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In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 

In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE* 

brand  of  phenylephrine  hydrochloride  hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 


WINTHROP  LABORATORIES,  NEW  YORK,  N.Y. 


When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.1'3  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  06%)  and  children 
04%),  in  dropper  bottles  of  Ve,  lA  or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadelphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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CAMBRIDGE  CARDIAC  DIAGNOSTIC  INSTRUMENTS 


"Trans-Scribe" 

The  Battery- 
Operated 
Electrocardiograph 


Designed  to  give  the  same  ac- 
curate and  dependable  records 
associated  with  Cambridge  in- 
struments for  more  than  forty 
years. 


"Tele-Scribe" 

For  on-the-spot  diagnosis  . . . 
by  telephone.  The  Cardiologist 
can  now  receive  and  evaluate  the 
EKG  of  a patient  miles  away, 
while  the  EKG  is  being  taken. 


"Versa-Scribe 

The  Versatile 
Electrocardiograph 


The  completely  new  portable 
instrument  providing  greatiy 
improved  performance  and 
versatility  not  found  in  any 
other  direct  writing  electro- 
cardiograph. 


Dye-Dilution 
Curve  Recorder 


Records  changes  of  concentra- 
tion of  a dye  injected  at  se- 
lected sites  in  the  venous  cir- 
culation. Determines  cardiac 
output;  detects  and  locates 
cardiac  shunts. 


External 

Defibrillator 


A portable,  self-contained 
unit  that  simplifies,  speeds 
and  standardizes  cardiac  re- 
suscitation. 


Audio-Visual 
Heart  Sound 
Recorder 


Enables  the  Doctor  to  simul- 
taneously HEAR,  SEE  and 
permanently  RECORD  heart 
sounds^ 


Pulmonary 

Function 

Tester 


A completely 
integrated, 
easy-to-use  in- 
strument for 
the  determina- 
tion of  such  functions  as 
Functional  Residual  Capac- 
ity, Tidal  Volume,  Vital  Ca- 
pacity, Total  Lung  Capacity, 
Total  Breathing  Capacity, 
Basal  Metabolic  Rate,  etc. 


I-"- ^ 


Operating  Room 
Cardioscope 

Provides  con- 
tinuous obser- 
vation of  the  ® 
Electrocardio- 


gram and  heart-rate  during 
surgery.  Warns  of  approach- 
ing cardiac  stand-still.  Explo- 
sion-proof. 


Multi-Channel 
Recorders 

For  physiological 
research,  cardiac 
catheterization  and 
routine  electrocar- 
diography. Direct  Writing  or 
Photographic  Recording  avail- 
able. 


CAMBRIDGE  ALSO  MAKES 

CENTRAL  MONITOR  SYSTEMS— For  surgery,  intensive  care  and  recovery  room. 

RESEARCH  pH  METER— For  biological  and  research  work.  Sensitive  to  .005  pH,  readings  reproducible  to 
.01  pH. 

HUXLEY  ULTRA  MICROTOME— For  cutting  sections  with  exceptional  uniformity  between  thicknesses  of  100° 
A and  1500°  A,  in  50°  A steps,  for  use  with  the  electron  microscope. 

HELIUM  ANALYZER— For  residual  lung  volume  determination. 


Send  for  Descriptive  Literature 

CAMBRIDGE  INSTRUMENT  CO.,  INC. 

Graybar  Building,  420  Lexington  Ave.,  New  York  17,  N.Y. 

Cleveland  2,  Ohio  Detroit  37,  Mich.  Ook  Park,  III.  Jenkintown,  Pa.  Silver  Spring,  Md.  Los  Angeles  17,  Calif. 

8419  Lake  Avenue  13730  W.  Eight  Mile  Rd.  6605  West  North  Avenue  479  Old  York  Road  933  Gist  Avenue  1709  West  8th  Street 

PIONEER  MANUFACTURERS  OF  THE  ELECTROCARDIOGRAPH 

SEE  ABOVE  INSTRUMENTS  IN  BOOTH  #76 
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hen  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

And  oncethey’vetried  it, they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100% corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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Drive  your  car  directly  to  the  New  York  Medical 

Meeting  at  the  Americana,  February 

11-14*. 

There  is  plenty  of  parking  space.  Simply  leave 
your  car  at  the  front  door  and  the  doorman  will 

handle  it  for  you. 

Parking  rates  are  listed  below: 

Special  Rate  for  Registered  Hotel  Guests- 

Day  or  Night 

1st  half  hour  or  part 

. 75^ 

1st  hour  or  part 

.1.00 

Each  additional  hour  or  part 

500 

Maximum  for  12  hours 

.3.00 

Each  additional  hour  or  part 

500 

Maximum  for  24  hours 

.3.75 

i Guests — Visitors — Day  or  Night 

1st  half  hour  or  part 

.75*5 

1st  hour  or  part 

. 1.25 

Each  additional  hour  or  part 

.500 

Maximum  for  12  hours 

.3.50 

Each  additional  hour  or  part 

.50^ 

Maximum  for  24  hours 

.4.50 

* These  rates  apply  to  Official  Delegates,  Feb.  9 & 10  also. 
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Arthur  J.  Lapovsky,  Secretary Kings 
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Henry  D.  Humphrey,  Secretary Tompkins 

Robert  S.  Millen,  Delegate Nassau 


OPHTHALMOLOGY 

Graham  Clark,  Chairman New  York 

K.  Elizabeth  Pierce  Olmsted,  Vice-Chairman.  . . 
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PEDIATRICS 
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Samuel  Karelitz,  Delegate Queens 

PHYSICAL  MEDICINE  AND  REHABILITATION 

Sigmund  Forster,  Chairman Kings 

Albert  D.  Anderson,  Vice-Chairman Bronx 

Milton  B.  Spiegel,  Secretary Kings 
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PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
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Milton  Elkin,  Chairman Westchester 

Roy  E.  Seibel,  Vice-Chairman Erie 

F.  Mitchell  Cummins,  Secretary New  York 
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William  H.  Lewis,  Jr.,  Vice-Chairman. New  York 

William  Antopol,  Secretary New  York 
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SURGERY 

Seymour  I.  Schwartz,  Chairman Monroe 

John  F.  Prudden,  Vice-Chairman . . New  York 

James  H.  Cosgriff,  Jr.,  Secretary Erie 
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UROLOGY 
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Ralph  T.  DiPace,  Secretary Westchester 
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Constant  diagnostic  and  cardiac  distress 
information  around  the  clock  — with  immediate 
alarm  if  irregularities  in  heart  rhythm  occur  — 
are  automatically  provided  by  this  new  Sanborn 
Viso-Monitor.  This  compact,  integrated  bedside 
system  — for  recovery  room,  intensive  care  or 
OR  use  — includes  a built-in  electrocardiograph, 
pacemaker,  cardiotachometer  and  eight 
illuminated  alarm  indicators. 

Your  patient's  ECG  is  recorded  automatically 
for  10  seconds  at  either  pre-set  intervals  or  at 
the  onset  of  any  of  four  distress  conditions.  It 
can  also  be  taken  during  pacing,  for  valuable 
knowledge  of  the  patient’s  response  to  pacing. 
Heart  rate  is  continuously  displayed  on  the 
front  panel  meter,  which  has  adjustable  upper 
and  lower  thresholds  to  activate  alarms. 
Bradycardia , tachycardia,  peripheral  pulse  loss, 
arrest  and  each  QRS  complex,  as  well  as 
operating  conditions  of  the  Viso-Monitor,  are 
shown  by  warning  lights.  Internal  or  external 
pacemaking  current  is  provided  by  the 
instrument,  with  adjustments  for  current  and 
rate  and  positive  safeguards  to  prevent 
accidental  pacing.  Audible  alarm  is  supplied  by 
an  optional  Remote  Alarm  unit,  which  also 
duplicates  visual  indicators  and  heart  rate 
meter  of  main  instrument.  The  new  Model  780 
Viso-Monitor  is  $1850,  the  Remote  Alarm  unit 
$250,  and  DC  Defibrillator  $1370 
(F.O.B.  Waltham,  Mass.,  continental  U.S.A.). 


your 

heart  patient 
is  in 
good 
hands 


SANBORN 


Iff  fj  f 

MASSACHUSETTS 


COMPANY  • MEDICAL  DIVISION  • WALTHAM  54, 

A SUBSIDIARY  OF  HEWLETT-PACKARD  COMPANY 


New  York  Branch  Office  1841  Broadway 
Circle  7-5794  and  7-5795 


Rochester  Branch  Offi.ce  528  Mt.  Hope  Ave..  Browning  1-2005 
Buffalo  Resident  Representative  284  Delaware  Ave.,  TL  6-4850 

See  more  Sanborn  Instruments  at  Booth  §50,  N.  Y.  State  Convention 


from  the  1963 
nationwide  survey 
of  antibiotics  . . 


FROM  66  HOSPITALS... 


FIVE  LEADING  ANTIBIOTICS  COMPARED  IN 
VITRO  AGAINST  CLINICAL  ISOLATES  FROM 

EAR,  NOSE, THROAT  AND  RESPIRATORY  TRACT 


TAO 

(triacetyloleandomycin) 

CHLORAMPHENICOL 

ERYTHROMYCIN 

TETRACYCLINE 

PENICILLIN 


Results  from  overt  clinical  infections  isolated  from  ear,  nose,  throat  and  respiratory  tract.  Percentage  of  cultures 

reported  susceptible  in  3,643  clinical  isolates  of  staphylococci  (1610),  streptococci  (beta-hemolytic)  (957),  pneumococci  (1010),  and  enterococci  (66). 


100 


Indications:  The  bacterial  spectrum  for  which  TAO  (triace- 
tyloleandomycin) primarily  is  effective  includes  staphylococci, 
streptococci,  pneumococci  and  gonococci.  It  is  recommended 
for  acute  severe  infections  where  adequate  sensitivity  testing 
has  demonstrated  susceptibility  to  this  antibiotic.  It  has  been 
shown  to  be  particularly  effective  in  acute,  severe  infections 
of  the  respiratory  tract,  bones  and  joints,  genitourinary  tract 
and  in  staphylococcal  enterocolitis.  It  is  not  recommended 
for  prophylaxis  or  in  the  management  of  infectious  processes 
which  may  require  more  than  10  days  continuous  therapy.  In 
view  of  the  possible  hepatotoxicity  of  this  drug,  when  therapy 
beyond  10  days  proves  necessary,  other  less  toxic  agents,  of 
course,  should  be  used  unless  the  organism  is  resistant  to 
those  agents,  or  in  those  cases  where  hypersensitivity  pre- 
cludes their  use.  If  clinical  judgment  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile 
is  recommended,  including  BSP,  transaminase  (SGOT)  and 
cephalin  flocculation  tests. 

Precautions  and  side  effects:  Use  of  this  drug  may  produce 
alterations  in  liver  function  tests  and  jaundice.  Clinical  expe- 
rience available  thus  far  indicates  that  these  liver  changes 
were  reversible  following  discontinuation  of  the  drug.  A review 
of  studies  by  several  independent  investigators  and  reports 
from  practicing  physicians  indicate  that  liver  function  abnor- 
malities may  occur  in  a significant  number  of  patients  follow- 
ing two  weeks  or  more  of  continuous  therapy  with  triacetyl- 
oleandomycin at  1.0  gram  per  day  in  divided  doses.  Clinical 
symptomatology,  including  jaundice,  has  been  observed  in- 
frequently in  these  individuals.  The  drug  is  not  recommended 
for  subjects  who  have  shown  abnormal  liver  function  tests  or 
hepatotoxic  reactions  to  it.  Based  upon  the  use  of  this  drug 
over  a period  exceeding  5 years,  the  incidence  of  jaundice 
considering  all  reports  referable  to  this  effect  is  6.3  per  mil- 
lion courses  of  therapy.  When  only  those  which  definitely  can 
be  related  to  this  drug  are  equated  to  usage,  the  incidence 
is  1.8  per  million  courses  of  treatment. 

Although  reactions  of  an  allergic  nature  due  to  this  drug 
are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid 
type  have  occurred  on  rare  occasions. 


References:  1.  Isenberg,  Henry  D.,  Ph.D.:  Scientific  Exhibit 
presented  at  the  meeting  of  the  American  Medical  Association, 
Atlantic  City,  New  Jersey,  June  16-20,  1963.  2.  Shubin,  H 
et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (March)  1959. 


The  1963  antibiotics  survey  provides  a nationwide  com] 
parison  of  microbial  susceptibility  to  5 leading  antibiotics.  Ir 
all,  susceptibility  results  of  9,331  cultures  were  obtained 
from  66  hospitals  in  26  states.  Results  were  analyzed  ant 
tabulated  by  electronic  data  processing  equipment. 

By  this  method,  analysis  of  results  in  clinical  isolates  fron 
ear,  nose,  throat  and  respiratory  tract  were  determined.  Thesd 
in  vitro  findings  indicate  the  overall  superiority  of  TAO  (tri 
acetyloleandomycin)  over  the  other  leading  antibiotics  testej 
in  these  common  infections. 

Clinical  reports  confirm  its  usefulness.  As  an  example 
Shubin2  found  that  of  129  patients  with  upper  or  lower  res 
piratory  infections  treated  with  TAO  (triacetyloleandomycin| 
120  had  a good  response.  A “good”  response  generally  shows 
“reduction  in  temperature  and  toxicity  within  48  hours  afte 
initiation  of  therapy,  with  subsequent  clinical  and  bacteriej 
logical  cure  of  infection.” 


TAO 


(triacetyloleandomycin 


Available  as:  Capsules  (250  mg.;  125  mg.) 

Ready-Mixed  Oral  Suspension  (raspberry-flavored,  125  mg./5cc.) 
Pediatric  Drops  (100  mg./cc.)/Parenteral  (as  oleandomycin  phosphate 


New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  In<] 
Science  for  the  World’s  Well-Being® 


when  a high-potency  nutritional  supplement  is  required,  recommend 

VITERRA®  Therapeutic. 


| results  from  nose/throat 
infections 

: TAO 

1 1 (triacetyloleandomycin) . . 92.9% 

■ CHLORAMPHENICOL..  91.4% 

i ERYTHROMYCIN 88.9% 

I ! TETRACYCLINE 72.0% 

i PENICILLIN 67.3% 


results  from 

respiratory  tract  infections 


results  from  ear  infections 

TAO 

triacetyloleandomycin)..  93.1% 
HLORAMPHENICOL . . 92.8% 

RYTHROMYCIN 92.4% 

TETRACYCLINE 79.7% 

PENICILLIN 62.5%" 


(triacetyloleandomycin)..  91.9% 
CHLORAMPHENICOL..  85.3% 

ERYTHROMYCIN 82.8% 

TETRACYCLINE 69.7% 

PENICILLIN .65,2% 


Medical  News 


Continuing  education  in  cardiology 

Thirteen  case  histories  will  be  presented  at 
the  continuing  education  course,  “Thirteen 
Cardiacs,”  to  be  held  January  14  through  16 
at  the  Medical  College  of  Georgia. 

Participants  and  faculty  will  be  sent  13  case 
histories  complete  with  x-ray  and  electro- 
cardiogram findings  and  other  data.  A cardiol- 
ogist, assigned  to  each  case,  will  defend  his 
diagnosis  and  management  against  any  dis- 
senting opinion.  “Answers”  will  then  be 
demonstrated  in  the  form  of  autopsy  material, 
physiologic  data,  or  medical  and  surgical 
therapeutic  results.  There  will  be  no  formal 
lectures. 

Each  course  is  acceptable  for  eighteen  hours 
credit  by  the  American  Academy  of  General 
Practice.  Applications  and  information  may 
be  obtained  from  Claude-Starr  Wright,  M.D., 
Director,  Department  of  Continuing  Education, 
Medical  College  of  Georgia,  Augusta,  Georgia. 

American  Board  of  Obstetrics  and 
Gynecology 

The  next  scheduled  examination  (Part  II), 
oral  and  clinical,  will  be  conducted  for  all 
candidates  at  the  Edgewater  Beach  Hotel, 
Chicago,  Illinois,  by  the  entire  Board,  April  27 
through  May  2.  Formal  notice  of  the  exact 
time  of  each  candidate’s  examination  will  be 
sent  him  in  advance  of  the  examination  dates. 

Candidates  who  have  participated  in  the 
Part  I examination  will  be  notified  of  their 
eligibility  for  the  Part  II  examination  on  or 
before  February  1. 

Current  bulletins  of  the  American  Board  of 
Obstetrics  and  Gynecology,  outlining  the 
requirements  for  application,  may  be  obtained 
by  writing  to  the  Secretary,  Robert  L.  Faulkner, 
M.D.fY2105  Adelbert  Road,  Cleveland  6,  Ohio. 
All  prospective  candidates  are  urged  to  review 
the  current  requirements  before  applying  for 
Board  examination. 

Diplomates  are  requested  to  keep  the  Board 
office  informed  of  any  change  in  address. 

Society  of  Edinburgh  award 

A David  Anderson-Berry  silver-gilt  medal, 
together  with  a sum  of  money  amounting  to 
not  less  than  one  hundred  pounds  sterling,  or 
$280  in  U.S.  currency,  will  be  awarded  by  the 
Council  of  the  Royal  Society  of  Edinburgh 
during  1964.  The  prize  will  be  awarded  for 
recent  work  on  the  effects  of  x-rays  and  other 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


forms  of  radiation  on  living  tissues.  Published 
work  will  be  taken  into  consideration  if  sub- 
mitted to  the  Society  with  the  application. 

In  addition  to  direct  application  for  the  prize, 
proposals  may  be  made  on  behalf  of  others. 

Applications  and  proposals  must  be  in  the  ! 
hands  of  the  General  Secretary,  Royal  Society  of 
Edinburgh,  22/24  George  Street,  Edinburgh  2,  j 
Scotland,  not  later  than  March  31. 

Cardiology  program 

A nine-month  tutorial  program  in  cardiolo-  I 
gy  will  be  offered  September  15,  1964,  through 
June  15,  1965,  by  the  Institute  for  Cardio- 
Pulmonary  Diseases,  Scripps  Clinic  and  Re- 
search Foundation,  La  Jolla,  California. 

The  intensive  program  will  cover  the  field  of 
cardiovascular  diseases  and  is  especially  de- 
signed for  the  physician  in  private  practice  who 
wants  a year  of  organized  instruction  with 
freedom  from  direct  patient  responsibility. 

Further  information  may  be  obtained  from 
E.  Grey  Dimond,  M.D.,  Institute  for  Cardio- 
Pulmonary  Diseases,  Scripps  Clinic  and  Re- 
search Foundation,  La  Jolla,  California. 


Symposium  on  smoking 


The  first  annual  M.  R.  Thompson  symposium 
on  “Recent  Advances  in  the  Medical  Aspects  of 
Smoking”  will  be  held  on  January  22  from  9:30 
a.m.  to  5:30  p.m.  at  the  New  York  Hilton  Hotel 
in  New  York  City. 

George  James,  M.D.,  will  introduce  the 
program  in  a discussion  of  “Tobacco  and  the 
Public  Health.”  Dr.  James  is  commissioner  of 
Health  of  the  City  of  New  York  and  associate 
professor  of  public  health  at  Columbia  Univer- 
sity. 

Michael  G.  Mulinos,  M.D.,  Ph.D.,  a con- 
sultant in  pharmacology  to  the  pharmaceutical 
industry  and  formerly  associate  professor  of 
pharmacology,  Columbia  University  College  of 
Physicians  and  Surgeons,  and  New  York 
Medical  College,  will  discuss  “A  Pharmacolo- 
gist’s View  of  the  Tobacco  Problem”;  Eva  J. 
Salber,  M.D.,  senior  research  associate  in 
epidemiology  at  Harvard  School  of  Public 
Health,  will  speak  on  “Smoking  Behavior  of 
Newton  School  Children”;  John  Rankin,  M.D., 
associate  professor  of  medicine  and  director  of 
the  Cardiopulmonary  Research  Laboratory, 
University  of  Wisconsin  Medical  School,  will 
speak  on  “The  Effect  of  Smoking  on  Pulmonary 
Function”;  and  Alfred  Kershbaum,  M.D., 
assistant  chief,  Division  of  Cardiology,  Phila- 
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(concentrates  on  coughs) 


Tussicalm,  by  concentrating  solely  on  cough  relief,  permits 
therapeutic  and  dosage  flexibility  in  treating  individual 
patients,  since  other  symptoms  may  vary  in  type,  fre- 
quency, onset  and  duration.  Mixtures  with  multi-therapeutic 
effects  may  be  unnecessary,  increase  danger  of  side  effects, 
and  result  in  ‘‘inadequate  concentrations  of  effective 
ingredients M1 

With  Tussicalm,  patients  receive  concentrated  2-way  action. 
Noscapine— safe,  effective  cough  suppressant.* 2-3  Antitussive 
potency  equal  to  codeine.1-4'7  No  addiction  liability.1-6-7  Wide 


margin  of  safety.6'8.  No  opiate-like  effects,  such  as  constipa- 
tion, respiratory  depression  or  blood  pressure  changes.5 
Glyceryl  Guaiacolate— safe,  superior  expectorant.  Greatly  in- 
creases and  thins  bronchial  secretions.9  Facilitates  elimina- 
tion of  sputum  and  soothes  irritated  bronchial  mucosa.10 
Virtually  no  adverse  effects.9 

Tussicalm,  being  essentially  free  of  side  effects,  isM|^ 
available  to  the  whole  family  without  prescription. ■ 

ROUSSEL  CORPORATION,  155  E.  44  ST.,  N.Y.  17,  N.Y. 


Each  teaspoonful  (5  cc.)  contains  in  a delightfully  different  tasting  syrup:  Noscapine  10  mg..  Glyceryl  Guaiacolate  90  mg..  Citric  Acid  Anhydrous  75 
mg.,  and  Sodium  Benzoate  5 mg.  DOSAGE:  Adults:  2 teaspoonfuls  three  or  four  times  daily.  Children  (6  to  12):  1 teaspoonful  three  or  four  times  daily. 

Children  (4  to  6):  >/2  to  1 teaspoonful  three  or  four  times  daily.  SUPPLIED:  4-oz.  bottles. 

REFERENCES:  (1)  Bickerman,  H.  A.:  M.  Clin.  N.  America  45:805,  1961.  (2)  Bickerman,  H.  A.,  & Barach,  A.  L.:  Am.  J.  M.  Sc.  228:156,  1954.  (3)  Segal. 

M.  S.;  Goldstein.  M M . & Attinger,  E.  O.:  Dis.  Chest  32:305,  1957.  (4)  Bickerman.  H.  A.  ; German.  E.;  Cohen,  B.  M.,  & Itkin,  S.  E.:  Am.  J.  M.  Sc. 

234:191,  1957.  (5)  New  and  Nonofficial  Drugs,  Evaluation  by  A.M.A.  Council  on  Drugs,  Philadelphia,  J.  B.  Lippincott  Company,  1962,  p.  453. 

(6)  Bickerman,  H.  A.,  in  Modell.  W.,  ed.:  Drugs  of  Choice  1962-1963,  St.  Louis,  The  C.  V Mosby  Company,  1962,  p.  469.  (7)  Bickerman,  H.  A.:  Clin. 

Pharmacol.  & Therap.  3:353  (May-June)  1962.  (8)  Winter,  C.  A.,  & Flataker,  L.:  Toxicol.  & Appl.  Pharmacol.  3:96,  1961.  (9)  Bickerman,  H.  A.,  In 

Modell,  W.:  op.  cit.:  474.  (10)  Ibid.:  472.  outi 
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delphia  General  Hospital,  will  discuss  “The 
Effect  of  Smoking  on  Blood  Lipids.” 

Barnett  A.  Green,  M.D.,  clinical  associate 
professor  of  anesthesiology,  Downstate  Medical 
Center,  State  University  of  New  York,  will  speak 
on  “The  Role  of  Smoking  in  Difficulties  En- 
countered During  Anesthesia”;  Linden  J.  Wall- 
ner,  M.D.,  associate  clinical  professor  of 
otolaryngology.  University  of  Illinois  College  of 
Medicine,  will  discuss  “The  Effect  of  Smoking 
on  the  Upper  Respiratory  Tract”;  Lewis  E. 
Savel,  M.D.,  director  of  Obstetrics  and  Gyne- 
cology at  Beth  Israel  Hospital,  Newark,  New 
Jersey,  will  speak  on  “The  Effect  of  Smoking 
on  Pregnancy”;  Irving  B.  Perlstein,  M.D., 
instructor  in  medicine,  University  of  Louis- 
ville School  of  Medicine  and  chief  of  medicine  at 
Jewish  Hospital,  Louisville,  Kentucky,  will  dis- 
cuss “Smoking  Deterrent  Therapy  in  Private 
Practice”;  and  David  S.  Bachman,  M.D., 
director  of  the  Pulmonary  Function  Laboratory, 
Muhlenberg  Medical  Center,  Bethlehem,  Penn- 
sylvania, and  chairman  of  smoking  education 
and  director  of  “Cigarettes  Anonymous,” 
Lehigh  County  Unit  of  the  American  Cancer 
Society,  Allentown,  Pennsylvania,  will  discuss 
“Group  Smoking  Deterrent  Therapy.” 


Postgraduate  pediatric  lectures 

Three  lectures  on  pediatrics  will  be  given  at 
Maimonides  Hospital,  4802  Tenth  Avenue, 
Brooklyn,  in  the  Solarium  of  the  Kronish 
Pavilion  during  January.  The  weekly  lectures 
are  given  on  Tuesdays  at  10:00  a.m. 

On  January  7 Samuel  Karelitz,  M.D.,  director 
of  Pediatrics  at  Long  Island  Jewish  Hospital  and 
clinical  professor  of  pediatrics  at  Downstate 
Medical  Center,  State  University  of  New  York, 
will  discuss  “Immunity  in  Measles.”  On 
January  14  Arnold  P.  Gold,  M.D.,  attending 
physician,  Neurological  Institute,  will  speak  on 
“The  Child  with  the  Big  Head”;  and  on  Janu- 
ary 21  David  Grob,  M.D.,  director  of  medical 
services  at  Maimonides  Hospital  and  professor 


of  medicine  at  Downstate  Medical  Center 
State  University  of  New  York  will  lecture  on 
“Diseases  of  Muscle  and  of  the  Thymus  Gland.” 

Personalities 

Elected.  E.  Dean  Babbage,  M.D.,  Buffalo, 
second  vice-president  of  the  American  Society 
of  Anesthesiologists  at  its  annual  meeting  in 
Chicago.  . .Lawrence  J.  Caruso,  M.D.,  professor 
and  attending  physician  on  the  staff  of  New 
York  Polyclinic  Medical  School  and  Hospital, 
as  a governor  of  the  American  College  of 
Surgeons. 

Appointed.  Emanuel  A.  Friedman,  M.D., 
New  York  City,  to  simultaneous  chairmanships 
of  the  Department  of  Obstetrics  and  Gynecology 
at  The  Chicago  Medical  School  and  at  Michael 
Reese  Hospital  and  Medical  Center  in  Chicago 
. . .David  A.  Karnofsky,  M.D.,  Sloan-Kettering 
Institute  for  Cancer  Research,  to  the  faculty  for 
•the  Workshop  in  Teratology  sponsored  by  the 
Commission  on  Drug  Safety  at  the  University 
of  Florida  February  2 through  8.  . .Morris 
Shapiro,  M.D.,  associate  in  medicine  at  Albany 
Medical  College,  as  a governor  of  the  American 
College  of  Cardiology  for  New  York  State. 

Speakers.  James  A.  Brussel,  M.D.,  assistant 
commissioner,  New  York  State  Department  of 
Mental  Hygiene,  on  CBS  Radio,  New  York 
City,  on  December  2,  1963,  and  on  WCMM 
Radio,  Lawrence,  Massachusetts,  on  December 
3,  1963,  on  “The  Strangle  Mysteries”.  . .Robert 
F.  Pitts,  M.D.,  professor  and  chairman  of  the 
Department  of  Physiology,  Cornell  University 
Medical  College,  the  New  York  Heart  Associa- 
tion’s first  Homer  W.  Smith  Memorial  Lecture 
on  Renal  Physiology,  February  7 at  the  Hotel 
Biltmore,  New  York  City,  on  “Renal  Excretion 
of  Ammonia”.  . .Marie  Pichel  Warner,  M.D., 
New  York  City,  before  the  Fight  for  Sight 
League,  Scarsdale,  on  October  21,  1963,  on 
“Sex  and  Health  in  Marriage”.  . .Joseph  Wilder, 
M.D.,  New  York  City,  at  the  Free  University 
of  West  Berlin  on  November  23,  1963,  on  “Law 
of  Initial  Value.” 
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Month  in  Washington 


Both  sides  squared  off  for  a new  legislative 
battle  this  session  of  Congress  on  the  issue  of 
financing  a medical-hospital  plan  for  the  aged 
through  higher  Social  Security  taxes. 

There  was  no  vote  on  the  disputed  King- 
Anderson  bill  (H.R.  3920)  in  Congress  last  year. 
The  House  Ways  and  Means  Committee  held 
five  of  a scheduled  nine  days  of  hearings  on  the 
bill  in  November,  but  broke  the  hearings  off  on 
news  of  the  assassination  of  President  Kennedy. 
The  sessions  were  scheduled  to  be  concluded  in 
January. 

The  financial  soundness  of  the  administra- 
tion’s bill  was  challenged  by  Ways  and  Means 
Committee  Chairman  Wilbur  Mills  (D.,  Ark.). 
He  told  Administration  witnesses  that  if  Con- 
gress had  approved  similar  legislation  in  the 
past,  it  apparently  now  would  have  to  increase 
the  Social  Security  tax  almost  100  per  cent  to 
maintain  the  actuarial  balance  of  the  Social 
Security  system. 

Mills  said  the  quarrel  he  has  with  the  pro- 
posed increased  tax  in  the  bill  is  that  it  does  not 
take  into  account  future  costs  and  the  effect 
they  would  have  on  the  fiscal  soundness  of  the 
over-all  Social  Security  system.  He  said  a bill 
should  not  give  the  impression  that  the  aged 
can  get  these  services  at  some  cut-rate  cost, 
or  that  the  economy  and  costs  will  remain  static. 

“If  that  is  a realistic  assumption,  then  I do 
not  know  what  an  unreal  assumption  is,” 
said  Mills.  If  such  a program  is  passed,  he 
continued,  Congress  must  face  up  to  the  costs 
and  provide  a tax  in  existing  law  that  will  take 
into  account  future  costs. 

If  the  King-Anderson  bill  were  enacted  with  a 
shaky  actuarial  basis,  Mills  said,  action  by  some 
future  Congress  would  be  necessary  to  raise  the 
taxes  to  support  it,  and  this  might  be  very  diffi- 
cult. 

Mills  has  introduced  a bill  to  increase  the 
regular  Social  Security  tax  and  the  wage  base  it 
is  levied  on  so  that  the  system  will  be  financially 
in  order. 

Health,  Education,  and  Welfare  Secretary 
Anthony  Celebrezze  told  the  committee  that 
congressional  enactment  of  the  Administration’s 
plan  for  a hospital-medical  benefit  program 
financed  by  higher  Social  Security  taxes  is  both 
“necessary  and  urgent.” 

Another  major  development  at  the  hearings 
was  an  attack  by  Sen.  Karl  Mundt  (R.,  S.D.) 
on  H.E.W.  officials  for  trying  to  impede  the 
Kerr-Mills  program  of  Federal-state  aid  for  the 
indigent  and  medically-indigent  elderly. 

Mundt  declared  that  Kerr-Mills  is  the  victim 
of  a planned  program  of  interference  on  the 
part  of  the  Department  of  H.E.W.,  King-Ander- 
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son  supporters  in  Congress,  and  welfare  workers 
and  officials  at  the  state  and  county  levels. 
He  suggested  the  H.E.W.  actions  ran  counter  to 
the  intent  of  Congress  and  might  be  illegal. 

The  president  of  the  American  Medical  As- 
sociation told  the  Committee  that  the  Adminis- 
tration-backed health  care  for  the  aged  plan 
would  cost  the  nation’s  workers  twice  as  much 
to  start  as  sponsors  of  the  proposal  have  claimed 
or  would  require  periodic  tax  increases  to  keep 
it  solvent. 

Edward  R.  Annis,  M.D.,  Miami,  Florida, 
surgeon,  pointed  out  that  previous  testimony 
disclosed  that  payroll  taxes  would  have  to  be 
increased  by  1 per  cent,  half  paid  by  the 
workers  and  half  by  their  employers,  and  the 
taxable  wage  base  increased  to  $5,200  to  start 
the  program  off  on  a financially  sound  basis,  or 
periodic  tax  increases  would  be  required  to  keep 
it  out  of  financial  trouble. 

The  King-Anderson  bill  (H.R.  3920)  calls 
for  a one-half  per  cent  payroll  tax  increase  on 
workers  and  employers  (one  fourth  of  one  per 
cent  on  each)  and  an  increase  in  the  taxable 
wage  base  from  the  present  $4,800  to  $5,200  to 
finance  a proposed  program  of  hospitalization, 
nursing  home  care,  and  related  services  to  every- 
one age  sixty-five  and  over. 

Dr.  Annis  said  the  King-Anderson  bill  “would 
transfer  to  the  Federal  government  at  a single 
stroke  the  responsibility  for  the  purchase  of 
specified  hospital  and  related  benefits  for  all 
persons  over  sixty -five,  regardless  of  their  desires 
or  their  economic  need.” 

“There  is  no  justification,”  he  said,  “for  the 
use  of  tax  funds  collected  from  workers  at  the 
low  end  of  the  income  scale  to  pay  these  ex- 
penses for  the  entire  elderly  population,  in- 
cluding the  self-supporting  and  the  wealthy.” 

Dr.  Annis  declared  that  actuaries  of  the  De- 
partment of  Health,  Education,  and  Welfare 
had  previously  acknowledged  in  a study  of  the 
King-Anderson  bill  that  “periodic  tax  increases 
will  be  necessary  in  a rising  economy  to  keep 
the  program  solvent.” 

The  A.M.A.  also  pointed  out  that  it  has  been 
estimated  that  it  would  cost  $35  billion  for  King- 
Anderson  benefits  for  the  aged  who  would  be 
immediately  eligible  but  would  have  paid  little 
or  nothing  under  the  program.  “This  is  the 
amount,”  the  A.M.A.  said,  “that  would  be 
necessary  to  finance  health  care  for  the  rest  of 
their  lives  for  all  those  eligible  to  take  part  in 
the  program  at  its  start.”  This  figure  was 
confirmed  by  H.E.W.  officials. 

Norman  A.  Welch,  M.D.,  Boston,  president- 
elect of  the  A.M.A.,  appeared  with  Dr.  Annis  to 
review  “the  remarkable  contribution  toward 
the  financing  of  health  care  for  the  aged  that 

continued  on  page  24 


20  New  York  State  Journal  of  Medicine  / January  1,  1964 


two  ways  you  can  use  Furacin  Solution 

nitrofurazone 

to  clear  pathogens,  speed  healing 


As  an  irrigant  for  open,  infected  wounds,  as  a wet  dressing  (for  example,  to 
prepare  burns  for  grafting),  or  as  a spray  for  painful  wounds  or  burns— any  way  you 
use  it,  gentle  Furacin  Solution  speeds  healing  through  dependable  control  of  infec- 
tion. Furacin  disperses  freely  and  stays  bactericidal  in  wound  exudates. 

The  incidence  of  sensitization  to  this  wide-spectrum  antibacterial  is  low— in 
surgical  practice,  about  0.5  per  cent.  Discontinue  use  if  irritation  occurs. 

Furacin  Solution:  0.2%  nitrofurazone  dissolved  in  a water-miscible  liquid  con- 
sisting of  polyethylene  glycols,  octylphenoxy  polyethoxyethanol  N.F.,  and  water. 
In  bottles  of  60  cc.  and  473  cc. 

For  round-the-clock  medical  consultation  on  any  Eaton  product,  call  the  medical 
consultant  on  duty,  person  to  person,  Norwich,  New  York,  Area  Code  607,  334-9911. 


EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH.  NEW  YORK 


MAMMA  LEONE’S  RISTORANTE 

Bruno  Bernabo,  Direttore  Generate 

JUdson  6-5151-2-3 

Weekdays  — 4:30  P.M.  to  1 A.M. 
Saturdays  — 4:00  P.M.  to  1 A.M. 
Sundays  — 2:00  P.M.  to  10  P.M. 

239  West  48th  Street,  Manhattan 


POWDER  OF  ELEGANCE 

Soothing  • Cleansing 
Deodorizing 
Non-irritating 

The  feminine  hygiene  that  appeals. 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


Under  the  generic  name 

for  lower  costs  to  your  patients 

Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 

Quality  controlled  by  West-ward 

Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward's  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

NYS  1-1 


Index  to  Advertisers 


Alkalol  Company 22 

Ames  Company,  Inc 3rd  cover 

James  M.  Arnold 23 

Burroughs  Wellcome  & Company,  Inc 34 

Cambridge  Instrument  Company,  Inc 7 

Carol  Management  Corp 175 

Cole  Chemical  Company 27 

Eaton  Laboratories 21 

Eckstein  Bros 23 

Endo  Laboratories 1 

J.  H.  Filbert,  Inc 9 

Greenmont-on-Hudson 173 

Holbrook  Manor 173 

Mamma  Leone’s  Restaurant 22 

Eli  Lilly  & Company 28 

Carl  M.  Loeb,  Rhoades  & Company 171 

Mead  Johnson  Laboratories 4th  cover 

National  Dairy  Council 2nd  cover 

Parke,  Davis  & Company 3 

Pinewood 173 

A.  H.  Robins  Company,  Inc 19 

J.  B.  Roerig  & Company 14-15 

Roussel  Corp 17 

Sanborn  Company 13 

G.  D.  Searle  & Company 33 

Smith  Kline  & French  Laboratories 176 

M.  R.  Thompson,  Inc 25 

West-Ward,  Inc 22 

Winthrop  Laboratories 5 


22 


TRITONE  AUDIOMETER 

3 FREQUENCIES— 3 INTENSITY  LEVELS 


A PRECISION  INSTRUMENT  WITH  ONLY 
THE  FEATURES  YOU  NEED 
FOR  SCIENTIFIC  SCREENING  OF 
HEARING  DEFECTS 

I At  last,  a precision  audiometer  designed  for  the 
general  practitioner  or  the  pediatrician,  as  well  as 
for  school  and  industrial  testing!  Three  frequencies, 
three  levels  of  intensity.  Complete  all  transistor  cir- 
cuit, dynamic  earphone,  battery,  and  audiogram  pad. 
Housed  in  attractive  black  case.  Ask  for  full  informa- 
tion on  Tritone  Audiometer  Model  45. 


ALSO  AVAILABLE: 


FULL  LINE  OF  SCREENING 
AND  DIAGNOSTIC  AUDIOMETERS. 

Send  for  FREE  DESCRIPTIVE  LITERATURE. 


Designed  and  Manufactured  by 

KSTEIN  BROS. 

1907  BEVERLY  BLVD. 

LOS  ANGELES,  CALIF. 


- 


Model  45  — Designed  to  ASA  Specifications,  furnishes  the 
accurate  information  needed  to  determine  advisability  of 
further,  more  complete  hearing  tests. 


See  this  as  well  as  our  other  products  at  our  Booth  #119 
at  the  Convention,  Monday,  Feb.  10. 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  over  forty 
years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 


c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.  16,  N.  Y. 
MUrray  Hill  4-3211 


STABILITY.  . . 

SUPERVISION  . . . 
SERVICE  . . . 


23 


continued  from,  page  20 

is  being  made  by  private  health  insurance  and 
prepayment  plans  which  now  protect  more  than 
60  per  cent  of  the  entire  population  over  sixty- 
five.” 

Dr.  Annis  said,  “for  years,  the  American 
people  have  been  bombarded  by  such  statements 
as  the  monthly  income  of  the  great  majority  of 
the  aged  is  little  more  than  a Social  Security 
check.  Yet,  the  government’s  own  figures 
show  that  the  annual  income  of  persons  over 
sixty-five  is  $35  billion.  Only  one  third  of  this 
comes  from  Social  Security  payments.” 

“The  aged  who  need  help  in  meeting  medical 
bills  are  receiving  it,”  Dr.  Annis  said.  He 
pointed  out  these  developments: 

1.  “Government  figures  show  that  more 
than  $1.5  billion  in  public  funds  was  paid  out 
for  this  purpose  in  1961.” 

2.  More  than  10  million  persons  over  sixty- 
five — over  60  per  cent  of  all  the  aged — are 
protected  by  some  form  of  health  insurance. 


3.  The  Kerr-Mills  program,  including  Medi- 
cal Assistance  for  the  Aged  and  Old  Age  Assist- 
ance, paid  out  more  than  half  a billion  dollars 
for  health  care  of  the  aged  in  fiscal  1962. 

Dr.  Annis  asserted  that  King-Anderson  type 
legislation  “would  impose  a permanent  pattern 
of  tax-paid,  government-regulated  health  care — 
a pattern  inherently  subject  to  inevitable  ex- 
pansion.” 

“Such  expansion,”  he  said,  “would  lead  to  a 
deterioration  of  the  quality  of  health  care — 
disrupting  the  voluntary  relationship  between 
the  patient  and  his  physician  and  imposing 
centralized  direction  which  would  frustrate  the 
striving  for  professional  excellence.  It  would 
bring  about  a decline  of  professionalism  and 
create  a form  of  medicine  strange  to  these  shores. 
It  would  result  in  a loss  of  able  entrants  into  the 
health  care  field  because  of  government  controls 
over  medicine.  We  believe  that  this  legislation 
is  not  only  unneccessary  but  also  dangerous  to 
our  American  system  of  medical  care.” 


Medical  Meetings 


Eye  and  Ear  Infirmary 

The  annual  spring  meeting  of  the  Alumni 
Association  of  the  New  York  Eye  and  Ear  In- 
firmary will  be  held  April  27  through  29  at  the 
Infirmary,  218  Second  Avenue,  New  York  City. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


The  eye  symposia,  courses,  and  closed  circuit 
television  demonstrations  will  be  oriented  to- 
wards the  cornea. 

Ear,  nose,  and  throat  symposia  will  be  of- 
fered in  Plastic  Surgery,  “Otosclerosis,”  and 
“Head  and  Neck  Tumors.” 

Additional  information  may  be  obtained  by 
writing  to  Vincent  Carter,  Jr.,  M.D.,  secretary 
of  the  Alumni  Association,  at  the  Infirmary. 


24  New  York  State  Journal  of  Medicine  / January  1,  1964 


When  your 


BRAND  OF  LOBELINE  SULFATE,  MRT 


help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 


■ U tilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsive  eat- 
ing when  he  discontinues  smoking. 


■ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille  ■ 
for  tobacco. 


Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  S hours.  3rd  week:  1 
pastille  every  4 hours,  -fth  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics.  New  York, 
Macmillan,  1960.  Ed.  2,  pp.  620-622;  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap..  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471.  1963. 

4.  Dorsey.  J.  L.:  Ann.  Int.  Med.,  10:628,  1936:  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger,  118:222,  1956;  6.  Ejrup, 
B.:  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum,  K.  and 
Jost,  F.:  Munch,  med.  Wchnschr.,  103:618.  1961;  8. 
Jost,  F.  and  Jochum,  K.:  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 


M.  R.  THOMPSON,  Inc.,  Medical  Department-CC 
711  Fifth  Avenue,  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 


25 


Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory . You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed . 
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• Office  hours  and  telephone  number. 
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telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 
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Positive  Results  Without  lodism 


In  a clinical  study  of  sinusitis,1  the  use  of  Iodo- 
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vent the  occurrence  of  iodism.  Hence  Iodo-Niacin 
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or  longer  without  iodism.2  The  usual  dose  is  2 
tablets  three  times  a day,  followed  by  a full  glass 
of  water. 

Iodo-Niacin  loosens  the  secretion  of  mucus  in  the 
sinuses  and  promotes  freer  drainage  and  aera- 
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cases  of  sinusitis.  It  may  be  used  in  conjunction 
with  penicillin  or  other  antibiotics. 

Other  important  indications  for  Iodo-Niacin  in- 
clude chronic  bronchitis,  bronchial  asthma,  otitis 
media,  simple  colloid  goiter,  arteriosclerosis, 
retinal  and  vitreous  hemorrhages,  and  vitreous 
floaters. 

Availability : Slosol  coated  pink  tablets,  in  bottles 
of  100.  Also  available  in  ampuls. 

Summary:  Effective  iodide  medication  protected 
by  niacinamide  against  hazard  of  iodism. 
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Niacinamide  Hydroiodide 25  mg. 
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Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (filled  capsules)  are 
given  the  "thirty -minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
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on  a prescription  balance.  In  addi- 
tion, the  checks  are  double-checked  at 
least  four  times  each  day  . . . another 
of  the  many  stringent  controls  which 
assure  you  that  the  Lilly  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence. 
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Editorials 


The  New  Year 


This  year,  for  the  first  time,  a new  volume 
of  the  Journal  begins  with  the  convention 
issue.  By  long-standing  custom  the  con- 
vention issue  appears  in  the  month  before 
the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  but  beginning 
this  year,  by  action  of  the  House  of  Dele- 
gates, the  Annual  Meeting  is  to  be  held 
from  February  10  to  14  instead  of  during 
the  customary  second  week  of  May . 

As  usual,  this  convention  issue  contains, 
in  addition  to  the  scientific  program,  a full 
report  of  the  activities  of  the  officers  and 
committees  of  the  Society  covering  the 
period  from  May  17,  1963,  to  February  10, 
1964.  This  is  by  necessity  a foreshortened 
year  but  by  no  means  does  it  represent  any 
curtailment  of  the  Society’s  activities.  A 
reading  of  the  reports  here  will  make  that 
quite  evident. 

The  vast  scope  of  responsibility  carried 
by  your  officers  and  committees  is  awesome. 
There  is  hardly  a facet  of  modern  life 
with  which  the  profession  of  medicine  is 
not  directly  or  indirectly  concerned  and 
to  which  your  officers  and  committee 
members  are  not  alert.  They  are  on  the 
firing  line  in  Albany  and  Washington  and 
the  various  city  councils  throughout  the 
State.  They  are  there  for  the  health  of  all 
our  citizens,  and  they  represent  the  mature 
thinking  of  our  members  in  this  regard. 
A reading  of  these  pages  will  show  how  well 
they  have  performed  their  stewardship. 

We  move  with  the  times.  A mid- winter 
meeting  fifty  years  ago  would  have  been 
unthinkable.  No  one  could  leave  his  prac- 
tice in  the  midst  of  the  pneumonia  season; 
the  roads  were  impassable;  there  was  no 
one  to  take  his  place.  Now  pneumonia  is 


a rarity,  good  planning  and  the  use  of 
machinery  keep  the  roads  open,  flying  is 
usually  possible,  and  almost  everyone  has  a 
trusted  associate  who  can  take  over.  This 
is  the  tempo  of  1964,  and  we  are  all  a part 
of  it. 

Opening  on  the  second  day  of  the  con- 
vention, February  11,  the  scientific  sessions 
this  year  cover  a wide  range  of  up-to-date 
medical  knowledge  geared  primarily  to  its 
applicability  to  patients  seen  in  practice. 

There  will  be  a new  session  on  plastic 
surgery  this  year.  Gastroenterology  and 
proctology  will  combine  to  present  a pro- 
gram covering  their  combined  field  of 
interest  and  will  also  include  a pane]  on 
gastric  freezing — a high  point  for  the 
proctologist.  Radiology  and  pathology  will 
combine  to  present  an  interesting  program 
covering  the  shadow  and  the  substance. 
Space  medicine  will  present  a forward- 
looking  program  on  the  application  of 
telemetry  to  office  and  hospital  practice. 

This  is  a small  sampling.  The  program 
is  before  you.  No  matter  what  you  choose, 
you  cannot  miss.  And  all  this  is  on  your 
home  grounds,  within  easy  reach. 

On  February  15,  following  the  annual 
meeting,  as  usual  there  will  be  the  fourth 
annual  Medical  Communications  Day  at 
the  headquarters  hotel,  the  Americana. 
There  will  be  two  panel  discussions  by 
experts:  “The  Case  History  of  a New 

Drug”  and  “The  Case  History  of  a Medical 
News  Story.” 

Anyone  interested  in  becoming  informed 
on  the  technic  of  launching  a new  drug 
or  anyone  engaged  in  dealing  with  the 
press,  radio,  or  television  will  find  it  worth 
his  while  to  stay  over  for  this  program. 
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Incidence  of  syphilis  in  Upstate  New  York 


Recent  studies  indicate  that  physicians 
in  New  York  State  are  doing  a better  job 
of  reporting  venereal  disease  than  elsewhere 
in  the  country. 

The  October  5,  1963,  issue  of  the  Journal 
of  the  American  Medical  Association  reported 
on  the  interpretation  of  a survey  question- 
naire sent  in  September,  1962,  to  all  general 
practitioners  and  medical  specialists  in  the 
United  States.  Responding  physicians  in- 
dicated that  only  11  per  cent  of  infectious 
syphilis  and  38  per  cent  of  other  stages  of 
syphilis  in  the  country  were  reported  to 
health  offices  during  the  three-month  period 
of  the  study.  In  New  York  State  the 
corresponding  figures  were  21.5  per  cent 
for  infectious  syphilis  and  46.3  per  cent  for 
syphilis  in  other  stages  of  the  disease. 

Our  studies  in  New  York  State*  indicate 
that  physicians  are  cooperating  with  the 
Venereal  Disease  Control  Program  and 
reporting  a great  majority  of  their  positive 
cases.  In  1962  a personal  interview  survey 
of  physicians  was  conducted  in  one  large 
and  one  medium-sized  city  and  in  a selected 
group  of  physicians  in  rural  and  urban 
areas  of  the  State.  In  this  study  1,859 
physicians  reported  having  treated  117 
case  of  primary  and  secondary  syphilis 
during  a three-month  period.  State  of 
New  York  Department  of  Health  records 
show  that  104  of  these  117  cases  had  been 
previously  reported. 

Chapter  I,  Section  2.5  of  the  New  York 
State  Sanitary  Code  requires  physicians  who 
attend  persons  affected  or  suspected  of 
being  infected  with  venereal  disease  to 
submit  an  appropriate  specimen  to  an  ap- 
proved laboratory  or  the  laboratory  of  the 
State  Health  Department  for  examination. 
Copies  of  positive  reports  are  sent  to  full- 
time local  health  officers  who  contact  the 
referring  physician  for  a definitive  diagnosis 
in  all  previously  unreported  cases,  f This 
method  does  much  to  ensure  that  most 
diagnosed  cases  of  venereal  diseases  in  the 
State  are  reported. 

The  Venereal  Disease  Control  Section  of 
the  State  of  New  York  Department  of 

* Exclusive  of  New  York  City. 

t State  of  New  York  Department  of  Health  Venereal  Dis- 
ease Office  Manual  Laboratory  Reports,  Item  168,  Paragraph 
1. 


Health  recognizes  that  the  reported  in- 
cidence of  syphilis  does  not  represent  the 
true  incidence  of  the  disease.  Failure  of 
infected  persons  to  seek  medical  attention, 
missed  diagnoses,  and  selective  reporting 
are  difficult  factors  to  evaluate.  In  ad- 
dition, lack  of  standard  diagnostic  criteria, 
failure  of  some  State  institutions  to  report 
cases,  examination  of  specimens  by  unap- 
proved laboratories  that  fail  to  report 
positive  findings,  and  misinterpretation  of 
low  titers  may  result  in  underreporting. 

Included  in  the  inherent  inadequacies  of 
the  national  venereal  disease  survey  are: 
lack  of  standard  diagnostic  criteria,  varying 
interpretation  of  stages,  and  duplicate 
reporting  where  patients  are  referred  to 
clinics  or  specialists.  (Patients’  names  were 
not  given  on  questionnaire.)  Also,  dis- 
parities may  have  occurred  because  of 
varying  interpretations  of  low  titers  and 
biologic  false  positives.  Still  another  short- 
coming may  be  clinical  diagnosis  without 
adequate  serologic  examination  (to  avoid 
reporting).  Only  serologic  reports  from 
approved  laboratories  are  considered  to  have 
any  validity  by  the  State  of  New  York 
Department  of  Health. 

New  York  State  is  facing  a major  venereal 
disease  problem.  Substantial  and  con- 
tinuing increases  in  infectious  syphilis  have 
been  reported  since  1959.  During  the 
same  period  a moderate  increasing  trend  of 
late  syphilis  has  been  reported  (Fig.  1). 
These  increases  parallel  the  national  trend. 

An  effective  venereal  disease  control 
program  requires  the  combined  efforts  of 
the  practicing  physician  and  the  health 
department  with  the  common  objective  of 
early  diagnosis,  prompt  treatment,  careful 
interviewing  and  examination  of  all  possible 
source  and  spread  contacts  for  evidence  of 
the  disease.  Most  county  and  city  health 
departments  and  district  offices  of  the 
State  of  New  York  Department  of  Health 
have  specially  trained  interviewers  available 
on  request  to  physicians  for  follow-up 
of  persons  likely  to  be  infected  with  a 
venereal  disease. 

The  national  survey  has  made  a major 
contribution  by  pointing  out  that  the 
Venereal  Disease  Control  Program  depends 
on  the  help  of  the  family  physician.  Even 
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FIGURE  1.  Syphilis  cases  reported  in  Upstate  New  York,  1948  to  1962. 


though  the  national  and  State  findings  do 
not  coincide,  there  is  no  disagreement  about 
syphilis  being  an  important  public  health 
problem.  The  major  problem  of  control 
is  to  locate,  examine,  and  treat,  if  indicated, 


What  are  you  worth? 

The  price  of  the  human  body  has  skyrocketed. 
Remember  when  the  chemical  constituents  of 


all  patients  with  venereal  disease  and  their 
contacts. 

Ward  L.  Oliver,  M.D.,  M.P.H.,  State  of 
New  York  Department  of  Health 


the  “average  man”  were  valued  at  98  cents? 
Well,  the  price  today  is  $34.54.  Much  of  this 
inflation  is  due  to  the  high  cost  of  potassium. 
Years  ago  the  potassium  content  of  a 150-pound 
man  was  worth  just  a few  pennies.  Today,  it’s 
worth  about  $6.00. — Executives’  Digest 
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dependable 


PRO-BANTHlNE' 

op  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

VI  any  studies  by  many  investigators  over  many 
/ears  have  established  Pro-Banthlne  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

lit  Is  Effective— Hundreds  of  comparative  laboratory 
imd  clinical  trials  and  innumerable  gratified  patients 
lave  made  Pro-Banthlne  (propantheline  bromide) 
he  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
innoyance. 

lit  Is  Dependable  — Moderate  doses  reduce  gastric 
;ecretion  and  acidity  and  diminish  gastrointestinal 
fiypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-Banthlne  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-Banthlne  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-Banthlne  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

g.  d.  S EARLE  & CO. 

CHICAGO,  ILLINOIS  60680 
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cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound. ..to  specify 


ANTITUSSIVE/DECONGESTANT/ANALGESIC 

‘EMPRAZIL-C’ TABLETS 


Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin .* 150  mg. 

aspirin 200  mg. 

Caffeine 30  mg. 

*Warning  — may  be  habit  forming 
‘Emprazil-C’  Tablets  are  available  on  prescription  only. 


Dosage:  Adults  and  children  over  12  years -1  or  2 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet  — 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 


Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

15' BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 


Tuckahoe,  N.  Y. 


1964  ANNUAL  CONVENTION 


158th  Annual 
Convention 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

February  10  through  14,  1964 

The  Americana 
New  York  City 


House  of  Delegates 

The  annual  meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of 
New  York  will  be  called  to  order  at  10:00 
a.m.  on  Monday,  February  10,  1964,  in 
the  Georgian  Room  of  the  Americana, 
New  York  City. 

In  accordance  with  Chapter  II,  Section 
3 of  the  Bylaws,  the  House  will  assemble 
according  to  the  following  schedule: 

Monday,  February  10,  10 : 00  a.m. 

Tuesday,  February  11,  9:30  a.m. 

Wednesday,  February  12,  9:00  a.m. 
and  2:00  p.m. 

Thursday,  February  13,  9:00  a.m. 

At  the  last  adjourned  session  (Thursday, 
February  13,  9:00  a.m.)  the  election  of 
officers,  councillors,  trustees,  member-at- 
large  for  Planning  Committee,  and  dele- 
gates to  the  American  Medical  Association 
will  take  place  in  accordance  with  Chapter 
III,  Section  1 of  the  Bylaws. 

Frederick  A.  Wurzbach,  Jr.,  M.D., 

Speaker 

Waring  Willis,  M.D.,  Secretary 


Convention  Schedule 


Scientific  Program 37 

Scientific  Exhibits 52 

Scientific  Motion  Pictures 60 

Woman's  Auxiliary  Program 63 

Technical  Exhibits 65 

House  of  Delegates 71 


158th  Annual  Meeting 

The  158th  Annual  Meeting  of  the  Med- 
ical Society  of  the  State  of  New  York  will  be 
held  on  Wednesday,  February  12,  1964, 
at  8 : 00  p.m.  in  the  Imperial  Ballroom  of  the 
Americana,  New  York  City. 

William  L.  Wheeler,  Jr.,  M.D., 

President 

Waring  Willis,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
the  foyer  of  the  Georgian  Room,  third 
floor  of  the  Americana,  on  Sunday,  Feb- 
ruary 9,  from  3 : 00  p.m.  to  7:00  p.m.  and 
on  Monday,  February  10,  after  9 : 00  a.m. 

General  registration  for  State  Society 
members  and  guests  will  take  place  in  Albert 
Hall,  the  Americana,  Tuesday,  February  11, 
through  Friday,  February  14,  from  8:30 
a.m.  to  5:30  p.m. 

Exhibits 

Scientific  Exhibits  will  be  located  in  the 
Royal  Ballroom  on  the  second  floor. 
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Scientific  Motion  Pictures  will  be  shown 
in  the  Motion  Picture  Theatre  in  Albert 
Hah. 

Technical  Exhibits  will  be  located  in  Al- 
bert Hall. 

Exhibits  will  be  on  view  as  follows: 
Tuesday  through  Friday,  February  11 
through  14,  from  9 : 00  a.m.  to  5 : 30  p.m. 

Scientific  Program 

General  Sessions  will  be  held  in  accordance 
with  the  following  schedule: 


Tuesday,  February  11 9:30  a.m. 

Wednesday,  February  12.  .2:00  p.m. 

Thursday,  February  13 2:00  p.m. 

Friday,  February  14 2:00  p.m. 


Section  and  Session  Meetings  will  be  held 
Tuesday,  February  11  at  2:00  p.m.; 


Wednesday,  February  12;  Thursday,  Feb- 
ruary 13;  and  Friday,  February  14  at 
9:30  a.m. 

Dinner  Dance 

The  Dinner  Dance  will  be  held  in  the 
Imperial  Ballroom,  second  floor  of  the  Ameri- 
cana, on  Wednesday,  February  12,  at  8:00 
p.m.,  preceded  by  the  President’s  Reception 
at  7:00  p.m. 

Tickets  should  be  ordered  in  advance  from 
the  Medical  Society  of  the  State  of  New 
York,  750  Third  Avenue,  New  York,  New 
York  10017.  Subscription  is  $17.50  per 
person. 

Woman's  Auxiliary 

See  page  63  for  program. 
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1964  ANNUAL  CONVENTION 


Scientific  Program 


Chairman  BERNARD  J.  PISANI,  M.D.,  New  York 
Associate  Chairmen  p.  FREDERIC  METILDI,  M.D.,  Monroe 
WILLIAM  J.  GRACE,  M.D.,  New  York 
WILLIAM  B.  RAWLS,  M.D.,  New  York 
CHAIRMAN  OF  SECTIONS  AND  SESSIONS 


GENERAL  SESSIONS 


(. Program,  to  be  announced  at  a later  date) 
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SECTIONS  ANDSESSIONS 


All  papers  read  before  the  Society  by  members  become  the  property  of 
the  Society.  The  original  copy  of  each  paper  shall  be  left  with  the  Secretary 
of  the  Section  or  Session. 

Discussers  should  have  their  remarks  typed  and  should  hand  them  to 
the  Secretary. 

Section  and  Session  meetings  shall  begin  promptly  at  the  hour  specified. 

Executive  Session — The  first  order  of  business,  election  of  officers. 
“To  participate  in  the  election  of  any  section,  a member  must  register 
with  such  section.” — Bylaws,  Chapter  XII,  Section  3 


SECTION  ON 

Allergy 

Chairman Hyman  Sherman,  M.D.,  Kings 

V ice  - Chairman 

Richard  D.  Wiseman,  M.D.,  Onondaga 

Secretary . . .Alexander  Chester,  M.D.,  Kings 
Delegate Maury  D.  Sanger,  M.D.,  Kings 

Thursday;  February  13/9:30  A.M./Halsted  Room, 
Albert  Hall 

1.  The  Correlation  of  Molds  Found  in  the 
Homes  of  Asthmatic  Patients  and  Skin 
Tests  to  These  Molds 

Hyman  Sherman,  M.D.,  Brooklyn 

Attending  in  Medicine  (Allergy),  Jewish 
Hospital  of  Brooklyn;  Chief  of  Allergy 
Service,  Coney  Island  Hospital 

David  A.  Merksamer,  M.D.,  Brooklyn 

Clinical  Assistant  Professor  of  Medicine 
(Allergy),  State  University  of  New  York 
Downstate  Medical  Center;  Attending  in 
Medicine  (Allergy),  Jewish  Hospital  of 
Brooklyn 

2.  Identification  of  the  Allergic  Child 

Howard  G.  Rapaport,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Pediatrics 
(Allergy),  Albert  Einstein  College  of  Medi- 
cine of  Yeshiva  University;  Chief,  Chil- 
dren’s Allergy  Department,  Bronx  Munici- 
pal Hospital  Center 

Discussion:  Francis  E.  Ehret,  M.D.,  Buf- 
falo 

Associate  Clinical  Professor  of  Pediatrics, 
State  University  of  New  York  Medical 
School  at  Buffalo;  Physician-in-Chief,  Pe- 
diatric Allergy  Clinic,  Edward  J.  Meyer 
Memorial  Hospital 

3.  Cardiac  Manifestations  Due  to  Allergy 

Joseph  Harkavy,  M.D.,  New  York  City 
Assistant  Attending  Physician  and  Head 
of  Allergy  Service,  Montefiore  Hospital; 
Consulting  Allergist,  The  Mount  Sinai 
Hospital 


4.  Hepatic  Reactions  Drug-Induced 

Hans  Popper,  M.D.,  New  York  City 

Director  and  Pathologist-in- Chief,  The 
Mount  Sinai  Hospital,  Acting  Dean,  The 
Mount  Sinai  Hospital  Medical  School 

Discussion:  William  W.  Faloon,  M.D., 

Syracuse 

Associate  Professor  of  Medicine,  State  Uni- 
versity of  New  York  Upstate  Medical 
Center  at  Syracuse;  Associate  Attending 
Physician,  Hospital  of  the  Good  Shepherd 

5.  Panel  Discussion — Asthma,  Bronchitis, 
and  Emphysema — Complications,  Dif- 
ferential Diagnosis,  and  Antibiotic  Therapy 

B.  Coleman  Rabin,  M.D.,  New  York  City, 

Moderator 

Consulting  Physician  in  Chest  Diseases, 
Associate  Roentgenologist,  The  Mount 
Sinai  Hospital 

Panelists 

Abraham  G.  Cohen,  M.D.,  New  York  City 
Attending  Physician  in  Pulmonary  Dis- 
eases, Montefiore  Hospital;  Attending 
Physician  in  Thoracic  Diseases,  Beth 
Israel  Hospital 

Anne  L.  Davis,  M.D.,  New  York  City 
Associate  in  Medicine,  College  of  Physi- 
cians and  Surgeons  of  Columbia  Univer- 
sity; Associate  Visiting  Physician,  Chest 
Service,  Bellevue  Hospital 
Ida  Levine,  M.D.,  Brooklyn 

Assistant  Clinical  Professor  of  Medi- 
cine, State  University  of  New  York  Down- 
state  Medical  Center;  Attending  Phy- 
sician, Pulmonary  Service,  Kings  County 
Hospital 

SECTION  ON 

Anesthesiology 

Chairman 

Edgar  H.  Bachrach,  M.D.,  New  York 

Vice-Chairman.  Antonio  Boba,  M.D.,  Albany 

Secretary 

Solomon  G.  Hershey,  M.D.,  New  York 

Delegate Victor  J.  Tofany,  M.D.,  Monroe 
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Tuesday,  February  11/2:00  P.M. /Osier  Room 
Albert  Hall 

1.  Anesthesia  for  Hand  Surgery 

Leonard  Brand,  M.D.,  New  York  City 
Assistant  Professor  of  Anesthesiology,  Col- 
lege of  Physicians  and  Surgeons  of  Co- 
lumbia University 

The  experience  in  providing  anesthesia  for 
about  2,400  cases  on  the  Hand  Service  of  the 
Presbyterian  Hospital  over  the  past  four  years 
is  presented.  Approximately  8 per  cent  was 
done  with  local  infiltration,  60  per  cent  with 
general  anesthesia,  and  32  per  cent  with  nerve 
blocks.  Brachial  plexus  block  using  the  axillary 
approach  was  the  most  commonly  used  pe- 
ripheral nerve  block.  A few  patients  received 
local  intravenous  perfusions  of  lidocaine  distal 
to  an  arterial  tourniquet.  This  is  an  old 
technic  which  has  recently  been  reintroduced. 
The  indications  and  complications  of  the  various 
technics  are  discussed. 

Discussion:  Sylvester  J.  Carter,  M.D., 

New  York  City 

Assistant  Clinical  Professor  of  Surgery, 
New  York  Medical  College;  Associate 
Visiting  Surgeon,  Sydenham  Hospital 

2.  Iatrogenic  Preoperative  Dehydration 

Richard  N.  Terry,  M.D.,  Buffalo 

Clinical  Professor  of  Anesthesiology,  State 
University  of  New  York  School  of  Medicine 
at  Buffalo;  Anesthesiologist,  Buffalo  Gen- 
eral Hospital 

Raymond  J.  Trudnowski,  M.D.,  Buffalo 
(by  invitation) 

Clinical  Assistant  in  Anesthesiology,  Buf- 
falo General  Hospital 

Since  the  earliest  years  of  anesthesia  it  has 
been  deemed  necessary  to  withhold  oral  feedings 
in  anticipation  of  aspiration  during  general 
anesthesia.  This  results  in  a deliberate  de- 
hydration of  elective  surgical  patients,  in 
preparation  for  operative  procedures  frequently 
associated  with  extensive  fluid  losses. 

Anuria,  depressed  glomerular  filtration  rate, 
and  elevated  hematocrit,  observed  in  patients 
arriving  at  the  operating  room  after  “routine” 
preparation,  were  not  seen  in  a series  of  patients 
in  whom  intravenous  infusions  were  initiated 
two  or  more  hours  before  scheduled  surgery. 

Discussion:  Joel  Archer,  M.D.,  New  York 

City 

Associate  Attending  Anesthesiologist,  St. 
Vincent’s  Hospital 

3.  A New  Phenoxyacetamide  Systemic  An- 
esthetic: Toxicity  and  Clinical  Studies 

Erwin  Lear,  M.D.,  Brooklyn 

Associate  Anesthesiologist,  Jewish  Hospital 
of  Brooklyn 

Irving  Pallin,  M.D.,  Brooklyn 

Director  of  Anesthesiology,  Jewish  Hospital 
of  Brooklyn 


Derivatives  of  phenoxyacetamide  have  been 
synthesized  and  studied  as  ultra-short-acting 
systemic  anesthetics.  These  compounds  when 
used  clinically  produced  anesthesia  lasting  three 
to  five  minutes  with  rapid  return  to  full  con- 
sciousness. In  clinical  testing  the  “4-allyl” 
compound  produced  a significant  incidence  of 
phlebitis.  Subsequently,  a “4-n,  propylacetate” 
derivative  was  developed  and  designated  B1420. 

Toxicity  studies  were  carried  out  with  B1420 
in  40  mongrel  dogs.  Limited  clinical  studies 
were  carried  on,  also.  B1420  (40  mg.  per 
kilogram  in  dogs  and  10  to  20  mg.  per  kilogram 
in  human  beings,  intravenously)  produced 
anesthesia  within  forty  seconds,  lasting  three 
to  five  minutes,  with  full  recovery  in  from  ten 
to  twenty  minutes. 

Liver  function  chemistries,  complete  blood 
counts,  cardiovascular  monitoring,  pulmonary 
ventilation,  and  postmortem  studies  were  done 
on  all  the  dogs.  Teratogenic  activity  was 
encountered  in  the  offspring  of  mongrel  dogs  in- 
jected with  B1420  during  pregnancy. 

Discussion:  Sarah  Joffe,  M.D.,  New  York 

City 

Attending  Anesthesiologist,  Beth  Israel 
Hospital 

4.  Practicality  of  Halothane-Air  Anesthe- 
sia 

Ross  Markello,  M.D.,  Buffalo 

Assistant  Professor  of  Anesthesiology,  State 
University  of  New  York  School  of  Medicine 
at  Buffalo 

Benton  D.  King,  M.D.,  Buffalo 

Professor  of  Anesthesiology,  State  Uni- 
versity of  New  York  School  of  Medicine 
at  Buffalo 

This  study  was  conducted  to  determine 
whether  respiratory  gases  could  be  maintained 
near  normal  levels  during  halothane-air  anes- 
thesia. A draw-over  halothane  vaporizer,  ambu 
bag,  and  nonrebreathing  valve  were  used  for 
anesthesia  equipment.  Arterial  blood  samples 
were  analyzed  for  pC02,  p02,  oxygen  saturation, 
and  pH.  It  was  observed  that  patients  tended 
to  hypoventilate  during  halothane  air  anesthesia 
and  Pa02  levels  were  low  as  a result.  Pa02 
was  quite  variable  depending  on  obesity, 
position,  depth  of  anesthesia,  surgical  stimulus 
and,  as  a result,  could  not  be  consistently 
maintained.  In  general,  Pa02  values  were 
lower  in  patients  premedicated  with  meperidine 
than  in  those  without  premedication.  PaC02 
values  were  generally  within  normal  limits  even 
during  hypoventilation. 

Discussion:  Louis  R.  Orkin,  M.D.,  Bronx 

Professor  and  Chairman,  Department  of 
Anesthesiology,  Albert  Einstein  College 
of  Medicine  of  Y eshiva  University 

5.  Anesthetic  Management  of  the  Infant 
with  Tracheoesophageal  Fistula 

Phillip  A.  Lief,  M.D.,  New  York  City 

Associate  Anesthesiologist,  The  Mount 
Sinai  Hospital 
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From  1958  to  1963,  25  infants  at  The  Mount 
Sinai  Hospital,  New  York  City,  received  anes- 
thesia for  the  surgical  repair  of  tracheoe- 
sophageal fistula.  Nine  of  the  11  deaths 
occurred  in  infants  with  other  major  anomalies. 
The  remaining  2 deaths  were  caused  by  anas- 
tomotic leaks  with  sepsis.  Two  additional 
factors  leading  to  death  in  infants  with  tra- 
cheoesophageal fistula  are  pulmonary  com- 
plications and  prematurity.  In  premature 
infants,  a staged  surgical  approach  may  be 
deemed  necessary  to  allow  for  maturation 
of  the  infant  prior  to  the  definitive  esophageal 
repair. 

The  optimum  anesthetic  management  is  one 
which  directs  preoperative  therapy  toward 
minimizing  pulmonary  complications.  Prob- 
lems in  the  anesthetic  management  during 
surgery  and  the  immediate  postoperative  period 
will  be  discussed. 

Discussion:  Benjamin  E.  Marbury,  M.D., 

New  York  City 

Clinical  Associate  Professor  of  Anesthe- 
siology in  Surgery,  Cornell  University 
Medical  College;  Associate  Attending 
Anesthesiologist,  New  York  Hospital 

SECTION  ON 

Chest  Diseases 

Chairman 

Alfred  S.  Doonief,  M.D.,  Westchester 

V ice-Chairman 

Hyman  Alexander,  M.D.,  New  York 

Secretary Harry  Golembe,  M.D.,  Sullivan 

Delegate 

Arthur  Q.  Penta,  M.D.,  Schenectady 

Wednesday;  February  12/9:30  A. M. /Osier  Room, 
Albert  Hall 

1.  Diagnosis  of  Chest  Diseases  Simulating 
Bronchial  Asthma 

B.  Coleman  Rabin,  M.D.,  New  York  City 
Consulting  Physician  in  Chest  Diseases, 
Associate  Roentgenologist,  The  Mount 
Sinai  Hospital 

The  three  conditions  that  are  to  be  dif- 
ferentiated from  bronchial  asthma  are  the 
ones  characterized  by  obstruction  in  the  large 
and  small  air  passages,  those  associated  with 
diffuse  interstitial  infiltrations  of  the  lungs, 
and  the  congestive  edema  of  the  lungs  associated 
with  cardiac  asthma.  The  possibility  of  these 
conditions  must  be  seriously  considered  at  the 
first  examination  of  every  patient  with  bronchial 
asthma  and  given  further  consideration  when- 
ever the  symptoms  in  a known  asthmatic 
patient  undergo  any  significant  change.  The 
exact  method  of  investigation  to  exclude  the 
conditions  that  simulate  bronchial  asthma  is 
described  in  detail. 

2.  Morbidity  and  Mortality  Factors  in 
Patients  Sixty  Years  of  Age  and  Above 


Undergoing  Various  Types  of  Thoracic 
Surgery 

Osler  A.  Abbott,  M.D.,  Atlanta,  Georgia 

{by  invitation) 

Professor  of  Surgery  and  Chairman  of 
the  Department  of  Thoracic  and  Cardio- 
vascular Surgery,  Emory  University  Med- 
ical School 

Two  hundred  fifty  thoracotomies  on  patients 
aged  sixty-plus  were  analyzed  relative  to  (1) 
type  of  surgery,  (2)  preoperative  data,  and 
(3)  actual  age.  Morbidity  and  mortality  parallel 
extensiveness  of  pulmonary  resection.  Total 
right  pneumonectomy  is  rarely  justified.  De- 
gree of  correction  of  disturbed  dynamics 
influences  postoperative  status  in  cardiovascular 
surgery. 

Preoperative  data  studies  stress  significance 
of  (1)  familial  longevity,  (2)  apparent  phys- 
iologic age,  (3)  degree  of  spontaneous  activity, 
and  (4)  pulmonary  function.  Electrocardiog- 
raphy, certain  physical  findings,  and  actual 
calendar  age  correlate  poorly  with  the  phys- 
iologic response  to  surgery. 

This  study  suggests  useful,  objective  criteria 
for  more  reasonable  definition  of  individual, 
older  patient’s  candidacy  for  specific  thoracic 
surgical  procedures.  Measures  to  decrease 
complications  in  elderly  patients  are  suggested. 

3.  Physician’s  Obligation  to  the  Public 
Regarding  Cigaret  Smoking  in  the  Etiology 
of  Cancer  of  the  Lung 

Richard  H.  Overholt,  M.D.,  Boston, 

Massachusetts  {by  invitation) 

Director  of  the  Overholt  Clinic;  Professor 
of  Surgery,  Tufts  University  School  of 
Medicine 

Discussion:  Alvan  L.  Barach,  M.D.,  New 

York  City 

Emeritus  Professor  of  Medicine,  College 
of  Physicians  and  Surgeons  of  Columbia 
University;  Consultant  in  Medicine,  Pres- 
byterian Hospital 


SECTION  ON 

Dermatology  and  Syphilology 

Chairman.  Alex  W.  Young,  M.D.,  New  York 

Vice-Chairman 

John  T.  Crissey,  M.D.,  Erie 

Secretary 

Maurice  J.  Stone,  M.D.,  Onondaga 

Delegate 

. . . .Royal  M.  Montgomery,  M.D.,  New  York 

Thursday,  February  13/9:30  A.  M. /Osier  Room; 
Albert  Hall 

1.  Dermatogeriatric  Problems  in  the 
Chronic  Disease  Hospital 

Alex  W.  Young,  Jr.,  M.D.,  New  York 
City 
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Associate  Attending  Dermatologist,  St. 
Luke’s  Hospital;  Attending  Dermatologist, 
St.  Barnabas  Hospital 

Study  of  dermatogeriatric  problems  in  this 
group  show:  The  majority  of  patients  have  a 
skin  disorder;  a third  have  conditions  which 
require  special  treatment.  Other  findings  in- 
dicate: an  emerging  pattern  of  relationship 

between  medical  status,  incidence,  and  type  of 
skin  disorder;  new  and  significant  pathologic 
condition  of  the  skin  involving  the  pretibial 
area;  need  for  a new  concept  of  senile  pruritus; 
unreliability  of  dermatologic  history  in  the 
aged;  and  a relatively  high  incidence  of  drug 
eruption  in  this  series  of  cases. 

2.  Problems  in  Pediatric  Dermatology: 
Sebatopic  Eczema 

Bernard  Oseroff,  M.D.,  Rochester 

Associate  Attending  Dermatologist  in  Pe- 
diatrics, Genesee  Hospital;  Associate  At- 
tending Dermatologist,  Rochester  General 
Hospital 

3.  Sun  Exposure  and  Skin  Aging 

Farrington  Daniels,  M.D.,  New  York 

City 

Associate  Professor  of  Medicine,  Cornell 
University  Medical  College;  Director, 
Division  of  Dermatology,  New  York 
Hospital 

Aging  of  the  skin  is  the  visible  reminder  of 
the  inevitable  fact  that  evolutionary  life 
depends  on  individual  death.  The  paper  will 
relate  the  effects  of  ultraviolet  radiation  and 
chronologic  aging  of  the  skin  to  some  of  the 
current  general  theories  of  aging. 

4.  Recent  Changes  in  Dermatologic  Di- 
agnosis 

Anton  W.  Sohreweide,  M.D.,  Syracuse 
Attending  Dermatologist,  Community  Hos- 
pital; Attending  Dermatologist,  Cortland 
Memorial  Hospital 

Present-day  dermatologic  diagnosis  is  com- 
pared with  that  of  the  past.  Briefly,  changing 
economic  conditions,  better  medical  care,  and 
public  interest  have  reduced  some  of  the 
infectious  diseases  of  the  skin,  while  increased 
activity  in  sports  has  raised  the  incidence  of 
some.  The  significant  finding  is  that  despite 
the  many  progressive  steps  taken  in  der- 
matology during  the  past  years,  the  list  of  the 
ten  common  diseases  is  still  the  cutaneous 
Armageddon. 

5.  Stomatitis,  Dermatitis,  and  Denture 
Materials 

John  T.  Crissey,  M.D.,  Buffalo 

Associate  Professor  of  Medicine  (Der- 
matology), State  University  of  New  York 
School  of  Medicine  at  Buffalo;  Attending 
Dermatologist,  Edward  J.  Meyer  Memorial 
Hospital 

Denture  base  materials  of  the  past  and 


present  are  reviewed.  Hypersensitivity,  sto- 
matitis venenata,  is  discussed  and  presented  as 
an  uncommon  cause  of  “denture  sore  mouth.” 
Four  cases  are  cited  in  evidence  that  acrylic 
dentures  even  when  heat-cured  can  produce  a 
hypersensitivity  type  of  stomatitis  venenata. 
The  management  of  acrylic  hypersensitivity  by 
substitution  of  polystyrene  as  a denture  base 
material  is  recommended. 

6.  Study  of  Routine  Biopsies  of  the  Vulva 

Perry  M.  Sachs,  M.D.,  New  York  City 
Assistant  Attending  Dermatologist,  The 
Mount  Sinai  Hospital;  Consulting  Der- 
matopathologist,  St.  Luke’s  Hospital 

Vulvar  lesions,  from  a large  series  of  biopsies 
performed  in  routine  dermatologic  practice, 
were  reviewed.  Pertinent  data  pertaining  to 
the  dermatoses  involving  the  vulva  are  discus- 
sed. A photographic  demonstration  of  the 
interesting  microscopic  pictures  is  to  be  pre- 
sented. 


SECTION  ON 

Gastroenterology  and  Proctology 

Chairman 

. Maus  W.  Stearns,  Jr.,  M.D.,  New  York 

Vice-Chairman 

Hans  J.  Bruns,  M.D.,  Onondaga 

Secretary  

Ralph  E.  L.  Hertz,  M.D.,  New  York 

Delegate.  . .1.  Richard  Schwartz,  M.D.,  Kings 

Friday  February  14/9:30  A M./Halsted  Room, 
Albert  Hall 

1.  Office  Management  of  Proctitis 

Malcolm  Douglas  MacLean,  M.D.,  Beth- 
page 

Junior  Surgical  Proctologist,  Meadowbrook 
Hospital;  Junior  Assistant  Surgical  Proc- 
tologist, Mercy  Hospital 
Richard  Alexander,  M.D.,  Great  Neck 
Assistant  Proctologist,  North  Shore  Hos- 
pital; Assistant  Proctologist,  Meadow- 
brook  Hospital 

2.  Conservatism  and  Palliation  in  the 
Management  of  Carcinoma  of  the  Colon 
and  Rectum 

John  H.  Remington,  M.D.,  Rochester 

Chief  of  Surgery,  St.  Mary’s  Hospital; 
Associate  Surgeon,  Strong  Memorial  Hos- 
pital 

3.  Panel  Discussion — Gastric  Freezing 

Thomas  P.  Almy,  M.D.,  New  York  City, 
Moderator 

Physician  and  Director  of  Medicine,  Belle- 
vue Hospital  Center;  Associate  Physician, 
Memorial  and  James  Ewing  Hospitals 
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Panelists : 

Ray  Crampton,  M.D.,  Hempstead  (by  in- 
vitation) 

Surgical  Resident,  Meadowbrook  Hos- 
pital 

Tuvia  Gilat,  M.D.,  New  York  City  (by 
invitation ) 

Fellow  in  Medicine,  Memorial  Sloan- 
Kettering  Cancer  Center 
Stephen  Wangensteen,  M.D.,  New  York 
City  (by  invitation ) 

Department  of  Surgery,  Columbia  Pres- 
byterian Medical  Center 
Julian  Ruffin,  M.D.,  Durham,  North 
Carolina  (by  invitation) 

Professor  of  Medicine,  Duke  University 
Medical  Center 

SECTION  ON 

General  Practice 

Chairman 

Rudolf  H.  Steinharter,  M.D.,  Nassau 

Vice-Chairman 

Joseph  J.  Kaufman,  M.D.,  Wayne 

Secretary . . . Samuel  Lieberman,  M.D.,  Bronx 
Delegate Lawrence  Ames,  M.D.,  Kings 

Wednesday,  February  12/9:30  A.M./Halsted  Room, 
Albert  Hall 

Symposium  and  Panel  Discussion — Psychiatry 
in  General  Practice 

Wilfred  Dorfman,  M.D.,  Brooklyn,  Moder- 
ator 

Clinical  Instructor  of  Psychiatry,  State 
University  of  New  York  Downstate  Medi- 
cal Center;  Assistant  Attending  in  Medi- 
cine and  Psychiatry,  Maimonides  Hospital 

Panelists 

1.  The  Emotional  Overlay  in  Somatic 
Disease 

Philip  Solomon,  M.D.,  Boston,  Massachu- 
setts (fry  invitation) 

Associate  Clinical  Professor  of  Psychiatry, 
Boston  University  School  of  Medicine; 
Physician-in- Chief,  Psychiatry  Service, 
Boston  City  Hospital 

2.  The  Doctor-Patient  Relationship: 
Simple  Technics  of  Psychotherapy  That 
Can  Be  Utilized  by  the  Nonpsychiatrist 

Adam  J.  Krakowski,  M.D.,  Plattsburgh 
Visiting  Associate  Professor  and  Consult- 
ant in  Psychiatry,  State  University  of 
New  York,  College  of  Education  at 
Plattsburgh;  Director,  Child  Guidance 
Clinic 

3.  Management  of  Anxiety  in  Office 
Practice 

Harvey  J.  Tompkins,  M.D.,  New  York 
City 

Director,  Department  of  Psychiatry,  St. 
Vincent’s  Hospital 

4.  Panel  Discussion 


SECTION  ON 

Industrial  Medicine  and  Surgery 

Chairman 

Kenneth  L.  Stratton,  M.D.,  New  York 

Vice-Chairman 

Samuel  R.  Burnett,  M.D.,  Schenectady 

Secretary.  . . John  J.  Welsh,  M.D.,  New  York 
Delegate Marvin  L.  Amdur,  M.D.,  Erie 

Tuesday,  February  11/2:00  P.M./Halsted  Room, 
Albert  Hall 

Panel  Discussion — Disability  Evaluation  of 
Emotional  Problems  in  Industry 

Alan  A.  McLean,  M.D.,  New  York  City, 
Moderator 

Psychiatrist,  International  Business  Ma- 
chines 

Panelists 

Norbert  J.  Roberts,  M.D.,  New  York 
City 

Associate  Medical  Director,  Standard 
Oil  of  New  Jersey 

Eugene  Hupalowsky,  M.D.,  South  Salem 
Staff,  Four  Winds 

Robert  L.  Meineker,  M.D.,  New  York 
City 

Psychiatrist,  The  Continental  Insurance 
Company 

The  panel  discussion  will  focus  on  the  em- 
ployability and  placement  of  individuals  with 
psychiatric  illness,  degrees  of  incapacity,  and 
problems  of  rehabilitation  and  retirement. 

SECTION  ON 

Medical-Legal  and  Workmen’s 
Compensation  Matters 

Chairman Milton  J.  Schulz,  M.D.,  Erie 

V ice-  Cha  irman 

Victoria  A.  Bradess,  M.D.,  Westchester 

Secretary 

George  A.  Friedman,  M.D.,  New  York 

Delegate Herbert  Lansky,  M.D.,  Erie 

Friday,  February  14/9:30  A.M./Pasteur  Room 
Albert  Hall 

Symposium  and  Panel  Discussion — Medical 
Certification  of  Death 

1.  Its  Place  in  Research  and  Community 
Planning 

William  E.  Mosher,  M.D.,  Buffalo 
Associate  Clinical  Professor  of  Preventive 
Medicine,  State  University  of  New  York 
School  of  Medicine  at  Buffalo;  Erie  County 
Health  Commissioner 

2.  The  Toxicologist’s  Role 

Niels  C.  Klendshoj,  M.D.,  Buffalo 
Clinical  Professor  of  Toxicology,  University 
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of  New  York  School  of  Medicine  at  Buffalo; 
Director  of  Biochemistry,  Buffalo  General 
Hospital 

3.  Certification  of  Death  in  Workmen’s 

Compensation  Matters 

B.  Edward  Heckman,  M.D.,  Buffalo 

Associate  Examiner,  New  York  State 
Workmen’s  Compensation  Board 

4.  The  Role  of  the  Forensic  Pathologist 

Milton  Helpern,  M.D.,  New  York  City 
Chief  Medical  Examiner,  City  of  New 
York;  Professor  and  Chairman,  Depart- 
ment of  Forensic  Medicine,  New  York  Uni- 
versity Post-Graduate  Medical  School 


SECTION  ON 

Medicine 


Chairman Robert  Blum,  M.D.,  Erie 

Vice-Chairman 

Seymour  L.  Halpern,  M.D.,  New  York 

Secretary.  . . .Edward  Meilman,  M.D.,  Nassau 
Delegate Aaron  Feder,  M.D.,  Queens 


Thursday,  February  13/9:30  A.M. /Lister  Room, 
Albert  Hall 

1.  Panel  Discussion — Treatment  of  Chronic 
Renal  Disease 

Sidney  Anthone,  M.D.,  Buffalo,  Moderator 
Assistant  Clinical  Professor  of  Surgery, 
State  University  of  New  York  School  of 
Medicine  at  Buffalo 

Panelists 

Robert  M.  Wilson,  M.D.,  Buffalo 

Assistant  Professor  of  Medicine,  State 
University  of  New  York  School  of  Medi- 
cine at  Buffalo 

Charles  M.  Elwood,  M.D.,  Buffalo 

Clinical  Instructor  in  Medicine,  State 
University  of  New  York  School  of  Medi- 
cine at  Buffalo 

Roland  Anthone,  M.D.,  Buffalo 

Assistant  Clinical  Professor  of  Surgery, 
State  University  of  New  York  School  of 
Medicine  at  Buffalo 

2.  Symposium  and  Panel  Discussion — Disor- 
ders of  Protein  Metabolism 

Seymour  Lionel  Halpern,  M.D.,  New  York 

City,  Moderator 

Assistant  Clinical  Professor  of  Medicine, 
New  York  Medical  College;  Assistant 
Attending  Physician,  Flower-Fifth  Avenue 
Hospitals 

Multiple  Myeloma  and  Amyloidosis 

Isidore  Snapper,  M.D.,  Brooklyn 

Director  of  Medicine  and  Medical  Educa- 
tion, Beth  El  Hospital 


Protein  Abnormalities  in  Collagen  Dis- 
eases 

Edward  C.  Franklin,  M.D.,  New  York 
City 

Associate  Professor  of  Medicine,  New 
York  University  School  of  Medicine; 
Assistant  Visiting  Physician,  Bellevue 
Hospital  Center 

Types  and  Significance  of  the  Associated 
Derangements  in  Gamma  Globulin  Syn- 
thesis in  the  Plasma  Cell  Dyscrasias, 
Including  Primary  Macroglobulinemia 

Elliott  F.  Osserman,  M.D.,  New  York 
City 

Associate  Professor  of  Medicine,  Col- 
lege of  Physicians  and  Surgeons  of  Colum- 
bia University;  Visiting  Physician,  Fran- 
cis Delafield  Hospital 

3.  Panel  Discussion — Recent  Advances  in  the 
Management  of  Difficult  Chronic  Chest 
Problems 

Theodore  H.  Noehren,  M.D.,  Buffalo, 
Moderator 

Associate  Professor  of  Medicine,  State 
University  of  New  York  School  of  Medicine 
at  Buffalo 

Panelists 

Donald  R.  McKay,  M.D.,  Buffalo 

Associate  Clinical  Professor  of  Medicine, 
State  University  of  New  York  School  of 
Medicine  at  Buffalo 
Jerome  Maurizi,  M.D.,  Buffalo 

Assistant  Professor  of  Medicine,  State 
University  of  New  York  School  of 
Medicine  at  Buffalo 
John  W.  Vance,  M.D.,  Buffalo 

Director,  Emphysema  Clinic,  Public 
Health  Research  Institute  for  Chronic 
Disease 


SECTION  ON 

Neurology  and  Psychiatry 

Chairman Morton  H.  Hand,  M.D.,  Kings 

Secretary . . Arthur  J.  Lapovsky,  M.D.,  Kings 
Delegate Arthur  M.  Meisel,  M.D.,  Kings 

Wednesday,  February  12/9:30  A.M  ./Pasteur  Room, 
Albert  Hall 

1.  Panel  Discussion — Management  of  Dis- 
eases of  Large  Vessels  in  the  Neck 

Ladislav  P.  Hinterbuchner,  M.D.,  Brook- 
lyn, Moderator 

Associate  Clinical  Professor  of  Neurology, 
State  University  of  New  York  Downstate 
Medical  Center;  Director  of  Neurology, 
Jewish  Chronic  Disease  Hospital 

Panelists 

Richard  Chambers,  M.D.,  South  Orange, 
New  Jersey  (by  invitation ) 
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Professor  of  Neurology,  Seton  Hall 
University  College  of  Medicine;  Director 
of  Neurological  Services,  Jersey  City 
Medical  Center 

Mannie  M.  Schechter,  M.D.,  Bronx 
Associate  Professor,  Director  of  Neuro- 
radiology Training  Program,  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 

James  W.  Correll,  M.D.,  New  York  City 
(by  invitation) 

Assistant  Professor  of  Clinical  Neurologi- 
cal Surgery,  College  of  Physicians  and 
Surgeons  of  Columbia  University;  As- 
sociate Attending  Neurological  Surgeon, 
Columbia  Presbyterian  Medical  Center 

2.  Panel  Discussion — The  Psychiatric  As- 
pects of  Aging 

Nathan  Beckenstein,  M.D.,  Brooklyn, 

Moderator 

Clinical  Professor  of  Psychiatry,  State 
University  of  New  York  Downstate  Medi- 
cal Center;  Director,  Brooklyn  State 
Hospital 

Panelists 

Arthur  M.  Meisel,  M.D.,  Brooklyn 

Clinical  Instructor  in  Medicine,  State 
University  of  New  York  Downstate 
Medical  Center;  Associate  in  Neurology, 
Maimonides  Hospital  of  Brooklyn 
John  R.  Whittier,  M.D.,  Queens  Village 
Director  of  Psychiatric  Research,  Creed- 
moor  State  Hospital 
Montague  Ullman,  M.D.,  Brooklyn 

Associate  Professor  of  Psychiatry,  State 
University  of  New  York  Downstate 
Medical  Center;  Director,  Department 
of  Psychiatry,  Maimonides  Hospital  of 
Brooklyn 

Alvin  I.  Goldfarb,  M.D.,  Queens  Village 
Consultant  on  Psychiatric  Services  for 
the  Aged,  New  York  State  Department 
of  Mental  Hygiene 


SECTION  ON 

Obstetrics  and  Gynecology 

Chairman 

Merton  C.  Hatch,  M.D.,  Onondaga 

Vice-Chairman 

Graham  G.  Hawks,  M.D.,  New  York 

Secretary 

Henry  D.  Humphrey,  M.D.,  Tompkins 

Delegate.  . . Robert  S.  Millen,  M.D.,  Nassau 

Tuesday,  February  11/2:00  P.M./Lister  Room, 
Albert  Hall 

1.  Panel  Discussion — Elective  Induction  and 
Stimulation  of  Labor 

E.  Jurgen  Plotz,  M.D.,  Albany,  Moderator 
Professor  and  Chairman,  Department  of 


Obstetrics  and  Gynecology,  Albany  Medical 
College  of  Union  University 

Panelists 

Kenneth  Niswander,  M.D.,  Buffalo 
Assistant  in  Gynecology  and  Obstetrics, 
Buffalo  General  Hospital;  Clinical  As- 
sistant in  Gynecology  and  Obstetrics, 
Children’s  Hospital 

Thomas  F.  Dillon,  M.D.,  New  York  City 
Assistant  in  Gynecology  and  Obstetrics, 
New  York  Hospital 
Morton  Z.  Glynn,  M.D.,  Brooklyn 

Consultant  in  Gynecology  and  Obstetrics, 
Methodist  Hospital  of  Brooklyn 

2.  Clinical  Experience  With  Chemotherapy 
in  Gynecologic  Cancers 

M.  M.  Hreshchyshyn,  M.D.,  Buffalo 

Senior  Cancer  Research  Surgeon,  Gyne- 
cology Department,  Roswell  Park  Me- 
morial Institute 

3.  What  Constitutes  a Thoroughly  Diag- 
nostic Office  Gynecologic  Examination 

Robert  Hays,  M.D.,  Syracuse 

Assistant  Professor  of  Obstetrics  and 
Gynecology,  State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse 


SECTION  ON 

Ophthalmology 

Chairman ....  Graham  Clark,  M.D.,  New  York 

Vice-Chairman 

. K.  Elizabeth  Pierce  Olmsted,  M.D.,  Erie 
Secretary . . Philip  H.  Landers,  M.D.,  Broome 
Delegate James  I.  Farrell,  M.D.,  Oneida 


Wednesday,  February  12/9:30  A.M./Lister  Room, 
Albert  Hall 

1.  The  Immediate  Postoperative  Correc- 
tion of  Aphakia 

Donald  E.  Willard,  Jr.,  M.D.,  Brooklyn 
Public  Health  Service  Trainee  in  Ophthal- 
mology, State  University  of  New  York 
Downstate  Medical  Center 
Richard  C.  Troutman,  M.D.,  Brooklyn 
Professor  and  Head,  Division  of  Ophthal- 
mology, State  University  of  New  York 
Downstate  Medical  Center 

2.  Sickle  Cell  Ophthalmology 

William  F.  Kearney,  M.D.,  New  York  (by 
invitation) 

Surgeon  in  Ophthalmology,  Outpatient  De- 
partment, New  York  Hospital 
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3.  Function  of  the  Superior  Oblique  Mus- 
cle: A Correlation  of  Experimental  and 

Clinical  Observations 

Robert  S.  Jampel,  M.D.,  New  York  City 
Associate  in  Ophthalmology,  College  of 
Physicians  and  Surgeons  of  Columbia  Uni- 
versity; Assistant  Attending  in  Ophthal- 
mology, Presbyterian  Hospital 

4.  The  Heredity  of  Retinal  Detachments 

William  Delaney,  M.D.,  Syracuse 

Clinical  Instructor  in  Ophthalmology,  State 
University  of  New  York  Upstate  Medical 
Center  in  Syracuse 

5.  Newer  Concepts  in  Glaucoma 

Ralph  Z.  Levene,  M.D.,  New  York 

Assistant  Professor  of  Ophthalmology,  New 
York  University  Post-Graduate  Medical 
School 


SECTION  ON 

Orthopedic  Surgery 


Chairman 

Hudson  J.  Wilson,  Jr.,  M.D.,  New  York 

Secretary . . . James  B.  Wray,  M.D.,  Onondaga 

Delegate 

. . . Frederick  Lee  Liebolt,  M.D.,  New  York 


Thursday,  February  13/9:30  A.M./Pasteur  Room, 
Albert  Hall 

1.  Early  Management  of  the  Crushed  Foot 

Rolla  D.  Campbell,  M.D.,  New  York  City 
Co-Director,  Fracture  Service,  New  York 
Hospital 

James  Walter  Smith,  M.D.,  New  York  City 
Assistant  Attending  Surgeon,  New  York 
Hospital 

Discussion:  Eugene  Mindell,  M.D.,  Buffalo 
Associate  Orthopedic  Surgeon,  Millard 
Fillmore  Hospital 

2.  Proper  Coverage  of  the  Injured  Hand 

Robert  E.  Carroll,  M.D.,  New  York  City 
Associate  Orthopedic  Surgeon,  Columbia- 
Presbyterian  Hospital 

Discussion:  Walter  Macomber,  M.D., 

Albany 

Chief  Plastic  Surgeon,  Albany  Hospital 

3.  Wound  Infections  After  Hip  Nailing: 
A Follow-Up  Study 

David  G.  Murray,  M.D.,  Syracuse 

Surgeon,  State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse 

Discussion:  Joseph  B.  Godfrey,  M.D., 

Buffalo 


Chief  of  Orthopedic  Surgery,  Mercy  Hospi- 
tal 

4.  Cortisone-Induced  Joints  of  the  Charcot 
Type 

H.  Todd  Stradford,  M.D.,  Rochester  {by 
invitation) 

Associate  Orthopedic  Surgeon,  Strong  Me- 
morial Hospital 

Discussion:  Henry  L.  Jaffe,  M.D.,  New 
York  City  {by  invitation) 

Director  of  Pathology,  Hospital  for  Joint 
Diseases 

5.  Compound  Extremity  Fractures:  A Re- 
view of  Albany  Hospital  Cases  Treated 
During  the  Past  Five  Years 

James  Dougherty,  M.D.,  Albany 

Assistant  Attending  Orthopedic  Surgeon, 
Albany  Hospital 

Discussion:  Walter  R.  Heap,  M.D.,  Water- 
town 

Attending  Orthopedic  Surgeon,  Mercy 
Hospital 

John  D.  States,  M.D.,  Rochester 

Associate  Orthopedic  Surgeon,  Rochester 
General  Hospital 


SECTION  ON 

Otolaryngology 

Chairman 

. . . .Arthur  J.  Cracovaner,  M.D.,  New  York 

Vice-Chairman 

David  W.  Brewer,  M.D.,  Onondaga 

Secretary 

Edward  C.  Brandow,  Jr.,  M.D.,  Albany 

Delegate John  F.  Daly,  M.D.,  New  York 

Tuesday,  February  11/2:00  P.M. /Princess  Room, 
2nd  Floor 

1.  Corrosive  Esophagitis 

John  C.  Cardona,  M.D.,  Nyack 

Associate  Professor  of  Clinical  Otolaryngol- 
ogy, New  York  University  School  of 
Medicine;  Associate  Visiting  Otolaryngolo- 
gist, Bellevue  Hospital  Center 

2.  Relative  Merits  of  Surgical  Procedures 
in  the  Treatment  of  Meniere’s  Disease 

Franz  Altmann,  M.D.,  New  York  City 

Clinical  Professor  of  Otalaryngology,  Col- 
lege of  Physicians  and  Surgeons  of  Colum- 
bia University;  Consultant  in  Otolaryngol- 
ogy, Veterans  Administration  Hospital 

3.  Changing  Concepts  in  the  Management 
of  Laryngeal  Cancer 

George  A.  Sisson,  M.D.,  Syracuse 

Associate  Professor  of  Otolaryngology, 
State  University  of  New  York  Upstate 
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Medical  Center  at  Syracuse;  Chief  of 
Staff  of  Department  of  Otolaryngology, 
Community  Hospital 
Norman  E.  Johnson,  M.D.,  Syracuse 

Assistant  Professor  of  Otolaryngology, 
State  University  of  New  York  Upstate 
Medical  Center  at  Syracuse;  Attending 
Otolaryngologist,  Community  Hospital 

SECTION  ON 

Pathology,  Clinical  Pathology, 
and  Blood  Banking 

Chairman 

Harold  L.  Mamelock,  M.D.,  Orange 

Vice-Chairman 

Alfred  A.  Angrist,  M.D.,  Bronx 

Secretary 

George  K.  Higgins,  M.D.,  New  York 

Delegate John  J.  Clemmer,  M.D.,  Albany 

Thursday,  February  13/9:30  A.M./Versailles  Room, 
2nd  Floor 

JOINT  MEETING  WITH 

Section  on  Radiology 

Symposium — Head  Injuries  and  Sequellae 

1.  Radiologic  Aspects 

Mannie  M.  Schechter,  M.D.,  Bronx 
Associate  Professor  of  Radiology,  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University;  Attending  Radiologist, 
Bronx  Municipal  Hospital  Center 
Lawrence  H.  Zingesser,  M.D.,  Bronx 
(by  invitation) 

Assistant  Instructor  in  Radiology,  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 

2.  Pathologic  Aspects  of  Traumatic  In- 
tracranial Hemorrhage 

Sanford  H.  Edberg,  M.D.,  Bronx 
Instructor  in  Pathology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  Univer- 
sity; Assistant  Medical  Examiner,  City 
of  New  York 

3.  Clinical  Aspects  and  Complications 

C.  G.  de  Guttierrez-Mahoney,  M.D., 
New  York  City 

Clinical  Professor  of  Neurosurgery,  New 
York  University  School  of  Medicine; 
Director,  Departments  of  Neurology 
and  Neurosurgery,  St.  Vincent’s  Hospital 

SECTION  ON 

Pediatrics 

Chairman.  . .Frank  A.  Disney,  M.D.,  Monroe 


Vice-Chairman 

Samuel  S.  Brown,  M.D.,  Kings 

Secretary . . .Ernest  Freshman,  M.D.,  Madison 
Delegate Samuel  Karelitz,  M.D.,  Queens 

Thursday,  February  13/9:30  A.M./Princess  Room, 
2nd  Floor 

1.  Clinical  Aspects  of  Vascular  Ring  Syn- 
dromes 

James  A.  Manning,  M.D.,  Rochester 

Associate  Professor  of  Pediatrics,  Univer- 
sity of  Rochester  School  of  Medicine  and 
Dentistry 

2.  Cardiac  Problems  in  Glycogen  Storage 
Disease  with  Specific  Reference  to  Pompe’s 
Disease 

Arno  R.  Hohn,  M.D.,  Buffalo  (by  invitation ) 
Instructor  in  Pediatrics,  State  University 
of  New  York  School  of  Medicine  at  Buffalo; 
Cardiologist,  Children’s  Hospital 
Charles  Upton  Lowe,  M.D.,  Buffalo 

Research  Professor  of  Pediatrics,  State 
University  of  New  York  School  of  Medicine 
at  Buffalo 

Joseph  Emmanuel  Sokal,  M.D.,  Buffalo 
Associate  Research  Professor  of  Medicine, 
State  University  of  New  York  School  of 
Medicine  at  Buffalo 

3.  Hypertonic  Dehydration 

William  H.  Bergstrom,  M.D.,  Syracuse 
(by  invitation) 

Professor  of  Pediatrics,  State  University  of 
New  York  Upstate  Medical  Center  at 
Syracuse 

Agnes  S.  de  Leon,  M.D.,  Syracuse  (by 
invitation) 

Research  Associate,  State  University  of 
New  York  Upstate  Medical  Center  at 
Syracuse 

4.  Iatrogenic  Adrenocorticotrophic -Cor- 
tisol Insufficiency 

Thomas  Aceto,  Jr.,  M.D.,  Buffalo  (by 
invitation) 

Assistant  Professor  of  Pediatrics,  State 
University  of  New  York  School  of  Medicine 
at  Buffalo 

Warren  R.  Johnson,  M.D.,  Wilmington, 
Delaware  (by  invitation) 

Delaware  Hospital 

Frederick  M.  Kenny,  M.D.,  Pittsburgh, 
Pennsylvania  (by  invitation) 

Children’s  Hospital 

Jacqueline  Jorgensen,  M.D.,  Denver  Col- 
orado (by  invitation) 

Children’s  Asthma  Hospital 
Claude  J.  Migeon,  M.D.,  Baltimore,  Mary- 
land (by  invitation) 

Johns  Hopkins  Hospital 
Harriet  Guild,  M.D.,  Baltimore,  Mary- 
land (by  invitation) 

Johns  Hopkins  Hospital 
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5.  Treatment  of  the  Bulging  Red  Ear 
Drum 

Edward  H.  Townsend,  Jr.,  M.D.,  Rochester 
Clinical  Assistant  Professor  of  Pediatrics, 
University  of  Rochester  School  of  Medicine 
and  Dentistry;  Chief  of  Pediatrics,  Roch- 
ester General  Hospital 


SECTION  ON 

Physical  Medicine  and  Rehabilitation 

Chairman Sigmund  Forster,  M.D.,  Kings 

Vice-Chairman 

Albert  D.  Anderson,  M.D.,  Bronx 

Secretary 

Milton  B.  Spiegel,  M.D.,  Kings 

Delegate Henry  Fleck,  M.D.,  Bronx 

Wednesday,  February  12/9:30  A.M./Princess 
Room,  2nd  Floor 

1.  The  Low  Back  Syndrome — Its  Signifi- 
cance 

Joseph  G.  Benton,  M.D.,  Brooklyn,  Mod- 
erator 

Professor  and  Chairman,  Department  of 
Rehabilitation  Medicine,  State  University 
of  New  York  Downstate  Medical  Center; 
Director,  Department  of  Physical  Medicine 
and  Rehabilitation,  Kings  County  Hospital 
Center 

Panelists 

Hans  Kraus,  M.D.,  New  York  City 

Associate  Professor  of  Physical  Medicine 
and  Rehabilitation,  New  York  University 
School  of  Medicine 
Edward  F.  Delagi,  M.D.,  Bronx 

Associate  Professor  of  Rehabilitation 
Medicine,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University;  Visit- 
ing Physician,  Bronx  Municipal  Hospital 
Center 

Leroy  S.  La  vine,  M.D.,  New  Hyde  Park 
Associate  Professor  of  Orthopedic  Sur- 
gery, State  University  of  New  York 
Downstate  Medical  Center;  Attending 
Orthopedist,  Long  Island  Jewish  Hos- 
pital 


SECTION  ON 

Preventive  Medicine  and 
Public  Health 

Chairman 

Donald  G.  Dickson,  M.D.,  Rockland 

V ice-  Cha  irman 

Evelyn  F.  H.  Rogers,  M.D.,  Oneida 

Secretary 

Malcolm  A.  Bouton,  M.D.,  Schenectady 


Delegate 

Donald  G.  Dickson,  M.D.,  Rockland 

Friday,  February  14/9:30  A. M. /Lister  Room,  Albert 
Hall 

Symposium — Some  Relationship  of  Environ- 
ment to  Disease 

1.  Genetic  and  Somatic  Effects  of  Radia- 
tion Exposure 

Hanson  Blatz,  E.E.,  New  York  City  (by 
invitation) 

Associate  Professor  of  Industrial  Medi- 
cine, New  York  University  School  of 
Medicine;  Director,  Radiation  Control, 
Department  of  Health,  City  of  New  York 

2.  Epidemiologic,  Environmental,  and 
Health  Aspects  of  an  Outbreak  of  Sal- 
monella Food  Poisoning  at  a Dormitory 
at  a State  University 

Donald  B.  Thomas,  M.D.,  Buffalo 

Deputy  Commissioner  of  Health,  Health 
Department,  County  of  Erie 

3.  Epidemiologic  Aspects  of  Illness  As- 
sociated with  an  Air  Pollution  Incident 
in  Buffalo 

Warren  Winkelstein,  Jr.,  M.D.,  Buffalo 
Associate  Professor  of  Epidemiology, 
Department  of  Preventive  Medicine, 
State  University  of  New  York  School  of 
Medicine  at  Buffalo 

Robert  A.  Partridge,  M.D.,  Atlanta, 
Georgia  (by  invitation) 

Epidemic  Intelligence  Service  Officer, 
Communicable  Disease  Center,  Public 
Health  Service,  United  States  Depart- 
ment of  Health,  Education,  and  Welfare 
James  A.  Stebbins,  Jr.,  B.S.,  Baltimore, 
Maryland  (by  invitation) 

Department  of  Chronic  Diseases,  School 
of  Hygiene  and  Public  Health,  Johns 
Hopkins  University 

William  Elsea,  M.D.,  Buffalo  (by  invita- 
tion) 

Director  of  Epidemiology,  Department 
of  Health,  County  of  Erie 

Discussion:  Herman  E.  Hilleboe,  M.D., 

New  York  City 

DeLamar  Professor  of  Public  Health  Prac- 
tice, School  of  Public  Health  and  Adminis- 
trative Medicine,  Columbia  University 


SECTION  ON 

Radiology 

Chairman.  Milton  Elkin,  M.D.,  Westchester 

Vice-Chairman Roy  E.  Seibel,  M.D.,  Erie 

Secretary 

F.  Mitchell  Cummins,  M.D.,  New  York 

Delegate 

William  B.  Seaman,  M.D.,  New  York 
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Thursday,  February  13/9:30  A.M./Versailles  Room, 
2nd  Floor 

JOINT  MEETING  WITH 

Section  on  Pathology,  Clinical  Pathology, 
and  Blood  Banking 

(see  page  46  for  program ) 


SECTION  ON 

Space  Medicine 

Chairman 

Cortez  F.  Enloe,  Jr.,  M.D.,  New  York 

Vice-Chairman 

William  H.  Lewis,  Jr.,  M.D.,  New  York 

Secretary 

William  Antopol,  M.D.,  New  York 

Delegate 

Constantine  D.  J.  Generales,  M.D., 

New  York 


Friday,  February  14/9:30  A. M. /Osier  Room,  Albert 
Hall 

Symposium  and  Panel  Discussion — The  Con- 
tributions of  Space  Medicine  to  Daily  Prac- 
tice 

1.  How  We  Are  Applying  the  Technics  of 
Space  Medicine  in  Industrial  Medicine 

Ludwig  G.  Lederer,  M.D,  New  York 
City  (by  invitation) 

Medical  Director,  American  Airlines,  Inc. 

2.  Space  Medicine  and  Its  Effect  on 
Hospital  Care 

Robert  M.  Farrier,  M.D.,  Bethesda, 
Maryland  (by  invitation ) 

Assistant  Director,  The  Clinical  Center, 
National  Institutes  of  Health 

3.  How  Space  Medicine  Will  Change  Pri- 
vate Practice 

Albert  H.  Schwichtenberg,  M.D.,  Albu- 
querque, New  Mexico  (by  invitation) 

Head  of  Department  of  Aerospace 
Medicine  and  Bioastronautics,  The  Love- 
lace Foundation 

4.  How  Space  Medicine  Can  Lead  to 
Better  Use  of  the  Physician’s  Time 

Edward  R.  Annis,  M.D.,  Miami,  Florida 
(by  invitation) 

President,  American  Medical  Association 

5.  Panel  Discussion 

Cortez  F.  Enloe,  Jr.,  M.D.,  New  York 
City,  Moderator 
Panelists: 

The  above  speakers 


SECTION  ON 

Surgery 

Chairman 

Seymour  I.  Schwartz,  M.D.,  Monroe 

Vice-Chairman 

John  F.  Prudden,  M.D.,  New  York 

Secretary 

James  H.  Cosgriff,  Jr.,  M.D.,  Erie 

Delegate Charles  E.  Wiles,  M.D.,  Erie 

Tuesday,  February  11/2:00  P.M ./Pasteur  Room, 
Albert  Hall 

Symposium  and  Panel  Discussion — Trauma 

1.  Emergency  Handling  of  An  Airplane 
Disaster 

John  H.  Morton,  M.D.,  Rochester 

Associate  Surgeon,  Strong  Memorial 
Hospital 

Seymour  I.  Schwartz,  M.D.,  Rochester 
Associate  Surgeon  and  Director  of 
Surgical  Research  Laboratory,  Strong 
Memorial  Hospital 

Experience  with  the  injured  survivors  of  a 
commercial  airplane  accident  has  accentuated 
the  importance  of  consideration  of  disaster  care. 
Thirty-six  patients  with  injuries  differing  in 
type  and  severity  arrived  in  a group  at  the 
Emergency  Department  of  the  Strong  Memorial 
Hospital.  Included  in  this  group  were  in- 
dividuals with  severe  burns  and  thoracic, 
abdominal,  facial,  orthopedic,  and  neuro- 
surgical trauma.  In  less  than  six  hours  all 
patients  were  admitted  and  fully  evaluated. 
Shock,  when  present,  was  adequately  controlled 
and  all  emergency  surgical  therapy  was  com- 
pleted. The  immediate  handling  of  these 
patients,  their  long-term  care,  and  the  logistics 
involved  in  achieving  100  per  cent  survival 
provide  a basis  for  the  future  management  of 
similar  disasters. 

2.  Emergency  Treatment  of  Burns 

Lester  M.  Cramer,  M.D.,  Rochester 
Associate  Plastic  Surgeon,  Strong  Me- 
morial Hospital 

Emergency  care  of  the  burned  patient  ex- 
tends through  many  days  following  the  in- 
jury. The  details  of  the  following  modalities 
of  therapy  will  be  discussed,  covering  the  first 
ten  days  of  treatment:  resuscitation  from  shock, 
fluid  balance,  airway  toilet  and  care,  patient 
positioning,  infection  precautions,  gastroin- 
testinal management,  and  local  care  of  the 
burn  wound. 

3.  Emergency  Treatment  of  Hand  In- 
j uries 

Robert  M.  McCormack,  M.D.,  Rochester 
Chief  Plastic  Surgeon,  Strong  Memorial 
Hospital 

Proper  emergency  treatment  of  hand  in- 
juries is  based  on  accurate  anatomic  evaluation 


48  New  York  State  Journal  of  Medicine  / January  1,  1964 


and  expeditious  surgical  care  under  good 
operating  room  conditions.  The  surgical  care 
in  turn  involves  a working  knowledge  of  all 
tissues  of  the  hand:  skin,  bone,  joint,  nerve, 

tendon,  and  vascular.  A systematic  surgical 
plan  concentrates  first  on  the  vascular  integrity; 
second,  on  the  bony  architecture  and  the 
functional  position  of  the  joints;  third,  on 
the  nerve  supply;  and  fourth  and  last,  on  the 
possible  repair  of  the  mobile  tendons. 

4.  Treatment  of  Thoracic  and  Cardiac 

Injuries 

Earle  B.  Mahoney,  M.D.,  Rochester 
Surgeon,  Strong  Memorial  Hospital 

The  treatment  of  major  trauma  to  the  thorax 
presents  a major  problem  and  it  is  assuming 
increasing  importance  in  many  areas,  but 
particularly  in  high  speed  transportation  in- 
juries. The  injury  may  involve  the  chest  wall, 
the  lungs,  the  mediastinum,  and  the  heart  and 
great  vessels.  The  immediate  recognition, 
accurate  diagnosis,  and  proper  management  of 
these  injuries  can  often  be  lifesaving,  whereas 
delay  in  recognition  and  treatment  results  in 
fatality.  This  is  one  of  the  most  demanding 
areas  in  the  field  of  trauma.  The  commonly 
encountered  severe  types  of  injury  will  be 
illustrated  and  a plan  of  immediate  and  late 
therapy  outlined. 

5.  Treatment  of  Vascular  Injuries 

Charles  Rob,  M.D.,  Rochester 

Chief  Surgeon,  Strong  Memorial  Hos- 
pital; Consultant  in  Surgery,  St.  Mary’s 
Hospital 

The  treatment  of  injuries  to  arteries  and  veins, 
both  as  a first-aid  procedure  and  definitively  in 
the  hospital,  will  be  discussed.  Particular 
reference  will  be  paid  to  the  preoperative 
management  of  such  patients  and  to  reconstruc- 
tive procedures. 

6.  Emergency  Evaluation  of  Abdominal 

Trauma 

J.  Raymond  Hinshaw,  M.D.,  Rochester 
Associate  Surgeon,  Strong  Memorial 
Hospital 

Many  patients  who  suffer  blunt  trauma  to 
the  abdomen  can  be  easily  diagnosed  as  suf- 
fering from  one  of  the  common  injuries  such  as 
a ruptured  spleen  or  a ruptured  kidney.  But 
others  with  these  same  injuries,  or  less  common 
ones,  are  not  so  easily  diagnosed.  There  are 
a number  of  clues  to  be  followed  and  several 
pitfalls  to  be  avoided  in  arriving  at  the  correct 
diagnosis.  Correct  diagnosis  leads  to  correct 
treatment,  and  the  correct  treatment  applied 
at  the  right  time  may  save  a life. 

This  paper  will  describe  the  importance  of 
repeating  the  history  and  the  physical  ex- 
amination after  several  hours  of  observation,  of 
knowing  the  usefulness  of  certain  specific 
symptoms  and  physical  signs,  and  of  using 
effectively  and  interpreting  correctly  various 
laboratory  and  diagnostic  procedures. 


7.  Problem  of  Venous  Thrombosis  in 
Traumatized  Patients 

James  A.  DeWeese,  M.D.,  Rochester 

Associate  Surgeon,  Strong  Memorial  Hos- 
pital; Consultant  in  Surgery,  Rochester 
General  Hospital 

Venous  thrombosis  is  known  to  occur  fre- 
quently following  major  trauma.  Death  may 
occur  from  pulmonary  emboli,  or  considerable 
late  morbidity  may  result  from  the  post- 
phlebitic  syndrome.  The  diagnosis  may  be 
obscured  by  the  pain  and  edema  of  the  injury 
or  by  casts.  A pulmonary  embolus  or  the  post- 
phlebitic  syndrome  may  be  the  first  objective 
sign  of  the  hidden  thrombosis.  Methods  of 
diagnosis  of  thrombosis  including  phlebography 
will  be  presented.  Methods  of  management 
including  anticoagulation,  thrombectomy,  vein 
ligations,  and  filtering  procedures  of  the  vein 
will  be  discussed  and  illustrative  cases  pre- 
sented. 

8.  The  Conservative  Management  of 

Stab  Wounds  of  the  Abdomen 

Edward  T.  Haberman,  M.D.,  New  York 
City  (by  invitation ) 

Resident  in  Surgery,  Hospital  for  Joint 
Diseases 

Joseph  R.  Wilder,  M.D.,  New  York  City 
Director  of  Surgery,  Hospital  for  Joint 
Diseases 

Edward  Stempler,  M.D.,  New  York  City 
(by  invitation) 

Resident  in  Surgery,  Hospital  for  Joint 
Diseases 

For  the  past  six  years,  we  have  followed  a 
policy  at  the  Hospital  for  Joint  Diseases  for 
treating  stab  wounds  of  the  abdomen  by  careful 
observation  rather  than  indiscriminate,  im- 
mediate surgical  intervention.  The  traditional 
approach  to  stab  wounds  of  the  abdomen  has 
been  immediate  exploration.  During  these 
past  six  years  we  have  treated  about  300  stab 
wounds  and  believe  that  our  policy  of  individual 
evaluation  of  each  patient,  saving  surgical 
intervention  for  those  patients  who  present 
signs  of  intraperitoneal  pathologic  conditions, 
has  real  merit.  This  is  a provocative  subject 
which  has  been  discussed  at  a number  of 
seminars.  It  is  our  feeling  that  many  patients 
undergo  needless  surgery  as  a result  of  this 
general  philosophy  of  “immediate  surgery  for 
all  stab  wounds.” 


SECTION  ON 

Urology 

Chairman 

Donald  F.  McDonald,  M.D.,  Monroe 

Vice-Chairman 

George  A.  Fiedler,  M.D.,  New  York 

Secretary 

Ralph  T.  DiPace,  M.D.,  Westchester 

Delegate.  E.  Craig  Coats,  M.D.,  New  York 
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Friday,  February  14/9:30  A.M./Princess  Room,  2nd 
Floor 

1.  Symposium,  and  Panel  Discussion — Urinary 
Incontinence  in  Women 

Donald  F.  McDonald,  M.D.,  Rochester, 
Moderator 

Professor  of  Urology,  University  of  Roch- 
ester School  of  Medicine  and  Dentistry; 
Chief  Urologist,  Strong  Memorial  Hospital 

Panelists 

1.  Differential  Diagnosis 

Harry  C.  Miller,  M.D.,  Rochester 
Instructor,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

2.  Physiology  and  Physiopathology 

Jack  Lapides,  M.D.,  Ann  Arbor,  Mich- 
igan (by  invitation ) 

Professor  of  Urology,  University  of 
Michigan  School  of  Medicine 

3.  Cine  Radiology  in  Diagnosis 

Richard  Fullerton,  M.D.,  Rochester 
Clinical  Instructor  of  Obstetrics,  Uni- 
versity of  Rochester  School  of  Med- 
icine and  Dentistry 

4.  Treatment 

Donald  F.  McDonald,  M.D.,  Rochester 


SESSION  ON 

History  of  Medicine 


Chairman 

John  A.  Benjamin,  M.D.,  Monroe 

Secretary 

William  J.  Fitzgerald,  M.D.,  Albany 


Tuesday,  February  11/2:00  P.M. /Versailles  Room, 
2nd  Floor 

1.  The  Life  of  Dr.  George  M.  Kober,  Wash- 
ington, D.C.:  A Pioneer  in  Sanitation, 

Hygiene,  and  Water  Supply 

William  J.  Fitzgerald,  M.D.,  Albany 

Clinical  Instructor  in  Obstetrics  and 
Gynecology,  Albany  Medical  College  of 
Union  University 

2.  The  Birth  of  Neurosurgery:  A Short 

Discussion  of  the  Lives  of  McEwan,  Horsley, 
and  Cushing 

Raphael  Cilento,  M.D.,  Rochester 

Associate  in  Surgery,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry 

3.  Selected  Events  Leading  to  Development 
of  Space  Medicine  (Extension  of  Remarks) 

Constantine  D.  J.  Generales,  M.D.,  New 
York 

Assistant  Professor  of  Space  Medicine  and 


Coordinator  of  Space  Medicine  Program, 
New  York  Medical  College 

4.  The  Wounds  Which  Killed  Presidents 
Lincoln  and  Kennedy 

John  K.  Lattimer,  M.D.,  New  York  City 
Professor  of  Urology,  College  of  Physicians 
and  Surgeons  of  Columbia  University 

5.  The  Rise  of  the  Jewish  Hospitals  of  New 
York 

Tina  Levitan,  B.A.,  Brooklyn  (by  invitation ) 
Member,  American  Jewish  Historical  So- 
ciety 


SESSION  ON 

Plastic  and  Reconstructive  Surgery 

Chairman Howard  B.  Rasi,  M.D.,  Kings 

Friday,  February  14/9:30  A.M./Versailles  Room, 

2nd  Floor 

1.  Maxillary  Orthopedics  and  Bone  Graft- 
ing: A New  Concept  in  Cleft  Palate  Care 

Dicran  Goulian,  Jr.,  M.D.,  D.D.S.,  New 
York  City 

Assistant  Professor  in  Clinical  Surgery 
(Plastic),  Cornell  University  Medical  Col- 
lege; Assisting  Attending  Surgeon  in 
Plastic  Surgery,  New  York  Hospital 
Herbert  Conway,  M.D.,  New  York  City 
Professor  of  Clinical  Surgery  (Plastic), 
Cornell  University  Medical  College;  At- 
tending Surgeon-in-Charge  of  Plastic  Sur- 
gery, New  York  Hospital 

2.  Extensor  Tendon  Injuries 

Alfred  M.  Struthers,  M.D.,  Syracuse 
Instructor  in  Surgery  (Plastic) , State 
University  of  New  York  Upstate  Medical 
Center  at  Syracuse;  Assistant  Plastic 
Surgeon,  Hospital  of  the  Good  Shepherd 

3.  Heterografting  in  the  Successful  Ther- 
apy of  Congenital  Absence  of  Skin 

Bertram  E.  Bromberg,  M.D.,  Brooklyn 
Director  of  Plastic  and  Maxillofacial  Sur- 
gery, Kings  County  Hospital;  Attending  in 
Plastic  and  Maxillofacial  Surgery,  North 
Shore  Hospital 

In  Chul  Song,  M.D.,  Brooklyn  (by  invitation) 
Instructor  in  Surgery,  State  University 
of  New  York  Downstate  Medical  Center 
Zahide  T.  Prono,  M.D.,  Brooklyn  (by 
invitation ) 

Clinical  Instructor  in  Plastic  Surgery, 
State  University  of  New  York  Downstate 
Medical  Center 

Melvin  P.  Mohn,  Ph.D.  (by  invitation) 

4.  The  Mobius  Syndrome:  A Review  of  the 

Literature:  Its  Surgical  Treatment 
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Blair  O.  Rogers,  M.D.,  New  York  City 
Assistant  Professor  of  Plastic  Surgery, 
New  York  University  School  of  Medicine; 
Assistant  Attending  Plastic  Surgeon,  Man- 
hattan Eye,  Ear  and  Throat  Hospital 


5.  Pitfalls  in  Rhinoplasty 

James  A.  Macdonald,  M.D.,  New  York 
City 

Assisting  Attending  Plastic  Surgeon,  Roose- 
velt Hospital;  Attending  Plastic  Surgeon, 
New  York  Eye  and  Ear  Infirmary 


6.  Total  Reconstruction  of  the  Upper  Eye- 
lid 

David  B.  Stark,  M.D.,  Syracuse 

Clinical  Associate  Professor  of  Surgery 
(Maxillo-Facial  and  Plastic),  State  Univer- 
sity of  New  York  Upstate  Medical  Center 
at  Syracuse;  Chief  and  Associate  Attend- 


ing Plastic  Surgeon,  Hospital  of  the  Good 
Shepherd 

7.  The  Treatment  of  Infantile  Heman- 
gioma 

Peter  Richardson,  M.B.,  Regina,  Sas- 
katchewan, Canada  (by  invitation) 

Associate  Staff,  Regina  General  Hospital; 
Associate  Staff,  Regina  Grey  Nuns  Hospital 
Reuven  K.  Snyderman,  M.D.,  New  York 
City 

Clinical  Assistant  Professor  of  Surgery, 
Cornell  University  Medical  College;  As- 
sistant Attending  Surgeon,  Head  and  Neck 
Service,  Memorial  Hospital 

8.  Retardation  of  the  Midsection  of  the 
Face  by  Radiation,  and  Its  Reconstruction 
Problems 

David  M.  C.  Ju,  M.D.,  New  York  City 

Assistant  Professor  of  Clinical  Surgery, 
College  of  Physicians  and  Surgeons  of 
Columbia  University 
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1964  ANNUAL  CONVENTION 


Scientific  Exhibits 


The  Americana,  New  York  City 
Tuesday,  February  11,  through  Friday,  February  14 
Royal  Ballroom,  2nd  Floor — Booths  201  through  247 
Albert  Hall— Booths  S-301  through  S-304,  S-400  through  S-401 


Chairman 


WILLIAM  L.  WATSON,  M.D.,  New  York 
FRANCIS  P.  BILELLO,  M.D.,  Nassau 
FRED  W.  BUSH,  M.D.,  Monroe 
ALBERT  H.  DOUGLAS,  M.D.,  Queens 
FREDERICK  LEE  LIEBOLT,  M.D.,  New  York 
GUSTAVE  P.  MILKEY,  M.D.,  Erie 
BEVERLY  C.  SMITH,  M.D.,  New  York 
ISRAEL  STEINBERG,  M.D.,  New  York 
ARTHUR  R.  WILSEY,  M.D.,  Fulton 


Simultaneous  Suprapubic  Prostatectomy 
and  Inguinal  Herniorrhaphy 

Sidney  R.  Weinberg,  M.D. 

Jewish  Hospital  of  Brooklyn,  Brooklyn 

Inguinal  hernia  and  benign  hypertrophy  of 
the  prostate  gland  both  requiring  surgical  treat- 
ment is  of  frequent  occurrence.  Using  a supra- 
pubic transverse  incision  both  surgical  proce- 
dures can  be  done  simultaneously.  Twenty- 
nine  patients  have  had  this  procedure  during  the 
past  four  years.  There  have  been  no  deaths; 
only  one  patient  had  a recurrence  of  hernia 
postopera tively  (Booth  201). 


The  Hand  In  Differential  Diagnosis  of 
Arthritis 

Joseph  J.  Bunim,  M.D. 

National  Institute  of  Arthritis  and  Met- 
abolic Disease,  Bethesda,  Maryland 
Two  transilluminated  island  type  units 
displaying  a series  of  completely  lifelike  mou- 
lages  of  hands  are  exhibited.  These  show  the 
anatomic  and  physiologic  characteristics  of 
rheumatoid,  osteo-,  and  gouty  arthritis  and 
xanthoma  tendinosum,  respectively,  in  different 
individuals.  Another  series  of  such  hands 
illustrates  the  effect  of  corticosteroid  therapy 
on  the  joints  in  rheumatoid  arthritis.  Next  to 
each  model  hand  is  a transilluminated  x-ray 
film  exhibiting  the  arthritic  hand’s  detailed  bone 
and  joint  pathologic  condition  (Booth  202). 


Local  Injections  of  Steroids  in  Derma- 
tologic Disorders 

Norman  Orentreich,  M.D. 

Robert  A.  Berger,  M.D. 

New  York  University  Postgraduate  Med- 
ical School,  New  York  City 

The  use  of  steroids  by  intralesional  injection 
for  the  treatment  of  dermatologic  disorders  is 
reviewed.  The  chemistry  and  pharmacology 
of  such  steroids  as  prednisolone,  methylpred- 
nisolone,  triamcinolone,  fludrocortisone,  hydro- 
cortisone, triamcinolone  acetonide,  dexametha- 
sone,  dichlorisone,  fluourometholone,  and  tri- 
amcinolone diacetate  are  discussed.  The  technic 
and  the  effectiveness  of  intralesional  therapy 
are  demonstrated  by  means  of  Kodachrome 
pictures  (Booth  203). 

The  Correction  of  Postgastrectomy  Mal- 
absorption and  Dumping  by  a Jejunal 
Interposition  Operation 

C.  WlLMER  WlRTS,  M.D. 

John  Y.  Templeton,  M.D. 

Charles  Fineberg,  M.D. 

Jefferson  Medical  College,  Philadelphia, 
Pennsylvania 

Investigations  in  our  gastrointestinal  division 
for  the  past  four  years  suggested  that  bacterial 
overgrowth  due  to  stasis  in  the  afferent  limb  of 
a Billroth  II  anastomosis  contributes  to  post- 
gastrectomy symptoms. 

The  exhibit  consists  of  charts  listing  the 
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symptoms,  etiologic  concepts,  and  diagnosis  of 
postgastrectomy  sequellae,  as  well  as  the  results 
in  the  medical  assessment  and  management  of 
30  postgastrectomy  patients  (15  with  and  15 
without  steatorrhea)  and  9 postgastrectomy 
patients  who  had  excellent  relief  of  symptoms 
following  the  jejunal  interposition  operation  of 
Henley.  Transilluminated  colored  photographs 
will  illustrate  the  clinical  findings  of  advanced 
postgastrectomy  malnutrition,  the  details  of 
operative  findings,  and  the  x-ray  appearance 
of  the  gastroenterostomy  area  before  and  after 
operation  (Booth  204). 

Pyelonephritis:  A Study  of  Disease  in 

Depth 

Arthur  Lemlich,  M.D. 

Roosevelt  Hospital,  New  York  City 
Hans  H.  Zinsser,  M.D. 

College  of  Physicians  and  Surgeons  of 
Columbia  University,  New  York  City 
A series  of  models  display  the  important 
clinical  features  of  pyelonephritis.  The  exhibit 
is  presented  on  a computer  analysis  of  400 
cases  of  pyelonephritis  with  the  use  of  the  most 
modern  data-processing  technics  (Booth  205). 

Overseas  Medical  Missions 
Frederick  G.  Scovel,  M.D. 

Christian  Medical  Council  of  the  National 
Council  of  Churches,  New  York  City 

Enlarged  photographs  of  various  aspects  of 
medical  mission  work  in  medical  schools,  wards, 
operating  rooms,  clinics,  and  public  health, 
with  descriptive  material,  are  shown,  as  are  a 
few  posters  giving  some  pertinent  information  of 
the  over-all  effort  (Booth  206). 

Choice  of  Systemic  Antimicrobial  Agents 
Harold  Aarons,  M.D. 

The  Mount  Sinai  Hospital,  New  York 
City 

Despite  the  availability  of  a variety  of  anti- 
microbial drugs  claimed  to  be  highly  effective 
against  the  same  organisms,  for  each  organism 
one  or  two  drugs  or  combinations  of  drugs  are 
more  likely  to  be  effective  than  other  drugs  or 
combinations.  Where  bacterial  resistance  de- 
velops, there  is  often  a preferred  order  of  choice 
among  alternative  drugs,  based  on  considera- 
tions of  both  effectiveness  and  safety.  The 
display  indicates  for  each  organism  the  anti- 
microbial agents  of  first  choice,  alternative 
agents  in  order  of  preference,  and  points  out  the 
need  for  special  precautions  with  some  of  the 
agents  (Booth  207). 

Geriatric  Early  Syphilis;  Lues  Begins  at 
Sixty 

Alex  W.  Young,  Jr.,  M.D. 

H.  J.  Smokler,  M.D. 

M.  N.  Lindsay,  R.N. 

St.  Luke’s  Hospital,  New  York  City 
Research  in  dermatogeriatrics  at  St.  Luke’s 
Hospital  in  New  York  City  includes  the  study 


of  skin  disorders  of  the  elderly  and  the  incidence 
of  syphilis  in  this  age  group.  Although  the 
rising  number  of  cases  of  early  syphilis  in  recent 
years  has  been  credited  to  the  teenager  and 
young  adult,  the  findings  in  our  clinic  show 
that  over  5 per  cent  of  primary,  secondary,  or 
early  latent  syphilis  occurs  in  patients  over 
sixty  years  of  age.  The  exhibit  draws  attention 
to  this  high  incidence  of  syphilis  in  the  geriatric 
group;  details  ancillary  medical  findings,  course 
of  treatment,  and  serology  in  the  cases  which  we 
have  uncovered;  and  traces  the  epidemiology 
of  early  syphilis  in  the  sixty-y ear-old  and  over. 
That  lues  begins  at  sixty  is  not  a mere  anach- 
ronism (Booth  208). 

The  Office  Treatment  of  the  Alcoholic 

Jackson  A.  Smith,  M.D. 

Lester  H.  Rudy,  M.D. 

Illinois  State  Psychiatric  Institute,  Chi- 
cago, Illinois 

The  two  phases  in  the  office  management  of 
the  alcoholic  person  are  described:  (1)  treat- 

ment to  maintain  sobriety  and  (2)  treatment  of 
the  patient  immediately  following  an  alcoholic 
bout.  In  addition,  medications  which  are 
contraindicated  in  these  patients  are  listed. 
The  procedures  for  the  maintenance  of  sobriety 
in  the  office  patient  are  emphasized  in  detail 
(Booth  209). 

Effect  of  Anabolic  Steroids  on  Protein 
Nutrition  of  the  Hemiplegic 

Anthony  A.  Albanese,  Ph.D. 

Edward  J.  Lorenze,  M.D. 

Louise  A.  Orto,  M.S. 

The  Burke  Foundation,  White  Plains 

Deitrick  and  others  have  shown  that  patients 
on  bed  rest  for  long  periods  experience  (1)  a 
rapid  breakdown  of  tissue  protein  manifested 
by  negative  nitrogen  balance,  and  (2)  secondary 
biochemical  alterations  possibly  related  to 
decreased  protein  synthesis.  Our  data  on  some 
hemiplegics  are  summarized.  It  is  shown 
that  although  the  metabolic  disturbance  may 
be  reduced  by  therapeutic  exercise  and  am- 
bulation, administration  of  anabolic  steroids 
often  accelerates  the  protein  repletion  process. 
The  relative  efficacy  of  a number  of  available 
anabolic  agents  in  hemiplegia  is  recorded. 
The  initial  status  of  protein  metabolism  and 
the  response  to  physical  mobilization  and  to 
anabolic  agents  may  have  prognostic  value  in 
terms  of  ultimate  levels  of  functional  reha- 
bilitation (Booth  210). 

The  Reversal  of  Resistance  to  Antime- 
tabolites in  L 1210  Leukemia 

Harry  Wallerstein,  M.D.,  and  Associates, 
Marcia  Slater  Leukemia  Laboratory, 
Jewish  Memorial  Hospital,  and  Albert 
Einstein  College  of  Medicine,  New  York 
City 

DBA/2  mice,  carrying  L 1210  leukemia  as  an 
ascites  tumor,  were  divided  into  two  groups. 
One  was  treated  with  6-mercaptopurine  and  the 
other  with  methotrexate  during  successive 
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tumor  transfers  until  two  strains,  one  resistant 
to  each  drug,  were  developed.  Methotrexate- 
resistant  tumor  was  then  treated  with  6- 
mercaptop urine  and  folic  acid,  and  6-mercapto- 
purine-resistant  tumor  was  treated  with  metho- 
trexate and  hypoxanthine.  The  effect  of  these 
manipulations  in  reversing  induced  resistance 
is  depicted  on  charts  showing  the  survival 
times  of  the  host  animals  as  well  as  alterations 
in  enzyme  concentrations  and  some  biochemical 
parameters.  Results  of  these  technics  in 
reversing  resistance  in  a small  group  of  human 
beings  with  acute  leukemia  are  also  included. 
The  mechanisms  of  resistance  and  their  circum- 
vention are  described  (Booth  211). 

Proctosigmoidoscopy  for  Asymptomatic 
Cancer 

American  Cancer  Society 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

Department  of  Health,  State  of  New 
York 
Albany 

Colorectal  cancer  is  now  in  first  place  in 
cancer  incidence  in  the  United  States.  Only  34 
per  cent  is  cured  because  it  is  symptomatic 
cancer.  Improvement  up  to  39  per  cent  is 
possible  by  regular  digital-rectal  examinations 
and  up  to  70  per  cent  by  periodic  procto- 
sigmoidoscopic  examinations  of  asymptomatic 
persons.  Seventy  per  cent  of  all  colorectal 
cancer  is  within  reach  of  the  10-inch  procto- 
sigmoidoscope.  Annual  proctosigmoidoscopy 
should  be  available  to  all  adults  through  their 
physicians  (Booth  212). 

Management  of  the  Above-Knee  Amputee 
George  G.  Deaver,  M.D. 

Allen  H.  Postel,  M.D. 

S.  Arthur  Localio,  M.D. 

New  York  University  Medical  Center, 
New  York  City 

This  exhibit  on  the  management  of  the  above- 
knee amputee  demonstrates  a recovery  program 
which  can  be  initiated  in  the  hospital  and  then 
continued  at  home  when  a minimum  of  pro- 
fessional supervision  is  available.  An  illustrated 
workbook  in  which  the  doctor  can  mark  his 
choice  of  stump-reducing  methods,  exercises, 
and  crutch  gaits  will  help  the  patient  and  his 
family  in  carrying  out  an  optimum  regimen  at 
home.  The  60-page  guidebook,  Step  Into 
Action /,  designed  specifically  for  use  by  the 
patient  and  published  by  the  U.S.  Govern- 
ment Printing  Office,  will  be  exhibited  and  dis- 
tributed to  physicians.  Art  work  highlighting 
the  various  phases  of  this  program  is  presented 
(Booth  213). 

Acute  Low  Back  Disorders 
Everett  J.  Gordon,  M.D. 

Sibley  Hospital,  Washington,  D.C. 

This  is  a teaching  exhibit  on  low  back  pain 
which  specifically  helps  the  doctor  differentiate 
between  disk  syndrome  and  muscle  spasm.  A 


push-button  device  enables  the  doctor  to 
locate  all  muscle  receptor  sites  for  nerves  from 
the  lumbar  sacral  area  of  the  back.  Physical 
tests  are  described  and  for  what  they  are 
indicated.  Differential  diagnosis  is  given  in 
detail  to  distinguish  backache  from  diseases 
such  as  trochanteric  bursitis,  scoliosis,  sciatica, 
and  so  on.  Treatment  is  recommended.  It  is 
hoped  that  this  brief  but  intensive  review  of 
diagnosis  and  problems  relating  to  low  back 
will  be  of  help  (Booth  214). 


Doctor,  Are  You  Sure  of  Your  Laboratory 
Results? 

New  York  State  Society  of  Pathologists 
New  York  City 

This  exhibit  stresses  the  significance  of  quality 
control  and  the  reliability  of  physician-operated 
laboratories  (Booth  215). 


What  Scalene  Lymph  Node  Would  You 
Excise? 

William  H.  Falor,  M.D. 

William  V.  Sharp,  M.D. 

Earle  Le  Vernois,  M.D. 

Akron  City  Hospital,  Akron,  Ohio 
The  theme  for  the  exhibit  is  an  identification 
of  patterns  of  pulmonary  lymphatic  drainage 
to  the  scalene  nodes.  Based  on  63  cases  of 
bronchogenic  carcinoma,  the  lymph  node 
metastasis  is  demonstrated  to  occur  to  ipsilateral 
scalene  lymph  nodes,  the  left  scalene  lymph 
nodes  participating  not  uncommonly  in  me- 
tastasis from  right  pulmonary  lesions.  On  the 
other  hand,  there  is  no  instance  of  a contralateral 
spread  of  tumor  to  the  right  scalene  lymph 
node  from  a lesion  of  the  left  lung.  F our  typical 
case  histories  are  presented  by  means  of  slides 
projected  on  a screen.  The  individual  taking 
the  do-it-yourself  quiz  indicates  on  a form 
sheet  his  answer  to  the  questions  relating  to  the 
cases.  The  correct  answers  are  indicated  on 
one  of  the  panels  of  the  exhibit.  Finally,  the  au- 
thor’s technic  for  a bilateral  scalene  lymph  node 
excision  is  shown  in  color  photos  of  moulages 
of  the  procedure  (Booth  216). 

Persistence  of  Cells  in  Corneal  Grafts 
Frank  M.  Polack,  M.D. 

George  K.  Smelser,  Ph.D. 

College  of  Physicians  and  Surgeons  of 
Columbia  University,  New  York  City 
The  experiments  illustrated  in  this  exhibit 
attempt  to  answer  the  question  whether  corneal 
connective  tissue  cells  (keratoblasts)  and  endo- 
thelial cells  can  persist  indefinitely  when 
transplanted  or  are  replaced  by  the  host  tissue. 
Donor  cells  labeled  with  a stable  isotope  (H3 
thymidine)  were  identified  in  tissue  sections  by 
radioautography  twelve  to  thirteen  months 
after  grafting.  In  other  experiments  the  fate 
of  cells  in  intralamellar  heterografts  and 
C-14-labeled  collagen  of  homografts  were  studied 
(Booth  217). 
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Miotics  In  Ophthalmology 

Edwin  Billet,  M.D. 

Herbert  P.  Vogel,  M.D. 

Bronx  Eye  and  Ear  Infirmary,  Bronx 

Newly  developed  miotics  have  an  important 
role  in  ophthalmology,  revolutionizing  the 
management  of  glaucoma  and  strabismus.  In 
glaucoma  they  increase  the  facility  of  fluid 
outflow  from  the  eye,  lowering  intra-ocular 
pressure.  In  strabismus  they  mediate  the 
overconvergence  impulses  from  the  midbrain, 
promoting  normal  eye  muscle  balance  and 
fusion.  This  exhibit  presents  case  histories 
illustrating  the  value  of  these  cholinesterase- 
inhibiting  miotic  drugs  (Booth  218). 

Anesthetic  Management  of  Patients 
Undergoing  Operative  Cholangiograph 

Joseph  Giuffrida,  M.D. 

Dante  Bizzarri,  M.D. 

Frank  E.  Fierro,  M.D. 

New  York  Medical  College,  New  York 
City 

By  means  of  legends,  photographs,  and  art 
the  exhibit  demonstrates  in  a clear  manner  the 
optimal  anesthetic  technic  for  the  taking  of 
accurate  cholangiograms  during  surgery.  The 
very  simple  steps  that  must  be  taken  to  make 
the  procedure  simple,  accurate,  and  not  time- 
consuming  are  highlighted  (Booth  219). 

Intraluminal  Perfusion  of  Chemothera- 
peutic Agents  Adjuvant  to  Surgery  for 
Gastrointestinal  Cancer 

Louis  M.  Rousselot,  M.D. 

Donald  R.  Cole,  M.D. 

St.  Vincent’s  Hospital,  New  York  City 

The  growth  of  cancer  augmented  by  surgery 
disseminates  viable  malignant  cells,  potential 
metastatic  foci,  into  local  veins,  lymphatics, 
the  wound,  and  systemically.  Our  purpose  is 
to  injure  or  destroy  these  cells  within  the  tumor- 
bearing segment  and  the  local  and  general 
circulation.  The  technic,  its  purpose,  ab- 
sorption, adsorption,  and  morbidity  and  mor- 
tality data  will  be  demonstrated  using  HN2 
(nitrogen  mustard— 50  cases)  and  5-FU  (5- 
fluorouracil — 60  cases)  (Booth  220). 

Inhibition  of  Fibrinolysis  With  A Mono- 
amino Carboxylic  Acid 

William  M.  Sweeney,  M.D. 

Charles  J.  Masur,  M.D. 

Bergen  Pines  County  Hospital,  Paramus, 
New  Jersey 

Aminocaproic  acid  is  shown  to  inhibit  fi- 
brinolysis, both  in  vitro  and  in  vivo.  The  mech- 
anism involves  inhibition  of  plasminogen  ac- 
tivator substances  and,  to  a lesser  degree, 
inhibition  of  plasmin  activity.  Uncontrollable 
bleeding  due  to  fibrinolysis  of  clots  may  occur 
as  a complication  of  trauma,  shock,  surgery, 
cirrhosis  of  the  liver,  and  in  certain  obstetric 
emergencies.  The  possible  clinical  usefulness 
of  aminocaproic  acid  in  the  treatment  of 
hemorrhage  secondary  to  fibrinolysis  is  discussed 
(Booth  221). 


Emergency  Cardiac  Resuscitation 

Hollis  S.  Ingraham,  M.D.,  Commissioner  of 

Health 

State  of  New  York  Department  of  Health, 
Albany 

A practical  demonstration  of  the  theory, 
drugs,  and  equipment  basic  to  successful  cardiac 
and  pulmonary  resuscitation  is  presented.  The 
exhibit  involves  demonstration  mannequins 
together  with  a background  of  pertinent  ma- 
terials (Booth  222). 

Dissecting  Aneurysms  of  the  Thoracic 
Aorta:  Their  Angiocardiographic  Dem- 

onstration 

Samuel  D.  Hemley,  M.D. 

Virginia  Kanick,  M.D. 

Nathaniel  Finby,  M.D. 

St.  Luke’s  Hospital,  New  York  City 

Ten  of  our  total  of  15  cases  of  dissecting 
aneurysm  of  the  thoracic  aorta  studied  during 
the  last  twenty-four  months,  are  presented  with 
angiocardiograms  and  surgical  and  pathologic 
material  (Booth  223). 

A Working  Model  of  the  Circle  of  Willis 

Raphael  Cilento,  M.D. 

Charles  Rob,  M.D. 

University  of  Rochester  School  of  Medicine 
and  Dentistry,  Rochester 

Object.  The  model  illustrates  the  variations 
in  flow  pattern  and  changes  in  blood  pressure 
at  various  points  in  the  circle  of  Willis  under 
different  conditions  of  perfusion  and  anatomic 
variations. 

Method.  The  model  is  constructed  so  that 
occlusion  of  any  of  the  components  of  the  circle 
is  reproducible,  including  the  carotid  and 
vertebral,  and  pressure  readings  are  obtainable 
at  every  significant  point.  Results  demonstrate 
the  mechanism  of  “subclavian  steal”  and  also 
introduce  the  concept  of  intracranial  steal  which 
accounts  for  previously  obscure  pathologic 
conditions  in  the  brain  during  changes  in 
perfusion  rate  and  pressure  via  the  neck  and 
chest  vessels  (Booth  224). 

Alcoholics:  Temporal  Bone  Sections  from 
Chronic  Cases 

Dorothy  Wolff,  Ph.D. 

Milton  M.  Gross,  M.D. 

Harry  Richman,  M.D. 

State  University  of  New  York  Downstate 
Medical  Center,  Brooklyn 

Kodachrome  transparencies  of  microscopic 
sections  of  temporal  bones  collected  from  cor- 
oners’ cases  of  chronic  alcoholic  persons  are 
exhibited.  The  sections  reveal  congestion  and 
petechial  hemorrhages  in  the  submucosa  of 
middle  ear,  mastoid,  and  eustachian  tube; 
congestion  and  hemorrhage  into  cochlea,  ves- 
tibule, and  internal  auditory  meatus;  and 
fractures  of  cochlea,  vestibular  wall,  ampullae 
of  semicircular  canals,  and  so  forth.  Sections 
from  normal  temporal  bones  are  shown  for 
comparison  (Booth  225). 
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Plasmin  Activation  of  Peptidases:  A New 
Concept  of  Oral  Enzyme  Therapy 
Irving  Innerfield,  M.D. 

Fairleigh  Dickinson  University,  Teaneck, 
New  Jersey 

This  exhibit  is  concerned  with  the  most 
recent  advances  in  knowledge  about  the  activity 
of  a proteolytic  enzyme  administered  orally. 

The  four  cardinal  manifestations  of  inflam- 
mation are  reviewed  and  related  to  the  phar- 
macologic activity  of  a potent  kinin,  which  is 
believed  to  “trigger”  the  inflammatory  process. 
The  proteolytic  enzyme  is  then  shown  to  an- 
tagonize the  action  of  the  kinin.  Efforts  are 
made  to  demonstrate  in  human  beings  by  means 
of  photographs,  charts,  and  graphs  a controlled 
experimental  situation  proving  that  the  kinin  is 
an  active  agent  concerned  with  pain  and 
inflammation  and  showing  that  the  administra- 
tion of  the  enzyme  inhibits  the  inflammatory 
process  as  well  as  the  pain  (Booth  226). 

Urologic  Disease  Treated  with  an  Oral 
Anti-Inflammatory  Agent 

Edwin  M.  Tomlin,  M.D. 

Vernon  H.  Youngblood,  M.D. 

Cabarrus  Memorial  Hospital,  Concord, 
North  Carolina 

A proteolytic  enzyme  activator  was  given 
orally  to  113  patients  with  various  urologic 
maladies.  The  main  series  of  patients  (95) 
had  ureteral  calculi.  The  remainder  were 
suffering  from  bladder  neck  contracture,  ure- 
teral stricture,  epididymitis,  furunculosis,  hy- 
drocele, and  so  forth.  With  this  medication, 
patients  experienced  more  rapid  relief  of  pain 
and  lessening  of  edema.  Calculi  were  passed 
more  frequently  and  without  instrumentation. 
The  results  obtained  in  this  series  are  contrasted 
with  a group  of  patients  treated  by  other  means. 
The  various  maladies  treated  are  illustrated, 
and  x-ray  films  are  used  to  show  extent  of  in- 
volvement and  the  positions  of  the  ureteral 
calculi  (Booth  227). 

The  Association  of  Certain  Connective 
Tissue  Syndromes  and  Malignant  Disease 

Arthur  L.  Scherbel,  M.D. 

Cleveland  Clinic  and  Cleveland  Clinic 
Hospital,  Cleveland,  Ohio 

A number  of  connective  tissue  diseases  are 
associated  with  various  types  of  carcinoma. 
Typical  cases  are  presented  by  means  of  color 
photographs,  x-ray  films,  and  characteristic 
laboratory  findings.  Theories  are  diagrammed 
regarding  the  possible  immune  relationship  be- 
tween carcinoma  and  connective  tissue  reaction 
(Booth  228). 

Results  of  Long-Term  Therapy  with  Psy- 
chiatric Outpatients 

B.  E.  McLaughlin,  M.D. 

Woman’s  Medical  College,  Philadelphia, 
Pennsylvania 

Out  of  a case  load  of  approximately  2,200 
patients  over  the  past  sixteen  years,  about  65 


typical  case  studies  have  been  collected  and 
carefully  reviewed  over  the  past  year,  with  the 
idea  of  defining  what  can  be  expected  from 
typical  supportive  outpatient  psychotherapy 
and  drugs  within  the  framework  of  a big  city 
hospital  referral  psychiatric  clinic.  By  a series 
of  posters  and  word  discussions,  the  author 
attempts  to  outline  the  type  of  reaction  com- 
monly referred  to  psychiatric  outpatient  clinics, 
the  forms  of  therapy  readily  available,  and  the 
results  obtained  in  terms  of  patient  adjustment, 
hospitalization,  rate  of  suicide,  and  industrial- 
social  disability  (Booth  229). 

Masked  Depression:  An  Aid  to  Closing  the 
Gap  Between  Medicine  and  Psychiatry 
Wilfred  Dorfman,  M.D. 

State  University  of  New  York  Downstate 
Medical  Center,  Brooklyn 
With  the  realization  that  there  are  20,000 
successful  suicides  each  year,  the  failure  to 
recognize  an  acute  depression  may  be  as  dis- 
astrous as  the  failure  to  diagnose  an  acute 
coronary  occlusion.  This  exhibit  presents  an 
introduction  to  the  problem,  aids  to  recognition 
of  depression,  therapeutic  response,  as  well  as 
side-effects  (Booth  230). 

Benign  Lesions  of  the  Breast 
Herman  C.  Zuckerman,  M.D. 

The  Mount  Sinai  Hospital,  New  York 
City 

An  effort  is  made  to  present  a cross  section 
of  the  general  encounters  with  the  benign 
problems  in  breast  disease,  as  seen  in  the  x-ray 
film.  Benign  lesions  showing  qualities  which, 
in  the  absence  of  a full  evaluation,  would  lead 
us  to  think  in  terms  of  malignant  change,  are 
also  present  (Booth  231). 

Roentgen  Patterns  in  Mammary  Cancer 
Ruth  E.  Snyder,  M.D. 

Memorial  Hospital,  New  York  City 
Roentgenograms  of  various  types  of  mam- 
mary cancer,  based  on  Foote  and  Stewart’s 
classification  of  cancer  of  the  breast,  have  been 
chosen  to  illustrate  the  common  and  uncom- 
mon forms  of  malignant  tumors  of  the  breast. 
Noninfiltrating  intraductal  and  lobular  car- 
cinoma in  situ  are  included  as  well  as  infiltrating 
primary  tumors  clinically  unsuspected.  Ma- 
terial is  from  the  Breast  Service  of  Memorial 
Hospital  and  from  private  practice.  Technic 
used  is  a practical  one  developed  at  Memorial 
Hospital  using  industrial  film  (Booth  232). 

Triamcinolone  in  Treatment  of  Nephrotic 
Syndrome  in  Children:  An  Eight-Year 

Study 

Harry  Sonnenschein,  M.D. 

Maimonides  Hospital,  Brooklyn 
This  exhibit  is  a continuation  of  the  study 
presented  at  previous  meetings,  evaluating 
triamcinolone  in  the  treatment  of  the  nephrotic 
syndrome  in  children.  It  traces  the  course  of 
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30  patients  over  an  eight-year  period  and 
includes  renal  biopsies.  A comparison  of  two 
methods  of  follow-up  therapy  is  made  (Booth 
233). 

Development  of  Vitamin  Deficiency:  Thi- 
amine 

Myron  Brin,  Ph.D 

State  University  of  New  York  Upstate 
Medical  Center,  Syracuse 

The  development  of  thiamine  deficiency, 
j stressing  the  chemical,  biochemical,  physiologic, 
clinical,  and  pathologic  stages  is  discussed.  A 
transketolase  test  in  erythrocytes,  which  is 
effective  before  clinical  signs  of  deficiency 
appear,  is  used  as  a functional  test  for  deter- 
mining thiamine  inadequacy  (Booth  234). 

Progress  in  Polio  Virus  Vaccine  Research 

James  M.  Ruegsegger,  M.D. 

Charles  J.  Masur,  M.D. 

Pearl  River 

Research  has  produced  a live,  oral  vaccine 
that  confers  simultaneous  immunity  against 
1 Type  1,  Type  2,  and  Type  3 poliomyelitis. 
This  vaccine  consists  of  specifically  proportioned 
amounts  of  the  three  Sabin  strains.  The  steps 
that  led  to  development  of  this  vaccine  from 
monovalent  vaccines  are  described  briefly.  In 
greater  detail,  the  clinical  trial  of  the  tri valent 
i vaccines  in  mass  immunization  programs  are 
also  described.  Safety  and  efficacy  are  dem- 
onstrated, and  the  duration  of  immunity  con- 
ferred is  shown  to  be  significant  (Booth  235). 

Demineralized  Whey  Protein:  Its  Nutri- 

tional Value  in  Pediatrics 

P.  T.  McLoughlin,  M.D. 

F.  W.  Bernhart,  Ph.D. 

A.  M.  Harmuth,  M.D. 

Roselia  Foundling  Hospital,  Pittsburgh, 
Pennsylvania 

Literature  and  clinical  usage  has  shown  the 
j desirability  of  desalting  whey  to  use  its  protein 
more  widely.  Through  multimembrane  electro- 
dialysis, ionized  minerals  are  selectively  ex- 
tracted, leaving  a relatively  salt-free  protein, 
j This  nutrient  was  fed  to  rats  to  determine  loss 
of  retention  of  nutritive  value  through  a con- 
trolled cross-over  study.  A controlled  eval- 
uation of  clinical  developments  observed  in 
| two  groups  of  infants  is  also  presented  and 
analyzed  (Booth  236). 

! Automation  in  Medical  Education 

Irving  M.  Bush,  M.D. 

Willet  F.  Whitmore,  Jr.,  M.D. 

Memorial  Sloan-Kettering  Cancer  Center, 
New  York  City 

Hans  H.  Zinsser,  M.D. 

Columbia-Presbyterian  Medical  Center, 
New  York  City 

A new  method  of  increasing  the  effectiveness 
[ of  medical  instruction  through  the  use  of 
intrinsically  programmed  teaching  machines  is 


demonstrated.  The  student  is  presented  the 
material  to  be  learned  in  small  logical  units. 
His  comprehension  and  ability  to  use  the  in- 
formation are  tested  immediately.  Retention 
is  improved  because  the  student  is  constantly 
alert  and  an  active  participant  in  the  learning 
process.  The  machine  presented  has  great 
flexibility  and  very  effective  control  features. 
The  basic  technic  is  applicable  to  a wide  variety 
of  learning  situations.  Any  decision-making, 
problem-solving,  or  diagnostic  issue  can  be 
meaningfully  programmed  and  tested  (Booth 
237). 

Antismoking  Campaign  for  Schools 

J.  P.  Keeve,  M.D. 

City  of  Newburgh  School  District,  New- 
burgh 

A community-integrated  antismoking  cam- 
paign jointly  sponsored  by  the  school  district, 
Orange  County  Medical  Society,  and  the 
American  Cancer  Society  is  briefly  presented. 
Examples  of  how  various  mass  communication 
media,  school,  and  community  resources  can  be 
utilized  to  discourage  and  prevent  school 
children  from  becoming  regular  smokers  are 
displayed.  Visual  and  audio  aids  can  be 
utilized  imaginatively  to  present  a year-round 
program  in  which  maximum  participation  is 
encouraged  and  punitive  or  prohibitive  technics 
are  avoided  to  create  an  attractive  and  ed- 
ucational approach  to  youngsters  (Booth  238). 

A New  Load-Carrying  Device  with  Ver- 
satility of  Use 

W.  Howard  Dalrymple,  M.D. 

Buffalo  General  Hospital,  Buffalo 

Ralph  Flexman,  Ph.D. 

Hans  Schwab,  Ph.D. 

Niagara  Falls 

The  mechanics  and  dynamics  of  load-carrying 
by  various  existing  means,  for  instance,  knap- 
sack, haversack,  A-frame,  and  so  forth  are 
compared  with  those  of  the  new  device.  Data 
obtained  from  comparative  tests  are  presented. 
Models  of  the  new  device  are  available  for 
demonstration  (Booth  239). 

Migraine  Litigation 

Martin  Dobelle,  M.D. 

Department  of  Health,  Education,  and 
Welfare,  Food  and  Drug  Administration, 
Washington,  D.C. 

A brief  history  of  the  Food  and  Drug  Ad- 
ministration is  presented. 

When  the  headache  of  litigation  arises  in 
regard  to  device  failure  and  although  the 
Federal  government  has  jurisdiction  as  to  the 
labeling  of  the  device,  the  average  unfortunate 
physician  and  his  counsel  are  completely  un- 
aware that  such  Federal  jurisdiction  exists. 
Our  government  has  now  formulated  a program 
for  the  study  of  medical  and  surgical  devices 
which  have  proved  to  be  defective  and  to  in- 
vestigate the  reasons  for  failure  (Booth  240). 
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Double  Contrast  Barium  Cystography  with 
Carbon  Dioxide 

Rubem  Pochaczevsky,  M.D. 

Harry  Grabstald,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City 

A double  contrast  cystogram  technic  is 
described  utilizing  sterile  barium  sulfate  and 
carbon  dioxide.  It  proved  especially  useful  in 
the  detection  and  evaluation  of  bladder  tumors. 
A radiographic  diagnostic  sign,  the  “bladder 
horn”  sign,  is  described  as  presumptive  in- 
direct evidence  of  muscular  infiltration  by 
tumor.  The  technic  offers  distinct  advantages 
over  conventional  cystographic  procedures  using 
sodium  iodide  or  organic  iodine  compounds  and 
is  recommended  in  the  study  of  single  or  diffuse 
polypoid  lesions  of  the  bladder,  as  an  adjunct  in 
the  staging  of  malignant  neoplasms,  and  as  an 
aid  in  differentiating  bladder  wall  from  intra- 
luminal disease  processes.  It  is  the  procedure 
of  choice  when  a history  of  allergy  or  sensitivity 
to  iodine  compounds  exists  or  when  radioactive 
iodine  thyroid  studies  are  contemplated  (Booth 
241). 


Extrasellar  Extension  of  Pituitary  Tumors 

Sol  M.  Unger,  M.D. 

K.  F.  Chan,  M.D. 

Erich  Krueger,  M.D. 

Veterans  Administration  Hospital,  New 
York  City 

Extrasellar  extension  of  pituitary  tumors 
should  receive  more  attention.  Cases  have 
been  selected  demonstrating  extension  of  pitu- 
itary adenomas,  particularly  the  chromophobe 
type,  into  the  adjacent  nasopharynx,  ethmoid 
sinuses,  frontal  lobe  cavernous  sinus,  and 
temporal  lobe  extension,  as  well  as  superior 
and  posterior  extension  to  the  region  of  the  third 
ventricle  and  aqueduct  of  Sylvius.  Pneumo- 
encephalograms and  arteriograms,  as  well  as 
plain  skull  films  will  demonstrate  the  cases 
described  (Booth  242). 


The  Value  of  Biplane  Splenoportography 

Harry  Miller,  M.D.,  and  Associates 

Albert  Einstein  College  of  Medicine  of 
Yeshiva  University,  The  Bronx 
This  exhibit  is  intended  to  show  by  means  of 
x-ray  films,  translucent  diagrams,  and  Koda- 
chrome  transparencies  the  clinical  value  of 
simultaneous  anteroposterior  and  lateral  views 
of  the  aportal  anatomy.  Twelve  cases  are 
shown  with  the  clinical  history  included;  in 
each  the  splenoportograms  are  shown  to  be  of 
value  in  arriving  at  the  diagnosis  and  prognosis. 
Splenic  and  portal  vein  invasion  and  hepatic 
metastases  in  carcinoma  of  the  pancreas  are 
demonstrated  as  are  various  aspects  of  col- 
lateral circulation  and  functional  and  anatomic 
portal  vein  obstruction  in  cirrhosis  of  the  liver 
(Booth  243). 


Simple  Practical  Procedures  for  Regional 
Chemotherapy  of  Cancer 
Jeanne  C.  Bateman,  M.D. 

Harry  N.  Carlton,  M.D. 

George  Washington  University,  School  of 
Medicine,  Washington,  D.C. 

This  exhibit  is  a pictorial  presentation  of 
simplified  technics  of  administering  and  con- 
centrating nonvesicant  oncolytic  agents  into 
tumor  sites  including  serous  cavities,  liver,  and 
local  masses.  The  technics  do  not  require 
hospitalization  and  can  be  repeated  indefinitely. 
Results  of  such  management  in  over  1,000  cases 
are  indicated  (Booth  244). 


The  Normal  Breast  and  its  Variations  (In 
Mammography) 

Philip  Strax,  M.D. 

Maurice  M.  Pomeranz,  M.D. 

City  Hospital  at  Elmhurst,  Elmhurst 
Mammography  has  excited  great  interest  in 
recent  years.  Emphasis  has  been  placed  on  the 
changes  due  to  cancer.  Much  less  attention 
has  been  given  to  nonmalignant  variations. 
Terms  used  for  such  variations  have  been  those 
used  by  pathologists,  who  have  differed  among 
themselves  as  to  the  meaning  of  many  of  these 
terms.  A classification  of  basic  structural 
types  is  offered  on  which  is  built  a system  of 
nonmalignant  variations  based  on  basic  an- 
atomic elements  seen  on  a mammogram. 
Malignant  changes,  too,  are  classified  in  simple 
mammographic  terms.  Such  classifications 
should  make  the  radiologist  more  aware  of  the 
many  subtle  changes  present  in  the  so-called 
normal  breast  (Booth  245). 


Radioactive  Seed  Implants  for  Recurrent 
Vaginal -Pelvic  Cancers 
Leonard  M.  Liegner,  M.D. 

St.  Luke’s  Hospital,  New  York  City 
Thirteen  patients  are  presented  whose  ex- 
tensive recurrent  vaginal-pelvic  cancers  were 
treated  by  radon  and  radioactive  seed  interstitial 
volume  implants.  The  results  of  such  treat- 
ment are  detailed.  Specifically  charted  are  the 
degree  of  tumor  regression,  tumor  control,  the 
extent  of  prolongation  of  life,  and  both  im- 
mediate and  late  tissue  reactions  or  complica- 
tions. The  various  interstitial  technics  are 
shown  pictorially  as  well  as  “mock-ups”  of  the 
actual  equipment  used  for  the  three  recom- 
mended methods:  (1)  permanent  seed  implants, 
(2)  “blind  end”  removable  iridium192  nylon 
ribbons  and,  (3)  removable  ribbon  afterloading. 
X-rays  films  and  histories  of  representative 
cases  are  included  (Booth  246). 
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Hysterosalpingography:  A Plea  For  Its 

Wide  Use  in  Diagnostic  Gynecology  and  an 
Improved  Technic 

Alvin  M.  Siegler,  M.D. 

State  University  of  New  York  Downstate 
Medical  Center,  Brooklyn 

Hysterosalpingography  should  be  as  valuable 
a diagnostic  aid  to  the  gynecologist  as  pyelog- 
raphy is  to  the  urologist.  Radiographic 
visualization  of  the  bronchial  tree  and  the 
gastrointestinal  systems  is  an  acknowledged 
part  of  the  armamentarium  of  the  internist. 
The  hysterosalpingogram  is  a safe  and  expedient 
method  whereby  uterine  and  tubal  lesions  can 
i be  demonstrated.  Improved  contrast  media 
and  refinement  of  technic  have  made  it  in- 
valuable in  the  investigation  of  female  in- 
fertility, repeated  abortion,  and  abnormal 
uterine  bleeding.  The  importance  of  more 
exact  diagnosis  by  means  of  the  hysterogram 
i has  been  demonstrated,  especially  in  those 
; instances  where  the  pelvic  examination  dis- 
closed a normal  uterus  and  the  hysterogram  a 
I submucosal  lesion,  retained  placental  tissue, 
polyps,  myoma,  or  uterine  cancer  (Booth  247). 

Know  Your  Vitamins 

American  Medical  Association 
Chicago,  Illinois 

Vitamin  preparations  are  used  extensively 
and  are  valuable  when  used  properly.  For 
the  most  intelligent  use  and  beneficial  results  in 
preventive  or  therapeutic  medicine,  the  values 
and  the  limitations  of  vitamins  should  be 
realized.  It  is  important  that  a clear  dif- 
ferentiation be  made  between  vitamins  as 
dietary  supplements  and  vitamins  as  therapeutic 
agents  (Booth  S-301). 

Trichinosis 

Meat  Inspection  Division,  U.S.  Depart- 
ment of  Agriculture 
Washington,  D.C. 

Color  transparencies  of  photomicrographs 
depict  the  trichina  parasite  life  cycle.  Con- 
sumer protection  against  trichinosis  brought 
about  by  Federal  meat  inspection  requirements 
is  described.  The  need  for  thoroughly  cooking 
all  raw,  unprocessed,  and  untreated  pork  or 
[ pork-containing  items  by  the  consumer  is 
emphasized  (Booth  S-302). 

An  Aid  To  Medical  Planning  For  The 
Future 

The  Historical  Unit,  U.S.  Army  Medical 

Service 

Washington,  D.C. 

Volumes  of  the  history  of  the  medical  depart- 
- ment,  U.S.  Army,  in  World  War  II,  which  are 
i being  written  by  such  distinguished  physicians 


and  surgeons  as  Yale  Kneeland,  Jr.,  Stanhope 
Bayne- Jones,  Brian  Blades,  Michael  E.  De- 
Bakey,  W.  Paul  Havens,  Jr.,  and  hundreds 
more  are  featured.  By  acquainting  the  medical 
profession  with  the  clinical  reference  material 
contained  within  these  volumes,  it  is  hoped  that 
such  a documentation  of  war  medical  experi- 
ences will  be  of  realistic  value  toward  the  saving 
of  lives  in  the  event  of  future  similar  holocausts 
(Booth  S-303). 

Medical  Procedure  in  Workmen’s  Com- 
pensation 

New  York  State  Workmen’s  Compen- 
sation Board 
New  York  City 

Educating  the  medical  profession  in  Work- 
men’s Compensation  procedures,  thus  bringing 
about  better  cooperation  between  those  treating 
claimants  and  the  Workmen’s  Compensation 
Board,  is  emphasized.  The  benefits  of  proper 
care  and  the  application  of  rehabilitation  are 
stressed  (Booth  S-304). 

Colles’  Fracture 

New  York  and  Brooklyn  Regional  Com- 
mittee on  Trauma,  American  College  of 
Surgeons 

New  York  City 

Especially  qualified  and  selected  experts 
from  the  committee  will  serve  as  instructors 
throughout  the  meeting.  Live  models  will  be 
used  in  conjunction  with  the  exhibit,  with  the 
intention  of  improving  our  diagnosis  and  treat- 
ment of  this  important  injury.  Colles’  frac- 
tures occur  frequently.  Too  often  the  treat- 
ment of  this  has  been  inadequate  (Booth 
S-400). 

National  Syphilis  Eradication  Program 

Hollis  S.  Ingraham,  M.D.,  Commissioner 
New  York  State  Department  of  Health, 
Albany 

George  James,  M.D.,  Commissioner 

Department  of  Health,  City  of  New  York 
This  exhibit  contains  recommendations  of  the 
United  States  Public  Health  Service’s  Surgeon 
General’s  Task  Force  Report  for  syphilis  eradi- 
cation in  the  United  States.  It  centers  around 
the  private  physician’s  participation  in  this 
program,  emphasizing  the  importance  of  labora- 
tory reporting,  epidemiology,  treatment,  re- 
search information,  and  education.  Included 
with  the  exhibit  is  a large  illuminated  panel  con- 
taining a series  of  photo  transparencies  depict- 
ing both  syphilitic  lesions  and  other  common 
dermatologic  lesions  which  might  be  misdiag- 
nosed by  the  physician  (Booth  S-401). 
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1964  ANNUAL  CONVENTION 


Scientific  Motion  Pictures 

The  Americana,  New  York  City 
Tuesday,  February  11,  through  Friday,  February  14 
Motion  Picture  Theatre,  Albert  Hall 


Chairman 

Cochairman 


WILLIAM  J.  SULLIVAN,  M.D.,  Westchester 
KENNETH  B.  OLSON,  M.D.,  Albany 
LESTER  COLEMAN,  M.D.,  New  York 
LEO  L.  LEVERIDGE,  M.D.,  New  York 


Highlights  of  the  1964  Program 

1.  Eight  to  ten  teaching  films,  plus  four  or  five  premieres 

2.  A wide  variety  of  subjects  sure  to  be  of  interest  to  all  specialties 

3.  A film  that  received  the  1963  “ Award  of  Merit ” at  the  meeting  of  the 
Photographic  Association  in  Atlanta,  Georgia 

4.  A few  films  narrated  by  their  authors 


Tuesday,  February  11 
Morning 

9 : 00  Presentation  by  the  Medical  Film  Guild, 
Ltd.,  New  York  City 

Medical  Society  Presentation 

10:00  Proctosigmoidoscopy:  A Part  of  the 
Physical  Examination 

American  Cancer  Society,  Inc., 
New  York  City 

10:24  Ulcers  of  the  Anus  and  Rectum 

Raymond  J.  Jackman,  M.D.,  and 
Robert  J.  Spencer,  M.D.,  Rochester, 
Minnesota 

10:49  Aldosterone  and  Its  Control  in 
Edema 

Jam  Handy  Organization,  Detroit, 
Michigan 

11:16  The  Microsurgical  Repair  of 
Peripheral  Nerves 

James  W.  Smith,  M.D.,  New  York 
City 

11:38  Diagnosis  and  Management  of  Pri- 
mary Glaucoma  in  Adults 

Ulysses  M.  Carbajal,  M.D.,  and 
Robert  V.  Shearer,  M.D.,  Depart- 
ment of  Ophthalmology,  University  of 
Loma  Linda  School  of  Medicine,  Los 
Angeles,  California 

Intermission 


Afternoon 

2:00  The  World  of  the  Schizophrenic 

Sandoz  Pharmaceuticals,  Hanover, 
New  Jersey 

2:23  Bilateral  Scalene  Lymph  Node  Ex- 
cision — Bilateral  Thoracic  Duct 
Cannulation 

William  H.  Falor,  M.D.,  and  Ev- 
erett Bratcher,  M.D.,  Akron  City 
Hospital,  Akron,  Ohio 
( This  film  received  the  1963  “ Award  of 
Merit ” at  the  Photographic  Association  \ 
Meeting) 

2:41  Extracorporeal  Circulation  With 
Hypothermia  for  Open  Heart  Sur- 
gery 

Frank  Gerbode,  M.D.,  and  John  ! 
Osborn,  M.D.,  San  Francisco,  Cali- 
fornia 

3:21  Medical  Certification  of  Causes  of  \ 
Death 

Communicable  Disease  Center, 
Atlanta,  Georgia 

3:40  Nephrosis  in  Children 

Leo  L.  Leveridge,  M.D.,  New  York 
City 

4 : 00  Presentation  by  the  Medical  Film  Guild, 
Ltd.,  New  York  City 
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Wednesday,  February  12 
Morning 

9 : 00  Presentation  by  the  Medical  Film  Guild, 
Ltd.,  New  York  City 

Medical  Society  Presentation 

10:00  Physical  Diagnosis:  Neurologic 

Signs — Motor  and  Sensory  Systems 
Bernard  J.  Alpers,  M.D.,  Phila- 
delphia, Pennsylvania,  and  F.  J. 
Margolis,  M.D.,  Detroit,  Michigan 

10:31  Manual  Removal  of  the  Placenta 

Bruce  Mayes,  M.D.,  Sydney,  Aus- 
tralia 

10:45  Face  of  An  Addict 

Cooperation  of  the  Division  of  Nar- 
cotics Control  and  the  Mental 
Health  Division,  Department  of 
National  Health  and  Welfare, 
Canada 

| 11:17  Clean  Voided  Urine:  Its  Collection 
and  Culture 

Emily  B.  Fergus,  M.D.,  and  Louis 
J.  Lancaster,  M.D.,  Seattle,  Wash- 
ington 

11:43  We  Speak  Again:  The  Rehabilita- 
tion of  Laryngectomized  Patients 

Leroy  A.  Schall,  M.D.,  in  coopera- 
tion with  E.  R.  Squibb  and  Sons, 
New  York  City 

Intermission 

Afternoon 

2:00  Diabetes  in  Youth 

Eliot  P.  Joslin,  M.D.,  Boston, 
Massachusetts,  in  cooperation  with 
Wayne  State  University  Audio- 
Visual  Utilization  Center,  De- 
troit, Michigan 

3:02  Examination  of  the  Peripheral 
Joints 

Paul  J.  Bilk  a,  M.D.,  Minneapolis, 
Minnesota,  in  cooperation  with  the 
Arthritis  and  Rheumatism  Foun- 
dation, New  York  City 

3 : 31  Diagnosis  and  Management  of  Fun- 
gous Infections  of  the  Skin,  Hair, 
and  Nails 

Rudolph  Baer,  M.D.,  New  York 
City;  E.  Richard  Harrell,  M.D., 
Ann  Arbor,  Michigan;  J.  Lamar 
Callaway,  M.D.,  and  N.  F.  Co- 
nant,  Ph.D.,  Durham,  North  Caro- 
lina; Clarence  Livingwood,  M.D., 
Detroit,  Michigan;  James  Gant, 
Jr.,  M.D.,  Washington,  D.C.;  and 
J.  W.  Wilson,  M.D.,  Los  Angeles, 
California 

4 : 00  Presentation  by  the  Medical  Film  Guild, 
Ltd.,  New  York  City 


Thursday,  February  13 
Morning 

9 : 00  Presentation  by  the  Medical  Film  Guild, 
Ltd.,  New  York  City 

Medical  Society  Presentation 

10:00  Surgery  of  Arterial  Occlusive  Dis- 
ease 

Michael  E.  DeBakey,  M.D.,  E. 
Stanley  Crawford,  M.D.,  Denton 
A.  Cooley,  M.D.,  and  George  C. 
Morris,  Jr.,  M.D.,  Houston,  Texas 

10:36  Postoperative  Management  of  Co- 
lostomy 

S.  Arthur  Localio,  M.D.,  Allen  H. 
Postel,  M.D.,  and  W.  Robson  N. 
Grier,  M.D.,  Department  of  Sur- 
gery, New  York  University  Medical 
Center,  New  York  City 

11:01  The  Microsurgical  Repair  of 
Peripheral  Nerves 

James  W.  Smith,  M.D.,  New  York 
City 

11:23  Innovations  in  Transfusion  Ther- 
apy 

Carl  W.  Walter,  M.D.,  Boston, 
M assachusetts 

11:53  Correction  of  Acute  Dissecting 
Aneurysm  of  the  Aorta  with  Valvu- 
lar Insufficiency 

George  C.  Morris,  Jr.,  M.D., 
Walter  S.  Henly,  M.D.,  and 
Michael  E.  DeBakey,  M.D.,  Hous- 
ton, Texas 

Intermission 

Afternoon 

2 : 00  Angina  Pectoris 

Samuel  A.  Levine,  M.D.,  Boston, 
Massachusetts,  and  F.  J.  Margolis, 
M.D.,  Detroit,  Michigan 

2:57  Hip  Fusion  With  Muscle  Pedicle 
Graft 

Robert  F.  Warren,  M.D.,  Brooklyn 

3:14  Cineangiocardiography  in  Acquired 
Valvular  Heart  Disease 

David  G.  Greene,  M.D.,  Ivan  L. 
Bunnell,  M.D.,  Orlando  J.  Mar- 
telo,  M.D.,  Colin  Grant,  M.B.,  and 
David  C.  Dean,  M.D.,  Buffalo 
Narration  by  David  C.  Dean,  M.D. 

3:31  A Study  in  Maternal  Attitudes 

New  York  Fund  for  Children, 
New  York  City 

4:00  Presentation  by  the  Medical  Film  Guild, 
Ltd.,  New  York  City 
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Friday,  February  14 

Morning 

9 : 00  Presentation  by  the  Medical  Film  Guild, 
Ltd.,  New  York  City 

Medical  Society  Presentation 

10:00  A New  Diagnostic  Technique  for 
Stroke:  Retrograde  Cerebral  Angi- 
ography 

Robert  A.  Kuhn,  M.D.,  Morris- 
town, New  Jersey 

10:32  Medical  Certification  of  Causes  of 
Death 

Communicable  Disease  Center, 
Atlanta,  Georgia 

10:51  The  World  of  the  Schizophrenic 

Sandoz  Pharmaceuticals,  Hanover, 
New  Jersey 

11:14  We  Speak  Again:  The  Rehabilita- 
tion of  Laryngectomized  Patients 

Leroy  A.  Schall,  M.D.,  in  coopera- 
tion with  E.  R.  Squibb  and  Sons, 
New  York  City 

11:32  Manual  Removal  of  the  Placenta 

Bruce  Mayes,  M.D.,  Sydney,  Aus- 
tralia 

11:46  Borderline  Prostatectomy:  A New 
Prevesical  Suprapubic  Prostatec- 
tomy 

A.  H.  Kleiman,  M.D.,  New  York 
City 


Intermission 

Afternoon 

2 : 00  Angina  Pectoris 

Samuel  A.  Levine,  M.D.,  Boston, 
Massachusetts,  and  F.  J.  Margolis, 
M.D.,  Detroit,  Michigan 

2:57  Physical  Diagnosis:  Neurologic 

Signs — Motor  and  Sensory  Systems 
Bernard  J.  Alpers,  M.D.,  Phila- 
delphia, Pennsylvania,  and  F.  J. 
Margolis,  M.D.,  Detroit,  Michigan 

3:28  Clean  Voided  Urine:  Its  Collection 
and  Culture 

Emily  B.  Fergus,  M.D.,  and  Louis 
J.  Lancaster,  M.D.,  Seattle,  Wash- 
ington 

3:54  Correction  of  Acute  Dissecting  An- 
eurysm of  the  Aorta  with  Valvular 
Insufficiency 

George  C.  Morris,  Jr.,  M.D.,  Wal- 
ter S.  Henly,  M.D.,  and  Michael 
E.  DeBakey,  M.D.,  Houston,  Texas 

4 : 00  Presentation  by  the  M edical  Film  Guild, 
Ltd.,  New  York  City 

The  Committee  is  most  grateful  for  the  coop- 
eration of  the  Medical  Film  Guild,  Ltd.,  and  of 
its  president,  Mr.  Joseph  P.  Hackel,  who  handles 
all  our  films  on  the  convention  program. 

Mr.  Hackel  will  present  his  own  films  before 
10:00  a.m.  and  after  4:00  p.m.  The  State  So- 
ciety program  will  be  scheduled  from  10:00  a.m. 
to  4:00  p.m.  Tuesday  through  Friday. 
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Woman’s  Auxiliary 


28th  Annual  Convention 
The  Americana,  New  York  City 

Sunday,  February  9,  through  Wednesday,  February  12, 1964 

Our  president,  Mrs.  Ezra  A.  Wolff , the  officers,  and  the  Convention  Committee  cordially  invite 
you  to  attend  all  sessions  and  social  activities. 

All  doctors'  wives,  not  only  Auxiliary  members,  are  invited  and  urged  to  register  and  attend 
our  meetings  and  social  functions. 


Sunday,  February  9 

1:30  p.m.-5:00  p.m. 
2:00  p.m. 

4:00  p.m. 

Registration 

Board  of  Directors  meeting 

Film,  “The  One  Who  Heals,”  and  talk  by  Dr.  Paul  McCleave,  minister, 
director  of  the  Department  of  Medicine  and  Religion  of  the  American 
Medical  Association.  All  are  urged  to  see  this  interesting  film  depict- 
ing the  relationship  between  the  medical  profession  and  the  clergy  repre- 
senting the  three  major  religions. 

6:00  p.m.-8:00  p.m. 

Reception,  honoring  past-presidents  of  the  State  Auxiliary.  Doctors  and 
their  wives  are  cordially  invited.  Entertainment  by  Auxiliary  members. 

8:30  p.m. 

Gavel  Club  Dinner  (for  past  State  Auxiliary  presidents) 

Monday,  February  10 

8:30  a.m.-4:30  p.m. 

9 : 00  A.M.-12 : 00  noon 
1:30  p.m.-4:30  p.m. 

Registration 

House  of  Delegates,  with  interesting  speakers 
House  of  Delegates 

Tuesday,  February  11 

8:30  a.m.-4:30  p.m. 
9:00  a.m.-12:00  noon 
12:30  p.m. 

Registration 
House  of  Delegates 

Luncheon  honoring  Mrs.  Ezra  A.  Wolff,  president,  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State  of  New  York,  Starlight  Roof , Waldorf- 
Astoria  Hotel.  Mrs.  C.  Rodney  Stoltz,  president,  Woman’s  Auxiliary 
to  American  Medical  Association,  guest  speaker. 

Wednesday,  February  12 

8:30  a.m.-10:30  a.m.  Registration 


9:00  a.m.-12:00  noon 

House  of  Delegates  and  installation  of  officers,  followed  by  postconvention 
meeting  of  county  presidents,  presidents-elect,  State  chairmen  and 
State  cochairmen,  officers. 

Board  of  Directors’  meeting  (time  to  be  announced) 

7:00  p.m. 

Reception  and  Dinner  Dance  honoring  William  L.  Wheeler,  Jr.,  M.D., 
President,  Medical  Society  of  the  State  of  New  York,  Imperial  Ballroom 

Officers 

President 
President-elect 
First  Vice-President 
Second  V ice-  Pres  ident 
Recording  Secretary 
Corresponding  Secretary 
Treasurer 
Assistant  Treasurer 

Mrs.  Ezra  A.  Wolff,  Forest  Hills 
Mrs.  Dominic  R.  Pitaro,  Troy 
Mrs.  Edward  W.  Briggs,  Jr.,  Wellsville 
Mrs.  John  J.  Scalzo,  Brooklyn 
Mrs.  John  W.  Platt,  New  Hartford 
Mrs.  Frank  Farrell,  Flushing 
Mrs.  Ralph  E.  Isabella,  Schenectady 
Mrs.  Edward  P.  Ryan,  Glens  Falls 

Convention 

Committee 

Chairman  Mrs.  Ferdinand  R.  Pitrelli,  Islip 

Cochairman  Mrs.  George  J.  Lawrence,  Jr.,  Bayside 
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MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 


WEDNESDAY 

FEBRUARY  12,  1964 

IMPERIAL  BALLROOM 
AMERICANA 

Seventh  Avenue 
& 52nd  Street 
New  York  City 


Annual  Dinner  Dance 


in  honor  of 

WILLIAM  L.  WHEELER,  JR.,  M.D. 

President 


Reception  at  7 p.m. 

Gourmet  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 

Subscription  $17.50  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send  me tickets  for  the  Annual  Dinner  Dance  on  February  12. 

Enclosed  please  find  my  check  for . 


NAME 

ADDRESS 


Please  attach  guest  list 
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1964  ANNUAL  CONVENTION 


Technical  Exhibits 


T he  selective  list  of  technical  exhibitors  shown  below  were  invited  by  our 
Society  to  come  to  the  1964  Annual  Meeting  and  introduce  the  latest  products 
and  developments  in  the  fields  they  represent.  Many  of  these  have  attempted 
to  coordinate  their  exhibits  with  the  program  patterns  of  the  convention. 
Specialists  and  general  practitioners  alike  will  find  in  these  displays  in- 
teresting new  items  to  assist  them  in  the  pursuit  of  their  daily  professional 
activities.  Exhibitors  look  forward  to  the  pleasure  of  meeting  and  serving 
members  and  guests  of  the  Medical  Society  of  the  State  of  New  York. 


Abbott  Laboratories  Booths  25  and  26 

North  Chicago,  Illinois 

Erythrocin  Products,  Eutonyl,  Enduron, 
and  Enduronyl 

Air-Shields,  Inc.  Booth  129 

Hatboro,  Pennsylvania 

Isolette  Infant  Incubator,  Ambu  Rescue 
Breathing  Equipment,  Mistifier  Cool  Mist 
and  Oxygen  Tent 

The  Alkalol  Company  Table  C 

Taunton,  Massachusetts 
Alkalol  and  Irrigol 

American  Optical  Company, 

Instrument  Division  Booth  28 

Buffalo,  New  York 

Lown  Cardioverter,  Cardiometer,  Defibril- 
lator, and  Oximeter 

American  Sterilizer 

Company  Booths  89  and  90 

Erie,  Pennsylvania 

Portable  Office  Autoclaves,  Models  613R 
and  8816M;  Dynapoise  Physicians  Ex- 
amining Table;  Portable  Office  Sanitizer, 
Model  A416S;  Aristrocrat  Autoclave, 
Model  1022 

Americana  Corporation  Booth  92 

New  York  City 

Encyclopedia  Americana 

Ames  Company,  Inc.  Booth  49 

Elkhart,  Indiana 

Hema-Combistic  and  other  diagnostic  aids 


Amfre-Grant,  Inc.  Booth  37 

Brooklyn,  New  York 

Azolate,  Dicorvin,  Corovas  and  Neo- 
Corovas,  Causalin,  Baculin 

Armour  Pharmaceutical 

Company  Booth  67 

Chicago,  Illinois 

Astra  Pharmaceutical  Products, 

Inc.  Booth  5 

Worcester,  Massachusetts 

Xylocaine  HC1,  Xylocaine  Ointment,  Xylo- 
caine  Jelly,  Xylocaine  Viscous  and  Astrafer 
I.V. 

Barrows  Biochemical  Products 

Corp.  Booth  118 

Inwood,  Long  Island,  New  York 
Coenzyme-B 

Berkeley  Medical  Instruments  Booth  70 

Berkeley,  California 

Hemoglobin  Colorimeter,  Cholesterol  Col- 
orimeter, Glucose  Colorimeter,  Multi-Pur- 
pose Colorimeter 

Borcherdt  Company  Booth  36 

Chicago,  Illinois 

Maltsupex,  Ferromalt,  Urolitia,  Syllamalt 

Brewer  & Company,  Inc.  Booth  3 

Worcester,  Massachusetts 

Sus-Phrine,  Luasmin,  Thesodate,  Asteric, 
Nabcon,  Amchlor,  Enkide 
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Bristol  Laboratories, 

Div.  of  Bristol-Myers  Company  Booth  15 

Syracuse,  New  York 

Brown  Shoe  Company  Booth  63 

St.  Louis,  Missouri 

The  Wikler  Shoe  by  Buster  Brown 

Burroughs  Wellcome  & Co. 

(USA)  Inc.  Booth  68 

Tuckahoe,  New  York 

Neosporin  and  Cortisporin  Creams,  Man- 
tadil  Cream,  Actifed,  Cardilate 

Cambridge  Instrument  Company, 

Inc.  Booth  76 

New  York  City 

Electrocardiograph,  Stethographs,  Multi- 
Channel  Recorders,  Audio-Visual  Heart 
Sound  Recorders,  Defibrillators,  pH  Meters 

Cameron -Miller  Surgical  Instruments 
Company  Booth  115 

Chicago,  Illinois 

Electrically  Lighted  Diagnostic  Equipment, 
Electrosurgical  Units 

S.  H.  Camp  & Company  Booth  132 

Jackson,  Michigan 

Surgical  Supports  and  Appliances 

Carnation  Company  Booth  48 

Los  Angeles,  California 

Carnation  Evaporated  Milk,  Carnalac  and 
Carnation  Instant  Non-Fat  Milk 

Carnrick  Laboratories  Booth  116 

Summit,  New  Jersey 

Midrin,  Bontril  Timed  #1  and  #2,  Penite, 
Nolamine 

The  Chloraseptic  Company  Booth  82 

Washington,  D.C. 

Chloraseptic  Mouthwash  and  Gargle 

Ciba  Pharmaceutical  Company  Booth  35 

Summit,  New  Jersey 
Esidrix  K 

The  Coca-Cola  Company  Booth  65 

Atlanta,  Georgia 

Ice-cold  Coca-Cola 

Combined  Book  Exhibit, 

Inc.  Booths  A and  B 

New  York  City 

Medical  and  Scientific  Books 
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Contour  Chair  Lounge 

Corporation  Booth  27 

New  York  City 

Contour  Chairs 

Cott  Corporation  Booth  104 

Manchester,  New  Hampshire 
Cott  Low  Calorie  Beverages 

Dannon  Milk  Products,  Inc.  Booth  43 

Long  Island  City,  New  York 
Dannon  Yogurt 

Joseph  K.  Dennis  Company,  Inc.  Booth  D 

Chicago,  Illinois 
Insurance 

The  Dietene  Company  Booth  8 

Minneapolis,  Minnesota 

Meritene  Protein- Vitamin- Mineral  Supple- 
ment, Dietene  Reducing  Formula 

Dome  Chemicals  Inc.  Booth  32 

New  York  City 

Dome  Dermatologicals 

Eastern  School  for  Physicians 

Aides  Booth  64 

New  York  City 

Training  School  for  Medical  Assistants, 
Medical  Secretaries,  and  Medical  Labora- 
tory and  X-Ray  Technicians. 

Eckstein  Brothers  Booth  119 

Los  Angeles,  California 

Audiometers,  Hearing  Amplifiers 

Thomas  A.  Edison  Industries  Booth  111 

New  York  City 

M.E.  Voicewriter,  Mercury  Televoice- 
writer,  Escort,  Envoy,  Serenader 

The  Emko  Company  Booth  109 

St.  Louis,  Missouri 

Vaginal  Foam  Contraceptive 

Encyclopaedia  Britannica  Booth  81 

Chicago,  Illinois 

Encyclopaedia  Britannica 

Endo  Laboratories,  Inc.  Booth  123 

Richmond  Hills,  New  York 

Executone,  Inc.  Booths  13  and  14 

Long  Island  City,  New  York 

Intercom,  Sound  and  Background  Music 
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Systems,  Physiological  Monitoring  System, 
Infusion  Monitoring  System,  Hospital 
Communication  Systems,  Pocket  Page 
System  and  Doctors  Register  System 

C.  B.  Fleet  Company,  Inc.  Booth  69 

Lynchburg,  Virginia 

Phospho-Soda,  Fleet  Enema,  Oil  Retention 
Enema,  and  Theophylline  Rectal  Unit 

Fuller  Pharmaceutical 

Company  Booth  120 

Minneapolis,  Minnesota 

Tucks,  Therapads,  Fuller  Shield  and 
Scopettes 

Geigy  Pharmaceuticals, 

Div.  of  Geigy  Chemical 

Corporation  Booth  83 

Ardsley,  New  York 

Geriatric  Pharmaceutical  Corp.  Booth  42 
Floral  Park,  Long  Island,  New  York 
Ger-O-Foam  and  Bilezyme 

Group  Health  Insurance,  Inc.  Booth  127 

New  York  City 

Health  Insurance 

Guardian  Chemical  Corporation  Booth  108 

Long  Island  City,  New  York 

Airaseptic  Antiseptic  Aerosol,  Renacidin, 
Lubraseptic  Jelly 

Hiss  Pharmacal  Co.,  Inc.  Booth  110 

Utica,  New  York 

Asmadil  Unicelles,  Toin  Unicelles,  Vaso- 
trate  Unicelles,  Vaso-80  Unicelles,  and 
Melfiat  Unicelles 

Holland-Rantos  Company,  Inc.  Booth  18 

New  York  City 

Hyva  Gentian  Violet  Vaginal  Tablets, 
Nylmerate  Jelly  and  Solution,  Hollandex 
Ointment,  Koromex  Vaginal  Jelly,  Koro- 
Flex  Contouring  Diaphragms  and  Sets, 
Koromex  Diaphragms  and  Sets,  Koromex 
Douche  Powder 

International  Pharmaceutical 

Corp.  Booth  121 

Norristown,  Pennsylvania 
Gly-Oxide,  Debrox 

Jacuzzi  Research,  Inc.  Booth  139 

Richmond,  California 

Jacuzzi  Whirlpool  Bath 


Johnson  & Johnson  Booth  11 

New  Brunswick,  New  Jersey 

Adaptic  Non- Adhering  Dressings,  Band- 
Aid  Sterile  Drape,  Dermicel  Surgical  Tape, 
Index  Single-use  Enema,  Surgicel  Absorb- 
able Hemostat 

Knoll  Pharmaceutical  Company  Booth  40 

Orange,  New  Jersey 

Akineton,  Bromural,  Dilaudid,  Dilaudid 
Cough  Syrup,  Dilaudid  and  Atropine, 
Euresol,  Euresol  Pro  Capillis,  Nico-Metra- 
zol,  Octin,  Quadrinal  Tablets  and  Suspen- 
sion, Tensodin,  Theocalcin,  Verequad, 
Vita-Metrazol,  Metrazol 

Lakeside  Laboratories,  Inc.  Booth  73 

Milwaukee,  Wisconsin 

Lederle  Laboratories  Booth  34 

Pearl  River,  New  York 

Declomycin,  Achromycin  V,  Aristocort, 
Hydromox,  Varidase,  Gevrite,  Gevrine 

Thos.  Leeming  & Company,  Div. 

Chas.  Pfizer  & Co.,  Inc.  Booth  114 

New  York  City 

Metamine  and  Desitin  Ointment 

Eli  Lilly  and  Company  Booths  23  and  24 

Indianapolis,  Indiana 

Anhydron,  Ilosone,  Amytal 

J.  B.  Lippincott  Company  Booth  2 

Philadelphia  5,  Pennsylvania 

Books  and  Journals  in  the  Field  of  Medicine 
and  Allied  Sciences 

Lloyd  Brothers,  Incorporated  Booth  57 

Cincinnati,  Ohio 

Loma  Linda  Foods  Booth  130 

Riverside,  California 

Luke  Pharmaceutical,  Inc.  Booth  93 

Fair  Winds,  Delaware 

Enisyl,  Enisyl  Syrup,  Dione,  Enisyl  V, 
Enisyl  with  Iron,  A.V.M. 

Mayflower  Surgical  Supply  Co., 

Inc.  Booth  72 

Brooklyn,  New  York 

Ultra  Sounds,  Heartpacers,  E.C.G.,  Physio- 
therapy Equipment,  Autoclaves,  Lights, 
Medical  Furniture 

Mead  Johnson  Laboratories  Booth  12 

Evansville,  Indiana 
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Tempra,  Tribute,  Mucomyst,  Enfamil, 
Peri-Colace,  Natalins 

Medco  Products  Company,  Inc.  Booth  51 

Tulsa,  Oklahoma 

Medical  Film  Guild,  Ltd.  Booth  F 

New  York  City 

Medical  Leasing  Plan 

Associates  Booth  65A 

Levittown,  New  York 

Merck  Sharp  & 

Dohme  Booths  59,  60,  79,  80 

West  Point,  Pennsylvania 

Service  to  Medicine.  MSD  Postgraduate 
Program.  Selected  Products. 

The  Wm.  S.  Merrell  Company  Booth  135 

Cincinnati,  Ohio 

Tenuate  Dospan 

National  Dairy  Council  Booth  91 

New  York  City 

The  National  Drug  Company  Booth  39 

Philadelphia,  Pennsylvania 

Parenzyme,  Orenzyme,  AVC,  Tepanil,  and 
Tepanil  Ten-Tab 

Neutrogena  Corporation  Booth  113 

Santa  Monica,  California 

Neutrogena  Soap,  Acigena  Hand  and  Skin 
Lotion,  Bathagena  Body  Care 

New  York  Seven-Up  Bottling  Co., 

Inc.  Booth  87 

New  York  City 

Serving  Seven-Up 

New  York  Telephone  Booths  96  & 97 

Company 

New  York  City 

Nikon,  Inc.  Booth  126 

New  York  City 

Laboratory  Microscopes,  Fundus  Camera, 
and  Medical  Cameras 

No -Cal  Corporation  Booth  62 

Brooklyn,  New  York 
No-Cal  Beverages 

Organon,  Inc.  Booth  85 

West  Orange,  New  Jersey 

Hexadrol,  Wigraine,  Cotazym,  Durabolin, 
Deca-Durabolin 


Ortho  Pharmaceutical 

Corporation  Booth  45 

Raritan,  New  Jersey 

Delfen,  Preceptin,  Ortho-Creme,  Ortho- 
Gynol,  Ortho-No vum,  Sporostacin  Lotion 
and  Solution,  Sultrin,  Gentersal,  Aci-Jel 
Therapeutic  Jelly,  Rarical  Tablets,  Nicker- 
son’s Medium,  Trichomonas,  Actase,  and 
all  Diaphrams 

Parke  Davis  & Company  Booth  10 

Detroit,  Michigan 

Pharmaceuticals,  Biologicals,  Surgical 
Dressings 

Pfizer  Laboratories, 

Div.  Chas.  Pfizer  & Company, 

Inc.  Booth  4 

New  York  City 

Renese,  Terramycin,  Vistaril,  Diabinese 

Pharmacia  Laboratories,  Inc.  Booth  54 

Rochester,  Minnesota 

Azulfidine,  Pharmalax,  Skopyl 

Philips  Roxane  Laboratories  Booth  134 

Columbus,  Ohio 

Photoeaze  Manufacturing,  Inc.  Booth  G 

New  York  City 
Photographic 

Physicians  Products  Co.,  Inc.  Booth  133 

Petersburg,  Virginia 

Betadine  Antiseptic  Solution,  Betadine 
Douche,  Betadine  Ointment,  Betadine 
Shampoo,  Betadine  Skin  Cleanser,  Betadine 
Surgical  Scrub,  Betadine  Vaginal  Gel 

Plough  Laboratories,  Inc.  Booth  117 

Memphis,  Tennessee 

Silain  Tablets,  Silain-Gel  Tablets,  Silain- 
Gel  Liquid,  Sibena  Tablets 

Procter  & Gamble  Booths  30  and  66 

Cincinnati,  Ohio 

Ivory  Soap,  Head  & Shoulders 

The  Purdue  Frederick  Company  Booth  128 

Yonkers,  New  York 

Gentlax  Granules,  Paremycin  Elixir,  Seno- 
kot  Granules,  Senokot  Tablets,  Senokot 
Suppositories 

Riker  Laboratories,  Inc.  Booth  131 

Northidge,  California 

Medihaler-Duo,  Medihaler-EPI,  Lipo- 
Hepin,  Norflex  Medihaler-Iso,  Titralac 
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A.  H.  Robins  Company  Booth  61 

Richmond,  Virginia 

Ethical  Pharmaceuticals 

Roche  Laboratories  Booth  19 

Nutley,  New  Jersey 

Rocky  Mountain  Dental  Products 

Co.  Booth  38 

Denver,  Colorado 

Nuk  Sauger  Orthodontic  Nipple  and 
Exercisers 

J.  B.  Roerig  & Company  Booth  31 

New  York  City 

Tao,  Enarax,  Bonadoxin,  and  Maxipen 

William  H.  Rorer,  Inc.  Booth  78 

Fort  Washington,  Pennsylvania 
Ananase  Tablets  and  Maalox 

Safair  Flying  Service,  Inc.  Booth  52 

Teterboro,  New  Jersey 

Distributors  for  Piper  Aircraft  Corporation. 
Piper  Display  Panel 

Sanborn  Company  Booth  50 

Waltham,  Massachusetts 

Viso-Monitor  and  Hemodiluter,  Sanborn/ 
Frommer  Cell  Counter,  and  Electrocardio- 
graphs 

Sandoz  Pharmaceuticals  Booth  86 

Hanover,  New  Jersey 

Mellaril,  Sansert,  Cafergot  PB,  Fiorinal  and 
Fiorinal  with  Codeine 

Sardeau,  Inc.  Booth  74 

New  York  City 

W.  B.  Saunders  Company  Booth  112 

Philadelphia,  Pennsylvania 
Medical  Books 

Schering  Corporation  Booth  77 

Union,  New  Jersey 

Naquival,  Rela,  Coricidin,  and  Celestone 

Julius  Schmid,  Inc.  Booth  55 

New  York  City 

Immolin,  Ramses  and  Bendex  Diaphragms, 
Ramses  Vaginal  Jelly,  Vagisec  Liquid  and 
Vagisec  Plus  Jelly  and  Suppositories, 
XXXX  (Fourex)  Skin  Condoms,  Ramses, 
Sheik  and  Sheik  Lubricated  Rubber  Con- 
doms 


G.  D.  Searle  & Co.  Booth  88 

Chicago,  Illinois 

Enovid,  Pro-Banthine,  Metamucil,  Flagyl, 
Dramamine 

Sherman  Laboratories  Booth  46 

Detroit,  Michigan 

Elixophyllin,  Persistin,  and  Protamide 

Siemed,  Inc.  Booth  137 

Hinsdale,  Illinois 

Cardiomat,  Ultratherm,  Sonostat,  and 
Echo-Encephalograph 

Spencer  International  Press,  Inc.  Booth  6 

Chicago,  Illinois 

Encyclopedia  International 

E.  R.  Squibb  & Sons  Booth  58 

New  York  City 
Mysteclin-F 

Stiefel  Laboratories,  Inc.  Booth  16 

Oak  Hill,  New  York 

The  Stuart  Company,  Div.  Atlas 
Chemical  Industries,  Inc.  Booth  17 

Pasadena,  California 

Mylanta,  Stuart  Prenatal-F,  Mulvidren-F, 
Cari-Tab,  and  Mulvidren  Junior 

Swift  & Company  Booth  53 

Chicago,  Illinois 

Swift’s  Meats  for  Babies,  Swift’s  Egg  Yolk 
Products,  Swift’s  High  Meat  Dinners,  and 
Swift’s  Jr.  Franks 

Syntex  Laboratories,  Inc.  Booth  105 

Palo  Alto,  California 

Tara-San,  Ltd.  Booth  94 

New  York  City 

Hand-made  apparel  for  the  physician  at 
work  and  leisure. 

M.  R.  Thompson,  Inc.  Booth  20 

New  York  City 

Nikoban  Pastilles 

United  Medical  Service  Booth  29 

New  York  City 

Greater  New  York’s  Blue  Shield  Program 

The  Upjohn  Company  Booths  21  and  22 

Kalamazoo,  Michigan 
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U.  S.  Vitamin  & Pharmaceutical 

Corp.  Booth  9 

New  York  City 
D.B.I. 

The  Vaponefrin  Company  Booth  122 

New  York  City 

Vaponefrin  Solution,  Vaponefrin  Nebulizer 

Walker  Laboratories  Booth  84 

Mount  Vernon,  New  York 
Dilamin,  Nicalex,  Uticon 

Wallace  Laboratories  Booth  1 

Cranbury,  New  Jersey 
Caplaril 

Wampole  Laboratories  Booth  41 

Stamford,  Connecticut 

UCG  Test,  Avazyme  Tablets,  Organidin 
Solution,  Elixir,  Tablets;  Tussi-Organidin, 
Theo-Organidin,  Ephed-Organidin 

H.  F.  Wanvig,  Inc.  Booth  106 

New  York  City 

Malpractice  Insurance  Program,  Medical 
Society  of  the  State  of  New  York 


Warner-Chilcott  Laboratories  Booth  75 

Morris  Plains,  New  Jersey 
Gelusil,  Peritrate 

Warren-Teed  Pharmaceuticals, 

Inc.  Booth  7 

Columbus,  Ohio 

Modane  and  Kaon 

Westwood  Pharmaceuticals  Booth  47 

Buffalo,  New  York 

Alpha-Keri,  Keri  Lotion,  Fostex,  Sebulex 

White  Laboratories  Booth  33 

Kenilworth,  New  Jersey 

Permitil  Chrontab  Tablets 

Winthrop  Laboratories  Booth  56 

New  York  City 

Trancogesic,  Isuprel  Mistometer,  Winstrol 

W-T-S  Pharmaceuticals  Booth  44 

Rochester,  New  York 

Desenex  and  Caldesene 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of 
Delegates 

February  10  through  13,  1964 
Americana,  New  York  City 


Monday,  February  10,  1964 


Opening  Session 10:00  a.m. 

Reference  Committees 2:00  p.m. 

Tuesday,  February  11,  1964 

Second  Session  (for  introduction 

of  resolutions  only) 9:30  a.m. 

Reference  Committees 10:00  a.m. 

Reference  Committees 2:00  p.m. 

Wednesday,  February  12,  1964 

Third  Session 9:00  a.m. 

Fourth  Session 2:00  p.m. 

Thursday,  February  13,  1964 

Fifth  Session 9:00  a.m. 


Schedule  of  Sessions 71 

Order  of  Business 72 

Members  of  House 73 

Reference  Committees 76 

Resume  of  Instructions  from  1963 
House  and  Actions  Thereon 78 

Annual  Reports  to  House 83 

Additional  Annual  Reports 


see  January  15  issue 


Schedule 

of 

Sessions 


January  1,  1964  / New  York  State  Journal  of  Medicine  71 


According  to  the  Bylaws , Chapter  II,  Section 
7,  the  following  shall  he  the  order  of  business  at 
the  sessions  of  the  House  of  Delegates : 


Order  of 

2. 

Business  3. 

4. 

5. 

6. 

7. 

8. 
9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 
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Calling  the  meeting  to  order. 
Invocation. 

National  Anthem. 

Report  of  Reference  Committee  on 
Credentials. 

Report  by  the  secretary  as  to  the 
presence  or  absence  of  a quorum. 

Remarks  by  the  speaker. 

Reading  the  minutes  of  the  previous 
meeting  by  title. 

Report  of  the  president. 

Address  of  the  president-elect. 

Report  of  the  Judicial  Council. 

Report  of  the  Council. 

Report  of  the  secretary. 

Report  of  the  treasurer. 

Report  of  the  Board  of  Trustees. 

Reports  of  district  branches  by  district 
delegates. 

Reports  of  special  committees. 

Reports  of  reference  committees. 
Unfinished  business. 

New  business. 

Adjournment. 


January  1,  1964 


1964  HOUSE  OF  DELEGATES 


Members 


The  following  pages  contain  a complete  list  of  the  members  of  the  1964 
House  of  Delegates  of  the  Medical  Society  of  the  State  of  New  York. 


Officers  1963-1964 

President — William  L.  Wheeler,  Jr.,  New  York 
President-Elect — George  A.  Burgin,  Herkimer 
Vice-President — Maurice  J.  Dattelbaum,  Kings 
Secretary — Waring  Willis,  Westchester 
Assistant  Secretary — Walter  T.  Heldmann,  Rich- 
mond 

Treasurer — Samuel  Z.  Freedman,  New  York 
Assistant  Treasurer — Thomas  F.  McCarthy, 
Bronx 

Speaker — Frederick  A.  Wurzbach,  Jr.,  Bronx 
Vice-Speaker — E.  Dean  Babbage,  Erie 

Councillors 

Term  Expires  1964 
John  F.  Kelley,  Oneida 
John  C.  McClintock,  Albany 
Walter  Scott  Walls,  Erie 
Joseph  G.  Zimring,  Nassau 
Term  Expires  1965 
James  M.  Blake,  Schenectady 
William  T.  Boland,  Chemung 
Charles  M.  Brane,  Westchester 
George  J.  Lawrence,  Jr.,  Queens 
Term  Expires  1966 
George  Himler,  New  York 
Edward  C.  Hughes,  Onondaga 
Joseph  J.  Kaufman,  Wayne 
Solomon  Schussheim,  Kings 

Trustees 

Leo  E.  Gibson,  Onondaga,  Chairman 
John  M.  Galbraith,  Nassau 
Norman  S.  Moore,  Tompkins 
Renato  J.  Azzari,  Bronx 
Thurman  B.  Givan,  Kings 
Gerald  D.  Dorman,  New  York 
Joseph  A.  Lane,  Monroe 

Past  Presidents 

1923-1924 — Orrin  Sage  Wightman,  New  York 
1932-1933— Chas.  Gordon  Heyd,  New  York 
1934-1935 — Arthur  J.  Bedell,  Albany 
1944-1945 — Herbert  H.  Bauckus,  Erie 
1947-1948 — Louis  H.  Bauer,  Nassau 
1950-1951 — Carlton  E.  Wertz,  Erie 

1952- 1953 — Edward  T.  Wentworth,  Monroe 

1953- 1954 — Andrew  A.  Eggston,  Westchester 

1955- 1956 — Renato  J.  Azzari,  Bronx 

1956- 1957 — James  Greenough,  Otsego 

1957- 1958 — Thurman  B.  Givan,  Kings 

1958- 1959 — Leo  E.  Gibson,  Onondaga 


1959- 1960 — Henry  I.  Fineberg,  Queens 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 

1962- 1963 — Joseph  A.  Lane,  Monroe 

Commissioner,  New  York  State  Depart- 
ment of  Health 

Hollis  S.  Ingraham,  Albany 
District  Delegates 

{Elected  Delegates  of  District  Branches) 

First — Joseph  F.  Shanaphy,  Richmond 
Second — Albert  M.  Biglan,  Suffolk 
Third — Lee  R.  Tompkins,  Sullivan 
Fourth- — Julius  Gelber,  Schenectady 
Fifth — Arthur  F.  Gaffney,  Oneida 
Sixth — Norman  C.  Lyster,  Chenango 
Seventh — Milton  Tully,  Steuben 
Eighth — Clyde  L.  Wilson,  Chautauqua 
Ninth — Frank  E.  Ciancimino,  Rockland 

Section  Delegates 

{Delegates  from  Scientific  Sections) 

Allergy — Maury  D.  Sanger,  Kings 
Anesthesiology- — Victor  J.  Tofany,  Monroe 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Dermatology  and  Sy philology — Royal  M. 

Montgomery,  New  York 
Gastroenterology  and  Proctology — I.  Richard 
Schwartz,  Kings 

General  Practice — Lawrence  Ames,  Kings 
Industrial  Medicine  and  Surgery — Marvin  L. 
Amdur,  Erie 

Medical-Legal  and  Workmen's  Compensation 
Matters — Herbert  Lansky,  Erie 
Medicine — Aaron  F eder,  Queens 
Neurology  and  Psychiatry — Arthur  M.  Meisel, 
Kings 

Obstetrics  and  Gynecology — Robert  S.  Millen, 
Nassau 

Ophthalmology — James  I.  Farrell,  Oneida 
Orthopedic  Surgery — Frederick  Lee  Liebolt, 
New  York 

Otolaryngology — John  F.  Daly,  New  York 
Pathology , Clinical  Pathology,  and  Blood  Bank- 
ing— John  J.  Clemmer,  Albany 
Pediatrics — Samuel  Karelitz,  Nassau 
Physical  Medicine  and  Rehabilitation — Henry 
Fleck,  Bronx 

Preventive  Medicine  and  Public  Health — Donald 
G.  Dickson,  Rockland 
Radiology— William  B.  Seaman,  New  York 
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Space  Medicine — Constantine  D.  Generates,  New 
York 

Surgery — Charles  E.  Wiles,  Erie 
Urology — E.  Craig  Coats,  New  York 

Delegates  from  Component  County  Med- 
ical Societies 

Albany  (4) 

James  A.  Moore,  Albany 
H.  John  Mellen,  Albany 
Joseph  J.  Russo,  Albany 
Francis  A.  Stephens,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wells ville 

Bronx  (12) 

Carl  R.  Ackerman,  Bronx 
Joseph  P.  Alvich,  Bronx 
Herbert  G.  Cohen,  Bronx 
Walter  Einhom,  Bronx 
Leonard  L.  Heimoff,  Bronx 
George  A.  Howley,  Bronx 
Frank  LaGattuta,  Bronx 
Samuel  Leo,  Bronx 
Samuel  Lieberman,  Bronx 
Isidore  Stemlieb,  Bronx 
Samuel  Wagreich,  Bronx 

Broome  (3) 

George  C.  Hamilton,  Binghamton 
John  A.  Kalb,  Endicott 
Jason  K.  Moyer,  Binghamton 

Cattaraugus  (1) 

Maurice  G.  Sheldon,  Olean 

Cayuga  (1) 

Bernard  J.  Hartnett,  Auburn 
Chautauqua  (2) 

Herbert.  Addison  Laughlin,  Westfield 
Garra  L.  Lester,  Chautauqua 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
Swen  L.  Larson,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

Edward  Siegel,  Plattsburgh 
Columbia  (1) 

Edward  P.  Ginouves,  Hudson 

Cortland  (1) 

George  F.  Nevin,  Cortland 

Delaware  (1) 

Philip  J.  Hust,  Sidney 

Dutchess  (3) 

Francis  J.  McMahon,  Poughkeepsie 
John  F.  Rogers,  Poughkeepsie 
George  T.  C.  Way,  Poughkeepsie 

Erie  (8) 

Antonio  F.  Bellanca,  Buffalo 
John  C.  Brady,  Buffalo 
Thomas  S.  Bumbalo,  Buffalo 
Max  Cheplove,  Buffalo 


Kenneth  H.  Eckhert,  Buffalo 
Eugene  J.  Hanavan,  Buffalo 
John  D.  Naples,  Buffalo 
Clarence  A.  Straubinger,  Buffalo 

Essex  (1) 

Oscar  Greene,  Mineville 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Edwin  G.  Mulbury,  Windham 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 

Jefferson  (1) 

George  Nellis,  Watertown 

Kings  (22) 

George  E.  Anderson,  Brooklyn 
Louis  Berger,  Brooklyn 
Mathew  Brody,  Brooklyn 
Ernest  Buffone,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
John  J.  Flynn,  Brooklyn 
David  Kershner,  Brooklyn 
Warren  A.  Lapp,  Brooklyn 
George  Liberman,  Brooklyn 
Harry  S.  Lichtman,  Brooklyn 
Charles  F.  McCarty,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
John  G.  Masterson,  Brooklyn 
Irving  M.  Pallin,  Brooklyn 
Louis  Pellman,  Brooklyn 
Earl  L.  Peterson,  Brooklyn 
Benjamin  J.  Rosenthal,  Brooklyn 
Philip  Scoppa,  Brooklyn 
Milton  B.  Spiegel,  Brooklyn 
Julius  E.  Stolfi,  Brooklyn 
Vincent  J.  Tesoriero,  Brooklyn 
Leslie  H.  Tisdall,  Brooklyn 

Lewis  (1) 

Livingston  (1) 

Melville  A.  Hare,  Caledonia 

Madison  (1) 

Felix  Ottaviano,  Oneida 

Monroe  (6) 

Hobart  L.  Boyd,  Rochester 
Lynn  R.  Callin,  Rochester 
Merle  D.  Evans,  Rochester 
A.  Gordon  Ide,  Rochester 
Charles  R.  Harris,  East  Rochester 
Charles  R.  Mathews,  Rochester 

Montgomery  (1) 

Nassau  (9) 

Jeff  J.  Coletti,  Old  Westbury 
Ralph  S.  Emerson,  Roslyn  Heights 
Leo  T.  Flood,  Hempstead 
Abraham  W.  Freireich,  Malverne 
E.  Kenneth  Horton,  Rockville  Centre 
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Harvey  L.  Myers,  Rockville  Centre 
Robert  Park,  Jr.,  Garden  City 
Reginald  R.  Steen,  Hempstead 
Paxil  H.  Sullivan,  Great  Neck 

New  York  (25) 

Philip  D.  Allen,  New  York  City 
Michael  C.  Armao,  New  York  City 
Samuel  B.  Burk,  New  York  City 
Edward  A.  Burkhardt,  New  York  City 
William  A.  Cooper,  New  York  City 
C.  Joseph  Delaney,  New  York  City 
James  H.  Ewing,  New  York  City 
William  W.  Field,  New  York  City 
Carl  Goldmark,  Jr.,  New  York  City 
Stanley  H.  Greenwald,  New  York  City 
Keith  O.  Guthrie,  Jr.,  New  York  City 
John  E.  Hammett,  New  York  City 
Milton  Helpern,  New  York  City 
Ely  Elliott  Lazarus,  New  York  City 
Julia  V.  Lichtenstein,  New  York  City 
David  Lyall,  New  York  City 
James  R.  McCarroll,  New  York  City 
George  W.  Melcher,  Jr.,  New  York  City 
Bernard  J.  Pisani,  New  York  City 
William  B.  Rawls,  New  York  City 
Guy  F.  Robbins,  New  York  City 
Theodore  Rosenthal,  New  York  City 
George  M.  Saypol,  New  York  City 
Albert  M.  Schwartz,  New  York  City 
Maus  W.  Stearns,  Jr.,  New  Ygrk  City 

Niagara  (2) 

Joseph  D’Errico,  Niagara  Falls 
H.  B.  Fitz-Gerald,  Lockport 

Oneida  (3) 

Clarke  T.  Case,  Utica 
Irving  Cramer,  Utica 
Anthony  G.  Jarosewicz,  Utica 

Onondaga  (5) 

Robert  J.  Collins,  Syracuse 
Richard  D.  Eberle,  Syracuse 
Irving  L.  Ershler,  Syracuse 
Charles  A.  Gwynn,  Syracuse 
Robert  F.  McMahon,  Syracuse 

Ontario  (2) 

Robert  M.  Price,  Clifton  Springs 
Philip  M.  Standish,  Canandaigua 

Orange  (3) 

Allen  H.  Keniston,  Port  Jervis 
William  S.  Montgomery,  Newburgh 
John  D.  VanZandt,  Tuxedo 

Orleans  (1) 

Angelo  F.  Leone,  Medina 
Oswego  (1) 

Kent  W.  Jarvis,  Oswego 
Otsego  (1) 

John  W.  Latcher,  Oneonta 
Putnam  (1) 

Garrett  W.  Vink,  Carmel 
Queens  (13) 

Alfred  A.  Angrist,  Beechhurst 
Thomas  M.  d’ Angelo,  Jackson  Heights 
Albert  H.  Douglas,  Jamaica 
Harry  H.  Epstein,  Jamaica 


Frank  W.  Farrell,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Peter  Vincent  Gugliuzza,  Hollis 
Jerome  L.  Leon,  Forest  Hills 
John  Edward  Lowry,  Flushing 
Charles  C.  Mangi,  Woodhaven 
Kurt  Rosenberg,  Long  Island  City 
Tobias  M.  Watson,  Jackson  Heights 
Ezra  A.  Wolff,  Forest  Hills 

Rensselaer  (2) 

Allen  G.  Gifford,  Troy 
John  J.  Noonan,  Troy 

Richmond  (3) 

Albert  B.  Accettola,  Staten  Island 
Frederic  D.  Regan,  Staten  Island 
Robert  E.  Wolkwitz,  Staten  Island 

Rockland  (3) 

Michael  P.  Lefkowitz,  Pearl  River 


St.  Lawrence  (1) 

William  R.  Carson,  Potsdam 

Saratoga  (1) 

Max  Vinicor,  Corinth 

Schenectady  (3) 

Raymond  J.  Byron,  Schenectady 
John  L.  Clowe,  Schenectady 
Philip  Parillo,  Schenectady 

Schoharie  (1) 

John  H.  Wadsworth,  Cobleskill 
Schuyler  (1) 

Fritz  Landsberg,  Watkins  Glen 
Seneca  (1) 

David  L.  Koch,  Seneca  Falls 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Maynard  W.  Gurnsey,  Corning 

Suffolk  (5) 

L.  Barrett  Davis,  Westhampton  Beach 
Daniel  Friedman,  Bay  Shore 
Milton  Gordon,  Huntington 
Melville  G.  Rosen,  Deer  Park 
John  L.  Sengstack,  Huntington 

Sullivan  (1) 

Sirkka  E.  Vuornos,  Liberty 
Tioga  (1) 

John  H.  Jakes,  Candor 
Tompkins  (1) 

C.  Stewart  Wallace,  Ithaca 
Ulster  (2) 

Eugene  F.  Galvin,  Rosendale 
Edward  F.  Shea,  Kingston 

Warren  (1) 

Morris  Maslon,  Glens  Falls 
Washington  (1) 

Milton  J.  Greenberg,  Hudson  Falls 

Wayne  (1) 

David  Ennis,  Lyons 
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Westchester  (8) 

Arthur  H.  Diedrick,  Port  Chester 
John  N.  Dill,  Yonkers 
Harold  J.  Dunlap,  New  Rochelle 
James  Q.  Haralambie,  Larchmont 
Reid  R.  Heffner,  New  Rochelle 
Thomas  C.  Jaleskie,  New  Rochelle 
James  M.  Jones,  Bronxville 


Wallace  M.  Sheridan,  White  Plains 

Wyoming  (1) 

Willard  J.  Chapin,  Perry 

Yates  (1) 

John  A.  Hatch,  Penn  Yan 


1964  HOUSE  OF  DELEGATES 

Reference  Committees 


Credentials 

C.  Joseph  Delaney,  New  York,  Chairman 
Garrett  W.  Vink,  Putnam 
Frederic  D.  Regan,  Richmond 
Eugene  G.  Galvin,  Ulster 
Garra  L.  Lester,  Chautauqua 

Reports  of  Officers  A 

President 

President-Elect 

Secretary 

Executive  Vice-President 
Edward  Siegel,  Clinton,  Chairman 
Julia  V.  Lichtenstein,  New  York 
Robert  J.  Collins,  Onondaga 
Samuel  Wagreich,  Bronx 
William  R.  Carson,  St.  Lawrence 

Reports  of  Officers  B 

Treasurer 
Board  of  Trustees 
War  Memorial 
Budget 
Building 

To  Study  Fiscal  Affairs  of  Society 
and  Its  Financial  Set-up 
James  A.  Moore,  Albany,  Chairman 
Hobart  L.  Boyd,  Monroe 
Edward  A.  Burkhardt,  New  York 
John  L.  Clowe,  Schenectady 
Harold  J.  Dunlap,  Westchester 


Commission  on  Medical  Services  A 

Economics 

Liaison  with  U.S.  Veterans  Administra- 
tion 

Public  Medical  Care 
Medical  Care  Insurance 
Medicare  (Armed  Services  Dependents) 
Alfred  L.  George,  Genesee,  Chairman 
Albert  M.  Schwartz,  New  York 
Allen  G.  Gifford,  Rensselaer 
Vincent  J.  Tesoriero,  Kings 
Albert  H.  Douglas,  Queens 

Commission  on  Medical  Services  B 

Workmen’s  Compensation 
Industrial  Health 
Hospital  and  Professional  Relations 
Questions  of  Ethics 
Rural  Medical  Service 
Labor  Health  Facilities 
David  Kerschner,  Kings,  Chairman 
Herbert  Lansky,  Erie,  Section  on  Medical- 
Legal  and  Workmen’s  Compensation  Mat- 
ters 

Swen  L.  Larson,  Chemung 
Fritz  Landsberg,  Schuyler 
Joseph  P.  Alvich,  Bronx 

Scientific  Activities  and  Publications  A 

Public  Health  and  Education 
Accident  Prevention 
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Addiction  to  Alcohol  and  Narcotics 
Aging  and  Nursing  Homes 
Cancer 

Chronic  Pulmonary  Diseases 

Continuing  (Postgraduate)  Education 

Diabetes 

Film  Review 

General  Practice 

Glaucoma  and  Other  Diseases  of  the 
Eye 

Hard  of  Hearing  and  the  Deaf 
Health  Aspects  of  Ionizing  Radiation 
Heart  Disease 

Maternal  and  Child  Welfare 
Mental  Hygiene 
Operating  Room  Mortality 
Physical  Medicine  and  Rehabilitation 
Youth  Health  and  Fitness 
Willard  J.  Chapin,  Wyoming,  Chairman 
Lawrence  Ames,  Kings,  Section  on  General 
Practice 

Stanley  H.  Greenwald,  New  York 
H.  B.  Fitz-Gerald,  Niagara 
Abraham  W.  Freireich,  Nassau 

Scientific  Activities  and  Publications  B 

What  Goes  On 
District  Branches 
Convention 
Publication 
To  Study  the  Journal 
Prize  Essays 

Leonard  L.  Heiinoff,  Bronx,  Chairman 
George  T.  C.  Way,  Dutchess 
L.  Barrett  Davis,  Suffolk 
C.  Stewart  Wallace,  Tompkins 
James  H.  Ewing,  New  York 

Commission  on  Public  and  Professional 
Affairs 

Legislation 

To  Study  Effective  Representation  in 
Albany 

Public  Relations 

Michael  C.  Armao,  New  York,  Chairman 
Isidore  Sternlieb,  Bronx 
Robert  Park,  Jr.,  Nassau 
Anthony  G.  Jarosewicz,  Oneida 
Harold  T.  Golden,  Herkimer 


Legal  Matters 

Malpractice  Insurance  and  Defense 
Legal  Counsel 

Autopsy  and  the  Dead  Human  Body 
Bar  Association,  Joint  Committee  with 
John  E.  Lowry,  Queens,  Chairman 
Eugene  J.  Hanavan,  Erie 
Keith  O.  Guthrie,  Jr.,  New  York 
John  A.  Kalb,  Broome 
Milton  Spiegel,  Kings 

Organization  and  Policies 

Planning 

Osteopathic  Society,  Ad  Hoc  Joint 
Committee  with 
Constitution  and  Bylaws 
American  Medical  Association 
New  York  State  Association  of  Pro- 
fessions 

Empire  State  Medical,  Educational  and 
Scientific  Foundation 
Advisers  to  Student  American  Medical 
Association  Chapters 
Carl  Goldmark,  Jr.,  New  York,  Chairman 
Harry  S.  Lichtman,  Kings 
Jerome  L.  Leon,  Queens 
Sirkka  E.  Vuornos,  Sullivan 
Thomas  M.  Flanagan,  Chenango 

Miscellaneous  Business 

Disaster  Medical  Care 
Special  Advisory  on  Press  Matters 
Nursing  Education 
Medicine  and  Religion 
Wallace  M.  Sheridan,  Westchester,  Chairman 
Albert  M.  Biglan,  Suffolk,  Second  District 
Branch 

Philip  J.  Hust,  Delaware 
Maus  W.  Stearns,  Jr.,  New  York 
Ezra  A.  Wolff,  Queens 

Sergeant  -at  - Arms 

Victor  J.  Tofany,  Monroe,  Section  on 
Anesthesiology,  Chairman 
James  R.  McCarroll,  New  York 
Daniel  Friedman,  Suffolk 
Armand  J.  D’Errico,  Fulton 
John  D.  VanZandt,  Orange 
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1964  HOUSE  OF  DELEGATES 


Instructions  from  1963  House 


Resume  of  instructions  of  the  1963  House  of  Delegates  and  actions  thereon 
by  the  Council , Board  of  Trustees , and  Officers. 


Expense  Vouchers  (Section  128).  In  the 
interest  of  insuring  the  economical  use  of  the 
Society’s  funds,  the  House  voted  that  considera- 
tion be  given  by  the  Council  to  the  matter  of 
setting  a reasonable  maximum  per  diem  rate  for 
members  performing  valuable  services  in  be- 
half of  the  Society.  The  Council  referred  this 
in  June  to  the  Budget  Committee.  In  Septem- 
ber the  Council  received  and  discussed  a report 
on  this  subject  from  a joint  meeting  of  the  Budget 
Committee  and  the  Committee  on  Fiscal  Af- 
fairs of  the  Society  and  Its  Financial  Setup. 
After  discussion  the  Council  voted  that  $30  be 
the  per  diem  allowance  for  hotel  accommoda- 
tions and  meals  for  one  year  beginning  January, 
1964,  and  that  a re-evaluation  be  made  at  the 
end  of  the  year.  At  their  September  meeting 
the  Board  of  Trustees  voted  that  any  amount  in- 
curred in  excess  of  $30  per  day  might  be  re- 
ferred to  the  Board  of  Trustees  for  review. 

Combined  Section  Meetings  (Section  186). 

The  House  approved  a reference  committee 
recommendation  for  continuation  and  develop- 
ment of  combined  section  meetings,  similar  to 
the  combined  meetings  in  1962  of  the  Sections 
on  Pediatrics  and  Urology  and  of  the  Sections 
on  General  Practice  and  Physical  Medicine. 
The  Council  referred  this  to  the  Scientific  Pro- 
gram Subcommittee  of  the  Convention  Com- 
mittee. A joint  meeting  of  the  Sections  on 
Pathology  and  Radiology  is  planned  for  1964. 
(See  Scientific  Program) 

Scientific  Meeting  Hours  (Section  186). 

The  House  approved  a recommendation  that  the 
convention  program  in  1964  provide  that  scien- 
tific meetings  start  at  9:30  a.m.  and  end  at 
11:30  a.m.  and  that  the  afternoon  sessions  end 
at  4:30  p.m.,  thus  allowing  a half  hour  in  the 
morning  and  a half  hour  in  the  afternoon  for 
visiting  the  technical  exhibits.  The  Council  re- 
ferred this  to  the  Scientific  Program  Subcom- 
mittee of  the  Convention  Committee.  This  ar- 
rangement has  been  made.  (See  Scientific  Pro- 
gram) 

Reference  Committee  Meeting  Rooms  (Sec- 
tion 186).  The  House  voted  that  more  ade- 
quate meeting  rooms  be  provided  for  reference 
committees  to  allow  for  attendance  of  those 

Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1963  Annual  Meeting,  as  published  in  the 
New  York  State  Journal  of  Medicine,  September  1, 1963, 
Part  II. 


delegates  interested  in  the  particular  subject 
involved.  The  Council  referred  this  in  June  to 
the  Convention  Committee.  Larger  rooms  have 
been  assigned  to  reference  committees  this  year. 

Discussions  in  House  of  Delegates  (Section 
186).  The  House  voted  that  speakers  in  the 
House  of  Delegates  sessions  be  limited  as  to 
the  length  of  time  and  the  number  of  times  they 
can  address  the  House  on  a specific  subject. 
The  Council  referred  this  to  the  Speaker.  (See 
Minutes  of  the  House  of  Delegates  for  1963  and 
preced  ing  years) 

Alternate  Delegates  (Section  193).  The 
House  voted  that,  at  all  future  meetings  of  the 
House  of  Delegates,  appropriate  badges,  all 
informational  material,  and  appropriate  seating 
be  provided  for  those  alternate  delegates  whose 
county  societies  have  requested  this  at  least 
two  months  in  advance.  This  is  being  done  at 
the  1964  meeting. 

District  Branch  Meeting  Times  (S^tion 
177).  The  House  urged  that  district  branches 
schedule  their  meetings  at  times  which  would 
not  conflict  with  the  deliberations  of  either  the 
reference  committees  or  the  House  of  Delegates. 
The  Council  voted  to  notify  the  district  branches 
that  their  meetings  should  not  be  scheduled 
during  the  meetings  of  the  House  of  Delegates. 
The  Secretary  so  notified  the  presidents  of  the 
First  and  Ninth  District  Branches. 

Motor  Vehicle  Driver  Instruction  (Section 
151).  The  House  of  Delegates  went  on  record 
as  urging  expansion  of  driving  instruction  and 
adopted  a reference  committee  recommendation 
that  driver  education  be  included  in  the  cur- 
riculum of  the  high  schools  in  New  York  State. 
The  Council  referred  this  to  the  Public  Health 
and  Education  Committee.  The  committee 
reported  in  September  that  an  attempt  was 
being  made  through  the  Board  of  Regents  to 
arrange  a meeting  to  discuss  this.  (See  Annual 
Reports,  Council  Committee  on  Public  Health  and 
Education) 

Reporting  of  Addicts  (Section  152).  The 

House  voted  that  information  concerning  the 
physician’s  responsibility  in  reporting  patients 
addicted  to  narcotics  should  be  mailed  to  all 
the  doctors  in  the  State.  The  Council  referred 
this  to  the  Committee  on  Public  Health  and 
Education  with  a suggestion  that  the  means  of 
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communicating  this  information  could  be  the 
Journal  or  the  Newsletter.  The  committee 
reported  in  September  that  Dr.  Brill  was  pre- 
paring an  article  on  the  subject  for  publication 
in  the  Journal.  {See  Annual  Reports,  Council 
Committee  on  Public  Health  and  Education ) 

Symposia  in  Specialties  and  Family  Prac- 
tice (Section  156).  The  House  voted  that 
symposia  be  planned  in  the  specialties  and  in 
family  practice  similar  to  the  symposium  on 
“Forensic  Medicine”  to  be  conducted  by  Dr. 
Helpern  in  the  summer  of  1963  for  coroners, 
medical  examiners,  and  forensic  pathologists. 
The  Council  referred  this  to  the  Public  Health 
and  Education  Committee.  {See  Annual  Re- 
ports, Council  Committee  on  Public  Health  and 
Education) 

Prize  Essays  (Section  191) . The  House  voted 
that  a thorough  study  be  made  of  the  prize 
essay  awards  program  in  an  effort  to  promote 
this  program  more  vigorously  because  “so  little 
interest  is  shown  and  material  submitted  is  of 
poor  quality.”  The  Council  referred  this  to 
Dr.  Greenough  as  director  of  the  Division  of 
Scientific  Activities. 

Space  Medicine  (Section  176).  The  House 
referred  to  the  Council  resolutions  63-47, 
“Membership  in  International  Astronautical 
Federation”;  63-48,  “Liaison  Committee  with 
National  Aeronautics  and  Space  Administra- 
tion”; 63-49,  “Creation  of  a Section  on  Space 
Medicine  in  the  American  Medical  Association.” 
The  Council  referred  these  in  June  to  the  direc- 
tor of  the  Division  of  Scientific  Activities. 

“Good  Samaritan”  Legislation  (Section 
151).  The  House  voted  that  a “Good  Samari- 
tan” bill  be  introduced  in  the  State  Legislature 
in  1964.  At  the  June  Council  meeting  it  was 
stated  that  it  would  be  up  to  the  Legislation 
Committee  to  introduce  this.  {See  Annual 
Reports,  Council  Committee  on  Legislation) 

Oral  Prescriptions  of  Narcotic  Drugs  (Sec- 
tion 152).  The  House  voted  that  a bill  be 
introduced  in  the  State  Legislature  again  in 
1964  “to  amend  the  Public  Health  Law  with 
relation  to  authorization  of  oral  prescriptions 
of  narcotic  drugs  by  medical  practitioners,  which 
would  permit  such  prescriptions  to  be  ordered 
over  the  telephone,  provided  a written  prescrip- 
tion is  furnished  the  pharmacist  within  seventy- 
two  hours  after  the  prescription  is  compounded.” 
The  Council  referred  this  to  the  Legislation 
Committee.  {See  Annual  Reports,  Council 
Committee  on  Legislation) 

Practice  of  Medicine  by  Psychologists 
(Section  197).  The  House  referred  to  the 
Council  resolution  63-29,  as  amended  by  the 
reference  committee,  which  would  “press  for 
legislation  to  include  psychotherapy  in  the 
Medical  Practice  Act.”  The  Council  referred 
this  in  June  to  the  Legislation  Committee. 
{See  Annual  Reports,  Council  Committee  on 
Legislation) 


Coroner’s  Office  (Section  135).  The  House 
adopted  a reference  committee  report  recom- 
mending introduction  and  passage  of  a bill 
formulated  by  the  Law  Revision  Commission 
(Senate  Introductory  2286)  which  would  revise 
the  law  pertaining  to  the  operation  of  the 
coroner’s  office  in  the  various  jurisdictions  of 
New  York  State.  The  Council  referred  this  to 
the  Legislation  Committee.  {See  Annual  Re- 
ports, Council  Committee  on  Legislation) 

Cesarian  Section  (Section  135).  The  House 
adopted  a reference  committee  report  which 
advocated  taking  no  action  on  a request  of  the 
Autopsy  Committee  for  legislation  dealing  with 
the  performance  of  a cesarian  section  on  a 
moribund  or  deceased  pregnant  woman  since 
this  is  a time-honored  accepted  procedure  and 
no  legislation  is  needed.  The  Council  reported 
this  to  the  Committee  on  Autopsy  and  the  Dead 
Human  Body. 

Autopsy  Consent  (Section  135).  The  House 
adopted  a reference  committee  report  concurring 
with  the  request  of  the  Autopsy  Committee  for 
clarification  of  the  requirement  of  the  statute 
dealing  with  consent  for  autopsy  (as  interpreted 
by  a former  attorney  general)  that  written  con- 
sent be  obtained  from  all  next  of  kin  of  equal 
rank.  The  reference  committee  suggested  that 
“an  effort  should  be  made,  with  the  assistance 
of  our  legal  counsel,  to  resubmit  the  matter  to 
the  present  Attorney  General  for  interpretation” 
which  would  “possibly  obviate  the  necessity  for 
reintroducing  new  legislation.”  The  Council 
referred  this  to  Legal  Counsel  and  to  the  Com- 
mittee on  Autopsy  and  the  Dead  Human  Body. 
{See  Annual  Reports,  Special  Committee  on 
Autopsy  and  the  Dead  Human  Body) 

Albany  Office  (Section  195).  The  House 
referred  to  the  Council  for  study  and  action  a 
reference  committee  recommendation  that  “the 
Commission  on  Public  and  Professional  Affairs 
. . . re-establish  a legislative  office  in  Albany 
with  a full-time  legislative  director,  that  this 
office  be  established  and  operating  effectu- 
ally by  October  1,  1963,  and  that  the  nec- 
essary budgetary  allowances  and/or  reallo- 
cations be  made  to  implement  this  recom- 
mendation.” In  September  the  Council  ap- 
proved the  President’s  appointment  of  an  Ad 
Hoc  Committee  to  Study  Effective  Representa- 
tion in  Albany.  At  the  same  meeting  the  ad 
hoc  committee  reported  that  an  open  hearing 
had  been  held  to  receive  suggestions  from  vari- 
ous members  of  the  Society.  After  the  hearing, 
the  committee  met  and  reaffirmed  the  following 
conclusions: 

1.  The  present  legislative  counsel  be  re- 
tained. 

2.  Field  representatives  from  the  Division 
of  Communications  be  assigned  to  legislation  as 
a primary  part  of  their  activities,  during  the 
session  of  the  Legislature  spending  the  first 
three  days  of  the  week  in  Albany,  with  indicated 
contact  with  legislators  and  committees  and 
members  of  the  Legislation  Committee,  return- 
ing to  their  respective  field  areas  in  the  latter 
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part  of  the  week,  maintaining  contact  with  the 
local  county  societies  and  physicians  in  the 
area. 

3.  The  Division  of  Communications  to  as- 
sume production  of  the  Legislation  Letter  un- 
der the  direction  of  Dr.  Fineberg,  using  either 
the  editor  of  last  year  or  another  selection  of 
choice. 

4.  The  administrative  office  under  the  direc- 
tion of  Dr.  Fineberg  to  investigate  the  cost  of 
establishing  an  operating  office  in  Albany,  per- 
haps at  one  of  the  hotels,  to  be  used  during  the 
legislative  session. 

The  committee  suggested  also  that  an  addi- 
tional staff  member  be  employed  in  the  Com- 
munications Division  to  be  assigned  to  the  Al- 
bany area  and  to  keep  the  other  field  men  in- 
formed regarding  legislative  activities.  {See 
Annual  Reports , Ad  Hoc  Committee  to  Study 
Effective  Representation  in  Albany) 

Malpractice  Insurance — Penalties  (Section 
132).  The  House  adopted  a reference  commit- 
tee suggestion  that  a proposal  to  impose  a 
penalty  charge  for  members  who  use  their  mal- 
practice insurance  be  presented  to  the  member- 
ship “for  consideration,  and  expression  of  their 
wishes.”  The  Council  referred  this  in  June  to  the 
Malpractice  Insurance  and  Defense  Board  with 
the  suggestion  that  it  be  handled  through  the 
Board  to  the  subscribers  covered  by  the  Group 
Plan.  On  August  30  the  Board  sent  a memoran- 
dum to  all  insured  members  requesting  comments 
on  this  plan.  {See  Annual  Reports,  Malpractice 
Insurance  and  Defense  Board) 

Relationships  with  Osteopaths  (Section 
182).  The  House  adopted  a reference  com- 
mittee report  stating:  “We  believe  that  some 
effort  to  maintain  liaison  between  medicine  and 
osteopathy  would  be  in  the  public  interest.  To 
this  end,  we  advise  that  liaison  be  continued  with 
osteopathy  through  a committee  of  the  State 
Society.  It  is  suggested  that  this  committee 
bend  its  efforts  to  improve  the  medical  stand- 
ards of  osteopaths,  their  education,  and  to  have 
them  abandon  the  cultist  aspects  of  osteopathic 
philosophy.”  The  Council  referred  this  in 
June  to  the  chairman  of  the  Joint  Committee 
with  the  Osteopathic  Society.  {See  Annual 
Reports,  Ad  Hoc  Joint  Committee  with  the 
Osteopathic  Society) 

Third  Party  Actions  in  Workmen’s  Com- 
pensation (Section  235).  The  House  adopted 
resolution  63-56,  providing  that  this  Society 
“institute  legislation  to  clarify  and  amend  the 
Workmen’s  Compensation  Law  in  order  to 
effectuate  a change”  which  would  permit  physi- 
cians to  charge  “usual”  rather  than  “minimum” 
fees  “in  the  treatment  of  Workmen’s  Compensa- 
tion claimants  where  third  party  actions  are 
pending.”  In  June  the  Council  referred  this 
to  the  Workmen’s  Compensation  Committee 
with  authority  to  request  whatever  assistance 
they  needed.  {See  Annual  Reports,  Council 
Committee  on  Workmen's  Compensation) 


Hospital  Staff  Appointments  (Section  212). 

The  House  referred  to  the  Council  resolution 
63-65,  “Selection  of  Physicians  for  Medical 
Staffs,”  which  would  put  the  House  of  Delegates 
on  record  as  deploring  the  enactment  of  Chap- 
ter 770  of  the  Laws  of  1963,  an  amendment  to 
the  Public  Health  Law.  The  Council  referred 
this  to  the  Hospital  and  Professional  Relations 
Committee.  {See  Annual  Reports,  Council 
Committee  on  Hospital  and  Professional  Rela- 
tions) 

Columbia  University  Study  Report  (Section 
144).  The  House  adopted  a substitute  for 
resolutions  63-18  and  63-51,  dealing  with  the 
report  of  the  Columbia  University  Study  of 
Medical  Care  Insurance  Plans.  The  substitute 
resolution  requested  (a)  postponement  of  any 
action  by  the  Legislature  or  the  Superintendent 
of  Insurance  toward  implementation  of  the 
recommendations  of  the  Report  and  (6)  ap- 
pointment by  the  Superintendent  of  Insurance 
of  a truly  representative  group,  including  physi- 
cians presently  engaged  in  private  practice,  to 
review  the  entire  subject  and  to  implement 
those  recommendations  which  are  in  the  interest 
of  good  medical  care,  recognizing  a continuing 
need  for  improvement  in  many  areas.  The 
Council  referred  this  in  June  to  the  Committee 
on  Medical  Care  Insurance.  {See  Annual  Re- 
ports, Council  Committee  on  Medical  Care 
Insurance) 

Medical  Care  Programs  of  Labor  and/or 
Management  Groups  (Section  232).  The 
House  adopted  resolution  63-5  which  provides 
(a)  that  this  Society  “continue  to  work  with 
labor  and  other  groups  seeking  medical  care 
programs  and  to  offer  every  assistance  to  these 
groups  in  carrying  out  such  programs”  and  {b) 
“that  the  trustees  of  hospitals  be  urged  to  con- 
sult with  the  medical  staffs  of  their  institutions 
before  making  arrangements  with  labor  or 
management  groups  for  medical  care  programs.” 
The  Council  referred  this  in  June  to  the  Econom- 
ics Committee.  {See  Annual  Reports,  Council 
Committee  on  Economics  and  Special  Committee 
on  Labor  Health  Facilities) 

Medical  Identification  (Section  196).  The 

House  adopted  resolution  63-27,  “Emergency 
Medical  Identification  Tag,”  approving  the 
development  of  such  a tag  and  requesting  the 
Public  Relations  Committee  to  implement  this 
resolution  on  a State-wide  basis.  At  the  June 
Council  meeting  the  chairman  of  the  Public 
Relations  Committee  presented  a plan  proposed 
by  the  New  York  State  Director  of  Public 
Health  Education  for  a pilot  project  to  deter- 
mine the  best  way  of  conducting  a State-wide 
program  to  develop  suitable  medical  identifica- 
tion tags  and  to  persuade  people  to  wear  them. 
{See  Annual  Reports,  Report  of  the  Council 
Committee  on  Public  Relations) 

New  York  State  Journal  of  Medicine  (Sec- 
tion 128).  The  House  voted  (a)  that  Journal 
advertising  salesmen  be  compensated  on  a 
straight  commission  basis;  (6)  that  considera- 
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tion  be  given  by  the  Council  to  publishing  the 
Journal  on  a monthly  basis;  (c)  that  an  ap- 
propriate outside  agency  be  commissioned  to 
make  a thorough  study  of  the  business  affairs 
of  the  Journal;  ( d ) that  a report  of  the  findings 
and  recommendations  of  this  agency  be  pre- 
sented to  the  Council  with  the  least  possible  delay. 
The  Council  voted  in  June  that  the  matter  be 
deferred  until  September.  In  September  the 
President  appointed  a Committee  to  Study  the 
Journal.  (See  Annual  Reports,  Ad  Hoc  Com- 
mittee to  Study  the  Journal) 

New  York  State  Journal  of  Medicine  (Sec- 
tion 187).  The  House  voted  (a)  that  a formal 
exploratory  study  be  made  of  the  possibility  of 
combining  journals  published  by  other  state 
medical  societies  and  ours;  (b)  that  the  New 
York  State  Journal  of  Medicine  consider 
making  its  own  circulation  readership  survey; 
(c)  that  the  advertising  department  of  the 
Journal  be  “streamlined  in  order  to  provide 
for  greater  economy  in  operation  and  in  methods 
of  acquiring  additional  advertising”;  (d)  that 
efforts  to  obtain  advertising  from  sources  out- 
side of  the  pharmaceutical  industry  be  contin- 
ued; (e)  that  a management  consultant  agency 
be  engaged  to  make  a study  of  the  financial 
aspects  of  the  Journal.  In  September  the 
Council  approved  the  President’s  appointment 
of  an  ad  hoc  committee  to  study  the  Journal. 
(See  Annual  Reports,  Ad  Hoc  Committee  to 
Study  the  Journal) 

A.M.A.  Commission  on  Patient  Care  Prob- 
lems (Section  236).  The  House  referred  to 
the  Council  resolution  63-11,  “Creation  of 
a Commission  to  Study  Problems  of  Patient 
Care,  Medical  Practice,  Hospital  Service,  and 
Medical  Education”  in  order  that  the  cost  of 
this  proposed  study  might  be  established  before 
the  resolution  was  presented  to  the  A.M.A. 
House  of  Delegates.  The  Council  took  no 
action.  However,  the  Council  did  approve  in 
June  a resolution  “that  the  Speaker  of  the 
(A.M.A.)  House  appoint  an  ad  hoc  committee 
to  review  the  make-up  and  functioning  of  the 
House  councils  and  committees  and  report 
back  to  the  House  its  findings  and  recommenda- 
tions on  or  before  June,  1964.”  It  was  felt 
that  such  a review  would  correct  the  difficulties 
underlying  the  request  for  an  over-all  commis- 
sion on  patient  care  problems.  (See  Annual 
Reports,  American  Medical  Association  Delega- 
tion and  Executive  Vice-President) 

Secretary’s  Disposition  of  Instructions  of 
the  1963  House  of  Delegates.  A.  Recom- 
mendations of  Officers,  Committees,  and 
Reference  Committees  Adopted  by  the 
House: 

1.  (Section  147)  The  House  approved  sug- 
gestions of  the  reference  committee  as  to  steps 
which  might  be  taken  by  the  Planning  Commit- 
tee for  Medical  Policies  to  provide  physicians 
for  rural  communities  in  this  State.  These 
suggestions  were  reported  to  the  chairman  of 
the  Planning  Committee. 

2.  (Section  125)  The  House  voted  that  the 


Executive  Vice-President  review  the  question 
of  reimbursement  of  county  medical  societies 
for  expenses  incurred  in  collecting  State  and 
A.M.A.  dues  with  representatives  of  the  county 
societies  in  September,  develop  a proposal  for 
equitable  reimbursement,  and  present  it  to  the 
Council  next  fall  for  approval  and  implementa- 
tion effective  January  1,  1964.  The  Executive 
Vice-President  was  informed  of  this  action. 
(See  Annual  Reports,  Report  of  the  Executive 

V ice-  President) 

3.  (Section  128)  Regarding  the  proposal 
for  a coordinated  communications  program, 
aimed  at  providing  effective  representation  of 
the  Society  at  Albany  as  well  as  improved  liaison 
between  the  State  Society  and  the  several 
county  societies,  the  House  voted,  on  recom- 
mendation of  the  reference  committee,  “that  a 
thorough  study  be  initiated  by  a committee  to 
be  appointed  by  the  President  of  the  Society, 
aimed  at  the  proper  reallocation  of  funds  al- 
ready provided  in  the  1963  budget  for  the  pur- 
pose of  funding  the  proposed  coordinated  com- 
munication program  with  the  least  possible 
delay.”  This  action  was  reported  to  the  Presi- 
dent, who  appointed  the  committee  stipulated 
above.  (See  Annual  Reports,  Ad  Hoc  Committee 
to  Study  Effective  Representation  in  Albany) 

4.  (Section  188)  The  House  adopted  a 
reference  committee  report  suggesting  a mechan- 
ical means  of  compiling  the  Directory,  elimina- 
tion of  some  biographic  material,  and  possible 
publication  of  the  Directory  every  year  instead 
of  every  other  year.  This  action  was  reported 
to  the  Executive  Vice-President.  (See  Annual 
Reports,  Executive  Vice-President) 

5.  (Section  128)  The  House  adopted  a refer- 
ence committee  recommendation  that  “in  the 
interests  of  economy,  future  issues  of  the 
Directory  be  produced  by  magnetic  tape  or  some 
other  suitable  automatic  data  processing  system 
and  that  its  content  be  streamlined  under  the 
direction  of  the  Executive  Vice-President.  This 
action  was  reported  to  the  Executive  Vice- 
President.  (See  Annual  Reports,  Executive 

V ice-  Pres  ident) 

6.  (Section  111)  The  House  adopted  a 
reference  committee  recommendation  that  the 
data  accumulated  in  the  effort  to  complete  a 
relative  value  study  be  forwarded  to  the  county 
societies  for  their  information  and  that  the 
Economics  Committee  continue  its  study.  This 
action  was  reported  to  the  chairman  of  the 
Economics  Committee.  In  September  the 
Council  approved  a recommendation  of  the 
committee  that  additional  time  be  allowed  for 
replies  from  the  county  societies,  that  notifica- 
tion of  this  be  published  in  Newsletter,  and  that 
a time  limit  be  set  to  permit  preparation  of  a 
unit  value  scale  and  its  submission  to  the  county 
societies  for  approval  (See  Annual  Reports, 
Council  Committee  on  Economics) 

7.  (Section  177)  The  House  adopted  recom- 
mendations of  the  reference  committee  that  the 
Society  “adopt  a firm  and  unrelenting  attitude 
(toward  invasion  of  the  field  of  medicine  by 
paramedical  persons)  and  employ  in  these  mat- 
ters special  trial  counsel  when  needed  for  those 
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guilty  of  infringing  on  the  Medical  Practice 
Act”  and  that  this  matter  be  referred  to  the 
Planning  Committee  for  Medical  Policies. 
This  was  reported  to  the  chairman  of  the 
Planning  Committee.  (See  Annual  Reports, 
Planning  Committee  for  Medical  Policies ) 

8.  (Section  138)  The  reference  committee 
recommendation  “that  the  Committee  on 
Medicine  and  Religion  further  explore  a program 
of  cooperation”  was  adopted  by  the  House; 
it  was  reported  to  the  chairman  of  that  commit- 
tee. (See  Annual  Reports,  Council  Committee 
on  Medicine  and  Religion) 

9 (Section  228)  The  recommendation  of 
the  reference  committee,  adopted  by  the  House 
of  Delegates,  that  the  Committee  on  Hospital 
and  Professional  Relations  continue  its  investi- 
gation of  “The  Responsibility  of  the  Hospital 
Staff  Member  to  the  Hospital”  and  “Responsi- 
bility of  the  Hospital  to  the  Staff  Member”  was 
reported  to  the  chairman  of  the  Hospital  and 
Professional  Relations  Committee.  (See  An- 
nual Reports,  Council  Committee  on  Hospital 
and  Professional  Relations) 

10.  (Sections  159,  163,  and  167)  Recom- 
mendations of  the  reference  committee,  adopted 
by  the  House  of  Delegates,  relating  to  the  re- 
ports of  the  Subcommittees  on  General  Practice, 
Heart  Disease,  and  Physical  Medicine  and 
Rehabilitation,  were  transmitted  to  the  chair- 
man of  the  Committee  on  Public  Health  and 
Education.  (See  Annual  Reports,  Council  Com- 
mittee on  Public  Health  and  Education) 

B.  Resolutions  Adopted  by  the  House 
63-3  (Section  116)  “Social  Security  Coverage 
for  Physicians”  was  referred  to  the  A.M.A. 
delegation.  (See  Annual  Reports,  American 
Medical  Association  Delegation) 

63-10  (Section  233)  “Contracts  Between 
Labor  Unions  and  Voluntary  Hospitals,”  as 
combined  with  63-17,  “Condemnation  of  Union 
Family  Medical  Fund  Contract  at  Bronx- 
Lebanon  Hospital  Center,”  was  referred  to  the 
A.M.A.  delegation  and  to  the  secretaries  of 
county  medical  societies  in  this  State.  At  the 
Council  meeting  in  June  it  was  stated  that  this 
action  was  being  taken.  (See  Annual  Reports, 
American  Medical  Association  Delegation) 

63-19  (Section  234)  “Objection  to  Rebating 
of  Physician’s  Fee  to  Hospitals,”  as  amended, 
was  referred  to  the  A.M.A.  delegation  and  to 
the  Joint  Commission  on  Accreditation  of 
Hospitals.  (See  Annual  Reports,  American 
Medical  Association  Delegation) 


63-20  (Section  238)  “Physician  Representa- 
tion on  Hospital  Review  and  Planning  Council,” 
as  amended,  was  referred  to  the  A.M.A.  delega- 
tion and  to  the  Assistant  Commissioner  for 
Hospital  Review  and  Planning  of  the  New 
York  State  Department  of  Health.  (See 
Annual  Reports,  American  Medical  Associa- 
tion Delegation) 

63-21  (Section  239)  “Two-Year  Internships 
for  American  Medical  Students,”  as  amended, 
was  referred  to  the  A.M.A.  delegation.  (See 
Annual  Reports,  American  Medical  Association 
Delegation) 

63-30  (Section  231)  “Requirement  of  Ameri- 
can Medical  Association  Council  on  Medical 
Education  on  Intern  Training,”  as  amended, 
was  referred  to  the  A.M.A.  delegation.  This 
also  covers  resolutions  63-1,  63-13,  63-15, 
63-25,  and  63-35.  (See  Annual  Reports, 
American  Medical  Association  Delegation) 

63-34  (Section  117)  “Revision  of  Fee  Sched- 
ule for  Welfare  Patients,”  as  amended  by  the 
reference  committee  and  adopted  by  the  House 
was  transmitted  to  the  chairman  of  the  Public 
Medical  Care  Subcommittee  and  to  the  Council 
(See  Annual  Reports,  Subcommittee  on  Public 
Medical  Care) 

63-42  (Section  206)  “Licensure  of  Chiroprac- 
tors,” as  amended,  was  transmitted  to  the 
Governor,  the  members  of  the  Board  of  Re- 
gents, the  members  of  the  New  York  State 
Legislature,  the  members  of  the  A.M.A.  House 
of  Delegates,  and  the  members  of  the  New  York 
State  Delegation  to  the  A.M.A. 

63-46  (Section  126)  “Elimination  of  Marri- 
age Limitation  for  War  Memorial  Recipients,” 
was  forwarded  to  the  chairman  of  the  Board  of 
Trustees  with  a request  that  he  transmit  it  to  the 
chairman  of  the  War  Memorial  Committee  when 
one  was  appointed.  (See  Annual  Reports,  War 
Memorial  Committee) 

63-53  (Section  119)  “Protection  of  the 
Individual  Physician  Employed  by  a Purveyor 
of  Medical  Services,”  as  amended  by  the  refer- 
ence committee  and  adopted  by  the  House,  was 
transmitted  to  the  chairman  of  the  Economics 
Committee.  (See  Annual  Reports,  Council 
Committee  on  Economics) 

63-62  (Section  120)  “Extension  of  Standard 
Blue  Cross  Contract  to  Cover  Costs  of  Psychi- 
atric Illnesses  in  All  Licensed  and  Approved 
Institutions,”  as  amended  by  the  reference  com- 
mittee and  adopted  by  the  House,  was  trans- 
mitted to  each  of  the  eight  Blue  Cross  plans  in 
this  State. 
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1964  HOUSE  OF  DELEGATES 


Reports  to  House 


Nominating  Committee 

To  the  House  of  Delegates , Gentlemen: 

In  accordance  with  Chapter  XI,  Section  4, 
of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  the  Nominating  Committee 
met  at  the  Cornell  Club,  105  East  50th  Street, 
New  York  City,  on  Thursday,  October  17, 
1963,  at  5: 15  p.m. 

Present  were  the  following: 

Eighth  District — Carlton  E.  Wertz,  M.D., 
Erie,  Chairman 

First  District — Gerald  D.  Dorman,  M.D., 
New  York 

Second  District — Paul  H.  Sullivan,  M.D., 
Nassau 

Third  District — John  C.  McClintock,  M.D., 
Albany 

Fourth  District — Milton  J.  Greenberg,  M.D., 
Washington 

Fifth  District — John  F.  Kelley,  M.D.,  Oneida 
Sixth  District — R.  Scott  Howland,  M.D., 
Chemung 

Seventh  District — Charles  R.  Mathews,  M.D., 
Monroe 

Ninth  District — Arthur  H.  Diedrick,  M.D., 
Westchester 

Member-at-large — David  Kershner,  M.D.,  Kings 


Member-at-large — Edward  H.  Robitzek,  M.D., 

Richmond 

Ex  officio — William  L.  Wheeler,  Jr.,  M.D., 

New  York 

Ex  officio — Waring  Willis,  M.D.,  Westchester 
Ex  officio — Henry  I.  Fineberg,  M.D.,  Queens 

On  September  3,  1963,  a memorandum  was 
sent  to  the  district  branches  and  the  county 
medical  societies  requesting  suggestions  as 
to  persons  to  be  nominated.  The  following 
district  branches  and  county  societies  submitted 
suggestions:  First  District  Branch,  Eighth 

District  Branch,  and  the  Medical  Societies  of 
the  Counties  of  Bronx,  Chautauqua,  Clinton, 
Erie,  Monroe,  New  York,  Queens,  and  West- 
chester. These  suggestions  were  discussed  at 
the  October  17  meeting  and  are  reflected  in 
the  list  of  nominations  at  the  end  of  this  report. 
A suggestion  from  the  Medical  Society  of  the 
County  of  Rockland  was  received  on  October 
25,  too  late  for  consideration  by  the  com- 
mittee. 

In  accordance  with  the  decision  reached  at 
the  meeting  on  October  17,  the  committee 
submits  the  following  nominations  for  the 
election  to  be  held  on  February  13,  1963: 


President  —George  A.  Burgin,  M.D.,  Herkimer 
President-Elect—  Waring  Willis,  M.D.,  Westchester 
Vice-President—  John  C.  Brady,  M.D.,  Erie 
Secretary — Walter  T.  Heldmann,  M.D.,  Richmond 
Assistant  Secretary— Philip  D.  Allen,  M.D.,  New  York 
Treasurer — Samuel  Z.  Freedman,  M.D.,  New  York 
Assistant  Treasurer—  Thomas  F.  McCarthy,  M.D.,  Bronx 
Speaker— Frederick  A.  Wurzbach,  M.D.,  Bronx 
Vice-Speaker — E.  Dean  Babbage,  M.D.,  Erie 

Councillors  {four  for  three  years) — John  F.  Kelley,  M.D.,  Oneida 

John  C.  McClintock,  M.D.,  Albany 
Clyde  L.  Wilson,  M.D.,  Chautauqua 
Joseph  G.  Zimring,  M.D.,  Nassau 

Trustees  {two  for  five  years ) — John  M.  Galbraith,  M.D.,  Nassau 

Leo  E.  Gibson,  M.D.,  Onondaga 

Planning  Committee  M ember - 

at-Large  {one  for  two  years) — Irving  L.  Ershler,  M.D.,  Onondaga 
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Delegates  to  the  American  Medical  Association  ( twelve  delegates  and  twelve  alternates  for  two  years 

commencing  January  1 , 1965)  : 


Philip  D.  Allen,  M.D.,  New  York 
William  T.  Boland,  M.D.,  Chemung 
John  T.  Donovan,  Jr.,  M.D.,  Niagara 
Irving  L.  Ershler,  M.D.,  Onondaga 
Merle  D.  Evans,  M.D.,  Monroe 
Irwin  Felsen,  M.D.,  Allegany 
Henry  I.  Fineberg,  M.D.,  Queens 
John  M.  Galbraith,  M.D.,  Nassau 
Thurman  B.  Givan,  M.D.,  Kings 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Walter  T.  Heldmann,  M.D.,  Richmond 
John  F.  Kelley,  M.D.,  Oneida 


Joseph  A.  Lane,  M.D.,  Monroe 
Charles  R.  Mathews,  M.D.,  Monroe 
John  C.  McClintock,  M.D.,  Albany 
John  D.  Naples,  M.D.,  Erie 
Arthur  Q.  Penta,  M.D.,  Schenectady 
Solomon  Schussheim,  M.D.,  Kings 
Philip  M.  Standish,  M.D.,  Ontario 
Carlton  E.  Wertz,  M.D.,  Erie 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
Waring  Willis,  M.D.,  Westchester 
Ezra  A.  Wolff,  M.D.,  Queens 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 


The  twelve  nominees  who  receive  the  largest 
number  of  votes  will  be  delegates;  the  second 
twelve  will  be  alternates. 


Respectfully  submitted, 

Carlton  E.  Wertz,  M.D.,  Chairman 
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Special  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen : 

Your  Special  Committee  on  Constitution 
and  Bylaws  consists  of  the  following: 

Irving  L.  Ershler,  M.D.,  Chairman 


Onondaga 

Philip  D.  Allen,  M.D New  York 

Alfred  A.  Hartmann,  M.D Franklin 

Ezra  A.  Wolff,  M.D Queens 

Joseph  G.  Zimring,  M.D Nassau 


At  the  May,  1963,  meeting  of  the  House  of 
Delegates  three  resolutions  were  referred  by 
the  Speaker  to  the  Special  Committee  on  Con- 
stitution and  Bylaws.  Two  of  these  are  identi- 
cal with  resolutions  introduced  at  the  1962 
meeting  of  the  House  and  disapproved  in  1963. 
The  third  resolution  concerns  the  privileges  of 
retired  members  and  was  not  considered  last 
year. 

During  the  1963  session  of  the  House  of 
Delegates,  the  Special  Committee  on  Constitu- 
tion and  Bylaws  met  as  a reference  committee. 
At  this  meeting  proponents  of  each  of  the  reso- 
lutions personally  explained  their  thoughts  on 
the  subjects.  The  committee  met  again  on 
October  3,  1963,  at  the  State  Society’s  office. 
Mr.  J.  Richard  Burns,  director  of  the  State 
Society’s  Business  Division,  and  Mr.  William 
Ketchum,  representing  Legal  Counsel,  attended 
by  invitation.  In  addition,  Miss  Mary  Singer, 
director  of  the  Society’s  Membership  Depart- 
ment, gave  valuable  advice,  particularly  on 
membership  matters. 

Committee  members  were  well  informed  on 
the  proposed  Bylaws  changes  and  engaged  in 
active  discussion  prior  to  arriving  at  final 
conclusions.  This  report,  with  its  recommen- 
dations, is  based  on  these  discussions,  opinions, 
and  conclusions. 

Resolution  63-4 — Amendment  to  Bylaws 
to  Provide  Rights  and  Privileges  of  Life 
Membership;  Introduced  by  Medical  Society 
of  the  County  of  New  York. 

This  resolution  includes  two  recommenda- 
tions. Each  of  these  will  be  considered  sep- 
arately. The  first  is: 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows:  Chapter  I,  Section  6,  final  sen- 
tence: the  words  “except  voting  and  holding 
office”  be  deleted,  so  that  the  final  sentence 
will  then  read:  “Life  members  shall  not  be 
subject  to  dues  or  assessments  but  shall  be 
accorded  all  rights  and  privileges  of  active 
membership.” 

In  discussion  it  was  pointed  out  that  elimi- 
nation of  the  right  to  vote  and  hold  office  by  our 
retired  members  creates,  in  fact,  a sort  of  second 
class  citizenry.  The  committee  feels  that  the 
right  to  continue  active  membership  in  the  So- 
ciety without  payment  of  dues  would  be  an 
appropriate  emolument  to  elderly  members 
after  a lifetime  of  active  dues  paying  member- 


ship. The  committee  is  sympathetic  to  the 
thesis  that  we  should  not  have  such  a second 
class  type  of  citizen  in  this  Society  and  that 
continuation  of  all  the  rights  and  privileges  of 
membership  should  be  continued  when  any 
member  achieves  the  status  of  life  membership. 

Approval  of  this  portion  of  the  resolution  is 
recommended. 

The  second  recommendation  in  resolution 
63-4  reads  as  follows: 

Resolved,  That  an  appropriate  amendment 
to  the  Constitution  and  Bylaws  of  the  Ameri- 
can Medical  Association  be  presented  by  the 
delegates  from  the  Medical  Society  of  the 
State  of  New  York,  to  restore  to  life  members 
the  rights  and  privileges  wffich  they  possessed 
at  the  time  they  were  granted  life  member- 
ship. 

The  committee  feels  that  most  of  the  rights 
and  privileges  of  active  membership  are  held 
in  the  American  Medical  Association  when 
such  rights  and  privileges  are  held  in  any  con- 
stituent state  society.  The  committee  feels 
further  that  the  State  Medical  Society  should 
be  given  an  opportunity  to  observe  and  study 
how  this  change  in  membership  status  will 
function  at  a state  level  prior  to  its  introduction 
on  a national  level. 

The  committee  recommends  disapproval  of 
this  portion  of  the  resolution. 

Resolution  63-12 — Amendment  to  Bylaws 
to  Change  Date  of  Arrears  from  March  1 
to  June  1;  Introduced  by  Medical  Society  of 
the  County  of  Queens. 

Resolved,  That  the  first  sentence  of  Chapter 
I,  Section  2 (b)  of  the  Bylaws  of  the  State 
Society  be  changed  by  substituting  June  1 
for  March  1,  so  that  it  will  read  as  follows: 
“Any  member,  except  a member  who  is 
eligible  and  has  applied  for  life  membership, 
whose  dues  and  assessments  are  unpaid  after 
June  1 of  any  current  year  is  not  in  good 
standing  and  shall  be  deemed  to  be  in  arrears.” 

After  discussion  the  committee  voted  to 
recommend  its  disapproval  of  this  resolution. 
The  identical  matter  had  been  considered  a year 
ago  and  disapproved.  Nothing  has  changed 
in  the  intervening  year  to  warrant  approval  of 
this  at  this  time.  A proponent  of  this  resolu- 
tion indicated  that  there  is  mechanical  difficulty 
in  accomplishing  dues  collection  during  such  a 
short  period  as  the  first  two  months  of  the  year. 
Informal  consultation  with  others  indicates 
that  this  is  not  a severe  problem.  Further, 
the  fact  that  the  annual  meeting  is  in  February 
rather  than  May  makes  early  dues  collection 
advisable. 

Disapproval  of  this  resolution  is  recommended. 
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Resolution  63-64 — Amendment  to  Bylaws 
to  Provide  Proportional  Representation  for 
A.M.A.  Delegates;  Introduced  by  the  Medical 
Society  of  the  County  of  Monroe. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  provide  that  the  delegates  to  the  American 
Medical  Association  be  elected  one  half 
from  the  State  Society  House  of  Delegates 
and  one  half  from  the  various  district 
branches,  or  combination  of  such,  as  propor- 
tional representation  would  allow,  as  follows: 
Amend  Chapter  III,  Section  6,  of  the 
Bylaws,  by  inserting  in  the  second  sentence, 
following  the  word  “Nominations,”  the  words 
“one  half  from  members  of  the  House  of  Dele- 
gates and  one  half  from  the  district  branches, 
in  proportion  to  the  membership  thereof,” 
so  that  the  sentence  will  then  read:  “Nomi- 
nations, one  half  from  members  of  the  House 
of  Delegates  and  one  half  from  the  district 
branches,  in  proportion  to  the  membership 
thereof,  shall  be  made  for  not  less  than  double 
the  full  number  of  delegates  to  be  elected”; 

and  in  the  next  portion  of  the  sentence,  by 
inserting  the  words  “one  half  to  be  elected 
from  those  nominated  from  the  House  of 
Delegates  and  one  half  to  be  elected  from 
those  nominated  from  the  district  branches” 
so  that  that  portion  of  the  sentence  will  then 
read,  . and  the  delegates  shall  be  declared 
elected  in  the  order  of  the  highest  number  of 
votes  cast  until  the  allotted  number  shall 
have  been  chosen,  one  half  to  be  elected 
from  those  nominated  from  the  House  of 
Delegates  and  one  half  to  be  elected  from 
those  nominated  from  the  district  branches”; 

and  in  the  next  portion  of  the  sentence  by 
inserting  the  same  words  so  that  that  portion 
will  then  read,  “.  . .a  corresponding  number 
in  the  next  highest  order  of  votes  cast  shall 
be  declared  alternate  delegates,  one  half  to 
be  elected  from  those  nominated  from  the 


House  of  Delegates  and  one  half  to  be  elected 

from  those  nominated  from  the  district 

branches.” 

In  conformity  with  its  statement  of  1962,  the 
committee  feels  that  this  proposal  is  unwieldy 
and  impractical.  It  is  pointed  out  further  that 
proportionate  representation  from  each  of  the 
county  medical  societies  in  each  district  branch 
is  seldom  present  at  district  branch  meetings 
but  is  always  present  in  meetings  of  the  House 
of  Delegates.  The  committee  feels  that  the 
present  method  of  electing  delegates  to  the 
A.M.A.  is  far  more  reasonable  and  equitable 
than  that  outlined  in  the  resolution. 

The  committee  recommends  disapproval. 

In  addition  to  consideration  of  the  proposed 
Bylaws  changes,  this  committee  was  charged 
with  a general  review  of  the  Constitution  and 
Bylaws  “in  order  to  correct  mistakes  in  gram- 
mar, ambiguous  language,  occasional  incon- 
sistencies, and  a lack  of  precision  in  some  of  the 
provisions.”  The  committee  felt  that  the 
necessary  work  on  this  could  best  be  done  by  a 
single  person  who  should  present  his  revisions 
to  the  entire  committee  at  a later  date.  The 
committee  also  felt  that  Ezra  A.  Wolff,  M.D., 
has  ideal  talents  for  the  accomplishment  of  this 
project. 

Accordingly,  the  committee  directed  the 
chairman  to  request  Dr.  Wolff  to  undertake 
this  review  and  report  back  to  the  committee 
at  a later  date. 

The  chairman  takes  this  opportunity  to 
express  his  gratitude  to  Miss  Doris  K.  Dou- 
gherty and  Miss  Jean  MacDonald  for  their  as- 
sistance in  the  preparation  of  this  report  and 
again  to  thank  the  members  of  the  committee, 
Drs.  Allen,  Hartman,  Wolff,  and  Zimring. 

Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 
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1964  HOUSE  OF  DELEGATES 

Reports  of  Officers  A 


President 


To  the  House  of  Delegates , Gentlemen: 

It  is  incredible  to  me  but  nonetheless  true: 
My  term  of  office  as  president  of  this  great 

organization  is 
about  to  come 
to  an  end. 

I regret,  of 
course,  the  fact 
that  the  tenure 
allotted  to  me 
has  been  less 
than  a year; 
indeed,  it  is 
only  nine 

months.  How- 
ever, there 
were  compel- 
ling reasons  for 
advancing  the 
date  of  our  an- 
nual meeting 
and  so  I,  like 
a majority  of 
the  House  of 
Delegates,  was 
in  agreement 
with  the  de- 
cision to  hold  the  convention  in  February. 

Despite  this,  however,  I have  had  a rich  and 
rewarding  experience  as  your  president  and  I 
am  grateful  to  the  membership  for  permitting 
me  to  serve  as  head  of  the  Society  for  a period 
of  time. 

Our  organization  has  been  quite  active  in  the 
months  since  last  May,  and  it  has  faced  up  to  a 
number  of  difficult  problems.  For  this,  I 
congratulate  the  members  of  the  Council, 
Henry  I.  Fineberg,  M.D.,  our  dedicated  and 
dynamic  executive  vice-president,  and  the  loyal 
members  of  our  various  committees. 

Turning  to  specifics: 

Council  Meetings.  We  have  continued 
the  practice  of  holding  Council  meetings  every 
other  month  and  Executive  Committee  meetings 
every  month.  So  far  as  I can  see,  this  has  made 
for  increased  efficiency  and  better  management 
of  the  Society’s  affairs,  and  I,  for  one,  am  glad 
that  this  policy  was  put  into  effect. 

Planning  Committee.  This  committee 
may  yet  turn  out  to  be  one  of  our  most  valuable 
tools  in  improving  the  State  Society’s  operations. 
For  example,  at  a meeting  scheduled  to  take 
place  on  December  18  (some  weeks  after  this 
report  has  been  submitted  for  publication),  the 
Planning  Committee  was  to  (a)  re-evaluate  the 


objectives  and  activities  of  the  district  branches; 
( b ) cope  with  the  problems  involved  in  reporting 
Council  meetings — whether,  for  example,  the 
minutes  should  be  verbatim  reports,  or  merely 
synopses  of  Council  deliberations;  (c)  continue 
its  study  of  Council  committees,  to  the  end  that 
they  may  be  streamlined  and  their  functions  so 
clearly  delineated  that  duplication  of  activity 
will  be  avoided;  ( d ) continue  its  appraisal  of 
the  operations  of  the  Journal  (although  an  ad 
hoc  committee  is  now  at  work  studying  the 
Journal’s  finances);  (e)  study  the  problems 
that  have  arisen  lately  affecting  medicine’s 
relations  with  podiatry;  (f)  consider  the 
advisability  of  asking  the  Legislature  to  author- 
ize a study  of  the  State  Medical  Practice  Act, 
which  has  been  in  effect  since  1891. 

Foundation.  The  latest  word  on  the  Em- 
pire State  Medical,  Scientific  and  Educational 
Foundation  is  that  its  tax  status  has  not  yet 
been  decided  by  the  Internal  Revenue  Service. 
However,  a number  of  research  projects  have 
been  planned,  and  some  are  in  progress. 

New  York  State  Association  of  the  Profes- 
sions. NYSAP  (as  this  organization  is  popu- 
larly called)  shows  much  promise  as  a spokesman 
for  the  various  professions  it  represents.  At  the 
present  time  it  is  conducting  an  intensive 
campaign  for  individual  members.  If  it  is 
successful,  it  will  undoubtedly  attain  an  impor- 
tant status  in  State  affairs.  As  you  know,  the 
six  professional  societies  that  currently  belong 
to  the  Association  are  those  in  medicine,  den- 
tistry, pharmacy,  engineering,  architecture,  and 
veterinary  medicine. 

Organizational  Matters.  The  streamlin- 
ing of  the  operations  of  the  State  Society’s  head- 
quarters in  New  York  City  continues  apace 
under  the  leadership  of  Dr.  Fineberg.  Impor- 
tant changes  have  been  made  and  a heightened 
efficiency  and  productivity  is  discernible.  In 
recent  months,  we  have  added  a new  business 
manager  and  a new  comptroller.  The  new 
business  manager  is  J.  Richard  Burns,  who  was 
formerly  with  the  law  firm  of  Martin,  Clear- 
water and  Bell.  Mr.  Burns  a few  weeks  ago 
was  also  made  assistant  executive  vice-president. 

Communications  Division.  This  impor- 
tant activity  of  the  State  Society  has  been  reor- 
ganized in  the  past  few  months  under  the 
supervision  of  our  new  communications  director. 
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One  of  the  most  significant  changes  has  been 
the  development  of  a closer  and  more  realistic 
relationship  between  the  Society’s  public  rela- 
tions and  legislation  activities.  The  benefits  of 
this  new  approach  should  become  apparent  to 
the  membership  in  the  not  too  distant  future. 

Legislation.  As  always,  the  State  Society 
will  concern  itself  with  only  a few  bills  during 
the  1964  session  of  the  Legislature,  adhering  to 
the  philosophy  that,  on  the  whole,  the  wisest 
course  is  to  avoid  expending  our  energies  in  too 
many  directions. 

In  accordance  with  this  approach,  we  plan  to 
devote  most  of  our  attention  in  Albany  to  the 
enactment  of  a Good  Samaritan  Law  (a  measure 
that  should  have  been  put  on  the  statute  books 
years  ago),  and  bills  to  license  bioanalysts  and 
to  permit  physicians  to  obtain  liens  on  property 
when  payment  is  not  made  for  services  rendered. 

At  the  Federal  level,  of  course,  we  propose  to 
conduct  an  energetic,  well-planned  campaign 
against  the  King- Anderson  Bill,  which  will 
undoubtedly  be  one  of  the  biggest  political 
issues  during  1964  in  view  of  the  presidential 
elections  to  be  held  next  fall. 

This  may  well  be  the  year  of  decision  on  this 
question;  certainly,  things  have  been  building 
to  a climax  and  the  proponents  of  the  measure 
are  bound  to  use  it  as  a convenient  political 
football. 

Our  view  is  that,  if  the  bill  were  enacted,  it 
would  open  the  door  to  government  control  of 
medicine — a prospect  that  should  give  every 
physician  pause,  and  galvanize  us  all  into  action. 

Woman’s  Auxiliary.  Like  my  predecessors, 
I have  found  the  Woman’s  Auxiliary  a source  of 
strength  to  the  parent  organization.  Indeed, 
Mrs.  Ezra  A.  Wolff,  the  president,  and  the  other 
fine  women  who  are  most  active  in  this  group 
gave  proof  once  again  that  the  Auxiliary  is 
truly  an  auxiliary — that  is,  it  aids,  assists,  and 
supports  the  State  Society  in  its  multifarious 
activities. 

Medical  Education.  This  was  the  year  in 
which  the  Governor’s  Committee  on  Medical 
Education  issued  its  report  recommending  the 
establishment  of  two  new  medical  schools  in  the 
area  of  New  York  State  outside  New  York  City. 
The  committee  suggested  that  one  of  the  schools 
be  constructed  on  Long  Island  and  the  other  in 
Westchester.  Nothing  has  yet  been  done  to 
implement  these  proposals  but  I predict  that 
they  will  receive  increased  attention  as  time 
goes  on  and  the  need  for  more  physicians  in  this 
State  becomes  more  urgent.  Accordingly,  I 
recommend  that  the  State  Society  give  appropri- 
ate consideration  to  the  situation  and  be  pre- 
pared to  offer  advice  and  guidance  to  the  State 
government  as  and  when  the  plans  for  these 
schools  go  beyond  the  discussion  stage  and  give 
promise  of  being  translated  into  reality. 

Turning  to  our  own  activities  in  the  field  of 
education,  I should  like  to  commend  the  Council 
Committee  on  Public  Health  and  Education 
particularly  for  its  excellent  programs  in  post- 
graduate instruction.  The  committee  has  been 


doing  outstanding  work  in  this  area  for  many 
years,  and  medicine  has  been  the  fortunate 
beneficiary. 

State  Health  Department.  Our  relations 
with  the  new  Commissioner  of  Health  of  New 
York  State,  Hollis  S.  Ingraham,  M.D.,  have 
been  most  cordial,  and  the  Society  looks  forward 
to  many  years  of  friendly  and  fruitful  coopera- 
tion with  him.  During  the  past  few  months, 
we  have,  on  several  occasions,  followed  a pro- 
cedure which  was  established  several  years  ago. 
This  consists  of  having  releases  to  the  State’s 
physicians  signed  by  both  the  health  commis- 
sioner and  the  president  of  the  State  Medical 
Society.  We  find  that  this  is  an  effective  means 
of  gaining  the  support  of  the  profession  because 
it  emphasizes  the  close  liaison  that  exists  between 
this  fine  agency  and  your  Society. 

Physicians’  Home.  I am  pleased  to  be 
able  to  report  that  the  membership  has  begun 
to  support  this  worthwhile  organization  in  the 
manner  to  which  it  is  entitled.  Our  contribu- 
tions have  not  yet  reached  the  level  they  opti- 
mally should  but  they  have  increased  sufficiently 
during  the  past  six  months  or  so  to  indicate  that 
many  of  us  now  realize  the  organization’s  value 
and  that  we  are  willing  to  take  care  of  our  own. 

Budget.  The  Budget  Committee  has  been 
meeting  regularly  to  review  the  Society’s  finan- 
cial situation,  to  determine  whether  or  not 
expenditures  are  being  kept  to  essentials.  I 
am  happy  to  report  that  as  a result  of  this 
effort,  and  of  the  outstanding  work  of  Dr. 
Fineberg,  we  are  beginning  to  see  fiscal  daylight, 
so  that  in  the  not  too  distant  future  we  may  well 
succeed  in  bringing  expenses  within  reach  of 
income. 

Labor  Health  Facilities.  If  you  will  re- 
call, I established  a Committee  on  Labor  Health 
Facilities  last  summer  because  of  my  conviction 
that  medicine  should  attempt  to  work  closely 
with  union  health  centers.  My  thought  was 
that  many  of  these  facilities  are  giving  union 
members  good  medical  care  but  a number  are 
not,  and  that  it  is  our  responsibility  at  least  to 
make  the  effort  to  help  the  latter  to  improve 
their  standards. 

Since  then,  the  committee  has  met  a number 
of  times  and  is  developing  a program  that  should 
help  considerably  in  improving  the  medical  care 
rendered  by  labor  health  facilities. 

Miscellaneous.  Before  I conclude,  I should 
like  to  thank  the  many  physicians  and  their 
wives  who  have  been  so  cordial  to  me  during 
my  visits  to  their  communities.  Since  my  in- 
stallation at  the  1963  convention,  I have  at- 
tended any  number  of  meetings  of  district 
branches  and  county  medical  societies,  as  well 
as  organizations  in  allied  health  professions, 
and  I am  happy  to  report  that  I have  invariably 
received  a warm  and  friendly  welcome. 

Part  of  this,  of  course,  was  due  to  a feeling  of 
personal  camaraderie  but  much  of  it  was  really 
an  expression  of  support  of,  and  affection  for, 
the  Medical  Society  of  the  State  of  New  York. 
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This  is  as  it  should  be,  for  the  Society  has 
labored  long  and  faithfully  to  advance  the  inter- 
ests of  medicine.  Our  organization  has  its 
problems — as  all  professional  societies  do — but 
no  one  can  gainsay  its  long-standing  concern 
over  the  physician’s  welfare  and  its  consistent 
espousal  and  support  of  good  medical  causes. 

I should  like  also  to  thank  the  Council,  the 
Trustees,  the  committee  chairman  and  commit- 
tee members  for  their  help  and  support  during 
my  relatively  brief  tenure  in  office.  I have 
been  active  in  State  Society  affairs  for  a good 
number  of  years  but  I was  interested  to  see 
during  the  last  few  months  how  much  hard 
work  all  these  people  do  on  behalf  of  the 
organization. 

If  there  were  more  awareness  of  this  dedica- 


Secretary 

To  the  House  of  Delegates,  Gentlemen: 

The  Secretary  submits  the  following  report. 

House  of  Delegates.  Instructions  of  the 
House  of  Delegates  have  been  acted  on  by  the 
Secretary  or  referred  by  him  to  other  officers, 
committee  chairmen,  and  the  Council.  A de- 
tailed report  of  such  actions  is  given  in  the 
“Resume  of  Instructions  of  the  1963  House  of 
Delegates  and  Actions  Thereon  by  the  Council, 
Board  of  Trustees,  and  Officers.”  Names  of 
county  medical  society  delegates  to  the  1964 
House  of  Delegates  have  been  obtained  and 
listed. 

Council,  Executive  Committee,  and 
Board  of  Trustees.  Minutes  of  these  bodies 
have  been  prepared  and  have  been  accepted  by 
them.  Actions  of  the  Executive  Committee 
have  been  reported  to  the  Council,  as  required 
by  the  Bylaws,  Chapter  IV,  Section  1 (b) . 
Instructions  of  the  Council  and  the  Executive 
Committee  have  been  carried  out  by  the 
Secretary. 


tion  to  the  future  of  the  profession,  perhaps  a 
greater  number  of  members  would  take  part  in 
Society  affairs  and  try  to  make  it  an  even  better 
organizational  tool. 

I wish  to  thank  Dr.  Fineberg  for  his  leadership 
during  the  past  several  months.  Without  his 
drive  and  grasp  of  medical  and  other  issues,  I 
doubt  whether  the  Society  would  have  accom- 
plished as  much  as  it  has. 

Respectfully  submitted, 

William  L.  Wheeler  ,Jr.,  M.D.,  President 


Membership.  Membership  figures  are 
omitted  here.  They  will  be  the  subject  of  a 
supplementary  report  of  the  Secretary  so  that 
the  House  may  be  provided  with  information 
for  the  entire  year  1963. 

Physicians*  Placement  Bureau.  As  al- 
ways our  bureau  has  been  active  in  trying  to 
help  communities  to  find  much  needed  prac- 
titioners and  practicing  physicians  to  find  as- 
sistants and  partners.  The  primary  need  is 
for  solo  general  practitioners  in  the  rural  New 
York  State  areas.  The  demand,  as  is  usual, 
outweighs  the  supply.  Requests  come  in  also 
for  specialists  of  all  types  but  there  seems  little 
demand  for  general  surgeons. 

From  time  to  time  we  send  tear  sheets  or 
cuttings  from  our  New  York  State  Journal 
of  Medicine  “Physicians  Wanted”  area,  this 
when  neither  our  opportunity  lists  or  files 
carry  the  particular  type  of  openings  requested 
by  various  physicians. 
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In  March  of  this  year  Mr.  Norman  H.  Davis, 
director  of  medical  programs  of  the  Sears 
Roebuck  Foundation,  Chicago,  Illinois,  called 
in  person  to  discuss  matters  pertaining  to  our 
bureau. 

In  October,  Mr.  John  Nickerson  of  Medical 
Economics , Oradell,  New  Jersey,  called  in  to 
learn,  by  asking  numerous  questions,  how  our 
bureau  functioned. 

The  American  Medical  Association  continues 
to  be  our  greatest  source  of  physicians  although 
quite  a number  of  doctors  either  write,  tele- 
phone, or  call  in  person  about  the  possibilities 
of  openings. 

Below  are  listed  the  number  of  physicians 
heard  from  throughout  the  year: 


Anesthesiology 9 

Dermatology 6 

E.N.T 5 

General  practice 65 

Industrial  medicine 11 

Internal  medicine 72 

Neurosurgery 2 

Obstetrics  and  gynecology 56 

Ophthalmology 10 

Orthopedics 15 

Pathology 9 

Pediatrics 26 

Psychiatry 1 

Radiology 10 

Surgery 46 

Urology 13 

Miscellaneous 23 

total 379 


Eleven  areas  secured  the  services  of  physi- 
cians. Seventeen  localities  were  added  to  our 
lists  of  opportunities. 

Meetings.  As  required  by  the  Bylaws,  the 
Secretary  has  attended  meetings  of  the  Council, 
the  Board  of  Trustees,  the  Executive  Com- 
mittee, the  Judicial  Council,  and  the  Mal- 
practice Insurance  and  Defense  Board.  In  ac- 
cordance with  instructions  of  the  House  of 
Delegates,  he  has  attended  meetings  of  the 


Planning  Committee  and  the  Nominating  Com- 
mittee. As  a delegate  from  New  York  State 
he  took  part  in  the  sessions  of  the  A.M.A. 
House  of  Delegates;  he  has  also  been  present 
at  the  meetings  of  the  New  York  delegation. 

As  a member  of  the  Medical  Facilities  Com- 
mittee of  the  American  Medical  Association  he 
attended  meetings  in  Chicago  and  Portland, 
Oregon.  As  a member  of  the  Hospital-Pro- 
fessional Relations  Committee  of  the  American 
Hospital  Association  he  attended  a meeting  in 
Chicago.  In  this  connection  he  served  as  a 
member  of  a panel  on  “The  Trustee  Looks  at 
Medical  Care”  before  the  annual  meeting  of  the 
American  Hospital  Association  held  in  New 
York  City  August  28,  1963. 

Your  Secretary  attended  the  board  of  di- 
rectors meeting  of  the  New  York  Labor- 
Management  Council  of  Health  and  Welfare 
Plans,  Inc.  He  was  also  present  at  the  Pilot 
Regional  Conference  of  County  Medical  Society 
Officers  and  District  Branch  Officers  held  in 
Buffalo,  September  12,  1963. 

Acknowledgments.  The  Secretary  of  this 
great  Society  can  be  listed  among  its  most 
indebted  officers.  Without  the  kindness  and 
consideration  of  those  members  with  whom 
he  has  had  contact  his  task  would  have  been 
well-nigh  impossible.  One  of  his  greatest 
assets  through  the  year  has  been  the  inability 
of  the  Executive  Vice-President,  Henry  I. 
Fineberg,  M.D.,  to  say  “no”  to  his  many  re- 
quests for  aid.  To  him  goes  my  deepest  ap- 
preciation and  admiration.  To  my  successor, 
I bequeath  my  revered  alter  ego,  ghost  writer 
extraordinary,  and  the  Society’s  great  and 
proven  servant,  Miss  Doris  K.  Dougherty. 
To  the  headquarters  staff,  one  and  all,  goes  my 
appreciation  and  thanks. 

It  has  been  a pleasure  and  a privilege  to  have 
served  on  the  team  of  President  William  L. 
Wheeler,  Jr.,  M.D.  His  tolerance  of  my  many 
shortcomings  is  greatly  appreciated. 

Respectfully  submitted, 

Waring  Willis,  M.D. 
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Executive  Vice-President 


To  the  House  of  Delegates,  Gentlemen: 

This  preliminary  report  covers  only  a short 
period  of  about  six  months,  due  to  the  fact  that 
the  annual  meeting  will  be  held  in  February 
instead  of  May.  A supplementary  report  will 
be  submitted  at  a later  date.  Again,  wherever 
possible,  we  will  attempt  to  stay  clear  of  matters 
which  will  be  presented  in  the  reports  of  the 
officers  and  various  committees,  even  though 
we  have  participated  in  many  of  the  activities 
which  will  be  described  by  these  gentlemen. 
We  will  refrain  from  discussing  the  routines 
of  our  everyday  Society  business,  and  we  will 
confine  our  comments  to  items  in  the  adminis- 
trative field  and  other  related  areas,  which, 
we  believe,  will  be  of  interest  to  you. 

These  have  been  busy  days.  There  have 
been  a considerable  number  of  meetings,  con- 
ferences, and  programs  of  varying  magnitude 
and  importance;  and  we  hope  that  what  the 
staff  has  been  trying  to  accomplish  is  to  good 
avail.  We  have  broken  precedent  whenever 
we  felt  that  this  type  of  action  would  react  to 
the  benefit  of  our  Society,  the  medical  pro- 
fession, and  the  people.  Traditions  have  not 
been  an  obstacle. 

Headquarters  Activities.  We  have  con- 
tinued to  meet  with  our  division  heads  at  in- 
formal “down-to-earth”  conferences — a plan 
inaugurated  some  time  ago.  These  meetings 
have  been  very  fruitful.  However,  we  have 
been  compelled  to  get  together  at  irregular 
intervals  because  of  pressures  of  unscheduled 
affairs,  and  so  forth. 

Credit  cards  for  expenditures  and  telephone 
services  have  been  eliminated.  For  some  time 
it  has  been  our  feeling  that  credit  cards  “breed” 
excessive  spending  and  in  most  cases  are  not 
needed.  Staff  expenses  can  be  controlled 
much  better  without  them. 

We  have  instituted  economy  measures  in 
other  areas — new  accounting  methods  which 
substantially  have  improved  and  modernized 
our  fiscal  procedures;  streamlining  of  the  con- 
tent and  format  of  the  budget  to  fit  the  new 
administrative  organization,  with  better  control 
and  understanding  of  the  budget;  a request  that 
monthly  reports  be  submitted  to  the  executive 
vice-president  and  division  heads,  showing  the 
current  monetary  status  of  each  line  item  in  the 
respective  departmental  budgets;  improved 
purchasing  procedures,  which  insure  that 
purchases  are  kept  within  budgetary  limits. 

We  are  preparing  a better  expense  report 
form  for  the  use  of  officers  and  members  of 
boards  and  committees  and  staff.  The  pres- 
ent one  is  inadequate  and  obsolete. 

We  have  developed  better  regulatory  pro- 
cedures in  the  maintenance  of  employe  rec- 
ords— lunch  hours,  coffee  breaks,  time  sheets, 
compensatory  time,  absenteeism,  overtime  (still 
kept  to  a minimum) , nonoccupational  dis- 
ability claims.  It  has  always  been  our  con- 
tention that,  although  we  are  a medical  society, 


our  organization  must  be  run  in  accordance 
with  the  best  rules  governing  large  business. 

A short  time  ago,  we  surveyed  our  “medieval” 
telephone  service,  and  we  decided  to  take  ad- 
vantage of  the  telephone  company’s  consulta- 
tion service.  The  results  of  a conference  with 
these  people  will  be:  increased  economy  and 

a more  efficient  telephone  service,  as  evidenced 
by  better  long-distance  telephone  control  and 
billing;  the  installation  of  an  internal  dialing 
system,  whereby  calls  within  the  office  are 
dialed  directly  without  going  through  the 
switchboard  operator.  The  latter  routine  will 
permit  the  operator  to  give  greater  attention 
to  incoming  calls,  and  she  can  spend  more  time 
acting  in  the  capacity  of  a true  receptionist 
and  assist  in  routine  typing  and  clerical  work 
assigned  to  her.  Also,  the  rest  of  the  staff 
will  be  relieved  of  much  “footwork,”  and  the 
frustrating  delays  in  telephone  communica- 
tion to  which  we  are  subjected  at  this  time  will 
be  eliminated. 

Membership.  Our  “operation  membership” 
program  is  proceeding  according  to  schedule. 
As  we  have  stated  before,  this  project  must  be 
brought  to  a successful  conclusion  as  soon  as 
possible. 

In  this  area  we  have: 

(1)  Continued  the  conversion  of  member- 
ship records  from  an  IBM  system  (which  was 
found  to  be  too  expensive  and  impractical)  to 
McBee  membership  cards. 

(2)  Developed  and  provided  county  so- 
cieties with  new  forms  to  be  used  in  submitting 
State  Society  and  A.M.A.  dues  and  assessments. 

(3)  Conducted  special  meetings  with  ex- 
ecutive secretaries,  membership  secretaries,  and 
accountants  from  country  societies  in  the 
First  and  Second  District  Branches,  as  well  as 
Westchester  County,  to  discuss  membership 
procedures  and  problems,  including  collection 
and  handling  of  dues  payments,  procedures  for 
requesting  remission  of  dues,  transfers  of 
members  from  one  county  society  to  another, 
resignations  of  members,  and  so  forth. 

(4)  Continued  to  supply  county  societies 
and  other  authorized  persons  and  organiza- 
tions with  information  concerning  member- 
ship status  of  members. 

Last  May,  the  House  of  Delegates  voted 
that  the  executive  vice-president  should:  re- 

view the  question  of  reimbursement  to  county 
medical  societies  for  expenses  incurred  in 
collecting  State  Society  and  A.M.A.  dues  with 
representatives  of  the  county  societies;  develop 
a scheme  for  equitable  reimbursement;  and 
present  this  to  the  Council  for  approval  and 
implementation,  effective  January  1 of  next 
year. 

A meeting  was  held  on  September  9.  Eleven 
county  society  secretaries,  19  county  society 
executives,  and  11  members  of  the  State 
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Society  staff  were  present.  The  counties  of 
Clinton,  Columbia,  Greene,  Madison,  Oneida, 
Herkimer,  Chenango,  Ontario,  St.  Lawrence, 
Steuben,  Tompkins,  Ulster,  Albany,  Bronx, 
Broome,  Chemung,  Erie,  Kings,  Monroe, 
Nassau,  New  York,  Onondaga,  Orange,  Queens, 
Richmond,  Suffolk,  Westchester  and  Rockland 
were  represented  (28) . 

(1)  The  assistant  executive  director  of  the 
Student  A.M.A.  attended  and  described  briefly 
the  organization  of  S.A.M.A.,  its  functions, 
and  its  aims.  It  is  important  that  the  State 
and  county  medical  societies  support  this  very 
fine  organization. 

We  recommend  that,  in  accordance  with  the 
routine  adopted  by  the  American  Medical 
Association,  S. A.M.A.  representatives  from 
the  medical  schools  in  New  York  State  be 
invited  to  our  House  of  Delegates  in  February. 

(2)  The  collection  of  dues  was  considered. 
A number  of  county  medical  societies — es- 
pecially the  larger  ones — pointed  out  vividly 
that  a great  deal  of  their  work  involves  not 
only  the  processing  and  collection  of  dues  for  the 
State  Society  and  the  A.M.A.,  but  also  the 
completion  of  applications,  the  maintenance  of 
records,  the  servicing  of  inquiries  pertinent 
to  dues,  and  the  auditing  of  accounts. 

After  much  deliberation,  the  secretaries  and 
executive  secretaries  passed  a resolution  de- 
claring “that  the  county  societies  be  reimbursed 
by  the  State  Society  at  1 per  cent  of  the  annual 
State  dues;  and  that  the  present  formula  for 
reimbursement  of  A.M.A.  dues  be  continued.” 
(We  receive  1 per  cent  from  the  A.M.A.  for 
the  collection  of  dues,  half  of  which  goes  to 
the  county  societies.) 

The  recommendation  of  the  executive  sec- 
retaries was  approved  by  the  Council  on 
September  26. 

We  must  stress  the  fact  that  this  additional 
expenditure  by  the  State  Society  will  be  in 
the  neighborhood  of  approximately  $11,000. 

Budgeting.  We  have  concentrated  on  the 
preparation  of  equitable  budget  estimates. 
The  Budget  Committee  has  been  meeting  every 
three  months  to  study  and  reappraise  the  bud- 
get in  the  light  of  new  conditions  as  they  arise. 

A year  ago,  we  stated  that  we  are  opposed 
inalterably  to  deficit  budgeting.  We  declared 
that  we  must  live  within  the  funds  allotted  to 
us.  At  this  time,  we  are  happy  to  announce 
that  apparently  this  philosophy  has  prevailed. 
We  will  finish  the  fiscal  year  in  the  “black,” 
for  the  first  time  in  years.  However,  this 
desirable  turn  of  events  should  not  lull  us  into 
a sense  of  false  security.  We  must  keep  to 
the  road  of  curtailing  our  expenditures;  we 
must  practice  economy  at  all  times;  we  must 
eliminate  “luxuries”;  we  must  be  ever  mindful 
of  the  fact  that  we  must  “write  off”  the  in- 
debtedness developed  in  previous  days. 

Journal  Finances.  You  will  remember  that, 
for  sometime,  the  House  of  Delegates  has  been 
concerned  with  the  financial  status  of  the 
Journal. 

Almost  everyone  agrees  that  our  publication 


is  an  excellent  one,  scientifically  and  editorially— 
high  up  on  the  list  of  medical  journals. 

There  is  no  question  but  that  there  has  been 
a definite  downward  trend  in  the  amount  of 
advertising.  The  deficit  is  beyond  any  ever 
visualized. 

In  May,  the  House  adopted  reference  com- 
mittee recommendations  as  follows:  (1)  that 

Journal  advertising  salesmen  be  compensated 
on  a straight  commission  basis,  (2)  that  con- 
sideration be  given  to  publishing  the  Journal 
on  a monthly  basis,  and  (3)  that  an  appropriate 
outside  agency  be  employed  to  make  a thorough 
study  of  the  business  affairs  of  the  Journal. 

Since  the  latter  suggestion  involved  ap- 
propriation of  funds,  it  was  presented  to  the 
Budget  Committee  at  its  re-evaluation  meeting 
in  July.  The  consensus  was  that  studies  by 
“experts”  probably  would  be  very  expensive, 
and  that  an  attempt  should  be  made  by  us 
to  arrive  at  a solution  to  our  financial 
difficulties. 

We  have  interviewed  the  two  advertising 
salesmen  and  we  have  talked  to  many  people 
in  our  State  and  elsewhere.  When  your  ex- 
ecutive vice-president  was  in  Chicago,  he 
learned  that  other  state  societies  are  having 
troubles  in  the  operations  of  their  journals. 
There  is  very  little  optimism  about  phar- 
maceutical advertising  returning  to  its  1960 
peak.  The  feeling  is  that  it  may  be  reduced 
even  further  in  future  years. 

This  idea  has  been  expressed  before — that 
perhaps  the  answer  is  a consolidation  of  our 
Journal  with  those  of  other  states  in  this 
area — preferably  in  the  Mid-Atlantic  region. 
A serious  effort  to  effect  this  type  of  arrange- 
ment should  be  considered  without  too  much 
delay.  The  possibilities  in  this  direction  should 
be  explored  carefully. 

However,  we  felt  that,  before  going  ahead 
with  any  plans,  a small  ad  hoc  committee  should 
be  appointed  to  investigate  all  the  angles  and 
to  submit  its  recommendations.  Our  president 
looked  on  this  proposal  with  favor  and  desig- 
nated a number  of  people  to  take  over  this 
task.  The  chairman  of  the  committee  is 
NormanS.  Moore,  M.D. 

Although  the  committee  will  not  meet 
until  December  9,  there  has  been  progress. 
Earl  Brooks,  a professor  at  Cornell  University — 
at  the  request  of  Dr.  Moore— spent  an  entire 
day  in  our  office  on  October  17  and  reviewed  the 
entire  situation.  He  talked  to  all  the  members 
of  staff  concerned  and  spent  considerable  time 
with  your  executive  vice-president.  He  showed 
a keen  insight  into  our  problems  and  has  al- 
ready submitted  a preliminary  report  which, 
among  other  matters,  will  be  carefully  evaluated 
at  the  meeting  of  the  committee.  In  our 
opinion,  much  good  will  come  of  this  study. 

We  believe  that  you  will  be  interested  in  a 
few  quotes  from  the  Advertising  Age  of  October 
28.  It  will  give  you  some  idea  of  what  faces 
us: 

National  medical  publications  are  much  more 

attractive  to  pharmaceutical  and  drug  advertisers 

and  their  agencies  than  state  medical  journals. 
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because  of  lower  readership  costs ....  The  question 
of  whether  other  considerations  could  offset  the  eco- 
nomic ones  was  a question  left  dangling  in  mid-air . . . 
media  buying  practices  in  the  pharmaceutical  field 
have  changed  in  recent  years . . . medical  admen 
today  are  much  mere  conscious  of  their  company’s 
profits  and  costs....  Advertisers  do  not,  as  they 
once  did,  “buy”  journals;  they  buy  opportunities  to 
tell  their  product  stories  at  the  best  market  price . . . 
the  circulation  of  34  state  journals,  which  are  mem- 
bers of  the  state  medical  journal  group,  plus  that  of 
three  large  nonmember  state  journals,  totals  185,000 
— the  same  as  that  of  the  JAMA. 

The  cost  of  space  and  printing  plates  for  running 
the  ads  in  the  state  journals  practically  amounts  to 
what  would  buy  12  pages  in  JAMA,  or  six  pages 
there,  plus  eight  pages  in  Modern  Medicine. 

These  are  facts  which  we  must  consider 
seriously. 

The  Directory.  The  publication  of  the  Di- 
rectory has  been  placed  under  the  supervision 
of  the  executive  vice-president. 

Copies  of  the  1963-64  Directory  have  been 
shipped  out  to  members  and  subscribers  (the 
present  edition  finally  rolled  off  the  presses 
on  October  25).  We  regret  greatly  the  delay 
in  getting  this  item  out  to  all  concerned. 

Three  preliminary  factors  contributed  to  this 
unfavorable  state  of  affairs: 

(1)  The  extensive  changes  which  were  made 
in  this  issue.  In  an  attempt  to  streamline  the 
Directory,  much  unnecessary  and  undesirable 
material  had  to  be  deleted,  and  important  other 
alterations  had  to  be  effected.  This  required 
a great  amount  of  editing.  Instead  of  submit- 
ting copy  to  the  printer  in  November,  as  we 
have  done  for  normal  May  publication,  the 
first  copy  went  to  the  printer  in  January. 

(2)  We  used  new  printers.  They  were 
unfamiliar  with  our  coding  and  system  of 
abbreviations,  and  the  number  of  corrections 
was  unusually  high. 

(3)  On  the  suggestion  of  the  then  director 
of  the  division,  there  was  a curtailment  of 
staff  at  critical  times,  which  reacted  to  our 
disadvantage.  The  summer  vacation  schedule 
also  interfered. 

Of  course,  these  shortcomings  will  be  cor- 
rected in  the  future.  We  have  begun  our  plan- 
ning for  the  1965-66  Directory,  and  we  can  assure 
you  that  the  constructive  suggestions  which 
we  have  received  from  the  staff — which  is 
cognizant  of  our  problems — and  from  members 
of  the  House  of  Delegates  and  others  def- 
initely will  enter  into  our  thinking.  We  are 
convinced  that  the  Directory  staff  must  be 
represented  at  the  decision-making  level.  Out- 
moded routines  must  be  eliminated  completely. 

As  expected,  complaints  have  started  coming 
in — mainly  by  telephone.  The  number  is 
small,  considering  the  enormity  of  the  project. 
There  are  some  who  have  indicated  that  their 
“pet”  organizations  have  been  omitted  and 
that  this  is  a serious  inadequacy.  Some  of  our 
colleagues  have  been  quite  abusive;  but  our 
staff,  ever  courteous,  has  been  able  to  with- 
stand the  tirades.  We  will  continue  to  enter 
in  our  Directory  only  that  material  which  is 


appropriate  and  which  truly  reflects  the  pro- 
fessional qualifications  of  an  individual. 

We  have  had  some  comments  about  the 
“fibrous”  cover.  This  is  an  experiment.  It 
was  tried  because  it  represents  a considerable 
savings  and  we  were  told  that  it  would  fill  the 
bill,  and  it  has  been  our  personal  experience 
that  it  “works.”  If  necessary,  we  can  always 
go  back  to  the  hard  cover. 

A number  of  purchasers  have  indicated  that 
they  would  be  willing  to  pay  $25  to  $30  for  the 
latter  instead  of  $20  for  the  soft  cover.  One 
of  our  “handlers”  was  pessimistic  about  the 
way  in  which  the  new  cover  would  be  received. 
However,  his  initial  order  of  60  copies  has 
been  depleted  and  he  has  ordered  20  more. 

A “selling  campaign”  has  been  organized. 
Advertisements  will  be  placed  in  journals 
reaching  lawyers,  insurance  companies,  and 
pharmacy  personnel. 

We  cannot  get  away  from  the  fact  that  the 
Directory  is  an  expensive,  money -losing  opera- 
tion. However,  this  must  not  blind  us  to  these 
important  considerations: 

(1)  For  a vast  majority  of  the  member- 
ship— the  body  of  physicians  with  daily  office 
hours  and  hospital  commitments  whose  dues 
are  the  “blood”  of  the  Society — the  Directory 
represents  one  of  the  most  tangible  and  valued 
benefits  of  their  membership. 

(2)  The  telephone  information  service  con- 
tinually conducted  by  the  Directory  Depart- 
ment is,  as  far  as  the  general  public  is  concerned, 
one  of  the  best  public  relations  services  the 
Society  provides.  The  gratitude  of  these 
people  who  contact  us  daily  is  considerable 
compensation  for  the  labor  this  service  rep- 
resents. The  tremendous  volume  of  inquiries 
regarding  the  Directory — from  physicians,  bus- 
iness organizations,  legal  firms,  and  individuals — 
is  a reminder  to  us — a welcome  reminder — 
of  the  value  of  the  Directory. 

The  Newsletter.  On  previous  occasions,  we 
have  talked  about  our  hopes  for  the  News- 
letter; we  have  discussed  plans  to  make  it  a 
“bigger  and  better”  publication,  worthy  of  the 
State  Medical  Society. 

We  have  been  in  touch  with  people  who,  we 
believed,  could  assist  us  materially  in  this 
venture.  Our  work  has  not  been  in  vain. 
Recently,  we  signed  an  agreement  with  Hoff- 
mann-La  Roche,  which  gives  this  fine  phar- 
maceutical house  exclusive  rights  to  advertising 
in  the  Newsletter,  starting  with  the  January 
issue.  It  will  be  published  monthly — six  and 
one-half  pages  of  newsworthy  material  and  one 
and  one-half  pages  of  ethical  advertising. 

Without  a doubt,  this  is  an  outstanding 
achievement — a great  step  in  the  right  direction. 
The  precedent  for  this  type  of  action  was 
established  when  we  began  publication  of 
What  Goes  On. 

We  are  grateful  to  the  staff  of  our  Business 
Division,  Advertising  and  Sales  Department, 
and  Division  of  Communications  for  consum- 
mating this  “deal.” 

The  Staff  Manual.  The  Staff  Manual  has 
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been  completed  and  issued  to  all  concerned. 
This  is  the  first  edition.  As  changes  occur, 
they  will  be  added.  There  has  been  a great 
need  for  this  kind  of  brochure.  Now,  we  have 
a compilation  of  policies  in  a form  in  which  they 
can  be  readily  understood  and  referred  to 
quickly  when  the  occasion  arises. 

Changes  in  Administrative  Staff . John  Pardee 
left  the  directorship  of  the  Business  Division 
to  accept  a position  in  Chicago. 

Mr.  J.  Richard  Burns,  formerly  associated 
with  Martin,  Clearwater  & Bell  in  the  capacity 
of  managing  attorney,  took  over  the  respon- 
sibilities of  this  position  on  September  23. 
Those  of  us  who  have  been  in  contact  with 
Dick  Burns  are  acquainted  with  his  capabili- 
ties. He  knows  our  organization  thoroughly. 

He  holds  the  degrees  of  bachelor  of  arts  and 
bachelor  of  laws  from  Cornell  University,  and 
he  has  had  considerable  experience  in  the 
fields  of  business  management  and  administra- 
tion. 

Recently,  we  designated  him  as  assistant 
executive  vice-president.  He  does  much  more 
than  act  as  the  director  of  the  Business  Divi- 
sion. He  has  assisted  us  in  translating  (legally) 
the  policies  and  directives  of  the  House  of 
Delegates,  the  Council,  and  the  Board  of 
Trustees.  Also,  he  will  aid  us  in  the  adminis- 
trative activities  and  official  functions  of  the 
Society  and  will  perform  other  special  duties 
on  our  behalf. 

Mr.  Eugene  Dombrowski  has  been  appointed 
comptroller.  He  will  continue  to  direct  the 
Accounting  Department  and  coordinate  bud- 
getary activities,  and  he  will  cooperate  fully 
with  the  Treasurer  of  our  Society  and  the 
chairman  of  the  Budget  Committee  of  the  Coun- 
cil. Also,  he  will  perform  such  other  duties  and 
engage  in  activities  relating  to  the  fiscal  af- 
fairs of  the  Medical  Society  as  are  assigned  to 
him  by  the  executive  vice-president  and  the 
director  of  the  Business  Division. 

Miscellaneous.  Our  house  organ,  The  MSSNY 
Staffoscope,  is  now  being  published  regularly. 
Miss  Alvina  Rich  Lewis  is  in  charge  of  this 
fine  publication,  which  is  prepared  by  the 
Journal  Editorial  Department. 

We  have  reorganized  the  staff  committee 
formed  for  the  purpose  of  studying  and  evaluat- 
ing the  problem  of  pensions  for  employes. 
Our  ideas  on  this  subject  are  well  known.  The 
employe-contributory  system  is  being  explored, 
and  so  are  other  methods.  Needless  to  say, 
at  the  proper  time,  the  whole  matter  will  be 
presented  to  the  “policy-makers”  of  our  Society. 

New  York  City  Commercial  Rent  or  Oc- 
cupancy Tax.  New  York  City  now  has  an 
occupancy  tax.  In  our  case  this  would  amount 
to  $3,500  a year.  In  September,  we  wrote 
to  the  Department  of  Finance  of  the  City  of 
New  York  and  applied  for  exemption  of  pay- 
ment of  this  tax.  We  pointed  out  that  we 
are  presently  exempt  from  payment  of  Federal 
income  taxes — under  Section  501 C (7) — and 
that  we  also  are  exempt  from  payment  of  New 
York  City  general  business  tax. 


Fortunately,  we  received  this  reply: 

This  is  in  reference  to  your  letter  dated  September 
10,  1963,  concerning  exemption  from  the  New  York 
City  Commercial  Rent  or  Occupancy  Tax. 

Based  on  information  submitted,  you  are  not 
subject  to  the  tax.  However,  if  you  have  received  a 
tax  form  from  the  Bureau  of  City  Collections,  said 
form  should  be  returned  to  the  borough  office  from 
which  it  was  sent,  together  with  a copy  of  this  letter. 

Herman  P.  Mantell 
Assistant  Director  of  Finance 
City  of  New  York 

Chiropractic.  Undoubtedly,  all  of  you 
know  that  the  chiropractic  licensure  law, 
enacted  at  the  last  session  of  the  Legislature 
and  signed  by  the  Governor,  provides  that  a 
Chiropractic  Board  of  Examiners  be  organized, 
to  consist  of  seven  people — four  chiropractors, 
one  osteopath,  one  Ph.D.,  and  one  doctor  of 
medicine. 

In  September,  the  Council  approved  our 
recommendation  that  we  could  not  propose 
a doctor  of  medicine  for  appointment  to  this 
body.  Your  executive  vice-president’s  views 
on  the  licensure  of  quackery  are  well  known  to 
everyone.  Despite  our  “story” — which  was 
proclaimed  from  the  housetops — we  have  been 
maligned,  and  our  case  has  been  misrepresented 
and  distorted  in  the  press  and  elsewhere. 

To  clear  the  air,  on  October  24  the  Executive 
Committee  of  the  Council  sanctioned  the  follow- 
ing declaration,  prepared  by  Louis  H.  Bauer, 
M.D.,  one  of  our  greatest  medical  statesmen, 
and  John  M.  Galbraith,  M.D.,  both  past 
presidents  of  the  State  Society.  Dr.  Bauer  also 
is  a past  president  of  the  A.M.A.  The  state- 
ment follows: 

“The  Medical  Society  of  the  State  of  New 
York  and  its  various  component  county 
societies  wish  to  clarify  their  position  before  the 
public,  since  this  position  has  been  distorted 
and  falsified  by  various  groups. 

“The  Medical  Society  of  the  State  of  New 
York  is  interested,  and  always  has  been  inter- 
ested, in  one  thing  only,  namely,  the  protection 
of  the  health  of  the  people  of  New  Y ork  State. 

“During  the  last  session  political  pressure 
was  put  upon  the  Legislature  to  pass  a bill 
directly  lowering  the  health  standards  of  New 
York  State.  This  pressure  was  made  by  the 
Governor  and  certain  State  agencies.  The 
State  Medical  Society  protested  vigorously 
against  the  licensing  of  chiropractors,  a group 
of  cultists  having  no  scientific  training  what- 
ever, who  are  not  graduates  of  any  recognized 
college  or  university,  and  who  also  are  un- 
qualified to  assess  the  dangers  of  x-ray. 

“The  Governor  was  told  by  the  Medical 
Society  officials  that  it  could  in  no  way  approve 
the  licensing  of  these  cultists  in  any  fashion. 
The  Governor  told  the  State  Medical  Society 
officials  that  he  had  the  votes  to  pass  the  bill 
and  that  it  was  going  to  be  passed.  At  a 
public  hearing  of  the  Rules  Committee  of  the 
Assembly,  a letter  from  the  Governor  to 
Speaker  Carlino  was  read.  This  type  of  presen- 
tation— in  the  past — has  not  been  used  by 
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chief  executives  of  our  State.  In  this  letter 
he  made  two  misstatements  of  fact  and  several 
distortions  as  to  the  attitude  of  the  Medical 
Society;  and  he  urged  that  the  committee  ap- 
prove the  chiropractic  licensure  bill.  The  bill 
was  passed,  creating  a board  of  seven  members 
to  set  up  the  regulations  governing  the  licens- 
ing of  chiropractors.  The  members  are  to 
consist  of  four  chiropractors,  one  doctor  of 
medicine,  one  doctor  of  osteopathy,  and  a 
Ph.D.  in  the  basic  sciences.  Even  though  the 
three  nonchiropractic  members  of  the  Board 
stood  together,  they  could  always  be  outvoted 
by  the  chiropractors.  They  would  be  merely 
voices  crying  in  the  wilderness. 

“Consequently,  when  the  State  Education 
Department  asked  the  State  Medical  Society 
to  name  three  doctors,  one  of  whom  would  be 
chosen  by  State  officials  to  fill  this  place,  the 
State  Society  refused  to  do  so.  It  could  not 
in  all  honesty  do  anything  else  and  still  abide 
by  its  principles. 

“Although  the  State  Society  at  the  meeting 
of  its  House  of  Delegates  passed  a resolution 
strongly  condemning  the  actions  of  the  Governor 
and  the  State  Legislature,  it  received  little 
publicity. 

“However,  as  soon  as  the  State  Society  re- 
fused to  offer  any  name  to  Albany  for  a position 
on  the  Chiropractic  Board,  it  was  bitterly 
attacked  by  the  Chiropractic  Association, 
stating  that  the  State  Medical  Society  con- 
sidered itself  above  and  beyond  the  law  and 
was  violating  the  law — none  of  which,  of  course, 
it  is  doing.  Further,  the  Chiropractic  As- 
sociation states  it  is  going  to  have  the  law 
amended — removing  the  restrictions  on  their 
use  of  x-ray  and  eventually  all  other  restric- 
tions. They  claim  they  have  the  support  in 
Albany  to  do  so.  The  State  Medical  Society 
has  no  idea  whether  or  not  they  have  this 
support,  but  unless  the  attitude  of  the  Gover- 
nor and  Legislature  has  been  materially  altered, 
it  is  possible  that  they  do. 

“The  medical  profession  of  New  York  State 
desires  that  the  people  of  New  York  State 
understand  that  the  administration  of  this 
new  law  when  it  goes  into  effect  is  the  entire 
responsibility  of  the  State  Education  Depart- 
ment and  the  State  Health  Department. 
They  are  solely  responsible  for  the  licensing  of 
this  group  of  cultists,  and  only  they  can  exert 
any  effort  to  protect  the  health  of  the  public.” 

This  statement  was  transmitted  by  us  to 
the  officers,  councillors,  and  trustees  of  the 
State  Society,  county  medical  society  secretaries 
and  executive  secretaries,  and  presidents  of 
district  branches. 

Disregarding  our  refusal  to  recommend  a 
doctor  of  medicine  for  the  chiropractic  board, 
the  Board  of  Regents  continued  to  search  for  a 
bona  fide  physician  who  would  sit  with  this 
group,  and  has  just  come  up  with  an  answer. 

Here  is  an  excerpt  from  the  New  York 
Times  for  November  23: 

Albany , Nov.  22 — The  Regents  named  a New  York 

City  physician  today  to  the  new  State  Board  of 

Chiropractic  Examiners,  thus  ending  an  impasse 


that  has  held  up  the  timetable  for  the  licensing  of 
chiropractors. 

The  appointee,  Dr.  Francis  Kimball  of  150  East 
69th  Street,  is  a 68-year-old  urologist  and  surgeon. 
He  was  described  as  in  semiretirement. 

The  membership  of  the  board  was  completed  today 
with  the  appointment  also  of  Dr.  Sam  Joseph  Piliero, 
a biologist,  who  is  acting  chairman  of  the  New  York 
Medical  College  in  Manhattan.  Four  chiropractors, 
an  educator  and  an  osteopath  were  named  several 
weeks  ago. 

Dr.  Kimball,  a graduate  of  the  University  of 
Michigan  School  of  Medicine,  accepted  a two-year 
appointment  despite  the  objections  of  the  State 
Medical  Society  to  the  licensing  program. 

Soon  after  the  Legislature  authorized  the  licensing 
last  winter,  the  medical  society  was  asked  to  recom- 
mend a physician  for  the  seven-member  board,  but 
declined  to  cooperate. 

The  medical  profession  strongly  opposed  the 
licensing  legislation,  contending  that  there  was  no 
scientific  basis  for  the  practice  of  chiropractic. 
Licensing  examinations,  earlier  scheduled  for  Decem- 
ber 4 to  7,  will  now  be  given  in  February  or  March. 

Two  days  previously,  an  Associated  Press 
release  contained  this  item:  “A  spokesman 

(Education  Department)  said  one  function  of 
a medical  doctor  on  the  board  would  be  to 
prevent  the  chiropractors  from  drafting  ques- 
tions based  on  premises  ‘ too  far  out  of  line  with 
basic  and  accepted  scientific  fact'  ” (The  italics 
are  ours.)  What  a sad  commentary  this  is! 

On  September  25  this  article  appeared  in  the 
New  York  Times: 

Albany , Sept.  24 — Chiropractors  will  still  be 
“misters”  and  not  “doctors”  when  they  get  their 
licenses,  as  authorized  by  the  Legislature  last  winter. 

Charles  Brind,  counsel  to  the  State  Education 
Department,  which  will  administer  the  licensing  law, 
said  today  that  any  chiropractor  using  the  title  of 
doctor  would  be  guilty  of  a misdemeanor. 

Chiropractors,  who  won  a 50-year  fight  in  getting 
the  Legislature  to  sanction  licensing,  treat  ailments  by 
the  manipulation  of  joints,  especially  those  in  the 
spinal  column. 

Mr.  Brind  said  that  the  Board  of  Regents  had 
never  approved  a doctor’s  degree  in  chiropractic  and 
that  a provision  of  the  education  law  prohibited  the 
use  of  the  title  doctor  in  any  occupation  related  to 
public  health  without  specific  authorization. 

The  title  is  approved  for  use  by  a number  of  pro- 
fessional groups,  including  optometrists,  dentists, 
and  veterinarians. 

Examinations  for  chiropractic  licenses  will  begin  in 
December.  After  October  1,  1964,  it  will  be  unlawful 
to  practice  without  a license. 

This  was  “good  news”  for  our  people.  How 
ever,  someone  must  have  convinced  Mr. 
Brind  to  change  his  mind.  In  the  Times  of 
November  5,  we  read  this: 

Albany,  Nov.  4 — Dr.  Charles  A.  Brind,  counsel  to  the 
State  Education  Department,  said  today  that 
persons  licensed  as  chiropractors  under  the  new  state 
law  would  be  entitled  to  use  the  title  doctor  if  they 
had  a doctorate  degree  from  another  state. 

This  reversed  a ruling  he  gave  last  July  in  a letter 
to  August  J.  Bardo,  Jr.,  director  of  the  Division  of 
Professional  Conduct. 

In  this  letter,  Dr.  Brind  noted  that  the  Regents  had 
never  approved  of  doctor’s  degree  in  chiropractic. 
He  cited  specific  provisions  of  the  education  law 
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authorizing  the  use  of  the  title  Dr.  by  dentists, 
optometrists  and  veterinarians,  and  said: 

“It  is  apparent  that  if  the  members  of  the  pro- 
fession (chiropractic)  are  to  be  authorized  to  use  the 
title  ‘Dr.’  such  authorization  will  need  to  come  by 
legislative  action.” 

Today,  Dr.  Brind  said:  “If  a doctor’s  degree  is 

recognized  in  the  state  where  the  person  gets  it,  he 
has  a right  to  use  it  in  this  state,  provided  he  doesn’t 
use  it  fraudulently.  The  instant  he  is  licensed,  he 
has  the  right  to  use  it.” 

Here  we  note  again  an  example  of  the  type  of 
decisions  which  Mr.  Brind  has  been  making  for 
many  years.  To  tell  the  truth,  we  were  amazed 
when  this  gentleman  proclaimed  that  chiro- 
practors could  not  use  the  designation  of  “Dr.” 
Apparently,  he  did  not  wish  to  break  his  record 
of  being  100  per  cent  on  the  wrong  side  of  the 
fence  and,  therefore,  reversed  himself. 

We  wonder  why  Mr.  Brind’s  every  word 
becomes  the  gospel  of  the  Board  of  Regents  and 
the  State  Education  Department.  Is  there  no 
appeal  from  his  determinations  and  announce- 
ments? 

Osteopathy. — A brief  review  of  our  relation- 
ship with  osteopaths  is  in  order. 

Several  years  ago,  an  ad  hoc  committee  of 
the  Council,  appointed  for  the  purpose  of 
meeting  with  doctors  of  osteopathy  to  determine 
what  our  relationship  should  be,  held  six  joint 
conferences,  which  were  harmonious  and  ami- 
able. 

Previously,  the  A.M.A.  had  ruled  that  the 
question  of  whether  or  not  doctors  of  medicine 
should  associate  professionally  with  doctors  of 
osteopathy  should  be  decided  on  the  local  state 
level.  The  statement  was  made  that,  if  the 
osteopath  bases  his  practice  on  the  same 
scientific  principles  as  those  adhered  to  by 
members  of  the  A.M.A.,  voluntary  pro- 
fessional relationships  with  him  should  not  be 
deemed  unethical. 

At  a meeting  on  March  22,  1962,  our  Council 
approved  a report  which  contained  this  concept: 
“Osteopathy  in  this  State  is  no  longer  con- 
sidered to  be  cultism ...  if  they  (the  osteopaths) 
adhere  to  the  same  scientific  principles  em- 
braced by  doctors  of  medicine.” 

At  the  meeting  of  the  House  of  Delegates  in 
May  of  1962,  a resolution  was  passed  to  the 
effect  that: 

Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  has  issued 
a statement  on  osteopathy  in  which  the 
Council  states  that  osteopathy  in  this  State 
is  no  longer  considered  to  be  a cult  if  they 
adhere  to  the  same  scientific  principles  em- 
braced by  doctors  of  medicine  and  that 
doctors  of  medicine  may  associate  profes- 
sionally, on  a voluntary  basis,  with  doctors  of 
osteopathy,  who  hold  full  licenses  to  practice 
medicine  and  surgery  granted  by  the  New 
York  State  Board  of  Medical  Examiners; 
and 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York, 
in  May,  1959,  passed  a resolution  protesting 
the  fact  that  the  schedule  for  fees  for  doctors 


of  medicine  in  general  practice  is  lower  than 
the  schedule  of  fees  for  osteopaths  and 
requested  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  adjust  the  fees  paid 
to  physicians  and  osteopaths  to  remove  this 
basic  inequity;  and 

Whereas,  The  latest  Workmen’s  Com- 
pensation Fee  Schedule,  dated  July  1,  1960, 
still  maintains  this  inequity  with  each  fee 
for  osteopathy  including  osteopathic  ma- 
nipulation; and 

Whereas,  “Osteopathic  manipulation”  is 
not  supported  by  the  scientific  principles 
embraced  by  doctors  of  medicine;  now 
therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
request  that  all  inequities  in  fee  schedules 
between  osteopaths  and  doctors  of  medicine 
in  general  practice  based  on  osteopathic 
manipulation  be  abolished  immediately  be- 
fore doctors  of  medicine  are  allowed  to 
associate  professionally  with  doctors  of 
osteopathy. 

This  resolution  was  not  changed  by  the  1963 
House  of  Delegates  and  therefore  is  still  on  the 
books. 

Now  we  are  confronted  with  a situation 
where  individuals,  who  received  the  degree  of 
doctor  of  osteopathy,  practiced  osteopathy, 
and  later,  for  a fee — without  examination  or 
without  having  spent  one  day  in  a medical 
school — were  given  the  degree  of  doctor  of 
medicine  by  the  new  school  of  medicine  in 
California  (formerly  a school  of  osteopathy),  ; 
wish  to  practice  as  doctors  of  medicine. 

A short  time  ago  we  began  to  receive  in- 
quiries from  a number  of  county  medical 
societies  asking  whether  these  men  truly  have 
been  given  official  approval  to  practice  as 
doctors  of  medicine;  and  whether  they  should  be 
admitted  to  membership  in  county  medical 
societies.  (One  county  has  already  voted  to 
admit  such  a man  to  its  society,  on  the  basis  of  a 
letter  from  Arthur  W.  Wright,  M.D.,  Secretary 
of  the  New  York  State  Board  of  Medical 
Examiners.) 

When  we  were  informed  that  the  “endorsees” 
of  the  California  school  were  seeking  to  practice 
medicine  as  doctors  of  medicine  in  the  State  of 
New  York  and  were  seeking  membership  in 
county  medical  societies,  we  talked  to  Dr. 
Wright.  He  explained  to  us  that  the  M.D. 
degree  obtained  in  that  way  was  a bona  fide 
degree — one  which  could  not  be  taken  away — 
but  that  these  people  could  only  practice  in  the 
State  of  New  York  as  doctors  of  osteopathy 
and  not  as  doctors  of  medicine.  Later,  we 
learned  that  this  opinion  had  been  reversed  by 
the  counsel  to  the  Department  of  Education, 
Charles  Brind,  as  follows: 

Mr.  James  F.  Fitzgibbons  tells  me  that  you  talked 
to  him  yesterday  about  the  status  of  Dr.  Charles  C.  „ 
Kallet.  Dr.  Kallet  is  an  osteopathic  physician  who 
took  and  passed  the  medical  licensing  examination  in 
New  York  State  in  1954  after  his  graduation  from 
the  School  of  Osteopathy  registered  in  New  York 
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State.  He  was  issued  license  #75653-D.  As  you 
probably  know,  he  took  and  passed  the  same  exami- 
nation that  was  given  to  doctors  of  medicine  and  the 
license  that  was  issued  to  him  gave  him  all  the  rights 
to  practice  medicine  and  surgery  in  New  York  State 
on  the  same  basis  with  those  of  physicians  with  the 
M.D.  degree. 

In  July  1962,  Dr.  Kallet  was  granted  the  M.D. 
degree  by  the  California  College  of  Medicine, 
formerly  the  College  of  Osteopathic  Physicians  and 
Surgeons  of  Los  Angeles.  This  degree,  according  to 
the  legal  counsel  to  the  Department  of  Education, 
since  it  is  valid  in  California  is  valid  in  New  York 
State  because  osteopathic  physicians  are  examined  by 
the  Board  of  Medical  Examiners  and  are  granted  the 
same  type  of  license  issued  to  doctors  of  medicine. 
On  July  19,  1963,  Dr,  Kallet’s  license  had  the  letters 
M.D.  added  to  the  letters  D.O.  and  he  is  now  registered 
in  the  Department  as  a doctor  of  medicine. 

I hope  this  will  give  you  the  information  you 
required. 

Yours  very  truly, 

/s  / Arthur  W.  Wright,  M.D. 

Quoting  an  article  which  appeared  in  the 
August  2,  1963,  issue  of  Medical  World  News , 
your  executive  vice-president  wrote  to  Dr. 
Wright  and  asked  him  what  the  official  situa- 
tion in  New  York  State  was,  as  follows: 

In  the  August  2,  1963,  issue  of  Medical  World 
News  there  appears  this  statement: 

“The  Texas  Attorney  General  has  answered  a 
question  of  considerable  interest  to  physicians: 
Can  practitioners  who  were  educated  as  osteo- 
paths in  California — and  who  later  got  M.D. 
degrees  under  California  law— be  licensed  as 
doctors  of  medicine  in  the  State  of  Texas? 

“A  number  of  Texas  practitioners  were  granted 
the  D.O.  degree  by  the  College  of  Osteopathic 
Physicians  and  Surgeons  in  Los  Angeles.  After 
the  school  became  the  California  College  of 
Medicine  in  mid- 1962,  these  graduates  applied  for, 
and  received,  M.D.  degrees  from  the  State  of 
California  by  simply  filling  our  forms.  No 
additional  training  was  required. 

“When  they  later  applied  to  the  Texas  State 
Board  of  Medical  Examiners  for  permission  to 
practice  as  doctors  of  medicine,  a ruling  was 
sought  from  Waggoner  Carr,  the  Texas  Attorney 
General. 

“While  California  law  allows  practitioners  to 
choose  whether  they  want  to  use  M.D.  or  D.O. 
after  their  names,  Carr  declared,  Texas  law  does 
not.  ‘Even  though  the  California  College  of 
Medicine  may  be  a reputable  institution  within  the 
meaning  of  the  law,  ‘the  Attorney  General  said, 
‘the  fact  remains  that  these  Texas  practitioners  all 
received  their  education  at  an  osteopathic  school. 
Their  most  recent  degree  was  not  based  on  study  or 
on  attendance  at  a medical  school.  The  Board  of 
Medical  Examiners  is  therefore  not  authorized  to 
license  them  as  doctors  of  medicine.’  ” 

What  is  the  situation  in  New  York  State  at  the 
present  time? 

Dr.  Wright’s  letter  of  October  22  had  much  to 
say. 

Pardon  my  delay  in  answering  your  letter  of 
October  1 in  which  you  quote  a statement  from 
Medical  World  News  which  gives  the  opinion  of  the 
Texas  Attorney  General  concerning  the  licensing  in 
Texas  of  doctors  of  osteopathy  who  received  the 
M.D.  degree  from  the  California  College  of  Medicine 
without  additional  study.  It  seemed  to  me  that  the 


matter  was  quite  important  and  I had  copies  of  your 
letter  made  and  sent  to  members  of  the  department 
who  might  be  interested.  I had  thought  that 
possibly  I would  get  some  replies  in  the  form  of 
comments  on  the  opinion  of  the  Texas  Attorney 
General.  To  date  I have  had  none. 

The  situation  with  regard  to  those  osteopathic 
physicians  who  are  licensed  in  New  York  State  and 
who  received  the  M.D.  degree  in  July,  1962,  from  the 
California  College  of  Medicine,  is  as  follows:  these 
osteopathic  physicians,  as  you  know,  took  and 
passed  the  same  licensing  examination  that  doctors 
of  medicine  took.  As  far  as  the  examiners  were 
concerned,  osteopathic  physicians  were  not  identified 
as  such.  They  were  merely  known  by  number  and 
the  examiners  graded  their  papers  exactly  as  they 
graded  those  of  all  other  candidates. 

When  the  osteopathic  physician  passed  the 
licensing  examination  he  was  issed  the  same  identical 
license  that  was  issued  to  doctors  of  medicine  who 
passed  the  same  examination.  This  license  gave 
the  osteopathic  physicians  the  right  to  practice 
“medicine  and  surgery”  exactly  as  doctors  of 
medicine  practice.  The  only  difference  between  the 
license  of  the  doctor  of  osteopathy  and  the  doctor  of 
medicine  was  the  addition  of  the  letters  D.O.  after 
the  licensee’s  name. 

When  the  doctors  of  osteopathy  who  are  licensed 
in  New  York  State  received  the  M.D.  degree  from 
the  California  College  of  Medicine  they  applied  to 
this  department  for  recognition.  The  matter  was 
referred  to  the  departmental  counsel.  The  opinion 
he  rendered  was  that,  since  the  M.D.  degree  was  a 
valid  degree  in  California,  since  the  osteopathic 
physician  was  licensed  in  New  York  State  and  had 
passed  the  same  examination  as  doctors  of  medicine 
passed,  the  M.D.  degree  was  valid  in  New  York  State. 
He  rendered  a formal  opinion  to  that  effect  and  added 
that,  if  the  osteopathic  physician  wished  to  have  the 
letters  M.D.  inscribed  on  his  license,  the  department 
would  add  them.  However,  the  letters  D.O.  had  to 
be  present  on  the  license  since  that  is  a statutory 
requirement. 

Counsel  further  states  that,  if  the  physician 
wishes  to  be  listed  in  our  Departmental  Roster  as  a 
doctor  of  medicine,  he  could  do  so. 

This  is  the  procedure  that  is  now  carried  out  in 
New  York  State  and  already  a number  of  osteo- 
pathic physicians  who  have  the  M.D.  degree  from  the 
California  College  of  Medicine,  have  had  the  M.D. 
added  after  the  letters  D.O.  on  their  licenses  and 
will  be  listed  in  the  roster  of  doctors  of  medicine. 

An  osteopathic  physician  who  graduated  from  an 
osteopathic  school  that  is  registered  in  New  York  State, 
if  he  wishes  to  become  licensed  in  New  York  State, 
must  take  and  pass  the  regular  licensing  examination 
or.  if  he  happens  to  hold  a license  in  one  of  the  five 
states  whose  licenses  are  accepted  for  endorsement, 
he  may  be  licensed  by  endorsement.  The  licenses  of 
these  physicians  must  have  the  letters  D.O.  following 
their  names  on  their  licenses.  If,  however,  they 
receive  the  M.D.  degree  from  the  California  College 
of  Medicine,  they  must  prove  to  the  Department  that 
they  do  have  the  degree  and  the  letters  M.D.  may  be 
inscribed  on  the  license  following  the  letters  D.O. 

That  is  the  situation  as  it  exists  in  New  York 
State  at  the  present  time. 

With  kindest  regards,  I am 

Yours  very  sincerely, 

/s / Arthur  W.  Wright,  M.D. 

We  do  not  agree  with  Mr.  Brind’s  determina- 
tion, because  what  he  has  decided  is  contrary  to 
the  statutory  provisions  of  the  Education  Law. 
Some  of  the  “experts”  in  education  are  in 
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accord  with  our  view.  They  must  remain 
anonymous. 

It  is  our  interpretation  that,  before  a physician 
is  permitted  to  practice  in  this  State  as  a 
doctor  of  medicine,  he  must  have  had  “not  less 
than  four  satisfactory  courses  of  not  less  than 
eight  months  each  in  a medical  school  in  this 
country  or  Canada  registered  as  maintaining,  at 
the  time,  a standard  satisfactory  to  the  Depart- 
ment, or  in  a medical  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that 
prescribed  for  medical  schools  in  this  State.” 

A short  time  ago,  we  spoke  to  Dr.  Wright 
again,  and  he  stressed  the  fact  that,  in  view  of 
the  ruling  of  the  counsel  to  the  Department  of 
Education,  there  is  very  little  that  his  Board  can 
do. 

An  excerpt  from  the  October,  1963,  issue  of 
the  Federation  Bulletin,  published  monthly 
by  the  Federation  of  State  Medical  Boards  of 
the  United  States,  is  interesting.  The  title  of 
this  article  is  “The  Status  of  the  New  ‘M.D.’s.” 

From  a diversity  of  people  we  have  heard  anxious 
questions  about  the  future  status  of  the  recently 
created  “M.D.’s” — the  osteopaths  who  were  pre- 
sented with  degrees  by  the  California  College  of 
Medicine. 

Some  of  the  Boards  of  Medical  Examiners  outside 
California  have  made  positive  rulings  to  the  effect 
that  these  people  cannot  be  licensed  as  M.D.’s  in 
their  states  but  only  as  osteopaths.  An  example  of 
such  action  is  the  resolution  of  the  Colorado  Board  of 
Medical  Examiners  published  in  the  July  issue  of 
the  Bulletin.  We  have  the  word  of  the  Secretary  of 
the  New  York  Board  that  in  his  state  they  can  only 
be  called  osteopaths  regardless  of  their  California 
labels.  It  must  be  remembered  that  such  actions 
merely  constitute  policy  decisions  and  have  the 
force  of  law  only  until  successfully  challenged  by 
court  action  or  by  an  adverse  attorney  general’s 
ruling.  The  attorney  general’s  opinion  definitely 
has  the  force  of  law  until  upset  by  a court. 

While  state  laws  vary  in  their  educational  require- 
ments for  obtaining  a license  to  practice  medicine, 
the  majority  embody  the  provision  that  candidates 
be  graduates  of  approved  medical  schools.  We  have 
heard  fears  expressed  that  the  new  “M.D.’s”  might 
be  classed  as  graduates  of  an  approved  medical 
school  because  the  California  College  of  Medicine 
had  received  approval  in  1962  before  these  “degrees” 
were  granted.  Haunted  by  this  feat  ourselves,  we 
consulted  several  dictionaries  to  find  the  technical 
definition  of  a graduate  of  the  school.  The  definitions 
vary  somewhat  and  the  one  in  the  Oxford  Dictionary 
gives  one  pause.  It  merely  defines  a graduate  as 
“One  who  holds  academic  degree.”  The  Britannica 
Dictionary,  on  the  other  hand,  is  more  explicit  and 
defines  the  verb,  graduate,  “To  admit  to  an  academic 
degree  at  the  end  of  a course,”  while  the  noun, 
graduate,  is  defined  as  “One  who  has  been  graduated 
by  an  institution  of  learning,  who  has  completed  any 
prescribed  academic  or  professional  course.”  The 
definition  in  Webster's  Unabridged  Dictionary  is 
“Graduate — noun,  one  who  has  received  an  academic 
or  professional  degree;  in  the  United  States,  one 
who  has  completed  the  prescribed  course  of  study  in  a 
college,  a school  or  other  institution  of  learning.” 

The  above  semasiological  discussion  was  indulged 
in  because  of  the  true  concern  of  many  state  boards 
about  the  problems  of  the  new  “M.D.’s”  and  the 
fact  that  in  several  states  they  have  already  directly 
or  indirectly  applied  for  legal  or  hospital  status  as 
M.D.’s. 


The  recent  ruling  of  the  Attorney  General  of 
Texas  is  sufficiently  important  to  deserve  repetition. 
He  said,  “Even  though  the  California  College  of 
Medicine  may  be  a reputable  institution  within  the 
meaning  of  the  law,  the  fact  remains  that  the  Texas 
practitioners  all  received  their  education  at  an 
osteopathic  school.  Their  most  recent  degree  was 
not  based  on  study  or  on  attendance  at  a medical 
school.  The  Board  of  Medical  Examiners  is  there- 
fore not  authorized  to  license  them  as  doctors  of 
medicine.” 

Honorable  Waggoner  Carr,  the  Texas  Attorney 
General,  is  to  be  congratulated  upon  his  sagacity,  his 
efforts  to  protect  the  citizens  of  Texas  against 
attempts  to  impose  upon  them  inadequately  trained 
practitioners  under  false  labels  and  the  blow  which 
he  has  struck  in  behalf  of  medical  standards  in 
general.  One  can  only  hope  that  his  opinion  will  not 
be  overturned  by  the  court.  If  by  any  chance  this 
should  happen  the  issue  must  be  clarified  by  appeal 
to  the  Supreme  Court  if  necessary. 

We  present  here  much  food  for  thought. 
Your  executive  vice-president  feels  that  we 
cannot  shirk  our  responsibility  of  playing  a role 
in  determining  what  is  best  for  our  people  as 
far  as  medical  care  is  concerned. 

This  entire  matter  should  be  studied  and 
evaluated  by  the  House  of  Delegates.  Also,  it 
appears  that  the  problem  will  be  presented  to 
the  House  of  Delegates  of  the  A.M.A.,  and  our 
delegation  must  be  prepared  to  present  our 
case  “for  or  against.” 

How  low  will  the  standards  of  patient  care  in 
New  York  sink?  First  the  licensure  of  chiro- 
practors and  now  the  endorsement  of  individuals 
as  M.D.’s  without  any  attendance  whatsoever 
at  a medical  school. 

Annual  Convention.  A “post  mortem” 
conference  to  review  the  last  annual  convention, 
with  the  idea  in  mind  of  improving  and  stream- 
lining the  one  to  be  held  in  February,  was  held 
on  October  1.  Besides  members  of  the  staff 
involved,  these  men  attended:  the  Speaker,  the 
Vice-Speaker,  the  chairman  of  the  Convention 
Committee,  and  the  chairman  of  the  Dinner- 
Dance  Subcommittee. 

The  physical  layout  of  the  Americana  as 
compared  with  that  of  the  Statler  Hilton  was 
discussed.  Evidently,  the  former  will  seat  350 
people  in  the  area  reserved  for  the  meetings  of 
the  House  of  Delegates,  and  rooms  for  the 
reference  committees  will  be  situated  on  one 
floor,  each  with  a seating  capacity  of  at  least 
50  persons. 

It  was  agreed  unanimously  that  the  assign- 
ment of  a secretary  to  each  reference  committee 
has  improved  greatly  the  presentation  of 
committee  reports.  This  procedure  will  be 
continued. 

Following  the  meeting  in  May,  we  transmitted 
a communication  to  every  delegate — asking  for 
comments,  suggestions,  and  recommendations 
concerning  the  conduct  of  the  House.  There 
were  a number  of  replies.  Some  were  com- 
mendatory. Others  contained  constructive  cri- 
tiques. 

All  of  this  material  was  analyzed.  A few 
examples  of  what  the  delegates  had  to  say  are 
indicated: 
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...  “I  felt  that  the  meeting  ran  very  smoothly. 
..However,  I do  not  like  this  meeting  running 
into  Thursday,  since  it  means  another  half  day 
from  my  practice.” 

. . . “A  preliminary  orientation  meeting  for 
freshmen  members  prior  to  the  opening  of  the 
House  of  Delegates  is  highly  desirable.” 

. . . “As  a ‘freshman  delegate’  I was  amazed 
and  delighted  at  the  professional  way  in  which 
the  House  of  Delegates  functioned.” 

. . . “I  thought  this  was  the  best  organized  and 
most  efficient  House  of  Delegates  meeting  I 
have  attended. . . . Had  direction  signs  for  the 
locations  of  reference  committees  been  better 
posted,  the  organization  would  have  been 
faultless.” 

. . .“I  feel  very  definitely  that  auxiliary  help 
such  as  executive  secretaries  and  alternate 
delegates  should  be  able  to  sit  with  elected 
delegates.” 

. . . “A  better  paging  system  for  doctors 
should  be  installed.” 

The  staff  also  contributed  much  to  the 
deliberations.  Here  are  some  of  their  ideas: 
that  Miss  Lewis  be  notified  of  the  whereabouts 
of  county  society  hospitality  suites — which 
would  be  helpful  to  the  many  physicians  request- 
ing this  information  while  attending  the  meet- 
ings of  the  House  of  Delegates;  that  there  be 
preregistration  of  all  speakers,  panelists,  par- 
ticipants in  scientific  programs,  and  scientific 
exhibitors;  that  medical  students  be  registered 
ahead  of  time  at  the  medical  schools;  that  the 
staff  members  be  indoctrinated  as  to  the  physical 
facilities  of  the  Americana,  so  that  they  will  be 
better  equipped  to  answer  any  questions,  and 
so  forth. 

All  the  letters  will  be  re-evaluated  when  the 
“convention  people”  meet  again,  before  Feb- 
ruary. At  that  time  we  will  formulate  our 
final  plans. 

It  was  announced  that  there  will  be  a much 
better  control  of  expenditures.  The  number  of 
people  authorized  to  sign  hotel  vouchers  will  be 
kept  down  to  an  irreducible  minimum.  The 
staff  will  not  be  permitted  to  engage  in  “social 
activities”  during  working  hours. 

Also,  we  expect  to  develop  “blueprints”  for 
better  arrangements  for  the  reception  of  guests 
from  out-of-state  medical  societies. 

Meetings.  Your  executive  vice-president 
has  been  attending  most  of  the  routine  meetings 
and  conferences.  There  were  also  the  following 
“extraordinary  affairs”: 

1.  Fifth  Commencement  Exercises  of  the 
Albert  Einstein  College  of  Medicine,  in  the 
Bronx,  on  May  31.  The  commencement  ad- 
dress was  delivered  by  Dr.  Gerard  Peel,  pub- 
lisher and  editor  of  Scientific  American.  His 
talk  was  concerned  with  the  general  situation  of 
the  medical  profession — also  its  relationship  to 
government. 

2.  A meeting  of  the  Subcommittee  on 
Medicare  of  the  Committee  on  Public  Health  of 
the  New  York  Academy  of  Medicine,  in  New 
York  City,  on  June  3.  Mr.  Raymond  Moley, 
well  known  in  this  country,  discussed  medical 
care  for  the  aged. 


3.  The  annual  bowling  banquet  of  the 
staff,  in  New  York  City,  on  June  4. 

4.  The  annual  “outing  meeting”  of  the 
Medical  Society  of  the  County  of  Ulster,  in 
Kingston,  on  June  5.  Your  executive  vice- 
president  discussed  the  many  activities  of  the 
State  Society  and  described  its  many  efforts  on 
behalf  of  the  individual  practicing  physician. 

5.  A meeting  of  the  Advisory  Committee 
for  the  Revision  of  the  Proprietary  Hospital 
Code  (Department  of  Hospitals  of  the  City  of 
New  York),  in  New  York  City,  on  June  6. 

6.  The  59th  Annual  Health  Conference, 
sponsored  jointly  by  the  New  York  State 
Department  of  Health  and  the  Annual  Health 
Conference,  Inc.,  in  New  York  City,  June  10 
and  11.  The  first  general  session  was  held  on 
the  morning  of  June  11,  and  greetings  from  the 
Medical  Society  of  the  State  of  New  York  were 
presented  by  our  president. 

7.  A testimonial  dinner  honoring  John  M. 
Shell,  M.D.,  the  first  president  of  the  Nassau 
Academy  of  Medicine,  at  the  Garden  City 
Hotel  in  Nassau  County,  on  June  12. 

8.  The  A.M.A.  convention  in  Atlantic 
City,  June  14  to  20.  A report  of  the  meetings 
of  the  New  York  State  delegation  has  been 
submitted  to  this  House. 

9.  The  annual  picnic  of  the  staff  of  the  State 
Society  at  Sunken  Meadows  State  Park,  in 
Nassau  County,  June  24. 

10.  The  four-county  outing  meeting  (Oneida, 
Herkimer,  Madison  and  Chenango),  in  Utica,  on 
June  27.  Edward  Annis,  M.D.,  president  of 
the  American  Medical  Association,  was  the 
guest  speaker.  He,  the  president  of  the  State 
Society,  and  the  president  of  the  Oneida 
County  Medical  Society  participated  in  a num- 
ber of  radio  programs. 

11.  A meeting  of  the  Aviation  Develop- 
ment Council  to  Foster  Improvement  of  Air 
Commerce  in  the  New  Jersey-New  York 
Metropolitan  Area,  at  Idlewild  Airport,  on 
July  1. 

12.  A meeting  with  Mr.  George  W.  Foy, 
legislative  counsel,  to  discuss  matters  of 
legislation,  in  New  York  City,  on  July  11. 

13.  A meeting  of  the  Committee  on  Public 
Health  and  Education  and  the  chairmen  of 
subcommittees,  in  Albany,  on  July  18.  Un- 
doubtedly, this  conference  will  be  described 
fully  by  the  chairman  of  the  parent  committee. 

14.  Participation  in  a taped  radio  program 
(WNEW)  with  Earl  Ubell  as  moderator,  in 
New  York  City,  on  July  23.  The  title  of  this 
program  was  “Facts  About  Chriopractic.” 
Your  executive  vice-president  was  interviewed 
alone.  Later  on,  Mr.  Ubell  talked  to  four 
chiropractors.  What  all  of  us  had  to  say  was 
then  presented  to  the  public  on  a Sunday 
afternoon.  Mr.  Ubell’s  conclusions  were  quite 
interesting.  He  said  that  he  was  more  con- 
vinced than  ever  that  patient  care  of  any  type 
should  not  be  entrusted  into  the  hands  of 
chiropractors. 

15.  A meeting  with  Drs.  James  Greenough 
and  Arthur  Master,  in  New  York  City,  on 
July  24,  to  discuss  a future  symposium  on 
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coronary  heart  disease.  Of  course,  the  Com- 
mittee on  Public  Health  and  Education  will 
cooperate  in  this  venture.  The  program  truly 
will  be  a fine  one,  covering  all  aspects  of  the 
problem. 

16.  Participation  in  a live  radio  program 
(CBS)  on  the  Ted  Steele  Hour,  in  New  York 
City,  on  July  30.  The  subject  was  “Medicine, 
Its  Opportunities,  Its  Problems.” 

17.  A meeting  of  the  Ad  Hoc  Committee  to 
Study  Effective  Representation  in  Albany,  in 
Lake  George,  on  August  1.  Of  course,  the 
chairman  of  this  committee  will  present  a 
report  of  this  conference. 

18.  A meeting  of  the  board  of  directors  of 
the  New  York  State  Association  of  Professions, 
in  New  York  City,  on  August  12. 

19.  Annual  meeting  of  the  Second  District 
Branch,  at  Montauk,  on  September  7.  The 
scientific  program  on  “Multiple  Trauma — Case 
Presentations  for  Treatment”  was  attended 
poorly.  Also,  Mr.  Martin  discussed  “Current 
Problems  in  Medical  Malpractice.” 

20.  A meeting  of  the  executive  committee  of 
the  First  District  Branch,  in  New  York  City,  on 
September  10. 

21.  The  regional  conference  of  officers  of 
county  medical  societies  and  district  branches, 
sponsored  by  the  State  Society,  in  Buffalo,  on 
September  12.  The  program  and  an  evalua- 
tion of  what  took  place  will  be  presented  to  you 
by  the  Public  Relations  Committee.  It  should 
be  remembered  that  this  meeting  was  authorized 
by  the  Council  as  a pilot  study  of  programming 
of  this  type. 

22.  A meeting  of  the  Medical  Society  of 
the  County  of  Queens,  in  Forest  Hills,  on 
September  17.  Edward  Annis,  M.D.,  the 
guest  speaker,  discussed  “Fedicare.” 

23.  The  President’s  Dinner- Dance  of  the 
Richmond  County  Medical  Society,  New  Dorp, 
Staten  Island,  September  21.  This  was  in 
honor  of  the  immediate  past  president. 

24.  The  57th  annual  meeting  of  the  Seventh 
District  Branch,  Grossinger’s,  October  5 and  6. 
This  meeting  was  well  attended. 

25.  A luncheon  at  the  37th  annual  con- 
ference of  the  National  Association  of  Clinical 
Managers,  New  York  City,  October  7.  The 
purpose  of  this  Association  “shall  be  to  enable 
its  members  to  carry  on  a program  of  mutual 
education  relative  to  clinic  business  manage- 
ment, as  well  as  in  the  general  field  of  medical 
economics,  and  to  cooperate  with  all  organiza- 
tions having  similar  aims  and  objectives.” 

26.  A meeting  of  the  Dutchess  County 
Medical  Society,  Poughkeepsie,  October  9. 
The  subject  of  our  talk  was  “The  State  of  the 
State  Society.”  Also,  we  spoke  to  representa- 
tives of  the  local  woman’s  auxiliary. 

27.  A combined  annual  meeting  of  the  Third 
and  Fourth  District  Branches,  Rensselaer, 
October  10.  We  moderated  a panel  discussion 
on  “Twelve  Cents  a Day  Is  All  You  Pay.” 
We  talked  about  the  activities  of  the  State 
Society.  Participating  in  the  program  were: 
James  M.  Blake,  M.D.,  James  Greenough, 
M.D.,  Robert  Katz,  M.D.,  Guy  Beaumont, 


George  P.  Farrell,  and  William  Ketchum  of 
William  Martin’s  office,  each  confining  himself 
to  his  own  field.  This  was  a fine  meeting,  but 
the  time  allotted  to  us  was  not  sufficient  to  tell 
the  whole  story.  We  would  like  to  return  to 
this  area  at  a later  date. 

28.  The  ceremonial  opening  of  the  17th 
World  Medical  Assembly,  New  York  City, 
October  14. 

29.  A luncheon  in  honor  of  a number  of  out- 
standing physicians  from  other  lands,  tendered 
by  James  E.  Perkins,  managing  director  of 
the  National  Tuberculosis  Association,  New 
York  City,  October  14. 

30.  A meeting  of  the  Medical  Section  of  the 
New  York  Board  of  Trade,  New  York  City, 
October  14.  James  Greenough,  M.D.,  dis- 
cussed the  medical  school  situation. 

31.  The  dinner-dance  at  the  fifteenth  annual 
scientific  assembly  and  convention  of  the  New 
York  State  Academy  of  General  Practice,  New 
York  City,  October  16.  Our  president  ad- 
dressed the  group  on  the  “Role  of  the  General 
Practitioner  in  the  Practice  of  Medicine.” 

32.  A meeting  of  the  New  York  State 
Hospital  Review  and  Planning  Council,  chaired 
by  Norman  S.  Moore,  M.D.,  New  York  City, 
October  18. 

33.  Annual  meeting  of  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion, New  York  City,  October  23. 

34.  President’s  Dinner,  Medical  Society  of 
the  County  of  Kings,  Brooklyn,  October  23. 

35.  The  Second  National  Congress  on 

Medical  Quackery,  Washington,  D.C.,  October 
25  and  26.  The  following  subjects  were 
covered:  Government  Actions  Against  Quack- 

ery, Activities  of  A.M.A.  and  Other  Voluntary 
Agencies,  Quackery  in  the  Medical  Device 
Field,  Degrees  for  Sale,  Health  Education 
Against  Medical  Quackery,  The  Role  and 
Responsibility  of  Communications  Media. 

36.  The  fourth  annual  dinner-dance  of  the 
Bronx  County  Medical  Society,  Bronx,  October 
26. 

37.  A meeting  of  the  board  of  directors  of  the 
New  York  State  Association  of  Professions, 
New  York  City,  October  28.  Plans  for  the 
annual  meeting  were  discussed. 

38.  A dinner  and  meeting  of  the  Medical 
Society  of  the  County  of  New  York,  New  York 
City,  October  28.  George  Himler,  M.D., 
delivered  a very  fine  inaugural  address. 

39.  A dinner  meeting  at  the  headquarters  of 
the  Westchester  County  Medical  Society, 
Purchase,  October  31.  Delegates  from  the 
neighboring  counties  were  present.  John  Dill, 
M.D.,  presided.  Matters  of  importance  to  the 
State  Society  were  presented. 

40.  A well-attended  meeting  of  the  men’s 
(laymen)  club  of  Lawrence,  November  4.  We 
talked  about  “Quacks  and  Quackery.” 

41.  A joint  meeting  of  the  Otsego  and  Dela- 
ware County  Medical  Societies,  Oneonta, 
November  6.  Our  talk  concerned  “Why  You 
Should  Belong  to  Your  Medical  Society.” 
James  Greenough,  M.D.,  accompanied  us  to  this 
very  delightful  get-together. 


100  New  York  State  Journal  of  Medicine  / January  1,  1964 


42.  A meeting  of  the  executive  committee  of 
the  First  District  Branch  (Coordinating 
Council),  New  York  City,  November  13. 

43.  The  President’s  Dinner,  Medical  Society 
of  the  County  of  New  York,  New  York  City, 
November  13. 

44.  A meeting  with  the  president-elect  of 
the  State  Woman’s  Auxiliary,  New  York  City, 
November  18,  in  order  to  discuss  her  program  for 
next  year. 

45.  A luncheon  of  the  Visiting  Nurse 
Service,  New  York  City,  November  18. 

46.  The  Economic  Club  dinner,  as  a guest  of 
Bankers  Trust  Company,  New  York  City, 
November  18.  The  speakers  were  Dr.  James 
B.  Fisk,  president  of  the  Bell  Telephone 
Laboratories,  and  the  Honorable  Robert  S. 
McNamara,  Secretary  of  Defense. 

Miscellaneous. 

Dues  Survey.  In  August,  the  budget  com- 
mittee of  the  Kentucky  State  Medical  Society 
conducted  a survey  concerning  the  annual 
membership  dues  of  state  medical  associations. 
Here  is  a compilation  of  the  various  states 
and  the  amounts  of  their  active  dues.  This  is 
being  transmitted  to  you  purely  for  information. 


State  Amount 

of  Active 

Alabama 

$ 50 

.00 

Alaska 

75 

.00 

Arizona 

105 

.00 

Arkansas 

45 

.00 

California 

75 

.00 

Colorado 

70 

.00 

Connecticut 

40 

.00 

District  of  Columbia 

70 

.00 

Delaware 

80 

.00 

Florida 

50 

.00 

Georgia 

40 

.00 

Hawaii 

66 

.00 

Idaho 

100 

.00 

Illinois 

80 

.00 

Indiana 

55 

.00 

Iowa 

90 

.00 

Kansas 

50 

.00 

Kentucky 

50 

.00 

Louisiana 

50 

00 

Maine 

55 

00 

Maryland 

50 

00 

Massachusetts 

35 

00 

Michigan 

80 

00 

Minnesota 

75. 

.00 

Mississippi 

50 

00 

Missouri 

42. 

50 

Montana 

65. 

00 

Nebraska 

45. 

00 

Nevada 

120. 

00 

New  Hampshire 

60. 

00 

New  Jersey 

40. 

00 

New  Mexico 

90. 

00 

New  York 

45. 

00 

North  Carolina 

60. 

00 

North  Dakota 

100. 

00 

Ohio 

35. 

00 

Oklahoma 

47. 

00 

Oregon 

60. 

00 

Pennsylvania 

60. 

00 

Rhode  Island 

60. 

00 

South  Carolina 

35.00 

South  Dakota 

100 . 00 

Tennessee 

40.00 

Texas 

45.00 

Utah 

85.00 

Vermont 

65.00 

Virginia 

40.00 

Washington 

60.00 

West  Virginia 

50.00 

Wisconsin 

90.00 

Wyoming 

50.00 

1.  There  are  14  states  with  dues  below 

$50;  5 states  are  planning  to  increase  dues; 

8 states  raised  dues  in  the  last  year. 

2.  There  are  9 states  with  $50  dues;  2 are 
planning  increases;  2 have  increased  in  past 
few  months. 

3.  There  are  28  states  (including  District  of 

Columbia)  with  dues  above  $50;  21  have  had 

ncreases  in  last  three  years;  2 are  planning 

increases. 

Ad  Hoc  Committee  to  Review  A.M.A.  House 
of  Delegates.  At  the  meeting  of  the  American 
Medical  Association,  held  in  Atlantic  City 
during  June  of  this  year,  the  New  York  delega- 
tion introduced  a resolution  concerning  the 
make-up  and  functioning  of  House  councils  and 
committees.  Our  “resolved”  was  that  “the 
Speaker  of  the  House  appoint  an  ad  hoc  com- 
mittee to  review  the  make-up  and  functioning 
of  the  House  councils  and  recommendations  on 
or  before  June,  1964.  In  his  address  to  the 
House,  the  Speaker  also  discussed  this  very 
important  matter. 

The  A.M.A.  House  of  Delegates  passed  this 
resolution: 

Whereas,  The  status  of  the  councils,  com- 
mittees, and  sections  of  the  House  of  Delegates 
have  been  the  subject  of  various  comments  of 
a general  nature;  and 

Whereas,  The  subcommittees  of  the 
councils  of  the  House  of  Delegates  have  no 
specified  tenure;  and 

Whereas,  There  has  been  overlapping  and 
conflict  of  interest  with  other  committees  and 
councils  of  the  Association;  and 

Whereas,  The  House  of  Delegates  has 
increased  greatly  in  number  and  will  con- 
tinue to  grow  in  the  future  due  to  the  in- 
crease of  physician  population;  and 

Whereas,  The  reference  committee  struc- 
ture of  the  House  of  Delegates  needs  to  be 
reviewed  in  terms  of  efficiency  and  opera- 
tional procedures;  therefore  be  it 

Resolved,  That  the  Speaker  of  the  House  be 
directed  to  appoint  an  ad  hoc  committee  to 
review  the  size,  make-up,  and  functions  of  the 
House  of  Delegates,  its  councils,  sections,  and 
committees,  and  to  report  its  findings  to  the 
House  in  June,  1964. 

Milford  Rouse,  M.D.,  the  Speaker  of  the 
House,  asked  your  executive  vice-president  to 
serve  on  this  committee. 

The  first  meeting  of  the  group  was  held  in 
Chicago  on  September  14.  Apparently,  the 
committee  will  study  all  the  facets  of  the 
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organization  of  the  A.M.A.  House.  There  is 
very  little  doubt  that  there  has  been  consider- 
able confusion  and  duplication  of  efforts  in  a 
number  of  councils,  committees,  and  so  forth. 
Evidently  the  study  will  be  a long-range  one. 

It  was  decided  that  there  will  be  an  open 
hearing,  to  which  will  be  invited  representatives 
of  the  state  delegations,  officers  of  the  A.M.A., 
section  representatives,  and  others. 

Because  of  its  resolution  (A.M.A.  No.  62), 
New  York  State  will  be  asked  to  discuss  the 
problem  at  this  meeting,  which  will  be  held  at 
the  time  of  the  A.M.A.  clinical  session  in 
Portland,  Oregon  (Sunday,  December  1). 

Council  Minutes.  We  have  re-established  the 
routine  of  publishing  digests  of  the  delibera- 
tions of  the  Council.  You  will  remember  that 
we  used  to  do  this  years  ago.  We  have  had  a 
number  of  complaints  from  committee  chair- 
men and  from  officers  of  societies  that  they  are 
never  aware  of  what  takes  place  at  Council 
meetings. 

We  hope  that  by  publishing  these  digests  soon 
after  the  meetings,  we  will  apprise  the  officers  of 
county  medical  societies,  committee  chairmen, 
and  all  others  concerned  of  what  our  decisions 
are,  so  that  everyone  throughout  the  State  will 
know  our  policies. 

Woman's  Auxiliary.  At  the  request  of  the 
Council,  your  executive  vice-president  has 
continued  to  be  the  adviser  to  the  Woman’s 
Auxiliary.  We  still  maintain  our  strong 
belief  that  the  women  can  often  perform  a 
greater  service  for  the  medical  profession  than 
can  the  physicians  themselves,  and  evidence 
points  to  the  fact  that  the  Woman’s  Auxiliary  is 
helping  us  in  every  way  possible. 

This  year,  the  theme  of  the  president  of  the 
Woman’s  Auxiliary  was  “Advance  Auxiliary 
Aims.”  A campaign  was  conducted  to  acquaint 
women’s  groups  allied  with  medicine  with  the 
objectives  that  the  Auxiliary  has  established. 
In  other  respects,  the  ladies  have  agreed  firmly 
that  the  goals  of  the  Medical  Society  of  the 
State  of  New  York  are  theirs.  They  will  do 
everything  possible  to  assist  us  in  reaching 
these  goals. 

From  personal  observations,  we  know  that  the 
various  committees  of  the  Auxiliary  have  been 
quite  active.  There  is  very  little  doubt  but 
that  the  women  can  be  and  are  a strong  public 
relations  group  for  us. 

Naturally,  we  are  thankful  to  all  of  them  for 
the  fine  work  they  are  doing  and  for  their 


devotion  to  the  cause  of  the  free  enterprise  of 
medicine. 

New  York  State  Association  of  Professions 
(. NYSA  P ) . The  New  York  State  Association  of 
Professions  is  still  conducting  its  membership 
campaign  and  is  experiencing  “growing  pains.” 
At  present,  the  membership  is  over  2,400. 

Leo  E.  Gibson,  M.D.,  and  your  executive 
vice-president  have  continued  to  represent  the 
State  Medical  Society  on  its  board  of  directors. 

The  purposes  of  NYSAP  are  well  known  to 
most  of  you.  If  properly  supported,  it  can  be 
a great  factor  in  the  effort  to  protect  and 
advance  the  interests  of  all  the  learned  pro- 
fessions, in  the  belief  that  such  protection  and 
such  advancement  are  at  the  same  time  in  the 
public  interest. 

NYSAP  had  scheduled  its  first  Congress  of 
the  Professions,  which  was  to  have  been  held  at 
the  Americana  in  New  York  City,  on  November 
25  and  26.  Due  to  our  great  national  tragedy, 
this  affair  was  cancelled. 

Quackery  Conference.  Your  executive  vice- 
president  has  received  a very  cordial  invitation 
to  participate  in  a state-wide  Conference 
on  Medical  Quackery,  to  be  held  in  Baton 
Rouge,  Louisiana,  on  March  25.  It  is  being 
sponsored  by  the  Louisiana  State  Medical 
Society. 

The  subject  assigned  to  him  is  “Should 
Chiropractors  Be  Licensed?”  Other  speakers 
will  cover  nutrition  quackery,  Better  Business 
Bureau  activities  in  the  field  of  quackery,  the 
role  of  the  FDA,  quackery  in  arthritis  and 
rheumatism,  cancer  quackery,  and  the  role  of 
the  State  Board  of  Medical  Examiners  in 
protecting  the  public. 

The  Council  has  approved  this  visit  to  our 
friends  in  the  South. 

Acknowledgments.  Again — as  always — 

we  wish  to  express  our  heartfelt  gratitude  to 
those  who  have  contributed  much  to  the 
Medical  Society  of  the  State  of  New  York  and 
to  any  success  that  we  have  been  able  to  achieve. 
The  officers,  the  councillors,  the  trustees,  the 
chairmen  and  members  of  committees,  our  fine 
colleagues  throughout  the  State,  and  the  staff 
have  helped  immeasurably.  The  anxieties  and 
perplexities  of  the  office  are  bearable  mainly 
because  of  the  dedication' of  our  people — who 
give  of  themselves  unstintingly. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 
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1964  HOUSE  OF  DELEGATES 


Reports  of  Officers  B 


Treasurer 


To  the  House  of  Delegates,  Gentlemen: 

Because  of  the  advanced  annual  meeting  date 
in  1964,  the  Treasurer  cannot  report  the  financial 
status  as  of  December  31,  1963.  At  this  writing, 
we  can  present  the  summary  of  income  and  ex- 
penditures for  the  third  quarter  ended  Septem- 
ber 30,  1963  (Table  I). 

As  you  can  see  from  Table  I,  as  of  nine  months 
ended  September  30,  1963,  the  excess  of  income 
over  expenditures  amounts  to  $142,836.  It  must 
be  pointed  out,  however,  that  we  are  due  for 
some  heavy  expenditures  in  the  last  quarter. 
The  cost  of  the  1963-64  Medical  Directory  will 
amount  to  approximately  $70,000,  and  the 
A.M.A.  meeting  in  Portland  in  December  will 


entail  an  approximate  expenditure  of  $18,000. 
Consequently,  the  present  excess  of  $142,836  is 
deceptive  in  nature  and  will  be  reduced  sub- 
stantially. On  the  optimistic  side,  however,  it 
can  be  stated  that  at  present  the  expenditure 
factors  of  the  Society  are  well  within  budgetary 
allotments,  and  if  this  trend  continues  we  may  be 
able  to  improve  appreciably  on  the  budgeted  net 
income  figure  of  $48,699. 

Over  the  past  few  years  there  has  been  an  ac- 
cumulated Journal  operating  deficit.  It  is 
ironic  that  the  improvement  in  the  scientific  con- 
tent of  the  Journal  has  been  accompanied  by 
an  inverse  financial  status.  Consequently,  the 


TABLE  I.  Summary  of  Income  and  expenditures  for  nine  months  ended  September  30,  1963 


Received  to 


TOTAL  EXPENDITURES 

Excess  of  income  over  expenditures 


Income 

Budget  1963 

September  30, : 

Dues  income 

$1,057,500 

$793,125 

Journal  advertising 

232,000 

173,084 

Journal  circulation 

6,000 

3,748 

Journal  reprints 

26,000 

17,319 

What  Goes  On  advertising 

86,000 

64,400 

Medical  Directory  advertising 

15,335 

15,335 

Medical  Directory  sales 

20,000 

1,050 

Annual  meeting  booth  rentals 

55,935 

55,935 

Interest  income 

3,250 

2,928 

Medicare  income 

30,000 

23,462 

Miscellaneous  income 

180 

180 

Transfer  from  Repair  and  Replacement  Fund 

2,492 

TOTAL  INCOME 

$1,534,692 

$1,150,566 

Expended  t< 

xpenditures 

Budget  1963 

September  30,  ] 

Administration 

95,757 

66,045 

Business  Division 

401,857 

231,876 

Communications  Division 

116,447 

74,949 

Legal  Division 

45,040 

33,012 

Industrial  Health  Division 

30,323 

20,897 

Medical  Care  Division 

58,068 

40,876 

Scientific  Activities  Division 

139,725 

101,277 

Scientific  Publications  Division 

322,083 

235,957 

Annual  Meeting 

34,413 

34,338 

Officers,  Board,  A.M.A.  delegates 

52 , 200 

25,656 

Council  committees 

66,990 

53,157 

Nondi  visional 

123,090 

89,690 

$1,485,993 

$48,699 


$1,007,730 

$142,836 
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resulting  deficit  is  out  of  proportion  to  our  abil- 
ity to  subsidize  the  Journal.  At  this  writing, 
an  ad  hoc  committee  is  in  the  process  of  studying 
the  situation,  and  it  is  hoped  that  a complete  or 
partial  solution  may  be  available  at  the  time  of 
the  annual  meeting. 

As  you  may  be  aware,  it  was  necessary  for  us 
to  borrow  $300,000  in  the  latter  part  of  1962  and 
the  early  part  of  1963  for  operational  purposes. 
The  borrowing  activity  was  a necessity  because 
of  heavy  deficit  operations  in  1962  and  prior 
years.  The  accumulated  deficit  at  January  1, 
1963,  was  $228,653.  In  the  early  part  of  each 
year  we  must  apply  the  receipt  of  members  dues 
to  repayment  of  the  loans.  The  latter  part  of 
each  year,  therefore,  finds  us  with  no  operating 
funds.  Consequently,  we  are  forced  to  borrow 
again  from  commercial  banks.  Because  we 
anticipate  reducing  the  accumulated  deficit  sub- 
stantially in  1963,  we  expect  to  borrow  a maxi- 
mum of  $200,000  prior  to  receipt  of  1964  dues. 
With  net  income  operations  anticipated  for  1964 
and  subsequently,  we  will  reduce  the  amount  of 
the  annual  borrowing  until  the  accumulated  defi- 
cit is  eliminated. 

In  1962,  an  ad  hoc  committee  was  formulated 
to  study  the  fiscal  and  financial  activities  of  the 
State  Society.  One  of  the  purposes  of  the  com- 
mittee was  to  develop  a program  to  eliminate  fu- 
ture bank  borrowings.  This  committee  coop- 


erated fully  with  the  Board  of  Trustees,  the  Bud- 
get Committee,  and  the  Treasurer.  The  recom- 
mendations of  the  ad  hoc  committee  have  begun 
to  show  results.  One  concrete  effect  is  that  the 
Board  of  Trustees  approved  a plan  whereby  our 
accumulated  deficit  will  be  eliminated  at  a faster 
pace.  The  approved  program  provided  that  the 
income  from  interest  and  dividends  of  the 
Investment  and  Building  Funds  be  trans- 
ferred to  the  General  Fund.  The  action  will  be 
of  a temporary  nature  and  will  be  terminated 
immediately  when  the  General  F und  is  operating 
without  a deficit.  The  net  amount  of  the  trans- 
fer will  be  approximately  $40,000  per  annum. 

In  concluding  this  report,  the  Treasurer  is 
optimistic  that  the  fiscal  awareness  and  alert- 
ness of  the  State  Society  will  result  in  increasing 
financial  balance  in  the  future. 

The  executive  vice-president,  Henry  I.  Fine- 
berg,  M.D.,  and  the  comptroller,  Mr.  Eugene  S. 
Dombrowski,  have  cooperated  in  a manner 
which  is  both  gratifying  and  practical.  In  the 
short  period  of  time  that  our  business  director, 
Mr.  J.  Richard  Burns,  has  been  with  us,  his 
value  has  been  evident.  These  efforts  make  the 
office  of  the  Treasurer  most  rewarding. 

Respectfully  submitted, 

Samuel  Z.  Freedman,  M.D.,  Treasurer 
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Board  of  Trustees 


To  the  House  of  Delegates,  Gentlemen: 

The  Board  of  Trustees  consists  of  the  follow- 
ing members: 

Leo  E.  Gibson,  M.D.,  Chairman.  . Onondaga 


Renato  J.  Azzari,  M.D Bronx 

Gerald  D.  Dorman,  M.D New  York 

John  M.  Galbraith,  M.D Nassau 

Thurman  B.  Givan,  M.D Kings 

Joseph  A.  Lane,  M.D Monroe 

Norman  S.  Moore,  M.D Tompkins 


Because  of  the  change  of  the  date  of  the 
annual  meeting,  the  Board  of  Trustees  held 
only  four  sessions  up  to  the  time  of  this  writing: 
May,  June,  September,  and  November.  The 
May  session  was  held  immediately  following  the 
end  of  the  1963  annual  meeting  and  was  pri- 
marily an  organizational  meeting  with  a very 
limited  agenda. 

One  of  the  primary  goals  of  the  Board  of 
Trustees  was  to  reduce  the  deficit  of  $228,653 
carried  forward  from  1962.  It  was  determined 
that  frugal  and  economic  management  of 
State  Society  funds  was  to  be  accomplished 
without  infringing  on  the  essential  programs 
and  projects  that  make  the  State  Society  a 
progressive  and  distinctive  organization. 

In  order  to  accomplish  the  foregoing,  the 
Board  of  Trustees  approved  the  conversion  of 
certain  securities  in  our  Investment  and  Building 
Funds  from  a low- valued,  low-yielding  to  a 
higher-valued,  higher-yielding  and  stable  classi- 
fication. Approximately  $69,543  of  securities 
at  cost  of  the  Investment  Fund  and  $18,516  at 
cost  of  the  Building  Fund  were  converted  into 
securities  which  improved  our  book  holdings  by 
$55,225  and  $62,303,  respectively.  The  con- 
version made  possible  an  improvement  of  in- 
creased interest  and  dividends  of  $1,875  per 
annum  in  our  Investment  Fund  and  $1,530  in 
the  Building  Fund. 


The  Board  of  Trustees,  in  April  of  1963,  had 
approved  the  transfer  of  interest  and  dividends 
from  the  Investment  and  Building  Funds  to 
the  General  Fund,  so  that  the  accumulated 
deficit  as  of  December  31,  1962,  could  be 
eliminated  at  a faster  pace.  A good  deal  of  the 
transfer  has  been  accomplished.  It  is  anticipated 
that,  before  December  31,  1963,  $25,000  and 
$15,000,  respectively,  of  the  1963  income  of  the 
Investment  and  Building  Funds  will  be  trans- 
ferred to  the  General  Fund. 

It  appears  presently  that  less  monies  will  have 
to  be  borrowed  in  the  latter  part  of  1963  and 
early  1964  for  operational  expenses  because  of 
the  above-mentioned  transfer  of  income  to  the 
General  Fund  from  the  Investment  and  Building 
Funds  and  the  anticipated  increase  in  operating 
net  income  for  1963. 

It  is  anticipated  that  approximately  $200,000 
will  be  borrowed  in  late  1963  and  early  1964,  as 
compared  to  $300,000  in  a like  period  last  year. 
These  loans  will  be  repaid  as  soon  as  fresh 
dues  monies  are  received  in  1964. 

The  Board  of  Trustees  is  following  a policy  of 
conservatism  in  supervising  the  financial  affairs 
of  the  Society  without  trying  to  hinder  its 
essential  operational  activities.  Economies, 
where  necessary,  with  the  active  assistance 
of  Henry  I.  Fineberg,  M.D.,  our  executive  vice- 
president,  have  been  stressed  in  order  to  put 
our  organization  on  a sound  fiscal  basis. 

The  members  of  the  Board  of  Trustees  have 
continued  to  attend  all  Council  meetings  and 
have  found  that  this  procedure  has  been  of 
great  benefit  to  them  in  their  deliberations  and 
actions. 

Respectfully  submitted, 

Leo  E.  Gibson  M.D.,  Chairman 
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Budget 


To  the  House  of  Delegates , Gentlemen : 

The  Budget  Committee  consists  of  the 
following: 

Frederic  W.  Holcomb,  M.D.,  Chairman 


Ulster 

Leo  S.  Drexler  M.D Kings 

Samuel  Z.  Freedman,  M.D New  York 

Leo  E.  Gibson,  M.D Onondaga 

Thomas  F.  McCarthy,  M.D Bronx 


The  year  commencing  January  1,  1963, 

opened  with  an  accumulated  deficit  of  $228,653. 
The  theme  underlying  the  1963  budget  was 
economy  without  hindrance  to  essential  pro- 
grams. It  can  be  said,  at  this  writing,  that  the 
concept  was  followed  diligently. 

Your  Budget  Committee  has  met  quarterly 
to  review  the  performance  of  the  State  Society 
financial  activities.  Meetings  were  held  in 
April,  July,  and  October.  Revisions  and 
revaluations  were  accomplished  where  neces- 
sary. 

The  initial  budget,  as  reported  to  the  1963 
House  of  Delegates,  anticipated  a net  operating 
income  for  the  year  1963  of  $118,070.  After 
operations  ended  September  30,  1963,  the 

budget  was  revised  downward  to  reflect  a net 
income  figure  of  $48,699. 

The  chief  factor  which  contributed  to  a 
poorer  performance  then  originally  anticipated 
was  the  large  decrease  in  Journal  advertising 
revenue.  The  initial  amount  anticipated  was 
$325,000.  The  third  quarter  revision  was 
$232,000,  a change  of  minus  $93,000.  The 
Medical  Directory  sales  revenue  was  cut  from 
an  original  $35,000  to  $20,000.  This  action 
was  necessitated  by  the  fact  that  the  Directory 
was  completed  and  mailed  in  November, 
instead  of  in  the  usual  month  of  June. 

Consequently,  the  period  of  sales  was  short- 
ened considerably.  However,  the  loss  sustained 
here  was  of  a temporary  nature  and  should 
be  recouped  in  1964.  The  over-all  effect, 
therefore,  should  be  insignificant. 

Despite  the  loss  of  the  above  revenues,  which 
totalled  over  $138,000,  we  were  able  to  de- 
crease the  expenditure  factors  from  $1,555,130 
to  $1,485,993,  or  a decrease  of  $69,137.  After 
revisions  and  revaluations  were  completed,  we 
were  still  able  to  achieve  a budgeted  net  income 
for  1963  of  $48,699. 

In  arriving  at  a justified,  revised  1963  budget, 
the  committee  had  to  consider  the  fact  that 
prior  to  receipt  of  1963  dues,  $300,000  had  to  be 
borrowed  from  a commercial  bank  for  operating 
purposes.  The  loan  was  paid  off  as  quickly  as 


1963  dues  were  received.  This  meant  that  a 
formula  had  to  be  arrived  at  whereby  the 
borrowing  in  the  latter  part  of  1963  and  early 
part  of  1964  would  be  diminished.  It  was  fully 
realized  that  the  accumulated  deficit  of  $228,- 
653  carried  forward  from  1962,  and  prior,  had 
to  be  eliminated  gradually  so  as  to  put  the 
State  Society  on  a sound  financial  basis. 

To  concur  with  the  above  thinking,  it  was 
imperative  to  blend  the  factors  of  economy 
with  those  of  necessity  and  progress  in  arriving 
at  just  budgetary  allotments.  We  believe 
that  the  final  1963  budget  adopted  this  concept 
and  that  the  results  of  1963  operations  will  be 
significant. 

In  addition  to  the  operating  feature  of  the 
budget,  the  Council  and  the  Board  of  Trustees 
at  their  April,  1963,  meeting  approved  a plan 
whereby  income  earned  via  interest  and  div- 
idends by  the  Investment  and  Building  Funds 
would  be  transferred  to  the  General  Fund 
periodically.  The  amount  of  the  yearly  transfer 
will  approximate  $40,000.  This  action  will 
also  enable  the  General  Fund  to  eliminate  the 
accumulated  deficit  at  a faster  pace  and  will 
delay  year-end  borrowing  from  a commercial 
bank. 

The  anticipated  operating  net  income  in 
1963  coupled  with  the  transfer  of  income  from 
the  Investment  and  Building  Funds  will 
enable  the  accumulated  deficit  to  be  reduced  in 
the  neighborhood  of  $90,000  in  1963.  The 
figure  is  an  encouraging  one,  and  manifests 
the  desire  of  all  connected  with  budgeting  and 
financing  to  prudently  direct  and  advise  in  the 
fiscal  affairs  of  its  dues-paying  members.  At 
this  time  last  year,  the  financial  picture  of  the 
State  Society  was  indeed  a gloomy  one.  Al- 
though we  are  not  yet  operating  on  a solvent 
basis,  the  picture  has  improved  in  some  degree. 
Your  Budget  Committee  will  continue  in  the 
future  to  endeavor  to  attain  full  solvency  by  a 
formula  of  balanced  budgets  and  utilization  of 
interest  and  dividends  from  those  funds  des- 
ignated. 

At  this  writing  the  Budget  Committee  has 
not  met  to  consider  the  1964  anticipated  budget. 
The  meeting  is  scheduled  for  the  early  part  of 
December.  The  results  of  this  session  will  be 
reported  to  the  House  of  Delegates  at  the 
annual  meeting  in  February. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  M.D.,  Chairman 
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1964  HOUSE  OF  DELEGATES 


Commission  on  Medical  Services  A 

Commission  on  Medical  Services 


To  the  House  of  Delegates,  Gentlemen: 

As  chairman  of  the  Commission  on  Medical 
Services,  I respectfully  submit  the  following 
report: 

The  Commission  on  Medical  Services,  which 
consists  of  several  working  committees,  has 
worked  well  since  its  inception.  The  purpose  of 
the  Commission  has  been  to  establish  liaison 
between  the  various  committees,  to  prevent  an 
overlapping  of  interest,  and  to  be  able  to  study 
the  reports  of  the  various  committees  in  the 
Commission  before  the  meeting  of  the  Council 
so  that  important  actions  of  each  committee 
can  be  presented  in  a precise  manner.  The 
chairman  is  grateful  to  the  following  chairmen 
for  the  untiring  efforts  of  their  respective  com- 
mittees. 

Economics  under  George  R.  Denton,  M.D., 
with  subcommittees  on  Public  Medical  Care 


Economics 

To  the  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of  the 
following: 

G.  Rehmi  Denton,  M.D.,  Chairman . . . Albany 

Merle  D.  Evans,  M.D Monroe 

Frank  W.  Farrell,  M.D Queens 

Adelaide  Romaine,  M.D New  York 

Milton  B.  Spiegel,  M.D Kings 

The  committee  has  held  two  meetings,  on 
May  29,  1963,  and  September  11,  1963,  and  met 
as  required  for  review  and  adjudication  of 
Medicare  claims. 

The  following  matters  were  considered  and 
acted  on: 

Committee  Functions.  Your  committee 
adopted  the  following  as  appropriate  functions 
for  consideration  and  action,  approved  by  the 
Council: 

1.  Review  all  resolutions  and  problems  re- 
ferred to  it  by  the  reference  committee  of  the 
House  of  Delegates  and  the  Council  of  the 
Medical  Society  of  the  State  of  New  York. 


under  Marcelle  T.  Bernard,  M.D.,  and  on 
Liaison  with  the  U.S.  Veterans  Administration 
under  Herbert  H.  Bauckus,  M.D. 

Questions  of  Ethics  under  Harold  F.  Brown, 
M.D. 

Hospital  and  Professional  Relations  under 
Raymond  S.  McKeeby,  M.D. 

Industrial  Health  under  Peter  J.  DiNatale, 
M.D. 

Medical  Care  Insurance  under  Melvin  S. 
Martin,  M.D. 

Rural  Medical  Service  under  Edward  C. 
Hughes,  M.D. 

Workmen’s  Compensation  under  Carl  F. 
Freese,  M.D. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 


2.  Consideration  and  evaluation  of  any 
general  problem  in  economics  involving  the 
medical  profession  in  New  York  State. 

3.  Administration  of  the  Medicare  program, 
including  processing  and  review  of  claims  and 
disbursements. 

4.  Continued  survey  and  evaluation  of  the 
problem  of  overutilization  throughout  the  State. 

5.  Development  of  a satisfactory  relative 
value  scale  for  the  State  of  New  York. 

Relative  Value  Study.  A review  of  the 
current  status  of  the  committee’s  efforts  to 
establish  a relative  value  scale  indicated  that 
several  counties  had  not  returned  the  material 
sent  to  them  some  two  years  ago  which  con- 
sisted of  a format  on  surgery,  medicine,  radi- 
ology, anesthesiology,  and  pathology  and  a 
California  relative  value  scale  for  reference  as  to 
nomenclature.  An  item  was  recommended  for 
inclusion  in  the  Society’s  Newsletter  announcing 
an  extension  of  time  to  February  1,  1964,  to 
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enable  those  counties  which  had  not  responded 
to  return  the  suggested  units  for  their  county. 
At  that  time  the  committee  recommended  that  a 
relative  value  scale  be  completed  using  the 
material  at  hand,  and  that  the  completed  scale 
be  sent  to  each  county  medical  society  for 
approval. 

Medicare  Schedule  of  Allowances.  The 
committee  considered  a request  for  a change  in 
anesthesia  fees  under  Medicare.  The  proposal 
was  for  fees  on  a procedural  plus  time  basis, 
payable  according  to  a relative  value  scale 
adopted  by  the  New  York  State  Society  of 
Anesthesiologists.  Your  committee  agreed  that 
this  was  an  entirely  new  concept  and  a complete 
change  from  anything  previously  negotiated 
with  the  government  regarding  anesthesia  fees. 
The  present  schedule  is  on  a procedural  basis  as 
requested  and  accepted  by  the  New  York  State 
Society  of  Anesthesiologists.  The  committee 
felt  that  anesthesia  fees  on  a procedural  plus 
time  basis,  with  a $5.00  unit  value,  would  bring 
payments  for  anesthesia  services  decidedly  out 
of  line  with  the  fees  for  surgical  procedures  for 
family  patients  in  a $4,500  income  category. 
This  will  be  explored  further  before  the  Medi- 
care contract  is  renewed  with  the  government. 

A request  was  made  for  an  increase  in  Code 
8999 — complete  ventilation  studies — from  $15  to 
$50.  The  Office  for  Dependents’  Medical  Care 
asked  that  the  State  Society  submit  justification 
for  the  increase  and,  on  receipt  of  the  material 
from  the  doctor  making  the  request  for  an  in- 
crease, your  committee  recommended  that  con- 
sideration of  a change  in  the  fee  for  complete 
ventilation  studies  be  proposed  at  the  time  of 
renewal  of  the  contract  with  the  Office  for 
Dependents’  Medical  Care. 

Your  chairman  and  members  of  his  com- 
mittee have  reviewed  several  hundred  Medicare 
claims  during  the  past  year  where  special  pro- 


Liaison with  Veterans  Administration 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Liaison  with  Veterans 
Administration,  of  the  Economics  Committee, 
consists  of  the  following: 

Herbert  H.  Bauckus,  M.D.,  Chairman ....  Erie 

James  L.  Palmer,  M.D Broome 

No  matters  have  been  received  for  the 
attention  of  this  subcommittee;  therefore,  no 
meetings  have  been  held  since  the  last  report. 

The  subcommittee  wishes  to  call  to  the 
attention  of  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  that  it  anticipates  the 
Letter  of  Agreement  with  the  Veterans  Ad- 
ministration will  be  negotiated  for  the  period 
from  June  30,  1964,  to  July  1,  1965.  There 
has  been  no  indication  at  this  time  of  the  need 


cedures  or  unusual  services  have  been  given  by 
the  physician.  A fair  and  equitable  evaluation 
was  arrived  at  in  the  opinion  of  the  committee. 
These  claims  were  then  forwarded  to  the  Office 
for  Dependents’  Medical  Care  for  authorization 
for  payment.  In  no  instance  was  the  recom- 
mendation made  by  your  committee  changed  in 
any  way. 

Resolutions.  Resolution  63-53,  introduced 
by  the  Medical  Society  of  the  County  of  New 
York,  dealing  with  protection  of  the  individual 
physician  employed  by  a purveyor  of  medical 
services,  was  adopted  by  the  House  of  Delegates 
as  amended  by  the  reference  committee,  and 
referred  to  your  committee  for  study  of  con- 
tractural  relationships  between  physicians  and 
employers  and  to  make  suitable  recommenda- 
tions concerning  them.  No  report  is  available 
at  this  time. 

Resolution  63-5,  introduced  by  the  Medical 
Society  of  the  County  of  New  York,  was  referred 
to  a Special  Committee  on  Labor  Health 
Facilities,  William  H.  Foege,  M.D.,  chairman, 
appointed  by  William  L.  Wheeler,  Jr.,  M.D., 
president. 

Miscellaneous.  The  committee  reviewed  a 
request  for  re-evaluation  of  the  allowance  paid 
for  the  initial  examination  of  an  applicant  under 
the  State  Education’s  Department  of  Re- 
habilitation program,  as  medical  men  in  some 
areas  felt  the  present  fee  of  $8.00  was  inadequate 
for  the  work  involved.  This  matter  has  been 
explored  and  further  pursuance  is  indicated. 

Acknowledgments.  The  members  of  the 
committee  wish  to  recognize  the  conscientious 
and  efficient  assistance  provided  by  Mr.  George 
P.  Farrell  and  the  members  of  his  staff. 

Respectfully  submitted, 

G.  Rehmi  Denton,  M.D.,  Chairman 


for  modification  of  the  agreement;  however, 
should  such  need  arise  before  negotiation  of 
the  agreement  on  its  present  terms,  due  con- 
sideration would  be  discussed  by  your  sub- 
committee. 

We  are  indebted  to  the  chairman  of  the 
Commission  on  Medical  Services,  Edward  C. 
Hughes,  M.D.,  and  G.  Rehmi  Denton,  M.D., 
chairman  of  the  Economics  Committee,  for 
their  support. 

The  subcommittee  expresses  its  appreciation 
to  George  P.  Farrell,  and  his  secretary,  Mrs. 
Alice  Arana,  for  their  assistance. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  Chairman 
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Public  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Public  Medical  Care  Subcommittee  is 
composed  of  the  following: 

Marcelle  Bernard,  M.D.,  Chairman.  . .Bronx 


Lyman  C.  Boynton,  M.D Monroe 

Robert  J.  Collins,  M.D Onondaga 

Philip  R.  Roen,  M.D New  York 

Samuel  B.  Burk,  M.D New  York 

Peter  Birkel,  M.D.,  Adviser Albany 

I.  Jay  Brightman,  M.D.,  Adviser.  . . .Albany 
Alonzo  S.  Yerby,  M.D.,  Adviser.  .New  York 


The  subcommittee  has  held  one  meeting, 
on  November  1,  1963.  The  following  matters 
were  considered  and  acted  on. 

The  following  resolution  63-34,  introduced 
by  the  Medical  Society  of  the  County  of 
Albany,  and  adopted  by  the  House  as  amended 
by  the  reference  committee  was  reviewed: 

Whereas,  The  New  York  State  Depart- 
ment of  Social  Welfare  establishes  fees  on 
which  it  will  reimburse  local  welfare  districts 
throughout  the  State  for  physicians’  services 
rendered  to  welfare  patients;  and 

Whereas,  The  Medical  Society  of  the 
County  of  Albany  and  numerous  other 
component  county  medical  societies  of  the 
State  of  New  York  have  repeatedly  and 
without  success  sought  an  increase  in  the 
fee  schedule  for  treating  welfare  patients  in 
their  respective  counties  to  bring  the  reim- 
bursable schedule  more  in  harmony  with 
the  sharp  rise  in  the  cost  of  living;  and 

Whereas,  District  welfare  commissioners 
have  advised  physicians  that  they  should 
work  through  the  Medical  Society  of  the 
State  of  New  York  to  get  the  State  reimburs- 
able rate  increased;  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York,  through  its  appropriate 
officers  and  committees,  and  in  cooperation 
with  the  New  York  State  Department  of 
Social  Welfare,  continue  to  work  to  revise 
upward  the  State’s  reimbursable  formula  for 
welfare  patients  at  this  time. 

Peter  Birkel,  M.D.,  State  of  New  York 
Department  of  Social  Welfare,  and  adviser  to 
the  subcommittee,  pointed  out  that  the  schedule 
was  revised  in  1960  to  two  thirds  of  the  Work- 
men’s Compensation  schedule,  with  a minor 
revision  in  1961,  and  that  the  present  schedule 
is  two  thirds  of  the  Workmen’s  Compensation 
schedule.  He  stated  further  that  the  rates  are 
maximum;  however,  local  welfare  commis- 
sioners have  the  right  to  establish  any  rate 
they  wish  up  to  the  State  maximum,  and  the 
doctors  locally  are  responsible  for  obtaining  rate 
increases  through  their  own  efforts. 

Revision  of  Book  V,  Including  the  Sched- 
ule. Dr.  Birkel  reiterated  his  statement  as 
reported  to  the  1963  House  that  the  chief 
deputy  commissioner  and  others  in  the  State 
Department  of  Social  Welfare  were  in  favor  of 
a committee  being  appointed  to  undertake 


the  revision.  This  has  been  deferred  due  to  a 
reorganization  of  the  Department.  A new 
commissioner  has  been  appointed  and  different 
types  of  assignments  are  being  made.  A new 
Division  of  Medical  Care  is  to  be  established 
under  a deputy  commissioner,  and  the  thinking 
of  the  administration  is  that  they  do  not  want 
to  appoint  a committee  until  the  staff  is  com- 
pleted. Meanwhile,  data  is  being  accumulated 
through  various  sources  in  the  Department  for 
consideration  when  the  new  division  is  ready  to 
proceed. 

After  consideration  of  the  report  on  the 
progress  of  revising  Book  V and  its  close  rela- 
tionship to  the  “resolve”  in  resolution  63-34, 
motion  was  passed  to  recommend  that  the 
present  welfare  schedule  be  commensurate 
with  the  Workmen’s  Compensation  schedule, 
and  that  a letter  be  sent  to  the  commissioner 
urging  action  on  the  revision  of  Book  V,  includ- 
ing the  fee  schedule. 

The  subcommittee  was  informed  that  au- 
thorization had  been  granted  to  proceed  with  a 
new  pilot  project  regarding  eligibility  of  re- 
cipients for  medical  care  known  as  “Prior 
Authorization  Project”  which  will  be  instituted 
in  specific  counties  in  each  welfare  area  district. 
Under  this  project,  the  welfare  patient  will  be 
issued  an  identification  card,  renewable  monthly, 
indicating  recipient’s  eligibility  for  medical 
care  which  the  patient  will  present  to  the  doctor 
of  his  choice;  the  physician  may  treat  him,  give 
the  care  he  needs,  and  bill  for  the  services  and 
be  paid  direct  according  to  present  rates. 
Medical  audits  will  continue  where  charges  are 
excessive,  and  report  forms  have  been  simplified 
to  a single  sheet.  This  pilot  project  will  be  a 
change  from  the  present  procedures  involved 
and  is  considered  to  be  an  improvement  which 
is  giving  the  medical  care  control  to  the  phy- 
sicians and  taking  it  away  from  the  adminis- 
trators. 

Payment  of  Physicians  for  In-hospital 
Care.  Many  references  have  been  made  to 
your  subcommittee  regarding  this  matter  as 
physicians  are  paid  for  in-hospital  care  of  welfare 
patients  only  under  certain  conditions  based  on 
the  following  official  regulation:  “For  all 

categories  of  assistance,  physicians’  services  for 
welfare  recipients,  when  hospitalized,  cannot  be 
authorized  if  such  services  are  ordinarily  made 
available  by  the  attending  and/or  house  staff 
without  charge,  or  if  the  hospital  maintains  a 
closed  paid  staff,  the  costs  of  which  are  included 
in  the  annual  financial  statement  submitted  to 
the  State  for  determination  of  the  reimbursable 
per  diem  rate.”  This  is  one  of  the  areas  ear- 
marked for  revision  in  Book  V. 

Acknowledgments.  Your  chairman  wishes 
to  express  her  appreciation  to  the  members  of 
her  subcommittee  for  their  attendance  at  meet- 
ings, and  to  Dr.  Birkel,  Dr.  Brightman,  and  Dr. 
Yerby  as  advisers. 

Respectfully  submitted, 

Marcelle  Bernard,  M.D.,  Chairman 
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Medical  Care  Insurance 


To  the  House  of  Delegates,  Gentlemen: 

The  committee  is  composed  of  the  following: 
Melvin  S.  Martin,  M.D.,  Chairman  Wyoming 


Charles  C.  Mangi,  M.D Queens 

Theodore  L.  Lytle,  M.D Monroe 

Dwight  V.  Needham,  M.D Onondaga 

Philip  M.  Standish,  M.D Ontario 

Thomas  S.  Walsh,  Jr.,  M.D Albany 

Clyde  L.  Wilson,  M.D Chautauqua 

Robert  W.  Hurd,  M.D Oneida 

George  P.  Farrell,  Adviser New  York 


The  committee  has  held  two  meetings,  on 
April  17, 1963,  and  September  19, 1963. 

Broome  County  Dispute.  Prior  to  our 
September  19  meeting,  Mr.  George  Farrell, 
adviser  to  this  committee  and  director  of  the 
Bureau  of  Medical  Care  Insurance,  and  your 
chairman  attended  an  open  hearing  held  in 
Binghamton  on  August  22,  1963,  called  and 
conducted  by  the  State  of  New  York  Joint 
Legislative  Committee  on  Health  Insurance 
Plans,  with  the  Honorable  George  R.  Metcalf, 
chairman  of  the  committee,  presiding. 

This  hearing  had  been  called  because  of  a 
furor  of  newspaper,  television,  and  radio  pub- 
licity arising  from  a dispute  between  the  Broome 
County  Medical  Society  and  the  Central  New 
York  Medical  Plan  (Syracuse  Blue  Shield). 
This  dispute  culminated  in  a resolution  adopted 
by  the  Broome  County  Medical  Society  at  its 
June  11,  1963,  meeting  withdrawing  sponsor- 
ship of  the  Plan,  advising  its  members  to  resign 
as  participating  physicians,  and  advising  other 
county  societies  in  the  Plan’s  area  of  operating 
to  take  similar  action. 

Several  representatives  of  the  Broome  County 
Medical  Society  presented  prepared  statements 
outlining  their  positions  and  answered  questions 
posed  by  the  Joint  Committee.  The  president 
and  the  executive  vice-president  of  the  Central 
New  York  Medical  Plan  presented  prepared 
statements  outlining  their  side  in  the  contro- 
versy. They  also  answered  questions  posed, 
and  in  answer  to  one  of  the  questions  called  on  a 
representative  of  the  firm  of  actuaries  employed 
by  them  to  present  an  unprepared  statement. 

It  is  not  proper  here  to  give  the  complete 
arguments,  but  I feel  it  is  proper  to  give  a 
condensed  version,  touching  on  all  the  important 
points  brought  out  by  both  sides,  both  in  the 
hearing  and  in  communications  preceding  the 
hearing. 

In  general,  the  Society  members  stated: 

1.  The  Plan  had  with  the  approval  of  the 
State  Insurance  Department  announced  a 37.5 
per  cent  increase  in  premiums  and  at  the  same 
time  had  reduced  doctors’  fees. 

2.  The  Plan  had  left  largely  or  entirely  to 
the  doctors  the  task  of  determining  incomes  of 
subscribers  and  therefore  their  eligibility  for 
service  benefits. 

3.  The  doctors  were  willing  to  accept  service 
benefits  for  the  $4,000  income  group,  but  were 


unwilling  to  do  the  same  in  the  $6,000  group. 
They  had  been  told  by  the  Plan  they  must  agree 
to  accept  service  benefits  in  both  groups,  with 
the  only  alternative  being  their  resignation  from 
the  Plan. 

4.  Communications  of  the  Plan  with  the 
doctors  were  poor. 

5.  Blue  Shield  is  basically  and  originally  de- 
signed to  take  care  of  indigent  and  near-indigent  j 
people,  and  not  those  in  higher  income  brackets. 

The  president  and  executive  vice-president 
of  the  Central  New  York  Medical  Plan  presented 
prepared  statements  condensed  as  follows: 

1.  The  increase  in  premiums  had  been  made 
necessary  by  the  drastic  reduction  in  the  Plan’s 
reserves  to  a point  where  the  Plan  could  not 
continue  paying  established  fees  without  in- 
creased income,  estimated  by  their  actuaries 
and  approved  by  the  State  Insurance  Depart- 
ment after  a public  hearing,  as  being  37.5  per 
cent.  This  increase  took  account  only  of  the 
demands  of  increased  utilization  and  did  not 
take  into  account  any  increase  or  decrease  in 
doctors’  fees. 

2.  Doctor’s  fees  were  not  reduced.  Rather 
the  plan  adopted  the  Professional  Services 
Index  (PSI).  This  had  been  recommended  for 
Blue  Shield  Plans’  adoption  by  the  A.M.A. 
and  the  National  Association  of  Blue  Shield 
Plans.  The  actuaries  had  carefully  calculated 
that  the  total  amount  paid  to  doctors  would 
not  be  less  under  this  system  than  it  had  been 
previously,  assuming  the  same  number  and 
similar  services  being  performed.  The  actuary 
who  had  developed  the  PSI  for  use  by  the  Plan 
explained  in  detail  how  the  new  index  had  been 
developed,  and  how  it  was  calculated  to  pay  the 
doctors  of  the  Plan  the  same  amount  as  previ- 
ously, although  some  fees  might  be  lowered 
while  others  might  be  raised. 

Senator  Metcalf  offered  the  services  of  his 
committee  to  meet  with  the  two  sides  in  an 
effort  to  arbitrate  the  differences.  This  offer 
was  accepted  by  both  sides,  and  a meeting  was 
arranged  for  September  6, 1963. 

At  the  September  6, 1963,  meeting  the  Broome 
County  Medical  Society  represented  by  three 
of  its  members  made  five  requests  of  the  Plan. 
These  requests,  condensed,  are  essentially  as 
follows: 

1.  Maximum  cooperation  by  the  Plan  in 
determining  subscribers’  incomes. 

2.  A more  efficient  system  of  communication 
with  doctor  participants. 

3.  The  Plan  shall  inform  the  Society  when 
new  contract  proposals,  changes  in  premium, 
and  revision  of  allowances  are  anticipated. 

4.  Rejection  of  the  proposed  $8,000  ceding 
contract. 

5.  New  allowances  for  hospital  visits  to  be 
readjusted  to  the  1956  schedule. 

There  was  general  agreement  by  the  Plan 
officials  that  the  requests  would  be  met  with 
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the  exception  of  number  five.  This  the  presi- 
dent stated  would  require  further  study,  and 
he  could  make  no  present  commitment. 

It  is  understood  unofficially  that  the  Society 
in  a subsequent  meeting  did  not  rescind  its 
action  of  June  11,  1963,  but  adopted  a “wait 
and  see”  attitude. 

Your  observers  at  the  Binghamton  hearing, 
the  adviser  to  and  the  chairman  of  this  com- 
mittee, reported  to  the  meeting  of  the  committee 
on  September  19,  1963,  on  the  testimony  given 
at  the  hearing,  together  with  such  documentary 
evidence  as  had  been  placed  at  their  disposal. 
The  committee  studied  these  reports  and  arrived 
at  the  following  conclusions  by  unanimous 
agreement: 

1.  Any  of  the  participating  physicians  of  a 
Blue  Shield  Plan  have  the  right  to  question  the 
administration  of  the  Plan  and  its  resources. 
Any  physician  or  group  of  physicians  can 
properly  question  and  criticize  such  administra- 
tion. Such  criticism,  properly  presented,  should 
lead  to  better  operation  of  the  Plan,  make  it  a 
more  useful  instrument,  and  lead  to  better 
relations  among  the  three  essential  parts  of  the 
Plan’s  operation — the  Plan  itself,  the  subscriber, 
and  the  physician.  The  Plan  should  make 
proper  provision  for  receiving  complaints  or 
constructive  criticism  from  physician  and  sub- 
scriber. 

2.  It  is  regrettable  that  a disagreement  on 
Plan  policy  is  brought  forcibly  to  the  attention 
of  the  public  by  newspaper,  television,  and  radio 
publicity,  not  only  as  news  items  but  also  as 
editorials.  Such  publicity  may  get  out  of  hand, 
facts  are  distorted,  and  in  general  the  public 
appraisal  is  unfavorable,  both  to  the  Plan  and 
to  the  profession. 

3.  The  Medical  Society  of  the  State  of  New 
York  has  mechanism  for  assistance  in  arriving 
at  an  agreement  in  case  of  dispute  between 
physicians  and  medical  care  plans  in  the 
Committee  on  Medical  Care  Insurance.  It  is 
highly  recommended  to  the  House  of  Delegates 
that  the  various  county  medical  societies  be 
informed  of  the  willingness  of  the  committee 
and  the  bureau  to  assist  in  such  disputes. 
County  societies  should  be  cautioned  to  avoid 
unfavorable  publicity. 

4.  Each  year  the  Committee  on  Medical 
Care  Insurance  recommends  that  each  of  the 
seven  Blue  Shield  plans  in  the  State  be  either 
approved  by  the  State  Society  or  disapproved. 
It  is  historical  that  the  House  of  Delegates  has 
never  acted  contrary  to  the  committee’s 
recommendations.  The  committee  feels  that, 
as  a part  of  this  Society’s  approval,  each  plan 
be  required  to  keep  the  committee  informed  of 
any  serious  trouble  or  disagreement  with  its 
physicians  or  subscribers  at  the  earliest  possible 
time.  The  committee  feels  that  each  of  the 
seven  plans  should  be  required  to  enter  into  an 
agreement  to  furnish  such  information. 

5.  A strong  Blue  Cross  and  Blue  Shield 
structure  is  the  greatest  bulwark  remaining 
against  the  threats  of  government  intervention 
in  medical  and  hospital  care.  We  feel  that 
commercial  companies  alone  could  not  carry 


the  burden  and  stem  the  tide.  It  is  the  obliga- 
tion of  all  doctors  and  all  medical  societies  to 
do  all  in  their  power  to  enhance  rather  than 
reduce  the  favorable  popular  concept  of  these 
organizations.  At  the  same  time  we  recognize 
the  great  contribution  most  commercial  insur- 
ance organizations  are  making  in  this  field. 

Review  Committee.  The  committee  then 
took  up  the  matter  of  establishing  a review  com- 
mittee for  the  purpose  of  reviewing  claims  sub- 
mitted by  physicians  to  insurance  companies, 
which  claims  have  been  challenged  by  the  insur- 
ance carrier.  This  principle  has  been  approved 
by  the  Council.  The  stimulus  for  the  forma- 
tion of  such  a review  committee  was  furnished 
by  the  Health  Insurance  Council,  an  organiza- 
tion of  commercial  carriers  of  health  insurance. 
The  chief  area  of  its  activities  would  be  in  the 
major  medical  field,  where  there  are  no  limits 
on  fees.  The  Health  Insurance  Council  feels 
that  in  many  counties  it  has  no  place  to  register 
an  appeal  to  what  it  feels  is  an  unfair  charge 
for  services. 

Your  committee  feels  that  our  Society  and 
the  profession  has  an  obligation  to  provide  such 
a review  committee.  They  have  a greater 
stake  in  preventing  overcharging  by  doctors 
than  does  anyone  else.  Insurance  companies 
generally  abhor  the  thought  of  taking  a doctor 
to  a “grievance  committee.”  The  word  “griev- 
ance” is  considered  as  implying  that  they  accuse 
a doctor  of  wrongdoing  by  bringing  him  before 
such  a committee.  This  is  a thing  which  most 
doctors  do  not  realize.  The  thought  of  bring- 
ing a doctor  before  a grievance  committee  is 
very  distasteful  to  insurance  companies.  They 
feel  that  by  so  doing  they  are  challenging  the 
integrity  of  the  doctor,  accusing  him,  and  this 
they  do  not  wish  to  do.  They  feel  that  if  they 
do  so  and  bring  the  complaint  to  a grievance 
committee  they  might  save  X number  of  dollars 
in  a particular  case,  but  they  will  lose  the  good 
will  of  that  doctor.  Repeat  this  a few  times 
and  they  have  lost  the  good  will  of  a few  doc- 
tors. Repeat  it  a great  number  of  times,  and 
they  have  lost  the  good  will  of  a great  number 
of  doctors.  This  they  do  not  wish  to  do.  They 
value  the  good  will  of  the  doctors  very  highly 
and  are  willing  if  necessary  to  sacrifice  many 
dollars,  even  many  hundred  dollars,  to  keep 
the  good  will  of  the  physicians.  They  feel 
they  have  a fair  case  to  present,  and  the  com- 
mittee feels  they  should  be  given  all  the  protec- 
tion against  overcharging  that  the  Medical 
Society  of  the  State  of  New  York  can  give  them. 

Your  committee  has  advertised  to  the  Council 
that  it  will  not  act  in  any  cases  where  the  local 
county  society  wishes  to  handle  its  own  cases. 
Therefore,  we  sent  a questionnaire  to  each 
county  society  asking  how  they  wished  it 
handled,  and  the  great  majority  replied  by  say- 
ing they  wished  to  handle  these  cases  themselves. 

Your  chairman  with  the  aid  of  the  committee 
and  Mr.  Farrell  had  drawn  up  a set  of  specifica- 
tions for  our  operations.  When  it  is  finally 
approved  both  by  our  committee  and  the 
Health  Insurance  Council  it  will  be  put  into 
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operation.  We  feel  that  this  setup  will  be  a 
forward  one  in  the  field  of  medical  care  insur- 
ance, and  that  its  beneficiaries  will  be  the 
subscriber,  the  insurance  industry,  and  the 
physician,  all  of  whom  stand  to  gain  by  certain 
controls. 

Approval  of  Plans.  We  have  voted  ap- 
proval of  the  following  Blue  Shield  Plans: 
United  Medical  Service,  Inc.,  New  York  City; 
Western  New  York  Medical  Plan,  Inc.,  Buffalo; 
Genesee  Valley  Medical  Care,  Inc.,  Rochester; 
Central  New  York  Medical  Plan,  Inc.,  Syracuse; 


Medical  and  Surgical  Care,  Inc.,  Utica;  North- 
eastern New  York  Medical  Service,  Albany; 
and  Chautauqua  Region  Medical  Service,  Inc., 
Jamestown. 

We  wish  to  thank  the  officers  of  the  Medical 
Society  of  the  State  of  New  York,  particularly 
Henry  I.  Fineberg,  M.D.,  who  has  worked  with 
us,  and  Mr.  Farrell,  who,  as  in  previous  years, 
has  exerted  a mighty  influence  over  our  activities. 

Respectfully  submitted, 

Melvin  S.  Martin,  M.D.,  Chairman 
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1964  HOUSE  OF  DELEGATES 


Commission  on  Medical  Services  B 

Workmen’s  Compensation 


To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Committee 
on  Workmen’s  Compensation  and  of  the  Divi- 
sion on  Workmen’s  Compensation. 

The  committee  consists  of  the  following 


members: 

Carl  F.  Freese,  M.D.,  Chairman Nassau 

Peter  A.  Casagrande,  M.D Erie 

Louis  Cohen,  M.D Schenectady 

George  E.  Froehlich,  M.D Westchester 

Joseph  P.  Henry,  M.D Monroe 

John  W.  Hirshfeld,  M.D Tompkins 

Robert  F.  McMahon,  M.D Onondaga 

John  E.  Hammett,  M.D New  York 

Lee  R.  Tompkins,  M.D Sullivan 

Robert  Katz,  M.D.,  Director Kings 


The  committee  met  twice  during  the  past 
year  to  discuss  and  recommend  solutions  to 
problems  arising  out  of  the  care  and  treatment 
of  patients  with  compensable  disorders. 

Forms.  Suggestions  and  recommendations 
submitted  by  the  committee  to  the  Workmen’s 
Compensation  Board  were  drawn  on  heavily  in 
the  revision  of  Form  C-4  and  the  adaption  of 
Form  C-48  currently  in  the  draft  stage  at  the 
Board.  Simplification  of  the  forms  used  for 
medical  reports  was  recommended  as  a result 
of  the  Governor’s  Workmen’s  Compensation 
Review  Committee. 

The  forms  in  use  for  application  for  rating 
were  reviewed  by  the  committee  with  emphasis 
on  questions  which  do  not  appear  on  other 
application  forms  for  privilege  to  practice 
(Question  19 — application  for  initial  rating) . 

Legislation.  The  committee  gave  serious 
consideration  to  resolution  63-56,  “Third 
Party  Actions  in  Workmen’s  Compensation,” 
and  explored  several  proposals  for  legislative 
action,  but  did  not  consider  the  time  ripe  at 
present  to  engage  in  such  activity.  It  is  felt 
that  the  aims  of  the  Society  may  be  served 
equally  well  by  concentrating  on  changes  in 
rules  and  procedures  and  clarification  and 
changes  in  the  fee  schedule. 

Among  the  unresolved  problems  remain 
“old  cases”  originating  or  reopened  prior  to 
the  effective  date  of  the  current  fee  schedule; 
“closed  cases”  due  to  failure  of  the  claimant  to 
prosecute,  and  “third  party  cases”  in  work- 
men’s compensation.  Efforts  toward  their 
solution  will  be  unrelentlessly  conducted  and 
intensified. 

The  New  York  State  Legislature  failed  to 
pass  a bill  authorizing  optometrists  and  opto- 
metric  services  under  the  Workmen’s  Compen- 


sation Law.  The  number  of  claims  and  con- 
troversies is  apparently  insufficient  to  warrant 
legislation  and  the  resultant  establishment  of 
elaborate  administrative  machinery  which  en- 
forcement might  entail. 

Education.  With  approval  of  the  Council 
Committee  on  Hospital  and  Professional  Rela- 
tions and  the  cooperation  of  the  Workmen’s 
Compensation  Board’s  Medical  Department 
and  Medical  Registration  Section,  a program  of 
instruction  of  medical  staffs  was  initiated  and 
coordinated  with  the  schedule  of  arbitrations 
in  the  upstate  area.  Audiences  ranged  from 
25  to  75  and  on  occasions  to  more  in  the  larger 
hospital  centers.  Following  the  presentation 
of  the  speaker,  there  ensued  a lively  question 
and  answer  period.  This  program  does  not 
only  serve  the  attending  physicians  in  helping 
them  to  understand  basic  procedure  and  recent 
changes  in  workmen’s  compensation  but  also 
affords  the  speaker  an  opportunity  to  gain  first- 
hand knowledge  of  general  and  specific  regional 
problems  and  to  review  those  with  the  commit- 
tee in  an  attempt  to  solve  them. 

The  committee  collaborated  in  an  article 
on  occupational  hearing  loss  which  appeared 
in  the  May  1,  1963,  issue  of  the  New  York 
State  Journal  of  Medicine.  This  article 
contained  valuable  information  on  the  compen- 
sation aspects  of  occupational  hearing  loss, 
allocation  of  liability  between  employers,  dis- 
ability evaluation  and  procedure  in  instituting 
claims,  as  well  as  information  on  noise  analysis 
and  prevention  of  hearing  loss. 

The  director  was  invited  to  speak  before  a 
class  of  medical  assistants  at  the  Rockland 
County  Community  College. 

Fee  Schedule.  Members  of  the  committee 
have  served  on  the  Workmen’s  Compensation 
Board’s  Advisory  Committee  for  the  Medical 
Fee  Schedule  and  Allied  Problems  and  attended 
meetings  called  by  the  Chairman  at  approx- 
imately one  month  intervals.  At  two  meetings 
early  in  the  year  Medical  Society  representatives 
pointed  out  that  medical  fees  under  compen- 
sation have  not  kept  pace  with  our  present 
economy.  By  statute  workmen’s  compensation 
fees  for  medical  services  shall  be  limited  to 
such  charges  as  prevail  in  the  community  for 
similar  treatment  of  injured  persons  of  a like 
standard  of  living. 

Medical  fees  in  the  current  schedule  are  at 
best  based  on  income  levels  of  1956  or  1957. 
They  have  not  kept  pace  with  changes  in  in- 
come levels  of  employes.  It  was  pointed  out 
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that  other  fee  schedules  based  on  income  level 
have  been  repeatedly  revised  since  1956.  It 
was  then  suggested  by  the  Advisory  Committee 
that  a thorough  comprehensive  study  be  con- 
ducted comparing  compensation  rates,  medical 
fees,  and  average  income  of  workers.  This 
study  is  currently  in  progress  in  the  Division  of 
Workmen’s  Compensation.  From  preliminary 
records  the  director  believes  that  the  comparison 
will  undoubtedly  bear  out  the  contention  of 
the  current  poor  relationship  between  income 
level  and  the  medical  fee  schedule  applicable 
to  workmen’s  compensation  cases.  Although 
undoubtedly  the  cost  of  medical  care  has  in- 
creased to  a considerable  extent,  such  increase 
is  due  primarily  to  the  high  cost  of  hospital 
care  and  not  to  an  increase  of  physicians  fees. 

The  committee  plans  to  prevent  continuation 
of  the  inequity  of  the  applicability  of  the  fee 
schedule  in  effect  on  the  date  of  accident  or  re- 
opening of  a case  by  means  of  the  next  fee 
schedule  and  shall  continue  its  effort  on  this 
issue  in  accordance  with  resolution  61-51, 
“Workmen’s  Compensation  Fees.” 

Suggestions  for  unit  fee  for  the  care  of  super- 
ficial lacerations  varying  with  length  and  loca- 
tion of  the  injury  were  submitted  in  order  to 
afford  the  attending  physician  a greater  latitude 
in  the  choice  of  procedure,  material,  and  method 
used  in  treatment.  The  Advisory  Committee 
agreed  to  an  extension  and  liberalization  of  the 
meaning  of  “suture”  as  used  in  the  care  of 
superficial  lacerations  but  recommended  re- 
tention of  the  current  method  of  payment  per 
suture. 

The  Advisory  Committee  agreed  to  suggest 
deletion  from  the  next  fee  schedule  of  such 
inequities  as  items  0106  and  0107  dealing  with 
lower  fees  for  services  by  a physician  within  the 
scope  of  his  specialty,  where  such  specialist  serv- 
ices are  deemed  not  indicated  or  required. 
It  is  hoped  that  these  agreements  of  the  Advisory 
Committee,  consisting  of  lay  and  medical  mem- 
bers, may  be  an  indicator  of  the  sincere  effort 
which  has  been  extended  by  all  members  of  the 
Advisory  Committee  to  eliminate  controversy 
as  well  as  to  maintain  equitable  fees. 

Liaison.  The  committee  has  maintained 
contact  with  county  compensation  committees 
through  frequent  mailings  and  is  grateful  for 
the  numerous  suggestions  and  responses  re- 


ceived from  them  in  return.  Such  liaison  is  an 
invaluable  help  to  the  Council  Committee  in 
the  formulation  of  plans  and  recommendations 
to  the  Council  and  Workmen’s  Compensation 
Board.  The  Council  Committee  received  sev- 
eral requests  for  advice  from  county  committees 
and  responded  to  them  after  due  deliberation. 
Several  inquiries  were  answered  by  the  director 
of  the  Division  because  of  the  urgency  of  the 
request,  subject  to  review  by  the  Council  Com- 
mittee. 

The  members  accepted  a report  of  the  di- 
rector covering  a meeting  of  officers  and  directors 
of  the  American  Academy  of  Compensation 
Medicine  which  he  was  requested  to  attend. 

The  director  met  with  officials  of  insurance 
carriers  and  of  the  Workmen’s  Compensation 
Board  on  numerous  informal  occasions  to  dis- 
cuss problems  affecting  the  relationship  of 
physicians  to  claimants  and  employers  or  their 
carriers. 

Arbitration.  The  director  of  the  Division 
of  Workmen’s  Compensation  assisted  and  ad- 
vised physicians  and  county  medical  society 
arbitrators  at  104  arbitration  sessions  held 
State-wide  in  the  first  ten  calendar  months  of 
1963.  Of  those  66  were  in  the  New  York  City 
area.  A total  of  2,432  cases  were  submitted 
for  hearing,  adding  up  to  $326,482.44;  1,718 
cases  were  decided  by  arbitration;  419  were 
settled  without  hearing;  285  were  postponed, 
and  24  cases  were  settled  by  direct  negotiations 
between  the  director  and  the  parties  in  interest. 

General.  The  director  explained  the  oper- 
ation of  the  Division  of  Workmen’s  Compen- 
sation as  a member  of  a panel  discussing  activi- 
ties of  the  State  Medical  Society  before  a 
meeting  of  the  Third  and  Fourth  District 
Branches. 

The  director  addressed  the  medical  staffs  of 
14  hospitals  in  the  course  of  an  educational  pro- 
gram in  workmen’s  compensation  referred  to 
earlier  in  this  report. 

In  addition  to  other  meetings  reported  above, 
the  director  also  attended  the  annual  meetings 
of  the  House  of  Delegates  and  the  American 
Medical  Association. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 


114  New  York  State  Journal  of  Medicine  / January  1,  1964 


Industrial  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Committee 
on  Industrial  Health  and  the  Division  of 
Industrial  Health. 

The  committee  members  are  as  follows: 

Peter  J.  DiNatale,  M.D.,  Chairman.  .Genesee 


Seymour  Fiske,  M.D New  York 

Fred  W.  Holcomb,  Jr.,  M.D Ulster 

John  L.  Norris,  M.D Monroe 

Harry  E.  Tebrock,  M.D Queens 

Robert  Katz,  M.D.,  Director Kings 


William  P.  Shepard,  M.D.,  Adviser  New  York 

Since  its  last  annual  report,  the  committee 
has  continued  its  interest  in  the  various  develop- 
ments in  the  field  of  occupational  medicine, 
carrying  on  most  of  its  activities  through 
correspondence  and  liaison  with  related  organ- 
izations pledged  to  the  improvement  of  health 
conditions  of  the  employed. 

Legislation.  Legislative  proposals  dealing 
with  aspects  of  medical  care  which  may  affect 
in-plant  industrial  medical  services  were  care- 
fully analyzed  and  their  progress  followed.  A 
legislative  amendment  calling  for  the  licensing 
I of  x-ray  technicians  and  the  creation  of  a 
i licensing  advisory  board  passed  both  houses  of 
the  Legislature  but  was  vetoed  by  the  Governor. 

1 The  Legislature  authorized  the  establishment 
of  several  labor  health  centers  but  did  not  pass 
i amendments  intended  to  create  first-aid  stations 
i in  certain  industries  and  to  impose  further 
j control  on  the  operation  of  laboratory  facilities. 

As  a result  of  the  early  date  of  submission  of 
this  report,  there  is  no  knowledge  of  impending 
legislation  at  this  time. 

Education.  The  promotion  of  interest  in 
J occupational  medicine  through  the  use  of  a 
scientific  exhibit  at  the  1963  annual  meeting  of 
; the  Medical  Society  of  the  State  of  New  York 
was  quite  successful.  A considerable  number  of 
physicians  and  guests  stopped  by  the  exhibit 
and  helped  themselves  to  available  literature 
containing  details  on  what  was  outlined  by  the 
i exhibit.  Lists  of  references  to  this  literature 
were  contained  in  two  of  the  brochures  available 
i for  distribution. 

The  committee  collaborated  in  an  article  on 
i occupational  hearing  loss  which  was  published 
jin  the  May  1,  1963,  issue  of  the  New  York 
j State  Journal  of  Medicine. 

The  committee  will  re-evaluate  the  need  for 
several  recommendations  to  physicians  in 
industry  currently  in  the  process  of  preparation 
in  an  attempt  to  establish  certain  priorities. 


Liaison.  The  director  reported  to  the  mem- 
bers the  proceedings  of  the  meetings  of  the 
Section  on  Occupational  Medicine  of  the  New 
York  Academy  of  Medicine  and  the  New  York 
State  Society  of  Industrial  Medicine,  Inc.  The 
problem  of  chronic  bronchitis  and  emphysema  in 
industry  was  the  subject  of  the  first  meeting  of 
the  year.  Regional  differences  in  climate  and 
atmosphere  were  emphasized  and  the  impor- 
tance stressed  of  research  aimed  at  improving 
the  health  rather  than  accumulation  of  data  and 
statistics.  The  meeting  on  “Physiologic  Mon- 
itoring on  the  Job”  was  of  a highly  technical 
nature,  indicating  many  limitations  in  the 
collection  and  evaluation  of  data  in  the  study  of 
human  physiology.  The  most  recent  meeting 
was  devoted  to  a discussion  of  industrial  medical 
programs  in  Great  Britain  and  the  Common 
Market  countries.  Occupational  health  serv- 
ices are  not  included  in  the  National  Health 
Insurance  scheme  but  are  a statutory  require- 
ment in  nationalized  industries.  Problems  of 
training  and  personnel  are  similar  to  those  in  the 
United  States,  particularly  with  respect  to  small 
industries. 

The  members  also  reviewed  a report  of  the 
1963  Annual  Industrial  Health  Conference 
which  was  arranged  by  the  Industrial  Medical 
Association  in  Washington,  D.C.  Much  em- 
phasis was  placed  on  disability  evaluation, 
vascular  disturbances,  and  pulmonary  diseases. 
Sessions  on  medicine  and  surgery  offered  much 
factual  information  useful  in  the  management 
of  occupational  disease  and  injury.  Important 
information  on  audiometry,  noise  analysis,  and 
hearing  conservation  was  obtained  and  is  now 
on  file  for  reference. 

General.  The  chairman  has  retained  his 
membership  on  the  American  Medical  As- 
sociation’s Council  on  Occupational  Health. 
The  director  attended  the  annual  meeting  of 
the  American  Medical  Association  and  the 
meetings  of  the  special  committee  on  Labor 
Health  Facilities  in  addition  to  the  others  re- 
ferred to  above. 

The  activities  of  the  Division  of  Industrial 
Health  were  explained  in  the  course  of  a panel 
discussion  in  which  the  director  participated  at 
the  meeting  of  the  Third  and  Fourth  District 
Branches. 

Respectfully  submitted, 

Peter  J.  DiNatale,  M.D.,  Chairman 
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Hospital  and  Professional  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Hospital  and  Professional  Re- 
lations. 

The  committee  members  are  as  follows: 

Harold  T.  Golden,  M.D.,  Chairman . Herkimer 


E.  Dean  Babbage,  M.D Erie 

James  Bordley,  III,  M.D Otsego 

Joseph  H.  Kinnaman,  M.D Nassau 

Jack  R.  Harnes,  M.D New  York 

Lester  R.  Tuchman,  M.D Queens 


The  Council  Committee  met  on  October  15, 
1963,  at  the  office  of  the  State  Medical  Society 
in  New  York  City. 

Inasmuch  as  there  has  never  been  any  clear- 
cut  delineation  of  the  duties  of  the  committee 
heretofore,  after  pertinent  discussion  the  fol- 
lowing functions  of  the  committee  were  decided: 

1.  To  carry  out  mandates  of  the  House  of 
Delegates; 

2.  To  research,  discuss,  and  reach  an  opinion 
and  report  any  matters  referred  to  the  com- 
mittee to  the  Council  of  the  Medical  Society  of 
the  State  of  New  York; 

3.  To  maintain  liaison  with  the  New  York 
State  Hospital  Association,  through  their 
executive  secretary,  to  discuss  with  them  com- 
mon legislative  problems,  and  to  enlist  their  aid 
for  our  problems  in  the  same  fields; 

4.  To  prepare  an  annual  report  and  such 
other  reports  as  requested  by  the  House  of 
Delegates  and  the  Council; 

5.  To  maintain  liaison  with  the  New  York 
State  Hospital  Planning  Council  and  regional 
councils  with  the  purpose  in  mind  of  supporting 
the  views  of  the  practicing  physicians; 

6.  The  committee  should  concern  itself 
with  professional  matters  within  the  hospitals 
of  New  York  State. 

At  its  1963  meeting  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York 
adopted  the  following  resolution  63-19,  en- 
titled, “Objection  to  Rebating  of  Physician’s 
Fee  to  Hospitals.” 

Whereas,  Frank  and  open  coercion  of  the 
active  medical  staff  by  hospital  administra- 
tions for  the  purpose  of  exacting  legally  and 
ethically  earned  fees  has  become  a serious 
problem;  and 

Whereas,  Such  a practice,  however  dis- 
guised, is  contrary  to  our  code  of  ethics;  now 
therefore  be  it  hereby 

Resolved,  That  the  Joint  Commission  on 
Accreditation  of  Hospitals  be  requested  to 
withhold  accreditation  from  any  hospital 
found  participating  in  this  practice;  and  be 
it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  be 
instructed  to  take  any  and  all  suitable  steps 
for  the  introduction  of  this  or  a similar 
resolution  in  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  June, 
1963,  meeting  for  its  approval  and  support. 


The  following  action  was  taken  by  the 
American  Medical  Association:  “The  Reference 
Committee  on  Insurance  and  Medical  Service 
recommended  and  the  House  voted  that  this 
resolution  not  be  adopted  but  that  ‘when  there 
is  a coercion  of  physicians  to  contribute  to 
building  funds  and  other  programs,  these  actions 
be  brought  to  the  attention  of  the  local  phy- 
sician-hospital relations  committee  or,  in  the 
event  this  is  not  possible,  to  the  state  physician- 
hospital  relations  committee.’  The  director  of 
the  Joint  Commission  on  Accreditation  of 
Hospitals  stated  that  the  Joint  Commission  is 
not  and  does  not  wish  to  become  a punitive 
body.” 

It  was  brought  out  in  discussion  that  many 
times  these  monies  are  used  for  subsidizing 
intern  programs  in  hospitals.  Also  many 
times  these  monies  support  educational  efforts 
in  hospitals  and  there  has  recently  been  a new 
trend  toward  placing  these  monies  in  a fund,  the 
purposes  of  which  should  be  determined  in  a \ 
democratic  way.  If  this  fund  is  solely  set  up 
for  the  practicing  physicians,  it  is  wrong,  the 
committee  felt. 

The  report  of  the  Reference  Committee  on 
Medical  Services  B,  as  approved  by  the  House 
of  Delegates  at  the  annual  meeting  in  May, 
1963,  instructed  this  committee  to  continue  the 
investigation  begun  in  1962  concerning  “The 
Responsibility  of  the  Hospital  Staff  Member  to 
the  Hospital”  and  “The  Responsibility  of  the 
Hospital  to  the  Medical  Staff  Member.”  In 
discussion  it  was  stated  that  staff  procedures 
and  customs  differ  greatly  throughout  the 
State;  problems  of  small  hospitals  are  com- 
pletely different  from  those  of  municipal  or 
privately  owned  hospitals.  It  was  the  com- 
mittee’s opinion  that  most  of  the  data  to  be 
derived  from  such  a questionnaire  was  already 
at  hand  and  hence  further  investigation  along 
this  line  could  be  discontinued. 

One  topic  that  came  out  of  this  investigation 
deserves  further  exploration;  for  example,  a 
definite  delineation  of  where  nursing  responsi- 
bility ends  and  medical  staff  responsibility 
begins,  particularly  in  regard  to  intravenous 
therapy,  fluid,  medications,  blood,  and  in- 
tubations— catheters,  gastric  and  duodenal 
tubes,  and  so  forth.  There  seems  to  be  an  i 
increase  in  the  nursing  service  performing 
certain  medical  services,  especially  in  some  of 
the  smaller  hospitals.  While  this  may  be 
necessary  in  some  instances,  attention  should  be 
drawn  to  the  legality  of  certain  procedures 
delegated  to  the  nursing  service. 

This  subject  will  be  more  adequately  discus- 
sed in  our  future  joint  meeting  with  the  Hos- 
pital Association  of  New  York  State  with  the 
idea  in  mind  of  setting  up  a guide  book  for 
hospitals  and  their  medical  staffs. 

The  Council  referred  resolution  63-65  to  the 
committee  for  study  to  determine  any  com- 
ments or  recommendations  they  may  wish  to  | 
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make  to  the  Legislation  Committee.  This 
resolution  states: 

Whereas,  The  New  York  State  Legislature 
has  passed  a law  known  as  Chapter  770  of  the 
Laws  of  1963,  amending  the  Public  Health 
Law,  which  dictates  medical  policies  in 
the  selection  of  physicians  by  the  medical 
boards  of  hospitals;  and 

Whereas,  Such  legislation  may  be  detri- 
mental to  and  infringe  on  the  proper  selection 
of  physicians,  based  on  their  intellectual  and 
scientific  qualifications,  which  has  been  the 
basis  of  the  established  policy  from  time 
immemorial;  now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  go  on  record  deploring  the  action  of  the 
Governor  and  the  Legislature  of  the  State  of 
New  York  in  sponsoring  and  enacting  a bill 
so  fraught  with  dangers  to  the  people  of  the 
State. 

It  was  brought  out  that  in  some  counties  in 
the  State  this  law  was  contrary  to  the  county 
law  and  the  latter  would  have  to  be  revised. 
The  New  York  State  Health  Department  has 
promulgated  a protocol  for  the  implementation 
of  this  law  and  appeals  therefrom  which  has 
been  well  circularized  throughout  the  State 
to  the  county  medical  societies.  The  com- 
mittee felt  that  some  time  should  be  allowed 
for  the  operation  of  the  law  before  any  concrete 
suggestions  as  to  revision,  repeal,  and  so  forth, 
could  come  from  the  committee. 

An  allied  subject  was  brought  to  the  attention 
of  the  committee  in  that  a new  code  for  pro- 
prietary hospitals  in  the  City  of  New  York  is 
being  drawn  up  which  would  give  the  com- 
missioner of  hospitals  the  right  to  confirm  the 
appointment  to  the  medical  board  of  any 
medical  doctor  in  any  proprietary  hospital  in 
New  York  City.  This  code  will  have  a public 


Labor  Health  Facilities 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  members  are  as  follows: 
William  H.  Foege,  M.D.,  Chairman. New  York 


Peter  J.  DiNatale,  M.D Genesee 

S.  Charles  Franco,  M.D Kings 

Louis  Venet,  M.D New  York 


The  Special  Committee  on  Labor  Health 
Facilities  which  was  appointed  and  organized 
in  August,  1963,  met  on  two  occasions  and 
focused  its  attention  on  formulation  of  its 
program  of  activities. 

Formed  to  improve  the  relationship  between 
our  profession  and  organized  labor,  the  com- 
mittee will  aim  to  establish  cooperation  be- 
tween organized  medicine  and  labor  for  the 
benefit  of  the  patients  cared  for  through 
labor  health  facilities.  As  an  initial  step, 
information  about  existing  facilities  will  have 
to  be  collected  and  a comprehensive  comparative 
study  undertaken.  At  the  same  time  it  is 


hearing  some  time  in  the  near  future.  It  also 
includes  the  provisions  that  an  appointee  must 
be  professionally  and  personally  satisfactory 
to  the  commissioner. 

The  committee  felt  that  such  a code  was  full 
of  apparent  dangers  and  that  this  should  be 
brought  to  the  attention  of  the  Council  and  the 
House  of  Delegates. 

Resolution  63-30  deplored  the  Council  on 
Medical  Education  and  Hospitals  of  the 
American  Medical  Association’s  edict  that  all 
hospitals  approved  for  intern  training  must 
have  at  least  25  per  cent  United  States  or 
Canadian-educated  interns.  This  resolution 
was  introduced  in  the  House  of  Delegates  of  the 
American  Medical  Association  by  our  delegates. 
Your  committee  noted  with  satisfaction  the 
latest  communication  from  the  American 
Medical  Association’s  Council  on  Medical 
Education  and  Hospitals  to  the  effect  that  “the 
worthy  intent  of  international  educational 
exchange  in  medicine  can  be  satisfactorily 
realized  only  if  all  hospitals  participate  through 
the  appointment  of  a reasonable  number  of 
graduates  of  foreign  medical  schools  to  their 
training  programs.” 

We  intend  to  continue  our  studies  and  rec- 
ommendations as  stated  earlier  in  this  report. 
It  is  planned  to  have  a joint  meeting  with  the 
matching  committee  of  the  New  York  State 
Hospital  Association  in  the  near  future,  prior 
to  the  1964  House  of  Delegates  meeting,  if 
possible.  If  this  meeting  can  be  consummated 
in  time  a supplementary  report  will  be  prepared. 

Your  chairman  wishes  to  thank  the  members 
of  the  committee  for  their  excellent  cooperation 
leading  to  this  report  and  to  thank  Miss  Alice 
Wheeler  for  her  constant  secretarial  assistance 
and  advice  on  protocol  and  policies. 

Respectfully  submitted, 

Harold  T.  Golden,  M.D.,  Chairman 


planned  to  establish  liaison  with  new  facilities 
in  the  organizing  or  planning  stage.  The 
committee  is  reviewing  drafts  for  a questionnaire 
and  covering  letter  to  be  sent  to  all  labor  health 
facilities  in  the  State  early  in  1964. 

The  scope  of  the  committee’s  activities  will 
require  careful  evaluation  and  considerable 
flexibility.  The  cooperation  of  many  outside 
agencies  may  have  to  be  sought  as  the  need 
arises. 

It  is  hoped  that  as  a result  of  the  activities 
of  this  committee  our  labor  organizations  will 
turn  to  the  Medical  Society  of  the  State  of 
New  York  for  assistance  in  their  medical  care 
programs  and  that  the  Medical  Society  may 
look  to  the  labor  unions  for  help  in  achieving  its 
aims  of  providing  the  best  possible  medical 
care  for  all. 

Respectfully  submitted, 

William  H.  Foege,  M.D.,  Chairman 
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Questions  of  Ethics 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  has  the  following  members: 

Joseph  G.  Zimring,  M.D.,  Chairman 

Nassau 


Frank  La  Gattuta,  M.D Bronx 

Ezra  A.  Wolff,  M.D Queens 


The  committee  had  the  misfortune  to  lose 
Harold  F.  Brown,  M.D.,  of  Erie  County,  who 
was  its  chairman  until  his  death  on  July  10, 
1963. 

During  the  past  year  several  problems  on 
ethics  were  brought  to  our  attention  and 
adjudicated  to  the  best  of  our  ability  with  the 
aid  of  and  in  accordance  with  the  Principles  of 
Professional  Conduct. 

Our  first  problem  was  whether  or  not  it  was 
ethical  for  a surgeon  operating  on  another 
physician  to  charge  him  for  his  services.  The 
answer  was  that  it  is  not  unethical  for  one 
physician  to  charge  another  for  services  renT 
dered,  but  it  is  rather  unusual  to  see  this  done. 
The  Principles  of  Professional  Conduct  gen- 
eralizes on  this  question  when  it  states  that  “a 
doctor  of  medicine  should  cheerfully  and  with- 
out recompense  give  his  professional  services  to 
doctors  of  medicine  or  their  dependents  if  they 
are  in  his  vicinity”  (Chapter  III,  Article  II, 
Section  1) . 

Another  problem  was  one  concerning  the 
placing  of  one’s  name  in  the  classified  section  of 
the  telephone  directory  when  the  physician 
had  no  home,  hospital,  or  office  affiliation  in  the 
area.  The  reply  of  the  committee  was  that 
local  custom  regarding  telephone  insertions  is 
determined  by  the  local  county  medical  society. 


Rural  Medical  Service 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  is  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman.  . 


Onondaga 

Thurston  L.  Keese,  M.D Onondaga 

Hugh  McChesney,  M.D Oswego 

Robert  V.  Persson,  M.D St.  Lawrence 

Donald  C.  Walker,  M.D Schenectady 


Bert  Ellenbogen,  M.D.,  Adviser ...  Tompkins 
James  J.  Quinlivan,  M.D.,  Adviser . . .Albany 
Surveys  of  the  present  shortage  of  physicians 
in  rural  areas  indicate  that  approximately  63 
areas  in  our  State  are  requesting  a physician. 
Although  many  of  these  areas  could  not  ef- 
fectively support  a physician,  nevertheless, 
the  shortage  is  getting  more  acute  each  year. 
The  Committee  on  Rural  Medical  Service  has 
been  working  on  a plan  which  will  perhaps 
solve  this  problem  in  the  future.  Discussion 
concerning  shortage  of  physicians  in  rural 
areas  has  been  held  with  members  of  various 
farm  organizations,  especially  the  Farm  Bureau, 
describing  the  problems  of  obtaining  physicians 


Several  questions  were  brought  to  our 
attention  regarding  the  relationship  between 
doctors  of  medicine  and  doctors  of  osteopathy, 
and  in  two  of  the  problems  presented  the 
resolution  passed  by  the  House  of  Delegates  at 
its  meeting  in  May,  1962,  was  quoted  and  mis- 
quoted. The  committee’s  answer  to  all  these 
questions  was:  (1)  quoting  the  first  whereas 

of  the  resolution  which  states,  “That  oste- 
opathy in  this  State  is  no  longer  considered  to 
be  a cult  if  they  adhere  to  the  same  scientific 
principles  embraced  by  doctors  of  medicine,” 
and  (2)  quoting  Chapter  II,  Section  1 of  the 
Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  New  York, 
“All  voluntarily  associated  activities  with 
cults  are  unethical.” 

The  chairman  feels  that  further  study  of  this 
problem  is  necessary  as  well  as  interpretation 
by  the  Attorney  General’s  office  or  the  courts 
on  the  new  problem  created  by  the  passage  of 
the  California  law  on  the  practice  of  oste- 
opathy, in  which  M.D.  degrees  are  being  be- 
stowed on  doctors  of  osteopathy  on  request. 

Our  final  problem  was  one  of  a hospital  board 
of  directors  wishing  to  subsidize  a specialist  in 
opposition  to  the  views  of  the  medical  board. 
The  committee’s  reply  to  this  was  that  this 
situation  was  in  direct  conflict  writh  Chapter 
III,  Article  VI,  Section  6,  “Purveyal  of  Medical 
Services,”  of  the  Principles  of  Professional 
Conduct. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 


for  these  areas  and  procedures  which  may 
help  to  relieve  the  situation.  Assistance  from 
the  farm  organizations  is  assured  when  the 
time  is  appropriate. 

A second  group  of  individuals  who  are  being  i 
contacted  throughout  the  State  are  the  in- 
dustrialists whose  factories  are  located  in ! 
areas  of  the  State  where  physician  shortage  is 
found.  It  is  hoped  that  these  industries  will  t 
help  to  support  a program.  It  is  hoped  that  a 
full-time  individual  may  be  employed  by  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  Inc.  after  grants  are  re- 
ceived, to  investigate  properly  the  areas  of 
physician  shortage  and  obtain  doctors  for  these  j 
locations.  It  is  also  hoped  that  through : 
cooperation  of  the  farm  organizations,  industry, 
and  the  Medical  Society  of  the  State  of  New 
York,  the  assistance  of  the  medical  colleges  of 
the  State  wdll  be  forthcoming. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman  I 
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1964  HOUSE  OF  DELEGATES 


Scientific  Activities  and  Publications  A 

Public  Health  and  Education 


To  the  House  of  Delegates,  Gentlemen : 

The  Council  Committee  on  Public  Health  and 
Education  has  the  following  membership: 

James  Greenough,  M.D.,  Chairman.  Otsego 


Wendell  R.  Ames,  M.D Monroe 

Irving  L.  Ershler,  M.D Onondaga 

John  D.  Stewart,  M.D Erie 

Harry  S.  Lichtman,  M.D Kings 


George  James,  M.D.,  Commissioner,  New 
York  City  Department  of  Health,  Adviser . . 

New  York 

Hollis  S.  Ingraham,  M.D.,  Commissioner, 


New  York  State  Department  of  Health, 

Adviser Albany 

James  E.  Perkins,  M.D.,  Adviser.  New  York 
Ray  E.  Trussell,  M.D.,  Adviser . . . . New  York 


The  committee  held  its  annual  meeting  with 
I chairmen  of  the  18  subcommittees  and  represent- 
i atives  of  the  New  York  State  and  New  York 
City  Health  Departments  on  July  18,  1963,  in 
the  offices  of  the  State  Health  Department,  Al- 
bany. This  meeting,  which  lasted  for  six  hours 
and  which  again  pointed  up  the  usefulness  of  ad 
hoc  committees  on  an  informal  basis  to  solve 
problems  crossing  committee  lines,  was  at- 
» tended  by  the  vice-president  and  the  executive 
vice-president  of  the  State  Society  and  repre- 
sentatives of  the  Woman’s  Auxiliary. 

(Harry  S.  Lichtman,  M.D.,  a member  of  the 
committee,  represented  the  State  Medical  So- 
ciety at  the  National  Conference  on  Insti- 
tutionally Acquired  Infections  at  the  University 
of  Minnesota,  September  4,  5,  and  6,  1963,  and 
\ discussed  the  Brooklyn  program,  specifically  the 
part  played  by  the  Medical  Society  of  the 
County  of  Kings  in  initiating  this  program  on  a 
community  level. 

The  committee  has  been  particularly  pleased 
with  the  following  programs: 

1.  A two-day  course  on  forensic  medicine  for 
coroners,  medical  examiners,  district  attorneys, 
i and  forensic  pathologists  which  was  provided  by 
Milton  Helpern,  M.D.,  chief  medical  examiner 
of  New  York  City,  August  1 and  2.  Thirty  per- 
sons attended  this  symposium  and  it  is  hoped 
that  Dr.  Helpern  will  repeat  this  course  at  inter- 
vals. 

2.  The  beginning  of  a study  of  postgraduate 
medical  education  in  upstate  New  York,  under 
the  direction  of  Edward  C.  Hughes,  M.D.,  of 
Syracuse,  financed  by  a grant  from  the  U.S.  Pub- 
lic Health  Service  through  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation. 

3.  The  continuing  study  of  operating  room 
mortality  in  New  York  City  and  the  planned 
program  for  Erie  County. 


4.  The  programs  being  given  in  hospitals 
throughout  the  State  teaching  resuscitation  by 
the  use  of  a manikin  and  by  small  group  partici- 
pation in  mouth-to-mouth  breathing  and  exter- 
nal massage. 

5.  Cooperation  with  the  State  Health  De- 
partment in  many  programs,  among  them  the 
above-mentioned  resuscitation  teaching  pro- 
gram and  a study  of  methodology  of  medical 
audits  and  in  keeping  physicians  of  the  State  in- 
formed with  regard  to  polio  vaccine. 

6.  The  Central  New  York  study  of  maternal 
health  and  perinatal  mortality  and  plans  to  en- 
large its  scope. 

7.  Plans  for  the  participation  of  chairmen  of 
the  various  subcommittees  in  a proposed  Insti- 
tute for  College  Health  Educators  in  April  at  the 
Cortland  College  unit  of  the  State  University. 

8.  Participation  in  a State-wide  “Stroke” 
program. 

9.  The  periodic  reports  on  films  available 
through  the  State  Health  Department  now  ap- 
pearing in  the  New  York  State  Journal  of 
Medicine. 

Among  problems  of  particular  concern  during 
the  past  months  are  the  standards  for  accredita- 
tion of  nursing  homes  and  meetings  with  in- 
terested groups  to  consider  the  improvement  of 
medical  care  in  nursing  homes,  and  the  con- 
tinuing study  of  the  care  of  chronic  disabling 
nontuberculous  pulmonary  disease  under  wel- 
fare programs. 

I call  your  attention  to  the  reports  of  the  sub- 
committees which  show  their  many  accomplish- 
ments during  the  short  space  of  time  between  an- 
nual meetings  this  year,  and  I express  my  thanks 
to  the  members  of  these  subcommittees  and  of 
the  Committee  on  Public  Health  and  Education 
for  their  very  able  assistance  in  carrying  on  the 
work  of  this  committee. 

The  gratitude  of  the  Society  and  my  personal 
thanks  go  to  Hollis  S.  Ingraham,  M.D.,  State 
commissioner  of  health,  and  his  staff,  and  to 
George  James,  M.D.,  City  commissioner  of 
health,  and  his  staff,  for  their  continuing  coop- 
eration and  assistance  in  the  work  of  this  com- 
mittee. 

Although  we  hesitate  to  mention  particular 
names,  we  would  like  to  say  thank  you,  too,  to 
Drs.  Granville  H.  Larimore,  Franklyn  B. 
Amos,  I.  Jay  Brightman,  J.  G.  Fred  Hiss,  James 
J.  Quinlivan,  Edward  R.  Schlesinger,  George  M. 
Warner,  Vincent  H.  Handy,  and  Leonard  C. 
Lang  for  their  invaluable  aid. 

We  also  wish  to  express  our  sincere  apprecia- 
tion to  William  L.  Wheeler,  Jr.,  M.D. , president; 
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Waring  Willis,  M.D.,  secretary;  Henry  I.  Fine- 
berg,  M.D.,  executive  vice-president;  and  Miss 
Doris  K.  Dougherty,  administrative  assistant, 
for  their  assistance.  The  committee’s  thanks 
also  go  to  Gretchen  Wunsch,  executive  assistant 
to  the  committee;  Mrs.  Evelyn  G.  Clark,  editor 
of  What  Goes  On;  and  to  Miss  Mollie  Pesikoff 
for  her  work  with  the  scientific  program  and  the 
district  branches. 


Regional  Meetings  and  Teaching  Days. 

Invitations  for  regional  meetings  and  regional 
teaching  days  are  sent  to  members  of  medical 
societies  in  counties  adjacent  to  the  one  in  which 
the  instruction  is  given.  The  committee  usually 
arranges  for  the  speakers,  has  envelopes  ad- 
dressed for  the  memberships  of  the  county 
societies,  and  reimburses  the  sponsoring  county 
medical  society  for  the  cost  of  printing  the  pro- 
grams and  the  postage. 

The  following  such  meetings  have  been  held 
since  April,  1963: 


County 

Region 

Subject 

Oneida 

Oneida, 

Heart 

Utica 

Herkimer, 

Academy 

Madison, 

of  Medi- 

Chenango, 

cine 

Otsego, 

Delaware, 

Schoharie, 

Fulton, 

Lewis, 

Hamilton 

St.  Lawrence  Clinton, 

Psychiatry 

County 

Essex, 

and  the 

Medical 

Franklin, 

General 

Society 

Jefferson, 

Practi- 

and Men- 

St. Law- 

tioner 

tal  Health 
Board 

rence 

Num- 
ber of 
Speak- 
ers 


5 


5 


Postgraduate  Instruction.  Since  the  re- 
port submitted  in  April,  1963,  the  committee  has 
arranged  or  has  helped  arrange  postgraduate  in- 
struction for  27  groups,  presented  as  lecture  se- 
ries, symposia,  single  lectures,  or  teaching  days. 
A total  of  86  speakers  have  already  participated 
or  will  participate  in  these  meetings. 

We  express  our  thanks  to  the  State  Depart- 
ment of  Health  for  its  important  contribution  to 
this  program  in  providing  the  $25  honorarium  to 
these  speakers.  Once  again  we  remind  county 
medical  society  program  chairmen  to  submit 
their  requests  as  far  in  advance  of  the  meetings 
as  possible,  to  ensure  a wider  selection  of  speaker 
and  to  get  coverage  of  the  program  in  the 
monthly  bulletin,  What  Goes  On. 

A tabulation  of  the  programs  arranged  fol- 
lows: 

Number 

of 

Speak- 

County  Organization  ers 

Broome  Medical  Society  3 

Chautauqua  Medical  Society  1 


Chemung 

Medical  Society 

1 

Chenango 

Medical  Society 

4 

Clinton  and 

Medical  Society 

1 

Essex 

Cortland 

Medical  Society 

1 

Dutchess 

Medical  Society  and 

1 

Dental  Society 

1 

Franklin 

Saranac  Lake  Med- 

1 

Fulton 

ical  Society 
Medical  Society 

4 

Herkimer 

Medical  Society 

2 

Jefferson 

Medical  Society 

3 

Kings 

Medical  Society 

4 

Livingston 

Medical  Society 

1 

Madison 

Medical  Society 

1 

Oneida 

Utica  Academy 

7 

Medical  Society 

3 

Ontario 

Geneva  Academy 

8 

Orange 

and  Medical  Society 
Medical  Society 

6 

Rensselaer 

Medical  Society 

2 

St.  Lawrence 

Medical  Society 

4 

Steuben 

Medical  Society 

3 

Suffolk 

South  Side  Clinical 

3 

Society 

Medical  Society 

5 

Sullivan 

Medical  Society 

7 

Tompkins 

Medical  Society 

1 

Ulster 

Medical  Society 

7 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 

Reports  of  the  subcommittees  follow: 

Accident  Prevention 

The  Subcommittee  on  Accident  Prevention  is 
composed  of  the  following  members: 

James  R.  McCarroll,  M.D.,  Chairman 


New  York 

Harold  Brandaleone,  M.D New  York 

James  I.  Farrell,  M.D Oneida 

Milton  Helpern,  M.D New  York 

John  H.  Powers,  M.D Otsego 


Arthur  S.  Abramson,  M.D.,  Adviser . . .Bronx 

Goodwin  M.  Breinin,  M.D.,  Adviser 

New  York 

Richard  H.  Freyberg,  M.D.,  Adviser 

New  York 

Norman  Plummer,  M.D.,  Adviser . . New  York 
Abraham  M.  Rabiner,  M.D.,  Adviser.  .Kings 
Edward  R.  Schlesinger,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

S.  Bernard  Wortis,  M.D.,  Adviser . . New  York 
The  principal  activity  of  the  Subcommittee 
on  Accident  Prevention  for  1963  was  to  review 
the  various  measures  submitted  to  the  State 
Legislature  concerning  medical  aspects  of  traf- 
fic safety.  Comment  and  opinion  on  the  feasi- 
bility of  various  measures  was  solicited  from  the 
appropriate  consultants  of  the  committee. 
These  measures  have  been  discussed,  and  recom- 
mendations have  been  forwarded  to  the  parent 
Committee  on  Public  Health  and  Education  for 
action. 

Two  important  bills  involving  the  responsi- 
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bility  of  physicians  in  relation  to  automotive 
safety  will  be  considered  during  the  coming  ses- 
sion of  the  Legislature.  The  first  of  these  will 
again  be  some  version  of  a “Good  Samaritan” 
bill  which  would  grant  immunity  from  liability 
to  physicians  providing  emergency  medical  care 
at  accident  sites,  except  where  the  physician  is 
grossly  or  willfully  negligent.  Such  a bill  was 
passed  by  both  houses  of  the  Legislature  in  1962 
but  vetoed  by  the  Governor.  It  was  again 
passed  by  one  house  of  the  Legislature  last  year 
but  died  when  the  other  house  failed  to  take  ac- 
tion. This  year,  various  methods  of  obtaining 
passage  of  such  a bill  are  being  explored,  and 
such  a provision  will  probably  be  added  to  some 
other  bill,  which  is  more  likely  to  find  acceptance 
by  the  Governor’s  office.  The  Subcommittee  on 
Accident  Prevention  will  assist  actively  in  this 
undertaking  and  plans  to  testify  in  support  of 
the  measure,  when  it  is  introduced. 

A second  legislative  proposal,  considered  by 
the  subcommittee,  would  provide  immunity 
from  liability  to  any  physician  who  reports  to 
the  State  Health  Department  the  names  of  pa- 
tients who,  in  the  physician’s  opinion,  are  in- 
capable of  operating  a motor  vehicle  without 
hazard,  due  to  some  medical  condition.  Noth- 
ing in  this  bill  requires  a physician  to  make  such 
a report.  This  bill  would  permit  the  Health 
Department  to  transmit  such  reports  with  its 
recommendations  to  the  Department  of  Motor 
Vehicles  but  does  not  allow  disclosure  of  infor- 
mation in  any  manner  not  otherwise  permitted 
by  law.  The  bill  would  safeguard  both  the  pa- 
tient and  the  physician  and  at  the  same  time  pro- 
vide a means  for  the  physician  to  report  patients 
whom  he  felt  could  not  operate  motor  vehicles 
safely,  due  to  a medical  condition,  and  whom  he 
had  not  been  able  to  persuade  to  give  up  driv- 
ing. 

As  other  legislation  involving  the  role  of  the 
medical  profession  and  accident  prevention  is 
introduced,  the  subcommittee  will  review  it  and 
make  recommendations  to  the  Committee  on 
Public  Health  and  Education. 

The  subcommittee  also  plans  to  present  to  the 
Motor  Vehicle  Bureau  a list  of  areas  which  it 
feels  worthy  of  further  research  effort  and  will 
cooperate  with  a research  division  of  the  Motor 
Vehicle  Bureau  in  any  feasible  way  to  carry  out 
such  projects. 

Addiction  to  Alcohol  and  Narcotics 

The  Subcommittee  on  Addiction  to  Alcohol 
and  Narcotics  is  composed  of  the  following  mem- 
bers: 

Marvin  A.  Block,  M.D.,  Chairman Erie 

Robert  N.  Baird,  M.D New  York 

Francis  X.  Haines,  M.D Broome 

Leonard  L.  Heimoff,  M.D New  York 

Granville  W.  Larimore,  M.D.,  First  Deputy 
Commissioner,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 

Henry  Brill,  M.D.,  Deputy  Commissioner  of 

Mental  Hygiene,  Adviser Albany 

Because  of  the  change  in  time  of  reporting, 
the  Subcommittee  on  Addiction  to  Alcohol 


and  Narcotics  has  had  but  one  meeting  this 
year.  A second  meeting  is  contemplated. 

Alcoholism.  In  a survey  made  of  the  var- 
ious county  committees  on  alcoholism,  activities 
are  reported  as  follows:  In  the  area  of  alco- 
holism, five  counties  activities  consisted  of  coop- 
eration with  other  organizations  such  as  local 
health  departments,  educational  committees  on 
alcoholism,  welfare  councils,  Alcoholics  Anony- 
mous, and  other  organizations  interested  in  the 
problem.  Two  counties  provided  speakers  for 
professional  and  lay  organizations.  Five  coun- 
ties devoted  at  least  one  meeting  during  the  year 
to  the  discussion  of  alcoholism.  Two  of  these 
counties  held  two  such  meetings  during  the 
past  year.  One  county  undertook  the  distribu- 
tion of  the  A.M.A.’s  Manual  on  Alcoholism  to 
all  its  members.  One  county  conducted  a survey 
on  alcoholism  among  its  internists,  general  prac- 
titioners, and  psychiatrists.  One  county  partici- 
pated in  a program  for  treatment  of  alcoholism 
in  its  county  penitentiary.  One  county  reported 
several  of  its  members  serving  on  committees 
devoted  to  the  problem  other  than  its  own  or- 
ganization. One  county  undertook  the  discus- 
sion of  the  problem  of  eighteen-year-olds  from 
other  states  drinking  in  its  area.  One  county 
is  participating  in  a study  of  all  facilities  for  re- 
habilitation of  alcoholics  in  an  attempt  to  coor- 
dinate these  activities. 

Narcotics.  In  the  area  of  narcotic  addiction, 
New  York  County  reported  on  its  progress  in 
gaining  an  increase  in  the  number  of  beds  made 
available  in  hospitals  for  such  patients. 

Only  ten  counties  of  the  21  which  have  com- 
mittees on  narcotic  addiction  and/or  alcoholism 
reported  on  their  activities.  This  points  up  the 
necessity  of  another  meeting  of  county  society 
representatives  interested  in  these  problems. 

Teaching.  The  teaching  of  alcoholism  pre- 
vention in  public  schools  was  again  taken  up 
by  the  subcommittee,  and  emphasis  was  placed 
on  the  teaching  of  objectivity  to  the  teachers 
handling  this  subject  among  high  school  stu- 
dents. Narcotic  addiction  and  its  teaching 
should  be  approached  in  the  same  way.  County 
medical  societies  in  the  areas  where  teachers 
training  schools  exist  were  urged  to  participate 
in  this  program. 

Miscellaneous.  The  subcommittee  decided 
that  a special  committee  on  nomenclature  be  es- 
tablished to  look  into  the  terminology  being  used 
in  connection  with  narcotic  addiction  and  alco- 
holism. 

Reports  trom  Blue  Cross  and  Blue  Shield  pro- 
grams indicate  that  considerable  progress  has 
been  made  regarding  the  admission  of  narcotic 
addicts  and  alcoholics  to  general  hospitals,  par- 
ticularly in  the  New  York  City  area. 

Hospital  authorities  in  the  various  county 
areas  will  be  approached  by  representatives  of 
county  medical  societies  relative  to  their  re- 
sponsibilities in  the  treatment  of  alcoholism  and 
narcotic  addiction  with  a view  not  only  to  help- 
ing the  addicts,  but  to  help  train  medical  per- 
sonnel. 
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The  reporting  of  addicts  was  a matter  which 
has  been  postponed  until  more  information  has 
been  provided  regarding  State  regulations. 

The  subcommittee  cooperated  with  the  State 
Departments  of  Health  and  Mental  Hygiene  in 
preparing  legislation  for  enactment  relative  to 
the  Public  Health  law  concerning  the  telephone 
prescription  of  class  B narcotics.  This  was  a 
confirmation  of  its  previous  action. 

Advances  in  the  field  of  alcoholism  by  the 
State  Department  of  Mental  Hygiene  were 
noted  and  discussed. 

Manuals  on  Alcoholism  are  still  available,  and 
your  subcommittee  is  prepared  to  furnish  these 
to  any  physicians  requesting  them. 

The  subcommittee  again  suggests  that  a joint 
meeting  be  held  with  the  Subcommittee  on  Men- 
tal Hygiene  with  a view  to  implementing  the 
program  outlined  by  the  Congress  on  Mental 
Health  of  the  American  Medical  Association. 

Aging  and  Nursing  Homes 

The  Subcommittee  on  Aging  and  Nursing 
Homes  has  the  following  members: 

Samuel  R.  Powers,  Jr.,  M.D.,  Chairman 


Albany 

Marcelle  T.  Bernard,  M.D Bronx 

Ben  Albert  Borkow,  M.D Kings 

Stephen  A.  Graczyk,  M.D Erie 

Lawrence  S.  Kryle,  M.D Nassau 

Sidney  M.  Samis,  M.D.,  Adviser.  .New  York 
George  M.  Warner,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . . Albany 


The  Subcommittee  on  Aging  and  Nursing 
Homes  has  held  three  meetings  since  last  April. 
The  principal  concern  of  the  subcommittee  has 
been  the  improvement  of  medical  care  in  nursing 
homes  in  New  York  State  and  interest  in  the 
proposed  accreditation  of  nursing  homes  on  a 
national  level  by  the  Joint  Council  of  the 
American  Medical  Association  and  the  American 
Nursing  Home  Association. 

The  subcommittee  with  the  approval  of  the 
Council  of  the  State  Medical  Society  plans  to 
discuss  the  maintaining  of  good  medical  care  in 
nursing  homes  in  the  State  with  representatives 
of  interested  groups,  such  as  State  and  City 
Welfare  Departments,  State  and  City  Health 
Departments,  the  Hospital  Association,  and 
labor  groups,  and  hopes  to  come  up  with  sug- 
gestions for  standards  for  accreditation  which 
will  solve  some  of  the  problems  facing  nursing 
homes  in  the  State. 

In  the  coming  months,  the  subcommittee 
plans  to  study  and  discuss  the  Metcalf- 
McCloskey  Bill  and  to  forward  its  recommenda- 
tions to  the  Council  of  the  State  Medical 
Society. 

The  subcommittee  is  also  interested  in  multi- 
screening programs  and  plans  to  cooperate 
with  an  intensive  multiscreening  effort  in  co- 
operation with  other  subcommittees. 

Cancer 

The  Subcommittee  on  Cancer  has  the  follow- 
ing membership: 


Charles  D.  Sherman,  Jr.,  M.D.,  Chairman.  . . . 


Monroe 

Emerson  Day,  M.D New  York 

Bernard  J.  Pisani,  M.D New  York 

Walter  S.  Walls,  M.D Erie 

Roald  N.  Grant,  M.D.,  Adviser . . . . New  York 
Vincent  H.  Handy,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 


The  subcommittee  is  acting  as  a coordinating 
group  for  State-wide  cancer  control  projects, 
including  those  of  the  State  Health  Department, 
the  American  Cancer  Society,  and  the  State 
Medical  Society.  A list  of  persons  interested  in 
cancer  control — chairmen  of  county  medical 
societies  and  others — is  being  developed  and 
plans  are  being  made  to  stimulate  more  interest 
in  cancer  control  at  the  local  county  society 
level. 

The  Papanicolaou  smear  program  being  car- 
ried on  with  the  help  of  the  State  Health  De- 
partment’s Bureau  of  Cancer  Control,  Vincent 
H.  Handy,  M.D.,  director,  is  resulting  in  a sig- 
nificant increase  in  control  of  cervical  cancer  in 
New  York  State.  A report  of  what  one  county 
has  been  able  to  do  follows. 

Vaginal  Cytology  Program,  St.  Lawrence 
County.  St.  Lawrence  County,  situated  in 
northern  New  York,  is  the  largest  county  area- 
wise  in  the  State  and  is  essentially  rural  having 
only  two  communities  with  a population  over 
10,000  and  none  with  a population  over  15,000. 
Its  medical  laboratory  needs  are  met  by  two  fa- 
cilities, one  private  and  one  public. 

The  public  laboratory,  the  County  Labora- 
tory, maintains  branch  laboratories  and  serves 
the  needs  of  five  of  the  hospitals  in  the  county. 
The  private  laboratory  is  located  in  the  largest 
community  at  the  largest  hospital  in  the  county 
and  serves  that  hospital  community  and  sur- 
rounding area. 

When  it  was  decided  to  attempt  a county- wide 
vaginal  cytology  program,  we  were  faced  with 
these  basic  questions: 

(1)  Could  we  enlist  the  cooperation  of  both 
laboratory  facilities? 

(2)  Could  we  enlist  the  cooperation  of  the 
physicians  of  the  county? 

(3)  In  a large,  sparsely- settled  rural  area 
with  no  single  concentration  of  population, 
could  we  reach  and  enlist  cooperation  of  the 
women  of  the  county? 

(4)  If  necessary,  could  we  enlist  the  coopera- 
tion of  both  governmental  and  voluntary  health 
units  interested  in  the  problem  of  cancer 
detection? 

The  first  step,  the  chairman  of  the  board  of 
managers  of  the  County  Laboratory  (also  a phy- 
sician) sent  a questionnaire  to  each  member  of 
the  society  asking  if  they  would  cooperate  in 
such  a program,  provided  the  laboratory  testing 
was  done  free  of  charge.  Approximately  75  per 
cent  of  the  questionnaires  were  returned  and 
about  90  per  cent  of  these  indicated  approval 
and  promised  cooperation.  The  majority  of  the 
remainder  were  not  antagonistic  but  were  con- 
cerned about  the  possible  effect  of  the  service  on 
the  private  laboratory. 

Assured  of  the  backing  of  the  physicians,  the 
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board  of  managers  of  the  County  Laboratory 
agreed  to  perform  such  examinations  free  of 
charge. 

Next,  the  proposed  program  was  submitted  to 
the  local  unit  of  the  Cancer  Society  and  they 
approved  sponsorship  and  cooperation  with  the 
Medical  Society  of  the  County  of  St.  Lawrence, 
and  this  was  followed  by  formal  approval  of  the 
county  medical  society,  both  organizations 
agreeing  to  the  appointment  of  Stuart  A.  Winn- 
ing, M.D.,  of  Ogdensburg,  as  chairman  of  the 
committee. 

The  Cancer  Division  of  the  New  York  State 
Health  Department  had  instituted  a hospital 
admissions  program  in  several  of  our  county 
hospitals  and  institution  of  such  a program  was 
being  considered  in  some  of  the  others. 

At  our  request  and  because  of  the  special  cir- 
cumstances, they  agreed  to  maintain  this  hospi- 
tal admission  program  during  the  campaign,  and 
thus  we  were  assured  that  the  private  labora- 
tory would  receive  a nominal  payment  for  this 
phase  of  the  program. 

To  cover  outpatient  service  to  the  physicians 
and  people  of  that  area  of  the  county  served  by 
the  private  laboratory,  we  petitioned  to  the  local 
county  unit  of  the  Cancer  Society  to  the  New 
York  State  Division,  Inc.,  of  the  American  Can- 
cer Society  for  a grant  of  $5,000  and  this  was 
approved. 

Some  ten  months  was  spent  in  preparation  be- 
fore the  campaign  could  be  launched,  which  was 
done  on  February  1,  1963.  The  committee  in 
charge  of  the  program  contacted  every  women’s 
organization  in  the  county  and  up  until  Septem- 
ber 30,  the  committee  had  made  arrangements 
for  a speaker  from  the  county  medical  society  to 
attend  some  40  meetings  of  women’s  organiza- 
tions relative  to  the  cytology  program.  At  such 
meetings  the  local  Cancer  Society  made  avail- 
able a film  on  the  subject. 

As  of  September  30,  1963,  eight  months  of  the 
year  planned  for  this  intensive  program  had 
passed.  This  eight-month  period  saw  the 
County  Laboratory  processing  slides  of  2,610 
women  and  the  private  laboratory  processing 
slides  of  1,550  women  or  a total  for  the  county  of 
4,160  women. 

Of  the  2,610  women  processed  by  the  County 
Laboratory,  2,164,  or  approximately  83  per  cent, 
came  from  private  physician’s  offices  and  about 

17  per  cent  from  the  hospital  admission  pro- 
gram. In  the  private  laboratory  out  of  the  1,550 
cases  screened,  1,468,  or  about  95  per  cent,  came 
from  private  physician’s  offices  and  only  5 per 
cent  from  the  hospital  admission  program.  In 
the  over- all  program,  88  per  cent  of  the  women 
screened  came  from  private  doctor’s  offices. 

As  to  results,  the  County  Laboratory,  out  of 
2,610,  atypical  cells  considered  suspicious  and 
positive  were  found  in  19  patients.  Of  the  19, 
13  have  been  biopsied  and  a positive  diagnosis 
of  malignancy  made  and  there  are  still  6 patients 
under  study. 

Of  the  1,550  cases  at  the  private  laboratory, 

18  were  positive,  class  III.  Of  this  18,  11  were 
biopsied  and  4 found  cancerous.  Two  were 
class  IV  and  two  were  class  V.  Although  the 


program  is  not  yet  completed,  on  the  basis  of 
the  first  eight  months  we  feel  it  has  been  a suc- 
cess. Our  goal  for  the  year  was  10,000  and  we 
have  not  abandoned  hope  of  reaching  this  goal 
in  the  four  months  remaining  in  the  campaign 
period.  While  the  total  number  of  women  sur- 
veyed may  not  be  impressive  in  relation  to  such 
programs  in  larger  concentrations  of  our  popula- 
tion, in  an  area  such  as  ours  we  feel  it  represents 
a real  achievement  that  is  due  primarily  to  the 
remarkable  and  valued  cooperation  we  have  en- 
joyed in  every  phase  of  this  program. 

As  indicated  in  the  introductory  statement, 
any  chance  for  success  of  this  program  depended 
on  an  affirmative  answer  to  the  four  major  ques- 
tions, and  the  program  has  become  a success  be- 
cause each  of  these  questions  was  answered  with 
a resounding  “aye.” 

We  know  without  the  help  of  the  Cancer  Divi- 
sion of  the  New  York  State  Health  Department 
as  well  as  that  of  the  State  Cancer  Society  this 
program  could  not  even  have  gotten  off  the 
ground  let  alone  become  successful,  but  we  must 
admit  a particular  pride  in  accomplishment  of 
the  individual  doctors  of  the  Medical  Society  of 
the  County  of  St.  Lawrence  and  of  the  fact  that 
88  per  cent  of  women  screened  were  office  pa- 
tients of  these  private  physicians  and  also  of 
their  willingness  to  accept  assignments  to  speak 
at  some  40  meetings  explaining  the  proposed 
program. 

After  all,  when  you  have  80  physicians  taking 
care  of  105,000  people  spread  over  a geographic 
area  larger  than  the  State  of  Delaware  and  they 
still  find  time  and  willingness  to  plan  and  carry 
out  a program  such  as  this,  it  should  give  pause 
to  even  the  most  violent  doctor  baiter. 

The  resolution  indicating  the  Medical  So- 
ciety’s acceptance  of  the  relationship  between 
cigaret  smoking  and  lung  cancer,  which  was 
passed  by  this  subcommittee,  was  approved  by 
the  House  of  Delegates  at  its  meeting  in  May, 
1963. 

Your  subcommittee  arranged  a General  Ses- 
sion on  “What  Can  the  Family  Doctor  Do  To 
Aid  Cancer  Control?”  for  the  annual  meeting  in 
May,  1963,  and  is  presenting  an  exhibit  on 
“Proctosigmoidoscopy  for  Asymptomatic  Can- 
cer” in  cooperation  with  the  American  Cancer 
Society  and  the  New  York  State  Department  of 
Health  at  the  annual  meeting  in  February,  1964. 

The  subcommittee  is  continuing  to  discuss  the 
problem  of  quackery  in  the  treatment  of  cancer. 

Your  chairman  has  been  asked  to  write  a “Let- 
ter to  the  Editor”  of  the  American  Journal  of 
Obstetrics  and  Gynecology  on  a paper  “When 
Should  Cancer  of  the  Cervix  be  Treated?”  by 
John  B.  Graham,  M.D. 

Chronic  Pulmonary  Disease 

The  Subcommittee  on  Chronic  Pulmonary 
Disease  is  composed  of  the  following  members: 


Frederick  Beck,  M.D.,  Chairman.  Otsego 

Harry  Golembe,  M.D Sullivan 

John  H.  McClement,  M.D New  York 

Carl  Muschenheim,  M.D New  York 


William  Warriner  Woodruff,  M.D. . Franklin 
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The  Subcommittee  on  Chronic  Pulmonary 
Diseases  has  been  concerned  chiefly  with  the 
development  of  the  program  in  the  field  of  non- 
tuberculous  respiratory  disease  which  is  being 
sponsored  by  national,  state,  and  local  lay  or- 
ganizations, and  the  chairman  has  had  the  privi- 
lege of  meeting  on  several  occasions  with  the 
technical  advisory  committee  of  the  New  York 
State  Tuberculosis  and  Respiratory  Disease  As- 
sociation. This  group  is  composed  of  physicians 
who  have  been  giving  advice  concerning  case 
finding,  technical  equipment,  and  treatment  fa- 
cilities. A review  of  diagnostic  and  treatment 
facilities  in  upstate  New  York  was  made  in  order 
to  evaluate  the  current  status  of  such  facilities. 

We  have  had  the  opportunity  of  reviewing  a 
report  of  the  New  York  State  Department  of 
Health  concerning  the  public  health  problem  of 
nontuberculous  respiratory  disease  in  upstate 
New  York,  and  it  is  expected  that  we  will  par- 
ticipate in  a consultative  capacity  in  the  promul- 
gation of  any  program  that  is  indicated. 

The  subcommittee  has  had  correspondence 
and  conferences  with  respresentatives  of  several 
medical  schools  concerning  the  teaching  of  re- 
spiratory disease  and  the  possibilities  of  securing 
financial  assistance  in  the  development  of 
stronger  programs  in  this  field.  At  present,  the 
problem  seems  to  be  more  one  of  stimulating 
interest  in  young  physicians  for  training  in  pul- 
monary disease  rather  than  the  problem  of 
financial  support. 

The  problem  of  the  care  of  chronic  disabling 
nontuberculous  pulmonary  disease  under  wel- 
fare programs  continues  to  be  a subject  of  study, 
and  it  is  apparent  that  the  facilities  for  the  care 
of  such  patients  are  deficient  in  many  areas  in 
rural  New  York. 

Continuing  (Postgraduate)  Education 

The  Subcommittee  on  Continuing  (Postgrad- 
uate) Education  has  the  following  member- 
ship: 

Franklyn  B.  Amos,  M.D.,  Chairman . Albany 


Matthew  Brody,  M.D Kings 

Edward  F.  Marra,  M.D Erie 

Ralph  C.  Parker,  Jr.,  M.D Monroe 


Support  in  the  amount  of  $27,980  has  been 
obtained  from  the  Public  Health  Service  to  in- 
itiate a Study  of  Continuing  Medical  Education 
in  New  York  State.  This  Study  will  have  three 
phases: 

1.  Development  of  instruments  to  obtain 
information: 

(а)  From  physicians  on  their  continuing 
education  activities,  their  desires  for  continua- 
tion education,  the  sources,  time,  and  place  they 
would  like  it  to  be  given. 

(б)  From  the  resources  providing  continuing 
education  concerning  experiences  now  provided, 
what  they  plan  to  do,  how  well  their  resources 
are  used,  the  extent  to  which  they  can  expand  or 
revise  their  present  offerings. 

2.  Conduct  a survey  by  questionnaire  of  the 
total  physician  population  of  upstate  New  York 
or  selected  samples  thereof,  and/or  interview  of 
selected  samples. 


3.  Develop  a State- wide  comprehensive  plan 
for  continuing  medical  education  for  the  physi- 
cians in  New  York  State.  This  will  be  expected 
to  incorporate  and  possibly  supplement,  but  not 
supplant,  existing  provisions  for  continuing 
medical  education. 


Film  Review 

The  Subcommittee  on  Film  Review  is  com- 
posed of  the  following  members: 

Kenneth  B.  Olson,  M.D.,  Chairman.  Albany 

Eli  E.  Lazarus,  M.D New  York 

James  J.  Quinlivan,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . .Albany 
During  the  past  year  the  Subcommittee  on 
Film  Review  has  functioned  chiefly  through  the 
State  Department  of  Health  in  Albany.  A total 
of  about  25  films  have  been  reviewed  and  16 
medical  films  have  been  purchased  for  dissemina- 
tion to  nurses  and  physicians  in  New  York  State. 
Mr.  John  J.  Tiley,  who  is  the  film  library 
supervisor,  has  been  able  to  send  reviews  of  these 
films  to  the  New  York  State  Journal  of 
Medicine  for  publication. 

During  the  year,  November  1,  1962,  through 
November  1,  1963,  the  following  films  have  been 
distributed: 


Indi- 

vidual 

Ship- 

Films 

Category 

ments 

Used 

Private  physician 

147 

201 

Medical  staff  of  hospitals 

714 

1,251 

Medical  schools 

150 

237 

Pharmacy  schools 

0 

0 

Nursing  schools 

2,724 

5,229 

Public  health  staffs 

627 

1,050 

Voluntary  health  agencies 

366 

537 

Colleges,  biosciences 

333 

575 

During  the  month  of  October,  1963,  more  films 
were  distributed  than  in  any  other  month  in  the 
history  of  the  film  library. 

The  chairman  of  the  subcommittee  met  with 
the  Committee  on  Public  Health  and  Education 
at  the  New  York  State  Health  Department 
through  the  year  and  offered  the  use  of  medical 
films  to  all  interested. 

A meeting  of  the  subcommittee  was  held  at  the 
Department  of  Health  on  September  23,  1963. 
This  was  attended  by  Kenneth  B.  Olson,  M.D., 
chairman,  and  James  Quinlivan,  M.D.,  of  the 
State  Department  of  Health.  Eli  Lazarus, 
M.D.,  was  unable  to  attend.  The  activities  of 
the  film  library  were  reviewed  at  first  hand  and 
several  films  were  reviewed.  Several  discussions 
were  had  concerning  the  use  of  medical  films  by 
professional  groups,  and  it  was  felt  that  again  we 
must  circularize  the  hospitals  and  medical 
schools  of  the  State  to  make  them  familiar  with 
the  film  library.  If  any  physician  or  group  of 
physicians  would  like  to  have  a certain  film  made 
available  to  them,  the  subcommittee  would  be 
glad  to  review  any  films  and  recommend  those 
that  it  believes  would  be  valuable  to  the 
physicians  of  New  York  State. 
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General  Practice 

The  Subcommittee  on  General  Practice  is 
composed  of  the  following: 

Royal  S.  Davis,  M.D.,  Chairman 

Westchester 


Carl  B.  Alden,  M.D Jefferson 

Arthur  Howard,  M.D Fulton 

Joseph  J.  Kaufman,  M.D Wayne 

Charles  C.  Mangi,  M.D Queens 

Robert  P.  Whalen,  M.D.,  New  York  State 

Department  of  Health,  Adviser Albany 


This  subcommittee  did  not  meet  during  the 
time  between  meetings  of  the  House  of  Dele- 
gates. However,  members  of  the  subcommittee 
have  been  included  in  meetings  of  other  sub- 
committees, such  as  Youth  Health  and  Fitness, 
where  matters  of  interest  to  this  subcommittee 
were  involved. 

Glaucoma  and  Other  Diseases  of  the  Eye 

The  Subcommittee  on  Glaucoma  and  Other 
Diseases  of  the  Eye  is  composed  of  the  follow- 
ing members: 

James  I.  Farrell,  M.D.,  Chairman.  . .Oneida 

Willard  E.  Austen,  M.D New  York 

John  F.  Gipner,  M.D Monroe 

Edward  R.  Schlesinger,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

There  has  been  no  meeting  of  the  entire  sub- 
committee since  the  last  meeting  of  the  State 
Medical  Society.  However,  the  chairman  can 
report  that  there  are  19  glaucoma  screening 
clinics  now  being  conducted  and  another  prob- 
able one  to  start  in  the  near  future.  He  has  had 
conferences  with  Ward  L.  Oliver,  M.D.,  of  the 
State  Health  Department,  concerning  the  revi- 
sion of  the  Department’s  pamphlet  “Glaucoma 
Program  Guide,”  and  the  setting  up  of  the  glau- 
coma screening  project  held  at  the  New  York 
State  Exposition  in  Syracuse  the  last  week  in 
August. 

We  have  gotten  nowhere  in  our  effort  to  help 
the  State  Motor  Vehicle  Department  on  a proj- 
ect to  examine  the  eyes  of  present  drivers  and 
potential  drivers  throughout  the  State. 

Hard  of  Hearing  and  the  Deaf 

The  Subcommittee  on  Hard  of  Hearing  and 
the  Deaf  is  composed  of  the  following  members: 
Karl  W.  Gruppe,  M.D.,  Chairman. . . .Oneida 


John  F.  Daly,  M.D New  York 

Gordon  D.  Hoople,  M.D Onondaga 

Anne  M.  Bahlke,  M.D.,  New  York  State 
Department  of  Health,  Adviser Albany 


Clarence  D.  O’Connor,  Ph.D.,  Adviser 

New  York 

Mrs.  Eleanor  C.  Ronnei,  Adviser.  .New  York 
The  subcommittee  held  a meeting  on  October 
23,  1963,  and  among  other  problems  discussed 
the  manner  of  determining  compensable  hearing 
impairment  based  on  three  audiometric  exami- 
nations made  at  intervals  at  least  one  week  apart. 
It  was  agreed  that  a report  would  be  sent  to  the 
Chairman  of  the  Workmen’s  Compensation 


Board  stating  that  the  attention  of  the  sub- 
committee had  been  drawn  to  a lack  of  uniform 
interpretation  of  the  application  of  the  ruling 
relative  to  arriving  at  the  percentage  of  hearing 
loss  after  exposure  to  noise  and  expressing  the 
feeling  of  the  subcommittee  that  audiograms 
should  be  given  a certain  number  of  hours  after 
exposure  to  noise  and  that  the  best  average 
audiogram  should  be  used,  not  the  average  of 
the  best  readings  at  500,  1,000,  and  2,000  cycles 
per  second,  as  stated  in  the  recommended 
formula. 

The  subcommittee  is  attempting  to  solve  the 
problem  of  transporting  hard  of  hearing  children 
to  testing  and  treatment  centers  and  is  interested 
in  the  use  of  uniform  symbols  on  forms  used  in 
testing  children,  as  well  as  the  updating  oi 
these  forms.  The  subcommittee  expressed  its 
willingness  to  sit  down  with  interested  persons 
to  help  solve  these  problems. 

Reports  have  come  to  the  subcommittee 
about  community  hearing  tests  held  under  the 
auspices  of  business  men,  without  medical  super- 
vision, and  the  subcommittee  expressed  its  dis- 
approval of  such  tests  and  recommends  to  all 
county  medical  societies  that  in  the  future  all 
such  community  projects  be  cleared  through 
the  county  medical  societies  and  be  under  the 
supervision  of  the  medical  profession. 

Health  Aspects  of  Ionizing  Radiation 

The  Subcommittee  on  Health  Aspects  of 
Ionizing  Radiation  has  the  following  member- 
ship: 

Norman  Simon,  M.D.,  Chairman. . . New  York 

William  H.  Foege,  M.D New  York 

John  F.  Roach,  M.D Albany 

Walter  T.  Murphy,  M.D Erie 

John  H.  Wentworth,  M.D Nassau 

Hanson  Blatz,  New  York  City  Department  of 

Health,  Adviser New  York 

John  Harley,  Atomic  Energy  Commission, 

Adviser N ew  Y ork 

James  H.  Lade,  M.D.,  New  York  State  De- 
partment of  Health,  Adviser Albany 

During  1963  one  of  the  chief  functions  of  the 
subcommittee  was  to  familiarize  the  members 
of  the  Medical  Society  of  the  State  of  New 
Y ork  with  changes  in  the  legislation  and  control 
of  the  use  of  ionizing  radiation.  In  addition  the 
subcommittee  aimed  to  present  some  of  the 
newer  knowledge  on  the  somatic  and  genetic  ef- 
fects of  radiation.  A group  of  the  most  expert 
speakers  on  these  subjects  was  assembled  for  the 
1963  meeting  of  the  Medical  Society  of  the  State 
of  New  York,  and  a General  Session  was  devoted 
to  discussion  of  the  Health  Aspects  of  Ionizing 
Radiation.  The  information  presented  to  the 
limited  audience  attending  the  convention  will 
also  be  available  to  those  members  who  were 
unable  to  attend  the  meeting  when  the  material 
is  published  in  the  New  York  State  Journal 
of  Medicine. 

The  subcommittee  continues  to  cooperate 
with  the  Health  Department  of  the  City  of  New 
York  and  with  the  New  York  State  Department 
of  Health  in  this  early  period  of  transfer  of  regu- 
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lation  and  licensure  of  radioactive  materials  from 
the  United  States  Atomic  Energy  Commission 
to  the  State  of  New  York. 

A program  for  cooperation  with  other  sub- 
committees in  an  attempt  to  continue  to  present 
newer  attitudes  on  safe  procedures  in  radiation 
is  planned. 

Heart  Disease 

The  Subcommittee  on  Heart  Disease  is  com- 
posed of  the  following  members: 

David  G.  Greene,  M.D.,  Chairman Erie 

A.  Wilbur  Duryee,  M.D New  York 

Irving  L.  Ershler,  M.D Onondaga 

John  J.  Finigan,  M.D Monroe 

Marjorie  Greene,  M.D Nassau 

I.  Jay  Brightman,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . .Albany 

J.  G.  Fred  Hiss,  M.D.,  New  York  State  De- 
partment of  Health,  Adviser Albany 

The  subcommittee  met  on  September  17, 
1963.  It  approved  the  following  statement  of 
its  commission  which  was  developed  at  the  re- 
quest of  Dr.  Fineberg: 

The  duties  of  the  subcommittee  are: 

1.  To  be  alert  to  current  developments  in 
heart  disease,  particularly  as  they  relate  to  the 
State  Medical  Society. 

2.  To  plan  indicated  action  for  the  State 
Medical  Society  or  its  officers. 

3.  To  recommend  such  action  to  the  State 
Society  through  the  Council  Committee  on  Pub- 
lic Health  and  Education. 

4.  To  carry  out  on  its  own  initiative  such 
meetings  or  conferences  as  would  seem  to  be 
helpful  in  performing  the  above  duties. 

The  subcommittee  recommended  that  the 
State  Medical  Society  participate  in  a program 
on  stroke  rehabilitation  with  the  New  York 
State  Heart  Assembly,  Inc.,  the  New  York 
Heart  Association,  the  New  York  City  Depart- 
ment of  Health,  the  New  York  State  Depart- 
ment of  Health,  and  the  Division  of  Vocational 
Rehabilitation,  Department  of  Education.  It 
approved  the  appointment  of  a delegate  to  the 
liaison  committee  for  stroke  rehabilitation  and 
recommended  establishment  of  a central  clear- 
ing house  for  administration  and  staff  work  of 
the  liaison  committee. 

It  approved  in  principle  the  proposal  of  the 
Rehabilitation  Committee  of  the  New  York 
State  Heart  Assembly  for  a program  on  the 
rehabilitation  of  coronary  heart  disease  for  the 
annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York. 

It  approved  in  principle  the  development  of  a 
Cardiac  Arrest  Registry  in  New  York  City. 

The  collaborative  efforts  on  the  teaching  of 
cardiopulmonary  resuscitation,  in  which  the 
State  Medical  Society  has  joined,  continue  to 
bear  fruit.  A total  of  180  courses  have  resulted 
in  the  training  of  4,126  physicians  and  2,196  non- 
physicians as  of  October  1,  1963. 

The  program  of  the  New  York  State  Health 
Department  and  the  New  York  State  Heart  As- 
sembly in  surveying  the  use  of  prophylaxis  in 
rheumatic  fever  was  reviewed  for  the  informa- 


tion of  the  subcommittee.  This  program  is  in 
the  fact-finding  stage. 

In  collaboration  with  the  Rehabilitation  Com- 
mittee of  the  New  York  State  Heart  Assembly, 
a series  of  articles  on  cardiac  rehabilitation  have 
been  developed  for  publication  in  the  New  York 
State  Journal  of  Medicine  for  the  coming 
year. 

The  program  for  courses  on  cardiovascular 
diseases  for  physicians  throughout  the  counties 
of  the  State  was  reviewed.  These  courses  have 
been  described  in  the  New  York  State  Jour- 
nal of  Medicine,  volume  63,  page  1729,  June  1, 
1963.  These  teaching  clinics  are  available  to 
interested  communities  on  request  to  the  New 
York  State  Health  Department  through  local 
health  officers. 

Maternal  and  Child  Welfare 

The  Subcommittee  on  Maternal  and  Child 
Welfare  is  composed  of  the  following  members: 

Ferdinand  J.  Schoeneck,  M.D.,  Chairman.  . . . 


Onondaga 

Edward  C.  Hughes,  M.D Onondaga 

Harold  Jacobziner,  M.D New  York 

Bernard  J.  Pisani,  M.D New  York 

Clyde  L.  Randall,  M.D Erie 

Dal  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 


1.  Members  of  the  subcommittee  and  re- 
gional obstetric  and  pediatric  consultants  have 
been  contacted  for  reaction  to  and  suggestions 
on  how  to  carry  out  the  expanded  program  of  the 
subcommittee . 

2.  Organization  of  a perinatal  mortality  and 
morbidity  program  in  Region  7 is  being  or- 
ganized as  an  expansion  of  the  program  of  Re- 
gion 8 (Central  New  York  Maternal  and  Peri- 
natal Mortality  Study). 

3.  The  Section  on  Maternal  Welfare  (to  be 
renamed  the  Section  on  Maternal  and  Child 
Welfare)  in  the  New  York  State  Journal  of 
Medicine  has  been  continued.  The  following 
articles  were  published: 

(a)  Pathologic  Classification  of  Fetal  and 
Neonatal  Mortalities,  April  15,  1963 

(b)  Analysis  of  300  Maternal  Mortalities, 
June  1,  1963 

(c)  Maternal  Deaths  Due  to  Rupture  of 
Uterus,  September  15,  1963 

In  addition,  several  other  articles  have  been 
accepted  for  publication.  Requests  have  been 
made  for  papers  on  perinatal  and  pediatric  sub- 
jects. The  subcommittee  feels  more  postgrad- 
uate effort  should  be  made  on  pediatric  and  peri- 
natal problems. 

4.  Keith  Preston,  M.D.,  of  Utica,  has  been 
appointed  as  obstetric  regional  consultant  in 
Region  8 to  succeed  the  former  consultant. 
Paul  V.  Brinley,  M.D.,  of  Patchogue  has  been 
appointed  obstetric  consultant  of  Region  2 to 
succeed  Edward  Cartnick,  M.D.,  of  Garden 
City.  Efforts  are  under  way  to  fill  the  vacancy 
of  regional  obstetric  consultant  in  Region  12, 
which  has  existed  for  some  time. 

The  study  and  analysis  of  maternal  mortalities 
and  other  deaths  associated  with  pregnancy  has 
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been  continued  and  extended  to  cover  the  entire 
State.  (Prior  to  1961  only  the  upstate  New 
York  area  was  included  in  the  analysis.)  At 
the  time  of  preparation  of  this  report,  approxi- 
mately 575  mortalities  have  been  processed  on 
McBee  punch  cards.  The  case  analyses  have 
been  used  for  several  published  reports. 

An  operational  budget  was  granted  for  the  ex- 
panded program  of  the  subcommittee. 

Mental  Hygiene 

The  membership  of  the  Subcommittee  on 
Mental  Hygiene  for  the  year  1962-1963  is  as 
follows: 

C.  Douglas  Darling,  M.D.,  Chairman 


Tompkins 

Matthew  Brody,  M.D Kings 

Frederick  H.  Hesser,  M.D Albany 

Herman  B.  Snow,  M.D Dutchess 

Reginald  R.  Steen,  M.D Nassau 

Henry  Brill,  M.D.,  Deputy  Commissioner, 
New  York  State  Department  of  Mental  Hy- 
giene, Adviser Albany 


Leonard  C.  Lang,  M.D.,  New  York  State 
Department  of  Mental  Hygiene,  Adviser 
Albany 

This  report  covers  the  period  from  May,  1963, 
to  November,  1963,  and  although  this  is  a rela- 
tively short  period  of  time,  many  things  have 
been  going  on  in  the  subcommittee. 

On  July  18,  1963,  the  chairman  met  with  the 
parent  Committee  on  Public  Health  and  Educa- 
tion in  Albany  for  a full  day’s  meeting.  The 
chairman  reported  on  the  activities  of  the  sub- 
committee, on  the  A.M.A.  National  Congress 
for  Mental  Health,  and  on  the  plans  for  a com- 
mittee to  be  appointed  by  Paul  Hoch,  M.D., 
Commissioner  of  Mental  Hygiene,  to  plan  for 
future  mental  health  reorganization  in  New 
York  State. 

On  October  3,  1963,  the  Ad  Hoc  Committee  on 
Programs  for  Continuing  Education  in  Psy- 
chiatry for  Nonpsychiatric  Physicians  met  and 
discussed  past  and  future  programs.  A pattern 
has  slowly  evolved  in  working  out  such  pro- 
grams. It  is  the  belief  of  this  ad  hoc  committee 
(which  has  interlocking  membership  with  the 
Subcommittee  on  Mental  Hygiene)  that  these 
programs  are  most  successful  when  the  request 
for  the  program  is  initiated  by  the  local  members 
of  the  Academy  of  General  Practice  or  some  such 
similar  body  of  general  practitioners.  Help  in 
setting  up  these  programs  is  now  available 
through  several  sources — one  of  them  being  the 
Department  of  Mental  Hygiene  through  Dr. 
Lang  and  Dr.  Philip  Wexler,  another  being  the 
Committee  on  Mental  Health  of  the  New  York 
State  Academy  of  General  Practice,  and  another 
the  General  Practitioner’s  Project  of  the  Ameri- 
can Psychiatric  Association  in  Washington, 
D.C. 

Funds  are  available  through  the  Department 
of  Mental  Hygiene  for  planning  and  for  partial 
payment  of  the  teachers  in  this  program.  In 
some  instances  where  the  programs  are  unusu- 
ally successful  and  wish  to  become  ongoing, 
year  by  year,  they  are  supported  by  a grant  from 


the  National  Institute  of  Mental  Health.  This 
is  now  true  in  the  Bronx  where  Isidore  Sternlieb, 

M. D.,  has  been  doing  so  much  excellent  work 
along  this  line.  It  is  also  true  in  Brooklyn  and 
has  been  for  the  past  several  years. 

Throughout  this  past  year  the  ad  hoc  com- 
mittee has  met  every  three  or  four  months  and 
the  chairman  of  the  subcommittee  has  acted  as 
chairman  of  this  ad  hoc  committee.  All  these 
programs  are  eminently  worthwhile;  they  have 
been  received  very  well  indeed  and  should  be 
continuously  promoted.  Also,  in  May,  1963,  a 
symposium  on  this  entire  matter  was  sponsored 
by  the  mental  health  committee  of  the  Medical 
Society  of  the  County  of  Kings  (Matthew 
Brody,  M.D.,  chairman).  An  entire  day  was 
spent  by  about  60  delegates  discussing  the 
methods  of  teaching  and  the  content  of  what 
should  be  taught.  This  ad  hoc  committee  will 
either  now  be  disbanded  or  it  will  meet  in  a 
year’s  time  if  it  is  felt  necessary. 

As  was  reported  last  year,  the  Mental  Hygiene 
Subcommittee  is  acting  as  the  steering  com- 
mittee in  the  continuing  program  launched  by 
the  First  National  Congress  on  Mental  Health, 
sponsored  by  the  American  Medical  Association. 
The  chairman  has  written  Walter  Wolman, 
Ph.D.,  secretary  of  the  A.M.A.’s  Council  on 
Mental  Health,  asking  for  any  available  funds 
that  might  be  used  for  secretarial  and  other  help. 
Duncan  Whitehead,  M.D.,  will  be  the  liaison 
from  the  Association  of  District  Branches  of  the 
American  Psychiatric  Association.  A tentative 
meeting  is  planned  for  either  March  or  April, 
1964,  to  include  the  central  medical  committee, 
representatives  from  the  district  branches,  rep- 
resentatives from  the  New  York  State  Associa- 
tion of  Mental  Health,  and  possibly  some  others. 
This  will  be  an  informational  meeting  primarily 
to  acquaint  these  different  groups  with  the  con- 
tinuing plans  now  being  made  in  Albany  on 
“plans  for  using  the  Federal  Grant”  from  the 

N. I.M.H. 

Paul  Hoch,  M.D.,  Commissioner  of  Mental 
Hygiene,  has  appointed  a State  committee  to 
plan  the  reorganization  of  mental  health  facili- 
ties in  New  York  State  in  light  of  a Federal 
grant.  The  present  grant  is  a sum  of  approxi- 
mately $286,000  for  each  of  two  years  beginning 
July  1,  1963.  The  final  report  will  be  completed 
July  1,  1965.  The  chairman  of  this  subcom- 
mittee was  requested  by  William  L.  Wheeler, 
Jr.,  M.D.,  president,  to  represent  the  Medical 
Society  on  this  central  committee  and  the  execu- 
tive committee.  The  committee  has  already  had 
its  first  meeting  in  Albany  on  Tuesday,  October 
8,  1963,  and  the  chairman  attended.  This  is  a 
most  worthwhile  project  but  there  is  not  room 
here  to  go  into  detail.  The  Medical  Society  will 
be  kept  informed  as  things  go  forward. 

The  Mental  Hygiene  Subcommittee  has  spent 
a good  deal  of  time  discussing  how  the  Medical 
Practice  Law  applies  to  the  practice  of  psycho- 
therapy by  psychologists.  There  seems  to  be  no 
real  confusion  in  the  law  but  there  is  confusion 
in  the  enforcement  of  the  law.  Mr.  William  F. 
Martin  and  Mr.  J.  Richard  Burns  were  asked  to 
give  us  legal  counsel  in  regard  to  procedure  in 
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this  area.  They  suggested  that  the  subcom- 
mittee gather  case  histories  involving  certain 
procedures  as  the  first  step  in  whatever  move  is 
to  be  taken  along  the  lines  of  law  enforcement. 
These  cases  will  be  gathered  by  yet  another  sub- 
committee. This  special  subcommittee  is  com- 
posed of  Matthew  Brody,  M.D.,  chairman, 
Reginald  R.  Steen,  M.D.,  and  Duncan  White- 
head,  M.D.  When  these  cases  have  been  docu- 
mented, the  entire  subcommittee  may  need  to 
meet  again  next  spring. 

The  chairman  has  cooperated  with  Henry  I. 
Fineberg,  M.D.,  and  James  Greenough,  M.D., 
in  corresponding  with  the  many  people  and  agen- 
cies that  make  inquiry  to  the  Medical  Society  in 
the  area  of  mental  health.  There  have  been  a 
great  many  of  these  inquiries  this  year. 

This  subcommittee  has  recommended  to  the 
Council  that  it  endorse  a research  project  of  the 
American  Bar  Foundation  on  mental  illness  and 
criminal  law.  This  research  project  will  investi- 
gate present  procedures  in  courts  and  in  the 
community  regarding  the  relationship  of  psy- 
chiatry to  the  law.  This  appears  to  be  an  ex- 
cellent research  project  and  it  is  hoped  that  the 
medical  profession  will  give  it  their  full  coopera- 
tion. 

I wish  to  thank  Dr.  Greenough  particularly 
and  also  Miss  Gretchen  Wunsch  for  their  great 
help  in  the  work  of  this  subcommittee.  It  has 
been  a pleasure  to  help  to  coordinate  the  work 
of  this  subcommittee  this  year. 


Operating  Room  Mortality 

The  Subcommittee  on  Operating  Room 
Mortality  is  composed  of  the  following  members: 
Richard  Ament,  M.D.,  Chairman Erie 


Milton  Helpern,  M.D New  York 

Valentino  D.  B.  Mazzia,  M.D New  York 


Frederick  Beck,  M.D.,  Adviser Otsego 

An  epidemiologic  study  of  immediate  anes- 
thetic-surgical mortality  has  been  continued 
during  the  past  year  in  the  New  York  City  area. 

Negotiations  are  under  way  to  initiate  a pilot 
program  of  reporting  and  study  of  these  cases  in 
Erie  County  in  conjunction  with  the  New  York 
State  Health  Department.  This  pilot  program 
may  serve  as  a model  for  similar  studies  through- 
out upstate  New  York. 


Youth  Health  and  Fitness 

The  Subcommittee  on  Youth  Health  and 
Fitness  has  the  following  membership: 

Frederick  A.  Groff,  Jr.,  M.D. , Chairman 

Schenectady 


William  E.  Ayling,  M.D Onondaga 

Thomas  S.  Bumbalo,  M.D Erie 

Royal  S.  Davis,  M.D Westchester 

Harold  Jacobziner,  M.D New  York 


Leo  V.  Feichtner,  M.D.,  State  Education 
Department,  Adviser Albany 

Dale  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 

The  Subcommittee  on  Youth  Health  and  Fit- 
ness has  held  two  meetings  since  the  last  report 
to  the  House,  June  11  and  October  24, 1963.  We 
felt  that  our  primary  aims  should  be  to  change 
the  yearly  school  examination  to  a periodic 
examination,  improve  the  standards  of  the 
school  physical  examination,  advise  medical 
consultation  to  the  schools  in  hearing,  and  im- 
prove the  health  teaching  in  the  schools. 

The  subcommittee,  in  considering  a sugges- 
tion that  the  New  York  State  School  Health 
Manual  be  revised  by  the  State  Education  De- 
partment with  the  help  of  the  Medical  Society 
of  the  State  of  New  York  and  other  interested 
groups,  went  on  record  as  recognizing  that  the 
manual  has  not  been  revised  because  Dr. 
Feichtner  of  the  State  Education  Department 
feels  that  the  periodic  letters  now  sent  to  all 
school  physicians,  nurses,  and  administrators 
containing  pertinent  facts  adequately  answer 
any  questions  which  would  arise,  are  much 
easier  to  keep  up  to  date,  and  have  replaced  the 
manual. 

The  subcommittee  felt  that  the  number  of 
physical  examinations  for  sports  and  working 
papers  could  be  cut  down  and  that  there  are 
many  unnecessary  examinations  performed  each 
year  which  prevent  the  school  physician  from  do- 
ing a proper  job.  The  subcommittee  learned 
that  any  change  in  the  yearly  examination  would 
be  opposed  by  parent- teacher  groups  and  the 
State  Education  Department.  Periodic  exam- 
inations are  recommended  by  the  American 
Medical  Association,  the  American  Academy  of 
Pediatrics,  and  the  National  Education  Associa- 
tion, and  it  does  appear  that  more  ana  rm . . 
school  examinations  are  being  done  by  family 
physicians. 

The  subcommittee  went  on  record  as  feeling 
that  school  psychologists  should  not  refer  chil- 
dren to  other  psychologists,  but  to  the  school 
physician  or  the  family  physician. 

The  need  for  physical  fitness  programs  in  the 
elementary  parochial  schools  was  discussed  and 
Dr.  Bumbalo  is  going  to  contact  the  St.  Luke’s 
Guild. 

This  subcommittee  recommended  to  the  Pub- 
lic Health  and  Education  Committee  the  value 
of  complete  fitness  to  include  physical  and  men- 
tal fitness  and  disapproves  any  concept  of  physi- 
cal fitness  which  stresses  muscle  building  per  se, 
and  recommended  also  that  local  medical 
societies  be  alerted  to  the  possibility  of  physical 
fitness  programs  in  their  own  communities  and 
see  that  these  fit  in  with  the  whole  concept  of 
physical  and  mental  health  and  not  just  consti- 
tute “muscle  building.” 

We  have  cooperated  with  the  Subcommittees 
on  General  Practice  and  Accident  Prevention  in 
various  projects  that  have  affected  us  jointly. 
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1964  HOUSE  OF  DELEGATES 


Scientific  Activities  and  Publications  B 


Publication  Committees 

To  the  House  of  Delegates,  Gentlemen: 

The  Publication  Committee  consists  of  the 
following  members: 

George  Himler,  M.D.,  Chairman.  New  York 


Albert  H.  Douglas,  M.D Queens 

Granville  W.  Larimore,  M.D Albany 

Charles  R.  Mathews,  M.D Monroe 

James  H.  Wall,  M.D Westchester 


William  Hammond,  M.D.,  Editor 

Westchester 

Henry  I.  Fineberg,  M.D.,  Adviser.  . . .Queens 
During  1963,  your  Publication  Committee  has 
met  six  times:  the  1962-1963  committee,  under 

the  chairmanship  of  Alfred  P.  Ingegno,  M.D., 
on  February  27  and  April  24,  and  the  1963-1964 
committee,  under  the  chairmanship  of  George 
Himler,  M.D.,  on  June  12,  September  25, 
November  20,  and  December  18. 

With  the  realignment  of  responsibilities  at  the 
State  Society  headquarters  office,  placing  the 
Medical  Directory  under  the  supervision  of  the 
executive  vice-president,  the  Publication  Com- 
mittee is  responsible  now  for  the  semimonthly 
scientific  publication  of  the  Medical  Society  of 
the  State  of  New  York,  the  New  York  State 
Jouirnal  of  Medicine.  However,  we  are 
pleased  to  note  that  the  committee  has  been 
consulted  frequently  concerning  changes  and 
improvements  in  the  Directory. 

In  addition,  because  of  the  close  liaison  be- 
tween the  Journal  and  the  Library  of  the  Kings 
County  Medical  Society,  which  is  the  official 
library  for  the  Medical  Society  of  the  State  of 
New  York,  we  are  including  the  report  of  the 
librarian  with  our  annual  report. 

New  York  State  Journal  of  Medicine 

Primary  concern  of  the  committee  and  the 
Journal  staff  during  the  past  year  has  been  to 
follow  the  directive  of  the  1963  House  of  Dele- 
gates “that  the  Journal  be  continued  at  the 
same  high  standard  as  in  the  past,”  and  at  the 
same  time  to  keep  expenditures  to  a minimum 
because  of  the  decrease  in  advertising  income. 

Since  two  reference  committees  of  the  1963 
House  of  Delegates  recommended  a study  of  the 
Journal’s  operations,  an  ad  hoc  committee  was 
appointed  and  will  report  separately  concerning 
its  findings. 

You  will  note  in  the  report  of  the  editor  which 
follows  that  much  thought  and  planning  go  into 
each  issue  of  the  Journal,  that  constant 
attempts  are  made  to  improve  the  scientific 
material  published,  and  that  the  Journal’s 


standing  in  the  field  of  medical  publications  is 
increasing  in  stature  each  year. 

We  are  pleased  to  note  the  honors  that  have 
come  to  the  staff  members  through  recognition 
by  the  American  Medical  Writers’  Association, 
the  only  national  professional  association  de- 
voted exclusively  to  improvement  of  communica- 
tion in  medicine  and  allied  sciences.  Our 
editor,  William  Hammond,  M.D.,  is  president 
for  1964  of  the  Metropolitan  New  York  Chap- 
ter; our  managing  editor,  Miss  Alvina  Rich 
Lewis,  is  secretary-treasurer  of  the  national 
American  Medical  Writers’  Association,  and 
our  manuscript  editor,  Miss  Elizabeth  C.  Smith, 
received  an  honor  award  from  the  Metropolitan 
New  York  Chapter  at  its  annual  awards  dinner 
in  December. 

We  believe  the  function  of  a state  medical 
society  journal  is  to  reflect  accurately  the 
quality  of  medical  practice  in  its  own  state,  and 
we  are  proud  of  the  New  York  State  Journal 
of  Medicine  and  its  prestige  which  reflect 
favorably  on  all  members  of  the  Medical 
Society  of  the  State  of  New  York.  New  York 
State  is  fortunate  to  have  ten  outstanding  medi- 
cal schools  within  its  borders,  and  the  strong 
liaison  being  developed  between  the  Journal 
and  these  medical  schools  is  an  important  factor 
in  the  continued  improvement  of  our  Society’s 
publication. 

Your  Publication  Committee  and  the  editor 
will  endeavor  to  maintain  the  New  York  State 
Journal  of  Medicine,  and  we  repeat  the  slo- 
gan suggested  last  year  by  our  editor  for  the 
Journal. 

The  reports  of  the  editor,  the  advertising  sales 
director,  and  the  librarian  follow. 

Editor’s  Annual  Report — 1963.  Volume 
63  which  began  on  January  1,  1963,  came  out 
uninterruptedly  in  24  semimonthly  issues 
throughout  the  year.  In  addition  the  Journal 
published  with  the  September  1 issue  Part  II 
containing  the  proceedings  of  the  House  of 
Delegates. 

Because  of  the  change  in  time  of  the  annual 
meeting  to  February  10,  1964,  it  became  neces- 
sary to  prepare  the  January  1,  1964,  issue  as  the 
Convention  Issue.  I am  pleased  to  report  that 
the  Journal  staff  took  this  added  assignment  in 
stride  and  performed  with  competence  as  ex- 
pected. The  total  number  of  pages  this  year 
including  covers  was  3,722  of  which  845  were 
advertising  pages  including  covers  and  2,877 
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were  text  pages.  During  the  year  715  manu- 
scripts were  carefully  examined  and  377  chosen 
for  publication.  Special  departments  in  the 
Journal  which  continue  to  be  one  of  its 
strengths  were  maintained  at  a high  order  of 
interest.  These  included  10  Recent  Advances 
in  Medicine  and  Surgery  which  are  important 
critical  reviews  in  depth,  19  CPC’s,  6 Nutrition 
Excerpts,  2 Clinical  Anesthesia  Conferences, 
22  Accidental  Chemical  Poisonings  reports,  13 
Correlation  Conferences  in  Radiology  and 
Pathology,  45  case  reports,  17  special  articles, 
76  editorials,  59  book  reviews,  and  11  letters  to 
the  editor. 

Requests  to  quote  or  reprint  original  articles 
or  material  from  the  departments  come  from  all 
over  the  world  and  continue  to  increase— they 
number  about  three  times  as  many  as  they  did 
three  years  ago.  This  would  seem  to  indicate 
a wide  readership  of  the  Journal  and  its 
increasing  usefulness  as  an  informational  re- 
source. 

This  year  we  published  simultaneously  with 
the  Bulletin  of  the  New  York  Academy  of  Medi- 
cine the  report  of  the  Academy’s  Committee  to 
Study  Drug  Addiction. 

The  second  Redway  Medal  and  Award  went  to 
John  E.  Doyle,  M.D.,  and  coauthors  Sidney 
Anthone,  M.D.,  Roland  Anthone,  M.D.,  and 
Arthur  E.  MacNeill,  M.D.,  for  their  excellent 
paper  published  in  the  January  15,  1962  issue  of 
the  Journal  on  “Ultrafiltration  with  Parallel 
Flow,  Straight  Tube  Dialyzer.”  The  winning 
of  the  1963  award  must  be  determined  by 
February  1 of  1964  and  will  be  announced  at 
the  time  of  the  annual  meeting  on  February  10, 
1964. 

For  the  past  two  years  the  Journal  has  been 
privileged  to  publish  the  proceedings  of  the 
annual  teaching  day  of  the  New  York  State 
Society  of  Internists.  Their  symposium  on  the 
thyroid  was  made  up  into  a paper-covered  bro- 
chure, which  we  sold  at  cost  and  which  has  met 
with  wide  popular  appeal. 

The  series  on  Tropical  Medicine  in  Temper- 
ate Climates,  by  Kevin  Cahill,  M.D.,  has  been 
accepted  for  publication  in  book  form  by 
Lippincott. 

Such  things  enhance  the  reputation  of  the 
Journal  and  it  is  a pleasure  to  report  them  to 
the  membership. 

William  R.  Carson,  M.D.,  continues  to  en- 
liven the  Journal  with  his  column  “Billsbord.” 
Because  this  column  by  editorial  tradition 
appears  somewhere  near  the  back  of  the  book 
we  have  placed  its  page  number  on  the  front 
cover  so  that  no  one  may  miss  it. 

Following  the  annual  meeting  in  May  the 
Journal  in  cooperation  with  the  Metropolitan 
Chapter  of  the  American  Medical  Writers’ 
Association  held  its  third  annual  Medical  Com- 
munications Day.  The  program  concerned 
itself  with  the  technic  of  teaching  physicians 
and  scientists  to  write  for  publication — ranging 
from  the  medical  student,  through  the  practicing 
physician,  to  the  specialty  journal  writer.  A 
session  on  lexicography  was  delightfully  spiced 
by  the  inventor  of  Interlingua.  The  attendance 


was  larger  than  the  previous  year  and  encour- 
ages the  Journal  staff  as  to  the  usefulness  of 
this  annual  program. 

One  of  the  most  important  accomplishments 
this  year  was  the  formation  of  the  Upstate  and 
Downstate  Editorial  Councils.  These  consist 
of  associate  editors  who  are  faculty  members  of 
the  medical  schools  in  the  State.  Their  names 
will  be  found  on  the  mast-head  starred  with  an 
asterisk.  They  are  in  close  touch  with  research 
teaching  and  trends  in  medicine  and  will  advise 
the  editor  in  planning  the  editorial  content  of 
the  Journal.  Two  meetings  have  already 
been  held  and  others  will  be  held  in  due  course. 

The  editor  and  the  managing  editor  took 
part  in  the  annual  meeting  of  the  American 
Medical  Writers’  Association  in  Chicago  in 
October.  Miss  Lewis  functioned  as  secre- 
tary-treasurer of  the  organization  and  the  editor 
as  a board  member  and  also  as  a speaker  on  the 
program  discussing  the  function  of  the  state 
medical  journal,  sharing  the  platform  with 
Elizabeth  Tower,  M.D.,  of  Anchorage,  Alaska, 
editor  of  Alaska  Medicine. 

The  editor  also  had  a part  in  planning  the 
editors  day  of  the  World  Medical  Association 
meeting  in  New  York  on  October  16.  This 
brought  together  medical  editors  from  all  over 
the  world  and  was  quite  a multilingual  experi- 
ence. 

The  annual  dinner  for  the  associate  editors 
and  section  editors  of  the  Journal  was  held  on 
November  20  at  the  Canadian  Club  in  New  York 
City.  This  dinner  is  the  only  means  we  have  to 
repay  in  some  measure  these  loyal  and  devoted 
volunteers,  whose  judgments  are  so  important. 
The  dinner  speaker  this  year  was  Rene  Dubos, 
Ph.D.,  of  the  Rockefeller  Institute,  who  spoke 
on  “Assumptions  and  Trends  in  Medical 
Research.”  This  was  an  intellectual  experience 
that  all  enjoyed  and  will  long  remember. 

The  Journal  has  adapted  itself  to  this  time 
of  stringency  in  pharmaceutical  advertising  by 
rescheduling  editorial  content  to  keep  a respect- 
able balance  with  advertising  content.  The 
editorial  staff  functions  with  the  minimum  num- 
ber required  to  maintain  the  desired  result, 
and  much  thanks  are  due  our  managing  editor, 
Miss  Alvina  Rich  Lewis,  for  the  tight  manage- 
ment which  makes  this  possible.  The  apprecia- 
tion is  shared  for  Miss  Elizabeth  C.  Smith, 
manuscript  editor,  Miss  Nele  Lape,  Mrs.  Joan 
Hughes,  and  Mrs.  Jane  Jackson,  copyeditors, 
Miss  Frances  Casey,  proofreader,  Mrs.  Sully 
Bogardus,  abstractor  and  indexer,  and  Mrs. 
Olga  Mielke,  secretary.  If  the  Journal  were 
to  be  likened  to  a racehorse  it  could  be  said  that 
no  thoroughbred  ever  had  a better  team  of 
handlers. 

The  Publication  Committee  has  been  a tower 
of  strength.  Their  decisions  have  been  care- 
fully deliberated  and  wisely  drawn.  Their 
invariable  help  makes  the  goal  of  excellence  for 
the  Journal  more  attainable.  The  goal  of 
excellence  will  of  course  never  be  reached  and 
should  never  be  reached.  There  is  always  more 
that  can  be  done. 

Last,  a word  of  deep  appreciation  for  our 
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printer,  the  Mack  Printing  Company  of  Easton, 
; Pennsylvania.  They  have  often  done  the  im- 
possible for  us — it  seems  to  be  their  regular  way 
I of  doing  business. 

(. Prepared  by  William  Hammond,  M.D.,  editor) 

Advertising  and  Sales  Annual  Report 

1963.  The  total  gross  advertising  revenue  for 
1963  was  $235,393.32.  This  was  a decrease 
from  the  previous  year  when  $282,176.75  worth 
of  advertising  was  sold.  It  may  be  noted  here 
that  there  has  been  a decrease  for  the  last  two 
years  due  to  a change  in  advertising  patterns 
! brought  on  originally  by  the  Kefauver  investi- 
gations and  nervousness  over  the  new  drug 
advertising  regulations.  The  regulations  are 
i now  in  effect  and  they  are  not  as  stringent  as 
industry  had  feared.  Advertising  revenue 
picked  up  for  the  last  three  months  of  the  year 
and  it  appears  at  this  time  that  the  1964  income 
1 will  be  moving  upward  after  the  1963  low. 

During  the  year,  because  of  the  decreased 
revenue,  certain  cuts  were  made  in  the  advertis- 
ing department  expenditures.  Mrs.  Beth  Cul- 
hane  was  transferred  to  the  Communications 
Department  and  her  job  of  keeping  financial 
i records  of  the  department  was  taken  over  and 
shared  by  Mr.  Miller  and  Miss  Marra. 

With  the  cancellation  of  the  circulation  cam- 
! paign  and  the  conclusion  of  the  Directory 
advertising  sales,  Mr.  Norman  Bloomfield’s 
position  was  eliminated  and  he  left  the  Society 
staff. 

It  should  be  said  here  that  the  advertising 
department  was  disappointed  that  the  circula- 
tion campaign  was  cancelled.  It  is  still  our 
feeling  that  a 4,000-5,000  paid  circulation 
would  give  a substantial  lift  to  Journal  ad- 
vertising sales.  It  had  lost  a valuable  tool  two 
years  before  when  State  Society  members  were 
required  also  to  be  members  of  the  A.M.A. 

! Prior  to  that  time  we  could  point  out  that  there 
were  7,000-8,000  New  York  State  Journal  of 
Medicine  readers  who  were  not  on  the  J. A.M.A. 
list. 

During  the  year  members  of  the  Journal 
1 staff  worked  with  the  pharmaceutical  industry 
i in  its  attempt  to  get  less  control  by  government 
i over  the  drug  advertising.  The  Director  of 
Advertising  and  Sales,  in  his  post  as  secretary  of 
| the  Association  of  Medical  and  Allied  Publica- 
tions, acted  as  spokesman  for  official  medical 
journals  at  several  meetings  with  officials  of  the 
Food  and  Drug  Administration  in  Washington, 
i It  was  with  our  cooperation  that  the  pharma- 
ceutical industry  was  able  to  influence  a change 
in  many  of  the  harsher  portions  of  the  Kefauver- 
' Harris  Bill  to  control  drug  introductions  and 
advertising. 

In  1963  the  New  York  State  Journal  of 
Medicine  joined  five  other  independent  state 
and  regional  journals  to  promote  their  combined 
circulation  of  82,000.  There  has  been  much 
worthwhile  discussion  between  the  advertising 
departments  of  these  journals  and  an  exchange 
of  mutually  helpful  information  will  continue  to 
take  place.  A share-the-cost  promotional  cam- 
paign was  launched  with  an  ad  in  Standard 
Rate  & Data  (the  media  directory  of  advertising 


agencies  and  their  clients) . This  ad  was  planned 
to  run  for  six  months. 

During  the  year  Mr.  Melvin  B.  Tyler  of 
California  Medicine  became  our  advertising 
representative  on  the  west  coast,  taking  the 
place  of  Mr.  John  Bassett.  It  is  hoped  that 
use  of  the  Journal  by  western  advertisers  will 
increase  in  1964. 

In  1963  the  custom  of  including  editorial  text 
in  the  advertising  section  was  begun.  This 
makes  a more  professional-looking  advertising 
section  in  the  front  of  the  book.  Advertisers 
would  rather  face  editorial  matter  than  fellow 
advertisers. 

During  the  year,  in  order  to  add  to  our  sales 
potential,  we  instituted  the  idea  of  offering 
split  runs  to  advertisers,  effective  January  1, 
1964.  This  means  that  an  advertiser  with  a 
new  product  to  test  will  be  able  to  do  so  in  one 
county  or  a group  of  counties  in  New  York 
State  without  using  the  entire  Journal  circu- 
lation. 

Notice  of  increase  in  color  rates  (January  1, 
1964)  was  sent  out  to  all  advertisers,  agencies, 
and  prospects.  These  rates  were  raised  to 
meet  higher  printing  costs. 

(. Prepared  by  Charles  L.  Baldwin,  advertising 
and  sales  director) 


Medical  Society  Library 

Last  year  it  was  reported  that  a contract  had 
been  signed  whereby  the  entire  library  will  be 
moved  to  the  Downstate  Medical  Center  as 
sufficient  space  becomes  available  for  it. 

During  the  year  an  additional  4,500  volumes 
were  moved  as  well  as  some  of  the  archives. 
This  archival  material  consists  of  printed  and 
manuscript  matter  and  contains  a considerable 
amount  of  historical  information  about  medicine 
in  New  York  State  not  found  easily  in  the  usual 
published  sources.  When  it  has  been  entirely 
moved  and  arranged  it  should  provide  valuable 
facts  for  those  interested  in  medical  history. 

In  order  to  render  better  service  to  users  of  the 
library,  a Xerox  914  Office  Copier  was  installed 
at  the  Downstate  Medical  Center.  The  Joint 
Library  Commission  approved  the  policy  that 
the  charge  for  photoduplication  of  library  ma- 
terials should  be  based  on  the  following 
principles: 

1.  That  photocopies  be  supplied  free  of 
charge  to  those  educational  institutions  which 
reciprocate  with  us. 

2.  That  photocopies  be  supplied  to  those 
individual  members  qualified  to  use  the  Joint 
Library  at  out-of-pocket  cost. 

3.  That  photocopies  be  supplied  to  all  other 
organizations,  institutions,  and  individuals  at 
full  reimbursable  cost. 

Under  these  principles  the  present  cost  to 
members  of  the  State  Medical  Society  who  wish 
to  use  this  service  is  ten  cents  per  page;  others 
will  be  charged  twenty-five  cents  per  page. 

Although  several  years  may  pass  before  the 
move  is  completed  every  effort  is  being  made  to 
coordinate  the  resources  of  both  libraries  in 
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order  to  provide  the  best  possible  service  to  all 
users  of  the  Library. 

{Prepared  by  Wesley  Draper,  Librarian ) 

Conclusion 

Your  committee  takes  this  opportunity  to 
recognize  the  efforts  of  the  editor,  William 
Hammond,  M.D.,  who  has  worked  tirelessly  to 
improve  the  editorial  and  scientific  content  of 
the  Journal.  The  honors  that  have  accrued 
to  the  Journal  are  testimony  to  his  effective- 
ness. 

As  always,  Miss  Alvina  Rich  Lewis,  the  man- 
aging editor,  has  been  a tower  of  strength  to  the 
Publication  Committee  and  a vital  part  of  our 
operations. 


Prize  Essays 

To  the  House  of  Delegates,  Gentlemen : 

The  Special  Committee  on  Prize  Essays  is 
composed  of  the  following  members: 

Alfred  A.  Angrist,  M.D.,  Chairman . . .Queens 


Benjamin  G.  Dinen,  M.D Westchester 

David  Kimball  Miller,  M.D Erie 


No  essays  were  submitted  this  year  for  either 
of  the  prizes  offered. 


The  Council  and  Trustees  have  been  most 
understanding  and  cooperative  with  the  chair- 
man in  his  freshman  year,  at  a time  when  the 
Publication  Committee  needed  more  sympathy 
than  usual. 

Henry  I.  Fineberg,  M.D.,  the  executive  vice- 
president,  has  been  particularly  helpful  with 
advice  and  information  on  the  intricacies  of  the 
Journal  operations. 

Finally,  your  chairman  wishes  to  express  his 
gratitude  to  the  members  of  the  Publication 
Committee,  who  have  been  most  conscientious 
and  able,  thereby  helping  to  make  his  brief 
tenure  a nontraumatic  interesting  experience. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 


In  accordance  with  Mr.  Bernstein’s  decision, 
the  Albion  O.  Bernstein,  M.D.,  Award  is  not 
being  offered  in  1964. 

Consequently,  the  committee  reports  that  it 
has  had  no  business  to  consider. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 
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District  Branches 

First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  First  District 
Branch  of  the  Medical  Society  of  the  State  of 
New  York  was  held  at  the  Statler  Hilton  in 
New  York  City  on  May  13, 1963. 

The  minutes  of  the  annual  meeting  of  1962 
of  the  First  District  Branch  which  appear  on 
page  1038  of  the  April  1,  1963  issue  of  the 
New  York  State  Journal  of  Medicine  were 
approved  as  published. 

George  A.  Lawrence,  Jr.,  M.D.,  chairman  of 
the  Ad  Hoc  Committee  on  Reorganization  of 
the  Coordinating  Council,  gave  the  following 
report  which  was  approved: 

1.  The  work  of  the  Coordinating  Council 
committees  should  be  intensified.  The  com- 
mittees should  not  wait  until  matters  have 
been  referred  to  them  by  the  Coordinating 
Council  but  should  initiate  matters  of  impor- 
tance to  the  First  District  Branch. 

2.  The  First  District  Branch  should  attempt 
to  have  public  relations  personnel  and  staff 
personnel  assigned  to  it  from  the  State  Society. 

3.  This  ad  hoc  committee  should  be  con- 
tinued as  further  studies  are  necessary  in  an 
effort  to  make  the  Coordinating  Council  more 
effective. 

The  report  of  the  treasurer  was  approved. 

The  following  resolution  introduced  by 
Matthew  Brody,  M.D.,  of  Kings  County,  was 
adopted: 

Extension  of  Standard  Blue  Cross  Contract  to 
Cover  Costs  of  Psychiatric  Illnesses  in  All 
Licensed  and  Approved  Private  Institutions 
Whereas,  The  need  for  expansion  of 
hospital  facilities  for  the  care  of  psychiatric 
patients  in  the  community  is  one  of  the 
major  concerns  of  physicians  today;  and 
Whereas,  General  hospitals  provide  only 
a fraction  of  available  private  psychiatric 
beds;  and 

Whereas,  There  exists  in  the  community  a 
number  of  private  psychiatric  hospitals  which 
are  fully  accredited  by  the  Joint  Commission 
on  Accreditation  of  Hospitals  and  licensed  by 
the  New  York  State  Department  of  Mental 
Hygiene;  and 

Whereas,  Certain  Blue  Cross  Plans  now 
include  benefits  against  the  cost  of  hospital- 
ization for  psychiatric  illness;  and 

Whereas,  Benefits  for  the  costs  of  hos- 
pitalization are  provided  only  in  psychiatric 
divisions  in  general  hospitals  in  the  terms  of 
the  standard  Blue  Cross  contract;  and 

Whereas,  Certain  of  the  Blue  Cross  con- 
tracts distinguish  between  psychiatric  care  in 
psychiatric  divisions  of  certain  general  hos- 
pitals and  in  private  psychiatric  hospitals; 
now  therefore  be  it  hereby 

Resolved,  That  Blue  Cross  Plans  be  re- 
quested to  give  consideration  to  the  pos- 
sibility of  extension  of  coverage  under  its 


standard  contract  to  include  protection 
against  the  costs  for  psychiatric  illnesses  in 
all  accredited  and  licensed  private  psychiatric 
hospitals  as  now  provided  for  in  psychiatric 
divisions  of  the  general  hospitals. 

The  Coordinating  Council  is  the  executive 
arm  of  the  First  District  Branch.  The  Co- 
ordinating Council  meets  at  regular  intervals 
and  transacts  those  items  referred  to  it  by  the 
five  county  medical  societies  in  the  First 
District.  The  Coordinating  Council  frequently 
loses  its  effectiveness  inasmuch  as  matters  of 
policy  are  referred  back  to  the  individual 
county  societies  and  the  Coordinating  Council 
cannot  take  definitive  action  until  the  repre- 
sentatives from  each  of  the  five  county  medical 
societies  in  the  district  have  been  instructed 
by  their  society.  This  mechanism  is  cumber- 
some and  frequently  leads  to  extreme  frustration 
inasmuch  as  important  matters  become  stale  be- 
fore concerted  action  by  the  Coordinating 
Council  can  be  undertaken.  It  is  to  be  hoped 
that  the  ad  hoc  committee  can  make  such 
recommendations  which  will  be  accepted  by  the 
five  county  medical  societies  and  thus  speed  the 
work  of  the  Coordinating  Council  and  prevent 
the  Council  from  constantly  indulging  in  rear- 
guard actions. 

The  Coordinating  Council  is  acutely  aware 
of  its  responsibility  to  the  17,000  doctors  which 
it  represents,  and  it  is  to  be  hoped  that  the  ad 
hoc  committee  will  devise  means  of  making  the 
Council  an  effective,  militant,  and  prompt 
spokesman  for  the  doctors  in  its  area.  In 
these  days  when  the  private  practice  of  medicine 
is  being  threatened  from  many  directions,  it  is 
imperative  that  the  county  societies  in  New 
York  City  realize  that  they  must  act  as  a unit 
if  they  are  to  be  of  any  service  to  the  doctors  in 
the  area. 

The  minutes  of  the  Coordinating  Council 
meetings  are  distributed  to  all  the  official  and 
unofficial  delegates  which  attend  the  meetings 
and  are  available  in  the  office  of  the  secretary, 
Jerome  L.  Leon,  M.D.,  of  the  Queens  County 
Medical  Society. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  President 

Third  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

After  a lapse  of  activities  in  the  Third  District 
Branch,  we  are  pleased  to  report  that  a success- 
ful meeting  was  held  on  October  10,  1963,  at 
the  Sterling- Winthrop  Research  Institute,  Rens- 
selaer, in  combination  with  the  Fourth  District 
Branch.  The  program  of  the  meeting  was  an 
unquestionable  success,  manifested  by  the 
interest  which  was  shown  and  the  large  at- 
tendance. There  were  80  members  who  at- 
tended the  luncheon  and  business  meeting  and 
several  additional  who  were  present  for  the 
scientific  session.  Nearly  200  members  and 
wives  attended  the  cocktail  party  and  dinner 
in  the  evening. 
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Arrangements  for  this  meeting  were  made  at  a 
session  of  the  executive  committee  on  May  28, 
1963.  Because  of  the  resignation  of  Eugene  F. 
Galvin,  M.D.,  president,  the  first  vice-president, 
Henry  J.  Noerling,  M.D.,  was  designated 
president. 

At  the  business  session  of  the  annual  meeting, 
the  following  officers  were  elected: 

President — Henry  J.  Noerling,  M.D.,  Valatie 

First  Vice-President — Marshall  W.  Quandt, 
M.D.,  Waterford 

Second  Vice-President — Robert  Shelmandine, 
M.D.,  Sharon  Springs 

Secretary -Treasurer — Frances  E.  Vosburgh, 
M.D.,  Albany 

Delegate — Lee  R.  Tompkins,  M.D.,  Liberty 

At  the  business  meeting  the  most  significant 
point  of  discussion  was  the  formation  of  a 
district  branch  grievance  committee.  The 
group  decided  that  a district  level  committee  of 
review  should  be  appointed  to  consider  this 
and  to  define  more  specifically  the  reasons  for 
and  functions  of  such  a committee,  and  that 
communications  be  forwarded  to  the  seven 
county  medical  societies  in  the  district  branch 
for  their  review  and  consideration.  After 
having  discussed  this  with  several  of  the 
officers  and  members,  it  would  appear  that 
there  is  reason  and  justification  for  a district 
level  grievance  committee  but  that  such  county 
society  level  committees  should  not  be  aban- 
doned. This  subject  will  be  pursued  further. 

At  the  dinner  meeting,  George  A.  Burgin, 
M.D.,  president-elect,  addressed  the  group. 

The  Third  District  Branch  has  been  invited 
to  participate  in  a combined  meeting  with  the 
Fourth  District  Branch  next  year.  At  present, 
tentative  plans  call  for  the  meeting  to  be  held 
at  the  Gideon  Putnam  Hotel,  Saratoga  Springs. 

Respectfully  submitted, 

Henry  J.  Noerling,  M.D.,  President 

Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Fourth  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York  met  in  a 
combined  meeting  with  the  Third  District 
Branch,  at  the  Sterling- Winthrop  Research 
Institute,  Rensselaer,  on  October  10, 1963. 

As  president  of  the  Fourth  District  Branch, 
I wish  to  compliment  Henry  J.  Noerling,  M.D., 
president  of  the  Third  District  Branch,  and 
his  committee,  for  a splendid  meeting  arranged 
with  the  cooperation  of  the  Sterling- Winthrop 
Company. 

The  panel  program,  “Twelve  Cents  A Day 
Is  All  You  Pay,”  moderated  by  our  able 
executive  vice-president,  Henry  I.  Fineberg, 
M.D.,  was  most  instructive  in  showing  the 
workings  of  the  various  departments  of  the 
State  Society. 

In  the  final  arrangements  of  all  the  district 
branch  meetings,  great  credit  should  also  go  to 
Miss  Mollie  Pesikoff,  who  through  her  untiring 


effort  contributes  much  to  the  success  of  these 
meetings. 

Respectfully  yours, 

Arthur  Q.  Penta,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  year  1963  for  the  Eighth  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York 
was  marked  by  progress. 

The  annual  midwinter  dinner  meeting  of  the 
Eighth  District  Branch  leaders  was  held  on 
February  14,  1963,  with  area  State  legislators. 
This  annual  session  is  held  for  the  purpose  of 
exchanging  views  and  considering  legislation 
of  major  interest  to  medicine  pending  or  likely 
to  be  introduced  in  the  current  session  of  the 
New  York  State  Legislature.  John  C.  Brady, 
M.D.,  of  Buffalo,  led  the  discussion.  It  is 
interesting  to  note  that  the  State  senator  and 
assemblymen,  members  of  the  two  major 
political  parties,  Democratic  and  Republican, 
voted  100  per  cent  against  the  chiropractic  bill. 
We  are  indebted  to  these  gentlemen  for  sup- 
porting our  cause.  I am  of  the  opinion  that 
local  meetings  of  this  nature  bear  just  rewards. 

The  eleventh  annual  joint  cocktail  party  and 
dinner  meeting  with  the  Seventh  District 
Branch  was  held  on  the  first  night  of  the  annual 
meeting  of  the  State  Society.  It  was  an 
evening  of  pleasant  good  fellowship  and  much 
worthwhile  activity. 

At  the  Charterhouse  Motor  Hotel,  Buffalo,  on 
September  12,  1963,  our  district  branch  was 
joined  by  the  Seventh  District  Branch  in  the 
initial  Regional  Conference  of  the  Officers  of 
the  County  Medical  Societies  and  District 
Branches  with  key  representatives  from  the 
New  York  State  area.  This  session  was 
sponsored  by  the  Medical  Society  of  the  State 
of  New  York. 

This  was  a pilot  study  and  I am  certain  a 
success.  There  was  close  to  100  per  cent 
audience  participation,  much  valuable  advice 
was  exchanged,  and  the  many  suggestions 
should  receive  careful  consideration  by  our 
Council. 

The  58th  annual  meeting  of  the  Branch  was 
held  on  October  5,  1963,  at  the  Parkway  Inn, 
Niagara  Falls.  About  200  doctors  attended 
the  scientific  session  and  dinner.  The  curtain 
to  the  day’s  events  was  raised  with  the  tradi- 
tional advisory  council  luncheon  meeting.  The 
theme  of  this  meeting  may  be  designated  as  “A 
New  Birth  of  Concerted  Action.”  The  partici- 
pants gave  every  evidence  of  having  been  success- 
fully impregnated  with  the  verve,  vivacity,  and 
vigor  of  the  regional  conference  of  September  12, 
1963.  They  persisted  in  better  communications 
with  the  State  Society  and  the  realization  of  a 
promise  from  the  representatives  of  the  State 
Society  that  “the  voices  and  wishes  of  the 
smaller  county  societies  would  be  heard  and 
given  as  much  consideration  as  those  of  the 
larger  county  societies.” 

The  scientific  meeting  was  most  excellent  in 
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its  educational  content  and  almost  created  a 
S.R.O.  situation.  The  Symposium  on  Heart 
Disease  was  conducted  by  the  following  speak- 
ers: F.  Mason  Sones,  Jr.,  M.D.,  Cleveland, 

Ohio,  Director  of  Cardiac  Laboratory,  Cleveland 
Clinic;  Donald  B.  Effler,  M.D.,  Cleveland, 
Ohio,  Chief,  Department  of  Cardiovascular  and 
Thoracic  Surgery,  Cleveland  Clinic,  and  Bernard 
Lown,  M.D.,  Boston,  Massachusetts,  Depart- 
ment of  Nutrition,  Harvard  Medical  School. 

This  was  followed  by  a panel  discussion  on 
Modern  Aspects  of  Rheumatic  Heart  Disease, 
moderated  by  Salvatore  R.  La  Tona,  M.D., 
Niagara  Falls,  assistant  clinical  professor  of 
medicine,  State  University  Upstate  Medical 
Center  at  Buffalo,  with  the  above  speakers  as 
participants. 

The  business  meeting  brought  the  unanimous 
ratification  of  the  actions  taken  earlier  in  the 
day  by  the  advisory  council  and  election  of  the 
following: 


President — John  D.  Naples,  M.D.,  Erie 
President-Elect — John  T.  Donovan,  M.D., 
Niagara 

Secretary — Paul  Bergerson,  M.D.,  Wyoming 
Treasurer — Herbert  A.  Laughlin,  M.D., 
Chautauqua 

Delegate— Irwin  Felsen,  M.D.,  Allegany 
Alternate— John  T.  Donovan,  M.D.,  Niagara 
The  evening  dinner  brought  greetings  from 
George  A.  Burgin,  M.D.,  president-elect,  Med- 
ical Society  of  the  State  of  New  York,  and  an 
address,  “The  Tired  Mother  Syndrome,”  by 
Leonard  L.  Lorshin,  M.D.,  Cleveland,  Ohio, 
chief  of  internal  medicine,  Cleveland  Clinic. 
We  are  indebted  to  William  R.  Lewis,  M.D., 
Glenn  E.  Jones,  M.D.,  Salvatore  R.  La  Tona, 
M.D.,  and  John  T.  Donovan,  M.D.,  for  their 
devoted  and  significant  contributions  for  a 
most  successful  and  enjoyable  annual  meeting. 

Respectfully  submitted, 

Irwin  Felsen,  M.D.,  President 
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What  Goes  On 


To  the  House  of  Delegates,  Gentlemen: 

The  What  Goes  On  booklet,  which  published 
notices  of  approximately  2,000  meetings  in  New 
York  and  New  Jersey  last  year,  showed  an  in- 
crease in  circulation  and  readership.  It  is  now 
being  distributed  each  month  to  approximately 
47,000  readers.  This  figure  includes  41,621 
physicians,  staff,  and  residents  in  the  States  of 
New  York  and  New  Jersey,  and  1,585  interns 
in  both  states.  In  addition  to  this,  1,896 
booklets  are  mailed  to  special  lists  which  include 
hospital  libraries,  medical  school  libraries, 
newspaper  libraries,  medical  writers,  and  so 
forth. 

In  early  January,  the  business  manager  of  the 
Medical  Society  of  the  State  of  New  York  and 
Mr.  Austin  Daly,  advertising  manager,  Lederle 
Laboratories,  negotiated  a new  contract  which 
increased  the  advertising  revenue  for  the 
bulletin. 

During  the  spring  it  was  decided  by  Lederle  . 
Laboratories  and  the  Medical  Society  of  the 
State  of  New  York  that  a survey  of  the  reader- 
ship  of  What  Goes  On  would  be  undertaken 
during  the  summer  months.  Subsequently,  the 
June  15-July  15  issue  contained  a questionnaire 
which  was  drawn  up  by  Lederle  and  approved 
by  your  chairman.  A total  of  33,000  of  the 


questionnaires  were  mailed  to  New  York  readers 
and  11,000  to  New  Jersey  readers. 

A few  quotes  from  a letter  received  from 
Lederle  Laboratories  after  the  returns  were  in 
may  give  you  an  idea  of  the  response:  “We 
are  pleased  with  the  returns  of  the  What  Goes  On 
questionnaires;  more  than  23  per  cent  have  been 
received  to  date.  Tabulation  averages  show 
they  are  read  ‘regularly,’  are  ‘kept  for  reference,’ 
are  ‘useful.’  ” 

In  mid-March  Miss  Dorothy  Kelleher,  editor, 
resigned,  and  Mrs.  Evelyn  G.  Clark,  assistant 
editor  of  the  Newsletter,  assumed  the  editorship 
of  What  Goes  On. 

On  October  31,  1963,  Mr.  J.  Richard  Burns, 
director,  Business  Division  of  the  Medical 
Society  of  the  State  of  New  York,  received  the 
purchase  order  covering  the  renewal  of  the 
agreement  between  Lederle  Laboratories  and  the 
Medical  Society  for  advertising  space  in  the 
New  York-New  Jersey  edition  of  What  Goes  On 
for  the  calendar  year  1964. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Director 
Division  of  Scientific  Activities 
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1964  HOUSE  OF  DELEGATES 


Commission  on  Public  and  Professional  Affairs 


Commission  on  Public  and  Professional  Affairs 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  and  Professional 
Affairs,  as  established  during  the  past  year,  is 
composed  of  the  following  members: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


George  J.  Lawrence,  Jr.,  M.D Queens 

John  H.  Carter,  M.D Albany 

John  C.  McClintock,  M.D Albany 


The  responsibility  and  the  purpose  of  this 
Commission  is  to  evaluate  and  coordinate  the 
activities  of  the  Council  committees  as  assigned 
to  the  Commission,  and,  further,  to  utilize  the 
services  of  the  Division  of  Communications  as 
it  relates  to  these  respective  committees  and 
to  the  Commission  as  a whole. 

The  committees  as  assigned  at  the  present 
time  include  the  Council  Committee  on  Leg- 
islation and  the  Council  Committee  on  Public 
Relations. 

The  reports  of  the  activities  and  the  recom- 
mendations of  the  respective  committees  follow 
and  form  a part  of  this  report. 

In  addition  to  these  committees  this  year, 
the  report,  including  the  suggestions,  of  the  Ad 
Hoc  Committee  to  Study  Effective  Repre- 
sentation in  Albany  was  referred  to  the  Com- 
mission for  its  consideration  and  implementation 
to  the  extent  possible  and  practicable. 

The  major  part  of  the  activity  of  the  Com- 
mission during  this  abbreviated  year  has  been 
directed  primarily  toward  establishment  of 
closer  liaison  between  the  committees  of  the 
Commission  and  initiating  the  implementation 
of  the  suggestions  made  concerning  legislative 
activities  in  Albany. 

Based  on  this  year’s  relationship  and  activity, 
it  would  appear  that  with  continued  liaison 
between  these  committees  and  any  other  com- 
mittees which  may  be  assigned  to  the  Com- 
mission, utilizing  the  resources  of  the  Division 
of  Communications,  there  can  be  a much  more 
effective  communication  between  the  various 
county  medical  societies  and  the  parent  State 
Medical  Society.  This  should  result  in  a 
stronger  and  more  effective  organization  of  our 
profession. 


Ad  Hoc  Committee  to  Study  Effective 
Representation  in  Albany.  The  report  of 
this  committee  has  been  studied  in  detail  by 
the  Commission  and  the  recommendations  of 
the  committee  have  been  carried  out  to  date  to 
the  extent  which  seems  possible  and  practicable 
at  the  present  time. 

It  must  be  pointed  out  that  sufficient  funds 
were  not  available  during  the  current  year  to 
carry  out  as  inclusive  a program  as  had  been 
suggested  by  some  members  of  the  Society. 
For  example,  the  establishment  of  a full-time 
year-round  office  in  Albany  was  suggested  by 
some  members  of  the  Society,  as  a primary  or 
associate  adjunct  in  our  legislative  activities. 

After  careful  consideration,  it  was  the 
opinion  of  the  committee  that  to  establish 
such  an  office  would  necessitate  an  increase  in 
revenue,  and  to  meet  this  needed  increase 
would  mean  an  increase  in  dues  for  the  member- 
ship of  the  Society.  The  Commission  did  not 
feel  that  the  indications  for  a full-time  office  in 
Albany  at  this  time  were  sufficient  to  warrant 
a dues  increase. 

It  was  further  the  opinion  of  the  Commission 
that  inasmuch  as  the  administration  of  the 
State  Society  has  to  date  been  unable  to 
obtain  a person  with  “outstanding  experience  in 
legislation”  for  assignment  to  an  office  in 
Albany,  it  would  not  be  advisable  to  establish 
such  simply  for  its  establishment. 

The  Commission  was  further  of  the  opinion 
that  by  utilizing  the  facilities  of  the  Division  of 
Communications  it  should  be  possible  to 
initiate  a satisfactory  program  this  year, 
which  can  be  extended  as  indicated  in  the 
future. 

The  assignment  of  the  field  representatives 
of  the  Division  of  Communications,  in  keeping 
with  the  suggestions  of  the  ad  hoc  committee, 
was  reviewed  in  depth  by  the  Commission. 
In  cooperation  with  suggestions  made  by  Henry 
I.  Fineberg,  M.D.,  executive  vice-president,  it 
was  agreed  that  field  representatives  of  the 
Division  of  Communications  will  be  assigned  to 
the  respective  district  branches  throughout 
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the  State.  It  is  now  planned  that  one  field 
man  will  be  assigned  to  the  First,  Second,  and 
Ninth  Districts;  one  to  the  Third,  Fourth, 
and  Fifth  Districts;  and  one  to  the  Sixth, 
Seventh,  and  Eighth  Districts. 

It  was  further  agreed  that  during  the  period 
of  time  of  the  meeting  of  the  Legislature  in 
Albany,  assignments  of  these  field  men  of  the 
Division  of  Communications  will  be  primarily 
that  of  legislative  activities  and  their  primary 
duties  will  be  providing  information  and 
stimulating  the  activities  among  the  county 
society  members  so  that  contact  with  the 
legislators  can  and  will  be  made  by  the  physi- 
cians in  the  local  (voting)  communities  of  the 
State. 

The  Legislative  Counsel  has  strongly  em- 
phasized to  the  Commission  the  importance  of 
local  legislative  contact,  that  such  contact 
should  be  made  by  physicians  and  not  by  non- 
professional personnel,  and  that  such  contact  is 
far  more  effective  than  contact  by  a “repre- 
sentative of  the  State  Society.” 

Following  the  advice  of  the  Legislative 
Counsel,  the  Commission  agreed  that  further 
consideration  will  be  given  to  the  establish- 
ment of  a “strictly  business”  office  in  Albany, 
but  that  we  should  not  establish  an  “entertain- 
ment program”  there. 

The  Legislative  Counsel  further  suggested 
that  a “legislative  guide”  be  prepared,  such  a 
guide  to  be  an  outline  of  policies  and  sug- 
gestions to  provide  information  to  the  county 
societies  concerning  legislative  activities.  This 
legislative  guide  is  now  in  the  process  of  being 
prepared  and  will  be  distributed  at  the  meeting 
of  legislation  chairmen  to  be  held  on  December 
17,  1963.  It  is  hoped  that  this  guide  will  be 
helpful  to  all  members  of  the  Society  in  their 
legislative  activities  this  year. 

The  Commission  reviewed  the  format  of  the 
Legislation  Letter,  agreeing  that  it  be  continued 
this  year  under  the  editorship  of  Mr.  Ralph 
Semerad.  This  Legislation  Letter  will  be 
prepared  regularly  during  the  legislative  session, 
in  cooperation  with  the  Division  of  Com- 
munications, and  will  be  sent  to  county  medical 
society  secretaries,  legislation  committees  of 
the  women’s  auxiliaries,  and  others  as  indicated 
and  requested. 

The  Legislation  Letter  will  direct  itself 
primarily  to  items  of  legislation  proposed  by 
the  State  Medical  Society  and  items  of  leg- 
islation which  are  most  significant  to  the 
Medical  Society.  Any  suggestions  concerning 
information  which  would  be  helpful  would  be 
appreciated.  These  may  be  submitted  directly 
to  the  chairmen  of  the  respective  committees  or 
to  the  Division  of  Communications. 

The  Division  of  Communications  works  very 
closely  with  this  Commission  and  with  its 
committees.  In  actuality,  the  activities  of 
each  of  these  committees  depends  on  the 
strength  of  the  Division  of  Communications. 

The  extent  of  activities  depends  not  only  on 
the  expenditure  of  effort,  but  on  the  avail- 
ability of  funds,  and  the  Division  of  Com- 
munications can  carry  out  programs  only  to 


the  extent  of  monies  available  for  such  purposes. 

There  is  attached  a copy  of  the  statement 
presented  by  the  Commission  on  Public  and 
Professional  Affairs  before  the  Joint  Legislative 
Committee  to  study  the  practice  of  the  pro- 
fessions in  corporate  form. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 

Statement  Presented  by  the  Commission  on  Public  and 
Professional  Affairs  Before  the  Joint  Legislative  Com- 
mittee on  Tax  Status  and  Tax  Benefits  of  Professional 
Men 

The  Medical  Society  of  the  State  of  New  York  is 
pleased  to  appear  before  this  distinguished  legislative 
committee  to  support  in  principle  legislation  which 
would  authorize  medical  and  other  professions  to 
practice  their  professions  in  corporate  or  quasi- 
corporate form. 

As  the  members  of  this  committee  may  know,  it 
was  our  Society  which  originally  urged  the  formation 
of  such  a joint  legislative  committee  in  the  belief 
that  there  was  a need  not  only  to  study  all  aspects  of 
this  problem,  but,  indeed,  through  public  hearing  to 
focus  public  attention  on  the  problem  itself. 

Quite  frankly,  we  cannot  see  any  real  arguments 
which  can  possibly  be  raised  against  such  a proposal 
by  any  group,  particularly  since  all  past  bills  in- 
troduced in  the  Legislature  have  merely  provided  an 
option  to  the  professional  man  to  form  such  a cor- 
poration in  order  to  derive  such  tax  advantages  as 
might  then  be  available.  We  consider  this  issue 
that  simple.  Such  a proposal  would  afford  some 
measure  of  relief  to  the  now  heavily  taxed  profes- 
sional man  of  this  State  by  permitting  him  to  qualify, 
if  he  elects  to  do  so,  for  the  tax  treatment  made 
possible  under  the  Kittner  rulings  of  which  you  are 
all  so  familiar. 

There  may  come  a time  when  the  desired  goal  of 
equal  tax  treatment  will  come  from  an  appropriate 
amendment  to  the  Internal  Revenue  Code,  providing 
uniform  treatment  throughout  all  the  states.  It  is 
our  conviction,  however,  that  we  should  not  wait 
any  longer  for  action  in  the  State  of  New  York 
pending  the  long-awaited  amendment  to  the  Internal 
Revenue  Code  yet  to  be  announced.  We  have 
already  waited  too  long. 

There  are  many  arguments  which  can  be  raised  to 
support  the  practice  of  the  professions  in  corporate 
form;  first,  businessmen  in  corporations  have 
acquired  so  many  Federal  tax  advantages,  now 
denied  the  professional  men,  that  the  scales  of 
economic  competition  have  been  tipped  too  far,  too 
long  against  the  professional  man  and  his  services. 
We  believe  that  this  is  against  the  public  interest. 

In  an  excellent  study  prepared  by  John  P.  Ohl, 
Esq.,  relating  to  the  corporate  practice  of  law  in 
New  York  State,  Mr.  Ohl  observed  that  “The 
businessman,  through  the  use  of  a corporate  entity, 
can  participate  in  pension  or  profit-sharing  plans 
which  enable  him  to  shield  part  of  his  current  income 
from  high  surtax  rates  in  his  most  productive  years 
and  receive  economic  benefits  later  in  his  retirement 
years,  at  lower  ordinary  income  rates,  or  even  at 
capital  gain  rates.  He  can  enter  into  deferred 
compensation  contracts  with  his  employer  which 
likewise  will  soften  the  impact  of  the  graduated 
income  tax.  He  can  arrange  to  have  the  corporation 
grant  him  stock  options  at  or  slightly  below  the 
market  price  of  the  stock,  a device  which  permits  him 
to  receive  part  of  his  compensation  in  capital  gain 
form.  The  businessman  can  enjoy  group  term  life 
insurance  coverage  at  no  tax  cost.  He  can  par- 
ticipate in  accident,  health,  and  wage  continuation 
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plans  as  an  employe ; and  his  wife  or  heirs  can  qualify 
for  special  employe  death  benefits.”* 

On  the  other  hand,  the  medical  practitioner,  and 
for  that  matter  any  professional  man,  cannot  enjoy 
any  of  these  economic  benefits  or  advantages  to  their 
fullest  measure. 

The  rationale  given  by  the  Federal  government, 
j ustifying  the  present  tax  benefits  available  to 
corporate  officers  and  corporations,  is  that  there  is  a 
socially  desirable  goal  in  affording  corporations 
such  profit-sharing  plans.  The  theory  is  that  by 
offering  an  inducement  to  the  employer  to  provide 
such  a plan,  to  which  he  himself  will  be  eligible,  the 
employer  is  thereby  induced  to  provide  some  form 
of  pension  plan  for  all  of  his  employes  in  a given  class, 
on  a nondiscriminatory  basis,  where  such  a plan 
otherwise  might  not  exist.  Clearly  then,  all  the 
employes  of  professional  people,  such  as  stenog- 
raphers, bookkeepers,  receptionists,  technicians, 
and  the  like,  are  being  adversely  discriminated 
against  through  the  present  tax  structure. 

It  is  a myth  to  believe  that  the  doctor  and  other 
professional  men  do  not  compete  as  an  employer  in 
the  labor  market  with  private  corporations.  Because 
the  professional  man  has  no  comparable  tax  benefit 
pension  or  profit-sharing  plan  which  he  may  offer  to 
his  employes,  the  doctor  must  pay  for  such  benefits 
out  of  his  pocket,  without  the  tax  advantages, 
thereby  driving  the  expense  of  all  professional 
services  upward. 

There  has  been  some  comment  that  HR-10,  or  the 
so-called  Reed-Keogh  Bill  which  was  enacted  in 
1962,  has  completely  resolved  the  problem  and  makes 
the  enactment  of  a measure  permitting  the  formation 
of  corporations  available  to  the  professions  wholly 
unnecessary.  In  reality,  HR-10  falls  far  short  of 
removing  the  discrimination  against  the  self-em- 
ployed as  compared  with  the  privileges  granted  to 
the  owner-managers  of  corporations  under  the 
Internal  Revenue  Code. 

As  recently  as  August,  1963,  the  American  Bar 
Association  observed  in  its  committee  study  “only 
part  of  one  of  the  five  enumerated  privileges  is 
extended  to  the  self-employed  by  HR-10,  namely, 
the  right  to  deduct  from  income  contributions  to  a 
qualified  pension  or  profit-sharing  plan.  Even  this 
limited  right  is  severely  qualified  as  follows : 

(1)  The  self-employed  may  only  deduct  one  half 
of  his  annual  contributions  to  the  plan,  or  SI, 250, 
whichever  is  less,  whereas  the  corporation  may 
deduct  the  entire  contribution. 

(2)  Contributions  by  the  self-employed  to  such  a 
plan  are  limited  to  10  per  cent,  whereas  corporations 
may  contribute  15  per  cent. 

(3)  Contributions  by  a self-employed  person 
who  has  an  interest  of  10  per  cent  or  more  of  the 
profits  are  limited  to  S2.500,  whereas  corporations 
contributions  for  executive  stockholders  are  not  so 
limited. 

Pension  benefits  under  HR-10  must  be  im- 
mediately vested  for  all  employes  of  the  self-employed 
persons.  Those  under  corporate  plans  need  not  be 
vested.  This  requirement  of  vesting  greatly  in- 
creases the  cost  of  pension  plans  and  deprives  the 
self-employed  of  one  of  the  principal  incentives  for 
the  establishment  of  such  plans;  namely,  to  slow 
the  turnover  of  his  employes  and  personnel. 

The  American  Bar  Committee  concluded,  and 
we  concur  in  this  conclusion,  that  HR-10,  as  adopted, 
was  not  intended  to  and  does  not  eliminate  the 
injustice  to  the  professions. 

If  it  is  the  policy  of  this  State  to  continue  to 

* Tax  Forum  No.  226,  Corporate  Practice  of  Law  in 
New  York,  John  P.  Ohl,  Esq.,  February  5,  1962. 


recruit  to  the  practice  of  medicine  young  men  of  the 
highest  qualifications,  we  must  do  just  that,  we  must 
compete  for  them.  We  compete,  however,  in  an 
age  when,  because  of  the  great  technologic  advances, 
industry  competes  for  good  minds  and  good  young 
men  directly  with  our  professionals.  It  is  not  enough 
merely  for  us,  in  medicine,  to  say  to  these  young  men, 
“You  have  a great  opportunity  to  serve  your  fellow 
mankind  with  us.”  We  now  must  compete  directly 
in  the  financial  arrangements  which  are  being 
offered  to  these  young  men  by  industry  and  business 
generally.  We  believe  that  providing  a legislative 
vehicle  for  professional  corporations  may  help  us 
to  revise,  at  least  in  part,  the  continuing  trend  that 
we  have  noted  in  our  medical  schools  and  other 
professional  schools,  from  the  profession  to  industry 
and  business. 

We  are  not  here  to  support  any  particular  or 
special  bill  which  has  in  past  years  been  introduced 
in  the  Legislature,  in  the  belief  that  the  purpose  of 
your  current  hearings  is  to  review  all  bills  of  past 
years.  We  believe,  however,  that  any  measure  to 
be  enacted  should  provide  the  following  safeguards 
or  principles: 

1.  Any  measure  should  protect  the  position  of  the 
individual  practitioner,  as  well  as  the  group  prac- 
titioner, in  order  that  the  advantage  of  such  cor- 
porate practice  shall  be  made  available  to  both 
important  segments  of  the  professions  and  their 
employes. 

2.  Any  measure  should  reserve  to  the  various 
professions  the  inherent  control  of  the  admission 
and  discipline  of  its  members  in  order  that  all 
professions  may  remain  subject  to  the  rules  and 
regulations  of  their  respective  professional  licensing 
boards. 

3.  Any  measure  should  provide  appropriate 
safeguards  to  the  canons  of  ethics  of  the  particular 
profession. 

4.  Any  measure  should  be  permissive  in  nature 
and  preserve  that  special  relationship  between  doctor 
and  patient,  with  all  its  accompanying  legal  re- 
sponsibilities and  characteristics,  within  the  frame- 
work of  the  corporation. 

5.  Any  such  measure  should  provide  for  trans- 
ferability of  interest  on  death  or  transfer  only 
through  members  of  the  profession  involved. 

6.  Any  bill  should  provide  an  integrated  and 
comprehensive  amendment  to  all  appropriate 
sections  of  the  law  in  order  that  any  inconsistent 
or  conflicting  sections  of  all  statutes,  rules,  and  reg- 
ulations will  be  eliminated  in  order  to  avoid  any 
possible  question  as  to  the  full  protection  afforded  to 
any  professional  man  wishing  to  take  advantage  of 
the  statute. 

Gentlemen,  it  is  our  belief  that  too  many  of  our 
young  men  of  ability  and  promise  are  turning  away 
from  the  professions  to  seek  greater  rewards  in 
business.  The  effects  of  tax  discriminations  are 
well  known  to  all  of  us.  We  believe  that  there 
is  need  for  positive  and  effective  action  on  the  State 
level  this  year.  We  support  in  principle  the  objec- 
tives of  your  committee.  We  hope  that  your  com- 
mittee will  produce  a bill  this  year  which  will  present 
a sound  legislative  determination  and  that  this 
Society  will  be  afforded  an  opportunity  to  review 
such  a measure  and  to  invite  discussion  of  it  with 
the  various  appropriate  committees  of  our  Societv, 
in  order  that  we  may  then  bring  to  you  specific 
comments  or  recommendations,  which,  we  would 
hope,  would  reflect  our  deep  interest  in  this  matter. 
Again  we  congratulate  you  on  the  important  work 
which  you  are  doing  and  hope,  to  some  degree,  that 
the  enunciation  of  the  position  of  this  Society  may 
be  of  some  benefit  to  your  thinking. 
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Legislation 


To  the  House  of  Delegates,  Gentlemen : 

The  committee  consists  of  the  following 
members: 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman.  . . 

Queens 

John  H.  Carter,  M.D.,  Cochairman.  . Albany 


Michael  C.  Armao,  M.D New  York 

John  C.  Brady,  M.D Buffalo 

William  L.  Dorr,  M.D Auburn 

Ralph  E.  Isabella,  M.D Schenectady 

Henry  W.  Kaessler,  M.D Bronxville 

John  A.  Kalb,  M.D Endicott 

Charles  R.  Mathews,  M.D Rochester 

William  J.  Ryan,  M.D Syracuse 


Insofar  as  the  State  Legislature  has  not  been 
in  session  since  the  last  report  of  this  committee 
to  the  House  in  May,  1963,  a supplementary 
report  will  be  submitted  in  February  covering 
the  1964  session.  The  following,  however,  is  a 
recapitulation  of  the  committee’s  work  at  the 
time  this  report  is  being  prepared  in  late 
November. 

One  of  the  principal  activities  was  the  com- 
mittee meeting  held  October  15  at  the  Fort 
Orange  Club,  Albany.  A report  of  the  high- 
lights, listed  below,  was  submitted  to  the 
November  meeting  of  the  Council. 

The  first  topic  was  State  legislation.  The 
chairman  reviewed  the  five  conclusions  of  the 
Ad  Hoc  Committee  to  Study  Effective  Repre- 
sentation in  Albany  which  the  Council  had 
approved.  The  first  two  items  concerned 
suggestions  made  at  the  open  hearing  held  in 
September  and  the  retention  of  the  present 
Legislative  Counsel.  These  items  were  for 
information. 

The  other  three  items  dealt  with  the  leg- 
islative activities  of  the  field  representatives  in 
Albany  during  the  1964  session,  proposed  office 
in  that  city,  and  the  Legislation  Letter. 

A two-room  suite  has  been  rented  for  the 
period  January  1 through  March  31,  1964, 
at  the  Ten  Eyck  Hotel  which  will  serve  as 
State  Society  operational  headquarters.  It  is 
hoped  to  increase  the  present  staff  of  regional 
representatives  to  three  men  by  January  1, 1964. 
Plans  call  for  these  men  to  cover  the  Capital 
district  and  surrounding  areas,  the  Western 
New  York  sector,  and  the  Metropolitan  New 
York  region,  including  Long  Island,  West- 
chester, and  adjacent  counties.  This  field 
staff  will  be  supervised  by  the  Communications 
Division  as  directed  by  the  Executive  Vice- 
President  and  coordinated  by  the  Legislative 
Counsel. 

The  Legislation  Letter  will  be  revamped 
completely  so  as  to  make  it  more  readable 
and  more  informative  as  well  as  to  overcome 
deficiencies  in  last  year’s  version  as  pointed 
out  at  the  open  hearing  and  at  the  committee 
meeting.  Every  effort  will  be  made  to  make 
each  issue  timely  and  complete  in  itself  without 
unnecessary  references  to  previous  issues. 

The  committee  also  took  up  the  proposed 


revival  of  the  annual  meeting  of  county  medical 
society  legislation  chairmen  and  voted  unan- 
imously to  recommend  to  the  Council  that 
such  meeting  be  planned  in  1964.  It  was 
stressed  that  main  cost,  such  as  travel  and 
rooms,  must  be  borne  by  county  societies  and 
that  the  State  Society  would  host  a luncheon 
or  similar  affair. 

Discussed  at  length  was  the  five-point  1964 
legislative  program  mandated  by  the  1963 
House.  The  committee  acted  as  follows: 

1.  Good  Samaritan  Law — voted  for  reintro- 
duction; 

2.  Oral  Prescription  of  Narcotic  Drugs — 
agreed  that  the  State  Society  reinitiate  bill 
and  follow  through  on  suggestions  made  at  the 
meeting; 

3.  Practice  of  Medicine  by  Psychologists — 
felt  that  no  action  be  taken  on  advice  of  Leg- 
islative Counsel  and  that  reasons  for  decision 
be  conveyed  to  proper  parties; 

4.  Third  Party  Actions  in  Workmen's  Com- 
pensation— accepted  recommendations  of  Work- 
men’s Compensation  Committee  that  imple- 
mentation be  deferred.  The  Council  accepted 
these  recommendations. 

Concerning  the  fifth  point,  on  Autopsy  and 
the  Dead  Human  Body,  the  committee  acted  on 
three  phases  of  the  problem.  In  regard  to  the 
proposed  revision  of  the  law  involving  the 
coroner’s  office  the  members  decided  that  no 
action  should  be  taken,  on  the  advice  of  the 
Legislative  Counsel,  and  that  the  reasons  for 
this  decision  be  communicated  to  the  proper 
parties. 

On  the  same  subject,  the  committee  agreed 
that  no  action  be  taken  on  legislation  dealing 
with  cesarean  section  on  deceased  pregnant 
women.  The  committee  also  accepted  the 
recommendation  of  the  House  concerning 
written  consent  of  “all”  next  of  equal  rank 
kin.  This  recommendation  was  that,  since  the 
insertion  of  the  word  “all”  is  an  interpretation 
in  a previous  attorney  general’s  opinion, 
clarification  should  be  requested  of  the  present 
Attorney  General  before  a bill  is  again  intro- 
duced. Negotiations  will  be  handled  by  Legal 
Counsel,  the  Special  Committee  on  Autopsy 
and  the  Dead  Human  Body,  and  the  Legislation 
Committee. 

The  Council  approved  the  above  actions. 

In  addition  to  the  above  proposed  laws  ten 
other  bills  were  considered  for  possible  inclusion 
in  the  1964  program.  A brief  resume  of  the 
committee’s  attitude  on  these  bills  follows: 

1 . Tax  Deduction  for  Cost  of  Medical  Tuition — - 
voted  to  reintroduce; 

2.  Tax  Exemption  for  Medical  Society  Real 
Property — agreed  to  sponsor  again; 

3.  Lien  Law — decided  to  await  future  de- 
velopments; 

4.  Healing  Arts — cognizant  of  the  fact  that 
the  Governor  has  appointed  a committee  to 
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study  the  State  Education  Law,  voted,  never- 
theless, that  the  bill  be  reintroduced; 

5.  Licensure  of  X-Ray  Technicians — decided 
to  support  in  principle  but  to  take  no  action 
until  any  bill  which  may  be  introduced  has  been 
studied.  Action  was  taken  on  advice  of 
Legislative  Counsel; 

6.  Hypnosis — voted  to  confirm  previous  posi- 
tion which  was  that  no  action  be  taken; 

7.  Blood  Banks — agreed  to  support  whatever 
action  the  State  Health  Department  might 
take,  but  only  after  advice  of  Legislative 
Counsel; 

8.  Building  Construction  or  Changes  in  Private 
Hospitals  and  Nursing  Homes — voted  to  hold  in 
abeyance  pending  developments. 

Two  additional  matters  were  referred  to  the 
Council.  Because  of  time,  the  first  item  was 
referred  to  the  Executive  Committee  on 
October  24.  This  item  dealt  with  the  problem 
of  formation  of  associations  for  tax  purposes  by 
professional  practitioners.  At  the  Albany  meet- 
ing, your  committee  recommended  to  the 
Council  that  this  type  of  legislation  should  be 
supported  in  principle.  The  motion  also 
called  for  an  articulate  State  Society  repre- 
sentative to  present  the  Society’s  endorsement, 
personally,  and  in  writing,  at  the  November  8 
hearing  of  the  Joint  Legislative  Committee  on 
Tax  Status  and  Tax  Benefits  of  Professional 
Men. 

This  recommendation  was  approved  in 
principle  by  the  Executive  Commitee  and 
transmitted  to  the  November  meeting  of  the 
Council.  Harry  Albright,  Esq.,  a member  of 
the  staff  of  the  Society’s  Legislative  Counsel, 
presented  a statement  at  the  hearing.  It  has 
been  recommended  that  this  statement,  in 
whole  or  in  part,  be  publicized  in  the  News- 
letter. 

The  second  item  concerned  clinical  pathologic 
bioanalysis  licensure.  The  Council  approved 
the  following  recommended  action:  The  State 
Medical  Society  endorses  the  principle  of 
licensing  clinical  laboratories  provided  (1) 
they  have  fully  complied  with  the  standards  of 
approval  of  the  State  Health  Department,  and 
(2)  the  license  issued  specifies  the  exact  services 
which  the  licensed  laboratory  may  legally 
perform. 

Federal.  In  the  field  of  Federal  legislation 
the  chairman  reviewed  the  activities  of  the 
headquarters  and  field  staff  of  the  Communica- 
tions Division  concerning  “New  York  Operation 
Hometown.”  The  immediate  goal  of  this 
project  is  to  establish  an  efficient  and  effective 
machinery  for  handling  proposed  legislation. 
Under  the  direction  of  a county  chairman,  the 
program  calls  for  six  activities:  (1)  Setting  up 
speakers  bureaus;  (2)  enlisting  the  support  of 
allies;  (3)  utilizing  newspapers,  radio,  and 
television  facilities;  (4)  distributing  materials; 


(5)  contacting  Congressmen;  and  (6)  promoting 
letter-writing. 

The  ultimate  objective  of  “New  York 
Operation  Hometown,”  which  can  be  readily 
adapted  to  State  legislative  activities,  is  to 
prevent  the  enactment  of  the  King-Anderson 
Bill  providing  health  care  for  the  aged  under 
Social  Security  or  any  similar  system. 

The  groundwork  for  county  societies  to  carry 
out  this  project  has  been  laid  in  as  many  areas 
as  our  limited  field  staff  was  able  to  concentrate 
on  during  the  past  several  months.  Expanded 
and  more  intensified  activities  will  undoubtedly 
be  necessary  as  the  crucial  presidential  election 
year  of  1964  approaches. 

A detailed  statement  of  the  State  Society’s 
views  on  the  Administration’s  plan  for  medical 
care  for  the  aged  has  been  prepared  by  the 
Communications  Division.  At  report  time 
our  request  that  William  L.  Wheeler,  Jr., 
M.D.,  be  allowed  to  present  our  position  at 
the  public  hearings  of  the  House  Ways  and 
Means  Committee  had  been  granted  but  his 
appearance  was  postponed  due  to  the  President’s 
death. 

On  this  subject  the  committee  voted  to 
recommend  to  the  Council  approval  of  a bill 
sponsored  by  Rep.  Carleton  King,  Saratoga 
Springs.  The  bill  provides  income  tax  deduc- 
tions for  premiums  paid  on  health  insurance 
for  the  aged.  The  committee  also  recom- 
mended that  if  approval  were  granted  Mr. 
King  be  so  notified.  The  Council  voted  ap- 
proval. 

Amendments  to  the  Keogh-Smathers  Law 
providing  retirement  benefits,  which  are  in- 
tended to  remove  objections  voiced  by  the 
medical  profession  and  others,  have  been 
introduced  by  the  sponsors  of  the  law. 

A detailed  up-to-date  report  on  Federal 
legislation  will  be  included  in  the  committee’s 
supplementary  report. 

Miscellaneous.  As  this  report  is  being 
drawn  up,  a meeting  to  discuss  legislation 
on  matters  has  been  called  for  December  17  at 
the  Ten  Eyck  Hotel,  Albany.  The  House  also 
will  be  given  a report  on  this  meeting. 

An  expression  of  thanks  is  due  to  all  who  have 
assisted  your  chairman.  Foremost  among  these 
are  James  M.  Blake,  M.D.,  chairman,  Commis- 
sion on  Public  and  Professional  Affairs;  John 
H.  Carter,  M.D.,  cochairman;  and  Henry  I. 
Fineberg,  M.D.,  executive  vice-president. 

For  the  excellent  spirit  of  cooperation  shown 
by  our  Society’s  staff,  we  are  most  grateful. 
A special  vote  of  thanks  goes  to  the  regional 
representatives  and  secretaries  of  the  Division 
of  Communications,  headed  by  the  director, 
Guy  D.  Beaumont,  assisted  by  Martin  J. 
Tracey,  associate  director  and  coordinator, 
legislative  activities. 

Respectfully  submitted, 

George  J.  Lawrence,  Jr.,  M.D.  Chairman 
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Ad  Hoc  Committee  to  Study  Effective  Representation  in  Albany 


To  the  House  of  Delegates , Gentlemen : 

The  committee  consists  of  the  following 
members: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


George  J.  Lawrence,  Jr.,  M.D Queens 

John  C.  McClintock,  M.D Albany 

Frederic  W.  Holcomb,  Sr.,  M.D...  Kingston 

Leo  E.  Gibson,  M.D Syracuse 

Harold  T.  Golden,  M.D Herkimer 

Albert  M.  Schwartz,  M.D New  York 

John  H.  Carter,  M.D Albany 


The  committee  held  two  meetings,  the  first 
on  August  1 and  the  second  on  September  24. 

At  the  first  meeting,  members  of  the  commit- 
tee expressed  their  own  views  as  well  as  com- 
ments that  had  come  to  their  attention  in  their 
respective  areas  of  the  State. 

These  discussions  seemed  to  indicate  a great 
need  for  more  contact  with  legislators  by  indi- 
vidual physicians  throughout  the  State,  repre- 
sentatives of  respective  county  medical  societies, 
as  well  as  more  contact  with  the  legislators 
during  the  session  of  the  Legislature  in  Albany. 

Considerable  discussion  centered  around  the 
cost  of  various  types  of  legislation  activities, 
including  a full-time  legislation  office  with  a 
director  in  Albany.  Discussion  also  included 
the  over-all  status  of  the  State  Medical  Society 
budget  and  funds  that  might  be  available  for 
activities  of  this  type. 

The  various  types  of  legislation  activities  in 
which  the  State  Medical  Society  has  partici- 
pated through  the  past  forty  years  were  re- 
viewed. It  was  pointed  out  that  on  at  least 
four  prior  occasions  the  House  of  Delegates  had 
concerned  itself  with  a study  of  the  problem  of 
legislation  activities  in  Albany. 

Following  the  discussion,  the  committee  con- 
cluded as  follows: 

1.  An  “open  hearing”  should  be  held  to  re- 
ceive suggestions  from  various  members  of  the 
Medical  Society  of  the  State  of  New  York. 


2.  The  present  legislative  counsel  be  re- 
tained. 

3.  Field  representatives  from  the  Division 
of  Communications  be  assigned  to  legislation 
as  a primary  part  of  their  activities,  during  the 
session  of  the  Legislature  spending  the  first  three 
days  of  the  week  in  Albany,  with  indicated  con- 
tact with  legislators  and  committees  and  mem- 
bers of  the  Legislation  Committee,  returning  to 
their  respective  field  areas  in  the  latter  part  of 
the  week,  maintaining  contact  with  the  local 
county  societies  and  physicians  in  the  area. 

4.  The  Division  of  Communications  to  as- 
sume production  of  the  Legislation  Letter  under 
the  direction  of  Dr.  Fineberg,  using  either  the 
editor  of  last  year  or  another  selection  of  choice. 

5.  The  administrative  office  under  the  direc- 
tion of  Dr.  Fineberg  to  investigate  the  cost  of 
establishing  an  operating  office  in  Albany,  per- 
haps at  one  of  the  hotels,  to  be  used  during  the 
legislative  session. 

The  “open  hearing”  was  held  at  State  Society 
headquarters  on  September  24.  This  meeting 
was  well  attended.  There  was  fair  representa- 
tion of  various  county  societies  upstate  as  well 
as  in  the  metropolitan  area,  and  there  was  a 
free  discussion  of  possibilities  and  activities. 

Following  the  open  hearing,  the  committee 
met  for  the  second  time.  The  committee  re- 
affirmed the  conclusions  arrived  at  during  the 
first  meeting  but  added  one  further  recommen- 
dation. This  recommendation  was  that  a fourth 
member  of  the  staff  of  the  Communications 
Division  be  employed  who  has  had  experience 
in,  and  is  knowledgeable  about,  legislation  ac- 
tivities. He  should  be  assigned  to  the  Albany 
area  and  would  assume  the  responsibility  for  the 
legislation  activities  through  the  other  field  men 
in  contacting  and  carrying  out  communications 
throughout  the  State. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 
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Public  Relations 


To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Council  Committee  on  Public 
Relations  are: 

John  C.  McClintock,  M.D.,  Chairman 


Albany 

Erwin  J.  Boerschlein,  M.D Monroe 

Felix  Ottaviano,  M.D Madison 

Irving  M.  Pallin,  M.D Kings 

Samuel  Wagreich,  M.D Bronx 

C.  Stewart  Wallace,  M.D Tompkins 


General.  On  June  1,  Guy  D.  Beaumont 
became  the  new  director  of  the  Communications 
Division.  Two  regional  representatives  also 
were  hired:  Harry  Dexter,  presently  assigned 
to  the  Sixth,  Seventh  and  Eighth  District 
Branches,  and  William  Riddle,  to  the  Metro- 
politan New  York  area,  First,  Second  and 
Ninth  District  Branches.  Other  members  of 
the  staff  are:  Martin  J.  Tracey,  associate  di- 
rector and  editor  of  the  Newsletter;  Sylvia 
Rackow,  media  relations  coordinator;  Evelyn 
Clark,  assistant  editor,  Newsletter,  and  secretary 
to  Mr.  Tracey;  Bethany  Culhane,  secretary  to 
Mr.  Beaumont. 

In  the  past  six  months  Mr.  Beaumont  as 
director  of  the  Division  has  spent  time  familiar- 
izing himself  with  the  policies  and  activities  of 
the  State  Society.  He  is  gradually  reorganizing 
the  Division  to  provide  the  most  effective  opera- 
tion. Several  productive  trips  have  been  made 
to  county  medical  society  meetings  to  learn  of 
their  requirements  and  attitudes. 

One  important  achievement  has  been  the 
re-establishment  and  implementation  of  the 
field  service.  The  regional  representatives, 
while  studying  the  needs  of  the  county  societies, 
have  offered  their  services  to  the  society  officers, 
committee  chairman,  and  executive  secretaries. 
They  have  in  particular  promoted  “New  York 
Operation  Hometown.” 

In  July,  the  director  called  a two-day  Com- 
munications Division  staff  meeting  to  indoctri- 
nate the  regional  representatives  and  the  other 
new  staff  members  in  State  Society  policies  and 
projects.  At  this  meeting  the  heads  of  every 
State  Society  department  discussed  the  opera- 
tions of  their  department  and  made  recommen- 
dations to  the  staff  as  to  how  the  Communi- 
cations Division  could  assist  them.  This  meet- 
ing was  so  successful  that  similar  conferences 
will  be  held  every  six  months.  The  second 
conference  will  be  held  in  January  of  1964. 

Newsletter.  The  Newsletter  was  distributed 
monthly  except  in  July  and  August.  Several 
issues  exceeded  the  normal  four-page  format. 
Two  special  issues  were  mailed  during  the  cam- 
paign to  prevent  the  licensing  of  chiropractors. 
All  issues  are  now  being  sent  to  every  physician 
in  the  State  and  to  interns,  residents,  and  legis- 
lators. 

Research  has  been  underway  for  four  months 
to  make  the  Newsletter  more  effective.  Efforts 
to  obtain  advertising  to  underwrite  the  total 


cost  of  the  Newsletter  were  successful  and  a 
revamped  Newsletter  will  appear  in  January  of 
1964.  Circulation  of  the  Newsletter  is  presently 
at  approximately  38,000  copies.  A study  is 
underway  to  determine  the  efficiency  of  the  mail- 
ing service  used  by  the  Division  and  of  the  con- 
trols applied  to  the  expanding  circulation  list. 

Legislation.  In  the  field  of  State  legisla- 
tion, the  committee  worked  with  the  Legislation 
Committee  and  the  Ad  Hoc  Committee  to 
Study  Effective  Representation  in  Albany. 
Two  important  meetings  were  held,  one  at 
Lake  George  in  August  and  the  second  at  Al- 
bany in  October. 

At  the  Albany  meeting,  five  items  were  con- 
sidered by  the  committee  concerning  effective 
representation  in  Albany.  The  first  two  items 
concerned  suggestions  made  at  the  open  hear- 
ings on  State  legislation  efforts  held  in  Sep- 
tember, and  the  retention  of  the  present  Albany 
legislative  counsel.  The  other  three  items  were: 
legislative  activities  of  the  field  representatives 
in  Albany;  proposed  office  in  that  city;  the 
Legislation  Letter. 

A two-room  suite  in  the  Ten  Eyck  Hotel  in 
Albany  has  been  rented  for  the  period 
January  1 through  March  31,  1964,  to  serve  as 
State  Society  headquarters.  The  present  staff 
consisting  of  two  field  men  will  be  increased  to 
three  on  or  about  January  1,  1964.  They  will 
be  under  the  direction  of  the  Legislative  Coun- 
sel concerning  matters  of  legislation. 

The  Legislation  Letter  will  be  completely 
revamped  so  as  to  make  it  more  readable  and 
more  informative  as  well  as  to  overcome  de- 
ficiencies in  last  year’s  version. 

Regarding  Federal  Legislation,  “New  York 
Operation  Hometown”  was  launched  by  the 
Communications  staff.  The  primary  purpose  of 
this  project  is  to  alert  county  medical  societies 
to  the  need  for  a planned  organization  at  the 
local  level  to  combat  such  legislation  as  the 
King- Anderson  Bill.  The  secondary  objective 
is  to  provide  the  tools  for  such  an  organization. 
These  include  a complete,  detailed  explanation 
of  a committee  structure  contained  in  a kit 
supplied  by  the  A.M.A.  Through  the  field 
staff,  the  Newsletter,  and  correspondence  this 
project  has  been  promoted  extensively  and  will 
be  implemented  continuously,  particularly  dur- 
ing the  coming  crucial  presidential  election  year. 

A high-light  in  the  Federal  legislation  ac- 
tivities was  the  preparation  by  the  staff  of  a 
formal  presentation  detailing  the  State  Society’s 
opposition  to  the  King- Anderson  Bill.  Plans 
call  for  this  statement  to  be  presented  in  person 
by  our  president  at  the  public  hearings  of  the 
House  Ways  and  Means  Committee  if  and  when 
they  are  resumed  following  postponement  due 
to  the  President’s  death. 

Publicity  also  was  given  through  the  News- 
letter and  other  media  to  the  Keogh-Smathers 
Law  providing  retirement  benefits. 
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As  part  of  the  Commission  on  Public  and 
Professional  Affairs,  the  committee  carried 
on  the  above  activities  with  the  assistance  and 
approval  of  James  M.  Blake,  M.D.,  chairman. 

Radio,  Television,  Press,  and  Motion 
Pictures.  The  Division  continued  to  explore 
means  by  which  to  better  serve  the  media  of 
information. 

Services  offered  to  the  media  include:  in- 
terview arrangements,  aid  in  writing  medical 
articles,  radio  and  television  scripts  as  well  as 
checking  manuscripts  for  medical  accuracy  by 
qualified  physicians.  The  Telanswer  service 
(YUkon  6-5770)  for  holidays  and  weekend  use 
of  press,  radio,  and  TV  was  continued  (through 
this  service  a member  of  the  communications 
staff  can  be  reached  by  the  media  twenty-four 
hours  a day).  Information  services  and  the 
Speaker’s  Bureau  were  continued.  A listing 
of  over  500  volunteer  physicians  is  maintained 
for  this  service. 

Examples  of  some  of  the  requests  for  informa- 
tion received  by  the  Communications  Division 
are  as  follows:  Inquiries  were  received  on  topics 
such  as  Paget’s  Disease,  colitis,  the  State  Society 
policy  on  electrolysis,  emergency  medical  identi- 
fication, the  medical  viewpoint  on  children 
drinking  coffee,  medical  quackery,  Leman’s 
method  of  painless  childbirth,  infectious  hepa- 
titis, the  staff  of  Aesculapius,  an  explanation  of 
Pope  John’s  condition,  augmentation  mamma- 
plasty,  State  Society’s  resolution  on  smoking, 
effects  of  air  travel  on  heart  conditions,  place- 
bos, “Good  Samaritan”  law,  electrically  pow- 
ered wheelchairs,  A.M.A.-E.R.F.,  medicare, 
and  so  forth. 

The  Burgess  Meredith  TV  spot  messages  were 
distributed  completely  to  32  television  stations 
in  New  York  State.  Radio  messages  also  were 
distributed  to  140  radio  stations  in  the  State. 
The  “Dr.  Quiddity”  newspaper  series  has 
completed  its  trial  run  of  six  months.  A com- 
prehensive survey  to  determine  the  importance 
of  these  three  projects  was  completed  by  the 
Communications  Division.  This  survey  indi- 
cates that  the  television  spots  received  an 
average  of  two  to  three  showings  and  were 
shown  continuously  in  series  by  each  television 
station.  The  radio  messages  were  similarly 
used.  A remarkable  65  per  cent  of  the  State’s 
newspapers  used  the  Dr.  Quiddity  series  and 
still  continue  to  rerun  the  series.  All  three  of 
these  public  relations  aids  received  excellent 
results.  However,  because  of  lack  of  funds 
this  effective  program  has  had  to  be  terminated. 

The  Division  instituted  a series  of  weekly 
news  releases  for  use  by  county  medical 
societies.  Under  the  column  head  “Safeguard 
Your  Health”  county  societies  distribute  these 
to  their  local  daily  and  weekly  newspapers. 
These  releases  have  been  found  to  be  very  useful 
to  smaller  county  societies,  and  we  have  received 
favorable  reports  from  several  of  the  large 
county  societies  of  their  usefulness. 

Following  a survey  of  the  State’s  radio  sta- 
tions, a series  of  monthly  radio  spot  announce- 
ments was  developed.  Over  70  stations  now 
carry  these  messages  which  are  timed  to  run 


10,  20,  30,  40,  and  60  seconds  and  can  be  run  at 
all  hours  of  the  day.  Public  service  health 
topics  are  discussed  such  as  “diabetes  detec- 
tion,” “overweight,”  “treatment  for  nose- 
bleed,” “hints  for  expectant  mothers,”  and 
others. 

As  the  East  Coast  Physicians  Advisory  Com- 
mittee’s liaison  with  media,  the  Division 
(through  assigned  physicians)  checked  over  150 
scripts  for  “The  Doctors”  (NBC-TV),  and 
arranged  interviews  with  qualified  physicians 
and  psychiatrists  for  script  writers  of  the  follow- 
ing television  programs:  “The  Breaking  Point,” 
“The  Eleventh  Hour,”  “The  Nurses,”  and  “Dr. 
Kildare.” 

In  addition  to  checking  articles  for  medical 
accuracy,  aid  with  feature  articles  and  magazine 
stories  was  given  to  writers  from  Good  House- 
keeping, McCalls,  Reader's  Digest,  Pageant, 
Woman's  Home  Companion,  Time,  Newsweek, 
Life,  New  York  Post,  New  York  Herald  Tribune, 
New  York  News,  Television  Age,  Wall  Street 
Journal,  KMR  Publications,  New  York  Times, 
NAB,  CBS  News,  National  Encyclopedia,  As- 
sociated Press,  and  United  Press  International. 

In  addition  to  the  radio  and  television  cover- 
age during  the  convention,  the  Communications 
Division  scheduled  over  50  physicians  to  appear 
each  week  throughout  the  year  on  the  “Phy- 
sician Answers”  portion  of  the  Jewish  Home 
Show  on  WEVD.  Interviews  were  also  ar- 
ranged for  physicians  to  appear  on  four  “Long 
John  Nebel”  shows  (WOR);  the  Ted  Steele 
Program  (WCBS)  and  WNEW  and  Earl  Ubell’s 
WNEW  program,  on  which  Executive  Vice- 
President  Henry  I.  Fineberg,  M.D.,  appeared, 
the  Fay  Henle  “Dollars  & Sense”  program 
(WOR)  on  which  President  William  L.  Wheeler, 
Jr.,  M.D.,  guested  twice,  and  the  Jimmy  Wall- 
ington  Show  (CBS) . Guest  physicians  were 
also  placed  on  WMCA  and  other  stations. 
Speakers  were  also  supplied  for  county  medical 
society  meetings,  Woman’s  Auxiliary,  medical 
assistants,  civic  organizations,  special  groups 
such  as  “Gamblers  Anonymous,”  and  others. 

Copies  of  each  issue  of  the  New  York  State 
Journal  of  Medicine  go  to  a special  list  of 
science  editors  and  writers  in  advance  of  general 
distribution.  Editors  are  kept  informed  of  the 
State  Society’s  position  on  legislation  and 
problems  dealing  with  the  health  of  the  public. 
The  Newsletter  is  also  distributed  to  the  State’s 
press. 

Several  special  events  in  which  the  Communi- 
cations Division  actively  participated  included 
the  17th  World  Medical  Assembly.  The  Divi- 
sion set  up  and  maintained  the  press  room  and 
aided  with  news  coverage  during  the  week-long 
meeting,  October  13  to  17. 

The  Communications  Division  assisted  the 
Division  of  Scientific  Activities  (August  1 
and  2)  by  arranging  press  coverage  of  a sym- 
posium on  Forensic  Medicine  for  Coroners, 
Medical  Examiners,  Pathologists  and  District 
Attorneys  at  the  office  of  the  Chief  Medical 
Examiner. 

Special  releases,  where  advisable,  were  sent 
to  the  press  regarding  district  branch  elections, 
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committee  appointments,  meetings,  and  so  forth. 

Future  plans  include  development  of  im- 
proved liaison  with  radio  and  television  pro- 
grams for  placement  of  qualified  physicians  on 
programs. 

Annual  Meeting.  Advance  publicity  for 
the  1963  annual  meeting  included  ten  precon- 
vention releases  sent  to  newspaper  and  radio  and 
television  stations  throughout  the  State.  Mail- 
ings were  made  to  hospitals  and  medical  schools 
with  copies  of  the  special  convention  Newsletter 
for  bulletin  boards.  Some  400  circulars  re- 
garding the  “History  of  Medicine”  section 
(open  to  the  public)  were  distributed  to  schools, 
women’s  clubs,  and  others.  The  New  York 
City  Convention  and  Visitors  Bureau  assisted  by 
distributing  over  300  more  circulars. 

Advance  fact  sheets  and  press  conference 
highlight  guides  were  prepared  and  distributed 
I to  daily  papers  and  radio  and  television  stations 
as  well  as  the  trade  press.  Twenty-four  re- 
leases were  prepared  in  advance  on  scientific 
papers  presented  at  the  meeting.  These  re- 
leases were  distributed  through  the  press  room 
at  the  convention  to  members  of  the  media,  and 
mailed  daily  to  upstate  newspapers  and  maga- 
i zines.  Radio  and  television  interviews  were 
initiated  prior  to  convention  time  wherever 
possible;  23  releases  were  prepared  and  dis- 
tributed during  the  convention. 

Ten  scrolls,  10  president’s  citations,  and 
123  Fifty-Year  Doctor  certificates  were  proc- 
! essed  for  presentation  at  the  meeting. 

The  press  room,  in  the  Pennsylvania  Room, 
was  maintained  during  the  meeting  and  used  by 
70  members  of  the  press,  radio,  and  television. 
Daily  coverage  was  given  to  the  annual  meeting 
by  New  York  Times,  Herald  Tribune,  Associated 
Press,  Post,  News,  World-Telegram  & Sun, 
Journal  American,  Wall  Street  Journal,  L.  I. 
Press,  Newsday,  as  well  as  NBC-TV,  NBC 
News,  ABC-TV,  WPIX-TV,  CBS-TV,  WINS, 
WNEW,  WHN  (Mutual)  Metromedia,  Amer- 
ican Radio  News;  30  radio  and  television  inter- 
views and  special  programs  were  arranged. 

Forty-nine  participants  in  the  meeting  ap- 
peared on  these  programs.  Five  group  “press 
conferences”  were  arranged  and  special  stories, 
spot  interviews,  and  so  forth  were  developed 
during  the  course  of  the  convention.  For 
example,  a telephonic  hookup  was  made  with 
t Patrick  Air  Force  Base  during  the  “Space 
Medicine”  press  conference  because  it  coincided 
with  Astronaut  Cooper’s  journey  through 
space.  This  project  received  outstanding 
coverage  and  proved  a “press  break”  for  the 
convention.  Interviews  were  developed  on  reso- 
lutions passed  during  the  House  of  Delegates 
session  for  television  radio  stations  as  well  as 
newspapers.  Photo  coverage  was  given  the 
meeting  by  New  York  Times,  Herald  Tribune, 
News,  Post,  World-Telegram  and  Sun,  Journal 
American,  Associated  Press,  United  Press 
International,  Westchester  County  Publish- 
ers, Newsday,  L.  I.  Star  Journal. 

Science  writers  from  Medical  Economics, 
Medical  World  News,  Medical  Times,  US  News 


& World  Reports,  Western  Medical  Publications, 
American  Druggist,  Hospital  Topics,  Drug 
Topics,  Drug  Trade  News,  and  Good  House- 
keeping covered  the  entire  convention.  In 
addition  to  releases  sent  to  State-wide  papers 
daily,  verbal  information  was  given  to  many 
upstate  papers  calling  the  press  room.  The 
Division  also  arranged  photo  coverage  of  events, 
certificate  and  scroll  presentation  materials, 
and  so  forth.  Public  relations  exhibits  were 
also  arranged  and  displayed.  Press  conferences 
were  arranged  and  tape  recordings  were  made 
by  WNEW,  WINS,  and  the  Mutual  Broad- 
casting System  for  documentaries. 

Prior  to  the  convention,  participants  in  the 
scientific  program  were  requested  to  send  in 
scientific  papers  as  well  as  to  appear  at  the  press 
room  for  interview  arrangements.  Attempts 
were  made  to  contact  personally  each  scheduled 
participant.  Following  the  convention,  re- 
quests were  filled  for  interviews  for  radio,  tele- 
vision, and  magazine  writers. 

Approximately  375  news  items  appeared  in 
the  New  York  press  before  and  during  the 
convention. 

Awards.  The  Communications  Division  dia 
the  necessary  ground  work  for  the  following 
awards: 

Albion  O.  Bernstein,  M.D.,  Award — estab- 
lished by  Dr.  Bernstein’s  father  in  memory  of 
his  dedicated  physician  son.  The  award  con- 
sists of  a scroll  and  an  honorarium  of  $1,500  and 
was  presented  to  “the  physician,  surgeon,  or 
medical  research  scientist  who,  in  the  opinion 
of  the  judges,  shall  have  made  the  most  widely 
beneficial  discovery  or  developed  the  most  use- 
ful method  in  medicine,  surgery,  or  the  preven- 
tion of  disease,  during  the  year. 

A total  of  4,000  letters  were  sent  to  deans  of 
medical  schools,  hospitals  (over  100  beds), 
academies  of  medicine,  and  specialty  societies 
in  the  United  States.  A news  release  and  a 
flyer  was  sent  to  radio  and  television  stations 
and  newspapers  in  New  York  State  announcing 
the  award.  The  nominations  were  forwarded 
to  the  Awards  Committee  prior  to  the  conven- 
tion. 

Empire  State  Award  for  Excellence  in  Medical 
Reporting — The  Communications  Division  sent 
letters,  flyers,  and  brochures  to  officers  of  county 
medical  societies  asking  for  nominations  for  this 
award. 

President's  Citation. — (Letters  were  prepared 
and  mailed  to  presidents  of  county  medical 
societies  and  district  branches  requesting 
nominations  for  this  award.  Following  selec- 
tion of  candidates,  scrolls  were  prepared  and 
letters  sent  to  recipients.  Letters  were  sent  also 
to  county  societies  and  district  branches  noti- 
fying them  of  the  candidates  selected. 

Outstanding  General  Practitioner  of  New 
York  State — Letters  were  sent  to  presidents, 
executive  secretaries,  and  secretaries  of  county 
medical  societies  asking  for  nominations  and 
curriculae  vitae.  The  nominations  were  for- 
warded to  the  Committee  on  Public  Relations 
and  its  choice  approved  by  the  Council. 
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Fifty-Year  Doctor  Awards — A listing  of 
doctors  with  fifty  years  of  service  to  medicine 
(graduates  of  the  class  of  1913)  was  developed 
and  processed.  Letters  of  notification  were 
sent  to  the  doctors  as  well  as  to  county  medical 
societies. 

Emergency  Medical  Identification.  An 

evaluation  was  made  of  the  program  to  provide 
metal  emergency  medical  identification  tags  to 
patients  who  suffer  from  certain  diseases.  At 
the  September  meeting  a report  was  submitted 
by  the  Communications  Division  to  the  com- 
mittee. The  committee  and  James  J.  Quinlivan, 
M.D.,  director,  Bureau  of  Public  Health  Ed- 
ucation, who  represented  the  New  York  State 
Department  of  Health,  agreed  to  issue  a joint 
report  for  distribution  to  all  county  medical 
societies  advising  them  that  neither  the  State 
Society  nor  the  Department  of  Health  would 
implement  a program  involving  metal  emer- 
gency medical  identification  tags  but  that  they 
would  assist  in  an  advisory  capacity  any 
county  medical  society  or  other  health  group 
considering  such  a program. 

Regional  Conference.  The  Division  held 
the  “pilot”  regional  conference  of  county 
society  and  district  branch  officers  in  Buffalo 
on  September  12.  More  than  65  representatives 
from  the  Seventh  and  Eighth  District  Branches 
attended  the  meeting.  This  pilot  project  was 
a great  success  and  the  committee  recom- 
mended that  other  similar  conferences  should 
be  held.  More  than  one  participant  expressed 
the  opinion  that  not  one  but  two  such  con- 
ferences should  be  held  in  each  area  of  the  State 
each  year.  No  additional  meetings  were  author- 
ized for  lack  of  funds. 

Community  Health  Week.  Community 
Health  Week  was  sponsored  jointly  by  the 
Medical  Society  of  the  State  of  New  York  and 
the  State  Health  Department.  County  so- 
cieties were  urged  to  participate  in  Community 
Health  Week,  October  20  to  27.  Press  releases 
and  radio  and  television  spot  announcements 
were  prepared.  A letter  to  the  Governor  asking 
him  to  issue  a proclamation  resulted  in  his 
proclaiming  the  week.  Excellent  cooperation 
was  received  from  the  county  societies. 

Guide  for  Cooperation.  The  annual  meet- 
ing of  the  representatives  of  the  press,  radio 
and  television  to  review  the  “Guide  For  Co- 
operation” was  held  on  May  10  at  headquarters. 
No  serious  complaints  were  made  by  the  media 
and  no  major  changes  were  suggested.  The 
views  helped  to  develop  better  liaison  between 
the  media  and  the  medical  profession. 

The  meeting  approved  by  the  committee 
to  review  the  Guide  in  upstate  areas  could  not 
be  held  because  of  lack  of  funds. 

Standards  of  Practice.  Members  of  the 
committee  met  with  representatives  of  the 
New  York  State  Bar  Association  to  renew  the 
“Standards  of  Practice  for  Doctors  and  Law- 
yers.” While  several  suggestions  were  made 
outside  the  scope  of  the  document  for  improving 


relations  between  the  professions,  no  changes 
were  voted.  In  the  future  the  duty  of  review- 
ing this  document  will  be  handled  by  the 
Society’s  Joint  Committee  with  the  Bar  As- 
sociation. 

Code  of  Understanding.  The  committee 
held  several  meetings  with  representatives  of 
the  Pharmaceutical  Society  of  the  State  of 
New  York  to  develop  the  “Code  of  Under- 
standing Between  Pharmacists  and  Physicians” 
and  to  foster  the  continued  smooth  develop- 
ment of  relations  between  the  professions 
of  medicine  and  pharmacy  in  the  State  of 
New  York,  to  the  end  that  the  public  will  be 
better  served  by  both. 

The  Code  recognized  the  clear  distinction 
between  the  two  professions,  while  at  the  same 
time  recognizing  the  increasing  interdependence 
of  the  professions  on  each  other. 

This  Code  has  been  approved  by  the  Council 
with  the  provision  that  if  the  Pharmaceutical 
Society  makes  any  changes,  they  will  be  sub- 
mitted to  the  Council  for  its  consideration  and 
approval.  At  report  time,  the  Pharmaceutical 
Society  had  not  acted  on  the  approved  version 
of  the  Code. 

Exhibits.  The  committee  took  up  the 
matter  of  purchasing  50  public  service  exhibits 
for  use  by  the  county  medical  societies.  Since 
the  cost  is  $50  each  the  committee  decided 
that  only  a few  exhibits  should  be  purchased. 
These  exhibits  have  not  been  purchased  to 
date  because  of  the  lack  of  funds. 

Woman’s  Auxiliary.  Assistance  in  the 
form  of  typing  and  duplication  of  letters  and 
other  materials  was  given  to  the  Woman’s 
Auxiliary  during  the  year.  Mrs.  Culhane 
conferred  frequently  with  the  president  of  the 
Woman’s  Auxiliary,  Mrs.  Ezra  A.  Wolff. 

Medical  Assistants.  Help  was  rendered 
by  the  office  staff  and  the  regional  represent- 
atives to  the  Medical  Assistants  Association 
in  publicizing  their  drive  for  new  members  and 
new  chapters.  Mrs.  Culhane  assisted  the 
M.A.A.  extensively  with  their  publication , 
Reflex  and  assisted  with  their  meetings. 

New  York  State  Association  of  the 
Professions.  Mr.  John  Pardee  as  executive 
secretary  of  this  Association  attended  all  its 
meetings  and  conferences  up  until  September 
of  1963  when  he  left  the  Society  staff.  Better 
established  by  this  date,  NYSAP  now  requires 
less  assistance  from  our  officers.  However, 
we  are  still  rendering  extensive  assistance  with 
letters,  mailings,  duplications,  and  so  forth. 
Membership  of  the  Association  is  now  2,451. 

Digest.  Summaries  of  the  proceedings  of 
the  House  of  Delegates  and  the  meetings  of 
the  Council  were  prepared  and  distributed  as 
usual. 

1964  Proposed  Program 

1.  With  the  regional  representatives  well 
established  in  their  territories,  a program  of 
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assigning  the  representatives  planned  projects 
for  cooperation  with  county  medical  societies 
will  be  put  into  effect  early  in  1964. 

Each  regional  representative  is  compiling  a 
record  of  facts  regarding  each  county  medical 
society  which  will  indicate  their  strengths  and 
weaknesses,  programs  in  existence,  and  those 
which  are  needed.  Based  on  this  recorded 
information,  an  individual  course  of  action  for 
each  society  will  be  undertaken. 

2.  Work  is  already  underway  to  create  a 
cooperative  State  Speaker’s  Bureau.  Existing 
structure  will  be  reorganized  and  expanded  so 
that  assistance  may  be  offered  to  small  county 
medical  societies  which  do  not  have  the  staff 
or  budget  to  implement  a speaker’s  bureau  of 
their  own. 

To  assist  with  the  above  Speaker’s  Bureau 
program,  two  meetings  are  planned  to  train 
physicians  in  the  basics  of  public  speaking. 
This  Speaker’s  Training  Institute  will  be  made 
available  to  those  physicians  who  are  par- 
ticipants in  either  the  cooperative  State 
Speaker’s  Bureau  or  “Operation  Hometown.” 
This  program  will  be  undertaken  with  the  coop- 
eration of  Smith  Kline  & F rench  who  will  again 
make  available  to  us  the  services  of  Robert 
Haakenson,  Ph.D. 

3.  Recent  experience  indicates  that  the 
Division  would  benefit  by  an  aggressive  program 
for  contacting  all  news  media.  To  this  end, 
our  media  coordinator  will  undertake  a program 
of  scheduled  contacts  with  the  press  and  radio 
and  television  broadcasters.  It  is  expected 
that  substantial  increase  in  activity  will  result. 


4.  Two  slide  film  presentations  are  planned 
for  improving  relations  and  communications 
between  the  State  Society,  county  medical 
societies,  and  the  individual  physician  member. 
One  presentation  will  graphically  explain  what 
the  State  Society  does  for  the  county  society 
and  member.  The  second  presentation  will 
describe  pictorially  the  structure  of  the  State 
Society  organization,  who  does  what,  and  why. 
Explanations  of  each  division,  its  assigned  work 
and  responsibilities,  will  be  given. 

5.  Public  relations  aids  for  county  societies 
as  well  as  the  State  Society  are  planned. 
Included  are  physical  fitness  posters  for  high 
schools,  radio  spot  messages,  a new  newspaper 
series,  and  continuation  of  health  message 
news  releases. 

6.  With  the  establishment  of  an  Albany 
legislation  headquarters  the  Division  will, 
through  the  active  participation  of  the  regional 
representatives,  assist  with  State  legislation 
efforts.  Assistance  with  Federal  legislation 
will  be  provided  as  called  for. 

7.  A very  strong  effort  will  be  made  during 
1964  to  improve  communications  within  the 
State  Society  headquarters,  between  State  and 
county  societies,  and  between  the  State  Society 
and  the  individual  member.  Of  great  im- 
portance in  this  program  will  be  the  revamped 
Newsletter. 


Respectfully  submitted, 

John  C.  McClintock,  M.D.,  Chairman 
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1964  HOUSE  OF  DELEGATES 


Legal  Matters 


Malpractice  Insurance  and  Defense 


To  the  House  of  Delegates,  Gentlemen: 

The  Malpractice  Insurance  and  Defense 
Board  consists  of  the  following: 

John  J.  Della  Porta,  M.D.,  Chairman . Monroe 
Thomas  M.  d’Angelo,  M.D.,  Vice-Chairman 


Queens 

David  Kershner,  M.D Kings 

A.  L.  Loomis  Bell,  M.D New  York 

Raymond  S.  McKeeby,  M.D Broome 

George  H.  Shields,  M.D Oneida 

Norton  S.  Brown,  M.D New  York 


Waring  Willis,  M.D.,  ex  officio.  . Westchester 

Samuel  Z.  Freedman,  M.D.,  ex  officio 

New  York 

William  F.  Martin,  counsel,  ex  officio 

New  York 

James  M.  Arnold,  indemnity  representative, 

ex  officio New  York 

During  the  period  covered  by  this  report 
(January  through  October,  1963),  the  Board 
held  eight  regular  meetings.  In  addition  to 
the  routine  examining  of  malpractice  cases, 
acting  on  applications  for  coverage  for  spe- 
cialties excluded  under  the  master  policy,  and 
deciding  questions  of  classification,  the  Board 
interviewed  20  members  on  matters  relating  to 
their  professional  liability  insurance. 

Forty-four  applications  for  new  insurance 
were  examined,  of  which  26  were  accepted  and 
18  declined.  With  respect  to  existing  insurance, 
coverage  was  continued  in  10  cases  considered, 
discontinuance  was  directed  in  10  cases,  and  3 
cases  were  referred  to  our  insurance  carrier 
with  recommendations  that  consideration  be 
given  to  insuring  at  a special  rate. 

Participation  in  the  Society  program  has 
continued  to  increase,  and  it  would  appear 
that  about  500  more  members  will  be  insured  in 
1963  than  in  1962. 

In  its  last  report,  the  Board,  in  response  to 
repeated  suggestions  from  members  that  the 
premium  charged  should  be  based  partly  on 
individual  loss  experience,  submitted  for  con- 
sideration by  the  Society  a proposal  that  an 
additional  charge  be  imposed  for  each  suit 
filed,  for  each  claim  settled  for  more  than  a 
nominal  amount,  and  for  each  substantial  unit 
of  over-all  payment  made.  The  reference 
committee  decided  not  to  take  any  stand  on 
this  proposal  and  recommended  that  it  be 
referred  to  the  membership.  The  Council  later 
directed  the  Board  to  circularize  insured  mem- 


bers to  obtain  an  expression  of  opinion  and  this 
was  done,  starting  August  1,  1963,  by  a mem- 
orandum enclosed  with  each  member’s  renewal 
certificate  of  insurance. 

Of  445  replies  received  up  to  November  1, 
1963,  146  members  indicated  approval,  179 
disapproved,  and  120  approved  with  some 
qualifications.  Of  the  latter  group,  the  ma- 
jority objected  to  any  penalty  charge  made 
solely  on  the  basis  that  a suit  had  been  filed. 
Many  members,  including  those  who  have 
never  had  a malpractice  case,  have  objected 
strongly  to  the  proposal  as  being  inconsistent 
with  the  principles  of  our  insurance  program. 

In  view  of  the  marked  absence  of  enthusiasm 
for  this  proposal,  the  Board  recommends  that, 
unless  there  is  considerable  change  in  the 
trend  of  comments  received  prior  to  the  meet- 
ing of  the  House  of  Delegates,  no  further  action 
be  taken  and  that  the  present  procedure  of 
Board  consideration  of  individual  records  be 
continued. 

The  following  procedure  has  been  in  effect 
with  respect  to  changes  in  premium  rates, 
classification,  and  policy  forms: 

1.  Experience  by  policy  year,  by  specialty  or 
type  of  practice,  and  by  county  society  is 
tabulated  early  in  the  year  from  records  main- 
tained by  the  Indemnity  Representative  and 
audited  by  the  Society’s  Actuarial  Consultant. 

2.  The  resulting  data  is  examined  and  dis- 
cussed and  indicated  premium  changes  agreed 
on  by  the  Society  and  Company  actuaries. 

3.  Proposals  for  changes  in  premium  rates, 
classification,  and  policy  provisions  are  exam- 
ined by  the  Board  and  recommended  to  the 
House  of  Delegates. 

4.  After  approval  by  the  House  of  Delegates 
and  by  the  New  York  State  Insurance  Depart- 
ment, new  forms  are  printed  and  revised  cer- 
tificates are  issued  for  insurance  to  become  effec- 
tive on  and  after  September  1. 

Since  the  Board  will  be  unable  to  complete 
the  preliminary  work  necessary  for  submitting 
recommendations  to  meetings  of  the  House  of 
Delegates  held  early  in  February,  it  is  suggested 
that  it  be  authorized  to  submit  these  recom- 
mendations to  the  Council. 

Respectfully  submitted, 

John  J.  Della  Porta,  M.D.,  Chairman 
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Legal  Counsel 


To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-first  annual  report  as 
counsel  to  the  Medical  Society  of  the  State  of 
New  York.  Prior  to  that  time  I had  been  as- 
sociated with  my  predecessors,  Lloyd  Paul 
Stryker  and  Lorenz  J.  Brosnan,  since  the  spring 
of  1928. 

Robert  J.  Bell,  the  attorney  for  the  Society, 
has  been,  except  for  his  service  as  a naval 
officer  during  World  War  II,  with  me  for  thirty- 
three  years.  At  a meeting  of  the  Council  re- 
cently, a number  of  the  doctors  from  upstate 
who  had  just  been  present  in  a courtroom  where 
he  was  trying  a case  told  me  of  the  high  regard 
that  all  who  listened  had  for  his  ability  and 
learning.  What  they  said  is  typical  of  the 
opinion  that  many  of  the  judges  and  lawyers 
throughout  the  State  have  expressed  to  me. 
He  has  earned  not  only  the  respect  but  the 
warm  friendship  of  the  many  doctors  for  whom 
he  has  labored.  In  addition  to  his  heavy  sched- 
ule of  court  work,  he  participates  in  the  de- 
liberations of  the  Malpractice  Insurance  and 
Defense  Board  and  attends  many  of  the  county 
society  malpractice  meetings.  He  has  given  a 
number  of  talks  throughout  the  State  to  medical 
and  legal  groups. 

Harold  Shapero  started  his  legal  career  at  just 
about  the  same  time  I did.  Lloyd  Paul  Stryker 
was  then  counsel  for  the  Society,  and  Harold 
and  I worked  together  for  several  years.  When 
Mr.  Stryker  resigned,  Mr.  Shapero  went  with  him 
and  for  several  decades  worked  on  some  of  the 
most  important  trials  held  in  this  State.  With 
the  full  approval  of  Mr.  Stryker,  whom  I regarded 
as  one  of  my  dearest  friends,  Harold  came  back 
with  us  nine  years  ago.  He  has  tried  scores  of 
important  cases  for  us  and  is  held  in  extremely 
high  regard  by  his  fellow  members  of  the  bar. 
He  does  a great  deal  of  lecturing  in  our  field  of 
work  to  medical  groups,  and  attends  the  meet- 
ings of  the  malpractice  committee  of  the  Queens 
County  Medical  Society. 

I am  very  proud  of  the  fact  that  both  Bob 
Bell  and  Harold  Shapero  are  members  of  the 
American  College  of  Trial  Lawyers. 

John  J.  De  Luca  has  been  with  us  for  twenty- 
two  years.  He  supervises  the  pleadings  in  the 
office  and  attends  a great  many  of  the  examina- 
tions before  trial.  He  also  represents  the 
office  at  pretrial  hearings,  and  this,  because  of 
the  pressure  exerted  by  the  judges  in  an  effort 
to  clean  up  the  calendars,  can  be  very  time- 
consuming.  He  is  a very  skillful  appellate 
lawyer.  F or  many  years  he  has  been  adviser  to 
the  Kings  County  Medical  Society  malpractice 
committee. 

William  C.  Richardson,  who  brought  to  the 
office  a long  experience  in  the  management  of 
claims,  having  spent  a good  deal  of  his  career  with 
an  insurance  company,  has  now  been  with  us  for 
fourteen  years.  He  does  a great  variety  of 
things,  and  in  the  last  several  years  has  tried  an 
increasing  number  of  cases.  He  advises  the 


Bronx  County  and  Nassau  County  Medical 
Society  malpractice  committees. 

It  is  with  mingled  emotions  that  I speak  of 
the  resignation  from  our  staff  of  J.  Richard 
Burns.  For  many  years  he  effectively  managed 
the  office,  attended  the  malpractice  meetings  in 
Westchester  County,  and  handled  a great  deal 
of  legal  correspondence  for  the  Medical  Society 
as  well  as  attending  its  meetings.  I shall  miss 
him  a great  deal,  but  I am  delighted  that  the 
Society  saw  fit  to  engage  him  as  Dr.  Fineberg’s 
assistant.  He  has  been  for  many  years  a tower 
of  strength  in  our  office,  and  I predict  the  Society 
will  profit  greatly  from  his  services. 

Donald  J.  Fager  came  with  this  office  eight 
years  ago  after  a brilliant  record  at  Notre  Dame 
University  and  New  York  University  Law 
School  where  he  was  a member  of  the  Law 
Review.  He  has  tried  a number  of  important 
cases  throughout  the  State.  He  attends  all 
meetings  of  the  New  York  County  Medical 
Society  malpractice  committee. 

William  C.  Ketchum,  Jr.,  is  engaged  in  both 
office  and  court  work.  He  has  tried  some  cases, 
and  he  attends  a number  of  the  malpractice 
committee  meetings  of  the  upstate  county 
medical  societies. 

Anthony  Louis  Schiavetti  does  a great  volume 
of  the  pleadings  work,  attends  examinations 
before  trial,  and  has  tried  a number  of  civil 
court  cases  with  great  success. 

I spoke  last  year  of  Miss  Cecilia  Brennan 
who  continues  her  fine  research  work  for  us. 
As  I mentioned,  she  has  a masters  degree  in 
nursing  administration  and  is  preparing  to  take 
the  New  York  bar  examinations. 

We  have  made  three  recent  additions  to  our 
staff,  and  I mention  them  in  the  chronologic 
order  of  their  coming  with  us.  Miles  Mc- 
Donald is  a graduate  of  Columbia  College  and 
Columbia  Law  School  and  is  now  studying  for 
the  bar  examination.  Carlo  Caffuzzi,  a graduate 
of  Columbia  College  and  Syracuse  University 
School  of  Law,  was  a member  of  the  Law  Review 
at  Syracuse.  He  has  passed  the  bar  examina- 
tion and  is  waiting  to  be  admitted.  Benjamin  I. 
Gertz,  a graduate  of  Yale  College  and  Columbia 
Law  School,  was  recently  admitted  in  the  Second 
Department. 

Since  my  last  report  I have  addressed  the 
following  groups  and  organizations:  the  Medi- 
cal Society  of  the  County  of  Chenango  and  also 
the  Four-County  malpractice  meetings,  the 
fourth  annual  meeting  of  the  Clinical  Congress 
of  Abdominal  Surgeons,  the  scientific  program  of 
the  Second  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York,  the  Medical 
Writers’  Institute,  the  malpractice  committee 
of  the  Schenectady  County  Medical  Society, 
the  malpractice  committee  of  the  Albany 
County  Medical  Society,  and  the  malpractice 
committee  of  the  Erie  County  Medical  Society. 
I also  attended  the  annual  convention  of  the 
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Medical  Society  of  the  State  of  New  York,  the 
annual  convention  of  the  International  Associa- 
tion of  Insurance  Counsel  at  French  Lick, 
Indiana,  and  the  New  York  State  Bar  Associa- 
tion convention.  I had  many  lengthy  con- 
ferences with  officers  of  the  committees  of  county 
societies  relating  to  matters  pending  before 
them. 

Mr.  Shapero  addressed  a joint  meeting  of  the 
Queens  County  Bar  Association  and  the 
Medical  Society,  the  medical  staff  of  the  New 
York  Eye  and  Ear  Infirmary,  and  the  Associa- 
tion of  the  Bar  of  the  City  of  New  York. 

Mr.  Fager  addressed  the  students  at  New 
York  Medical  College,  the  Medical  Assistants 
Society  of  Bronx  County,  the  Eastern  Psychiat- 
ric Research  Association,  the  New  York  Society 
of  Anesthesiologists  (Second  District),  and  the 
Richmond  County  Medical  Society. 

Malpractice.  Following  years  of  prepara- 
tory work,  the  new  Civil  Practice  Law  and 
Rules  went  into  effect  as  of  September  1,  1963. 
Many  of  the  new  provisions  are  of  great  interest 
with  respect  to  malpractice  litigation.  The  new 
C.P.L.R.  has  aroused  so  much  interest  and 
concern  that  thousands  of  lawyers  in  the  State 
took  courses  which  explain  how  the  new  laws 
work.  All  the  lawyers  in  our  office  have  at- 
tended at  various  times  the  relevant  post- 
graduate sessions. 

A very  important  change  has  been  made  in 
the  Statute  of  Limitations  as  it  pertains  to 
medical  malpractice.  I quote  from  pages  56  and 
57  of  Herbert  M.  Wachtell’s  new  book,  New 
York  Practice  Under  the  CPLR,  published  by 
the  Practicing  Law  Institute  of  New  York: 

three  years:  Action  to  recover  damages  for 

malpractice.  The  cause  of  action  accrues  and  the 
statute  begins  to  run  on  the  date  of  malpractice,  even 
though  the  malpractice  is  not  discovered  by  the 
patient  until  long  afterward.  However,  where  a 
course  of  treatment  for  the  same  or  related  illnesses  or 
injuries  continues  after  the  acts  of  malpractice,  the 
statute  will  not  begin  to  run  until  the  “end  of  con- 
tinuous treatment.”  Moreover,  if  a plaintiff  can 
establish  a breach  by  a defendant  of  a contract  to 
achieve  a particular  result,  e.g.,  to  cure  the  plaintiff — 
as  contrasted  with  the  usual  undertaking  which  is 
merely  to  use  due  professional  judgment  and  skill — 
the  action  would  not  be  for  “malpractice”  and  would 
be  governed  by  the  six-year  contract  statute  of 
limitations. 

I wish  at  this  point  to  repeat  a warning  that 
I have  many  times  issued  to  the  medical 
profession;  namely,  that  a doctor  should  not 
encourage  litigation  by  promising  more  than  he 
can  reasonably  hope  to  achieve,  and  particu- 
larly should  not  expressly  promise  a cure. 

The  rule  in  relation  to  the  Statute  of  Limita- 
tions has  a further  application  to  a counter- 
claim in  a suit  brought  for  professional  services 
rendered.  Before  the  new  C.P.L.R.  went  into 
effect,  if  a doctor  waited  until  the  Statute  of 
Limitations  expired  for  the  bringing  of  a mal- 
practice suit,  he  still  had  three  years  to  institute 
a suit  for  his  services.  Of  course  the  patient 
could  deny  that  skillful  service  was  rendered 


and  defeat  the  claim  for  monies  earned,  but  the 
patient  could  not  recover  for  claimed  injury 
and  expense  due  to  alleged  malpractice.  Now, 
he  may  counter-claim  when  suit  for  the  bill  is 
instituted  even  though  he  otherwise  could  not 
have  brought  an  independent  suit  for  mal- 
practice. He  may  counter-claim,  but  his 
recovery  is  limited  to  the  amount  that  the 
doctor  claims  was  the  value  of  his  services.  In 
other  words,  if  a doctor  sued  a patient  for 
$500  for  services  rendered,  and  the  patient 
could  prove  the  services  were  not  competently 
rendered  to  his  injury,  the  patient  could  not 
only  defeat  the  suit  but  could  also  recover 
$500;  however,  he  could  not  recover  more  than 
the  $500  for  which  the  doctor  originally  sued 
him.  Here,  I repeat  a warning  that  I have  is- 
sued many  times  before  that  professional  men 
should  be  exceedingly  circumspect  in  resorting 
to  a lawsuit  to  collect  for  services  rendered,  and 
they  should  be  particularly  careful  that  they  are 
familiar  with  the  history  of  the  patient  since 
the  date  of  the  last  visit  to  the  doctor.  The 
classic  instance,  and  it  is  a true  one,  is  of  a doctor 
who  sued  for  the  balance  due  on  an  operation  for 
a tubal  ligation  only  to  find  that  the  patient  was 
eight  months  pregnant  at  the  time  the  sum- 
mons was  served,  embarrassing  to  say  the  least. 

The  new  C.P.L.R.  adopts  the  Illinois  so- 
called  “long-arm  statute.”  This  provision  of 
the  Illinois  law  has  been  constitutionally 
tested  and  upheld  and  the  Legislature  of  New 
York  has  seen  fit  to  adopt  it.  The  law  pro- 
vides that  if  it  is  claimed  that  a wrong  was 
committed  in  the  State  of  New  York,  the  person 
who  committed  that  act  may  be  sued  by  service 
of  a summons  and/or  summons  and  complaint 
anywhere  that  the  prospective  defendant  may 
be  found.  Formerly  it  was  necessary  to 
serve  the  defendant  personally  in  New  York 
State.  This  law  is  of  particular  interest  in 
malpractice  cases  because  of  the  large  number 
of  doctors  who  have  completed  residencies  in 
New  York  or  for  other  reasons  go  elsewhere  to 
practice.  We  presently  have  a case  against  a 
New  York  surgeon  sued  in  New  York  State, 
and  his  associate,  who  went  to  another  state  to 
practice,  was  sued  in  that  state.  Should  this 
situation  arise  now,  both  men  would  be  named 
in  the  New  York  action  and  service  on  the  out- 
of-state  doctor  would  be  just  as  effective  as 
service  on  the  New  York  doctor  within  the 
State.  There  is,  however,  a further  provision 
in  the  C.P.L.R.  which,  taking  cognizance  of  the 
“long-arm  statute,”  as  previously  referred  to, 
corrects  an  injustice  that  has  persisted  for  many 
years.  To  illustrate,  Dr.  Jones  practices  in 
New  York  State  for  many  years  and,  at  a time 
when  the  statutory  period  has  not  expired  after 
a claimed  act  of  malpractice,  he  leaves  New 
York  State  and  is  continually  absent  for  many 
years.  Should  he  then  have  come  to  New  York 
for  any  purpose,  it  would  have  been  possible  to 
serve  him.  This  is  now  corrected.  Since  he  may 
be  served  outside  the  State  at  anytime,  the 
statutory  period  continues  to  run,  and  should 
it  run  out  before  he  returns  to  the  State,  he 
may  not  then  be  sued. 
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A provision  that  was  in  the  old  law  has  been 
preserved,  and  that  is:  If  the  time  in  which  a 
summons  is  to  be  served  is  about  to  run  out,  an 
attorney  may  get  an  automatic  extension  of 
sixty  days  by  filing  the  summons  with  the  sheriff 
shortly  before  the  time  has  run  out. 

It  is  well  to  call  attention  to  the  fact  that  the 
changing  of  the  Statute  of  Limitations  from 
two  to  three  years  means  that  in  the  case  of  an 
infant  who  has  been  treated  by  a doctor,  there 
may  be  a suit  for  malpractice  at  any  time  up  to 
the  twenty-fourth  birthday  of  the  child.  In 
other  words,  the  time  in  which  to  sue  does  not 
toll  during  the  infancy  of  the  patient. 

I should  state  that  the  new  C.P.L.R.  will  be 
subject  to  some  court  interpretations  and  only 
time  will  resolve  some  of  the  problems  presented. 

I should  also  call  attention  to  the  fact  that 
lawyers  in  past  years  have  tried  to  overcome  the 
problem  of  a potential  defendant  being  absent 
from  the  State.  We  have  several  situations 
where  former  New  York  doctors  have  been 
sued  in  other  states.  We  have  one  rather  un- 
usual situation  where  a doctor  won  a case  in 
another  state  tried  on  issues  somewhat  different 
from  those  that  would  have  been  available  in  the 
New  York  action.  He  was  then  heard  to  say 
that  he  was  coming  to  New  York  to  visit  an 
aged  mother.  When  he  arrived,  a process  server 
was  waiting  and  a summons  was  served  on  him 
in  a New  York  action  which  is  now  pending. 

The  last  instance  I have  cited  leads  me  to 
reiterate  again  what  I have  told  doctors  many 
times.  When  a lawyer  seeks  to  get  in  touch 
with  you  about  a potential  malpractice  case,  he 
may  flatter  you  into  thinking  that  you  can  act  on 
your  own  behalf  and  do  well.  Disabuse  your- 
self of  that  idea.  He  is  usually  looking  only 
for  more  factual  matter  to  bolster  his  case. 
Furthermore,  at  examinations  before  trial  or 
during  recess  at  a trial,  he  may  seek  to  discuss 
the  matter  with  you,  and  usually  only  for  the 
purpose  of  finding  out  how  he  can  help  his  cause. 

Recently,  a distinguished  surgeon  that  I repre- 
sented treated  a foreign-speaking  patient  and 
was  cross-examined  by  the  plaintiff’s  lawyer  as 
to  his  fluency  in  languages.  The  answers  that 
the  doctor  gave  indicated  that  he  was  fluent  in 
several  languages  and  had  a passing  knowledge 
of  others.  The  lawyer  was  an  accomplished  lin- 
guist and  during  the  next  recess  the  lawyer 
promptly  asked  the  doctor  a long  question  in 
the  language,  other  than  English,  that  the 
doctor  said  he  spoke  well.  He  answered 
quickly  and  proved  that  he  had  been  telling 
the  truth.  This  was  one  exception  that  proved 
the  rule  that  conversation  should  be  limited  to 
passing  the  time  of  day  and  such  other  innocuous 
subjects.  To  labor  this  point,  you  will  call  a 
pathologist  to  the  stand  and  during  the  recess 
the  lawyer  will  proceed  to  quiz  him  about  the 
specialties  and  abilities  of  other  witnesses  who 
are  about  to  take  the  stand.  The  search  for 
information  goes  on  all  through  a lawsuit,  and 
the  hallway  is  no  place  to  aid  your  opponents. 

For  many  years  the  necessity  of  framing  a 
hypothetical  question  to  include  all  the  facts  as  a 
basis  for  asking  a professional  opinion  has 


plagued  the  bar.  In  the  new  C.P.L.R.  a hypo- 
thetical question  may  still  be  asked,  but  there 
may  also  be  propounded  a series  of  questions 
which  elicit  a series  of  answers  and  then,  with 
the  factual  testimony  you  have,  a final  question 
as  to  cause  may  be  put  in  very  brief  form.  How- 
ever, whatever  the  method  used,  the  burden  of 
proof  has  not  shifted,  and  the  whole  subject  of 
factual  background  for  professional  opinion 
must  still  be  elicited  clearly. 

There  has  been  some  controversy  as  to 
whether  or  not  an  examination  before  trial  of 
the  defendant  may  be  held  before  a bill  of 
particulars  is  supplied  by  the  plaintiff.  It  now 
seems  clear  that  under  the  new  law  no  such 
formal  requirement  can  be  insisted  on. 

In  view  of  the  way  in  which  it  is  thoroughly 
covered  by  the  Malpractice  Insurance  and  De- 
fense Board,  it  is  not  necessary  to  go  into  great 
detail  about  the  increased  number  of  cases  that 
have  arisen.  There  are  approximately  1,600 
cases  and  claims  open  as  of  September,  1963, 
as  contrasted  to  1,350  at  the  same  time  last 
year.  This  is  only  the  total  for  the  Group 
Plan.  Part  of  the  explanation  for  this  is  that  an 
increasing  number  of  doctors  have  become  in- 
sured in  the  Group  Plan  over  the  past  few  years, 
and  part  is  due  to  a general  increase  in  all  types 
of  negligence  litigation. 

The  insurance  industry  was  jolted  recently 
by  a verdict  in  Nassau  County  where  a perma- 
nently paralyzed  young  man  was  awarded 
$1,000,000  and  his  father  $100,000,  the  highest 
recovery  in  accident  case  history.  That  the 
problem  of  large  verdicts  in  malpractice  cases 
is  of  nation-wide  concern  is  demonstrated  by  a 
resolution  that  was  presented  at  the  American 
Medical  Association  convention  by  the  Pennsyl- 
vania delegates.  In  its  “whereas”  clauses  it 
speaks  of  a verdict  of  $175,000  returned  against 
an  intern  and  speaks  of  the  difficulty  of  ob- 
taining insurance  for  house  staff  members, 
particularly  interns,  and  of  their  financial  in- 
ability to  purchase  such  protection  for  them- 
selves. While  the  Appellate  Courts  are  scruti- 
nizing large  awards,  and  in  many  cases  reducing 
those  which  are  excessive,  it  behooves  anyone 
who  wishes  to  protect  whatever  temporal 
assets  he  has  to  make  sure  that  he  is  covered 
adequately.  Because  malpractice  is  a threat 
not  only  to  doctors,  but  to  hospitals,  some 
hospitals  have  resorted  to  the  precaution  of 
insisting  that  their  staff  members  carry  ade- 
quate coverage. 

Let  me  again  call  attention  to  one  of  the 
great  advantages  of  adequate  malpractice  cover- 
age. I recently  tried  two  upstate  cases,  and 
both  took  nearly  three  weeks  but  were  won.  In 
the  first  case  there  were  four  doctor  defendants 
and  a hospital.  Each  of  the  doctors  was  on  the 
stand  for  more  than  a day  although  each  had 
been  examined  before  trial  at  great  length. 
In  the  second  case  there  were  six  doctor  de- 
fendants and  a hospital  defendant.  Two  of  the 
doctors  in  that  case,  as  well  as  an  expert  called 
in  their  behalf,  spent  at  least  two  days  on  the 
stand.  In  both  cases  it  was  necessary  to  call 
witnesses  other  than  the  defendants  in  their 
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own  behalf.  The  preparation  and  trial  of  such 
cases  can  involve  the  expenditure  of  a lot  of 
time  and  money,  and  even  when  you  win,  it  is 
consoling  to  have  all  that  underwritten.  If 
you  lose  and  an  appeal  is  indicated,  the  ex- 
pense of  it  will  be  underwritten,  and  if  you 
should  finally  have  to  pay,  that  is  taken  care  of. 

I should  state  that  this  has  been  a year  when 
I think  we  have  set  a new  record  for  the  number 
of  trials  that  we  have  taken  through  to  a 
conclusion.  We  are,  I think,  fairly  knowledge- 
able in  the  management  of  these  cases,  and  the 
Employers  Mutuals  of  Wausau,  the  Group 
carrier,  employs  a great  many  skilled  experts 
to  assist  us.  No  decision  as  to  whether  a case 
should  be  tried  or  settled  is  made  without  much 
preparation  and  discussion,  and  no  settlement 
is  made  without  the  written  consent  of  the  doc- 
tor. 

Time  does  not  admit  of  discussing  our  cases 
in  detail,  or  indeed,  the  cases  that  have  come 
down  in  the  Appellate  Reports  whether  or  not 
we  were  involved  in  them,  but  there  are  two 
very  recent  ones  reported  on  in  the  New  York 
Lawyer's  Letter  that  are  quite  interesting. 

From  the  November  7,  1963,  issue,  I quote: 

A man’s  great  toe  was  injured,  and  he  went  to  a 
hospital  where  the  toe  was  stitched  but  no  x-rays 
were  taken.  Six  weeks  later,  after  experiencing  great 
pain  and  frequently  hearing  “crackling”  sounds  com- 
ing from  his  toe,  the  man  had  an  x-ray  taken.  His 
toe  was  broken.  The  First  Department  affirmed  a 
judgment  setting  aside  a verdict  in  favor  of  the  man 
in  a malpractice  action  against  the  hospital.  As  a 
matter  of  law,  the  man’s  conduct  subsequent  to  the 
malpractice  was  the  sole  cause  of  his  ultimate  condi- 
tion. 

From  the  November  14,  1963,  issue,  I quote: 

Two  doctors  share  an  office  and  a secretary. 
There  was  no  partnership.  Each  billed  his  own 
patients.  However,  one  often  treated  the  other’s 
patients.  The  financial  arrangement  was  a 50-50 
split  of  such  fees.  What  is  one  doctor’s  liability  if 
one  of  his  patients  is  treated  by  the  other  doctor  and 
the  patient  charges  malpractice?  The  First  Depart- 
ment held  that  while  the  splitting  of  the  fees  may  be 
irregular  (Educ.  L Sec.  6514)  it  cannot  be  the  basis 
for  vicarious  liability  in  a malpractice  action.  The 
opinion  also  discussed  the  liability  of  the  hospital  and 
the  anesthesiologists. 

I cite  these  two  cases  to  show  that  there  is 
a stream  of  decision  in  this  type  of  litigation 
coming  down  in  the  reports.  In  the  last  case 
as  a further  interesting  facet  that  does  not 
appear  in  the  decision,  but  which  bears  out 
what  I said  about  the  courts  carefully  scruti- 
nizing large  verdicts,  the  courts  cut  the  $150,000 
verdict  to  just  about  half  that  amount. 

The  subject  of  products  liability  cases  is  too 
complicated  to  go  into  at  this  time.  However, 
the  warning  that  I issued  last  year  to  the 
medical  profession  still  holds.  Be  extremely 
careful  of  newly  suggested  forms  of  therapy 
and  drug  administration.  If  you  use  new 
products,  keep  in  touch  with  the  literature  re- 
lating thereto.  Further,  as  time  goes  on 
should  you  continue  to  use  the  product,  con- 
tinue to  read  the  current  literature  relating  to 
the  experience  of  the  profession  with  it.  It  is 


very  difficult  to  explain  departure  from  recom- 
mended dosage. 

Comment.  In  addition  to  our  attending  all 
meetings  of  the  Council,  the  Board  of  Trustees, 
the  House  of  Delegates,  and  the  Malpractice 
Insurance  and  Defense  Board,  we  attend  a 
number  of  district  branch  meetings  and  of 
course,  as  previously  mentioned,  a very  sub- 
stantial number  of  county  malpractice  meetings 
which  usually  are  held  at  night.  We  spread 
these  night  assignments  around,  and  each  lawyer 
in  the  office  takes  his  share. 

We  receive  literally  hundreds  of  inquiries  from 
the  medical  societies  and  from  doctors  all  over 
the  State,  and  we  try  to  help  wherever  we  can. 
In  addition  to  the  malpractice  claims  and  suits, 
there  is  a great  deal  of  preventive  work  going 
on  at  all  times,  and  we  encourage  doctors  to 
call  us  up  and  discuss  their  problems. 

The  Medical  Society  of  the  State  of  New  York 
provides  defense  at  no  cost  except  for  the  pay- 
ment of  disbursements  for  uninsured  doctors, 
and  the  number  of  these  cases  is  increasing. 
As  I write  this  report,  I can  think  back  to  a time 
only  a few  weeks  ago  when  two  members  of 
our  staff  were  trying  uninsured  cases  in  widely 
separated  areas  of  the  State.  We  are  about  to 
go  into  a very  complicated  trial  which  is  ren- 
dered more  perplexing  by  the  fact  that  some  of 
the  defendants  are  insured  and  some  are  un- 
insured. 

Jim  Arnold,  the  indemnity  representative; 
Frank  Appleton,  his  associate,  and  their  staff 
are  always  helpful  to  us,  and  the  success  of  the 
Group  Plan  owes  much  to  their  efficient  manage- 
ment. The  members  of  the  Malpractice  In- 
surance and  Defense  Board  sacrifice  much  of 
their  free  time  to  attend  the  meetings,  inter- 
view doctors  who  have  coverage  problems, 
and  try  to  take  steps  to  improve  the  experience. 
There  has  never  been  a time  when  so  many  of 
the  top  officials  of  the  State  Society  have  had 
such  a wealth  of  experience  in  this  field.  Joseph 
A.  Lane,  M.D.,  of  Rochester,  our  immediate 
past-president,  as  well  as  Waring  Willis,  M.D., 
the  secretary,  were  both  for  many  years  mem- 
bers of  the  Malpractice  Insurance  and  Defense 
Board.  William  L.  Wheeler,  Jr.,  M.D.,  presi- 
dent of  the  Society,  also  has  attended  meetings 
in  the  past. 

Acknowledgments.  I again  wish  to  ac- 
knowledge my  appreciation  for  the  cooperation 
extended  to  us  by  the  Group  carrier,  Employers 
Mutuals  of  Wausau.  Mr.  John  Linster,  vice- 
president  of  the  Claim  Department,  and  his 
associates  have  acquired  much  experience  and 
their  sage  advice  is  ever  helpful.  The  New 
York  City  staff,  including  Mr.  Wilson,  Mr. 
Gordon,  Mr.  Marx,  and  Mr.  Rogge  and  their 
legal  staff,  particularly  Mr.  Hanner,  consult  with 
us  day  by  day.  The  fine  upstate  staff  is  headed 
by  Mr.  Lester  in  Buffalo,  Mr.  Soderberg  in 
Rochester,  and  Mr.  Bollman  in  Syracuse. 

I earnestly  solicit  for  their  investigators  the 
cooperation  of  the  medical  profession  so  that 
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the  time  of  the  investigators  may  be  put  to  the 
best  possible  use.  From  many  doctors  through- 
out the  State  I have  received  expressions  of 
gratitude  for  the  kind  and  considerate  service 


rendered  by  the  Company’s  representatives. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 


Autopsy  and  the  Dead  Human  Body 


To  the  House  of  Delegates , Gentlemen: 

The  Special  Committee  on  Autopsy  and  the 
Dead  Human  Body  consists  of  the  following: 


Alfred  A.  Angrist,  M.D.,  Chairman.  . . Queens 

Herbert  Derman,  M.D Ulster 

Jacob  Taub,  M.D Bronx 


John  V.  Connorton,  Ph.D.,  Adviser 

New  York 

We  have  had  no  meeting  of  this  committee, 
and  no  new  items  for  consideration  have  been 
initiated  by  the  committee.  Nor  have  any 
problems  been  referred  to  us  for  consideration. 

The  chairman  of  the  committee  did  enlist  the 
support  of  the  Council  in  the  fulfilling  of  the 
resolution  passed  at  the  last  meeting  of  the 
House  of  Delegates,  calling  for  Legal  Counsel  to 
explore  getting  a new  interpretation  of  the  law  by 
the  State  Attorney  General  which  would  require 
only  one  of  equal  rank  of  next  of  kin  to  sign  a 
consent  rather  than  the  present  interpretation 
by  a previous  attorney  general  requiring  the 
signatures  of  all  of  equal  rank  of  next  of  kin. 
It  was  pointed  out  during  the  discussion  before 
the  reference  committee  and  before  the  House 
that  this  solution  was  feasible  and  is  worthy  of 
exploration  rather  than  changing  the  law 
specifically  in  this  regard,  the  reason  being  that 
the  law  as  now  written  does  not  call  for  all  of 
equal  rank  of  next  of  kin.  The  present  situa- 
tion was  precipitated  by  an  interpretation  of  the 
law  by  a previous  attorney  general,  and  there 
seems  to  be  sound  basis  to  question  justification 
of  this  interpretation. 


A letter  has  been  received  from  the  Attorney 
General.  This  new  interpretation  of  Section 
4210,  dated  May  7,  1963,  states  the  following: 
“The  statute  does  not  specify  that  all  of  the  next 
of  kin  must  approve  or  that  such  approval  be  in 
writing.”  The  Assistant  Attorney  General, 
who  formulated  the  opinion,  notes  “that  he  has 
been  informed  by  the  State  Department  of 
Health  that  in  many  cases  they  have  authorized 
an  autopsy  upon  the  approval  of  the  next  of  kin 
readily  available  for  consenting  by  telephone 
or  telegraph.”  The  Attorney  General  is 
authorized  by  law  to  render  advice  to  officers 
and  departments  of  State  government  only,  and 
the  foregoing  must  be  considered  as  having  been 
furnished  informally  and  unofficially  with  a 
desire  to  help,  yet  it  would  seem  that  the  above 
opinion  can  be  used  effectively  by  all  other 
pathologists  and  hospitals.  The  pathologists 
of  the  Society  and  all  the  hospitals  owe  a debt  of 
gratitude  to  our  legal  counsel,  Mr.  William  F. 
Martin,  for  obtaining  this  opinion  for  us. 

It  would  seem  desirable  that  this  new  inter- 
pretation be  publicized  throughout  the  State 
for  the  guidance  of  hospitals  and  pathologists. 


Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 
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Judicial  Council 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are: 
Charles  H.  Loughran,  M.D.,  Chairman 


Kings 

Gerald  D.  Dorman,  M.D New  York 

James  Greenough,  M.D Otsego 

John  F.  Kelley,  M.D Oneida 

Edward  T.  Wentworth,  M.D Monroe 


As  required  by  Section  1,  Chapter  VI  of  the 
Bylaws,  the  Judicial  Council  held  an  organ- 
izational meeting  immediately  at  the  close  of  the 
annual  meeting  of  the  State  Society,  May  15, 
1963,  in  New  York  City. 

Charles  H.  Loughran,  M.D.,  was  elected 
chairman.  Waring  Willis,  M.D.,  secretary; 
William  F.  Martin,  Esq.,  legal  counsel;  and  J. 
Richard  Burns,  Esq.,  also  attended  the  meeting. 

The  Council  is  happy  to  report  that  no  appeals 
were  presented  up  to  the  writing  of  this  report 
and,  therefore,  no  further  meetings  were  held. 
In  the  Judicial  Council’s  annual  report  and 
supplementary  report  to  the  House  at  its  May, 
1963,  meeting,  it  was  announced  that  the 
Judicial  Council  of  the  American  Medical 
Association  had  affirmed  the  decision  of  this 
Council  which  had  previously  unanimously 
upheld  the  decision  of  the  Bronx  County 
Medical  Society  suspending  a member  for  one 
year,  based  on  his  admission  that  he  had  given 
“kickbacks”  to  an  insurance  company  repre- 


sentative, and  which  also  recommended  to  the 
Workmen’s  Compensation  Board  that  his  name 
be  removed  for  one  year  from  the  list  of  phy- 
sicians authorized  to  render  medical  care  under 
the  Workmen’s  Compensation  Law. 

Subsequent  to  the  foregoing  the  physician 
in  question  challenged  the  correctness  of  these 
decisions  in  the  Courts  of  New  York.  A lower 
court  agreed  with  the  physician’s  contention 
that  the  County  Society’s  actions  were  im- 
proper, annulled  its  decision,  ordered  that  a 
new  meeting  be  held  with  directives  as  to  its 
conduct,  and  disqualified  from  voting  certain 
members  of  the  County  Society. 

On  appeal  by  the  Bronx  County  Medical 
Society,  the  Appellate  Division  in  a lengthy 
opinion  reversed  the  lower  court’s  decision  and 
upheld  that  of  the  County  Society  and  the 
Council. 

We  have  just  learned  that  the  Court  of 
Appeals,  New  York’s  highest  court,  has  unan- 
imously affirmed  without  opinion  the  decision 
of  the  Appellate  Division.  This  means  that 
the  highest  court  of  the  State  of  New  York 
has  ruled  that  the  procedures  followed  by  the 
Bronx  County  Medical  Society  were  proper  and 
in  accord  with  due  process  of  law. 

Respectfully  submitted, 

Charles  H.  Loughran,  M.D.,  Chairman 
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1964  HOUSE  OF  DELEGATES 


Organization  and  Policies 

New  York  State  Delegation  to  the  American  Medical  Association 


To  the  House  of  Delegates,  Gentlemen : 

Since  our  last  report  to  this  House  of  Dele- 
gates, there  has  been  only  one  meeting  of  the 
House  of  Delegates  of  the  A.M.A.,  the  annual 
meeting.  Also,  the  delegation  met  in  New  York 
City  during  the  month  of  September. 

Annual  Meeting 

The  112th  annual  meeting  of  the  American 
Medical  Association  took  place  at  the  Tray  more 
Hotel  in  Atlantic  City,  June  16  to  20,  1963. 
Its  House  of  Delegates  convened  during  the 
period  from  June  17  through  the  morning  of 
June  20. 

The  delegation  got  together  and  discussed 
important  issues  on  the  evening  of  June  16. 
Breakfast  meetings  were  held  on  June  18,  19, 
and  20. 

The  following  members  of  the  Society,  staff, 
and  guests  attended  our  conferences: 

Delegates — Philip  D.  Allen,  M.D.,  Renato 
J.  Azzari,  M.D.,  James  M.  Blake,  M.D.,  Harold 
F.  Brown,  M.D.,  George  A.  Burgin,  M.D., 
Peter  J.  DiNatale,  M.D.,  Henry  I.  Fineberg, 
M.D.,  John  M.  Galbraith,  M.D.,  Leo  E.  Gibson, 
M.D.,  Thurman  B.  Givan,  M.D.,  Carl  Gold- 
mark,  Jr./  M.D.,  James  Greenough,  M.D., 
John  F.  Kelley,  M.D.,  Joseph  A.  Lane,  M.D., 
George  J.  Lawrence,  Jr.,  M.D.,  John  C.  Mc- 
Clintock,  M.D.,  Bernard  J.  Pisani,  M.D.,  Wil- 
liam B.  Rawls,  M.D.,  Solomon  Schussheim, 
M.D.,  Carlton  E.  Wertz,  M.D.,  William  L. 
Wheeler,  Jr.,  M.D.,  Waring  Willis,  M.D.,  Ezra 
A.  Wolff,  M.D.,  and  Frederick  A.  Wurzbach, 
Jr.,  M.D. 

Alternate  Delegates — Ralph  S.  Emerson, 
M.D.,  and  Arthur  Q.  Penta,  M.D.  During  the 
last  few  days  of  the  session,  both  of  these  gentle- 
men became  delegates  because  of  the  illnesses 
of  Dr.  Burgin  and  Dr.  Brown. 

Other  Delegates — A.  W.  Martin  Marino,  M.D., 
Section  on  Gastroenterology  and  Proctology, 
and  Maurice  J.  Costello,  M.D.,  Section  on 
Dermatology. 

By  Invitation — Arthur  J.  Bedell,  M.D., 
William  T.  Boland,  M.D.,  Gerald  D.  Dorman, 
M.D.,  Henry  A.  Holle,  M.D.,  J.  Stanley 
Kenney,  M.D.,  Irving  Pallin,  M.D.,  Mr.  Don- 
ald M.  Irish,  Mr.  Robert  D.  Potter,  Miss  Hazel 
Spadafora,  Mr.  Carl  Weber. 

Staff — William  Hammond,  M.D.,  Robert 
Katz,  M.D.,  Mr.  Charles  L.  Baldwin,  Mr.  Guy 
D.  Beaumont,  Miss  Doris  K.  Dougherty,  Mr. 
George  W.  Forrest,  Jr.,  Mr.  John  K.  Pardee. 


Hospitality  Suite.  Our  hospitality  suite 
was  kept  open  at  various  hours  of  the  day  on 
June  18,  19,  and  20.  The  wives  of  delegates 
again  acted  as  hostesses  and  did  their  usual 
splendid  job. 

As  has  become  the  custom,  our  offerings  were 
received  very  well.  Folks  from  all  parts  of  the 
country  visited  our  rooms  and  partook  of  our 
sincere  but  unpretentious  hospitality. 

Our  theme  was  “The  World’s  Fair.”  The 
souvenirs  presented  to  the  visitors  were  Mets 
baseball  caps. 

Appointments  to  Reference  Committees. 

The  following  New  York  delegation  appoint- 
ments to  reference  committees,  by  the  Speaker 
of  the  House,  were  noted: 

Solomon  Schussheim — Executive  Session; 
Henry  I.  Fineberg — Legislation  and  Public 
Relations;  James  Greenough — Chairman,  Med- 
ical Military  Affairs;  James  M.  Blake — Mis- 
cellaneous Business;  Leo  E.  Gibson — Public 
Health  and  Occupational  Health;  James  M. 
Blake — Chairman,  Tellers. 

Assignments  to  Reference  Committee 
Meetings.  At  our  first  session,  members  of  the 
delegation  were  designated  to  attend  meetings 
of  the  reference  committees,  for  the  purpose  of 
presenting  our  views  on  various  matters  and  to 
apprise  us  of  the  deliberations  of  each  group  so 
that  we  would  be  in  a better  position  to  evaluate 
the  issues. 

Resolutions.  Seventy-two  resolutions, 
scheduled  to  be  presented  to  the  House  of  Dele- 
gates, were  given  serious  consideration.  In- 
cluded among  them  were  eight  proposals  by 
the  Medical  Society  of  the  State  of  New  York 
(listed  below) . 

Considerable  time  was  spent  on  discussing  the 
problem  of  whether  the  Board  of  Trustees  of  the 
A.M.A.  should  be  enlarged  and  whether  the 
tenure  of  this  office  should  be  changed  to  a 
maximum  of  three  terms  of  three  years  each. 
Most  of  the  delegates  favored  a status  quo,  but 
this  opinion  was  not  unanimous.  In  other 
matters  we  were  generally  in  accord. 

Actions  on  New  York  Resolutions.  The 

House  of  Delegates  took  action  as  follows  on 
resolutions  which  the  New  York  delegation  intro- 
duced. 

1.  A.M.A.  number  26,  New  York  number 
63-3 — “Social  Security  Coverage  for  Phy- 
sicians,” introduced  by  Dr.  Allen. 
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Resolved,  That  the  American  Medical 
Association  conduct  a poll  of  all  A.M.A. 
members,  asking  them  to  indicate  whether 
they  do  or  do  not  favor  social  security  for 
physicians  through  the  F.I.C.A.;  and  be  it 
further 

Resolved,  That  the  results  of  this  poll  be 
publicized  through  the  American  Medical 
Association’s  regular  channels  and  through 
the  public  press. 

Action — On  recommendation  of  the  Reference 
Committee  on  Legislation  and  Public  Relations, 
the  House  did  not  adopt  this  resolution. 

2.  A.M.A.  number  27,  New  York  numbers 
63-10  and  63-17 — “Contracts  between  Labor 
Unions  and  Voluntary  Hospitals,”  introduced 
by  Dr.  Wurzbach. 

Resolved,  That  this  House  of  Delegates 
disapproves  this  aforementioned  program 
and  others  of  similar  nature  and  notifies  the 
members  of  the  American  Medical  Associa- 
tion of  this  action  and  urges  them  not  to 
participate  therein;  and  be  it  further 

Resolved,  That  this  Association  stands 
ready  and  willing  at  all  times  to  discuss  with 
all  interested  parties,  hospital,  management, 
labor,  and  government,  any  plan  for  altering 
the  present  form  of  distribution  of  health  serv- 
ice in  the  community;  and  be  it  further 

Resolved,  That  the  Association  recommends 
that  county  medical  societies  do  likewise. 
Action — On  recommendation  of  the  Reference 
Committee  on  Insurance  and  Medical  Service, 
the  House  adopted  this  resolution  after  amend- 
ing the  first  “resolved”  to  read: 

“ Resolved , That  this  House  of  Delegates  again 
disapproves  any  program  which  causes  a 
deterioration  of  the  quality  of  medical  care 
and  reiterates  that  members  of  the  A.M.A. 
should  not  enter  into  arrangements  which 
would  cause  them  to  violate  the  Principles 
of  Medical  Ethics  or  result  in  a deterioration 
of  the  quality  of  medical  care. 

3.  A.M.A.  number  28,  New  York  number 
63-19 — “Objection  to  Rebating  of  Physician’s 
Fee  to  Hospital,”  introduced  by  Dr.  Goldmark. 

Resolved,  That  the  Joint  Commission  on 
Accreditation  of  Hospitals  be  requested  to 
withhold  accreditation  from  any  hospital 
found  participating  in  this  practice. 

Action — The  Reference  Committee  on  In- 
surance and  Medical  Service  recommended  and 
the  House  voted  that  this  resolution  not  be 
adopted  but  that  “when  there  is  coercion  of 
physicians  to  contribute  to  building  funds  and 
other  programs,  these  actions  be  brought  to  the 
attention  of  the  local  physician-hospital  rela- 
tions committee  or,  in  the  event  this  is  not 
possible,  to  the  state  physician-hospital  rela- 
tions committee.”  The  director  of  the  Joint 
Commission  on  Accreditation  of  Hospitals 
stated  that  the  Joint  Commission  is  not  and  does 
not  wish  to  become  a punitive  body. 

4.  A.M.A.  number  29,  New  York  number 
63-20 — “Physician  Representation  on  Hospital 


Review  and  Planning  Council,”  introduced  by 
Dr.  Wolff. 

Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  seek  sim- 
ilar representation  on  such  councils  through- 
out the  country. 

Action — The  House  adopted  this  resolution 
as  amended  by  the  Reference  Committee  on 
Insurance  and  Medical  Service  to  read: 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  urge  each 
state  medical  association  to  seek  similar 
representation  on  such  councils  throughout 
the  country. 

5.  A.M.A.  number  30,  New  York  number 
63-21 — “Two-Year  Internships  for  American 
Medical  Students,”  introduced  by  Dr.  Rawls. 

Resolved,  That  the  American  Medical 
Association  use  its  influence  in  establishing 
a two-year  mixed  service  internship;  and 
be  it  further 

Resolved,  That  the  specialty  boards  grant 
proper  credit  toward  specialty  training  for  an 
appropriate  period  of  the  second  year  of 
internship  of  the  two-year  mixed  service; 
and  be  it  further 

Resolved,  That  the  American  Medical 
Association  arrange  for  a joint  conference 
with  the  Association  of  American  Medical 
Colleges  to  promote  the  selection  of  such 
two-year  mixed  internships  by  recent  grad- 
uates.” 

Action — The  House  adopted,  instead,  resolu- 
tion 63: 

Resolved,  That  the  House  of  Delegates 
instruct  the  Board  of  Trustees  to  utilize  all 
facilities  at  its  command  to  (a)  inform  the 
medical  schools  of  the  shortage  of  general 
practitioners  and  request  their  cooperation  in 
exposing  medical  students  to  general  practice 
by  lectures,  preceptor  programs,  and  clinical 
instructors  who  are  practicing  general  prac- 
titioners and  (b)  inform  the  constituent  state 
medical  associations  of  the  need  to  emphasize 
general  practice  training  and  to  ask  these 
associations’  members  to  encourage  students 
to  go  into  general  practice. 

6.  A.M.A.  number  31,  New  York  number 
63-30 — “Requirement  of  American  Medical 
Association  Council  on  Medical  Education  and 
Hospitals  on  Intern  Training,”  introduced  by 
Dr.  Schussheim. 

Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  rescind 
this  requirement  for  hospital  approval  for 
intern  training;  and  be  it  further 

Resolved,  That  all  approved  hospitals  in- 
cluding university  hospitals  be  required  to 
assume  their  moral  responsibility  and  accept 
their  proportionate  share  of  foreign  graduates 
based  on  the  ratio  of  the  foreign  to  United 
States  and  Canadian  graduates. 

Action — Stating  that  “Revision  of  the  ‘Essen- 
tials of  an  Approved  Internship,’”  Supple- 
mentary Report  A of  the  Council  on  Medical 
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Education  and  Hospitals,  deletes  the  require- 
ment for  any  stated  proportion  of  foreign  med- 
ical graduates  and  graduates  of  United  States 
and  Canadian  medical  schools  as  an  essential 
feature  of  any  internship  program,  the  Reference 
Committee  on  Medical  Education  and  Hos- 
pitals recommended  no  action  on  this  and  seven 
similar  resolutions.  The  House  adopted  this 
recommendation  as  well  as  the  reference  com- 
mittee’s statement  that  “the  worthy  intent  of 
international  educational  exchange  in  medicine” 
requires  all  hospitals  with  intern  or  resident 
training  programs  to  “participate  through  the 
appointment  of  a reasonable  number  of  foreign 
medical  graduates  to  their  training  program.” 

7.  A.M.A.  number  62,  New  York  number, 
none  (resolution  authorized  by  the  Council) — 
“Review  of  Make-up  and  Functioning  of  House 
Councils  and  Committees.” 

Whereas,  The  councils  and  committees 
of  the  House  of  Delegates  have  received 
various  criticisms  of  a general  nature;  and 
Whereas,  The  subcommittees  of  these 
councils  have  no  specified  tenure  or  control 
outside  the  councils;  and 

Whereas,  Some  subcommittees  have  de- 
veloped overlapping  and  conflicting  interests 
with  other  committees  or  councils;  and 

Whereas,  Periodic  examination  and  eval- 
uation of  objectives  and  methods  are  valuable 
tools  for  maintaining  maximum  efficiency  of 
any  organizations;  therefore  be  it 

Resolved,  That  the  Speaker  of  the  House 
appoint  an  ad  hoc  committee  to  review  the 
make-up  and  functioning  of  the  House  coun- 
cils and  committees  and  report  back  to  the 
House  its  findings  and  recommendations  on  or 
before  June,  1964. 

Action — The  House  adopted  a substitute 
resolution: 

Resolved,  That  the  Speaker  of  the  House 
be  directed  to  appoint  an  ad  hoc  committee 
to  review  the  size,  make-up,  and  functions 
of  the  House  of  Delegates,  its  councils,  sections, 
and  committees,  and  to  report  its  findings  to 
the  House  in  June,  1964. 

8.  A.M.A.  number  72,  New  York  number, 
none. 

Whereas,  The  Modified  Junior  High 
School  Athletic  Program  of  the  New  York 
State  High  School  Ahtletic  Association  is  a 
constructive  movement  to  promote  a safe 
and  sane  athletic  program  for  the  early 
teenagers;  and 

Whereas,  This  program  requires  the  par- 
ticipation of  students  of  similar  maturity  and 
stresses  the  readiness  for  participation  of 
each  individual  in  some  type  of  sport  program 
at  a level  of  similar  development  and  degree 
of  aggressiveness;  and 

Whereas,  The  game  rules  and  conditions 
have  been  modified  consistent  with  the 
development  of  this  age  group;  and 

Whereas,  The  safety  factors  of  physical 
examination,  physician  supervision,  eqiup- 
ment,  officiating,  and  the  team  concept  of 
physician,  coach,  and  school  administration  are 


more  stringent  than  the  senior  high  school 
program;  and 

Whereas,  The  experience  of  the  New  York 
Modified  Junior  High  School  Athletic  Plan 
reveals  the  incidence  of  injury  from  1955  to 
1962,  covering  16,000  students,  is  approxi- 
mately 50  per  cent  less  than  the  previously 
published  injury  statistics  of  junior  high 
school  athletic  programs;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  supported  and  co- 
operated with  the  development  of  this  con- 
structive movement;  therefore  be  it 

Resolved,  That  the  American  Medical 
Association  commend  the  New  York  State 
High  School  Athletic  Association  for  its 
wisdom  and  vision  in  developing  this  concept; 
and  be  it  further 

Resolved,  That  the  American  Medical 
Association  encourage  the  National  Federa- 
tion of  State  High  School  Athletic  Associations 
to  pursue  research  and  development  of  these 
principles  to  effect  a safe  and  sound  athletic 
program  for  our  junior  high  school  students. 

A ction — Approved . 

The  “Political  Front.”  In  accordance 
with  principles  adopted  some  time  ago,  we 
arrived  at  our  political  decisions  in  a demo- 
cratic manner.  We  maintained  the  philosophy 
of  “sticking  to  our  guns”  and  supporting  those 
candidates  who,  we  believed,  would  be  best  for 
the  A.M.A.  and  American  medicine. 

Of  our  own  delegation — Thurman  Givan  was 
a candidate  for  the  Council  on  Constitution  and 
Bylaws,  and  William  Rawls  ran  for  a position  on 
the  Council  on  Medical  Education  and  Hos- 
pitals. 

A.M.A.  Report.  Following  is  a “Report 
on  Actions  of  the  House  of  Delegates,  American 
Medical  Association,  112th  Annual  Meeting, 
June  16-20,  1963,  Atlantic  City,”  transmitted 
to  us  by  F.  J.  L.  (“Bing”)  Blasingame,  M.D., 
executive  vice-president  of  the  A.M.A. 

Enlargement  of  the  Board  of  Trustees,  the  sections 
and  scientific  program  of  the  A.M.A.,  interns  and  resi- 
dents, a new  Institute  for  Biomedical  Research,  a 
physician’s  pension  plan,  and  the  relation  between 
tobacco  and  disease  were  among  the  major  subjects 
acted  on  by  the  House  of  Delegates  at  the  American 
Medical  Association’s  112th  Annual  Meeting  held 
June  16-20  in  Atlantic  City. 

Norman  A.  Welch,  M.D.,  of  Boston,  member  of  the 
House  of  Delegates  since  1951  and  Speaker  of  the  House 
since  1959,  was  named  president-elect  of  the  Associa- 
tion by  acclamation.  Dr.  Welch  will  become  president 
at  the  June,  1964,  annual  meeting  in  San  Francisco, 
succeeding  Edward  R.  Annis,  M.D.,  of  Miami,  Florida, 
who  assumed  office  at  the  Tuesday  night  inaugural 
ceremony  in  Atlantic  City. 

The  A.M.A.  1963  Distinguished  Service  Award  was 
voted  to  Lester  R.  Dragstedt,  M.D.,  of  Gainesville, 
Florida,  research  professor  of  surgery  at  the  University 
of  Florida  School  of  Medicine,  for  his  achievements  in 
the  fields  of  education,  research,  and  practicing  sur- 
gery. , j 

Final  registration  figures  at  the  meeting  reached  a 
grand  total  of  36,811,  including  12,924  physicians. 
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Board  of  Trustees.  The  House  adopted  amend- 
ments to  the  Constitution  and  Bylaws  designed  to 
implement  the  recommendations  presented  in  June, 
1962,  by  the  Ad  Hoc  Committee  on  the  Board  of 
Trustees.  The  changes  will  increase  the  size  of  the 
Board  from  11  members  to  15  members,  by  adding 
three  elected  trustees  and  including  the  immediate 
past  president  for  a one-year  term.  The  amendments 
also  set  the  term  of  office  for  elected  Board  members 
at  three  years  and  limit  the  number  of  terms  to  three, 
for  a maximum  total  of  nine  years  service.  In  ap- 
proving the  amendments,  the  House  expressed  the 
opinion  that  enlargement  of  the  Board  of  Trustees 
“would  improve  communications  between  the  Board 
and  the  Association”  and  that  the  proposed  changes 
“would  be  consistent  with  the  increase  in  membership 
of  the  Association  and  with  the  increase  of  the  size  of  the 
House  of  Delegates.” 

A.M.A.  Sections  and  Scientific  Program.  In  con- 
sidering the  report  of  the  Ad  Hoc  Committee  to  Study 
the  Board  of  Trustees  Report  on  the  Sections  and 
Scientific  Program  of  the  A.M.A.,  originally  presented 
at  the  1962  Clinical  Meeting  in  Los  Angeles,  the  House 
disagreed  with  some  recommendations  in  both  of  these 
reports. 

Major  change  was  the  House  decision  that  all  section 
officers — chairman,  vice-chairman,  delegate,  alternate 
delegate,  secretary,  assistant  secretary,  and  representa- 
tive to  the  scientific  exhibits — should  be  elected  by 
members  of  the  section  and  that  no  officers  be  appointed 
by  the  A.M.A.  Board  of  Trustees. 

In  another  change  relating  to  nominations  for 
specialty  boards,  the  House  approved  the  following 
recommendation:  “The  Committee  of  the  Council  of 
Scientific  Assembly  of  the  appropriate  section  shall 
nominate  the  A.M.A.  representatives  to  service  on  the 
medical  specialty  certifying  board.  These  nominations 
shall  be  submitted  to  the  Board  of  Trustees.” 

In  connection  with  section  registration,  the  House 
decided  that  “a  member  of  a section  who  desires  to 
change  his  registration  from  one  section  to  another 
because  of  a change  in  his  specialty,  shall  be  required  to 
inform  A.M.A.  headquarters  by  written  notice  of  this 
intention  at  least  sixty  days  in  advance  of  the  Annual 
Meeting.” 

The  House  agreed  with  the  Ad  Hoc  Committee’s 
recommendation  that  the  Section  on  Gastroenterology 
and  Proctology  be  renamed  the  “Section  on  Gastro- 
enterology” and  that  a separate  “Section  on  Proc- 
tology” be  established. 

The  House  also  commended  the  Board  of  Trustees 
for  its  recommendation  that  a national  forum  be  spon- 
sored by  the  A.M.A.  in  which  representatives  of  na- 
tional medical  specialty  societies  and  the  Academy  of 
General  Practice  will  participate.  The  Board  of 
Trustees  was  directed  to  implement  this  suggestion  as 
early  as  possible. 

Interns  and  Residents.  The  House  disapproved  the 
report  of  the  Council  on  Medical  Stervice  and  the 
Council  on  Medical  Education  and  Hospitals  on  Com- 
pensation of  House  Officers.  In  so  doing,  it  adopted 
the  following  statement : 

“We  therefore  recommend  that  in  view  of  the  over- 
whelming opposition  to  the  basic  proposal  contained 
in  the  report  of  the  Council  on  Medical  Service  and  the 
Council  on  Medical  Education  and  Hospitals,  the 
A.M.A.  record  itself  as  opposed  to  any  system  or 
program  by  which  any  part  of  an  intern’s  or  resident’s 
salary  is  paid  out  of  fees  collected  by  the  attending 
physician  or  out  of  fees  collected  under  any  type  of 
medical-surgical  insurance  coverage.” 

The  House,  while  declaring  that  the  joint  council 
report  “represents  a well-intentioned  effort  to  find  a 
solution  to  a most  difficult,  if  not  impossible,  problem,” 
recommended  that  any  future  proposals  on  the  com- 
pensation of  house  officers  be  thoroughly  studied  by  the 


Law  Department  and  Judicial  Council  before  sub- 
mission to  the  House  of  Delegates. 

In  another  action,  related  to  the  controversial  “25 
per  cent  rule,”  the  House  approved  a revision  of  the 
Essentials  of  an  Approved  internship  which  deletes 
the  requirement  for  any  stated  proportion  of  foreign 
medical  graduates  and  graduates  of  United  States  and 
Canadian  medical  schools  as  an  essential  feature  of  any 
internship  program. 

New  Research  Institute.  In  acting  on  two  reports 
from  the  A.M.A.  Education  and  Research  Founda- 
tion, the  House  approved  the  Foundation’s  announce- 
ment that  it  will  establish  and  operate  a new  Institute 
for  Biomedical  Research. 

The  Institute  will  concern  itself  with  intensive  and 
fundamental  study  of  life  processes  particularly  as 
related  to  intracellular  mechanisms.  It  will  be  com- 
posed of  groups  of  dedicated,  imaginative  workers  who 
are  capable  of  significant  scientific  achievements  through 
the  interaction  of  their  intellects  and  experiences,  with 
unmatched  facilities  and  maximum  freedom  from 
external  pressures. 

The  Institute  will  be  dedicated  to  pure,  basic,  non- 
disease-oriented research,  and  it  will  not  render  medical 
service  to  patients  and  will  not  conduct  a graduate 
training  program  leading  to  a degree.  It  is  contem- 
plated that  the  first  research  group  should  be  function- 
ing by  early  1965. 

Physicians'  Pension  Plan.  The  House  approved 
establishment  of  an  A.M.A.  physicians’  pension  plan 
under  the  provisions  of  the  Self-Employed  Individuals’ 
Retirement  Act  of  1962,  and  noted  that  the  Board  of 
Trustees  will  make  every  effort  to  begin  operation  of  the 
plan  before  the  end  of  1963  so  that  physicians  will  be 
able  to  participate  this  year. 

The  plan  will  be  open  to  all  A.M.A.  members  and 
their  employes  who  can  qualify  under  the  Act,  Public 
Law 87-792  (Keogh  Law). 

The  law  allows  a self-employed  individual  to  set 
aside  up  to  $2,500  or  10  per  cent  of  his  annual  income, 
whichever  is  less,  in  a retirement  fund,  with  the  first 
$1,250  being  deductible.  The  individual  must  provide 
proportionate  benefits  for  any  employe  who  works  for 
him  more  than  twenty  hours  a week  and  more  than 
five  months  each  year. 

Tobacco  and  Disease.  The  House  agreed  with  a 
Board  of  Trustees  report  which  concluded  that  the 
A.M.A.  should  defer  any  definitive  statement  regard- 
ing the  relationship  of  tobacco  and  disease.  The 
report  pointed  out  that  the  A.M.A.  is  continuing  its 
study  of  this  important  subject  and  is  merely  deferring 
any  public  pronouncement  pending  the  availability  of 
more  information,  including  whatever  may  come  from 
the  study  of  a committee  appointed  by  the  United 
States  Public  Health  Service. 

In  taking  this  action,  the  House  declared  that  exten- 
sive research  is  still  necessary  for  the  complete  answers 
on  the  cause  and  effect  of  many  toxins,  including  to- 
bacco. However,  the  House  said  that  the  A.M.A. 
“has  a duty  to  point  out  the  effects  on  the  young  of  the 
use  of  toxic  materials,  including  tobacco,  and  these 
facts  should  be  disseminated,  particularly  in  our 
schools.” 

Miscellaneous  Actions.  In  considering  a wide 
variety  of  resolutions  and  reports,  the  House  also : 

Disapproved  a Judicial  Council  opinion  on  the 
dispensing  of  glasses  by  ophthalmologists  and  re- 
affirmed the  Council’s  interpretation  of  Section  7 of  the 
Principles  of  Medical  Ethics,  as  reported  in  the  Novem- 
ber 15,  1958,  issue  of  the  Journal  of  the  American 
Medical  Association. 

Approved  a Judicial  Council  opinion  on  physician 
ownership  of  drugstores,  drug  repackaging  houses,  and 
pharmaceutical  companies. 

Approved  of  A.M.A.  participation  in  the  recent 
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formation  of  a Joint  Commission  on  Medicine  and 
Pharmacy. 

Agreed  with  the  Council  on  Legislative  Activities 
that  the  House  should  take  no  official  position  on  the 
“Liberty  Amendment”  but  should  call  it  to  the  atten- 
tion of  individual  physician  citizens. 

Disapproved  of  Federal  funds  for  staffing  new  com- 
munity mental  health  centers. 

Took  a position  opposing  the  student  loan  provision 
of  the  Health  Professions  Educational  Assistance  Act 
of  1963. 

Urged  all  state  and  county  medical  societies  to  adopt 
and  activate  all  phases  of  “Operation  Hometown.” 

Recommended  that  local  medical  societies  in  the 
vicinity  of  medical  schools  assume  the  responsibility 
of  establishing  and  maintaining  clear  lines  of  communi- 
cation with  medical  students. 

Approved  the  organization  of  the  new  National 
Council  for  the  Accreditation  of  Nursing  Homes, 
jointly  sponsored  by  the  A.M.A.  and  the  American 
Nursing  Home  Association. 

Adopted  the  recommendations  of  the  Committee  to 
Study  the  Joint  Commission  on  the  Accreditation  of 
Hospitals  and  suggested  that  the  committee’s  report 
be  distributed  to  constituent  and  component  societies 
and  hospital  chiefs  of  staff. 

Approved  an  alteration  in  the  Association  Bylaws 
which  states:  “The  Council  on  Medical  Education 

and  Hospitals  shall  consist  of  10  active  or  service 
members  at  least  one  of  whom  shall  be  a private  prac- 
titioner of  medicine  who  is  not  a faculty  member  of  a 
medical  school  nor  a member  of  a staff  of  a hospital 
associated  with  a medical  school  or  university.” 

Commended  the  American  Farm  Bureau  for  its  vig- 
orous leadership  in  opposing  unwarranted  government 
interference  and  regulation. 

Urged  the  widest  dissemination  to  A.M.A.  members 
of  a joint  report  by  the  A.M.A.  Council  on  Mental 
Health  and  the  National  Academy  of  Sciences-National 
Research  Council  on  “The  Use  of  Narcotic  Drugs  in 
Medical  Practice  and  the  Medical  Management  of 
Narcotic  Addicts.” 

Recommended  that  all  A.M.A.  members  and  af- 
filiates give  strong  support  to  the  national  tuberculin 
testing  campaign  proposed  by  the  American  School 
Health  Association. 

Directed  the  Speaker  of  the  House  to  appoint  an  ad 
hoc  committee  to  study  the  size,  make-up,  and  func- 
tions of  the  House  of  Delegates,  its  councils,  sections, 
and  committees  and  to  report  its  findings  in  June,  1964. 

Opening  Session.  George  M.  Fister,  M.D.,  of 
Ogden,  Utah,  retiring  A.M.A.  president,  told  the 
opening  session  that  “our  fight  against  Federal  dicta- 
tion is  not  merely  one  of  concern  only  to  physicians  and 
their  freedom  to  practice  the  best  medicine  possible,  but 
it  also  concerns,  equally  or  more  so,  the  individual  citi- 
zen, all  professions  and  the  private  enterprise  system 
in  this  country.”  Awards  announced  were  the  A.M.A. 
Scientific  Achievement  Award  to  John  F.  Enders, 
Ph.D.,  of  Boston,  and  the  Joseph  Goldberger  award  in 
Clinical  Nutrition  to  Dr.  John  B.  Youmans  of  New 
York  City. 

Inaugural  Ceremony.  Dr.  Annis,  in  his  inaugural 
address  Tuesday  night,  stressed  the  importance  of 
maintaining  an  attitude  of  individualism  among  the 
physicians  of  America,  and  he  urged  members  of  the 
profession  to  have  the  courage  and  individuality  to 
fight  for  all  political,  economic,  and  professional  free- 
doms. The  Distinguished  Service  Award  was  pre- 
sented to  Dr.  Dragstedt,  and  the  Scientific  Achievement 
Award  was  presented  to  Dr.  Enders. 

Wednesday  Session.  Speaking  at  the  Wednesday 
session,  Dr.  Annis  declared  that  “now,  more  than  ever 
before,  there  is  an  obligation  for  all  of  us  to  waive  or 
at  least  to  minimize  any  differences  between  or  within 
regions,  specialties  or  organizations  and  to  stand  together 


on  fundamental  principles  of  medical  care  and  medical 
practice,  of  enterprise  and  of  freedom  for  which  our 
great  Association  has  striven  in  the  last  one  hundred 
sixteen  years.” 

Election  of  Officers.  In  addition  to  Dr.  Welch,  the 
new  president-elect,  the  following  officers  were  named 
at  the  closing  session  on  Thursday : 

D.  F.  Ward,  M.D.,  of  Dubuque,  Iowa,  vice-presi- 
dent; Milford  O.  Rouse,  M.D.,  of  Dallas,  Texas, 
speaker  of  the  House,  and  Walter  C.  Bornemeier, 
M.D.,  of  Chicago,  vice-speaker. 

Percy  Hopkins,  M.D.,  of  Chicago  and  Raymond  M. 
McKeown,  M.D.,  of  Coos  Bay,  Oregon,  were  re-elected 
to  the  Board  of  Trustees  for  three-year  terms.  Robert 

C.  Long,  M.D.,  of  Louisville,  Kentucky,  was  named 
to  fill  the  one  year  remaining  in  the  term  of  Hugh  H. 
Hussey,  M.D.,  who  resigned  to  become  director  of  the 
A.M.A.  Division  of  Scientific  Activities. 

Elected  to  the  three  new  posts  on  the  Board,  created 
by  the  House  action  on  Wednesday,  were  Dwight 
Wilbur,  M.D.,  of  San  Francisco,  three  years;  Lester 
Bibler,  M.D.,  of  Indianapolis,  two  years,  and  L.  O. 
Simenstad,  M.D.,  of  Osceola,  Wisconsin,  two  years. 

Nominated  and  elected  to  the  Judicial  Council  was 
Walter  Judd,  M.D.,  of  Minneapolis,  physician,  former 
member  of  Congress,  and  1961  winner  of  the  A.M.A. 
Distinguished  Service  Award. 

For  the  Council  on  Constitution  and  Bylaws,  William 

D.  Stovall,  M.D.,  of  Madison,  Wisconsin,  was  re- 
elected and  Thurman  B.  Givan,  M.D.,  of  Brooklyn, 
was  named  to  replace  Dr.  Bornemeier. 

Elected  to  the  Council  on  Medical  Education  and 
Hospitals  were  E.  Bryce  Robinson,  Jr.,  M.D.,  of  Fair- 
field,  Alabama;  Francis  L.  Land,  M.D.,  of  Fort  Wayne, 
Indiana,  and  Melvin  Breese,  M.D.,  of  Portland,  Oregon. 

To  fill  vacancies  in  the  Council  on  Medical  Service, 
the  House  elected  Burns  A.  Dobbins,  Jr.,  M.D.,  of 
Fort  Lauderdale,  Florida;  Irvin  E.  Hendryson,  M.D., 
of  Denver,  Colorado,  and  Jess  W.  Read,  M.D.,  of 
Tacoma,  Washington. 

By  acclamation  at  the  opening  session,  the  House 
also  expressed  appreciation  for  the  services  of  Mr.  C. 
Joseph  Stetler,  the  Association’s  general  counsel  and 
director  of  the  Legal  and  Socio-Economic  Division, 
who  will  be  leaving  July  1 to  become  executive  vice- 
president  and  general  counsel  of  the  Pharmaceutical 
Manufacturers  Association. 

We  are  grateful  to  those  who  contributed  so 
much  to  the  success  of  our  stay  in  Atlantic 
City — members  of  the  delegation,  the  wives, 
the  staff,  and  others. 

Meeting  of  Delegation 

A dinner  of  the  delegation  was  held  at  6:30 
p.m.  on  Thursday,  September  26,  1963,  at  the 
Cornell  Club,  155  East  50th  Street,  New  York 
City.  The  business  meeting  preceded  the 
dinner  and  was  held  at  the  offices  of  the  Society 
from  4:00  to  5:50  p.m.  Henry  I.  Fineberg, 
M.D.,  chairman,  presided. 

Present  were  the  following: 

Delegates — Philip  D.  Allen,  M.D.,  Renato 
J.  Azzari,  M.D.,  James  M.  Blake,  M.D.,  George 
A.  Burgin,  M.D.,  Henry  I.  Fineberg,  M.D., 
John  M.  Galbraith,  M.D.,  Thurman  B.  Givan, 
M.D.,  Carl  Goldmark,  Jr.,  M.D.,  James  Green- 
ough,  M.D.,  John  F.  Kelley,  M.D.,  Joseph  A. 
Lane,  M.D.,  George  J.  Lawrence,  Jr.,  M.D., 
John  C.  McClintock,  M.D.,  Norman  S.  Moore, 
M.D.,  Bernard  J.  Pisani,  M.D.,  William  B. 
Rawls,  M.D.,  Solomon  Schussheim,  M.D., 
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Carlton  E.  Wertz,  M.D,,  Waring  Willis,  M.D., 
Ezra  A.  Wolff,  M.D.,  and  Frederick  A.  Wurz- 
bach,  Jr.,  M.D. 

Other  Delegates — A.  W.  Martin  Marino, 
M.D.,  Section  on  Gastroenterology  and  Proc- 
tology. 

By  invitation — Gerald  D.  Dorman,  M.D. 

Staff — Mr.  J.  Richard  Burns,  Miss  Doris 
Dougherty. 

The  first  order  of  business  of  the  meeting  was 
election  of  a chairman  of  the  delegation.  Dr. 
Fineberg  was  re-elected. 

Purpose  of  the  Meeting.  In  the  past,  a 
few  meetings  had  been  held  but  they  were  dis- 
continued for  reasons  of  economy.  A number 
of  the  delegates  felt  that,  because  of  the  great 
number  of  questions  which  come  before  the 
House,  one  or  two  meetings  of  the  delegation 
should  be  held  before  the  House  was  scheduled 
to  convene,  in  order  to  do  some  long-range 
planning  of  our  policies,  resolutions,  and  po- 
litical maneuvers  for  the  next  few  years.  By 
having  these  conferences  close  to  the  Council 
meetings,  they  could  be  held  at  little  expense. 

Other  states  are  beginning  to  realize  that  the 
New  York  delegation  does  carry  some  weight 
since — in  “political”  matters — it  voted  as  a unit 
at  the  June,  1963,  meeting.  On  motion  that  we 
adopt  the  unit  rule  as  one  of  our  basic  rules, 
it  was  voted  that  the  principle  of  the  unit  rule 
of  voting  be  adopted  but  that,  if  an  individual 
felt  that  in  all  conscience  he  could  not  vote  that 
way,  he  should  so  notify  the  chairman. 

Letters.  Letters  were  written  by  the  chair- 
man to  the  wives  of  the  delegates,  thanking  them 
for  their  work  in  the  hospitality  suite  at  Atlantic 
City. 

The  delegation  received  letters  of  apprecia- 
tion and  thanks  from  officers  and  members  of 
the  A.M.A.  House  of  Delegates. 

Also  presented  were  letters  from  state  societies 
and  A.M.A.  headquarters,  pertaining  to  the 
clinical  meeting  in  Portland. 

Convention  Sites.  The  1965  A.M.A.  meet- 
ing will  be  held  in  New  York  City.  A letter 
has  been  transmitted  by  your  chairman  to 
Percy  E.  Hopkins,  M.D.,  chairman  of  the 
A.M.A.  Board  of  Trustees,  inviting  the  A.M.A. 
to  meet  again  in  New  York  City  in  1969.  The 
delegation  instructed  your  chairman  to  write 
to  the  A.M.A.,  reiterating  our  invitation  for  the 
1969  meeting,  and  also  invite  them  to  consider 
meeting  in  New  York  City  in  1967.  This  has 
been  done. 

Hospitality  Committee.  Arrangements 
for  our  hospitality  suite  will  be  made  by  staff 
in  consultation  with  Dr.  McClintock,  chairman. 

The  delegation  voted  to  discontinue  the  dis- 
tribution of  “favors”  and  roses;  and  to  issue 
only  personal  invitations  to  the  hospitality  suite. 

Political.  The  delegation  voted  to  submit 
to  the  A.M.A.  the  following  nominations  from 
New  York  State: 

Vice-president — Carlton  E.  Wertz,  M.D.  (a 


preliminary  communication  has  been  sent  to  all 
delegates) . 

Council  on  Medical  Education  and  Hospitals 
— Edward  C.  Hughes,  M.D. 

Council  on  Medical  Services — Joseph  A.  Lane, 
M.D. 

Judicial  Council — Renato  J.  Azzari,  M.D. 

(A  letter  has  been  transmitted  to  Norman  A. 
Welch,  M.D.,  president-elect.) 

Ad  Hoc  Committee  to  Review  the  Size, 
Make-up  and  Function  of  the  A.M.A. 
House  of  Delegates 

This  committee,  of  which  your  chairman  is  a 
member,  met  at  the  Drake  Hotel  in  Chicago, 
Illinois,  September  14,  1963,  and  considered  the 
following  agenda: 

I.  Charge  from  the  House  of  Delegates 

(a)  Resolution  62 — Review  of  Function  and 
Make-Up  of  House  Councils  and  Com- 
mittees 

(b)  Speaker’s  Remarks — June,  1963 

(c)  House  of  Delegates  action 

(d)  Discussion 

II.  Present  structure  and  function  of  the 
House  of  Delegates 

(a)  A.M.A.  Constitution  and  Bylaws  (Con- 
stitution: Articles  VI,  VIII.  Bylaws: 
Chapter  V,  IX,  X,  XI,  XII,  XIII, 
XIV) 

III.  Areas  for  committee  consideration 

(a)  Size  of  the  House  of  Delegates 

1.  Present  make-up 

2.  Scientific  section  delegates 

3.  Limitation 

4.  Facilities  and  servicing 

(b)  Committees  and  Councils  of  the  House 
of  Delegates 

1.  Size 

2.  Method  of  appointment 

3.  Charges  given  to  the  committees 

4.  Method  of  reviewing  committee  ac- 
tivities 

5.  Method  of  reporting  to  the  Board  of 
Trustees 

6.  Method  of  selecting  committee  chair- 
men 

7.  Tenure  of  committee  members — chair- 
man 

(c)  Reference  committees 

1.  Names 

2.  Number 

3.  Functions 

{d)  Procedures  of  the  House 

IV.  Study  procedure  to  be  followed 

V.  Time  of  next  meeting 

Apparently,  the  committee  will  study  all  the 
facets  of  the  organization  of  the  A.M.A.  House. 
There  is  very  little  doubt  that  there  has  been 
considerable  confusion  and  duplication  of  efforts 
in  a number  of  councils,  committees,  and  so 
forth.  Evidently  the  study  will  be  a long-range 
one. 

It  was  decided  that  there  will  be  an  “open 
hearing”  to  which  will  be  invited  representatives 
of  the  state  delegations,  officers  of  the  A.M.A. 
section  representatives,  and  others. 

Because  of  its  resolution  (number  62),  New 
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York  State  will  be  asked  to  discuss  the  problem 
at  this  meeting,  which  will  be  held  at  the  time 
of  the  A.M.A.  clinical  session  in  Portland, 
Oregon  (Sunday,  December  1). 

Report  on  Voluntary  Agencies.  Dr. 
Moore  discussed  the  report  of  the  Board  of 
Trustees  on  voluntary  agencies.  He  requested 
that  our  delegation  support  the  Board  of  Trus- 
tees in  this  matter. 

It  was  voted  that  a copy  of  the  report  be  sent 
to  each  member  of  the  delegation,  for  review 
before  any  action  is  taken  by  us.  (This  has 
been  done.) 

Clinical  Meeting 

The  next  meeting  of  the  A.M.A. — the  clinical 
meeting — will  be  held  in  Portland,  Oregon, 
December  1 to  4. 

The  House  of  Delegates  will  convene  at  9 
a.m.,  Monday,  December  2 in  the  Grand  Ball- 
room of  the  Portland-Hilton  Hotel.  It  should 
conclude  its  business  by  noon  of  December  4. 

Twenty-four  delegates  and  two  alternate 
delegates  will  travel  to  Portland.  Only  three 
members  of  the  staff  will  accompany  us. 


Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Council  Committee  on 


Constitution  and  Bylaws  are: 

Ezra  A.  Wolff,  M.D.,  Chairman Queens 

Norman  C.  Lyster,  M.D Chenango 

Homer  L.  Nelms,  M.D Albany 

William  F.  Martin,  ex  officio New  York 


During  the  period  May  16  to  November  21, 
1963,  the  committee,  with  the  assistance  of 
legal  counsel,  has  reviewed  proposed  amend- 
ments to  the  bylaws  of  the  Medical  Society  of 
the  County  of  Ulster  and  to  the  bylaws  of  the 
Medical  Society  of  the  County  of  Schenectady. 
Upon  recommendation  of  the  committee,  these 


We  have  done  very  well  as  far  as  designations 
to  reference  committees  are  concerned.  The 
following  New  York  representatives  have  been 
appointed  by  the  Speaker: 

Amendments  to  Constitution  and  Bylaws — 
John  F.  Kelley; 

Report  of  Board  of  Trustees — Frederick  A. 
Wurzbach,  Jr.; 

Legislation  and  Public  Relations — George 
J.  Lawrence,  Jr.; 

Medical  Education  and  Hospitals — Joseph 
A.  Lane,  chairman; 

Public  Health  and  Occupational  Health — 
Norman  S.  Moore; 

Rules  and  Order  of  Business — Philip  D. 
Allen; 

Sections  and  Section  Work — Peter  J.  Di- 
Natale  (Unfortunately,  Dr.  DiNatale  cannot 
attend) ; 

Sergeants-at-Arms  — Waring  Willis; 

Tellers — George  A.  Burgin. 

This  is  more  than  we  have  ever  had  at  any 
one  time. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 


proposed  amendments  were  approved  by  the 
Council  on  November  21. 

Under  consideration  at  the  time  of  writing 
this  report  are  amendments  to  the  bylaws  of 
the  Medical  Society  of  the  County  of  Erie. 
We  hope  to  be  able  to  report  as  to  the  disposition 
of  these  proposed  amendments  before  the 
February  meeting  of  the  House  of  Delegates. 

The  chairman  wishes  to  thank  the  members  of 
his  committee  and  our  legal  counsel  for  their 
painstaking  studies. 

Respectfully  submitted, 

Ezra  A.  Wolff,  M.D.,  Chairman 
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1964  HOUSE  OF  DELEGATES 


Miscellaneous 


Disaster  Medical  Care 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Disaster  Medical 
Care  consists  of  the  following: 

Edward  A.  Burkhardt,  M.D.,  Chairman 

New  York 


Irving  G.  Frohman,  M.D Queens 

Vincent  C.  Webb,  M.D Nassau 

James  H.  Lade,  M.D.,  Adviser Albany 


During  this  short  year  the  committee  has 
continued  to  promote  interest  in  the  training 
programs  of  mass  casualty  care.  The  principle 
training  is  received  in  casualty  exercises  at  the 
hospital  level.  Area  exercises,  which  coordinate 
communication,  transportation,  and  supplies 
with  medical  care,  must  be  improved. 

The  State  Department  of  Health  continues 
to  promote  training  in  the  improvised  emergency 


hospital.  The  annual  report  of  this  agency  is 
not  available  at  this  time. 

Your  chairman  attended  the  National  County 
Medical  Societies  Conference  on  Disaster  Med- 
ical Care  sponsored  by  the  A.M.A.  These 
conferences  offer  valuable  assistance  from 
Federal  and  local  agencies  in  planning  at  the 
local  level.  Meetings  with  the  Office  of 
Emergency  Planning,  Office  of  Civil  Defense, 
and  the  Public  Health  Service  in  Washington 
are  planned  for  December.  Local  and  state 
planning  must  be  coordinated  with  Federal 
planning. 


Respectfully  submitted, 

Edward  A.  Burkhardt,  M.D.,  Chairman 


i 
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BILLSBORD 
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The  American  Disease 


The  history  of  medicine  is  studded  with 
diseases  identified  with  this  or  that  nation,  and 
while  it  is  recognized  that  such  a designation  is 
not  scientifically  accurate,  nevertheless  terms 
such  as  the  “French  disease”  and  the  “Spanish 
flu”  tend  to  persist.  Whether  it  be  because  of 
our  large  geographic  area  or  the  fact  that  our 
national  development  came  when  there  was  a 
more  sophisticated  knowledge  of  disease  proc- 
esses and  their  causes,  we  have  heretofore 
escaped  the  somewhat  dubious  honor  of  se- 
mantic proprietorship  of  some  loathsome  and 
generally  feared  malady.  There  were,  of 
course,  some  tentative  attempts,  as  in  Candide, 
but  they  never  achieved  popularity. 

If  we  have  escaped  such  notoriety  in  the 
past,  one  wonders  if  we  can  expect  to  be  equally 
fortunate  in  this  modem  age.  For  throughout 
this  great  land,  in  every  section  and  environ- 
ment, be  it  urban,  suburban,  or  rural,  and 
among  all  people  whatever  their  educational 
background  or  economic  position,  one  finds  a 
prevalent  psychologic  condition  that  may  well 
deserve  to  be  considered  a national  charac- 
teristic and  may  yet  win  the  sobriquet  of  the 
“American  disease.”  It  is  the  constant  gnaw- 
ing fear  that  someone  will  gain  an  advantage 
over  us,  that  we  will  stand  revealed  as  an  “easy 
mark”  and  be  publicly  dubbed  “a  chump.” 
This  apprehensive  anxiety  might  well  be  called 
“suckerphobia.”  Wherever  one  travels  in  these 
United  States  he  can  find  evidence  of  this 
peculiar  compulsive  dread,  but  nowhere  is  it 
so  marked  as  in  New  York  City;  here  the 
symptomatology  is  acute,  affecting  transient 
and  resident  alike,  coloring  the  activities  of 
all. 

Personally,  I must  confess,  this  both  be- 
wilders and  amazes  me,  for  I have  long  nursed 
the  conviction  that  a sucker  has  more  fun  than 
anyone.  Somehow,  it  has  always  seemed  a 
little  pitiful  and  ridiculous  when  one  sees  some 
visitor  sitting  tensely  on  the  edge  of  a taxi 
back  seat,  alternately  studying  the  face  of  a 
clicking  meter  and  trying  to  catch  the  number 
of  a cross  street,  while  this  uncomfortable 
squirming  and  worried  expression  betrays  his 
unreasonable  concern  that  the  driver  is  victim- 
izing him  by  a roundabout  route  to  whatever 
or  wherever  his  destination  may  be.  After  all, 
he  could  relax,  lean  back,  and  enjoy  the  ride; 
true,  perhaps,  it  will  cost  a little  more,  but  it 
could  bring  carefree  comfort  and  he  could 


appreciate  the  giveaway  bonus,  supplied  free 
with  every  taxi  excursion  in  Manhattan, 
namely,  driver  conversation.  Thus  devoid  of 
stress  and  strain  this  experience  can  be  enter- 
taining, since  most  New  York  taxi  drivers  have 
become  so  enamored  of  the  created  image  of 
themselves  as  “interesting  characters,”  sort  of 
urban-type  cracker-barrel  philosophers,  that 
their  efforts  to  live  up  to  their  billing  adequately 
can  be  highly  amusing. 

Perhaps  not  all  aspects  of  being  a sucker  are 
advantageous  or  admirable.  There  is  little  real 
pleasure  in  falling  for  such  obvious  criminal 
dodges  as  a street  purchase  of  a “hot”  fur  wrap 
or  smuggled  jewelry.  Of  course,  one  must  learn 
moderation  in  all  things,  and  even  the  suffusing, 
pleasurable  tingling  or  innate  capacity  for  en- 
joyment that  is  inherent  in  the  state  of  sucker- 
dom  can  be  abused  if  one  does  not  recognize  the 
reasonable  limits  within  which  satisfaction  can 
be  found.  While  the  dangers  of  such  immoder- 
ation are  appreciated,  it  is  still  true  that  under 
ordinary  situations  the  advantage  is  all  to  the 
gullible.  The  sucker  blithely  pays  the  specula- 
tor’s surtax  for  theater  tickets  or  a ticket  to  some 
sporting  event  and  gets  a kick  out  of  every  min- 
ute, even  to  the  later  recounting  of  how  he  was 
victimized;  while  those  determined  “not  to  be 
had”  crane  their  necks  and  break  their  backs, 
trying  to  view  the  spectacle  from  some  second- 
rate  location  and  probably  don’t  even  know  what 
the  score  is  until  they  see  the  early  editions. 

The  average  visitor  spends  a miserable  vaca- 
tion in  the  big  town  as  he  busily  attempts  to 
avoid  all  sucker  traps  either  real  or  imaginary. 
Constantly  apprehensive,  he  will  betray  his 
status  as  a transient;  he  warily  watches  him- 
self and  suspiciously  regards  every  stranger  un- 
easily, so  afraid  is  he  of  recognition  as  a country 
bumpkin.  All  of  which  would  not  be  quite  so 
ridiculous  if  there  were  any  chance  for  success, 
but  actually  he  has  been  tabbed  as  an  outsider  by 
every  knowing  urbanite  long  before  the  first 
time  he  loses  his  way  in  the  subway. 

It  makes  one  cringe  to  think  of  all  those  sore 
feet  won  by  those  who  will  plod  interminably 
along  the  city’s  uneven  pavements  rather  than 
ask  directions.  To  observe  the  symptoms  of 
this  affliction  in  the  full  flower  of  maturity, 
watch  the  faces  at  an  auction  along  one  of  the 
city  thoroughfares.  There  one  sees  the  charac- 
teristic and  diagnostic  changes  of  facial  expres- 
sion from  that  of  avidity:  of  frank  cupidity  as- 
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sociated  with  the  desire  to  find  a bargain,  the 
anxious  apprehension  as  the  thought  comes  that 
it  is  all  a scheme  to  bamboozle  the  unwary,  the 
glow  of  self  satisfaction  as  one  sees  a chance  to 
take  advantage  of  someone  else,  and  the  de- 
pressing look  of  reluctance  as  he  foregoes  the 
glittering  opportunity  because  he  fears  some 
hidden  gimmick  that  will  or  might  make  him 
the  victim. 

However,  the  city  resident  has  little  real 
reason  to  feel  superior  to  his  overcautious 
visitor,  for  he  too  suffers  the  same  disease;  and 
beneath  his  air  of  assured  sophistication  lies  an 
ever-nagging  uneasiness  that  someone  will  find 
him  a “soft  touch”  and  make  him  his  personal 
“pigeon.”  This  overshadows  his  whole  existence, 
makes  him  shy  from  proffered  friendships,  be 
they  spurious  or  genuine;  he  is  afraid  not  to 
tip,  afraid  to  tip  too  much,  or  afraid  to  tip  too 
little.  New  York  is  probably  the  one  place  in 
the  world  where  one  could  spend  a day  standing 
on  some  street  corner  passing  out  five-dollar 
bills  to  any  passerby  who  would  accept  one  and 
then  at  the  end  of  the  day,  come  evening,  finding 
himself  with  the  same  amount  of  money  he 
started  off  with,  if  not  a slight  profit. 

Some  even  take  bizarre  and  incredible  meth- 
ods to  allay  anxiety  and  foster  the  delusion  they 
are  much  too  smart  to  be  victimized.  One,  I 
know,  will  buy  a ticket  on  every  horse  in  the 
race  just  so  he  can  exhibit  a winning  ticket  with 
that  air  which  translated  means,  “I’m  a big- 
city  boy  and  too  smart  for  these  two-bit 
chiselers.”  So  it  is  in  the  city  resident  one  finds 
the  disease  not  only  in  its  negative  form  of 
avoiding  the  pitfall  but  also  in  the  positive  form 


Future  of  diabetic  child 

As  reported  in  the  June  1 issue  of  The 
Canadian  Medical  Association  Journal,  while 
the  outlook  for  the  diabetic  child  has  improved 
greatly,  not  all  problems  have  been  solved. 
Life  expectancy  of  the  juvenile  diabetic  is  still 
only  two  thirds  of  normal  after  forty  years  of 


designed  to  prove  he  is  one  of  the  takers  and 
not  one  of  the  taken.  Let  a show  or  sporting 
event  be  touted  by  critic  or  columnist  as  a sell- 
out, an  affair  that  everyone  who  is  anyone 
will  attend,  then  this  character  suffers  the  com- 
pulsive urge  to  obtain  tickets  at  whatever 
sacrifice,  regardless  of  what  cost  may  be  entailed. 
Once  so  obtained  they  are  exhibited  in  either  a 
flashy  or  a surreptitious  manner,  depending  on 
whether  he  is  one  of  the  brash  and  aggressive 
group  or  one  of  the  more  restrained,  suave,  and 
superficially  bored  claque.  But  whichever 
group,  and  whether  displayed  boastfully  or 
reluctantly,  still  they  are  always  displayed  and 
are  always  accounted  for  as  having  been  re- 
ceived through  “connections”  and  never,  never 
at  more  than  box  office  prices. 

They  dare  not  venture  an  opinion  or  even 
enjoy  a show  secretly  until  they  have  a chance 
to  read  the  critics  and  discover  whether  or  not 
they  like  it.  Trusting  their  own  judgment  is 
dangerous  and  might  well  label  them  gauche 
and  outlanders.  They  are  wont  to  laugh 
derisively  at  that  tired  old  cliche  used  by  every 
transient  to  describe  the  city  as  a nice  place  for 
a visit  but  not  to  live.  Yet,  strangely,  each 
himself  clings  firmly  to  the  ridiculous  idea  that 
one  can  judge  a roadside  diner  reliably  by 
whether  or  not  truck  drivers  patronize  it.  They 
have  never  seemed  to  realize  there  are 
some  enterprising  individuals  who  have  won 
themselves  a comfortable  income  by  the  simple 
expedient  of  purchasing  a couple  of  old  trucks 
and  parking  them  permanently  outside  their 
roadside  eating  establishments. 

WRC 


the  insulin  era.  Although  fertility  is  normal 
for  both  sexes,  for  the  young  diabetic  woman 
neonatal  mortality  is  at  least  15  per  cent.  Ten 
to  twenty  years  after  the  onset  of  diabetes, 
vascular  complications  in  the  retina  and  kidney 
begin  to  appear  despite  dietary  and  health  care. 
Neuritis  often  becomes  a problem.  Blindness, 
uremia,  neuropathy,  and  gangrene  are  often 
consequences  of  vascular  complications. 
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Necrology 


Earl  Cluff  Bonnett,  M.D.,  of  New  York  City, 
died  on  November  22,  1963,  at  the  age  of 
seventy.  Dr.  Bonnett  graduated  in  1923  from 
Cornell  University  Medical  College.  From 
1944  until  his  retirement  in  1958  he  had  served 
as  chief  medical  officer  of  the  Metropolitan 
Life  Insurance  Company. 


Julius  Brimberg,  M.D.,  of  Brooklyn,  died  on 
September  4,  1963,  at  the  age  of  fifty-five.  Dr. 
Brimberg  graduated  in  1938  from  Anderson 
College  of  Medicine,  Glasgow,  Scotland.  He 
was  an  associate  attending  urologist  at  Brooklyn 
Women’s  Hospital  and  an  attending  urologist  at 
Unity  Hospital.  Dr.  Brimberg  was  a Fellow  of 
the  International  College  of  Surgeons  and  a 
member  of  the  American  Geriatrics  Society, 
the  New  York  Society  of  the  American  Uro- 
logical Association,  the  Brooklyn  Urological 
Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Bernard  Davidson,  M.D.,  of  Brooklyn,  died 
on  November  18,  1963,  at  the  age  of  seventy. 

! Dr.  Davidson  graduated  in  1914  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  urologist  at  the 
Jewish  Chronic  Disease,  Maimonides  of  Brook- 
lyn, and  Unity  Hospitals.  A past-president 
of  the  Brooklyn  Urological  Society,  Dr.  David- 
son was  a Diplomate  of  the  American  Board  of 
Urology  and  a member  of  the  American  Uro- 
logical Association,  the  New  York  Society  of 
the  American  Urological  Association,  the  Med- 
ical Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Frederick  Lodewick  Mosser,  M.D.,  of  New 

York  City,  died  on  June  28,  1963,  at  the  age  of 
eighty-six.  Dr.  Mosser  graduated  in  1917 
from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital.  For  thirty  years  he 
was  chief  surgeon  for  the  Third  Avenue  Trans- 
portation Company.  Dr.  Mosser  was  a mem- 
ber of  the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Harry  Harvey  Pennes,  M.D.,  of  the  Bronx, 
died  on  November  12,  1963,  at  the  age  of  forty- 
five.  Dr.  Pennes  graduated  in  1942  from  the 
University  of  Pennsylvania  School  of  Medicine. 
He  was  a Fellow  of  the  American  Psychiatric 
Association  and  a member  of  the  American 
Psychopathological  Association,  the  Association 
for  Research  in  Nervous  and  Mental  Disease, 
the  American  Academy  of  Neurology,  the 
New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Henry  Barber  Richardson,  M.D.,  of  New 

York  City,  died  on  November  19,  1963,  at  the 
age  of  seventy-four.  Dr.  Richardson  graduated 
in  1914  from  Harvard  University  School  of 
Medicine.  He  was  an  associate  professor  of 
psychiatry  at  the  New  York  School  of  Psy- 
chiatry. Dr.  Richardson  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Association  for 
Research  in  Psychosomatic  Problems,  the 
Association  for  Psychoanalytic  Medicine,  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 
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Books  Received 


The  following  books  were  received  during  the  month  of  October,  1963  * 


Diseases  of  the  Skin.  By  George  Clinton 
Andrews,  M.D.,  and  Anthony  N.  Domonkos, 
M.D.  Fifth  edition.  Quarto  of  749  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $16.50. 

Medical  Department,  United  States  Army. 
Personnel  in  World  War  II.  Editor  in  Chief, 
Colonel  John  Boyd  Coates,  Jr.,  MC,  USA. 
Editor  for  Personnel,  Charles  M.  Wiltse,  Ph.D. 
Octavo  of  548  pages,  illustrated.  Washington, 
D.C.,  Office  of  the  Surgeon  General,  Depart- 
ment of  the  Army,  1963.  Cloth,  $6.00. 

George  Hoyt  Whipple  and  His  Friends. 

By  George  W.  Corner,  M.D.  Octavo  of  335 
pages,  illustrated.  Philadelphia,  J.  B.  Lip- 
pincott  Company,  1963.  Cloth,  $5.50. 

Principles  of  Neurological  Surgery.  By 
Loyal  David,  M.D.,  and  Richard  A.  Davis, 
M.D.  Octavo  of  608  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $15. 

Delayed  Implantation.  Edited  by  Allen  C. 
Enders.  Octavo  of  318  pages,  illustrated. 
Chicago,  The  University  of  Chicago  Press, 
1963.  Cloth,  $8.50. 

The  Care  of  the  Rheumatoid  Hand.  By 

Adrian  E.  Flatt,  M.D.  Octavo  of  222  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1963.  Cloth,  $11.50. 

Review  of  Medical  Physiology.  By  William 
F.  Ganong,  M.D.  Octavo  of  577  pages,  il- 
lustrated. Los  Altos,  Calif.,  Lange  Medical 
Publications,  1963.  Paper,  $6.50. 

Clinical  Toxicology  of  Commercial  Prod- 
ucts. By  Marion  N.  Gleason,  M.Sc.,  Robert  E. 
Gosselin,  M.D.,  and  Harold  C.  Hodge,  Ph.D. 
Quarto  of  1,211  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Co.,  1963.  Cloth, 
$22. 

Strategies  of  Psychotherapy.  By  Jay  Haley. 
Octavo  of  204  pages.  New  York,  Grune  & 
Stratton,  Inc.,  1963.  Cloth,  $7.75. 

Synopsis  of  Ophthalmology.  By  William  H. 
Havener,  M.D.  Second  edition.  Duodecimo 
of  395  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1963.  Cloth,  $7.85. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


Compendium  of  Emergencies.  Edited  by 
H.  Gardiner-Hill,  M.D.  Octavo  of  328  pages, 
illustrated.  Washington,  Butterworths,  1963. 
Cloth,  $9.95. 

Clinical  Correlations  of  Experimental  Hyp- 
nosis. Compiled  and  edited  by  Milton  V. 
Kline.  Octavo  of  524  pages,  illustrated. 
Springfield,  Charles  C Thomas,  1963.  Cloth, 
$15.75. 

Medical  Hydrology.  Edited  by  Sidney  Licht, 
M.D.  Assisted  by  Herman  L.  Kamenetz, 
M.D.  Octavo  of  714  pages,  illustrated.  New 
Haven,  Conn.,  Elizabeth  Licht,  Publisher, 
1963.  Cloth,  $16. 

Thought  Reform  and  the  Psychology  of 
Totalism.  By  Robert  Jay  Lifton,  M.D. 
Duodecimo  of  510  pages.  New  York,  W.  W. 
Norton  & Company,  Inc.,  1963.  Paper,  $2.25. 

Disability  Evaluation  and  Principles  of 
Treatment  of  Compensable  Injuries.  By 

Earl  D.  McBride,  M.D.  Sixth  edition.  Quarto 
of  573  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1963.  Cloth,  $22. 

Elementary  Medical  Statistics.  By  Donald 
Mainland,  M.B.  Second  edition.  Octavo  of 
381  pages.  Philadelphia,  W.  B.  Saunders 
Company,  1963.  Cloth,  $9.00. 

The  Thyroid  and  its  Diseases.  By  James 
Howard  Means,  M.D.,  Leslie  J.  DeGroot,  M.D., 
and  John  B.  Stanbury,  M.D.  Third  edition. 
Octavo  of  618  pages,  illustrated.  New  York, 
The  Blakiston  Division,  McGraw-Hill  Book 
Company,  Inc.,  1963.  Cloth,  $15.95. 

Progress  in  Gynecology.  Volume  IV. 

Edited  by  Joe  V.  Meigs,  M.D.,  and  Somers  H. 
Sturgis,  M.D.  Octavo  of  676  pages,  illustrated. 
New  York,  Grune  & Stratton,  1963.  Cloth, 
$16.75. 

Open -Heart  Surgery  for  Mitral  Stenosis: 
Technique  of  Operation  by  the  Left  Tho- 
racic Approach.  By  H.  T.  Nichols,  M.D., 
D.  P.  Morse,  M.D.,  G.  Blanco,  M.D.,  and  A. 
Adam,  M.D.  Octavo  of  66  pages,  illustrated. 
Springfield,  Charles  C Thomas,  1963.  Cloth, 
$6.00. 

The  Incubation  Period  of  Coronary  Throm- 
bosis. By  G.  R.  Osborn,  M.B.  Octavo  of 
190  pages,  illustrated.  London,  Butterworths, 
1963.  Cloth,  $11. 
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Occupational  Health  and  Man-talent  De- 
velopment. By  Robert  Collier  Page,  M.D. 
Octavo  of  680  pages,  illustrated.  Berwyn,  111., 
Physicians’  Record  Company,  1963.  Cloth, 
$18.50. 

The  Medical  Clinics  of  North  America. 
Nationwide  Number.  Volume  47,  Number 
5,  September,  1963.  Infections  Today. 

Charles  H.  Rammelkamp,  M.D.,  Guest  editor. 
Octavo.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Published  Bi-Monthly  (six  num- 
bers a year) . Cloth,  $18  net. 

Psychiatry  in  American  Life.  Edited  by 
Charles  Rolo.  Octavo  of  246  pages.  Boston, 
Little,  Brown  and  Company,  1963.  Cloth, 
$5.00. 

Curiosities  of  Medicine.  Edited  by  Berton 
Roueche.  Octavo  of  338  pages.  Boston,  Little, 
Brown  and  Company,  1963.  Cloth,  $5.95. 


“Boom"  in  children 


The  number  of  children  under  eighteen  years 
of  age  in  the  United  States  reached  a record 
total  of  nearly  69  million  by  the  middle  of  1963 
and  may  grow  an  additional  18  million  by  1980, 
statisticians  of  Metropolitan  Life  Insurance 
Company  report. 

Although  the  new  record  represents  a 4.5 
million  increase  since  1960,  the  recent  rate  of 
growth  in  the  child  population  has  lessened 
appreciably  from  that  in  the  1950’s.  During 
that  decade  the  group  increased  by  more  than 


Progress  in  Neurology  and  Psychiatry. 

Volume  XVIII.  Edited  by  E.  A.  Spiegel, 
M.D.  Octavo  of  695  pages.  New  York, 
Grune  & Stratton,  1963.  Cloth,  $14.75. 

Professional  Personnel  for  the  City  of  New 

York.  By  David  T.  Stanley.  Octavo  of 
461  pages.  Washington,  D.C.,  The  Brookings 
Institution,  1963.  Cloth,  $7.50. 

Man  and  His  Future.  A Ciba  Foundation 
Volume.  Edited  by  Gordon  Wolstenholme. 
Octavo  of  410  pages,  illustrated.  Boston, 
Little,  Brown  and  Company,  1963.  Cloth, 
$6.00. 

Ciba  Foundation  Study  Group  No.  15. 
Pathogenesis  of  Leprosy.  Edited  by  G. 
E.  W.  Wolstenholme,  M.B.,  and  Maeve  O’Con- 
nor, B.A.  With  19  illustrations.  Duodecimo 
of  101  pages.  Boston,  Little,  Brown  and  Com- 
pany, 1963.  Cloth,  $2.95. 


17  million — a rise  without  precedent  in  our 
history. 

The  statisticians  estimated  that  as  a result 
of  the  upsurge  in  births  following  World  War  II, 
the  numbers  of  children  at  fifteen  to  seventeen 
years  of  age  will  grow  by  38  per  cent  from  1960 
to  1970.  But  because  of  a leveling  off  in  the 
number  of  births  in  recent  years,  smaller  rates 
of  increase  are  in  prospect  at  the  younger  ages. 

Mortality  in  childhood  continued  at  a very 
low  level,  although  some  important  health 
problems  remain  at  those  ages.  Of  special 
importance  are  the  acute  conditions,  particularly 
respiratory  diseases,  and  injuries,  which  are 
relatively  frequent  among  children. 
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Books  Reviewed 


Doctor  and  Patient  and  the  Law.  By  C. 

Joseph  Stetler,  LL.M.,  and  Alan  R.  Moritz, 
M.D.  Fourth  edition.  Octavo  of  529  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1962.  Cloth,  $14.75. 

Mr.  C.  Joseph  Stetler  is  general  counsel  and 
director  of  Legal  and  Socio-Economic  Division  of 
the  American  Medical  Association;  his  coauthor 
Alan  R.  Moritz,  M.D.,  is  professor  of  pathology 
and  director  of  the  Institute  of  Pathology, 
Western  Reserve  University,  Cleveland,  Ohio. 

This  text,  as  well  as  the  original  and  the 
second  and  third  editions,  was  compiled  by 
Louis  J.  Regan,  M.D.,  Ll.B. 

The  authors  have  only  revised  and  enlarged 
this  edition  which  retained  Dr.  Regan’s  presen- 
tation of  a concise  treatment  of  the  subject 
pertaining  to  legal  medicine. 

There  are  four  parts  and  25  chapters  namely: 
Part  I (chapters  1 to  7)  Rights  and  duties  of 
physician,  Part  II  (chapters  8 to  11):  Rights 
and  responsibilities — patients  and  physicians, 
Part  III  (chapters  12  to  18)  Medical  testimony, 
Part  IV  (chapters  19  to  25):  Medical  profes- 
sional liability. 

Chapter  9 deals  with  forms  for  consents  to 
treatment  together  with  illustrative  citations  of 
recently  decided  cases. 

This  volume  is  of  special  value  to  physicians 
who  possess  an  Ll.B.  degree  as  well  as  to  those 
attorneys  who  engage  in  the  practice  of  personal- 
injury  litigation. — S.  Ingram  Hyrkin,  M.D. 

A Textbook  of  Obstetrics.  By  Duncan  E. 
Reid,  M.D.  Quarto  of  1,087  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1962. 
Cloth,  $18.50. 

Duncan  E.  Reid,  M.D.,  is  the  William 
Lambert  Richardson  Professor  of  Obstetrics  and 
Head  of  the  Department  of  Obstetrics  and 
Gynecology  of  Harvard  University  Medical 
School.  Dr.  Reid  is  eminently  qualified  from 
both  his  extensive  clinical  and  teaching  ex- 
periences to  write  authoritatively  on  this  most 
important  subject. 

The  author  stresses  the  importance  of  pre- 
vention of  injuries  and  the  immediate  manage- 
ment of  complications.  Special  attention  is 
given  to  the  early  recognition  of  complications. 
He  further  emphasizes  the  concept,  “that  the 
Obstetrician  should  treat  the  patient  boldly  when 
nature  behaves  abnormally.” 

To  enhance  the  quality  of  the  book  a number 
of  chapters  are  written  by  recognized  experts  in 
their  field.  Some  of  these  include  breech  presen- 
tation, multiple  pregnancy,  human  genetics,  the 
blood  groups  and  erythroblastosis  fetalis,  neo- 
natal neurology,  and  management  of  the  diseases 
of  the  newborn. 

The  text  is  profusely  illustrated  with  excellent 


photographs,  photomicrographs,  and  roentgeno- 
grams and  is  a welcome  addition  to  the  List  of 
books  on  this  increasingly  important  subject. — 
John  M.  Tortora,  M.D. 


Problems  in  Surgery.  By  Frank  Glenn, 
M.D.  Edited  by  George  E.  Wantz,  Jr.,  M.D. 
Octavo  of  512  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1961.  Cloth, 
$16.50. 

This  book  presents  a report  on  the  weekly 
grand  rounds  of  the  Department  of  Surgery  at 
New  York  Hospital-Cornell  Medical  Center. 
The  discussions  which  ensue  cover  surgery  of 
the  lungs,  heart,  alimentary  tract,  liver,  biliary 
tract,  spleen,  genitourinary  tract,  and  nervous 
system.  Also  covered  in  the  discussions  are 
fractures  and  dislocations,  orthopedic  surgery, 
and  miscellaneous  problems. 

Dr.  Glenn  and  Dr.  Wantz  do  a superb  job  of 
editing.  There  is  a fresh  point  of  view  in  hand- 
ling controversial  areas  with  each  member  of  the 
group  revealing  his  knowledge  and  capabilities 
by  his  individual  expressions. 

If  more  scientific  books  read  like  grand  rounds, 
with  its  flexibility  as  well  as  its  factual  informa- 
tion, a greater  number  would  be  read  by  the 
medical  profession. — John  J.  Lille,  M.D. 


Behavioral  Changes  in  Patients  Following 
Strokes.  By  Montague  Ullman,  M.D. 
Octavo  of  103  pages.  Springfield,  111.,  Charles 
C Thomas,  Publisher,  1962.  Cloth,  $5.25. 
(American  Lecture  Series  No.  474). 

Dr.  Ullman’s  work,  based  on  long  experience 
with  patients’  emotional  problems  following 
strokes,  provides  an  introduction  to  a subject  of 
increasing  significance.  And  it  is  to  be  hoped 
that  there  will  be  more  by  this  author,  dealing  in 
detail  with  the  dynamics  of  personality  dis- 
turbance in  brain  injury. 

Much  of  the  material  is  presented  in  a report 
form.  More  often  than  not  though,  this 
merely  states  the  problem  (to  be  sure  quite 
clearly)  rather  than  provides  insight  into  means 
of  grappling  with  this  very  difficult  problem. 

Further,  in  discussing  the  various  psychiatric 
sequelae,  a knowledge  of  the  premorbid  per- 
sonality is  often  assumed.  Thus  little  help  is 
offered  to  the  clinician  without  special  training 
in  psychiatry  to  assess  the  contribution  of 
brain  injury  to  personality  disturbance.  How- 
ever the  difficulty  of  the  problem  is  well  illus- 
trated. 

A timely  work,  this  book  should  be  stimulat- 
ing reading  to  those  outside  the  special  field  of 
the  author  who  are  responsible  for  the  care  of 

continued  on  page  1 70 
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vacancy 

“The  direct  cost  for  caring  for  the  mentalhj  ill  is 
$ l .7  billion  a year.  Workers  who  become  mentally  ill 
lose  over  half  a billion  dollars  in  earnings  each  year. 

Staff  in  one  mental  hospital  recently  tried  an 
experiment  with  65  patients  who  had  been  confined 
for  an  average  of  13  years.  They  practiced  the  best 
treatment  methods  now  known  and,  within  six 
months  to  a year,  37  of  these  patients  were  well 
enough  to  be  discharged.  Only  eight  of  the 
discharged  patients  failed  to  hold  the  gains  they  had 
made  for  at  least  a year  after  they  left  the  hospital 

This  message  is  brought  to  you  on  behalf 


Hope  now,  where  there  was  no  hope.  Drugs  which 
help  now,  where  there  were  no  known  drugs  which 
helped  — even  five  years  ago.  Independent  drug 
research  is  continuing  in  this  vital  area.  But,  should 
it  be  discontinued  because  the  cost  must  somehow  be 
reflected  in  the  ultimate  price  of  the  new  drug  — 
if  it  is  to  be  discovered  ? Or  should  the  sign  read, 
as  it  has  throughout  time  in  overcrowded 
mental  institutions : “NO  vacancies  ” 

*U.S.  Department  of  Health,  Education  and  Welfare, 

Public  Health  Service  Publication  No.  813. 

of  the  producers  of  prescription  products. 
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brain  injured  patients. — Robert  W.  Kimball, 
M.D. 

Emotions  and  Emotional  Disorders.  By 

Ernst  Gellhorn,  M.D.,  and  G.  N.  Loofbourrow, 
Ph.D.  Octavo  of  496  pages,  illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & 
Row,  1963.  Cloth,  $12. 

Dr.  Gellhorn,  a distinguished  neurophysiolo- 
gist, has  with  his  coauthor,  Dr.  Loofbourrow, 
produced  an  authoritative  text  which  will 
stimulate  those  interested  in  neurophysiologic 
and  neuropsychiatric  research. 

The  main  theme  of  the  book  is  that  “so-called 
psychic  functions”  are  regulated  through  the 
hypothalamus  and  that  disturbances  in  hypo- 
thalamic reactivity  are  responsible  for  emotional 
disorders. 

The  authors  attempt  to  explain  the  physio- 
logic basis  of  the  experimental  neuroses  and  the 
mechanisms  involved  in  the  genesis  of  hyper- 
tension, peptic  ulcer,  vagotonia,  sympathotonia, 
nausea,  and  fever.  Attention  is  directed  to  the 
crucial  role  emotional  excitement  plays  in  the 
causation  of  hypertension  and  peptic  ulcer  and 
the  autonomic  imbalance  in  these  diseases. 

They  proceed  to  show  that  the  abnormal  emo- 
tional phenomena  of  neuroses  and  psychoses  are 
associated  with,  and  may  result  from,  changes 
in  the  hypothalamic  system.  The  probable 
mechanisms  by  which  shock  therapies,  tran- 
quilizing,  analeptic,  and  psychoactive  drugs 
influence  behavior  are  surveyed. 

In  the  final  section  of  the  book,  classical 
theories  of  emotion  are  summarized  and 
various  lines  of  future  research  are  indicated. 
An  extensive  bibliography  of  close  to  a thousand 
references  covers  all  the  relevant  literature. — 
Mary  E.  Granger,  M.D. 

Current  Psychiatric  Therapies.  Vol.  II, 
1962.  Edited  by  Jules  H.  Masserman,  M.D. 
Octavo  of  289  pages,  illustrated.  New  York, 
Grune  & Stratton,  Inc.,  1962.  Cloth,  $8.75. 

Dr.  Masserman,  professor  of  neurology  and 
psychiatry,  Northwestern  University,  has  won 
acclaim  with  volume  1,  1961,  and  now  proceeds 
to  make  us  indebted  to  him  again  by  culling  out 
the  most  important  psychiatric  contributions 
of  the  year,  topic  by  topic,  and  assigning  recog- 
nized leaders  in  specialized  areas  to  cover  their 
respective  specialized  interests. 

The  survey  of  essential  branches  of  psychiat- 
ric therapy  is  arranged  in  eight  parts:  Principles 
of  Psychiatric  Therapy,  Childhood  and  Adoles- 
cence, Techniques  of  Psychotherapy,  Treatment 
of  the  Psychosis,  Legal  Psychiatry,  Part-Time 
Services,  Full-Time  Hospital  Therapy,  and  Psy- 
chiatry and  the  World.  A comprehensive  name 
and  subject  index  rounds  out  the  volume. 

Although  this  volume  is  primarily  intended 
for  the  psychiatric  physician,  it  also  admirably 
serves  the  needs  of  all  those  taking  a quick  and 
authoritative  look  at  what  is  up  and  coming 
in  the  psychiatric  armamentarium. — Frederick 
L.  Patry,  M.D. 


Classics  in  Neurology.  Selected  by  Richard 
Sherman  Lyman,  M.D.  Edited  by  H.  S.  Burr. 
Octavo  of  172  pages.  Springfield,  Charles  C 
Thomas,  1963.  Cloth,  $6.50. 

The  title  of  this  book  is  misleading.  It  is 
not  a compilation  of  classical  articles  from  litera- 
ture (with  a few  exceptions)  as  one  might 
expect,  it  is  a collection  of  case  reports  from 
literature  which  Dr.  Lyman  has  considered  as 
classical  and  which  he  has  used  in  his  teaching 
activities.  All  of  the  cases  listed  had  proved 
pathology. 

The  stated  purpose  of  the  book  was  to  give  in 
to  the  urging  of  many  of  Dr.  Lyman’s  students 
and  make  his  collection  of  cases  available  in 
print.  That  the  book  is  not  a success  cannot 
be  blamed  so  much  on  Dr.  Lyman  as  probably 
on  the  editor.  Language  which  may  be  ac- 
ceptable in  a private  reference  file  was  allowed 
to  slip  into  the  print  and  accounts  to  a large 
extent  for  lack  of  clarity,  telegraphic  style  at 
times,  and  slipshod  appearance.  Frequently  it 
is  not  clear  whether  comments  and  conclusions 
are  those  of  authors  quoted  or  of  Dr.  Lyman. 
Inadequate  care  has  been  taken  to  eliminate 
inaccuracies  such  as  calling  a disease  with  onset 
at  eighteen  years  of  age  Tay  Sachs.  Muscle 
diseases  are  not  covered  at  all. 

One  cannot  escape  the  impression  that  this 
volume  represents  an  attempt  to  recapture  a 
good  teacher  in  print.  Instead,  all  the  editor 
succeeded  in  doing  was  to  capture  merely  his 
notes.  Yet  material  of  interest  can  be  found 
here,  although  its  value  is  much  decreased  by 
the  kaleidoscopic  presentation  and  absence  of 
in-depths  studies  of  similar  cases. — L.  P. 
Hinterbuchner,  M.D. 

Circulatory  Physiology:  Cardiac  Output 

and  Its  Regulation.  By  Arthur  C.  Guyton, 
M.D.  Octavo  of  468  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $15. 

The  author,  an  experienced  worker  in  the  field, 
has  presented  an  excellent  monograph  on  the 
analysis  of  cardiac  output  and  its  regulation. 
The  book  is  divided  into  five  sections.  The 
first  section  is  a description  and  evaluation  of 
methods  of  measuring  cardiac  output.  In  the 
second  and  third  sections  the  author  discusses 
the  regulation  of  cardiac  output  by  factors  af- 
fecting the  heart  and  the  peripheral  circulation. 
In  the  fourth  section  the  factors  involved  in  the 
regulation  of  cardiac  output  are  analyzed  by 
graphic  and  algebraic  methods.  The  final  sec- 
tion is  an  analysis  of  the  cardiac  output  in  certain 
specific  physiologic  and  pathologic  states. 

The  data  in  the  book  are  derived  principally 
from  numerous  critical  experiments  conducted 
by  the  author  and  his  associates  and  also  from 
an  extensive  review  of  the  literature.  The 
author  attempts  to  present  a composite  view  of 
the  regulation  of  cardiac  output  and  in  this  he 
is  eminently  successful. 

This  book  is  valuable  and  highly  recommended 
for  all  concerned  with  cardiovascular  physiology. 
The  practicing  cardiologist  will  also  find  it  use- 
ful as  a reference. — Irving  G.  Kroop,  M.D. 
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C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.  .Niagara  Falls 

Theodore  F.  Thomas Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt ....  Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

Joseph  Lasko Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffern 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer . . Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried Livingston  Manor 

Paul  Zoltowski Waverly 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  Woodhull Scarsdale 

Newland  W.  Fountain  ....  Warsaw 
R.  J.  Harpending Penn  Yan 
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pinewood  * MSsrea* FAPA- 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.P.A. — L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  nSomeg 

Five  Acres  of  Pinewo  .ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


FRACTURE  CARE 
DEMONSTRATIONS 

Especially  qualified  and  selected  experts  from  the  New 
York  and  Brooklyn  Regional  Committee  on  Trauma  of 
the  American  College  of  Surgeons  will  instruct  in  the  care 
of  wrist  fractures,  and  demonstrate  methods  of  treatment 
and  applying  casts.  Live  models  will  be  used  in  the 
exhibit. 

Booth  S-400,  Albert  Hall 
at  the  Americana  of  New  York,  February  11-14 


GREENM0NT-0N-HUDS0N  SANATORIUM 

128  North  Highland  Avenue,  Ossining,  New  York 
Telephone  Wilson  1-4100 

An  open  psychiatric  hospital  for  voluntary  and  com- 
mitted patients.  All  modern  therapies  available. 
Small  size  affords  opportunity  for  intensive  indi- 
vidual treatment.  Provision  for  day  or  night  hos- 
pital care  and  treatment. 

Ralph  S.  Banay,  M.D.,  Director 


WANTED! 

AUGUST  15,  1962  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  the  picturesque  north  country  of 
Champlain  Valley.  University  within  city  limits;  fine 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 


G.P.  ASSOCIATE  NEEDED  FOR  G.P.  GROUP,  L.I., 
New  York  suburb.  Eventual,  full  partnership.  Unusual 
opportunity.  Box  839,  % N Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 


NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 


WANTED:  INTERNIST  FOR  GROUP  IN  SOUTHERN 

New  York  State.  Must  be  Board  certified  or  Board 
qualified.  Box  845,  % N.Y.  St.  Jr.  Med. 


INTERNISTS,  PEDIATRICIANS,  OPHTHALMOLO- 
gists  to  join  medical  groups  in  either  metropolitan  N.Y.C., 
or  in  N.Y.C.  suburbs.  Medical  groups  are  autonomous 
partnerships  affiliated  with  a major  pre-payment  health 
insurance  plan.  Partnerships  offered  after  two  years. 
Box  850,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST  POSITIONS  AVAILABLE  IN 
Queens,  Manhattan  and  Brooklyn.  Interested  physicians 
apply,  Dr.  Bizzarri,  Met.  Hospital,  EN  9-6300. 


TWO-YEAR  PARTNERSHIP  LEADING  TO  PUR- 
chase,  or  complete  sale  of  practice  by  July  1964.  Excellent 
general  practice  in  growing  community.  Wonderful 
nucleus  for  pediatrician.  Expenses  low;  exceptional  in- 
come. Huntington,  N.Y.  Box  858,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST  WANTED:  LICENSED  IN 

New  York  State.  Brooklyn  or  Nassau  area — attractive 
income,  good  working  conditions.  Box  856,  % N.Y.  St. 
Jr.  Med. 


PEDIATRICIAN,  F.A.A.P.,  FINGER  LAKES  AREA, 
desires  partner  or  associate.  Excellent  opportunity, 
serving  area  approx.  75,000  population.  Excellent  churches, 
school  and  recreational  facilities.  Center  of  boating  and 
fishing  area.  Two  modern  hospitals  with  active,  pediatric 
and  obstetric  departments.  Box  854,  % N.Y.  St.  Jr. 
Med. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience;  desires  fee  for 
service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 


GENERAL  SURGEON  WISHES  TO  ASSOCIATE  WITH 
older  surgeon,  practicing  in  or  around  New  York  City,  who 
is  planning  to  retire.  He  will  be  available  July  1964 
Box  840,  % N.Y.  St.  Jr.  Med. 


ANESTHETIST  DESIRES  WEEKEND  EMPLOYMENT 
including  obstetrical  anesthesia.  Eligible,  N.  Y.  State 
License.  Box  844,  % N.  Y.  St.  Jr.  Med. 


YOUNG,  WELL  TRAINED  G.P.  SEEKS  EMPLOYMENT 
in  Nassau  County.  Box  855,  % N.Y.  St.  Jr.  Med. 


OBSTETRICIAN  & GYNECOLOGIST,  AGE  33,  COM- 
pleting  4 year  residency  program  June  1964.  Board 
eligible,  no  military  obligation,  desires  group  or  partner- 
ship opportunity  in  New  York  City  area  or  within  50 
miles.  Box  852,  % N.Y.  St.  Jr.  Med. 


PHYSIATRIST,  BOARD  CERTIFIED,  MATURE, 
seeks  Director’s  position.  Box  851,  % N.Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


GENERALIST  TO  TAKE  OVER  OLD,  ESTABL.  PRAC- 
tice  in  beaut,  home-office,  compL  equipyed,  furn.  Upstate, 
throughwy  exit.  Accred.  hosp.,  Health  Off.,  school  phys. 
pos.  Immed.  income.  Box  837,  % N.Y.  St.  Jr.  Med. 


E.  N.  T.  & ALLERGY  PRACTICE  FOR  SALE;  UPSTATE 
New  York,  excellent  fishing,  boating,  hunting,  skiing. 
Reason  for  retirement — old  age.  Unlimited  opportunity 
for  active  man  with  surgical  training.  Open  hospital; 
new  hospital  in  planning  state.  Box  838,  % N.Y.  St.  Jr. 
Med. 


DERMATOLOGY  PRACTICE  FOR  SALE,  NASSAU 
County.  New  professional  building,  unopposed.  Also 
additional  opportunity  for  part-time  association  in  another 
office.  Box  846,  % N.Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36,  N.Y. 
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PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner— Builder 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building,  Kinnelon,  N.  J.,  Morris  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.J. 
TE  8-0400. 


YONKERS,  COR.  BRONX  RIVER  RD.  FOR  RENT  OR 
sale,  new  2 fam.  brick,  suitable  for  office.  Excel,  resid. 
loc.  in  area  of  new  apt.  houses.  914  BE  7-5271  eves. 


FOR  SALE— OFFICE-HOME,  QUEENS  VILLAGE., 
N.  Y.  C.  Doctor  owned;  moving  out  of  state.  7 room 
house;  4 room  office,  fully  equipped.  2l/z  baths.  HO 
5-8260. 


HARRISON,  WESTCHESTER  COUNTY,  NEW  YORK. 
Suite  available,  3 rooms  and  bath;  convenient  location. 
Formerly  used  as  office  by  physician  now  deceased.  Call 
914  TEnnyson  5-2727. 


SALE  OR  RENT:  COMPLETE  OFFICE,  FURNITURE, 
new  microscope;  equipment  for  dermatologist.  West  Side, 
Cent.  Loc.  $250  rent.  Large  office,  private  entrance.  Box 
821,  % N.Y.  St.  Jr.  Med. 


FOR  RENT:  OFFICES  IN  MEDICAL  BUILDING  UN- 
der  construction.  Build  to  suit.  Heart  of  Mahopac, 
near  new  Hospital.  Phone  or  write:  Medical  Building, 
Box  276,  Mahopac,  N.  Y.  MA  8-4307. 


ONE-FAMILY  HOUSE,  BUSY  THOROUGHFARE, 
87-25  188th  Street,  Jamaica,  Holliswood.  Basement 
three  entrances;  two  tile  bathrooms;  2-car  garage.; 
$25,000.  Tel.  Hollis  5-1606  or  Digby  9-1242. 


EXCELLENT  HOME-OFFICE  FOR  PEDIATRICIAN, 
G.P.  or  internist  interested  in  family  medicine.  Excep- 
tional income;  low  expenses.  Growing  community, 
Huntington, N.  Y.  Box  857,  % N.Y.  St.  Jr.  Med. 


CENTRAL  SUFFOLK  CO.,  L.I.  FINE  LOCATION  FOR 
professional  building  for  pediatrician,  general  medicine, 
medical  lab.  Investment  required.  Box  853,  % N.Y.  St. 
Jr.  Med. 


EAST  75TH  ST.,  1 BLK.  FROM  LENOX  HILL  HOSP. 
1800  sq.  ft.;  gr.  fir.  town  house.  Will  remodel  to  suit 
grp.  prac.  AC  2-7735. 


FOR  RENT— KEANSBURG,  NEW  JERSEY,  IN  GROW- 
ing  Monmouth  County.  Beautiful  9 room,  2 bath  house, 
basement,  garage.  Seven  years  old.  Ideal  for  professional 
practice  and  residence  in  community  with  only  2 doctors. 
Box  859,  % N.Y.  St.  Jr.  Med. 


RARE  OPPORTUNITY— SPECIALIST;  MANHATTAN. 
1500  new  luxury  apts;  4000  more  ready  soon.  No  other 
office  available.  Sublease  6 rms.  from  GP.,  TR  3-7766. 


EQUIPMENT 


PHYSICIANS  EQUIPMENT  AND  INSTRUMENTS, 
new  and  used.  Bought  and  sold.  Send  for  catalogue  of 
special  item?.  Harry  Wells,  217  East  23rd  St.,  N.Y.C.  10. 
MU  9-3480. 
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release 

for 

hostility? 


Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a 
result  they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both 
control  appetite  and  relieve  the 
emotional  stress  that  causes  over- 
eating. That’s  why  so  many  pa- 
tients are  losing  more  pounds  with 


Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 


brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia) 
are  infrequent,  and  usually  mild  and  transi- 
tory. Cautions:  ‘Eskatrol’  Spansule  capsules 
should  be  used  with  caution  in  the  presence  of 
severe  hypertension,  advanced  cardiovascular 
disease,  or  extreme  excitability.  There  is  a 
possibility,  though  little  likelihood,  of  blood 
or  liver  toxicity  or  neuromuscular  reactions 
(extrapyramidal  symptoms)  from  the  pheno- 
thiazine  component  in  ‘Eskatrol’  Spansule 
capsules. 

For  complete  prescribing  information,  please 
see  PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 


Smith  Kline  & French  Laboratories 


‘Eskatrol’. 


ESKATROL * 


Trademark 


SPANSULE 8 


H.K.,  age  44— Psoriasis:  15  years’  duration. . .cleared  in  10  days' 


K.  H.,  age  45  —Psoriasis:  3 years’  duration . . . cleared  in  2 days' 


Effective  in  atopic  dermatitis,  eczematous  dermatitis,  seborrheic  dermatitis  and 
certain  cases  of  psoriasis.  The  use  of  occlusive  dressing  in  psoriasis  will  normally 
enhance  effectiveness.  The  0.1%  Cream  or  Ointment  is  usually  effective  in  abating 
symptoms  of  skin  conditions  responsive  to  topical  triamcinolone,  but  the  0.5%  Cream 
may  be  found  preferable  in  more  resistant  cases.  Dosage : Apply  small  quantity 
to  area  3 or  4 times  daily.  Side  Effects  are  rare.  Contraindications:  tuberculosis  of 
the  skin,  herpes  simplex  and  chicken  pox.  Use  with  care  on  infected  areas. 

Supplied  in  5 and  15  Gm.  tubes  and  V2  lb.  jars.  Also  available  with  Neomycin. 

t(With  triamcinolone  ointment  0.1%  and  occlusive  dressing  technique). 


CREAM  0.1%,  0.5% 
OINTMENT  0.1% 


Triamcinolone  Acetonide 


Nierman,  M.  M.:  Triamcinolone  in  Psoriasis  and  Other  Dermatoses,  A New  Method  of  Topical  Application.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles,  California,  November  25-28,  1962. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

221-3 
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All  New  York 

and  Metropolitan  area  physicians 
are  welcome  to  attend  the 

1964  NEW  YORK  MEDICAL  MEETING* 

Programs  will  offer  the  latest  facts  on  a wide  range  of  subjects  including: 
Disorders  of  Protein  Metabolism. 

Compound  Extremity  Fractures. 

Management  of  difficult,  Chronic  Chest  Problems. 

Management  of  Colitis  and  Proctitis,  and  information  on  Gastric 
Freezing. 

Physicians’  obligation  to  the  public  regarding  Cigarette  Smoking. 

Mortality  factor  in  patients  60  years  of  age  and  older  undergoing 
Thoracic  Surgery. 

New  trends  in  Ophthalmology. 

Plastic  and  Reconstructive  Surgery. 

Physiology  and  Physiopathology  of  Urinary  Incontinence 
Disability  evaluation  of  Emotional  Problems  in  Industry. 

Sun  exposure  and  skin  aging. 

Denture  Dermatitis. 

Problems  in  Pediatric  Dermatology. 

Changing  concepts  in  management  of  Laryngeal  Cancer. 

What  constitutes  a complete  diagnostic  office  gynecologic  examina- 
tion? 

Elective  induction  and  stimulation  of  labor. 

And  many  others. 

★ ★ ★ ★ 

Your  State  Society  Convention  is  a leading  source  for  post- 
graduate knowledge  and  information  which  can  help  you 
in  your  practice. 

*No  Registration  Fee 

ALL  AT  THE  AMERICANA  OF  NEW  YORK 

(Good  Parking  Facilities) 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical 
problem— but  it  does  hurt.  And  if  there  is 
housework  to  do  and  kids  to  mind,  the  patient 
needs  something  to  numb  the  pain. 

2.  A.P.C.  compounds  have  limited  usefulness; 
and  the  patient  can  buy  them  without  your 
prescription.  Unfortunately,  most  of  them  are 
too  mild  to  be  effective  for  sprains— and  more 
potent  products  too  often  make  the  patient 
feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases. 
Since  it  contains  both  ‘Soma’  (carisoprodol) 
and  acetophenetidin  it  is  both  a potent  anal- 
gesic and  a superior  muscle  relaxant;  it  also 
contains  caffeine  to  offset  any  drowsiness 
(“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is 
1 or  2 tablets  q.i.d.  For  more  severe  pain,  try 
‘Soma’  Compound+ Codeine.  Dosage:  1 or  2 
tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur 
rarely.  Codeine  may  produce  addiction, 
nausea,  vomiting,  constipation  or  miosis. 


Soma  Compound  H 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

Soma  Compound  Codeine  ] 

carisoprodol  200  mg., acetophenetidin  160  mg., caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 


©©WALLACE  LABORATORIES  j Cranbury.  N.J. 
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Like  a triad,  the  action  of  Trancogesic  is  direct  and  simple  as  1,2,3.  Its  tranquilaxant  component  — chlor- 
mezanone  — 1.  reduces  emotional  reaction  to  pain  ...  2.  decreases  skeletal  muscle  spasm  . . . and  3.  its 
aspirin  component  dims  the  patient’s  perception  of  pain.  Thus,  Trancogesic  controls  the  whole  pain  com- 
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Winthrop  Laboratories,  New  York  18,  N.  Y. 

TRANCOGESIC* 

CHLORMEZANONE  with  ASPIRIN 

^TRADEMARK  100  MG.  300  MG. 
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H.S.,  age  45— Psoriasis:  7 years’  duration... cleared  in  31  days* 


Effective  in  atopic  dermatitis,  eczematous  dermatitis,  seborrheic  dermatitis  and 
certain  cases  of  psoriasis.  The  use  of  occlusive  dressing  in  psoriasis  will  normally 
enhance  effectiveness.  The  0.1%  Cream  or  Ointment  is  usually  effective  in  abating 
symptoms  of  skin  conditions  responsive  to  topical  triamcinolone,  but  the  0.5%  Cream 
may  be  found  preferable  in  more  resistant  cases.  Dosage:  Apply  small  quantity 
to  area  3 or  4 times  daily.  Side  Effects  are  rare.  Contraindications:  tuberculosis  of 
the  skin,  herpes  simplex  and  chicken  pox.  Use  with  care  on  infected  areas. 

Supplied  in  5 and  15  Gm.  tubes  and  V2  lb.  jars.  Also  available  with  Neomycin. 

tlWith  triamcinolone  ointment  0.1%  and  occlusive  dressing  technique) 

■ CREAM  0.1%,  0.5% 
I OINTMENT  0.1% 

Triamcinolone  Acetonide 


Nierman,  M.  M.:  Triamcinolone  in  Psoriasis  and  Other  Dermatoses,  A New  Method  of  Topical  Application.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles,  California,  November  25-28,  1962. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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an  orally  active  progestogen -estrogen  combination 


Duosterone 

Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  norma!  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 
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except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
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caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 
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155  East  44th  Street,  New  York  17,  N.Y. 
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Drive  your  car  directly  to  the  New  York  Medical 

Meeting  at  the  Americana,  February 

11-14*. 

There  is  plenty  of  parking  space.  Simply  leave 
your  car  at  the  front  door  and  the  doorman  will 

handle  it  for  you. 

Parking  rates  are  listed  below: 

Special  Rate  for  Registered  Hotel  Guests- 

Day  or  Night 

1st  half  hour  or  part 

.1H 

1st  hour  or  part 

LOO 

Each  additional  hour  or  part 

50)4 

Maximum  for  12  hours 

.3.00 

Each  additional  hour  or  part 

50^ 

Maximum  for  24  hours 

.3.75 

Guests — Visitors — Day  or  Night 

1st  half  hour  or  part 

.75/ 

1st  hour  or  part 

.1.25 

Each  additional  hour  or  part 

.50ff 
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.4.50 

* These  rates  apply  to  Official  Delegates,  Feb.  9 & 10  also. 

187 


Medical  Society  of  the  State  of  New  York  continued 


Section  Officers  / 1963-1964 


ALLERGY 

Hyman  Sherman,  Chairman Kings 

Richard  D.  Wiseman,  Vice-Chairman . Onondaga 

Alexander  Chester,  Secretary Kings 

Maury  D.  Sanger,  Delegate Kings 

ANESTHESIOLOGY 

Edgar  H.  Bachrach,  Chairman New  York 

Antonio  Boba,  Vice-Chairman Albany 

Solomon  G.  Hershey,  Secretary New  York 

Victor  J.  Tofany,  Delegate Monroe 

CHEST  DISEASES 

Alfred  S.  Doonief,  Chairman Westchester 

Hyman  Alexander,  Vice-Chairman.  . .New  York 

Harry  Golembe,  Secretary Sullivan 

Arthur  Q.  Penta,  Delegate Schenectady 

DERMATOLOGY  AND  SYPHILOLOGY 

Alex  W.  Young,  Jr.,  Chairman New  York 

John  T.  Crissey,  Vice-Chairman Erie 

Maurice  J.  Stone,  Secretary Onondaga 

Royal  M.  Montgomery,  Delegate.  . . .New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Maus  W.  Stearns,  Jr.,  Chairman.  . . .New  York 

Hans  J.  Bruns,  Vice-Chairman Onondaga 

Ralph  E.  L.  Hertz,  Secretary New  York 

I.  Richard  Schwartz,  Delegate Kings 

GENERAL  PRACTICE 

Rudolf  H.  Steinharter,  Chairman Nassau 

Joseph  J.  Kaufman,  Vice-Chairman Wayne 

Samuel  Lieberman,  Secretary Bronx 

Lawrence  Ames,  Delegate Kings 

INDUSTRIAL  MEDICINE  AND  SURGERY 

Kenneth  L.  Stratton,  Chairman Queens 

Samuel  R.  Burnett,  Vice-Chairman. Schenectady 

John  J.  Welsh,  Secretary New  York 

Marvin  L.  Amdur,  Delegate Erie 

MEDICAL-LEGAL  AND 
WORKMEN’S  COMPENSATION  MATTERS 

Milton  J.  Schulz,  Chairman Erie 

Victoria  A.  Bradess,  Vice-Chairman.  Westchester 

George  A.  Friedman,  Secretary New  York 

Herbert  Lansky,  Delegate Erie 

MEDICINE 

Robert  Blum,  Chairman Erie 

Seymour  L.  Halpern,  Vice-Chairman . New  York 

Edward  Meilman,  Secretary Queens 

Aaron  Feder,  Delegate Queens 

NEUROLOGY  AND  PSYCHIATRY 

Morton  H.  Hand,  Chairman Kings 

Arthur  J.  Lapovsky,  Secretary Kings 

Arthur  M.  Meisel,  Delegate Kings 

OBSTETRICS  AND  GYNECOLOGY 

Merton  C.  Hatch,  Chairman Onondaga 

Graham  G.  Hawks,  Vice-Chairman.  New  York 

Henry  D.  Humphrey,  Secretary Tompkins 

Robert  S.  Millen,  Delegate Nassau 


OPHTHALMOLOGY 

Graham  Clark,  Chairman New  York 

K.  Elizabeth  Pierce  Olmsted,  Vice-Chairman . . . 


Philip  H.  Landers,  Secretary Broome 

James  I.  Farrell,  Delegate Oneida 

ORTHOPEDIC  SURGERY 

Hudson  J.  Wilson,  Jr.,  Chairman.  . . .New  York 

James  B.  Wray,  Secretary Onondaga 

Frederick  Lee  Liebolt,  Delegate New  York 

OTOLARYNGOLOGY 

Arthur  J.  Cracovaner,  Chairman.  . . .New  York 

David  W.  Brewer,  Vice-Chairman.  . .Onondaga 

Edward  C.  Brandow,  Jr.,  Secretary Albany 

John  F.  Daly,  Delegate New  York 

PATHOLOGY,  CLINICAL  PATHOLOGY, 

AND  BLOOD  BANKING 

Harold  L.  Mamelok,  Chairman Orange 

Alfred  A.  Angrist,  Vice-Chairman Queens 

George  K.  Higgins,  Secretary New  York 

John  J.  Clemmer,  Delegate Albany 

PEDIATRICS 

Frank  A.  Disney,  Chairman Monroe 

Samuel  S.  Brown,  Vice-Chairman Kings 

Ernest  Freshman,  Secretary Madison 

Samuel  Karelitz,  Delegate Queens 

PHYSICAL  MEDICINE  AND  REHABILITATION 

Sigmund  Forster,  Chairman Kings 

Albert  D.  Anderson,  Vice-Chairman Bronx 

Milton  B.  Spiegel,  Secretary Kings 

Henry  Fleck,  Delegate Bronx 


PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Donald  G.  Dickson,  Chairman Rockland 

Evelyn  F.  H.  Rogers,  Vice-Chairman . . .Oneida 

Malcolm  A.  Bouton,  Secretary Schenectady 

Donald  G.  Dickson,  Delegate Rockland 

RADIOLOGY 

Milton  Elkin,  Chairman Westchester 

Roy  E.  Seibel,  Vice-Chairman Erie 

F.  Mitchell  Cummins,  Secretary New  York 

William  B.  Seaman,  Delegate New  York 

SPACE  MEDICINE 

Cortez  F.  Enloe,  Jr.,  Chairman New  York 

William  H.  Lewis,  Jr.,  Vice-Chairman. New  York 

William  Antopol,  Secretary New  York 

Constantine  D.  Generates,  Delegate.  .New  York 

SURGERY 

Seymour  I.  Schwartz,  Chairman Monroe 

John  F.  Prudden,  Vice-Chairman . . . . New  York 

James  H.  Cosgriff,  Jr.,  Secretary Erie 

Charles  E.  Wiles,  Delegate Erie 

UROLOGY 

Donald  F.  McDonald,  Chairman Monroe 

George  A.  Fiedler,  Vice-Chairman . . .New  York 

Ralph  T.  DiPace,  Secretary Westchester 

E.  Craig  Coats,  Delegate New  York 


Session  Officers  / 1963-1964 

HISTORY  OF  MEDICINE  PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

John  A.  Benjamin,  Chairman Monroe  Howard  B.  Rasi,  Chairman Kings 

William  F.  Fitzgerald,  Secretary Albany 


Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory . You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  are  now  being 
taken  for  the  1963-64  edi- 
tion. Write:  Directory 
Department , Medical  So- 
ciety of  the  State  of  New 
York 9 750  Third  Ave ., 
New  York , N.Y. , 10017 
$20.00  a copy  plus  4% 
sales  tax  for  N.Y.C.  de- 
livery. Society  members , 
who  have  paid  their  1963 
dues , will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
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cystitis  in  childhood: 
“a  two-fold  threat” 


Ifwtth  cystitis  due  to  E.  coli 
e normal.  (From  Hutch.1) 


Because  of  the  shortness  and  immaturity  of  their  ureterovesical  valve  mechanism, 
children  are  particularly  vulnerable  to  reflux. 

“Cystitis  in  children  is  a two-fold  threat:  1)  It  produces  the  vesical  edema  required 
to  convert  a marginally  competent  intravesical  ureter  into  an  incompetent  one.  2)  It 
produces  the  infected  urine  necessary  to  make  the  reflux  dangerous  to  the  kidneys. 
Unfortunately  the  tendency  to  reflux  is  greatest  at  the  worst  possible  time,  i.e.  when 
the  bladder  urine  is  infected.”1 

Reflux  “can  be  demonstrated  in  about  50  per  cent  of  all  children  with  recurring  uri- 
nary tract  infections.”1 


* : ; ; 

Voiding  cystourethrogram  showing  reflux  in 
but  no  apparent  anatomic  abnormality.  Excreta* 
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“Every  patient  with  acute  cystitis 
potentially  has  ureteral  reflux 
and,  thus,  pyelonephritis.” 

To  avert  the  threat  to  the  kidneys,  therapy  should  “combat  pyelonephritis  and  not 
simple  cystitis.”2  Furadantin  (nitrofurantoin)  quickly  permeates  renal  tissue  and  pro- 
tects vital  function  with  broad-range  bactericidal  action  • Resistance  rarely  develops 
• No  superinfection  has  been  reported  • Crystalluria  is  not  a problem  • There  is  no 
cross  resistance  or  cross  sensitization  with  other  drugs  • And  Furadantin  (nitrofuran- 
toin) is  well  tolerated— tolerance  is  enhanced  by  the  simple  expedient  of  taking  it 
with  meals,  and  with  food  or  milk  on  retiring. 

Note  to  the  prescribing  physician.  Precautions,  contraindications  and  untoward  re- 
actions: Caution  is  recommended  in  the  presence  of  diminished  renal  function  which 
may  reduce  excretion  of  the  drug  and  require  smaller  doses;  oliguria  and  anuria  are 
contraindications.  Peripheral  neuropathy  has  been  reported;  most  of  these  patients 
were  uremic,  anemic,  diabetic  or  had  other  debilitating  conditions.  In  such  cases  the 
drug  should  be  used  only  when  indicated  by  in  vitro  sensitivity  tests  and  dosages 
carefully  controlled.  Discontinue  drug  if  numbness  or  tingling  occurs.  Hemolytic 
anemia  has  occurred  in  primaquine-sensitive  individuals;  the  condition  is  reversible 
when  the  drug  is  withdrawn.  In  repeated  or  prolonged  therapy,  frequent  chemical  and 
cellular  blood  evaluations  as  well  as  determination  of  the  minimum  effective  dose  are 
strongly  advised.  Infants  under  one  month  of  age  should  not  receive  the  drug. 

Should  nausea  or  emesis  occur,  a smaller  dose  is  indicated.  Allergic  skin  reactions 
develop  occasionally;  other  hypersensitivity  conditions,  such  as  fall  in  blood  pres- 
sure, asthmatic  symptoms,  muscular  aches,  jaundice  and  low  grade  fever,  are  rare. 
Headache  or  malaise  occur  occasionally. 

Supplied:  Furadantin  (nitrofurantoin)  Oral  Suspension  contains  25  mg.  Furadantin  (nitrofurantoin)  per  5 cc.  tea- 
spoonful suspended  in  a water-miscible,  palatable  gel  composed  of  glycerol  42%,  alcohol  10%,  magnesium  alu- 
minum silicate,  propionic  acid,  methylparaben,  flavoring  and  water.  Furadantin  (nitrofurantoin)  Tablets,  50  and  100  mg. 

1.  Hutch,  J.  A.:  J.  Urol.  88:354, 1962.  2.  Lich,  R.,  Jr.;  Howerton,  L.  W.,  and  Davis,  L.  A.:  Southern  Med.  J.  55:633,  1962. 

Complete  product  information  in  package  insert,  from  your  Eaton  Representative,  or  on  request  to  the  Medical 
Director.  For  round-the-clock  medical  consultation  on  any  Eaton  product  call,  person  to  person,  the  medical  con- 
sultant on  duty,  Norwich,  New  York,  Area  Code  607-334-9911. 

EATON  laboratories,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  new  YORK 

to  control  infection 
throughout  the  urinary  system 

FURADANTIN8 

BRAND  OF 

nitrofurantoin 

new-for  children- 
cherry-flavored  oral  suspension. 
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Medical  News 


Psychoanalysts  honor  Kennedy 

The  American  Psychoanalytic  Association, 
holding  its  annual  meeting  in  New  York  City 
last  month,  adopted  a resolution  citing  President 
John  F.  Kennedy  for  his  aid  in  the  fight  against 
mental  illness.  David  Beres,  M.D.,  New  York 
City,  president  of  the  association,  said  no  presi- 
dent of  the  United  States  had  so  concerned  him- 
self with  the  need  to  improve  the  care  of  the 
mentally  ill  and  to  extend  measures  for  the 
prevention  of  mental  illness. 

Victor  H.  Rosen,  M.D.,  a member  of  the 
faculty  of  the  New  York  Psychoanalytic  In- 
stitute and  assistant  attending  psychiatrist  at 
Mount  Sinai  Hospital,  New  York  City,  was 
named  president-elect  of  the  association. 

Chest  rehabilitation  service 

A new  chest  rehabilitation  service  has  been 
established  at  the  Institute  of  Physical  Medi- 
cine and  Rehabilitation  of  New  York  University 
Medical  Center.  This  new  unit  is  the  only 
comprehensive  pulmonary  detection  service 
using  the  teamwork  approach  in  the  eastern 
part  of  the  United  States  and  is  designed  to 
meet  the  need  for  more  comprehensive  treat- 
ment of  patients  with  chronic  respiratory  dis- 
ease. 

Disorders  considered  for  rehabilitative  train- 
ing include  pre-  and  post-thoracic  surgical 
cases;  respiratory  insufficiency,  such  as  chronic 
bronchitis,  bronchiectasis,  emphysema,  and 
asthmatic  disorders;  and  neuromuscular  dis- 
orders with  secondary  respiratory  insufficiency. 

For  further  information  on  the  specialized 
chest  rehabilitation  service,  detailed  inquiries 
may  be  addressed  to:  Albert  Haas,  M.D., 

Director,  Chest  Rehabilitation  Services;  or 
James  T.  Demopoulos,  M.D.,  Director,  Clinical 
Services,  at  Institute  of  Physical  Medicine  and 
Rehabilitation,  New  York  University  Medical 
Center,  400  East  34th  Street,  New  York,  New 
York  10016. 

Resident  lecture  series 

The  Department  of  Otolaryngology  of  The 
Mount  Sinai  Hospital,  New  York  City,  will  hold 
a series  of  resident  lectures  on  Wednesdays  at 
5 : 15  p.m.  in  the  10th  floor  solarium  of  the 
hospital  at  Fifth  Avenue  and  100th  Street. 

On  January  15  Lawrence  H.  Wisham,  M.D., 
director,  Department  of  Physical  Medicine,  will 
speak  on  “Electrical  Tests  for  Facial  Nerve 
Function”;  on  January  22  Alice  Kaplan,  M.S., 
speech  therapist,  will  discuss  “The  Role  of  Voice 
Therapy  in  the  Treatment  of  Polyps  and  Nodules 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


of  the  Vocal  Cords”;  and  on  January  29  Irwin 
Gribetz,  M.D.,  assistant  attending  pediatrician, 
will  speak  on  “Respiratory  Complications  of 
Cystic  Fibrosis.” 

Rehabilitation  monograph  available 

The  Institute  of  Physical  Medicine  and 
Rehabilitation,  New  York  University  Medical 
Center,  has  announced  publication  of  Rehabili- 
tation Monograph  XXI,  Part  2,  “Self-Help  De- 
vices,” by  Edward  W.  Lowman,  M.D.,  clinical 
director  and  director  of  the  Institute’s  Arthritis 
Self-Help  Devices  Office,  and  Howard  A.  Rusk, 
M.D.,  director  of  the  Institute. 

The  publication  includes  illustrations  and 
descriptions  of  devices  especially  designed  to 
help  disabled  persons  achieve  independence  in 
everyday  aspects  of  living,  such  as  communica- 
tion and  vocations,  problems  of  special  seating, 
bed  mechanics,  and  work  surfaces  for  all  types 
of  patients. 

Aphasia  therapy  in  the  areas  of  professional 
evaluation  and  methods  and  equipment  is  also 
included. 

Copies  of  the  40-page  publication  may  be 
obtained  for  $1.00  from  the  Publications  Unit, 
Institute  of  Physical  Medicine  and  Rehabilita- 
tion, New  York  University  Medical  Center,  400 
East  34th  Street,  New  York,  New  York  10016. 

American  Medical  Women’s  Association 

The  annual  meeting  of  the  American  Medical 
Women’s  Association  was  held  in  San  Antonio, 
Texas,  in  November,  1963,  and  the  following 
officers  were  elected  for  the  year  starting  Janu- 
ary 1,  1964:  Rosa  Lee  Nemir,  M.D.,  Brooklyn 
Heights,  New  York,  president;  Bernice  C. 
Sachs,  M.D.,  Seattle,  Washington,  president- 
elect; Margaret  J.  Schneider,  M.D.,  Cincinnati, 
Ohio,  vice-president;  Mary  A.  Sears,  M.D., 
Houston,  Texas,  secretary;  and  Mary  Mitchell 
Henry,  M.D.,  San  Antonio,  Texas,  treasurer. 

Patients  sought  for  referral 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  with  certain  diseases  for 
continuing  studies  in  progress  at  the  Clinical 
Center,  National  Institutes  of  Health,  Bethesda, 
Maryland. 

Patients  with  Thalassemia  major  (Mediter- 
ranean anemia  or  Cooley’s  anemia)  are  sought 
for  one  study.  Those  patients  who  have  not 
received  transfusions  within  one  month  prior  to 
admission  are  preferred.  However,  they  will 
receive  transfusions  at  the  Clinical  Center  if 
needed.  Children  patients  must  be  over  five 
years  of  age.  Hospitalization  for  one  or  two 
weeks  should  be  anticipated  for  carrying  out  the 

continued  on  page  195 
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the  intruder... 

and  the  resentful  family 

victims  of 

“communicable”*  anxiety 

under  6 to  over  60 
all  responsive  to 


\JA  R7IX 


hydroxyzine  HCI 


■ the  tranquilizer  for  patients  of  any  age, 
in  any  stage  of  anxiety 

■ flexible  dosage  controls  disturbances 
ranging  from  mild  to  severe 

■ exceptionally  well  tolerated, 
even  in  high  doses 

■ promotes  natural  physiological  sleep 
through  relief  of  tension 

■ tasty  syrup  form  for  children, 
varied  tablet  strengths  for  adults 


The  tension  generated  by  the  emotionally 
disturbed  patient  cannot  fail  to  have 
a detrimental  effect  on  the  emotional 
well-being  of  the  entire  household. 
Consequently,  more  than  one  member 
of  the  family  may  require  the  relief  that 
Atarax  (hydroxyzine  HCI)  provides. 
Because  it  has  such  a wide  therapeutic 
latitude  and  is  so  well  tolerated,  it  can  be 
administered  to  patients  of  any  age  for 
prolonged  periods  without  serious  side 
reactions  or  loss  in  effectiveness. 


^Literally,  of  course,  anxiety  is  not  "communicable"  as 
the  word  is  commonly  used,  but  you  probably  see  many  9 
patients  whose  emotional  disturbances  are  transmitted  1 
to  and  reflected  in  the  people  who  are  closest  to  them,  j 

- 


^TTTIRTIX®  syrup  and  tablets 

hydroxyzine  HCI 

Side  effects  and  precautions:  No  serious  side 
effects  have  been  reported  and  confirmed  in 
the  administration  of  Atarax  (hydroxyzine  HCI) 
to  date.  Therapeutic  doses  seldom  impair 
mental  alertness.  If  drowsiness  occurs,  it  is  usu- 
ally transitory  and  may  disappear  in  a few 
days  of  continued  therapy  or  with  reduced  dos- 
age. Dryness  of  the  mouth  may  be  encountered 
at  high  doses.  Involuntary  motor  activity  not 
unlike  that  seen  with  high  doses  of  other  psy- 
chotropic agents  has  been  reported  in  some 
hospitalized  patients  on  high  dosages  of  hy- 
droxyzine HCI,  although  continuous  therapy 
with  one  gram  daily  has  been  employed  in 
some  patients  without  encountering  this  effect. 
In  some  patients  receiving  anticoagulant  ther- 
apy concurrently  with  this  tranquilizer,  the 
anticoagulant  requirement  may  be  decreased; 
patients  receiving  both  drugs  should  be  fol- 
lowed closely  and  appropriate  laboratory  stud- 
ies performed  regularly.  The  potentiating 
action  of  hydroxyzine  HCI  is  mild,  but  must  be 
taken  into  consideration  when  it  is  used  in  con- 
junction with  central  nervous  depressants. 

Oral  dosage  for  adults:  Range:  25  mg.  t.i.d.  to 
100  mg.  q.i.d.  Recommended  dosage:  100  mg. 
to  150  mg.  daily  in  divided  doses,  depending 
on  severity  of  symptoms  and  patient  response. 
Oral  dosage  for  children:  6 years  and  under, 
50  mg.  daily  in  divided  doses;  6 years  and 
over,  50-100  mg.  daily  in  divided  doses. 

Supplied:  Syrup  (hydroxyzine  HCI  10  mg.  per 
5 cc.;  ethyl  alcohol  0.5%  v/v)  in  pint  bottles. 
Tablets  (hydroxyzine  HCI  10  mg.  and  25  mg.) 
in  bottles  of  100  and  500;  (hydroxyzine  HCI 
50  mg.  and  100  mg.)  in  bottles  of  100. 

FOR  A HIGH  POTENCY  VITAMIN  B 

COMPLEX  WITH  C,  RECOMMEND  AS  F® 

(ANTI-STRESS  formula). 


New  York,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
•Science  for  the  World's  Well-Being® 
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required  studies,  which  will  include  blood  tests 
and  bone  marrow  examinations.  On  com- 
pletion of  their  study,  patients  will  be  returned 
to  the  care  of  their  referring  physicians,  who 
will  receive  a complete  narrative  summary  and 
report  of  findings.  Physicians  interested  in 
having  their  patients  considered  for  admission 
to  the  study  may  write  Sherman  M.  Weiss  man, 
M.D.,  Office  of  the  Director  of  Intramural 
Research,  National  Cancer  Institute,  Bethesda, 
Maryland  20014,  or  telephone  301  49-63130. 

The  referral  of  patients  is  asked  by  the 
National  Institute  of  Arthritis  and  Metabolic 
Diseases  for  the  study  of  congenital  hereditary 
anosmia  at  the  Clinical  Center.  Patients  with 
acquired  anosmia  would  not  be  eligible  for  this 
current  study.  Interested  physicians  should 
write  Saul  W.  Rosen,  M.D.,  Clinical  Endocrin- 
ology Branch,  National  Institute  of  Arthritis 
and  Metabolic  Diseases,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014,  or  telephone 
301  49-63058. 

The  National  Institute  of  Allergy  and  In- 
fectious Diseases  requests  the  referral  of  patients 
for  a special  study  being  conducted  at  the  Clini- 
cal Center.  Patients  suffering  from  pulmonary, 
genitourinary,  or  cutaneous  lesions  would  be  of 
interest — whether  untreated  or  previously 

treated  and  in  relapse.  Physicians  interested  in 
having  their  patients  considered  for  admission 
to  this  study  may  write  John  P.  Utz,  M.D., 
Chief,  Infectious  Diseases  Service,  National 
Institute  of  Allergy  and  Infectious  Diseases, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land 20014,  or  telephone  301  49-63461. 

Patients  with  osteopetrosis  and  patients  with 
osteogenesis  imperfecta  are  needed  for  studies  of 
calcium  metabolism  in  these  conditions  under- 
way at  the  Clinical  Center.  Patients  should  be 
between  the  ages  of  twenty-one  and  fifty-one,  in 
good  general  health,  without  gastrointestinal 
or  renal  disease.  They  should  be  ambulatory 
and  able  to  remain  in  the  hospital  three  to  four 
weeks  for  blood  tests,  radioactivity  measure- 
ment, and  a metabolic  balance  routine.  On 
completion  of  the  study,  patients  will  be  re- 
turned to  the  care  of  their  referring  physicians, 
who  will  receive  a complete  narrative  summary 
and  report  of  the  findings.  Physicians  in- 
terested in  having  their  patients  considered  for 
admission  to  this  study  should  write  Leon  E. 
Rosenberg,  M.D.,  Metabolism  Service,  National 
Cancer  Institute,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014,  or  telephone  301 
49-63097. 

Ophthalmic  plastic  surgery  course 

A three-day  course  of  instruction  in  ophthal- 
mic plastic  surgery  will  be  conducted  by  the 
Brooklyn  Eye  and  Ear  Hospital  from  March  4 
through  6.  Martin  Bodian,  M.D.,  physician- 
in-charge  of  the  Ophthalmic  Plastic  Service,  and 
members  of  the  staff  will  conduct  the  course. 

Instruction  will  consist  of  lectures,  demon- 
strations, lantern  slides,  presentation  of  cases, 
and  surgery  on  illustrative  cases.  Subjects 

continued  on  page  196 
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Common  Stocks  for 
Varying  Investment  Goals 

Our  Research  Department  has  pre- 
pared two  carefully  selected  lists  of 
common  stocks: 

• A 48-page  booklet  on  125  com- 
mon stocks  with  brief  comments 
on  each  company  selected  which 
should  be  useful  when  reviewing 
portfolio  positions. 

• 48  Common  Stocks  Yielding  4% 
or  More. 

For  a free  copy,  address  Dept.  M 

CARL  M.  LOEB, 
RHOADES  & CO. 

Members  New  York  Stock  Exchange, 
American  Stock  Exchange  and 
Principal  Commodity  Exchanges 

42  Wall  Street  New  York  5,  N.  Y. 

Private  Wire  System  to  Branch  Offices, 
Correspondents  and  their  connections 
in  over  100  cities  throughout  the 
United  States  and  Canada. 


BLEEDING 

STOPS 


ULCER 

HEALS 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably, 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 


After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores.  


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen:  NYS-1 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 


Dr. 


Street 
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will  include  basic  precepts  in  plastic  surgery,  lid 
repair  for  tumors  and  trauma,  malfunctions  of 
the  lids,  congenital  anomalies,  ptosis  repair,  re- 
pair of  obliterated  sockets,  and  exenteration. 
Informal  discussions  will  be  encouraged. 

Further  information  may  be  obtained  from 
Mr.  Frederick  C.  Upton,  Administrator,  Brook- 
lyn Eye  and  Ear  Hospital,  29  Greene  Avenue, 
Brooklyn,  New  York  11238. 

Seminar  on  glaucoma 

The  Glaucoma  Clinic  of  the  Brooklyn  Eye 
and  Ear  Hospital  will  conduct  a seminar  on 
glaucoma  at  the  hospital  May  18  through  20. 
Particular  emphasis  will  be  placed  on  the  use  of 
the  gonioprism  and  applanation  tonometer. 
Tonography  and  the  use  of  the  perilimbal  suc- 
tion cup  will  be  demonstrated  and  discussed. 
Registrants  will  be  given  practical  experience 
using  patients  selected  from  this  clinic. 

Registration  is  limited  to  six  ophthalmologists. 
The  course  will  be  given  by  D.  Dravita,  M.D.,  A. 
Rosenberg,  M.D.,  and  J.  Goldstein,  M.D. 

Applications  and  the  fee  of  $50.00  will  be 
accepted  in  the  order  of  their  receipt  and  may 
be  addressed  to  A.  S.  Rosenberg,  M.D.,  Brook- 
lyn Eye  and  Ear  Hospital,  29  Green  Avenue, 
Brooklyn,  New  York  11238. 

American  College  of  Physicians 

The  American  College  of  Physicians  an- 
nounces four  of  its  postgraduate  courses  for 
the  coming  months.  “Newer  Concepts  in  In- 
ternal Medicine”  will  be  given  January  27 
through  31  at  Tulane  University  School  of 
Medicine  and  Louisiana  State  University  School 
of  Medicine,  New  Orleans,  in  the  auditorium 
of  Tulane  University  School  of  Medicine. 

“Hypertension  and  its  Complications”  will 
be  the  topic  February  10  through  14  at  the 
Medical  College  of  Georgia  in  Augusta.  Meet- 
ing place  will  be  the  east  wing  auditorium  of 
the  Eugene  Talmadge  Memorial  Hospital. 

“Recent  Advances  in  Metabolic  Diseases” 
will  be  presented  February  24  through  28  at 
The  Mount  Sinai  Hospital  in  New  York  City. 
Meeting  place  will  be  the  Blumenthal  Audi- 
torium at  Fifth  Avenue  and  99th  Street. 

“Neurology  for  the  Internist”  will  be  pre- 
sented March  2 through  5 at  the  Mayo  Clinic 
and  the  Mayo  Foundation  Graduate  School, 
University  of  Minnesota,  Rochester,  Minnesota. 
Meeting  place  will  be  Mann  Hall  in  the  Medical 
Sciences  Building,  321  3rd  Avenue,  S.W., 
Rochester,  Minnesota. 

Further  information  on  these  courses  may  be 
obtained  from  Edward  C.  Rosenow,  Jr.,  M.D., 
Executive  Director,  American  College  of  Phy- 
sicians, 4200  Pine  Street,  Philadelphia,  Penn- 
sylvania 19104. 

Grant  for  cryosurgery 

A $270,856  grant  has  been  made  to  Manhat- 
tan Eye,  Ear  and  Throat  Hospital  by  The  John 


City. 


Zone State 
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Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further' dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 

subside  with  continued  use.  Megaloblastic  anemia  has  been  _ — - 

reported.  Nystagmus  may  develop.  Nystagmus  in  combi-  - \ — - 

nation  with  diplopia  and  ataxia  indicates  dosage  should  be  - 

reduced.  Periodic  examination  of  the  blood  is  advisable.  ± ^2 
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A.  Hartford  Foundation,  Inc.  of  New  York 
City  to  support  special  research  in  cryosurgery. 

The  grant,  to  cover  a period  of  three  years, 
will  support  the  work  of  Charles  D.  Kelman, 
M.D.,  in  adapting  cryosurgical  technics  to  eye 
surgery.  Dr.  Kelman  is  assistant  attending 
surgeon  in  ophthalmology  at  the  hospital. 
The  fund  will  make  possible  the  development 
in  the  hospital  of  experimental  cryogenic  re- 
search surgery  facilities,  supporting  laboratories, 
and  special  equipment.  It  also  will  meet  the 
cost  on  the  project  of  all  personnel  and  expense. 

Diabetes  lectures 

The  Lay  Society  of  the  New  York  Diabetes 
Association,  Inc.,  has  announced  a series  of 
lectures  to  be  held  in  the  Einhorn  Auditorium  of 
the  Lenox  Hill  Hospital,  76th  Street  between 
Park  and  Lexington  Avenues,  New  York  City, 
at  8: 15  p.m. 

On  February  18  “Spontaneous  Hypogly- 
cemia” will  be  discussed  by  Henry  Aranow, 
Jr.,  M.D.,  associate  professor  of  clinical  medicine 
at  Columbia  University  College  of  Physicians 
and  Surgeons,  and  assistant  attending  physician, 
Presbyterian  Hospital. 

On  March  17  Irving  Starin,  M.D.,  assistant 
commissioner  for  community  health  service  of 
the  City  of  New  York  Department  of  Health, 
will  speak  on  “Community  Diabetes  Program.” 

On  May  19  “Blood  Cholesterol  and  Un- 
saturated Fat  in  the  Diet”  will  be  discussed  by 
Stanley  Bergen,  Jr.,  M.D.,  medical  director  of 
St.  Luke’s  Convalescent  Hospital;  assistant 
attending  in  medicine,  St.  Luke’s  Hospital;  and 
instructor  in  medicine  at  Columbia  University 
College  of  Physicians  and  Surgeons. 

Continuing  education  in  hypertension 

An  intensive  five-day  course,  “Hypertension 
and  its  Complications,”  dealing  with  the  various 
causes  of  high  blood  pressure  and  its  conse- 
quences will  be  presented  by  the  Department  of 
Continuing  Education  of  the  Medical  College 
of  Georgia  and  the  American  College  of  Physi- 
cians February  10  through  14,  at  the  Medical 
College  of  Georgia. 

The  pathogenesis  of  the  different  syndromes 
will  be  discussed  in  terms  of  basic  physiology  and 
experimental  pathology  in  an  effort  to  make  di- 
agnosis and  treatment  as  rational  as  possible. 

The  fee  for  American  College  of  Physicians 
members  is  $60,  and  for  nonmembers,  $100. 
For  information  and  application  blanks,  con- 
tact Edward  C.  Rosenow,  Jr.,  M.D.,  Executive 
Director,  American  College  of  Physicians,  4200 
Pine  Street,  Philadelphia,  Pennsylvania  19104. 

Personalities 

Elected.  Rudolph  L.  Baer,  M.D.,  New  York 
City,  to  the  board  of  directors  of  the  American 
Academy  of  Dermatology  at  the  organization’s 
22nd  annual  meeting  in  Chicago.  . .Martin  L. 


Stone,  M.D.,  chairman  of  the  Department  of 
Obstetrics  and  Gynecology  at  New  York  Medi- 
cal College,  as  president  of  the  combined  medi- 
cal board  of  Metropolitan  Hospital  and  the 
Bird  S.  Coler  Memorial  Hospital  and  Home. 

Appointed.  George  O.  Clifford,  M.D.,  New 
York  City,  as  director  of  the  Blood  Bank,  Hema- 
tology and  Related  Laboratories  at  Memorial 
Hospital  and  an  associate  on  the  staff  of  Sloan- 
Kettering  Institute.  . .August  H.  Groeschel, 
M.D.,  associate  director  of  the  New  York  Hos- 
pital-Cornell  Medical  Center  and  assistant  pro- 
fessor of  public  health,  as  chairman  of  a com- 
mittee on  blood,  which  will  advise  the  Office  of 
Emergency  Planning  in  the  Executive  Office  of 
the  President  on  the  management  of  the  nation’s 
health  resources  in  time  of  national  emergency 
. . .Peter  Rogatz,  M.D.,  deputy  director  of 
Montefiore  Hospital,  Bronx,  as  executive  di- 
rector of  Long  Island  Jewish  Hospital,  New 
Hyde  Park. 

Awarded.  John  R.  Heller,  M.D.,  president 
and  chief  executive  officer  of  Memorial  Sloan- 
Kettering  Cancer  Center,  a special  citation  by 
the  American  Cancer  Society  for  his  distin- 
guished service  in  cancer  control. 

Speakers.  Raul  Fleischmajer,  M.D.,  associate 
professor  and  head  of  the  Section  of  Derma- 
tology, Department  of  Medicine,  Hannaman 
Medical  College  and  Hospital,  before  the 
Division  of  Dermatology  of  the  Department  of 
Medicine,  State  University  of  New  York, 
Downstate  Medical  Center,  on  February  7, 
10:00  a.m.,  Kings  County  Hospital,  451  Clark- 
son Avenue,  Brooklyn,  on  “Cutaneous  and 
Tendon  Xanthoma.  . .A.  W.  Martin  Marino,  Sr., 
M.D.,  on  a panel  discussing  surgical  considera- 
tions of  anorectal  disease  on  December  9,  1963, 
at  the  meeting  of  the  Nassau  Academy  of  Medi- 
cine and  Nassau  Surgical  Society.  . .Paul  T. 
Medici,  M.D.,  professor  of  biology  at  St.  John’s 
University,  as  a featured  speaker  at  the  annual 
meeting  of  the  American  Association  for  the 
Advancement  of  Science  in  Cleveland,  Ohio, 
December  26  through  30,  1963.  . .Karl  A. 
Menninger,  M.D.,  cofounder  of  the  Menninger 
Clinic  in  Topeka,  Kansas,  and  now  chairman  of 
the  board  of  the  Menninger  Foundation  and 
chief  of  staff  of  the  Menninger  Clinic,  the  Isaac 
Ray  Lecture  before  the  American  Psychiatric 
Association  at  Columbia  University  on  Decem- 
ber 5,  1963.  . .Marie  Pichel  Warner,  M.D.,  New 
York  City,  before  the  Capitol  District  Chapter 
of  the  American  Academy  of  General  Practice 
and  the  Medical  Society  of  the  County  of 
Albany  on  “New  Ideas  and  Concepts  in  Infertil- 
ity Treatment”  on  December  5, 1963,  in  Albany. 

Honored.  Charles  S.  McWilliam,  M.D.,  New- 
burgh, by  medical  staff  of  St.  Luke’s  Hospital 
with  a testimonial  dinner  on  his  retirement  from 
active  practice.  . .George  W.  Pixley,  Canastota, 
with  the  third  Dr.  Milton  R.  Joy  Memorial 
Award  at  the  annual  meeting  of  the  Medical  So- 
ciety of  the  County  of  Madison. 
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fast  comfort  for 


and  chapped,  dry  skin 


SARDO  soothes,  lubricates,  augments  skin  lipids,  helps  skin  retain  and  build  up  essen- 
tial moisture . . . relieves  dryness  and  itching  with  the  very  first  bath.  Skin  feels  smoother, 
softer,  more  comfortable.  “Dispersible  bath  oils... are  of  distinct  value"1  in  winter  itch 
(pruritus  hiemalis). 

Microfine  globules  of  SARDO  disperse  into  a micro  molecular  film  on  the  surface  of  the 
bath  water,  producing  a fine,  invisible  protective  film  on  the  skin  surface.  Adsorbed  by 
the  skin,  SARDO  provides  rapid,  dependable  relief  in  most  dry,  itchy  skin  conditions. 
Your  patients  will  appreciate  non-sensitizing,  pleasant,  economical  SARDO*,  the  clini- 
cally proven2 * * * **7  therapeutic  bath  oil. 

Also  available:  SARDOETTES®,  dispos- 
able compresses  impregnated  with 
SARDO,  for  use  as  a topical  dressing, 
or  for  application  after  showering  or 
local  washing,  in  relieving  skin  dry- 
ness, itching,  scaliness, 
r • 


1.  J.A.M.A.  183:1062, 1963.  2.  Borota,  A.,  and  Grinell, 

R.  N.:  J.  Amer.  Geriatrics  Soc.,  10:413,  1962.  3.  Spoor, 

H. J.:  N.Y.  State  J.  M.,  58:3292,  1958.  4.  Lubowe, 

I.  1.:  Western  Med.,  1:45,  1960.  5.  Weissberg,  G.: 

Clin.  Med.,  7:1161,  1960.  6.  Lieberman,  W.:  Amer. 

J.  Proctology,  12:374,  1961.  7.  Dick,  L.  A.:  Skin,  Der- 

matology in  General  Practice,  1:341,  1962. 


the  most  widely  used  therapeutic  bath  oil 


SAMPLES  and  literature  from  .. . [PWI 

SARDEAU,  INC.,  Dept.  Y-4  Bottles  of 

845  Third  Avenue,  New  York,  N.Y.  10022  4.  8 and 

* Pat.  Pend.  T.M.  © 1964  by  Sardeau,  Inc.  16  oz' 
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wine 

...As  Food 
and  Medicine 

Affords  These  Evaluated1'5 
Physiologic  Benefits 


• Lowers  emo- 
tional tension, 
relieves  stress 
and  strain 


• Stimulates 
jaded  appetites 


• Increases  se 
cretionof  diges 
tive  enzymes 


• Is  vasodila 
tive,  diuretic 


• Gently  se- 
dates nervous 
system 


• Provides 
quick  energy 


• Spares  carbo- 
hydrate and  fat 


• Helps  relieve 
hypertension 


These  desirable  physiological  attributes 
are  responsible  for  the  increasing  recom- 
mendation of  wine— in  moderation — in 
the  dietaries  of  the  post-surgical,  con- 
valescent and  elderly  patient,  as  a gentle 
sedative  and  hypotensive  in  heart  con- 
ditions, as  a diuretic  in  renal  disorders, 
as  a pleasant,  well-tolerated  aliment  in 
diabetes,  and  for  those  on  restricted  and 
monotonous  diets.  Write  for  booklet 
“Uses  of  Wine  in  Medical  Practice.” 

Wine — Pleasing  Contribution 
to  Graceful  Living 

“References  on  request” 

WINE  ADVISORY  BOARD 

717  MARKET  STREET,  SAN  FRANCISCO  3,  CALIF. 
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Coughing  weather!  Clear  the  tract  with  Robitussin 


ROBITUSSIN® 

Each  5 cc.  (1  tsp.)  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5  per  cent 

ROBITUSSIN®  A-C  (Exempt  Narcotic) 
Robitussin  with  antihistamine  and  codeine 
Each  5 cc.  (1  tsp.)  contains: 


Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10  mg. 


(Warning:  may  be  habit  forming) 

1 Alcohol  3.5  per  cent 

1 OUR  PHOTO  shows  a famous  5200  class 
l.  "Pacific”  locomotive  high-balling  a Canadian 
I National  passenger  train  between  Hamilton 
■ and  Palmerston,  Ontario,  the  day  after 
Thanksgiving  1958.  It  was  retired  from  service 
the  following  February. 


By  making  coughs  fewer  but  more  productive, 
Robitussin  makes  it  easier  for  coughing  to  fulfill  its 
physiologic  purpose.  Glyceryl  guaiacolate,  Robitus- 
sin’s  active  ingredient,  greatly  increases  the  flow  of 
respiratory  tract  fluid  to  help  clear  the  tract  of 
cough-causing  irritants.  Increased  respiratory  tract 
secretion  promotes  drainage  and  evacuation  of 
tenacious  mucous  plugs  and  soothes  irritated 
bronchial  mucosa.  More  than  thirteen  years  of  use 
and  millions  of  prescriptions  have  established  Robitussin  as  an  unexcelled 
agent  for  effective  cough  management  with  outstanding  palatability, 
patient  acceptance,  and  impeccable  safety. 

A.  H.  ROBINS  COMPANY,  INC.  Richmond,  Virginia  23220 


Medical  Meetings 


American  College  of  Physicians 

A regional  meeting  of  the  American  College 
of  Physicians  is  being  held  January  14  and  15 
at  the  Biltmore  Hotel  in  New  York  City  for  the 
benefit  of  New  York  internists. 

The  session  will  provide  late  information  on 
research  and  clinical  investigation  to  practicing 
specialists  in  internal  medicine.  Primary 
emphasis  is  on  genetic  factors  and  autoimmune 
processes  in  disease. 

Speakers  include  Rene  Dubos,  Ph.D.,  pro- 
fessor of  pathology  at  the  Rockefeller  Institute, 
and  Walsh  McDermott,  M.D.,  professor  of 
public  health  and  preventive  medicine  at 
Cornell  University  Medical  College.  William 
J.  Grace,  M.D.,  New  York  City,  and  Victor 
Grover,  M.D.,  Brooklyn,  American  College  of 
Physicians  governors  for  Downstate  New  York 
I and  II,  are  in  general  charge  of  the  meeting. 


Management  of  chronic  heart  disease 

Advances  in  the  management  of  chronic 
heart  disease  will  be  subjects  of  discussion  at  the 
New  York  Heart  Association’s  annual  medical 
conference  to  be  held  on  January  21  at  the  Hotel 
Waldorf-Astoria  in  New  York  City. 

Among  the  speakers  will  be  H.  M.  Marvin, 
M.D.,  associate  professor,  clinical  medicine, 
emeritus,  Yale  University  School  of  Medicine; 
I.  Jay  Brightman,  M.D.,  assistant  commissioner. 
Division  of  Chronic  Disease  Services,  New  York 
State  Department  of  Health;  and  George 
James,  M.D.,  commissioner  of  health,  City  of 
New  York  Department  of  Health. 

Programs  may  be  obtained  from  the  New 
York  Heart  Association,  10  Columbus  Circle, 
New  York,  New  York  10019. 


Bronx  Pediatric  Society 

The  program  by  the  Bronx  Pediatric  Society 
for  the  evening  of  February  12  will  take  place  in 
the  auditorium  of  the  Morrisania  City  Hospital 
at  168th  Street  and  Gerard  Avenue,  The  Bronx. 
“The  Maltreated  Child  and  the  Community” 
will  be  discussed  by  Clement  Ajello,  M.D.,  and 
Eva  Radel,  M.D.;  “Testicular  Feminization 
Syndrome”  will  be  discussed  by  Jordan  Finkel- 

Material  for  inclusion  in  the  medical  meetings  section 
must,  be  received  six  weeks  prior  to  publication  date. 


stein,  M.D.;  and  “Childhood  Leukemia”  will 
be  discussed  by  Julian  Schorr,  M.D. 

The  program  for  March  11,  also  to  take  place 
in  the  auditorium  of  the  hospital,  will  be  a 
discussion  of  “Babies  of  Diabetic  Mothers” 
presented  by  Harry  Gordon,  M.D.,  professor  of 
pediatrics  and  research  professor  of  obstetrics 
(maternal  and  child  health),  Albert  Einstein 
College  of  Medicine. 

American  Thoracic  Society 

Reports  on  latest  developments  in  the  treat- 
ment of  tuberculosis  and  other  diseases  of  the 
respiratory  system  and  research  in  these  fields 
will  be  presented  at  a variety  of  medical  ses- 
sions during  the  59th  annual  meeting  of  the 
American  Thoracic  Society  to  be  held  at  the 
Statler  Hilton  Hotel  in  New  York  City  from 
May  24  through  27.  The  meeting  will  be  in 
conjunction  with  the  60th  annual  meeting  of  the 
National  Tuberculosis  Association. 

Scientific  sessions,  round  table  discussions, 
and  “sandwich  seminars”  at  lunch  time  will  be 
presented. 

Further  information  may  be  obtained  from 
James  F.  Hammarsten,  M.D.,  chairman  of  the 
Medical  Sessions  Committee,  c/o  American 
Thoracic  Society,  1790  Broadway,  New  York, 
New  York  10019. 

Data  processing  conference 

The  1964  Rochester  conference  on  data 
acquisition  and  processing  in  medicine  and 
biology  will  be  held  at  the  University  of  Roch- 
ester Whipple  Auditorium  July  13  through  15. 
The  themes  of  the  conference  will  be  “Medical 
Literature  and  Data — Its  Acquisition,  Proces- 
sing, and  Retrieval.”  The  subjects  to  be 
covered  will  include  medical  literature,  experi- 
mental data,  and  methods  of  dealing  with  all 
aspects  of  the  communications  problems  and 
the  systems  now  in  operation. 

Original  fundamental  and  applied  papers  are 
being  solicited  for  the  conference  and  should  be 
submitted  prior  to  April  15.  The  papers  will  be 
published  in  a Proceedings  which  will  form 
Volume  4 of  an  ongoing  series. 

Comprehensive  abstracts  should  be  sent  to 
Kurt  Enslein,  42  East  Avenue,  Rochester,  New 
York  14604.  Further  information  about  the 
conference  can  also  be  obtained  at  that  address. 
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THAN 

PHENOBARBITAL 


“The  use  of  phenobarbital-niacin  in  preference  to  phenobarbital 
adds  considerably  to  the  safety  of  that  sedative  and  avoids  most 
of  the  idiosyncratic  reactions.”* 


BARBA-NIACIN  (phenobarbital-niacin)  is  superseding  pheno- 
barbital for  all  of  its  uses  because  of  the  added  safety  factor.  Each 
tablet  contains  phenobarbital  Vi  gr.  and  niacin  Va  gr. 

A recent  clinical  study  demonstrated  that  the  niacin  component 
prevents  the  neurological,  cutaneous  and  bizarre  idiosyncratic 
reactions  to  phenobarbital.* 

BARBA-NIACIN  is  the  sedative  of  choice  for  relief  of  nervousness, 
anxiety  and  apprehension.  It  is  also  indicated  as  an  antispasmodic 
in  angina  pectoris,  peptic  ulcer,  and  other  spastic  conditions,  and  in 
epilepsy  as  an  anticonvulsant.  Adult  dose,  1 tablet  up  to  4 times 
a day. 


When  sleep  is  needed,  1 BARBA-NIACIN  FORTE  tablet  (pheno- 
barbital \Vi  gr.  and  Niacin  3A  gr.)  on  retiring  is  safe  and  effective. 


BARBA-NIACIN 

Phenobarbital Vi  gr. 

Niacin  Va  gr 


Supplied  in  bottles  of  100  scored  tablets. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the 
side  effects  due  to  hypersensitiveness. 
Like  phenobarbital,  it  is  contraindicated 
for  drug  addicts  or  patients  with  impaired 
renal  or  hepatic  elimination. 
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RECOGNIZE 
THIS  PATIENT? 


**  I don’t  sleep  well...  I dream  a lot... 
wake  up  tired  and  irritable.  I don’t  have 
any  appetite  ...  I’ll  never  be  cured. 


When  you  recognize  signs  of  depression  and 
anxiety  and  associate  them  with  an  organic 
condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deprol'  should  be  considered 
for  control  of  the  associated^  depression  anc[  anxiety: 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'Deprol'  is  indicated: 


fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and  post-operative 
fears  ■ postpartum  despondency  ■ family  problems  ■ death  of 
a loved  one  ■ loss  of  work  ■ retirement  problems  ■ financial  worries, 
and  many  other  stressful  situations. 


BRIEF  SUMMARY:  Indications:  Depression,  especially  when  accompanied  by  anxiety,  tension,  agitation, 
rumination  or  insomnia.  Side  Effects:  Slight  drowsiness  and,  rarely,  allergic  reactions,  due  to  mepro- 
bamate, and  occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benactyzine, 
may  occur.  Meprobamate  may  increase  effects  of  excessive  alcohol.  Use  with  care  in  patients  with 
suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually  after  prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  or  to  physicians  upon  request. 

USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased  gradually,  as  needed,  to  3 tablets  q.i.d.;  with 
establishment  of  relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause 

■ alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies 

■ chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  organic  disturbances. 


meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES/ Cranbury.  N.  J. 
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higher  activity  levels  than 
other  tetracyclines 


’bemelhylchlortefracyctine,  150  mg.  q.i.d. 


Threshold  therapeutic  fevet 


1-2  days’ "extra"  activity 


duration  of  therapy, 

DECLOMYCIN  Demethylchlortetracycline 


DAYS  1 

2 

3 

4 

duration  ( 

)f  therapy,  t 

:etracycline 

duration  < 

i i n 

of  activity,  tetracycline 

gives  you  an  "extra  dimension"  of  antibiotic  control 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 


I>IXIX>MY<  IX 

DEMETHYLCHLORTETRACYCLINE  HC1 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vagin- 
itis, dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of 
direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function. 
The  possibility  of  tooth  discoloration  during  development  should  be  considered  in  administering  any  tetra 
cycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg. 
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Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (filled  capsules)  are 
given  the  "thirty -minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
utes ten  filled  capsules  are  taken  from 


each  machine  and  carefully  weighed 
on  a prescription  balance.  In  addi- 
tion, the  checks  are  double-checked  at 
least  four  times  each  day  . . . another 
of  the  many  stringent  controls  which 
assure  you  that  the  Lilly  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence. 
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Editorials 


Sword  and  buckler:  part  I 

A recently  reported  experience  with  a pay 
telephone  points  up  a common  human 
weakness.  A person  had  completed  a call, 
but  the  operator  inadvertently  refunded  his 
dime.  As  he  was  saying  “good-by,”  she 
broke  into  the  conversation  and  asked  that 
he  redeposit  the  ten  cents  in  the  coin  box. 
“I’m  sorry,”  he  answered,  mimicking  the 
operator’s  tone,  “I  cannot  do  that,  but  if 
you  will  give  me  your  name  and  address 
I’ll  be  happy  to  mail  it  to  you.” 

None  who  heard  the  story  questioned  its 
veracity.  True  or  not,  all  laughed,  and 
with  some  glee,  because  this  response  re- 
flected a desire  that  most  of  us  have  to  strike 
back  at  a huge,  shapeless,  impersonal 
institution.  The  telephone  company  seems 
always  to  have  the  upper  hand  in  its  dealings 
with  us.  We  remembered  the  times  when 
an  operator  had  offered  the  same  reply  in 
answer  to  our  overdeposits,  and  we  were 
happy  to  see  the  company  get  a taste  of  its 
own  medicine. 

Housewives  who  acquiesce  when  the 
supermarket  clerk  misses  a five-cent  item  at 
the  checkout  counter  have  something  of  the 
same  feeling.  The  large  impersonal  grocery 
chain  has  been  earning  millions  every  year 
from  their  patronage  — and  that  of  others  like 
them  — and  they  accept  readily  what  appears 
to  be  a clear  challenge  to  “put  something 
over”  on  the  store.  After  all,  they  seem  to 
reason,  we’re  not  hurting  any  one  in  partic- 
ular. No  children  will  go  hungry  because 
of  the  loss  of  this  nickel  item.  And  they 
rationalize  their  virtue:  They  wouldn’t 

think  of  taking  anything  from  the  corner 
grocery  store  when  a real  person,  one  whom 
they  can  see  and  talk  to,  would  be  hurt. 

Cheating  or  exaggerating  a little  on  income 
tax  returns  has  become  so  common  that 
jokes  on  the  subject  aren’t  even  funny  any 
more.  Most  people  who  delight  in  saving  a 
little  money  at  the  expense  of  the  impersonal 
“government”  do  not  apply  the  same  moral 
code  to  all  their  personal  and  business 


dealings.  If  they  did,  all  form  of  order 
would  disappear  from  society. 

Insurance  ranks  directly  next  to  govern- 
ment in  bigness,  rigidity,  and  impersonality. 
If  we  fudge  a little  on  a life  insurance  or 
casualty  company  or  Blue  Shield,  whom  are 
we  hurting?  Not  our  patients;  we  wouldn’t 
cheat  them.  In  what  appears  to  be  the 
only  way  we  can,  we’re  only  getting  back  at 
the  large  organization  that  has  dealt  imper- 
sonally and  rigidly  with  us. 

Perhaps  we  all  take  out  our  feelings  of 
hostility  on  some  large,  gray,  unknown 
agency,  some  choosing  the  government,  some 
the  supermarket,  and  others,  Blue  Shield. 
If  a physician  reports  a procedure  a little 
different  from  the  one  he  actually  performed 
on  a patient,  an  astute  psychiatrist  might 
say  he  is  ret  aha  ting  for  the  shiny  bicycle  his 
brother  received  on  a birthday  fifty  years 
ago  when  the  physician  himself  received 
only  a new  suit  of  clothes.  Many  who  are 
trained  and  skilled  in  probing  the  hidden 
motivations  of  the  human  mind  could  discuss 
this  question  at  great  length  and  reach  more 
valid  conclusions  — or  perhaps  reach  none  at 
all  other  than  that  man’s  greed  for  money  is 
the  sole  cause. 

Laymen  in  affairs  of  the  mind  don’t  know 
why  it’s  done,  but  the  venality  of  a very,  very 
few  shames  us  all.  It  is  known  that  in  a 
variety  of  ways  these  insidious  few  are  cheat- 
ing Blue  Shield  to  the  tune  of  many  thou- 
sands of  dollars  each  year.  There  is  no 
question  that  it  is  being  done;  the  only 
question  lies  in  determining  what  to  do 
about  it — how  to  stop  it.  The  means 
available  for  stopping  it  are  basically  the 
same  that  are  available  in  any  law  enforce- 
ment situation.  The  only  difference  lies  in 
the  fact  that  we  as  a profession  are  given  first 
crack  at  policing  it — and  that  is  important 
because  we  have  much  to  gain  in  keeping  the 
means  of  law  enforcement  within  our  own 
ranks  rather  than  surrendering  it  completely 
to  public  agencies. 
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What  are  some  of  the  offenses? 

1.  An  ophthalmologist  submitted  170 
claims  for  removal  of  a foreign  body  from 
the  cornea  during  the  course  of  a year.  In 
reality,  the  services  in  these  cases  were 
limited  to  medical  examination  and  treat- 
ment of  the  eyes.  No  foreign  bodies  were 
present  or  removed. 

2.  A general  practitioner  submitted  157 
claims  for  incision  and  drainage  of  carbuncles 
during  a six-month  period.  It  developed 
that  the  lesions  were  pustules,  furuncles,  or 
small  subcutaneous  abscesses  rather  than 
carbuncles. 

3.  A dermatologist  reported  removal  of  a 
breast  tumor  which  on  further  investigation 
turned  out  to  be  the  removal  of  a benign 
skin  lesion  located  on  the  breast. 

4.  A general  practitioner  during  a six- 
month  period  submitted  eight  claims  for 
reduction  of  dislocations  of  major  joints  in 
his  office  without  the  use  of  x-rays. 

Blue  Shield  may  be  a large,  impersonal 
institution  to  some,  but  every  dollar  that  it 
pays  out  on  exaggerated,  padded,  or 
fraudulent  claims  like  these  will  eventually 
be  made  up  at  the  expense  of  every  one  of  its 
5 million  plus  subscribers  in  the  New  York 
City  area,  over  7 million  throughout  the 
State  of  New  York,  and  50  million  in  the 
nation.  When  excessive  funds  are  paid  out, 
either  benefits  must  be  cut  or  rates  must  be 
raised — there  are  no  two  ways  about  it. 
There  will  be  no  alternative  of  cutting 
stockholders’  dividends,  because  there  are 
no  stockholders  and  no  dividends.  There 
will  be  no  decline  in  profits,  because  no 
profit  is  sought  or  earned  by  Blue  Shield. 
It  is  our  own  neighbors  —our  patients  — who 


Role  of  the  medical  assistant 

The  public’s  image  of  the  physician  is 
formed  from  multiple  and  varied  influences, 
among  them  the  press,  radio,  television, 
direct  contact,  and  third-party  pressures. 
However,  it  is  generally  agreed  that  the  best 
possible  image  of  the  physician  derives  from 
contact  with  his  patient.  In  our  effort  to 
establish  a correct  image  that  will  redound  to 
the  good  of  patient  and  physician  alike,  we 
must  use  every  possible  means.  One  ef- 


must ultimately  pay.  And  when  they  pay, 
we  pay,  too. 

These  abuses,  or  what  Blue  Shield  and  the 
insurance  companies  call  “overutilization,” 
fall  into  four  categories  of  severity. 
The  first  two  are  considered  “illegal  abuse” 
and  the  last  two,  “legal  abuse”: 

1.  Outright  fraud,  such  as  reporting  and 
receiving  payment  for  services  which  were 
never  rendered.  This,  of  course,  is  the  most 
severe  form  of  abuse. 

2.  Questionable  fraud,  such  as  reporting 
a service  of  greater  scope  than  was  actually 
rendered  or  reporting  a covered  service  in 
lieu  of  an  uncovered  one  to  receive  payment 
under  the  subscriber’s  contract. 

3.  Excessive  utilization,  such  as  render- 
ing services  repetitively  and  selectively  on 
successive  patients  to  obtain  money 
available  through  insurance  coverage. 

4.  Questionable  excessive  utilization, 
such  as  performing  an  eligible  service, 
considered  acceptable  medical  practice  but 
not  consistent  with  the  injury  or  illness, 
to  obtain  reimbursement  for  a service  not 
covered  under  the  subscriber’s  contract. 

The  various  forms  of  abuse  may  differ  in 
severity;  they  may  differ  in  difficulty 
of  detection;  they  may  differ  in  means  of 
handling  once  detected.  Some  may  be 
recognized  as  crimes  by  public  statute, 
while  others  may  not  be.  But  they  are  all 
forms  of  cheating  the  insurance  company, 
and  we  all  have  a stake  in  stamping  them 
out. 

What  can  we  do  about  it?  As  has  been 
noted,  the  means  available  are  the  same  as 
for  any  type  of  policing  action:  detection, 
elimination,  and  prevention. 


fective  means  has  been  largely  overlooked  — 
that  of  the  medical  assistant. 

It  has  been  estimated  that  physicians 
come  into  contact  with  their  patients  90  per 
cent  of  the  time  via  the  office  visit  and  10 
per  cent  of  the  time  in  the  patient’s  home  or 
in  the  hospital.  It  is  a cardinal  precept  of 
psychology  that  the  first  impression  is  the 
most  vivid  and  lasting,  and  the  first  im- 
pression of  the  physician  is  often  conveyed 
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by  his  medical  assistant.  It  takes  appli- 
cation and  prolonged,  continuous  education 
to  develop  a successful  medical  assistant. 

The  need  for  this  education  was  the 
impetus  for  the  organization  of  medical 
assistants.  A first  meeting  was  held  in 
Kansas  in  1955,  and  in  1956  the  American 
Association  of  Medical  Assistants  was 
formed.  Immediately  thereafter  the 
American  Medical  Association  passed  a res- 
olution commending  its  objectives,  and 
the  Association  was  well  on  its  way. 

The  A.A.M.A.  has  11,500  members  in  39 
states.  In  New  York  State,  which  has  the 
largest  number  of  physicians  of  any  state  in 
the  country,  there  are  only  352  members  in 
10  component  societies.  If  the  number  of 
medical  assistants  in  New  York  State  were 
based  on  this  national  figure,  the  number  in 
this  State  should  be  1,603.  These  figures 
leave  no  doubt  that  New  York  lags  far 
behind. 

The  New  York  State  Medical  Assistants 
Association  has  been  approved  by  the 
Medical  Society  of  the  State  of  New  York, 
and  each  component  medical  assistants  as- 
sociation has  been  approved  by  its  county 
medical  society.  The  1963  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of 
New  York  unanimously  passed  a resolution 
commending  the  New  York  State  Medical 
Assistants  Association.  The  objectives  of 
this  association  are  commendable.  The 
following  are  three  items  from  its  con- 
stitution and  by-laws: 

To  inspire  its  members  to  render  honest, 
loyal,  and  more  efficient  service  to  the 
medical  profession  and  to  the  public  which 
they  serve. 


To  render  educational  services  for  the  self- 
improvement  of  its  members. 

It  is  not  nor  shall  it  ever  become  a trade  union 
or  collective  bargaining  agency. 

Courses  are  now  being  constructed  in 
colleges,  seminars  are  being  held,  and 
lectures  are  being  sponsored  by  and  for 
the  medical  assistants.  Standards  for  certifi- 
cation by  examination  have  been  developed. 

A major  obstacle  to  the  growth  of  the 
Medical  Assistants  Association  is  lack  of 
publicity  and  lack  of  information  available 
to  doctors  themselves.  Experience  has 
shown  that  the  medical  assistant  is  an 
effective  means  of  communication  for  the 
physician.  “Operation  Hometown,”  con- 
ducted in  Erie  County  recently,  was  highly 
succcessful  because  of  the  active,  dedicated 
and  well-oriented  help  donated  by  the 
medical  assistants  there. 

Dues  are  paid  on  three  levels — county, 
State,  and  national — and  are  $5  to  each 
component.  It  is  recommended  that  to  get 
this  worth-while  organization  well  started 
each  physician  underwrite  his  assistant’s 
dues.  For  the  benefits  which  physicians  will 
derive,  the  price  of  $15  per  year  for  each 
assistant  will  be  well  spent.  Inquiries  may 
be  sent  to  the  Medical  Assistants  Association, 
c/o  the  Medical  Society  of  the  State  of  New 
York,  750  Third  Avenue,  New  York, 
New  York  10017. 

It  is  in  your  interest  for  your  assistant  to 
join  the  local  medical  assistants  association. 
If  there  is  no  chapter  in  your  area,  help  them 
to  organize  one.  Your  backing,  endorsed  by 
your  local,  State,  and  national  medical 
organizations,  will  ensure  the  success  of  a 
helpful  ally. 

Irving  M.  Pallin,  M.D. 
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Norethynodrel,  a steroid  molecule  display- 
ing both  progestational  and  estrogenic  prop- 
erties, makes  Enovid  physiologically  appro- 
priate for  feminine  use  — in  addition  to  its 
thoroughly  established  efficacy,  when  com- 
bined with  mestranol,  in  conception  control. 

Also  appropriate  to  feminine  physiology 
are  certain  clinical  effects  noted  in  women 
taking  Enovid  for  long-term  suspension  of 
fertility.  Characteristically,  cyclic  regularity 
is  achieved,  the  duration  of  menstrual  flow 
is  shortened  and  its  volume  is  lessened.  Ac- 
cording to  Andrews  and  Andrews:*  “In 
95.2%  of  patients  on  this  cyclical  manage- 
ment the  volume  of  menstrual  flow  has  been 
decreased  and  this  has  been  of  help  in  those 
having  menorrhagia.  Dysmenorrhea  has 
been  eliminated  or  significantly  improved 
in  87.5%  of  patients Relief  of  premen- 

strual tension  has  frequently  been  noted — 
The  general  acceptance  by  women  of  this 
regimen  has  been  excellent.  Many  have  com- 
mented on  a feeling  of  well  being  and  free- 
dom from  fear  of  pregnancy." 

For  the  prevention  of  conception,  Enovid 
may  now  be  prescribed  for  periods  up  to 
four  years.  The  results  of  eight  years  of  clini- 
cal experience  include  more  than  5,200,000 
users  of  Enovid. 

In  usual  practice  the  side  effects  most  like- 
ly to  be  encountered  by  the  physician  are 
nausea,  spotting  or  break  through  bleeding 
and  amenorrhea  (sometimes  called  “silent 
menstruation").  Much  less  frequently  chlo- 
asma, breast  enlargement  or  discomfort  and 
mild  salt  and  water  retention  have  been  re- 


ported, and  the  latter  should  be  considered 
in  patients  with  heart  or  kidney  disease  or 
hypertension.  A variety  of  other  findings 
typical  of  estrogenic  compounds  (that  is, 
alterations  in  certain  thyroid  function  tests 
but  not  thyroid  function)  may  also  be  ob- 
served. 

Thromboembolic  phenomena  with  some 
fatalities  have  been  reported;  no  statistical 
significance  to  these  occurrences  has  been 
demonstrated  and  no  causal  relationship  has 
been  proved  or  disproved;  this  possibility 
should  be  considered  in  women  with  factors 
known  to  be  contributory  to  thrombophle- 
bitis. Enovid  is  contraindicated  in  women 
with  a history  of  previous  thromboembolism. 

The  presence  of  genital  or  breast  carci- 
noma and  liver  disease,  dysfunction  or  jaun- 
dice are  also  contraindications.  The  status 
of  liver  function  should  be  noted,  since  in 
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|n  the  last  decade,  a major  pediatric 
problem  involving  childhood  neglect  and 
physical  abuse  has  become  more  apparent. 
Only  recently  there  has  been  a definite  in- 
creased incidence  of  “battered’ ’ children 
reported  in  the  medical  literature  and  noted 
by  child  protective  agencies.  The  story  of 
the  abused  child  is  not  new,  but  prior  to 
these  reports  this  pediatric  entity  of  the 
maltreated  child  had  for  the  most  part  been 
unsuspected  and  has  gone  unrecognized  by 
the  medical  profession. 

The  neglect  and  abuse  of  children  involves 
situations  ranging  from  the  deprivation  of 
food,  clothing,  shelter,  and  parental  love  to 
incidents  wherein  children  are  physically 
abused  and  mistreated  by  an  adult,  resulting 
in  obvious  physical  trauma  to  the  child  and, 
unfortunately,  often  leading  to  death. 
Kempe  et  al.1  reported  the  results  of  a 
nation-wide  survey  of  hospitals  and  law 
enforcement  agencies  which  indicated  the 
high  incidence  of  “battered”  children  within 
a one-year  period.  A total  of  749  children 
were  maltreated.  Of  this  number,  78  died, 
and  114  of  these  children  suffered  permanent 
brain  damage.  In  only  one  third  of  these 
cases  proper  medical  diagnosis  initiated 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
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court  action.  The  National  Vital  Statistics 
Division  of  the  United  States  indicated 
cancer  to  be  the  major  cause  of  pediatric 
deaths,  a rate  of  8.1  per  cent  per  100,000 
population  in  1959.  Accidental  deaths  in 
children  for  the  same  year  ranked  175  per  cent 
higher  than  did  the  deaths  due  to  cancer  in 
children  between  the  ages  of  one  to  fourteen 
years.  The  question  arises  as  to  how  many 
of  these  so-called  accidental  deaths  were  not 
actually  “accidental”  but  due  to  the  unsus- 
pected maltreatment  syndrome  of  children. 
Offices  of  the  chief  medical  examiners  also 
have  been  aware  of  a rise  in  childhood 
deaths  probably  resulting  from  maltreat- 
ment. 

The  lay  press  in  recent  years  has  given 
frequent  accounts  of  children  who  have 
been  abandoned,  abused,  neglected,  and 
sometimes  killed  by  their  parents.  The 
problem  of  infanticide  and  the  salvaging  of 
abandoned  children  was  one  of  the  motives 
that  prompted  the  establishment  of  the 
New  York  Foundling  Hospital  about  one 
hundred  years  ago  by  the  Sisters  of  Charity 
of  St.  Vincent  de  Paul.  It  had  as  its  pri- 
mary objective  the  reduction  of  the  appalling 
rate  of  infanticide  in  New  York  City.  Most 
of  these  deaths  were  attributable  to  expo- 
sure. In  the  first  year  of  operation,  61 
per  cent  of  the  infants  admitted  were  dying. 
While  it  may  be  an  exaggeration  to  say  that 
the  streets  of  New  York  were  covered  with 
dead  and  dying  infants,  it  certainly  would 
not  be  an  exaggeration  to  say  that  it  was 
commonplace.  Indeed,  as  late  as  1892, 
200  foundlings  and  100  dead  infants  were 
found  in  New  York  City  streets. 

The  first  case  of  child  abuse  on  record  in 
New  York  was  in  1874  involving  a child 
named  Mary  Ellen.  This  child  was  dis- 
covered in  an  apartment  chained  to  a bed- 
post and  being  fed  bread  and  water.  The 
matter  was  brought  to  the  attention  of 
police  authorities  and  judges  who  could 
take  no  legal  action  to  remove  the  child 
from  her  environment.  Out  of  desperation, 
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the  interested  parties  appealed  to  the  Society 
for  Prevention  of  Cruelty  to  Animals  for 
assistance.  They  proposed  that  this  child 
was  a member  of  the  animal  kingdom  and 
deserved  their  protection.  Mary  Ellen 
entered  the  court  on  a stretcher  because  of 
her  extreme  weakness  and  emaciation,  but 
she  was  salvaged  through  the  efforts  of  a 
society  dedicated  to  the  protection  of 
animals.  Just  one  year  later,  in  1875,  the 
Society  for  the  Protection  of  Children  was 
organized. 

Accurate  statistics  concerning  the  in- 
cidence of  this  pediatric  entity  are  un- 
obtainable, since  only  a portion  of  neg- 
lected and  abused  children  are  taken  to 
physicians  or  hospitals  for  medical  attention. 

Kempe  etal.1  have  described  this  repeated 
physical  abuse  of  children  and  called  it 
the  “battered  child  syndrome.,,  Other  re- 
ports in  the  medical  literature  have  re- 
ferred to  this  disease  of  maltreatment  as 
“unrecognized  trauma.”2-5  Unfortunately, 
both  of  these  terms  do  not  fully  describe 
the  true  picture  of  this  often  life-threatening 
condition.  A maltreated  child  often  shows 
no  obvious  signs  of  being  “battered,” 
since  this  is  the  last  phase  of  the  spectrum, 
but  shows  multiple  minor  physical  evidences 
of  emotional  and  at  times  nutritional 
deprivation,  neglect,  and  abuse.  In  these 
cases  the  most  acute  diagnostic  acumen  of 
the  physician  can  prevent  the  more  severe 
injuries  of  inflicted  trauma  that  are  a sig- 
nificant cause  of  childhood  death.  The  wilful 
neglect  and  injury  of  these  children  by 
parents  may  range  from  cases  in  which  the 
child  is  malnourished  and  physically  neg- 
lected to  those  in  which  he  is  the  victim 
of  premeditated  trauma  leading  to  per- 
manent crippling  and  death.  Awareness 
by  the  physician  of  the  signs  and  symptoms 
of  this  preventable  disease  can  be  lifesaving. 

Within  the  last  year  we  have  encountered 
approximately  15  children  who  were  proved 
to  be  victims  of  maltreatment.  One  two- 
year-old  child  arrived  dead  at  Bellevue 
Hospital  with  the  history  that  the  mother 
had  an  “epileptic”  seizure  and  fell  down  a 
flight  of  stairs  with  the  child.  Autopsy 
revealed  multiple  contusions  and  abrasions, 
subdural  hematomas,  fractures  of  the  ex- 
tremities, and  generalized  signs  of  physical 
neglect. 

A month-old  sibling  of  this  child  was 
subsequently  admitted  to  St.  Vincent’s 


Hospital  with  signs  of  malnutrition,  de- 
hydration, vitamin  deficiency,  and  fractures 
of  the  distal  end  of  the  ulna  and  radius. 

A six-weeks-old  infant  was  admitted  to  the 
hospital  because  of  swelling  of  the  right 
thigh  of  four  days  duration.  The  mother 
stated  to  the  examining  physician  that  the 
child  had  fallen  from  its  crib  and  struck  its 
right  leg  on  the  floor.  X-ray  examination 
revealed  complete  fracture  through  the 
mid-shaft  of  the  right  femur  with  posterior 
displacement  of  the  distal  fragment.  The 
patient  was  in  Bryant’s  traction  for  two 
weeks  and  was  discharged  in  good  condition 
after  application  of  a hip  spica.  A few 
weeks  later  the  child  was  admitted  to  an- 
other hospital  with  multiple  contusions 
and  abrasions.  Investigations  by  social 
service  indicated  that  the  father  had  thrown 
the  child  on  the  floor,  shattering  the  cast  and 
inflicting  serious  head  trauma  which  re- 
sulted in  bilateral  subdural  hematomas. 
The  child  was  seen  recently  in  the  pediatric 
clinic,  and  multiple  signs  of  intracranial 
damage  were  noted.  The  child  was  blind 
and  mentally  retarded. 

Other  well-documented  cases  of  mal- 
treatment of  children  have  been  reported  by 
Kempe  et  al.,1  Holzer,6  Hering  and  Dietz,7 
Adelson,8  and  Silverman.2 

Diagnostic  clinical  criteria 

The  child  who  is  maltreated  is  often 
brought  to  the  hospital  or  private  physician 
with  a history  of  “failure  to  thrive,”  mal- 
nutrition, poor  skin  hygiene,  irritability, 
a repressed  personality,  and  other  signs  of 
obvious  neglect.  The  more  severely  abused 
children  are  seen  in  the  emergency  rooms  of 
hospitals  with  external  evidences  of  body 
trauma,  such  as  bruises,  abrasions,  cuts, 
lacerations,  burns,  soft  tissue  swelling,  and 
hematomas.  Inability  to  move  certain  ex- 
tremities because  of  dislocations  and  frac- 
tures associated  with  neurologic  signs  of 
intracranial  damage  are  additional  signals 
that  should  arouse  the  suspicion  of  the 
attending  physician.  Children  manifesting 
the  maltreatment  syndrome  give  evidence 
of  one  or  more  of  these  complaints  with  the 
most  severe  of  the  maltreatment  cases 
arriving  at  the  hospital  or  physician’s 
office  in  coma,  or  convulsions,  or  even  dead. 

Therefore,  the  signs  and  symptoms  in- 
dicating the  maltreatment  of  children  range 
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from  simple  undernourishment  in  an  infant 
who  is  reported  as  “fading  to  thrive”  to  the 
more  severe  signs  in  a “battered  child”  who 
is  seen  with  evidences  of  multiple  fractures 
and  inflicted  trauma.  Soft  tissue  lacer- 
ations, abrasions,  burns,  and  hematomas 
involving  any  part  of  the  body  should  cast 
suspicion  on  the  etiology  of  the  presenting 
complaints.  Even  more  enlightening  is  the 
presence  of  healed  or  scab-covered  “old” 
abrasions  or  contusions  of  the  skin.  The 
manifestations  of  multiple  vitamin  deficien- 
cies are  also  evident  in  these  children. 

Subdural  hematomas  associated  with  mul- 
tiple skeletal  fractures  have  been  noted  in 
some  of  these  maltreated  subjects.  Caffey 
in  1946 9 first  reported  the  frequency  in 
infants  of  subdural  hematoma  accompanied 
by  fractures  of  the  long  bones  and  later 
offered  the  possible  explanation  of  parental 
neglect  and  abuse  as  a cause  of  this  associa- 
tion of  symptoms.10  Kempe  et  al.1  have 
stated  that  subdural  hematoma,  with  or  with- 
ou  t fracture  of  the  skull,  is  a frequent  finding 
in  these  cases,  even  in  the  absence  of  frac- 
ture of  the  long  bones. 

Because  of  parental  fear  of  legal  entangle- 
ments, many  of  these  children  are  not 
taken  to  the  physician  or  hospital  for  medical 
care  until  the  child  is  in  acute  distress  or  the 
parents  become  alarmed  of  impending 
death.  For  this  reason,  x-ray  evidences  of 
fractures  may  be  present  in  various  stages 
of  reparative  changes.  On  the  other  hand, 
if  no  fractures  or  dislocations  are  apparent 
on  examination,  bone  injury  may  remain 
obscure  during  the  first  few  days  after 
inflicted  trauma.  In  these  cases,  evidences 
of  bone  repair  may  make  their  appearance 
within  weeks  after  the  specific  bone  trauma. 

The  more  common  findings  on  roent- 
genologic examination  reveal  diagnostic  and 
unusual  bone  changes  that  assist  the 
physician  in  making  a diagnosis.  Meta- 
physial fragmentation  is  caused  by  twisting 
or  pulling  of  the  afflicted  extremity.  There 
may  be  squaring  of  the  long  bones  secondary 
to  the  new  bone  formation  on  the  meta- 
physial fragments.  Periosteal  hemorrhages 
are  noted  frequently,  since  the  periosteum  of 
infants  is  not  securely  attached  to  the 
underlying  bone.  This  is  followed  by 
periosteal  calcification  which  becomes  ap- 
parent from  five  to  seven  days  after  the 
fracture.  This  layer  of  calcification  around 
the  shaft  of  the  bone  should  arouse  suspicion 


of  inflicted  trauma  and  elicit  further  in- 
vestigations into  the  causes  of  the  fracture. 
Epiphysial  separations  and  periosteal  shear- 
ing usually  result  from  traction  and  torsion 
of  the  affected  extremity.  The  finding  on 
x-ray  examination  of  reparative  changes 
involving  excessive  new  bone  formation  or 
previously  healed  fractures  with  periosteal 
reactions  should  be  considered  diagnostic 
when  correlated  with  other  manifestations 
of  child  abuse  and  neglect. 

Social  manifestations 

Maltreatment  of  children  by  parental 
abuse  or  neglect  may  occur  at  any  age  with 
an  increased  incidence  in  children  under 
three  years  of  age.  In  view  of  this,  an 
infant  or  child  cannot  tell  the  story  of  how 
the  trauma  was  inflicted,  and  many  young 
children  are  reluctant  or  afraid  to  tell  the 
story.  The  history  that  is  related  by  the 
parents  is  very  often  at  variance  with  the 
clinical  picture  and  the  physical  findings 
noted  on  examination  of  the  child.  Seek- 
ing out  information  involves  precise  de- 
tection of  previous  hospital  admissions. 
The  physician  will  often  discover  that  the 
mother  has  taken  the  child  to  various 
hospitals  and  doctors  in  an  attempt  to 
negate  any  suspicions  of  parental  abuse. 
There  is  usually  complete  denial  of  any 
knowledge  of  inflicted  trauma  to  the  child, 
and  often  the  attitude  of  complete  innocence 
is  transmitted  to  the  examining  physician. 

Difficulty  in  obtaining  any  type  of 
history  is  often  encountered,  and  diagnosis 
depends  on  the  physical  examination,  x-ray 
findings,  and  a high  index  of  suspicion  on 
the  part  of  the  physician. 

There  is  frequently  a history  of  family 
discord  or  financial  stress.  Alcoholism, 
perverse  tendencies,  and  involvement  with 
law  enforcement  agencies  also  may  be  en- 
countered in  the  abusing  parents.  These 
families  usually  show  evidence  of  many 
problems  at  the  time  of  marriage,  and  by 
the  time  the  incident  of  child  abuse  occurs, 
these  problems  have  multiplied  and 
intensified. 

Many  of  these  parents  show  surprisingly 
little  reaction  to  social  service  investigations 
or  reporting  to  law  enforcement  agencies. 
The  personality  of  the  abusing  parents  need 
not  show  outward  signs  of  neurosis  or 
psychosis;  on  the  contrary,  they  may 
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present  the  disarming  attitude  of  over- 
protectiveness, cooperativeness,  and  neat- 
ness. Our  social  service  worker  reporting 
on  these  cases  often  has  observed  “the 
mother’s  almost  extreme  cooperativeness, 
subtle  lack  of  affect,  rather  compulsive  neat 
personality,  and  rather  socially  withdrawn 
behavior.”  Since  many  of  these  parents 
do  give  the  outward  impression  of  being 
devoted  parents,  maltreatment  is  often 
overlooked  by  the  physician,  and  the  syn- 
drome is  not  considered  in  the  differential 
diagnosis.  This  lack  of  awareness  by  the 
medical  profession  and  the  postponement  of 
social  investigations  often  leads  to  future 
tragedy. 

Studies  evaluating  parental  feelings  and 
motivations  leading  to  child  abuse  and 
death  are  wanting.  Preliminary  observa- 
tions in  this  field  have  indicated  that  the 
child-abusing  parent  presents  features  of 
rigidity,  compulsiveness,  immaturity,  anti- 
social behavior,  and  lack  of  warmth  toward 
the  maltreated  child. 

Social  service  investigations  also  have 
revealed  that  usually  one  child  in  a family  is 
selected  and  made  the  target  for  abuse  and 
neglect,  while  the  other  siblings  show 
evidence  of  overprotection.  Often  these 
abused  and  neglected  children  are  made 
symbols  of  the  parents’  expression  of 
hostility  to  society  based  on  their  disap- 
proved sexual  and  social  patterns  of 
existence. 

Preventive  measures 

Medical  responsibilities.  The  in- 
cidence of  the  maltreatment  syndrome  in 
children  is  startling.  It  is  a problem  of 
increasing  importance  calling  for  the  full 
cooperative  resources  of  the  medical,  social, 
and  legal  organizations  in  this  country. 

Various  reports  from  child  protection 
agencies  reveal  that  less  than  one  third  of 
the  child-abuse  cases  seen  by  a physician 
are  reported  to  the  law  enforcement  or 
social  agencies  available  in  the  community. 
This  defect  lies  in  the  fact  that  the  phy- 
sician is  unaware  that  parents  can  and  often 
do  wilfully  inflict  serious  damage  to  their 
children  or  even  kill  them.  There  is  a 
definite  lack  in  medical  education  con- 
cerning the  maltreatment  syndrome  in 
children.  The  physician  is  often  reluctant 
to  report  a case  of  child  abuse  in  his  practice 


or  hospital  duty  since  it  may  involve  en- 
tanglement in  legal  matters  and  hours  away 
from  his  medical  chores. 

In  view  of  the  recent  reports  on  this 
pediatric  problem  of  serious  import,  the 
educational  process  of  bringing  this  syn- 
drome to  the  attention  of  the  medical  stu- 
dent, hospital  trainee,  postgraduate  trainee, 
and  the  practicing  physician  has  begun. 
It  will  challenge  the  reluctance  of  the 
pediatricians  and  orthopedists  to  interpret 
parental  neglect  as  the  cause  of  inflicted 
trauma  in  children.  Multiple  fractures  in 
various  stages  of  resolution,  subdural  hema- 
tomas, purpuric  lesions  of  the  skin,  severe 
burns,  and  unexplained  malnutrition  all 
should  arouse  suspicion  in  the  alert  phy- 
sician. The  moral  responsibility  of  the 
examining  physician  is  to  the  maltreated 
child.  He  must  be  cognizant  of  the  fact 
that  over  50  per  cent  of  these  children  are 
liable  to  secondary  injuries  or  death  if 
appropriate  steps  are  not  taken  to  remove 
the  child  from  its  environment. 

The  physician  in  practice  should  refer 
suspected  cases  involving  maltreatment  of 
children  to  the  hospital  for  thorough  diag- 
nostic medical  study  and  social  investiga- 
tions. If  hospitalization  of  the  child  is  not 
practical,  the  physician  should  report  the 
case  to  the  child  protective  society  in  his 
community  or  to  the  law  enforcement 
agency,  which  in  turn  will  take  appropriate 
action  to  protect  the  child. 

The  medical  societies  must  disseminate 
information  to  the  physicians  concerning 
this  preventable  syndrome  and  the  steps 
that  the  physician  can  take  to  protect  the 
child  from  further  abuse  and  trauma. 

The  cases  seen  at  our  institutions  give 
evidence  that  childhood  deaths  can  be 
avoided  if  physicians  are  alert  to  the  prob- 
lem. One  patient  described  was  dead  on 
arrival,  and  another  became  blind  and 
suffered  irreversible  signs  of  retardation  due 
to  inflicted  injuries.  Another  case  rep- 
resents a child  whose  condition,  after 
thorough  investigation,  was  diagnosed  as 
maltreatment.  The  child  was  referred  to 
the  appropriate  agencies,  with  resulting 
court  action  and  placement  of  the  child  in  a 
foster  home.  This  child  has  been  saved 
from  future  abuse  and  possible  death. 

Every  physician  who  has  in  his  care  any 
child  suspected  of  having  any  wounds  due 
to  wilfully  inflicted  injury  or  giving  evidence 
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of  any  unjustifiable  mental  suffering  must 
report  the  case  to  the  appropriate  child 
protective  agency  or  law  enforcement  bu- 
reau in  his  community. 

The  physician  must  be  available  for 
court  appearance,  otherwise  the  maltreat- 
ment of  children  by  their  parents  will 
continue.  The  courts  rely  on  and  are 
influenced  in  great  part  by  the  testimony  of 
the  physician.  My  personal  appearances 
at  three  court  hearings  of  child  abuse 
resulted  in  temporary  placement  of  these 
children.  The  court  is  most  cooperative 
in  the  appreciation  of  a physician’s  limita- 
tion of  time  and  arranges  an  appearance 
that  is  acceptable  and  convenient. 

Social  responsibilities.  There  must 
be  acknowledgment  by  society  that  the 
problem  of  child  abuse  and  neglect  does 
exist.  Recognition  of  this  syndrome  as  an 
index  of  social  delinquency  should  further 
stimulate  community  cooperation  through 
various  organizations,  protective  agencies, 
and  courts  for  better  child  protection. 
These  societies  should  be  given  the  ut- 
most financial  support  necessary  in  es- 
tablishing child  protective  agencies  with 
authoritative  administrative  structures 
throughout  the  country. 

The  social  service  workers  play  an  all- 
important  role  in  the  integration  of  the 
medical,  legal,  and  social  aspects  of  the 
maltreatment  of  children.  They  are  re- 
sponsible for  the  planning  and  presenting 
of  the  social  and  medical  findings  of  the 
cases  to  the  court  authorities.  The  social 
service  personnel  assist  in  identifying  any 
existing  destructive  drives  within  the  family 
unit  and  afford  protection  to  the  child  from 
further  traumatic  experiences.  Attempts 
should  be  made  to  enable  the  parents  to 
accept  and  receive  psychiatric  help  which 
Will  strengthen  family  understanding  and 
protect  the  parents  from  future  conse- 
quences of  abnormal  social  behavior. 

The  responsibilities  of  society,  therefore, 
include  social  service  investigation  of  sus- 
pected cases  of  child  abuse,  education  and 
rehabilitation  of  parental  delinquents,  and 
the  cooperative  integrated  efforts  of  all 
social  agencies  in  combating  the  problem  of 
maltreatment  of  children.  All  these  agen- 
cies must  function  as  a unit  to  undermine 
this  insidious  problem  successfully. 

Legal  responsibilities.  Constructive 
use  of  the  laws  governing  society  should 


safeguard  the  rights  of  the  abused  child 
parent,  and  physician. 

Immediate  assistance  must  be  made 
available  to  the  abused  child  by  the  appro- 
priate community  and  child  welfare  service. 
The  utilization  of  law  enforcement  agents 
should  be  considered  if  the  child  is  a victim 
of  severe  abusive  parental  action.  This 
often  requires  the  prompt  removal  of  the 
child  from  the  threatening  and  hazardous 
home  environment.  In  certain  states, 
Children’s  Aid  Societies  and  The  Society 
for  the  Prevention  of  Cruelty  to  Children 
(S.P.C.C.)  have  taken  on  a major  role  in 
this  problem.  They  have  assumed  major 
responsibilities  and  provided  maximum  pro- 
tection for  the  maltreated  children. 

The  juvenile  and  family  courts  are 
available  to  review  petitions  for  prosecu- 
tions. The  courts  are  established  to  protect 
the  parents  from  maltreating  children  further 
through  the  acceptance  of  evidence  which 
casts  guilt  on  the  parent  beyond  any 
reasonable  doubt. 

The  courts  must  become  more  cognizant 
of  this  real  and  important  aspect  of  parental 
delinquency.  The  courts  need  also  to  re- 
evaluate the  benefits  of  the  normally  ac- 
cepted “child  belongs  with  mother”  con- 
cept in  view  of  presently  existing  evidences 
that  such  a decision  might  be  detrimental 
to  the  well-being  of  the  child  and  mother. 

The  physicians  are  the  first  line  of  defense 
in  the  fight  to  decrease  the  incidence  of  the 
maltreatment  syndrome  in  children.  So 
that  this  can  be  fully  accomplished,  they 
must  be  legally  free  to  report  and  take 
positive  responsible  action  to  protect  the 
abused  child  with  no  fear  of  possible  per- 
sonal or  professional  reprisal. 

The  State  and  county  medical  societies 
of  New  York  have  urged  that  State  legisla- 
tion be  proposed  making  it  mandatory 
to  report  cases  of  suspected  inflicted  in- 
juries to  children. 

There  is  no  doubt  that  the  passage  of  such 
a law  in  New  York  and  states  throughout 
the  country  will  aid  in  case  findings  and  as- 
sure safety  to  the  victims  of  destructive 
parental  behavior. 

A law  of  this  type  need  not  be  necessary, 
since  the  physician  has  a moral  obligation 
to  report  cases  of  maltreated  children  just 
as  he  reports  dog  bites,  poisonings,  and  com- 
municable diseases.  But  the  law  would 
serve  the  purpose  of  alerting  society, 
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physicians,  and  the  courts  to  the  importance 
of  this  life-threatening  condition. 

It  must  also  be  stressed  that  the  law  will 
protect  the  parent  or  the  individual  in- 
flicting injury  from  situations  which  will 
result  in  further  neglect  and  injury  of  the 
child,  often  leading  to  death.  This  can  be 
accomplished  by  the  temporary  placement 
of  the  child  by  the  courts  and  the  reha- 
bilitation of  the  parents  by  intensive  therapy 
and/or  counseling. 

It  is  recommended  that  a central  report- 
ing agency  be  established  in  the  community 
to  expedite  or  confirm  a physician’s  suspicion 
in  a case  of  maltreatment.  Such  an  agency 
would  have  on  file  reports  of  cases  of  child- 
hood abuse  and  neglect  submitted  by 
physicians  or  hospital  authorities. 


Conclusions 

The  maltreatment  of  children  is  a pediatric 
syndrome  which  often  leads  to  permanent 
mental  or  physical  crippling,  and  even 
death.  It  is  a preventable  disease  which 
can  be  easily  recognized  and  diagnosed. 
The  responsibilities  of  the  community,  the 
physician,  and  legal  authorities  are  presented 
and  a plea  made  for  their  proper  integra- 
tion and  cooperation.  Attention  must  be 
focused  on  this  insidious  and  disturbing 
medical  entity  to  prevent  unnecessary 
deaths  of  children. 
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Discussion 

Harry  Bakwin,  M.D.,  New  York  City. 
In  considering  the  abused  child  we 
should  distinguish  between  instances  in 
which  the  child  is  actually  physically  as- 
saulted and  those  in  which  there  is  neglect 
but  no  physical  abuse.  The  health- 
neglected  child  suffers  because  of  lack  of 
proper  food,  clothing,  and  the  like,  but 
perhaps  the  major  trauma  is  psychologic 
and  probably  long  enduring.  Furthermore, 
the  type  of  person  who  physically  tortures  a 
child  can  be  expected  to  be  of  a different 
temperament  from  one  who  neglects  a child. 

Different  also  are  the  cases  of  infanticide, 
which  means  murder  of  a child  before  the 
birth  has  been  recorded.  We  have  our  share 
of  infanticides  in  the  United  States.  Between 
100  and  150  children  are  recorded  as  dying 
in  this  way  each  year,  but  the  number  is 
grossly  understated.  Medical  examiners 
hesitate  to  certify  a death  in  a newborn  as 
homicidal  unless  the  evidence  is  clear-cut. 
District  attorneys  are  disinclined  to  try 
those  cases,  finding  themselves  in  an  un- 
popular position. 

When  we  became  aware  of  the  problem  of 
the  abused  child  a few  years  ago,  I wrote  to 
friends  in  England  and  France  asking  about 
the  frequency  over  there.  English  pedia- 
tricians were  unfamiliar  with  the  pro!  i, 
but  the  French  were  aware  of  it  and  were 
concerned. 

The  clinical  recognition  of  the  abused 
child  presents  diagnostic  difficulties.  Usu- 
ally there  is  no  history  of  a traumatic 
episode.  The  symptoms  in  a baby  are 
minimal — slight  swelling,  tenderness,  re- 
duced mobility,  or  skin  bruises  are  all  one 
has  to  go  on. 

Again,  the  roentgenologic  picture  may  be 
confusing.  Early,  small  chip-fractures  or  a 
dislocated  epiphysis  may  be  readily  over- 
looked in  such  cases.  Only  after  seven  to 
ten  days,  when  the  subperiosteal  hematoma 
becomes  ossified,  do  well-marked  roent- 
genologic changes  appear. 

In  examining  the  abused  child  one 
should  look  not  only  for  injury  to  the  skin 
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and  subcutaneous  tissues  and  the  bones, 
but  also  to  the  internal  organs.  Subdural 
hematoma  is  by  no  means  infrequent,  and 
rupture  of  the  liver  and  spleen  has  been 
observed. 

What  sort  of  parents  physically  assault 
their  child?  Are  they  psychotic,  alcoholic, 
mentally  retarded,  or  otherwise  mentally 
ill?  Or  are  they  simply  hot-tempered, 
uncontrolled  persons?  Some  of  the  parents 
in  our  experience  have  been  mentally  ill, 
but  I suspect  that  we  will  find  that  most  of 
the  parents  are  people  of  uncontrollable 
bad  temper.  We  need  information  on  this 
point. 

As  Dr.  Fontana  pointed  out,  although 
there  are  sometimes  multiple  cases  in  the 
same  family,  usually  one  of  several  children 
is  selected  for  physical  abuse.  This  implies 
that  the  child  himself,  or  circumstances 
surrounding  his  advent,  contributes  to  the 
parental  reaction.  We  need  to  know  more 
about  the  sort  of  child  who  invites  abuse. 

We  also  need  to  know  about  the  physical 
abuse  of  older  children.  Surgeons,  who  see 
the  older  children  because  of  fractures  and 
other  traumas,  should  be  alerted  to  the 
situation. 

What  should  be  our  procedure  when  we 
see  an  abused  child?  We  should  certainly 
report  the  matter  to  the  Society  for  Preven- 
tion of  Cruelty  to  Children  or  directly  to 
the  police.  The  question  of  the  legal 
liability  of  the  doctor  who  reports  such  a 
case  has  been  brought  up.  At  a meeting 
of  the  American  Humane  Society  which  I 
attended,  the  matter  was  discussed  by  two 
dibcmguished  lawyers  who  agreed  that, 
in  their  opinion,  a physician  could  not  be 
held  liable. 

The  home  situation  should  be  looked  into 
by  a well- trained  person. 

The  baby’s  general  condition  should  be 
investigated.  If  advisable,  he  should  be 
given  foster  care. 

The  question  of  limiting  family  size 
should  be  discussed  and  advice  given  if 
desired. 

Harold  Jacobziner,  M.D.,  New  York 
City.  Dr.  Fontana  is  to  be  congratulated 
for  the  excellent  paper  which  he  presented 
and  particularly  for  bringing  this  important 
medical  problem  before  the  attention  of 
this  assembly. 

Child  neglect  or  maltreatment  of  children 


is  not  a new  phenomenon.  It  is  as  old 
as  history,  but  in  recent  years,  due  to  the 
efforts  of  a few  interested  individuals  of 
various  disciplines,  such  as  pediatrics,  radi- 
ology, social  work,  and  public  health,  there 
has  been  an  increasing  interest  in  the 
problem  and  a concern  about  reducing  and 
controlling  this  evil  practice. 

Magnitude  and  scope  of  the  problem 

During  1962,  4,000  cases  of  child  neglect 
came  to  the  attention  of  the  Children’s 
Court  in  New  York  City. 

In  the  first  nine  months  of  1962  a news- 
paper clipping  service  to  which  the  American 
Humane  Society  subscribed  submitted  news- 
paper accounts  from  47  states  relating  to 
apparent  child  abuse.  There  were  378 
cases  involving  446  children  and  109 
fatalities.  Since  not  every  case  gets  into 
the  newspapers,  these  figures  constitute  tut 
a fraction  of  the  true  incidence. 

A study  in  Massachusetts  in  1960  by  the 
Society  for  Prevention  of  Cruelty  to  Child- 
ren revealed  that  there  were  over  100  cases 
of  child  abuse  involving  200  children  re- 
ferred to  that  agency  during  the  year, 
which  also  represents  but  a fraction  of  the 
actual  number. 

The  Chief  Medical  Examiner’s  Office 
in  New  York  City  also  reports  that  there 
appears  to  be  an  increase  in  the  number  of 
deaths  in  children  resulting  from  injuries 
inflicted  by  their  parents. 

Many  cases  of  child  neglect  came  to  the 
attention  of  the  professional  staff  of  the 
Department  of  Health  of  the  City  of  New 
York,  that  is,  physicians  and  nurses  working 
in  child  health  stations.  To  obtain  more 
accurate  information  on  the  extent  of  this 
problem  physicians  were  directed  to  report 
promptly  all  such  cases  observed  in  the 
child  health  stations.  Two  such  cases  are 
cited. 

Case  reports 

Case  1.  This  infant,  bom  on  July  3,  1961, 
and  weighing  6 pounds,  2 ounces,  was  first  seen 
by  a doctor  at  the  age  of  four  weeks.  The  in- 
fant was  brought  in  by  both  parents  who  were 
interested  in  the  baby  and  appeared  well  kept. 
There  were  no  pertinent  findings  on  the  initial 
visit.  The  family  lived  in  an  apartment  owned 
by  the  child’s  maternal  grandfather  and  had  one 
room  in  this  apartment.  The  father  was 
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employed  as  a cook  at  St.  Luke’s  Hospital  and 
worked  at  night.  At  the  age  of  six  weeks  the 
infant  was  hospitalized  at  Metropolitan  Hospital 
for  one  week  for  bleeding  from  the  mouth, 
which  was  secondary  to  an  ulceration  of  the 
hard  palate;  a “bloodshot  eye”;  and  bron- 
chitis. 

On  the  infant’s  second  visit  to  the  child  health 
station  on  September  14,  1961,  at  the  age 
of  nine  weeks,  the  doctor  noted  superficial 
scarring  of  the  abdomen  and  lower  part  of  the 
chest  from  an  open  diaper  pin,  and  an  abdominal 
bruise.  The  physician  questioned  the  mother 
about  parental  handling,  and  the  mother  ad- 
mitted that  the  father  had  a “bad  temper.” 
The  nurse  and  doctor  advised  the  mother  about 
accident  prevention  and  gave  her  routine  medical 
advice.  On  October  2,  1961,  at  the  age  of 
three  months,  the  infant  was  treated  for  a 
greenstick  fracture  of  the  proximal  third  of  the 
ulna.  It  was  also  noted  on  the  x-ray  film  that 
there  was  a healing  fracture  of  the  middle  third 
of  the  humerus  with  callus  formation. 

At  the  child  health  station  visit  on  October 
26,  1961,  both  parents  denied  any  knowledge 
of  the  cause  of  the  fracture.  The  father, 
however,  thought  that  a two-year-old  niece, 
who  was  in  the  habit  of  picking  up  the  infant, 
might  have  jerked  the  arm.  While  the  father 
was  holding  the  baby,  he  was  struck  acciden- 
tally by  the  arm  cast.  He  cried  out  angrily 
in  the  waiting  room,  much  to  the  amazement  of 
the  other  parents  and  the  station  staff.  It  was 
felt  that  these  parents  should  be  reported  to  the 
Society  for  Prevention  of  Cruelty  to  Children, 
and  a home  visit  was  made  by  the  nurse  and 
nursing  supervisor.  They  discovered  the  home 
and  baby  to  be  neat  and  clean.  The  general 
impression  presented  to  them  was  a good  one, 
and  both  nurses  left  the  home  feeling  that  the 
mishandling  of  the  infant  had  been  due  to 
ignorance  of  the  parents,  especially  the  father. 
However,  on  December  6,  1961,  the  mother 
phoned  the  station  to  report  that  the  infant 
was  ill  with  a sprained  and  swollen  foot  due  to 
the  father’s  persistence  in  putting  a small  shoe 
on  the  baby’s  foot.  The  mother  was  advised 
to  discard  the  shoes  and  was  referred  to  St. 
Luke’s  Hospital  for  treatment  where  the  foot 
was  bandaged. 

On  December  11,  1961,  when  the  infant  was 
five  months  old,  the  father  reported  that  the 
child  was  hospitalized  at  St.  Luke’s  Hospital 
for  fever,  diarrhea,  and  treatment  of  a fracture 
of  the  right  leg.  The  x-ray  report  revealed  a 
transverse  fracture  with  some  angulation 
through  the  distal  portion  of  the  right  femur. 
The  infant  was  hospitalized  for  two  weeks  and 
kept  in  traction.  St.  Luke’s  Hospital  was 
advised  of  the  father’s  inadequacies  and  short- 
comings. The  father  visited  the  infant  twice 
a day  and  seemed  concerned  about  it,  but  he 
was  unable  to  state  the  cause  of  the  fracture. 
The  infant  was  discharged  on  January  16,  1962, 
to  have  the  fracture  followed  on  an  outpatient 
basis.  Meanwhile,  the  father  was  referred  for 
psychiatric  care  at  St.  Luke’s,  and  he  is  being 
seen  about  once  a week.  The  S.P.C.C.  has 


referred  a worker  who  visits  the  home  once  every 
two  weeks.  To  rule  out  the  possibility  of 
metabolic  disturbance  as  the  cause  of  these 
fractures,  Reginald  Archibald,  M.D.,  at  Rocke- 
feller Institute  was  consulted.  He  felt  there 
was  no  pathologic  bone  disease  producing  the 
fracture  and  that  it  was  definitely  due  to 
trauma. 

The  infant  is  at  present  being  followed  at  the 
child  health  station  and  was  last  seen  on 
February  6,  1962,  at  which  time  she  was  noted 
to  be  cheerful,  had  gained  weight,  and  had  some 
questionable  shortening  of  the  right  extremity. 
The  infant  also  has  been  referred  for  a diagnostic 
blood  work-up. 

Further  information  was  gathered  regarding 
the  father.  He  was  known  previously  by  a 
different  name  and  had  a history  of  two  ad- 
missions to  Rockland  State  Hospital  in  1956 
and  1958.  An  inter-agency  conference  was 
held  on  March  16,  1962,  at  St.  Luke’s  Hospital 
where  the  various  agencies  involved  in  the  case 
were  represented.  The  final  outcome  of  the 
conference  was  that  she  should  be  removed 
from  the  home  and  placed  in  a foster  home., 
The  child  and  her  parents  were  seen  at  the 
health  station  on  March  20,  1962,  and  appeared 
to  be  doing  well;  she  was  still  being  followed  at 
the  orthopedic  clinic.  When  last  seen  on 
January  29,  1963,  the  child  appeared  active, 
thriving,  and  doing  well.  A few  scratches  were 
noticed  on  her  face,  and  there  was  a scab  on  the 
right  thigh.  The  child  was  brought  to  the 
clinic  by  the  father,  who  expressed  great  concern 
about  her  health.  The  scratches  were  at- 
tributed to  the  child’s  hyperactivity.  A home 
visit  by  a public  health  nurse  is  planned. 

Case  2.  A family  of  eight  lives  in  a five 
room  apartment  in  a city  housing  project. 
The  father  works  for  the  Transit  Authority, 
and  finances  appear  adequate  for  essentials. 
The  mother,  thirty-three  years  old,  appears  to 
be  of  average  intelligence  and  neatly  dressed. 
Apparently  she  is  interested  in  her  family  and 
their  welfare. 

On  her  first  visit  to  the  child  health  station 
with  the  infant  on  January  9,  1963,  the  mother 
disclosed  that  her  nine-months  pregnancy  was 
terminated  in  the  lavatory  at  home.  An 
ambulance  took  her  to  a city  hospital  where 
both  infant  and  mother  received  medical  care. 

On  this  first  visit  to  the  child  health  station 
the  baby  appeared  emaciated  and  dehydrated. 
The  birth  weight  given  by  the  mother  was  7 
pounds,  1 ounce.  On  this  visit  on  January  9 the 
infant  weighed  5 pounds,  9 ounces,  disclosing 
a loss  of  1.5  pounds.  The  daily  regimen  stated 
by  the  mother  belied  weight  loss,  and  the 
mother  did  not  appear  to  be  disturbed  about 
the  infant’s  physical  appearance  and  showed  no 
emotion  toward  the  child,  who  lay  in  her  lap 
like  a rag  doll. 

After  a physical  examination  of  the  infant 
by  the  clinic  physician  in  the  child  health 
station,  the  mother  was  interviewed  at  length 
by  the  nurse-in-charge  who  placed  emphasis  on 
diet  and  care.  Written  instructions  were  given 
to  the  mother.  A complete  physical  examina- 
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tion  was  done,  and  the  mother  was  referred  to 
Greenpoint  Hospital  clinic  for  immediate  treat- 
ment of  the  infant. 

The  hospital  clinic  was  contacted,  and  they 
stated  that  the  mother  came  in  on  January  22, 
1963,  but  would  not  wait.  The  nurse-in- 
charge telephoned  the  hospital  and  then  the 
mother. 

The  nurse-in-charge  made  a home  visit  at 
9 : 00  a.m.  the  next  day  to  encourage  the  mother 
to  seek  care  for  the  infant  either  from  a private 
physician  or  from  a hospital  emergency  clinic. 
The  seriousness  of  not  obtaining  care  was 
pointed  out  to  the  mother.  On  continued  con- 
versation with  the  mother  she  stated  that  “she 
did  not  know  that  she  was  pregnant”;  she  had 
had  no  prenatal  care,  and  the  infant  was  a surprise 
to  her.  The  nurse  observed  the  home,  which 
was  very  neat  and  clean.  Three  pre-school 
children  were  sitting  on  the  sofa  watching 
television.  The  infant  was  apparently  in  a 
bedroom,  the  door  of  which  was  closed.  When 
the  nurse  asked  if  she  could  go  in  to  see  him, 
the  mother  jumped  up  from  her  chair,  rushed 
into  the  bedroom,  and  closed  the  door.  She 
brought  him  out  still  wearing  the  same  clothes 
and  blanket  in  which  she  had  taken  him  to  the 
clinic  the  day  before. 

From  where  the  nurse  was  sitting  she  could 
see  into  the  kitchen.  There  were  no  baby 
bottles  or  anything  that  would  indicate  there 
was  an  infant  in  the  home.  This  helped  to 
strengthen  her  opinion  that  the  infant  was  not 
being  fed  or  was  fed  very  little.  The  nurse  in- 
quired about  how  the  mother  managed  her 
children  and  complimented  her  on  their  good 
behavior.  At  the  termination  of  the  visit  the 
mother  told  the  nurse  that  she  would  take  the 
child  to  a private  physician  since  her  husband 
has  H.I.P.  coverage.  The  name  of  the  physician 
was  obtained  from  the  identification  card,  and 
the  mother  was  told  that  the  nurse  would  check 
again  in  a day  or  two.  The  nurse  states  that 
this  mother  wants  to  give  the  impression  of 
great  love  for  her  children,  but  she  doubts  that  it 
is  genuine. 

The  nurse  contacted  the  private  physician 
regarding  the  infant’s  condition  on  examina- 
tion. He  stated  that  “with  all  the  food  the 
mother  claimed  she  was  giving  the  child,  he 
appeared  starved  and  suffering  from  mal- 
nutrition,” so  he  had  the  infant  hospitalized  for 
observation  at  Beth-El  Hospital,  where  it 
started  gaining  weight  rapidly.  He  stated  it 
would  not  be  discharged  until  it  had  gained  a 
sufficient  amount  of  weight  and  he  had  a talk 
with  both  parents. 

The  nurse  made  a telephone  call  on  February 
9,  1963,  to  the  mother’s  home  to  find  out  how 
the  infant  was  getting  along  and  what  her 
plans  were  for  future  care.  She  plans  to  keep 
him  with  her  private  physician  for  follow-up 
and  immunizations.  The  nurse  was  told  that 
the  baby  is  still  in  the  hospital. 

To  keep  close  contact  with  the  family,  the 
nurse,  knowing  the  other  siblings  needed  im- 
munizations, suggested  that  the  mother  register 
them  at  the  child  health  station,  since  it  is  just 


half  a block  away  from  her  home.  She  ac- 
cepted an  appointment  for  them  for  March  1, 
and  she  attended  the  clinic  with  them.  The 
nurse  plans  to  keep  in  touch  with  the  private 
physician  about  the  child’s  condition. 

Comment 

The  Special  Committee  of  Child  Welfare 
of  the  New  York  County  Medical  Society 
became  very  concerned  about  the  problem 
of  child  maltreatment  and  devoted  four 
of  its  stated  meetings  to  a discussion  of  this 
very  important  topic.  The  Committee 
invited  representatives  of  the  legal  pro- 
fession, protective  agencies  such  as  S.P.C.C., 
law  enforcement,  judges,  pediatricians,  the 
chief  medical  examiner,  and  social  workers. 

It  was  recognized  that  physicians  at 
present  are  reluctant  to  face  the  problem 
squarely  and  either  refuse  to  admit  that 
maltreatment  or  abuse  of  children  prevails 
or  are  unwilling  to  become  involved  in  pos- 
sible court  proceedings. 

Since  the  physician  is  in  a most  strategic 
position  and  is  a key  person  in  early  case 
finding  and  identification  of  such  problems, 
it  is  his  duty  to  become  involved  and  make 
the  reporting  of  such  cases  by  physicians 
and  hospitals  mandatory.  The  report 
should  be  made  to  an  official  child  pro- 
tective agency. 

From  the  outset  the  Committee  em- 
phasized the  need  for  safeguards  not  only 
for  the  child  but  also  for  the  parent.  With 
few  exceptions  these  parents  are  in  need 
of  psychiatric  help  and  guidance  since  many 
have  deep-rooted  personality  disorders,  and 
a majority  have  themselves  been  subjected 
to  parental  neglect  during  their  childhood 
and  are  merely  repeating  the  cycle,  that  is, 
role  reversal.  Punishment  alone  will  not 
be  a cure-all  nor  will  it  remove  the  under- 
lying causes.  Fear  of  punitive  action  may 
deter  some  families  from  seeking  medical 
aid  early  after  an  injury  has  been  inflicted. 
The  interest  of  the  parent  also  must  be 
preserved  and  protected  in  the  event  that 
there  is  no  real  or  wilful  neglect  or 
maltreatment. 

It  was  the  consensus  of  the  Committee 
that  coupled  with  legislation  was  a need  for 
a comprehensive  educational  program 
through  the  medical  press  and  lay  news- 
papers and  magazines  to  alert  physicians, 
social  workers,  and  public  authorities  to 
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their  duties  and  responsibilities,  taking 
whatever  action  is  necessary  to  protect 
the  child  and  the  parent  in  cases  where  there 
has  been  neglect  of  a child  or  where  physical 
trauma  has  been  inflicted  by  a parent. 

The  Committee  also  recommended  that 
the  Medical  Society  of  the  County  of 
New  York  approve  and  support  legislation 
which  would  make  it  mandatory  for  phy- 
sicians, social  workers,  and  any  other 
public  authorities  to  report  all  instances 
of  apparent  neglect  or  physical  abuse  of 
children  by  their  parents  to  the  child  pro- 
tective agency  in  the  area.  These  rec- 
ommendations were  approved  by  the 
Comitia  Minora  and  the  County  Medical 
Society. 

The  exact  wording  of  the  proposed 
legislation  is  as  follows: 

Suggested  penal  code 

Reason  for  legislation.  To  provide  for 
the  protection  of  children  whose  health  and 
welfare  are  adversely  affected  or  threatened  by 
those  responsible  for  their  care  and  protection. 

Paragraph  I — Any  person  who  wilfully 
causes  or  permits  any  child  to  suffer  or  who 
inflicts  thereon  injustifiable  physical  pain  or 
mental  suffering,  and  whoever,  having  the  care 
of  or  custody  of  any  child,  causes  or  permits  the 
life  or  limb  of  such  child  to  be  endangered,  or 
the  health  of  such  child  to  be  injured,  and  any 
person  who  wilfully  causes  or  permits  such  child 
to  be  placed  in  such  situations  that  its  life  or 
limb  may  be  endangered,  or  its  health  likely  to 
be  injured  is  guilty  of  misdemeanor. 

Paragraph  II — reports  by  physicians  and 
institutions.  Every  person,  firm  or  corpora- 
tion conducting  any  hospital  or  pharmacy  in 
the  state,  or  the  managing  agent  thereof,  or  the 
person  managing  or  in  charge  of  such  hospital  or 
pharmacy,  or  in  charge  of  any  ward  or  part  of 
such  hospital  to  which  any  child  suffering  from 
any  wound  or  any  injury  inflicted  by  the  act  of 
another  shall  report  the  same  immediately 
both  by  telephone  and  in  writing  to  the  Child 
Protective  Agency,  The  Society  for  Prevention 
of  Cruelty  to  Children  or  the  sheriff  if  such 
hospital  or  pharmacy  is  located  outside  the 
incorporated  limits  of  the  city,  town  or  other 
municipal  corporation.  The  report  shall  state 
the  name  of  the  injured  person,  if  known,  his 
whereabouts,  the  character  and  extent  of  his 
injuries  and  the  person  who  inflicted  such  in- 
juries, if  known. 


Paragraph  III — Every  physician  or  surgeon, 
doctor  of  medicine  including  any  licensed  interne 
or  resident,  and  licensed  osteopathic  physician 
who  has  under  his  charge  or  care  any  child 
suffering  from  any  wounds  or  injury  inflicted  in 
the  manner  described  in  Paragraph  I,  shall  make 
a report  of  the  kind  specified  in  Paragraph  II 
and  to  the  appropriate  agencies  named  in 
Paragraph  II. 

Paragraph  IV — The  reporting  individual 
should  submit  such  to  the  Child  Protective 
Agency,  based  on  sound  medical  diagnosis  and 
suspicion  that  the  injuries  were  inflicted.  The 
following  items  should  be  considered  before 
reporting  cases  of  maltreatment: 

1.  Characteristic  age,  usually  under  two 
years. 

2.  General  health  of  child  indicative  of 
serious  neglect. 

3.  Characteristic  distribution  of  fractures. 

4.  Disproportionate  amount  of  soft  tissue 
injury. 

5.  Evidence  that  injuries  occurred  at  differ- 
ent times;  are  in  different  stages  of  resolution. 

6.  Cause  of  recent  trauma  in  question. 

7.  Suspicious  family  history. 

8.  History  of  previous  episodes. 

9.  No  new  lesions  occurring  during  child’s 
hospitalization. 

Paragraph  V — immunity  from  liability. 
The  reporting  agent  is  relieved  from  civil 
liability  when  making  reports  pursuant  to  the 
law.  This  immunity  from  civil  liability  ex- 
tends into  every  stage  of  the  procedures  up  to 
and  including  testimony  presented  in  court 
relevant  to  the  issues  being  tried  as  the  direct 
result  of  the  report. 

Paragraph  VI — evidence  not  privileged. 
This  physician-patient  privilege  shall  not  be  a 
ground  for  excluding  evidence  regarding  chil- 
dren’s injuries  or  the  cause  thereof  in  any  judicial 
procedures  resulting  from  a report  pursuant  to 
this  Act. 

Paragraph  VII — penalty  for  violation. 
Any  person,  firm  or  corporation  violating  any 
provision  of  this  article  is  guilty  of  a misde- 
meanor and  is  punishable  by  imprisonment  in 
the  county  jail  not  exceeding  six  months  or  by  a 
fine  not  exceeding  $500,  or  by  both. 

It  is  gratifying  to  relate  that  such  bills 
have  been  introduced  in  the  Senate  and 
Assembly  of  the  State  of  New  York  and  that 
they  have  the  wholehearted  support  of  the 
State  Medical  Society. 

Prevention  of  maltreatment  of  children 
is  everybody’s  business  and  will  be  achieved 
only  through  a tireless,  continuing,  and 
collaborative  community  effort. 
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The  Universe  is  not  to  be  narrowed  down  to 
the  limits  of  the  understanding , which  has  been 
men's  practice  up  to  now,  but  the  understanding 
must  be  stretched  and  enlarged  to  take  in  the 
image  of  the  Universe  as  it  is  discovered. 

- — Francis  Bacon,  Parasceve,  Aphorism  4 

T his  is  the  third  anniversary  of  the 
founding  of  the  Section  of  Space  Medicine 
within  the  Medical  Society  of  the  State  of 
New  York  which  is  the  oldest  and  largest 
state  medical  organization  in  the  Western 
Hemisphere,  representing  today  a sizable 
portion  of  all  the  physicians  in  the  United 
States.  Thus  far  it  is  the  only  state  medical 
body  in  the  country  that  has  created  a sec- 
tion on  space  medicine,  in  keeping  pace  with 
the  broadening  horizons  and  achievements 
of  man.  It  is  also  a coincidence  that  the 
Section  on  Space  Medicine  was  founded  on 
the  three  hundredth  anniversary  of  the 
studies  by  Robert  Boyle,  who  reported  with 
minute  accuracy  the  behavior  of  mice  and 
various  animals  in  a decompression  chamber 
one  hundred  years  before  the  discovery  of 
oxygen  (Fig.  1). 

* Cosmic  medicine  embodies  submarine  medicine,  geo- 
medicine, and  space  medicine,  ^ee  also  figure,  “The  March 
to  Galactic  Maturity.”2 


FIGURE  1.  Boyle’s  second  vacuum  pump.  Death 
of  mouse  was  first  demonstrated  by  Robert  Boyle 
in  1660.  Three  centuries  later  this  process  was 
properly  labeled  “ebullism"  by  Fred  A.  Hitchcock 
after  it  had  been  determined  that  lethal  vaporiza- 
tion of  body  fluids  occurring  at  47  mm.  Hg  pressure 
(equivalent  at  63,000  feet)  is  immediate  resulting 
mechanism  of  death  (from  “A  Continuation  of 
New  Experiments  Physico-Mechanical,  Touching 
the  Spring  and  the  Weight  of  the  Air,  and  Their 
Effects,”  Oxford,  H.  Hall,  1669,  private  collection  of 
the  author). 


Importance  of  accurate  space  data 

I have  come  to  see  in  Robert  Boyle,  the 
physicist,  the  first  real  protagonist  of  space 
medicine.  Space  medicine  has  been  recog- 
nized for  some  time  as  the  highest  form  of 
preventive  medicine.  As  we  extend  our 
knowledge  vertically,  space  medicine  can  be 
defined  best  as  “the  art  and  science  of  the 
care  of  life  in  health  and  illness  beyond  the 
earth/’  This,  naturally,  then  implies  colon- 
ization of  the  planets  and  includes  bioastro- 
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nautics,  which  lately  has  been  defined  as  the 
study  of  life  in  manned  space  flight.  To  talk 
about  space  medicine  is  one  thing  and  the 
danger  of  being  misunderstood  or  even  mis- 
quoted is  another. 

This  reminds  me  of  a space  scientist  who 
was  invited  to  speak  before  a group  of  civic- 
minded  women  at  their  annual  meeting. 
He  began  his  talk  with,  “Now  you  all 
know,  of  course,  what  a molecule  is.” 
“Just  a minute,  please,”  interrupted  the 
chairwoman,  “most  of  us,  do,  sir.  But 
perhaps  you  better  describe  it  for  those 
that  have  never  been  up  in  one.” 

Some  of  today’s  leading  scientists  have 
been  swept  off  their  feet,  as  it  were,  by  the 
impact  of  space  exploration  and  they  now 
find  themselves,  by  virtue  of  their  own 
specialty,  contributing  actively  to  the  study 
of  space  sciences  and  space  medicine.  Man, 
in  his  exploration  of  regions  beyond  the 
earth,  will  hardly  encounter  anything  new 
which  he  has  not  experienced  already,  to 
some  extent  (Fig.  2).  His  environmental 
encounters  will  vary  only  quantitatively. 
There  will  be  either  too  much  of  this  or 
too  little  of  that,  whether  it  concerns  pres- 
sure, temperature,  magnetism,  radiation, 
gravity,  or  other  factors. 

The  majority  of  physicians  in  any  form 
of  society  will  agree  that  knowledge  and  its 
application  concerning  man’s  health  can 
never  be  confined  to  “ivory  towers”  or  to 
“curtains  of  iron  or  bamboo.”  A national 
scientific  forum  of  free  discussion  often 
favors  a policy  of,  preferably,  losing  the 
argument  but  winning  the  debate.  I wish 
it  were  so  on  the  international  level.  Space 
medicine  and  space  sciences  are  fast  paving 
the  way  for  a better  understanding  among 
nations. 

In  space  medicine  there  is  great  need 
for  the  generalist  who  must  be  always  acutely 
aware  of  the  questions  and  understand  the 
problems  of  the  specialist  (Table  I).  And 
believe  me,  there  are  a great  number  of 
questions  that  keep  coming  up  all  the  time. 
The  so-called  best  or  final  answer  presents, 
almost  always,  only  a solution  for  the  mo- 
ment. This  moment,  as  we  have  come  to 
know  in  the  fast  development  of  science 
and  technology,  can  cover  a variable  period 
of  time.  The  interplay  of  expediency,  on 
one  side,  and  obsolescence,  on  the  other,  is 
a great  strain  on  a country’s  financial  status 
and  its  capacity  for  the  application  of 


knowledge  and  wisdom  in  making  decisions. 
Sometimes  investments  and  planning  that 
have  cost  millions  of  dollars  are  forfeited 
by  the  decision  of  rejecting  the  old  and 
accepting  the  new. 

We  have  been  hearing  lately  of  many 
scientists  who,  in  the  race  to  get  to  the  moon, 
unfortunately  think  it  expedient  to  avoid  the 
time-consuming  drudgery  of  consulting  rele- 
vant literature.  They  admittedly  proceed 
to  work  in  specific  areas  in  which  research 
may  have  already  been  performed  more  than 
once.  Such  an  approach  can  be  compared 
to  the  travails  of  Sisiphus.  Thus,  a great 
deal  of  motion  and  energy  expenditure 
achieves  little  progress.  In  the  ladder  repre- 
senting the  ascent  of  man  into  space,  the 
rungs,  instead  of  increasing  in  number,  be- 
come wide  steps  or  even  platforms,  as  more 
and  more  work  is  repeated  unnecessarily  and 
information  retrieval  becomes  more  and 
more  difficult.  There  were  over  50  million 
scientific  articles  printed  during  the  last 
thirty  years  throughout  the  world. 

The  United  States,  through  the  National 
Aeronautics  and  Space  Administration,  is 
spending  $10  million  a day  toward  research 
and  development  in  the  field  of  space  ex- 
ploration. Recently,  congressional  com- 
mittees have  heard  able  American  scientists 
and  academic  leaders  voice  favorable  and 
unfavorable  opinions  about  the  wisdom  of 
the  amount  and  rate  of  monetary  appro- 
priations for  landing  a man  on  the  moon. 
Such  deliberations  and  decisions  in  this  and 
other  countries  must  perpetuate  in  the 
readers’  minds  the  tantalizing  truism: 

One  of  the  most  bizarre  features  of  any 
advanced  industrial  society  in  our  time  is  that 
the  cardinal  choices  have  to  be  made  by  a 
handful  of  men — in  secret — and  at  least  in 
legal  form,  by  men  who  can  not  have  a first- 
hand knowledge  of  what  those  choices  depend 
upon  or  what  their  results  may  be.3 

At  one  time  it  was  acknowledged  that  we 
were  in  a race  with  Russia  to  get  to  the  moon. 
Recently  it  has  been  stated  that  we  have 
our  own  program,  regardless  of  the  speed  or 
surprises  of  the  Soviet  plans. 

Since  1957,  when  the  Pentagon  relin- 
quished its  strict  order  forbidding  the  men- 
tioning of  the  word  “space”  among  Federal 
agencies,  to  the  1963  public  remark  by  the 
top  Russian  space  scientist,  academician 
Leonid  Sedov — “If  we  were  cooperating 
instead  of  competing,  we  would  never  get 
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draw  design  or  construct  model  representing  “why’s"  and  “wherefores.” 


TABLE  I.  Architecture  of  endeavors  of  man's  venture  into  the  cosmos 


Acoustics 

Cosmogony 

Gerontology 

Photography 

Aeronomy 

Cosmology 

Government 

Aerial,  space 

Aeronautical 

Crystallography 

Gynecology 

Physics,  formal 

science 

Cybernetics 

Histogenesis 

Atomic  and  nuclear 

Aerophysics 

Cytology 

Histology 

Plasma 

Aerospace  medicine 

Cytopathology 

Histopathology 

Solid  state 

Agriculture 

Demography 

Humanities 

Physiology 

Allergy 

Dentistry 

History 

Political  science 

Anatomy 

Dermatology 

Languages 

Propulsion 

Angiology 

Electromagnetism 

Philosophy 

Liquid,  exotic 

Anthropology 

Electronics,  formal 

Hydrology 

Solid,  hybrid 

Archaeology 

Medical 

Hygiene 

Ion,  photon 

Astroecology 

Embryology 

Immunology 

Magnetic! 

Astronomy,  classic 

Endocrinology 

Instrumentation 

Psychiatry 

Bacteriology 

Engineering,  formal 

Jurisprudence,  medical 

Psychology 

Bioastronautics 

Chemical 

Magneto- 

Psychophysics 

Bioastrophysics 

Electrical 

hydrodynamics 

Radiation 

Biochemistry 

Hydraulic 

Mathematics 

Terrestrial 

Bioclimatology 

Mechanical 

Medicine 

Solar 

Biodynamics 

Metallurgical 

Internal 

Extragalactic 

Bioengineering 

Nuclear 

Nuclear 

Radioastronomy 

Biogeography 

Physical 

Physical 

Radiobiology 

Biogravics 

Entomology 

Preventive 

Radiology 

Biology,  formal 

Enzymology 

Metallurgy 

Roentgenology 

Experimental 

Epidemiology 

Microbiology 

Seismology 

Marine 

Ergonomics 

Microwave  technology 

Sociology 

Molecular 

Exobiology 

Laser,  Maser 

Space  law 

Biomathematics 

F ertility 

N euroanatomy 

Forensic  medicine 

Biomedicine 

Gas  dynamics 

Neurology 

Space  economics 

Biometeorology 

Gastroenterology 

N europhysiology 

Speleology 

Biometrics 

Genetics,  formal 

N europsychiatry 

Submarine  medicine 

Bionics 

Gene  chemistry 

Nutrition 

Surgery,  formal 

Biophysics 

Gene  duplication 

Obstetrics 

Emergency 

Biostatistics 

Gene  physiology 

Oceanography 

General 

Botany 

Genetics  of  behavior 

Oncology 

Reconstructive 

Cardiology 

DNA  chemistry 

Ophthalmology 

Transplants 

Cardiopulmonary 

Genitourology 

Optics 

Natural,  synthetic 

Physiology  and 

Geoastrophysics 

Orthopedics 

Tectonophysics 

diseases 

Geochemistry 

Otolaryngology 

Teratology 

Chemistry,  formal 

Geography 

Paleoscience 

Thermionics 

Agricultural 

Geology,  formal 

Paleontology,  -botany,  Thermodynamics 

Colloidal 

Geodesy 

Pathology 

Toxicology 

Inorganic 

Geomagnetism 

Pediatrics 

Virology 

Organic 

Geophysics 

Petrology 

W eightlessness 

Physical,  and  so  forth 

Vulcanology, 

Pharmacology 

Zoology 

C ommunica  tions 

Geriatrics 

Phenomenology 

Zymology 

* A polymath’s  view  of  the  many  disciplines  involving  medicine,  science,  technology  and  the  legal,  economic,  and  social  realms 
of  human  knowledge  which  a space  physician  encounters  and  will  appreciate  increasingly  as  man  ventures  deeper  into  the  uni-  f 

verse.  The  list  is  by  no  means 

complete,  and  many  subjects  overlap.  As  knowledge  becomes 

more  and  more  voluminous,  itsl 

acquisition  in  the  future  may  entail  bypassing  the  senses.  This  will  require  methods,  not  yet  conceivable,  for  registration! 

(cerebral)  of  events  and  information  with  more  reliable  memory  retrieval  than  man  now  possesses.  (From  “The  Stresses  and 
Problems  of  Space  Flight,”  C.  D.  J.  Generates,  Jr.,  General  Sessions,  154th  Annual  Convention,  Medical  Society  of  the  State  of 
New  York,  1960,  New  York  City.) 
f Concept  of  author. 


to  the  moon” — 5,000  companies  and  128 
universities  in  the  United  States  are  directly 
involved  in  placing  a man  on  the  moon. 

It  should  be  recognized  that  industrializa- 
tion in  six  major  fields  in  the  Soviet  Union 
has  skipped  mass-production  line  technic 
that  made  America  famous  and  that  auto- 
mation is  advancing  in  that  country  at  a 


faster  pace  and  much  more  smoothly  than 
in  the  United  States.  This  situation  has 
its  distinct  advantages  in  the  field  of  eco- 
nomic development,  a discussion  of  which 
lies  beyond  the  scope  of  this  presentation. 

Big  science  (Fig.  3)  and  the  small  lab- 
oratory (Fig.  4),  both  vital  to  any  space 
program,  are  only  as  effective  as  the  crea- 
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FIGURE  3.  A 5,000-pound  sphere  instrument  for 
testing  satellite  control  mechanisms,  built  by 
Grumman  Aircraft  Engineering  Co.,  rests  on  table 
on  top  of  cushion  of  air.  If  a mosquito  were  to  land 
on  top  of  equipment,  it  would  disturb  its  state  of 
inertia  and  cause  it  to  tilt  and  oscillate  (courtesy 
Grumman  Aircraft  Engineering  Co.) 

tivity  of  the  finite  human  brain  with  its 
infinite  resourcefulness.  It  is  the  peroga- 
tive  and  duty  of  medicine,  re-enforced  by 
space  age  developments  clearly  on  the 


horizon,  to  keep  body  and  mind  well  and 
prolong  their  usefulness.  Important  bio- 
logic and  medical  research  is  being  per- 
formed in  institutions  throughout  the  coun- 
try by  individuals  who  are  hardly  aware 
that  their  work  is,  or  one  day  will  be,  very 
relevant  to  the  exploration  of  space  by  man. 
Conversely,  many  distinguished  medical 
scientists  and  physicians  can  hardly  be 
moved  beyond  their  myopic  interests  limited 
to  the  medical  bag,  test  tube,  microscope,  or 
scalpel  to  even  listen  to  the  possibility  of 
man  existing  in  colonies  beneath  the  seas  or 
on  another  planet. 

Utilization  of  known  factors 

The  origin  of  fife  on  earth  usually  has 
been  attributed  to  a favorable  combination 
of  a number  of  factors  that  can  be  simulated 
in  the  laboratory,  ranging  from  the  synthe- 
sis of  elements  into  water  and  amino  acids 
which  form  the  basic  ingredients  of  protein 
to  macromolecules.  However,  among  the 
many  fundamental  questions  that  remain 


FIGURE  4.  (A)  Congenital  microcardia  with  eventration  of  heart  and  abdominal  viscera  resulting  from  in- 
jection of  rabbit  anti-heart-produced  antibodies.  Such  phenomena  can  be  explained  plausibly  in  molecu- 
1 lar  biology  by  disturbances  created  in  density,  specific  gravity,  osmosis,  diffusion,  capillarity  at  cellular  level 
including  mitochondria,  and  lyosomes,  with  finer  explanation  involving  electron  exchange  that  is  yet  to  be 
described.  Certain  prenatal  disturbances  have  to  do  with  weightlessness.  (Courtesy  Richard  Licata,  M.D., 
Maurice  Lev,  M.D.,  and  Eric  Brown,  M.D.,  Hektoen  Institute).  (B)  Rats  totally  immersed  and  breathing 
; water  with  dissolved  oxygen  at  15  to  20  times  sea  level  atmospheric  pressure.  (Courtesy  John  W.  Severing- 
haus,  M.D.,  Medical  World  News) 
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for  future  generations  to  answer  are  the 
origin  of  the  sexes  and  the  origin  of  inertia. 

According  to  the  latest  data,  10,000  tons 
of  micrometeoritic  material  are  trapped  by 
the  gravitational  field  of  the  earth  and 
settle  down  on  its  surface  every  day.  If 
this  figure  were  constant  throughout  the 
evolution  of  our  solar  system,  I would  like 
to  inject  the  possibility  that  life  on  our 
planet  was  not  necessarily  autochthonic, 
since  we  have  no  unequivocal  proof  of 
this.  Somewhere  after  the  condensation, 
solidification,  and  cooling  of  the  earth 
during  the  early  phase  of  its  four  and  one- 
half  billion  years  of  existence,  “seeds”  of 
biotic  matter  in  space  could  have  been 
trapped  and  subsequently  settled  down  as 
part  of  the  estimated  20-foot  layer  of 
meteoritic  dust  that  covered  the  earth’s 
surface,  as  it  accumulated  on  land  or  be- 
came dispersed  in  the  oceans.  I present 
this  view  as  a new  and  strong  argument  in 
support  of  the  Panspermia  theory  proposed 
by  Arrhenius  of  modern  times.  It  also 
lends  reflection  for  re-evaluation  of  the  doc- 
trine of  hylozoism,  introduced  by  Thales  of 
Miletus  (640  to  546  B.C.) — All  matter  has 
life  and  life  is  inseparable  from  matter. 

Perhaps,  as  guidance  in  the  field  of  human 
endeavor,  one  might  recall  the  words  of  the 
late  Prof.  Nicholas  Murray  Butler,  past 
president  of  Columbia  University:  “Any- 

thing done  for  a service  usually  ends  in  a 
profit,  anything  done  for  a profit  usually 
ends  in  a failure.”  As  more  knowledge  is 
gained,  responsible  agencies  find  themselves 
in  the  throes  of  decision-making  on  such 
issues  as  types  of  rocket  propellants  and 
rendezvous  technics  in  launching  and  land- 
ing of  satellites  and  spaceships  with  very 
heavy  payloads.  Noise  is  a particular 
hazard  to  man.  Out  of  consideration  for 
civilian  personnel,  the  launch  pad  site  for 
the  Nova  rocket  with  its  estimated  12- 
million  pound  thrust  of  chemical  propulsion 
will  have  to  be  located  at  least  25  miles 
away  from  the  blockhouse  and,  depending 
on  regional  humidity,  over  100  miles  from 
inhabited  areas. 

Often  there  is  an  “overdoing”  of  research 
in  certain  areas  without  the  fulfillment  of 
the  promise  of  the  expected  rewards.  The 
cost  in  time  and  money  has  been  due  more  to 
the  nonutilization  of  existing  cross-dis- 
ciplinary knowledge  of  the  basic  sciences 
than  to  the  true  state  of  the  art  itself.  I 


would  like  to  amplify  this  remark  in  rela- 
tion to  algae. 

First,  of  the  existing  20,000  different  kinds 
of  algae,  only  some  300  types  have  been 
investigated.  It  has  been  known  for  at 
least  four  years  that  no  matter  how  algae 
vary  in  their  fat,  carbohydrate,  and  protein 
composition,  a diet  of  about  100  Gm.  of 
algae  a day  produces  disturbing  abdominal 
symptoms  in  man,  such  as  diarrhea,  bloat- 
ing, and  pain,  on  about  the  third  day. 
Obviously,  then,  their  nutritional  useful- 
ness is  seriously  questioned  for  space  flight. 

Second,  certain  forms,  like  Anacystis 
nidulans,  produce  carbon  monoxide  as  the 
main  metabolite.  The  increased  quantities 
of  this  gas  would  hardly  produce  a desirable 
clean  ecologic  environment  if  we  bear  in 
mind  also  that  man  normally  exhales  about 
10  cc.  of  this  gas  every  twenty-four  hours. 
Incidentally,  among  the  higher  plants,  the 
cucumber  is  the  most  effective  agent  for 
converting  carbon  monoxide  into  carbon 
dioxide.  Grown  in  hydroponic  gardens  of 
spaceships,  its  availability  will  be  appreci- 
ated also  at  mealtime. 

Third,  the  danger  of  radiogenic  mutations 
of  an  originally  beneficial  alga  strain  into  an 
undesirable  type  must  also  be  borne  in  mind. 

Fourth,  any  physical  or  biologic  system 
that  produces  combustion  or  metabolic 
products  will,  in  very  short  order,  defeat  the 
primary  purpose  under  the  conditions  of 
weightlessness,  as  we  are  slowly  beginning 
to  realize,  because  of  the  absence  of  convec- 
tion currents. 

After  considering  the  limitations  of  the 
use  of  algae  in  life-support  systems,  Soviet 
scientists  had  demonstrated  in  1961  the 
feasibility  of  the  pumpkin.  When  the  leaves 
of  this  leguminous  plant  are  subjected  to 
proper  sunlight  or  the  equivalent  in  artificial 
light,  1 square  meter  of  its  leafy  surface 
will  give  off  enough  oxygen  for  two  men, 
enabling  them  to  perform  moderate  work. 
Water  plants,  on  the  other  hand,  give  off 
only  one-half  as  much  oxygen. 

A few  examples  will  illustrate  apparently 
paradoxical  phenomena  occurring  under 
agravic  conditions.  A match,  once  struck, 
will  be  extinguished  immediately  after  the 
flare  is  expended;  a cigar  or  cigaret  will 
not  stay  lit;  an  algal  system,  wet  storage 
battery,  or  a biochemical  fuel  cell  will  not 
function  because  the  bubbles  formed  do 
not  rise  in  the  liquid  milieu,  thus  choking 
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BIO-CYCLO-THANATRON 


FIGURE  5.  Bio-cyclo-thanatron  or  cosmic  vehicle  simulator,  as  depicted  here  in  its  second  version,  is  a 
supercentrifuge  of  highest  sophistication,  planned  especially  for  advanced  biomedical  research. 


! the  system.  The  culture  of  bacteria  in  a 
I Petri  dish  will  soon  cease  to  grow.  Only 
by  applying  convection  currents  can  an 
open  thermodynamic  system  function  in  the 
weightless  state.  In  turn,  the  institution 
of  artificial  convection  where  it  is  needed 
to  keep  removing  waste  products  would,  of 
course,  add  more  problems.  These  are, 
then,  some  of  the  surprises  the  weightless 
state  has  to  offer,  and  I can  assure  you  the 
i list  is  far  from  complete.  This  unusual  be- 
havior of  matter  entirely  novel  to  the  senses 
of  man  undoubtedly  will  have  great  signifi- 
cance for  the  human  organism  and  all  man- 
! kind  in  the  years  to  come.  One  can  very 
well  expect  that  the  patterns  of  disease  as 
we  know  them  on  earth  will  be  different. 

Methods  of  space  experimentation 

Homer  Newell,  of  the  National  Aeronau- 
tics and  Space  Administration,  has  men- 
tioned three  ways  of  conducting  studies  in 
space  exploration,  whereby  both  the  obser- 
ver and  the  object  of  interest  lie  above 
the  earth,  the  observer  is  on  the  ground 
and  the  field  of  interest  is  in  space,  and 
both  the  observer  and  the  field  or  object  of 
interest  are  located  on  the  ground  (Fig.  5).* 

* The  bio-cyclo-thanatron  offers  innumerable  opportuni- 
ties for  the  solution  of  many  outstanding  problems  con- 


Obviously,  all  engineering  dealing  with  space 
problems  is  expensive,  and  some  projects  can 
indeed  be  very  costly.  Still,  there  is  the 
compensation  of  the  promise  of  great  re- 
wards. 

Already  the  century-old  medical  fact 


fronting  life  during  space  travel.  Using  the  basic  parameter 
of  motion,  all  achievable  physical  and  mechanical  stresses, 
as  well  as  environmental  factors,  can  be  supplied  electively, 
singly  or  combined,  on  plant  or  animal.  With  a maximum  of 
6 degrees  of  freedom  of  movement  of  its  gimbaled  capsules 
which  are  concealed  beneath  the  floor  of  the  rotunda,  research 
on  man  is  feasible.  The  entire  toroid  enclosure  containing 
living  subjects  can  be  accelerated  up  to  300  g’s  within  ten 
seconds  and  can  also  be  stopped  within  one  second — an 
incredible  performance!  The  latter  feature  presents  an  in- 
valuable approach  for  crash  experiments.  In  long  duration 
studies  the  rotating  structure  is  capable  of  automatic  nonstop 
performance  up  to  one  year  during  which  time  nourishment 
and  central  administration  of  particular  medications  through 
parenteral  infusions  are  supplied  uninterruptedly. 

The  controlled  interplay  of  such  variables  as  light;  tem- 
perature; barometric  pressure;  ratio  of  oxygen,  carbon 
dioxide,  nitrogen,  water  vapor,  and  rare  gases;  noise; 
vibration;  and  isolation  with  such  more  complicated  param- 
eters as  ionizing  and  nonionizing  radiation  and  magnetic 
fields  will  produce  a great  variety  of  manifestations  at 
clinical,  biochemical,  bioelectric,  and  endocrinologic  levels. 
Profitable  research  can  be  expected  in  reference  to  tolerance 
to  high  g forces,  reproduction,  mutations,  fertility,  immunol- 
ogy, tissue  regeneration  and  growth,  and  so  forth,  through 
antagonistic  or  synergistic  reactions  of  all  factors  involved 
within  the  living  subject. 

Interplanetary  travel  under  suitable  acceleration,  an 
important  time-shortening  factor,  can  thus  be  simulated. 
With  computer-fed  data  the  best  solution  is  arrived  at 
without  any  danger  of  loss  of  life  or  vehicle  for  a space 
journey  to  Pluto  (2,740  million  times  2 miles)  sooner  than 
any  nation  might  get  a man  to  the  moon  (240,000  times  2 
miles)  and  bring  him  back  without  impairment  to  health. 
The  estimated  cost  of  such  a subterraneous  installation, 
which  would  have  a life  expectancy  of  a minimum  of  twenty- 
five  years,  is  currently  placed  at  approximately  $20  million. 
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that  tuberculosis  favors  the  upper  portion 
of  the  lungs  is  being  explained  by  the  in- 
fluence of  gravity  on  the  reduced  blood 
volume  to  these  parts  and  in  the  decreased 
flow  of  antibodies  and  other  factors  in  a 
normal  man’s  pulmonary  circulation  which 
has  a consistent  blood  pressure  of  one  sixth 
of  the  rest  of  his  body  in  contrast  to  better 
hemodynamic  conditions  of  the  lower  por- 
tions of  the  lungs.  In  reference  to  cancer 
and  cigarets,  ionized  radiation,  as  found  in 
the  inhaled  rate  of  2 by  105  ions  per  cubic 
centimeter,  which  is  about  100  times  above 
normal,  forms  an  attractive  hypothesis  in  the 
capnogenic  correlation  of  pulmonary  can- 
cer. As  our  views  broaden,  it  is  reasonable 
to  speculate  that  all  medical  textbooks  will 
be  revised  within  a generation,  as  knowledge 
obtained  through  space  medicine  permeates 
all  medicine. 

In  the  high  vacuum  of  space  we  have 
recently  learned  that  the  physical  properties 
of  matter  change;  for  example,  graphite, 
which  is  an  excellent  lubricant,  becomes  an 
abrasive.  Some  metals  acquire  a tendency 
to  stick  together  owing  to  the  absence  of 
oxidizing  oxygen.  Such  “cold  welding” 
sometimes  can  be  highly  desirable  when  one 
considers  the  meeting  of  two  portions  of  a 
spaceship  in  the  rendezvous  technic.  Still, 
cold  welding  could  be  catastrophic  if  it 
caused  unintended  contact  of  small  parts 
that  have  a delicate  important  function  as 
in  guidance  or  telemetry.  Certain  metals 
again  sublime  to  the  point  where,  for  ex- 
ample, the  entire  aluminum  shell  of  a cosmic 
vehicle  would  vanish  in  space  in  less  than 
two  years,  as  would  be  the  case  of  the  Saturn 
vehicle  whose  aluminum  shell  is  only  0.063 
inches  thick.  Even  at  one  third  of  atmos- 
pheric pressure,  cadmium  and  lead  will  “boil 
off’  ’ from  the  solder  inside  the  cabin.  Metal- 
lurgic  research  is  making  great  strides  in 
the  study  of  sublimation  and  the  behavior 
of  matter  under  simulated  terrestrial  condi- 
tions of  high  vacuum  up  to  10  -16  torr. 

Interrelation  of  space  study 
and  medicine 

In  space  studies  there  exists  already  a 
plethora  of  measuring  instruments  and 
scientific  equipment  which,  incidentally, 
can  have  great  value  in  medicine  if  the 
right  people  get  together.  For  example, 
in  the  very  highly  sterilized  laboratory  of 


the  engineer,  bacteria  (which  are  not  at  all 
uncommon  in  an  operating  room  of  a hos- 
pital) would  clog  up  micromotors  and 
gyroscopes  and  even  cause  short  circuits. 
Scales  have  been  developed  that  are  so 
sensitive  they  can  register  the  weight  gain 
of  feeding  bacteria  as  well  as  record  the 
difference  in  weight  of  two  objects  when 
they  are  placed  one  on  top  of  the  other  and 
when  they  are  side  by  side.  A commercially 
available  ammeter  exists  which  has  a 
sensitivity  and  capacity  to  measure  the 
photosensitivity  of  moonlight  reflected  on 
the  surface  of  a virus  on  earth  on  a cloudy 
night.  The  GDM  viscosimeter  is  a direct 
offshoot  of  space  research,  created  during  the 
designing  of  gyroscopes  for  missiles.  This 
delicate  instrument  is  so  sensitive  that  it 
can  register  the  centrifugal  pressure  of  a 
10-pound  weight,  rotating  at  a radius  of  6 
inches  once  every  twenty-four  hours.  Its 
application  to  medicine  has  given  new  in- 
sight into  the  behavior  of  blood  plasma  as  a 
non-Newtonian  fluid  and  opens  up  new 
vistas  in  the  study  of  arteriosclerosis, 
circulation  of  the  blood,  and  heart  disease. 
Pressure-detection  instruments  today  can 
measure  a gas  leakage  of  1 ounce  in  a 
hundred  years.  I am  afraid  there  is  no 
more  time  for  interesting  examples  in  this 
field.  The  synthesis  of  amino  acids  from 
nitrogen,  carbon  dioxide,  carbon  monoxide, 
methane,  common  to  the  primeval  reducing 
atmosphere  of  the  earth;  detection  of  the 
OH  — radical  (basis  of  water)  in  interstellar 
space;  synthesis  of  chlorophyl;  of  adenine, 
basic  purine  in  adenosine  triphosphate;  of 
desoxyribose  nucleic  acid;  intracellular 
micro  transplanting  of  nuclear  genetic  mate- 
rial; the  homo  transplant  at  ion  of  motor 
nerves  in  man;  the  successful  reproduction 
of  a new  variety  of  fish  by  crossbreeding 
ocean  salmon  and  fresh- water  trout;  the 
ten-day  pioneer  heterotransplantation  of 
two  monkey  kidneys  to  a woman  by  Keith 
Reemtsma,  M.D.,  and  others  at  Charity 
Hospital,  New  Orleans;  the  intertransplan- 
tation of  brains  in  fowl;  the  successful  extra- 
corporeal fertilization  and  propagation  of 
human  fife,  first  achieved  by  John  Rock  of 
Harvard  in  1944,  to  fifty-seven  days  by 
Daniel  Petrucci  in  1961  all  certainly  point  in 
the  direction  of  Pierre  Berthelot’s  prophecy 
of  “creating  life  one  hundred  years  from  now 
in  competition  to  God.”  The  ear  best  quo- 
tation in  history  attributable  to  the  space 
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age  concept  of  man’s  evolution  was  uncov- 
ered by  the  author  in  the  teachings  of  the 
; great  master,  Aristotle: 

If  human  beings  could  be  shaped  by  their 
environment,  they  could  change  themselves  in 
: equal  measure  by  their  own  efforts. 

The  right  to  think,  the  right  to  desire,  the 
right  to  challenge,  and  the  right  to  change  is 
inherent  in  people  individually,  as  well  as  in 
groups. 

In  reference  to  protection  from  the  dangers 
of  radiation  by  use  of  fallout  shelters,  it  is 
interesting  to  note  that  the  desired  protec- 
tion is  not  necessarily  achieved;  in  fact,  the 
opposite  result  may  be  attained  when  large 
numbers  of  people  gather  in  such  shelters. 
This  has  been  shown  dramatically  with 
studies  on  rats,  which  were  radiated  with 
the  same  dose  in  groups  in  one  experiment 
and  individually  in  another  test.  After 
thirty  days  there  was  a 100  per  cent  group 
mortality  as  opposed  to  44  per  cent  indi- 
vidual mortality.  Furthermore,  in  another 
set  of  experiments,  a given  radiation  dosage 
that  was  well  tolerated  in  the  forenoon 
proved  fatal  when  administered  in  the  after- 
noon. In  the  same  sense,  it  has  been  shown 
that  drugs  are  better  tolerated  by  man 
if  taken  shortly  after  the  waking  hours. 
It  appears  that  the  diurnal,  circadian,  and 
other  not  well-understood  rhythms  govern- 
ing the  defense  mechanisms  of  the  body  are 
regulated  by  the  intricate  play  of  the  endo- 
crinologic  systems.  What  kind  of  a clock 
acts  as  a trigger  mechanism  to  set  the  whole 
apparatus  in  motion  in  man  is  completely 
unknown.  This  is  a field  where  space 
exploration  and,  more  specifically,  space 
medicine  one  day  will  prove  universally  re- 
warding. 

There  are,  nevertheless,  some  erroneous 
claims  of  side-benefits  from  the  space  effort 
by  voices  of  the  highest  authority  in  con- 
tinually mentioning  that  hydrazine,  a power- 
ful liquid  rocket  propellant,  and  pyroceram, 
a heat-resistant  nose  cone  material,  are 
attributes  of  research  and  development  in 
space  exploration  and  space  medicine  to 
the  community  in  general.  As  most  physi- 
cians know,  hydrazine  is  a mono-amino 
oxidase  inhibitor,  useful  in  the  treatment  of 
tuberculosis  and  psychiatric  disorders,  as 
well  as  in  coronary  heart  disease.  This 
chemical  has  been  used  medically  since 
Dyson,  Mason,  and  Renshaw  in  England 


first  advocated  its  use  as  a therapeutic  agent 
in  1928,  some  twenty  years  before  its 
considered  use  as  a liquid  rocket  propellant. 
As  most  housewives  know,  today’s  heat- 
resistant  pots  and  pans  consist  of  pyroceram, 
a material  which  was  designed  originally  by 
the  Corning  Glass  Works  in  New  York  for 
heat-resistant  cooking  utensils.  It  was  a 
“happenstance”  that  pyroceram  was  first 
used  successfully  in  the  United  States  space 
program  on  the  first  nose  cone  to  pass  the 
heat  barrier  test  of  re-entry  into  the  atmos- 
phere on  May  14,  1959. 

Since  the  detonation  of  the  first  atomic 
bomb  in  1945  until  the  present  time,  much 
has  been  written  about  the  possible  ill- 
effects  from  fall-out  of  creating  undesirable 
mutations  on  the  organic  constitution  of 
man.  Happily  not  all  mutations  are  bad. 
Apart  from  a few  somewhat  equivocal  ob- 
servations, such  as  greying  of  hair  of  animals, 
and  plant,  skin-grafting,  tissue,  algae,  and 
insect  studies  (U.S.S.R.),  at  the  time  of 
this  writing  there  is  still  forthcoming  the 
much-feared  and  rightfully  expected  proof 
of  biologic  damage  of  cosmic  radiation 
damage  from  energies  up  to  10 20  electron 
volts,  some  of  them  10 14  greater  than  the 
original  atomic  bomb  measured  particle  for 
particle. 

Attention  is  given  to  another  possible 
threat,  this  time  to  the  uninterrupted  propa- 
gation of  human  life,  strictly  apart  from 
somatic  or  gonadal  radiogenic  changes  of 
which  we  have  much  evidence,  based  on 
terrestrial  experiments  and  natural  back- 
ground radiation. 

Since  Marconi’s  first  transatlantic  wire- 
less transmission  in  1899,  man  has  created 
all  kinds  of  radiations,  ranging  almost  from 
one  end  of  the  electromagnetic  scale  to  the 
other.  There  is  no  possible  way  of  deter- 
mining the  total  amount  of  these  man-made 
radiations  which  are  superimposed  on  the  na- 
tural background  radioactivity  — both  geo- 
genic  and  cosmo genic — that  man  lives  with. 

It  is  conceivable  that  such  artifact  macro- 
and  especially  microwaves,  as  they  accumu- 
late logarithmically  and  shoot  through 
the  human  body  twenty-four  hours  a day, 
may  have  an  unexpected  undesirable  effect 
on  certain  sensitive  centers  of  the  brain  in 
the  little-understood  areas  of  the  hypo- 
thalamus and  other  cerebral  regions.  This 
could  lead  to  catastrophic  sequelae  such  as 
involuntary  suppression  of  the  medically 
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accepted,  very  sensitive  functional  apparatus 
governing  the  libido  and  sexual  potency  in 
the  male.  The  problem  of  our  anxiety- 
ridden  overpopulation  would  be  resolved 
painlessly  and  insiduously  in  the  course  of 
time.  I sincerely  hope  that  the  question 
raised  herewith  is  not  brushed  aside  quickly. 

At  this  point  a reminder  is  in  order  of  the 
more  obvious  destructive  effects  of  coherent 
light  of  regulated  frequency.  Application 
of  the  LASER  (light  amplification  simulat- 
ing emission  radiation)  principle  is  about  to 
cause  the  melting  of  an  iron  plate  noise- 
lessly 10  miles  away  from  the  source  of  the 
beam.  It  is  a question  of  time  before  man 
will  fully  realize  that  he  is  neither  safe  in  an 
underground  shelter  nor  in  a spaceship, 
the  result  of  his  own  technology. 

Science  again  is  interested  in  the  chase 
and  not  in  the  kill.  The  discovery  by 
Columbus  of  the  Americas,  that  led  to  their 
subsequent  colonization  by  man,  had  untold 
benefits  for  the  human  race,  but  it  also  left  a 
legacy  of  pandemic  syphilis  from  which 
mankind  has  still  not  recovered. 

In  May,  1958,  during  the  restricted  sym- 
posium of  “Possible  Uses  of  Earth  Satellites 
for  Life  Sciences  Experiments”  in  Washing- 
ton, D.C.,  I first  made  the  admonition  of  the 
possibility  of  contamination  of  our  globe  by 
extraterrestrial  stowaway  microorganisms 
from  returning  cosmic  excursions.  These 
could  be  resistant  to  any  existing  drugs  and 
could  spread  overtly  in  epidemics  through- 
out the  world  or  could  be  harbored  in  man, 
animal,  or  insect  as  carriers  or  vectors  for 
long  periods  of  time  before  revealing  their 
presence  by  some  remarkable  manifestation. 
On  the  other  hand,  it  is  quite  possible,  as  I 
would  like  to  repeat  supplementary  thoughts 
that  something  beneficial  to  man  might  also 
result.  It  has  been  shown  that  certain 
microbes,  viruses,  and  their  toxins  have 
natural  oncolytic  properties.  They  dis- 
solve and  eradicate  tumors  completely, 
thereby  effecting  a permanent  cure  of  cancer 
in  animal  as  well  as  in  man,  once  considered 
a result  of  supernatural  intervention.  The 
American  Cancer  Society  and  Tilden  C. 
Everson,  M.D.,  have  documentary  proof 
of  a small  number  (130)  from  1900  to  date 
of  commonly  called  self-cures  of  malignant 
growths  in  man,  better  identified  as  spon- 
taneous regressions,  with  a complete  and 
permanent  eradication  of  cancer,  leaving 
no  trace  of  the  original  classified  malig- 


nant growth.  Thus,  a “divine”  power  for 
the  solution  of  man’s  ills  may  still  come  from 
the  moon,  the  planets,  or  space  itself  and 
create  unusual  natural  phenomena  which 
only  the  ignorant  would  like  to  describe  as 
miracles. 4 

It  must  be  emphasized  that  in  the  realm  of 
science  deviations  from  historic  truths; 
emotional  overtones  by  civilian  and  military 
authorities  of  any  nation  intermingled  with 
human  and  institutional  failings  in  the 
competition  among  investigators  for  the 
public  and  political  spotlight  (Brian  J. 
Obrien);  involuntary  duplications  of  pur- 
poseful research;  perennial  mediocrity  in 
leadership  at  any  particular  level  of  organ- 
ized human  endeavor;  intransigence  within 
the  elements  of  the  human  race — all  con- 
stitute impediments  to  the  ultimate  goal  of 
permanent  universal  peace  in  one  way  or 
another. 

Whether  or  not  the  American  scientist- 
traveler  or  his  Russian  counterpart  first 
plays  host  to  the  other  on  some  distant  and 
strange  “shore”  is  a question  of  prestige  and 
not  of  any  primary  military  importance, 
as  many  of  us  would  agree.  May  I quote 
here  the  liberal  French  diplomat,  Alexis  de 
Tocqueville: 

There  are  at  the  present  time  two  great 
nations  in  the  world,  which  started  from 
different  points,  but  seem  to  tend  toward  the 
same  end.  I allude  to  the  Russians  and  the 
Americans . . . each  of  them  seems  marked  out 
by  the  will  of  Heaven  to  sway  the  destinies 
of  half  the  globe. 

This  was  written  in  1853.  Man  is  not 
alone  in  the  universe.  From  a biologic 
standpoint  he  coexists  with  all  other  world 
societies,  including  the  microorganisms  of 
his  respiratory  tract  and  alimentary  canal 
that  invaded  his  body  at  the  time  of  his 
birth. 

However,  on  the  sociopolitical  front,  as  we 
are  realizing  more  and  more  each  day,  he  is 
being  hampered  continuously  in  his  effort 
for  peaceful  coexistence  among  his  own 
kind  by  a schizophrenia,  the  nature  of  which, 
as  well  as  the  cure,  too  little  is  known. 

As  the  population  of  the  earth  increases 
(at  the  time  of  this  writing  by  some  1 million 
people  every  five  days  and  by  1 million  in 
the  United  States  in  every  one  hundred  and 
ten  days),  man  tends  to  become  less  human 
to  man.  Betterment  in  communications 
does  not  necessarily  reflect  a better  human 
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relationship,  and  this  can  hardly  be  expected 
to  act  as  a substitute  for  natural  parental 
kindness  and  affection  which  are  so  necessary 
for  the  emotional  security  of  children  if  a 
stable  society  is  to  be  the  goal  of  mankind. 
Nevertheless,  I wish  to  re-emphasize  that 
space  science  and  space  medicine  appear  to 
unite  people  and  nations  more  strongly,  if 
not  more  so,  than  any  other  heretofore 
known  organization. 

Conclusion 

The  dynamic  evolution  of  mankind  is 
continuing  steadily  into  the  far  reaches  of 
the  universe.  A nineteen-year-old  London 
student,  Felix  Godwin,  wrote  recently  in 
his  book  Exploration  of  the  Solar  System , and 
I agree  wholeheartedly  with  his  confident 
outlook,  “All  space  study,  unlike  other 
fields,  is  free  from  the  influence  of  other 
peoples’  long  established  ideas.” 

Once  again,  I take  courage  to  make  the 
I following  statement  after  considerable 
thought: 

Human  curiosity  through  faith  in  science  is 
the  dynamic  propellant  of  knowledge  that  is 
slowly  enabling  man  to  discount  completely 
all  belief  in  witchcraft,  myth,  miracles,  mysti- 
cism, superstition,  supernatural  intervention, 
pseudoscience,  or  any  inflexible  dogma  and  to 
rely  on  hard-earned,  ever-increasing  knowl- 
edge of  himself  and  his  environment  not  only 
to  understand  thoroughly  all  forces  known  and 
yet  to  be  discovered,  but  also  to  imitate  these 
forces  toward  creation  at  will  of  anything  and 
everything,  large  and  small,  inanimate  and 
animate,  in  the  entire  cosmos,  thereby  assum- 
ing command  of  himself  and  of  the  whole 
Universe. 

The  most  precious  attribute  of  man  is  the 
preservation  of  his  unique  ability  to  adapt  to 
accelerating  revolutions,  be  they  internal 
or  external.  This  quality,  above  everything 
else,  is  the  best  promise  for  continued  con- 
scious and  creative  existence  on  the  uni- 
versal level.  The  Copernican  view  must 
replace  the  Ptolemaic  at  all  levels  of 


FIGURE  6.  “It's  worth  the  climb!  You  can  see 
the  Athens  Hilton  just  as  clear!"  (drawing  by  Alan 
Dunn,  The  New  Yorker  Magazine,  Inc.,  1963  copy- 
right). 


thinking  by  man,  that  great  moderator  of 
nature  (Fig.  6).  Space  medicine  or,  better, 
cosmic  medicine  is  truly  man’s  handmaiden.* 
115  Central  Park  West 

A complete  list  of  references  cannot  be  presented  here. 
However,  specific  queries  will  be  gladly  acknowledged. 
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Cancer  of  the  prostate,  when  confined  to 
the  interior  of  the  gland,  that  is,  within  the 
capsule,  offers  the  greatest  chance  for  cure 
if  adequate  surgery  is  performed  promptly. 
Does  a prostatic  cancer  at  this  stage  produce 
symptoms  and  can  its  presence  be  detected? 

Before  answering  this  question  it  is  neces- 
sary to  clarify  the  designations,  ‘'early,” 
“latent,”  and  “occult”  carcinomas  of  the 
prostate.  These  labels  are  often  used  inter- 
changeably and  imply  the  early  state  of  a 
prostatic  malignant  tumor,  but  the  terms 
are  not  synonymous.  Thus  an  occult  car- 
cinoma is  merely  a hidden  or  silent  cancer, 
may  be  early  or  late,  and  may  even  metasta- 
size, the  metastases  causing  the  presenting 
symptom  or  symptoms.  The  word  “latent” 
suggests  a dormant  lesion  which  might  have 
become  active  and  invasive  had  it  not  been 
removed.  This  is  indeed  a difficult  matter  to 
prove.  Since  cancer  of  the  prostate,  like 
cancer  in  any  other  organ,  must  start  some- 
time, it  is  recommended  that  the  term  “car- 
cinoma in  situ”  be  employed  in  describing 
the  very  early  stage  (Fig.  1).  The  lesion 
is  a microscopic  one  and  may  cover  only 
part  of  a low-power  field.  It  does  not  pro- 
duce symptoms  and  is  an  incidental  finding 
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following  suprapubic  prostatectomy  or  at 
autopsy.  It  is  sometimes  called  the  “pa- 
thologist's cancer.”  The  somewhat  more  ad- 
vanced but  localized  cancer  is,  as  stated, 
often  termed  occult  or  latent  carcinoma,  and 
this  stage,  too,  is  apt  to  be  symptom-free. 
Frequency  of  urination  and  nocturia  may 
occur  if  there  is  a concomitant  benign  hy- 
pertrophy, but  the  small  malignant  focus  is 
usually  silent. 

Technics  of  diagnosis 

Several  procedures  for  detecting  the  early 
malignant  lesions  in  a prostate  are  available, 
but  none  is  completely  reliable.  One  method 
consists  in  rectal  digital  palpation  of  the 
gland. 1 The  carcinoma  in  situ  unfortunately 
cannot  be  detected  by  this  means.  Perhaps 
the  use  of  P32  (radioactive  phosphorus) 
may  some  day  be  helpful.2  The  dis- 
covery of  a discrete,  hard  nodule  within 
an  otherwise  soft  or  even  firm  gland 
is  usually  suggestive  of  cancer.  It  should 
be  remembered,  however,  that  a focal 
area  of  chronic  inflammation,  tuberculosis, 
fibrosis,  granuloma,  or  microcalculi  can 
S-mulate  the  hardness  characteristic  of 
malignant  tumors.  The  more  advanced 
prostatic  cancers  are  readily  manifest  to  the 
examining  finger  because  of  the  diffuse  stony 
induration  and  fixation. 

Serum  acid  phosphatase  levels.  A 
rise  in  serum  acid  phosphatase  levels  offers 
confirmatory  evidence  that  a hard  nodule  in 
the  prostate  gland  is  cancerous.  Unfor- 
tunately, this  test,  too,  has  some  significant 
limitations.  During  the  natural  history  of 
prostatic  cancer  there  are  two  stages  in  which 
the  serum  acid  phosphatase  may  be  at  rela- 
tively normal  levels.  These  are:  (1)  the  early 
stage,  when  the  cancer  cells  are  well  differ- 
entiated, functioning  actively,  but  still 
localized  to  the  interior  of  the  gland  or  its 
capsule;  (2)  the  late  or  advanced  stage,  in 
which  the  cancer  is  composed  of  cells  which  I 
have  for  the  most  part  become  anaplastic 
and  are  no  longer  functioning.  It  should  be 
recalled  that  acid  phosphatase  normally  is 
elaborated  by  cells  lining  the  prostatic  acini 
and  is  present  in  the  external  secretion  com- 
prising the  ejaculum.  When  a carcinoma  of 
the  prostate  spreads  and  reaches  tissue  and 
lymphatic  spaces  and  provided  the  com- 
ponent cells  of  the  tumor  are  still  function- 
ing, then  the  acid  phosphatase  becomes  an 
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carcinoma  of  prostate,  beginning  with  carcinoma  in 
situ  and  progressing  through  invasion  into  lateral 
lobes  and/or  the  capsule  (stage  A);  breaking  into 
the  periprostatic  tissues  and  infiltrating  the  sem- 
inal vesicles  (stage  B);  invasion  of  lymph  nodes 
(stage  C)  and/or  metastasizing  to  bones  (stage  D). 


internal  secretion,  and  the  serum  level 
activity  of  the  enzyme  rises.  A drop  in  the 
level  following  bilateral  orchiectomy  and/or 
estrogen  therapy  suggests  a hormonally  de- 
pendent tumor.  On  the  other  hand,  should 
a prostatic  biopsy  be  positive  and  the  serum 
acid  phosphatase  remain  persistently  high  in 
spite  of  orchiectomy  and/or  estrogen  ther- 
apy, then  one  may  suspect  the  presence  of 
metastases  even  if  there  is  no  clinical  evi- 
dence.3 In  markedly  advanced  cancer  of 
the  gland,  the  malignant  cells  tend  to  become 
undifferentiated  and  thus  many  cease  to 
function,  resulting  in  a drop  in  the  serum  acid 
phosphatase  to  normal  or  even  below  normal. 
Thus  this  test  as  an  aid  in  diagnosis  is  of  no 
help  in  the  very  early  case  and  of  little  aid 
in  the  advanced  cancer  except  to  suggest 
the  presence  of  metastases  on  the  one 
hand  or  anaplasia  on  the  other.  It  should 
be  pointed  out  that  blood  for  serum  acid 
phosphatase  determination  ought  not  be 
drawn  immediately  after  a prostatic  mas- 
sage or  thorough  palpation  of  the  gland, 
because  a rise  in  the  level  of  the  enzyme  has 
been  obtained  following  such  procedures. 

Attempts  to  express  a sample  of  tumor 
cells  for  Papanicolaou  studies  from  a hard 
nodule  by  prostatic  massage  should  be 
avoided.  As  will  be  mentioned,  cancer  of 


discovery  of  a discrete,  hard  nodule  in  the 
prostate  necessitates  a biopsy.  Prostatic 
biopsy  procedures  include  the  open  perineal, 
closed  perineal,  and  transrectal.  There  are 
advocates  of  each;  the  choice  may  depend  on 
the  age  and  general  condition  of  the  patient. 
The  usual  histologic  picture  comprises  back- 
to-back  microacini,  lining  cells  in  a single 
layer,  and  prominent  nucleoli,  but  the  di- 
agnosis may  be  difficult. 


FIGURE  2.  Giant  microtome  cross  section  of  pro- 
state gland.4  Arrows  point  to  multicentric  foci,  all 
within  posterior  lobe. 


the  prostate  usually  starts  in  the  posterior 
lamella  or  lobe4  (Fig.  2)  and  does  not  as  a 
rule  reach  the  urethra  until  much  later,  so 
that  squeezing  the  cancerous  prostate  is 
fruitless  during  the  early  stage  and  besides 
is  fraught  with  the  danger  of  disseminating 
cancer  cells. 

Biopsy  procedures.  Having  discovered 
a discrete,  hard  nodule  in  the  prostate  it  is 
necessary  to  determine  the  histologic  picture 
by  obtaining  a biopsy.  Several  biopsy  pro- 
cedures are  available,  namely,  the  open 
perineal,  closed  perineal,  and  transrectal. 
Opinions  vary  as  to  which  of  these  procedures 
is  preferable,  and  there  are  protagonists  for 
each.  Those  who  favor  the  open  perineal 
method  claim  it  is  superior  to  all  others  be- 
cause the  entire  body  of  the  gland  is  open  to 
palpation  and  large  segments  of  tissue  are 
available  for  biopsy  from  suspicious  areas." 6 
They  point  out  that  if  a patient  is  a candi- 
date for  curative  surgery,  which  means 
radical  prostatectomy,  then  open  perineal 
biopsy,  because  it  is  most  definitive,  is  the 
procedure  of  choice.  Negative  closed  peri- 
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FIGURE  3.  Prostatic  biopsy  specimens,  (a)  Low-power  photomicrograph  of  commonest  pattern  seen  in 
carcinoma  of  prostate:  back-to-back  microacini,  with  some  nuclear  hyperchromatism,  (b)  Higher  power 
photomicrograph  showing  pronounced  nuclear  hyperchromatism  and  back-to-back  acini. 


neal  prostatic  biopsy,  they  claim,  does  not 
rule  out  the  existence  of  cancer  elsewhere  in 
the  gland.5-7  A few  cases  have  been  re- 
ported of  perineal  implants  following  the 
closed  method. 5 9 The  proponents  for  the 
open  procedure  dispute  the  claim10  that  it 
leads  to  sexual  impotentia. 11 

Those  who  favor  the  closed  perineal 
route  via  the  Veenema  cup  or  the  Silverman 
needle  and  its  modifications  by  Vim  and 
Franklin  call  attention  to  the  need  for 
major  anesthesia  during  the  open  procedure, 
as  compared  with  local  anesthesia  for  the 
closed  method.  They  look  on  open  perineal 
biopsy  as  a major  operative  procedure  and 
insist  there  is  danger  of  impotentia,  rectal 
injury,  and  incontinence.  They  maintain 
that  stained  frozen  sections  are  mandatory 
and  that,  at  times,  they  are  difficult  to 
interpret  correctly.  They  point  out  that 
false  negative  biopsies  have  been  obtained 
even  with  the  open  method  and  that 
scarring  and  distortion  following  this  pro- 
cedure make  it  difficult  to  evaluate  the 
true  status  of  the  gland  on  subsequent 
follow-up  examinations.  The  transrectal 
procedure  is  relatively  simple,12-13  but 
there  are  some  reports  of  fecal  fistulas 
which  developed  following  prostatectomy.14 


This  particular  process  violates  the  dictum 
of  not  going  from  one  organ  system  into 
another.15 

The  closed  perineal  procedure  may  be 
performed  with  a Silverman  needle  or 
its  modifications16-19  or  via  the  Veenema 
cup.20  The  latter  instrument  enables  re- 
moval of  prostatic  fragments  that  are 
larger  than  the  ones  obtained  by  means 
of  a narrow  needle.  This  lessens  the 
squashing  and  distortion  of  tissue  which, 
on  occasion,  present  difficulty  in  evaluating 
the  histologic  picture  and  which  frequently 
result  with  the  narrow  slivers  removed  by 
means  of  a needle. 

At  the  Squier  Urological  Clinic  and 
Francis  Delafield  Hospital  both  the  closed 
perineal  procedure,  usually  by  means  of  the 
Veenema  cup,  and  the  open  procedure 
are  being  employed.  The  guiding  prin- 
ciples for  the  choice  of  either  approach  are 
as  follows: 

Closed  perineal  biopsy  is  employed  fol- 
lowing discovery  by  rectal  digital  examina- 
tion of  a discrete,  hard  nodule  in  the  pros- 
tate gland  in  a patient  whose  age  and 
general  physical  condition  indicate  that  he 
could,  if  the  biopsy  is  positive,  undergo 
radical  prostatectomy.  Should  the  tissue, 
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FIGURE  4.  Prostatic  biopsy  specimens,  (a)  Section  contains  a fragment  of  fat  and  nerve  and  shows 
characteristic  picture  in  perineural  invasion  by  prostatic  cancer,  (b)  Section  shows  “cribiform”  pattern. 
The  acini  appear  of  giant  size  but  are  the  result  of  marked  infolding  and  crowding.  This  pattern  is  not  un- 
common in  carcinoma  of  prostate. 


however,  show  benign  elements  only,  or 
should  the  picture  be  an  equivocal  one, 
then  the  closed  procedure  is  repeated  or  an 
open  perineal  section  obtained. 

In  inoperable  cases,  or  where  radical 
prostatectomy  is  contraindicated  because 
of  the  patient’s  physical  condition,  then 
the  closed  perineal  biopsy  procedure  is 
carried  out  to  substantiate  the  clinical 
diagnosis  and  for  documentation  as  a 
precaution  for  medicolegal  reasons  if  or- 
chiectomy is  performed.814 

Correct  interpretation  of  a prostatic 
biopsy  is  often  easy,  at  times  quite  difficult, 
and  occasionally  impossible.  As  a result 
of  a review  of  the  published  reports  on 
prostatic  biopsies21-23  and  experience  with 
about  1,000  cases  from  the  Squier  Urological 
Clinic,  the  following  criteria  have  been 
employed  in  the  interpretation  of  the 
histologic  appearance  of  prostatic  tissue: 

The  usual  histologic  picture  comprises 
back-to-back  microacini  (Fig.  3a),  lining 
cells  in  a single  layer,  and  prominent 
nucleoli.  Nuclear  hyperchromatism  (Fig. 
3b),  linear  infiltration  into  the  stroma 
beyond  the  main  focus,  and  perineural 


invasion  (Fig.  4a)  may  or  may  not  be 
present. 

Variations  in  the  histologic  picture  may 
include  the  appearance  of  a “cribiform” 
pattern  (Fig.  4b),  a solid  cell  mass  resem- 
bling granuloma,24  or,  rarely,  a signet-ring 
cell  which  is  mucin-producing24  (Fig.  5a). 

However,  in  making  a diagnosis  the 
following  precautions  must  be  borne  in  mind: 

1.  All  the  criteria  may  not  be  present, 
yet  the  prostate  may  be  cancerous. 

2.  Some  of  the  criteria  may  be  met, 
yet  the  prostate  may  not  be  cancerous. 

3.  Microacini  per  se  do  not  neces- 
sarily indicate  cancer  if  they  are  not  back 
to  back.  Such  acini,  usually  benign,  are 
often  present  near  the  bladder  neck  and  in 
atrophic  prostatitis  (Fig.  6a).  Small  acini 
lined  by  two  or  more  layers  of  cells  (Fig. 
6b),  too,  are  apt  to  be  benign. 

4.  Periurethral  glandules  are  often  small 
and  solidly  filled  with  cells. 

5.  The  inclusion  of  seminal  vesicle 
may  confuse  the  picture,  because  its  com- 
ponent cells  are  normally  bizarre.  Brown- 
ish intracytoplasmic  pigment  should  be 
looked  for. 
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FIGURE  5.  Prostatic  biopsy  specimens,  (a)  Section  showing  solid  cellular  infiltration.  Signet-ring  cell 
formation  is  seen.  This  pattern  is  rare,  (b)  Section  from  indurated,  nodular  prostate,  showing  granulo- 
matous pattern.  Many  giant  cells  and  epithelioid  cells  are  present.  Picture  is  characteristic  of  tuberculo- 
sis of  prostate  complicated  by  a secondary  inflammatory  process. 


FIGURE  6.  Prostatic  biopsy  specimens,  (a)  Section  showing  a double  pattern.  One  is  composed  of 
well-stained  microacini  which  are  not  back  to  back  and  under  high  power  do  not  appear  atypical.  These  are 
not  cancerous  microacini.  The  paler  microacini  present  a different  picture  and  one  characteristic  of  cancer, 
(b)  Section  showing  many  acini  that  are  lined  by  two  layers  of  cells.  This  picture  is  seen  quite  frequently. 
It  is  not  cancerous  and  should  not  be  confused  with  cancer. 
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FIGURE  7.  Prostatic  biopsy  specimens,  (a)  Section  shows  squamous  cell  metaplasia  of  acini  adjacent  to 
old  prostatic  infarct.  Process  is  not  cancerous,  (b)  Section  shows  nests  of  cells  with  pronounced  vacuoli- 
zation. Picture  is  characteristic  of  estrogen  effect  on  cells  lining  prostatic  acini.  Patient  was  known  to 
have  cancer  of  prostate  and  was  receiving  estrogens. 


6.  Mechanical  compression  and  hy- 
perchromatic  smudging  of  nuclei  may  con- 
fuse the  picture. 

7.  Squamous  cell  metaplasia  around 
an  infarct  is  not  cancerous  (Fig.  7a). 

8.  Estrogen-induced  squamous  cell 
metaplasia  of  carcinoma  may  be  confusing25 
(Fig.  7b). 

9.  Secondary  invasion  from  carcinoma 
elsewhere  may  occur.  For  example,  solid 
cell  carcinoma  of  the  bladder  neck  and 
lymphoma  can  resemble  anaplastic  car- 
cinoma of  the  prostate;  or  mucin  carcinoma 
of  the  rectum  can  resemble  primary  mucin 
carcinoma  of  the  prostate. 

10.  If  there  is  doubt  about  the  diagnosis, 
additional  levels  should  be  studied,  or 
another  biopsy  should  be  requested. 

Summary 

Indications  for  obtaining  a prostatic 
biopsy  have  been  reviewed,  and  the  various 
procedures  employed  by  urologists  have  been 
discussed. 

The  criteria  for  the  diagnosis  of  cancer 
in  a prostatic  biopsy  specimen  have  been 


listed,  and  the  difficulties  and  problems  in 
such  a diagnosis  have  been  enumerated. 
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Child’s  mental 
ability  predicted 

As  early  as  kindergarten,  a child’s  intellectual 
capacity  can  be  measured  by  such  things  as 
physical,  social,  emotional,  intellectual,  and 
creative  development;  work  habits;  and  the 
child’s  reactions  to  standard  play  situations. 

A research  team  consisting  of  a teacher,  a 
psychologist,  and  a psychiatrist  reported  their 
findings  on  56  five-year-olds  in  the  November 
Archives  of  General  Psychiatry.  They  were  able 
to  predict  fairly  accurately  which  children  would 
become  the  “underachievers”  and  the  “over- 
achievers” in  first  grade.  The  school  child  who 
fails  to  learn  up  to  his  IQ  potential  is  a problem 
and  a challenge  to  his  teacher,  and  it  is  hoped 
that  the  technics  of  this  study  will  be  useful  in 
the  early  diagnosis  and  treatment  of  such 
children.  The  raters  appeared  to  be  generally 
better  at  spotting  potential  overachievers  than 
underachievers,  since  negative  achievement  is  a 


17.  Bianchi,  F. : Practical  advantages  of  the  perinea 

biopsy  of  the  prostate,  J.  Urol.  76:  645  (Nov.)  1956. 

18.  Needell,  M.  J.,  Slotkin,  G.  E.,  Mitchell,  F.  D„  and 
Friedmann,  M.:  Prostatic  needle  biopsy,  ibid.  74:  138  (July) 
1955. 

19.  Maddern,  J.:  The  use  of  the  Veenema  trocar  in  peri- 
neal prostatic  biopsy,  Australian  and  New  Zealand  J.  Surg. 
29:  264  (Feb.)  1960. 

20.  Veenema,  R.  J.:  Perineal  prostatic  cup  biopsy: 

technique  and  evaluation,  J.  Urol.  87:  585  (Apr.)  1962. 

21.  Hinman,  F.,  Jr.:  Open  vs.  needle  biopsy  in  the  early 
diagnosis  of  prostatic  cancer,  A.M.A.  Arch.  Surg.  70:  475 
(Apr.)  1955. 

22.  Culp,  O.  S.:  Significance  and  treatment  of  prostatic 
nodules,  J.  Michigan  M.  Soc.  58:  585  (Apr.)  1959. 

23.  Parry,  W.  L.,  and  Finelli,  J.  F.:  Biopsy  of  prostate, 

J.  Urol.  84:  643  (Nov.)  1960. 

24.  Thompson,  G.  J.,  Albers,  D.  D.,  and  Broders,  A.  C.: 
Unusual  carcinomas  involving  the  prostate  gland,  ibid.  69: 
416  (Mar.)  1953. 

25.  Bainborough,  A.  R.:  Squamous  metaplasia  of 

prostate  following  estrogen  therapy,  ibid.  68:  329  (July)  1952. 


complex  problem  and  not  easy  to  predict. 

Anxiety  may  lead  to  overachievement.  Some 
anxiety  may  increase  achievement  drive,  and 
thus  learning,  but  too  much  anxiety  may  cause 
deterioration  of  learning.  Therefore,  it  seems 
that  subjects  low  in  anxiety  will  be  achievers; 
subjects  medium  in  anxiety  will  be  over- 
achievers, provided  their  IQ  potential  is  high 
enough;  and  subjects  high  in  anxiety  should 
be  underachievers. 

The  study  also  revealed  interesting  differences 
in  IQ  between  the  underachievers,  achievers, 
and  overachievers.  The  IQ  level  of  the  under- 
achievers was  as  high  as  that  of  the  over- 
achievers, so  the  low  scores  of  the  underachievers 
cannot  be  attributed  to  low  IQ.  However,  the 
IQ  level  of  the  overachievers  was  significantly 
higher  than  the  IQ  level  of  the  achievers.  The 
achievers  had  the  lowest  IQ  of  all. 

The  facts  suggest  that  overachievement  may 
be  possible  only  where  a relatively  high  intellec- 
tual potential  exists  and  the  phenomenon  of 
underachievement  may  also  occur  only  where  a 
relatively  high  intellectual  potential  exists. 
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Acid-Base  Disturbances 
During  Hypovolemia 


a study  was  made  of  acid-base  balance  in 
86  patients  subjected  to  a variety  of  major 
thoracic  ( except  cardiac ),  abdominal,  and  ex- 
tremity operations.  Hypotension,  tachy- 
cardia, or  both  were  present  in  48  patients; 
in  all  but  2 of  these,  adequate  replacement 
with  blood  and/or  plasma  restored  the  blood 
pressure,  pulse,  and  acid-base  to  normal. 
The  major  cause  of  metabolic  acidosis  in 
hypovolemic  states  due  to  whole  blood  or 
plasma  loss  is  inadequate  tissue  perfusion, 
leading  to  hypoxia,  anaerobic  carbohydrate 
metabolism,  and  the  production  of  excess 
lactic  acid.  Massive  blood  replacement  does 
not  cause  metabolic  acidosis  but  rather  results 
in  restoration  of  a normal  acid-base  balance. 
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T he  major  disturbance  of  acid-base 
balance  in  hypovolemic  states  due  to  both 
whole  blood  and  plasma  loss  is  the  develop- 
ment of  metabolic  acidosis.  Since  Darby  et 
al.,1  Nahas  et  al.2  Baue,  Hermann,  and 
Shaw,3  and  other  investigators  have  shown 
that  increased  acidity  results  in  bradycardia, 
diminution  in  the  force  of  ventricular  con- 
traction, and  eventual  cardiac  standstill,  it  is 
important  to  determine  the  factors,  both 
endogenous  and  exogenous,  which  may  pro- 
duce a state  of  free  acid  excess. 

The  conclusions  presented  in  this  report 
are  based  on  a study  of  acid-base  balance  in 
a group  of  86  patients  subjected  to  a variety 
of  major  thoracic  (except  cardiac),  ab- 
dominal, and  extremity  operations.  Arterial 
blood  samples  were  collected  under  anaerobic 
conditions  prior  to  operation,  at  intervals 
during  the  course  of  surgery,  at  the  con- 
clusion of  the  procedure,  and  in  the  recovery 
room.  The  pH  of  whole  blood  and  equili- 
brated plasma  was  measured  by  the  Astrup4 
technic.  The  carbon  dioxide  content  and 
carbon  dioxide  tension  were  calculated  by 
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the  use  of  conversion  factors  described  by 
Milch,  Bane,  and  Roberts.5  The  nomogram 
of  Singer  and  Hastings  was  employed  for 
determination  of  the  buffer  base  values  and 
for  final  interpretation  of  the  acid-base 
status  of  the  patient. 

Possible  endogenous  factors 

In  evaluating  possible  endogenous  causes 
of  metabolic  acidosis  during  hypovolemia  it 
is  necessary  to  consider  the  age,  sex,  and 
preoperative  physical  status  of  the  patient  as 
well  as  the  preoperative  acid-base  balance 
and  adequacy  of  tissue  perfusion.  Our 
studies  indicate  that  significant  variations 
occurred  only  in  the  last  two  categories. 

Preoperative  acid-base  status.  Table 
I reviews  the  preoperative  acid-base  status 
of  the  86  patients  in  the  series.  The  majority 
of  the  cases  of  hypovolemia  fell  into  the 
group  with  metabolic  acidosis  during  opera- 
tion. In  this  group  the  incidence  of  pre- 
operative free  acid  excess  was  significantly 
higher  than  in  the  patients  with  normal 
acid-base  balance  during  surgery. 

State  of  tissue  perfusion.  The  state 
of  tissue  perfusion  is  more  difficult  to 
evaluate.  In  the  absence  of  blood  volume 
determinations,  variations  in  blood  pressure 
and  pulse  rate  and  their  response  to  blood 
and  plasma  replacement  were  employed  as 
criteria  for  the  diagnosis  of  hypovolemia. 
Hypotension,  tachycardia,  or  both  were 
present  in  48  of  the  86  patients  in  the 
series.  The  distribution  of  these  circulatory 
abnormalities  and  the  concomitant  acid- 
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TABLE  I.  Preoperative  acid-base  balance 


During 

Operation 

Number  of 
Patients 

JLVC  OtttlUJ)  ' 

^—Metabolic  Acidosis-- 
Patients  Per  Cent 

Patients 

Per  Cent 

Normal  acid-base  balance 

34 

32 

94 

2 

6 

Metabolic  acidosis 

52 

30 

58 

22 

42 

TABLE  II. 

Signs  of  hypovolemia 

During 

Number  of 

Hypotension v 

Severe 

Per 

Operation 

Patients 

Severe 

Moderate 

Tachycardia 

Cent 

Normal  acid-base  balance 

34 

4 

4 

2 

29 

Metabolic  acidosis 

52 

30 

6 

2 

73 

base  status  of  the  patients  are  shown  in 
Table  II.  Severe  hypotension  represents  a 
blood  pressure  ranging  from  imperceptible 
levels  to  50  to  60  per  cent  below  normal; 
moderate  hypotension,  a blood  pressure  fall 
of  30  to  40  per  cent;  and  tachycardia,  a 
pulse  rate  over  120  beats  per  minute.  The 
incidence  of  metabolic  acidosis  in  the  48 
patients  was  79  per  cent.  Although  4 
patients  in  profound  shock  failed  to  show 
free  acid  excess,  the  blood  samples  in  these 
patients  were  not  obtained  until  the  hypovo- 
lemia had  been  corrected  by  transfusion. 
It  is  conceivable  that  metabolic  acidosis 
might  have  been  present  at  the  time  of 
maximum  circulatory  depression.  In  all 
but  2 of  the  48  patients  adequate  replace- 
ment with  blood  and/or  plasma  restored  the 
blood  pressure,  pulse,  and  acid-base  status 
to  normal. 

Huckabee6  has  shown  that  tissue  hypoxia 
leads  to  anaerobic  carbohydrate  metabolism 
and  the  resultant  production  of  excess 
lactate.  The  addition  of  this  excess  lactic 
acid  to  the  blood  contributes  to  the  de- 
velopment of  a state  of  metabolic  acidosis. 
Although  the  concentration  of  blood 
pyruvate,  lactate,  and  excess  lactate  was  not 
determined  in  the  present  investigation,  it  is 
reasonable  to  assume  that  inadequate  tissue 
perfusion  was  present  in  patients  with 
markedly  reduced  circulating  blood  volumes 
and  that  this  was  an  important  factor  in  the 
development  of  metabolic  acidosis.  This 
hypothesis  is  supported  by  the  restoration  of 
normal  acid-base  balance  after  correction  of 
the  hypovolemia  with  blood  and  plasma. 

Exogenous  factors 

In  addition  to  these  endogenous  sources  of 
hydrogen  ion,  certain  exogenous  factors  have 


been  implicated  in  the  development  of 
metabolic  acidosis  during  operation.  Among 
these  factors  are  the  anesthetic  agent  and  the 
administration  of  bank  blood  preserved  in 
acid  citrate  dextrose  solution.  In  the 
present  series  the  type  of  anesthetic  agent 
appeared  to  exert  little  influence  on  the 
metabolic  status  of  the  patient.  With 
respect  to  the  effect  of  bank  blood,  Nahas 
et  al .2  reported  a high  mortality  (13  out  of 
16  dogs)  when  acid  citrate-dextrose-pre- 
served blood  was  administered  as  replace- 
ment therapy  in  acute  hemorrhagic  shock. 
The  dogs  developed  an  average  blood  pH 
below  7 and  a carbon  dioxide  tension 
above  45  mm.  Hg.  Hyperventilation,  re- 
duction of  the  speed  of  transfusion,  and  the 
use  of  an  amine  buffer,  2-amino-2-hydroxy- 
methyl-1,  3-propanediol,  THAM,  effected  a 
significant  improvement  in  mortality. 

Effects  of  bank  blood  on  human 
beings.  In  contrast  to  these  results  we 
found  that,  in  the  absence  of  shock,  the 
administration  of  large  volumes  of  bank 
blood  to  the  human  subject  did  not  produce 
a metabolic  acidosis.  On  the  contrary, 
metabolic  acidosis  present  at  the  time  of 
maximum  circulatory  depression  returned  to 
a normal  acid-base  status  after  correction  of 
the  hypovolemia  with  additional  massive 
blood  replacement.  Table  III  summarizes 
the  metabolic  status  and  blood  replacement 
of  17  patients  who  received  over  10  units  of 
bank  blood  at  maximum  rates  of  27  to  120 
cc.  per  minute.  Three  patients  who  were 
never  in  shock  maintained  a normal  acid- 
base  balance  during  operation  despite  blood 
replacement  up  to  10,000  cc.  In  a second 
group  of  9 patients  the  administration  of 
additional  bank  blood  in  volumes  of  3,000  to 
5,500  cc.  restored  the  metabolic  acidosis  of 
the  shock  period  to  normal  values  at  the  end 
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TABLE  III.  Cases  with  blood  replacement  over  5,000  cc. 


' End  of  Operation > 

Buffer  Blood 

Base  Replacement 

(units)  (cc.) 

Metabolic  Status 

Number 

of 

Patients 

Buffer 

Base 

(units) 

Blood 

Replacement 

(cc.) 

Normal  acid-base  balance 
throughout  operation 

3 

+ 45  to  +53 

No  shock 

+ 48  to  +53 

8,000  to 
10,000 

Metabolic  acidosis  during 
shock,  normal  acid-base 
balance  at  end  of  opera- 
tion 

9 

+ 37  to  +43 

1,500  to 
5,000 

+ 45  to  +50 

5,500  to 
10,500 

Metabolic  acidosis  during 
shock,  metabolic  acidosis 
at  end  of  operation 

5 

+ 33  to  +43 

2,000  to 
5,000 

+ 41  to  +44 

6,000  to 
9,000 

TABLE  IV.  Acid-base  balance  in  8 specimens  of 
bank  blood 


Contents 

Values 

Hematocrit 

40  to  46 

pH 

6.58  to  6.72 

Base  excess 

-23.1  to  -28.7 

Standard  bicarbonate 

1.2  to  7.8 

Actual  bicarbonate 

19.2  to  27.5 

Carbon  dioxide  content 

23.8  to  33.5 

Carbon  dioxide  tension 

152  to  210 

of  operation.  Three  of  the  5 patients  in  the 
third  group  required  1,000  to  1,500  cc.  more 
blood  in  the  recovery  room  before  a normal 
acid-base  status  was  attained.  One  patient, 
who  remained  in  metabolic  acidosis,  had 
severe  hepatic  and  renal  disease,  and  the 
fifth  patient  expired  in  the  operating  room 
from  uncontrollable  hemorrhage. 

Studies  of  bank  blood.  In  an  effort  to 
determine  why  the  effects  of  massive  blood 
replacement  in  human  subjects  were  not  as 
deleterious  as  those  in  animal  investigations, 
acid-base  balance  studies  were  conducted  on 
bank  blood  preserved  in  acid  citrate  dextrose 
solution  B of  the  National  Institutes  of 
Health.  Table  IV,  which  represents  the  re- 
sults of  these  acid-base  balance  studies  on  8 
bottles  of  bank  blood,  aged  three  to  nine 
days,  reveals  that  the  low  pH  of  this  blood  is 
due  to  a respiratory  as  well  as  a metabolic 
factor.  The  values  for  carbon  dioxide 
tension  ranged  from  152  to  210  mm.  Hg, 
with  an  average  of  191  mm.  Hg.  The 
presence  of  a marked  metabolic  acidosis  is 
shown  by  the  low  values  for  standard  bi- 
carbonate and  base  excess. 

The  markedly  increased  carbon  dioxide 
tension  of  bank  blood  is  important  from  the 
standpoint  of  the  compensatory  mechanisms 


TABLE  V.  pH  values  at  38  C.4 


Carbon 

Dioxide 

Tension 

(mm. 

Hg) 

2 ml. 
Plasma 
+ 0.05  ml. 
Distilled 
Water 

2 ml. 
Plasma 
+ 0.025  ml. 
1 Normal 
Hydro- 
chloric 
Acid 

2 ml. 
Plasma 
+ 0.05  ml. 
1 Normal 
Hydro- 
chloric 
Acid 

15 

7.74 

7.52 

6.98 

38 

7.40 

7.20 

6.72 

80 

7.10 

6.92 

6.52 

TABLE  VI.  Respiratory  compensation 


Blood  Specimens 

Number 

of 

Patients 

Per 

Cent 

Total  number  showing  me- 
tabolic acidosis 

73 

Number  with  carbon  di- 
oxide tension  below  35 
mm.  Hg 

27 

37 

Number  with  carbon  di- 
oxide tension  below  39 
mm.  Hg 

44 

60 

Complete  compensation, 
normal  pH 

28 

38 

of  the  patient  transfused  with  large 
quantities  of  citrated  blood.  Table  V,  based 
on  Astrup  charts,  shows  the  effects  on  pH  of 
variations  in  carbon  dioxide  tension  alone 
and  in  combination  with  a strong  acid.4 
One  of  the  most  important  factors  in  the 
maintenance  of  safe  levels  of  pH  in  the 
present  series  was  the  excellent  ventilation 
of  the  patients  with  resultant  elimination  of 
both  the  carbon  dioxide  administered  with 
the  bank  blood  and  the  endogenous  carbon 
dioxide  formed  subsequent  to  the  buffering 
action  of  the  body  tissues.  Levels  of  carbon 
dioxide  tension  above  42  mm.  Hg  were 
extremely  rare.  Table  VI  reveals  that,  in 


January  15,  1964  / New  York  State  Journal  of  Medicine  245 


the  majority  of  cases  of  metabolic  acidosis, 
the  carbon  dioxide  tension  was  below  39 
mm.  Hg.  Complete  respiratory  compensa- 
tion with  resultant  normal  values  of  pH 
occurred  in  38  per  cent  of  the  73  blood 
samples  with  decreased  values  for  carbon 
dioxide  content  and  buffer  base. 

The  metabolic  component  of  bank  blood, 
namely,  the  hydrogen  ion  supplied  by  the 
citric  acid,  can  be  effectively  buffered  by  the 
extensive  buffering  mechanisms  of  the  blood, 
interstitial  fluid,  and  intracellular  water,  all 
of  which  are  in  equilibrium  with  each  other. 
The  efficacy  of  the  blood  buffers  alone  is 
shown  by  the  fact  that  it  requires  more  than 
1,300  ml.  of  0.05  normal  hydrochloric  acid 
to  change  the  pH  of  5.5  L.  of  blood  from 
7.35  to  7. 

A third  factor  in  the  prevention  of  unto- 
ward effects  from  the  administration  of  large 
quantities  of  bank  blood  is  adequate  warm- 
ing of  the  blood.  Maintenance  of  a normal 
body  temperature  has  two  important  cir- 
culatory effects:  (1)  the  elimination  of  ven- 

tricular fibrillation  resulting  from  lowering 
of  body  temperatures  to  values  below  30  or 
32  C.  and  (2)  a reduction  in  the  incidence  of 
metabolic  acidosis  produced  by  the  dele- 
terious effects  of  hypothermia  on  tissue  per- 
fusion and  oxygenation. 

Effect  of  shock.  In  conditions  of 
shock  a second  fixed  acid,  excess  lactic  acid, 
is  added  to  the  blood  of  the  patient.  The 
respiratory  compensatory  mechanisms  and 
the  extensive  system  of  blood  and  tissue 
buffers  are  as  important  in  combating  the 
increased  hydrogen  ion  concentration  from 
this  source  as  in  the  case  of  citric  acid. 
Under  these  circumstances,  however,  the 
compensatory  facilities  of  the  body  are 
usually  taxed  to  the  point  where  main- 
tenance of  a normal  level  of  pH  is  no  longer 
possible.  In  the  present  series  compensa- 
tion was  adequate  enough  to  prevent 
reduction  of  pH  below  a minimum  value  of 
7.18,  in  contrast  to  levels  below  7 in  the 
animal  fatalities  recorded  by  Nahas. 

Results 

Correction  of  hypovolemia  by  blood  and 
plasma  restored  the  acid-base  balance  to 
normal  in  all  but  2 patients.  One  of  these 
patients  required  insulin  for  uncontrolled 
diabetes  mellitus,  and  the  other  expired  in 
the  operating  room  from  uncontrollable 


hemorrhage.  Improvement  in  the  metabolic 
status  associated  with  replacement  therapy 
can  be  attributed  to  several  factors.  With 
adequate  tissue  perfusion  the  production  of 
excess  lactate  ceases,  thus  removing  a large 
source  of  hydrogen  ion.  In  addition  the 
elevation  of  blood  pressure  facilitates  re- 
moval of  the  excess  lactate  by  the  liver.  A 
third  factor,  the  sodium  citrate  of  bank 
blood,  is  in  itself  an  effective  source  of 
sodium  bicarbonate.  Ten  units  of  bank 
blood  yield  178  mEq.  of  sodium,  an  amount 
equal  to  that  found  in  four  ampules  of 
sodium  bicarbonate. 

Conclusion 

The  results  obtained  in  the  present  series 
seem  to  indicate  that  the  major  cause  of 
metabolic  acidosis  in  hypovolemic  states  due 
to  whole  blood  or  plasma  loss  is  inadequate 
tissue  perfusion  leading  to  hypoxia, 
anaerobic  carbohydrate  metabolism,  and 
the  production  of  excess  lactic  acid.  With 
the  possible  exception  of  a pre-existing 
metabolic  acidosis,  other  exogenous  and  en- 
dogenous factors  do  not  appear  to  affect  the 
metabolic  status  of  the  patient  to  any 
appreciable  extent.  In  the  absence  of  shock, 
the  administration  of  large  quantities  of 
acid  bank  blood  does  not  result  in  metabolic 
acidosis.  On  the  contrary,  correction  of 
severe  hypovolemia  by  massive  blood  re- 
placement results  in  restoration  of  a normal 
acid-base  balance.  In  conclusion,  it  is 
important  to  emphasize  the  role  of  adequate 
ventilation  in  the  maintenance  of  safe 
levels  of  pH  during  shock  and  massive  blood 
replacement. 
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TABLE  VII.  Results  of  measurement  of  ACD  bank  blood 


Perfusion 

Medium 

Number  of 
Patients 

pH 

Base  Excess 
(mEq.  per  liter) 

Heparin  blood 

34 

7.28 

-9.1 

(7.18  to  7.31) 

(-7.0  to  -12.5) 

ACD  blood 

35 

6.93 

-21.9 

(6.84  to  6.97) 

(-20  to  -23) 

ACD  blood  plus  THAM* 

35 

7.50 

-2.9 

(7.33  to  7.77) 

(-7.0  to  +4.0) 

* 100  mM. 


tate  during  anaerobic  metabolism.  I.  Effects  of  infusion  of 
pyruvate  or  glucose  and  of  hyperventilation,  J.  Clin.  Invest. 
37:  244  (Feb.)  1958. 

Discussion 

Gabriel  G.  Nahas,  M.D.,  New  York 
City.  The  results  of  measurements  we  have 
made  at  Presbyterian  Hospital  on  ACD 
bank  blood,  collected  in  standard  National 
Institutes  of  Health  solution,  differ  markedly 
from  those  reported  by  Dr.  Schweizer  and 
Dr.  Howland.  Two  days  after  collection, 
bank  blood  has  a negative  base  excess  or  a 
base  deficit  of  20  mEq.  per  liter  (Table  VII). 
This  value  was  derived  by  the  method  of 
Astrup4  from  the  pH  of  whole  blood  and  the 
pH  of  whole  blood  equilibrated  at  2 known 
carbon  dioxide  tensions.  Negative  base 
excess,  a measure  of  the  deficit  of  base  or 
excess  of  fixed  acid  present  in  blood,  is  a new 
concept  introduced  by  Astrup  for  the  as- 
sessment and  correction  of  acid -base  balance 
in  patients.  It  is  meaningless  to  speak  of  a 
“normal  acid-base  balance”  in  patients  or  in 
blood  without  giving  a figure  for  base  excess 
or  a comparable  measurement.  Further- 
more, the  accuracy  of  our  figures  (20  mEq. 
per  liter  excess  of  acid)  has  been  confirmed 
by  the  fact  that  the  addition  of  30  mM.  of 
THAM  or  of  15  mM.  of  sodium  carbonate 
per  liter  of  bank  blood  will  correct  the 
negative  base  excess  and  restore  a truly 
normal  acid-base  balance.  The  values  ob- 
tained in  our  laboratory  for  bicarbonate  in 
bank  blood  are  much  lower  than  those  re- 
ported by  Dr.  Schweizer  and  Dr.  Howland, 
15  mEq.  per  liter  instead  of  20.  We  measured 
the  pH  of  blood  at  37.5  C.  on  a Knick  pH 
meter  and  a Sanz  micro  glass  electrode. 
The  carbon  dioxide  content  of  plasma  was 
determined  with  a micro  Van  Slyke  formula, 
and  the  bicarbonate  was  calculated  with  the 
Henderson-Hasselbalch  equation. 

To  state  that  the  acidity  of  bank  blood  is 
due  to  high  carbon  dioxide  tension  is  to  con- 


fuse the  cause  and  the  effect.  Indeed,  the 
increase  in  such  tension  occurs  because  of  the 
addition  to  the  blood  of  an  acid  stronger 
than  carbonic  acid,  with  a resulting  dis- 
placement of  free  carbon  dioxide.  Further- 
more, on  the  basis  of  the  data  from  bank 
blood  presented,  it  cannot  be  the  case  that 
“the  metabolic  component  of  bank  blood, 
represented  by  values  for  bicarbonate  and 
carbon  dioxide  content,  shows  only  a 
moderate  decrease  from  normal  values.” 
A cursory  examination  of  the  Singer  - 
Hastings  nomogram  assuming  normal  hemo- 
globin does  indicate  an  abnormally  low  value 
for  buffer  base.  In  this  respect  it  is  very 
difficult  to  interpret  the  figures  reported  be- 
cause the  methods  used  are  neither  clearly 
nor  completely  described. 

Dr.  Schweizer  and  Dr.  Howland  contrast 
results  from  my  own  experiments  performed 
on  animals  in  shock  with  results  which  were 
stated  to  be  observed  in  patients  “in  the 
absence  of  shock.”  No  meaningful  com- 
parison can  be  made  between  data  obtained 
under  such  different  conditions.  My 
experiments  were  designed  to  illustrate  the 
danger  of  overwhelming  compensating 
mechanisms  by  a massive  transfusion  of 
fixed  acid  in  an  organism  in  shock.  Dr. 
Schweizer  and  Dr.  Howland’s  observation 
that  2 patients  in  the  series  did  not  survive 
massive  transfusion  of  ACD  blood  is  an 
illustration  of  the  relevance  of  our  experi- 
mental work. 

That  most  patients  tolerate  large  trans- 
fusions of  ACD  blood  well  is  universally 
known.  Man  has  indeed  a very  large  buf- 
fering capacity  in  blood  as  well  as  in  tissues 
and  compensating  mechanisms  which  can 
be  improved  by  mechanical  hyperventila- 
tion. However,  compensation  implies  dis- 
equilibrium and  departure  from  normal 
values.  In  this  respect  recent  studies  made 
at  Presbyterian  Hospital  by  W.  H.  Fleming 
M.D.,  and  Paul  H.  Gerst,  M.D.,  indicate 
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TABLE  VIII.  Comparison  of  patients  transfused  with  titrated  ACD  and  with  heparinized  blood 


Patients- 


Blood  in  Pump 

Number 

Treated 

with 

THAM 

Length  of 
Perfusion 
(Minutes) 

pH 

Start  End 

Carbon  Dioxide 

Tension - 

Start  End 

Base  Excess 
(mEq.  per  liter) 
Start  End 

Heparin 

11 

82 

7.38 

7.31 

32 

39 

-4.2 

-5.7 

(32  to  224) 

(7.24 

(7.24 

(25  to 

(32  to 

(-8.8  to 

(-10.0  to 

to 

to 

49) 

46) 

+ 1.0) 

+3.0) 

7.47) 

7.37) 

Heparin 

23 

23 

114 

7.31 

7.32 

34 

39 

-7.8 

-4.5 

(23  to  206) 

(7.21 

(7.19 

(23  to 

(32  to 

(-3.0  to 

(0  to 

to 

to 

45) 

52) 

-13) 

-11.7) 

7.40) 

7.42) 

ACD  plus  THAM* 

35 

24 

126 

7.39 

7.35 

32 

42 

-4.2 

-1.0 

(42  to  265) 

(7.25 

(7.25 

(17  to 

(34  to 

(-10.2  to 

( — 5.8  to 

to 

to 

51) 

65) 

+ 2.0) 

+ 4.0) 

7.54)  7.43) 

* 100  mM. 


that  the  fibrillation  threshold  in  the  dog  is 
significantly  lowered  in  the  presence  of  a me- 
tabolic acidosis  whether  or  not  it  is  compen- 
sated by  a normal  pH  achieved  through 
lowering  of  carbon  dioxide  tension. 

Therefore,  it  may  be  premature  to 
generalize  and  state  that  massive  blood 
transfusions  of  ACD  blood  (with  a base 
deficit  of  20  mEq.  per  liter)  will  not  alter 
acid-base  balance  in  man  and  can  be  per- 
formed without  danger  to  the  patient.  As  a 
consequence,  at  Presbyterian  Hospital,  in 
patients  undergoing  total  body  perfusion 
during  cardiac  surgery,  the  acid  load  of  the 
ACD  blood  is  first  titrated  with  buffers. 
Up  to  the  present  time,  acid-base  balance  has 
been  studied  in  80  cases  with  the  pump 
oxygenator  filled  with  ACD  blood  previously 
titrated  with  THAM  and  recalcified.  In- 
deed, we  did  not  dare  impose  the  added  stress 
of  an  “addition”  acidosis  which  would  have 
occurred  if  untitrated  ACD  blood  had  been 
used.  At  the  end  of  the  operation  these 
patients,  who  in  some  instances  required 
additional  titration  during  the  procedure, 
had  an  acid-base  balance  close  to  normal, 
that  is  to  say  pH  7.4,  carbon  dioxide  tension 


40,  and  negative  base  excess  less  than  4 
mEq.  per  liter.  These  results  compare  very 
favorably  with  those  of  patients  perfused 
with  heparinized  blood  (Table  VIII).  In 
addition,  patients  perfused  with  ACD  ti- 
trated blood  maintained  a normal  kidney 
function.  The  only  abnormal  picture  ob- 
served was  a lowering  of  factor  5,  although 
no  abnormal  bleeding  was  noted.  On  the 
basis  of  these  clinical  observations,  I believe 
that  massive  blood  transfusion  with  ACD 
blood  should  be  accompanied  by  administra- 
tion of  buffers  and  of  calcium.  Furthermore, 
a unit  of  frozen  plasma  or  of  fresh  blood 
should  be  available  to  cope  with  any  abnor- 
mal bleeding  which  might  develop. 

Bibliography 

Andersen,  O.  S.,  Engel,  K.,  Jorgensen,  K.,  and  Astrup,  P.: 
A micro  method  for  determination  of  pH,  carbon  dioxide 
tension,  base  excess  and  standard  bicarbonate  in  capillary 
blood,  Scand.  J.  Cbn.  & Lab.  Invest.  12:  172  (1960). 

Bunker,  J.  P.,  Bendixen,  H.  H.,  and  Murphy,  A.  J.:  Hemo- 
dynamic effects  of  intravenously  administered  sodium 
citrate.  New  England  J.  Med.  266:  372  (Feb.  22)  1962. 

Malm,  J.  R.,  et  al.:  The  use  of  ACD  blood  titrated  with 
THAM  in  extracorporeal  circulation,  Tr.  Am.  Soc.  Artif. 
Int.  Organs,  1963,  vol.  9,  p.  216. 

Smith,  L.  L.,  and  Moore,  F.  D.:  Refractory  hypotension 
in  man — is  this  irreversible  shock?,  ibid.  267 : 733  (Oct.  11) 
1962. 


248  New  York  State  Journal  of  Medicine  / January  15.  1964 


Respiratory  Virus 
Isolation  and 
Identification  in 
New  York  State, 
1962  to  1963 

Preliminary  Report 

RUDOLF  DEIBEL,  M.D. 

Albany,  New  York 
CLAIRE  P.  DUCHARME,  M.A. 

Albany,  New  York 
JACK  C.  JACOBS,  B.S. 

Albany,  New  York 
SOPHIA  M.  COHEN,  B.S. 

Albany,  New  York 

From  the  Division  of  Laboratories  and  Research, 
State  of  New  York  Department  of  Health 

A study  of  respiratory  diseases  in  children 
in  the  Albany  area  was  undertaken  to 
determine  the  incidence  of  infections  caused 
by  various  viral  agents.  Such  information 
was  scant,  since  by  the  routine  procedures 
in  the  diagnostic  services  offered  by  the 
State  of  New  York  Division  of  Laboratories 
and  Research,  influenza  and  adenoviruses 
had  been  isolated,  but  only  one  of  the  more 
recently  recognized  viral  respiratory  agents, 
parainfluenza  1,  had  been  recovered.  The 
more  recently  discovered  agents,  the  parain- 
fluenzas, respiratory  syncytial  virus,  and 
rhinoviruses,  are  responsible  for  a large 
segment  of  respiratory  infections.1-3 
Knowledge  of  their  occurrence  in  the 
community  is  useful,  particularly  in  the  face 
of  an  anticipated  outbreak  of  influenza  A2 
infections,  which  occurred  during  the  winter 
of  1962  to  1963.  Differentiation  of  true 
influenza  from  influenza-like  disease  caused 
by  other  respiratory  viruses  aids  in  the 
perspective  of  the  epidemiologic  situation 
and  is  therefore  both  of  public  health  and  of 
clinical  interest. 


an  examination  was  made  of  168  specimens 
from  patients  of  all  ages  with  respiratory 
disease  from  October,  1962,  until  June,  1963. 
Of  32  virus  strains  isolated,  there  were  13 
influenza  A2;  6 parainfluenza  of  types 

1,  2,  and  3;  5 respiratory  syncytial;  2 

adenovirus;  2 herpes  simplex;  1 ECHO  11; 
and  3 unidentified.  The  pattern  of  virus 
isolation  suggested  that  an  outbreak  of 
respiratory  syncytial  virus  infection  oc- 
curred in  the  Albany  area  prior  to  the  ap- 
pearance of  influenza  A2.  Unfrozen  speci- 
mens taken  within  three  days  of  onset  and 
received  at  the  laboratory  within  a few  hours 
of  collection  are  important  for  optimal  isola- 
tion rates. 


The  laboratory  procedures  in  this  study 
included  isolation  of  viruses  and  detection 
of  antibody  in  patients’  sera  by  different 
methods.  This  preliminary  report  deals 
primarily  with  the  methods  and  results  of 
virus  isolation  procedures  and  the  factors 
influencing  the  isolation  rate.  Clinical  and 
epidemiologic  data  are  also  considered  in 
relation  to  the  viruses  isolated.  Ways  were 
sought  to  improve  the  chances  of  isolating 
a virus,  and  for  this  purpose  all  specimens 
received  from  patients  with  respiratory 
diseases  were  included,  irrespective  of  the 
age  of  the  patient.  Various  cell  cultures 
were  used,  and  different  methods  of  handling 
the  specimens  were  compared. 

Materials  and  methods 

The  cell  cultures  and  the  maintenance 
media  used  are  listed  in  Table  I.  Em- 
bryonated  hens’  eggs  were  inoculated  intra- 
amniotically  after  ten  days  of  preliminary 
incubation.  Throat  and  nasal  swab  cultures 
were  placed  immediately  into  5 ml.  of 
Hanks’  BSS  (balanced  salt  solution)  con- 
taining 0.5  per  cent  gelatin  and  300  units  of 
penicillin  and  300  micrograms  of  strepto- 
mycin per  milliliter.  In  a few  instances,  1 
per  cent  skim  milk  was  used  instead  of  gela- 
tin. Throat  washings  were  taken  with  5 
ml.  of  equal  parts  of  broth  salt  and  skim 
milk.  The  washings  were  centrifuged  for 
fifteen  minutes  at  1,000  G at  4 C.  Peni- 
cillin and  streptomycin  were  added  to  give  a 
final  concentration  of  1,000  units  and  1,000 
micrograms  per  milliliter  respectively. 
Tissue  was  ground  in  a mortar,  and  equal 
parts  of  broth  salt  and  skim  milk  were  added 
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TABLE  I.  Cell  cultures 


Approx- 

imate 


Type  of  Cell Maintenance  Medium* pH 

Primary  monkey  kidney  Medium  199  in  Hanks’  BSS;  15  per  cent  TPB  7.3 

Secondary  human  amnion  Medium  199  in  Hanks’  BSS;  15  per  cent  TPB  7 . 3 

HeLa  Medium  199  in  Hanks’  BSS;  15  per  cent  TPB;  and  5 per  cent 

calf  serum  7 . 3 

H.Ep.  2 Eagle’s  medium;  3 per  cent  chick  serum  7 . 3 

HELf  Eagle’s  medium;  3 per  cent  chick  serum  7.3 

WI-26**  Medium  199  in  Hanks’  BSS;  2 per  cent  fetal  bovine  serum  with 

0.09  per  cent  sodium  bicarbonate  7.0 


* Penicillin,  100  units,  and  streptomycin,  100  micrograms  per  milliliter,  were  added  to  all  media.  Sera  were  inactivated  for 
thirty  minutes  at  56  C.  BSS:  Balanced  salt  solution.  TPB:  Tryptose  phosphate  broth. 

t Continuous  cell  line  of  human  embryonic  lung  cells  obtained  through  the  courtesy  of  E.  Davis,  M.D.,  Communicable 
Disease  Center,  U.S.  Public  Health  Service,  Phoenix,  Arizona. 

**  Diploid  human  embryonic  lung  cell  strain  purchased  from  Microbiological  Associates,  Bethesda,  Maryland. 


to  make  a 10  per  cent  suspension.  Centrif- 
ugation and  antibiotic  treatment  were 
carried  out  as  described. 

Specimens  were  obtained  in  two  ways. 
Some  were  submitted  for  routine  viral 
diagnosis  on  the  initiative  of  physicians  in 
Upstate  New  York  and  were  usually  shipped 
by  mail.  For  these  specimens,  called  “rou- 
tine specimens,”  shipping  in  the  frozen  state 
or  under  refrigeration  was  recommended. 
Others  were  obtained  by  special  arrange- 
ment with  a few  physicians  in  the  Albany 
area,  with  the  outpatient  clinic  of  the  De- 
partment of  Pediatrics  of  the  Albany  Med- 
ical Center  Hospital,  and  with  a few  county 
health  officers.  These  specimens  were 
brought  to  the  laboratory  by  car  or 
messenger  immediately  after  collection  and 
are  referred  to  as  “special  specimens.” 

Isolation  procedures.  Continuous  cell 
cultures  were  inoculated  three  to  five  days 
after  seeding  in  16  by  125  mm.  tubes,  pref- 
erably when  the  cell  sheets  were  incomplete. 
Primary  cells  were  used  eight  to  ten  days 
after  seeding.  Each  specimen  was  tested  in 
monkey  kidney  cell  cultures  and  at  least  two 
other  cell  culture  systems.  If  sufficient 
material  was  available,  eggs  were  inoculated 
intra-amniotically  and  the  specimen  was  also 
tested  in  the  diploid  human  embryonic  cells, 
WI-26.  Unless  otherwise  stated,  each  cell 
culture  was  inoculated  with  0.2  ml.  of  the 
specimen  and  incubated  at  35  C.  in  station- 
ary racks.  Some  of  the  specimens  were 
inoculated  into  monkey  kidney  cells  which 
were  incubated  in  a roller  drum  rotating  at 
12  revolutions  per  hour.  All  WI-26  cultures 
were  incubated  at  33  C.  in  a roller  drum  un- 
der the  conditions  optimal  for  rhino  virus. 3 
The  cultures  were  kept  for  seven  or  eight 
days,  except  the  WI-26  cultures,  which  were 
held  for  fourteen  days  and  observed  for 


CPE  (cytopathic  effects).  Fluids  were 
changed  at  least  twice  weekly.  Hemadsorp- 
tion tests  with  guinea  pig  red  blood  cells 
were  performed  at  the  end  of  the  incubation 
period,  and  the  cell  culture  fluids  were  tested 
for  hemagglutinating  activity  with  chicken 
and  guinea  pig  red  blood  cells.  Negative 
specimens  were  passed  once  in  the  same  type 
of  cells  except  the  specimens  tested  in  WI-26 
cells,  with  which  blind  passages  were  not 
made. 

Embryonated  eggs  were  inoculated  intra- 
amniotically  with  0.2-ml.  amounts  of  the 
specimen.  The  amnio  tic  fluid  was  harvested 
after  a four-day  incubation  at  35  C.  and 
tested  for  hemagglutination.  Two  blind 
passages  were  performed  with  negative 
specimens. 

Virus  identification.  Nonhemadsorb- 
ing  or  nonhemagglutinating  viruses  that 
induced  CPE  were  identified  by  neutraliza- 
tion tests.  Identification  of  hemadsorbing 
and  hemagglutinating  agents  was  achieved 
by  hemadsorption-  and  hemagglutination- 
inhibition  tests. 

Neutralization  tests  were  performed  with 
a virus  test  dose  containing  an  estimated 
100  TCID5o  (tissue  culture  50  per  cent 
infective  doses)  and  fourfold  serial  dilutions 
of  specific  immune  sera  produced  in  ferrets 
with  myxoviruses  and  respiratory  syncytial 
virus  or  in  rabbits  with  adenoviruses  or 
ECHO  viruses.  Normal  serum  was  in- 
cluded as  a control.  The  virus-serum  mix- 
tures were  incubated  for  one  hour  at  room 
temperature  before  inoculation  of  two  or 
three  tubes  of  cell  cultures  per  dose.  Identi- 
fication was  based  on  the  CPE  on  the  day 
the  virus  control  titration  showed  that  the 
test  dose  contained  100  TCID50. 

Hemagglutination-inhibition  tests  were 
done  with  allantoic  or  cell  culture  fluids  and 
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TABLE  II.  Specimens  tested  and  viruses  isolated  in  relation  to  time  specimens  were  received 


Inclusive 

Dates 

- — Number  of  Specimens  Tested — 
Total  Negative  Positive 

. — . St i*Qin  TcaIo 

' Ollalll  loUidlctl 

Type  of  Virus 

Number 

October,  1962 

1 to  15 

8 

8 

0 

16  to  31 

11 

11 

0 

November,  1962 

1 to  15 

8 

7 

1 

Unidentified* 

1 

16  to  30 

3 

2 

1 

Herpes  simplex 

1 

December,  1962 

1 to  15 

8 

6 

2 

Parainfluenza  type  1 

2 

16  to  31 

4 

2 

2 

Parainfluenza  type  2 

1 

Respiratory  syncytial 

1 

January,  1963 

1 to  15 

8 

6 

2 

Adenovirus 

1 

Parainfluenza  type  3 

1 

16  to  31 

7 

4 

3 

Respiratory  syncytial 

2 

Influenza  A2 

1 

February,  1963 

1 to  14 

21 

17 

4 

Parainfluenza  type  3 

1 

Respiratory  syncytial 

2 

Unidentified 

1 

15  to  28 

28 

21 

7 

Influenza  A2 

6 

Parainfluenza  type  2 

1 

March,  1963 

1 to  15 

29 

22 

7 

Adenovirus 

1 

Influenza  A2 

6 

16  to  31 

11 

9 

2 

ECHO  11 

1 

Herpes  simplex 

1 

April,  1963 

1 to  15 

3 

3 

0 

16  to  30 

2 

2 

0 

May,  1963 

1 to  15 

4 

4 

0 

16  to  31 

2 

2 

0 

June,  1963 

1 to  15 

10 

9 

1 

Unidentified* 

1 

16  to  30 

1 

1 

0 

* Tentatively  rhino  virus. 


chick  or  guinea  pig  red  blood  cells,  as  indi- 
cated by  previous  data.  To  remove  non- 
specific inhibitors,  ferret  sera  were  pretreated 
with  trypsin  and  periodate  or  with  kaolin, 
followed  by  adsorption  with  erythrocytes. 

Hemadsorption-inhibition  tests  were  per- 
formed with  guinea  pig  red  blood  cells. 
Tests  were  done  in  duplicate  on  the  day 
when  controls  showed  strong  hemadsorption, 
that  is,  at  least  50  per  cent  of  the  cell  sheets 
covered  by  red  blood  cells. 

SV5  rabbit  serum*  was  included  in  some 
tests,  both  hemagglutination-inhibition  and 
hemadsorption-inhibition,  to  detect  the  pos- 
sible presence  of  myxovirus  derived  from  the 
monkey  kidney  cells. 

Results 

We  examined  168  specimens  from  patients 

* Obtained  from  Microbiological  Associates,  Bethesda, 
Maryland. 


of  all  ages  with  respiratory  disease.  From  a 
listing  of  the  specimens  by  month  of  sub- 
mission, it  appeared  that  scattered  cases  of 
respiratory  infections  occurred  from  October, 
1962,  until  January,  1963,  followed  by  an 
increase  in  February  and  March  and  an 
abrupt  decline  by  April  (Table  II).  Thirty- 
two  virus  strains  were  isolated.  Thirteen 
strains  were  influenza  A2  viruses.  Twelve 
of  these  were  isolated  within  a four-week 
period  in  February  and  March.  Five  res- 
piratory syncytial  virus  strains  were  re- 
covered, four  within  a month’s  interval 
preceding  the  influenza  A2  outbreak.  The 
other  viruses,  including  six  parainfluenza 
strains  of  types  1,  2,  and  3,  were  with  one 
exception  scattered  over  a five-month  period. 
Two  parainfluenza  1 strains  were  recovered 
simultaneously  from  siblings.  One  strain 
of  ECHO  11  virus,  two  strains  tentatively 
identified  as  rhinovirus,  and  one  unidentified 
virus  were  also  recovered. 
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TABLE  III.  Signs  and  symptoms  of  illness  in  patients  from  whom  viruses  were  isolated 


Signs  or 
Symptoms* 

Influenza  A2 
(13  Cases) 

Parainfluenza 
(6  Cases) 

1 ypc  OI  V liUb  | 

Respiratory 
Syncytial 
Virus 
(5  Cases) 

Adenovirus 
(2  Cases) 

Virus 

Unidentified 
(3  Cases) 

Rhinitis 

5 

3 

3 

1 

2 

Pharyngitis 

7 

3 

3 

1 

2 

Laryngitis 

1 

1 

0 

0 

1 

Tracheitis 

4 

3 

0 

0 

0 

Bronchitis 

0 

1 

0 

0 

0 

Bronchiolitis 

0 

0 

1 

0 

0 

Bronchopneumonia 

0 

0 

1 

0 

0 

Pneumonia 

1 

0 

0 

0 

0 

Fever** 

10 

5 

3 

1 

0 

<102  F. 

3 

3 

3 

1 

0 

>102  F. 

7 

2 

0 

0 

0 

Cough 

9 

5 

4 

1 

1 

Otitis  media 

0 

1 

3 

0 

0 

Conjunctivitis 

0 

1 

0 

2 

1 

* The  clinical  data  were  taken  from  histories  supplied  by  physicians. 

t Not  included  in  this  table  are  2 cases  of  herpes  simplex  and  1 case  of  ECHO  11  virus.  Both  patients  with  herpes  simplex 
had  pneumonia,  and  1 had  fever  (less  than  102  F.)  The  patient  with  ECHO  11  virus  had  pharyngitis  and  tonsillitis  and  a 
cough. 

**  The  status  of  fever  was  not  reported  in  2 patients  with  influenza  A2. 


TABLE  IV.  Number  of  specimens  tested  and  viruses  isolated  in  relation  to  age  of  patient 


Virus  Isolated 

6 Months 
or  Less 

7 Months 
to  2 Years 

3 to  6 
Years 

7 to  14 
Years 

15  to  25 
Years 

Over  25 
Years 

Influenza  A2 
Parainfluenza 

0 

2 

2 

0 

4 

5 

Type  1 

0 

1 

1 

0 

0 

0 

Type  2 

0 

1 

0 

1 

0 

0 

Type  3 

1 

1 

0 

0 

0 

0 

Respiratory  syncytial 

0 

5 

0 

0 

0 

0 

Adenovirus 

0 

0 

2 

0 

0 

0 

Herpes  simplex 

0 

0 

0 

0 

0 

2 

ECHO  11 

0 

0 

0 

0 

1 

0 

Unidentified 

0 

2* 

0 

0 

0 

1 

Nonef 

9 

17 

15 

21 

17 

43 

— 

— 

— 

— 

— 

— 

Totals 

10 

29 

20 

22 

22 

51 

* Tentatively  identified  as  rhinovirus. 

t Specimens  of  14  additional  patients  whose  ages  were  not  given  were  negative  for  virus. 


Symptoms  in  the  cases  from  which  viruses 
were  recovered  were  usually  not  severe 
(Table  III).  The  lower  respiratory  tract 
was  involved  in  only  a few  cases.  In  2 
of  them  in  which  respiratory  syncytial  virus 
was  found,  low-grade  fever  was  observed. 
Higher  fever  was  more  frequently  reported 
in  influenza  A2  infections.  Tracheitis  and 
laryngitis  were  with  one  exception  diagnosed 
only  in  the  cases  from  which  influenza  or 
parainfluenza  viruses  were  recovered.  Two 
herpes  simplex  strains  were  isolated  from 
elderly  persons  suffering  from  cancer;  in 
these  cases  we  believe  that  the  presence  of 
the  virus  was  not  associated  with  the 
pneumonic  symptoms. 


The  more  recently  discovered  respiratory 
viruses  were  recovered  in  infants  and 
children  (Table  IV).  Respiratory  syncytial 
viruses  were  found  only  in  specimens  from 
patients  seven  months  to  two  years  of  age. 
Influenza  viruses  were  recovered  from  both 
children  and  adults. 

Routine  specimens  were  frequently  sub- 
mitted in  unsatisfactory  condition  or  with 
incomplete  information;  for  example,  lack- 
ing date  of  onset,  collection  date,  diagnosis 
and  signs  of  disease,  or  patient’s  age.  It  was 
found  that  the  chance  of  success  in  virus 
isolation  was  increased  considerably  when 
specimens  were  obtained  not  later  than  three 
days  after  onset  of  disease  and  received 
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TABLE  V.  Experience  with  197  respiratory  specimens  received  from  October  1,  1962  through  June  30,  1963 


Time  of  Number  of  Specimens 


Collection  and/or  Routine  Special  Virus  Isolated . 

Receipt  and  Status  (126  (71  Routine . Special . 


of  Testing 

Received)  * 

Received)  f 

Number 

Per  Cent 

Number 

Per  Cent 

Collected  on  first  to  third 
day  after  onset 

30 

50 

3 

10 

24 

48 

Received  within  6 hours 
after  collection 

52 

63 

3 

6 

20 

32 

Collected  on  first  to  third 
day  after  onset  and  re- 
ceived within  6 hours** 

15 

41 

2 

13 

21 

51 

Total  specimens  tested 

97 

71 

6 

6 

26 

37 

Not  tested  ft 

29 

0 

* Histories  were  incomplete  in  37  routine  specimens, 
t Histories  were  incomplete  in  6 special  specimens. 

**  Category  includes  cases  also  included  in  two  preceding  categories. 

ft  Specimens  could  not  be  used  because  they  were  shipped  unfrozen  or  unrefrigerated,  without  histories,  and  so  forth. 


TABLE  VI.  Isolation  rates  in  different  cell  culture  systems  and  in  embryonated  hens’  eggs 


-Specimens — 
Positive- 


Positive  Only 


Host  System 

Tested 

Negative 

Number 

Per  Cent 

in  One  System 

Tissue  cultures 

Primary  monkey  kidney 

168 

151 

17 

10 

6 

Secondary  human  amnion 

105 

101 

4 

4 

0 

HeLa 

81 

81 

0 

0 

0 

H.Ep.  2 

27 

23 

4 

15 

0 

HEL 

76 

69 

7 

10 

2 

WI-26 

64 

59 

5 

8 

3 

Embryonated  eggs 

146 

131 

15 

10 

8 

within  six  hours  after  collection.  These 
conditions  were  seldom  fulfilled  with  the 
routine  specimens.  Thus  the  total  isolation 
rate  was  only  6 per  cent  with  routine  speci- 
mens in  contrast  to  37  per  cent  with  the 
special  specimens  (Table  V). 

Among  the  different  culture  systems 
tested,  isolation  rates  were  higher  in  monkey 
kidney  cells,  HEL  cells,  WI-26  cultures, 
and  embryonated  eggs  than  in  the  human 
amnion  and  HeLa  cells  tested;  and,  more 
important,  19  strains  were  recovered  in  only 
one  of  the  better  test  systems  (Table  VI). 
Of  the  remaining  strains,  7 were  isolated  in 
two,  5 in  three,  and  1 in  four  different  culture 
systems.  In  three  instances,  viruses  could 
be  isolated  only  in  WI-26  cells  under  the 
conditions  for  isolation  of  rhinovirus.  One 
was  identified  as  ECHO  11;  the  others 
appear  to  belong  to  the  rhinovirus  group 
insofar  as  they  have  been  tested.  Of  the 
different  kinds  of  specimens  submitted, 
either  routine  or  special,  throat  swabs 
yielded  the  greatest  number  of  virus  iso- 
lates (Table  VII). 


Comment 

During  the  period  October,  1962,  through 
June,  1963,  various  respiratory  viruses  were 
recovered.  Unfortunately,  paired  sera  were 
obtained  from  only  a few  of  the  patients 
from  whom  virus  strains  were  isolated. 
Conclusive  evidence  of  the  causal  role  of  the 
virus  isolates  is  therefore  lacking.  How- 
ever, from  the  epidemiologic  and  clinical 
data,  certain  tentative  conclusions  may  be 
drawn. 

The  slight  increase  of  respiratory  diseases 
from  October,  1962,  to  January,  1963,  was 
apparently  caused  by  different  types  of 
virus.  At  the  end  of  this  period,  we  found 
evidence  of  a local  outbreak  of  respiratory 
syncytial  virus  infections.  Adenovirus, 
parainfluenza,  and  respiratory  syncytial 
viruses  were  recovered  from  children’s 
specimens.  They  may,  however,  also  have 
caused  respiratory  illness  in  adults.  Since 
infections  with  these  agents  in  adults  are 
usually  reinfections,  the  symptoms  are 
often  mild,  and  the  patient  is  not  attended 
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TABLE  VII.  Comparison  of  various  kinds  of  specimens  with  their  yield  of  viruses 


Kind  of 
Specimen* 

Number  of  Specimens 
Nega-  Posi- 

Total  tive  tive 

Influenza 

A2 

Para- 

influenza 

Viruses  Isolated 

Respiratory  Adeno-  Herpes 
Syncytial  virus  Simplex 

ECHO 

11 

Unidentified 

Throat  swab 

80 

56 

24 

10 

4 

3 

2 

1 

1 

3f 

Throat  washing 

30 

28 

2 

1 

0 

0 

0 

1 

0 

0 

Nasal  washing 
N asophary  ngeal 

5 

4 

1 

1 

0 

0 

0 

0 

0 

0 

swab 

26 

21 

5 

1 

2 

2 

0 

0 

0 

0 

* Not  included  are  the  following  specimens,  all  of  which  were  negative  for  virus: 6 from  nasal  swabs,  18  from  lung  tissue,  and 
3 from  sputum. 

t Two  tentatively  identified  as  rhinovirus. 


by  a physician.  These  facts  may  explain 
the  failure  to  isolate  such  viruses  from  adults. 

The  first  influenza  virus  was  isolated  in 
January  from  a person  who  became  sick 
immediately  after  returning  from  an  out-of- 
state  area  in  which  there  was  an  influenza 
epidemic.  Four  weeks  later  an  influenza 
outbreak  began  in  our  district  and  lasted  for 
about  four  weeks.  This  epidemic  was 
preceded  by  a series  of  cases  of  respiratory 
syncytial  virus  infections.  Since  there  ap- 
peared to  be  no  overlap  between  the  two 
events,  one  is  tempted  to  speculate  whether 
or  not  this  reflects  some  kind  of  field  inter- 
ference between  the  two  viruses. 

High  febrile  reactions  were  noted  more 
frequently  in  patients  from  whom  influenza 
virus  was  isolated  than  in  patients  from 
whom  the  other  viruses  were  recovered,  but 
otherwise  there  were  no  significant  differ- 
ences in  the  clinical  picture. 

An  evaluation  of  technical  procedures 
showed  that  collection  of  the  specimen 
within  three  days  of  onset  and  a shipment 
time  not  exceeding  six  hours  were  optimal 
for  the  isolation  of  virus.  Under  these 
conditions,  special  specimens  yielded  an  iso- 
lation rate  of  over  50  per  cent  in  contrast  to 
the  rate  with  routine  specimens,  which  was 
only  13  per  cent.  Routine  specimens  were 
usually  frozen;  special  specimens  were 
refrigerated  but  not  frozen  before  inoculation 
into  cell  cultures  or  eggs.  If  the  optimal 
conditions  of  collection  and  shipment  are 
met,  refrigeration  of  the  specimens  rather 
than  freezing  may  be  a third  condition  which 
should  be  fulfilled  for  the  best  results. 

The  majority  of  the  special  specimens  and 
only  a small  fraction  of  the  routine  speci- 
mens were  obtained  under  optimal  con- 
ditions. This  is  reflected  in  the  over-all 
isolation  rates  in  these  groups  of  37  per  cent 
versus  6 per  cent.  Study  of  the  routine 
specimens  added  no  significant  information 


to  that  provided  by  the  study  of  the  special 
specimens.  We  conclude  from  these  data 
that  for  practical  and  economical  reasons 
all  respiratory  specimens  should  be  handled 
as  were  the  special  specimens  in  this  study. 
This  can  be  achieved  only  by  close  coopera- 
tion between  laboratory  and  physician. 

Summary 

Thirty-two  virus  strains  were  isolated 
from  patients  with  respiratory  disease  in 
New  York  State  during  nine  months,  1962 
to  1963.  They  included  adenovirus;  in- 
fluenza A2;  parainfluenza  types  1,  2,  and  3; 
respiratory  syncytial  virus;  ECHO  11; 
two  strains  tentatively  identified  as  rhino - 
virus  and  one  unidentified.  The  pattern  of 
virus  isolation  suggested  that  an  outbreak 
of  respiratory  syncytial  virus  infection 
occurred  in  the  Albany  area  prior  to  the 
appearance  of  cases  of  influenza  A2.  An 
examination  of  technical  aspects  indicated 
that  for  optimal  isolation  rates,  especially 
of  the  more  recently  recognized  respiratory 
viruses,  it  is  important  to  have  unfrozen 
specimens  taken  within  three  days  of  onset 
and  received  at  the  laboratory  within  a 
few  hours  of  collection. 
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the  choice  of  anesthesia  for  ophthalmic 
plastic  surgery  depends  on  the  age  and  general 
condition  of  the  patient,  the  type  of  operation, 
the  availability  of  an  experienced  anesthetist, 
and  the  physician’s  early  training.  The 
majority  of  operations  on  the  lids  of  adults 
can  be  done  with  local  anesthesia.  For  opera- 
tions involving  a considerable  area  of  the  lids, 
a field  block  is  preferred.  General  anesthesia 
is  used  in  ptosis  operations  on  children.  A 
good  technic  is  essential  in  retrobulbar  in- 
jection, which  otherwise  may  cause  orbital 
hemorrhage. 
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Anesthesia  for  ophthalmic  plastic  sur- 
gery which  may  involve  the  eye  and  all 
structures  in  the  orbital  area  does  not  differ 
greatly  from  anesthesia  used  for  other 
ophthalmic  surgery  with  which  all  are 
familiar.  However,  a review  of  indications 
and  anesthetic  procedures  suitable  for  oph- 
thalmic plastic  surgery  may  be  of  value. 

Many  ophthalmic  plastic  operations  can 
be  done  with  local  anesthesia,  but  for 
some,  general  anesthesia  is  definitely  indi- 
cated. Certainly  the  anesthetic  should  be 
fitted  to  the  patient,  not  the  patient  to  the 
anesthetic.  The  routine  use  of  any  anes- 
thetic procedure,  regardless  of  how  good 
it  is,  should  be  discouraged. 

Our  choice  of  the  type  of  anesthesia  is 
influenced  by  several  factors,  such  as,  the 
age  and  general  condition  of  the  patient, 
the  type  of  operation  that  is  contemplated, 
whether  or  not  an  experienced  anesthetist 
is  available,  and  the  physician’s  early 
training. 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Ophthalmology,  May  15,  1963. 


The  majority  of  operations  on  the  lids 
of  adults  can  be  done  safely  and  painlessly 
with  local  anesthesia.  Minor  operations 
such  as  the  removal  of  small  tumors  of 
the  lids,  Ziegler1  cautery  for  spastic  en- 
tropion, and  procedures  which  are  usually 
done  in  the  office  rarely  require  preanes- 
thetic medication  and  can  be  done  satis- 
factorily with  topical  anesthesia  and  in- 
filtration anesthesia  at  the  site  of  the  lesion 
or  a block  of  the  area  involved.  For  more 
extensive  procedures  done  in  the  hospital, 
preanesthetic  sedation  and  analgesia  are 
desirable.  The  dose  of  the  sedative  and 
analgesic  should  be  carefully  calculated  for 
each  individual,  taking  into  consideration 
the  type  of  operation  contemplated. 

For  operations  involving  a considerable 
area  of  the  lids  a field  block  of  the  lids  is 
easier,  more  effective,  and  less  disturbing 
than  injections  of  the  individual  nerves 
because  there  is  so  much  overlapping  and 
variation  in  the  sensory  nerve  supply  of  the 
lids.  Topical  anesthesia  of  the  eye  is  also 
necessary  if  a clamp  is  to  be  used  or  the 
conjunctiva  is  to  be  involved  in  the  opera- 
tion. Tetracaine  (Pontocaine)  hydrochlo- 
ride 0.5  per  cent  with  epinephrine  1:1,000 
is  my  choice  to  produce  topical  anesthesia. 

Technic  of  field  block 

A 3.5-  or  5-cm.,  25-gauge  needle  may  be 
used,  and  the  injection  is  started  at  the 
center  of  either  the  superior  or  inferior  or- 
bital margin,  depending  on  which  lid  is  to 
be  blocked.  The  point  of  the  needle  should 
follow  the  orbital  margin  closely  but  should 
not  penetrate  the  orbital  septum.  The 
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anesthetic  solution  used  is  lidocaine  (Xy- 
locaine)  hydrochloride  2 per  cent  with 
epinephrine  hydrochloride  1 : 100,000  and 
hyaluronidase  (Wydase),  six  turbidity  re- 
ducing units  to  each  cubic  centimeter. 
The  solution  is  injected  slowly  as  the  needle 
advances.  When  epinephrine  is  con- 
traindicated, as  for  some  elderly  patients 
and  those  with  hypertension  or  who  have 
had  a coronary  thrombosis,  the  newer 
anesthetic  agent  mepivacaine  (Carbocaine) 
hydrochloride  is  used  since  it  is  not  neces- 
sary to  use  epinephrine  or  other  vasocon- 
strictors with  it.  Mepivacaine  hydrochlo- 
ride is  of  longer  duration  but  is  otherwise 
comparable  to  lidocaine  hydrochloride. 

To  inject  along  the  curved  orbital  margin 
and  to  infiltrate  around  the  nerves  that 
emerge  from  the  orbit,  the  needle  should  be 
withdrawn  a little  and  redirected  several 
times.  The  injection  should  be  made  close 
to  the  periosteum,  and  when  injecting  the 
upper  lid  an  additional  0.5  cc.  of  the  anes- 
thetic solution  should  be  injected  in  the 
vicinity  of  the  supraorbital  notch.  The 
injection  should  be  continued  above  or 
below  the  line  of  the  palpebral  fissure, 
depending  on  which  lid  is  being  blocked. 
After  one  half  of  the  orbital  margin  is 
injected,  the  needle  is  withdrawn  until 
the  point  is  just  beneath  the  skin;  it  is  then 
redirected,  and  the  other  half  of  the  orbital 
margin  is  injected  in  the  same  manner. 

For  ptosis  operations  in  which  the  levator 
is  to  be  resected  or  the  superior  rectus 
muscle  is  to  be  used,  another  injection 
should  be  given  near  the  superior  rectus 
muscle  at  a depth  of  3 to  3.5  cm.  using  a 
3.5-cm.,  23-gauge  needle  with  a rounded 
point.  The  lid  is  held  up  with  a strabismus 
hook,  and  the  patient  is  directed  to  look 
down  as  the  injection  is  made  through  the 
conjunctiva  temporal  to  the  superior  rectus 
muscle.  The  injection  may  be  given 
through  the  skin  of  the  upper  lid  near  the 
orbital  margin,  but  an  orbital  hemorrhage 
may  occur  when  the  procedure  is  done 
blindly  through  the  lid,  since  the  superior 
rectus  muscle  or  other  vascular  tissue  may 
be  pricked  by  the  needle.  Another  injec- 
tion infiltrating  under  the  skin  of  the  lower 
lid  near  the  margin  should  be  given  if 
Frost2  sutures  are  to  be  used  to  pull  up 
the  lower  lid  and  close  the  palpebral  fissure 
to  protect  the  eye. 

Since  most  ptosis  operations  are  done  on 


children,  general  anesthesia  is  usually  in- 
dicated. For  these  the  closed  intratracheal 
method  is  considered  the  safest  and  most 
efficient  way  to  administer  the  anesthetic. 
The  anesthetist  and  equipment  are  out  of 
the  way.  It  is  not  necessary  to  hold  up  the 
jaw  to  insure  a patent  airway,  and  the 
endotracheal  airway  prevents  laryngeal 
spasm  and  provides  for  controlled  arti- 
ficial respiration.  The  level  of  anesthesia  is 
more  easily  maintained.  Moisture  is  con- 
served so  the  patient  is  less  likely  to  become 
dehydrated.  The  explosion  hazard  is 
minimized. 

For  the  repair  of  small  lacerated  wounds 
of  the  lids  an  easy,  painless  way  to  produce 
anesthesia  for  debridement  and  suturing  of 
the  wound  is  to  place  gauze  wet  with  the 
anesthetic  solution  in  the  wound.  If  the 
wounds  are  more  extensive,  injections  may 
be  given  through  the  anesthetized  sub- 
cutaneous tissue  to  infiltrate  the  area 
around  the  wound.  In  this  way  good 
anesthesia  of  the  area  is  obtained,  and  very 
little  pain  is  caused. 

When  symblepharon  has  developed  fol- 
lowing burns  of  the  eye,  topical  anesthesia, 
subconjunctival  injections,  and  in  some 
instances  a lid  block  may  be  necessary  to 
produce  satisfactory  anesthesia.  If  a 
mucous  membrane  graft  is  to  be  taken  from 
the  lip  or  cheek,  the  area  can  be  anes- 
thetized by  swabbing  with  a local  anes- 
thetic agent  and  infiltration. 

Burns,  particularly  chemical,  may  cause 
dense  opacities  of  the  cornea  necessitating 
a corneal  graft.  The  preanesthetic  prep- 
aration and  local  anesthesia  for  this  type 
of  globe  surgery  is  well  known.  However, 
since  orbital  hemorrhages  following  ret- 
robulbar injections  are  still  reported  to 
occur  more  frequently  than  one  would 
expect,  let  us  review  briefly  a technic  which 
has  not  caused  an  orbital  hemorrhage  in 
over  4,000  retrobulbar  injections.  An  or- 
bital hemorrhage  following  retrobulbar  in- 
jection indicates  that  the  technic  used  must 
be  responsible. 

Technic  of  retrobulbar  injection 

Regardless  of  the  method  of  injection,  it 
is  essential  to  have  adequate  preanesthetic 
preparation,  which  includes  good  sedation 
and  analgesia.  Following  a retrobulbar 
injection  if  the  eye  becomes  injected  and 
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good  akinesia  is  not  obtained,  this  usually 
indicates  insufficient  sedation.  Even 
though  the  patient  may  be  quiet  and  ap- 
pear, on  first  impression,  to  be  well  sedated 
he  may  be  using  considerable  will  power  to 
do  it.  Under  such  circumstances  it  is 
difficult  to  obtain  satisfactory  akinesia 
unless  more  of  the  sedative  is  given. 

The  retrobulbar  injection  is  preceded 
by  the  usual  topical  anesthesia.  A 3.5-cm., 
23-gauge  needle  with  rounded  point  is 
introduced  just  below  the  inferior  temporal 
margin  of  the  orbit  through  an  intradermal 
wheal.  The  skin  is  moved  upward  with  the 
needle  until  the  point  just  clears  the  orbital 
margin.  When  the  orbital  septum  is  felt 
with  the  needle,  about  0.5  cc.  of  the  anes- 
thetic solution  is  injected  so  that  pain  will 
not  be  experienced  when  the  septum  is 
pierced.  A pause  of  a few  moments  will 
allow  the  anesthetic  to  take  effect,  during 
which  time  the  patient  is  directed  to  look 
upward  and  away  from  the  site  of  the  in- 
jection. This  is  done  to  move  the  inferior 
oblique  muscle  and  fascia  between  the 
lateral  and  inferior  rectus  muscles  forward 
and  upward  out  of  the  way.  If  the  patient 
is  too  heavily  sedated  and  is  unable  to  coop- 
erate to  this  extent,  then  the  eye  should  be 
held  upward  and  nasally  while  the  needle 
is  being  inserted.  The  septum  can  be 
pierced  more  easily  close  to  the  orbital 
margin,  and  the  blunt  needle  passes  through 
the  septum  readily  if  it  is  rotated,  producing 
a boring  effect.  No  firm  tissue  should  be 
encountered  after  the  needle  penetrates 
the  orbital  septum  if  the  eye  is  turned 
upward  and  nasally  and  the  needle  is 
directed  straight  back  close  to  the  floor 
of  the  orbit,  until  the  point  is  beyond  the 
globe,  before  it  is  directed  upward  toward 
the  apex  of  the  orbit  and  into  the  muscular 
cone  where  the  injection  is  made.  Follow- 
ing the  injection,  intermittent  pressure  is 
made  on  the  eye  through  the  lids  combined 
with  rotary  massage,  moving  the  eye  in  the 
orbit  until  there  is  akinesia  of  the  rectus 
muscles. 

The  superior  rectus  muscle  may  be  active 
after  the  retrobulbar  injection,  and  pain  may 
be  experienced  if  a bridle  suture  is  intro- 
duced. To  overcome  this,  another  in- 
jection is  given  3 cm.  back  near  the  superior 
rectus  muscle,  care  being  taken  not  to  prick 
the  muscle  with  the  needle.  Similar  in- 
jections are  given  near  the  other  rectus 


muscles  if  they  are  still  active  five  to  ten 
minutes  after  the  retrobulbar  injection. 
Akinesia  of  the  rectus  muscles  should  be 
obtained  before  the  operation  is  begun, 
otherwise  the  muscles  may  exert  pressure 
on  the  eyeball  with  the  well-known  disas- 
trous results.  The  intraocular  tension 
should  be  checked,  preferably  with  a 
tonometer,  before  beginning  the  operation 
to  make  sure  that  it  is  not  elevated. 

Other  technics 

For  removal  of  excess  skin  of  the  lids  a 
lid  block  may  be  used.  Some  surgeons 
prefer  to  infiltrate  under  the  skin  that  is  to 
be  removed  to  have  the  vasoconstricting 
action  of  the  epinephrine  in  the  anesthetic 
solution  and  so  decrease  bleeding.  With  a 
little  pressure  after  the  injection  the  bal- 
looning of  the  lid  quickly  subsides.  Both 
methods  produce  excellent  anesthesia. 

For  the  removal  of  orbital  tumors  by  the 
Kronlein3  or  Berke4  modification,  general 
anesthesia  is  indicated.  However,  for  the 
removal  of  tumors  located  in  the  anterior 
part  of  the  orbit  such  as  hemangiomas  and 
dermoid  cysts,  local  anesthesia  by  infil- 
tration around  the  tumor  producing  a 
field  block  can  often  be  used. 

For  the  repair  of  orbital  fractures,  general 
anesthesia  is  usually  necessary  and  the 
intratracheal  method  is  preferred. 

Comment 

For  severe  lacerations  of  the  lids,  often 
combined  with  a penetrating  injury  of  the 
globe,  and  other  injuries  following 
automobile  and  similar  accidents,  the 
extent  of  the  injury  and  the  general  con- 
dition of  the  patient  govern  to  some  extent 
the  type  of  anesthetic  selected.  It  should 
not  be  forgotten  that  following  a severe 
injury,  all  digestion  stops  for  six  or  more 
hours.  The  danger  of  general  anesthesia 
on  a full  stomach  is  well  known  and  should 
be  taken  into  consideration  when  planning 
the  anesthetic  for  repair  of  the  injury. 

Some  may  recall  instances  following 
a most  gratifying  repair  of  an  injured  eye 
when  the  patient  vomited,  strained,  coughed, 
and  squeezed  the  eye  so  tightly  that  it  was 
hopelessly  ruined.  If  we  review  our  eye 
injuries  thoughtfully  most  will  agree  that 
immediate  repair  has  rarely  been  neces- 
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sary.  If  a dressing  is  applied  and  the 
patient  kept  quiet  with  sedation  until 
he  is  in  proper  condition  for  local  or  general 
anesthesia,  whichever  is  deemed  advisable, 
fewer  complications  will  occur  and  better 
results  will  be  obtained. 

Lacerated  wounds  caused  by  automobile 
and  similar  accidents  occur  in  all  age 
groups,  and  so  in  planning  the  type  of 
anesthesia  to  be  used  one  should  not  forget 
that  the  anesthetic  death  rate  is  dispropor- 
tionately high  during  the  first  decade  of 
lifeI * * * 5  and  higher  during  the  first  and  second 
years.  We  should  try  to  have  these  little 
patients  in  as  good  condition  as  possible 
before  operation  and,  if  possible,  obtain 
the  services  of  an  experienced  anesthetist. 
Then  we  should  be  ready  to  begin  operat- 
ing as  soon  as  the  patient  is  ready,  to  avoid 
prolonging  the  anesthesia.  It  is  advisable 
to  have  a support  for  the  drapes  over  an 
infant’s  chest  to  make  breathing  easier. 
It  also  prevents  the  assistant  from  resting 
his  hand  or  arm  on  the  infant’s  chest. 
Even  though  resting  lightly  it  may  interfere 
with  the  child’s  breathing.  Respiratory 
arrest  has  been  caused  in  this  way. 

We  should  also  consider  thoughtfully 
the  type  of  anesthesia  for  patients  sixty -five 
years  of  age  and  older  for,  as  Papper6 


Cost  of  drug  research 

I am  very  happy  to  see  that  the  pharmaceuti- 

cal industry.  . . research  spending  on  medical 

products  for  human  use  is  five  times  greater  than 
it  was  some  eleven  years  ago.  It  went  from 

$50  million  in  1951  to  approximately  $250 

million  in  1962.  Each  year  the  drug  industry 

tests  more  than  100,000  substances  which  may 


pointed  out,  some  of  these  older  patients 
are  so  delicate  that  even  a gentle  breeze  of 
anesthetic  gas  or  vapor  is  a dangerous  stress, 
and  for  these  elderly  patients  local  anesthesia 
offers  maximum  safety. 

Conclusion 

The  choice  of  anesthesia  for  all  plastic 
procedures,  and  particularly  the  repair  of 
injuries  following  accidents  when  the 
patients  may  be  in  shock,  should  be  thought- 
fully considered.  It  should  be  emphasized 
particularly  that  the  anesthetic  should  be 
fitted  to  the  patient  and  not  the  patient 
to  the  anesthetic. 

161  Clinton  Street 
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yield  only  about  40  marketable  compounds. 
For  every  new  drug  that  reaches  the  public  the 
industry  has  spent  some  $6  million  in  research 
and  development  costs.  Estimates  of  industry 
expenditures  for  research  by  1970  are  between 
$400  million  and  $500  million  annually.  New 
and  better  miracle  drugs  are  bound  to  be  de- 
veloped for  the  aid  of  mankind. — Hon.  Oren 
Harris,  Chairman,  House  Committee  on  Inter- 
state and  Foreign  Commerce,  to  Pharmaceutical 
Advertising  Club,  New  York  City,  April  11, 1963. 
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Although  cleft  palate  speech  is  usually 
associated  with  a cleft  palate,  there  are 
patients  who  have  such  speech  without 
cleft  palates.  Randall  in  I9601  and  Black- 
field  in  1962 2 reported  several  examples. 
This  paper  is  a review  and  classification 
of  this  problem,  together  with  a presenta- 
tion of  5 illustrative  cases.  The  study  of 
these  patients  was  undertaken  with  the 
hope  of  gaining  insight  into  those  other 
instances  where  poor  speech  follows  an 
apparently  adequate  repair  of  a cleft 
palate. 

The  distinction  between  nasal  voice 
and  cleft  palate  speech  is  important,  since 
it  is  the  differentiation  between  nasal 
emission  with  good  articulation  patterns 
and  nasal  emission  with  articulatory  de- 
ficiency. The  latter  may  be  the  direct 
result  of  velar  paresis  and/or  functional 
or  structural  malocclusions.  Mandible 
shift,  lingual  protrusion,  or  tongue  malposi- 


CLEFT palate  speech  may  occur  in  the 
absence  of  a cleft  palate;  two  of  the  causes 
of  this  are  downward  fixation  of  the  soft  pal- 
ate and  neuromuscular  impairment.  Further 
study  is  needed  of  similar  causes  of  poor 
speech  results  in  children  whose  true  clefts 
palates  have  been  repaired. 


tion  may  contribute  to  articulatory  de- 
ficiency or  be  associated  with  velar  in- 
competency. A clinical  classification  of 
patients  with  true  cleft  palate  speech,  as 
defined  here  but  without  cleft  palates, 
follows.  As  more  of  these  patients  are 
studied  it  is  possible  that  more  categories 
will  be  recognized. 

Group  A:  downward  fixation  of  soft 
palate  with  otherwise  normal  function 

Although  there  is  soft  palate  move- 
ment, it  is  insufficient  to  accomplish  velo- 
pharyngeal closure  in  these  patients. 

Case  1.  A twenty-three-year-old  woman 
who  had  massive  involvement  of  the  floor  of  the 
mouth  and  tongue  by  an  extensive  lymphan- 
gioma is  illustrative  of  this  group  (Fig  1A). 
She  had  typical  cleft  palate  speech  despite  treat- 
ment of  the  lymphangioma.  As  observed  clini- 
cally and  on  phonation  roentgenograms,  the 
palate  moved,  but  there  was  fixation  of  the  palate 
downward  in  the  areas  of  the  palatoglossus  and 
palatopharyngeus,  so  that  velopharyngeal  clo- 
sure could  not  be  accomplished  even  though  the 
neuromuscular  element  was  intact  (Fig.  IB). 
The  tongue  was  also  fixed  in  the  floor  of  the 
mouth. 

Vital  capacity  studies  showed  a capacity  of  1.6 
L.  with  the  nose  open  and  2.6  L.  with  the  nose 
closed,  indicating  significant  nasal  escape  of  air. 
The  palatoglossus  and  palatopharyngeus  muscles 
were  surgically  divided  bilaterally,  partially  re- 
leasing the  fixed  palate.  Following  this  proce- 
dure, the  patient’s  speech  improved  consider- 
ably. 

Case  2.  A somewhat  comparable  situation 
was  encountered  in  a twenty-eight-year-old  man 
who  had  normal  speech  until  after  a tonsillec- 
tomy done  when  he  was  three  years  of  age.  He 
and  his  family  thought  he  had  been  bom  with  a 
cleft  palate.  However,  there  was  a transverse 
band  of  scar  tissue  binding  the  posterior  edge 
of  the  palate  and  fixing  it  tightly  to  the  tongue 
(Fig.  2).  By  pressing  upward  on  the  base  of 
the  tongue  externally,  the  patient  could  improve 
his  own  speech.  Speech  was  improved  surgically 
by  excising  the  scar  band  and  doing  a Z-plasty 
on  either  side  to  break  the  line  of  the  scar  con- 
tracture. 
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FIGURE  1.  Case  1.  Roentgenograms  of  patient  with  lymphangioma  of  mouth  and  tongue.  (A)  Large 
mandibular  structure  with  fixation  of  tongue  involved  by  the  lymphangioma.  (B)  Lateral  phonation  x-ray 
film  demonstrating  downward  fixation  of  soft  palate. 


FIGURE  2.  Case  2.  Lateral  phonation  x-ray  films  in  patient  with  defective  speech  following  tonsillectomy 
showing  (A)  palate  at  rest  and  (B)  some  motion  of  palate  but  with  some  downward  fixation  and  incomplete 
velopharyngeal  closure. 


Group  B:  partial  or  complete  absence  of 
soft  palate  with  otherwise  normal  func- 
tion 

Following  surgery  or  infection  there 
may  be  loss  of  a sufficient  amount  of  the 
soft  palate  so  that  velopharyngeal  closure  is 
impossible  even  though  the  portion  of  the 


soft  palate  remaining  has  satisfactory  func- 
tion. This  problem,  which  is  also  seen 
in  patients  who  have  had  surgical  resection 
of  part  of  the  soft  palate  for  carcinoma,  is 
illustrated  by  the  case  that  follows. 

Case  3.  A thirty-nine-y ear-old  white  woman 
who  stated  she  had  had  a tonsillectomy  done 
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FIGURE  3.  Case  3.  Partial  absence  of  soft  palate.  (A)  Photograph  showing  partial  absence  of  palate. 
(B)  Lateral  phonation  tomogram  showing  function  of  palate  but  failure  of  velopharyngeal  closure. 


when  she  was  four  years  of  age  was  found  on 
physical  examination  to  have  had  a portion  of 
the  soft  palate  removed  (Fig.  3) . The  remaining 
palate  was  short  but  functioning.  This  partial 
palatal  loss  was  helped  considerably  by  a pos- 
terior pharyngeal  flap. 

Group  C:  anatomically  short  hard  or  soft 
palate  with  otherwise  normal  function 

This  group  of  patients,  mentioned  by 
Blackfield,2  may  also  include  within  it  those 
instances  of  relative  disproportion  between 
the  size  of  the  nasopharynx  and  the  palate, 
with  consequent  velopharyngeal  incom- 
petence. However,  patients  with  this  iso- 
lated problem  and  without  an  associated 
cleft  palate  must  be  rare,  and  we  have  had 
no  experience  with  them. 

Group  D:  soft  palate  dysfunction  as  part 
of  major  neuromuscular  disease 

In  instances  of  pseudobulbar  or  bulbar 
paralysis  from  any  cause,  including  bulbar 
poliomyelitis,  muscular  dystrophy,  Park- 
inson’s disease,  and  polyneuritis,  velar 


insufficiency  may  be  present.  This  may 
or  may  not  be  associated  with  involvement 
of  other  cranial  nerves.  We  have  had 
experience  with  a few  patients  with  this 
problem  who  have  been  helped  consider- 
ably by  a posterior  pharyngeal  flap. 

Group  E:  soft  palate  dysfunction  as  a 
clinical  sign  of  neuromuscular 
impairment 

Clinical  experience  with  other  kinds  of 
language,  speech,  or  voice  disorders  in  which 
the  “soft  signs”  indicated  a central  nervous 
system  disorder  prompted  a thorough  in- 
vestigation into  the  possibility  of  a central 
nervous  system  deficit  in  patients  with  velar 
dysfunction. 3 It  was  found  that  in  some 
instances  velar  dysfunction  does  point  to  cen- 
tral nervous  system  damage.  This  picture 
emerges  more  clearly  if  more  refined  di- 
agnostic tests  are  applied.  These  include 
investigations  into  peripheral,  central,  and 
symbolic  functions;  examination  of  intel- 
lectual and  emotional  status;  and  critical 
evaluation  of  psychomotor  functions. 4 This 
is  exemplified  by  the  following  case: 
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FIGU  RE  4.  Case  4.  Performance  test  results  at  age  five  and  one-half  years  in  patient  with  poorly  function- 
ing soft  palate  and  defective  speech.  (A)  Results  of  Bender  Gestalt  test.  (B)  Results  of  Drawing  of  a Man 
test. 


Case  4.  A child  three  and  one-half  years  of 
age  was  seen  for  language  evaluation  because  of 
unintelligible  speech.  There  was  nothing  con- 
tributory in  the  family  history,  the  prenatal 
course  and  delivery  had  been  without  incident, 
and  there  were  no  siblings.  The  child’s  general 
development  had  been  essentially  normal;  she 
had  walked  at  ten  months,  said  words  at  twenty- 
four  months,  and  spoke  in  sentences  shortly 
thereafter.  The  parents  stated  that  her  speech 
had  never  been  clear  and  her  voice  had  always 
been  weak,  although  her  hearing  and  under- 
standing of  language  had  seemed  normal.  The 
mother  noted  that  the  child  “was  born  with  a 
small  tongue  that  had  to  be  held  down  in  order 
for  her  to  nurse.” 

On  initial  examination  the  child  appeared 
small  for  her  age.  There  were  no  abnormalities 
noted  except  for  a short,  poorly  moving  soft 
palate.  A bony  palatal  defect  was  not  palpable. 
The  child  could  name,  point  to,  and  match  pic- 
tures. She  could  not  blow  through  her  mouth 
and  had  a nasal  voice,  functional  malocclusion, 
and  deficient  articulation,  with  most  of  the  con- 
sonants missing.  She  showed  some  difficulty  in 
spatial  relationship  and  visual-motor  functions; 
these  were  the  only  signs  of  possible  central 
nervous  system  problems. 

The  child  was  seen  again  when  she  was  five 
and  one-half  years  of  age.  Speech  was  still  de- 
fective, most  consonants  were  missing,  and  the 
voice  was  very  nasal.  Clinically,  there  was  no 
movement  of  the  soft  palate.  The  child  showed 


a disorganized  body  image  and  poor  visual- 
motor  functions  now  strongly  suggestive  of  ac- 
tual cerebral  damage  (Fig.  4). 

Vital  capacity  at  this  time  was  0.6  L.  with  the 
nose  open  and  1 L.  with  the  nose  closed.  Con- 
tact electromyograms  showed  very  few  poten- 
tials in  the  soft  palate,  with  marked  weakness  in 
the  right  anterior  pillar  area.  Phonation  roent- 
genographic  films  disclosed  very  poor  movement 
of  the  soft  palate  (Fig.  5) . The  base  angles  of  the 
skull  were  normal. 

Speech  therapy  was  given,  and  a posterior 
pharyngeal  flap  was  attached  to  the  soft  palate. 
Improvement  in  speech  following  surgery  was 
slow  but  has  continued  steadily  over  a period  of 
three  years. 

Case  5.  A second  typical  example  of  this 
group  was  the  case  of  a thirteen-year-old  girl 
seen  because  of  cleft  palate  speech.  This  had 
been  noted  since  she  began  to  speak  words  at 
age  twelve  months  and  sentences  at  eighteen 
months.  Despite  several  years  of  speech  ther- 
apy, the  speech  had  remained  about  the  same. 
Eating  and  swallowing  had  never  presented  a 
problem  except  for  occasional  nasal  regurgita- 
tion. The  family  history  and  past  medical 
history  revealed  nothing  contributory.  The 
girl’s  general  development  was  normal  except 
for  some  difficulty  in  school  because  of  poor 
coordination  and  inability  to  concentrate. 

On  examination,  slight  obesity,  awkward  pos- 
ture, and  considerable  immaturity  and  inse- 
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FIGURE  5.  Case  4.  Lateral  phonation  x-ray  films  of  patient  in  Figure  4.  (A)  Palate  at  rest.  (B)  Maximum 
motion  seen  in  patient’s  studies. 


curity  were  manifest.  Extraneous  facial  move- 
ments were  severe  during  consonant  production. 
There  was  deficient  articulation,  nasality,  and 
almost  a stridor  associated  with  “s”  sounds. 
There  was  poor  speech  rhythm  as  well  as  hyper- 
rhinolalia throughout.  Her  drawings  were  im- 
mature and  suggestive  of  an  organic  cause,  that 
is,  central  nervous  system  impairment  (Fig.  6) . 

The  soft  palate  showed  only  minimal  move- 
ment on  phonation,  and  the  distance  from  the 
posterior  pharyngeal  wall  was  considered  greater 
than  normal.  There  was  no  palpable  submucous 
cleft.  X-ray  films  of  the  skull  showed  no  ab- 
normality. Skull  base  angle  measurements  were 
normal.  Phonation  x-ray  films  showed  poor 
motion  of  the  soft  palate  (Fig.  7).  Vital  capacity 
was  1.8  L.  with  the  nose  open  and  2.6  L.  with 
the  nose  closed.  Contact  electromyographic 
studies  showed  no  muscle  activity  in  the  central 
region  of  the  soft  palate. 

The  clinical  impression  was  paralysis  of  the 
soft  palate  secondary  to  central  nervous  system 
impairment.  A posterior  pharyngeal  flap  was 
attached  to  the  soft  palate,  and  the  procedure 
was  followed  by  further  intensive  speech 
therapy.  Improvement  was  slow,  but  over  a 
two-year  period,  her  speech  and  voice  showed 
marked  improvement. 

Group  F:  patients  without  discernible 

local  or  central  pathologic  conditions 

The  final  category,  that  of  patients 
without  a discernible  local  or  central 
pathologic  condition,  is  an  elusive  one. 
Our  records  contained  several  patients  for 


whom  this  impression  had  been  recorded 
However,  these  patients  were  seen  several 
years  ago  and  therefore  had  not  undergone 
studies  comparable  to  those  done  with  more 
recent  patients.  There  is  little  question  that 
as  our  tests  become  more  refined,  this 
category  of  ignorance  will  disappear. 

Comment 

In  the  patients  with  cleft  palate  speech  we 
have  studied,  as  well  as  in  normal  adults,  we 
have  been  impressed  with  the  inconsistency 
of  the  movements  of  the  velum  as  observed 
on  physical  examination.  One  person  with 
normal  speech  moves  the  palate  on  forma- 
tion of  an  “Ah”  sound,  while  in  other 
patients,  and  in  the  same  person  at  other 
times,  no  motion  can  be  observed.  In 
addition  to  this  difficulty,  it  must  also  be 
remembered  in  evaluating  the  impaired 
patient  that  each  has  different  compen- 
satory mechanisms,  positive  as  well  as 
negative,  and  each  will  react  differently  to 
the  impairment.  The  amount  of  paralysis 
or  distance  from  velum  to  posterior  pharyn- 
geal wall  does  not  necessarily  determine  the 
amount  of  nasality  or  the  accuracy  of  the 
articulatory  pattern. 

If,  as  demonstrated  in  the  detailed  cases, 
cleft  palate  speech  can  be  present  without 
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FIGURE  6.  Case  5.  Performance  test  results  at  age  thirteen  years  in  patient  with  impairment  of  soft 
palate  function  and  defective  speech.  (A)  Results  of  Bender  Gestalt  test.  (B)  Results  of  Drawing  of  a Man 
test. 


FIGURE  7.  Case  5.  Lateral  phonation  x-ray  films  of  patient  in  Figure  6.  (A)  Palate  at  rest.  (B)  Blowing. 
(C)  Patient  saying  “E.” 


a cleft  palate  but  related  in  some  cases 
to  subtle  central  nervous  system  impairment, 
might  this  not  also  be  the  situation  in  some 
children  whose  cleft  palates  have  been 
repaired,  with  poor  speech  results?  The 
visible  cleft  in  some  instances  may  have 
been  only  one  manifestation  of  an  abnormal 


development  which  affected  the  central 
nervous  system  as  well.  In  addition,  the 
problem  of  fixation  of  the  soft  palate  by 
the  palatopharyngeus  and/or  palatoglossus 
also  warrants  further  observation  and  con- 
sideration in  children  with  cleft  palate 
repairs. 
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Summary 

Cleft  palate  speech  in  the  absence  of 
cleft  palate  is  a recognized  phenomenon. 
A clinical  classification  of  such  patients  is 
presented  and  illustrated.  The  existence  of 
patients  whose  velopharyngeal  insufficiency 
is  related  to  downward  fixation  of  the  soft 
palate  is  noted,  and  the  group  of  patients 
whose  velar  dysfunction  is  related  to  subtle 
neuromotor  impairment  is  emphasized. 
The  careful  study  of  patients  with  cleft 
palate  speech  in  the  absence  of  a cleft 
palate  thus  suggests  other  approaches  to 


Oral  anticoagulant  therapy 


A study  reported  in  the  June  Southern 
Medical  Journal  of  97  acute  myocardial  in- 
farction patients  treated  with  oral  anticoagu- 
lants over  a three-year  period  yielded  evidence 
supporting  a growing  belief  that  such  therapy 
is  practical  and  safe,  even  though,  admittedly, 
certain  pitfalls  exist.  The  results  appeared  to 
indicate  that  in  the  97  patients  treated  for  an 
average  of  seventy-seven  weeks,  instances  of 
thrombotic  episodes  were  reduced  and  that  the 
incidence  of  hemorrhage  was  low  enough  to 
make  the  program  practical  and  justified. 

Some  of  the  problems  involved  are  the  ever- 
present possibility  of  hemorrhage,  insensitive 


the  study  of  speech  in  the  true  cleft  palate 
patient. 
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laboratory  tests,  cost  in  time  and  money,  the 
emotional  effect  on  the  patient,  and  inability  of 
the  therapy  to  “cure”  the  disease. 

Criteria  indicating  prolonged  anticoagulant 
therapy  in  the  institution  reporting  the  study 
include:  any  patient  with  myocardial  infarc- 

tion under  fifty  and  most  patients  between 
fifty  and  sixty;  any  patient  having  a second 
attack  of  myocardial  infarction;  chronic  con- 
gestive heart  failure  complicated  by  recurrent 
pulmonary  emboli;  patients  with  laboratory 
proved  hypercoagulability  of  the  blood;  in- 
creasingly severe  angina  pectoris  or  prolonged 
coronary  insufficiency;  and  selected  patients 
with  auricular  fibrillation. 

Contraindications  include:  uncooperativeness 
of  the  patient;  diseases  that  tend  to  increase 
bleeding;  and  severe  arterial  hypertension. 
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Oliguria  and  Anuria 
in  an  Infant 


Case  history 

This  fourteen-month-old  Negro  male  child 
was  seen  originally  in  the  emergency  room 
with  a history  of  fever,  anorexia,  and  weak- 
ness of  acute  onset.  A single  injection  of 
400,000  units  of  penicillin  was  given  in  an 
aqueous  procaine  base.  One  week  later,  on 
January  8, 1963,  he  was  admitted  to  the  hos- 
pital. The  mother  stated  that  he  had  had 
swelling  of  the  entire  left  side  of  the  body, 
including  the  left  arm  and  the  left  leg,  which 
appeared  suddenly  one  and  one-half  days  be- 
fore entry.  She  also  stated  that  the  left  arm 
and  leg  were  weak,  but  this  was  not  apparent 
at  the  time  of  admission. 

The  child  had  been  born  prematurely  with 
a birth  weight  of  1,800  Gm.  and  weighed 
2,700  Gm.  at  the  time  of  discharge  one  month 
later.  He  had  had  mumps  at  four  months  of 
age,  measles  at  eleven  months,  and  chicken- 
pox  at  twelve  months,  all  uncomplicated. 
The  mother  had  been  hospitalized  in  the 
fifth  month  of  pregnancy  with  a diagnosis  of 
“pericarditis.”  The  child  had  developed 
normally  and  was  able  to  stand  and  walk 
prior  to  his  first  birthday. 

On  examination  the  child  appeared  ir- 
ritable and  chronically  ill.  The  temperature 
was  100.6  F.  per  rectum,  pulse  110,  and 
respirations  40.  The  child  weighed  18 
pounds,  2 ounces.  There  was  no  obvious 
edema.  The  palms  were  pale,  the  tongue 
dry,  the  lungs  clear,  and  the  heart  was  not 
enlarged;  its  rhythm  was  regular  and  with- 
out murmurs.  The  abdomen  was  slightly 
distended  and  tender  on  palpation;  a ques- 
tionable mass  was  present  in  the  right  flank. 

From  the  evening  of  admission  the  child 
was  oliguric,  then  anuric,  and  finally  oliguric 


once  more.  Urinalysis  performed  on  the 
ward  on  the  evening  of  admission  revealed 
4 plus  albumin  and  many  white  blood  cells, 
but  presumably  the  urine  was  not  bloody. 
Subsequent  urine  specimens  were  small  in 
volume.  Specific  gravity  ranged  from  1.004 
to  1.015,  and  all  specimens  were  grossly 
bloody.  The  hemoglobin  on  admission  was 
2.5  Gm.  per  100  ml.,  the  white  blood  cell 
count  4,900  with  a normal  differential,  and 
platelet  counts  ranged  from  110,000  to  410, 
000.  The  Lee- White  clotting  time  was  7 
minutes  (normal  range  7 to  12  minutes), 
clot  retraction  normal,  prothrombin  time 
13  seconds  (control  12.5  seconds),  and  par- 
tial thromboplastin  time  83  seconds  (normal 
80  to  120  seconds).  Hemoglobin  electro- 
phoresis revealed  only  hemoglobin  A.  A 
direct  Coombs  test  produced  negative  re- 
sults. A blood  culture  on  admission  yielded 
no  growth.  C -reactive  protein  was  4 plus, 
and  the  antistreptolysin-0  titer  was  625 
units.  Serum  complement  was  1 unit  a 
week  after  entry  and  1.7  units  ten  days 
later  (normal  range  1.2  to  3 units). 

Despite  repeated  transfusions  with  packed 
red  cells,  severe  anemia  persisted,  hemo- 
globin values  rising  only  briefly.  Aspiration 
of  bone  marrow  revealed  slight  erythroid 
hyperplasia  and  some  megaloblastoid 
changes.  Three  days  after  admission  a 
retrograde  pyelogram  revealed  no  abnormal- 
ities with  the  possible  exception  of  “medial 
deviation  of  the  left  ureter  due  to  an  ex- 
trinsic force.” 

During  the  first  week  in  the  hospital  the 
child  was  treated  with  5 to  10  per  cent 
glucose  and  water,  usually  by  mouth,  on 
the  basis  of  400  cc.  per  square  meter  of  body 
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surface.  However,  total  body  weight  in- 
creased, and  the  blood  urea  nitrogen  rose  to 
85  mg.  per  100  ml.  Serum  sodium  was  151 
mEq.  per  liter,  potassium  4.6  mEq.,  chloride 
110  mEq.,  carbon  dioxide  12.5  mM.,  and 
serum  calcium  as  low  as  5 mg.  per  100  ml. 
Peritoneal  dialysis  was  initiated  on  the  ninth 
hospital  day  and  was  continued  for  seven 
days.  Following  this  procedure  total  body 
weight,  acidosis,  and  serum  potassium  levels 
were  easily  controlled,  but  urea  nitrogen  lev- 
els persisted  in  the  range  of  80  to  150  mg.  per 
100  ml.  Further  therapy  was  with  cation 
exchange  resins  and  calcium  gluconate. 
During  the  latter  days  of  peritoneal  dialysis 
urinary  output  increased  from  less  than  10 
ml.  daily  to  100  to  150  ml.  daily. 

About  the  twentieth  hospital  day  twitch- 
ing of  the  hands  appeared  and  continued 
until  death;  it  was  not  influenced  by  intra- 
venous calcium.  On  the  thirty-third  hos- 
pital day  peritoneal  dialysis  was  reinstituted 
but  was  discontinued  after  forty-eight  hours 
because  of  fever  and  sanguineous  peritoneal 
return.  The  urinary  output  continued  to 
fluctuate  between  40  and  200  ml.  daily. 

An  electroencephalogram  on  the  forty- 
third  hospital  day  revealed  “generalized 
slowing  with  a right  temporal  slow  wave 
focus  and  a right  occipital  epileptogenic  ac- 
tivity.” Spasticity  and  muscle  atrophy  be- 
came apparent  in  the  left  arm  and  leg.  The 
left  arm  was  held  flexed  at  the  elbow  and  the 
left  leg  preferentially  flexed  at  the  knee. 
Deep  tendon  reflexes  were  hyperactive  on  the 
left. 

Because  serum  albumin  levels  were  as 
low  as  albumin  1.2  and  globulin  2.1  on 
February  8,  1963,  and  because  the  child  was 
lethargic  and  anorectic,  concentrated  serum 
albumin  was  given  intravenously.  This  had 
no  effect  on  blood  urea  nitrogen  levels. 
During  his  hospital  course  systolic  blood 
pressures  ranged  from  120  to  130  mm.  Hg. 
Throughout  a prolonged  hospital  course 
the  urine  specific  gravity  remained  low, 
ranging  from  1.004  to  1.015;  urinary  pH  was 
generally  7 or  above  but  on  two  occasions 
was  as  low  as  6 and  6.5.  Granular  and  waxy 
casts  were  noted  on  one  occasion  each,  but 
albuminuria  (1  to  4 plus)  was  constant,  as 
were  red  and  white  blood  cells  in  profusion. 
Urine  cultures  were  sterile.  The  child  gradu- 
ally became  weaker,  and  lethargy  deepened 
to  stupor  and  coma.  He  died  on  March 
15,  1963,  sixty-three  days  after  admission. 


Discussion 

David  Dragutsky,  M.D.  *:  The  salient 

history  in  this  fourteen-month-old  Negro 
male  infant  includes  fever,  weakness,  and 
anorexia  of  one  week’s  duration;  swelling  of 
one  side  of  the  body  for  a day  and  a half; 
and  weakness  of  the  left  arm  and  leg.  Clin- 
ically, the  abdomen  was  slightly  distended 
and  tender.  There  was  a peculiar  evanes- 
cent mass  in  the  flank.  The  child  was 
oliguric  on  admission,  then  completely 
anuric,  and  terminally  oliguric  again.  Such 
urine  as  was  collected  had  a 4 plus  test  for 
albumin  and  many  white  cells;  later  it  was 
grossly  bloody. 

The  child  had  measles,  mumps,  and 
chickenpox  all  within  the  first  year  of  life. 
During  gestation  the  mother  is  stated  to 
have  had  pericarditis  in  the  fifth  month. 
Was  this  on  a tuberculous,  rheumatic,  or 
collagen-vascular  basis?  It  is  difficult  to 
relate  this  antecedent  background  to  the 
child’s  renal  problem. 

We  are  also  told  that  the  child  appeared 
pale  and  chronically  ill  and  that  the  hemo- 
globin was  2.5  Gm.  per  100  ml.  on  admission. 
Despite  multiple  transfusions,  the  anemia 
could  not  be  corrected. 

Let  us  discuss  the  renal  aspect  of  the  case 
first  and  then  consider  the  anemia.  In  a 
recent  review  of  653  cases  of  surgical  ab- 
dominal masses  in  infancy  and  childhood, 
Melicow  and  Uson1  found  that  about  50 
per  cent  were  in  the  urinary  tract,  chiefly 
involving  the  kidney,  and  that  the  bulk  of 
the  other  50  per  cent  were  retroperitoneal 
tumors,  usually  teratomas  or  neuroblas- 
tomas. The  mass  might  have  been  a solitary 
renal  cyst,  a multicystic  kidney,  or  a poly- 
cystic kidney.  It  might  have  been  a 
Wilms  tumor,  an  infarcted  kidney  caused  by 
renal  vein  thrombosis,  a hydronephrotic 
kidney  caused  by  a ureteral  stricture  or 
stenosis,  or  even  a primary  tumor  of  the 
renal  pelvis.  If  the  mass  is  nonrenal  but 
retroperitoneal,  it  could  be  any  one  of  a 
number  of  oncologic  entities,  such  as 
teratoma,  teratocarcinoma,  neuroblastoma, 
malignant  lymphoma  of  any  type,  or  any 
of  a number  of  types  of  soft  tissue  tumor, 
such  as  rhabdomyosarcoma,  fibrosarcoma, 
liposarcoma,  and  so  forth.  Other  lesions  to 
be  considered  are  a retroperitoneal  hematoma 

* Attending  Pediatrician  at  Maimonides  Hospital;  As- 
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or  even  retroperitoneal  fibrosis  of  obscure 
origin. 

The  first  step  in  analyzing  this  situation, 
therefore,  is  to  see  if  we  can  decide  whether 
the  mass  was  renal  or  extrarenal.  An 
excretory  urogram  would  have  been  very 
helpful  in  deciding  whether  or  not  there  was 
any  displacement  of  either  kidney  or  any 
distortion  of  the  renal  outflow  tract.  All 
that  was  discovered  by  retrograde  pyelog- 
raphy three  days  after  admission  was  de- 
viation of  the  left  ureter  due  to  an  extrinsic 
force.  The  kidneys  themselves  were  not 
displaced,  and  their  calyces  and  pelves  were 
of  normal  configuration.  Such  an  observa- 
tion helps  exclude  solitary  or  multiple  cysts 
of  the  kidney  and  polycystic  renal  disease. 
The  latter  entity  can  also  be  excluded  be- 
cause the  lesion  was  not  bilateral,  and  also, 
renal  failure  developed  at  much  too  early 
an  age.  I shall  also  exclude  Wilms  tumor  for 
much  the  same  reasons.  Unless  the  tumor  is 
small  to  medium  in  size  and  peripheral  in 
location  there  will  be  some  x-ray  evidence  of 
distortion  of  the  pelvis.  Also,  children  with 
Wilms  tumor  are  not  likely  to  develop  renal 
failure,  since  the  tumor  is  usually  unilateral. 
A further  point  against  Wilms  tumor  is  the 
absence  of  evidence  of  metastasis. 

Renal  infarction  secondary  to  renal  vein 
thrombosis  is  always  a difficult  diagnosis 
either  to  establish  or  to  exclude,  as  it  may 
be  present  in  a variety  of  forms.  It  may  be 
unilateral  or  bilateral.  It  is  usually  classi- 
fied into  primary  or  secondary  forms.  Sec- 
ondary thrombosis  of  the  renal  vein  or  veins 
results  from  extension  of  a thrombotic  pro- 
cess from  the  vena  cava.  The  primary  form, 
which  usually  occurs  in  the  newborn,  origi- 
nates in  the  renal  vein  itself.  In  many  cases 
diarrhea,  dehydration,  or  septicemia  are  pre- 
disposing factors.  Warren,  Birdsong,  and 
Kelly2  have  suggested  that  some  anomaly  of 
the  renal  veins  may  be  present  in  such  infants 
and  predispose  to  thrombosis.  Regardless  of 
origin,  the  evidence  of  a flank  mass,  hema- 
turia, pyuria,  oliguria,  fever,  leukocytosis, 
shock,  and  hemolytic  jaundice  should  arouse 
suspicion.  Azotemia  is  present  early  in  the 
course,  and  uremia  may  soon  supervene. 
A certain  proportion  of  patients  with  renal 
vein  thrombosis  may  show  signs  of  the 
nephrotic  syndrome. 

It  is  possible  that  this  child  may  have  had 
renal  vein  thrombosis  and  an  infarcted 
kidney,  but  I find  it  difficult  to  make  this 


diagnosis  with  a sense  of  security.  I will, 
however,  exclude  unilateral  hydronephrosis 
with  security.  The  observations  on  retro-  ; 
grade  pyelography  alone  suffice  for  this  ex- 
clusion. In  addition,  oliguria  and  renal  fail- 
ure should  not  have  developed  unless  hydro- 
nephrosis were  bilateral.  I shall  also  exclude 
a primary  tumor  of  the  renal  pelvis  and  the 
remote  possibility  of  renal  tuberculosis  on 
the  basis  of  the  retrograde  pyelogram. 

Let  us  consider  the  possibility  of  a retro- 
peritoneal extrarenal  mass,  specifically  a 
tumor.  Such  tumors  usually  displace  the 
kidney  downward  and  often  medially  as 
well.  Calcification  may  be  noted  on  x-ray 
films  of  teratoid  tumors.  Neuroblastoma 
and  malignant  lymphoma  usually  give 
evidence  of  either  multicentric  origin  or 
metastasis  early  in  their  course,  often 
detectable  on  admission.  I will  cheerfully 
exclude  these  neoplasms  on  the  basis  of  the 
available  evidence,  but  it  is  somewhat  more 
difficult  to  exclude  soft  tissue  sarcomas. 
However,  the  evanescent  nature  of  the  mass 
and  the  rarity  of  soft  tissue  sarcomas  in 
children  under  five  years  of  age  render  it  an 
unlikely  possibility.  Idiopathic  retroperi-  ' 
toneal  fibrosis  is  very  rare  in  young  people; 
so  far  as  I know  it  is  exclusively  a disease  of 
adults. 

The  next  aspect  of  the  case  to  be  discussed 
is  the  severe  anemia.  As  a general  proposi- 
tion anemia  can  be  caused  by  acute  or 
chronic  blood  loss,  blood  destruction,  or 
failure  of  maturation.  The  anemia  associ- 
ated with  renal  failure  has  its  origin  in  two 
phenomena.  In  the  anemia  of  acute  renal 
failure  there  is  a striking  decrease  in  the 
number  of  erythroblasts;  in  chronic  failure 
this  phenomenon  is  less  marked.  Second- 
arily, there  is  a hemolytic  element  due  to 
some  factor  in  the  uremic  plasma.  Normal 
red  cells  transfused  into  uremic  patients 
have  a short  survival  time.  The  anemia  is 
normocytic  and  normochromic,  and  in 
chronic  uremia  each  well-stabilized  patient 
appears  to  reach  a subnormal  hemoglobin 
level  which  he  maintains  adequately.  In 
treating  uremic  patients  with  transfusions, 
packed  red  cells  are  preferable  to  whole 
blood  because  the  blood  volume  has  not 
decreased  and  because  calcium  is  already  low. 
Further  depletion  of  calcium  by  citrate- 
binding may  result  in  convulsions  and 
tetany. 

In  this  patient  there  was  no  evidence 
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of  hemolysis;  the  reticulocyte  count 
was  not  markedly  elevated,  there  was  no 
increase  in  indirect  bilirubin,  and  the  direct 
Coombs  test  showed  negative  results.  Sick- 
ling was  considered  in  this  Negro  infant  but 
was  ruled  out  by  hemoglobin  electrophoresis. 

However,  despite  repeated  transfusions 
with  packed  red  cells,  the  anemia  persisted 
and  was  profound.  Examination  of  the 
bone  marrow  revealed  a cellular  marrow  with 
erythroid  hyperplasia.  A great  variety  of 
obscure  hematologic  entities  have  been 
described  in  association  with  renal  failure, 
some  with  hemolytic  components,  others 
with  purpura  and  platelet  deficiencies,  but 
this  case  does  not  seem  to  fall  into  any 
recognizable  hematologic  pattern. 

How  can  we  put  together  the  various 
elements  in  this  case  and  arrive  at  a possible 
diagnosis?  I have  to  infer  that  the  mass, 
whether  renal  or  extrarenal,  was  responsible 
for  the  uremia  and  that  the  uremia  was  re- 
sponsible for  the  anemia.  Because  of  the 
relatively  normal  findings  on  retrograde 
pyelography,  I shall  conclude  that  the  mass, 
or  most  of  it,  was  extrarenal.  For  reasons 
previously  stated  I do  not  believe  it  was  a 
retroperitoneal  tumor  or  a primary  renal 
tumor  breaking  out  extensively  into  the 
retroperitoneal  space.  In  an  adult  I would 
consider  the  idea  of  an  aortic  aneurysm  or  an 
aneurysm  of  the  renal  artery  rupturing  and 
producing  a retroperitoneal  hematoma. 
Could  this  child  have  had  a congenital  aneu- 
rysm in  that  location?  Continued  bleeding 
into  the  retroperitoneal  space  would  help  ac- 
count for  the  refractory  anemia.  In  poly- 
cystic disease  congenital  aneurysms  may 
occur  and  are  prone  to  rupture.  The 
classical  picture  is  subarachnoid  hemorrhage 
from  a congenital  aneurysm  of  the  circle  of 
Willis,  but  I cannot  exclude  the  possibility 
of  a congenital  renal  artery  aneurysm. 

Renal  vein  thrombosis  usually  presents 
itself  as  an  acute  surgical  emergency  with 
shock.  It  is  true  that  unilateral  renal  vein 
thrombosis  has  been  reported,  but  in  this 
instance,  because  of  the  renal  failure  which 
later  developed,  one  would  have  to  assume 
bilateral  involvement  or  secondary  reflex 
shutdown  of  the  uninvolved  kidney. 

The  serum  sodium  level  of  150  mEq.  per 
liter  with  a chloride  value  of  110  mEq. 
would  be  regarded  by  some  observers  as 
hypernatremia.  With  the  concomitant  hy- 
pocalcemia the  electrolyte  changes  could 


FIGURE  1.  Appearance  of  body  at  postmortem 
examination  showing  edema  of  right  lower 
extremity. 


account  for  convulsions  and  cerebral  changes 
with  anoxia.  A subdural  hygroma  as  a 
complication  of  so-called  hypertonic  dehy- 
dration can  cause  seizures  with  cerebral 
cortical  damage  and  focal  disturbances. 
I could  even  consider  the  “battered  child” 
syndrome,  with  focal  injury  on  the  right 
side  of  the  brain  producing  left  hemiparesis, 
with  traumatic  retroperitoneal  bleeding  pro- 
ducing a hematoma  in  the  left  flank,  and 
with  infarction  of  both  kidneys  and  renal 
failure  secondary  to  that.  However,  accord- 
ing to  the  protocol  there  is  no  real  evidence 
on  which  to  base  this  conjecture. 

Victor  Tchertkoff,  M.D.:  What  is 

your  final  diagnosis? 

Dr.  Dragutsky:  I feel  that  there  was 

bleeding  retroperitoneally,  that  is,  if  the 
masses  described  in  the  protocol  were  real. 
I think  there  is  secondary  infarction  of  the 
kidneys.  Whether  or  not  the  electrolyte 
changes  led  to  a subdural  hygroma  is 
speculative. 

Clinical  diagnoses 

1.  Wilms  tumor  of  kidney  with  cerebral 
metastasis 

2.  ( Uremia ) 

3.  (Anemia) 
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FIGURE  2.  Thrombosis  of  inferior  vena  cava, 
both  renal  veins,  and  left  common  iliac  vein. 


Dr.  Dragutsky's  diagnoses 

1.  Retroperitoneal  hemorrhage  with  renal 
infarction 

2.  ? Subdural  hygroma  secondary  to  hy- 
pernatremia 

Pathologic  report 

Hi  Soo  Kim,  M.D.*:  The  postmortem 

examination  revealed  an  emaciated  Negro 
child  with  slight  edema  of  both  eyelids,  the 
hands,  and  the  feet.  We  were  unable  to 
palpate  any  mass  in  the  abdomen  or  flank. 
The  right  thigh  was  larger  than  the  left; 
it  measured  28  cm.  in  circumference  in  con- 
trast with  22  cm.  for  the  left  thigh  (Fig.  1). 
We  attributed  this  discrepancy  to  ligation 
of  the  right  femoral  vein  during  a cut-down 
procedure  on  the  day  before  death.  Small 
pleural  effusions,  50  to  75  cc.,  were  present 
bilaterally;  there  were  about  100  cc.  of 
ascitic  fluid.  The  heart  was  grossly  and 
microscopically  normal.  The  right  lung 
weighed  150  Gm.  and  the  left  110  Gm., 
about  double  normal  weight  for  an  infant  of 
this  age.  Microscopic  sections  showed 
diffuse  pulmonary  edema,  focal  areas  of 
intra-alveolar  hemorrhage,  and  a mild 
acute  peribronchial  and  peribronchiolar 
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acute  inflammatory  reaction.  Similar 
changes  have  been  described  in  other 
children  with  uremia  under  the  term, 
“uremic  pneumonia/’ 

The  liver  weighed  500  Gm.,  twice  normal 
size,  and  showed  diffuse  passive  congestion. 
The  spleen  weighed  55  Gm.  and  was  grossly 
congested.  It  was  otherwise  normal  on 
microscopic  examination  except  for  one 
small  area  in  which  there  was  sickling  of 
red  blood  cells  within  a few  sinusoids.  This 
is  a perplexing  observation  and  difficult  to 
explain.  Is  it  an  artefact  of  postmortem 
anoxia  or  due  to  an  alteration  in  pH  by  the 
fixative?  Did  the  sickled  red  cells  come 
from  the  patient  or  were  they  from  trans- 
fused blood?  In  any  event,  I could  find  no 
other  evidence  of  sickling  elsewhere,  and  I 
do  not  think  that  a hemoglobinopathy 
played  a significant  role  in  the  child’s  re- 
fractory anemia. 

The  most  important  postmortem  findings 
were  in  the  kidneys,  as  one  would  anticipate. 
Clinically,  neoplasm  was  suspected;  there 
wasn’t  any.  The  kidneys  had  a combined 
weight  of  45  to  50  Gm.,  which  is  about 
normal  or  even  slightly  lighter  than  normal 
for  a child  of  this  age.  They  were  pale  and 
dusky  brown  and  showed  diffuse  ischemic 
necrosis.  A large,  elongated  thrombus  lay 
in  the  inferior  vena  cava  and  was  adherent 
to  its  wall  but  did  not  completely  occlude 
the  vessel  (Fig.  2).  It  extended  into  and 
occluded  the  left  common  iliac  vein.  It  was 
partly  organized  and  showed  extensive  pe- 
ripheral calcium  deposits  (Fig.  3)  and 
extended  into  both  renal  veins  which  were 
completely  occluded,  especially  in  their 
intrapelvic  branches  (Fig.  4).  The  thrombus 
had  been  present  for  some  time.  The  de- 
gree of  calcification  in  some  areas  was  con- 
sistent with  the  idea  that  it  was  over  nine 
or  ten  weeks  old,  antedating  the  child’s  ad- 
mission. The  abdominal  aorta  was  normal. 

On  section  the  kidneys  showed  a blurred 
architecture  (Fig.  5).  Most  of  the  renal 
cortex  was  infarcted,  but  geographic  areas 
of  the  medulla  appeared  viable,  and  inter- 
lobular veins  contained  lamellated  fibrin 
clot  (Fig.  6A).  In  scattered  areas  of  the 
infarcted  renal  parenchyma  there  was  patchy 
calcification  (Fig.  6B).  In  some  areas  the 
necrosis  was  so  severe  that  tissue  structure 
was  obliterated,  but  in  other  areas  a faint 
trace  of  glomerular  and  tubular  outlines 
could  be  seen.  The  spared  areas  were  few 
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FIGURE  3.  (A)  Organized  thrombus  with  peripheral  calcification  (dark  areas)  occluding  most  of  the  lumen 
of  the  inferior  vena  cava.  (B)  Higher  magnification  of  (A)  showing  adherent  thrombus  and  a heavily  cal- 
cified zone. 


FIGURE  4.  Complete  occlusion  of  a branch  of  a 
renal  vein  just  beneath  the  tip  of  a renal  pyramid 
which  shows  focal  calcification.  Within  the  pyra- 
mid itself  the  smaller  veins  also  contain  thrombi. 


and  far  between;  only  a very  rare  viable 
glomerulus  could  be  identified. 

On  the  convex  surface  of  the  cerebral 
hemispheres  there  were  prominent  areas  of 
discoloration  at  the  par ieto -occipital  junc- 
tion, more  evident  on  the  right  side  than 
the  left  (Fig.  7).  Section  in  the  coronal 
plane  (Fig.  8)  showed  these  discolorations 
to  be  encephalomalaceous  infarcts,  and 
there  were  thrombi  in  the  superior  cerebral 
veins  draining  these  areas.  I would  relate 
these  cerebral  infarcts  to  the  clinical  ap- 
pearance of  paralysis  starting  in  the  left 
lower  extremity. 

The  adrenal  glands  were  grossly  thin,  and 
their  cortices  showed  microscopic  evidence 
of  lipoid  depletion.  There  was  no  evidence 
of  neuroblastoma.  The  parathyroid  glands 
showed  a slight  degree  of  compensatory 
hyperplasia. 

Anatomic  diagnoses 

1.  Thrombosis  of  inferior  vena  cava,  left 
common  iliac  vein,  and  renal  veins  bilaterally 

2.  Ischemic  necrosis  of  kidneys  with 
calcification 
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FIGURE  5.  Coronal  section  of  kidneys  and  venous 
drainage  with  thrombi  removed.  Renal  archi- 
tecture is  largely  blurred,  and  extensive  zones  of 
infarction  are  grossly  evident. 

3.  Thrombosis  of  superior  cerebral  veins 

4.  Cerebral  infarctions , bilateral , occipito- 
parietal region 


5.  Pulmonary  congestion  and  edema 

6.  Hydrothorax , bilateral 

7.  Ascites 

Dr.  Dragutsky:  Did  you  find  any 

evidence  of  collateral  circulation? 

Dr.  Kim:  No,  not  as  such.  The  pelvic 

veins  were  congested,  but  I could  not  see 
that  new  vascular  channels  had  formed. 

Lawrence  Slobody,  M.D.:  What  do 

you  think  caused  the  venous  thrombi? 

Dr.  Kim:  There  was  no  evidence  of 

trauma,  sepsis,  or  thrombotic  thrombocyto- 
penic purpura.  There  was  no  family  history 
of  diabetes,  and  fourteen  months  is  too 
old  for  a possible  relationship  to  maternal 
diabetes.  I have  no  real  evidence  regarding 
the  cause  of  the  thrombosis,  although  there 
is  some  rather  tenuous  evidence  of  sickling, 
but  it  is  not  convincing,  and  I cannot  rely  on 
it. 

Dr.  Tchertkoff*:  The  case  at  hand 

has  more  than  didactic  interest.  Lever, 
Stewart,  and  Riddell3  report  that  without 
surgery  unilateral  renal  vein  thrombosis 
carries  a 95  per  cent  mortality  rate.  With 

* Pat.hologist-in-Charge,  Metropolitan  Hospital;  Associate 
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FIGURE  6.  (A)  Low-power  view  of  infarcted  renal  cortex  with  a still  viable  small  area  of  medulla.  Inter- 
lobar veins  are  thrombosed.  (B)  Higher  magnification  of  (A)  showing  infarcted  renal  parenchyma  with 
still  identifiable  glomerular  outlines  and  patchy  granular  calcification. 
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FIGURE  7.  Superior  convexity  of  cerebral  hemi- 
spheres showing  zones  of  softening  and  dis- 
coloration, greater  on  the  right.  The  thrombosed 
cerebral  veins  are  prominent. 

early  surgery  (unilateral  nephrectomy)  the 
mortality  rate  is  decreased  to  25  per  cent. 
Thus,  early  diagnosis  is  of  major  importance. 
They  stress  the  following  as  important 
diagnostic  signs: 

1.  Sudden  enlargement  of  the  kidneys 
with  flank  pain. 

2.  Hematuria,  with  or  without  pyuria 
and  proteinuria. 

3.  Fever  with  leukocytosis. 

4.  The  onset  of  shock. 

5.  Reflex  vomiting,  nausea,  and  diar- 
rhea. 

6.  If  both  renal  veins  are  occluded, 
anuria. 

7.  Increased  nonprotein  nitrogen. 

8.  Excretory  urogram  revealing  an 
increase  in  size  and  decreased  to  absent 
function  of  the  affected  kidney. 

9.  On  cystoscopy,  absence  of  excretion 
of  intravenously  injected  indigo  carmine  on 
the  affected  side. 

10.  On  retrograde  pyelography  there  is 
an  irregular  outline  and  incomplete  filling 
of  the  renal  pelvis  due  to  parenchymal 
swelling.  In  rare  cases  the  pelvis  may  not 
fill  at  all. 

11.  Inferior  vena  cava  venography  or 
renal  vein  venography,  although  not  with- 


FIGURE  8.  Coronal  section  of  cerebral  hemi- 
spheres showing  wedge-shaped  areas  of  infarction 
and  encephalomalacia. 


out  danger,  may  be  the  most  important 
diagnostic  tool. 4 

The  etiology  of  renal  vein  thrombosis  is 
divided  into  two  groups:3 

Inherent.  The  inherent  group  includes: 
(1)  dehydration  with  increased  viscosity  of 
the  blood,  (2)  double  capillary  network  with 
slowing  of  the  renal  circulation,  (3)  lowered 
arterial  and  venous  capillary  pressure,  (4) 
prolonged  bed  rest  with  increased  circulating 
thromboplastin,  (5)  change  in  the  prothrom- 
bin level,  and  (6)  congenital  vessel  defect. 

Acquired  types  of  renal  vein  throm- 
bosis. The  acquired  types  are  due  to: 
(1)  trauma;  (2)  dehydration,  diarrhea,  and 
vomiting;  (3)  infection  with  vessel  damage, 
that  is,  thrombophlebitis  of  pelvic  vessels; 
and  (4)  shock. 

It  is  of  more  than  passing  interest,  as 
pointed  out  by  Asbehouse,5  that  of  228  cases 
reviewed,  98  were  in  children,  and  of  these, 
90  were  under  two  months  of  age.  With  all 
this  information  at  our  fingertips,  it  is  still 
difficult  to  be  dogmatic  as  to  what  caused 
the  bilateral  renal  vein  and  cerebral  throm- 
boses in  this  unfortunate  child.  One  might 
postulate  an  increase  in  circulating  throm- 
boplastin or  a sickle  crisis,  but  I must  admit 
that  the  evidence  is  tenuous. 
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In  the  vast  underdeveloped  areas  of  the 
tropics,  where  the  majority  of  the  world’s 
population  lives  and  which  in  this  jet  age 
have  become  the  playgrounds  of  tourists, 
arenas  of  diplomatic  conflicts,  and  reservoirs 
for  expanding  business  cartels,  malaria  rules. 
No  other  disease  so  decimates  the  infant 
population,  enfeebles  and  destroys  adults, 
or  better  reflects  the  public  health  status  of 
an  area. 

Despite  many  successful  eradication  pro- 
grams in  the  last  fifteen  years,  malaria  re- 
mains the  great  killer  in  the  tropics.  The 
World  Health  Organization  has  had  to  alter 
substantially  its  initial  eradication  programs 
for  two  reasons:  First,  the  vectors  of  malaria, 
which  are  mosquitoes  of  several  genera  of  the 
tribe  Anophelini,  particularly  the  genus 
Anopheles,  have  become  increasingly  resist- 
ant to  DDT  and  other  insecticides.  Fur- 
ther, it  has  become  more  and  more  apparent 
that  a basic  rural  health  system  is  essential 
for  success.  Throughout  much  of  Africa  and 
the  Far  East,  “pre-eradication”  programs, 
consisting  of  the  establishment  of  a public 
health  service  adequate  to  carry  out  pilot 
and  attack  programs  and  provide  follow-up 
surveillance,  are  being  made  a prerequisite 
to  the  use  of  any  World  Health  Organization 
or  United  States  funds  for  insecticides,  ap- 
paratus, or  technical  assistance. 

Add  to  the  vastness  of  the  areas  of  infec- 
tion the  knowledge  that  relapses  may  occur 

* Present  address:  NAMRU  3 (Cairo),  FPO  540,  New 
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years  after  exposure,  and  it  becomes  obvious 
that  malaria  will  remain  a serious  threat  for 
generations  to  come.  Since  safe  and  effec- 
tive therapy  is  available  and  since  coma, 
relapsing  febrile  illnesses,  hepatospleno- 
megaly,  and  nephrosis  are  but  a few  of  the 
protean  manifestations  of  malaria,  it  is  es- 
sential that  it  be  considered  in  the  differen- 
tial diagnosis  of  a disease  in  almost  any 
patient  who  has  traveled  at  any  time  in 
a region  where  malaria  is  endemic. 

Pathologic  features 

Four  species  of  parasites  of  the  genus 
Plasmodium  cause  malaria  in  human  beings. 
These  are:  P.  vivax  (benign  tertian),  P. 
ovale  (ovale  tertian),  P.  falciparum  (malig- 
nant tertian),  and  P.  malariae  (quartan). 
All  these  parasites  are  widely  distributed 
throughout  the  tropics  except  for  P.  ovale, 
which  is  found  only  in  East  and  West  Africa 
and  in  northern  South  America.  Except  for 
the  absence  of  an  exoerythrocytic  phase  in 
P.  falciparum  infection,  the  life  cycles  of 
these  four  malarial  parasites  are  similar, 
with  sexual  development  (sporogony)  oc- 
curring in  appropriate  anopheline  mosquito 
hosts  and  asexual  maturation  (schizogony) 
occurring  in  man.  During  the  act  of  biting 
an  infected  man,  Anopheles  mosquitoes  can 
ingest  male  and  female  gametocytes.  The 
male  exflagellates  in  the  insect  gut  and 
fertilizes  a female  parasite.  The  resulting 
oocyst  then  enlarges  in  the  stomach  wall 
for  from  seven  to  twenty  days  before 
rupturing  into  the  body  cavity,  releasing 
thousands  of  sporozoites.  Those  which 
lodge  in  the  salivary  glands  can  then  be  in- 
jected into  a new  victim  when  the  mosquito 
bites. 

Sporozoites  remain  in  the  human  blood 
stream  for  less  than  one  hour.  A few  then 
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TABLE  I.  Life-cycle  and  morphologic  characteristics  of  Plasmodium  parasites  causing  malaria  in  human 

beings 


Plas- 

modium 

Species 

Pre- 

Erythro- 

cytic 

Period 

(Days) 

Cycle 

Time 

(Hours) 

Per- 
sist- 
ence 
in  Man 
( Y ears) 

Characteristics  of  Parasitized  Red  Cells 
Early  Late 

P.  vivax 

8 

48 

5 

Enlarged;  Schiiffner’s  dots 

12  to  24  merozoites 

P.  falciparum 

5.5 

48 

2 

Not  enlarged;  Maurer’s 

12  to  24  merozoites;  black 

clefts;  accole  and  ap- 

pigment prominent;  schi- 

plique  forms;  multiple 

zonts  rare  in  peripheral 

rings  in  one  red  blood 

blood;  crescent-shaped 

cell 

gametocytes 

P.  malariae 

11 

72 

40 

Not  enlarged;  Ziemann’s 

6 to  12  merozoites;  daisy  - 

dots;  band  forms 

head  form  of  schizonts 

P.  ovale 

9 

48 

5 

Enlarged;  fimbriated  ends 

6 to  12  merozoites 

FIGURE  1.  Thin  peripheral  blood  smears  of  human  malaria.  (A)  Pre-erythrocytic  schizont  in  human  liver. 
(B)  P.  vivax:  early  trophozoite  or  ring  forms.  (C)  P.  vivax:  ameboid  trophozoites  and  presegmenting  schi- 
zont. Note  prominent  Schiiffner's  dots.  (D)  P.  vivax:  presegmenter  and  gametocyte.  (E)  P.  vivax: 
mature  schizont.  (F)  P.  vivax:  male  and  female  gametocytes.  (G)  Mixed  infection  with  P.  vivax  and  P. 
falciparum.  (H)  P.  falciparum:  early  trophozoites.  Note  multiple  infections  and  applique  forms.  (I)  P. 
falciparum:  crescent-shaped  gametocyte.  (J)  P.  falciparum:  mature  schizont,  very  rarely  found  in  periph- 
eral blood.  (K)  P.  malariae:  ‘'band"  form  trophozoite,  (L)  P.  malariae:  "daisy-head”  schizont.  (M) 
P,  ovale:  ameboid  trophozoite.  (N)  P,  ovale:  presegmenter.  (0)  P.  ovale:  gametocyte.  Note  oval  shape 
and  Schiiffner's  stippling  in  all  stages. 
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FIGURE  2.  Section  of  brain  from  fatal  case  of  P. 
falciparum  malaria  showing  blockage  of  capillar- 
ies with  pigment  and  parasites. 


penetrate  parenchymal  cells  of  the  liver 
and  undergo  pre-erythrocytic  schizogony. 
When  the  hepatic  schizont  ruptures  five  and 
one-half  to  twelve  days  later  (Table  I),  mero- 
zoites  are  liberated  and  can  invade  new  fiver 
tissue  or  red  blood  cells.  Within  the  erythro- 
cytes the  parasite  enlarges  from  a ring  form 
to  a trophozoite  and,  finally,  to  a schizont 
(Fig.  1),  which  again  can  rupture,  liberating 
invasive  merozoites.  This  cycle  of  develop- 
ment takes  from  forty-eight  hours  (tertian 
malaria)  to  seventy-two  hours  (quartan 
malaria).  The  clinical  paroxysm  occurs 
when  the  schizont  ruptures  the  red  cells. 

A few  trophozoites  do  not  develop  into 
schizonts  but  rather  into  male  and  female 
gametocytes  which  can  be  ingested  by 
mosquitoes  to  restart  the  sexual  cycle.  The 
discovery  in  recent  years  that  merozoites 
from  hepatic  schizonts  of  P.  vivax,  P.  ovale, 
and  P.  malariae  can  invade  new  fiver  cells 
and  thus  perpetuate  an  exoerythrocytic 
cycle  provides  an  explanation  for  relapses 
occurring  many  years  after  a single  infection. 
The  morphologic  differentiation  and  fife 
cycles  of  Plasmodium  species  are  sum- 
marized in  Table  I and  Figure  1.  There  are 
many  more  distinguishing  points,  and  these 
can  be  sought  in  a textbook  of  malariology. 

The  severity  of  pathologic  changes  and 
clinical  manifestations  in  acute  malaria  is 
directly  proportional  to  the  percentage  of 
cells  parasitized.  Since  P.  vivax  and  P.  ovale 
preferentially  attack  reticulocytes  and  P. 
malariae  attacks  aging  red  cells,  less  than 
10  to  12  per  cent  of  erythrocytes  are  lysed 
when  the  schizont  ruptures.  P.  falciparum, 
however,  invades  erythrocytes  of  all  ages, 


FIGURE  3.  Splenic  biopsy  specimen  in  severe  ma- 
lignant tertian  malaria  showing  pigment  deposition 
and  fibrosis  of  white  pulp. 


and  severe  degrees  of  parasitemia  and  result- 
ant anemia  are  common  in  malignant  tertian 
malaria. 

P.  falciparum  infection  is  the  only  lethal 
form  of  malaria.  Schizonts,  absent  from 
the  peripheral  blood,  block  the  capillaries  of 
internal  organs.  Parasitized  red  cells,  frag- 
ments of  ruptured  erythrocytes,  and  malarial 
pigment  adhere  to  capillary  endothelial  fin- 
ings and  cause  thrombosis,  hemorrhage,  and 
infarction.  This  is  particularly  evident  in 
so-called  “pernicious”  P.  falciparum  infec- 
tions in  which  marked  pathologic  changes 
are  seen  in  the  brain  (Fig.  2),  heart,  or 
gastrointestinal  tract.  Ring  or  punctate 
hemorrhages  throughout  the  brain  resulting 
from  parasitic  obstruction  and  coma  are 
frequently  the  presenting  manifestation  of 
cerebral  P.  falciparum  malaria.  So-called 
“blackwater  fever”  is  another  fatal  manifes- 
tation of  falciparum  infection.  Acute  intra- 
vascular hemolysis,  apparently  related  in 
part  to  inadequate  quinine  therapy,  coupled 
witn  parasitic  blockage  of  renal  capillaries, 
results  in  an  acute  tubular  necrosis. 

In  all  types  of  malaria  the  spleen  is  almost 
invariably  enlarged.  In  acute  cases  the 
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sudden  engorgement  with  parasitized  cells 
stretches  the  capsule,  and  splenic  rupture 
may  result.  In  chronic  cases  the  gray-black 
color  of  the  spleen  from  pigment  deposition 
is  interspersed  with  patchy,  white  areas  of 
fibrosis  from  infarctions  and  perisplenitis 
(Fig.  3).  The  liver  is  also  enlarged  and 
pigmented,  with  microscopic  evidence  of 
parenchymatous  degeneration,  centrolobuiar 
necrosis,  periportal  fibrosis,  and  phagocytosis 
of  pigment  and  parasites  in  the  Kupfer  cells. 
In  quartan  malaria  the  pathologic  changes  of 
nephrosis  may  be  found. 

Clinical  manifestations 

The  initial  symptoms  of  malaria  are  mani- 
fest only  after  five  and  one-half  to  eleven 
days  of  pre-erythrocytic  development  in  the 
liver  and  a further  two  to  three  days  of  para- 
site maturation  in  the  red  cell.  This  long 
incubation  period  affords  ample  opportunity 
for  unprotected  air  travelers  to  manifest  the 
first  clinical  and  hematologic  evidence  of 
malaria  in  a temperate  zone.  A pathogno- 
monic periodic  paroxysm  occurs  in  acute  in- 
fection with  all  four  species  of  Plasmodium 
that  attack  human  beings.  Although  daily 
temperature  spikes  are  common  early  in  the 
disease,  a pattern  evolves  within  several 
days  that  is  either  tertian  (P.  vivax,  P. 
ovale,  P.  falciparum)  or  quartan  (P. 
malariae).  The  paroxysm  is  similar  in  all 
and  consists  of  a cold  stage,  with  severe 
rigors  for  from  one-half  to  one  hour,  followed 
by  a hot  stage  of  several  hours,  with  rapid 
temperature  rise  to  105  F.  or  higher,  severe 
headache,  flushed  dry  skin,  nausea,  vomiting, 
and  often  delirium.  This  is  followed  by  a 
sweating  stage,  with  profuse  perspiration  and 
a feeling  of  profound  exhaustion.  Paroxysms 
generally  occur  in  the  late  afternoon  and 
may  continue  for  from  three  to  four  weeks. 
Except  in  malignant  tertian  malaria,  in 
which  prostration  is  common,  the  patient 
usually  feels  well  in  the  intervals  between 
paroxysms. 

Untreated  P.  falciparum  infection  either 
kills  or  undergoes  self-cure  within  a few 
months.  With  the  other  types  of  malaria, 
however,  the  persistence  of  exoerythrocytic 
parasites  permits  relapses  to  occur  for  years 
(Table  I).  In  these,  the  paroxysms  are 
usually  less  severe,  less  regular,  and,  as 
years  pass,  separated  by  increasingly  longer 
periods  of  time. 


The  complications  of  acute  malaria  in- 
clude herpes  labialis  in  over  30  per  cent  of 
cases;  keratitis;  and,  especially  in  chronic 
infection,  concomitant  pneumonitis,  ca- 
chexia, and  generalized  debilitation. 

Laboratory  diagnosis 

To  substantiate  a diagnosis  of  malaria, 
plasmodial  parasites  must  be  seen  in  blood 
smears  or,  rarely,  in  bone  marrow,  spleen, 
or  liver  biopsies.  With  proper  staining  and 
persistence,  malaria  parasites  can  be  demon- 
strated in  all  cases  of  clinical  malaria.  Posi- 
tive blood  films  can  be  found  in  patients  with 
acute  malaria  if  repeated  blood  slides  are 
examined  several  times  per  day  for  from 
three  to  four  days.  Thick  blood  films  should 
be  examined  for  the  presence  of  parasites; 
follow-up  thin  blood  films  allow  species 
differentiation. 

There  are  no  serologic  tests  of  value  in  the 
diagnosis  of  malaria.  Immunofluorescent 
technics  have  recently  been  used  to  demon- 
strate the  presence  of  antibody  titers  against 
malarial  parasites.  This  method  may  be 
valuable  in  surveys  but  does  not  distinguish 
active  infection  from  recent  exposure.  Ane- 
mia is  usual  but  is  severe  only  in  P.  falcip- 
arum infections.  Leukopenia  and  thrombo- 
cytopenia are  common.  The  bilirubin  often 
is  elevated  slightly,  and  urine  urobilinogen 
is  raised.  In  blackwater  fever,  hemoglo- 
binuria and  marked  albuminuria  occur. 
Disappearance  of  fever  after  antimalarial 
therapy  is  an  inadequate  basis  for  diagnosis. 
Periodic  pyrexias  from  many  causes  are 
common  in  the  tropics,  and  a therapeutic 
response  may  be  mere  coincidence. 

Treatment 

The  term  cinchona,  used  as  a synonym 
for  quinine,  stems  from  the  legend  that  in 
the  seventeenth  century  Countess  Chinchon 
of  Peru  was  the  first  European  to  be  cured  of 
malaria  by  chewing  the  bark  of  a tree. 
Although  this  tale  of  its  origin  is  apocryphal, 
quinine  remained  the  sole  therapy  for  malaria 
from  the  mid-seventeenth  century  until  the 
main  cinchona  fields  of  Java  fell  into  Japa- 
nese hands  during  World  War  II.  This 
occurred  at  a time  when  in  the  Pacific 
theater  there  were  ten  times  as  many  soldiers 
invalided  by  malaria  as  by  battle  wounds. 
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Schizontocidal  drugs 
(Active  against  the  erythrocytic  phase) 
Potent  action:  Quinine,  Mepaarine 
Chloroquine,  Amodiaquine 
Limited  action  : Proguanil, 
Pyrimethamine 


Gametocytoc idol  drugs 
(Active  against  the  sexual  forms  of 
all  malaria  parasites) 

Pamaquine,  Primaquine,  Quinocide 

■J)) 

JC  J Anopheles 

taking  up 
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. infected  blood 

from  man 

Eirflagellation 

Ookinete 
(penetrating  the 
midgut  wall) 


Rupt  ured 
Oocyst  with 
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Sporontocidol  drugs 
(Active  against  the  parasites 
developing  in  the  mosquito) 
Proguanil,  Pyrimethamine, 
Pamaquine,  Primaquine 
Quinocide 
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CYCLE  IN  MOSQUITO 
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FIGURE  4.  Classification  of  antimalarial  drugs  in  relation  to  different  stages  of  life  cycle  of  parasite.  (From 
Bruce-Chwatt,  L.  J.:  Classification  of  antimalarial  drugs  in  relation  to  different  stages  in  the  life-cycle  of  the 
parasite:  commentary  on  a diagram,  Bull.  World  Health  Organ.  27: 287  (1962). 


Numerous  synthetic  antimalarial  drugs  were 
produced  under  the  pressure  of  war  that  have 
proved  to  be  not  only  more  effective  but  also 
safer  and  more  specific  than  quinine  (Fig.  4). 
Treatment  can  now  be  prescribed  for  the 
control  of  acute  infection,  the  eradication  of 
exoerythrocytic  forms,  and  for  prophylaxis. 

Chloroquine  is  the  drug  of  choice  against 
acute  infection  with  any  of  the  four  Plas- 
modium parasites  of  man.  In  an  oral  dosage 
of  300  mg.  weekly  of  the  diphosphate  base, 
it  is  an  effective  prophylactic  against  P. 
falciparum  infections  and  a suppressant  of 


benign  tertian  and  quartan  malaria.  An 
oral  dose  of  1.5  Gm.  administered  as  600 
mg.  to  start,  followed  by  a 300  mg.  dose, 
eight,  twenty -four,  and  forty -eight  hours 
later,  will  completely  cure  P.  falciparum  in- 
fection. If  severe  vomiting  is  a problem, 
parenteral  chloroquine  hydrochloride  is 
available.  Chloroquine  destroys  the  blood 
schizonts  but  does  not  affect  exoerythro- 
cytic forms . Thus  it  may  offer  ‘ ‘radical  cure’  ’ 
of  P.  falciparum  infection  where  there  is  no 
exoerythrocytic  cycle  but  will  not  prevent 
relapses  in  the  other  three  types  of  malaria. 
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For  these,  a drug  acting  as  a tissue  schizon- 
ticide  is  essential,  and  the  8-6-methoxy- 
quinolone,  primaquine,  is  recommended. 
An  oral  dose  of  15  mg.  of  the  base  daily  for 
two  weeks  is  effective.  Other  drugs  avail- 
able are  listed  in  Figure  4. 

Supportive  measures  are  important  in  the 
management  of  a patient  with  acute  malaria. 
Hospitalization  is  always  advisable.  Trans- 
fusion may  be  necessary  if  anemia  is  marked. 
Control  of  fluid  and  electrolyte  balance  will 
be  indicated  if  vomiting  or  diarrhea  are 
severe.  In  addition  to  being  given  prompt 
antimalarial  chemotherapy,  those  with 
blackwater  fever  should  be  managed  as  are 
patients  with  acute  tubular  necrosis  from 
other  causes.  The  artificial  kidney  has  been 
used  successfully  in  selected  cases. 

Prevention 

The  tropical  traveler  can  be  fully  protected 
against  the  danger  of  malaria  by  prophylac- 


Breast cancer  survival 

From  a relative  standpoint,  considering 
malignancies  in  general,  breast  cancer  has  a 
favorable  prognosis,  with  a five-year  survival  rate 
of  about  50  per  cent  as  compared  with  around 
10  per  cent  for  cancer  of  the  lung  or  stomach. 
Yet  among  the  five-year  breast  cancer  survivors 
the  mortality  rate  is  high.  From  studies  of  five- 
year  survivors  in  this  group  in  one  state  it  ap- 
pears that  they  continue  to  die  at  a rate  vastly 
greater  than  the  general  population  for  at  least 
twenty  years.  Thus,  at  the  end  of  twenty  years, 
39  per  cent  had  died  of  those  who  normally 
would  have  been  expected  to  survive  another 
fifteen  years. 


tic  medications.  As  in  treatment,  so  also  in 
prevention,  chloroquine  is  the  drug  of  choice. 
A weekly  dose  of  300  mg.  of  the  base  should 
be  begun  on  entering  a malarious  area.  Since 
effective  blood  levels  of  chloroquine  are  at- 
tained within  hours,  it  is  no  longer  necessary 
to  commence  prophylaxis  ten  days  before 
arrival  in  an  infected  zone.  The  drug  should 
be  continued  for  two  weeks  after  leaving  a 
malarious  region  to  be  certain  that  all  pre- 
erythrocytic  schizonts  and  hepatic  mero- 
zoites  are  destroyed.  The  value  of  mosquito 
netting  and  insecticides  is  evident. 


Bibliography 

Boyd,  M.:  Malariology,  Philadelphia,  W.  B.  Saunders 

Company,  1949,  2 vols. 

Macdonald,  G.:  The  Epidemiology  and  Control  of 

Malaria,  London,  Oxford  University  Press,  1957. 

Maegraith,  B.:  Pathological  Processes  in  Malaria  and 

Blackwater  Fever,  Oxford,  Blackwell  and  Co.,  1948. 

Russel,  P.,  West,  L.,  Manwell,  R.,  and  Macdonald,  G.: 
Practical  Malariology,  London,  Oxford  University  Press, 
1963. 


The  ratio  of  observed-to-expected  mortality 
from  breast  cancer  for  patients  who  died  five  to 
ten  years  after  diagnosis  was  40:1.  This  ratio 
diminished  to  26: 1 and  16:1  during  the  succeed- 
ing two  five-year  intervals.  The  observed 
mortality  from  cancers  other  than  breast  cancer 
exceeded  expectations,  but  to  a lesser  degree, 
with  endometrial  and  ovarian  cancer  showing  the 
greatest  excess.  The  comparative  mortality 
rate  for  these  latter  causes  was  no  greater  than 
3:1.  On  the  other  hand,  mortality  was  less 
than  expected  for  arteriosclerotic  heart  disease, 
other  cardiovascular  diseases,  and  all  other 
causes. 

These  findings  were  reported  in  the  May 
Journal  of  the  National  Cancer  Institute. 
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Recurrent  Hematuria 


Case  history 

Six  months  before  admission,  a sixty- 
seven-year-old  white  man  noted  that  he  had 
hematuria  which  lasted  only  one  day  and 
then  disappeared.  He  felt  fairly  well  in  the 
following  months  except  for  an  occasional 
ache  in  the  right  flank.  Three  months  be- 
fore admission  he  again  had  gross  hematuria 
which  lasted  for  two  weeks.  Following  this 
episode  he  consulted  his  physician.  At 
physical  examination  he  was  noted  to  be  a 
well-developed  white  male  in  no  distress. 
The  entire  examination  showed  no  pertinent 
findings.  Laboratory  studies  revealed  a 
urine  that  was  yellow,  pH  7,  specific  gravity 
1.007,  with  negative  albumin  and  sugar 
findings.  There  were  10  to  15  red  blood 
cells  in  the  urine  and  an  occasional  white 
cell. 

Radiologic  discussion 

E.  Robert  Heitzman,  M.D.*:  This 

patient  had  recurring  bouts  of  hematuria  as  a 
primary  complaint.  The  preliminary  film 
from  the  intravenous  urogram  shows  the 
psoas  shadow  and  the  renal  shadow  on  the 
right  side  to  be  entirely  normal.  The  psoas 
shadow  is  made  out  on  the  left  side  but  is 
not  particularly  well  seen.  The  left  kidney 
is  perhaps  not  quite  as  clearly  outlined  as 
the  right  but  is  seen  on  some  of  the  films  and 
certainly  does  not  appear  unusual.  The 
films  show  no  evidence  of  abnormal  mass. 
There  is  a very  extensive  osteoarthritic 

* Associate  Professor  of  Radiology,  State  University  of 
New  York  Upstate  Medical  Center. 


process  involving  the  lower  three  lumbar 
vertebrae  with  marked  osteophyte  forma- 
tion as  well  as  sclerosis  and  narrowing  of  the 
disk  spaces.  Whether  this  is  due  to  past 
trauma  or  to  other  abnormality,  I am  not 
sure.  I do  not  see  any  abnormal  calcium 
densities  overlying  the  course  of  the 
urinary  tract.  The  gas  distribution  appears 
normal. 

When  he  is  given  the  intravenous  material, 
there  is  prompt  appearance  in  five  minutes. 
The  calyces  on  the  right  side  are  well  shown 
and  are  normal  as  are  the  pelvis  and  upper 
ureter. 

On  the  left  side  the  calyceal  detail  is  not 
quite  as  well  shown.  On  the  twenty-five- 
minute  film  one  can  see  calyces  faintly  out- 
lined (Fig.  1).  These  appear  to  be  symmetri- 
cally distributed  within  the  kidney  paren- 
chyma in  the  frontal  projection.  The 
pelvis  does  not  look  unusual.  There  is  a 
little  widening  of  the  ureter  as  it  passes  over 
the  sacrum.  My  attention  is  drawn  to  the 
upper  left  ureter  where  there  is  a little 
calcium  shadow  which  seems  to  be  super- 
imposed on  the  ureter  in  some  films.  I tried 
to  find  a film  in  which  this  calcification  is 
not  seen  superimposed  on  the  ureter.  All 
of  the  films  seem  to  be  made  in  the  same 
frontal  projection,  and  I can’t  with  certainty 
determine  that  this  shadow  is  outside  the 
ureter.  I am  left  with  the  possibility  that 
there  is  a calcification  in  the  upper  portion 
of  the  left  ureter. 

The  bladder  is  moderately  well  filled  with 
contrast  material.  The  left  side  of  the 
bladder  appears  to  be  fairly  normal,  although 
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FIGURE  1.  Intravenous  urogram.  Twenty-five- 
minute  film.  There  is  slight  widening  of  left  ureter 
overlying  sacrum.  Most  distal  portion  of  ureter 
is  normal  in  caliber. 


minimally  trabeculated.  There  are  some 
radiolucent  shadows  overlying  the  right 
side  of  the  bladder.  The  question  then 
arises  whether  this  represents  a filling  defect 
jutting  into  the  contrast  material  within  the 
urinary  bladder  or  merely  overlying  intes- 
tinal gas.  I am  not  sure  about  this  in  the 
absence  of  any  oblique  films.  I would  not 
want  to  exclude  a bladder  tumor  on  the 
right  side.  I would  think  that  either  cys- 
toscopy or  a cystogram  would  suffice  to  ex- 
clude this  or  confirm  it. 

So  I am  left  with  a questionable  calcifica- 
tion in  the  left  ureter  and  a questionable 
tumor  mass  in  the  right  side  of  the  bladder 
that  would  need  further  examination. 

Clayton  Hale,  M.D.:  Does  the  dila- 

tation of  the  lower  left  ureter  trouble  you  at 
all  (Fig.  1)?  You  did  mention  it  earlier. 
How  often  do  you  see  dilatation  distal  to 
a questionable  stone  as  here? 

Dr.  Heitzman:  Well,  this  area  is  seen 

on  one  film  only.  The  segment  is  rather 
short,  and  I think  it  could  represent  dilatation 
which  is  physiologic  as  a peristaltic  wave 
passes.  There  is  some  contrast  material 
which  is  seen  in  the  ureter  all  the  way  to  the 
bladder  on  this  one  film.  If  I saw  the  dilata- 
tion on  more  films,  then  I would  be  con- 


cerned that  there  was  something  at  the 
ureterovesical  junction  or  possibly  that  there 
was  reflux  from  the  bladder  into  the  left 
ureter.  I agree,  I think  it  certainly  is  very 
unusual  to  see  dilatation  below  a stone. 

Dr.  Hale:  Do  you  think  you  get  that 

much  dilatation  physiologically? 

Dr.  Heitzman:  I think  so.  Further 

retrograde  studies  were  done.  I think  they 
do  confirm  the  fact  that  the  calyces  on  the 
left  side  are  normal.  The  bladder  on  the 
right  side  at  this  time  appears  normal  as 
well.  The  patient  was  cystoscoped  which 
also  excludes  a bladder  tumor  on  the  right 
side.  The  calcification  that  I was  concerned 
about  is  outside  the  ureter. 

The  area  of  dilatation  of  the  left  ureter  be- 
comes of  primary  importance  when  you  see 
the  retrograde  study.  There  is  a filling  de- 
fect in  the  pelvic  portion  of  the  ureter  some 
distance  above  the  bladder  (Fig.  2).  This  is 
seen  on  only  one  film  and  appears  to  dilate 
the  ureter.  The  contrast  material  appears  to 
cup  around  it  sharply.  The  ureter  below  it 
appears  to  taper  rather  abruptly.  The  shad- 
ow appears  to  be  slightly  irregular  in  shape. 
I think  this  is  a lesion  which  is  within  the  lu- 
men. I think  the  question  would  arise  as  to 
whether  this  represents  a stone  within  the 
ureter  or  whether  this  represents  a ureteral 
tumor.  I think  with  the  local  widening  of 
the  ureter  produced  at  the  level  of  the  de- 
fect, I would  favor  this  being  a ureteral 
tumor  rather  than  a radiolucent  stone  of  this 
size.  One  of  the  signs  of  ureteral  carcinoma, 
that  of  the  catheter  coiling  below  the  lesion 
because  the  ureter  is  held  open  below,* 
is  not  demonstrated,  but  I think  I would 
still  favor  this  being  a primary  tumor. 

Dr.  Heitzman's  diagnosis 

Carcinoma  of  the  left  ureter 

Pathologic  discussion 

Henry  J.  Goller,  M.D.:  At  operation  a 

soft  mass  was  felt  in  the  lower  one  third  of 
the  left  ureter.  A left  ureteronephrectomy 
was  done. 

Barbara  F.  Rosenberg,  M.D.f:  The 

specimen  that  we  received  consisted  of  two 

* Bergman,  H.,  Friedenberg,  R.  M.,  and  Sayegh,  V.: 
New  roentgenologic  signs  of  carcinoma  of  the  ureter,  Am.  J. 
Roentgenol.  86:  707  (Oct.)  1961. 

t Assistant  Professor,  Pathology,  State  University  of  New 
York  Upstate  Medical  Center. 
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FIGURE  2.  (A)  Bilateral  retrograde  pyelogram.  Contrast  material  is  seen  outlining  oval  mass  in  pelvic 
ureter  on  left  (arrow).  (B)  Film  made  after  removal  of  catheter.  Contrast  is  held  up  in  ureter  above  mass 
which  locally  widens  ureteral  lumen.  Coating  of  lesion  with  contrast,  the  acute  angle  produced  by  junction 
of  the  mass  with  the  ureteral  wall  laterally,  and  the  almost  circumferential  outlining  of  mass  indicate  its 
intralumenal  character.  While  a large,  silent,  radiolucent  stone  could  present  this  appearance,  a neoplasm 
is  a much  more  likely  possibility. 


FIGURE  3.  Surgical  specimen.  Ureter  has  been 
opened  in  dilated  portion,  disclosing  papillary  mass 
(arrow).  Stalk  is  hidden  from  view. 


parts,  one  a kidney  with  a 14-cm.  length  of 
ureter  which  was  unremarkable  except  for 
some  pyelonephritis,  and  the  second  a 
separate  11-cm.  length  of  ureter.  The  latter 
was  dilated  at  its  lower  end,  and  within  it, 
3 cm.  from  the  distal  line  of  resection,  was  a 
0.7  by  0.4  by  0.3  cm.  pale,  tan,  papillary 
mass,  arising  from  the  wall  on  a slender 
stalk  (Fig.  3). 

The  microscopic  sections  of  this  tumor 


FIGURE  4.  Photomicrograph  of  entire  papillary 
tumor  showing  narrow  stalk  and  well-differentiated 
transitional  cells  covering  papillary  fronds  (low 
power,  hematoxylin  and  eosin  stain). 


286  New  York  State  Journal  of  Medicine  / January  15,  1964 


show  a pedunculated  papillary  lesion  that  is 
entirely  superficial  and  does  not  invade  the 
muscle  wall  (Fig.  4).  Under  higher  power 
the  transitional  cell  pattern  is  clearly  visible; 
there  is  enough  variation  in  nuclear  size  with 
an  occasional  mitotic  figure  to  record  this  as 
a grade  2 papillary  transitional  cell  car- 
cinoma of  the  ureter.  There  were  no 


other  lesions  found  along  the  length  of  the 
ureter  grossly,  and  several  sections  taken 
in  random  areas  did  not  show  any  other 
abnormalities  of  the  mucosa. 

Histologic  diagnosis 

Transitional  cell  carcinoma  of  the  left  ureter 
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I n the  chapter  on  fat-soluble  vitamins 
which  appeared  in  the  Annual  Review  of 
Biochemistry  for  1962,  Pitt  and  Morton1 
devote  five  and  a half  lines  to  the  interrela- 
tionship between  vitamin  A and  protein 
metabolism.  In  view  of  the  widespread 
simultaneous  occurrence  of  vitamin  A de- 
ficiency and  protein  malnutrition  in  man, 
particularly  in  young  children,  several 
workers  have  recently  been  studying  the 
possible  relationship  of  protein  and  vitamin 
A metabolism,  and  some  of  this  work  is 
reviewed  here. 

Protein  malnutrition  and  vitamin  A 
metabolism  in  man 

Protein  malnutrition  and  vitamin  A defi- 
ciency are  probably  the  two  most  com- 
mon nutritional  deficiency  diseases  in  very 
large  areas  of  the  world  today.  Thus, 
kwashiorkor  is  very  common  in  Latin 
America,  in  Africa,  and  throughout  Asia, 
and  vitamin  A deficiency  is  extremely  wide- 
spread in  South  Asia  and  possibly  in  other 
areas  where  little  is  known  about  its  inci- 
dence. In  Indonesia  every  year,  thousands 
of  children  lose  their  eyesight  completely 

The  original  work  reported  in  this  paper  was  supported  by 
grants  A-4464  and  K3-AM-14154  from  the  National  Institute 
of  Arthritis  and  Metabolic  Diseases,  Bethesda,  Maryland. 


because  of  vitamin  A deficiency.  Vitamin 
A deficiency  was  the  cause  of  the  loss  of  the 
eyesight  in  82  per  cent  of  the  completely 
blind  patients  below  the  age  of  ten  seen  at 
the  Tjitjendo  Eye  Hospital  in  Bandung, 
Java.2  There  are  many  reports  in  the 
literature  of  an  association  between  vitamin 
A deficiency  and  protein  malnutrition  in 
children.  Poey  Seng  Hin3  observed  that 
among  the  patients  with  kwashiorkor  in  the 
pediatrics  department  of  the  University 

hospital  in  Djakarta,  49  per  cent  also 

suffered  from  xerophthalmia,  10  per  cent 
had  Bitot  spots,  and  20  per  cent  had 

keratomalacia.  Chandra  et  al.A  reported 
that  30  per  cent  of  the  patients  with  kwash- 
iorkor treated  at  the  hospital  in  Hyderabad 
(North  Central  India)  and  36  per  cent  at 
the  hospital  in  Conoor  (South  India)  also 
suffered  from  vitamin  A deficiency.  A 

simultaneous  occurrence  of  protein  mal- 
nutrition and  severe  symptoms  of  vitamin  A 
deficiency  is  quite  common  in  India  and  in 
Indonesia,  although  this  does  not  seem  to 
be  part  of  the  clinical  aspect  of  kwashiorkor 
in  Africa. 

Supplementation.  Some  very  interest- 
ing reports  on  the  interrelationship  of  pro- 
tein malnutrition  and  vitamin  A status  have 
come  from  INCAP  in  Guatemala  where 
Arroyave  et  al.h  found  that  some  kwashior- 
kor patients  on  admittance  to  the  hospital 
had  very  low  serum  vitamin  A levels.  When 
adequate  dietary  proteins  were  given,  their 
serum  vitamin  A rose  without  any  adminis- 
tration of  vitamin  A,  provided  the  patients 
had  sufficient  liver  reserves  of  vitamin  A. 
It  is  well  known  that  in  kwashiorkor  the 
serum  total  proteins  are  reduced  and  the 
albumin-globulin  ratio  lowered.  It  would 
then  appear  that  adequate  serum  proteins  or 
at  any  rate  adequate  dietary  protein  is 
necessary  to  mobilize  vitamin  A from  the 
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TABLE  I.  Dietary  supplements  given  to  vitamin  A- 
deficient  Indonesian  boys 


Groups 

Supplements  (Per  Day) 

I 

1 Gm.  palm  oil  per  kilogram  body 
weight 

II 

1 Gm.  coconut  oil  per  kilogram  body 
weight 

III 

2 Gm.  protein  per  kilogram  body 
weight 

IV 

2 Gm.  sugar  per  kilogram  body  weight 

V 

2,000  I.U.  vitamin  A 

liver  into  the  bloodstream.  Alternatively, 
the  lowered  or  imbalanced  protein  intake, 
which  gave  rise  to  kwashiorkor,  may  have 
reduced  the  requirement  for  vitamin  A and 
its  mobilization  from  the  liver.  It  should 
be  noted  that  Arroyave  and  his  collaborators 
did  not  find  this  rise  in  serum  vitamin  A when 
they  gave  skimmed  milk  treatment  to  kwash- 
iorkor patients  whose  liver  vitamin  A re- 
serves were  very  low  to  start  with.  The 
implications  of  this  observation  are  of 
course  of  the  utmost  importance  for  the 
supplementation  of  children  in  areas  where 
there  is  a high  incidence  of  kwashiorkor  and 
where  the  vitamin  A status  is  marginal. 
Since  the  skimmed  milk  supplement  will  in- 
crease the  vitamin  A requirement,  it  may 
mobilize  the  last  reserves  of  this  vitamin 
from  the  fiver  and  thus  precipitate  vitamin 
A deficiency.  This  should,  of  course,  not  be 
interpreted  as  an  argument  against  feeding 
a high-grade  protein  to  children  to  prevent 
kwashiorkor,  but  it  should  emphasize  the 
need  to  supplement  this  high-grade  protein 
with  vitamin  A.  This  was  very  clearly 
illustrated  by  the  experiment  of  Haider  and 
Sundararajan6  who  supplemented  500  chil- 
dren every  day  over  a prolonged  period  of 
time  with  skimmed  milk  protein  and  a second 
group  of  500  children  with  skimmed  milk 
protein  fortified  with  vitamin  A.  They 
found  that  the  children  who  received  the 
vitamin  A-enriched  skimmed  milk  supple- 
ment increased  in  height  and  weight  much 


more  rapidly  than  the  children  who  received 
the  skimmed  milk  supplement  alone. 

In  protein  malnutrition,  the  absorption  of 
dietary  vitamin  A from  the  intestinal  tract 
is  also  impaired.  This  has  been  demon- 
strated by  Arroyave  and  his  collaborators7 
who  gave  large  doses  of  vitamin  A palmitate 
in  oil  to  children  suffering  from  acute 
kwashiorkor.  These  patients  did  not  show 
the  marked  increase  in  plasma  vitamin  A 
which  occurs  in  well-nourished  subjects 
under  these  circumstances.  In  a study  in 
Indonesia,  Roels  et  al .8  studied  the  effect  of 
protein  and  fat  supplements  on  vitamin  A- 
deficient  Indonesian  children.  Fifty-two 
Indonesian  boys  aged  from  three  to  thirteen 
years,  20  of  whom  had  very  marked  eye 
symptoms  of  vitamin  A deficiency  and  10 
of  whom  had  slight  symptoms  of  xerophthal- 
mia, received  the  daily  dietary  supplements 
which  are  shown  in  Table  I for  a period  of 
three  weeks.  Their  dietary  intake  during 
the  supplementation  period  was  essentially 
the  same  as  it  was  before  this  period,  except 
of  course  for  the  supplements,  as  is  shown  in 
Table  II. 

The  changes  in  the  serum  carotene  levels  of 
these  boys  in  the  course  of  the  supplementa- 
tion period  are  shown  in  Figure  1.  The 
serum  “carotene”  level  of  the  boys  who 
received  the  palm  oil  supplement,  which  is 
extremely  rich  in  carotenoids  (410  micro- 
grams of  beta  carotene  per  gram  of  oil), 
increased  very  rapidly  and  kept  rising 
throughout  the  supplementation  period. 
The  serum  carotene  level  of  the  boys  re- 
ceiving the  coconut  oil  supplement  also 
rose  steadily  throughout  the  period,  but 
very  much  more  slowly.  It  is  obvious  that 
the  absorption  of  carotenoids  from  their 
regular  diet  increased,  thanks  to  the  coconut 
oil  supplement.  Figure  2 shows  the 
changes  in  the  serum  vitamin  A levels  of 
these  boys  due  to  the  supplementation. 
The  serum  vitamin  A level  of  the  palm  oil- 
supplemented  boys  reached  a maximum 
within  the  first  week  after  the  start  of  the 


TABLE  II.  Dietary  intakes  of  vitamin  A-deficient  Indonesian  boys  excludingthe  supplements,  by  per  cent 


Supplement 

Sugar 

Protein 

Coconut  Oil 

Palm  Oil 

Vitamin  A 

Calories  from  protein 

11 

10 

11 

11 

10 

Calories  from  fat 

16 

17 

19 

20 

20 

Calories  from  carbohydrates 

73 

73 

70 

69 

70 

Total  caloric  intake 

1,530 

1,432 

1,432 

1,201 

1,354 
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FIGURE  1.  Changes  in  serum  carotene  levels 
during  supplementation  period.  Serum  carotene 
concentration. 

supplementation.  It  remained  steady 
thereafter.  This  happened  despite  a con- 
tinuously increasing  level  in  serum  caro- 
tenoids and  despite  the  continued  intake  of 
a high  level  of  beta  carotene  in  the  palm  oil. 

The  serum  vitamin  A levels  of  the  boys  in 
the  protein-supplemented  group  rose  rapidly 
to  about  40  per  cent  above  their  starting 
levels  by  the  end  of  the  first  week  of  the 
treatment.  By  the  end  of  the  second  week, 
however,  their  serum  vitamin  A level  had 
fallen  back  to  the  initial  level,  where  it 
stayed  throughout  the  rest  of  the  supple- 
mentation period.  It  would  appear  that 
during  the  first  week  of  protein  supple- 
mentation, more  than  the  usual  amount  of 
vitamin  A was  mobilized  from  their  liver 
reserves.  When  those  reserves  were  de- 
pleted, their  serum  vitamin  A level  returned 
to  what  it  was  before  the  beginning  of  the 
supplementation.  It  appeared  then  as 
though  some  equilibrium  had  been  estab- 
lished between  their  total  vitamin  A intake 
and  their  serum  vitamin  A level. 

The  increase  of  the  serum  vitamin  A of 
the  boys  receiving  the  coconut  oil  supple- 
ment was  probably  due  to  a better  absorp- 
tion of  their  dietary  carotenoids,  which  gave 
rise  to  improved  serum  vitamin  A levels. 

Summary.  Concerning  the  observations 
on  the  relationship  between  vitamin  A and 


FIGURE  2.  Changes  in  serum  vitamin  A levels 
during  supplementation  period.  Serum  vitamin  A 
concentration. 


protein  in  human  beings,  we  can  tentatively 
conclude: 

1.  Vitamin  A deficiency  and  protein 
malnutrition  frequently  occur  simultane- 
ously. 

2.  The  absorption  of  dietary  vitamin  A is 
impaired  in  acute  protein  malnutrition. 

3.  The  mobilization  of  vitamin  A from 
the  liver  is  hampered  in  kwashiorkor. 

4.  Dietary  protein  is  required  to  mobilize 
liver  reserves  of  vitamin  A into  the  blood- 
stream. 

Animal  studies 

Although  these  studies  in  human  beings 
have  stressed  the  close  relationship  be- 
tween vitamin  A and  protein  metabolism, 
it  is  very  difficult  to  elucidate  the  exact 
mechanism  of  this  in  man.  A series  of 
animal  studies  has  thrown  some  light  on 
this  mechanism,  although  so  far  we  have 
still  no  clear  understanding  of  the  exact 
relationship  between  vitamin  A and  protein 
metabolism. 

Course  of  depletion  and  of  deficiency 
symptoms.  The  classical  studies  of  Dowling 
and  Wald9  have  demonstrated  the  course  of 
vitamin  A depletion  in  the  rat  and  the  simul- 
taneously occurring  deficiency  symptoms. 
Thus,  when  they  kept  weanling  rats  on  a vita- 
min A-deficient  diet,  they  found  first  a 
steep  fall  in  liver  vitamin  A reserves,  which 
under  their  dietary  and  experimental  con- 
ditions, led  to  a complete  depletion  of  the 
liver  reserves  by  about  three  and  a half 
weeks  on  the  diet.  Only  at  that  time  did 
the  blood  vitamin  A level  start  to  decline, 
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but  it  fell  precipitously  and  reached  zero 
level  after  about  four  and  a half  weeks  on 
the  diet,  that  is,  one  week  after  the  ex- 
haustion of  liver  reserves.  Simultaneously 
with  the  sharp  drop  in  blood  vitamin  A,  the 
rhodopsin  content  of  the  eye  of  the  rats 
started  to  fall.  However,  even  after  eight 
weeks  on  the  vitamin  A-deficient  diet,  the 
rhodopsin  content  of  the  eye  was  not  com- 
pletely exhausted.  After  about  six  weeks  on 
the  vitamin  A-deficient  diet,  the  opsin  level 
began  to  fall,  and  this  marked  the  beginning 
of  the  structural  deterioration  of  the  retina. 
It  is  only  at  this  time,  according  to  Dowling 
and  Wald,  that  the  classical  signs  of  vitamin  A 
deficiency  appear:  The  animals  lose  weight 

rapidly,  and  by  the  end  of  the  eighth  week 
most  of  their  animals  had  died.  These 
authors  observed  that  after  eight  weeks  on 
the  diet,  when  the  opsin  had  fallen  to  about 
half  its  normal  value,  the  retinal  tissues 
had  deteriorated  markedly.  By  this  time, 
the  animal  is  deteriorating  generally:  Not 
only  are  the  retinal  tissues  affected,  but 
also  the  superficial  structures  of  the  eye 
begin  to  display  the  classical  signs  of  vitamin 
A deficiency.  Some  animals  develop  an 
unsteady  gait,  and  some  breathe  with 
difficulty.  Dowling  and  Wald  then  con- 
dude  that  there  is  no  compelling  reason 
to  single  out  the  loss  of  opsin  among  the 
animals’  disabilities.  Although  they  agree 
that  the  loss  of  opsin  is  responsible  for  the 
histologic  decay  of  the  outer  segments  of  the 
rods,  it  may  be  only  one  of  many  proteins 
responsible  for  similar  manifestations  in 
many  tissues.  Dowling  and  Wald  say  that 
shortly  after  opsin  ceases  to  be  saturated 
with  retinene,  it  begins  to  leave  the  retina, 
and  since  opsin  is  an  important  structural 
constituent  of  the  outer  segments  of  the 
rods,  it  is  perhaps  for  this  reason  that  the 
rods  deteriorate  anatomically.  The  im- 
portant point  is  that  these  things  do  not 
happen  alone  but  as  part  of  a wide  pattern 
of  tissue  disintegration  all  over  the  body. 
The  outer  segments  of  the  rods  are  only 
one  among  many  tissues,  and  opsin  may  be 
only  one  of  many  tissue  proteins  stabilized 
by  the  presence  of  vitamin  A or  its  deriva- 
tives and  doomed  in  its  absence.  Dowling 
and  Wald  suggest,  therefore,  that  opsin  may 
behave  here  as  a representative  protein  and 
that  the  mechanism  of  its  stabilization  in 
the  rods  and  cones  may  be  representative 
also.  This  would  mean  that  many  tissues 


contain  structural  proteins  which  are  stabi- 
lized by  direct  combination  with  vitamin  A 
or  its  derivatives  and  which  are  lost  with  the 
consequent  anatomic  disintegration  of  the 
tissues  in  the  absence  of  vitamin  A.  Dowling 
and  Wald  said  that  in  this  sense,  opsin  and 
the  rod  outer  segments  may  provide  a 
model  for  the  general  function  of  vitamin  A 
in  the  tissues. 

So  far,  no  confirmation  of  this  hypothesis 
of  Dowling  and  Wald  concerning  a struc- 
tural link  between  vitamin  A and  proteins 
to  ensure  the  stability  of  the  compounds 
so  formed  has  been  forthcoming.  The  fact 
that  retinal  (vitamin  A aldehyde)  is  the 
form  of  vitamin  A which  is  active  in  the 
retina,  whereas  other  forms  of  vitamin  A 
are  required  for  other  metabolic  functions 
of  the  vitamin,  militates  against  this  concept. 

However,  more  and  more  data  have  ac- 
cumulated indicating  that  there  must  be 
some  fink  between  protein  metabolism  and 
vitamin  A.  The  nature  of  this  link  is  far 
from  clear  so  far. 

Other  studies.  Other  animal  studies 
have  emphasized  and  extended  some  of  the 
findings  which  had  been  made  in  human 
beings  concerning  the  link  between  vitamin 
A and  protein  utilization  and  between  die- 
tary protein  and  absorption  of  vitamin  A 
from  the  intestinal  tract. 

Rechcigl  et  al.10  reported  that  when  rats 
with  adequate  starting  levels  of  fiver  vitamin 
A were  fed  different  levels  of  dietary  protein 
on  a vitamin  A-deficient  diet,  the  depletion 
of  fiver  vitamin  A stores  was  directly  pro- 
portional to  the  protein  intake,  indicating 
that  more  vitamin  A was  utilized  by  the 
organism  as  the  dietary  protein  intake  was 
increased.  These  studies  were  done  by 
administering  large  doses  of  vitamin  A 
prior  to  the  beginning  of  the  experiment, 
thereby  eliminating  changes  in  the  ab- 
sorption of  dietary  vitamin  A with  different 
levels  of  the  dietary  protein. 

Esh  and  Bhattacharya11  demonstrated 
that  prolonged  inadequate  or  suboptimal 
protein  feeding  will  lower  fiver  storage  of 
vitamin  A in  rats,  obviously  implying  a 
reduced  absorption  or  transport  of  vitamin  A. 

In  a series  of  experiments  in  rats,  Vakil 
et  al ,12  established  the  effect  of  dietary 
vitamin  A on  serum  and  fiver  proteins  and 
compared  the  effect  of  vitamin  A deficiency 
on  serum  and  fiver  proteins  to  that  of  pro- 
tein malnutrition.  Negative  nitrogen  bal- 
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TABLE  III.  Analysis  of  electrophoretic  pattern  in  serum  of  vitamin  A-deficient  and  of  protein  -deficient  rats 
and  controls 


Total 
Nitrogen 
(mg.  per 

Albumin- 

Total 

100  cc. 

Globulin 

Albumin 

Globulins  (Per  Cent) . 

(Per 

Groups 

Serum) 

Ratio 

(Per  Cent) 

Alpha 

Beta 

Gamma 

Cent) 

Protein  and 

vitamin  A- 
supplemented 

1,030 

1.04 

50.9 

20.6 

6.8 

21.1 

99.4 

P <0.001 

P < 0.01 

P <0.01 

P <0.01 

P <0.4 

P <0.001 

Protein-supple- 

mented, vitamin 
A-deficient 

900 

0.65 

43.0 

12.1 

7.6 

37.5 

100.2 

Protein-deficient, 

vitamin  A- 
supplemented 

875 

0.49 

33.2 

10.5 

13.9 

42.1 

99.7 

P < 0.001 

P < 0.05 

P < 0 . 001 

P <0.4 

P <0.9 

P < 0 . 001 

Protein-  and 

vitamin  A- 
deficient 

772 

0.30 

22.9 

12.3 

13.2 

51.6 

100.0 

P = level  of  significance 

TABLE  IV.  Effect  of  vitamin  A deficiency  on  liver  constituents  in  vitamin  A-deficient  rats 

Number 

of 

Animals 
in  Each 
Group 

Ay 

lilligrams  Per  Gram  of  Fresh  Liver 

Total  Total  Phospho- 

Nitrogen  Fat  lipids 

Micro- 

grams 

Vitamin 

A 

Diet 

IV 

Dry 
Weight 
of  Liver 

Total 

Choles- 

terol 

12 

Protein-  and 

vitamin  A*- 

supplemented 

277.1 

33.5 

60.8 

57.7 

3.41 

228 

P <0.001 

P < 0.001 

P <0.9 

P < 0 . 001 

P <0.5 

P <0.005 

12 

Protein-supple- 

mented, vitamin 

A-deficient 

256.4 

27.9 

60.6 

49.8 

2.98 

1 

P = level  of  significance 

* 1.72  mg.  of  vitamin  A acetate  was  mixed  into  every  kilogram  of  the  diet  of  the  controls. 


ance  was  caused  in  these  experiments  by 
the  withdrawal  of  all  the  protein  from  the 
diet  of  the  experimental  animals.  Table 
III  illustrates  the  changes  in  serum  proteins 
obtained  as  a result  of  this  dietary  treat- 
ment in  animals  fed  ad  libitum.  Serum 
total  proteins  were  reduced  in  the  animals 
on  the  protein-free  diet.  However,  the 
withdrawal  of  vitamin  A had  an  analogous 
effect,  both  in  the  protein-supplemented 
and  protein-deficient  groups.  The  with- 
drawal of  vitamin  A caused  a very  significant 
lowering  of  albumin- globulin  ratio,  but  the 
withdrawal  of  protein  caused  an  even  more 
severe  change  in  this  albumin- globulin 
ratio.  This  is  reflected  in  the  significantly 
lowered  serum  albumin  levels  caused  by  the 
simultaneous  withdrawal  of  vitamin  A and 


of  protein.  Alpha  globulins  tend  to  follow 
the  same  pattern  of  change  as  the  albumin 
fraction  in  the  protein-supplemented  but 
vitamin  A-deficient  animals,  whereas  in  the 
protein-deficient  animals  no  such  change  in 
the  alpha  globulins  can  be  observed.  This 
means  that  alpha  globulin  is  relatively  un- 
affected by  vitamin  A in  protein  deficiency. 
Beta  globulins  do  not  appear  to  be  influenced 
in  percentage  by  either  vitamin  A or  pro- 
tein withdrawal.  A most  striking  change, 
however,  occurred  in  the  gamma  globulins 
where  the  withdrawal  of  vitamin  A caused  a 
significant  increase  in  the  percentage  of 
serum  gamma  globulins.  This  is  seen  both 
in  the  protein-supplemented  and  protein- 
deficient  groups. 

Table  IV  shows  some  changes  in  fiver 
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TABLE  V.  Incorporation  of  C14-labeled  amino  acids  into  protein  in  vitamin  A deficiency 


Amino  Acid 

Deficient 
as  Per  Cent 
of  Control 

Number 
of  Pairs 
of  Rats 

Level  of  Significance  of  the 
Difference  Between  Vitamin  A- 
Deficient  and  Control  Tissue 

uniformly  labeled 

C 14-phenylalanine 

133* 

14 

P < 0.001 

Methyl-C  14-methionine 

138* 

19 

P <0.02 

P = level  of  significance 

* The  figures  in  the  second  column  indicate  the  amount  of  C14  incorporated  into  the  proteins  of  the  diaphragms  of  vitamin 
A-deficient  rats  expressed  as  a percentage  of  their  pair-fed  normal  controls,  taken  to  be  100  per  cent. 


constituents  in  the  rats  in  the  same  experi- 
ment. The  change  in  liver  vitamin  E due  to 
vitamin  A deficiency  is  quite  noticeable. 

It  should  be  noted  that  in  these  rat 
experiments  the  animals  were  fed  ad  libi- 
tum and  that  perhaps  the  reduced  food  in- 
take of  the  vitamin  A-deficient  animals 
might  have  accounted  to  some  extent  for 
some  of  these  changes.  In  another  series  of 
experiments  pair-fed  rats  were  used,  and 
analogous  changes  in  individual  serum  pro- 
tein components  have  been  observed,  that 
is  the  lowered  serum  albumin  and  increased 
gamma  globulin  due  to  vitamin  A deficiency. 
However,  in  the  experiments  with  pair-fed 
animals,  there  was  no  significant  depression 
of  serum  total  proteins.  Friend  and  his 
collaborators13  studied  the  relation  between 
dietary  protein  deficiency  and  the  transport 
of  vitamin  A in  blood  and  its  storage  in  the 
liver  of  pigs.  They  found  a highly  signifi- 
cant correlation  between  the  concentration 
of  serum  vitamin  A and  that  of  serum  al- 
bumin. However,  their  animals  were  not 
pair-fed,  and  they  stated  that  “there  is  no 
reason  to  expect  that  vitamin  A had  a direct 
effect  on  serum  albumin.”  They  believed 
that  the  probable  explanation  of  their  re- 
sults was  that  the  food  intake  of  the  pigs  was 
so  reduced  on  the  vitamin  A-deficient  diet 
that  this  caused  protein  deficiency  and  re- 
duction in  serum  albumin. 

To  test  whether  vitamin  A deficiency  may 
influence  protein  metabolism  directly  or 
indirectly.  Roels  et  a/.14  studied  the  in- 
corporation of  C14-  labeled  amino  acids  into 
tissue  proteins  of  vitamin  A-deficient  rats 
and  pair-fed  normal  controls.  Weanling 
male  albino  rats  weighing  between  40  and 
45  Gm.  were  fed  a diet  containing  5 per  cent 
cellulose,  18  per  cent  casein,  68  per  cent 
glucose,  5 per  cent  peanut  oil,  4 per  cent 
salt  mixture  U.S.P.  XIV,  and  a vitamin 
mixture.  Half  the  animals  received  this 
diet  free  of  vitamin  A,  whereas  the  others 


were  fed  the  same  diet  with  1.67  mg.  of 
vitamin  A alcohol  per  kilogram  of  diet 
mixed  into  it.  Littermates  of  the  same 
weight  (within  ± 1 Gm.)  were  pair-fed 
with  the  animals  on  the  vitamin  A-deficient 
diet  eating  ad  libitum.  When  clear  symp- 
toms of  vitamin  A deficiency  appeared, 
the  animals  were  killed  under  ether  anes- 
thesia, and  their  diaphragms  were  removed 
and  immediately  put  in  ice  cold  Krebs- 
Henseleit  buffer.  After  rinsing  in  this 
solution,  the  diaphragms  were  incubated  in 
fresh  Krebs-Henseleit  buffer  of  pH  7.4 
(saturated  with  a 95 : 5 oxygen-carbon  dioxide 
mixture)  for  two  hours  at  37  C.,  in 
the  presence  of  C14-labeled  amino  acids. 
At  the  end  of  this  period,  the  reaction  was 
stopped  by  the  addition  of  trichloracetic 
acid,  the  diaphragms  were  ground  up  very 
finely  in  a mortar,  repeatedly  washed  with  a 
dilute  solution  of  trichloracetic  acid,  and 
centrifuged. 15  When  the  supernatant  was 
free  of  radioactivity,  the  trichloracetic  acid- 
precipitable  material  was  redissolved  in 
performic  acid,  and  the  incorporation  of  the 
labeled  amino  acids  into  the  tissue  protein 
of  the  diaphragm  was  determined.  A brief 
outline  of  the  results  is  shown  in  Table  V. 

Comment.  The  rate  of  incorporation  of 
uniformly  labeled  C14  phenylalanine  and  of 
methyl-labeled  methionine  was  significantly 
higher  in  the  vitamin  A-deficient  animals 
than  in  pair-fed  normal  controls.  The 
mechanism  whereby  vitamin  A deficiency 
increases  the  rate  of  incorporation  of  amino 
acids  into  muscle  tissue  protein  remains  ob- 
scure. There  are  many  possible  explana- 
tions, and  a change  in  permeability  of  the  cell 
membrane  could  account  for  this. 

Conclusion 

From  all  the  foregoing,  it  is  quite  clear 
that  there  is  a close  fink  between  vitamin  A 
and  protein  metabolism  and  between  die- 
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tary  protein  and  vitamin  A metabolism. 
Thus,  dietary  protein  influences  absorption, 
transport,  and  storage  of  vitamin  A and  the 
mobilization  of  the  vitamin  from  the  liver. 
Both  vitamin  A and  specific  proteins  in  the 
retina  are  necessary  for  vision.  Vitamin  A 
influences  protein  synthesis,  both  of  serum 
proteins  and  of  muscle  proteins. 

Whether  this  effect  of  vitamin  A on  pro- 
tein synthesis  is  direct  or  indirect  remains 
to  be  seen,  and  a fruitful  field  of  research  in 
this  area  remains  wide  open. 
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nine  age  group),  and  preanesthetic  medication 
Of  the  14,500  patients  included  in  the  study, 
725  (6  per  cent)  demonstrated  emergent  delir- 
ium. The  lowest  incidence  of  excitement  oc- 
curred in  patients  anesthetized  with  thiopental 
plus  nitrous  oxide  (0.5  per  cent).  Those  given 
cyclopropane  (6  per  cent)  and  ether  (7  per  cent) 
showed  the  highest  incidence  of  emergent  excite- 
ment. Patients  undergoing  intra-abdominal  or 
intrathoracic  procedures  had  the  highest  in- 
cidence of  excitement. 
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Case  Reports 
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From  the  Department  of  Surgery,  Meadowbrook  Hospital 


Only  in  the  last  decade  has  the  recogni- 
tion of  massive  small  and  large  bowel  in- 
farction without  demonstrable  occlusion  of 
the  major  mesenteric  vessels  been  accepted. 
As  recently  as  1949  the  pathologist’s  ability 
was  placed  in  doubt  when  occlusions  were 
not  demonstrated  at  post  mortem.1 

The  exact  physiologic  sequence  leading  to 
this  phenomenon  has  not  definitely  been 
established.  Congestive  heart  failure,  myo- 
cardial infarction,  and  aortic  insufficiency 
have  been  reported  as  the  most  frequently 
associated  predisposing  diseases.2-4  These 
different  degrees  of  cardiac  failure  would  lead 
to  compensatory  vasoconstriction  of  the 
peripheral  and  splanchnic  vessels  associated 
with  vasodilatation  of  the  vessels  to  the 
more  vital  organs:  that  is,  the  heart  and  the 
brain.  It  is  this  sequence  that  leads  to 
mesenteric  vasospasm  which,  when  unremit- 
tent, increasingly  comprises  the  viability 
of  tissues  supplied  by  these  vessels  (Fig.  1). 
Similar  vasospastic  phenomena  associated 
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with  peripheral  gangrene  of  the  extremities 
and  appendages  also  has  been  reported.5-6 

Three  cases  illustrating  these  points  com- 
prise the  basis  of  this  report. 

Case  reports 

Case  1.  A fifty -five-year-old  white  male 
with  a known  history  of  congestive  heart 
failure  was  admitted  to  Meadowbrook 
Hospital  with  severe  lower  abdominal  pain. 
He  had  had  a similar  episode  two  months 
previously  which  had  subsided  spontane- 
ously. 

The  patient  was  in  shock  with  moderate 
abdominal  distention  and  without  signs  of 
peritoneal  irritation.  There  was  mottling 
and  cyanosis  of  all  extremities  despite  the 
presence  of  good  peripheral  pulses. 

Following  a short  period  of  hydration,  a 
diagnosis  of  mesenteric  thrombosis  was  made. 
At  laparotomy  far-advanced  gangrenous 
changes  of  the  entire  large  and  small  bowel 
were  noted.  No  mesenteric  pulses  were  felt. 
An  arteriotomy  performed  in  the  superior 
mesenteric  artery  failed  to  reveal  any  evi- 
dence of  thrombosis  or  embolus.  Injection 
of  1 per  cent  procaine  in  the  periarterial 
tissue  produced  a forceful  jet  of  blood  from 
the  arteriotomy  site  with  immediate  return 
of  pulsations.  A similar  response  was  ob- 
tained in  the  inferior  mesenteric  artery 
following  infiltration.  The  bowel,  however, 
appeared  irreversibly  damaged  and  the 
abdomen  was  closed. 

Intravenous  cortisone  and  vasopressors 
failed  to  maintain  the  patient’s  vital  signs 
and  he  expired  twenty-one  hours  post- 
operatively. 

Postmortem  examination  revealed  the 
same  vascular  and  gangrenous  changes  of 
small  and  large  bowel  described  at  sur- 
gery. The  heart  showed  left  and  right 
ventricular  hypertrophy  with  mild  aortic 
and  coronary  atherosclerosis.  Meticulous 
dissection  of  the  mesenteric  arteries  and 
veins  failed  to  reveal  any  evidence  of  or- 
ganic occlusion. 
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FIGURE  1.  Pathophysiologic  sequence  leading  to  massive  bowel  infarction  without  organic  occlusion. 


Case  2.  A seventy-two-year-old  white 
female  was  admitted  to  Meadowbrook 
Hospital  following  a massive  upper  gastro- 
intestinal hemorrhage  treated  conservatively 
with  5 units  of  whole  blood  at  another  in- 
stitution. The  patient  had  congestive  heart 
failure  and  required  digitalization.  A 
thorough  work-up  was  unremarkable  except 
for  the  presence  of  a large  hiatus  hernia 
found  on  gastrointestinal  series. 

Following  a four- week  interval,  a transab- 
dominal repair  of  her  diaphragmatic  hernia 
was  performed.  Thorough  exploration  of 
the  abdominal  cavity  was  unremarkable. 

In  the  recovery  room  the  patient  became 
hypotensive.  Blood  and  intravenous  corti- 
sone were  administered  with  transient  sta- 
bilization of  her  vital  signs.  The  hypoten- 
sion recurred  with  an  increasing  tachycardia, 
and  moderate  abdominal  distention  was 
noted.  An  electrocardiogram  failed  to  show 
any  evidence  of  intrinsic  myocardial  damage. 
The  hematocrit  was  37.  Vasopressors  were 
instituted  without  significant  response.  The 
patient  became  comatose  and  expired  fifteen 
hours  after  surgery. 

Postmortem  examination  was  limited  to 
the  abdomen.  The  entire  small  bowel  from 
the  ligament  of  Treitz  distally,  as  well  as 
the  ascending  and  proximal  transverse  colon, 


was  gangrenous.  A necrotic  perforation  was 
present  in  the  small  bowel  7 feet  from  the 
ligament  of  Treitz.  Careful  dissection  of 
the  mesenteric  vessels  showed  no  evidence 
of  embolus  or  thrombosis.  There  was  mini- 
mal evidence  of  atherosclerosis. 

Case  3.  A sixty -five-year-old  white  male 
was  admitted  to  Meadowbrook  Hospital 
with  severe  epigastric  and  substernal  pain 
of  a few  hours  duration.  He  had  pre- 
viously been  treated  at  this  hospital  for 
mild  hypertension  and  congestive  heart 
failure  with  digitoxin  and  intermittent 
diuretics. 

An  electrocardiogram  was  compatible  with 
a posterior  wall  myocardial  infarction.  The 
patient  was  hypertensive  with  a moderate 
tachycardia.  The  abdomen  was  slightly 
distended  with  hypoactive  bowel  sounds. 
Despite  intensive  intravenous  therapy  the 
patient’s  general  condition  deteriorated  rap- 
idly and  he  expired  twelve  hours  after  ad- 
mission. 

Postmortem  examination  revealed  hem- 
orrhagic necrosis  of  the  duodenum,  jejunum, 
and  ileum  as  well  as  the  entire  large  bowel, 
down  to  and  including  the  rectosigmoid. 
Careful  dissection  failed  to  reveal  any  evi- 
dence of  organic  occlusion  of  the  mesenteric 
vessels.  Moderate  atherosclerosis  was  found. 
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Comment 

Glotzer  and  Shaw,7  in  a review  of  31  autop- 
sied  cases  of  mesenteric  arterial  infarction, 
found  9 instances  in  which  no  organic  occlu- 
sion was  demonstrable.  No  differences  in 
the  clinical  findings  in  these  9 cases,  when 
compared  to  the  others,  was  found.  It  was 
their  feeling,  however,  that  the  severity  of 
heart  disease  was  greater  in  the  group  with- 
out demonstrable  obstruction.  Ende3  re- 
ported 6 cases  of  varying  degrees  of  bowel 
ischemia  with  no  evidence  of  mesenteric 
vascular  lesions.  In  all  cases  there  was 
severe  cardiac  failure,  and  in  5 cases  severe 
and  prolonged  shock  was  also  present. 
This  author  postulated  that  cardiac  failure 
was  the  basic  etiologic  condition  which, 
added  to  the  vascular  spasm  and  subse- 
quent anoxia,  resulted  in  bowel  necrosis. 

It  is  interesting  to  note  that  in  the  3 cases 
which  comprise  this  report,  severe  cardiac 
decompensation  with  varying  degrees  of 
hypotension  was  also  present  in  2 cases. 
The  most  striking  findings  at  autopsy  in  all 
3 patients  was  the  unexpected  minimal  de- 
gree of  atherosclerosis  present,  grossly  and 
microscopically,  and  the  fact  that  despite 
meticulous  dissection  of  the  mesenteric 
arteries,  veins,  and  their  branches,  no  organic 
occlusions  were  demonstrated.  This  paucity 
of  arterial  degenerative  changes,  together 
with  the  return  of  normal  mesenteric 
arterial  pulsations  following  local  infiltra- 
tion with  procaine  in  Case  1,  would  seem 
to  be  conclusive  evidence  in  support  of 
vasospasm. 

It  is  probable  that  once  the  vasospasm  has 
been  instituted,  the  irreversible  changes  of 
necrosis  and  gangrene  follow  the  same 
pathologic  order  as  those  of  organic  occlu- 
sion, depending  on  the  persistence  of  the 
vasospasm.  The  degree  of  permanent  dam- 
age to  distal  tissues  is  in  direct  proportion  to 
the  degree  and  duration  of  the  vasospasm. 
Reeves  and  Wang8  have  described  the  patho- 
logic sequence  in  the  distal  tissues  starting 
with  ileus,  ischemia  of  the  bowel  wall  fol- 
lowed by  edema,  peritoneal  transudate  and 
exudate,  peritonitis,  hemorrhage,  gangrene 
with  subsequent  bowel  perforation,  and 
death. 

The  eventual  outcome  of  the  compro- 
mised bowel  will  obviously  depend  on  the 
degree  of  histologic  changes  that  have  oc- 
curred at  the  time  of  therapeutic  interven- 


tion, be  it  surgical  or  otherwise.  As  pre- 
viously mentioned,  hypotension,  in  addi- 
tion to  cardiac  decompensation,  appeared 
to  play  an  important  role  in  triggering  the 
pathologic  process  in  2 of  the  3 cases  pre- 
sented. 

The  use  of  sympathomimetic  vasopressors 
such  as  levarterenol  bitartrate  (Levophed 
bitartrate)  during  this  phase  would  only 
intensify  the  pre-existing  vasospasm  and 
hence  further  compromise  the  viability  of 
the  tissues  involved. 

It  becomes  obvious,  then,  that  successful 
treatment  can  be  expected  only  if  the  vaso- 
spasm is  corrected  prior  to  these  irreversible 
changes. 

Treatment 

Preoperative  differential  diagnosis  of  oc- 
clusive versus  nonocclusive  mesenteric  in- 
farction is  extremely  difficult  and  explora- 
tory laparotomy  is  mandatory. 

When  one  is  confronted  with  vasospasm  at 
surgery,  without  demonstrable  organic  oc- 
clusion, immediate  periarterial  infiltration 
of  the  mesenteric  vessels  with  1 per  cent 
procaine  is  indicated,  in  an  attempt  to  re- 
store normal  blood  flow  to  the  compromised 
bowel.  Case  1 illustrates  the  rapid  resolu- 
tion of  the  spasm  by  this  method.  Some 
authors  feel  that  when  the  bowel  is  in- 
volved extensively,  this  procedure  would  be 
sufficient  at  this  time  and  the  operation 
should  be  terminated.9  Re-exploration 
would  be  carried  out  in  twenty-four  hours 
to  allow  sufficient  time  for  the  definitive 
demarcation  and  thereby  avoid  unneces- 
sary bowel  resection  which  would  ultimately 
create  nutritional  cripples.  Others,  how- 
ever, feel  that  definitive  resection  should  be 
done  at  the  original  operation  and  avoid  the 
risks  involved  with  a second  exploration. 

Postoperative  therapy  is  of  prime  impor- 
tance in  the  management  of  these  patients. 
Lillehei, 10- 1 1 has  shown  experimentally  that  if 
the  bowel  progresses  to  hemorrhagic  necrosis, 
endotoxins  produced  locally  will  lead  to 
irreversible  shock  and  death.  Recent  experi- 
mental and  clinical  reports  have  shown  that 
the  use  of  massive  intravenous  steroids  and 
antibiotics  are  indicated  in  an  attempt  to 
inhibit  progress  to  this  irreversible  stage.1'2-13 
Orr’s13  successful  use  of  continuous  splanch- 
nic block  postoperatively,  relieving  the 
vasospasm  in  2 patients,  would  seem  to 
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indicate  that  this  mode  of  therapy  can  be 
of  significant  value  in  the  immediate  post- 
operative period  and  should  be  considered  in 
an  attempt  to  improve  the  present  poor 
prognosis  of  this  entity. 

Summary 

Three  patients  with  massive  bowel  infarc- 
tion and  without  demonstrable  organic  occlu- 
sions at  surgery  or  postmortem  have  been 
presented. 

All  3 patients  had  previous  histories  of 
severe  cardiac  decompensation,  and  this 
has  been  related  to  the  possible  patho- 
physiologic mechanisms  leading  to  this 
entity. 

The  most  striking  postmortem  findings, 
aside  from  the  absence  of  organic  occlusion, 
was  the  minimal  degree  of  atherosclerosis 
present  both  grossly  and  microscopically. 

Awareness  of  the  possibility  of  vasospasm 
when  no  occlusions  can  be  demonstrated  at 
surgery  is  emphasized,  since  periarterial 
infiltration  with  local  anesthetics  can  pro- 
duce immediate  return  of  arterial  flow.  The 
use  of  massive  doses  of  antibiotics  and 
steroids,  plus  continuous  epidural  anes- 
thesia in  the  postoperative  period,  should  be 


employed  in  an  effort  to  improve  the  present 
poor  prognosis  of  these  patients. 
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Malignant  tumors  of  the  ileocecal  valve 
are  a rare  entity  of  which  few  cases  have  been 
reported.  There  has  been  much  recent 
interest  in  the  condition  of  lipomatosis  or 
hypertrophy  of  the  ileocecal  valve  (Fig.  1). 
However,  few  authors  have  demonstrated 
the  malignant  counterpart  from  which 
lipomatosis  must  be  distinguished.  Our 
case  is  presented  as  an  example  of  the 
typical  roentgenographic  features  of  ileocecal 
valve  malignant  tumors. 

Case  report 

The  patient,  a seventy -one-year-old  white 
woman,  was  first  seen  on  June  1,  1960,  with 
a chief  complaint  of  diarrhea  of  two-weeks 
duration  and  an  8-pound  weight  loss  over  the 
past  two  months.  There  was  no  history  of 
nausea,  vomiting,  abdominal  pain,  or 
melena.  In  1954  the  patient  had  had  a 
hemigastrectomy  following  an  upper  gastro- 
intestinal series  which  was  suggestive  of  a 
neoplasm  of  the  stomach.  However,  no 
malignant  tumor  was  found  at  that  time. 

When  the  patient  was  first  seen  there 
were  no  positive  physical  findings,  but  a 
barium  enema  examination  suggested  lipo- 
matosis of  the  ileocecal  valve  and  a recheck 
in  four  weeks  was  advised.  The  patient  was 
seen  again  one  month  later  complaining  of 


FIGURE  1.  Typical  filling  defect  of  lipomatosis, 
with  increased  radiolucency  due  to  fat  deposition, 
presence  of  smooth  margins,  and  central  slit  of 
barium  in  the  valve  lumen. 

epigastric  pain,  constipation,  and  a further 
weight  loss  of  3 pounds.  At  this  time  a mass 
was  palpable  in  the  right  lower  quadrant. 
A repeat  barium  enema  revealed  a filling 
defect  in  the  region  of  the  ileocecal  valve 
which  did  not  have  the  typical  appearance  of 
lipomatosis  (Figs.  2,  3,  and  4). 

The  patient  was  hospitalized  and  a right 
hemicolectomy  performed,  at  which  time  a 
5-by-6-cm.  fungating  tumor  involving  the 
ileocecal  valve  was  found.  Microscopic 
examination  revealed  the  typical  pattern  of 
an  adenocarcinoma  with  abundant  mucin 
production  involving  the  entire  thickness  of 
the  valve.  The  remainder  of  the  cecum  was 
unremarkable  except  for  a small  polypoid 
structure  with  no  evidence  of  malignant 
degeneration.  Multiple  sections  of  regional 
lymph  nodes  revealed  follicular  hyperplasia 
and  chronic  lymphadenitis.  The  patient  has 
remained  well  for  two  years  following 
surgery. 

Comment 

The  low  incidence  of  malignant  tumors  of 
the  ileocecal  valve  is  due  in  part  to  the  fre- 
quent grouping  of  tumors  of  the  cecum,  ileo- 
cecal valve,  and  terminal  ileum  as  “ileocecal 
tumors.”  Also,  the  point  of  origin  of  ad- 
vanced cecal  tumors  is  difficult  to  determine. 
The  most  common  malignant  tumor  of  the 
ileocecal  valve  is  carcinoma,  three  types 
of  which  have  been  described:  (1)  adeno- 

carcinoma with  an  ulcerative  tendency, 
which  is  the  most  common  lesion;  (2) 
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FIGURE  2.  Carcinoma  of  the  ileocecal  valve,  show- 
ing irregular  filling  defect  on  the  medial  cecal  wall. 


FIGURE  3.  Spot  film  reveals  filling  defect  with  un- 
even edges  and  lack  of  central  slit. 


FIGURE  4.  Spot  film  reveals  overhanging  edges 
and  absence  of  typical  features  of  benign  hyper- 
trophy as  seen  in  Figure  1. 


fibrocarcinomas  which  produce  a stenosing 
annular  lesion;  and  (3)  gelatinous  adenocar- 
cinoma, which  is  the  least  common.  Other 
malignant  tumors  include  lymphosarcoma 
and  malignant  argentaffinoma,  which  pro- 
duce similar  roentgeno graphic  appearances 
and  can  only  be  diagnosed  by  histologic 
examination. 

The  radiographic  appearance  of  lipo- 
matosis has  been  well  described  by  several 
authors  and  is  usually  easily  recognized. 
Carcinoma  tends  to  invade  the  wall  and 
destroy  the  mucosal  pattern,  an  important 
differential  point  from  inflammatory  con- 
ditions. As  with  other  gastrointestinal 
cancers,  the  presence  of  single  lesions,  narrow 
canalization,  and  overhanging  edges  is 
strong  evidence  for  a malignant  lesion.  Too 
frequently  the  presence  of  a filling  defect  on 
barium  enema  examination,  with  or  without 
a palpable  mass,  is  considered  almost 
pathognomonic  of  a neoplasm.  With  the 
realization  that  lipomatosis  and  inflamma- 
tory lesions  can  produce  filling  defects 
which  may  often  be  differentiated  radio- 
graphically from  cancers,  much  unnecessary 
surgery  may  be  prevented. 


Summary 

A case  of  adenocarcinoma  of  the  ileocecal 
valve  is  presented.  The  roentgenographic 
appearance  of  malignant  tumors  of  the 
ileocecal  valve  is  discussed  in  terms  of  dif- 
ferentiation from  benign  conditions.  The 
need  for  more  accurate  diagnosis  to  prevent 
unnecessary  surgery  for  a more  accurate 
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pathologic  diagnosis  of  ileocecal  tumors  is 
stressed. 
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One  of  the  more  recent  advances  in  medicine 
has  been  the  introduction  of  conception 
control  through  hormonal  drugs.  The 
social,  economic,  and  medical  importance 
of  these  agents  is  well  appreciated.  There 
are,  however,  other  indications  for  the  use 
of  ovulation-inhibiting  drugs  which  extend 
their  influence  into  a patient  group  par- 
ticularly prone  to  some  of  the  side-effects 
attending  their  use.  The  patient  described 
in  this  report  was  treated  with  the  hormonal 
drug  norethynodrel  (Enovid)  to  provide 
subjective  improvement  of  hypothyroidism 
and  not  because  of  its  contraceptive  action. 
The  preparation  given  her  has  been  described 
by  the  manufacturer  as  a “brand  of  nor- 
ethynodrel with  ethynylestradiol  3-methyl 
ether,”  and  its  action  is  said  to  mimic 
closely  the  progestational  estrogenic  action 
of  the  functioning  corpus  luteum.1  A 
drug  of  this  kind  induces  a state  simulating 
early  pregnancy,  except  that  there  is  no 
placenta  or  fetus.  Thus  the  production  or 
release  of  pituitary  gonadatropin  is  inhibited. 
There  is  no  androgenicity.  Norethynodrel 
is  said  to  be  indicated  in  the  treatment  of 
the  following  conditions:  menstrual  dys- 

function, including  menorrhagia,  metro- 
rhagia,  primary  or  secondary  amenorrhea, 
hypomenorrhea,  premenstrual  tension,  and 
dysmenorrhea;  ovulation  control;  adjust- 
ment of  menses;  threatened  and  habitual 


abortion;  endometriosis;  and  endocrine 
infertility. 

Case  report 

The  patient,  a fifty-five-year-old  woman, 
was  admitted  to  the  Jewish  Memorial 
Hospital  on  June  1,  1962.  Her  past  history 
dated  back  to  1957,  when  she  attended  the 
isotope  clinic  at  the  same  hospital.  Her 
initial  diagnosis  at  that  time  was  hyper- 
thyroidism, for  which  she  was  treated  with 
I131  (radioactive  iodine)  until  she  became 
hypothyroid.  On  September  17,  1957,  her 
therapy  at  the  clinic  consisted  of  0.5-grain 
thyroid  extract  twice  daily.  It  was  gradu- 
ally increased  to  3 grains.  On  March  27, 
1962,  75  micrograms  of  liothyronine  (Cy- 
tomel)  daily  were  substituted  for  the  thyroid 
extract. 

The  patient  was  hospitalized  again  in  1960 
with  severe  skin,  mouth,  and  vaginal  ul- 
ceration following  the  use  of  unidentified 
antibiotics  prescribed  for  a sore  throat. 
These  symptoms  regressed  following  treat- 
ment with  antihistamines. 

In  January,  1961,  she  was  again  hospital- 
ized, this  time  for  rectal  bleeding.  Sigmoi- 
doscopic  and  roentgenographic  studies,  in- 
cluding barium  enema  films,  showed  nothing 
abnormal. 

The  current  admission  occurred  because 
of  pain  in  the  right  lower  chest,  with  radia- 
tion to  the  right  shoulder.  The  pain  was 
aggravated  by  inspiration.  There  was  a 
disturbing,  irritating,  nonproductive  cough. 
Her  illness  had  begun  two  days  earlier  and 
at  that  time  was  diagnosed  as  pneumonia, 
which  had  been  treated  for  two  days  with 
1 Gm.  of  oxytetracycline  (Terramycin) 
daily. 

The  patient  was  questioned  in  great  detail 
about  her  previous  exposure  to  chemo-  or 
antibiotic  therapy,  as  well  about  her  medi- 
cine-taking habits.  She  stated  that  except 
for  the  drugs  that  have  been  mentioned 
she  took  only  an  occasional  aspirin. 

Physical  findings.  Physical  examina- 
tion revealed  that  the  patient  had  a tem- 
perature of  101.4  F.  and  an  irritating, 
nonproductive  cough.  There  was  slight 
diffuse  enlargement  of  the  thyroid  gland, 
with  no  nodules  or  tenderness.  The  heart 
rate  was  100  per  minute.  The  sounds  were 
of  good  quality,  and  the  rhythm  was  regular. 
There  were  no  murmurs.  The  blood  pres- 
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sure  was  128/78.  There  was  dullness  over 
the  right  lower  chest  involving  the  lower 
axilla  and  posterior  lower  lobe  of  the  right 
lung.  Breath  and  voice  sounds  were  some- 
what diminished.  A few  scattered  moist 
rales  were  heard  over  both  bases. 

There  were  no  other  pertinent  findings 
except  on  examination  of  the  extremities, 
when  definite  tenderness  of  the  right  calf 
was  noted,  and  Homan’s  sign  was  present. 
The  left  calf  was  only  slightly  tender,  and 
Homan’s  sign  was  absent.  Peripheral  pul- 
sations were  felt.  There  was  no  pedal 
edema.  On  further  questioning,  the  pa- 
tient admitted  to  severe  pain  in  both  calves 
for  several  days  preceding  the  onset  of  her 
chest  pain,  although  she  had  not  related  this 
pain  to  the  current  illness  and  therefore  did 
not  tell  her  physician. 

On  June  1,  1962,  radiologic  chest  studies 
showed  that  she  had  severe  pulmonary  con- 
gestion, with  areas  of  pneumonitis  in  the 
right  lower  lobe.  On  June  4,  1962,  there 
was  persistence  of  the  infiltrations  in  the 
lower  and  middle  lobes,  with  less  pulmonary 
congestion.  There  was  a small  pleural 
effusion  in  the  right  lesser  interlobar  fissure. 
By  June  13,  1962,  there  was  less  pulmonary 
congestion,  with  absorption  of  the  effusion 
and  resolution  of  the  pneumonitis. 

Laboratory  findings.  Blood  studies 
showed  12,000  leukocytes,  with  81  neutro- 
phils, of  which  5 were  immature.  The 
erythrocyte  sedimentation  rate  was  38  mm. 
per  hour  Wester gren.  C -reactive  protein  was 
2 plus.  The  prothrombin  time  was  16 
seconds.  The  lactic  dehydrogenase  was 
120  units.  The  blood  culture  was  sterile. 
The  sputum  showed  a hemolytic  Staphylo- 
coccus aureus  sensitive  to  penicillin,  chlor- 
amphenicol, erythromycin,  novobiocin  so- 
dium, and  oxytetracycline  and  resistant  to 
streptomycin.  Acid-fast  bacilli  were  not 
found. 

Course  of  the  illness.  A diagnosis  of 
pulmonary  embolism  secondary  to  phlebo- 
thrombosis  was  made,  and  anticoagulant 
therapy  was  prescribed.  Aqueous  sodium 
heparin  was  administered  subcutaneously. 
Oxytetracycline  administration  was  begun 
but  was  discontinued  after  one  day  because 
the  patient  had  nausea,  flatulence,  abdominal 
cramps,  and  diarrhea.  Erythromycin  was 
well  tolerated.  Codeine  and  dextropropoxy- 
phene  hydrochloride  (Darvon)  were  given 
for  pain  and  terpin  hydrate  for  the  cough. 


The  patient’s  fever  subsided  slowly  to  nor- 
mal by  June  6,  but  two  days  later  rose  again 
to  101.2  F.,  accompanied  by  some  chest 
pain  and  hemoptysis.  Subsequent  to  this, 
she  improved  steadily  and  was  discharged 
to  her  family  physician  on  June  24. 

On  August  2,  the  patient  reported  that 
she  was  quite  well  and  that  she  had  some 
additional  information  to  offer.  She  had 
read  a newspaper  item  about  norethynodrel 
and  remembered  that  the  drug  had  been 
prescribed  for  her  while  she  was  attending 
the  isotope  clinic.  A review  of  the  clinic 
record  verified  this,  as  follows:  On  May  8, 
1962,  because  it  was  believed  her  fatigue 
and  tension  were  not  thyroidal  in  origin, 
she  had  been  given  5 mg.  of  norethynodrel 
daily  for  twenty  days.  Three  days  before 
completing  this  course  of  treatment,  the 
patient  first  experienced  calf  pains,  and  on 
the  last  day  of  treatment  the  acute  chest 
symptoms  which  led  to  her  hospitalization 
occurred. 

Comment 

Pulmonary  embolization  is  known  to 
occur  secondary  to  phlebothrombosis  inci- 
dental to  febrile  disease,  trauma,  cancer,  and 
marked  disability2-4  and  may  occur  post- 
operatively  or  in  childbirth.  However,  it 
may  also  occur  in  ambulant  patients  with- 
out any  of  these  predisposing  factors5  and 
sometimes  without  any  evidence  of  leg  vein 
thrombosis.6  Intravascular  clotting  with 
and  without  subsequent  embolization  has 
recently  been  reported  following  therapy 
with  norethynodrel,7’8  and  although  there 
is  doubt  as  to  whether  or  not  there  is  a real 
cause-and-effect  relationship,  this  has  re- 
cently been  the  subject  of  a conference  held 
under  the  sponsorship  of  the  distributors  of 
the  drug.9 

It  has  been  suggested  that  norethynodrel 
produces  a state  which  mimics  pregnancy 
and  that  hypercoagulability  occurs  in  preg- 
nancy.10 Interference  with  a return  venous 
circulation  and  the  addition  of  thrombo- 
plastin or  thromboplastin-like  substances 
from  the  gravid  uterus  might  then  trigger 
intravascular  coagulation.  When,  as  in  our 
case,  there  is  no  gravid  uterus,  other  trigger 
mechanisms  may  operate.  This  is  especially 
true  in  older  patients  and  in  women  in  the 
postmenopausal  period,  in  which  deep  vari- 
cosities and  veins  previously  injured  by  dis- 
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ease  and/or  trauma  are  likely  to  be  present. 
It  has  been  reported  that  subjects  with  arter- 
iosclerosis have  a higher  incidence  of  hyper- 
coagulability and  decreased  fibrinolysis  and 
that  both  may  be  affected  by  elevation  of 
serum  lipids. 1 1 Chronic  hypothyroidism  has 
also  been  implicated  in  the  development  of 
phlebo thrombosis  and  subsequent  pulmonary 
embolism.12  It  seems  likely  that  this  con- 
dition in  our  case  might  well  have  served  as 
a predisposing  factor  to  the  possible  sub- 
sequent action  of  norethynodrel. 

The  fact  that  untoward  reactions  may  oc- 
casionally occur  from  this  or  other  thera- 
peutic agents  should  not  detract  from  the 
usefulness  of  a drug  nor  contraindicate 
its  use  in  carefully  selected  cases.  The  very 
nature  of  the  action  of  such  a drug  indicates 
that  untoward  side-reactions  can  occur  when 
its  use  is  not  properly  monitored.  The  anti- 
biotics, anticonvulsants,  steroid  hormones, 
and  alkylating  agents  are  only  a few  ex- 
amples of  vitally  important  drugs  which  may 
occasionally  bring  about  unpleasant  and 
even  dangerous  sequelae.  When  such  agents 
are  used  the  emphasis  should  be  on  the 
proper  selection  of  patients  and  the  utiliza- 
tion of  all  known  safeguards. 

When  the  physician  plans  to  use  nor- 
ethynodrel therapeutically,  it  is  suggested  a 
careful  history  first  be  obtained  on  previous 
thrombosis,  thrombophlebitis,  and  pul- 
monary embolism,  even  though  no  real  proof 
exists  that  the  drug  does  produce  hyper- 
coagulability. All  available  aids  should  be 
utilized  to  rule  out  physical  evidence  of  this 
tendency.  Finally,  the  patient  should  be 
briefed  on  those  habits  tending  to  impede 
the  return  circulation,  such  as  sitting  for 
prolonged  periods,  crossing  the  knees,  and 
wearing  elastic  garters  or  other  constricting 
apparel. 


Summary 

1.  A case  report  is  presented  of  pul- 
monary embolism  secondary  to  phlebo- 
thrombosis  in  the  postmenopausal  period 
in  a woman  taking  norethynodrel. 

2.  It  is  suggested  that  hypothyroidism 
and  the  postmenopausal  state  predisposed 
the  patient  to  the  effects  of  hypercoagula- 
bility. 

3.  Precautionary  measures  are  presented 
for  patients  using  drugs  capable  of  producing 
hypercoagulability. 

2 West  75th  Street, 
New  York  23 
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^A/hen  Kouwenhoven,  Jude,  and  Knicker- 
bocker* firmly  introduced  into  clinical 
practice  the  technic  of  closed-chest  cardiac 
massage  in  1960,  the  American  Heart 
Association,  through  its  local  chapters, 
introduced  this  procedure  to  the  medical 
profession  over  the  entire  country.  In 
January,  1961,  representatives  of  the  hos- 
pitals of  Nassau  County  and  the  Post- 
Graduate  Committee  of  the  Nassau  Acad- 
emy of  Medicine  were  indoctrinated  in 
this  procedure.  By  April,  1961,  the  Acad- 
emy of  Medicine  and  the  Nassau  Heart 
Association  launched  a training  program 
for  the  entire  medical  profession  in  Nassau 
County. 

Aims  and  objectives 

The  over-all  aims  and  objectives  of  this 
program  were  broad  and  were  to  be  ac- 
complished in  a stepwise  fashion.  The 
initial  aim  was  to  disseminate  widely  a 
program  of  closed-chest  cardiac  resuscita- 
tion to  large  numbers  of  professional  persons 
in  Nassau  County,  starting  with  physicians 

* Kouwenhoven,  W.  B.,  Jude,  J.  R.,  and  Knickerbocker, 
G.  G.:  Closed-chest  cardiac  massage,  J.A.M.A.  173:  1064 

(July  9)  I960. 


and  utilizing  the  appropriate  teaching  person- 
nel and  teaching  tools  available  for  this  pur- 
pose. We  wished  also  to  collect  data  on  the 
practicability  and  safety  of  teaching  this 
technic  to  large  numbers  of  the  general 
public  after  all  professional  personnel  had 
been  trained. 

Hospital  staff  training  It  was  the 
initial  aim  of  this  program  to  train  ade- 
quately the  entire  staffs  of  all  of  the  hos- 
pitals of  Nassau  County,  including  the  in- 
hospital  medical  staff,  attending  staff,  nurs- 
ing staff,  and  any  other  lay  personnel  deemed 
advisable  by  the  individual  hospital  group. 
To  accomplish  this,  the  film  Rescue  Breath- 
ing| was  shown  to  each  hospital  staff  at  its 
general  staff  meeting  followed  by  the  film 
Closed  Chest  Cardiac  Massage,  f Material 
supplied  by  the  Nassau  Heart  Association  on 
closed-chest  cardiac  massage  was  distrib- 
uted, as  well  as  the  booklet  Rescue  Breath- 
ing, distributed  by  the  State  of  New  York 
Department  of  Health.  This  program  was 
repeated  in  the  section  staff  meetings  of 
each  hospital,  and  by  December,  1961, 
every  hospital  staff,  including  the  nursing 
staff,  had  been  shown  these  films. 

In  March,  1963,  the  “Resusci-Anne” 
mannequin  became  available  through  the 
Nassau  Heart  Association,**  and  a training 
program  on  the  mannequin  was  set  up  in 
four  of  the  voluntary  hospitals  in  the  county. 
The  house  staff,  nursing  staff,  and  as  many  as 
possible  of  the  attending  staff  were  trained 
on  the  mannequin.  As  each  hospital  pur- 
chased a mannequin,  the  Heart  Association’s 
“Anne”  was  given  to  another  hospital. 


t American  Film  Producers,  1600  Broadway,  New  York 
City  19. 

**  “Resusci-Anne”  is  available  on  free  loan  from  Smith 
Kline  & French  Laboratories,  1500  Spring  Garden  Street. 
Philadelphia,  Pennsylvania,  to  any  physician  who  wants  her 
for  a demonstration. 
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At  the  present  time  every  voluntary  hospital 
in  Nassau  County  has  had  a mannequin  on 
which  to  train  its  personnel,  and  the  program 
is  still  in  progress.  The  mannequin  has 
been  a most  valuable  aid  to  training,  since 
it  permits  an  excellent  demonstration  of 
the  amount  of  pressure  to  be  exerted  and  the 
necessary  synchronization  required  between 
rescue  breathing  and  closed-chest  cardiac 
massage.  It  has  also  helped  to  teach  the 
rescuer  the  appropriate  locality  for  hand 
placement  and  positioning.  This  program 
is  still  in  progress  and  will  be  carried  on 
until  every  physician  on  each  hospital 
staff  in  Nassau  County  has  been  trained  in 
the  procedure. 

Emergency  personnel  and  equipment. 
Adequate  training  of  medical  personnel  in 
emergency  cardiopulmonary  resuscitation  is 
only  one  half  of  the  coin.  It  is  equally 
important  to  alert  the  receiving  hospitals 
in  their  role  and  purpose  when  a victim 
of  sudden  cardiac  arrest  is  brought  in  for 
treatment.  In  each  hospital  at  least  one 
physician  has  been  designated  to  be  in 
charge  of  the  necessary  emergency  equip- 
ment. We  have  tried  to  have  available  in 
each  emergency  room  a defibrillator,  an 
oscilloscope  or  other  electrocardiographic 
equipment,  and  an  external  pacemaker. 
As  soon  as  the  patient  has  arrived  in  the 
hospital  it  is  urgent  to  determine  the  type 
of  cardiac  arrest  involved  to  decide  what 
procedure  must  be  used.  One  or  several 
physicians  must  be  available  at  all  times 
who  are  familiar  with  the  use  of  this  equip- 
ment, with  electrocardiographic  interpreta- 
tion, and  with  initiating  defibrillation  or 
external  pacemaking,  as  required.  Em- 
phasis has  been  placed  on  the  concomitant 
use  of  pulmonary  resuscitation  in  accom- 
plishing a return  of  the  patient  to  his  normal 
health. 

Education  of  the  public.  Another  goal 
is  the  education  of  the  public  as  to  the 
uses  and  abuses  of  cardiac  massage,  its 
values,  and  its  limitations.  The  technic 
was  demonstrated  at  the  Nassau  County 
Fair  by  the  resident  staff  of  Meadowbrook 
Hospital,  the  Nassau  County  hospital,  and 
engendered  considerable  interest  among 
lay  people.  Those  interested  were  allowed 


to  sign  up  for  a course  to  be  given  at  a later 
date.  Of  the  150  persons  who  registered, 
10  later  were  interested  enough  to  attend 
a lecture  and  training  demonstration  on 
the  mannequin.  These  were  mainly  people 
in  some  way  concerned  with  safety  proce- 
dures. The  public  health  nurses  were 
trained  by  the  same  technic  and  are  now 
prepared  to  use  it. 

The  fire-rescue  squads  of  both  Nassau 
and  Suffolk  counties  have  been  extremely 
interested  in  learning  the  technics  of 
closed-chest  cardiac  massage.  In  Feb- 
ruary, 1962,  the  films,  Closed-Chest  Cardiac 
Massage  and  Rescue  Breathing  were  pre- 
sented to  them,  followed  by  a discussion 
of  the  technic  and  a question  and  answer 
period.  Moreover,  this  year  the  members 
of  the  Nassau-Suffolk  Rescue  Association 
have  received  training  on  the  mannequin. 
Would-be  rescuers  must  be  given  the  ad- 
vantage of  training  on  Resusci-Anne  or  a 
similar  model,  since  they  can  learn  through 
experience  the  proper  location  of  the  hands, 
the  approximate  amount  of  pressure  to  be 
utilized,  and  to  palpate  for  pulse  and  con- 
sider blood  pressure.  Emphasis  on  these 
important  points  will  do  more  to  eliminate 
tragic  accidents  following  use  of  this  method 
than  any  other  single  measure. 


Comment 

Although  we  have  accomplished  many  of 
our  objectives,  we  feel  that  many  important 
ones  remain.  Until  a full-time  coordinator 
can  be  obtained,  an  effective,  smooth- 
running program  cannot  be  assured.  To 
be  done  effectively,  the  collection  of  data, 
including  the  exact  amount  of  training 
given  and  number  of  physicians  trained, 
and  the  success,  failure,  and  evaluation  of 
this  technic  in  the  field  will  require  full- 
time attention.  We  are  still  hoping  to 
collect  data  on  a large  number  of  cases 
for  a period  of  one  year  to  assess  the  merits 
and  demerits  of  this  technic  and  the  wisdom 
of  teaching  interested  lay  groups.  It  will 
be  up  to  these  groups,  who  are  “on  the 
spot”  when  a heart  stops,  to  act  swiftly 
and  increase  the  number  of  lives  saved. 
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Carbon  Tetrachloride 
Poisoning 


X HE  following  incident  was  reported  re- 
cently  to  the  New  York  City  Poison  Control 
Center. 

Type  of  Poison  Age  Sex 

Carbon  Tetrachloride  19  Years  Male 

According  to  the  interviewing  public  health 
nurse,  the  mother  stated  that  her  son  spent 
three  days  with  his  sister-in-law,  at  which 
time  he  began  to  have  cramplike  pains  in  his 
stomach  with  nausea  and  vomiting.  He 
returned  home  and  was  taken  to  the  hospital 
where  he  was  treated  for  jaundice  and  then 
transferred  to  the  Jewish  Hospital  of 
Brooklyn. 

The  hospital  reported  that  this  was  the 
first  admission  there  of  this  nineteen-year- 
old  Negro  male  who  entered  with  a history 
of  chest  pain  and  abdominal  pain  for  the 
last  four  days.  The  patient  became  icteric 
and  started  vomiting.  He  was  admitted  at 
first  to  the  Jewish  Chronic  Disease  Hospital. 

The  patient  denied  drinking  any  toxic 
substances,  such  as  carbon  tetrachloride, 
but  admitted  to  sniffing  glue  and  carbon 
tetrachloride  cleaning  fluid  (Car bona).  He 
had  been  drinking  the  day  before  and  ad- 
mitted to  chronic  alcoholism  of  many  years. 

The  patient  was  transferred  from  the 
Jewish  Chronic  Disease  Hospital  to  the 
Jewish  Hospital  of  Brooklyn  because  of 
progressive  liver  impairment  and  oliguria. 
There  he  again  admitted  to  glue  sniffing 
and  said  he  had  also  drunk  cleaning  fluid  on 
repeated  occasions. 


Physical  examination  showed  the  blood 
pressure  to  be  170/100,  pulse  120,  tempera- 
ture 100  F.,  and  respirations  18.  The 
patient  was  a well-developed  Negro  male  in 
acute  distress. 

An  eye  examination  showed  that  the 
pupils  reacted  to  light  and  accommodation. 
The  fundi  were  normal  and  the  scleras 
icteric. 

A chest  examination  revealed  sinus  tach- 
ycardia. Rales  were  heard  in  the  lower 
lobe  of  the  left  lung.  There  was  increased 
dullness  on  the  left  side.  Harsh  breath 
sounds  were  heard  all  over  the  chest.  The 
liver,  spleen,  and  kidneys  were  not  felt. 

There  was  no  edema  of  the  extremities, 
and  Babinski  reflexes  were  normal. 

An  electrocardiogram  on  admission  showed 
hyperkalemia  with  a right  bundle  branch 
block.  Venous  pressure  was  280,  and  there 
was  no  rise  with  hepatic  pressure.  Bilirubin 
was  55  mg.  per  100  ml.  on  admission. 
SGOT  (serum  glutamic  oxalacetic  trans- 
aminase) was  290.  The  patient  was  given 
7.5  Gm.  of  aminophylline  and  morphine 
sulphate  10  mg.  immediately  with  rotating 
tourniquet.  Hematocrit  was  26. 

The  patient  was  a candidate  for  the 
artificial  kidney  and  while  being  examined 
went  into  cardiac  arrest.  All  efforts  at 
resuscitation  failed,  and  the  patient  was 
pronounced  dead  at  8:20  p.m.  A post- 
mortem examination  showed  liver  disease 
compatible  with  viral  serum  hepatitis. 
However,  the  possibility  of  toxic  hepatitis 
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due  either  to  carbon  tetrachloride  or  to 
ethyl  tetrachloride  could  not  be  ruled  out 
even  under  microscopic  examination.  This 
was  confirmed  by  the  director  of  pathology. 

The  initial  impression  was  of  hepatorenal 
failure,  ruling  out  toxic  hepatitis,  due  to 
carbon  tetrachloride  poisoning;  congestive 
heart  failure;  and  pulmonary  edema. 

According  to  the  report  from  the  first 
hospital,  the  patient’s  sister  stated  that  at 
times  he  drank  some  carbon  tetrachloride, 
that  he  also  had  been  drinking  beer  the  day 
prior  to  the  onset  of  his  illness,  and  that  he 
had  suffered  from  alcoholism  for  many  years. 


Comment 

It  is  pertinent  to  point  out  that  the 
formula  of  this  cleaning  fluid  has  a variety  of 
mixtures,  from  naphtha  and  carbon  tetra- 
chloride to  trichlorethylene.  There  has 
been  a series  of  possibly  severe  clinical  con- 
ditions attributable  to  the  inhalation  of 
glue.  However,  there  has  been  very  little, 
if  any,  confirmation  of  this  in  cases  reported 
to  this  Center.  The  problem  of  glue  sniffing 
was  discussed  in  a previous  report.* 

Although  this  case  was  originally  reported 
as  a glue-sniffing  incident,  it  would  be  er- 

* Jacobziner,  H.,  and  Raybin,  H.  W.:  Glue  sniffing, 

New  York  State  J.  Med.  63:  2415  (Aug.  15)  1963. 


Chemotherapy  in  rheumatic  fever 

Comparison  of  statistics  obtained  on  military 
selectees  during  1941  and  1962  reveals  a 63  per 
cent  decrease  in  the  incidence  of  rheumatic 


roneous  to  attribute  the  patient’s  death  to 
that  product  because  of  the  association  of 
alcohol  and  the  chlorinated  hydrocarbons, 
most  likely  carbon  tetrachloride. 

The  Department  of  Health  postponed 
restrictive  legislation  with  regard  to  airplane 
glues  because  the  hobby  industry  embarked 
on  an  active,  three-pronged  program  of 
social  action,  education,  and  self-regulation. 
The  social  action  aspect  consists  of  the  dis- 
tribution of  hobby  supplies  and  funds  for 
the  employment  of  craft  workers  in  several 
high-risk  areas.  The  industry  also  obtained 
a pledge  from  the  manufacturer  to  sell  air- 
plane glue  only  as  part  of  model  hobby  kits, 
and  it  also  imposed  its  own  embargo  on  the 
sending  of  airplane  glue  inside  of  the  New 
York  City  area.  It  is  hopefully  developing 
a nontoxic  glue  solvent. 

The  latest  report  of  the  incidence  of  glue 
sniffing  received  from  the  police  department 
is  encouraging  in  that  there  is  a 25  per  cent 
reduction  observed  since  the  introduction 
of  this  program.  It  is  hoped  that  this  trend 
will  continue. 

An  interim  report  received  from  Milton 
Helpern,  M.D.,  Chief  Medical  Examiner, 
indicates  that  according  to  the  toxicological 
laboratory  the  causes  of  death  in  this  patient 
were  cholemia  and  hepatitis.  Further  in- 
vestigation is  pending  because  the  deceased 
was  exposed  to  carbon  tetrachloride. 


valvular  heart  disease  and  a 37  per  cent  de- 
crease in  the  diagnosis  of  congenital  heart 
disease.  The  decrease  in  rheumatic  heart 
disease  is  attributed  primarily  to  the  prophy- 
lactic and  therapeutic  use  of  antibiotic  and 
chemotherapeutic  drugs. — Basil  M.  RuDusky, 
M.D.,  in  J.A.M.A.,  September  28,  1963 
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Radiation  Casualties: 
Newer  Aspects  of 
Mass  Casualty  Care 


ing  the  problems  of  nuclear  warfare.  This 
presentation  will  cover  certain  newer  aspects 
without  reviewing  completely  all  of  the 
fundamentals  of  nuclear  weapons  and  hu- 
man radiation  effects.  We  shall  cover 
specifically  four  categories:  Important  basic 
facts,  planning  and  decision  making, 
diagnosis,  and  therapy. 


EUGENE  L.  SAENGER,  M.D. 

Cincinnati,  Ohio 
MAX  L.  M.  BOONE,  M.D. 

Cincinnati,  Ohio 

From  the  Radioisotope  Laboratory  and  Department  of 
Radiology,  University  of  Cincinnati  College  of  Medicine 


T here  are  two  possible  attitudes  toward 
the  holocaust  which  can  be  produced  by 
nuclear  warfare.  One  is  total  despair  and 
confusion.  The  alternative  is  the  adoption 
of  an  attitude  of  making  the  best  of  an  ad- 
mittedly bad  situation  and  developing  the 
best  possible  medical  services  with  facilities 
at  hand.  It  has  been  said  that  the  apathy 
and  confusion  of  the  Japanese  after  the 
bombings  of  Hiroshima  and  Nagasaki  con- 
tributed significantly  to  the  resulting  high 
mortality  and  morbidity.  We  are  obviously 
committed  to  efforts  of  planning  and  train- 
ing. 

There  is  no  doubt  that  understanding  and 
appropriate  action  will  reduce  both  morbid- 
ity and  mortality  in  a nuclear  emergency. 

Radiation  remains  as  the  great  unknown 
in  the  minds  of  many  physicians  in  consider- 

Presented  at  the  Thirteenth  County  Medical  Societies 
Conference  on  Disaster  Medical  Care,  Chicago,  Illinois, 
November  3 and  4,  1962. 

Supported  in  part  by  Contract  DA-49-146-XZ-029  of  the 
Defense  Atomic  Support  Agency  and  Grant  CRT-5049  of  the 
National  Cancer  Institute,  National  Institutes  of  Health. 


Important  basic  facts 

In  January,  1962,  the  National  Committee 
on  Radiation  Protection  and  Measurements 
issued  Report  29  entitled,  Exposure  to  Radia- 
tion in  an  Emergency . The  thoughts  pre- 
sented therein  are  probably  the  most  useful 
in  terms  of  emphasizing  the  major  concepts 
in  this  situation. 

Most  of  the  radiation  casualties  will  be 
due  to  external  gamma  radiation  acting  on 
the  whole  body  and  beta  radiation  from 
acute  fallout  injuring  the  skin.  This  fallout 
is  easily  detected  by  excellent  inexpensive 
rugged  detectors. 

In  a thermonuclear  attack  neutron  irradia- 
tion may  be  neglected  since  individuals  so 
exposed  to  near-lethal  levels  will  almost 
certainly  be  injured  mortally  by  blast,  fire, 
or  missiles. 

Within  a short  time  after  detonation, 
radioactive  material  taken  into  the  body  will 
be  less  of  a hazard  than  the  whole  body  ex- 
posure to  gamma  radiation.  Incorporation 
of  radioactive  material  within  the  body  may 
be  of  considerable  importance  weeks  or 
months  later,  but  usually  it  will  not  be 
significant  during  the  period  immediately 
after  the  attack. 

In  peacetime  there  are  rigid  rules  for  ex- 
posure of  the  population  to  high  doses  of 
radiation.  The  objective  of  radiation  pro- 
tection is  the  fewest  persons  exposed  and  at 
the  least  possible  exposure. 
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FIGURE  1.  Multiplier  for  initial  brief  dose,  to  be 
used  in  calculation  of  ERD  at  any  time. 


In  war  emergencies  the  objectives  are  as 
follows: 

1.  The  fewest  deaths 

2.  The  fewest  requiring  medical  care 

3.  The  smallest  amount  of  genetic  injury 

4.  The  lowest  probability  of  late  somatic 
effects 

The  problem  of  radiation  dose  versus  its 
effect  stands  as  a source  of  confusion  in  the 
minds  of  many.  There  are  more  units  of 
radiation  dose  than  one  would  desire,  but 
for  emergency  situations  only  the  r (roent- 
gen) or  mr  (milliroentgen)  need  be  used. 
It  would  be  helpful  to  know  whether  the 
whole  body  has  been  exposed  to  radiation  or 
whether  a portion  of  the  body  has  been 
shielded.  In  the  case  of  partial  shielding, 
the  amount  of  damage  will  be  less  to  an 
unspecified  degree  than  if  the  whole  body  is 
exposed. 

Another  simplification  is  the  introduction 
of  the  concept  of  the  ERD  (equivalent  resid- 
ual dose).  During  an  emergency  involving 
hundreds  or  thousands  of  casualties,  it  is  not 
possible  to  perform  the  elaborate  calculations 
needed  to  convert  exposure  dose  in  roentgens 
to  absorbed  dose  in  rads.  Also,  it  is  difficult 
to  deal  with  the  effect  of  recovery  on  the 
dose-effect  relationship.  For  example,  if 
an  individual  received  400  r in  a minute  or 
an  hour,  the  effect  of  recovery  would  be  far 
more  serious  than  if  this  same  dose  were  de- 
livered over  a two-  to  three-week  period.  An 
empirical  semiquantitative  relationship  has 
been  developed  so  that  the  equivalent  dose 
can  be  expressed  combining  both  acute  and 
chronic  exposure.  Certain  assumptions  are 
used  as  follows: 

1.  Ten  per  cent  of  the  injury  due  to  the 
dose  is  irreparable. 

2.  There  is  repair  of  the  remaining  90 
per  cent  at  the  rate  of  2.5  per  cent  per  day. 


FIGURE  2.  Multiplier  for  protracted  dose  rate,  to 
be  used  in  calculation  of  ERD  at  any  time. 


3.  Recovery  after  a brief  exposure  of 
seconds  to  four  days  begins  four  days  after 
the  start  of  exposure.  Thus,  any  exposure 
within  four  days  is  assumed  to  be  instanta- 
neous. 

4.  Recovery  is  continuous  during  pro- 
tracted exposure. 

The  ERD  is  calculated  from  the  equation: 

De  = aD0  + bD;  where  De  is  equivalent 

residual  dose;  D0  is  the  dose  within  four  days; 

D is  the  dose  rate  (r  per  day) ; a is  a constant 

found  from  Figure  1;  b is  a constant  found 

from  Figure  2. 

Example:  150  r is  received  as  an  immediate 

dose  within  four  days,  and  1 r per  day  is  re- 
ceived for  sixty  days.  What  is  the  ERD  at  sixty 
days? 

a = 0.33  b = 50 

ERD  = (0.33  X 150)  + (50  X 1)  = 49.5  + 
50  = 99.5  r 

It  is  believed  that  if  the  brief  dose  (within 
four  days)  does  not  exceed  200  r,  there  will 
be  little  likelihood  of  disabling  disease  de- 
veloping providing  the  subsequent  dose  rate 
does  not  exceed  1.5  r per  day.  Experience 
from  accidental  exposure  to  essentially  whole 
body  radiation  has  shown  that  doses  of  50 
to  200  r are  associated  with  minimal  disa- 
bility. Our  experiences  with  patients  in 
good  nutritional  status  who  are  hematologi- 
cally  normal  bear  out  this  observation,  but 
our  patients  have  been  under  no  stress,  that 
is,  they  have  no  work  to  perform.  The 
relation  between  dose  effect  and  added 
stress  has  not  been  studied. 
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The  entire  population  should  be  regarded 
as  equally  susceptible  to  radiation.  In  a 
small  disaster  it  may  be  possible  to  protect 
those  under  the  age  of  forty,  but  in  a large 
disaster  such  protection  may  be  impractical 
although  highly  desirable.  Certainly  in- 
dividuals over  the  age  of  forty  are  the  most 
expendable  in  regard  to  late  effects  both  of 
genetic  and  somatic  changes. 

It  can  be  assumed  that  the  dose  which 
would  double  the  spontaneous  mutation 
rate  lies  between  10  and  100  r.  One  calcula- 
tion shows  that  if  the  survivors  of  a nuclear 
war  receive  an  average  dose  of  250  r,  there 
would  be  an  increase  in  infant  mortality  of 
about  1.27.  It  would  be  difficult  to  distin- 
guish radiation  effects  from  the  other  effects 
of  widespread  nuclear  war  and  the  post- 
attack period. 

Because  of  uncertainties  as  to  these  genetic 
effects  and  of  similar  possible  somatic  effects 
(sterility,  leukemia,  other  cancers,  cataract, 
life  shortening,  and  birth  abnormalities  in 
women  pregnant  at  the  time  of  the  attack), 
no  consideration  should  be  given  to  these 
factors  during  a wartime  emergency.  In 
general,  all  protective  efforts  for  acute 
effects,  will,  of  course,  protect  against  these 
late  effects. 

At  present  there  is  no  way  to  distinguish 
between  the  degree  of  damage  produced  by 
radiation  and  that  produced  by  blast,  fire, 
missiles,  or  other  similar  agents.  At  present 
there  is  no  way  in  which  the  amount  of 
radiation  injury  to  a given  individual  can  be 
equated  to  a similar  degree  of  injury  result- 
ing from  burn,  blast,  or  other  trauma.  If  a 
patient  has  received  300  r,  it  is  not  possible 
to  say  that  the  amount  of  damage  received  is 
the  same  as  would  have  been  produced  by  a 
20  per  cent  second  degree  burn  or  a frac- 
tured femur.  If  the  immediate  dose  is  less 
than  200  r,  prodromal  symptoms  due  to 
radiation  itself  are  minimal.  In  a group  of 
10  patients  given  doses  of  100  to  300  r who 
were  carefully  uninformed  as  to  possible 
symptoms,  there  was  no  vomiting  and 
minimal  nausea,  anorexia,  and  malaise.  If 
doses  are  below  200  r,  at  least  two  to  three 
weeks  will  elapse  before  further  medical 
care  is  required.  If  the  dose  is  sufficiently 
low  to  permit  consideration  of  therapy  for 
radiation  injury,  no  immediate  treatment  is 
needed.  If  extensive  immediate  therapy  is 
required  for  radiation,  there  will  probably 
be  other  serious  injuries. 


Planning  and  decision  making 

In  providing  either  civilian  or  military 
authorities  with  basic  information  on  which 
to  make  decisions,  it  is  necessary  to  devise 
certain  specific  rules.  To  clarify  radiation 
injury  only,  the  categories  of  outcome  of 
exposure  to  radiation  shall  be  limited  to: 

1.  Medical  care  not  required 

2.  Medical  care  required  during  the 
emergency  period  or  subsequently 

3.  Death 

Other  rules  which  will  be  of  practical  value 
are: 

1.  If  the  brief  dose  or  ERD  does  not  ex- 
ceed 200  r,  the  majority  of  people  will  not 
require  medical  care. 

2.  If  the  brief  dose  or  ERD  lies  between 
200  and  600  r,  the  majority  will  require 
medical  care  and  about  half  may  die  eventu- 
ally. 

3.  When  the  dose  is  over  600  r,  the  ma- 
jority will  die. 

4.  The  median  lethal  gamma  ray  dose 
(single  or  brief  exposure)  is  450  r. 

To  clarify  these  rules,  certain  important 
concepts  of  diagnosis  and  therapy  will  be 
discussed. 

Diagnosis 

The  basic  principles  and  guidelines  pre- 
sented presuppose  that  a dose  estimate  is 
available  for  planning  and  evaluation.  It  is, 
however,  necessary  to  have  a clinical  method 
of  evaluating  radiation  injury  where  esti- 
mates of  injury  can  be  determined  from 
clinical  symptoms  and  signs.  The  physician 
would  certainly  like  to  have  white  blood  cell 
counts  and  differential  smears  available  as  a 
minimal  laboratory  test,  but  in  circum- 
stances of  mass  casualty,  such  goals  seem 
overly  optimistic. 

Clinical  diagnosis  and  triage  on  the  basis 
of  symptoms  and  signs  is  possible  if  a patient 
can  be  observed  for  several  days  to  several 
weeks.  Immediately  after  an  attack,  the 
common  prodromal  symptoms  of  the  acute 
radiation  syndrome,  such  as  malaise,  ano- 
rexia, nausea,  vomiting,  and  diarrhea  will  be 
thoroughly  confounded  with  the  symptoms 
of  psychic  upset  and  other  injuries.  The 
classification  of  degrees  of  injury  can  be 
made  only  by  careful  evaluation  of  the  pa- 
tient in  time.  The  changes  produced  may 
be  caused  by  external  radiation,  or  internal 
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Viral  Infection 

Inoculation  or  exposure 
i Delay 
Prodromal  stage 

(Nonspecific  systemic 
reaction) 

l Incubation  period 
Manifest  illness 
(Typical  clinical 
picture) 

— ► Convalescence 

FIGURE  3.  Comparison 
of  viral  disease  and  acute 


Acute  Radiation 
Syndrome 

Exposure 
i Delay 
Prodromal  stage 

(as  motion  sickness) 

| Latent  period 
Manifest  illness 
(Specific) 

l Recovery 

between  clinical  pattern 
radiation  syndrome. 


radiation  resulting  from  contamination  of 
radionuclides  on  or  within  the  body,  or  a 
combination  of  both. 

The  acute  radiation  syndrome  is  generally 
divided  into  four  stages  as  shown  in  Figure  3. 
These  stages  are  compared  to  the  more 
familiar  stages  of  a viral  infection  for 
simplification. 

The  symptoms  of  the  prodromal  stage 
have  been  listed.  The  latent  stage  lasts  for 
one  to  three  weeks  depending  on  the  severity 
of  the  radiation  injury.  In  the  most  severe 
form  it  is  absent.  When  the  mucosa  of  the 
small  bowel  is  destroyed,  it  may  last  only  a 
few  days  or  one  or  two  weeks. 

The  syndrome  is  best  divided  into  five 
groups  as  follows: 

Group  I.  Less  than  half  of  Group  I 
vomit  within  twenty-four  hours  after  ex- 
posure. Except  for  weakness  and  fatigue 
there  are  no  subsequent  symptoms.  There 
is  a fall  in  lymphocytes  and  platelets.  Less 
than  5 per  cent  will  need  medical  care,  and 
all  others  are  capable  of  work.  Doses  range 
from  50  to  200  r. 

Group  II.  Over  half  of  Group  II  vomit 
soon  after  exposure  and  are  sick  for  a few 
days.  There  is  a latent  period  of  one  to 
three  weeks.  Blood  counts  are  useful  prog- 
nostically  during  this  period  if  they  are 
available.  Epilation  begins  at  the  seven- 
teenth to  the  twenty-first  day  and  is  seen  in 
over  half  the  patients.  Epilation  suggests 
that  a dose  of  at  least  250  to  300  r has  been 
received.  If  epilation  occurs  as  early  as  the 
fourteenth  day,  a higher  dose  may  be  as- 
sumed. Manifest  illness  begins  about  the 
twentieth  day  with  symptoms  and  signs  due 
primarily  to  damage  to  the  hematopoietic 
system.  Most  patients  in  this  category  will 
require  medical  care,  and  survival  should  be 
over  50  per  cent  with  survival  more  likely 


at  the  lower  doses.  Doses  will  range  from 
200  to  450  r. 

Group  III.  Group  III  is  a more  serious 
version  of  Group  II  with  more  severe  pro- 
dromal findings,  a shorter  latent  period.  The 
manifest  illness  is  characterized  by  severe 
hemorrhages  and  attendant  infections. 
These  patients  need  vigorous  therapy  and 
hospitalization.  Less  than  half  will  survive. 
Doses  are  in  excess  of  450  r. 

Group  IV.  In  Group  IV  one  finds  an 
accelerated  version  of  Group  III  due  pri- 
marily to  destruction  of  the  gastroenteric 
mucosa.  These  patients  have  immediate 
protracted  vomiting  persisting  for  several 
days  or  until  death.  There  is  intractable 
diarrhea  which  soon  becomes  bloody.  The 
white  count  will  be  less  than  500  per  cubic 
millimeter  within  a few  days.  Death  usually 
will  occur  within  two  weeks,  usually  before 
hemorrhage  or  epilation.  Doses  are  in  excess 
of  600  r,  and  this  degree  of  injury  would  prob- 
ably not  occur  only  with  protracted  radia- 
tion. 

Group  V.  Patients  in  Group  V receive 
so  massive  a dose  that  survival  is  for  a period 
of  a few  hours  or  perhaps  a few  days.  There 
is  immediate  disorientation,  ataxia,  and  con- 
fusion progressing  rapidly  to  semi-con- 
sciousness. There  is  watery  diarrhea  and 
cardiovascular  collapse  with  death  occurring 
rapidly.  The  changes  are  due  to  massive 
damage  to  the  nervous  system.  Doses  are  of 
the  order  of  several  thousand  r.  These 
changes  may  occur  with  mixed  gamma  and 
neutron  irradiation. 

Patients  in  Groups  III,  IV,  and  V are 
readily  distinguishable  from  patients  in 
Groups  I and  II.  The  recognition  and 
differentiation  of  these  groups  are  presented 
in  considerable  detail  by  Thoma  and  Wald, 
and  their  technic  of  classification  is  useful 
providing  routine  hematologic  services  are 
available. 

Skin  injury.  In  nuclear  war  the  possibil- 
ity of  serious  radiation  damage  to  skin  must 
be  considered  because  of  fallout  occurring 
within  twenty-four  hours  after  the  detona- 
tion. The  skin  changes  will  be  due  either  to 
beta  or  gamma  radiation.  When  skin  con- 
centrations of  beta-emitting  particles  exceed 
2 microcuries  per  centimeter,  skin  injury  is 
likely. 

If  the  beta  dose  is  less  than  1,000  r, 
the  majority  of  patients  will  not  require 
care,  but  if  the  dose  exceeds  2,000  r,  medical 
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TABLE  I.  System  for  predicting  outcome  of  exposure  based  on  clinical  factors 


ERD,  or  Brief  Grade 
Gamma-Ray  of 

Dose  (r)  Severity  Clinical  Characteristics 


Approximate 
Dose  to  Skin 
(rads) 


Less  than  50  A No  symptoms,  no  signs  . . 

50  to  200  B Signs  present,  no  symptoms  except  nausea  and  vomiting  Up  to  1,000 

200  to  450  C Signs  and  symptoms  present;  up  to  50  per  cent  fatal  1,000  to  5,000 

More  than  450  D Signs  and  symptoms  present;  over  50  per  cent  fatal  More  than  5,000 


TABLE  II.  Recommended  system  for  predicting  outcome  of  exposure 

Range  of  Brief  Approximate 

Whole-Body,  Gamma-Ray  Dose  to  Skin 

Dose,  or  of  ERD  (r)  Consequence  of  Exposure  (rads) 

Less  than  200  Medical  care  not  required  Less  than  1,000 

200  to  600  Medical  care  required  during  emergency  or  More  than  1,000 

subsequently  (but  excluding  late  effects) 

More  than  600  Death  More  than  5,000 


care  will  be  important.  There  are  four  types 
of  injury: 

1.  Type  I,  erythema,  is  equivalent  to  a 
first  degree  burn  or  mild  sunburn.  The  red- 
ness usually  will  not  appear  for  two  or  three 
weeks  after  exposure. 

2.  Type  II,  transepidermal  injury  (dry 
or  wet  dermatitis),  is  equivalent  to  a second 
degree  thermal  burn.  There  is  blistering 
with  subsequent  raw,  painful  wounds  vulner- 
able to  infections.  The  latent  period  is  one 
to  two  weeks.  The  skin  dose  is  in  excess  of 
1,000  r. 

3.  Type  III  is  a more  serious  version  of 
Type  II  caused  by  larger  doses  of  radiation 
of  the  order  of  5,000  r.  The  appearance  re- 
sembles a scalding  or  chemical  burn.  Intense 
pain  occurs  promptly,  and  prompt  medical 
care  is  desirable. 

4.  Type  IV,  chronic  radiation  exposure 
over  months  or  years,  causes  an  eczematoid 
reaction  which  heals  with  difficulty  and 
breaks  down  easily.  Skin  cancer  occurs 
readily.  Dose  factors  are  not  known  but  are 
probably  of  the  order  of  many  thousand  r. 

Internal  radiation  injury.  Internal 
deposits  of  radionuclides  large  enough  to 
cause  acute  radiation  sickness  have  been 
rarely  experienced.  In  general,  external 
radiation  will  prove  to  be  far  more  hazardous 
than  internal  radionuclides.  Insoluble  fis- 
sion products  passing  through  the  gastro- 
enteric tract  could  cause  nausea,  vomiting, 
and  diarrhea  as  a result  of  damage  to  the 
intestinal  wall. 

A large  dose  of  external  radiation  could  be 


received  from  radioactive  fission  products  in 
a radioactive  cloud,  but  this  mechanism 
would  be  similar  to  external  radiation  from 
the  nuclear  detonation. 

The  somewhat  elaborate  classification  of 
injury  presented  here  is  now  becoming  more 
widely  used  and  gives  increasing  compre- 
hension to  those  responsible  for  sorting. 
Whenever  possible  its  use  is  urged.  For 
mass  casualty,  however,  simpler  schemes  are 
required.  Two  such  schemes  are  presented 
in  Tables  I and  II,  the  uses  of  which  are 
obvious. 


Therapy 

The  major  treatable  changes  of  the  acute 
radiation  syndrome  are  infection,  leukopenia 
and  anemia,  and  hemorrhage.  No  specific 
antidote  for  radiation  is  available.  Ideal 
medical  care  for  an  individual  patient  of 
Grade  II  or  higher  would  be  hospitalization 
in  a sterile  environment  with  good  nutrition, 
antibiotics,  and  blood  or  platelet  transfusions 
as  needed.  Under  the  most  favorable  con- 
ditions even  bone  marrow  transfusions  could 
be  considered. 

In  mass  catastrophes  no  such  therapy  will 
be  available.  Therapy  for  radiation  should 
be  reserved  for  Group  II  patients  since  they 
have  the  greatest  potential  for  rehabilitation. 
Group  I patients  should  be  provided  with 
good  food  and  rest  since  they  will  be  able  to 
work.  Prophylactic  antibiotics  and  blood 
should  not  be  given.  Special  antibiotics 
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should  be  given  only  for  definite  evidence  of 
infections. 

If  patients  with  combined  injuries  (trauma 
and  radiation,  thermal  burns  and  radiation, 
and  so  forth)  come  from  areas  which  suggest 
they  might  fall  in  Group  III  or  above, 
therapeutic  efforts  should  be  only  palliative 
if  medical  resources  are  limited. 

If  patients  can  be  surveyed  for  fallout  on 
exposed  skin  surfaces,  a change  of  clothing 
and  brushing  of  the  skin  is  important.  If 
water  and  a cleansing  agent  are  available, 
these  agents  used  early  may  well  permit 
many  individuals  to  return  to  work  without 
suffering  skin  burns  and  with  the  simplest 
treatment. 

It  is  important  to  realize  that  proper  han- 
dling of  radiation  injuries  does  not  depend  on 
the  number  of  fatalities  occurring  im- 
mediately after  detonation.  Nor  is  the 
estimate  of  medical  casualties  at  a particular 
site  necessarily  the  load  which  will  require 
therapy.  This  latter  group  will  be  smaller. 
Individuals  with  severe  injury  and  high 
doses  of  radiation  cannot  be  helped  because 
both  physicians  and  facilities  will  be  in- 
adequate. There  is  little  place  for  heroic 
treatment.  It  is  preferable  to  utilize  the 
available  treatment  potentialities  for  those 
who  require  the  least  treatment  and  can 
perform  the  most  work.  In  dealing  with 
pure  radiation  injury,  the  physician  does 
have  time  to  carry  out  treatment. 

Certain  of  these  concepts  appear  at  first  to 
be  inhumane.  When  facilities  are  strained 
to  the  extreme,  when  destruction  is  maxi- 
mal, and  confusion  is  at  its  height,  the  duty 
of  the  physician  should  be  directed  to  those 


whose  chance  for  survival  is  greatest  so  that 
the  survivors  can  help  to  care  for  the  less 
fortunate  and  the  children  and  aid  in  rehabil- 
itation of  the  disrupted  society. 

Addendum 

We  would  be  remiss  if  we  failed  to  point 
out  the  relative  lack  of  research  efforts  in 
the  two  major  aspects  of  radiation  effects 
discussed  in  this  report.  These  fields  are 
high-dose  effects  in  human  beings  and  me- 
tabolism of  fission  products  and  studies  of 
methods  for  their  removal.  If  one  is  dis- 
mayed by  the  paucity  of  protective  or  thera- 
peutic agents  for  acute  radiation  injury  or 
elimination  of  radionuclides  in  human  beings, 
it  should  be  quite  apparent  that  little  prog- 
ress can  be  made  in  these  areas  if  research, 
particularly  at  a human  level,  is  not  en- 
couraged. 
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Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York,  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 


314  New  York  State  Journal  of  Medicine  / January  15,  1964 


Necrology 


Edward  J.  Beszczynski,  M.D.,  of  Buffalo, 
died  on  November  6,  1963,  at  his  home  at  the 
age  of  sixty-seven.  Dr.  Beszczynski  was  grad- 
uated from  the  University  of  Buffalo  School  of 
Medicine  in  1920.  He  was  an  examining 
physician  for  the  Veterans  Administration 
Hospital  Outpatient  Department. 

Anthony  S.  Bogatko,  M.D.,  of  New  York 
City,  died  on  December  4,  1963,  at  University 
Hospital  at  the  age  of  sixty-eight.  Dr.  Bogatko 
was  graduated  from  the  New  York  University 
and  Bellevue  Hospital  Medical  College  in  1919 
and  interned  at  Bellevue  Hospital.  He  was 
associate  professor  of  clinical  surgery  at  New 
York  University  Medical  Center,  attending 
surgeon  at  Bellevue  and  French  Hospitals,  and 
associate  attending  surgeon  at  University 
Hospital.  In  1958  he  had  received  the  New 
York  University  Alumni  Meritorious  Service 
Medallion.  Dr.  Bogatko  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herbert  Rutherford  Brown,  Jr.,  M.D.,  of 

Rochester,  died  on  October  16,  1963,  at  the 
Batavia  Veterans  Hospital  at  the  age  of  fifty - 
vo.  Dr.  Brown  was  graduated  from  the 
University  of  Rochester  School  of  Medicine 
and  Dentistry  in  1939  and  during  World  War  II 
served  in  the  U.S.  Navy  with  the  rank  of 
lieutenant  commander.  He  was  the  founder 
and  former  medical  director  of  the  Rochester 
Regional  Red  Cross  blood  program,  attending 
physician  at  Highland  Hospital,  and  assistant 
attending  physician  at  Strong  Memorial  Hos- 
pital. Dr.  Brown  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Marvin  Stewart  Cohen,  M.D.,  of  Niagara 
Falls,  died  on  November  10,  1963,  at  his  office 
at  the  age  of  fifty -seven.  Dr.  Cohen  was 
graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1936  and  interned  at 
Memorial  Hospital.  During  World  War  II  he 
served  with  the  U.S.  Army  Medical  Corps  with 
the  rank  of  captain.  Dr.  Cohen  was  an  attend- 
ing physician  in  general  practice  at  Memorial 
and  Mount  St.  Mary’s  Hospitals.  He  was  a 
member  of  the  Niagara  County  Medical 
Society,  the  Medical  Society  of  the  State  of 


New  York,  and  the  American  Medical  Associa- 
tion. 

Maurice  Joseph  Costello,  M.D.,  of  New  York 
City,  died  on  December  3,  1963,  while  attend- 
ing a meeting  of  the  American  Academy  of 
Dermatology  in  Chicago,  at  the  age  of  sixty-two. 
Dr.  Costello  was  graduated  from  the  George- 
town University  School  of  Medicine  in  1925. 
He  was  professor  of  clinical  dermatology  at 
New  York  University  Medical  Center,  attending 
dermatologist  at  Lenox  Hill,  Bellevue,  and  St. 
Clare’s  Hospitals,  chief  of  dermatology  at  Lenox 
Hill  Hospital  Outpatient  Department,  and  con- 
sulting dermatologist  at  New  York  Polyclinic, 
St.  Francis  (Bronx),  and  Richmond  Memorial 
(Staten  Island)  Hospitals.  A Diplomate  of 
the  American  Board  of  Dermatology  and  a 
Fellow  of  the  American  College  of  Physicians, 
Dr.  Costello  was  a member  of  the  American 
Academy  of  Dermatology,  the  American  Der- 
matological Association,  the  Society  for  Inves- 
tigative Dermatology,  the  New  York  Academy 
of  Medicine,  the  New  York  Dermatological 
Society,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Donald  Briggs  Glezen,  M.D.,  of  Cincinnatus, 
died  on  October  20,  1963,  at  Cortland  Memorial 
Hospital  at  the  age  of  sixty-seven.  Dr.  Glezen 
was  graduated  from  Albany  Medical  College  in 
1921.  He  was  on  the  associate  attending  staff 
of  Cortland  Memorial  Hospital.  Dr.  Glezen 
was  a member  of  the  American  Academy  of 
General  Practice,  the  American  Public  Health 
Association,  the  Cortland  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  Leo  Holohan,  M.D.,  of  Albany,  died 
on  November  11,  1963,  at  St.  Peter’s  Hospital  at 
the  age  of  sixty-two.  Dr.  Holohan  was  gradu- 
ated from  Albany  Medical  College  in  1925. 
He  was  attending  otolaryngologist  at  St.  Peter’s, 
Child’s,  and  A.  N.  Brady  Hospitals,  attending 
ophthalmologist  and  otolaryngologist  and  chief 
of  ear,  nose,  and  throat  at  Memorial  Hospital, 
and  chief  of  ear,  nose,  and  throat  at  Memorial 
Hospital  Outpatient  Department.  A Diplo- 
mate of  the  American  Board  of  Ophthalmology, 
a Diplomate  of  the  American  Board  of  Oto- 
laryngology, and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Holohan  was  a member 
of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Albany  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York  and  the  American  Medical  As- 
sociation. 
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Timothy  V.  A.  Kennedy,  M.D.,  of  Harrison, 
died  on  October  28,  1963,  in  Rome  at  the  age  of 
fifty-three.  Dr.  Kennedy,  who  had  been  or- 
dained into  the  priesthood  in  1940,  was  gradu- 
ated from  the  St.  Louis  University  College  of 
Medicine  in  1948  and  interned  at  St.  Mary’s 
Hospital,  St.  Louis,  Missouri,  and  at  the  Mayo 
Clinic,  Rochester,  Minnesota.  He  was  at- 
tending psychiatrist  at  St.  Vincent’s  Hospital, 
New  York  City,  and  assistant  medical  director  of 
St.  Vincent’s  Hospital  Westchester  branch  in 
Harrison.  A Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology,  Dr.  Ken- 
nedy was  a Fellow  of  the  American  Psychiatric 
Association  and  a member  of  the  American 
Orthopsychiatric  Association,  the  Westchester 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nicola  Labombarda,  M.D.,  of  Utica,  died 
on  September  27,  1963,  at  St.  Luke’s  Memorial 
Hospital  Center  at  the  age  of  eighty-two.  Dr. 
Labombarda  received  his  medical  degree  from 
Naples  University,  Italy,  in  1907  and  had  prac- 
ticed in  Italy  before  coming  here  after  World 
War  I.  He  was  former  Utica  city  commissioner 
of  health  and  had  been  on  the  associate  attend- 
ing staff  at  St.  Luke’s-Memorial  Hospital 
Center. 

David  Langsam,  M.D.,  of  Brooklyn,  died  on 
October  30,  1963,  at  the  age  of  sixty-two.  Dr. 
Langsam  was  graduated  from  the  University  of 
Arkansas  School  of  Medicine  in  1925.  He  had 
been  an  assistant  attending  physician  at  Beth- 
any Deaconess  and  Kings  Highway  Hospitals. 
Dr.  Langsam  was  a Fellow  of  the  American 
College  of  Cardiology  and  a member  of  the 
Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Wilbur  Foster  MacDonald,  M.D.,  of  Sche- 
nectady, died  on  November  5,  1963  at  Ellis 
Hospital  at  the  age  of  seventy.  Dr.  MacDon- 
ald was  graduated  from  Albany  Medical  College 
in  1914  and  interned  at  Ellis  Hospital.  During 
World  War  I he  served  with  the  U.S.  Army 
Medical  Corps  in  France.  For  thirty  years  he 
had  been  industrial  physician  for  the  General 
Electric  Company.  A Diplomate  of  the  Amer- 
ican Board  of  Preventive  Medicine  (Occu- 
pational Medicine),  Dr.  MacDonald  was  a 
member  of  the  Schenectady  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Max  Marsh,  M.D.,  of  Yorktown  Heights,  died 
on  September  19,  1963,  at  Northern  West- 
chester Hospital  at  the  age  of  seventy-seven. 
Dr.  Marsh  was  graduated  from  Cornell  Uni- 
versity Medical  College  in  1908.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 


New  York,  and  the  American  Medical  Associa- 
tion. 

Walter  B.  Schindler,  M.D.,  of  Syracuse,  died 
on  November  2,  1963,  at  his  home  at  the  age  of 
sixty-nine.  Dr.  Schindler  was  graduated  from 
the  Syracuse  University  College  of  Medicine  in 
1921.  He  was  senior  attending  physician  in 
general  practice  at  St.  Joseph’s  Hospital  and 
honorary  attending  obstetrician  at  St.  Mary’s 
Hospital.  Dr.  Schindler  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Ellis  Taylor,  M.D.,  of  Hornell,  died 
on  August  19,  1963,  at  Bethesda  Community 
Hospital  at  the  age  of  seventy-three.  Dr. 
Taylor  was  graduated  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  College 
in  1914.  He  had  been  Hornell  city  health 
officer  from  1925  to  1961  and  was  consulting 
surgeon  at  St.  James  and  Bethesda  Community 
Hospitals.  A Fellow  of  the  International 
College  of  Surgeons,  Dr.  Taylor  was  a member 
of  the  American  Public  Health  Association,  the 
Industrial  Medical  Association,  the  Steuben 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Rene  Louis  Tschopp,  M.D.,  of  Gowanda, 
died  on  October  28,  1963,  at  Tri-County  Me- 
morial Hospital  at  the  age  of  fifty-six.  Dr. 
Tschopp  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1933.  He  was  an 
attending  surgeon  at  Tri- County  Memorial 
Hospital.  Dr.  Tschopp  was  a member  of  the 
Cattaraugus  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Harry  Wild,  M.D.,  of  Buffalo,  died  on 
September  27  at  his  home  at  the  age  of  eighty. 
Dr.  Wild  was  graduated  from  the  Hahnemann 
Medical  College  of  Philadelphia  in  1908.  He 
was  a consulting  physician  at  Millard  Fillmore 
Hospital.  Dr.  Wild  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  Carlile  Woodman,  M.D.,  of  Middle- 
town,  died  on  October  4,  1963,  at  his  home  at  the 
age  of  eighty-eight.  Dr.  Woodman  was  grad- 
uated from  the  Hahnemann  Medical  College  of 
Philadelphia  in  1895.  He  joined  the  staff  of 
the  Middletown  State  Hopital  in  1898  and  was 
superintendent  from  1923  until  his  retirement  in 
1940.  He  was  also  a consulting  psychiatrist 
at  Goshen  Hospital  and  an  honorary  attending 
psychiatrist  at  Horton  Memorial  Hospital. 
Dr.  Woodman  was  a Life  Fellow  of  the  American 
Psychiatric  Association  and  a member  of  the 
New  York  Neurological  Society,  the  Orange 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Prevention  of  Disability  from  Stroke. 

Sound,  black  and  white,  16  mm.,  twenty-eight 
minutes. 

The  modern  view  of  stroke  is  that  disability — 
needless  crippling — is  caused  not  by  stroke  but 
by  improper  care  of  the  patient.  When  joints 
are  allowed  to  stiffen  and  muscles  to  weaken, 
crippling  results.  Modern  medicine,  nursing, 
and  physical  therapy  have  joined  forces  to 
develop  effective  preventive  measures.  Now 
we  know  that  disability  from  stroke  can  be 
prevented.  The  key  to  preventing  needless 
crippling  is  exercise  prescribed  by  a physician 
to  mobilize  each  patient’s  fullest  potential 
for  recovering.  The  film  stresses  the  point 
that  disability  is  preventable.  It  also  dem- 
onstrates proper  care  and  teaches  the  ap- 
proved exercises  that  family  members,  nurses, 
physical  therapists,  physicians,  and  patients 
can  perform  to  prevent  needless  crippling  from 
stroke. 

Source:  Health  Film  Associates,  306  Fair- 

view  Avenue  North,  Seattle  9,  Washington. 


Breast  Self-Examination  (Revised).  Sound, 
color,  16mm.,  fifteen  minutes. 

This  is  a new  version  of  the  American  Cancer 
Society  film  on  breast  self-examination.  It  is 
narrated  by  Emerson  Day,  M.D.,  Director  of 
Strang  Cancer  Prevention  Clinic  of  Memorial 
Sloan-Kettering  Cancer  Center.  The  film  fo- 
cuses on  a woman  who  fears  she  has  breast 
cancer  and  after  proper  examination  is  told  by 
her  physician  that  her  breasts  are  normal. 
The  physician  shows  her  how  to  examine  her 
breasts,  emphasizing  the  importance  of  monthly 
self-examination  to  detect  abnormalities  in  the 
breast  and  guard  against  cancer.  Most  women 
who  examine  their  own  breasts  find  no  ab- 
normalities Dr.  Day  stresses,  adding  that  the 
habit  of  self-examination  can  end  needless 
worry  about  cancer. 

Source:  American  Cancer  Society,  40  Frank- 
lin Street,  Rochester,  New  York. 


* Film  evaluations  provided  by  the  Film  Review  Subcom- 
mittee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 
Ely  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser . 


Postoperative  Management  of  Colostomy. 

Sound,  color,  16  mm.,  twenty-two  minutes. 

This  film  is  designed  to  aid  physicians  and 
nurses  in  the  management  and  rehabilitation 
of  the  patient  with  rectal  cancer.  The  training 
of  the  patient  in  the  management  of  the  co- 
lostomy is  shown.  The  details  of  an  improved 
method  of  irrigation,  using  a bulb  syringe,  are 
introduced.  The  standard  enema  irrigation 
method  is  also  included.  The  subject  is 
introduced  by  one  of  the  authors. 

Source:  Mr.  Nat  Campus,  Campus  Film 

Productions,  20  East  46th  Street,  New  York 
17,  New  York. 

Sterilization  Procedures  for  the  Medical 
Office.  Sound,  color,  16  mm.,  twenty-nine 
minutes. 

This  instructional  film  demonstrates  pro- 
cedures for  sterilization  of  instruments  and 
supplies  in  the  medical  office  and  defines 
standards  for  cleaning  and  wrapping  of  ma- 
terials, length  of  exposure  to  sterilizing  agents, 
and  conditions  for  storage  of  sterile  goods.  The 
film  deals  primarily  with  sterilization  in  the 
steam  autoclave,  but  also  covers  the  use  of 
chemical  germicides  and  ethylene  oxide  gas 
for  certain  applications.  Disinfection  pro- 
cedures, and  the  supplies  for  which  they  are 
adequate,  are  also  discussed. 

Source:  Capital  Film  Laboratories,  1905 

Fairview  Avenue,  N.E.,  Washington,  D.C. 

Hands.  Sound,  color,  16  mm.,  twenty-nine 
minutes. 

In  this  film  only  the  hands  of  the  cast  were 
photographed  to  tell  about  psychiatric  oc- 
cupational therapy.  The  progress  and  recovery 
of  a schizophrenic  patient  are  recorded  in  a 
series  of  ceramic  heads  she  makes  in  occupa- 
tional therapy.  This  form  of  communication 
by  the  patient  is  utilized  therapeutically  by 
the  occupational  therapist,  under  frequent 
psychiatric  supervision.  The  patient  is  fol- 
lowed step  by  step  until  she  returns  to  her 
home  and  job.  This  film  has  already  been 
used  widely  in  medical  and  occupational 
therapy  teaching  programs.  It  also  may  be 
used  as  a public  information  film. 

Source:  Communication  Division,  Nebraska 
Psychiatric  Institute,  602  South  44  Street, 
Omaha  5,  Nebraska. 
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1964  HOUSE  OF  DELEGATES 


Additional  Annual  Reports 

Bar  Association,  Joint  Committee  with 


To  the  House  of  Delegates,  Gentlemen : 

The  Joint  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Bar  Association  consists  of  the  following: 
Medical  Society  of  the  State  of  New 
York 

Milton  Helpern,  M.D.,  Chairman 

New  York 

Samuel  Sanes,  M.D Erie 

John  F.  Kelley,  M.D Oneida 

New  York  State  Bar  Association 

William  F.  Martin,  Esq.,  Chairman 

New  York 

R.  Newell  Lusby,  Esq New  York 

Franklin  R.  Brown,  Esq.. Erie 

It  is  the  sense  of  the  medical  members  of  the 
committee  that  since  in  personal  injury  cases 
the  plaintiff  both  alleges  and  seeks  to  prove  as  an 
element  of  damage  the  reasonable  value  of 

services  rendered  by  a physician  or  surgeon  in 
the  treatment  of  the  injuries,  that  such  phy- 
sician or  surgeon  should  have  a lien  on  any 
recovery  in  such  personal  injury  action,  but  the 
amount  of  such  lien,  however,  should  be  sub- 
ject to  either  the  determination  of  the  court 
or  the  amount  should  be  comparable  to  such 
amount  as  is  fixed  by  the  schedules  of  Blue 
Shield  for  like  services. 

The  committee  is  pleased  to  note  that  in  a 
prompt  letter  of  reply  dated  May  7,  1963,  to 


Kenneth  H.  LeFever,  M.D.,  Attorney  General 
Lefkowitz  pointed  out  that  Section  4210  of  the 
Public  Health  Law  of  the  State  of  New  York, 
requiring  the  approval  of  the  next  of  kin  of  the 
deceased  for  an  autopsy  to  determine  the 
cause  of  death,  does  not  specify  that  all  of  the 
next  of  kin  must  approve  or  that  such  approval 
be  in  writing.  The  Attorney  General  stated 
that  he  was  informed  by  the  State  Department 
of  Health  that  in  many  cases  they  have  au- 
thorized an  autopsy  on  approval  of  those  next 
of  kin  readily  available  or  consenting  by 
telephone  or  telegraph.  The  advice  of  the 
Attorney  General  who  is  authorized  by  law  to 
render  legal  advice  only  to  officers  and  depart- 
ments of  the  State  government  must  be  con- 
sidered as  having  been  furnished  on  an  informal 
and  unofficial  basis  with  the  desire  of  being 
helpful. 

This  explanation  of  the  Attorney  General 
should  be  sufficient  assurance  about  the  ad- 
equacy of  the  present  statutory  provisions 
pertaining  to  consent  of  next  of  kin  for  the 
performance  of  autopsies  and  obviate  the  need 
of  any  resolution  for  new  legislation  in  this 
regard. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 
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Medicine  and  Religion 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medicine  and  Religion 
consists  of  the  following: 

William  T.  Boland,  M.D.,  Chairman 

Chemung 


Solomon  Schussheim,  M.D Kings 

Charles  M.  Smith,  M.D Seneca 


No  meeting  of  the  committee  has  been  held, 
since  Dr.  Smith  was  not  appointed  to  fill  the 
vacancy  on  the  committee  until  the  October, 
1963,  Council  meeting. 


Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  a report  of  the  meeting  of  the 
Second  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  held  at  Montauk 
Manor,  Montauk,  September  6 to  8, 1963. 

Two  scientific  sessions  were  held.  The  first 
was  a panel  discussion  on  multiple  trauma. 
Case  presentations  with  x-rays  were  given 
to  the  panel  for  analysis  and  treatment.  Otho 
C.  Hudson,  M.D.,  chief  of  the  Orthopedic  De- 
partment of  Meadowbrook  Hospital,  was  the 
moderator.  The  panelists  were:  R.  F.  Smith, 
M.D.,  chief  of  Department  of  Surgery  at 
Nassau  Hospital;  G.  A.  Harer,  M.D.,  attending 
in  surgery  at  the  Community  Hospital  at 
Glen  Cove;  J.  Mangiardi,  M.D.,  chief  of 
cardiovascular  surgery  at  Nassau  Hospital; 
E.  J.  Papa,  M.D.,  attending  in  the  Depart- 


The committee  has  contacted  several  county 
medical  societies  which  have  expressed  interest 
in  forming  a committee  on  medicine  and  religion. 

The  A.M.A.  Committee  on  Medicine  and 
Religion  has  not  been  in  a position  to  aid  the 
Medical  Society  of  the  State  of  New  York 
during  1963.  They  have  assured  our  com- 
mittee that  they  will  be  in  a position  to  give  us 
assistance  and  advice  during  1964. 

Respectfully  submitted, 

William  T.  Boland,  M.D.,  Chairman 


ment  of  Orthopedic  Surgery  at  Nassau  and 
Meadowbrook  Hospitals,  and  R.  H.  Sherry, 
M.D.,  attending  in  orthopedic  surgery  at 
Mercy  and  South  Nassau  Community  Hospitals. 

The  second  panel  was  devoted  to  problems 
relating  to  malpractice,  which  was  presented 
by  William  Martin,  Esq.,  and  his  colleagues. 
A representative  of  our  malpractice  insurance 
company  was  also  present  and  joined  in  the 
discussion. 

A special  train  was  provided  for  a portion  of 
the  members  who  attended  the  meeting.  The 
attendance  was  approximately  200,  which 
represented  one  of  the  best  programs  that  we 
have  had  in  the  past  several  years. 

Respectfully  submitted, 

Paul  H.  Sullivan,  M.D.,  President 
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Abstracts 


Melicow,  M.  M.:  Evaluation  of  prostatic 

biopsy,  New  York  State  J.  Med.  64:  236 
(Jan.  15)  1964. 

Discovery  of  a discrete,  hard  nodule  in  the 
prostate  necessitates  a biopsy.  Prostatic  biopsy 
procedures  include  the  open  perineal,  closed 
perineal,  and  transrectal.  There  are  advocates 
of  each;  the  choice  may  depend  on  the  age  and 
general  condition  of  the  patient.  The  usual 
histologic  picture  comprises  back-to-back  micro- 
acini, lining  cells  in  a single  layer,  and  prominent 
nucleoli,  but  the  diagnosis  may  be  difficult. 

Schweizer,  O.,  and  Howland,  W.  S.:  Acid- 
base  disturbances  during  hypovolemia,  New 
York  State  J.  Med.  64:  243  (Jan.  15)  1964. 

A study  was  made  of  acid-base  balance  in  86 
patients  subjected  to  a variety  of  major  thoracic 
(except  cardiac),  abdominal,  and  extremity 
operations.  Hypotension,  tachycardia,  or  both 
were  present  in  48  patients;  in  all  but  2 of  these, 
adequate  replacement  with  blood  and/or  plasma 
restored  the  blood  pressure,  pulse,  and  acid-base 
to  normal.  The  major  cause  of  metabolic  aci- 
dosis in  hypovolemic  states  due  to  whole  blood 
or  plasma  loss  is  inadequate  tissue  perfusion, 
leading  to  hypoxia,  anaerobic  carbohydrate 
metabolism,  and  the  production  of  excess  lactic 
acid.  Massive  blood  replacement  does  not 
cause  metabolic  acidosis  but  rather  results  in 
restoration  of  a normal  acid-base  balance. 

Deibel,  R.,  Ducharme,  C.  P.,  Jacobs,  J.  C., 
and  Cohen,  S.  M.:  Respiratory  virus  isolation 
and  identification  in  New  York  State,  1962  to 
1963;  preliminary  report,  New  York  State  J. 
Med.  64:  249  (Jan.  15)  1964. 

An  examination  was  made  of  168  specimens 
from  patients  of  all  ages  with  respiratory  disease 
from  October,  1962,  until  June,  1963.  Of  32 
virus  strains  isolated,  there  were  13  influenza 
A2;  6 parainfluenza  of  types  1,  2,  and  3;  5 
respiratory  syncytial;  2 adenovirus;  2 herpes 
simplex;  1 ECHO  11;  and  3 unidentified.  The 
pattern  of  virus  isolation  suggested  that  an  out- 
break of  respiratory  syncytial  virus  infection  oc- 
curred in  the  Albany  area  prior  to  the  appear- 
ance of  influenza  A2.  Unfrozen  specimens  taken 


within  three  days  of  onset  and  received  at  the 
laboratory  within  a few  hours  of  collection  are 
important  for  optimal  isolation  rates. 

Simon,  H.  B.,  Zimet,  R.  R.,  Dickstein,  H., 
and  Dunbar,  K.:  Laboratory  aids  in  diag- 

nosis of  significant  urinary  tract  infection, 
New  York  State  J.  Med.  64:  255  (Jan.  15) 
1964. 

In  a series  of  1,000  consecutive  urine  speci- 
mens submitted  for  bacteriologic  examination 
to  the  laboratory  of  a community  hospital,  the 
degree  of  accuracy  of  the  gram-stain  examination 
was  93.6  per  cent;  of  the  colony  count,  80  per 
cent;  and  of  the  urine  culture,  70  per  cent. 
Factors  important  for  improvement  of  reli- 
ability of  these  methods  are  proper  collection, 
prompt  examination,  and  avoidance,  where 
possible,  of  instituting  antibacterial  therapy 
prior  to  obtaining  the  specimen  for  study. 

Atkinson,  W.  S.:  Anesthesia  for  ophthalmic 
plastic  surgery,  New  York  State  J.  Med.  64: 
259  (Jan.  15)  1964. 

The  choice  of  anesthesia  for  ophthalmic  plas- 
tic surgery  depends  on  the  age  and  general  con- 
dition of  the  patient,  the  type  of  operation,  the 
availability  of  an  experienced  anesthetist,  and 
the  physician’s  early  training.  The  majority  of 
operations  on  the  lids  of  adults  can  be  done  with 
local  anesthesia.  For  operations  involving  a 
considerable  area  of  the  lids,  a field  block  is 
preferred.  General  anesthesia  is  used  in  ptosis 
operations  on  children.  A good  technic  is 
essential  in  retrobulbar  injection,  which  other- 
wise may  cause  orbital  hemorrhage. 

Crikelair,  G.  F.,  Kastein,  S.  Fowler,  E.  P., 
Jr.,  and  Cosman,  B.:  Velar  dysfunction  in  the 
absence  of  cleft  palate,  New  York  State  J. 
Med.  64:  263  (Jan.  15)  1964. 

Cleft  palate  speech  may  occur  in  the  absence 
of  a cleft  palate;  two  of  the  causes  of  this  are 
downward  fixation  of  the  soft  palate  and 
neuromuscular  impairment.  Further  study  is 
needed  of  similar  causes  of  poor  speech  results 
in  children  whose  true  cleft  palates  have  been 
repaired. 
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Abstracts  in  Interlingua 


Melicow,  M.  M.:  Evaluation  del  biopsia 

prostatic  ( anglese ),  New  York  State  J.  Med. 
64:  236  (15  de  januario)  1964. 

Le  discoperta  de  un  discrete  nodulo  dur  in  le 
prostata  exige  un  biopsia.  Le  technicas  pro  le 
biopsia  prostatic  include  illos  de  accesso 
perineal  aperte  e claudite  e de  accesso  trans- 
rectal.  Illos  omnes  ha  lor  protagonistas.  Le 
selection  del  un  o del  altere  depende  del  etate  e 
del  condition  general  del  patiente.  Le  usual 
tableau  histologic  monstra  micro-acinos  dorso- 
a-dorso,  cellulas  de  revestimento  in  un  strato 
unic,  e prominente  nucleolos.  Nonobstante,  le 
diagnose  es  a vices  difficile. 

Schweizer,  O.,  e Howland,  W.  S.:  Distur- 

bationes  acido-basic  in  hypovolemia  {anglese). 
New  York  State  J.  Med.  64:  243  (15  de 
januario)  1964. 

Esseva  studiate  le  balancia  acido-basic  in  86 
patientes  subjicite  a un  varietate  de  major 
opera  tiones  thoracic  (non-incluse  cardiac), 
abdominal,  e in  le  extremitates.  Hypotension  o 
tachycardia  o ambes  esseva  presente  in  48 
patientes.  In  omne  istes,  con  2 exceptiones,  un 
adequate  reimplaciamento  con  sanguine  e/o 
plasma  restaurava  le  tension  sanguinee,  le 
pulso,  e le  balancia  acido-basal  a valores  normal. 
Le  major  causa  de  acidosis  metabolic  in  statos 
hypovolemic  que  es  causate  per  perdita  de 
sanguine  o de  plasma  es  un  inadequate  per- 
fusion del  tissus  que  resulta  alora  in  hypoxia, 
metabolismo  anaerobie  de  hydrato  de  carbon, 
e le  production  de  un  excesso  de  acido  lactic. 
Le  massive  reimplaciamento  de  sanguine  non 
causa  acidosis  metabolic  sed  resulta  plus  tosto 
in  le  restauration  de  un  normal  balancia  acido- 
basic. 

Deibel,  R.,  Ducharme,  C.  P.,  Jacobs,  J.  C., 
e Cohen,  S.  M.:  Isolation  e identification  de 
virus  respiratori  in  le  stato  New  York  in  le 
annos  1962  e 1963;  reporto  preliminari  {anglese), 
New  York  State  J.  Med.  64:  249  (15  de 

januario)  1964. 

Esseva  examinate  168  specimens  ab  patientes 
de  diverse  etates  con  morbo  respiratori  inter 
octobre  1962  e junio  1963.  Inter  32  lineas  de 
virus  isolate,  13  esseva  influenza  A2,  6 para- 
influenza typos  1,  2,  e 3,  5 syncytic  respiratori, 
2 adenovirus,  2 herpete  simplice,  1 ECHO  11, 
e 3 non  identificate.  Le  configuration  del  isola- 
tion de  virus  suggestiona  que  un  eruption  de 
infection  respiratori  per  virus  syncytic  occurreva 
in  le  area  de  Albany  ante  le  apparition  de 


influenza  A2.  Non-congelate  specimens 
prendite  intra  tres  dies  post  le  declaration  del 
morbo  e recipite  al  laboratorio  intra  pauc  horas 
post  le  collection  es  importante  pro  le  effectua- 
tion del  melior  possibile  procentage  de  isola  tiones. 

Simon,  H.  B.,  Zimet,  R.  R.,  Dickstein,  H., 
e Dunbar,  K.:  Adjutas  laboratorial  in  le 

diagnose  de  significative  infectiones  del  vias 
urinari  {anglese).  New  York  State  J.  Med. 
64:  255  (15  de  januario)  1964. 

In  un  serie  de  1.000  consecutive  specimens  de 
urina  submittite  pro  le  examine  bacteriologic 
al  laboratorio  de  un  hospital  de  communitate, 
le  grado  de  accuratia  del  examine  per  tinctura- 
tion  Gram  esseva  93,6  pro  cento;  illo  del 
numeration  de  colonias,  80  pro  cento;  e illo  del 
culturation  de  urina,  70  pro  cento.  Factores 
importante  pro  le  melioration  del  fidelitate  de 
iste  methodos  es  le  appropriate  collection,  le 
prompte  examine,  e le  evitation  (in  tanto  que 
possibile)  del  institution  de  un  therapia  anti- 
bacterial ante  le  obtention  del  specimen  pro  le 
studio. 

Atkinson,  W.  S.:  Anesthesia  pro  ophthalmo- 
chirurgia  plastic  {anglese),  New  York  State  J. 
Med.  64:  259  (15  de  januario)  1964. 

Le  selection  del  anesthesia  pro  ophthalmo- 
chirurgia  plastic  depende  del  etate  e del  con- 
dition general  del  patiente,  del  typo  de  opera- 
tion, del  disponibilitate  de  un  experte 
anesthesiologo,  e del  previe  trainamento  del 
medico.  Le  majoritate  del  operationes  in  le 
palpebras  de  adultos  pote  esser  executate  con 
anesthesia  local.  Pro  operationes  que  affice  un 
considerabile  area  del  palpebra,  blocage  de 
campo  es  preferibile.  Anesthesia  general  es 
usate  in  operationes  pro  ptosis  in  juveniles.  Un 
bon  technica  es  essential  in  le  execution  de 
injectiones  retrobulbar,  proque  istos  pote  esser 
le  causa  de  hemorrhagia  orbital. 

Crikelair,  G.  F.,  Kastein,  S.,  Fowler,  E.  P., 
Jr.,  e Cosman,  B.:  Dysfunction  velar  in  le 

absentia  de  palatoschise,  {anglese)  New  York 
State  J.  Med.  64:  263  (15  de  januario)  1964. 

Articulation  como  a palato  findite  pote  oc- 
currer  in  le  absentia  de  palatoschise;  duo  del 
causas  de  isto  es  fixation  in  basso  del  velo  del 
palato,  e deterioration  neuromuscular.  Studios 
additional  es  necessari  del  causas  del  mal 
resultatos  in  le  articulation  de  juveniles  in 
qui  le  vermente  findite  palato  ha  essite  reparate. 
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MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 


WEDNESDAY 

FEBRUARY  12,  1964 

IMPERIAL  BALLROOM 
AMERICANA 

Seventh  Avenue 
& 52nd  Street 
New  York  City 


in  honor  of 

WILLIAM  L.  WHEELER,  JR.,  M.D. 

President 


Reception  at  7 p.m. 

Gourmet  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 

Subscription  $17.50  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send  me tickets  for  the  Annual  Dinner  Dance  on  February  12. 

Enclosed  please  find  my  check  for . 


NAME 

ADDRESS 


Please  attach  guest  list 
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Books  Received 


The  following  books  were  received  during  the  month  of  November,  1963* 


Current  Practice  in  Orthopaedic  Surgery — 
1963.  Edited  by  John  P.  Adams,  M.D. 
Octavo  of  217  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$12.75. 

Positive  Aspects  of  Child  Psychiatry.  By 

Frederick  H.  Allen,  M.D.  Octavo  of  300  pages. 
New  York,  W.  W.  Norton  & Company,  Inc., 
1963.  Cloth,  $6.00. 

Human  Aging.  Edited  by  James  E.  Birren, 
Robert  N.  Butler,  Samuel  W.  Greenhouse, 
Louis  Sokoloff,  and  Marian  R.  Yarrow.  Octavo 
of  328  pages,  illustrated.  Bethesda,  Md., 
U.S.  Department  of  Health,  Education,  and 
Welfare,  1963.  Cloth,  $3.00.  (Public  Health 
Service  Publication  No.  986) 

Manual  of  Surgical  Technique.  By  Warner 

F.  Bowers,  M.D.,  Thomas  H.  Hewlett,  M.D., 
and  George  J.  Thomas,  B.A.  Quarto  of  317 
pages,  illustrated.  Springfield,  111.,  Charles 
C Thomas,  1963.  Cloth,  $14. 

The  Care  of  the  Geriatric  Patient.  Edited 
by  E.  V.  Cowdry,  Ph.D.  Second  edition. 
Duodecimo  of  566  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1963. 
Fabrikoid,  $11.85. 

System  of  Ophthalmology.  Edited  by  Sir 
Stewart  Duke-Elder.  Volume  III.  Normal 
and  Abnormal  Development.  Part  1,  Em- 
bryology. By  Sir  Stewart  Duke-Elder, 

G. C.V.O.,  F.R.S.,  and  Charles  Cook,  F.R.C.S. 
Octavo  of  313  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$16.50. 

Disease  in  Infancy  and  Childhood.  By 

Richard  W.  B.  Ellis,  M.D.  Fourth  edition. 
Octavo  of  717  pages,  illustrated.  Edinburgh, 
E.  & S.  Livingstone,  Ltd.,  (Baltimore,  Wil- 
liams & Wilkins  Co.),  1963.  Cloth,  $12.50. 

Pocket  Reference  Guide  to  Medical  Micro- 
biology. By  Frank  B.  Engley,  Jr.,  Ph.D. 
Sextodecimo  of  338  pages,  illustrated.  Boston, 
Little,  Brown  and  Company,  1963.  Paper, 
$4.75. 

An  Outline  of  Psychoanalysis.  By  Sigmund 
Freud.  Authorized  translation  by  James 
Strachey.  Duodecimo  of  127  pages.  New 

* Books  received  for  review  are  acknowledged  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


York,  The  Norton  Library,  W.  W.  Norton  & 
Company,  Inc.,  1963.  Paper,  $1.25. 

The  Medical  Clinics  of  North  America. 
Nationwide  Number.  Volume  47,  Number 
6,  November,  1963.  Neurologic  Disturb- 
ances. Francis  M.  Forster,  M.D.,  Guest 
editor.  Three-year  Cumulative  Index  (1961, 
1962  and  1963).  Philadelphia,  W.  B.  Saunders 
Company,  1963.  Published  Bi-Monthly  (six 
numbers  a year).  Cloth,  $18  net. 

Physical  Diagnosis  of  Heart  Disease.  By 

Noble  O.  Fowler,  M.D.  Octavo  of  521  pages, 
illustrated.  New  York,  The  Macmillan  Com- 
pany, 1962.  Cloth,  $12.50. 

Atlas  of  Bone  Tumors;  Including  tumor- 
like lesions.  By  W.  S.  Gilmer,  Jr.,  M.D.,  G. 
B.  Higley,  Jr.,  M.D.,  and  W.  E.  Kilgore,  M.D. 
Quarto  of  165  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$27.50. 

Language  for  the  Preschool  Deaf  Child. 

By  Grace  M.  Harris.  Second  edition.  Octavo 
of  354  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $6.75. 

A Dozen  Doctors.  Autobiographic 
Sketches.  Edited  by  Dwight  J.  Ingle.  Octavo 
of  287  pages,  illustrated.  Chicago,  The  Uni- 
versity of  Chicago  Press,  1963.  Cloth,  $5.50. 

Alcohol  and  Civilization.  Edited  by  Sal- 
vatore Pablo  Lucia,  M.D.  Duodecimo  of  416 
pages,  illustrated.  New  York,  McGraw-Hill 
Book  Company,  Inc.,  1963.  Paper,  $3.95. 

The  EMG.  A Guide  and  Atlas  for  Practical 
Electromyography.  By  Forbes  H.  Norris, 
Jr.,  M.D.  Octavo  of  134  pages,  illustrated. 
New  York,  Grune  & Stratton,  1963.  Cloth, 
$4.75. 

Cancer  Progress — 1963.  Edited  by  Ronald 
W.  Raven,  M.D.  Octavo  of  254  pages,  illus- 
trated. London,  Butterworths,  1963.  Cloth, 
$12. 

Calcifications  of  the  Heart.  By  Jerome  H. 
Shapiro,  M.D.,  Harold  G.  Jacobson,  M.D., 
Berta  M.  Rubinstein,  M.D.,  Maxwell  H. 
Poppel,  M.D.,  John  B.  Schwedel,  M.D.,  and 
A Contribution  on  Cineradiography  by 
Joseph  Jorgens,  M.D.  Octavo  of  198  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
1963.  Cloth,  $12.50. 
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Preventive  Medicine  and  Public  Health. 

By  Wilson  G.  Smillie,  M.D.,  and  Edwin  D. 
Kilbourne,  M.D.  Third  edition.  Octavo  of 
602  pages,  illustrated.  New  York,  The  Mac- 
millan Company,  1963.  Cloth,  $9.75. 

Repair  from  Genetic  Radiation  Damage 
and  Differential  Radiosensitivity  in  Germ 
Cells.  Proceedings  of  an  International 
Symposium  held  at  the  University  of 
Leiden,  the  Netherlands,  August  15-19, 
1962.  Edited  by  F.  H.  Sobels.  Octavo  of 


454  pages,  illustrated.  New  York,  The  Mac- 
millan Company,  1963.  Cloth,  $15. 

Gastric  Surgery;  errors,  safeguards,  & 
management  of  malfunction  syndromes. 

By  Moses  E.  Steinberg,  M.D.  Octavo  of  342 
pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1963.  Cloth,  $12.95. 

Hypoxia.  By  Edward  J.  Van  Liere  and  J. 
Clifford  Stickney.  Octavo  of  381  pages,  il- 
lustrated. Chicago,  The  University  of  Chicago 
Press,  1963.  Cloth,  $8.75. 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  particularly 
specialty  journals. 

This  is  a direct  “Doctor- to-Doctor”  program  which  is  being  promoted  by 
the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association, 
10  Columbus  Circle,  New  York  19,  New  York. 
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Index  to  Advertised  Products 


Antacid 

Romach  (ROR  Chemical  Company) 196 

Analgesics 

Protamide  (Sherman  Laboratories) 2nd  Cover 

Soma  Compound  (Wallace  Laboratories) 179 


Antibiotics 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 206-207 

Furadantin  (Eaton  Laboratories) 190-191 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 197 

Antipyretic  analgesics 


Empirin  (Burroughs  Wellcome  & Company,  Inc.).. . 330 

Bronchopulmonary 


Robitussin  (A.  H.  Robins  Company,  Inc.) 201 

Dermatologic  preparations 

Cosmedicake  (Kay  Preparations  Company,  Inc.).. . 214 

Sardo  (Sardeau,  Inc.) 199 

Diagnostic  aids 

Hema-Combistix  (Ames  Company,  Inc.) 3rd  cover 

Energizers 

Deprol  (Wallace  Laboratories) 204-205 

Hormones 

Enovid  (G.  D.  Searle  & Company) 213 

Muscle  relaxants 

Trancogesic  (Winthrop  Laboratories) 181 

Ovarian  hormones 

Duosterone  (Roussel  Corp.) 185 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 203 

Steroids  & hormones 

Aristocort 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 177,  183 

Tranquilizers 


Atarax  (J.  B.  Roerig  & Company) 193,  194,  195 


Vitamins 

Stresscaps 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Wine 

Wine  (Wine  Advisory  Board) 200 


WANTED! 

AUGUST  15,  1962  ISSUE 
OF  THE  JOURNAL 

We  should  very  much  appreciate 
your  donating  this  back  issue  to  the 
Society.  We  are  in  short  supply, 
and  need  this  particular  back  num- 
ber for  foreign  and  medical  school 
requests.  Please  send  to:  New  York 
State  Journal  of  Medicine,  750  Third 
Avenue,  New  York  17,  N.  Y. 


Under  the  generic  name 

for  lower  costs  to  your  patients 

Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 

Quality  controlled  by  West- ward 

Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

NYS  1-15 
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County 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . 

Cayuga 

Chautauqua . 
Chemung. . . . 
Chenango. . . . 

Clinton 

Columbia. . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer  . . . 

Jefferson 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York.  . . 

Niagara 

Oneida 

Onondaga . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond  . . . 
Rockland  .... 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins . . 

Ulster 

Warren 

Washington. 

Wayne 

Westchester  . 
Wyoming .... 
Yates 


Officers  / County  Medical  Societies  / 1964 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1964—25,392 

President  Secretary  Treasurer 


Francis  A.  Stephens Albany 

John  F.  Glosser Wellsville 

Jerome  B.  Flynn Bronx 

Michael  J.  Maggiore Endicott 

Charles  J.  Barranco Salamanca 

William  W.  Robertson Auburn 

Herbert  A.  Laughlin Westfield 

James  A.  Mark Elmira 

Charles  L.  Dubuar Sherburne 

John  Menustik,  Jr Plattsburgh 

Robert  L.  Bowerhan Copake 

L.  Z.  Shultzaberger Cortland 

Harry  J.  Wilbur Walton 

James  K.  Keeley Poughkeepsie 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Hans  Leeds Catskill 

Arthur  H.  Mulligan Herkimer 

Charles  F.  Goodnough . . Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris . . . East  Rochester 

Leslie  Saunders Amsterdam 

Raymond  F.  Smith.  . . .Garden  City 

George  Himler New  York 

William  R.  Lewis ....  Niagara  Falls 

Robert  H.  Cross Utica 

Daniel  Burdick Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Walter  D.  Luft Milford 

John  del  Campo Carmel 

I.  G.  Frohman. . . .Rockaway  Beach 

John  Enzien Troy 

Joseph  F.  Shanaphy New  Dorp 

L.  G.  Weishaar,  Jr Nanuet 

Lanpher  C.  Weston Massena 

John  Esposito Saratoga  Springs 

Norman  D.  Kathan . . . Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton ....  Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney . . . East  Setauket 

Edmund  T.  Rumble Callicoon 

Abraham  Novinsky Waverly 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Norman  A.  Harvey Glens  Falls 

Walter  S.  Bennett Granville 

Evan  Tansley Newark 

James  M.  Jones Bronxville 

Leo  L.  Trnka ....  Arcade 


Wilfred  D.  McCusker. . . . Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

James  F.  Johnson Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

J.  George  Gladston Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Joseph  D.  Gioia Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

George  G.  Couch Watertown 

Vincent  J.  Tesoriero Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky . . . Rochester 

John  R.  McNulty Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

William  C.  Stein.  Jr Lockport 

John  B.  Ludin Rome 

William  A.  Schiess Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . .Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt ....  Oswego 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewster 

Peter  V.  Gugliuzza Hollis 

John  Squadrito Troy 

John  H.  Randall Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot . . Saratoga  Springs 

Michael  J.  Ty tko Schenectady 

Jay  C.  Vickers  Dewell Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  Tully Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried.  . . .Livingston  Manor 

Walter  Dietrich Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Newton  Krumdieck Cambridge 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Lewis  W.  Barton Albany 

Kurt  Zinner Wellsville 

Harold  E.  Brodman Bronx 

F.  Maurice  Breed.  . . .Johnson  City 

Duncan  C.  Wormer Portville 

David  S.  Eisenberg Auburn 

C.  Otto  Lindbeck Jamestown 

Henry  B.  Marshall Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Philip  V.  Buckley ....  Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

James  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Timothy  J.  Howard Newport 

George  G.  Couch Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. .Niagara  Falls 

Fel  G.  Davies Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . . Newburgh 

Alan  R.  Johnson Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

Joseph  £,asko Troy 

J.  J.  Silverman Staten  Island 

D.  Hyman Suffem 

Maurice  J,  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer . . Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried ....  Livingston  Manor 

Walter  Dietrich Owego 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Francis  X.  Dever Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  Woodhull Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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What  are  your  fellow  physicians 
doing  right  now?  Reading  the 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  1 0-months  day  course  Includes  intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 


Mo+tcU  School 

Licensed  by  the  State  of  New  York 


254  W.  54  St— N Y C 
Circle  7-3434 


NEW  YORK  STATE  JOURNAL 
OF  MEDICINE, 

of  course. 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A. — L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-31  5 5 NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


New  subscribers  are  invited  to  join  the 
thousands  of  doctors  who  regularly  read  the 
Journal — with  relaxed,  purposeful  pleasure. 


The  New  York  State  Journal  of  Medicine 
750  Third  Avenue,  New  York  17,  N.  Y. 


HOLBROOK  MANOR’S0 

Five  Acres  of  Pinewo-  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


FRACTURE  CARE 
DEMONSTRATIONS 

Especially  qualified  and  selected  experts  from  the  New 
York  and  Brooklyn  Regional  Committee  on  Trauma  of 
the  American  College  of  Surgeons  will  instruct  in  the  care 
of  wrist  fractures,  and  demonstrate  methods  of  treatment 
and  applying  casts.  Live  models  will  be  used  in  the 
exhibit. 

Booth  S-400,  Albert  Hall 
at  the  Americana  of  New  York,  February  11-14 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  the  picturesque  north  country  of 
Champlain  Valley.  University  within  city  limits;  fine 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 


GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 


NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 


WANTED:  INTERNIST  FOR  GROUP  IN  SOUTHERN 

New  York  State.  Must  be  Board  certified  or  Board 
qualified.  Box  845,  % N.Y.  St.  Jr.  Med. 


INTERNISTS,  PEDIATRICIANS,  OPHTHALMOLO- 
gists  to  join  medical  groups  in  either  metropolitan  N.  Y.C., 
or  in  N.Y.C.  suburbs.  Medical  groups  are  autonomous 
partnerships  affiliated  with  a major  pre-payment  health 
insurance  plan.  Partnerships  offered  after  two  years. 
Box  850,  % N.Y.  St.  Jr.  Med. 


TWO-YEAR  PARTNERSHIP  LEADING  TO  PUR- 
chase,  or  complete  sale  of  practice  by  July  1964.  Excellent 
general  practice  in  growing  community.  Wonderful 
nucleus  for  pediatrician.  Expenses  low;  exceptional  in- 
come. Huntington,  N.Y.  Box  858,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST  WANTED:  LICENSED  IN 

New  York  State.  Brooklyn  or  Nassau  area — attractive 
income,  good  working  conditions.  Box  856,  % N.Y.  St. 
Jr.  Med. 


PEDIATRICIAN,  F.A.A.P.,  FINGER  LAKES  AREA, 
desires  partner  or  associate.  Excellent  opportunity, 
serving  area  approx.  75,000  population.  Excellent  churches, 
school  and  recreational  facilities.  Center  of  boating  and 
fishing  area.  Two  modern  hospitals  with  active,  pediatric 
and  obstetric  departments.  Box  854,  % N.Y.  St.  Jr. 
Med. 


PHYSIOLOGIST— RESEARCH  (Ph.D.— No  other  pro- 
fessional degree  req.).  For  animal  cardiovascular  & 
cardiopulmonary  research  with  spontaneous  diseases  in 
vetinary  institute  New  York  City.  Responsible  for  elec- 
tronic equipment,  electrolyte  & fluid  balance  studies.  Pre- 
vious C-V  lab.  exp.  with  experimental  animals  desired.  Re- 
sume, Box  861,  % N.Y.  St.  Jr.  Med. 


WANTED:  BOARD  QUALIFIED  OR  CERTIFIED  IN- 

ternist  to  join  internist  in  well  established,  well  equipped 
practice  in  a suburb  of  New  York  City.  Excellent  hospital 
affiliations  available.  Box  862,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


RESIDENCY  POSITIONS  AVAILABLE  IN  A FULLY 
approved,  three-year  psychiatry  training  program  at  Har- 
lem Hospital  under  auspices  of  Columbia  University. 
Comprehensive  training  and  experience  offered.  Super- 
vision of  intensive  treatment  by  psychoanalytically-trained 
psychiatrists.  Salaries  $4800  to  $5220  plus  living  out  al- 
lowance of  $840  per  year,  as  of  July  1,  1964.  E.  B.  Davis, 
M.D.,  Director,  Department  of  Psychiatry,  Harlem  Hos- 
pital, 530  Lenox  Avenue,  New  York,  New  York  10037. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience;  desires  fee  for 
service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 


GENERAL  SURGEON  WISHES  TO  ASSOCIATE  WITH 
older  surgeon,  practicing  in  or  around  New  York  City,  who 
is  planning  to  retire.  He  will  be  available  July  1964 
Box  840,  % N.Y.  St.  Jr.  Med. 


YOUNG,  WELL  TRAINED  G.P.  SEEKS  EMPLOYMENT 
in  Nassau  County.  Box  855,  % N.Y.  St.  Jr.  Med. 


OBSTETRICIAN  & GYNECOLOGIST,  AGE  33,  COM- 
pleting  4 year  residency  program  June  1964.  Board 
eligible,  no  military  obligation,  desires  group  or  partner- 
ship opportunity  in  New  York  City  area  or  within  50 
miles.  Box  852,  % N.Y.  St.  Jr.  Med. 


PHYSIATRIST,  BOARD  CERTIFIED,  MATURE, 
seeks  Director’s  position.  Box  851,  % N.Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


GENERALIST  TO  TAKE  OVER  OLD,  ESTABL.  PRAC- 
tice  in  beaut,  home-office,  compl.  equipyed,  furn.  Upstate, 
throughwy  exit.  Accred.  hosp.,  Health  Off.,  school  phys. 
pos.  Immed.  income.  Box  837,  % N.Y.  St.  Jr.  Med. 


E.  N.  T.  & ALLERGY  PRACTICE  FOR  SALE;  UPSTATE 
New  York,  excellent  fishing,  boating,  hunting,  skiing. 
Reason  for  retirement — old  age.  Unlimited  opportunity 
for  active  man  with  surgical  training.  Open  hospital; 
new  hospital  in  planning  state.  Box  838,  % N.Y.  St.  Jr. 
Med. 


DERMATOLOGY  PRACTICE  FOR  SALE,  NASSAU 
County.  New  professional  building,  unopposed.  Also 
additional  opportunity  for  part-time  association  in  another 
office.  Box  846,  % N.Y.  St.  Jr.  Med. 


PEDIATRIC  PRACTICE,  CENTRAL  NEW  YORK 
Well  established.  Terms  to  be  arranged.  Box  860,  % 
N.Y.  St.  Jr.  Med. 
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PRACTICES  FOR  SALE  OR  RENT— CONT’D 


HOMER,  N.Y.— UPSTATE  NEAR  CORTLAND. 

House  and  office  of  lately  deceased  G.P.  for  sale.  Physi- 
cian badly  needed.  5 min.  from  open  hospital.  Mrs. 
Eugene  Alexander,  108  S.  Main  St. 

WELL  ESTABLISHED  GENERAL  PRACTICE  FOR 
sale  or  rent  in  the  Howard  Beach  area  of  Queens.  Will 
introduce,  help  secure  hospital  appointment.  Reason 
specialization.  Box  863,  % N.Y.  St.  Jr.  Med. 


EQUIPMENT 


PHYSICIANS  EQUIPMENT  AND  INSTRUMENTS, 
new  and  used.  Bought  and  sold.  Send  for  catalogue  of 
special  items.  Harry  Wells,  217  East  23rd  St.,  N.Y.C.  10. 
MU  9-3480. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you're 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  .90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building,  Kinnelon,  N.  J.,  Morris  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.J. 
TE  8-0400. 


SALE  OR  RENT:  COMPLETE  OFFICE,  FURNITURE, 
new  microscope;  equipment  for  dermatologist.  West  Side, 
Cent.  Loc.  $250  rent.  Large  office,  private  entrance.  Box 
821,  % N.Y.  St.  Jr.  Med. 


FOR  RENT:  OFFICES  IN  MEDICAL  BUILDING  UN- 
der  construction.  Build  to  suit.  Heart  of  Mahopac, 
near  new  Hospital.  Phone  or  write:  Medical  Building, 
Box  276,  Mahopac,  N.  Y.  MA  8-4307. 


EXCELLENT  HOME-OFFICE  FOR  PEDIATRICIAN, 
G.P.  or  internist  interested  in  family  medicine.  Excep- 
tional income;  low  expenses.  Growing  community, 
Huntington, N.  Y.  Box  857,  % N.Y.  St.  Jr.  Med. 


RARE  OPPORTUNITY— SPECIALIST;  MANHATTAN. 
1500  new  luxury  apts;  4000  more  ready  soon.  No  other 
office  available.  Sublease  6 rms.  from  GP.,  TR  3-7766. 


RIVERDALE,  N.Y.:  DENTIST  HAS  OFFICE  SPACE  TO 
share  with  M.D.;  625  sq.  ft.  avail;  reas.  M.  Rubin, 
D.D.S.,  609  Kappock  St.  KI  9-0020. 


9 1ST  STREET,  OFF  PARK.  ELEGANT  GROUND 
floor  suite  in  handsome  townhouse.  Tastefully  furnished. 
Large,  carpeted  waiting-room,  bathroom,  and  beautiful 
air-conditioned  consultation  room,  17’  X 17’,  sound- 
proofed, marble  floor,  wood-burning  fireplace.  Has  been 
psychiatrist’s  office  11  years.  Available  immediately. 
$225  including  utilities.  TE  1-2099. 


LINDENHURST,  LONG  ISLAND,  N.Y.  Small,  four 
office  Medical  Center  under  construction;  utilities  being 
installed.  Needs  general  medical  practitioner,  pediatrician 
or  allied  professions.  516  TU  8-1683. 


UNIONDALE  PROFESSIONAL  BLDG.  EXCELLENT 
location,  460  sq.  ft.;  will  divide  to  suit;  ground  floor; 
air-conditioned.  Mrs.  Desch,  PI  1-5632,  2-5251. 


WOODMERE,  NASSAU  COUNTY;  DOCTOR’S  HOME- 
office.  Stately,  two  story,  brick  colonial,  11  rms.,  3 
bths.;  150  X 90  lndscped.  plot;  zoned  2 fam.,  plus  prof, 
occpncy.,  suitable  1 or  more  doctors,  dentists.  Half  block 
RR  & buslines.  District  14  school.  10  min.  Atlantic 
Beach;  30  min.  Worlds  Fair,  Manhattan.  $50,000.  Call 
Arden.  212  SU  7-8055. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service-^33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36,  N.Y. 
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Regardless 
of  the  antibiotic 
or  sulfonamide 
you  prescribe... 


remember 
‘Empirin’ 
Compound 
to  relieve 
pain  and 
lower  fever 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Vs  -No.  1/gr.  Va  -No.  2/gr.  1/2-No.  3/gr.  1 -No.  4 
*Warning— may  be  habit  forming 


for  fast  and  long-lasting  cough  control 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  ( 

(Warning:  May  be  habit-forming)  > 6.5  mg. 
Homatropine  methylbromide  1.5  mg. ) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride  ....  10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

indications:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

dosage:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Vi  teaspoonful;  3 to  6 years,  lA  teaspoon- 
ful; 1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

caution:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


from  the  1963 
nationwide  survey 
of  antibiotics  , , 


FROM  66  HOSPITALS... 


FIVE  LEADING  ANTIBIOTICS  COMPARED  IN 
VITRO  AGAINST  CLINICAL  ISOLATES  FROM 

EAR,  NOSE, THROAT  AND  RESPIRATORY  TRACT 


TAO 

(triacetyloleandomycin) 

CHLORAMPHENICOL 

ERYTHROMYCIN 

TETRACYCLINE 

PENICILLIN 


Results  from  overt  clinical  infections  isolated  from  ear,  nose,  throat  and  respiratory  tract.  Percentage  of  cultures 

reported  susceptible  in  3,643  clinical  isolates  of  staphylococci  (1610),  streptococci  (beta-hemolytic)  (957),  pneumococci  (1010),  and  enterococci  (66). 


100 


Indications:  The  bacterial  spectrum  for  which  TAO  (triace- 
tyloleandomycin) primarily  is  effective  includes  staphylococci, 
streptococci,  pneumococci  and  gonococci.  It  is  recommended 
for  acute  severe  infections  where  adequate  sensitivity  testing 
has  demonstrated  susceptibility  to  this  antibiotic.  It  has  been 
shown  to  be  particularly  effective  in  acute,  severe  infections 
of  the  respiratory  tract,  bones  and  joints,  genitourinary  tract 
and  in  staphylococcal  enterocolitis.  It  is  not  recommended 
for  prophylaxis  or  in  the  management  of  infectious  processes 
which  may  require  more  than  10  days  continuous  therapy.  In 
view  of  the  possible  hepatotoxicity  of  this  drug,  when  therapy 
beyond  10  days  proves  necessary,  other  less  toxic  agents,  of 
course,  should  be  used  unless  the  organism  is  resistant  to 
those  agents,  or  in  those  cases  where  hypersensitivity  pre- 
cludes their  use.  If  clinical  judgment  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile 
is  recommended,  including  BSP,  transaminase  (SGOT)  and 
cephalin  flocculation  tests. 

Precautions  and  side  effects:  Use  of  this  drug  may  produce 
alterations  in  liver  function  tests  and  jaundice.  Clinical  expe- 
rience available  thus  far  indicates  that  these  liver  changes 
were  reversible  following  discontinuation  of  the  drug.  A review 
of  studies  by  several  independent  investigators  and  reports 
from  practicing  physicians  indicate  that  liver  function  abnor- 
malities may  occur  in  a significant  number  of  patients  follow- 
ing two  weeks  or  more  of  continuous  therapy  with  triacetyl- 
oleandomycin at  1.0  gram  per  day  in  divided  doses.  Clinical 
symptomatology,  including  jaundice,  has  been  observed  in- 
frequently in  these  individuals.  The  drug  is  not  recommended 
for  subjects  who  have  shown  abnormal  liver  function  tests  or 
hepatotoxic  reactions  to  it.  Based  upon  the  use  of  this  drug 
over  a period  exceeding  5 years,  the  incidence  of  jaundice 
considering  all  reports  referable  to  this  effect  is  6.3  per  mil- 
lion courses  of  therapy.  When  only  those  which  definitely  can 
be  related  to  this  drug  are  equated  to  usage,  the  incidence 
is  1.8  per  million  courses  of  treatment. 

Although  reactions  of  an  allergic  nature  due  to  this  drug 
are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid 
type  have  occurred  on  rare  occasions. 


References:  1.  Isenberg,  Henry  D.,  Ph.D.:  Scientific  Exhibit 
presented  at  the  meeting  of  the  American  Medical  Association, 
Atlantic  City,  New  Jersey,  June  16-20,  1963.  2.  Shubin,  H. 
et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (March)  1959. 


The  1963  antibiotics  survey  provides  a nationwide  com- 
parison of  microbial  susceptibility  to  5 leading  antibiotics.  In 
all,  susceptibility  results  of  9,331  cultures  were  obtained 
from  66  hospitals  in  26  states.  Results  were  analyzed  and 
tabulated  by  electronic  data  processing  equipment. 

By  this  method,  analysis  of  results  in  clinical  isolates  from 
ear,  nose,  throat  and  respiratory  tract  were  determined.  These 
in  vitro  findings  indicate  the  overall  superiority  of  TAO  (tri- 
acetyloleandomycin) over  the  other  leading  antibiotics  tested 
in  these  common  infections. 

Clinical  reports  confirm  its  usefulness.  As  an  example, 
Shubin2  found  that  of  129  patients  with  upper  or  lower  res- 
piratory infections  treated  with  TAO  (triacetyloleandomycin), 
120  had  a good  response.  A "good"  response  generally  showed 
"reduction  in  temperature  and  toxicity  within  48  hours  after 
initiation  of  therapy,  with  subsequent  clinical  and  bacterio- 
logical cure  of  infection.” 

TAO' 

(triacetyloleandomycin) 

Available  as:  Capsules  (250  mg.;  125  mg.) 

Ready-Mixed  Oral  Suspension  (raspberry-flavored,  125  mg./5cc.) 
Pediatric  Drops  (100  mg./cc.)/Parenteral  (as  oleandomycin  phosphate) 


New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


when  a high-potency  nutritional  supplement  is  required,  recommend 

VITERRA®  Therapeutic. 


results  from  ear  infections 


(triacetyioleandomycin)..  93.1% 
CHLORAMPHENICOL..  92.8% 

ERYTHROMYCIN 92.4% 

TETRACYCLINE 79.7% 

PENICILLIN ...62.5% 


results  from  nose/throat 
infections 

TAO 

(triacetyioleandomycin) . . 92.9% 
CHLORAMPHENICOL..  91.4% 
ERYTHROMYCIN.....  88.9% 

TETRACYCLINE 72.0% 

PENICILLIN.  67.3% 


results  from 

respiratory  tract  infections 


(triacetyioleandomycin)..  91.9% 
CHLORAMPHENICOL..  85.3% 

ERYTHROMYCIN 82.8% 

TETRACYCLINE 69.7% 

PENICILLIN 65.2% 
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"What  type  of  drug 

is  both  a tranquilizer 
and  a 


muscle  relaxant?" 


TRANCOPAL 

B m brand  of 

chlormezanone 

is  a tranquilaxant 


■pn 

■ 


As  a tranquilizer,  Trancopal  (chlo 
none-Winthrop)  “is  effective  in  the  v 
tomatic  treatment  of  anxiety.”1  Its  tranquil- 
izing  properties  are  similar  to  those  of 
other  mild  tranquilizers.  Furthermore,  it 
relieves  tension  of  both  mind  and  mu 
without  interfering  with  normal  activity 


alertness. 

The  muscle  rela 


drug  provide  an  e: 
tiveness  . , . relaxm; 


frequently  accomp 
orders.  Hence,  the 
of  this  true  “tranq 
a relaxed  mind  in 


sion  o 
ism  which  so 


such  as  occasional  drowsiness,  dizziness, 
flushing,  nausea,  depression,  weakness  and 
drug  rash.  If  severe,  medication  should  be 


side  enacts  are  minor  aim  uu  nut 
sitate  interruption  of  treatment.  There  are 
no  known  contraindications 


chogenic  dis- 


Available:  200  mg.  Caplets®  (green  col- 
ored, scored}.  100  mg.  Caplets  (peach  coi- 
ned, scored],  each  in  bottles  of  100. 

Dosage:  Adults,  1 Caplet  (200  mg.)  three 
or  four  times  daily;  in  some  patients  100 


•apeutic  effect  mg.  three  or  four  times  daily  suffices.  Chil- 


IV*  t/iAV-lUt  W0  O 

is  to  produce  dren  (5  to  12  years),  from  50  to  100  mg* 


three  or  four  times  daily. 

Reference:  1.  A.M.A. 

Council  on  Drugs:  J.A.- 

inthrop),  M.A.  183 :469  (Feb.9)  1963. 
- 


W/rjfhrop 


WINTHROP  LABORATORIES 
NEW  YORK,  N.  Y. 
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“Upon  arising,  nose  was  open”  ...  or  how  another  happy  patient  describes  the 
nasal  decongestant  action  of  Dimetapp  Extentabs*— how  would  your  patients  describe 
it?/ in  Sinusitis,  Colds,  U.R.I.,  up  to  10-12  hours’  clear  breathing  on  one  tablet/Also 
available:  Dimetapp  Elixir,  for  t.i.d.  or  q.i.d.  dosage. 

Dimetapp  Extentabs 

[Dimetane^  (brompheniramine  maleate),  12.0  mg.;  phenylpropano* 
famine  hydrochloride,  15  mg.;  phenylephrine  hydrochloride,  15  mg.] 

BRIEF  SUMMARY:  Indications:  Dimetapp  reduces  nasal  secretions,  congestion,  and 
postnasal  drip  for  symptomatic  relief  of  colds,  U.R.I.,  sinusitis,  and  rhinitis.  Side 
Effects:  In  high  dosages,  occasional  drowsiness  due  to  the  antihistamine  or  CNS 
stimulation  due  to  the  sympathomimetics  may  be  observed.  Precautions:  Administer 
with  caution  in  cardiac  or  peripheral  vascular  diseases  and  hypertension.  Contraindi- 
cations: Antihistamine  sensitivity.  Not  recommended  for  use  during  pregnancy. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  V A. 
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inusitis 


Effectively 

Relieved.. 


Positive  Results  Without  Iodism 


In  a clinical  study  of  sinusitis,1  the  use  of  Iodo- 
Niacin  tablets  provided  a significant  relief.  The 
principal  symptoms  were  pain,  headaches,  nasal 
congestion,  postnasal  drip,  tinnitus  and  vertigo. 

Niacinamide  hydroiodide  has  been  shown  to  pre- 
vent the  occurrence  of  iodism.  Hence  Iodo-Niacin 
may  be  administered  in  full  dosage  for  a year 
or  longer  without  iodism.2  The  usual  dose  is  2 
tablets  three  times  a day,  followed  by  a full  glass 
of  water. 

Iodo-Niacin  loosens  the  secretion  of  mucus  in  the 
sinuses  and  promotes  freer  drainage  and  aera- 
tion. Best  results  were  observed  in  severe  infected 
cases  of  sinusitis.  It  may  be  used  in  conjunction 
with  penicillin  or  other  antibiotics. 

Other  important  indications  for  Iodo-Niacin  in- 
clude chronic  bronchitis,  bronchial  asthma,  otitis 
media,  simple  colloid  goiter,  arteriosclerosis, 
retinal  and  vitreous  hemorrhages,  and  vitreous 
floaters. 

Availability : Slosol  coated  pink  tablets,  in  bottles 
of  100.  Also  available  in  ampuls. 

Summary:  Effective  iodide  medication  protected 
by  niacinamide  against  hazard  of  iodism. 


Potassium  Iodide 135  mg. 

Niacinamide  Hydroiodide  __  25  mg. 


COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis,  Missouri  63 1 08 


1.  Adams,  J.N.,  Iodo-Niacin  in 
treatment  of  sinusitis,  bron- 
chitis and  otitis,  Southwestern 
Med.  40:120,  1959. 

2.  Feinblatt,  T.M.,  Feinblatt 
H.M.,  and  Ferguson,  E.A. 
Jr.,  Treatment  of  arterioscler 
osis  and  vague  abdominal  dis 
tress  with  niacinamide  hydro 
iodide  (without  side-effects) 
Am.  J.  Digest.  Dis.  22 :5,  1955 


NYS-2 


Gentlemen:  Please  send  me  professional  sample  of  Iodo-Niacin  and  reprint 
of  article  entiled  Iodo-Niacin  in  Treatment  of  Sinusitis,  Bronchitis  and  Otitis. 


DOCTOR 
« STREET 
CITY 


ZONE  STATE 


J 
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All  New  York 

and  Metropolitan  area  physicians 
are  welcome  to  attend  the 


1964  NEW  YORK  MEDICAL  MEETING* 


Programs  will  offer  the  latest  facts  on  a wide  range  of  subjects  including: 
Disorders  of  Protein  Metabolism. 

Compound  Extremity  Fractures. 

Management  of  difficult.  Chronic  Chest  Problems. 

Management  of  Colitis  and  Proctitis,  and  information  on  Gastric 
Freezing. 

Physicians’  obligation  to  the  public  regarding  Cigarette  Smoking. 

Mortality  factor  in  patients  60  years  of  age  and  older  undergoing 
Thoracic  Surgery. 

New  trends  in  Ophthalmology. 

Plastic  and  Reconstructive  Surgery. 

Physiology  and  Physiopathology  of  Urinary  Incontinence 
Disability  evaluation  of  Emotional  Problems  in  Industry. 

Sun  exposure  and  skin  aging. 

Denture  Dermatitis. 

Problems  in  Pediatric  Dermatology. 

Changing  concepts  in  management  of  Laryngeal  Cancer. 

What  constitutes  a complete  diagnostic  office  gynecologic  examina- 
tion? 

Elective  induction  and  stimulation  of  labor. 

And  many  others. 

★ ★ ★ ★ 

Your  State  Society  Convention  is  a leading  source  for  post- 
graduate knowledge  and  information  which  can  help  you 
in  your  practice. 

*No  Registration  Fee 

ALL  AT  THE  AMERICANA  OF  NEW  TORN 


(Good  Parking  Facilities) 
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Prevent. . .Correct 

MILK  CONSTIPATION 


n 


Promote 

natural  soft  stools  with  Ideal  Fecal  pH 

...in  infants  and  children 


Constipated  infants  and  children  had  an  average  fecal  pH  above  7.  Safe, 
gentle  relief  resulted  from  the  use  of  nutritious  Maltsupex  (tastes  like 
malted  milk)  by  promoting  an  ideal  low  pH  flora  for  normal  elimination.1 

Studies  indicate  that  a high  ratio  of  sugars  to  calcium  results  in  better  ab- 
sorption of  calcium  by  retarding  its  precipitation  in  the  intestinal  lumen.2 

We  “usually  start  off  with  Borcherdt’s  Malt  Soup  Extract  [Maltsupex] , 
1 teaspoon  to  1 tablespoon  in  the  formula.  It  is  astonishing  how  often  that 
does  the  job.”3  Older  children  like  it  in  milk  or  on  cereal. 


GERIATRIC  CONSTIpHATION 


...in  adults— putrefaction  (pH  factor) 

The  end  products  of  putrefaction  on  protein  decomposition  are  considered 
constipating.4  5 

Chronically  constipated  geriatric  patients  on  a Maltsupex  regimen 
passed  soft,  easily  evacuated  stools  with  a fecal  pH  of  5-6.1  As  the  stool  pH 
decreases  toward  6,  a natural  laxative  effect  results.6 

Maltsupex  promotes  by  natural,  dietary  means  a normal,  gram-positive 
aciduric  lactobacillus  flora  which  suppresses  the  growth  of  the  putrefactive 
organisms.1,7 

Fecal  pH  factor  in  pruritus  ani 

“. . . the  fecal  material  and  secretions  of  the  rectum  of  these  patients  is  strongly 
alkaline  . . . Securing  and  maintaining  an  acid  reaction  of  the  rectal  discharges 
appears  to  be  responsible  for  the  patient’s  freedom  from  symptoms  . . . Admin- 
istration of  malt  soup  extract  [Maltsupex]  to  unselected  patients  with  pruritus 
ani  is  usually  followed  by  disappearance  of  symptoms  in  about  three  days  . . . 
followed  by  improvement  in  the  condition  of  the  tissue  of  the  anal  canal  and 
the  perianal  skin.”7 

References:  1.  Calloway,  N.  O.:  to  be  published.  2.  Charley,  P.,  and  Saltman,  P.:  Science  139:1205  (March 
22)  1963.  3.  Washington,  J.  A.,  and  Anderson,  W.  S.:  Clinical  Proceedings  of  Children's  Hospital,  Washington, 
D.  C.,  18.157,  1962.  4.  Williams,  R.  D.,  and  Olmsted,  W.  H.:  Ann.  Intern.  Med.  10:717-727  (December)  1936. 
5.  Seneca,  H.:  Amer.  J.  Dig.  Dis.  22:200-203  (July)  1955.  6.  Raddin,  J.  B.,  and  Dowell,  l.  B.:  Amer.  J.  Gastro- 
ent.  37:24-40  (January)  1962.  7.  Brooks,  L.  H.:  Dis.  Colon  Rectum  1:372-375,  1958. 


MALTSUPEX  is  a nutritive  food  concentrate 
derived  from  the  natural  enzymatic  diges- 
tion of  barley.  It  is  available  as  liquid  or 
quick-dissolving  powder  in  8 and  16  oz.  jars. 


DOSAGE:  Adults:  2 tablespoonfuls  twice 
daily,  reduced  as  indicated.  Infants:  y2  to  2 
tablespoonfuls  daily. 


SEND  FOR 

! FREE  MEDICAL  RULER 

Maltsupex  samples,  and  descriptive  literature. 
Ruler  gives  normal  blood  chemistry  values 
and  also  fecal  pH  findings  in  pruritus  ani  and 
constipation.  Check  interests: 

□ Ruler  □ Infants  □ Children  □ Pruritus  Ani 
□ Adults  □ Nonulcerative  (antibiotic)  colitis 

BORCHERDT  COMPANY 

217  N.  Wolcott  Avenue,  Chicago,  Illinois  60612 
I 

I Dr 

l 

Address 

! City__ State — 

In  Canada:  CHEMO-DRUG  CO.,  Ltd.,  3425  Dundas  Street  West.  Toronto  9,  Ontario 
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Medical  News 


Broome  County  gets  health  department 

A county  health  department  has  been  es- 
tablished in  Broome  County  with  the  approval 
of  Hollis  S.  Ingraham,  M.D.,  Commissioner  of 
the  New  York  State  Department  of  Health. 
Request  for  approval  was  made  by  the  Broome 
County  Board  of  Supervisors. 

Broome  is  the  twenty-second  county  to  set 
up  a health  department  and  the  sixteenth  since 
a 1946  revision  of  the  Public  Health  Law  in- 
creased State  aid  for  such  units  to  75  per  cent  of 
the  first  $100,000  and  50  per  cent  of  expendi- 
tures in  excess  of  that  figure.  Under  the  pre- 
vious law,  county  health  departments  received 
a flat  50  per  cent  of  expenditures  for  public 
health. 

Health  services  heretofore  provided  to  Bing- 
hamton City  residents  by  the  City  Health  De- 
partment will  be  continued  under  the  Broome 
County  Health  Department. 

Postgraduate  pediatric  program 

Two  lectures  on  pediatrics  will  be  given  at 
Maimonides  Hospital,  4802  Tenth  Avenue, 
Brooklyn,  in  the  Solarium  of  the  Kronish 
Pavilion  during  February.  The  weekly  lec- 
tures are  given  on  Tuesdays  at  10:00  a.m. 

On  February  4 David  Bryk,  M.D.,  associate 
director  of  radiology  at  Maimonides,  will  dis- 
cuss “X-Ray  Findings  and  the  Acute  Abdo- 
men.” On  February  11  Martin  Perlmutter, 
M.D.,  chief  of  the  metabolic  division  at  Mai- 
monides and  clinical  associate  professor,  Down- 
state  Medical  Center,  State  University  of  New 
York,  will  speak  on  “Adrenal  Abnormalities  in 
Children.” 

Prize  for  diabetes  paper 

The  Clinical  Society  of  the  New  York 
Diabetes  Association  has  established  a prize 
essay  award  open  to  all  house  staff  officers 
and  fellows  of  hospitals  in  the  City  of  New 
York  and  adjacent  suburban  counties. 

The  prize  of  $100  will  be  awarded  for  a paper 
on  original  work  in  the  field  of  diabetes  mel- 
litus.  Papers  must  be  submitted  prior  to 
April  1. 

The  winning  paper  will  be  presented  at  the 
house  staff  officers  and  fellows  meeting  of  the 
Clinical  Societv  of  New  York  Diabetes  Associa- 
tion on  May  20  at  8:00  p.m.  in  Room  440,  New 
York  Academy  of  Medicine,  2 East  103rd 
Street,  New  York  City. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Diabetes  lecture 

The  Lay  Society  diabetes  lectures,  sponsored 
by  the  New  York  Diabetes  Association,  Inc., 
will  continue  on  February  18  with  a discussion 
of  “Spontaneous  Hypoglycemia”  by  Henry 
Aranow,  Jr.,  M.D.,  associate  professor  of 
clinical  medicine  at  Columbia  University  Col- 
lege of  Physicians  and  Surgeons,  and  assistant 
attending  physician,  Presbyterian  Hospital. 
Lectures  are  held  in  the  Einhorn  Auditorium  of 
the  Lenox  Hill  Hospital  on  76th  Street  between 
Park  and  Lexington  Avenues,  New  York  City, 
at  8:15  p.m. 


Continuing  education  in  obstetrics 

Obstetric  problems  in  private  practice,  an 
intensive  short  course  to  be  held  at  the  Medical 
College  of  Georgia  February  18  through  20, 
is  designed  especially  for  physicians  in  general 
practice  who  are  interested  in  improving  their 
skills  in  the  private  practice  of  obstetrics. 

The  course  will  consist  of  a review  of  current 
concepts  in  the  management  of  selected  prenatal 
complications,  supportive  care  in  labor  and 
delivery,  and  management  of  the  puerperium. 
Movies  will  be  shown.  Ample  time  will  be 
allotted  for  open  discussion.  Case  presenta- 
tions will  be  used,  including  cases  presented  by 
the  course  participants. 

Each  course  is  acceptable  for  eighteen  hours 
credit  by  the  American  Academy  of  General 
Practice.  Registration  is  limited  to  a small 
group  for  close  faculty- participant  communica- 
tion. Registration  fee  is  $50.  Application  can 
be  made  by  contacting  Claude-Starr  Wright, 
M.D.,  director,  Department  of  Continuing 
Education,  Medical  College  of  Georgia,  Augusta. 


Course  in  head  and  neck  surgery 

The  sixth  annual  postgraduate  course  in  head 
and  neck  surgical  anatomy  under  the  direction 
of  the  Queens  Hospital  Center  will  be  given  for 
three  months  starting  Wednesday,  February  5 
through  Wednesday,  April  22.  Lecture  courses 
will  be  given  from  2:00  to  4:00  p.m.  and  dis- 
section courses  from  4:00  to  6:00  p.m. 

Subject  matter  will  consist  of  a comprehensive 
surgical  anatomy  review  of  the  entire  head  and 
neck.  Radical  surgical  procedures  for  neo- 
plastic diseases  will  be  demonstrated.  Students 
will  be  allowed  the  privilege  of  dissection  on 
cadaver  material.  Rehabilitation  with  dental 
procedures  and  prosthesis  will  be  demonstrated. 

continued,  on  page  346 
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cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 


m No  need  to  write  three  separate  prescriptions  for  antitussive, 
K decongestant  and  analgesic  relief  of  common  cold, 

K flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

A economically  sound... to  specify 

M , ANTITUSSIVE/DECONGESTANT/ANALGESIC 

r ‘EMPRAZIL-C  TABLETS 

Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mg. 

Aspirin 200  mg. 

Caffeine 30  mg. 

^Warning  — may  be  habit  forming 

‘Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet-3  times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 
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Technics  in  otology  and  sinus  procedures 
will  be  demonstrated. 

Inquiries  should  be  addressed  to  Frank  S. 
Butler,  M.D.,  76  Washington  Street,  Garden 
City,  New  York. 


Resident  lecture  series 

The  Department  of  Otolaryngology  of  The 
Mount  Sinai  Hospital,  New  York  City,  will 
continue  its  series  of  resident  lectures  on 
Wednesdays  at  5:15  p.m.  in  the  10th  floor 
solarium  of  the  hospital  at  Fifth  Avenue  and 
100th  Street. 

On  February  5 Katalin  M.  Barka,  M.S., 
audiologist  at  the  hospital,  will  speak  on  “The 
Clinical  Applications  of  Bekesy  Audiometry”; 
on  February  12  Karl  M.  Morgenstein,  M.D., 
assistant  attending  otolaryngologist,  will  dis- 
cuss “Experimental  Observations  on  Prostheses 
and  Oval  Window  Coverings  in  Cats  as  Related 
to  Stapedial  Surgery”;  on  February  19  Robert 
S.  Litwak,  M.D.,  attending  surgeon  for  cardio- 
thoracic  surgery,  will  speak  on  “Management 
of  Surgical  Diseases  of  the  Chest”;  and  on 
February  26  Sidney  S.  Feuerstein,  M.D.,  as- 
sistant attending  otolaryngologist,  will  discuss 
“Management  of  the  Cleft  Palate  Patient.” 


Medical  journals  overseas 

The  United  States  Committee  of  The  World 
Medical  Association  has  arranged  for  approxi- 
mately 150,000  back  issues  of  the  medical 
journal,  Spectrum,  to  be  sent  to  developing 
nations  in  chronic  need  of  medical  literature. 

Spectrum  is  published  specifically  for  physi- 
cians by  the  pharmaceutical  division  of  Chas. 
Pfizer  & Co.  Inc.,  which  has  been  a corporate 
member  of  The  World  Medical  Association, 
U.S.  Committee  since  1948. 

Distribution  of  the  medical  journals  over- 
seas will  be  facilitated  through  the  U.S.  Navy 
Project  Handclasp.  The  publications  have 

been  loaded  aboard  the  U.S.  Navy  Atlantic 
Fleet  aircraft  carrier  U.S.S.  Franklin  D. 
Roosevelt. 

The  U.S.  Committee,  Inc.  of  The  World 
Medical  Association  is  composed  of  individual 
and  corporate  members  who  desire  closer 
contact  in  international  aspects  of  medicine. 
It  provides  a link  between  its  members  and  the 
members  of  58  private  voluntary  national 
medical  associations  that  belong  to  The 
World  Medical  Association. 


Study  of  pinealoma 

The  cooperation  of  physicians  is  requested  in  a 
study  of  children  patients  with  pinealoma  being 
conducted  by  the  National  Institute  of  Mental 
Health  at  the  Clinical  Center,  National  In- 
stitutes of  Health  in  Bethesda,  Maryland. 

The  primary  purpose  of  this  study  is  to  de- 
termine whether  pineal  tumors  synthesize 
compounds  whose  identification  would  provide 
diagnostic  assistance  to  the  practitioner. 

Of  particular  interest  are  children  who  have 
precocious  puberty  or  evidence  of  a delay  in  the 
onset  of  puberty  (girls  fifteen  years  old  who  have 
not  yet  had  their  menarche).  However,  in- 
formation concerning  all  pinealoma  patients  is 
needed  to  determine  if  further  study  would  be 
of  value. 

Hospitalization  of  the  patients  in  the  clinical 
center  is  not  necessary,  and  they  will  not  have  to 
be  examined  there.  Instead,  a brief  medical 
history  including  pertinent  information  about 
the  child’s  gonadal  development  is  requested. 
If  surgery  is  performed  on  the  patient,  a piece 
of  the  tumor  tissue  (which  has  been  frozen 
soon  after  removal)  would  be  useful.  A urine 
specimen  may  be  needed  from  selected  patients. 

Patients  who  are  interested  in  contributing 
information  about  their  patients  for  this  study 
may  phone  or  write  to:  Richard  J.  Wurtman, 
M.D.,  Laboratory  of  Clinical  Science,  National 
Institute  of  Mental  Health,  National  Institutes 
of  Health,  Bethesda,  Maryland  20014. 

Personalities 

Elected.  Richard  B.  Hadley,  M.D.,  Rve,  as 
second  vice-president  of  the  American  Rhino- 
logic  Society  . . . Milton  J.  Matzner,  M.D., 
Brooklyn,  as  president-elect  of  the  American 
College  of  Gastroenterology. 

Awarded.  Sandor  Rado,  M.D.,  president  and 
professor  of  psychiatry  of  the  New  York  School 
of  Psychiatry  and  a member  of  the  New  York 
State  Mental  Hygiene  Council,  the  seventh 
annual  Samuel  Rubin  Foundation  Award  pre- 
sented by  the  Postgraduate  Center  for  Mental 
Health  on  January  24. 

Appointed.  James  G.  Haughton,  M.D., 
Brooklyn,  as  director  of  medical  care  to  the  in- 
digent and  aged  in  the  New  York  City  Welfare 
Department  . . . Joseph  E.  Thornhill,  M.D.,  as 
director  of  radiology,  and  Theophilus  W.  Rob- 
erts, M.D.,  as  director  of  pathology  at  the 
Harlem  Hospital  Center. 

Speaker.  Marie  Pichel  Warner,  M.D.,  New 
York  City,  before  the  Caduceus  Society  of  the 
College  of  the  City  of  New  York  on  December 
19,  1963,  on  “Sex  and  Health  Problems.” 
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two  ways  you  can  use  Furacin  Solution 

nitrofurazone 

to  clear  pathogens,  speed  healing 


As  an  irrigant  for  open,  infected  wounds,  as  a wet  dressing  (for  example,  to 
prepare  burns  for  grafting),  or  as  a spray  for  painful  wounds  or  burns— any  way  you 
use  it,  gentle  Furacin  Solution  speeds  healing  through  dependable  control  of  infec- 
tion. Furacin  disperses  freely  and  stays  bactericidal  in  wound  exudates. 

The  incidence  of  sensitization  to  this  wide-spectrum  antibacterial  is  low— in 
surgical  practice,  about  0.5  per  cent.  Discontinue  use  if  irritation  occurs. 

Furacin  Solution:  0.2%  nitrofurazone  dissolved  in  a water-miscible  liquid  con- 
sisting of  polyethylene  glycols,  octylphenoxy  polyethoxyethanol  N.F.,  and  water. 
In  bottles  of  60  cc.  and  473  cc. 

For  round-the-clock  medical  consultation  on  any  Eaton  product,  call  the  medical 
consultant  on  duty,  person  to  person,  Norwich,  New  York,  Area  Code  607,  334-9911. 


EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  NEW  YORK 


347 


Medical  Meetings 


American  College  of  Cardiology 

The  thirteenth  annual  convention  of  the 
American  College  of  Cardiology  will  be  held 
February  12  through  16  at  the  Roosevelt  Hotel 
in  New  Orleans,  Louisiana. 

Emphasis  will  be  placed  on  the  clinical  aspects 
of  cardiology,  with  open  discussion  of  practical 
methods  of  diagnosis  and  treatment.  Fire- 
side conferences,  consisting  of  small  groups 
meeting  wdth  recognized  authorities,  will  dis- 
cuss selected  topics. 

Registration  details  and  a complete  program 
may  be  obtained  from  the  Office  of  the  Ex- 
ecutive Director,  Philip  Reichert,  M.D.,  Amer- 
ican College  of  Cardiology,  Empire  State 
Building,  350  Fifth  Avenue,  New  York,  New 
York  10001. 

Pediatrics  program 

A program  presented  by  Harvard  Medical 
School,  Department  of  Pediatrics  and  the  Chil- 
dren’s Hospital  Medical  Center,  Boston,  Mas- 
sachusetts, will  be  given  February  13  at  8:30 
p.m.  at  the  New  York  Academy  of  Medicine,  2 
East  103rd  Street,  New  York  City. 

“Chromosome  Analyses  for  the  Practicing 
Pediatrician”  will  be  discussed  by  Park  S. 
Gerald,  M.D.,  assistant  professor  of  pediatrics; 
“Interrelations  of  Family  Life  and  Pediatric 
Disease”  will  be  covered  by  Robert  J.  Haggerty, 
M.D.,  assistant  professor  of  pediatrics  and 
Markle  scholar;  and  Samuel  L.  Katz,  M.D., 
assistant  professor  of  pediatrics,  will  speak  on 
“Mechanisms  of  Recovery  from  Viral  In- 
fections.” 

Postgraduate  institute 

The  28th  annual  postgraduate  institute  of 
the  Philadelphia  County  Medical  Society  will 
be  held  March  31  through  April  3 at  the 
Bellevue-Stratford  Hotel,  Philadelphia,  Pennsyl- 
vania. 

Among  the  subjects  to  be  presented  will  be 
“Current  Status  and  Recent  Advances  in 
Diagnosis  of  Ischemic  Heart  Disease”;  “Hiatal 
Hernia”;  “Pulmonary  Surface  Tension”;  “Sig- 
nificance and  Treatment  of  Vertigo”;  “In- 
fectious Diseases”;  “Genes,  Antigen,  and 
Immunity”;  “Pediatrics”;  and  “Megaloblas- 
tic Anemias.” 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Technical  and  scientific  exhibits  will  again 
be  featured.  The  meeting  is  accepted  by  the 
American  Academy  of  General  Practice. 

There  is  a registration  fee  of  $15  for  physi- 
cians who  are  not  members  of  the  Society. 

All  inquiries  should  be  addressed  to  Donald 
A.  Dupler,  M.D.,  Director,  301  South  21st 
Street,  Philadelphia,  Pennsylvania  19103. 

Dietetic  Association 

The  annual  meeting  of  the  New  York  State 
Dietetic  Association  will  be  held  April  29 
through  May  1 at  the  Hotel  Roosevelt,  New 
Y ork  City. 

The  theme  of  the  meeting  is  “Pathways  for 
Professional  Progress.”  George  James,  M.D., 
New  York  City  Health  Commissioner,  will 
be  keynote  speaker. 

The  program  will  include  talks  on  “The 
Prediabetic  Phase  of  Diabetes”  by  Max 
Ellenberg,  M.D.,  assistant  attending  physician, 
The  Mount  Sinai  Hospital,  New  York  City, 
and  Kermit  L.  Pines,  M.D.,  chairman,  Clinical 
Society,  New  York  Diabetes  Association.  A 
panel  discussion  in  the  “Interpretation  of  In- 
formation by  Science  Writers  for  the  Consumer 
Public”  will  be  headed  by  Earl  Ubell,  science 
writer  of  the  New  York  Herald  Tribune. 


Diabetes  congress 

The  fifth  congress  of  the  International  Dia- 
betes Federation  will  be  held  in  Toronto, 
Canada,  July  20  through  24.  The  American 
Diabetes  Association  is  taking  part  in  the  Con- 
gress in  place  of  its  regular  postgraduate  pro- 
gram and  annual  meeting  in  1964.  The  Con- 
gress is  being  held  under  the  joint  sponsorship 
of  the  Canadian  Diabetic  Association  and  the 
University  of  Toronto. 

All  those  concerned  with  diabetes  should  find 
an  area  of  particular  interest.  Two  scientific 
programs,  one  of  contributed  reports  and  the 
other  of  symposia,  are  intended  especially  for 
those  concerned  with  experimental  study  or 
treatment  of  diabetes.  Contributed  papers 
are  invited  from  workers  in  the  field  of  diabetes 
and  related  subjects. 

Requests  for  further  information  should  be 
addressed  to:  The  Executive  Secretary,  Inter- 
national Diabetes  Federation  Fifth  Congress, 
477  Mount  Pleasant  Road,  Toronto  7,  Ontario, 
Canada. 
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Helps  to  make  the  epileptic’s  life  more  meaningful 

Ft m I ■ ■ 
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Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 


patient  to  lead  a useful  fife. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further’ dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 

subsidewithcontinueduse.Megaloblasticanemiahasbeen  , — - — ■ — — — — ? — I 

reported.  Nystagmus  may  develop.  Nystagmus  in  combi-  \ PABKE-DAVIS 
nation  with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 
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OF  NEW  YORK 


Annual  Dinner  Dance 


WEDNESDAY 

FEBRUARY  12,  1964 

IMPERIAL  BALLROOM 
AMERICANA 

Seventh  Avenue 
& 52nd  Street 
New  York  City 


in  honor  of 

WILLIAM  L.  WHEELER,  JR,,  M.D. 

President 


Reception  at  7 p.m. 

Gourmet  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 

Subscription  $17.50  Per  Person 


RESERVATION  BLANK 
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750  Third  Avenue 
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Enclosed  please  find  my  check  for . 
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When  your  patient  says: 


N i koBan 


BRAND  OF  LOBELINE  SULFATE,  MRT 


help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

■ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille 
for  tobacco. 


■ U tilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsive  eat- 
ing when  he  discontinues  smoking. 

■ Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  4th  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
Macmillan,  1960,  Ed.  2,  pp.  620-622;  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471,  1963. 

4.  Dorsey,  J.  L.:  Ann.  Int.  Med.,  10:628,  1936;  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger,  118:222,  1956;  6.  Ejrup, 
B.:  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum.  K.  and 
Jost,  F.:  Munch,  med.  Wchnschr.,  103:618.  1961;  8. 
Jost,  F.  and  Jochum,  K.:  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 


M.  R.  THOMPSON,  Inc.,  Medical  Department-CC 
711  Fifth  Avenue,  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 
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Let's  face  facts  about 

BEDSORES 


Get  Proved,  Positive,  Fast, 
Easier  Treatment  with 


PROVE  IT  YOURSELF  - ON  YOUR  MOST  ACUTE  PATIENT.  IF  IT  DOESNT 
SOLVE  YOUR  PROBLEMS  IN  30  DAYS,  RETURN  IT -AT  NO  COST  TO  YOU. 


Only  GRANT-AIRMASS  ARP  UNITS 

Give  you  all  these  benefits . . . 

■ CORRECT  THERAPEUTIC  CYCLE— Medical 
research  proves  a cycle  of  4 minutes  with 
one  set  of  air  tubes  inflated,  then  4 min- 
utes with  the  alternate  set  inflated  is 
effective  treatment.  This  gentler  pad  ac- 
tion helps  patient  tolerance. 

■ NO  UNNERVING  PAD  PULSE  — Only  with 
GRANT  APP  unit  is  the  annoying  pad 
pulse  and  hum  from  high  frequency 
pumps  eliminated. 

■ INCLUDES  BED  AND  SEAT  PAD— You  get 
both  a bed  and  chair  pad  at  no  extra  cost 
with  GRANT  APP  unit.  By  touching  a but- 
ton on  the  Dual  Purpose  Pump  you  get 
the  correct  pressure  for  either  pad.  There’s 
constant  pressure  relief  — pads  never 
“bottom  out". 

■ GUARANTEED  — Pump  is  guaranteed  2 
years  — Pad  for  4 years  with  last  3 on 
pro-rata  basis. 

NOW  ONLY  $165-00  Complete 


Write  for  details  on  30-Day  FREE  TRIAL  and  literature 

R.D.  GRANT 


1729  Superior  Ave.  Cleveland.  Ohio 
Phone : 216771-7000 
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TEEN-AGE  NUTRITION 


When  “child”  must  feed  child... 


A mother-to-be  who  is  still  in  her  teens 
must  nourish  two  developing  children: 
herself  and  her  child!  If  her  diet  habits 
remain  typically  "teen”  she  will  be  ill 
equipped  to  meet  the  combined  nutritional 
demands  of  pregnancy  and  adolescence. 

Approximately  25%  of  American 
women  bearing  a first  child  are  less  than 
20  years  old.  In  1960,  teen-age  girls  gave 
birth  to  593,746  children  in  the  United 
States. 

Many  surveys  indicate  that  teen-age 
girls  are  the  most  poorly  nourished  group 
in  American  society.  Those  who  start  their 
families  in  the  early  and  mid-teens  are 
most  apt  to  be  ill  equipped  to  meet  the 
combined  nutritional  burdens  of  preg- 
nancy, lactation  and  adolescence. 

Effective  nutritional  protection  against 
pregnancy  wastage,  infant  mortality  and 
pre-  and  postnatal  depletion  in  teen-age 


mothers  should  begin  before  conception 
and  should  continue  throughout  the  child- 
bearing period.  During  pregnancy  fetal 
demands  are  preferential  and  progressive. 
Essential  nutrients  not  supplied  by  the  diet 
or  body  stores  are  drained  from  maternal 
tissues  to  the  detriment  of  the  mother. 

Lactation  greatly  increases  maternal  re- 
quirements for  calories,  proteins,  minerals, 
and  vitamins.  The  lactating  mother  sup- 
plies a 4-week  old  infant  with  an  estimated 
6.2  gm.  protein,  42  gm.  lactose,  182  mg. 
calcium,  0.6  mg.  iron,  and  20-30  mg.  as- 
corbic acid  daily. 

A well-balanced  varied  diet  adjusted  in 
quantity  to  satisfy  simultaneously  the 
needs  of  pregnancy  and  adolescence  offers 
the  best  nutritional  assurance  for  a healthy 
teen-age  mother  and  child.  Basic  to  this 
diet  is  a milk  quota  of  at  least  1 quart  a 
day  during  pregnancy  and  1 Vi  quarts  a day 
during  lactation— or  their  equivalent  in 
other  dairy  products. 

Since  191 5 . . . promoting  better  health  through  nutrition  research  and  education 
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THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH  POlj 


This  pin  is  0.00032  of  an  inch  larger  than 
perfect.  As  a result,  it  is  rejected.  ■ Stainless- 
steel  pins  like  this  are  used  to  mold  Lilly 
capsules.  From  each  tray  of  three  hundred 
new  pins,  fifty  are  selected  at  random.  The 
diameter,  length,  taper,  contour,  and  finish 
are  carefully  measured.  If  the  sensitive  elec- 
tronic measuring  devices  show  an  imperfec- 


tion beyond  the  hairsplitting  limits,  the  en- 
tire tray  is  rejected.  ■ Lilly  quality  control 
draws  the  line  at  ± 0.0003  of  an  inch  for 
some  dimensions  and  ± 0.0005  of  an  inch  for 
others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  rigid  controls  that  add  immeas- 
urably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana , U.S.A. 
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Editorials 


Sword  and  buckler:  part  II 

Other  than  through  “tip-offs”  only  the 
insurance  companies  themselves  can  detect 
cheating  on  the  part  of  beneficiaries.  Main- 
taining a thorough  utilization  program  is  a 
difficult  and  expensive  proposition.  UMS 
(United  Medical  Service),  the  Blue  Shield 
Plan,  has  a program  that  Medical  Economics 
(May  21,  1962)  described  as  “what  may  be 
the  country’s  most  efficient  system  for  de- 
tecting overutilization  and  abuse  of  Blue 
Shield.”  In  fact,  several  other  plans  are 
exploring  aspects  of  the  UMS  program  for 
their  own  use,  and  the  National  Association 
of  Blue  Shield  Plans  recently  sent  a team  to 
New  York  City  for  a week  to  study  UMS 
detection  procedures  with  a view  toward 
recommending  them  to  other  plans.  But 
these  facts  do  not  mean  that  the  program 
is  perfect.  Reaching  perfection  is  simply  a 
matter  of  determining  what  it  is  worth, 
that  is,  how  much  of  the  subscribers’  money 
the  plan  is  willing  to  pour  into  the  job  of 
catching  the  cheaters. 

For  example,  every  claim  examiner  hired 
by  UMS  must  have  some  medical  back- 
ground, either  medical  school  attendance, 
nursing  training  and  experience,  military 
service  in  the  Medical  Corps,  or  the  like, 
and  must  pass  an  examination  designed  to 
measure  his  medical  knowledge.  More- 
over, each  examiner  is  put  through  an  in- 
tensive training  program  of  which  the  first 
phase  alone  lasts  three  months  and  includes 
a review  of  basic  anatomy  as  well  as  training 
in  the  procedural  aspects  of  reviewing  claims. 
The  examiners  are  backed  up  by  a staff  of 
physicians  who  act  as  final  reviewers  of  all 
complicated  cases. 

This  sounds  like  a good  program,  but 
certainly  UMS  could  do  a better  job  if  it 
hired  only  physicians  as  claim  examiners 
and  used  them  in  conjunction  with  a team  of 
attorneys.  But  would  the  funds  saved  as  a 
result  of  this  added  safeguard  justify  the 
expenditure  of  subscribers’  money  for  these 
high  skills? 


To  help  in  detecting  excessive  utilization, 
examiners  are  organized  according  to  geo- 
graphic areas  so  that  each  will  become  famil- 
iar with  the  patterns  of  practice  in  his  area 
and  thus  be  better  able  to  spot  any  unusual 
practice  or  trend.  But  without  increasing 
the  staff  at  the  subscribers’  expense,  how 
much  attention  can  be  paid  to  spotting 
unusual  practices  when  there  are  8,000 
claims  a day  to  be  processed? 

Through  the  wonders  of  a massive  elec- 
tronic data  processing  system,  any  claim 
that  is  not  fully  consistent  with  the  contract 
under  which  it  is  submitted  or  that  has  dis- 
crepancies such  as  conflicting  dates  within  it 
is  “thrown  out”  by  the  computer  and  sub- 
sequently reviewed  by  an  experienced  claim 
examiner  on  a second  time  around.  Some 
1,500  cases  a day  receive  this  second  review, 
but  even  this  cannot  catch  someone  who  has 
taken  great  care  in  submitting  a fraudulent 
claim. 

To  try  to  detect  these  cases  UMS  does 
such  things  as  spot-checking  claims  on  a 
regular  basis  through  inquiries  to  subscribers 
and  hospitals,  matching  up  information 
gained  from  these  sources  with  physicians’ 
reports  even  when  the  report  itself  offers  no 
grounds  for  suspicion.  Actually,  fewer  than 
200  cases  a day  are  checked  in  this  manner, 
but  to  investigate  many  more  would  be  not 
only  a costly  proposition  but  also  an  insult 
to  the  great  majority  of  physicians,  who 
never  report  anything  but  the  absolute  truth. 

As  a further  check,  UMS  mails  check 
copies  to  physicians  and  subscribers,  per- 
mitting both  to  audit  the  UMS  payment  in 
relation  to  services  rendered;  analyzes 
monthly,  quarterly,  and  annual  ‘ ‘procedure 
runs”  to  detect  changes  in  the  utilization  of 
certain  procedures  and  to  correlate  them 
with  certain  practitioners  or  classes  of 
practitioners  (this  analysis  also  helps  in 
determining  critical  areas  that  require 
further  study  and  in  perceiving  trends  in 
medical  practice);  analyzes  quarterly  list- 
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ings  of  physicians’  earnings  from  UMS, 
looking  for  sudden  increases  in  earnings  or 
exceptionally  high  annual  payments  and  an- 
alyzing individual  physicians’  procedure 
runs  in  these  cases;  analyzes  procedure  runs 
for  every  physician  for  whom  a pattern  of 
practice  or  method  of  reporting  indicates 
need  for  further  investigation;  employs 
field  investigators  to  interview  subscribers 
who  have  lodged  complaints  against  their 
physician  or  who  have  been  treated  by  a 
physician  under  investigation  by  UMS. 

Detecting  evidence  of  abuse,  however,  is 
only  part  of  it.  The  teeth  in  any  such  pro- 
gram must  lie  in  eliminating  the  abuse,  both 
by  removing  the  perpetrator  from  the  oppor- 
tunity for  further  abuse  and  by  providing 
penalties  sufficient  to  deter  others  from 
similar  actions. 

It  has  been  said  UMS  is  often  overly 
reluctant  to  take  action  against  physicians 
who  have  abused  its  program  of  benefits. 
Perhaps  this  is  because  of  a feeling  that  it 
needs  the  cooperation  of  physicians  if  its 
program  is  to  succeed.  Perhaps  it  is  out  of 
respect  for  the  medical  profession  and  con- 
fidence in  the  profession’s  ability  to  take 
care  of  its  own  problems.  Or  perhaps  it  is 
because  organized  medicine  itself  has  seemed 
at  times  to  be  a sort  of  protective  society  for 
its  own  members.  Or  perhaps  it  is  a little 
of  each.  At  any  rate,  UMS  usually  prefers 
to  tell  a physician  that  his  practices  are  out 
of  fine  and  to  give  him  every  chance  to 
mend  his  ways  before  going  any  further. 
And  in  enforcing  its  utilization  program  it 
relies  heavily  on  the  cooperation  of  physi- 
cians themselves.  Fortunately,  both  indi- 
vidually and  through  their  county  medical 
societies,  they  have  been  displaying  an 
increasing  willingness  to  help  rid  their  pro- 
fession of  the  few  abusers  whose  actions 
have  tended  to  cast  a shadow  on  the  entire 
profession. 

The  primary  review  of  cases  involving 
possible  abuse  is  made  by  physicians  them- 
selves through  the  Physicians  Review  Com- 
mittee, a group  composed  of  two  represen- 
tatives appointed  by  each  of  the  17  county 
medical  societies  in  the  UMS  area  and  rep- 
resenting each  of  the  specialties  as  well  as 
general  practice.  When  further  action  is 
warranted,  several  courses  are  open  to 
UMS.  A case  may  be  referred  to  the  appro- 
priate county  medical  society,  which  may 
reprimand,  censure,  or  suspend  a physician 


or  even  recommend  that  the  matter  be  re- 
ferred to  the  Board  of  Regents  of  the  Di- 
vision of  Professional  Conduct  of  the  State 
Education  Department.  UMS  also  may 
refer  the  case  to  the  district  attorney,  al- 
though in  the  past  it  has  been  reluctant  to  so 
involve  physicians.  In  fact,  despite  its 
elaborate  detection  procedure  and  apparent 
success  in  uncovering  abuses,  UMS  has 
referred  only  2 cases  to  the  district  attorney 
and  sends  only  about  12  a year  to  the  Board 
of  Regents.  UMS  also  seeks  refunds, 
where  warranted,  and  may  abrogate  a 
participating  physician’s  agreement  with  the 
plan. 

Other  evidence  of  increasing  cooperation 
on  the  part  of  organized  medicine  is  apparent 
in  the  establishment  in  some  county  medical 
societies  of  utilization  committees  that  have 
been  encouraged  by  UMS.  By  operating  in 
a manner  similar  to  hospital  tissue  com- 
mittees, these  groups  can  themselves  par- 
ticipate in  the  prevention  of  excessive  utiliza- 
tion problems. 

But  despite  a system  that  makes  it  haz- 
ardous to  run  the  risk  of  fraud  or  abuse; 
despite  the  increasing  realization  by  the 
county  medical  societies  of  their  responsi- 
bility in  reducing  abuse  and  overutilization 
of  health  insurance  benefits  and  their  in- 
creasing tendency  to  crack  down  on  offend- 
ers; despite  a continuing  education  pro- 
gram, not  only  on  the  part  of  UMS  but  of 
most  Blue  Shield  and  other  voluntary  health 
insurance  organizations,  to  make  both 
physicians  and  public  more  cognizant  of  the 
financial  damage  of  overutilization;  despite 
the  consequences  of  medical  society  sus- 
pension or  grand  jury  action  and  subsequent 
conviction — the  answer  to  stopping  abuses 
of  health  insurance  benefits  lies  only  with 
the  personal  determination  of  the  individual 
physician.  Perhaps  we  will  never  wipe  out 
greed  or  dishonesty  or  our  deepseated  emo- 
tional motivations,  but  we  can  at  least 
appeal  to  reason. 

Only  when  the  physician  becomes  aware 
that  it  is  not  an  industrial  tycoon  or  a mass 
of  wealthy  stockholders  whom  he  is  hurting 
but  every  Blue  Shield  subscriber  today  and 
the  millions  more  who  may  become  Blue 
Shield  subscribers  in  the  future  can  we  hope 
to  solve  the  problem  of  overutilization. 

Only  when  he  remembers  that  Blue  Shield 
was  created  by  the  medical  profession  to 
solve  pressing  economic  problems  relating 
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to  medicine  and  that  the  continued  solution 
of  these  problems  depends  on  a strong  Blue 
Shield  will  overutilization  be  stopped. 

Only  when  he  realizes  that  ultimately  it  is 
not  in  the  best  interests  of  his  patients  when 
he  submits  to  their  pressure  for  “abuse” 
favors  will  excessive  claims  be  reduced. 

Only  when  he  realizes  that  because  of  the 
serious  consequences  involved  for  the  med- 
ical profession  and  the  American  people, 
the  plans  must  be  policed — and  that  if  the 
policing  isn’t  done  by  the  local  plan  and  its 
cooperating  physicians,  it  will  be  done  by 
official  agencies — will  the  problem  be  solved. 

The  damage  that  has  been  done  to  the 
public  image  of  the  physician  during  recent 
years  is  evident.  But  it  is  nothing  compared 
to  what  could  happen  if  zealous  public 
officials  feel  they  must  cite  statistics  of 
cheating  and  seek  the  power  to  control  our 
profession  in  areas  where  we  have  always 
prided  ourselves  on  our  desire  and  ability 
to  police  ourselves. 


We  help  to  protect  our  own  profession  and 
our  own  professional  freedom  when  we  pro- 
tect our  colleagues  from  unjustified  public 
scrutiny  or  abuse.  But  when  we  offer  this 
protection  where  scrutiny  or  criticism  is  in 
fact  warranted,  we  do  not  act  in  our  best 
interests.  If  we  fail  to  do  our  full  part  in 
eliminating  abuse  of  health  insurance  bene- 
fits, the  abuses  are  bound  to  increase,  and 
we  will  lose  even  the  right  to  do  our  part. 

Not  only  should  we  seek  to  strengthen 
our  own  societies’  means  for  eliminating 
abuse,  and  not  only  should  we  seek  to  estab- 
lish committees  for  this  purpose  in  every 
society  to  prevent  abuse,  but  every  physi- 
cian must  serve  as  his  committee  of  one  to 
insure  that  no  abuse  stems  from  his  own 
practice. 

Note.  Copies  of  Utilization  Control  in  a Blue  Shield 
Plan,  by  Harold  J.  Safian,  M.D.,  Assistant  Vice-President 
and  Medical  Director,  United  Medical  Service,  2 Park 
Avenue,  New  York,  New  York  10016,  are  available  on  re- 
quest to  his  office. 
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10  Columbus  Circle,  New  York,  New  York  10019. 
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New  10-day  Oral  Treatment  for 
Trichomoniasis  in  both  Women  and  Men 


Trichomonas  vaginalis  vaginitis  responds  rapidly 
and  dramatically  to  the  new,  orally  effective  agent, 
Flagyl  (metronidazole). 

Few  drugs  have  had  such  wide  clinical  investi- 
gation* before  introduction  to  physicians  or  such 
enthusiastic  acceptance  by  its  investigators. 

Many  investigators  report  100  per  cent  cures 
in  extensive  series  of  patients.  Others  indicate  that 
some  or  all  of  their  few  apparent  failures  may  be 
attributable  to  reinfection  or  to  noncompletion  of 
the  prescribed  dosage.  Long-standing  and  intract- 
able instances  of  the  disease  have  been  cured 
and  have  remained  cured  with  one  or,  rarely,  two 
ten-day  courses  of  treatment. 

Simultaneous  treatment  of  both  female  and 
male  partners  when  trichomonal  infection  has 
been  demonstrated  in  both  guards  against  recur- 
rence by  reducing  the  possibility  of  reinfection. 

By  eradicating  the  parasite  both  in  vaginal  foci 
inaccessible  to  local  treatment  and  in  male  car- 
riers, Flagyl  (metronidazole)  eliminates  the  two 
factors  largely  responsible  for  previous  ineffective 
control  of  trichomonal  infections. 

DOSAGE  AND  ADMINISTRATION 

In  women  the  recommended  dosage  is  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A 
vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  One  vaginal  insert  should 
be  placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets  daily 


should  be  taken.  In  men  the  dosage  is  one  250- 
mg.  oral  tablet  twice  daily  for  ten  days. 

PRECAUTIONS 

Although  no  severe  adverse  effects  of  Flagyl  (me- 
tronidazole) have  been  reported,  the  drug  is  con- 
traindicated in  pregnant  patients,  those  with  dis- 
ease of  the  central  nervous  system  and  those  with 
a history  of  blood  dyscrasias.  Total  and  differen- 
tial leukocyte  counts  should  be  made  before, 
during  and  after  therapy. 

Side  effects  have  been  infrequent  and  minor. 
Most  common  have  been  nausea,  an  unpleasant 
taste,  furry  tongue,  headache  and  darkened  ur- 
ine. Other  effects,  each  reported  in  less  than  1 
per  cent  of  patients,  include  diarrhea,  dizziness, 
dryness  of  the  mouth  or  vagina,  skin  rash,  dys- 
uria,  depression,  insomnia  and  edema.  Monilia- 
sis may  be  aggravated  after  the  trichomoniasis  is 
cured. 

ORAL  AND  VAGINAL  DOSAGE  FORMS 

Flagyl  (metronidazole)  is  supplied  for  oral  use 
as  uncoated,  unscored,  white  tablets  of  250  mg. 
For  vaginal  use  it  is  supplied  as  uncoated,  ovoid, 
white  inserts  of  500  mg. 

*Detoiled  information  and  136  references  are  given  in  Physicians’ 
Product  Brochure  No.  69;  available  from  G.  D.  Searle  & Co.,  P.  O. 
Box  51 10,  Chicago  80,  Illinois. 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  ir 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey'vetriedit.the) 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert's  flavoi 
Mrs.  Filbert's  Corn  Oil  Ma 
garine  is  a special  margarine 
made  from  100%  corn  oil,  ove 
50%  of  which  retains  its  liqui( 
characteristics. 

Of  thetotal  fatty  acid  conten 
28%  is  cis-cis  linoleic  acic 
Ratio  of  polyunsaturates  t 
saturates  is  about  1.7  to  1. 

For  additional  informatioi 
including  detailed  listings  c 
component  characteristic 
please  write  to  us:  J.H.  Filbei 
Inc.,  Baltimore  29,  Marylan 


* AMA  Council  on  Foods  and  Nutrition:  The  R 
ulation  of  Dietary  Fat,  JAMA  181:411-423  (A] 
ust  4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Com| 
sition  of  Certain  Margarines,  JAMA  179:' 
(March  3,  1962). 
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Scientific  Articles 


SYMPOSIUM 
AND  PANEL 
DISCUSSION 


Practical  Management 
of  the  Cancer  Patient 

Moderator 

JOHN  M.  LORE,  JR.,  M.D.,  F.A.C.S.,  Suffern,  New  York 
Attending  Surgeon,  Good  Samaritan  Hospital,  Suffern,  New  York,  and  St. 
Clare's  Hospital,  New  York  City;  Assistant  Clinical  Professor  of  Surgery 
and  Assistant  Attending  Surgeon,  New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  New  York  City;  Consultant  Surgeon,  Tuxedo 
Memorial  Hospital,  Tuxedo,  New  York 


Cancer  Detection  Plan 
in  the  Doctor’s  Office1 

JOHN  M.  LORE,  JR.,  M.D.,  F.A.C.S. 

Suffern,  New  York 
PAUL  S.  INGRASSIA,  M.D.,  F.I.C.S. 

Suffern,  New  York 

Chief  of  Surgery,  Good  Samaritan  Hospital  (Dr.  Ingrassia) 


In  Rockland  County,  New  York,  with  a 
population  of  approximately  136,000,  an 
organized  plan  for  cancer  detection  in  the 
doctor’s  office  was  initiated  in  April,  1959. 
Within  the  first  three  years  and  nine  months, 
1,303  patients  were  examined  by  46  physi- 
cians of  a voluntary  panel  of  68  doctors  in 
their  own  offices.  Seven  cases  of  cancer 

Presented  at  the  Medical  Society  of  the  County  of  Rock- 
land, New  York,  November  28,  1962. 

* This  program  was  made  possible  by  a grant  from  and  with 
the  cooperation  of  Lederle  Laboratories,  Pearl  River,  New 
York. 

t Presented  also  at  the  Medical  Society  of  the  County  of 
Rockland,  Pomona,  New  York,  November,  1958.  Exhibited 
at  the  Annual  Meeting  of  the  American  Medical  Association, 
Atlantic  City,  New  Jersey,  June,  1959,  and  at  the  Annual 
Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
New  York  City,  May,  1960. 


were  detected;  the  stages  of  the  disease  will 
be  found  in  Table  I.  The  details  of  the 
remaining  findings  are  shown  in  Table  II. 

This  plan  or  service  is  sponsored  by  a 
joint  effort  of  the  Medical  Society  of  the 
County  of  Rockland  and  the  Rockland 
County  Unit  of  the  American  Cancer 
Society.  The  medical  details  were  developed 
and  are  supervised  by  the  doctors;  the 
clerical  work,  supplies,  publicity,  and  records 
are  handled  by  the  County  Unit  of  the 
American  Cancer  Society.  It  is  a joint 
effort  which  has  fared  well  despite  the 
proximity  of  Rockland  County  to  the 
cancer  detection  centers  in  New  York  City. 

This  plan  can  be  adopted  in  its  present 
form  by  any  county  medical  society  or,  with 
some  modifications,  by  any  physician  in 
private  practice  as  his  own  independent 
cancer  detection  service. 

Before  the  plan  is  described,  the  more 
important  reasons  for  establishing  a doctor’s 
office  cancer  detection  service,  in  contradis- 
tinction to  a service  set  up  in  a hospital  or 
other  central  separate  building,  will  be 
enumerated. 

Reasons  for  office  service  plan 

1.  The  backbone  of  American  medicine 
is  the  practitioner  working  in  his  own  office 
with  his  own  patients.  The  doctor’s  office 
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TABLE  I.  Stage  of  cancer  for  each  of  7 patients 


Location 

Year 

Found 

Description 

Skin  of  lip 

1959 

Localized 

Breast 

1960 

Metastasis  to  axillary  lymph  node;  no  evidence  of  distant 
metastases 

Cervix 

1961 

Carcinoma  in  situ 

Thyroid 

1961 

Localized 

Breast 

1961 

Metastasis  to  two  axillary  lymph  nodes  at  level  I (proximal 
level);  no  evidence  of  distant  metastases 

Rectosigmoid 

1962 

Tumor  involved  entire  thickness  of  bowel  wall  and  surrounding 
adipose  tissue;  no  evidence  of  spread  to  regional  lymph  nodes 
or  distant  metastases 

Thyroid 

1962 

Localized 

TABLE  II.  Findings  in  1,303  persons*  examined  for  cancer  from  April,  1959,  to  December,  1962 


Number 

of 

Finding  Cases 


Description  (Location) 


Cancer 

Suspected  cancer 
Precancerous  conditions 


Noncancerous  conditions 
often  multiple  in  pa- 
tients who  had  not  seen 
a physician  in  some 
years 


7 Skin  of  lip,  rectosigmoid,  cervix,  breast,  f thyroid f 
19**  Basal  cell  face,  kidney,  axilla,  leg,  neck,  breast f,  lower  bowel,  f 
cervix, ft  thyroid*** 

93  Chronic  fissure  (lip);  cyst  (scalp,  back,  breast,  ovaries);  junc- 
tional nevi;  leukoplakia  (buccal  cavity,  tongue);  mole,  grow- 
ing or  pigmented;  nodular  enlargement  (prostate,  thyroid); 
nodule,  (breast,  thyroid,  subcutaneous) ; Papanicolaou  smears 
III,  IV;  papilloma  (tongue,  anus,  soft  palate,  suprapubic 
area);  plantar  warts  (heel,  hand);  polyps  (rectum,  sigmoid, 
cervix) ; senile  keratoses;  Several  hundred  suspicious  lesions 
(forehead,  breast) 

Osteoarthritis;  cardiovascular  and  respiratory  diseases;  he- 
mangiomas; internal  and  external  hemorrhoids;  papillitis;  cys- 
tic mastitis;  dermatitis;  hypertension;  varicose  veins; 
benign  tumors;  Bartholin’s  cyst;  enlarging  keloids,  epididy- 
mis; papilloma  vocal  cords,  tongue;  supernumerary  nipple; 
thickening  of  breast,  uterus 


* The  ratio  of  males  to  females  was  2:3.  The  age  range  was  from  twenty-four  to  seventy-three  years  in  the  males  and  from 
nineteen  to  eighty- two  years  in  the  females.  About  one  third  of  the  whole  group  were  nonsmokers;  the  others  smoked  from  5 to 
50  cigarets  daily.  About  one  third  of  the  whole  group  had  no  history  of  cancer  in  the  family;  the  history  of  the  others  was 
compiled  on  records, 
t Two  cases. 

**  As  of  March,  1963,  none  of  these  proved  to  be  cancer, 
ft  Seven  cases. 

***  Three  cases. 


detection  plan  would  support  this  concept  of 
American  medicine. 

2.  A doctor’s  office  detection  plan  would 
discourage  the  concept  that  an  adequate 
examination  can  be  performed  only  in  a 
hospital,  university,  or  clinic. 

3.  This  plan  would  discourage  the  con- 
cept that  is  spreading  throughout  our  larger 
hospitals  and  now  creeping  into  smaller 
hospitals  that  the  hospital  itself  actually 
practices  medicine  and  that  the  doctor 
simply  becomes  an  employe. 

4.  The  doctor’s  office  detection  service 
actually  accomplishes  a unique  type  of 
follow-up  for  the  patient  because  of  good 
doctor-patient  relationship  and  because  a 


repeated  annual  check-up  is  more  apt  to  be 
done  by  the  one  doctor  than  by  a number  of  j 
other  doctors  who  are  not  familiar  with  the  » 
patient. 

5.  The  American  College  of  Surgeons  has  i 
discontinued  its  obligatory  authorization  j 
and  inspection  service  of  cancer  detection 
centers  because  they  have  been  shown  not  to  ji. 
be  as  effective  as  originally  planned. 

6.  More  patients  can  be  handled  in  the 
office  service  plan  with  less  time  expended  by  |) 
the  physician  and  less  hours  wasted  by  the 
patient  sitting  on  a clinic  bench.  A good 
deal  of  the  time  spent  in  a clinic  or  center  is 
spent  in  waiting  and  not  in  detecting. 

7.  The  American  Medical  Association  i 
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FIGURE  1.  (A)  Specimen  kit  opened  showing  compact  arrangement  of  contents.  (B)  Specimen  kit 
demonstrating  contents  of  physician's  section  with  plastic  container  for  Papanicolaou  slides,  oxalated  blood 
tube  for  complete  blood  count,  and  two  glass  slides  for  blood  smear.  Two  containers  on  right  are  for 
urine  and  stool  specimens. 


has  preached  that  every  doctor’s  office 
should  be  a cancer  detection  service. 

8.  A doctor’s  office  detection  service 
tends  to  induce  more  physicians  to  keep 
abreast  of  the  latest  concepts  of  both  cancer 
detection  and  cancer  therapy. 

9.  There  is  a problem  of  nursing  and 
medical  personnel.  In  many  of  the  uni- 
versities and  larger  hospitals  where  such 
cancer  detection  clinics  or  centers  exist,  the 
house  staff,  medical  students,  and  salaried 
physicians  conduct  these  cancer  detection 
examinations.  The  supply  of  such  personnel 
in  Rockland  County  is  negligible. 

10.  Another  problem  of  a cancer  detec- 
tion center  or  clinic  in  a hospital  is  the  selec- 
tion of  a suitable  time  in  the  evening  or 
afternoon  for  the  examination.  The  time 
will  have  to  dovetail  with  all  the  other 
obligations  of  a select  group  making  up  such 
a team. 

11.  In  hospitals  which  have  cancer 
detection  centers  or  clinics,  the  patient  who 
can  afford  private  care  goes  to  the  hospital 
not  only  for  detection,  but  then  also  to  the 
cancer  clinic  for  treatment  for  already  known 
lesions.  In  other  words,  the  patient  feels 
that  if  a doctor  in  private  practice  cannot 
detect  cancer,  he  certainly  cannot  treat 
cancer. 

These  reasons  are  not  intended  as  destruc- 
tive criticism  of  the  several  large  cancer 
detection  centers  in  our  area.  Such  centers 
are  necessary  as  guides  to  the  over-all 
problem  of  cancer  detection  and  as  teaching 
centers  for  doctors.  They  serve  as  clearing 
areas  where  technics  are  developed,  ap- 


praised, and  evaluated.  This  invaluable 
information  is  then  passed  on  to  the  prac- 
ticing physician. 

System 

Briefly,  the  patient  makes  only  two  trips: 
one  to  the  doctor’s  office  and  one  to  the  local 
county  hospital  for  a free  chest  x-ray  film. 
The  doctor  spends  approximately  forty-five 
minutes  for  the  review  of  history,  doing  a 
complete  physical  examination,  collecting 
the  blood  specimens,  and  taking  the  Papa- 
nicolaou smears.  If  the  office  nurse  or  sec- 
retary fills  out  the  physical  examination 
sheet  while  the  physician  is  performing  the 
examination,  additional  time  is  saved. 

In  more  detail,  the  system  is  explained  as 
follows:  A person  wishing  a cancer  detection 
examination  obtains  a list  of  voluntary 
physicians  in  the  county.  This  list  of 
physicians  constitutes  a panel  which  in  turn 
is  arranged  alphabetically  and  according  to 
the  village  or  area  in  the  county  in  which  he 
has  his  office.  This  list  is  available  from  the 
Rockland  County  Unit  of  the  American 
Cancer  Society.  The  patient  also  obtains 
from  the  Rockland  County  Unit  or  from  his 
own  family  physician,  as  the  case  may  be, 
a set  of  instructions,  specimen  kit  (Fig.  1), 
and  history  and  physical  forms.  The  patient 
then,  at  his  leisure,  completes  the  history 
form  at  his  home  and  collects  a urine  and  a 
stool  specimen  also  at  home.  Next,  the 
patient  proceeds  to  the  local  county  hospital 
where  a chest  x-ray  film  is  performed  free  of 
charge.  At  the  doctor’s  office,  a complete 
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0 The  fee  is  a modest  one  # The  kits  are  donated  by  Continental 
Can  Company.  Inc. 


# The  laboratory  tests  are  paid  for  % The  X ray  is  free  at  Summit 
by  American  Cancer  Society  Park  Sanatorium 


Have  A Yearly  Examination  No  Matter  How  Well  You  Feel  ! 

FIGURE  2.  Pamphlet  used  in  mass  distribution. 


physical  examination  is  then  performed. 
This  includes  proctosigmoidoscopy  and,  in 
the  female,  a pelvic  examination  with 
routine  Papanicolaou  smears.  The  doctor 
collects  10  cc.  of  blood  in  the  oxalated  tube 
for  a complete  blood  count.  He  also  makes 
two  blood  smears  on  glass  slides  which  are 
placed  in  a cardboard  container.  The 
Papanicolaou  smears  are  placed  in  a plastic 
container  containing  ether  and  alcohol. 
Then  all  of  the  laboratory  material  is  placed 
back  in  the  kit  which  is  delivered  to  one  of 
the  two  hospitals  participating  in  the  pro- 
gram. The  average  time  consumed  for  the 
complete  examination  is  forty-five  minutes. 
At  the  participating  hospital  the  laboratory 
work  is  done,  and  the  Papanicolaou  smears 
are  interpreted. 

This  information  is  then  relayed  back  to 
the  physician  who  completes  the  record. 
If  the  physician  feels  that  a consultation  is 
indicated,  he  so  informs  the  patient.  If 
treatment  is  within  the  realm  and  scope  of 
the  physician’s  qualifications,  he  proceeds 
with  definitive  care.  The  completed  record, 
with  a summary  of  the  physician’s  findings, 
is  then  sent  to  the  hospital  for  fifing  and 
review. 

On  the  anniversary  of  each  examination  a 
reminder  card  is  sent  out  by  the  secretary  to 
the  patient  for  his  next  annual  check-up. 
This  has  produced  in  excess  of  100  repeat 
examinations. 

Finances 

The  patient’s  fee  for  the  examination  is 
$25,  payable  to  the  physician.  The  panel 


of  physicians  have  agreed  to  perform  the 
examination  for  less  whenever  the  patient 
cannot  afford  the  full  fee.  Calculated  at 
this  $25  rate,  the  total  amount  expended  by 
the  patients  was  $32,575. 

About  one  third  of  the  financial  burden  of 
this  program  is  borne  by  the  local  unit  of  the 
American  Cancer  Society  through  a special 
legacy  from  a local  benefactor.  This 
amounted  to  $14,895  for  the  three-year- 
nine-month  period.  The  total  expenditures, 
then,  by  the  patients  and  the  American 
Cancer  Society  amounted  to  $47,470,  or 
$6,781  cost  per  cancer  detected.  In  addi- 
tion, advertising  expenses  amounted  to 
$2,814  for  pamphlets,  posters,  plaques,  and 
brochures.  The  cardboard  containers  are  a 
donation  of  Continental  Can  Company. 

Training 

Although  there  is  no  special  training 
program  for  the  physicians  participating 
since  it  is  felt  that  this  type  of  examination 
is  basically  a complete,  adequate  physical 
examination,  provisions  have  been  made  for 
certain  facets  of  instruction.  Motion  pic- 
tures demonstrating  the  technics  of  procto- 
sigmoidoscopy have  been  shown.  A bro- 
chure was  distributed  explaining  the  details 
of  the  plan  in  stepwise  fashion.  Arrange- 
ments have  been  made  for  any  interested 
physician  to  spend  time  at  the  Strang  Cancer 
Prevention  Clinic.  In  addition,  the  present 
cancer  symposium  was  sponsored . Plans  are 
also  in  the  making  for  a wet  and  dry  clinic 
on  cancer  detection  examinations  and  tech- 
nics. 
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PREVENT  CANCER . . . before  it  occurs  CONTROL  CANCER  ...in  early  stage 

Cancer  Detection  in  Doctors  Office 

SPONSORED  JOINTLY  br  the 

Have  A Yearly  Examination  No  Matter  How  Well  You  Feel  ! Bo( kiond.  ona  t'he  »o ckiond  C Jim, 

Unit  O I the  American  Cancer  Society. 

FIGURE  3.  Plaque  displayed  in  doctor’s  office. 

Publicity 

To  familiarize  the  public  with  this  plan, 
information  has  been  disseminated  by  a 
joint  committee  consisting  of  members  from 
the  Rockland  County  Medical  Society  and 

A Critique  on 
Cancer  Detection  Program 

EMERSON  DAY,  M.D. 
New  York  City 

Formerly,  Chairman,  Department  of  Preventive 
Medicine,  and  Director,  Strang  Cancer  Prevention 
Clinic,  Memorial  Hospital  for  Cancer  and  Allied 
Diseases.  Presently,  Medical  Director,  Strang  Clinic 


It  is  indeed  a privilege  to  be  asked  to  give  a 
critique  of  the  unique  cancer  detection 
program  in  Rockland  County.  I have  had 
the  opportunity  of  reviewing  the  manuscript 
prepared  by  Dr.  Lore  and  Dr.  Ingrassia 
which  recounts  the  first  three  years  ex- 
perience, as  summarized  just  now  by  Dr. 
Lore.  This  does,  in  fact,  represent  an  im- 
portant and  unusual  experience  among  the 
many  efforts  to  bring  early  diagnosis  and 
prompt  treatment  to  bear  on  the  major 
problem  of  cancer. 

In  reviewing  where  we  stand  on  cancer 


the  Rockland  County  Unit"of  the  American 
Cancer  Society.  This  was  accomplished  by 
press  releases  and  wide  distribution  of 
especially  prepared  posters,  pamphlets  (Fig. 

2) ,  and  plaques  for  the  doctor’s  office  (Fig. 

3) . 

Summary 

In  summary,  an  organized  plan  of  cancer 
detection  in  the  doctor’s  office  is  described. 
The  plan  is  in  operation  through  the  joint 
efforts  of  the  County  Medical  Society  and 
the  local  unit  of  the  American  Cancer 
Society.  Its  nature  is  such  that  it  is  adapt- 
able by  any  physician  in  his  private  practice. 
Although  its  primary  goal  is  the  detection  of 
cancer  in  an  early  stage,  it  is  felt  that  the 
detection  and  treatment  of  suspected  in- 
stances of  cancer  and  the  precancerous 
lesions,  that  is,  preventive  measures,  are 
equally  important  in  this  plan. 


detection,  I will  be  referring  principally  to 
the  experience  of  the  Strang  Cancer  Preven- 
tion Clinic  at  Memorial  Hospital  for  Cancer 
and  Allied  Diseases  where  the  large  volume 
and  long-term  experience  enables  us  to 
evaluate  what  is  worth  doing  and  what 
technics  need  to  be  replaced  by  more 
efficient  methods  of  detection.  I want  to 
assure  you  our  working  concept  has  always 
been  that,  while  it  is  important  to  have 
strategically  located  cancer  detection  centers 
for  the  development  and  learning  process, 
the  bulk  of  this  work  must  be  done  in  the 
private  office.  This  has  been  the  philosophy 
and  theme  from  the  beginning.  It  should 
always  be  kept  in  mind  that  there  is  no 
competition  between  these  two  approaches, 
the  center  and  the  doctor’s  office.  Rather, 
they  supplement  each  other,  for  both  are 
essential  if  we  are  to  get  on  as  rapidly  as 
possible  with  this  attack  on  cancer. 

Mortality  and  incidence  statistics 

I propose  to  use  illustrations  for  my 
comments,  starting  with  a few  which  set  the 
stage  for  the  size  of  the  problem  we  are 
talking  about  today  and  the  areas  in  which 
the  attack  can  be  pinpointed.  Figure  1 is 
from  the  American  Cancer  Society  and  is 
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FIGURE  1.  Forecast  of  cancer  deaths,  if  present 
rates  continue,  according  to  American  Cancer 
Society. 


probably  familiar  to  many  of  you.  It  plots 
the  actual  count  of  cancer  deaths  in  the 
United  States  on  a yearly  basis  from  1900 
and  shows  a steady  increase  through  the 
last  year  recorded,  1958,  when  just  over  a 
quarter  of  a million  cancer  deaths  occurred. 
In  the  prediction  to  the  year  2000,  if  the 
current  trend  is  maintained,  this  number 
will  approach  one-half  million  Americans 
annually.  The  number  of  cancer  deaths 
in  1963  is  estimated  quite  reliably  at  280,000. 
This  figure  is  increasing  at  the  rate  of  more 
than  5,000  deaths  each  year.  Cancer  is 
obviously  a major  problem  that  all  doctors 
and  the  public  must  face  and  reckon  with. 

Figure  2 is  a semicartoon  presentation  of 
the  spectrum  of  neoplastic  disease  and  the 
points  at  which  cancer  can  be  attacked.  In 
the  ideal  state  we  will  know  enough  about 
the  predisposing  factors  to  interrupt  this 
process  in  the  left-hand  zone  where  cancer 
can  be  prevented  absolutely  through  modi- 
fication of  those  factors  in  the  host  and  in 
the  environment  which  lead  to  neoplastic 
disease.  Great  progress  has  been  made  in 
research  in  this  area  to  date,  and  much  more 
will  be  made  in  the  future.  I would  point 
out  that,  even  with  all  this  progress,  this 
still  remains  an  attack  on  cancer  the  effect 
of  which  will  be  felt  only  many  years  hence. 
As  one  moves  to  the  right  into  the  midzone, 
however,  we  have  a weapon  of  immediate 
importance,  the  capturing  of  cancer  at  a 
stage  when  it  is  localized  and  curable  by  our 
present  methods  of  surgical  or  radiothera- 
peutic  treatment.  It  is  this  middle  area  of 
relative  prevention  which  we  will  be  con- 
sidering during  the  next  half  hour,  namely, 
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FIGURE  2.  Points  at  which  cancer  can  be  at- 
tacked. 


FIGURE  3.  Estimated  cancer  mortality  in  the 
United  States  in  1963:  total,  280,000  deaths. 


the  current  state  of  the  art  of  cancer  detec- 
tion and  early  diagnosis  for  cure. 

Let’s  take  a look  at  the  current  ‘‘Big  Ten” 
of  the  problem  in  Figure  3 which  presents 
the  breakdown  by  sites  for  the  10  major 
forms  of  cancer  mortality,  based  on  the  1963 
estimate  of  280,000  deaths. 

Lung  is  the  primary  cause  of  death  by 
cancer  and  is  increasing  at  the  rate  of  2,000 
every  year.  It  is  a true  epidemic  form  of 
cancer.  It  is  predominantly  a disease  of 
men. 

Cancer  of  the  colon-rectum,  considered  as 
a single  site,  is  a close  second  cause  of  cancer 
death  and  is  equally  common  in  men  and 
women.  This  is  a fact  which  is  not  widely 
recognized  because  the  rectum  and  colon 
are  generally  fisted  separately  in  our  vital 
statistics.  It  is  a fact,  however,  that  over 
40,000  Americans  will  die  of  this  disease  this 
year. 


366  New  York  State  Journal  of  Medicine  / February  1,  1964 


Colon- rectum 
Skin* 

Breast 
lung 
Uterus 
Prostate 
Urinary  organs 
Stomach 
Head  & neck  " 
Lymphoma 


0 10.000  20.000  30.000  40.000  50,000  60.000  70.000  80,000 


* Includes  melanoma. 

••  Includes  buccal  cavity, pharynx,  larynx  and  thyroid. 


FIGURE  4.  Estimated  cancer  incidence  in  the 
United  States  in  1963:  total,  530,000 cases. 


Cancer  of  the  breast  is  the  predominant 
disease  and  cause  of  cancer  death  in  women. 
It  occupies  a strong  third.  It  is  a rare 
disease  in  men. 

Cancer  of  the  stomach,  prostate,  pancreas, 
and  lymphoma  are  next  in  the  mortality 
pattern.  Cancer  of  the  uterus,  leukemia, 
and  cancer  of  the  urinary  organs  complete 
the  10  leading  causes  of  cancer  death. 
These  represent  our  failure  as  physicians  to 
control  this  disease. 

Figure  4 is  the  same  listing  for  the 
estimated  cancer  incidence  for  1963.  This 
information  is  harder  to  come  by,  but  this 
list  of  figures  is  probably  reliable  and 
certainly  useful.  It  represents  our  oppor- 
tunities as  physicians  to  find  this  disease  in 
primarily  accessible  sites. 

Cancer  of  the  rectum-colon  is  the  com- 
monest form  of  cancer  in  the  incidence 
pattern  with  over  70,000  new  cases  each 
year. 

Skin  cancer  is  second  in  incidence  although 
low  (2,000  deaths)  in  mortality.  It  is 
highly  curable  and  available  for  detection  if 
we  look  for  it. 

Breast  cancer  is  a very  common  finding  in 
women,  while  lung  cancer  is  lower  in  the 
incidence  pattern  and  rises  in  the  mortality 
order  because  it  is  not  now  a curable  disease 
except  in  relatively  rare  cases. 

Cancer  of  the  uterus  is  higher  on  the 
incidence  fist  because  it  is  now  enjoying  a 
fairly  high  rate  of  cure,  responding  favorably 
to  the  earlier  diagnosis  program,  which  we 
will  review  in  a moment. 

Cancer  of  the  prostate,  urinary  organs, 
stomach,  and  head  and  neck  and  lymphoma 
complete  the  big  10  in  incidence. 


TABLE  I.  Components  of  cancer  detection 
examination  at  Strang  Cancer  Prevention  Clinic, 
Memorial  Hospital  for  Cancer  and  Allied  Diseases 


Examination 

Components 

History 

Family  cancer  and  precancer; 
environmental  exposures; 
past  illness  and  injuries;  re- 
view of  systems 

Physical 

Skin  and  lymph  nodes;  oral 
cavity,  pharynx,  larynx,  and 
thyroid;  breasts;  heart  and 
lungs;  abdomen;  genitalia; 
colon-rectum;  musculoskele- 
tal system 

Laboratory 

Hemoglobin  and/or  hemato- 
crit; white  blood  count  and 
differential;  urinalysis;  chest 
x-ray  film;  vaginal  and  cer- 
vical smears;  stool  guaiac  (if 
specimen  available) 

Examination  procedure 

Now  let’s  get  back  to  the  attack  on  this 
disease  through  early  diagnosis.  Table  I 
outlines  the  cancer  detection  examination 
which  we’ve  been  performing  routinely  at 
Strang  Clinic  for  many  years  and  find  quite 
feasible.1 2 It’s  interesting  to  note  that  Dr. 
Lore  mentioned  that  forty-five  minutes  is 
the  interval  spent,  in  the  Rockland  County 
experience,  by  the  doctor  with  the  patient. 
This  is  the  experience  we’ve  had.  It  will 
vary  with  the  physician  and  particularly 
with  the  patient  and  the  signs  and  symptoms 
which  he  or  she  presents.  It  also  varies 
with  whether  it  is  an  initial  visit  or  a return 
annual  examination.  Essentially  this  is 
the  examination  that  is  provided  by  a single 
physician  from  any  of  many  different  types 
of  practice.  This  does  not  require  a spe- 
cialist. It  can  be  provided  by  any  physician 
who  believes  that  it  is  important  to  be 
thorough  and  who  will  spend  the  time 
necessary  to  be  so. 

The  history  should  include  a series  of 
items  such  as  is  covered  very  well  in  the 
Rockland  County  forms.  The  physical 
examination  consists  of  a careful  inspection 
and  palpation  of  all  accessible  surfaces  and 
orifices  using  relatively  few  gadgets.  It 
depends  primarily  on  the  physician’s  alert- 
ness and  his  conviction  that  a cancer  detec- 
tion examination  is  important. 

Proctosigmoidoscopy  has  been  performed 
routinely  at  Strang  Clinic  for  many  years. 
It  was  initiated  with  Michael  R.  Deddish, 
M.D.,  of  the  Rectum  and  Colon  Service  of 
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FIGURE  5.  Tray  for  head  and  neck  cancer  ex- 
amination. 


Memorial  Hospital  in  1946  for  those  aged 
forty-five  and  above;  by  1957  we  were  so 
impressed  with  its  importance  that  now 
proctosigmoidoscopy  is  routine  for  all  ages  in 
both  men  and  women. 

Listed  under  laboratory  (Table  I)  is  a 
panel  of  procedures  which  is  close  to  what  is 
being  provided  in  the  Rockland  County 
program.  The  stool  guaiac  test  is  listed  here 
as  “if  specimen  available”  because  our 
patients  arrive  prepared  for  proctosigmoid- 
oscopy, and  we  have  not  had  them  bring 
in  a stool  specimen.  I think  the  addition  of 
this  in  your  program  is  a real  asset  and 
should  be  incorporated  when  feasible. 

Let’s  go  through  the  key  aspects  of  this 
examination.  Briefly,  the  only  illustration 
I’ve  brought  of  equipment,  and  it  looks  com- 
plicated, is  Figure  5.  It  is  actually  the 
head  and  neck  consultant’s  tray,  and  there 
is  much  here  that  doesn’t  need  to  be  in  a 
basic  examination.  Certainly  the  biopsy 
equipment  is  not  necessary  as  a standard 
for  this  kind  of  an  examination  to  be  success- 
ful. On  the  other  hand,  this  kind  of  biopsy 
equipment  is  feasible  as  an  office  procedure 
and  can  be  done  on  the  ambulatory  patient 
quite  well  when  abnormalities  are  encoun- 
tered on  the  initial  visit. 

Head  and  neck  examination 

Figure  5 shows  the  all-important  source  of 
ideal  light.  This  is  not  the  reflecting  mirror 
that  is  now  out  of  date.  One  needs  to  have 
the  kind  of  head  light  which  can  be  plugged 
in  for  a primary  source  of  illumination.  This 
is  essential  for  an  adequate  examination  of 
the  head  and  neck  and  other  body  cavities. 
Notice  also  the  finger  cot.  The  head  and 
neck  structures  should  be  not  only  inspected 
thoroughly  but  also  palpated  carefully 
including  finger  cot  palpation  of  the  oral 
cavity  and  tongue. 


0 Inspect  the  head  and  neck  area,  especially  the  skin 
and  lips 


FIGURE  6.  Head  and  neck  examination. 


Figure  6 is  the  first  of  four  illustrations 
which  outline  the  major  features  of  the 
examination  of  accessible  sites  in  cartoon 
fashion.  Notice  the  word  “inspection”  is 
prominent  here.  This  of  course  includes  the 
skin  of  the  entire  body  by  the  time  the 
examination  is  completed.  We  make  a 
practice  of  including  mirror  examination  of 
the  hypopharynx  and  larynx.  If  one  will  do 
this  as  a habit  pattern,  about  three  quarters 
of  the  patients  can  have  indirect  laryngos- 
copy without  local  anesthesia.  We  do  not 
pursue  it  further  in  the  remaining  patients 
in  the  absence  of  symptoms  relevant  to  the 
throat. 

It  is  important  to  make  sure  of  thorough 
palpation  of  the  salivary  glands,  of  all 
cervical  lymph  nodes,  and  of  the  thyroid. 
We  are  extremely  impressed  with  the  im- 
portance of  finding  nodules  of  the  thyroid  in 
relationship  to  early  treatment  of  thyroid 
cancer. 

Breast  examination 

Figure  7 outlines  certain  features  of  the 
breast  examination  for  women.  I would 
point  out  that  men  also  have  breast  tissue, 
and  this  should  be  palpated  as  part  of  the 
routine.  For  women  it  is  one  of  the  most 
important  parts  of  the  basic  examination. 

The  breast  examination  starts  with  the 
patient  sitting  in  good  light,  first  with  the 
arms  relaxed  at  sides,  although  sitting  erect, 
and  then  with  the  arms  elevated  and  the 
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WITH  PATIENT  SITTING 

® Inspect 
breasts 


arms  at  sides  arms  overhead 


© Palpate  axillae  and  supraclavicular  areas 


WITH  PATIENT  LYING  DOWN 

® Palpate 
breasts 

arms  at  sides  arms  overhead 

@ I nstruct  patient 
in  self-examination 

FIGURE  7.  Breast  examination. 


® Inspect  external  genitalia 

© 


Obtain  cells 
for  smear  from 
vagina  and  fix 
immediately 


® Examine  cervix  and  vagina  with  speculum 


© 


Obtain  cervical 
smear 

Paint  cervix  with 
iodine  and  observe 
for  non-staining 
areas 


© Bi-manual  palpation 
of  uterus  and  adnexa 

FIGURE  8.  Gynecologic  examination. 


pectoral  muscles  tensed  by  pressing  the 
palms  of  the  hands  together  or  against  the 
hips.  The  palpation  of  the  axillary  and 
supraclavicular  areas  is  important  until  the 
patient  is  sitting.  I personally  do  not  spend 
much  time  with  palpation  while  the  patient 
is  in  a supine  position  with  a pillow  under 
the  chest  wall.  This  should  be  thorough, 
making  sure  of  all  areas,  with  a firm  (not 
pushing  or  pinching)  pressure  of  the  flat  of 
the  fingers.  Include  the  areola,  and  check 
the  nipple.  If  any  secretion  is  encountered, 
it  should  be  submitted  to  a pathologic 
laboratory  for  cytologic  examination. 
Finally,  I think  it  is  well  to  point  out  that 
encouragement  of  monthly  breast  self- 
examination,  with  instruction  of  the  patient 
at  the  time  of  the  physical  examination,  is 
an  important  asset  in  this  area  of  cancer 
detection. 


® Inspect  perianal  area  and  do  digital  examination 


FIGURE  9.  Rectum-colon  examination. 


Gynecologic  examination 

Figure  8 outlines  the  gynecologic  examina- 
tion. Here  again  notice  that  inspection  is 
extremely  important.  Remember  always 
the  external  genitalia.  At  Strang  we 
routinely  take  a vaginal  aspiration  smear  by 
the  standard  Papanicolaou  technic.  Then 
the  speculum  is  inserted  without  lubricant; 
if  necessary,  it  may  be  rinsed  in  a small 
amount  of  water. 

In  obtaining  the  cervical  smear,  some  use 
the  scrape.  We  use  cotton-tipped  applica- 
tors in  preference.  By  either  technic,  a 


direct  specimen  from  the  cervix,  as  well  as  a 
vaginal  aspiration  smear,  is  essential  for 
full  sampling  of  the  cells  which  are  exfoliating 
from  the  uterus,  both  the  cervix  and  the 
endometrium.  We  have  been  painting  the 
cervix  with  iodine  solution  routinely  and 
find  it  very  occasionally  helpful.  Our 
feeling  is  that,  if  you  avoid  the  rare  iodine- 
sensitive  patient,  there  are  no  contra- 
indications, and  that  the  method  is  useful  in 
pinpointing  nonstaining  areas  of  which 
biopsies  should  be  obtained  after  the  smears 
are  taken.  The  smear  does  not  take  the 
place  of  a biopsy  of  a localized  area  which 
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39,051  Patients,  65,490  Examinations 


FIGURE  10.  Initial  and  annual  examinations  from 
1954  to  1956  at  Strang  Cancer  Prevention  Clinic, 
Memorial  Hospital  for  Cancer  and  Allied  Diseases. 


clinically  suggests  disease  of  the  cervix,  any 
more  than  a biopsy  takes  the  place  of  well- 
obtained  cytologic  smears  carefully  read  and 
reported.  Each  has  its  place  in  this  pro- 
gram. Finally,  it  is  important  to  point  out 
that  the  standard  detection  examination  in 
the  doctor’s  office  must  include  any  ab- 
normality of  the  corpus  and  the  adnexal 
areas. 

Rectum  and  colon  examination 

Figure  9 outlines  the  features  of  procto- 
sigmoidoscopy. This  should  be  routine  in 
all  examinations  designed  for  cancer  detec- 
tion and  prevention.  Some  spacing  of 
“proctos”  such  as,  for  example,  in  alternate 
years,  may  be  sound  and  consistent  with  the 
best  practice  of  cancer  detection  and  preven- 
tion in  younger  adults  who  present  no 
significant  abnormality  by  history  or  physi- 
cal on  complete  initial  examination.  Here 
again,  there  is  no  need  for  specialists  or  for 
fancy  tables  or  special  instruments.  The 
instrument  should  be  simple.  We  use  the 
Yeoman  sigmoidoscope.  Some  prefer  a 
sigmoidoscope  lighted  at  the  distal  end. 
Any  type  is  fine  as  long  as  you  use  it.  If 
you  are  ordering  one,  I suggest  that  you 
specify  10  inches  long  and  3/4  inch  in 
diameter. 

Notice  again,  palpation  is  done  digitally 
and  inspection  both  externally  and  through 
the  sigmoidoscope.  One  does  not  attempt  to 
inspect  the  mucosa  carefully  on  the  way  in. 
The  first  objective  is  to  advance  the  sig- 
moidoscope under  direct  vision  with  as  little 


discomfort  to  the  patient  as  possible.  One 
should  be  able  to  get  full-distance  introduc- 
tion of  the  instrument  in  80  to  90  per  cent  of 
patients.  There  are  some  patients  with 
angulation  and  spasm  in  the  region  of  16 
cm.  above  the  anal  verge,  and  they  resist 
examination  above  that  level.  If  there  is 
considerable  discomfort,  it  is  important  not 
to  persist  unreasonably  and  destroy  the 
patient’s  cooperation  for  subsequent  years. 

Finally,  one  inspects  the  mucosa  during 
the  process  of  removing  the  sigmoidoscope 
with  a rotary  motion  to  insure  visualization 
of  all  surfaces,  including  the  superior  sur- 
faces of  the  valves  of  Houston.  It  is  im- 
portant to  identify  carefully  any  abnormali- 
ties, either  hyperplasia  or  polyps,  and  to 
record  their  size  and  location.  It  is  feasible 
to  take  biopsy  specimens  in  the  ambulatory 
patient,  although  we  are  doing  less  of  that 
than  we  used  to.  We  feel  that  the  ideal 
management  of  polypoid  lesions  is  total 
cautery  snare  removal  for  a complete  patho- 
logic examination.  If  the  patient  is  going 
to  cooperate,  it  is  not  necessarily  advan- 
tageous to  take  a partial  biopsy  at  the  time 
of  the  first  examination.  Sometimes  it  does 
help,  however,  and  I feel  that  this  should  be 
left  as  optional.  The  biopsy  of  a lesion 
which  is  seen  through  the  sigmoidoscope  is  a 
perfectly  reasonable  office  procedure  as  long 
as  one  uses  a small  cup  forceps. 

This  completes  the  outline  of  the  key 
features  of  a cancer  detection  examination 
of  the  sort  that  is  in  use  in  Rockland  County 
and  that  is  practiced  in  most  cancer  detec- 
tion centers. 

Let’s  take  a look  now  at  what  results  can 
be  expected  (Fig.  10). 


Results 

We’ve  had  the  good  fortune  of  having  the 
support  of  the  American  Cancer  Society,  New 
York  City  Division,  in  an  intensive  anal- 
ysis of  the  experience  of  Strang  Clinic  in  the 
years  1954  to  1956.  During  this  three-year 
interval,  there  were  39,000  patients  who  had 
one  or  more  examinations  for  a total  of  65,000 
initial  or  annual  cancer  detection  examina- 
tions. The  number  returning  for  periodic 
examination,  many  of  whom  had  come  faith- 
fully for  ten  or  more  years,  was  in  the  range 
of  13,000  to  15,000.  Those  who  came  for  the 
first  examination  in  this  blended  population 
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TOTAL  POPULATION 


24  29  34  39  44  49  54  59  64  69  74 

FIGURE  11.  Age  distribution  of  total  population 
from  1954  to  1956  at  Strang  Cancer  Prevention 
Clinic,  Memorial  Hospital  for  Cancer  and  Allied 
Diseases. 

were  in  the  range  of  5,000  to  8,000  each  of 
these  three  years. 

Figure  11  presents  the  age  distribution,  a 
fairly  smooth  bell-type  curve  for  men  and 
women.  There  were  approximately  25,000 
women  and  13,000  men  in  the  over-all  group. 
Always,  the  women  have  been  a little  more 
cooperative  in  this  program;  this  is  probably 
related  to  the  fact  that  cancer  detection 
received  its  first  impetus  and  reputation  with 
the  predominant  sites  for  women,  the  breast 
and  the  pelvis.  Notice  that  for  both  men 
and  women,  the  clinic  population  is  pre- 
dominantly between  the  ages  of  thirty-five 
and  sixty  years  of  age. 

Figure  12  shows  what  we  should  all  expect, 
namely,  that  in  plotting  the  age  profile  of 
the  368  patients  who  were  found  to  have 
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FIGURE  12.  Comparison  of  age  of  total  population 
with  that  of  cancer  patients  from  1954  to  1956  at 
Strang  Cancer  Prevention  Clinic,  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases. 


cancer,  there  is  a shift  to  the  right.  In  other 
words,  if  one  were  only  looking  for  cancer, 
one  would  spend  more  time  with  the  older - 
age  population  and  then  would  have  a 
higher  yield. 

Table  II  summarizes  the  histologically 
confirmed  cancers  by  sex  and  by  site.  Let’s 
take  a look  at  the  yield  of  cancer  in  women. 
The  commonest  cancer  found  was  cancer  of 
the  breast,  76  cases,  or  just  under  30  per  cent 
of  all  cancers  proved  for  women  in  this 
experience.  Cancer  of  the  female  genitalia 
was  second,  accounting  for  just  under  one 
quarter  of  all  cancers  detected  among 
women.  This  included  40  cancers  of  the 
cervix,  18  of  the  endometrium,  and  5 of  the 
ovary.  Skin  cancer  is  also  common  in 
women  if  one  is  looking  for  it  and  will  take 


TABLE  II.  Distribution  of  cancers  from  1954  to  1956  at  Strang  Cancer  Prevention  Clinic,  Memorial 

Hospital  for  Cancer  and  Allied  Diseases 


Site 

N'  o 1 a 

A/r  l 

T/aIo  1 c 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Skin 

39 

15.1 

42 

38.2 

81 

22.0 

Breast 

76 

29.5 

76 

20.7 

Female  genitalia 

63 

24.4 

63 

17.1 

Colon-rectum 

29 

11.2 

30 

27.3 

59 

16.0 

Thyroid 

23 

8.9 

4 

3.6 

27 

7.3 

Lymphoma/leukemia 

9 

3.5 

2 

1.8 

11 

3.0 

Stomach 

6 

2.3 

5 

4.5 

11 

3.0 

Prostate 

7 

6.4 

7 

1.9 

Lung 

2 

0.8 

4 

3.6 

6 

1.7 

Other 

11 

4.3 

16 

14.5 

27 

7.3 

Total  cancers 

258 

100 

110 

100 

368 

100 

Total  patients 

25,629 

13,422 

39,051 

Rate  per  1,000 

10.1 

8.2 

9.4 
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TABLE  III.  Follow-up  status  of  cancer  patients  five  years  or  more  after  treatment,  Strang  Cancer 
Prevention  Clinic,  Memorial  Hospital  for  Cancer  and  Allied  Diseases 


Total 

Dead  of 

Living  with 

Dead  of 

Number 

-Primary  Cancer— - 

—Primary  Cancer^— Other  Cause*— -—Living  and  Well— 

OI 

Per 

Per 

Per 

Per 

Site 

Patients 

Number 

Cent  Number 

Cent 

Number 

Cent 

Number 

Cent 

Breast 

75 1 

14 

18.7 

5 

6.7 

5 

6.7 

51 

68 

Colon-rectum 

57 1 

10 

17.5 

1 

1.8 

4 

7 

42 

73.7 

Cervix  uteri 

40 

0 

1 

2.5 

0 

39 

97.5 

Corpus  uteri 

18 

0 

0 

0 

18 

100 

Totals 

190 

24 

12.6 

7 

3.7 

9 

4.7 

150 

79 

* Other  cancer,  1 case;  cause  unknown,  2 cases;  other  cause,  no  evidence  of  cancer,  6 cases, 
t See  text  for  explanation  of  change  from  numbers  in  Table  II. 


biopsies  of  suspicious  lesions.  Cancer  of  the 
colon  and  rectum  is  the  fourth  most  common 
cancer  detected  in  women  in  this  program, 
cancer  of  the  thyroid  is  fifth  with  an  im- 
pressive 29  cases  in  this  experience,  and  then 
tailing  off  are  lymphoma  and  leukemia,  and 
cancer  of  the  stomach,  lung,  and  other. 

For  the  men,  the  commonest  in  these  three 
years  was  skin  cancer.  There  have  been 
some  years  when  colon-rectum  cancer  has 
been  found  more  frequently  than  skin 
cancer.  This  particular  experience  was 
almost  40  per  cent  for  skin  cancer,  27  per 
cent  for  cancer  of  the  colon-rectum,  and  then 
diminishing  yields  for  other  sites.  It  is 
interesting  to  note  that  there  were  30  cases 
of  colon-rectum  cancer  at  the  same  time  that 
there  were  only  5 proved  cancers  of  the 
stomach,  7 of  the  prostate,  and  only  4 of  the 
lung. 

I think  this  pattern  is  best  interpreted  as 
related  in  part  to  the  fact  that  colon-rectum 
cancer  is  currently  more  common  than 
stomach  cancer  but,  more  importantly,  to  the 
fact  that  the  rectum  and  the  lower  colon 
represent  a highly  accessible  site  if  one  uses 
the  sigmoidoscope.  The  stomach  is  still 
relatively  inaccessible  to  detection  pro- 
cedures; we  may  want  to  talk  about  ways 
of  improving  that  in  the  discussion  period. 
Similarly,  cancer  of  the  lung,  even  with 
routine  chest  x-ray  films,  is  not  yielding  to 
early  diagnosis  as  favorably  as  one  would 
hope.  In  this  connection,  we  are  now  using 
the  cytologic  examination  of  sputum  induced 
by  hypertonic  saline  and  propylene  aerosol 
in  an  attempt  to  improve  the  detection  of 
presymptomatic  lung  cancer  in  selected 
groups  such  as  long-term  cigaret  smokers. 

Notice  that  the  accumulated  yield  of 


cancer  detected  during  these  three  years  for 
women  was  just  over  1 per  cent  (10.1  per 
1,000)  and  for  men  just  over  3/4  of  1 per  cent 
or  8 per  1,000.  On  annual  return  examina- 
tions this  figure  is  somewhat  reduced,  as  one 
would  hope  it  would^be  in  programs  of  this 
sort. 

Now,  that  is  the  kind  of  yield  one  can 
expect  of  histologically  confirmed  cancer. 
Interesting,  but  it  hasn’t  proved  a thing 
until  one  takes  a look  at  the  all-important 
question  of  “Did  these  patients  fare  better 
with  their  cancers  detected  and  referred 
promptly  for  treatment  before  the  onset  of 
classic  symptoms  and  signs  of  the  disease?” 
Table  III  is  the  beginning  look  at  this  all- 
important  question.  This  is  the  five-plus- 
year  status  of  those  patients  with  four  of  the 
major  cancers  summarized  on  the  last  table. 

You  see  that  the  breast  cancer  figures 
change  to  75.  We  are  trying  to  review  the 
histologic  specimen  on  every  one  of  these 
study  patients;  in  1 of  these  breast  patients, 
a case  of  cystosarcoma  phyllodes,  it  was 
decided  on  review  that  the  tumor  was  not 
to  be  counted  as  malignant  so  that  the  figure 
is  now  75.  Of  these  75  cases  of  breast 
cancer,  14  (19  per  cent)  have  died  of  their 
primary  disease,  5 are  in  the  category 
“other.”  One  of  these  latter  patients  died 
of  cancer  of  the  lip  which  she  refused  to 
have  taken  care  of,  with  no  evidence  of 
residual  breast  cancer.  The  others  have 
died  of  various  other  causes  not  related  to 
cancer. 

Now  look  at  the  last  column  on  the  right, 
the  truly  conservative  success  category  of 
patients  who  are  known  to  be  free  of  any 
disease  five  or  more  years  after  detection 
and  treatment,  based  on  re-examination  at 
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TABLE  IV.  Potential  effect’of  cancer  detection  on  cancer  mortality  based  on  United  States  statistics, 

1963* 


Site 

Deaths 

Per  Cent 
Preventable 

Revised 

Mortality 

Salvage 

Cervix 

10,000 

100 

10,000 

Skin  (excluding  melanoma) 

2,000 

100 

2,000 

Colon-rectum 

40,600 

65 

13,910 

26,690 

Breast 

24,950 

50 

12,475 

12,475 

Prostate 

15,800 

50 

7,900 

7,900 

Head  and  neckf 

10,000 

50 

5,000 

5,000 

Endometrium 

4,000 

50 

2,000 

2,000 

Lung 

40,800 

10 

36,720 

4,080 

Stomach 

19,000 

10 

17,100 

1,900 

Urinary  organs 

13,500 

10 

11,150 

2,350 

Ovary 

8,600 

10 

7,740 

860 

Totals 

189,250 

39.8 

113,995 

75,255 

* American  Cancer  Society  estimates, 
t Includes  buccal  cavity,  pharynx,  larynx,  and  thyroid. 


the  clinic  or  by  the  patient’s  own  physician 
who  reports  to  us.  This  figure  of  51,  or 
68  per  cent,  is  measurably  above  the  ex- 
perience one  would  expect  with  “average 
breast  cancer,”  namely,  in  the  range  of  50 
per  cent.  This  study  must  be  extended, 
obviously,  but  it  is  encouraging  to  date. 

There  are  57  proved  cases  of  colon-rectum 
cancer.  Eleven  (19  per  cent)  were  not 
successfully  managed  (10  have  died  of 
colon-rectum  cancer;  1 is  living  with 
metastatic  disease)  and  4 have  been  lost  to 
other  causes.  However,  42  (74  per  cent  or 
just  under  three  quarters  of  the  group)  are 
free  of  evidence  of  disease  on  re-examination 
five  years  or  more  later.  I personally  believe 
that  they  will  prove  to  be  absolute  cures. 
This  is  a disease  in  which  you  can  expect  at 
the  most  30  to  35  per  cent  five-year  survivors 
after  treatment  in  the  presence  of  classic 
symptoms,  and  many  of  those  patients  will 
have  had  major  surgery  with  a permanent 
colostomy.  Essentially  none  of  the  Strang 
patients  have  had  this  type  of  problem. 

There  are  40  cases  of  cancer  of  the  cervix 
(35  in  situ  and  5 early  invasive)  with  no 
deaths,  although  1 patient  still  has  her  dis- 
ease under  careful  control  by  election. 
There  are  18  cases  of  cancer  of  the  endome- 
trium with  no  deaths. 

Preventable  deaths 

We  took  this  kind  of  experience  and  asked 
ourselves  a question,  trying  to  be  honest  and 
conservative,  “What  could  be  the  effect  on 
current  cancer  mortality  if  (and  this  is 


admittedly  a big  ‘if’)  the  adult  population 
could  have  this  kind  of  examination  periodi- 
cally?”— the  kind  of  cancer  detection  pro- 
gram that  you  are  now  bringing  to  Rockland 
County.  Table  IV  is  the  result  of  this 
exercise.  We  believe  that  cancer  of  the 
cervix,  which  kills  10,000  women  a year, 
should  be  100  per  cent  preventable.  This 
is  not  a unique  position  we  have  taken.  I 
think  it  is  shared  by  almost  everyone  involved 
in  this  kind  of  program.  Certainly,  the 
figure  would  approach  100  per  cent  pre- 
ventable death  from  this  disease.  That  is  a 
salvage  of  10,000.  Deaths  from  cancer  of 
the  skin,  if  you  exclude  melanoma  (and 
there’s  even  some  encouragement  with 
melanoma  when  it  is  captured  early) 
certainly  should  be  100  per  cent  preventable. 

It  is  our  belief  that  65  per  cent  of  current 
colon-rectum  cancer  deaths  could  be  pre- 
vented by  periodic  sigmoidoscopy  and 
prompt  treatment  of  those  abnormalities 
which  are  encountered.  This  is  based 
primarily  on  the  demonstrated  effectiveness 
of  detecting  and  removing  adenocarcinoma 
of  the  colon  and  rectum  before  it  is  advanced 
and  causing  symptoms.  But  let’s  keep  in 
mind  that  there  is  also  the  preventive  aspect 
of  finding  and  removing  those  benign  polyps 
which  are  not  malignant  but  which  in  some 
instances  (we  think  about  10  per  cent)  are 
destined  to  become  malignant  if  they  are 
not  found  and  removed.  So,  there  is  a real 
preventive  aspect  here  and  that  figure  may 
be  more  conservative  than  it  needs  to  be. 

We  feel  that  half  of  the  current  breast 
cancer  deaths  are  preventable.  Our  ex- 
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perience  leads  us  to  predict  a 50  per  cent 
reduction  in  deaths  from  cancer  of  the 
endometrium.  I think  that  this  is  probably 
conservative.  The  experience  which  is 
developing  in  the  cytologic  detection  of 
cancer  of  the  endometrium  and  its  precursors 
is  very  encouraging.  The  head  and  neck 
are  certainly  accessible  sites  which  respond 
well  to  early  diagnosis  and  treatment.  Man- 
agement of  prostatic  cancer  is  more  complex, 
but  a 50  per  cent  salvage  is  still  proposed  as 
realistic.  Cancers  of  the  lung,  ovary,  and 
stomach  are  discouraging,  but  still  some 
improvement  is  to  be  gained  by  early  diagno- 
sis if  we  can  achieve  it. 

Over  all,  even  this  partial  list  of  cancer 
deaths  adds  up  to  almost  75,000  which  are 
preventable,  a figure  which  is  not  far  re- 
moved from  what  the  American  Cancer 
Society  has  been  using.  I believe  that  this 
is  not  an  unrealistic  statement  on  the  part  of 
the  Society.  A very  substantial  part, 
perhaps  one  quarter,  of  the  current  deaths 
could  be  prevented  if  we  all  got  on  with  the 
job  of  cancer  detection  for  the  adult 
population. 

Patient  selection 

Of  course  the  all-important  “if”  in  this  is 
the  question  of  “How  do  we  do  it?”  This  is 
a phenomenal  load.  There  is  a critical  time 
and  money  input  involved.  Doctors  have  a 
right  to  say,  “All  right,  you’ve  convinced 
me,  and  I’m  quite  impressed  with  the  figures, 
but  certainly  I can’t  spend  any  more  time 
than  I have.  I can’t  afford  to  spend  forty 
minutes  with  a person  who  is  well.  I’m  so 
busy  that  I can  hardly  take  care  of  my  ill 
patients.” 

This  is  a major  problem,  one  we  all  have 
to  face  and  deal  with  realistically.  It  seems 
to  me  that  the  solution  is  going  to  be  to 
develop  a means  of  identifying  that  portion 
of  the  population  most  apt  to  be  harboring 
cancer  or  precancer  through  the  use  of 
selection  factors.3  Perhaps  some  day  we’ll 
have  a reliable  general  screening  test  for 
cancer  whereby  one  could  say,  “You  don’t 
have  to  examine  1,000  individuals  to  find 
the  10  cancers,  because  900  individuals  are 
in  a group  where  the  likelihood  of  cancer  is 
remote.  Spend  time  on  the  100  out  of  the 
1,000  to  find  the  10  with  occult  cancer.” 
If  we  could  set  up  the  means  to  do  this  kind 
of  prescreening  and  selection  of  patients  to 
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FIGURE  13.  Total  diagnoses,  by  type  and  age,  in 
both  sexes  from  1947  to  1950  at  the  Cancer  Pre- 
vention Detection  Center,  Kips  Bay-Yorkville  Health 
Center. 


whom  we  should  devote  our  attention,  we 
certainly  would  be  over  one  of  the  major 
hurdles  of  the  overload. 

This  is  the  kind  of  problem  I am  sure 
you  are  going  to  experience  in  Rockland 
County  as  you  get  on  with  this  program. 
If  it  is  increasingly  accepted  by  the  public 
and  demanded  by  them  there  is  going  to 
come  a time  when  the  load  factor  will  be 
a major  problem,  and  you  are  going  to  have 
to  work  out  means  of  determining  which 
patients  are  the  ones  to  receive  your  atten- 
tion. I personally  believe  that  every  adult 
should  have  the  advantage  of  one  basic 
examination,  and  that  subsequently,  on  the 
basis  of  that  one  examination,  you  can  then 
identify  those  who  can  have  spaced-out 
examinations  and  those  who  should  have 
them  faithfully  and  at  regular  invervals,  by 
whatever  schedule  you  think  is  most  reason- 
able and  feasible.  This  will  vary  from  pa- 
tient to  patient  and  from  group  to  group. 
Obviously,  as  there  are  many  factors  in 
human  cancer,  we  should  bring  methods  of 
patient  selection  to  bear  on  this  all-important 
efficiency  aspect  of  the  cancer  detection 
program. 


Conclusion 

I am  going  to  close  with  a last  illustration 
(Fig.  13)  which  points  out  one  other  aspect 
of  cancer  detection  examinations.  Dr.  Lore 
has  already  referred  to  this,  and  it  is  ex- 
tremely important.  It  is  the  following: 
Cancer  detection  programs  deserve  the 
major  credit  for  having  revitalized  the 
interest  in  having  periodic  examinations 
among  well  adults,  the  individuals  who  say, 
“I  feel  fine,  I want  a check-up.”  This  sound 
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idea  was  started  many  years  ago  but  then 
was  dying  on  the  vine.  After  World  War  II, 
the  American  Cancer  Society  and  other 
agencies  again  stressed  the  importance  of 
periodic  examinations.  The  value  of  the 
cancer  check-up  is  now  well  established,  and 
I think  it  is  true  that  every  community  is 
going  to  experience  an  increasing  demand 
from  the  educated  public  for  this  kind  of 
service.  I would  point  out  that  this  not 
only  is  good  from  the  point  of  view  of  cancer 
control  but  also  that  it  has  an  important 
additional  byproduct  (if  you  are  a cancer 
specialist,  it  is  a byproduct;  if  you  are  in- 
terested in  total  adult  preventive  medicine, 
it  is  a direct  product).  This  is,  namely, 
the  finding  of  other  unsuspected  conditions 
which  are  important  in  maintaining  health 
and  avoiding  disease. 

Figure  13  summarizes  the  experience  of 
the  Cancer  Prevention  Detection  Center  at 
Kips  Bay-Yorkville  Health  Center,  a pilot 
project  conducted  jointly  by  Cornell  Univer- 
sity Medical  College  and  the  City  of  New 
York  Department  of  Health  from  1947  to 
1950. 4 This  was  a smaller  program  but 
based  on  the  type  of  examination  we  have 
been  reviewing.  The  method  of  organizing 
the  clinic  enabled  us  to  incorporate  statistical 
methods  from  the  beginning,  and  we  could 
take  a look  at  not  only  the  proved  cancer 
yield  but  also  the  count  of  premalignant 
conditions  and  of  other  conditions  not 
related  to  cancer.  As  you’ll  note,  proved 
cancer  is  a very  small  part  of  the  total  yield. 
The  solid  black  stratum  at  the  very  bottom, 
representing  cancers  diagnosed,  was  actually 
just  over  1 per  cent,  which  is  comparable  to 
what  we’ve  been  discussing  for  Strang  Clinic 
and  what  you  will  no  doubt  experience  as 
you  follow  the  Rockland  County  yield 
figures. 

Next  come  the  precancerous  lesions. 
These  are  the  rectum-colon  polyps,  cervical 
atypias,  and  so  forth.  We  attempted  to  be 
conservative  and  didn’t  count  all  the  leuko- 


plakias or  breast  abnormalities,  for  ex- 
ample, but  just  those  which  we  felt  were 
well  established  and  significant  in  diagnoses. 
This  category  of  detected  premalignant 
conditions  was  found  in  about  12  per  cent  of 
the  2,100  patients  studied  at  the  Kips  Bay- 
Yorkville  Center.  This  figure  increased 
with  age,  as  does  cancer  and  other  findings. 

The  next  category  is  incidental  neoplastic 
diagnoses  such  as  fibromas  and  lipomas, 
which  are  rarely  significant  but  which  still 
were  diagnosed  and  counted.  These  we  can 
disregard  in  evaluating  the  total  impact,  but 
let’s  take  a look  at  the  next  category, 
“Other  conditions  requiring  care.”  Here  are 
the  unsuspected  cases  of  diabetes,  thyroid 
disease,  renal  disease,  occasional  active 
tuberculosis,  and  frequent  cardiovascular 
disease.  Diagnoses  in  this  category  were 
made  in  over  40  per  cent  of  the  total  group 
of  patients.  In  other  words,  2 out  of  5 of 
those  who  came  for  this  examination  were 
found  to  have  potentially  important  condi- 
tions and  were  referred  to  their  own  physi- 
cians for  care.  The  majority  of  these 
patients  had  no  suspicion  of  disease  and  were 
not  planning  to  do  anything  about  then- 
health  status  until  they  were  motivated  to 
come  to  a detection  clinic.  It  is  clear  that  we 
must  keep  this  total  yield  in  mind  when  we 
talk  about  the  importance  of  periodic  exami- 
nation of  the  well  adult,  even  though  the 
most  important  immediate  result  is  related  to 
today’s  subject,  namely,  cancer. 

55  East  34th  Street 
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T o one  who  is  interested  in  the  cancer 
problem  as  a whole,  the  palliative  treatment 
of  cancer  by  surgical  means  is  not  the  ulti- 
mate or  satisfactory  answer  to  the  problem. 
I hope,  as  do  most  men,  that  the  time  may 
come  when  the  application  of  surgical  princi- 
ples to  the  treatment  of  cancer  may  be  as 
extinct  as  the  dodo  bird  or  the  great  auk. 
Projecting  one’s  thought  into  the  future, 
one  hopes  that  other  means  will  be  avail- 
able. It  is  a universal  desire  to  see  cancer 
prevented,  not  only  by  the  discovery  and 
elimination  of  precancerous  lesions,  but, 
even  more  importantly,  by  controlled  im- 
munity. This  possibility  is  exciting  interest 
among  those  engaged  in  cancer  research 
throughout  the  world.  The  clinician  has 
long  been  aware  of  the  many  factors  that 
influence  host  resistance  and  host  suscepti- 
bility to  cancer  as  witnessed  in  his  patients. 
The  research  laboratories,  long  engaged  in 
the  fascinating  and  rewarding  investigations 
of  experimental  cancerogenesis  and  chemo- 
therapy, have  finally  recognized  the  im- 
portance of  immunochemistry  and  immuno- 
genetics  as  related  to  cancer  and  allied 
diseases. 

It  is  a trite  but  necessary  statement  here 
that  the  desideratum  for  the  cure  of  cancer 
implies  that  the  cancer  should  be  eliminated 
completely  from  the  body  with  the  preser- 
vation of  the  part  which  contains  it.  This 
remains  the  great  hope,  and  to  date,  so  far 
as  I know,  the  only  method  which  has 
achieved  this  objective  has  been  radiation 
therapy.  Surgery  thus  finds  itself  preoccu- 
pied with  the  task  of  deciding  what  organs  in 
the  body  can  be  sacrificed  if  necessary  to 
cure  a primary  cancer.  The  history  of 


cancer  surgery  during  the  past  three  genera- 
tions of  effort,  therefore,  has  been  the 
development  of  surgical  technics  by  which 
an  individual  can  sacrifice  a certain  portion 
of  his  body  which  is  found  to  be  nonessential 
for  the  maintenance  of  life,  that  is,  to  divorce 
the  individual  from  that  part  of  his  body 
while  the  cancer  involving  it  is  still  appar- 
ently localized.  It  is  true  that  this  is  not 
always  a desirable  end  result  because  in 
many  instances  it  leaves  the  individual  a 
cripple  in  spite  of  the  many  rehabilitative 
measures  which  have  been  instituted. 

Ablative  hormonal  therapy 

The  title  of  this  address  is  not  the  “cure  of 
cancer,”  but  a consideration  of  the  many 
ways  a surgeon  can  be  of  help  in  the  care  of 
the  individual  patient.  One  such  facility  is 
acting  in  an  adjuvant  capacity  to  the  endo- 
crinologist who  is  treating  certain  cancers 
which  are  responsive  to  hormone  therapy. 
Here  the  surgeon  can  exercise  his  extirpative 
capacities  in  removing  certain  organs  which 
elaborate  hormones  that  may  be  necessary 
for  the  continued  growth  of  the  cancer  or 
whose  removal  can  upset  the  hormonal 
balance  so  as  to  bring  about  favorable  re-  j 
gression  or  growth  restraint  of  the  cancers. 
To  that  end,  the  surgeon  may  be  called  on 
to  castrate  either  the  male  or  female  patient, 
especially  for  cancers  of  the  breast,  ovary, 
and  prostate,  in  addition  to  performing  bi-  i 
lateral  adrenalectomy  or  hypophysectomy.  j 
Such  ablative  surgery  is  one  way  in  which 
the  surgeon  can  serve  the  problem  of  pallia- 
tive management  for  cancer. 

Palliative  surgical  treatment 

There  are  other  ways,  too,  in  which  the  , 
surgeon,  without  anticipation  of  cure,  may  , 
extend  his  efforts  in  helping  the  cancer  pa-  I 
tient.  I can  recall  that  years  ago  many  , 
surgeons  were  not  interested  in  a patient  with 
cancer  unless  that  individual  had  the  dis-  j 
ease  in  such  an  early  stage  that  cure  was  j 
not  only  possible  but  likely.  The  patient  j 
with  inoperable  cancer  was  often  relegated  j 
to  a home  for  incurable  patients  or  referred  . 
to  a radiologist  or  others  who  might  be 
willing  to  spend  their  time  to  achieve  a [ 
palliative  benefit.  The  attitudes  of  sur- 
geons across  the  country  have  largely  [ 
changed. 
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We  may  liken  our  attitude  to  the  patient 
with  cancer  to  the  philosophy  of  the  cardi- 
ologist who  is  confronted  with  patients  who 
have  incurable  heart  disease.  Treatment 
is  not  refused  such  patients;  they  are  kept 
alive,  and  complications  are  avoided  by  the 
institution  of  appropriate  measures.  In 
the  surgical  treatment  of  cancer  we,  too, 
adopt  this  principle.  Even  if  the  cancer 
is  known  to  be  incurable,  still  if  it  can  be 
excised  without  great  hazard  to  the  patient, 
it  may  give  that  individual  a variable  period 
of  relief,  however  short — usually  less  than 
the  five-year  definitive  period  of  cure.  If 
surgeons  can  add  one,  two,  or  three  years 
of  comfortable  living,  even  without  the 
ultimate  achievement  of  a cure,  or  for  that 
matter,  if  we  never  cured  a patient  in  our 
lives,  by  the  application  of  our  palliative 
surgical  efforts  with  their  alleviation  of 
suffering,  our  existence  and  practice  as 
surgeons  would  be  justified.  After  all, 
many  of  the  operations  which  we  do  with  the 
hope  of  cure,  and  which  we  optimistically 
classify  initially  as  potentially  curative, 
are  ultimately  only  palliative  measures. 
One  cannot  impugn  the  surgeon  under  these 
circumstances  for  his  ethical  effort  to  al- 
leviate the  patient’s  suffering. 

The  word  “palliation”  here,  and  this 
applies  not  only  to  surgical  treatment  but  to 
other  disciplines  of  cancer  therapy  as  well, 
does  not  mean  the  prolongation  of  life  with 
continued  suffering.  The  mere  prolonga- 
tion of  life  is  not  a criterion  of  success  be- 
cause palliation  means  the  period  of  com- 
fortable living  that  follows  the  application 
of  therapeutic  measures. 

Cancer  of  the  Stomach.  As  an  example, 
in  earlier  years,  given  a patient  with  an  in- 
curable cancer  of  the  distal  or  proximal 
segment  of  the  stomach  associated  with 
small  metastases  to  the  fiver,  and  therefore 
obviously  hopeless  in  the  end,  obstruction 
by  the  cancer  either  at  the  pylorus  or  cardia 
might  have  called  for  gastroenterostomy 
for  the  cancer  of  the  distal  segment  or  a 
gastrostomy  for  feeding  purposes  if  the 
cancer  involved  the  proximal  segment. 
We  have  reviewed  the  results  of  such  pal- 
liative short-circuiting  operations  covering 
an  experience  of  more  than  thirty  years  at 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases.  The  results  are  deplorable.  Very 
few  patients  who  have  had  gastroenterostomy 
for  cancer  have  lived  longer  than  six  months 


following  the  operation.  The  obstruction  is 
relieved  only  temporarily.  The  cancer  con- 
tinues to  fungate,  ulcerate,  and  bleed,  and 
there  is  associated  discomfort,  indigestion, 
and  vomiting.  In  many  instances  the  can- 
cer later  grows  over  the  gastroenterostomy 
stoma  to  produce  secondary  obstruction. 
Contrary  to  what  one  might  expect,  the 
operative  mortality  of  gastroenterostomy 
for  cancer  is  as  high  as  gastrectomy  for  the 
same  disease.  The  same  handicaps  exist 
for  gastrostomy  which  enables  the  un- 
fortunate patient  to  receive  food  but  does 
not  create  a comfortable  existence.  We 
have  come  to  the  conclusion  that  the  only 
palliative  treatment  of  cancers  involving 
either  the  distal  or  proximal  segments  of  the 
stomach  is  to  do  a gastrectomy.  The  mor- 
tality rate  is  no  greater  for  gastrectomy 
than  for  gastroenterostomy.  Even  if  the 
length  of  fife  may  not  be  greatly  increased, 
it  is  a more  comfortable  fife,  and  this  is  what 
we  are  trying  to  achieve. 

Cancer  of  the  rectum-colon.  The 
same  principle  applies  to  cancers  impli- 
cating other  divisions  of  the  gastrointestinal 
tract.  For  example,  a colostomy  ulti- 
mately becomes  necessary  in  about  40  per 
cent  of  patients  with  inoperable  cancers  of 
the  rectum.  A colostomy  after  resection  of 
the  rectum  is  not  a social  or  physical  handi- 
cap these  days.  A colostomy  for  rectal 
cancer  left  in  place  affords  little  palliation, 
because  the  cancer  continues  to  grow  and  to 
invade  the  surrounding  structures  with 
consequent  tenesmus,  discharge  of  mucus, 
pus,  and  blood,  and  increased  pain  due  to 
invasion  of  the  lumbosacral  nerve  plexus. 
Colostomy  alone,  therefore,  enables  the 
patient  to  five  longer  and  suffer  more.  If 
cancers  of  the  rectum  and  rectosigmoid  are 
incurable  because  of  large  nodes  in  the  para- 
aortic groups  or  a few  small  metastases  in 
the  fiver,  and  if  it  is  at  all  technically 
possible,  we  attempt  to  resect  the  rectum  or 
rectosigmoid  and  establish  a low  anocolonic 
anastomosis  so  that  these  patients  may  ex- 
perience a much  more  comfortable  existence 
during  the  remaining  months  of  their  fives. 

Without  considering  here  all  the  pros  and 
cons  about  attempts  to  preserve  the  rectal 
sphincter  for  early  rectal  cancer,  I have 
found  that  one  of  the  best  indications  for  the 
preservation  of  the  rectal  sphincter  is  in  a 
case  in  which  I am  knowingly  operating  on 
a patient  who  is  not  curable.  If  the  incur- 
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able  rectal  cancer  is  still  technically  resect- 
able, I do  an  extensive  local  surgical  removal 
and  make  every  effort  to  bring  down  the 
colon  for  a low  anastomosis.  This  necessity 
may  require  a pull-through  procedure  in 
which  the  colon  is  brought  out  through  the 
terminal  segment  of  the  anorectum  (which  is 
left),  and  an  external  anastomosis  is  con- 
structed, which  is  then  reintroduced  within 
the  grasp  of  the  sphincter.  These  patients 
spend  the  remainder  of  their  lives  in  com- 
fort as  far  as  the  primary  tumor  is  concerned. 
Because  of  distant  metastases,  the  fear  of  local 
recurrence  is  not  the  deterrent  to  removal 
of  the  cancer.  One  realizes  that  the  distant 
metastases  will  be  the  ultimate  answer  to 
the  patient’s  duration  of  life,  and  neither 
the  patient  nor  the  surgeon  need  worry  about 
the  hazard  of  local  recurrence. 

Cancer  of  the  kidney.  The  same 
principles  of  conduct  apply  to  the  man- 
agement of  other  metastasizing  cancers, 
for  instance,  cancer  of  the  kidney.  Some 
growth  restraint  may  be  exercised  by  ju- 
dicious irradiation  of  primary  renal  cancers 
which  have  metastasized  to  distant  sites. 
However,  in  my  practice,  if  such  patients 
are  not  too  ill  and  if  the  carcinomatous  kid- 
ney is  still  mobile,  I have  no  hesitation  and 
am  not  burdened  in  conscience  in  taking  out 
the  primary  tumor,  that  is,  performing  a 
nephrectomy.  There  are  purists  who  say: 
“If  one  analyzes  the  end  results  of  treat- 
ment in  terms  of  duration  of  life,  it  is  not 
prolonged  by  nephrectomy.”  I maintain, 
however,  that  it  is  a more  comfortable  life, 
and  the  patients  do  not  suffer  from  the 
continued  growth  or  extension  of  the  pri- 
mary cancer. 

Visceral  metastases.  The  same  prin- 
ciples of  judgment  and  conduct  apply  to 
the  management  of  distant  and,  particularly, 
visceral  metastases.  I can  recall  the  early 
times  when  any  surgeon  who  would  under- 
take the  partial  removal  of  a distant  organ 
for  metastatic  cancer,  such  as  in  the  lung, 
liver,  or  brain,  would  be  accused  by  his 
colleagues  of  malpractice.  Now,  in  selected 
cases,  we  are  excising  these  visceral  metasta- 
ses for  the  prolongation  of  life  and  comfort 
and  have  been  successful  sometimes  in 
securing  long-term  survivals  or  definitive 
cures.  Let  me  cite  some  examples  in  which 
this  operation  has  been  feasible. 

Patients  who  have  had  successful  local 
extirpations  of  bone  sarcomas  or  of  sarcomas 


of  the  soft  somatic  tissues  may  have  no 
local  recurrences  but  frequently  reappear 
with  evidence  of  pulmonary  metastasis.  If 
tomographic  studies  show  the  metastasis 
apparently  as  a single  focus  and  not  dif- 
fusely metastatic,  we  usually  perform  a 
thoracotomy  and  segmental  excision  or 
lobectomy  for  such  metastatic  sarcoma. 
Some  of  these  patients  have  lived  beyond  a 
five-year  period  before  other  metastasis 
appeared;  some  of  them  have  lived  com- 
fortably for  one,  two,  and  three  years  before 
other  foci  made  their  appearance. 

The  same  principles  apply  for  the  treat- 
ment of  metastatic  cancer  in  the  brain.  If 
a patient  presents  evidence  of  metastasis  to 
the  brain,  the  primary  cancer  has  been  con- 
trolled, and  studies  by  electroencephalogra- 
phy and  angiography  indicate  a possible 
single  focus,  then,  under  proper  conditions, 
the  neurosurgeon  may  be  justified  in  per- 
forming a craniotomy  and  removing  the 
metastasis.  As  an  example,  one  patient  at 
Memorial  Hospital  had  a single  focus  of 
metastatic  melanoma  to  the  brain  removed 
surgically  by  a neurosurgeon  with  the  happy 
result  that  the  patient  is  living  and  well  after 
more  than  eight  years.  One  does  not  as- 
sert that  this  patient  is  cured,  but  the  eight 
years  of  ensuing  comfortable  life  certainly  ' 
justify  the  principle  and  the  surgical  effort. 

Let  me  cite  another  instance  in  which  the 
excision  of  a metastatic  cancer  to  the  brain  1 
has  resulted  in  a long-term  survival  or 
possible  cure.  This  patient  was  a girl,  j 
eleven  years  of  age,  who  came  from  a j 
Southern  state  with  an  advanced  cancer  of  ! 
the  thyroid  gland.  A formal  biopsy  had 
been  taken  from  the  thyroid  gland  proper  | 
and  from  bilaterally  invaded  cervical  nodes. 

I attempted  to  remove  as  much  of  the  pri- 
mary and  metastatic  cancer  as  possible,  but 
the  excision  was  incomplete.  I implanted 
gold  radon  seeds  into  the  cancer  adjacent  to 
the  trachea,  which  was  inseparably  adherent, 
and  into  some  of  the  inoperable  exposed  ! 
lymph  nodes.  The  child  was  then  given  [ 
radiation  therapy  bilaterally  to  the  neck,  | 
employing  one  G-4m.  radium  element  pack,  b 
which  was  our  most  efficient  agent  at  that 
time.  She  received  an  epidermicidal  dose, 
with  radiation  pharyngitis  causing  such  I 
difficulty  in  swallowing  that  she  had  to  be 
fed  by  nasal  gavage.  When  she  was  ready  to 
go  home  later,  her  mother  said  to  me  I 
“She  has  been  having  episodes  of  im- 
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paired  vision,  headaches,  and  vomiting.” 
I found  her  to  have  bilateral  choked  optic 
disks.  Ventriculograms  were  done  which 
revealed  a mass  in  one  lateral  ventricle. 
I advised  a craniotomy. 

I recalled  an  instance  when  Harvey 
Cushing,  M.D.,  by  invitation,  addressed  a 
weekly  seminar  which  I was  conducting  at 
Yale.  In  commenting  on  metastatic  cancers 
to  the  brain,  he  related  a personal  experience 
in  which  he  had  removed  a single  metastatic 
focus  of  cancer  from  the  brain  of  a patient 
who  was  living  and  well  seven  years  later. 
After  I recited  this  episode  to  the  child’s 
parents,  they  consented  to  a craniotomy 
which  was  performed  by  Byron  Stookey, 
M.D.  He  removed  a spherical  tumor  from 
the  lateral  ventricle  which  proved  to  be 
metastatic  thyroid  cancer.  This  girl  went 
through  high  school  and  college  and  then 
married.  She  has  three  children,  and  she  is 
living  and  well,  thirty  years  later.  There  is 
justification,  I believe,  for  carrying  out  the 
treatment  of  metastatic  cancers  to  certain 
viscera.  I have  been  doing  it  more  recently 
for  metastases  to  the  liver. 

Surgical  philosophy  supporting 
radical  surgical  treatment  of  cancer 

In  the  extension  of  surgical  treatment  for 
cancer  of  various  organs,  it  would  seem  that 
we  have  almost  reached  the  limit  of  that 
percentage  of  the  body  which  can  be  dispensed 
with  and  still  have  maintenance  of  fife. 
During  the  previous  decade  there  seemed  to 
be  more  or  less  competition  throughout  the 
United  States  as  to  how  much  of  the  human 
body  could  be  removed  surgically  and  leave 
a remnant  still  compatible  with  life.  Of 
course,  one  has  to  weigh  all  of  these  pro- 
cedures most  carefully  in  the  individual 
patient.  One  must  decide  as  to  the  prospect 
of  palliative  relief  or  a more  remote  prospect 
of  cure.  One  must  weigh  this  against  the 
disability  of  the  patient;  the  temperament 
of  the  individual;  the  family,  social,  and 
business  obligations;  and  the  risk  of  opera- 
tive mortality.  All  of  these  enter  into 
consideration  on  the  part  of  the  surgeon  in 
rendering  his  decision.  He  must  take  care 
that  in  deciding  not  to  accept  the  risk  of  a 
very  major  operative  procedure  he  is  not 
acting  as  an  immoral  judge  in  deciding  that 
the  patient’s  cancer  is  so  far  advanced  and 
the  risk  so  great  that  he  will  deny  the  opera- 


tion to  the  patient.  He  must  not  be  in- 
fluenced by  his  own  fear  of  criticism  from 
colleagues  or  the  lay  public.  The  surgeon 
faced  with  the  challenge  of  an  advanced 
cancer  must  have  the  vicarious  courage  to 
suffer  his  patient’s  illness.  Very  few 
surgeons  ever  close  the  chest  or  abdomen 
after  concluding  that  they  will  not  remove  a 
certain  cancer  without  experiencing  a feeling 
of  great  futility.  They  must  weigh  very 
carefully  whether  their  decisions  are  based 
on  personal  evaluation  of  actual  inoperabil- 
ity or  whether  they  are  influenced  also  by 
their  own  state  of  mind  and  whether  they 
are  looking  for  excuses  not  to  put  the 
patients  through  operations  which  are  not 
only  dangerous  and  of  uncertain  outcome, 
but  major  ordeals  for  the  surgeons  as  well. 

Interpretation  of  adequate 
operations  for  cancer 

I can  recall  years  ago,  when  someone  said 
that  any  surgeon  who  would  attempt  to 
remove  the  entire  stomach,  that  is,  perform 
a total  gastrectomy,  had  no  thought  but  to 
kill  two  with  a single  blow:  One  was  the 

patient,  and  the  other  was  his,  the  surgeon’s, 
reputation.  Even  for  those  cancers  which 
are  readily  operable,  there  has  been  a rational 
extension  of  the  scope  of  the  surgeon.  I 
may  cite  a few  examples  to  point  this  out. 
In  the  case  of  cancer  of  the  rectum,  the  old 
abdominoperineal  rectal  resection  by  the 
method  of  Miles  was  a simple  operation  in 
which  the  pelvic  colon  with  the  adjacent 
mesentery  and  contained  pararectal  nodes 
was  excised  with  performance  of  a permanent 
colostomy.  This  operation  now  is  extended 
so  that  the  surgeon  carries  out  the  nodal 
dissection  as  high  as  the  level  of  the  origin 
of  the  inferior  mesenteric  artery.  By 
removal  of  this  higher  echelon  of  lymph 
nodes,  metastatic  cancer  is  removed  in  an 
additional  12  to  14  per  cent  of  cases.  In 
addition,  many  surgeons  now  dissect  the 
pelvic  lymph  nodes  from  the  bifurcation  of 
the  aorta  downward,  including  the  iliac  and 
obturator  nodes;  and  especially  they  extir- 
pate the  lateral  ligaments  of  the  rectum 
because  the  lateral  spread  is  the  most  dan- 
gerous way  in  which  cancer  of  the  rectum 
extends.  The  same  principle  applies  to  the 
treatment  of  cancers  of  the  left  colon.  The 
earlier  end  results  of  treatment  of  cancers  of 
the  right  colon  usually  have  been  better  than 
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for  the  left  colon  in  terms  of  definitive  cure. 
The  right  colon  has  only  a single  arterial 
supply  so  that  the  surgical  treatment  of 
cancer  in  this  location  necessitates  the  entire 
removal  of  the  right  colon  plus  the  excision 
of  the  adjacent  mesentery  with  its  contained 
nodes;  by  so  doing,  one  has  a more  adequate 
removal  of  the  region  possible  for  lymphatic 
metastasis  than  obtains  for  cancers  of  the 
left  colon.  The  blood  supply  to  the  left 
colon  is  more  abundant,  and  so  the  surgeon 
is  tempted  to  do  a relatively  short  segmental 
excision  of  the  left  colon  and  effect  an  anasto- 
mosis. Such  a compromise  does  not  remove 
sufficient  mesentery  and  the  bed  of  lym- 
phatic drainage.  The  present  concept  and 
plan  is  to  do  a complete  left  hemicolectomy 
instead  of  a simple  segmental  resection. 

Cancer  of  the  stomach 

Cancer  of  the  stomach  has  an  increasing 
rate  of  curability.  Prior  to  the  time  I 
organized  the  Gastric  Service  at  Memorial 
Hospital  for  Cancer  and  Allied  Diseases 
thirty-two  years  ago,  there  had  been  only 
6 partial  gastrectomies  in  the  history  of  the 
institution;  5 of  these  patients  succumbed 
to  the  operations,  and  the  sixth  patient  died 
two  months  after  discharge  from  the 
hospital.  At  that  time,  cancers  of  the  gas- 
tric cardia  were  all  classified  as  inoperable, 
and  such  procedures  as  laparothoracotomy 
and  total  gastrectomy  were  never  under- 
taken. Cancers  involving  the  proximal 
third  of  the  stomach  and  the  terminal 
esophagus  were  treated  routinely  by  irradia- 
tion with  bad  results.  After  distal  partial 
gastrectomy  as  it  was  done  in  earlier  years, 
too  many  patients  subsequently  developed 
recurrences  in  the  gastric  and/or  duodenal 
stumps,  with  metastases  in  the  perigastric 
lymph  nodes.  It  was  obvious  that  the  re- 
sections in  such  patients  were  too  conserva- 
tive inasmuch  as  these  recurrences  and 
metastases  occurred  in  tissues  which  should 
have  been  removed  at  the  original  operation. 
Total  gastrectomy  for  cancer  includes  a 
removal  of  the  entire  stomach,  liberal  cuffs 
of  the  terminal  esophagus  and  proximal 
duodenum,  the  spleen,  the  omentum,  the 
distal  two  thirds  of  the  pancreas,  and  all  the 
groups  of  perigastric  lymph  nodes  including 
those  in  the  portal  fissure  of  the  liver.  Of 
course,  the  mere  ability  to  do  this  operation 
with  some  skill  and  a relative  degree  of 


safety  is  not  the  indication  for  its  application 
for  all  gastric  cancers.  Certain  general 
principles  may  be  stated  here. 

Cancers  of  the  distal  third  of  the  stomach 
metastasize  with  considerable  frequency  to 
lymph  nodes  along  the  lesser  curvature,  the 
nodes  of  the  retropyloric  and  infrapyloric 
groups,  nodes  along  the  greater  curvature, 
but  seldom  to  the  splenic  hilar  nodes  or  to  the 
nodes  along  the  superior  margin  of  the  pan- 
creas. Therefore,  a distal  subtotal  gas- 
trectomy, removing  the  entire  lesser  curva- 
ture and  sparing  the  gastric  fundus,  the 
spleen,  and  the  distal  pancreas,  is  the  pro- 
cedure of  choice.  Per  contra,  cancers  in  the  I 
middle  and  proximal  segments  of  the  stom- 
ach tend  to  spread  to  all  groups  of  perigastric 
nodes;  therefore,  we  usually  perform  the 
classical  type  of  total  gastrectomy.  Total 
gastrectomy  is  done  for  all  primary  gastric 
lymphosarcomas,  for  all  superficial  spread- 
ing cancers  of  the  stomach,  and  for  all 
diffusely  invading  cancers  of  the  stomach 
regardless  of  the  segment  involved.  It 
can  be  appreciated  that  this  operation  is  I 
applicable  for  many  patients  who  in  earlier 
years  would  have  been  deemed  incurable 
and  hopeless.  The  employment  of  sub- 
stitutive stomachs,  such  as  interposed  je- 
junum or  colon,  has  enjoyed  some  popularity 
and  usage.  The  metabolic  disorders  follow- 
ing total  gastrectomy  have  been  studied 
thoroughly,  and  a dietary  and  medical 
regimen  has  been  established  which  is 
successful  to  a major  degree  for  lessening 
this  postoperative  invalidism. 

Cancer  of  the  uterus 

The  same  principle  applies,  of  course,  for 
cancers  of  the  uterus  whether  they  be  endo- 
metrial cancers  or  cancers  of  the  uterine 
cervix.  Early  and  limited  cancers  of  the 
cervix  are  suitable  for  surgery  and  are 
equally  suited  to  well-planned  radiation 
therapy.  In  this  stage,  it  is  a tossup  as  to 
whether  a patient  should  be  treated  by  a 
competent  radiologist  or  by  an  experienced 
surgeon  who  can  do  an  adequate  operation. 
Under  this  circumstance  there  should  not  be 
any  controversy  between  the  two  disciplines. 
Speaking  as  a surgeon,  if  I were  a woman 
with  an  early  cancer  of  the  cervix,  I would 
rather  be  treated  by  a radiologist  of  experi- 
ence who  knows  what  he  is  doing  than 
be  operated  on  by  a surgeon  who  is  inexperi- 
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enced  and  who  doesn’t  have  the  facility  to  do 

!the  proper  operation  for  cancer  of  the  cer- 
vix. If  I were  a radiologist,  I could  just  as 
well  reverse  my  opinion  here.  The  opera- 
tions which  are  done  now  for  cancers  of  the 
cervix  are  not  simple  panhysterectomies. 
For  cancers  of  the  cervix,  and  also  more 
recently  for  endometrial  cancers,  pelvic 
lymph  node  dissections  supplement  the 
panhysterectomies.  Whenever  cervical  can- 
cers tend  to  grow  laterally  toward  the  broad 
ligament,  surgical  procedures  do  not  promise 
a high  percentage  of  salvage.  For  that 
matter,  neither  does  radiation  therapy. 

Pelvic  evisceration 

Pelvic  evisceration  is  the  extreme  ulti- 
mate for  certain  advanced  cancers  of  the 
cervix  uteri,  endometrium,  rectum,  and 
prostate  when  multiple  pelvic  viscera,  nota- 
bly the  urinary  bladder,  are  involved.  By 
pelvic  evisceration  or  exenteration  we  mean 
the  removal  of  the  urinary  bladder,  the 
entire  uterus,  the  vagina,  the  vulva,  the 
rectum,  and  the  pelvic  lymph  nodes,  with  a 
permanent  colostomy  and  the  construction 
and  rehabilitation  of  the  bladder  (an 
artificial  ileal  bladder).  There  have  been 
many  doctors  who  considered  an  operation 
of  this  scope  so  disabling  that  they  were 
reluctant  to  perform  it.  Such  doctors  have 
said  to  me:  “This  is  an  operation  I wouldn’t 
have  done  on  myself.  I wouldn’t  permit  one 
of  my  relatives  or  a member  of  my  family  to 
undergo  it.”  This  attitude  is  wrong.  It 
is  my  opinion  that  if  the  surgeon  is  com- 
petent to  do  the  operation,  if  he  believes  it 
to  be  technically  possible,  and  if  the  patient 
wants  it  done,  then,  by  the  terms  of  the 
hippocratic  oath,  he  should  be  the  agent  to 
do  it. 

Let  me  cite  such  an  instance.  A young 
woman  came  with  a very  advanced  recurrent 
cancer  of  the  cervix  following  unsuccessful 
radiation  therapy.  When  cancer  of  the 
cervix  extends  anteriorly  and  posteriorly, 
regardless  of  the  stage  of  the  disease,  it 
still  may  be  possible  to  do  this  radical  opera- 
tion. The  oatient  had  four  minor  children. 
The  cancer  was  very  extensive,  involving 
the  vagina  also,  and  complicated  by  fistulous 
tracts  into  the  bladder  and  rectum;  she 
was  suffering  and  had  a constant  foul  odor 
and  leakage  of  urine  and  feces.  She  had 
been  examined  by  numerous  surgeons  who 


declared  her  condition  to  be  hopeless.  This 
huge  tumor  implicating  all  the  pelvic  viscera 
was  still  mobile,  and  I thought  it  suitable  for 
radical  extirpation.  It  is  a stern  and  un- 
happy task  to  inform  a woman  of  the  neces- 
sity for  an  operation  of  this  magnitude. 
Instead  of  being  disturbed  by  the  news,  she 
was  elated,  grateful,  and  optimistic.  Pelvic 
exenteration  was  done  without  any  post- 
operative complications.  It  is  now  eight 
years  since  the  operation.  She  does  her 
housework,  and  she  does  not  find  that  the 
crippling  effect  of  the  removal  of  her  bladder, 
rectum,  uterus,  and  vagina  has  handicapped 
her  very  greatly.  Why  did  she  rejoice? 
She  had  four  minor  children.  She  wasn’t 
so  concerned  about  the  physical  sacrifice 
asked  of  her  because  she  wanted  to  be  a 
mother  to  these  children  while  they  were 
still  growing.  I think  of  this  accomplish- 
ment not  solely  as  one  which  has  given  her 
an  eight-year  period  of  definitive  cure,  but, 
more  importantly,  of  giving  her  thirty  - 
two  additional  years  of  motherhood  during 
which  time  her  minor  children  could  attain 
an  age  when  they  were  more  self-sufficient. 

Primary  and  metastatic 
cancer  of  the  liver 

One  effort  to  extend  the  scope  of  surgery 
in  the  treatment  of  cancer  which  has  been 
occasionally  futile  and  sometimes  successful 
is  the  extirpation  of  major  portions  of  the 
liver  both  for  primary  and  metastatic 
cancers  in  this  organ.  In  our  country,  the 
number  of  patients  with  primary  cancers  of 
the  fiver  are  quite  few.  Thirty-three  years 
ago,  I made  a survey  of  some  20,000  patients 
with  cancer  who  had  been  admitted  to 
Memorial  Hospital;  only  0.17  per  cent  of 
these  patients  had  primary  fiver  cancer, 
and  the  percentage  is  not  much  greater 
today.  There  are  certain  demographic  re- 
gions in  the  world  where  primary  fiver 
cancers  are  endemic;  it  is  to  be  hoped  that 
as  nutrition  improves  in  these  communities, 
the  incidence  of  fiver  cancer  among  the 
Bantus  in  Africa  and  among  the  Javanese 
and  others  will  decrease  to  the  same  propor- 
tion as  exists  today  in  the  United  States. 

There  are  other  indications  for  operating 
on  cancer  of  the  fiver  in  addition  to  the 
primary  hepatomas  and  cholangiocarcino- 
mas.  Parenthetically,  may  I say  that  oc- 
casional patients  now  with  cholangiocar- 
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cinoma  of  the  liver  relate  a history  of  pre- 
vious hepatitis;  conceivably  this  sequence 
could  be  a suspicious  causative  factor. 
In  early  years,  we  removed  only  those  liver 
tumors  which  occurred  under  certain  for- 
tuitous circumstances,  for  example,  when- 
ever the  hepatoma  might  be  pedunculated, 
much  like  a subserous  fibromyoma  of  the 
uterus.  In  our  early  experience,  we  more 
frequently  removed  the  left  lobe  of  the  liver 
because  it  was  technically  feasible  to  do  so. 
We  were  afraid  to  remove  any  major  portion 
of  the  liver  substance.  We  surgeons  have 
been  very  tardy  in  the  aggressive  surgical 
attack  on  the  liver  for  cancer.  In  my  own 
case,  I was  deterred  by  two  fears:  One  was 
the  memory  that  my  professor  of  physiology 
many  years  ago  had  pointed  out  that  the 
liver  had  at  least  70  important  functions, 
and  most  of  these  functions  were  vital,  in 
consequence  of  which  we  were  reluctant  to 
remove  any  great  part  of  the  liver  substance. 
The  second  fear  was  based  on  the  knowledge 
that  the  liver  is  a human  vascular  sponge 
with  three  major  circulations,  namely,  the 
high  pressure  arterial  system  carrying  40 
per  cent  of  the  blood  via  the  hepatic  artery, 
60  per  cent  of  the  blood  via  the  portal  venous 
system,  and  all  the  important  nutriments 
from  the  intestines  as  well  as  all  the  toxins 
from  that  great  intestinal  cesspool,  plus  a 
complex  biliary  circulatory  system.  Our 
medical  colleagues  had  long  known  that  the 
liver  could  be  largely  destroyed  by  acute 
yellow  atrophy  or  carbon  tetrachloride 
poisoning,  but  when  the  toxic  necrosis 
stopped  and  regeneration  began,  the  liver 
was  capable  of  very  rapid  regeneration.  We 
surgeons  have  been  slow  and  delinquent  in 
taking  advantage  of  this  knowledge.  How- 
ever, it  is  now  possible  to  remove  the  entire 
right  lobe  of  the  liver  and  the  medial  seg- 
ment of  the  left  lobe  comprising  80  per  cent 
of  the  liver  substance.  In  our  study  of 
human  cadavers  with  normal  livers,  we 
transected  the  sagittal  fissure  and  weighed 
the  little  left  lateral  segment  which  re- 
mained: its  weight  averaged  only  18  per 

cent  of  the  total  weight  of  the  liver,  yet  it 
is  enough  to  maintain  life  after  major 
hepatectomy.  It  is  possible  and  safe  in  the 
human  subject  to  remove  up  to  80  per  cent 
of  the  liver  with  survival  of  the  patient. 
It  is  amazing  that  the  human  liver  has  such 


an  irresistable  urge  to  regenerate  itself. 

With  the  consent  and  full  knowledge  of 
certain  of  my  patients  and  at  the  hospital’s 
expense,  we  have  readmitted  them  to  the 
institution  for  second-look  procedures  at 
intervals  of  three  months,  six  months,  a 
year,  a year  and  a half,  and  two  years  after 
taking  out  80  per  cent  of  their  livers. 
Photographs  of  the  regenerated  livers  have 
been  taken  as  well  as  microscopic  sections  | 


to  show  that  the  architecture  is  sound  and 
that  it  is  a true  liver  regeneration.  Of 
course,  all  such  studies  on  liver  regeneration 
have  been  done  on  dogs  and  rats  prior  to 
operation  on  the  human  subject. 

Major  hepatectomy  is  done  now  for 
metastatic  cancer  of  the  gallbladder.  In- 
vasion of  the  fiver  directly  from  the  gall- 
bladder and  dissemination  within  the  right 
lobe  no  longer  classify  the  cancer  as  inoper- 
able, or  even  as  incurable.  Major  hepatic 
lobectomy  for  metastatic  cancers  of  the 
colon  and  ocular  melanoma  is  indicated 
under  certain  circumstances,  but  only  when 
the  primary  lesions  have  been  removed 
without  local  recurrence  and  when  the 
hepatic  metastases  are  confined  to  one  lobe; 
gastric  and  pancreatic  cancers  ordinarily  do 
not  lend  themselves  to  the  operation  be- 
cause their  metastases  to  the  liver  are 
usually  diffuse  throughout  both  lobes.  Can- 
cer of  the  colon  may  metastasize  to  one  lobe 
only  and  may  reach  a considerable  size  while 
the  opposite  lobe  remains  intact. 

Some  patients  with  metastatic  cancer  to 
the  fiver  survive  a long  time  after  hepatec- 
tomy. For  example,  a seventy -two-year- 
old  woman  is  living  four  and  a half  years 
after  right  hepatic  lobectomy  for  metastatic 
leiomyosarcoma,  the  primary  sarcoma  of  the 
small  intestine  having  been  removed  pre- 
viously. One  might  say,  ‘‘Why  do  an 
operation  of  this  character  and  magnitude  on 
a seventy-two-year-old  woman?”  It  is  in- 
teresting that,  during  these  years  which 
have  elapsed,  she  was  able  to  nurse  her 
husband  for  serious  heart  disease  before  his 
death  two  years  later. 

There  are  often  sociologic  problems  in- 
volved, too,  in  the  surgeon’s  decision  con- 
cerning the  wisdom  and  indications  for 
treating  patients  with  advanced  cancer. 
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A discussion  of  the  hormonal  manage- 
ment of  advanced  cancer  of  hormone- 
dependent  structures  should  consider  what 
role  hormones  play,  if  any,  in  the  develop- 
ment of  cancer. 

In  1896,  Beatson,1  an  English  surgeon, 
extirpated  the  ovaries  of  3 women  who  had 
carcinoma  of  the  breast.  Marked,  al- 
though temporary,  regression  occurred  in 
2 of  them.  This  interesting  observation 
led  to  new  interest  in  the  influence  of 
hormones  on  malignant  growths  of  the 
breast. 

In  1907,  Loeb2  demonstrated  the  impor- 
tant role  of  ovarian  hormones  in  the  de- 
velopment of  breast  cancer  in  a certain 
strain  of  mice.  He  found  that  castration, 
performed  by  the  sixth  week,  reduced  the 
incidence  of  breast  cancers  to  practically 
zero.  If  castration  was  performed  after 
the  sixth  month,  the  incidence  of  breast 
cancer  was  not  altered. 

Lacassagne3  of  Paris,  France,  presented, 
in  1932,  damning  evidence  that  estrogens 
played  an  important  role  in  the  development 
of  breast  cancer  in  mice.  He  employed  a 
strain  of  mice  in  which  the  natural  incidence 
of  breast  cancer  was  about  25  per  cent. 
When  estrogens  were  administered  over  a 
period  of  about  one  third  of  the  life  span 
of  these  mice,  breast  cancer  developed  in 
75  per  cent.  It  remained  for  Bittner4 
o show  that  merely  nursing  newborn 
mice  from  a noncancer  strain  at  the  breasts 
of  a cancer-bearing  strain  increased  the 
incidence  of  breast  cancer  to  the  level 
found  normally  in  the  cancer  strain  of 
mice.  So,  aside  from  an  estrogen  factor, 
there  was  also  a milk  (virus)  factor  which 
exerted  important  influences  in  tumor 
development. 
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FIGURE  1.  Relation  of  estrogen  and  pituitary 
gonadotropins  in  intrasplenic  ovarian  transplants. 
These  experiments  of  Lipschutz6  led  to  implanta- 
tion into  spleen  of  only  a small  piece  of  ovarian 
tissue  which  in  the  absence  of  estrogens  grew  to 
tumor  size  through  uninhibited  stimulation  by 
pituitary  gonadotropins.  Granulosa  cell  tumors 
resulted.  Estrogen  administration  prevented  such 
tumor  growth. 

The  redoubtable  Hartman,5  while  at  the 
Carnegie  Institute,  started  a long-time 
experiment  on  the  female  macaque.  Es- 
trogens were  administered  continuously 
over  a period  of  seven  years.  Half  of  the 
monkeys  were  then  sacrificed,  and  au- 
topsies were  performed.  The  other  half* 
were  observed  for  another  seven  years 
and  then  sacrificed,  and  autopsies  were 
performed.  No  cancers  of  hormone-de- 
pendent structures  were  found.  In  spite 
of  these  experiments,  the  news  of  Lacas- 
sagne’s3  work  infused  such  a degree  of 
caution  as  to  affect  greatly  the  use  of 
hormones  in  human  beings,  and  the  fear 
has  not  been  dissipated  to  this  day. 

Many  years  ago,  Lipshutz6  of  Santiago, 
Chile,  induced  granulosa  cell  tumors  by 
implanting  bits  of  ovarian  tissue  into  the 
spleen  of  animals  on  which  ovariectomies 
had  been  performed.  When  estrogens  were 
administered,  or  if  one  ovary  was  left  in 
place,  then  the  splenic  tumors  failed  to 
develop  (Fig.  1).  Thus,  it  would  appear 
that  under  certain  circumstances  estrogens 
prevent  tumor  growth. 

Many  physicians  still  believe  firmly  that 
hormones  cause  cancer.  In  some  areas 
in  the  United  States,  any  clinician  who 
employs  hormones  is  looked  on  with  sus- 
picion and  is  held  suspect  by  the  lay  as  well 
as  the  medical  community.  Before  1930, 
steroid  hormones  were  not  available  for 
clinical  use.  I believe  it  proper  to  ask, 
“Was  the  incidence  of  cancer  of  the  breast 
greater  in  the  decade  of  1950  to  1960  than 
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FIGURE  2.  Massachusetts  Board  of  Health  report 
on  crude  cancer  death  rates  for  lung,  breast,  and 
uterus,  and  corrected  death  rates  for  leukemia  in 
both  sexes. 

that  of  1920  to  1930?”  A study  of  the 
reports  from  both  the  State  of  Massachusetts 
Board  of  Health  and  the  United  States 
Public  Health  Service  reveals  that  there 
has  been  no  appreciable  change  in  the 
death  rate  from  breast  cancer  over  the 
past  thirty  years  (Fig.  2).  Certainly,  the 
technics  for  breast  surgery  or  radiation 
therapy  have  not  changed  significantly. 
On  the  other  hand,  lung  cancer  has  in- 
creased sevenfold  during  the  same  period. 
Some  significant  increase  would  have  been 
expected  if,  indeed,  hormones  induced  breast 
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FIGURE  3.  Deaths  from  cancer  by  site  in  United 
States  in  1930  and  1956  (A.M.A.  News  Graphichart, 
Health  Information  Foundation). 


cancer  (Fig.  3).  It  may  be  said  that 
hormones  influence  the  rate  of  growth  of 
certain  cancers  but  that  hormones  do  not 
initiate  cancer.  Hormones  have  been  com- 
pared with  axle  grease  on  a wheel.  Axle 
grease  is  not  the  force  which  is  responsible 
for  motion.  Hormones  may  modify,  ac- 
celerate, or  slow  down  the  rate  of  growth. 

Breast  cancer 

A new  era  in  the  management  of  breast 
cancer  was  opened  by  Nathanson7  of 


FIGURE  4.  (A)  Photograph  of  x-ray  film  of  cervical  vertebrae  of  young  woman  several  years  after  radical 
mastectomy  for  breast  carcinoma.  Note  osteolytic  lesions.  (B)  Note  recalcification  of  lesions  in  x-ray 
studies  obtained  ten  years  after  ablation  of  ovaries  and  adrenals.  Patient  has  been  maintained  on  cor- 
ticoids. 
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FIGURE  5.  (A)  Photograph  of  x-ray  film  showing  generalized  metastatic  lesions  in  case  of  prostatic  cancer. 
(B)  Same  patient  twelve  years  after  continuous  stilbestrol  therapy.  Note  remineralization  of  bones  and 
regression  of  many  of  metastatic  lesions. 


Boston.  In  trying  to  increase  the  sensitivity 
of  breast  carcinoma  to  radiation  by  the 
administration  of  large  doses  of  estrogens, 
he  noted  that  some  patients  showed  re- 
markable regressive  changes  before  radia- 
tion therapy  was  started.  After  several 
years  of  trial  in  which  various  hormones 
were  administered  to  women  for  the  pal- 
liation of  advanced  breast  cancer,  a group 
of  investigators  concluded  that  androgens 
were  preferable  for  the  premenopausal 
woman  and  estrogens  for  the  postmen- 
opausal woman  with  an  estrogen  deficit.8 
It  seems  paradoxical  that  hormones  which 
were  said  to  cause  cancer  should  be  employed 
for  palliation  and  to  arrest  the  progression 
of  cancer  of  the  breast.  Indeed,  experience 
has  proved  that  estrogens  are  best  for 
soft  tissue  lesions  and  androgens  for  skeletal 
metastases. 

The  following  case  is  presented  because  it 
raises  several  questions  as  to  management  of 
a young  patient  with  metastatic  breast 
cancer.  A thirty-two-year-old  woman  with 
breast  carcinoma  was  subjected  to  radical 
mastectomy.  Some  years  later  she  de- 
veloped considerable  pain  in  the  neck, 
and  x-ray  studies  revealed  an  osteolytic 
lesion  involving  the  cervical  vertebrae 


(Fig.  4A).  A zealous  surgeon  immediately 
performed  both  ovarian  and  adrenal  ex- 
tirpation, and  the  patient  was  placed  on 
sustaining  doses  of  corticoids.  Now,  ten 
years  later,  I was  asked  to  see  this  patient 
in  consultation.  A recent  x-ray  film  (Fig. 
4B)  revealed  complete  recalcification  of 
the  cervical  vertebrae.  No  other  lesions 
were  found  on  x-ray  survey.  The  questions 
which  arise  are:  When  should  the  ovaries 

be  extirpated?  When  should  bilateral  ad- 
renalectomy be  performed?  I do  not  be- 
lieve there  is  any  unanimity,  and  various 
authorities  have  their  own  approach  to 
the  problem.  It  is  my  considered  opinion 
that  in  the  young  woman,  after  radical 
mastectomy  and  postoperative  radiation, 
watchful  waiting  is  advisable.  Should  me- 
tastases appear,  bilateral  ovariectomy  is 
then  performed.  If  extirpation  of  the 
adrenals  is  done  at  the  same  time,  it  is 
my  feeling  that  the  patient  is  thereby  robbed 
of  a chance  to  respond  later  on  to  another 
change  in  the  hormonal  milieu.  There  are 
those  who  remove  the  ovaries  of  premen- 
opausal and  early  menopausal  women  soon 
after  the  breast  surgery.  I have  no  argu- 
ment with  them.  It  may  be  that  in  their  ex- 
perience this  is  the  procedure  of  choice. 
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FIGURE  6.  (A)  Photomicrograph  of  histologic  section  of  endometrial  biopsy  in  young  woman  with  ab- 
normal bleeding.  Note  atypical  adenomatous  hyperplasia  not  infrequently  regarded  as  carcinoma.  (B) 
After  ten-day  course  of  progesterone  therapy.  Note  secretory  type  of  endometrium.  (C)  After  eighteen 
days  of  progesterone  therapy.  Note  decidual  stroma  response  and  regressive  changes  in  endometrial 
glands. 


Bilateral  adrenalectomy  is  a worth-while 
procedure  in  those  who  previously  experi- 
enced benefits  from  ovariectomy.  There 
are,  however,  disadvantages  to  this  pro- 
cedure because  of  the  need  for  careful  re- 
placement therapy  with  corticoids.  Some 
investigators  believe  that  adrenalectomy 
could  be  bypassed  by  performing  a stalk 
resection  of  the  pituitary  or  a pituitar- 
ectomy.  Thereby,  the  need  for  corticoid 
replacement  therapy  is  avoided.  Essential 
salt  and  water  metabolism  is  not  disturbed 
to  any  great  degree  by  stalk  resection  or 
pituitarectomy.  Adrenal  function  may  also 
be  suppressed  almost  wholly  by  dexametha- 
sone  or  beta-methasone  therapy.  It  should 
be  borne  in  mind  that  any  technic  which 
alters  the  hormonal  milieu  bathing  cancer 
cells  may  prove  temporarily  beneficial. 

Prostatic  cancer 

Ever  since  Huggins9  demonstrated  the 
value  of  castration  in  the  management  of 
prostatic  cancer,  hormonal  therapy  with 
estrogens  has  been  in  vogue.  Figure  5A 
is  that  of  a man  with  metastatic  lesions  who 
lived  for  twelve  years  after  the  prostate 
was  removed  for  cancer.  Five  mg.  of 
stilbestrol  per  day  or  its  equivalent  were 
administered.  Note  the  regressive  changes 
in  Figure  5B.  The  questions  which  arise 
in  the  hormonal  management  of  prostatic 
cancer  are:  Is  it  necessary  to  remove  the 

testes  in  these  men?  When  should  ad- 
retialectomy  or  pituitarectomy  be  per- 
formed? What  should  be  done  after  cas- 
tration, as  estrogens  or  adrenalectomy  are 
no  longer  helpful?  When  all  measures  have 
failed,  the  administration  of  large  doses  of 
androgens  has  been  tried  with  surprising 


results  in  the  occasional  patient.  I am  not 
sure  that  castration  is  necessary  since  large 
doses  of  estrogen  induce  chemical  castra- 
tion, just  as  adequate  doses  of  dexametha- 
sone  or  beta-methasone  cause  almost  com- 
plete suppression  of  adrenal  androgens. 
It  should  be  remembered,  moreover,  there 
are  some  men  who  hold  the  possession  of 
their  testicles  more  dear  than  life  itself. 

Endometrial  carcinoma 

Finally,  I would  like  to  spend  a little 
time  discussing  the  management  of  atypical 
adenomatous  hyperplasia  of  the  en- 
dometrium, carcinoma  in  situ,  and  so- 
called  adenoma  malignum.  In  recent  years, 
Baker  and  his  group10  in  Boston  have 
obtained  encouraging  results  in  patients 
with  metastatic  endometrial  carcinoma. 
Large  doses  of  progestational  agents  have 
produced  remarkable  regressive  changes 
in  some  cases. 

We  are  presently  interested  in  the  use  of 
a potent  progestational  agent  administered 
orally  or  parenterally  for  a period  of  from 
fifteen  to  twenty  days  to  women  with 
suspicious  endometrial  changes.  In  those 
instances  in  which  a diagnosis  of  a malig- 
nant neoplasm  is  suspected  but  in  which 
histologically  there  is  room  for  some  doubt, 
a trial  of  progesterone  therapy  is  indicated. 
Figure  6A  is  a photomicrograph  of  a his- 
tologic section  of  endometrial  tissue  ob- 
tained from  a young  woman  twenty-six 
years  of  age  with  hirsutism  and  poly- 
menorrhea. A histopathologic  study  re- 
vealed atypical  adenomatous  hyperplasia. 
The  sections  were  sent  to  a noted  gynecologic 
pathologist,  and  a diagnosis  of  carcinoma  in 
situ  was  returned.  A course  of  a potent 
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FIGURE  7 Photomicrograph  of  endometrium 
obtained  in  fifty-two-year-old  woman  with  some 
uterine  bleeding  who  had  received  trial  course  of 
progestational  agent  for  fourteen  days.  Note 
secretory  changes  in  many  of  glands,  but  several 
areas  resisted  change.  Early  endometrial  car- 
cinoma found  at  laparotomy. 

progestational  agent  was  administered  for  a 
period  of  eighteen  days.  An  endometrial 
biopsy  on  the  tenth  day  of  medication  (Fig. 
6B)  revealed  a change  over  to  a secretory 
endometrium,  and  by  the  eighteenth  day, 
there  was  a decidual  response  with  uniform 
regressive  glandular  changes  (Fig.  6C). 
Because  of  our  ability  to  transform  the 
endometrium  in  so  short  a time,  it  was  our 
belief  that  we  were  not  dealing  with  a true 
endometrial  carcinoma. 

On  the  other  hand,  a fifty-two-year-old 
woman  with  menopausal  symptoms  began 
to  have  occasional  spotting  while  on  small 
doses  of  estrone  sulfate  for  several  years. 
A fourteen-day  course  of  a progestational 
agent  was  administered  to  her.  Figure  7 
is  a photomicrograph  of  a histologic  section 
of  endometrium  following  the  course  of 
progesterone  therapy.  Note  that,  although 
the  greater  part  of  endometrium  showed 
secretory  changes,  several  areas  resisted 


change.  A diagnosis  of  endometrial  car- 
cinoma was  made,  and  a panhysterectomy 
was  performed. 

Conclusion 

In  conclusion,  may  I say  that  the  hor- 
monal management  of  advanced  cancer 
includes  extirpation  of  certain  glands,  such 
as  ovaries,  testes,  adrenals,  and  the  pituitary 
gland.  Other  measures  are  the  use  of 
hormones  which  enchance,  others  which 
negate,  and  some  which  suppress  some 
particular  type  of  hormone  production. 
In  the  final  analysis  it  is  believed  that  any 
measure  which  permits  a change  in  the 
hormonal  milieu  in  which  hormone-de- 
pendent  cancer  cells  multiply  may  result  in 
regressive  changes. 

References 

1.  Beatson,  G.  T.:  On  treatment  of  inoperable  cases  of 

carcinoma  of  mamma,  Lancet  2:  104  (1896). 

2.  Loeb,  L.:  Further  observations  of  the  edemic 

occurrence  of  carcinoma,  inoculability  of  tumors,  Univ. 
Pennsylvania  M.  Bull.  20:  2 (1907). 

3.  Lacassagne,  A.:  Apparition  de  cancers  de  la  mamelle 

chez  la  soumise  a des  injections  de  folliculine,  Compt.  rend. 
Acad.  Sc.  195:  630  (1932). 

4.  Bittner,  J.  J.:  Influence  of  estrogens  on  incidence  of 

tumors  in  foster  nursed  mice,  Cancer  Res.  3:  441  (1943). 

5.  Hartman,  C.  G.:  Personal  communication. 

6.  Lipschutz,  A.,  et  al Progesterone  and  desoxy- 
corticosterone  in  steroid  control  of  gonadotropic  function  of 
hypophysis.  Endocrinology  42:  201  (1948). 

7.  Nathanson,  I.  T.:  Medical  progress,  endocrine 

aspects  of  cancer.  New  England  J.  Med.  231:  764  (1944). 

8.  Androgens  and  estrogens  in  the  treatment  of  dis- 
seminated mammary  carcinoma,  retrospective  study  of  944 
patients,  J.A.M.A.  172:  1271  (Mar.  19)  1960. 

9.  Huggins,  C.,  Stevens,  R.  E.,  and  Hodges,  C.  V.: 
Studies  on  prostatic  cancer;  effects  of  castration  and  ad- 
vanced carcinoma  of  prostate  gland,  Arch.  Surg.  43:  209 
(1941). 

10.  Kelley,  Rita  M.,  and  Baker,  W.  H.:  Clinical  ob- 

servations on  the  effect  of  progesterone  in  the  treatment  of 
metastatic  endometrial  carcinoma,  in  Pincus,  G.,  and 
Vollmer,  E.  P.,  Eds.:  Biological  Activities  of  Steroids  in 

Relation  to  Cancer,  New  York,  Academic  Press,  1960. 


February  1,  1964  / New  York  State  Journal  of  Medicine  387 


Chemotherapy 
on  the  Cancer  Team 


JEANNE  C.  BATEMAN,  M.D. 

Washington,  D.C. 

Clinical  Instructor  in  Medicine, 
George  Washington  University  School  of  Medicine 


Chemotherapy  is  the  newest  weapon  in 
the  armentarium  of  the  oncologist.  The 
need  of  such  a new  tool  becomes  apparent 
from  the  data  compiled  by  the  U.S.  De- 
partment of  Health,  Education,  and  Welfare 
for  the  Cancer  conference  in  September, 
I960,1  which  represent  crude  five-year 
cancer  survival  rates  in  cases  diagnosed  in 
1950  and  after.  You  can  appreciate  that 
the  patients  had  the  benefit  of  modem 
diagnosis,  surgery,  radiation,  and  hormone 
therapy.  The  over-all  five-year  survival 
rate,  and  these  are  not  cure  rates,  for  breast 
cancer  to  date  is  about  50  per  cent.  You 
must  remember  that  20  per  cent  of  women 
will  live  five  years  if  nothing  is  done.  The 
over-all  five-year  survival  rate  for  car- 
cinoma of  the  ovary  is  24  per  cent  and  the 
same  for  prostatic  carcinoma.  This  does 
not  mean  cure.  The  over-all  survival 
rate  for  carcinoma  of  the  esophagus  is 
2 and  5 per  cent  for  males  and  females; 
of  the  stomach,  8 and  9 per  cent;  of  the 
large  intestines,  29  and  35  per  cent;  and  of 
the  bronchus  and  lung,  4 and  8 per  cent 
respectively. 

This  leaves  us  with  a rather  sizable  prob- 
lem. It  can  be  broken  down  into  three  de- 
partments. First  of  all,  what  are  we  going 
to  do  for  advanced  cancer?  I’m  sure  that 
this  is  a problem  which  has  racked  the 
brains  of  all  of  us  who  see  patients  with 
advanced  metastatic  cancer,  in  spite  of 
having  received  standard  forms  of  therapy. 
Second,  what  are  we  going  to  do  for  the 
patient  with  inoperable  cancer?  And  third, 
how  are  we  going  to  improve  these  poor 
statistics? 

In  the  last  twenty  years  innumerable 
papers  have  been  published  on  anticancer 


drugs.  The  oncolytic  agents  can  be  divided 
into  three  main  groups:  First  are  the 

antimetabolites,  examples  of  which  are 
methotrexate,  sodium  aminopteroylgluta- 
mate  (Aminopterin  sodium),  and  a 5 FU 
(5-fluorouracil).  The  larger  group  is  that 
of  the  polyfunctional  alkylating  agents 
which  act  in  a somewhat  different  way. 
In  this  category  are  nitrogen  mustard,  tri- 
ethylene melamine,  Thio-TEPA  (triethylene 
thiophosphoramide),  cyclophosphamide  (Cy- 
toxan), and  many  others.  Third  is  a 
general  group  where  we  lump  all  the  left- 
overs including  colchicine,  urethane,  poly- 
saccharides, and  so  forth. 

Over  100,000  compounds  have  been  tested 
at  the  laboratory  level  in  the  last  two  dec- 
ades, and  well  over  100  have  been  given 
clinical  trial.  Most  of  them  are  too  toxic 
for  general  use.  However,  there  are  a few 
which  can  and  should  be  used  by  all  of  us 
in  the  care  of  cancer  patients.  We  have 
learned  to  use  many  other  potentially  toxic 
agents  such  as  insulin  and  digitalis. 

Technics  of  administration 

A few  facts  should  be  remembered.  First 
of  all,  none  of  these  drugs  are  curative,  with 
very  few  possible  exceptions.  Therefore, 
maintenance  therapy  is  desirable,  and  we 
feel  this  can  be  achieved  in  one  or  two  ways: 
first,  by  giving  regularly  administered  drug 
or,  second,  by  giving  courses  of  drug.  It  is 
also  desirable  to  concentrate  the  drug  at  the 
tumor  site.  This  can  be  achieved  by  intra- 
arterial injection  of  perfusion  or,  more 
simply,  by  intratumor  injection  if  a non- 
vesicant drug  is  used.  This  is  easy  to  ac- 
complish, and  some  examples  will  be  shown. 
We  also  can  instill  the  drug  into  serosal 
cavities,  into  the  bladder,  and  so  forth. 
These  procedures  can  be  achieved  in  the 
doctor’s  office  or  in  the  clinic.  It  should 
be  emphasized  that  this  is  not  really  local 
therapy,  because  approximately  half  of  the 
drug  is  absorbed  very  rapidly.  From  our 
radio-tagged  drug  studies  we  would  say 
about  half  of  it  is  absorbed  and  the  absorp- 
tion usually  takes  place  within  a very  few 
minutes.  Absorption  is  roughly  related, 
of  course,  to  the  vascularity  in  the  injection 
site.  By  giving  those  drugs  locally  we  can 
double  the  dose  that  would  be  tolerated 
when  given  by  the  intravenous  route. 

Intra-arterial  injection  can  be  achieved  by 
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FIGURE  1.  Technic  for  local  injection  of  chemo- 
therapeutic agent.  (A)  Intravenous  injection,  30 
mg.  Thio-TEPA.  (B)  Intratumor  injection,  60  mg. 
Thio-TEPA. 


isolation  of  a branch  of  an  artery  supplying 
the  tumor  site.  A polyethylene  catheter 
is  fixed  into  the  vessel,  and  the  drug  is  in- 
stilled at  intervals  or  as  a constant  slow 
flow  controlled  by  a pump.  For  isolation 
perfusion  the  vein  is  also  isolated.  The 
drugs  which  have  been  used  for  this  pro- 
cedure are  nitrogen  mustard,  phenylalanine 
mustard,  methotrexate,  and  so  forth.  How- 
ever, this  system  has  a few  limitations,  and 
they  include  cost,  the  risk  over  the  dosage 
because  large  doses  are  given  in  a short 
period  of  time,  extravasation,  and  thrombotic 
phenomena.  Last,  and  probably  the  most 
limiting  feature  in  this  technic,  is  the  fact 
that,  with  certain  exceptions,  it  is  noncura- 
tive and  difficult  to  repeat. 

The  following  are  some  examples  of  ther- 
apy by  local  injections: 

Case  reports 

Case  1.  A thirty-nine-year-old  patient  came 
into  our  clinic  in  1953  with  an  inoperable,  fungat- 
ing, proliferative  lesion  which  had  destroyed  the 
left  breast.  She  had  had  no  previous  therapy 
except  for  several  transfusions.  There  were 
satellite  nodules  around  the  lesion  as  well  as 
regional  nodes  and  an  osteolytic  lesion  in  the 
sternum.  It  was  decided  to  inject  a chemo- 
therapeutic agent  directly  into  tumor  sites  at 
weekly  intervals. 

Figure  1 demonstrates  the  technic  for  local 
injection.  In  the  cases  of  Thio-TEPA,  60  mg. 
can  be  given  locally,  whereas  if  it  is  given  intra- 
venously, only  30  mg.  can  be  used,  and  one 
wouldn’t  get  very  much  concentration  where  it 
is  most  desired.  The  breast  lesion  was  in- 
jected at  weekly  intervals.  The  tumor  gradu- 
ally dried  and  regressed.  There  were  remark- 
able pathologic  changes  consisting  of  vacuoliza- 
tion of  cytoplasm,  pykinosis  of  nuclei,  and 
gradual  tumor  cell  destruction. 


TABLE  I.  Dose  schedule  for  Thio-TEPA 


Initial 

Main- 

Dose 

tenance* 

Interval 

Route 

(Mg.) 

(Mg.) 

(Weeks) 

Intratumorf 

45  to  60** 

5 to  60 

1 to  4ff 

Intravenous 

20  to  30** 

5 to  25 

1 to  4ft 

* Dose  determined  by  pretreatment  white  blood  count. 
Dose  decreased  in  presence  of  falling  white  blood  count. 
Dose  omitted  for  white  blood  count  of  3,000  or  less. 

t Includes  intrapleural,  intrapericardial,  transabdominal, 
transvaginal  (route  of  choice  in  most  cases  of  ovarian  car- 
cinoma), intrahepatic,  and  intracerebral. 

**  Lower  dose  in  all  patients  with  slowed  renal  excretion 
related  to  age,  severe  debility,  chronic  cardiovascular  renal 
disease,  shock,  and  so  forth. 

tf  One  week  interval  for  first  year  except  in  cases  of 
bronchogenic  carcinoma  when  four-  to  five-day  intervals  are 
desirable. 


This  woman  also  had  an  osteolytic  lesion  of  the 
sternum,  and  four  months  later  there  was  heal- 
ing of  the  bone  cortex.  This  was  the  first  time 
that  I had  seen  healing  of  a bone  lesion  produced 
by  an  alkylating  agent.  However,  don’t  rely 
on  this  in  a bony  area  which  is  apt  to  break.  It 
is  desirable  to  use  local  x-radiation  to  such  sites 
and  also  to  painful  bone  lesions  because  the 
effect  is  a little  faster  than  that  obtained  with 
chemotherapy. 

The  dose  schedule  for  Thio-TEPA  as 
used  for  these  patients  is  given  in  Table  I. 
We  prefer  the  local  route.  It  is  easier,  and 
the  veins  are  spared.  It  also  is  more  effec- 
tive because  not  only  is  there  concentration 
of  drug  at  the  worst  tumor  site,  but  also 
there  is  systemic  dissemination  of  the  drug 
which  will  take  care  of  smaller  metastatic 
lesions  elsewhere.  Local  injection  includes 
intratumor,  intracavitary,  transhepatic,  and 
intrathecal.  We  have  given  this  drug 
through  burr  holes  for  residual  glioblas- 
tomas in  our  clinic.  The  first  dose  is  45 
or  60  mg.  Sixty  mg.  are  given  to  the 
average  patient,  but  if  the  patient  has  slowed 
renal  excretion  due  to  old  age,  shock  at 
surgery,  or  chronic  cardiovascular  renal 
disease,  we  start  with  a lower  dose.  The 
subsequent  dosage  depends  on  the  patient’s 
blood  count.  People  tolerate  drugs  differ- 
ently, and  I don’t  think  that  dosage  can  be 
related  to  weight.  With  this  drug  the  white 
blood  cell  count  usually  is  affected  first. 
It  is  also  the  easiest  to  obtain  and  has 
been  a convenient  guide.  At  each  patient 
visit  a white  blood  count  is  obtained,  and  if  it 
is  falling,  the  drug  dosage  is  lowered  from  the 
previous  dose.  The  dose  is  omitted  if  the 
white  count  is  3,000  or  less.  The  interval  of 
treatment  is  once  a week  for  one  year.  Sub- 
sequently, if  the  patient’s  disease  is  well 


February  1,  1964  / New  York  State  Journal  of  Medicine  389 


INSTILL  1*200  ee.  AIR  DURINS  TAP  A 9 CUICE  TO  COMPLETE 
EVACUATION  OF  FLUID. 


FIGURE  2.  Introduction 
agent  followingtap. 


of  chemotherapeutic 


1.  Apply  Tr.  benz- 
alkonium  to  flank. 

2.  Inject  5-10  cc. 

local  anesthetic 
agent  at  site  ap- 
proximately half 
way  between 

costal  margin  and 
iliac  crest. 

3.  Use  15  gauge  2-3" 
needle  attached  to 
3-way  stopcock, 
long  rubber  tubing 
and  syringe  for 
aspirating  fluid. 


4.  Insert  aspiration 
needle  and  when 
fluid  is  obtained  in 
syringe  turn  stop- 
cock so  that  the 
fluid  can  drain  into 
the  bucket. 

5.  When  fluid 
ceases  to  flow,  turn 
stopcock,  apply 
syringe  containing 
chemothera  peutic 
agent  and  inject 
through  tap 
needle. 


FIGURE  3.  Paracentesis  followed  by  injection  of 
chemotherapeutic  agent. 


under  control,  the  intervals  are  extended  to 
ten  days,  two  weeks,  three  weeks,  four  weeks, 
and  so  on.  The  patient  can  come  into  the 
office  or  the  clinic  for  such  therapy.  If  the 
patient  has  pulmonary  lesions  only,  or  if 
the  patient  has  cerebral  lesions  (primary  or 
metastatic),  intravascular  therapy  is  em- 
ployed. Patients  with  brain  metastases 
are  started  on  one  or  two  injections  given 
by  the  intracarotid  route  and  then  con- 
tinued by  the  intravenous  route.  We  now, 
after  three  years,  employ  an  oral  drug  to 
maintain  our  patients.  As  I said,  we  don’t 
use  the  word  “cure”  in  these  patients.  We 
use  the  word  “control.” 

Incidentally,  I might  mention  that  all  of 
our  patients,  and  there  are  close  to  3,000 
by  now,  know  their  diagnoses.  The  patients 
appear  to  do  much  better  and  they  are  most 
cooperative  when  they  know  that  they  are 
getting  help  and  why  they  are  getting  it. 

Case  2.  A woman  had  had  a radical  mastec- 
tomy five  years  previously,  and  early  recurrences 
were  treated  by  local  resection  or  radiation. 
When  the  patient  was  first  seen,  she  had  bloody 
effusion  and  subcutaneous  lesions,  all  of  which 
revealed  the  presence  of  cancer  cells  on  needle 
biopsy.  The  bloody  pleural  fluid  was  aspirated. 
A dose  of  Thio-TEPA  was  injected  through  the 
same  needle  (Fig.  2).  Then  we  injected  the 
subcutaneous  lesions.  This  was  done  once  a 
week  for  six  weeks,  and  then  the  patient  dis- 
appeared temporarily. 

She  did  come  back,  however,  because  one 
little  lesion  had  recurred.  Eventually  she  died 
of  pulmonary  tuberculosis  with  no  evidence  of 
cancer  on  autopsy. 

Chest  taps  are  done  in  the  clinic  and  in  the 
office.  The  fluid  is  drained  from  the  pleural 
space,  and  then  the  selected  dose  of  drug  is 


instilled  through  the  same  needle.  It  is  an 
economic  method  of  management  and  can  be 
done  on  the  outpatient. 

If  a patient  has  ascites,  we  have  learned 
to  tap  him  through  the  flank  using  a small 
needle  (Fig.  3).  The  flank  is  cleansed 
with  tincture  of  benzalkonium  chloride 
(Zephiran),  a local  anesthetic  is  injected, 
then  a 15-gauge,  2-  to  3-inch  needle  is 
inserted  and  the  fluid  permitted  to  drain. 
At  the  end  of  that  time,  the  three-way  stop- 
cock is  turned,  and  the  drug  is  instilled. 
A scultetus  binder  is  applied,  and  the  patient 
is  permitted  to  get  up  and  go  home.  How- 
ever, if  the  tumor  is  palpable  through  the 
abdominal  wall,  the  mass  can  be  injected 
directly,  provided  a nonvesicant  drug  is  used. 

Case  3.  Another  patient  had,  in  1950,  a 
radical  mastectomy  followed  by  postoperative 
radiation.  She  developed  some  radiation  pneu- 
monitis immediately  following  the  radiation 
therapy.  She  was  first  seen  five  years  later, 
1955,  at  which  time  she  complained  of  cougn, 
dizziness,  weakness,  and  dysphagia,  and  auricu- 
lar fibrillation  was  noted.  There  was  a pleural 
effusion  containing  cancer  cells.  The  fluid  was 
removed  and  the  drug  instilled.  We  were  using 
rather  small  doses  at  that  time  so  we  had  to  re- 
peat this  procedure  several  times,  after  which 
she  was  treated  by  the  intravenous  route, 
fluid  gradually  dried  up.  The  patient  retuixied 
to  teaching  school  and  rearing  her  children. 
One  more  tap  was  required  nine  months  later. 
The  patient  improved  and  for  four  years  kept 
house  and  taught  school.  Then  she  started  to 
decline  and  died.  At  post  mortem  there  were 
found  only  one  or  two  small  cancer  nodules  in 
the  liver.  She  died  of  pulmonary  insufficiency 
secondary  to  post-radiation  fibrosis. 

Case  4.  The  next  patient  to  be  discussed 
had  a more  serious  type  of  metastases.  She 
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FIGURE  4.  Technic  for  transhepatic  injection  of 
chemotherapeutic  agent,  60  mg.  Thio-TEPA. 


was  a fifty-eight-year-old  woman  who  had  had  a 
left  radical  mastectomy  in  June,  1955.  Two 
years  later  subcutaneous  nodules  and  osseous 
metastases  were  noted.  Very  shortly  there- 
after she  developed  a large  palpable  liver. 
Estrogen  therapy  was  administered  without  re- 
sponse. By  March,  1958,  she  was  in  serious 
trouble  with  a huge  liver  and  bilateral  cervical 
and  axillary  nodes.  Thio-TEPA  was  injected 
through  the  right  upper  quadrant  directly 
into  the  liver  mass  (Fig.  4).  This  was  done 
on  an  outpatient  basis  at  weekly  intervals. 
By  November,  1959,  the  liver  had  regressed  up 
under  the  costal  margin,  and  during  this  time 
the  patient  had  been  working.  She  was  then 
changed  to  oral  therapy  and  was  able  to  enjoy  a 
long  European  vacation.  One  year  later,  the 
hepar  again  became  palpable,  and  with  trans- 
hepatic therapy  it  regressed  once  more. 

Oral  therapy  was  reinstituted  with  shorter 
response.  The  patient  expired  three  years 
after  the  diagnosis  of  a type  and  extent  of 
metastases  which,  in  our  experience,  will  kill 
t ^tients  in  a matter  of  six  to  eight  weeks  if 
untreated. 

Case  5.  A twenty-nine-year-old  woman  two 
years  previously  had  had  a wedge  resection  fol- 
lowed by  x-ray  therapy  for  carcinoma  of  the  left 
breast.  The  next  year  a right  radical  mastec- 
tomy was  done  for  a second  primary  tumor,  and 
v\  . first  seen  there  was  not  only  pulmonary 
but  also  brain  metastases  with  weakness  of  the 
right  upper  extremity,  double  vision,  and  an 
osteolytic  lesion  in  the  pelvis.  She  was  started 
on  intravenous  therapy  with  Thio-TEPA. 
Within  a few  weeks  she  was  driving  her  own  car. 
She  no  longer  saw  two  roads!  She  had  resumed 
coring  for  her  children  and  her  activities  as  a 
Cub  Scout  mother.  A chest  x-ray  film  taken  four 
months  after  the  institution  of  therapy  showed 
that  the  pulmonary  nodules  had  disappeared. 
The  patient,  unfortunately,  was  permitted  an 


extended  vacation  the  brain  metastases  went 
out  of  control,  and  she  expired  nine  months  after 
the  institution  of  therapy. 

Anyone  can  show  one  or  two  cases  that 
are  good;  you  have  seen  some  of  our  good 
ones.  You  might  wonder  what  happened 
to  all  the  others.  We  sent  our  data  to  the 
Rockefeller  Foundation  for  a study  of  sur- 
vival time.  Our  data  were  compared  with 
patients  who  had  had  only  such  standard 
forms  of  therapy  as  surgery,  x-radiation, 
and  in  some  cases  hormone  therapy.  The 
patients  in  our  study  had  uncontrolled  can- 
cer following  such  treatment.  The  survival 
time  achieved  in  the  chemotherapy-treated 
cases  was  found  to  be  improved  all  the  way 
down  the  line. 

Mere  prolongation  of  life  is  hardly  worth 
fighting  for  if  the  patient  is  going  to  lie 
around  in  a bed  and  be  a great  expense  to  his 
family  and  a great  misery  to  himself,  but  I 
assure  you  that  the  majority  of  these  pa- 
tients returned  to  some  type  of  useful  ac- 
tivity. 

Case  6.  The  next  patient  had  another  type 
of  tumor,  namely  a serous  cystadenocarcinoma 
of  the  ovary  resected  three  years  earlier.  Metas- 
tases to  the  inguinal  nodes  were  resected  later, 
and  then  the  patient  was  placed  on  hormone 
therapy. 

Finally,  when  the  disease  went  out  of  control, 
this  was  stopped,  and  she  appeared  with  a large 
mass  in  the  neck.  A needle  biopsy  was  done  to 
prove  that  this  was  a metastatic  lesion,  and  this 
was  a chance  for  us  to  see  what  we  could  do 
with  chemotherapy.  A dose  of  Thio-TEPA  (40 
mg.)  was  injected  into  the  mass.  Three  weeks 
later  the  mass  had  regressed  completely. 

That  gave  us  a clue  that  the  drug  might 
be  good  in  ovarian  carcinomas,  and  indeed  it 
has  been. 

Case  7.  A sixty-nine-year-old  woman  had  a 
laparotomy  for  papillary  serous  cystadenocar- 
cinoma of  the  ovary  in  December,  1952.  Five 
months  later  she  was  out  of  control  and  required 
another  operation,  at  which  time  radon  seeds 
were  implanted.  A few  months  later  a pallia- 
tive colostomy  for  intestinal  obstruction  sec- 
ondary to  a large  pelvic  mass  was  done.  Intra- 
venous therapy  was  instituted  (this  was  in 
1953),  and  then  we  started  to  treat  her  by  the 
transvaginal  route.  This  now  is  the  route  of 
choice  for  pelvic  carcinomatosis.  Five  months 
later  the  surgeon  was  able  to  close  the  colostomy. 
It  has  remained  closed  ever  since,  and  this  pa- 
tient is  still  alive  and  well.  We  kept  her  on 
maintenance  chemotherapy  at  two  to  four 
weeks  for  quite  a while  and  subsequently  placed 
her  on  very  small  doses  of  oral  drug.  She  is 
alive  and  free  of  tumor  over  nine  years  later. 
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FIGURE  5.  Technic  for  transvaginal  injection  of 
drugfor  pelvic  carcinoma. 


Figure  5 depicts  our  technic  for  trans- 
vaginal injection.  It  is  a practical  way  for 
treating  pelvic  carcinomatosis.  This  is 
where  the  tumor  settles,  causing  ureteral  and 
bowel  obstruction.  The  vagina  is  cleansed 
with  aqueous  solution  of  benzalkonium 
chloride.  A needle  extender  is  placed  be- 
tween a long  22-gauge  needle  and  a syringe 
containing  2 cc.  of  procaine  hydrochloride 
(Novocain).  The  needle  is  inserted  into 
the  vault  of  the  vagina  or  into  the  right  or 
left  adnexa.  The  syringe  then  is  exchanged 
for  the  one  containing  drug.  This  technic 
is  practical  as  a clinic  or  office  procedure. 

Case  8.  A fifty-eight-year-old  woman  in 
1957  had  repeated  thoracentesis  on  five  occasions 
with  demonstration  of  cancer  cells  and  then  was 
admitted  to  the  hospital  for  an  exploratory 
laparotomy  because  of  abdominal  swelling.  At 
that  time  she  was  found  to  have  cancer  seeding 
throughout  the  abdomen  and  on  the  liver,  as 
well  as  ascites.  This  was  another  case  of 
ovarian  carcinoma.  The  family  was  hesitant 
to  turn  her  over  to  the  chemotherapist  because 
they  were  sure  she  was  going  to  learn  her 
diagnosis  and  that  she  was  going  to  die  shortly. 
She  surprised  them.  The  fluid  was  removed  and 
Thio-TEPA  instilled  twice,  after  which  fluid 
never  recurred.  She  subsequently  was  treated 
by  the  transabdominal  route.  This  was  in 
July,  1957. 

A chest  x-ray  film  in  March,  1961,  showed 
negative  findings.  This  patient  still  is  without 
any  sign  of  recurrence.  At  the  end  of  three 
years  she  was  placed  on  oral  drug  which  is  being 
continued  in  small  doses. 

Ovarian  carcinoma  with  remote  metas- 
tases  has  a very  poor  prognosis.  Nineteen 
per  cent  of  the  patients  will  live  one  year 
according  to  the  Connecticut  State  statistics. 


We  have  succeeded  in  raising  the  survival 
time  to  55  per  cent  or  higher  by  using  main- 
tenance chemotherapy. 

Sometimes  it  is  possible  only  to  regress  a 
tumor  partially,  but  even  that  is  worth  while 
if  the  patient  does  well  clinically. 

Case  9.  In  1947  a woman  had  radium  treat- 
ment and  then  a hysterectomy  for  adenocar- 
cinoma of  the  uterus.  During  the  winter  of 
1946  to  1947  she  had  an  intractable  so-called 
respiratory  infection.  Chest  x-ray  films  eventu- 
ally were  taken  and  revealed  bilateral  pulmonary 
metastases.  The  patient  was  started  on  intra- 
venous therapy  with  Thio-TEPA  at  one-  and 
then  two-week  intervals.  The  cough  disap- 
peared quickly.  The  nodules  in  the  lung,  a 
year  and  a half  later,  had  regressed,  but  even 
today  they  have  not  entirely  disappeared. 
However,  she  is  seen  twice  monthly  at  which 
time  she  is  given  Thio-TEPA  intravenously,  the 
dose  determined  by  the  white  blood  cell  count. 
She  is  alive  and  doing  remarkably  well  for  some- 
one who  had  far-advanced  metastatic  carcinoma 
diagnosed  six  years  ago. 

Case  10.  An  eighty-one-year-old  retired 
nurse  was  hospitalized  because  of  repeated 
cerebrovascular  accidents.  A mass  was  found 
on  the  jaw  which  on  needle  biopsy  proved  to  be 
mixed  cell  carcinoma  of  the  parotid  gland.  Her 
chest  x-ray  film  revealed  bilateral  pulmonary 
nodules.  Because  of  her  poor  general  condi- 
tion, no  surgery  was  contemplated,  and  she  was 
referred  for  chemotherapy.  The  mass  on  the 
jaw  was  injected  with  Thio-TEPA  at  weekly 
intervals.  At  the  end  of  two  months  the  mass 
was  slowly  regressing,  and  the  pulmonary 
nodules  were  smaller.  At  the  end  of  four 
months,  the  jaw  mass  had  disappeared,  but  no 
more  chest  x-ray  films  were  obtained  because 
the  patient  suddenly  expired  of  another  cerebro- 
vascular accident. 

Bronchogenic  carcinoma  is  a common  and 
discouraging  disease.  However,  a grati- 
fying response  to  chemotherapy  is  achieved 
not  infrequently. 

Case  11.  A fifty-seven-year-old  man  had  had 
a left  upper  lobectomy  in  January,  1956,  be- 
cause of  an  epidermoid  carcinoma,  which  at  that 
time  was  metastatic  to  the  hilar  nodes.  Five 
months  later  he  was  admitted  to  the  hospital 
with  convulsions.  A diagnosis  of  central  nerv- 
ous system  metastases  was  made.  Although 
the  prognosis  was  very  poor,  chemotherapy  was 
instituted.  Thio-TEPA  20  mg.  was  adminis- 
tered intravenously  every  other  day  for  six 
doses.  He  did  so  well  that  he  was  discharged 
on  diphenylhydantoin  (Dilantin)  sodium, 
meprobamate  (Miltown),  and  digitalis.  For 
seventeen  months  this  man  drove  himself 
into  the  chemotherapy  clinic  for  treatment. 
He  eventually  died,  but  during  those  seventeen 
months  he  was  out  of  the  hospital,  able  to  wash 
his  own  face;  he  loved  to  cook,  and  he  took 
care  of  himself  and  drove  his  car. 
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Case  12.  A seventy-two-year-old  woman 
had  had  a right  hip  disarticulation  for  rhabdo- 
myosarcoma. Ten  months  later  she  had 
pleural  effusion,  which  on  tapping  proved  to  con- 
tain neoplastic  cells.  She  was  started  on  cyclo- 
phosphamide which  is  another  nonvesicant 
alkylating  agent.  We  use  it  less  often  than  we 
use  Thio-TEPA  because  of  its  tendency  to  pro- 
duce alopecia.  It  is  a good  drug,  however,  and 
can  be  given  locally.  It  was  injected  on  two 
occasions  into  the  chest  cavity;  the  fluid  then 
dried  up,  and  she  was  treated  by  the  intravenous 
route  and  subsequently  with  oral  medication. 
A chest  x-ray  film  taken  a year  and  a half  later 
showed  no  evidence  of  effusion.  This  woman 
did  have  recurrence  and  more  trouble  two  years 
after  the  institution  of  chemotherapy,  but  this 
was  a longer  tumor-free  interval  than  from 
her  surgery  to  the  time  of  the  first  recurrence. 

Every  one  of  you  will  see  an  occasional 
far-advanced  inoperable  breast  tumor. 

Case  13.  An  eighty-nine-year-old  woman 
came  in  for  treatment  because  every  time  she 
bumped  the  door  a huge  breast  mass  started  to 
bleed.  She  was  promptly  hospitalized,  and  a 
simple  mastectomy  under  local  anesthesia  was 
done.  She  was  started  on  local  injections  of 
Thio-TEPA  into  the  tumor  site  three  days  be- 
fore surgery  by  injection  of  drug  under  the 
breast.  Subsequently  she  was  treated  once 
weekly,  for  a year,  and  then  treatment  was 
discontinued  because  of  a failing  bone  marrow. 
She  is  still  free  of  local  and  distant  metastases 
three  years  after  surgery. 

We  have  now  a growing  series  in  which  we 
are  trying  simple  resection  and  chemo- 
therapy for  inoperable  breast  cancer.  These 
people  usually  don't  die  of  their  local  recur- 
rences but  die  of  distant  metastases,  and 
that  is  why  I think  chemotherapy  might 
have  a slight  advantage  over  purely  local 
therapy  such  as  x-radiation. 

We  have  been  much  concerned  with  the 
young  men  around  our  area  who  come  in 
with  adenocarcinoma  of  the  bowel.  Since 
none  of  our  chemotherapeutic  drugs  are  very 
effective  against  advanced  carcinoma  of  the 
colon,  it  seemed  a good  idea  to  institute 
chemotherapy  earlier  in  an  effort  to  improve 
survival  time. 

Case  14.  A thirty-three-year-old  man  had  a 
resection  for  adenocarcinoma,  grade  IV,  of  the 
ascending  colon  in  May,  1957.  The  tumor  ex- 
tended through  the  muscularis  to  the  subserosa, 
and  17  of  34  nodes  contained  metastatic  tumor. 
He  was  considered  to  have  a very  poor  prognosis 
and  therefore  was  placed  on  maintenance  oral 
Thio-TEPA  postopera tively.  He  is  still  on  it 
and  has  never  had  any  evidence  of  recurrence. 
He  remains  very  active  as  a bus  driver,  seven 
years  after  surgery. 


Case  15.  Another,  somewhat  similar,  case 
was  a twenty-four-year-old  woman  who  was 
discovered  to  have  a large  mass  in  the  flank 
during  pregnancy.  I’m  very  reluctant  to  use 
chemotherapy  in  the  first  trimester,  but  I’ve 
been  driven  to  use  it  several  times  in  the  later 
part  of  pregnancy.  This  is  an  example  of  the 
fact  that  the  baby  seems  to  be  undamaged.  At 
surgery  the  mass  was  removed,  but  it  required 
some  manipulation  and  burst,  spilling  some 
tumor  cells  into  the  abdomen.  A dose  of  Thio- 
TEPA  was  instilled  into  the  wound.  Subse- 
quently at  weekly  intervals  the  patient  was 
treated  according  to  her  white  blood  count 
level.  She  had  a normal  delivery,  and  the  baby 
is  now  approximately  six  years  old.  The 
mother  has  been  on  oral  drugs  for  a long  time. 
These  patients  don’t  want  to  stop  because 
they’re  afraid  their  tumor  is  going  to  come 
back.  So,  we  see  her  once  every  four  weeks  and 
give  her  a supply  of  drug.  The  little  child  and 
the  mother  are  both  fine.  It  was  a clear  cell 
carcinoma  of  the  kidney. 

We  have  a total  of  5 patients  with  renal 
carcinoma  who  have  been  managed  in  a 
similar  way.  Instead  of  postoperative  radi- 
ation, they  have  been  treated  with  Thio- 
TEPA.  One  patient  voluntarily  discon- 
tinued therapy;  4 individuals  are  alive  at 
sixteen,  forty-two,  sixty-nine,  and  eighty- 
five  months  respectively. 

Case  16.  Another  instance  of  a prognosti- 
cate poor  carcinoma  was  a woman  who  was  found 
to  have  an  egg-sized  mass  in  the  upper  quadrant 
of  the  breast  during  pregnancy.  She  had  a 
mastectomy  at  about  five  months  of  pregnancy. 
Because  of  the  location,  the  factor  of  pregnancy, 
and  the  presence  of  many  positive  nodes,  her 
prognosis  was  considered  to  be  poor.  She  was 
given  an  eight-month  course  of  Thio-TEPA  in- 
jected once  a week  along  the  scar.  She  went 
through  her  pregnancy  very  well  and  had  a 
beautiful  baby  boy.  The  last  we  heard  of  her, 
and  it  is  now  three  years  since  treatment,  there 
was  no  evidence  of  recurrence. 


Comment 

We  know  that  cancer  spreads  naturally 
by  contiguity,  by  the  lymphatic  route,  and 
by  the  hematogenous  route.  There  is  a 
growing  concern  that  any  manipulation  will 
cause  dissemination  of  cancer  cells.  It  has 
been  demonstrated  that  the  number  of  can- 
cer cells  in  the  blood  stream  during  surgery 
is  much  increased  over  the  count  before  sur- 
gery. Several  chemotherapy  programs  have 
been  started  using  some  drug  at  the  time  of 
operation  with  the  hope  of  killing  off  these 
cells  before  they  can  go  off  and  hide  some- 
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place  and  subsequently  cause  late  distant 
metastases. 

We  know  that  over  99  per  cent  of  the 
shed  cancer  cells  probably  fail  to  survive. 
However,  it  has  been  demonstrated  that  the 
number  of  takes  is  proportionate  to  the 
number  of  circulating  cancer  cells.  It  has 
also  been  demonstrated  experimentally  that 
the  tumor  cells  in  the  blood  stream  become 
fixed  extravascularly  within  four  to  six 
hours.  Therefore,  we  feel  that  the  im- 
mediate postoperative  period  is  the  danger 
period  for  that  patient. 

In  the  work  reported  by  Moore2  on  ad- 
juvant chemotherapy  breast  study,  al- 
ternate patients  received  a short  course  of 
Thio-TEPA,  and  the  others  served  as  con- 
trols. These  patients  all  had  mastectomies 
for  breast  cancer.  Chemotherapy  here  was 
used  as  a prophylactic  measure.  In  the 
premenopausal  group,  95  per  cent  of  the 
patients  who  received  Thio-TEPA  have  had 
no  evidence  of  metastases  in  an  average  of 
twenty-six  months.  In  the  controls  for 
this  group,  only  46  per  cent  are  metastases- 
free  in  the  same  length  of  time.  In  the 
postmenopausal  group  the  difference  isn’t 
quite  as  great,  but  it  is  still  appreciable; 
89  per  cent  of  the  patients  who  received 
chemotherapy  with  Thio-TEPA  at  the  time 
of  breast  surgery  have  had  no  evidence  of 
metastases  in  an  average  of  twenty-six 
months.  The  incidence  of  metastases  was 
considerably  greater  in  those  who  were  not 
so  treated. 

We  started  a series  of  22  consecutive  cases 
about  five  years  ago  but  preferred  to  use  just 
one  dose  of  drug  injected  into  the  wound  at 


the  time  of  surgery.  In  patients  who  had  a 
drain,  the  latter  was  closed  ofi  for  a period  of 
forty  minutes.  In  our  breast  cancer  pa- 
tients, 21  had  no  evidence  of  distant  me- 
tastases in  an  average  of  thirty-four  months. 
One  patient  required  x-ray  treatment  for 
local  recurrence,  but  on  reviewing  her  slide 
we  saw  that  she  had  had  a multifocal  lesion 
to  start  with.  One  patient  died  of  hepatic 
metastases  at  five  months.  In  retrospect 
we  feel  that  these  metastases  were  present 
at  the  time  of  surgery.  Such  occurrences 
will  account  for  the  failures  in  this  type  of 
management. 

Summary 

At  the  present  time,  the  roles  of  chemo- 
therapy for  the  treatment  of  cancer  include: 

1.  The  use  of  chemotherapy  as  a wound 
and  blood  sterilizing  agent  at  the  time  of 
surgery  for  prognostically  good  cancer  with 
the  hope  of  reducing  the  incidence  of  late 
recurrences. 

2.  The  use  of  postoperative  maintenance 
chemotherapy  for  disseminated  cancer  or  for 
prognostically  poor  cancer. 

3.  The  treatment  of  advanced  recurrent 
cancer. 
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Panel  Discussion 


Dr.  Lore:  We  will  start  this  first  part 
of  the  panel  discussion  with  three  prob- 
lem cases  and  see  what  our  panel  has  to 
offer  us  in  the  solution  of  these  problems. 

Case  1.  A fifty-five-year-old  white  female 
had  a chief  complaint  of  intermittent  swelling 
of  the  neck  in  the  region  of  the  thyroid  gland  of 
one  year’s  duration  (Fig.  1). 

Past  history.  The  left  lobe  of  the  thyroid 
was  enlarged,  associated  with  nervous  break- 
down several  years  ago.  The  patient  had  been 
placed  on  Lugol’s  solution  for  four  months,  and 
then  this  was  discontinued.  The  patient  was 


then  started  on  thyroid  extract,  1/i  grain,  which 
was  discontinued  three  weeks  prior  to  admission. 
All  this  treatment  was  prescribed  by  her  local 
medical  doctor. 

Physical  findings.  This  was  an  overweight 
female,  pulse  112;  there  were  no  other  signs  of 
thyroid  toxicosis.  A 2.5-cm.,  firm,  hard  mass 
was  felt  in  the  left  lobe  of  the  thyroid.  There 
was  an  ill- defined  fullness  in  the  left  neck  in  the 
region  of  the  lower  third  of  the  sternocleidomas- 
toid muscle.  There  was  no  cervical  lymphad- 
enopathy. 

Laboratory  data.  The  protein-bound  iodine 
was  4.1;  a chest  x-ray  film  showed  normal  find- 
ings. There  were  no  radioiodine  uptake  studies. 


394  New  York  State  Journal  of  Medicine  / February  1,  1964 


FIGURE  1.  Case  1.  Diagram  of  2.5-cm.,  firm, 
hard  mass  in  left  lobe  of  thyroid;  ill-defined  full- 
ness of  left  neck  in  region  of  lower  third  of  sterno- 
cleidomastoid muscle. 

Dr.  Day,  in  your  experience  at  the  Strang 
Cancer  Prevention  Clinic,  what  is  the  in- 
cidence of  carcinoma  in  a clinically  palpable 
single  nodule? 

Dr.  Day:  First  of  all,  I need  to  point  out 
that  we  do  not  distinguish  between  the  so- 
called  single  nodule  and  those  that  may  be 
more  than  one,  knowing  that  at  operation 
there  is  often  more  than  one  nodule  even 
though  only  one  is  identified  clinically.  This 
case,  as  you  put  it,  is  presumably  a single 
nodule.  We  recommend  the  surgical  re- 
moval of  such  lesions  as  a routine.  About 
half  of  the  patients  at  Strang  Clinic,  in  whom 
this  is  found  and  to  whom  that  advice  is  given, 
have  come  to  surgery.  Our  running  experi- 
ence over  many  years  has  been  quite  consist- 
ently that  from  6 to  7 per  cent  of  those  pa- 
tients who  come  to  surgery  with  what  was 
presumed  to  be  a benign  nodular  thyroid  are 
found  to  have  carcinoma  at  the  time  of 
pathologic  examination. 

Dr.  Lore:  Thank  you,  Dr.  Day.  Dr. 
Pack,  do  you  feel  that  I131  uptake  studies 
have  any  place  in  the  diagnosis  as  to 
whether  or  not  this  is  a malignant  nodule? 

Dr.  Pack:  There  are  certainly  some 

malignant  tumor  s of  the  thyroid  which  pick 
up  radioactive  iodine  with  increased  con- 
centration. Certainly  some  of  the  func- 
tional papillary  and  alveolar  types  will  do  it, 
and  so  will  some  of  the  other  types. 

Dr.  Lore:  Dr.  Bateman,  do  you  have 
any  comment  on  I131  studies? 

Dr.  Bateman:  I agree  with  Dr.  Pack.  I 
think  that  the  tumor  would  be  more  apt  to 
be  considered  a carcinoma  if  it  did  not  pick 
up  the  radioactive  iodine,  but  I would 
operate  on  this  patient  anyway. 

Dr.  Lore:  Dr.  Greenblatt,  what  is  your 
opinion? 


Dr.  Greenblatt:  In  my  opinion,  aside 
from  uptake  studies,  a scintigram  is  in  order 
to  see  if  this  is  a hot  nodule,  a cold  nodule, 
or  a warm  one.  An  adequate  dose  of  thy- 
roid should  induce  regression  of  this  nodule 
if  it  is  a colloid  one.  If  regression  does  not 
occur  with  two  or  three  months  of  thyroid 
medication,  then  surgery  should  be  per- 
formed. 

Dr.  Lore:  Thank  you  Dr.  Greenblatt. 
The  findings  at  operation  showed  a 2.5- 
cm.  firm,  hard  nodule  in  the  left  lobe.  The 
right  lobe  and  the  isthmus  were  grossly 
normal  to  palpation,  and  there  was  no  cervi- 
cal lymphadenopathy.  A left  total  thyroid 
lobectomy  was  performed  with  the  removal 
of  the  isthmus  and  the  juxtaportion  of  the 
right  lobe  and  removal  of  a small  left  in- 
ternal jugular  lymph  node.  The  frozen 
section  of  the  thyroid  nodule  was  papillary 
adenocarcinoma  and  the  jugular  lymph 
node  benign. 

Dr.  Pack,  if  you  were  in  the  operating 
room  now  and  had  this  frozen  section  report, 
what  would  you  do? 

Dr.  Pack:  I would  do  what  you  did  first 
to  establish  the  diagnosis,  and  then  I 
would  do  a left  radical  neck  dissection  in 
addition. 

Dr.  Lore:  Do  the  members  of  the  panel 
have  any  comments  or  suggestions  as  to 
procedure?  Dr.  Greenblatt? 

Dr.  Greenblatt:  I agree. 

Dr.  Lore:  I have  a report  from  Frank 
Foote,  Jr.,  M.D.,  Chairman  of  the  Depart- 
ment of  Pathology  at  Memorial  Hospital 
for  Cancer  and  Allied  Diseases  in  New 
York  City,  who  was  kind  enough  to  review 
these  slides. 

Since  both  Dr.  Day  and  Dr.  Pack  are 
from  Memorial  Hospital,  we  have  a report 
from  their  pathologist  right  here.  Dr. 
Foote  reports: 

I find  one  of  the  Grade  I papillary  car- 
cinomas of  the  thyroid.  This  is  in  the  nodule. 
In  particular,  however,  in  the  slide  labeled 
“right  side  of  the  isthmus”  I find  a very 
minute  focus  of  papillary  carcinoma.  It  may 
be  that  others  would  require  more  evidence 
but  I feel  perfectly  satisfied. 

Dr.  Pack,  what  would  you  do  now? 

Dr.  Pack:  This  occurrence  is  unusual,  but 
I would  add  that  we  do  know  that  multi- 
centric foci  occur  in  the  thyroid  just  as  they 
do  in  the  breast  or  in  other  organs.  Did  Dr. 
Foote  give  this  report  of  an  additional  con- 
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tralateral  thyroid  carcinoma  on  frozen 
section? 

Dr.  Lore:  No,  this  is  on  the  next  day. 

Dr.  Pack:  Then  the  decision  of  the  sur- 
geon as  to  the  immediate  management  is  a 
different  story.  The  surgeon  makes  up  his 
mind  in  the  operating  room.  What  to  do? 
I am  reluctant  to  take  out  the  opposite  lobe 
in  the  event  that  the  tumor  in  one  lobe  is 
discrete  and  not  diffusely  invasive  and  par- 
ticularly if  the  isthmus  seems  to  be  at  least 
grossly  free  of  evidence  of  invasion.  Some- 
times one  has  to  do  a bilateral  neck  dissec- 
tion, which  usually  is  a second  stage  pro- 
cedure; if  it  becomes  necessary,  then  it  is 
infinitely  easier  to  do  the  opposite  neck  dis- 
section completely  if  the  juxtathyroid  space 
and  the  opposite  lobe  have  not  been  inter- 
fered with  surgically.  After  all,  the  nodes 
in  the  immediate  juxtaposition  are  closely 
approximated  to  the  thyroid  and  extend  down 
along  the  margins  of  the  trachea,  and  they 
are  extremely  important  to  remove,  even 
more  so  than  the  lymph  nodes  in  the  upper 
neck.  It  is  very  difficult  to  do  an  adequate 
or  thorough  neck  dissection  for  thyroid  can- 
cer if  there  has  been  previous  surgical 
interference  in  the  designated  region.  On 
that  account,  I am  reluctant,  as  a routine 
procedure,  to  take  out  the  opposite  and 
apparently  normal  thyroid  lobe.  Now,  if  Dr. 
Foote  gives  this  report  on  the  day  of  the 
operation,  I would  be  entitled  to  a reconsid- 
eration. 

Dr.  Lore:  Well,  would  you  reconsider 
now? 

Dr.  Pack:  I would  then  reconsider.  If 
these  are  evidences  of  multicentricity  in 
the  opposite  lobe  as  is  apparent  in  this  case, 
the  other  lobe  should  be  removed.  There 
is  a great  prospect  that  there  may  be  other 
small  foci  in  the  opposite  lobe. 

Dr.  Lore:  I have  here  also  a report  from 
William  O.  Russell,  M.D.,  Pathologist-in- 
Chief  of  M.  D.  Anderson  Hospital  in  Hous- 
ton, Texas. 

Let  us  say  that  this  patient  is  referred  by 
her  local  medical  doctor,  and  the  surgeon  is 
on  the  staff  of  M.  D.  Anderson  Hospital. 
The  surgeon  speaks  to  the  referring  physician 
and  says,  “Look  what  I have  from  Dr.  Rus- 
sell. He  states  that  the  section  of  the  thy- 
roid nodule  is  papillary  carcinoma  asso- 
ciated with  chronic  thyroiditis  (Hashi- 
moto’s  disease).  Our  studies  here  (this  is 
in  Houston)  with  thyroid  carcinoma,  whole 


or  in  subserial  section  technics,  in  a series  of 
80  cases  has  indicated  that  87  per  cent  of  the 
cases  have  tumor  in  the  opposite  side  (lobe).” 
Here  I must  interject  that  the  slide  that 
Dr.  Foote  saw  was  not  the  same  slide  from 
the  right  side  of  the  isthmus  that  Dr. 
Russell  saw.  However,  Dr.  Russell  goes 
on  to  say: 

Although  your  section  did  not  show  tumor 
in  the  opposite  lobe,  and  I interpret  that  this 
was  the  only  section  taken,  there  would  be, 
as  I have  indicated,  a fair  chance  had  a sub- 
serial section  study  been  made  of  the  lobe, 
that  tumor  would  have  been  demonstrated. 
The  relationship  of  chronic  thyroiditis  and 
disease  to  thyroid  carcinoma  does  not  have,  in 
our  opinion,  any  relationship  to  the  genesis  of 
the  cancer.  In  our  series,  less  than  10  per 
cent  of  the  cases  of  thyroid  carcinoma  had  any 
infiltrate  that  could  be  construed  as  thyroidi- 
tis. This  same  observation  had  been  made 
from  the  Mayo  Clinic  in  a study  of  a large 
series  of  cases  reported  there  some  years  ago. 

In  regard  to  therapy,  I would  assume  that 
the  thyroid  gland  has  been  entirely  removed. 
For  reasons  stated  above,  this,  in  our  feeling, 
is  the  treatment  of  choice.  Neck  dissection 
would  be  indicated  on  the  side  where  the 
primary  lesion  was  observed,  if  there  are 
clinically  demonstrable  metastases.  In  the 
absence  of  lymph  node  metastases,  radio- 
active iodine  studies  to  detect  metastases  in 
the  neck  and  other  parts  of  the  body  following 
a period  of  myxedema  is  the  usual  procedure 
used  by  our  staff.  Metastases  have  been 
controlled  by  therapeutic  radioactive  iodine. 

Dr.  Lore.  Any  comment  Dr.  Bateman, 
Dr.  Greenblatt,  Dr.  Day?  No? 

I think  that  we’ve  spent  enough  time  on 
thyroid  cancer.  I shall  now  explain  what 
was  done  subsequently  for  this  patient.  A 
left  radical  neck  dissection  and  a right  total 
thyroid  lobectomy  were  performed.  The 
pathology  report  on  the  section  of  the  right 
side  was  thyroiditis  with  no  carcinoma,  and 
the  nodes  in  the  left  neck  all  showed  nega- 
tive findings. 

Case  2.  This  next  patient  is  a sixty-four- 
year-old  white  female.  Previous  treatment 
consisted  of  abdominoperineal  section  for 
adenocarcinoma  of  the  rectum  one  year  ago. 
Six  months  later  a perineal  exploration  for  low 
back  pain  was  performed.  No  tumor  was 
found.  Six  months  later  a biopsy  of  a left 
groin  mass  revealed  metastatic  adenocarcinoma 
compatible  with  the  primary  tumor. 

Present  symptoms.  The  present  symptoms 
consist  of  severe  pain  in  the  low  back;  there  is 
no  weight  loss. 

Physical  findings.  A 4 by  8 cm.  mass  was 
found  in  the  left  lower  quadrant  just  at  and 
above  the  left  inguinal  ligament,  attached  to  the 
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FIGURE  2.  Case  2.  Diagram  of  4 by  8 cm.  mass  in 
left  lower  quadrant  just  at  and  above  left  inguinal 
ligament,  attached  to  pelvic  wall  but  not  fixed. 


pelvic  wall  but  not  fixed  (Fig.  2) . This  was  the 
site  of  the  recent  biopsy.  There  was  no  evi- 
dence of  distant  soft  tissue  metastases  or  bone 
metastases.  The  blood  count  was  normal. 

Dr.  Pack,  what  are  your  suggestions  re- 
garding the  treatment  here  and  in  the 
management  of  this  patient? 

Dr.  Pack:  I would  refer  the  patient  to 
Dr.  Bateman. 

Dr.  Lore:  Well,  now  Dr.  Bateman  has 
the  patient.  Dr.  Bateman? 

Dr.  Bateman:  Thank  you.  I’m  not  very 
happy  about  metastatic  adenocarcinoma  of 
the  large  bowel.  I think  that  as  far  as 
chemotherapy  is  concerned,  5-fluorouracil 
is  probably  more  effective  in  the  treat- 
ment of  cancer  of  the  large  bowel  than 
is  any  other  of  the  available  chemothera- 
peutic agents.  It  would  probably  be  the 
therapy  of  choice.  I don’t  think  that  I 
would  operate  on  a patient  like  this,  and  I 
don’t  believe  in  radiation,  which  in  our 
experience  has  not  been  too  effective. 
(The  radiologist  may  think  he  has  something 
to  offer  but  I would  doubt  it.)  Another 
choice  might  be  one  of  the  newer  drugs.  We 
are  using  azetepa  on  some  of  these  patients 
with  some  promising  results.  As  far  as 
you  are  all  concerned,  you’d  better  stick  to 
5-FU  in  this  patient. 

Dr.  Pack:  Additional  information  would 
be  valuable  and  necessary.  I would  like 
to  know  if  there  were  any  evidences  of  pul- 


monary metastases  or /and  bone  invasion. 

Dr.  Lore:  No,  there  was  no  evidence  of 
distant  soft  tissue  metastases  or  bone 
metastases. 

Dr.  Pack:  What  about  cystoscopic 

studies?  What  was  the  report  of  intra- 
venous pyelography? 

Dr.  Lore:  These  all  showed  normal  find- 
ings. 

Evidently  what  was  done  is  in  disagree- 
ment with  the  panel.  An  exploratory  lapa- 
rotomy was  performed.  Gross  disease  was 
found  fixed  to  the  sacrum,  measuring  5 by 
8 cm.  in  size.  There  was  gross  disease  in 
the  right  left  iliac  and  obturator  lymph 
nodes,  being  more  marked  on  the  left  side. 
This  was  the  mass  which  was  felt  clinically 
but  not  fixed.  There  was  no  other  evidence 
of  intra-abdominal  disease. 

Dr.  Pack,  if  you  had  operated  on  this 
patient  and  had  these  findings,  what  would 
you  do  now? 

Dr.  Pack:  In  the  first  place,  Dr.  Lore, 
I would  not  have  operated  on  the  patient. 
Do  not  project  me  into  a picture  that  would 
be  that  embarrassing.  If  the  patient  had 
metastases  into  the  groin  nodes,  the  super- 
ficial and  deep  inguinal  nodes,  and  the  iliac 
nodes  with  severe  back  pain,  I would  not 
have  been  tempted  to  operate  for  this  re- 
current cancer  of  the  rectum.  Now,  if  I were 
helping  you  with  the  operation  and  you 
operated  and  we  found  a situation  such  as 
this,  you  certainly  would  not  do  a hemi- 
corporectomy,  would  you? 

Dr.  Lore:  No. 

Dr.  Pack:  Well,  there  are  those  who  are 
doing  it  today.  Was  there  any  involvment 
of  the  liver? 

Dr.  Lore:  No,  there’s  no  evidence  of 

liver  metastases. 

Dr.  Pack:  In  my  opinion,  this  patient 
should  be  treated  palliatively  in  one  or  two 
ways.  The  average  cancer  of  the  rectum, 
particularly  metastatic  rectal  cancer,  is 
notoriously  radioresistant.  Even  though  it 
is  radioresistant,  that  doesn’t  mean  the 
patient  may  not  receive  some  palliative  re- 
lief by  the  judicious  use  of  well-planned  and 
carefully  administered  irradiation  around 
the  pelvis.  I certainly  would  suggest  that 
such  treatment  be  done.  I’m  surprised  that 
Dr.  Bateman  doesn’t  consider  the  possi- 
bility of  chemotherapy  here. 

Dr.  Lore:  I would  like  to  ask  Dr.  Bate- 
man if  she  were  called  to  the  operating 
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room,  in  this  problem,  would  she  consider 
anything  at  all?  Dr.  Bateman? 

Dr.  Bateman:  Certainly  I would.  This 
would  be  a good  chance  to  inject  some  drug 
in  there  at  the  site  of  disease.  If  this  dis- 
ease is  fixed  to  the  sacrum,  that  patient  is 
going  to  have,  or  already  has,  metastases 
which  will  be  painful.  Even  if  one  can’t 
irradiate  the  disease,  chemotherapy  might 
be  helpful  here.  Perfusions  have  been  done 
on  these  patients,  but  I don’t  recommend 
this.  I think  one  might  give  a local  drug 
right  in  the  site  of  disease,  and  then  one  might 
also  use  radiation.  There  are  several  things 
you  can  use  but  none  with  great  success,  I 
should  tell  you. 

Dr.  Lore:  Thio-TEPA  was  injected  in 
the  sacral  tumor  (60-mg.  dose),  and  this 
was  followed  by  million-volt  therapy  to  the 
pelvis.  The  results  were  complete  relief  of 
pain,  and  the  mass  in  the  left  lower  quadrant 
was  no  longer  palpable. 

Four  months  later  there  was  no  back  pain, 
but  two  left  inguinal  lymph  nodes  became 
palpable  which  proved  to  be  metastatic 
adenocarcinoma.  Additional  treatment  con- 
sisted of  Thio-TEPA,  30  mg.,  injected  locally 
into  each  node.  There  was  a complete 
slough  of  the  more  superficial  node,  while  a 
deeper  node  became  smaller.  Dr.  Bate- 
man, are  you  happy  or  unhappy? 

Dr.  Bateman:  I am  delighted.  We  have 
now  almost  200  patients  with  metastatic 
adenocarcinoma  of  the  bowel,  and  that  is 
why  I’m  a little  unhappy  about  our  results. 
Once  in  awhile  we  have  objective  regression 
of  tumor  especially  when  we  have  pulmonary 
metastases,  headache,  and  so  forth,  from 
brain  metastases  by  using  intracarotid  in- 
jection of  Thio-TEPA;  it  is  unusual  but 
delightful  to  get  this  kind  of  result  in 
metastases  to  this  area. 

Dr.  Pack:  Dr.  Lore,  what  happened  to 
the  patient? 

Dr.  Lore:  The  patient  is  alive,  and  one 
week  ago  she  developed  pain  in  her  right 
knee.  This  was  one  year  after  the  original 
injection  of  Thio-TEPA. 

Dr.  Day:  May  I point  out  that  this 
whole  course  has  been  a fine  exercise. 
The  patient  is  still  with  us  although  the 
picture  is  not  encouraging  at  the  moment. 
She  has  been  through  major  surgery,  a 
lot  of  expense,  a lot  of  trauma,  and  a lot  of 
difficult  work  for  all  of  us.  Some  years, 
and  it  may  be  as  many  as  five  years,  before 


the  present  history,  this  was  a readily  found 
and  readily  cured  disease.  I think  that, 
without  question,  this  woman  in  her  late 
fifties  (she  was  sixty-four  at  the  beginning 
of  today’s  history)  could  have  been  cured  if 
we  had  looked  for  and  found  the  benign 
lesions,  the  hyperplasia,  and  then  the  ade- 
noma which  in  all  probability  preceded  this 
adenocarcinoma.  When  it  became  malig- 
nant, no  one  knows. 

Even  after  it  became  malignant,  there  is 
evidence  that  there  was  a time  when  this 
could  have  been  readily  resected  through  a 
sigmoidoscope,  a relatively  minor  procedure 
at  a stage  when  the  cure  rate  exceeds  80 
per  cent.  Somewhere  in  her  fifties,  if  she 
had  had  proctosigmoidoscopy,  she  would 
probably  be  alive  and  without  disease 
today.  Is  that  a fair  statement? 

Dr.  Lore:  It  certainly  is,  Dr.  Day. 

Case  3.  This  last  problem  is  a sixty-seven- 
year- old  white  female  who  had  previous  treat- 
ment for  an  infiltrating  duct  cell  carcinoma  of 
the  right  breast.  Therapy  consisted  of  a local 
excision  of  the  right  breast  followed  by  radiation 
treatment.  I must  say  here  that  the  patient 
refused  a radical  mastectomy,  and  she  was  given 
radiation  treatment  with  a 250-kilovolt  machine. 

Present  symptoms.  She  was  brought  to  the 
hospital  with  vertigo,  nausea,  and  vomiting  of 
one  day’s  duration. 

Physical  findings.  The  physical  findings  con- 
sisted of  nystagmus,  decreased  movement  of  the 
fingers  and  the  hands,  ataxia,  and  a positive 
Romberg  sign.  There  was  a smooth  projecting 
tumor,  10  cm.  in  diameter,  on  the  anterior  aspect 
of  the  right  axilla.  There  was  a scarred  right 
breast  with  several  small,  irregular,  keratotic- 
like  changes.  An  x-ray  examination  revealed  a 
normal  chest  and  normal  bone  survey. 

Laboratory  data.  The  blood  count  was  nor- 
mal, and  the  vaginal  smear  showed  evidence  of 
ovarian  activity,  the  cells  being  compatible 
with  a premenopausal  smear.  The  neuro- 
encephalogram showed  normal  findings. 

To  speed  up  the  discussion  here,  I might 
point  out  that  the  symptoms  at  present  are 
simply  a red  herring.  These  are  the  things 
that  brought  her  to  the  hospital.  I would 
like  to  ask  the  panel  their  opinion  regarding 
this  patient  being  treated  by  radiation, 
using  the  McWorter  technic. 

The  patient  did  receive  medial  and  lateral 
tangential  ports,  supraclavicular  ports,  and 
anterior  and  posterior  axillary  ports.  Dr. 
Pack,  what  do  you  think  about  this  case? 

Dr.  Pack:  I think  it’s  awful.  This  de- 
plorable condition  results  from  permitting 
the  patient  to  tell  you  what  to  do.  I never 
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permit  this.  If  the  patient  won’t  accept 
my  own  opinion  based  on  my  conscience  and 
my  experience,  I refuse  to  take  care  of  him. 
I’ve  followed  this  policy  throughout  all  my 
professional  life.  I can  remember  only  2 
such  patients  in  my  thirty -five  years  of  sur- 
gical experience.  If  the  patient  is  con- 
vinced that  you  believe  a radical  mastectomy 
is  the  proper  procedure  and  you  allow  no 
alternatives,  she  will  accept  it.  I would 
not  permit  the  patient  to  decide  on  the  treat- 
ment she  prefers  if  this  is  contrary  to  my 
judgment.  The  possibility  of  metastases 
to  the  central  nervous  system  must  be 
eliminated,  and  I assume  this  has  been 
done. 

Dr.  Lore:  That  has  been  ruled  out. 

Dr.  Pack:  Subsequently? 

Dr.  Lore:  Right  after  the  neuroenceph- 
alogram. 

Dr.  Pack:  Were  angiographic  studies 

done? 

Dr.  Lore:  Angiography  was  not  done. 

Dr.  Pack:  I believe  that’s  a better  pro- 
cedure. It  is  almost  a toss-up  as  to  what 
you’re  going  to  do  with  this  patient  under 
these  circumstances.  I don’t  know  the 
exact  dose  of  irradiation  which  this  patient 
received  to  the  axilla. 

Dr.  Lore:  Radiation  consisted  of  a total  of 
3,000  r to  each  of  the  medial  and  lateral  breast 
ports,  1,000  r to  the  anterior  axillary  port, 
1,200  r to  the  supraclavicular  port,  and  2,200 
r to  the  posterior  axillary  port  measured  in 
air. 

Dr.  Pack:  That  is  homeopathic  treat- 
ment. It  reminds  me  of  Lincoln’s  definition 
of  how  to  make  homeopathic  soup,  “by  boil- 
ing the  shadow  of  a pigeon  that  has  been 
starved  to  death.”  This  patient  could  have 
received  further  irradiation.  The  cancer  is 
readily  accessible.  Interstitial  chemother- 
apy and  interstitial  radiation  therapy  merit 
some  consideration  here. 

Dr.  Lore:  Dr.  Bateman,  what  do  you 
think  about  that?  Would  you  irradiate 
first  and  then  give  chemotherapy? 

Dr.  Bateman:  I would  assume  that  the 
patient  could  hardly  have  this  much  recur- 
rence without  having  some  dissemination  of 
disease;  the  advantage  of  a chemothera- 
peutic agent,  even  if  it  is  injected  locally,  is 
that  half  of  it  is  going  to  go  systemically 
and  probably  hold  down  some  lung  or  bone 
metastases  which  may  not  be  evident  on 
x-ray  films  at  this  time. 


Dr.  Pack:  Can  she  move  her  arm? 

Dr.  Lore:  Yes,  Dr.  Pack,  she  could  move 
her  arm,  and  her  general  condition  was  very 
good.  It  seems  that  the  treatment  given 
the  patient  is  at  variance  with  the  sugges- 
tions of  the  panel. 

Dr.  Pack:  I would  like  to  ask  one  ques- 
tion, Dr.  Lore.  Is  there  any  enlargement  of 
the  nodes  in  the  supraclavicular  space? 

Dr.  Lore:  There  are  no  palpable  supra- 
clavicular nodes.  There  are  no  axillary 
nodes  palpable  except  for  this  mass. 

Dr.  Pack:  Is  the  patient  still  averse  to 

surgery? 

Dr.  Lore:  No,  she  has  changed  her  mind 
completely  now. 

Dr.  Pack:  If  the  cancer  is  limited  to  the 
location  as  defined  by  you  and  is  fixed,  as 
would  seem  apparent  from  the  photograph, 
one  could  consider  an  interscapulomammo- 
thoracic  amputation.  We  have  done  this 
radical  operation  for  similar  extensive  can- 
cers with  considerable  success.  It  is  not  as 
difficult  a procedure  as  one  might  think. 
It  is  a last  resort  or  desperate  measure  for 
advanced,  recurrent  cancer  of  the  breast 
with  extensive  axillary  involvement. 

Dr.  Lore:  T would  like  to  read  a re- 

port which  I have  just  received  from  Dr. 
Russell  of  M.  D.  Anderson  Hospital  in 
Houston,  Texas.  Dr.  Russell’s  report  was: 

Two  outside  slides,  reportedly  removed 
from  the  breast: 

A.  Section  of  solid  tumor  covered  by 

squamous  epithelium:  stromal  sarcoma  of 

breast,  grade  II. 

B.  Section  of  lymph  node  and  necrotic 

tissue:  metastatic  carcinoma  of  breast  in 

lymph  node  within  the  breast  itself. 

Comment.  There  are  several  possibilities 
to  explain  this  unusual  finding  of  two  his- 
tologic types  of  tumor  in  a single  breast. 
This  comment  is  based  on  the  two  sections 
available  for  study  without  the  benefit  of  full 
clinical  information.  The  mesenchymal  tumor 
could  represent  a unilateral  phase  of  growth 
from  a cystosarcoma  phyllodes  or  be  related 
to  the  carcinosarcoma  groups  of  tumors  ob- 
served in  the  human  breast.  From  the 
information  available,  the  most  likely  diagno- 
sis is  that  this  is  a homogenesis  tumor  of  a 
single  histologic  type  and  that  this  represents 
a fibrosarcoma  of  stromal  origin.  The 
lymph  node  contains  typical  glandular  cancer 
of  mammary  origin.  Its  explanation  can 
only  be  that  of  one  being  unrelated  to  the 
former  tumor.  There  are  two  separate  his- 
tologic types  of  tumor  here  omitting  the  out- 
side possibility  that  a carcinosarcoma  showed 
an  atypical  glandular  breast  cancer  form  of 
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differentiation,  and  this  is  what  is  observed  in 
the  lymph  node.  This  thought  is  not  favored, 
but  rather  the  suggestion  that  there  are  two 
separate  tumors,  one  a typical  breast  cancer 
with  metastases  to  this  lymph  node  and  the 
other  a fibrosarcoma  of  stromal  origin.  I feel 
that  certain  continued  efforts  to  find  the  pri- 
mary site  for  the  breast  cancer  will  be  reward- 
ing even  if  the  pathologist  has  to  clear  the 
specimen  with  cedar  oil  and  examine  all  solid 
tissue.  I did  this  on  one  occasion. 

Thank  you  for  the  opportunity  of  seeing  this 
interesting  case. 

A report  from  Dr.  Foote  of  Memorial 
Hospital  for  Cancer  and  Allied  Diseases  in 
New  York  City  reads: 

I find  a spindle-cell  sarcoma,  moderately 
malignant,  looking  like  and  capable  of 
metastases.  I would  be  satisfied  with  the 
diagnosis  of  fibrosarcoma,  but  I would  not  be 
surprised  if  others  raised  the  question  of  its 
origin  of  smooth  muscle  or  fat.  The  second 
slide  [of  the  lymph  node  within  the  breast 
itself]  contains  carcinoma  which  looks  to  me 
quite  consistent  with  a breast  primary.  I 
judge  you  have  other  information  concerning 
this  case  and  as  a matter  of  curiosity  we  would 
like  to  hear  about  your  solution  of  the  prob- 
lem. 

Dr.  Greenblatt:  May  I interject  one 
point  right  here?  In  the  first  place  there  is 
some  doubt  in  my  mind  that  we  are  dealing 
with  a sarcoma.  Occasionally  a carcinoma 
may  show  such  extreme  metaplasia  as  to 
look  like  a fibrosarcoma  histologically. 
These  are  slow-growing  tumors,  and  if  left 
alone,  this  patient  may  outlive  the  surgeon. 
I would  also  like  to  know  what  interpre- 
tation was  placed  on  the  vaginal  cytology. 
Where  is  the  estrogen  hormonal  activity 
coming  from  in  a patient  sixty-seven  years  of 
age? 

Dr.  Lore:  That’s  a very  good  point.  I 
can’t  say  anything  about  it  because  I don’t 
know. 

A radical  mastectomy  was  performed,  and 
this  material  was  sent,  as  you  see,  to  the 
various  pathologists.  I would  like  to  ask 
the  panel  in  general  what  their  follow-up 
treatment  would  be.  There  are  no  demon- 
strable distant  metastases.  The  patient’s 
vertigo  has  disappeared  completely.  This  is 
about  two  months  postoperatively.  The 
lymph  nodes  showed  negative  findings,  and 
there  is  no  palpable  disease  anywhere. 

Dr.  Day,  what  would  you  say? 

Dr.  Day:  I have  no  specific  suggestion 
here  but  a careful  follow-up.  I am  con- 


cerned, as  Dr.  Greenblatt  is,  with  the  smear 
picture.  I think  this  might  invite  some 
hormonal  approach,  but  at  this  point  I have 
no  suggestion. 

Dr.  Lore:  Dr.  Pack,  Dr.  Day  says  he 
has  no  specific  recommendation  except  he  is 
concerned  about  the  Papanicolaou  smear. 

Dr.  Pack:  I thought  you  said  there  was 
metastatic  carcinoma  in  one  node. 

Dr.  Lore:  This  is  the  node  within  the 
breast  itself,  not  the  axillary  node.  All  the 
axilla  nodes  gave  negative  results. 

Dr.  Pack:  Oh,  I see;  then  this  mass  was 
not  fixed? 

Dr.  Lore:  No. 

Dr.  Pack:  I thought  it  was  and  that  is 
why  I suggested  a more  radical  approach. 
I’ve  had  quite  a series  of  patients  now  whom 
I believe  had  radiation-induced  carcinoma  in 
the  breast.  I can  remember  2 relatively 
recent  ones.  One  was  a girl  of  fifteen  years 
who  had  a tremendous  intracanalicular  myx- 
oma of  the  breast  (cystosarcoma  phyllodes). 
She  received  radiation  therapy  elsewhere 
and  without  effect.  I removed  it  surgically 
through  a submammary  incision.  When  she 
was  twenty-seven  years  of  age  she  had  dif- 
fuse ductal  carcinoma  in  the  same  breast. 

Another  female  patient  had  Hodgkin’s 
disease  of  cervical  and  left  mediastinal  nodes. 
Her  breasts  were  closely  approximated,  and 
the  tumor  fungating  out  intercostally  caused 
protrusion  of  the  breast  which  was  conse- 
quently in  the  beam  of  irradiation.  Nine 
years  later  this  woman,  treated  by  us  with 
mega  voltage  (1  million  volt)  x-ray  therapy, 
developed  cancer  in  the  breast  which  was  in 
the  field  of  irradiation.  When  I did  the 
radical  mastectomy  and  the  specimen  was 
studied  in  the  Department  of  Pathology  at 
the  Doctor’s  Hospital,  New  York  City,  they 
found  8 separate  primary  cancers  in  the 
breast. 

Based  on  your  previous  statement,  it  is 
sometimes  difficult  to  distinguish  between 
spindle-cell  metaplastic  and  true  fibro- 
sarcoma particularly  when  the  cancer  has 
been  radiation-induced. 

Dr.  Lore:  Thank  you  very  much  Dr. 
Pack.  Dr.  Greenblatt,  what  else  would  you 
do  here? 

Dr.  Greenblatt:  I’m  not  sure  that  I 
would  want  to  do  anything. 

Dr.  Lore:  Dr.  Bateman? 

Dr.  Bateman:  I’ll  sit  tight. 
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Question  and  Answer  Period 


Question:  Please  define  an  alkylating 

agent. 

Dr.  Bateman:  “Alkylating  agent”  is  a 

somewhat  limited  term,  but  we  use  it  to 
refer  to  the  drugs  which  are  derivatives  or 
relatives  of  sulphur  mustard,  the  old  yellow 
cross  war  gas.  These  are  cytotoxic  poison- 
ous agents  which  attack  nuclear  proteins  by 
combining  with  hydroxyl,  carboxyl,  and 
amino  groups  and  cause  intra-  and  inter- 
molecular  cross  linking.  They  are  radio- 
mimetic  with  differences. 

Question:  What  is  the  effect  on  the  lung 
from  intrapleural  chemotherapeutic  agents 
in  contrast  to  radiation  therapy? 

Dr.  Bateman:  It  depends  on  which 

chemotherapeutic  agent  you  use.  If  you  use 
nitrogen  mustard  or  any  other  vesicant 
agent,  you’ll  have  a serositis  with  a thicken- 
ing of  the  pleura  as  an  end  result,  such  as  you 
get  after  the  instillation  of  radioactive  gold 
into  a pleura  space,  but  possibly  not  quite 
as  marked.  If  you  use  a non  vesicant  agent 
such  as  Thio-TEPA,  cyclophosphamide,  or 
Nitromin,  you  will  get  no  effect  on  the  pleura. 
I assume  that  they  are  talking  about  the 
pleura.  There  is  no  effect  on  the  lung  at  all 
from  intrapleural  injection  of  these  drugs. 
When  we  have  injected  drugs  into  nodules 
which  are  close  to  the  chest  wall  but  which 
are  projecting  into  the  lung,  the  lung  has 
been  unaffected,  that  is,  the  normal  tissue. 

Question:  How  often  is  Thio-TEPA 

effective  for  lung  and  bowel  carcinoma? 

Dr.  Bateman:  We  use  Thio-TEPA  for 
maintenance  therapy  in  our  bronchogenic 
carcinomas  after  we’ve  given  them  radiation 
and  probably  a course  of  nitrogen  mustard. 
It’s  easy  to  use  on  an  outpatient  basis,  and 
I’m  sure  that  statistically  it  helps  slow  the 
disease.  It  helps  keep  the  patient  pain-free, 
or  with  less  pain,  and  on  his  feet  longer.  It 
is  not  as  effective  in  lung  and  bowel  car- 
cinoma as  it  is  in  breast,  ovary,  and  renal 
carcinomas,  however.  In  bowel  carcinoma 
an  occasional  wonderful  response  is  seen  and 
it’s  worth  a try  in  patients  who  have  meta- 
static disease,  but  don’t  be  disappointed  if 
you  don’t  get  dramatic  results. 

Question:  Aren’t  there  other  agents 

which  are  more  effective? 

Dr.  Bateman:  We  have  a few.  Azetepa 
I think  is  more  effective  in  gastrointestinal 


carcinoma  than  Thio-TEPA  and  cyclophos- 
phamide. 

Question:  Why  inject  Thio-TEPA  pro- 
phylactically  along  a scar? 

Dr.  Bateman:  It’s  much  easier  to  inject 
the  drug  in  an  area  where  you  think  there 
might  be  local  recurrence.  That’s  why 
we’ve  done  it  in  so  many  of  our  patients. 
We  like  to  get  as  much  drug  as  we  can  in  the 
area  where  there  is  disease.  It’s  just  as  easy 
as  injecting  it  intramuscularly,  and  you  get 
more  where  you  want  it. 

Question  : How  would  you  treat  a ninety- 
year-old  woman  with  a carcinoma  of  the 
breast  which  has  destroyed  the  skin  and  is 
ulcerated? 

Dr.  Bateman:  If  the  patient  refuses 

biopsy  or  any  surgery,  you  can  always  do  a 
needle  aspiration  biopsy  without  the  patient 
really  knowing  what  you’re  doing,  and  that’s 
a good  idea.  It’s  easy,  and  you  can  do  it 
right  in  your  office.  After  injecting  some 
procaine,  just  suck  out  a little  material,  put 
it  on  a slide,  and  send  it  to  your  pathologist, 
that  is,  if  you  can’t  obtain  a biopsy  any  other 
way.  Obviously  it  is  desirable  to  have 
objective  evidence  that  this  is  a carcinoma. 
If  the  tumor  is  negotiable,  we  like  simple 
excision  of  the  mass.  Sometimes  the  tumor 
is  so  fixed  to  the  chest  wall  that  surgery  is 
impractical.  This  patient  would  be  treated 
with  female  hormones;  this  is  probably  the 
treatment  of  choice  since  the  lesion  is  ulcer- 
ated. However,  if  the  tumor  could  be  re- 
moved by  simple  excision,  combined  with 
chemotherapy,  I would  be  inclined  to  do  that 
because  it  gets  rid  of  a mess,  and  I think  a 
longer  period  of  palliation  can  be  achieved 
than  with  female  hormones.  That  can  be 
argued  either  way. 

Question:  What  treatment  is  available 
for  reticulum  cell  sarcoma,  generalized 
through  nodes,  spleen,  and  fiver? 

Dr.  Bateman:  This  is  a difficult  problem. 
I think  that  first  I would  use  some  systemic 
form  of  chemotherapy  such  as  nitrogen 
mustard.  It  might  be  the  treatment  of 
choice  here.  The  prognosis  is  limited,  how- 
ever, and  so  I would  probably  maintain  the 
patient  subsequently  on  some  other  chemo- 
therapeutic agent  such  as  Thio-TEPA  or 
cyclophosphamide,  rather  than  just  giving 
the  one  course.  A very  good  form,  which  I 
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failed  to  mention  earlier,  of  supplemental 
therapy  in  patients  with  far-advanced  car- 
cinoma is  the  use  of  small  doses  of  adreno- 
cortical and  adrenocorticotropic  hormones. 
I’m  talking  about  small  doses  such  as  40  or 
80  units  of  the  long-acting  adrenocortico- 
tropic hormone  once  a week  and  cortisone  in 
doses  of  12.5  to  25  mg.  or  prednisone,  5 mg., 
twice  a day  by  mouth.  This  is  particularly 
true  in  patients  with  lymphomas,  because 
you  can  increase  the  interval  between  their 
need  for  radiation  and  other  chemothera- 
peutic agents.  It  also  goes  for  the  patient 
who  has  a solid  tumor  and  is  slipping.  It 
seems  to  hold  the  blood  count  up  and  protect 
the  bone  marrow  as  well  as  increase  the 
appetite  and  sense  of  well-being.  It  is  some- 
thing well  worth  keeping  in  mind. 

Question:  Is  there  any  hope  for  chemo- 
therapy in  adenocarcinoma  of  the  sigmoid 
colon  metastasizing  to  the  liver  five  months 
postoperatively? 

Dr.  Bateman:  I would  like  to  ask  Dr. 
Pack  why  adenocarcinoma  of  the  sigmoid 
colon  metastasizes  to  the  liver  so  much  more 
often  than  do  tumors  from  other  parts  of  the 
large  bowel.  We  see  this  quite  often,  and 
it’s  discouraging.  If  we  don’t  do  anything 
else,  we  inject  Thio-TEPA  in  the  liver,  but 
5-FU  can  also  be  used.  It’s  a difficult 
problem  unless  this  lesion  is  so  small  and 
isolated  that  Dr.  Pack  would  cut  it  out. 

Question:  What  type  of  chemotherapy 
is  best  to  use  in  urinary  bladder  papillary 
tumor  to  prevent  recurrence? 

Dr.  Bateman:  This  is  something  which 
currently  is  interesting  us  very,  very  much. 
We  know  that  the  alkylating  agents  are 
excreted  by  the  kidney,  probably  largely  un- 
changed. We  think  that  by  giving  a drug 
to  patients  having  recurrent  papillary  tumor 
of  the  bladder  before  it  has  invaded  through 
the  bladder  wall  into  the  pelvis,  we  can 
decrease  the  rapidity  of  recurrence  by  giving 
maintenance  chemotherapy.  Here’s  where 
we  like  to  use  an  oral  drug.  We  have  sev- 
eral patients  on  this  program.  I don’t  know 
how  we’re  going  to  end  up.  The  Thio- 
TEPA  has  been  instilled  directly  in  the 
bladder  by  a group  in  England,  and  they 
feel  that  in  this  way  they  have  caused  the 
tumor  to  regress.  Of  course,  by  putting  a 
catheter  in  at  frequent  intervals,  one  runs 
the  risk  of  infection.  We  use  this  route  if 
the  patient  already  has  an  indwelling  cathe- 
ter. 


Question:  What  is  your  opinion  as  to 

hypophysectomy  in  prostatic  cancer? 

Dr.  Greenblatt:  The  first  thing  to  do 

is  orchiectomy  and  after  that  give  estrogen 
therapy.  Later  on,  if  the  patient  was  re- 
sponsive to  the  previous  procedures,  then 
hypophysectomy  may  be  performed  with 
profit. 

Question:  Which  do  you  think  is  pref- 

erable in  markedly  advanced  breast  carci- 
noma? 

Dr.  Greenblatt:  Actually  the  adre- 

nalectomy may  be  circumvented  by  hypo- 
physectomy. But  there  are  those  who  may 
want  to  do  ovariectomy  first  and  then 
adrenalectomy,  while  others  may  want  to  per- 
form both  ovariectomy  and  adrenalectomy 
at  the  same  time.  Actually  hypophysectomy 
would  circumvent  the  need  for  extirpation  of 
both  adrenals  and  the  ovaries,  but  this  pro- 
cedure should  be  reserved  for  a last-ditch 
stand. 

Question:  Please  comment  on  the  dos- 

age of  progesterone  used  in  the  testing  for 
atypical  hyperplasia. 

Dr.  Greenblatt:  Norethindrone  (Nor- 

lutin)  in  doses  of  10  to  20  mg.  or  norethyno- 
drel  (Enovid),  10  to  20  mg.  for  fifteen  days, 
should  prove  to  be  an  adequate  test  period. 
We  do  a thorough  endometrial  biopsy  by 
suction  curettage,  obtaining  tissue  from  all 
four  areas  in  the  uterus.  If  secretory 
changes  throughout  the  endometrium  are 
obtained,  I’m  sure  that  it  is  good  evidence 
against  neoplastic  disease.  I think  it’s  a 
good  test.  The  patient  should  be  con- 
tinued on  cyclic  progesterone  (Progestin) 
therapy  for  four  or  five  months,  and  then  a 
thorough  dilatation  and  curettage  is  per- 
formed. If  suspicious  areas  still  remain, 
then  more  radical  therapy  is  undertaken. 

Question:  Comment  on  continuous,  un- 

opposed estrogens  in  endometrial  and  breast 
carcinoma. 

Dr.  Greenblatt:  I don’t  know  just 

what  the  questioner  wants  to  know.  Con- 
tinuous unopposed  estrogens  may  spark  a 
seed  of  cancer  cells  already  present  to  grow 
and  manifest  itself  as  neoplasia.  I do  not 
believe  that  estrogens  initiate  a new  biologic 
process.  Estrogens  modify,  stimulate,  or 
interfere  with  biologic  processes  that  are 
already  established. 

Dr.  Pack:  Dr.  Greenblatt  said  that  in 

treatment  of  cancer  of  the  prostate,  the  in- 
itial treatment  should  be  bilateral  orchiec- 
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tomy.  For  those  urologists  and  endocrin- 
ologists who  hold  to  this  principle  and  are 
willing  to  listen  to  Biblical  injunctions,  I 
would  like  to  quote  from  the  first  verse  of 
the  twenty-third  chapter  of  Deuteronomy 
which  definitely  states  that  “He  that  is 
wounded  in  the  stones,  or  hath  his  privv 
member  cut  off,  shall  not  enter  into  the 
congregation  of  the  Lord.” 

Dr.  Greenblatt:  In  answer  may  I 

remind  Dr.  Pack  of  the  passage  in  the  Gospel 
of  St.  Matthew  19:12: 

For  there  are  some  eunuchs,  which  were  so 
born  from  their  mother’s  womb:  and  there 
are  some  eunuchs,  which  were  made  eunuchs 
of  men:  and  there  be  eunuchs,  which  have 

made  themselves  eunuchs  for  the  kingdom  of 
heaven’s  sake.  He  that  is  able  to  receive  it, 
let  him  receive  it. 

Dr.  Pack:  I’d  like  to  make  a comment 

concerning  malignant  lymphoma.  In  the 
defense  of  surgery,  based  on  the  end  results 
of  our  own  series  of  586  lymphosarcomas, 
in  those  patients  in  stage  I of  the  disease 
who  were  treated  by  primary  surgical  dis- 
section (including  the  removal  of  viscera 
with  primary  lymphosarcoma)  and  followed 
by  radiation  therapy  as  a supplementary  pro- 
cedure, we  had  60  per  cent  five-year  definitive 
cures.  Apropos  of  this  fact  and  in  keeping 
with  the  opinion  that  radiologists  and  sur- 
geons should  confer  under  many  circum- 
stances, I would  suggest  that  one  confer  with 
his  surgical  colleagues  when  he  encounters 
a stage  I malignant  lymphoma. 

Question:  What  is  your  operative  mor- 

tality for  hepatic  lobectomy  and  total 
gastrectomy? 

Dr.  Pack:  In  the  United  States  we  have 

very  few  primary  cancers  of  the  liver  such 
as  hepatomas  and  cholangiocarcinomas. 
Having  mastered  the  technic  of  hepatic 
lobectomy  and  in  view  of  the  paucity  of 
primary  liver  cancer,  we  resorted  to  the 
application  of  the  procedure  for  such  indica- 
tions as  unilobar  metastases  and  cancer 
of  the  gallbladder.  Such  was  our  early 
experience.  For  example,  the  first  report 
on  8 cases  of  advanced  cancer  of  the  gall- 
bladder showed  3 operative  deaths,  which 
was  practically  prohibitive.  For  left  hepatic 
lobectomy  I haven’t  had  a single  operative 
death,  but  the  lateral  segment  of  the  left 
lobe  of  the  liver  comprises  only  20  per  cent 
of  the  organ  by  weight,  whereas  an  extended 
right  hepatic  lobectomy  removes  80  per  cent 


of  the  liver  substance  and  is  a more  formi- 
dable procedure.  I have  had  only  2 deaths 
in  the  last  19  extended  right  hepatic  lobec- 
tomies. 

Total  gastrectomy  for  advanced  gastric 
cancer  in  our  earlier  reports  from  the 
Memorial  Hospital  was  attended  by  a 22 
per  cent  operative  mortality.  This  figure 
represents  the  total  experience  of  the  in- 
stitution, including  operations  performed  by 
the  surgical  staff  and  all  members  of  the 
service  staff.  The  operative  mortality  now, 
in  experienced  hands,  should  not  exceed  9 
per  cent,  bearing  in  mind  also  that  the 
operation  generally  is  performed  on  patients 
whose  cancers  are  not  suitable  for  the  con- 
ventional and  less  hazardous  partial  gastrec- 
tomies. 

Question:  How  many  of  your  patients 

are  unhappy  after  radical  surgical  pro- 
cedures? 

Dr.  Pack:  After  hepatic  lobectomy  none 

of  them  have  been  unhappy  after  they’ve 
survived  complications  which  sometimes 
tend  to  occur.  After  total  gastrectomy, 
some  patients  are  gastric  invalids.  The  per- 
centage of  patients  developing  the  dumping 
syndrome  after  total  gastrectomy  is  directly 
proportionate  to  the  amount  of  time  the 
surgeon  spends  in  quizzing  the  patients 
about  their  postprandial  digestive  difficulties. 
This  distressing  syndrome  can  largely  be 
eliminated  by  giving  the  patients  five  meals 
a day  and  keeping  them  free  of  a high- 
carbohydrate  diet.  They  are  given  a high- 
protein  and  liberal  fat  diet.  A carbohydrate 
diet  is  absorbed  so  quickly  by  the  small 
intestines,  without  the  delaying  action  of 
the  stomach,  after  total  gastrectomy,  that 
the  dumping  syndrome  readily  occurs  with 
the  well-known  electrolyte,  vasomotor,  and 
electrocardiographic  changes.  Perhaps  the 
coat  of  arms  for  the  total  gastrectomist 
should  be  a crossed  scalpel  and  spoon  be- 
cause it  is  the  function  and  responsibility  of 
the  surgeon  to  follow  these  patients,  not  just 
to  take  out  the  stomach. 

Question:  Please  comment  on  the  causal 

relationship  of  trauma  and  cancer. 

Dr.  Pack:  Many  court  cases  have  been 

settled  in  favor  of  the  plaintiff  under  these 
circumstances.  It  is  more  likely  that  the 
cancer  pre-exists  and  is  cryptic  and  unde- 
tected until  a slight  trauma  to  the  cancer- 
bearing organ  or  segment  of  the  body  leads 
to  unusual  pain  and  disability  with  sub- 
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sequent  discovery  of  the  cancer.  We  call 
this  traumatic  determinism.  The  cancer- 
bearing tissue  is  more  fragile  and  more 
easily  injured,  and  thus  the  patient’s  at- 
tention is  directed  to  it.  James  Ewing, 
M.D.,  used  to  say  that  injury  to  an  un- 
suspected or  unknown  cancer,  by  attracting 
the  attention  of  the  patient  and  later  the 
doctor,  saves  more  lives  and  does  more  good 
than  harm. 

Question:  Do  you  believe  that  burning 

of  moles  will  cause  nevocarcinoma? 

Dr.  Pack:  We  prefer  the  designation  of 

melanoma.  My  own  experience  would  in- 
dicate that  trauma  to  a mole  does  not  con- 
vert it  to  a malignant  melanoma.  It  is  much 
more  likely  that  the  so-called  benign  nevus 
was  already  an  early  but  unrecognized 
melanoma  when  such  electrocoagulation  was 
done.  The  nevus  is  a fairly  well-organized 
structure,  not  particularly  susceptible  to 
trauma,  whereas  its  cancerous  derivative, 
the  malignant  melanoma,  is  a very  fragile, 
vascular,  loosely  organized  neoplasm,  easily 
broken  with  consequent  bleeding  and  second- 
ary ulceration.  We  hold  to  the  opinion 
that  formal  incisional  biopsy  of  melanoma 
is  perhaps  not  an  innocuous  procedure.  I 
prefer  excisional  biopsy  if  the  tumor  is  small. 
The  surgeon  can  readily  take  the  entire 
specimen  out  widely,  not  too  widely,  if  he  is 
uncertain  as  to  the  diagnosis.  Of  course, 
the  majority  of  melanomas  can  be  diagnosed 
accurately  without  biopsy,  but  this  applies 
to  the  florid  stage  of  the  disease.  In  doubt- 
ful cases,  the  entire  specimen  should  be 
removed  and  given  to  the  pathologist; 
if  he  takes  a few  days  to  analyze  it,  there  is  no 
harm  done  by  the  delay. 

Dr.  Lore:  Dr.  Day,  I’ve  just  one  question 
for  you.  It  may  be  a fairly  boring  one,  but  I 
think  it’s  worth  taking  the  few  moments 
necessary.  Dr.  Day,  since  you  are  entnusi- 
astic  about  the  Cancer  Detection  Program 
in  Rockland  County  and  since  you  feel  that 
detection  can  be  done  well  in  a doctor’s 
office,  why  do  you  continue  your  centralized 
Memorial  Hospital  detection  program? 
Why  not  let  it  be  run  by  practitioners  for 
pay  in  their  office? 


Dr.  Day:  I hope  that  the  half  hour  we 

spent  earlier  this  morning  on  this  subject 
drives  home  one  point.  As  I stated  at  the 
time,  we  have  constantly  reiterated  the 
firm  belief  that  the  bulk  of  cancer  detection, 
the  bulk  of  performing  cancer  check-ups 
for  the  presumably  well  adult,  must  be  done 
in  the  private  office,  whatever  calling  the 
individual  has.  This  can  be  done  in 
practically  all  forms  of  practice,  provided 
there  is  a conviction  that  this  is  important 
and  a commitment  of  the  necessary  time  to 
do  it.  On  the  other  hand,  it’s  quite  clear 
that  we  all  stand  to  learn  more  if  we  have  a 
few  carefully  rim,  centralized  programs 
where  we  can  see  at  higher  volume  the 
running  experience  and  analyze  it.  For 
instance,  in  the  Strang  Clinic  currently  we 
are  watching  closely  three  proposed  screen- 
ing tests.  Not  one  of  them  has  proved  to 
be  worth  while  yet,  but  certainly  at  the 
Clinic  we  can  come  up  with  answers  to  the 
extremely  important  question,  “Is  there  a 
worth-while  screening  test?”  much  more 
rapidly  than  if  all  this  is  done  scattered 
through  various  offices,  throughout  com- 
munities, without  centralizing  the  experi- 
ence. 

Now  one  of  the  new  factors  of  your  Rock- 
land County  experience  is  that  you  are  central- 
izing the  records,  and  you  are  going  to  be  able 
to  talk  in  terms  of  the  experience.  This  is 
fine,  but  I still  don’t  think  the  best-conducted 
program  of  this  sort  can  entirely  replace  the 
kind  of  accumulated  experience  that  can 
come  from  a few  well-run  cancer  detection 
centers.  I want  to  be  sure  you  all  under- 
stand that  we  consider  these  two  separate 
approaches,  the  center  and  the  private 
office,  supplemental  and  not  competitive. 
We  probably  ought  to  continue  both  ap- 
proaches to  this  with  complete  exchange 
between  the  two  experiences  rather  than 
adopt  the  attitude  of  “Why  continue  one 
if  the  other  can  succeed?” 

It  is  my  firm  belief  that  we  will  all  be  fur- 
ther along,  and  be  doing  a better  job  five  to 
ten  years  from  now  in  serving  more  of  the 
public,  if  both  these  approaches  are  used 
aggressively. 
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Acute  gastrointestinal  upset  represents 
one  of  the  most  common  ailments  en- 
countered among  the  general  population. 
Its  importance  lies  in  its  frequency  and 
the  unpleasant  nature  of  its  symptoms  for, 
except  when  complicated,  it  runs  a benign 
self-limited  course  culminating  spontane- 
ously in  complete  recovery  within  two  or 
three  days. 

This  disorder  is  often  attributed  to  entero- 
toxic  bacteria  or  virus,  a dietary  indiscretion, 
or  an  emotional  upset,  and  also  occurs  fre- 
quently in  conjunction  with  such  common 
disorders  as  acute  respiratory  infections, 
dysmenorrhea,  and  certain  types  of  head- 
ache. Its  exact  etiology,  however,  is  usu- 
ally obscure,  and  the  number,  variety, 
and  intensity  of  its  symptoms  and  its  re- 
sponsiveness to  therapy  are  often  influenced 
more  by  subjective  and  emotional  factors 
than  by  the  intrinsic  nature  of  the  disease 
process.  Even  when  a particular  etiologic 
factor  can  be  incriminated,  a specific  thera- 

* Supported  in  part  by  grants  from  the  National  Institute 
of  Mental  Health,  U.S.  Public  Health  Service,  Bethesda, 
Maryland  (MY  2922),  and  from  Hoffmann-La  Roche,  Inc. 
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Director,  International  Business  Machines  Corp.,  Pough- 
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a double- blind  study  of  the  effectiveness 
of  chlordiazepoxide  ( Librium ) and  clidinium 
bromide  ( Librax ) in  symptomatic  relief  of  gas- 
trointestinal upset  was  performed  in  139 
industrial  employes.  Chlordiazepoxide , in 
doses  of  5 mg.  every  four  hours,  was  found  to 
accelerate  the  tendency  toward  spontaneous 
recovery  characteristic  of  the  disorder.  Cli- 
dinium bromide,  in  doses  of  2.5  mg.  every 
four  hours,  was  no  more  effective  than  the 
placebo  and  did  not  enhance  the  beneficial 
effect  of  chlordiazepoxide.  There  were  no 
side-effects  of  either  drug  at  the  dosage  levels 
employed. 


peutic  agent  is  seldom  available.  Treat- 
ment, therefore,  is  usually  aimed  at  re- 
lieving the  symptoms  until  their  course  is 
run. 

Persons  with  acute  gastrointestinal  upset 
are  generally  accorded  little  attention  by  the 
busy  general  practitioner  and  clinic  physi- 
cian. In  fact,  most  of  its  victims  do  not 
seek  professional  medical  attention,  being 
content  to  try  a traditional  home  remedy  or 
a currently  advertised  proprietary  prepara- 
tion. In  contrast,  they  are  seen  frequently 
in  the  average  industrial  medical  de- 
partment. This  reflects  neither  a greater 
incidence  nor  a greater  severity  of  acute 
gastrointestinal  upset  among  employe  popu- 
lations but,  rather,  the  convenient  accessi- 
bility of  the  industrial  dispensary  where  both 
professional  advice  and  any  needed  medica- 
tion can  be  obtained  without  charge  and 
without  loss  of  time  from  work. 

To  the  industrial  physician,  acute  gastro- 
intestinal upset  represents  an  important 
problem.  Its  frequency  makes  it  an  im- 
portant cause  of  lost  productivity  owing  to 
medical  factors.  The  distressing  symptoms 
lead  not  only  to  impaired  efficiency,  lowered 
work  output,  and  increased  waste,  but  they 
may  also  set  the  stage  for  costly  accidents 
and  serious  injury.  The  availability  of  a 
medication  that  will  provide  prompt  and 
effective  relief  is,  therefore,  a matter  of 
considerable  interest  to  the  physician  in 
industry. 

This  report  describes  an  assessment  of  a 
new  tranquilizer,  chlordiazepoxide  (Lib- 
rium), and  of  a newly  synthesized  anti- 
cholinergic agent,  clidinium  bromide,  in  the 
symptomatic  relief  of  acute  gastrointesti- 
nal upset.  In  this  study,  the  effectiveness 
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of  these  drugs  individually  and  in  combina- 
tion (Librax)  was  compared  with  that  of  a 
lactose  placebo. 

Preliminary  studies  have  indicated  that 
chlordiazepoxide  is  of  value  in  a wide  variety 
of  gastrointestinal  disorders,  particularly 
those  in  which  emotional  factors  play  impor- 
tant roles. 1 2 The  dose  usually  reported 
was  10  mg.  four  times  daily  (in  a small  num- 
ber of  cases,  larger  doses,  up  to  25  mg.  four 
times  daily,  were  required).  At  this  dosage 
level,  undesirable  side-effects,  chiefly  drowsi- 
ness, ataxia,  and  dizziness,  were  apparently 
less  frequent  than  with  other  tranquilizers 
but  did,  nevertheless,  occur  in  a significant 
number  of  cases.  They  were  rarely  severe 
enough  to  require  stopping  the  medication 
and,  in  most  instances,  disappeared  when  the 
dose  was  lowered.  The  inherent  danger 
implicit  in  such  reactions  among  industrial 
employes,  however,  is  epitomized  in  Brown’s 
description  of  one  patient  who  “had  to  stop 
driving  and  sleep  by  the  side  of  the  road 
forty-five  minutes  after  taking  the  first 
dose.”1 

The  experience  with  clidinium  bromide  has 
been  comparable.  Recent  reports  have 
shown  it  to  be  an  effective  oral  anticholiner- 
gic agent  in  a variety  of  gastrointestinal 
disorders.3-8  In  the  doses  that  were  em- 
ployed, however,  5 mg.  or  more  three  or  four 
times  daily,  side-effects  were  reportedly 
evoked  in  a majority  of  the  patients. 
Xerostomia,  an  unpleasant  dryness  of  the 
mouth  and  tongue,  visual  difficulties  owing 
to  mydriasis  and  diminished  lacrymal 
secretions,  and  urinary  difficulties  resulting 
from  loss  of  bladder  tonus  were  most  com- 
monly encountered.  They  were  rarely  se- 
vere enough  to  require  interruption  of 
therapy.  In  many  instances,  they  tended  to 
disappear  despite  continuation  of  the  drug; 
in  others,  they  cleared  when  the  dose  was 
reduced. 

Although  manifestly  undesirable,  these 
side-effects  and  those  evoked  by  chlordiaz- 
epoxide are  of  no  great  consequence  in  deal- 
ing with  the  more  severe  and  more  persistent 
gastrointestinal  disorders  such  as  peptic 
ulcer  and  colitis.  With  these,  treatment 
continues  for  weeks  or  months,  and  there  is 
ample  time  to  try  to  eliminate  the  side- 
effects  by  altering  the  size  or  the  frequency 
of  dose  or  by  changing  to  a different  medica- 
tion. Patients  with  these  conditions  are 
often  quite  ill  and  such  side-effects  are  a 


small  enough  price  to  pay  for  relief  of  symp- 
toms in  bringing  the  illness  under  control. 

It  is  quite  another  story  when  one  deals 
with  acute  gastrointestinal  upset,  particu- 
larly in  an  industrial  population.  Here,  one 
is  dealing  with  a relatively  mild  illness  that 
usually  will  subside  quite  rapidly  even  if 
left  untreated.  Treatment  is  aimed  at 
relieving  the  symptoms  and  speeding  the 
restoration  of  normal  functional  or  work 
capacity  by  shortening  the  course  of  this 
illness.  It  serves  neither  the  patient  nor 
his  employer  to  replace  the  undesirable 
symptoms  of  the  disease  with  the  equally 
undesirable  side-effects  of  a drug.  In  fact, 
there  may  be  an  even  greater  danger  of  acci- 
dent if  the  individual  is  lulled  into  a sense  of 
well-being  by  the  relief  of  his  digestive  symp- 
toms without  being  aware  that  the  drug  has 
seriously  compromised  his  visual  capacity  or 
lengthened  his  reaction  time.  Since  there 
is  usually  only  time  for  a few  doses  of  a drug 
before  the  acute  gastroenteritis  manifests 
its  characteristic  tendency  toward  spon- 
taneous improvement,  there  is  virtually  no 
opportunity  to  determine  the  optimal  dose 
required  by  a particular  individual.  In  this 
disorder,  therefore,  it  is  manifestly  more 
prudent  to  give  a smaller  dose  even  though  it 
may  fall  short  of  the  desired  therapeutic 
effect  than  to  use  a larger  one  that  although 
more  likely  to  be  effective  is  also  more  likely 
to  be  accompanied  by  side-effects. 

Materials  and  method 

The  doses  selected  for  this  investigation 
were  pegged  at  levels  that  seemed  unlikely  to 
be  followed  by  the  side-effects  characteristic 
of  these  drugs:  5 mg.  of  chlordiazepoxide, 

2.5  mg.  of  clidinium  bromide,  or  the  combina- 
tion of  both,  given  every  four  hours  for  a 
maximum  of  four  doses  or  until  substantial 
relief  of  the  symptoms  was  noted,  whichever 
occurred  sooner. 

The  development  of  the  method  used  in 
this  study  and  a critique  of  its  validity  have 
been  reported  elsewhere.9  Its  essential  fea- 
tures include:  the  establishment  of  rigid 

arbitrary  criteria  for  the  selection  of  suitable 
cases  for  admission  to  the  study;  employ- 
ment of  a randomized  block  design  for  as- 
signing the  subjects  to  the  different  treat- 
ment groups;  the  use  of  the  double-blind 
technic  to  minimize  observer  bias  in  assess- 
ing the  effects  of  the  treatments;  and  ob- 
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TABLE  I.  Effectiveness  of  four  medications  in  the  symptomatic  relief  of  acute  gastrointestinal  upset9 


Num- 
ber of 


Improved 


Results*  - 
No  Effect 


Worse 


Recurrences 
— After  Initial 
Improvement 


Pa- 

Pa- 

Per 

Pa- 

Per 

Pa- 

Per 

Pa- 

Per 

Medication 

tients  tients 

Cent 

tients 

Cent 

tients 

Cent 

tients  Cent 

Chlordiazepoxide 
Chlordiazepoxide  with  cli- 

35 

30 

86 

5 

14 

0 

0 

2 

6.7 

dinium  bromide 

36 

29 

81 

7 

19 

0 

0 

3 

10.3 

Clidinium  bromide 

35 

26 

75 

8 

23 

1 

2 

4 

15.4 

Placebo 

33 

24 

73 

8 

24 

1 

3 

8 

33.3 

Totals 

139 

109 

78.5 

28 

20 

2 

1.5 

17 

15.6 

* After  twenty-four  hours  of  treatment. 

servation  of  the  number  of  doses 

and 

the 

the  observer 

on  the 

basis 

of  an 

arbitrary 

amount  of  time  required 

for  the 

desired 

scale.  * 

The 

patient 

was 

then 

given  an 

effect,  and  of  the  frequency  of  recurrences 
of  symptoms  following  an  initial  improve- 
ment, as  well  as  the  over-all  response  of  the 
patient. 

Cases  were  selected  from  among  those  who 
presented  themselves  to  the  medical  depart- 
ment with  one  or  more  of  the  symptoms 
characteristic  of  an  acute  gastrointestinal 
upset: 


Anorexia 
Malaise 
Salivation 
Dryness  of  mouth 
Nausea 
Vomiting 
Eructation 
Bad  taste 


Dysphagia 

Heartburn 

Abdominal  pain 

Abdominal  cramps 

Bloating 

Gas 

Diarrhea 

Constipation 


Patients  with  previously  diagnosed  gastro- 
intestinal disorders  such  as  peptic  ulcer, 
cholecystitis,  or  colitis  were  excluded  if  there 
had  been  any  indication  of  activity  within 
the  past  year.  Patients  whose  symptoms 
were  associated  with  other  disorders  such  as 
dysmenorrhea,  migraine,  or  a concurrent 
infection  were  also  excluded.  Patients  who 
suffered  recurrent  attacks  of  similar  symp- 
toms more  frequently  than  once  a month, 
those  whose  symptoms  had  persisted  for 
more  than  twenty-four  hours,  and  those 
who  had  taken  any  medication  within  six 
hours  of  their  appearance  in  the  medical 
department  were  similarly  disqualified. 
Finally,  since  they  might  have  to  take  an 
anticholinergic  agent,  patients  known  to 
have  glaucoma  or  who  had  difficulty  in 
emptying  the  bladder  were  also  barred  from 
the  study. 

Those  who  remained  were  assigned  a 
number  in  order  of  their  appearance  and 
were  questioned  about  their  symptoms,  the 
intensity  of  each  symptom  being  graded  by 


envelope  containing  four  capsules  of  one  of 
the  following  preparations:  (1)  chlordiaz- 

epoxide  5 mg.,  (2)  chlordiazepoxide  5 mg. 
with  clidinium  bromide  2.5  mg.,  (3)  clidinium 
bromide  2.5  mg.,  or  (4)  placebo. 

These  medications  f had  been  prepared  in 
identical  colored  capsules  labeled  according 
to  a code  that  was  not  divulged  until  the 
study  was  completed  and  the  results  were 
tabulated.  They  were  distributed  among 
the  serially  numbered  envelopes  according 
to  a second  code  based  on  a randomized 
block  design.  This  code  was  not  divulged 
until  all  of  the  results  had  been  recorded  and 
their  tabulation  was  begun.  This  was  done 
to  prevent  the  observer  being  influenced  in 
interpreting  the  results  offered  by  a patient 
by  the  reports  of  previous  subjects,  or  by 
the  pattern  of  results  that  might  appear  if 
the  drugs  were  rotated  in  a fixed  order. 

The  subject  was  instructed  to  take  one  of 
the  capsules  at  once  and  to  repeat  the  dose 
every  four  hours  while  his  symptoms  per- 
sisted. He  was  encouraged  to  take  liquids 
(except  coffee)  and  to  eat  small  bland 
feedings  if  he  became  hungry.  He  was 
asked  not  to  take  any  other  medication  until 
all  four  capsules  had  been  consumed. 

The  patient  was  asked  to  note  the  time 
required  for  the  substantial  relief  of  his 
symptoms  and  the  number  of  capsules  he 
had  taken,  reporting  promptly  to  the  medical 
department  as  soon  as  relief  occurred  or,  if 
after  hours,  on  the  following  morning.  If, 


* Arbitrary  scale  for  grading  intensity  of  symptoms:  1 + 
mild,  probably  would  not  require  treatment  if  it  were  the 
only  complaint;  2 + bothersome,  not  severe  but  enough  to 
stimulate  an  attempt  to  get  relief;  3 + moderately  severe, 
quite  uncomfortable;  and  4 + disabling. 

t Provided  through  the  courtesy  of  D.  L.  Long,  Jr.,  M.D., 
Department  of  Clinical  Investigation,  Hoffmann-La  Roche, 
Inc.,  Nutley,  New  Jersey. 
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TABLE  II.  Comparison  of  the  effectiveness  of  chlordiazepoxide,  clidinium  bromide,  a combination  of 
these,  and  a placebo  in  the  symptomatic  relief  of  acute  gastrointestinal  relief  within  eight  hours 


Medication 

Number 

of 

Patients 

Improved  

Patients  Per  Cent 

Not  Improved 
Patients  Per  Cent 

Chlordiazepoxide 

35 

23 

66 

12 

34 

Clidinium  bromide 

35 

12 

34 

23 

66 

Chlordiazepoxide  with  clidinium  bromide 

36 

19 

53 

17 

47 

Placebo 

33 

8 

24 

25 

76 

Totals 

139 

62 

77 

for  any  reason,  he  had  failed  to  report  by 
that  time,  he  was  contacted  by  telephone. 
He  was  questioned  about  each  of  the  symp- 
toms he  had  previously  acknowledged  as 
well  as  any  others  that  might  have  since 
developed,  and  their  intensity  was  again 
graded  according  to  the  same  scale  used 
earlier.  * Finally,  he  was  asked  to  return 
promptly  to  the  medical  department  if  his 
symptoms  recurred  or  became  intensified 
during  the  following  day. 

On  the  basis  of  this  information,  the  over- 
all result  of  therapy  was  classified  in  the 
following  categories:  improved,  no  effect, 

or  worse.  Cases  in  which  sufficient  or 
adequate  data  were  not  recorded  or  in  which 
the  results  could  not  be  classified  were 
eliminated.  This  occurred  only  four  times 
in  this  study,  a number  too  small  to  warrant 
a question  of  bias  in  the  selection  of  cases. 

Results 

Analysis  of  the  results  after  twenty-four 
hours  of  treatment  (Table  I)  reveals  that 
each  of  the  preparations  displayed  con- 
siderable effectiveness  in  relieving  the  symp- 
toms of  acute  gastrointestinal  upset.  Chlor- 
diazepoxide, alone  and  in  combination  with 
clidinium  bromide,  yielded  slightly  higher 
percentages  of  “improved”  cases  than  did  the 
placebo  or  the  clidinium  bromide  alone,  but 
these  differences  for  the  twenty-four-hour 
period  are  not  statistically  significant. 

Relapses  or  recurrences  of  symptoms 
following  the  initial  improvement  were 
significantly  less  frequent  in  patients  who 
had  taken  one  of  the  drugs  than  in  those 
who  were  treated  with  the  placebo.  This 
suggests  the  possibility  of  a carry-over  of  an 
effect  on  the  symptoms  that  had  been  sub- 
merged in  the  trend  toward  rapid  spontane- 
ous recovery  characteristic  of  this  disorder. 
The  number  of  cases  involved,  however,  is 
so  small  that  this  must  be  regarded  as  a 


conjecture  rather  than  a conclusion. 

On  the  other  hand,  the  observations  of 
the  time  required  for  relief  of  the  symptoms 
leave  no  doubt  of  the  efficacy  of  chlordiaze- 
poxide in  accelerating  the  recovery.  Sub- 
stantial improvement  within  eight  hours 
after  the  onset  of  treatment  was  reported  by 
66  per  cent  of  those  who  received  this  drug 
in  comparison  with  only  24  per  cent  of  those 
who  were  given  the  placebo.  This  difference 
is  significant  at  a level  of  P <0.002  (Table  II). 

This  was  not  true  of  the  clidinium  bro- 
mide. Although  a favorable  response  within 
eight  hours  was  seen  in  a somewhat  larger 
percentage  of  the  group  given  this  drug  than 
among  those  treated  with  the  placebo 
(Table  II),  this  difference  was  not  statis- 
tically significant  (P>  0.48). 

The  addition  of  clidinium  bromide  to  the 
chlordiazepoxide  had  little  effect  on  the 
latter’s  effectiveness  (Table  II)).  Although 
the  percentage  of  patients  reporting  improve- 
ment within  eight  hours  was  somewhat  less 
among  the  patients  given  the  combined 
drugs  than  among  those  treated  with  the 
chlordiazepoxide  alone,  this  difference  was 
not  statistically  significant  (P<0.37). 

Similar  results  were  obtained  by  analysis 
of  the  patients’  reports  of  the  number  of 
capsules  required  to  relieve  their  symptoms. 
Only  one  or  two  doses  were  required  by  54 
per  cent  of  the  group  treated  with  chlordiaz- 
epoxide in  contrast  to  only  6.1  per  cent  of 
those  who  took  the  placebo  (the  difference 
between  these  percentages  is  significant  at  a 
level  of  P <0.0001).  Only  5.7  per  cent  of 
the  patients  treated  with  the  clidinium 
bromide  noted  improvement  after  only 
one  or  two  doses,  a figure  virtually  identical 
with  that  for  the  placebo  group.  This 
figure  was  36  per  cent  for  those  treated  with 
the  combined  drugs,  lower  than,  but  not 
significantly  different  from  that  recorded 
among  the  chlordiazepoxide  group  (P  = 
0.19). 
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None  of  the  drugs  exhibited  any  of  the 
side-effects  that  had  been  described  in  pre- 
vious reports  of  their  clinical  trial.  Although 
fatigue,  drowsiness,  and  dryness  of  the  mouth 
were  reported  by  a few  patients,  these  were 
present  before  treatment  was  started  and, 
in  each  case,  seemed  to  improve  rather 
than  worsen  after  the  capsules  were  taken. 

Comment 

These  results  demonstrate  the  usefulness 
of  chlordiazepoxide  in  doses  of  5 mg.  every 
four  hours  in  the  symptomatic  relief  of 
acute  gastrointestinal  upset.  Although  re- 
flecting the  tendency  of  this  disorder  to 
spontaneous  recovery — improvement  was 
seen  in  a comparable  percentage  of  patients 
treated  with  the  placebo — it  appeared  more 
rapidly  and  was  followed  by  fewer  relapses 
or  recurrences  when  chlordiazepoxide  was 
given. 

The  addition  of  2.5  mg.  of  clidinium  bro- 
mide did  not  enhance  the  effect  of  the  chlor- 
diazepoxide, while  the  clidinium  bromide 
alone  proved  to  be  no  more  effective  than 
the  placebo.  This  suggests  that  the  impres- 
sion, shared  by  others, 10  that  anticholinergic 
agents  have  little  or  no  effect  on  the 
gastrointestinal  tract  when  used  in  doses 
small  enough  to  escape  their  characteristic 
effects  on  the  eye,  the  salivary  and  lacrymal 
glands,  and  the  bladder  is  applicable  as 
well  to  clidinium  bromide. 

It  is  possible  that  in  larger  doses  this 
drug  might  exhibit  the  effectiveness  claimed 
for  it  in  other  gastrointestinal  disorders.4-8 
Since  such  doses,  however,  would  undoubt- 
edly also  cause  side-effects  that  would  be  no 
less  troublesome  than  the  patients’  symp- 
toms, they  were  not  attempted.  It  must 
be  concluded,  therefore,  that  clidinium 
bromide,  alone  or  as  an  adjunct  to  chlordi- 
azepoxide, is  of  no  value  in  the  treatment  of 
acute  gastrointestinal  upset. 

The  mechanism  of  the  beneficial  effect  of 
chlordiazepoxide  observed  in  this  disorder 
is  a matter  for  conjecture.  It  probably  acts 
on  the  central  nervous  system  to  mitigate 
the  emotional  factors  that  play  such  a 
prominent  role  if  not  in  the  causation  of 
acute  gastrointestinal  upset,  then  at  least 
in  the  intensification  and  potentiation  of 
the  symptoms.  In  any  case,  the  fact  that 
chlordiazepoxide  substantially  shortens  the 
course  of  this  illness  without  any  side-effects 


makes  this  compound  particularly  valuable 
in  industrial  medicine  where,  because  it 
ranks  so  high  among  the  medical  causes  of 
lost  productivity,  acute  gastrointestinal  up- 
set represents  an  important  therapeutic 
challenge. 

Summary 

1.  This  report  describes  a double-blind 
comparison  of  the  effectiveness  of  chlor- 
diazepoxide and  clidinium  bromide,  indi- 
vidually and  in  combination,  with  that  of  a 
placebo  in  the  symptomatic  relief  of  acute 
gastrointestinal  upset  in  industrial  em- 
ployes. 

2.  Chlordiazepoxide,  in  doses  of  5 mg. 
every  four  hours,  was  found  to  accelerate 
the  tendency  toward  spontaneous  recovery 
characteristic  of  this  disorder.  Two  thirds 
of  the  patients  treated  with  this  drug 
experienced  substantial  relief  of  their  symp- 
toms within  eight  hours  of  the  onset  of 
therapy,  or  after  only  one  or  two  doses  had 
been  taken. 

3.  Clidinium  bromide,  in  doses  of  2.5  mg. 
every  four  hours,  proved  to  be  no  more 
effective  than  the  placebo. 

4.  The  addition  of  clidinium  bromide  to 
chlordiazepoxide  did  not  enhance  the  bene- 
ficial effect  of  the  latter. 

5.  Side-effects  were  not  encountered  fol- 
lowing any  of  the  drugs  at  the  dosage  levels 
employed  in  this  investigation. 
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Cutaneous  carcinoma  of  the  face  is  con- 
sidered mainly  as  a solitary  lesion;  however, 
multiple  growths  are  frequent.  At  the 
present  time,  there  is  a divergence  of  opinion 
concerning  the  appropriate  method  of  treat- 
ing a superficial  skin  cancer,  and  in  cases 
where  multiple  cancers  are  present  the  selec- 
tion of  the  proper  mode  of  therapy  is  even 
more  divergent.  Because  of  this  problem, 
we  began  in  June,  1960,  to  treat  a selected 
group  of  patients  with  multiple  cutaneous 
carcinomas  of  the  face  by  the  Mohs1 2 
chemosurgery  technic.  It  was  our  belief 
that  this  method  offered  a series  of  ad- 
vantages in  managing  these  tumors  that 
was  not  apparent  in  the  more  conventional 
forms  of  treatment,  namely;  (1)  the  technic 
excised  the  tumor  via  microscopic  control, 

(2)  wide  margins  of  normal  tissue  were  not 
sacrificed  to  insure  total  tumor  removal, 

(3)  the  resulting  wound  defect  was  treated 
as  a secondary  wound,  thus  avoiding  the  use 
of  skin  grafts,  and  (4)  in  many  instances  the 
procedure  could  be  performed  on  an  out- 
patient basis. 

Because  collective  experience  with  the  use 
of  Mohs’s  chemosurgery  technic  in  the 
management  of  multiple  skin  carcinomas  is 
limited,  it  is  the  purpose  of  this  paper  to 
record  our  observations  and  to  assess  the 
value  of  the  method. 


SPECIMEN'S  EXCISED  WITH  MICROSCOPIC  SPECIMEN  NUMBER  5 EXCISED  HEALED  AREA 
TUMOR  IN  SPECIMEN  5 AND  FREE  OF  TUMOR 


FIGURE  1.  The  artist’s  conception  of  the  Mohs’s 
chemosurgery  technic  as  described  in  the  text. 

Material 

We  have  employed  Mohs’s  chemosurgery 
technic  in  11  patients  with  multiple  skin 
cancers  of  the  face  during  the  period  June, 
1960,  to  September,  1962.  Of  the  11 
patients,  5 had  five  or  more  basal  cell  tumors, 
3 had  between  two  and  five  lesions,  and  3 
patients  were  seen  because  of  irradiation 
dermatitis  complicated  by  multiple  basal 
carcinomas.  The  ages  of  the  patients  varied 
from  as  young  as  thirty-six  to  as  old  as  eighty- 
four  years.  The  mean  average  age  of  this 
group  was  fifty -six.  Of  the  11  patients,  6 
were  female  and  5 were  male.  Seven  of  the  1 1 
patients  have  been  followed  for  one  year  or 
longer,  and  no  recurrences  have  been  noted. 
Four  patients  have  been  followed  for  periods 
ranging  from  three  to  eight  months,  and  in 
only  1 case  has  a local  recurrence  been 
observed  However,  in  8 instances  new 
skin  cancers  were  detected  in  this  group  of 
patients  following  their  initial  treatment, 
and  each  of  these  new  lesions  was  managed 
by  chemosurgery. 


Technic 

Figure  1 shows  in  diagrammatic  fashion 
the  basic  principles  of  the  Mohs  chemo- 
surgery technic.  The  initial  step  in  this 
procedure  is  the  establishment  of  a histologic 
diagnosis  of  the  tumor.  This  is  done  by 
injecting  the  periphery  of  the  tumor  with  a 
suitable  local  anesthetic  agent  and  excising 
a representative  wedge  of  tissue.  The 
specimen  is  examined  immediately  by  frozen 
section  technic.  If  a cancer  is  present,  the 
first  step  in  the  chemosurgical  procedure  is 
the  application  of  dichloracetic  acid  to  the 
gross  confines  of  the  tumor  field.  This 
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agent  is  used  primarily  as  a keratolytic  agent 
to  enhance  the  penetration  effect  of  the 
fixative  paste  which  is  next  applied.  The 
fixative  paste  consists  of  30  Gm.  of  zinc 
chloride,  10  Gm.  of  sanguinaria,  and  30.7  cc. 
of  a saturated  zinc  chloride  solution.  This 
material  is  applied  in  a layer  of  about  2 to  3 
mm.  in  thickness  to  the  tumor  field  and 
secured  with  an  air-tight  dressing. 

Twenty-four  hours  later,  the  treated  area 
is  fixed,  bloodless,  and  painless,  and  a layer 
of  tissue  2 to  3 mm.  in  thickness  is  excised 
and  divided  into  specimens  measuring  ap- 
proximately 2 by  2 cm.  A map  of  the  tumor 
is  drawn  showing  each  specimen  and  its 
location  on  the  tumor  field.  Next,  the 
undersurface  of  each  tissue  specimen  is  cut 
on  a frozen  section  microtome  and  examined 
microscopically . 

If  tumor  tissue  is  present,  its  site  is  re- 
corded on  the  map  of  the  tumor  area.  When 
all  of  the  specimens  have  been  examined 


Mohs’s  chemosurgery  technic  was  used  in  11 
patients  with  multiple  skin  cancers  of  the 
face;  7 have  been  followed  for  one  year  or 
longer  with  no  recurrences;  4 have  been  fol- 
lowed for  from  three  to  eight  months  with  1 
local  recurrence.  Eight  new  skin  cancers 
occurred  and  were  managed  by  chemosurgery. 
The  technic  is  highly  effective  and  has  the 
advantage  of  controlled  microscopic  excision 
of  the  tumors. 


microscopically,  the  fixative  paste  is  again 
applied  to  the  corresponding  areas  on  the 
tumor  bed  which  show  tumor  tissue.  An 
air-tight  dressing  is  applied,  and  twenty-four 
hours  later  this  process  is  repeated  and 
continued  in  this  fashion  at  daily  intervals 
until  a cancer-free  plane  of  tissue  is  ob- 
tained. The  eschar  that  has  formed  is 
permitted  to  demarcate  and  is  usually  re- 


FIGURE  2.  A typical  case  of  a patient  with  multiple  basal  cell  tumors  of  the  face  of  six  years  duration. 
Treatment  in  the  past  consisted  of  surgical  excision  and  radiation.  (A)  Front  view.  (B  and  C)  Side  views. 
Eight  months  after  treatment  with  Mohs's  chemosurgery  technic.  (D)  Front  view.  (E  and  F)  Side  views. 
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FIGURE  3.  (A)  Photograph  showing  patient  with  extensive  multiple  areas  of  basal  cell  carcinoma  involving 
the  face.  Seborrheic  keratosis  was  also  present.  Previous  treatment  consisted  of  irradiation  and  electrical 
dissection.  (B)  The  end  results  after  nine  months. 


moved  in  about  seven  to  ten  days  after  the 
last  application  of  the  fixative  paste.  The 
wound  is  dressed  daily  and  permitted  to 
heal  by  secondary  intention. 

Comment 

The  treatment  of  multiple  cutaneous 
carcinomas  of  the  face  is  beset  with  many 
difficulties.  Not  infrequently,  the  tumors 
are  randomly  distributed  over  the  face, 
thus  making  their  surgical  removal  a diffi- 
cult undertaking  (Fig.  2).  In  other  in- 
stances the  skin  itself  appears  to  be  a poten- 
tially tumor-bearing  area,  and  following  the 
treatment  of  one  lesion,  another  makes  its 
appearance  within  a short  period  of  time 
(Fig.  3).  Multiple  skin  cancers  may  also 
arise  from  sites  of  previous  irradiation,  and 
in  those  cases  where  the  radiation  was  in- 
discriminately used  in  the  treatment  of  a 
benign  skin  condition,  the  radiation  skin 
effects  and  the  formation  of  multiple  skin 
cancers  may  be  scattered  over  a wide  area 
(Fig.  4). 

Because  of  these  problems  of  manage- 
ment, Mohs’s  chemosurgery  technic1-2  offers 
certain  advantages  in  the  treatment  of  mul- 
tiple skin  cancers  that  are  not  found  in  the 


more  conventional  forms  of  therapy . 3 “5  Pri- 
mary and  foremost  in  this  regard  is  the  ad- 
vantage afforded  by  this  technic  of  excising 
a skin  cancer  by  microscopic  control;  the 
precision  by  which  microscopic  tumor  rami- 
fications are  traced  out  without  sacrificing 
wide  areas  of  normal  tissue  is  a most  de- 
sirable feature,  particularly  in  those  cases 
where  three  or  four  separate  lesions  require 
simultaneous  treatment. 

Depending  on  the  size  and  location  of  the 
treated  area,  most  chemosurgery  wounds 
are  permitted  to  heal  by  secondary  intention. 
The  cosmetic  results  of  these  wounds  has 
been  most  satisfactory,  and  in  the  age  group 
concerned  they  have  been  no  more  dis- 
figuring than  the  degree  of  skin  atrophy 
following  radiotherapy  or  the  scarring  that 
results  with  surgical  excision.  Furthermore, 
when  this  procedure  was  employed  in  the 
treatment  of  cutaneous  skin  cancers  arising 
from  previously  irradiated  areas,  wound- 
healing was  not  overly  protracted. 

Our  experience  with  Mohs’s  chemo- 
surgery technic  in  the  management  of  mul- 
tiple skin  cancers  complicated  by  extensive 
radiation  dermatitis  deserves  especial  com- 
ment. There  were  3 patients  in  this  series 
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FIGURE  4.  Photograph  shows  fifty-four-year-old 
female  with  extensive  radiodermatitis  of  her  face 
complicated  by  basal  cell  carcinoma.  The  radia- 
tion was  given  in  1936  for  a benign  skin  condition. 
Arrows  point  to  sites  of  chemosurgically  treated 
basal  cell  carcinomas. 


who  had  received  irradiation  to  their  face 
some  ten  or  more  years  previously  for  either 
hirsutism  or  acne.  During  the  ensuing 
years,  skin  changes  compatible  with  radia- 
tion dermatitis  and  complicated  by  multiple 
> cutaneous  cancers  involving  the  lips,  nose, 

! cheeks,  neck,  and  ears  were  observed. 

Initially,  these  tumors  were  managed  by 
i electrical  and  chemical  dissection  and  by 
’ limited  surgical  excision.  However,  in  time 
J these  procedures  were  found  to  be  ineffective, 
since  local  tumor  recurrences  as  well  as  new 
; islands  of  skin  cancers  became  more  wide- 
spread. 

In  2 of  these  patients,  surgical  excision  of 
the  lesions  with  subsequent  resurfacing  of 
the  face  with  split-thickness  skin  grafts  was 
considered.  One  patient  refused  this  pro- 
cedure, while  the  other  patient  would  have 
required  partial  excision  of  the  nose  and 
total  excision  of  the  Ups  and  both  cheeks  to 
irradicate  the  disease.  When  these  patients 
were  referred  for  chemosurgical  manage- 
ment, aU  visible  areas  of  tumor  were  treated 


chemosurgically;  later  each  patient  was 
required  to  return  to  our  clinic  at  three- 
month  intervals,  and  any  new  lesions  were 
biopsied;  if  tumor  tissue  was  present, 
chemosurgery  was  initiated.  During  the 
two-year  period  that  these  patients  have 
been  treated  in  this  fashion,  one  to  three  new 
skin  cancers  have  been  observed  and  treated 
successfully  by  chemosurgery.  Further- 
more, no  recurrent  lesions  have  been  ob- 
served arising  from  the  site  of  previous 
chemosurgically  treated  areas.  In  addition, 
each  of  these  patients  is  gainfuUy  employed 
and  loses  but  a few  hours  each  day  from  work 
during  the  short  period  that  chemosurgery 
is  used. 

In  assessing  the  full  value  of  chemo- 
surgery, certain  disadvantages  were  also 
observed.  In  all  of  our  patients,  consider- 
able local  pain  was  associated  with  the  appli- 
cation of  the  fixative  paste.  However,  once 
the  area  was  microscopically  tumor  free, 
the  patients  were  free  of  pain  and  resumed 
their  normal  activities.  Because  histologic 
examination  of  the  excised  tissue  is  man- 
datory, technicians  who  are  well  trained  in 
frozen  section  procedures  are  required  in  the 
preparation  of  the  specimens;  in  addition, 
the  service  of  a pathologist  is  essential. 
Whether  these  two  factors  should  be  con- 
sidered disadvantages  of  this  technic  is 
equivocal. 


Summary 

We  believe  Mohs’s  chemosurgery  technic 
is  a highly  effective  method  of  treating 
multiple  cutaneous  cancers  of  the  face.  The 
advantage  of  controlled  microscopic  ex- 
cision of  these  tumors  indicates  that  this 
procedure  has  a wider  application  in  the 
management  of  multiple  skin  cancers  than  is 
generally  recognized. 
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Hypertension  and  Recurrent 
Cerebrovascular  Episodes 


Case  history 

Jerome  Kamlet,  M.D.:  A forty-two- 

year-old  Negro  female  was  admitted  to  Knic- 
kerbocker Hospital  on  November  22,  1958, 
having  suddenly  become  weak,  confused,  and 
unable  to  speak.  Her  family  physician  had 
noted  facial  asymmetry  and  left-sided  weak- 
ness. 

The  patient  was  described  as  having  a 
history  of  heart  disease  for  the  preceding 
ten  years,  but  symptoms  relating  to  the 
cardiac  conditions  were  vague.  She  had 
recently  been  told  that  she  had  high  blood 
pressure.  During  the  past  year  she  had 
experienced  several  episodes  of  transient 
weakness,  at  least  one  of  which  had  been  ac- 
companied by  left  hemiparesis  and  difficulty 
in  speaking. 

Her  past  history  was  otherwise  unre- 
markable. Mild  nocturia  was  reported,  but 
there  were  no  other  urinary  symptoms. 

Examination  on  admission  revealed  a 
calm,  mildly  confused  Negro  female  who 
spoke  haltingly,  but  who  had  apparently 
improved  considerably  since  the  acute  in- 
sult. The  temperature  was  normal,  pulse 
100,  respirations  18,  and  blood  pressure 
200/90.  Facial  asymmetry  was  no  longer 
present.  Funduscopic  examination  revealed 
several  small  exudates,  severe  arteriolar  nar- 
rowing, and  prominent  arteriovenous  nick- 
ing bilaterally.  The  heart  was  slightly  en- 
larged to  the  left  by  percussion.  No 
murmurs  were  heard,  and  the  rhythm  and 
rate  were  regular.  The  lungs  were  clear. 
No  masses  or  fluid  were  felt  in  the  abdomen. 
Rectal  and  vaginal  examination  disclosed 


no  positive  observations.  There  was  no 
edema  of  the  extremities,  and  the  peripheral 
pulses  were  adequate.  There  was  no  cya- 
nosis or  clubbing  of  the  fingers. 

Neurologic  examination  revealed  brisk 
deep  tendon  reflexes  bilaterally.  There  was  ! 
questionable  weakness  in  the  left  upper 
extremity.  There  were  no  meningeal  signs,  I. 
no  abnormal  reflexes,  and  no  other  focal ! 
signs  of  neurologic  deficit. 

The  urine  was  acid  with  a specific  gravity 
of  1.012,  contained  2 plus  albumin  and  4 to  9 
red  blood  cells  and  3 to  12  white  blood  cells 
per  high-power  field.  The  hemoglobin  was 
11.6  Gm.  per  100  ml.,  white  blood  cell  cou 
9,800  with  a normal  differential  smear,  I 
and  sedimentation  rate  82  mm.  per  hour.  A 
VDRL  test  result  was  negative.  The  fasting 
blood  sugar  was  100  mg.  per  100  ml.,  non-  i ( 
protein  nitrogen  42  mg.,  creatinine  2.2  mg.,  I. 
serum  cholesterol  335  mg.,  and  protein-  | 
bound  iodine  5 micrograms. 

The  cerebrospinal  fluid  was  clear  with 
normal  dynamics  and  an  initial  pressure  of 
220  mm.  and  a final  pressure  of  100  mm.  I 
It  contained  no  cells  and  had  a protein  of 
27  mg.  per  100  ml.  An  electrocardiogram  I 
showed  nonspecific  ST  and  T-wave  changes  I I 
in  the  left  ventricular  leads.  A chest 
roentgenogram  confirmed  the  clinical  im- 
pression of  mild  left  ventricular  enlargement.  i|H 

Following  initial  fluctuation  of  her  neuro- 
logic status,  residual  paresis  of  the  right  < 
upper  extremity  and  mild  aphasia  persisted,  !■ 
improving  but  slightly  over  the  next  three 
weeks.  She  was  treated  with  digitoxin  0.1  : 
mg.  daily,  reserpine  0.25  mg.  three  times  j 
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FIGURE  1.  (A)  Intravenous  pyelogram  showing  normal  collecting  system  on  right  and  a nonfunctioning 
left  kidney.  Faintly  discernible  is  outline  of  the  left  kidney  which  is  somewhat  smaller  than  usual.  (B) 
Retrograde  pyelogram  showing  good  filling  of  the  left  renal  pelvis  and  calyces  except  for  the  inferior  calyx. 
Note  that  left  side  of  pelvis  with  contrast  medium  instilled  under  some  pressure  is  smaller  than  right  side  of 
pelvis  in  (A)  filled  with  excreted  contrast  medium  under  normal  pressure. 


daily,  and  salt  restriction.  No  manifesta- 
tions of  cardiac  failure  appeared.  However, 
hypertension  persisted,  pressures  ranging 
from  190  to  250  systolic  and  100  to  130 
diastolic.  Hydralazine  hydrochloride  (A- 
presoline  hydrochloride)  in  doses  as  high  as 
400  mg.  daily  was  added  to  the  regimen 
without  effect  on  the  blood  pressure.  A 
phentolamine  (Regitine)  test  produced  nega- 
tive results. 

Excretory  urography  revealed  a normal 
collecting  system  on  the  right,  but  the  left 
kidney  was  not  visualized  (Fig.  1A).  Cys- 
toscopy and  a left  retrograde  pyelogram  were 
done  on  December  23.  Except  for  the  in- 
ferior calyx  which  did  not  fill,  there  was 
good  filling  of  the  left  collecting  system  with 
no  evidence  of  distortion  or  hydronephrosis 
(Fig.  IB).  The  left  renal  collecting  system 
appeared  somewhat  smaller  than  the  right. 
The  left  ureter  was  patent  and  appeared 
normal.  No  urine  was  obtained  during  the 
left  ureteral  catheterization. 

On  January  12,  1959,  an  operation  was 
performed. 


Discussion 

Marcel  Tuchman,  M.D.:  * We  can  sum- 
marize the  protocol  briefly  by  saying  that 
the  patient  was  a relatively  young  woman 
with  a recent  onset  of  high  blood  pressure 
which  was  being  treated  with  reserpine.  Her 
doctor  obviously  felt  that  she  had  heart 
disease  because  he  was  treating  her  with 
digitalis.  During  the  year  before  entry  she 
had  been  having  transient  cerebral  ischemic 
episodes  characterized  by  left  hemiparesis 
and  difficulty  with  speech.  She  was  ad- 
mitted shortly  after  one  of  these  episodes 
began. 

The  objective  findings  on  admission  were 
in  agreement  with  the  history.  She  was 
confused,  weak,  and  had  a transient  left 
hemiparesis  and  some  difficulty  in  speaking. 
The  blood  pressure  was  200/90  and  the 
ocular  fundi  showed  grade  II  to  III  reti- 
nopathy. The  spinal  fluid  pressure  was  in- 
creased, but  there  was  no  frank  intracranial 

* Attending  Physician,  Knickerbocker  Hospital;  Assistant 
Professor  of  Clinical  Medicine,  New  York  University  Med- 
ical School. 
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bleeding,  at  least  none  that  leaked  into  the 
subarachnoid  space.  Mild  azotemia,  hyper- 
cholesterolemia, albuminuria,  and  micro- 
scopic hematuria  were  all  present  and 
agreeably  consistent  with  the  history.  An 
electrocardiogram  showed  left  ventricular 
hypertrophy,  and  this  was  confirmed  by  a 
chest  roentgenogram. 

Now  we  come  to  a point  in  the  protocol 
that  I must  ask  a specific  question  about. 
On  admission  there  was  a weakness  in  the 
left  upper  extremity;  later  on  we  read  that 
residual  paresis  persisted  in  the  right  upper 
extremity.  Is  this  correct  as  stated?  It  is 
very  easy  when  making  continuation  notes 
in  the  ward  office,  around  the  corner  from 
the  patient,  to  make  an  error  as  to  which 
side  of  the  body  a physical  sign  was  located. 

Dr  Kamlet:  The  lateralization  in  the 

protocol  is  stated  as  it  was  on  the  patient’s 
chart. 

Dr.  Tuchman:  Well,  we  are  dealing  with 
an  admission  in  1958,  almost  five  years  ago, 
and  we  have  to  rely  on  the  record.  I shall 
have  more  to  say  about  the  fact  that  this 
case  is  five  years  old  in  a moment. 

However,  accepting  the  data  as  given,  the 
patient  had  a residual  right  hemiparesis  and 
mild  aphasia.  For  obvious  reasons  x-ray 
studies  of  her  kidneys  were  performed.  May 
we  see  the  films? 

Joseph  M.  Moynahan,  M.D.:  The  in- 

travenous pyelogram  (Fig.  1A)  revealed 
prompt  excretion  on  the  right  side  and  a 
normal  configuration  of  the  right  renal  pelvis 
and  calyces.  The  left  kidney  did  not  excrete 
contrast  material  at  all,  and  its  outline 
seemed  moderately  reduced  in  size.  For 
this  reason  a retrograde  pyelogram  was  done 
on  the  left  side  (Fig.  IB).  There  was  no 
obstruction  or  anomaly  of  the  left  ureter, 
but  the  collecting  system  was  small.  The 
calyces  appeared  normal  except  for  those  in 
the  lower  pole  which  did  not  fill. 

The  finding  of  a small  kidney  which  does 
not  visualize  but  in  which  there  is  no 
evidence  of  obstruction  and  in  which  the 
collecting  system  is  small  is  characteristic  of 
a thrombosis  of  the  renal  artery.  However, 
the  failure  of  the  lower  calyx  to  fill  is  unusual, 
and  the  possibility  of  an  infectious  process, 
such  as  tuberculosis,  must  be  considered. 
I see  no  x-ray  evidence  of  a tumor  of  either 
the  kidney  itself  or  the  renal  pelvis. 

Dr.  Tuchman:  Well,  I don’t  think  there’s 
much  doubt  that  something  is  seriously 


wrong  with  the  left  kidney,  but  before  I go 
into  that  I want  to  comment  briefly  on  some 
physical  findings  and  laboratory  data  which 
are  not  included  in  the  protocol.  We  may 
have  learned  a great  deal  about  arterial  dis- 
ease since  1958,  and  it  is  very  “modern”  to 
look  for  surgically  correctible  forms  of 
hypertensive  and  arteriosclerotic  disease, 
but  a few  old-fashioned  clinical  observations 
might  help.  There  is  no  mention  of  any 
bruit  or  of  any  abnormally  accentuated  or 
diminished  pulsations  in  the  carotid,  tem- 
poral, radial,  or  femoral  vessels.  There  is 
also  no  note  regarding  possible  differences 
in  the  blood  pressure  from  one  extremity  to 
another.  Was  the  pressure  in  the  right  arm 
with  the  residual  paresis  the  same  as  in  the 
left  arm?  Was  the  pressure  in  the  arms 
greater  than  or  equal  to  that  in  the  legs? 
We  shall  never  know.  I would  guess  that  at 
most  someone  palpated  her  femoral  pulses 
and  thought  they  were  “adequate.”  An- 
other maneuver  which  might  have  been 
done  at  the  bedside  is  the  carotid  com- 
pression test.  Like  the  matter  of  pulses, 
this  too  was  known  in  1958. 

I suppose  that  an  electroencephalogram 
might  have  been  taken  to  be  thorough,  but 
I am  not  convinced  that  it  would  have 
yielded  diagnostically  useful  information. 

There  are  two  forms  of  examination  that 
we  do  now  that  we  didn’t  do  in  1958,  and 
this  is  one  reason  why  it  is  interesting  to 
re-examine  cases  from  the  recent  past. 
Ophthalmodynamometry  has  proved  to  be 
a useful  adjunct  in  evaluating  patients  with 
hypertension,  but  most  important  is  the 
development  of  arteriography.  In  ex- 
perienced hands  serial  arteriography  is 
probably  the  most  accurate  method  of  de- 
tecting and  localizing  extracranial  vascular 
lesions.  This  is  particularly  true  of  disease 
involving  the  carotid  arteries  or  the  renal 
arteries.  Needless  to  say,  x-ray  evidence 
has  to  be  construed  in  the  fight  of  clinical 
findings.  For  example,  a bruit  indicates 
significant  narrowing  of  a vessel;  absence 
of  pulsation  indicates  functional  occlusion; 
peripheral  pressure  is  lower  on  the  side  of 
an  occlusion.  If  one  fits  these  rather  ob- 
vious principles  into  the  background  of  a 
case  with  peripheral  arteriography,  one  can 
often  make  anatomic  diagnoses  several 
jumps  ahead  of  the  pathologist.  The  prob- 
lem complicating  this  neat  diagnostic  scheme 
is  that  some  of  these  tests  may  be  falsely 
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positive  or  falsely  negative  and  that  signifi- 
cant anatomic  abnormalities  may  exist  in  a 
perfectly  asymptomatic  patient.  It  is  also 
of  importance  that  the  conventional  clinical 
syndromes  do  not  always  conform  to  an 
anatomic  lesion  in  the  expected  area  of  vas- 
cular supply. 

Returning  to  the  case  at  hand,  we  have 
recent,  severe  hypertensive  disease  and  a 
nonfunctioning  kidney  in  a young  woman. 
One  can  hardly  maintain  suspense  too  long 
after  formulating  the  problem  in  this  way. 
In  a few  minutes  I shall  have  to  commit 
myself  to  a diagnosis  of  what  was  the  matter 
with  this  left  kidney  and  may  even  have  to 
comment  whether  or  not  it  should  have  been 
removed  surgically. 

One  important  point  in  diagnosis  rests  on 
the  laterality  of  the  hemiparesis.  Taking 
the  facts  as  given  I have  to  assume  that 
this  young  woman  had  several  attacks  of 
transient  left-sided  hemiparesis  first  and 
then  developed  a right-sided  hemiparesis 
which  persisted  and  was  also  accompanied 
by  a mild  aphasia.  However,  she  had  had 
difficulty  in  speaking  at  the  time  of  a pre- 
vious left-sided  attack.  Ergo,  I shall  have 
to  assume  that  the  patient  was  left-handed 
with  a dominant  right  hemisphere  or,  what  is 
more  likely,  that  she  has  bilateral  cerebro- 
vascular disease. 

Statistically,  the  origin  of  the  internal 
carotid  artery  is  the  most  frequent  site  for 
extracranial  arteriosclerosis  to  produce  is- 
chemic cerebral  disease.  However,  narrow- 
ing and  occlusion  may  occur  anywhere  along 
its  extent  to  a significant  degree,  and  the 
intracranial  branches  may  be  just  as  signifi- 
cantly involved  as  those  accessible  to  sur- 
gery. Another  point  to  be  considered  is  that 
occlusion  or  marked  narrowing  of  the  in- 
nominate or  subclavian  artery  can  embarrass 
blood  flow  in  both  the  carotid  and  vertebral 
arterial  systems,  and  one  may  have  to  con- 
sider both  these  arterial  systems  as  a whole. 
Inadequate  circulation  in  one  branch  of  the 
cerebral  arterial  system  may  be  masked  by 
compensating  collateral  circulation  until 
multifocal  disease  interferes. 

The  reason  for  our  interest  in  carotid  and 
renal  arteriosclerosis  is  that  a large  number 
of  patients  can  benefit  from  surgical  cor- 
rection. In  terms  of  the  carotid  system, 
extracranial  lesions  are  more  common  (60 
per  cent)  than  intracranial  lesions  (13  per 
cent).  Occlusion  of  a single  major  artery  is 


about  as  common  as  multiple  occlusions. 
Conversely,  it  should  be  noted  that  about  25 
per  cent  of  patients  who  have  clear-cut 
symptoms  of  territorial  cerebral  ischemia 
did  not  have  demonstrable  intra-  or  extra- 
cerebral vascular  lesions!  This  is  more 
likely  to  occur  in  the  hypertensive  pa- 
tient. 

Time  can  be  an  important  factor.  Without 
implying  any  etiologic  relationship,  when 
arteriosclerotic  disease  is  complicated  by 
hypertension,  the  effects  of  disturbed  circu- 
lation tend  to  occur  at  an  earlier  age  than  in 
nonhypertensive  arteriosclerosis.  Also,  al- 
though the  supporting  evidence  is  not  com- 
plete, there  is  a strong  likelihood  that  the 
benefits  of  surgical  correction  are  greater  in 
those  patients  in  whom  hypertension  has 
been  present  for  the  shortest  known  period. 

I have  been  stressing  the  carotid  and  cere- 
bral aspects  of  this  case  because  I am  con- 
vinced that  the  patient  had  one  or  more 
atheromatous  plaques  occluding  or  narrow- 
ing either  her  carotid  or  vertebral  arteries. 
Unless  we  have  a postmortem  examination 
four  of  five  years  later,  this  is  not  what  the 
pathologist  is  going  to  show  us.  Therefore, 
let  me  discuss  the  renal  aspects  of  this 
case. 

The  recent  onset  of  hypertension  in  the 
absence  of  a stated  family  history  of  hyper- 
tensive disease  and  a rather  severe,  pro- 
gressively downhill  course  refractory  to 
standard  therapy  suggests  “accelerated” 
hypertension,  or  as  we  used  to  call  it,  malig- 
nant hypertension.  This  alone  raises  the 
question  of  ischemic  renal  disease,  and  the 
demonstrating  of  a small,  nonfunctioning  left 
kidney  makes  the  diagnosis  very  inviting. 
Again,  our  interest  in  this  form  of  renal 
hypertension  stems  from  the  fact  that  in 
many  patients  it  is  a potentially  curable 
form  of  hypertension. 

The  most  common  lesion  in  such  cases,  oc- 
curring in  about  one  third  of  them,  is  marked 
narrowing  of  the  ostium  of  one  renal  artery 
by  a large  atheromatous  plaque.  Usually 
such  plaques  are  situated  at  or  just  beyond 
the  origin  of  the  renal  artery  from  the  aorta; 
however,  some  may  occur  in  the  mid-portion 
of  the  renal  artery  before  it  subdivides  into 
separate  branches.  A less  frequent  lesion  is 
congenital  fibromuscular  hyperplasia  of  a 
segment  of  one  renal  artery.  I am  not  sure 
how  easy  it  is  to  tell  when  the  wall  of  a 
renal  artery  is  hyperplastic,  nor  do  I think 
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it  is  easy  to  state  with  certainty  that  a thick 
segment  of  a renal  artery  removed  from  a 
patient  in  his  fifth  or  sixth  decade  is  a con- 
genital lesion  rather  than  one  acquired 
slowly  over  the  years.  However,  one 
reads  such  statements  in  the  literature,  and 
they  are  made  by  respectable  people.  A 
less  frequent  cause  of  nephrogenic  hyper- 
tension is  thrombosis  or  thrombo-embolism 
of  a renal  artery. 

I think  that  in  this  case  we  will  probably 
find  diffuse  atrophy  of  an  ischemic  kidney. 
This  guess  is  based  on  the  fact  that  the 
pyelogram  shows  it  to  be  small  and  that  its 
calyceal  system  appears  reasonably  normal. 
I do  not  think  that  unilateral  bacterial 
pyelonephritis  in  the  atrophic  stage  would 
be  likely  with  this  undistorted  calyceal 
system.  I shall  also  exclude  tuberculous 
nephritis  for  the  same  reason;  tuberculous 
disease  is  very  unlikely  to  turn  into  hyper- 
tension. I am  loathe  to  make  a diagnosis 
of  any  form  of  renal  infection  without  sub- 
stantial bacteriologic  evidence;  there  is  a 
growing  recognition  of  the  overdiagnosis  of 
pyelonephritis. 

One  should  consider  the  possibility  that 
the  renal  artery  was  compressed  from  with- 
out by  a tumor.  There  is  no  evidence  for 
this  possibility.  However,  cases  have  been 
reported  in  which  pheochromocytoma  com- 
pressed the  renal  artery  and  produced  hyper- 
tension . One  can  debate  whether  the  surgical 
relief  in  such  patients  was  due  more  to  the 
removal  of  pressor  hormone-secreting  tumor 
or  to  improvement  in  renal  blood  flow. 
However,  in  this  patient  the  phentolamine 
test  showed  normal  findings.  In  the  absence 
of  a urinary  catechol  amine  value  or  a vanil- 
mandelic  acid  determination,  I shall  have 
to  accept  that  as  excluding  a pheochromocy- 
toma. 

In  evaluating  such  patients  one  often  has 
a sinister  fear  that  one  has  overlooked  a 
bilateral  lesion  and  that  in  recommending 
surgery  one  may  do  more  harm  than  good. 
Herein  lies  the  great  value  of  renal  arteriog- 
raphy, especially  if  the  films  afford  an 
unequivocal  interpretation.  Preservation  of 
the  kidney  whenever  possible  by  corrective 
vascular  surgery  must  be  attempted;  about 
50  per  cent  can  benefit  from  surgery.  How- 
ever, returning  to  the  status  quo  of  1958,  I 
shall  infer  that  surgical  intervention  was 
carried  out  on  clinical  and  routine  radiologic 
grounds  alone.  I think  that  today,  five  years 


later,  we  would  have  deferred  surgery  until 
after  renal  arteriography  had  been  done.  In 
all  probability  the  operation  was  a left  ne- 
phrectomy; however,  some  form  of  vascular 
reconstructive  surgery  may  have  been  done 
and  a renal  biopsy  taken.  I am  sure  that 
Dr.  Ober  would  not  have  agreed  to  exhume 
this  case  from  the  files  unless  he  had  some 
kidney  tissue  to  show  us. 

My  clinical  diagnoses  have  to  be  as 
follows:  occlusive  cerebral  arterial  disease 
with  multiple  small  infarcts,  occlusive  or 
partly  occlusive  left  renal  arteriosclerosis 
with  ischemic  atrophy  of  the  left  kidney, 
and  a generally  inclusive  diagnosis  of  arterio- 
sclerotic and  hypertensive  cardiovascular 
disease.  The  first  and  last  diagnoses  are 
almost  unimpeachable  on  the  most  obvious 
grounds. 

I am  sure  that  the  pathologist  can  tell  us  a 
great  deal  more  about  the  left  kidney  and  its 
supplying  artery;  we  may  not  have  any  in- 
formation about  the  right  kidney  at  all. 

Perry  Berg,  M.D.:  Recent  descriptions 
of  hypertension  due  to  unilateral  renal  dis- 
ease do  not  involve  a nonfunctioning  kidney 
as  much  as  an  ischemic  kidney.  Such 
maneuvers  as  intravenous  pyelograms  taken 
three  minutes  after  injection  and  the 
measurement  of  sodium  and  water  excretion 
by  the  kidney  have  been  used  to  demonstrate 
abnormality  in  what  otherwise  might  have 
been  considered  a normal  kidney.  Follow-up 
of  a large  number  of  patients  who  had  a 
nonfunctioning  kidney  removed  for  hyper- 
tension has  shown  that  only  about  25 
per  cent  had  long-term  remission.  The 
chances  are  3 to  1 that  this  patient  did  not 
benefit  materially  from  nephrectomy.  How- 
ever, almost  any  hypertensive  patient  can 
have  a short-term  remission  of  about  six 
months  following  any  type  of  surgical 
management. 

Dr.  Tuchman:  I am  familiar  with  the 

study  you  mention.  However,  that  series 
may  be  weighted  by  the  inclusion  of  a 
number  of  patients  with  unilateral  pyelone- 
phritis. In  general,  patients  with  purely 
vascular  lesions  fare  somewhat  better. 

Abraham  Sunshine,  M.D.:  It  is  always 
very  difficult  to  rule  out  bilateral  renal  dis- 
ease in  situations  such  as  we  have  analyzed 
today.  Possibly  biopsy  of  the  apparently 
normal  kidney  might  be  a useful  method  for 
selecting  candidates  for  nephrectomy. 


| 
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FIGURE  2.  Low-power  view  of  left  kidney  showing 
lamellated  thrombus  in  left  renal  artery  as  it 
courses  in  the  pelvic  fat.  There  is  no  significant  in- 
flammation in  the  pelvis,  and  transitional  epithe- 
lium to  the  right  is  well  preserved.  The  thrombus  is 
sectioned  in  two  places. 


Clinical  diagnoses 

1.  Hypertension  secondary  to  unilateral 
renal  disease 

2.  Cerebral  infarcts,  small,  multiple 

Dr.  TuchmarTs  diagnoses 

1.  Occlusive  or  partly  occlusive  left  renal 
arteriosclerosis  with  ischemic  atrophy 

2.  Occlusive  cerebral  arterial  disease  with 
multiple  small  infarcts 

3.  Arteriosclerotic  and  hypertensive  cardio- 
vascular disease 

Pathologic  report 

William  B.  Ober,  M.D.:  As  Dr.  Tuch- 
man  predicted,  a left  nephrectomy  was  per- 
formed. No  biopsy  was  taken  of  the  right 
kidney.  The  left  kidney  weighed  110  Gm., 
about  one-third  less  than  average.  The 
capsule  was  adherent.  On  section  the  cor- 
tex was  thin,  and  the  cortico -medullary - 
pyramidal  architecture  was  blurred.  The 
important  lesion  was  a thrombus  in  the  renal 
artery  that  extended  along  several  branches 


FIGURE  3.  (A)  Low-power  view  of  left  kidney  and  surrounding  tissue  at  lower  pole.  This  branch  of  the  ar- 
tery is  almost  occluded  by  well-organized  thrombus;  the  small  space  contains  coagulum  which  has  not  yet 
organized.  Renal  vein  is  normally  collapsed.  (B)  Detail  of  (A)  showing  the  organized,  recanalized  throm- 
bus and  the  normal  media  without  evidence  of  arteriosclerosis. 
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(Fig.  2).  In  some  areas  organization  of  the 
thrombus  had  reduced  the  arterial  lumen  to 
a very  small  channel  (Fig.  3).  In  other  areas 
there  was  only  minimal  organization  at  the 
margin  of  the  thrombus,  the  vascular  lumen 
being  almost  completely  occluded  by  a semi- 
solid coagulum  (Fig.  4).  There  was  no 
significant  arteriosclerotic  change  in  the  wall 
of  the  artery.  The  mucosa  of  the  renal 
pelvis  and  calyces  was  smooth,  and  there 
was  no  pyelitis. 

Examination  of  the  renal  parenchyma  it- 
self showed  a variety  of  changes  all  con- 
sistent with  the  effect  of  progressive  ischemic 
atrophy,  and  I think  Dr.  Tuchman’s  term 
is  well  chosen.  A scanning  view  (Fig.  5) 
shows  the  thinned  cortex,  the  cellular  infiltra- 
tion, and  the  thick-walled  blood  vessels.  At 
higher  magnification  glomerular  scarring  and 
diffuse  interstitial  infiltration  by  lympho- 
cytes and  plasma  cells  are  evident  (Fig.  6A); 
an  occasional  glomerulus  shows  epithelial 
proliferation  and  synechiae  (Fig.  6B).  Con- 
centric arterial  hyperplasia  (Fig.  6C)  was  a 
common  feature  in  interlobular  arteries; 
arcuate  arteries  were  thickened  to  an  even 
greater  degree.  In  many  areas  atrophic 
tubules  filled  with  colloid  casts  were  present, 
and  in  and  near  such  areas  lymphoid  ag- 


FIGURE  5.  Low-power  view  of  left  renal  cortex  and 
medulla  showing  cortical  atrophy.  Dark  aggre- 
gates near  surface  represent  leukocytic  infiltration. 
There  is  marked  thickening  of  arcuate  arteries. 


gregates  with  structures  resembling  germinal 
centers  were  often  seen  (Fig.  6D). 

I feel  rather  lucky  that  I was  given  the 
whole  kidney  to  examine.  Had  I received 
a needle  biopsy  I surely  would  have  made  a 
diagnosis  of  chronic  pyelonephritis  on  mor- 
phologic features  alone.  This  is  a striking 
example  of  how  closely  the  effects  of  ischemia 
may  resemble  those  of  chronic  infection. 
One  need  only  remember  that  most  of  the 
examples  of  healing  myocardial  infarction 
were  called  chronic  myocarditis  forty  and 
fifty  years  ago. 

Melvin  B.  Black,  M.D.:*  Do  you 
think  it  likely  that  the  thrombus  was 
embolic  in  nature? 

Dr.  Ober:  In  view  of  the  bland  appear- 
ance of  the  arterial  wall  underlying  the 
thrombus,  that  is  a plausible  idea. 

Dr.  Black:  If  so,  the  thrombus  probably 
arose  in  the  heart  of  a patient  receiving  digi- 
talis for  heart  disease.  Was  an  arrhythmia 
noted  at  any  time? 

Dr.  Kamlet:  Not  to  anyone’s  knowl- 

edge, but  of  course  a transient  arrhythmia 
before  entry  cannot  be  ruled  out. 

* Director  of  Laboratories,  St.  Luke’s  Hospital,  San  Fran- 
cisco, California;  Visiting  Consultant  in  Pathology,  Knicker- 
bocker Hospital. 


FIGURE  4.  Low-power  view  of  left  kidney  at  middle 
portion  and  surrounding  tissue  showing  occlusion 
by  lamellated  thrombus  with  only  slight  organiza- 
tion at  the  margin.  As  in  Figure  3,  there  is  no 
arteriosclerosis. 
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FIGURE  6.  (A)  Medium- power  view  of  left  kidney  showing  glomerular  scarring  and  infiltration  by  lympho- 
cytes and  plasma  cells.  (B)  Higher-power  view  of  left  kidney  showing  tubular  atrophy,  leukocytic  infiltra- 
tion, and  an  epithelial  crescent  with  adhesion  of  the  glomerular  tuft.  (C)  Medium-power  view  of  left  kidney 
showing  tubular  atrophy,  leukocytic  infiltration,  and  concentric  hyperplasia  of  muscular  media  of  an  inter- 
lobular artery.  (D)  Medium-power  view  of  left  kidney  showing  atrophic  tubules  filled  with  colloid  casts 
(thyroidization)  and  a focus  of  infiltrating  lymphocytes  with  an  apparent  germinal  center. 


Dr.  Black:  Would  you  care  to  date  the 
thrombus  for  us? 

Dr.  Ober:  The  thrombus  was  not  uni- 

form from  place  to  place,  and  as  I have 


shown,  the  amount  of  peripheral  organiza- 
tion by  fibroblasts  and  endothelial  cells  was 
also  quite  variable.  Possibly  the  original 
thrombo-embolus  was  somewhat  smaller, 
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FIGURE  7.  Phase  microscopic  view  of  thin  section 
of  kidney  showing  marked  clear  agranular  cell  hy- 
perplasia of  the  juxtaglomerular  apparatus. 


and  a degree  of  local  propagation  occurred 
slowly.  However,  in  the  most  extensively 
organized  area,  which  I shall  construe  to  be 
the  oldest  (Fig.  3B),  my  estimate  is  that  it 
was  present  for  more  than  a month. 

Dr.  Black:  Could  it  have  been  present 

for  as  long  as  six  months? 

Dr.  Ober:  Yes. 

Dr.  Black:  There  was  no  evidence  that 
the  thrombus  was  infected? 

Dr.  Ober:  None.  It  was  a bland  clot. 

Parts  of  it  showed  lines  of  Zahn  quite 
clearly.  Dr.  Kamlet  has  gone  to  a great 
deal  of  trouble  to  track  this  patient  down  for 
follow-up  information.  May  we  have  the 
results  of  the  detective  work? 

Dr.  Kamlet:  For  the  first  three  months 
the  blood  pressure  remained  in  the  range  of 
150  to  160  80  to  90  as  the  patient  was  being 
seen  in  our  outpatient  clinic.  However,  on 
April  10,  1959,  just  about  three  months  post- 
operatively,  the  blood  pressure  was  found  to 
be  230  120  although  the  patient  was  asymp- 
tomatic. Medication  with  reserpine  was 
begun. 

She  was  admitted  to  another  hospital  a 
few  days  later  with  a vague  history  of  symp- 
toms attributed  to  high  blood  pressure  and 
was  hospitalized  for  five  days,  then  dis- 
charged to  Home  Care  and  treated  with 
hydrochlorothiazide  (Esidrix),  reserpine,  and 


intermittent  doses  of  digitoxin.  Blood  pres- 
sures in  the  range  of  170  to  180/90  to  110 
were  recorded  during  the  next  few  months. 

So  far  as  we  can  tell  the  patient  received 
no  medical  care  from  the  end  of  1959  to 
August,  1961,  when  she  was  admitted  to  a 
hospital  for  uterine  bleeding.  She  underwent 
dilatation  and  curettage;  the  diagnosis  was 
proliferative  endometrium  and  a small 
leiomyoma.  Her  blood  pressure  was  170 
100.  The  blood  urea  nitrogen  was  16  mg. 
per  100  ml.  She  has  not  been  hospitalized 
since  and  is  under  the  care  of  her  personal 
physician.  Her  complaints  are  chiefly  gyne- 
cologic in  nature.  During  the  past  six 
months  she  has  been  on  no  specific  therapy 
for  her  heart  or  blood  pressure.  Her  blood 
pressure  during  these  six  months  has  been 
from  130  to  150/70  to  90.  At  no  time  has 
she  had  congestive  heart  failure,  renal  de- 
compensation, or  further  cerebrovascular 
ischemic  episodes. 

Final  anatomic  diagnoses 

1.  Thrombosis  of  left  renal  artery  with 
ischemic  cortical  atrophy 

2.  ( Nephrogenic  hypertension) 

Epicrisis 

Dr.  Black:  Examination  of  sections  of 

this  kidney  revealed  a hyperplasia  of  the 
juxtaglomerular  bodies,  many  of  which 
demonstrated  increased  numbers  of  clear 
agranular  cells.  One  such  group  is  shown  in 
the  photomicrograph  of  a thin  section 
(Fig.  7). 

Ruyter1  first  described  the  juxtaglomeru- 
lar cells  in  the  kidney  of  the  mouse,  and  they 
have  since  been  noted  in  all  mammalian 
kidneys  studied.2 

The  juxtaglomerular  body,  often  called 
the  “polkissen,”  is  usually  described  as  a 
group  of  closely  packed,  afibrillar,  and 
granular  cells  in  the  wall  of  the  afferent 
arteriole  (forming  an  incomplete  cuff)  lying 
at  the  hilus  of  the  glomerulus  bounded  by 
the  afferent  and  efferent  arterioles  and  the 
macula  densa.  In  the  human  being  it 
measures  from  25  to  85  microns  in  length.  - 
Barajas  and  Latta3  have  recently  altered  the 
time-honored  anatomic  concept  of  the  juxta- 
glomerular body  by  demonstrating,  in  serial 
reconstructions  of  thin  sections  of  normal  rat 
kidney,  that  the  efferent  arteriole  is  an 
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integral  part  of  the  juxtaglomerular  ap- 
paratus and  that  granular  cells  are  found  in 
the  wall  of  the  efferent  arteriole  even  at  some 
distance  from  the  glomerular  hilus.  The 
juxtaglomerular  apparatus  consists  of  the 
“polkissen”  and  the  macula  densa,  which  is 
a plaque  of  specialized  crowded  lining  cells 
in  the  wall  of  the  distal  convoluted  tubule 
of  the  same  nephron.  The  macula  densa 
cells  have  been  shown  by  histochemical 
methods  to  possess  abundant  glucose-6- 
phosphate  dehydrogenase  and  phosphoglu- 
conic  acid  dehydrogenase  activity.4-7  In 
a variety  of  forms  of  experimental  hyper- 
tension in  the  rat  a close  correlation  has 
been  demonstrated  between  the  degree  of 
juxtaglomerular  granulation,  activity  of 
dehydrogenase  enzymes  of  the  macula  densa, 
and  extractable  vasopressor  (renin)  activity 
in  the  kidneys.5-7 

In  1940,  Goormaghtigh8  demonstrated  in 
dogs  and  rabbits  that  renal  ischemia  is 
followed  by  hypertrophy  and  hyperplasia  of 
the  juxtaglomerular  cells  which  become  gran- 
ular in  the  rabbits.  He  suggested  that  the 
granules  represent  a stage  in  the  formation 
of  a vasopressor  substance  and  proposed  in 
1944  that  the  latter  was  renin. 9 Many  other 
investigators  have  corroborated  these  find- 
ings in  other  animals.  It  has  been  demon- 
strated repeatedly  that  the  contralateral 
“untouched”  kidney  in  such  experimentally 
hypertensive  animals  reveals  normal  or 
partially  degranulated  juxtaglomerular 
bodies. 

Recently  Tobian10  summarized  the  con- 
vincing evidence  that  the  juxtaglomerular 
cells  elaborate  renin  and  suggested  that  the 
cells  act  as  stretch  receptors  that  are  con- 
tinuously monitoring  the  volume  of  blood  in 
the  afferent  glomerular  arteriole. 

The  Hartrofts11  have  recently  summarized 
ten  years  of  research  by  their  group  with  the 
conclusion: 

The  evidence  . . . strongly  indicates  that 
production  of  aldosterone  by  zona  glomerulosa 
of  the  adrenal  cortex  is  regulated  by  renin 
acting  as  a trophic  hormone  on  the  adrenal. 
Indirect  evidence  . . . indicates  that  the  most 
likely  source  of  renin  is  the  juxtaglomerular 
cell.  The  anatomic  position  of  these  cells 
places  them  in  an  exceptionally  advantageous 
position  for  regulation  of  aldosterone  produc- 
tion (blood  pressure  and  sodium  retention) 
because  of  their  interposition  between  the 
macula  densa  of  the  distal  tubule  and  the 
lumen  of  the  afferent  arteriole  carrying  blood 
to  the  glomerulus.  But  the  mechanism  by 


which  these  cells  take  advantage  of  this 

unique  situation  for  aldosterone  regulation 

remains  to  be  elucidated  .... 

Hypotheses  abound,  and  one  concept  of 
the  macula  densa  is  that  it  may  pass  infor- 
mation concerning  the  sodium  content  of 
the  distal  tubular  urine  to  the  juxtaglomeru- 
lar body.  It  is  of  interest  that  Goormagh- 
tigh in  1937 12  proposed  that  the  macula 
densa  acts  as  a sensory  mechanism  for  the 
“polkissen.” 

The  Hartrofts13  resorted  to  a semi- 
quantitative  appraisal  of  juxtaglomerular 
body  activity  by  counting  the  number  of 
“polkissen”  in  a section,  weighting  each  for 
granularity  of  the  cells  by  an  empiric 
formula,  and  dividing  the  sum  by  the  total 
number  of  glomeruli  in  the  same  area.  This 
figure,  called  the  JGI  (juxtaglomerular  in- 
dex) was  found  to  correlate  well  with  the 
amount  of  extractable  pressor  activity  in  a 
given  kidney.14 

Turgeon  and  Sommers15  substituted  the 
JGCC  (juxtaglomerular  cell  count)  for  the 
JGI  in  correlating  human  renal  tissue  with 
clinical  hypertensive  states.  They  noted 
that  the  JGI  is  mostly  an  estimate  of  intra- 
cellular granularity  and  does  not  reflect 
“the  presence  of  increased  numbers  of  cells 
or  of  large,  clear,  nongranulated,  apparently 
hypertrophied  cells  often  found  in  abnormal 
kidneys.”  The  JGCC  is  the  total  number  of 
cells  in  25  juxtaglomerular  bodies  with  a 
tabulation  into  four  cell  types:  small, 

moderately  granulated,  heavily  granulated, 
and  large  agranular.  These  authors  noted 
that  the  JGCC  is  elevated  in  “essential  hy- 
pertension,” in  “malignant  hypertension,” 
in  pheochromocytoma,  and  in  the  early 
stages  of  glomerulonephritis,  but  not  in 
chronic  pyelonephritis  with  or  without 
hypertension.  They  found  that  the  highest 
numbers  of  clear  agranular  cells,  such  as 
those  noted  in  this  case,  often  were  found  in 
persons  who  had  been  hypertensive  for 
periods  of  years.  The  lowest  clear  cell  counts 
were  found  in  cases  of  “malignant  hyper- 
tension.” The  highest  JGCC  with  the 
greatest  number  of  granular  cells  occurred  in 
the  20  “Goldblatt  type”  kidneys,  and  normal 
counts  were  found  in  the  five  contralateral 
biopsies  available  for  study,  thus  reproducing 
the  findings  in  the  experimental  animal  with 
hypertension  due  to  unilateral  renal  artery 
constriction. 

Similarly,  Crocker  et  a/.16  reported  that 
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there  was  elevation  of  the  JGCC  in  23  of  25 
patients  operated  on  for  renovascular  hy- 
pertension and  demonstrated  close  correla- 
tion of  the  pathologic  findings  with  the 
clinical  response  to  surgery.  The  three  con- 
tralateral biopsies  in  this  group  showed 
“extrapolated”  counts  in  the  normal  range. 

The  juxtaglomerular  body  is  a three- 
dimensional  mass  which  ranges  from  25  to 
85  microns  in  length  from  macula  densa  to 
glomerular  hilus  in  the  human  being.  The 
JGI  of  the  Hartrofts13  makes  allowance  for 
the  increased  mass  of  these  bodies  in  the 
kidney  by  relating  them  to  the  number  of 
glomeruli  counted  from  outer  to  inner  cortex 
over  a large  area.  The  distribution  of  the 
bodies  according  to  Kaufmann17  is  uneven 
since  “they  are  more  readily  seen  in  the  outer 
portions  of  the  cortex.”  The  lack  of  cell 
counts  in  this  method  is  an  obvious  handicap 
in  estimating  mass.  The  JGCC  of  Turgeon 
and  Sommers15  suffers  from  the  disadvantage 
that  25  complete  “polkissen”  are  not  usually 
found  in  a small  biopsy,  thus  rendering 
needle  biopsies  unsuitable  for  study. 

Histologic  study  of  routine  kidney  sections 
indicates  that  in  hyperplasia  of  the  juxta- 
glomerular body  more  of  them  “polkissen” 
are  seen  in  a routine  section  than  in  the  nor- 
mal, simply  because  of  an  increased  mass. 
They  show  enlargement  of  individual  cells 
and  increased  numbers  of  cells.  They  tend 
to  extend  into  the  walls  of  the  arterioles 
(afferent,  efferent,  and  interlobular)  as  well 
as  into  the  hilus  of  the  glomerulus.  The 
difference  between  such  a picture  and  that  of 
a normal  contralateral  kidney  biopsy  is 
apparent  in  five  levels  at  75 -micron  intervals 
of  adequate  needle  biopsies  containing  at 
least  15  glomeruli  each,  as  seen  on  personal 
observations.  The  debatable  validity  of 
“extrapolated”  counts  might  well  be  re- 
placed by  reliable  appraisals  of  hypertrophy 
and  hyperplasia  in  the  ischemic  kidney  con- 
trasted to  a normal  appearance  in  the  con- 
tralateral biopsy.  If  the  discrepancy  be- 
tween the  two  biopsies  is  not  readily  ap- 


parent, the  actual  counts  are  too  close  for 
clear  distinction  (unpublished  observations). 

The  problem  of  selection  of  patients  for 
surgical  treatment  of  renovascular  hyper- 
tension is  frequently  perplexing.  It  is  antici- 
pated that  evaluation  of  bilateral  renal 
biopsies  correlated  with  results  of  surgery 
will  contribute  to  its  solution. 
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Prospective  Travelers 
in  the  Tropics 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.&H. 

New  York  City* 

T he  annual  number  of  American  tourists 
and  businessmen  visiting  the  tropics  today  is 
many  times  greater  than  it  was  even  a decade 
ago.  Although  most  travelers  occasionally 
must  see  a physician  to  comply  with  immuni- 
zation requirements,  those  going  to  the  torrid 
zones  are  more  apt  to  seek  medical  advice 
and  have  more  reason  to  do  so.  The  prac- 
titioner therefore  must  be  aware  of  the  areas 
where  the  major  quarantinable  diseases  are 
endemic.  He  must  have  a knowledge  of  all 
the  protection  that  is  available  to  his  patient 
through  vaccinations  and  prophylactic  medi- 
cations. He  must  be  able  to  give  advice  on 
sanitation  and  insect  control  and  prehminary 
medical  instruction  in  how  to  avoid  the  pit- 
falls  of  diet  that  so  commonly  spoil  such 
trips,  as  well  as  to  provide  a list  of  items  es- 
sential for  those  venturing  far  from  civilized 
centers.  Such  a list  should  include  the  fol- 
lowing: 

1.  Chloroquine  tablets 

2.  Halazone  tablets 

3.  Insect  repellent  and  insecticide 

4.  Mosquito  net 

5.  Paregoric  or  kaolin-pectin  (Kaopec- 
tate) 

6.  Codeine  or  other  analgesic 

7.  Local  antiseptic 

* Present  address:  NAMRU  3 (Cairo)  FPO  540,  New 
York,  New  York. 


8.  Sulfonamide  and  oral  penicillin  tab- 
lets 

9.  Small  book  on  first  aid 

10.  Mixed  bandages  and  cotton 

11.  Thermometer 

12.  Scissors 

13.  Soap,  tissue 

14.  Zinc  oxide  or  similar  cream  for  sun- 
burn and  insect  bites 

15.  An  antihistamine 

By  supplying  a statement  on  the  status  of 
his  patient’s  health  and  advice  on  measures 
to  be  taken  should  illness  occur  in  a foreign 
town,  the  practitioner  will  do  much  to  allay 
the  anxieties  of  tropical  travel.  He  must  also 
be  prepared  to  re-examine  the  patient  on  his 
return  and  to  evaluate  any  findings  in  the 
fight  of  conditions  the  patient  has  met  in  the 
areas  visited. 


Preparations  for  departure 

The  first  need,  and  often  a recurrent  one, 
of  many  prospective  tropical  travelers  is  re- 
assurance. The  theatrical  concept  of  the 
tropics  as  a vast,  primitive  area  where  every- 
one wilts  in  the  noonday  sun,  and  fife  is  pre- 
served by  oral  infusions  of  gin  and  tonic  can 
be  dispelled.  Adequate  food  and  lodging 
and  good  hospitals  with  American-  or  Brit- 
ish-trained clinicians  are  available  in  every 
major  tropical  city.  Although  the  heat  can 
be  excessive  and  the  high  humidity  or  rain 
oppressive  at  times,  the  careful  tourist  can 
avoid  these  extremes  by  planning  his  trip 
during  the  clear  seasons.  Air  conditioning  is 
available  in  most  hotels  that  are  apt  to  be 
patronized  by  the  average  tourist. 

Persons  planning  to  spend  long  periods  in 
the  tropics  must  adapt  mentally,  as  they  will 
physically,  to  the  torrid  zones.  Since  men- 
tally unstable  persons  may  break  under  the 
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strain  of  cultural  differences  and  monotonous 
heat  or  rain,  those  requiring  constant  medi- 
cal supervision,  either  for  mental  or  physical 
problems,  should  be  advised  not  to  go  to  the 
tropics  unless  preliminary  arrangements  for 
suitable  therapy  there  have  been  assured. 

The  same  diseases  that  afflict  man  in  tem- 
perate climates  can  complicate  a tropical 
tour.  The  practitioner  can  serve  both  his 
patient  and  his  tropical  medical  colleague  by 
supplying  a statement  of  the  traveler’s  health 
status  on  departure,  to  be  carried  in  the  same 
special  wallet  with  passport,  travelers  checks, 
and  vaccination  certificate.  Those  with 
chronic  illnesses  such  as  diabetes,  epilepsy, 
and  coronary  artery  disease  should  be  made 
aware  of  the  danger  signals  of  relapse  and 
urged  to  put  themselves  under  local  medical 
supervision.  Patients  requiring  regular 
medication  should  be  given  a supply  of 
drugs  adequate  for  the  whole  trip  before 
departure;  a list  of  all  medicines,  with 
dosages,  should  be  included  in  the  physi- 
cian’s summary.  It  may  be  advisable  to 
include  pertinent  laboratory  data,  especially 
a recent  electrocardiogram  for  patients 
with  ischemic  heart  disease.  Finally,  the 
physician’s  office  telephone  number  should 
be  provided  in  case  the  patient  or  the  physi- 
cian in  the  tropics  needs  emergency  advice 
and  information. 

Although  the  exotic  diseases  endemic  in 
the  tropics  are  serious  illnesses  and  can  be 
fatal,  the  prospective  traveler  should  be 
reassured  that  most  are  preventable  if 
common  sense  is  used  and  if  immunizations 
and  prophylactic  medications  are  given. 
Insect-borne  diseases,  for  example,  are  best 
avoided  by  sensible  clothing  such  as  long- 
sleeved  shirts  and  full-length  trousers  and 
by  the  use  of  mosquito  netting  at  night, 
insecticides  inside,  and  insect  repellents 
outside. 

Additional  protection  in  malarious  areas 
is  advisable.  Chloroquine  is  the  preferred 
prophylactic  drug,  as  it  is  in  the  treatment  of 
malaria.  The  prophylactic  adult  dose  is 
300  mg.  of  the  base  once  weekly.  The  drug 
should  be  taken  on  entering  a malarious 
area  and  continued  for  several  weeks  after 
leaving  it.  Since  protective  blood  levels  are 
obtained  within  hours  of  taking  chloroquine, 
it  is  no  longer  necessary  to  begin  prophy- 
laxis ten  days  before  arrival  as  it  was  when 
quinacrine  hydrochloride  was  widely  used. 

Pentamidine  isethionate  prophylaxis 


against  African  trypanosomiasis  is  not  rec- 
ommended. It  has  been  stated  that  a 
single  injection  of  200  mg.  offers  considerable 
protection  for  three  to  four  months. 
Against  this  contention  are  the  facts  that 
risk  of  infection  for  the  average  visitor  are 
minimal;  that  incomplete  protection  is  ex- 
tremely dangerous  since  it  may  mask  the 
early,  treatable  lesions;  and  that  low  blood 
levels  of  pentamidine  isethionate  can  pro- 
mote the  emergence  of  drug-resistant  tyrpan- 
osomes. 

Immunizations.  Protection  against  a 
wide  range  of  diseases  can  be  obtained  by 
inoculation  procedures,  and  the  tropical 
traveler  in  particular  deserves  careful  atten- 
tion. Smallpox  vaccination  within  three 
years  is  required  for  re-entry  to  the  United 
States  from  everywhere  save  Canada.  Pa- 
tients planning  to  visit  areas  where  smallpox 
is  endemic  should  be  revaccinated  every 
other  year.  The  method,  classification, 
contraindications,  and  complications  of 
smallpox  vaccination  have  been  reviewed 
earlier.  * It  should  be  stressed  that  where  a 
contraindication  exists,  medical  reasons 
should  be  clearly  stated  on  professional 
stationery.  Foreign  governments  may  ac- 
cept exemptions  but  can  impose  quarantine 
restrictions  if  indications  are  adequate. 

Poliomyelitis,  tetanus,  typhoid,  and  para- 
typhoid are  widely  prevalent  throughout  the 
tropics,  and  all  travelers  should  be  protected 
against  them,  although  none  of  these  vac- 
cinations is  legally  required.  Since  the 
typhoid  injections  must  be  separated  by 
ten  days  and  since  febrile  reactions  to  the 
vaccine  are  common,  it  is  important  to  begin 
this  series  well  in  advance  of  the  planned 
departure  date.  The  injections  should  be 
given  in  the  late  afternoon,  if  possible,  so 
that  the  reaction  will  be  mainly  during  sleep. 
A moderate  analgesic  such  as  codeine 
(0.25  grain)  will  alleviate  some  of  the  un- 
toward reactions.  The  phenolized  vaccine 
has  proved  80  per  cent  protective  in  a wide- 
scale  World  Health  Organization  field  trial, 
whereas  the  alcohol-killed  vaccine  has  been 
shown  to  be  ineffective.  If  the  person 
travels  frequently  to  the  tropics,  an  annual 
booster  dose  of  0.5  ml.  is  advisable.  A con- 
centrated vaccine  for  intradermal  use  is  now 
available;  side-effects  are  minimal,  and  the 
protection  has  been  reported  equal  to  that 

* Cahill,  K.  M.:  Smallpox,  New  York  State  J.  Med.  63? 
2817  (Oct.  1)  1963. 
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elicited  by  the  subcutaneous  route. 

Almost  all  children  and  the  majority  of 
adults,  either  while  in  the  armed  forces  or  at 
time  of  an  accident,  have  received  tetanus 
inoculations.  If  a person  has  been  inocu- 
lated within  ten  years,  a booster  dose  of 
1 ml.  of  the  toxoid  will  elicit  a protective 
response.  Both  the  Salk  and  Sabin  polio- 
myelitis vaccines  are  effective  in  the  tropics. 
Immunization  against  diphtheria  and  pertus- 
sis is  safe  and  effective  in  children  and  should 
certainly  be  done  before  visiting  the  tropics. 
Diphtheria  inoculation  of  adults  with  the 
purified  preparations  now  available  is  no 
longer  associated  with  the  severe  local  and 
systemic  reactions  that  previously  contra- 
indicated such  inoculation.  Nonetheless, 
only  those  adults  should  be  considered  who 
are  going  to  an  area  where  epidemiologic 
evidence  indicates  a real  risk  of  infection, 
and  the  inoculation  should  be  performed  only 
after  Schick  and  Moloney  tests  indicate  that 
it  is  needed  and  safe. 

Visitors  to  zones  in  Africa  and  the  Ameri- 
cas where  yellow  fever  is  endemic  should  be 
vaccinated.  This  is  particularly  true  for 
anyone  entering  a jungle  area.  Most  of  the 
nations  in  the  yellow  fever  belt  demand  a 
certificate  of  vaccination  dated  at  least  ten 
days  before  arrival,  and  the  United  States 
requires  vaccination  of  all  persons  over  the 
age  of  six  months  on  re-entry  from  infected 
areas.  Yellow  fever  vaccine  is  distributed 
only  through  United  States  Public  Health 
Service  centers.  Reactions  are  rare  and 
minimal.  The  reasons  for  and  importance 
of  scheduling  a yellow  fever  inoculation  at 
least  four  days  before  or  twenty-one  days 
after  a smallpox  vaccination  have  already 
been  stressed  in  this  series. 

Although  the  immunity  stimulated  by 
cholera  vaccination  is  often  unsatisfactory 
it  is  an  advisable  protection  for  any  visitor 
to  the  Far  East.  Two  injections  are  needed, 
mild  systemic  reactions  are  common,  and  a 
booster  is  necessary  every  six  months.  A 
certificate  of  vaccination  is  required  for 
entry  into  most  Asiatic  nations,  and  the 
United  States  requires  vaccination  for  any 
person  arriving  from  an  infected  zone  within 
five  days.  Plague  vaccination  is  not  legally 
required  by  any  country,  and  since  severe 
reactions  are  common  and  the  protection 
short  lived,  immunization  should  be  ad- 
vised only  when  exposure  is  likely. 

Typhus  vaccination  is  also  not  required 


by  any  country  today.  Only  those  expect- 
ing to  enter  louse-infested,  poor  areas  of 
infected  zones  require  vaccination.  Sepa- 
rate killed  vaccines  against  louse-  and  flea- 
borne  typhus  are  available,  but  neither 
vaccine  protects  against  scrub  or  mite- 
borne  typhus.  The  live  vaccine  of  strain 
E of  Rickettsia  prowazeki  is  the  most  effec- 
tive typhus  vaccine  available  and  does  pro- 
vide cross  protection  against  murine  typhus. 
Immunization  against  influenza  and  the 
use  of  gamma  globulin  for  protection  against 
infectious  hepatitis  are  not  recommended  for 
routine  use. 

The  physician  has  a great  array  of  im- 
munization procedures  available  for  the 
protection  of  his  traveling  patient,  and  al- 
though some  are  recommended  for  all 
patients,  others  should  be  selected  only  for 
those  visiting  areas  where  the  given  disease 
is  endemic.  To  repeat  routinely  a full 
course  of  typhoid  or  tetanus  injections  for 
those  with  previous  inoculations  or  to  in- 
flict yellow  fever,  typhus,  and  plague 
vaccines  on  the  tourist  visiting  Japan  is 
causing  needless  suffering.  Table  I sum- 
marizes the  data  on  endemic  areas,  dosages, 
and  the  length  of  protection  elicited  by  the 
various  immunizations. 


Precautions  on  the  trip 

The  first  experience  on  a long-awaited 
trip  is,  unfortunately  for  many  travelers, 
nausea.  Motion  sickness  combined  with 
the  anxiety  of  flying  or  sailing  and  the  ex- 
citement of  departure  can  be  allayed  by  a 
wide  variety  of  compounds.  Although  com- 
parative drug  studies  are  wanting,  effective 
agents  include  antiemetic  drugs  such  as 
meclazine  hydrochloride  and  its  derivatives 
and  primary  sedatives  such  as  the  barbitu- 
rates. Both  are  mild  soporifics.  This  can 
be  of  advantage  in  resting  the  weary  air 
passenger  but  can  be  dangerous  if  attentive 
observation,  such  as  that  required  in  driving 
or  in  business  conferences,  is  to  be  demanded 
of  him  within  twelve  hours.  Sea  journeys 
on  most  large  liners  have  been  made  more 
comfortable  by  hydrofoil  stabilizers.  The 
sanitary  facilities  of  all  international  vessels 
docking  in  our  ports  are  rigidly  controlled 
by  U.  S.  Quarantine  investigators,  and 
travelers  can  be  reassured  regarding  the 
safety  of  food  and  water  on  board. 
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TABLE  I.  Inoculations  for  travelers  in  the  tropics 


Disease 

Dosage* 

(ml.) 

Effective- 

ness 

Contraindications 

Side-Effects 

Protective 
within — 
(Days) 

Pro- 
tective 
for — 
(Years) 

Recommended 
When 
Visiting — 

Smallpox 

Scratch 

4 + 

Under  6 months  of 
age;  pregnancy; 
skin  disease 

Encephalitis;  vaccinia, 
generalized  or  gan- 
grenosa 

8,  primary; 
immediate, 
on  revacci- 
nation 

3 

All  countries 

Typhoid 

0.5  X 3 

3 + 

None 

Local  erythema  and 
edema;  fever,  chills, 
rigor,  vomiting 

21 

1 

All  countries 

Tetanus 

toxoid 

0.5  X 3 

4 + 

None 

Mild  erythema  and 
edema 

30 

5 

All  countries 

Poliomyelitis 

Salk 

4 + 

Penicillin  sensi- 
tivity 

Headache,  local  stiff- 
ness 

60 

?1  + 

All  countries 

Sabin 

4 + 

None 

None 

14 

?1  + 

All  countries 

Yellow  fever 

0.5 

4 + 

Under  6 months  of 
age 

17-D,  none;  Dakar  en- 
cephalitis, fever 

10 

6 

Africa,  15  de- 
grees north  to 
10  degrees 
south; 
Americas, 
Mexico  to 
Uruguay 

Cholera 

0.5 

1 + to 
2 + 

None 

Local  erythema  and 
edema 

6 

0.5 

Asia 

Plague 

1.0  X 2 

1 -|-  to 
2 + 

None 

Local  erythema  and 
edema;  fever,  vomit- 
ing, chills,  rigor 

6 

0.5 

Current  epidemic 
zones  or  rural 
sectors  of  en- 
demic zones 

Typhus 
(strain  E) 

1.0  X 2 

3 + 

Egg  sensitivity 

Local  erythema  and 
edema 

14 

1 

Endemic  zones 
but  only  for 
those  with  a 
high  risk  of  ex- 
posure 

* Doses  are  administered  subcutaneously  except  where  amount  is  not  indicated.  For  booster  doses,  see  text. 


Precautions  in  the  tropics 

The  same  cannot  be  said  for  much  of  the 
food  and  water  in  the  tropics.  Even  in  the 
major  cities  and  hotels,  caution  must  be 
exercised,  since  native  cooks  and  food  han- 
dlers are  frequently  carriers  of  disease,  com- 
mon sanitary  practices  are  inconstant, 
sometimes  nonexistent,  and  adequate  re- 
frigeration and  food  preservation  are  the 
exception  rather  than  the  rule.  Pastries, 
custards,  cold  meat  and  buffet  platters,  and 
leafy  salads  must  be  strictly  avoided. 
Fresh  fruits  with  unbroken  skin  can  be 
eaten  after  peeling,  and  fully  cooked  or 
canned  foods  are  safe.  Soaking  of  vegetables 
in  potassium  permanganate  or  chlorine 
solutions  is  not  protective;  if  it  is  necessary 
to  eat  fresh,  leafy  vegetables,  they  should  be 
washed  and  dipped  in  boiling  water. 

Milk  should  always  be  boiled,  since  bovine 
tuberculosis  and  brucellosis  are  common 
veterinary  diseases  in  the  tropics.  Water 
should  be  purified  before  drinking,  either  by 
boiling  or  by  chemical  methods.  A chlo- 
rinated halazone  tablet  will  sterilize  a quart 
of  water  in  fifteen  minutes.  Unbottled 
soft  drinks  may  not  be  pure,  but  most  alco- 
holic beverages  can  be  consumed  safely  in 


moderation.  By  following  these  simple  pre- 
cautions the  gourmet  can  still  savor  the 
majority  of  tropical  delicacies  and  yet  avoid 
prostrating  dysentery  and  other  tropical 
diseases.  There  is  no  effective  drug  pro- 
phylaxis against  amebic  infection,  and  ob- 
servation of  the  precautions  described  is  the 
best  protection.  A transient  diarrhea,  called 
“tourista”  or  “gippy,”  complicates  many 
tropical  trips.  The  cause  of  this  syndrome 
remains  obscure,  and  the  use  of  antibiotic 
prophylactics  does  not  reduce  the  incidence. 

Patients  visiting  schistosomal  zones  should 
be  warned  against  bathing  in  fresh  water 
canals,  rivers,  and  lakes.  Canals  through- 
out the  tropics,  especially  in  Malaya,  harbor 
leptospira.  Casual  contact  with  animals 
should  be  avoided  since  many,  including 
household  pets,  are  intermediate  vectors 
of  disease,  especially  helminthic  infections, 
and  rabies  is  rife  in  the  tropics. 

If  a traveler  does  become  ill  and  requires 
medical  attention,  the  major  hotels,  trans- 
portation line  offices,  and  embassies  or  con- 
sulates can  provide  a list  of  physicians. 
Those  whose  graduate  qualifications  or  train- 
ing have  been  obtained  in  a major  western 
center  are  most  apt  to  have  an  adequate 
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command  of  English  and  the  medication  to 
provide  the  type  of  care  required. 

Return  from  the  tropics 

At  the  conclusion  of  the  tropical  tour  it  is 
advisable  to  re-examine  the  patient  and 
investigate  any  indications  of  recent  in- 
fection. An  eosinophil  count,  thick  and 
thin  blood  smear,  and  a stool  examination 
for  ova  and  parasites  are  useful  survey 
technics  if  complete  reassurance  is  desired. 
Due  to  the  long  incubation  period  of  many 


Peptic  ulcer  mortality  rising 

Unlike  the  trends  for  most  other  diseases, 
the  mortality  rate  from  peptic  ulcer  has  been 
rising  among  women  but  decreasing  among  men, 
statisticians  of  Metropolitan  Life  Insurance 
Company  report. 

A study  of  the  experience  among  the  com- 
pany’s industrial  policyholders  shows  that  the 
contrasting  trends  are  especially  marked  for 
ulcer  of  the  stomach. 

The  statisticians  observed  that  there  was  a 
20  per  cent  reduction  in  mortality  from  stomach 
ulcer  among  white  men  aged  thirty-five  to 
seventy-four  in  the  past  decade.  In  contrast, 
the  death  rate  among  white  women  in  the  same 
age  range  rose  by  26  per  cent.  A similar, 
though  less  striking  change,  is  seen  in  the 
mortality  trends  from  ulcer  of  the  duodenum. 
For  men  the  mortality  rate  was  down  by  1 per 
cent,  while  among  women  it  increased  by  14 
per  cent. 

Although  the  sex  difference  in  peptic  ulcer 
mortality  trends  is  narrowing,  men  still  re- 


helminthic infections,  a second  stool  ex- 
amination may  be  done  three  months  after 
return. 
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cord  a very  much  higher  death  rate.  Among 
insured  men  at  ages  thirty-five  to  seventy- 
four,  it  was  4.5  times  that  among  women. 
Even  at  ages  sixty-five  to  seventy-four,  where 
the  disparity  is  lowest,  the  ratio  is  nearly  4 to  1, 
the  statisticians  noted. 

The  relative  importance  of  the  two  sites  of 
ulcer  has  changed  appreciably  as  a result  of 
the  differences  in  trend.  Among  men  in  this 
insurance  experience,  the  death  rate  from  stom- 
ach ulcer  was  one-sixth  higher  than  that  from 
duodenal  ulcer  in  1950-1952.  Now,  however, 
the  situation  is  reversed,  with  duodenal  ulcer 
showing  a slightly  higher  mortality  rate. 

Peptic  ulcer  is  a significant  national  health 
problem,  the  statisticians  concluded.  In  1962, 
about  12,000  deaths  in  the  general  population 
of  the  United  States  were  attributed  to  the 
disease.  Peptic  ulcer,  moreover,  is  also  re- 
sponsible for  a considerable  amount  of  illness 
and  disability.  It  is  estimated  from  data 
collected  by  the  National  Health  Survey  that 
about  2.5  million  persons  in  the  country  have 
peptic  ulcer,  and  that  more  than  450,000  pa- 
tients are  hospitalized  for  it  each  year. 
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Case  Reports 


Pathologic  Fracture 
of  Patella  Caused  by 
Metastatic  Carcinoma 


GILBERT  H.  TAYLOR,  M.D. 
Glen  Cove,  New  York 

From  the  Orthopedic  Section, 
Community  Hospital  at  Glen  Cove 


THERE  HAVE  BEEN  numerous  reports  of 
primary  neoplastic  disease  of  the  patella. 
In  some  instances  benign  neoplasms,  such  as 
giant  cell  tumor,1-3  osteoid  osteoma,4  and 
enchondroma5  have  been  implicated.  In 
others,  the  malignant  tumors  reticulo- 
sarcoma6  and  sarcoma7  have  been  described. 
A review  of  the  literature  disclosed  only  1 
case  with  metastatic  carcinoma  in  the 
patella,8  and  in  this  instance  the  disease  was 
presumed  to  have  invaded  the  patella  by 
direct  extension  from  the  lower  end  of  the 
femur  because  of  pre-existing  ankylosis  be- 
tween these  bones. 

The  following  case  of  metastatic  carcinoma 
in  the  patella  is  thus  reported  as  an  unusual 
cause  of  pathologic  fracture  of  this  bone. 

Case  report 

A seventy-year-old  white  woman  was  ad- 
mitted to  the  Community  Hospital  at  Glen 
Cove  on  September  13,  1961,  complaining  of 
pain  in  her  left  knee.  The  patient  stated 
that  shortly  before  admission  she  had 
suddenly  felt  something  tear  in  the  knee 
while  she  was  taking  a step  and  that  this 
caused  her  to  fall  to  the  floor.  Subse- 
quently, she  had  considerable  pain  in  the 


joint  and  was  unable  to  bear  weight  on  the 
affected  extremity. 

Her  past  history  was  significant  in  that  a 
right  radical  mastectomy  had  been  per- 
formed five  years  previously  for  carcinoma 
with  regional  lymph  node  involvement.  A 
postoperative  course  of  radiation  was  given. 
There  were  no  local  recurrences  or  metastases, 
and  up  until  the  episode  that  has  been 
described,  the  patient  had  been  asympto- 
matic and  in  good  health. 

Physical  and  laboratory  findings. 
On  examination,  absence  of  the  right  breast 
was  noted.  There  was  no  local  recurrence  of 
tumor  and  no  palpable  lymphadenopathy  or 
enlarged  liver.  The  left  knee  was  swollen, 
fluctuant,  and  tender  over  the  patella,  where 
a defect  could  be  felt  in  the  bone.  The 
knee  could  not  be  actively  extended  against 
gravity. 

Roentgenograms  of  the  left  knee  showed  a 
transverse  fracture  through  the  middle  of  the 
patella,  with  approximately  a one-half  inch 
separation  of  the  main  fragments  (Fig.  1). 
The  bone  appeared  porotic,  with  irregular 
areas  of  destruction.  X-ray  films  of  the 
chest  showed  nothing  remarkable.  A bone 
survey  revealed  lytic  lesions  in  both  tibias 
and  in  several  lumbar  vertebrae. 

The  day  following  admission  a patellec- 
tomy was  performed.  Tumor  tissue  was 
not  recognizable  grossly,  and  aside  from  the 
fracture  the  knee  joint  appeared  normal. 
The  pathologic  diagnosis  was  metastatic 
carcinoma  of  the  patella,  presumably  from 
the  breast  (Fig.  2). 

Course  of  the  illness.  The  patient 
made  an  uneventful  recovery.  Three 
months  following  operation  she  was  walking 
well,  with  good  quadriceps  power  and  range 
of  knee  motion  at  180  to  90  degrees.  She 
was  placed  on  androgen  therapy  and  the 
spine  was  irradiated,  as  was  the  right  tibia 
when  pain  developed  in  that  area.  When 
last  examined,  eleven  months  after  surgery, 
the  patient’s  knee  was  asymptomatic,  and 
the  range  of  motion  was  180  to  40  degrees. 
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FIGURE  1.  Lateral  view  of  knee  showing  fracture 
of  patella  with  separation  of  fragments  and  lytic 
areas. 


Summary 

A case  of  pathologic  fracture  of  the  patella 
due  to  metastatic  carcinoma  of  the  breast  is 
reported,  and  the  rarity  of  this  site  of 
metastasis  is  noted.  Treatment  by  patellec- 


FIGURE  2.  Section  of  patella  showing  areas  of 
carcinoma  (hematoxylin  and  eosin  stain). 


tomy  produced  a good  functioning  knee  with 
a short  period  of  disability. 
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T he  prognosis  for  return  of  function  in  the 
hemiplegic  upper  extremity  following  a 
cerebral  vascular  accident  is  usually  less 
favorable  than  in  the  leg.  Superimposed 
peripheral  complications  in  the  arm  may 
further  delay  the  recovery. 

The  recognition  of  posthemiplegic  com- 
plications in  the  leg  is  facilitated  by  the  early 
ambulation  of  the  patient.  For  example,  a 
heel  cord  contracture  withanequinus  foot  can 
be  detected  readily  and  treated  with  appro- 
priate physical  therapy  and  with  the  aid  of 
a brace.  On  the  other  hand,  peripheral  com- 
plications in  the  upper  extremity,  other  than 
obvious  joint  contractures,  may  be  readily 
overlooked  because  of  the  usual  delay  in  the 
return  of  function.  Attention  has  previously 
been  directed  to  the  occurrence  of  reflex 
sympathetic  dystrophy  and  peripheral  nerve 
lesions  in  the  hemiplegic  upper  extremity.1-2 
This  clinical  report  describes  another  com- 
plication: hetero topic  calcification  about 

the  elbow. 

Case  reports 

Case  1.  A forty-eight-year-old  male  had  a 
cerebral  thrombosis  with  a right  hemiplegia. 


Four  months  after  onset,  he  began  to  com- 
plain of  pain  in  the  right  elbow.  On  initial 
examination,  localized  swelling  and  diffuse 
tenderness  were  noted  over  the  posterior 
aspect  of  the  elbow,  without  any  joint  effu- 
sion. Flexion  and  extension  were  limited  to 
a total  range  of  motion  of  10  degrees,  with 
the  elbow  held  in  a position  of  60  degrees  of 
flexion,  measured  from  the  neutral  position 
of  full  extension.  X-ray  films  did  not  re- 
veal any  obvious  joint  changes  (Fig.  1). 
There  was  no  response  to  oral  medication  in- 
cluding phenylbutazone  and  prednisone. 
Local  infiltration  of  the  sensitive  area  above 
the  olecranon  as  well  as  stellate  ganglion 
blocks  had  no  effect.  The  swelling  and 
tenderness  gradually  subsided.  However, 
the  elbow  remained  fixed  in  the  relatively  ex- 
tended position.  Repeat  x-ray  examination 
after  an  interval  of  three  months  revealed 
early  heterotopic  calcification  on  the  extensor 
surface  of  the  elbow,  near  the  insertion  of 
the  triceps  tendon  (Fig.  2). 

Case  2.  A fifty-eight-year-old  male  had 
a left  hemiparesis  following  a massive  sub- 
arachnoid hemorrhage  secondary  to  a rup- 
tured aneurysm  of  the  right  middle  cerebral 
artery.  The  patient  remained  critically  ill  i 
following  craniotomy  and  ligation  of  the 
aneurysm.  After  six  weeks  of  supportive  ! 
care  including  hypothermia,  he  gradually 
regained  consciousness  and  complained  of  ! 
pain  in  the  left  elbow  during  the  physical 
therapy  treatments.  It  had  previously  been 
noted  that  the  passive  range  of  motion  in  the 
elbow,  particularly  flexion,  was  decreasing. 
There  was  some  swelling  and  local  heat 
noted  along  the  posterior  aspect  of  the 
elbow.  He  had  a passive  range  of  60  degrees 
of  motion  from  full  extension.  X-ray  films 
taken  two  months  after  the  onset  of  the 
hemiplegia  revealed  rather  extensive  calci- 
fication along  the  posterior  aspect  of  the 
distal  end  of  the  humerus  just  above  the 
elbow  joint  (Fig.  3).  Local  heat,  followed 
by  gentle  assistive  exercises  without  stretch- 
ing, seemed  to  aggravate  the  pain.  There 
was  no  response  to  oral  steroids,  stel-  I 
late  blocks,  and  ultrasound  therapy.  Im- 
mobilization with  a posterior  molded  plaster  I' 
of  paris  splint  produced  symptomatic  re- 
lief. The  clinical  picture  was  further  com-  \ 
plicated  by  a superimposed  upper  brachial  ji 
plexus  traction  neuropathy  involving  the  w 
fifth  and  sixth  cervical  nerve  roots.  The 
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FIGURE  1.  Case  1.  Roentgenogram.  (A)  Right 
elbow  of  hemiplegic  patient  taken  during  acute 
phase  of  heterotopic  calcification.  (B)  Left  elbow 
for  comparison. 


FIGURE  3.  Case  2.  Intermediate  stage  of  hetero- 
topic calcification  of  elbow  in  hemiplegic  patient. 


FIGURE  2.  Case  1.  Roentgenogram  taken  three 
months  later  reveals  early  calcification  near  in- 
sertion of  triceps  tendon. 


patient  was  discharged  from  the  hospital 
five  months  after  the  onset  of  the  hemiplegia, 
at  which  time  the  elbow  was  fixed  in  a 
position  of  60  degrees  of  flexion.  A six- 
month  follow-up  examination,  including 
roentgenograms,  revealed  no  change. 

Case  3.  A sixty -three-year-old  male 
was  admitted  with  right  hemiplegia  and 
aphasia  following  a cerebral  vascular  ac- 
cident. Recovery  was  slow  and  complicated 


by  repeated  genitourinary  infections.  A 
shoulder-hand  syndrome,  associated  with  loss 
of  motion  in  the  right  elbow,  was  noted  four 
months  after  onset  of  the  hemiplegia. 
Stellate  ganglion  and  suprascapular  nerve 
blocks  were  performed.  The  elbow  re- 
mained fixed,  but  the  pain  and  limitation  of 
motion  in  the  shoulder  and  hand  improved. 
X-ray  films  of  the  elbow  showed  massive 
calcification  about  the  olecranon  process 
(Fig.  4).  The  elbow  remained  contracted 
in  a relatively  extended  position. 

Comment 

Extra-articular  calcification  has  been  de- 
scribed by  many  authors.3-8  The  etiology 
is  varied  and  there  are  numerous  sites  of 
localization.  It  may  follow  severe  trauma 
to  a vascular  muscle  belly  such  as  the 
quadriceps.  Periarticular  calcification  may 
occur  about  the  major  joints  of  paraplegic 
and  quadriplegic  patients  following  central 
nervous  system  infection  or  injury.9-13 
Similar  changes  have  been  described  in 
patients  after  protracted  immobilization 
in  bed  with  severe  burns  involving  the 


February  1,  1964  / New  York  State  Journal  of  Medicine  433 


FIGURE  4.  Case  3.  End  stage  of  heterotopic  calcification  of  elbow,  with  ossification  and  ankylosis,  in 
hemiplegic  patient.  Joint  space  is  relatively  intact. 


limbs.14  Acute  calcific  tendinitis  about  the 
elbow  has  been  described  frequently. 

The  heterotopic  calcification  occurred  on 
the  extensor  surface  of  the  elbow,  near  the 
insertion  of  the  triceps  tendon,  in  all  the 
3 cases  presented  in  this  report.  The 
residual  disability  was  a fixed  extension 
contracture  of  the  elbow,  in  contrast  to  the 
usually  occurring  spastic  flexion  deformity 
seen  in  the  late  stages  of  hemiplegia.  There 
was  no  history  of  trauma  or  “therapeutic” 
stretching  in  any  of  the  cases.  Pain,  rather 
marked  limitation  of  flexion,  and  some 
swelling  about  the  elbow  were  the  predom- 
inant findings  in  the  early  stage  of  the 
process,  with  changes  about  the  elbow  joint 
barely  discernible  on  x-ray  films  (Fig.  1). 
Subsequent  films,  taken  after  an  interval 
of  three  months,  revealed  a definite  focus 
of  calcification  (Fig.  2).  The  symptoms 
were  present  for  several  weeks  prior  to 
recognition  of  the  disability  in  Case  2, 
indicating  an  intermediate  stage  of  the 
process  with  increased  size  and  density  of 
the  calcific  deposit  (Fig.  3).  The  end  stage. 


with  progression  to  ossification,  occurred 
in  Case  3,  with  permanent  extra-articular 
fusion  of  the  elbow  joint  in  moderate  ex- 
tension (Fig.  4). 

It  is  interesting  to  note  that  1 of  the 
patients  (Case  2)  also  had  an  associated 
traction  neuropathy,  while  Case  3 had  a 
reflex  sympathetic  dystrophy  with  a hand- 
shoulder  syndrome  in  the  hemiplegic  ex- 
tremity. The  term  neuro tropic  calcification 
would  therefore  seem  appropriate. 

A survey  of  65  hemiplegic  patients  in  a 
county  home  did  not  reveal  a single  fixed 
extension  contracture  in  the  elbow.  Twelve 
of  these  patients  did  have  some  pain  on 
motion,  but  x-ray  examinations  showed  no 
evidence  of  heterotopic  calcification. 

The  management  of  the  upper  extremity 
in  hemiplegic  patients,  particularly  during 
the  flaccid  stage,  must  be  closely  supervised, 
rather  than  just  consist  of  the  use  of  a sling 
and  passive  exercises.  Loss  of  flexion  as- 
sociated with  intense  pain,  localized  swell- 
ing, tenderness,  and  warmth  about  the 
elbow  should  suggest  the  onset  of  hetero- 
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topic  calcification.  The  elbow  should  be 
immobilized  in  moderate  flexion  with  a 
posterior  molded  plaster  of  paris  splint 
which  can  be  removed  daily  for  gentle, 
range-of-motion  exercises  within  the  limits 
of  pain.  Initial  films  taken  of  the  elbow 
may  show  entirely  negative  results  and 
should  be  repeated  after  a period  of  about 
four  weeks.  The  application  of  heat  tends 
to  aggravate  the  pain  during  the  active 
stage  of  the  process.  Ultrasound  therapy, 
applied  over  the  site  of  the  calcification, 
was  used  in  2 cases  with  questionable  relief 
of  pain.  It  merits  further  trial  during 
the  acute  stage.  Stretching  of  the  elbow 
to  increase  flexion  should  be  discouraged 
since  it  only  further  increases  the  pain 
and  shortening  in  the  triceps  muscle,  par- 
ticularly if  the  patient  is  spastic.  It  might 
also  initiate  a traumatic  myositis  ossificans. 
Oral  steroids  did  not  relieve  the  symptoms. 
Local  infiltration  with  hydrocortisone,  in  1 
case,  aggravated  the  disability. 

The  extension  contracture  of  the  elbow 
remained  fixed  in  all  3 patients.  One  must 
give  serious  consideration  to  maintaining 
an  optimum  position  in  the  elbow  during  the 
acute  phase.  This  would  depend,  in  part, 
on  the  function  of  the  shoulder  and  hand. 
A severe  extension  contracture  in  the  elbow, 
regardless  of  any  function  in  the  hemiplegic 
extremity,  is  a serious  handicap  and  should 
be  prevented.  The  proximal  radio-ulnar 
joint  is  not  involved,  so  that  there  is  no 
loss  of  forearm  supination  or  pronation. 


Life  span  in  alcoholism 

Questions  of  whether  or  not  alcoholics  have 
a shorter  life  expectancy  than  average,  causes  of 
death  and  whether  or  not  they  differ  from  those 
in  the  general  population,  and  the  characteristics 
of  alcoholics  who  die  compared  with  those  who 
survive  were  examined  in  a study  of  1,692 
alcoholics  treated  in  four  facilities. 

Examination  of  the  two-  to  five-year  mor- 
tality experience  showed  that  the  average  an- 


Summary 

Three  cases  of  heterotopic  calcification 
about  the  elbow  in  hemiplegic  patients 
resulted  in  atypical,  fixed  extension  con- 
tractures. Pain,  slight  swelling,  and  limita- 
tion of  flexion  of  the  elbow  were  the  early 
clinical  findings. 
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nual  death  rate  was  26  per  1,000  as  against  11 
per  1,000  normal  rate.  The  age-adjusted  five- 
year  survival  rate  of  the  patients  was  91  per 
cent  of  normal,  showing  a shorter  life  span  than 
that  for  persons  in  the  general  population. 

The  most  frequent  causes  of  death  among  the 
alcoholics  were  violence,  heart  disease,  and  cir- 
rhosis of  the  liver.  The  findings  were  inter- 
preted in  the  Quarterly  Journal  of  Studies  on 
Alcohol  as  indicating  the  excessive,  premature, 
and  perhaps  preventable  deaths  among  alco- 
holics. 
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Several  hundred  cases  of  Marfan’s 
syndrome  have  been  published  since  the 
original  description  in  1896. 1 Initially 
sporadic,  short  reports  were  published,  but 
as  the  disease  and  its  formes  frustes  have 
been  described  more  clearly,  accelerating 
numbers  of  individual  case  reports  and  re- 
views of  the  syndrome  have  appeared.2 
Probably  it  is  a simple  Mendelian  dominant 
disorder  of  connective  tissue,  involving 
especially  the  musculoskeletal,  cardiovascu- 
lar, and  ocular  systems.  Identification  of  the 
abnormal  chromosomes  is  in  dispute.3-4 
The  prognosis  of  individuals  affected  with 
cardiovascular  defects  is  poor,  and  death 
from  congestive  failure  or  aortic  rupture  is 
common.5  Respiratory  infections  are  one 
of  the  serious  fatal  causes,  especially  in  the 
pediatric  age  group.0  However,  surgical 
reports  have  become  more  encouraging, 
although  no  long-term  survivals  have  been 
reported.  We  wish  to  describe  such  a patient 
with  unusual  clinical  findings  (gigantism  and 
signs  suggesting  pancreatitis)  who  failed  to 
survive  the  insertion  of  an  aortic  prosthesis 
for  a ruptured  abdominal  aneurysm  because 
of  delay  in  the  diagnosis. 


A twenty -three-year-old  white  male  dental 
student  entered  St.  Joseph’s  Hospital  on 
December  27,  1960,  for  evaluation  of  back 
pain.  He  was  apparently  well,  except  for 
gigantism,  until  twenty-four  hours  prior  to 
admission  when,  while  shoveling  snow,  he 
experienced  the  sudden  onset  of  moderately 
severe,  nonradiating  right  flank  pain  which 
persisted.  One  hour  before  coming  to  the 
hospital,  he  complained  of  accentuation  of 
the  pain  and  collapsed  with  no  loss  of  con- 
sciousness. He  was  brought  from  an 
osteopath’s  office  by  ambulance. 

Physical  examination.  The  patient’s 
pulse  was  120,  respirations  18,  temperature 
100.2  F.,  and  blood  pressure  60/40  bi-  j 
laterally.  He  was  7 feet  tall  and  in  acute  i 
distress  and  apprehensive,  lying  on  his  right 
side  with  knees  flexed.  There  was  pro- 
nounced dolichocephaly,  myopia,  arched 
palate,  scoliosis,  and  hyperextensibility  of 
his  fingers,  wrists,  and  toes.  There  was  a 
soft  Grade  II  precordial  systolic  murmur, 
but  no  other  significant  cardiac  findings. 
The  lungs  were  clear,  the  abdomen  was  flat 
and  soft  with  no  tenderness  or  spasm,  and 
peristalsis  was  normal.  Peripheral  pulses 
were  weak  but  present  and  equal.  A 
neurologic  examination  was  within  normal 
limits. 

Family  history.  The  patient’s  father, 
mother,  one  brother,  and  three  sisters  were 
living  and  well.  Both  maternal  grandparents 
and  the  paternal  grandmother  died  of  “old 
age”  at  over  seventy -five  years  of  age. 
The  paternal  grandfather  and  one  maternal 
uncle  died  from  tuberculosis.  Several  ma- 
ternal and  paternal  aunts  and  uncles  were 
still  living  and  well.  The  paternal  grand- 
father, father,  mother,  and  siblings  were  all 
unusually  tall,  but  had  no  other  recognizable 
musculoskeletal  defects.  The  mother  and 
siblings  had  severe  myopia,  but  no  other  eye 
abnormalities.  There  was  no  known  cardio- 
vascular disease. 

Past  history.  Except  for  unusually  rapid 
growth  to  5 feet,  9 inches  by  eight  years  of 
age,  6 feet,  10  inches  in  high  school,  and  7 
feet  in  college,  the  patient  had  always  been 
considered  healthy.  He  had  been  evaluated 
by  an  internist  for  his  excessive  height,  an 
orthopedic  surgeon  for  his  scoliosis,  and  an 
ophthalmologist  for  myopia.  The  diagnosis 
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of  the  Marfan  syndrome  had  never  been 
considered. 

Laboratory  data.  On  December  27, 
1960,  the  patient’s  hemoglobin  was  12.7  Gm. 
per  100  ml.,  hematocrit  39,  and  white  blood 
cells  32,000  with  91  per  cent  neutrophils. 
Urinalysis  disclosed  a 2 plus  albumin,  1.019 
specific  gravity,  0 sugar,  5 to  10  white  blood 
cells,  and  negative  results  for  porphyrins. 
The  serum  amylase  was  77,  the  blood  type 
A negative,  and  an  electrocardiogram  was 
normal  except  for  sinus  tachycardia.  A 
chest  x-ray  film  was  within  normal  limits. 
A flat  film  of  the  abdomen  revealed  an  over- 
all haziness  partially  obscuring  renal  and 
psoas  shadows. 

Hospital  course.  The  patient  was  given 
parenteral  5 per  cent  dextrose  in  water 
and  placed  in  an  intensive  care  unit.  During 
the  next  several  hours,  he  remained  hypo- 
tensive, but  there  were  no  detectable 
changes  in  his  physical  findings.  On 
December  27,  1960,  a peritoneal  aspiration 
yielded  no  fluid.  Sixteen  hours  after  ad- 
mission, laboratory  data  included  a hemo- 
globin of  10.4  Gm.  per  100  ml.,  with  a white 
blood  cell  count  of  26,100  and  91  per  cent 
neutrophils.  The  patient  vomited  brownish 
fluid  which  contained  no  free  acid,  but 
yielded  positive  results  on  guaiac  testing. 
The  serum  amylase  was  105  units,  and  the 
lipase  240  units.  A peritoneal  aspiration  on 
December  28,  1960,  yielded  7 cc.  bloody 
fluid.  The  fluid  did  not  clot,  and  no 
more  could  be  aspirated.  The  amylase  on 
the  fluid  was  530  units.  The  serum  amylase 
at  this  time  was  460,  transaminase  340,  and 
the  serum  lactic  dehydrogenase  2,000 
units.  An  upper  gastrointestinal  series 
suggested  a mass  in  the  pancreatic  area, 
pushing  the  duodenal  loop  forward  and  the 
stomach  upward.  There  was  also  marked 
ileus  of  the  stomach,  duodenum,  and  small 
bowel.  The  patient  complained  only  of 
slight  right  flank  pain  and  nausea.  He 
remained  ashen,  and  intravenous  fluids  were 
given.  On  December  29,  1960,  the  hemo- 
globin was  9.9  Gm.  per  100  ml.,  hematocrit 
28,  and  white  blood  cell  count  20,000.  The 
blood  urea  nitrogen  was  26,  blood  sugar 
115  mg.  per  100  ml.,  sodium  140,  potassium 
7.6,  carbon  dioxide  13.3,  chloride  94,  amylase 
109,  and  lipase  240.  Direct  bilirubin  was 
0.92  and  indirect  2.3,  alkaline  phosphatase 
7.3,  lactic  dehydrogenase  2,000,  calcium 
3.3  mEq.,  phosphorus  3.8  mEq.,  and  the 


FIGURE  1.  Aneurysm,  extending  from  junction  of 
middle  and  lower  thirds  of  abdomen  to  approxi- 
mately aortic  bifurcation. 

stool  guaiac  test  showed  negative  findings. 
Because  of  progressive  anemia  and  hypo- 
tension during  the  next  twenty-four  hours, 
1,500  cc.  of  whole  A negative  blood  were 
given  with  added  calcium  gluconate.  The 
patient  was  also  given  rectal  sodium  poly- 
styrene (sulfonate  Kayexalate)  to  lower  the 
serum  potassium . Shock  persisted  with  a fall 
in  hematocrit,  and  over  the  next  twenty-four 
hours  he  was  given  9,050  cc.  of  whole  blood. 
The  blood  pressure  was  maintained  from  90 
to  104  systolic  and  60  diastolic.  December 
30,  1960,  an  abdominal  aortogram  was  per- 
formed, with  a catheter  introduced  directly 
into  the  left  brachial  artery  and  advanced 
to  the  upper  abdominal  aorta.  Two  con- 
secutive injections  of  35  cc.  of  76  per  cent 
methylglucamine  diatrizoate  (Renografin) 
were  carried  out.  Serial  films  of  the  ab- 
domen were  taken  with  the  Schonander 
serial  filming  device  in  the  anteroposterior 
position.  The  renal  arteries  were  not  well 
filled.  This,  coupled  with  the  patient’s  ex- 
cessive body  length,  precluded  accurate  de- 
termination of  the  proximal  extent  of  the 
aneurysm.  An  aneurysm  with  maximum 
widening  of  about  7.5  cm.  was  seen,  extend- 
ing from  the  junction  of  the  middle  and 
lower  thirds  of  the  abdomen  to  approxi- 
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FIGURE  2.  Sections  of  aorta  showing  primarily  degeneration  of  elastic  tissue  of  media  (Weigert's  stain). 
(A)  High  power  and  (B)  low  power. 


mately  the  aortic  bifurcation  (Fig.  1). 
Despite  the  patient’s  critical  condition, 
surgery  was  deemed  necessary.  On  the 
evening  of  December  30,  1960,  the  patient’s 
blood  pressure  was  80  systolic  and  tempera- 
ture 104  F.  The  hematocrit  was  32,  sodium 
139,  potassium  4.9,  carbon  dioxide  20.4, 
chlorine  87,  and  amylase  77.  Under  general 
anesthesia  with  hypothermia,  the  abdomen 
was  explored,  and  an  aneurysm  surrounded 
by  fresh  blood  clot  was  identified.  This 
formed  a huge  mass  which  filled  much  of  the 
mid-  and  lower  abdomen  on  the  right  side, 
extending  well  beyond  the  midline.  It  dis- 
placed the  stomach  anteriorly  and  infiltrated 
the  entire  pancreatic  bed.  The  aorta  was 
clamped  above  and  below  the  lesion  and 
transected.  The  remaining  aorta  was  friable, 
edematous,  and  thickened.  A Dacron  graft 
was  sutured  to  the  proximal  end  of  the 
aorta  and  then  to  each  iliac  artery.  When 
the  arterial  clamps  were  removed,  massive 
leakage  occurred.  Immediate  analysis  re- 
vealed a marked  hypofibrinogenemia,  and 
3 units  of  fibrinogen  were  administered.  The 
clotting  time  returned  to  normal  and  the 
bleeding  subsided.  During  the  procedure, 
the  patient  received  22  pints  of  whole  blood. 
Both  femoral  and  dorsales  pedes  pulses  were 


palpable,  although  hypotension  remained. 
However,  the  patient  did  not  regain  con- 
sciousness, developed  pulmonary  edema  post- 
operatively,  and  died  six  hours  after  surgery 
was  completed. 

Autopsy  findings.  Four  hours  post- 
mortem, significant  gross  findings  were 
excessive  body  length,  marked  venous  dis- 
tention, one  tear  in  the  aorta  just  below  the 
origin  of  the  inferior  mesenteric  artery,  and 
two  tears  lower  down,  one  of  which  had  a 
hematoma  extending  to  the  right  colic  gutter. 
The  graft  originated  below  the  renal  arteries, 
was  intact,  patent,  and  had  not  leaked. 
There  was  a large  amount  of  infiltrative 
hemorrhage  between  the  lobules  of  the 
pancreas. 

Microscopic  report.  (Fig.  2).  Sec- 
tions of  the  aorta  show  primarily  degenera- 
tion of  elastic  tissue  of  the  media.  There  is 
fragmentation  of  the  elastic  lamellas,  with 
the  accumulation  of  fibrillary  and  mu- 
cinous materials  in  spaces  between  disrupted 
elastic  fibers.  These  abnormalities  are 
present  to  some  extent  throughout  the 
aorta  but  are  most  marked  in  the  de- 
scending thoracic  and  abdominal  aorta 
(Weigert’s  stain). 
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Comment 

The  difficulties  in  diagnosis  of  the  Marfan 
syndrome  have  been  emphasized  recently, 
and  the  formes  frustes  of  this  disorder  may 
be  extremely  difficult  to  detect.2*7  Cer- 
tainly, most  new  cases  have  been  identified 
only  following  the  diagnosis  of  a more 
typically  affected  member  of  the  family  who 
expired  and  was  seen  at  autopsy.  Over  a 
period  of  ten  years,  the  patient  under  dis- 
cussion had  been  examined  by  several  physi- 
cians including  an  ophthalmologist,  an 
orthopedic  surgeon,  and  an  internist.  De- 
spite myopia  and  musculoskeletal  defects 
(excessive  height,  dolichocephaly,  arachno- 
dactyly,  pigeon  breast,  and  scoliosis),  the 
true  nature  of  the  disorder  was  not  considered 
until  his  vascular  rupture.  By  the  time  of 
hospital  admission,  the  clinical  picture  was 
clouded  by  the  evidence  in  favor  of  pancrea- 
titis. Although  the  Marfan  syndrome  was 
considered  immediately,  the  initial  impres- 
sion of  pancreatitis  was  thought  more 
probable.  This  illness  is  certainly  more 
common  than  aortic  rupture,  especially  in 
the  younger  age  group.  History  and  physi- 
cal and  laboratory  data  — high  amylase 
activity  in  both  blood  and  peritoneal 
aspirate  plus  low  serum  calcium  —seemed  to 
substantiate  the  diagnosis.  The  sequence 
of  events  recorded  previously  is  not  unusual. 
Levinson,  Edmeades,  and  Griffith8  stated 
that  acute  pancreatitis  appeared  to  be  the 
condition  confused  most  frequently  with 
dissecting  aneurysms  of  the  aorta  which  have 
their  onset  with  abdominal  pain.  They 
found  that  14  of  58  patients  with  dissecting 
aneurysm  had  abdominal  pain,  and  4 of  these 
cases  were  diagnosed  as  pancreatitis;  1 
other  patient  was  thought  to  have  a perfo- 
rated ulcer  with  secondary  acute  pancreatitis. 
The  serum  amylase  was  elevated  in  2 of 
these  patients,  and  it  was  normal  in  2 
patients.  The  nonspecificity  of  this  labora- 
tory test  is  well-known  and  was  reviewed  by 
Polo  we  in  1946. 9 

The  identification  of  the  cardiovascular 
lesions  of  the  Marfan  syndrome  during  life 
was  not  possible  until  the  advent  of  angio- 
cardiography. 10  Since  then,  several  reports 
have  included  data  utilizing  contrast  media 
in  the  diagnosis  of  abnormalities  of  the 
sinuses  of  Valsalva  and  the  aorta.  Although 
the  flat  film  of  the  abdomen  has  been  of 
value  in  the  diagnosis  of  abdominal 


aneurysms,11  the  data  referred  to  arterio- 
sclerotic aneurysms,  and  in  young  patients 
with  medionecrosis  calcification  of  the  ves- 
sel walls  is  not  present.  Since  the  technic 
employed  in  our  patient  is  safe,  accurate, 
and  definitive,  we  concur  with  recent  pub- 
lications that  aortography  is  a recommended 
procedure  in  cases  of  suspected  Marfan 
syndrome. 12 

Since  1943  the  cardiovascular  manifesta- 
tions of  this  disease  have  become  well-docu- 
mented and  are  now  recognized  as  the  most 
serious  aspect  of  the  Marfan  syndrome.13 
Basically,  there  is  medial  degeneration  and 
elastic  fragmentation,  especially  of  the  root 
and  ascending  aorta  with  aneurysm  forma- 
tion. The  lesion  is  not  specific  and  is 
similar  to  that  in  Erdheim’s  cystic  medio- 
necrosis, idiopathic  dilatation  of  the  aorta, 
and  lathyrism.14  Coincident  with  the  ad- 
vent of  surgical  technics  permitting  major 
vessel  surgery,  came  reports  that  the  arterial 
lesions  in  the  Marfan  syndrome  frequently 
extended  to  the  descending  aorta,  as  well  as 
to  carotid,  iliac,  pulmonary,  and  celiac  axis 
arteries.2* 14-18 

It  was  not  surprising  that  there  was 
initial  pessimism  regarding  the  surgical 
correction  of  the  aneurysms.  In  fact,  until 
recently,  the  surgical  treatment  had  been 
unsuccessful.3 19-23  However,  encouraging 
results  have  been  published  in  which  an- 
eurysms of  the  thoracic  aorta  have  been 
resected,  utilizing  extracorporeal  circula- 
tion. Various  technics  have  been  described 
and  include  total  replacement  by  grafts,24-28 
partial  resection, 18  and  direct  repair  of  intimal 
rents.29  Muller,  Dammann,  and  Warren28 
reported  3 cases  of  aortic  aneurysm  in 
which  the  aortic  aneurysm  was  resected  and 
replaced  by  a Teflon  prosthesis.  All  3 cases 
had  associated  aortic  insufficiency;  in  2 of 
these  a bicuspid  aortic  valve  was  corrected. 
In  the  third  case  a bicuspid  valve  existed 
with  a large  cleft  in  it.  Successful  repair 
was  possible  by  narrowing  the  aortic  ring  and 
excising  a segment  of  the  circumference  of 
the  aortic  wall.  Hufnagel  and  Conrad29 
have  described  a few  patients  in  whom  aortic 
valve  leaflet  involvement  has  been  success- 
fully attacked  surgically  with  complete 
correction  not  only  of  the  dissecting  process 
but  also  the  associated  aortic  insufficiency. 

On  the  other  hand,  aneurysms  of  the  ab- 
dominal aorta  are  very  rare  in  the  Marfan 
syndrome.  Thus  far,  7 cases  have  been 
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reported  and,  although  2 cases  were  said  to 
have  been  successfully  corrected,  published 
details  are  lacking.226  The  only  docu- 
mented case  of  abdominal  aneurysm  resec- 
tion, replacement  with  Dacron  prosthesis, 
and  survival  is  that  of  Van  der  Hyde  and 
Zwaveling  in  1961. 30 

Thus,  it  seems  to  us  that  diagnosis  is  no 
longer  merely  of  academic  interest.  Rec- 
ognition of  the  manifestations  of  the  disease 
may  lead  to  accurate  diagnoses  not  only 
of  the  patient  but  also  to  similarly  affected 
members  of  his  family.  While  we  agree 
with  the  workers  from  Leyden  that  the  role 
of  elective  surgery  for  the  cardiovascular 
defects  is  not  clear,  life-prolonging  therapy 
for  symptomatic  aneurysms  and  for  aortic 
insufficiency  is  now  available.23 

Summary 

Another  case  of  the  Marfan  syndrome 
has  been  described.  Accurate  diagnosis  was 
delayed  by  the  unusual  findings  of  gigan- 
tism, acute  pancreatitis,  and  dissecting 
aneurysm  of  the  abdominal  aorta.  Since 
survival  from  the  acute  vascular  complica- 
tions of  the  disease  has  been  made  possible 
by  recent  surgical  advances,  prompt  rec- 
ognition of  this  patient’s  basic  disease 
might  have  permitted  a fife-saving  aortic 
resection. 
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Lead  Poisoning 
Treated  with  BAL 


T he  following  incident  was  reported  re- 
cently  to  the  New  York  City  Poison  Control 
Center. 

Incident  1 

Type  of  Poison  Age  Sex 

BAL  14  Months  Female 

This  child  was  admitted  to  the  hospital 
for  treatment  of  lead  poisoning.  A diagnosis 
of  lead  poisoning  was  made  on  the  basis  of  a 
history  of  pica  and  blood  and  urine  determi- 
nations. 

The  blood  lead  on  admission  was  0.19 
which  is  a very  high  level.  A repeat  blood 
lead  level  three  days  later  was  0.08  which  is 
still  excessive  and  confirmatory  of  lead 
poisoning.  The  urine  lead  level  was  also 
very  high,  0.13. 

The  patient  was  treated  with  BAL  (dimer- 
caprol)  for  some  inexplicable  reason.  In 
addition,  she  was  given  a massive  overdose, 
and  the  Poison  Control  Center  was  called 
for  advice.  While  BAL  is  presumably 
effective  against  poisonings  caused  by  ar- 
senic, mercury,  cobalt,  nickel,  and  gold, 
there  is  no  confirmed  evidence  that  it  is 
actually  effective  against  lead. 

It  is  also  pertinent  to  point  out  that  a 
high  dose  of  BAL  may  produce  toxic 
symptoms.  Large  overdoses  in  children 
have  caused  convulsions  and  coma.  In 
addition,  overdosages  may  cause,  and  did 
in  this  case,  nausea,  vomiting,  excessive 


salivation,  abdominal  and  chest  pains, 
flushing  of  the  face,  muscular  cramps,  and 
burning  sensation  of  the  skin. 

The  administration  of  BAL  for  lead 
poisoning  at  present  is  a rare  occurrence,  and 
the  use  of  BAL  is  open  to  question.  We  have 
noted  that  inexperienced  emergency  room 
personnel  are  somewhat  too  prone  to  use 
BAL,  especially  in  poisonings  where  the 
identity  of  the  substance  involved  is  not 
definitely  known.  Wlien  BAL  is  used, 
the  side-reactions  which  accompany  it  should 
be  kept  in  mind  by  the  therapist.  It  may 
be  well  at  this  juncture  to  remind  physicians 
that  EDTA  (ethylenediaminetetraacetic 
acid)  does  not  have  an  accepted  pediatric 
use.  Recent  reports  in  the  literature  have 
recommended  the  use  of  D -penicillamine 
(Cupramine)  for  lead  poisoning.  Here 
again  it  is  well  to  remind  the  reader  that  this 
is  a new  drug  and  should  be  used  only  by  a 
qualified  investigator  with  a “new  drug”  in- 
vestigative status.  This  drug  is  now  being 
released  for  use  in  Wilson's  disease,  but  this 
does  not  mean  that  it  is  an  officially  recog- 
nized drug  for  lead  poisoning. 

The  number  of  lead  poisonings  reported 
in  New  York  City  during  1963  to  September 
25  is  223,  of  which  5 terminated  fatally.  At 
that  time  last  year  the  number  of  cases  was 
156  with  6 fatalities.  All  the  cases,  including 
fatalities,  occurred  in  children  under  six 
years  of  age  and  chiefly  in  the  ages  between 
two  and  four  years. 
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BILLSBORD 


Random  Thoughts  While  Riding  Through  the  Western  Adirondacks 


When  one  is  fortunate  enough  to  have  a driver 
in  whom  he  has  confidence,  he  is  freed  from  the 
taxing  chore  of  watching  route  signs,  consulting 
maps,  and  manipulating  a phantom  brake  pedal 
and  is  enabled  to  relax  and  enjoy  the  scenery  or 
engage  in  some  form  of  mental  gymnastics. 
Once  I would  seize  the  occasion  to  work  a double- 
crostic  puzzle,  but  no  more.  Now  I prefer  to 
reserve  such  attempts  for  when  I am  alone,  not 
because  of  any  inability  to  concentrate,  but 
experience  has  taught  me  that  once  you  start  on 
such  an  endeavor  in  company,  everyone  feels 
the  urge  to  help;  either  they  are  puzzle  wise  and 
end  up  completing  the  puzzle  for  you,  or  they 
have  no  idea  at  all  about  it,  hence,  either  they 
persist  in  asking  elementary  questions,  or  they 
make  ridiculous  suggestions.  Frankly,  it  is 
difficult  to  know  which  is  more  infuriating,  the 
expert  or  the  neophyte;  consequently  I avoid 
both,  saving  both  my  puzzle  and  my  temper, 
and  spend  the  time  on  the  road  composing 
limping  limericks,  such  as  the  following: 

“Interstate  commerce  in  sex  we  must  ban,” 

Declared  Congressman  James  Robert  Mann; 

So  both  female  and  male 

Shall  be  clapped  into  jail 

Whenever  a broad  goes  abroad  with  a man. 

Approaching  Dannemora  from  the  north  you 
arrive  at  the  summit  of  quite  a hill  where  in  any 
season  but  winter  you  will  be  well  advised  to 
stop  for  a minute,  if  traffic  is  light.  On  the 
right  there  is  little  to  see  since  the  mountains 
come  down  to  the  road;  but  on  the  left  you  will 
be  rewarded  with  an  awe-inspiring  crow’s  nest 
view  of  the  Champlain  Valley,  spread  before  you 
like  an  expensive  jewel  display.  As  you  start 
downhill  you  will  be  chaperoned  by  many  signs 
warning  you  about  safe  speed  and  curves  that 
lie  ahead  and  advising  trucks  to  use  low  gear. 
After  about  two  miles  of  descent,  you  will  find 
yourself  in  the  village  proper.  At  first  glance  it 
looks  like  any  of  the  one-street  towns  found 
throughout  the  East,  with  the  usual  emporia 
that  provide  sustenance  for  body,  soul,  spirit, 
and  mechanical  steed.  Then,  suddenly,  in  the 
center  of  town  you  spy  the  looming,  foreboding 
wall  of  Clinton  Prison,  towering  above  you  and 
the  village.  It  is  a depressing,  overpowering 
sight  that  causes  a cold  chill  up  and  down  your 
spine  and  makes  one  aware  that  the  tag  of 
“Siberia  of  America”  is  not  entirely  dependent 
on  winter  snow  and  ice.  One  can’t  help  but 
think  of  the  expenditure  of  both  money  and 
effort  represented  by  this  medieval  structure,  a 
sad  commentary  on  our  social  structure.  I 


suppose  it  is  successful  in  its  primary  purpose  of 
keeping  those  in — in;  but  completely  unsuccess- 
ful in  the  job  of  keeping  those  out — out.  Let 
there  be  no  misunderstanding,  we  are  not  so 
naive  as  to  suggest  the  wall  should  be  leveled; 
but  sooner  or  later  we  must  appreciate  the  fact 
that  it  does  not  represent  any  solution  of  the 
problem  but  only  a dead-end  stalemate.  If  we 
must  use  such  ingenuity  and  energy  to  confine 
the  predatory,  whether  they  be  man  or  beast, 
surely,  we  must  come  to  realize  that  such  con- 
finement only  inculcates  and  aggravates  the 
aggressive  and  hostile  propensities  of  such  man 
and  such  beast,  serving  to  make  the  beast  more 
savage  and  the  man  more  incorrigible.  Some- 
how we  must  learn  the  answer  lies  neither  in  the 
wall  nor  behind  it. 

The  vilest  deeds  like  poison  weeds 
Bloom  well  in  prison-air: 

It  is  only  what  is  good  in  Man 
That  wastes  and  withers  there: 

— Oscar  Wilde,  The  Ballad  of  Reading  Gaol 

* * * 

Disdaining  the  new  limited-access  highway, 
we  cut  over  to  the  western  shore  of  Lake  Cham- 
plain and  followed  it  south.  The  beautiful 
autumn  day  called  to  mind  a similar  October 
day,  some  298  years  ago,  and  the  landing  at  this 
very  spot  of  the  crack  Carignan-Saliere  Regi- 
ment, veterans  of  the  recent  Turkish  War  who 
were  dispatched  to  North  America  by  the 
youthful  King  of  France  to  neutralize  the  Five 
Nations.  Imagine,  if  you  will,  the  thoughts  of  a 
skulking  Mohawk  brave  when  he  spied  the 
flotilla  of  some  300  craft,  canoes  and  bateaux, 
dotted  on  the  surface  of  what  had  heretofore 
been  his  private  inland  sea.  Astonished  though 
he  was,  he  stilled  his  uneasiness  and  stealthily 
made  his  way  to  the  banks  of  the  lake  to  identify 
the  band  of  strangers  when  they  made  land.  As 
the  first  group  consisting  of  some  100  Indian 
scouts  debarked,  we  can  envisage  his  contemptu- 
ous appraisal  when  he  found  them  to  be  mainly 
survivors  of  tribes  he  and  his  confederates  had 
decimated  and  driven  from  their  lands;  the 
Huron,  Mohegan,  and  Algonquin.  Next  on 
shore  were  the  Canadian  militia,  but  these  were 
well  known  to  him,  and  he  regarded  them  with 
indifferent  curiosity,  touched  with  reluctant 
respect  when  he  noted  their  leader  was  the  well- 
known  and  feared  Le  Moyne.  Sense  his 
amazement  when  he  espied  the  Sulpician  priest 
De  Casson,  a giant  of  a figure  well  over  six  feet 
tall  and  probably  more  man  on  two  feet  than  he 
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had  ever  seen  before.  But  it  is  difficult,  if  not 
impossible,  to  appreciate  his  apprehension  and 
feeling  of  panic  when  the  regulars  landed.  Some 
600  men,  all  dressed  in  blue  coats,  long  leather 
boots,  plumed  hats,  with  muskets  slung  over 
their  backs,  lined  the  shore  in  military  formation 
and  moved  off  in  perfect  cadence  to  the  beat  of 
the  drum.  It  was  just  too  much  for  him  to 
contemplate  with  any  degree  of  his  usual  equa- 
nimity and  stoic  passivity,  and  as  he  fled  to 
report  this  information  to  fellow  tribesmen,  he 
must  have  felt  a premonitory  dread  that  he  had 
witnessed  the  beginning  of  the  end  of  the 
supremacy  of  the  Five  Nations;  that  no  longer 
would  their  existence  depend  on  their  skill  and 
fierceness  in  war,  but  rather  on  their  ability  to 
play  one  invading  group  against  the  other — that 
they  would  survive  only  as  long  as  they  could 
swing  the  balance  of  power.  When  he  reached 
his  village  and  described  what  he  had  seen, 
preparations  were  made  to  defend  their  homes; 
but  with  the  approach  of  the  French  forces,  the 
panic  he  had  experienced  as  an  individual  be- 
came general,  and  all  fled  before  a shot  was 
fired.  What  happened  in  the  first  village  was 
repeated  in  the  next  three  until  there  was  only 
Andaraque  left.  This  was  a well-fortified 
village,  designed  by  the  Dutch,  and  would  prove 
a difficult  if  not  impossible  bastion  for  any 
attacking  force  to  seize.  Here  the  Mohawk 
nation  decided  to  make  its  stand  and  expunge 
the  shame  of  abandoning  the  other  four  villages 
without  a fight  and  without  any  attempt  at 
counter  attack.  Indeed,  Andaraque,  their  last 
and  most  important  stronghold,  must  be  de- 
fended, for  here  was  stored  all  their  winter  food 
and  if  it  was  destroyed  they  would  face  the  com- 
ing winter  homeless  and  without  any  supplies. 
At  the  approach  of  the  invaders,  the  platforms 
attached  to  the  inner  side  of  the  walls  were 
crowded  with  braves,  armed  and  ready,  the  con- 
tainers filled  with  hot  water  ready  to  scald  any 


Hazards  of  snow  shoveling 


Snow  shoveling  requires  a lot  of  energy  and 
muscle.  Pushing  a stalled  auto  out  of  a snow 
bank  is  even  more  demanding. 

Once  again,  the  American  Medical  Associa- 
tion reminds  physicians  and  patients  alike, 
especially  those  of  middle  age  and  beyond 
and  those  who  are  overweight,  to  take  it  easy  in 


venturesome  scaling  party;  but  once  again, 
before  a musket  was  discharged,  led  by  their 
panic-stricken  chiefs,  they  fled  through  the  rear 
gates,  abandoning  everything.  The  French 
invested  the  village  without  the  loss  of  a man  to 
enemy  action,  helped  themselves  to  the  food  and 
supplies  needed  for  the  return  to  Quebec,  and 
burned  the  rest  as  well  as  the  village.  Now  the 
Mohawks,  as  was  true  of  most  tribes  of  American 
Indians,  were  not  enamored  of  pitched  battles; 
they  often  retreated  for  strategic  reasons  to 
entice  a foe  into  an  ambush  or  allowed  a superior 
force  to  advance  without  resistance  but  then 
harried  them  as  they  withdrew.  This  was 
probably  the  only  time  in  their  history  when 
they  fled  without  plan  and  in  fear,  making  no 
attempt  to  protect  their  homes  and  with  nary  an 
attempt  to  resist  an  enemy  or  avenge  their  losses. 

Perhaps  this  unreasonable  fear  was  con- 
ditioned by  the  many  threats,  over  a period  of 
years,  by  colonists  of  all  nations  who  attempted 
to  intimidate  the  natives  with  tales  of  large 
European  armies  that  the  rulers  at  home  would 
dispatch  to  America  to  punish  the  Indians  for 
their  misdeeds.  It  had  been  repeated  so  often, 
yet  never  materialized,  that  the  Indians  prob- 
ably thought  it  was  an  empty  gesture;  to  see 
this  oft-quoted  threat  come  true  proved  too 
much  for  them  to  face.  They  did  not  know  the 
background,  that  with  the  death  of  Mazarin  the 
youthful  King  Louis  XIV  had  assumed  control 
of  the  State  himself  and,  with  the  exposure  of 
the  perfidy  of  Fouquet  and  his  resultant  dis- 
missal, had  found  the  perfect  minister  in  Colbert. 
Nor  could  they  know  of  the  decision  that  the 
glory  of  France  and  of  her  monarch  required  an 
overseas  empire,  to  embellish  the  throne  and 
impress  the  other  rulers  of  Europe:  a decision 
based  on  much  the  same  impulse  as  stimulated 
the  savage  Indian  to  take  and  exhibit  the  scalps 
of  his  enemies. 

WRC 


clearing  snow  from  walks  and  driveways. 

Snow  shoveling  may  be  good  exercise  for 
those  in  good  health  if  it  is  done  at  a leisurely 
pace  with  frequent  rest  periods.  A snow  blower 
or  the  boy  down  the  street  is  the  best  insurance 
against  a heart  attack,  however. 

The  male  ego  may  not  want  to  accept  it, 
but  the  lady  of  the  house,  conditioned  by  bouts 
with  broom  and  mop,  is  usually  in  better  phys- 
ical condition  than  her  husband  for  snow 
shoveling. 
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Necrology 


Morris  Renfrew  Bradner,  M.D.,  of  Warwick, 
died  on  December  5,  1963,  at  St.  Anthony’s 
Hospital  at  the  age  of  seventy-four.  Dr. 
Bradner  was  graduated  from  the  University  of 
Pennsylvania  School  of  Medicine  in  1912. 
He  served  during  two  wars,  with  the  U.S.  Army 
Medical  Corps  in  France  during  World  War  I 
and  in  the  Pacific  Theatre  during  World  War 
II,  retiring  with  the  rank  of  colonel.  Dr. 
Bradner  was  chief  of  surgery  at  St.  Anthony’s 
Hospital  and  consulting  surgeon  at  Horton 
Memorial  Hospital,  Middletown.  A Diplomate 
of  the  American  Board  of  Surgery  and  a Fellow 
of  the  American  College  of  Surgeons,  he  was  a 
member  of  the  Association  of  Military  Surgeons 
of  the  United  States,  the  New  York  Academy 
of  Medicine,  the  Orange  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alexander  John  Chilko,  M.D.,  of  New  York 
City,  died  on  December  7,  1963,  at  the  age  of 
seventy.  Dr.  Chilko  received  his  medical  de- 
gree from  the  University  of  Budapest  in  1918. 
He  had  been  an  assistant  professor  of  radiol- 
ogy at  New  York  University  Post-Graduate 
Medical  School  for  twenty-six  years  and  for 
nine  years  was  an  assistant  professor  of  radiol- 
ogy at  New  York  University-Bellevue  Medical 
Center.  A Diplomate  of  the  American  Board 
of  Radiology  (Roentgenology),  a Fellow  of  the 
American  College  of  Physicians,  and  a Fellow 
of  the  American  College  of  Radiology,  Dr. 
Chilko  was  a member  of  the  Radiological  Society 
of  North  America,  Inc.,  the  New  York  Academy 
of  Medicine,  the  New  York  Roentgen  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Rudolf  R.  Ehrmann,  M.D.,  of  Berkeley, 
California,  formerly  of  New  York  City,  died 
on  December  21,  1963,  at  Herrick  Memorial 
Hospital,  Berkeley,  at  the  age  of  eighty-four. 
Dr.  Ehrmann  received  his  medical  degree  from 
the  University  of  Strassburg  in  1903  and  was 
professor  and  head  of  the  Department  of  In- 
ternal Medicine  at  the  University  of  Berlin 
from  1916  to  1939,  when  he  came  to  the  United 
States.  He  had  served  as  professor  of  gastro- 
enterology at  the  New  York  University-Belle- 
vue Medical  Center  until  his  retirement  in 
1944.  A Member  of  the  American  College  of 
Gastroenterology,  Dr.  Ehrmann  belonged  also 
to  the  Rudolf  Virchow  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Richard  V.  Foster,  M.D.,  of  Albany,  died 
on  December  7,  1963,  at  the  age  of  fifty-nine. 
Dr.  Foster  was  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons 
in  1930  and  interned  at  Grasslands  Hospital, 
Valhalla.  He  had  been  associated  with  the 
State  Department  of  Mental  Hygiene  since 
1932,  serving  in  various  posts  at  Rockland, 
Pilgrim,  Central  Islip,  and  Gowanda  State 
Hospitals.  Since  1953  he  had  been  assistant 
commissioner  in  the  department.  A Diplomate  I 
of  the  American  Board  of  Psychiatry  and  Neu-  j 
rology,  Dr.  Foster  was  a Fellow  of  the  American 
Psychiatric  Association  and  a member  of  the 
New  York  Society  for  Clinical  Psychiatry,  the 
Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Eugene  Froehlich,  M.D.,  of  New  York  City, 
died  on  November  12,  1963,  at  the  age  of 
seventy-eight.  Dr.  Froehlich  was  graduated 
from  the  New  York  University  and  Bellevue 
Hospital  Medical  School  in  1907  and  interned 
at  Lenox  Hill  and  Fordham  Hospitals.  He 
was  a former  president  of  the  medical  board 
and  director  of  medicine  at  the  New  York 
City  Cancer  Institute  and  consulting  physician 
at  Fordham  Hospital  and  at  Lenox  Hill  Hos- 
pital Outpatient  Department.  Dr.  Froehlich 
was  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As-  j 
sociation. 

James  Gerard  Heffernan,  M.D.,  of  Levit- 
town  and  Merrick,  died  on  November  27,  1963, 
while  playing  golf  at  the  Garden  City  Golf 
Club,  at  the  age  of  forty.  Dr.  Heffernan  was  ! 
graduated  from  the  New  York  Medical  Col- 
lege, Flower  and  Fifth  Avenue  Hospitals,  in 
1947  and  served  during  the  Korean  conflict 
with  the  U.S.  Army  Medical  Corps.  He  was 
an  attending  physician  in  obstetrics  and  gyne- 
cology at  South  Nassau  Communities  (Ocean- 
side),  Mid-Island  (Bethpage),  and  Hempstead 
General  Hospitals  and  an  associate  attending 
physician  in  obstetrics  and  gynecology  at 
Meadowbrook  Hospital,  Hempstead.  A Diplo- 
mate of  the  American  Board  of  Obstetrics  and 
Gynecology  and  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists, 
Dr.  Heffernan  was  a member  of  the  Nassau 
Obstetrical  Society,  the  Nassau  County  Med- 
ical Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 
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Frank  P.  Knovvlton,  M.D.,  of  Jamesville, 
died  on  October  30,  1963,  at  the  age  of  eighty- 
nine.  Dr.  Knowlton  was  graduated  from  the 
Syracuse  University  College  of  Medicine  in 
1900.  He  was  a member  of  the  Syracuse  Acad- 
emy of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Irving  Margulies,  M.D.,  of  New  York 
City,  died  on  December  19,  1963,  at  the  age  of 
eighty-six.  Dr.  Margulies  was  graduated  from 
the  Columbia  University  College  of  Physicians 
and  Surgeons  in  1900.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Donald  Arthur  Norris,  M.D.,  of  Rochester, 
died  on  November  17,  1963,  at  his  home  at  the 
age  of  forty-three.  Dr.  Norris  was  graduated 
from  George  Washington  University  School 
of  Medicine  in  1946.  He  was  an  attending 
physician  in  general  practice  at  Highland 
Hospital.  Dr.  Norris  was  a member  of  the 
American  Geriatrics  Society,  the  Academy  of 
Psychosomatic  Medicine,  the  Rochester  Acad- 
emy of  Medicine,  the  New  York  State  Society 
for  Medical  Research,  the  Rochester  Patho- 
logical Society,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Jack  Rapoport,  M.D.,  of  New  York  City  and 
Brooklyn,  died  on  December  10,  1963,  at  his 
home  at  the  age  of  fifty-five.  Dr.  Rapoport 
was  graduated  from  St.  Mary’s  Hospital  Med- 
ical School,  University  of  London,  in  1934  and 
interned  at  Bellevue  Hospital.  He  was  an 
associate  attending  in  child  psychiatry,  off 
service,  at  The  Mount  Sinai  Hospital.  A 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry  and  Child  Psy- 
chiatry), Dr.  Rapoport  was  a member  of  the 
American  Psychoanalytic  Association,  the  Amer- 
ican Association  for  Research  in  Psychosomatic 
Problems,  the  American  Academy  of  Child 
Psychiatry,  the  American  Orthopsychiatric 
Association,  the  American  Psychiatric  Associa- 
tion (Fellow),  the  New  York  Psychoanalytic 
Society,  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Martyn  Cornelius  Ratzan,  M.D.,  of  Brook- 
lyn, died  on  December  16,  1963,  at  Cumberland 
Hospital  at  the  age  of  fifty-four.  Dr.  Ratzan 
was  graduated  from  the  University  of  Pennsyl- 
vania School  of  Medicine  in  1934.  He  was  an 
associate  attending  surgeon  and  surgeon-in- 
charge of  thoracic  surgery  at  Cumberland  Hos- 
pital, an  assistant  attending  surgeon  at  Pros- 
pect Heights  Hospital,  and  an  assistant  attend- 
ing in  thoracic  surgery  at  Jewish  Chronic 


Disease  Hospital.  Dr.  Ratzan  was  a Fellow  of 
the  American  College  of  Chest  Physicians,  a 
Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  Brooklyn  Thoracic  So- 
ciety, the  Kings  County  Surgical  Society,  the 
Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Joseph  Schuder,  M.D.,  of  Buffalo, 
died  on  November  12,  1963,  at  the  age  of  fifty- 
three.  Dr.  Schuder  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in 
1933  and  interned  at  Mercy  Hospital.  He 
was  an  attending  physician  in  general  practice 
at  Mercy  Hospital.  Dr.  Schuder  was  a member 
of  the  American  Academy  of  General  Practice, 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Sternberg,  M.D.,  of  New  York  City, 
died  on  December  20  at  University  Hospital 
at  the  age  of  seventy-seven.  Dr.  Sternberg 
was  graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  School  in  1912. 
He  was  an  associate  attending  physician  in 
allergy  at  Beth  Israel  Hospital  and  an  attend- 
ing physician  in  allergy  at  Roosevelt  Hospital 
Outpatient  Department.  Dr.  Sternberg  was  a 
Fellow  of  the  American  Academy  of  Allergy  and 
a member  of  the  New  York  Allergy  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Emil  Treitel,  M.D.,  of  Maspeth,  died  on 
November  23,  1963,  at  the  age  of  seventy-five. 
Dr.  Treitel  received  his  medical  degree  from  the 
University  of  Munich  in  1916.  He  was  a 
member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Louis  Tulipan,  M.D.,  of  New  York  City, 
died  on  November  27,  1963,  at  Doctors  Hos- 
pital at  the  age  of  seventy-eight.  Dr.  Tulipan 
was  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1905 
and  interned  at  Sydenham  Hospital.  He  was 
clinical  professor  emeritus  of  dermatology  at 
the  New  York  University  School  of  Medicine 
and  consulting  dermatologist  at  Bellevue  Hos- 
pital. Dr.  Tulipan  was  a Diplomate  of  the 
American  Board  of  Dermatology  and  a member 
of  the  American  Academy  of  Dermatology  and 
Sy philology,  the  New  York  Academy  of  Med- 
icine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ralph  Upson,  M.D.,  of  Buffalo,  died  on 
November  10,  1963,  at  his  home  at  the  age  of 
sixty-eight.  Dr.  Upson  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in 
1925.  He  was  chief  of  surgery  at  St.  Francis 
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Hospital,  consulting  surgeon  at  Children’s 
Hospital  and  De  Graff  Memorial  (North 
Tonawanda)  Hospitals,  and  senior  consulting 
surgeon  at  Buffalo  General  Hospital.  Dr. 
Upson  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Buffalo  Surgical 
Society,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Kurt  Frederick  Vollman,  M.D.,  of  Red 

Creek,  died  on  November  15,  1963,  at  his  home 
at  the  age  of  sixty.  Dr.  Vollman  received  his 
medical  degree  from  the  University  of  Berlin 
in  1928  and  came  to  the  United  States  in  1940. 
He  was  a member  of  the  Wayne  County  Med- 
ical Society,  the  Medical  Society  of  the  State 


Number  of  elderly  people  rising 

The  number  of  people  sixty-five  years  and  over 
in  the  United  States  has  continued  to  rise 
rapidly  since  the  1960  census  and  is  expected 
to  total  20  million  by  1970,  according  to  the 
statisticians  of  Metropolitan  Life  Insurance 
Company. 

The  elders  are  increasing  at  a greater  rate 
than  the  population  as  a whole,  in  spite  of  the 
fact  that  large  numbers  of  children  have  been 
born  since  the  end  of  World  War  II.  Indica- 
tions are  that  older  persons  will  constitute  10 
per  cent  of  the  total  population  by  1980.  At 
present,  the  proportion  is  9.3  per  cent. 

Growth  of  the  older  population  in  the  years 
immediately  ahead  will  continue  to  be  most 
rapid  at  the  more  advanced  ages,  seventy-five 


of  New  York,  and  the  American  Medical  As- 
sociation. 

Archibald  Oliver  MacDonald  Wood,  M.D., 

of  Far  Rockaway,  died  on  December  17,  1963, 
at  Harkness  Pavilion,  Columbia-Presbyterian 
Medical  Center,  at  the  age  of  seventy-four. 
Dr.  Wood  was  graduated  from  the  Long  Island 
College  Hospital  Medical  School  in  1910  and 
served  during  World  War  I with  the  U.S. 
Army  Medical  Corps.  He  was  a consulting 
physician  at  St.  Joseph’s  Hospital,  Far  Rock- 
away. In  1960  Dr.  Wood  was  voted  “General 
Practitioner  of  the  Year”  by  the  Medical  Society 
of  the  State  of  New  York.  He  was  a member 
of  the  American  Academy  of  General  Practice, 
the  Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


and  over.  For  example,  between  1960  and 
1970  the  number  of  men  at  ages  sixty-five  to 
seventy-four  is  expected  to  increase  7 per  cent 
and  at  ages  seventy-five  and  over  by  no  less 
than  30  per  cent. 

At  present,  there  are  9.8  million  women  at 
ages  sixty-five  and  over,  or  two  million  more 
than  men;  by  1980  it  is  likely  that  the  excess 
will  be  as  much  as  3.8  million.  This  means  that 
the  sex  ratio  at  ages  sixty-five  and  over  will 
increase  from  125  women  per  100  men  to 
137  per  100. 

Although  every  state  in  the  country  has 
seen  a rise  in  the  number  of  older  persons  be- 
tween 1950  and  1960,  Florida  has  recorded  the 
largest  relative  increase — 133  per  cent.  In 
Arizona  the  older  population  has  doubled,  and 
in  Nevada,  New  Mexico,  and  California  the 
increase  has  exceeded  50  per  cent. 
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Book  Notes 


Cecil -Loeb  Textbook  of  Medicine.  Edited 
by  Paul  B.  Beeson,  M.D.,  and  Walsh  Mc- 
Dermott, M.D.  Eleventh  edition.  Quarto  of 
1,835  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $19.50  single 
volume,  $23.50  2-volume  set. 

The  eleventh  edition  of  this  textbook  presents 
a comprehensive  survey  of  modern  medicine. 
Prominent  experts  from  all  over  the  country 
have  contributed  chapters  on  their  specialty. 
Some  of  the  material  has  been  revised,  but 
much  of  it  is  new.  The  volume  is  intended 
for  the  use  of  doctors  as  well  as  medical  students. 

First  Inter- American  Conference  on  Con- 
genital Defects.  Papers  and  Discussions 
Presented  at  the  First  Inter-American 
Conference  on  Congenital  Defects,  Los  An- 
geles, California,  January  22-24,  1962. 

Compiled  and  Edited  for  The  International 
Medical  Congress,  Ltd.  Octavo  of  261  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1963.  Cloth,  $7.50. 

This  book  is  a report  on  the  First  Inter- American 
Conference  on  Congenital  Defects.  Besides 
the  presence  of  leading  physicians,  medical 
organizations,  research  institutes,  and  univer- 
sities also  participated. 

Orthopedic  Disease.  By  Ernest  Aegerter, 
M.D.,  and  John  A.  Kirkpatrick,  Jr.,  M.D. 
Second  edition.  Octavo  of  786  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $16. 

The  second  edition  of  this  volume  contains 
many  changes  and  additions.  The  section  deal- 
ing with  radiology  has  been  expanded  and  a 
completely  new  chapter  on  arthritis  is  included. 
The  book  is  intended  primarily  for  clinicians, 
radiologists,  pathologists,  young  specialists, 
and  medical  students. 

Handbook  of  the  Practice  of  Anesthesia. 

By  John  R.  S.  Shields,  M.B.  Octavo  of  203 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1963.  Cloth,  $6.85. 

The  author  asserts  that  this  is  a practical  book. 
He  sets  forth  the  responsibilities  of  the  modern 
anesthesiologist  and  fundamental  principles 
applicable  to  the  use  of  anesthetics.  In  addition 
Dr.  Harvey  R.  Bernard  contributes  a chapter 
on  “Body  water  and  solute  equilibrium.” 

Textbook  of  Surgery.  By  Warren  H.  Cole, 
M.D.,  and  Robert  M.  Zollinger,  M.D.  Eighth 
edition.  Quarto  of  1,263  pages,  illustrated. 


New  York,  Appleton-Century-Crofts,  1963. 
Cloth,  $18.95. 

The  eighth  edition  of  this  popular  textbook  finds 
each  chapter  revised  and  many  completely  re- 
written. Also  included  is  a new  chapter  on 
pediatric  surgery. 

Physical  Diagnosis.  The  history  and  ex- 
amination of  the  patient.  By  John  A. 
Prior,  M.D.,  and  Jack  S.  Silberstein,  M.D. 
Second  edition.  Octavo  of  455  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1963.  Cloth,  $8.50. 

The  authors  of  this  textbook  put  much  emphasis 
on  the  importance  of  a careful  history  in  diag- 
nosis together  with  skillful  physical  examination. 
A second  edition,  new  material  is  included  as 
well  as  a revision  of  some  of  the  original  chap- 
ters. 

Results  of  Surgery  for  Peptic  Ulcer.  Edited 
by  R.  W.  Postlethwait,  M.D.  Associate 
Editor  James  C.  Thoroughman,  M.D.  Octavo 
of  308  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $8.00. 

This  study  by  12  Veterans  Administration  Hos- 
pitals is  concerned  with  the  standing  of  sur- 
gical treatment  of  peptic  ulcer  today.  The  re- 
sults are  presented  in  hopes  they  will  be  useful 
and  also  give  impetus  for  further  cooperative 
study  of  the  same  general  kind. 

Atlas  of  Vascular  Surgery.  By  Falls  B 
Hershey,  M.D.,  and  Carl  H.  Caiman,  M.D. 
Quarto  of  307  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$18. 

This  volume  is  intended  for  residents  as  well  as 
experienced  surgeons.  Copious  line  drawings 
are  provided  to  illustrate  the  text. 

Diseases  of  the  Chest.  By  H.  Corwin  Hin- 
shaw,  M.D.,  and  L.  Henry  Garland,  M.D.  Sec- 
ond edition.  Quarto  of  798  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1963. 
Cloth,  $20. 

In  the  second  edition  of  this  book,  the  authors 
have  made  extensive  revisions  and  also  included 
much  new  material.  However,  like  the  first 
edition,  it  is  written  for  the  general  practitioner 
and  teamwork  between  the  internist  and  radi- 
ologist is  stressed. 

The  Cytologic  Diagnosis  of  Cancer.  By 

Ruth  M.  Graham.  Second  edition.  Octavo 
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of  387  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1963.  Cloth,  $14. 

Like  the  original,  this  edition  was  written  as  a 
guide  in  cellular  interpretation.  Some  of  the 
chapters  have  been  rewritten,  also  new  material 
has  been  added.  Many  plates,  some  in  color, 
illustrate  the  text. 


Pleural  Effusion.  By  Stephen  Sulavik,  M.D., 
and  Sol  Katz,  M.D.  Octavo  of  90  pages,  illus- 
trated. Springfield,  Charles  C Thomas,  1963. 
Cloth,  $5.00. 

The  diagnostic  problem  in  pleural  effusion  is  the 
authors’  concern  here  and  they  propose  a dy- 
namic, progressive  pursuit  to  diagnosis.  They 
also  present  findings  in  various  types  of  pleural 
effusion  and  outline  certain  forms  of  examina- 
tions. 

Emergency  Medical  Guide.  By  John  Hen- 
derson, M.D.  Octavo  of  429  pages,  illustrated. 
New  York,  The  Blakiston  Division,  McGraw- 
Hill  Book  Company,  Inc.,  1963.  Cloth,  $6.95. 

While  emphasizing  the  necessity  of  getting  med- 
ical aid  quickly  in  an  emergency,  the  author 
is  concerned  with  situations  which  may  arise 
when  no  doctor  is  available;  or,  what  to  do  until 
the  doctor  comes.  For  this  purpose,  the  author 
presents  many  new  life-saving  technics  which 
may  be  readily  understood  by  the  layman. 

The  Surgeon.  By  W.  C.  Heinz.  Octavo  of 
245  pages.  Garden  City,  New  York,  Double- 
day & Company,  Inc.,  1963.  Cloth,  $3.95. 

This  novel  is  a detailed  description  of  a day  in 


Injuries  account  for  economy  loss 


Nearly  84  million  days  of  work  are  lost  to  the 
American  economy  each  year  as  a result  of 
injuries  to  workers,  statisticians  of  Metro- 
politan Life  Insurance  Company  have  noted. 

Data  collected  recently  by  the  National 
Health  Survey  show  that  employed  persons 
seventeen  years  of  age  and  over  were  out  of 
work  an  average  of  one  and  a quarter  days  a 
year  because  of  injury. 

The  annual  average  work  loss  due  to  injury 
was  considerably  greater  among  men,  one 
hundred  forty-five  days  per  100  males  com- 
pared with  eighty-seven  days  per  100  females. 
Nearly  three  fifths  of  the  work-loss  time  among 


the  life  of  a surgeon.  The  book  is  a Literary 
Guild  Selection. 

Management  of  Anxiety  for  the  General 
Practitioner.  Edited  by  Nathan  K.  Rickies, 
M.D.  Octavo  of  108  pages.  Springfield,  111., 
Charles  C Thomas,  1963.  Cloth,  $5.00. 

Apropos  of  the  age  of  anxiety  is  this  study  which 
estimates  that  at  least  75  per  cent  of  a doctor’s 
patients  are  afflicted  with  anxiety.  The  author 
was  a general  practitioner  before  specializing  in 
psychiatry.  Also  included  are  papers  contrib- 
uted by  other  distinguished  clinicians. 

Handbook  of  Pediatric  Medical  Emergen- 
cies. By  Adolph  DeSanctis,  M.D.,  and  Charles 
Varga,  M.D.,  and  Contributors.  Third  edition. 
Octavo  of  457  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$12.75. 

In  the  new  edition  of  this  popular  handbook, 
the  chapters  on  cardiovascular  and  metabolic 
emergencies  have  been  rewritten.  Also  two 
new  chapters,  “Emergencies  in  the  Newborn” 
and  “Psychiatric  Emergencies”  have  been  added, 
as  well  as  new  material  in  the  appendix  includ- 
ing a table  on  drug  dosage  used  in  emergencies. 

The  Sloane  Hospital  Chronicle.  By  Harold 

Speert,  M.D.  Octavo  of  260  pages,  illustrated. 
Philadelphia,  F.  A.  Davis  Company,  1963. 
Cloth,  $7.50. 

This  is  a detailed  history  of  the  Sloane  Hospital. 
Founded  as  the  Sloane  Maternity  Hospital  of 
the  College  of  Physicians  and  Surgeons,  it  is 
now  a part  of  the  Columbia-Presbyterian  Medi- 
cal Center. 


men  was  accounted  for  by  injuries  while  at 
work.  Only  one  third  of  the  work-loss  days 
among  women  were  caused  by  injuries  on  the 
job. 

Motor  vehicle  accidents  accounted  for  one 
fourth  of  the  work-time  loss  by  injury  among 
males,  with  an  average  of  thirty-five  days  per 
100  employed  males.  The  average  was  some- 
what less  among  females,  twenty-six  days  per 
100. 

There  is  a notable  rise  in  work-loss  time  from 
injury  with  decrease  in  family  income.  For 
example,  men  at  ages  forty-five  to  sixty-four 
years  lost  an  annual  average  of  one  hundred 
fourteen  work  days  for  each  100  employed 
where  family  income  was  $7,000  and  above, 
compared  with  293  for  those  with  family  incomes 
of  under  $2,000. 
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Drive  your  car  directly  to  the  New  York  Medical 

Meeting  at  the  Americana,  February 

11-14*. 

There  is  plenty  of  parking  space.  Simply  leave 

your  car  at  the  front  door  and  the  doorman  will 

handle  it  for  you. 

Parking  rates  are  listed  below: 

Special  Rate  for  Registered  Hotel  Guests- 

Day  or  Night 

1st  half  hour  or  part 

.75^ 

1st  hour  or  part 

.1.00 

Each  additional  hour  or  part 

50^ 

Maximum  for  12  hours 

.3.00 

Each  additional  hour  or  part 

500 

Maximum  for  24  hours 

.3.75 

Guests — Visitors — Day  or  Night 

1st  half  hour  or  part 

1st  hour  or  part 

.1.25 

Each  additional  hour  or  part 

.50^ 

Maximum  for  12  hours 

.3.50 

Each  additional  hour  or  part 

. 500 

Maximum  for  24  hours 

.4.50 

* These  rates  apply  to  Official  Delegates,  Feb.  9 & 10  also. 
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SATURDAY 
February  15,  1964 

AMERICANA 
New  York  City 


Morning  Session 

9:00  a.m. 
9:30  a.m. 


12:00  noon 


12:30  p.m. 


Medical  Communications  Day 

sponsored  by 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

Official  publication 

Medical  Society  of  the  State  of  New  York 
and 

AMERICAN  MEDICAL  WRITERS’  ASSOCIATION 

Metropolitan  New  York  Chapter 


Robert  A.  Peterman,  M.D.,  Nutley,  New  Jersey,  Presiding 

Hoffmann-La  Roche,  Inc.;  Immediate  Past-President,  Metropolitan 
New  York  Chapter,  American  Medical  Writers’  Association 

Registration,  Regency  Ballroom , Foyer 

PANEL:  THE  CASE  HISTORY  OF  A NEW  DRUG 

James  Halstead  Ewing,  M.D.,  New  York  City,  Moderator 

1.  Research  and  Development 

John  E.  Doyle,  M.D.,  Syracuse 

Director,  Clinical  Investigation,  Bristol  Laboratories 

2.  Advertising 

Austin  J.  Daly,  Pearl  River 

Director  of  Advertising,  Lederle  Laboratories 

3.  Marketing 

Herbert  Grossman,  Nutley,  New  Jersey 

Director  of  Marketing  Planning,  Roche  Laboratories 

4.  Publication  of  Clinical  Reports 

Edward  J.  Huth,  M.D.,  Philadelphia,  Pennsylvania 
Associate  Editor,  Annals  of  Internal  Medicine 

A question  and  answer  period  will  follow  the  presentations . 

Reception,  Georgian  Ballroom  B 
( Courtesy  Hoffmann-La  Roche,  Nutley,  New  Jersey ) 


Luncheon,  Georgian  Ballroom  B 

George  Himler,  M.D.,  New  York  City,  Presiding 

Councillor  and  Chairman,  Publication  Committee,  Medical  Society 
of  the  State  of  New  York;  President,  New  York  County  Medical 
Society 

Address:  The  Roots  of  English 

William  D.  Snively,  Jr.,  M.D.,  Evansville,  Indiana 

Executive  Vice-President,  Mead  Johnson  and  Company;  Presi- 
dent, American  Medical  Writers’  Association 
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Afternoon  Session  William  Hammond,  M.D.,  Scarsdale,  Presiding 

Editor,  New  York  State  Journal  of  Medicine;  President,  Metropolitan 
New  York  Chapter,  American  Medical  Writers’  Association 

2:30  p.m.  PANEL:  CASE  HISTORY  OF  A MEDICAL  NEWS  STORY 

James  J.  Quinlivan,  M.D.,  Albany,  Moderator 

Director,  Public  Health  Education,  New  York  State  Depart- 
ment of  Health 

1.  The  Medical  Profession 

Robert  D.  Potter,  M.A.,  New  York  City 

Editor,  New  York  Medicine;  Executive  Secretary,  New  York 
County  Medical  Society 

2.  The  Daily  Press 

Richard  Lyons,  New  York  City 

Science  Writer,  New  York  Daily  News 

3.  The  News  Magazine 

Matt  Clark,  New  York  City 

Associate  Editor  for  Medicine,  Science  Writer,  Newsweek 

4.  Television -Radio 

Gabe  Pressman,  New  York  City 
News  Commentator,  NBC-TV 

A question  and  answer  period  will  follow  the  presentations. 

5:00  p.m.  Reception,  Princess  Ballroom 

( Courtesy , Wallace  Laboratories,  Cranbury,  New  Jersey ) 


REGISTRATION  Medical  Communications  Day  / Saturday,  February  15, 1964 

AMERICANA,  NEW  YORK  CITY 

Sponsored,  by  New  York  State  Journal  of  Medicine  and  Metropolitan  New 
York  Chapter,  American  Medical  Writers’  Association 
Registration  Fee:  $6.50  for  members  of  the  Medical  Society  of  the  State 
of  New  York  or  the  American  Medical  Writers’  Association 
$10.00  for  nonmembers 

Registration  fee  includes  morning  and  afternoon  sessions,  luncheon,  and  reception. 


Enclosed  is  check  (or  money  order)  in  the  amount  of for reservations  for  Medical 

Communications  Day  on  February  15,  1964. 


NAME 


ADDRESS 


AFFILIATION 

Please  make  checks  payable  to  New  York  State  Journal  of  Medicine;  send  to  750  Third  Avenue, 
New  York,  New  York  10017. 
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Abstracts 


Warshaw,  L.  J.,  Bennett,  H.  J.,  and 
Chassan,  J.  B.:  Chlordiazepoxide  and  clidin- 

ium  bromide  in  management  of  acute  gastro- 
intestinal upset,  New  York  State  J.  Med. 
64:  405  (Feb.  1)  1964. 


A double-blind  study  of  the  effectiveness  of 
chlordiazepoxide  (Librium)  and  clidinium  bro- 
mide (Librax)  in  symptomatic  relief  of  gastroin- 
testinal upset  was  performed  in  139  industrial 
employes.  Chlordiazepoxide,  in  doses  of  5 
mg.  every  four  hours,  was  found  to  accelerate 
the  tendency  toward  spontaneous  recovery 
characteristic  of  the  disorder.  Clidinium  bro- 
mide, in  doses  of  2.5  mg.  every  four  hours,  was 
no  more  effective  than  the  placebo  and  did  not 
enhance  the  beneficial  effect  of  chlordiaze- 


poxide. There  were  no  side-effects  of  either 
drug  at  the  dosage  levels  employed. 

Phelan,  J.  T.,  and  Milgrom,  H.:  Treatment 
of  multiple  cutaneous  carcinomas  of  the  face 
by  Mohs’s  chemosurgery  method,  New  York 
State  J.  Med.  64:  410  (Feb.  1)  1964. 

Mohs’s  chemosurgery  technic  was  used  in 
11  patients  with  multiple  skin  cancers  of  the 
face;  7 have  been  followed  for  one  year  or 
longer  with  no  recurrences;  4 have  been  fol- 
lowed for  from  three  to  eight  months  with  1 
local  recurrence.  Eight  new  skin  cancers  oc- 
curred and  were  managed  by  chemosurgery. 
The  technic  is  highly  effective  and  has  the  ad- 
vantage of  controlled  microscopic  excision  of 
the  tumors. 


Abstracts  in  Interlingua 


Warshaw,  L.  J.,  Bennett,  H.  J.,  e Chassan, 
J.  B.:  Chlordiazepoxido  e bromido  de  cli- 

dinium in  le  tractamento  de  un  acute  disturba- 
tion  gastrointestinal  ( anglese ),  New  York 
State  J.  Med.  64:  405  (1  de  februario)  1964. 


Un  studio  a duple  anonymato  del  efficacia 
de  chlordiazepoxido  (Librium)  e de  bromido 
de  clidinium  (Librax)  in  le  alleviamento  symp- 
tomatic de  disturbation  gastric  esseva  ex- 
ecutate  in  139  empleatos  industrial.  11  esseva 
trovate  que  chlordiazepoxido,  in  dosages  de  5 
mg  cata  quatro  horas,  accelerava  le  tendentia  a 
restablimento  spontanee  que  es  characteristic 
de  iste  disordine.  Bromido  de  clidinium,  in 
dosages  de  2,5  mg  cata  quatro  horas,  non  es- 
seva plus  efficace  que  le  placebo,  e non  aug- 
mentava  le  effecto  benefic  de  chlordiazepoxido. 


Ni  le  un  ni  le  altere  droga  habeva  effectos 
lateral  al  nivellos  de  dosage  empleate. 

Phelan,  J.  T.,  e Milgrom,  H.:  Tracta- 

mento de  multiple  carcinomas  cutanee  del 
facie  per  le  methodo  chimochirurgic  de  Mohs 
(anglese).  New  York  State  J.  Med.  64:  410 

(1  de  februario)  1964. 

Le  technica  chimochirurgic  de  Mohs  esseva 
empleate  in  11  patientes  con  multiple  canceres 
dermal  del  facie;  7 de  files  ha  essite  observate 
un  anno  o plus  sin  recurrentia;  4 ha  essite 
observate  durante  periodos  inter  tres  e octo 
menses  con  un  recurrentia  local.  Octo  nove 
canceres  dermal  occurreva  e esseva  tractate 
per  chimochirurgia.  Le  technica  es  altemente 
efficace  e ha  le  avantage  de  provider  un  con- 
trolate  excision  microscopic  del  tumores. 


452  New  York  State  Journal  of  Medicine  / February  1,  1964 


Index  to  Advertised  Products 


Analgesics 

Aspirin  (Bayer  Company) 2nd  cover 

Antibiotics 

Tao  (J.  B.  Roerig  & Company) 332-333 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 349 

Antiseptics 

Alkalol  (Alkalol  Company) 455 

Antitrichomonads 

Flagyl  (G.  D.  Searle  & Company) 359 

Antitussives 

Emprazil-C 

(Burroughs  Wellcome  & Company,  Inc.) 345 

Beverages 

Coca-Cola  (Coca-Cola  Company) 458 

Bronchopulmonary 

Hycomine  (Endo  Laboratories) 331 

Diagnostic  aids 

Hema-Combistix  (Ames  Company,  Inc.) 3rd  cover 

Foods 

Corn  Oil  Margarine  (J.  H.  Filbert,  Inc.) 360 

Milk  (National  Dairy  Council) 353 

Laxatives 

Maltsupex  (Borcherdt  Company) 343 

Medical  Equipment 

Airmass  Alternating  Pressures  Pads 
(R.  D.  GrantCompany) 352 

Muscle  relaxants 

Trancopal  (Winthrop  Laboratories) 335 

Nasal  decongestants 

Dimetapp  (A.  H.  Robins  Company,  Inc.) 337 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 339 

Smoking  detterents 

Nikoban  (M.  R.  Thompson,  Inc.) 351 

Smooth  muscle  relaxants 


Vasodilan-PVD  (Mead  Johnson  Laboratories). 4th  cover 


Common  Stocks  for 
Varying  Investment  Goals 

Our  Research  Department  has  pre- 
pared two  carefully  selected  lists  of 
common  stocks: 

• A 48-page  booklet  on  125  com- 
mon stocks  with  brief  comments 
on  each  company  selected  which 
should  be  useful  when  reviewing 
portfolio  positions. 

• 48  Common  Stocks  Yielding  4% 
or  More. 

For  a free  copy,  address  Dept.  M 

CARL  M.  LOEB, 
RHOADES  & CO. 

Members  New  York  Stock  Exchange, 
American  Stock  Exchange  and 
Principal  Commodity  Exchanges 

42  Wall  Street  New  York  5,  N.  Y. 

Private  Wire  System  to  Branch  Offices, 
Correspondents  and  their  connections 
in  over  100  cities  throughout  the 
United  States  and  Canada. 


Under  the  generic  name 


for  lower  costs  to  your  patients 


Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 


Quality  controlled  by  West-ward 


Literature  available  on  request 


Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 


West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

Nys  2-1 


Topical  antibiotics 

Furacin  (Eaton  Laboraroties) 


347 
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Officers  / County  Medical  Societies  / 1964 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1964—25,392 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx.  

Broome 

Cattaraugus . 

Cayuga 

Chautauqua . 
Chemung.  . 
Chenango 

Clinton 

Columbia.  . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex  

Franklin 

Fulton 

Genesee 

Greene 

Herkimer  . . 

Jefferson 

Kings 

Lewis 

Livingston  . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York  . . 

Niagara 

Oneida 

Onondaga . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond . . . 
Rockland ... 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie  . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington. . 

Wayne 

Westchester  . 
Wyoming.  . . . 
Yates 


Francis  A.  Stephens Albany 

John  F.  Glosser Wellsville 

Jerome  B.  Flynn Bronx 

Paul  M.  De  Luca Binghamton 

Charles  J.  Barranco Salamanca 

William  W.  Robertson Auburn 

Herbert  A.  Laughlin Westfield 

F.  W.  Chamberlain Elmira 

Charles  L.  Dubuar Sherburne 

H.  L.  Schlesinger Plattsburgh 

Robert  L.  Bowerhan Copake 

L.  Z.  Shultzaberger Cortland 

Harry  J.  Wilbur Walton 

H.  Sherman  Hirst Hyde  Park 

Walter  T.  Zimdahl Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

Merol  E.  Brickner Gloversville 

David  B.  Johnson Batavia 

Robert  G.  Chaloner Coxsackie 

Arthur  H.  Mulligan Herkimer 

Charles  F.  Goodnough . . Watertown 

Julius  E.  Stolfi Brooklyn 

John  H.  Brooks Lowville 

Isidore  I.  Perlmutter Geneseo 

William  A.  Bramley Oneida 

Charles  R.  Harris. . .East  Rochester 

Leslie  Saunders Amsterdam 

Raymond  F.  Smith ....  Garden  City 

George  Himler New  York 

William  R.  Lewis ....  Niagara  Falls 

Robert  H.  Cross Utica 

Daniel  Burdick Syracuse 

Morton  Orlov Geneva 

Lome  S.  Tieman Middletown 

Harvey  J.  Blanchet,  Jr Medina 

Kenneth  A.  Kurtz Fulton 

Walter  D.  Luft Milford 

John  del  Campo Carmel 

I.  G.  Frohman Rockaway  Beach 

John  Enzien Troy 

Joseph  F.  Shanaphy New  Dorp 

Michael  P.  Lefkowitz . . . Pearl  River 

Harry  E.  Howe Canton 

John  Esposito Saratoga  Springs 

Morris  Shapiro Schenectady 

Donald  Rich  Lyon Middleburg 

James  J.  Norton  ....  Montour  Falls 

Bruno  Riemer Romulus 

Ralph  F.  Traver Bath 

Jesse  W.  Mahoney.  . .East  Setauket 

Edmund  T.  Rumble Callicoon 

Abraham  Novinsky Waverly 

Herbert  K.  Ensworth Ithaca 

John  A.  Cooke,  Jr Kingston 

Francis  X.  Dever Glens  Falls 

Raymond  L.  Skinner ....  Greenwich 

Evan  Tansley Newark 

James  M.  Jones Bronx ville 

Kenneth  W.  Bone Warsaw 

Wilfred  D.  McCusker. . . .Penn  Yan 


John  J.  Phelan,  Jr Albany 

Kurt  Zinner Wellsville 

Frank  LaGattuta Bronx 

Edward  M.  Cox Binghamton 

Arthur  L.  Beck,  Jr Olean 

Henry  J.  Romano Auburn 

Clyde  L.  Wilson Jamestown 

Henry  B.  Marshall Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

Donald  R.  Gibbs Cortland 

Marvin  L.  Huyck Walton 

Elvin  Gottdiener Poughkeepsie 

Marie  H.  Heller Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Sawyer  A.  Glidden Batavia 

John  A.  Vosburgh Coxsackie 

Oscar  J.  Muller Little  Falls 

George  G.  Couch Watertown 

Vincent  J.  Tesoriero Brookyln 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

Maurice  M.  Maltinsky . . . Rochester 

John  R.  McNulty Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

William  C.  Stein,  Jr Lockport 

John  B.  Ludin Rome 

William  A.  Schiess Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger ....  Newburgh 

Salvatore  A.  Dispenza Albion 

Marcus  A.  Wuerschmidt ....  Oswego 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewster 

Peter  V.  Gugliuzza Hollis 

John  Squadrito Troy 

John  H.  Randall Staten  Island 

S.  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Clare  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  Vickers  Dewell Cobleskill 

Milton  J.  Daus Watkins  Glen 

Paul  Foote Seneca  Falls 

Milton  Tully Hornell 

Milton  Gordon Huntington 

Alan  R.  Fried.  . . .Livingston  Manor 

Walter  Dietrich Owego 

Robert  H.  Broad Ithaca 

F.  W.  Holcomb,  Jr Kingston 

Charles  R.  Bannon Glens  Falls 

Peter  J.  Attwood Greenwich 

Joseph  Asin Newark 

Robert  E.  Healy Mt.  Kisco 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 


Lewis  W.  Barton Albany 

Kurt  Zinner Wellsville 

Harold  E.  Brodman Bronx 

Arthur  D.  Smith Binghamton 

Duncan  C.  Wormer Portville 

David  S.  Eisenberg Auburn 

C.  Otto  Lindbeck Jamestown 

Robert  Bethde Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Joseph  Riganese Poughkeepsie 

George  L.  Collins,  Jr Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

James  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Timothy  J.  Howard Newport 

George  G.  Couch Watertown 

James  L.  O’Leary Brooklyn 

Alfred  Englander Lyons  Falls 

G.  Emerson  Learn . . . Mount  Morris 

Robert  F.  Schramm Cazenovia 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. . Niagara  Falls 

Fel  G.  Davies Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger. . . Newburgh 

Alan  R.  Johnson Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Victor  S.  Lait Flushing 

Joseph  Lasko Troy 

J.  J.  Silverman Staten  Island 

Hubert  B.  Segal Spring  Valley 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Milton  J.  Daus Watkins  Glen 

William  P.  Magenheimer.  .Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried Livingston  Manor 

Walter  Dietrich Owego 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

James  A.  Glenn,  Jr Glens  Falls 

Roy  E.  Borrowman  . . Fort  Edward 

Joseph  Asin Newark 

Maurice  L.  Woodhull Scarsdale 

Newland  W.  Fountain Warsaw 

R.  J.  Harpending Penn  Yan 
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Save  him  from 


RHEUMATIC 

FEVER 

Here  are  two  ways: 

1.  If  your  child  has  a 
bad  sore  throat,  don’t 
wait  — it  might  be 
“strep.”  Call  your  doctor. 
Treatment  of  “strep”  in- 
fections usually  can  pre- 
vent rheumatic  fever  and 
the  heart  damage  it 
sometimes  causes. 


2.  Give  to  your  Heart 
Fund.  Your  Heart  Fund 
dollars  support  research 
and  community  service 
programs  which  can  wipe 
out  rheumatic  fever  and 
save  thousands  of  young 
lives. 


More  will  LIVE 
the  more  you  GIVE 


HEART  FUND 


ALKALOL, 


for  mucus 
membranes 
bland, 
effective 

Send  for  clinical  sample 


THE  ALKALOL  COMPANY 


Taunton  30,  Mass. 


HOLBROOK  MANOR'S3 

Five  Acres  of  Pinewcv  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A. — L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-31  5 5 NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 
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PEDIATRICIAN  as  addition  to  team  of  seven 
pediatricians  in  comprehensive  medical  care  group; 
limited  house  calls;  pleasant  New  York  City  suburb; 
initial  contract  leading  to  partnership;  $13,700  per 
annum  or  higher  first  year;  send  full  curriculum  vitae 
in  first  letter.  Box  865,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  the  picturesque  north  country  of 
Champlain  Valley.  University  within  city  limits;  fine 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 


GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 


NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 


TWO-YEAR  PARTNERSHIP  LEADING  TO  PUR- 
chase,  or  complete  sale  of  practice  by  July  1964.  Excellent 
general  practice  in  growing  community.  Wonderful 
nucleus  for  pediatrician.  Expenses  low;  exceptional  in- 
come. Huntington,  N.Y.  Box  858,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST  WANTED:  LICENSED  IN 

New  York  State.  Brooklyn  or  Nassau  area — attractive 
income,  good  working  conditions.  Box  856,  % N.Y.  St. 
Jr.  Med. 


PEDIATRICIAN,  F.A.A.P.,  FINGER  LAKES  AREA, 
desires  partner  or  associate.  Excellent  opportunity, 
serving  area  approx.  75,000  population.  Excellent  churches, 
school  and  recreational  facilities.  Center  of  boating  and 
fishing  area.  Two  modern  hospitals  with  active,  pediatric 
and  obstetric  departments.  Box  854,  % N.Y.  St.  Jr. 
Med. 


WANTED:  BOARD  QUALIFIED  OR  CERTIFIED  IN- 
ternist  to  join  internist  in  well  established,  well  equipped 
practice  in  a suburb  of  New  York  City.  Excellent  hospital 
affiliations  available.  Box  862,  % N.Y.  St.  Jr.  Med. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario;  heart  of  dairy  and  fruit  farm- 
ing area.  Well  equipped  office  and  attractive  home  avail- 
able, excellent  schools.  Unlimited  practice.  Please  reply 
to:  John  Hall,  Red  Creek,  New  York. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed  due 
to  three  recent  vacancies.  Recreation  center:  adequate 
hospital;  education  and  social  activities.  Minimum  in- 
come guarantee.  W.  B.  Sheldon,  Administrator,  Mar- 
garetville Hospital. 


PHYSICIANS  WANTED— CONT’D 


PHYSICIANS  (LICENSED  N.Y.  STATE)  FULL  TIME, 
salary  $8,000.  AL,  sick  leave  and  retirement  benefits. 
(Metropolitan  Travel).  Red  Cross  Blood  Program,  150 
Amsterdam  Ave.  (West  66  St.)  New  York  City.  SU 
7-1000. 


PARTNER  WANTED  BY  ESTABLISHED  ORTHOPED- 
ist,  Nassau  County,  Long  Island.  Must  be  Board  cer- 
tified or  Board  eligible.  Address  reply  giving  background 
and  qualifications  to  P.O.  Box  #204,  Massapequa  Post- 
office,  Massapequa,  N.Y. 


OBSTETRICIAN  & GYNECOLOGIST  AND  INTERNIST 
Board  eligible  to  associate  with  well  established  medical 
group,  Detroit  area.  $15,000  to  $18,000  initially,  with 
guaranteed  $2,000  increment  per  annum.  Partnership  in 
3 years.  Write:  Redford  Medical  Center,  25210  Grand 
River,  Detroit  40,  Mich.,  Attn:  I.  J.  Kurtz,  M.D. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience;  desires  fee  for 
service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 


GENERAL  SURGEON  WISHES  TO  ASSOCIATE  WITH 
older  surgeon,  practicing  in  or  around  New  York  City,  who 
is  planning  to  retire.  He  will  be  available  July  1964 
Box  840,  % N.Y.  St.  Jr.  Med. 


YOUNG,  WELL  TRAINED  G.P.  SEEKS  EMPLOYMENT 
in  Nassau  County.  Box  855,  % N.Y.  St.  Jr.  Med. 


OBSTETRICIAN  & GYNECOLOGIST,  AGE  33,  COM- 
pleting  4 year  residency  program  June  1964.  Board 
eligible,  no  military  obligation,  desires  group  or  partner- 
ship opportunity  in  New  York  City  area  or  within  50 
miles.  Box  852,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  (N.Y.  Li- 
cense), desires  position.  Fee  for  service.  Box  870,  % 
N.Y.  St.  Jr.  Med. 


OBS-GYN;  AGE  34,  BOARD  QUALIFIED,  MILITARY 
completed,  family;  seeks  association,  solo,  or  group  prac- 
tice. Box  867,  % N.Y.  St.  Jr.  Med. 


BOARD  ELIGIBLE,  GENERAL  AND  THORACIC  SUR- 
geon;  12  yrs.  recognized  training  (5  years  general  and  7 
years  thoracic  surgery,  including  open-heart),  desires  to 
assist  very  busy  surgeon  or  group,  as  assistant.  Box  869, 
% N.Y.  St.  Jr.  Med. 


M.D.  WITH  SURGICAL  TRAINING  AND  EXPERI- 
ence  wishes  regular  part  time  work  in  Queens  or  New 
York  City.  Box  868,  % N.Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building,  Kinnelon,  N.  J.,  Morris  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.J. 
TE  8-0400. 


SALE  OR  RENT:  COMPLETE  OFFICE,  FURNITURE, 
new  microscope;  equipment  for  dermatologist.  West  Side, 
Cent.  Loc.  $250  rent.  Large  office,  private  entrance.  Box 
821,  % N.Y.St.  Jr.  Med. 


FOR  RENT:  OFFICES  IN  MEDICAL  BUILDING  UN- 
der  construction.  Build  to  suit.  Heart  of  Mahopac, 
near  new  Hospital.  Phone  or  write:  Medical  Building, 
Box  276,  Mahopac,  N.  Y.  MA  8-4307. 


EXCELLENT  HOME-OFFICE  FOR  PEDIATRICIAN, 
G.P.  or  internist  interested  in  family  medicine.  ExcepI 
tional  income;  low  expenses.  Growing  community 
Huntington, N.  Y.  Box  857,  % N.Y.  St.  Jr.  Med. 


RARE  OPPORTUNITY— SPECIALIST;  MANHATTAN. 
1500  new  luxury  apts;  4000  more  ready  soon.  No  other 
office  available.  Sublease  6 rms.  from  GP.,  TR  3-7766. 


LINDENHURST,  LONG  ISLAND,  N.Y.  Small,  four 
office  Medical  Center  under  construction;  utilities  being 
installed.  Needs  general  medical  practitioner,  pediatrician 
or  allied  professions.  516  TU  8-1683. 


DOCTOR’S  PARK,  POUGHKEEPSIE,  NEW  YORK. 
850  sq.  ft.  available  immediately.  18  specialists,  1 dentist, 
perfect  for  E.N.T.,  dermatologist,  allergist.  Poughkeepsie 
Medical  Buildings,  Inc.,  104  Fulton  Avenue,  Pough- 
keepsie, New  York.  Area  code  914-452-1060. 


FAR  ROCKAWAY,  CENTRAL  AVE.  FOR  RENT:  4 

room  office,  fully  equipped,  X-Ray,  EKG,  well  established 
location,  separated  from  adjoining  home,  or  for  sale  as 
unit.  GR  1-9388 


IDEAL  NURSING  HOME,  RETREAT,  HEALTH  SPA. 
50  room  hotel  on  lakeshore,  over  100  acres;  5 cttg.,  3 gas 
sta.  Golf  course,  seaplane  base;  furn.  to  the  last  spoon, 
many  extras.  Owner  moving  south,  will  give  15  yr.  mrtg. 
back.  For  reas.,  down,  ready  to  give  up.  Call  RA  8-6596, 
or  write  Dr.  A.  Udvardy,  28-31  37th  St.,  Long  Island  City  1. 


Distinguished  Manhattan  Buildings 
For  Professional  or  Residential  Use 
THE  MONTREUX 

342  EAST  67th  ST. 

A small,  charmins,  luxury  Apt.  Bldg,  stressing  privacy,  comfort, 
convenience.  Across  the  street  from  New  York  Hospital  and 
Rockefeller  Institute. 

23^,  334,  434  room 
professional  and  residential  apartments 
Also  Garden  Apt.  and  Penthouse  Apt.  available. 

Phone  LE  5-3640,  TR  9-5300 

THE  GUARDSMAN 

64  EAST  94  ST.  (Betw.  Madison  and  Park  Aves.) 

A tastefully  decorated,  air-cond.  bldg,  a few  blocks  from  Mt. 
Sinai  Hospital  in  the  fashionable  P.S.  6 district. 

3 and  334  room 

professional  and  residential  apts. 

Phone  FI  8-0130  OWNER-MANAGED 


ATTENTION 

DOCTORS-DENTISTS 

Professional  Apts 

IN  ONE  OF 

BROOKLYN'S  LARGEST  APARTMENT  BLDGS 

EXCEPTIONAL  LOCATION  IN  THE 
HEART  OF  RESIDENTIAL  BROOKLYN 

FLATBUSH  AVE 

NEAR  AVE  I 

CONVENIENT  TO  SUBWAY  & BUSES 
SHOPPING  ARCADE  WITHIN  BUILDING 

Philip  Howard  Apts 

1655  Flatbush  Ave.  • Call  DE  8-7000 


EQUIPMENT 


PHYSICIANS  EQUIPMENT  AND  INSTRUMENTS, 
new  and  used.  Bought  and  sold.  Send  for  catalogue  of 
special  items.  Harry  Wells,  217  East  23rd  St.,  N.Y.C.  10. 
MU  9-3480. 


MEDITRON  ELECTROMYOGRAPH,  5 YEARS  OLD, 
with  tape  recorder  and  integrated  camera,  $1,000.00. 
Box  864,  % N.Y.  St.  Jr.  Med. 


FOR  SALE:  CIRCULATOR  FOR  MECHANICAL  CON- 

trol  of  lymphedema  (boot  model),  perfect  condition. 
Call  after  7 P.M.,  SW  5-2637  or  WA  3-1794. 


PRACTICES  FOR  SALE  OR  RENT 


GENERALIST  TO  TAKE  OVER  OLD,  ESTABL.  PRAC- 
tice  in  beaut,  home-office,  compl.  equipyed,  furn.  Upstate, 
throughwy  exit.  Accred.  hosp.,  Health  Off.,  school  phys. 
pos.  Immed.  income.  Box  837,  % N.Y.  St.  Jr.  Med. 


PEDIATRIC  PRACTICE,  CENTRAL  NEW  YORK 
Well  established.  Terms  to  be  arranged.  Box  860,  % 
N.Y.  St.  Jr.  Med. 


HOMER,  N.Y.— UPSTATE  NEAR  CORTLAND. 

House  and  office  of  lately  deceased  G.P.  for  sale.  Physi- 
cian badly  needed.  5 min.  from  open  hospital.  Mrs. 
Eugene  Alexander,  108  S.  Main  St. 


WELL  ESTABLISHED  GENERAL  PRACTICE  FOR 
sale  or  rent  in  the  Howard  Beach  area  of  Queens.  Will 
introduce,  help  secure  hospital  appointment.  Reason 
specialization.  Box  863,  % N.Y.  St.  Jr.  Med. 


LONG  BEACH:  NEW  MEDICAL  OFFICE  FOR  RENT 

or  sale;  equipment  and  furniture  optional.  Excellent  op- 
portunity. Call  914  WO  7-5656. 


MIDTOWN  MANHATTAN  (GRAND  CENTRAL  AREA). 
General  practice:  Some  compensation,  employment  ex- 
aminations, etc.  Easily  transferable,  as  mostly  company 
contacts.  No  nights  or  weekends.  Box  866,  % N.Y.  St. 
Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36,  N.Y. 
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Whether  you're  a teacher  correcting  exams. 

A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working 
late  at  night.  Whoever  you  are,  things  go  better 

when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


things  go 

better,. 

^Wltl 

Cok< 


MEGASON  XII  ULTRASONIC 


CRUSADER 
Shortwave  Diathermy 

Low  in  price,  high  in 
quality.  Only  shortwave 
diathermy  in  its  class 
equipped  for  large  area 
technic.  Simple  to  oper- 
ate. 2 year  guarantee. 


ELECTROCARDIOGRAPH  — 335 


Compact  unit  for  effective  therapy  to  concave 
and  convex  areas.  Lightweight  and  portable. 
Use  with  exclusive  5-position  transducer.  2 
year  guarantee. 


Provides  the  utmost  in  compact  portability  with- 
out sacrifice  in  trace  size  or  accuracy.  Features 
simplicity  of  operation  — maximum  reliability. 


HYFRECATOR® 

This  versatile,  time  prov- 
en device  provides  the 
physician  with  an  accu- 
rately controlled  method 
for  electro-desiccation 
and  fulguration.  Over 
250,000  in  daily  use. 


CHECK  HERE  FOR: 

□ Demonstration  on 

□ FREE  64  Page  Booklet  “Medical  Ultrasonics  in  a Nutshell'' 

□ Information  on  BIRTCHER  LEASE  PLAN 

□ Literature  on 

□ Information  on  cost  of 

□ Advise  me  what  liberal  trade-in  you  offer  on  my — 

toward  purchase  of 

DR 

ADDRESS 

CITY STATE ZIP  CODE 
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it’s  a long  walk  from  gate  6 . . . 

It’s  a long  walk  from  almost  anywhere  for  anyone  suffering 
the  excruciating,  itching  discomfort  of  'pruritus  vulvae. 
ARISTOCORT  Triamcinolone  Acetonide  Cream  is 
highly  active  against  the  embarrassing  and  intolerable 
irritation  of  pruritus  ani  and  vulvae.  Sparing  application 
to  the  affected  area— 3 to  4 times  daily— usually 
provides  rapid  relief.  And  when  excoriation  of  the  area 
has  led  to  infection,  the  choice  of  NEO-ARISTOCORT 
Neomycin  Sulfate-Triamcinolone  Acetonide  will 
assure  activity  against  a wide  range  of  skin  pathogens. 

A possible  side  effect  may  be  local  skin  sensitization 
due  to  neomycin.  Contraindications  (both  forms) : 
tuberculosis  of  the  skin,  herpes  simplex,  and 
chicken  pox.  Prescribe  tubes  of  5 or  15  Gm. 

Also  available  in  % lb.  jars. 


f TOPICAL  CREAM  0.1% 
AND  OINTMENT  0.1% 


Triamcinolone  Acetonide 


Neomycin  Sulfate  (0.5%)— Triamcinolone  Acetonide  (0.1%) 


CREAM  0.1%  AND 
OINTMENT  0.1% 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B-Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 
MMiriir  sooner 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  1 U per  cent  solu- 
tion is  a preferred  vasoconstrictor,  . . most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (VaVo) 
and  children  (V4%),  in  solutions  of  Va,  or  1 
percent. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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OBETROL 

for  medical  management  of  obesity 


OBETROL  incorporates 
the  desired  action  of 
amphetamines  with  fewer 
side  reactions  reported. 


MINIMAL  SIDE  EFFECTS 

In  the  cooperative  patient,  OBETROL  was  markedly  bene- 
cial  in  producing  the  desirable  weight  loss  with  minimal  side 
ffects,  even  in  the  case  of  a high  percentage  of  patients  with 
ardiovascular  and  other  chronic  ailments  which  normally 
lake  use  of  other  amphetamines  undesirable  because  of  side 
i ffects”  1 

WEIGHT  REDUCTION  EFFECTIVE 
N DIFFICULT  CASES 

With  a daily  divided  dosage  of  30  milligrams  of  OBETROL  we 
'ere  able  to  obtain  appetite  depression  without  nervous  rest- 
:ssness  or  insomnia  ...”  1 

FFECTIVE  WHERE  OTHER 
MPHETAMINES  FAIL 

wenty  six  patients  who  previously  had  been  unable  to  use 
ther  amphetamines  in  any  dosage  sufficient  to  maintain  the 
lorectic  effect,  responded  favorably  on  this  medication.  V 

contraindications:  OBETROL  is  relatively  contraindicated  in 
yperthyroidism,  hypertension,  coronary  artery  and  other  car- 
iovascular  diseases,  anxiety  and  hyperexcitability.  Habituation 
tay  occur  with  prolonged  use.  As  in  the  case  of  all  ampheta- 
lines,  caution  should  be  used  in  treating  patients  with  these 
inditions. 


ach  OBETROL-IO  tablet  contains : 

Methamphetamine  Saccharate 2.5  mgm. 

Methamphetamine  Hydrochloride  2.5  mgm. 

Amphetamine  Sulfate  2.5  mgm. 

I Dextroamphetamine  Sulfate 2.5  mgm. 


( OBETROL-20  tablets  contain  twice  this  potency) 


Pat.#  2748052. 


IBETROL  PHARMACEUTICALS 

382  Schenck  Avenue,  Brooklyn  7,  N.  Y. 


>imon.  F.  & Bernstein  A.:  “The  Treatment  of  Obesity  in  Patients  with 
udiovascular  Disease,”  Angiology,  72:32-37,  Jan.  1961. 

Motz,  M.:  Modern  Management  of  Obesity,  J.A.M.A.  770:1513-1515 
uly  25)  1959. 

lernstein,  A.  & Simon,  F.:  “Treatment  of  Obese  Diabetics  and  Arterio- 
lerotics  ” Clin.  Med.  907-920,  May  1961. 


REQUEST  SAMPLES  AND  LITERATURE  ^ 

t 

OBETROL  PHARMACEUTICALS  I 

382  Schenck  Avenue  . Brooklyn  7,  N.  V. 

I 

Dr- I 

I 

Address | 

I 
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I 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory . You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  are  now  being 
taken  for  the  1963-64  edi- 
tion. Write:  Directory 
Department , Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York,  N.Y.,  10017 
$20.00  a copy  plus  4% 
sales  tax  for  N.Y.C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 
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volunteer  tor  all  seasons 

There  is  no  season  for  cancer.  And  fighting  it  is  a year-round  job  for  the  American 
Cancer  Society  volunteer. 

Particularly  for  you,  doctor,  our  key  volunteer.  Your  thinking,  experience  and  guid- 
ance are  responsible  for  the  formulation  of  our  policies  and  programs ; your  knowl- 
edge and  skill  are  essential  to  their  execution.  And  so  you  serve  on  our  National, 
Division  and  Unit  boards.  Act  on  our  committees.  Talk  10  lay  audiences  at  our  film 
showings.  Help  evaluate  our  research  grants.  Advise  on  our  professional  publica- 
tions. Raise  funds.  Assess  our  program  materials.  The  list  goes  on  and  on. 

The  American  Cancer  Society  keeps  you  busy,  doctor.  We  depend  upon  you. 

We  hope  that  more  and  more  of  your  fellow  physicians  will  join  you  in 
working  with  us— all  year,  every  year  until  the  fight  against  cancer  is  won. 

AMERICAN  CANCER  SOCIETY 

THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical 
problem— but  it  does  hurt.  And  if  there  is 
housework  to  do  and  kids  to  mind,  the  patient 
needs  something  to  numb  the  pain. 

2.  A.P.C.  compounds  have  limited  usefulness; 
and  the  patient  can  buy  them  without  your 
prescription.  Unfortunately,  most  of  them  are 
too  mild  to  be  effective  for  sprains— and  more 
potent  products  too  often  make  the  patient 
feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases. 
Since  it  contains  both  ‘Soma’  (carisoprodol) 
and  acetophenetidin  it  is  both  a potent  anal- 
gesic and  a superior  muscle  relaxant;  it  also 
contains  caffeine  to  offset  any  drowsiness 
(“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try ‘Soma’  Compound?  Dosage  is 
1 or  2 tablets  q.i.d.  For  more  severe  pain,  try 
‘Soma’  Compound + Codeine.  Dosage:  1 or  2 
tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur 
rarely.  Codeine  may  produce  addiction, 
nausea,  vomiting,  constipation  or  miosis. 


Soma  Compound  % 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

Soma  Compound+Codeine  j 

carisoprodol  200  mg., acetophenetidin  160  mg., caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.)' 

©©WALLACE  LABORATORIES  j Cranbury,N.  J. 


CSO-9192 


Month  in  Washington 


Proposals  to  provide  limited  health  care  for 
the  aged  under  Social  Security  continue  to  be  the 
most  important  legislation  before  Congress  so  far 
as  the  medical  profession  is  concerned. 

In  his  State  of  the  Union  message  to  Con- 
gress, President  Johnson  labeled  it  “must” 
legislation  and  asked  for  Congressional  approval 
before  the  end  of  this  summer. 

The  House  Ways  and  Means  Committee  late 
in  January  wound  up  hearings  on  the  King- 
Anderson  bill,  the  Administration’s  medicare 
legislation.  The  hearings  had  been  interrupted 
by  President  Kennedy’s  assassination. 

The  committee — with  a majority  of  its  mem- 
bers believed  to  still  be  opposed  to  such  legis- 
lation— did  not  indicate  immediately  when  it 
would  act  further  on  the  bill. 

In  commenting  on  the  State  of  the  Union  mes- 
sage, Edward  R.  Annis,  M.D.,  president  of  the 
American  Medical  Association,  said  that  Presi- 
dent Johnson  apparently  had  been  grossly  mis- 
informed by  his  advisers  on  the  legislation. 

“Medicare  would  not  be  an  insurance  program 
of  health  care  for  the  elderly,  and  workers  would 
not  contribute  to  a fund  for  their  old  age,”  Dr. 
Annis  said. 

“Medicare  would  be  strictly  a tax  program, 
forcing  wage  earners  to  pay  a substantial  in- 
crease in  their  payroll  taxes  to  finance  hospitali- 
zation for  everyone  over  sixty-five,  including 
those  who  are  wealthy  and  millions  of  others  who 
already  are  protected  with  hospital  insurance. 

“The  President  has  also  been  misinformed  on 
the  cost  of  such  a program.  Testimony  of  the 
Chief  Actuary  of  the  Social  Security  Administra- 
tion before  the  Ways  and  Means  Committee  in 
November  shows  that  every  worker  earning 
one  hundred  dollars  or  more  a week  would  be 
forced  to  pay  at  least  23  per  cent  more  in  payroll 
taxes  to  finance  this  inequitable  program. 

“Medicare  is  unnecessary.  Private  health  in- 
surance, now  protecting  more  than  10  million 
elderly,  is  available  to  those  who  can  pay  their 
own  way,  and  the  Kerr-Mills  Law,  already  en- 
acted in  more  than  40  states,  can  help  those  who 
need  help.” 

* * * 

Other  legislative  proposals  of  interest  to 
physicians  include: 

1.  An  amendment  to  the  Keogh  law  that 
would  remove  the  present  50  per  cent  limitation 
on  the  amount  of  income  tax  deduction  a self- 
employed  person  can  claim  on  his  annual  retire- 
ment savings.  It  also  removes  the  $2,500  or  10 
per  cent  of  income  limitation  on  the  amount  of 
retirement  savings  an  individual  with  em- 
ployes could  use  for  tax  deduction  purposes. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


This  would  be  a tremendous  boost  for  the  Keogh 
program  and  for  self-employed  persons  with  re- 
tirement savings  plans. 

Rep.  Eugene  Keogh  (D.,  N.Y.)  and  Sen. 
George  Smathers  (D.,  Fla.)  are  sponsoring  the 
amendment. 

2.  The  Internal  Revenue  Service  recently  is- 
sued a tentative  ruling  that  was  a setback  to 
physicians  and  other  professional  men  planning 
to  band  together  into  corporations  for  tax  pur- 
poses. A proposed  regulation  stated  that  such 
professional  organizations  must  have  all  of  the 
characteristics  of  a business  corporation  to 
qualify  for  corporation  tax  treatment,  which 
would  be  virtually  impossible  for  a group  of  pro- 
fessional men. 

The  regulation  would  knock  out  the  so-called 
Kintner  regulations  of  1960  under  which  I.R.S. 
stated  that  associations  of  professional  men 
would  be  classified  for  tax  purposes  as  corpora- 
tions provided  certain  corporate  characteristics 
were  followed  and  provided  that  state  law 
authorized  establishment  of  the  groups  as  cor- 
porations. 

The  I.R.S.  proposal  is  not  final  and  will  be  the 
subject  of  hearings  at  a later  date.  It  appears 
certain  to  be  the  subject  of  court  litigation,  if 
made  final. 

3.  A civil  defense  bill  that  has  passed  the 
House  and  is  before  the  Senate.  It  would  pro- 
vide a $190  million  program  of  grants  to  hospi- 
tals and  other  nonprofit  institutions  for  building 
fall-out  shelters.  These  shelters  could  be  used  as 
garages,  storage  areas,  and  so  forth,  in  peace- 
time. 

4.  An  Administration  proposal  to  require 
clearance  and  approval  of  new  medical  devices, 
which  means  anything  from  a new  type  of  for- 
ceps to  the  most  complicated  radiation  device. 
F.D.A.  would  rule  on  the  efficacy  as  well  as  the 
safety  of  such  devices,  as  it  does  now  on  new 
drugs. 

5.  “Humane”  treatment  of  laboratory  ani- 
mals. Most  of  such  bills  would  require  research 
institutions  to  provide  laboratory  animal  care 
conforming  to  certain  fixed  Federal  standards  to 
qualify  for  Federal  grants. 

6.  An  amendment  to  the  medical  education 
law  that  would  forgive  part  of  the  repayment  of 
Federal  loans  to  students  if  the  young  physician 
settles  in  a physician-shortage  area. 

7.  The  American  medical  profession  and  the 
U.S.  Public  Health  Service  have  joined  forces  in 
opposing  a Senate-passed  bill  that  would  deprive 
P.H.S.  of  its  authority  over  water  pollution  con- 
trol activities.  The  bill,  now  before  the  House 
Public  Works  Committee,  would  set  up  a 
separate  organization  in  the  H.E.W.  Depart- 
ment to  handle  this  function.  The  A.M.A.  con- 

continued  on  page  475 
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fast  comfort  for 


and  chapped,  dry  skin 


SARDO  soothes,  lubricates,  augments  skin  lipids,  helps  skin  retain  and  build  up  essen- 
tial moilture  . . . relieves  dryness  and  itching  with  the  very  first  bath.  Skin  feels  smoother, 
softer,  more  comfortable.  “Dispersible  bath  oils... are  of  distinct  value"1  in  winter  itch 
(pruritus  hiemalis). 

Microfine  globules  of  SARDO  disperse  into  a micro  molecular  film  orfthe  surface  of  the 
\bath  water,  producing  a fine,  invisible  protective  film  on  the  skin  surface.  Adsorbed  by 
the  skin,  SARDO  provides  rapid,  dependable  relief  in  most  dry,  itchy  skin  conditions. 
Your  patients  will  appreciate  non-sensitizing,  pleasant,  economical  SARDO*,  the  clini- 
cally proven2 * * * **7  therapeutic  bath  oil. 


Also  available:  SARDOETTES®,  dispos- 
able compresses  impregnated  with 
SARDO,  for  use  as  a topical  dressing, 
or  for  application  after  showering  or 
local  washing,  in  relieving  skin  dry- 
ness, itching,  scaliness. 


1.  J.A.M.A.  183:1062,  1963.  2.  Borota,  A.,  and  Grinell, 

R.  N.:  J.  Amer.  Geriatrics  Soc.,  10:413,  1962.  3.  Spoor, 

H. J.:  N.Y.  State  J.  M.,  58:3292,  1958.  4.  Lubowe, 

I.  1.:  Western  Med.,  1:45,  1960.  5.  Weissberg,  G.: 

Clin.  Med.,  7:1161,  1960.  6.  Lieberman,  W.:  Amer. 

J.  Proctology,  12:374,  1961.  7.  Dick,  L.A.:  Skin,  Der- 

matology  in  General  Practice,  1:341,  1962. 


the  most  widely  used  therapeutic  bath  oil 


SARDEAU,  INC.,  Dept.  Y-4  Bottlesof 

845  Third  Avenue,  New  York,  N.Y.  10022  4,  8 and 

*Pat.  Pend.  T.M.  © 1964  by  Sardeau,  Inc.  16  oz> 
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coordinated  action 


against  G.I.  pain,  spasm  and  anxiety 


ENARAX  5 provides  concerted  somatopsychic 
action  against  symptoms  of  peptic  ulcer,  func- 
tional bowel  syndrome  and  many  other  G.l.  dys- 
functions. Oxyphencyclimine,  the  anticholinergic 
with  chemically  “built  in”  prolonged  action,  gives 
sustained  relief  of  hyperacidity  and  hypermotility— 
while  Atarax®  (hydroxyzine  HCI)  relieves  the  ten- 
sion which  aggravates  or  causes  these  symptoms. 
Each  ENARAX  5 tablet  contains  oxyphencyclimine 


HCI  5 mg.,  hydroxyzine  HCI  (Atarax)  25  mg. 
Prescribe  ENARAX  10  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions 
permit  substantial  flexibility  of  dosage.  Whichever 
strength  you  choose,  your  G.l.  patients  are  bound 
to  benefit  from  the  concerted  therapeutic  action 
of  ENARAX.  Each  ENARAX  10  tablet  contains 
oxyphencyclimine  HCI  10  mg.,  hydroxyzine  HCI 
(Atarax)  25  mg. 


Precautions  and  Side  Effects:  As  with  other  anticholinergic  agents,  dryness  of  the  mouth,  blurring  of  vision,  consti- 
pation and  urinary  hesitancy  frequently  occur,  but  may  decrease  or  disappear  as  therapy  continues  or  is  adjusted. 
Use  with  care  in  patients  with  prostatic  hypertrophy.  Not  recommended  for  patients  with  an  associated  glaucoma 
except  with  ophthalmological  supervision. 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


GEARED  FOR 
CONTROL  OF 
G.l.  DISORDERS 


Enarax 


Oxyphencyclimine  HCI  + Atarax  (hydroxyzine  HCI) 
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an  ironclad  case 
against  anemia* 

Heptuna  Plus 

arms  your  patients  to  fight  anemia  due  to 
deficient  iron  intake  and  loss  of  blood. 

Its  formula  has  been  improved  6 times  in  12 
years  to  reflect  findings  of  proven  nutritional 
importance  in  oral  therapy  of  hypochromic 


microcytic  anemias. 

Current  Formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate)  100  mg. 

Desiccated  liver,  N.F.  (undefatted).  50  mg. 

Vitamin  C (from  sodium 
ascorbate)  150  mg. 

Vitamin  Bi2  (as  Stablets®) 
with  intrinsic  factor  concentrate 
(noninhibitory) V2  N.F.  oral  unitt 

Bi  (thiamine  mononitrate,  U.S.P.)  ...  3 mg. 

B2  (riboflavin,  U.S.P.) 2 mg. 

B6  (pyridoxine  hydrochloride,  U.S.P.).  2 mg. 

Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P . 1 mg. 

Cobalt  (from  cobalt  sulfate) 0.1  mg. 

Copper  (from  copper  sulfate) 1 mg. 

Molybdenum  (from  sodium 
molybdate)  0.2  mg. 

Calcium  (from  dicalcium 
phosphate)  37.4  mg. 

Iodine  (from  potassium  iodide)  . . . 0.05  mg. 

Manganese  (from  manganese 
sulfate) 0.033  mg. 

Magnesium  (from  magnesium 
sulfate)  2 mg. 

Phosphorus  (from  dicalcium 
phosphate)  29  mg. 

Potassium  (from  potassium  sulfate)  . .1.7  mg. 

*Hypochromic  microcytic  anemia. 


fPotency  established  prior  to  mixture  with  other  in- 
gredients. Stablets,  U.  S.  Pat.  No.  2,830,933. 

Precautions  and  Side  Effects:  Because  some 
patients  with  pernicious  anemia  do  not  re- 
spond to  oral  Vitamin  Bi2,  they  should  be 
followed  with  periodic  laboratory  studies. 
Anemia  is  a manifestation  of  an  underlying 
disease  and  it  is  necessary  to  make  an  etio- 
logical diagnosis.  In  a small  percentage  of 
patients,  iron  therapy  causes  gastrointesti- 
nal irritation.  In  these  patients,  administering 
Heptuna  Plus  with  meals  or  reducing  the 
dosage  usually  will  alleviate  the  symptoms. 
Supplied  in  bottles  of  100  capsules.  Rx  only. 
New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 
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tends  that  this  would  subordinate  the  health 
aspects  of  water  pollution. 

8.  Appropriations  for  the  National  In- 
stitutes. Last  year  Congress  cut  the  N.I.H. 
budget  request  by  $12  million  in  approving  $918 
million  for  N.I.H.  This  was  the  first  time  in 
recent  years  Congress  has  failed  to  substantially 
increase  the  N.I.H.  budget  request  of  the  Ad- 
ministration. It  indicated  that  Congress  is 
going  to  take  a closer  look  at  all  Federal  re- 
search projects,  which  total  some  $14  billion  a 
year. 

The  A.M.A.  has  pledged  its  aid  to  a special 
House  committee  investigating  the  Federal  re- 
search effort.  The  A.M.A.  told  the  committee 
that  medical  research  spending  should  not  grow 
to  the  point  where  quality  is  overlooked  in  favor 
of  quantity. 

“Research  is  an  investment  in  the  future,” 
F.  J.  L.  Blasingame,  M.D.,  Executive  Vice- 
President  of  A.M.A.,  said  in  a letter  to  the  com- 
mittee. “Properly  conducted  and  supported  by 
prudent  expenditures,  medical  research,  pro- 
viding for  his  physical  and  social  well-being,  is 
vital  to  the  total  health  security  of  man  ... 

“Certainly,  the  effort  of  your  Committee  and 
the  review  being  conducted  should  prove  help- 
ful to  the  nation.  We  would  like  to  aid  that  ef- 
fect in  every  way  that  we  can.” 

9.  President  Johnson  signed  into  law  a bill 
authorizing  $95  million  over  the  next  three 
years  to  help  states  and  local  agencies  combat 
air  pollution,  including  that  from  automotive 
exhausts  and  industries. 

The  new  law  revised  the  old  air  pollution  con- 
trol program  and  makes  it  permanent.  It  ex- 
pands the  1955  program  that  provided  Federal 
grants  for  cooperative  research  under  the  direc- 
tion of  the  Secretary  of  Health,  Education,  and 
Welfare.  He  was  given  broader  authority  for 
such  research  and  directed  to  recommend  reme- 
dial actions. 

These  remedial  actions  could  include  Federal 
suit  for  abatement  of  interstate  air  pollution. 
The  Attorney  General  also  could  aid  states  in 
such  intrastate  actions  if  aid  were  asked  by  the 
governor  and  other  state  officials. 
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Televised  science  seminars 

The  New  York  Academy  of  Medicine  is 
currently  presenting  a series  of  televised  clinical 
science  seminars  on  Tuesday  evenings  from 
9:00  to  10:00  p.m.  on  station  WNYC-TV  and 
UHF  Channel  31. 

“Intermediary  Metabolism”  will  be  the  topic 
on  February  18  and  will  be  discussed  by  Rach- 
miel  Levine,  M.D.,  professor  and  chairman. 
Department  of  Medicine,  New  York  Medical 
College,  and  David  Haft,  M.D.,  associate  pro- 
fessor of  medicine,  New  York  Medical  College. 

“Vascular  Problems  of  Diabetes”  will  be 
covered  on  February  25  by  Dr.  Levine  and 
Harold  Rifkin,  M.D.,  clinical  professor  of 
medicine,  Albert  Einstein  College  of  Medicine. 

Psychotherapy  association 

The  200th  scientific  meeting  of  the  Associa- 
tion for  the  Advancement  of  Psychotherapy, 
Inc.,  was  held  January  31  at  the  New  York 
Academy  of  Medicine  in  New  York  City. 

A panel  discussion  was  held  on  “Long  Range 
Results  in  the  Treatment  of  Schizophrenic 
Patients.”  Stanley  Lesse,  M.D.,  editor-in-chief 
of  the  American  Journal  of  Psychotherapy , was 
the  moderator. 

Brookdale  Hospital  Center 

The  Brookdale  Hospital  Center,  formerly 
Beth-El  Hospital,  has  been  established  at 
Linden  Boulevard  and  Rockaway  Parkway, 
Brooklyn.  It  is  a modern  voluntary  hospital 
complex  which  will  have  more  than  500  beds 
upon  completion  of  the  new  pavilion  now  under 
construction. 

State  office  changes  address 

The  central  office  of  the  New  York  State 
Department  of  Mental  Hygiene  is  now  located 
at  119  Washington  Avenue,  Albany,  New  York 
12225,  according  to  Paul  H.  Hoch,  M.D., 
Commissioner  of  Mental  Hygiene.  Telephone 
numbers  will  remain  unchanged. 

Dictionary  of  sign  language 

The  world’s  first  comprehensive  illustrated 
dictionary  of  the  language  of  signs  used  by  the 
deaf  will  be  developed  by  New  York  University’s 
School  of  Education,  according  to  Dean  Wal- 
ter A.  Anderson.  The  School  has  received  an 
initial  grant  of  $30,242  from  the  U.S.  Voca- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


tional  Rehabilitation  Administration  to  support 
the  project. 

The  dictionary,  to  be  published  by  Harper 
and  Row  in  1965,  will  be  titled  the  Peet  Diction- 
ary of  the  Language  of  Signs.  It  is  named  for 
the  late  professor  of  Romance  languages  and 
dean  of  women  at  Gallaudet  College,  the  world’s 
only  college  for  the  deaf,  in  Washington,  D.C. 
Professor  Elizabeth  Peet,  who  died  in  1961, 
was  regarded  during  her  lifetime  as  the  world’s 
leading  authority  on  the  language  of  signs 
used  by  the  deaf. 

Law  for  the  physician 

New  York  University  Division  of  General 
Education  with  the  cooperation  of  the  Schools 
of  Medicine  and  the  School  of  Law,  will  present 
a series  of  11  sessions  on  “Law  for  the  Physi- 
cian” on  Wednesday  evenings,  February  26 
to  May  13  from  8 : 10  to  9 : 55  p.m.  The  sessions 
will  be  held  at  Alumni  Hall,  New  York  Uni- 
versity Medical  Center. 

The  lectures  will  survey  the  legal  rights, 
duties,  and  problems  peculiar  to  medical  prac- 
tice, including  those  arising  from  the  rela- 
tionship of  doctors  to  patients,  to  persons  other 
than  patients,  to  government  and  courts,  to 
business  and  the  community,  to  hospitals,  and 
to  other  doctors.  Accreditation  has  been 
applied  for  from  the  American  Academy  of 
General  Practice. 

Programs  and  further  information  may  be 
obtained  from  Stanley  C.  Gabor,  assistant  to 
the  Dean,  Division  of  General  Education,  New 
York  University,  1 Washington  Square  North, 
New  York,  New  York  10003,  or  telephone 
SPring  7-2000,  extension  8286. 

Medical  reporting  award 

Nominations  are  now  being  accepted  for  the 
fifth  annual  Empire  State  Awards  for  Excel- 
lence in  Medical  Reporting.  Two  awards  are 
presented:  a $500  award  to  a reporter  working 
for  a newspaper  with  50,000  or  more  circulation, 
and  another  $500  award  to  a reporter  on  a pa- 
per under  50,000  circulation. 

The  deadline  for  submitting  nominations  is 
March  1. 

The  awards  are  sponsored  by  the  Medical 
Society  of  the  State  of  New  York  and  Annual 
Health  Conference  Inc.,  on  behalf  of  the  New 
York  State  Health  Department.  The  1964 
awards  will  be  made  in  June  at  the  annual 
health  conference  to  be  held  in  Buffalo. 

Any  member  of  the  editorial  staff  of  a news- 
paper published  five  or  more  times  a week  in 
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Coughing  weather!  Clear  the  tract  with  Robitussin 


robitussin® 

Each  5 cc.  (1  tsp.)  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5  per  cent 

ROBITUSSIN®  A-C  (Exempt  Narcotic) 
Robitussin  with  antihistamine  and  codeine 
Each  5 cc.  (1  tsp.)  contains: 


Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10  mg. 


(Warning:  may  be  habit  forming) 

Alcohol  3.5  per  cent 

OUR  PHOTO  shows  a famous  5200  class 
“Pacific"  locomotive  high-balling  a Canadian 
National  passenger  train  between  Hamilton 
and  Palmerston,  Ontario,  the  day  after 
Thanksgiving  1958.  It  was  retired  from  service 
the  following  February. 


By  making  coughs  fewer  but  more  productive, 
Robitussin  makes  it  easier  for  coughing  to  fulfill  its 
physiologic  purpose.  Glyceryl  guaiacolate,  Robitus- 
sin’s  active  ingredient,  greatly  increases  the  flow  of 
respiratory  tract  fluid  to  help  clear  the  tract  of 
cough-causing  irritants.  Increased  respiratory  tract 
secretion  promotes  drainage  and  evacuation  of 
tenacious  mucous  plugs  and  soothes  irritated 
bronchial  mucosa.  More  than  thirteen  years  of  use 
and  millions  of  prescriptions  have  established  Robitussin  as  an  unexcelled 
agent  for  effective  cough  management  with  outstanding  payability, 
patient  acceptance,  and  impeccable  safety. 

A.  H.  ROBINS  COMPANY,  INC.  Richmond,  Virginia  23220 
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New  York  State  can  be  nominated  for  an  award. 
The  reporter  may  be  nominated  for  a single  ar- 
ticle or  series  of  articles.  However,  the  judges 
will  also  consider  the  various  stories  on  general 
science  and  health  topics  written  by  the  nominee 
during  the  year.  In  addition,  any  newspaper 
published  in  the  State  may  be  nominated  for 
a public  service  award  in  medical  reporting. 

Judges  for  the  award  will  be  designees  of  the 
Medical  Society  of  the  State  of  New  York,  New 
York  State  Department  of  Health,  New  York 
State  Society  of  Newspaper  Editors,  National 
Association  of  Science  Writers  Inc.,  and  An- 
nual Health  Conference  Inc. 

Nominations  for  the  awards  can  be  made 
by  the  newspaper  employing  the  reporter,  the 
county  medical  society  in  the  area  served  by  the 
nominee’s  newspaper,  or  the  county,  city  or 
district  health  officer  in  the  area  served  by  the 
nominee’s  newspaper. 

Nominations  should  be  sent  to  the  Secre- 
tary, Empire  State  Medical  Reporting  Award 
Committee,  Office  of  Public  Health  Education, 
New  York  State  Department  of  Health,  84 
Holland  Avenue,  Albany,  New  York  12208. 


Ophthalmic  plastic  surgery  course 

The  three-day  course  of  instruction  in  oph- 
thalmic plastic  surgery  to  be  conducted  by  the 
Brooklyn  Eye  and  Ear  Hospital,  has  been 
changed  from  March  4 through  6 to  May  13 
through  15.  Martin  Bodian,  M.D.,  physician- 
in- charge  of  the  Ophthalmic  Plastic  Service, 
and  members  of  the  staff  will  conduct  the 
course. 

Further  information  may  be  obtained  from 
Mr.  Frederick  C.  Upton,  Administrator,  Brook- 
lyn Eye  and  Ear  Hospital,  29  Green  Avenue, 
Brooklyn,  New  York  11238. 


Personalities 

Elected.  Raymond  S.  McKeeby,  M.D.,  Bing- 
hamton, as  president  of  the  Lourdes  Hospital 
medical  staff  for  1964. 

Appointed.  Roland  J.  Walker,  M.D.,  Au- 
burn, as  director  of  medical  services  for  Tes- 
tron’s  Bell  Aerosystems  Co.,  Buffalo. 

Speakers.  J.  Edward  Kelly,  M.D.,  instruc- 
tor in  medicine,  Upstate  Medical  School,  be- 
fore the  Jefferson  County  Medical  Society  on 
January  21  on  “Treatment  of  Massive  Gastric 
Hemorrhage”  . . . Martin  Perlmutter,  M.D.,  clin- 
ical associate  professor,  State  University  of 
New  York  Downstate  Medical  Center,  before 
the  Division  of  Dermatology  of  the  Department 
of  Medicine,  State  University  of  New  York, 
Downstate  Medical  Center,  on  March  6 at 
10:00  a.m.  in  the  “E”  Building  Auditorium, 
Kings  County  Hospital,  451  Clarkson  Avenue, 
Brooklyn,  on  “Endocrine  Physiology  as  Applied 
to  Dermatology”.  . .Leo  Wollman,  M.D.,  New 
York  City,  as  chairman  of  a panel  on  “Psy- 
chiatric Problems  in  Infertility”  on  February 
4 before  the  International  Fertility  Association 
in  Acapulco,  Mexico.  .. Irving  Wright,  M.D., 
New  York  City,  professor  of  clinical  medicine, 
Cornell  University  Medical  College,  on  the 
cardiovascular  seminar  to  be  held  May  21 
through  23  in  the  Carillon  Hotel,  Miami 
Beach,  sponsored  by  the  Heart  Association  of 
Greater  Miami. 

Honored.  John  H.  Evans,  M.D.,  Keeseville, 
with  a testimonial  dinner  by  friends  observing 
his  fifty  years  of  medical  practice. . . Murray 
Kornfeld,  founder  of  the  American  College  of 
Chest  Physicians,  with  the  establishment  of  a 
“Founder’s  Lecture”  by  the  Board  of  Regents 
of  the  College.  . Francis  J.  O’Neill,  M.D.,  di- 
rector of  the  Central  Islip  State  Hospital,  by 
the  naming  of  a school  after  him. 


Books  Received 


The  following  books  were  received  during  the  month  of  December,  1963* 


Infectious  diseases  of  the  conjunctiva  and 
cornea.  Symposium  of  the  New  Orleans 
Academy  of  Ophthalmology.  By  Henry  F. 
Allen,  M.D.,  Robert  P.  Burns,  M.D.,  Wendell 
D.  Gingrich,  M.D.,  Isadore  Givner,  M.D., 
Samuel  N.  Key,  Jr.,  M.D.,  Samuel  J.  Kimura, 
M.D.,  and  Phillips  Thygeson,  M.D.  Octavo  of 
230  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1963.  Cloth,  $12.50. 

*Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Blood  diseases.  By  M.  A.  Atamer,  M.D 
Quarto  of  616  pages.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $16.50. 

Campbell’s  Operative  Orthopaedics.  Vol- 
ume one  & two.  Edited  by  A.  H.  Crenshaw, 
M.D.  Fourth  edition.  Quarto  of  1,778  pages, 
illustrated.  St.  Louis,  the  C.  V.  Mosby  Com- 
pany, 1963.  Cloth,  $57.50. 

Proceedings  of  the  Joint  W.  H.  O. -Czecho- 
slovak Cardiological  Society  Symposium  on 
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—colloidal  solution  of  denatured 


proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-* 3 4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  53:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 

Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  52:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 

59:720-122  (May)  1963. 
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Appetite  depressed 
in  the  Oldster? 


wine 


excites... 

the  olfactory  sense 
the  gustatory  papillae 
the  appetite 
the  digestive  functions 


Wine  is  probably  more  widely  rec- 
ommended in  geriatrics  and  the 
treatment  of  the  convalescent  than 
in  any  other  fields. 


A glass  of  dry  Sherry,  or  a dry  red 
or  white  table  wine — whatever  taste 
pleases  your  patient — can  do  won- 
ders to  add  zest  and  bouquet  to 
meals  even  when  appetite  is  at  low 
ebb. 


And  wine  can  be  used  in  cooking  to 
add  sparkle,  subtle  flavor  and  appe- 
tite-appeal to  soups,  sauces,  chicken, 
meat  and  other  foods. 

By  stimulating  appetite,  supplying  a 
quick  energy  source,  relaxing  ten- 
sions and  increasing  morale,  the 
prudent  use  of  wine  has  been  de- 
scribed as  balm  for  the  convalescent 
and  ‘milk’  for  the  aged. 

Write  for  “Uses  of  Wine  in  Medical  Practice.” 

WINE  ADVISORY  BOARD 

717  Market  Street.  San  Francisco  3,  California 
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© 1963  Pat.  Applied  For 


greaseless  dehydrated  lotion  in  ,/ 

cake  make-up  form 


3 -way  benefits 

in  acne,  facial  seborrhea 
O antibacterial  action 

...  to  combat  many  common 
pathogenic  skin  microorganisms 

© mild  astringent  and 
keratolytic  efficacy 

...  to  aid  removal  of  excess 
sebaceous  material  and  keratinization 

© effective  blemish  concealment 

...  to  help  minimize  emotional  distress  often 
occasioned  by  cosmetic  defects 


COSMEDICAKE  is  specially  formulated  as  adjunctive 
therapy  for  skin  eruptions  of  cosmetic  importance  in  female 
patients.  Extensive  clinical  experience  confirms  its  3-way 
benefits.  In  88%  of  112  female  patients  with  acne  vulgaris 
or  acne  rosacea,  COSMEDICAKE  produced  results  that 
were  “cosmetically  and  therapeutically  good”1— and  no 
adverse  effects  were  experienced.  Its  convenience  and  ele- 
gance achieve  continued  cooperation  from  grateful  patients. 

Applied  with  a damp  sponge,  COSMEDICAKE  goes  on 
the  skin  smoothly  and  uniformly  as  a reconstituted  fast- 
drying lotion  with  no  separation,  no  precipitation  or  uneven 
concentration.  May  be  used  morning  and  night... helps  the 
patient  gain  confidence  by  improving  her  appearance  while 
lesions  are  healing. 

COSMEDICAKE  contains  hexachlorophene,  benzalkoni- 
um  chloride,  salicylic  acid,  and  colloidal  sulfur  in  a smooth, 
greaseless,  pharmaceutically  elegant  base. 

4 skin-matching  shades  available  at  all  pharmacies. 


also  available : 

COSMEDICAKE  for  Dry  Skin- 
effective  topical  medication  spe- 
cially formulated  for  patients  with 
dry  skin... provides  lipids  for  soft- 
ening and  moisturizing  actions. 

for  samples 

and  complete  literature  write: 

KAY  PREPARATIONS  COMPANY,  INC. 
345  West  58  St.,  New  York,  N.Y.  10019 


1.  Berger,  R.  A.:  Clinical  Medicine,  Sept.  1961. 
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Common  Stocks  for 
Varying  Investment  Goals 

Our  Research  Department  has  pre- 
pared two  carefully  selected  lists  of 
common  stocks: 

• A 48-page  booklet  on  125  com- 
mon stocks  with  brief  comments 
on  each  company  selected  which 
should  be  useful  when  reviewing 
portfolio  positions. 

• 48  Common  Stocks  Yielding  4% 
or  More. 

For  a free  copy,  address  Dept.  M 

CARL  M.  LOEB, 
RHOADES  & CO. 

Members  New  York  Stock  Exchange, 
American  Stock  Exchange  and 
Principal  Commodity  Exchanges 

42  Wall  Street  New  York  5,  N.  Y. 

Private  Wire  System  to  Branch  Offices, 
Correspondents  and  their  connections 
in  over  100  cities  throughout  the 
United  States  and  Canada. 


Under  the  generic  name 


for  lower  costs  to  your  patients 


Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 


Quality  controlled  by  West- ward 


Sample  and  literature  on  request 


Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 


West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

Nys  2-15 


continued  from  page  478 

the  Pathogenesis  of  Essential  Hyper- 
tension. Prague,  May  22nd  to  29th,  1960. 

Edited  by  J.  H.  Cort,  V.  Fend,  Z.  Hejl,  and  J. 
Jirka.  Octavo  of  477  pages,  illustrated.  New 
York,  The  Macmillan  Company,  1962.  Cloth, 
$15. 

Some  Aspects  of  Internal  Irradiation. 
Proceedings  of  a Symposium  held  at  The 
Homestead,  Heber,  Utah  8-11,  May,  1961. 

Edited  by  Thomas  F.  Dougherty,  Webster  S.  S. 
Jee,  Charles  W.  Mays,  and  Betsy  J.  Stover. 
Octavo  of  529  pages,  illustrated.  New  York, 
Symposium  Publications  Division,  Pergamon 
Press,  1962.  Cloth,  $15. 

The  Posttraumatic  syndrome  following 
head  injury:  Mechanisms  and  treatment. 

By  Sherwood  A.  Jacobson,  M.D.  Octavo  of  92 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1963.  Cloth,  $4.75. 

Anesthesia  for  infants  and  children.  By 
Robert  M.  Smith,  M.D.  Second  edition. 
Octavo  of  470  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1963.  Cloth,  $13.50. 

Columbia -Presbyterian  Therapeutic  Talks. 
Edited  by  Hamilton  Southworth,  M.D.,  and 
Frederick  G.  Hofmann,  Ph.D.  Octavo  of  198 
pages,  illustrated.  New  York,  The  Macmillan 
Company,  1963.  Cloth,  $7.00. 

The  Complications  of  Modern  Medical 
Practices.  By  David  M.  Spain,  M.D.  Oc- 
tavo of  342  pages,  illustrated.  New  York, 
Grune  & Stratton,  1963.  Cloth,  $12.75. 

Biometeorology.  Proceedings  of  The  Sec- 
ond International  Bioclimatological  Con- 
gress held  at  The  Royal  Society  of  Medi- 
cine, London,  4-10  September,  1960  or- 
ganized by  “The  International  Society  of 
Biometeorology.”  Edited  by  S.  W.  Tromp. 
Octavo  of  687  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1962.  Cloth,  $25. 


Medical  Meetings 


Facial  plastic  surgery 

The  next  meeting  of  the  American  Society  of 
Facial  Plastic  Surgery  will  be  held  on  May  15 
at  the  New  York  Hilton  Hotel,  New  York  City. 
Details  may  be  obtained  from  the  secretary, 
Samuel  M.  Bloom,  M.D.,  123  East  83rd  Street, 
New  York,  New  York  10028. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 
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THAN 

PHENOBARBITAL 


“The  use  of  phenobarbital-niacin  in  preference  to  phenobarbital 
adds  considerably  to  the  safety  of  that  sedative  and  avoids  most 
of  the  idiosyncratic  reactions.”* 

BARBA-NIACIN  (phenobarbital-niacin)  is  superseding  pheno- 
barbital for  all  of  its  uses  because  of  the  added  safety  factor.  Each 
tablet  contains  phenobarbital  Vi  gr.  and  niacin  Va  gr. 

A recent  clinical  study  demonstrated  that  the  niacin  component 
prevents  the  neurological,  cutaneous  and  bizarre  idiosyncratic 
reactions  to  phenobarbital.* 

BARBA-NIACIN  is  the  sedative  of  choice  for  relief  of  nervousness, 
anxiety  and  apprehension.  It  is  also  indicated  as  an  antispasmodic 
in  angina  pectoris,  peptic  ulcer,  and  other  spastic  conditions,  and  in 
epilepsy  as  an  anticonvulsant.  Adult  dose,  1 tablet  up  to  4 times 
a day. 


When  sleep  is  needed,  1 BARBA-NIACIN  FORTE  tablet  (pheno- 
barbital Wz  gr.  and  Niacin  Va  gr.)  on  retiring  is  safe  and  effective. 


BARBA-NIACIN 


Phenobarbital 
Niacin  


Supplied  in  bottles  of  100  scored  tablets. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the 
side  effects  due  to  hypersensitiveness. 
Like  phenobarbital,  it  is  contraindicated 
for  drug  addicts  or  patients  with  impaired 
renal  or  hepatic  elimination. 


♦Feinblatt,  T.  M.,  and  Ferguson,  E.  A.,  Jr.,  Pheno- 
barbital idiosyncrasy,  avoidance  by  use  of  pheno- 
barbital-niacin, New  York  State  J.  Med.  62  :221-3, 
1962. 


COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis,  Missouri  63108 
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Gentlemen:  Please  send  me  clinical  sample,  reprint  and 
professional  literature. 
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When  you  recognize  signs  of  depression  and 
anxiety  and  associate  them  with  an  organic 
condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deprol'  should  be  considered 
for  control  of  the  associated^  depression  ancj  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause 

■ alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies 

■ chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  ’Deprol'. 

Typical  situations  in  which  ’ Deprol " is  indicated: 

fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and  post-operative 
fears  ■ postpartum  despondency  ■ family  problems  ■ death  of 
a loved  one  ■ loss  of  work  ■ retirement  problems  ■ financial  worries, 
and  many  other  stressful  situations. 


BRIEF  SUMMARY:  Indications:  Depression,  especially  when  accompanied  by  anxiety,  tension,  agitation, 
rumination  or  insomnia.  Side  Effects:  Slight  drowsiness  and,  rarely,  allergic  reactions,  due  to  mepro- 
bamate, and  occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benactyzine, 
may  occur.  Meprobamate  may  increase  effects  of  excessive  alcohol.  Use  with  care  in  patients  with 
suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually  after  prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  or  to  physicians  upon  request. 

USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased  gradually,  as  needed,  to  3 tablets  q.i.d.;  with 
establishment  of  relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES/ Cranbury,  N.  J. 
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THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH9L 


This  pin  is  0.00032  of  an  inch  larger  than 
perfect.  As  a result,  it  is  rejected.  ■ Stainless- 
steel  pins  like  this  are  used  to  mold  Lilly 
capsules.  From  each  tray  of  three  hundred 
new  pins,  fifty  are  selected  at  random.  The 
diameter,  length,  taper,  contour,  and  finish 
are  carefully  measured.  If  the  sensitive  elec- 
tronic measuring  devices  show  an  imperfec- 


tion beyond  the  hairsplitting  limits,  the  en- 
tire tray  is  rejected.  ■ Lilly  quality  control 
draws  the  fine  at  ± 0.0003  of  an  inch  for 
some  dimensions  and  ± 0.0005  of  an  inch  for 
others.  A split  hair  can  mean  the  difference  I j 
between  perfection  and  rejection  . . . another  m Dt 
of  the  many  rigid  controls  that  add  immeas-  I 
urably  to  the  quality  of  the  finished  product.  ? 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana , U.S.A. 
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Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York,  N.  Y.,  10017. 

Preparation  of  Manuscript:  Manuscripts 
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adequate  margins  on  firm  paper.  Carbon  copy 
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Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order:  author’s  name  wdth  initials,  title,  peri- 

odical abbreviation,  volume,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 


text.  The  number,  indication  of  the  top,  and  the 
author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 
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Editorials 


A vacuum  must  fill 

What  happens  when  a unit  of  govern- 
ment fails  to  provide  for  the  needy?  Much 
serious  questioning  goes  on  constantly  both 
as  to  the  philosophy  and  the  technic  of 
solving  the  problems  of  the  needy.  Welfare 
looms  large  in  the  budget  at  every  level  of 
government.  The  harsh  approach,  which 
regards  poverty  and  need  as  almost  a crim- 
inal offense,  is  bound  to  fail,  as  it  did  in 
Newburgh.  Excess  of  liberality  will  like- 
wise fail.  There  is  a reasonable,  workable, 
constructive  medium,  and  it  is  being  ham- 
mered out  in  villages,  cities,  counties, 
states,  and  within  the  Federal  government. 
This  approach  is  many-faceted  and  it  is 
costly.  Based  on  grass-roots  knowledge,  it 
attacks  the  basic  causes  of  public  depend- 
ency. Unemployment,  ignorance,  inequal- 
ity, and  neglect  of  health  are  but  a few  of  the 
underlying  faults. 

Where  this  effort  is  not  made  we  get  a sit- 
uation such  as  existed  in  Clermont  County, 
Ohio,  in  1961,  as  studied  and  reported  by 
the  regional  community  health  and  welfare 
council.  This  county  is  believed  to  be  the 
first  county  in  the  nation  to  have  cut  off  all 
general  relief  because  of  financial  difficulties. 
This  occurred  when  the  voters  rejected  a pro- 
posed tax  levy  for  welfare  purposes. 

The  council  found  that  the  burden  simply 
was  shifted  from  the  county  government  to 
landlords,  grocers,  physicians,  churches, 
schools,  and  other  civic  groups.  There  was 
a 54  per  cent  increase  in  money  owed  to 
landlords,  grocers,  fuel  vendors,  physicians, 
and  hospitals  during  a fifteen-month  period. 
The  sheriff’s  office  reported  an  increase  in 
the  number  of  evictions,  and  voluntary 
agencies  such  as  the  Salvation  Army  re- 
ported a rise  in  requests  for  aid.  Of  interest 
to  physicians  was  the  fact  that  of  250 
children  involved,  only  18  were  reported  to 
have  received  smallpox,  diphtheria  and 


tetanus  immunizations,  and  only  15  had 
received  all  of  their  polio  inoculations. 

Other  findings  of  the  study  included  the 
following: 

The  stereotype  of  the  relief  client  as  a 
lazy  individual,  content  to  live  on  welfare,  is 
false.  He  is,  rather,  a tense,  anxious  per- 
son, struggling  to  get  by  whether  on  or  off 
relief. 

The  presence  of  children  made  important 
differences  in  how  people  were  able  to  man- 
age. Young  parents  were  concerned  about 
medical  care  for  their  children.  Parents 
of  school  children  had  difficulty  over  clothing 
and  shoes.  Teenagers  became  depressed 
and  some  became  rebellious  at  the  responsi- 
bility for  supporting  their  parents  for  an 
unforeseen  period. 

Many  were  reluctant  to  go  to  a physician 
because  they  could  not  pay.  There  was  a 
dangerous  lack  of  protection  against  disease. 

The  report  concluded  with  this  severe 
indictment  of  the  county:  “Clermont 

County,  by  its  failure  to  provide  adequate 
health  and  welfare  services,  has  been 
shortchanging  itself.  By  its  failure  to  pass 
local  tax  levies  for  relief,  the  county  has  lost 
state  matching  funds.  It  has  been  irrepa- 
rably damaging  its  children  during  their  vital 
growing  years,  thereby  perpetuating  rather 
than  alleviating  problems  confronting  the 
community.” 

An  obligation  can  never  be  avoided, 
either  collectively  or  individually.  In  a 
civilized  society  it  is  the  duty  of  the  strong 
to  assist  the  weak.  By  helping  the  helpless 
to  help  themselves,  society  is  strengthened. 
As  can  be  seen,  neglect  of  this  civic  duty 
puts  an  unfair  burden  on  the  charitable, 
who  cannot  meet  the  total  need.  The 
forces  that  create  dependency  have  free 
rein  to  lead  on  to  ever-deepening  deteriora- 
tion of  society’s  fabric. 
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The  17-18  trisomy  syndrome 


A serious  birth  defect  first  described  only 
three  years  ago  as  an  outgrowth  of  intensive 
studies  of  chromosomes  adds  a new  di- 
mension to  the  consideration  of  birth  de- 
fects. As  so  often  happens  in  science,  it  was 
reported  in  1960  simultaneously  but  in- 
dependently by  J.  H.  Edwards  and  as- 
sociates in  England  and  Klaus  Patan  and  as- 
sociates at  the  University  of  Wisconsin. 
The  condition  results  from  the  presence  of 
an  extra  chromosome.  The  normal  number 
is  46,  including  22  paired  chromosomes 
plus  2 sex  chromosomes.  In  this  condition 
there  is  an  extra  chromosome  in  the  E group 
at  the  17  or  18  position,  making  a total  of 
47  chromosomes.  The  extra  chromosome 
is  the  third  and  odd  man  out— hence  the 
name  “trisomy.” 

The  trisomy  defect  is  calculated  to  occur 
once  in  500  births,  and  there  is  a total  of 
8,500  cases  per  year  in  the  United  States 
alone.  The  victims  have  multiple  de- 
formities and  die  a few  weeks  or  months 
after  birth.  The  deformities  include  mis- 
shapen head,  low-set,  malformed  ears,  high 
arched  palate,  small  chin,  foreshortened 


sternum,  hip  defects,  including  dislocation, 
peculiar  hand  posture,  and  rocker-bottom 
feet.  The  appearance  of  the  hands  and  feet 
is  diagnostic.  Heart  and  kidney  malforma- 
tions are  prominent,  and  apparently  all  these 
infants  are  mentally  retarded. 

The  origin  of  trisomy  is  believed  to  be  due 
to  abnormal  behavior  of  chromosomes  when 
the  mother’s  ovum  is  being  formed.  During 
cell  division  a chromosome  pair  divides 
unequally  so  that  one  daughter  cell  gets 
both  chromosomes  (one  too  many)  and  the 
other  gets  none.  This  unequal  division, 
called  nondisjunction,  is  referred  to  as 
“sticky  chromosomes,”  because  it  is  thought 
that  genetic  material  adheres  when  it  should 
separate. 

This  accident  occurs  more  often  in  older 
than  younger  women.  In  one  group  of 
cases  studied  the  average  age  was  thirty-four 
as  opposed  to  the  general  average  of  twenty- 
six  for  all  child-bearing  women. 

We  stand  on  the  threshold  of  important 
developments  in  the  field  of  genetics  leading 
to  a fuller  understanding  of  the  chances  and 
mischances  of  human  reproduction. 


Foreign  students  in  American  medical  schools 


Preliminary  findings  released  by  the 
Association  of  American  Medical  Colleges 
and  obtained  from  reports  from  64  United 
States  medical  schools  show  that  for  the 
period  1951  to  1952  through  1961  to  1962, 
947  foreign  students  were  admitted.  Adding 
300  more  from  schools  which  did  not  report 
brings  the  total  to  1,200,  or  1 per  cent  of  the 
total  of  the  95,000  general  admissions  during 
this  period. 

For  the  purposes  of  this  study  a foreign 
student  was  defined  as  “one  who,  prior  to 
being  admitted  to  medical  school,  had  com- 
pleted his  secondary  school  education  in  his 
home  country  or  other  foreign  country 
exclusive  of  the  United  States  and  Canada; 


whose  collegiate  education  may  have  been 
all  or  in  part  taken  in  the  United  States; 
and  who  at  the  time  of  entering  medical 
school  was  in  the  United  States  as  an  im- 
migrant or  ‘displaced’  person,  an  exchange 
student,  or  on  a student  or  other  type  of 
visa.”  It  is  noteworthy  that  91  per  cent 
received  part  or  all  of  their  college  level 
premedical  education  in  the  United  States. 
It  would  seem  that  the  gap  in  this  area 
disclosed  by  the  Medical  College  Admission 
Test  is  being  bridged  in  this  way. 

The  students  came  from  over  100  dif- 
ferent countries  or  territories:  28  per  cent 
from  the  Americas,  26  per  cent  from  Europe, 
20  per  cent  from  the  Western  Pacific,  13  per 
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cent  from  the  Mediterranean,  7 per  cent 
from  Southeast  Asia,  and  6 per  cent  from 
Africa. 

The  percentage  distribution  among 
nations  with  the  largest  representation  was 
as  follows: 


Nationalist  China  13 

British  West  Indies  11 

Iran  5 

Germany  4 

Hungary  4 

British  Guiana  3 

Korea  3 


Cuba  2 

Greece  2 

India  2 

Israel  2 

Malaya  2 

Nigeria  2 


A true  measure  of  the  importance  to  the 
world  of  American  medical  education  can 
only  be  obtained  when  we  add  to  these 
figures  the  number  of  medical  graduates 
from  foreign  lands  who  pursue  postgraduate 
training  here.  We  intend  to  have  a report  on 
this  sensitive  index  in  the  near  future. 


Complications  of  fasting 


Prolonged  starvation  of  obese  persons  can 
result  in  serious  complications,  according  to  a 
study  reported  in  the  January  11  Journal  of  the 
American  Medical  Association. 

Among  11  patients  who  consumed  only  water 
and  vitamins  for  periods  ranging  from  twelve  to 
one  hundred  seventeen  days,  severe  postural 
low  blood  pressure  occurred  in  3,  gouty  arthritis 
in  2,  and  severe  anemia  in  1,  while  3 other  pa- 
tients developed  mild  anemia. 

The  researchers  concluded  that  prolonged 
starvation  was  not  advisable  for  obese  pa- 
tients with  a history  of  cardiovascular  or 
cerebral  circulatory  problems,  gout,  or  liver 
disease. 

Common  early  side-effects  consisted  of  mild 
headaches,  occasional  nausea,  and  some  nervous- 
ness and  tension,  but  these  difficulties  abated 
readily  and  rarely  required  medication.  One  of 
the  most  striking  and  potentially  serious  com- 
plications reported  was  the  development  of 
postural  hypotension.  In  one  patient  this 
occurred  after  only  twelve  days  of  starvation, 
but  usually  it  did  not  become  noticeable  until 
the  third  or  fourth  week  of  fasting. 

All  but  one  of  the  patients  were  men,  and  a 
variety  of  diseases  was  represented  by  the 


group.  Ages  ranged  from  thirty-two  to  seventy- 
one,  and  weights  from  240  to  450  pounds. 

Weight  losses  averaged  less  than  a pound  a 
day,  the  researchers  said.  The  greatest  net 
loss  in  one  continuous  period  of  starvation  was 
116  pounds  in  117  days  by  a thirty-nine-year- 
old,  5-foot,  6-inch,  315-pound  woman.  Only 
1 patient  was  able  to  attain  a near-normal 
weight  in  a single  continuous  fast. 

In  general,  physical  endurance  and  energy 
decreased  slowly.  Severe  weakness  was  un- 
common. Younger  patients  actually  seemed  to 
remain  fairly  vigorous,  while  older  patients  re- 
quired frequent  short  rests. 

The  most  astonishing  aspect  of  the  study,  the 
authors  said,  was  the  ease  with  which  prolonged 
starvation  was  tolerated.  This  experience  con- 
trasted most  dramatically  with  the  hunger  and 
suffering  described  by  individuals  who,  over  a 
prolonged  period,  consume  a calorically  in- 
adequate diet.  The  fast  seemed  easier  for  the 
patient  the  longer  it  lasted. 

Those  who  eventually  obtained  a normal 
weight  seemed  to  have  undergone  decisive 
changes  in  their  eating  habits  and  seemed  to 
eat  a substantially  smaller  amount  than  prior  to 
starvation.  However,  they  stressed  that  the 
number  of  patients  studied  and  the  follow-up 
periods  were  inadequate  to  make  any  valid 
statement  on  long-range  results. 
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Norethynodrel,  a steroid  molecule  display- 
ing  both  progestational  and  estrogenic  prop- 
erties, makes  Enovid  physiologically  appro- 
priate for  feminine  use  — in  addition  to  its 
thoroughly  established  efficacy,  when  com- 
bined with  mestranol,  in  conception  control. 

Also  appropriate  to  feminine  physiology 
are  certain  clinical  effects  noted  in  women 
taking  Enovid  for  long-term  suspension  of 
fertility.  Characteristically,  cyclic  regularity 
is  achieved,  the  duration  of  menstrual  flow 
is  shortened  and  its  volume  is  lessened.  Ac- 
cording to  Andrews  and  Andrews:*  “In 
95.2%  of  patients  on  this  cyclical  manage- 
ment the  volume  of  menstrual  flow  has  been 
decreased  and  this  has  been  of  help  in  those 
having  menorrhagia.  Dysmenorrhea  has 
been  eliminated  or  significantly  improved 
in  87.5%  of  patients Relief  of  premen- 
strual tension  has  frequently  been  noted 

The  general  acceptance  by  women  of  this 
regimen  has  been  excellent.  Many  have  com- 
mented on  a feeling  of  well  being  and  free- 
dom from  fear  of  pregnancy.” 

For  the  prevention  of  conception,  Enovid 
may  now  be  prescribed  for  periods  up  to 
four  years.  The  results  of  eight  years  of  clini- 
cal experience  include  more  than  5,200,000 
users  of  Enovid. 

In  usual  practice  the  side  effects  most  like- 
ly to  be  encountered  by  the  physician  are 
nausea,  spotting  or  break  through  bleeding 
and  amenorrhea  (sometimes  called  “silent 
menstruation”).  Much  less  frequently  chlo- 
asma, breast  enlargement  or  discomfort  and 
mild  salt  and  water  retention  have  been  re- 


ported, and  the  latter  should  be  considered 
in  patients  with  heart  or  kidney  disease  or 
hypertension.  A variety  of  other  findings 
typical  of  estrogenic  compounds  (that  is, 
alterations  in  certain  thyroid  function  tests 
but  not  thyroid  function)  may  also  be  ob- 
served. 

Thromboembolic  phenomena  with  some 
fatalities  have  been  reported;  no  statistical 
significance  to  these  occurrences  has  been 
demonstrated  and  no  causal  relationship  has 
been  proved  or  disproved;  this  possibility 
should  be  considered  in  women  with  factors 
known  to  be  contributory  to  thrombophle- 
bitis. Enovid  is  contraindicated  in  women 
with  a history  of  previous  thromboembolism. 

The  presence  of  genital  or  breast  carci- 
noma and  liver  disease,  dysfunction  or  jaun- 
dice are  also  contraindications.  The  status 
of  liver  function  should  be  noted,  since  in 
large  doses  Enovid  may  cause  bromsulpha- 
lein  retention. 

♦Andrews,  W.  C.,  and  Andrews,  M.  C.:  The  Use  of 


Progestins  for  Oral  Contraception,  Southern  Med.  J. 
55: 454-456  (May)  1962. 
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Scientific  Articles 


Fetal  and  Neonatal 
Hazards  from  Drugs 
Administered  During 
Pregnancy 


TRANSPLACENTALLY  ACQUIRED  drugs  that 
may  cause  fetal  or  neonatal  morbidity  include 
vitamin  K,  antithyroid  drugs,  anticoagulants, 
hypotensive  agents,  and  hemolytic  agents. 
There  is  suggestive  indirect  or  experimental 
evidence  that  excessive  use  late  in  pregnancy 
or  at  term  of  salicylates,  parenteral  fluids, 
and  antibiotics  may  be  a fetal  hazard. 
Teratogenic  agents  include  endocrine  prepara- 
tions, cytotoxic  and  antimetabolic  agents, 
tolbutamide,  and  thalidomide.  Therefore 
during  pregnancy  even  well-known  drugs 
should  be  administered  only  when  absolutely 
indicated. 


SIDNEY  Q.  COHLAN,  M.D. 

New  York  City 

Attending  Pediatrician,  University  Hospital; 
Associate  Professor  of  Pediatrics,  New  York 
University  School  of  Medicine 


F or  many  years  the  placenta  has  been 
extolled  and  respected  as  a remarkable  sen- 
tinel for  the  developing  fetus,  providing  an 
exquisitely  calibrated  mechanism  designed 
to  maintain  optimum  quantitative  and  quali- 
tative fetal  homeostasis.  Nonetheless,  a 
growing  body  of  experimental  evidence  and 
unfortunate  clinical  experience  have  dealt 
some  sharp  blows  to  placental  pride  and, 
very  recently,  have  even  generated  an  almost 
world -wide  placental  panic.  Fair-weather 
friends  notwithstanding,  the  fact  remains 
that  the  placenta  is  still  a remarkable  struc- 
ture, discharging  its  responsibility  with  such 
uncanny  regularity  that  under  ordinary  cir- 
cumstances 95  to  98  per  cent  of  infants 
enjoy  a precisely  optimum  milieu  during 
their  fetal  development.  This  short  lived- 
organ  that  performs  so  brilliantly  and  yet  is 
so  often  disregarded  and  unceremoniously 
discarded  should  not  also  be  expected  to 
afford  adequate  fetal  protection  either 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Pediatrics,  May  14,  1963. 


against  infection  or  against  the  ever-changing\ 
parade  of  prenatally  administered  drugs  and  ) 
biologicals.  J 

In  this  presentation  I will  review  briefly 
the  transplacentally  acquired  agents,  ex- 
clusive of  radiation,  narcotics,  and  anesthetic 
drugs,  which  may  produce  either  neonatal 
morbidity  or  congenital  malformations. 
Those  agents  with  a potential  threat  of  fetal 
or  neonatal  morbidity  will  be  considered  first. 


Agents  that  may  cause 
fetal  or  neonatal  morbidity 

Vitamin  K.  The  physiopathology  of 
hemorrhagic  disease  of  the  newborn  is  still 
an  unsolved  problem.  Although  previously 
regarded  as  being  caused  solely  by  a defi- 
ciency of  prothrombin,  hemorrhagic  disease 
is  nbw  believecT  to  be  due  to  neonatal 
deficiencies  of  a complex  of  multiple  coagula- 
tion factors.  The  exact  role  of  vitamin  K 
deficiency  in  this  complex  is  not  clearly  de- 
fined; its  effect  on  neonatal  serum  bilirubin, 
however,  has  been  well  documented.  The 
administration  of  excessive  doses  of  water- 
soluble  vitamin  K analogs  to  the  premature 
infant  increases  the  incidence  of  hyperbili- 
rubinemia and  kernicterus. 1 That  the  in- 
fant in  utero  is  similarly  at  risk  has  also  been 
demonstrated  by  Lueey’s2  report  of  hyper- 
bilirubinemia in  7 of  9 infants  whose  mothers 
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had  received  up  to  72  mg.  of  menadione 
sodium  bisulfite  from  two  to  one  hundred  and 
twelve  hours  before  delivery;  6 of  the  7 
infants  required  exchange  transfusion. 

In  view  of  the  difference  of  opinion  about 
the  role  of  vitamin  K in  preventing  hemor- 
rhagic disease  of  the  newborn,  routine  pre- 
natal administration  is  open  to  question. 
Certainly,  where  the  advent  of  prematurity 
is  a possibility,  prenatal  administration  of 
vitamin  K is  a potential  hazard. 

Antithyroid  drugs.  It  has  been  esti- 
mated that  approximately  half  the  cases  of 
sporadic  congenital  goiter  may  be  accounted 
for  by  the  maternal  administration  of  propyl- 
thiouracil and  /or  iodides  for  the  treatment  of 
thyrotoxicosis  during  pregnancy.34  Oc- 
casional cases  have  also  been  reported  fol- 
lowing the  use  of  iodide  preparations  for  the 
treatment  of  maternal  asthma.  Since  the 
fetal  thyroid  begins  t^ctidtfirrg'at  about  the 
fourteenth  week,  the  maternal  administra- 
tion of  antithyroid  medication  any  time 
thereafter  may  interfere  with  normal  fetal 
thyroid  development.  Maternal  thyroxine 
crosses  the  placenta  slowly  and  in  amounts 
insufficient  to  affect  the  fetal  thyroid.  It  is 
generally  accepted  that  maternal  TSH 
(thyroid-stimulating  hormone)  does  not  cross 
the  placenta.  The  antithyroid  agents  which 
do  traverse  the  placenta  easily  block  the 
organic  binding  power  of  the  fetal  thyroid,  /*' 
and  congenital  goiters  are  believed  to  result/ 
from  oversecretion  of  TSH  from  the  fetal^- 
pituitary.  Fortunately,  these  congenital 
goiters  usually  regress  spontaneously.  No  A 
treatment  is  necessary  except  when  the 
thyroid  enlargement  produces  a mechanical 
respiratory  obstruction  requiring  surgical 
intervention. 

Anticoagulants.  The  administration  of 
anticoagulants  for  the  treatment  of  thrombo- 
phlebitis or  venous  thrombosis  during  preg- 
nancy may  result  in  fetal  or  neonatal  hemor- 
rhage and  death.5  Bishy  droxycoumarin 
(Dicumarol)  and  its  derivative,  warfarin 
sodium  (Coumadin),  have  been  shown  to 
produce  fetal  hemorrhage  and  death  in  the 
cow,  dog,  and  rabbit.6  In  the  human  being 
their  effects  are  unpredictable.  Some  ob- 
servers have  reported  their  use  in  pregnancy 
without  fetal  damage;  others  report  fatal 
neonatal  or  fetal  hemorrhages.  In  some 
instances  unusual  fetal  sensitivity  to  bis- 
hydroxycoumarin  was  manifested  by  intra- 
uterine fetal  hemorrhage  despite  well-con- 


trolled maternal  prothrombin  times.  It 
would  appear  advisable  to  avoid  this 
class  of  anticoagulants  in  pregnancy  except 
where  maternal  life  would  be  endangered  by 
its  denial. 

Clinical  information  about  the  placental 
passage  of  heparin  is  not  available.  How- 
ever, it  is  not  believed  likely  that  heparin 
crosses  the  placenta  freely  in  view  of  its 
comparatively  large  molecular  size  and  its 
difficulty  in  crossing  membranes. 

Hypotensive  agents.  The  administra- 
tion of  reserpine  for  the  treatment  of  hyper- 
tension associated  with  toxemia  of  preg- 
nancy has  produced  a neonatal  syndrome 
characterized  by  nasal  discharge,  respiratory 
distress,  lethargy,  and  anorexia.7  In  one 
series,  16  per  cent  of  the  offspring  of  77 
mothers  who  had  received  reserpine  within 
two  days  of  delivery  displayed  varying  de- 
grees of  the  transplacentally  acquired  reser- 
pine toxicity  syndrome,  with  1 infant  death 
attributed  to  the  drug. 

Hemolytic  agents.  The  red  blood  cell 
enzyme  deficiency  which  predisposes  to 
hemolysis  following  exposure  to  such  agents 
as  sulfanilamide,  naphthalene,  primaquine 
phosphate,  and  nitrofurantoin  is  known  to 
be  one  of  the  transient  enzyme  deficiencies  in 
the  newborn  period.  Hemolytic  anemia  and 
hyperbilirubinemia  have,  in  fact,  been  de- 
' scribed  following  maternal  ingestion  of  moth- 
balls during  pregnancy  and  have  been  attrib- 
uted to  the  deficiency  of  glutathione  and 
glucose  phosphate  dehydrogenase  in  the 
neonatal  erythrocyte.8  Although  none  has 
been  reported  to  my  knowledge,  it  would 
not  be  surprising  if  other  enzyme-specific 
hemolytic  agents  such  as  primaquine  phos- 
phate and  mtz^furanioin  would  similarly 
produce  neoifhtal  hemolysis  if  administered 
near  term  in  large  enough  doses. 

Although  salicylates,  parenteral  fluids, 
and  antibiotics  have  not  been  shown  to  pro- 
duce clinical  morbidity  in  the  human  fetus, 
there  is  suggestive  indirect  or  experimental 
evidence  that  their  excessive  use  late  in 
pregnancy  or  at  term  may  be  a fetal  hazard. 

Transplacentally  acquired  salicylates 
which  are  poorly  detoxified  and  excreted  by 
the  newborn  infant  may  predispose  the  child 
to  neonatal  bleeding  following  the  adminis- 
tration of  large  amounts  of  the  drug  near 
term.  Although  there  is  no  evidence  to 
warn  against  the  use  of  salicylates,  its  pre- 
natal administration  should  be  included  in 
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the  differential  diagnosis  of  obscure  bleeding 
in  the  newborn  infant. 

The  administration  of  intravenous  fluids 
for  various  indications  at  term  or  during 
labor  is  a common  practice,  without  ap- 
parent clinical  hazard  to  the  newborn. 
However,  fluids  administered  rapidly  enough 
to  alter  the  osmotic  pressure  of  the  maternal 
plasma  have  been  shown  to  disturb  plasma 
homeostasis  of  the  newborn.9  The  possible 
effect  of  fluids  intravenously  administered 
to  the  mother  should  therefore  be  considered 
when  interpreting  serum  chemistry  findings 
during  the  first  day  of  life. 

As  for  the  antimicrobial  agents,  with  the 
possible  exception  of  streptomycin  there  is 
little  direct  evidence  of  fetal  damage  from 
the  antibiotics  which  freely  transverse  the 
human  placenta.  However,  the  toxic  or 
unusual  side-effects  following  administration 
of  the  sulfonamides,  novobiocin  sodium, 
chloramphenicol,  and  tetracycline  in  the 
premature  or  full-term  infant  is  indirect 
evidence  of  their  potential  as  a fetal  hazard. 

In  the  premature  infant  the  sulfonamides 
increase  susceptibility  to  kernicterus  at 
relatively  low  levels  of  serum  bilirubin. 10  It 
has  been  shown  that  the  administration  of 
the  long-acting  sulfa  preparations,  sulfa- 
methoxypyridazine  (Kynex)  or  sulfadi- 
methoxine  (Madribon),  prior  to  delivery  re- 
sults in  significant  blood  levels  in  the  new- 
born infant  which  may  persist  for  from  six  to 
seven  days  after  delivery.11  These  drugs 
should  therefore  not  be  used  during  labor, 
especially  if  delivery  of  a premature  infant  is 
expected. 

Novobiocin  sodium  has  also  been  shown  to 
affect  neonatal ' bilirubin  metabolism  ad- 
versely. In  one  series,  a threefold  increase 
in  the  incidence  of  hyperbilirubinemia  was 
observed  in  688  infants  treated  with  novo- 
biocin during  a nursery  outbreak  of  staphylo- 
coccal infection.12 

Chloramphenicol,  when  administered  in 
large^dTTSgs^durmg ~*the  period  of  neonatal 
enzyme  and  renal  immaturity,  produces  the 
so-called  “gray  syndrome”  of  vascular 
collapse,  a serious,  potentially  fatal  manifes- 
tation of  chloramphenicol  toxicity.13  I am 
unaware  of  any  instance  of  transplacentally 
acquired  chloramphenicol  toxicity  in  the 
newborn,  but  in  view  of  its  free  placental 
transfer,  it  should  be  used  with  considered 
caution  during  labor. 

Streptomycin  has  also  been  demonstrated 


to  cross  the  placenta  readily  and  produce 
significant  blood  concentrations  in  the  new- 
born.14 In  view  of  the  known  effect  of 
streptomycin  on  the  eighth  cranial  nerve,  its 
effect  on  hearing  and  vestibular  function  in 
children  exposed  in  utero  has  long  been  of 
clinical  concern.  In  the  few  pertinent  re- 
ports over  the  last  decade,  there  has  been  no 
clinical  evidence  that  streptomycin  injured 
the  eighth  nerve  of  the  fetus.  Recently, 
however,  bilateral  marked  depression  in  the 
high  frequency  range  and  a complete  lack  of 
vestibular  response  to  caloric  stimulation  was 
observed  in  2 children  out  of  a small  series 
of  6 women  treated  during  pregnancy  for 
tuberculosis. 15  It  would  appear  to  be  good 
practice  to  carefully  investigate  eighth- 
nerve  function  in  all  children  with  a known 
exposure  to  streptomycin  in  utero. 

Together  with  Bevelander  and  Tiamsic,  I 
have  recently  reported  an  unusual  side- 
effect  in  the  fetus  and  premature  infant  fol- 
lowing the  administration  of  tetracycline. 16 
The  data  merit  a brief  review  here  as  a clear 
example  of  the  premise  that  we  are  probably 
never  fully  aware  of  all  the  effects  of  a 
pharmacologic  agent.  It  was  observed  in 
1957  that  tetracycline  deposits  as  a fluores- 
cent complex  in  tumors  and  growing  bone.17 
Bevelander,  Nakahara,  and  Rolle18  then 
demonstrated  that  the  injection  of  5 mg.  of 
tetracycline  into  the  yolk  sac  of  the  develop- 
ing chick  embryo  produced  intense  deposi- 
tion of  tetracycline  fluorescence  throughout 
the  fetal  chick  skeleton,  with  gross  deformi- 
ties of  skeletal  development. 

Since  tetracycline  readily  traverses  the 
human  placenta,  it  seemed  of  more  than 
academic  interest  to  explore  its  effect,  if 
any,  on  the  human  fetal  skeleton.  By 
chance,  a nonviable,  900-Gm.  premature 
infant  was  born  to  a twenty-four-year-old 
primipara  who,  for  premature  rupture  of  the 
membranes,  had  been  given  1 Gm.  of  oral 
tetracycline  daily  for  three  weeks  prior  to 
delivery.  Specimens  of  several  bones  (femur 
rib,  and  mandible)  were  obtained  at  autopsy 
from  this  infant.  Intense,  yellow-gold  tetra- 
cycline fluorescence  was  observed  in  a con- 
siderable portion  of  the  mineralized  regions 
of  each  skeletal  structure  examined.  This 
fortuitous  clinical  observation,  supported  by 
laboratory  data  in  the  rat,  indicated  that 
transplacentally  acquired  tetracycline  local- 
izes readily  in  the  entire  fetal  skeleton. 
The  question  then  arose  whether  it  was  good 
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FIGURE  1.  Percentage  deviation  from  normal  of 
fibula  growth  rates  before,  during,  and  after  ad- 
ministration of  tetracycline.  (Reprinted  by  permis- 
sion from  A.M.A.  Am.  J.  Dis.  Child  (May)  1963. )16 


or  bad  for  the  premature  infant  to  be 
endowed  with  a tetracycline  fluorescent 
skeleton. 

One  parameter,  skeletal  growth,  was  ex- 
plored in  a controlled  experiment  in  37  pre- 
mature infants.16  Bone  growth  during  ten- 
day  periods  was  measured  by  a standard 
reproducible  x-ray  technic  for  measuring 
fibula  growth.  Figure  1 is  a scattergram  of 
the  results  of  a series  of  observations.  The 
left  panel  depicts  all  the  control  measure- 
ments, revealing  an  average  normal  daily 
fibula  growth  rate  of  0.19  mm.  per  day.  In 
the  center  panel  are  all  the  measurements  of 
fibula  growth  during  ten-day  periods  of 
administration  of  25  to  100  mg.  per  kilogram 
of  tetracycline  daily.  It  is  apparent  that 
there  was  a marked  inhibition  of  fibula 
growth.  The  mean  fibula  growth  rate  fell 
from  0.19  mm.  per  day  to  0.10  mm.  per  day, 
representing  a 40  per  cent  growth  inhibition. 
When  tetracycline  administration  was  dis- 
continued, fibula  growth  rates  quickly  re- 
turned to  normal. 

We  also  demonstrated  that  tetracycline 
discolors  the  deciduous  teeth  of  weanling 
rats  following  the  administration  of  5 mg. 
daily  for  five  days. 16  When  the  tooth 
structure  is  examined  under  magnification, 
the  tetracycline  deposition  is  seen  to  be  corny 
posed  of  five  distinct  and  separate  bands  of 
fluorescence  representing  each  day's  adminis- 
tration of  antibiotic. 

The  clinical  implication  of  these  findings  is 


difficult  to  assess.  Tetracycline  has  been 
used  for  over  a decade  with  no  recorded 
harmful  effects  on  the  human  fetus  except  for 
one  uncorroborated  report  of  its  circumstan- 
tial association  with  one  instance  of  con- 
genital deformity  of  the  hands.19  Of  some 
clinical  significance,  however,  is  the  reported 
effect  of  pigmentation  and  hypoplasia  of  the 
deciduous  teeth  in  children  who  had  received 
tetracycline  for  various  indications  during 
the  neonatal  period.20  In  a recent  series  of 
50  such  children,  46  had  a tetracycline 
effect  in  their  deciduous  teeth.  It  is  highly 
probable  that  the  prolonged  administration 
of  tetracycline  late  in  pregnancy  will  result 
in  its  deposition  in  the  developing  teeth  of 
the  fetus,  with  subsequent  minor  defects  in 
the  enamel  of  the  deciduous  teeth.  * 

It  is  apparent  from  this  brief  review  of 
drugs  that  may  induce  morbidity  in  the 
fetus  that  fetal  toxicity,  by  and  large, 
parallels  the  known  side-effects  in  the  new- 
born. Drug  toxicity  in  the  neonatal  period 
can  often  provide  a good  index  of  suspicion 
of  fetal  risk.  The  problem  of  ter  a to  genesis 
is  less  predictable  and  more  complicated. 
We  will  briefly  consider  some  of  the  known 
human  teratogenic  agents. 


Teratogenic  agents 

Endocrine  preparations.  The  proges- 
tational compounds  that  are  usually  ad- 
ministered in  attempts  to  maintain  preg- 
nancy in  the  patient  who  habitually  aborts  or 
to  control  bleeding  during  pregnancy  have 
been  shown  to  produce  masculinization  of 
the  female  fetus,  with  varying  degrees  of 
labial  fusion  and  enlargement  of  the  clitoris. 21 
Since  the  progestins  are  widely  used  in 
pregnancy  and  since  only  a small  proportion 
of  infants  are  affected,  other  factors,  such  as 
differences  in  hormonal  deficiency,  placental 
permeability,  hormone  metabolism,  and 
end -organ  sensitivity,  are  probably  involved. 

> Fetal  female  masculinization  has  also  been 
/seen  following  the  administration  during 
I pregnancy  of  testosterone  or  its  analogs, 
methyltestosterone  or  19-normethyltestos- 
^ terone. 22  Although  seemingly  paradoxic, 
virilization  of  the  female  fetus  has  also  been 
described  in  4 instances  following  the 
administration  of  an  estrogen,  diethylstil- 
bestrol,  during  pregnancy.23  To  explain 


* Since  the  presentation  of  this  paper,  there  have  been 
several  retrospective  reports  of  the  staining  of  human 
deciduous  teeth  by  transplacen tally  acquired  tetracycline. 
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this  unusual  effect  it  has  been  suggested  in  the  offspring  of  rats.  One  instance  of  mul- 
either  that  stilbestrol  may  stimulate  the— >.  tiple  congenital  anomalies  has  been  reported 
fetal  adrenal  to  increase  its  androgenic  out-  j following  the  use  of  tolbutamide  in  a symp- 
put  or  that  abnormal  estrogen  metabolism  / tomless  young  diabetic  patient  with  normal 
may  be  at  fault  in  unique  mothers.  glucose  tolerance  curves  during  her  preg- 


As  for  adrenal  steroids,  the  potential  dele- 
terious effect  of  their  antenatal  administra- 
tion has  long  been  of  clinical  concern.  Al- 
though cortisone  is  a well-established  experi- 
mental teratogen,  producing  cleft  palate  in 
almost  100  per  cent  of  certain  genetic  strains 
of  mice,24  the  data  in  human  beings  are  still 
^‘questionable.  In  1960  Bongiovanni25  re- 
b viewed  the  literature  and  collected  260  his- 
tories of  pregnancies  in  which  pharma- 
cologic doses  of  adrenal  steroids  and  their 
analogs  were  administered.  In  these  260 
pregnancies,  there  were  8 stillborn  infants, 
1 abortion,  15  premature  infants,  and  2 
infants  with  cleft  palates.  In  a more  recent 
report  on  the  effects  of  cortisone  in  the  treat- 
ment of  rheumatic  fever  during  pregnancy, 
Popert26  recorded  2 cleft  palates  in  a series  of 
86  pregnancies.  In  many  of  these  instances 
serious  maternal  disease  was  the  indication 
for  cortisone  therapy,  and  the  over-all  effects 
indicate  a low  probability  of  teratogenicity. 

Cytotoxic  and  antimetabolic  agents. 
Extensive  laboratory  investigation  has 
shown  that  many  of  the  cancer  chemothera- 
peutic agents  are  teratogenic  in  the  labora- 
tory mammal.  There  has  been  a limited 
experience  with  the  use  of  aminopteroyl- 
glutamate  sodium  (Aminopterin)  as  a thera- 
peutic abortifacient  in  critical  situations 
where  the  life  of  the  mother  was  endangered 
by  the  presence  of  the  fetus  and  where 
surgical  intervention  was  considered  a 
serious  risk.27  The  administration  of  ami- 
nopteroylglutamate  sodium  under  these  cir- 
cumstances to  24  pregnant  women  resulted 
in  spontaneous  abortion  in  16.  Surgical 
removal  of  the  fetus  in  the  remaining  8 
pregnancies  revealed  4 with  congenital  mal- 
formations. The  defects  found  were  an- 
encephalia,  meningocele,  hydrocephalus,  and 
cleft  palate.  The  delivery  of  malformed 
infants  has  also  been  reported  following  self- 
administration of  aminopteroylglutamate 
sodium  for  attempted  abortion.28 

Tolbutamide.  Tolbutamide,  an  oral  sul- 
fonylurea hypoglycemic  agent  used  in  the 
treatment  of  diabetes,  has  been  incriminated 
as  a possible  teratogen. 29  The  sulfonylureas 
are  known  to  produce  experimental  mal- 
formations, chiefly  in  the  ophthalmic  region, 


nancy. 29  Although  this  one  report  is  hardly 
incriminating,  we  should  nevertheless  be 
alert  to  the  possibility  of  sulfonylurea-in- 
duced malformations. 

Thalidomide.  Time  does  not  permit 
a detailed  discussion  of  the  thalidomide 
tragedy.  A comprehensive  review  of  the 
subject  has  been  made.30  Fortunately,  we 
have  had  little  first-hand  experience  with  its 
effects  in  this  country.  The  reports  from 
the  continent  revealed  that  phocomelia  was 
the  characteristic  recurrent  thalidomide 
anomaly.31  The  limb  defects  varied  froms 
shortening  of  a single  bone  to  complete 
absence  of  all  the  long  bones  of  the  extremi-/ 
ties.  Another  frequent  defect  in  the  upper 
extremity  was  mafformation^f_the^4humb, 
ranging  from  absence  of  the  digit  to  tri- 
phalangism.  The  next  most  frequent  anom- 
aly^was  malformation  of  the  ejm  occurring 
alone  or  in  association  with  limb  defects. 
Laxge^nj^iomas^o ver  the  glabella,  spreading 
up  over  the  forehead  and  down  the  nose  to 
the  upper  lip,  were  also  a typical  feature. 

Clinical  and  autopsy  data  have  revealed 
associated  anomalies  of  internal  organs  such 
as  congenital  heart  disease,  intestinal  steno- 
sis, absence  of  the  appendix,  eye  defects,  and 
so  on.  Retrospective  data  seem  to  indicate 
that  the  period  of  thalidomide  sensitivity  is 
between  the  thirty-fourth  and  fiftieth  day 
of  gestation. 

Conclusions 

Our  knowledge  of  the  principles  under- 
lying developmental  malformations  are  de- 
rived in  large  part  from  laboratory  experi- 
ence. The  following  are  a few  of  the  more 
significant  principles  which  have  evolved 
from  experimental  teratology: 

1.  A teratogen  may  exert  its  effect  on 
developmental  structure  up  to  the  time  of  its 
critical  differentiation. 

2.  A single  teratogen  may  produce  a 
variety  of  anomalies. 

3.  A variety  of  teratogens  may  produce 
similar  anomalies. 

4.  Teratogenic  anomalies  may  be  indis- 
tinguishable from  hereditary  malformations 
(phenocopies). 
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5.  The  effect  of  a single  teratogen  may 
vary  in  different  species  and  in  different 
genetic  strains  of  the  same  species. 

6.  Most  congenital  anomalies  result  from 
interaction  of  genetic  and  environmental  fac- 
tors. 

Since  teratogenic  effects  differ  not  only 
from  species  to  species  but  also  among  dif- 
ferent genetic  strains  in  the  same  species,  we 
are  unable  at  present  to  predict  accurately 
human  hazards  from  observations  in  animals. 
Under  certain  laboratory  conditions,  a wide 
variety  of  useful  drugs,  including  aspirin, 
insulin,  penicillin,  and  vitamin  A,  have  been 
shown  to  be  teratogenic  in  animals.  Un- 
fortunately, the  recent  drug  legislation  will 
not  solve  the  problem  which  catalyzed  its 
passage.  It  remains  with  us  and  will  not  be 
tested  or  legislated  away. 

When  the  scientific,  economic,  and  even 
political  dialogue  subsides,  the  individual 
physician  remains  with  his  pen  and  prescrip- 
tion pad.  The  administration  of  drugs  is 
ultimately  a medical  responsibility,  and  we 
must  therefore  practice  and  teach  with  a 
continued  and  critical  awareness  of  the 
potential  of  human  teratogenic  suscepti- 
bility. We  must  emphasize  and  re-empha- 
size that  the  promiscuous  use  of  drugs,  espe- 
cially new  drugs  for  vague  indications,  is  an 
untenable  practice  and  that  during  preg- 
nancy it  would  seem  prudent  to  administer 
even  well-known  drugs  only  when  absolutely 
indicated. 

Finally,  since  the  placenta  has  been  the 
hub  of  this  symposium,  may  I close  with  a 
couplet  from  Ernest  Page,  M.D. : 

Don't  make  mirth 
Of  the  afterbirth 

556  First  Avenue,  New  York  City 
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Discussion 

Carl  H.  Smith,  M.D.,  New  York  City. 
Any  consideration  of  the  neonatal  blood 
disorders  must  take  into  account  placental 
structure  and  function.  This  organ,  which 
provides  for  the  passage  of  nutriments,  also 
conceivably  permits  the  transmission  of 
medicaments  taken  during  pregnancy  which 
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might  injure  a susceptible  fetus.  It  should 
be  emphasized  that  the  bulk  of  the  placenta 
consists  of  chorionic  villi  which  are  exposed 
to  a collection  of  maternal  blood  and  that 
fetal  and  maternal  bloods  are  separated 
from  each  other  by  only  two  layers  of  cells 
at  the  trophoblastic  endothelial  junction. 

Potentially,  hemolytic  drugs  given  to  the 
mother  during  pregnancy,  labor,  and  in  the 
postnatal  period  (if  she  is  breast  feeding)  are 
dangerous  to  the  baby.  Obviously,  any  of 
the  blood  elements  might  be  injured  either 
at  the  progenitor  stage  or  as  they  mature 
and  enter  the  circulation.  For  instance, 
agents  are  known  which  interfere  with  the 
integrity  of  the  fetal  and  newborn  erythro- 
cytes and  on  entering  the  fetal  circulation 
cause  excessive  hemolysis,  with  resulting 
hyperbilirubinemia,  kernicterus,  or  methe- 
moglobinemia. Enzyme  activity  in  the 
erythrocytes  of  the  newborn  differs  in  certain 
respects  from  that  in  the  adult.  Cholinester- 
ase, glyoxalase,  carbonic  anhydrase,  catalase, 
and  methemoglobin  reductase  are  diminished 
in  cord  blood.  Thus  in  certain  infants,  diffi- 
culties in  preventing  excessive  methemoglo- 
bin formation,  rendering  them  susceptible  to 
methemoglobinemia,  may  be  attributed  to  a 
deficiency  of  methemoglobin  reductase.  In- 
creased hemolysis  in  newborn  infants  may 
stem  from  a defect  in  glutathione  stability 
from  a lack  of  readily  available  glucose 
despite  normal  or  increased  levels  of  glucose- 
6-phosphate  dehydrogenase  at  this  time. 
On  the  other  hand,  in  certain  parts  of  the 
world  such  as  Greece  a deficiency  of  glucose- 
6-phosphate  dehydrogenase  occurring  in  the 
newborn  has  been  reported  and  is  associated 
with  a high  incidence  of  severe  neonatal 
jaundice  from  hemolysis.  Whether  the 
hemolytic  agent  is  transmitted  from  an 
exogenous  source  as  from  the  mother  or  is  of 
endogenous  origin  has  not  been  determined. 

Many  of  the  red  cell  defects  become  prom- 
inent when  excessive  amounts  of  vitamin  K, 
long-acting  sulfonamides  (such  as  Madri- 
bon),  or  injurious  chemicals  such  as  naph- 
thalene are  ingested  by  the  mother.  The 
potential  hazard  of  these  medicaments,  in- 
cluding sulfisoxazole,  in  the  premature  in- 
fant has  been  established.  However,  with 
the  suspicion  focused  on  endocrine  prepara- 


tions and  other  therapeutic  agents  given 
during  pregnancy  and  with  the  impact  of 
recent  catastrophic  experience  with  thalido- 
mide, it  is  possible  that  useful  agents  suffer 
from  unjust  criticisms. 

We  have  recently  been  confronted  with 
such  a situation  with  respect  to  vitamin  K. 
After  it  was  announced  in  the  newspapers 
that  the  small  amounts  of  vitamin  K in 
capsules  for  pregnant  women  are  capable  of 
injuring  the  fetus,  such  medications  were 
hurriedly  withdrawn  from  the  market. 
While  these  small  supplements  of  vitamin  K 
are  probably  of  dubious  therapeutic  value 
in  forestalling  fetal  bleeding,  there  is  also 
no  evidence  that  they  are  harmful.  The 
flagrant  publicity  and  the  fear  engendered 
in  countless  pregnant  women  that  their 
offspring  would  be  in  jeopardy  reflect  the 
panic  that  has  been  unjustly  created  in  the 
wake  of  the  thalidomide  debacle.  Of  course, 
certain  benefits  have  been  derived,  such  as 
the  more  intensive  scrutiny  of  medications, 
vitamins,  and  the  like  given  during  preg- 
nancy. What  has  been  emphasized  is  the 
need  for  gathering  and  assessing  data 
relative  to  the  merits  and  demerits  of  any 
kind  of  prenatal  medication. 

It  must  be  understood  that  the  adminis- 
tration of  vitamin  K,  especially  in  the 
form  of  vitamin  (phytonadione)  at  birth 
is  essential  to  prevent  hemorrhagic  disease 
of  the  newborn.  This  agent  corrects  defi- 
ciencies of  prothrombin,  factor  VII,  Stuart- 
Prower  factor,  and  PTC  (plasma  thrombo- 
plastin component)  inherent  in  the  newborn 
period.  What  then  is  the  role  of  vitamin  K 
in  pregnancy?  There  is  perhaps  some  justi- 
fication for  giving  vitamin  K immediately 
before  delivery  to  control  traumatic  bleeding 
and  possibly  bleeding  from  a circumcision, 
which  is  a routine  procedure  in  the  delivery 
room  in  many  hospitals.  It  is  conceivable 
that  early  prothrombin  deficiency  would  not, 
in  the  rare  case,  be  controlled  by  medication 
given  directly  at  birth,  since  about  four 
hours  are  required  for  this  vitamin  to  be 
effective.  In  such  instances  the  prophylactic 
administration  of  vitamin  K during  the  last 
twenty-four  hours  before  delivery  might  be 
justified,  but  even  such  a policy  requires 
more  study  before  it  is  universally  adopted. 
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T he  first  Albert  F.  R.  Andresen  Memorial 
Lecture  was  given  last  year,  appropriately 
enough  by  Dr.  Andresen’s  friend  and  as- 
sociate, Alfred  P.  Ingegno,  M.D.  In  fitting 
and  detailed  manner,  Dr.  Ingegno  related 
the  major  contributions  that  Dr.  Andresen 
made  to  medicine  in  general  and  to  gastro- 
enterology in  particular.  I will  only  say 
that,  over  the  years,  I came  to  know  Dr. 
Andresen  as  an  outstanding  clinician,  a fine 
teacher,  and  a great  and  good  personal  friend 
who  always  encouraged  me  continually  in 
kindly,  yet  critical,  fashion. 

Curiously,  it  is  quite  by  chance  that  part 
of  what  I have  to  tell  you  is  surprisingly 
appropriate  and  intimately  related  to  this 
discussion  of  the  hazards  of  many  of  the 
newer  drugs.  It  is  important,  however,  that 
my  remarks  reflect  the  concern  of  many  of 
us  with  the  undesirable  side-effects  that  so 
many  of  these  drugs  have  on  the  human 
body.  Indeed,  at  times  it  almost  seems  that 
nowadays  any  drug  that  may  help  has  the 
potential  for  harm.  You  can  tamper  with 
nature  only  up  to  a certain  point.  Any  time 
we  suggest  either  a drug  or  a surgical  pro- 
cedure, we  must  think  in  terms  of  the 

* Albert  F.  R.  Andresen  Memorial  Lecture. 

Presented  at  the  157th  Annual  Meeting,  Medical  Society 
of  the  State  of  New  York,  New  York  City,  General  Session, 
May  13,  1963. 


“trade.”  This  is  especially  true  in  the 
management  of  peptic  ulcer.  Is  what  the 
patient  getting  into  better  than  what  he  is 
getting  out  of?  Walter  Modell,  M.D.,  has 
said  that  we  must  weigh  the  adverse  effects 
of  the  disease  against  the  adverse  effects  of 
our  treatment,  an  important  ratio. 

Although  we  have  made  some  progress 
from  what  we  might  call  the  “soda  and/or 
surgery  days,”  we  surely  have  not  increased 
markedly,  up  to  this  present  moment,  our 
understanding  of  the  exact  mechanisms  of 
hydrochloric  acid  secretion,  the  pathogenesis 
of  peptic  ulcer,  and  even  its  proper  therapy. 
I sometimes  think  that  I knew  more  and 
understood  it  better  ten  years  ago  than  I do 
today.  Of  course,  I hope  that  this  is  not  a 
measure  of  intellectual  decline  on  my  part 
but,  rather,  that  it  is  owing  to  the  rapid  scien- 
tific accumulation  of  complex  and  confusing 
data  relative  to  gastric  secretion.  Thus, 
progress  can  lead  to  complications  in  more 
ways  than  one. 

Difficulty  in  understanding 
gastrointestinal  physiology 

It  is  obvious  why  our  understanding  of 
gastrointestinal  physiology  has  lagged  be- 
hind that  of  other  organ  systems.  Because 
the  hollow  portion  of  the  tract  is  long  and 
inaccessible  and  has  multiple  functions  and 
secretory  activities  which  are  quite  variable 
and  influenced  by  both  neurogenic  and 
hormonal  factors  and  because  the  two  major 
organs  that  contribute  to  it  (the  liver  and 
pancreas)  are  solid  and,  consequently, 
relatively  silent  (requiring  study  by  indirec- 
tion), gastrointestinal  function  is  not  yet 
susceptible  to  precise  measurement.  More- 
over, many  of  the  diseases  associated  with  it 
are  chronic  and  recurrent  and,  because  of 
spontaneous  exacerbations  and  remissions, 
it  is  difficult  to  apply  tests  of  precision. 
The  evaluation  of  methods  of  treatment, 
both  critical  and  controlled,  is  difficult. 
This  is  especially  true  in  the  treatment  of 
peptic  ulcer  where  it  is  difficult  to  separate 
valid  conclusions  from  personal  impressions. 
As  a science,  it  receives  very  little  attention 
in  the  physiology  courses  in  many  medical 
schools,  including  my  own.  Furthermore,  I 
know  of  only  one  gastroenterologist  who  is 
professor  and  chairman  of  the  department  of 
medicine,  and  this  appointment  was  made 
just  last  year.  This  has  tended  to  lead 
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younger  investigators  into  other  fields. 
In  recent  years,  in  the  specialty  of  surgery, 
many  of  our  professors  have  become 
interested  in  regions  above  the  diaphragm 
because  of  vital  developments  in  the  thorax 
(the  heart  and  the  lungs),  and,  of  course,  this 
influences  their  fellows,  residents,  and 
students.  Sensing  this  loss  of  status, 
abdominal  surgeons  in  the  past  few  years 
have  been  banding  together  to  form  societies 
of  their  own,  and  they  should  because,  as  we 
all  know,  surgical  procedures  required  in  the 
abdomen  are  not  to  be  taken  lightly.  It  is 
well  for  us  to  remember  that  gastrointestinal 
disease,  both  civilized  and  uncivilized, 
represents  a large  share  of  illness,  and  some- 
how more  emphasis  must  be  placed  on  its 
study. 

Clinical  research 

and  animal  experimentation 

For  these  reasons  and  others,  much  of  our 
present  knowledge  has  accrued  from  clinical 
experience  (as  I suspect  Dr.  Andresen  would 
have  preferred  it)  and  animal  experimenta- 
tion. It  should  be  remembered  that  it  is 
difficult  and  surely  unwise  to  attempt  to 
transfer  the  results  of  animal  experimenta- 
tion to  human  experience.  Clinical  ap- 
plication is  not  always  possible.  As  an 
example,  vagotomy  in  the  rabbit  frequently 
leads  to  the  development  of  peptic  ulcer  of 
the  stomach.  Yet  we  must  all  be  grateful 
for  the  great  contributions  of  experimental 
gastric  surgery  to  our  understanding  of 
gastric  secretion. 

I implied  that  ten  years  ago  I could  under- 
stand gastric  secretion  and  its  relation  to 
peptic  ulcer.  I could  even  diagram  it.  I 
could  say  that  gastric  glands,  like  all  glands 
in  the  body,  were  controlled  by  two  mech- 
anisms, neurogenic  and  hormonal.  In 
1889,  working  with  dogs,  Pavlov  securely 
established  the  role  of  the  vagus  nerve  in 
gastric  secretion.  In  1906,  working  with 
cats,  Edkins  (stimulated  by  the  work  of 
Bayliss  and  Starling  who  in  1902  described 
the  stimulation  of  pancreatic  secretion  by 
the  hormone,  secretin)  postulated  a 
humoral  mechanism  and  named  the  hormone 
“gastrin.”  Using  a diagram,  I could  quite 
simply  show  that  both  forms  of  therapy, 
medical  and  surgical,  having  the  similar  goal 
of  reducing  or  eliminating  hydrochloric  acid, 
had  their  individual  bases  on  the  contribu- 


the causes  of  peptic  ulceration  are  not 
fully  understood.  The  majority  of  patients 
can  be  fairly  well  controlled  by  conventional 
medical  treatment,  consisting  of  a bland 
diet  and  anticholinergic  and  anti-acid  medica- 
ations;  however,  the  recurrence  rate  is  very 
high.  Surgical  intervention  is  necessary  for 
certain  complications;  when  it  is  used 

electively  for  intractability,  the  patients  must 
be  selected  carefully.  Lesser  procedures 
having  their  primary  basis  in  section  of  the 
vagus  nerves  are  recommended  rather  than 
the  widely  practiced  high  gastric  resection. 
Newer  procedures,  such  as  gastric  freezing, 
have  not  been  evaluated  fully  as  yet. 


tions  of  Pavlov  and  Edkins.  Of  course,  like 
everyone  else,  I had  to  say,  “No  matter 
what  the  basic  cause  of  ulcer  might  be, 
hydrochloric  acid  was  a necessary  link  in  the 
chain  of  circumstances  leading  to  its  develop- 
ment,” and  I had  to  ask  myself  the 
questions,  “Why  does  not  the  stomach 
digest  itself?”  and  “What  causes  canker 
sores?”  Many  others  (Hunter,  Bernard, 
Dragstedt,  and  so  forth)  have  sought  the 
answers  to  these  questions. 

There  are  other  disturbing  questions  that 
we  might  ask  ourselves: 

1.  Why  are  ulcers  circumscribed  with 
normal  mucous  membrane  intervening?  We 
know  that  hypersecretion  is  important. 
This  has  been  shown  by  the  work  of  Drag- 
stedt, the  production  of  ulcer  by  the  intra- 
muscular injection  of  slowly  released  hista- 
mine, and  the  so-called  Zollinger-Ellison 
syndrome.  Although  we  emphasize  the 
factor  of  hypersecretion,  there  must  be  the 
factor  of  diminished  tissue  resistance,  but 
this  so  far  has  not  yielded  to  investigation, 
and  we  may  be  inclined  to  underestimate  it. 

2.  An  Englishman  has  asked  “what 
protects  the  Ascaris  and  the  tapeworm, 
while  the  skin  about  a gastric  fistula  is 
readily  digested?” 

3.  Why  is  acid  increased  in  peptic  ulcer 
of  the  duodenum?  If  this  is  owing  to  the 
presence  of  the  ulcer,  then  there  should  be 
variations  in  the  basal  secretion  during 
periods  of  activity  and  inactivity,  and  this  is 
not  so. 

4.  Why  is  the  area  of  the  parietal  cell 
mass  in  the  fundus  of  the  stomach  relatively 
immune  to  ulceration? 


February  15,  1964  / New  York  State  Journal  of  Medicine  501 


5.  And  basically,  we  do  not  know  the 
cause  of  pain  in  ulcer. 

6.  There  are  many  other  disturbing  and 
unanswered  questions. 

The  implications  of  the  diagram,  as  I see 
it,  still  hold.  However,  they  have  become 
far  more  complicated  and  less  understand- 
able because  of  recent  observations  of  both 
clinical  and  experimental  natures.  It  has 
now  been  shown  that  the  older  concept  of 
two  distinct  mechanisms  which  control 
gastric  secretion  must  be  revised  because  of 
the  demonstrated  interrelationship  between 
the  two.  Overlap  is  well  recognized.  The 
two  cannot  be  separated.  For  instance,  now 
we  know  that  the  vagus  nerve  exerts  control 
over  gastrin  release,  and  also  that  gastrin 
must  be  present  and  is  necessary  for  the  re- 
sults of  Pavlov’s  shamfeeding  experiments. 

Yet  there  has  been  some  quickening  of 
interest  in  gastric  physiology,  and  this  is  due 
to  several  factors: 

1.  Obviously,  there  is  always  a natural 
interest  in  increasing  our  knowledge  of 
gastric  physiology  (in  spite  of  so  many 
obstacles). 

2.  Everyone  is  dissatisfied  with  our 
present  methods  of  treatment  of  peptic 
ulcer,  both  medical  and  surgical. 

3.  The  introduction  of  the  adrenocortical 
steroid  hormones  has  shown  that  there  is  a 
second  route  from  the  brain  to  the  stomach. 
Our  clinical  experience  showing  that  these 
hormones  can  reactivate  peptic  ulcer,  cause 
complications  (such  as  hemorrhage  and 
perforation),  and  even  initiate  new  ulcers 
has  stirred  our  interest  in  various  mecha- 
nisms. There  are  the  factors  of  hypersecre- 
tion and  interference  with  wound  healing 
and,  much  more  recently,  some  evidence  to 
show  that  these  agents  interfere  with  the 
production  and  composition  of  mucus  which 
we  all  recognize  as  an  important  protective 
factor  for  the  mucous  membrane  of  the 
stomach. 

4.  The  description  of  the  Zollinger- 
Ellison  syndrome  wherein  certain  pancreatic 
tumors,  both  malignant  and  benign,  lead 
to  the  development  of  a particularly  severe 
and  intractable  peptic  ulcer,  apparently  due 
to  hypersecretion  alone,  where  the  parietal 
cell  mass  is  under  constant  maximal  hor- 
monal stimulation,  has  led  to  the  concept  of 
polyglandular  endocrine  adenomatosis  as  a 
cause  of  “endocrine  ulcer”  due  to  lesions  in 


other  glands.  It  has  been  shown  that  a 
substance  extracted  from  the  pancreatic 
tumor  resembles  closely  the  antral  hormone, 
gastrin,  except  that  it  is  much  more  powerful 
and  stimulates  the  secretion  of  gastric  acid 
but  not  pepsin. 

5.  In  the  wake  of  the  recognized  effects 
of  the  steroid  hormones,  it  is  now  the 
clinical  experience  of  everyone  that  other 
drugs  can  initiate  or  reactivate  peptic  ulcer. 
So  now  we  speak  rather  glibly  of  “phar- 
macologic ulcer”  due  to  a variety  of  drugs 
such  as  the  salicylates,  phenylbutazone, 
reserpine,  colchicine,  and  other  agents,  ( 
especially  vasodilating  drugs,  which  are  all 
presently  under  study  and  may  act  either 
through  increasing  the  secretion  of  hydro- 
chloric acid  or  reducing  tissue  resistance. 

6.  Finally,  the  recognition  that  ulcer 
occurs  more  frequently  in  persons  with  blood 
group  O and  nonsecretors  of  ABH  substances 
in  the  saliva  has  interested  us  in  the  I 
possibility  of  a genetically  determined 
vulnerability  to  the  disease. 


Important  contributions 

To  help  develop  our  present  under- 
standing, it  is  useful  to  recall  important 
historical  markers  along  the  way  in  chrono- 
logic order.  I have  mentioned  the  contri- 
butions of  Pavlov  and  Edkins.  Here  in 
New  York  State  we  cannot  forget  Beaumont. 

1.  In  1881  Billroth  first  used  gastric  re- 
section in  the  treatment  of  gastric  carcinoma, 
and  later  this  procedure  was  adapted  to  the 
treatment  of  peptic  ulcer.  It  was  pop- 
ularized in  this  country  largely  by  the  work 
of  Berg. 

2.  Gastrojejunostomy  was  introduced 
the  same  year  by  Wolfler,  a pupil  of  Billroth, 
for  the  treatment  of  inoperable  cancer  of  the 
pyloric  region,  and  this  was  applied  in  the 
surgical  treatment  of  peptic  ulcer  until  a 
high  recurrence  rate  (34  per  cent)  was 
reported  by  Lewisohon  in  1925. 

3.  Later,  because  some  thought  that  a 
lesser  procedure  would  be  adequate,  simple 
antrectomy  was  tried,  and  this  was  followed 
by  a high  recurrence  rate.  Although  the 
gastrin  factor  had  been  eliminated,  the  more 
important  vagal  factor  remained. 

4.  In  1910  Von  Eiselsberg  introduced 
antral  exclusion,  and  this  operation  was 
popularized  by  Finsterer,  Devine  in 
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Australia,  Ogilivie,  and  Cunha.  The  duo- 
denal ulcer  healed,  but  later  there  was  a high 
recurrence  rate  of  jejunal  or  marginal 
ulceration,  and  it  was  this  observation  that 
led  to  so  much  later  investigative  work  in 
relation  to  gastrin  activity. 

Although  high  gastric  resection  remains 
the  standard  operation  for  intractable  or 
complicated  peptic  ulcer  in  the  major 
portion  of  the  country,  we  all  know  it 
possesses  many  disadvantages  and,  because 
of  these,  in  recent  years  there  has  been  a 
distinct  trend  in  the  direction  of  lesser 
procedures.  First,  of  course,  is  the  ap- 
preciable mortality  rate  which  is  hard  for 
internists  and  prospective  patients  alike  to 
accept.  George  W.  Crile,  M.D.,  once  said, 
“In  the  treatment  of  duodenal  ulcer,  the 
survival  of  the  patient  is  the  most  important 
consideration.”  Although  a figure  of  less 
than  3 per  cent  is  usually  cited,  this  figure  is 
reported  frequently  from  clinics  and  centers 
where  the  gastric  surgery  is  performed  by  a 
select  group  of  specialized  surgeons.  The 
figure  throughout  the  country  is  higher. 
In  1957  Stanley  Hoerr,  M.D.,  reported  on  a 
survey  conducted  in  Ohio  and  was  able  to 
show  that  among  the  best-staffed  hospitals 
in  the  state  the  mortality  rate  from  elective 
gastric  resection  for  chronic  duodenal  ulcer 
was  nearly  5 per  cent.  Recently,  we  re- 
viewed our  own  surgical  experience  at  the 
Buffalo  General  Hospital  (a  teaching  hospi- 
tal) during  the  ten-year  period,  1950  to  1959, 
with  high  gastric  resection  in  intractable 
peptic  ulcer  of  the  duodenum.  Fifty 
surgeons  participated  in  495  operations  and 
the  mortality  was  4.8  per  cent. 

In  addition  to  the  mortality  rate,  there  is  a 
substantial  morbidity  rate.  In  our  study 
there  were  23  per  cent  of  patients  who  had 
postoperative  complications,  and  8 per  cent 
of  all  patients  required  a second  operation. 
For  many  reasons,  the  most  important  being 
the  clinical  climate  in  a particular  com- 
munity which  reflects  itself  in  the  selection  of 
patients,  the  only  conclusion  I could  make 
was  to  say  that  4.8  per  cent  was  the  mor- 
tality rate  we  must  expect  in  gastric  resection 
when  the  type  of  internists  we  have  send  the 
patients  they  do  to  the  kind  of  surgeons  that 
are  operating  in  our  institution.  This  is  an 
accurate  and  incontrovertible  statement, 
but  it  does  not  possess  meaning  in  detail. 
It  may  be  speculated  that,  other  factors 


being  equal,  the  higher  the  mortality,  the 
greater  the  degree  of  success  in  the  survivors. 
Another  accepted  disadvantage  of  gastric 
resection  is  a recurrence  rate  between  3 and 
5 per  cent,  and  this  is  after  an  extensive 
operation.  Achlorhydria  is,  of  course,  the 
goal.  However,  we  achieve  it  in  only  50 
per  cent  of  resections  for  duodenal  ulcer  and, 
if  hydrochloric  acid  is  present  after  the 
operation,  there  is  a 1 in  13  (or  6 per  cent) 
likelihood  of  recurrence.  There  is  also 
“later  on”  morbidity.  The  reservoir 
function  is  lost,  and  there  may  be  dumping, 
failure  to  gain  weight,  and  steatorrhea. 
“Dumping”  is  admittedly  a poor  term. 
Now  I am  sure  that  the  syndrome  exists 
with  its  recognized  physiologic  manifesta- 
tions because  I have  read  about  it  and  all  of 
the  various  explanations  for  it.  In  200 
patients  Elmer  Milch,  M.D.,  and  I have 
seen  only  1 instance  of  dumping,  and  this 
occurred  in  a doctor  in  a narrow  subspecialty 
of  surgery  who,  unaccountably,  must  have 
read  an  article  on  the  subject  somewhere. 
I suppose  there  are  various  possible  reasons 
to  explain  our  failure  to  recognize  this 
frequently  described  complication. 

It  is  possible  that  we  are  doing  something 
wrong  in  Buffalo  of  which  we  are  unaware. 
Perhaps  our  patients  do  not  recognize  the 
possibility  of  having  dumping  symptoms  or, 
out  of  loyalty,  they  are  reluctant  to  tell  us 
about  their  troubles.  I think  there  are  two 
better  explanations.  First  is  the  indication 
for  operation.  Our  patients,  as  you  can  see 
from  the  mortality  and  morbidity  figures, 
have  earned  their  operations,  the  trade  was 
worthwhile,  and  what  they  were  getting  out 
of  was  far  worse  than  anything  they  might 
get  into.  Second,  and  I think  most  impor- 
tant, in  the  postoperative  period  careful 
attention  to  diet  with  frequent  small 
feedings  without  liquids  at  the  same  time 
prevented  the  patients  from  acquiring  such 
symptoms.  I would  suggest  that  the 
symptoms  of  dumping  could  be  deliberately 
produced  in  almost  any  gastrectomized 
individual,  although  I would  be  reluctant  to 
try  to  prove  this.  It  may  be  more  pertinent 
to  ask  not  why  a certain  few  individuals 
dump  but  rather  why  so  many  others  fail  to 
have  these  symptoms.  Last,  perhaps  we 
have  paid  too  little  attention  to  more  far- 
reaching  complications  of  gastric  resection 
than  we  have.  We  were  impressed  with  the 
occurrence  of  new  symptoms  (usually  of  a 
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psychiatric  nature — there  were  3 suicides) 
and  even  structural  disease  such  as  hyper- 
tension, coronary  artery  disease,  and  con- 
nective tissue  disease  some  years  after 
gastrectomy.  In  the  literature  it  has  been 
shown  by  others  that  there  can  be  a transfer 
to  new  symptoms  and  even  new  diseases 
following  “cure”  of  peptic  ulcer  by  removal 
of  the  target  organ  by  gastric  resection. 
This  gain  may  show  the  importance  of  care- 
ful selection  of  patients  and  the  definite 
limitations  of  tampering  too  much  with 
nature. 

Seeking  to  apply  the  physiologic  principles 
enunciated  by  Pavlov,  convinced  of  the 
major  importance  of  the  vagus  nerve  in  the 
pathogenesis  of  ulcer,  and  eager  to  retain  the 
stomach  for  the  patient,  Lester  Dragstedt, 
M.D.,  reemphasized  the  concept  of  vagot- 
omy with  which  we  are  all  familiar.  This 
concept  now  has  been  modified  in  several 
ways,  combining  it  with  either  a drainage 
procedure  (gastrojejunostomy  or  pyloro- 
plasty) or  hemiresection.  And  now  we  even 
have  selective  vagotomy  (Burge)  where  an 
attempt  is  made  to  cut  only  the  gastric  fibers 
preserving  the  pancreatic  fibers  in  an  effort 
to  prevent  what  the  English  call  “pale  mo- 
tions.” For  myself,  I feel  that  it  is  necessary 
to  accept  the  concept  of  vagotomy,  with 
some  drainage  procedure.  We  have  reviewed 
the  considerable  disadvantages  of  high  re- 
section. It  is  to  be  accepted  that  there  will 
be  a substantial  recurrence  rate  after  vagot- 
omy. Certainly,  it  is  far  more  important  to 
allow  the  patient  to  survive  and  have  this  op- 
portunity for  recurrence.  If  it  is  required 
later,  then  resection  can  usually  be  done  as  a 
second  operation.  Our  clinical  interest 
should  center  on  mortality  and  morbidity 
and  not  on  the  incidence  of  recurrence. 
And  after  all,  if  vagotomy  is  recognized  by 
most  to  be  the  treatment  of  choice  for  re- 
current ulceration  following  resection,  is  it 
not  reasonable  to  reverse  the  order  and  make 
vagotomy  the  operation  of  first  choice? 
At  first,  it  would  seem  that  the  combination 
of  vagotomy  and  antrectomy  would  be  a 
reasonable  procedure  because  the  two 
principal  mechanisms  for  the  stimulation  of 
hydrochloric  acid  would  be  removed,  the 
cephalic  phase  by  vagotomy  and  the  gastrin- 
secreting  area  by  antrectomy.  However,  we 
must  remember  that  antrectomy  alone  has 
been  shown  to  be  ineffective  in  preventing 
recurrences.  Moreover,  the  mortality  rate 


for  this  procedure  is  the  same  as  for  high 
resection  because,  of  course,  there  is  the 
same  distal  dissection  involving  the 
duodenum  near  the  ulcer  with  its  associated 
hazards.  Furthermore,  in  the  largest  single 
series  that  I have  seen  (Scott  in  Tennessee), 
dumping  of  some  degree  was  reported  to 
occur  in  25  per  cent  of  patients,  for  reasons 
that  I cannot  understand. 

Antrum  and  gastrin  release 

It  is  now  necessary  to  make  a brief 
digression  in  regard  to  the  antrum  and  the 
mechanisms  of  gastrin  release.  In  recent 
years  ingenuous  experiments  by  Dragstedt’s 
group,  Woodward,  State,  and  Nyhus  have 
helped  to  extend  in  animal  preparations  the 
concept  of  Edkins.  The  antrum  represents 
probably  25  per  cent  of  the  stomach  and 
although  it  is  recognizable  anatomically  in 
dogs,  this  is  not  true  in  the  human  being. 
Morton  Grossman,  M.D.,  prefers  to  call  it 
the  pyloric  gland  area  (PGA).  The  pyloric 
glands  secrete  a mucilaginous  alkaline  juice, 
but  no  dehydrochloric  acid.  Importantly, 
from  this  area  gastrin  is  released  into  the 
blood  stream  where  it  travels  to  the  fundic 
portion  of  the  stomach  to  stimulate  the  se- 
cretion of  hydrochloric  acid  by  the  parietal 
cell  mass.  Experiments  involving  removal 
of  the  antrum,  transplantation  of  the  antrum 
into  the  duodenum  and  into  the  colon,  and 
complete  isolation  of  the  antrum  have  shown 
that  gastrin  release  is  inhibited  by  an  acid 
environment  (pH  of  1.5  or  less)  and  stimu- 
lated by  an  alkaline  environment.  Thus, 
although  it  secretes  no  hydrochloric  acid,  it 
functions  as  an  endocrine  organ.  At  the 
same  time  State,  using  histamine  in  beeswax, 
was  able  to  show  that  the  antrum,  in 
addition  to  its  ability  to  augment  gastric 
secretion  through  the  gastrin  mechanism, 
under  certain  conditions  actually  inhibited 
acid  gastric  secretion,  and  when  left  in 
continuity  with  the  residual  gastric  pouch,  it 
appeared  to  protect  against  histamine- 
induced  ulcers.  It  has  been  shown  that 
gastrin  release  is  stimulated  by  vagal 
nervous  impulses,  locally,  by  certain  agents 
bathing  the  mucosa  of  the  pyloric  gland  area 
(water,  alcohol,  water  extracts  of  meat,  and 
acetylcholine),  and  by  mechanical  stimula- 
tion of  the  PGA  by  distention.  These  local 
effects  can  be  prevented  by  preliminary 
exposure  of  the  mucosa  to  topical  anesthetics 
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and  atropine.  The  inhibition  of  gastrin 
release  is  due  to  acidification.  xA.cid  either 
prevents  the  release  of  gastrin  directly  or  it 
releases  an  inhibitory  hormone  which 
counteracts  the  action  of  gastrin.  Thus,  the 
stimulation  of  acid  secretion  by  gastrin  may 
be  an  autoregulatory  phenomenon,  an 
attractive  but  not  proved  hypothesis.  The 
secretion  of  acid  by  the  parietal  cell  mass  in 
the  fundus  in  response  to  gastrin  leads  to 
inhibition  of  further  gastrin  release.  It 
would  seem,  then,  based  on  this  experi- 
mental work,  that  retention  of  the  antrum  in 
continuity  with  acid-secreting  cells  plus 
vagotomy  would  be  an  important  factor  in 
the  prevention  of  recurrent  peptic  ulceration. 
In  addition,  the  alkaline  mucilaginous 
material  secreted  by  the  pyloric  glands  in 
the  antrum  might  be  expected  to  have  some 
neutralizing  effect.  If  these  experimental 
observations  can  be  transferred  to  human 
experience,  then  vagotomy,  plus  a drainage 
procedure,  would  appear  to  be  the  surgical 
treatment  of  choice. 

Although  it  would  appear  that  the  dis- 
cussion so  far  has  related  primarily  to  the 
consequences  of  animal  experimentation  and 
surgical  treatment,  this  has  been  done 
deliberately  to  accent  our  present  under- 
standing of  the  mechanisms  of  gastric 
physiology  and  the  pathogenesis  of  peptic 
ulceration.  It  should  be  unnecessary  to 
state  that  the  majority  of  patients  with 
peptic  ulcer  of  the  duodenum  respond  fairly 
well  to  well-recognized  concepts  of  medical 
treatment.  Of  course,  these  include  the  use 
of  the  bland  diet  with  frequent  feedings 
and  the  various  anticholinergic  and  antacid 
medications  of  which  there  are  many. 
Here,  perhaps,  more  than  in  any  other 
disease,  it  is  most  important  to  treat  the 
total  patient  rather  than  the  lesion.  This 
requires  patience,  time,  and  effort  rather 
than  undue  emphasis  on  specific  medicines. 
Because  of  the  recurring  nature  of  the 
disease,  newer  methods  of  treatment  are 
constantly  sought  and  introduced  and  tried. 
This  is  a manifestation  of  our  continuing 
dissatisfaction  with  current  methods. 

Now,  during  the  past  year,  gastric  freezing 
has  received  considerable  publicity.  Al- 
though cooling  for  bleeding  ulcer  was  intro- 
duced about  five  years  ago,  freezing  has 
been  used  only  since  1961.  Over  700  cases 
have  been  reported,  although  undoubtedly 


the  method  has  been  used  in  many  more. 
On  the  basis  of  present  evidence,  it  is  far  too 
early  to  determine  the  importance  of 
freezing  in  the  treatment  of  ulcer.  The 
immediate  results  have  been  reported  as 
favorable  in  from  70  to  80  per  cent  of 
patients,  but  this  is  true  of  conventional 
medical  therapy.  There  is  certainly  no 
evidence  as  yet  to  suggest  its  usefulness  in 
the  prevention  of  recurrences.  Most  im- 
portant, the  studies  reported  have  not  been 
controlled  adequately.  Moreover,  the 
method  appears  destructive  to  the  gastric 
mucosa,  and  there  may  be  such  complica- 
tions as  bleeding,  new  ulceration,  and  even 
electrocardiographic  changes.  It  is  safe  to 
say  that  it  will  take  at  least  five  years  to 
evaluate  freezing  therapy  properly.  For  the 
time  being,  it  should  be  regarded  as  experi- 
mental, and  further  studies  should  be  made 
in  a scientifically  controlled  manner  in  a few 
centers  where  a well-designed  research  proj- 
ect of  this  magnitude  can  be  conducted. 

Summary 

Can  this  information,  both  past  and 
present,  be  assembled  in  a way  that  will 
enable  the  active  practitioner  to  approach 
the  problem  of  peptic  ulcer  of  the  duodenum 
with  some  confidence  in  his  understanding? 
I believe  that  it  is  possible  if  we  try  to  agree 
on  just  a few  basic  points.  If  we  are  honest 
in  our  thinking  and  recognize  our  limitations, 
especially  in  the  field  of  gastroenterology 
where  it  has  always  seemed  so  easy  to  stray 
from  the  narrow  path  of  scientific  thinking, 
then  the  following  thoughts  may  help  us  to 
develop  a sound  attitude  or  philosophy 
toward  peptic  ulcer.  I am  quite  aware  that 
certain  of  these  points  are  controversial,  and 
there  should  be  differences  of  opinion,  for  this 
is  the  basis  of  progress. 

1.  As  yet,  progress  in  experimental  re- 
search has  not  been  reflected  in  improving 
the  care  of  the  patient  with  peptic  ulcer. 

2.  We  have  been  discussing  a benign 
disease  which  is  frequent  and  “fashionable,” 
one  which  causes  discomfort  and  disability 
but,  as  a rule,  not  death. 

3.  We  must  agree  that  we  do  not  know 
the  ultimate  cause  of  peptic  ulceration. 

4.  Because  of  the  natural  and  variable 
course  of  the  disease,  it  requires  five  to  ten 
years  to  evaluate  any  form  of  therapy, 
medical  or  surgical,  and  this  will  include 
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freezing. 

5.  There  have  been  no  striking  changes 
in  the  medical  management  of  ulcer  in  many 
years,  in  spite  of  the  introduction  of  so 
many  new  pharmacologic  agents,  both 
anticholinergic  and  antacid.  Any  thera- 
peutic progress  to  date  has  been  achieved 
through  modifications  of  previously  ac- 
cepted medical  and  surgical  forms  of  treat- 
ment. 

6.  We  must  admit  that  no  one  can  heal 
an  ulcer,  and  it  is  probably  impossible  to 
prevent  recurrences.  The  best  we  can  do 
with  our  medical  program  is  to  bring  com- 
fort to  the  patient  and  provide  a more 
favorable  environment,  both  internal  and, 
if  possible,  external,  so  that  natural  forces 
can  heal  the  ulcer.  For  the  time  being,  we 
will  continue  to  employ  the  conventional 
regimen  of  a regular  program  with  bland 
diet  and  accepted  medications,  encourage- 
ment, and  continued  observation.  We  will 
direct  our  efforts  toward  the  patient  with 
the  disease  and  not  the  disease  alone. 

7.  Because  we  are  well  aware  that  almost 
anything  helps  an  ulcer  patient  for  awhile, 
we  must  discipline  our  thinking,  trying  to 
avoid  self-delusion,  and  always  be  mindful  of 
placebo  effect.  Placebo  effect  resides  not 
only  in  medications,  but  also  in  conversation 
and  even  in  surgical  procedures. 

8.  We  must  continue  to  be  alert  to  the 


Rare  chickenpox  complication 

A rare  complication  of  chickenpox  was  re- 
ported in  the  November  30  Journal  of  the  Amer- 
ican Medical  Association. 

Pericarditis  occurred  in  a twenty-five-year- 


harmful  effects  of  so  many  of  the  newer,  as 
well  as  old,  drugs  that  we  commonly  use  in 
the  practice  of  medicine,  especially  in  the 
areas  of  rheumatic  disease  and  hypertension. 

9.  The  majority  of  patients  can  be 
fairly  well  controlled  on  conventional 
medical  treatment,  remembering  that  per- 
haps 60  per  cent  will  have  recurrences  within 
two  years. 

10.  Surgical  intervention  will  be  required 
for  certain  of  the  complications.  When  it  is 
used  electively  for  intractability,  there 
should  be  careful  selection  of  patients,  and 
we  must  weigh  the  advantages  and  dis- 
advantages of  the  “trade.”  I am  certain 
that  the  chances  of  morbidity  will  be  less  if 
we  compel  the  patient,  somewhat  cruelly,  | 
“to  earn”  his  operation. 

11.  Although  so  many  surgeons  seem 
reluctant  to  give  up  high  gastric  resection,  on 
the  basis  of  recently  reported  information 
and  from  my  own  personal  experience,  I feel 
that  as  gastroenterologists  we  are  now  in  a 
strong  position  to  encourage  our  surgical 
colleagues  to  employ  those  lesser  procedures 
which  have  their  primary  basis  in  section  of 
the  vagus  nerves. 

40  North  Street 

Acknowledgment.  I am  indebted  to  so  many  investiga- 
tors, perhaps  to  the  point  of  plagiarism,  that  it  would  require 
far  too  much  additional  space  to  list  their  names  and  impor- 
tant contributions.  The  responsibility  for  interpretation  is 
the  property  of  the  essayist. 


old  man  hospitalized  with  chickenpox  and  mild 
pneumonia.  Evidence  indicated  that  the 
pericarditis  was  not  caused  by  a separate  in- 
fection. It  was  attributed  to  an  excessive  re- 
sponse of  the  body’s  defense  mechanism  to 
chickenpox. 

Only  one  previous  case  of  pericarditis  as- 
sociated with  chickenpox  has  been  reported. 
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Blackman  in  1939, 1 in  studying  some  of 
the  biologic  aspects  of  fruit  storage  proved 
the  life  of  apples  to  be  lengthened  if  they  were 
kept  in  a carbon  dioxide-rich  atmosphere. 

The  United  Fruit  Company,  in  transport- 
ing bananas  from  the  tropics,  discovered 
that  spoilage  and  loss  of  bananas  was  lessened 
if  the  holds  had  an  enriched  concentration  of 
carbon  dioxide.  In  the  aging  of  cheese 
carbon  dioxide  pressure  is  critical. 

At  the  Cold  Spring  Harbor  Symposium 
on  Quantitative  Biology,  convened  in  1940, 
experiments  on  human  blood  preserved  for 
three  weeks  were  announced.2  Flasks  were 
stored  in  an  electric  refrigerator  at  6 C. 
plus  or  minus  2 C.  The  ionic  concentra- 
tions expressed  in  milliequivalents  per  liter 
of  plasma  of  sodium,  potassium,  ammonia, 
chloride,  and  bicarbonate  ions  together  with 
the  pH  of  plasma-citrate  mixture  and  the 
carbon  dioxide  capacity,  expressed  in  vol- 
umes per  cent,  were  closer  to  normal  for 
blood  drawn  into  bottles  filled  with  carbon 
dioxide  than  for  blood  collected  in  the  usual 
manner. 3 

The  reasons  for  these  fundamental  changes 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Pathology,  Clinical  Pathology,  and  Blood  Banking,  May  16, 
1963. 

This  study  was  supported  in  part  by  a grant  from  Abbott 
Laboratories,  Inc.,  North  Chicago,  Illinois. 


experiments  have  shown  that  carbon- 
dioxide-stored  blood  has  closer-to-normal  ionic 
concentrations  of  sodium , potassium,  am- 
monia, chloride,  and  bicarbonate,  pH  of 
plasma-citrate  mixture,  and  carbon  dioxide 
capacity  than  blood  collected  in  the  usual  man- 
ner. A plastic  blood  bag,  Pliapak,  was  shown 
to  be  an  effective  method  of  collection,  and  the 
use  of  dry  ice  in  the  refrigerator  enriches  the 
ambient  air. 


are  obscure.  Normally,  the  concentration 
of  potassium  within  the  intact  red  blood 
cell  is  20  times  that  of  plasma.  In  this  re- 
spect the  erythrocyte  resembles  the  marine 
algae,  Valonia  macrophysa,  in  sea  water  off 
Bermuda. 

At  the  Rockefeller  Institute,  Osterhout 4 ex- 
plains this  higher  concentration  of  potassium 
within  the  cells  as  due  not  to  the  formation 
of  insoluble  potassium  compounds  but  to 
concentration  gradients,  the  latter  depending 
on  partition  coefficients. 

Osterhout’s5  quantitative  studies  on  cell 
sap  of  Valonia  have  revealed  a loss  of  potas- 
sium to  be  associated  with  injury.  Still 
another  factor  which  causes  these  cells  to 
dump  potassium  is  an  increase  in  the  am- 
monia ion  concentration  of  sea  water. 
Jacques6-7  and  Osterhout  demonstrated 
that  if  the  concentration  of  ammonia  in  sea 
water  were  raised  by  such  a small  quantity 
as  0.001  molar,  there  occurs  a rapid  exit  of 
potassium  from  these  cells. 

In  1939,  in  an  experiment  to  demonstrate 
this  effect,  500  cc.  of  blood  were  removed 
from  a voluntary  donor.  The  first  half 
was  collected  in  a graduated  flask  containing 
the  usual  ACD  (anhydrous  citrate  dextrose) 
solution  and  the  remainder  into  an  identi- 
cally shaped  flask  with  the  same  amount  of 
ACD  but  filled  with  carbon  dioxide  from 
dry  ice.  Within  seventy -two  hours  the 
loss  of  potassium  by  diffusion  from  the  red 
cells  in  the  bottle  without  carbon  dioxide 
was  15  per  cent,  while  in  the  flask  filled  with 
carbon  dioxide  this  diffusion  was  only  5 per 
cent.  A second  experiment  with  a similar 
bottle  chilled  to  the  same  temperature  re- 
vealed that  it  was  the  carbon  dioxide  and 
not  the  cooling  which  caused  this  decrease 
in  outward  potassium  diffusion  from  the 
erythrocytes.8 
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FIGURE  1.  Evolution  in  blood  bank  containers 
from  open  to  closed  system  and  from  glass  bottles 
to  plastic  packs. 


Conway  and  Cooke,  in  1939, 9 published 
the  important  discovery  that  carbon  dioxide 
slows  the  formation  of  ammonia.  Carbon 
dioxide  from  dry  ice  achieves  this  retarda- 
tion of  ammonia  in  stored  blood. 

Practical  application  of  carbon  dioxide 

For  seven  years,  1940  to  1946,  all  blood 
collected  at  the  Columbia  Presbyterian 
Medical  Center’s  blood  bank  was  drawn  into 
sterile, hooded,  dumbbell-shaped  flasks,  which 
were  filled  with  carbon  dioxide  filtered 
through  sterile  glass  wool  from  a piped 
wall  supply  above  the  donor  table  immedi- 
ately before  phlebotomy. 

To  the  novice,  blood  samples  so  collected 
and  stored  in  a refrigerator  when  compared 
with  samples  drawn  without  carbon  dioxide 
were  of  far  different  appearance  in  that  the 
supernatant  plasma  was  clear  with  no  he- 
molysis, strings  of  fibrin  and  products  of  de- 
naturation  were  absent,  and  the  red  cell 
mass  was  darker  because  the  hemoglobin 
was  in  a reduced  form. 

The  administration  of  such  blood  was 
easier  because  of  minimal  clogging  of  the 
filter  with  clots. 

The  introduction  of  the  “closed  system” 
in  blood  collection  together  with  the  regula- 
tions of  the  National  Institutes  of  Health 
regarding  blood  for  transfusion  purposes 
made  our  method  obsolete. 

Advent  of  plastic  containers 

John  G.  Gibson,  II,  at  the  Peter  Bent 
Brigham  Hospital  and  Harvard  Medical 
School,  proved  that  blood  collected  and 
preserved  in  plastic  containers  was  superior 
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FIGURE  2.  Diffusion  of  carbon  dioxide  into  plastic 
blood  bags,  performed  by  Cutter  Laboratories, 
Berkeley,  California.  The  diffusion  constants  were 
calculated  for  four  sets  of  conditions. 


TABLE  I.  Determination  of  carbon  dioxide 
transmission  rate  of  plastic  blood  bags 


Millimols  Carbon  Dioxide  per 
Cubic  Centimeter  of  Solution 

42 

112 

160 

Blood  Bag 

Hours 

Hours 

Hours 

Pliapak 

0.0110 

0.0305 

0.0393 

Pliapak 

0.0107 

0.0302 

0.0403 

Experimental 

0.00305 

0 . 00902 

0.0116 

Experimental 

0 . 00293 

0.00890 

0.0116 

Competitor 

0.00330 

0.00957 

0.0130 

Competitor 

0.00305 

0.00964 

0.0123 

to  blood  stored  in  glass  bottles  (Fig.  1). 

The  physical  characterization  of  certain 
plastics  films  allows  carbon  dioxide  to  diffuse 
through  at  different  rates  when  all  other 
parameters  are  the  same.  Both  the  Abbott 
Laboratories  at  North  Chicago  and  the 
Cutter  Laboratories  at  Berkeley,  California, 
were  requested  to  determine  these  diffusion 
constants  for  carbon  dioxide  under  various 
pressures  and  temperatures  for  different 
plastics  used  in  the  manufacture  of  bags  for 
blood  banks  (Fig.  2). 

As  seen  in  Table  I,  the  carbon  dioxide 
diffusion  factor  through  our  plastic  blood 
bag,  Pliapak,  was  determined  at  4 to  6 C. 
and  one  atmosphere  of  carbon  dioxide.  The 
results  are  to  be  reported  as  cubic  centime- 
ters of  carbon  dioxide  per  bag  every  twenty- 
four  hours.  The  bags  were  filled  with  so- 
dium hydroxide,  which  reacts  with  the  avail- 
able carbon  dioxide.  The  amount  of  car- 
bon dioxide  would  be  determined  by  titra- 
tion. 

A trial  run  was  made  to  test  the  procedure 
and  different  normalities  of  sodium  hydrox- 
ide. It  was  found  that  the  most  workable 
results  could  be  obtained  with  0.1  normal 
sodium  hydroxide. 

For  reference,  an  experimental  plastic 
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TABLE  ll.  Diffusion  rates  obtained  in  bag  per 
twenty-four  hours 


Blood  Bag 

Millimols 

Cubic 

Centimeters 

Pliapak 

3.10 

69.4 

Experimental 

0.898 

19.7 

Competitor 

0.976 

21.9 

and  a competitor’s  blood  bag  were  also 
tested.  Two  bags  of  each  material  were 
used.  Each  bag  was  thoroughly  washed  out 
with  distilled  water  and  then  filled  with  500 
cc.  of  0.1  normal  sodium  hydroxide.  The 
six  bags  were  then  suspended  in  a covered 
container  in  which  1 atmosphere  of  carbon 
dioxide  was  maintained.  Each  bag  was 
sampled  after  forty-two,  one  hundred  - 
twelve,  and  one  hundred-sixty  hours. 

A control  blood  bag  of  each  material  was 
filled  with  the  0.1  normal  sodium  hydroxide 
and  placed  in  a nitrogen  atmosphere  for 
one  hundred-sixty  hours.  The  Pliapak  con- 
tributed a small  amount  of  acid  to  the  solu- 
tion, but  the  amount  was  insignificant  com- 
pared with  the  large  amounts  of  carbon  di- 
oxide transmitted.  Table  I shows  the  titra- 
tion results  obtained.  These  are  given 
in  millimols  of  carbon  dioxide  per  cubic  cen- 
timeter of  solution. 

The  averages  of  the  results  shown  in  Ta- 
ble I were  used  to  compute  the  diffusion 
rates  described  in  Table  II. 

From  this  study  we  see  that  carbon  di- 
oxide does  diffuse  through  plastic  films  used 
for  blood  packs,  depending  on  the  formula 
used  in  fabrication. 

By  way  of  practical  application,  dry  ice 
was  introduced  into  the  Jewett  refrigerator. 
Since  October  8,  1962,  varying  amounts 
of  dry  ice  have  been  placed  daily  inside  one 
of  the  Jewett  refrigerators  (Fig.  3). 

During  the  sixty-day  trial,  1,000  pints 
of  blood  were  transfused.  We  now  load  our 
refrigerators  with  20  pounds  of  dry  ice  three 
times  a week  and  use  gas  from  the  cylinder 
when  the  dry  ice  has  sublimated. 

These  blood  samples  stored  in  the  carbon 
dioxide  ice  box  (Fig.  3)  exhibited  some  of 
the  same  characteristics  as  blood  drawn 
into  an  atmosphere  of  carbon  dioxide  by  the 
older  method. 

The  motor  to  the  compressor  in  the  carbon 
dioxide  ice  box  did  not  cycle  as  often  as 
that  in  the  control  refrigerator.  This  is 
because  of  the  addition  of  the  solid  coolant, 
dry  ice  (Figs.  4,  5,  and  6). 


FIGURE  3.  Blood  bank  Jewett  refrigerators.  One 
on  left  has  an  atmosphere  of  carbon  dioxide.  Con- 
trol, on  right,  has  room  air. 


FIGURE  4.  Fractioning  dry  ice  (solid  carbon  di- 
oxide) preparatory  to  weighing. 
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FIGURE  5.  Weighing  daily  amount  of  dry  ice  before 
placing  on  top  shelf  of  refrigerator. 


More  studies  are  underway.  These  in- 
clude survival  studies  of  tagged  red  cells 
in  identical  twins  from  blood  stored  in  car- 
bon dioxide  versus  its  control,  and  also  os- 
motic fragility  curves. 

Comment 

One  important  aspect  of  blood  drawn  into 
carbon  dioxide  is  the  retardation  of  ammonia 
formation.  It  has  been  established  that 
when  ammonia  concentration  increases, 
banked  blood  becomes  less  stable  and  com- 
mences to  deteriorate  earlier. 

Clinically,  there  is  good  indication  for 
transfusing  blood  collected  in  carbon  dioxide, 
with  its  low  ammonia  and  low  potassium 
content;  for  example,  into  cirrhotic  patients 
with  a pecubar  encephalopathy  syndrome, 
a state  also  observed  after  some  portacaval 
shunting  operations. 

Whether  or  not  carbon  dioxide  penetration 
of  plastic  blood  packs  achieves  beneficial  re- 
sults is  under  study. 


FIGURE  6.  Temperature  control  by  Briston  record- 
ing device.  When  using  dry  ice,  frequent  inspec- 
tion is  necessary  to  avoid  freezing. 


Summary 


A simple  method  of  increasing  the  carbon 
dioxide  pressure  in  bank  blood  is  presented. 
Dry  ice,  the  source  of  carbon  dioxide,  placed 
in  the  refrigerator  enriches  the  ambient 
air  effectively  at  little  cost.  Carbon  diox- 
ide from  a cylinder  is  another  method  offered 
which  has  some  advantages. 


Conclusion 

A new  method  of  enhancing  blood  preser- 
vation with  carbon  dioxide  is  presented.  The 
reasons  for  such  procedures  are  outlined. 
Supporting  studies  are  cited. 


References 

1.  Blackman,  V.  H.:  Some  biological  aspects  of  the  stor- 
age of  fruit,  Sci.  Progr.  33:  417  (1939). 

2.  Scudder,  J.,  and  Smith,  M.:  Studies  in  blood  preserva- 
tion: the  effect  of  carbon  dioxide  upon  concentration  of 

sodium,  potassium,  ammonia,  chloride  and  bicarbonate  ions 
in  plasma,  Sympos.  Quant.  Biol.  8:  269  (1940). 

3.  Scudder,  J.,  Drew,  C.  R.,  Tuthill,  E.,  and  Smith,  M.  E.: 
Newer  knowledge  of  blood  transfusions.  Bull.  New  York 
Acad.  Med.  17:  373  (1941). 

4.  Osterhout,  W.  J.  V.:  The  absorption  of  electrolytes  in 
large  plant  cells,  Botan.  Rev.  2:  283  (1936). 

5.  Idem:  Some  Fundamental  Problems  of  Cellular 

Physiology,  New  Haven,  Yale  University  Press,  1927. 

6.  Jacques,  A.  G.:  The  accumulation  of  electrolytes. 

IX.  Replacement  of  ammonia  by  sodium  and  potassium, 
J.  Gen.  Physiol.  21:  665  (1937-1938). 

7.  Idem : The  accumulation  of  electrolytes.  III.  Be- 

havior of  sodium,  potassium  and  ammonia  in  Valonia,  ibid. 
14:  301  (1930). 

8.  Scudder,  J.:  Shock  Blood  Studies  as  a Guide  to 

Therapy,  Philadelphia,  J.  B.  Lippincott  Co.,  1940. 

9.  Conway,  E.  J.,  and  Cooke,  E.:  Blood  ammonia,  Bio- 
chem.  J.  33:  457  (1939). 


510  New  York  State  Journal  of  Medicine  / February  15,  1964 


CONFERENCE 


Long  Island  Jewish  Hospital 
New  Hyde  Park,  New  York 

Perinatal  Morbidity 
and  Mortality 

Chairman  and  Moderator 

SAMUEL  KARELITZ,  M.D.,  Chief  of  Pediatrics 

Panelists 

HEDDA  ACS,  M.D.,  Chief  Resident,  Department  of  Pediatrics 
JAMES  I.  BERKMAN,  M.D.,  Pathologist  and  Chief  of  Laboratories 
ALEXANDER  H.  ROSENTHAL,  M.D.,  Chief  of  Obstetrics  and  Gynecology 
SYLVAN  SURKS,  M.D.,  Chief  of  Anesthesiology 


Case  presentations 

Hedda  Acs,  M.D.:  Case  1.  A three- 
week-old  white  female  was  admitted  to  the 
hospital  because  of  intermittent  jaundice 
since  the  age  of  five  days.  The  baby,  the 
third  living  child,  was  born  after  thirty-three 
weeks  gestation.  The  birth  weight  was  4 
pounds  13  ounces.  The  Apgar  score  was  10. 
The  mother  is  twenty -four  years  old.  She 
had  received  9 microcuries  of  radioactive 
iodine  for  her  hyperthyroidism  about  two 
weeks  prior  to  conception.  She  developed 
progressive  exophthalmos  during  the  latter 
part  of  her  pregnancy. 

The  infant  received  2.5  mg.  of  vitamin  K 
at  birth  and  5 mg.  on  the  first  day  of  fife. 
Oxygen  was  used  for  forty-eight  hours  be- 
cause of  respiratory  distress.  An  enlarged 
palpable  thyroid  was  noted,  but  there  was 
no  apparent  obstruction.  The  baby  got 
oxytetracycline  (Terramycin)  12.5  mg.  and 
penicillin  100,000  units  daily  for  three  days. 
Dextrose  water  feedings  were  started  on  the 
third  day  and  formula  feedings  on  the  fourth. 
The  stools  were  normal  in  color  and  quan- 
tity. Jaundice  appeared  on  the  fifth  day  of 
life  and  after  two  weeks  was  again  noted  and 
seemed  to  increase.  The  stools  were  fight 
yellow  and  the  urine  normal  in  color.  The 
temperature  was  normal.  The  feedings 
had  been  increased  regularly  to  230  calories 
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per  kilogram,  but  the  infant  had  not  regained 
its  birth  weight  and  weighed  4 pounds,  4.5 
ounces  at  three  weeks  of  age.  The  activity 
and  cry  were  good.  On  admission  the  infant 
was  poorly  nourished  and  markedly  jaun- 
diced. The  weight  was  4 pounds,  10  ounces, 
and  length  46  cm.;  both  were  under  the 
third  percentile.  A firm  smooth  symmetrical 
enlargement  of  the  thyroid  gland,  about 

2 to  3 cm.  in  diameter,  was  apparent.  The 
baby  was  “wide-eyed.”  The  lungs  were 
clear  to  percussion  and  auscultation.  The 
respirations  were  regular,  48  per  minute. 
The  apical  rate  was  152  per  minute  and 
regular.  Both  the  fiver  and  spleen  were  en- 
larged 3 cm.  under  the  costal  margin  and 
firm  in  consistency.  The  clitoris  was  en- 
larged. There  was  no  murmur,  no  edema, 
and  no  umbilical  hernia.  The  baby  had  a 
good  Moro  and  sucking  reflex. 

Laboratory  findings.  The  initial  studies 
revealed  a hemoglobin  of  17.3  Gm.  per  100 
ml.;  hematocrit  53;  white  blood  count 
9,400,  with  37  per  cent  segmented  cells,  1 
per  cent  bands,  60  per  cent  lymphocytes,  1 
per  cent  monocytes,  and  1 per  cent  eosino- 
phils. The  reticulocytes  were  1.6  per  cent. 
The  urine  contained  bile;  the  urobilinogen 
test  result  was  positive  in  1:4  dilution.  The 
stool  did  not  contain  bile.  The  serum 
bilirubin  was  22  mg.  per  100  ml.,  all  direct. 
The  cephalin-cholesterol  flocculation  test 
result  was  zero  at  twenty-four  hours  and 

3 plus  at  forty-eight  hours.  The  baby’s 
blood  group  was  A Rh  positive;  the  Coombs 
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test  finding  was  negative;  the  transaminase 
was  7.182  units,  total  cholesterol  410  mg. 
per  100  ml.,  total  protein  6.4  Gm.  per  100 
ml.,  with  4 Gm.  albumin;  the  alkaline  phos- 
phatase was  44  King-Armstrong  units; 
the  calcium  9.3  mg.  per  100  ml.;  the  phos- 
phorus 5.5  mg.  per  100  ml.;  the  blood  culture 
was  negative;  the  VDRL  test  gave  negative 
results;  and  thyroxin  iodine,  done  at  the 
Bio-Science  Laboratories,  California, 
showed  16.8  micrograms  per  100  ml.,  the 
normal  adult  value  being  3.2  to  6.4  micro- 
grams. Roentgenograms  revealed  well- 
formed  distal  femoral  epiphysis.  A faint 
shadow  of  the  proximal  femoral  epiphysis 
could  be  identified.  The  chest  roentgeno- 
gram showed  an  atypical  pulmonary  density 
in  the  upper  field  of  the  left  lung.  The 
electrocardiogram  revealed  sinus  rhythm,  a 
heart  rate  of  108  per  minute,  slightly  de- 
creased voltage  throughout  the  standard 
leads,  and  slight  delay  in  intrinsicoid  deflec- 
tion in  VI. 

Management.  The  baby  was  always  hun- 
gry, took  120  to  160  calories  per  kilogram 
very  well.  One-eighth  grain  (8  mg.)  of 
thyroid  was  given  per  os  daily  during  the 
first  two  weeks  of  hospitalization.  Predni- 
sone was  given  in  an  attempt  to  relieve  the 
hepatic  obstruction:  7.5  mg.  a day  for  five 
days,  then  5 mg.  for  thirteen  days,  and 
2.5  mg.  a day  for  the  next  nineteen  days. 
Two  weeks  after  admission  she  weighed  5 
pounds,  3 ounces.  The  jaundice  was  less 
pronounced.  The  struma,  the  liver,  and  the 
spleen  were  unchanged  in  size.  The  bilirubin 
had  decreased  to  9.8  mg.  per  100  ml.  total, 
mostly  direct.  The  cephalin  flocculation  was 
zero  after  twenty -four  hours  and  1 plus  after 
forty-eight  hours.  The  stool  contained  bile. 
The  urinalysis  gave  negative  findings,  and 
the  blood  count  was  unremarkable. 

As  the  baby’s  weight  gain  was  not  satis- 
factory and  she  seemed  to  be  hyperactive 
and  very  hungry,  the  infant  was  fed  on 
demand.  She  reached  an  intake  of  200  to 
250  calories  per  kilogram  with  approximately 
16  Gm.  of  protein  per  kilogram  per  day. 
Three  and  a half  weeks  after  admission  the 
baby  had  an  episode  of  vomiting  and 
diarrhea  with  dehydration.  The  carbon 
dioxide  was  13.6  mM.  per  liter,  sodium  143 
mEq.  per  liter,  and  the  chloride  was  110 
mEq.  per  liter.  Intravenous  fluid  therapy 
was  started  and  feedings  introduced  very 
slowly  with  an  increase  of  10  calories  per 


kilogram  per  day  until  we  reached  the  120 
calories  per  kilogram  level. 

After  the  results  of  the  thyroxin  iodine 
studies  became  known,  Lugol  solution,  6 
drops  a day,  was  started  and  maintained 
throughout  the  hospital  stay.  The  baby 
improved  slowly.  The  struma  seemed  to  be 
smaller  in  size,  the  jaundice  disappeared, 
and  she  gained  1 pound  the  last  two  weeks 
in  the  hospital.  A protein-bound  iodine 
test  done  one  month  after  admission  showed 
13.6  micrograms  per  100  ml. 

She  was  discharged  fifty-seven  days  after 
admission,  her  weight  being  5 pounds,  13.5 
ounces,  her  length  52  cm. 

The  patient  was  seen  in  the  outpatient 
department  two  weeks  after  discharge. 
She  had  gained  1.5  pounds.  The  liver  and 
spleen  were  still  palpable  and  the  struma 
unchanged.  She  was  kept  on  the  Lugol 
solution  and  was  seen  once  more  at  the  age 
of  five  months,  at  which  time  she  weighed 
11  pounds,  9.5  ounces,  and  she  grew  3 cm. 
The  liver  edge  and  spleen  tip  were  felt;  the 
struma  appeared  to  be  smaller.  The  total 
bilirubin  was  0.7  mg.  per  100  ml.,  the  ceph- 
alin flocculation  result  was  zero  after 
twenty-four  hours  and  trace  after  forty- 
eight  hours;  the  transaminase  was  76 
units;  the  alkaline  phosphatase  was  15.5 
King-Armstrong  units;  and  the  thymol 
turbidity  6.7  units.  The  Lugol  solution 
was  discontinued. 

We  considered  the  possibility  at  first 
that  our  patient  had  hypothyroidism  for 
which  the  Vs  grain  of  dessicated  thyroid 
was  given.  However,  the  clinical  picture — 
a hyperactive  baby  with  a ravenous  ap- 
petite and  very  slow  weight  gain,  plus  the 
results  of  the  thyroxin  iodine  and  protein- 
bound  iodine  tests — all  pointed  to  the  fact 
that  the  infant  suffered  from  hyperthy- 
roidism. The  radioactive  iodine  which  the 
mother  received  about  two  weeks  before 
conception  probably  did  not  harm  the 
infant  directly,  as  the  thyroids  do  not 
develop  fully  before  the  eighth  fetal  week, 
and  the  half-life  of  the  radioactive  iodine  is 
eight  days.  The  thyroid-stimulating  hor- 
mone production  of  the  mother  might  have 
increased  during  the  pregnancy.  We  know 
that  she  developed  exophthalmos  in  the 
second  part  of  her  pregnancy.  The  excess 
amount  of  circulating  thyroid -stimulating 
agent  might  cross  the  placental  barrier 
and  can  be  the  responsible  factor  of  the 
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hyperthyroidism  in  the  baby.  Neonatal 
thyrotoxicosis  was  described  by  a few 
authors,  and  the  report  by  Javett  et  al.1 
gives  a detailed  summary  of  several  cases, 
but  in  their  infants  the  hyperthyroidism 
was  not  complicated  by  jaundice,  although 
liver  and  spleen  enlargement  was  found  in 
all  of  them.  Skelton  and  Gans2  describe 
2 infants  whose  mothers  were  persistently 
exophthalmic  after  thyroidectomy.  Both 
babies  were  male  infants  with  struma  and 
increased  thyroid  function  with  an  ob- 
structive type  of  jaundice.  Both  infants 
died  and  the  postmortem  examinations  re- 
vealed uniformly  enlarged  hyperplastic  thy- 
roids containing  no  colloid.  The  livers  were 
large  with  early  cirrhotic  changes,  portal 
fibrosis,  and  regeneration  of  the  bile  ducts. 

Thyroxin  is  known  to  be  toxic  to  the  liver, 
and  it  is  conceivable  that  in  a young  pre- 
mature infant  it  is  likely  to  produce  liver 
damage. 

Case  2.  A fifty-five-hour-old  white  male 
infant  was  admitted  to  the  Long  Island 
Jewish  Hospital  because  of  persistent  and 
increasing  jaundice  present  since  birth. 
The  baby  was  born  by  spontaneous  delivery 
after  thirty-four  weeks  gestation  (birth 
weight  4 pounds,  6.5  ounces)  to  a twenty- 
nine-year-old  gravida  4,  para  4.  She  has 
three  daughters  who  were  products  of  full- 
term  pregnancies  and  are  living  and  well. 
The  mother’s  blood  group  was  A Rh  posi- 
tive with  no  past  history  of  hemolytic  disease 
or  sensitization.  The  mother  is  known  to 
have  been  exposed  to  German  measles  in  her 
second  month  of  pregnancy.  Between  the 
third  and  the  sixth  months  the  mother  was 
noted  to  have  lymphadenopathy.  The 
laboratory  findings  were  suggestive  of  in- 
fectious mononucleosis,  but  this  diagnosis 
was  not  firmly  established.  A skin  rash  was 
not  present.  She  received  several  doses  of 
unknown  amounts  of  gamma  globulin. 

On  admission  the  baby  was  deeply  jaun- 
diced. The  temperature  was  102.4  F.  The 
skin  was  covered  with  ecchymoses  and 
petechiae.  The  liver  was  3 cm.  below  the 
costal  margin;  the  spleen  was  enlarged  by  5 
cm.,  firm,  and  occupied  most  of  the  left 
upper  quadrant.  Abnormalities  of  both 
eyes  were  noted;  the  lenses  were  not  visible, 
and  the  iris  was  incomplete  bilaterally. 
The  respirations  were  irregular  and  shallow. 
The  heart  sounds  were  clear. 


Laboratory  findings.  The  hemoglobin  was 
17.3  Gm.  per  100  ml.;  hematocrit,  60; 
white  blood  count  14,100,  with  reticulocytes 
4,  bands  1,  segments  9,  lymphocytes  79, 
monocytes  4,  and  eosinophils  3 per  cent; 
platelets  15,000,  with  recticulocytes  12.8  per 
cent,  and  59  nucleated  red  blood  cells  to  100 
white  blood  cells.  The  infant’s  blood 
group  was  A positive,  and  direct  and  indirect 
Coombs  tests  gave  negative  findings.  The 
total  bilirubin  was  25.4  mg.  per  100  ml.,  6 
mg.  per  100  ml.  per  minute,  indirect  17.9 
mg.  per  100  ml.,  blood  urea  nitrogen  40  mg. 
per  100  ml.,  and  chloride  116  mEq.  per  liter. 
Urinalysis  showed  clumps  of  epithelial  cells 
and  occasional  white  blood  cells.  No 
cytomegalic  inclusion  bodies  were  seen. 
The  bone  marrow  revealed  absence  of 
megakaryocytes,  a striking  erythroid  re- 
sponse, and  some  inhibition  of  myeloid 
activity.  The  blood  clot  was  of  poor  quality. 
A roentgenogram  of  the  chest  was  not  re- 
markable, but  that  of  the  abdomen  showed 
calcified  meconium  in  the  peritoneal  cavity, 
splenomegaly,  and  absence  of  filling  of  colon. 
The  infant’s  condition  deteriorated  rapidly, 
and  in  spite  of  intravenous  plasma  infusion 
and  steroid  administration  the  baby  ex- 
pired seven  hours  after  admission. 

Postmortem  findings.  Blood  was  drawn 
for  studies  immediately  after  death,  and  the 
following  results  were  obtained.  A blood 
culture  was  negative;  total  bilirubin  10.6 
mg.  per  100  ml.  at  3 mg.  per  minute,  indirect 
6.7  mg.  per  100  ml. ; carbon  dioxide  14.4  mm. 
per  liter,  chloride  102  mEq.  per  liter; 
transaminase  55;  sodium  142  mEq.  and 
potassium  10.4  mEq.  per  liter;  thymol 
turbidity  1.3  units;  uric  acid  7.5  mg.  per 
100  ml.;  and  cephalin  flocculation  1 plus  in 
twenty -four  and  2 plus  in  forty-eight  hours. 

The  mother’s  blood  was  examined  by 
Heinz  F.  Eichenwald,  M.D.,  at  the  New 
York  Hospital.  The  dye  test  for  toxo- 
plasmosis antibodies  gave  positive  results  in 
1 : 1,224  dilution,  supporting  the  diagnosis  of 
congenital  toxoplasmosis  in  the  infant. 

At  autopsy  extensive  focal  cerebral 
necrosis  and  calcification  were  found.  Ex- 
tensive extramedullary  erythropoiesis, 
hepatosplenomegaly,  jaundice  with  dissem- 
inated petechiae,  and  focal  myocarditis  were 
present. 

The  clinical  picture  simulated  that  of  the 
hemolytic  disease  of  the  newborn. 

Comment.  Three  such  cases  were  de- 
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scribed  by  Bain,  et  al.z  In  each  instance 
the  diagnosis  of  hemolytic  disease  of  the 
newborn  was  entertained,  but  each  was  found 
to  have  congenital  toxoplasmosis.  Two  of 
these  infants  were  stillborn,  and  the  third 
died  soon  after  birth. 

Feldman4  in  his  review  article  points  out 
that  the  incidence  of  congenital  toxo- 
plasmosis is  higher  in  premature  births.  In 
141  cases,  27  per  cent  were  premature,  and  the 
mortality  rate  was  20  per  cent  in  that  group 
compared  with  7 per  cent  in  full-term  babies 
with  the  disease. 

The  disease  in  the  mother  can  be  un- 
noticed; sometimes  it  presents  an  afebrile 
lymphadenopathy.  During  the  parasitemia 
an  infected  locus  can  be  produced  in  the 
placenta  permitting  parasites  to  cross  into 
the  fetal  circulation  and  thus  infect  the 
fetus.  Mothers  with  babies  so  afflicted  have 
high  antibody  titers  in  the  dye  test  and  of 
complement-fixing  antibodies.  In  our  case 
these  high  levels  provided  strong  evidence 
of  the  diagnosis. 


References 

1.  Javett,  S.  N.,  Senior,  B.,  Braudo,  J.  L.,  and  Heymann, 
S.:  Neonatal  thyrotoxicosis.  Pediatrics  24:  65  (July)  1959. 

2.  Skelton,  M.  O.,  and  Gans,  B.:  Congenital  thyrotoxi- 
cosis hepatosplenomegaly  and  jaundice  in  two  infants  of 
exophthalmic  mothers.  Arch.  Dis.  Child.  30:  460  (1955). 

3.  Bain,  A.  D.,  et  al .:  Congenital  toxoplasmosis  simulat- 
ing haemolytic  disease  of  the  newborn,  J.  Obst.  & Gynaec. 
Brit.  Emp.  63:  826  (1956). 

4.  Feldman,  H.  A.:  Toxoplasmosis,  Pediatrics  22:  559 
(1958). 


Pathology 

James  I.  Berkman,  M.D.:  You  will 

recognize  that  the  cases  that  have  been 
chosen  are  both  uncommon  in  the  pathol- 
ogist’s experience  as  well  as  in  that  of  the 
clinician. 

Case  1.  I have  no  pathologic  material 
from  the  first  case  to  demonstrate  because, 
as  you  know,  this  infant,  an  example  of 
presumed  congenital  thyrotoxicosis,  sur- 
vived, which  is  most  remarkable. 

I would  emphasize  again  that  these  cases 
have  been  chosen  to  raise  questions  for  dis- 
cussion stemming  from  antenatal  trans- 
placental transmission  of  agents  which  may 
affect  the  fetus.  Cases  of  congenital  thyro- 
toxicosis, of  course,  are  known  to  occur. 
They  are  most  bizarre,  and  I am  certain  that 


my  colleagues  on  the  panel  will  have  more 
to  say  about  the  possible  transmission  of 
thyroid-stimulating  factors,  thyrotropin, 
atypical  factors,  and  so  forth  across  the 
placenta  and  the  effect  on  the  thyroid  or  the 
formation  of  a goiter  in  this  child  and  his 
subsequent  course. 

However,  I might  make  brief  reference  to 
the  jaundice  in  this  baby  and  to  the  liver  dis- 
ease. While  we  really  do  not  know  what  was 
going  on  in  this  baby’s  liver,  there  is  good  evi- 
dence from  the  clinical  data  that  his  liver  was, 
indeed,  affected.  Certainly  we  know  that  one 
of  the  effects  of  excessive  thyroid  hormone 
is  on  the  liver,  at  least  by  analogy  to  what  is 
known  of  what  may  happen  in  the  hyper- 
thyroid  adult  and  in  the  experimental  an- 
imal. There  may  be  direct  cytotoxic  actions 
and  secondary  effects  on  circulation,  with 
congestive  heart  failure  and  an  impact  too 
on  the  nutrition  of  liver  cells.  The  charac- 
teristic pathologic  features  of  the  liver  which 
occur  with  thyrotoxicosis  are  reflected  in 
glycogen  depletion,  fatty  infiltration,  and 
liver  cell  necrosis,  presumably  permitting 
scarring  of  the  liver  to  develop  eventually 
and,  if  you  will,  cirrhosis. 

Case  2.  With  reference  to  the  second 
case,  the  case  of  congenital  toxoplasmosis, 
you  will  recognize,  again,  that  we  are  not 
dealing  with  the  more  common  form  of  a 
relatively  uncommon  congenital  infection. 

The  clinical  course  of  this  baby  during  its 
short  life  simulated  that  of  a child  with 
erythroblastosis  fetalis.  I believe  you  were 
given  the  information  that  the  Coombs  test 
result  was  negative.  This  is  a major  clue, 
permitting  recognition  of  a disease  that  is 
remarkably  similar  to  the  condition  re- 
sulting from  sensitization  to  one’s  own 
agglutinins.  I would  suspect  that  only 
from  the  results  of  the  Coombs  test  can  these 
entities  be  separated  during  life. 

At  autopsy  the  situation  is  a bit  different. 
I would  like  now  to  describe  what  the 
autopsy  in  this  baby  did  show. 

Autopsy  findings.  This  was  a little  baby. 
It  weighed  about  1,600  Gm.  and  certainly 
by  weight  was  premature.  Its  skin  had  a 
peculiar  yellow  discoloration:  the  jaundice. 
The  blotches  which  were  seen  over  the  skin, 
face,  and  torso  were  not  artifactual  discolora- 
tions. This  child’s  skin  was  literally  covered 
with  discrete  and  confluent  petechiae  and 
with  ecchymoses.  When  the  body  cavities 
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were  opened,  an  enlargement  of  the  liver 
and  most  particularly  of  the  spleen  was 
found.  The  liver  was  increased  about  twice 
over  normal  weight;  the  spleen  weighed  60 
Gm.  In  a baby  of  this  size  one  would 
anticipate  that  the  spleen  should  normally 
weigh  about  5 Gm.  The  enlarged  liver  and 
spleen  had  pushed  the  intestines  well  down 
into  the  pelvic  cavity.  Incidentally,  there 
were  petechiae  over  the  lungs,  over  the  peri- 
cardium, and  over  all  serosal  surfaces. 
Similar  bleeding  points  were  found  through- 
out mucosal  surfaces. 

When  the  cranial  cavity  was  opened,  it 
became  apparent  that  the  brain  was  pan- 
caked and  deeply  jaundiced.  From  its 
interior,  when  the  calvarium  was  removed, 
about  300  cc.  of  deep  amber  fluid  and 
necrotic  debris  were  released  through  in- 
advertent tears  in  the  cerebral  substance. 

The  brain  weighed  about  95  Gm.  As 
you  know,  there  is  considerable  variability  in 
the  normal  weights  of  brains.  Usually  they 
are  bigger  than  we  expect  them  to  be  for  the 
size  of  a baby.  In  this  infant  one  might 
have  expected  the  brain  to  weigh  about  250 
Gm.  The  reason  for  the  decreased  brain 
weight  became  obvious  when  the  brain  was 
sectioned.  In  the  distorted  cerebrum  the 
ventricles  were  greatly  dilated,  and  the 
cerebral  mantle  was  reduced  to  a thin  shell. 
The  deep  yellow  jaundice  of  the  basal 
ganglia  as  well  as  of  the  cortex,  and  the 
white  substance  throughout  was  obvious. 
In  addition  we  found  peculiar  zones  of  lique- 
faction of  brain  tissue  and  chalky  para- 
ventricular areas  of  necrosis.  Except  for 
the  jaundice,  these  are  rather  characteristic 
findings  in  a brain  severely  damaged  by 
congenital  toxoplasmosis. 

Our  histologic  findings  in  the  brain  in- 
cluded, in  addition  to  the  thrombi  in  many 
vessels,  very  evident  nonspecific  mononuclear 
inflammatory  response  in  the  meninges  and 
focal  necrosis  in  the  cerebral  substance. 
There  was  further  progression  of  this  process. 
Where  once  there  had  been  cortical  substance, 
only  inflammatory  granulation  tissue  of  a 
very  exuberant  kind  remained.  Peculiar 
little  fragments  of  blue-staining  material 
that  looked  like  nuclear  debris  could  be 
seen.  There  were  also  zones  of  calcification, 
as  is  usual.  Other  nuclear  material  at  first 
looked  like  dust. 

The  leptomeninges  showed  severe  in- 
flammation, for  actually  when  this  protozoan 


gets  into  the  brain,  meningoencephalitis  is 
established. 

We  found  what  appeared  to  be  free  forms 
of  toxoplasma  in  the  tissues,  with  the  charac- 
teristic forms  of  this  parasite  apparently 
bursting  out  of  a pseudocyst.  There  were 
also  typical  encysted  forms  of  toxoplasma. 
These  structures,  in  conjunction  with  the 
remainder  of  the  story,  are  obviously  diag- 
nostic of  this  disease. 

The  liver  demonstrated  tremendous 
extramedullary  erythropoiesis  with  red  cell 
forms  which  had  compressed  and  almost 
displaced  liver  tissue. 

Comment.  For  the  pathogenesis  or  the 
pathway  of  transmission  of  this  peculiar  in- 
fection we  can  fall  back  on  evidence  adduced 
by  others.  You  will  recall  that  it  was  only 
in  1937  that  the  first  case  of  proved  con- 
genital infection  by  this  protozoan  was  de- 
scribed by  Wolf  and  Cowen.1  A few  years 
later  the  actual  presence  within  the  placenta 
of  such  parasites  was  demonstrated  by 
Beckett  and  his  colleagues.2  Since  then 
there  have  been  sufficient  demonstrations  of 
this  phenomenon  to  make  it  evident  that  the 
pathway  for  antenatal  infection  is  across  the 
placenta.  I should  like  to  point  out  that 
ascending  pathways  through  the  placental 
membranes  are  far  more  commonly  asso- 
ciated with  ordinary  neonatal  infection  and 
are  far  more  important  for  us  as  causes  of 
disease  and  death  in  newly  born,  particularly 
premature,  infants.  However,  there  is  un- 
equivocal evidence  that  transplacental  hema- 
togenous transmission  of  a variety  of  in- 
fectious agents  from  the  mother  to  the  fetus 
occurs,  and  these  agents  may  include, 
periodically  but  rarely,  ordinary  bacteria. 
We  are  more  familiar  with  this  pathway  in 
the  case  of  viruses  ranging  from  the  herpes 
virus  through  the  Coxsackie  group  and  small- 
pox virus.  Fungi  have  been  seen  almost  in 
transit.  Certainly  in  the  days  of  syphilis 
this  pathway  was  frequently  reflected  and  I 
guess  still  is.  The  transmission  of  toxo- 
plasmosis and  of  malaria  is  well  known,  and 
even  on  very  rare  occasions  transplacental 
transmission  of  cancer  cells  has  occurred. 
This  pathway  exists  and  is  used  periodically, 
almost  as  though  these  agents  were  in  search 
of  a home. 
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Placental  transmission 

Alexander  H.  Rosenthal,  M.D.:  The 

subject  for  this  joint  conference  was  selected 
by  Samuel  Karelitz,  M.D.,  and  it  is  indeed 
a good  choice,  for  the  2 cases  which  have 
been  presented  are  concerned  with  the 
placenta  as  an  organ  of  transfer  between  the 
mother,  an  individual  whose  care  lies  within 
the  domain  of  the  obstetrician,  and  the 
baby,  whose  fate  is  largely  the  responsibility 
of  the  pediatrician.  For  my  part  of  this 
panel  discussion,  I shall  first  comment  on 
placental  transmission  in  general  and  then 
briefly  on  the  2 patients  presented  this 
afternoon. 

Structure  and  function.  Now,  in 
regard  to  the  structure  and  function  of 
mammalian  placentas,  it  would  be  well  to 
remember  that  they  are  not  all  alike1;  and 
because  the  human  placenta  differs  from 
that  of  most  animals,  placental  function  in 
man  cannot  be  accurately  determined  by 
animal  experimentation;  therefore  great 
caution  should  be  exercised  in  transferring 
to  human  physiology  conclusions  which  are 
derived  from  observations  on  animals.  The 
transfer  of  immunity  to  certain  diseases  is 
an  excellent  example  of  the  species  differences 
in  the  placental  barrier  between  the  maternal 
and  fetal  bloods.  In  the  human  being 
immune  bodies  are  transferred  from  mother 
to  fetus  through  the  chorionic  villi,  while  in 
the  cow  the  offspring  is  born  without  such 
immunity  but  obtains  its  protection  by  tak- 
ing the  globulin-rich  breast  secretion.  Ac- 
cordingly, it  is  not  necessary  for  the  new- 
born human  being  to  take  the  colostrum  or 
early  secretion  of  its  mother’s  breast  to  be 
protected  against  certain  infections;  while 
the  calf,  on  the  other  hand,  may  succumb 
to  infection  if  it  does  not.2-3 

Even  in  the  same  species  the  alterations  in 
the  morphology  of  the  villi  affect  the  perme- 
ability of  the  placenta.  In  general,  the 
maturing  placenta  has  an  increasing  capac- 
ity for  transfer  as  a result  of  the  increasing 
surface  area  which  the  villi  present  to  the 
maternal  blood  and  because  of  the  thinning 
of  the  villus’  coat.  As  pregnancy  advances, 
the  trophoblastic  layer  changes  in  most  areas 


from  two  layers  to  a thin  single  layer  of 
cells  which  are  at  times  barely  visible. 
Gradually  increasing  permeability  to  sodium 
has  been  demonstrated  in  the  growing 
placenta.  Permeability  of  the  placenta  to 
maternal  antibody  also  increases  as  preg- 
nancy advances.  Prematurely  born  infants 
have  a lesser  diphtheria  antitoxin  concentra- 
tion than  those  born  at  term,  and  this  may 
account  for  their  greater  susceptibility  to 
infection.4  The  very  fate  of  the  human 
being  depends  on  transfer  of  materials  across 
the  placenta,  and  the  manner  in  which  this 
occurs  has  been  the  subject  of  intensive 
study.  Relatively  small  molecules  like 
amino  acids  should  pass  through  a placenta 
by  diffusion,  but  there  is  evidence  of  a 
selective  mechanism  of  transfer  as  well.  I 
know  of  no  better  way  of  illustrating  this 
than  to  call  attention  to  the  work  of  Page 
et  al.b  in  which  they  show  that  when  two 
optical  isomers  of  histidine  were  injected 
into  the  blood  of  several  pregnant  women  at 
various  intervals,  it  was  found  that  although 
both  isomers  passed  through  the  placenta  to 
the  blood  of  the  fetus,  they  did  so  at  different 
rates.  The  fetal  concentration  of  the  ma- 
ternal isomer  L-histidine  came  into  equilib- 
rium with  that  of  the  mother’s  blood  within 
a few  minutes,  while  several  hours  were  re- 
quired before  equilibrium  between  the  fetal 
and  maternal  concentrations  of  the  un- 
natural D-histidine  was  reached.  Many 
minerals  and  vitamins  pass  readily  through 
the  placenta,  although  there  are  wide  differ- 
ences between  the  rates  of  transmission  of 
many.  As  for  drugs,  we  are  well  aware  of 
the  transfer  of  these  substances.  Indeed 
there  is  much  irrational  hysteria  as  a result 
of  the  tragic  effects  of  thalidomide.  I have 
recently  been  called  on  the  telephone  by  a 
patient  who  was  considerably  distressed  be- 
cause she  had  heard  that  meclizine  and 
pyridoxine  hydrochloride  (Bonadoxine), 
which  I had  prescribed  for  nausea  and  vomit- 
ing of  early  pregnancy,  was  said  to  be  ca- 
pable of  injuring  her  baby.  I know  of  no 
evidence  for  this,  and  I had  considerable 
difficulty  quieting  her.  Now  I will  leave  to 
Sylvan  Surks,  M.D.,  the  discussion  of  the 
transfer  of  substances  used  for  analgesia 
and  anesthesia  during  labor,  but  I should  like 
for  a moment  to  comment  on  the  use  of 
pentobarbital  sodium  in  the  pregnant  patient 
because  it  represents  a good  example  of  the 
great  speed  with  which  placental  trans- 
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mission  may  occur.  Fealy6  has  shown  that 
placental  transfer  of  this  drug  occurs  al- 
most immediately  after  maternal  intra- 
venous injection  and  that  in  one  minute  new- 
born levels  are  about  74  per  cent  of  the 
maternal  blood  level. 

Materials  transferred.  Hormones. 
And  now  in  regard  to  the  transfer  of  two 
materials  that  are  concerned  with  the  cases 
presented  here  today,  the  first  is  hormones. 
Maternal  thyroid  hormone  can  cross  the 
placental  barrier,  although  the  transfer 
is  slow,  and  there  is  usually  a higher  level  of 
protein-bound  iodine  in  the  maternal  than 
in  the  fetal  blood.7  As  noted  in  the  protocol, 
Javett  and  others8  have  reported  2 cases  of 
congenital  goiter  with  severe  thyrotoxicosis. 
According  to  these  authors,  the  pathogenesis 
of  neonatal  thyrotoxicosis  depends  on  the 
placental  passage  of  a thyroid-stimulating 
agent,  probably  derived  from  the  mother’s 
pituitary.  The  hormones,  however,  that 
the  placenta  is  particularly  concerned  with 
are  estrogen,  progesterone,  and  gonado- 
tropin. It  is  difficult  to  speak  only  of  trans- 
mission of  these  hormones  from  mother  to 
baby,  for  the  placenta  is  an  organ  of  internal 
secretion  for  these  hormones  as  well.  How- 
ever, to  comment  briefly  on  estrogen  effect: 
For  about  five  days  after  birth  estrogen 
is  found  in  diminishing  amount  in  the  blood 
and  urine  of  newly  born  infants.  Its  sub- 
sequent absence  has  led  to  the  conclusion  that 
the  estrogens  which  are  present  at  birth  are 
not  derived  from  the  fetus  but  are  trans- 
mitted from  the  mother’s  blood  through  a 
placental  partition  or  come  directly  from 
the  placenta. 

In  1926  Scammon9  at  the  Carnegie  Insti- 
tute of  Embryology  in  Washington  observed 
that  if  one  measured  the  length  of 
the  uterus  of  the  fetus  at  varying  gesta- 
tional ages,  at  about  the  seventh  month  the 
linear  growth  curve  was  greatly  augmented. 
However,  the  length  of  the  uterus  at  about 
twelve  days  postnatal  was  less  than  at  birth 
and  corresponded  to  a prolongation  of  the 
original  growth  curve.  In  other  words,  it 
would  appear  that  added  to  the  primary 
growth  stimulus  at  seven  months  of  gesta- 
tion was  a second  growth  factor,  namely,  one 
of  effect  of  maternal  hormone.  Thus,  not 
only  does  the  mother’s  uterus  involute  after 
birth  but  the  baby’s  as  well,  and  for  the  same 
reason,  namely,  loss  of  maternal  hormone. 
I had  originally  thought  that  the  reason  for 


the  lateness  of  hormonal  effect  was  failure  of 
fetal  cells  to  respond  until  they  were  suffi- 
ciently mature,  but  Taylor10  has  stated  that 
large  molecules  such  as  the  steroid  and  pro- 
tein hormones  do  not  pass  the  placenta  until 
certain  morphologic  changes  occur  in  the 
placenta.  Thus,  until  after  the  seventh 
month  very  little  estrogen  enters  the  fetus. 

Microorganisms.  In  regard  to  transmis- 
sion of  microorganisms,  the  human  placenta 
is  generally  regarded  as  an  efficient  barrier 
against  the  transmission  of  bacteria,11  but 
cases  are  occasionally  reported  in  which 
organisms  of  anthrax,  tuberculosis,  leprosy, 
typhoid  fever,  pneumonia,  and  pyogenic 
infections  have  passed  from  mother  to  fetus. 
Such  instances,  however,  are  infrequent  and 
are  thought  to  result  from  injury  to  the 
placenta.  Treponema  pallidum  often  in- 
vades the  placenta  after  the  middle  of  preg- 
nancy and  gives  rise  to  placental  syphilis  and 
congential  lues.  The  viruses  of  smallpox, 
measles,  rubella,  chickenpox,  and  rabies 
readily  pass  through  the  placenta  and  as  a 
result  often  cause  intrauterine  infection. 
When  smallpox  was  prevalent,  living  chil- 
dren were  born  with  pock  marks  as  evidence 
of  having  survived  intrauterine  infection. 
The  congenital  malformations  resulting 
from  maternal  infection  by  German  measles 
during  the  first  eight  to  twelve  weeks  of 
gestation  are  well  known. 

In  regard  to  transmission  of  the  toxo- 
plasma, Reid12  has  called  attention  to  the 
destructive  action  of  the  pseudocyst  of 
toxoplasma  on  trophoblastic  membranes 
with  resulting  transfer  to  the  fetus. 
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Anesthesiology 

Sylvan  N.  Surks,  M.D.:  Anesthesiol- 

ogists who  help  to  provide  pain  relief  for  the 
pregnant  female  and  resuscitation  for  the 
newborn  have  been  vitally  interested  in  the 
problems  of  placental  transmission  of  drugs. 

Inhalation  anesthetics.  As  early  as 
1874,  Zweifel  proved  chemically  that  chloro- 
form passed  promptly  from  the  blood  of  the 
pregnant  female  to  blood  in  the  umbilical 
cord.1  In  1912  Whipple2  found  that  “the 
placenta  contained  about  one-half  as  much 
of  the  drug  as  did  the  maternal  blood,  and 
the  fetus  about  one-eighth  as  much  by 
weight  as  present  in  the  maternal  blood.” 
Smith3  4 and  Cohen  et  al.6  have  clearly 
demonstrated  the  transmission  of  nitrous 
oxide  across  the  placenta.  Four  different 
laboratory  investigations  on  cyclopropane  in- 
dicate that  the  fetal  blood  levels  of  this  gas 
approach  those  of  the  mother  rapidly  but 
that  equilibrium  is  not  reached  in  clinical 
practice.3- 6-8  Smith  and  Barker9  analyzed 
the  concentrations  of  ether  in  maternal  and 
fetal  blood  and  found  their  relationship  to  be 
generally  a directly  proportional  one.  A 
more  recent  anesthetic,  halothane,  has  been 
studied  by  Sheridan  and  Robson.10  These 
workers’  studies  indicate  that  halothane  may 
be  demonstrable  in  umbilical  blood  after 
only  two  minutes  of  inhalation  by  the 
mother. 

Narcotics.  Regarding  the  narcotics, 
Preyer1  described  a case  of  fetal  brady- 
cardia and  arrhythmia  following  injection 
of  morphine  into  the  mother.  Pinpoint 
pupils  have  been  reported  in  infants  who 
exhibited  “narcosis”  subsequent  to  the 
administration  of  morphine  to  the  mother.11 
In  laboratory  animals  and  in  the  human 
being  it  has  been  shown  that  the  time  inter- 
val between  injection  of  morphine  and  de- 
livery was  more  important  than  the  size  of 
the  dose.  Also,  the  incidence  of  neonatal 
depression  in  the  newborn  became  progres- 
sively greater  in  the  second  and  third  hours 
after  administration  of  the  drug  to  the 


mother.11-13  Others  have  confirmed  these 
same  effects  following  the  use  of  heroin, 
meperidine  hydrochloride,  alphaprodine  hy- 
drochloride, methadone  hydrochloride,  and 
dihydrocodeine  bitartrate.14-21 

Barbiturates.  As  to  the  barbiturates, 
Flowers22  studied  sodium  barbital  and  found 
that  within  two  or  three  minutes  the  drug 
began  to  achieve  equilibrium  in  fetal  and 
maternal  blood;  comparable  levels  were 
maintained  as  long  as  fifteen  hours.  For 
the  more  popular  shorter-acting  barbiturates, 
Fealy23  utilized  pentobarbital  sodium  and 
found  the  average  blood  levels  in  the  new- 
born were  about  74  per  cent  of  the  maternal 
blood  levels  and  persisted  at  about  the  same 
distribution  for  at  least  three  hours.  Regard- 
ing the  ultrashort-acting  barbiturates,  as 
might  be  expected,  they  cross  the  placenta 
very  rapidly.  A point  of  practical  interest 
was  elucidated  in  a study  by  Crawford24  who 
showed  that  neonatal  thiopental  sodium 
blood  levels  were  highest  for  the  shortest 
intervals  between  injection  and  delivery  and 
that  they  fell  exponentially  with  the  in- 
crease of  time  before  delivery. 

Phenothiazine  tranquilizers.  In  the 
last  several  years,  the  introduction  of  the 
various  phenothiazine  tranquilizers  have 
found  their  way  into  the  obstetric  pain  relief 
armamentarium.  This  resulted  from  their 
ability  to  reduce  significantly  the  total  dose 
of  narcotic  given  the  patient  in  labor.  There 
is  now  ample  evidence  that  all  these  drugs 
pass  readily  through  the  placenta  to  the  new- 
born, and  positive  results  may  be  found  in 
cord  blood  samples  drawn  from  minutes  to 
four  hours  after  injection  into  the  mother.25 
Clinically,  we  have  observed  a delay  in  the 
onset  of  depression  in  the  newborn  whose 
mother  received  one  of  these  drugs.  As  a 
result,  such  babies  may  be  born  lusty  and 
lively  and  rate  high  according  to  the  Apgar 
scoring  system,  only  to  be  found  quite  de- 
pressed after  arrival  in  the  newborn  nursery. 
These  findings  require  further  investigation 
and  elucidation. 

Muscle  relaxants.  The  story  regard- 
ing the  transmission  of  muscle  relaxants 
across  the  placenta  is  not  quite  as  straight- 
forward as  for  the  preceding  drugs.  In 
1885  Preyer1  demonstrated  that  curare 
could  paralyze  the  fetus  or  newborn  only  if 
injected  directly,  but  they  were  unaffected 
if  the  mother  received  an  intravenous  dose 
large  enough  to  produce  paralysis.  He  also 
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demonstrated  that  transmission  of  curare  oc- 
curred in  the  reverse  direction  from  fetus  to 
mother  when  the  fetus  was  in j ected . Stead 26 
demonstrated  that  curare  crosses  the 
placenta  in  infinitesimally  small  amounts,  if 
at  all;  he  also  found  that  in  the  neonatal 
period  infants  are  very  sensitive  to  curare. 
On  the  other  hand,  Pittinger  and  Morris27 
found  that  gallamine  triethiodide  (Flaxedil), 
another  member  of  the  nondepolarizing 
group  of  muscle  relaxants,  probably  reaches 
the  fetus  more  easily  than  does  tubocurarine. 

Decamethonium  bromide,  which  was  the 
first  of  the  depolarizing  muscle  relaxants, 
was  found  to  have  effects  similar  to  tubo- 
curarine, but  the  reverse  transmission  from 
fetus  to  mother  did  not  occur. 28  No  satisfac- 
tory explanation  for  this  has  yet  been  made. 

Succinylcholine  chloride  is  probably  the 
most  popular  short-acting  depolarizing  mus- 
cle relaxant.  Conflicting  reports  exist  re- 
garding the  effect  of  this  drug  on  the  new- 
born. There  are  some  who  have  a clinical 
suspicion  that  the  human  fetus  can  be 
affected  when  doses  to  the  mother  are  re- 
peated rapidly . 2 9 On  the  other  hand , Stead 26 
has  found  a distinct  resistance  to  succinyl- 
choline chloride  in  the  newborn  even  though 
cholinesterase  levels  are  low,  and  so  it  is 
possible  that  the  lack  of  paralysis  of  the  new- 
born reported  by  others  may  be  due  not  to  an 
absence  of  transplacental  passage  but  to  the 
fact  that  the  amount  which  passes  the 
placenta  is  too  small  to  affect  the  fetus, 
which  is  very  resistant  to  the  drug.  It  is 
presumably  the  work  of  Stead  which  has 
given  rise  to  the  impression  that  the  fetus  is 
resistant  to  depolarizing  relaxants  in  general. 

Finally,  a recent,  interesting  drug-in- 
duced complication  occurs  in  babies  whose 
mothers  have  been  treated  with  reserpine 
for  toxemia.  The  infant’s  nasal  mucous 
membrane,  unusually  responsive  to  reserpine, 
becomes  edematous.  Such  nasal  obstruc- 
tion in  an  infant  who  is  premature  or  is  in 
respiratory  distress  for  other  reasons  may 
be  life  threatening.  Prompt  treatment 
should  be  instituted  with  decongestant  nose 
drops  after  proper  and  effective  placement 
of  an  oropharyngeal  airway. 
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T he  subtitle  of  this  report  could  very 
well  be  “Illness:  Significant  Psychologic 
Milepost.”  The  mileposts  of  birth,  marriage, 
and  death  are  recognized  as  of  the 
greatest  importance  in  the  fives  of  individuals 
and  societies.  In  two  of  these,  the  terminal 
posts  of  birth  and  death,  the  physician  is 
greatly  involved.  While  the  significance  of 
marriage  as  a milepost  is  never  underesti- 
mated by  serious  persons,  all  too  frequently 
it  is  discounted  by  a good  many  people  today. 
The  physician,  however,  is  probably  much 
less  involved  in  the  events  surrounding 
marriage  than  he  is  in  birth  and  death.  To- 
day we  are  not  emphasizing  the  psychologic 
features  related  to  the  marriage  milepost  as 
seen  by  the  physician.  We  are  considering 
another  major  milepost  in  which  the  physi- 
cian is  very  much  involved:  illness,  acute 
and  chronic. 

The  method  of  presentation  will  be  by 
modified  case  history  from  cases  known  to  me 
or  described  in  contemporary  literature. 
Probably  the  cases  will  remind  you  of  some 
you  have  known;  I expect  this  to  be  so. 
Perhaps  the  perspective  obtained  is  one 
already  most  satisfying  to  you.  The  per- 
spective is  a very  old  one  in  medicine,  ex- 
tending even  into  antiquity.  It  was  called 
“mental  hygiene”  by  William  Sweetser  over 
a hundred  years  ago  in  this  country.  We 
speak  now  of  “comprehensive  medicine” 
when  we  consider  these  ramifications  of 
illness. 

Presented  at  the  Third  Institute  of  Psychiatry  for  the 
General  Practitioner,  St.  Lawrence  State  Hospital,  Ogdens- 
burg,  New  York,  September  20,  1962. 


From  a medical  point  of  view,  the  cases 
are  quite  incomplete,  but  we  are  turning  our 
gaze  away  from  the  strictly  clinical  features 
toward  other  matters  of  great  significance 
in  which  the  physician  plays  a sometimes 
mysterious,  sometimes  unwitting  role  in 
addition  to  his  formally  established  one.  In 
some  of  these  dramatic  cases  the  physician 
never  even  enters  the  stage.  Yet,  in  all 
cases  his  symbolic  presence  as  an  influencing 
factor  may  be  discerned. 

Illness  may  serve  to  awaken  a new  appre- 
ciation and  underscore  values  not  realized 
before.  In  a sense  illness  may  be  experi- 
enced as  rebirth.  The  following  is  a simple 
example. 

Case  reports 

Case  1.  A twelve-year-old  boy  awakened  in 
the  morning  and,  in  the  course  of  preparing  for 
school,  perceived  his  image  in  the  mirror.  His 
face  had  a disconcerting  asymmetry  which  at 
first  was  disbelieved.  He  assured  himself  that 
the  distortion  was  real  and,  somewhat  perplexed, 
asked  his  mother  for  an  opinion.  She  examined 
the  puzzled  and  lopsided  face  and  thought  that 
it  might  be  mumps.  The  boy,  who  did  not  feel 
sick,  at  once  was  jubilant.  He  could  now  re- 
main home  from  school,  doing  that  which  he 
had  so  envied  in  others.  However,  the  joy  was 
paradoxically  soon  replaced  by  tears  when  he 
realized  that  he  really  wanted  more  to  be  in 
school  than  at  home.  A new  value  by  reassess- 
ment had  been  found.  He  went  to  sleep  and 
dreamed  fitfully  in  a depressed  state. 

Comment.  In  the  foregoing  report  the  physi- 
cian seems  not  to  have  played  a major  role,  but 
the  parent  handled  the  situation  with  confidence. 
This  was  the  result  of  a significant  relationship 
which  the  parents  had  had  with  the  family 
physician  over  a long  period  before.  The  ab- 
sence of  overconcern  about  the  illness  allowed  a 
strengthening  to  take  place  and  a new  set  of 
values  to  be  discerned  by  the  child.  Regret- 
tably, this  is  not  always  so,  as  the  next  case 
suggests. 

Case  2.  A thirty- two-year-old  married  man, 
disturbed  by  persistent  migratory  joint  pain, 
consulted  his  family  physician  for  the  second 
time.  The  doctor  decided  that  hospitalization 
was  indicated  so  that  a proper  diagnostic  study 
might  be  done.  The  patient  entered  the  hos- 
pital, fearful  of  the  unknown  diagnosis  and 
doubtful  that  his  doctor’s  knowledge  was  exten- 
sive enough  to  permit  accurate  diagnosis  and 
treatment  of  his  condition. 

He  awakened  on  the  first  morning  to  the 
bustle  of  breakfast  tray  delivery.  He  was 
brought  a tray,  but  the  nurse  stopped  short  at 
his  bed,  saying,  “Oh  you  get  no  breakfast,  you 
are  going  to  the  operating  room.”  The  patient 
was  stunned.  The  meaning  of  a cryptic  sign  at 
the  foot  of  the  bed,  “NPO,”  seemed  to  have 
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something  to  do  with  the  nurse’s  remark.  He 
decided  that  he  must  inquire  about  this,  es- 
pecially in  view  of  his  earlier  concerns  about 
the  vagueness  of  the  diagnosis.  Things  seemed 
to  be  altogether  too  clear  at  this  point.  He  found, 
of  course,  that  the  NPO  sign  should  not  have 
been  on  his  bed. 

The  patient  was  brought  his  breakfast,  and 
before  he  had  had  time  to  finish  it,  a nurse  ap- 
peared with  a thermometer.  The  thermometer 
was  left  with  him,  so  that  he  could  take  his 
temperature  after  he  finished  eating.  He  was 
just  about  to  place  the  thermometer  under  his 
tongue  when  his  roommate  noted  that  the 
thermometer  looked  very  much  like  a rectal 
type.  Verification  followed.  Although  the 
roommate  in  this  instance  spared  the  patient 
an  unpleasant  experience,  he  contributed  to  the 
difficulties  of  the  arthralgic  patient  in  another 
way.  A personable  high  school  boy,  he  at- 
tracted visitors,  formal  and  informal,  in  great 
numbers  and  at  all  kinds  of  hours. 

The  patient  was  happy  to  leave  the  hospital 
after  a brief  period.  Perhaps  one  could  say  that 
the  experience  conditioned  the  patient  favorably 
for  a return  home.  This  might  be  quite  so,  but 
the  emphasis  I want  to  leave  is  that  these  awk- 
ward management  miscues  likely  increased 
tension  and  concern  about  the  illness  and  po- 
tentiated, in  an  unpleasant  way,  the  lack  of  con- 
fidence in  the  medical  course. 

Comment.  McCullers1  has  described  the 
confusion  and  alarm  experienced  by  a visitor 
when  he  found  his  friend  removed  from  the 
original  ward  at  a state  hospital  without  any 
notice.  This  was  tolerable  at  length  be- 
cause the  patient  was  located  in  another 
ward  undergoing  treatment  for  a medical 
condition.  In  a later  episode,  however,  a 
similar  event  was  not  tolerable  because  the 
patient  had  died  and  therefore  was  not 
found  by  his  friend  at  the  time  of  his  last 
tragic  visit.  This  is  a very  poignant  example 
of  how  administration  failures  lead  to  most 
unhappy  consequences. 

As  in  acute  illness,  accidental  injuries  may 
be  accompanied  by  major  emotional  crises, 
even  when  these  crises  are  of  relatively  minor 
consequence. 

Case  3.  A three-year-old  male  was  seen  fol- 
lowing an  accidentally  incurred  burn.  The  boy 
had  been  warned  twice  to  stay  away  from  the 
vicinity  of  the  stove  by  his  young  mother  who 
was  dividing  her  time  and  attention  between 
our  patient  and  his  one  and  one-half-year-old 
brother  and  also  preparing  breakfast.  The 
family,  new  migrants  from  a western  state,  was 
composed  of  one  other  member,  the  father, 
who  was  at  work.  The  maternal  grandmother 
was  visiting  the  family  from  the  native  state. 

The  patient  had  been  spattered  by  hot  grease 
which  had  popped  out  of  the  pan  of  frying  eggs. 
The  response  of  the  child  had  been  an  immediate 


and  vociferous  protest.  A quick  inspection  dis- 
closed one  location  of  the  burning  fat  near  the 
eye.  This  was  attended  quickly  by  the  mother 
who  removed  the  offending  substance  with  her 
apron,  confident  that  she  had  discovered  the 
cause  of  the  difficulty.  The  child  refused  to  be 
consoled  and,  indeed,  increased  the  alarming 
racket.  This  had  an  unnerving  effect  on  all 
present.  Finally,  with  the  help  of  the  grand- 
mother, another  injured  spot  was  found  on  top 
of  the  head. 

Comment.  Here  is  a case  with  a precipitous 
onset,  as  is  the  situation  in  most  injuries.  The 
psychologic  concomitants  of  the  injury  episode 
are  not  too  difficult  to  see.  The  mother  became 
increasingly  anxious  during  the  episode  when  she 
realized  that  she  had  not  coped  with  the  matter 
in  finding  the  first,  but  smaller,  injury  site.  Her 
subsequent  feelings  were  undoubtedly  compli- 
cated by  remorse  at  not  having  been  more  effec- 
tive in  warning  her  child  to  stay  away  from  the 
stove  area.  To  the  child  the  spattering  grease 
must  have  provided  the  prototype  of  a number 
of  reactions:  affection  for  the  wise  grandmother 
who  helped  find  and  attend  the  larger  injured 
area,  respect  for  the  mother  who  had  so  know- 
ingly predicted  danger,  and  resentment  for  the 
younger  sibling  who  somehow  had  not  been 
touched  by  the  hot  cooking  substance,  although 
he  was  in  the  same  vicinity. 

Another  example  may  be  cited  to  dem- 
onstrate the  importance  attached  to 
an  event  that  might  be  described  as  having 
trivial  sequelae. 

Case  4.  A three-and-one-half-year-old  male, 
who  had  had  a few  visits  to  the  family  physician, 
induced  his  younger  sibling  to  play  a doctor- 
patient  game  at  home.  The  older  child  had 
been  impressed  by  the  artificial  limb  of  a great 
uncle  and  understood  that  this  addition  had 
been  preceded  by  some  kind  of  surgical  removal. 
With  excitement  and  eagerness  to  be  a real 
doctor,  the  boy  selected  his  scalpel,  a sharpened 
kitchen  knife  of  the  type  sometimes  called  a 
“butcher  knife.”  With  assurances  that  the 
procedure  would  not  hurt,  the  older  child  ever 
so  gently  began  a sawing  maneuver  just  above 
the  ankle.  A few  such  passes  were  sufficient  to 
elicit  a bloodcurdling  scream  of  protest.  The 
parents  rushed  from  another  part  of  the  house 
to  be  confronted  wdth  this  “operating  room 
situation.”  The  mother  was  completely  un- 
nerved by  the  sight  and  let  forth  an  anguished 
cry.  The  father,  although  stunned,  was  able 
to  relieve  the  older  boy  of  the  implement  and 
determine  that  no  real  damage  had  been  done; 
in  fact,  no  blood  had  been  let  at  all.  Anger  fol- 
lowed. 

Comment.  In  this  episode,  too,  one  found 
self-reproach,  remorse,  or  guilt  experienced  by 
the  parents  for  having  failed  to  supervise  or 
control  the  children’s  environment.  Here  we 
have  the  additional  factors  of  shock  and  anger 
of  the  parents.  Both  parents  then  felt  dis- 
tressed, not  only  for  the  parental  omissions,  but 
also  for  the  consequence  of  loss  of  emotional 
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control  by  which  the  burden  of  feeling  had  been 
transmitted  to  the  child.  As  to  the  child- 
surgeon,  we  can  imagine  he  was  shaken  by  his 
mother’s  emotional  outburst  and  by  the  heat  of 
his  father’s  wrath.  To  him  the  responses 
seemed  disproportionate  to  the  act,  thus  they 
were  unreasonable.  He  felt  anger  toward  the 
parents  for  this  and  for  their  failure  to  see  that 
this  was  really  a good  thing  he  was  pretending 
to  do  and  to  be.  He  resented  that  the  whole 
disagreeable  thing  was  precipitated  by  an  un- 
necessary cry  on  the  part  of  his  baby  brother. 

Some  chronic  diseases  carry  a substantial 
risk  of  sudden  death,  and  some  do  not. 
Responses  to  chronic  illness  probably  are 
determined  at  least  to  some  degree  by  this 
factor.  Here  is  a case  in  which  an  acute 
disease  became  a chronic,  and  then  a 
recurrently  acute,  illness. 

Case  5.  A ten-year-old  child  with  a history 
of  acute  rheumatic  fever  involving  the  joints 
and  heart  had  just  completed  an  unsuccessful 
attempt  at  returning  to  school.  The  family 
physician  was  called  to  the  home  where  the 
child  was  being  treated.  The  doctor  left  some 
prescriptions  and  went  on  to  another  home. 

It  was  Sunday  evening,  and  an  older  brother 
decided  to  practice  on  the  musical  instrument 
which  he  had  recently  begun  to  study.  How- 
ever, hearing  some  sounds  of  his  distressed  sib- 
ling in  pain,  he  decided  to  suggest  that  the  music 
might  cheer  up  his  brother.  He  offered  to  prac- 
tice in  the  sick  room.  His  brother,  weeping, 
declined  the  offer,  and  his  mother  suggested  that 
perhaps  no  music  at  all  would  be  better.  This 
rejection  was  disturbing,  confusing,  and  even 
annoying,  but  it  was  accepted  without  further 
question.  Gloomily  he  reflected  that  things 
seemed  worse.  In  a few  minutes  an  urgent  call 
from  the  sickroom  brought  in  the  father  who  at 
once  left  hurriedly  to  put  in  a call  for  the 
physician.  When  he  saw  the  labored  breathing 
of  his  younger  brother,  the  older  sibling  asked 
if  he  could  help.  Both  mother  and  son  tried 
to  keep  circulation  going  by  rubbing  the  arms, 
but  to  no  avail.  Death  came  as  agony. 

Comment.  The  impact  of  bereavement  has 
been  the  object  of  study  of  a good  many  physi- 
cians, writers,  and  scholars.  That  it  is  a matter 
of  very  great  consequence  to  the  surviving  mem- 
bers is  easily  accepted,  although  new  studies 
exist  of  the  deep  and  complex  ways  in  which  the 
lives  of  survivors  are  touched.  It  seems  likely 
that  the  dark  threat  which  spins  out  at  the  time 
of  bereavement  emerges  at  frequent  intervals 
throughout  life  to  give  distinct  color  tone  to 
the  tapestry  of  individual  living.  James  Agee2 
wrote  most  feelingly  of  this  in  his  Pulitzer  Prize 
novel,  A Death  in  the  Family. 

What  can  we  see  in  Case  5?  There  is  the  ex- 
perience of  immediate  painful  loss,  with  regret 
for  not  having  done  more  and  guilt  over  having 
done  the  wrong  thing.  This  probably  affects  all 
members  of  the  family.  It  may  pull  the  family 
members  more  closely  together  in  the  common 


suffering.  It  may  result  in  a resolution  on  the 
part  of  the  surviving  child  not  to  cause  pain  to 
the  parents  in  the  future.  It  may  form,  as  a 
consequence,  a resolution  on  the  part  of  the  par- 
ents to  be  more  patient,  loving  and  consistent 
toward  the  surviving  child. 

The  surviving  child  responds  not  only  to  his 
own  distress  and  to  that  of  his  parents,  but  also 
to  others  outside  the  family  circle.  At  first, 
when  he  sees  that  outsiders  do  not  share  the  in- 
tensity of  his  own  sorrow,  he  is  disturbed  and 
thinks  them  unfeeling.  Later,  as  he  realizes 
that  the  distress  of  the  immediate  family  is  bound 
to  be  greater  than  that  of  mere  friends  and  ac- 
quaintances, he  learns  to  accept  these  lesser 
levels  of  emotional  response  and,  indeed,  takes 
comfort  in  them. 

The  family  doctor  suffers  in  the  distorted 
view  of  the  child  for  a longer  period  of  time. 
The  child  cannot  understand  why  the  brother 
was  lost  if  the  doctor  was  capable.  The  doctor 
is  held  personally  accountable  and,  indeed,  the 
whole  medical  profession  is  deemed  at  fault. 
Such  deep  feeling  conceivably  could  affect  the 
child’s  choice  of  profession  in  later  years,  depend- 
ing, of  course,  on  other  subsequent  experiences. 

This  type  of  response  is  not  confined  to 
the  youngest  age  groups.  A most  moving 
description  of  a young  man’s  emotional 
response  to  the  terminal  hospitalization 
of  his  father  is  given  by  Broyard.3 
Broyard’s  young  man  resents  the  doctor 
when  the  doctor  says  “I  give  him  six  months.” 
Why  only  six  months,  if  he  is  “giving” 
the  time,  he  wonders.  He  is  angry  when 
the  doctor  says  his  father  is  a nice  man. 
He  feels  that  this  is  damning  by  faint 
praise.  He  resents  the  cheerful,  healthy, 
bustling  nurse  because  she  seems  to  give 
hope  where  there  is  truthfully  no  hope. 
Most  of  this  experience  is  outside  of  the 
awareness  of  the  medical  staff,  of  course, 
although  the  personnel  may  very  well  be 
affected  by  behavior  arising  out  of  such 
attitudes. 

Sometimes  a denial  of  the  limitation  of 
chronic  disease  is  seen.  The  disease  is 
experienced  as  a death  sentence  and  thus  is 
to  be  denied.  Here  is  a case  from  con- 
temporary literature  by  Malamud.4 

Case  6.  A thirty-four- year- old  outfielder  of 
a major  league  baseball  team  was  admitted  to 
the  hospital  in  a state  of  confusion,  with  evi- 
dence of  acute  abdominal  distress.  The  onset, 
which  was  about  all  that  could  be  determined, 
had  been  sudden.  A past  history  was  impos- 
sible to  obtain  from  the  patient  who  struggled 
with  attendants,  nurses,  the  anesthetist,  and 
surgeon.  The  possibility  of  acute  appendicitis 
was  ruled  out  by  the  discovery  of  a long  ab- 
dominal scar  in  the  appropriate  location.  A 
tube  was  introduced  into  the  stomach,  with  the 
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return  of  unbelievable  quantities  of  “bilge.” 
The  patient  was  observed  carefully  during  the 
next  few  hours  during  which  he  continued  to  be 
febrile,  agitated,  and  delusional.  In  three  days 
the  fever  had  subsided,  and  restraints  were  no 
longer  required. 

The  player,  a key  figure  in  a down-to-the- 
wire  pennant  drive,  emerged  from  the  acute 
phase  of  his  illness  to  discover  that  his  team  had 
lost  three  crucial  games  in  a row.  As  a result, 
the  team,  instead  of  being  on  top  of  the  league, 
was  now  locked  in  a play-off  situation.  More- 
over, the  specialist  who  had  been  called  in  dur- 
ing the  course  of  hospitalization  had  to  confront 
him  with  more  personal  and  unwelcome  news. 
The  patient’s  blood  pressure  was  intermittently 
very  high,  and  his  heart  was  in  a condition  that 
warranted  his  retirement  from  baseball.  Fur- 
ther play  was  inadvisable  because  sudden  death 
conceivably  could  be  induced  by  heavy  exertion. 

The  patient  reacted  to  this  news  as  though 
he  had  been  felled  by  a crushing  blow.  He  was 
afraid  of  death,  he  refused  food,  saw  no  visitors, 
would  speak  to  no  one,  and  would  not  even 
move.  He  struggled  over  the  matter  at  length 
and  decided  that  the  doctor  could  be  wrong. 
Deciding  to  test  his  ability  to  resume  physical 
activity,  without  consent  he  made  his  way  to 
the  baseball  diamond  for  practice.  One  swing 
of  the  bat  at  a thrown  practice  ball  convinced 
him  that  he  needed  to  return  to  the  hospital.  In 
the  next  few  days  he  suffered  from  feelings  of 
loneliness,  despair,  and  even  thought  of  suicide. 
Although  he  dozed  frequently,  his  sleep  was 
troubled  by  fearful  dreams. 

Comment.  Here  we  have  a case  in  which 
there  jvas  a mixed  response  on  the  part  of  the 
patient  to  the  consequences  of  an  acute  illness 
and  the  threat  of  retirement,  if  not  sudden 
death.  The  choices  which  lay  ahead  were  not 
agreeable  to  the  patient;  hence,  a frequently 
observed  defense  was  seized  by  the  player.  He 
refused  to  accept  the  illness  and  the  doctor’s 
diagnosis.  The  patient’s  effort  to  undo  the 
whole  unhappy  business  by  demonstrating  to 
himself  his  physical  capacity  was  unsuccessful. 
He  was  forced  to  return  to  his  bed  and  to  his 
unhappy  predicament. 

Another  case  from  Malamud5  demon- 
strates the  destructive  characteristic  which 
such  denial  may  produce. 

Case  7.  A sixty-two-year-old  grocer  was  ad- 
mitted to  the  hospital  after  having  been  over- 
come by  heating  gas  fumes.  He  had  forgotten 
to  light  a radiator  which  was  used  to  warm  the 
bedroom.  Preoccupied  by  worries,  he  had  gone 
to  bed  for  a nap.  He  was  discovered  when 
someone  else  in  the  house  smelled  gas.  Although 
he  was  awakened  without  much  difficulty,  his 
head  bothered  him,  he  had  pain  in  the  chest 
and  stomach,  and  he  had  a fever.  The  diag- 
nosis of  pneumonia  was  made  at  the  hospital. 
Recovery  was  slow  both  at  the  hospital  and  later 
at  home.  The  patient  was  advised  not  to  hurry 
to  return  to  work  at  his  business.  His  wife  was 


convinced  of  the  seriousness  of  his  illness  by 
the  physician.  The  grocer,  who  had  spent  his 
boyhood  in  Russia,  was  deeply  moved  during 
this  period  by  an  unexpected  late  snowfall.  It 
touched  him  deeply  and  caused  nostalgic  stir- 
rings. He  wanted  to  shovel  snow  from  the 
front  of  the  store,  but  his  wife  would  not  permit 
it.  Later  he  evaded  his  wife’s  careful  watch  and 
went  outside  for  ten  minutes  of  shovelling. 
That  night  he  awoke  with  fever  and  drenching 
perspiration.  He  had  to  return  to  the  hospital 
where  in  three  days  he  died. 

Comment.  This  is  an  example,  then,  of  a 
case  in  which  denial  of  illness  may  lead  to  the 
ultimate  consequence. 


Summary 

The  examples  reported  suggest  that  not 
only  substantial  illness,  but  even  relatively 
minor  injuries  and  accidents,  may  be  ac- 
companied by  a rich  psychologic  component. 
This  suggests  that  illness  is  a significant 
milepost  of  fife  to  a degree  not  generally 
recognized.  The  significance  of  illness  can- 
not be  ascertained  easily  at  a given  moment. 
The  evidence  suggests  that  illness  may  be 
experienced  as  rebirth  or  predeath.  The 
physician  plays  a role,  the  value  and  pre- 
cept of  which  far  exceeds  that  which  he 
generally  describes  for  himself  in  relation 
to  the  disease  process  alone.  These  matters 
seem  to  be  related  more  to  the  art  of  being 
a physician  and  to  the  mystery  of  being  a 
patient  than  to  readily  classifiable  facts. 
The  physician  may  work  to  avoid  the 
distortions  produced  by  the  incidents  or 
accidents  of  the  caring  process.  In  practic- 
ing the  art  of  medicine,  he  may  diminish 
the  mystery,  even  terror,  of  being  a patient. 
Not  all  elements  are  under  his  or  his  pa- 
tient’s control,  however.  These  seem  to  be 
more  a function  of  symbolic  values  and 
cultural  expectations  in  a continuum  of  time, 
beyond  the  fife  experience  of  any  one 
individual. 
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|t  has  been  shown  before  that  there  is  an 
increased  risk  for  patients  with  squamous  cell 
carcinoma  of  the  mouth  to  develop  second 
primary  carcinoma  of  the  esophagus.  This 
may  be  because  those  obnoxious  carcinogenic 
factors  that  play  a role  in  the  development 
of  cancer  of  the  mouth  in  many  cases  will 
also  act  on  the  mucous  membrane  of  the 
esophagus.  Most  studies  on  the  subject, 
however,  are  based  on  clinical  cases,  that  is, 
cases  in  which  several  malignant  tumors  have 
attained  a size  sufficient  to  be  recognizable 
either  to  the  patient  or  to  the  physician. 
To  prove  this  nefarious  association  we  have 
carried  out  a further  test,  in  which  the  entire 
esophageal  mucosa  was  studied  micro- 
scopically in  a large  number  of  cases  that 
represented  different  types  of  malignant 
tumors. 


FIGURE  1.  Some  of  the  foci  of  early  squamous 
cell  carcinoma.  In  other  areas  not  shown  in  the 
picture,  the  tumor  had  extended  to  the  submucosa. 


Materials  and  methods 

At  the  time  of  autopsy,  522  esophaguses 
were  removed,  stretched  and  pinned  down  on 
a plastic  board,  and  then  fixed  in  12  per  cent 
formalin.  The  mucosa  was  then  cut 
longitudinally  in  such  a way  that  an  average 
of  five  strips  was  obtained.  These  strips 
were  removed  and  rolled  following  the  so- 
called  “swiss  roll”  technic.  The  tissues  were 
processed  and  cut  in  a routine  fashion  and 
then  stained  with  hematoxylin  and  eosin. 
All  the  slides  were  studied  under  the  micro- 
scope in  a search  for  primary  carcinoma. 
It  must  be  emphasized  that  when  the 
microscopic  study  was  undertaken  the  in- 
vestigators did  not  know  the  type  of  cancer 
found  elsewhere  at  the  time  of  the  autopsy. 
When  all  the  microscopic  work  was  com- 
pleted, the  autopsy  protocol  of  each  case  was 
reviewed  to  obtain  data  on  the  primary 
tumor  and  the  patient’s  age  and  sex. 

Results 

After  tabulation  of  the  data,  it  was  ap- 
parent that  we  had  found  only  2 cases  of 
subclinical  squamous  cell  carcinoma  of  the 
esophagus  and  that  both  were  in  patients 
who  had  had  squamous  cell  carcinoma  of  the 
mouth:  in  the  palate  in  1 and  in  the  tonsil 
in  the  other.  Both  subclinical  esophageal 
tumors  were  small,  and  it  is  unlikely  that 
they  were  able  to  produce  any  symptoms. 
One  showed  superficial  invasion  into  the 
submucosa  (Fig.  1)  and  was  multifocal,  with 
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FIGURE  2.  Area  with  squamous  cell  carcinoma  in 
situ. 


seemingly  normal  squamous  epithelium  in 
between  several  foci.  The  other  case  showed 
a carcinoma  in  situ  (Fig.  2). 

It  seems  pertinent  to  mention  that  the 
superficial  epithelium  of  the  esophagus 
shows  great  variations  in  thickness  and  in 
cellular  activity.  These  atypical  features 
may  be  the  expression  of  hasty  regeneration 
of  the  epithelium  following  ulcerations  caused 
by  vomiting,  nasogastric  tubes,  sepsis,  and 
so  on,  or  they  may  represent  some  sort  of 
radiation  effect.  Such  histologic  and  clinical 
features  were  frequently  found  in  our  ma- 
terial; however,  there  were  two  examples  of 
unequivocal  in  situ  and  invasive  cancers. 


Comment 

Since  the  extensive  work  by  Warren  and 
Gates1  on  the  subject  of  multiple  malignant 
tumors  the  attention  of  various  investigators 
has  been  directed  to  the  study  of  multiple 
malignant  tumors  in  systems.  In  spite  of 
the  dissenting  view  of  Peller,2  who  assumed 
that  a cured  tumor  gives  protection  against 
the  development  of  other  malignant  tumors 
and  the  statement  by  Hanlon3  that  multiple 
primary  carcinomas  probably  represent 
incidental  occurrence  rather  than  a definite 
response  to  any  law  of  neoplastic  formation, 
evidence  continues  to  accumulate  that  a 
system  liability  is  present.  We  find  our- 
selves in  complete  agreement  with  Bugher’s 
statement  that  “the  statistical  incidence  of 
cases  of  multiple  malignant  neoplasm  is 
partially  contingent  upon  the  zeal  and  skill 
with  which  the  search  for  primaries  is 
pursued.”4 


a histologic  study  of  the  entire  surface  of 
the  mucous  membrane  of  the  esophagus  was 
done  in  522  unselected  autopsy  cases  in  a 
cancer  institute.  Two  unsuspected  cases  of 
second  primary  squamous  cell  carcinoma  of 
the  esophagus  were  found,  both  occurring  in 
patients  who  had  squamous  cell  carcinoma 
of  the  oral  cavity.  This  finding  is  believed 
to  represent  not  a coincidence  but  the  ex- 
pression of  a systemic  disorder,  and,  there- 
fore, follow-up  examinations  in  patients  with 
malignant  oral  cavity  tumors  should  include 
the  esophagus. 


We  are  reasonably  certain  that  had  we 
not  studied  the  esophageal  mucosa  with  the 
detail  used  in  this  series,  these  second  pri- 
mary tumors  could  have  been  overlooked 
and  consequently  the  association  between 
primary  tumors  of  the  mouth  and  esophagus 
would  have  been  missed.  This  statement 
has  no  self-congratulatory  intent,  but  it  is 
made  simply  to  emphasize  that  unless  studies 
of  this  nature  are  undertaken  in  different 
systems,  early  malignant  tumors  are  bound 
to  be  missed. 

The  causative  factors  involved  in  the 
development  of  second  primary  carcinoma 
of  the  esophagus  are  probably  the  same  as 
the  factors  responsible  for  the  first  primary 
tumor  in  the  mouth.  Epstein,  Payne,  and 
Shaw5  concluded  that  the  presence  of  a 
malignant  neoplasm  in  the  air  and  upper 
food  passages  implies  an  enhanced  liability 
to  the  occurrence  of  a further  malignant 
neoplasm  in  the  same  system.  Others  have 
reached  the  same  conclusion.  Different 
systems,  on  the  other  hand,  do  not  appear  to 
show  any  predisposition  to  the  development 
of  multiple  malignant  tumors. 

It  is  not  entirely  clear  what  these  factors 
are.  However,  from  the  studies  of  Wynder 
and  Bross,6  Wynder,  Bross,  and  Feldman,7 
Wynder,  Bross,  and  Day,8  and  those  of 
Craver,9  it  is  apparent  that  smoking  and 
whiskey  consumption  are  common  factors 
found  in  patients  with  tumors  of  the  upper 
digestive  system.  Mosbech  and  Videbaek,10 
in  their  study  on  the  causes  of  esophageal 
carcinoma,  concluded  that  hereditary  factors 
are  not  important  in  its  development  but 
that  its  pathogenesis  is  related  to  exogenous 
factors  of  which  alcohol  was  the  most 
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TABLE  I.  Sites  of  clinically  detected  malignant  tumors  in  522  patients  in  whom  at  autopsy  the  entire 

esophageal  mucosa  was  studied  microscopically 


A 

Years  - 

Age  in 

* 

10 

11 

21 

31 

41 

51 

61 

71 

81 

or 

to 

to 

to 

to 

to 

to 

to 

or 

Total 

Lesion 

Less 

20 

30 

40 

50 

60 

70 

80 

Over 

Cases 

Oral  cavity 

2 

4 

10 

1 

2 

19 

Lung 

2 

9 

26 

19 

13 

69 

Antrum 

1 

1 

4 

6 

Major  salivary  gland 

1 

1 

1 

2 

5 

Larynx 

1 

6 

3 

4 

3 

17 

Esophagus 

1 

1 

2 

Gastrointestinal 

1 

4 

10 

13 

19 

19 

5 

71 

Urinary  bladder 

3 

3 

5 

8 

9 

5 

33 

Male  genitalia 

i 

1 

2 

2 

1 

7 

Female  genitalia 

2 

6 

15 

16 

11 

8 

1 

59 

Breast 

1 

8 

14 

18 

18 

4 

63 

Lymphomas 

5 

5 

5 

4 

12 

18 

3 

2 

54 

Leukemia 

9 

4 

2 

3 

2 

8 

4 

32 

Other 

4 

7 

5 

6 

10 

17 

15 

17 

4 

85 

Totals 

13 

18 

15 

39 

72 

122 

131 

90 

22 

522 

important  one.  Watson,11  in  a study  of  771 
cases  of  esophageal  carcinoma,  found  16 
double  primary  cancers  of  which  12  were  in 
the  oral  cavity,  1 in  the  epiglottis,  and  1 in 
the  larynx.  The  other  2 were  tumors  of  the 
skin.  He  concluded  that  the  same  pre- 
disposing factors  active  in  the  causation  of 
intra-oral  cancers  also  play  a part  in  causing 
carcinoma  of  the  esophagus.  A similar  con- 
clusion was  reached  by  Goodner  and 
Watson.12 

It  must  not  be  assumed,  however,  that 
such  purely  exogenous  factors  as  whiskey 
consumption  and  smoking  are  sufficient  to 
explain  carcinogenesis  in  the  mouth  and 
esophagus.  The  study  made  by  Tansurat13 
on  Thai  and  Chinese  patients  shows  that 
there  may  be  an  ethnic  susceptibility  in 
the  Thai  to  carcinoma  of  the  mouth  and  in 
the  Chinese  to  carcinoma  of  the  esophagus. 
Although  Tansurat  tried  to  correlate  these 
findings  with  the  fact  that  Thai  people  chew 
betel  nuts  and  the  Chinese  swallow  hot  food, 
one  is  left  with  the  thought  that  saliva  from 
betel-nut  chewing  is  bound  to  be  swallowed 
by  Thai  and  that  the  hot  food  stuffs  swal- 
lowed by  the  Chinese  are  certainly  hotter 
when  they  enter  the  mouth. 

Another  important  factor  in  the  develop- 
ment of  carcinoma  of  the  esophagus  is  the 
Plumer-Vinson  syndrome,  a condition  oc- 
curring mostly  in  women  and  in  which 
squamous  cell  carcinoma  of  the  upper  end  of 


the  esophagus  may  occur.14 

Despite  the  statement  that  genetic  factors 
are  not  important,  the  cases  reported  by 
Clarke,  Howell-Evans,  and  McConnell15  in 
which  keratosis  palmaris  et  plantaris  (ty- 
losis) in  two  families  was  associated  with 
carcinomas  of  the  esophagus  point  to  a 
genetic  component  in  the  development  of 
this  tumor. 

All  these  considerations,  however,  do  not 
preclude  the  existence  of  a common  de- 
nominator in  the  development  of  cancers  of 
the  mouth  and  cancer  of  the  esophagus. 
As  Table  I shows,  among  our  522  patients 
there  were  only  19  cases  of  cancer  of  the 
oral  cavity,  and  they  fell  in  the  age  range 
forty-one  to  eighty-one  or  more  years;  there 
were  418  cases  of  other  types  of  malignant 
tumors  that  fell  in  the  same  age  group,  and 
yet  the  two  esophageal  cancers  detected 
by  this  study  were  present  in  those  19 
patients.  This  observation  dissipates  any 
possibility  that  the  second  primaries  were  a 
simple  coincidence  to  be  expected  in  that 
age  group.  The  presence  of  in  situ  changes 
in  both  cases  rules  out  metastatic  carcinoma. 

We  feel  that  a necessary  practical  conclu- 
sion that  is  to  be  drawn  from  this  finding  is 
that  patients  who  are  or  have  been  under 
treatment  for  squamous  cell  carcinoma  of  the 
oral  cavity  should  be  kept  under  careful  ob- 
servation to  detect  early  second  primary 
malignant  tumors  in  the  esophagus. 
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Summary 

Histologic  study  of  the  entire  surface  of  the 
mucous  membrane  of  the  esophagus  in  522 
unselected  autopsy  cases  in  a cancer  institute 
disclosed  2 unsuspected  cases  of  second 
primary  squamous  cell  carcinoma  of  the 
esophagus.  The  tumors  occurred  in  patients 
who  had  had  squamous  cell  carcinoma  of  the 
oral  cavity.  It  is  felt  that,  far  from  being  a 
coincidence,  this  finding  represents  the 
expression  of  a systemic  disorder.  It  is  con- 
cluded that  follow-up  examinations  should 
include  the  esophagus  in  patients  who  either 
have  or  have  had  malignant  oral  cavity 
tumors. 
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however,  it  appears  that  firm  proof  is  lacking 
that  the  Sabin  vaccine  was  responsible  for  some 
of  the  illnesses  observed. 

Although  there  is  no  adequate  explanation  for 
the  apparent  difference  in  safety  between  the 
Los  Angeles  program  and  those  in  northern 
California,  Oregon,  and  Nebraska  where  there 
were  reports  of  polio  associated  with  the  vac- 
cine, there  must  have  been  some  other  variable 
responsible  in  those  high-risk  areas.  A reason- 
able explanation  is  that  some  other  unidentified 
agent  was  present  and  acted  independently  or  in 
concert  with  the  oral  polio  vaccine  to  produce 
the  illnesses. 

Public  acceptance  of  the  Sabin  vaccine,  as 
with  other  vaccines,  seems  to  be  the  main  prob- 
lem connected  with  it. 
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Fractured  Hip 
in  an  Elderly  Patient 


Case  history 

The  patient  was  an  eighty -year-old,  white 
widowed  male  who  was  hospitalized  because 
of  pain  in  his  left  hip  following  a fall. 

Five  hours  before  admission  he  fell  down 
four  steps.  The  history  was  scanty  and  un- 
reliable because  the  patient  was  confused  and 
disoriented,  but  apparently  he  had  struck 
only  his  hip.  Six  years  before  entry  he  was 
hospitalized  because  of  a “broken  left  leg.” 
Two  years  prior  to  the  present  admission  he 
had  heart  failure  and  was  treated  with 
digoxin  and  chlorothiazide  (Diuril)  which  he 
was  presently  taking.  He  denied  other  past 
or  present  ailments. 

Physical  examination  revealed  an  elderly, 
uncooperative,  disoriented  man  lying  rest- 
lessly in  bed.  Blood  pressure  was  135/80, 
temperature  99  F.  taken  orally,  pulse  82,  and 
respirations  21.  The  head  showed  no  evi- 
dence of  injury.  A right  eye  prosthesis  was 
present,  the  left  pupil  was  irregular  con- 
sistent with  an  old  iridocyclectomy,  and  the 
pupil  did  not  react  to  light.  The  conjunc- 
tivas were  pale.  The  chest  had  an  increased 
anteroposterior  diameter  with  poor  expan- 
sion. A bruit  was  present  on  the  left  costal 
margin.  Breath  sounds  were  diminished, 
particularly  at  the  base  of  the  left  lung. 
Heart  sounds  were  also  diminished.  A regu- 
lar sinus  rhythm  was  present,  and  the  aortic 
second  sound  was  greater  than  the  pulmonic 
second  sound.  The  abdomen  was  soft  and 
nontender.  The  liver,  spleen,  and  kidneys 
could  not  be  felt.  A “fist-sized,”  pulsating 


mass  was  present  in  the  left  upper  quadrant 
of  the  abdomen.  Rectal  examination  was 
unrevealing.  The  left  leg  was  externally 
rotated,  and  there  was  swelling  and  tender- 
ness in  the  upper  part  of  the  left  thigh.  No 
peripheral  edema  or  nail  cyanosis  was  pres- 
ent. 

During  his  hospital  stay  eight  urinalyses 
had  specific  gravities  ranging  from  1.010  to 
1.023.  One  specimen  showed  a trace  of 
protein,  none  contained  sugar  or  acetone, 
and  the  urinary  sediments  contained  oc- 
casional to  many  white  blood  cells.  The 
hemoglobin  was  14  Gm.  per  100  ml.  and 
the  hematocrit  42  preoperatively.  These 
values  fell  to  7.4  Gm.  and  28  respectively  on 
the  fourth  postoperative  day.  Following 
packed  red  cell  transfusions  the  hemoglobin 
rose  to  10.4  Gm.  on  the  nineteenth  post- 
operative day.  The  white  blood  cell  count, 
which  was  12,300  preoperatively,  rose  to 
24,400  on  the  seventh  postoperative  day  and 
had  fallen  to  6,400  by  the  nineteenth  post- 
operative day.  The  blood  urea  nitrogen 
was  60  mg.  per  100  ml.  before  operation, 
and  blood  glucose  was  103  mg.  A serologic 
test  for  syphilis  produced  negative  findings. 

The  serum  calcium  was  7.6  mg.  per  100  ml. 
and  phosphorus  was  3.1  mg.  Total  protein 
was  6.8  Gm.  per  100  ml.  with  4.4  Gm.  al- 
bumin and  2.4  Gm.  globulin.  A number  of 
liver  function  tests  failed  to  reveal  intrinsic 
liver  disease.  Serum  sodium  ranged  from 
112  mEq.  to  133  mEq.  per  liter,  potassium 
ranged  from  4.4  mEq.  to  5.1  mEq.,  chlorides 
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ranged  from  90  mEq.  to  98  mEq.,  and  carbon 
dioxide  capacity  ranged  from  18.1  mM.  to 
22  mM.  per  liter. 

Admission  x-ray  examination  showed  a 
comminuted  intertrochanteric  fracture  of  the 
left  femur.  Russell  leg  traction  was  ap- 
plied, tube  feedings  were  started,  and  an  ure- 
thral Foley  catheter  was  inserted.  Two 
days  after  admission,  under  spinal  anesthe- 
sia, a Smith-Petersen  nail  was  inserted  in 
the  left  femur,  and  a McLaughlin  bar  was 
applied. 

Ten  hours  postoperatively  the  patient 
was  very  tachypneic,  but  his  breathing  im- 
proved with  tracheal  suction  and  a semi- 
Fowler  position.  Three  hours  later  a tra- 
cheostomy was  performed  after  the  patient 
had  vomited  following  a tube  feeding  of  600 
ml.  of  milk.  Venous  pressure  determination 
was  reported  as  190  mm.  of  saline. 

On  the  first  postoperative  day  the  pa- 
tient’s chest  was  “full  of  secretions”  with 
much  mucus  in  the  tracheostomy  tube.  He 
was  febrile,  with  a temperature  spiking  up 
to  101.8  F.  Ten  million  units  of  penicillin 
in  1,000  ml.  of  an  aqueous  5 per  cent  glucose 
solution  were  given  intravenously.  The 
patient  was  also  given  penicillin  and  strep- 
tomycin intramuscularly.  He  was  given 
low-salt  tube  feedings  every  three  hours  and 
was  continued  on  daily  digoxin  0.15  mg. 
intramuscularly . 

On  the  second  postoperative  day  blood 
urea  nitrogen  determination  was  125  mg. 
per  100  ml.  The  twenty-four-hour  urinary 
output  at  this  time  was  450  ml.  Fluids, 
3,500  ml.,  were  administered  intravenously. 
On  the  fourth  postoperative  day  the  urinary 
output  was  1,000  ml.,  and  the  patient  was 
more  alert.  An  electrocardiogram  revealed 
atrial  fibrillation  with  a ventricular  rate 
of  80. 

Six  days  postoperatively  hemoglobin  was 
7.5  Gm.  per  100  ml.,  and  a blood  pressure 
of  1 10/ 55  was  recorded . He  was  given  three 
units  of  packed  red  cells  over  a two-day  pe- 
riod. The  hemoglobin  rose  to  10  Gm.  per 
100  ml.  Ten  days  postdperatively  slight 
peripheral  edema  was  noted.  On  the  twelfth 
hospital  day  marked  pitting  edema  of  the 
legs,  scrotum,  and  penis  was  present. 
Meralluride  (Mercuhydrin)  was  given.  At 
this  time  decubital  ulcers  were  noted  on  the 
right  and  left  heels,  and  the  patient  was  in- 
continent of  feces.  The  patient  seemed 
alert  and  talkative  but  disoriented.  Tra- 


cheostomy suction  was  continued,  and  he 
was  given  daily  tube  feedings  containing  1 
Gm.  of  sodium. 

On  the  twentieth  postoperative  day  oral 
feeding  was  attempted,  but  the  patient  im- 
mediately aspirated  a small  amount  of  milk. 
Oxygen  was  administered.  Ace  bandages 
were  applied  to  the  legs.  On  the  following 
day  he  did  not  respond  to  questioning.  Leg 
edema  had  subsided.  The  patient  died  on 
the  twenty-second  hospital  day. 

Discussion 

Gerald  Shaftan,  M.D.:  The  patient 

was  an  elderly  white  widower  with  a hip 
fracture.  Almost  all  hip  fractures  are  in 
Caucasian  patients.  The  occurrence  of  this 
injury  among  Negroes  is  rare.  The  history 
was  scanty  and  unreliable  because  the  pa- 
tient was  confused  when  admitted.  This 
is  disquieting,  and  it  would  be  interesting 
to  know  whether  or  not  confusion  predated 
injury.  Physical  examination  revealed  an 
elderly,  uncooperative,  “disoriented”  man 
lying  restlessly  in  bed.  This  is  unusual, 
for  patients  with  fractured  hips  usually  lie 
quietly  for  fear  of  pain.  The  right  eye 
prosthesis  gives  us  an  explanation  for  his  mul- 
tiple injuries  and  for  the  present  episode, 
since  it  is  difficult  to  go  downstairs  with  mo- 
nocular vision,  especially  when  complicated 
by  the  inability  of  the  good  eye  to  react  to 
light. 

Many  facts  would  indicate  that  this  pa- 
tient had  respiratory  insufficiency.  The 
chest  had  an  increased  anteroposterior  di- 
ameter with  poor  expansion.  Breath  and 
heart  sounds  were  diminished.  Fixation  of 
the  vertebrocostal  articulation  with  senile 
kyphosis  leads  to  the  development  of  the 
so-called  senile  emphysema.  The  carbon 
dioxide  values,  however,  are  not  consistent 
with  any  great  degree  of  emphysema.  A 
bruit  present  at  the  left  costal  margin 
undoubtedly  represents  an  aneurysm,  the 
fist-sized  pulsating  mass  in  the  left  upper 
part  of  the  abdomen. 

The  clinical  and  x-ray  picture  is  that  of  an 
intertrochanteric  fracture  of  the  left  fe- 
mur. The  degree  of  communition  is  rather 
extreme,  and  I prefer  to  call  this  a peritro- 
chanteric  fracture  since  the  area  both  above 
and  below  the  intertrochanteric  region  is 
involved.  Russell’s  traction  was  applied 
and  “tube  feeding  started.”  When  a pa- 


February  15,  1964  / New  York  State  Journal  of  Medicine  529 


tient  is  placed  in  Russell’s  traction  the 
Trendelenburg  position  is  necessary,  and  even 
the  supine  position  is  incompatible  with 
proper  tube  feeding. 

Two  days  later — and  this  is  a long  time 
for  an  elderly  patient — under  spinal  anes- 
thesia internal  fixation  with  a Smith-Peter- 
sen  nail  and  McLaughlin  bar  was  performed. 
Spinal  anesthesia  is  not  ideal  for  a patient 
with  obstructive  lung  disease.  Such  pa- 
tients fare  much  better  with  general  anesthe- 
sia through  endotracheal  intubation.  This 
permits  better  pulmonary  ventilation  and 
good  tracheal  suction  during  and  after  sur- 
gery. Consequently,  ten  hours  postopera- 
tively  the  patient  was  very  tachypneic  as 
might  be  expected  when  no  provisions  for 
adequate  tracheal  toilet  have  been  made. 
I am  amazed  that  the  tube  feedings  were 
commenced  thirteen  hours  after  surgery. 
This  is  asking  for  trouble,  for  spinal  anes- 
thesia is  notorious  for  the  incidence  of  post- 
operative ileus,  and  to  prove  this  point  the 
patient  vomited  and  a tracheostomy  had 
to  be  done.  A febrile  response  on  the  first 
postoperative  day  often  is  expected  due  to 
absorption  of  hematoma  but  here  probably 
connotes  the  aftermath  of  aspiration. 

The  elevated  venous  pressure  may  repre- 
sent marginal  congestive  failure,  over- 
transfusion, or  pulmonary  embolism,  but 
there  is  no  other  clinical  evidence  to  sub- 
stantiate these  postulates.  The  elevated 
blood  urea  nitrogen  on  the  second  postopera- 
tive day  undoubtedly  was  due  to  diminished 
renal  clearance  secondary  to  restricted  water 
intake  in  a patient  on  a low-sodium  regimen. 

Six  days  postopera tively  the  hemoglobin 
was  recorded  as  7.5  Gm.  per  100  ml.  What 
are  the  possible  reasons  for  the  drop  in  hemo- 
globin? His  admission  hematocrit  was  com- 
patible with  his  initial  hemoglobin,  14  Gm. 
per  100  ml.,  but  his  conjunctivas  were  pale 
at  this  time,  so  this  figure  may  be  erroneous. 
Assuming  that  the  hemoglobin  value  was 
correct,  he  might  have  had  a contracted 
blood  volume  which,  following  intravenous 
replacement,  produced  a dilutional  anemia. 
A third  reason  is  the  loss  of  blood  into  the 
tissues  surrounding  the  fracture.  We  esti- 
mate somewhere  between  1,000  and  1,500 
ml.  of  blood  loss  for  an  intertrochanteric 
fracture.  Added  to  this  is  an  operative 
blood  loss  of  500  to  1,000  ml.  during  a usual 
procedure.  A fourth  possibility  is  fat  em- 
bolism which  may  manifest  itself  only  by  a 


drop  in  hemoglobin  level.  The  hemoglobin 
remained  relatively  stabilized  for  three  days 
at  which  time  he  received  a transfusion  rais- 
ing his  hemoglobin  to  10  Gm.  per  100  ml., 
so  we  may  presume  that  this  drop  repre- 
sents only  an  initial  blood  loss. 

On  the  tenth  postoperative  day  slight 
peripheral  edema  was  noted,  and  on  the 
fourteenth  day  this  blossomed  forth  into 
full-blown  4 plus  pitting  edema  of  the  legs, 
scrotum,  and  penis.  Few  conditions  other 
than  venous-lymphatic  obstruction  will  pro- 
duce such  edema.  I doubt  whether  this 
type  of  edema  could  be  occasioned  by  con- 
gestive heart  failure,  hypoproteinemia,  or 
water  intoxication  alone,  although  his  low 
hemoglobin  and  serum  sodium  and  mental 
confusion  give  credence  to  the  last  possi- 
bility. 

Esophageal  reaction  secondary  to  pro- 
longed retention  of  the  nasogastric  tube 
might  account  for  his  aspiration  of  oral 
feedings  on  the  twentieth  postoperative 
day,  following  which  he  quickly  deterio- 
rated and  died  twenty -two  days  after  opera- 
tion. I would  like  to  see  the  roentgeno- 
grams. 

Roman  Dziadiw,  M.D.:  The  pelvis  shows 
a comminuted  intertrochanteric  fracture  of 
the  left  femur.  The  midportion  of  the  ab- 
domen has  a faint  soft  tissue  density  with 
specks  of  calcium.  It  probably  represents 
an  aortic  aneurysm.  The  chest  is  clear. 
The  cardiothoracic  ratio  is  within  normal 
limits.  The  aortic  arch  is  calcified,  elon- 
gated, and  tortuous.  There  is  a questionable 
soft  tissue  density  in  the  left  hilar  region 
which  may  represent  an  enlarged  lymph 
node,  a tumor,  or  enlarged  vessels.  Six 
days  after  admission  there  is  clouding  in  the 
lower  field  of  the  right  lung  which  was  not 
present  on  the  previous  films.  There  is 
evidence  of  an  old  healed  fracture  of  the 
right  humerus. 

Dr.  Shaftan:  The  problem  then  is  that 
of  an  elderly  man  who  was  admitted  with  a 
hip  fracture.  This  is  a serious  injury  in  a 
debilitated  person.  We  lose  approximately 
30  per  cent  of  all  patients  who  are  admitted 
to  the  Kings  County  Hospital  Center  with 
hip  fracture.  During  the  postoperative 
course  following  hip  nailing  this  patient 
was  managed  on  tube  feedings  for  eighteen 
days,  aspirated  on  the  twentieth  postopera- 
tive day,  and  went  on  to  die.  One  week 
prior  to  death  he  developed  massive  edema 
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FIGURE  1.  First  portion  of  duodenum  with  multi- 
ple ulcers,  some  with  blood  clot.  Pyloris  upper- 
most; portions  of  gallbladder  and  pancreas  are 
present  at  left  and  right,  respectively. 


of  his  lower  extremities.  I think  this  mas- 
sive edema  was  due  to  vena  caval  occlusion 
secondary  to  thrombosis,  leakage  from  an 
abdominal  aneurysm,  or  a tumor  mass. 
I would  be  happier  in  this  diagnosis  to  see 
this  edema  continue.  However,  the  dis- 
appearance of  edema  following  complete 
occlusion  of  the  vena  cava  is  a possibility 
with  pressure  wrapping. 

Dr.  Shaftan’s  diagnoses: 

1.  Status  postoperative  hip  nailing  for 
comminuted  fracture  of  the  left  hip 

2.  Occlusion  of  the  vena  cava 

3.  Complication  of  water  intoxication  due 
to  low-sodium  intake 

Pathologic  report 

Harley  D.  Lindquist,  M.D.:  The  body 
weighed  158  pounds  and  measured  5 feet 
six  inches  in  length.  External  examination 
was  unrevealing  except  for  2 plus  pitting 
edema  present  in  the  lower  part  of  both  legs. 
Each  pleural  cavity  contained  750  ml.  of 
clear  fluid,  and  there  were  100  ml.  of  clear 
fluid  in  the  peritoneal  cavity. 

The  stomach  and  duodenum  contained  800 
ml.  of  partly  fluid  and  partly  clotted  dark 
red  blood.  Five  ulcer  craters  (Fig.  1) 
of  various  sizes  and  depths  of  penetration 
were  present  in  the  first  portion  of  the  duode- 
num. The  largest  ulcer  was  2.5  cm.  in 
diameter  and  had  perforated  through  the 
wall  of  the  duodenum;  the  opening  was 
partly  covered  by  greater  omentum.  The 


FIGURE  2.  Photomicrograph  of  duodenal  ulcer 
and  adjacent  mucosa  (left).  A large  blood  vessel 
is  present  in  ulcer  base  (hematoxylin  and  eosin 
stain,  X15). 

ulcer  bases  were  covered  by  clotted  blood. 
The  smaller  ulcers  were  shallow  and  are 
best  described  as  erosions.  Microscopic 
examination  showed  the  ulcer  to  be  covered 
with  a zone  of  exudate  and  necrosis  (Fig. 
2).  The  dark  line  which  passes  along  the 
ulcer  base  is  a zone  of  inflammation.  A 
fair-sized  blood  vessel  lay  in  the  submucosa 
in  the  base  of  the  ulcer. 

The  larynx  and  trachea  were  filled  with  a 
dark  brown  fluid  material,  and  the  mucosa 
was  fiery  red.  The  lungs  were  boggy  and 
heavy,  the  right  lung  weighing  860  Gm.  and 
the  left  710.  On  section  the  lower  lobes 
of  both  lungs  showed  focal  peribronchial 
areas  of  consolidation.  Several  lung  sections 
contained  some  unidentified  foreign  material 
representing  aspirated  material,  probably 
from  the  stomach. 

The  heart  weighed  370  Gm.  and  was  un- 
remarkable except  for  a fairly  severe  degree 
of  coronary  atherosclerosis  and  associated 
focal  myocardial  fibrosis. 

The  abdominal  aorta  contained  in  its 
upper  portion  a 12-  by  8 -cm.  unruptured 
aneurysm.  The  aneurysmal  sac  was  al- 
most completely  filled  with  a laminated 
thrombus. 

The  kidneys  were  unremarkable  except  for 
arterionephrosclerosis.  The  prostate  was 
hypertrophied. 

Specimens  of  bone  from  the  fracture  site 
in  the  left  femoral  head  and  neck  showed 
a fair-sized  clump  of  marrow  in  a periosteal 
blood  vessel  (Fig.  3).  The  bone  marrow 
tissue  with  fat  cells  was  surrounded  by  hema- 
topoietic elements,  appeared  to  be  unor- 
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FIGURE  3.  Photomicrograph  of  periosteum  near 
femoral  fracture  site.  Note  bone  marrow  tissue  in 
subperiosteal  blood  vessel  (hematoxylin  and  eosin 
stain,  X100). 


ganized,  and  appeared  within  the  lumen  of  a 
blood  vessel.  No  bone  marrow  emboli 
were  noted  in  the  few  histologic  sections  that 
were  available  from  either  lung.  A remark- 
able degree  of  osteoporosis  was  present 
(Fig.  4).  The  bone  from  today’s  case  is  on 
the  right  of  Figure  4 and  can  be  compared 
with  normal  bone  from  a man  of  the  same 
age  on  the  left.  Notice  how  thin  the  bony 
trabeculae  are  in  today’s  case.  Thinning 
of  the  bony  trabeculae,  seen  histologically, 
is  the  best  criterion  of  osteoporosis. 1 

Examination  of  the  brain  showed  severe 
arteriosclerosis.  A small  area  of  recent 
encephalomalacia  was  present  in  the  right 
side  of  the  frontal  cortex.  This  lesion  was 
of  such  an  age  to  suggest  that  its  onset  coin- 
cided with  either  the  patient’s  fall  or  with  the 
postoperative  period  of  shock.  It  is  not 
infrequent  to  find  areas  of  brain  infarction 
associated  with  a period  of  shock  in  elderly 
people.  In  the  right  basal  ganglia  there  was 
an  area  of  cystic  encephalomalacia  of  older 
duration. 

In  patients  with  hip  fracture  who  come  to 
autopsy,  the  autopsy  records  of  the  Institute 
of  Pathology  reveal  a total  of  67  cases  over 
a period  of  nine  years  (Table  I).  There  were 
considerably  more  women  than  men  in  this 
group,  in  agreement  with  the  literature  on 
the  subject.  The  reason  why  women  have 
hip  fractures  more  often  than  men  is  usually 
ascribed  to  the  more  acute  angle  of  the 
female  femoral  neck  as  compared  with  that 
of  men.  The  women  are  slightly  older  than 
the  men. 


FIGURE  4.  Photomicrographs  of  femoral  bone. 
Left  photomicrograph  is  that  of  normal  bone  from  a 
male  of  the  same  age  as  the  patient.  Right  photo- 
micrograph shows  marked  osteoporotic  thinning 
of  bony  trabeculae  of  the  patient  (hematoxylin  and 
eosin  stain,  X55). 


TABLE  I.  Autopsied  cases  (67)  of  fracture  of 
femoral  neck/head*  Institute  of  Pathology,  Kings 
County  Hospital  Medical  Center,  1954  to  1963 


Patients 

Number  Per  Cent 

Average 

Age 

(Years) 

Women 

42 

63 

79 

Men 

25 

37 

72 

* Does  not  represent  all  deaths  or  autopsied  cases.  Such 
cases  are  usually  medical  examiner’s  cases,  and  the  latter  are 
not  included  in  this  tabulation. 


Gyepes,  Mellins,  and  Katz2  from  the  De- 
partment of  Radiology  of  this  hospital  re- 
cently pointed  out  that  there  is  a dispro- 
portionately low  incidence  of  fractured  hips 
among  Negroes.  The  figures  from  the  In- 
stitute of  Pathology  show  that  only  6 per 
cent  of  the  fractured  hip  cases  occurred  in 
Negroes,  who  made  up  26  per  cent  of  the 
total  number  of  autopsies. 

Of  the  autopsied  patients  with  fractured 
hips,  29  had  operative  treatment,  and  38 
patients  had  nonsurgical  treatment.  Those 
patients  who  had  surgery  and  came  to 
autopsy  showed  findings  similar  to  those  of 
nonoperated  fracture  cases,  except  that  the 
5 patients  who  died  of  septicemia  were  pa- 
tients who  had  surgical  treatment.  They 
developed  septicemia  secondary  to  wound 
infections. 

From  the  list  of  major  autopsy  findings 
there  are  at  least  three  interesting  findings 
(Table  II).  One  is  the  incidence  of  8 per 
cent  of  cases  with  peptic  ulcerations  with 
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TABLE  II.  Hip  fracture  in  the  elderly;  major 
findings  Institute  of  Pathology,  Kings  County 
Hospital  Medical  Center  (67  autopsies) 

Patients 
Num-  Per 


Disease 

ber 

Cent 

Bronchopneumonia 

17 

25 

Diabetes  mellitus* 

14 

21 

Pulmonary  thromboembolism 

(massive) 

8 

12 

Peptic  ulcers  (perforated/hemor- 

rhage) 

5 

8 

Gastrointestinal  bleeding,  source 

not  determined 

1 

Septicemia 

5 

8 

Aspiration  gastric  content  (mas- 

sive) 

4 

6 

Bone  marrow  embolism  (pul- 

monary,  massive) 

4 

6 

Deaths  in  operating  room  (of  29 

operated  cases) 

3 

10 

* Nine  per  cent  of  3,772  consecutive  autopsies  on  patients 
fifty-six  years  or  older  without  hip  fracture  had  diabetes. 


either  bleeding  or  perforation;  in  other 
words,  clinically  significant  ulcers.  In  this 
small  series  the  incidence  of  ulcers  seemed 
to  be  about  the  same  in  the  operated  and  the 
nonopera  ted  cases. 

Friesen  et  al.  in  1946 3 pointed  out  the  high 
incidence  of  peptic  ulcers  in  patients  with 
fractures  and  were  able  to  produce  ulcers  by 
means  of  injecting  fat  into  animals.  They 
also  found  fat  emboli  in  the  submucosal 
vessels  of  some  of  their  human  cases.  I 
saw  no  duodenal  fat  emboli  in  the  present 
case,  but  the  hypothesis  that  fat  emboli 
may  have  something  to  do  with  the  genesis 
of  peptic  ulcers  in  these  patients  is  in- 
teresting. We  know,  of  course,  that  there 
is  also  an  increased  incidence  of  peptic 
ulcers  in  patients  who  have  intracranial 
lesions  of  various  sorts. 

The  second  finding  to  note  is  the  signifi- 
cant incidence  of  6 per  cent  of  bone  mar- 
row embolism  in  cases  of  fractured  hips. 
These  were  emboli  associated  with  symp- 
toms. The  incidence  of  asymptomatic  fat 
embolization  is  probably  much  higher  than 
this. 

Last,  there  is  a higher  incidence  of  di- 
abetes mellitus  in  our  selected  group  in 
patients  autopsied  with  fractured  hips 
than  in  a control  group.  In  autopsy  records 
over  the  same  period  there  is  a 9 per  cent  in- 
cidence of  diabetes  in  persons  fifty-six  years 
of  age  or  older.  The  incidence  in  the  67 


patients  with  fractured  hips  was  21  per  cent. 
It  is  well  known  that  there  is  an  increased  in- 
cidence of  osteoporosis  in  patients  with  di- 
abetes mellitus.  Our  own  figures  do  not 
show  any  difference  in  mortality  between 
those  patients  treated  operatively  and  those 
patients  treated  without  surgery. 

Unfortunately,  there  are  not  figures  avail- 
able for  all  the  patients  with  hip  fractures 
who  died  at  our  hospital  center  because  most 
cases  become  medical  examiner’s  cases.  It 
is  not  known  how  representative  our  fig- 
ures are. 

Anatomic  diagnoses 

1.  Intertrochanteric  fracture , left  femur: 

A.  Status  postoperative,  Smith- Petersen 

nailing,  twenty-two  days 

B.  Status  postoperative,  tracheostomy 

2.  Osteoporosis,  vertebrae,  pelvis,  and  fem- 
ora, senile  type 

3.  Acute  and  chronic  ulcers,  duodenum, 
with  perforation  of  one  and  gastrointestinal 
hemorrhage,  800  ml. 

4.  Aspiration,  gastric  contents 

5.  Bronchopneumonia,  lower  lobes 

6.  A rteriosclerosis : 

A.  Coronary  arteries  with : 

Myocardial  fibrosis 

Cardiac  failure  with  bilateral  pleural 
effusion  and  peripheral  edema 

B.  Aorta  with: 

Aneurysm,  abdominal  portion,  intact, 
with  mural  thrombosis 

C.  Cerebral  arteries  with: 
Encephalomalacia:  recent,  right  fron- 
tal cortex;  old,  basal  ganglia 

Patrick  J.  Fitzgerald,  M.D.:  Today’s 

case  represents  a serious  problem  of  the  type 
frequently  encountered  in  a general  munic- 
ipal hospital.  We  present  it  because  we 
believe  that  it  brings  up  many  questions 
concerning  the  proper  care  of  this  common 
complication  in  the  elderly  person.  It 
would  appear  to  me  that  this  is  an  area 
where  considerable  clinical  investigation 
could  be  profitably  spent. 

Student:  Dr.  Shaftan,  do  you  think 

that  there  is  any  relationship  between  the 
high  incidence  of  ulcers  and  hip  fractures? 

Dr.  Shaftan:  I have  not  been  impressed 
by  the  clinical  association  of  gross  peptic 
ulceration  in  our  patients  with  hip  fractures, 
although  Dr.  Lindquist  has  shown  that  in 
the  autopsy  population  this  incidence  is 
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considerable.  In  this  case  the  ulceration 
seems  to  have  the  configuration  of  the  in- 
dwelling tube,  and  I wonder  if  this  tube 
might  not  actually  have  caused  some  of 
this  ulceration. 

Dr.  Fitzgerald:  Surgeons  are  recog- 

nizing that  these  so-called  “stress”  ulcers 
are  fairly  frequent.  At  surgical  exploration 
they  are  often  missed  because  they  present 
only  a small  area  of  induration.  Many 
of  those  patients  bleed  profusely,  and  quite 
contrary  to  what  Dr.  Shaftan  says,  we  think 
that  a few  small  focal  ulcers,  often  associ- 
ated with  stress,  are  a fairly  common  oc- 
currence. They  may  be  associated  with 
many  factors,  not  only  with  hip  fracture 
but  also  with  many  operations  and  other 
forms  of  nonoperative  stress.  These  ul- 
cers are  said  to  be  relatively  common  in 
many  types  of  surgical  procedures,  particu- 
larly in  extensive  head  and  neck  surgery. 


Safety  lenses  in  eyeglasses 

The  National  Society  for  the  Prevention  of 
Blindness  recommends  safety  lenses  of  shatter- 
resistant  glass  or  plastic  for  use  in  spectacles, 
especially  for  children;  students;  persons  with 
impaired  eyesight,  particularly  those  with 
sight  in  only  one  eye;  and  by  those  engaging 
in  pursuits,  sports,  or  hobbies  which  involve 
hazards  to  vision. 

This  recommendation  is  based  on  thousands 
of  case  histories  of  eyesight  saved  by  safety 
lenses  and  is  fortified  further  by  over  a quarter- 


possibly  secondary  to  psychogenic  factors. 
They  occur  in  similar  patients  who  have 
had  no  intubation. 

Dr.  Shaftan:  We  agree  that  osteoporo- 
sis is  probably  the  prime  etiologic  factor 
behind  fractures  of  the  femoral  neck  which 
may  actually  represent  a pathologic  injury. 
Intertrochanteric  fractures,  on  the  other 
hand,  are  usually  associated  with  severe 
trauma,  and  the  association  of  osteoporosis 
in  this  injury  has  not  been  demonstrated. 
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century  of  proved  industrial  use  of  such  lenses. 

Only  those  safety  lenses  and  other  protective 
eyewear  which  comply  with  quality  and  per- 
formance requirements  of  American  Standard 
codes  Z80  (nonindustrial  eyewear)  and  Z2 
(industrial  eyewear)  are  recommended.  Safety 
lenses  meeting  these  codes  have  minimum 
thicknesses  of  2 and  3 mm.  respectively.  All 
safety  lenses  should  be  mounted  in  sturdy, 
flame- resistant  frames. 

Safety  lens  spectacles  provide  incomparable 
protection  for  eyesight,  well  worth  the  nominal 
additional  charge  over  the  cost  of  ordinary 
glasses. 
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A series  of  articles 
dealing  with  tropical  disease 


Tropical  Medicine  for 
Temperate  Climates 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.&H.,  Editor 


Tropical  Diseases 
of  the  Eye 

KEVIN  M.  CAHILL,  M.D.,  D.T.M.&H. 

New  York  City* 

Blindness,  a personal  tragedy  in  any  na- 
tion, is  both  an  individual  and  a family 
disaster  in  the  tropics.  When  vision  is  lost, 
the  ability  to  hunt,  farm,  and  labor  vanishes; 
it  becomes  impossible  to  provide  for  oneself 
or  one’s  dependents  and  to  avoid  the  assaults 
of  wild  animals  or  the  constant  threat  of  acci- 
dents. Blindness  is  prevalent  throughout 
the  tropics;  that  most  of  it  is  caused  either 
by  ignorance  or  by  preventable  and  treatable 
infections  compounds  the  tragedy.  In 
addition  to  the  lesions  causing  blindness  in 
temperate  climates,  there  are  a number  of 
other  causes  peculiar  to  the  tropics.  Many 
have  been  considered  earlier  in  this  series: 
smallpox,  onchocerciasis,  loiasis,  leprosy, 
South  American  leishmaniasis,  malaria,  and 
dengue.  Others  will  be  discussed  in  this 
report. 

Trachoma 

Trachoma  is  a chronic  viral  disease  affect- 
ing the  conjunctiva  and  cornea.  Almost  one 
sixth  of  the  world’s  population,  500  million 
persons,  are  trachoma  victims.  The  sever- 
ity of  the  disease,  however,  varies  greatly  and 
is  as  much  related  to  environmental  condi- 
tions as  it  is  to  host  susceptibility  and  to  the 
strain  of  the  virus  involved.  Trachoma  is  a 
far  more  virulent  disease  in  the  hot,  dry, 

* Present  address:  U.S.  Naval  Medical  Research  Unit 
No.  3.,  Navy  FPO  540,  New  York,  New  York  09574. 


FIGURE  1.  Well-developed  Herbert's  peripheral 
pits  and  pannus. 


crowded  area  of  the  Middle  East,  for  ex- 
ample, than  it  is  in  the  moist  farmlands  of 
interior  Taiwan. 

The  causative  virus  is  a member  of  the 
psittacosis-lymphogranuloma  group.  Al- 
though only  recently  isolated  and  cultured,  f 
the  virus  had  been  recognized  for  many  years 
as  intracytoplasmic  inclusions,  called  Halber- 
staedter-Prowazek  (H-P)  bodies,  seen  in 
scrapings  from  the  upper  tarsal  conjunctiva 
of  trachoma  patients. 

After  an  incubation  period  of  two  to 
twelve  days  the  virus  multiplies  on  the  upper 
tarsal  surface,  causing  progessive  epithelial 
proliferation,  follicle  formation,  papillary 
hypertrophy,  and,  eventually,  pannus  forma- 
tion and  cicatrization.  As  scarring  pro- 
gresses, trichiasis  (inversion  of  the  lashes)  or 
entropion  (lid  inversion)  occurs,  with  result- 
ant corneal  ulceration  or  total  pannus 
obliteration.  As  scarring  involves  the  lim- 
bal  follicles,  transparent  epithelium  fills  the 
retracted  defects,  causing  the  characteristic 
“Herbert’s  peripheral  pits”  (Fig.  1).  Sec- 

t Tang,  F.  F.,  Chang,  H.  L.,  Huang,  Y.  T.,  and  Wang, 
K.  C.:  Studies  on  the  etiology  of  trachoma  with  special  refer- 
ence to  isolation  of  the  virus  in  chick  embryo,  Chinese  M.  J. 
75:  429  (June)  1957. 


February  15,  1964  / New  York  State  Journal  of  Medicine  535 


FIGURE  2.  Early  limbal  follicles  and  typical  vascu- 
lar pattern  in  Stage  I of  trachoma. 


FIGURE  3.  Prominent  follicular  hypertrophy  on 
the  upper  tarsus  and  early  corneal  pannus  in 
Stage  II  of  trachoma. 


ondary  bacterial  infection  is  common;  in 
fact,  most  uncomplicated  trachoma  infec- 
tions are  self-limiting,  while  the  bacterial 
contaminants  often  cause  severe  damage. 

The  early  clinical  patterns  range  from  the 
asymptomatic  to  one  with  ptosis  and  acute 
conjunctivitis.  Examination  of  the  everted 
upper  eyelid  reveals  the  extent  of  damage 
(MacCallan’s  classification),  with  minimal 
follicles  found  in  Stage  I,  (Fig.  2),  hypertro- 
phic follicles  and  papillae  in  Stage  II,  (Fig. 
3),  and  pannus  and  scar  tissue  in  advanced 
(Stage  III)  cases.  Stage  IV  refers  to  healed 
trachoma,  with  the  conjunctiva  completely 
cicatrized  and  without  follicles  or  papillae 
(Fig.  4.). 

Diagnosis  may  be  confirmed  by  visualiz- 
ing H-P  bodies,  culturing  the  virus  on  chick 
embryo  sacs,  or,  under  research  conditions, 
by  serologic  and  immunofluorescent  technics. 


FIGURE  4.  Fine  horizontal  scars,  or  Arlt’s  lines,  in 
end-stage,  cicatrized  trachoma. 


In  the  field,  clinical  diagnosis  is  acceptable; 
in  an  American  or  European  city,  laboratory 
confirmation  would  be  essential. 

The  virus  is  sensitive  to  sulfa  compounds 
and  some  antibiotic  drugs.  Recommended 
regimen  for  the  treatment  of  an  acute  case  is 
to  give  a long-acting  sulfa  drug  such  as 
sulfamethoxypyridazine  in  an  adult  oral 
dosage  of  3 Gm.  daily  for  three  weeks  and  to 
apply  tetracycline  ophthalmic  ointment 
locally.  There  should  be  specific  treatment 
of  secondary  bacterial  contaminants.  Sur- 
gical correction  of  advanced  lid  inversion  is 
often  necessary.  Trachoma  vaccine  trials 
are  still  in  the  experimental  stage. 


Sparganosis 


Indigenous  medical  practice  in  the  tropics 
is  based  more  on  superstition  than  on  fact, 
and  the  patient  who  recovers  usually  does  so 
in  spite  of  therapy.  The  local  use  of  poul- 
tices is  a common  prescription  to  “draw  out 
the  disease”;  one  such  regimen  is  a frequent 
cause  of  eye  damage  in  the  Far  East. 
Fresh  frog  meat  is  applied  to  sore  eyes,  and 
although  the  custom  rarely  cures  anyone,  it 
does  permit  the  plerocercoid  form  of  a frog 
parasite,  the  sparganum,  Diphyllobothrium 
mansoni,  to  migrate  into  the  warmer  human 
tissue,  causing  irritation,  corneal  ulceration, 
nodule  formation,  and  secondary  infection. 
Ocular  sparganosis  can  result  in  unilateral 
blindness.  Diagnosis  of  the  eye  lesion  is 
possible  only  by  incising  the  tumors  and 
finding  the  parasite.  Treatment  is  based  on 
killing  the  parasite  with  alcohol  or  neo- 
arsphenamine  and  then  either  allowing  re- 
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absorption  of  the  worm  or  surgically  remov- 
ing it.  Generalized  sparganosis  may  follow 
the  drinking  of  water  contaminated  with 
Cyclops  harboring  another  intermediate 
form  of  the  parasite.  Occasional  cases  are 
reported  in  the  United  States  as  well  as 
abroad. 

Malnutrition  and  eye  disease 

The  exact  correlation  of  defective  vision 
with  malnutrition  is  as  difficult  to  determine 
as  the  general  effect  of  diet  on  disease. 
There  are,  however,  several  specific  nutri- 
tional deficiencies  known  to  cause  eye 
damage.  The  most  serious  is  vitamin  A 
hypovitaminosis.  Vitamin  A is  required  for 
the  deposition  of  rhodopsin  in  the  rods  of 
the  retina  and  for  the  preservation  of  healthy 
epithelial  cells.  Deficient  levels  are  first 
manifested  by  difficulty  in  fight  accommoda- 
tion and  night  blindness;  late  lesions  include 
xerophthalmia,  or  drying  of  the  cornea  and 
conjunctiva,  and  keratomalacia,  or  corneal 
colliquative  necrosis  and  ulceration.  An  es- 
timated 20,000  children  are  blinded  annually 
with  these  lesions.  Inadequate  or  absent 
vitamin  A levels  are  common  in  children 
throughout  the  tropics,  since  food  containing 
either  preformed  vitamin  A or  carotene 
precursors  are  rare  dietary  items. 

Those  infants  with  levels  of  vitamin  A 
barely  sufficient  to  avoid  eye  disease  may 
become  decompensated  by  illnesses  such  as 
acute  diarrhea,  in  which  rapid  intestinal 
movement  and  decreased  fat  absorption 
leave  the  child  dependent  on  hepatic  vitamin 
A stores.  As  protein  deficiency  develops, 
even  these  stores,  if  there  are  any,  cannot  be 
mobilized. 

Reversible  retinal  lesions  evidenced  by 
night  blindness  and  detected  by  rod  sco- 
tometry  are  the  earliest  signs  of  vitamin  A 
deficiency.  Drying  of  the  conjunctival  sur- 
face with  local  keratin  deposits  on  the  surface 
(Bitot’s  spots)  follow.  The  cornea  becomes 
dry,  necrotic,  and  ulcerated.  Permanent 
loss  of  vision  may  be  related  to  panophthal- 
mitis, iris  incarceration,  or  lens  extrusion. 

If  treatment  with  parenteral  and  oral 
vitamin  A (total  dose,  100,000  units  ad- 
ministered intravenously)  is  begun  before  the 
keratomalacia  stage,  complete  and  rapid 
recovery  occurs.  Surgical  correction  or 
orbital  extraction,  however,  is  often  neces- 
sary once  colliquative  necrosis  has  begun. 


Prevention  is  readily  accomplished  by  en- 
hancing diets  with  rich  sources  of  vitamin  A 
such  as  cod  fiver  or  red  palm  oil  or  by  pro- 
viding concentrated  vitamin  tablets  or  drops 
through  maternal  and  child  welfare  clinics 
in  areas  where  vitamin  A deficiency  is 
endemic. 

Vitamin  B deficiencies  were  a frequent 
cause  of  visual  disturbances  among  mal- 
nourished prisoners  of  war  in  World  War  II. 
Thiamine  and  riboflavin  deficiencies  have 
been  most  responsible  for  the  photophobia 
and  even  irreversible  optic  atrophy  causing 
Far  Eastern  nutritional  amblyopia. 

Hemoglobin  disorders 

Thromboses  are  common  complications  of 
various  hemoglobin  disorders;  their  occur- 
rence in  sickle  cell  disease  is  well  known  to 
most  American  clinicians.  Retinal  throm- 
boses are  particularly  noted  in  patients  hav- 
ing a combination  of  hemoglobin  S and  hemo- 
globin C,  the  latter  a variant  of  high  in- 
cidence in  north  Ghana.  Hemoglobin  C 
cells  sickle  at  a lower  oxygen  tension  than 
S-S  cells.  The  anemia  is  not  as  severe  in 
S-C  disease  as  it  is  in  S-S  disease.  Ironically, 
it  is  this  absence  of  anemia  that  may  be  the 
explanation  for  the  high  proportion  of  blind- 
ing retinal  thromboses.  A densely  packed, 
relatively  viscid  blood  supply  will  more  easily 
stagnate  on  a few  sickled  cells  in  the  narrow 
lumen  of  the  arteriole  than  a thin,  anemic 
stream. 

Patients  with  hemoglobin  disorders  often 
experience  multiple  episodes  of  transient 
amblyopia  or  amaurosis.  Both  retinal  hem- 
orrhages and  pallor  can  be  seen  by  ophthal- 
moscopy. Treatment  is  limited  to  anticoag- 
ulation. Patients  with  S-C  disease  should 
be  advised  to  avoid  low  oxygen  tensions  such 
as  those  occurring  in  high-altitude,  unpres- 
surized flying. 

Iatrogenic  eye  disease 

The  most  common  eye  lesions  related  to 
tropical  diseases  that  will  be  seen  by  the 
clinician  in  the  temperate  climate  will  be 
caused  by  him  or  his  colleagues.  Iatrogenic 
eye  damage  can  result  from  a wide  variety  of 
drugs  commonly  used  for  the  treatment  or 
prevention  of  tropical  diseases.  The  more 
important  compounds  incriminated  are  the 
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synthetic  antimalarial  drugs,  quinine,  and 
the  arsenical  drugs. 

Toxic  effects  of  synthetic  antimalar- 
ial drugs.  All  the  synthetic  antimalarial 
drugs  are  oculotoxic  if  administered  in  high 
doses  for  long  periods.  This  is  rarely,  if  ever, 
a problem  in  the  routine  treatment  or  preven- 
tion of  malaria;  most  reports  of  eye  damage 
due  to  synthetic  antimalarial  drugs  are  of 
cases  in  which  there  has  been  intensive  ad- 
ministration of  the  drugs  to  treat  collagen 
diseases.  In  the  management  of  systemic 
lupus  erythematosus,  for  example,  750  mg.  of 
chloroquine,  one  half  the  total  dose  for  the 
radical  cure  of  malaria,  may  be  administered 
daily  for  years.  Under  these  conditions, 
accommodation  defects,  diplopia,  corneal 
deposits,  subcapsular  opacities,  keratopathy 
and  severe  retinopathy  including  arteriolar 
narrowing,  and  aberrant  pigmentation, 
especially  in  the  macular  area,  are  common. 
The  corneal  lesions  are  reversible  when  the 
drug  is  stopped;  the  retinal  lesions  are  usu- 
ally permanent.  Neither  one  should  result 
from  proper  malaria  prophylaxis  or  treat- 
ment. 

Toxic  effects  of  quinine.  Quinine  is 
no  longer  used  widely  for  the  treatment  and 
prevention  of  malaria.  The  syndrome  of 
cinchonism,  the  toxic  reaction  to  the  drug,  is 
therefore  uncommon  today.  It  may  still 
be  found,  however,  where  quinine  is  used 
for  economic  reasons  or  because  of  emerging 
resistance  to  synthetic  antimalarial  drugs. 
Cinchonism  usually  occurs  only  after  exces- 
sively long  treatment  or  high  dosage  has 
been  given  but  may  be  an  idiosyncratic  re- 
action to  a single  tablet.  Amblyopia  and 
amaurosis  are  usually  transient,  vanishing 
within  the  seventy-two  hours  required  for 
total  drug  excretion.  However,  permanent 
blindness  or  tubular  vision  occasionally 
occurs.  Ophthalmoscopy  may  reveal  retinal 
artery  spasm,  ischemia,  and  edema,  with 
pallor  of  the  disks  and  optic  atrophy.  Treat- 
ment of  the  ocular  aspects  of  acute  cincho- 
nism includes  intravenous  papaverine  or 
sodium  nitrite  for  arterial  dilatation. 

Toxic  effects  of  arsenical  drugs. 
Arsenical  drugs  are  widely  used  in  the  treat- 
ment of  trypanosomiasis  and  occasionally  in 
the  management  of  patients  with  amebiasis 
and  filariasis.  Oculotoxic  reactions  to  both 
trivalent  and  pentavalent  compounds  are 


common.  For  example,  10  per  cent  of 
patients  receiving  a full  course  of  tryp- 
arsamide  note  visual  changes.  These  are 
usually  limited  to  transient  eye  pain,  photo- 
phobia, lacrimarrhea,  and  defects  in  focusing 
and  light  adaptation. 

Concentric  contraction  of  the  visual  field 
with  a central  scotoma  is  a more  serious  toxic 
reaction  but  still  a characteristic  one.  The 
condition  will  vanish  within  a few  days  if  the 
drug  is  promptly  withdrawn,  but  peripheral 
field  defects  are  often  permanent.  If  the 
drug  is  continued  despite  early  toxic  signs, 
the  victim  often  becomes  totally  and 
permanently  blind. 

In  a Western  medical  center,  where  the 
use  of  arsenical  drugs  for  tropical  diseases  is 
rare,  where  facilities  for  adequate  examina- 
tions are  or  can  be  available,  and  where  the 
pressures  of  mass  treatment  as  a public 
health  measure  do  not  exist,  visual  acuity  and 
field  studies  should  be  done  before,  during, 
and  after  a regimen  of  tryparsamide.  BAL 
(British  anti-lewisite)  should  always  be 
available.  As  noted  in  an  article  on  African 
trypanosomiasis,  a preceding  article  in  this 
series,  BAL  is  now  combined  with  the 
arsenical  drugs  as  arsobal  (Mel-B).  Al- 
though toxicity  is  reduced,  the  danger  of 
ocular  damage  remains. 

Environmental  effects 

The  direct  effects  of  wind  and  dirt  in  arid 
areas  are  responsible  for  the  prevalence  of 
pterygium  in  the  tropics.  As  this  corneal 
growth  occludes  the  pupil,  visual  loss  follows. 
Surgical  removal  of  the  pterygium  is  the  only 
effective  therapy. 

Glare  conjunctivitis  is  another  danger  in 
the  bright,  desert  areas  of  the  tropics.  The 
conjunctiva  is  desquamated  by  ultraviolet 
rays,  producing  an  excruciatingly  painful 
blindness.  Treatment  includes  the  local 
application  of  atropine  and  cocaine  and  rest 
in  a dark  room.  Antibiotics  are  often  in- 
dicated to  control  secondary  infection.  Pa- 
tients expecting  to  visit  the  tropics  should  be 
advised  to  bring  polaroid  or  reflecting  sun- 
glasses. 

The  final,  and  perhaps  the  most  important, 
cause  of  eye  damage  in  the  tropics  defies 
exact  classification.  The  roles  of  ignorance, 
filth,  and  neglect  in  causing  blindness  in  the 
tropics  are  complex;  they  may  be  primary 
causes  and  are,  unfortunately,  almost  always 
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complicating  factors.  As  with  almost  all  of 
the  problems  of  tropical  medicine,  their 
ehmination  will  depend  on  general  improve- 
ments in  education,  social  and  personal 
hygiene,  and  water  distribution,  as  well  as 
as  on  an  expansion  of  medical  and  public 
health  facilities  and  knowledge. 


Library  preservation  asked 


The  librarian  of  the  New  York  Academy  of 
Medicine,  New  York  City,  has  urged  that  the 
traditional  role  of  the  medical  society  library  in 
serving  the  community  be  preserved  in  this  age 
of  increasing  use  of  medical  literature. 

Gertrude  L.  Annan,  writing  in  the  January  4 
Journal  of  the  American  Medical  Association, 
warns  that  medical  society  libraries  may  dis- 
appear because  of  financial  difficulties  and  mer- 
gers with  larger  university  libraries. 

When  a society  library  is  taken  over  by  a 
university  library,  she  said,  a community 
may  lose  a valuable  service,  “a  service  some- 
times not  feasible  for  the  university  library 
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which  first  must  take  care  of  its  own  constitu- 
ency.” 

A recent  survey  at  the  New  York  Academy 
of  Medicine  showed  that  about  54  per  cent  of 
the  readers  were  directly  concerned  with 
medicine  while  students  other  than  medical, 
dental,  or  nursing  comprised  21  per  cent  and 
the  remaining  25  per  cent  included  diverse 
categories  of  laymen.  Such  laymen  may  find 
limited  resources  and  little  encouragement  out- 
side public  libraries  which  cannot  always  supply 
the  specific  medical  information  sought  by  an 
informed  public. 

“Traditionally  the  medical  society  library  has 
served  the  community.  The  loss  of  access  to 
a separate  library  providing  direct  services  to 
a local  community  will  be,  in  most  cases,  a 
tragic  sacrifice.  Society  libraries  should  have 
financial  support  from  state  or  county  and  the 
determined  support  of  practicing  physicians.” 
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Osteochondritis 
Dissecans  of  the  Knee 


Case  history 

A forty-year-old  man  suffered  intermittent 
pain,  weakness,  and  instability  of  his  left 
knee  for  twenty  years.  There  had  been  no 
episode  of  locking  of  his  knee  and  no  pre- 
cipitating traumatic  incident  was  remem- 
bered. The  patient  was  a normal  man 
without  demonstrable  abnormality  on  physi- 
cal examination  except  for  minimal  swelling 
of  his  left  knee.  There  was  no  localized 
tenderness  or  limitation  of  motion  in  the 
knee. 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  Examination 

of  the  left  knee  in  multiple  projections 
(Fig.  1)  shows  a large  defect  in  the  sub- 
chondral portion  of  the  medial  condyle  of 
the  femur.  This  defect  was  sharply  defined, 
somewhat  rounded  in  appearance,  and 
showed  mild  sclerotic  change  along  its  supe- 
rior margin.  It  measured  about  2.5  cm.  in 
greatest  diameter.  Near  the  superior  mar- 
gin of  this  defect,  there  was  an  irregular 
body  about  1.2  cm.  in  greatest  diameter. 
This  fragment  was  somewhat  dense  and 
showed  poorly  defined  margins.  It  ap- 
peared to  remain  within  the  defect  in  all 
projections.  A loose  fragment  was  noted 
within  the  knee  joint  adjacent  to  the  lateral 
epicondyle.  Mild  swelling  of  the  knee  joint 
was  evident. 


Pathologic  discussion 

Hudson  J.  Wilson,  Jr.,  M.D.:  Operation 
consisted  of  arthrotomy  of  the  left  knee  with 
removal  of  a loose  body  and  the  osteochon- 
dritic  fragment  of  the  medial  femoral 
condyle.  The  medial  femoral  condyle 
showed  an  unusually  large  osteochondritic 
defect  measuring  approximately  2 by  2 cm. 
The  bone  and  cartilage  were  attached  only 
in  one  cartilaginous  area.  The  fragment 
was  otherwise  completely  loose  like  a flap. 
It  was  impossible  to  reattach  it,  and  it  was 
therefore  removed,  shaving  down  the  adja- 
cent fibrillated  soft  cartilage.  A loose  body 
slightly  larger  than  a pea  was  identified  and 
removed.  A small  softened  fibrillated  area 
of  cartilage  in  the  medial  patella  was  shaved 
smooth. 

Kendall  Kane,  M.D.:  The  fragment 

which  was  formerly  attached  like  a flap  over 
the  femoral  condyle  has  a surface  of  cartilage 
covering  the  bone.  The  flat  surface  is  2.5 
by  1.3  cm.,  and  the  thickness  is  0.7  cm. 
Viable  cartilage  is  seen  near  the  edge  which 
was  attached  and  on  the  joint  surface  of  the 
fragment,  but  elsewhere  both  cartilage  and 
bone  are  nonviable  with  empty  lacunae  and 
amorphous  necrotic  material  between  the 
spicules  of  bone  (Fig.  2).  The  loose  body  is 
egg-shaped  and  measures  0.8  by  0.6  by  0.4 
cm.  The  central  part  of  it  is  composed  of 
dead  cartilage  with  pyknotic  nuclei.  Viable 
cartilage  covers  the  surface.  There  is  irregu- 
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FIGURE  1.  Roentgenograms.  (A)  Frontal  projection  of  left  knee  showing  large  subchondral  osseous 
defect  in  medial  condyle  of  femur  with  osseous  fragment  within  the  lucent  shadow.  Note  loose  osseous 
fragment  adjacent  to  lateral  epicondyle.  (B)  "Tunnel”  projection  of  left  knee  showing  defect  and  its 
"sequestrum”  to  better  advantage.  (C)  Lateral  projection  of  left  knee  showing  osteochondritis  dissecans 
of  medial  (lower) femoral  condyle.  "Joint  mouse”  overlies  distal  femur  in  this  projection. 


FIGURE  2.  Photomicrographs.  (A)  Low-power  view  of  fragment  which  was  still  attached  to  joint  surface 
by  one  of  its  ends  and  lay  in  defect  of  surface  of  medial  condyle.  Narrow  rim  of  living  cartilage  covers  joint 
surface  of  fragment.  Beneath  this  cartilage  and  bone  are  dead.  (B)  Higher  magnification  of  portion  of 
fragment  shown  in  (A).  At  left,  presence  of  cells  in  cartilage  lacunae  indicates  viable  tissue.  Beneath 
this,  empty  lacunae  in  cartilage  and  bone  indicate  that  these  tissues  are  dead. 


lar  calcification  of  the  outer  portion  of 
necrotic  cartilage  and  inner  portion  of  the 
viable  cartilage  (Fig.  3). 

Comment 

Dr.  Finby:  Osteochondritis  dissecans  is  a 
strange  degenerative  or  traumatic  lesion 
most  commonly  seen  in  males  involving 
the  weight-bearing  joints,  especially  the 
knee.1  In  the  knee,  it  almost  always  in- 
volves the  medial  femoral  condyle  and  has 
been  used  in  radiologic  teaching  to  demon- 
strate that  the  medial  femoral  condyle  is 
normally  lower  than  the  lateral  femoral 
condyle  in  lateral  projection. 

The  characteristic  roentgenographic  fea- 


ture of  a curvilinear  crater-like  defect  in  sub- 
chondral bone  is  diagnostic  even  if  it  is  an 
incidental  finding.  The  radiologic  diagnosis 
is  probably  of  less  serious  prognostic  import 
in  the  knee  of  the  very  young  patient.  In- 
deed, irregularities  of  the  margin  of  the 
ossification  center  in  the  distal  femoral 
epiphysis  frequently  simulate  the  roentgen 
appearance  of  osteochondritis  dissecans. 2 

A loose  body  may  be  recognized  within  the 
defect  (sequestrum,  Fig.  1)  or  within  the 
joint  space  where  it  is  known  as  a “joint 
mouse.”  The  defect  may  be  found  without 
a recognizable  local  fragment  or  joint  mouse, 
but  more  commonly  we  see  joint  mice  with- 
out demonstrating  their  sites  of  origin. 
Joint  mice  and  synovial  fluid  or  thickening 
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FIGURE  3.  A portion  of  the  round  loose  body. 
Tissue  on  surface  is  living  cartilage.  Within  frag- 
ment is  dead  cartilage. 


are  usually  associated  with  acute  or  recur- 
rent pain  and  swelling. 

If  osteochondritis  dissecans  is  suspected, 
especially  in  the  knee,  it  is  essential  to  have 
roentgenograms  which  show  fine  detail  in 
many  projections.  The  tunnel  view  (Fig. 
IB),  exposed  with  the  knee  in  flexion,  will 
place  the  posterior  portion  of  the  condyle  in 
profile  and  demonstrate  small  defects. 

Follow-up  studies  in  the  young  patient 
with  or  without  surgical  therapy  usually 
show  a return  toward  normal  with  fusion  or 
absorption  of  the  separated  fragment.  In 
the  older  patient,  especially  when  joint 
mice  have  been  present  for  longer  periods  of 
time,  synovial  and  osteoarthritic  sequelae 
may  be  found. 

Dr.  Kane:  The  onset  of  symptoms  at  age 
twenty  in  this  typical  case  of  osteochondritis 
dissecans  falls  within  the  usual  age  range  of 
fifteen  to  twenty-five  years.  Cases  have 
been  reported  in  childhood,  the  youngest  at 
age  four.1  The  location  in  the  medial  fem- 
oral condyle  is  also  the  most  common  site. 
The  disease  is  characterized  by  necrosis, 
probably  ischemic,  of  a segment  of  subarticu- 
lar  bone. 3 

Trauma  may  be  the  precipitating  cause 


but  often  there  is  no  history  of  an  antecedent 
incident.  The  frequent  occurrence  of  the 
lesion  in  multiple  joints,  often  symmetrical, 
and  the  numerous  reported  instances  of 
multiple  cases  in  one  family,  have  suggested 
to  some  writers  that  the  lesion  may  result 
from  a systemic  disease,  probably  metabolic. 4 
Cases  have  also  occurred  in  patients  with  Os- 
good-Schlatter  disease  and  other  forms  of 
osteochondritis. 1 The  cartilage  overlying 
the  necrotic  bone  may  die  because  of  trauma 
but  may  remain  viable  since  the  nutrition  is 
from  synovial  fluid. 

In  the  case  presented  here,  there  are  lesions 
of  two  different  ages.  The  older  lesion  is 
represented  by  the  loose  body  with  its  cen- 
tral core  of  dead  cartilage.  The  fragment 
which  was  still  attached  represents  an  earlier 
stage  in  the  process.  There  has  been  death 
of  a narrow  plate  of  bone  beneath  the  joint 
surface.  Sequestration  has  occurred  along 
the  border  of  the  dead  fragment,  and  it  re- 
mains in  place  only  because  of  the  thin  rim 
of  surface  cartilage  which  remains  viable  be- 
cause it  receives  its  nutrition  from  the  joint 
fluid.  Had  there  been  no  operative  inter- 
vention, it  is  most  likely  that  this  fragment 
would  have  separated  completely  and  be- 
come rounded  and  covered  with  cartilage 
growing  about  it  from  the  viable  surface 
tissue.  The  changes  seen  in  this  fragment 
support  the  idea  that  ischemic  necrosis  prob- 
ably caused  by  trauma  is  the  cause  of  osteo- 
chondritis dissecans  rather  than  a metabolic 
disorder. 
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Cose  Reports 


Dengue 
in  New  York  City 

KERMIT  G.  DWORK,  M.D. 
Forest  Hills,  New  York 

Clinical  Instructor  in  Preventive  and  Environmenta 
Medicine,  Albert  Einstein  College  of  Medicine 


X he  appearance  of  a case  of  dengue  in  a 
northern  metropolis  demonstrates  again 
that  the  rapidity  of  air  transportation  has 
brought  diseases  of  the  hot  countries  to 
the  care  of  physicians  in  temperate  zones. 
That  this  infection  is  rare  in  northern 
latitudes  is  due  to  its  short  course,  to  the 
infrequency  with  which  it  reaches  epidemic 
status  in  its  usual  environment,  and  to  the 
absence  of  its  arthropod  vector,  the  Aedes 
mosquito,  from  the  northern  half  of  the 
United  States. 

The  virus  which  causes  dengue  is  one  of  a 
burgeoning  number  of  arboviruses  which 
includes  those  causing  yellow  fever,  Japanese 
B encephalitis,  Western  and  Eastern  equine 
encephalomyelitis,  and  about  150  other 
viruses,  the  vectors  of  which  are  mosquitoes, 
sandflies,  and  ticks.1  Dengue  is  a disease  of 
high  morbidity  and  low  mortality.  Its 
outstanding  importance  lies  in  its  penchant 
to  strike  large  nonimmune  populations  a 
sudden  and  immobilizing  blow.  Such  is  the 
case  in  the  Caribbean  area  where  more  than 
13,000  cases  of  dengue  were  reported  in 
Puerto  Rico  and  Jamaica  from  June  through 
September,  1963. 2 

Case  report 

A twenty-one-y ear-old  Negress  was  first 
seen  on  August  28,  1963,  because  of  fever  of 
two  days  duration.  She  was  born  in  Port- 


land, Jamaica,  and  for  the  last  ten  years 
lived  in  Kingston.  She  had  been  away  from 
Jamaica  only  for  four  short  trips  to  the 
United  States.  She  was  treated  with 
bephenium  hydroxynaphthoate  (Alcopar) 
for  hookworm  infection  in  1961.  To  her 
knowledge  she  never  had  malaria  or 
filariasis.  In  the  summer  of  1963  she  was 
aware  of  an  unusually  large  number  of 
mosquitoes  around  her  home.  A sister, 
twenty-three  years  old,  had  a syndrome  of 
severe  headache,  fever,  and  rash  which 
occurred  about  August  14.  A thirteen-year- 
old  cousin  developed  headache  and  fever  on 
August  26.  All  lived  in  the  same  house.  A 
Jamaican  physician  stated  that  both  of 
these  illnesses  were  dengue. 

The  patient  arrived  in  New  York  City  by 
airplane  on  August  26.  She  had  been 
alerted  to  the  possibility  of  dengue  by  a 
memorandum  from  the  United  States  Public 
Health  Service  to  all  persons  coming  from 
epidemic  areas.  At  the  time  of  her  arrival 
she  noted  the  onset  of  headache.  During 
the  next  two  days  this  became  severe  and 
most  pronounced  at  the  apex.  On  August 
27  she  began  to  have  extremely  marked 
pain  behind  the  eyeballs  and  to  a lesser 
extent  in  her  back  and  legs.  She  felt  hot  and 
chilly  but  did  not  take  her  temperature. 
There  were  no  shaking  chills.  She  became 
extremely  fatigued.  There  was  no  nausea, 
vomiting,  diarrhea,  light  stools,  or  dark 
urine.  She  was  not  aware  of  a rash. 

Examination  on  August  28  revealed  an 
acutely  ill  young  girl  who  found  movement 
of  her  head  painful.  The  conjunctivas 
seemed  slightly  icteric.  The  temperature 
was  101.4  F.  orally.  A patchy  erythematous 
rash  covered  most  of  the  ventral  aspect  of 
the  left  forearm.  No  other  eruption  of  the 
skin  or  mucous  membranes  was  present. 
There  was  no  lymphadenopathy.  The  pulse 
rate  was  68  per  minute.  The  remainder  of 
the  physical  examination  produced  normal 
findings. 

A thick  smear  of  the  blood  was  negative 
for  plasmodia.  A wet  drop  of  the  blood  was 


February  15,  1964  / New  York  State  Journal  of  Medicine  543 


negative  for  microfilariae.  The  urine  con- 
tained 2 plus  albumin,  and  there  were  no 
reducing  substances  present.  Moderate 
pyuria  was  found.  The  urine  was  negative 
for  bile. 

The  patient  was  told  she  appeared  to  have 
dengue.  She  refused  hospitalization  and 
decided  to  remain  with  a relative  in  another 
part  of  the  city.  White  blood  count  on 
August  29  was  5,900  per  cubic  millimeter. 
The  differential  was:  neutrophils  35  per 

cent,  stabs  4 per  cent,  lymphocytes  49  per 
cent,  monocytes  9 per  cent,  and  eosinophils 
3 per  cent.  When  next  seen  on  September  4, 
she  stated  that  from  August  30  she  had  no 
fever,  rash,  or  pains. 

Blood  specimens  obtained  on  August  29, 
September  9,  and  September  23  showed 
HI  (hemagglutination  inhibition)  in  in- 
creasing titers  for  dengue  III  and  dengue 
IV.  In  addition,  cross-HI  was  present  for 
Murray  Valley  encephalitis  and  Ilheus 
arboviruses.  Complement  fixation  tests 
showed  negative  results  for  all  of  the 
arboviruses  tested.  The  laboratory  inter- 
pretation was  that  these  results  are  com- 
patible with  recent  infection  with  dengue. 

Comment 

Following  the  bite  of  the  infective 
mosquito,  usually  Aedes  aegypti,  an  incuba- 
tion period  of  five  to  eight  (rarely,  as  long 
as  fifteen)  days  ensues.  The  patient  notes 
the  abrupt  onset  of  fever,  chilly  sensations, 
severe  headache,  and  retro -orbital  pain. 
Muscle  pains  of  the  back  and  extremities 
appear.  Fatigue  is  extreme.  The  patient  is 
febrile  for  five  to  seven  days,  and  a dip  in  the 
temperature  level  during  the  third  and 
fourth  days  of  illness  gives  a “saddleback” 
appearance  to  the  curve.  Sometime  after 
the  start  of  the  illness,  usually  when  the 
fever  recurs,  an  exanthem  appears  on  the 
trunk,  later  spreading  peripherally  to  the 
extremities.  This  may  be  ill-defined, 
maculopapular,  or  scarlatiniform.  The  con- 
junctivas may  appear  to  be  slightly  icteric. 
Bradycardia  is  often  present.  The  liver  is 
not  enlarged,  but  there  may  be  some 
splenomegaly.  Soon  after  the  onset,  marked 
leukopenia  with  relative  lymphocytosis  is 
found.  Mortality  in  the  usual  epidemic  is 
nil.  Treatment  consists  of  bed  rest  and 
provision  of  adequate  fluids. 

Confirmation  of  the  clinical  suspicion  of 


dengue  depends  on  demonstration  of  a rising 
titer  of  antibodies  in  the  patient’s  blood  or 
even  on  the  isolation  of  the  virus  itself. 
Other  than  for  research  purposes,  diagnostic 
measures  are  limited  to  antibody  studies  in 
the  form  of  HI  and  CF  (complement 
fixation)  tests.  Since  some  individuals  have 
HI  and  CF  antibodies  because  of  previous 
contact  with  the  virus,  the  finding  of  such 
antibodies  in  a single  serum  sample  taken 
during  or  after  the  illness  does  not  prove  the 
presence  of  that  disease.  It  is  therefore 
necessary  to  test  blood  samples  taken 
during  the  acute  and  the  convalescent  stages 
of  the  disease. 

The  clinical  picture  of  dengue  does  not  by 
any  means  always  follow  the  classical 
pattern  described  here.  Many  very  mild 
infections  occur.  During  the  current  epi- 
demic only  about  half  the  patients  had  an 
exanthem.  A number  of  epidemics  have 
been  associated  with  severe  hemorrhagic 
symptoms. 3 4 To  add  to  these  complexities, 
the  disease  is  now  known  to  be  associated 
with  six  different  serotypes.5  Indeed,  it  is 
fair  to  say  that  dengue  is  a family  of  diseases. 

The  sporadic  case  may  be  confused  for 
a while  with  such  other  febrile  diseases  as 
influenza,  malaria,  measles,  or  typhus,  and 
similar  rickettsioses.  But  dengue  most 
closely  resembles  diseases  caused  by  certain 
other  arboviruses,  particularly  sandfly  fever 
and  such  esoteric  entities  as  O’nyong- 
ny ong 1 and  Chikunguny a fever.6  The  former 
caused  a dengue-like  syndrome  in  750,000 
Africans  in  U ganda  in  1 959 . The  similarities 
in  the  clinical  pictures  of  these  viroses  are 
striking,  but  so  are  the  differences  in  their 
serologic  pictures. 

There  are  large  gaps  in  the  knowledge  of 
the  epidemiology  of  dengue.  What,  for 
example,  keeps  the  infection  smoldering 
in  a relatively  immune  population?  Is 
there  a vertebrate  or  avian  reservoir  as  in 
other  arboviruses?  Does  the  long-lived 
infection  in  the  mosquito  suffice  to  explain 
the  appearance  of  sporadic  cases? 

The  fact  is  that  explosive  epidemics  occur 
from  time  to  time.  During  such  periods  the 
recently  infected  person,  asymptomatic  be- 
cause of  being  in  the  incubation  period,  may 
be  flown  elsewhere.  If  he  happens  to  land  in 
an  area  free  from  appropriate  vectors,  no 
threat  is  present.  However,  if  he  goes  to  an 
area  with  high  densities  of  both  A.  aegypti 
and  nonimmune  people,  the  seeds  of  a 
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further  epidemic  may  be  sown. 


Summary 

During  an  epidemic  of  dengue  in  Jamaica 
and  Puerto  Rico  a twenty-one-year-old 
Jamaican  girl  arrived  in  New  York  City  and 
promptly  developed  typical  signs  and  symp- 
toms of  that  disease.  Entry  of  such  un- 
suspected cases  is  facilitated  by  rapid  air 
transport  and  must  occur  frequently  during 
an  epidemic. 

Acknowledgment.  I am  indebted  to  the  Bureau  of 
Preventable  Diseases,  The  City  of  New  York  Department 
of  Health,  and  to  the  U.  S.  Public  Health  Service,  Communi- 


Cirrhosis  fifth  in  death  causes 


Cirrhosis  of  the  liver,  which  takes  the  lives 
of  more  than  20,000  persons  in  the  United 
States  each  year,  is  the  fifth  ranking  cause  of 
death  between  ages  forty-five  and  sixty-four, 
statisticians  of  Metropolitan  Life  Insurance 
Company  have  pointed  out.  In  about  10,000 
additional  deaths  annually  the  disease  is  re- 
ported as  a contributory  factor. 

A study  based  on  Metropolitan’s  Industrial 
policyholders  shows  that  the  mortality  from  cir- 
rhosis first  assumes  significance  in  the  age  range 
from  twenty-five  to  thirty-four,  rises  rapidly 
with  advance  in  age  through  early  adult  life, 
and  then  proceeds  at  a slower  pace  to  a peak 
after  middle  life. 

Males  have  a higher  mortality  than  females 
throughout  adult  life.  The  difference  is  par- 


cable Disease  Center,  Atlanta,  Georgia,  for  performing  the 
HI  and  CF  tests. 
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ticularly  marked  at  the  older  ages.  The  ratio 
of  male  to  female  mortality  from  cirrhosis  of  the 
liver  is  almost  3 to  1 at  ages  forty-five  to 
seventy-four  years  among  white  persons,  com- 
pared with  only  a little  over  2 to  1 at  ages 
twenty-five  to  thirty-four. 

Mortality  from  the  disease  has  increased 
about  one-sixth  since  1950.  This  is  attributed 
substantially  to  the  increased  mortality  among 
white  males,  for  whom  the  death  rate  be- 
tween the  ages  of  twenty-five  and  seventy- 
four  years  climbed  from  24.1  to  28.4  per  100,000 
policyholders. 

One  factor  in  this  increased  mortality  may  be 
the  general  upward  trend  in  the  incidence  of 
infectious  hepatitis. 

The  relationship  between  cirrhosis  of  the 
liver  and  chronic  alcoholism  has  not  been  clearly 
established,  the  statisticians  noted.  However, 
about  one  third  of  the  deaths  from  cirrhosis 
in  the  United  States  in  1961  were  reported 
to  be  associated  with  alcoholism. 
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Case  reports 


Ovarian  Pregnancy 


MILTON  ROSENBERG,  M.D.,  F.A.C.S. 

Patchogue,  New  York 
SEYMOUR  J.  MOLINOFF,  M.D. 

Patchogue,  New  York 

From  the  Department  of  Obstetrics, 
Brookhaven  Memorial  Hospital 


Ovarian  pregnancy,  as  defined  by  Spiegel- 
berg  in  1878,  must  meet  the  following  cri- 
teria:1 

1.  The  oviduct,  including  the  fimbria, 
must  be  intact  and  clearly  separate  from  the 
ovary. 

2.  The  gestation  sac  must  occupy  the 
normal  position  of  the  ovary. 

3.  The  sac  must  be  connected  with  the 
uterus  by  the  utero-ovarian  ligament. 

4.  Ovarian  tissue  must  be  present  in  the 
walls  of  the  sac. 

In  the  past  three  years,  we  have  encoun- 
tered 3 cases  of  ovarian  pregnancy  which 
satisfy  these  criteria.  These  cases  were 
diagnosed  at  the  Brookhaven  Memorial 
Hospital,  a 150-bed  voluntary  general  hos- 
pital serving  a semiurban  community  of 
100,000  people. 

During  the  years  August,  1956,  through 
December,  1961,  there  have  been  a total  of 
9,125  admissions  of  pregnant  women  to  the 
Brookhaven  Memorial  Hospital.  Among 
these  admissions  there  were  8,279  viable 
fetuses  (over  twenty  weeks)  and  846  abor- 
tions (under  twenty  weeks).  The  incidence 
of  ovarian  pregnancy  was  as  follows:  1 in 
3,042  total  pregnancies;  1 in  2,760  total 
viable  fetuses;  1 in  282  total  abortions.  The 
incidence  generally  quoted  in  the  literature 
is  1 in  25,000  pregnancies. 2 


Case  1.  A twenty-two-year-old  white 
woman  gravida  1,  para  1,  was  admitted  to 
the  Brookhaven  Memorial  Hospital  on 
July  29,  1959,  for  treatment  of  a left  adnexal 
mass.  The  patient  was  seen  for  the  first  time 
on  the  day  of  her  hospital  admission  and 
stated  that  her  last  normal  menstrual  period 
had  occurred  on  June  5,  1959.  She  was  well 
until  June  28,  1959,  when  she  had  an 
acute  episode  of  severe  lower  abdominal  and 
rectal  pain  associated  with  a feeling  of 
“passing  out.”  The  attack  subsided,  but 
vague  lower  abdominal  and  rectal  pain  per- 
sisted. There  had  been  no  vaginal  bleeding 
since  her  last  menstrual  period. 

Physical  and  laboratory  findings.  Physical 
examination  revealed  abdominal  tender- 
ness in  the  left  lower  quadrant  on  deep 
palpation,  with  no  rebound  or  rigidity. 
Pelvic  examination  revealed  a marital 
introitus,  and  Skene’s  and  Bartholin’s  glands 
showed  nothing  abnormal.  There  was  no 
evidence  of  vaginal  bleeding.  The  uterus 
was  anterior,  slightly  enlarged,  and  soft. 
The  right  adnexa  was  normal,  but  in  the  left 
adnexa  there  was  an  exquisitely  tender  mass 
approximately  8 cm.  in  its  longest  diameter. 
There  was  marked  tenderness  on  cervical 
motion  and  tenderness  on  rectal  examination. 

The  patient  was  hospitalized  immediately, 
with  a preoperative  diagnosis  of  left  ectopic 
pregnancy,  and  the  following  laboratory  re- 
sults were  obtained:  hematocrit,  40.3;  white 
blood  count,  6,800,  with  normal  differential; 
urinalysis,  negative  results,  and  Aschheim- 
Zondek  test,  positive  reaction. 

On  July  24,  1959,  a pelvic  laparotomy  was 
performed.  At  operation  the  uterus  was 
seen  to  be  anterior,  slightly  enlarged,  and 
soft.  The  right  fallopian  tube  and  ovary 
were  normal,  and  the  left  fallopian  tube  was 
grossly  normal.  There  was  a hemorrhagic 
mass  replacing  the  entire  left  ovary  attached 
to  the  uterus  by  the  utero-ovarian  ligament 
and  to  the  lateral  pelvic  wall  by  the  infun- 
dibulopelvic  ligament.  Several  points  of  rup- 
ture were  noted,  and  there  was  some  old 
clotted  blood  adherent  to  the  left  broad  liga- 
ment and  cervix  in  the  region  of  the  utero- 
sacral  ligaments.  A left  salpingo-oophorec- 
tomy  was  performed. 

Pathologic  findings.  The  ovary  measured 
approximately  8 by  6 cm.  and  revealed  a 3- 
cm.,  thin-walled  cyst  measuring  2 by  2 cm., 
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FIGURE  1.  Case  1.  Left  ovary,  intact. 


with  a smooth  inner  lining  containing  clear 
fluid  and  a small  embryo  (Figs.  1 and  2). 
Sections  examined  microscopically  showed 
that  the  ovarian  stroma  was  invaded  by  im- 
mature villi,  with  a large  increase  in  the 
number  and  size  of  the  vessels  (Fig.  3A). 
The  pathologic  diagnosis  was  ectopic 
(ovarian)  pregnancy  and  normal  fallopian 
tube. 


FIGURE  2.  Case  1.  Left  ovary  sectioned  to  reveal 
embryo  embedded  within  a small  cyst. 


The  postoperative  course  was  uneventful. 
The  patient  left  this  area,  but  on  June  14, 
1961,  according  to  a report  from  another 
physician,  she  was  approximately  eight 
weeks  pregnant.  There  has  been  no  further 
follow-up. 

Case  2.  * A thirty-one-year-old  white 
woman,  gravida  5,  para  5,  was  admitted  to 
the  Brookhaven  Memorial  Hospital  on 
January  27,  1960,  for  treatment  of  a left 
adnexal  mass.  The  patient  stated  that  her 
last  normal  menstrual  period  had  occurred 

* Courtesy  of  P.  V.  Brinley,  M.D. 


FIGURE  3.  High-power  photomicrographs  of  ovarian  sections  showing  immature  villi  juxtaposed  with 
ovarian  stroma.  (A)  Case  1.  (B)  Case  2.  (C)  Case  3. 
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on  January  12,  1960.  There  had  been  no 
previous  menstrual  abnormalities.  For  the 
past  two  months  she  had  had  intermenstrual 
spotting  associated  with  bilateral  lower 
quadrant  pain  and  increasing  dysmenorrhea. 

The  hemoglobin  on  admission  was  13.1  Gm., 
the  hematocrit  was  40.7,  and  the  white  blood 
count  was  8,200,  with  a normal  differential. 
The  urine  showed  negative  findings.  A 
pelvic  examination  revealed  nothing  remark- 
able except  for  a left  adnexal  mass  measuring 
approximately  6 to  8 cm. 

On  January  28,  1960,  a dilatation  and 
curettage  and  a laparotomy  were  performed. 
The  preoperative  diagnosis  was  left  ovarian 
cyst.  At  operation  the  left  ovary  was 
found  to  be  hemorrhagic  and  enlarged  to  6 cm. 
in  its  longest  diameter.  The  right  ovary 
and  both  fallopian  tubes  were  normal.  A 
left  oophorectomy  was  performed.  On  path- 
ologic examination  the  left  ovary  measured 
5 by  4 cm.  with  a slightly  nodular  outline. 
The  central  portion  of  the  ovary  was  re- 
placed by  a hemorrhagic  cyst  filled  with 
clotted  blood;  the  cyst  occupied  approxi- 
mately 95  per  cent  of  the  specimen.  Micro- 
scopic examination  revealed  placental  villi 
(Fig.  3B).  The  pathologic  diagnosis  was 
ovarian  gestation.  The  fragments  obtained 
at  curettage  reveal  decidual  tissue. 

The  patient  had  an  uneventful  postopera- 
tive course  and  has  since  become  pregnant 
and  delivered  normally. 

Case  3.  A thirty-one-year-old  white 
woman  gravida  1,  para  1,  was  first  seen  in 
February,  1961,  because  of  secondary 
sterility  of  five  and  one-half  years  duration. 
The  patient  had  a previous  infertility  evalua- 
tion, at  which  time  a Rubin  test  revealed 
tubal  patency.  It  was  stated  that  the  hus- 
band’s sperm  count  had  been  “low.”  The 
physical  findings  were  essentially  normal, 
and  the  pelvic  findings  were  unremarkable. 
A Papanicolaou  smear  gave  negative  results. 
A repeat  semen  analysis  was  within  normal 
limits.  A Huhner  test  performed  on  April 
19,  1961,  revealed  excellent  sperm  motility. 
A Rubin  test  performed  on  June  14,  1961, 
confirmed  tubal  patency. 

The  patient  was  not  seen  again  until 
December  14,  1961,  at  which  time  she  stated 
that  her  last  normal  menstrual  period  had 
occurred  on  November  2,  1961,  eight  days 
past  the  expected  time.  She  complained  of 
severe  knifelike  pain  in  the  vagina  and 


rectum.  There  was  no  vaginal  bleeding. 
Pelvic  examination  revealed  the  uterus  to 
be  enlarged,  anterior,  and  somewhat  tender, 
especially  in  the  left  cornual  region.  No 
adnexal  masses  were  noted.  In  view  of  the 
missed  menstrual  period,  enlarged  uterus, 
and  severe  pain,  the  patient  was  immediately 
hospitalized  with  a presumptive  diagnosis 
of  ectopic  pregnancy,  possibly  cornual  in 
location. 

On  her  admission,  the  urinalysis  showed 
nothing  positive,  the  hemoglobin  was  12.1 
Gm.;  the  white  blood  count  was  16,400, 
with  a moderate  shift  to  the  left;  and  an 
Aschheim-Zondek  test  had  positive  results. 
Although  she  complained  of  severe  pain,  the 
vital  signs  remained  stable.  Therefore,  it 
was  decided  at  this  time  to  treat  the  patient 
conservatively  and  take  a series  of  blood 
counts.  In  sixteen  hours  her  symptoms  sub- 
sided completely.  A repeat  blood  count 
revealed  no  variation  from  that  previously 
obtained,  and  she  was  discharged  for  further 
observations  with  a diagnosis  of  probable 
intra-uterine  gestation. 

The  patient  was  apparently  well  until 
December  19,  1961,  five  days  after  her  dis- 
charge, when  she  was  again  seen  in  the  office. 
At  this  time  the  findings  were  similar  to 
those  previously  noted.  Again,  there  was  no 
vaginal  bleeding.  On  assuming  the  upright 
position  the  patient  had  a marked  syncopal 
attack,  and  she  was  immediately  rehos- 
pitalized. 

On  her  readmission  to  the  hospital,  hemo- 
globin was  8.9  Gm.  and  the  hematocrit  was 
29.  Vital  signs  were  still  normal.  In  view 
of  the  marked  drop  in  the  hemogram,  a 
diagnosis  of  intraperitoneal  bleeding  second- 
ary to  ruptured  ectopic  pregnancy  was  made, 
and  the  patient  underwent  exploratory 
laparotomy. 

At  operation  the  peritoneal  cavity  was 
noted  to  contain  approximately  500  cc.  of 
dark  red  blood.  The  left  fallopian  tube  and 
ovary  were  densely  adherent  to  each  other, 
with  clubbing  of  the  fimbriated  end  of  the 
tube.  However,  the  tube  was  intact  and 
showed  no  evidence  of  active  disease.  The 
right  fallopian  tube  was  normal  and  patent. 
There  was  a hemorrhagic  mass  approximately 
2.5  cm.  in  diameter  at  the  distal  pole  of  the 
right  ovary,  with  active  bleeding  from  a point 
of  perforation  of  the  cortex  of  the  ovary.  A 
right  ovarian  resection  was  performed. 

On  pathologic  examination  two  segments 
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consisting  of  ovarian  tissue  and  measuring 
up  to  2.5  by  2 cm.  were  noted.  One  segment 
consisted  of  a large  2-cm.  hemorrhagic 
corpus  luteum,  with  an  attached  blood  clot 
and  pale  granular  tissue.  Microscopic  exam- 
ination of  this  segment  revealed  implantation 
of  immature  villi  in  the  cortex  adjacent  to 
the  corpus  luteum  (Fig.  3C).  The  patho- 
logic diagnosis  was  ectopic  (ovarian)  gesta- 
tion adjacent  to  corpus  luteum.  The  patient 
made  an  uneventful  recovery. 

Comment 

The  incidence  of  ovarian  pregnancy  in  this 
series  is  at  variance  with  other  studies,  since 
we  have  encountered  this  entity  approxi- 
mately eight  times  more  often  (1  case  in 
3,000  as  opposed  to  1 case  in  25,000)  than 
previously  quoted  figures.  We  feel  that  this 
entity  may  not  be  as  rare  as  it  is  generally 
stated  to  be.  This  may  be  because  in 
surgery  for  adnexal  disease  all  tissue  is  not 
subjected  to  careful  histologic  examination. 
Further,  a high  degree  of  suspicion  of  this 
diagnosis  at  the  operating  table  could  re- 
sult in  being  certain  that  all  hemorrhagic 
areas  of  the  ovary  are  resected  or  biopsied 
rather  than  treated  with  a simple  ligature 
for  hemostasis. 

The  clinical  picture  in  ovarian  pregnancy 
varies  markedly  with  the  length  of  the  gesta- 
tion. The  3 cases  presented  are  typical  of 
those  in  which  symptoms  develop  early  in 
the  first  trimester.  The  diagnosis  is  gen- 
erally ectopic  pregnancy,  presumed  to  be 
tubal  in  location;  a correct  preoperative 
diagnosis  of  ovarian  pregnancy  is  most 
unusual.  The  patient  is  subjected  to  lapa- 
rotomy because  of  a palpable  adnexal  mass 
with  or  without  evidence  of  intraperitoneal 
hemorrhage. 

We  want  to  emphasize  that  symptoms 
may  be  present  before  the  first  missed 
menses,  when  gestational  tissue  erodes  the 
ovarian  surface  very  early  and  causes  pain 
and  intraperitoneal  bleeding.  The  litera- 
ture corroborates  our  impression  that  there 
may  be  no  irregular  vaginal  bleeding  before 
the  acute  episode.3-7  As  is  commonly 
known,  irregular  vaginal  bleeding  is  the 
second  most  frequent  sign  in  tubal  preg- 
nancy. Therefore,  it  would  seem  that  its 
absence  in  a fair  number  of  ovarian  preg- 
nancies may  further  substantiate  one  of  the 
theories  that  irregular  vaginal  bleeding  in 


tubal  pregnancies  is  due  to  tubal  legurgita- 
tion  through  the  endometrial  cavity.  In 
view  of  this  observation  it  is  felt  that  when 
the  diagnosis  of  ectopic  pregnancy  is  enter- 
tained, the  lack  of  abnormal  vaginal  bleed- 
ing should  make  ovarian  pregnancy  suspect. 
Reports  in  the  literature  indicate  a frequent 
association  between  ovarian  pregnancy  and 
infertility.  The  findings  in  Case  3 demon- 
strate tubal  disease  in  the  contralateral  side, 
with  a five  and  one-half-year  history  of  in- 
voluntary sterility. 

The  findings  in  these  3 cases  at  the  time  of 
laparotomy  were  typical.  Each  had  within 
the  ovary  a hemorrhagic  mass  of  variable 
size  that  resembled  a corpus  hemorrhagicum. 
Free  blood  in  the  peritoneal  cavity  was 
present  if  the  mass  perforated  the  surface  of 
the  ovary.  The  presence  of  the  embryo 
within  the  hemorrhagic  mass  in  Case  1 was 
diagnostic  grossly.  However,  in  the  other 
cases  the  final  diagnosis  had  to  await  the 
pathologist’s  report. 

In  early  cases  such  as  these,  the  gesta- 
tion sac  may  develop  within  the  ovarian 
follicle,  with  the  likelihood  that  fertilization 
occurs  at  the  time  of  ovulation,  without 
extrusion  of  the  ovum.  This  is  called  the 
intrafollicular  type.2-5  On  the  other 
hand,  the  gestational  sac  may  be  found 
buried  within  the  ovarian  stroma;  this  is 
called  the  extrafollicular  type. 

The  literature  reveals  a difference  of 
opinion  about  the  site  of  fertilization.2  It 
may  take  place  in  the  ovary,  in  the  abdom- 
inal cavity  before  the  ovum  reaches  the 
tube,  or  in  the  tube  itself,  with  retrograde 
progression  of  the  fertilized  egg  to  the  ovary, 
where  nidation  occurs.  Some  authors  re- 
port endometrial  or  decidual  implants  at  the 
nidation  site,  but  these  are  not  universally 
found  and  do  not  appear  to  be  essential  for 
implantation  to  occur  in  the  ovary. 

The  literature  indicates  that  approxi- 
mately 25  per  cent  of  ovarian  pregnancies 
reach  the  second  and  third  trimester.8 
When  this  happens,  the  clinical  picture  be- 
comes that  of  abdominal  pregnancy.  The 
enlarging  gestational  sac  encroaches  on  the 
other  pelvic  organs,  such  as  bowel,  uterus, 
and  lateral  pelvic  wall,  and  unless  the  mass 
is  surrounded  by  ovarian  stroma  and  is 
connected  to  the  uterus  by  a pedicle  which 
represents  the  utero-ovarian  ligament,  the 
diagnosis  of  ovarian  pregnancy  cannot  be 
made  with  certainty.  In  many  cases  re- 
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ported  in  the  literature  the  gestational  mass 
was  adherent  to  the  uterus,  tube,  broad 
ligaments,  bowel,  and  lateral  pelvic  wall,  in 
addition  to  the  ovary.  This  condition  may 
well  represent  an  abdominal  pregnancy 
secondary  to  tubal  abortion,  with  the  tube 
apparently  returning  to  a normal  postabortal 
state.  Therefore,  in  second  and  third  tri- 
mester pregnancies,  it  is  difficult  to  authenti- 
cate the  diagnosis  of  ovarian  pregnancy. 

An  interesting  proposal  was  made  by 
Shettles.9  He  suggested  that  ovarian  preg- 
nancy might  be  a partheno genetic  process. 
However,  Ashley2  investigated  the  presence 
of  chromatin  mass  in  12  cases  recorded  at 
the  Armed  Forces  Institute  of  Pathology. 
If  parthenogenesis  was  present,  one  would 
expect  to  find  a chromatin  mass  (female 
chromatin  pattern)  in  all  cases.  However, 
in  7 of  12  cases  there  was  no  chromatin 
mass,  that  is,  the  chromatin  pattern  was 
male,  which  indicates  that  parthenogenesis 
probably  plays  no  role  in  this  condition. 

Summary 

Three  authenticated  cases  of  ovarian 
pregnancy  are  presented,  and  its  possible 


pathogenesis  is  discussed.  The  incidence 
of  this  entity  is  probably  higher  than  gen- 
erally reported. 

A plea  is  made  for  more  meticulous  atten- 
tion to  tissue  removed  in  adnexal  surgery, 
especially  adherent  blood  clot.  The  clinical 
entity  of  ovarian  pregnancy  should  be  sus- 
pect in  patients  with  amenorrhea,  pelvic 
pain,  and  an  adnexal  mass  in  the  absence  of 
vaginal  bleeding. 
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Recently  we  admitted  to  our  wards  a 
patient  with  chronic  myelogenous  leukemia 
in  whom  unusually  low  blood  sugar  values 
were  reported  by  our  clinical  laboratory. 
Further  investigation  demonstrated  nor- 
moglycemia  in  freshly  drawn  blood  speci- 
mens, pronounced  hypoglycemia  in  blood 
specimens  allowed  to  stand  several  hours, 
and  an  absence  of  symptoms  ascribable  to  a 
hypoglycemic  state.  This  interesting 
phenomenon  has  been  the  subject  of  a recent 
communication  by  Field  and  Williams.1 
Since  only  a few  reports  of  this  type  of 
hypoglycemia  have  appeared  in  the 
literature,  we  are  presenting  a brief  summary 
of  our  case. 

Case  report 

The  patient  was  a seventy-four-year-old 
Negro  male  who  came  to  the  hospital  com- 
plaining of  generalized  weakness  of  one 
year’s  duration.  He  was  found  to  have 
marked  hepatosplenomegaly  and  generalized 
shotty  lymphadenopathy.  The  hemoglobin 
was  8.5  Gm.  per  100  ml.,  and  the  platelet 
count  was  223,400.  The  white  blood  cell 
count  was  403,200,  with  a differential  of  13 


100-1 
90 -j 


FIGURE  1.  Factitious  hypoglycemia.  Note  that 
in  control  nonfluoridinated  blood  specimens  blood 
glucose  of  normal  individual  falls  at  rate  of  7 mg. 
per  100  ml.  on  standing  whereas  rate  of  fall  in 
leukemia  patient  was  more  than  three  times  as 
fast. 


polymorphonuclear  leukocytes,  30  band 
forms,  36  myelocytes,  12  lymphocytes,  3 
basophils,  and  6 eosinophils  per  100  white 
cells  counted.  A bone-marrow  aspiration 
confirmed  the  diagnosis  of  chronic  mye- 
logenous leukemia.  Fasting  blood  sugars, 
drawn  without  added  sodium  fluoride,  were 
reported  38,  51,  86,  49,  26,  and  10  mg.  per 
100  ml.  (Folin-Wu)  on  serial  determinations. 
At  no  time  did  the  patient  have  symptoms 
of  hypoglycemia.  Blood  sugars  were  then 
determined  at  zero,  one-half,  one,  two,  three, 
and  four  hours  after  blood  drawing.  An  ac- 
celerated linear  rate  of  fall  as  compared 
with  a control  specimen  was  found  (Fig.  1). 

Comment 

Hypoglycemia  termed  ‘ 'spontaneous”  has 
been  reported  in  conjunction  with  non- 
pancreatic  tumors  such  as  retroperitoneal 
fibrosarcoma2-3  or  with  tumors  of  experi- 
mental leukemia  in  mice.4  These  are 
instances  of  true  in  vivo  hypoglycemia,  for 
the  blood  sugars  are  found  to  be  low  in 
freshly  drawn  fluoridinated  blood  specimens, 
and  symptoms  of  hypoglycemia  appear. 

The  reported  hypoglycemic  blood  levels  in 
cases  of  leukemia,  such  as  were  recorded  in 
our  patient,  are  another  matter,  for  freshly 
drawn  blood  specimens  have  normal  sugar 
levels,  and  there  is  no  clinical  evidence  of 
hypoglycemia.  Such  in  vitro  hypoglycemia, 
observed  in  blood  specimens  allowed  to 
stand  for  an  hour  or  more,  is  due  to  the  rapid 
blood  glucose  consumption  by  the  leukemic 
cells  and  hence  is  most  pronounced  when  the 
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total  white  blood  count  is  high.  Thus,  1 of 
the  cases  of  chronic  myelogenous  leukemia 
reported  recently  by  Field  and  Williams1 
had  a white  blood  count  of  291,000  per  cubic 
millimeter  and  showed  a fall  of  the  blood 
sugar  of  75  mg.  per  100  cc.  over  a seventy- 
five  minute  period  from  the  time  the  blood 
specimen  was  drawn.  On  the  other  hand, 
very  little  change  in  the  blood  sugar  level 
was  noted  in  another  patient  with  acute 
myelogenous  leukemia  in  whom  the  white 
blood  count  was  11,420  per  cubic  millimeter. 

Increased  in  vitro  glycolysis  was  first 
reported  by  Faicon-Lesses  in  1927. 5 This 
author  noted  that  the  glycolytic  rate  of 
blood  obtained  from  patients  with  mye- 
logenous leukemia  and  high  white  blood  cell 
counts  was  from  two  to  three  times  as  fast 
as  in  normal  specimens.  Field  and  Williams1 
demonstrated  that  this  in  vitro  glycolysis 
can  be  inhibited  markedly  by  sodium 
fluoride,  although  in  amounts  far  in  excess 
of  that  usually  added  to  bottles  used  for 
blood  sugar  determinations. 

It  appears  then  that  the  uninhibited 
glycolytic  activity  of  white  blood  cells,  when 
present  in  large  numbers  in  the  blood,  may 
permit  rapid  blood  glucose  consumption  by 
the  leukemic  cells.  An  intriguing  aspect  of 
this  type  of  in  vitro  hypoglycemia  is  that  a 
similar  decrease  in  the  blood  sugar  con- 
centration does  not  occur  in  vivo  in 


Match  substance  causes  allergy 

Chromate  from  book  or  box  matches  can  be 
picked  up  by  the  fingers  and  cause  a skin 
reaction  in  persons  who  are  allergic  to  this 
compound. 

This  finding  was  reported  in  the  November 
A.M.A.  Archives  of  Dermatology.  An  experi- 
ment was  conducted  with  44  volunteers  using 
ordinary  book  matches  made  in  the  United 


individuals  with  markedly  increased  white 
blood  counts. 

Summary 

Factitious  hypoglycemia  in  a patient  with 
chronic  myelogenous  leukemia  is  described. 
The  hypoglycemia  is  termed  factitious  be- 
cause it  is  not  observed  in  freshly  drawn 
blood  specimens  and  is  not  associated  with 
any  symptoms  of  hypoglycemia.  Only 
when  nonfluoridinated  or  inadequately 
fluoridinated  blood  specimens  are  allowed 
to  stand  for  a period  of  from  one  to  four 
hours  does  the  hypoglycemia  become  mani- 
fest. The  latter  is  caused  by  the  rapid 
glucose  consumption  of  the  large  numbers  of 
leukemic  white  blood  cells.  Why  hypo- 
glycemia does  not  occur  in  vivo  is  not  known. 
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States.  It  was  concluded  that  chromate  from 
the  match  heads  could  contaminate  fingertips, 
especially  if  the  fingers  were  clammy.  Even  if 
the  match  is  not  gripped  by  the  head,  there  is 
still  a risk  of  contamination.  A previous 
investigation  showed  that  pockets  in  which 
boxes  of  matches  are  carried  become  contam- 
inated with  chromate,  and  this  probably  occurs 
to  some  extent  with  book  matches. 

Persons  with  this  fairly  common  allergy 
should  avoid  contact  with  matches  and  clean 
pockets  in  which  matches  have  been  carried. 
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T he  rarity  of  chronic  myeloid  leukemia 
in  childhood  has  been  emphasized  by  many 
authors.1-4  The  estimates  of  its  incidence 
among  all  diagnosed  cases  of  childhood 
leukemia  vary  from  1.3  to  5 per  cent.  The 
occurrence  of  priapism  in  leukemic  males  is 
also  low,  perhaps  1 per  cent  or  less.5-7 
It  is  slightly  more  frequent  in  granulocytic 
than  in  lymphocytic  leukemia.  The  simul- 
taneous association  of  chronic  myeloid 
leukemia  with  priapism  in  an  eight-year-old 
child  presented  a clinical  problem  of  unusual 
interest. 

Case  report 

The  patient  was  an  eight-year-old  male 
who  entered  the  hospital  on  January  2,  1961, 
because  of  acute  onset  on  priapism  the  pre- 
vious day.  Three  days  before  admission,  he 
experienced  a nocturnal  epistaxis.  One  week 
ago  he  had  developed  a spontaneous  hema- 
toma on  the  right  forearm. 

The  penile  erection  began  about  3:00 
a.m.  on  January  1 and  persisted  up  to  the 
time  of  admission.  He  had  considerable  pain 
in  the  penis,  as  well  as  difficulty  in  voiding. 
The  past  illnesses  included  mumps  and  mea- 
sles at  the  age  of  two  years  and  celiac  disease 


FIGURE  1.  Erythematous  and  painfully  distended 
penis  in  persistent  erection. 


with  recurrent  diarrhea  until  the  age  of  one 
and  one-half  years. 

Examination  of  the  child  revealed  him  to 
be  well  developed  and  well  nourished.  Shot- 
sized lymph  nodes  were  present  in  both 
supraclavicular  fossae.  The  lungs  were 
clear.  The  heart  was  normal  in  size,  with 
an  audible,  Grade  I systolic  apical  murmur. 
The  liver  was  felt  1 cm.  below  the  left  costal 
margin.  The  spleen  was  hugely  enlarged 
down  to  the  left  inguinal  ligament.  Small 
lymph  nodes  were  also  palpable  in  the 
axillary  and  inguinal  regions.  The  penis  was 
erythematous  and  painfully  distended  in 
persistent  erection  (Fig.  1). 

The  admission  blood  count  showed  a 
hemoglobin  of  9 Gm.  per  100  ml.  and  the 
leukocytes  430,000  per  cubic  millimeter. 
The  differential  count  was  as  follows:  3 

promyelocytes,  8 myelocytes,  9 metamy- 
elocytes, 16  bands,  43  segmented  neutrophils, 
10  eosinophils,  3 basophils,  7 lymphocytes, 
and  1 monocyte.  The  erythrocytes  showed 
anisocytosis  and  poikilocytosis.  The  plate- 
lets appeared  normal,  and  the  hematocrit 
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FIGURE  2.  Clinical  and  hematologic  course  of  patient. 


was  22.  The  platelets  were  200,000  per 
cubic  millimeter.  Reticulocytes  were  3 per 
cent.  A urinalysis  revealed  urate  crystals, 
but  was  otherwise  normal.  The  bleeding 
time  was  two  minutes,  the  Lee-White 
coagulation  time  was  eight  minutes,  the 
fasting  blood  sugar  was  62  mg.  per  100  ml., 
the  blood  urea  nitrogen  was  14  mg.,  and  the 
serum  electrolytes  and  bilirubin  were  also 
normal.  The  blood  uric  acid  was  7 mg.  per 
100  ml.,  the  serum  calcium  10.8  mg.  per  100 
ml.,  phosphorus  4.8  mg.  per  100  ml.,  and  al- 
kaline phosphatase  8.8  King- Armstrong 
units.  The  cephalin  flocculation,  the  thymol 
turbidity,  and  the  serum  glutamic  pyruvic 
transaminase  values  were  all  normal.  The 
total  serum  proteins  were  6.3  Gm.  per  100 
ml.,  with  3.7  Gm.  of  albumin  and  2.6  Gm.  of 
globulin.  Paper  electrophoresis  revealed  no 
unusual  findings.  The  leukocyte  alkaline 
phosphatase  was  low,  as  found  in  chronic 
myeloid  leukemia.  A chromosome  study 
(performed  by  Aaron  Alter,  M.D.)  of  the 
patient’s  peripheral  blood  indicated  the 
presence  of  the  abnormally  short  number  21 
chromosome  (Philadelphia-chromosome)  as- 


sociated with  chronic  myeloid  leukemia.8 
X-ray  films  of  the  chest  and  upper  gastro- 
intestinal tract  showed  negative  findings 
except  for  the  marked  splenomegaly.  No 
defects  were  seen  in  roentgenograms  of  the 
lumbosacral  spine.  An  electrocardiogram 
was  normal.  An  iliac  crest  bone-marrow 
aspiration  exhibited  extreme  myeloid  hy- 
perplasia, as  seen  in  chronic  myeloid  leuke- 
mia. 

A urologist  who  saw  the  child  in  consulta- 
tion advised  the  use  of  a proteolytic  en- 
zyme (Chy moral)  sublingually  four  times  a 
day  and  diethylstilbestrol,  20  mg.  daily. 
Vasodilation  with  tolazoline  hydrochloride 
(Priscoline  hydrochloride)  was  also  sug- 
gested. Cold  compresses  were  applied  to  the 
penis.  However,  these  measures  were  in- 
effective and  were  discontinued  after  three 
days.  On  January  5,  1961,  the  hemoglobin 
had  dropped  to  6.8  Gm.  per  100  ml.  The 
patient  was  given  1 unit  of  whole  blood. 
On  January  6 radiation  therapy  to  the 
spleen  was  begun  in  a dose  of  25  r daily. 
The  patient  received  200  r through  January 
13  and  an  additional  100  r between  then  and 
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January  26.  On  January  9 the  penis  was 
slightly  smaller  and  less  turgid.  Thereafter, 
it  diminished  in  size  slowly  until  it  became 
normal  on  January  25.  Another  transfusion 
of  whole  blood  was  given  on  January  21. 
The  splenomegaly  also  began  to  recede 
four  days  after  x-ray  therapy  was  begun. 
At  the  time  of  the  patient’s  discharge  on 
January  28,  the  spleen  was  at  the  level  of 
the  umbilicus,  4 cm.  below  the  costal  margin. 
The  hemoglobin  was  11.8  Gm.  per  100  ml., 
the  hematocrit  was  34,  and  the  platelets 
were  238,000  per  cubic  millimeter.  The 
leukocytes  numbered  182,000  per  cubic 
millimeter,  with  a differential  count  of  1 
myeloblast,  1 myelocyte,  5 metamyelocytes, 
38  bands,  45  segmented  neutrophils,  3 
eosinophils,  2 basophils,  2 monocytes,  and 

3 lymphocytes.  Since  then,  he  has  been 
followed  as  an  outpatient.  His  clinical 
and  hematologic  course  is  shown  in  Figure  2. 

When  the  boy  was  examined  on  February 
8,  the  liver  was  felt  2 cm.  and  the  spleen 

4 cm.  below  the  costal  margin.  No  lym- 
phadenopathy  was  detected.  He  felt  well 
and  had  an  excellent  appetite.  The  hemoglo- 
bin was  now  12  Gm.  per  100  ml.,  the  hemato- 
crit 36,  and  the  leukocyte  count  86,000  per 
cubic  millimeter.  His  weight  was  54  pounds. 
On  February  22  the  hemoglobin  was  13.5  Gm. 
per  100  ml.,  the  hematocrit  39,  and  the 
leukocyte  count  44,000  per  cubic  millimeter. 
His  weight  had  increased  to  61  pounds. 

At  the  next  visit  on  March  15,  1961,  the 
hemoglobin  and  hematocrit  were  essentially 
unchanged,  but  the  leukocytes  had  risen  to 
76,000  per  cubic  millimeter.  The  liver  was 
now  1 cm.  and  the  spleen  3 cm.  below  the 
costal  margin.  The  patient  was  started  on 
busulfan  (Myleran)  therapy,  2 mg.  daily. 
He  was  on  this  treatment  intermittently,  as 
shown  in  Figure  2,  up  to  March,  1962.  Sub- 
sequently, the  liver  and  spleen  diminished  in 
size  until  they  were  no  longer  palpable. 

The  boy  has  remained  in  excellent  health 
without  any  symptoms  attributable  to  his 
disease.  In  April,  1962,  he  had  chickenpox, 
with  no  evident  untoward  effects.  When 
he  was  seen  in  June,  1962,  the  leukocyte 
count  had  risen  to  30,000  per  cubic  milli- 
meter. He  was  begun  on  6-mercaptopurine 
(Purinethol)  maintenance  therapy,  25  or 
50  mg.  daily,  during  the  next  six  months. 
In  January,  1963,  treatment  with  small  doses 
of  busulfan  was  resumed.  There  has  been 
no  recurrence  of  priapism. 


Comment 

The  treatment  of  chronic  granulocytic 
leukemia  in  older  children  is  essentially  the 
same  as  in  adults.  In  this  instance  it  was 
elected  to  treat  the  patient  initially  with 
roentgen  radiation  to  the  spleen,  since  it  was 
thought  the  therapeutic  effect  might  be 
more  rapid  than  chemotherapy.9  Nine- 
teen days  elapsed  between  the  beginning 
of  treatment  and  the  disappearance  of 
priapism,  although  improvement  began 
within  four  days.  A total  of  300  r were 
administered  in  individual  doses  of  25  r.  The 
leukocyte  count  fell  from  400,000  to  44,000 
four  weeks  after  the  completion  of  therapy 
but  then  began  to  rise  again.  At  this  point 
busulfan  was  given  in  a dosage  of  2 mg. 
daily.  This  drug  was  continued  intermit- 
tently during  the  next  year  with  excellent 
results. 

Opinion  is  divided  as  to  whether  or  not 
the  long,  continued  administration  of  busul- 
fan to  persons  with  chronic  myeloid  leu- 
kemia may  predispose  to  a myeloblastic 
transformation.10  Many  authors  feel  this 
outcome  is  the  natural  course  of  the  dis- 
ease rather  than  an  effect  of  the  drug. 
However,  since  other  chemotherapeutic 
agents  for  chronic  myeloid  leukemia  are 
available,  it  may  be  more  logical  to  use  al- 
ternating courses  of  treatment  with  different 
medications  to  obtain  optimal  results.  For 
this  reason,  the  patient  received  a course 
of  6-mercaptopurine,  which  is  almost  as 
effective  as  busulfan  in  treating  this  dis- 
ease.11 

The  pathogenesis  of  priapism  in  chronic 
myelocytic  leukemia  is  not  entirely  clear,  but 
it  is  probably  related  to  the  sludging  effect  of 
large  numbers  of  sticky  leukemic  cells  ac- 
cumulating in  the  cavernous  sinuses.  The 
ready  reversibility  of  the  process  by  reduc- 
tion of  the  number  of  circulating  granulo- 
cytes, whatever  the  method,  is  in  favor  of 
mechanical  blockade  rather  than  infiltration 
of  the  sacral  nerves  which  might  produce 
more  prolonged  effects.  Sickle-cell  disease 
also  produces  priapism  by  increased  vis- 
cosity and  sludging  of  blood  secondary  to 
sickled  erythrocytes. 

Various  modes  of  therapy  which  have  been 
advocated  for  the  management  of  priapism 
include  irrigation  of  the  corpora  cavernosa 
with  anticoagulant  solutions,  the  use  of  gan- 
glionic blocking  agents,  systemic  anticoagu- 
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lants,  estrogens,  and  fibrinolytic  enzymes.12 
In  the  adult  leukemic  patient  reported  by 
Haar,  Shanbrom,  and  Miller7  who  was 
treated  with  an  alkylating  agent  alone,  im- 
provement began  after  one  week  after  the 
decline  in  the  leukocyte  count.  The  child 
described  here  was  brought  into  partial  re- 
mission by  radiation  therapy  to  the  spleen 
which  lowered  the  leukocyte  level  and  cured 
the  priapism.  Then  the  treatment  was  con- 
tinued with  busulfan  and  6-mercaptopurine. 
The  patient  was  still  in  remission  twenty- 
five  months  after  the  onset  of  his  illness. 

Acknowledgment.  Thanks  is  gratefully  given  to  Rachel 
Axtmeir,  M.D.,  for  the  opportunity  to  study  this  case. 
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after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  particularly 
specialty  journals. 

This  is  a direct  “Doctor- to-Doctor”  program  which  is  being  promoted  by 
the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association, 
10  Columbus  Circle,  New  York,  New  York  10019. 
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Maternal 


Prenatal  Clinic  Care 
in  New  York  City 

F.  J.  SCHOENECK,  M.D. 

Syracuse,  New  York 

From  the  Department  of  Obstetrics  and  Gynecology, 
State  University  of  New  York 
Upstate  Medical  Center 


Editor’s  Note.  On  May  9,  1963,  a conference  on  Prenatal  Clinic  Care  in  New 
York  City  was  held  under  the  auspices  of  the  Maternity  Center  Association.  The 
conference  chairman  was  R.  Gordon  Douglas,  M.D.,  Chief  of  Obstetrics  and 
Gynecology  at  the  New  York  Hospital — Cornell  Medical  Center  and  Chairman  of 
the  Medical  Board  at  the  Maternity  Center  Association.  Discussion  leaders  were 
Miss  Anna  Fillmore,  Director  of  the  Visiting  Nurse  Service  of  New  York, 
Harvey  Gollance,  M.D.,  General  Medical  Superintendent  at  the  City  of  New  York 
Department  of  Hospitals,  and  Bernard  J.  Pisani,  M.D.,  Director  of  Obstetrics  and 
Gynecology  at  St.  Vincent's  Hospital.  It  was  brought  out  at  the  conference  that  a 
considerable  number  of  clinic  patients  receive  no  prenatal  care  prior  to  delivery.  The 
Subcommittee  on  Maternal  and  Child  Welfare  feels  the  reasons  for  this  situation  and 
the  recommendations  for  its  correction  should  be  brought  to  the  attention  of  the  medical 
profession.  A condensation  of  the  conference  report  follows. 


and  Child 
Welfare 


Prepared  by  the  Subcommittee  on  Maternal  and 
Child  Welfare,  Committee  on  Public  Health  and 
Education,  Medical  Society  of  the  State  of  New  York 

EDWARD  C.  HUGHES,  M.D.,  Syracuse,  Editor 


An  alarming  rise  in  the  number  of 
pregnant  women  who  come  to  delivery  on 
the  ward  services  of  hospitals  in  New  York 
City  without  previous  medical  care  was 
disclosed  by  the  Maternity  Center  Associa- 
tion in  a report  of  a recent  conference  on 
prenatal  care  in  New  York  City.  The 
Association  declared  that  47  per  cent  of  the 
women  delivered  in  New  York  municipal 
hospitals  and  34.7  per  cent  of  those  delivered 
on  the  ward  services  of  voluntary  hospitals 
in  1961  had  no  prenatal  care  whatsoever  or 
applied  for  care  too  late  in  pregnancy  for  it 
to  be  effective.  These  women  and  their 

* Chairman,  Subcommittee  on  Maternal  and  Child  Wel- 
fare. 


babies  have  the  highest  incidence  of  pre- 
ventable abnormalities  and  complications. 

Why  don’t  women  go  for  prenatal  care 
which  they  know  will  protect  their  lives  and 
those  of  their  babies?  The  Association,  in 
preparation  for  the  conference  of  clinic 
directors,  other  physicians,  and  nurses, 
conducted  a spot  check  of  prenatal  clinics  in 
12  municipal  and  voluntary  hospitals  in 
New  York.  The  following  revelations  were 
made: 

1.  Mothers  are  actually  discouraged  from 
early  registration  in  a number  of  clinics. 
In  one  clinic,  for  instance,  applicants  waiting 
to  be  interviewed  were  told  en  masse, 
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“Don’t  stay  to  register  if  you  haven’t  felt 
your  baby  move.” 

2.  Technologically,  maternity  care  is  good 
but  impersonal  and  devoid  of  warmth. 
Mothers  rarely  know  the  names  of  their  doc- 
tor or  nurse,  and  they  are  not  spoken  to  by 
name. 

3.  Interviewing  is  not  private.  Women 
are  questioned  about  marital  status  and 
income  within  the  hearing  range  of  others. 
One  clinic  seats  its  registrars  in  an  enclosure 
similar  to  those  used  by  bank  tellers,  and 
the  applicant  stands  in  line  to  be  interviewed. 

4.  In  three  quarters  of  the  clinics  checked, 
the  mothers  had  no  contact  with  the  doctor 
or  nurse  on  their  first  visit  unless  they 
presented  a serious  problem.  In  some 
clinics  women  make  two  visits  before  they 
see  a doctor. 

5.  All  mothers  are  required,  in  a number  of 
clinics,  to  supply  blood  donors  whether  or 
not  they  will  need  blood. 

6.  No  clinic  sessions  are  held  in  the 
evenings  or  on  weekends,  although  a large 
number  of  pregnant  women  work. 

7.  Paper  work  is  long  and  complicated. 
Some  women  get  seven  forms  to  fill  out. 

8.  Food  facilities  are  generally  absent  — 
usually  there  is  only  “soda-pop”  in  the  vend- 
ing machines.  In  some  clinics  mothers 
bring  their  own  lunch  and  eat  it  in  dirty, 
unattractive  washrooms.  There  may  be 
but  one  toilet  for  50  women. 

9.  Communication  between  doctors  and 
nurses  and  patients  is  generally  poor. 
Women  get  almost  no  opportunity  to  ask 
questions  or  express  their  fears  and  personal 
concerns. 

10.  The  environment  of  most  prenatal 
clinics  is  unattractive,  unhygienic,  and 
discouraging  to  patients.  Consideration  for 
their  comfort,  convenience,  and  personal 
dignity  is  minimal.  Many  of  the  physical 
deficiencies  in  antiquated,  outgrown  clinic 


quarters  would  require  drastic  measures  for 
correction.  However,  it  was  agreed  that 
great  improvement  could  be  made  in  the 
existing  setting  if  the  prime  consideration 
was  serving  the  needs  of  the  expectant 
mother. 

Among  the  remedial  measures  proposed 
were  the  following: 

1.  Coordination  of  registration  in  pre- 
natal clinics  with  the  capacity  of  each 
hospital’s  maternity  wards. 

2.  Registration  and  screening  of  new 
patients  by  professional  nurses. 

3.  Establishment  of  central  information 
centers  in  each  borough  with  up-to-date 
fisting  of  available  clinic  and  ward  facilities 
for  use  in  interhospital  referrals. 

4.  Establishment  of  neighborhood  clinics 
by  hospitals  with  overcrowded  central  clinics, 
set  up  in  such  a way  as  to  ensure  continuity 
of  care  and  coordination  of  medical  and 
administrative  services  at  clinic  and  hospital. 

5.  Assignment  of  qualified,  paid  obstetric 
directors  to  antepartum  clinics  with  author- 
ity commensurate  with  their  responsibility. 

6.  Use  of  automation  wherever  possible  to 
give  professional  personnel  more  time  to 
spend  with  patients. 

7.  Trial  of  evening  and  week-end  pre- 
natal clinics. 

8.  Appointment  systems  based  on  patient 
as  well  as  staff  convenience. 

9.  Designation  of  a staff  member  for  each 
patient,  responsible  for  coordinating  all 
aspects  of  her  care  and  maintaining  a 
meaningful  relationship  with  her. 

The  conference  recommended  the  estab- 
lishment of  a broadly  composed  council  on 
maternity  care  to  implement  corrective 
measures  that  have  so  often  been  proposed 
and  for  which  the  need  is  so  great  today. 

766  Irving  Avenue,  Syracuse  10 
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David  Alperin,  M.D.,  of  Brooklyn  and  Free- 
port, died  on  December  30,  1963,  at  the  age  of 
eighty-three.  Dr.  Alperin  graduated  in  1907 
from  New  York  Eclectic  Medical  Institute  of 
Rochester.  He  was  a consulting  ophthalmolo- 
gist at  Maimonides  Hospital  of  Brooklyn.  For 
a number  of  years  he  translated  the  Journal  of 
Ophthalmology  into  French  and  German  and  at 
one  time  had  been  an  associate  professor  of 
ophthalmology  at  the  old  New  York  Post- 
Graduate  Hospital  Medical  School.  Dr.  Al- 
perin was  a Diplomate  of  the  American  Board  of 
Ophthalmology  and  a Fellow  of  the  American 
College  of  Surgeons. 

William  H.  Birrell,  M.D.,  of  Central  Square, 
died  on  December  8,  1963,  at  the  age  of  sixty- 
one.  Dr.  Birrell  graduated  in  1928  from  Syra- 
cuse University  College  of  Medicine.  From 
1933  to  1935  he  served  as  mayor  of  Central 
Square  and  was  health  officer  for  the  Town  of 
Hastings,  the  Town  of  West  Monroe,  and  the 
Village  of  Central  Square  at  the  time  of  his 
death.  Dr.  Birrell  was  a member  of  the 
Oswego  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Joseph  Bojarski,  M.D.,  of  New  York  City, 
died  on  June  6,  1963,  at  the  age  of  sixty-four. 
Dr.  Bojarski  received  his  medical  degree  from 
the  University  of  Berlin  in  1921. 

Abraham  M.  Chapnick,  M.D.,  of  Troy, 
died  on  October  15,  1963,  at  the  age  of  fifty- 
seven.  Dr.  Chapnick  graduated  in  1934  from 
the  Royal  College  of  Physicians  and  Surgeons, 
London,  England.  In  1957  he  was  the  head  of 
the  Mental  Health  Department  in  the  State  of 
Tennessee.  Dr.  Chapnick  was  a member  of 
the  American  Geriatrics  Society,  the  Rensselaer 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Daniel  Patrick  Durney,  M.D.,  of  Brooklyn, 
died  on  June  5,  1963,  at  the  age  of  sixty-two. 
Dr.  Durney  graduated  in  1930  from  Chicago 
Medical  College.  He  was  a senior  attending 
psychiatrist  at  Brooklyn  State  Hospital.  Dr. 
Durney  was  a member  of  the  Medical  Society 
of  the  County  of  Kings  and  the  Medical  Society 
of  the  State  of  New  York. 

Ammi  Ballinger  Edgar,  M.D.,  of  Rye,  died  on 
February  9,  1963,  at  the  age  of  seventy-nine. 
Dr.  Edgar  graduated  in  1911  from  the  Uni- 
versity of  Colorado  School  of  Medicine.  Re- 


tired, he  was  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Howard  Pardee  Griffin,  M.D.,  of  Bingham- 
ton, died  on  December  29,  1963,  at  the  age  of 
seventy-two.  Dr.  Griffin  graduated  in  1917 
from  New  York  University  and  Bellevue  Hos- 
pital Medical  College.  He  was  a consulting 
surgeon  at  Our  Lady  of  Lourdes  Memorial 
and  Binghamton  State  Hospitals  and  a 
senior  attending  surgeon  at  Binghamton  General 
Hospital.  Dr.  Griffin  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  Binghamton  Academy  of  Medicine,  the 
Broome  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  Huber,  M.D.,  of  Mineola  and  Garden 
City,  died  on  January  4 at  the  age  of  sixty-two. 
Dr.  Huber  graduated  in  1924  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  roentgenologist  at  Nassau 
Hospital.  Dr.  Huber  was  a Diplomate  of 
the  American  Board  of  Radiology  (Roentgen- 
ology), a Fellow  of  the  American  College  of 
Radiology,  and  a member  of  the  American 
Roentgen  Ray  Society,  the  New  York  Roentgen 
Society,  the  Nassau  Radiological  Society,  the 
New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Paul  La  Duca,  M.D.,  of  Angola,  died  on  May 
17,  1963,  at  the  age  of  sixty.  Dr.  La  Duca 
graduated  in  1930  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a member  of  the 
Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Isidore  Joseph  Landsman,  M.D.,  of  New 
York  City,  retired,  died  on  December  12,  1963, 
at  the  age  of  eighty.  Dr.  Landsman  graduated 
in  1906  from  Columbia  University  College  of 
Physicians  and  Surgeons.  A former  professor 
of  medicine  at  Fordham  University  School  of 
Medicine  and  secretary  of  the  Bronx  County 
Medical  Society  for  twenty-five  years,  Dr. 
Landsman  was  a Diplomate  of  the  American 
Board  of  Radiology  (Therapeutic  Radiology) 
and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Ernest  Anthony  Lombardo,  M.D.,  of  Brook- 
lyn, died  on  August  15,  1963,  at  the  age  of  fifty- 
four.  Dr.  Lombardo  graduated  in  1937  from 
Georgetown  University  School  of  Medicine. 
He  was  a clinical  assistant  attending  obstetri- 
cian and  gynecologist  at  St.  John’s  Episcopal 
Hospital.  Dr.  Lombardo  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Mark  Lourie,  M.D.,  of  the  Bronx,  died  on 
December  9,  1963,  at  the  age  of  seventy-five. 
Dr.  Lourie  graduated  in  1918  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

August  George  Maron,  M.D.,  of  Woodhaven, 
died  on  June  14,  1963,  at  the  age  of  eighty-one. 
Dr.  Maron  graduated  in  1907  from  Long  Island 
College  Hospital  Medical  School. 

Edward  X.  Mikol,  M.D.,  of  Albany,  died  on 
June  6,  1963,  at  the  age  of  fifty-eight.  Dr. 
Mikol  graduated  in  1928  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  general 
director  of  the  Bureau  of  Tuberculosis  Hospitals 
for  the  State  of  New  York  Department  of 
Health.  Dr.  Mikol  was  a Diplomate  of  the 
American  Board  of  Preventive  Medicine  (Public 
Health) , and  a member  of  the  American  Thoracic 
Society,  and  the  American  Public  Health  As- 
sociation. 


Alex  Morrison,  M.D.,  of  Lackawanna,  died  on 
December  18,  1963,  at  the  age  of  forty-six. 
Dr.  Morrison  graduated  in  1945  from  Middle- 
sex University  School  of  Medicine,  Waltham, 
Massachusetts.  He  was  an  attending  ob- 
stetrician and  surgeon  at  Our  Lady  of  Victory 
Hospital.  Dr.  Morrison  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Carl  E.  Mosse,  M.D.,  of  Rego  Park,  died  on 
November  30,  1963,  at  the  age  of  sixty-seven. 
Dr.  Mosse  received  his  medical  degree  from 
the  University  of  Berlin  in  1920.  He  was  an 
assistant  attending  physician  in  children’s 
medicine  at  Bellevue  Hospital  and  a member 
of  the  Pediatric  staff  at  Long  Island  Jewish  and 
Booth  Memorial  Hospitals.  Dr.  Mosse  was  a 
Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  American  Academy  of 
Pediatrics,  the  New  York  Society  of  Tropical 
Medicine,  the  Queens  Pediatric  Society,  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Harold  Neuhof,  M.D.,  of  New  York  City,  died 
on  January  9 at  the  age  of  seventy-nine.  Dr. 
Neuhof  graduated  in  1905  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  surgeon  at  The  Mount 
Sinai  and  Montefiore  Hospitals  and  a senior 
consulting  surgeon  and  research  associate  at 
Beth-El  Hospital.  Dr.  Neuhof  was  a Diplo- 
mate of  the  American  Board  of  Surgery,  a 
Diplomate  of  the  Board  of  Thoracic  Surgery, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Surgical  Associa- 
tion, the  American  Association  for  Thoracic 
Surgery,  the  New  York  Academy  of  Medicine, 
the  New  York  Surgical  Society,  the  New  York 
Society  for  Thoracic  Surgery,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Julius  Joseph  Padula,  M.D.,  of  Albany,  died 
on  November  8,  1963,  at  the  age  of  seventy-two. 
Dr.  Padula  graduated  in  1914  from  Albany 
Medical  College.  He  was  an  assisting  attend- 
ing surgeon  in  general  practice  at  St.  Peter’s 
Hospital.  Dr.  Padula  was  a member  of  the 
Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Lawrence  Parker,  M.D.,  of  Lockport, 
died  on  November  25,  1963,  at  the  age  of 
seventy-seven.  Dr.  Parker  graduated  in  1910 
from  the  University  of  Michigan  Medical  School. 
He  was  an  honorary  otolaryngologist  at  Lock- 
port  Memorial  Hospital.  Dr.  Parker  was  a 
Diplomate  of  the  American  Board  of  Oto- 
laryngology, a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  Lockport  Academy  of  Medicine,  the 
Niagara  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Walter  Riker,  M.D.,  of  New  York  City,  died 
on  September  19,  1963,  at  the  age  of  sixty-nine. 
Dr.  Riker  graduated  in  1919  from  Fordham 
University  School  of  Medicine.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Breen  Ringland,  M.D.,  of  Oswego, 
died  on  December  9,  1963,  at  the  age  of  eighty- 
five.  Dr.  Ringland  graduated  in  1902  from 
Syracuse  University  School  of  Medicine.  He 
was  an  emeritus  associate  surgeon  at  Oswego 
Hospital.  Dr.  Ringland  was  a member  of  the 
Oswego  Academy  of  Medicine,  the  Oswego 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Augusta  Rucker,  M.D.,  of  Hyannis,  Massa- 
chusetts, formerly  of  New  York  City,  died  on 
December  26,  1963,  at  the  age  of  ninety-one. 
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Dr.  Rucker  graduated  in  1911  from  Johns 
Hopkins  University  School  of  Medicine.  Re- 
tired, she  had  formerly  been  associated  with  the 
Hospital  for  the  Ruptured  and  Crippled  and 
had  been  a consultant  in  pediatrics  at  the  New 
York  Infirmary  for  Women  and  Children.  Dr. 
Rucker  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Thomas  Watson  Smith,  M.D.,  of  Schenec- 
tady, died  on  December  25,  1963,  at  the  age  of 
fifty-one.  Dr.  Smith  graduated  in  1937  from 
Albany  Medical  College.  He  was  a member  of 
the  Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Victor  Anthony  Tadross,  M.D.,  of  Brooklyn, 
died  on  May  2,  1963,  at  the  age  of  fifty-five. 
Dr.  Tadross  graduated  in  1933  from  New 
York  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  associate  attending  oph- 
thalmological  surgeon  at  Cumberland  Hospital, 
an  adjunct  ophthalmologic  surgeon  at  the  Brook- 
lyn Eye  and  Ear  Hospital,  and  an  assistant  at- 
tending ophthalmologist  at  the  Lutheran  Medi- 
cal Center  of  Brooklyn.  Dr.  Tadross  was  a 
Diplomate  of  the  American  Board  of  Ophthal- 
mology and  a member  of  the  Brooklyn  Ophthal- 
mological  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Gerald  Campbell  Walker,  M.D.,  of  Utica, 
died  on  January  4 at  the  age  of  fifty-four. 
Dr.  Walker  graduated  in  1935  from  Queens 


Peak  of  production 

When  does  a man  hit  his  peak?  It  all  de- 
pends on  what  field  he’s  in,  according  to  an  Ohio 
University  professor,  Dr.  Harvey  C.  Lehman. 


University  Faculty  of  Medicine,  Kingston, 
Ontario.  He  was  a senior  attending  patholo- 
gist at  St.  Elizabeth’s  Hospital.  Dr.  Walker 
was  a Diplomate  of  the  American  Board  of 
Pathology  (Pathologic  Anatomy  and  Clinical 
Pathology)  and  a member  of  the  American 
Society  of  Clinical  Pathologists,  the  Utica 
Academy  of  Medicine,  the  Oneida  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Frank  Wehle,  M.D.,  of  New  York  City, 
died  on  May  27,  1963,  at  the  age  of  seventy-six. 
Dr.  Wehle  graduated  in  1917  from  Albany 
Medical  College. 


Jacob  A.  Wessler,  M.D.,  of  the  Bronx,  died  on 
May  18,  1963,  at  the  age  of  eighty-one.  Dr. 
Wessler  graduated  in  1909  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 


Richard  Carrington  Young,  M.D.,  of  Yon- 
kers, died  on  December  11,  1963,  at  the  age  of 
sixty-three.  Dr.  Young  graduated  in  1930 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  attending  ob- 
stetrician at  Yonkers  General  Hospital  and  an 
emeritus  obstetrician  at  St.  John’s  Riverside 
Hospital.  Dr.  Young  was  a member  of  the 
Yonkers  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 


Outstanding  contributions  in  science,  mathe- 
matics, music,  and  literature  come  most  often 
from  men  in  their  thirties,  says  the  professor. 
On  the  other  hand,  men  reach  their  peak  in 
business,  government,  and  professional  work 
in  their  fifties  and  sixties. — Executives'  Digest 
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Abstracts 


Cohlan,  S.  Q.:  Fetal  and  neonatal  hazards 

from  drugs  administered  during  pregnancy. 
New  York  State  J.  Med.  64:  493  (Feb.  15) 
1964. 

Transplacentally  acquired  drugs  that  may 
cause  fetal  or  neonatal  morbidity  include  vita- 
min K,  antithyroid  drugs,  anticoagulants,  hypo- 
tensive agents,  and  hemolytic  agents.  There  is 
suggestive  indirect  or  experimental  evidence 
that  excessive  use  late  in  pregnancy  or  at  term 
of  salicylates,  parenteral  fluids,  and  antibiotics 
may  be  a fetal  hazard.  Teratogenic  agents  in- 
clude endocrine  preparations,  cytotoxic  and 
antimetabolic  agents,  tolbutamide,  and  thalido- 
mide. Therefore  during  pregnancy  even  well- 
known  drugs  should  be  administered  only  when 
absolutely  indicated. 


Lipp,  W.:  Progress  and  peptic  ulcer,  New 

York  State  J.  Med.  64:  500  (Feb.  15)  1964. 

The  causes  of  peptic  ulceration  are  not  fully 
understood.  The  majority  of  patients  can  be 
fairly  well  controlled  by  conventional  medical 
treatment,  consisting  of  a bland  diet  and  anti- 
cholinergic and  anti-acid  medications;  however, 
the  recurrence  rate  is  very  high.  Surgical  inter- 
vention is  necessary  for  certain  complications; 
when  it  is  used  electively  for  intractability,  the 
patients  must  be  selected  carefully.  Lesser 
procedures  having  their  primary  basis  in  section 
of  the  vagus  nerves  are  recommended  rather 
than  the  widely  practiced  high  gastric  resection. 


Choice  in  polio  immunization 

The  physician  has  four  choices  in  planning  a 
program  of  immunization  against  poliomyelitis: 
(1)  Salk  vaccine  alone;  (2)  live  virus  vaccine 
alone;  (3)  Salk  vaccine  first,  then  live  vaccine 
later;  or  (4)  the  plan  put  forward  in  an  article 
in  Clinical  Pediatrics  of  selectivity  by  age  groups 
based  on  the  evidence  that  the  major  live  virus 
risk  is  in  adults. 

After  a tabulated  analysis  of  the  comparative 
advantages  of  Salk  or  killed  virus  vaccine  and 
the  Sabin  live  virus  vaccines,  the  article  says 


Newer  procedures,  such  as  gastric  freezing,  have 
not  been  evaluated  fully  as  yet. 

Scudder,  J.:  Better  blood  preservation;  im- 
portance of  carbon  dioxide.  New  York  State 
J.  Med.  64:  507  (Feb.  15)  1964. 

Experiments  have  shown  that  carbon-dioxide- 
stored  blood  has  closer-to-normal  ionic  concen- 
trations of  sodium,  potassium,  ammonia,  chlo- 
ride, and  bicarbonate,  pH  of  plasma-citrate  mix- 
ture, and  carbon  dioxide  capacity  than  blood 
collected  in  the  usual  manner.  A plastic  blood 
bag,  Pliapak,  was  shown  to  be  an  effective 
method  of  collection,  and  the  use  of  dry  ice  in  the 
refrigerator  enriches  the  ambient  air. 

de  la  Pava,  S.,  Pickren,  J.  W.,  Cabrera,  A., 
and  Studenski,  E.:  Subclinical  carcinoma  of 
the  esophagus;  study  of  second  primary  car- 
cinoma, New  York  State  J.  Med.  64:  524 
(Feb.  15)  1964. 

A histologic  study  of  the  entire  surface  of  the 
mucous  membrane  of  the  esophagus  was  done  in 
522  unselected  autopsy  cases  in  a cancer  in- 
stitute. Two  unsuspected  cases  of  second  pri- 
mary squamous  cell  carcinoma  of  the  esophagus 
were  found,  both  occurring  in  patients  who  had 
had  squamous  cell  carcinoma  of  the  oral  cavity. 
This  finding  is  believed  to  represent  not  a coin- 
cidence but  the  expression  of  a systemic  disorder, 
and,  therefore,  follow-up  examinations  in  pa- 
tients with  malignant  oral  cavity  tumors  should 
include  the  esophagus. 


that  the  scale  is  tipped  in  favor  of  live  virus 
vaccine  by  two  important  considerations:  (1) 

the  epidemiology  barrier  the  latter  places  in 
the  path  of  wild  poliovirus  and  (2)  the  lack  of 
need  for  booster  vaccinations.  In  regard  to  the 
safety  of  live  virus  vaccine,  the  major  question 
involves  the  type  3 Sabin  strain.  There  is  no 
reason,  the  article  maintains,  why  this  particular 
strain  must  be  the  final  choice  for  type  3 vaccina- 
tion, since  new  attenuated  strains  can  now  be 
produced  almost  at  will.  The  hope  is  expressed 
that  some  of  these  new  strains,  which  appear  to 
have  preferable  laboratory  characteristics,  will 
be  field-tested. 
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Abstracts  in  Interlingua 


Cohlan,  S.  Q.:  Hasardos  fetal  e neonatal  in 
pharmacos  administrate  durante  le  pregnantia 
(anglese),  New  York  State  J.  Med.  64:  493  (15 
de  februario)  1964. 

Le  pharmacos  que  pote  esser  acquirite  per  via 
transplacental  e que  pote  subsequentemente 
causar  morbiditate  fetal  o neonatal  include 
vitamina  K,  agentes  antithyroidee,  antico- 
agulantes,  agentes  hypotensive,  e agentes 
hemolytic.  II  etiam  existe  un  documentation 
indirecte  o experimental  de  valor  suggestive  in 
supporto  del  conception  que  le  excessive  uso, 
tardivemente  in  le  pregnantia  o a termino,  de 
salicylatos,  de  liquidos  parenteral,  e de  anti- 
bioticos  pote  represen  tar  un  hasardo  fetal.  Le 
agentes  de  potential  teratogene  include  prepara - 
tos  endocrin,  agentes  cytotoxic  e antimetabolic, 
tolbutamida,  e thalidomida.  Durante  le  preg- 
nantia mesmo  ben  cognoscite  pharmacos  deberea 
esser  administrate  solmente  quando  lor  uso  es 
absolutemente  indicate. 

Lipp,  W.:  Progresso  e ulcere  peptic  (angles). 
New  York  State  J.  Med.  64:  500  (15  de 
februario)  1964. 

Le  causa  de  ulceration  peptic  non  es  com- 
pletemente  comprendite.  Le  majoritate  del 
patientes  pote  esser  stabilisate  satis  ben  con 
therapias  medical  conventional,  i.e.  le  prescrip- 
tion de  un  molle  dieta  e le  administration  de 
medicationes  anticholinergic  e anti-acide. 
Tamen,  le  incidentia  del  recurrentias  es  multo 
alte.  Intervention  chirurgic  es  necessari  in  le 
presentia  de  certe  complicationes.  Quando  illo 
es  usate  electivemente  a causa  de  intractibili- 
tate,  le  patientes  debe  esser  seligite  meticulose- 
mente.  Interventiones  minor— con  base  pri- 
mari  in  le  section  del  nervo  vage — es  recom- 
mendate  in  loco  del  extensemente  practicate  alte 


resection  gastric.  Plus  recente  methodos,  tal 
como  per  exemplo  le  congelation  gastric,  es  non 
ancora  plenmente  evalutate. 

Scudder,  J.:  Meliorar  le  preservation  de 

sanguine;  importantia  de  bioxydo  de  carbon 
0 anglese ),  New  York  State  J.  Med.  64:  507 
(15  de  februario)  1964. 

Ha  essite  monstrate  experimentalmente  que 
sanguine  preservate  sub  bioxydo  de  carbon,  in 
comparation  con  sanguine  colligite  e preservate 
in  le  maniera  conventional,  ha  plus  strictemente 
normal  valores  in  le  concentration  ionic  de 
natrium,  kalium,  ammonia,  chloruro,  e bicar- 
bonato,  in  le  pH  de  mixturas  de  plasma  e citrato, 
e in  le  capacitate  pro  bioxydo  de  carbon.  Es- 
seva  trovate  que  un  plastic  sacco  a sanguine, 
Pliapak,  forni  un  efficace  methodo  de  collection 
e que  le  uso  de  “glacie  sic”  in  le  refrigerator 
inricchi  le  aere  ambiente. 

de  la  Pava,  S.,  Pickren,  J.  W.,  Cabrera,  A.,  e 
Studenski,  E.:  Carcinoma  subclinic  del  eso- 

phago;  studio  de  secunde  carcinomas  primari 
{anglese),  New  York  State  J.  Med.  64:  524 
(15  de  februario)  1964. 

Un  studio  histologic  del  complete  superficie 
del  membrana  mucose  del  esophago  esseva 
executate  in  522  non  seligite  casos  necropsiate  in 
un  instituto  cancerologic.  Duo  non  suspicite 
casos  de  secunde  carcinoma  primari  a cellulas 
squamose  esseva  trovate  in  le  esophago  de 
patientes  qui  ambes  habeva  habite  carcinoma  a 
cellulas  squamose  in  le  cavitate  oral.  Es 
opinate  que  iste  constatation  non  representa  un 
coincidentia  sed  le  expression  de  un  disordine 
constitutional.  II  seque  que  examines  catam- 
nestic  in  patientes  con  malignitates  del  cavitate 
oral  deberea  includer  le  esophago. 


566  New  York  State  Journal  of  Medicine  / February  15,  1964 


Save  him  from 
RHEUMATIC 
FEVER 

Here  are  two  ways: 

1.  If  your  child  has  a 
bad  sore  throat,  don’t 
wait  — it  might  be 
“strep.”  Call  your  doctor. 
Treatment  of  “strep”  in- 
fections usually  can  pre- 
vent rheumatic  fever  and 
the  heart  damage  it 
sometimes  causes. 

2.  Give  to  your  Heart 
Fund.  Your  Heart  Fund 
dollars  support  research 
and  community  service 
programs  which  can  wipe 
out  rheumatic  fever  and 
save  thousands  of  young 
lives. 

More  will  LIVE 
the  more  you  GIVE 

HEART  FUND 


HOLBROOK  MANOR  "home3 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.P.A. — L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psy choanal ytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  Includes  Intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

MaUL  ScUU  454  gyftSs?  y c 

Licensed  by  the  State  of  New  York  __ _____ 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1.10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


567 


PEDIATRICIAN  as  addition  to  team  of  seven 
pediatricians  in  comprehensive  medical  care  group; 
limited  house  calls;  pleasant  New  York  City  suburb; 
initial  contract  leading  to  partnership;  $13,700  per 
annum  or  higher  first  year;  send  full  curriculum  vitae 
in  first  letter.  Box  865,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


INTERNSHIPS- AM  A APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  the  picturesque  north  country  of 
Champlain  Valley.  University  within  city  limits;  fine 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 


GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 


TNEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 


'WANTED:  BOARD  QUALIFIED  OR  CERTIFIED  IN- 
ternist  to  join  internist  in  well  established,  well  equipped 
practice  in  a suburb  of  New  York  City.  Excellent  hospital 
.affiliations  available.  Box  862,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  (LICENSED  N.Y.  STATE)  FULL  TIME, 
salary  $8,000.  AL,  sick  leave  and  retirement  benefits. 
(Metropolitan  Travel).  Red  Cross  Blood  Program,  150 
Amsterdam  Ave.  (West  66  St.)  New  York  City.  SU 
7-1000. 


PARTNER  WANTED  BY  ESTABLISHED  ORTHOPED- 
ist,  Nassau  County,  Long  Island.  Must  be  Board  cer- 
tified or  Board  eligible.  Address  reply  giving  background 
and  qualifications  to  P.O.  Box  #204,  Massapequa  Post- 
.office,  Massapequa,  N.Y. 


RESIDENCY  POSITIONS  AVAILABLE  IN  A FULLY 
approved,  three-year  psychiatry  training  program  at  Har- 
lem Hospital  under  auspices  of  Columbia  University. 
Comprehensive  training  and  experience  offered.  Super- 
vision of  intensive  treatment  by  psychoanalytically-trained 
psychiatrists.  Salaries  $4800  to  $5220  plus  living  out  al- 
lowance of  $840  per  year,  as  of  July  1,  1964.  E.  B.  Davis, 
M.D.,  Director,  Department  of  Psychiatry,  Harlem  Hos- 
pital, 530  Lenox  Avenue,  New  York,  New  York  10037. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER, 
medical  specialists.  Growing  Suffolk  Long  Island  com- 
munity. Hospital  nearby.  Excellent  practice  guaranteed. 
Call:  516  JU  8-9041;  516  JU  8-5100. 


PHYSICIANS  WANTED— CONT’D 


PHYSICIANS  WANTED  — MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-Aug.  Good  salary, 
free  placement.  350  member  camps.  Dept.  P,  Associa- 
tion Private  Camps,  55  West  42nd  St.,  New  York  36. 


INTERNIST  AND  GENERAL  PRACTITIONER 
needed  in  downstate  New  York  community  of  25,000. 
Open  staff,  100  bed  hospital.  Private  practice.  Financial 
guarantee  or  assistance  first  year.  Box  873,  % N.Y.  St. 
Jr.  Med. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience;  desires  fee  for 
service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 


GENERAL  SURGEON  WISHES  TO  ASSOCIATE  WITH 
older  surgeon,  practicing  in  or  around  New  York  City,  who 
is  planning  to  retire.  He  will  be  available  July  1964 
Box  840,  % N.Y.  St.  Jr.  Med. 


OBSTETRICIAN  & GYNECOLOGIST,  AGE  33,  COM- 
pleting  4 year  residency  program  June  1964.  Board 
eligible,  no  military  obligation,  desires  group  or  partner- 
ship opportunity  in  New  York  City  area  or  within  50 
miles.  Box  852,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  (N.Y.  Li- 
cense), desires  position.  Fee  for  service.  Box  870,  % 
N.Y.  St.  Jr.  Med. 


OBS-GYN;  AGE  34,  BOARD  QUALIFIED,  MILITARY 
completed,  family;  seeks  association,  solo,  or  group  prac- 
tice. Box  867,  % N.Y.  St.  Jr.  Med. 


BOARD  ELIGIBLE,  GENERAL  AND  THORACIC  SUR- 
geon;  12  yrs.  recognized  training  (5  years  general  and  7 
years  thoracic  surgery,  including  open-heart),  desires  to 
assist  very  busy  surgeon  or  group,  as  assistant.  Box  869 
% N.  Y.St.  Jr.  Med. 


COMPLETING  RESIDENCY  IN  INTERNAL  MEDI- 
cine  July  1964  Board  eligible;  desires  association  or  group. 
Military  obligation  completed;  Long  Island,  Westchester 
County  or  NYC  preferred.  Box  871,  % N.Y.  St.  Jr. 
Med. 


MEDICAL  RECEPTIONIST,  P/TIME,  4 LANGUAGES, 
typing,  references,  personable.  RE  4-7816,  9-11  A.M., 
2-8  PM. 


OBSTETRICIAN-GYNECOLOGIST:  AGE  31,  MAR- 

ried,  military  obligation  completed;  trained  at  large 
metropolitan  hospital,  seeks  association  for  eventual 
partnership  in  New  York  City  area.  Box  874,  % N.Y. 
St.  Jr.  Med. 
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PRACTICES  FOR  SALE  OR  RENT 


GENERALIST  TO  TAKE  OVER  OLD,  ESTABL.  PRAC- 
tice  in  beaut,  home-office,  compl.  equipyed,  furn.  Upstate, 
throughwy  exit.  Accred.  hosp..  Health  Off.,  school  phys. 
pos.  Immed.  income.  Box  837,  % N. Y.  St.  Jr.  Med. 


PEDIATRIC  PRACTICE,  CENTRAL  NEW  YORK 
Well  established.  Terms  to  be  arranged.  Box  860,  % 
N.Y.  St.  Jr.  Med. 


HOMER,  N.Y.— UPSTATE  NEAR  CORTLAND. 

House  and  office  of  lately  deceased  G.P.  for  sale.  Physi- 
cian badly  needed.  5 min.  from  open  hospital.  Mrs. 
Eugene  Alexander,  108  S.  Main  St. 


WELL  ESTABLISHED  GENERAL  PRACTICE  FOR 
sale  or  rent  in  the  Howard  Beach  area  of  Queens.  Will 
introduce,  help  secure  hospital  appointment.  Reason 
specialization.  Box  863,  % N.Y.  St.  Jr.  Med. 


LONG  BEACH:  NEW  MEDICAL  OFFICE  FOR  RENT 

or  sale;  equipment  and  furniture  optional.  Excellent  op- 
portunity. Call  914  WO  7-5656. 


MIDTOWN  MANHATTAN  (GRAND  CENTRAL  AREA). 
General  practice:  Some  compensation,  employment  ex- 
aminations, etc.  Easily  transferable,  as  mostly  company 
contacts.  No  nights  or  weekends.  Box  866,  % N.Y.  St. 
Jr.  Med. 


ALLERGY  PRACTICE  FOR  SALE  IN  UPSTATE  NEW 
York.  Asking  only  the  actual  value  of  equipment  and 
supplies.  5 room  office  available  for  rent.  Box  872,  % 
N.Y.  St.  Jr.  Med. 


ACTIVE  AND  LUCRATIVE  GENERAL  PRACTICE 
for  sale.  Office  fully  equipped  and  excellently  furnished. 
Office  location  at  160  South  Shore  Blvd.,  Lackawanna, 
New  York,  just  south  of  Buffalo,  New  York.  Please 
direct  inquiries  to  Louis  B.  Morrison,  Attorney,  1624 
Liberty  Bank  Building,  Buffalo,  New  York.  Telephone 
TL  3-4550. 


EQUIPMENT 


PHYSICIANS  EQUIPMENT  AND  INSTRUMENTS, 
new  and  used.  Bought  and  sold.  Send  for  catalogue  of 
special  items.  Harry  Wells,  217  East  23rd  St.,  N.Y.C.  10. 
MU  9-3480. 


MEDITRON  ELECTROMYOGRAPH,  5 YEARS  OLD, 
with  tape  recorder  and  integrated  camera,  $1,000.00. 
Box  864,  % N.Y.  St.  Jr.  Med. 


PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS’’ 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


Distinguished  Manhattan  Buildings 
for  Professional  or  Residential  Use 
THE  MONTREUX 

342  EAST  67th  ST. 

A small,  charming,  luxury  Apt.  Bldg,  stressing  privacy,  comfort, 
convenience.  Across  the  street  from  New  York  Hospital  and 
Rockefeller  Institute. 

2T3,  3H,  4 XA  room 
professional  and  residential  apartments 
Also  Garden  Apt.  and  Penthouse  Apt.  available. 

Phone  LE  5-3640,  TR  9-5300 

THE  GUARDSMAN 

64  EAST  94  ST.  (Betw.  Madison  and  Park  Aves.) 

A tastefully  decorated,  air-cond.  bldg,  a few  blocks  from  Mt. 
Sinai  Hospital  in  the  fashionable  P.S.  6 district. 

3 and  room 

professional  and  residential  apts. 

Phone  FI  8-01  30  OWNER-MANAGED 


REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building,  Kinnelon,  N.  J.,  Morris  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.J. 
TE  8-0400. 


RARE  OPPORTUNITY— SPECIALIST;  MANHATTAN. 
1500  new  luxury  apts;  4000  more  ready  soon.  No  other 
office  available.  Sublease  6 rms.  from  GP.,  TR  3-7766. 


LINDENHURST,  LONG  ISLAND,  N.Y.  Small,  four 
office  Medical  Center  under  construction;  utilities  being 
installed.  Needs  general  medical  practitioner,  pediatrician 
or  allied  professions.  516  TU  8-1683. 


DOCTOR’S  PARK,  POUGHKEEPSIE,  NEW  YORK. 
850  sq.  ft.  available  immediately.  18  specialists,  1 dentist, 
perfect  for  E.N.T.,  dermatologist,  allergist.  Poughkeepsie 
Medical  Buildings,  Inc.,  104  Fulton  Avenue,  Pough- 
keepsie, New  York.  Area  code  914-452-1060. 


WHITE  PLAINS— NEW  PROFESSIONAL  OFFICES 
for  rent.  Two  specially  designed  medical  suites;  air- 
conditioned,  2 lavatories,  private  street  entrance;  ample 
free  parking.  One  block  to  White  Plains  Hospital.  800 
sq.  ft.  $250;  1100  sq.  ft.  $350  per  month.  Visit  Supt., 
Carlton  Davis  Apts.,  47  Davis  Ave.,  or  phone  212  MU 
7-1743. 


WICOPEE  ESTATES— 42  MILES  FROM  NYC— TOM  P- 
kins  Corners.  New  filtered  swimming  pools;  modera 
4 & 5 room  cottages  desirable  for  physicians,  each  on  (1) 
acre.  All  sport  facilities;  priv.  lake;  day  camp;  social 
hall;  lunch’tte;  wash’g  machines.  Taconic  Parkway  to 
Peekskill  Hollow  Road  (exit  P 2A),  follow  signs.  NYC: 
CH  4-2624  or  TW  6-1169. 


FOR  SALE:  BAY  SHORE,  L.I.,  N.Y.  PROFESSIONAL 
office-home,  physician  or  dentist;  air-conditioned;  center 
of  town,  opposite  post  office;  $22,000.  By  appointment, 
516  MO  5-5062. 


E.  57TH  STREET  AND  SUTTON  PLACE.  ELEGANT 
office  suite,  beautifully  furnished,  completely  equipped, 
laboratory,  EKG.  All  specialties.  Hours  arranged. 
Exclusive  consultation  room.  PL  2-9020. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36,  N.Y. 
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The  discharged 
mental  patient . . . 
and  Thorazine 8 

brand  of  chlor promazine 

“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institr 
tionalized  patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  et 
vironment  where  necessary,  and  . . . other  technics.”  Kime,  n.s.:  Postgrad.  Med.  27: 620  (May)  i9< 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  rh 
of  serious  side  effects  once  a patient  has  becon 
gradually  accustomed  to  Thorazine  (chlorprom; 
zine,  sk&f)— regardless  of  dosage— over  a period  < 
a few  months.  Continuing  therapy  is  almo; 
always  well  tolerated,  and  is  essential  to  moi 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  bee! 
successfully  used  for  10  years  in  the  treatment  of  mental  an 
emotional  disturbances,  and  has  proven  highly  effective  il 
the  maintenance  therapy  of  former  hospitalized  mental  ps  i 
tients.  Principal  side  effects:  The  most  frequently  encountere 
side  effect  is  transitory  drowsiness.  Other  occasional  sid 
effects  include:  dry  mouth,  nasal  congestion,  constipatioi 
miosis,  dermatological  reactions,  photosensitivity,  jaundia 
hypotension,  increased  appetite  and  weight;  very  rarelj 
mydriasis,  agranulocytosis,  extrapyramidal  symptom: 
Contraindications:  Comatose  states  or  in  the  presence  0! 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  0 
available  literature. 

Smith  Kline  & French  Laboratories 
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MILK  CONSTIPATION 

with . . . 


n 


Promote 

natural  soft  stools  with  Ideal  Fecal  pH 

. . . in  infants  and  children 


Constipated  infants  and  children  had  an  average  fecal  pH  above  7.  Safe, 
gentle  relief  resulted  from  the  use  of  nutritious  Maltsupex  (tastes  like 
malted  milk)  by  promoting  an  ideal  low  pH  flora  for  normal  elimination.1 

Studies  indicate  that  a high  ratio  of  sugars  to  calcium  results  in  better  ab- 
sorption of  calcium  by  retarding  its  precipitation  in  the  intestinal  lumen.2 

We  “usually  start  off  with  Borcherdt’s  Malt  Soup  Extract  [Maltsupex], 
1 teaspoon  to  1 tablespoon  in  the  formula.  It  is  astonishing  how  often  that 
does  the  job.”3  Older  children  like  it  in  milk  or  on  cereal. 


GERIATRIC  CONSTIpHATION 


...in  adults— putrefaction  (pH  factor) 

The  end  products  of  putrefaction  on  protein  decomposition  are  considered 
constipating.4,5 

Chronically  constipated  geriatric  patients  on  a Maltsupex  regimen 
passed  soft,  easily  evacuated  stools  with  a fecal  pH  of  5-6.1  As  the  stool  pH 
decreases  toward  6,  a natural  laxative  effect  results.6 

Maltsupex  promotes  by  natural,  dietary  means  a normal,  gram-positive 
aciduric  lactobacillus  flora  which  suppresses  the  growth  of  the  putrefactive 
organisms.1,7 

Fecal  pH  factor  in  pruritus  ani 

. . the  fecal  material  and  secretions  of  the  rectum  of  these  patients  is  strongly 
alkaline  . . . Securing  and  maintaining  an  acid  reaction  of  the  rectal  discharges 
appears  to  be  responsible  for  the  patient’s  freedom  from  symptoms  . . . Admin- 
istration of  malt  soup  extract  [Maltsupex]  to  unselected  patients  with  pruritus 
ani  is  usually  followed  by  disappearance  of  symptoms  in  about  three  days  . . . 
followed  by  improvement  in  the  condition  of  the  tissue  of  the  anal  canal  and 
the  perianal  skin.”7 

References:  1.  Calloway,  N.  O.:  to  be  published.  2.  Charley,  P.,  and  Saltman,  P.:  Science  139.-1205  (March 
22)  1963.  3.  Washington,  J.  A.,  and  Anderson,  W.  $.:  Clinical  Proceedings  of  Children's  Hospital,  Washington, 
D.  C.,  15:157,  1962.  4.  Williams,  R.  D..  and  Olmsted,  W.  H.=  Ann.  Intern.  Med.  10:717-727  (December)  1936. 
5.  Seneca,  H.:  Amer.  J.  Dig.  Dis.  22.-200-203  (July)  1955.  6.  Raddin,  J.  B.,  and  Dowell,  l.  B.:  Amer.  J.  Gastro- 
ent.  37:24-40  (January)  1962.  7.  Brooks,  t.  H.:  Dis.  Colon  Rectum  1:372-375,  1958. 


MALTSUPEX  is  a nutritive  food  concentrate 
derived  from  the  natural  enzymatic  diges- 
tion of  barley.  It  is  available  as  liquid  or 
quick-dissolving  powder  in  8 and  16  oz.  jars. 

DOSAGE:  Adults:  2 tablespoonfuls  twice 
daily,  reduced  as  indicated.  Infants:  Vi  to  2 
tablespoonfuls  daily. 


SEND  FOR 

FREE  MEDICAL  RULER 


Maltsupex  samples,  and  descriptive  literature. 
Ruler  gives  normal  blood  chemistry  values 
and  also  fecal  pH  findings  in  pruritus  ani  and 
I constipation.  Check  interests: 

□ Ruler  □ Infants  □ Children  □ Pruritus  Ani 
□ Adults  □ Nonulcerative  (antibiotic)  colitis 

BORCHERDT  COMPANY 

i 217  N.  Wolcott  Avenue,  Chicago,  Illinois  60612 

I 

l Dr. 

I 

Address 

j City State 

In  Canada:  CHEMO-DRUG  CO.,  Ltd.,  3425  Oundas  Street  West,  Toronto  9,  Ontario 
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from  the  1963 
nationwide  survey 
of  antibiotics  , , 


FROM  66  HOSPITALS... 


FIVE  LEADING  ANTIBIOTICS  COMPARED  IN 
VITRO  AGAINST  CLINICAL  ISOLATES  FROM 

EAR,  NOSE,  THROAT  AND  RESPIRATORY  TRACT 


TAQ 

(triacetyloleandomycin) 


CHLORAMPHENICOL 

ERYTHROMYCIN 

TETRACYCLINE 

PENICILLIN 
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Results  from  overt  clinical  infections  isolated  from  ear,  nose,  throat  and  respiratory  tract.  Percentage  of  cultures 

reported  susceptible  in  3,643  clinical  isolates  of  staphylococci  (1610),  streptococci  (beta-hemolytic)  (957),  pneumococci  (1010),  and  enterococci  (66). 


Indications:  The  bacterial  spectrum  for  which  TAO  (triace- 
tyloleandomycin) primarily  is  effective  includes  staphylococci, 
streptococci,  pneumococci  and  gonococci.  It  is  recommended 
for  acute  severe  infections  where  adequate  sensitivity  testing 
has  demonstrated  susceptibility  to  this  antibiotic.  It  has  been 
shown  to  be  particularly  effective  in  acute,  severe  infections 
of  the  respiratory  tract,  bones  and  joints,  genitourinary  tract 
and  in  staphylococcal  enterocolitis.  It  is  not  recommended 
for  prophylaxis  or  in  the  management  of  infectious  processes 
which  may  require  more  than  10  days  continuous  therapy.  In 
view  of  the  possible  hepatotoxicity  of  this  drug,  when  therapy 
beyond  10  days  proves  necessary,  other  less  toxic  agents,  of 
course,  should  be  used  unless  the  organism  is  resistant  to 
those  agents,  or  in  those  cases  where  hypersensitivity  pre- 
cludes their  use.  If  clinical  judgment  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile 
is  recommended,  including  BSP,  transaminase  (SGOT)  and 
cephalin  flocculation  tests. 

Precautions  and  side  effects:  Use  of  this  drug  may  produce 
alterations  in  liver  function  tests  and  jaundice.  Clinical  expe- 
rience available  thus  far  indicates  that  these  liver  changes 
were  reversible  following  discontinuation  of  the  drug.  A review 
of  studies  by  several  independent  investigators  and  reports 
from  practicing  physicians  indicate  that  liver  function  abnor- 
malities may  occur  in  a significant  number  of  patients  follow- 
ing two  weeks  or  more  of  continuous  therapy  with  triacetyl- 
oleandomycin at  1.0  gram  per  day  in  divided  doses.  Clinical 
symptomatology,  including  jaundice,  has  been  observed  in- 
frequently in  these  individuals.  The  drug  is  not  recommended 
for  subjects  who  have  shown  abnormal  liver  function  tests  or 
hepatotoxic  reactions  to  it.  Based  upon  the  use  of  this  drug 
over  a period  exceeding  5 years,  the  incidence  of  jaundice 
considering  all  reports  referable  to  this  effect  is  6.3  per  mil- 
lion courses  of  therapy.  When  only  those  which  definitely  can 
be  related  to  this  drug  are  equated  to  usage,  the  incidence 
is  1.8  per  million  courses  of  treatment. 

Although  reactions  of  an  allergic  nature  due  to  this  drug 
are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid 
type  have  occurred  on  rare  occasions. 


References:  1.  Isenberg,  Henry  D.,  Ph.D.:  Scientific  Exhibit 
presented  at  the  meeting  of  the  American  Medical  Association, 
Atlantic  City,  New  Jersey,  June  16-20,  1963.  2.  Shubin,  H. 
et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (March)  1959. 


The  1963  antibiotics  survey  provides  a nationwide  com- 
parison of  microbial  susceptibility  to  5 leading  antibiotics.  In 
all,  susceptibility  results  of  9,331  cultures  were  obtained 
from  66  hospitals  in  26  states.  Results  were  analyzed  and 
tabulated  by  electronic  data  processing  equipment. 

By  this  method,  analysis  of  results  in  clinical  isolates  from 
ear,  nose,  throat  and  respiratory  tract  were  determined.  These 
in  vitro  findings  indicate  the  overall  superiority  of  TAO  (tri- 
acetyloleandomycin) over  the  other  leading  antibiotics  tested 
in  these  common  infections. 

Clinical  reports  confirm  its  usefulness.  As  an  example, 
Shubin2  found  that  of  129  patients  with  upper  or  lower  res- 
piratory infections  treated  with  TAO  (triacetyloleandomycin), 
120  had  a good  response.  A “good”  response  generally  showed 
“reduction  in  temperature  and  toxicity  within  48  hours  after 
initiation  of  therapy,  with  subsequent  clinical  and  bacterio- 
logical cure  of  infection.” 

TAO‘ 

(triacetyloleandomycin) 

Available  as:  Capsules  (250  mg.;  125  mg.) 

Ready-Mixed  Oral  Suspension  (raspberry-flavored,  125  mg./5cc.) 
Pediatric  Drops  (100  mg./cc.)/Parenteral  (as  oleandomycin  phosphate) 


New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-E 


when  a high-potency  nutritional  supplement  is  required,  recommend 

VITERRA®  Therapeutic. 


(triacetyloleandomycin). . 93.1% 
CHLORAMPHENICOL..  92.8% 

ERYTHROMYCIN 92.4% 

TETRACYCLINE 79.7% 

PENICILLIN 62.5% 


(triacetyloleandomycin) 
CHLORAMPHENICOL 
ERYTHROMYCIN... 
TETRACYCLINE.... 
PENICILLIN... 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A-Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B-Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 
MMM'  sooner 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 

Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  V*  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  . . most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed,  G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 

(I839M ) 
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spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2%) 
and  children  (V4%),  in  solutions  of  Va,  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l/jZ/nY/irop 
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“I  had  lunch  today  with  that  lovely  Mrs.  what’s  her  name!” 


Nicozol  can  help  your  geriatric  patients  find  their  memories 


Nicozol  therapy  can  help  you  brighten  the  outlook 
of  your  aging  patients  who  tend  towards  ( 1 ) untidi- 
ness, (2)  irritability,  (3)  incompatibility,  (4)  lack 
of  interest,  and  (5)  loss  of  memory  or  alertness. 
The  Nicozol  formula  helps  improve  mental  acuity, 
increase  the  supply  and  use  of  oxygen  in  the  brain, 
improve  peripheral  circulation— without  excita- 
tion, depression,  or  other  untoward  effects. 
Nicozol  can  help  you  keep  your  aging  patients 
actively  alert  and  at  ease  with  themselves,  their 
families,  and  others. 

References:  Levy,  S.:  J.A.M.A.  153: 1260,  1953  • 
Thompson,  L.  J.  and  Proctor,  R.  C.:  North  Carolina 
M.J.  15:596,  1954  • Thompson,  L.  J.  and  Proctor, 
R.  C.:  Clin.  Med.  5:325,  1956  • Kris,  E.  B.  and  Gerst, 
D.:  Clin.  Med.  5:708, 1961  • Proctor,  R.  C.:  Clin.  Med. 
6:2079,  1957  • Proctor,  R.  C.,  et  al.:  J.  Am.  Geriatrics 
Soc.  6:4,  1958. 


Average  Dose : 1 to  2 tablets  (or  capsules)  3 times  a 
day.  1 teaspoonful  elixir  3 times  a day. 

Supplied : Nicozol  tablets  (and  capsules)  in  bottles 
of  100  and  1000.  Nicozol  elixir  in  pints  and  gallons. 

Precautions:  May  produce  overstimulation  in  high 
doses.  Discontinue  if  muscular  twitchings  or  clonic 
convulsions  occur.  The  flush  produced  in  sensitive 
individuals  is  transient  and  harmless. 

Formula:  Each  tablet  or  capsule  contains: 

Pentylenetetrazol 100  mg. 

Nicotinic  Acid 50  mg. 

Each  teaspoonful  (5  cc.)  elixir  contains: 

Pentylenetetrazol 200  mg. 

Nicotinic  Acid 100  mg. 

(as  the  sodium  salt) 

Alcohol 5% 


HART  LABORATORIES 

Division  of  A.  J.  Parker  Co. 

Bryn  Mawr,  Pa.,  Winston-Salem,  N.C. 


NICOZOL 

CEREBRAL  STIMULANT 
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When  your  patient  says: 


Nb  | | PASTILLES 

ikoban 


BRAND  OF  LOBELINE  SULFATE.  MRT 


help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

■ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille  ■ 
for  tobacco. 


■ U tilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsive  eat- 
ing when  he  discontinues  smoking. 

Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  4th  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 


M.  R.  THOMPSON,  Inc.,  Medical  Department-CC 
711  Fifth  Avenue,  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 

M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
Macmillan,  1960,  Ed.  2,  pp.  620-622;  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471.  1963. 

4.  Dorsey.  J.  L.:  Ann.  Int.  Med.,  10:628.  1936:  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger,  118:222,  1956:  6.  Ejrup, 
B.:  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum,  K.  and 
Jost,  F.:  Munch,  med.  Wchnschr.,  103:618.  1961;  8. 
Jost,  F.  and  Jochum,  K.:  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 
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Vhen  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetrieditthey 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Of  the  total  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:411-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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Robert  S.  Millen,  Delegate Nassau 


OPHTHALMOLOGY 

Graham  Clark,  Chairman New  York 

K.  Elizabeth  Pierce  Olmsted,  Vice-Chairman. . . 

Erie 

Philip  H.  Landers,  Secretary Broome 

James  I.  Farrell,  Delegate Oneida 

ORTHOPEDIC  SURGERY 

Hudson  J.  Wilson,  Jr.,  Chairman.  . . .New  York 

James  B.  Wray,  Secretary Onondaga 

Frederick  Lee  Liebolt,  Delegate New  York 

OTOLARYNGOLOGY 

Arthur  J.  Cracovaner,  Chairman.  . . New  York 
David  W.  Brewer,  Vice-Chairman . . . Onondaga 

Edward  C.  Brando w,  Jr.,  Secretary Albany 

John  F.  Daly,  Delegate New  York 

PATHOLOGY,  CLINICAL  PATHOLOGY, 

AND  BLOOD  BANKING 

Harold  L.  Mamelok,  Chairman Orange 

Alfred  A.  Angrist,  Vice-Chairman Queens 

George  K.  Higgins,  Secretary New  York 

John  J.  Clemmer,  Delegate Albany 

PEDIATRICS 

Frank  A.  Disney,  Chairman Monroe 

Samuel  S.  Brown,  Vice-Chairman Kings 

Ernest  Freshman,  Secretary Madison 

Samuel  Karelitz,  Delegate Queens 

PHYSICAL  MEDICINE  AND  REHABILITATION 

Sigmund  Forster,  Chairman Kings 

Albert  D.  Anderson,  Vice-Chairman Bronx 

Milton  B.  Spiegel,  Secretary Kings 

Henry  Fleck,  Delegate Bronx 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

Donald  G.  Dickson,  Chairman Rockland 

Evelyn  F.  H.  Rogers,  Vice-Chairman . . . Oneida  ' 

Malcolm  A.  Bouton,  Secretary Schenectady 

Donald  G.  Dickson,  Delegate Rockland 

RADIOLOGY 

Milton  Elkin,  Chairman Westchester 

Roy  E.  Seibel,  Vice-Chairman Erie 

F.  Mitchell  Cummins,  Secretary New  York 

William  B.  Seaman,  Delegate New  York 

SPACE  MEDICINE 

Cortez  F.  Enloe,  Jr.,  Chairman New  York 

William  H.  Lewis,  Jr.,  Vice-Chairman. New  York 

William  Antopol,  Secretary New  York 

Constantine  D.  Generales,  Delegate . . New  York 

SURGERY 

Seymour  I.  Schwartz,  Chairman Monroe 

John  F.  Prudden,  Vice-Chairman.  . . New  York 

James  H.  Cosgriff,  Jr.,  Secretary Erie 

Charles  E.  Wiles,  Delegate Erie 

UROLOGY 

Donald  F.  McDonald,  Chairman Monroe 

George  A.  Fiedler,  Vice-Chairman . . New  York 

Ralph  T.  DiPace,  Secretary Westchester 

E.  Craig  Coats,  Delegate New  York 
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After  Surgery:  B and  C vitamins  are  therapy 

Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are 
vital  during  periods  of  physiologic  stress.  STRESSCAPS,  designed 
to  meet  increased  metabolic  demands,  aids  in  achieving  a more 
comfortable  convalescence,  a more  rapid  recovery.  After  surgery, 
as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


Each  capsule  contains: 

Vitamin  Bj  (ThiamineMononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 

epilepsy  may  limit 
opportunity... 


uiiantm  (diphenylhydantoin) 


This  agent  . . has  brought  new  hope  to  an  entire  generation  of  seizure  patients. . . . 
With  judicious  use,  it  may  be  said  that  it  alone  is  responsible  for  the  prevention  of 
more  seizures  than  any  other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help  your  patient  to  earn  a livelihood... to  prove 
his  worth... and  to  share  in  the  daily  give-and-take  as  a full-fledged  member  of  the 
workaday  world. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic 
effects  are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions, 
and  acute  generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes 
on  to  exfoliation  with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually 
subside.  Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy, 
hirsutism,  and  excessive  motor  activity  are  occasionally  encountered,  especially  in  children, 
adolescents,  and  young  adults.  During  initial  treatment,  minor  side  effects  may  include 


gastric  distress,  nausea,  weight  loss,  transient  nervousness, 
sleeplessness,  and  a feeling  of  unsteadiness.  All 
usually  subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  granulocytopenia, 
and  pancytopenia  have  been  reported.  Nystagmus  may 
develop.  Nystagmus  in  combination  with  diplopia  and 
ataxia  indicates  dosage  should  be  reduced.  Periodic 
examination  of  the  blood  is  advisable. 


DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms 
including  Kapseais®  containing 
0.1  Gm.  and  0.03  Gm.  , 

|:Roseman,  E.:  Neurology 
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extends  horizons 


Medical  Schools 


Albany  Medical  Center 

Research  career  development  award.  L.  H. 

S.  van  Mierop,  M.D.,  has  received  a research 
career  development  award  from  the  National 
Heart  Institute.  The  grant  of  $106,037  will  be 
distributed  over  a period  of  five  years.  Dr.  van 
Mierop  has  been  an  assistant  professor  in  the 
Department  of  Anatomy,  Medicine,  and  Pedi- 
atrics since  1962. 

Director  of  new  clinical  research  center. 

John  E.  Kiley,  M.D.,  professor  of  medicine,  has 
been  appointed  program  director  of  the  College’s 
new  Clinical  Research  Center.  The  Center  will 
be  a specially  equipped  unit  for  the  bedside 
study  of  human  disease  and  will  open  in  the 
summer  of  1964. 

College  of  Physicians  and  Surgeons 

Professorship  grant.  The  Josiah  Macy,  Jr. 
Foundation  of  New  York  has  awarded  a grant  of 
$500,000  to  establish  a professorship  in  the 
Department  of  Obstetrics  and  Gynecology.  The 
grant  will  ensure  that  the  research  and  teaching 
of  obstetrics  are  maintained  and  enhanced. 

Cornell  University  Medical  College 

Appointed.  Irving  S.  Wright,  M.D.,  clinical 
professor  of  medicine,  was  recently  appointed 
chairman  of  the  Coordinating  Committee  on 
the  Nationwide  Stroke  Program  of  the  American 
Heart  Association.  George  C.  Reader,  M.D., 
professor  of  medicine  and  director,  Compre- 
hensive Care  and  Teaching  Program,  was  re- 
cently appointed  chairman  of  the  Medical 
Care  Section  Council  of  the  American  Public 
Health  Association  and  was  also  elected  to  the 
governing  board  of  that  Association.  Fred  H. 
Allen,  Jr.,  M.D.,  lecturer  in  immunology  and 
hematology,  U.S.  Naval  Hospital,  Chelsea,  was 
appointed  clinical  associate  professor  of  pediat- 
rics in  December,  1963. 

Fourth  consecutive  grant  for  eye  research. 
The  fourth  consecutive  unrestricted  grant  for 
Research  to  Prevent  Blindness,  Inc.,  of  $5,000 
for  the  investigative  activities  of  the  Division  of 
Ophthalmology  has  been  received  by  the  College. 

Additional  appointments.  George  O.  Clif- 
ford, M.D.,  recently  appointed  associate  pro- 
fessor of  medicine,  will  serve  as  Director  of  the 
Blood  Bank  and  of  the  Hematology  and  related 
laboratories  at  Memorial  Hospital.  Charles  S. 
Lieber,  M.D.,  associate  professor  of  medicine, 
will  be  in  charge  of  the  Liver  Laboratory  on  the 
Second  (Cornell)  Division,  Bellevue  Hospital. 


New  York  Medical  College 

Dean  honored.  Ralph  E.  Snyder,  M.D., 
president  and  dean,  was  installed  as  New  York 
State  Regent  of  the  United  States  section  of  the 
International  College  of  Surgeons  on  November 
16,  1963,  for  a two-year  term. 

First  annual  retreat  held.  The  College’s 
Research  Society  held  its  first  annual  faculty 
retreat  at  Grossinger’s  in  November  with  four 
sessions  of  symposium  devoted  to  “Connective 
Tissue:  Basic  Science  and  Clinical  Studies.” 

Bernard  M.  Wagner,  M.D.,  professor  and 
chairman,  Department  of  Pathology,  was  the 
committee  chairman. 

Elected.  Martin  L.  Stone,  M.D.,  professor 
and  chairman.  Department  of  Obstetrics  and 
Gynecology,  was  elected  in  December,  1963,  as 
president  of  the  combined  medical  board  of 
Metropolitan  and  Bird  S.  Coler  Hospitals. 

New  York  University  Medical  Center 

Silver  medal.  Among  those  who  received  the 
Silver  Medal  of  the  Spanish  Red  Cross  in  recog- 
nition of  contributions  to  the  development  of 
rehabilitation  services  for  the  physically  handi- 
capped in  Spain  was  Howard  A.  Rusk,  M.D., 
professor  and  chairman,  Department  of  Physical 
Medicine  and  Rehabilitation. 

State  University  of  New  York  Downstate 
Medical  Center 

Faculty  appointments  and  promotions. 

Harry  Sonnenschein,  M.D.,  has  been  appointed 
clinical  assistant  professor  of  pediatrics;  John 
J.  Danek,  M.D.,  assistant  commissioner  of  the 
Nassau  County  Health  Department,  has  been 
appointed  lecturer  in  rehabilitation  medicine; 
Bernard  Brodsky,  M.D.,  has  been  appointed 
lecturer  in  psychiatry;  Joseph  A.  Epstein,  M.D., 
has  been  appointed  clinical  assistant  professor  of 
surgery. 

The  following  have  been  promoted  from  assist- 
ant professor  to  associate  professor:  Vincent 

Tricomi,  M.D.,  obstetrics  and  gynecology; 
Bernard  Schwartz,  M.D.,  ophthalmology; 
Warren  Glaser,  M.D.,  medicine;  and  Austin 
Fink,  M.D.,  ophthalmology. 

Promoted  from  instructor  to  assistant  pro- 
fessor: Sherwood  P.  Miller,  M.D.,  medicine; 
Sumner  Berkovich,  M.D.,  pediatrics;  Francis 
P.  O’Brien,  M.D.,  obstetrics  and  gynecology; 
Leonard  A.  Rosenblum,  M.D.,  psychiatry. 
Promoted  from  clinical  instructor  to  clinical 

continued  on  page  589 
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two  ways  you  can  use  Furacin1  Solution 

nitrofurazone 

to  deal’ pathogens,  speed  healing 


As  an  irrigant  for  open,  infected  wounds,  as  a wet  dressing  (for  example,  to 
prepare  burns  for  grafting),  or  as  a spray  for  painful  wounds  or  burns-any  way  you 
use  it,  gentle  Furacin  Solution  speeds  healing  through  dependable  control  of  infec- 
tion. Furacin  disperses  freely  and  stays  bactericidal  in  wound  exudates. 

The  incidence  of  sensitization  to  this  wide-spectrum  antibacterial  is  low— in 
surgical  practice,  about  0.5  per  cent.  Discontinue  use  if  irritation  occurs. 

Furacin  Solution:  0.2%  nitrofurazone  dissolved  in  a water-miscible  liquid  con- 
sisting of  polyethylene  glycols,  octylphenoxy  polyethoxyethanol  N.F.,  and  water. 
In  bottles  of  60  cc.  and  473  cc. 

For  round-the-clock  medical  consultation  on  any  Eaton  product,  call  the  medical 
consultant  on  duty,  person  to  person,  Norwich,  New  York,  Area  Code  607,  334-9911. 


EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  NEW  YORK 
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Vertigo  couldn't  stop  beat  Nick  from  painting.  • « 


and  his  canvases  brought  him  wealth  and  fame# 


One  day,  a doctor  prescribed  Antivert  for  him# 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  1 0 PATIENTS"1 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere's  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include: 
cutaneous  flushing,  sensations  of 
warmth,  tingling  and  itching,  burning 
of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity. 
In  explaining  these  reactions  to  the 
patient,  it  is  suggested  that  they  be 
regarded  as  a desirable  physiological 
sign  that  the  nicotinic  acid  is  carrying 
out  its  intended  function  of  vasodilation. 
Because  of  this  vasodilation,  severe  hy- 
potension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

♦Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

anriVPIT  meclizine  HCI 

milll  VUI  li  nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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NEOBON  HELPS  KEEP  THEM  “ON  THE  GO” 

Neobon  combines  hormones,  essential  hemato- 
poietic factors,  digestive  enzymes,  and  vitamins 
and  minerals  with  the  important  amino  acids 
l- lysine  and  glutamic  acid. 

Neobon^ 

Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate) 2000  U.S.P.  units 

Vitamin  D (irradiated 

ergosterol) 200  U.S.P.  units 

Vitamin  B,  (thiamine 

mononitrate,  U.S.P.) 0.5  mg. 

Vitamin  B2  (riboflavin,  U.S.P.) 0.5  mg. 

Vitamin  B6  (pyridoxine  HCI,  U.S.P.) ...  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate,  U.S.P 5 mg. 

Vitamin  E (from  alpha  tocopherol  acetate)  5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt  sulfate) 0.033  mg. 

Molybdenum  (from  sodium 

molybdate)  0.066  mg. 

Copper  (from  copper  sulfate) 0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg. 
Magnesium  (from  magnesium  sulfate)  . . 2 mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Potassium  (from  potassium  sulfate)  . 1.66  mg. 
Zinc  (from  zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate) 3.40  mg. 

Vitamin  BI2  (cobalamin  concentrate,  N.F., 

as  Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzymes 

Pancreatic  substance* 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone  1.0  mg. 

Ethinyl  estradiol  . . . .' 0.006  mg. 

(5)  Amino  Acids 

L-Lysine * 50  mg. 

Glutamic  acid  30  mg. 

♦Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

Precaution:  Contraindicated  in  patients  wherein 
estrogen  or  androgen  therapy  should  not  be  used, 
as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  di- 
rected by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 

New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 
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assistant  professor  of  psychiatry,  Benjamin  J. 
Becker,  M.D. 

Promotions  to  the  rank  of  lecturer:  Milton 
Dillon  M.D.,  Ben  Bogen,  M.D.,  and  Rudolph 
J.  Bauersachs,  M.D.,  obstetrics  and  gynecology. 

William  Dock,  M.D.,  professor  of  medicine, 
has  retired  from  his  position  as  visiting  physi- 
cian at  Kings  County  Hospital  and  has  been 
appointed  full-time  director  of  the  Division  of 
Cardiology  at  Maimonides  Hospital  of  Brooklyn. 

Recent  appointments  to  the  Department  of 
Medicine  are  Eli  A.  Friedman,  M.D.,  and  Alan 
Josephson,  M.D.,  as  assistant  professors.  They 
will  also  engage  in  special  research  projects 
under  research  investigatorships  awarded  by 
the  Health  Research  Council  of  the  City  of 
New  York. 

Research  grants.  A total  of  23  research 
grants  amounting  to  $482,615  and  two  training 
grants  amounting  to  $219,062  were  received 
during  September  and  October,  1963.  Of  the 
research  grants,  13  were  for  the  renewal  of 
research  work  already  in  progress  and  ten  were 
for  the  support  of  new  research.  Eighteen  came 
from  the  National  Institutes  of  Health,  and  the 
remaining  five  from  the  Orange  County  Heart 
Association,  Riker  Laboratories,  Upjohn  Co., 
The  Health  Research  Council  of  the  City  of 
New  York,  and  the  Kidney  Disease  Foundation 
of  New  York.  One  training  grant  of  $194,062 
was  awarded  by  the  Office  of  Vocational  Re- 
habilitation to  Joseph  G.  Benton,  M.D.,  pro- 
fessor and  chairman,  Department  of  Rehabilita- 
tion Medicine,  for  training  in  rehabilitation. 
The  other  grant  of  $25,000  awarded  by  the 
National  Institutes  of  Health,  went  to  Clarence 
Dennis,  M.D.,  professor  and  chairman,  De- 
partment of  Surgery,  for  undergraduate  cancer 
training. 

Visiting  and  part-time  appointments. 

Tamiko  Sato,  M.D.,  has  been  appointed 
visiting  assistant  professor  in  the  Department  of 
Pathology  until  her  return  to  Japan  in  March. 
Shou-Teh  Chiang,  Taipeh,  Taiwan,  China,  has 
been  appointed  visiting  assistant  professor  of 
medicine  for  one  year.  Part-time  appointments 
have  been  made  to  Justin  Simon,  Jr.,  M.D.,  as 
assistant  professor,  Department  of  Psychiatry, 
and  he  will  do  research  work  in  the  recently 
opened  Clinical  Research  Center  and  will  engage 
also  in  the  teaching  of  residents  and  medical 
students.  Sidney  Weinberg,  M.D.,  has  been 
promoted  from  associate  professor,  part-time,  to 
clinical  professor,  to  become  director  of  urology 
at  The  Jewish  Hospital  of  Brooklyn. 

Sabbatical  leave.  John  P.  Craig,  M.D.,  as- 
sistant professor  of  microbiology  and  immunol- 
ogy, began  a year’s  sabbatical  leave  on  January 
1 to  engage  in  epidemiologic  studies  of  cholera  at 
the  Pakistan-SEATO  Cholera  Research  Labora- 
tory, Dacca,  East  Pakistan.  Robert  S.  Speirs, 
M.D.,  associate  professor  of  anatomy,  began  a 
year’s  leave  on  November  1,  1963,  to  work  on 
several  research  projects  in  the  New  York  area. 

continued  on  page  590 
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Common  Stocks  for 
Varying  Investment  Goals 

Our  Research  Department  has  pre- 
pared two  carefully  selected  lists  of 
common  stocks: 

• A 48-page  booklet  on  125  com- 
mon stocks  with  brief  comments 
on  each  company  selected  which 
should  be  useful  when  reviewing 
portfolio  positions. 

• 48  Common  Stocks  Yielding  4% 
or  More. 

For  a free  copy,  address  Dept.  M 

CARL  M.  LOEB, 
RHOADES  & CO. 

Members  New  York  Stock  Exchange, 
American  Stock  Exchange  and 
Principal  Commodity  Exchanges 

42  Wall  Street  New  York  5,  N.  Y. 

Private  Wire  System  to  Branch  Offices, 
Correspondents  and  their  connections 
in  over  100  cities  throughout  the 
United  States  and  Canada. 


Under  the  generic  name 


for  lower  costs  to  your  patients 


Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 


Quality  controlled  by  West- ward 


Sample  and  literature  on  request 


Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

NYS  3-1 
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Special  lectures.  During  December,  1963, 
the  following  guest  lectures  were  held:  The 

First  Special  History  of  Medicine  Lecture  on 
“The  Importance  of  the  History  of  Medicine  to 
the  Student”  by  Bruno  Kisch,  M.D.,  professor 
emeritus  of  physiology,  biochemistry,  and  ex- 
perimental medicine  at  the  University  of 
Cologne  and  professor  of  philosophy  and  history 
of  science  at  Yeshiva  University;  The  Annual 
Adam  M.  Miller  Memorial  Lecture  on  “Surgical 
Management  of  Gastroduodenal  Ulcer”  by 
John  L.  Madden,  M.D.,  director  of  surgery, 
St.  Clare’s  Hospital.  Some  of  the  special  lec- 
tures held  in  January  were:  “Recent  Advances 
in  Antibiotics”  by  Donald  Louria,  M.D.;  a 
talk  by  Angelo  DiGeorge,  M.D.,  associate  pro- 
fessor of  pediatrics,  Temple  University  School 
of  Medicine;  Goetz  Richter,  M.D.,  associate 
professor  of  pathology,  Cornell  University 
Medical  College,  “The  Isoferritins”;  Paul 
Jordan,  M.D.,  associate  professor  of  surgery, 
University  of  Florida  Medical  School,  on 
“Recent  Studies  in  Gastric  Physiology”;  Milton 
C.  Helpern,  M.D.,  professor  and  chairman,  De- 
partment of  Forensic  Medicine,  New  York 
University  School  of  Medicine  and  chief  medical 
examiner,  New  York  City,  “Sudden  and  Un- 
expected Death  from  Occlusive  Coronary  Artery 
Disease”;  and  Elliott  F.  Osserman,  M.D.,  asso- 
ciate professor  of  medicine,  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  and 
visiting  physician,  Francis  Delafield  Hospital, 
“Current  Concepts  Regarding  the  Plasma  Cell 
Dyscrasias.” 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

New  director.  Ray  E.  Snider,  M.D.,  profes- 
sor at  the  University  of  Rochester  Center  for 
Brain  Research  has  been  named  director  of  the 
Center  to  succeed  E.  Roy  John,  M.D.,  who  will 
become  research  professor  in  the  Department  of 
Psychiatry,  Flower  and  Fifth  Avenue  Hospitals, 
New  York  Medical  College,  in  June,  1964. 
Dr.  Snider  will  continue  as  professor  of  anatomy. 

Renewal  grant.  The  University  of  Rochester 
Medical  School  researchers  in  the  Department 
of  Psychiatry  will  continue  their  pioneering 
“cumulative  registry”  study  of  Monroe  County 
residents  receiving  psychiatric  care  under  a 
renewal  grant  of  $97,000  from  the  National 
Institute  of  Mental  Health.  The  study  is  also 
supported  by  the  Milbank  Memorial  Fund  and 
is  carried  out  in  cooperation  with  the  New  York 
State  Department  of  Mental  Hygiene.  Direc- 
tors are  Elmer  A.  Gardner,  M.D.,  assistant  pro- 
fessor of  psychiatry  and  head,  University  of 
Rochester  School  of  Medicine  and  Dentistry’s 
Division  of  Preventive  Psychiatry;  Harold  C. 
Miles,  M.D.,  clinical  assistant  professor  of  psy- 
chiatry at  the  School  and  director,  Monroe 
County  Mental  Health  Department;  and  John 
Romano,  M.D.,  professor  and  chairman  of  the 
School’s  Department  of  Psychiatry. 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory . You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed . 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

© Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
II  ygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  are  now  being 
taken  for  the  1963-64  edi- 
tion. Write:  Directory 
Department 9 Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York,  N.Y.,  10017 
$20.00  a copy  plus  4% 
sales  tax  for  N.Y.C . de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 
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inusitis 


Effectively 

Relieved... 


Positive  Results  Without  lodism 


In  a clinical  study  of  sinusitis,1  the  use  of  Iodo- 
Niacin  tablets  provided  a significant  relief.  The 
principal  symptoms  were  pain,  headaches,  nasal 
congestion,  postnasal  drip,  tinnitus  and  vertigo. 

Niacinamide  hydroiodide  has  been  shown  to  pre- 
vent the  occurrence  of  iodism.  Hence  Iodo-Niacin 
may  be  administered  in  full  dosage  for  a year 
or  longer  without  iodism.2  The  usual  dose  is  2 
tablets  three  times  a day,  followed  by  a full  glass 
of  water. 

Iodo-Niacin  loosens  the  secretion  of  mucus  in  the 
sinuses  and  promotes  freer  drainage  and  aera- 
tion. Best  results  were  observed  in  severe  infected 
cases  of  sinusitis.  It  may  be  used  in  conjunction 
with  penicillin  or  other  antibiotics. 

Other  important  indications  for  Iodo-Niacin  in- 
clude chronic  bronchitis,  bronchial  asthma,  otitis 
media,  simple  colloid  goiter,  arteriosclerosis, 
retinal  and  vitreous  hemorrhages,  and  vitreous 
floaters. 

Availability : Slosol  coated  pink  tablets,  in  bottles 
of  100.  Also  available  in  ampuls. 

Summary:  Effective  iodide  medication  protected 
by  niacinamide  against  hazard  of  iodism. 


® 


Potassium  Iodide 135  mg. 

Niacinamide  Hydroiodide 25  mg. 


1.  Adams,  J.N.,  Iodo-Niacin  in 
treatment  of  sinusitis,  bron- 
chitis and  otitis.  Southwestern 
Med.  40:120,  1959. 

2.  Feinblatt,  T.M.,  Feinblatt, 
H.M.,  and  Ferguson,  E.A., 
Jr.,  Treatment  of  arterioscler- 
osis and  vague  abdominal  dis- 
tress with  niacinamide  hydro- 
iodide  (without  side-effects), 
Am.J.  Digest.  Dis.  22:5,  1955. 


COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis,  Missouri  63108 
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Gentlemen;  Please  send  me  professional  sample  of  Iodo-Niacin  and  reprint 
of  article  entiled  Iodo-Niacin  in  Treatment  of  Sinusitis,  Bronchitis  and  Otitis. 
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Medical  Meetings 


Course  for  physicians  in  industry 

The  seventh  annual  institute  for  physicians  in 
industry  will  be  held  March  2 through  6 at 
Columbia  Presbyterian  Medical  Center.  The 
institute  is  sponsored  by  the  Columbia  Uni- 
versity School  of  Public  Health  and  Administra- 
tive Medicine  of  the  Faculty  of  Medicine. 

The  following  topics  will  be  discussed:  Radia- 
tion, air  pollution,  noise,  sanitation,  industrial 
hygiene  laboratories,  health  insurance  and 
medical  economics,  applied  physiology, 
epidemiology,  vital  statistics,  public  health 
practice,  toxicology,  and  legislation  and  work- 
mens’ compensation. 

Further  information  may  be  obtained  from: 
Program  of  Continuation  Education-Public 
Health,  Suite  305,  21  Audubon  Avenue,  New 
York,  New  York  10032. 

Postgraduate  pediatric  lectures 

Four  lectures  on  pediatrics  will  be  given  at 
Maimonides  Hospital,  4802  Tenth  Avenue, 
Brooklyn,  in  the  Solarium  of  the  Kronish 
Pavilion  during  March.  The  weekly  lectures 
are  given  on  Tuesdays  at  10:00  a.m. 

On  March  3 Joseph  Dancis,  M.D.,  professor 
of  pediatrics  at  New  York  University  College 
of  Medicine,  will  speak  on  “Immunology  and 
the  Newborn”;  on  March  10  Jonathan  T. 
Lanman,  M.D.,  professor  and  chairman,  De- 
partment of  Pediatrics  at  Downstate  Medical 
Center,  State  University  of  New  York,  and 
pediatrician-in-chief  at  Kings  County  Hospital 
Center,  will  discuss  “Dysmaturity”;  on  March 
17  Bertram  Cohn,  M.D.,  associate  attending 
surgeon  in  pediatrics  at  Maimonides  Hospital, 
and  clinical  assistant  professor  of  surgery  at 
Downstate  Medical  Center,  State  University  of 
New  York,  will  speak  on  “Hirschsprung’s 
Disease — Diagnosis  and  Treatment”;  and  on 
March  31  Stanley  Lee,  M.D.,  director  of 
hematology  at  Maimonides  Hospital,  and  as- 
sociate professor  of  medicine,  Downstate 
Medical  Center,  State  University  of  New  York, 
will  have  as  his  topic,  “Auto-Immune  Anti- 
bodies.” 

Otolaryngology  lecture  series 

The  Department  of  Otolaryngology  of  The 
Mount  Sinai  Hospital,  New  York  City,  will 
continue  its  series  of  resident  lectures  at  5:15 
p.m.  in  the  10th  floor  solarium  of  the  hospital  at 
Fifth  Avenue  and  100th  Street. 

On  March  4 Merle  Lawrence,  Ph.D.,  director 
of  Kresge  Hearing  Research  Institute  at  the 
University  of  Michigan,  will  speak  on  “Sound 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Conduction  in  the  Ear”;  on  March  6 Dr. 
Lawrence  will  discuss  “Physiology  of  the  Inner 
Ear.”  On  March  11  there  will  be  a high  speed 
movie  of  the  human  vocal  cords.  On  March  18 
Bernard  R.  Cohen,  M.D.,  of  the  gastro- 
enterology laboratory  at  The  Mount  Sinai 
Hospital,  will  speak  on  “Esophageal  Physiol- 
ogy”; and  on  March  25  he  will  discuss  “Clinical 
Applications  of  Esophageal  Function  Tests.” 

Symposium  on  placenta 

A symposium  on  the  placenta  with  particular 
reference  to  the  prevention  of  birth  defects  and 
fetal  deaths  will  be  held  March  6 from  9:00 
a.m.  to  5:00  p.m. 

The  symposium  will  be  presented  by  the 
Special  Committee  on  Infant  Mortality  of  the 
Medical  Society  of  the  County  of  New  York 
under  the  sponsorship  of  the  Greater  New  York 
Chapter  of  the  National  Foundation — March  of 
Dimes. 

Papers  will  be  presented  on  the  anatomy, 
physiology,  and  pathology  of  the  placenta,  its 
permeability  to  various  endogenous  and  exog- 
enous agents,  and  clinical  implications. 

Full  information  and  preregistration  forms 
may  be  obtained  from  the  Greater  New  York 
Chapter  of  the  National  Foundation — March 
of  Dimes,  1 East  54th  Street,  New  York  City. 

Internists’  Day  scheduled 

The  New  York  State  Society  of  Internal 
Medicine  will  hold  its  fifth  annual  Internists’ 
Day  at  the  New  York  Hilton  Hotel  in  New 
York  City  on  March  7. 

Specialists  in  internal  medicine  will  hear  eight 
papers  dealing  with  the  “Modern  Therapy  of 
the  Complications  of  Arteriosclerosis.”  A re- 
ception and  luncheon  is  planned.  The  program 
has  been  arranged  in  conjunction  with  the 
Committee  on  Medical  Education  and  Research 
of  the  American  Therapeutic  Society. 

William  B.  Rawls,  M.D.,  New  York  City, 
chairman  of  the  council  of  the  American  Ther- 
apeutic Society,  is  the  chairman  of  the  program 
committee.  William  Dock,  M.D.,  attending 
physician  at  Kings  County  Hospital,  Brooklyn, 
will  chair  the  morning  session,  and  Walter  T. 
Zimdahl,  M.D.,  of  Buffalo,  president-elect  of 
the  Internal  Medicine  group,  will  head  the 
afternoon  session. 

All  physicians  are  welcome  to  attend  the 
meeting.  Registration  begins  at  8:00  a.m.  in 
the  Trianon  Corridor  of  the  Hilton,  and  the 
session  begins  at  9:15  a.m.  There  will  be  a 
slight  fee  for  those  who  are  not  members  of  the 
New  York  State  Society  of  Internal  Medicine  or 

continued  on  page  596 
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Calcium:  a stitch  in  time? 


Recent  evidence  suggests  that  long-term 
calcium  inadequacy  may  contribute  to  the 
development  of  osteoporosis  in  later  life. 

Osteoporosis  or  bone  atrophy  afflicts  an 
estimated  4 million  Americans  over  the 
age  of  65.  Disturbances  in  the  protein, 
mineral  and/or  hormonal  aspects  of  bone 
metabolism  have  been  implicated  as  caus- 
ative factors.  When  detectable  by  x-ray, 
osteoporosis  represents  a loss  of  from  25 
to  50  percent  of  bone  calcium. 

Current  studies  suggest  that  dietary  in- 
adequacies of  calcium  of  many  years  dura- 
tion may  contribute  to  the  development  of 
osteoporosis  in  later  life.  Osteoporosis  has 
been  found  to  occur  much  more  frequently 
in  elderly  patients  who  have  become 
accustomed  to  a low  calcium  intake  than 
in  those  with  a high  level  of  calcium 
consumption.  Metabolic,  histologic  and 
radioactive  tracer  turnover  studies  have 


demonstrated  that  increased  bone  resorp- 
tion due  to  a deficiency  of  calcium  in  the 
metabolic  pool  is  a prominent  feature  of 
human  osteoporosis. 

During  adolescence  calcium  require- 
ments are  high  and  intake  often  below  rec- 
ommended allowances.  In  adolescence  and 
adulthood,  as  in  infancy  and  childhood, 
the  building  and  maintenance  of  well- 
mineralized  bone  is  facilitated  by  a cal- 
cium intake  commensurate  with  needs. 
Milk  is  the  prime  source  of  calcium  in  the 
daily  diet  supplying  1.15  grams  per  quart. 
Milk  sugar  (lactose)  has  a stimulating  effect 
on  calcium  absorption. 

A well-balanced  varied  diet  containing 
at  least  a quart  of  milk  per  day  — or  its 
equivalent  in  other  dairy  products— fulfills 
the  immediate  calcium  demands  of  the 
teen-ager.  A sustained  adequate  calcium 
intake  throughout  adulthood  may  also 
contribute  to  the  prevention  of  crippling 
osteoporosis  in  the  years  to  come. 


Since  191 5 . . promoting  better  health  through  nutrition  research  and  education 
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continued  from  page  594 

the  American  Society  of  Internal  Medicine. 

Student  Council  lecture 

The  Downstate  Medical  Center,  450  Clarkson 
Avenue,  Brooklyn,  will  present  a special  lecture 
on  March  9 at  4:00  p.m.  in  the  first  floor  lecture 
hall.  The  fourth  annual  Student  Council 
lecture  will  be  presented  by  Elliott  F.  Osserman, 
M.D.,  associate  professor  of  medicine,  Columbia 
University  College  of  Physicians  and  Surgeons, 
and  visiting  physician,  Francis  Delafield 
Hospital.  Dr.  Osserman  will  speak  on  “Cur- 
rent Concepts  Regarding  the  Plasma  Cell 
Dyscrasias.” 

Karen  Homey  lecture 

The  twelfth  annual  Karen  Horney  memorial 
lecture  will  be  given  on  March  11  at  8:30  p.m. 
at  the  New  York  Academy  of  Medicine,  103rd 
Street  and  Fifth  Avenue,  New  York  City. 
Franz  Alexander,  M.D.,  clinical  professor  of 
psychiatry,  University  of  Southern  California, 
Los  Angeles,  will  speak  on  “Changing  Views 
on  the  Nature  of  Psychotherapy.” 

A subscription  cocktail  party  and  dinner 
given  by  the  Association  for  the  Advancement 
of  Psychoanalysis  will  precede  the  lecture. 

Dr.  Alexander  is  a past  president  of  the 
American  Psychoanalytic  Association  and  is  now 
director  of  the  Psychiatric  Department  of 
Mount  Sinai  Hospital,  Los  Angeles,  and  of  the 
Psychiatric  and  Psychosomatic  Research  In- 
stitute of  that  hospital.  His  publications  in- 
clude works  on  criminology,  psychosomatic 
medicine,  social  psychiatry,  and  analytic 
technic. 

Hyperthyroidism  symposium  set 

The  Department  of  Internal  Medicine  of 
Middlesex  General  Hospital,  in  cooperation 
with  the  New  Jersey  State  Department  of 
Health,  will  present  a symposium  on  “Hyper- 
thyroidism” on  March  25  at  2 : 00  p.m.  at  Middle- 
sex General  Hospital,  New  Brunswdck,  New 
Jersey. 

Sidney  C.  Werner,  M.D.,  will  speak  on  “The 
Nature  and  Etiology  of  Hyperthyroidism”; 
Sidney  H.  Ingbar,  M.D.,  will  speak  on  “Drug 
Therapy  and  Medical  Aspects  of  Surgery”; 
and  Solomon  Silver,  M.D.,  will  have  as  his 
topic,  “Radioactive  Iodine  Therapy  in  Hyper- 
thyroidism.” 

Ophthalmic  session 

The  thirteenth  annual  scientific  session 
sponsored  by  the  Brooklyn  Eye  and  Ear 
Hospital  Alumni  Association  will  be  held  April 
4 at  the  hospital,  29  Greene  Avenue,  Brooklyn. 

The  morning  session  will  be  devoted  to  a 
symposium  on  retinal  detachment.  Speakers 
will  be  Milton  Flocks,  M.D.,  on  “Laser  Photo- 
coagulation”; Paul  A.  Gibis,  M.D.,  on  “Treat- 


ment of  Massive  Vitreous  Retraction”;  Charles 
Schepens,  M.D.,  on  “Recent  Trends  in  Scleral 
Buckling  Procedures”;  and  Harvey  Lincoff, 
M.D.,  on  “Localized  Scleral  Indentation  by  Use 
of  Silicone  Rubber.”  The  moderator  will  be 
Fred  Gottlieb,  M.D. 

The  afternoon  sessions  wall  be  devoted  to 
ophthalmic  plastic  surgery.  Speakers  will  be 
Martin  Bodian,  M.D.,  on  “Surgical  Treatment 
of  Ptosis,  and  Charles  Iliff,  M.D.,  on  “Surgical 
Treatment  of  Lid  Tumors.”  Moderator  will  be 
Edwin  N.  Berry,  M.D. 

Sick  child  in  general  practice 

A postgraduate  symposium  on  pediatrics, 
entitled  “The  Sick  Child  in  General  Practice,” 
wdll  be  held  April  9 through  1 1 in  the  auditorium 
of  the  Mound  Park  Hospital  and  the  Clinics  of 
the  American  Legion  Hospital  for  Crippled 
Children  in  St.  Petersburg,  Florida. 

Eighteen  credit  hours  in  Category  1 will  be 
allowed  by  the  American  Academy  of  General 
Practice. 

Information  may  be  obtained  by  writing: 
Pediatrics,  Mound  Park  Hospital  Foundation, 
Inc.,  701  Sixth  Street  South,  St.  Petersburg, 
Florida. 

Pediatric  refresher  courses 

Intensive  refresher  courses  in  pediatrics  will 
be  offered  May  11  through  15  and  June  1 through 
5 at  the  State  University  of  New  York  at 
Buffalo  School  of  Medicine  under  the  sponsor- 
ship of  the  Medical  Society  of  the  State  of  New 
York  and  the  Bureau  of  Maternal  and  Child 
Health,  New  York  State  Department  of  Health. 

Recent  developments  in  diagnosis  and  treat- 
ment of  pediatric  disorders  and  in  the  care  of 
the  well  child  will  be  discussed.  All  teaching 
will  be  done  by  the  faculty  of  the  School  of 
Medicine  under  the  immediate  supervision  of 
Mitchell  I.  Rubin,  M.D.,  head  of  the  Depart- 
ment of  Pediatrics. 

Registration  fee  is  $5.00,  payable  to  the  State 
University  of  New  York  at  Buffalo.  Tuition 
for  each  physician  enrolled  in  the  course  is  paid 
by  the  New  York  State  Department  of  Health. 
Application  for  enrollment  in  either  of  these  two 
courses  must  be  made  prior  to  May  1.  Request 
to  enroll  in  either  of  these  two  courses  may  be 
made  to  the  offices  of  county  or  city  departments 
of  health  or  to  district  health  officers.  The 
registration  fee  should  accompany  the  applica- 
tion. 

Charter  flight  for  pediatrics  congress 

A group  or  charter  flight  will  be  organized 
for  the  XI  International  Congress  of  Pediatrics 
to  be  held  in  Tokyo,  Japan  from  November  7 
through  13,  1965,  in  order  to  obtain  a substantial 
price  reduction  for  the  delegates  to  the  Con- 
gress. Members  of  their  immediate  families  are 
also  eligible  to  participate. 

For  further  information  contact  Harry  R. 
Litchfield,  M.D.,  60  Plaza  Street,  Brooklyn  38, 
New  York. 
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How  Lucas  Ray  built  himself  a lake 
with  U.S.  Savings  Bonds 

ing  the  Payroll  Savings  Plan. 

Every  week  the  company  sets 
aside  $9  from  his  paycheck  and  puts 
it  toward  the  purchase  of  a $50  Bond 
every  month.  His  savings  build  up 
automatically . 

Americans  with  all  kinds  of  sav- 
ings goals  buy  Bonds  on  the  Payroll 
Savings  Plan.  And  while  their  dol- 
lars build  up  a nest  egg  for  their 
future,  they  help  Uncle  Sam  safe- 
guard our  freedom  right  now. 

Must  be  lots  of  important  things 
you’d  like  to  have  in  your  future. 
Why  not  sign  up  for  the  Payroll 
Savings  Plan  where  you  work  and 
see  if  it  isn’t  the  easiest  way  in  the 
world  to  save  for  them? 

Help  yourself  while  you  help  your  country 

BUY  U.S.  SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 


Like  umpteen  million  other  Ameri- 
cans, Mr.  Ray  loves  to  fish.  Unfortu- 
nately, in  his  part  of  South  Carolina, 
public  lakes  are  scarce. 

Not  one  to  be  discouraged,  he 
cashed  in  a few  thousand  dollars’ 
worth  of  Savings  Bonds  and  built 
his  own.  He  has  it  well-stocked  with 
crappies,  catfish,  bass  and  other  fish. 
And  an  attractive  4-room  cottage 
sitting  beside  it  (also  built  by 
Mr.  Ray  with  money  he  saved  in 
Bonds). 

In  case  you’re  wondering, 
Mr.  Ray  possesses  neither  great 
wealth  nor  superhuman  powers  as  a 
saver.  He  accumulated  the  money 
for  the  lake,  fish  and  cottage  by  join- 
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PHYSICIANS’  HOME 

Since  the  beginning  of  our  new  fiscal  year  on 
October  1,  1963  requests  for  our  help  have  increased 
steadily.  In  September  1963  monthly  aid  amounted 
to  $8,469,  while  in  January  1964  we  expended 
$10,334  for  this  purpose.  Continuation  of  this  help 
to  worthy  colleagues  and  their  families  requires 
more  membership  contributions  from  the  members 
of  the  Medical  Society  of  the  State  of  New  York. 
If  you  have  not  already  sent  your  check  for  this 
year,  please  do  so  now. 

PHYSICIANS’  HOME 

750  Third  Avenue 
New  York,  N.Y.  10017 
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they  never  even  had  a chance  to  complain  about  the  cost  of  drugs 


Walk  through  any  older  cemetery,  and  you  will  find 
the  same  ugly  story  repeated  many  times.  Died,  age 
30  years . . . died,  age  8 years . . . died,  age  6 months. 

Sometimes,  you  will  see  evidence  of  entire  families 
being  struck  down  almost  simultaneously.  You 
wonder,  was  it  influenza?  Diphtheria?  Infectious 
diarrhea?  Or  a host  of  other  diseases  whose  very 
names  were  synonymous  with  terror? 

You  will  see,  “Died,  age  22 -childbirth.” 

There  are  many  reasons  why  you  don’t  see  a 
continuation  of  these  tragic  stories  today  - not  the 
least  of  which  has  been  the  dedication  of  American 
physicians  and  the  quality  of  medical  education.  And 


another,  we  sincerely  believe,  has  been  the  quality 
of  medicines  which  have  been  made  available. 

Yet,  the  value  of  independent  drug  research  has  been 
seriously  challenged  — research  which  has,  in  the 
past  30  years  alone,  helped  to  add  nearly  10  extra 
years  to  the  average  lifespan  in  the  United  States. 
Yet,  because  the  cost  of  the  search  must  be 
reflected  in  the  price  the  patient  pays  for  a 
prescription,  is  it  too  expensive  to  continue? 
Unfortunately,  perhaps  those  who  might  have  the 
best  answer  can  offer  only  silent  testimony. 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products. 


A reproduction,  for  display  in  your  waiting  room,  is  available.  Write: 

PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C, 


THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH  POLISI 


This  pin  is  0.00032  of  an  inch  larger  than 
perfect.  As  a result,  it  is  rejected.  ■ Stainless- 
steel  pins  like  this  are  used  to  mold  Lilly 
capsules.  From  each  tray  of  three  hundred 
new  pins,  fifty  are  selected  at  random.  The 
diameter,  length,  taper,  contour,  and  finish 
are  carefully  measured.  If  the  sensitive  elec- 
tronic measuring  devices  show  an  imperfec- 


tion beyond  the  hairsplitting  limits,  the  en- 
tire tray  is  rejected.  ■ Lilly  quality  control 
draws  the  fine  at  ± 0.0003  of  an  inch  for 
some  dimensions  and  ± 0.0005  of  an  inch  for 
others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  rigid  controls  that  add  immeas- 
urably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


Some  attributes  of  dikanicogenic  disease 

Iatros — Physician  Dikanikos — Lawyer 


Iatrogenic  disease,  a term  derived  from 
the  Greek  word  for  physician  (iatros), 
is  often  easy  to  trace  or  understand. 
Dikanicogenic  disease,  from  the  Greek  for 
lawyer  (dikanikos),  is  morbidity  fostered 
by  a lawyer  or  an  impending  legal  exper- 
ience and  may  be  more  difficult  to  recognize. 
Its  true  nature  should  be  understood  not 
only  to  help  the  patient  but  for  another 
reason  as  well:  Most  physicians  have  that 
small  bit  of  pride  (vanity?)  that  makes  them 
object  to  the  thought  of  being  used  or 
worked  for  someone’s  else  gain.  The  di- 
agnosis of  dikanicogenic  disease  is  too  often 
arrived  at  by  negative  means  and  thus 
may  rest  on  unstable  ground  and  lack  full 
conviction.  It  is  our  desire  to  point  out 
some  of  the  positive  findings  which  can  be 
of  use  in  clarifying  the  diagnosis  in  a patient 
who  is  seen  when  the  residuals  of  trauma 
have  attained  a stable  state. 

The  prime  factors  in  dikanicogenic  disease 
are  the  level  of  motivation  and  the  effect  of 
trauma  on  personality.  Understandably, 
when  disability  involves  a reward  for  the 
patient  and  his  counselor,  the  desire  for 
improvement  is  curbed.  The  practice  of 
setting  a reward  limit  for  the  injury  type 
rather  than  for  the  observed  damages  does 
tend  to  limit  some  of  the  claimed  residuals. 
However,  the  climate  of  our  time  is  such 
that  many  are  looking  for  a ‘ ‘killing”  or 
quick  money,  so  that  the  patient  himself, 
without  the  prompting  of  counsel,  may  often 
have  expectations  as  to  the  value  of  his 
injury. 

A favorable  settlement  may  not  always 
result  in  a dramatic  recovery.  The  dis- 
ability may  offer  a great  deal  of  ego  forti- 

Hirschfeld,  A.  H.,  and  Behan,  R.  C.:  The  accident 
process.  I.  Etiological  considerations  of  industrial  injuries, 
J.A.M.A.  186:  193  (Oct.  19)  1963. 


fication  to  a person  who  ordinarily  does  not 
get  much  attention  from  other  people.  The 
external  social  response  to  the  disability 
may  far  outweigh  its  financial  potential. 

The  clues  that  point  to  dikanicogenic 
disease  are  found  in  the  patient’s  complaints 
in  relation  to  the  physical  findings.  The 
patient’s  general  demeanor  is  an  important 
feature.  In  the  injury  that  has  the  element 
of  reward  the  patient  is  struggling  to  com- 
municate the  amount  of  suffering  and  dis- 
ability he  is  undergoing.  Given  two  persons 
in  the  same  age  and  socioeconomic  group,  with 
similar  leg  fractures  in  identical  casts,  an 
observer  even  with  scant  experience  can 
distinguish  the  victim  of  an  accident  from  the 
one  who  slipped  on  a wet  floor  in  a depart- 
ment-store washroom.  The  skiing  victim 
not  only  carries  the  cast  as  a badge  of  cour- 
age but  also  is  largely  free  of  the  personal 
devastation  wrought  by  the  trauma. 

Certain  features  in  the  complaints  of  the 
patient  with  dikanicogenic  disability  are  in- 
dicative of  the  diagnosis: 

The  pain  is  usually  described  as  constant. 
There  are  not  many  physical  conditions 
other  than  an  expanding  malignant  tumor 
that  cause  constant  pain.  Most  of  the 
straightforward  residuals  of  a traumatic 
incident  vary  in  symptomatology  with  ac- 
tivity, time  of  day,  or  position. 

The  effect  produced  by  multiple  injuries 
can  be  interesting.  Let  us  say,  for  example, 
that  there  were  three  injuries,  each  one 
unrelated  except  that  it  occurred  in  the 
same  accident  as  the  other  two.  Let  us 
further  suppose  that  each  injury  has  re- 
ceived its  fair  share  of  treatment.  The 
patient  is  then  examined  approximately  two 
years  after  the  accident.  If  at  this  time  the 
patient  states  that  all  the  sites  of  injury 
are  equally  painful  and  as  disabling  as  they 
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were  one  month  after  the  original  trauma, 
he  is  stating  a most  unreasonable  prop- 
osition. It  is  most  probable  at  the 
end  of  such  a period  there  would  have 
been  some  alteration  in  one  or  two  of  these 
injuries  that  would  have  lessened  the  original 
intensity.  The  parity  of  multiple  sites  of 
injury  after  a sufficient  period  for  stabiliza- 
tion of  the  residuals  must  be  considered 
suspicious  of  a dikanicogenic  factor. 

Another  feature  that  is  almost  peculiar 
to  litigious  patients  are  reports  of  involve- 
ment of  a half  of  the  body.  A complaint 
frequently  heard  is  that  an  entire  half  of  the 
body  is  symptomatic,  “My  entire  right  side 
hurts,”  or  “the  whole  left  side  of  my  body  is 
painful.”  In  the  description  the  body  is 
almost  always  transected  left  and  right  and 
almost  never  divided  top  and  bottom. 
Aside  from  certain  central  nervous  system 
lesions,  this  enveloping  transection  rather 
than  a series  of  localized  lesions  is  difficult  to 
attribute  to  purely  physical  causes. 

The  relation  of  the  patient’s  description  of 
swelling  to  the  actual  appearance  of  the 
part  can  be  another  interesting  point.  If 
the  patient  states  that  his  knee  is  badly 
swollen,  and  on  examination  only  slight 
enlargement  is  found,  then  the  individual’s 
reportorial  ability  must  be  open  to  question. 

A last  point  in  the  history  is  the  amount 
of  functional  disability  caused,  as  compared 
to  the  injury’s  projected  potential.  This  is 
indicative  of  the  patient’s  reaction  to  a 
traumatic  situation. 

Physical  signs  also  furnish  bits  of  informa- 
tion which,  added  to  the  history,  can  help 
in  the  diagnosis.  There  are  some  well- 
known  tests  in  the  careful  physician’s 
armamentarium  which  are  useful  in  elim- 
inating the  possibility  that  the  patient  may 
be  malingering.  In  large  part  these  depend 
on  misdirection,  or  substitution  of  one  joint 
motion  for  another.  Over  and  beyond 
these  tests  we  can  employ  silent  observation 
which  does  not  require  contact  or  manipula- 
tion by  the  examiner. 

For  example,  the  orthopedic  surgeon  is 
trained  to  distinguish  between  the  various 
types  of  limp  and  should  be  able  to  recognize 
a limp  caused  by  weakness  of  the  hip  mus- 
culature as  opposed  to  a limp  caused  by  a 
painful  foot.  Thus  his  observation  starts 
as  the  patient  approaches  him.  The  altera- 
tion in  mobility  of  the  affected  region  is 
the  next  focus  of  observation.  The  patient 


would  like  to  demonstrate  weakness,  limita- 
tion of  motion,  or  pain  on  motion.  Again, 
his  problem  is  to  communicate  this  dif- 
ficulty to  the  examiner. 

There  are  two  chief  modes  of  communica- 
tion. The  first  is  through  the  action  of 
muscles  in  the  affected  limb;  the  second  is 
through  muscular  action  beyond  the  part 
directly  involved.  In  the  first  there  may  be 
inhibition  of  muscular  action.  It  may  be 
difficult  for  one  inexperienced  in  kinesiology 
to  properly  define  the  pattern  of  functional 
disturbance  in  terms  of  muscle  loss.  How- 
ever, help  for  the  inexperienced  can  come 
through  observation.  A significant  loss  for 
any  period  longer  than  three  months  should 
show  atrophy  in  the  part  involved.  Elec- 
trodiagnostic methods  may  at  times  resolve 
the  situation. 

The  most  common  method  of  expression, 
however,  will  be  through  almost  simul- 
taneous forceful  contraction  of  the  agonists 
and  antagonists.  This  can  be  seen.  The 
resultant  motion  will  depend  on  the  patient’s 
muscular  proficiency.  In  general,  one  of 
two  motions  can  occur.  The  first  is  a very 
slow  one,  which  can  have  very  little  relation 
to  a traumatic  residual;  the  second  can  be 
termed  false  cogwheel  rigidity.  The  limb 
or  axial  skeleton  will  move  in  an  irregular, 
grossly  tremulous  fashion.  In  a true  cog- 
wheel rigidity,  the  escapements  are  either 
evenly  timed  or  change  in  frequency  at  the 
end  of  the  motion  in  a progressive  fashion. 

In  these  cases  the  chief  action  of  muscles 
extrinsic  to  the  affected  part  is  an  inap- 
propriate action  of  associated  musculature. 
Thus  if  the  patient  is  sitting  on  a table  and  is 
asked  to  extend  his  flexed  knee,  there  can  be 
forceful  contraction  of  his  opposite  trunk 
musculature  in  an  effort  to  communicate  the 
muscular  intensity  and  concentration  re- 
quired to  move  the  disabled  joint. 

The  observable  reactions  of  an  individual 
are  brought  about  by  the  interreaction  of 
perceived  external  items  and  permissible 
selected  portions  from  the  available  ex- 
perience mass,  or  recall  bank;  this  last 
depends  on  the  mediation  of  the  initial 
intake  by  the  individual  and  on  the 
appropriate  facilities  for  sorting,  matching, 
and  retention  of  the  stimuli.  We  cannot 
delve  into  the  elements  of  personality  struc- 
ture that  affect  these  processes;  we  have  to 
deal  with  easily  observed  phenomena.  The 
level  of  consciousness  that  influences  the 
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individual’s  immediate  reactions  to  the 
extent  that  the  diagnosis  of  dikanicogenic 
disease  is  made  does  not  lend  itself  to  easy 
analysis.  A type  of  muscular  action  started 
as  a voluntary  guard  to  prevent  pain  may  be 
continued  long  beyond  its  somatic  usefulness 
because  of  reinforcement  from  social  or 
economic  stress  which  at  certain  times  may 
not  be  overtly  manifest.  The  altered  reac- 
tion may  be  continued  to  the  point  where 
it  becomes  an  involuntary  habit  pattern. 
And  as  with  certain  physical  phenomena 
the  position  of  the  observer  and  his  ob- 
servation may  alter  the  reaction.  Therefore 


we  have  only  concerned  ourselves  with  some 
of  the  features  that  are  easily  observable. 

If  one  causative  agent  is  to  be  considered 
for  these  reactions,  it  is  the  action  of  the 
stress  involved  in  communicating  the 
amount  of  post-traumatic  difficulty.  The 
effect  of  this  stress  can  cause  overacting  in 
both  speech  and  motion.  And  because  the 
inner  drama  critic  can  also  be  repressed  by 
the  stress,  the  final  expression  may  be  in- 
appropriate for  the  stabilized  post-trau- 
matic residual. 

Harvey  P.  Kopell,  M.D. 

Walter  A.  L.  Thompson,  M.D. 


Medical  criteria  for  licensing  of  automobile  drivers 


The  goal  of  licensing  individuals  to  drive 
motor  vehicles  is  to  approve  those  who  can 
operate  the  vehicle  with  safety  to  themselves 
and  others  and  to  restrict,  withdraw,  or 
deny  the  license  to  those  who  present  an 
unwarranted  risk.  The  physician  must 
delineate  sound  criteria  for  driver  licensing, 
and  the  diagnosis  of  medical  conditions 
affecting  the  ability  of  an  individual  to 
operate  a motor  vehicle  is  his  responsibility. 

The  following  general  areas  are  the  most 
significant  of  the  medical  problems  which 
must  be  evaluated  in  the  determination  of 
drive  limitation: 

1.  Mental  retardation  below  the  ability 
to  read. 

2.  Uncompensated  arthritic,  skeletal, 
and  amputation  deformities  likely  to  inter- 
fere with  safe  driving. 

3.  Neurologic  defects,  such  as  ataxia, 
paralysis  agitans,  intractable  seizure  states  or 
blackouts,  intractable  narcolepsy,  and 
spastic  defects. 

4.  Cardiovascular  defects,  such  as  in- 
tractable Stokes-Adams  syndrome,  intrac- 
table angina  pectoris,  uncontrollable  ma- 
lignant hypertension,  severe  or  intractable 
cardiac  decompensation  with  dyspnea  at 


rest,  and  generalized  and  severe  arterio- 
sclerotic disease  of  an  incapacitating  de- 
gree. 

5.  Psychiatric  problems,  such  as  agi- 
tated depression  and  intractable  psycho - 
neurotic  disorders,  especially,  sustained 
hostile,  aggressive,  and  paranoid  states. 

6.  Gross  and  severe  obesity. 

7.  Gross  sensory  defects,  such  as  severe 
impairments  of  corrected  central  visual 
acuity,  severe  reductions  in  visual  fields,  and 
severe  impairment  of  hearing. 

8.  Chronic  alcoholism  and  drug  ad- 
diction. 

9.  Other  medical  conditions  demanding 
individual  analysis  such  as  unstable  diabetes. 

Age  per  se  should  not  be  a limitation; 
instead,  the  functional  capacity  and  ability 
of  the  individual  should  be  the  determining 
factor.  When  a driver  has  been  involved 
in  repeated  accidents,  a medical  assessment 
is  definitely  in  order. 

One  naturally  hates  to  be  an  informer, 
but  here  is  another  one  of  those  distasteful 
tasks  the  physician  must  carry  out.  Even 
though  it  may  involve  his  best  friend  or  the 
dearest  member  of  his  family,  he  must  go  on 
record  for  the  public  safety. 
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PRO-BANTHINE' 

. ..  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

Many  studies  by  many  investigators  over  many 
years  have  established  Pro-Banthlne  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-Banthlne  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-Banthlne  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-Banthlne  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-Banthlne  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

g.  d.  SEARLE  & co. 

CHICAGO,  ILLINOIS  60680 
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Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate 5 mg.  ) 

(Warning:  May  be  habit-forming)  V 6.5  mg. 

Homatropine  methylbromide  . . .1.5  mg.  j 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 

in  a highly  palatable,  cherry-flavored  vehicle  (methylpara- 
ben  0.13%  and  propylparaben  0.02%  as  preservatives) 
indications:  For  both  productive  and  nonproductive  cough. 
For  relief  of  symptoms  in  tracheitis,  bronchitis,  pneumonia, 
pharyngitis,  bronchial  asthma,  pertussis,  and  allied  condi- 


for  fast  and  long-lasting 
cough  control 

tions;  cough  associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

dosage-.  Average  adult  dose— 1 teaspoonful  after  meals  and 
at  bedtime  with  food.  Children  6 to  12  years,  Vz  teaspoon- 
ful; 3 to  6 years,  XA  teaspoonful;  1 to  3 years,  10  drops; 
6 months  to  1 year,  5 drops;  after  meals  and  at  bedtime. 
On  oral  Rx  where  state  laws  permit.  U.  S.  Pat.  2,630,400. 
caution:  Should  be  used  with  caution  in  patients  with 
known  idiosyncrasies  to  phenylephrine  HCI  and  in  patients 
with  moderate  or  severe  hypertension,  hyperthyroidism  or 
advanced  arteriosclerosis.  In  these  patients  use  should  not 
exceed  three  days.  Hycomine  Syrup  is  generally  well  toler- 
ated but  in  some  patients  drowsiness,  dizziness  or  nausea 
may  occur.  May  be  habit-forming. 
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Scientific  Articles 


Gastrointestinal 
Diseases  of 
Medical  Progress' 


ADVERSE  reactions  to  properly  applied 
treatment,  both  pharmacologic  and  surgical, 
may  occur,  causing  an  iatrogenic  disturbance 
superimposed  on  the  one  under  treatment. 
Therefore  both  overcaution  in  using  certain 
drugs  and  surgical  procedures  and  indiscrim- 
inate use  of  them  must  be  avoided.  Hepatic 
reactions  include  cholestasis,  hepatocellular 
necrosis,  and,  in  extreme  cases,  hepatic  coma 
and  even  death.  Serum  hepatitis  will  con- 
tinue to  be  a problem  until  a reliable  way  to 
detect  the  carrier  is  developed.  Drug-in- 
duced pancreatitis  is  rare  and  due  mainly  to 
ACTH  and  the  adrenal  steroids.  Several 
drugs,  including  salicylates,  have  been  as- 
sociated with  peptic  ulcer  and  gastrointestinal 
hemorrhage. 


NORMAN  M.  SCOTT,  JR., 
LT.  COL  (MC),  U.S.  ARMY 
Washington,  D.C. 

Chief,  Gastroenterology,  Walter  Reed  Army  Institute 
of  Research  and  Gastroenterology,  Walter  Reed 
General  Hospital,  Walter  Reed  Army  Medical  Center 


The  aim  with  all  new  therapies  is  to  establish 
a more  favorable  ratio  between  probable  adverse 
effect  of  treatment  and  probable  adverse  effect 
of  untreated  disease.- — Modell1 


A physician  cannot  practice  medicine  for 
very  long  without  becoming  aware  that  he 
wields  a double-edged  sword.  Tried  and 
trusted  therapeutic  friends,  both  pharma- 
cologic and  surgical,  may  turn  on  him  to 
produce  unexpected  reactions  in  his  patients. 
These  are  not  toxic  reactions  to  drugs  in  the 
usual  sense,  nor  is  there  any  failure  in  surgi- 
cal technic.  All  precautions  recommended 
in  the  pharmacology  text  are  heeded,  and 
surgical  judgment  is  accurate  and  decisive. 
And  yet  the  patient  develops  another  illness 
superimposed  on  the  one  under  treatment. 

Moser2-5  has  written  extensively  about 
these  adverse  reactions  to  properly  applied 
treatment  and  has  called  them  “diseases  of 
medical  progress.  ’ ’ f 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Session,  May  13,  1963. 

* The  A.  Walter  Suiter  Lecture. 

t Lt.  Col.  (MC),  U.S.  Army;  Assistant  Chief,  Depart- 
ment of  Medicine,  Tripler  General  Hospital,  Honolulu, 
Hawaii. 


The  intrahepatic  cholestasis  that  may  fol- 
low administration  of  chlorpromazine  is  a 
classic  example;  gastroduodenal  ulcer  associ- 
ated with  neurosurgical  procedures  is  an- 
other. New  diseases  of  medical  progress 
appear  at  a rate  directly  proportional  to 
the  introduction  of  new  drugs  and  surgical 
procedures.  Good  medical  practice  de- 
mands that  we  approach  the  problem  realisti- 
cally, avoiding  overcaution  and  fear  of  these 
drugs  and  procedures  as  much  as  we  would 
avoid  indiscriminant  use  of  them.  The 
first  step  toward  such  a realistic  approach 
is  to  know  as  much  as  possible  about  these 
reactions. 

The  large  number  of  diseases  of  medical 
progress  makes  it  impossible  to  cover  the 
entire  field  in  a single  presentation.  I will 
limit  my  discussion  to  a review  of  some  of 
the  drugs  that  may  affect  the  gastrointes- 
tinal system. 

Hepatic  problems 

There  are  many  agents  such  as  carbon 
tetrachloride  and  chloroform  that  act  di- 
rectly on  the  liver  to  produce  centrolobular 
necrosis  and  fatty  infiltration.  Given  in 
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large  enough  doses  these  drugs  will  invari- 
ably produce  such  damage  in  animals  as  well 
as  in  human  beings.  These  are  not  diseases 
of  medical  progress;  indeed,  because  of  their 
obvious  toxicity  such  agents  are  seldom,  if 
ever,  used  in  clinical  practice  today.  Mod- 
ern pharmacologic  screening  probably  would 
never  permit  them  to  reach  the  stage  of 
clinical  trial  in  human  beings. 

There  remains  a long  list  of  drugs  which 
may  produce  liver  damage  but  in  only  a 
small  percentage  of  persons  receiving  them. 
These  reactions  appear  to  be  due  to  indi- 
vidual hypersensitivity  rather  than  to  the 
direct  poisonous  action  typical  of  agents  like 
carbon  tetrachloride  and  chloroform.  Very 
small  doses  may  be  sufficient  to  cause 
trouble,  and  yet  animals  tolerate  massive 
doses  for  prolonged  periods.  Routine  phar- 
macologic screening  is  not  effective  in  de- 
tecting the  toxicity  of  these  drugs  below  the 
level  of  clinical  trial  in  human  beings. 
Recent  evidence  indicates  that  the  livers  of 
animals  receiving  some  of  these  drugs  show 
changes  detectable  only  on  electron  micros- 
copy.6 The  use  of  this  instrument  may 
permit  successful  screening  of  these  agents 
in  the  future. 

Unlike  the  direct  hepatic  poisons,  which 
produce  centrolobular  necrosis  and  fatty 
infiltration  with  monotonous  reliability  in 
man  and  animals,  these  drugs  cause  histo- 
pathologic changes  ranging  from  intrahepatic 
cholestasis  to  diffuse  necrosis  and  varying 
combinations  of  the  two.  Pre-existing  acute 
and  chronic  liver  disease  may  alter  the  histo- 
pathologic response  to  one  of  these  reactions, 
rendering  interpretation  more  difficult. 
However,  the  susceptibility  of  the  individual 
to  reaction  is  not  increased,  although  progno- 
sis may  be  worse  if  liver  function  is  already 
impaired. 

Cholestasis.  Intrahepatic  cholestasis  is 
the  predominant  effect  of  reactions  to  these 
drugs.  An  average  of  1 to  2 per  cent  of  all 
persons  receiving  the  following  agents  appear 
to  be  sensitive  to  them  and  will  develop 
obstructive  jaundice7: 

Arsphenamine8  (salvarsan) 

Carbarsone910  (amebarsone) 

Chlorothiazide11  (Diuril) 

Chlorpromazine  (Thorazine) 
Chlorpropamide12-16  (Diabinese) 

Chlortetracy cline 16  (Aureomycin) 
Desacetylmethylcolchicine 17  (Colcemid) 
Ectylurea18  (Cytran) 


Mepazine15-19  (Pacatal) 

Methandrostenolone20  (Dianabol) 
Methimazole21-23  (Tapazole) 
Methylestrenolone24  (Orga-Steron) 
Methyltestosterone 25 
Nicotinic  acid26-27  (niacin) 

N itrofurantoin 28  (F uradantin) 
Norethandrolone29-31  (Nilevar) 
Norethindrone32-33  (Norlutate) 

Perphenazine34  (Trilafon) 

Prochlorperazine35  (Compazine) 

Promazine  hydrochloride36-38  (Sparine) 
Propionyl  erythromycin  ester  lauryl  sul- 
fate39-43 (Ilosone) 

Sulfadiazine7 

Sulfanilamide7 

Thiouracil7 

Tolbutamide13-44  (Orinase) 

Trifluoperazine45  (Stelazine) 


Chlorpromazine  has  come  to  be  con- 
sidered the  prototype  of  this  group  of 
drugs,7  19-32*46-53  although  several  years 
earlier  arsphenamine  was  discovered  to  cause 
cholestasis.8  Variable  amounts  of  any  of 
these  agents  may  initiate  jaundice;  reactions 
have  occurred  after  a single  oral  dose  of  as 
little  as  50  mg.  of  chlorpromazine.54 

Usually,  the  onset  of  a reaction  is  insidi- 
ous. There  may  be  slight  malaise,  anorexia, 
and  low-grade  fever,  but  these  often  are 
absent  or  are  so  mild  as  to  be  overlooked. 
Jaundice  appears,  heralded  by  a few  days  of 
dark  urine  and  clay -colored  stools  and, 
occasionally,  by  pruritus.  Jaundice  is  the 
major  physical  finding;  occasionally,  there 
may  be  slight  right  upper  quadrant  tender- 
ness. Ordinarily,  the  liver  is  not  enlarged, 
nor  is  the  spleen,  although  if  obstruction 
persists,  mild  hepatomegaly  may  develop. 
Biochemically,  the  flocculation  test  results 
are  normal,  unless  there  is  prolonged  obstruc- 
tion.55 Serum  transaminase  is  slightly  ele- 
vated, and  there  may  be  slight  sulfobromo- 
phthalein  sodium  retention.  Elevation  of 
the  serum  alkaline  phosphatase  reflects  the 
biliary  obstruction.  The  transaminase  and 
sulfobromophthalein  sodium  abnormalities 
may  also  be  a manifestation  of  interference 
with  excretion  rather  than  of  cellular  dam- 
age. The  serum  bilirubin  level  is  mainly 
due  to  an  increase  in  the  conjugated  (direct) 
fraction. 

Pathologically,  there  is  bile  stasis  and 
cellular  pigmentation  and  extravasation, 
with  varying  degrees  of  ductal  proliferation, 
focal  necrosis,  and  eosinophilic  infiltration 
of  the  portal  tracts.  Popper48  indicates  that 
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“ . . .of  these  features,  only  the  first  (bile 
stasis)  is  considered  significant,  whereas 
others  are  transient.”  Occasionally,  cellular 
necrosis  predominates. 

The  clinical  course  of  these  reactions 
usually  is  mild,56  with  complete  clearing  of 
jaundice  in  from  two  to  three  weeks  after 
discontinuation  of  the  offending  drug.  Or- 
dinarily, all  liver  function  test  results  return 
to  normal,  and  there  is  no  evidence  of  re- 
sidual damage.  Occasional  fatalities  have 
been  reported,23-57-59  featuring  unrelenting 
jaundice,  progression  of  fiver  function  abnor- 
malities, coma,  and  death,  despite  treatment 
and  withdrawal  of  the  offending  drug. 
Other  factors  such  as  pre-existing  fiver  dis- 
ease and  agranulocytosis  probably  contrib- 
uted to  the  fatal  outcome  in  those  in- 
stances. 

Based  on  a rather  small  experience,  Love 
and  Peel60  observed  no  detectable  residual 
injury  to  mother  or  child  following  episodes 
of  drug  cholestasis  caused  by  chlorpromazine 
during  pregnancy. 

Persistence  of  jaundice  and  of  abnormali- 
ties in  fiver  function  test  results  for  a long 
period  has  been  reported,39-55-61  -63  in  one 
instance  for  as  long  as  eighteen  months.64 
Even  after  such  prolonged  intrahepatic  ob- 
struction and  jaundice,  the  fiver  biopsy  and 
function  test  results  usually  return  to  nor- 
mal. However,  there  are  records  of  several 
examples  of  progression  to  biliary  cirrhosis, 
despite  steroid  therapy  and  surgical  drainage 
of  the  common  bile  duct.65*66 

In  all  patients  with  this  sort  of  drug  reac- 
tion, differentiation  from  the  early,  obstruc- 
tive phase  of  viral  hepatitis  is  necessary. 
When  jaundice  persists,  it  must  be  differen- 
tiated from  obstructive  jaundice  caused  by 
a surgically  correctable  extrahepatic  lesion. 
This  may  not  be  easy,  but  a firmly  conserva- 
tive attitude  is  recommended.  It  may  be 
difficult  to  resist  pressure  to  undertake 
laparotomy.  Popper67  adjures  caution,  warn- 
ing that  “superfluous  surgical  procedures  in 
such  jaundiced  patients  may  result  in  paren- 
chymal injury  and  even  death.”  Fatal 
reactions,  although  usually  due  to  fiver 
failure,  may  result  from  acute  renal  insuffi- 
ciency.68 The  exact  relationship  is  not 
clearly  understood.  The  use  of  ACTH  or 
adrenal  steroids  to  differentiate  extrahepatic 
from  intrahepatic  obstructive  jaundice  has 
not  proved  reliable  and  should  not  be 
employed.69 


Treatment  of  drug  cholestasis  is  nonspe- 
cific once  the  causative  agent  has  been  discon- 
tinued and  should  be  similar  to  that  for 
infectious  hepatitis,  with  limitation  of 
physical  activity  and  assurance  of  a nutri- 
tious diet.  Steroid  hormones,  which  act  as 
cholerectics,  may  cause  an  immediate  and 
often  dramatic  decrease  in  jaundice.  Re- 
bound is  common,  however,  and  the  over-all 
course  of  the  disease  is  not  changed.  Use  of 
steroids  is  not  recommended  in  the  ordinary 
case;  impending  or  actual  hepatic  coma  are 
different  problems  in  which  steroids  may  be 
indicated  along  with  other  measures. 

Prevention  of  jaundice  caused  by  reac- 
tions to  these  drugs  may  be  possible  if  base- 
fine  and  serial  fiver  function  studies  are 
performed.10-70-71  Occasionally,  but  not  al- 
ways, discontinuation  of  the  drug  at  the 
first  elevation  of  alkaline  phosphatase  will 
forestall  the  appearance  of  jaundice. 

Hepatocellular  necrosis.  The  follow- 
ing drugs  cause  necrosis  of  hepatic  cells  as 
their  predominant  pathologic  feature: 

Beta-phenyl  isopropylhydrazine72  -75  (Catron) 
? Halo  thane76  -8  2 (Fluothane) 

Iproniazid  74>83-91  (Marsifid) 
Isocarboxazid74-92  (Marplan) 

Nialamide74  (Niamid) 

Phenelzine  dihydrogen  sulfate74-75-93  (Nardil) 
Pheniprazine74'93-95  (Cavodil) 

Phenylbutazone 96  - 98  (Butazofidin) 
Phenylcinchonic  acid99  (cinchophen) 
Pyrazinamide 100 

Sulfamethoxypy ridazine 10 1 • 10  2 (Kynex) 
Zoxazolamine 103-105  (Flexin) 

Hematologic  and  dermatologic  reactions 
to  drugs  in  this  group  are  relatively  common, 
but  jaundice  and  fiver  damage  are  rather 
rare;  the  over-all  incidence  probably  is  less 
than  0.1  per  cent.7-101  However,  these  reac- 
tions are  severe,  and  mortality  may  be  as 
high  as  50  per  cent  among  reacting  individ- 
uals. 106 

Just  as  with  the  group  of  drugs  which 
cause  cholestasis,  the  relationship  between 
dose  and  production  of  disease  is  variable. 
Pre-existing  chronic  hepatic  disease  does  not 
increase  the  susceptibility  of  a person  to 
hepatic  reactions,  although  the  outcome 
may  be  influenced.7-91-92 

Clinically,  biochemically,  and  pathologi- 
cally, the  resultant  hepatic  disease  closely 
resembles  severe  viral  hepatitis,  although 
fever  may  be  lower  and  jaundice  more  pro- 
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nounced.  Prodromal  symptoms  of  malaise, 
anorexia,  and  loss  of  taste  for  tobacco  are 
common;  right  upper  quadrant  distress  may 
be  present,  varying  from  a dull  ache  to 
stabbing  pain.  Jaundice  appears  in  from 
three  to  seven  days  and  initially  may  be 
clearly  obstructive,  with  dark  urine,  light 
stools,  and  pruritus,  just  as  in  early  viral 
hepatitis.  This  clears  in  a few  days,  how- 
ever, and  the  picture  of  predominant  hepato- 
cellular damage  emerges.  A slightly  en- 
larged tender  liver  usually  is  present,  and 
occasionally  the  spleen  may  be  palpable. 

Liver  function  test  results  leave  no  doubt 
that  cellular  necrosis  has  occurred;  the 
flocculation  tests  and  serum  transaminase 
are  elevated,  as  are  bilirubin  and  alkaline 
phosphatase.  This  is  confirmed  by  liver 
biopsy,  which  shows  changes  so  closely 
resembling  acute  viral  hepatitis  that  it  has 
been  suggested  that  the  mechanism  of  action 
in  these  instances  may  be  activation  of  the 
virus  of  hepatitis  harbored  by  the  patient  in 
a latent  state.7 

Ordinarily,  jaundice  and  constitutional 
symptoms  persist  for  several  days  after  the 
causative  agent  has  been  stopped,  and  there 
follows  a variable  period  of  convalescence. 
When  it  occurs,  recovery  usually  is  com- 
plete; jaundice  clears  in  from  two  to  three 
weeks,  and  the  liver  function  abnormalities 
return  to  normal  at  variable  times  later  just 
as  in  viral  hepatitis.  There  may  be  pro- 
longed convalescence  lasting  for  months, 
manifested  by  protracted  neurasthenia,  with 
normal  liver  function  test  results.  Progres- 
sion to  postnecrotic  cirrhosis  is  unusual  but 
does  apparently  occur  in  rare  instances.66-97 

Death  during  the  acute  stage  of  the  reac- 
tion is  usually  from  hepatic  failure  secondary 
to  massive  necrosis  of  liver  cells.  Rapid 
progression  of  jaundice,  malaise,  and  ano- 
rexia after  discontinuation  of  the  offending 
drug  are  ominous  signs.  Mental  confusion, 
flapping  tremor,  and  deterioration  to  coma 
and  death  may  follow. 

Once  the  causative  agent  is  recognized 
and  withdrawn,  treatment  is  nonspecific 
and  should  be  the  same  as  for  viral  hepatitis, 
with  limitation  of  physical  activity  and 
nutritious  diet.  Ordinarily,  adrenal  steroids 
are  not  indicated,  although  rapid  progression 
of  jaundice  associated  with  signs  and  symp- 
toms suggesting  the  approach  of  fiver  failure 
should  prompt  initiation  of  a therapeutic 
regimen  which  may  include  steroids. 


Prevention  of  reactions  to  these  drugs  is 
even  more  difficult  than  for  those  which 
produce  cholestasis.  Close  clinical  observa- 
tion with  frequent  determinations  of  fiver 
function  may  furnish  sufficient  warning  to 
permit  discontinuance  of  treatment  and 
prevention  of  a severe  reaction.50  Usually, 
however,  by  the  time  prodromal  symptoms 
appear  and  fiver  function  abnormalities  are 
detected,  it  is  too  late,  and  most  reactions 
will  run  their  course. 

A serious  contender  for  a place  on  this 
fist  is  halothane.  As  early  as  1958  there 
were  reports  suggesting  that  this  excellent 
anesthetic  agent  might  be  hepatotoxic,  caus- 
ing fiver  cell  necrosis  and  fatty  infiltra- 
tion.76-79-80 In  early  1963  the  problem  was 
sharply  focused  by  reports  of  death  caused 
by  massive  hepatic  cell  necrosis  following 
the  use  of  halothane. 77  ■ 78  • 8 1-82  Intensive 

evaluation  of  the  drug,  both  clinical  and  in 
the  laboratory,  is  currently  under  way. 
Recent  information  suggests  that  the  copper 
fittings  of  some  anesthesia  machines  may 
react  with  halothane  to  produce  a highly 
toxic  substance. 107  For  the  present  it  seems 
best  to  employ  this  agent  with  care  and  only 
in  patients  whose  fivers  are  normal. 

Miscellaneous  hepatotoxins.  There 
remains  a large  number  of  drugs  which  do 
not  fit  readily  into  any  classification  and 
hence  are  placed  together  in  a miscellaneous 
group7: 

Amethopterin108  (methotrexate) 
Amodiaquin109  (Camoquin) 

Amphotericin  B110 

5 [Bis  (2  chloroethyl)  amino]  uracil108 
(U8344) 

Chlorambucil108  (Leukeran) 
Chloramphenicol111  (Chloromycetin) 

D ie  thy  lstilbestrol7 
Dinitrophenol7 

Diphenylhydantoin112113  (Dilantin)  sodium 
Ethionamide114  (Trecator) 

Ethyl  carbamate115-118  (urethan) 

Gold  salts7 

Imipramine  hydrochloride119  (Tofranil) 
Isonicotinic  acid  hydrazide 120  -122  (INH,  isoni- 
azid) 

6-mercaptopurine 108  - 1 2 3 . i 2 4 (Purine thol) 
Metahexamide7-125  (Euglycin,  Melanex) 
N-methylformamide7 
Novobiocin126-129  (Cathomycin) 
Oxophenarsine  hydrochloride7  (Mapharsen, 
Para-aminosalicylic  acid129-133 
Penicillin134 

Phenacemide7  (Phenurone) 

Phenindione136-136  (Hedulin) 

Phenobarbital7 
Probenecid137  (Benamid) 
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Propylthiouracil7 

Quinacrine7  (Atabrine) 

Triacetyloleandomycin42  138  -14°  (Signemycin) 

Trimethadione7  (Tridione) 

Triparanol 119,1 41  (MER-29) 

Classification  difficulties  are  due  chiefly 
to  the  variable  histopathologic  results  of 
reactions  to  these  agents.  Some  cause  focal 
necrosis;  some  cause  centro lobular  necrosis 
suggestive  of  that  found  after  carbon  tetra- 
chloride intoxication;  and  others  even  cause 
granulomatous  changes.  Some  progress  to 
massive  necrosis  and  then  could  be  placed 
in  the  hepatocellular  necrosis  group.7  In 
some  instances  no  morphologic  abnormality 
is  apparent  on  light  microscopy — dinitro- 
phenol,  phenobarbital,  diethylstilbestrol, 
quinacrine,  and  diphenylhydantoin  sodium 
are  on  this  list.  Novobiocin  has  been  shown 
to  cause  jaundice  by  interference  with  con- 
jugation of  free  (indirect)  bilirubin.126  Liver 
biopsy  is  normal.  In  none  of  these  instances 
can  hemolysis  be  demonstrated. 

Some  drugs  in  this  group  such  as  phenin- 
dione,48  triacetyloleandomycin, 42  - 138-140  chlor- 
ambucil,108 amethopterin109  and  6-mercapto- 
purine108, 123,124  may  cause  a combination  of 
cellular  necrosis  and  cholestasis,  with  neither 
predominating. 

In  general,  the  clinical  features  of  reactions 
to  these  drugs  are  most  suggestive  of  hepa- 
tocellular necrosis.  A glance  at  the  list 
makes  it  clear  that  many  of  these  drugs 
are  used  in  treating  patients  with  serious 
systemic  illnesses,  and  the  role  of  underlying 
disease  is  thus  difficult  to  assess.  The  fre- 
quency of  associated  skin,  bone  marrow, 
renal,  and  cardiac  reactions  adds  to  the 
problem.  Recovery  when  it  occurs  usually 
is  complete  and  without  residual  hepatic 
damage.  Treatment  of  the  acute  phase  of 
these  reactions  is  similar  to  that  recom- 
mended for  viral  hepatitis,  once  the  offend- 
ing agent  has  been  stopped. 

Hepatic  coma.  Several  of  the  drugs 
that  have  been  listed— urethane,85,118  zoxa- 
zolamine, 10  3 ■ 105  beta-phenylisopropylhydra- 
zine72,73  amphotericin  B,110  iproniazid,91  para- 
aminosalicylic  acid,  amodiaquin,109  and 
chlorpromazine59 — may  produce  liver  dam- 
age severe  enough  to  result  in  hepatic 
coma  and  even  death.  In  such  instances, 
ixiultiple  functions  of  a previously  normal 
liver  are  impaired.  This  is  “total”  liver 
failure. 

One  of  the  functions  of  the  liver  is  to  assist 


in  conversion  of  excess  nitrogen  to  urea  for 
excretion  by  the  kidneys.  The  ammonia 
which  accumulates  in  the  blood  as  a result 
of  failure  of  this  function  is  believed  to  be 
largely  responsible  for  the  mental  symptoms 
associated  with  hepatic  coma  and  precoma. 
These  are:  irritability,  carelessness,  mania, 
lethargy,  and,  finally,  coma.  In  addition, 
electroencephalographic  changes  may  be 
noted,  as  well  as  the  “liver  flap”  commonly 
associated  with,  but  not  specific  for,  hepatic 
failure.  In  chronic  liver  disease  such  as 
cirrhosis,  impairment  of  this  ability  to 
manufacture  urea  may  remain  subclinical  in 
spite  of  ascites,  edema,  and  jaundice,  which 
indicate  failure  of  other  important  liver 
functions.  Measures  used  to  treat  fluid 
retention  may  precipitate  all  of  the  symp- 
toms attributed  to  ammonia  intoxication. 
This  is  often  reversible  if  treated,  but  if  un- 
recognized, “total”  failure  may  develop, 
with  irreversible  hepatic  coma. 

For  example,  a high-protein  diet  directed 
at  correction  of  low  serum  albumin  may 
introduce  more  nitrogen  than  the  sick  liver 
can  convert  to  urea.142  Ammonium  chlo- 
ride,143 prescribed  for  its  diuretic  effect,  can 
directly  raise  the  patient’s  blood  ammonia. 
Banked  blood  does  the  same,  since  it 
may  accumulate  ammonia.144  Chlorothia- 
zide,145,146 a potent  saluretic  diuretic,  is 
associated  with  ammonia  intoxication  in 
some  patients  with  cirrhosis.  The  exact 
reason  is  unknown. 

Acetazolomide147  may  cause  similar  symp- 
toms when  given  as  a diuretic  to  patients 
with  cirrhosis.  There  is  no  elevation  of  blood 
ammonia,  however,  and  the  effect  is  believed 
to  be  due  to  direct  elevation  of  cerebral 
carbon  dioxide  tension  and  decreased  oxygen 
consumption.  The  personality  changes  and 
occasional  hepatic  coma  sometimes  noted  in 
patients  following  portocaval  anastomosis 
for  portal  hypertension148  have  been  attrib- 
uted to  ammonia  intoxication.  Shunting  of 
blood  from  the  intestinal  tract  directly  into 
the  systemic  circulation  is  apparently  re- 
sponsible. 

Serum  hepatitis.  No  test  or  battery  of 
tests  will  detect  all  carriers  of  viral  hepatitis 
who  seek  to  donate  blood  at  blood  donor 
centers.  Those  with  a past  history  of 
jaundice149-151  may  be  eliminated  by  their 
honest  response  to  a routine  predonation 
questionnaire,  but  the  person  whose  hepatitis 
was  mild  or  anicteric  or  who  is  in  the  asymp- 
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tomatic  prodromal  stage  of  the  disease  will 
be  permitted  to  donate  a unit  of  blood. 
Such  blood  is  capable  of  transmitting  hepati- 
tis or  contaminating  any  lot  of  plasma  with 
which  it  is  pooled. 

The  incidence  of  serum  hepatitis  following 
single  transfusions  of  whole  blood  varies 
from  0.5  to  1.5  per  cent.  Any  jaundice 
occurring  up  to  eight  months  after  transfusion 
should  be  included,  unless  another  cause  can 
be  proved.67  The  mortality  associated  with 
serum  hepatitis  is  very  low  in  persons  under 
thirty-five  years  of  age,  but  may  be  as  high 
as  23  per  cent  in  patients  over  forty.  The 
over-all  mortality  is  about  0.9  per  cent.149 

Careful  follow-up  of  all  patients  who  re- 
ceive blood  transfusions  to  detect  those  who 
develop  hepatitis  may  permit  a back  check 
and  identification  of  carriers  and  their  elimi- 
nation from  the  donor  fist.  By  this  method 
Behrends  and  Steinhardt152  reduced  the 
incidence  of  serum  hepatitis  from  0.3  to 
0.03  per  cent  in  their  patients  receiving 
blood.  Where  this  has  been  done,  fiver 
function  tests  in  those  donors  found  to  be 
carriers  were  not  necessarily  abnormal  and 
would  not  have  assisted  in  detecting  them. 

The  risk  of  transmission  of  hepatitis  from 
pooled  plasma  varies  from  1.5  to  15  per  cent, 
depending  on  the  number  of  units  of  blood 
used  in  the  pool.67  This  rate  has  been  dra- 
matically reduced  by  storing  plasma  in  the 
liquid  state  for  at  least  six  months  at  temper- 
atures regulated  carefully  at  30  to  32  C.  (86 
to  89  F.).151  Storage  at  room  temperature, 
which  often  fluctuates  between  20  and  32  C. 
(68  to  90  F.),  will  not  render  harmless  all  lots 
of  pooled  plasma,  as  once  was  believed.153 

Other  products  of  human  blood  capable  of 
carrying  the  virus  of  hepatitis  are  human 
thrombin,  fibrinogen,  fraction  IV,  and  anti- 
hemophilic fraction.67  Serum  albumin  and 
gamma  globulin154  will  not  transmit  serum 
hepatitis.  Gamma  globulin,  once  believed 
to  offer  passive  protection  against  only 
epidemic  (virus  A)  hepatitis,  has  recently 
been  reported  to  be  effective  prophylactically 
against  serum  (virus  B)  hepatitis. 155 

The  transmission  of  serum  hepatitis  by 
the  old  alcohol-dipped  lancet  and  multiple- 
dose  syringe  has  been  largely  stopped  by 
the  widespread  publicity  warning  of  their 
danger.  The  need  for  vigilance  continues, 
however.  Until  a reliable  means  to  detect 
the  carrier  and  eliminate  him  from  the  donor 
rolls  is  developed,  or  the  ideal  way  to  confer 


active  immunity  is  found,  the  best  way  to  de- 
crease the  incidence  of  serum  hepatitis  is  by 
the  intelligent  administration  of  blood  and 
its  products  to  our  patients. 

Kernicterus.  Kernicterus  is  the  result  of 
passage  of  excess,  indirect  (free)  bilirubin 
across  the  unusually  permeable  blood-brain 
barrier  of  the  newborn  infant,  where  it  has 
a toxic  effect  on  vital  central  nervous  system 
structures.50  The  immature  fiver  of  the 
neonate  is  deficient  in  glycuronosyl  trans- 
ferase and  is  unable  to  process  excess  indirect 
(free)  bilirubin  to  the  direct  (conjugated) 
form,  which  is  not  toxic  to  brain  tissue. 
Jaundice  from  extrahepatic  biliary  obstruc- 
tion, therefore,  will  not  cause  kernicterus. 
Anything  which  causes  unusual  elevation  of 
indirect  bilirubin  to  levels  higher  than  the 
immature  fiver  can  handle  may  result  in 
kernicterus.  The  most  notorious  cause  of 
this  elevation  is  the  hemolysis  associated 
with  erythroblastosis  fetalis.  Any  drug 
capable  of  producing  hemolysis  can  cause 
kernicterus.  Silverman  et  a/.156  have  reported 
a sixfold  increase  in  the  incidence  of  kernic- 
terus in  premature  infants  given  sulfisoxazole 
prophylactically.  Normally,  some  free  bili- 
rubin is  bound  to  albumin,  which  prevents 
its  passage  through  the  blood-brain  barrier.157 
Sulfisoxazole  competes  with  free  bilirubin 
for  this  place  on  the  albumin  molecule,  and 
elevation  of  unbound  free  bilirubin  may  re- 
sult, even  as  the  total  bilirubin  falls.  A 
similar  mechanism  has  been  postulated  for 
salicylates,  sulfamethoxypyridazine,  and  caf- 
feine-sodium benzoate,  but  a definite  associ- 
ation with  kernicterus  has  not  been  proved. 
Boggs  et  aZ.158  have  reported  vitamin  K 
analog  as  a possible  cause  of  kernicterus. 

Novobiocin  causes  jaundice  in  the  adult 
by  inhibition  of  glycuronosyl  transferase. 
This  is  apparently  a hypersensitivity  reac- 
tion, and  when  it  occurs  in  the  neonate,  the 
already  deficient  enzyme  system  is  further 
depressed,  and  the  free  bilirubin  may  rise  to 
toxic  levels.128-159 

Acute  pancreatitis 

Drug-induced  acute  pancreatitis  is  rather 
rare,  and  the  fist  of  agents  which  appear 
capable  of  causing  it  is  short.  The  fist  is  as 
follows: 

Adrenocorticotropic  hormone  (ACTH)  ] 

Cortisone  l i6o-ns 

Prednisone  j 

Prednisolone  ' 
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Chlorothiazide45  166  (Diuril) 

Hydrochlorothiazide 167  (Hydrodiuril) 

Chlorthalidone168  (Hygroton) 

Sulfamethizole169  (Thiosulfil) 

The  association  of  ACTH  and  adrenal 
steroids  with  acute  pancreatitis  seems 
clear. 165  Large  doses  of  cortisone  have  been 
given  to  rabbits,  and  serum  amylase  eleva- 
tions resulted.  Patchy  acinar  destruction 
and  peripancreatic  fat  necrosis  were  found 
at  autopsy.  Similar  lesions  have  been  seen 
at  autopsy  in  28.5  per  cent  of  human  beings 
treated  for  a variety  of  unrelated  conditions 
with  ACTH,  cortisone,  hydrocortisone,  pred- 
nisone, and  prednisolone;  only  3.7  per  cent 
of  a comparable  untreated  control  group 
showed  those  lesions  of  the  pancreas.  Con- 
sidered rare  in  pediatric  practice,  pancreatitis 
was  found  at  autopsy  in  children  who  had 
received  these  agents.160*162  In  only  1 of 
the  6 patients  with  steroid-induced  pancrea- 
titis reported  by  Nelp163  was  the  condition 
diagnosed  as  such  at  the  time  of  admission 
to  the  hospital.  The  other  5 were  thought 
to  have  either  acute  steroid-induced  ulcer, 
perforated  viscus,  or  cholecystitis,  and  the 
correct  diagnosis  was  made  at  autopsy  in  3 
and  at  laparotomy  in  2.  In  none  of  these 
patients,  adults  or  children,  were  there  any 
conditions  such  as  mumps,  biliary  tract 
disease,  alcoholism,  trauma,  or  pancreatic 
duct  obstruction  which  are  so  often  associ- 
ated with  pancreatitis;  and  none  of  the 
patients  had  ever  had  any  symptoms  sug- 
gestive of  pancreatitis  in  the  past. 

Clinically,  the  pancreatitis  attributed  to 
ACTH  and  adrenal  steroids  is  identical  with 
acute  idiopathic  pancreatitis.  The  dose 
and  length  of  treatment  in  these  patients 
prior  to  onset  of  symptoms  varied  consider- 
ably. The  most  important  point  is  the 
observation  that  often  the  patient's  first 
complaints  of  abdominal  pain  occurred 
after  the  drug  had  been  stopped  or  was  be- 
ing tapered  off.163  This  suggests  a masking 
effect  by  the  steroids. 

Just  as  it  must  in  all  cases,  pancreatitis 
attributed  to  these  drugs  must  be  included 
in  the  differential  diagnosis  of  acute  abdom- 
inal symptoms.  Particularly,  it  must  be 
differentiated  from  steroid-induced  ulcer, 
permitting  conservative  rather  than  surgical 
management.  Once  the  offending  drug  has 
been  stopped,  treatment  should  be  the  same 
as  for  acute  pancreatitis  of  the  usual  type. 


It  is  disturbing  that  ACTH  and  adrenal 
steroids  have  been  employed  with  apparent 
success  in  the  management  of  acute  pan- 
creatitis. Because  of  their  propensity  to 
cause  the  disease  for  which  they  are  given, 
their  use  should  be  limited  to  those  patients 
in  whom  vascular  collapse  and  shock 
threatens,  joining  other  supportive  measures 
useful  in  such  a critical  situation. 

Cornish,  McClellan,  and  Johnston166  have 
reported  the  cases  of  4 patients  with  acute 
pancreatitis  apparently  induced  by  chloro- 
thiazide.45 One  of  those  patients  died;  all 
were  elderly  and  were  under  treatment  for 
chronic  cardiovascular  disorders.  These 
investigators  noted  elevation  of  serum 
amylase  in  50  per  cent  of  20  persons  with  no 
evidence  of  pancreatitis  who  were  given 
ordinary  doses  of  chlorothiazide. 

Hydrochlorothiazide167  and  chlorthali- 
done168 have  each  been  blamed  for  produc- 
tion of  an  instance  of  severe  pancreatitis,  the 
former  in  a nine-and-one-half-year-old  boy 
and  the  latter  in  a fifty-eight-year-old  man. 
Both  had  been  under  treatment  with  the 
drugs  for  nearly  a year;  both  died  of  pan- 
creatitis. 

Periodic  determination  of  the  serum 
amylase  level  in  patients  on  long-term  treat- 
ment with  these  agents  might  be  useful  in 
preventing  pancreatitis. 

A single  instance  of  apparent  pancreatitis 
associated  with  definite  aseptic  meningitis 
has  been  reported  as  caused  by  sulfamethi- 
zole. One  month  after  recovery,  a small 
dose  of  the  drug  reproduced  the  syndrome. 169 

Gastrointestinal  hemorrhage 

Several  important  drugs  have  been  associ- 
ated with  the  development  or  reactivation  of 
peptic  ulcer,  sometimes  complicated  by 
bleeding  or  perforation,  and  with  gastro- 
intestinal hemorrhage  without  obvious  ab- 
normalities in  x-ray  films.  These  drugs  are: 

Salicylates  in  all  forms 
Acetophene  tidin 170 
ACTH  (?) 171-174 
Adrenal  steroids  (?) 171-176 
Phenylbutazone177  (Butazolidin) 

Reserpine  (?)  178-182 
Nicotinic  acid  (?)183 
Nitrofurantoin  (?)184  (Furadantin) 
Phenylephrine  hydrochloride 185  (Neo-syn- 
ephrine) 

1-norepenepherine 185 
Digitalis186 
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Salicylates  in  any  form  and  administered 
by  any  route  regularly  cause  at  least  an 
occult  increase  in  gastrointestinal  bleeding 
and  occasionally  cause  massive  hemor- 
rhage.170>177>  187-195  Thus  aspirin,  and  to  a 
lesser  degree,  sodium  salicylate  (plain  or 
enteric-coated  forms),196  calcium  aspirin,197 
and  buffered  solutions  of  sodium  salicylate 
may  cause  trouble  when  taken  orally; 
aspirin  taken  intravenously  does  the  same. 

Alvarez  and  Summerskill187  have  reported 
that  over  40  per  cent  of  103  patients  hos- 
pitalized because  of  hemorrhage  from  peptic 
ulcer  had  used  a salicylate  orally  within  the 
preceding  seventy-two  hours.  In  several  of 
these  patients  gastric  mucosal  erosions  noted 
at  gastrectomy  were  apparently  a source  of 
hemorrhage.  Others  have  had  similar  ex- 
periences. It  has  been  suggested  that 
salicylates  may  contribute  to  the  anemia 
of  rheumatoid  arthritis. 

It  seems  clear  that  the  salicylates  can 
cause  important  occult  and  massive  gastro- 
intestinal bleeding.  Although  some  clini- 
cians have  minimized  their  importance  in 
this  respect,198  these  drugs  should  be  used 
with  care,  especially  in  persons  with  a history 
of  peptic  ulcer.  Watson  has  reported  no 
increased  hazard  from  anticoagulants  given 
to  patients  who  were  taking  aspirin.199 

Acetophenetidin,  frequently  used  in  com- 
bination with  aspirin,  has  been  reported 
capable  of  causing  an  increase  in  fecal  blood 
loss  when  administered  alone. 170 

Probably  every  physician  who  has  pre- 
scribed adrenocorticotropic  hormone  or  adre- 
nal steroids  in  his  practice  has  had  the 
experience  of  seeing  patients  develop  ulcers 
who  shouldn’t,  and  these  ulcers  seem  to  be 
associated  more  often  than  usual  with  per- 
foration or  bleeding.  If  the  physician  re- 
ports his  experience  in  the  literature,  he 
adds  to  the  firmly  established  clinical  im- 
pression that  these  drugs  can  cause  peptic 
ulcer.171  Such  impressions  cannot  be  ig- 
nored, but  they  are  not  always  confirmed  by 
large,  carefully  studied  groups  of  patients 
with  proper  controls. 

At  the  Mayo  Clinic,  Bowen  et  al ,175  noted 
that  ulcer  was  no  more  frequent  among 
patients  with  rheumatoid  arthritis  treated 
with  steroids  than  it  was  in  those  treated 
by  other  means.  Even  production  of  hy- 
peradrenalism  failed  to  increase  the  incidence 
of  ulcer.  Bulgrin,  Dubois,  and  Jacobson,176 
on  the  other  hand,  reported  that  27  per  cent 


of  63  patients  receiving  steroids  had  ulcers 
as  shown  by  serial  gastrointestinal  x-ray 
studies;  gastric  ulcers  were  the  most 
common  by  a two  to  one  ratio.  The  dose 
of  the  drug  and  the  duration  of  treatment 
were  important  factors;  patients  under 
treatment  more  than  six  months  were  the 
most  susceptible  to  ulcer  development. 
Prophylactic  treatment  for  ulcer  was  of  no 
help  in  preventing  development  of  those 
lesions.  In  animal  experiments  and  in 
human  beings,  steroid  administration  does 
not  increase  gastric  secretory  activity,200 
although  there  are  conflicting  reports.201 
The  over-all  consensus  favors  the  view  that 
the  effect  of  steroids,  if  any,  is  minimal. 
The  ulcerogenic  potential  of  steroids  and 
their  influence  on  the  healing  of  experimen- 
tally produced  ulcers  in  animals  have  been 
well  demonstrated. 172  -174 

Therefore,  although  ACTH  and  the 
adrenal  steroids  cannot  be  proved  unequivo- 
cally to  have  ulcerogenic  potential  in  human 
beings,  the  clinical  impression  favors  such  a 
relationship.  It  is  further  good  reason  to 
employ  these  potent  drugs  with  caution  and 
only  when  firmly  indicated. 

Peptic  ulcer,  sometimes  with  perforation 
and  bleeding,  may  result  from  phenylbuta- 
zone administration.  The  duration  of  treat- 
ment prior  to  onset  of  the  trouble  and  the 
route  of  administration  are  unimportant. 
Evidence  of  ulcer  appears  after  a few  days 
to  several  months  of  rectal,  intramuscular, 
or  oral  administration  of  the  drug. 177 
Phenylbutazone  will  produce  ulcerative 
lesions  in  rats  and  dogs  as  well  as  erosive 
gastritis.  An  increase  in  gastric  secretory 
activity  is  evidenced  by  a rise  in  plasma 
pepsinogen  levels  during  the  first  week  of 
administration202  and  by  an  increase  in 
gastric  acidity.  Despite  the  undeniable 
evidence  to  support  the  ulcerogenic  propen- 
sity of  this  drug,  Carmel203  found  that  with 
simple  ulcer  therapy  he  was  able  to  continue 
phenylbutazone  despite  development  of 
ulcer  symptoms  in  7 patients. 

The  incidence  of  ulcer  and  gastrointestinal 
bleeding  associated  with  reserpine  is  low, 
even  when  large  doses  are  administered,  and 
is  almost  nonexistent  with  the  small  dose 
(0.25  to  1.0  mg.  daily)  used  in  the  treatment 
of  mild  hypertension.  Hollister180  noted  3 
cases  among  600  patients  receiving  large 
doses  of  various  Rauwolfia  preparations,  in- 
cluding reserpine.  The  3 patients  reported 


614  New  York  State  Journal  of  Medicine  / March  1,  1964 


by  Hussar  and  Bruno181  were  given  3 to  6 
mg.  daily.  Duncan  and  Fleeson179  have  re- 
ported a single  instance  of  hemorrhage 
without  apparent  cause  after  5 mg.  of  reser- 
pine  intravenously  and  2 mg.  orally. 

Bachrach,178  in  a summary  article,  could 
find  a total  of  only  20  reported  instances  of 
new  and  reactivated  ulcer  in  the  literature. 
Considering  the  extensive  use  of  reserpine 
and  compared  to  the  estimated  incidence  of 
ulcer  in  the  general  population,  he  suggested 
that  reserpine  may  exert  a protective  effect 
rather  than  cause  ulcer.  However,  one  can- 
not ignore  the  time  relationship  between  the 
administration  of  reserpine  and  the  onset  of 
new  ulcers  and  reactivation  of  old  lesions.182 
Reserpine  in  intravenous  doses  of  over  1 mg. 
is  a very  potent  stimulus  to  gastric  secretory 
activity.178  The  sensible  attitude  toward 
reserpine  seems  to  be  that,  although  it 
rarely  happens,  ulcers  may  develop  as  a re- 
sult of  treatment  and  should  be  watched  for, 
especially  if  doses  larger  than  1 mg.  are  used. 

Several  other  drugs  have  been  associated 
in  isolated  instances  with  the  development 
or  reactivation  of  ulcers  or  with  bleeding. 
Parson183  has  reported  a single  instance  sug- 
gesting that  nicotinic  acid  given  for  hyper- 
cholesterolemia reactivated  an  old  ulcer. 
Nitrofurantoin  has  been  suspected  of  induc- 
ing gastrointestinal  bleeding.184  The  vaso- 
constrictors, phenylephrine  hydrochloride 
and  1 -norepinephrine 18 5 used  in  manage- 
ment of  severe  postoperative  shock,  have 
been  blamed  for  diffuse  hemorrhagic  enteri- 
tis caused  by  marked  vasoconstriction; 
9 to  10  deaths  caused  by  a similar  process 
have  been  attributed  to  digitalis. 186 

Conclusion 

This  by  no  means  tells  the  whole  story. 
Additional  time  would  be  well  spent  in  dis- 
cussing the  role  of  antibiotic-induced  changes 
in  the  bowel  flora  and  the  resultant  diarrhea, 
pruritus  ani,  and  pseudomembranous  enter- 
ocolitis. Of  equal  importance  is  the  possible 
precipitation  of  toxic  dilatation  of  the  colon 
in  ulcerative  colitis  by  anticholinergic  drugs, 
opiates,  an  ill-timed  barium  enema,17  or  even 
ACTH  and  adrenal  steroids.2119 

Diseases  of  medical  progress  of  other  organ 
systems  have  not,  of  course,  been  touched 
on.  However,  I hope  that  this  presentation 
of  some  of  those  which  involve  the  gastro- 
intestinal system  will  prove  useful.  This 


report  is  not  intended  as  a sermon  preaching 
therapeutic  nihilism.  Refusal  to  employ  a 
drug  because  of  fear  of  possible  production 
of  a disease  of  medical  progress  when  indica- 
tions for  its  use  are  clear  is  worse  than  its 
indiscriminate  use  for  fuzzy  reasons.  It 
seems  logical  that  knowledge  and  under- 
standing of  the  problems  will  permit  more 
realistic  employment  of  our  growing  thera- 
peutic arsenal. 
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Although  light  sensitivity  eruptions 
were  noted  as  early  as  1798  by  Willan,1  the 
clinical  entity  known  today  as  polymorphous 
light  eruption  was  probably  first  described 
as  “ekzema  solare”  by  Veiel  in  1887. 2 
Hutchinson3  and  Crocker4  later  reported 
cases  which  satisfy  the  clinical  criteria  used 
by  Hausmann  and  Haxthausen  in  1929 5 
when  they  coined  the  term  “chronic  poly- 
morphous light  eruption.”  Today,  this 
disease  entity  refers  to  a broad  group  of 
morphologically  similar  cutaneous  lesions 
appearing  from  one  to  four  days  after  light 
exposure  on  those  skin  sites  exposed  to  solar 
radiation.  Those  areas  of  the  body  com- 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Syphilology,  May  16,  1963. 

* This  study  was  aided  by  a grant  from  the  U.S.  Army 
Medical  Research  and  Development  Command  (Contract 
#DA-49-193-MD-2275)  and  the  Westwood  Pharmaceutical 
Company,  Buffalo,  New  York. 


A simple  artificial  light  source,  consisting  of 
four  parallel  fluorescent  sunlight  tubes,  was 
used  to  reproduce  the  clinical  lesions  of 
polymorphous  light  eruptions  in  16  patients 
with  polymorphous  light  eruptions;  the 
lesions  were  clinically  similar  to  those  re- 
sulting from  exposure  to  natural  sunlight. 
Six  patients  with  chronic  discoid  lupus 
erythematosus  and  20  normal  volunteers 
showed  no  abnormal  response.  Topical  sun- 
screens and  internal  quinoline  therapy  were 
used  effectively  in  treatment  following  the  light 
testing  procedures. 


monly  involved  are  the  face,  the  V of  the 
neck,  and  the  arms.  However,  any  areas 
receiving  sufficient  intensity  of  actinic  radia- 
tion may  also  be  affected.  Reports  con- 
cerning the  incidence  and  morphology  of 
lesions  have  been  described  in  the  published 
works  of  Epstein,6  Lamb  et  al.1  Kesten  and 
Statkin,8  Epstein, 9 Levy,  Kahn,  and  Shaffer, 10 
Christiansen  and  Brodthagen,11  and  others. 
These  lesions  include  vesicles,  papules, 
plaques,  and  eczematous  and  erythematous 
areas.  Because  of  the  wide  morphologic 
character  of  the  lesions  of  polymorphous 
fight  eruption,  there  is  apt  to  be  confusion  in 
its  differential  diagnosis  with  other  con- 
ditions of  somewhat  similar  appearance  and 
location,  such  as  chronic  discoid  lupus 
erythematosus,  contact  and  photocontact 
dermatitis,  and  lymphocytic  infiltration. 

Unfortunately  there  is  as  yet  no  reliable 
serologic  or  biochemical  test  which  is  specific 
for  the  diagnosis  of  polymorphous  fight 
eruption.  Consequently,  it  is  most  impor- 
tant that  there  be  a convenient  diagnostic 
fight  test  which  is  suitable  for  office  practice. 

It  is  the  design  of  this  paper  to  report  a 
fight  source  which  may  be  used  in  the 
diagnosis  of  polymorphous  fight  eruption 
and  also  may  be  utilized  for  estimating  the 
therapeutic  response  of  patients  to  topical 
and  internal  medications  used  in  the  treat- 
ment and  management  of  polymorphous 
fight  eruption. 

Methods  and  materials 

Patients.  Sixteen  patients  with  poly- 
morphous fight  eruption  who  were  seen  at 
our  clinic  during  the  past  three  years  are 
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TABLE  I.  Duration,  clinical  features,  light  sources,  induced  morphology,  and  response  to  therapy  in  16 

patients  with  polymorphous  light  eruptions 


Patient 

Age  (Years) 

Sex 

Duration 

(Years) 

Clinical 

Morphology 

Light 

Source* 

Reaction 

Through 

Window 

Glass 

Therapeutic 

Response 

1 

72 

F 

3 

Papular 

F 

0 

Excellent 

2 

45 

F 

35 

Papular 

F 

0 

No  follow-up 

3 

32 

F 

25 

Vesicular 

S 

0 

Good 

4 

37 

M 

3 

Papular 

F 

0 

Excellent 

5 

37 

M 

9 

Papular-plaque 

C 

0 

Excellent 

6 

41 

M 

3 

Papulovesicular 

F,C,S 

0 

Good 

7 

32 

M 

4 

Papular-plaque 

F,C,S 

0 

Excellent 

8 

55 

F 

4 

Papular-plaque 

C,S 

0 

No  follow-up 

9 

46 

M 

17 

Erythema 

F,C,S 

Erythema 

Poor 

10 

33 

M 

10 

Papular 

F,C 

0 

Good 

11 

33 

F 

6 

Papular 

F,S 

0 

Excellent 

12 

40 

F 

1 

Papular-plaque 

F,C 

0 

Excellent 

13 

38 

F 

10 

Papulovesicular 

F,S 

0 

Excellent 

14 

60 

M 

3 

Eczematous 

F 

0 

Excellent 

15 

37 

M 

9 

Papular 

F 

0 

Good 

16 

27 

F 

9 

Erythema 

F,S 

Erythema 

No  follow-up 

Totals 

Mean  age 

8F 

Mean  duration 

41.5  years 

8M 

9.4  years 

* Key  F = Westinghouse  fluorescent  tubes  (2,800  to  3,150  A) 
S = Natural  sunlight  (New  York  City,  June,  1962) 

C =»  Carbon  arc  lamp  (with  Corex  D filter) 


included  in  this  report.  Data  concerning 
their  histories  and  clinical  features  are 
summarized  in  Table  I.  None  of  the 
patients  was  known  to  have  serologic  or 
biochemical  findings  that  could  be  related  to 
other  photosensitivity  diseases,  nor  were 
they  known  to  have  histories  of  exposure  to 
recognized  photosensitizers.  The  control 
group  consisted  of  6 patients  with  chronic 
discoid  lupus  erythematosus  and  20  normal 
ambulatory  volunteers. 

Light  source.  Four  parallel  T-12,  20- 
watt,  24-inch  Westinghouse  fluorescent  sun- 
lamp tubes  were  used  in  this  study  (Fig.  1). 
The  major  portion  of  the  emission  spectrum 
of  this  light  source  is  between  2,850  and 
3, 300 A (Fig.  2).  Controlled  studies  for 
comparative  purposes  were  performed  using 
natural  sunlight,  a carbon  arc  lamp,  and  a 
hot  quartz  mercury  vapor  lamp. 

Method  of  testing.  Six  carefully 
shielded  sites,  2.5  by  2.5  cm.,  on  the  lower 
lumbar  area  were  irradiated  at  a target  skin 
distance  of  25  cm.  The  intensity  of  the 
ultraviolet  radiation  reaching  the  skin  site  at 
this  distance  was  approximately  1,000 
microwatts  per  square  centimeter.*  This 
period  of  exposure  ranged  from  30  to  360 
seconds  respectively  or  an  erythema  dose  of 
0.5  to  6 units.  This  corresponds  clinically 
with  ten  to  one  hundred  twenty  minutes  of 
New  York  City  sunlight  at  noon  in  the 

* Measurements  obtained  with  Eppley  Thermopile  number 
4259,  Eppley  Laboratory,  Newport,  Rhode  Island. 


month  of  June.  The  erythema  was  graded 
in  arbitrary  units  from  0 to  plus  4,  and  any 
resulting  lesions,  such  as  papules,  vesicles, 
plaques,  and/or  edema,  were  recorded. 
Readings  of  these  test  sites  were  made  im- 
mediately and  at  periods  of  one,  three, 
and  seven  days  after  irradiation. 

Results 

Readings  at  twenty-four  hours.  A 
comparison  of  the  twenty-four-hour  readings 
of  the  16  patients  with  polymorphous  light 
eruption,  the  20  normal  ambulatory 
volunteers,  and  the  6 patients  with  chronic 
discoid  lupus  erythematosus  showed  no 
significant  differences  with  regard  to  the 
erythema  threshold  or  the  intensity  of 
erythema.  The  average  resultant  erythema 
readings  for  these  subjects  showed  no  re- 
action after  30  seconds  of  exposure;  minimal 
but  definite  erythema  (1  plus)  after  60  to  90 
seconds  of  exposure;  moderate  erythema 
(2  plus)  after  120  to  180  seconds  of  exposure; 
and  considerable  erythema  (3  plus)  after  270 
to  360  seconds  of  exposure.  No  papules, 
plaques,  or  vesicles  were  noted  during  the 
first  twenty -four  hours. 

Readings  at  three  to  seven  days.  No 
significant  differences  were  noted  in  the 
erythema  response  of  the  42  subjects  with 
the  exception  of  patients  9 and  16.  How- 
ever, 14  patients  classified  with  poly- 
morphous light  eruptions  developed  the 
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FIGURE  1.  Adjustable  mounting  for  four  floures- 
cent  tubes  used  in  light  tests. 


2600  3000  3200  3400  3600  3000 

WAVELENGTH  (A) 


FIGURE  2.  Emission  spectrum  of  fluorescent  tube 
used  in  diagnostic  tests  for  polymorphous  light 
eruption. 

lesions  noted  in  Table  I and  Figures  3 and  4. 
Eleven  patients  developed  papules,  and  in 
4 of  these  the  papules  coalesced  to  form 
plaques.  Two  patients  developed  discrete 
vesicles  or  papulovesicles,  and  1 patient 
developed  a marked  eczematous  response. 
The  abnormal  response  in  2 of  the  patients 
(Cases  9 and  16  in  Table  I)  consisted  of 
erythema  persisting  for  at  least  four  weeks, 
whereas  the  normal  response  under  the  same 
conditions  would  be  complete  disappearance 
of  the  erythema  in  less  than  fourteen  days. 
In  the  16  patients  who  were  diagnosed 
clinically  as  having  polymorphous  light 
eruptions,  the  lesions  induced  in  the  test 
sites  closely  resembled  the  clinical  lesions  on 
the  face,  the  V of  the  neck,  and  on  the  arms. 


FIGURE  3.  Clinical  appearance  of  papular  type  of 
polymorphous  light  eruption  after  exposure  to 
natural  sunlight. 


The  dosage  of  ultraviolet  radiation  necessary 
to  induce  these  lesions  averaged  1.5  by 
10 6 ergs  per  square  centimeter  and  is  in 
accord  with  data  recently  reported  by 
Epstein. 12  None  of  the  normal  volunteers  or 
patients  with  chronic  discoid  lupus  erythem- 
atosus developed  any  abnormal  lesions. 

Response  to  therapy.  Four-amino  - 

quinoline  therapy  and  topical  sunscreening 
agents  were  instituted  following  the  light- 
testing procedures.  Hydroxychloroquine 
sulfate  (Plaquenil  sulfate,  200-mg.  tablets) 
were  prescribed,  in  dosages  from  400  to 
1,600  mg.  per  day.  The  therapeutic  re- 
sponse of  the  test  patients  is  listed  in  Table 
I.  These  patients  also  received  a topical 
sunscreen  containing  a substituted  benzoic 
acid  nucleus  compound  (that  is,  para- 
aminobenzoic  acid)  and  titanium  dioxide. 

Comment 

The  16  patients  with  polymorphous  light 
eruptions  showed  an  equal  sex  distribution 
and  a mean  age  of  onset  of  thirty-eight  years 
(Table  I).  This  is  consistent  with  the 
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FIGURE4.  Appearance  of  induced  papular  lesions 
on  back  of  patient  seventy-two  hours  postirradia- 
tion with  fluorescent  light  source. 


previous  reports  of  Epstein, 1 3 and  Allington. 14 
The  most  common  structures  noted  in  our 
group  was  papular-plaque-like  lesions. 

Patients  in  the  New  York  City  area 
usually  date  the  onset  of  the  polymorphous 
light  eruptions  to  the  springtime  with  the 
increase  in  the  intensity  of  ultraviolet 
radiation.15  The  onset  may  occur  at  any 
time  in  those  areas  of  continual  sunshine  or 
areas  of  high  ultraviolet  ray  reflection  from 
snow.  Generally,  the  eruption  persists 
throughout  the  summer  months  and  often 
fades  in  intensity  during  the  late  summer, 
disappearing  entirely  in  the  fall  and  winter 
months  without  residual  pigmentation  or 
scarring.  This  condition  is  more  commonly 
seen  in  adults  and  has  not  been  found  to 
follow  or  coexist  with  any  other  known 
disease  process.  Persons  with  fair  com- 
plexions are  most  commonly  affected,  al- 
though 2 cases  in  this  series  were  in  dark- 
skinned  Negroes. 

The  experimental  induction  of  the  lesions 
of  polymorphous  light  eruption  utilizing 
artificial  light  sources  has  been  known  for 
many  years.  Blum15  cites  experiments  done 
by  Haxthausen  as  early  as  1919  and  by 
others  including  D ’Amato,  Harer,  and 
Giflifan.  The  most  definitive  early  work  is 
that  of  Schaumann  and  Lindholm16  who  re- 
ported that  the  ultraviolet  mercury  lines  of 
the  sunburn  spectrum  induced  papular 
lesions  while  visible  light  failed  to  induce 
them.  With  small  exception  this  has  been 
our  experience,  using  physiologic  dosages  of 
solar  radiation.  However,  the  inability  of 
some  investigators  to  induce  consistently 
the  lesions  of  polymorphous  light  eruption, 
we  believe,  was  caused  primarily  by  the 
inadequacy  of  the  light  sources.  The  hot 
quartz  mercury  vapor  lamp  which  was  com- 


FIGURE  5.  Exposure  and  shielding  technic  used 
for  light  testing  on  lumbar  area. 


monly  used  in  earlier  studies  emits  a dis- 
continuous spectrum  which  may  not  always 
include  the  proper  wavelengths  and  adequate 
quantities  of  radiation.  The  carbon  arc 
lamp,  we  feel,  is  an  excellent  source  of 
continuous  ultraviolet  radiation  but  is  too 
cumbersome  and  too  difficult  to  be 
standardized  as  a routine  office  instrument. 
Of  course,  natural  sunlight  would  be  the 
ideal  light  source  if  it  were  regularly 
available  under  reproducible  conditions. 
Because  of  the  limitations  of  these  light 
sources  the  introduction  of  fluorescent  tubes 
has  afforded  a great  advance  in  photobio- 
logic studies.  The  advantages  of  these 
tubes  include  ease  of  accessibility,  relative 
low  cost,  broad  range  of  emission  spectrum, 
and  a continuous  light  source  that  can  be 
standardized  readily  (Figs.  2 and  5). 

Our  studies  once  more  confirm  the  sug- 
gestion of  Haxthausen  that  ultraviolet 
light  is  the  responsible  factor  in  poly- 
morphous light  eruption.  Elimination  of 
this  radiation  by  means  of  a window  glass 
filter  (removing  ultraviolet  radiation  below 
3, 150 A)  abolishes  the  capacity  to  induce  the 
lesions.  However,  2 unusual  cases  diagnosed 
as  erythema  solare  perstans  (patients  9 and 
16)  did  develop  abnormal  erythema  through 
the  window  glass  filter. 

The  excellent  clinical  response  to  “anti- 
malarial  drugs”  such  as  chloroquine,  quina- 
crine,  amodiaquin,  and  hydroxychoroquine 
has  been  well  documented  during  the  past 
ten  years.10*11  Our  experience  has  been 
restricted  to  the  use  of  hydroxychloroquine 
in  dosages  ranging  from  400  to  1,600  mg. 
per  day  for  periods  of  three  to  four  months 
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each  year.  No  harmful  hematologic  or 
ocular  effects  were  noted  in  patients  using 
this  therapeutic  schedule.  However,  be- 
cause of  the  accumulated  reports  of  more 
than  40  cases  by  Bernstein17  of  retinal  damage 
associated  with  the  use  of  antimalarial  drugs, 
it  is  imperative  that  the  dosage  and  period 
of  use  of  these  medications  be  restricted  to 
the  minimal  effective  level. 

The  use  of  topical  sunscreens  in  combina- 
tion with  systemic  hydroxychloroquine 
therapy  is  one  such  method  of  reducing  the 
effective  dosage  of  systemic  medication. 
Our  experience  indicates  that  para-amino - 
benzoic  acid,  5 to  12  per  cent,  used  with 
titanium  dioxide,  2 to  6 per  cent,  prepared  in 
a water-washable  tinted  base  is  an  effective 
preparation.1819 

Summary 

The  use  of  a simple  artificial  light  source 
for  reproducing  the  clinical  lesions  of 
polymorphous  light  eruption  is  presented. 
The  lesions  that  were  induced  by  this  light 
source  on  the  uninvolved  skin  of  16  patients 
with  polymorphous  light  eruption  were 
found  to  be  clinically  similar  to  those 
resulting  from  exposure  to  natural  sunlight. 
Patients  with  chronic  discoid  lupus  erythem- 
atosus and  normal  volunteers  showed  no 
abnormal  response.  The  same  light  source 
and  technic  was  used  for  demonstrating  the 
beneficial  effects  of  topical  sunscreens  and 
internal  quinoline  therapy  in  the  manage- 


ment of  polymorphous  light  eruption. 
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will  also  regulate  the  use  of  radium  and 
radon. 

Compliance  with  the  new  radiation  safety 
regulations  poses  special  problems  in  the 
treatment  of  patients  with  carcinoma  of  the 
uterus,  for  which  uterine  and  vaginal 
applicators  loaded  with  as  much  as  100  mg. 
of  radium  are  widely  employed.  With 
such  a large  amount  of  radioactive  material 
it  is  not  easy  to  keep  the  radiation  exposure 
to  persons  who  are  not  professional  radiation 
workers  (the  so-called  “innocent  bystander”) 
below  the  permissible  level  of  10  milli- 
roentgens  per  week. 

Many  of  the  resultant  radiation  protection 
problems  can  be  circumvented  by  the  use  of 
the  afterloading  principle,1  which  we  have 
utilized  for  ten  years  in  interstitial  radiation 
therapy,2  and  which  we  first  applied  to  the 
treatment  of  uterine  carcinoma  three  years 
ago.3  It  therefore  appears  an  appropriate 
time  to  describe  briefly  our  latest  applicator 
for  the  treatment  of  carcinoma  of  the 
uterus,  which  we  have  developed  for  after- 
loading with  radium  and  other  radioactive 
sources.  As  in  other  afterloading  pro- 
cedures, only  empty  tubes  are  inserted 
initially;  the  radioactive  sources  are  loaded 
into  these  tubes  at  a later  time.  Radiation 
exposure  in  the  operating  room,  in  the 
recovery  room,  and  in  the  diagnostic  x-ray 
department  is  thus  completely  avoided. 

While  almost  all  other  features  of  uterus 
applicators  have  incited  prolonged  contro- 
versies, the  introduction  of  the  after  loading 
principle  has  been  met  with  wide  approval 
and  other  uterus  applicators  have  been 
modified  for  afterloading. 4 

The  first  uterus  afterloading  applicator 
which  we  used  was  made  up  entirely  of 
plastic  materials. 3 Since  the  plastic  did 
not  withstand  prolonged  clinical  use,  stain- 
less steel  was  employed  in  most  parts  of  our 
later  models.  Other  modifications  of  the 
original  design  were  made  on  the  basis  of 
more  than  three  years  of  clinical  testing. 

Since  we  suspect  that  this  will  not  be  our 
last  model  and  to  distinguish  it  from  our 
previous  designs,  we  refer  to  it  as  our  Model 
1963  uterus  afterloading  applicator.  We 
thus  follow  in  the  footsteps  of  the  American 
automobile  industry,  which  designates  its 
models  by  the  year  following  the  one  in 
which  the  new  model  becomes  available.  A 
happy  by-product  of  this  custom  is  that  one 
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FIGURE  1.  Drawing  of  uterus  afterloading  appli- 
cator. 


is  restrained  from  making  changes  and 
modifications  more  than  once  every  year. 

Design  of  uterus 
afterloading  applicator 

Figure  1 shows  an  engineering  drawing  of 
the  applicator  in  a side  view  and  a bottom 
view.  In  the  upper  part  of  the  bottom 
view  the  solid  fines  indicate  the  open 
position  of  the  lateral  vaginal  spacers,  which 
is  used  during  treatment,  and  the  dotted 
fines  indicate  the  closed  position,  which  is 
used  during  the  insertion  of  the  applicator. 
The  lower  part  of  the  bottom  view  shows  a 
cross  section  of  the  applicator  in  a plane 
passing  through  the  axis  of  the  lateral 
vaginal  tube  and  spacer.  All  parts  are 
made  of  stainless  steel  except  the  lateral 
vaginal  spacers,  which  are  made  of  alu- 
minum alloy. 

The  length  and  direction  of  the  curved 
part  of  the  central  tube  in  the  uterus  can  be 
varied,  since  the  central  uterine  tube  slides 
through  a hole  in  the  main  joint  of  the 
applicator,  which  is  shown  in  detail  in  section 
A A.  The  desired  position  of  the  central 
tube  is  secured  by  a set  screw  in  the  main 
joint  of  the  applicator.  The  central  tube 
serves  as  the  carrier  into  which  the  uterine 
sources  are  afterloaded  and  can  also  be 
used  to  after  load  sources  into  the  vagina. 
If  the  vagina  is  narrow  or  if  the  cervical 
canal  is  hard  to  find,  the  central  uterine 
tube  can  be  inserted  first.  The  vaginal 
part  of  the  applicator  can  then  be  intro  - 


unnecessary  radiation  exposure  in  treat- 
ment of  carcinoma  of  the  uterus  with  radio- 
active applicators  can  be  avoided  by  after- 
loading. An  unloaded  applicator  is  inserted 
into  the  uterus  and  vagina  in  the  operating 
room;  after  the  patient  has  been  returned  to 
her  room,  the  radioactive  sources  are  intro- 
duced. The  afterloading  applicator  permits 
modifications  in  treatment  technic  and  iso- 
dose pattern  according  to  individual  needs  of 
the  patient  and  individual  preferences  of  the 
therapist. 


duced  by  sliding  the  main  joint  over  the 
central  tube. 

The  two  hemispherical  lateral  spacers 
on  the  end  of  the  two  lateral  metal  tubes 
are  hinged  to  the  main  joint.  They  are 
closed  against  the  central  tube  during  the 
insertion  of  the  applicator.  After  the 
insertion  they  are  spread  by  a push-rod 
mechanism  as  far  laterally  as  possible 
but  without  undue  pressure.  The  position 
of  the  push  rod  and  thus  of  the  lateral 
vaginal  spacers  is  then  secured  by  a second 
set  screw,  which  is  located  opposite  the 
first  set  screw  at  the  main  joint  of  the 
applicator.  Each  lateral  spacer  serves  as 
the  receptacle  for  after  loading  of  one  short 
source. 

Figure  2 is  a photograph  of  our  uterus 
afterloading  applicator  in  the  open  position. 
During  the  treatment  the  closed  end  of  the 
curved  central  tube  lies  in  the  uterus,  the 
two  lateral  hemispherical  spacers  are  sit- 
uated in  the  vaginal  fornices,  and  the  main 


FIGURE  2.  Photograph  of  uterus  afterloading  ap- 
plicator in  expanded  position. 
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FIGURE  3.  Insertion  of  uterus  afterloading  appli- 
cator. 

joint  of  the  applicator  is  located  just  out- 
side of  the  vagina. 

Figure  3 illustrates  the  insertion  of  the 
applicator  in  the  operating  room.  This 
sketch  shows  an  important  advantage  of 
our  afterloading  applicator,  namely,  the 
possibility  of  vaginal  and  rectal  palpation 
without  radiation  exposure.  Careful  pal- 
pation after  insertion  of  the  applicator  is 
essential  to  confirm  the  proper  placement 
and  packing  but  is  not  possible  with  an 
ordinary  uterus  applicator  without  excessive 
exposure  to  the  fingertips.  The  customary 
gauze  packing  can  be  used  to  secure  the 
position  of  the  applicator  and  to  increase 
the  distance  to  the  rectum  and  bladder,  or 
an  inflatable  rubber  bag  fashioned  from  a 
Foley  catheter  can  be  used  as  previously 
described.3 

Figure  4 is  an  x-ray  film  showing  the 
position  of  our  applicator  in  a patient  with 
carcinoma  of  the  uterine  cervix.  The 
aluminum  hemispheres  show  up  clearly. 
Their  diameter  of  2.5  cm.  permits  deter- 
mination of  the  magnification  at  the  depth 
of  the  applicator.  X-ray  films  are  taken 
prior  to  the  afterloading  of  the  radioactive 
sources. 

Figure  5 shows  an  arrangement  for  the 
afterloading  in  the  patient’s  room.  If 
possible,  one  room  in  the  hospital  should 
be  set  aside  permanently  for  this  purpose 
and  equipped  with  special  shields.  If  this 
room  is  also  equipped  with  a lead-protected 
safe  for  the  radioactive  sources,  all  handling 
of  the  radioisotope  material  can  be  confined 
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FIGURE  4.  X-ray  film  showing  inserted  uterus 
applicator. 


to  this  area.  Since  only  a few,  well-trained 
persons  need  have  access  to  this  room, 
the  danger  of  radiation  exposure  as  well  as  of 
loss  or  damage  of  the  radioisotope  sources  is 
greatly  reduced.  If  prolonged  nursing  pro- 
cedures are  required,  the  radioactive  sources 
can  be  temporarily  removed  from  the  pa- 
tient. 

Radioisotope  sources 

Our  uterus  afterloading  applicator  can  be 
loaded  with  all  the  natural  and  artificial 
radioisotopes  that  are  commonly  used  in 
intracavitary  therapy.  Each  radioisotope 
has  certain  advantages,  and  depending  on 
personal  preference  and  local  conditions, 
one  or  another  may  be  used. 

Radium  has  such  a long  half-life  (1,622 
years)  that  neither  replacement  nor  adjust- 
ment for  decay  is  required.  Until  now, 
radium  had  an  additional  advantage:  There 
were  practically  no  restrictions  governing 
its  use,  since  it  did  not  fall  under  the 
jurisdiction  of  the  Atomic  Energy  Com- 
mission. However,  the  new  State  and 
city  radiation  laws  are  expected  to  decree 
the  same  stringent  regulations  for  radium 
as  those  enforced  by  the  Atomic  Energy 
Commission  for  artificial  radioisotopes.  One 
of  the  drawbacks  in  using  radium  rather 
than  artificial  radioisotopes  is  the  greater 
threat  posed  by  breakage  of  a radium  cap- 
sule; another  is  the  relatively  low  specific 
activity  of  radium.  Radium  sources  are 
therefore  larger  than  the  other  sources,  and 
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FIGURE  5.  Afterloading  of  uterus  applicator  in 
patient’s  room,  which  is  equipped  with  radiation 
shields  and  a radioisotope  safe. 

not  all  radium  tubes  fit  into  our  standard 
uterus  after  loading  applicator. 

Cobalt-60  is  the  most  widely  used  artificial 
radioisotope  and  can  be  produced  for  a 
small  fraction  of  the  price  of  radium.  If  a 
corrosion-resistant  cobalt  alloy  is  used,  no 
contamination  occurs  in  case  of  breakage  of 
a capsule.  A shortcoming  of  cobalt-60, 
however,  is  its  relatively  short  half-life  (5.3 
years),  which  requires  a monthly  increase 
of  approximately  1 per  cent  in  the  treatment 
time. 

Cesium-137  is  another  suitable  radio- 
isotope. Having  a relatively  long  half-life 
(26.6  years),  it  does  not  require  as  frequent 
changes  in  treatment  time  as  cobalt-60. 
In  addition,  the  lower  energy  of  the  gamma 
radiation  facilitates  the  protection.  Un- 
fortunately, the  production  of  cesium  sources 
is  more  expensive  than  that  of  cobalt  sources 
because  encapsulation  is  more  difficult. 
Also,  because  of  its  powder  form,  cesium-137, 
like  radium,  presents  a greater  hazard  than 
cobalt -60  in  case  of  capsule  breakage. 
This  danger  can  be  greatly  reduced,  how- 
ever, by  the  incorporation  of  the  active 
cesium  in  ceramic  material  in  the  form  of 
microspheres.5 

Other  radioisotopes  which  can  be  readily 
used  in  our  applicator  are  tantalum-182 
(half-life,  118  days)  and  iridium- 192  (half- 
life,  75  days),  but  their  short  half-lives  make 
them  less  practical.  Europium-152  has  a 
longer  half-life  (12.7  years)  than  cobalt-60, 
but  it  is  more  expensive. 


We  load  the  sources  for  the  lateral 
vaginal  spacers  permanently  into  stainless 
steel  tubes  and  the  sources  for  the  central 
uterine  tube  temporarily  into  a nylon  tube. 
The  nylon  tube  permits  visualization  of 
the  number  and  position  of  the  sources  and 
easily  follows  the  curve  of  the  central  uterine 
tube. 


Possible  modifications  of  applicator 

The  many  different  applicators  which  are 
in  use  for  treatment  of  uterine  carcinoma 
reflect  the  divergent  views  on  details  of 
treatment.  In  some  applicators,  for  in- 
stance, the  uterine  and  vaginal  parts  are 
rigidly  jointed,  and  it  is  claimed  that  this  is 
essential  to  accomplish  an  optimal  and 
reproducible  dose  pattern.  In  other  ap- 
plicators, the  uterine  and  vaginal  parts  are 
not  connected,  and  here  it  is  claimed  that 
this  provides  for  greater  flexibility  in  con- 
forming to  the  special  pathologic  anatomy 
of  each  patient. 

Diametrically  opposite  opinions  are  also 
held  on  the  question  of  rigid  metallic  versus 
flexible  plastic  uterine  tubes,  on  the  question 
of  curvature  if  a rigid  central  tube  is  used, 
on  the  question  of  material  for  the  vaginal 
spacers,  on  the  question  of  shielding  of  the 
rectum,  and  on  the  question  of  the  optimal 
dose  to  the  cervical  os.  It  is  obviously 
impossible  to  design  an  applicator  which 
complies  with  everyone’s  particular  belief. 
However,  our  applicator  permits  the  follow- 
ing modifications  without  major  alterations: 

1.  A nonrigid  relationship  between  the 
vaginal  and  the  uterine  sources.  To  ac- 
complish this,  the  central  uterine  tube  is 
simply  not  inserted  through  the  main  joint 
of  the  applicator. 

2.  Substitution  of  the  rigid  metaflic 
central  uterine  tube  by  a flexible  plastic 
central  tube  of  nylon  or  polyethylene  of  the 
same  diameter. 

3.  Substitution  of  the  central  metallic 
tube  by  one  with  a different  curvature  in 
the  uterine  portion. 

4.  Substitution  of  the  hemispherical 
aluminum  alloy  vaginal  spacers  by  spacers 
of  different  material,  size,  and  shape. 
This  can  be  done  with  ease  because  the 
spacers  are  held  in  place  by  a set  screw. 
Aluminum  spacers  are  durable  and  show  up 
clearly  in  radiographs  but  present  more 
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difficulties  for  precise  dosimetry  close  to 
the  surface  of  the  spacers. 

5.  Substitution  of  the  hemispherical 
aluminum  alloy  vaginal  spacers  by  spacers 
which  have  tungsten  or  lead  shields  toward 
the  rectum  and  /or  bladder. 

Loading  pattern 

The  arrangement  of  the  radioactive 
sources  and  therefore  the  relative  dose 
distribution  in  the  treatment  of  uterine 
carcinoma  by  intracavitary  radiation  ther- 
apy varies  greatly  in  different  applicators. 
In  cancer  of  the  uterine  cervix,  for  instance, 
some  applicators  are  heavily  loaded  in  the 
center,  resulting  in  a dose  in  the  order  of 
25,000  to  30,000  r at  the  cervical  os.  In 
contrast,  with  other  applicators  the  dose 
in  the  same  area  may  be  as  low  as  6,000  r. 
Those  who  advocate  the  use  of  a high  dose 
at  the  cervical  os  feel  that  this  is  essential  to 
avoid  central  recurrences,  while  others 
believe  that  such  doses  are  excessive  and 
hazardous. 

It  is  a special  advantage  of  our  after- 
loading applicator  that  many  different  load- 
ing patterns  can  be  used.  Even  during  the 
treatment  the  loading  pattern  can  be 
changed.  The  isodoses  can  therefore  be 
modified  according  to  the  particular  an- 
atomic and  pathologic  findings  and  the 
personal  convictions  of  the  therapist. 

If  a high  dose  at  the  cervical  os  is  desired, 
our  central  tube  is  loaded  in  such  a way 
that  the  last  source  is  at  the  same  level  as 
the  sources  in  the  lateral  vaginal  spacers. 
This  source  is  omitted  if  a relatively  low 
dose  is  desired  in  this  area.  If  the  tumor  is 
more  extensive  on  one  side,  a higher  dose 
can  be  delivered  by  loading  the  vaginal 
spacer  on  that  side  with  a source  of  higher 
activity.  If  a high  dose  in  the  uterine 
fundus  is  desired,  a source  of  higher  linear 
activity  can  be  placed  in  the  end  of  the 
uterine  tube.  If  irradiation  of  the  vaginal 
wall  appears  indicated,  sources  can  also  be 
used  in  the  vaginal  portion  of  the  uterine 
tube. 

The  relative  dose  to  the  rectum  and 
bladder  can  also  be  influenced  by  the  size 
and  placement  of  the  sources.  A small 
source  of  cobalt-60  in  the  center  of  the 
vaginal  spacer,  for  instance,  gives  a con- 
centric isodose  pattern.  A higher  dose 
rate  in  the  direction  of  the  cervix  rather 


than  the  rectum  can  be  obtained  by  ad- 
vancing the  sources  in  the  vaginal  spacers  H 
off  center  toward  the  cervix.  This  results  r! 
in  a dose  distribution  similar  to  that  ob- 
tained when  lead  or  tungsten  shields  are  i 
used  toward  the  rectum  and  bladder  or  j 
when  the  vaginal  radium  tubes  are  placed, 
as  in  most  other  applicators,  at  a right 
angle  to  the  radium  tubes  in  the  uterus. 

The  isodose  pattern  can  be  modified  not 
only  by  the  location  and  activity  of  the 
sources  but  also  by  the  length  of  time  dif- 
ferent sources  are  left  in  place.  This  is 
important  if  only  a few  sources  are  avail- 
able. For  instance,  if  a high  dose  in  the 
uterine  fundus  is  desired,  a short  radio- 
active source  can  be  introduced  into  the 
end  of  the  central  tube  after  the  other  radio- 
active sources  have  been  removed. 

Summary 

The  radiation  safety  problems  which 
arise  in  the  treatment  of  uterine  carcinoma 
with  radioactive  applicators  can  be  greatly 
reduced  by  afterloading.  An  unloaded 
applicator  is  inserted  into  the  uterus  and 
vagina  in  the  operating  room.  After  the 
patient  has  been  returned  to  her  room, 
the  radioactive  sources  are  introduced. 
In  this  way,  all  radiation  exposure  in  the 
operating  room,  in  the  recovery  room,  and 
in  the  diagnostic  x-ray  department  is  com- 
pletely avoided,  and  the  radioactive  sources 
are  confined  to  one  room,  where  they  can  be 
handled  under  adequate  facilities  by  ex- 
perienced personnel. 

An  improved  uterus  afterloading  applica- 
tor is  described  which  permits  many  modi- 
fications in  treatment  technic  and  isodose 
pattern  according  to  the  individual  needs 
of  the  patient  and  the  personal  preferences 
of  the  therapist. 
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X he  sleep  temples  of  the  ancient  Greeks 
were  the  shrines  of  Asclepius,  son  of  Apollo, 
god  of  medicine  and  healing.1  Worship  of 
Asclepius  and  the  sleep  temples  were  in- 
troduced into  Rome  about  293  B.C.  as  a 
promise  of  relief  from  the  plague.  It  was 
believed  that  the  soul  departed  from  the 
sinful  body  of  a person  during  sleep  and 
thus  purified  was  able  to  communicate 
with  divine  powers  to  attain  a cure,  the 
elements  of  which  he  bore  within  himself. 2 

Thus,  from  antiquity,  curative  processes 
have  been  associated  with  the  phenomenon  of 
sleep.  The  newborn  infant  sleeps  from 
twenty  to  twenty-two  hours  per  day,  and 
the  average  adult  spends  about  one-third 
of  his  life  sleeping.  Exactly,  what  is  sleep? 

Nature  of  sleep 

Webster's  New  International  Dictionary 
defines  sleep  as  follows:  “A  natural,  tem- 
porary, and,  in  health,  periodical,  diminu- 

Read  before  the  Fifth  Annual  Scientific  Meeting  of  the 
American  Society  of  Clinical  Hypnosis,  Chicago,  Illinois, 
October  20,  1962. 


difficulty  in  falling  asleep  and  excessively 
restless  sleep  in  children  may  be  caused  by 
physical  or  emotional  factors.  The  emotional 
problem  is  usually  anxiety  resulting  from  such 
factors  as  fear  of  darkness  and  death,  illness 
or  death  of  a parent,  and  quarrels  between 
parents.  Hypnosis  may  be  an  effective  mode 
of  treatment.  By  properly  worded  suggestions 
the  child  is  reassured  of  his  parents’  love,  and 
his  feelings  of  self-confidence  and  self-esteem 
are  bolstered,  thus  relieving  his  tensions  and 
anxieties. 


tion  of  sensation,  feeling,  and  thought, 
amounting  in  heavy  slumber  to  an  almost 
complete  cessation  of  conscious  life;  that 
state  of  the  animal  marked  by  diminution 
of  sensorimotor  activity.”  Sleep  is  also 
defined  as  a temporary  sensorimotor  in- 
activity and  a partial  loss  of  response  to 
environmental  stimuli;  an  inertness,  tor- 
pidity, numbness,  or  quiescence  as  that  of 
death. 

The  psychiatrists  tell  us  that  sleep  is  one 
of  our  primary  vital  necessities  and  of  basic 
significance  in  the  economy  of  life.  The  reg- 
ular alternations  of  wakefulness  and  sleep 
coincide  with  the  cosmic  succession  of  day 
and  night  and  are  one  of  the  fundamental 
expressions  of  psychobiologic  rhythm.3  It 
is  considered  by  others  to  be  a conditional 
phenomenon  or  simply  a habit. 4 

Neurophysiologists  favor  the  thought 
that  sleep  is  a result  of  changes  in  neural 
function.  Reduction  of  sensory  stimula- 
tion, auditory,  visual,  and  proprioceptive 
(especially  of  muscle),  is  conducive  to  sleep,5 
or  possibly  the  sensory  stimulation  is 
quantitatively  too  low  to  maintain  wakeful- 
ness. 

It  has  been  established  that  most  body 
functions  decrease  in  activity  during  sleep. 
Metabolism  slows,  as  does  the  heart  rate 
and  respiration.  Blood  pressure  and  body 
temperature  are  lowered,  but  skin  tempera- 
ture is  increased.  The  deep  reflexes  are 
diminished  in  activity  and  may  be  lost. 
Recovery  from  fatigue  and  a repair  of  body 
tissue  apparently  occur. 

Electroencephalographic  studies  have  in- 
dicated that  there  are  changes  in  the  elec- 
trical potentials  of  the  cerebral  cortex 
during  sleep  as  compared  with  the  waking 
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state.  The  function  of  the  subcortical 
“arousing”  center,  the  RAS  (reticular  acti- 
vating system)  in  the  midbrain,  with  the 
effect  of  sensory  stimuli  deprivation  as  an 
inhibitory  influence6  7 is  our  most  advanced 
concept  of  the  mechanism  of  sleep.8 
Thoughts  either  can  stimulate  the  RAS  to 
produce  arousal  or,  conversely,  allow  it  to 
be  indifferent  or  nonreactive  to  environ- 
mental stimuli  and  thus  permit  sleep. 9 

Sleep  is  not  a static  state.  It  varies 
quantitatively  in  number  of  hours  and 
qualitatively  in  depth  and  motility.10  In- 
vestigative work  has  indicated  that  anxiety 
affects  the  ability  to  fall  asleep  and  also 
affects  the  depth  of  sleep.  Thus  the  bene- 
ficial or  reparative  functions  of  sleep  will 
vary  because  of  these  factors. 

Kleitman,9  Sullivan,11  and  others  have 
shown  that  sleep  plays  an  important  basic 
part  in  an  individual’s  psychologic  life  and 
is  a vital  process.  Dreaming  is  also  a 
necessity,  so  that  unsatisfied  needs  of  waking 
life  can  be  symbolically  structured  for  the 
discharge  of  accumulated  tensions. 12 

What  constitutes  “enough”  sleep?  This 
cannot  be  measured  merely  by  the  duration 
of  sleep;  the  depth  and  activity  during 
sleep  are  important  factors.  The  simplest 
answer  is  that  if  a person  falls  asleep  easily 
and  awakens  refreshed  and  ready  for  the 
activities  of  the  day,  he  has  had  enough 
sleep.13  Lack  of  sleep  influences  our  health 
and  efficiency. 

Classification  of  sleep 
disorders  (Kleitman)14 

Refusal  to  go  to  bed.  Refusal  to  go 
to  bed  is  not  truly  a sleep  problem  but  one 
of  discipline  and  training.  It  indicates 
an  unwillingness  rather  than  an  inability 
to  sleep.  You  are  all  familiar  with  the 
pattern  in  young  children — “Can  I have  a 
glass  of  water?”  “Open  the  window.” 
“Close  the  window.”  “I’m  hot.”  “I’m 
cold.”  “I’m  hungry.”  “Kiss  me  good 
night” — again,  and  again,  and  again.  Or 
the  child  goes  through  ritualistic  perform- 
ances, all  attention-getting  devices.  If  his 
wishes  are  not  complied  with,  he  will  rant 
and  rage,  cry  and  vomit,  and  so  forth. 
Who  wins  the  battle?  You’ve  guessed  it 
and,  I venture  to  say,  have  been  a party  to 
it  yourselves.  The  exasperated,  embar- 
rassed, frantic,  miserable  parent  concedes 


the  victory  to  the  child.  Each  nightly 
victory  strengthens  the  habit,  as  Pavlovians 
well  know,  and  this  is  usually  the  same  child 
who  has  just  put  his  parents  through  a 
mealtime  session  of  antics.  Hypnosis  of 
the  child  has  no  place  here.  It  is  the 
parents  who  need  training. 

Difficulty  in  falling  asleep.  Dif- 
ficulty in  falling  asleep  may  be  the  result  of 
physical  or  emotional  factors.  The  physical 
factors  include  thirst,  hunger,  indigestion, 
excessive  heat  or  cold,  and  physical  illness 
which  produces  high  fever,  chills,  itching, 
pain,  breathing  difficulties  from  enlarged 
adenoids,  and  so  forth.  Obviously,  the 
treatment  is  to  remove  the  cause.  Emotions 
affect  physiologic  processes  and  sleep  is  no 
exception.  Emotional  factors  are  by  far 
the  greatest  cause  of  difficulty  in  falling 
asleep  and  affect  as  well  the  depth  and 
quality  of  the  sleep  to  an  extent  that  can  be 
detrimental  to  the  health,  conduct,  and 
efficient  functioning  of  the  child.15  Here, 
hypnosis  can  be  used  as  a therapeutic  tool, 
and  this  will  be  discussed  shortly  in  greater 
detail. 

Restless  sleep.  Some  degree  of  move- 
ment and  change  of  position  is  normal. 
However,  teeth-grinding,  talking,  terrors, 
nightmares,  and  sleepwalking  are  all  patho- 
logic sleeping  patterns.  If  they  interfere 
with  restful  sleep  and  refreshed  awakening, 
the  cause  must  be  determined  and,  if  pos- 
sible, removed.  Insomnia  is  rare  in  children. 
It  is  usually  due  to  fairly  deep-seated  anxie- 
ties and  is  best  dealt  with  by  the  psychiatric 
consultant. 

Emotional  factors  in  sleep  problems 

Let  us  now  return  to  the  emotional  prob- 
lems of  children  which  are  most  often  the 
cause  of  the  most  common  complaint,  dif- 
ficulty in  falling  asleep. 

The  most  important  step  in  getting  at  the 
root  of  the  difficulty  is  a careful,  thorough 
history,  taken  with  tact,  patience,  and  con- 
sideration, which  delves  into  family  inter- 
personal relationships  and  attitudes,  with 
an  evaluation  of  the  social,  economic, 
religious,  cultural,  and  environmental  situa- 
tion. Abnormal  behavior  in  other  spheres 
of  activity  must  be  considered.  Incidents 
of  psychic  trauma  which  may  have  oc- 
curred recently  or  years  before  must  be 
evaluated.16  We  must  learn  as  well  about 
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the  prebedtime  routines  of  the  child  and 
the  physical  situation  in  the  household  and 
bedroom.  For  example,  are  the  parents 
living  together?  Do  they  quarrel  within 
sight  or  earshot  of  the  child?  Do  they 
punish  the  child  for  being  “naughty”  by 
putting  him  to  bed,  thus  relating  bed  and 
punishment?  Has  the  child  been  disciplined 
by  being  locked  in  a dark  closet,  thus  creat- 
ing a fear  of  the  dark?  Is  it  the  custom  of 
the  child  to  watch  television  before  bedtime? 
What  about  bedtime  stories  and  prayers? 
Is  there  a great  deal  of  physical  activity  or 
excitement  before  bedtime?  Has  anyone 
close  to  the  child  recently  become  very  ill 
or  died,  and  what  was  the  child’s  reaction? 
Have  there  been  any  recent  operations  or 
illnesses  or  any  new  siblings?  And  so  on. 

Case  histories 

Case  1 . This  patient  was  a shy  girl  of  eight 
years,  with  an  older  sister  who  was  more  out- 
going, prettier,  and  more  popular.  Recently, 
her  elderly  grandmother  died,  and  she  then 
developed  the  pattern  of  lying  awake  in  bed 
for  hours  and  finally  falling  into  a restless, 
tossing  sleep.  She  would  awaken  in  a few 
hours,  go  into  her  parents’  room,  and  finally 
into  her  mother’s  bed.  This  occurred  night 
after  night,  and  the  pattern  became  firmly 
established.  The  parents  were  helpless  to  cope 
with  the  problem. 

Careful  questioning  brought  out  the  fact  that 
when  she  inquired  about  the  death  of  her 
grandmother,  some  kind,  well-meaning  person 
had  told  the  child  that  “death  is  nothing  to 
worry  about;  it  is  just  like  going  to  sleep.” 
This  sensitive  child,  who  already  had  a feeling 
of  inferiority  because  of  her  sister  and  thus  had 
lost  some  of  her  self-confidence  and  self-esteem, 
now  learned  to  equate  going  to  sleep  with  death. 
She  was  afraid  to  sleep ; she  might  die ! 

An  interesting  fact  was  uncovered.  Her 
bedtime  prayer  was  the  usual,  “Now  I lay 
me  down  to  sleep,  I pray  the  Lord  my  soul  to 
keep,  if  I should  die  before  I wake,”  and  so  on. 
This  further  reference  to  death  was  being  re- 
peated and  reinforced  just  when  she  was  in  that 
presleep  “twilight”  zone,  which  is  so  similar  to 
a light  trance  state. 

Treatment  was  instituted  in  the  form  of  sug- 
gestions given  by  the  mother  at  bedtime, 
when  the  child  was  fatigued.  The  prayer  was 
changed  to  “I  thank  Thee  Lord  for  Thy  loving 
care.  It’s  good  to  know  You  are  always  there.” 
Then  the  mother  would  hug  and  kiss  the  child 
and  tell  her  how  much  she  loved  her,  that  she 
would  always  be  near  at  hand  in  case  her 
beautiful  child  wanted  her.  She  would  have  a 
good  sleep  through  the  entire  night  and  “would 
wake  up  in  the  morning  bright  and  cheerful, 
feeling  good  all  over.”  Then  the  mother  would 


sit  by  the  side  of  the  bed  softly  repeating  these 
words  until  the  child  dropped  off  into  deep 
slumber. 

Thus  the  mother  assumed  the  role  of  hypno- 
therapist perfectly.  She  had  rapport  and  a 
perfect  interpersonal  relationship  and  was  a 
loved  figure.  She  suggested  to  her  child  love, 
self-confidence,  and  self-esteem.  She  gave  the 
proper  posthypnotic  suggestions  of  a good 
night’s  sleep,  a cheerful  awakening,  feeling 
good — all  of  this  in  a perfect  setting.  It  is 
no  wonder  that  in  a short  time  there  was  no 
longer  any  problem,  and  a normal  sleep  pattern 
had  been  attained. 

Case  2.  This  nine-year-old  boy  would  toss 
and  turn  for  hours  at  night,  singing  and  talking, 
not  because  he  was  happy  but  because  he  was 
afraid  to  shut  his  eyes  and  go  to  sleep.  The 
history  was  unrevealing  except  for  the  fact  that 
this  pattern  had  developed  almost  immediately 
after  he  came  home  from  the  hospital  after  a 
tonsillectomy  and  adenoidectomy.  He  said, 
“They  lied  to  me  and  said  it  would  not  hurt. 
They  smothered  me.  I smell  that  stuff  when- 
ever I go  to  sleep.” 

Too  few  parents  appreciate  that  a tonsil- 
lectomy can  be  a very  horrifying  experience  for 
a child.  He  is  abandoned  to  strangers,  in  a 
foreign,  frightening  environment,  pricked  with 
needles,  then  suffocated,  and  finally  awakens 
with  a cut  throat,  in  severe  pain. 

In  this  case  the  boy  was  far  more  intelligent 
and  understanding  than  the  parents.  Sedatives 
were  not  given  in  spite  of  parental  demands, 
and  the  parents  were  finally  persuaded  to  con- 
sent to  treatment  for  the  child. 

It  was  explained  to  the  patient  that  the  tonsil- 
lectomy was  necessary  so  that  he  would  grow 
big  and  strong;  that  his  parents  permitted  the 
operation  only  because  the  doctor  thought  it 
essential  and  because  they  loved  him  so  much 
and  wanted  him  to  be  well.  Now  he  would  feel 
better  and  grow  bigger  and  stronger  every  day — 
a promise  which  was  almost  a certainty. 

He  readily  achieved  a medium  trance  state 
by  means  of  visual  hallucinations.  The  sug- 
gestions were  merely  that  his  parents  loved  him 
very  much  and  would  only  do  things  that  were 
good  for  him.  He  would  feel  stronger  and  better 
every  day.  He  was  told  to  visualize  a pleasant 
scene  like  sailing  on  his  father’s  boat,  which  he 
enjoyed  very  much.  Each  night  when  he 
went  to  bed  he  would  just  imagine  he  was  on  the 
sailing  boat  smelling  the  nice  fresh  sea  breezes. 
As  the  boat  drifted,  he  would  drift  off  into  a 
nice,  pleasant,  deep  sleep  and  would  awaken 
in  the  morning  happy  and  refreshed,  feeling 
good  all  over,  and  having  only  pleasant  thoughts. 

He  was  seen  twice  after  this,  and  the  same 
suggestions  were  repeated.  After  ten  days  his 
sleep  pattern  was  back  to  normal  again. 

Case  3.  This  six-year-old  girl*  had  been 
afraid  of  the  dark  for  three  years.  She  would 
not  sleep  at  night  unless  her  mother  was  in  bed 
with  her.  The  child  was  high-strung,  with- 

* This  case  has  been  presented  elsewhere  in  greater  detail.17 
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drawn,  and  moody.  The  past  history  was 
studded  with  evidence  of  psychic  trauma.  A 
sibling  had  been  bom  three  years  previously. 
One  year  ago  she  had  been  marooned  in  an 
elevator  which  broke  down  between  floors. 
Several  weeks  later  she  witnessed  an  armed 
robbery  in  her  home.  Then  she  started  school, 
and  the  crowning  blow  was  going  to  the  hospital 
for  a tonsillectomy. 

Using  visual  hallucinations  she  easily  achieved 
a medium  trance  state.  The  suggestions  given 
were  that  her  parents  loved  her  and  would  al- 
ways see  that  she  was  comfortable  and  safe; 
that  she  would  be  happier  and  would  feel  her- 
self getting  braver  and  stronger.  Three  weeks 
later  she  was  seen  again,  and  the  parents  re- 
ported great  improvement.  Hypnosis  was 
again  used  to  repeat  and  reinforce  the  previous 
suggestions.  Six  weeks  later  she  was  again 
brought  in.  She  had  seen  a horror  film  on 
television  and  now  would  not  go  into  a room 
alone  or  sleep  alone.  Suggestions  following  the 
previous  theme  were  again  given.  The  psychic 
trauma  inherent  in  hospitalization  was  touched 
on,  then  sibling  jealousy,  accidents,  violence, 
and  television  horror  shows.  Her  sleep  pattern 
again  improved.  Now,  some  three  years  later, 
she  is  still  without  complaints. 

Other  factors 

We  have  already  mentioned  fear  of  dark- 
ness and  death,  which  may  be  augmented 
by  illness  or  even  prayers.  Without  going 
into  detail  and  citing  other  cases  seen  in 
clinical  practice,  let  me  briefly  state  some 
additional  causative  factors.  Expecting  too 
much  of  the  child  at  home  or  in  school,  more 
than  his  capacity  permits,  can  result  in 
anxieties  which  interfere  with  sleep.  We 
must  also  include  illness  or  death  of  a parent 
and  quarrels  between  parents,  which  to 
the  child  may  be  indicative  of  the  loss  of  a 
parent  by  separation  or  divorce.  Additional 
factors  causing  sleep  disturbances  are  fear 
of  punishment,  feelings  of  guilt,  and  sights 
of  violence  or  death  in  real  life  or  portrayed 
in  comic  books,  on  television,  or  in  movies. 
Last  but  not  least,  are  the  so-called  “fairy 
tales”  which  so  often  are  read  by  the  parent 
before  the  child’s  bedtime.  Little  Red 
Riding  Hood  is  going  to  be  eaten  by  the 
wolf;  the  witch  will  change  someone  into  a 
toad;  the  dragon  will  breathe  fire.  Yes, 
Grimm's  Fairy  Tales  have  been  well  named. 

Treatment  of  sleep  problems 

To  prevent  the  development  of  sleep 
problems,  the  following  principles  should 
be  observed: 


1.  A child  should  not  be  punished  by 
being  sent  off  to  bed.  He  may  well 
associate  bed  with  punishment. 

2.  He  should  not  be  punished  by  being  put 
in  a dark  room  or  closet.  This  suggests 
that  darkness  is  something  bad. 

3.  Regular  hours  should  be  established 
for  bedtime;  “bedtime  not  playtime.” 

4.  Active  exercise  should  be  at  a mini- 
mum for  one  hour  before  bedtime,  and, 
especially,  there  should  be  no  competitive 
activities. 4 

5.  Too  much  homework  or  other  tasks 
which  the  child  could  not  possibly  accomplish 
may  arouse  worry  or  anxiety  and  interfere 
with  the  normal  sleep  pattern. 18 

6.  There  should  be  no  arguments  or  other 
exciting  factors  such  as  movies,  television, 
and  so  forth  before  the  child  goes  to  bed. 

7.  Tight  bed  clothes,  overheated  or  cold 
bedrooms,  and  so  forth,  should  be  avoided. 

Active  treatment  depends  first  on  a study 
of  the  child’s  total  environment  and  per- 
sonality. This  requires  time,  patience,  and 
understanding.  A distinct  effort  should  be 
made  to  uncover  episodes  of  psychic  trauma. 
The  cooperation  of  the  parents  can  be 
secured  when  they  have  an  understanding 
of  the  problems  involved.  They  will  then 
take  the  necessary  steps  leading  to  the 
reduction  and  ultimate  removal  of  factors 
causing  anxiety. 

The  physician  who  is  both  psychiatrically 
and  hypnotically  oriented  and  is  dealing 
with  a situation  within  the  scope  of  his  own 
capabilities  must  next  structure  his  approach 
to  the  needs  and  understanding  of  his 
patients.  Basically,  the  child  needs  the 
security  of  the  knowledge  of  the  love  of  his 
parents;  he  must  have  confidence  in  his 
own  abilities  and  capabilities  and  must  have 
self-esteem.19  Suggestions  should  enhance 
these  generalities  with  specific  instructions 
which  relate  to  the  specific  problems  un- 
covered. Within  this  framework  is  con- 
structed the  “sleep  temple”  of  our  patient. 


Comment 

From  a psychoanalytic  aspect,  children 
between  the  ages  of  five  and  one-half  to 
twelve  years  are  in  the  latency  period  before 
adolescence.  During  this  period  there  are 
many  tasks  or  crises  which  must  be  resolved 
as  the  ego  and  personality  develop.  These 
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tasks  include  resolving  the  Oedipus  complex, 
penis  envy  in  girls,  and  the  castration  com- 
plex in  boys.  These  children  must  also 
learn  to  control  destructive  impulses,  eradi- 
cate death  wishes,  and  so  on.  Substitutions 
must  be  found  for  aggressive  drives,  and 
they  must  be  modified  by  the  rules  of  play 
and  by  educational  achievements.  Satis- 
factory interpersonal  relationships  with  an 
ever-increasing  number  of  strangers  must 
be  attempted.  Sex  identification  with  its 
problems  is  present.  Physical  separation 
from  parents  and  homes  by  virtue  of  school 
attendance  must  be  accomplished.20  All 
these  many  crises  cause  conflicts  both  on  a 
conscious  and  a subconscious  level,  so  that 
tension  and  anxiety  inevitably  must  develop. 

The  cases  reported,  with  their  multiplicity 
of  causes,  were  selected  for  one  reason:  to 
illustrate  that  the  problem  is  basically 
emotional  and  the  emotion  is  anxiety.  We 
must  recognize  that  sleep  problems  are 
emotional  problems  of  greater  significance 
than  the  presenting  complaint.  They  are 
merely  the  symptom  complexes  that  moti- 
vate parents  to  seek  professional  assistance. 
It  is  of  no  great  value  to  prescribe  sedatives, 
to  drug  the  patient.  It  merely  lulls  the 
senses  temporarily  but  does  not  explain  or 
help  to  remove  the  underlying  cause. 

It  is  incumbent  on  those  of  us  who  are 
entrusted  with  the  care  of  children  to  be 
aware  that  sleep  problems  are  of  deep  sig- 
nificance and  involve  the  entire  structure  of 
the  family  constellation  with  its  many  rami- 
fications. They  mean  that  the  child  is  not 
at  peace  with  his  environment.  The  very 
fact  that  the  parents  have  brought  the 
child  into  the  office  indicates  that  they  are 
motivated;  we  must  then  make  them  fully 
aware  of  the  scope  of  the  problem.  A 
careful  history,  taken  with  sympathetic 
understanding,  soon  underscores  the  areas 
of  disturbance.  Therapy  directed  toward 
changing  the  attitudes  and  modes  of  action 
of  the  parents  is  usually  necessary.  The 
practice  of  merely  treating  the  parents  is 
not  enough.  Once  the  child  has  achieved 
the  age  of  communication,  there  is  much  we 
can  learn  from  him.  How  he  feels  and  reacts 
are  important  areas  of  investigation.  We 
can  give  him  support  with  our  friendly  un- 
derstanding and  suggestions.  We  can  help 
him  to  ventilate  his  feelings,  and  we  can 
direct  his  thoughts  into  the  proper  channels. 

As  generalists,  are  we  capable  of  doing 


this?  In  February,  1960,  the  president  of 
the  American  Psychiatric  Association  made 
this  statement  before  a committee  of  the 
American  Medical  Association:  “Any  physi- 
cian, whatever  his  specialty,  who  cannot 
carry  out  psychotherapy  as  skillfully  as  he 
carries  out  any  other  medical  maneuver 
is  not  properly  prepared  to  practice  medi- 
cine. 

We  all  appreciate  that  our  patients  must 
be  evaluated  as  individuals  in  terms  of  body 
structure,  growth,  and  development  and  also 
in  terms  of  mind,  body,  and  environment. 
If  the  findings  indicate  that  the  condition 
under  consideration  is  one  which  the  physi- 
cian is  unable,  untrained,  or  unwilling  to 
cope  with,  then  referral  should  be  made  to 
others.  The  responsibility  for  this  decision 
must  be  the  pediatrician’s,  always  keeping 
in  mind  the  dictum,  “Do  no  harm.” 

Treatment  within  the  scope  of  capability 
and  the  understanding  and  willingness  of  the 
physician  may  include  the  modality  of  hyp- 
nosis. The  understanding  and  discrimi- 
nation of  the  child  is  not  firmly  defined,  and 
he  has  a great  capacity  to  shift  and  modify. 
Conscious  and  subconscious  thoughts  and 
reactive  patterns  are  not  too  deeply  em- 
bedded, so  that  there  is  ready  acceptance  of 
new  ideas  to  work  out  problems  and  situa- 
tions. 17 

Hypnotic  suggestions  can  modify  human 
behavior  by  influencing  attitudes  of  thought 
and  action,  thus  affecting  the  sense  of  values 
and  the  methods  of  coping  with  anxiety- 
producing  crises  or  situations.  Suggesting 
reassuring  and  pleasant  thoughts  may  per- 
mit the  RAS  to  become  indifferent  or  non- 
reactive  to  stimuli  and  thus  permit  sleep. 9 

The  hypnotherapy  may  be  generally 
supportive  as  well  as  specifically  directed. 
With  hypnosis  we  rapidly  secure  rapport 
and  by  properly  worded  suggestions  reas- 
sure the  child  of  his  parents’  love  and 
bolster  his  feelings  of  self-confidence  and 
self-esteem,  thus  relieving  his  tensions  and 
anxieties.  We  help  him  gain  mastery  of 
his  own  abilities,  so  he  may  achieve  a more 
secure  place  as  an  individual  in  his  own 
environment. 

It  is  my  firm  belief  that  psychotherapy 
directed  toward  the  adult,  although  of 
importance,  is  working  at  the  wrong  end  of 
the  street.  We  must  direct  more  of  our 
efforts  to  preventive  psychiatry  to  aid  our 
children  who  need  the  help  to  relate  properly 
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to  their  constantly  changing  environment. 
Every  indication  of  emotional  problems 
should  be  investigated  and  remedial  pro- 
cedures instituted.  Every  crisis  must  be 
realistically  faced,  so  that  a proper  pattern 
of  coping  can  be  established  that  is  accept- 
able according  to  the  standards  of  our 
society. 

9 Pondfield  Parkway 
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species  are  known  to  cause  diseases  in  man, 
others  are  nonpathogenic.  Considerable  re- 
search has  been  directed  at  finding  out  where 
they  come  from  and  how  they  are  transmitted. 

While  there  were  slight  physical  and  chemi- 
cal variations  in  the  bacilli  found  in  the  soil  and 
those  isolated  from  man,  the  authors  contend 
that  this  does  not  exclude  the  possibility  that 
the  soil  is  the  reservoir  for  the  bacilli.  They 
point  out  that  in  skin-test  surveys  sensitivity 
to  the  unclassified  mycobacteria  is  found  mostly 
in  young  people  whereas  disease  is  mostly  in 
the  elderly. 

“One  is  forced  to  speculate,”  the  authors  state, 
“that  changes  in  the  biochemistry  of  an  or- 
ganism and  its  progeny  may  occur  when  they 
are  imprisoned  for  years  in  the  tissues  and  cells 
of  their  animal  host.” 
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Diabetes,  Hypertension, 
Renal  Failure, 

Additional  Complications 


Case  history 

Lawrence  R.  Tartow,  M.D.:  A forty- 

seven-year-old  Negro  woman  was  first  ad- 
mitted to  Knickerbocker  Hospital  in  July, 
1954,  with  intermittent  chest  pain  of  three 
weeks  duration.  Several  hours  before  ad- 
mission the  pain  became  severe  and  pressing, 
radiating  to  the  left  shoulder  and  arm  and 
accompanied  by  sweating  and  nausea. 

In  1952  at  another  hospital  she  had  been 
told  that  she  had  diabetes  and  high  blood 
pressure.  She  had  been  treated  with  a 
diabetic  diet  only  and  received  no  insulin  or 
antihypertensive  drugs. 

On  admission  the  blood  pressure  was  170/- 
100.  The  heart  was  enlarged,  and  a basal 
systolic  murmur  was  heard.  Moist  rales 
were  heard  in  the  bases  of  both  lungs. 
Ankle  edema  was  present.  An  electro- 
cardiogram showed  an  S wave  in  lead  I,  a Q 
wave  in  lead  III,  T-wave  inversion  in  leads 
II  and  III,  and  S-T  segment  elevation  in 
lead  III.  There  was  low-grade  fever  on 
admission,  and  the  sedimentation  rate  was 
70  mm.  per  hour,  but  there  was  no  leuko- 
cytosis. Urinalyses  revealed  specific  gravi- 
ties ranging  from  1.006  to  1.017,  1 plus 
albumin  on  one  occasion,  and  8 to  10  white 
blood  cells  on  another  occasion.  The  hemo- 
globin was  11.8  Gm.  per  100  ml.,  blood  sugar 
314  mg.,  and  nonprotein  nitrogen  30  mg.  A 
VDRL  test  result  was  negative. 

She  was  treated  with  bed  rest  and  a 
diabetic  diet,  requiring  insulin  on  the  first 


three  hospital  days  only.  Blood  pressure 
while  in  the  hospital  remained  around  120/- 
80  without  specific  therapy.  Her  weight  on 
discharge  was  183  pounds. 

In  January,  1963,  she  was  admitted  for  the 
second  time  because  of  severe  respiratory  dis- 
tress and  fever.  During  the  intervening 
years  she  had  attended  the  clinic  of  another 
hospital  but  required  no  specific  therapy 
for  her  diabetes.  In  1960  she  developed 
dyspnea  on  exertion  and  in  1961  had  been 
admitted  to  another  hospital  for  one  week 
because  of  increasing  dyspnea.  She  was 
given  various  medications  which  she  took 
intermittently.  Two  months  before  re- 
entry she  had  noticed  black  stools  for  two 
days  but  denied  hematemesis  and  abdominal 
pain.  She  had  lost  40  pounds  during  the 
preceding  months  but  denied  anorexia. 
One  week  before  entry  dyspnea  had  again  in- 
creased, being  associated  with  high  fever,  a 
cough  productive  of  brownish  sputum,  and 
anterior  mid-chest  pain,  but  no  chills.  On 
the  day  of  admission  dyspnea  became  severe. 

Examination  revealed  a woman  in  acute 
respiratory  distress.  The  temperature  was 
104  F.,  pulse  100,  respirations  40,  and  blood 
pressure  230/100.  The  ocular  fundi  con- 
tained old  exudates  bilaterally  and  a hemor- 
rhage on  the  right.  The  neck  veins  were  dis- 
tended, and  a hepato jugular  reflux  was 
elicited.  Moist  rales  and  rhonchi  were 
present  in  both  lungs.  The  heart  was  en- 
larged, and  an  apical  systolic  murmur  was 
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heard.  The  liver  was  palpable  4 cm.  below 
the  right  costal  margin.  There  was  1 plus 
pretibial  edema.  Treatment  with  merallur- 
ide  (Mercuhydrin),  aminophylline,  and  oxy- 
gen markedly  improved  the  respiratory 
distress. 

The  urine  had  a specific  gravity  of  1.003, 
2 plus  albumin,  3 plus  sugar,  no  acetone,  3 to 
5 white  blood  cells  per  high-power  field,  and 
many  bacteria.  The  hemoglobin  was  6.1 
Gm.  per  100  mi.  and  the  white  blood  cell 
count  14,600  with  86  per  cent  neutrophils,  12 
per  cent  lymphocytes,  and  2 per  cent  eosino- 
phils. An  electrocardiogram  showed  sinus 
tachycardia,  a small  S wave  in  lead  I,  a Q 
wave  in  leads  II,  III,  and  aVf,  and  a T-wave 
inversion  in  lead  V]  only.  A chest  roent- 
genogram showed  moderate  generalized 
cardiac  enlargement,  pulmonary  congestive 
changes,  and  a small  amount  of  pleural  fluid 
on  the  right. 

Nonhemolytic  staphylococci  were  grown 
from  the  sputum;  blood  and  urine  cultures 
showed  no  growth.  Penicillin  and  digitalis 
were  administered.  Two  days  after  admis- 
sion there  were  still  moist  rales  at  both  lung 
bases,  but  dyspnea  had  decreased,  and  the 
temperature  was  returning  to  normal.  The 
blood  pressure  was  170/90. 

The  patient  weighed  135  pounds.  The 
urine  was  free  of  sugar  or  acetone  without 
insulin.  The  blood  sugar  was  110  mg.,  and 
the  urea  nitrogen  was  54  mg.  per  100  ml.  A 
sickle-cell  preparation  was  positive,  and 
hemoglobin  electrophoresis  revealed  an  S-A 
pattern.  The  peripheral  blood  smear  showed 
many  target  cells,  marked  hypochromia,  and 
anisocytosis.  The  stool  was  free  of  occult 
blood. 

On  the  evening  of  the  third  day  she  passed 
several  loose,  dark  stools  which  were  guaiac- 
positive.  The  hemoglobin  fell  to  4.9  Gm. 
per  100  ml.  and  the  hematocrit  to  16.  An 
upper  gastrointestinal  series  was  interpreted 
as  suggesting  an  ulcer  on  the  lesser  curvature 
of  the  stomach.  Transfusions  with  packed 
red  cells  were  given  and  an  ulcer  diet  regimen 
begun.  There  was  no  gross  hematemesis  or 
rectal  bleeding,  but  the  stool  guaiac  test  re- 
sults remained  positive  for  several  days. 

On  the  sixth  day  the  urea  nitrogen  was  102 
mg.  per  100  ml.,  serum  sodium  131  mEq. 
per  liter,  potassium  5.1  mEq.,  chlorides  101 
mEq.,  and  carbon  dioxide  14.5  mM.  per 
liter.  Urinalysis  showed  3 plus  albumin, 
many  white  cells,  and  white  cell  clumps,  but 


a urine  culture  showed  no  growth.  Dyspnea 
and  peripheral  edema  continued  to  decrease. 
The  patient  was  afebrile  but  appeared  de- 
hydrated. The  blood  pressure  varied  from 
150  to  200  systolic  and  70  to  100  diastolic. 
Attempts  to  increase  fluid  intake  by  mouth 
and  by  dermoclysis  were  unsuccessful  be- 
cause of  lack  of  cooperation.  Penicillin  was 
discontinued  on  the  tenth  day.  A repeat 
chest  x-ray  film  showed  clear  lung  fields  and 
generalized  cardiac  enlargement.  The  stools 
were  free  of  occult  blood,  and  the  hemo- 
globin was  stable  at  7 Gm.  per  100  ml. 
Pyuria  and  albuminuria  persisted,  but  two 
more  urine  cultures  yielded  no  growth. 
Despite  this  a two-week  course  of  chlor- 
amphenicol was  given.  There  was  no 
change  in  the  pyuria  or  albuminuria,  but  two 
subsequent  urine  cultures  grew  out  Aero- 
bacter  aerogenes,  Bacillus  proteus,  and 
Streptococcus  hemolyticus. 

A second  upper  gastrointestinal  series 
three  weeks  after  admission  showed  that  the 
ulcer  was  still  present  on  the  lesser  curvature. 
Bland  diet,  antacids,  and  antispasmodics 
were  continued.  A course  of  iron-dextran 
complex  (Imferon)  succeeded  in  raising  the 
hemoglobin  to  8 Gm.  per  100  ml.  Four 
weeks  after  admission  she  developed  sinus 
bradycardia  with  periods  of  idioventricular 
rhythm.  Digoxin  was  discontinued,  and 
the  heart  rate  returned  to  normal.  Signs  of 
congestive  heart  failure  did  not  recur.  A 
third  gastrointestinal  series  seven  weeks  after 
entry  showed  healing  of  the  ulcer.  The  urea 
nitrogen  declined  slowly  to  57  mg.  at  the  time 
of  discharge.  Also,  at  discharge  the  hemo- 
globin was  8.2  Gm.  per  100  ml.,  and  the 
serum  potassium  was  5.8  mEq.  per  liter. 
There  was  only  a trace  of  albumin  in  the 
urine  and  10  to  12  white  cells  with  occasional 
clumps.  She  was  discharged  to  the  out- 
patient department  on  a low-salt,  low- 
protein  diet  with  aluminum  hydroxide  gel 
(Amphojel),  but  did  not  attend  the  clinic. 

She  was  readmitted  six  weeks  later  in 
April,  1963,  having  been  well  in  the  interim, 
but  having  developed  acute  respiratory  dis- 
tress and  precordial  discomfort  shortly  be- 
fore entry.  The  temperature  was  101.4  F., 
pulse  105,  and  blood  pressure  210/100. 
Moist  rales  were  heard  in  both  apices,  and 
3 plus  pitting  edema  of  the  legs  was  present. 
An  electrocardiogram  showed  sinus  tachy- 
cardia with  peaked  T waves  in  leads  V2 
through  V6.  She  responded  promptly  to 
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emergency  treatment  for  pulmonary  edema. 
The  hemoglobin  was  5.7  Gm.,  but  there  was 
no  evidence  of  gastrointestinal  bleeding. 
She  was  transfused  with  2 units  of  packed 
red  cells.  The  urine  had  a specific  gravity  of 
1.012,  3 plus  albumin,  and  many  white  cells 
and  clumped  white  cells.  The  blood  sugar 
was  163  mg.  and  the  urea  nitrogen  120  mg. 
per  100  ml.  Serum  potassium  was  6.2  mEq. 
per  liter.  Escherichia  coli  and  B.  proteus 
were  recovered  from  the  urine.  She  was 
treated  with  chloramphenicol,  low-salt  diet, 
and  potassium  exchange  resins  by  mouth. 
Respiratory  distress  gradually  cleared.  The 
urea  nitrogen  declined  to  54  mg.  per  100  ml. 
and  serum  potassium  to  5.7  mEq.  per  liter. 
Albuminuria  and  pyuria  persisted,  and  a few 
red  blood  cells  were  seen  in  the  urine.  The 
hemoglobin  remained  stable  at  8 Gm.  per 
100  ml.  She  was  discharged  after  fifteen 
days  to  the  outpatient  clinic  on  a low- 
sodium,  diabetic  diet  and  digoxin. 

She  did  not  attend  the  clinic  regularly  and 
complained  of  dyspnea  on  exertion  and  de- 
pendent edema.  Oral  and  parenteral  di- 
uretics were  given.  Anemia  became  more 
severe,  azotemia  increased,  pyuria  persisted, 
and  the  blood  pressure  remained  at  200/70. 

She  was  admitted  for  the  last  time  in 
August,  1963,  in  respiratory  distress,  unable 
to  give  any  information  except  that  she  had 
had  some  dark  stools  but  no  hematemesis. 

The  neck  veins  were  distended,  and  the 
mucous  membranes  were  very  pale.  The 
lungs  were  clear.  A soft  systolic  murmur 
was  heard  over  the  precordium.  There  was 

2 plus  pretibial  edema.  Rectal  examination 
showed  black  stool  which  gave  a strong 
positive  reaction  for  occult  blood.  Shortly 
after  admission  she  became  stuporous.  An 
electrocardiogram  revealed  atrioventricular 
nodal  bradycardia,  peaked  T waves,  and 
nonspecific  S-T  segment  changes.  A chest 
x-ray  film  showed  increased  generalized 
cardiomegaly,  predominantly  of  the  left 
ventricle. 

The  hemoglobin  was  3.4  Gm.  per  100  ml. 
Catheterization  yielded  only  a small  volume 
of  urine  with  a specific  gravity  of  1.007, 

3 plus  albumin,  3 to  17  red  cells,  and  many 
white  cells  with  many  white  cell  clumps. 
The  blood  sugar  was  167  mg.  and  the  urea 
nitrogen  190  mg.  per  100  ml.  The  serum 
potassium  was  6.5  mEq.  and  the  carbon 
dioxide  9 mM.  per  liter. 

She  received  4 units  of  packed  red  cells  in 


twenty-four  hours,  and  the  hemoglobin  rose 
to  8 Gm.  per  100  ml.  Stupor  lessened,  and 
breathing  improved,  although  moist  rales 
appeared  in  both  lungs.  The  blood  pressure 
rose  from  130/70  to  190/90.  A Levin  tube 
was  passed,  and  coffee- ground  material  was 
aspirated  from  the  stomach,  but  there  was 
no  fresh  blood.  Urine  output  during  the 
first  twelve  hours  was  45  cc.  Fluid  intake 
was  sharply  restricted,  and  she  was  fed  bread 
and  jelly,  butter  balls,  and  then  a dietary 
supplement  (Lipomul).  Oxy  tetracycline 
was  administered,  and  sodium  polystyrene 
sulfonate  (Kayexalate)  enemas  were  given. 
Urine  output  on  the  second  day  was  360  cc. 
An  electrocardiogram  showed  normal  sinus 
rhythm.  On  the  third  day  the  urea  nitrogen 
rose  to  315  mg.  and  later  to  430  mg.,  creati- 
nine 14.7  mg.,  calcium  8.4  mg.,  phosphorus 
8.6  mg.,  and  total  protein  5.4  Gm.  with  3.7 
Gm.  albumin  and  1.7  Gm.  globulin  per  100 
ml.  The  serum  amylase  was  320  units. 
Serum  sodium  was  132  mEq.,  potassium 
5.4,  chlorides  111  mEq.,  and  carbon  dioxide 
6 mM.  per  liter. 

An  abdominal  catheter  was  inserted,  and 
peritoneal  dialysis  was  begun  and  continued 
for  sixty  hours  using  a total  of  32  L.  of 
Baxter’s  Dineal  solution  in  1.5  per  cent 
dextrose.  She  tolerated  the  procedure  well, 
and  during  dialysis  serial  electrocardiograms 
showed  progressive  reduction  in  T-wave 
peaks.  Oxy  tetracycline  was  discontinued 
on  the  third  day  and  penicillin  and  chlor- 
amphenicol substituted.  The  patient  was 
given  digitalis.  Urine  output  remained  be- 
low 100  cc.  per  twenty-four  hours.  On  the 
fourth  day  there  was  a transient  episode  of 
atrial  fibrillation.  On  the  fifth  day  urea 
nitrogen  was  135  mg.  per  100  ml.,  and  sodium 
was  136  mEq.,  potassium  2.9  mEq.,  chlorides 
101  mEq.,  and  carbon  dioxide  21  mM.  per 
liter.  Sodium  polystyrene  sulfonate  enemas 
were  discontinued.  She  developed  severe 
diarrhea  which  subsided  when  the  dietary 
supplement  was  curtailed.  A urine  speci- 
men was  loaded  with  red  blood  cells. 

From  the  sixth  through  the  tenth  day 
urine  output  was  about  400  cc.  daily.  The 
patient  was  clinically  improved  and  was  able 
to  get  out  of  bed  and  take  nourishment  by 
mouth.  Fluid  intake  was  restricted  to  out- 
put plus  500  cc.  daily.  The  vital  signs  re- 
mained stable.  Digoxin  0.25  mg.  every  other 
day  and  chloramphenicol  250  mg.  were  given. 
Penicillin  was  discontinued  on  the  eleventh 
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day.  The  urea  nitrogen,  which  had  been  as 
low  as  95  mg.  on  the  seventh  day,  rose 
slowly  to  271  mg.  per  100  ml.  on  the  four- 
teenth day.  Serum  potassium  remained 
low  normal  to  normal,  but  the  carbon  dioxide 
fell  slowly  to  11.5  mM.  per  liter  on  the  four- 
teenth day.  The  hemoglobin  was  10  Gm. 
per  100  ml.  and  the  hematocrit  40;  there 
was  no  bleeding.  Urine  output  was  900  cc. 
on  the  eleventh  day,  400  cc.  on  the  twelfth 
day,  900  cc.  on  the  thirteenth  day,  and  500 
cc.  on  the  fourteenth  day.  Fluid  intake  was 
regulated  accordingly. 

On  the  fifteenth  hospital  day,  several 
minutes  after  she  was  seen  sitting  up  in 
bed  and  talking,  she  began  gasping  and 
expired  suddenly. 

Discussion 

Maxwell  L.  Gelfand,  M.D.*:  The 

case  for  discussion  this  morning  concerns  a 
Negro  female  who  was  admitted  to  Knicker- 
bocker Hospital  four  times  in  a period  of 
about  nine  years.  Her  medical  history  be- 
gan in  1952,  at  the  age  of  forty-five,  when 
she  was  told  she  had  diabetes  and  hyper- 
tension. She  was  treated  with  diet  alone. 
Two  years  later  she  first  presented  herself 
with  severe  chest  pain  radiating  to  the  left 
shoulder  and  arm,  accompanied  by  sweating 
and  nausea.  On  examination  she  was  found 
to  have  hyperglycemia,  minimal  cellular  ele- 
ments in  the  urine,  a normal  hemogram,  and 
a blood  pressure  120/70.  The  electrocardio- 
gram suggested  a posterior  wall  infarct. 
She  was  treated  with  bed  rest,  insulin  for  only 
a few  days,  and  diet  thereafter,  with  good 
response.  The  second  admission  occurred 
eight  years  later  at  which  time  she  had 
marked  vascular  involvement  and  advanced 
renal  disease.  In  addition,  there  was  pro- 
found anemia,  gastrointestinal  hemorrhage, 
severe  respiratory  distress  with  pulmonary 
congestion,  fever,  evident  weight  loss  without 
anorexia,  and  hypertension  of  230/100. 

On  examination  the  heart  was  enlarged, 
and  a systolic  murmur  was  heard  at  the 
apex.  Rales  and  rhonchi  were  heard 
throughout  both  lung  fields.  Anemia,  azo- 
temia, proteinuria,  pyuria,  and  acidosis  were 
present.  Urine  culture  revealed  a growth  of 
A.  aerogenes,  B.  proteus,  and  Str.  hemo- 

* Medical  Director,  New  York  Infirmary.  Attending 
Physician,  Knickerbocker  Hospital.  Associate  Professor  of 
Medicine,  New  York  University  School  of  Medicine. 


lyticus.  The  urine  showed  3 plus  sugar  but 
no  acetone  at  first,  and  in  a few  days  the 
glycosuria  cleared.  The  blood  sugar  at  this 
time  was  normal.  A sickle  cell  trait  was  dis- 
covered; the  electrophoresis  of  the  hemo- 
globin demonstrated  an  S-A  pattern.  In- 
itially, during  this  admission,  there  was  a 
progression  of  the  signs  of  renal  failure  and 
evidence  of  continued  gastrointestinal  bleed- 
ing. However,  with  good  treatment  the 
signs  of  congestive  failure  improved,  even 
though  a toxic  effect  from  digitalis  appeared 
requiring  its  withdrawal;  the  anemia  was 
benefited  by  transfusions,  and  the  pyuria 
and  bacteriuria  were  cleared  with  proper 
antibiotics.  The  urea  nitrogen  came  down 
from  a level  of  102  mg.  per  100  ml.  to  57  mg., 
a marked  improvement  indeed,  but  still  in- 
dicating residual  renal  disease. 

The  general  improvement  did  not  last  very 
long,  for  within  six  weeks  she  was  read- 
mitted with  similar  complaints.  At  this 
time  she  demonstrated  signs  of  congestive 
heart  failure,  some  fever,  elevated  blood 
pressure,  anemia,  azotemia  with  electrolyte 
disturbances,  and  a positive  urine  culture  for 
E.  coli  and  B.  proteus.  Once  again  she  re- 
sponded to  aggressive  therapy  and  within  a 
fortnight  was  discharged  to  our  clinic.  How- 
ever, she  did  not  attend  and  within  a month 
returned  to  the  hospital  with  the  same 
clinical  picture.  But  this  time  medical 
therapy  was  not  so  fruitful  as  previously,  and 
she  continued  to  demonstrate  progressive 
renal  failure  with  uremia.  Her  electrolytes 
were  markedly  disturbed,  demonstrating 
astronomically  elevated  urea  nitrogen  (430 
mg.),  hypocalcemia  and  hyperphosphatemia, 
diminution  in  total  proteins,  elevation  of  the 
blood  amylase  to  320  units,  normal  sodium 
and  slight  elevation  of  the  potassium,  some- 
what elevated  chlorides,  and  reduced  carbon 
dioxide  level.  These  latter  alterations  were 
considered  indications  for  peritoneal  dialysis 
and  rightly  so.  She  also  received  oxy tetra- 
cycline during  the  early  part  of  her  illness, 
but  this  was  properly  replaced  by  penicillin 
and  chloramphenicol  on  the  third  day.  She 
improved  after  dialysis  and  the  administra- 
tion of  sodium  polystyrene  sulfonate,  but  at 
no  time  thereafter  was  there  a really  good 
urinary  output.  On  the  fifteenth  hospital 
day  she  suddenly  expired  while  sitting  up. 

From  the  foregoing  it  is  apparent  that 
we  are  dealing  with  a female  patient  in  the 
mid-forties  with  known  diabetes  and  hyper- 
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tension  who  developed  renal  failure  with  all 
its  complications,  heart  failure,  gastro- 
intestinal hemorrhage,  and  finally  sudden 
death.  Are  we  dealing  with  several  specific 
entities,  or  can  the  entire  clinical  story  be 
explained  on  a Unitarian  basis? 

Diabetes  is  not  uncommon  in  females  in 
their  forties,  particularly  in  association  with 
obesity.  Hypertension  is  known  to  occur 
five  times  as  often  in  diabetic  as  in  nondia- 
betic persons.1  Coronary  arteriosclerosis 
detected  at  autopsy  is  astonishingly  exten- 
sive in  diabetic  subjects.  Generally,  women 
in  their  forties  are  protected  by  their 
endogenous  estrogens  against  coronary  ar- 
teriosclerosis, but  diabetic  females  do  not 
enjoy  this  unique  distinction.  They  are  just 
as  or  even  more  susceptible  than  nondiabetic 
males.  It  is  well  known  that  the  atherom- 
atous type  of  arteriosclerosis  involving  the 
larger-  and  middle-sized  arteries  occurs  more 
frequently  in  diabetic  persons.  Sclerosis 
of  the  retinal  and  renal  vessels  is  almost  a 
universal  occurrence  in  diabetic  patients. 

Heart  disease  is  the  most  common  cause  of 
death  in  adult  diabetic  patients.  Its  in- 
cidence as  a complication  of  diabetes  has  in- 
creased due  to  the  discovery  of  insulin  and 
the  oral  hypoglycemic  agents.  These  latter 
agents  have  resulted  in  the  prolongation  of 
life  for  the  diabetic  patient,  permitting  him 
to  acquire  heart  disease  more  frequently  than 
the  nondiabetic  person.  Thus  the  first  ad- 
mission offers  no  real  problem  and  can  be 
explained  easily  as  a common  event  in  an 
adult  female  of  forty-five  who  was  first 
noted  to  have  diabetes,  hypertension,  and 
what  appeared  to  be  a coronary  occlusion 
on  the  basis  of  coronary  atherosclerosis. 

The  subsequent  course  characterized  by 
progressive  renal  insufficiency  and  failure 
requires  some  explanation,  speculation,  and 
discussion.  In  the  first  place,  as  previously 
stated,  congestive  heart  failure  with  pul- 
monary edema  is  very  common  in  diabetes, 
and  this  is  most  likely  on  the  basis  of  athero- 
sclerosis of  the  coronary  vessels.  When 
hypertension  is  also  present,  the  incidence 
of  heart  failure  rises.  However,  recurrent 
episodes  of  cardiac  failure  within  a short 
period  of  time,  despite  therapy  and  main- 
tenance digitalis  with  salt  restriction,  suggest 
either  that  additional  factors  were  present 
which  augmented  the  basic  disease  or  that 
the  cause  of  the  cardiac  disease  was  not  even 
due  to  atherosclerosis  of  the  coronary  vessels. 


Other  possible  causes  to  be  considered  are 
aortic  stenosis,  idiopathic  myocarditis,  endo- 
cardial fibroelastosis  with  some  other  as- 
sociated congenital  defect,  multiple  pul- 
monary emboli,  or  amyloidosis.  The  reason 
for  considering  these  is  the  fact  that  at  no 
time  was  there  any  real  confirmation  of  an 
acute  myocardial  infarction,  even  though  the 
clinical  picture  during  the  first  admission 
suggests  it  strongly.  The  electrocardiogram 
showed  a Q wave  in  lead  III,  T-wave  inver- 
sion in  leads  II  and  III,  S-T  segment  eleva- 
tion in  lead  III,  a picture  compatible  with  a 
diaphragmatic  infarct  but  also  not  unusual 
in  pulmonary  embolism.  These  findings 
persisted  with  some  minimal  variations 
during  her  subsequent  admission.  The  sys- 
tolic murmur  at  the  base  of  the  lung  with 
marked  left  ventricular  enlargement  might 
be  a clue  to  the  existence  of  cryptic  aortic 
stenosis.  However,  repeated  examination 
failed  to  record  a basal  murmur  although  an 
apical  systolic  murmur  was  heard.  This 
murmur  may  have  been  due  to  failure  itself 
with  dilatation  of  the  valve  leaflets.  The 
marked  respiratory  distress  as  the  recurrent 
initial  symptom  of  the  various  episodes  of 
congestive  heart  failure  suggests  pulmonary 
embolization  as  a probable  cause  of  the 
failure.  Digitalis  toxicity  supports  such  an 
etiology;  however,  its  development  in  a 
diabetic  patient  with  cardiac  enlargement 
makes  one  suspect  amyloidosis  of  the  heart 
as  well.  I will  say  more  about  this  later. 

The  severe  anemia,  very  likely  due  to 
considerable  blood  loss  into  the  gastroin- 
testinal tract  as  a result  of  a gastric  ulcer  or 
neoplasm  with  ulceration,  undoubtedly  ag- 
gravated the  heart  failure.  The  effects  of 
bleeding  from  a lesion  high  in  the  gastro- 
intestinal tract  fall  into  two  groups:  (1) 

the  effects  of  blood  loss  per  se,  and  (2)  the 
effects  of  the  sudden  influx  into  the  intestines 
of  a large  amount  of  easily  digestible  protein. 
At  least  two  main  types  of  cardiovascular 
changes  occur  after  hemorrhage.  Some 
patients  merely  feel  dizzy  and  faint  after 
which  they  recover,  a result  of  vagal  hyper- 
activity. Others  go  into  shock  because  of 
diminution  in  the  cardiac  output,  hypoxia, 
hypotension,  and  hypovolemia.  These 
latter  physiologic  alterations  are  sufficient 
to  aggravate  an  underlying  congestive  heart 
failure.  In  addition,  the  release  of  exces- 
sive amounts  of  protein  into  the  gastro- 
intestinal tract  causes  an  increase  in  amino 
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acids  which  are  deaminated  after  entering 
the  tissues.  Accordingly,  a rise  in  blood 
urea  nitrogen  level  occurs,  and  this  is  fur- 
ther increased  by  the  renal  ischemia  and 
oliguria  that  may  develop.  This  fact  may 
help  explain  the  extremely  high  urea  nitro- 
gen level  during  her  fourth  and  last  ad- 
mission. 

The  anemia  discovered  during  the  second 
admission  appears  to  be  explained  at  least 
in  part  on  the  basis  of  gastrointestinal 
bleeding.  This  is  corroborated  by  the  find- 
ing of  tarry  stools  and  x-ray  manifestations 
of  a gastric  ulcer.  Uremia  in  chronic  renal 
failure  also  can  produce  anemia,  and  this  is 
presently  ascribed  to  two  factors.  One  is  a 
depression  of  erythropoiesis  due  either  to 
reduced  production  of  or  modification  of 
erythropoietin  by  the  diseased  kidney,  and 
the  other  is  an  inhibition  of  the  activity  of 
erythropoietin  by  some  substance  present  in 
uremic  plasma.  In  terminal  renal  failure 
hemolysis  also  occurs.  The  anemia  in  this 
patient  responded  only  partly  to  blood 
replacement  and  continued  until  the  end. 
Very  likely  more  than  one  mechanism  ac- 
counted for  the  anemia  in  this  patient.  The 
finding  of  S-A  hemoglobin  on  electrophoresis 
played  no  significant  role  in  the  anemia. 
Sickle-cell  trait  occurs  in  7 to  9 per  cent  of 
American  Negroes  and  is  usually  harmless. 
However,  reduced  oxygen  tension  in  the 
blood  from  acute  diseases  causing  hypoxia 
or  from  high  altitude  flying  in  nonpres- 
surized  cabins,  has  been  reported  to  cause 
intravascular  sickling.  In  some  instances 
sickling  trait  has  been  considered  a cause  of 
so-called  idiopathic  hematuria,  and  kidney 
sections  in  such  instances  have  shown  en- 
gorgement of  blood  vessels  with  sickled 
cells.2  Harrow,  Sloane,  and  Liebman3  re- 
cently demonstrated  roentgenologically 
papillary  necrosis  in  5 patients  with  sickle- 
cell trait.  This  may  have  some  significance, 
and  I will  say  more  about  necrotizing  renal 
papillitis  later. 

There  is  no  doubt  that  this  patient  had 
chronic  renal  failure  resulting  from  damage 
to  the  kidneys  arising  from  many  different 
causes.  All  types  of  renal  damage  ultimately 
reduce  the  number  of  active  nephrons  and  so 
result  in  functional  disturbance  of  the 
kidney.  When  hypertension,  proteinuria, 
azotemia,  and  edema  develop  in  a diabetic 
patient,  it  is  fairly  safe  to  postulate  that 
one  renal  lesion  which  may  be  present  is 


glomerulosclerosis.  In  a report  by  Hatch 
and  his  workers4  it  was  shown  that  in  a 
group  of  51  diabetic  patients  with  pro- 
teinuria, renal  biopsies  disclosed  41  patients 
to  have  the  diffuse  changes  of  glomerulo- 
sclerosis. Only  17  displayed  the  nodular 
glomerular  lesions  of  the  type  originally 
described  by  Kimmelstiel  and  Wilson.  In 
the  original  description  the  authors  described 
only  nodular  lesions  in  the  diabetic  group. 
It  should  be  pointed  out  that  glomerular 
changes  may  precede  the  evidence  of  dis- 
turbance in  carbohydrate  metabolism.  One 
may  even  find  such  changes  in  people  with 
normal  glucose  tolerance  test  results.  The 
clinical  findings  in  our  patient  of  proteinuria, 
hypertension,  hypoproteinemia,  and  edema 
are  typical  for  this  entity.  Hypercholes- 
teremia need  not  always  be  present.  Our 
patient  presented  only  a slight  reduction  in 
blood  proteins  but  enough  to  be  of  sig- 
nificance. Congestive  heart  failure  is  very 
common  in  such  patients.  The  condition 
is  more  common  in  females  than  males, 
more  frequent  in  poorly  controlled  diabetic 
patients,  has  no  relation  to  the  severity  of 
the  diabetes,  but  does  have  a greater  tend- 
ency to  appear  in  those  who  have  had  di- 
abetes for  at  least  ten  years  or  more.  Thus 
it  is  a safe  guess  to  venture  this  diagnosis  in 
our  patient. 

Another  renal  disease  very  common  in 
diabetic  patients  is  pyelonephritis.  The 
incidence  of  pyelonephritis  in  diabetic  pa- 
tients had  been  disputed.  Huvos  and 
Rocha5  did  not  find  any  significant  differ- 
ence in  the  incidence  of  pyelonephritis 
between  the  diabetic  population  and  matched 
controls,  whereas  Kass6  insists  there  is  a 
definite  increase  of  renal  infection  in  di- 
abetic persons.  The  pyuria,  fever,  and 
bacteriuria  with  positive  urinary  cultures  of 
a variety  of  organisms  usually  found  in  the 
urinary  tract  confirm  this  diagnosis  in  the 
present  patient.  The  finding  of  hyper- 
chloremic acidosis  may  be  employed  as 
indirect  evidence  of  pyelonephritis.  Lathem7 
was  the  first  to  demonstrate  the  combination 
of  normal  sodium  and  elevated  chloride  in 
pyelonephritis.  However,  there  is  another 
explanation  of  the  hyperchloremic  acidosis 
on  the  basis  of  the  gastrointestinal  bleeding 
from  the  existing  peptic  ulcer.  This  elec- 
trolyte disturbance  was  pointed  out  by 
Barst8  in  patients  with  massive  hemorrhage 
from  peptic  ulcer.  He  found  that  such 
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patients  demonstrated  marked  azotemia  and 
hyperchloremia  but  a low  urinary  excretion 
of  sodium  chloride. 

Renal  amyloidosis  is  a third  renal  lesion 
to  be  considered  when  the  nephrotic  syn- 
drome presents  itself.  This  need  not  be 
associated  with  any  suppurative  disease 
as  formerly  believed,  for  primary  amyloidosis 
can  exist.  If  this  were  to  be  considered 
seriously,  the  cardiac  hypertrophy  with 
congestive  failure  and  digitalis  toxicity  may 
also  be  explained  on  this  basis.  Hyperten- 
sion need  not  detract  from  this  diagnosis,  for 
it  has  been  shown  by  Leard  and  Jaques9 
that  hypertension  may  be  associated  with 
amyloidosis.  However,  against  this  diag- 
nosis is  the  fact  that  hypertension  was  noted 
in  her  first  admission  many  years  before  the 
signs  of  renal  failure  developed.  I do  not 
think  that  our  patient  had  amyloid  disease. 

In  every  patient  with  renal  failure  chronic 
glomerulonephritis  must  be  included  in  the 
differential  diagnosis.  Hypertension  very 
often  is  due  to  this  renal  lesion,  but  once 
again  the  hypertension  preceded  renal 
involvement,  and  there  is  no  history  of  acute 
glomerulonephritis  with  an  antecedent  sore 
throat.  However,  in  view  of  the  fact  that 
she  had  hypertension  first  and  developed 
signs  of  renal  failure  eight  and  one-half 
years  later,  the  possibility  of  renal  arteriolar 
sclerosis  or  nephrosclerosis  must  be  enter- 
tained. This  is  not  an  uncommon  associated 
complication  in  diabetes,  but  I do  not  be- 
lieve our  patient  will  show  this  type  of 
lesion. 

Necrotizing  papillitis  is  another  renal  lesion 
frequently  encountered  in  diabetic  patients. 10 
It  is  very  frequently  undiagnosed  ante 
mortem.  However,  an  awareness  of  this 
entity  and  its  consideration  in  the  following 
conditions  will  be  extremely  rewarding: 
(1)  patients  in  diabetic  acidosis  in  whom  the 
diabetes  is  controlled  but  pyuria,  bacteriuria, 
and  uremia  become  worse;  (2)  patients  with 
urinary  tract  obstruction  who  develop 
fulminating  renal  infection;  (3)  any  diabetic 
patient  with  a mild  urinary  sepsis  in  whom 
the  infection  gets  worse;  and  (4)  patients 
with  pyelonephritis  who  suddenly  develop 
acute  renal  failure  and  oliguria.  Our  pa- 
tient certainly  presented  the  picture  of  renal 
infection  with  uremia  which  at  first 
responded  but  suddenly  became  worse,  and 
acute  renal  failure  developed.  It  is  not 
necessary  to  look  for  sloughed-out  pyramids 


in  the  urine  to  make  the  diagnosis.  The 
presence  of  sickling  trait  in  our  patient  makes 
this  a strong  possibility. 

A word  about  the  electrolyte  disturbances 
in  renal  failure.  In  addition  to  the  excre- 
tion of  waste  products,  renal  activity  serves 
three  main  purposes:  (1)  maintenance  of 

body  water;  (2)  maintenance  of  total  os- 
molality of  body  fluids;  and  (3)  maintenance 
of  acid-base  balance.  The  retention  of  cer- 
tain substances  is  as  vital  as  the  excretion  of 
others.  Progressive  deformity  of  the  struc- 
ture of  the  diseased  kidney  interferes  with  its 
capacity  to  preserve  the  normal  electrolyte 
balance.  As  a result  there  is  an  increase  in 
the  nitrogenous  material,  such  as  blood 
urea,  acidosis,  and  inability  to  concentrate 
urine  with  increased  filtration  of  water. 
The  latter  is  due  to  several  factors,  such  as 
inability  to  excrete  hydrogen  ion  due  to 
impairment  of  ammonia  production  in  the 
cells  of  the  convoluted  tubules,  diminution 
in  excretion  of  dibasic  phosphate,  and  loss  of 
bicarbonate  in  the  urine.  Inability  to 
conserve  sodium  is  a feature  of  chronic  renal 
failure,  whereas  the  potassium  concentration 
remains  relatively  normal  providing  the 
urine  volume  is  well  maintained  and  the 
patient  does  not  become  acidotic.  The 
rise  in  serum  potassium  in  our  patient 
reflects  both  the  development  of  acidosis  and 
absorption  of  additional  potassium  from 
breakdown  of  red  cells  in  the  lumen  of  the 
gut.  Plasma  calcium  is  frequently  below 
normal  in  renal  failure,  and  phosphate  is 
correspondingly  elevated.  The  low  calcium 
may  be  a stimulus  to  excessive  hyperpara- 
thyroid activity,  hence  the  secondary  hyper- 
parathyroidism of  chronic  renal  disease. 
Other  disturbances  consist  of  elevated 
plasma  magnesium  concentration  and  ele- 
vated uric  acid.  The  former  may  be  re- 
sponsible in  part  for  the  muscular  twitch- 
ings  and  drowsiness  seen  in  uremia,  and  the 
latter  rarely  produces  gout. 

The  final  episode  of  sudden  death  requires 
a bit  of  speculation.  Any  patient  with 
known  arteriosclerotic  heart  disease  who 
dies  suddenly  can  be  thought  to  have  sus- 
tained a new  myocardial  infarct  unless 
proved  otherwise.  In  addition,  a patient 
in  chronic  congestive  heart  failure  is  subject 
to  pulmonary  embolization  which  also  can 
cause  immediate  death.  A third  possibility 
is  one  that  even  the  pathologist  cannot 
prove  or  disprove— the  sudden  development 
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FIGURE  1.  (A)  Low-power  view  of  kidney  showing  area  of  scarred  glomeruli,  dense  lymphocytic  infiltration, 
and  dilated  tubules.  (B)  Interlobar  renal  arteries  showing  severe  intimal  thickening  and  fibrosis.  The  sur- 
rounding tubules  are  atrophic. 


of  an  arrhythmia.  Since  our  patient  was 
known  to  exhibit  this  phenomenon  before,  it 
is  a good  bet  that  she  succumbed  to  such  an 
event. 

Now  to  recapitulate  the  entire  picture. 
I would  like  to  summarize  by  saying  that  this 
patient  was  known  to  have  diabetes,  was 
not  careful  with  her  control,  and  developed 
hypertension  and  a myocardial  infarct  at  the 
age  of  forty-five,  relatively  young  in  a fe- 
male. Within  a period  of  eight  and  one-half 
years  she  demonstrated  progressive  conges- 
tive heart  failure  and  renal  failure.  The 
latter,  I believe,  was  due  to  a combination 
of  several  renal  lesions:  (1)  acute  and 

chronic  pyelonephritis,  (2)  Kimmelstiel- 
Wilson  disease  (nodular  glomerulosclerosis), 
(3)  nephrosclerosis,  and  (4)  necrotizing 
papillitis.  There  is  positive  proof  for  the 
first  lesion;  the  others  are  suggested  because 
of  statistical  incidence.  I do  not  believe 
amyloidosis  of  the  kidney  will  be  found. 


The  cause  of  sudden  death  cannot  be  stated 
with  certainty,  for  any  of  the  three  pre- 
viously mentioned  factors  could  account  for 
it.  But  in  view  of  the  fact  that  pulmonary 
embolization  is  so  frequently  present  in 
patients  with  chronic  congestive  failure,  I 
should  like  to  suggest  it  as  a likely  choice 
with  or  without  a cardiac  arrhythmia.  A 
gastric  ulcer  with  bleeding  into  the  gut  and 
some  penetration  into  the  pancreas  was  very 
likely  the  major  cause  of  the  anemia  and  the 
gastrointestinal  bleeding.  This  lesion  ap- 
pears to  be  confirmed  by  the  x-ray  findings. 
In  most  cases  of  chronic  renal  failure  hyper- 
plasia of  the  parathyroid  is  present,  and 
here,  too,  I suggest  this  finding.  Now,  to 
speculate  even  further  and  bet  on  a dark  horse 
I might  mention  periarteritis  nodosa  as  a 
possible  explanation  for  the  entire  picture. 
This  entity,  although  far  fetched,  might 
explain  the  multisystem  involvement  and 
fulfill  the  Unitarian  theory  as  well  as  diabetes 
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with  all  its  complications.  However,  the 
duration  of  the  illness,  the  lack  of  pulmonary 
findings,  and  eosinophilia  are  against  it. 
I really  do  not  favor  this  diagnosis  at  all. 
In  conclusion  I should  like  to  compliment 
the  entire  house  staff,  as  well  as  the  attend- 
ing physician  for  the  manner  in  which  they 
managed  this  patient  who  was  so  desperately 
ill. 

Michael  S.  Bruno,  M.D.:  Are  you 

implying  by  your  last  comment  that  peri- 
arteritis nodosa  can  cause  diabetes  mellitus? 

Dr.  Gelfand:  No.  I merely  raised  the 

possibility  of  periarteritis  or  another  colla- 
gen disease  as  a possible  alternative.  To 
be  sure,  the  combination  of  diabetes  and 
periarteritis  has  been  reported,  but  there  is 
no  inherent  causal  connection. 

Clinical  diagnoses 

1.  Gastrointestinal  hemorrhage  from  pep- 
tic ulcer , stomach 

2.  Acute  renal  failure  secondary  to  acute 
blood  loss 

3.  Diabetes  mellitus  with  diabetic  nephrop- 
athy 

4.  Hypertensive  and  arteriosclerotic  heart 
disease 

Dr.  Gelfand's  diagnoses 

1.  Acute  and  chronic  pyelonephritis  with 
necrotizing  papillitis 

2.  Nodular  glomerulosclerosis  ( Kimmel - 
stiel-Wilson)  and  nephrosclerosis 

3.  Diabetes  mellitus 

4.  Gastric  ulcer  with  possible  penetration 
into  pancreas 

5.  Parathyroid  hyperplasia  secondary  to 
chronic  renal  failure 

6.  ( Uremia , anemia , acidosis) 

7.  Pulmonary  embolism,  terminal 

Pathologic  report 

William  B.  Ober,  M.D.:  I think  that 

in  this  case  the  “unitarian”  approach  is 
important.  The  underlying  disease  this 
patient  had  was  diabetes  melhtus,  and  it 
was  not  well  controlled.  Diabetes  mellitus 
is  a very  complex  disease;  even  though 
glycosuria  and  hyperglycemia  may  be  mild 
and  controlled  by  diet,  they  may  prove  to 
be  only  superficial  parameters  when  the 
other  aspects  of  diabetes  are  considered. 


FIGURE  2.  Stomach  at  autopsy  showed  a diffuse 
lesion  involving  the  lesser  curvature  and  posterior 
wall  with  marked  hypertrophy  of  the  wall  and  dis- 
colored erosions  of  the  mucosal  surface. 


Despite  the  apparent  mildness  of  her  di- 
abetes, this  patient  suffered  from  the  vascu- 
lar and  renal  aspects  of  it  to  a severe  degree. 

At  autopsy  the  kidneys  were  granular  and 
contracted,  weighing  80  and  70  Gm.  each. 
They  showed  severe  chronic  pyelonephritis 
with  a pronounced  degree  of  thickening  of 
intrarenal  arteries  and  arterioles  (Fig.  1). 
A small  recent  renal  infarct  accounted  for 
the  terminal  hematuria;  presumably  it 
developed  after  the  episode  of  auricular 
fibrillation.  The  heart  weighed  540  Gm., 
showed  the  characteristic  concentric  left 
ventricular  hypertrophy  of  prolonged  hyper- 
tension, and  had  a small  poster oapical  scar 
consistent  with  the  history  of  acute  myo- 
cardial infarction  in  1954.  There  was  ex- 
tensive arteriosclerosis  of  the  coronary  ar- 
teries, the  aorta,  the  cerebral  arteries  at  the 
base  of  the  brain,  and  all  the  major  vessels 
of  the  splanchnic  bed.  I do  not  think  there 
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FIGURE  3.  (A)  Nonseptate,  branching,  tubular  hyphae  of  Mucor  are  seen  in  the  exudative  process  in  the 
gastric  mucosa.  (B)  The  hyphae  of  Mucor  in  the  gastric  mucosa  stain  more  darkly  with  the  PAS  stain. 


is  any  serious  disagreement  that  patients 
with  poorly  controlled  diabetes  are  prone  to 
develop  renal  infections  and  to  suffer  from 
accelerated  arteriosclerotic  disease. 

It  is  interesting  to  observe  that  we  were 
unable  to  incriminate  any  bacteria  in  the 
renal  infection  until  January,  1963,  when  her 
renal  disease  was  very  far  advanced.  In 
recent  years  a number  of  investigations 
have  led  us  to  modify  our  ideas  about  chronic 
pyelonephritis.  Kimmelstiel  et  al.11  have 
pointed  out  that  the  entity  is  frequently 
over-diagnosed  at  autopsy  and  that  many 
of  the  minor  histopathologic  changes  which 
have  been  construed  as  evidence  of  chronic 
renal  infection  can  equally  well  be  in- 
terpreted as  the  result  of  minor,  local  is- 
chemia. In  any  event,  many  of  the  con- 
ventional alterations  in  renal  morphology  are 
nonspecific,  and  the  pathologist  cannot  decide 
firmly  whether  they  are  the  result  of  infec- 
tion or  ischemia.  The  total  number  of  au- 
topsy file  cases  with  chronic  pyelonephritis 


has  been  swelled  by  the  inclusion  of  manv 
examples  of  minor  nonspecific  changes. 
However,  even  in  those  cases  in  which  true 
chronic  renal  infection  is  present,  bacterio- 
logic  studies  correlate  poorly  with  morpho- 
logic studies.  Jacobson  and  Newman12 
cultured  material  taken  at  renal  biopsy, 
obtaining  positive  results  in  only  5 of  63 
patients  (7.9  per  cent).  Pawlowski,  Blox- 
dorf,  and  Kimmelstiel13  reviewed  4,596 
consecutive  autopsies  and  found  chronic 
pyelonephritis  in  126  cases  (about  3 per 
cent);  in  only  14  of  the  126  cases  (11  per 
cent)  were  they  able  to  correlate  bacterio- 
logic  studies  with  renal  morphology.  Such 
unimpressive  correlations  do  not  make  clin- 
ical diagnosis  easy  nor  do  they  afford  any 
comfort  to  laboratory  directors. 

Autopsy  disclosed  a very  unusual  lesion  in 
the  stomach  of  this  patient  (Fig.  2).  The 
lesser  curvature  and  posterior  wall  were 
thickened  to  2.5  cm.  and  indurated.  The 
mucosal  aspect  did  not  reveal  a typical 
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FIGURE  4.  Granulomatous  focus  in  the  muscular 
wall  of  the  stomach  showing  hyphae  of  Mucor  sur- 
rounded by  inflammatory  cells  and  histiocytes. 


peptic  ulcer  but  rather  a diffuse,  rough, 
granular  lesion  discolored  by  superficial 
zones  of  hemorrhagic  erosion.  Section 
through  the  wall  revealed  obliteration  of  the 
submucosa  and  muscularis  as  separate 
layers,  and  our  preliminary  gross  impression 
was  that  of  an  infiltrating  carcinoma.  The 
regional  lymph  nodes  were  enlarged,  but 
their  cut  surfaces  did  not  reveal  unequivocal 
secondary  deposits.  Microscopic  study  re- 
vealed diffuse  exudative  mucosal  inflamma- 
tion with  isolated  foci  of  mucosal  denudation. 
In  the  inflamed  mucosa  we  were  able  to 
identify  the  branching,  tubular  coenocytic 
(nonseptate)  hyphae  of  Mucor  (Fig.  3). 
The  thickening  of  the  submucosa  and 
muscularis  was  due  to  a myriad  of  discrete 
granulomatous  lesions  in  which  the  hyphae 
of  Mucor  were  prominent  (Fig.  4).  Vascu- 
lar invasion  by  the  fungus,  a characteristic 
qnding,  also  was  seen. 

Mucormycosis,  although  not  a frequent 


infection,  has  become  more  prevalent  and 
possibly  better  recognized  in  recent  years. 
Hutter14  found  33  cases  reported  before  1900 
and  77  from  1900  through  1958.  He  re- 
ported 4 new  cases  in  cancer  patients.  The 
infection  may  be  superficial,  localized  to 
such  areas  as  the  external  ear,  the  finger- 
nails, or  the  skin,  but  it  may  be  visceral, 
involving  such  organs  as  the  lung  (47  cases), 
brain  (24  cases),  or  gastrointestinal  tract 
(28  cases).  In  Hutter’s  review  15  cases  of 
mucormycosis  involved  the  stomach,  in- 
cluding 3 questionable  examples,  and  11  of 
these  were  confined  to  the  stomach  with  no 
other  organs  involved.  Of  73  cases  in  which 
an  underlying  disease  was  the  background, 
diabetes  mellitus  was  present  in  22  patients 
(29  per  cent)  and  cancer  in  21  patients  (27 
per  cent);  of  the  21  cancer  patients,  17  had 
one  or  another  of  the  forms  of  lymphoma. 
Diabetes  is  even  more  frequent  as  a back- 
ground for  infection  by  Mucor  in  the  cu- 
taneous and  subcutaneous  form  of  the  infec- 
tion; Baker,  Seabury,  and  Schneidau 15  sum- 
marized the  literature  on  11  recent  cases  of 
superficial  mucormycosis  in  which  diabetes 
was  present  in  8 patients.  Straatsma, 
Zimmerman,  and  Gass16  have  reported  on  51 
cases  of  phycomycosis  (a  term  they  prefer  to 
mucormycosis)  from  the  files  of  the  Armed 
Forces  Institute  of  Pathology,  including  18 
cases  previously  reported  by  a variety  of 
observers.  Fifteen  of  these  51  cases  were 
of  the  classic  central  nervous  system  type,  8 
purely  pulmonary,  5 gastrointestinal,  and  11 
were  disseminated  involving  more  than  one 
organ  system.  Of  their  33  “new”  cases,  9 
had  diabetes  mellitus,  7 were  known  to  be 
uncontrolled  and  in  acidosis  when  phycomy- 
cosis developed,  and  5 also  had  renal  insuf- 
ficiency. Of  their  24  nondiabetic  subjects, 
6 patients  had  renal  insufficiency  and  acidosis. 
Ergo,  of  the  33  “new”  cases,  11  had  serious 
kidney  disease.  Acidosis  was  present  in  17 
of  the  33  patients,  whether  due  to  diabetes, 
renal  disease,  both,  or  to  other  causes. 

Mucormycosis  of  the  gastrointestinal  tract 
was  first  reported  in  1885  by  the  dis- 
tinguished Viennese  pathologist,  Richard 
Paltauf,  whose  son,  Rudolf,  served  with 
distinction  as  pathologist  to  the  Lenox 
Hill  Hospital  in  our  city  for  many  years. 
According  to  Straatsma,  Zimmerman,  and 
Gass,16  since  1943  there  have  been  reports  of 
29  autopsy  cases  of  mucormycosis  that 
clearly  originated  in  or  was  restricted  to  the 
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gastrointestinal  tract.  Twenty  of  these 
cases  were  reported  from  South  Africa. 
The  29  cases  occurred  with  such  debilitating 
disease  as  kwashiorkor,  amebic  dysentery, 
typhoid  fever,  and  hepatic  failure,  as  well  as 
diabetes  and  uremia.  In  their  detailed 
report  they  list  1 case  of  gastrointestinal 
phycomycosis  in  a thirty-seven-year-old 
Negro  male  with  both  diabetes  mellitus 
and  renal  insufficiency,  presumably  similar 
in  many  respects  to  the  case  discussed  to- 
day. 

I think  that  we  have  to  infer  that  the 
present  patient  did  have  a banal  peptic 
ulcer  to  start  with  and  that  it  became  second- 
arily infected  with  Mucor  some  time  be- 
tween April  and  August,  1963.  The  degree 
of  reaction  to  the  pathogen  is  consistent 
with  active  infection  for  anywhere  from  two 
to  four  months.  The  role  of  acidosis,  both 
diabetic  and  renal  in  origin,  in  rendering 
such  a patient  susceptible  to  mycotic  in- 
fection during  or  following  an  intensive 
antibiotic  regimen  cannot  be  discounted. 

A minor  autopsy  finding  of  more  than 
passing  interest  was  a rather  striking  degree 
of  hyperplasia  of  the  adrenal  cortex,  chiefly 
of  the  zona  reticularis  and  lower  portion  of 
the  zona  fasciculata.  This  is  at  some 
variance  with  the  conventional  picture  found 
in  patients  with  low  serum  sodium  and 
elevated  potassium  in  whom  the  hyperplasia 
is  commonly  stated  to  be  of  the  zona  glomer- 
ulosa. 

Final  anatomic  diagnoses 

1.  ( Diabetes  mellitus,  uncontrolled ) 

2.  Chronic  pyelonephritis , severe , with 
renal  arterial  narrowing 


3.  Cardiac  hypertrophy , hypertensive  type, 
with  healed  myocardial  infarct 

4.  Generalized  arteriosclerosis,  severe 

5.  Renal  infarct,  recent 

6.  Hyperplasia,  adrenal  cortex,  zona  re- 
ticularis 

7.  Mucormycosis , stomach 
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P hysicians  all  over  the  globe  encounter 
both  treponemal  and  rickettsial  infections 
in  a multitude  of  forms.  In  the  Western 
world  perhaps  the  most  common  mani- 
festations of  the  two  groups  of  parasites, 
Rickettsia  and  Treponema,  are  syphilis, 
caused  by  T.  pallidum,  and  European 
typhus,  caused  by  R.  prowazekii.  In  addi- 
tion, rickettsial  infections  of  the  spotted 
fever  group  are  widespread  in  the  United 
States.  However,  there  are  clinical  mani- 
festations of  treponemal  and  rickettsial 
disease  that  are  peculiar  to  the  tropics,  and 
these  will  be  discussed  in  this  article. 

Tropical  treponematosis 

Treponemal  infections  are  thought  to 
have  evolved  from  the  primeval,  moist 
jungles  of  Africa,  to  have  undergone  changes 
in  highlands  and  arid  desert  communities, 
and,  finally,  to  have  halted  in  an  arrested 
state  in  the  Americas.  Between  the  florid 
sores  of  yaws  and  the  limited  depigmenta- 
tion of  pinta  lie  a variety  of  lesions  under 
a multitude  of  local  names  that  include 
bejel,  sita,  njovera,  dichuchwa,  and  rad- 
esyga.  These  diseases  are  of  interest  to 
the  physician  in  temperate  climates  because 
of  their  endemicity,  chronicity,  and  cur- 
ability, as  well  as  for  the  light  they  cast 

* Present  address:  U.S.  Naval  Medical  Research  Unit 
No.  3,  Navy  FPO  540,  New  York,  New  York  09574. 


FIGURE  1.  Characteristic  location  of  early  yaws 
lesions  in  a child. 


on  our  own  treponemal  disease,  syphilis. 

All  treponemal  infections  are  morpholog- 
ically and  serologically  indistinguishable; 
none  of  the  tropical  variants  are  venereal 
disease.  Following  Hudson’s  Unitarian 
theory,  some  authorities  contend  that  all 
treponematoses  are  only  different  mani- 
festations of  one  disease.  Nevertheless, 
clinical  and  epidemiologic  patterns  permit 
the  separation  of  yaws  from  bejel  and  other 
intermediate  forms  and  from  pinta. 

Yaws.  In  common  with  all  tropical 
treponematoses,  yaws  is  a disease  of  squalor. 
It  flourishes  in  the  hot,  humid  lowlands 
of  Africa,  Asia,  and  Central  America, 
especially  where  nakedness  is  the  custom, 
crowded  conditions  are  common,  and  water 
is  scarce.  Conservative  estimates  of  the 
incidence  of  infection  exceed  50  million 
persons.  Although  the  causative  organism, 
T.  pertenue,  is  indistinguishable  from  T. 
pallidum,  the  natural  history  of  the  disease 
is  markedly  different  from  that  of  syphilis. 
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FIGURE  2.  Section  of  yaws  papule  showing  pseu- 
doepitheliomatous  hyperplasia,  elongation  and 
branching  of  rete  pegs,  and  necrosis  of  superficial 
epidermis,  with  marked  mononuclear  infiltration. 

Transmission  is  nonvenereal,  with  direct 
contact  as  the  major  method  of  spread  and 
mechanical  conveyance  by  the  Hippelates 
pallipes  fly  as  a minor  means.  The  pri- 
mary lesion  is  an  inconspicuous  papule 
most  often  found  in  children  from  two  to 
five  years  of  age.  The  “mother”  papule, 
erupting  three  to  five  weeks  after  infection, 
is  pruritic  but  painless  and  may  enlarge 
into  a hypertrophic  papilloma  2 cm.  wide 
(Fig.  1).  A cross  section  of  a yaws  papule  is 
shown  in  Figure  2.  Papillomas  often  erupt 
over  the  body  surface  within  a few  weeks 
after  the  initial  lesion  but  may  not  appear 
for  years.  The  concept  of  latency  is 
particularly  important  in  understanding 
the  course  of  yaws,  for  “early”  lesions  can 
erupt  long  after  the  initial  sore  appears,  and 
several  crops  of  “early”  lesions  may  appear 
within  the  first  five  years  of  infection,  each 
healing  without  evidence  of  scarring. 

Secondary  skin  sores  are  more  numerous 
and  disfiguring.  These  “daughter”  or  “typi- 
cal” yaws  lesions  are  yellow,  raised,  and 
wartlike  or  raspberry -like,  often  with  central 
ulcerations.  Serpiginous  and  circinate  papil- 
lomas, mucosal  plaques,  and  hyperkeratotic 
or  ulcerating  lesions  of  the  palms  and  soles 
are  other  varieties  of  early  yaws.  Once 
again,  long  latent  periods  may  separate 
multiple  secondary  relapses,  and  healing  is 
without  scar  formation. 

The  bone  and  joint  lesions  of  early  yaws 
also  heal  spontaneously,  without  residual 
damage.  Polydactylia  is  characteristic  of 
early  yaws  in  children.  Periostitis  is  fre- 
quent, especially  involving  the  radius,  ulna, 
and  nasal  maxilla.  Ganglions  and  transient 


FIGURE  3.  Juxta-articular  nodes  of  late  yaws. 


hydroarthrosis  may  occur.  The  etiologic 
relationship  of  yaws  to  saber  tibia  has  not 
yet  been  proved. 

Within  five  years  of  infection  yaws  be- 
comes a destructive  disease,  and  “late” 
lesions  of  both  skin  and  bones  produce  per- 
manent damage  (Figs.  2 and  3).  Internal 
organs  are  not  involved.  Gummatous 
nodules  with  central  ulceration  may  persist 
as  indolent  soies  or  resolve  with  residual  scar 
and  keloid  formation.  Marked  hyperkerato- 
sis of  the  palms  and  soles  can  cause  Dupuy- 
tren-like  contractures.  Gummatous  perios- 
titis and  osteitis  produce  a radiologic  picture 
of  mixed  translucency  and  density.  Osteo- 
myelitis, suppurative  dactylitis,  and  com- 
plete collapse  of  the  nasal  septum  (gangosa) 
can  complicate  the  course  of  late  yaws. 

The  diagnosis  of  yaws  can  be  confirmed  by 
visualizing  T.  pertenue  in  dark -field  prepara- 
tions or  on  Levaditi-stained  smears  obtained 
from  ulcer  edges.  Immunologic  evidence 
provided  by  positive  Kahn,  Wassermann,  or 
T.P.I.  test  results  is  supportive  but  non- 
specific, since  treponemal  infections  cannot 
be  differentiated  in  the  serology  laboratory. 
Partial  cross  immunity  with  syphilis  appears 
to  exist;  when  yaws  is  eradicated  the  in- 
cidence of  venereal  syphilis  rises.  There 
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FIGURE  4.  Classical  late  pinta  showing  total 
achromia  of  palms,  with  moderate  hyperkeratosis. 


have  been,  nonetheless,  many  well-confirmed 
cases  of  double  infection  with  T.  pallidum 
and  T.  pertenue. 

Penicillin  cures  yaws.  Almost  all  early 
infections  are  healed  after  a seven -day  course 
of  500,000  units  daily;  late  cases  usually  re- 
spond to  a ten-day,  million-unit-daily  regi- 
men. In  mass  programs  a single  injection  of 
1.2  million  units  of  long-acting  penicillin  has 
proved  effective. 

Intermediate  forms.  Yaws  becomes  less 
florid  as  the  geography  changes  from  moist 
jungle  to  dry  savannah.  Along  the  desert 
borders  of  Africa  and  the  Middle  East,  bejel 
and  other  endemic  syphilides  are  the  domi- 
nant, nonvenereal  treponemal  infections. 
The  onset  of  these  diseases  is  usually  later  in 
childhood  than  is  true  of  yaws.  Lesions  are 
concentrated  on  moist  areas  such  as  the 
mouth,  axilla,  inguinal  area,  and  rectum. 
The  frequency  of  sores  on  the  buccal  mucus 
junctions  has  caused  the  common  drinking 


cup  to  be  incriminated  as  a means  of  mechan- 
ical spread.  Late  palmar  lesions  and  bone 
destruction  are  common,  but  no  organ  dam- 
age occurs.  Serologic  test  results  for  syphilis 
are  positive.  Although  visualization  of 
treponema  from  wound  aspirates  is  desirable, 
there  is  nothing  pathognomonic  in  their 
morphology.  Treatment  with  penicillin  is 
curative. 

Pinta.  Pinta,  another  nonvenereal  trepo- 
nemal infection  flourishes  throughout  tropi- 
cal America.  Its  name  is  derived  from  the 
Spanish  word  for  “spotted,”  and  it  is  a 
purely  cutaneous  disease  caused  by  T. 
carateum.  Primary  lesions,  observed  only 
under  experimental  conditions,  appear  ten  to 
sixteen  days  after  artificial  inoculation  The 
natural  means  of  transmission  is  uncertain. 
Direct  contact  is  presumed  to  be  the  major 
method  of  spread,  although  vector  trans- 
mission by  both  Simulium  and  Hippelates 
flies  has  been  proved  possible.  The  second- 
ary lesions,  or  pintids,  are  scaly,  squamous 
papules  on  an  erythematous  base.  As  the 
lesions  become  inactive,  achromia  becomes 
more  prominent  (Fig.  4).  These  areas  of 
slatey  depigmentation  are  usually  bilateral, 
symmetrical,  and  associated  with  concurrent 
desquamation,  lichenization,  and  hyper- 
keratosis. 

There  are  no  latent  periods  in  pinta,  and 
the  tertiary  lesions  evolve  from  pintids. 
Treponemas  can  be  found  in  juice  expressed 
from  scrapings  of  pintids  but  are  rare  in  the 
achromic,  late  lesions.  Penicillin  will  cure 
pinta  but  will  not  reverse  late  depigmentary 
changes. 

A far  more  important  treponemal  derma- 
tosis, tropical  phagedenic  ulcer,  possibly 
caused  by  T.  vincenti,  will  be  discussed  in  de- 
tail later  in  the  series. 


TABLE  I.  Differentiating  features  of  the  human  rickettsiosis 


Disease 

Parasite 

Vector 

Location 
of  Rash 

Eschar 

and 

Adenopathy 

Weil- Felix 
Reaction 
(Proteus  X) 

Epidemic  typhus 

R.  prowazekii 

Louse 

Trunk 

None 

19,  none 

Murine  typhus 

R.  mooseri 

Flea 

Trunk 

None 

19,  none 

Scrub  typhus 

R.  orientalis 

Mite 

Trunk 

Present 

K,  none 

Spotted  fevers 
Rocky  Mountain 

R.  rickettsii 

Tick 

Limbs 

None  ] 

19,  none 

African 

R.  conorii 

Tick 

Limbs 

Present  > 

2,  none 

Australia 

R.  australis 

Tick 

General 

Present] 

New  York 

R.  akari 

Mite 

Trunk 

Present 

Negative 

Trench  fever 

R.  quin  tana 

Louse 

Trunk 

None 

Unknown 

Q fever 

R.  burneti 

Tick 

None 

None 

Negative 
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FIGURE  5.  Primary  lesions  and  eruption  in  a 
Japanese  case  of  scrub  typhus. 


Tropical  rickettsiosis 

The  majority  of  human  rickettsial  infec- 
tions occur  in  temperate  zones.  The  most 
devastating  example  of  this  class  of  infec- 
tions, epidemic  typhus,  caused  by  R. 
prowazeki,  is  a disease  of  cold  climates;  even 
in  endemic  areas  of  the  subtropics,  out- 
breaks are  limited  to  the  winter  season  and 
highland  regions.  The  Rocky  Moun- 
tains of  the  United  States  provide  the 
eponym  for  a whole  group  of  rickettsial 
fevers,  in  which  R.  rickettsii,  among  others, 
is  a causative  organism.  One  of  these, 
rickettsial  pox,  caused  by  R.  akari,  is  con- 
tracted only  in  New  York  City.  In  local 
areas  of  the  tropics,  however,  several  kinds 
of  typhus  are  significant  health  hazards. 
The  most  important  examples  are  scrub 
typhus  in  the  Far  East  and  the  bouton- 
neuse  tick  typhus  infections  in  North  and 
Central  Africa. 

To  provide  the  clinician  in  the  temperate 
climate  with  detailed  descriptions  of  the 
rickettsioses  would  be  like  “carrying  coals  to 


Newcastle.”  Table  I summarizes  their  dif- 
ferentiating features,  and  a few  generalized 
comments  will  permit  an  adequate  recollec- 
tion of  the  pathogenesis  of  these  diseases  as 
well  as  serving  to  stimulate  their  inclusion 
in  the  differential  diagnosis  of  illnesses  char- 
acterized by  fever  and  a rash. 

Except  for  epidemic  typhus,  in  which  man 
is  the  only  proved  reservoir  of  infection,  the 
human  rickettsioses  are  zoonoses  transmitted 
to  man  by  arthropods.  There  may  or  may 
not  be  local  and  lymphatic  evidence  of  the 
bite  site.  The  endothelial  lining  of  small 
blood  vessels  are  most  heavily  parasitized, 
and  thromboses  with  perivascular  hemor- 
rhage and  polymorphonuclear  infiltration 
comprise  the  basic  pathologic  lesions. 
These,  often  termed  “Wolbach’s  nodules,” 
may  be  found  in  all  organs  of  the  body  but 
are  most  pronounced  in  the  skin  (Fig.  5), 
brain,  lungs,  and  heart. 

The  clinical  syndrome  of  sudden  fever, 
prostration,  delirium,  diffuse  neurologic  dis- 
turbances, and  a rash  follows  a ten-day 
(average)  incubation  period.  The  signs  and 
symptoms  persist  for  two  weeks,  and  then 
the  fever,  in  favorable  cases,  falls  as  a result 
of  lysis.  Complete  convalescence  often  re- 
quires six  months.  Isolation  of  rickettsiae 
is  rarely  possible  and  laboratory  confirma- 
tion is  usually  based  on  serologic  tests.  The 
Weil-Felix  reaction,  using  three  different 
Proteus  strains  as  antigen,  is  a nonspecific 
but  very  useful  test.  Group  and  type-spe- 
cific complement-fixation  and  agglutination 
tests  are  even  more  valuable,  but  purified 
antigens  are  difficult  to  obtain. 

Treatment  with  chloramphenicol  and 
other  broad-spectrum  antibiotics  is  effective. 
These  drugs  are  not  rickettsiacidal,  and  in- 
adequate courses  of  therapy  are  associated 
with  a high  percentage  of  relapses.  The 
value  and  limitations  of  typhus  immuniza- 
tion have  been  discussed  ear  her  in  this  series. 
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Since  World  War  II  the  results  of  numer- 
ous studies  and  research  have  revealed  that 
one  of  the  most  serious  forms  of  malnutri- 
tion in  many  developing  countries  in  Asia, 
Africa,  and  Latin  America,  perhaps  the 
most  serious  one,  is  protein  malnutrition 
(kwashiorkor)  in  weaned  infants  and  young 
children.  This  is  complicated  sometimes 
by  calorie  deficiency  (marasmus)  and  often 
by  lack  of  essential  vitamins  and  minerals. 
In  highly  developed  countries  protein  mal- 
nutrition is  seldom  found  because  the  popu- 
lation in  general  enjoys  a mixed  diet  in 
which  proteins  of  good  quality , usually  partly 
of  animal  origin,  are  present  in  sufficient 
quantities.  However,  in  most  underde- 
veloped countries  animal  protein  foods  such 
as  meat,  fish,  milk,  and  eggs  are  scarce,  or 
expensive,  or  both.  The  result  is  that  the 
vulnerable  groups,  especially  young  children 
who  are  most  in  need  of  good  quality  pro- 
tein, get  very  little  or  none  of  it.  This  situa- 
tion is  often  aggravated  by  wrong  food 
habits  and  other  factors.  The  ecology  of 
protein  malnutrition  is  of  great  importance, 
and  much  attention  is  now  being  focused  on 
it  in  a number  of  countries.  The  purpose 
of  this  report  is  to  describe  some  of  the  de- 
velopments that  have  taken  place  with  re- 


spect to  protein-rich  foods  for  use  in  the 
treatment  and  prevention  of  protein  mal- 
nutrition. 

Background  of  Protein-Rich 
Food  Program 

Milk  protein  has  been  found  to  be  ex- 
cellent for  curing  and  preventing  protein 
malnutrition.  In  many  developing  countries 
supplementary  child-feeding  programs, 
through  maternal  and  child  health  centers 
and  schools,  were  initiated  after  World 
War  II;  these  programs  were  based  largely 
on  surplus  dried  skim  milk  made  available 
to  recipient  governments  through  UNICEF, 
various  voluntary  organizations  such  as 
CARE,  as  well  as  through  bilateral  govern- 
ment agreements.  Such  milk  was  also  used 
in  the  hospital  treatment  of  children  suf- 
fering from  protein  malnutrition.  The 
distribution  of  dried  skim  milk  was  regarded 
as  a temporary  expedient  since  it  was  felt 
that  the  surplus  situation,  which  had  been 
created  largely  as  a result  of  wartime  con- 
ditions, would  soon  come  to  an  end.  In 
any  case,  the  surpluses  available  were  not 
sufficient  for  the  children  in  the  develop- 
ing countries  who  would  benefit  from  a daily 
milk  supplement,  irrespective  of  the  occur- 
rence of  protein  malnutrition.  Thus,  it 
was  felt  that  vigorous  efforts  should  be  made 
not  only  to  encourage  the  local  production 
of  milk,  where  such  would  be  feasible,  but 
also  to  find  other  products  rich  in  protein 
which  would  be  suitable  in  the  diet  of  young 
children  and  cheap  enough  to  be  accorded 
widespread  use.  At  the  international  level 
FAO,  WHO,  and  UNICEF,  each  of  whose 
program  of  assistance  has  an  important 
bearing  on  child  nutrition,  have  long  been 
concerned  with  the  protein  problem  and  its 
ramifications.  Around  1950  to  1951  the 
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TABLE  1.  World  production  of  plan  protein  sources1-* 


Commodity 

Annual  Production* 
(1,000  metric  tons) 

Average 

Protein  Contentf-** 
(Per  Cent) 

Average 

Available  Protein 
(1,000  metric  tons) 

Cereals 

Wheat 

180,000 

13.0 

23,400 

Rice  (paddy) 

253,700 

7.5 

19,000 

Corn  (maize) 

188,700 

9.5 

17,900 

Totals 

622,400 

60,300 

Legumes 

Dry  peas 

4,600) 

Broad  beans 

4 , 500 | 

Chick  peas 

8,000) 

26 

Lentils 

660! 

Dry  beans 

7,900j 

Totals 

26 , 060 

6,770 

Oilseeds 

Soybeans 

27,600 

38 

10,500 

Groundnuts 

13,900 

25 

3,470 

Cottonseed 

15,900 

20 

3,180 

Sesame 

1,750 

25 

437 

Sunflower  seed 

1,400 

20 

280 

Totals 

60,550 

18,867 

* Taken  from  data  for  1958  in  Monthly  Bulletin  of  Agricultural  Economics  and  Statistics,  Rome,  F.A.O.,  exclusive  of  U.S.S.R. 
t Nitrogen  X 6.25. 

**  There  is  a variation  in  protein  content  of  the  commodities  depending  on  variety  and  growing  conditions.  The  figures  that 
are  listed,  therefore,  are  significant  only  as  a basis  for  calculating  an  order  of  magnitude  of  protein  supplies;  the  original  references 
cited  in1  should  be  consulted  for  more  details  on  composition. 


idea  took  shape  that  certain  sources  of 
vegetable  protein  might  provide  a helpful 
supplement  to  the  protein  of  the  diets, 
based  on  cereals  or  roots  and  tubers  such 
as  cassava  and  sweet  potato,  typical  for 
children  in  so  many  of  the  developing  coun- 
tries. Because  of  economic  conditions  in 
such  countries  it  was  felt  that  these  protein 
sources  should  be  produced  locally;  also, 
that  high  priority  should  be  given  to  seed 
legumes  (pulses)  which  can  be  cultivated 
easily  and  of  which  many  kinds  and  varieties 
exist.  Consideration  was  also  given  to 
defatted  oilseed  flours  which  are  abundant 
in  many  of  the  developing  countries. 
These  by-products  of  the  oil  industry  are 
very  cheap  and  often  used  as  animal  feed 
or  fertilizer.  The  protein  content  is  high 
(often  around  50  per  cent)  and  usually  of 
good  supplemental  value.  Table  I by 
Altschul1  gives  an  excellent  view  of  world 
production  of  such  protein  sources.  An- 
other possibility  considered  was  fish  flour, 
either  deodorized  or  nondeodorized; 
such  a product  has  certain  advantages  over 
the  relatively  cheap,  dried,  and  salted  fish 
which  is  often  used  in  tropical  countries 


but  which  does  not  have  good  storage 
qualities.  Reference  may  also  be  made  to 
leaf  protein  concentrates  on  which  Pirie2 
especially  has  worked  extensively. 

Defatted  oil  seed  flours  and  fish  flour  have 
received  much  attention  from  FAO,  WHO, 
and  UNICEF.  It  was  realized  from  the 
beginning  that  a good  deal  of  research 
would  be  needed  to  make  available  products 
suitable  for  human  consumption.  The 
problem  of  acceptability  was  felt  to  be 
relatively  minor.  Some  of  the  early  think- 
ing can  be  found  in  three  publications. 3 -5 

It  seems  worth  while  now,  more  than 
ten  years  after  the  problem  was  tackled 
for  the  first  time  on  a large  scale,  to  con- 
sider whether  or  not  the  hypothesis  referred 
to  earlier  and  which  formed  an  incentive  for 
the  development  of  the  “protein-rich  food 
program”  still  holds,  what  developments 
have  taken  place,  and  what  achievements 
can  be  recorded  so  far.  Reference  is  made 
in  particular  to  the  FAO-WHO-UNICEF 
program  as  well  as  to  the  work  of  some  in- 
dependent investigators  such  as  Pirie2  and 
Subrahmanyan  et  aZ.6 

Essentially,  the  FAO-WHO-UNICEF 
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Protein-Rich  Food  Program  aims  at 
stimulating  and  guiding  needed  research 
(such  as  laboratory  research,  field  studies, 
and  acceptability  tests),  coordinating  and 
disseminating  the  findings  of  such  research, 
and  assisting  governments  to  make  prac- 
tical application  of  the  findings.  This 
tripartite  program  has  the  advice  and  help 
of  a special  group  of  consultants,  known  as 
the  Protein  Advisory  Group.  The  Rocke- 
feller Foundation,  through  the  Committee 
on  Protein  Malnutrition  of  the  Food  and 
Nutrition  Board  of  the  National  Academy 
of  Sciences,  United  States,  has  been  giving 
substantial  financial  support  to  the  re- 
search phase  carried  out  in  various  parts 
of  the  world.7  An  excellent  article  on  the 
program  has  been  published  by  Hundley.8 

The  following  criteria  for  protein  foods 
have  evolved: 

1.  The  basic  materials  must  be  avail- 
able locally,  or  be  capable  of  local  produc- 
tion. 

2.  The  basic  materials  must  be  products 
which  are  not  already  being  used  maxi- 
mally as  human  food. 

3.  The  processed  foods  must  be  within 
the  economic  means  of  the  particular  popula- 
tion group  for  which  they  are  intended. 

4.  They  must  be  easy  to  transport,  and 
they  must  have  a long  storage  life  without 
the  benefits  of  refrigeration. 

5.  They  must  be  completely  free  of  any 
toxic  or  other  deleterious  influence. 

6.  Their  nutritional  value  must  be  such 
that  they  provide  an  effective  protein  sup- 
plement to  the  typical  diet  in  the  area  in 
which  they  will  be  used. 

7.  They  must  have  characteristics  of 
taste,  odor,  or  physical  properties  that  will 
make  them  acceptable,  especially  in  the 
diet  of  young  children. 

Some  problems  encountered 

More  obstacles  than  originally  anticipated 
have  been  encountered  in  the  research  phase, 
as  well  as  in  the  practical  application.  For 
example,  there  have  been  problems  in  con- 
nection with  the  biological  value  of  the  protein 
concerned.  In  principle  processing  should 
damage  the  biologic  value  as  little  as  pos- 
sible so  as  to  retain  the  maximum  nutritive 
value.  However,  when  a protein-rich  prod- 
uct is  used  as  a protein  supplement,  it  does 


not  always  matter  much  whether  the  bio- 
logic value  has  deteriorated  somewhat.  An 
excellent  example  in  this  respect  is  the  work 
in  Jamaica  of  Waterlow9  and  others.1011 
Leaf  protein  concentrates  tend  to  have  a low 
biologic  value.  However,  these  workers 
found  that  in  feeding  babies  comparable 
results  were  obtained  with  a supplement  of 
dried  skim  milk  and  a supplement  in  which 
half  of  the  dried  skim  milk  protein  was 
replaced  with  leaf  protein  concentrate. 

From  the  outset  a very  practical  question 
has  been  whether  a protein-rich  product 
should  be  made  available  as  such,  in  the 
hope  that  it  will  be  used  to  supplement  the 
proteins  in  the  basic  diet,  or  whether  it 
should  be  mixed  with  some  other  protein- 
containing  product  so  as  to  give  a more  com- 
plete protein  mixture.  Examples  of  the 
first  approach  are  fish  flour  (used  in  Morocco, 
Chile,  and  Malaya)  and  the  Indian  multi- 
purpose food.  An  example  of  the  second 
is  Incaparina7  developed  at  the  Institute  of 
Nutrition  for  Central  America  and  Panama, 
which  contains  about  29  per  cent  defatted 
cottonseed  flour  and  about  the  same  quanti- 
ties of  maize  flour  and  sorghum,  as  well  as 
yeast  and  vitamins. 

Although  some  successful  promotion  cam- 
paigns have  been  carried  out,  it  has  been 
increasingly  realized  that  much  more  work 
is  needed  on  suitable  methods  of  gaining 
widespread  use  of  these  new  products  in 
different  sociocultural  environments. 


Progress  achieved 

At  the  international  level  the  following 
seven  products  have  been  studied:  fish 

flour,  certain  soy  products,  and  the  de- 
fatted flour  of  peanut,  cottonseed,  sesame, 
sunflower,  and  cotton.  The  stage  has  now 
been  reached  with  some  when  large-scale 
processing  and  distribution  is  feasible. 
Relatively  little  attention  has  been  given 
in  the  FAO-WHO-UNICEF  program  to 
leaf  protein  concentrates  (Pirie2);  this  is 
mainly  because  during  processing  the  protein 
loses  much  of  its  biologic  value  and  also 
because  its  green  color  and  sometimes  the 
flavor  make  the  products  unacceptable 
to  many  people.  From  both  the  economic 
and  acceptability  points  of  view,  many  more 
studies  on  these  concentrates  are  needed. 
For  example,  before  World  War  II  the 
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author12  studied  young  cassava  leaves  which 
are  rich  in  protein  and  which  are  regularly 
eaten  by  many  population  groups  in  the 
Far  East.  If  the  young  leaves  are  collected, 
not  many  roots  will  be  formed;  however, 
the  roots  are  the  reason  for  cassava  cultiva- 
tion. Picking  young  leaves  by  hand  (old 
leaves  are  low  in  protein)  and  having  them 
transported  and  processed  at  short  notice 
is,  in  general,  not  a cheap  procedure,  es- 
pecially if  there  is  no  longer  an  abundant 
root  crop  to  make  the  cultivation  remunera- 
tive. 

The  defatted  flours  of  sesame  and  sun- 
flower have  been  studied  only  to  a limited 
extent  in  spite  of  the  high  biologic  value  of 
their  proteins.  For  purely  technical  reasons 
the  hulls  of  these  seeds  cannot  be  removed 
before  the  oil  is  extracted.  It  may  be  noted 
that  sesame  products  such  as  tahina  and 
halwa  are  well  known  and  highly  appreciated 
in  the  Near  East,  but  because  they  are  not 
by-products  of  the  oil  industry  they  are  not 
cheap. 

Large  quantities  of  coconut  protein  are 
lost  from  the  oil  industry  or  are  used  only 
as  animal  feed  or  fertilizer  in  the  form  of 
defatted  copra.  The  protein  in  copra  is 
usually  deteriorated.  However,  there  are 
some  newer  coconut  oil  extraction  processes 
in  which  the  oil  is  extracted  from  the  fresh 
coconut  meat  so  that  the  residue  contains  a 
reasonable  concentration  of  high-quality 
protein.  This  residue  has  a rather  high 
content  of  crude  fiber,  but  it  is  possible  to 
extract  and  precipitate  a great  part  of  the 
protein.  This  technic  is  still  in  the  research 
stage. 

The  most  promising  products  so  far  are 
fish  flour,  certain  soy  products,  peanut 
flour,  and  cottonseed  flour.  Possibly  cotton- 
seed flour  has  been  the  most  successful. 
It  contains  about  50  per  cent  protein  and, 
as  already  pointed  out,  it  is  the  important 
constituent  of  Incaparina.  Experiments 
with  cottonseed  flour  have  been  and  still  are 
being  carried  out  in  other  countries  in 
Latin  America,  such  as  Peru,  and  in  the 
Near  East,  that  is,  in  Turkey  and  Iraq. 
Cottonseed  flour  contains  the  toxic  sub- 
stance gossypol;  during  suitable  processing 
this  is  bound  to  other  substances,  and  bound 
gossypol  is  nontoxic.  Gossypol  condenses 
with  the  amino  acid  lysin  of  the  seed  protein. 
A cottonseed  flour  fraction  containing  much 
free  gossypol  can  be  detoxified  by  heating, 


but  because  much  of  the  lysin  thus  becomes 
bound,  the  biologic  value  of  the  protein  is 
lowered.  For  this  reason  it  would  be  im- 
portant to  have  cotton  varieties  of  which  the 
seed  is  very  low  in,  or  free  of,  gossypol 
or  else  to  be  able  to  extract  the  free  gossy- 
pol without  its  condensing  with  the  protein. 
Research  in  both  these  directions  is  going 
on13;  the  Vaccarino  process  seems  to  be 
successful  not  only  because  it  extracts  al- 
most all  the  gossypol,  but  also  because  it  is 
said  to  be  economical.  There  are  other 
complications  with  cottonseed  flour  which 
will  not  be  considered  here.  It  may,  how- 
ever, be  noted  that  the  product  has  a yel- 
low color  which  is  not  always  acceptable, 
although  it  can  be  included  successfully  in 
soups,  and  so  on. 

Fish  flour  has  a high  content  of  protein 
(70  to  80  per  cent  or  more)  and  is  also  rich 
in  calcium  which  is  important  nutritionally. 
The  protein  usually  has  a very  high  biologic 
value.  Sometimes  solvent  extraction  lowers 
the  biologic  value,  but  this  is  not  usually  the 
case.  Some  population  groups  prefer  a 
nondeodorized  fish  flour  which,  however, 
usually  has  a high  bacterial  count.  Solvent- 
extracted  fish  flours  are  deodorized,  much 
more  stable,  and  practically  free  of  micro- 
organisms. They  have  the  disadvantage 
that  they  are  more  expensive,  although  the 
price  may  not  be  more  than  12  to  15  cents 
per  pound  in  our  money.  South  Africa 
was  the  first  country  in  which  solvent-ex- 
tracted fish  flour  was  used  in  an  enrichment 
program  which  was  started  about  ten  years 
ago.  For  several  reasons,  but  mainly  be- 
cause the  program  did  not  reach  the  popula- 
tion groups  it  was  intended  to  benefit, 
it  was  stopped  and  so  was  the  production  of 
fish  flour.  In  Chile  acceptability  tests 
with  South  African  deodorized  fish  flour 
were  carried  out  some  ten  years  ago.  There 
is  now  a plant  in  Santiago  for  the  production 
of  deodorized  fish  flour,  mainly  from  lean 
fish.  In  Morocco  a small  fish  flour  plant 
has  been  working  intermittently  to  produce 
a solvent-extracted  but  not  quite  odorless 
fish  flour  from  fat  fish  (sardinella).  It  is 
understood  a second  plant  will  soon  be  built. 
In  Malaya  a nondeodorized  fish  flour  is 
produced  from  tuna,  and  growth  experiments 
with  children  have  demonstrated  its 
value.14  Space  does  not  permit  a discussion 
of  recent  fish  flour  developments  in  North 
America  and  Europe. 
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Defatted  peanut  (ground  nut)  flour  has 
more  than  50  per  cent  protein.  Although 
the  biologic  value  of  the  protein  is  not  as 
high  as  that  of  most  other  defatted  oilseed 
products,  the  high  protein  content,  the  low 
price  of  the  product,  and  its  availability 
in  many  countries  in  Asia,  Africa,  and  La- 
tin America  have  made  it  attractive  for 
further  study.  In  India  the  so-called  In- 
dian multipurpose  food  is  produced.6  It 
contains  20  per  cent  Bengal  gram  (chick 
peas)  which  does  not  influence  the  biologic 
value  but  which  changes  the  organoleptic 
properties  and  makes  the  product  more  ac- 
ceptable. The  peanut  flour  is  made  from 
selected  peanuts  (that  is,  hand  picked  and 
sorted)  which  tends  to  make  it  more  ex- 
pensive but  which  has  proved  to  be  a blessing 
in  disguise.  A couple  of  years  ago  large 
batches  of  defatted  peanut  flour  being  used 
for  animal  feeding  proved  to  be  extremely 
toxic.  It  was  found  that  the  peanuts  were 
infested,  before  or  during  harvesting,  with 
a fungus,  Aspergillus  flavus,  which  produces 
a toxic  substance  or  mixture  of  toxic  sub- 
stances, aflatoxin. 15- 16  It  is  not  known 
whether  human  beings  have  ever  been 
afflicted  with  this  poisoning.  However, 
immediate  steps  were  taken  to  halt  the  prac- 
tical experiments  with  children  which  were 
at  that  time  being  carried  out  in  a number  of 
countries  until  it  was  certain  that  the  start- 
ing material  was  “safe,”  as  was  the  case  with 
the  “selected”  peanuts  in  India. 

It  is  interesting  to  note  that  in  Indonesia 
peanut  presscake  has  been  used  as  a human 
food  for  a long  time.  It  is  treated  with  cer- 
tain fungi  to  form  an  attractive  and  digesti- 
ble food  which  is  eaten  regularly,  especially 
in  the  western  part  of  Java. 

Defatted  soy  flour  which  contains  about 
50  per  cent  protein  is  an  extremely  cheap 
source  of  good  quality  vegetable  protein. 
It  can  easily  be  included  in  breads,  gruels, 
tortillas,  and  so  forth.  Unpublished  data 
indicate  that  a special  brand  of  full  fat  soy 
flour  can  be  brought  easily  into  emulsion 
and  could  thus  make  an  acceptable  soy 
milk.  The  defatted  flour  is  produced  in 
great  quantities  in  North  America,  but  not 
in  most  countries  in  the  Far  East,  Africa, 
and  Latin  America  where  soy  beans  are 
cultivated.  In  these  countries  no  industry 
based  on  oil  extraction  of  soy  beans  has  been 
developed  to  any  degree.  The  soy  beans 
are  used  either  as  a cash  crop  and  exported, 


or  else  they  are  converted  (with  the  help 
of  moulds,  bacteria,  and  so  on)  into  special 
foods  (such  as  miso,  natto,  tempeh,  and  soy 
sauce).  In  the  Far  East  large  quantities 
of  soy  beans  are  used  for  the  manufacture 
of  soy  milk  and  tofu  (a  protein  precipitate 
from  soy  extract)  and  for  the  sprouted 
product  which  is  a good  vegetable. 

Developing  countries  wishing  to  use  de- 
fatted soy  flour  would  have  to  import  it, 
and  it  would  therefore  not  constitute  a lo- 
cally produced  protein-rich  food.  Full  fat 
soy  flour  could  be  produced  in  these  coun- 
tries, but  this  product  is  not  very  acceptable 
because  it  usually  has  a distinct  beany 
flavor.  Too  little  attention  has  been  given 
by  those  concerned  with  human  nutrition 
to  the  fact  that  although  soy  beans  have  a 
high  nutritive  value  they  are  not  very  attrac- 
tive as  a human  food  because  of  their  or- 
ganoleptic characteristics.  This  is  why 
fermented  soy  products  and  soy  extracts 
have  been  developed  so  extensively  in  the 
Far  East.  In  general,  fermented  soy  prod- 
ucts are  very  digestible  and  acceptable  to  the 
local  population,  but  they  are  difficult  to 
preserve.  Soy  sauce  keeps  well,  but  because 
of  its  high  salt  content  it  cannot  be  eaten 
in  sufficient  quantity  to  serve  as  a good 
source  of  protein. 

Among  all  the  soy  products  known  and 
acceptable  in  the  Far  East  soy  milk  seems 
to  offer  the  best  opportunities  for  develop- 
ment as  a protein-rich  food.  For  this  reason 
UNICEF  with  the  technical  cooperation  of 
FAO  have  been  assisting  the  government 
of  Indonesia  to  develop  a product  called 
“saridele,”  a term  meaning  “the  best  of 
the  soy.”  Saridele  is  a spray-dried  extract 
from  locally  grown  soy  beans  with  20  per 
cent  sesame  seed  and  some  vitamins  and 
minerals.  The  sesame  is  used  to  improve 
taste  and  flavor.  Saridele,  the  daily  produc- 
tion of  which  amounts  to  a few  tons  of  the 
dry  product,  appears  to  be  very  acceptable. 
However,  because  it  is  prepared  from  soy 
beans  and  sesame  which  have  not  been  de- 
fatted, it  is  not  cheap. 

Conclusion 

When  the  FAO-WHO-UNICEF  Protein- 
Rich  Food  Program  was  started  somewhat 
more  than  ten  years  ago,  it  was  generally 
believed  that  the  use  of  dried  skim  milk  to 
improve  the  nutrition  of  children  in  develop- 
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ing  countries  was  purely  a temporary  meas- 
ure. Instead  of  coming  to  an  end,  sur- 
pluses of  milk  and  other  foods  now  form  the 
basis  of  the  Food  For  Peace  Program 
(United  States)  and  the  World  Food  Pro- 
gram (UN-FAO).  It  might  appear  that 
the  need  for  locally  produced  protein-rich 
foods  of  the  type  referred  to  in  this  report 
had,  therefore,  diminished.  However,  de- 
spite the  very  large  surpluses  of  dried  skim 
milk  now  available  to  the  developing  coun- 
tries, supplies  are  insufficient  for  the  great 
number  of  children  who  for  one  reason  or 
another  would  benefit  from  a daily  milk  sup- 
plement. Despite  the  emphasis  being  given 
in  the  agriculture  policies  and  programs  of 
many  developing  countries  to  the  production 
of  protein  foods  such  as  meat,  milk,  fish,  eggs, 
and  legumes,  supplies  fall  far  short  of  nutri- 
tionally desirable  levels  and  also  are  expen- 
sive. Added  to  these  considerations  is  the 
very  high  rate  of  population  growth  in  the 
developing  regions  which  is  aggravating  food 
and  nutrition  problems  which  already  are 
most  serious.  The  continuation  of  the  pro- 
gram outlined  in  this  paper  to  encourage  the 
local  production  and  consumption  of  cheap 
protein-rich  foods  is  therefore  of  great  im- 
portance. 


Newer  breast  cancer  surgery 

Encouraging  results  with  extended  radical 
mastectomy  were  reported  in  the  January  11 
Journal  of  the  American  Medical  Association. 

The  technic  consists  of  removing  the  chain  of 
internal  mammary  lymph  nodes  in  addition  to 
the  axillary  lymph  chain.  The  operation  in- 
cludes the  removal  of  a segment  of  chest  wall 
overlying  the  mammary  chain. 

To  evaluate  the  extended  surgery,  158  pa- 
tients who  underwent  the  newer  technic  be- 
tween 1951  and  1957  were  compared  with  88 
patients  who  had  conventional  operations  be- 
tween 1947  and  1950.  On  the  basis  of  axillary 
involvement,  the  extent  of  the  tumor  was 
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roughly  comparable  in  both  groups. 

Of  those  operated  on  in  the  conventional  man- 
ner, 50  of  88  cases,  or  57  per  cent,  survived  the 
five-year  period.  Among  those  undergoing  the 
extended  procedure,  111  of  158,  or  70  per  cent, 
survived  for  five  years. 

The  patients  accounting  for  most  of  the  in- 
creased survival  rate  were  those  in  whom  the 
cancer  involved  both  the  internal  mammary  and 
axillary  lymphatics.  In  these  patients  the  per- 
centage surviving  increased  from  37  per  cent  for 
those  undergoing  conventional  surgery  to  70  per 
cent  for  those  undergoing  extended  radical  mas- 
tectomy. The  increased  survival  appears  to  be 
derived  from  those  patients  in  whom  the  tumor 
spread  via  the  lymph  routes  rather  than  via  the 
blood  system. 
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From  the  Ellis  Hospital  Laboratory 

T HE  MALABSORPTION  SYNDROME  includes 
a number  of  disorders  with  similar  clinical 
and  pathologic  manifestations  characterized 
by  diminished  or  deficient  absorption  of 
nutriments  from  the  gastrointestinal  tract. 
It  may  be  divided  into  primary  and  second- 
ary varieties.  In  the  primary  malabsorp- 
tion syndrome  there  is  no  antemortem 
or  postmortem  evidence  of  a causative  agent. 
In  the  secondary  variety,  obvious  organic 
disease  is  present,  such  as  lymphoma,  Whip- 
ple’s disease,  enteritis  involving  the  small 
intestine,  or  pathologic  conditions  involving 
the  pancreas  or  biliary  tract.  The  primary 
malabsorption  syndrome,  or  idiopathic  sprue, 
is  a genetically  transmitted  metabolic  dis- 
order characterized  by  impaired  intestinal 
absorption.  It  may  manifest  itself  as  celiac 
disease  in  children  and  sprue  or  idiopathic 
steatorrhea  in  adults.1 

Recently,  there  has  been  increasing  in- 
terest in  physiologic  and  pathologic  disturb- 
ances resulting  from  intestinal  malabsorp- 
tion. One  of  the  striking  abnormalities 
of  the  intestinal  tract  that  has  been  en- 
countered is  a granular  brown  pigmentation 
of  the  smooth  muscle  of  the  intestinal  wall 
and  occasional  pigmentation  in  smooth 
muscle  of  other  organs. 

We  present  two  cases  of  the  malabsorp- 
tion syndrome,  one  primary  and  the  other 
secondary,  both  with  striking  pigmentary 


changes  in  the  smooth  muscle  of  the  gastro- 
intestinal tract. 

Case  reports 

Case  1.  The  patient  was  a sixty -two- 
year-old  white  man  who  had  been  hos- 
pitalized ten  and  four  years  prior  to  his 
final  admission  for  the  treatment  and  regula- 
tion of  diabetes  mellitus.  On  the  final  ad- 
mission his  complaints  were  concerned  with 
diabetes  mellitus  and  diarrhea.  He  had 
had  diarrhea  for  twelve  years.  The  di- 
arrhea was  intermittent,  and  he  had  up  to 
12  movements  a day,  which  were  described 
as  being  yellow,  bulky,  frothy,  and  foul- 
smelling. The  patient  was  emaciated,  with 
a protuberant  abdomen  and  had  marked 
kyphosis  and  old  fractures  of  the  left  tibia 
and  fibula  with  deformities.  His  tempera- 
ture, pulse,  respirations,  and  blood  pressure 
were  within  normal  limits. 

Laboratory  data.  The  patient  had  been 
taking  insulin  for  an  unspecified  period  of 
time,  and  his  insulin  requirements  had  gradu- 
ally diminished  until  without  it  he  had  hypo- 
glycemic reactions,  with  the  blood  sugar  as 
low  as  30  mg.  per  100  ml.  Laboratory  stud- 
ies showed  many  blood  sugars  ranging 
from  30  to  250  mg.  per  100  ml.  The  leuko- 
cyte count  was  9,300  per  cubic  millimeter, 
with  70  per  cent  granulocytes;  hemoglobin 
was  12  Gm.  per  100  ml.  Fat  studies  and 
D-xylose  tolerance  tests  were  not  recorded 
at  this  time. 

Course  of  the  illness.  A diagnosis  of  hy- 
perinsulinism  due  to  islet  cell  adenoma  was 
entertained,  and  a laparotomy  was  per- 
formed. No  adenoma  was  found,  and  the 
pancreas  was  said  to  be  atrophied.  The 
patient  was  discharged  against  advice  and 
died  three  weeks  later.  The  interim  history 
was  unknown. 

Autopsy  findings.  At  necropsy  the  body 
was  emaciated  and  weighed  about  80 
pounds.  Subcutaneous  fat  was  minimal 
to  absent.  The  oral  cavity  was  edentulous. 
The  omentum  was  nearly  devoid  of  fat. 
The  liver  weighed  825  Gm.  The  pancreas 
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FIGURE  1.  Case  1.  Fibrotic  pancreas  showing 
calcareous  material  in  dilated  ductal  system. 


weighed  90  Gm.  and  was  fibrotic  (Fig.  1). 
Careful  examination  showed  no  tumor.  The 
main  pancreatic  ducts  were  dilated,  and  cal- 
careous material  was  present  throughout 
the  duct  system.  The  largest  calculus 
measured  1.2  cm.  Gross  and  microscopic 
examination  of  the  gastrointestinal  tract 
revealed  nothing  positive  except  for  exten- 
sive deposition  of  particulate  brownish 
pigmented  material  in  the  cytoplasm  of  the 
smooth  muscle  cells. 

The  hypoglycemia  in  this  patient  could 
not  be  explained  on  the  basis  of  pathologic 
changes  in  the  pancreatic  insular  tissue. 
Microscopic  examination  of  the  pancreas 
revealed  chronic  calcareous  pancreatitis, 
with  extensive  replacement  of  parenchyma 
by  fibrous  tissue.  Very  little  acinar  tissue 
remained,  and  no  islet  tissue  could  be  found 
in  the  many  sections  taken  from  representa- 
tive areas  of  the  pancreas.  Hypoglycemia 
may  occur  secondary  to  disease  of  the  exo- 
crine pancreas  and  peripancreatic  tissue.2-3 
Increased  pressure  in  the  pancreatic  duct  in 
anesthetized  dogs  causes  a drop  in  blood 
sugar  level.4  This  patient  had  extensive 
calcareous  obstruction  of  the  pancreatic 
ductal  system  as  described. 

Case  2.  The  patient  was  a seventy- 
year-old  white  woman  who  had  complained 
of  diarrhea  during  most  of  her  adult  fife. 
She  dated  its  onset  to  the  consumption  of 
cold  beverages  in  the  third  decade  of  her 
life.  Since  then  it  had  been  intermittent 
until  three  and  one-half  years  previously, 
when  it  became  constant  and  severe,  with 
liquid,  foul-smelling  stools  varying  from  one 
to  ten  daily.  Associated  manifestations 
were  anorexia,  fatigue  and  weakness,  weight 
loss,  generalized  bone  pain,  peripheral  edema, 
exertional  dyspnea,  and  anemia.  On  two 
previous  hospital  admissions  the  patient 
weighed  90  pounds,  was  cachectic,  and  ex- 
hibited numerous  large  ecchymoses  over  the 


skin  and  oral  mucosa.  X-ray  films  fol- 
lowing minimal  trauma  showed  multiple 
compression  fractures  of  dorsal  and  lumbar 
vertebrae  and  osteoporosis. 

Laboratory  data.  The  time  of  venous 
coagulation  in  glass  was  63  minutes  (nor- 
mal, 9 to  19  minutes).  In  siliconized  tubes 
there  was  no  coagulation  in  twenty-four 
hours  (normal,  25  to  60  minutes).  The 
skin  bleeding  time  was  over  10  minutes 
(normal,  2 to  5 minutes).  Clot  retraction 
and  platelet  studies  showed  normal  results. 
The  prothrombin  time  was  78  seconds, 
with  a control  of  13.2  seconds.  Stool  exam- 
inations for  blood,  ova,  parasites,  fungi, 
and  enteropathogens  showed  nothing  posi- 
tive. Trypsin  activity  was  present  in 
the  stool  at  a dilution  of  1 : 100.  Bone  mar- 
row aspiration  showed  normoblastic  hyper- 
plasia. Leukocytes  ranged  from  5,900  to 
9,500  per  cubic  millimeter,  with  normal  dif- 
ferential counts.  Macrocytosis  was  not 
present.  Hemoglobin  ranged  from  8.2  to 
11.5  Gm.  per  100  ml.,  with  corresponding 
red  blood  cell  counts.  Reticulocyte  counts 
ranged  from  0.9  per  cent  to  15.8  per  cent. 
Representative  blood  chemistry  determina- 
tions in  mg.  per  100  ml.  were:  calcium, 

5.4  to  7.4;  glucose,  92;  and  blood  urea  ni- 
trogen, 20.  In  milliequivalents  per  liter  of 
blood,  sodium  was  127,  potassium  was  3.3, 
and  chlorides  were  94.  The  blood  proteins 
were  4.6  Gm.  per  100  ml.,  with  2.6  Gm. 
of  albumin  and  2 Gm.  of  globulin.  Sev- 
eral fiver  function  tests  gave  normal  results. 
Fat  was  found  in  the  stool,  but  there  were 
no  muscle  fibers.  A roentgenologic  study 
of  the  small  bowel  did  not  reveal  a defi- 
ciency pattern.  D-xylose  tolerance  test 
results  were  not  available. 

Course  of  the  illness.  The  nutritional  de- 
ficiencies were  treated,  and  the  patient  was 
placed  on  a gluten-free  diet  and  was  dis- 
charged markedly  improved  but  with  per- 
sistent diarrhea.  She  did  not  adhere  to  the 
prescribed  regimen,  and  four  months  later 
she  was  readmitted  to  the  Ellis  Hospital 
in  a terminal  state  and  died  shortly  there- 
after. 

Autopsy  findings.  An  autopsy  was  per- 
formed one  and  one-half  hours  post  mortem. 
The  body  was  emaciated,  and  except  for 
brownish  pigmentation  of  the  skin  over  the 
lower  extremities  there  was  no  evidence  of 
dermatitis.  The  upper  jaw  was  edentulous, 
and  a few  carious  teeth  were  present  in  the 
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FIGURE  2.  Case  2.  Section  from  small  intestine 
showing  ceroid  lipofuscin  of  ceroid  type  in  muscle 
cells  (periodic  acid-Schiff). 

lower  jaw.  Gross  examination  of  the  eyes 
revealed  nothing  remarkable.  Scattered 
throughout  the  lung  parenchyma  were 
variable-sized  hemorrhagic  areas.  On  open- 
ing the  peritoneal  cavity  a large  retroperi- 
toneal extravasation  of  bloody  gelatinous 
fluid  was  found,  distributed  symmetrically 
on  both  sides  and  extending  from  just  above 
the  renal  arteries  caudad  into  the  pelvis. 
Major  vessels  were  carefully  examined, 
but  no  distinct  source  of  hemorrhage  such  as 
an  aneurysm  was  found.  The  mucosa  of 
the  stomach  and  small  intestine  appeared 
atrophic.  The  muscular  is  of  the  stomach 
and  small  and  large  intestine  had  a distinct 
yellowish-brown  discoloration. 

Histologic  examination  of  the  small  in- 
testine showed  marked  atrophy,  flattening, 
and  thickening  to  almost  virtual  absence 
of  villi.  There  was  an  infiltration  of  lym- 
phocytes in  the  lamina  propria.  Bone  sec- 
tions showed  the  changes  of  osteomalacia. 
The  muscular  coats  of  the  stomach  and  of 
the  small  and  large  intestines  revealed  a large 
amount  of  particulate  brownish  pigment 
in  the  muscle  cell  cytoplasm  (Fig.  2).  This 
was  most  marked  in  the  longitudinal  layers 
of  the  stomach  and  small  intestine.  The 
pigment  was  also  present  in  the  musculature 
of  the  blood  vessels  of  the  lungs.  This 
pigment,  after  having  been  stored  in  buffered 
10  per  cent  formalin  for  two  years,  exhibited 
the  following  properties: 

1.  It  stained  with  methylene  blue,  Mal- 
lory’s test  for  hemofuscin,  periodic  acid- 
Schiff  and  Lillie’s  variant  of  the  Weil- 
Weigert  method  for  myelin. 

2.  Schmorl’s  ferric  chloride,  potassium 
ferricyanide  reagent  produced  no  Turnbull’s 
blue. 


3.  Perl’s  stain  was  iron  negative.  The 
gram  stain  and  Gmelin  reactions  were  neg- 
ative, and  the  acid-fast  staining  result  was 
positive.  Oil  red  0 and  Sudan  IV  gave 
equivocal  reactions  which  were  interpreted 
as  weakly  positive. 

4.  The  pigment  was  insoluble  in  water, 
methyl,  ethyl,  and  isopropyl  alcohol,  ace- 
tone, ether,  chloroform,  benzine,  xylene, 
propylene  glycol,  dilute  hydrochloric  acid, 
and  dilute  sodium  hydroxide. 

Comment 

The  2 cases  presented  illustrate  a num- 
ber of  the  deficiencies  encountered  in  the 
malabsorption  syndromes.  The  manifesta- 
tions of  sprue  may  be  protean  because  of 
the  alterations  in  absorptive  capacity  of 
the  intestinal  wall.  The  histologic  changes 
in  the  duodenum  and  jejunum  have  been 
repeatedly  described  and  consist  of  shorten- 
ing of  the  villi,  elongation  of  the  crypts, 
and  an  inflammatory  cell  infiltrate.  More 
recently,  the  fine  structure  of  the  intestinal 
lesion  in  nontropical  sprue  was  described 
in  patients  on  whom  biopsies  were  taken 
with  the  Shiner  peroral  biopsy  instrument.5 
In  the  normal  mucosa  of  the  small  intestine, 
the  microvilli  shown  by  the  electron  micro- 
scope account  for  a manifold  increase  in 
mucosal  surface  area.  In  sprue,  the  micro- 
villi are  shortened  and  reduced  in  number. 
The  terminal  web,  which  is  a dense  zone 
just  beneath  the  microvilli,  is  almost  ab- 
sent. The  cytoplasmic  pinocytic  vesicles, 
which  normally  transmit  material  through 
the  cells,  are  decreased  in  number. 

Derivation  of  lipochrome  pigmenta- 
tion. Lipochrome  pigmentation  of  the 
gastrointestinal  musculature  of  man  has 
been  observed  in  cystic  fibrosis  of  the  pan- 
creas, biliary  atresia  and  fistulas,  cirrhosis 
of  the  liver,  and  sprue.6-10  Its  incidence 
is  unknown,  but  it  has  not  been  observed 
in  the  normal  gastrointestinal  tract.  To 
the  best  of  our  knowledge  the  pigment  has 
not  been  demonstrated  with  peroral  bi- 
opsy instruments.  Indeed,  it  would  prob- 
ably be  hazardous  to  attempt  its  detection 
in  this  manner  as  it  is  limited  to  the  intes- 
tinal muscles.  This  type  of  pigment  has 
been  variously  designated  lipofuscin,  hemo- 
fuscin, and  ceroid.  These  substances  are 
of  a similar  nature  and  are  apparently  de- 
rived from  the  oxidation  and  polymeriza- 
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tion  of  polyunsaturated  fatty  acids. 

The  chemistry  of  the  oxidation  of  unsat- 
urated fats  is  incompletely  understood. 
Pearse’s11  views  on  the  histogenesis  of  lipo- 
fuscin  indicate  alteration  in  the  chemical 
and  physical  characteristics  in  the  lipid 
precursors  as  oxidation  progresses.  As  it 
continues,  the  characteristics  of  fat  are  re- 
placed by  those  of  partly  oxidized  fat.  Pig- 
mentation may  occur  as  oxidation  continues. 
Ceroid,  for  example,  falls  into  an  interme- 
diate stage  between  auto -oxidizing  lipid 
and  lipofuscin.  The  pigment  in  Case  2 
and  probably  Case  1 may  be  classified  as 
a lipofuscin  of  ceroid  type.  The  cause  of 
this  pigmentation  is  thought  to  be  a nu- 
tritional or  metabolic  abnormality,  possibly 
concerned  with  impaired  absorption  of  vita- 
min E.  Malabsorption  of  fat  may  result 
in  deficiency  of  fat-soluble  vitamins  A,  D, 
and  K,  and  deficiency  of  vitamin  E might 
be  expected. 

Vitamin  E.  Vitamin  E is  the  common 
name  for  a group  of  fat-soluble  compounds, 
designated  “tocopherols,”  which  are  deriva- 
tives of  chromane.  The  most  potent  of 
these  compounds  is  alpha  tocopherol. 
The  tocopherols  are  easily  oxidized,  and  it 
has  been  suggested  that  their  biologic  role 
is  that  of  an  antioxidant  involved  in  the  cy- 
tochrome system.12-13  Green  plants  contain 
considerable  quantities  of  vitamin  E;  vege- 
table fats  and  oils  are  the  richest  natural 
source.  Animal  tissues  are  relatively  poor  in 
tocopherols,  and  diets  containing  only  ani- 
mal fats  tend  to  be  deficient  in  vitamin  E. 

The  place  of  vitamin  E in  human  nutri- 
tion and  therapeutics  is  controversial.14 
The  wide  distribution  of  tocopherols  in 
human  tissues  from  early  fetal  life  to  ad- 
vanced old  age  at  a concentration  similar  to 
that  in  lower  mammals  implies  some  useful 
purpose.  Depletion  of  vitamin  E in  lower 
animals  results  in  changes  which  suggest 
that  it  functions  as  an  important  intracel- 
lular antioxidant.  It  would  be  logical  to 
assume  that  it  functions  in  a similar  manner 
in  metabolic  processes  in  man  and  that,  given 
the  proper  circumstances,  deficiency  states 
could  also  occur  in  man.  There  has  been 
no  direct  evidence  that  a vitamin  E de- 
ficiency state  does  occur  in  man.  Low 
levels  of  blood  tocopherol,  however,  have 
been  demonstrated  in  patients  with  cystic 
fibrosis  of  the  pancreas  and  biliary  atresia. 9 

In  rats,  deficiency  of  vitamin  E results 


in  testicular  degeneration  in  the  male,  re- 
sorption of  the  fetus  in  females,  and  skeletal 
muscle  changes.15  Other  animals  deficient 
in  this  factor,  including  monkeys,  demon- 
strate weakness  and  paralysis  and  show  cre- 
atinuria  and  degenerative  changes  in  striated 
and  cardiac  muscle.  Similar  clinical  dis- 
orders in  man  such  as  habitual  abortion 
and  progressive  muscular  dystrophy  are 
not  benefited  by  the  therapeutic  use  of 
vitamin  E,  and  it  has  not  been  established 
that  there  is  any  relation  to  vitamin  E 
avitaminosis.  In  Case  2 the  striated  muscle 
showed  no  evidence  of  hyaline  degeneration, 
necrosis,  or  sarcolemmal  fragmentation  such 
as  has  been  described  in  tocopherol-deficient 
animals.  There  is  increased  oxygen  con- 
sumption of  the  muscle  in  tocopherol  de- 
ficiency in  certain  animals.16  In  the  ham- 
ster, for  example,  the  oxygen  consumption 
may  rise  as  high  as  250  per  cent  of  normal. 
The  administration  of  alpha  tocopherol  re- 
duces the  oxygen  consumption  to  normal 
values  within  twenty -four  hours.  Evidence 
of  the  presence  of  abnormal  fat  oxidation  in 
vivo  is  the  appearance  of  abnormal  brown 
pigment  found  in  the  liver  of  rats  with  di- 
etary cirrhosis.17 

Other  vitamin  deficiencies  may  be  ,jso- 
ciated  with  lack  of  vitamin  E.  The  syn- 
thesis of  ascorbic  acid  from  glucuronic  acid 
is  inhibited  in  animals  deficient  in  vitamin 
E,  and  tocopherol  deficiency  causes  defec- 
tive storage  of  readily  oxidizable  vitamin 
A.  Anatomic  changes  found  in  vitamin  A 
avitaminosis  could  not  be  demonstrated 
in  either  of  the  cases  presented.  The  ex- 
tensive extravasation  of  bloody  gelatinous 
material  found  in  the  retroperitoneum  in 
Case  2 is  of  interest  in  relation  to  the  gelat- 
inous exudate  that  can  be  experimentally 
produced  in  the  chick  with  a diet  deficient 
in  vitamin  E.18  This  type  of  exudate 
was  found  to  be  electrophoretically  similar 
to  plasma  and  suggested  a possible  role  of 
vitamin  E in  capillary  permeability.  Hem- 
orrhagic diathesis  may  also  be  a striking 
manifestation  of  vitamin  C deficiency. 

Mechanism  of  pigment  formation. 
The  exact  mechanism  of  the  formation  of 
the  pigment  under  discussion  is  a matter 
for  conjecture  at  the  present  time.  For 
the  purpose  of  formulating  a working  hypoth- 
esis, we  present  here  a scheme  which  seems 
plausible  for  the  formation  of  the  lipochrome 
pigments: 
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Analysis  of  lipochrome  pigments  has  in- 
dicated the  presence  of  both  protein  and 
lipid  components.  Lipids,  particularly  sat- 
urated and  unsaturated  fatty  acids,  are 
thought  to  undergo  certain  reactions  such 
as  oxidation  and  condensation  through  the 
formation  of  free  radicals.19  Free  radicals 
may  be  produced  by  the  action  of  light,  heat, 
and  chemical  interaction.  In  the  living 
organism  the  temperature  is  not  high  enough 
to  produce  free  radicals  in  any  great  quan- 
tities without  the  intervention  of  other 
mechanisms.  Light  is  minimal  or  absent  in 
most  tissues.  Biologic  oxidations,  however, 
are  believed  to  occur  through  a free  radical 
mechanism.20 

In  living  tissues,  therefore,  it  appears 
most  likely  that  free  radicals  are  formed 
through  chemical  interaction  and  that  the 
formation  of  free  radicals  is  a natural  oc- 
currence. 

A free  radical,  once  formed,  has  the  ability 
to  undergo  a chemical  reaction  leading  to 
the  formation  of  a second  free  radical,  which 
may,  in  turn,  undergo  a reaction,  with  the 
production  of  a third  free  radical,  and  so 
on.  Such  a chain  mechanism  may  be  in- 
hibited by  a number  of  materials,  among 
whicli  are  compounds  of  the  hydroquinone 
type.  Hydroquinones  are  very  potent  in- 
hibitors of  free  radical  reactions.  Tocoph- 
erols  are  parahydroxyphenolic  ethers 
which  are  quite  readily  oxidized  in  the  same 
fashion  as  the  hydroquinones.  A major 
function  of  the  vitamin  E compounds  is 
antioxidation,  and  it  has  proved  to  be  ex- 
tremely difficult  to  demonstrate  other  func- 
tions for  this  group  of  compounds. 

Tocopherols  are  not  the  only  compounds 
of  biologic  interest  that  could  function  as 
inhibitors  of  free  radical  reactions.  Vita- 
mins A and  C,  both  of  which  are  reducing 
agents,  and  the  coenzymes  Q,  which  are 
structurally  similar  to  tocopherol,  can  also 
act  in  this  manner.  It  should  be  pointed 
out,  however,  that  the  reactions  in  question 
involve  materials  highly  lipoid  in  nature 
and  that  antioxidants  of  lipoid  nature  would 
seem  to  be  more  effective  agents  than  those 
of  nighly  polar  character.  Thus,  vitamins 
A and  E and  coenzyme  Q are  likely  to  be 
more  efficient  in  inhibiting  the  production 
of  lipochrome  pigment  than  vitamin  C, 
thiamin,  riboflavin,  or  other  water-soluble 
reducing  compounds. 

On  the  basis  of  this  discussion  it  may  be 


hypothesized  that  the  formation  of  lipo- 
chrome pigment  occurs  via  a free  radical 
mechanism  and  that  vitamin  E and  other 
biologic  antioxidants  can  inhibit  the  for- 
mation of  these  pigments  by  breaking  the 
free  radical  chain  reaction.  The  efficiency 
of  this  inhibition  would  depend  on  the  chem- 
ical nature  of  the  antioxidant. 

Summary 

Two  cases  representing  examples  of  the 
primary  and  secondary  malabsorption  syn- 
dromes revealed  a striking  deposition  of 
lipofuscin  pigment  of  ceroid  type  in  the 
musculature  of  the  gastrointestinal  tract. 
It  is  hypothesized  that  this  pigment  resulted 
from  deficiency  of  vitamin  E or  some  other 
biologic  antioxidant. 
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Acute  pneumocholecystitis  is  an  un- 
common complication  of  acute  cholecystitis. 
Ordinarily,  this  is  diagnosed  on  x-ray  exam- 
ination alone,  without  the  necessity  for 
contrast  agents.  The  clinical  picture  is 
one  of  an  acutely  inflamed  gallbladder  which 
contains  gas  in  the  lumen  or  in  the  wall, 
as  seen  roentgeno graphically.  It  usually 
occurs  in  elderly  diabetic  patients.1-2  The 
historical  aspects  of  pneumocholecystitis, 
both  roentgenologic  and  surgical,  have  been 
adequately  described  elsewhere.2-6  Thus 
far,  58  cases  have  been  reported.  The  case 
report  to  follow  brings  the  total  to  59, 
3 of  which  have  been  reported  from  our 
clinic.3-4 

Case  report 

A fifty-nine-year-old  housewife  was  ad- 
mitted to  St.  Vincent’s  Hospital  with  a 
sixteen-hour  history  of  right  upper  quadrant 
pain  radiating  to  the  subscapular  area,  with 
nausea,  vomiting,  and  a low-grade  pyrexia. 
There  was  a one-year  history  of  vague  post- 
prandial epigastric  distress,  but  there  was  no 
history  of  colic  or  food  intolerance.  On 


admission,  the  patient  was  acutely  ill  and 
dehydrated,  and  her  temperature  was  101 
F.  Despite  her  obesity  a 5-by-3  cm.  mass 
was  noted  in  the  right  upper  quadrant,  with 
spasm  and  rebound  tenderness.  The  sclerae 
were  not  icteric. 

Plain  films  of  the  abdomen  at  the  time  of 
admission  showed  negative  findings.  The 
results  of  laboratory  studies  were  as  follows: 
white  blood  count,  22,100,  with  85  per  cent 
neutrophils;  blood  sugar  content,  158  mg. 
per  100  ml.;  serum  amylase  content,  elec- 
trolyte pattern,  and  blood  urea  nitrogen, 
normal;  serum  bilirubin,  1.2  mg.  per  100 
ml.  total,  with  0.9  mg.  per  100  ml.  on  direct 
reaction. 

The  patient  was  carefully  hydrated. 
Scout  films  of  the  abdomen  taken  ten  hours 
after  admission,  in  preparation  for  an  intra- 
venous cholangiogram,  which  revealed  no 
opacification,  demonstrated  a right  upper 
quadrant  viscus  containing  gas  and  dis- 
tended by  it  (Fig.  1).  The  diagnosis  of 
pneumocholecystitis  was  made  on  this 
basis.  Antibiotics  were  administered,  and 
an  exploratory  operation  was  performed 
four  hours  later.  At  operation,  the  gall- 
bladder was  distended  with  gas  and  acutely 
inflamed.  There  were  numerous  areas  of 
early  necrosis  and  discoloration  without 
perforation.  Multiple  calculi  were  pal- 
pated, several  of  which  occluded  the  cystic 
duct.  The  common  duct  was  normal  to 
observation  and  palpation.  Cultures  of 
both  the  peritoneal  fluid  and  the  gallbladder 
revealed  nonhemolytic  streptococcus  and 
Clostridia.  A cholecystectomy  was  per- 
formed, with  drainage  of  the  liver  bed  and 
Morrison’s  pouch  in  the  usual  manner. 
The  patient’s  recovery  and  convalescence 
were  uneventful. 

Comment 

Over  the  past  ten  years  approximately 
760  patients  with  acute  cholecystitis  have 
been  treated  on  the  medical-surgical  services 
of  St.  Vincent’s  Hospital  in  New  York 
City.  Among  these  cases,  gangrenous  chole- 
cystitis was  diagnosed  at  surgery  or  at  post- 
mortem examination  in  50.  Pneumochole- 
cystitis was  diagnosed  roentgenographically 
in  4 cases.  The  incidence  of  this  condition 
in  our  experience  is  therefore  0.53  per  cent 
in  acute  gallbladder  disease  and  8 per  cent 
in  gangrenous  gallbladder  disease. 
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rant  viscus  distended  by  the  gas  it  contains. 


In  differentiating  pneumocholecystitis 
from  other  conditions  in  which  gas  enters 
the  biliary  tract,  several  factors  are  signifi- 
cant. The  diagnoses  to  be  considered  are 
biliary-enteric  fistula,  incompetent  sphincter 
of  Oddi,  and  previous  biliary  tract  surgery. 
The  identification  of  pneumocholecystitis 
rests  on  the  following  points:  absence  of 
gas  in  the  biliary  radicals;  gallbladder 
distention;  gas  within  the  wall  of  the 
gallbladder;  air-fluid  level  in  the  gall- 
bladder; and  the  absence  of  a demonstrable 
fistula  on  contrast  examinations  of  the 
gastrointestinal  tract. 1 • 2- 5 ~7 

In  acute  cholecystitis,  positive  cultures 
of  aerobic  organisms  are  obtained  from  the 
gallbladder  in  upwards  of  50  per  cent  of  the 
cases.  The  bacteria  most  often  found 
are  Escherichia  coli,  Aerobacter  aerogenes, 
nonhemolytic  streptococcus,  Bacterieae  Pro- 
teus, and  Staphylococcus  aureus.8-10  Clos- 
tridia are  infrequently  cultured  as  the  domi- 
nant organism.  Conversely,  in  pneumocho- 
lecystitis, Clostridia  organisms  are  noted  in 
40  per  cent  of  the  reviewed  cases  either  alone 
or  in  combination  with  E.  coli.5  It  is  felt 
by  most  authors  that  this  represents  sec- 
ondary invasion  through  an  already  damaged 
gallbladder  wall  rather  than  a primary 


causal  factor.211  As  in  this  case,  the  for- 
mation of  gas  can  be  rapid. 

The  treatment  of  pneumocholecystitis 
must  therefore  be  considered  the  treatment 
of  a gangrenous  organ  with  a knowledge 
that  almost  half  the  cases  will  have  clostri- 
dial infestation.  Theoretically,  the  patient 
should  be  treated  with  large  doses  of 
penicillin  as  well  as  broad -spectrum  anti- 
biotics, together  with  gas  bacillus  antitoxin. 2 
In  practice,  cholecystectomy  is  performed 
as  soon  as  the  patient  is  in  optimal  condition, 
and  the  use  of  antibiotics  is  dictated  by  the 
general  condition  of  the  patient  rather  than 
by  the  presence  of  gas  intramurally  or  intra- 
luminally  in  the  gallbladder.  Cholecystec- 
tomy has  proved  to  be  an  adequate  treat- 
ment for  pneumocholecystitis  as  it  is  for 
acute  cholecystitis  without  demonstrable 
gas  formation. 


Summary 

We  have  reported  a case  of  pneumochole- 
cystitis as  a rather  unusual  variation  of 
acute  cholecystitis.  The  incidence  of  this 
complication  of  acute  cholecystitis  is  0.53 
per  cent  in  a large  series  of  patients  with 
acute  gallbladder  disease  in  our  clinic. 
Certain  pathophysiologic  aspects  are  re- 
viewed, and  the  desirability  of  early  defini- 
tive surgical  therapy  is  suggested.  The 
presence  of  gas  should  not  interfere  with 
prompt  surgical  treatment  of  this  form  of 
acute  cholecystitis. 
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Isoniazid  Intoxications 


I soniazid  (INH)  is  the  hydrazide  of  iso- 
nicotinic  acid.  It  is  a very  effective  chemo- 
therapeutic agent  against  the  bacillus  of 
tuberculosis.  Because  of  its  bacteriostatic 
action  it  has  been  used  widely  for  the  past 
ten  years  in  the  therapy  of  tuberculosis. 
Isoniazid  has  the  following  structural  for- 
mula: 

CONN-NH2 


It  is  a white,  crystalline,  odorless  powder 
and  is  freely  soluble  in  water.  It  is  sold 
under  various  brand  names,  such  as  Nydra- 
zid,  Rimifon,  Tyvid,  Niadrin,  Niconyl, 
Cotinazin,  Armazide,  Dinacrin,  and  Pyrizi- 
din  and  is  marketed  in  various  forms,  such 
as  tablets,  capsules,  flavored  syrup,  and  for 
intramuscular  injections. 

Dose 

The  usual  total  daily  dose  for  individuals 
with  normal  kidney  function  is  from  3 to 
5 mg.  per  kilogram.  When  given  orally,  it  is 
divided  into  two  portions  at  twelve-hour  in- 
tervals. Intramuscular  dosage  is  the  same. 
Higher  dosages  are  required  for  severely  ill 
patients  with  miliary  tuberculosis  or  tuber- 
culous meningitis.  Children  or  young  adults 
generally  are  given  a high  dosage,  and  a lower 
dosage  is  preferred  for  older  individuals. 


Absorption 

Isoniazid  is  rapidly  absorbed  from  the 
upper  part  of  the  intestinal  tract  and  also 
following  parenteral  administration.  Uri- 
nary excretion  is  very  high.  About  80  to 
90  per  cent  may  be  recovered  from  the  urine 
either  as  isonicotinic  acid  or  as  the  hydra- 
zide within  twenty-four  hours  following 
administration.  Less  than  one  tenth  of  the 
dose  is  excreted  in  the  bile.  The  peak  excre- 
tion rate  is  reached  between  two  to  four 
hours  after  administration,  but  very  little  of 
the  drug  is  eliminated  through  the  feces.  It 
gains  access  to  all  body  fluids  including  the 
cerebrospinal  fluid  and  is  distributed  to  all 
body  organs. 

Side-effects 

While  the  drug  has  been  relatively  free 
from  toxic  reactions  when  taken  in  thera- 
peutic doses,  some  untoward  side-effects 
have  been  reported.  The  most  common 
manifestations  have  been  due  to  central 
nervous  system  irritation.  The  symptoms 
most  frequently  encountered  are  dryness  of 
the  mouth,  constipation,  vertigo,  muscular 
twitching,  difficulty  in  micturition,  head- 
ache, exaggerated  reflexes,  sudden  drop  in 
blood  pressure,  insomnia,  weakness,  tingling 
sensations,  tinnitus,  toxic  hepatitis,  allergic 
reactions,  fever,  jaundice,  paresthesias  of 
the  feet  and  legs,  weakness  and  paralysis  with 
loss  of  reflexes  of  ankles  and  knees,  and  con- 
vulsions. The  neural  toxicity  has  been 
attributed  in  part  to  pyridoxine  deficiency 
and  the  administration  of  the  drug  with  25 
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mg.  of  pyridoxine  has  been  advised.  Eu- 
phoria, also  a frequent  manifestation,  is  felt 
to  be  merely  a reflection  of  the  general  im- 
provement due  to  therapy.  Several  authors 
also  have  reported  true  psychosis.  Isoni- 
azid  has  also  been  reported  as  a cause  of 
optic  neuritis  and  atrophy.1  The  authors 
reported  2 cases  of  bilateral  optic  atrophy; 
in  one  instance  the  discontinuation  of  the 
drug  resulted  in  a reversal  of  the  process. 
The  second  patient,  a sixty-four-year-old 
adult,  complained  of  severe  optical  pain  on 
the  left  side  thirty  days  following  the  start 
of  isoniazid  therapy.  The  patient  expired 
two  months  after  admission  to  the  hospital. 
Final  diagnosis  was  blindness  (toxic  in 
origin),  bronchopneumonia,  and  a cyst  of 
the  left  lung.  Both  patients  were  receiving 
high  dosages  of  isoniazid.  The  authors 
rightly  recommend  that  since  serious  visual 
disturbances  may  follow  isoniazid  therapy, 
ophthalmologic  examinations  be  done  on  all 
patients  who  complain  of  visual  disturbances 
while  receiving  such  therapy.  They  also 
urge  that  the  drug  be  discontinued  immedi- 
ately whenever  optic  lesions  are  manifested 
and  recommend  that  all  patients  on  isoni- 
azid therapy  be  given  prophylactic  pyridox- 
ine in  a dosage  of  25  to  100  mg.  daily  to 
minimize  the  incidence  of  neurotoxic  effects 
of  the  drug. 

Comstock2  reported  2 fatalities  from  acci- 
dental ingestion  in  an  undeveloped  area  in 
Alaska  where  an  isoniazid  prophylaxis  pro- 
gram was  being  carried  on.  Two  small 
children,  while  home  alone,  obtained  the 
family  supply  of  the  drug  and  ingested  an 
unknown  quantity.  Two  other  children, 
one  a sibling  of  the  2 fatal  cases,  although 
very  ill  and  with  severe  convulsions,  re- 
covered after  treatment  with  barbiturates 
and  oxygen. 

Case  reports 

During  1962,  6 cases  of  isoniazid  poisoning 
were  reported  to  the  New  York  City  Poison 
Control  Center.  Two  poisonings  occurred 
in  children  and  4 in  adults. 

Incident  1 

Type  of  Poison  Age  Sex 

Isoniazid  24  Years  Female 

This  patient  was  admitted  to  Kings 


County  Hospital  on  transfer  from  Wyckoff 
Hospital  after  she  had  ingested  approxi- 
mately 125  100-mg.  isoniazid  tablets  with 
suicidal  intent.  The  patient  had  a total  of 
about  five  convulsions  prior  to  admission. 

On  admission  she  was  markedly  lethargic 
but  responded  to  painful  stimuli.  The 
balance  of  a physical  examination  showed 
essentially  negative  findings  except  for 
crepitant  rales  present  in  both  lungs. 

Neurologic  examination  revealed  that 
deep  superficial  and  visceral  reflexes  were 
active.  No  pathologic  reflexes  were  present. 

Blood  urea  nitrogen  was  16  mg.  per 
100  ml.,  glucose  98  mg.  per  100  ml.,  carbon 
dioxide  20.1  volumes  per  cent,  and  chlorides 
116  mEq.  per  liter.  White  blood  corpuscles 
were  10,400,  hemoglobin  13.5  Gm.  per 
100  ml.,  and  hematocrit  42. 

An  x-ray  film  of  the  chest  disclosed  an 
area  of  increased  density  in  the  base  of  the 
left  lung  consistent  with  pneumonitis. 

Treatment  consisted  of  the  intravenous 
administration  of  diphenylhydantoin  (Di- 
lantin) 100  mg.  every  six  hours  and  vitamin 
B6  every  six  hours.  Tetracycline  (Achro- 
mycin) was  also  administered  intramus- 
cularly. The  patient  was  discharged  as  im- 
proved. She  signed  a release  against  advice 
after  one  day  of  hospitalization. 

Diagnosis  was  of  isoniazid  overdose. 

Incident  2 

Type  of  Poison  Age  Sex 

Isoniazid  10  Years  Female 

This  ten-year-old  child  took  an  overdose 
of  the  medication  given  to  her  at  the  De- 
partment of  Health  Chest  Clinic.  The 
mother  of  this  child  has  a well-documented 
case  of  tuberculosis  and  has  been  at  Tri- 
borough Hospital  for  almost  one  year. 
The  child  had  been  in  contact  with  the 
mother,  and  medication  had  been  pre- 
scribed because  of  this. 

The  hospital  reported  that  eight  and  one- 
half  hours  before  admission  the  child  swal- 
lowed 45  100-mg.  tablets  of  isoniazid.  The 
child’s  reason  was  that  she  had  been  neglect- 
ing her  medication  and  believed  that  if  she 
took  a lot  it  would  be  a good  thing. 

The  patient  has  positive  purified  protein 
derivative  findings  and  had  been  placed  on 
isoniazid  chemoprophylaxis. 

The  patient  had  vomited  six  to  eight  times 
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by  the  time  she  was  admitted.  She  was 
alert,  showed  no  distress,  and  had  normal 
reflexes  and  a normal  neurologic  status. 
Hemoglobin  was  12.5  Gm.  per  100  ml., 
white  blood  cells  9,200,  polymorphonuclear 
leukocytes  58  per  cent,  lymphocytes  30  per 
cent,  monocytes  2 per  cent,  and  negative 
findings  in  the  urine. 

Gastric  lavage  was  performed  on  ad- 
mission. Observation  for  twenty-five  hours 
disclosed  no  change  in  sensorium  pulse  and 
respiration.  No  medication  was  necessary. 
The  patient  was  discharged  in  the  care  of 
her  mother  the  next  day. 

Incident  3 

Type  of  Poison  Age  Sex 

Isoniazid  1 Year  Male 

This  one-year-old  child  ingested  3 isoniazid 
tablets  from  a bottle  of  medication  that  was 
intended  for  his  mother.  Immediately  fol- 
lowing ingestion  the  child  vomited.  The 
father  called  the  Poison  Control  Center  and 
was  advised  to  take  the  child  to  the  hospital. 

In  the  hospital  emergency  room  the  child 
was  given  10  cc.  of  milk  of  magnesia,  and 
since  he  had  a cough  and  a stuffy  nose, 
one-quarter  per  cent  of  phenylephrine  hydro- 
chloride (Neo-Synephrine)  after  four  hours 
was  also  prescribed. 

The  child  was  discharged  symptom-free 
with  instructions  to  be  followed  in  the  out- 
patient department. 

Incident  4 

Type  of  Poison  Age  Sex 

Isoniazid  21  Years  Female 

This  patient,  who  has  an  arrested  case  of 
tuberculosis,  took  an  overdose  of  the  medi- 
cation. It  is  not  known  whether  this  was 
with  intent  or  accidental.  The  patient  soon 
began  convulsing  and  was  taken  to  the  hos- 
pital. 


She  was  treated  with  caffeine,  sodium 
amytal,  and  intravenous  fluids  and  was  re- 
ferred to  the  psychiatric  service  for  further 
follow-up  but  was  signed  out  by  her  husband. 

As  far  as  is  known,  the  patient  has  not  suf- 
fered any  physical  effects  from  the  medi- 
cation. 


Treatment 

Only  in  severe  cases  is  heroic  treatment 
necessary.  Usually  discontinuing  the  drug 
or  reducing  the  dosage  is  sufficient. 

Emergency  measures  applied  in  most 
cases  of  accidental  ingestions  and  poisonings 
are  also  employed  in  isoniazid  poisoning. 
These  measures  include  induced  vomiting, 
gastric  lavage,  intravenous  fluid,  and,  if  the 
patient  is  convulsing,  an  effective  anticon- 
vulsant drug  is  indicated.  It  is  wise  not  to 
use  isoniazid  for  patients  who  are  known 
to  be  epileptic  or  to  suffer  from  convulsive 
seizures.  Prior  to  administering  isoniazid 
a careful  history  should  be  obtained,  par- 
ticularly in  children,  as  to  whether  they 
suffer  from  recurrent  convulsions  or  had 
convulsions  during  infancy.  To  prevent 
convulsions  and/or  peripheral  neuritis  it 
is  recommended  that  when  isoniazid  is  pre- 
scribed, pyridoxine  be  administered  simul- 
taneously. However,  the  best  treatment  is 
total  prevention,  particularly  of  accidental 
ingestions.  If  isoniazid  is  prescribed  for 
the  home  use  of  anyone  in  a household, 
the  family  should  be  warned  about  the  po- 
tential hazard  of  this  drug  and  told  that  this 
medication  must  be  securely  kept  out  of  the 
reach  of  children. 
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Special  Article 


World  Health 
Organization:  1963* 

HERMAN  E.  HILLEBOE,  M.D. 

New  York  City 

DeLamar  Professor  of  Public  Health  Practice,  Columbia 
School  of  Public  Health  and  Administrative  Medicine 

T he  world  health  organization  is  only 
fifteen  years  old,  yet  it  has  established  a 
commendable  record  of  development  and 
accomplishment  as  one  of  the  specialized 
agencies  of  the  United  Nations.  In  1963, 
member  or  associate  member  nations  num- 
bered 120;  this  is  more  than  any  of  the  other 
specialized  agencies.  It  has  a working 
budget  of  over  $34  million  for  the  fiscal 
year  ending  December,  1964,  not  including 
voluntary  funds  for  health  promotion. 

In  1946  a group  of  far-sighted  health 
leaders  met  in  San  Francisco  to  charter  a 
new  organization  to  improve  health  on  a 
global  scale.  It  was  not  until  1948  that  a 
sufficient  number  of  nations  agreed  to  be- 
come members  and  a constitution  was 
ratified.  In  the  interim  period  from  1946 
to  1948,  however,  an  interim  Commission 
was  functioning  and  began  to  explore  world 
health  problems  with  modest  funds  made 
available  by  the  United  Nations. 

My  first  contact  with  WHO  (World 
Health  Organization)  was  in  1946  when  an 
expert  committee  on  tuberculosis  was  formed 
to  look  into  tuberculosis  problems  in  Poland, 
Greece,  and  Czechoslovakia.1-3  The  end 
of  World  War  II  had  left  some  awesome 
problems  of  health  and  welfare  in  its  wake. 
The  basic  problems  of  food  and  shelter 

* The  Augustus  B.  Wadsworth  Lecture,  given  at  the  Di- 
vision of  Laboratories  and  Research,  State  of  New  York 
Department  of  Health,  Albany,  New  York,  October  24, 
1963. 


overshadowed  all  others  in  many  devastated 
countries,  but  the  problems  of  health  and 
medical  care  were  not  far  behind. 

The  expert  committee  consisted  of  the 
"‘three  H’s,”  as  we  came  to  be  known  over 
the  five-year  period  of  our  consultations. 
P.  D’Arcy  Hart,  M.D.,  came  from  the 
Medical  Research  Council  of  London; 
Johannes  Holm,  M.D.,  from  the  State 
Serum  Institute  in  Copenhagen;  and  the 
author  from  the  Tuberculosis  Division  of 
the  U.S.  Public  Health  Service  in  Washing- 
ton, D.C. 

Our  first  visit  was  to  Warsaw,  Poland, 
where  we  tested  hundreds  of  children  with 
tuberculin  to  get  some  estimate  of  the 
amount  of  tuberculous  infection.  By  ten 
years  of  age  nearly  every  child  had  a positive 
tuberculin  reaction.  Overcrowding  and  dep- 
rivation of  food  and  other  essentials  of 
life  had  left  the  population  riddled  with 
tuberculosis.  The  outlook  was  indeed  black, 
with  few  medical  personnel,  supplies,  and 
facilities  available  and  with  food  and  shelter 
equally  scarce.  The  Scandinavian  Red 
Cross  Societies  furnished  us  with  planes  to 
fly  to  Warsaw,  nurses  to  assist  in  the  medical 
surveys,  and  food  to  live  on  while  we  were 
there. 

I mention  this  personal  anecdote  because 
this  is  typical  of  the  way  WHO  steps  into 
the  breach  when  an  emergency  occurs.  The 
story  of  WHO’s  aid  to  the  Congo  during 
the  trying  days  of  birth  pains  of  new  African 
nations  is  well  known.  European  physicians 
who  had  furnished  almost  all  of  the  medical 
care  previously  were  suddenly  compelled  to 
leave.  In  some  areas  of  the  Congo  not  a 
single  trained  doctor  remained.  WHO  re- 
cruited physicians  from  every  region  of  the 
world  and  helped  to  hold  the  line  against 
epidemics  and  unnecessary  pain  and  suffer- 
ing. 

Since  its  beginning,  WHO  has  not  con- 
cerned itself  with  health  problems  which 
individual  countries  or  territories  can  solve 
themselves.  The  public  health  and  medical 
professions  of  the  member  countries  have 
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collaborated  under  the  leadership  of  WHO 
to  deal  with  problems  that  can  be  solved 
only  by  cooperative  effort — diseases  that 
may  be  country-wide,  regional,  or  involving 
all  continents.  Such  diseases  include  ma- 
laria, cholera,  plague,  yellow  fever,  small- 
pox, and  rickettsiosis. 

The  health  problems  of  WHO  are  so  com- 
plex and  varied  they  take  your  breath  away. 
High  on  the  priority  list  are  malnutrition, 
maternal  and  child  health,  communicable 
diseases,  and  environmental  hazards,  espe- 
cially in  the  developing  countries.  To  reduce 
prevalence,  incidence,  debility,  and  prema- 
ture deaths  from  diseases  and  injuries  re- 
quires organized  health  services.  In  many 
countries  where  WHO  has  helped,  none  of 
these  services  existed  before.  It  was  neces- 
sary to  improve  nursing  services,  professional 
education  and  training,  and  also  health 
education  of  the  public  and  its  government 
leaders.  Progress  toward  better  health 
demands  cooperative  activities  in  assembling 
and  distributing  epidemiologic  information; 
quarantine  regulations;  agreeing  on  nomen- 
clature for  lists  of  diseases,  injuries,  and 
causes  of  death;  compiling  an  international 
pharmacopeia;  naming  nonproprietary 
drugs;  setting  standards  for  biologic  sub- 
stances and  insecticides;  promoting  re- 
search; and  the  exchange  of  scientific 
knowledge  and  skills. 

The  past  activities  of  WHO  have  ranged 
far  and  wide.  For  those  of  you  historically 
inclined,  a special  report  on  the  past  activi- 
ties of  the  organization  was  produced  in 
1958.  It  is  called  The  First  Ten  Years  of 
WHO  and  is  available  from  any  of  the  usual 
outlets  for  the  organization’s  publications. 

Monthly  publications  worth  reading  are 
the  WHO  Chronicle  for  the  medical  and 
public  health  professions,  the  Bulletin  of  the 
WHO , consisting  of  technical  articles  con- 
tributed by  professional  personnel  engaged 
in  public  health,  and  World  Health , an 
illustrated  magazine  for  the  general  public. 
The  Technical  Report  Series  records  the 
findings  and  recommendations  of  expert 
committees. 4 ~6 

Many  other  reports  in  the  technical  series 
contain  valuable  information  on  laboratory 
services  under  certain  disease  categories, 
such  as  malaria,  coronary  heart  disease,  and 
rabies.  For  an  expert  committee  meeting, 
six  to  twelve  persons  from  various  regions 
of  the  world  gather  in  Geneva,  Switzerland 


for  a week-long  session  to  consider  special 
problems  recommended  for  discussion  by  the 
headquarters  and  field  staff  and  member 
nations.  These  meetings  cost  about  $9,000 
each  and  require  intensive  staff  work  in 
preparation.  WHO  plans  to  have  25  expert 
committee  meetings  in  1964. 

Other  useful  WHO  publications  are: 
The  Monograph  Series , the  Epidemiological 
and  Vital  Statistics  Report , the  International 
Digest  of  Health  Legislation  and  the  Official 
Records  of  the  WHO  which  give  the  results 
of  formal  meetings. 

Before  getting  into  the  problems  facing 
WHO  now  and  in  the  future,  a brief  sketch 
of  the  organization  and  its  financing  will 
provide  you  with  useful  background  infor- 
mation. 

Background  of  WHO 


The  headquarters  are  located  in  the  Palais 
des  Nations  in  Geneva,  Switzerland.  Mar- 
celino  Candau,  M.D.,  is  the  director-general 
and  in  May,  1963,  was  reappointed  for  his 
third  term  of  five  years  by  the  WHO  as- 
sembly. The  assembly  meets  for  three 
weeks  each  year,  usually  in  May,  to  transact 
its  business.  An  executive  board  of  experts 
designated  by  24  nations  works  with  the 
director-general  between  annual  meetings. 

The  working  budget  approved  by  the 
assembly  at  its  sixteenth  annual  meeting 
(May,  1963)  for  the  calendar  year  1964 
was  $34, 065, 100. 7 Of  this  amount  the 
United  States  was  assessed  31.29  per  cent, 
the  USSR  13.64  per  cent,  United  Kingdom 
6.9  per  cent,  France  5.41  per  cent,  German 
Free  Republic  5.19  per  cent,  China  4.16 
per  cent,  and  Japan  2.07  per  cent.  Most 
of  the  other  countries  were  assessed  less 
than  2 per  cent.  Meetings  alone  cost  a lot 
of  money.  The  1964  assembly  will  cost 
$317,000,  the  executive  board  and  its 
committee  meetings  $189,000,  and  regional 
meetings  $100,000  in  1964.  United  States 
contributions  to  WHO  increased  from  $1.8 
million  in  1949  to  $9.6  million  in  1963.  By 
1960  the  United  States  had  given  a total  of 
$38.2  million  to  WHO  and  $419  million  to 
other  international  health  and  nutrition 
programs. 

WHO  has  regional  offices  to  cover  each 
of  the  six  regions  of  the  world:  Africa, 

the  Americas,  Southeast  Asia,  Europe, 
Eastern  Mediterranean,  and  Western  Pacific. 
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In  Africa,  to  give  one  example,  the  staff 
consists  of  a regional  director  and  73  staff 
members,  of  whom  22  are  in  the  professional 
category.  In  addition,  in  this  one  region 
there  are  20  advisors  in  special  fields  of 
public  health,  such  as  tuberculosis,  nutrition, 
maternal  and  child  health,  and  environ- 
mental hazards.  Nine  staff  members  work 
under  the  malaria  eradication  special  ac- 
count. Also,  there  are  11  WHO  representa- 
tives who  report  on  projects  in  operation 
and  assist  national  governments  in  planning 
and  developing  programs. 

Regional  organization 

In  the  Americas,  the  regional  office  is  a com- 
bination of  the  Pan  American  Health  Organ- 
ization and  the  older  Pan  American  Sanitary 
Bureau,  located  in  Washington,  D.C.  This 
region  is  subdivided  into  six  zones  for  ad- 
ministrative purposes. 

Interregional  activities  include  training 
courses  and  providing  advisory  teams  for 
such  problems  as  schistosomiasis,  leprosy, 
and  enteric  diseases.  WHO  has  two  medical 
officers  serving  as  liaison  with  the  United 
Nations  in  New  York  City.  Two  medical 
consultants  working  with  UNICEF  (United 
Nations  International  Children’s  Emergency 
Fund)  are  stationed  in  New  York,  and  a 
team  consisting  of  a medical  officer,  an 
administrator,  and  a public  health  nurse 
work  with  UNRWA  (United  Nations  Relief 
and  Works  Agency  for  Palestine  Refugees). 
Close  liaison  is  maintained  also  with  several 
activities  of  FAO  (the  Food  and  Agriculture 
Organization  of  the  United  Nations)  and 
ILO  (International  Labor  Organization). 

The  program  activities  of  WHO  are  in  the 
care  of  three  assistant  directors-general  who 
coordinate  the  work  of  the  technical  divisions 
in  headquarters  with  the  regional  offices  and 
other  agencies.  The  main  operating  units 
at  headquarters  in  Geneva  include  an  Office 
of  Research  Planning  and  Coordination, 
which  has  an  advisory  committee  on  medical 
research.  It  was  at  the  fifteenth  WHO 
Assembly  in  Minneapolis  in  1959  that  the 
United  States  proposed  that  WHO  conduct 
an  intensive  study  leading  to  a plan  for 
expanded  research  activity  and  made  a 
“contribution”  of  $300,000  for  the  purpose. 
Since  that  time  research  advisory  committees 
have  been  meeting,  and  recommendations 
for  expanded  research  are  being  made  and 


put  into  effect.  Too  few  studies  are  in 
epidemiology,  social  science,  and  administra- 
tion. In  my  view  these  are  the  areas  of 
public  health  research  where  WHO  should 
concentrate  its  limited  research  resources. 

The  other  headquarters’  divisions  are: 
Health  Statistics,  which  has  an  expert 
advisory  panel;  Biology  and  Pharmacology, 
with  subdivisions  on  standardization,  im- 
munology, pharmaceuticals,  and  addiction- 
producing  drugs;  Malaria  Eradication,  with 
its  expert  advisory  panel;  Communicable 
Diseases,  with  subdivisions  of  tuberculosis, 
venereal  diseases  and  treponematoses,  veter- 
inary public  health,  virus  diseases,  parasitic 
diseases,  bacterial  diseases,  leprosy,  and 
international  quarantine;  Public  Health 
Services,  which  collaborates  closely  with  the 
Division  of  Education  and  Training  and 
carries  out  its  functions  through  subdivisions 
of  Public  Health  Administration,  Organiza- 
tion of  Medical  Care,  Health  Laboratory 
Services,  Nursing,  Health  Education,  and 
Maternal  and  Child  Health. 

The  Health  Laboratory  Services  have 
these  functions  and  responsibilities: 

1.  To  advise  on  the  planning  and  organi- 
zation of  public  health  and  hospital  labora- 
tory services  and  blood  banks  and  to 
develop  and  strengthen  these  services 

2.  To  advise  on  laboratory  design,  equip- 
ment, and  technics  and  on  training 

3.  To  collect  and  distribute  technical 
information 

4.  To  cooperate  with  other  units  of 
WHO  in  standardization  of  reagents  and 
technics 

5.  To  study  the  public  health  implica- 
tions of  the  use  of  antibiotics 

6.  To  give  staff  services  to  its  expert 
advisory  panel  and  the  committees  drawn 
from  it. 

To  do  all  this  work  in  the  laboratory  area 
is  a big  job.  The  staff  consists  of  one 
medical  officer,  one  scientist,  one  secretary, 
and  one  clerk-stenographer.  It  is  an  im- 
possible task  for  one  medical  officer,  and 
obviously  more  staff  is  necessary,  com- 
mensurate with  the  importance  of  laboratory 
services  in  the  broad  field  of  public  health, 
especially  in  developing  countries. 

Health  Protection  and  Promotion  is  con- 
cerned with  noncommunicable  diseases  and 
ionizing  radiation  (its  occupational  hazards 
and  relation  to  human  genetics).  It  has 
subdivisions  on  social  and  occupational 
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health,  mental  health,  nutrition,  dental 
health,  cardiovascular  diseases,  cancer,  ra- 
diation, and  isotopes.  This  division  has  an 
expert  advisory  panel  on  chronic  degenera- 
tive diseases  and  one  on  occupational  health 
and  rehabilitation.  Expert  committees  are 
drawn  from  these  panels. 

It  has  been  my  privilege  to  serve  on  expert 
committees  on  coronary  artery  diseases  and 
atherosclerosis  over  the  years.  One  cannot 
help  but  be  impressed  with  the  great  amount 
of  preparation  for  these  meetings.  The 
members  are  selected  by  the  staffs  of  the 
divisions  with  the  advice  of  the  assistant 
directors-general.  The  committees  have 
broad  geographic  representation  as  well  as 
variety  in  types  of  specialists  represented. 
You  can  serve  on  these  committees  only 
with  the  consent  of  your  government,  but 
you  do  not  represent  your  government  on 
the  committee. 

These  committees  work  hard  for  a full 
seven  days  and  come  out  with  reports  that 
are  published  in  the  WHO  Technical  Series , 
which  now  number  nearly  300.  Many  of 
these  reports  are  excellent  compilations  of 
the  latest  knowledge  and  technics  in  special 
fields  of  interest  in  public  health  and  are 
well  worth  your  perusal. 

Look,  for  example  at  report  236  on  na- 
tional health  laboratory  services.6  It  is  an 
excellent  guide  for  nations,  states,  and  local 
communities  on  the  planning  and  adminis- 
tration of  public  health  and  hospital  labora- 
tories. The  suggested  list  of  laboratory 
examinations  in  the  annex  is  comprehensive 
yet  concise;  it  covers  the  type  of  work  to  be 
done  by  clinic,  district,  regional,  central, 
and  reference  laboratories.  This  46-page 
report  provides  more  material  of  a practical 
nature  than  some  of  the  textbooks  on  labora- 
tory services. 

Environmental  Health  encompasses  the 
usual  functions  but  also  includes  the  impact 
of  health  on  population  growth,  increased 
urbanization,  and  the  intermingling  of 
people.  Its  subdivisions  are:  water  and 

wastes,  air  and  water  pollution,  community 
sanitation  and  housing,  vector  control,  and 
environmental  biology. 

Education  and  Training  is  one  of  the  key 
divisions  of  WHO  because  of  the  scarcity 
and  importance  of  public  health  personnel 
throughout  the  world.  No  one  can  question 
the  necessity  of  having  trained  personnel 
to  provide  high  quality  service,  teaching, 


and  research  in  public  health.  Subdivisions 
are  fellowships,  education  in  medicine  and 
allied  subjects,  public  health  education, 
and  training. 

Over  1,700  fellowships  were  granted  last 
year  to  allow  health  workers  to  obtain 
various  types  of  education  and  training. 
Over  15,000  fellowships  have  been  awarded 
since  1948,  each  one  sponsored  by  some 
member  government. 

In  1961,  I assisted  at  Chiba  University  in 
Japan  in  giving  a one-month  course  on  the 
public  health  aspects  of  ionizing  radiation 
to  radiologists  and  physicists  from  the  Far- 
Eastern  countries.  You  could  not  ask  for  a 
more  interested  or  interesting  group  of 
graduate  students.  These  students  kept 
the  four  visiting  teachers  busy  day  and 
night  in  their  quest  for  knowledge  and  skills 
in  this  new  field  of  public  health.  This  kind 
of  postgraduate  education  is  going  on  con- 
tinuously under  the  aegis  of  WHO  in  all  six 
regions. 

In  August,  1963,  I served  as  a consultant 
to  an  expert  committee  on  “Stimulating  the 
Medical  Practitioners’  Interest  in  Preven- 
tive Medicine.”8  A consultant  usually 
spends  ten  days  preparing  a working  paper 
for  the  committee  members,  attends  the 
eight-day  meeting,  and  then  spends  another 
twelve  days  working  with  the  staff  on 
developing  plans  for  follow-up  of  the  com- 
mittee’s recommendations.  It  is  a rewarding 
experience  to  participate  in  these  activities. 
You  learn  so  many  new  things  from  foreign 
colleagues  and  you  meet  such  interesting 
persons  from  the  four  corners  of  the  world: 
in  this  instance,  Chile,  India,  France,  Paki- 
stan, Sweden,  United  Kingdom,  and  USSR. 

The  Division  of  Editorial  and  Reference 
Services  supplies  extensive  services  with 
subdivisions  on  translations  (29  staff  mem- 
bers in  professional  grades  are  so  occupied), 
technical  publications,  official  records,  health 
legislation,  and  library  and  reference  serv- 
ices. WHO  has  an  excellent  library  with 
books  and  publications  in  English,  French, 
Spanish,  Russian,  and  several  other  lan- 
guages. Ten  additional  professional  posts 
for  interpretation  are  necessary  to  cover  the 
numerous  meetings  and  conferences.  The 
interpreters  do  an  excellent  job  at  the  expert 
committee  meetings,  with  simultaneous 
translations  going  on  in  English,  French, 
Spanish,  and  Russian.  English  and  French 
are  the  two  official  languages. 
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The  headquarters  has  the  usual  divisions 
of  administrative  management  and  person- 
nel, of  budget  and  finance,  and  of  public 
information,  all  under  an  assistant  director- 
general.  The  last-named  division  has  the 
difficult  job,  and  does  it  well,  of  making 
WHO  and  its  work  known  in  all  countries 
through  the  principal  information  media. 
The  illustrated  monthly  magazine,  World 
Health , is  issued  ten  times  a year  in  five 
languages:  English,  French,  Spanish,  Rus- 
sian, and  Portuguese,  and  costs  over  $165,- 
000  just  to  produce.  All  of  the  regional 
offices  assist,  of  course,  in  health  education 
in  their  areas. 


Activities 

The  major  share  of  WHO’s  funds  are 
spent  on  the  field  programs  of  technical 
assistance,  education  and  training,  and  the 
broad  aspects  of  public  health  administra- 
tion. A review  of  some  of  the  world-wide 
activities  in  1962  gives  evidence  of  consider- 
able progress  and  points  up  some  of  the 
problems  that  WHO  faces  in  the  future. 

Malaria  eradication.  Malaria  eradi- 
cation is  being  pursued  today  in  areas  in- 
habited by  about  one  third  of  the  world’s 
population.  One  item  of  interest  is  50 
thousand  tons  of  insecticide  dispersed  an- 
nually at  a cost  of  30  million  dollars.  The 
transport  and  spraying  equipment  repre- 
sents a further  investment  of  30  million 
dollars,  a quarter  of  which  has  to  be  replaced 
each  year. 9 

The  eradication  program  consists  of  four 
different  phases:  (1)  preparatory,  (2)  attack, 
(3)  consolidation,  and  (4)  maintenance. 

The  greatest  demand  in  the  malaria  pro- 
gram in  1962  was  for  a large  increase  in  the 
area  transferred  to  the  consolidation  phase; 
the  population  included  rose  from  75  million 
in  1961  to  243  million  in  1962.  This  phase 
is  the  one  in  which  spraying  operations  can 
be  safely  stopped  and  replaced  by  surveil- 
lance. Out  of  the  population  of  1,472 
million  in  the  original  malarious  areas,  there 
were  572  million  people  in  areas  that  had 
reached  the  consolidation  and  maintenance 
phases  in  1962,  mostly  in  Southeast  Asia. 
In  the  Americas,  areas  inhabited  by  13 
million  people  entered  the  consolidation 
phase,  and  there  were  3 million  more  in  areas 
where  it  is  claimed  malaria  is  eradicated. 


By  December  31,  1962,  over  72  per  cent  of 
the  population  of  the  world  previously 
endangered  by  malaria  had  received  some 
benefits  of  the  eradication  program. 

The  difficulties  encountered  in  many  pro- 
grams in  providing  prompt  treatment  of  all 
confirmed  cases  have  again  focused  attention 
on  the  need  for  rural  health  services  as  an 
essential  prerequisite  to  the  consolidation 
phase. 

The  drive  toward  malaria  eradication  in 
the  world  has  brought  to  light  many  techni- 
cal problems.  Some  of  them  are  of  great 
operational  significance.  Physiologic  resist- 
ance to  insecticides  has  been  recognized  as 
an  important  cause,  but  in  recent  years 
other  technical  problems  may  account  for 
the  persistence  of  transmission.  For  exam- 
ple, in  Mexico,  after  four  years  of  attack, 
it  was  found  that  the  transmission  has  been 
interrupted  in  only  77  per  cent  of  the  original 
malarious  areas. 

Resistance  to  insecticides  depends  largely 
on  which  of  the  two  main  insecticides,  DDT 
or  Dieldrin,  is  implicated.  Resistance  to 
Dieldrin  usually  progresses  rapidly. 

At  the  1963  Assembly  it  was  agreed  that 
quite  a step  forward  had  been  made  in 
malaria  eradication  during  1962.  However, 
it  was  suggested  by  several  delegates  that 
the  program  had  reached  a critical  stage  and 
that  a reassessment  was  necessary.  Prog- 
ress seems  to  have  been  slower  than  was 
expected  when  the  program  was  launched  in 
1955.  Not  only  have  there  been  insecticide 
and  drug-resistance  problems,  but  also 
administrative  and  financial  difficulties. 
One  problem  is  the  danger  of  reintroduction 
of  the  disease  into  areas  where  eradication 
had  been  achieved,  particularly  in  areas  of 
Africa,  where  there  are  inadequately  organ- 
ized public  health  services.  It  was  recom- 
mended that  countries  without  the  adminis- 
trative and  public  health  facilities  needed 
for  full  implementation  of  malaria  eradica- 
tion should  develop  at  least  minimum  public 
health  services  parallel  with  the  malaria 
work. 

An  interesting  sidelight  in  the  malaria 
campaign  is  the  use  of  malaria  eradication 
postage  stamps.  In  114  postal  administra- 
tions that  took  part  in  this  money-raising 
effort,  special  postage  stamps  and  souvenir 
sheets  and  covers  were  sold  with  a portion 
of  the  profits  going  to  the  malaria  campaign. 
Proceeds  from  the  sale  of  postage  stamps  and 
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related  items  amounted  to  nearly  $195,000 
in  1962. 

Communicable  diseases.  In  1962  a 
total  of  25  countries  received  WHO  assist- 
ance for  pilot  schemes  to  determine  the  best 
methods  of  control  of  tuberculosis.10-12 
In  India  the  operational  details  of  a district 
tuberculosis  program  have  been  established 
and  will  be  used  as  the  basis  of  new  activities 
in  the  380  districts  of  the  country. 

The  relative  merits  of  home  versus  sani- 
torium  treatment  for  tuberculosis  were 
studied  in  India  under  the  joint  auspices 
of  the  Indian  Council  on  Medical  Research, 
the  State  Government  of  India,  the  Re- 
search Council  of  Great  Britain,  and  WHO. 
These  carefully  controlled  experiments 
showed  that  results  of  chemotherapy  in 
home  care  differed  little  from  those  in  the 
sanatorium  despite  the  manifest  advantages 
of  hospital  care.  One  of  the  valuable  by- 
products of  the  study  was  the  finding  that 
higher  doses  of  medication  given  twice  a 
week  were  as  effective  as  daily  doses  of 
medication.  This  has  both  economic  and 
administrative  benefits.  Studies  are  con- 
tinuing at  the  Tuberculosis  Chemotherapy 
Center  in  Madras  on  the  use  of  various 
drugs  on  patients  who  excrete  mycobacterial 
organisms  with  acquired  resistance  to  isoni- 
azid. 

Venereal  diseases  and  treponema- 
toses.  WHO  studies  on  world  trends  of 
early  syphilis  and  gonorrhea  from  1950  to 
1960  confirmed  findings  by  other  groups  that 
there  was  a significant  increase  in  the  inci- 
dence of  these  infections  during  the  latter 
part  of  the  decade.  Seventy-six  of  105 
countries  reported  an  increase  in  early 
syphilis,  with  several  health  administrations 
being  particularly  concerned  about  the  grow- 
ing incidence  of  venereal  disease  among 
teen-agers. 

From  1948  to  the  end  of  1962  over  285 
million  persons  were  examined  in  surveys 
in  45  WHO  Assistant  Projects  against  yaws 
and  pinta.  About  38  million  of  those  exam- 
ined were  treated  with  long-acting  penicillin. 
Some  100  million  people  are  still  at  risk  in 
endemic  areas  where  little  or  no  systematic 
work  has  yet  been  started. 

Veterinary  public  health.  Particular 
attention  was  paid  during  1962  to  research 
on  the  major  zoonoses — brucellosis,  rabies, 
leptospirosis,  and  hydatidosis.  Research 


continued  on  hygiene  and  standards  of  food 
products  of  animal  origin. 

Virus  diseases.  With  the  number  of 
new  types  of  viruses  being  isolated  the  need 
for  reference  antigens  and  sera  for  the  identi- 
fication of  viruses  is  greater  than  ever.  The 
number  of  WHO  virus  reference  laboratories 
has  been  increased  to  21.  Setting  up  a 
reference  laboratory  for  trachoma  is  also 
under  consideration. 

A reduction  of  about  65  per  cent  in  the 
reported  world  incidence  of  poliomyelitis 
occurred  between  the  1954  to  1956  period 
and  1960.  In  Asia,  however,  the  reduction 
has  been  only  25  per  cent,  and  in  Africa 
there  has  been  an  increase  of  10  per  cent. 
There  were  also  several  increases  in  1960 
and  in  1961  in  South  America  and  Asia. 
Countries  in  which  the  standards  of  environ- 
mental health  are  improving  will  probably 
show  a considerable  incidence  among  young 
children  in  the  next  few  years  unless  vaccina- 
tion programs  are  established. 

The  World  Influenza  Center,  the  Inter- 
national Influenza  Center  of  the  Americas, 
and  the  Associated  National  Influenza 
Centers  continue  to  provide  valuable  infor- 
mation on  the  distribution  of  influenza  virus 
infections. 

Small  scale  studies  are  going  forward  in 
the  use  of  measles  vaccine  in  different 
countries. 

Scientific  and  technical  information  is  be- 
ing exchanged  on  the  arthropod -borne  viruses 
among  the  reference  laboratories  and  other 
collaborating  facilities. 

Progress  in  smallpox  eradication  has  been 
slow,  particularly  in  Africa  and  Asia  where 
full-scale  campaigns  are  impossible  without 
assistance.  One  obstacle  has  been  overcome 
through  provision  of  a potent  and  heat-stable 
vaccine  to  meet  the  requirements  of  a 
national  campaign.  In  spite  of  some  flare- 
up  of  the  disease  in  1957  and  1958,  it  appears 
to  have  declined  on  the  whole  during  the 
past  ten  years.  In  1951  over  500,000  cases 
were  reported,  contrasted  to  about  62,000 
cases  in  1962.  In  1960  and  1961  cases  were 
reported  for  59  countries,  with  60  per  cent 
of  them  coming  from  India  and  Pakistan. 

In  trachoma  control,  improved  methods 
of  virus  isolation  and  culture  and  new  diag- 
nostic technics  have  opened  the  way  for 
more  precise  studies  of  its  epidemiology. 
More  study  remains  to  be  done.  By  the 
end  of  1962  over  100  fellowships  had  been 
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awarded  for  work  on  trachoma  control  and 
research. 

Parasitic  diseases.  Schistosomiasis  is 
increasing  in  prevalence  in  spite  of  consider- 
able expenditure  of  funds  on  control  meas- 
ures. Trials  of  molluscacides  have  contin- 
ued as  part  of  the  WHO  research  program. 
There  appear  to  be  about  ten  effective  ones 
which  could  be  used  against  the  several 
intermediate  hosts  in  a variety  of  habitats. 

Bacterial  diseases.  In  1962  a diarrheal 
diseases  advisory  team  carried  on  epidemio- 
logic studies  in  several  communities  in 
Ceylon  and  helped  to  set  up  a national  pilot 
project. 

WHO  helped  to  carry  out  studies  on  cere- 
brospinal meningitis  in  certain  zones  in  the 
African  region  and  adjacent  countries  in  the 
Eastern  Mediterranean  region  as  a prelimi- 
nary to  control  programs  throughout  the 
area. 

It  provided  emergency  assistance  in  the 
outbreaks  of  cholera  “el  tor”  in  countries  of 
the  Southeast  Asia  and  Western  Pacific 
regions. 

Laboratory  and  field  trials  on  typhoid 
vaccines  have  demonstrated  that  acetone- 
killed  and  dried  vaccines  offer  a greater  de- 
gree of  protection  than  others. 

To  encourage  large-scale  use  of  diphtheria, 
tetanus,  pertussis,  and  other  vaccines,  WHO 
and  UNICEF  have  helped  to  set  up  vaccine 
production  laboratories  in  a number  of 
countries  in  the  Southeast  Asia  and  Western 
Pacific  regions. 

Leprosy.  Field  projects  on  leprosy  have 
been  started  and  extended  in  several  coun- 
tries, especially  in  highly  endemic  areas  with 
particular  attention  being  paid  to  surveys 
of  school  children.  In  Burma  the  leprosy 
rate  among  school  children  was  found  to  be 
26  per  thousand.  Early  treatment  can  pre- 
vent these  children  from  becoming  open 
cases  and  developing  disabilities. 

WHO  is  continuing  to  support  research 
on  treatment  and  on  laboratory  methods 
of  diagnosis.  Assistance  has  been  given 
also  to  studies  on  the  genetics  and  epidemi- 
ology of  leprosy. 

Environmental  health.  WHO  workers 
have  pointed  out  that  in  most  areas  of  the 
world  the  rate  of  growth  of  urban  centers 
was  two  to  four  times  that  of  new  water 
supplies.  One  of  the  great  challenges  to 
health  agencies  and  WHO  workers  is  to 


increase  the  number  of  community  water 
systems  to  meet  growing  needs. 

During  the  year  a WHO  expert  committee 
reviewed  the  international  standards  for 
drinking  water,  drawn  up  in  1958,  and  recom- 
mended a number  of  modifications  on  the 
basis  of  new  knowledge  in  water  technology. 

WHO  study  teams  are  interesting  them- 
selves in  air  pollution  to  see  where  WHO 
can  be  of  help,  particularly  in  developed 
countries. 

WHO  has  continued  to  help  governments 
in  strengthening  sanitation  services  and  in 
training  sanitation  personnel.  The  most 
difficult  problems  were  met  in  developing 
areas  in  providing  rural  water  supplies  and 
local  facilities  for  excreta  disposal. 

WHO  has  assisted  some  of  the  special 
agencies  of  the  United  Nations  in  the  field  of 
housing  and  urbanization  by  surveying  the 
public  health  aspects  of  housing. 

WHO  has  been  interested  in  insecticide 
resistance  and  vector  control  and  has  given 
financial  support  to  22  laboratories  to  do 
research  on  different  aspects  of  the  resistance 
problems.  Major  producers  of  insecticides 
are  now  collaborating  with  WHO  in  the 
evaluation  and  field  testing  of  new  insecti- 
cides. By  the  end  of  1962  more  than  600 
compounds  had  been  examined. 

The  use  of  aerosols  for  “disinsecting” 
aircraft  was  tested  in  temperate  zones  in 
1961  with  satisfactory  results  and  was  tried 
out  in  1962  in  the  Western  Pacific  region. 
It  is  hoped  that  this  method  of  “disinsecting” 
aircraft  will  become  standard  practice 
wherever  there  is  danger  of  spreading  disease 
by  insects. 

A WHO  biologic  control  program  drawn 
up  during  1962  has  concentrated  its  research 
mainly  on  Coelomomyces,  a fungal  parasite 
that  attacks  mosquitoes  and  is  known  to 
cause  a high  mortality  among  them.  An 
assessment  of  the  value  of  nematode  para- 
sites for  the  control  of  mosquitoes  and  black 
flies  was  also  sponsored  in  1962. 

WHO  convened  a conference  on  medical 
and  public  health  problems  in  the  Arctic 
and  the  Antarctic  during  the  year  with 
participation  from  member  states  concerned. 

Public  health  services 

Public  health  administration.  Assist- 
ance and  consultation  were  extended  to 
many  governments,  particularly  in  their 
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efforts  to  develop  systems  of  regionalization 
whereby  a number  of  local  health  services 
are  linked  administratively  and  technically 
to  regional  health  centers  equipped  to  pro- 
vide hospital,  laboratory,  professional  train- 
ing, and  other  specialized  services  and  facili- 
ties. Planning  of  national  health  services 
is  coming  to  the  forefront  as  one  of  the  main 
problems  facing  WHO  in  the  future. 

Health  laboratories  services.  By 
the  end  of  1962,  WHO  had  helped  30  govern- 
ments in  planning,  staffing,  and  equipping 
health  laboratory  services. 

A WHO-supported  international  informa- 
tion center  on  antibiotics  in  Liege,  Belgium, 
started  work  in  1962. 

Nursing.  WHO  gave  nursing  assistance 
to  58  countries  during  the  year  with  emphasis 
on  basic  nursing  education  and  the  planning 
of  state  and  national  services. 

Health  education.  WHO  health  educa- 
tion advisors  were  assigned  to  ministers  of 
health  and  schools  of  public  health  in  a 
number  of  countries  in  several  of  the  regions. 
This  is  one  of  WHO’s  activities  that  requires 
strengthening  and  more  staff  throughout  all 
regions. 

Maternal  and  child  health.  The 
problem  of  low  birth  weight  has  concerned 
WHO  for  many  years.  Comparative  studies 
are  going  on  in  several  countries  in  the  causes 
of  perinatal  mortality. 

Health  protection  and  promotion 

Cancer.  WHO  has  sponsored  some  pilot 
studies  in  Dublin  and  Belfast,  Ireland,  on 
the  effects  of  air  pollution  and  other  factors 
on  the  incidence  of  lung  cancer.  Assistance 
was  given  also  for  studies  of  the  probable 
association  between  chewing,  smoking  habits, 
and  cancer  of  the  mouth  in  India. 

A new  WHO  International  Reference 
Center  was  opened  in  Paris  for  leukemias 
and  other  neoplastic  diseases  of  the  hemato- 
poietic system. 

Cardiovascular  diseases.  WHO  has 
been  interested  in  developing  methods  of 
grading  atherosclerosis  in  the  aorta  and  the 
coronary  arteries  at  autopsy.  These  grad- 
ing methods,  when  developed,  will  be  used 
in  some  further  studies.  Comparative  stud- 
ies on  the  epidemiology  of  hypertension  and 
coronary  artery  disease  are  being  assisted  by 
staff  and  funds  from  WHO.  Several  good 


technical  reports  are  available  on  the  cardio-  | 
vascular  diseases. 13-15 

Dental  health.  WHO  is  attempting  to 
help  certain  countries  to  get  more  dentists 
and  to  develop  more  dental  schools  and 
teachers  because  of  the  great  shortages. 

Mental  health.  Planning  of  mental 
health  programs  within  the  general  frame- 
work of  public  health  service  is  receiving 
much  attention.  WHO  has  continued  its 
long-term  interest  in  the  epidemiology  of 
mental  disorders  by  assisting  countries  in 
research  studies. 

Nutrition.  A WHO  expert  committee 
on  nutritional  status  recommended  detailed 
procedures  for  use  by  medically  qualified 
staff  for  nutritional  surveys.  This  is  one  of 
the  most  difficult  technics  to  develop  in  the 
whole  field  of  nutrition. 

There  have  been  some  joint  conferences 
between  WHO  and  FAO  on  food  standards. 
The  hope  is  to  develop  an  internationally 
acceptable  standard  of  the  foods  required 
by  man. 

Social  and  occupational  health. 
Problems  relating  to  the  health  of  agricultural 
workers  were  reviewed  by  a joint  WHO- 
ILO  committee  during  the  year. 

WHO  designated  the  Division  of  Occupa- 
tional Medicine  of  the  Columbia  School  of 
Public  Health  and  Administrative  Medicine 
as  a reference  laboratory  for  the  study  of 
the  normal  values  of  toxic  substances  in 
the  human  body. 

Technical  assistance  was  given  to  14 
countries  in  improving  their  medical  rehabil- 
itation services. 

Radiation  and  human  genetics.  WHO 
has  attempted  to  help  member  states  in 
defining  the  medical  responsibilities  of  health 
authorities  in  the  field  of  radiation  and 
human  genetics  and  to  strengthen  the 
competence  of  workers.  Many  countries 
have  not  yet  appreciated  the  fact  that  there 
are  public  health  aspects  to  ionizing  radia- 
tion. Shortage  of  trained  personnel  is  the 
chief  obstacle  to  progress  in  radiation  protec- 
tion work  in  a number  of  countries,  so  train- 
ing courses  are  being  developed  by  WHO. 

A scientific  group  on  research  on  popula- 
tion genetics  met  in  Geneva  during  1962. 
WHO  provided  advice  to  the  United  Arab 
Republic  on  proposed  human  population 
studies  in  areas  of  the  Nile  Delta  where 
radiation  is  high.  At  the  sixteenth  World 
Health  Assembly  in  1963,  the  United  States 
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delegate  announced  a ‘‘contribution”  of 
500,000  dollars  to  WHO  for  studies  in  human 
reproduction.  The  delegate  announced  that 
the  United  States  will  not  interfere  with 
other  governments  seeking  to  solve  popula- 
tion problems. 

Education  and  training.  WHO  held 
regional  conferences  on  medical  education 
and  training  and  set  up  a traveling  seminar 
to  the  USSR  during  1062.  Special  studies 
were  made  in  Africa  to  determine  educa- 
tional needs  and  training  facilities  for  health 
staffs  in  recently  independent  countries. 
The  best  way  to  meet  the  problem  in  de- 
veloping countries  is  to  provide  indigenous 
schools.  In  1962  WHO  sent  95  visiting 
professors,  lecturers,  and  other  teaching  staff 
to  teaching  institutions  in  30  countries.  In 
addition,  it  provided  240  fellowships  to  en- 
able teaching  staffs  to  take  advanced  train- 
ing away  from  their  own  countries. 

In  Europe  in  recent  years,  the  doctor- 
population  ratio  ranged  from  one  qualified 
doctor  to  530  population  (average  for  USSR) 
to  one  in  3,500  (average  for  Turkey).  In 
the  Americas,  it  ranged  from  one  in  770  in 
Argentina  and  one  in  710  in  the  United 
States,  to  one  in  5,000  in  countries  like  the 
Dominican  Republic  and  El  Salvador.  In 
Africa  one  doctor  in  14,000  in  the  Congo 
constitutes  at  present  a relatively  high  stand- 
ard of  provision.  In  Ghana  there  is  one 
doctor  to  every  21,000  and  in  Nigeria,  one 
to  33,000.  In  Nepal,  the  ratio  is  one  doctor 
to  72,000  persons,  and  in  Indonesia,  one  to 
40,000. 

WHO  has  concentrated  also  on  the  train- 
ing of  health  auxiliaries  because  it  would  be 
impossible  to  have  enough  doctors  and  other 
professional  people  for  many  years  to  come 
in  most  of  the  developing  countries. 

In  some  developing  countries,  “medical 
assistants”  have  been  trained  to  carry  on 
health  work  ordinarily  done  by  doctors.  In 
the  USSR  the  “feldshers”  (the  name  for 
medical  assistants)  are  exceedingly  numerous 
but  will  play  a less  important  role  with  the 
steady  increase  of  qualified  doctors.  In 
1959  there  were  308,000  feldshers  and  380,- 
000  physicians.  The  feldshers  included 
those  persons  working  in  dispensaries,  in 
nursing,  in  midwifery,  as  laboratory  techni- 
cians, and  as  sanitarians. 

WHO  has  made  arrangements  for  the 
medical  training  of  160  medical  assistants 
from  the  Belgian  Congo.  This  is  an  acceler- 


ated three-year  course  in  France.  The  first 
class  will  finish  in  1963. 

The  shortage  of  medical  personnel  is  even 
greater  among  nurses,  both  in  hospitals  and 
in  health  services. 

There  is  nothing  more  important  for  the 
future  success  of  the  health  services  than 
the  education  and  training  of  personnel.16-17 

Health  statistics.  Further  progress 
was  made  in  preparation  for  the  eighth  revi- 
sion of  the  International  Statistical  Classifica- 
tion of  Diseases,  Injuries,  and  Causes  of 
Death.  The  revision  will  take  place  in 
1965. 

WHO  assists  many  countries  in  developing 
and  improving  their  services  for  health 
statistics.  One  of  the  great  needs  in  health 
services  is  the  development  of  comprehensive 
and  accurate  systems  of  records  and  reports. 
These  are  the  basic  components  in  making 
surveys  of  needs,  in  evaluating  results,  and 
in  administering  health  activities  efficiently. 

Biology  and  pharmacology.  WHO 
contributes  to  international  narcotics  control 
by  maintaining  a continuous  watch  for 
abuse  of  drugs,  both  old  and  new.  The 
organization  works  closely  with  other  groups 
in  the  United  Nations  to  help  countries  with 
their  narcotic  control  activities. 

Work  on  biologic  standardization  contin- 
ued throughout  1962.  A third  international 
Laboratory  for  Biological  Standards  wTas 
established  in  Weybridge,  England,  in  addi- 
tion to  those  in  Copenhagen  and  London. 

Comments  and  criticisms 

During  the  sixteenth  World  Health  As- 
sembly in  1963,  the  president  of  the  fifteenth 
Assembly,  S.  V.  Kurasov,  M.D.,  from  the 
USSR,  critically  reviewed  certain  aspects 
of  WHO  work,  indicating  areas  where  he 
considered  there  is  room  for  improvement. 10 
He  stressed  the  need  for  interstate  and  inter- 
regional programs,  including  the  exchange  of 
research  and  teaching  staff  and  scientific 
information.  He  thought  this  should  be 
done  in  addition  to  the  traditional  forms  of 
assistance  to  economically  less  developed 
countries.  He  felt  that  a number  of  impor- 
tant measures  were  undertaken  without  a 
sufficiently  thorough,  complete,  and  flexible 
assessment  of  the  possibilities  of  carrying 
out  what  was  planned.  This  is  unfortunate, 
in  his  view,  in  the  face  of  the  constantly  in- 
creasing requirements  of  nations  and  the 
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limited  resources  available  to  WHO  for 
meeting  these  requirements. 

He  pointed  out  that  the  ten-year  program 
for  malaria  eradication  has  not  succeeded 
and  that  the  program  is  still  far  from  comple- 
tion because  of  scientific,  technical,  and 
organizational  difficulties.  He  was  con- 
cerned also  about  approaching  the  com- 
munity water  supply  program,  a complex 
national  and  financial  problem,  without 
having  all  the  experts  necessary. 

He  felt  that  these  examples  bore  witness 
to  the  fact  that  WHO  is  paying  exceptional 
attention  to  some  problems  while  weakening 
its  activities  in  other  and  in  less  important 
directions..  He  felt  that  this  is  eloquently 
proved  by  the  increase  in  morbidity  from 
such  menacing  infections  as  the  treponema- 
toses,  schistosomiasis,  the  filariases,  the 
venereal  diseases,  and  also  by  the  slow  and 
insufficiently  effective  campaign  against 
smallpox. 

He  felt  that  the  organization’s  basic  func- 
tion was  the  coordination  and  planning  of 
international  health  work.  He  said  that 
WHO  has  shown  a tendency  of  late  to  move 
away  from  these  functions  and  to  transform 
itself  into  an  organ  for  the  provision  of 
technical,  operational,  and  material  assist- 
ance. He  pointed  out  the  incompatibility 
of  the  annual  growth  rate  of  the  WHO 
budget  which  exceeds  the  growth  rate  of  the 
incomes  of  a number  of  countries. 

He  expressed  hope  that  the  organization’s 
study  on  methods  of  planning  and  execution 
of  projects  begun  by  the  executive  board 
would  fulfill  its  early  promise.  He  wants 
more  effective  work  with  less  cost.  Finally, 
he  said  that  WHO  is  an  organization  with  a 
very  wide  membership  but  that  a number  of 
countries  are  still  not  taking  part  in  its  work. 
In  other  words,  he  said  that  the  universality 
of  WHO  is  still  far  from  being  complete. 
Such  constructive  criticism  is  useful  to 
WHO.  The  headquarters  staff  of  WHO  is 
giving  careful  consideration  to  these  sug- 
gestions. 

Dr.  Candau,  the  Director-General,  in 
presenting  his  report  to  the  1963  Assembly, 
said  that  it  might  help  us  to  approach  the 
great  tasks  that  lie  ahead  with  humility  and 
an  even  greater  sense  of  purpose  if  we  remem- 
ber that  in  spite  of  all  the  things  being  done, 
there  are  today  in  various  parts  of  the  world 
380  million  persons  not  covered  by  a malaria 
eradication  program,  over  10  million  sufferers 


from  leprosy,  and  more  than  4.5  million  per- 
sons suffering  from  yaws.  Four  hundred 
million  victims  suffer  from  trachoma,  200 
million  from  filariases,  and  20  million  more 
from  onchocerciasis.  It  is  estimated  that 
in  areas  where  schistosomiasis  is  endemic, 
at  one  time  or  another  in  their  fives  almost 
half  the  population  is  affected. 10 

He  pointed  out  that  we  cannot  even  at- 
tempt to  get  data  on  the  amount  of  intestinal 
infections  or  tuberculosis.  He  stated  that 
the  government  leaders  and  their  economic, 
industrial,  and  agricultural  experts  have  to 
realize  that  unless  the  major  communicable 
diseases  are  brought  under  control  and  the 
health  of  the  population  is  considerably  im- 
proved, there  is  no  hope  of  creating  enough 
technicians  and  scientists,  who,  we  have  been 
told  repeatedly,  are  the  real  wealth  of  every 
nation. 

Dr.  Candau  stated  unequivocally  that 
medical  research  has  become  an  indispen- 
sable and  powerful  arm  of  WHO  in  practi- 
cally all  of  its  major  programs.  He  com- 
mented that  global  attack  on  the  major  dis- 
eases cannot  advance  rapidly  unless  sup- 
ported by  appropriate  research;  it  is  not 
enough  to  apply  new  knowledge  effectively. 
It  is  necessary  to  search  for  fresh  approaches 
and  methods  to  cope  with  the  fundamental 
health  and  medical  problems  that  are  pressing 
on  us.  He  believes  that  the  creation  of  a world 
center  for  communications  and  information 
on  health  research  will  be  of  great  help  to  all 
member  nations. 


Future  plans 

In  1962  the  United  Nations  and  its  spe- 
cialized agencies  made  intensive  preparations 
for  a program  to  accelerate  economic  growth 
and  progress  in  the  developing  areas  of  the 
world  to  be  known  as  the  Program  of  the 
United  Nations  Development  Decade.18 

WHO  has  pledged  its  assistance  in  any  or 
all  of  the  four  activities  recommended  to 
governments  that  wish  to  accelerate  health 
programs  during  these  ten  years. 

First,  technically  sound  and  realistic 
health  plans  need  to  be  drawn  up  by  each 
nation  so  that  resources  expended  may  pro- 
duce maximum  benefit.  In  addition,  the 
plan  must  form  an  integral  part  of  the  inter- 
national effort  now  being  carried  out  in  the 
social  and  economic  fields. 
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Second,  the  core  of  the  ten-year  plan  must 
be  a well-conceived  education  and  training 
program  for  both  professional  health  staff 
and  auxiliary  personnel.  As  the  Greeks 
said,  “It  is  the  men  and  not  the  walls  that 
make  the  city.” 

Third,  it  is  essential  for  national  health 
services  to  fix  targets  for  the  decade  in  such 
fundamental  fields  as  maternal  and  child 
health,  communicable  diseases,  nutrition, 
and  sanitation. 

Fourth,  such  plans  can  be  translated  into 
action  only  if  the  corresponding  financial 
outlay  is  possible.  The  aim  during  the 
decade  is  a 10  to  15  per  cent  yearly  increase 
in  the  funds  allocated  for  national  health 
services. 

During  the  period,  WHO  will  intensify  its 
help  to  provide  countries  in  planning  their 
public  health  services,  in  strengthening  medi- 
cal education  and  training,  and  finally  in 
promoting  research  in  the  medical  sciences. 
This  is  the  grand  design  for  WHO  in  the 
“development  decade.” 

Conclusions 

1.  The  objectives  of  WHO  of  “the  attain- 

ment by  all  people  of  high  levels  of  health” 
are  being  achieved  as  rapidly  as  resources 
permit.  The  principal  methods  are:  ex- 

change of  information  on  health,  setting  of 
standards  and  indices  for  health,  technical 
assistance  to  national  health  services,  and 
giving  expert  advice  on  organization  and 
administration  of  community  health  serv- 
ices. 

2.  This  assistance  flows  from  the  head- 
quarters in  Geneva,  the  six  regional  offices, 
and  their  field  stations  throughout  the 
world. 

3.  In  recent  years,  as  some  of  the  com- 
municable diseases  have  come  under  control 
in  certain  areas,  WHO  has  extended  its 
assistance  to  include  the  major  chronic  dis- 


eases of  developed  countries,  such  as  heart 
disease,  cancer,  and  mental  disorders. 

4.  Medical  research  has  become  an 
important  part  of  the  assistance  of  WHO 
to  member  countries,  even  though  the 
amount  of  money  available  is  modest  in  view 
of  the  magnitude  of  unsolved  health  prob- 
lems. 

5.  Membership  in  WHO  is  a way  in 
which  each  member  nation  can  promote  its 
foreign  policy  goals  and  maintain  its  inter- 
national prestige  in  contributing  to  the  bet- 
terment of  mankind. 

6.  WHO,  now  in  the  critical  second 
decade  of  its  history,  appears  well  on  its  way 
to  balancing  its  activities  in  service,  teach- 
ing, and  research,  the  three-pronged  ap- 
proach that  inevitably  leads  to  success  in 
achieving  the  goals  of  public  health. 
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One  “Screwball"  I Wish  I Could  Have  Met 


Insofar  as  human  resources  are  concerned, 
each  generation  has  the  same  potential,  and  so  it 
is  that  each  generation  always  has  and,  it  can 
be  expected,  always  will  produce  its  own  quota 
of  geniuses  and  eccentrics.  Curiously  enough 
it  has  been  a fallacy  common  to  the  past  that 
the  two  are  synonymous;  as  a result,  many  a 
genius  has  bloomed  unrecognized  and  unsung; 
camouflaged  in  the  anonymity  of  conformity. 
Conversely,  many  an  individual  of  average  in- 
telligence has  been  elevated  to  the  pedestal  of 
genius  in  his  own  time  and  the  illusion  per- 
petuated in  history  because  of  his  eccentricity, 
either  natural  or  contrived. 

The  true  eccentric,  more  expressively  de- 
scribed in  modern  phraseology  as  a “screwball” 
or  “oddball,”  must  be  differentiated  from  the 
comic,  the  satirist,  and  the  conforming  non- 
conformist such  as  the  be  whiskered  beatnik. 
Not  that  some  of  these  groups  as  well  as  some 
geniuses  and  some  of  every  occupation  and  in- 
telligence level  might  not  also  deserve  such 
designation.  In  brief,  the  screwball  is  one  who 
does  the  usual  in  an  unusual  manner  or  perhaps 
the  unusual  in  a usual  way;  they  are  mental 
left  handers  in  a right-handed  world,  and  rather 
than  complain  or  try  to  adjust  they  seem  to 
like  it  that  way.  It  is  to  one  of  this  ilk,  my 
own  favorite  character  in  this  galaxy  of  per- 
petrators of  the  unexpected,  to  whom  you  will 
be  introduced. 

To  set  the  scene  properly,  it  is  necessary  to 
realize  the  dependency,  either  direct  or  in- 
direct, that  every  resident  and  community  has 
on  any  major  waterway  if  they  happen  to  live 
contiguous  to  it.  This  is  best  illustrated  by 
the  definite  indefinite  reference  to  this  central 
aspect  of  their  lives  and  economy.  Thus,  in 
some  areas  the  term  “the  river”  refers  to  the 
Mississippi,  in  another  area  to  the  Hudson,  and 
to  the  inhabitants  of  northern  New  York  State 
and  southern  Ontario  it  is  the  designation  of  the 
St.  Lawrence. 

To  the  original  Indian  settlers,  the  early 
French  and  English  colonists,  and  through  to 
the  present  the  St.  Lawrence  has  meant  sus- 
tenance, transportation,  and  recreation.  It 
carries  the  commerce  of  the  world  past  their 
doors,  provides  them  with  electric  power,  and 
gives  them  food  and  water;  they  ski  on  it  in 
summer,  skate  on  it  in  winter,  fish  in  it  through- 
out the  year,  and  sad  to  relate  too  often  use  it  as 
a natural  sewer.  It  has  been  a perfect  servant 
that  has  never  failed,  never  flooded,  and  as  a 


result  they  have  never  lost  confidence  in  it; 
even  today  many  of  its  familiars  insist  one  can 
drink  directly  from  its  waters  without  fear  of 
contamination. 

Arising  in  and  draining  the  Great  Lakes  it 
flows  along  a well-worn  and  stable  course  in  an 
east-northeasterly  direction;  and  as  it  wends 
its  way,  it  first  serves  as  a setting  for  one  of 
nature’s  more  spectacular  and  capricious  up- 
heavals known  as  the  Thousand  Islands,  then 
widens  at  times  to  present  a deceptive  lakelike 
placidity,  and  then  narrows  at  sites  of  pre- 
vious but  now  harnessed  rapids.  Before  turn- 
ing north  to  the  Island  of  Montreal,  past  the 
Plains  of  Abraham,  to  empty  finally  into  its 
own  great  gulf,  it  is  fed  by  four  main  streams 
draining  the  northern  slopes  of  the  Adiron- 
dacks,  named  respectively  the  Oswegatchie, 
the  Grasse,  the  Racquette,  and  the  St.  Regis 
rivers. 

As  one  might  imagine,  all  these  names  except 
Oswegatchie  are  relicts  memorializing  the  time 
when  all  this  area  was  part  of  the  extensive 
French  Empire  in  North  America.  But  why, 
you  will  ask,  did  the  Oswegatchie  escape?  The 
answer  is,  it  didn’t.  It,  as  well  as  the  others, 
was  rechristened  by  the  French,  and  it  was 
called  La  Presentation.  However,  the  new 
name  was  commonly  ignored,  and  the  Indian 
name  remained  the  one  of  general  usage.  The 
settlement,  founded  by  Abbe  Picquet  and  called 
Fort  La  Presentation,  was  of  major  strategic 
significance  because  it  was  located  at  the  mouth 
of  the  river  at  the  point  at  the  head  of  the  rapids 
where  the  St.  Lawrence  is  narrow,  and  so  it 
controlled  and  protected  the  route  from  Quebec 
and  Montreal  to  the  Great  Lakes  and  the  all- 
important  fur  trade.  It  also  protected  the  only 
threat  to  the  rear  through  the  river  Oswegatchie; 
and  further,  where  the  river  emptied  into  the 
St.  Lawrence,  it  formed  a natural  harbor  that 
could  always  be  entered  regardless  of  wind 
direction. 

This  fortification  protected  French  America 
for  years,  and  if  it  had  not  been  for  the  eventual 
indifference  of  the  mother  country  and  the 
general  deterioration  of  local  rule  in  Quebec  that 
resulted  in  its  abandonment,  this  post  might 
well  have  prevented  the  passage  of  Amherst’s 
army  because  its  situation  is  such  that  a com- 
paratively small  number  of  defenders  aided  by 
geography  and  the  perilous  rapids  to  the  east 
could  have  withstood  the  assault  of  a much 
larger  force  almost  indefinitely. 
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Despite  this  evident  importance,  the  charac- 
v ter  of  the  Oswegatchie  River  was  such  that  it 
was  an  object  of  general  contempt,  for  the  river 
water  was  black  and  murky  in  appearance,  and 
where  it  emptied  into  the  St.  Lawrence  it  pre- 
sented then,  as  it  does  now,  a dirty  black  blotch 
standing  out  starkly  against  the  clear  blue 
waters  of  the  St.  Lawrence.  It  is  reported  by 
; early  settlers  to  have  had  a foul  appearance  and 
a brackish  taste.  So  it  is  easy  to  understand 
that  when  the  settlement  replacing  the  old  Fort 
La  Presentation  and  named  Ogdensburg  de- 
cided in  1867  to  establish  a central  town  water 
supply,  it  was  taken  for  granted  the  source 
would  be  the  respected  and  beloved  St.  Law- 
rence. However  when  the  president  of  the 
village  (his  name  was  Averill,  an  ancestor  of  one 
of  our  recent  governors)  decided  the  time  had 
! come  to  carry  out  the  proposed  program,  he 
appointed  a committee  of  four  prominent  citi- 
zens to  study  the  best  source  and  have  available 
water  supplies  tested  for  purity.  This  commit- 
tee was  made  up  of  a Doctor  Morris,  Doctor 
Sherman,  Judge  James,  and  Judge  Brown. 

One  can  imagine  the  general  consternation 
when  at  the  town  meeting,  the  committee 
rendered  its  report  favoring  the  despised  Oswe- 
gatchie as  the  purest  source  for  town  water, 
at  the  expense  of  the  revered  St.  Lawrence;  but 
the  evidence  guiding  their  recommendation 
came  from  an  impeccable  and  respected  author- 
ity. At  this  point  in  the  proceedings,  a local 
character  and  veteran  of  the  recent  war,  by 
name  Gen.  Roscius  W.  Judson,  rose  and  facing 
his  townsmen  made  the  following  unforgettable 
speech. 

When  neighbors  and  fellow  citizens  of 
a small  community  such  as  ours  gather  to- 
gether in  mass  meeting  as  we  are  here  tonight 
we  are  very  apt  to  learn  some  things  which 
we  did  not  know  before  and  this  occasion 
has  proved  no  exception  to  the  rule.  We 
have  learned  that  the  St.  Lawrence  River, 
the  river  we  have  been  taught  to  venerate 
from  our  youth,  is  played  out,  is  no  good. 
Looks  clean,  but  it  ain’t  clean;  smells  pure, 
but  it  ain’t  pure;  tastes  good,  but  it  ain’t 
good.  Judge  James  says  so,  Judge  Brown 
says  so,  Dr.  Sherman  says  so,  Dr.  Morris 
says  so,  and  so  Gentlemen,  it  must  be  so. 

At  this  point,  he  turned  his  back  on  his  audi- 


ence, his  face  to  the  River,  and  addressed  it 
thus: 

Flow  on  magnificent  stream,  flow  on  down 
to  the  rapids  that  thousands  of  people  come 
here  to  see,  flow  on  to  Montreal  and  clog  up 
their  pipes,  who  cares?  You  are  played 
out,  no  good.  Judge  James  says  so,  Judge 
Brown  says  so,  Dr.  Morris  says  so,  and  it 
must  be  so. 

Flow  on  to  Quebec  and  poison  all  the 
Frenchmen  there.  Who  cares?  Flow  on 
to  the  grand  old  gulf  that  bears  thy  name, 
that  opens  wide  its  arms  to  the  commerce  of 
the  world,  and  poison  all  the  codfish  and 
mackerel  there.  Who  cares?  You  are  played 
out.  Judge  James  says  so,  Judge  Brown  says 
so.  Dr.  Sherman  says  so,  Dr.  Morris  says  so, 
and  it  must  be  so.  But,  thanks  to  the  mercy 
of  divine  Providence  we  are  not  left  without 
succor  in  this  time  of  our  dire  necessity.  We 
turn  as  the  Mussulman  turns  to  Mecca,  to 
the  sparkling  Oswegatchie;  it  looks  dirty, 
but  it  ain’t  dirty;  smells  nasty,  but  it  ain’t 
nasty;  tastes  filthy,  but  it  ain’t  filthy.  Judge 
James  says  so.  Judge  Brown  says  so.  Dr.  Mor- 
ris says  so,  Dr.  Sherman  says  so,  and  so  it 
must  be  so. 

To  be  sure  the  Oswegatchie  flows  over  the 
dead  Injuns  of  Black  Lake,  and  washes  the 
shores  of  yon  cemetery  where  many  of  our 
beloved  dead  are  buried.  But,  if  you  object 
to  drinking  down  the  Injuns  of  Black  Lake, 
all  you  have  to  do  is  put  a filter  in  your  cellar 
and  catch  the  Injun,  and  some  morning  you 
may  go  down  to  your  cellar  and  find  a great 
buck  Injun  sitting  on  the  filter  with  a toma- 
hawk in  one  hand  and  a scalping  knife  in  the 
other.  But,  never  mind,  it  is  all  right.  Judge 
James  says  so.  Judge  Brown  says  so,  Dr. 
Sherman  says  so,  and  Dr.  Morris  says  so,  and 
so,  Gentlemen,  it  must  be  so. 

This  copy  came  from  a newspaper  article  in 
a scrap  book  in  the  Ogdensburg  Public  Library, 
vol.  1,  p.  26. 

I wish  it  were  possible  to  report  that  this 
speech  carried  the  day,  but  accuracy  forces  me 
to  report  that  science  was  the  victor  and 
the  town  meeting  accepted  the  report  of  what 
Judge  James,  Judge  Brown,  Dr.  Sherman,  and 
Dr.  Morris  had  said. 

WRC 
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Frederick  Madison  Allen,  M.D.,  of  New 

York  City,  died  on  January  9 at  the  age  of 
eighty-four.  Dr.  Allen  graduated  in  1907  from 
the  University  of  California  Medical  School. 
He  was  a consulting  physician  at  City  Hospital 
at  Elmhurst  and  New  York  Polyclinic  Hospital. 
Personal  physician  to  Thomas  A.  Edison,  he 
was  credited  with  introducing  fasting  or  under- 
nutrition treatment  for  diabetes  in  1914  and  was 
among  the  first  to  use  insulin  in  treating  dia- 
betes. In  1949  he  received  the  Banting  Medal 
for  achievements  in  the  treatment  of  diabetes. 
Dr.  Allen  was  a member  of  the  American 
Society  for  Experimental  Pathology,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Nicholas  Ivan  Ardan,  M.D.,  of  Niagara  Falls, 
died  on  December  29,  1963,  at  the  age  of  eighty- 
four.  Dr.  Ardan  graduated  in  1902  from  the 
Medical  College  of  Virginia.  He  was  an 
honorary  physician  at  Niagara  Falls  Memorial 
Hospital.  Dr.  Ardan  was  a member  of  the 
Niagara  Falls  Academy  of  Medicine,  the 
Niagara  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Graham  Lewis  Bennett,  M.D.,  of  New  York 
City,  died  on  October  16,  1963,  at  the  age  of 
fifty-seven.  Dr.  Bennett  graduated  in  1931 
from  Cornell  University  Medical  College.  He 
was  an  associate  attending  physician  at  Uni- 
versity Hospital.  Dr.  Bennett  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Benjamin  Maurice  Bernstein,  M.D.,  of 
Brooklyn,  died  on  January  18  at  the  age  of 
seventy.  Dr.  Bernstein  graduated  in  1915 
from  New  York  University  and  Bellevue  Hos- 
pital Medical  College.  He  was  an  attending 
gastroenterologist  at  Jewish  Hospital  of  Brook- 
lyn and  a consulting  gastroenterologist  at  Jewish 
Chronic  Disease  Hospital.  He  was  a former 
editor  of  the  Bulletin  of  the  Medical  Society  of  the 
County  of  Kings  and  also  had  served  on  the  edi- 
torial boards  of  the  American  Journal  of  Gastro- 
enterology and  the  New  York  State  Journal 
of  Medicine.  Dr.  Bernstein  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Gastroen- 
terology, a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Medical 
Society  of  the  County  of  Kings  (a  former 
trustee  and  secretary),  the  Medical  Society  of 


the  State  of  New  York,  and  the  American  I 
Medical  Association. 

Louis  Borre,  M.D.,  of  New  York  City,  died  on  I 
November  24,  1963,  at  the  age  of  seventy-two.  | 
Dr.  Borre  graduated  in  1921  from  Long  Is 
Island  College  Hospital  Medical  School. 

William  Fuller  Brown,  M.D.,  of  Plattsburgh, 
died  on  May  13,  1963,  at  the  age  of  eighty-nine. 
Dr.  Brown  graduated  in  1899  from  McGill  Uni- 
versity Faculty  of  Medicine. 

Francis  John  Ceravolo,  M.D.,  of  Brooklyn,  j 
died  on  November  19,  1963,  at  the  age  of 
sixty-one.  Dr.  Ceravolo  graduated  in  1926 
from  Long  Island  College  Hospital  Medical 
School.  He  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Gertrude  Davies  Doyle,  M.D.,  of  Newfane, 
died  on  August  11,  1963,  at  the  age  of  seventy- 
four.  Dr.  Doyle  graduated  in  1917  from  the 
University  of  Buffalo  School  of  Medicine.  She 
was  a member  of  the  Niagara  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Fred  J.  C.  Fitzgerald,  M.D.,  of  Bridgeville, 
Pennsylvania,  formerly  of  Yonkers,  died  on 
November  30,  1963,  at  the  age  of  eighty-nine. 
Dr.  Fitzgerald  graduated  in  1897  from  the 
University  of  London  Western  Ontario  Faculty 
of  Medicine.  He  was  an  honorary  assistant 
surgeon  at  New  York  Eye  and  Ear  Infirmary 
and  an  honorary  ophthalmologist  at  Yonkers 
General  Hospital.  Dr.  Fitzgerald  was  a Diplo- 
mate of  the  American  Board  of  Ophthalmology, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New 
York  Academy  of  Medicine,  the  Yonkers  Acad- 
emy of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Edmund  Prince  Fowler,  Jr.,  M.D.,  of  New 

York  City,  died  on  January  13  at  the  age  of 
fifty-eight.  Dr.  Fowler  graduated  in  1930  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  director  of  otolaryngology 
at  the  Columbia-Presbyterian  Medical  Center 
as  well  as  professor  of  otolaryngology  at  the 


680  New  York  State  Journal  of  Medicine  / March  1,  1964 


College  of  Physicians  and  Surgeons.  F or  more 
than  twenty-five  years  he  had  been  director  of 
research  and  clinics  of  the  New  York  League  for 
the  Hard  of  Hearing  and  at  his  death  was  the 
consultant  in  audiology  for  the  Veterans  Ad- 
ministration. A major  in  the  Army  Medical 
Corps  during  World  War  II,  he  was  awarded  the 
Legion  of  Merit  for  his  work  on  a radium  treat- 
ment that  gave  relief  to  aviators  suffering  from 
aero-otitis.  In  1961  he  was  made  a Fellow  of 
the  Royal  College  of  Surgeons  in  Ireland.  Dr. 
Fowler  was  a Diplomate  of  the  American  Board 
of  Otolaryngology  and  a member  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Oto- 
laryngology, the  American  Otological  Society, 
Inc.  (vice-president),  the  American  Laryn- 
gological,  Rhinological  and  Otological  Society, 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  M.  Jarus,  M.D.,  of  Syracuse,  died  on 
November  19,  1963,  at  the  age  of  sixty-two. 
Dr.  Jarus  received  his  medical  degree  from  the 
University  of  Konigsberg  in  1925.  He  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Onondaga  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of  New 
York. 

Henry  Joseph  Jauch,  M.D.,  of  Brooklyn, 
died  on  December  23,  1963,  at  the  age  of 
seventy,  Dr.  Jauch  graduated  in  1920  from 
Long  Island  College  Hospital  Medical  School. 
He  was  an  associate  surgeon  (affiliate)  at  Kings 
County  Hospital  Medical  Center.  Dr.  Jauch 
was  a Fellow  of  the  International  College  of 
Surgeons  and  a member  of  the  Brooklyn  Surgi- 
cal Society,  the  Medical  Society  of  the  County  of 
Kings,  and  the  Medical  Society  of  the  State  of 
New  York. 

Theodore  Arthur  Jost,  M.D.,  of  Mount 
Vernon,  retired,  died  on  December  18,  1963,  at 
the  age  of  seventy-six.  Dr.  Jost  graduated  in 
1919  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  had  formerly 
served  as  health  commissioner  of  Mount  Ver- 
non. 

Lothar  Katz,  M.D.,  of  Freeport,  died  on  Octo- 
ber 10,  1963,  at  the  age  of  sixty-seven.  Dr. 
Katz  received  his  medical  degree  from  the 
University  of  Breslau  in  1920.  He  was  a 
member  of  the  Nassau  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New 
York. 

Eugene  F.  Kelley,  M.D.,  of  Yonkers,  died  on 
December  26,  1963,  at  the  age  of  fifty-eight. 
Dr.  Kelley  graduated  in  1919  from  Fordham 
University  School  of  Medicine.  He  was  an 
attending  dermatologist  and  chief  of  derma- 
talogy  and  sy philology  at  St.  Joseph’s  Hospital, 
an  attending  dermatologist  and  syphilologist  at 


St.  Joseph’s  Hospital  Outpatient  Department,  a 
consulting  dermatologist  at  Dobbs  Ferry  Hos- 
pital and  Phelps  Memorial  Hospital  Association 
(North  Tarry  town),  emeritus  chief  dermatolo- 
gist at  St.  John’s  Riverside  Hospital,  and  chief 
dermatologist  and  syphilologist  at  Yonkers 
General  Hospital  and  Yonkers  General  Hospital 
Outpatient  Department.  Dr.  Kelley  was  a 
Diplomate  of  the  American  Board  of  Derma- 
tology, Inc.,  and  a member  of  the  American 
Academy  of  Dermatology,  the  Society  for  In- 
vestigative Dermatology,  the  New  York  Acad- 
emy of  Medicine,  the  Yonkers  Academy  of 
Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Velta  Klasons,  M.D.,  of  Nassau,  died  on  Sep- 
tember 24,  1963,  at  the  age  of  forty-eight. 
Dr.  Klasons  received  her  medical  degree  from 
the  University  of  Latvia  Riga  in  1941.  She  was 
a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Rudolph  Kramer,  M.D.,  of  New  York  City, 
died  on  January  21  at  the  age  of  seventy-one. 
Dr.  Kramer  graduated  in  1918  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  otolaryngologist  at  The 
Mount  Sinai  and  Beekman-Downtown  Hos- 
pitals, and  a consulting  endoscopist  at  Monte- 
fiore  Hospital.  Dr.  Kramer  was  a Diplomate 
of  the  American  Board  of  Otolaryngology  and  a 
member  of  the  American  Broncho-Esophagologi- 
cal  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harold  Haskell  Levy,  M.D.,  of  New  York 
City,  died  on  December  18,  1963,  at  the  age  of 
fifty-five.  Dr.  Levy  graduated  in  1933  from 
New  York  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
New  York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Marcus  M.  Maier,  M.D.,  of  Hempstead,  died 
on  December  5,  1963,  at  the  age  of  seventy-four. 
Dr.  Maier  received  his  medical  degree  from  the 
University  of  Freiburg  in  1913.  He  was  a 
consulting  otorhinolaryngologist  at  Meadow- 
brook  and  Mercy  Hospitals  and  an  emeritus 
otorhinolaryngologist  at  Long  Island  Jewish 
and  South  Nassau  Communities  Hospitals.  Dr. 
Maier  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the  In- 
ternational College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Nassau  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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George  Francis  Nolan,  M.D.,  of  Glens  Falls, 
died  on  December  19,  1963,  at  the  age  of  thirty- 
seven.  Dr.  Nolan  graduated  in  1950  from  Al- 
bany Medical  College.  He  was  an  assistant 
attending  physician  at  Glens  Falls  Hospital. 
Dr.  Nolan  was  a member  of  the  Glens  Falls 
Academy  of  Medicine,  the  Warren  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Orville  Hickok  Schell,  M.D.,  of  New  Rochelle, 
died  on  January  10  at  the  age  of  eighty-three. 


Dr.  Schell  graduated  in  1904  from  Johns 
Hopkins  University  School  of  Medicine.  He  was 
a consulting  obstetrician  at  St.  Agnes  (White 
Plains),  United  (Port  Chester),  New  Rochelle 
(where  he  organized  and  directed  for  thirty 
years  the  Department  of  Obstetrics),  and  Mount 
Vernon  Hospitals,  and  an  honorary  obstetrician 
at  Grasslands  and  Lawrence  (Bronxville)  Hos- 
pitals. Dr.  Schell  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  New 
York  Obstetrical  Society,  the  Westchester 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  particularly 
specialty  journals. 

This  is  a direct  “Doctor- to-Doctor”  program  which  is  being  promoted  by 
the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association, 
10  Columbus  Circle,  New  York,  New  York  10019. 
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Summer  vacations  for  diabetic  children 

Applications  for  summer  vacations  for 
diabetic  children  at  Camp  Nyda,  Burlingham, 
New  York,  will  be  sent  to  private  physicians  on 
request.  This  is  the  only  camp  for  diabetic 
patients  in  New  York  State.  Physicians  who 
want  to  avail  their  patients  of  this  opportunity 
should  contact  Harold  Zarowitz,  M.D.,  chair- 
man of  the  camp  committee,  at  the  New  York 
Diabetes  Association,  Inc.,  104  East  40th 
Street,  New  York,  New  York  10016. 

Parents  or  agencies  sending  children  are 
encouraged  to  help  defray  the  substantial  costs. 

Trafalgar  Hospital  meeting 

“Current  Concepts  in  the  Surgical  Therapy 
of  Acquired  Heart  Disease”  was  presented  by 
Allan  E.  Bloomberg,  M.D.,  associate,  thoracic 
surgery  at  Trafalgar  Hospital,  and  attending, 
thoracic  surgery,  Montefiore  Hospital,  at  the 
quarterly  combined  staff  meeting  and  clinical 
presentation  at  Trafalgar  Hospital  in  New  York 
City  on  February  27.  Robert  Rosenblum, 
M.D.,  research  associate  and  adjunct,  cardiology, 
at  Montefiore  Hospital,  was  the  discussant. 

Obstetrics  and  gynecology  exam 

The  next  scheduled  examination  (Part  II), 
oral  and  clinical,  will  be  conducted  for  all 
candidates  at  the  Edgewater  Beach  Hotel, 
Chicago,  Illinois,  by  the  entire  Board,  April  27 
through  May  2.  Formal  notice  of  the  time  of 
examination  will  be  sent  to  each  candidate  in 
advance  of  the  examination  dates. 

Current  bulletins  of  the  American  Board  of 
Obstetrics  and  Gynecology  outlining  the  re- 
quirements for  application  may  be  obtained  by 
writing  to  the  Secretary  of  the  Board.  All 
prospective  candidates  are  urged  to  review  the 
current  requirements  before  applying  for  ad- 
mission to  examination. 

Diplomates  are  requested  to  keep  the  Board 
office  informed  of  a change  in  address. 

Selective  service  for  physicians 

The  Selective  Service  Committee  for  phy- 
sicians of  New  York  State  has  issued  informa- 
tion on  the  reclassification  of  physicians  in 
internship.  Selective  Service  Operations  Bulle- 
tin 254  is  as  follows: 

“1.  In  further  preparation  for  a special  call 
for  physicians  who  have  finished  internship, 
local  boards  are  requested  to  reopen  and  re- 
consider by  January  31,  1964,  if  possible,  the 
classifications  of  physician  interns  who  are 
classified  in  Class  II -A  and  whose  internship 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


will  terminate  on  or  about  June  30,  1964. 
Reclassification  should  be  undertaken  in  the 
light  of  (a)  the  evident  need  of  the  Armed 
Forces  for  physicians  who  have  completed 
internship  and  (6)  the  fact  that  no  such 
physician  will  be  denied  the  opportunity  to 
complete  internship  even  though  he  is  classified 
in  Class  I-A,  I-A-O,  or  1-0  at  this  time.  As- 
surance has  been  given  that  no  registrant  will  be 
called  to  active  duty  by  the  service  that  com- 
missions him  until  after  he  has  finished  his 
internship. 

“2.  Local  boards  are  requested  to  expedite 
all  necessary  processing  of  this  group  of  reg- 
istrants so  that  a special  call  for  physicians  will 
be  filled  as  soon  as  possible  after  it  is  received. 

“3.  For  any  physician  interns  who  have  not 
been  reclassified  by  January  31,  1964,  as  pro- 
vided in  paragraph  1 of  this  bulletin,  local 
boards  are  requested  to  complete  a special  report 
on  Report  of  Availability  and  Summary  of 
Classification — Physicians,  Dentists  and  Vet- 
erinarians (SSS  Form  No.  129)  entitled  “Physi- 
cian Interns  in  Class  II-A.”  Such  registrants 
should  be  reported  on  the  appropriate  lines  of 
Section  III  of  SSS  Form  No.  129.” 

Personalities 

Elected.  Albert  Cornell,  M.D.,  chief  of  The 
Mount  Sinai  Hospital  gastrointestinal  clinic  and 
associate  professor  of  medicine  at  the  New  York 
Medical  College,  as  president  of  The  Mount 
Sinai  Hospital  Alumni  Association.  . .Max  El- 
lenberg,  M.D.,  associate  attending  physician  of 
Mount  Sinai  Hospital,  New  York  City,  as 
president  of  the  New  York  Diabetes  Association, 
Inc.  . . .Abraham  M.  Sands,  M.D.,  Brooklyn, 
as  president  of  the  medical  staff  of  the  Brooklyn 
Hebrew  Home  and  Hospital  for  the  Aged  . . . 
John  A.  Young,  M.D.,  Troy,  president;  Samuel 
J.  Werlin,  M.D.,  vice-president;  Walter  A. 
Gunther,  secretary;  and  Thomas  P.  Engster, 
M.D.,  treasurer,  of  the  Medical  and  Dental 
staff  of  the  Samaritan  Hospital  in  Troy. 

Appointed.  Arthur  S.  Carlson,  M.D.,  Theo- 
dore Robertson,  M.D.,  and  Marjorie  Trousdell, 
M.D.,  as  members  of  the  ten-member  Nassau 
County  Commission  on  Medical  Laboratory 
Services  . . . Emerson  Crosby  Kelly,  M.D., 
Albany,  as  director  of  the  medical  library  at 
Albany  Medical  College  . . . James  Leo  Mc- 
Grane,  M.D.,  Schenectady,  as  chief  of  obstetrics 
at  St.  Clare’s  Hospital,  Schenectady  . . . Peter 
Mombello,  M.D.,  Fishkill,  to  the  county  board 
of  health  in  Dutchess  County  . . . C.  Carlyle 
Nuckols,  Jr.,  M.D.,  Albany,  as  deputy  commis- 
sioner for  medical  services  in  the  New  York 
State  Department  of  Social  Welfare  . . . Joseph 
A.  Schutz,  M.D.,  Buffalo,  second  rotation  team 
of  the  teaching-training  hospital  ship  S.S.  Hope. 
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Abstracts 


Scott,  N.  M.,  Jr.:  Gastrointestinal  diseases  of 
medical  progress,  New  York  State  J.  Med. 
64:  607  (Mar.  1)  1964. 

Adverse  reactions  to  properly  applied  treat- 
ment, both  pharmacologic  and  surgical,  may 
occur,  causing  an  iatrogenic  disturbance  super- 
imposed on  the  one  under  treatment.  There- 
fore both  overcaution  in  using  certain  drugs  and 
surgical  procedures  and  indiscriminate  use  of 
them  must  be  avoided.  Hepatic  reactions  in- 
clude cholestasis,  hepatocellular  necrosis,  and, 
in  extreme  cases,  hepatic  coma  and  even  death. 
Serum  hepatitis  will  continue  to  be  a problem 
until  a reliable  way  to  detect  the  carrier  is  de- 
veloped. Drug-induced  pancreatitis  is  rare 
and  due  mainly  to  ACTH  and  the  adrenal 
steroids.  Several  drugs,  including  salicylates, 
have  been  associated  with  peptic  ulcer  and 
gastrointestinal  hemorrhage. 

Harber,  L.  C.,  Holloway,  R.  M.,  and  Mor- 
agne,  M.  E.:  Polymorphous  light  eruptions; 

office  diagnosis  and  management,  New  York 
State  J.  Med.  64:  619  (Mar.  1)  1964. 

A simple  artificial  light  source,  consisting  of 
four  parallel  fluorescent  sunlight  tubes,  was 
used  to  reproduce  the  clinical  lesions  of  poly- 
morphous light  eruptions  in  16  patients  with 
polymorphous  light  eruptions;  the  lesions  were 
clinically  similar  to  those  resulting  from  expo- 
sure to  natural  sunlight.  Six  patients  with 
chronic  discoid  lupus  erythematosus  and  20 
normal  volunteers  showed  no  abnormal  re- 
sponse. Topical  sunscreens  and  internal  quino- 


Are you  a triskaidekaphobe? 


If  you  have  uneasy  feelings  about  the  number 
thirteen,  you’re  in  plentiful  company,  especially 
when  the  thirteen  also  happens  to  be  a Friday. 
It  has  been  estimated  that  each  such  Friday 
more  than  $250  million  in  business  goes  down 
the  drain  because  the  superstitious  refuse  to  buy 
or  sell  on  that  day.  How  did  all  this  balderdash 
originate?  Most  widely  accepted  explanation  is 
that  it  began  with  ancient  witchcraft.  Early 
witches  were  grouped  into  covens  consisting  of 


line  therapy  were  used  effectively  in  treatment 
following  the  light  testing  procedures. 

Henschke,  U.  K.,  Hilaris,  B.  S.,  Mahan,  G. 
D.,  and  Proimos,  B.  S.:  Afterloading  applica- 
tor for  treatment  of  cancer  of  the  uterus, 
New  York  State  J.  Med.  64:  624  (Mar.  1) 
1964. 

Unnecessary  radiation  exposure  in  treatment 
of  carcinoma  of  the  uterus  with  radioactive  ap- 
plicators can  be  avoided  by  afterloading.  An 
unloaded  applicator  is  inserted  into  the  uterus 
and  vagina  in  the  operating  room;  after  the 
patient  has  been  returned  to  her  room,  the 
radioactive  sources  are  introduced.  The  after- 
loading applicator  permits  modifications  in  treat- 
ment technic  and  isodose  pattern  according  to 
individual  needs  of  the  patient  and  individual 
preferences  of  the  therapist. 

Jacobs,  L.:  Sleep  problems  of  children;  treat- 
ment by  hypnosis,  New  York  State  J.  Med.  64: 
629  (Mar.  1)  1964. 

Difficulty  in  falling  asleep  and  excessively 
restless  sleep  in  children  may  be  caused  by 
physical  or  emotional  factors.  The  emotional 
problem  is  usually  anxiety  resulting  from  such 
factors  as  fear  of  darkness  and  death,  illness  or 
death  of  a parent,  and  quarrels  between  parents. 
Hypnosis  may  be  an  effective  mode  of  treatment. 
By  properly  worded  suggestions  the  child  is 
reassured  of  his  parents’  love,  and  his  feelings 
of  self-confidence  and  self-esteem  are  bolstered, 
thus  relieving  his  tensions  and  anxieties. 


the  devil  and  twelve  witches.  The  number 
gains  in  ominousness  in  remembering  that  at 
the  Last  Supper,  Jesus  sat  with  His  twelve 
disciples.  Judas  was  looked  upon  as  the 
thirteenth  man.  Friday  is  the  day  upon  which 
Jesus  died.  The  Flood,  the  confusion  of 
tongues  at  Babel,  the  partaking  of  the  for- 
bidden fruit  in  the  Garden  of  Eden,  took  place 
on  Friday,  it  is  said. 

Fear  of  the  number  13  is  called  triskaideka- 
phobia,  a name  coined  by  the  National  Commit- 
tee of  Thirteen  Against  Superstition  and  Fear. 
By  the  way,  March  13  comes  on  a Friday. — 
Executives'  Digest 
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Abstracts  in  Interlingua 


Scott,  N.  M.,  Jr.:  Morbos  gastrointestinal  ab 

progresso  medical  ( anglese ),  New  York  State 
J.  Med.  64:  607  (1  de  martio)  1964. 

Adverse  reactiones  a correctemente  applicate 
tractamento  tanto  pharmacologic  como  etiam 
chirurgic  pote  occurrer  como  disturbation 
iatrogenic  in  superimposition  al  condition  sub 
tractamento.  In  le  uso  de  certe  pharmacos  e 
certe  interventiones  chirurgic  excessos  in  pre- 
caution e manco  de  critica  debe  esser  evitate. 
Le  possibile  reactiones  hepatic  include  cho- 
lestase,  necrose  hepatocellular,  e — in  casos 
extreme — coma  hepatic  e mesmo  morte.  Hepa- 
titis serai  va  continuar  esser  un  problema 
usque  un  infallibile  methodo  es  trovate  pro 
deteger  le  vector.  Pancreatitis  pharmacogene 
es  rar  e causate  primarimente  per  ACTH  e le 
steroides  adrenal.  Plure  pharmacos — incluse 
salicylatos — ha  essite  associate  con  ulcere  peptic 
e hemmorrhagia  gastrointestinal. 

Harber,  L.  C.,  Holloway,  R.  M.,  e Moragne, 

M.  E.:  Polymorphe  eruptiones  post  lumine; 

diagnose  e tractamento  in  le  sala  de  consulta 
{anglese).  New  York  State  J.  Med.  64:  619 
(1  de  martio)  1964. 

Un  simple  fonte  artificial  de  lumine,  con- 
sistente  de  quatro  tubos  a fluorescente  lumine 
solar  in  parallela,  esseva  usate  pro  reproducer  le 
lesiones  clinic  de  polymorphe  eruptiones  post 
lumine  in  16  patientes  suffrente  de  polymorphe 
eruptiones  post  lumine.  Le  lesiones  esseva 
simile  a illos  que  resulta  del  exposition  a natural 
lumine  solar.  Sex  patientes  con  chronic  lupus 
erythematose  discoide  e 20  voluntarios  normal 
monstrava  nulle  responsa  anormal.  Le  applica- 
tion topic  de  filtros  solar  e interne  therapia  a 
quinolina  esseva  usate  a bon  successo  in  le 


tractamento  post  le  manovra  experimental. 

Henschke,  U.  K.,  Hilaris,  B.  S.,  Mahan,  G. 
D.,  e Proimos,  B.  S.:  Tractamento  de  cancere 
del  utero  per  medio  de  un  applicator  a car- 
gamento  ulterior  {anglese).  New  York  State 
J.  Med.  64:  624  ( 1 de  martio)  1964. 

Innecessari  exposition  a radiation  in  le  tracta- 
mento de  carcinoma  del  utero  con  applicatores 
radioactive  pote  esser  evitate  per  cargation 
ulterior.  Un  non-cargate  applicator  es  inserite 
ad  in  le  utero  e le  vagina  in  le  sala  de  operationes. 
Post  que  le  patiente  ha  retornate  a su  camera, 
le  fonte  de  radioactivitate  es  introducite.  Le 
applicator  a cargamento  ulterior  permitte  modi- 
ficationes  del  technica  de  tractamento  e del  con- 
figuration isodosal  secundo  le  requirimentos  in- 
dividual del  patiente  e secundo  le  preferentias 
individual  del  therapeuta. 

Jacobs,  L.:  Problemas  de  dormition  in 

juveniles;  tractamento  per  hypnose  {anglese), 
New  York  State  J.  Med.  64:  629  (1  de 
martio)  1964. 

Difficultates  de  addormition  o dormition  ex- 
cessivemente  disquiete  in  juveniles  pote  esser 
causate  per  factores  physic  o emotional.  Le 
problemas  emotional  es  usualmente  anxietate 
in  consequents  de  factores  como  timor  del 
obscuro  o del  morte,  morbo  o morte  de  un 
parente,  e querelas  inter  le  parentes.  Hypnose 
pote  esser  un  efficace  modo  de  tractamento. 
Per  medio  de  appropriatemente  formulate 
suggestiones  le  juvene  patiente  es  reassecurate 
del  amor  de  su  parentes,  e su  emotiones  de 
auto-confidentia  e de  auto-respecto  es  rein- 
fortiate,  con  le  effecto  de  un  attenuation  de  su 
tensiones  e anxietates. 
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Books  Reviewed 


Protein  Metabolism:  Influence  of  Growth 

Hormone,  Anabolic  Steroids,  and  Nutrition 
in  Health  and  Disease.  An  International 
Symposium,  Leyden,  25th-29th  June,  1962. 
Sponsored  by  Ciba.  Edited  by  F.  Gross. 
Octavo  of  521  pages,  illustrated.  Berlin, 
Springer  Verlag,  1962.  Cloth. 

It  is  a privilege  to  review  the  25  to  30  papers 
and  discussions  which  comprise  this  symposium. 
The  biologic  mechanisms  are  presented  at  their 
cellular  level  in  vivo,  in  health,  disease,  and 
during  repair.  Fascinating  new  work  is  por- 
trayed in  great  detail,  some  even  in  microsomal 
detail. 

All  branches  of  medicine,  physiology,  bio- 
chemistry, and  zoology  are  involved  in  these 
studies  of  anabolic  and  anticatabolic  substances. 
The  need  for  better  controls  of  longer  duration  is 
stressed.  Over-all  metabolism  as  well  as  the 
effects  of  these  substances  on  the  specific  tissues, 
i.e.  muscle,  bone,  liver,  blood,  kidney,  and  pri- 
mary and  secondary  sex  organs  are  highlighted. 

This  book  is  recommended  for  those  who 
would  know  more  of  the  metabolism  of  pro- 
tein.— Bernard  Seligman,  M.D. 

Strategies  of  Psychotherapy.  By  Jay  Haley. 
Octavo  of  204  pages.  New  York,  Grune  & 
Stratton,  Inc.,  1963.  Cloth,  $7.75. 

This  concise  book  is  a good  example  of  the 
difference  between  the  lay  and  the  medical  ap- 
proach to  psychotherapy.  Here  words  replace 
the  patient.  Symptom  eradication  substitutes 
for  curing  illness.  This  is  a summary  of  some 
newer  experimental  approaches  to  psycho- 
therapy which  have  been  pursued  at  the  Mental 
Research  Institute  of  Palo  Alto.  Undoubtedly 
many  people  with  symptoms  profit  from  this, 
as  well  as  other,  psychotherapies.  Basically, 
the  approach  is  a projection  of  hypnotic,  direc- 
tive technics  into  brief,  direct  forms  of  treat- 
ment. The  uninitiated  will  seize  upon  the  ideas 
with  hope;  the  experienced  psychiatrist  will 
find  many  of  the  ideas  and  methods  a confusion 
of  knowledge. — Sam  Parker,  M.D. 

Pediatric  Cardiology.  By  Alexander  S. 
Nadas,  M.D.  Second  edition.  Octavo  of  828 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1963.  Cloth,  $16. 

This  comprehensive  exposition  of  heart 
disease  in  children  may  be  reviewed  from  many 
standpoints.  This  review  presents  that  of  a 


busy  practicing  pediatrician.  One  who  wishes 
to  obtain  a solid  foundation  from  which  to  try 
to  reach  a reasonably  accurate,  provisional 
diagnosis  of  patients  in  his  own  office  and  hospi- 
tal practice. 

Dr.  Nadas’  book  is  the  complete  answer  to 
such  a desire.  It  provides  in  well  digested, 
readily  understandable  form  the  elements  of  the 
basic  sciences  which  underlie  the  modern 
diagnostic  technics.  An  excellent  example  is 
the  chapter  on  electrocardiography.  This  sub- 
ject is  dealt  with  so  clearly  that  any  physician 
who  has  let  his  interest  lapse  can  easily  bring 
himself  up  to  date  with  a minimum  of  effort. 

In  the  section  devoted  to  congenital  heart 
disease  Dr.  Nadas’  experience  as  a teacher,  as 
well  as  his  profound  familiarity  with  his  field, 
permits  him  to  simplify  the  subject  for  the  busy 
practitioner.  He  presents  a less  complicated 
classification  than  the  traditional  cyanotic  and 
acyanotic. 

For  further  clarification  a profusion  of 
schematic  drawings  are  added  giving  the  pres- 
sure gradients,  oxygen  saturations,  and  chamber 
hypertrophies.  There  are  also  illustrative  elec- 
trocardiograms, vectorcardiograms,  and  x-ray 
photographs  with  and  without  injection  of 
radiopaque  media. 

Most  helpful  of  all  are  the  short  summaries  of 
important  diagnostic  points  and  the  brief 
synopses  of  differential  diagnoses  which  follow 
the  discussion  of  each  type  of  disturbance  and 
which  really  point  up  the  lesion  for  one’s 
memory. 

The  text  is  followed  by  an  appendix  which 
generously  provides  all  types  of  laboratory, 
statistical,  and  data  tables  for  further  elucida- 
tion. The  index  is  sufficiently  detailed.  It  is 
an  excellent  text  and  reference  book. — Kenneth 
G.  Jennings,  M.D. 

A Mount  Sinai  Hospital  Monograph  on 
Bone  Changes  in  Hematologic  Disorders. 

By  John  E.  Moseley,  M.D.  Quarto  of  261 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1963.  Cloth,  $9.50. 

This  Mount  Sinai  monograph  fills  a pressing 
need  admirably.  For  the  hematologist  it  pre- 
sents the  x-ray  changes  in  bone  quite  authorita- 
tively. For  the  roentgenologist  it  serves  its 
purpose  on  hematologic  grounds.  The  general 
medical  profession  will  find  this  book  a veritable 
mine  of  information.  The  volume  is  highly 
recommended. — Maurice  Morrison,  M.D. 
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The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 
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Vitamin-tonics 

Neobon  (J.  B.  Roerig  & Company) 
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PEDIATRICIAN  as  addition  to  team  of  seven 
pediatricians  in  comprehensive  medical  care  group; 
limited  house  calls;  pleasant  New  York  City  suburb; 
initial  contract  leading  to  partnership;  $13,700  per 
annum  or  higher  first  year;  send  full  curriculum  vitae 
in  first  letter.  Box  865,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 

OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  the  picturesque  north  country  of 
Champlain  Valley.  University  within  city  limits;  fine 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 

GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 

NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 

URGENT  NEED  FOR  GENERAL  PRACTITIONER, 
medical  specialists.  Growing  Suffolk  Long  Island  com- 
munity. Hospital  nearby.  Excellent  practice  guaranteed. 
Call:  516  JU  8-9041;  516  JU  8-5100. 


INTERNIST  AND  GENERAL  PRACTITIONER 
needed  in  downstate  New  York  community  of  25,000. 
Open  staff,  100  bed  hospital.  Private  practice.  Financial 
guarantee  or  assistance  first  year.  Box  873,  % N.Y.  St. 
Jr.  Med. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario;  heart  of  dairy  and  fruit  farm- 
ing area.  Well  equipped  office  and  attractive  home  avail- 
able, excellent  schools.  Unlimited  practice.  Please  reply 
to:  John  Hall,  Red  Creek,  New  York. 


I AM  AN  ACTIVE  RADIOLOGIST  WHO  WISHES  TO 
form  a partnership  or  association  with  another  actively 
practicing  radiologist  in  the  New  York  area  or  suburbs. 
Purpose:  to  maintain  income  and  have  coverage  for 

vacations.  Box  875,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER,  INTERNIST.  PARTNER 
retired.  Semirural  village  30  minutes  from  university, 
Rochester  hospitals.  Prosperous,  scientific  practice. 
Any  race,  sex;  prefer  upper  1/s  graduating  class,  some 
residency,  under  40.  Write,  call  collect  C.  R.  Keller,  Jr., 
M.D.,  Hilton,  N.  Y. 


PHYSICIAN  WANTED  FOR  JULY  AND  AUGUST  1964 
to  assist  me  in  my  practice  at  Chautauqua,  New  York, 
which  is  a summer  educational  and  recreational  colony 
on  Chautauqua  Lake.  New  York  State  license  is  re- 
quired. One  or  more  years  of  hospital  training  is  neces- 
sary, and  applicant  should  have  some  training  in  internal 
medicine.  Anyone  interested  may  write  or  phone  me, 
and  other  details  will  be  discussed  at  that  time.  G.  L. 
Lester,  M.D.,  1 Morris  Ave. 


PHYSICIAN  WANTED.  IMMEDIATE  OPENING  FOR 
physician  in  pathology  in  very  active  GM&S  Hospital 
affiliated  with  Downstate  Medical  Center  and  Kings 
County  Hospital.  Salary  from  $13,615  to  $19,785.  Board 
certification  or  Board  eligibility  essential.  Apply  to 
Chief  of  Staff,  VA  Hospital,  Brooklyn  9,  New  York. 


PHYSICIANS  WANTED— CONT’D 


THE  BROOKLYN  VETERANS  ADMINISTRATION 
Hospital  has  vacancies  for  residency  training  beginning 
July  1,  1964;  this  is  a 1000-bed  general  medical  and 
surgical  hospital;  affiliation  with  State  University  of  New 
York,  Downstate  Medical  Center,  Brooklyn,  New  York. 
Openings  are  available  in:  internal  medicine  3 years; 

radiology  3 years;  pathology  4 years;  physical  medicine 
and  rehabilitation  3 years;  salary  $4205  to  $6440  with 
annual  increases.  Career  residencies  available  in  physical 
medicine  and  rehabilitation  and  in  pathology  from  $8410 
to  $11,725,  depending  on  qualifications.  Contact:  Chief 
of  Staff,  VA  Hospital,  Brooklyn  9,  New  York. 

WANTED— HOUSE  PHYSICIAN  WITH  POSTGRAD- 
uate  training  or  experience  in  internal  medicine.  State 
license  and/or  ECFMG  certificate  necessary.  Modern 
300  bed  hospital  with  excellent  staff.  Salary  in  excess  of 
$11, 000/annum.  Write  F.  W.  Furth,  M.D.,  Community 
Hospital  of  Greater  Syracuse,  Broad  Road,  Syracuse, 
New  York  13215. 


INTERNIST  AND  GENERAL  PRACTITIONERS. 
Private  practice  in  upstate  New  York.  Modern  112  bed 
JCHA  Community  Hospital.  Industrial  city  of  10,000 
in  agricultural  county  of  50,000.  Major  specialties,  radi- 
ology, pathology,  urology,  internal  medicine,  general  sur- 
gery, ophthalmology,  ENT,  anesthesiology,  OB-Gyn, 
represented  in  active  staff  of  25.  Possibility  of  association 
or  partnership.  Write  Administrator,  Chenango  Memo- 
rial Hospital,  Norwich,  New  York  13815. 

WANTED:  GENERAL  PRACTITIONER  TO  JOIN 

two  man  group.  Resort  area  100  miles  from  N.Y.C. 
Salary  followed  by  partnership.  Write:  126  No.  Main 
St.,  Liberty,  N.Y. 

BOARD  CERTIFIED  OR  BOARD  ELIGIBLE  PSY- 
chiatrist  needed  on  full  or  part  time  basis  for  Brooklyn 
Medical  Center.  Francis  V.  Mitchell,  M.D.,  Medical 
Director,  N.Y.S.A.-I.L.A.  Medical  Center,  340  Court 
Street,  Brooklyn  31,  N.Y.  UL  5-1400. 


G.P.  ASSOCIATE  NEEDED  FOR  G.P.  GROUP,  L.I., 
N.Y.  suburb.  Eventual  full  partnership;  unusual  op- 
portunity. PY  8-8011  or  Box  883,  % N.Y.  St.  Jr.  Med. 

WANTED:  PHYSICIAN,  FEMALE.  -OUTSTANDING 
girls  camp,  Maine.  July  and  August.  Tripp  Lake  Camp, 
Box  317,  Planetarium  Station,  New  York  24,  N.Y. 


PRACTICES  FOR  SALE  OR  RENT 


PEDIATRIC  PRACTICE,  CENTRAL  NEW  YORK 
Well  established.  Terms  to  be  arranged.  Box  860,  % 
N.Y.  St.  Jr.  Med. 

LONG  BEACH:  NEW  MEDICAL  OFFICE  FOR  RENT 

or  sale;  equipment  and  furniture  optional.  Excellent  op- 
portunity. Call  914  WO  7-5656. 

MIDTOWN  MANHATTAN  (GRAND  CENTRAL  AREA). 
General  practice:  Some  compensation,  employment  ex- 
aminations, etc.  Easily  transferable,  as  mostly  company 
contacts.  No  nights  or  weekends.  Box  866,  % N.Y.  St. 
Jr.  Med. 


ALLERGY  PRACTICE  FOR  SALE  IN  UPSTATE  NEW 
York.  Asking  only  the  actual  value  of  equipment  and 
supplies.  5 room  office  available  for  rent.  Box  872,  % 
N.Y.  St.  Jr.  Med. 


SHORT  TERM  PARTNERSHIP,  SALE,  OR  LEASE 
internal  medical  practice  located  in  a brick,  ranch-style 
building,  suburban  Rochester,  grossing  $54,000.  Lenient 
terms,  real  estate  and  practice.  Excellent  opportunity. 
Also  others.  Medical-Dental  Search  Services,  5 Beekman 
St.,  New  York  38,  N.Y. 

GENERAL  PRACTICE/INTERNIST:  NASSAU 

County  near  Queens.  Excellent  opportunity;  good  terms. 
Will  introduce.  Box  882,  % N.Y.  St.  Jr.  Med. 

DERMATOLOGY  PRACTICE  FOR  SALE,  NASSAU 
County.  New  professional  building,  unopposed.  Also 
additional  opportunity  for  part-time  association  in  another 
office.  Box  846,  % N.Y.  St.  Jr.  Med. 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience;  desires  fee  for 
service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.  Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 


OBSTETRICIAN  & GYNECOLOGIST,  AGE  33,  COM- 
pleting  4 year  residency  program  June  1964.  Board 
eligible,  no  military  obligation,  desires  group  or  partner- 
ship opportunity  in  New  York  City  area  or  within  50 
miles.  Box  852,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  (N.Y.  Li- 
cense), desires  position.  Fee  for  service.  Box  870,  % 
N.Y.  St.  Jr.  Med. 


OBS-GYN;  AGE  34,  BOARD  QUALIFIED,  MILITARY 
completed,  family;  seeks  association,  solo,  or  group  prac- 
tice. Box  867,  % N.Y.  St.  Jr.  Med. 


OBSTETRICIAN-GYNECOLOGIST:  AGE  31,  MAR- 

ried,  military  obligation  completed;  trained  at  large 
metropolitan  hospital,  seeks  association  for  eventual 
partnership  in  New  York  City  area.  Box  874,  % N.Y. 
St.  Jr.  Med. 


DR.  COMPLETING  ROTATING  INTERNSHIP  JULY 
1964  seeks  position  as  assistant  to  G.P.  or  internist. 
Special  interest  in  future  association  or  partnership.  Box 
879,  % N.Y.  St.  Jr.  Med. 

GENERAL  SURGEON,  BOARD  ELIGIBLE,  AGE  36, 
married,  desires  association  with  established  surgeon  in 
New  York  State.  Box  878,  % N.Y.  St.  Jr.  Med. 


SURGEON,  BOARD  ELIGIBLE,  SEEKS  ASSOCIATION 
with  senior  surgeon  or  group,  within  50  miles  of  N.Y.C. 
Box  877,  N.Y.  St.  Jr.  Med. 


CARDIOLOGIST— INTERNIST,  AGE  40,  PASSED 
written  Boards,  seeks  practice  association  in  Manhattan. 
Telephone  YUkon  8-9556. 


ANESTHESIOLOGIST,  F.A.C.A.,  WELL  TRAINED, 
experienced,  desires  relocation.  Fee  for  service  or  group 
arrangement.  Box  880,  % N.Y.  St.  Jr.  Med. 


EQUIPMENT 


PHYSICIANS  EQUIPMENT  AND  INSTRUMENTS, 
new  and  used.  Bought  and  sold.  Send  for  catalogue  of 
special  items.  Harry  Wells,  217  East  23rd  St.,  N.Y.C.  10. 
MU  9-3480. 


MEDITRON  ELECTROMYOGRAPH,  5 YEARS  OLD, 
with  tape  recorder  and  integrated  camera,  $1,000.00. 
Box  864,  % N.Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36,  N.Y. 


HELP  WANTED 


EEG  TECHNICIAN,  EXPERIENCED,  FOR  SOUTH 
Shore  office  near  Seaford.  Part  time  initially.  Pertinent 
details  to  Box  881,  % N.Y.  St.  Jr.  Med. 


Distinguished  Manhattan  Buildings 
for  Professional  or  Residential  Use 
THE  MONTREUX 

342  EAST  67th  ST. 

A small,  charming,  luxury  Apt.  Bldg,  stressing  privacy,  comfort, 
convenience.  Across  the  street  from  New  York  Hospital  and 
Rockefeller  Institute. 

23^,  3^2,  Al/2  room 
professional  and  residential  apartments 
Also  Garden  Apt.  and  Penthouse  Apt.  available. 

Phone  LE  5-3640,  TR  9-5300 

THE  GUARDSMAN 

64  EAST  94  ST.  (Betw.  Madison  and  Park  Aves.) 

A tastefully  decorated,  air-cond.  bldg,  a few  blocks  from  Mt. 
Sinai  Hospital  in  the  fashionable  P.S.  6 district. 

3 and  3M  room 

professional  and  residential  apts. 

Phone  FI  8-0130  OWNER-MANAGED 


REAL  ESTATE  FOR  SALE  OR  RENT 


OFFICE  SUITES  AVAILABLE.  NEW  MEDICAL 
building,  Kinnelon,  N.  J.,  Morris  County.  Area  in  need 
of  doctors.  Henry  D.  Ricker,  Broker,  Butler,  N.J. 
TE  8-0400. 


RARE  OPPORTUNITY— SPECIALIST;  MANHATTAN. 
1500  new  luxury  apts;  4000  more  ready  soon.  No  other 
office  available.  Sublease  6 rms.  from  GP.,  TR  3-7766. 

DOCTOR’S  PARK,  POUGHKEEPSIE,  NEW  YORK. 
850  sq.  ft.  available  immediately.  18  specialists,  1 dentist, 
perfect  for  E.N.T.,  dermatologist,  allergist.  Poughkeepsie 
Medical  Buildings,  Inc.,  104  Fulton  Avenue,  Pough- 
keepsie, New  York.  Area  code  914-452-1060. 

WHITE  PLAINS— NEW  PROFESSIONAL  OFFICES 
for  rent.  Two  specially  designed  medical  suites;  air- 
conditioned,  2 lavatories,  private  street  entrance;  ample 
free  parking.  One  block  to  White  Plains  Hospital.  800 
sq.  ft.  $250;  1100  sq.  ft.  $350  per  month.  Visit  Supt., 
Carlton  Davis  Apts.,  47  Davis  Ave.,  or  phone  212  MU 
7-1743. 

WICOPEE  ESTATES— 42  MILES  FROM  NYC-TOMP- 
kins  Corners.  New  filtered  swimming  pools;  modern 
4 & 5 room  cottages  desirable  for  physicians,  each  on  (1) 
acre.  All  sport  facilities;  priv.  lake;  day  camp;  social 
hall;  lunch’tte;  wash’g  machines.  Taconic  Parkway  to 
Peekskill  Hollow  Road  (exit  P 2A),  follow  signs.  NYC: 
CH  4-2624  or  TW  6-1169. 

FOR  SALE:  BAY  SHORE,  L.I.,  N.Y.  PROFESSIONAL 
office- home,  physician  or  dentist;  air-conditioned;  center 
of  town,  opposite  post  office;  $22,000.  By  appointment, 
516  MO  5-5062. 

E.  57TH  STREET  AND  SUTTON  PLACE.  ELEGANT 
office  suite,  beautifully  furnished,  completely  equipped, 
laboratory,  EKG.  All  specialties.  Hours  arranged. 
Exclusive  consultation  room.  PL  2-9020. 

FULLY  EQUIPPED  DOCTOR’S  OFFICE  FOR  RENT, 
Bronx-Pelham  Pkwy.  Established  successful  corner. 
Call  TA  2-3702,  or  write  Box  876,  % N.Y.  St.  Jr.  Med. 

SALE:  SUMMER,  1964;  TIP-TOP  CONDITION,  Ex- 
cellent 6 room  office,  15  room  house  combination;  modern 
kitchen.  Ample  parking.  One  acre;  excellent  residential 
area;  new  schools.  Write  R.  C.  Hubbard,  M.D.,  109 
Deer  Hill  Avenue,  Danbury,  Conn. 

AIR-CONDITIONED  PROFESSIONAL  BUILDING  IN 
Hewlett,  L.I.  Suites  available;  reasonable  rent;  will 
subdivide.  Opposite  L.I.  station,  business,  etc.  WOrth 
6-2750. 

ROCKVILLE  CENTRE,  N/S:  SUNNY  2 STORY  COLON- 
ial  8V2  rm,  4-5  bdrm.  Hollywood  kit.,  modern  interior. 
85  X 125  corner;  bus  stop.  Suitable  for  professional. 
Drastically  red.  to  $27,750;  80%  mtg.  Immed.  occupancy 
212  TR  7-8669  or  516  RO  6-3198 

FOR  RENT:  NEWLY  DECORATED  MEDICAL  SUITE. 
Dental  office  ccupied  by  owner  on  premises.  Home- 
office  combination.  Best  business  and  residential  loca- 
tion in  Wantagh,  L.I.  Call  SU  1-1566  or  CA  1-2822. 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”abolished,the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  “...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
'Methedrine'  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (V2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 
1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

JZi  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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greaseless  dehydrated  lotion  in 

cake  make-up  form 


3 -way  benefits 

in  acne,  facial  seborrhea 


O antibacterial  action 

...  to  combat  many  common 
pathogenic  skin  microorganisms 


© mild  astringent  and 
keratolytic  efficacy 

...  to  aid  removal  of  excess 
sebaceous  material  and  keratinization 

0 effective  blemish  concealment 

...  to  help  minimize  emotional  distress  often 
occasioned  by  cosmetic  defects 


COSMEDICAKE  is  specially  formulated  as  adjunctive 
therapy  for  skin  eruptions  of  cosmetic  importance  in  female 
patients.  Extensive  clinical  experience  confirms  its  3-way 
benefits.  In  88%  of  112  female  patients  with  acne  vulgaris 
or  acne  rosacea,  COSMEDICAKE  produced  results  that 
were  “cosmetically  and  therapeutically  good”1— and  no 
adverse  effects  were  experienced.  Its  convenience  and  ele- 
gance achieve  continued  cooperation  from  grateful  patients. 

Applied  with  a damp  sponge,  COSMEDICAKE  goes  on 
the  skin  smoothly  and  uniformly  as  a reconstituted  fast- 
drying lotion  with  no  separation,  no  precipitation  or  uneven 
concentration.  May  be  used  morning  and  night... helps  the 
patient  gain  confidence  by  improving  her  appearance  while 
lesions  are  healing. 

COSMEDICAKE  contains  hexachlorophene,  benzalkoni- 
um  chloride,  salicylic  acid,  and  colloidal  sulfur  in  a smooth, 
greaseless,  pharmaceutically  elegant  base. 


also  available: 

COSMEDICAKE  for  Dry  Skin- 
effective  topical  medication  spe- 
cially formulated  for  patients  with 
dry  skin... provides  lipids  for  soft- 
ening and  moisturizing  actions. 

for  samples 

and  complete  literature  write: 

KAY  PREPARATIONS  COMPANY,  INC. 
345  West  58  St.}  New  York,  N.Y.  10019 


4 skin-matching  shades  available  at  all  pharmacies. 


1.  Berger,  R.  A.:  Clinical  Medicine,  Sept.  1961. 
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When  you  recognize  signs  of  depression  and 
anxiety  and  associate  them  with  an  organic 
condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deprol'  should  be  considered 
for  control  of  the  associated-  depressjori  and_  anxiety: 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  ’Deprol'. 

Typical  situations  in  which  'Deprol'  is  indicated: 


fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and  post-operative 
fears  ■ postpartum  despondency  ■ family  problems  ■ death  of 
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herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-* 3 4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMID 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


em/m 

DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 

Med.  (Nov.)  1955.  5.  Sforzolini.  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 

59:120-122  (May)  1963. 


699 


Abstracts 


McKinley,  R.  A.:  Role  of  concrete  thinking 

in  schizophrenia,  New  York  State  J.  Med. 
64:  761  (Mar.  15)  1964. 

A constant  finding  in  schizophrenia  is  the 
defect  in  ability  to  handle  abstractions.  It 
influences  such  symptoms  as  autism,  ambiv- 
alence, negativism  and  compliance,  passivity, 
aggressive  and  impulsive  behavior,  delusions, 
hallucinations,  and  ideas  of  reference,  and 
homosexuality  and  dependence.  The  goal  of 
treatment  is  to  help  the  patient  to  an  adjust- 
ment of  the  relationship  between  his  in- 
dividual capacities  and  the  world  around  him. 
including  influencing  the  concrete  thinking 


tendency  through  organic  or  psychologic  meth- 
ods. 

Nelson,  J.,  Berg,  P.,  and  Tuchman,  M.: 

Renal  papillary  necrosis,  New  York  State  J. 
Med.  64:  769  (Mar.  15)  1964. 

A study  was  made  of  41  cases  of  papillary 
necrosis  of  which  most  developed  from  acute 
pyelonephritis;  21  patients  were  diabetic. 
Sudden  worsening  of  the  pyelonephritis,  with 
some  degree  of  renal  failure,  was  the  most 
frequent  clinical  sign.  Treatment  consisted 
of  control  of  the  underlying  pyelonephritis, 
removal  of  obstruction,  and  dialysis  for  the 
consequences  of  renal  failure;  however,  only 
7 of  41  survived,  3 after  nephrectomy. 


Abstracts  in  Interlingua 


McKinley,  R.  A.:  Le  rolo  del  concrete 

pensar  in  schizophrenia  ( anglese ),  New  York 
State  J.  Med.  64:  761  (15  de  martio)  1964. 

Un  constante  observation  in  casos  de  schizo- 
phrenia es  le  incapacitate  del  patiente  de 
manear  abstractiones.  Iste  characteristica 
exerce  un  influentia  super  le  symptomas  de 
autismo,  ambivalentia,  negativismo,  passivitate, 
aggresivitate  e impulsivitate  del  comporta- 
mento,  delusiones,  hallucinationes,  ideas  de 
referentia,  e homosexualitate  e dependentia. 
Le  objectivo  del  tractamento  es  assist er  le 
patiente  in  adjustar  le  relation  inter  su  ca- 
pacitates individual  e le  mundo  ambiente,  e 
isto  include  effortios  de  influentiar  le  tendentia 
del  concrete  pensar  per  methodos  organic  e 
psychologic. 


Nelson,  J.,  Berg,  P.,  e Tuchman,  M.: 

Necrosis  reno-papillari  (anglese),  New  York 
State  J.  Med.  64:  769  (15  de  martio)  1964. 

Esseva  studiate  41  casos  de  necrosis  papil- 
lari,  le  majoritate  disveloppate  ab  pyelone- 
phritis acute.  Vinti-un  del  patientes  esseva 
diabetic.  Un  subite  pejoration  del  pyelo- 
nephritis, con  un  certe  grado  de  insufficientia 
renal,  esseva  le  plus  frequente  signo  clinic. 
Le  tractamento  consisteva  in  le  application  del 
appropriate  mesuras  al  subjacente  pyelo- 
nephritis, le  elimination  de  obstructiones,  e le 
uso  de  dialyse  pro  eliminar  le  consequentias  de 
insufficientia  renal.  Nonobstante,  solmente 
septe  del  41  patientes  superviveva,  tres  post 
nephrectomia. 
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Month  in  Washington 


A finding  by  a special  Federal  government 
committee  of  physician  and  scientist  experts 
that  cigaret  smoking  is  a serious  health  hazard 
gave  impetus  to  further  research  with  the  ob- 
jectives of  determining  the  harmful  factors  in 
smoking  and  eliminating  them. 

The  House  of  Delegates  of  the  American  Medi- 
cal Association  had  authorized  a basic  research 
program  into  smoking  and  health  before  the 
special  committee’s  report  was  made  public  in 
January.  The  House  Agriculture  Committee 
approved  legislation  authorizing  a Federal  re- 
search program  into  how  to  make  cigarets  safe. 
The  Johnson  Administration  included  in  its 
fiscal  1964-1965  budget  an  appropriation  re- 
quest for  $5  million  for  research  on  smoking. 

The  ten-member  Advisory  Committee  to  the 
Surgeon  General  of  the  Public  Health  Service 
reached  the  unanimous  conclusions  that: 

“Cigaret  smoking  is  a health  hazard  of  suffi- 
cient importance  in  the  United  States  to  war- 
rant appropriate  remedial  action  . . . 

“In  view  of  the  continuing  and  mounting  evi- 
dence from  many  sources,  it  is  the  judgment  of 
the  committee  that  cigaret  smoking  contributes 
substantially  to  mortality  from  certain  specific 
diseases  and  to  the  over-all  death  rate  . . . 

“Cigaret  smoking  is  causally  related  to  lung 
cancer  in  men:  the  magnitude  of  the  effect  of 
cigaret  smoking  far  outweighs  all  other  factors. 
The  data  for  women,  though  less  extensive, 
point  in  the  same  direction.” 

Edward  R.  Annis,  M.D.,  president  of  the 
American  Medical  Association,  urged  “the 
American  people  to  give  careful  and  thoughtful 
attention  to  this  report  and  to  the  strong  evi- 
dence linking  smoking  to  cancer  and  other 
diseases.” 

“It  should  be  noted  that  the  report  indicates 
that  further  research  could  be  valuable  and,  in 
this  connection,  Surgeon  General  Luther  L. 
Terry  expressed  approval  of  the  American 
Medical  Association’s  comprehensive,  long- 
range  program  of  basic  research  on  tobacco 
and  health,  which  was  announced  last  Decem- 
ber,” Dr.  Annis  said. 

“Despite  the  strong  evidence  against  smoking 
which  has  been  amassed  in  this  report,  it  is  un- 
realistic to  assume  that  the  American  people 
are  suddenly  going  to  quit  smoking.  Because 
people  will  continue  to  smoke,  research  efforts 
should  try  to  find  how  tobacco  smoke  affects 
health  and,  if  possible,  to  eliminate  whatever 
element  in  the  smoke  that  may  induce  disease. 

“This  is  what  we  hope  to  do  through  the 
A.M.A.  research  project  on  tobacco  and  health.” 

Three  members  of  the  Surgeon  General’s 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


Advisory  Committee  were  named  to  the  five- 
member  committee  that  will  direct  the  Ameri- 
can Medical  Association  Education  and  Re- 
search Foundation’s  long-range  program  of  re- 
search on  tobacco  and  health.  They  are: 

Maurice  H.  Seevers,  M.D.,  Ph.D.,  chairman 
of  the  Department  of  Pharmacology  at  the 
University  of  Michigan  Medical  School  and 
named  chairman  of  the  A.M.A.-E.R.F.  commit- 
tee; John  B.  Hickman,  M.D.,  chairman  of  the 
Department  of  Internal  Medicine  at  the 
University  of  Indiana  Medical  School,  and 
Charles  LeMaistre,  M.D.,  professor  of  internal 
medicine,  Southwestern  Medical  School. 

The  other  two  members  of  the  A.M.A.-E.R.F. 
committee  are  Paul  S.  Larson,  Ph.D.,  chairman 
of  the  Department  of  Pharmacology  at  the 
Medical  College  of  Virginia,  and  Richard  J. 
Bing,  M.D.,  chairman  of  the  Department  of 
Medicine,  Wayne  State  University  College  of 
Medicine. 

The  A.M.A.  Board  of  Trustees  made  an 
initial  appropriation  of  $500,000  for  the  re- 
search program,  and  announced  contributions 
would  be  accepted  from  other  foundations,  in- 
dustry, voluntary  health  associations,  physi- 
cians, and  other  sources — but  only  if  given 
without  restrictions. 

On  the  clear  understanding  that  there  were 
absolutely  no  restrictions  attached,  a contribu- 
tion of  $10  million  was  accepted  from  six 
tobacco  companies.  These  funds  will  be  made 
available  over  a five-year  period  as  needed. 

The  first  remedial  action  advanced  by  the 
Federal  government,  was  new  cigaret  advertising 
regulations  proposed  by  the  Federal  Trade  Com- 
mission. The  rules,  subject  to  modification 
after  open  hearings  in  March,  would  require 
that  in  all  cigaret  advertising  or  labeling: 

There  be  a clear  warning  that  cigaret  smoking 
may  cause  death,  there  be  no  implication  that 
cigaret  smoking  promotes  good  health  or  physi- 
cal well-being,  and  there  be  no  claim  that 
smoking  one  brand  is  less  harmful  than  smoking 
another.  The  Federal  government  banned  the 
distribution  of  free  cigarets  in  Public  Health 
Service,  military,  Indian,  and  Veterans  Adminis- 
tration hospitals.  The  government  also 
launched  educational  campaigns  pointing  out  the 
hazards  of  smoking  to  patients  in  the  hospitals. 

Highlights  of  the  advisory  committee  report 
included: 

Cancer  by  sight 

Lung  cancer.  “The  risk  of  developing  lung 
cancer  increases  with  duration  of  smoking  and 

continued  on  page  704 
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an  orally  active  progestogen -estrogen  combination 


Duosterone 

Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 

Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  Duosterone  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 

(Roussel) 


Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y. 
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Common  Stocks  for 
Varying  Investment  Goals 

Our  Research  Department  has  pre- 
pared two  carefully  selected  lists  of 
common  stocks: 

• A 48-page  booklet  on  125  com- 
mon stocks  with  brief  comments 
on  each  company  selected  which 
should  be  useful  when  reviewing 
portfolio  positions. 

• 48  Common  Stocks  Yielding  4% 
or  More. 

For  a free  copy,  address  Dept.  M 

CARL  M.  LOEB, 
RHOADES  & CO. 

Members  New  York  Stock  Exchange, 
American  Stock  Exchange  and 
Principal  Commodity  Exchanges 

42  Wall  Street  New  York  5,  N.  Y. 

Private  Wire  System  to  Branch  Offices, 
Correspondents  and  their  connections 
in  over  100  cities  throughout  the 
United  States  and  Canada. 


BLEEDING 

STOPS 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably, 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 


After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  resporfse  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen:  NYb*3 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 


Dr 

Street 


City. 


Zone State. 
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the  number  of  cigarets  smoked  per  day,  and  is 
diminished  by  discontinuing  smoking. 

“The  risk  of  developing  cancer  of  the  lung  for 
the  combined  group  of  pipe  smokers,  cigar 
smokers,  and  pipe  and  cigar  smokers,  is  greater 
than  for  nonsmokers,  but  much  less  than  for 
cigaret  smokers.” 

Oral  cancer.  “The  causal  relationship  of 
the  smoking  of  pipes  to  the  development  of  can- 
cer of  the  lip  appears  to  be  established.” 

Cancer  of  the  larynx.  “Evaluation  of  the 
evidence  leads  to  the  judgment  that  cigaret 
smoking  is  a significant  factor  in  the  causation 
of  laryngeal  cancer  in  the  male.” 


Nonneoplastic  respiratory  diseases,  particularly 
chronic  bronchitis  and  pulmonary  emphysema 

“Cigaret  smoking  is  the  most  important  of 
the  causes  of  chronic  bronchitis  in  the  United 
States,  and  increases  the  risk  of  dying  from 
chronic  bronchitis  . . . 

“For  the  bulk  of  the  population  of  the 
United  States,  the  importance  of  cigaret  smok- 
ing as  a cause  of  chronic  bronchopulmonary 
disease  is  much  greater  than  that  of  atmospheric 
pollution  or  occupational  exposures  . . . 

“Cigaret  smoking  does  not  appear  to  cause 
asthma.” 


Cardiovascular  disease 

“Smoking  and  nicotine  administration  cause 
acute  cardiovascular  effects  similar  to  those 
induced  by  stimulation  of  the  autonomic  nerv- 
ous system,  but  these  effects  do  not  account 
well  for  the  observed  association  between  cigaret 
smoking  and  coronary  disease  ...  It  is  more 
prudent  to  assume  that  the  established  associa- 
tion between  cigaret  smoking  and  coronary 
disease  has  causative  meaning  than  to  suspend 
judgment  until  no  uncertainty  remains.” 


Maternal  smoking  and  infant  birth  weight 

“Women  who  smoke  cigarets  during  preg- 
nancy tend  to  have  babies  of  lower  birth  weight. 

“Information  is  lacking  on  the  mechanism 
by  which  this  decrease  in  birth  weight  is  pro- 
duced. 

“It  is  not  known  whether  this  decrease  in 
birth  weight  has  any  influence  on  the  biologic 
fitness  of  the  newborn.” 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 

'NEOSPORIN’V.nd 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 

Available:  In  15  Gm.  tubes. 


‘NEOSPORIN'bnnd 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  V2  oz.  and  Vs  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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higher  activity  levels  than 
other  tetracyclines 


Demethylchlortetracycfine,  150  mg.  q.i.d. 


Threshold  therapeutic  level 


hours  136' 12  24 


OorrtbusK  A,  C.>  and  Hardy, 


1-2  days’ "extra"  activity 


DAYS  1 

2 

3 

4 

duration  c 

)f  therapy,  t 

:etracycline 

duration  of  activity,  tetracycline 

duration  of  therapy, 

DECLOMYCIN  Demethyichlortetracycli 


gives  you  an  "extra  dimension"  of  antibiotic  control 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 


declomyciN 

DEMETHYLCHLOKTETRACYCLINE  HC1 


Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vagin- 
itis, dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of 
direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function. 
The  possibility  of  tooth  discoloration  during  development  should  be  considered  in  administering  any  tetra^ 
cycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg. 
and  75  mg.  of  demethylchlortetracycline  HCI.  Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Medical  Meetings 


Lecture  scheduled 

A special  lecture  on  “Lessons  from  Pneumo- 
coccal Disease  in  Brooklyn”  delivered  by  Robert 
Austrian,  M.D.,  professor  and  chairman,  De- 
partment of  Research  Medicine,  University  of 
Pennsylvania  School  of  Medicine,  and  spon- 
sored by  the  Sigma  Xi  Club,  will  be  given  on 
March  16  at  4:00  p.m.  in  the  first  floor  lecture 
hall  of  the  Basic  Sciences  Building,  Downstate 
Medical  Center,  450  Clarkson  Avenue, 
Brooklyn. 

Postgraduate  course  in  anesthesiology 

The  State  University  of  New  York  at  Buffalo 
School  of  Medicine  will  sponsor  a postgraduate 
course  in  anesthesiology  March  25  and  26  at 
Roswell  Park  Memorial  Institute  and  the  Vet- 
erans Administration  Hospital. 

This  course  is  designed  for  practitioners  in- 
terested in  anesthesia  and  resuscitation.  It  will 
present  the  clinical  applications  of  new  develop- 
ments in  anesthesia,  with  emphasis  on  physio- 
logic and  pharmacologic  principles. 

The  course  is  acceptable  for  fourteen  hours  of 
Category  I credit  by  the  American  Academy  of 
General  Practice. 

Symposium  on  anxiety 

A one-day  symposium  on  “Anxiety  and  a 
Decade  of  Tranquilizer  Therapy”  will  be  held  on 
April  1 at  the  New  York  Hilton  Hotel,  New 
York  City,  under  the  sponsorship  of  a group  of 
medical  scientists  and  clinicians. 

Medical,  social,  and  psychologic  aspects  of 
anxiety  will  be  discussed.  Panel  discussions  on 
the  role  of  tranquilizers  in  the  control  of  anxiety 
and  the  future  of  tranquilizer  research  and 
therapy  of  anxiety  will  be  held.  Edward  R. 
Annis,  M.D.,  president  of  the  American  Medical 
Association,  will  address  the  group  on  “Anxiety 
and  the  Health  Professions.” 

Internal  medicine  course 

The  Department  of  Medicine  of  Maimonides 
Hospital  of  Brooklyn  is  conducting  a post- 
graduate course  on  “Review  of  Current  Progress 
in  Internal  Medicine”  in  20  biweekly  sessions 
from  April  7 through  June  12  on  Tuesdays  and 
Fridays  from  3:00  to  5:00  p.m.  and  2:00  to 
5:00  p.m.  respectively.  The  course  is  being 
sponsored  jointly  by  the  Hospital  and  the 
State  University  of  New  York.  Registration  fee 
is  $50.  Further  information  can  be  obtained 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


from  David  Grob,  M.D.,  director  of  medicine, 
Maimonides  Hospital  of  Brooklyn,  4802  Tenth 
Avenue,  Brooklyn  19,  New  York. 

Academy  of  Psychoanalysis 

The  Academy  of  Psychoanalysis  will  hold  its 
two-day  annual  meeting  at  the  Hotel  Biltmore, 
Los  Angeles,  California,  on  May  2 and  3.  The 
theme  will  be  “The  Creative  Process.” 

Joseph  Bronowski,  M.D.,  Salk  Institute  for 
Biological  Studies,  San  Diego,  California,  will 
speak  on  “The  Creative  Process”;  Morris 
Parloff,  Ph.D.,  National  Institute  for  Mental 
Health,  Bethesda,  Maryland,  will  speak  on 
“Study  of  Creativity  in  Westinghouse  Science 
Scholarship  Winners”;  Rose  Spiegel,  M.D., 
New  York  City,  will  have  as  her  topic  “Creative 
Process  in  the  Arts”;  and  William  V.  Silver- 
berg,  M.D.,  will  speak  on  “Application  of 
Psychoanalytic  Concepts  to  the  Study  of  Litera- 
ture.” 

A round  table  discussion  on  the  “Process  of 
Creation”  will  be  held  with  Judd  Marmor, 
M.D.,  Beverly  Hills,  California,  as  moderator. 
Participants  will  include  Robert  Lifton,  M.D., 
professor  of  psychiatry,  Yale  Medical  School, 
New  Haven,  Connecticut;  Julian  Blaustein, 
motion  picture  producer  and  director;  Roy 
Harris,  composer;  and  Charles  Eames,  indus- 
trial designer. 

The  presidential  address  on  “Freud-Bleuler 
Correspondence”  will  be  given  by  Franz 
Alexander,  M.D.,  Los  Angeles,  California. 
“The  War  With  Words”  will  be  discussed  by 
Harley  C.  Shands,  M.D.,  Brooklyn;  and  Allen 
J.  Enelow,  M.D.,  Pacific  Palisades,  California, 
will  speak  on  “Here  and  Now  in  Psychother- 
apy.” 

The  Academy  of  Psychoanalysis  has  423  Fel- 
lows; 67  Scientific  Associates;  and  6 honorary 
members,  among  whom  are  psychoanalysts, 
psychiatrists,  and  scientists  from  the  United 
States,  Canada,  South  America,  and  Europe. 
It  is  interested  in  having  representation  and 
participation  by  qualified  persons  of  different 
nations. 

Inquiries  may  be  addressed  to  Alfred  H. 
Rif  kin,  M.D.,  Secretary,  The  Academy  of  Psy- 
choanalysis, 125  East  65th  Street,  New  York, 
New  York  10021. 

New  Jersey  diabetes  symposium 

The  New  Jersey  Diabetes  Association  in  co- 
operation with  the  State  of  New  Jersey  Depart- 
ment of  Health,  will  present  a spring  symposium 

continued  on  page  710 
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potassium 
grows  on  trees 

Liberal  intake  of  high-potassium  foods, 
such  as  oranges  and  bananas,  will  in 
many  instances  offset  potassium 
losses  that  may  occur  during  diuretic 
therapy.  However,  you  may  not  wish 
to  leave  potassium  supplementation 
solely  to  dietary  discretion,  particu- 
larly in  patients  especially  vulnerable 
to  potassium  deficiency. 

It  is  for  such  patients  that  HydroDIURIL-Ka 
was  developed.  A proved,  dependable  diuretic/ 
antihypertensive  with  added  potassium  chlo- 
ride, HydroDIURIL-Ka  may  be  employed  when- 
ever diuresis  is  indicated,  particularly  among 
the  following: 

• in  the  needy,  the  elderly,  pensioners,  finicky 
eaters  — ail  patients  on  potassium-low  diets 

• in  loss  of  potassium  through  gastrointestinal 
disturbances  • in  cirrhosis  • in  conditions 
requiring  vigorous  diuresis  • in  patients  receiv- 
ing digitalis  • in  cardiac  arrhythmias  • in  sec- 
ondary aldosteronism  • in  paracentesis  • in  the 
postoperative  period 

MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


INDICATIONS:  Edema;  hypertension. 
CONTRAINDICATIONS:  Anuria. 

PRECAUTIONS:  Reduce  dosage  of  coadminis- 
tered antihypertensive  agents  by  at  least  50  per 
cent  Use  caution  during  intensive  or  prolonged 
diuresis,  in  dietary  inadequacy  or  salt  restric- 
tion, impaired  renal  function,  hepatic  disease, 
rising  level  of  BUN,  hyperuricemia  or  history  of 
gout,  patients  receiving  other  antihypertensive 
agents,  surgical  patients.  Avoid  hypokalemia 
especially  during  digitalis  administration  and 
in  myocardial  ischemia. 

SIDE  EFFECTS:  Electrolyte  imbalance  with  hypo- 
kalemia or  hypochloremic  alkalosis  may  occur.  A low-salt 
syndrome  may  be  precipitated.  Other  possible  reactions: 
hepatic  coma,  jaundice,  azotemia,  altered  insulin  require- 
ments in  diabetes,  hyperuricemia  and  gout,  blood  dyscra- 
sias,  nausea,  vomiting,  diarrhea,  dizziness,  paresthesias, 
rash,  photosensitivity.  Before  prescribing  or  administering, 
read  product  circular  with  package  or  available  on  request. 

effective  diuresis  with  added  potassium 


ini 

HYDROCHLOROTHIAZIDE  with  POTASSIUM  CHLORIDE 

SUPPLIED:  HydroDIURIL-Ka-25:  Each  tablet  contains  25 
mg.  of  hydrochlorothiazide  and  572  mg.  of  potassium 
chloride  (equivalent  to  300  mg.  of  potassium);  bottles  of 
100  and  1000.  HydroDIURIL-Ka-50:  Each  tablet  contains 
50  mg.  of  hydrochlorothiazide  and  572  mg.  of  potassium 
chloride  (equivalent  to  300  mg.  of  potassium);  bottles  of 
100  and  1000. 

where  today's  theory  is  tomorrow's  therapy 


continued  from  page  708 

on  “Current  Management  of  Complications  in 
Diabetes  Mellitus”  on  May  13  from  2:00  to 
5:00  p.m.  at  the  Princeton  Inn,  Princeton,  New 
Jersey. 

Richard  A.  Field,  M.D.,  assistant  physician, 
chief  of  diabetes  unit,  and  program  director  of 
the  diabetes  unit  of  Massachusetts  General 
Hospital;  and  assistant  professor  of  medicine  at 
Harvard  Medical  School,  will  speak  on  “Pitui- 
tary Stalk  Section — A Mode  of  Management  of 
Diabetic  Retinitis.” 

William  P.  Given,  M.D.,  associate  professor 
of  clinical  obstetrics  and  gynecology  at  Cornell 
University  Medical  College;  and  attending 
obstetrician  and  gynecologist  at  New  York 
Hospital,  Cornell  Medical  Center,  will  discuss 
“The  Management  of  the  Pregnant  Diabetic 
Patient.” 


Abraham  H.  Kantrow,  M.D.,  past  president 
of  the  New  York  Diabetes  Association;  pedi- 
atric staff,  Flushing  Hospital,  will  speak  on 
“Management  and  Pitfalls  of  the  Juvenile 
Diabetic.” 

Marvin  F.  Levitt,  M.D.,  associate  attending 
physician  and  chief,  section  of  renal  diseases, 
The  Mount  Sinai  Hospital,  New  York  City, 
will  speak  on  “Management  of  Renal  Disease  in 
Diabetes  Mellitus.” 

New  Jersey  convention 

The  Medical  Society  of  New  Jersey  invites 
out-of-state  physicians  to  attend  its  198th  an- 
nual meeting  to  be  held  at  Haddon  Hall,  Atlan- 
tic City,  May  16  through  20.  There  is  no  regis- 
tration fee  for  out-of-state/non-member  physi- 
cians. 


Medical  News 


Membership  in  A.M.A. 

For  the  benefit  of  readers,  a portion  of  the 
American  Medical  Association’s  Constitution 
and  Bylaws  dealing  with  types  of  membership 
in  the  A.M.A.  is  reprinted  here. 

There  are  two  types  of  membership:  active 
members  and  special  members.  Active  members 
shall  be  regular  or  service. 

Active  members 

Regular  members.  Regular  members  shall  be 
limited  to  physicians  who  are  members  of  their 
state  association  and  eligible  to  both  vote  and 
hold  office  in  their  state  association.  It  includes 
dues-paying  and  dues-exempt  classifications. 

Service  members.  This  group  includes  all 
regular  commissioned  medical  officers  and  com- 
missioned medical  officers  of  the  reserve  com- 
ponents on  extended  active  duty  (more  than  two 
years)  with  the  U.S.  Air  Force,  U.S.  Army,  U.S. 
Navy,  U.S.  Public  Health  Service;  and  per- 
manent medical  officers  of  the  Veterans  Ad- 
ministration; and  those  physicians  who  have 
been  retired  in  accordance  with  Federal  law  and 
do  not  engage  in  any  gainful  employment. 
Special  members 

Special  members  are  associate,  affiliate,  and 
honorary. 

Associate  members.  Associate  membership 
shall  be  limited  to: 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


1.  Those  physician  members  of  state  as- 
sociations who  are  ineligible  for  regular  member- 
ship in  the  American  Medical  Association. 
They  are  to  be  certified  for  enrollment  by  the 
secretary  of  their  state  medical  association. 

2.  Members  of  the  Armed  Forces  on  tem- 
porary duty  (two  years  or  less) . They  are  to  be 
certified  for  enrollment  by  the  Surgeon  General 
of  their  respective  service. 

Affiliate  members.  Persons  who  belong  to  one 
of  the  following  classes  may  become  affiliate 
members,  upon  nomination  by  the  A.M.A. 
Judicial  Council  and  election  by  the  A.M.A. 
House  of  Delegates  at  the  annual  convention: 

1.  Physicians  who  are  members  of  chartered 
national  medical  societies  of  foreign  countries 
adjacent  to  the  U.S. 

2.  American  physicians  located  in  foreign 
countries  or  possessions  of  the  U.S.  who  are  en- 
gaged in  medical  missionary  and  similar  educa- 
tional and  philanthropic  labors. 

3.  Dentists  who  hold  the  degree  of  D.D.S. 
or  D.M.D.  and  who  are  members  of  state  and 
local  dental  societies. 

4.  Pharmacists  who  are  active  members  of 
the  American  Pharmaceutical  Association. 

5.  Teachers  of  medicine  or  of  the  sciences 
allied  to  medicine  who  are  citizens  of  the  U.S., 
and  are  not  eligible  to  membership  through 
state  associations. 

continued  on  page  714 
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THAN 

PHENOBARBITAL 


“The  use  of  phenobarbital-niacin  in  preference  to  phenobarbital 
adds  considerably  to  the  safety  of  that  sedative  and  avoids  most 
of  the  idiosyncratic  reactions.”* 


BARBA-NIACIN  (phenobarbital-niacin)  is  superseding  pheno- 
barbital for  all  of  its  uses  because  of  the  added  safety  factor.  Each 
tablet  contains  phenobarbital  V2  gr.  and  niacin  Va  gr. 

A recent  clinical  study  demonstrated  that  the  niacin  component 
prevents  the  neurological,  cutaneous  and  bizarre  idiosyncratic 
reactions  to  phenobarbital.* 

BARBA-NIACIN  is  the  sedative  of  choice  for  relief  of  nervousness, 
anxiety  and  apprehension.  It  is  also  indicated  as  an  antispasmodic 
in  angina  pectoris,  peptic  ulcer,  and  other  spastic  conditions,  and  in 
epilepsy  as  an  anticonvulsant.  Adult  dose,  1 tablet  up  to  4 times 
a day. 


When  sleep  is  needed,  1 BARBA-NIACIN  FORTE  tablet  (pheno- 
barbital IV2  gr.  and  Niacin  Va  gr.)  on  retiring  is  safe  and  effective. 


BARBA-NIACIN 

Phenobarbital V2  gr. 

Niacin  Va  gr. 


Supplied  in  bottles  of  100  scored  tablets. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the 
side  effects  due  to  hypersensitiveness. 
Like  phenobarbital,  it  is  contraindicated 
for  drug  addicts  or  patients  with  impaired 
renal  or  hepatic  elimination. 


Chemical  Company 
St.  Louis,  Mo.  63108 


♦Feinblatt,  T.  M.,  and  Ferguson,  E.  A.,  Jr.,  Pheno- 
barbital idiosyncrasy,  avoidance  by  use  of  pheno- 
barbital-niacin, New  York  State  J.  Med.  62  :221-3, 
1962. 


COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis,  Missouri  63108 
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Gentlemen:  Please  send  me  clinical  sample,  reprint  and 
professional  literature. 


Dr. 


Street 


I City Zone State 
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coordinated  action 


against  G.I.  pain,  spasm  and  anxiety 


ENARAX  5 provides  concerted  somatopsychic 
action  against  symptoms  of  peptic  ulcer,  func- 
tional bowel  syndrome  and  many  other  G.l.  dys- 
functions. Oxyphencyclimine,  the  anticholinergic 
with  chemically  “built  in”  prolonged  action,  gives 
sustained  relief  of  hyperacidity  and  hypermotility— 
while  Atarax®  (hydroxyzine  HCI)  relieves  the  ten- 
sion which  aggravates  or  causes  these  symptoms. 
Each  ENARAX  5 tablet  contains  oxyphencyclimine 


HCI  5 mg.,  hydroxyzine  HCI  (Atarax)  25  mg. 
Prescribe  ENARAX  10  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions 
permit  substantial  flexibility  of  dosage.  Whichever 
strength  you  choose,  your  G.l.  patients  are  bound 
to  benefit  from  the  concerted  therapeutic  action 
of  ENARAX.  Each  ENARAX  10  tablet  contains 
oxyphencyclimine  HCI  10  mg.,  hydroxyzine  HCI 
(Atarax)  25  mg. 


Precautions  and  Side  Effects:  As  with  other  anticholinergic  agents,  dryness  of  the  mouth,  blurring  of  vision,  consti- 
pation and  urinary  hesitancy  frequently  occur,  but  may  decrease  or  disappear  as  therapy  continues  or  is  adjusted. 
Use  with  care  in  patients  with  prostatic  hypertrophy.  Not  recommended  for  patients  with  an  associated  glaucoma 
except  with  ophthalmological  supervision. 


New  York  17.N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


GEARED  FOR 
CONTROL  OF 
G.l.  DISORDERS 


Enarax 


Oxyphencyclimine  HCI  + Atarax  (hydroxyzine  HCI) 
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continued  from  page  710 

6.  Scientists  in  sciences  allied  to  medicine 
who  are  citizens  of  the  U.S.,  and  are  not  eligible 
to  membership  through  state  associations. 

Honorary  members.  Physicians  of  foreign 
countries  who  have  risen  to  pre-eminence  in 
the  profession  of  medicine  and  who  attend  an 
A.M.A.  convention  may  be  elected  at  that 
convention  to  honorary  membership  by  the 
House  of  Delegates  on  nomination  of  the  Board 
of  Trustees.  Honorary  members  may  attend 
meetings  of  the  Postgraduate  Assembly,  but 
may  not  vote  or  hold  office  in  the  A.M.A. 

Psychiatry  district  branch  meeting 

The  168th  regular  meeting  of  the  New  York 
Society  for  Clinical  Psychiatry;  New  York 
County  District  Branch,  American  Psychiatric 
Association,  was  held  at  the  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals, 
New  York  City,  on  March  12. 

Stella  Chess,  M.D.,  spoke  on  “The  Child 
Psychiatrist’s  Responsibility  in  the  Field  of 
Mental  Retardation.”  Archie  Silver,  M.D., 
spoke  on  “Problems  of  Difficult  Diagnosis  in 
Cases  of  Education  and  Language  Lags.” 
Discussant  for  both  papers  was  William  Lang- 
ford, M.D. 

Diabetes  prize  essay  contest 

The  Clinical  Society  of  the  New  York 
Diabetes  Association  announces  an  essay  contest 
with  a $100  prize  for  the  best  paper  on  original 
work  in  diabetes  mellitus  submitted  by  a house 
staff  member,  resident,  or  fellow  in  the  metro- 
politan New  York  area. 

Five  copies  of  the  paper  should  be  submitted 
by  April  1 to  the  Prize  Award  Committee, 
New  York  Diabetes  Association,  104  East 
40th  Street,  New  York,  New  York  10016. 

There  will  be  a presentation  of  the  prize 
winning  paper  and  selected  other  papers  as 
submitted,  on  May  20  at  8 : 00  p.m.  at  the  spring 
open  meeting  of  the  Clinical  Society  at  the 
New  York  Academy  of  Medicine,  Room  440, 
2 East  103rd  Street,  New  York  City. 

Pediatrics  program 

A pediatric  program  was  held  on  March  12 
at  the  New  York  Academy  of  Medicine,  New 
York  City.  Allan  C.  Barnes,  M.D.,  professor 
and  chairman  of  the  Department  of  Obstetrics 
and  Gynecology  at  The  Johns  Hopkins  Uni- 
versity School  of  Medicine,  Baltimore,  Mary- 
land, spoke  on  “The  Prevention  of  Congenital 
Defects.”  Saul  Krugman,  M.D.,  professor  and 
chairman  of  the  Department  of  Pediatrics, 
New  York  University  School  of  Medicine,  had 
as  his  topic,  “The  Natural  History  and  Pre- 
vention of  Rubella.” 

Medical  writing  contest 

A competition  for  a $250  award  for  the  best 


manuscript  submitted  by  a medical  student, 
intern,  or  resident  on  any  subject  pertinent  to 
and  concerning  occupational  health  has  been 
announced  by  the  Central  States  Society  of 
Industrial  Medicine  and  Surgery.  The  contest 
closes  at  midnight  on  July  31. 

A second  competition,  open  only  to  residents 
in  occupational  medicine,  is  announced  by  the 
Industrial  Medical  Association.  The  award, 
consisting  of  an  embossed  scroll,  will  be  pre- 
sented at  the  Association’s  annual  meeting  to 
the  author  or  authors  of  a paper  published  in 
the  open  literature  on  a subject  germane  to 
occupational  medicine  which  is  judged  to  be 
the  most  outstanding  of  those  submitted. 
Reprints  entered  in  the  competition  must  be 
published  before  May  31  and  submitted  prior  to 
July  31. 

Both  contests  will  be  judged  by  members  of 
the  Committee  on  Merit  in  Authorship  of  the 
Industrial  Medical  Association.  The  criteria 
will  be  largely  based  on  clarity,  validity, 
objectivity,  originality,  and  style.  Complete 
contest  rules  may  be  obtained  from:  Industrial 
Medical  Association,  55  East  Washington 
Street,  Chicago,  Illinois  60602. 


Televised  seminars 

The  New  York  Academy  of  Medicine  is 
currently  presentingra  series  of  televised  clinical 
science  seminars  on  Station  WNYC-TV,  UHF 
Channel  31,  on  Tuesdays  from  9:00  to  10:00 
p.m. 

“Recognition  and  Management  of  the  De- 
pressions” will  be  presented  on  March  17; 
“Treatment  of  Relatively  Resistant  Bacterial 
Infections”  on  March  24;  and  “Hyperthy- 
roidism” on  March  31. 


Personalities 

Elected.  T.  Paul  Guest,  M.D.,  president; 
George  Titpne,  M.D.,  vice-president;  and 
Gerald  Holzwasser,  M.D.,  secretary-treasurer 
of  the  Rochester  Roentgen  Ray  Society. 

Appointed.  Emanuel  Lifshutz,  M.D.,  former 
supervising  medical  superintendent  at  the 
Bronx  Municipal  Hospital  Center,  as  executive 
director  of  the  new  Albert  Einstein  College 
Hospital  now  under  construction  in  The  Bronx 
. . .Jerome  M.  Schneck,  M.D.,  New  York  City, 
as  United  States  representative  to  the  Inter- 
national Society  for  Clinical  and  Experimental 
Hypnosis. 

Speakers.  Frederick  Reiss,  M.D.,  head  of  the 
dermatology  service  at  Montefiore  Hospital, 
New  York  City,  on  “Variants  and  Therapy  of 
Atopic  Dermatitis”  on  February  1 at  a sym- 
posium on  office  practice  and  problems  of 
dermatotherapy  held  at  Key  West,  Florida.  . . 
Leo  Wollman,  M.D.,  Brooklyn,  before  the 
Tucson  Society  of  Clinical  Hypnosis,  Tucson, 
Arizona,  on  February  7 on  “Sexual  Aspects  of 
Medical  and  Dental  Hypnosis.” 
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FOR  JUST  PENNIES  A DAY 
you  can  have  these  BIRTCHER 
ELECTRO-MEDICAL-SURGICAL 
INSTRUMENTS  IN  YOUR  OFFICE 


CRUSADER 
Shortwave  Diathermy 

Low  in  price,  high  in 
quality.  Only  shortwave 
diathermy  in  its  class 
equipped  for  large  area 
technic.  Simple  to  oper- 
ate. 2 year  guarantee. 


ELECTROCARDIOGRAPH  — 335 


MEGASON  XII  ULTRASONIC 


Compact  unit  for  effective  therapy  to  concave 
and  convex  areas.  Lightweight  and  portable. 
Use  with  exclusive  5-position  transducer.  2 
year  guarantee. 


Provides  the  utmost  in  compact  portability  with- 
out sacrifice  in  trace  size  or  accuracy.  Features 
simplicity  of  operation  — maximum  reliability. 


HYFRECATOR® 

This  versatile,  time  prov- 
en device  provides  the 
physician  with  an  accu- 
rately controlled  method 
for  electro-desiccation 
and  fulguration.  Over 
250,000  in  daily  use. 


BIRTCHER 
MEDICAL 
DIST.  N.Y. 

2515  • 86th  ST. 
BROOKLYN, 
NEW  YORK 


CHECK  HERE  FOR: 

□ Demonstration  on 

□ FREE  64  Page  Booklet  “Medical  Ultrasonics  in  a Nutshell” 

□ Information  on  BIRTCHER  LEASE  PLAN 

□ Literature  on 

□ Information  on  cost  of 

□ Advise  me  what  liberal  trade-in  you  offer  on  my 

toward  purchase  of 

DR 

ADDRESS 

CITY STATE ZIP  CODE 
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And  even  these  were  the  fortunate  ones,  despite 
the  fact  that  they  were  to  carry  a disfigurement  for 
life.  Many  died.  Particularly  if  meningitis 
had  set  in  before  surgery . . . 

You  see  very  few  mastoid  scars  around  today  - and, 
under  20  years  of  age,  they  are  almost  nonexistent. 

But,  not  so  many  years  ago  (1934)  it  was  a 
different  story : 

“No  case  of  acute  mastoiditis  should  be  accepted 
for  insurance  unless  the  ear  has  healed  up  after 
operation  and  has  remained  so  for  at  least 
six  months 

From  insurance  risk  to  a practically  unknown 
entity  in  medicine  is  quite  a record  for  the  relatively 
few  intervening  years  between  then  and  now.  The 
reasons  are  not  hard  to  come  by.  Diagnostic  techniques 


have  improved  enormously,  as  has  the  quality  of 
medical  education.  And,  we  submit,  so  has  the  qual 
of  the  medicines  which  have  become  available. 

Yet,  the  value  of  independent  drug  research  has 
been  seriously  challenged  — research  which  has 
produced  the  chemotherapeutic  compounds  which 
make  the  cure  of  mastoiditis  practically  a 
routine,  not  even  a worrisome,  procedure.  True, 
the  cost  may  run  as  high  as  $15.00.  Yet,  ask  the 
man  who  paid  $1,000.00  for  his  mastoid  scar  whicl 
he  would  have  preferred  — if  he  had  had  the  choice 

•Asherson,  N.,  “Acute  Otitis  and  Mastoiditis  in  General  Practice,” 

H.  K.  Lewis  & Co.,  Ltd.,  London,  1934.  ! 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products.  A display  card 
this  ad  for  your  waiting  room  is  available.  Write: 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


for  amphetamine  action  with 
fewer  side  reactions  reported. 


WEIGHT  REDUCTION  EFFECTIVE 
IN  DIFFICULT  CASES 

“With  a daily  divided  dosage  of  30  milligrams  of  OBETROL  we 
were  able  to  obtain  appetite  depression  without  nervous  rest- 
lessness or  insomnia  ...”  1 

Twenty  six  patients  who  previously  had  been  unable  to  use 
other  amphetamines  in  any  dosage  sufficient  to  maintain  the 
anorectic  effect,  responded  favorably  on  this  medication.  V 

“In  the  cooperative  patient,  OBETROL  was  markedly  bene- 
ficial in  producing  the  desirable  weight  loss  with  minimal  side 
effects,  even  in  the  case  of  a high  percentage  of  patients  with 
cardiovascular  and  other  chronic  ailments  which  normally 
make  use  of  other  amphetamines  undesirable  because  of  side 
effects”  1 

OBETROL  PHARMACEUTICALS 

382  Schenck  Avenue,  Brooklyn  7,  N.Y. 

’Simon.  F.  & Bernstein  A.:  “The  Treatment  of  Obesity  in  Patients  with 
Cardiovascular  Disease.”  Angiology,  72:32-37,  Jan.  1961. 

2 Plotz,  M.:  Modern  Management  of  Obesity,  J.A.M.A.  770:1513-1515 
(July  25)  1959. 

3 Bernstein,  A.  & Simon,  F.:  “Treatment  of  Obese  Diabetics  and  Arterio- 
sclerotics,”  Clin.  Med.  907-920,  May  1961. 


Each  OBETROL-IO  tablet  contains: 

Methamphetamine  Saccharate  2.5  mgm. 

Methamphetamine  Hydrochloride  . 2.5  mgm. 

Amphetamine  Sulfate  2.5  mgm. 

Dextro-amphetamine  Sulfate 2.5  mgm. 


(OBETROL-20  tablets  contain  twice  this  potency ) 

Pat.*  2748052. 

Contraindications : OBETROL  is  relatively  contraindicated  in 
hyperthyroidism,  hypertension,  coronary  artery  and  other  car- 
diovascular diseases,  anxiety  and  hyperexcitability.  Habituation 
may  occur  with  prolonged  use.  As  in  the  case  of  all  ampheta- 
mines, caution  should  be  used  in  treating  patients  with  these 
conditions. 

REQUEST  SAMPLES  AND  LITERATURE  ^ 

, 

OBETROL  PHARMACEUTICALS  I 

382  Schenck  Avenue  . Brooklyn  7,  N.Y. 

I 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Orders  are  now  being 
taken  for  the  1963-64  edi- 
tion. Write:  Directory- 
Department , Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York,  N.Y.,  10017 
$20.00  a copy  plus  4% 
sales  tax  for  N.Y.C.  de- 
livery. Society  members, 
who  have  paid  their  1963 
dues,  will  receive  the  Di- 
rectory as  part  of  their 
membership  — without 
charge. 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


effectiveness,  dependability  and  reassuring  Safety  Factors  make 
3abalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
rents—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 


'ic  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can-  salicylate  and  PABA.  Contraindicated:  An 


not  contribute  to  sodium  retention ..  .the  enteric  coating  assures  hypersensitivity  to  any  component. 


gastric  tolerance...  and  clinical  experience  shows  that  this  prepara-  A/so  ava//ab/e:  Pabalate— when  sodium 
ion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-hc— 
corticosteroids  or  pyrazolone  derivatives.  Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


, , 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical 
problem— but  it  does  hurt.  And  if  there  is 
housework  to  do  and  kids  to  mind,  the  patient 
needs  something  to  numb  the  pain. 

2.  A.P.C.  compounds  have  limited  usefulness ; 
and  the  patient  can  buy  them  without  your 
prescription.  Unfortunately,  most  of  them  are 
too  mild  to  be  effective  for  sprains— and  more 
potent  products  too  often  make  the  patient 
feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases. 
Since  it  contains  both  ‘Soma’  (carisoprodol) 
and  acetophenetidin  it  is  both  a potent  anal- 
gesic and  a superior  muscle  relaxant;  it  also 
contains  caffeine  to  offset  any  drowsiness 
(“numbs  the  pain . . . not  the  patient”). 

CSO-9192 


4.  Why  not  try ‘Soma’  Compound?  Dosage  is 
1 or  2 tablets  q.i.d.  For  more  severe  pain,  try 
‘Soma’  Compound + Codeine.  Dosage:  1 or  2 
tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur 
rarely.  Codeine  may  produce  addiction, 
nausea,  vomiting,  constipation  or  miosis. 


Soma  Compound  % 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

Soma  Compound+Codeine  J 

carisoprodol  200  mg., acetophenetidin  160  mg., caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.)' 
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THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH  POL 


This  pin  is  0.00032  of  an  inch  larger  than 
perfect.  As  a result,  it  is  rejected.  ■ Stainless- 
steel  pins  like  this  are  used  to  mold  Lilly 
capsules.  From  each  tray  of  three  hundred 
new  pins,  fifty  are  selected  at  random.  The 
diameter,  length,  taper,  contour,  and  finish 
are  carefully  measured.  If  the  sensitive  elec- 
tronic measuring  devices  show  an  imperfec- 


tion beyond  the  hairsplitting  limits,  the  en- 
tire tray  is  rejected.  ■ Lilly  quality  control 
draws  the  line  at  ±0.0003  of  an  inch  for 
some  dimensions  and  ± 0.0005  of  an  inch  for 
others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  rigid  controls  that  add  immeas- 
urably to  the  quality  of  the  finished  product. 

Sfieey 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


Fiftieth  anniversary  of  the  New  York  State 
Workmen’s  Compensation  Law 


The  Medical  Society  of  the  State  of  New 
York  looks  back  with  pride  on  the  part  it 
played  in  the  fulfillment  of  the  goals  of  the 
Workmen’s  Compensation  Law.  Far  from 
pursuing  a smooth  course,  the  development 
of  this  important  program  met  with  many 
obstacles  put  in  its  way  by  ruthless  and 
selfish  interests.  Our  Society  has  always 
been  ready  and  willing  to  assist  and  advise 
in  the  administration  of  the  law  and  to  sug- 
gest remedies  for  the  improvement  of  situa- 
tions which  threaten  to  get  out  of  control,  to 
the  detriment  of  labor,  industry,  and  the 
profession. 

When  it  became  apparent  that  the  law  had 
not  benefited  the  workingman  as  much  as 
had  been  anticipated,  Governor  Herbert  H. 
Lehman  in  1933  appointed  a committee  of  10 
physicians  to  study  workmen’s  compensation 
care.  The  report  of  this  committee  con- 
tained several  recommendations  which  were 
implemented  by  legislative  action  in  1935. 
Amendments  were  enacted  providing  for  the 
free  choice  of  physicians  by  the  employe,  the 
enrollment  of  physicians  for  compensation 
work,  and  the  evaluation  of  their  qualifica- 
tions by  their  county  medical  societies.  To 
afford  the  injured  worker  as  large  a choice  as 
possible  in  his  selection  of  a physician,  the 
Society  enlisted  the  participation  of  over  90 
per  cent  of  the  practicing  physicians— gen- 
eral practitioners  and  specialists  alike.  The 
State  Society’s  Bureau  of  Workmen’s  Com- 
pensation, established  in  1935,  assisted  the 
county  committees  in  the  integration  and 
unification  of  their  activities. 

The  county  societies  were  also  empowered 
to  inspect  and  regulate  the  licensing  of  com- 
pensation medical  bureaus,  to  act  as  a fact- 
finding agency  on  professional  conduct  and 
competence,  and  to  hear  charges  against 
physicians  of  infractions  of  Workmen’s 
Compensation  Law  provisions.  The  county 
societies  were  given  a participating  role  in 
the  arbitration  of  disputed  bills  for  medical 


services.  A minimal  fee  schedule  was  to  be 
promulgated  after  the  president  of  the  Medi- 
cal Society  of  the  State  of  New  York  had 
submitted  a report  on  the  amount  of  re- 
muneration deemed  by  the  Society  to  be 
fair  and  adequate,  giving  consideration  to 
the  views  of  other  interested  parties.  The 
Society  fought  against  and  succeeded  in 
eliminating  the  evils  of  commercial  medicine 
as  practiced  in  the  so-called  compensation 
clinics,  which  were  largely  under  lay  con- 
trol. 

In  1944  certain  regulatory  functions  of  the 
county  medical  societies  were  vested  in  the 
Medical  Practice  Committee,  established  on 
the  recommendation  of  the  Moreland  Com- 
mission, which  for  two  years  had  been  in- 
vestigating abuses  and  noncompliance  with 
some  provisions  of  the  Workmen’s  Com- 
pensation Law.  Soon  after  the  three-man 
Medical  Practice  Committee  was  formed,  it 
became  evident  that  it  could  not  successfully 
carry  out  the  functions  ascribed  to  it  with- 
out the  assistance  of  the  Medical  Society. 
The  committee  was  abolished  in  1960  in  re- 
sponse to  the  unrelenting  efforts  of  the  Medi- 
cal Society,  and  the  right  to  supervise  its 
members’  activities  in  workmen’s  compensa- 
tion was  returned  to  organized  medicine. 

The  Society  encourages  physicians  to  as- 
sist in  the  administration  of  the  Workmen’s 
Compensation  Law  and  to  perfect  them- 
selves in  the  treatment  of  compensation  in- 
juries and  industrial  diseases  so  that  injured 
workmen  may  get  the  highest  quality  of 
medical  care.  There  can  be  no  compromise 
in  the  care  rendered  to  the  injured  worker, 
nor  can  there  be  compromise  in  the  funda- 
mental rights  of  physicians  or  patients  under 
the  Workmen’s  Compensation  Law. 

No  effort  shall  be  spared  to  maintain  the 
free  choice  of  physician  for  the  injured 
worker,  to  provide  adequate  means  for  the 
settlement  of  disputed  medical  bills  by  arbi- 
tration, and  to  keep  control  of  medical 
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practice  and  discipline  and  regulation  of 
physicians  within  the  jurisdiction  of  the 
organized  medical  profession.  This  Society 
is  prepared  to  continue  its  efforts  to  assist 
in  the  implementation  of  the  workmen’s 


Physicians  in  politics 

A very  welcome  news  release  states  the 
following:  “Physician  unseats  vice-mayor 

in  Yonkers,  New  York.  Running  on  the 
Republican  ticket  as  a reform  candidate, 
Dr.  James  F.  X.  O’Rourke,  newcomer  to  the 
political  arena,  defeated  seven  times  elected 
Councilman  and  Vice-Mayor  Michael  Nu- 
gent in  a ward  where  the  Democrats  held  an 
enrolled  majority  of  considerable  size.” 

The  reform  group,  supposedly  small  and 
ineffectual  at  the  start,  as  contrasted  with 
the  long-entrenched  encumbent,  in  its  search 
for  a candidate  of  intelligence,  unquestion- 
able integrity,  and  freedom  from  any  con- 
flict of  interest  or  past  political  commitment, 
selected  Dr.  O’Rourke  to  run  for  the  council 
against  the  vice-mayor,  who  was  also  the 
leader  of  the  Democratic  majority  in  the 
council. 

Speaking  door  to  door  to  individuals,  in 
meetings  with  large  and  small  groups,  or  in 
formal  debate,  Dr.  O’Rourke  carried  on  a 
colorful,  hard-hitting  campaign  that  clearly 
stressed  the  major  issues  yet  showed  remark- 
able familiarity  with  all  sorts  of  details 
raised  by  citizens’  questions. 

Veteran  political  observers  who  marvelled 
at  the  capacity  of  a “newcomer”  to  achieve 
such  a complete  grasp  of  the  political  picture 
were  advised  that  it  is  the  medical  way  of 
life  to  obtain  all  readily  available  informa- 
tion about  any  new  problem  before  attempt- 
ing to  solve  it.  Citizens  who  expressed 
surprise  that  a physician  could  find  time  to 
run  for  elective  office  were  quickly  reminded 
of  the  many  other  physicians  in  the  city  who, 
although  not  serving  in  elective  office,  were 
giving  comparable  time  to  various  other 
community  problems. 

Thus  as  the  campaign  moved  on  to  its 
successful  “upset”  victory,  the  city  gained 
not  only  new  hope  for  its  political  integrity 
but  also  a new  concept  of  the  role  of  the 


compensation  program  and  will  support  all 
attempts  aimed  towards  its  improvement, 
while  opposing  any  and  all  measures  which 
may  tend  to  weaken  or  downgrade  the  serv- 
ices to  claimants. 


physicians  who  serve  its  social  and  political 
ills  as  well  as  its  physical  ones. 

Dr.  O’Rourke  received  his  medical  degree 
from  Georgetown  University  and  his 
specialty  training  in  ophthalmology  at  Co- 
lumbia Medical  Center  and  at  the  Man- 
hattan Eye  and  Ear  and  Bronx  Veterans 
Hospitals.  He  is  a fellow  of  the  American 
College  of  Surgeons,  a diplomate  of  the 
American  Board  of  Ophthalmology,  and  a 
member  of  New  York  County  Medical 
Society  and  the  Yonkers  Academy  of  Medi- 
cine. He  maintains  offices  in  New  York 
City  and  in  Yonkers  and  is  on  the  staffs 
of  the  Eye  Institute  at  Columbia  Pres- 
byterian Medical  Center,  St.  John’s  River- 
side Hospital,  Yonkers,  and  Yonkers  General 
Hospital,  as  chief  of  the  eye  service. 

During  World  War  II,  Dr.  O’Rourke 
served  as  a major  in  the  European  theater 
and  was  decorated  for  valor  in  action.  He 
is  married  to  Evelyn  Cooke.  They  have 
13  children,  the  oldest  of  whom  cast  his 
first  vote  for  his  father  by  absentee  ballot 
from  his  college  in  Ohio.  The  family  lives 
in  Yonkers,  where  Dr.  O’Rourke  has  been 
active  in  a number  of  nonpolitical  com- 
munity organizations. 

Our  legislative  bodies  are  loaded  with 
lawyers;  one  might  even  say  they  are  over- 
balanced with  them.  We  believe  they  need 
a leaven  of  medical  intelligence  among 
them.  Legislators  of  necessity  constantly 
deal  with  problems  of  health.  They  need 
more  authoritative  counsel  from  within  their 
own  ranks.  It  is  necessary  to  have  many 
more  Dr.  O’Rourkes  as  sources  of  enlighten- 
ment from  within. 

Legislation,  the  high  purpose  of  politics, 
can  be  the  province  of  those  in  the  medical 
profession  as  well  as  of  those  in  other  pro- 
fessions. The  public  would  be  better  served 
if  this  were  so. 
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Comment  on  Graddy  versus  New  York  Medical  College 


The  Appellate  Division  of  the  Supreme 
Court  of  the  State  of  New  York,  First 
Judicial  Department,  recently  had  occasion 
to  pass  on  the  legal  responsibility  of  one 
physician  for  another  physician  when  these 
physicians  had  an  arrangement  for  the  care 
and  treatment  of  each  other’s  patients.  In 
this  case  Dr.  A.  and  Dr.  B shared  an  office 
with  the  equipment  therein  and  shared  the 
services  of  a secretary.  They  did  not  prac- 
tice medicine  as  partners  since  each  had  his 
own  patients  and  billed  them  individually. 
But  if  one  physician  was  absent,  his  patient 
would  be  treated  by  the  other,  if  the  patient 
consented.  In  this  situation  the  physician 
billed  his  patient  and  then  paid  half  of  the  fee 
to  the  one  who  had  actually  administered 
treatment. 

The  patient  in  this  case  was  initally  seen 
and  examined  by  his  own  physician,  Dr.  A. 
At  this  examination  Dr.  A.  did  not  recom- 
mend surgical  treatment.  Subsequently,  the 
patient  returned  to  the  office  and  was  seen  by 
Dr.  B.  since  Dr.  A.  was  then  ill.  Dr.  B. 
recommended  surgical  treatment  and  under- 
took to  perform  an  operation  on  the  patient. 
The  patient  later  sued  both  Dr.  A.  and  Dr. 
B.  for  injuries  which  he  allegedly  sustained  in 
the  course  of  the  operation  performed  by 
Dr.  B.  A jury  returned  a verdict  against 
Dr.  B.,  together  with  the  anesthesiologists 
involved  in  the  operation  and  the  hospital. 

Since  Dr.  A.  could  not  have  committed 
malpractice,  the  only  question  to  be  deter- 
mined was  whether  or  not  he  was  responsible 


for  the  acts  of  Dr.  B.  The  judge  who  pre- 
sided at  the  trial  ruled  that  Dr.  A.  was  re- 
sponsible in  law  for  the  acts  of  Dr.  B.  and 
accordingly  directed  judgment  against  Dr. 
A.  as  well  as  Dr.  B.  In  the  opinion  of  the 
judge  the  fact  that  Dr.  A.  permitted  Dr.  B. 
to  exercise  his  professional  judgment  on  his 
patients  and  to  his  economic  advantage  was 
decisive.  However,  the  Appellate  Division 
unanimously  reversed  the  decision  and  held 
that  Dr.  A.  was  not  responsible  for  the  acts 
of  Dr.  B.  The  court  stated  as  follows: 

Although  the  rule  of  liability  is  broadening 
out  in  this  area,  we  think  it  ought  not  be 
extended  to  rest  on  a situation  where  there  is 
neither  a legal  nor  an  actual  control  of  the 
treating  physician  by  the  other  physician  and 
the  relationship  between  them  upon  which 
responsibility  is  sought  to  be  imputed  turns 
upon  a shared  office  and  an  agreement  to 
service  each  other’s  patients  for  a shared  fee. 

This  is  something  less,  and  quite  different 
from  a relationship  of  master  and  servant 
or  agency  upon  which  vicarious  liability  has 
thus  far  rested.  The  implications  of  such  an 
enlarged  liability  would  tend  to  discourage  a 
physician  from  arranging  to  have  another 
care  for  his  patients  on  his  illness  or  absence 
and  thus  curtail  the  availability  of  medical 
service. 

On  the  whole  this  extension  of  liability 
should  not  be  made  on  the  record  now  before 
us.  If  splitting  of  fees  in  the  absence  of 
active  participation  in  the  service  or  of  a 
written  partnership  agreement  was  profes- 
sionally irregular  (Education  Law  6514) 
that  should  be  dealt  with  rather  by  ap- 
propriate disciplinary  action  than  by  an 
extension  of  vicarious  liability. 
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control  of 
the  female  cycle 


Norethynodrel,  a steroid  molecule  display- 
ing both  progestational  and  estrogenic  prop- 
erties, makes  Enovid  physiologically  appro- 
priate for  feminine  use  — in  addition  to  its 
thoroughly  established  efficacy,  when  com- 
bined with  mestranol,  in  conception  control. 

Also  appropriate  to  feminine  physiology 
are  certain  clinical  effects  noted  in  women 
taking  Enovid  for  long-term  suspension  of 
fertility.  Characteristically,  cyclic  regularity 
is  achieved,  the  duration  of  menstrual  flow 
is  shortened  and  its  volume  is  lessened.  Ac- 
cording to  Andrews  and  Andrews:*  “In 
95.2%  of  patients  on  this  cyclical  manage- 
ment the  volume  of  menstrual  flow  has  been 
decreased  and  this  has  been  of  help  in  those 
having  menorrhagia.  Dysmenorrhea  has 
been  eliminated  or  significantly  improved 
in  87.5%  of  patients Relief  of  premen- 

strual tension  has  frequently  been  noted.... 
The  general  acceptance  by  women  of  this 
regimen  has  been  excellent.  Many  have  com- 
mented on  a feeling  of  well  being  and  free- 
dom from  fear  of  pregnancy.” 

For  the  prevention  of  conception,  Enovid 
may  now  be  prescribed  for  periods  up  to 
four  years.  The  results  of  eight  years  of  clini- 
cal experience  include  more  than  5,200,000 
users  of  Enovid. 

In  usual  practice  the  side  effects  most  like- 
ly to  be  encountered  by  the  physician  are 
nausea,  spotting  or  break  through  bleeding 
and  amenorrhea  (sometimes  called  “silent 
menstruation”).  Much  less  frequently  chlo- 
asma, breast  enlargement  or  discomfort  and 
mild  salt  and  water  retention  have  been  re- 


ported, and  the  latter  should  be  considered 
in  patients  with  heart  or  kidney  disease  or 
hypertension.  A variety  of  other  findings 
typical  of  estrogenic  compounds  (that  is, 
alterations  in  certain  thyroid  function  tests 
but  not  thyroid  function)  may  also  be  ob- 
served. 

Thromboembolic  phenomena  with  some 
fatalities  have  been  reported;  no  statistical 
significance  to  these  occurrences  has  been 
demonstrated  and  no  causal  relationship  has 
been  proved  or  disproved;  this  possibility 
should  be  considered  in  women  with  factors 
known  to  be  contributory  to  thrombophle- 
bitis. Enovid  is  contraindicated  in  women 
with  a history  of  previous  thromboembolism. 

The  presence  of  genital  or  breast  carci- 
noma and  liver  disease,  dysfunction  or  jaun- 
dice are  also  contraindications.  The  status 
of  liver  function  should  be  noted,  since  in 
large  doses  Enovid  may  cause  bromsulpha- 
lein  retention. 

♦Andrews,  W.  C.,  and  Andrews,  M.  C.:  The  Use  of 
Progestins  for  Oral  Contraception,  Southern  Med.  J. 
55:454-456  (May)  1962. 
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Each  tablet  contains:  5-mg.  size  10-mg.  size 

norethynodrel 5 mg.  9.85  mg. 

mestranol  0.075  mg.  0.15  mg. 


Research  in  the  Service  of  Medicine 


SEARLE 


Enovid  is  an  exclusive  product  of  Searle  Research 


G.D.Searle  & Co.,PO.Box  5110,Chicago,Illinois  60680 


fast  comfort  for 


and  chapped,  dry  skin 


SARDO  soothes,  lubricates,  augments  skin  lipids,  helps  skin  retain  and  build  up  essen- 
tial moisture . . . relieves  dryness  and  itching  with  the  very  first  bath.  Skin  feels  smoother, 
softer,  more  comfortable.  "Dispersible  bath  oils... are  of  distinct  value"1  in  winter  itch 
(pruritus  hiemalis). 

Microfine  globules  of  SARDO  disperse  into  a micro  molecular  film  on  the  surface  of  the 
bath  water,  producing  a fine,  invisible  protective  film  on  the  skin  surface.  Adsorbed  by 
the  skin,  SARDO  provides  rapid,  dependable  relief  in  most  dry,  itchy  skin  conditions. 
Your  patients  will  appreciate  non-sensitizing,  pleasant,  economical  SARDO",  the  clini- 
cally proven27  therapeutic  bath  oil. 


Also  available:  SARDOETTES®,  dispos- 
able compresses  impregnated  with 
SARDO,  for  use  as  a topical  dressing, 
or  for  application  after  showering  or 
local  washing,  in  relieving  skin  dry- 
ness, itching,  scaliness. 


1.  J.A.M.A.  183:1062, 1963.  2.  Borota,  A.,  and  Grinell, 
R.  N.:  J.  Amer.  Geriatrics  Soc.,  10:413, 1962.  3.  Spoor, 
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Clin.  Med.,  7:1161,  1960.  6.  Lieberman,  W.:  Amer. 

J.  Proctology,  12:374,  1961.  7.  Dick,  L.A.:  Skin,  Der- 
matology in  General  Practice,  1:341,  1962. 
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Problems  and  Advances 
in  Diagnosis  and  Management 
of  Urinary  Tract  Disorders 
in  Children 

Moderator 

ALBERT  J.  PAQUIN,  jR.f  M.D.,*  Charlottesville,  Virginia 
Professor  and  Chairman,  Department  of  Urology,  University 
of  Virginia  School  of  Medicine 


Significance  of  Urinary 
Infection  in  Childhood 


CALVIN  KUNIN,  M.D.* 
Charlottesville,  Virginia 

Associate  Professor,  Department  of  Preventive  Medicine, 
University  of  Virginia  School  of  Medicine, 


T his  morning  I shall  discuss  a program 
that  has  been  under  way  for  the  past  three 
years  in  Charlottesville,  Albemarle  County, 
Virginia,  on  the  prevalence  of  urinary  tract 
infections  in  healthy  school  children  and 
which  is  still  continuing.  The  quantitative 
bacterial  count  was  employed  as  an  epi- 
demiologic tool  to  determine  the  prevalence 
of  urinary  tract  infections  in  normal  chil- 
dren. This  method  has  been  extensively 
used  in  hospital  populations;  there  is  much 
data  on  the  frequency  of  infections  in  various 

* By  invitation. 


clinic  populations,  but  very  little  informa- 
tion on  the  prevalence  of  these  infections  in 
the  general  population.  We  sought  to  de- 
termine, in  our  study,  the  frequency  of 
urinary  infections  in  school  children,  how 
often  urologic  abnormalities  are  associated 
with  them,  the  response  to  therapy,  the  rate 
of  relapse  after  therapy,  and  the  long-term 
consequences  of  urinary  tract  infections. 

Methods  and  materials 

A pilot  study  was  first  performed  in  3,000 
children  in  Waynesboro,  Virginia,  a small 
town  just  west  of  the  Blue  Ridge  Mountains 
from  Charlottesville.  One  per  cent  of  the 
girls  were  found  to  have  persistent  bacteri- 
uria;  no  cases  were  found  in  boys.  By 
persistent  bacteriuria  we  mean  that  the 
child  had  counts  in  excess  of  100,000  per 
milliliter  on  three  consecutive  occasions, 
and  in  most  cases  wre  confirmed  clean  voided 
urine  counts  by  catheterized  specimen  at  the 
time  of  urologic  study. 

I will  summarize  briefly  our  experience 
with  a much  more  extensive  study  which  was 
completed  several  months  ago  in  Char- 
lottesville, Albemarle  County.  This  county 
basically  is  a rural  county  with  only  one 
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TABLE  I.  Girls  with  persistent  bacteriuria  according  to  race  and  age 


Age 

Range 

(Years) 

Number 

Tested 

Pqopo  KmirtH 

UduCO  -L  U Ull LI 

Whito 

r\  1 o 

(Number)  (Per  Cent) 

(Number) 

(Per  Cent) 

(Number) 

(Per  Cent) 

5 to  9 

1,970 

3 

0.6 

11 

0.7 

14 

0.7 

10  to  14 

2,172 

2 

0.4 

25 

1.5 

27 

0.5 

15  to  19 

858 

5 

3.3 

10 

1.4 

15 

1.7 

20  to  24 

132 

2 

1.5 

2 

1.5 

Totals 

5,132 

10 

0.9 

48 

1.2 

58 

1.1 

city,  Charlottesville,  and  a population  of 
approximately  25,000. 

The  method  used  to  survey  the  school 
children  employed  a sterile  4V2-ounce  plastic 
cup  to  procure  the  urine  specimen.  Girls 
were  instructed  to  wash,  spread  the  labia, 
and  void  into  this  container.  The  boys 
were  directed  to  void  directly  into  it.  Con- 
tainers were  sealed,  refrigerated  immedi- 
ately, and  brought  to  the  laboratory.  With 
the  use  of  a disposable  pipet,  4 drops  were 
added  to  10  cc.  of  saline  diluent,  and  4 drops 
of  this  were  added  to  a Petri  dish,  giving  a 
dilution  of  approximately  1 : 1,000,  and  nutri- 
ent agar  was  added.  One  hundred  colonies 
on  the  plate  after  forty-eight  hours  of  incu- 
bation (100,000  colonies  per  milliliter)  gave  a 
presumptive  diagnosis  of  infection.  Two 
more  tests  were  done  under  direct  supervi- 
sion at  our  laboratory  employing  serologic 
pipets  to  be  more  certain  that  we  were 
dealing  with  true  bacteriuria.  The  patient 
must  be  cleaned  properly.  This  is  the 
crucial  point. 


Results 

In  Charlottesville,  Albemarle  County, 
there  are  approximately  5,500  school  girls; 
we  studied  4,910,  or  our  over-all  voluntary 
participation  in  this  program  was  90  per  cent 
of  all  school  children  enrolled  in  this  com- 
munity, indicating  the  amount  of  enthusiasm 
that  can  be  attained  in  a community  for 
such  a study.  The  rates  in  terms  of  county 
and  city  and  Negro  and  white  were  essen- 
tially identical. 

The  number  of  cases  found  is  shown  in 
Table  I.  The  findings  have  been  broken 
down  in  relation  to  age,  race,  and  total.  The 
over-all  prevalence  of  infection  in  girls  was 
1.1  per  cent.  We  found  58  new  cases  in 
this  population  of  approximately  5,000  girls. 
The  prevalence  rate  is  almost  identical  to 


that  observed  the  previous  year  in  Waynes- 
boro. The  rate  in  Negroes  is  0.9  per  cent 
and  in  whites,  1.2  per  cent;  there  are  no 
statistically  significant  differences  in  relation 
to  age  or  to  race. 

We  broke  down  our  groups  in  relation  to 
rural  versus  urban  populations  and  found  no 
differences  in  age  distribution  or  in  over-all 
rates  for  rural  Albemarle  County  or  urban 
Charlottesville. 

Our  experience  with  boys  is  as  follows. 
In  Waynesboro  we  studied  over  1,600  boys 
or  90  per  cent  of  the  population  of  boys  there. 
In  Charlottesville,  we  studied  almost  5,000 
boys  with  90  per  cent  participation.  In 
addition,  1,100  University  of  Virginia  stu- 
dents were  included.  Thus,  7,700  boys  were 
studied,  and  we  found  only  2 cases.  This  is 
a very  nonproductive  method  of  finding 
cases,  as  boys  have  bacteriuria  too  infre- 
quently to  make  surveys  worth  while. 

The  cases  in  boys  are  of  interest  in  that 
one  of  them  was  asymptomatic  at  the  time 
he  was  found  to  have  bacteriuria.  Before 
we  could  obtain  a third  culture  to  confirm 
the  case,  he  was  admitted  to  the  hospital 
with  overt  clinical  pyelonephritis,  character- 
ized by  severe  bilateral  flank  pain,  chills,  and 
fever,  and  he  responded  to  sulfonamide 
therapy.  I present  this  case  to  you  to  indi- 
cate that  in  some  instances,  at  least,  we  can 
say  that  we  can  detect  a case  of  pyelone- 
phritis, so  to  speak,  before  it  occurs.  The 
patient  had  bacteriuria  and  then  developed 
the  clinical  illness  subsequent  to  the  bac- 
teriuria. His  sister,  by  the  way,  was  found 
to  have  bacteriuria  as  well. 

A breakdown  of  the  bacterial  counts  in  74 
cases  which  we  found  in  Waynesboro  and 
Charlottesville  was  made.  I want  to  empha- 
size here  the  fact  that  100,000  colonies  per 
milliliter  is  fairly  low.  Only  25  per  cent 
of  our  children  had  counts  of  100,000. 
Most,  or  75  per  cent,  had  counts  of  a million 
or  excess  of  that  number,  so  that  they  were 
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TABLE  II.  Urologic  findings  in  64  school  children  with  bacteriuria 


Study 

Number 

Per  Cent 

Intravenous  pyelograms  performed 

64 

100 

Abnormal  findings 

14 

21.9 

Caliectasia 

10 

15.6 

Hydronephrosis 

2 

3.1 

Unilateral  small  kidney 

1 

1.6 

Unilateral  large  kidney 

1 

1.6 

Cystograms  performed 

63 

100 

Abnormal  findings 

28 

44.4 

Reflux 

15 

23.8 

Trabeculation 

8 

12.7 

Large  bladder 

6 

9.5 

Megacystis  syndrome 

6 

9.5 

mostly  in  the  10 6 or  107  range  rather  than 
the  100,000  range. 

Urologic  studies 

Table  II  shows  the  results  of  urologic 
studies  which  were  done  by  Dr.  Paquin 
and  his  group  on  64  children  submitted  to 
urologic  study. 

Intravenous  pyelogram.  Sixty -four  in- 
travenous pyelograms  were  performed,  of 
which  14  showed  abnormal  findings;  10, 
caliectasia;  2,  hydronephrosis;  1,  a uni- 
lateral small  kidney;  and  1,  a unilateral  large 
kidney.  The  most  frequent  finding  was 
caliectasia,  which  was  seen,  however,  in  only 
15  or  16  per  cent  of  these  children.  Re- 
member, these  were  children  who  were  found 
at  school.  We  looked  for  them;  they 
didn’t  come  to  us. 

Cystogram.  Sixty-three  cystograms  were 
performed  of  which  28  or  44  per  cent  showed 
abnormal  findings.  Reflux  was  found  in 
15,  trabeculation  of  the  bladder  in  8,  a large 
bladder  in  6,  and  what  probably  can  be 
described  as  a megacystis  syndrome  in  6. 
Thus  the  cystogram  was  much  more  reveal- 
ing of  lesions  than  was  the  intravenous 
pyelogram. 

In  regard  to  the  megacystis  syndrome, 
we  reviewed  Dr.  Paquin’s  records  for  the 
two  years  that  he  had  been  at  the  University 
of  Virginia  Hospital  and  the  records  of  his 
staff  in  relation  to  the  10,000  children  who 
were  in  our  study  population.  We  wanted 
to  see  if  any  of  these  children  had  been  seen 
by  the  urologic  staff  over  a two-year  period 
before  we  had  found  them  at  school.  We 
found  that  Dr.  Paquin  and  his  group  had 
seen  6 cases  of  megacystis  syndrome  in  that 
group  who  came  to  him  by  referral.  We 


added  6 more  cases  to  his  experience  by 
doing  our  own  survey. 

Recent  symptoms,  past  history 
of  infection,  and  pyuria 

Table  III  summarizes  the  relation  be- 
tween recent  symptoms,  past  history  of  in- 
fection, and  pyuria  to  the  abnormalities  found 
on  intravenous  pyelogram  or  cystogram. 
In  terms  of  recent  symptoms,  44  per  cent  of 
these  girls  did  have  some  symptoms.  I 
think  this  is  important.  We’re  not  talkin 
about  asymptomatic  bacteriuria;  we  re 
talking  about  a phenomenon  which  occurs 
in  association  with  mild  symptoms  in  about 
half  of  our  children.  These  are  mild  symp- 
toms, however,  in  the  sense  that  the  child 
may  have  frequency  or  urgency  or  burning 
and  so  forth,  but  not  enough  to  bring  her  to 
the  attention  of  a physician. 

Two  of  these  children  had  fevers  of  un- 
known origin.  Some  were  under  the  care 
of  excellent  physicians  who  apparently 
didn’t  examine  the  urine  adequately.  A 
past  history  of  infection  was  found  in  21  per 
cent  of  these  girls.  Pyuria  was  present  in 
about  37  per  cent,  as  defined  by  4 cells  per 
high-power  field  in  a sediment. 

In  looking  at  recent  symptoms,  past  his- 
tory of  infection,  and  pyuria  in  relation  to 
abnormalities,  we  see  that  the  same  per- 
centage of  children,  with  or  without  recent 
symptoms,  had  abnormalities  by  intrave- 
nous pyelogram.  Somewhat  more  had  ab- 
normalities by  intravenous  pyelogram  when 
they  had  a past  history  of  infection  and 
somewhat  more  with  pyuria. 

In  terms  of  cystogram,  abnormal  findings 
occurred  in  about  the  same  number  of  pa- 
tients with  recent  symptoms,  with  past 
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TABLE  III.  Relation  of  recent  symptoms,  past  history  of  infection,  and  pyuria  to  findings  on  cystogram 
and  intravenous  pyelogram  in  62  schoolchildren  with  bacteriuria  in  whom  both  studies  were  performed 


Abnormal  Findings 

Children  Intravenous 

Possible  Indication  . — • Studied . , Pyelogram . . Cystogram- 

of  Infection  Number  Per  Cent  Number  Per  Cent  Number  Per  Cent 


Recent  symptoms 
Yes 

27 

43.5 

6 

22.2 

11 

40.7 

No 

35 

56.5 

7 

20 

17 

48.6 

Past  history  of  infection 

Yes 

13 

21 

4 

30.8 

6 

46.2 

No 

49 

79 

9 

18.4 

22 

44.9 

Pyuria 

Yes 

23 

37.1 

7 

30.4 

9 

39.1 

No 

39 

62.9 

6 

15.4 

19 

48.7 

Totals 

62 

100 

13 

21 

28 

45.2 

history  of  infection,  and  with  pyuria. 

The  striking  fact  in  this  table  is  that  it  is 
very  difficult  to  decide  what  the  extent  of 
urologic  abnormalities  will  be  on  the  basis  of 
these  three  major  findings  which  we  rely  on 
clinically:  recent  symptoms,  past  history 

of  infection,  and  pyuria.  For  that  reason, 
all  we  can  say  then  is  that  if  a child  in  this 
population  has  persistent  bacteriuria  in  ex- 
cess of  100,000,  the  likelihood  of  her  having 
abnormalities  on  intravenous  pyelogram  or 
cystogram  are  just  as  great  with  or  without 
symptoms. 

Accordingly,  we  advocate  rapid  referral  to 
urologists  for  adequate  studies  on  all  such 
children. 

Family  history 

To  determine  the  relation  of  heredity  to 
urinary  tract  infections,  family  history  was 
obtained  on  the  families  of  55  cases  as  well 
as  a family  history  from  children  who  had 
negative  results  and  who  sat  right  next  to 
patients  with  infections  in  the  schoolroom. 
Thus  we  could  compare  children  with  posi- 
tive and  children  with  negative  findings. 
They  were  matched  for  age,  rural  and  urban 
distribution,  and  race.  In  our  cases,  about 
3.6  per  cent  of  the  fathers  had  a past  history 
of  infection,  33  per  cent  of  the  mothers,  2 
per  cent  of  the  brothers,  and  18  per  cent  of 
the  sisters.  This  looks  as  though  there  is  a 
very  high  frequency  of  urinary  tract  infec- 
tions of  mothers  and  sisters  of  cases.  How- 
ever, when  we  look  at  the  controls  we  find 
that  27  per  cent  of  their  mothers  also  had  a 
past  history  of  infection  and  that  12.5  per 
cent  of  their  sisters  had  a past  history  of 
infection.  There  is  no  significant  statistical 


difference  between  cases  and  controls  in  rela- 
tion to  family  history. 

On  the  other  hand,  4 pairs  of  our  cases 
were  sisters,  and  2 pairs  were  cousins;  one 
of  their  mothers  had  had  a kidney  removed 
for  chronic  pyelonephritis.  Thus,  there  are 
some  cases  in  which  localization  among 
families  occurs,  but  in  the  over-all  population 
we  can’t  detect  this  familial  tendency. 

Comment 

We  may  summarize  our  point  of  view  in 
terms  of  the  epidemiologic  phenomenology 
of  urinary  tract  infections  in  schoolchildren 
as  follows.  First  of  all,  there  is  an  over-all 
prevalence  of  1.1  per  cent  in  girls.  There 
is  no  question  that  this  is  a solid  number; 
it  is  based  on  13,000  or  14,000  children 
studied  in  two  diverse  areas  with  a good 
distribution  in  terms  of  race  and  region. 

But  this  isn’t  all  that  is  occurring,  because 
new  cases  feed  into  this  prevalence  pool  all 
the  time.  There  also  may  be  spontaneous 
recovery  or  relapse.  We’re  not  aware  that 
this  exists,  but  it  cannot  be  excluded. 

We  don’t  known  how  much  coincidental 
illness,  for  example,  otitis  or  pneumonia, 
occurs  for  which  children  who  have  had  an 
undetected  urinary  tract  infection  are  treated 
with  broad -spectrum  antibiotics  of  sulfon- 
amides. These  children  may  have  a per- 
manent cure,  or  they  may  fail  and  go  back 
into  the  prevalence  number.  Thus  we  have 
a continuous  cycle  of  a prevalence  of  1.1  per 
cent  at  any  one  time,  but  new  cases  are  feed- 
ing in,  cases  are  coming  out,  relapse  is  occur- 
ring, and  so  forth,  and  some,  perhaps,  go 
into  permanent  cure. 

We  can  give  you  some  idea  of  the  rate  of 
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spontaneous  relapse  because  we  have  studied 
girls  now  for  over  a year  after  their  first 
completion  of  the  urologic  study.  These 
girls  were  treated  with  sulfonamides  for  a 
two- week  course;  the  organisms  were  eradi- 
cated in  about  80  per  cent.  We  then  fol- 
lowed them  at  three-month  intervals  and 
found,  within  a course  of  a year,  that  44  per 
cent  of  these  children  had  spontaneously 
relapsed. 

If  we  have  time  during  the  discussion, 
I’d  like  to  tell  you  about  the  nature  of  the 
Escherichia  coli  found  since  we  have  sero- 
typed  the  E.  coli  and  can  put  a very  good 
label  on  them.  This  method  provides  in- 
formation on  the  persistence  of  the  specific 
types  in  the  urine  and  the  nature  of  the 
serotypes  which  occur  on  relapse. 

I will  summarize  that  information  by  say- 
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P edi atrici an s have  had  great  success  in 
treating  infectious  diseases  by  means  of 
modern  drugs.  Consequently,  if  they  see  a 
patient  who  has  a urinary  tract  infection, 
it  would  be  natural  and  proper  to  identify 
the  organisms  and  apply  the  proper  drugs. 
However,  the  pediatrician  is  likely  to  be 
disappointed.  The  infection  will  probably 
subside  to  some  extent  clinically;  it  may 
even  disappear  temporarily.  But  sooner  or 
later  the  majority  have  another  infection. 
This  is  sometimes  baffling  to  pediatricians. 
If  these  drugs  work  so  well  with  infectious 
diseases,  why  not  in  the  urinary  tract,  too? 


ing  that  our  evidence  thus  far  for  sulfon- 
amides reveals  that  this  drug  eradicates  the 
initial  infection  and  that  when  reinfection 
occurs  it  is  from  another  source.  It  is  not 
from  endogenous  relapse  in  the  kidney  itself 
where  our  focus  may  have  been  in  the  past. 
There  appear  to  be  reinfections  in  this  group 
of  children  with  bacteriuria. 

Albert  J.  Paquin,  M.D. : I would  like  to 

say  that  I have  the  privilege  of  working  with 
Dr.  Kunin  on  this  study.  There  are  two 
points  that  ought  to  be  emphasized.  One 
is  that  the  urologic  examinations  weren’t 
complete  but  were  more  or  less  screening 
tests  in  the  form  of  intravenous  pyelograms 
and  cysto grams.  Second,  these  were  school- 
children,  and  we  have  no  information  rela- 
tive to  the  incidence  of  urinary  infections  in 
children  in  the  preschool  period. 


All  urinary  tract  infections  were  at  one 
time  idiopathic.  For  many  years,  urologists 
have  had  the  much-maligned  catheter  as  a 
tool  with  which  to  study  these  patients. 
For  sixty  some  years  there  have  been  x-ray 
facilities  to  study  these  patients.  And 
there  is  that  marvelous  instrument,  the 
cystoscope,  also  much  maligned.  One  hears 
a lot  about  idiopathic  pyelonephritis  being 
caused  by  these  instruments,  maybe  not  by 
the  x-ray  machine  itself,  but  certainly  by 
the  catheter  and  cystoscope.  Experience 
is  a great  school,  and  perhaps  urologists  will 
learn  in  no  other,  but  urologists  have  become 
almost  fanatic  on  obstruction  as  the  back- 
ground of  urinary  tract  infections  at  all  ages, 
and  especially  in  children.  Now,  there  are  a 
number  of  causes  for  persistent  or  recurring 
urinary  tract  infection,  but  in  children  over 
90  per  cent  are  obstructive  in  nature,  that 
is,  an  obstruction  has  prepared  the  “soil” 
in  the  urinary  tract  which  permits  these 
evil  invaders  to  get  in  to  have  this  battle 
with  the  good  forces  of  the  body. 

But,  as  you  see,  it  is  the  nature  of  the 
battlefield  that  has  most  to  do  with  this. 
It’s  not  just  a question  of  good  versus  the 
bad,  and  one  must  know  the  terrain  on  which 
this  campaign  is  being  fought.  If  you  don’t 
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know  that,  you  aren’t  going  to  get  very  far 
by  a little  bolstering  of  the  good  forces  and 
a weakening  of  the  bad  forces. 

Deformities  of  the 
urinary  tract 

The  vast  majority  of  these  obstructions 
in  childhood  represent  deformities  of  the 
urinary  tract.  I am  not  able  to  recognize 
all  the  deformities  of  the  urinary  tract, 
even  with  the  aid  of  these  marvelous  cathe- 
ters, cystoscopes,  and  x-ray  machines.  One 
still  hears  about  idiopathic  urinary  tract 
infections,  and  indeed  they  still  exist.  But 
as  knowledge  has  progressed,  the  number  of 
idiopathic  infections  in  the  urinary  tract, 
in  adults  or  children,  has  steadily  decreased. 
Most  cases  of  pyelonephritis  encountered  in 
a general  hospital  are  not  idiopathic.  Pyelo- 
nephritis in  cases  of  enlarged  prostates, 
stones  in  the  kidneys,  tuberculosis,  and  so 
on,  is  not  agnogenic.  But  once  upon  a time 
such  cases  were  idiopathic  too. 

It  is  now  realized  that  the  urinary  disor- 
ders of  children  are  not  mere  miniatures  of 
those  in  adults.  The  reason  is  that  these 
obstructions  in  children  are  nearly  always 
in  the  nature  of  an  anomaly,  a deformity. 
This  doesn’t  mean  that  the  urinary  tract  is 
plugged  up  grossly  in  every  case.  There 
often  is  an  obstruction  in  the  urinary  tract 
which  is  compensated  for,  yet  that  urinary 
tract  is  more  likely  to  become  infected  than 
a normal  one. 

If  a bladder  has  worked  hard  and  become 
thick-walled  and  there  is  a big  residual  urine, 
this  is  a decompensated  obstructed  bladder. 
This  is  prostatism  that  we  know  so  well  in 
adults.  But  how  about  the  child  who  has 
difficulties  but  who  doesn’t  have  trabecula- 
tion  or  a major  residuum?  It  is  possible 
that  such  a child  can  have  a compensated 
form  of  obstruction.  Urologists  have  be- 
come, by  necessity,  hunters  for  obstructions. 
We  urologists  like  these  modern  antibacterial 
drugs.  They  give  us  much  room  for  maneu- 
ver on  this  battlefield,  but  we  still  have  to 
look  for  obstructions  to  win  the  campaign. 

The  obstructions  that  occur  in  childhood 
have  one  interesting  difference  from  most 
of  those  in  adults:  Namely,  the  ob- 

struction itself  is  not  intrinsically  progres- 
sive. The  patient  is  born  with  it,  and  it 
grows  only  in  proportion  to  the  general 
growth.  The  effects  of  this  obstruction 


may  be  cumulative,  especially  with  super- 
imposed infection.  The  destruction  of  the 
kidneys  may  well  be  progressive,  but  the 
obstruction  is  not  progressive  in  itself.  In 
adults,  when  the  prostate  enlarges,  it  tends 
to  continue  to  enlarge,  that  is,  the  disorder 
that  is  producing  the  obstruction  tends  to 
be  progressive. 

As  I mentioned  before,  I believe  that  there 
are  a number  of  obstructions  that  we  are 
still  unable  to  recognize,  and  especially  ob- 
structions which  may  be  partially  compen- 
sated for.  Nearly  half  of  the  recognizable 
obstructions  in  children  are  at  the  bladder 
neck,  and  a somewhat  smaller  number  are 
at  the  uteropelvic  junction.  Nearly  every- 
one here  would  recognize  a major  ob- 
struction at  the  uteropelvic  junction.  These 
kidneys  don’t  drain  properly.  You  can 
fill  them  up,  take  delayed  pictures,  and  show 
that  they  don’t  drain  properly.  These  are 
decompensated.  About  fifty  years  ago,  it 
was  difficult  to  arrive  at  this  diagnosis.  In- 
travenous pyelography  was  not  available, 
and  so  retrograde  studies  were  done  via 
cystoscopy,  sodium  iodide,  or  some  other 
irritating  contrast.  Back  in  the  time  of  the 
Civil  War,  you  couldn’t  arrive  at  the  diagno- 
sis at  all,  and  the  trouble  would  be  just  an 
idiopathic  urinary  infection;  but  now  it’s 
not  idiopathic,  it’s  obstructive  and  it’s 
congenital.  The  prospects  for  correction 
nowadays  are  excellent. 

The  kidney  can  be  destroyed  by  obstruc- 
tion alone.  It  does  not  have  to  become 
infected,  although  obstruction  and  infection 
are  the  Siamese  twins  of  urology. 

Every  year  we  run  into  several  severely 
infected  children  who  have  a duplication 
of  the  urinary  tract  on  one  or  both  sides. 
These  reduplications  are  often  missed  be- 
cause they’re  not  thought  of.  The  most 
obstructed  segment  may  have  such  poor 
function  that  it  will  not  show  by  intravenous 
pyelography.  A ballooning  of  the  lower 
end  of  the  ureter  into  the  bladder,  a uretero- 
cele, is  found  fairly  often  in  cases  of  ureteral 
duplication.  Such  a thing  obstructs  the 
bladder,  and  if  it  obstructs  the  bladder,  it 
will  also  obstruct  the  two  good  systems  that 
are  also  present.  Infection  in  such  a case 
may  at  first  seem  very  mysterious.  We 
have  had  a couple  of  children  who  have 
died  because  of  the  fulminating  nature  of 
infections  in  association  with  such  major 
obstruction. 
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Some  obstructions  are  not  found  immedi- 
ately. One  little  girl  with  recurrent  urinary 
infections  had  an  intravenous  pyelogram 
showing  normal  findings,  but  on  a complete 
study  we  found  a mild  but  definite  obstruc- 
tion at  the  junction  of  the  ureter  with  the 
bladder  on  each  side. 

A high  percentage,  about  70,  of  little  boys 
with  imperforate  anus  have  a fistula  between 
the  stump  of  the  bowel  and  the  base  of  the 
bladder  or  prostatic  area.  If  you  find  the 
fistula,  that  would  seem  to  account  for  any 
urinary  infection.  However,  one  child  with 
imperforate  anus  had  a hydronephrosis 
on  one  side  from  ureterovesical  obstruction, 
in  addition.  So  if  you  find  one  explanation, 
don’t  be  satisfied  too  readily.  Look  over 
the  rest  of  the  child. 

Cystou  reth  rogra  phy 

The  cystourethrogram  has  come  into 
great  importance  in  recent  years  as  a diag- 
nostic tool,  and,  as  Dr.  Kunin  pointed  out, 
he  and  his  coworkers  picked  up  about  twice 
as  many  abnormalities  by  the  cystourethro- 
gram as  by  intravenous  pyelography  in  their 
particular  study.  There  are  a number  of 
experimental  methods  for  doing  cystoure- 
thrography. A retrograde  urethrogram  on 
one  little  boy  gave  evidence  of  vesical  tra- 
beculation  and  a somewhat  wide  prostatic 
urethra.  On  a voiding  urethrogram,  how- 
ever, a hugely  dilated  posterior  urethra 
was  found  to  be  sharply  marked  off  at  about 
the  triangular  ligament.  This  is  typical  of 
congenital  valves  of  the  posterior  urethra, 
but  they  are  detected  by  voiding  cysto- 
urethrograms,  not  by  retrograde  ones.  An 
intravenous  pyelogram  would  show  you 
almost  nothing  in  such  a case  unless  there 
is  a hydronephrosis  also. 

To  illustrate  the  necessity  of  systematic 
voiding  cystourethrography,  a little  girl 
with  repeated  urinary  tract  infections  had 
an  intravenous  pyelogram  showing  normal 
findings.  Even  the  bladder  shadow  looked 
satisfactory.  This  little  girl  had  two  cysto- 
scopic  examinations  by  different  urologists, 
and  they  said  there  was  nothing  abnormal 
to  be  seen  in  the  bladder  or  anywhere  along 
the  urethra.  She  must  get  infected  just 
because  the  organisms  are  so  strong  and 
she  is  so  weak!  Perhaps,  the  dirty  perineum 
theory  applies,  that  is,  motile  organisms  from 
a contaminated  perineum  ascend  the  short 


female  urethra,  and  on  that  account  alone 
infection  occurs.  I have  no  doubt  that  all 
perineums  are  contaminated,  that  female 
urethras  are  relatively  short,  and  even  that 
motile  organisms  often  enter  the  urethra. 
I do  not  believe  that  these  items  constitute 
the  principal  fundamental  cause  of  an  infec- 
tion. Infection  is  just  not  common  enough, 
for  one  consideration.  This  same  little  girl 
then  had  a cystogram.  A catheter  was  put 
in,  some  contrast  instilled,  and  a picture 
made.  The  bladder  appeared  a little  flat- 
tened but  nothing  much  abnormal  was  evi- 
dent. So  one  could  say,  “With  these  normal 
pyelograms,  cystoscopies,  and  cystograms, 
the  urinary  tract  is  all  right,  and  just  these 
bad  organisms  from  the  contaminated 
perineum  cause  infection.” 

However,  if  the  bladder  was  filled  at  a 
pressure  of  15  cm.  of  water  by  gravity,  this 
bladder  was  too  big.  This  pressure  is  a 
usual  one  at  which  the  bladder  retains  urine 
comfortably.  Studies  of  normal  bladders  at 
this  distending  pressure  have  established  a 
norm  for  comparisons.  When  the  pressure 
was  doubled,  reflux  was  then  evident  on  one 
side.  Reflux  is  abnormal  at  any  pressure. 
Up  until  about  five  years  ago,  one  could  find 
champions  of  reflux  being  normal  in  a portion 
of  all  children.  Reflux  is  often  cited  as 
being  normal  in  rabbits.  If  you  could 
transfer  from  rabbits  to  human  beings, 
human  beings  should  also  have  long  ears,  a 
cottontail,  and  a harelip,  to  be  normal. 
When  this  girl  voided  there  was  bilateral 
reflux. 

This  child  had  what  we  call  megacystis 
syndrome,  a primarily  abnormal  urinary 
tract,  not  a normal  one  which  became 
mysteriously  infected.  Improved  methods 
of  diagnosis  removed  this  case  from  the 
group  of  idiopathic  infections.  After  bi- 
lateral reimplantation  of  the  ureters  and  a 
Y-V  enlargement  of  the  vesical  outlet,  she 
has  been  asymptomatic  with  clear  urine 
while  off  all  drugs  for  over  a year.  You 
will  note  that  these  operations  are  anti- 
obstructive in  nature. 

Idiopathic  group 

An  idiopathic  group  still  remains,  how- 
ever. This  group  is  representative  of  the 
deficiencies  in  modern  knowledge,  but  the 
progressive  reduction  in  the  size  of  the  group 
is  encouraging.  Let  us  consider  the  cases  of 
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TABLE  I.  V-V  plasty  on  infected  children  (follow-ups  of  eighteen  months  or  more) 


Vesical 

^—Residuum — Hydronephrosis  . Reflux * . Pyuria > 


Pre- 

Post- 

Pre- 

Post 

Pre- 

Post- 

Pre- 

Post- 

Num- 

opera- 

opera- 

opera- 

opera- 

opera- 

opera 

opera- 

opera- 

Obstruction 

ber 

tive 

tive 

tive 

tive 

tive 

tive 

tive 

tive 

Obvious 

14 

14 

0 

8 

2 

0 

0 

14 

3 

Reflux  and  suggestive 

23 

23 

1 

12 

3 

28 

12 

23 

7 

Vague 

10 

10  (up  to 
10  cc. 
only) 

0 

4 (minor) 

1 

0 

0 

10 

3 

47  infected  children  having  a Y-V  enlarge- 
ment of  the  vesical  outlet  as  their  only  sur- 
gery (Table  I).  Fourteen  had  obvious 
vesical  outlet  obstruction  but  no  reflux. 
The  results  of  Y-V  plasty  were  impressively 
good;  indeed,  all  were  improved  and  most, 
apparently,  cured  altogether.  In  23  cases 
of  ureteral  reflux  and  variable,  sometimes 
indefinite,  evidence  of  vesical  neck  obstruc- 
tion, the  results  were  good  but  not  as  good 
as  in  the  first  group.  Reflux  disappeared 
in  a little  over  half  and  pyuria,  while  off 
drugs,  in  about  two  thirds.  In  this  series, 
all  the  reflux  that  disappeared  was  that 
occurring  only  at  high  pressures;  and  none 
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Dr.  Marshall  has  given  you  a very  effec- 
tive and  very  thorough  survey  of  the  usual 
methods  that  are  available  to  us  to  study 
urinary  tracts  in  these  children.  My 
assignment  here  is  to  dwell  a little  on  the 
technical  details  of  how  we  can  test  the  blad- 
der outlet  to  find  out,  first  of  all,  if  it  is 
obstructed  and  how  severe  the  obstruction 
is  and,  second,  what  the  outlook  is  for  the 
future;  that  is,  whether  very  gentle, 


disappeared  when  originally  evident  at  15 
cm.  or  less  of  water  pressure.  We  now  are 
strongly  inclined  to  reimplant  the  ureter 
when  reflux  occurs  at  low  pressures.  Ten 
children  had  only  vague  evidence  of  vesical 
neck  obstruction,  but  we  could  find  no 
other  suggestion  of  structural  abnormality 
to  account  for  this  very  troublesome  infec- 
tion. 

The  Y-V  plasty  was  employed  as  an  em- 
pirical study  on  a theoretical  basis.  Half 
appear  to  have  been  cured  altogether,  but  3 
or  4 remain  as  a quite  idiopathic  group.  It 
is  important  to  note  that  none  of  these 
children  was  made  worse. 


easy  treatments  might  suffice  to  bring  about 
a cure,  or  whether  more  radical  treatment 
might  be  needed. 

Testing  of  bladder  outlet 

I should  like  to  speak  for  just  a moment 
about  the  details  of  how  we  test  the  bladder 
outlet  in  these  children.  Of  course,  we  can 
catheterize  them  to  find  out  if  residual  urine 
is  present,  and  the  resistance  with  which  the 
catheter  goes  in  may  give  us  some  clue  as  to 
the  presence  of  very  tight  bladder  outlet. 
More  often,  the  catheter  will  go  in  with  only 
slight  resistance,  leaving  some  doubt  as  to 
exactly  how  tight  the  bladder  neck  is. 

To  test  this,  we  use  a different  type  of 
instrument,  called  bougie  a boule.  In 
essence,  it  is  a little  olive-shaped  bead  on 
the  end  of  a rod,  and  one  can  slip  this  in  and 
out  through  the  bladder  outlet  to  locate  the 
exact  site  of  the  obstruction  with  consider- 
able precision.  You  can  tell,  for  instance, 
whether  or  not  the  tightest  spot  is  immedi- 
ately at  the  bladder  neck,  where  a thickened 
detrusor  might  be  causing  the  obstruction. 
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If  so,  an  operation  which  would  widen  just 
this  part  of  the  urethra  would  be  effective. 
On  the  other  hand,  if  the  obstruction  is 
far  down  at  the  meatus,  a simple  mea- 
totomy  (opening  of  the  meatus)  might  be 
sufficient.  If  it  was  in  the  middle,  one  would 
have  to  dilate  the  entire  urethra  vigorously, 
with  sounds.  Thus  it  is  possible  by  this 
means  to  localize  much  more  exactly  the 
precise  point  of  the  obstruction. 

As  has  been  brought  out,  the  cysto- 
scope  is  not  quite  as  effective  for  this 
purpose  as  we  would  like  it  to  be.  One 
can  look  up  and  down  the  urethra  with  a 
urethroscope  (a  special  kind  of  cystoscope) 
and  still  be  uncertain  as  to  whether  there  is 
obstruction  there  or  not.  Then  you  can 
overdistend  the  bladder,  hoping  to  make  the 
obstructive  ring  stand  out  tightly  against 
the  remaining  stretched  tissue.  This  may 
help,  but,  again,  one  cannot  depend  on  this. 
The  cystoscope  may  be  helpful,  but  is  not 
quite  as  helpful  as  we’d  like  it  to  be.  Of 
course,  the  cystoscope  will  reveal  the  tra- 
becuiation  that  Dr.  Marshall  spoke  about, 
in  which  you  can  see  the  bladder  wall  raised 
up  in  muscular  ridges  as  evidence  that  it 
has  been  pushing  against  an  obstruction 
of  considerable  magnitude. 

The  various  cystograms  that  have 
been  described  are  very  informative. 
We  find,  for  instance,  that  if  you  fill  the 
bladder  with  contrast  medium  and  wait  for 
half  an  hour,  you  will  detect  reflux  many 
more  times  than  if  you  take  just  one  straight- 
away film  with  the  bladder  filled. 

Physiologic  testing 

Most  of  the  technics  of  which  we  have 
spoken  and  the  examples  shown  have  been 
very  well  worked  out  and  are  helpful,  but 
the  really  big  advance,  I think,  that  is  being 
made  is  in  physiologic  testing  methods. 
We  are  right  in  the  midst  of  a technologic 
revolution;  by  virtue  of  a host  of  electronic 
and  other  testing  equipment,  we  are  now 
able  to  add  much  more  diagnostic  informa- 
tion on  the  status  of  each  patient.  We  are 
now  able  to  give  you  a functional  picture 
of  the  condition  of  the  obstructed  bladder. 
We  can  do  this  by  measuring  the  rate  of 
flow  of  the  urine  as  the  child  is  voiding  and 
simultaneously  measuring  the  pressure 
within  the  bladder.  This  is  much  more 
important,  much  more  illuminating,  than 


you  might  think,  because  by  this  method  we 
can  make  a calculation,  dividing  the  bladder 
pressure  by  the  flow  rate,  and  can  tell  you 
what  the  resistance  of  the  bladder  outlet  is. 
This  is  an  application  of  Ohm’s  law,  ac- 
tually, which  makes  it  possible  to  express  the 
resistance  of  the  bladder  neck  as  a mathe- 
matical figure;  a figure,  for  example,  of 
three.  Now  if  you  stretch  the  bladder  neck 
and  try  to  relieve  this  obstruction  by  simple 
dilating  of  the  bladder  neck  with  dilators  at 
intervals,  under  anesthesia,  so  that  the  child 
is  not  traumatized  psychologically,  and  if 
you  then  retest  the  child  after  this  dilation 
and  the  figure  representing  resistance  has 
now  fallen,  for  example,  to  two,  then  you 
know  that  your  treatment  is  effective,  and 
you  may  continue  with  some  reasonable 
assurance  that  you’re  on  the  right  track. 

On  the  other  hand,  if,  after  dilating  the 
bladder  neck,  you  find  that  you  have  not 
improved  the  bladder  outlet  resistance  and 
you  dilate  it  again  and  again,  over  the  course 
of  a year,  for  example,  getting  nowhere  in 
decreasing  the  bladder  outlet  resistance,  then 
you  know  that  you  must  go  on  to  something 
more  vigorous.  This  may  take  the  form 
of  transuretheral  resection  of  the  bladder 
outlet,  or  what  has  been  referred  to  as  a 
Y-V  operation,  which  widens  the  bladder 
outlet  surgically  and  reduces  the  bladder 
outlet  resistance  even  more  effectively. 

Therefore  physiologic  testing  is  the  big 
new  frontier.  It  can  be  helpful  by  these 
electronic  tests  or  other  pressure  tests.  It 
can  be  helpful  by  visualizing  the  action  of 
the  bladder  with  cinefluouroscopy.  All 
of  these  are  a great  eye-opening  experience 
as  you  watch  the  testers  perform. 

Of  course,  the  most  basic  physiologic  test 
is  just  to  watch  the  child  void.  If  a baby 
has  to  strain  and  push  to  get  the  urine  out, 
you  known  that  she  is  in  trouble,  and  you 
can  evaluate  the  extent  of  the  trouble  by 
doing  other  more  complex  tests. 

I know  that  one  of  the  problems  is  that 
all  of  this  equipment  is  expensive.  It 
takes  a lot  of  manpower.  For  years  we  had 
this  obstacle  to  using  it.  Now  that  it  is 
coming  into  wider  use,  I suspect  that  centers 
might  be  set  up  around  the  country  in  dif- 
ferent areas  to  do  this  kind  of  testing; 
the  patients  would  be  referred  back  to  their 
own  doctors  for  treatment  and  perhaps  sent 
again  for  re-evaluation  after  awhile.  These 
technics  are  great  improvements  over  the 
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old  system  of  just  empirical  testing  whereby 
you  treated  the  child  and  then  watched  to 
see  whether  or  not  she  got  better,  the  in- 
fection cleared  up,  and  the  dilation  of  the 
urinary  tract  decreased  or  worsened.  The 
trouble  with  that  system  was  that  if  the  kid- 
neys did  worsen  under  the  impact  of  the 
influences  that  Dr.  Marshall  brought  out,  the 
child  was  further  damaged  before  you  got 
around  to  the  next  step.  Now  we  are  able 
to  prognosticate  a little  more  accurately, 
in  advance,  about  what  the  situation  is 
and  what  needs  to  be  done. 

I would  like  to  refer  to  a few  conditions 
to  supplement  what  Dr.  Marshall  has  de- 
scribed. 

In  reference  to  the  actual  pathology, 
valves  are  a membrane  across  the  bladder 
outlet,  which  you  can  see  as  a V-shaped  ob- 
structing membrane  in  the  prostatic  urethra. 
These  are  called  true  valves  of  the  urethra 
and  are  really  quite  rare,  but  they  are  picked 
up  very  easily  by  the  urethrographic  technic 
which  Waterhouse1  was  particularly  help- 
ful in  developing. 

There  may  be  tremendous  dilatation  of  a 
bladder  with  reflux,  which  may  be  due  to 
the  simplest  kind  of  obstruction,  such  as 
a constriction  of  the  meatus.  We  did  not 
know  whether  the  pressures  which  were 
being  developed  were  excessive  or  not. 
Physiologic  testing  can  also  be  done  by  x-ray 
by  such  devices  as  triple  voiding.  You 
can  have  the  child  void  once,  void  again,  and 
void  a third  time,  and  in  this  way  you  can 
study  the  effectiveness  in  emptying.  When 
there  is  a neurogenic  bladder,  a treatment 
such  as  transurethral  resection  of  the  blad- 
der outlet  is  often  not  effective  for  long 
because  the  bladder  wall  is  in  truth  damaged 
and  cannot  perform  well.  This  triple  void- 
ing technic,  incidentally,  was  developed  by 
Stephens2  in  Australia. 

Another  technical  device  that’s  been 
thought  up  to  try  to  test  children  who  have 
slight  impairment  of  the  bladder  function 
is  the  cystogram  using  floating  iodized  oil 
(Lipiodol).  This  is  a substance  which  you 
put  into  the  bladder  along  with  ordinary  con- 
trast medium.  The  child  may  be  able 
to  void  the  ordinary  contrast  medium  out 
fairly  well,  but  unless  the  bladder  is  really 
truly  effective  in  emptying  itself,  a little 
of  this  floating  iodized  oil  will  be  left  behind. 
It  will  float  up  to  the  dome  and  will  not 
be  voided  out  with  the  rest  of  the  material. 


A cystogram  will  disclose  the  residual  con- 
trast medium  in  the  bladder. 

Conventional  cystography  by  the  post- 
voiding  plate  may  indicate,  as  far  as  you 
can  tell,  that  the  bladder  worked  quite  well. 
It  emptied  itself  very  well.  However,  if 
one  adds  a little  of  the  floating  iodized  oil 
and  then  has  the  child  void,  you  see  droplets 
of  the  oil  which  have  remained  behind.  So 
here  you  have  an  indication  that  this  child 
does  have  impairment  of  bladder  function 
which  was  not  detected  by  the  conventional 
cystogram.  One  of  the  technical  headaches, 
of  course,  with  tiny  infants  is  that  they 
will  not  void  on  command.  You  have  to 
wait  around  until  they  void,  and  the  cysto- 
grams  are  not  quite  as  easily  manageable, 
especially  if  you’re  doing  a great  many. 
In  these  tiny  children,  the  floating  iodized 
oil  can  be  used  as  a device  to  get  around  the 
inability  of  the  child  to  void  when  you  want 
him  to  as  in  ordinary  cystograms. 

Bladder  outlet  resistance 

Now,  to  get  on  to  functional  testing,  the 
ordinary  bladder  pressures  at  the  moment 
of  voiding  may  run  to  the  order  of  60  cm. 
of  water  and  flow  rates  to  20  cc.  per  second; 
when  you  divide  these  into  one  another,  you 
come  out  with  a figure,  for  example,  of  3, 
which  is  normal.  The  urine  flow  rate  and 
the  bladder  pressure,  combined  by  simple 
arithmetic,  give  a very  definite  figure, 
which  you  can  depend  on  to  represent  blad- 
der outlet  resistance. 

Now,  suppose  you  have  a patient  with  a 
relatively  normal  bladder  pressure  and 
everything  looks  all  right,  but  the  flow  rate 
is  very  slow.  The  flow  rate  is  related  to 
the  slope  of  a curve,  representing  the  amount 
of  urine  voided.  If  that  curve  goes  up 
very  steeply,  it  is  a rapid  flow  rate.  If 
it  goes  up  very  slowly,  it  is  a slow  flow  rate. 
These  are  easily  calculated.  By  dividing 
the  one  into  the  other  you  find  that  while 
the  pressure  is  normal  and  you  might  think 
all  is  well,  the  flow  rate  produced  by  that 
pressure  is  completely  inadequate.  There- 
fore, when  you  figure  this  out,  it  comes  out 
to  a resistance  factor  of  6,  for  example,  and 
you  know  that  there  is  trouble.  So  neither 
the  flow  rate  alone  nor  the  pressure  alone 
is  sufficient.  You  must  have  both  of  them 
if  you  are  going  to  study  bladder  outlet 
resistance  adequately. 

Another  factor  that  must  be  recognized  is 
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that  abdominal  straining  can  bounce  the 
pressure  in  the  bladder  up  tremendously. 
The  first  portion  of  a graph  shows  a rather 
conventional  bladder  pressure  brought  about 
by  straining,  but  when  the  child  strains 
harder,  the  pressure  goes  up  tremendously. 
Therefore  abdominal  pressure  is  a factor  in 
the  voiding  pressure  and  must  always  be 
brought  into  the  picture;  it  must  be  realized 
that  straining  influences  the  whole  matter. 
It  becomes  very  important  in  the  fact  that 
if  you  have  a child  with  a dilated,  decom- 
pensated, perhaps  refluxing  urinary  tract, 
you  must  not  let  him  strain;  you  must  try 
as  much  as  possible  to  encourage  the  art  of 
what  C.  M.  Stewart,  M.D.,  of  California  re- 
fers to  as  gently  voiding. 3 This  is  important 
because  the  more  times  a day  the  child 
strains  very  hard  and  pushes  the  column 
of  urine  from  the  dilated  tract  up  to  the  kid- 
neys, the  more  harm  is  done. 

The  art  of  measuring  these  pressures  is 
still,  I would  say,  in  a stage  of  development. 
I refer  to  such  graphs  of  the  pressures  of 
voiding  on  the  same  patient  which  were 
made  within  a few  minutes  of  one  another: 
One  graph  was  taken  through  a tiny  tube 
put  in  through  the  skin  of  the  abdomen  down 
into  the  dilated  bladder  and  left  in;  the 
pressure  was  measured,  giving  a curve  which 
rises  at  first  and  then  begins  to  drop  off  as 
the  bladder  empties;  and  then  the  child 
gave  a little  squeeze  of  his  perineum  and 
squirted  out  that  little  extra  spurt,  and  then 
the  pressure  slowly  dropped  down.  This 
is  in  contrast  to  the  second  graph  in  which 
a tube  was  introduced  through  the  urethra; 
the  irritation  and  partial  obstruction  of  the 
tube  in  the  urethra  brought  about  quite 
a different  set  of  pressures,  with  the  child 
getting  higher  pressures,  straining  a bit 
to  the  point  of  going  completely  off  the 
graph.  The  technical  details  of  how  to  dif- 
ferentiate these  various  factors  is  one  of  our 
problems. 

I must  say  here  that  to  hook  on  a simple 
water  manometer  is  not  really  nearly  as 
good  as  to  hook  on  an  electronic  pressure- 
sensing device  which  is  quite  simple  and 
gives  a much  more  accurate  picture  of  what 
is  going  on. 

Recent  advances 

Finally,  we  have  tried  to  get  around  or 
get  away  from  the  necessity  of  puncturing 


the  bladder  wall  and  thus  perhaps  upsetting 
its  characteristics,  or  leaving  a catheter 
in  the  urethra,  which  upsets  the  voiding 
characteristics.  One  of  the  ways  we  have 
tried  to  do  this  is  to  develop  a tiny  radio 
set  which  looks  big  but  which  is  really 
very  tiny.  It  is  only  4 cm.  long,  but  it  has 
a battery  in  it  and  will  send  out  an  FM 
signal  reporting  the  pressure  in  the  bladder. 
There  are  no  wires,  no  punctures,  no  tubes, 
and  so  forth,  and  the  nose  cone  that  we  made 
on  the  end  of  it  is  designed  so  that  you  can 
go  in  with  an  ordinary  grasping  forceps  such 
as  we  use  through  the  cystoscope  all  the 
time,  grasp  that  knob  on  the  end,  and  pull 
it  out  when  you’re  through  with  it.  The 
pressures  that  we  can  read  with  this  corre- 
spond with  any  other  pressures  satisfactorily. 

We  do  have  headaches  with  the  present 
design  of  this  radio  set,  in  that  it  tends  to 
drop  down  into  the  bladder  outlet  and  cause 
severe  spasms  and  thus  great  fluctuations 
of  bladder  pressure,  so  that  our  new  project 
is  to  try  to  design,  or  have  designed,  a very 
tiny  radio  set,  much  smaller  than  the  pre- 
vious one,  by  eliminating  the  battery  and 
powering  it  by  external  impulses  from  a ra- 
dio beam  that  is  aimed  at  the  radio  set  and 
pulsed  at  it,  causing  it  to  resonate  back  the 
signals  intermittently.  If  you  do  this  rap- 
idly, you  get  a moving  picture  just  as  you 
do  with  the  cinema.  As  to  the  problem 
of  the  radio  set  dropping  down  into  the  blad- 
der neck,  we  have  tried  to  get  away  from  this 
by  having  an  electromagnet  on  the  abdo- 
men. The  idea  is  to  hold  the  radio  set  up 
against  the  top  wall  of  the  bladder  to  keep 
it  from  dropping  into  the  bladder  neck  and 
giving  this  kind  of  irritation. 

The  essence  of  all  this  combines  to  make  a 
new  frontier  of  physiologic  testing  which 
I do  think  gives  us  a much  better  index  of 
how  serious  the  pathologic  condition  is,  what 
the  outlook  is,  how  drastic  we  are  going  to 
have  to  be  in  treating  the  condition,  and 
whether  or  not  our  treatments  are  helping 
the  child.  It  is  a real  step  forward. 
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T he  section  that  I wish  to  cover  is  the 
treatment  of  more  severely  damaged  blad- 
ders and  upper  tracts  than  those  Dr.  Mar- 
shall and  Dr.  Lattimer  have  been  discussing. 
Our  views  on  the  proper  treatment  of 
these  children  have  been  changing  over  the 
past  few  years,  and  I would  like  to  dem- 
onstrate these  changes  to  you  by  means 
of  some  cases. 

Bladder  neck  obstructions  may  be  pri- 
mary or  secondary.  Primary  obstructions 
we  believe  to  be  of  two  types.  Secondary 
obstructions  are  due  to  more  distal  obstruc- 


tion in  the  urethra  causing  hypertrophy  of 
the  internal  sphincter.  I shan’t  devote 
much  time  to  the  minor  but  still  extremely 
significant  obstructions  which  cause  rel- 
atively little  change  in  the  upper  urinary 
tracts  on  the  excretory  urogram. 

Primary  obstruction 

Until  relatively  recently,  it  had  been  our 
practice  to  treat  the  child  with  the  primary 
bladder  neck  obstruction  by  means  of  Y-V 
plasty  at  the  bladder  neck.  The  results, 
as  Dr.  Marshall  showed,  are,  in  general, 
satisfactory.  In  most  instances,  the  chil- 
dren get  great  improvement  in  their  upper 
urinary  tracts,  and  the  urinary  infection  dis- 
appears. We  found,  however,  a group 
which  did  not  seem  to  improve  following  ade- 
quately performed  Y-V  plasty. 

Figure  1 is  a drawing  illustrating  the  two 
types  of  primary  bladder  neck  obstruction. 
We  believe  that  in  the  first  type,  which  we 
describe  as  submucous  fibrosis,  the  disease 
is  limited  to  the  level  of  the  internal  meatus. 
In  these  patients  satisfactory  results  are 
obtained  by  Y -V  plasty.  In  the  second  type 
in  which  the  disease  is  not  so  limited  and 
seems  to  spread  all  the  way  down  the  pros- 
tatic urethra,  Y-V  plasty  is  not  enough. 
We  use  the  term  fibroelastosis,  proposed 


FIGURE  1.  Sketch  of  two  types  of  primary  bladder  neck  obstruction.  (A)  Submucous  fibrosis.  (B) 
Fibroelastosis. 
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FIGURE  2.  Seven-year-old  boy  with  fibroelastosis.  (A)  Voiding  cysto urethrogram  after  Y-V  plasty,  ob- 
structive tissue  still  present.  (B)  Voiding  cystourethrogram  after  transurethral  resection  of  obstructive 
tissue. 


FIGURE  3.  Three-month-old  patient  with  posterior  urethral  valve  and  development  of  secondary  bladder 
neck.  (A)  Voiding  urethrogram.  (B)  Same  patient  after  transurethral  removal  of  both  valve  and  bladder 
neck. 
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FIGURE  4.  (A)  Voiding  cystourethrogram  showing  posterior  urethral  valve;  well-developed  secondary  ob- 
struction at  bladder  neck.  (B)  Voiding  cystourethrogram  following  simple  valvulotomy. 


by  Bodian,  * to  describe  this  disease.  These 
children  we  have  now  begun  to  treat  by 
transurethral  resection  and  have  found  that, 
contrary  to  our  previous  opinion,  the  infant 
resectoscope  is  quite  a valuable  instrument 

* Bodian,  M.:  Some  observations  on  the  pathology  of 
congenital  idiopathic  bladder-neck  obstruction  (Marion’s 
disease),  Brit.  J.  Urol.  29:  393  (Dec.)  1957. 


for  the  removal  of  tissue,  and  large 
amounts  can  be  resected  with  comparative 
ease.  Figure  2A  is  the  voiding  cystogram 
in  a seven-year-old  boy  who  had  extremely 
severe  bilateral  hydronephrosis.  As  can 
be  seen,  he  has  no  reflux  on  these  voiding 
films.  A diagnosis  of  bladder  neck  obstruc- 
tion had  been  made  at  another  hospital, 
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FIGURE  5.  (A)  Preoperative  voiding  urethrogram  showing  valve  in  anterior  urethra.  Note  reflux  to  left 
kidney.  (B)  Postoperative  voiding  urethrogram  showing  disappearance  of  reflux  following  removal  of  ob- 
struction. 


and  Y-V  plasty  was  performed.  There  was 
no  improvement;  when  the  suprapubic  tube 
was  removed,  the  suprapubic  fistula  failed 
to  close,  and  he  was  seen  to  have  an  un- 
satisfactory urinary  stream.  We  thought 
that  we  could  see  why  he  was  in  trouble  on 
the  initial  voiding  urethrogram  because 
there  appears  to  be  obstructing  tissue  in  the 
posterior  urethra  (Fig.  2A).  This  could  be 
seen  with  a cystoscope.  Figure  2B  is  the 
postoperative  study  in  this  child  following 
transurethral  resection  with  the  infant  in- 
strument. One  can  see  that  this  patient 
has  been  resected  very  adequately,  that  he 
now  has  an  excellent  funnel  at  the  bladder 
neck  and  a satisfactory  stream  going  through 
his  posterior  urethra  on  into  the  anterior 
urethra.  Immediately  after  the  removal 
of  his  suprapubic  tube,  the  sinus  closed; 
although  his  urinary  tract  infection  has  not 
disappeared  completely,  it  is  very  much 
improved,  and  his  hydronephrosis  for  the 
first  time  is  beginning  to  show  some  diminu- 
tion. 

We  have  tried  to  identify  these  children 
to  prevent  them  from  being  treated  by 
Y-V  plasty,  which  we  think  is  inadequate. 
We  believe  that  one  can  decide,  perhaps, 
which  child  would  be  better  treated  by  trans- 
urethral resection  from  a study  of  the  void- 
ing urethrograms  and  cystoscopy.  At 
cystoscopy,  children  with  fibroelastosis  seem 
to  have  a little  extra  tissue  lying  in  the  pos- 
terior urethra,  more  particularly  in  what 


might  be  described  as  the  lateral  lobes  of 
the  prostate. 

Valves  in  posterior  urethra 

We  have  also  made  considerable  changes 
in  the  way  in  which  we  treat  valves  in  the 
posterior  urethra.  Both  Dr.  Lattimer  and 
Dr.  Marshall  mentioned  x-ray  films  with 
the  characteristic  dilatation  in  the  posterior 
urethra  and  pointed  out  how  low  these  valves 
lie.  They  are  below  the  verumontanum 
extremely  near  the  triangular  ligament.  In 
our  early  cases  we  attempted  to  remove  them 
by  open  operation.  The  bladder  was  opened 
widely  and  an  incision  made  down  through 
the  anterior  commissure,  opening  up  the  pos- 
terior urethra.  To  get  adequate  exposure, 
we  were  forced  to  split  the  pubic  symphysis, 
and  the  operation  was  quite  difficult.  At 
about  this  time,  we  had  become  more  fa- 
miliar with  the  infant  resectoscope,  and  we 
treated  our  subsequent  patients  by  trans- 
urethral resection.  The  instrument  usually 
is  introduced  through  an  external  urethrot- 
omy. The  valve  is  trapped  with  the  cold 
loop  of  the  infant  resectoscope  by  moving 
it  on  the  lateral  wall  of  the  prostatic  urethra 
which  has  dilated  up  and  gives  one  a little 
working  space.  When  it  is  certain  that  it  is 
trapped  with  the  cold  loop,  the  loop  is  ac- 
tivated electrically,  and  the  valve  is  cut 
off. 

Figure  3 A shows  a child  with  a valve  in 
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the  posterior  urethra  that  was  treated  trans- 
urethrally.  One  can  see  the  valve  lying 
very  low  on  the  preoperative  study,  and 
one  can  also  see  a collar  at  the  level  of  the 
internal  meatus.  It  was  thought  that  this 
was  probably  a secondary  cause  for  obstruc- 
tion, so  that  at  the  same  time  as  the  valve 
was  removed  the  bladder  neck  was  resected. 
This  gave  the  patient  a perfectly  satisfactory 
result,  but,  as  I am  sure  you  are  all  aware, 
if  you  remove  the  internal  sphincter  you 
make  the  child  rather  liable,  as  he  comes 
to  adult  life,  to  retrograde  ejaculation,  the 
semen  passing,  at  the  time  of  orgasm,  back 
into  the  bladder. 

Figure  4A  is  the  preoperative  voiding  ure- 
throgram in  another  child  with  a valve  in 
the  posterior  urethra  also  treated  transure- 
thrally.  In  this  instance  we  did  not  remove 
the  collar  that  was  present  at  the  bladder 
neck  because  a study  of  these  films  had  sug- 
gested to  me  that  the  collar  was  really  not 
very  obstructive.  The  follow-up  study  (Fig. 
4B)  shows  a posterior  urethra  which  ap- 
proaches normal  anatomically  and  which 
gave  us  a satisfactory  result.  We  now  be- 
lieve that  these  collars  at  the  level  of  the 
bladder  neck  are  secondary  to  the  distal  ob- 
struction and  will  resolve  if  the  distal  ob- 
struction is  removed. 
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Disorders  of  the  ureterovesical  junc- 
tion emphasize  its  importance  in  protecting 
the  kidneys.  The  urinary  tract  transports 
urine  from  a pressure  of  less  than  5 cm. 
water  at  the  papilla  to  around  30  cm.  water 


Reflux 

We  have  not  treated  the  severe  reflux 
which  is  seen  so  often  in  patients  with  lower 
tract  obstructions.  We  have  treated  the 
obstructions  themselves  and  in  many  in- 
stances have  been  gratified  to  find  that 
the  reflux  disappeared  without  the  neces- 
sity of  performing  a reflux-preventing  oper- 
ation. Figure  5A  shows  an  obstruction 
down  in  the  anterior  urethra  that  was  caus- 
ing gross  reflux  up  to  the  left  kidney  and 
a large  bladder  diverticulum.  Figure  5B 
is  a voiding  film  following  the  removal  of 
the  obstruction,  and  one  can  see  that  the 
reflux  has  disappeared  satisfactorily. 


Summary 

In  summary,  we  treat  most  patients  with 
primary  bladder  neck  obstruction  by  Y-V 
plasty,  but  those  with  fibroelastosis  are 
treated  by  transurethral  resection.  The 
valves  are  all  treated  by  transurethral  re- 
section. We  have  not  performed  antireflux 
operations  primarily  in  patients  with  or- 
ganic obstructive  disease  but  have  treated 
the  obstruction  alone  in  the  first  instance. 


in  a full  bladder.  The  ureterovesical  junc- 
tion allows  the  peristaltic  flow  of  urine  into 
the  bladder  and  at  the  same  time  resists 
the  pressure  of  voiding.  Pressures  exerted 
within  a bladder  by  straining  may  be 
higher  than  100  cm.  water. 

These  are  some  of  the  concepts  stressed 
in  the  current  literature.  Urine  flow 
through  the  intramural  ureter  varies  directly 
with  the  length  and  external  resistance  of 
that  segment  and  inversely  as  the  square  of 
its  diameter.  The  ureter  is  anchored  to 
the  trigone,  and  so  urine  flow  may  be  in- 
creased if  the  length  of  the  intramural  ure- 
ter is  decreased  by  longitudinal  contraction. 
External  resistance  may  be  reduced  because 
the  intramural  ureter  lies  within  Wal- 
deyer’s  sheath  which  may  allow  the  ureter 
to  contract  independently  of  the  bladder 
wall.  The  diameter  tends  to  increase  more 
easily  because  circular  muscles  in  the  upper 
ureter  are  not  present  in  the  intramural 
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portion.  Reflux  is  prevented  by  the  same 
factors.  For  example,  length  and  external 
resistance  may  increase  as  the  bladder  fills 
and  its  muscles  contract  around  the  intra- 
mural ureter.  Our  moderator  has  found 
that  the  ratio  of  the  diameter  of  the  orifice 
to  the  length  of  the  intramural  ureter  nor- 
mally is  1 : 7 and  that  reflux  seldom  occurs 
unless  this  ratio  is  less  than  1:4.  Certain 
experiments  suggest  that  the  average  resist- 
ance at  the  ureterovesical  junction  is  15 
to  30  cm.  water,  which  equals  or  is  below 
the  pressures  of  normal  ureteral  activity. 
A normal  bladder  may  accept  large  volumes 
of  urine  without  pressure  changes  of  greater 
than  10  cm.  water  until  its  capacity  is 
approached.  It  takes  a full  bladder,  usually 
with  a pressure  of  more  than  30  cm.  water, 
to  stop  a normal  ureter  temporarily.  A 
ureter  hypertrophies  in  the  presence  of  ob- 
struction, and  pressures  within  the  lumen 
up  to  80  cm.  water  have  been  measured 
before  peristalsis  ceases. 

Disorders  of  the  ureterovesical  junction  are 
due  to  obstruction,  reflux,  or  a combination 
of  both.  Abnormal  development  of  the 
ureterovesical  junction  is  hard  to  diagnose 
except  for  double  ureters  and  ureteroceles. 
The  so-called  megaloureter,  once  thought 
to  be  due  to  lack  of  ganglions  in  the  lower 
segment,  has  been  difficult  to  prove  histolog- 
ically. Dr.  Marshall  has  described  the 
bladder  conditions  that  are  often  associated 
with  ureterovesical  pathologic  conditions. 
In  at  least  90  per  cent  of  these  the  cause  is 
organic  obstruction  or  dysfunction  of  the 
bladder. 

Cinefluoroscopy,  electromyography,  and 
electronic  pressure  recordings  furnish  ad- 
ditional support  to  the  idea  that  uretero- 
vesical obstruction  and  reflux  are  usually 
a complication  of  bladder  disease.  With 
increased  pressure  and  accompanying  blad- 
der changes,  the  intramural  ureter  may 
become  extramural.  With  loss  of  trigonal 
attachment  and  support  of  the  bladder  wall, 
the  lower  ureteral  segment  may  become 
adynamic  or  kinked  to  cause  obstruction. 
Clinically,  such  “saccules”  and  “kinks” 
are  hard  to  diagnose  and  seem  rare.  More 
commonly,  obstructive  changes  from  loss  of 
elasticity  of  the  ureter  from  infection  are 
seen.  Paraplegic  studies  indicate  that  dila- 
tation of  the  ureters  from  obstruction  pre- 
cedes reflux  but  is  less  damaging  to  the 
kidneys. 


Reflux  may  occur  in  hypertrophied  blad- 
ders or  in  neurogenic  bladders  of  the  spastic 
type  wherein  the  oblique  course  of  the  lower 
ureter  becomes  more  perpendicular  and  thus 
shorter.  In  atonic  bladders  caused  by  long- 
standing obstruction  and  in  neurogenic 
bladders  of  the  flaccid  type,  there  may  be 
also  decreased  intramural  length  leading 
to  reflux.  Loss  of  support  in  the  bladder 
wall  and  contraction  from  infection  can  be 
factors  in  the  production  of  reflux.  “Golf 
hole”  orifices  and  “rigid  pipe”  ureteral  seg- 
ments are  extreme  examples.  Reflux,  es- 
pecially associated  with  infection,  tends  to 
damage  kidneys  more  than  obstruction 
alone.  Reflux  may  disappear  with  the  erad- 
ication of  infection,  but  the  very  sign  of 
reflux,  even  in  children,  is  abnormal,  and 
an  attempt  to  find  an  underlying  cause 
should  be  made. 

Among  pediatricians  it  should  be  empha- 
sized that  the  fetal  kidney  produces  urine 
by  the  third  month  of  gestation,  before 
the  musculature  of  the  ureter  may  be  fully 
developed  or  before  the  fibers  to  the  central 
nervous  system  are  myelinated.  Neonatal 
obstruction  or  reflux  can  be  partially  ob- 
scured by  growth  and  development.  Thus, 
some  residual  defects  may  be  found  only 
by  a complete  examination  of  the  urinary 
tract. 

Urogram 

In  the  urologic  work-up  on  patients,  the 
first  examination  after  a urine  study  should 
be  intravenous  urography.  A urogram 
showing  normal  findings  does  not  prove 
the  integrity  of  the  ureterovesical  junction 
but  it  may  suggest  disorders.  In  the  series 
of  schoolchildren  with  asymptomatic  pyuria 
presented  earlier  by  Dr.  Kunin,  20  per 
cent  had  urograms  showing  abnormal  find- 
ings. Among  children  with  recurrent  uri- 
nary infections,  the  incidence  of  urograms 
showing  abnormal  findings  is  higher. 

Intravenous  urograms  have  a wide  range 
of  usefulness.  First,  they  may  show  obvi- 
ous obstruction.  With  mild  azotemia  or 
one  poorly  functioning  kidney,  a delayed 
film,  taken  even  as  late  as  the  next  morning, 
may  show  enough  dye  to  reveal  an  ob- 
struction. Duplication  of  a ureter  is  an- 
other sign  of  a possible  disorder  because  16 
per  cent  of  double  ureters  have  been  re- 
ported to  reflux,  and  in  those  with  an  ectopic 
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FIGURE  1.  Urogram  of  early  dilatation  of  right  lower 
ureter. 


orifice,  the  incidence  is  higher.  A nonfunc- 
tioning segment  of  a double  collecting  system 
is  another  diagnostic  point.  For  example, 
a film  shows  a double  kidney  on  the  left, 
with  only  the  lower  segment  functioning. 
The  child  had  double  ureters,  but  the  pri- 
mary pathologic  condition  is  another  ure- 
terovesical abnormality,  a ureterocele,  as 
seen  by  the  bladder  defect.  Pyelonephritic 
changes  on  urograms  are  always  indications 
to  check  for  reflux.  A child  with  mild  cali- 
ectasis  in  the  right  kidney  has  no  obvious 
obstruction  on  urograms;  however,  her 
voiding  cystogram  may  disclose  reflux 
and  renal  damage.  Localized  dilatation 
may  be  the  earliest  and  only  sign  of  a ure- 
terovesical pathologic  condition.  An  alert 
pediatrician,  from  one  film  (Fig.  1),  referred 
the  child  for  a complete  urologic  work-up, 
and  a bladder  neck  obstruction  was  found. 
Finally,  one  should  suspect  a ureterovesical 
disorder  if  a small,  trabeculated  bladder  is 
seen  on  urograms  even  though  the  upper 
tracts  appear  normal. 

Cystogram 

Many  have  emphasized  the  value  of  the 
cystogram  because  10  to  15  per  cent  of 
children  with  a history  of  urinary  disturb- 


f 3 VOIDING 

/ 

FIGURE  2.  Diagram  of  resting,  straining,  and  void- 
ing cystogram  study. 


FIGURE3.  Voiding cystourethrogram  with  ureteral 
refluxtothe  right  kidney. 

ances  have  reflux.  Reflux  is  not  a constant 
finding  and  may  be  too  fleeting  to  be  caught 
with  one  film.  A cystographic  study  also 
indicates  how  much  pressure  it  takes  to 
produce  reflux  which  is  valuable  diagnosti- 
cally and  therapeutically.  Such  a study 
should  consist  of  resting,  straining,  and 
voiding  films  (Fig.  2). 

The  value  of  cystography  is  shown  in  these 
cases.  In  a child  with  recurring  infection, 


746  New  York  State  Journal  of  Medicine  / March  15,  1964 


FIGURE  4.  Picture  of  child  having  a renogram. 


the  resting  cystogram  showed  no  reflux 
but  on  a voiding  cystogram  there  was  reflux 
to  the  right  kidney  (Fig.  3). 

Renogram 

The  radioactive  renogram  is  a good  screen- 
ing test  for  ureterovesical  disorders  (Fig. 
4).  The  radiation  is  minimal,  the  dye 
injected  is  no  greater  than  that  used  to  test 
for  sensitivity  for  a urogram,  and  a record  is 
available  immediately.  The  problems  are 
that  small  children  often  are  restless  and 
counters  are  too  large  for  an  accurate  trac- 
ing of  separate  kidneys.  Tracings  can  show 
poor  uptake  due  to  reduced  renal  function 
or  an  obstructive  pattern  from  delayed  ex- 
cretion. Reflux  may  be  detected  occa- 
sionally from  a radioactive  cystogram  when 
counters  are  placed  over  the  ureters  or  kid- 
neys. 

Cystoscopy 

The  greatest  value  of  cystoscopy  is  in 
evaluating  the  possible  underlying  causes  of 
ureterovesical  disorders,  such  as  a vesical 
neck  obstruction  of  bladder  wall  change. 
A double,  ectopic,  or  patulous  orifice  sug- 
gests reflux,  but  at  endoscopy  a normal- 
appearing orifice  does  not  exclude  reflux 
or  obstruction. 

Pressure  studies 

Elevated  voiding  pressures  may  indicate 
bladder  disease  and  impending  disorders 


of  the  ureterovesical  junction  before  they 
are  apparent  endoscopically.  Dr.  Lattimer 
has  described  several  methods  for  measuring 
intravesical  pressures,  and  Figure  5 shows 
the  method  we  have  found  satisfactory  in 
children.  At  cystoscopy  under  anesthesia, 
the  bladder  is  distended.  Transmitted  light 
from  the  instrument  outlines  the  bladder 
as  a guide  for  the  site  to  insert  a needle 
through  the  abdominal  wall  into  the  blad- 
der. Then,  under  endoscopic  vision  a poly- 
ethylene tube  is  guided  through  the  needle 
into  position,  and  the  needle  is  withdrawn. 
When  the  child  is  awake  or  the  next  day 
after  urethral  edema  has  subsided,  the  pres- 
sure recordings  are  taken.  Voiding  flow 
meter  studies  can  be  done  at  the  same  time. 
This  cystoure  thro  gram  with  a polyethyl- 
ene tube  in  place  shows  no  extravasation. 
We  have  had  no  complications  from  this 
procedure  even  in  adults  with  infected 
bladders. 

Cineradiography 

One  of  the  best  means  to  study  disorders 
of  the  ureterovesical  junction  is  cineradi- 
ography which  permits  observation  of  the 
dynamics  of  the  urinary  tract  for  longer 
periods.  Fluoroscopy  is  done  during  phases 
of  filling  and  emptying  of  the  bladder  and 
ureters.  Damage  from  reflux  or  obstruction 
is  evaluated  by  the  vigor  of  peristalsis  and 
the  degree  of  dilatation.  Exposure  for  an 
average  examination  is  about  2 r,  the  same 
as  received  during  a urogram.  The  follow- 
ing phenomena  have  been  shown  by 
cineradiography : 

Case  1.  A seven-year-old  boy  with  classical 
bladder  neck  obstruction  showed  reflux  early 
on  one  side  and,  as  the  bladder  filled,  reflux 
bilaterally. 
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Case  2.  A four-year-old  girl  demonstrated 
more  dysfunction  than  obstruction  of  the  vesical 
neck.  The  ureteral  reflux  was  not  suspected 
from  an  earlier  normal  urogram  and  cystoscopy. 

Case  3.  A neurogenic  bladder  showed 
changes  principally  affecting  the  left  half  of  the 
bladder  with  reflux  on  that  side.  Peristalsis, 
antiperistalsis,  and  a ribbon-like  configuration 
of  the  dilated,  obstructed  ureter  were  seen. 
Voiding  occurred  with  straining,  but  there  was 
no  further  reflux. 

Case  4.  A child  developed  a saccule  dis- 
placing the  intramural  ureter  outside  the  blad- 
der, and  reflux  occurred.  The  saccule  dis- 
appeared during  urination. 

Case  5.  A retrograde  study  demonstrated 
weak  peristalsis  in  the  ureter.  As  the  catheter 
was  withdrawn,  a relatively  inert  intramural 
segment  appeared. 

Case  6.  In  the  case  of  a young  man  with 
megaloureter,  the  contrast  medium  refluxed 
immediately  into  huge  dilated  ureters.  There 
was  marked  peristaltic  activity.  The  patient 
voided  dovm  the  urethra  and  up  the  ureters. 
When  urination  was  completed,  the  ureters  were 
full,  and  the  bladder  was  empty.  The  ureters 
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Urologists  now  appear  to  agree  that  vesi- 
coureteral regurgitation  is  abnormal  and  that 
it  poses  a threat  to  the  kidney.  The  debate 
continues,  however,  on  whether  the  best 
therapeutic  results  would  be  achieved  by 
conservative  therapy  consisting  of  antibiotics 
and  periodic  urethral  dilation,  by  surgical 
revision  of  the  bladder  outlet  alone,  by 
reimplanting  the  ureter  alone,  or  by  reim- 
planting the  ureter  combined  with  the  sur- 
gical revision  of  the  bladder  outlet.  The 
results  herein  reported  were  obtained  from 


then  began  to  empty,  and  a second  voiding 
occurred. 

Case  7.  An  elderly  lady  had  bilateral  reflux 
with  marked  edema  and  irregularity  in  the  blad- 
der from  an  acute  infection.  After  two  weeks 
of  treatment,  there  was  marked  improvement  in 
the  appearance  of  the  ureters  and  bladder. 

Retrograde  studies 

In  the  past,  retrograde  studies  were  im- 
portant, for  with  such  films  taken  in  quick 
sequence  during  the  withdrawal  of  the 
catheter,  the  ribbon-like  ureter  was  con- 
sidered a sign  of  early  ureteral  obstruction. 
With  improved  urograms,  special  cysto- 
grams,  or  cine  studies,  retrogrades  have  been 
used  less  frequently.  However,  an  impor- 
tant component  of  diagnosing  ureterovesi- 
cal disorders  is  measurement  of  the  extent 
and  progression  of  damage  for  decisions 
about  surgery.  For  the  future,  electronic 
pressure  studies  done  through  ureteral 
catheters  and  recorded  with  a transducer- 
amplifier  system  promise  to  become  an  im- 
portant diagnostic  aid. 


a surgically  oriented  program  and  are  per- 
tinent in  seeking  a solution  to  this  problem. 

Prior  to  1962,  86  patients  under  the  age 
of  fourteen  years  had  123  ureters  reim- 
planted into  the  bladder  by  the  technic  of 
Paquin.1  The  technic  consists  of  forming 
a relatively  long  submucosal  tunnel  for  the 
ureter  and  fashioning  at  the  terminus 
an  everted  French  cuff  which  is  anchored  to 
the  trigonal  region  (Fig.  1).  The  operation 
is  considered  a success  when  reflux  is 
eliminated  and  there  is  no  obstruction  at  the 
junction  of  the  ureter  and  bladder.  Ob- 
viously, an  increased  dilatation  above  the 
operative  area  indicates  failure.  My  com- 
ments here  are  limited  mainly  to  the  ureter- 
ovesical junction  itself,  and  in  the  interest 
of  brevity,  infection  does  not  receive  the 
emphasis  clinically  due  it.  All  27  boys  and 
59  girls  have  been  followed  up  for  periods 
from  six  months  to  six  years  after  operation 
for  an  average  of  eighteen  months,  and  they 
continue  under  follow-up. 

Successful  results 

The  results  were  successful  in  75  (87  per 
cent)  of  the  children,  in  that  reflux  was 
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FIGURE  1.  Diagrammatic  sketch  of  completed 
operation  showing  long  submucosal  tunnel  and 
cuff  on  the  terminus  of  the  ureter  which  is  an- 
chored to  the  trigone. 2 

eliminated  without  evidence  of  further  ac- 
quired obstruction  in  the  operative  area 
(Table  I);  or,  104  (85  per  cent)  of  the  123 
junctions  thus  revised  were  satisfactory  by 
these  criteria.  In  22  (30  per  cent)  of  these 
75  patients  having  successful  results,  both 
ureters  were  reimplanted,  and  15  (14  per 
cent)  of  the  104  ureters  previously  had  been 
reimplanted  unsuccessfully  by  some  other 
technic.  Seven  (9  per  cent)  of  the  children 
had  obstruction  at  the  ureterovesical  junc- 
tion only,  and  no  other  detectable  abnormal- 
ity elsewhere  in  the  urinary  tract.  The 
other  90  per  cent  had  not  only  reflux  and 
obstruction  at  the  junctional  area,  but  also 
strongly  suggested  bladder  outlet  obstruc- 
tion. These  details  provide  some  indication 
of  the  advanced  and  complicated  circum- 
stances in  which  these  satisfactory  results 
have  been  obtained. 

A Y-V  plasty  enlargement  of  the  anterior 
bladder  neck  was  performed  in  conjunc- 
tion with  the  reimplantation  in  68  (90  per 
cent)  of  the  successful  cases.  In  only  29 
(28  per  cent)  of  the  104  reimplanted  ureters 
were  preoperative  intravenous  pyelo  grams 
considered  to  show  normal  findings  on  the 
involved  side  or  sides,  and  26  (25  per  cent) 
of  the  involved  sides  were  severely  hydro  - 
nephrotic.  Six  months  or  more  after  opera- 


TABLE  I.  Follow-up  on  104  successfully 
reimplanted  ureters  in  75  children 

Preoperative  Postoperative 


Condition 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Hydronephrosis  * 
None 

29 

28 

45 

43 

Moderate 
(1  to  2 + ) 

49 

47 

52 

50 

Severe  (3  to  4 + ) 

26 

25 

7 

7 

Vesicoureteral  reflux 

93 

90 

0 

Vesical  residuum  ? 

13 

17 

? 

0 

8 

11 

64 

85 

<1  ounce 

41 

55 

11 

15 

>1  ounce 

13 

17 

0 

* As  measured  by  intravenous  pyelogram;  all 
93  units  that  refluxed  were  dilated  to  some  de- 
gree despite  intravenous  pyelogram  showing 
normal  findings. 

tion,  45  (43  per  cent)  of  the  reimplanted 
ureters  were  seen  to  be  normal  by  intrave- 
nous pyelography,  and  7 (7  per  cent)  were 
severely  hydronephrotic.  Vesicoureteral  re- 
flux was  demonstrated  preoperatively  in  93 
(90  per  cent)  of  the  104  successfully  corrected 
units,  yet  the  elimination  of  reflux  was  not 
accomplished  at  the  price  of  increased  ob- 
struction, as  judged  by  comparative  intra- 
venous pyelography  before  and  after.  By 
retrograde  cystourethrography,  hydro- 
nephrosis and  hydroureter  of  some  degree 
were  exhibited  preoperatively  in  all  of  these 
104  successfully  treated  units,  even  in  the 
29  per  cent  in  which  the  intravenous  py- 
elogram showed  strictly  normal  findings. 

The  preoperative  vesical  residuum  was 
greater  than  30  cc.  in  only  13  children; 
there  was  no  residuum  in  8 and  less  than 
1 ounce  in  the  remaining  65.  Part  of  the 
residuum  undoubtedly  represented  drain- 
age from  the  reflux.  One  year  or  more 
postopera tively,  11  children  had  a vesical 
residuum  of  less  than  1 ounce,  and  the  re- 
maining 75  had  none. 

Except  when  held  in  abeyance  with  anti- 
biotics, infection  was  present  in  all  the 
children  preoperatively.  Now,  44  of  the 
children  (58  per  cent)  have  been  free  of 
infection  without  urinary  antiseptics  for 
six  months  or  longer.  The  remaining  31 
children  (42  per  cent)  continue  to  have  per- 
iodic asymptomatic  pyuria  which  clears 
rapidly  with  the  administration  of  antibi- 
otics. 

In  9 patients,  originally  with  bilateral 
vesicoureteral  reflux,  one  ureter  was  rein- 
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FIGURE  2.  Sixty-minute  film  of  intravenous  pyelogram  showing  delayed  functioning  with  marked  hydro- 
nephrosis and  hydroureter.2 


planted  into  the  bladder,  and  a Y-V  plasty 
of  the  anterior  bladder  neck  was  performed; 
these  patients  no  longer  have  vesicoureteral 
reflux  on  either  side.  Nevertheless,  a bilat- 
eral operation  was  required  in  22  similar 
cases  because  of  persistence  of  the  contra- 
lateral reflux.  This  may  be  accounted  for 
by  the  fact  that  the  most  readily  refluxing 
ureter  was  usually  the  first  that  had  been 
reimplanted. 

Unsatisfactory  results 

The  operation  failed  to  achieve  the  desired 
result  in  12  (14  per  cent)  of  the  patients,* 
or  in  19  (15  per  cent)  of  the  ureters.  Of 
the  19  ureters  that  were  reimplanted  un- 
successfully, 17  were  over  1 cm.  in  diame- 
ter. Stated  differently,  90  per  cent  of  the 
failures  occurred  with  the  large,  dilated,  tor- 
tuous ureters.  In  such  cases,  extensive  dis- 
section is  required  to  straighten  the  ureter 
to  relieve  intrinsic  obstruction,  to  excise  the 
redundancy,  and  to  accomplish  wedge  re- 
section of  the  ureter  to  approximate  nor- 
mal ureterovesical  junction  dimensions. 
The  high  percentage  of  large,  dilated,  tor- 
tuous ureters  in  the  failure  group  is  in 

* Bilateral  operation  in  one  child  resulted  in  one  success 
arid  one  failure. 


marked  contrast  to  the  low  percentage  of 
similar  types  of  ureter,  23  per  cent  (25  cases), 
in  the  successful  group.  Also,  preliminary 
nephrostomy  drainage  was  employed  in 
only  9 (53  per  cent)  of  the  17  failures  with 
ureters  greater  than  1 cm.  in  diameter, 
whereas  such  drainage  was  used  in  19 
(76  per  cent)  of  the  25  similar  cases  in  the 
successful  group.  Also,  one  third  of  the 
patients  and  one  quarter  of  the  ureters  in 
the  failure  group  were  cases  of  congenital 
deficiency  of  the  abdominal  musculature 
with  severe  hydronephrosis  and  hydroureter. 
Such  cases  seem  to  be  examples  of  “failure 
staring  you  in  the  face,”  for  which  urinary 
diversion  may  be  the  primary  treatment 
rather  than  attempts  at  surgical  restoration 
of  anatomic  normalcy. 

Immediate  failure  necessitating  emergency 
urinary  diversion  occurred  in  2 patients, 
and  9 others  had  delayed  urinary  diversion. 
Two  additional  patients  were  considered 
failures  because  of  the  postoperative  per- 
sistence of  vesicoureteral  reflux. 

Comment 

This  experience  of  reimplantation  of  ure- 
ters into  the  bladder  in  children,  utilizing 
the  technic  described  by  Paquin,1  indicates 
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FIGURE  3.  Delayed  film  of  retrograde  pyelogram  showing  bilateral  hydronephrosis  and  hydroureter  with 
apparent  ureterovesical  junction  obstruction.2 


that  surgical  correction  of  reflux  and  ob- 
struction was  successful  in  87  per  cent  of 
the  patients,  or  in  85  per  cent  of  the  ureters. 
Eliminating  those  ureters  which  were  over 
1 cm.  in  diameter,  a good  anatomic  result 
was  obtained  in  nearly  all  cases,  as  only  2 
failures  occurred  in  ureters  less  than  1 cm. 
in  diameter.  Some  of  the  failures  might 
have  been  prevented  had  preliminary  ne- 
phrostomy drainage  been  utilized.  Further 
evidence  of  the  value  of  preliminary  ne- 
phrostomy is  apparent  when  it  is  noted  that 
this  procedure  was  utilized  in  53  per  cent  of 
the  failures  but  in  76  per  cent  of  a similarly 
severe  group  in  whom  the  results  were  suc- 
cessful. The  utilization  of  preliminary  ne- 
phrostomy drainage  might  also  have  averted 
the  early  failures. 

In  one  case,  for  example,  the  obstruction, 
measured  by  manometric  studies,  was  mild 
and  probably  inflammatory  at  the  time 
of  emergency  cutaneous  ureterostomy.  The 
inadequacy  of  splinting  catheters  after 
extensive  dissection  in  cases  of  advanced 
disease  is  well  demonstrated  in  the  case 
with  immediate  failure.  While  this  patient 
did  well  when  drainage  on  the  involved  side 


was  provided  by  a splinting  catheter,  its 
removal  was  followed  by  severe  sepsis  re- 
quiring immediate  diversion.  The  exten- 
sive dissection  required  to  straighten  and 
relieve  intrinsic  obstruction  in  such  a ure- 
ter and  the  wedge  resection  required  to  re- 
duce the  caliber  of  the  ureter  apparently 
produce  sufficient  reaction  to  cause  intrinsic 
obstruction  which  persists  for  several  weeks. 
Preliminary  nephrostomy  drainage  allows 
time  for  this  reaction  to  subside  and  permits 
manometric  testing  of  the  ureteroneocys- 
tostomy,  as  described  by  Walzak  and 
Paquin. 3 

As  a result  of  this  experience,  preliminary 
nephrostomy  is  now  performed  in  the  pres- 
ence of  extensive  hydronephrosis  and  hy- 
droureter. 

Case  1.  An  excellent  example  of  the  bene- 
ficial results  of  preliminary  nephrostomy  and, 
incidentally,  the  result  of  correct  but  inadequate 
surgery,  is  the  case  of  a two-and-one-half-year- 
old  white  girl  admitted  to  the  hospital  because 
of  episodes  of  fever  which  had  been  recurring 
since  she  was  one  year  old  and  which  were 
attributed  to  tonsillitis.  However,  tonsillec- 
tomy did  not  eliminate  the  febrile  episodes. 
Four  months  prior  to  admission,  a urinalysis 
revealed  pyuria.  A physical  examination,  in- 
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FIGURE  4.  Seven-minute  film  of  intravenous  pyelogram  showing  prompt  function  without  hydronephrosis 
two  years  following  bilateral  ureteral  reimplantation.  Compare  with  Figure  2. 2 


eluding  a thorough  neurologic  study,  disclosed 
no  abnormalities.  A vesical  residuum  of  20 
cc.  was  infected  and  cultured  Proteus  vulgaris. 
The  blood  urea  nitrogen  was  normal,  and  the 
urea  clearance  was  75  per  cent  of  the  adult  nor- 
mal. An  intravenous  pyelogram  demonstrated 
a marked  delay  in  function  and  a severe  bi- 
lateral hydronephrosis  and  hydroureter  (Fig.  2) . 
A large  and  smooth-walled  bladder  with  patu- 
lous ureteral  orifices  was  observed  on  cysto- 
scopic  examination.  The  bladder  neck  ap- 
peared normal.  A retrograde  pyelogram  further 
delineated  the  hydronephrosis  and  hydroureter 
with  apparent  ureterovesical  junction  obstruc- 
tion (Fig.  3).  Cystourethrograms  exhibited 
no  vesicoureteral  reflux.  Bilateral  ureteral 
reimplantation  was  performed.  Eight  cm.  of 
redundant  ureter  were  excised  from  the  distal 
end  of  both  ureters  which  were  then  reimplanted, 
using  the  tunnel  and  fishmouth  technic  described 
by  Stevens  and  Marshall.4  A decrease  in  the 
hydronephrosis  was  shown  on  postoperative 
pyelograms,  but  right  vesicoureteral  regurgita- 
tion was  evident  on  a voiding  cystourethrogram. 
Chills  and  fever  precipitated  a second  hospital 
admission  one  month  after  discharge.  The 
amount  of  infected  residual  urine  was  between 
50  and  60  cc.,  and  vesicoureteral  reflux  was 
demonstrated  bilaterally.  Catheter  drainage 
and  antibiotics  relieved  the  acute  episode. 
Since  bladder  neck  obstruction  was  now  incrim- 
inated, a posterior  wedge  resection  of  the  bladder 
neck  was  performed.  Removal  of  the  cystos- 


tomy  tube  was  followed  by  a persistent  vesico- 
cutaneous  fistula  which  healed  only  after  ure- 
thral catheter  drainage.  Two  subsequent  ad- 
missions were  necessitated  because  of  acute 
pyelonephritis,  and  on  each  occasion  the  urine 
was  infected.  Intravenous  pyelograms  showed 
no  deterioration  in  the  upper  urinary  tract; 
the  amount  of  residual  urine  was  always  less 
than  30  cc. 

During  the  subsequent  two  years,  the  patient 
was  observed  by  her  family  physician.  Re- 
current low-grade  febrile  episodes  were  common, 
and  pyuria  was  present  except  when  antibiotics 
were  administered.  Five  years  after  the  initial 
operation,  the  patient  had  an  infected  residuum 
of  30  cc.  An  intravenous  pyelogram  demon- 
strated good  function  bilaterally  without 
evidence  of  hydronephrosis  (Fig.  4) . Obviously, 
previous  surgical  therapy  had  improved  the  gross 
appearance  of  the  urinary  tract.  Nevertheless, 
a cystogram  using  15  cm.  of  water  pressure 
and  230  cc.  of  contrast  material,  disclosed  bi- 
lateral vesicoureteral  reflux,  hydronephrosis, 
and  hydroureter  (Fig.  5).  The  phenolsulfon- 
phthalein  and  urea  clearances  were  approxi- 
mately 80  per  cent  of  adult  normal.  Bilateral 
nephrostomies  were  then  performed.  At  sepa- 
rate times,  each  ureter  was  reimplanted  into  the 
bladder  by  use  of  tunnel  and  cuff  technic.  The 
distal  2 cm.  of  each  ureter  were  excised,  and  a 
large  wedge  was  removed  from  the  distal  4 to  5 
cm.  of  the  ureter  to  decrease  its  caliber.  An 
anterior  Y-V  plasty  on  the  bladder  neck  was 
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FIGURE  5.  Gravity  cystogram  of  230  cc.  at  15  cm.  of  water  pressure  demonstrating  large  bladder  with  vesi- 
coureteral regurgitation,  hydronephrosis,  and  hydroureter.2 


performed  also.  Early  pyelographic  studies 
performed  via  the  nephrostomy  tubes  indicated 
obstruction  at  the  anastomotic  site,  as  did 
manometric  studies  made  at  about  the  same 
time.  However,  repeat  studies  six  to  eight 
weeks  after  operation  indicated  unobstructed, 
straight,  undilated  lower  ureters  (Fig.  6 A and 
B),  and  manometric  studies  demonstrated  no 
obstruction.  A cystourethrogram  showed  no 
vesicoureteral  regurgitation  and  a wide-open 
bladder  neck  (Fig.  7).  Now,  fifteen  months 
after  all  surgery,  the  patient  is  asymptomatic, 
off  all  drugs  for  six  months,  with  normal  urinary 
control.  The  amount  of  residual  urine  is  2 cc., 
and  a urinalysis  reveals  5 to  7 white  blood  cells 
per  high-powered  field  in  the  centrifuged  speci- 
mens. The  bacterial  colony  count  is  10 3 
organisms  per  milliliter.  The  phenolsulfon- 
phthalein  and  urea  clearances  are  approxi- 
mately 75  per  cent  of  adult  normal.  An  intra- 
venous pyelogram  demonstrates  that  the  reflux 
was  not  eliminated  at  the  price  of  obstruction 
(Fig.  8).  Anatomically,  the  child  has  a grossly 
obstructed  urinary  tract,  but  infection  persists. 
Preliminary  nephrostomy  diversion  was  of  great 
value  during  the  obstructive  early  postoperative 
course.  Also,  previous  attempts  at  correcting 
the  urinary  tract  were  properly  directed  but 
inadequate. 

Nephrostomy  has  the  additional  advan- 
tage of  permitting  renal  biopsy  and  assess- 


ment of  the  size  and  thickness  of  the  paren- 
chyma. Armed  with  this  information,  in 
addition  to  divided  clearance  studies,  when 
the  disease  is  bilateral,  the  surgeon  is  in 
a better  position  to  determine  whether  re- 
construction is  justifiable  or  whether  the 
situation  is  doomed  to  failure.  Further- 
more, if  the  over-all  situation  is  borderline 
and  reconstruction  is  not  successful,  di- 
version, rather  than  reoperation,  is  in- 
dicated. 

While  it  is  not  always  possible  to  dem- 
onstrate vesical  neck  obstruction,  we 
believe  that  this  is  usually  a basic  aberration 
in  congenital  obstruction  anywhere  in  the 
lower  urinary  tract. 

The  following  example  is  presented  to 
illustrate  the  fact  that  elimination  of  vesi- 
coureteral reflux  alone  is  often  inadequate 
to  produce  total  improvement. 

Case  2.  A two-and-one-half-year-old  girl 
had  recurrent  urinary  tract  infection  which 
responded  to  antibiotics  but  promptly  recurred. 
The  intravenous  pyelogram  exhibited  dilatation 
of  the  lower  portion  of  the  ureters  but  otherwise 
showed  normal  findings.  Right  vesicoureteral 
reflux  was  present.  Reimplantation  of  the 
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GRAM  VIA  NEPHROSTOMY  TUBE 


FIGURE  6.  (A)  Pyeloureterogram  made  through  the  nephrostomy  tube  six  weeks  after  reimplantation. 
(B)  Pyeloureterogram  made  through  the  nephrostomy  tube  eight  weeks  after  reimplantation.2 


right  ureter  brought  temporary  relief,  but  infec- 
tion and  symptoms  recurred.  Three  months 
after  operation,  left  vesicoureteral  regurgitation 
was  demonstrated.  Symptomatic  therapy  for 


the  following  year  afforded  evanescent  relief. 
The  left  ureter  was  reimplanted.  No  reflux  or 
obstruction  was  then  evident.  Again,  the 
patient  was  somewhat  improved,  but  lower 
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FIGURE  7.  Cystourethrogram  showing  no  vesicoureteral  reflux  and  enlarged  vesical  outlet  one  year  after 
last  operation.2 


FIGURE8.  Seven-minute  film  of  intravenous  pyelogram  showing  prompt  function  without  hydronephrosis.2 
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urinary  tract  symptoms  and  infection  recurred. 
Two  and  a half  years  after  reimplantation  of  the 
left  ureter,  the  pyelograms  were  unchanged, 
but  reflux  into  the  lower  third  of  the  left  ureter 
was  evident  on  a voiding  cystourethrogram. 
An  anterior  Y-V  plasty  was  performed  on  the 
vesical  outlet.  Now,  two  years  after  revision 
of  the  bladder  neck,  the  patient  is  asympto- 
matic with  pyelograms  showing  nearly  normal 
findings  and  no  vesicoureteral  reflux;  the  urine 
is  free  of  pus. 

This  patient  and  several  others  in  this 
series  demonstrate  that  elimination  of  the 
vesicoureteral  reflux  and  ureteral  obstruc- 
tion produced  slight  improvement  in  the 
clinical  course.  Definite  improvement  fol- 
lowed enlargement  of  the  vesical  outlet. 
Revision  of  the  bladder  neck  adds  but  little 
to  the  surgical  procedure  and  protects  the 
ureteroneocystostomy.  No  complete  uri- 
nary incontinence  has  occurred,  although  2 
children  have  mild  stress  incontinence.  As 
noted  previously,  in  only  7 instances  was  a 
Y-V  plasty  enlargement  of  the  anterior 
bladder  neck  omitted.  In  each  of  these 
instances,  a definite  indication  of  uretero- 
vesical junction  obstruction  alone  was  pres- 
ent. 

Although  the  operation  relieved  the  ure- 
teral obstruction  and  eliminated  the  reflux 
and  residual  urine  in  75  children,  thus  closely 
approximating  gross  anatomic  normalcy, 
31  children  continue  to  have  mild  intermit- 
tent pyuria.  Six  of  these  children  con- 
tinue to  exhibit  vesicoureteral  regurgitation 
on  the  unoperated  side.  In  addition,  pre- 
liminary nephrostomy  was  performed  in  14 
(45  per  cent)  of  these  31  children,  and  8 
(26  per  cent)  of  this  group  had  previous  but 
unsuccessful  ureteral  reimplantation  by 
other  technics.  This  finding  is  in  contrast 
to  the  44  children  now  free  of  pyuria.  Pre- 


Question and 

Dr.  Paquin:  I wrote  down  several 

questions  I’d  like  to  ask  several  of  the  panel- 
ists to  begin  with.  I would  like  to  ask  Dr. 
Kunin  if  he  believes  that  infections  can  exist 
in  the  urinary  tract  without  evidence  of 
associated  etiologic  factors,  that  is,  such 
things  as  obstruction  or  reflux. 

Dr.  Kunin:  I don’t  known  the  answer 


liminary  nephrostomy  was  employed  in 
12  (27  per  cent)  of  these  44  children,  and 
only  3 (7  per  cent)  of  them  had  previous 
but  unsuccessful  ureteral  reimplantation 
by  other  technics.  These  data  indicate 
that  the  postoperative  pyuria  is  partially 
related  to  the  severity  of  the  obstruction. 
Doubtless,  much  of  the  infection  is  renal 
in  origin. 

Summary 

Reimplantation  of  the  ureter  into  the  blad- 
der by  the  method  of  Paquin1  has  been 
generally  successful  in  eliminating  both  re- 
flux and  obstruction  at  the  ureterovesical 
junction.  Most  of  the  failures  occurred  in 
reimplantation  of  the  large,  tortuous  ureters, 
and  the  results  in  such  instances  were  im- 
proved by  preliminary  nephrostomy  drain- 
age. A rather  high  incidence  of  mostly 
asymptomatic  pyuria  after  operation  ap- 
peared to  be  related  to  the  duration  of  the 
preoperative  infection,  to  the  extent  of  the 
surgical  procedures  required  to  restore  gross 
anatomic  normalcy  both  at  the  junction 
area  and  elsewhere  in  the  urinary  tract,  to 
the  severity  of  the  obstruction,  and  to  the 
persistent  reflux  on  the  unoperated  ureter. 
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Answer  Period 

to  that  question,  Dr.  Paquin.  I think 
that  it’s  obvious,  and  I think  that  Dr. 
Marshall  summarized  this  very  well,  that 
fifty  years  ago  one  talked  about  associated 
etiologic  factors  in  one  sense,  and  now  we 
talk  about  them  in  a different  sense;  with 
new  technics  we  may  be  able  to  find  evi- 
dence of  abnormalities  which  we  don’t 
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discover  at  this  time  with  our  current  stud- 
ies. I think  that  the  question  is  moot  at 
this  time. 

One  point  should  be  emphasized.  In 
following  our  little  girls,  after  eradicating 
their  infections  with  sulfonamides,  for  ex- 
ample, and  watching  the  advent  of  rein- 
fection, we  have  been  unable  to  demonstrate 
that  children  with  urologic  abnormalities 
have  any  more  frequent  reinfection  than 
children  without  evidence  of  urologic  ab- 
normality or  gross  abnormalities,  as  though 
the  genesis  of  infection  itself  was  independ- 
ent of  the  presence  of  structural  abnormal- 
ities. 

Question:  What  is  the  significance  of 

varying  colony  counts  (that  is,  above  and 
below  100,000  organisms  per  cubic  centi- 
meter) in  long-term  pyelonephritis  in  which 
the  infection  may  subside  and  recur?  The 
fact  is  that  in  many  of  these  cases  the  in- 
fection goes  below  the  surface,  as  it  were, 
and  yet  if  you  do  subcultures  on  the  original 
urine  culture  you  get  again  a certain  per- 
centage of  positive  results.  Doesn’t  this 
argue  against  the  innocence  of  the  person  or 
the  patient  who  has  a colony  count  of 
100,000? 

Dr.  Kunin:  I’m  not  sure  I understand 
the  question  completely,  but  I’d  like  to  re- 
emphasize a point  I made  before:  that  is, 
by  studying  the  E.  coli  that  are  usually 
present  in  these  infections  serologically. 
There  are  145  different  O antigens  that  one 
can  use  to  characterize  these  E.  coli  and 
about  50  H antigens  which  one  can  also  use. 
We  have  been  able  to  show  very  clearly  that 
children  who  have  these  counts  in  excess  of 
100,000  will  have  persistence  of  the  same 
organism  in  their  urine  if  you  do  not  treat 
them.  In  other  words,  if  they  have  E.  coli 
Ol  H2,  they  will  have  E.  coli  Ol  H2  for 
two  weeks,  for  four  weeks,  for  six  weeks,  for 
six  months.  If  you  then  treat  them,  and 
when  we  treat  them  the  infections  are  gone, 
then  in  almost  every  instance  we  have  found 
a new  serotype  come  in  on  reinfection. 

Now,  if  this  were  what  Dr.  Lattimer  refers 
to  as  subliminal  or  subclinical  or  sub- 
bacteriologic  disease,  then  we  would  expect 
the  same  organism  to  re-emerge,  because  we 
know  that  this  has  been  the  organism  that 
has  dominated  this  population  previously. 
But  we  don’t;  we  get  a new  organism.  I 
think  this  type  of  analysis  may  be  very  help- 


ful in  understanding  what  is  happening 
here. 

We  have  had  some  instances,  however, 
Dr.  Lattimer,  of  individuals  who  have  fallen 
below  the  100,000  point  to  30,000  or  50,000, 
and  these  children  have  the  same  serotype. 
We  feel  that  this  100,000  is  very  arbitrary. 
It  picks  up,  you  might  say,  95  per  cent  of 
the  cases,  and  if  you  are  careful  with  your 
quantitation,  follow  your  patients  serially, 
and  do  serologic  tests,  you  can  perhaps 
demonstrate  the  continuance  of  a sub- 
clinical  case. 

Dr.  Paquin:  Dr.  Kunin,  another  ques- 
tion: How  many  children  with  urinary  in- 
fection, by  definition  of  the  quantitative 
bacterial  count,  evidence  of  which  you 
have,  might  have  pyelonephritis  as  versus 
those  who  have  perhaps  simply  a urinary 
infection? 

Dr.  Kunin:  I think  that  this  is  another 
area  of  ignorance,  Dr.  Paquin,  and  I think 
we  ought  to  stress  this  area  of  ignorance. 
We  speak  of  a child  or  an  adult  who  has 
bacteriuria.  All  this  means  is  that  bacteria 
are  multiplying  in  large  quantities  in  the 
urine.  We  have  no  information  by  means 
of  this  test  as  to  what’s  going  on  in  the  kid- 
neys, and  I do  not  pretend  to  know  whether 
or  not  the  kidney  is  involved  in  these  in- 
dividuals. All  this  means  is  that  the  urine 
is  infected.  I think  that  it  is  presumptuous 
on  our  parts  to  assume  anything  further. 
But  I do  feel  that  this  is  a good  indication  for 
doing  further  studies.  It’s  the  first  screen- 
ing procedure.  The  fact  that  these  children 
have  no  pyuria  argues  against  the  fact  that 
there  is  very  much  inflammation,  and  I 
think  the  urologists  are  right  in  emphasizing 
pyuria  as  a dominant  sign  for  inflammation. 

Furthermore,  when  we  study  these  chil- 
dren who  have  just  bacteriuria,  we  find  no 
antibody  rise  in  these  children.  They  have 
pre-existent  antibodies,  but  they  have  no 
rise  in  antibodies,  just  as  though  this  was 
an  antigenic  mass  which  was  not  invading 
tissue.  But  I think  we  have  to  consider 
that  moot  and  just  use  this  as  our  first 
sign  of  infection;  then  perhaps  through 
obstruction  or  lesions  there  may  be  invasion 
of  the  kidney,  and  so  forth.  I think  this 
is  a series  of  steps,  and  this  is  perhaps  the 
first. 

Dr.  Paquin:  Dr.  Lattimer,  one  question 
for  you.  Do  you  believe  that  bladder  neck 
obstruction  can  exist  without  the  signs  of 
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trabeculation  and  residual  urine  in  children? 

Dr.  Lattimer:  Oh,  yes,  indeed.  I think 
this  is  something  that  has  come  out  of  our 
physiologic  testing;  a child  may  have  no 
trabeculation  and  no  residual  urine,  and  yet 
the  pressure  flow  test  will  definitely  show  an 
impaired  bladder  outlet  or  an  elevated 
bladder  outlet  resistance.  This  we  have 
found  time  and  again.  It  may  be  only  a 
minor  degree,  but  that  is  where  this  kind  of 
testing  will  pick  up  the  case,  whereas  the 
conventional  test  won’t  tell  you  what  is 
going  on.  I do  hope  as  time  goes  on  we  can 
correlate  these  complicated  tests  with  the 
much  easier  tests  that  we’re  all  familiar 
with  and  be  able  to  devise  or  provide  an 
index  for  what  is  an  easier  method  for  testing 
and  detecting  these  abnormalities. 

Dr.  Paquin:  Dr.  Waterhouse,  is  bladder 
neck  resection  with  the  “cold”  Stewart0 
punch  a good  operation  in  your  opinion? 

Dr.  Waterhouse:  I haven’t  any  personal 
experience  of  this  method  at  all,  but  this  is 
a method  that  is  used  out  on  the  West  Coast, 
and  I have  talked  to  men  who  have  used  it. 
This,  I am  sure,  will  cure  children  whose 
disease  is  at  the  level  of  the  internal 
sphincter.  I’m  sure  that  it  won’t  cure 
children  whose  disease  goes  all  the  way  down 
toward  the  urogenital  diaphragm.  I’m 
told  that  it  is  extremely  practical  to  do  and 
that  this  instrument,  which  was  developed 
by  C.M.  Stewart,  M.D.,  is  very  easy  to  use 
and  gives  very  nice  hemostasis.  It  is  a kind 
of  rongeur.  As  I said,  though,  I have  no 
practical  experience  with  the  method  at  all. 

Question:  How  soon  after  birth  should  a 
pinpoint  stricture  be  corrected? 

Dr.  Waterhouse:  I would  imagine  that 
one  should  correct  it.  as  soon  as  one  finds  it, 
really.  There  are  many  published  instances 
of  very  severe  damage  to  the  urinary  tract 
from  pinpoint  stenosis,  for  example,  bi- 
lateral hydronephrosis  and  hydroureter. 
I would  suggest  if  I were  shown  such  a case 
that  it  be  corrected  immediately. 

Dr.  Paquin:  Dr.  Marshall,  in  the  evalua- 
tion of  such  a patient,  what  steps  would  you 
go  through  before  you  did  the  correction? 

Dr.  Marshall:  There  have  been,  as 

Dr.  Waterhouse  just  mentioned,  children 
with  a pinpoint  meatus  and  very  bad  urinary 
tracts  at  the  time  they  were  born.  I would 
probably  do  the  meatotomy  almost  at  once 
and  do  an  intravenous  pyelogram  shortly 
thereafter. 


Question:  When  there  is  a persistent 
urinary  infection  with  E.  coli  and  no  evi- 
dence of  obstruction,  how  often  can  you 
correlate  this  with  coliform  infections  of  the 
bowel  and  the  vagina? 

Dr.  Kunin:  Of  course,  the  bowel  and 
the  vagina  are  always  carrying  micro- 
organisms E.  coli  in  great  abundance.  We 
have  not  been  able  to  correlate  the  clean- 
liness or  the  lack  of  cleanliness  on  the 
part  of  girls  in  terms  of  their  recurrence. 
We  have  2 girls,  as  a matter  of  fact  sisters, 
who  have  marked  megacystis  syndrome. 
They  live  under  very  adverse  conditions. 
These  girls  have  been  free  of  infection  for 
over  a year.  Their  infections  have  just 
not  spontaneously  recurred  at  all.  So 
this  is  a gross  example  of  girls  who  have  very 
bad  habits  and  yet  have  no  reinfection. 

Also,  we  found  no  difference  between 
girls  who  live  in  a rural  or  in  an  urban  area. 
You  would  expect  some  difference  here, 
and  we  found  no  difference  between  whites 
and  Negroes  who  have  different  social  and 
economic  factors. 

Finally,  we  have  never  found  in  our 
experience  the  E.  coli,  which  are  seen  in 
epidemic  diarrhea.  We  find  01,  02,  04, 
06,  07,  and  075.  These  E.  coli  are  our 
most  common  organisms,  but  there  seems 
to  be  no  correlation  between  the  two  at  all. 
I think  that  they’re  unrelated  problems. 

Question:  Dr.  Lattimer,  how  long  do 
you  like  to  wait  before  your  definitive  sur- 
gical correction  of  the  “prune-belly”  baby? 

Dr.  Lattimer:  This  is  something  we 

would  govern,  I think,  by  the  rate  of  cor- 
rection of  the  blood  urea  nitrogen,  the  in- 
fection, and  so  forth.  We  would  go  ahead 
fairly  soon.  I would  say  give  them  six 
months  to  recover  as  much  as  possible  and 
then  institute  corrective  surgery. 

Dr.  Marshall:  I’d  like  to  make  a plea 
for  bilateral  nephrostomy  in  many  of  those 
cases.  I don’t  think  you  have  to  have  it  in 
every  one  but  in  those,  such  as  the  one  that 
Dr.  McGovern  did  show,  who  have  a great 
deal  of  hydronephrosis  and  secondary  ob- 
structions down  the  ureter,  so  that  a cys- 
totomy won’t  necessarily  suffice.  We  have 
in  our  experience  2 children  who  have  died 
from  the  lack  of  nephrostomy.  These 
children  with  prune-belly  syndrome  had  a 
nephrostomy  on  one  side,  then  a ureter 
implanted  and  a Y-V  plasty,  but  nothing 
done  to  the  other  side.  The  children  died 
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of  septicemia  from  multiple  abcesses  on 
the  unoperated  side.  Had  they  had  a 
nephrostomy  bilaterally,  the  results  would 
likely  have  been  different. 

Question:  What  are  the  operative  risks 
in  the  various  ages  of  children  when  a con- 
genital anomaly  is  found?  If  it  was  found 
early,  say,  in  the  first  few  months  of  life, 
would  one  wait  or  would  one  perform  the 
operation  now?  Dr.  Marshall? 

Dr.  Marshall:  Our  general  inclination 
is  not  to  do  much  waiting.  There  are  al- 
ways factors  in  particular  cases.  W e operate 
on  a good  number  of  these  right  away,  even 
shortly  after  birth.  Age  alone  has  very 
little  to  do  with  it  in  our  way  of  thinking. 

Dr.  Parry:  I would  agree  with  that. 

We  would  certainly  decompress  them  im- 
mediately so  that  they  could  be  carried 
safely,  but,  here  again,  with  these  new  test- 
ing devices,  we’ve  had  very  interesting  ex- 
periences. Cine  studies  can  give  valuable 
information  concerning  ureteral  function. 
In  other  words,  if  you  are  going  to  do  surgery, 
you’ve  got  to  bear  in  mind  how  good  a ureter 
you  have  above,  because  if  you’re  going  to 
create  a certain  grade  of  obstruction  below 
this  may  be  too  much  for  a ureter  that  is 
decompensated.  It’s  a decision:  When  is  a 
ureter  a ureter  and  when  is  it  an  inert  or  a 
rigid  tube? 

Dr.  Paquin:  Do  electromanometrics 

measure  ureteral  peristaltic  activity  with 
results  comparable  to  those  seen  with 
cinefluoroscopy?  Have  you  any  informa- 
tion in  that  regard? 

Dr.  Parry:  Not  very  much,  but  from 
others’  work  I would  say  this  is  true. 

Dr.  Waterhouse,  I was  just  going  to  turn 
this  over  to  you  because  your  group  at  the 
State  University  of  New  York  Downstate 
Medical  Center  have  done  this  work. 

Dr.  Waterhouse:  This  is  mostly  S.  R. 
Weinberg,  M.D.’s,  work,  but  I’m  sure  I can 
mention  it.  He  has  taken  a series  of  pigs 
and  has  tied  off  or  largely  obstructed  the 
bladder  necks  of  these  animals  by  putting  a 
piece  of  plastic  around  them.  Now,  they 
get  very  severe  hydronephrosis,  and,  just  as 
Dr.  Lattimer  said,  their  ureters  go,  for 
practical  purposes,  absolutely  dead.  We 
can’t  get  any  electrical  activity  out  of  them. 
If  you  do  a laparotomy  and  watch  the  ure- 
ters, they’re  absolutely  inert.  We  were 
very  surprised  to  find,  therefore,  that  when 
we  took  off  the  plastic  from  the  bladder 


neck,  all  the  activity  came  back  into  the 
pig’s  ureters.  I think  this  is  just  an  indi- 
cation that  one  shouldn’t  give  up  hope  too 
soon  if  the  ureters  do  seem  to  be  in  very  bad 
condition.  There  have  been  cases  shown 
today  in  which  very  dramatic  recoveries  in 
the  ureters  have  taken  place,  and  I’m  sure 
that  this  is  a general  finding. 

Dr.  McGovern:  May  I comment  on 

this?  Several  years  ago  I studied  the  in 
vitro  activity  of  human  ureters.  Approxi- 
mately 30  pieces  of  ureter,  obtained  from 
various  surgical  procedures,  were  tested  for 
spontaneous  activity  and  reaction  to  various 
drugs  utilizing  a physiologic  solution  and  a 
frictionless  lever.  In  only  1 case  was  no 
spontaneous  activity  evident.  That  speci- 
men was  obtained  from  an  eight-year-old 
boy  who  was  considered  to  have  congenital 
rickets  but  who  was  shown  to  have  massive 
hydronephrosis  and  hydroureter.  All  the 
other  specimens  had  spontaneous  activity; 
some  exhibited  spontaneous  activity  twenty - 
four  and  forty -eight  hours  after  they  were 
removed  surgically  if  they  were  stored  in  a 
refrigerator.  Generally,  the  height  of  the 
contraction  curve  increased  with  the  hyper- 
trophy of  the  ureter.  From  this  study  I 
must  conclude  that  peristaltic  activity  will 
usually  return  when  the  obstruction  is  re- 
moved. 

Question:  How  often  do  you  catheterize 
these  infants?  Do  you  do  these  occasionally 
or  frequently,  and  what  are  the  chances  of 
infection  following  catheterization? 

Dr.  Marshall:  I would  answer  mostly 
by  asking  another  question,  how  badly 
do  you  need  the  information  you’re  likely 
to  get  from  passing  the  catheter?  We 
hesitate  only  a little,  and  consequently 
catheterization  is  rather  common.  The 
catheter  can  give  the  doctor  a lot  of  infor- 
mation. If  we  really  need  the  information, 
and  there  is  no  substitute  for  information, 
then  we  catheterize  the  child.  I doubt 
that  gentle,  clean  catheterization  of  the 
normal  urinary  tract  produces  anything 
adverse.  Cox  and  Hinman&  catheterized 
male  volunteers  and  put  live  cultures  of 
E.  coli  in  their  urinary  tracts.  All  of  their 
urines  were  sterile  in  three  days. 

Question:  I’d  like  to  ask  Dr.  Lattimer 
what  type  of  booster  he  uses  to  get  his 
instrument  package  in  place  in  the  bladder? 

Dr.  Lattimer:  We  use  a tube  of  K-Y 
jelly  and  a good  push. 
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Question:  What  is  the  status  of  the 

Bischoff  operation? 

Dr.  Lattimer:  I will  answer  my  part  of 
it.  I have  done  the  Bischoff  operation  at 
least  a half-dozen  times  and  I wish,  cer- 
tainly, that  it  would  have  a high  degree  of 
success  because  it  would  save  us  a great  deal 
of  worry  and  a great  many  operations,  but 
I have  not  had  one  succeed.  I have  not 
been  able  to  maintain  the  suture  line. 

Dr.  McGovern:  As  I showed  in  the  il- 
lustrations, we  don’t  have  very  good  results 
on  the  big  dilated  ureters.  Our  over-all 
results  are  only  60  per  cent  satisfactory, 
that  is,  there  is  no  obstruction,  and  there  is 
no  reflux.  But  I have  no  experience  with 
the  Bischoff  operation,  and  therefore  I 
have  strong  opinions.  I think  in  reimplant- 
ing the  ureters,  our  results  are  as  good  as 
any  other  operation  in  general  surgery,  and 
I have  no  inhibitions  about  doing  it.  If 
the  ureter  won’t  reach,  we  make  a bladder 
flap  and  make  it  reach. 

I will  say  that  when  we  make  flaps  and 
implant  ureters,  all  the  flaps,  actually  the 
Ocherblad  flaps,  contain  reflux  when  the 
patients  void;  some  of  the  ureters  contain 
reflux  too,  although  it  doesn’t  usually  go  up 
to  the  kidney.  They  do  reflux. 

Question:  Dr.  Lattimer  and  Dr.  Mar- 
shall, what  in  round  numbers  are  the  rela- 
tive incidences  of  lesions  of  the  bladder 
neck,  whether  they  be  submucous  fibrosis, 
fibroelastosis,  or  valves? 

Dr.  Lattimer:  Well,  it’s  difficult  to  give 
accurate  figures,  but  we  had  3 valves  out  of 
2,000  pediatric  urologic  admissions,  and  in 
that  same  series  we  had  roughly  200  cases 
in  which  the  bladder  outlet  was  obstructed, 


presumably  by  one  of  these  other  lesions. 

Dr.  Marshall:  I’d  say  our  experience 
is  very  similar,  but  it  is  only  in  recent  years 
that  we’ve  been  looking  properly  for  valves, 
and  the  incidence  has  gone  up.  I’m  quite 
sure,  though,  that  even  in  our  recent  ex- 
perience the  incidence  of  valves  is  far  less 
than  the  incidence  of  bladder  neck  disorder. 
Of  the  bladder  neck  disorders,  I would  say 
the  fibromuscular  rings  were  much  more 
common  than  the  diffuse  fibroelastosis. 

Dr.  Paquin:  Dr.  Waterhouse,  do  you 
have  any  relative  figures  on  the  incidence  of 
these  lesions? 

Dr.  Waterhouse:  Of  course  we  are 

also  more  or  less  in  the  same  situation,  but 
we  have  rather  more  valves  than  either 
Dr.  Lattimer  or  Dr.  Marshall  have  in  rela- 
tion to  bladder  neck  obstruction,  but  when 
I say  this,  I mean  in  relation  to  severe 
bladder  neck  obstruction.  I don’t  mean 
in  relation  to  the  minor  degrees  of  bladder 
neck  obstruction,  those  which  are  very 
difficult  to  diagnose,  the  ones  that  have  to 
be  diagnosed  by  the  complicated  technics 
such  as  Dr.  Lattimer  was  discussing. 

But,  as  a disease  which  is  going  to  cause 
severe  damage  to  the  upper  urinary  tract, 
we  think  that  the  presence  of  valves  is 
quite  common.  As  I mentioned  earlier, 
we  have  about  18  cases  now,  although  this 
is  a little  artificial,  for  some  of  them  have 
been  sent  in  from  the  outside. 

“Stewart,  C.  M.:  Congenital  bladder  neck  obstruction: 
diagnosis  by  delayed  and  voiding  cystography  and  surgical 
removal  by  use  of  a new  cold,  crush-cutting  punch,  J.  Urol. 
83:  679  (May)  1960. 

b Cox,  C.  E.,  and  Hinman,  F.,  Jr.:  Experiments  with 

induced  bacteriuria,  vesical  emptying  and  bacterial  growth 
on  the  mechanism  of  bladder  defense  to  infection,  ibid.  86: 
739  (Dec.)  1961. 
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Role  of 
Concrete  Thinking 
in  Schizophrenia 


A constant  finding  in  schizophrenia  is  the 
defect  in  ability  to  handle  abstractions.  It 
influences  such  symptoms  as  autism,  am- 
bivalence, negativism  and  compliance,  pas- 
sivity, aggressive  and  impulsive  behavior, 
delusions,  hallucinations,  and  ideas  of 
reference,  and  homosexuality  and  dependence. 
The  goal  of  treatment  is  to  help  the  patient  to 
an  adjustment  of  the  relationship  between  his 
individual  capacities  and  the  world  around 
him,  including  influencing  the  concrete  think- 
ing tendency  through  organic  or  psychologic 
methods. 


ROBERT  A.  MCKINLEY,  M.D. 
White  Plains,  New  York 

Senior  Assistant  Psychiatrist,  The  New  York  Hospital 
Westchester  Division 


Schizophrenia  is  a major  mental  illness  of 
unknown  cause  and  is  characterized  by  more 
or  less  disorganization  of  the  personality  in 
the  face  of  a relatively  clear  sensorium. 
Much  effort  has  been  devoted  to  the  study  of 
this  condition,  but  as  yet  no  really  satis- 
factory or  universally  acceptable  explana- 
tion has  been  forthcoming.  However,  one 
defect  has  been  noted  by  most  students  of 
the  syndrome;  this  is  an  impairment  in 
dealing  with  abstractions.  It  is  the  purpose 
of  this  paper  to  emphasize  the  importance 
of  this  characteristic  of  schizophrenia  and  to 
show  how  it  influences  the  symptoms  and 
treatment.  The  relationship  of  concrete 
thinking  to  the  mechanisms  of  identification 
and  incorporation  are  discussed.  The  reader 
is  referred  to  the  work  of  Storch1  and  Kasa- 
nin2  for  a review  of  concrete  thinking  in 
schizophrenia. 

The  defect  has  been  described  in  various 
ways.  Von  Domarus3  speaks  of  logical 
thinking  which  follows  the  rule  of  Barbara  as 
opposed  to  schizophrenic  or  paralogic  think- 
ing. The  normal  individual  “accepts  iden- 
tity on  the  basis  of  identical  subjects  while 
the  schizophrenic  accepts  identity  on  the 
basis  of  identical  predicates.”3  For  ex- 
ample: Some  men  are  red.  Flowers  are 

red.  Therefore  some  men  are  flowers.  Quite 
different  objects  with  perhaps  only  a minor 
characteristic  in  common  are  identified  as 

Observations  in  this  article  were  made  at  The  New  York 
Hospital,  Westchester  Division,  on  the  Hall  for  Adolescent 
Patients,  established  and  maintained  through  the  support  of 
the  Calder  Foundation. 


being  the  same.  Sensory  modalities  are 
uppermost;  thoughts  and  emotions  become 
expressed  concretely  through  these  modali- 
ties. Thus,  sexual  intercourse  may  be 
experienced  as  a burning  fire.  Arieti4  noted 
that  the  schizophrenic  patient  lives  in  a 
world  of  perception  rather  than  a world  of 
conception. 

The  concrete  thinking  defect  may  be  an 
integral  part  of  the  disease  process  itself. 
On  the  other  hand,  it  may  develop  or  become 
more  marked  as  a method  of  defense  against 
forces  with  which  the  patient  is  unable  to 
cope.  There  is  reason  to  believe  that  both 
factors  can  be  working  in  concert;  in  fact, 
it  would  be  unreasonable  to  think  that  they 
were  not.  The  present  discussion  is  of  more 
than  academic  interest  because  how  one 
regards  the  thinking  defect  will  determine 
one’s  attitude  toward  the  disease  and  its 
treatment. 

Since  the  tendency  to  concrete  thinking  is 
the  one  characteristic  of  schizophrenia  that 
most  workers  can  agree  on,  it  will  be  a 
starting  point  for  this  discussion.  Many  of 
the  symptoms  appear  to  be  an  outgrowth  of 
this  defect.  Treatment,  to  be  rationally 
based,  must  take  it  into  account. 

The  reader  is  asked  to  visualize  the 
dilemma  of  the  schizophrenic  patient  as  far 
as  concrete  thinking  is  concerned.  This 
type  of  thinking  is  characterized  by  a 
literalness  of  interpretation,  by  inca- 
pacity to  go  beyond  the  obvious,  and  by 
decreased  ability  to  balance  the  explicit  with 
the  implicit.  A person  smiles,  which  is 
surely  a gesture  of  friendliness.  The  smile 
may  not  be  followed  by  appropriate  (or 
appropriate  enough)  action.  This  set  of 
circumstances  will  confuse  the  concrete 
thinker,  and  he  cannot  but  feel  rejection. 
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In  the  presence  of  the  anger  of  others, 
difficulty  will  be  experienced  in  sorting  out 
motives  for  such  anger.  On  one  hand,  a 
schizophrenic  person  may  assume  that  with- 
in himself  rests  the  complete  cause  of  the 
anger  of  the  other  person  or,  on  the  other 
hand,  that  the  anger  could  not  possibly 
have  anything  at  all  to  do  with  him.  The 
nature  of  his  thinking  difficulty  makes  these 
two  extremes  the  only  logical  ones  for  him. 
It  becomes  difficult  for  him  to  choose  be- 
tween the  possible  and  the  probable,  both 
appearing  to  have  equal  weight.  The  con- 
cept that  he  may  be  the  innocent  butt 
of  other  people’s  anger  and  emotions  is 
a foreign  one,  and  everything  is  taken  very 
personally.  The  ability  to  abstract  appears 
necessary  for  distinctions  of  this  kind  to  be 
drawn.  He  is  particularly  aware  of  ambiv- 
alent feelings  in  himself  and  others.  Since 
ambivalence  exists  in  the  more  important 
relationships  between  all  people,  the  schizo- 
phrenic patient  feels  surrounded  by  it,  and 
his  confusion  and  sense  of  isolation  increase. 
1 trust  that  this  gives  a picture  of  the  harrow- 
ing and  difficult  world  which  the  schizo- 
phrenic person  inhabits.  It  is  frightening, 
frustrating,  and  discouraging  in  the  extreme. 

The  problem  of  the  schizophrenic  indi- 
vidual, however,  only  begins  with  the  ex- 
ternal world.  The  same  kind  of  concrete 
thinking  governs  his  inner  life  as  well. 
Instinctual  strivings  are  perceived  con- 
cretely. Even  normal  body  sensations  be- 
come alarming.  These  strivings  develop 
an  overwhelming  immediacy  since  they  can- 
not be  integrated  adequately  with  either  the 
past  or  the  future.  The  wish  is  not  merely 
father  to  the  thought  as  it  is  in  a neurotic 
person,  but  it  takes  on  the  meaning  of 
action  itself.  The  patient  is  then  threatened 
both  from  within  and  without. 

Instincts  which  govern  activity  do  not 
act  together  in  a harmonious  fashion.  They 
may  be  inhibited  altogether  or  they  may  be 
inappropriately  bound  to  each  other.  The 
patient  frequently  seems  to  act  according  to 
an  all-or-none  principle  as  far  as  his  in- 
stincts are  concerned.  Feelings  of  affection 
become  mixed  with  sexual  feelings  in  rela- 
tion to  the  mother.  Close  relationships 
with  those  of  the  same  sex  more  often  than 
not  are  charged  with  a strong  sexual  feeling. 
It  may  be  said,  then,  that  inadequate  or 
inefficient  sublimation  of  instincts  is  charac- 
teristic of  the  schizophrenic  patient. 


Symptoms 

A few  of  the  various  ways  in  which  the 
schizophrenic  patient  handles  the  problems 
presented  to  him  in  his  life  adjustment  are 
outlined  as  follows: 

Autism.  The  concept  of  autism,  origi- 
nated by  Bleuler,5  represents  an  isolation  of 
the  individual  from  his  environment,  a 
more  or  less  complete  giving  up.  It  is  the 
raw  and  primitive  functioning  of  the  mind 
when  outer  stimuli  are  cut  off.  The  effort 
at  adaptation  to  the  external  world  is  no 
longer  made.  In  the  face  of  a severe  ab- 
straction defect  it  is  not  surprising  to  find 
such  a solution.  It  is  logical  to  assume  that 
autism  would  be  the  more  likely  pattern  of 
the  schizophrenic  patient  who  is  trying  to 
cope  with  a strict,  inhibiting,  unyielding 
type  of  environment.  This  may  well  ex- 
plain the  decline  in  the  number  of  such 
types  seen  nowadays  as  compared  with  that 
fifty  years  ago. 

Ambivalence.  Ambivalence,  also  noted 
by  Bleuler,5  follows  logically  from  the 
necessity  of  the  schizophrenic  person  to 
adapt  to  his  environment  through  extremes 
of  interpretation  and  adjustment.  Modera- 
tion is  an  unknown  concept,  and  attitudes 
constantly  fluctuate  as  conditions  change. 
Indecision  is  a product  of  the  ambivalent 
tendency,  and  consistency  is  lacking.  A 
man  may  be  crying  in  the  arms  of  his  wife 
and  in  most  ways  acting  like  a baby.  A 
short  while  later  he  may  go  “on  the  town” 
with  another  woman.  He  may  not  even 
understand  why  his  wife  should  be  upset 
and  be  unable  to  forgive  him. 

Negativism  and  compliance.  A kind 
of  positive  inactivity  called  negativism  is 
frequently  employed  by  the  schizophrenic 
patient.  A contrariness  in  attitude  and 
action  protects  him  from  being  controlled 
by  what  seem  overwhelming  forces.  This  is 
done  at  the  expense  of  adequate  ongoing 
adjustment  and  frequently  has  the  appear- 
ance of  “cutting  off  his  nose  to  spite  his 
face.”  Schizophrenic  nonconformity  has 
this  basis.  The  opposite  extreme  is  com- 
pliance, which  is  a positive  acceptance  of 
control  from  without.  The  patient  tends  to 
agree  with  the  last  person  he  has  seen. 
Adjustment  may  alternate  between  nega- 
tivism and  compliance.  The  patients  will 
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frequently  wonder  whether  they  are  doing 
things  for  themselves  or  for  someone  else, 
causing  paralyzing  indecision  and  inactivity. 

Particular  difficulty  will  result  for  the 
patient  when  there  is  a literal-minded  father, 
who  tends  to  live  by  various  slogans  such  as 
“a  sound  body  and  a sound  mind”  and  “be 
prepared,”  in  the  picture.  Frequently  great 
efforts  at  compliance  will  be  made.  Eventu- 
ally, however,  the  patient  becomes  fright- 
ened by  the  threatening  world  implied  by 
such  statements.  To  himself  he  says  “I 
cannot  make  it  in  a world  where  one  needs 
all  that  preparation.” 

Passivity.  A number  of  patients  will 
cope  with  their  environment  by  drifting  and 
by  not  taking  responsibility  for  themselves  or 
their  actions.  In  this  way  they  avoid  the 
extremes  of  adjustment  and  the  anxiety  of 
decision.  Situations  in  which  they  find 
themselves  can  be  viewed,  then,  as  having 
been  created  by  other  people.  The  world 
is  “going  to  the  dogs,”  and  attempting  to 
mold  either  himself  or  the  world  around  him 
appears  useless.  Here  there  is  a tendency 
to  see  concrete  evidences  of  man’s  animal  na- 
ture such  as  war,  cruelty,  selfishness,  greed, 
competitiveness,  and  so  on.  Other  and 
more  abstract  attitudes  which  balance 
such  traits  are  not  perceived.  Hate  is 
unmodified  by  love  in  the  schizophrenic 
patient’s  eye.  Evidences  of  hate  are  con- 
crete, and  the  love  available  seems  never 
enough  to  overcome  them.  Furthermore 
the  love  demanded  by  a schizophrenic  in- 
dividual needs  to  be  so  pure  that  no  one  can 
supply  it.  An  additional  factor  is  that  the 
schizophrenic  person  sees  and  feels  these 
same  instincts  within  himself  where  they 
are  also  unmodified  and  unbalanced.  There- 
fore they,  like  forces  from  without,  threaten 
to  overwhelm  him  and  to  lead  to  his  and 
others’  destruction. 

Aggressive  and  impulsive  behavior. 
Because  of  the  unbalanced  and  concrete 
world  of  the  schizophrenic  patient,  much  of 
his  activity  will  appear  inappropriate  and 
bizarre.  He  must  gratify  his  needs  within 
the  framework  he  understands  and  perceives. 
Expression  may  be  inhibited  for  long  periods 
only  to  burst  forth  suddenly.  Orderly 
planning  is  difficult.  Small  events  may  have 
great  meaning  and  act  to  trigger  aggression. 

In  a society  that  is  relatively  permissive 
and  open,  one  would  expect  many  more  of 
the  schizophrenic  patient’s  symptoms  to  be 


in  the  area  of  acting  out  than  in  a rigid,  Vic- 
torian type  of  society.  This  appears  to  be 
the  case,  and  many  more  schizophrenic 
adolescents  have  brushes  with  the  law  in  the 
form  of  stealing,  joy  riding,  disturbing 
the  peace,  and  so  forth,  than  formerly. 

Delusions,  hallucinations,  and  ideas 
of  reference.  Delusions,  hallucinations, 
and  ideas  of  reference  appear  to  be  the  re- 
sult of  the  individual’s  mental  or  intellec- 
tual adjustment  to  feelings  which  press  for 
integration.  The  function  of  the  mind  is 
to  think  and  to  correlate;  it  must  make  as 
rational  as  possible  what  is  going  on.  Cer- 
tainly the  concrete  world,  unmodified,  is 
full  of  fearful  persecutors  and  evidences  of 
hate  and  ill  will,  and  all  of  this  must  be  ra- 
tionalized. Prior  to  the  onset  of  these 
symptoms,  the  patient  has  attempted  to  deal 
with  his  emotions  in  a different  way.  It  is 
quite  usual  to  see  a long  history  of  con- 
stricted adjustment,  characterized  by  feelings 
of  isolation  and  of  being  different,  prior  to 
the  development  of  delusions,  hallucinations, 
or  ideas  of  reference. 

Homosexuality  and  dependency.  It  is 
difficult  for  the  schizophrenic  patient  as  he 
grows  up  to  develop  an  adequate  concept  of 
himself.  He  perceives  only  part  of  what  is 
going  on  about  him.  Inconsistencies  and 
ambivalent  tendencies  of  others  confuse 
him.  What  occurs  may  be  interpreted  to 
his  own  detriment,  and  in  a gradually  pro- 
gressive fashion  his  own  fears  will  prevent 
him  from  having  experiences  which  might 
lead  to  self-knowledge  and  self-confidence. 
He  will  feel  unacceptable  and  unaccepted. 
Nonetheless,  he  makes  efforts  to  find  rela- 
tionships on  some  basis  with  another  per- 
son, and  they  will  likely  be  at  the  extremes  of 
either  domination  or  dependence,  more  usu- 
ally the  latter.  In  the  case  of  dependence 
he  will  give  to  the  other  person  what  he  has 
and  will  attempt  to  love  totally.  He  will 
also  demand  total  love  in  return.  Anything 
less  means  rejection.  Since  part  of  his 
biologic  urge  is  sexual,  these  feelings  will 
enter  into  the  picture.  Homosexual  feel- 
ings may  be  prominent,  therefore,  either 
consciously  or  in  evidence  through  the  trend 
of  the  patient. 

Treatment 

What  are  the  implications  of  the  foregoing 
discussion  for  the  treatment  of  the  schiz- 


March  15,  1964  / New  York  State  Journal  of  Medicine  763 


ophrenic  patient?  The  goal  of  treatment  is 
to  help  the  patient  to  an  adjustment  of  the 
relationship  between  his  individual  capacities 
and  the  world  around  him.  One  would  hope 
to  accomplish  the  following: 

1.  To  influence  the  concrete  thinking 
tendency  directly  through  organic  or  psy- 
chologic methods. 

2.  To  re-educate  with  a view  to  helping 
compensate  to  some  extent  for  the  vast  areas 
of  experience  which  in  development  have 
been  cut  off  from  the  patient  because  of  the 
defect. 

3.  To  make  whatever  modification  is 
possible  in  the  environment  in  line  with  the 
patient’s  capacities. 

4.  Failing  the  primary  objective  of  in- 
fluencing the  defect,  or  even  making  up  for 
it,  one  can  still  hope  to  stem  progressive 
deterioration  and  give  the  patient  the  op- 
portunity to  live  the  kind  of  life  he  is  capable 
of,  even  if  it  is  in  an  institution.  The  goal 
here  should  be  to  keep  him  in  the  best  pos- 
sible state  so  that  should  some  specific 
treatment  become  available,  he  would  be 
able  to  benefit  maximally. 

Since  schizophrenic  adjustment  is  charac- 
terized by  extremes  or  fluctuations  between 
extremes,  a working  toward  moderation  is 
desirable.  Threats  from  within  and  without 
have  made  this  moderation  impossible. 
Logically  one  could  meet  the  problem  in 
the  following  ways: 

1.  Provide  a nonthreatening  and  ex- 
tremely permissive  environment  and  reduce 
the  threat  from  without  to  a minimum. 
Then,  theoretically,  one  would  gradually 
introduce  certain  problems  into  the  environ- 
ment with  which  the  patient  could  learn  to 
cope. 

2.  Provide  a relatively  simple  and  well- 
regulated  environment.  This  would  in- 
clude a good  deal  of  supervision.  The  hope 
here  would  be  to  reduce  the  environment  to 
proportions  which  the  patient  with  concrete 
thinking  can  understand  and  cope  with. 
There  would  be  movement  toward  more  per- 
missiveness and  less  structure  as  the  prog- 
ress of  the  patient  would  allow. 

Warmth,  interest,  and  consistency,  of 
course,  are  crucial  in  any  approach.  Al- 
though I am  convinced  that  either  method 
has  benefited  and  can  benefit  the  patient, 
the  latter  is  preferred  where  feasible  for 


the  following  reasons:  First,  the  patient 

can  utilize  the  controls  of  the  environment 
as  an  aid  in  handling  the  threat  from  within 
himself  which  is  frequently  as  great,  if  not 
greater,  than  the  threat  from  without.  It 
must  be  admitted  that  the  controls  which 
are  imposed  on  the  patient  may  assume  a 
threatening  aspect,  but  in  most  instances  the 
threat  diminishes  as  the  reliability  and  con- 
sistency of  the  environment  is  confirmed  in 
the  patient’s  mind. 

Second,  this  type  of  environment  seems 
to  fit  most  patients’  capacities  best.  Its 
formal  and  scheduled  aspect  is  suited  to 
the  concrete-thinking  individual.  The  thor- 
oughly explicit  environment  is  provided 
so  that  the  patient  is  met  where  he  is,  so  to 
speak. 

As  far  as  personnel  dealing  with  these  pa- 
tients are  concerned,  the  reader  is  referred 
to  a study  by  Whitehorn  and  Betz.6  They 
indicate  that  the  physician  is  a crucial  vari- 
able in  the  outcome  of  the  treatment  of 
schizophrenia.  Much  of  this  material  can 
be  applied  to  other  personnel  as  well.  While 
dogmatism  and  rigidity  may  seem  to  “hold 
the  fine”  in  some  cases,  little  change  can 
take  place  with  such  attitudes.  The  most 
that  happens  is  a change  of  one  dependency 
for  another.  Furthermore,  the  schizophren- 
ic patient  will  soon  see  concrete  evidence 
of  the  insecurity  which  underlies  such  rigid- 
ity. He  gains  this  knowledge  not  because 
he  has  some  sixth  sense  of  being  able  to  dis- 
cover what  lies  beneath,  but  because  his 
sense  of  observation  of  the  external  and  the 
concrete  is  so  acute  that  he  sees  the  ex- 
ternal evidence  of  internal  feeling  which 
other  people  overlook.  On  the  other  hand, 
permissiveness  has  the  defect  of  not  giving 
the  patient  adequate  help  in  controlling  his 
impulses  and  instincts;  indeed,  he  may  in- 
terpret permissiveness  as  permission  or 
even  encouragement,  sometimes  with  dis- 
astrous results. 

The  type  of  person  best  suited  to  do  psy- 
chotherapy is  a negotiator.  He  is  a person 
who  can  admit  his  own  mistakes  and  knows 
his  own  limitations.  He  must  also  have 
a clear  view  of  his  responsibilities  and 
duty  toward  the  patient.  He  must  not 
abuse  the  power  he  has,  but,  on  the  other 
hand,  he  must  not  fear  to  use  it  should  the 
occasion  arise.  The  patient  will  expect 
him  to  and  will  be  unsupported  if  he  does 
not.  Threats,  half-truths,  and  indirection 
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are  undesirable.  Consistency,  moderation, 
sincere  interest  in  people,  and  optimism  are 
some  of  the  ingredients  of  a good  therapist. 
Probably  the  single  most  important  thing  is 
the  willingness  of  the  doctor  to  stay  with  the 
patient  and  to  maintain  a hopeful  attitude 
in  the  face  of  a long  and  quite  variable  ill- 
ness. 

Organic  therapies  are  frequently,  if  not 
usually,  necessary  in  the  management  of 
the  acute  schizophrenic  state.  The  schizo- 
phrenic patient  cannot  be  neutral  toward 
these.  He  may  view  them  as  magic  and 
eagerly  seek  them;  on  the  other  hand  he 
may  fear  them  greatly  since  they  may  seem 
to  rob  him  of  what  little  shred  of  self  he  has. 

Any  physical  disorder  should  be  corrected 
or  alleviated  to  the  extent  that  it  is  possible 
to  do  so.  Such  things  as  adequate  diet  and 
personal  hygiene  not  only  are  important 
for  survival  but  also  provide  a way  of  show- 
ing interest  in  the  patient.  Such  interest 
creates  a feeling  of  expectation  of  cure  or 
improvement.  This  is  so  even  when  tube- 
feeding the  patient.  Hydrotherapy  should 
not  be  neglected  as  it  provides  relaxation  in 
a concrete  setting  and  gives  the  patient  the 
impression  that  something  is  being  done. 
Such  things  as  dress,  personal  appearance, 
and  observance  of  the  amenities  are  im- 
portant also.  A complete  physical  exam- 
ination in  a medical  setting  is  reassur- 
ing and  helps  to  create  the  feeling  that  the 
patient  is  suffering  from  an  illness  rather 
than  moral  depravity.  Meticulous  atten- 
tion to  these  various  physical  aspects  lays  the 
groundwork  for  the  psychotherapeutic  re- 
lationship. They  provide  approaches  to 
the  patient  which  form  a basis  for  trust. 

Various  forms  of  program  therapy  in- 
cluding gymnasium,  occupational  therapy, 
music,  library,  and  other  special  activities 
will  create  an  environment  in  which  the 
patient  may  have  constructive  experiences. 

Individual  psychotherapy 

Once  the  acute  symptoms  have  been 
allayed,  using  whatever  means  necessary 
and,  as  Meyer7  has  said,  “with  as  much  tact 
as  possible,”  certain  basic  problems  will 
have  to  be  tackled.7  If  they  are  ignored, 
any  improvement  will  remain  temporary. 
In  dealing  with  these  problems  it  should 
be  remembered  how  concrete  thinking  has 
thwarted  normal  development.  The  re- 


sumption of  the  patient’s  premorbid  adjust- 
ment is  not  sufficient.  In  spite  of  evidence 
to  the  contrary,  close  study  will  show  evi- 
dence of  uneven  development  and  develop- 
mental lag.  Little,  therefore,  can  be  taken 
for  granted. 

Tendency  toward  isolation.  A tend- 
ency toward  isolation  may  show  itself 
directly  so  that  the  patient  remains  aloof. 
He  may  be  engaging  in  a program  of  ac- 
tivities, but  close  scrutiny  will  reveal  that 
most  of  his  activities  are  of  a solitary  kind. 
When  inquiries  are  addressed  to  the  staff 
concerning  his  progress,  little  information 
may  be  gained,  for  he  seems  to  have  “melted 
into  the  wallpaper.”  The  patient,  however, 
may  act  more  positively  to  isolate  himself. 
He  may  show  a lofty  superiority  which 
others  find  obnoxious.  Each  effort  at 
approaching  another  human  being  may  be 
effectively  canceled  by  a snide  remark 
or  an  offensive  act.  One  patient  told  an- 
other patient  how  much  he  respected  him, 
and  a few  minutes  later  he  called  the  same 
individual  a homosexual  in  front  of  a large 
group.  In  dealing  with  this  the  physician 
should  establish  environmental  conditions 
which  will  counteract  the  tendency  toward 
isolation.  This  should  be  done  gradually. 
As  the  meaning  of  his  behavior  is  interpreted 
to  the  patient,  much  can  be  learned  about 
the  development  of  the  tendency  itself  and 
its  use  to  the  patient. 

Intolerance  to  uncertainty.  The 
difficulty  the  concrete  thinker  has  in  weigh- 
ing probabilities  and  possibilities  makes 
change  and  decision-making  difficult.  The 
doubt  and  anxiety  which  attend  the  making 
of  new  relationships  and  entering  on  change 
is  great.  This  is  re-enforced  by  a pat- 
tern of  failure  in  the  past.  The  patient 
avoids  the  risk  of  failure  by  acting  in  a way 
contrary  to  his  expressed  aims.  He  will 
be  on  the  lookout  and  will  find  some  excuse 
in  the  environment.  What  he  knows,  bad 
though  it  seems,  is  better  than  the  unknown 
to  him.  When  pressure  for  decision  can 
no  longer  be  resisted,  impulsiveness  char- 
acterizes the  decision-making  process.  A 
patient  looking  for  work  frequently  will 
take  the  first  job  offered  even  though  he  is 
completely  unsuited  for  it.  Care  must  be 
taken  to  desensitize  the  patient  to  new  situa- 
tions and  to  change.  Impulsive  actions 
are  the  penalty  for  overtaxing  the  patient’s 
capacities. 
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Intolerance  to  conflict.  The  patient 
may  avoid  direct  expression  of  how  he  feels. 
He  fears  that  such  expression  may  be 
immoderate  or,  more  importantly,  that  it 
may  release  feelings  which  have  only  with 
the  greatest  difficulty  been  held  in  check. 
At  the  other  extreme  he  may  appear  to  be 
in  continual  conflict  about  almost  every- 
thing. This  kind  of  conflict  appears  to 
act  as  a smoke  screen,  the  hope  being  that 
his  true  feelings  will  escape  notice.  Antic- 
ipation and  preparation  for  conflict-laden 
experience  is  essential  for  both  the  physician 
and  the  patient.  Support  through  these 
experiences  is  necessary  in  the  management 
of  the  schizophrenic  patient. 

Type  of  clinging  dependency.  The  pa- 
tient may  attempt  a solution  of  his  dilemma 
by  acting  the  part  of  a model  patient.  He 
wants  to  be  told  what  to  do.  He  is  very 
obsequious  and  is  either  childishly  suppli- 
cating or  very  ingratiating  in  his  manner. 
He  seems  content  to  let  others  take  over. 

Inordinate  desire  to  help  others. 
Many  patients  will  have  a sense  of  identity 
and  worth  only  when  helping  others.  They 
may  justify  themselves  through  work  and 
service.  While  under  some  circumstances 
this  may  be  commendable,  it  is  frequently 
a block  to  the  schizophrenic  patient’s  prog- 
ress. He  sets  himself  up  for  rejection  since 
no  one  will  fully  appreciate  his  efforts.  Liv- 
ing through  and  for  others  is  a blind  alley. 
Encouragement  in  experiences  of  doing 
things  for  himself  will  be  more  helpful. 

Search  for  magical  change  through 
various  associations.  Marriage,  for  in- 
stance, may  be  seen  as  a solution  to  the 
patient  for  his  unhappiness.  He  believes 
that  most  married  people  are  happy. 
The  preliminary  steps  which  would  logically 
lead  to  that  blissful  matrimonial  state  are 
ignored.  Or  the  patient  seeks  employ- 
ment, not  because  he  really  wants  it,  but 
because  most  well-adjusted  people  are  em- 
ployed. Preparation  and  qualification  seem 
secondary.  Youngsters  who  cannot  read 
a note  of  music  want  to  become  bandleaders, 
and  so  on.  Others  will  associate  themselves 
with  various  groups  to  feel  in  some  way  a 
sense  of  being  alive,  which  of  themselves 
they  cannot  feel. 

Nonconformity.  The  patient  may  take 
on  superficial  aspects  of  individuality  such 
as  growing  a beard  or  affecting  extremes 
in  dress.  He  may  get  a certain  amount  of 


comfort  from  these.  This  type  of  adjust- 
ment, however,  leads  to  no  real  maturation. 
Encouragement  of  this  kind  of  thing, 
particularly  in  the  absence  of  more  construc- 
tive activity,  re-enforces  the  symptoms  of  the 
patient  and  the  tendency  to  concrete  think- 
ing on  which  they  are  based. 

Feelings  of  inner  emptiness.  Feelings 
of  inner  emptiness  may  assume  a prominent 
role,  particularly  when  the  various  person- 
ality defenses  crumble  as  they  are  prone 
to  do  during  treatment.  This  represents 
an  awareness  of  the  inadequately  developed 
self-concept  and  is  bound  to  occur  at  some 
time  in  treatment.  It  can  be  considered 
a time  when  the  patient’s  old  technics  are 
abandoned  and  new  ones  are  not  yet  ade- 
quate to  sustain  adjustment  and  to  give 
satisfaction.  Suicide  at  this  point  is  a great 
danger. 

To  help  the  patient  make  some  sense  out 
of  his  disordered  patterns  of  reaction,  an 
effort  to  reconstruct  their  development  is 
useful.  Environmental  factors  certainly  en- 
courage concrete  thinking  even  if  they  do 
not  cause  it.  Such  understanding  is  help- 
ful to  the  patient  as  long  as  he  is  not  en- 
couraged to  blame  his  parents  or  others. 
Generally  he  has  interpreted  past  events  to 
his  own  detriment.  In  treatment  he  learns 
that  other  interpretations  of  what  has  hap- 
pened are  possible.  Such  inquiry  will  help 
the  patient  gain  assurance  of  his  personal 
worth  and  help  him  establish  connections 
with  his  own  past.  He  will  develop  a cer- 
tain historical  perspective  about  himself 
in  a gradual  way.  He  can  learn,  for  in- 
stance, that  evidences  of  anxiety  in  a father 
or  mother  are  a function  of  their  own  per- 
sonalities. Earlier  he  lacked  the  sophistica- 
tion to  perceive  this  and  made  a personal 
interpretation  of  these  things.  In  other 
words,  he  is  helped  to  see  his  parents  and 
others  as  individuals. 

The  role  of  identification  and  incorpora- 
tion and  its  relationship  to  maturity  should 
be  discussed  in  connection  with  individual 
psychotherapy.  Identification  is  defined 
as  the  process  of  selectively  and  without  con- 
scious awareness  adopting  traits  of  others 
for  use  in  the  service  of  one’s  own  person- 
ality. A more  primitive  process,  incorpora- 
tion, implies  a lack  of  selectivity  and  a ri- 
gidity where  the  traits  of  others  are  con- 
cerned. It  is  as  if  the  other  person’s  traits 
are  swallowed  whole  and  applied  to  various 
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situations  in  an  inflexible  manner. 

Identification  in  the  Freudian  sense  is  de- 
fined as  taking  into  one’s  personality  certain 
traits  of  a “love  object,”  which  traits  per- 
sist after  the  love  object  is  out  of  the  pic- 
ture or  lost.  Character,  then,  is  defined 
as  a “precipitate  of  relinquished  love  ob- 
jects.”8 The  implication  is  that  true  iden- 
tification cannot  occur  until  a love  object 
is  given  up.  In  development  the  love 
object  that  is  given  up  is  “a  fantastic  per- 
sonification,” as  Sullivan  would  say.9  It 
is  the  idealized  image  which  one  person  has 
of  another.  This  image  is  determined  by 
previous  experience  with  the  other  person. 
It  does  not  represent  what  the  person 
really  is,  but  rather  what  he  is  to  another 
particular  person.  This  image  will  suit 
the  needs  of  the  individual,  and  there  will 
be  a tendency  to  continue  to  perceive  it. 
When  events  transpire  so  that  the  image  can 
no  longer  be  maintained  there  is  a loss.  A 
disillusionment  will  occur,  and  it  is  as  if  the 
image  (person)  had  died.  A kind  of  mourn- 
ing ensues;  varying  degrees  of  anger,  guilt, 
and  depression  are  generated.  One  mourns 
for  the  departed  image.  Time  permits  a 
more  balanced  view  to  prevail,  anger  and 
grief  being  replaced  by  the  unconscious  de- 
cision to  utilize  certain  traits  of  the  other 
individual.  It  is  as  if  one  bears  the  grief 
and  anger  so  that  he  does  not  lose  every- 
thing. To  put  it  another  way,  a half  a 
loaf  is  better  than  none.  This  is  rather 
evidently  a complicated  process  demanding 
a high  level  of  abstraction  ability. 

In  psychotherapy  it  is  important  to  under- 
stand how  a defect  in  the  capacity  to  ab- 
stract affects  the  foregoing  process.  The 
compromise  that  must  come  about  in  a res- 
olution of  the  mourning  following  the  loss 
is  beyond  the  ability  of  the  concrete  thinker. 
He  is  not  geared  to  accept  half  a loaf.  Iden- 
tifications will  be  made  therefore  only  with 
great  difficulty,  and  a full  differentiation 
of  the  personality  will  not  occur.  The  fol- 
lowing courses  are  open  to  the  schizophrenic 
patient: 

1.  To  function  blindly  on  the  basis  of 
incorporation.  This  involves  ignoring  the 
loss  and  results  in  inappropriateness.  An 
adolescent  takes  up  weightlifting  to  the  ex- 
tent that  it  makes  him  muscle-bound.  Ini- 
tially he  was  encouraged  in  this  by  his  father 
who  had  great  fear  for  his  own  personal 
safety.  The  patient’s  pattern  continued 


long  after  the  father  became  aware  of  the 
excess  but  was  powerless  to  get  the  boy  to 
stop. 

2.  To  reject  in  toto  the  idealized  image 
involved,  becoming  hostile,  angry,  and  de- 
pressed. 

3.  To  fluctuate  between  incorporation 
and  rejection  in  toto;  this  third  solution 
is  the  most  common. 

Inquiry  directed  at  finding  out  as  much 
as  possible  about  important  interpersonal 
relationships  is  essential  therefore  and 
comprises  one  of  the  chief  tasks  of  individual 
psychotherapy  of  the  schizophrenic  patient. 
In  an  atmosphere  of  helpfulness  and  support, 
certain  confusions  and  misinterpretations 
made  by  the  patient  frequently  can  be  clari- 
fied sufficiently  to  allow  some  identification 
to  take  place.  This  holds  true  for  relation- 
ships both  past  and  present.  Once  this 
process  starts  it  can  be  a progressive  one. 

Fostering  formation  of  identifications  will 
involve  the  following: 

1.  An  awareness  of  the  idealized  images 
the  patient  has  constructed.  It  is  necessary 
to  understand  how  the  patient  structures 
his  environment  so  as  to  bring  it  in  line  with 
his  idealized  images. 

2.  The  willingness  of  the  physician  and 
staff  to  create  an  atmosphere  in  which  the 
loss  of  the  idealized  image  can  occur  so 
that  identifications  can  be  made. 

3.  The  patience  to  bear  with  the  patient 
during  the  anxiety,  rage,  fear,  and  depres- 
sion that  accompany  this  process  which,  as 
has  been  suggested,  is  a kind  of  mourning. 

4.  The  appreciation  that  this  is  a con- 
tinuing, unrelenting  process  which  will 
have  to  be  repeated  frequently  until  suffi- 
cient maturation  has  taken  place. 

It  should  be  understood  that  the  idealized 
images  brought  by  the  patient  to  the  treat- 
ment process  are  extraordinarily  well  fixed 
in  his  adaptational  pattern.  Repeated  small 
and  less  traumatic  identifications  have  not 
occurred . I n t he  patients  with  schizophrenia 
these  orderly,  normal  processes  have  mis- 
carried, and  often  have  not  occurred  at  all, 
so  that  a fifteen-  or  twenty-year-old  patient 
has  the  idealized  images  of  a five-year-old 
child  or  younger. 

It  is  usually  necessary  for  the  physician 
or  others  to  go  along  with  the  idealized 
image  for  a time,  but  it  must  be  recognized 
that  no  significant  progress  can  be  made  on 
this  basis.  Over-long  continuation  of  this 
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produces  the  so-called  “sticky”  transference 
which  often  represents  only  the  gratification 
of  the  omnipotent  fantasies  of  the  physician 
and,  as  such,  is  a degradation  of  the  pa- 
tient’s capacity  for  cure.  The  pressures 
for  maintenance  of  the  status  quo  are  great 
because  the  anger  and  panic  at  the  loss  of 
long-standing  idealized  images  are  great. 
When  in  the  treatment  the  idealized  image 
can  no  longer  be  maintained,  much  feeling 
will  be  directed  against  the  physician,  who 
is  held  responsible  for  the  loss.  This  is  well 
merited  since  one  of  the  therapist’s  jobs  is  to 
establish  conditions  and  utilize  circum- 
stances in  such  a way  as  to  make  the  loss  un- 
avoidable. The  therapist  must  not  shirk 
his  responsibility  here.  If  he  does,  treat- 
ment will  be  stalled  and  will  merely  consist 
of  a repetition  of  old  patterns  in  a new  set- 
ting. To  hold  on  to  what  he  knows,  the 
patient  will  often  enlist  the  physician,  in 
subtle  ways,  to  this  end.  A physician  who 
blames  the  parents  for  the  illness,  one  who 
has  problems  with  authority  himself,  or  one 
who  has  an  inordinate  need  to  gratify  himself 
through  the  patient  may  unwittingly  allow 
himself  to  be  used  in  this  way. 

Eventually  the  physician  and  the  patient 
will  come  into  conflict.  It  need  not  be 
fostered,  and  it  may  not  be  open  conflict, 
but  it  will  occur  naturally  because  of  the 
characteristic  of  the  illness  involved.  This 
conflict,  whatever  form  it  takes,  is  deemed 
necessary  since  it  makes  possible  identifica- 
tion and  therefore  growth.  The  patient  will 
have  to  abandon  whatever  idealized  image 
he  may  have  of  the  physician  and  form  a 
new  conception  of  him  closer  to  reality. 
He  will  then  tend  to  see  the  traits  and  per- 
sonalities of  the  physician  and  other  staff 
members  more  as  individual  to  themselves, 
and  he  can  acquire  certain  traits  from  them 
which  he  can  give  his  own  trademark. 
He  is  able  to  make  an  important  separation 
between  himself  and  others.  This  must 
occur  both  often  and  gradually  and,  as 
treatment  progresses,  should  be  extended  in 
wider  and  wider  areas  of  adjustment. 
With  each  such  event  the  patient  gains  con- 
fidence that  he  actually  can  deal  with  the  real 
world.  Experience  and  judgment  are  in- 
volved relative  to  the  timing  and  guidance  of 
such  experiences. 


Conclusions 

The  defect  in  ability  to  handle  abstrac- 
tions is  a constant  finding  in  schizophrenia. 
It  has  been  shown  how  this  defect  influences 
symptoms  and  how  it  needs  to  be  taken  into 
consideration  in  treatment.  How  it  deter- 
mines patterns  of  thinking  and  adjustment 
can  readily  be  seen. 

The  defect  is  evident  and  is  something 
that  one  can  deal  with.  It  is  something  the 
patient  has,  so  to  speak,  and  not  some- 
thing that  must  be  inferred.  I feel  that  the 
understanding  of  schizophrenia  begins  with 
the  understanding  of  this  defect.  The  ill- 
ness is  thereby  placed  within  the  patient 
where  the  physician,  others  concerned  with 
the  treatment,  and  the  patient  himself  can 
deal  with  it  in  whatever  way  possible.  The 
patient  is  then  permitted  to  assume  the 
role  of  an  inquirer  in  an  effort  to  understand 
his  environment  rather  than  the  role  of  a 
helpless  victim  of  it.  He  is  accorded  the 
dignity  of  being  given  credit  for  participa- 
tion in  the  development  of  his  illness.  The 
expectation  is,  therefore,  that  he  can  par- 
ticipate in  his  recovery. 

Working  with  the  thinking  defect  pro- 
vides a starting  point  for  exploration  of  fac- 
tors involved  in  the  illness.  Unfortunately, 
in  the  present  state  of  knowledge  it  may  be 
the  end  point  beyond  which  we  cannot  go, 
despite  the  wishes  of  the  patient  and  the 
doctor. 

21  Bloomingdale  Road 
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Coagulation  necrosis  of  renal  papillae  is 
a complication  of  acute  pyelonephritis, 
especially  in  the  context  of  diabetes  mellitus, 
obstructive  uropathy,  and  renal  vascular 
disease.  However,  once  papillary  necrosis 
has  occurred,  its  impact  on  the  subsequent 
course  of  the  renal  disease  is  dramatic  enough 
to  be  considered  as  an  entity  in  itself. 
Recognition  of  the  clinical  consequences  of 
papillary  necrosis  depends  on  an  apprecia- 
tion of  its  distinctive  pathologic  features  and 
their  evolution.  To  that  end  the  clinical 
and  pathologic  aspects  of  41  cases  have  been 
surveyed.  In  14  cases  at  least  one  of  the 
authors  had  participated  in  the  clinical  man- 
agement. All  but  1 were  confirmed  histo- 
logically. In  that  1 a characteristic  clinical 
syndrome  was  supplemented  by  diagnostic 
x-ray  findings. 

Pathology 

The  typical  lesion  of  papillary  necrosis  is 
an  ischemic  infarct  involving  the  renal 
papilla  and  a variable  portion  of  the  adjacent 
medulla  (Figs.  1 and  2).  The  inflammatory 
reaction  to  the  necrosis  may  be  slight  but  is 


a study  was  made  of  41  cases  of  papillary 
necrosis  of  which  most  developed  from  acute 
pyelonephritis;  21  patients  were  diabetic. 
Sudden  worsening  of  the  pyelonephritis,  with 
some  degree  of  renal  failure,  was  the  most 
frequent  clinical  sign.  Treatment  consisted  of 
control  of  the  underlying  pyelonephritis,  re- 
moval of  obstruction,  and  dialysis  for  the  con- 
sequences of  renal  failure;  however,  only  7 
of  41  survived,  3 after  nephrectomy. 


usually  intense.  If  death  of  the  patient  from 
sepsis  or  renal  failure  does  not  halt  the 
process  at  this  point,  the  necrotic  tissue 
liquefies,  most  prominently  at  the  margins. 
Eventually,  the  necrotic  papilla  separates 
from  the  viable  medulla  (Fig.  3),  becoming  a 
sequestrum  in  the  calyx  and  leaving  a defect 
in  the  pyramid  (Figs.  4 and  5).  The  se- 
questrum may  liquefy  in  the  calyx  and  be  ab- 
sorbed. Alternatively,  it  may  form  the 
nidus  of  a renal  calculus  which  may  be 
passed. 1 Histologically,  identifiable  portions 
of  papillae  may  also  pass  down  the  ureter  to 
be  voided  or  removed  at  cystoscopy  (Fig.  6). 
The  medullary  “ulcer”  may  undergo  fibrosis 
and  hyalinization  and  eventually  may  be 
covered  by  new  epithelium  regenerated  from 
calyces  and  collecting  ducts.2  Complete  re- 
establishment of  continuity  of  the  calyces 
and  renal  tubules  has  been  reported.  Renal 
function  returned  to  normal  despite  wide- 
spread papillary  necrosis.3-4  With  healing, 
only  localized  calyceal  enlargement  remains 
(Fig.  5).  Increasingly,  patients  have  been 
recorded  who  survive  necrosis  of  papillae. 
Some  of  these  subsequently  show  healed 
lesions  at  autopsy. 

Clinical  diagnosis 

As  papillary  necrosis  arises  from  acute 
pyelonephritis,  abrupt  aggravation  of  a pre- 
existing renal  infection  was  the  first  indica- 
tion that  necrosis  had  occurred.  This  ag- 
gravation was  marked  not  only  by  the  usual 
signs  of  an  increase  in  local  infection  but  also 
by  suppression  of  urinary  output  and 
azotemia  of  some  degree.  The  degree  de- 
pended on  both  the  extent  of  necrosis  and  the 
severity  of  the  underlying  infection.  When 
necrosis  was  extensive,  the  picture  resembled 
complete  renal  shutdown.  When  pre- 
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FIGURE  1.  Necrotic  lesions  of  varying  extent  are 
present  in  almost  all  pyramids.  In  lower  pole 
they  are  confined  to  papillae,  in  upper  pole  (to 
right)  they  involve  larger  areas  of  medulla.  Larger 
lesions  consist  of  abscesses,  as  well  as  coagula- 
tion necrosis. 


FIGURE  2.  Low-power  magnification  of  necrotic 
papilla  from  kidney  shown  in  Figure  1.  Tubules 
contain  bacteria,  leukocytes,  and  tissue  debris. 


existing  infection  or  vascular  disease  had  de- 
stroyed sufficient  nephrons,  even  limited 
necrosis  could  precipitate  a similar  picture. 
The  signs  of  infection,  including  bacteremia 
and  shock,  did  not  always  parallel  the  extent 
of  renal  failure.  A patient  who  remained  in 
renal  shutdown  for  ten  days  had  low-grade 
fever  and  only  moderate  pyuria  and  bacteri- 
uria.  One  patient  with  shock  and  bac- 
teremia maintained  an  adequate  urinary  out- 
put throughout  the  entire  acute  phase. 

Although  21  cases  in  this  series  were 
diabetic  and  although  all  manifested  some  in- 
crease in  glycosuria  prior  to  admission,  there 
was  surprisingly  little  difficulty  with  control 
of  the  diabetes  in  the  hospital.  One  striking 


FIGURE  3.  Low-power  magnification  of  necrotic 
papilla  beginning  to  separate  at  one  corner  from 
viable  pyramid.  Kidney  was  removed  surgically 
and  contained  necrotic  papillae  in  various  stages 
of  separation.  From  original  photograph  supplied 
by  Swartz  and  previously  published.3 


exception  was  a patient  who  manifested 
resistance  to  insulin  and  required  massive 
amounts  to  control  acidosis.  Two  other 
patients  were  admitted  in  diabetic  coma.  As 
the  hyperglycemia  and  acidosis  came  under 
control,  oliguria  and  azotemia  became  more 
evident  and  proceeded  to  uremic  coma.  Al- 
though these  latter  2 cases  were  otherwise 
typical  in  their  features,  the  sequence  was 
striking. 

In  3 diabetic  cases  the  pre-existing  infec- 
tion was  mild,  and  necrosis  was  limited  in  ex- 
tent. Although  the  clinical  picture  was  still 
one  of  an  exacerbation  of  acute  pyelo- 
nephritis, the  total  disease  was  low  grade  and 
responded  to  antibiotics.  Patients  of  this 
type  have  been  reported  in  several  recent 
series,  notably  in  the  Scandinavian  litera- 
ture.1- 2-  6-7  Diabetes  and  obstructive  urop- 
athy  have  been  unusual,  and  their  course 
has  been  protracted.  Diagnosis  has  been 
made  most  frequently  by  radiography,  al- 
though most  cases  have  been  confirmed  by 
the  finding  of  sequestra,  either  free  in  urine 
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FIGURE  4.  Low-power  magnification.  Papilla  has 
sloughed  away  and  enlarged  calyceal  cavity,  lined 
by  inflammatory  exudate,  remains.  Radiologically 
this  appears  as  clubbed  irregular  calyces  (Figs. 
7-9),  and  sloughed  papilla  may  be  visualized  as 
filling  defect  in  renal  calyx  and  pelvis  (Figs.  8 and 
9).  From  original  photograph  supplied  by  Swartz 
and  previously  published.3 


FIGURE  5.  Case  1.  Right  kidney  at  autopsy  six 
weeks  after  pyelogram  of  Figure  9.  Pelvis  is  not 
dilated,  but  superior  calyx  is  enlarged,  and  its 
mucosa  is  granular  and  translucent.  Pyramids 
are  blunted  and  inverted,  as  in  mild  hydrone- 
phrotic  atrophy. 

or  incorporated  in  renal  calculi.  These  cases 
attest  to  the  efficacy  of  microradio  graphic 
analysis  of  calculi  and  intravenous  pyelog- 
raphy in  uncovering  examples  of  papillary 
necrosis  at  a stage  when  antibiotic  therapy 
may  be  capable  of  affecting  the  course.  The 
frequency  of  this  type  of  case  in  Scandinavia 
has  been  related  to  phenacetin  ingestion.8 
Two  similar  cases  have  been  reported  in  the 
United  States.  9>  10 

In  1 case  in  this  series  pyelonephritis  and 
papillary  necrosis  followed  retrograde  pyelog- 


FIGURE 6.  Fragments  of  tissue  found  in  urinary 
bladder  at  cystoscopy.  Fragments  are  identifi- 
able as  necrotic  papilla  by  “ghost”  framework  of 
renal  tubules.  Fragments  provide  filling  defects 
in  pelvis  and  calyx  illustrated  in  other  radiograms. 

raphy.  Examples  of  this  complication  have 
been  reported  previously.11-13  The  abrupt 
exacerbation  of  pyelonephritis  provides  the 
clue  that  papillary  necrosis  has  occurred,  but 
antemortem  proof  of  the  diagnosis  depends 
on  the  sloughed  renal  papilla  and  its  sub- 
sequent fate.  Hematuria,  renal  colic,  and 
the  finding  of  the  recognizable  sequestrum  in 
the  bladder  or  urine  were  clinically  signifi- 
cant consequences  of  papillary  necrosis. 
Although  hematuria  may  complicate  pyelo- 
nephritis, its  incidence  in  this  series  was 
unusually  high.  Gross  hematuria  was  seen 
in  8 patients.  In  7 more  hematuria  was 
detectable  only  microscopically  but  was 
striking.  Lesser  degrees  of  hematuria  were 
frequent. 

Renal  colic  and  the  finding  of  a sequestrum 
in  the  bladder  was  prominent  in  only  a single 
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FIGURE  7.  Retrograde  pyelogram,  revealing  con- 
cretion in  left  midcalyx  surrounded  by  radiopaque 
dye.  This  is  so-called  ‘‘ring  sign”  and  represents 
sloughed  papilla  surrounded  by  dye  dissecting 
along  zone  of  liquefaction  between  necrotic  and 
viable  parts  of  pyramid. 


patient  in  this  series.  Their  importance,  in 
addition  to  providing  occasional  proof  of 
papillary  necrosis,  is  to  focus  attention  on 
radiologic  methods  to  demonstrate  se- 
questra when  they  are  not  passed  down  the 
ureter. 

Radiologic  diagnosis 

Before  the  necrotic  papilla  separates  from 
the  pyramid,  the  pyelogram  reflects  only  the 
underlying  disease.  As  separation  takes 
place,  radiopaque  material  in  the  calyx  may 
filter  around  the  sequestrum.  Partial  en- 
circlement of  the  necrotic  papilla  has  been 
called  the  “sling”  effect  (Fig.  7). 13  When 
the  encirclement  is  complete,  the  effect  has 
been  termed  a “ring  shadow”  (Fig.  8). 14 
The  sequestrum  may  remain  in  the  calyx 
as  a filling  defect  or  may  be  dejected  into 
the  renal  pelvis.  When  sequestra  from 
several  calyces  are  so  extruded,  a distinctive 
picture  of  multiple  filling  defects  is  seen  in 
the  renal  pelvis  (Fig.  9).  The  filling  defects 
may  resemble  radiolucent  stones  or  blood 
clots,  but  their  significance  is  enhanced  by 


FIGURE  8.  Bilateral  retrograde  pyelogram.  Both 
upper  calyces  are  clubbed  and  contain  filling 
defects.  Collecting  system  on  left  is  attenuated. 
Left  nephrectomy  was  performed.  All  papillae 
were  necrotic;  several  had  sloughed  into  calyces. 


the  appearance  of  the  remaining  pyramid. 
There  may  be  recognizable  replacement  of 
the  pyramidal  tip  by  dye,  and  the  pyramidal 
stump  may  look  ragged  and  moth-eaten. 
At  other  times  there  may  be  clubbing  of  the 
calyces  or  large  cavern  formation  in  pyra- 
mids without  dilatation  of  neighboring 
calyces  or  the  renal  pelvis.  This  picture  may 
be  confused  with  tuberculous  pyelonephritis 
or  localized  hydronephrosis  and  is  present 
where  healing  has  occurred.  Robbins  and 
An  grist 15  believe  that  many  of  the  autopsy 
cases  regarded  as  local  hydronephrosis  are 
in  actuality  the  healed  residua  of  pyramidal 
necrosis. 

We  have  had  no  favorable  experience  with 
intravenous  pyelography.  The  characteris- 
tic x-ray  changes  were  obtained  in  8 patients 
by  retrograde  pyelography.  However,  in- 
travenous pyelo  grams  with  some  technical 
modifications  have  been  reported  to  demon- 
strate all  of  the  characteristic  x-ray  ab- 
normalities in  patients  with  papillary  necro- 
sis and  adequate  renal  function.1-  5-  6-  16-18 
The  relative  safety  of  the  intravenous 
method  makes  it  an  ideal  tool  for  following 
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FIGURE  9.  Retrograde  pyelogram  of  right  kidney. 
There  is  enlargement  and  clubbing  of  right  upper 
calyx  and  filling  defects  in  renal  pelvis.  Other 
calyces  are  questionably  enlarged.  At  nephrec- 
tomy all  papillae  were  necrotic;  several  in  upper 
calyx  were  sloughed  into  pelvis. 

the  progression  of  papillary  necrosis  in  ap- 
propriate patients. 

Bacteriology 

The  organisms  isolated  from  the  urine  in 
our  cases  ran  the  gamut  of  those  found  in 
urinary  tract  infections.  Infections  with 
multiple  organisms  were  more  frequent  than 
with  single  ones,  and  up  to  4 organisms  could 
be  isolated  in  some  cases.  Infections  with 
single  organisms  frequently  became  multiple 
during  the  course  of  the  disease,  and,  as  a 
result  of  antibiotic  therapy,  sensitive  bac- 
teria disappeared  and  were  replaced  by  drug- 
resistant  forms,  most  frequently  Bacillus 
proteus.  In  1 case,  after  antibiotics,  myce- 
lial threads  were  found  in  the  sloughed 
papilla. 

Five  patients  exhibited  bacteremia,  all 
due  to  Escherichia  coli.  In  1 of  these  cases 
Staphylococcus  aureus  bacteremia  had  been 
part  of  an  earlier  episode  of  necrosis.  Bac- 
teremia due  to  B.  proteus  and  Aerobacter 
aero  genes  have  also  been  reported  in 


FIGURE  10.  Retrograde  pyelogram  of  right  kidney, 
done  at  same  time  as  sloughed  papillary  fragments 
were  found  in  bladder.  Irregular  and  indistinct 
appearance  of  upper  calyx  was  interpreted  as 
suggestive  of  tuberculous  lesion.  Sloughed  frag- 
ments are  seen  in  Figure  6 and  gross  appearance  of 
kidney  six  weeks  later  in  Figure  5. 

papillary  necrosis.  The  bacteriologic  find- 
ings, important  in  therapy,  are  not  of  diag- 
nostic value. 

Pathogenesis 

Two  recent  reviews  have  detailed  critically 
the  experimental  evidence  for  the  patho- 
genesis of  papillary  necrosis.13’  19  The  in- 
farct-like appearance  of  the  typical  lesion 
makes  it  likely  that  the  contributing  factors 
of  diabetes,  infection,  and  hydronephrosis 
ultimately  act  on  some  part  of  the  renal 
vasculature.  The  oxygen  tension  of  the 
renal  medulla  is  normally  low,20  and  its 
metabolism  is  predominantly  anaerobic.21 
Wesson22  has  suggested  that  the  peculiar 
properties  of  the  countercurrent  system 
created  by  the  vasa  recta  of  the  renal 
medulla  may  create  an  oxygen  barrier  simi- 
lar to  that  described  in  the  swim  bladder  of 
deep  water  fishes  acting  to  defend  an  anaero- 
bic area  at  the  bottom  of  the  vascular  loop 
in  the  same  fashion  that  osmotic  concentra- 
tion within  the  medulla  is  defended.23  It  is 
possible  that  further  decreases  in  oxygen 
tension,  induced  by  the  varied  anatomic  and 
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FIGURE  11.  Low-power  magnification.  In  context 
of  diffuse  vascular  purpura,  necrotic  portion  of 
medulla  is  seen  surrounded  by  hemorrhagic  zone. 
Nowhere  in  sections  was  there  evidence  of  pyelo- 
nephritis, only  case  in  which  this  was  true.  Medul- 
lary necrosis  in  this  case  appears  to  be  the  result 
of  capillary  vascular  disease  alone. 

hemodynamic  abnormalities  that  have  been 
associated  with  papillary  necrosis  may 
exceed  a critical  level  for  oxygenation  and 
result  in  infarction.24 

Further  support  for  a vascular  factor  is 
provided  by  the  sporadic  cases  of  hemor- 
rhagic papillary  necrosis  that  complicate 
diffuse  vascular  diseases  (Fig.  11).  These 
lesions  resemble  those  reported  in  epidemic 
hemorrhagic  fever  and  may  occur  in  the  ab- 
sence of  pyelonephritis.25  Thrombosis  of 
renal  veins  has  been  noted  in  several  cases  of 
this  type3’  25>  26  and  has  been  indicated  as  a 
cause  of  similar  lesions  in  the  experimental 
animal.27 

Treatment 

The  41  patients  in  this  series  are  listed  in 
Table  I according  to  the  background  of 
papillary  necrosis  and  the  number  in  each 
group  surviving  the  acute  episode.  Of  those 
who  were  diabetic,  4 survived  papillary 
necrosis,  1 after  nephrectomy.  All  had  uni- 
lateral lesions  of  limited  extent.  Two  suc- 
cumbed later  to  progressive  pyelonephritis 


TABLE  I.  Forty-one  patients  with  necrotizing 
papillitis  classified  according  to  antecedent  under- 
lying disease 


Renal  Disease 

Patients 
Number  Healed 

Diabetes  mellitus,  nonob- 
structive pyelonephritis 

15 

4* 

Diabetes  mellitus,  obstruc- 
tive pyelonephritis 

6 

0 

Obstructive  pyelonephritis 

14 

3t 

Nonobstructive  pyelo- 
nephritis 

2 

0 

Vascular  disease,**  non- 
obstructive pyelonephritis 

3 

0 

Vascular  disease  alone 
(capillary  purpura) 

1 

0 

Totals 

41 

7 

* One  patient  survived  one  year  after  nephrectomy. 

**  Includes  1 case  each  of  atherosclerosis,  amyloidosis, 
and  severe  congestive  heart  failure. 

t Two  patients  survived  several  years  after  nephrectomy. 

and  showed  healing  of  the  truncated  pyramid 
at  necropsy.  All  were  treated  with  anti- 
biotics in  full  doses  for  a prolonged  period. 

Of  the  patients  with  urinary  tract  ob- 
struction, 3 survived  the  acute  episode,  2 
after  nephrectomy.  One  responded  to  anti- 
biotics but  succumbed  to  the  uterine  car- 
cinoma that  was  the  source  of  the  obstruc- 
tion. There  was  healing  of  the  pyramid. 
Several  patients  with  radiologic  evidence  of 
unilateral  disease  showed  bilateral  necrosis 
subsequently.  Where  nephrectomy  had 
been  performed,  the  results  were  unhappy. 

Patients  with  severe  bilateral  disease  rep- 
resent a more  difficult  problem.  Experience 
with  dialysis  has  been  limited,5’  13  and  in 
only  1 patient  has  long-term  survival  re- 
sulted.5 A few  patients  have  also  been  re- 
ported in  whom  relief  of  obstruction  or 
partial  nephrectomy  have  led  to  encouraging 
results  without  nephrectomy,  but  these  cases 
are  unusual.17,  28-30  In  toto,  then,  vigorous 
therapy  with  the  appropriate  antibiotics, 
supplemented  by  dialysis  when  anuria  is  a 
complication,  should  enable  an  increasing 
number  of  cases  of  all  types  to  survive 
papillary  necrosis,  although  the  prognosis 
may  vary  with  the  underlying  disease.  Pro- 
longed and  even  indefinite  suppression  of  the 
infection  may  also  be  required  to  prevent 
further  necrosis. 

Summary 

Our  survey  of  41  cases  of  papillary 
necrosis  indicated  that,  with  rare  exceptions, 
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papillary  necrosis  developed  from  acute 
pyelonephritis.  Sudden  worsening  of  the 
pyelonephritis,  with  some  degree  of  renal 
failure,  was  the  most  frequent  clinical  sign 
that  necrosis  had  occurred.  Further  evi- 
dence was  the  hematuria  that  accompanied 
infarction  of  the  papillary  tip  and  its  separa- 
tion from  the  pyramid,  in  radiologic  demon- 
stration of  partial  or  complete  papillary 
separation,  or  in  recovery  of  identifiable 
papillary  material  from  the  urine  or  bladder. 

Although  no  conclusive  statements  can  be 
made  about  the  cause  of  papillary  necrosis,  it 
can  be  considered  as  infarction  of  the  renal 
papilla,  plus  a variable  amount  of  adjacent 
medulla,  occurring  as  a result  of  a variety  of 
processes  that  affect  blood  supply  to  the 
renal  medulla.  Treatment  consisted  of  con- 
trol of  the  underlying  pyelonephritis,  re- 
moval of  obstruction,  and  dialysis  for  the 
consequences  of  renal  failure.  Although  only 
7 of  41  survived,  3 after  nephrectomy,  these 
technics  offered  hope  of  better  results  in  the 
future. 
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Polycythemia,  Backache, 
and  Sudden  Death 


Case  history 

Alfred  B.  Clements,  M.D.:  A fifty- 

eight-year-old  white  man  was  admitted  to 
The  Bronx-Lebanon  Hospital  Center  for  the 
first  time  on  October  21,  1962,  because  of 
gastrointestinal  bleeding. 

For  several  years  he  had  been  treated  for 
obesity,  cyanosis,  dyspnea,  cough,  and 
chronic  basal  congestion  with  digitalis  as 
well  as  oral  and  parenteral  diuretics.  In 
May,  1962,  he  had  a petechial  eruption  over 
his  entire  body  which  gradually  disappeared; 
hematologic  study  at  that  time  showed  a 
hemoglobin  of  20  Gm.  per  100  ml.,  a white 
cell  count  of  7,000  per  cubic  millimeter  with 
a normal  differential  except  for  5 per  cent 
atypical  lymphocytes,  bleeding  time  of  1.5 
minutes,  clotting  time  (capillary  tube)  of 
10  minutes,  45  seconds;  and  a prothrombin 
time  of  15  seconds  (control  13  seconds). 
Two  weeks  before  admission  he  began  to 
complain  of  lower  back  pain  bilaterally  which 
was  more  marked  on  the  right  and  which 
was  associated  with  bilateral  costovertebral 
tenderness.  Examination  of  the  urine  dis- 
closed 1 plus  albumin.  The  patient  was  at 
first  treated  with  an  antibiotic.  Later 
phenylbutazone  was  added,  with  marked 
relief.  The  evening  before  admission  the 
patient  felt  nauseated  and  vomited.  The 
vomitus  was  not  bloody.  This  was  followed 
first  by  a normal  bowel  movement  and  then 
by  another  stool  which  was  red  in  color. 
The  patient  felt  light-headed  but  had  no 
other  complaints.  There  had  been  no  pre- 


vious history  relating  to  the  gastrointestinal 
tract. 

Physical  examination  on  admission  re- 
vealed an  obese  man  of  ruddy  complexion 
in  no  acute  distress.  He  complained  of  mild 
pain  in  the  right  side  of  his  back.  The  heart 
was  in  regular  sinus  rhythm;  sounds  were 
distant,  and  no  murmurs  were  heard.  There 
were  bilateral  basal  moist  rales.  The  ab- 
domen was  soft  without  visible  or  palpable 
masses.  There  was  moderate  epigastric  and 
mid-abdominal  tenderness,  and  the  bowel 
sounds  were  hyperactive.  There  was  right 
costovertebral  angle  tenderness  but  no  re- 
sistance to  motion.  Rectal  examination  re- 
vealed the  presence  of  bright  red  blood;  the 
prostate  was  symmetrically  enlarged  (3  plus) 
and  was  of  normal  consistency.  No  pulsa- 
tions were  felt  in  the  lower  extremities  below 
the  femorals.  The  blood  pressure  was  95  60 
in  the  left  arm  and  110/70  in  the  right  arm. 

The  hemoglobin  on  admission  was  16.4 
Gm.  per  100  ml.  and  the  hematocrit  45. 
The  white  blood  cell  count  was  14,100  with 
90  per  cent  polymorphonuclear  neutrophils. 
Fasting  blood  sugar  was  104  mg.  per  100 

ml. ,  urea  nitrogen  25  mg.,  and  uric  acid  3.7 
mg.  Prothrombin  time  was  77  per  cent  of 
normal,  and  the  sedimentation  rate  was  88 

mm.  after  one  hour  (Westergren  method). 
The  analysis  of  the  urine  was  unrevealing. 
Fifteen  hours  after  admission  the  hemoglobin 
concentration  had  dropped  to  14.5  Gm.  per 
100  ml. 

An  electrocardiogram  was  interpreted  as 
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showing  possible  left  ventricular  hyper- 
trophy with  nonspecific  T-wave  changes. 

Roentgenologic  examination  of  the  chest 
showed  generalized  emphysema  as  well  as 
fibrocalcific  infiltrations  in  the  upper  lobe 
of  the  right  lung  without  evidence  of  activ- 
ity. Calcific  foci  also  were  seen  in  both 
hila.  The  cardiac  silhouette  was  not  re- 
markable. The  abdomen  in  the  supine  and 
erect  positions  showed  normal  outlines  of  the 
kidneys  and  psoas  shadows.  No  abnormal 
intra-abdominal  masses  or  calcifications 
were  noted.  Normal  gas  and  fecal  distri- 
bution was  seen  in  the  colon.  Barium 
enema  examination  on  the  third  hospital  day 
revealed  free  passage  of  barium  from  the 
rectum  to  the  cecum.  Spastic  changes  were 
noted  in  the  sigmoid  and  lower  descending 
colon  associated  with  multiple  diverticula. 
There  were  no  serrations  or  spiculations  of 
diverticulitis.  The  remainder  of  the  barium- 
filled  colon  demonstrated  no  abnormalities. 
In  the  postevacuation  film  the  appendix  was 
filled  with  barium.  There  were  no  abnor- 
malities in  the  mucosal  pattern  of  the  ascend- 
ing and  transverse  colons. 

Three  hours  after  admission  the  patient 
had  a large  bowel  movement  which  filled 
the  toilet  bowl  with  what  looked  like  diluted 
blood.  He  was  placed  on  a first-day  Sippy 
diet.  He  had  another  bloody  bowel  move- 
ment the  next  day,  but  he  was  comfortable 
otherwise,  and  the  blood  pressure  was  120 /90 
mm.  Hg.  Abdominal  examination  was  un- 
revealing. He  died  early  on  the  morning  of 
the  fourth  day,  a short  time  after  he  was 
found  gasping  for  breath  and  with  blood  on 
the  pillow. 

Discussion 

Jawad  S.  Idriss,  M.D.*:  The  patient 

was  a fifty-eight-year-old  man.  His  past 
history  comprised  obesity,  cyanosis,  and 
basal  pulmonary  congestion  of  several  years 
duration  which  improved  on  digitalis  and 
diuretics.  These  features  may  have  been 
due  to  advanced  chronic  pulmonary  disease 
leading  to  hypoxia,  polycythemia,  pulmo- 
nary hypertension,  right  ventricular  failure, 
and  eventual  decompensation  of  the  left 
ventricle.  They  may  have  resulted  from 
venoarterial  mixture  through  shunts  in  the 
lungs,  heart,  or  elsewhere.  Finally,  the 

♦Assistant  Adjunct  in  Medicine,  Bronx-Lebanon  Hospital 
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symptoms  may  have  been  caused  by  poly- 
cythemia vera  which,  however,  is  not  usually 
accompanied  by  left-sided  heart  failure  un- 
less associated  with  hypertension  (Gaisbock’s 
syndrome)  or  with  decimation  of  the  myo- 
cardium by  vascular  disease  including  micro- 
vascular  thrombi. 

While  pulmonary  and  hematologic  abnor- 
malities are  documented  in  the  protocol, 
there  are  no  data  to  support  a diagnosis  of 
venoarterial  shunts,  such  as  bruits,  murmurs, 
wide  pulse  pressure,  abnormal  shadows,  or 
electrocardiogram  findings.  Dr.  Forester, 
you  followed  the  patient  for  a number  of 
years.  How  obese  was  the  patient? 

Geoffrey  V.  Forester,  M.D.:  He 

weighed  “only”  about  200  pounds,  but  he 
was  a short  man  and  impressed  one  as  being 
extremely  heavy.  We  suspected  a Pick- 
wickian syndrome,  especially  after  he  re- 
ported an  episode  of  loss  of  consciousness 
during  a vacation  away  from  the  city. 
Although  I do  not  recall  any  attacks  of 
somnolence,  he  was  an  accident-prone  in- 
dividual. Back  in  1954  he  was  in  an  auto- 
mobile accident  and  suffered  an  oblique 
fracture  of  the  clavicle.  In  September, 
1957,  he  injured  his  back  and  complained  of 
pain  and  tenderness  in  the  mid-lumbar  spine 
for  many  months  afterward.  During  1960 
and  1961  he  fell  on  at  least  three  different 
occasions,  each  time  fracturing  several  ribs. 
It  is  possible  that  this  accident  proneness  was 
caused  by  Pickwickian  episodes,  but  it  is 
equally  possible  that  his  bulky  abdomen 
simply  interfered  with  his  vision  of  the 
ground.  Be  that  as  it  may,  his  respiratory 
symptoms  detailed  in  the  protocol  began  in 
January,  1959,  and  became  aggravated  every 
time  he  broke  his  ribs. 

Dr.  Idriss:  I should  like  to  proceed  now 
with  the  patient’s  polycythemia  which  may 
have  been  primary  but  which  probably  was 
secondary.  To  decide  on  this  point  I need 
to  know  more  than  merely  the  high  level  of 
the  hemoglobin.  Poor  clot  retraction  which 
is  due  to  the  increased  cell  mass  is  found  in 
both  forms  of  polycythemia,  and  the  same 
may  be  said  regarding  his  ecchymotic  mani- 
festations. As  for  the  white  cell  count,  I 
have  one  figure  of  7,000  and  another  one  of 
14,000,  with  a shift  to  the  left  leaving  me 
free  to  choose  either  form  of  polycythemia. 
A high  sedimentation  rate  of  88  mm.  per 
hour  as  in  this  case  does  not  occur  in  poly- 
cythemia vera. 
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Some  of  the  differential  criteria  between 
the  two  forms  of  polycythemia  may  be 
enumerated  conveniently  under  several 
headings: 

Symptomatic.  Symptomatically,  the  pa- 
tient with  polycythemia  vera  often  com- 
plains of  throbbing  headaches  and  severe 
skin  pruritus,  especially  after  a hot  bath. 
In  secondary  polycythemia,  the  symptoms 
are  those  referable  to  the  underlying  disease. 

Physical  signs.  Among  the  physical 
signs,  splenomegaly  and  systolic  hyperten- 
sion speak  for  polycythemia  vera,  whereas 
the  secondary  form  tends  to  have  diastolic 
hypertension.  However,  there  are  frequent 
exceptions.  Hematologically,  a pancytosis 
which  involves  all  the  elements  of  the  bone 
marrow  and  their  peripheral  derivatives  is 
characteristic  of  the  primary  form.  While 
it  is  true  that  polycythemia  vera  may  start 
as  an  isolated  erythrocytosis,  persistence  of 
erythrocytosis  throughout  the  course  of  ill- 
ness without  increase  of  other  cell  elements 
speaks  for  the  secondary  form.  Unless  there 
is  congestive  heart  failure,  normoblasts  in 
the  peripheral  blood  favor  polycythemia 
vera. 

Physiologic.  Physiologically,  in  poly- 
cythemia vera  arterial  oxygen  saturation  is 
normal  or  at  most  slightly  decreased;  it  is 
severely  reduced  in  secondary  polycythemia. 

Biochemical.  Finally,  there  are  bio- 
chemical differences.  A high  alkaline  phos- 
phatase of  the  leukocytes  favors  polycy- 
themia vera.  Erythropoietin,  a bone  mar- 
row-stimulating hormone,  is  detectable  in 
secondary  polycythemia  but  not  in  the 
primary  form. 1 

Admittedly,  this  enumeration  does  little 
to  clarify  the  situation  in  this  particular 
patient.  Assuming  that  his  was  the  sec- 
ondary form,  renal  or  prostatic  cancer  may 
be  mentioned,  but  I can  find  nothing  in  the 
protocol  to  substantiate  these  possibilities. 

Regarding  the  petechial  rash  in  May  of 
1962,  there  is  no  information  on  any  drug 
history,  bleeding  tendency,  fever,  itching, 
lymphadenopathy,  splenomegaly,  red  cell 
fragility,  or  even  the  number  of  platelets. 
Therefore,  I assume  that  the  episode  was 
simply  due  to  polycythemia.  Moreover,  I 
will  disregard  the  finding  of  5 per  cent  of 
abnormal  lymphocytes  since  this  finding  was 
not  encountered  again  a few  months  later. 

I shall  proceed  now  to  discuss  certain 
aspects  of  polycythemia  which  may  have  had 


a bearing  on  the  catastrophic  death  of  this 
patient. 

Hemorrhagic  and  thrombotic  phenomena 
which  are  characteristic  of  polycythemia 
vera  also  may  complicate  secondary  poly- 
cythemic states  to  a lesser  extent.  The 
cause  of  the  hemorrhagic  tendency  in  poly- 
cythemia vera  is  still  quite  obscure.  In 
individual  cases,  such  findings  as  hypo- 
fibrinogenemia, 2 deficiency  of  factor  V (pro- 
accelerin),3  or  an  increase  in  fibrinolytic 
activity  have  all  been  held  responsible  for  the 
bleeding.  Clot  retraction  is  characteristi- 
cally defective  in  primary  polycythemia  as 
shown,  among  other  manifestations,  by  the 
escape  or  “fanout”  of  red  cells  from  the 
formed  clot  into  the  serum. 4 This  has  been 
attributed  by  some  to  the  increased  red  cell 
mass  which  by  its  very  bulk  interferes  with 
retraction,  and  by  others  to  a qualitative 
defect  of  the  polycythemic  platelets  and 
consequently,  of  the  fibrin  mesh. 4 Whether 
or  not  this  test  tube  phenomenon  of  clot 
retraction  has  any  in  vivo  significance  in 
hemostasis  is  open  to  doubt.  Where  a 
marked  thrombocythemia  has  been  found, 
bleeding  has  been  attributed  to  the  increased 
numbers  of  platelets  on  the  basis  that,  at 
high  concentrations,  platelets  may  act  as 
anticoagulants.5  That  the  function  of  plate- 
lets may  be  abnormal  has  already  been 
mentioned.4  The  wide  diversity  of  mech- 
anisms postulated  to  explain  polycythemic 
bleeding  indicates  that  the  underlying  cause 
or  causes  still  are  not  known  adequately. 

The  thrombotic  diathesis  in  polycythemia 
has  been  attributed  first,  to  increased  vis- 
cosity of  the  blood  which  may  be  five  to 
eight  times  that  of  normal  and  which  is  due 
to  the  increased  cell  mass;  second,  to  a 
reduced  velocity  of  blood  flow;  and  third, 
to  an  increased  number  and  increased  sticki- 
ness of  platelets.  Here  again,  the  platelets 
show  normal  function  in  secondary  poly- 
cythemia, and  therefore  thrombotic  tend- 
encies are  less  likely.  The  thrombotic  di- 
athesis may  affect  both  the  arteries  and  veins 
and  may  lead  to  ischemic  manifestations  in 
almost  any  organ  including  the  heart.  Pul- 
monary fibrosis  may  develop.  In  the  liver 
the  disease  may  lead  to  cirrhosis  (Mosse’s 
syndrome).  In  the  extremities,  the  picture 
is  that  of  thromboangiitis  obliterans,6  and 
it  is  quite  probable  that  in  our  patient  the 
absence  of  arterial  pulsation  in  the  legs  was 
on  this  basis.  A favored  target  is  the  gastro- 
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intestinal  tract.  Gastric  ulcers  are  four 
times  and  duodenal  ulcers  up  to  eight  times 
as  frequent  as  in  the  general  population. 
While  rare  in  the  large  intestine,  ischemic 
manifestations  occur  not  infrequently  in  the 
small  intestine.7  These  considerations,  to- 
gether with  an  elevated  blood  urea  nitrogen, 
should  have  directed  the  investigation  of  the 
cause  of  melena  in  our  case  to  the  upper 
portion  of  the  gastrointestinal  tract.  Since 
there  were  active  peristalsis  and  daily  bowel 
movements,  I should  not  have  feared  to 
start  the  roentgenologic  examination  with 
a peroral  barium  meal  rather  than  with  the 
customary  barium  enema.  Above  all,  I 
should  have  tried  to  correct  the  gastroin- 
testinal bleeding  in  preference  to  identifying 
the  source  or  site  of  the  hemorrhage. 

Before  discussing  the  possible  meaning  of 
bilateral  low-back  pain  I wish  to  impose  on 
Dr.  Bernstein  for  a review  of  the  abdominal 
films. 

Alfred  J.  Bernstein,  M.D.:  The  flat 
films  of  the  abdomen  disclose  rotation  and 
depression  of  the  left  kidney  as  well  as 
elevation  of  the  left  hemidiaphragm.  There 
is  a fullness  in  the  left  upper  quadrant  of  the 
abdomen,  possibly  representing  a mass 
which,  however,  cannot  really  be  defined. 
Nonetheless,  there  is  a suggestion  of  extrinsic 
pressure  on  the  stomach.  On  the  other 
hand,  the  splenic  flexure  of  the  colon  does 
not  seem  to  be  displaced.  I cannot  identify 
the  spleen  in  any  of  the  films. 

The  films  after  a barium  enema  reveal 
diverticula  of  the  descending  colon  but  no 
other  abnormalities.  There  is  virtually  no 
air  in  the  small  intestine  which  is  all  the 
more  remarkable  since  barium  enemas  tend 
to  push  gas  of  the  colon  into  the  small  in- 
testine. 

Leopold  Reiner,  M.D.:  What  signifi- 
cance is  attached  to  the  paucity  of  air  in  the 
small  intestine? 

Dr.  Bernstein:  It  may  mean  that  the 
intestinal  contents  had  been  replaced  by 
something  other  than  the  normal  chyme. 

Dr.  Idriss:  Can  you  see  any  abnormali- 
ties regarding  the  lumbar  vertebrae? 

Dr.  Bernstein:  No,  I cannot. 

Dr.  Idriss:  The  bilateral  back  pain  was 
more  marked  on  the  right  and  was  associated 
with  bilateral  tenderness  in  the  costoverte- 
bral angles.  The  pain  was  not  aggravated 
by  motion,  and  the  x-ray  pictures  of  the 
vertebrae  were  unrevealing.  Also  the  uric 


acid  level  in  the  blood  was  normal.  Thus, 
one  can  rule  out  an  arthritic  or  an  osseous 
cause  for  the  back  pain,  such  as  gout  or 
metastasis  from  a prostatic  cancer.  The 
normal  size  and  configuration  of  the  kidneys 
and  the  unimpressive  urinary  findings  rule 
out  such  renal  diseases  as  hydronephrosis 
and  nephrolithiasis.  Although  remote,  I 
cannot  rule  out  the  possibility  of  a perirenal 
hemorrhage.  Bony  pain  from  pressure  ex- 
erted by  the  hyperactive  marrow  of  poly- 
cythemia on  the  cortex  is  to  be  considered, 
but  the  low-back  area  is  not  a common  site 
for  that  type  of  pain.  Another  possibility 
is  a retroperitoneal  hemorrhage,  for  example, 
from  a dissecting  aneurysm  which  could 
account  for  the  absence  of  pulsations  from 
the  legs,  and  moreover,  would  fit  the  roent- 
genographic  findings  described  by  Dr.  Bern- 
stein, that  is,  displacement  of  the  left  kidney, 
elevation  of  the  left  hemidiaphragm,  and  an 
unidentified  shadow  in  the  left  upper  quad- 
rant of  the  abdomen.  However,  such  a 
hemorrhage  should  have  been  accompanied 
by  some  abdominal  rigidity  and  fever.  Be- 
sides, ileus  is  a consistent  accompaniment 
of  retroperitoneal  hemorrhage,  and  in  our 
patient  active  peristalsis  was  observed 
throughout  his  hospital  stay.  The  pain, 
moreover,  would  have  been  throbbing  in 
nature  and  characteristically  synchronous 
with  the  patient’s  pulse.  Incomplete  mesen- 
teric arterial  insufficiency  would  have  ex- 
pressed itself  as  pain  radiating  to  the  back 
without  causing  disappearance  of  peristalsis, 
but  the  pain  should  have  been  related  to 
food  intake.  In  this  event,  the  x-ray  films 
should  have  shown  gas  to  disappear  from  the 
intestine  in  a segmental  fashion.  Instead, 
the  whole  intestine  was  affected  uniformly 
in  the  case  under  discussion.  Moreover, 
signs  and  symptoms  of  ileus  should  have 
been  observed  with  the  onset  of  hemorrhage. 
Dr.  Bernstein  interpreted  the  disappearance 
of  air  from  the  small  intestine  as  an  indica- 
tion that  its  lumen  had  become  filled  with 
some  “extraneous”  matter.  This  observa- 
tion, along  with  the  clinical  picture,  to  my 
mind  rules  out  any  intrinsic  pathologic 
condition  of  the  small  intestine  beyond  the 
duodenum;  the  “extraneous”  matter  in  the 
small  intestine  was  most  probably  blood 
originating  from  higher  up.  Peptic  ulcera- 
tion, especially  on  the  posterior  wall  of  the 
duodenum,  may  cause  backache  such  as  the 
patient  complained  of  and  could  have  been 
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the  source  of  the  melena  and  terminal 
hematemesis. 

Phenylbutazone  was  given  to  the  patient 
to  relieve  the  back  pain  and  in  fact  proved 
quite  effective  in  this  respect.  However,  it 
might  have  been  responsible  for  the  patient’s 
nausea,  vomiting,  and  gastrointestinal  hemor- 
rhage, and  perhaps  even  for  his  basal  rales.8 
The  drug  is  known  to  precipitate  congestive 
heart  failure  by  sodium  retention  and  by  an 
increase  in  plasma  volume.  It  may  reac- 
tivate peptic  ulcers,  cause  acute  gastritis, 
and  lead  to  fatal  hemorrhages.  Its  depres- 
sive action  on  the  bone  marrow  is  also 
notorious,  although  emphasis  is  usually  placed 
on  the  granulocytes  rather  than  on  the 
platelets  and  red  blood  cells,  on  which  it  acts 
even  more  frequently.  In  a series  of  188 
patients,  the  platelets  were  depressed  below 
100,000  per  cubic  millimeter  in  31  patients; 
in  18  patients  the  red  cell  count  fell,  and  the 
hemoglobin  dropped  by  more  than  1 Gm. 
per  100  ml.;  and  in  11  patients  agranuol- 
cytosis  developed.  These  side-effects  usu- 
ally become  manifest  about  a week  after 
the  drug  has  been  started,  very  similar  to 
the  time  relationship  in  this  patient.  There- 
fore, it  is  prudent  to  refrain  from  administer- 
ing this  drug  to  elderly  people,  to  patients 
with  blood  dyscrasia,  to  those  with  a history 
of  heart  disease  or  borderline  failure,  and  to 
those  confined  to  bed. 

The  immediate  cause  of  death,  I presume, 
was  drowning  in  his  own  blood  aspirated  in 
conjunction  with  massive  gastrointestinal 
hemorrhage  and  hematemesis  while  sleeping. 

Dr.  Idriss'  diagnoses 

1 . Recurrent  massive  gastrointestinal  tract 
hemorrhage,  probably  from  a peptic  ulcer 

2.  Pulmonary  fibrosis  and  emphysema 

3.  Polycythemia,  probably  secondary 

4.  Multiple  vascular  thromboses:  iliac 

and  femoral  arteries,  pulmonary  vessels 

5.  Benign  prostatic  hypertrophy 

6.  Diverticulosis  of  the  colon 

Pathologic  report 

Leopold  Reiner,  M.D.:  The  exposition 
of  Dr.  Idriss  logically  tied  together  the 
patient’s  polycythemia  and  terminal  gastro- 
intestinal hemorrhage  by  assuming  the  exist- 
ence of  a peptic  ulcer.  In  connection  with 
Dr.  Idriss’  enumeration  of  criteria  serving 


to  differentiate  between  primary  and  sec- 
ondary polycythemia,  I might  mention 
additional  data  which  became  available  just 
a few  days  ago,  that  is,  after  the  clinical 
abstract  had  been  mimeographed.  The  pa- 
tient’s blood  pressure,  which  had  been  quite 
normal  in  1954,  1959,  and  October,  1961, 
began  to  rise  in  December,  1961,  when  a 
diastolic  hypertension  of  145/95  was  re- 
corded. This  would  go  with  the  diagnosis 
of  secondary  polycythemia.  However,  sub- 
sequent blood  pressures  in  June  and  July 
of  1962  (175/100  and  150/90,  respectively) 
were  less  suggestive.  That  the  polycythemia 
was  indeed  a symptomatic  one  was  indicated 
by  another  piece  of  evidence  not  available 
at  the  time  the  abstract  was  written.  At  the 
same  time — five  months  prior  to  death — 
when  the  hemoglobin  concentration  was  20 
Gm.  per  100  ml.  and  the  white  cell  count 
7,000  per  cubic  millimeter,  the  number  of 
platelets  in  the  peripheral  blood  was  287,000 
per  cubic  millimeter.  The  findings  at  au- 
topsy were  in  agreement  in  that  the  spleen 
was  small,  weighing  only  110  Gm.,  and  the 
bone  marrow  was  normocellular  rather  than 
hyper  cellular.  I ascribe  this  secondary  poly- 
cythemia to  pulmonary  hypoxia  brought 
about  by  marked  obesity  and  poor  respir- 
atory technic  as  well  as  by  obstructive 
emphysema.  The  lungs  were  not  only  large 
but  after  removal  from  the  thorax  tended 
to  retain  their  blown-up  appearance.  There 
were  also  small  subpleural  bullae,  notably 
about  the  apices.  The  gross  interpretation 
was  confirmed  on  microscopic  examination. 
In  addition,  there  was  rather  widespread  but 
not  very  severe  pulmonary  fibrosis,  notably 
beneath  the  pleurae.  Some  of  the  smaller 
pulmonary  arteries  impressed  us  as  being 
unduly  thick- walled.  The  bronchi  con- 
tained thick  mucus,  and  the  lining  epithelium 
was  hypersecretory.  However,  the  base- 
ment membranes  were  not  generally  thick- 
ened, and  there  was  no,  or  only  minimal 
round  cell  infiltration  in  the  wall  of  the 
bronchi. 

Even  though  the  changes  in  the  pulmonary 
parenchyma  were  clear-cut  enough,  they 
were  not  really  severe.  They  illustrate  that 
the  impairment  of  pulmonary  function  and 
the  severity  of  anatomic  aberration  do  not 
always  closely  parallel  each  other.  The 
heart  exhibited  a borderline  grade  of  right 
ventricular  hypertrophy  as  shown  by  a 
special  technic  of  fractional  weighing:9  We 
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FIGURE  2.  (A)  Aortic  aspect  of  aneurysm.  (B)  Aneurysm  ruptured  into  duodenum  a few  centimeters 
belowthe  ampulla  of  Vater. 


FIGURE  1.  Aneurysm  of  the  abdominal  aorta 
which  has  broken  into  duodenum.  Drawings  are 
based  on  color  transparencies  taken  at  time  of 
autopsy. 

partitioned  the  439-Gm.  heart  into  muscular 
and  nonmuscular  components  and  weighed 
the  muscle  masses  of  the  individual  cham- 


bers. The  left  ventricle,  together  with  the 
interventricular  septum,  weighed  166  Gm., 
a high-normal  weight  for  a man.  The  right 
ventricle  was  68  Gm.,  well  above  the  upper 
limit  of  normal  for  a nonathletic  type  of 
individual.  The  combined  data  are  taken 
to  indicate  early  hypertrophic  responses  to 
recent  hypertension  in  the  systemic  circula- 
tion on  the  one  hand,  and  to  more  prolonged 
resistance  in  the  pulmonary  circulation  on 
the  other.  The  effect  was  greater  for  the 
right  ventricle  than  for  the  left  as  indicated 
by  a left-right  ventricular  ratio  of  2.4 
(median  of  normal  for  men  is  3.2). 10  In 
other  words,  we  were  dealing  with  a mild 
case  of  cor  pulmonale. 

The  patient  had  been  treated  by  his 
private  physician  for  congestive  heart  failure 
during  the  last  two  or  three  years  of  his 
life.  While  I cannot  disprove  that  diagno- 
sis, I doubt  it  very  much.  At  any  rate, 
there  were  no  signs  of  congestive  failure  at 
autopsy,  and  a critical  review  of  the  clinical 
and  roentgenologic  evidence,  the  basal  rales, 
dyspnea,  and  cyanosis  seem  to  be  explained 
equally  well  or  better  on  a pulmonary  rather 
than  on  a cardiac  basis.  Moreover,  the 
myocardium  was  intrinsically  normal  both 
on  gross  and  microscopic  examination,  and 
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the  coronary  arteries  were  free  of  stenosing 
arteriosclerosis. 

All  this  is  background  information.  The 
piece  de  resistance  and  the  cause  of  death 
was  an  abdominal  aneurysm  in  the  anterior 
wall  of  the  aorta  located  between  the  renal 
arteries  and  the  inferior  mesenteric  arteries 
(Fig.  1).  This  aneurysm  had  encroached 
on  the  third  to  fourth  portion  of  the  duo- 
denum and  had  led  to  an  aortoduodenal 
fistula  (Fig.  2).  Although  the  abdominal 
aorta  on  the  whole  showed  rather  mild 
arteriosclerosis,  the  neck  of  the  aneurysm 
was  surrounded  by  a substantial  collar  of 
atheromatosis.  Atheromatous  debris  was 
found  in  the  wall  of  the  aneurysm  proper  and 
in  the  blood  clot  which  overlay  its  lining. 
There  was  an  intense  acute  inflammatory 
reaction  in  the  wall  of  the  aneurysm  which 
in  turn  rested  on  an  actively  fibroblastic 
granulation  tissue.  Because  of  the  impres- 
sive polymorphonuclear  reaction  and  because 
of  the  unimpressive  over-all  degree  of  arterio- 
sclerosis in  the  abdominal  aorta,  the  pos- 
sibility of  a mycotic  aneurysm  was  con- 
sidered but  could  not  be  substantiated  for 
lack  of  anamnestic  and  bacteriologic  data; 
also,  no  bacterial  colonies  could  be  identified 
in  the  histologic  sections  of  the  aneurysm. 
The  patient  died  from  exsanguinating  hem- 
orrhage into  the  duodenum.  At  autopsy 
an  800-Gm.  blood  clot  filled  the  stomach, 
and  there  were  massive  amounts  of  blood  in 
the  small  intestine  as  far  down  as  the  ter- 
minal ileum.  Both  on  clinical  grounds,  such 
as  a sudden  drop  of  hemoglobin  and  gross 
blood  in  stool,  and  by  roentgenologic  criteria, 
such  as  absence  of  gas  from  the  small  intes- 
tine, the  final  bleeding  episode  had  been 
preceded  by  lesser  episodes  extending  over  a 
period  of  three  or  four  days.  It  is  charac- 
teristic of  aortoduodenal  fistulas  that  the 
first  bleeding  episode  is  usually  not  the  last.11 
It  is  this  repetitiveness  of  bleeding  which 
may  allow  for  curative  surgery,  provided 
the  diagnosis  is  established  on  exploratory 
laparotomy. 

About  70  cases  of  aortoduodenal  fistula 
have  been  recorded  since  1843  when  the 
first  case  was  described  by  Salmon  in  the 
French  literature.11  Clearly,  this  disease 
does  not  constitute  an  urgent  item  in  the 


differential  diagnosis  of  gastrointestinal  hem- 
orrhage. Nonetheless,  warning  signs  did 
precede  the  first  appearance  of  bleeding  by 
two  weeks,  but  the  true  nature  of  the  back 
pain  and  bilateral  costovertebral  tenderness 
was  not  recognized.  It  is  worthy  of  empha- 
sis that  secondary  fistulas  between  the  aorta 
and  the  gastrointestinal  tract  also  may  be 
encountered  in  individuals  who  have  been 
subjected  to  grafting  procedures  of  aortic 
aneurysms  from  two  months  to  three  and 
one-half  years  previously.  The  commonest 
site  of  penetration  in  these  cases  was  into 
the  duodenum,  specifically  its  ascending 
portion.11 


Anatomic  diagnoses 

1.  Arteriosclerotic  aneurysm  of  abdominal 
aorta  with  rupture  into  duodenum  {aorto- 
duodenal fistula ) 

2.  Massive  intestinal  hemorrhage 

3.  Pulmonary  emphysema,  microbullous 

4.  Cor  pulmonale,  mild 

5.  Secondary  polycythemia 

6.  Obesity 
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T he  use  of  the  term  “exotic  diseases”  as  a 
synonym  for  tropical  medicine  is  particularly 
appropriate  in  considering  those  epidemic 
illnesses  of  unknown  origin  and  bizarre 
symptomatology  that  are  confined  to  local 
areas  within  the  tropics.  They  will  rarely, 
if  ever,  present  a diagnostic  or  therapeutic 
challenge  to  the  physician  in  a temperate 
climate,  but  a knowledge  of  these  diseases  is 
often  essential  for  the  full  understanding  of 
related  maladies  common  in  the  United 
States.  Such  is  the  case  with  kuru,  ainhum, 
and  tropical  ulcer. 

Kuru 

In  1957  a new  neurologic  disorder  was 
described  among  the  aboriginal  Fore  tribe  of 
remote  western  New  Guinea.  Since  that 
time  more  than  1,000  kuru  victims  have  been 
intensively  investigated.  Although  the  clini- 
cal, pathologic,  and  epidemiologic  pattern  of 
the  disease  is  now  well  described,  the  cause 
remains  uncertain,  and  the  mortality  exceeds 
90  per  cent.  The  disease,  afflicting  male  or 
female  children  and  adult  women,  has  an 
insidious  onset  marked  by  clumsiness.  The 
patient  develops  ataxia,  athetosis,  dysar- 
thria, dysphagia,  marked  emotional  lability, 
and  in  the  final  bedridden  stage,  nutritional 

* Present  address:  U.  S.  Naval  Medical  Research  Unit  No. 
3,  Navy  FPO  540,  New  York,  New  York  09574. 


deficiencies,  decubitus  ulcers,  and  broncho- 
pneumonia. Death  within  a year  is  the  rule. 

The  disease  is  as  perplexing  to  the  pathol- 
ogist as  it  is  to  the  clinician.  Diffuse,  non- 
specific neuronal  degeneration  is  found 
throughout  the  midbrain.  Cerebrospinal 
fluid  examinations,  hemograms,  biochemical 
analyses  for  heavy  metals,  and  investigations 
for  bacterial,  viral,  rickettsial,  and  proto- 
zoal agents  have  revealed  normal  findings. 
Although  a genetic  cause  has  received  the 
greatest  support,  the  possibilities  of  a latent 
viral  infection  or  autoimmune  mechanism 
are  being  investigated.  The  relationship  of 
kuru  to  scrapie  in  sheeps  and  disseminated, 
or  multiple  sclerosis  in  man  has  stimulated 
reinvestigation  of  the  pathogenesis  of  these 
diseases.  There  is  no  known  treatment  for 
kuru. 

Ainhum 

In  ainhum,  a rare  disease  of  Africans  and 
their  descendants  in  the  Americas  and  Asia, 
progressive  fissure  formation  and  fibrosis 
occur  at  a terminal  phalangeal  joint.  The 
little  toe  is  the  usual  site,  but  ainhum  of  the 
fingers  has  also  been  reported.  The  disease 
is  first  noted  as  a crease  in  the  digitoplantar 
fold,  and  a sulcus  with  cicatrized  borders 
gradually  develops.  As  the  fissure  deepens, 
a constricting  fibrous  band  isolates  the  ter- 
minal phalanx  from  the  digit,  and  dry  gan- 
grene with  spontaneous  amputation  occurs. 
This  condition  is  known  as  dactylolysis  spon- 
tanea. The  cause  of  this  bizarre  affliction  is 
unknown;  the  most  common  theories  have 
related  it  to  trauma,  keloid  formation,  yaws, 
leprosy,  syphilis,  or  collagen  diseases.  A 
plastic  surgical  operation,  Z-plasty,  has 
been  successful  in  the  treatment  of  early 
lesions,  but  amputation  is  necessary  in  ad- 
vanced cases. 
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FIGURE  1.  Purulent  tropical  ulcer. 


Tropical  ulcer 

Throughout  undeveloped  areas  of  Africa 
and  Asia,  acute  leg  ulcers  are  common,  dis- 
abling, and  disfiguring.  The  majority  are 
categorized  as  “tropical  ulcer.”  Although 
this  term  has  often  served  as  a wastebasket 
for  nonspecific  diagnoses,  recent  work  per- 
mits the  proper  classification  of  many  ulcers 
as  TPU  (tropical  phagedenic  ulcer).  Al- 
though the  cause  of  TPU  remains  uncertain, 
a distinct  clinical  and  laboratory  pattern 
exists. 

The  lesion  begins  as  a small  papule  on  the 
lower  leg  of  malnourished  young  adults  and 
evolves  within  a few  days  into  a painful, 


purulent  ulcer  6 to  10  cm.  in  diameter  (Fig. 
1).  Tissue  necrosis  is  extensive,  and  the  tibia 
is  frequently  exposed;  the  skin  of  the  entire 
fore  part  of  the  lower  leg  may  slough  in 
severe  cases.  Most  lesions,  however,  evolve 
into  a chronic  ulcer  with  raised,  firm  edges 
(Fig.  2).  Cicatrization  may  require  months, 
and  the  scar  is  often  fixed  to  deeper  tissues, 
incomplete,  and  easily  broken  down  (Fig. 
3). 

Scrapings  from  early  ulcers  contain  Trepo- 
nema vincenti,  but  their  exact  role  in  the 
pathogenesis  of  TPU  is  uncertain.  A wide 
range  of  bacterial  contaminants  can  be  iso- 
lated from  chronic  lesions.  Differential 
diagnosis  in  the  tropics  includes  diphtheria, 
yaws,  cutaneous  leishmaniasis,  sickle-cell 
disease,  dracunculiasis,  and  such  afflictions 
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as  tuberculosis,  syphilis,  diabetes,  and  vari- 
cose stasis  found  also  in  temperate  climates. 
Acute  TPU  heals  rapidly  under  local  and 
systemic  penicillin  or  aureomycin  treatment. 
Although  no  specific  vitamin  or  protein  defi- 
ciency can  be  demonstrated,  general  nutri- 
tional supplements  do  enhance  antibiotic 
therapy.  Debridement  of  chronic  ulcers  and 
surgical  excision  with  grafting  may  be  neces- 
sary in  late  lesions. 

Bartonellosis 

Along  the  steep  valley  slopes  of  Peru, 
Colombia,  and  Ecuador,  bartonellosis  is 
endemic.  This  bizarre,  truly  exotic  disease 
is  found  only  in  human  beings  and  only 
within  well-delineated  limits  of  climate  and 
altitude.  It  may  be  manifested  clinically  as 
a rapidly  fatal,  febrile  anemia,  as  a chronic 
dermatologic  disease,  or  as  both. 

The  causative  organism,  Bartonella  bacil- 
liformis,  is  transmitted  to  man  by  the  bite 
of  an  infective  Phlebotomus  sandfly.  After 
an  incubation  period  varying  from  three 
weeks  to  four  months,  acute  symptoms  may 
appear;  most  prominent  are  generalized 
muscle  and  joint  pains,  tender  lymph  node 
enlargment,  fever,  and  a sudden,  severe 
macrocytic  anemia.  This  phase  of  bartonel- 
losis is  termed  Oroya  fever  or  Carrion’s 
disease.  It  usually  lasts  for  one  to  two 
months,  can  be  diagnosed  by  visualizing  B. 
bacilliformis  within  peripheral  red  blood 
cells,  is  not  influenced  by  any  therapy,  and 
has  a fatality  rate  exceeding  40  per  cent. 

If  the  patient  survives  Oroya  fever,  a 
generalized  hemangiomatous  dermal  erup- 
tion, verruga  peruana,  will  be  noted  some  six 
weeks  later.  Patients  may  develop  verruga 
peruana  as  an  initial  manifestation  of  barto- 
nellosis or  after  asymptomatic  Oroya  fever. 
A verruca  is  formed  by  proliferating  endo- 
thelial cells  and  newly  formed  capillaries. 
They  may  be  miliary,  nodular,  or  ulcera- 
tive, and  lesions  may  persist  for  several 
years.  Although  there  is  no  known  treat- 
ment for  verruga  peruana,  the  prognosis  is 
good,  and  one  attack  provides  a lasting 
immunity. 

Tropical  sprue 

Physicians  treating  travelers  from 
America  or  Europe  are  more  apt  to  en- 
counter tropical  sprue  than  local  physicians 


in  the  tropics  who  deal  with  indigenous 
populations.  Tropical  sprue  is  a disease  of 
uncertain  origin,  afflicting  recent  visitors  to 
coastal  areas  of  India,  the  Far  East,  and  the 
Caribbean  area.  As  one  of  the  malabsorp- 
tion syndromes,  it  has  typical  clinical 
features  of  steatorrhea,  diarrhea,  abdominal 
distention,  flatus,  weight  loss,  weakness, 
glossitis,  hypotension,  and,  occasionally, 
megaloblastic  anemia.  The  skin  is  pale  and 
dry,  with  a dusky  hue  often  noticeable  on  the 
cheeks  and  forehead  of  light-skinned  pa- 
tients. The  feces  of  a patient  with  tropical 
sprue  are  bulky,  greasy,  and  pale. 

The  first  bowel  movement  of  the  day  will 
frequently  awaken  the  patient  at  4:00  to 
5:00  A.M.,  and  there  may  be  four  to  five 
more  explosive  movements  before  noontime, 
with  complete  cessation  as  the  day  progres- 
ses. The  disease  is  remitting,  but  if  it  is  un- 
treated over  long  periods  the  patient  almost 
invariably  becomes  debilitated. 

A wide  range  of  laboratory  tests  are  avail- 
able to  assess  the  origin  and  extent  of  patho- 
logic changes  in  malabsorption  syndromes. 
In  tropical  sprue,  as  in  the  nontropical 
variety,  jejunal  biopsy  reveals  flattened  villi. 
Barium  clumps  among  the  nonmotile  excess 
mucus  of  the  bowel.  The  levels  of  fat- 
soluble  vitamins  are  low,  while  the  fat  con- 
tent of  the  stool  is  increased.  Intestinal  ab- 
sorption is  deranged,  as  measured  by  glucose, 
xylose,  or  vitamin  A tolerance  tests. 

Treatment  during  the  acute  phase  is  best 
begun  at  bed  rest  in  the  hospital.  The 
change  in  environment  may  itself  initiate 
improvement;  in  fact,  returning  home  from 
the  area  where  the  disease  is  endemic  is  al- 
most always  associated  with  a cure.  A low- 
carbohydrate,  low-fat,  high-protein  diet  with 
supplementary  calcium  and  B complex 
vitamins  is  indicated.  Spicy  foods  and  al- 
cohol must  be  strictly  forbidden.  Megalo- 
blastic anemia,  if  present,  responds  to  folic 
acid  administration.  Broad-spectrum  anti- 
biotics appear  effective  in  certain  patients 
with  tropical  sprue,  but  the  mechanism  of 
action  is  not  understood. 

Plague 

Although  the  clinical  course  of  plague  is  as 
fulminating  today  as  when  pandemics  of  the 
disease  decimated  the  world’s  population,  it 
is  more  a potential  than  an  actual  health 
hazard.  Less  than  1,500  cases  are  reported 
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FIGURE  4.  World  distribution  of  plague. 


annually  to  the  World  Health  Organization; 
the  majority  are  in  endemic  foci  in  northern 
Peru  and  central  India.  As  an  extremely 
widespread  enzootic  disease,  however,  plague 
is  constantly  poised  on  a delicate  balance, 
and  when  man  and  domestic  rats  contact 
the  wild  rodent  reservoirs,  human  infection 
occurs  (Fig.  4). 

The  life  cycle  of  the  causative  organism  is 
as  follows:  Rodent  fleas,  most  importantly, 
Xenopsylla  cheopis,  ingest  Pasteurella  pestis 
from  infected  rats.  The  organisms  multiply 
in  the  esophagus,  or  proventriculus,  of  the 
flea  to  such  an  extent  that  they  cause 
blockage  or  impaction.  As  the  thirsty  flea 
sucks  a second  blood  meal,  it  regurgitates 
bacilli  into  the  wound  site.  Although  wild 
rodents  tolerate  infection  well  and  are  there- 
fore excellent  reservoirs,  domestic  rats  react 
like  man.  When  they  die,  their  fleas  seek 
another  source  of  food,  and  man  enters  the 
infective  cycle. 

Sporadic  cases  illustrating  this  epidemio- 
logic cycle  are  reported,  for  example,  in  the 
southwestern  United  States,  and  devastating 
epidemics  still  occur  where  man  is  in  close 
contact  with  infected  rats  or  when  man-to- 
man transmission  in  pneumonic  plague  is 
not  controlled.  Camus’  description  of  one 
such  contemporary  epidemic  is  both  a 
literary  classic  and  a fine  piece  of  medical 
writing. 

Past,  pestis,  the  causative  organism  of 
plague,  is  a gram-negative,  nonmotile  cocco- 
bacillus  found  in  the  sputum  of  pneumonic 
plague  victims  and  in  the  enlarged  lymph 
nodes,  or  buboes,  the  spleen,  and  the  heart 
of  bubonic  plague  patients.  The  virulence 
of  Past,  pestis  depends  on  the  presence  of 
somatic  (V  or  W)  antigens,  a protective  sur- 
face antigen  (F-I),  and  the  production  of  a 
necrotizing  endotoxin.  The  bacilli  multiply 
in  lymph  nodes  and  disseminate  only  after 
toxic  damage  to  neighboring  vascular  beds 


permits  bloodstream  spread.  Diffuse  hemor- 
rhage is  common  in  the  epicardium  and 
pericardium,  spleen,  liver,  kidney,  and  brain. 
In  victims  of  pneumonic  plague,  pulmonary 
and  pleural  hemorrhage  is  prominent. 

The  incubation  period  of  human  plague 
averages  from  three  to  five  days,  but  symp- 
toms may  be  seen  in  primary  pneumonic 
plague  patients  within  twenty-four  hours 
after  infection.  In  all  types  the  onset  is 
acute,  with  fever,  chills,  confusion,  and  pros- 
tration. In  the  pneumonic  form  of  the 
disease,  cyanosis  and  coma  are  common; 
in  bubonic  plague,  painful,  tender,  and  oc- 
casionally ulcerating  inguinal  and  cervical 
glandular  swellings  are  characteristic.  In 
overwhelming  septicemic  plague  the  victim 
may  die  before  any  signs  are  evident. 

During  an  epidemic  the  presence  of  dying 
rats  and  contact  cases  make  confident 
clinical  diagnosis  possible.  Laboratory  con- 
firmation in  sporadic  cases  is  essential.  The 
organism  can  be  visualized  in  gram  stain 
or  methylene  blue  preparations  from  buboes, 
sputum,  and  blood  samples  and  in  autopsy 
material  from  man,  fleas,  or  rodents.  Cul- 
ture on  selective  media  enhances  isolation. 
Thermoprecipitin  and  fluorescent-antibody 
tests  are  also  available. 

Treatment  in  all  types  of  plague  is  ef- 
fective if  given  early  in  the  disease;  plague 
is  usually  fatal  if  therapy  is  delayed.  Com- 
binations of  sulfamerazine  in  a daily  dosage 
of  3 Gm.  for  one  week,  streptomycin,  and  a 
tetracyline,  together  with  serum  antitoxin, 
are  recommended.  The  temperate  climate 
physician’s  concern  with  plague  will  be 
limited  largely  to  advice  regarding  pro- 
phylaxis for  travelers.  Both  live  and  killed 
vaccines  are  available,  but  they  produce 
marked  side-effects,  are  only  partially  ef- 
fective, and  protect  for  less  than  six  months. 
Inoculation  should  be  advised  only  for  pa- 
tients expecting  to  be  in  contact  with  pa- 
tients or  animals  known  to  be  infected.  No 
nation  currently  requires  plague  vaccina- 
tion for  visitors.  If  contact  is  expected, 
prophylactic  use  of  sulfonamides  and  strep- 
tomycin is  advisable. 

Effects  of  heat 

Throughout  the  tropics,  indigenous  cus- 
toms with  regard  to  diet,  activity,  clothing, 
and  housing  assist  man’s  physiologic  adapta- 
tion to  high  levels  of  heat  and  humidity. 
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Because  of  ignorance  or  the  pressures  of 
organized  tours,  the  modern  American 
traveler  has  altered  the  old  adage  that  only 
“mad  dogs  and  Englishmen  go  out  in  the 
noonday  sun.” 

The  body’s  reaction  to  thermal  stress  is 
influenced  by  the  duration  of  exposure,  the 
humidity,  air  velocity,  amount  and  type 
of  radiant  heat,  exercise,  and  clothing,  as  well 
as  by  the  dry  bulb  temperature.  Man  re- 
sponds to  an  effective  temperature  rise  by 
vasodilatation,  increased  sweating,  and  con- 
servation of  salt  and  water  by  an  increased 
output  of  antidiuretic  hormone  and  aldos- 
terone. Water  loss  from  sweating  alone 
may  exceed  10  L.  per  day.  In  the  desert  a 
person  may  lose  2 per  cent  of  his  body  weight 
and  30  Gm.  of  sodium  chloride  in  a day. 
Acclimatization  to  the  high-effective  temper- 
atures of  the  tropics  is  partial  and  gradual. 
Studies  made  in  the  deserts  of  Arabia  and 
the  stifling  mines  of  South  Africa  have 
demonstrated  the  need  for  at  least  several 
weeks  exposure  before  the  ability  to  tolerate 
high-effective  temperatures  is  improved. 
The  average  tourist  or  victim  of  a local  hot 
spell  will  have  had  no  chance  for  physiologic 
adaptation. 

Reactions  to  thermal  stress  may  be  either 
minor  or  major.  Minor  reactions  include 
prickly  heat,  or  thermogenic  anhidrosis,  and 
heat  cramps.  The  flow  of  sweat  in  the  pa- 
tient with  prickly  heat  is  blocked,  and  the 
swollen  glands  produce  a papular  mammil- 
lary eruption  on  the  covered  parts  of  the 
body.  The  skin  is  warm  and  dry,  and  salt 
depletion  is  rare.  The  major  danger  is  that 
the  condition  predisposes  to  collapse  with 
hyperpyrexia  if  exposure  to  heat  is  con- 
tinued. 

Heat  hyperpyrexia  is  the  most  serious  re- 
action to  high-effective  temperatures.  Stud- 
ies on  the  origin  and  pathologic  features  of 
this  syndrome  are  complex.  It  is  sufficient 
for  our  purposes  to  realize  that  those  most 
commonly  afflicted  are  the  unacclimated  who 
have  exhausted  their  sweating  mechanism. 
As  the  demands  for  perspiration  are  not  met, 
the  skin  becomes  warm  and  dry,  the  heat- 
regulating centers  of  the  hypothalmus  are 
damaged,  and  a vicious  cycle  of  hyperpyrexia 
to  110  F.  with  decreased  sweating  ensues. 
The  patient  may  pass  through  an  agitated, 
violent  stage  to  states  of  lassitude,  confusion, 
and  coma.  Within  twelve  hours  the  patient 
is  either  dead  or  perspiring. 


Prognosis  is  directly  correlated  with  a g6, 
degree  of  hyperpyrexia,  duration  of  symp- 
toms prior  to  therapy,  and  the  presence  or 
absence  of  coma.  Those  who  survive  usu- 
ally have  had  the  benefits  of  prompt  and 
effective  therapy.  This  consists  primarily 
of  cooling,  which  may  be  accomplished  by 
submersion  in  an  iced  bath,  by  water  spong- 
ing and  massaging  under  constant  fanning, 
or  by  the  use  of  air  conditioning.  Serum 
electrolytes  and  urinary  chlorides  are  nor- 
mal, and  fluid  replacement  should  be  limited 
to  a slow  intravenous  drip  of  5 per  cent 
dextrose  and  saline.  The  most  crucial  dif- 
ferential diagnosis  in  heat  hyperpyrexia  is 
cerebral  malaria.  If  there  is  any  question  of 
falciparum  infection  in  a hyperpyrexic  in- 
dividual, intramuscular  chloroquine  should 
be  added  to  the  regimen.  Patients  planning 
strenuous  activities  in  the  tropics  should  be 
advised  of  the  need  for  loose  clothing  and 
adequate  fluids  and  of  the  danger  of  ex- 
hausting their  sweating  mechanisms  by 
prolonged  exposure  to  heat  before  com- 
mencing work. 

The  other  major  reaction  to  a torrid  ef- 
fective temperature  is  heat  exhaustion.  This 
syndrome  is  due  to  an  excessive  loss  of 
sodium  chloride  through  copious  sweating 
and  inadequate  electrolyte  replacement.  As 
extracellular  dehydration  becomes  marked 
or  is  corrected  only  by  replacement  with 
water,  cardiovascular  collapse  ensues.  The 
skin  is  cool  and  clammy,  the  blood  pressure 
reduced,  the  body  temperature  normal  or 
only  slightly  elevated,  and  the  sensorium 
clear.  Serum  chlorides  are  diminished, 
urinary  chlorides  absent,  and  blood  urea 
elevated,  and  there  may  be  oliguria  with 
marked  albuminuria. 

The  therapeutic  regimen  is  based  on  rapid 
replacement  of  fluids  and  electrolytes.  The 
first  500  cc.  of  5 per  cent  dextrose  and  saline 
should  be  administered  in  ten  minutes  and 
the  second  in  twenty  minutes.  Intravenous 
fluids  should  be  continued  until  blood  pres- 
sure is  maintained  and  the  urinary  flow  ex- 
ceeds 2 L.  It  is  obviously  essential  to 
monitor  fluid  replacement  by  careful  clinical 
examinations  lest  the  patient  be  over- 
hydrated. There  is  no  reason  to  cool  pa- 
tients who  have  heat  exhaustion;  in  fact, 
moderate  warming  with  blankets  is  both 
desirable  and  comforting  to  the  patient. 
Patients  expecting  to  be  exposed  to  hot, 
humid  climates  should  be  advised  to  wear 
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loose  clothing,  imbibe  water  freely,  especially 
while  performing  muscular  work,  and  to  be 
sure  to  maintain  an  adequate  salt  intake. 
This  can  usually  be  accomplished  by  in- 
creasing dietary  salt  from  10  to  40  Gm.  per 
day.  Including  extra  salt  in  fruit  drinks  is 
one  palatable  means.  Many  types  of  salt 
tablets  are  commercially  available  for  those 
with  particularly  heavy  and  constant  salt 
demands,  such  as  mine  or  field  workers. 
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Mass  in  Right 
Lower  Quadrant 


Case  history 

A seventy-four-year-old  confused,  dis- 
oriented, white  male  was  admitted  to  the 
hospital  because  of  a mass  in  the  right  lower 
quadrant.  His  past  history  was  unremark- 
able. The  duration  of  his  confusion  was 
not  known.  He  had  a history  of  a cerebral 
vascular  accident  in  January,  1962.  He  had 
diabetes  mellitus  as  diagnosed  in  1941. 
On  physical  examination  the  patient  was 
an  elderly,  confused,  white  male.  His 
chest  was  clear  to  auscultation  and  percus- 
sion. His  heart  revealed  distant  tones. 
Examination  of  the  abdomen  revealed  a 
soft  mass  in  the  right  lower  quadrant  which 
was  palpable  and  nontender.  The  liver, 
spleen,  and  kidneys  were  not  enlarged. 
The  rectal  examination  revealed  no  abnor- 
malities. The  prostate  was  increased 
slightly  in  size.  The  patient  had  a left 
hemiparesis. 

The  significant  laboratory  data  were  a 
hematocrit  of  41,  a normal  white  blood 
count  and  differential,  and  a urinalysis 
which  showed  a trace  of  albumin. 

Radiologic  discussion 

Paul  A.  Riemenschneider,  M.D.*:  This 
is  the  problem  of  an  elderly  man  who  was 
brought  to  the  hospital  in  a confused  state 
and  who  incidentally  had  a mass  palpated 

* Professor  of  Radiology,  State  University  of  New  York 
Upstate  Medical  Center. 


in  his  right  lower  quadrant.  He  is  de- 
scribed as  being  confused,  disoriented,  and, 
therefore,  he  is  probably  not  a good  his- 
torian. We  are  given  several  facts,  how- 
ever, which  may  be  of  some  import,  these 
being  that  he  is  known  to  have  diabetes, 
that  he  has  had  evidence  of  cerebral  vascular 
disease  in  the  past,  and  that  he  is  persist- 
ently hemiparetic.  We  should  assume, 
I suppose,  that  this  man  has  at  least  as 
much  and  probably  more  vascular  disease 
than  would  be  present  in  an  average  in- 
dividual of  his  age. 

Nothing  is  said  about  any  melena,  or 
diarrhea,  or  other  change  in  bowel  habit, 
although  in  an  individual  who  is  this  con- 
fused perhaps  we  have  to  do  without  that 
information.  The  hematocrit  of  41  is 
not  too  bad  for  an  individual  who  has  been 
lying  in  bed  and  perhaps  who  is  not  in  the 
best  state  of  nourishment;  he  has  a normal 
white  count  and  nothing  is  said  about  any 
febrile  reaction  to  suggest  an  acute  in- 
flammatory illness  at  the  moment,  and 
nothing  is  said  about  any  nausea  or  vomiting. 

We  have  films  from  a barium  enema,  a 
small-bowel  examination,  and  an  intrave- 
nous urogram.  Except  for  the  degenera- 
tive change  coincidental  to  this  man’s  age, 
the  bones  are  normal.  There  are  some 
calcified  nodes  in  the  abdomen.  There  is 
evidence  of  a moderate  amount  of  small- 
bowel  dilatation  (Fig.  1).  I think  there 
are  loops  of  small  bowel  which  are  filled 
with  fluid  in  addition  to  those  filled  with 
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FIGURE  1.  Anteroposterior  film  of  the  abdomen. 
There  is  marked  small-bowel  distention  and  a pau- 
city of  gas  in  the  right  lower  quadrant  in  the  area  of 
the  palpable  mass. 

gas.  The  films  here  were  all  taken  after 
barium  was  introduced  into  the  rectum. 
Some  of  this  may  have  refluxed  into  the 
small  bowel.  I can’t  be  sure  of  that. 

I am  wondering  whether  we  have  evidence 
for  a partial  small-bowel  obstruction  or  for 
a rather  diffuse  ileus.  I’m  not  sure  I know 


the  complete  answer  to  this.  The  colon 
itself,  I think,  is  intrinsically  normal.  We 
have  refluxed  some  barium  into  the  terminal 
ileum.  There  are  some  peculiar  gas  shadows 
in  the  right  lower  quadrant  and  a relative 
paucity  of  bowel  in  the  right  lower  quadrant. 

On  the  basis  of  this  small-bowel  examina- 
tion, the  barium  in  the  upper  small  bowel 
is  a little  fragmented,  but  I would  assume 
that  this  was  pure  and  simple  flocculation 
and  of  no  great  significance.  The  distal 
2 or  3 feet  of  small  bowel,  however,  are 
persistently  abnormal  (Fig.  2).  There  is  a 
loop  fixed  in  position  in  a rather  horseshoe- 
like curve  and  coming  back  about  in  the 
opposite  direction.  The  margins  of  this 
are  irregular. 

The  intravenous  urogram  shows  a defi- 
nite delay  in  the  appearance  of  the  opaque 
material  on  the  right  as  well  as  a moderate 
hydronephrosis  (Fig.  3).  The  left  side 
appears  entirely  unremarkable.  At  no  time 
is  there  good  visualization  of  the  right 
ureter. 

In  summary,  we  have  a man  with  a mass, 
with  a distal  small  bowel  that  is  distinctly 
abnormal  and  which  seems  to  have  abnormal 
mucosa  and  to  be  fixed  around  large  masses. 
The  right  kidney  shows  delay  in  function 
and  a hydronephrosis.  I think  that  the 
first  thing  I would  consider  would  be 
whether  or  not  this  man  could  have  a 


FIGURE  2.  (A)  Films  made  four  and  (B)  five  and  one-half  hQ^rs  after  the  ingestion  of  barium.  There  is  a 
fixed,  irregular,  and  ulcerated  portion  of  distal  small  bowel. 
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FIGURE  3.  Intravenous  urogram  showing  hydro- 
nephrosis on  right. 


regional  enteritis,  and  I think  from  the 
radiologic  picture  alone,  certainly  this  would 
fit  entirely  with  a regional  enteritis  of  the 
distal  small  bowel,  the  bowel  being  wrapped 
around  large  masses  of  nodes  matted  to- 
gether, the  mucosa  gone,  and  the  entire 
mass  in  part  obstructing  the  right  ureter. 
However,  this  man  is  a little  old  for  the 
first  signs  of  regional  enteritis.  We  have 
no  history  of  diarrhea.  If  he  is  in  an  acute 
phase  we  would  anticipate  more  pain, 
evidence  of  leukocytosis,  and  evidence  of 
fever  which  we  don’t  have.  I would 
scarely  expect  his  hematocrit  at  this  level 
either. 

A second  possibility  is  that  in  a man  with 
this  much  evidence  of  vascular  disease  in 
his  middle  seventies,  this  might  represent  a 
reaction  to  vascular  occlusion.  He  should, 
however,  be  sicker  if  this  were  the  case, 
and  I would  not  expect  a diseased  segment 
in  his  small  bowel  without  some  evidence 
of  involvement  of  the  colon  as  well.  I 
cannot  explain  what  appear  to  be  masses 
around  which  the  bowel  is  wrapped  if  this 
is  a vascular  lesion. 

The  third  possibility,  I think,  would  be 
that  this  man  has  a lymphoma  involving 
his  terminal  ileum  and  that  the  masses 
impinging  on  the  lumen  are  lymphomatous 
tissue  in  the  wall  of  the  bowel  and,  in 


addition,  many  masses  of  nodes  in  the 
mesentery.  Together,  the  pressure  of  these 
is  causing  the  hydronephrosis  and  hy- 
droureter. I think  that  the  likelihood  of  a 
man  having  little  or  no  story  with  a lym- 
phoma would  perhaps  be  greater  with 
lymphoma  than  with  a regional  enteritis, 
although  maybe  this  isn’t  good  reasoning. 
I would,  therefore,  suggest  as  my  first 
possibility  that  this  man  has  a lymphoma  of 
his  distal  ileum  with  many  nodes  in  his 
mesentery,  but  a second  likely  possibility, 
which  I think  slightly  less  so  on  the  basis 
of  his  clinical  story,  would  be  regional 
enteritis.  Beyond  this  I can’t  think  of  any 
good  possibilities.  A vascular  lesion  is  a 
very  remote  possibility. 

A physician:  Would  you  consider  an 

inflammatory  mass  secondary  to  something 
like  appendicitis,  perhaps? 

Dr.  Riemenschneider:  I think  that 

with  the  mass  alone,  this  would  be  a pos- 
sibility; but  I think  that  there  are  such 
marked  changes  all  the  way  through  the 
wall  of  the  small  bowel  that  this  would  be 
extremely  unlikely. 

Dr.  Riemenschneider’s  diagnosis 

Lymphoma  of  the  small  bowel 

Pathologic  discussion 

J.  Howard  Ferguson,  M.D.:  The  find- 

ings at  operation  were  described  as  follows: 
“There  is  a large  mass  involving  the  cecum, 
obstructing  the  appendix,  and  extending 
into  the  retroperitoneal  area  to  the  region 
of  the  aorta  and  the  pancreas  and  overhang- 
ing the  pelvic  brim.  The  terminal  ileum, 
for  approximately  25  cm.,  is  also  involved. 
The  ureter  on  that  side  is  partially  ob- 
structed.” It  was  felt  that  the  lesion  could 
not  be  resected.  Biopsies  of  the  full 
thickness  of  the  wall  were  taken. 

The  mucosa  is  ulcerated  and  completely 
replaced  by  a very  cellular  tumor  mass 
which  extends  to  and  involves  the  serosa. 
Microscopically  it  consists  of  cells  with 
indistinct  cytoplasm  and  large,  variably 
shaped  vesicular  nuclei  which  contain  a 
single  large  nucleolus  (Fig.  4).  These 
infiltrate  in  a solid  fashion  with  no  sug- 
gestion of  a structural  pattern.  This  is 
histologically  a malignant  lymphoma,  re- 
ticulum cell  type. 
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FIGURE  4.  Microscopic  section  of  tumor  showing 
cells  with  indistinct  cytoplasm  and  large  vesicular 
nuclei. 


A physician:  I think  an  important 

point  is  that  the  lumen  of  the  obstructed 
bowel  is  larger  than  normal  because  of 
lack  of  scarring  and  desmoplastic  reaction 
in  this  lesion. 


Histologic  diagnosis 

Reticulum,  cell  sarcoma  of  bowel 
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Laryngospasm 


F kw  situations  in  anesthetic  practice  are 
of  as  immediate  and  urgent  concern  as  the 
sudden  occurrence  of  complete  respiratory 
obstruction  from  reflex  closure  of  the  glottis. 
A common  cause  is  mechanical  stimulation, 
such  as  insertion  of  an  artificial  airway  too 
early  during  the  induction  period,  when  the 
depth  of  anesthesia  is  not  yet  adequate  to 
obtund  pharyngeal  reflexes.  Fink1  has  de- 
scribed the  mechanism  responsible  as  a ball- 
valve  closure  of  the  larynx  accomplished  by 
invagination  of  the  epiglottis  and  the  ary- 
epiglottic  folds  into  the  laryngeal  orifice. 
Attempts  to  inflate  the  lungs  forcibly  by 
manual  or  other  pressure  applied  to  the 
breathing  bag  are  useless,  causing  the  pyri- 
form fossae  on  either  side  of  the  larynx  to 
become  distended  and  forcing  the  ary- 
epiglottic  folds  even  more  firmly  down  on  the 
infolded  epiglottis.  Cyanosis  develops  and 
deepens  rapidly.  The  present  case  report  il- 
lustrates a simple  method  of  handling  this 
emergency  by  digital  elevation  of  the 
tongue.2 

Case  report 

A four  and  one-half-year-old  female  weighing 
18.3  Kg.  was  admitted  for  surgical  correction  of 
extensive  tongue-tie.  She  received  secobarbital 
sodium  40  mg.  and  scopolamine  0.25  mg.  intra- 

Presented  and  discussed  at  a conference  held  at  Columbia 
Presbyterian  Medical  Center,  New  York  City,  January  6, 
1964.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


muscularly  and  was  sleepy  in  the  anesthesia 
room  thirty -five  minutes  later.  Anesthesia  was 
induced  with  cyclopropane  delivered  from  the 
open  hose  of  the  anesthesia  machine  and  con- 
tinued with  halothane-nitrous  oxide  in  a non- 
rebreathing system.  When  a laryngoscope  was 
inserted  for  endotracheal  intubation,  she  de- 
veloped sudden,  total  laryngospasm.  Despite 
her  small  size,  it  was  not  possible  to  squeeze 
oxygen  into  the  lungs  even  with  vigorous  com- 
pression of  the  breathing  bag  and  effective 
closure  of  the  exit  port  of  the  nonrebreathing 
valve.  As  the  child  became  cyanotic,  the 
anesthesiologist  quickly  but  gently  pried  her 
jaws  apart  and  held  them  open  with  his  thumb 
and  index  finger.  He  inserted  his  other  index 
finger  deep  into  the  pharynx,  where  he  could 
actually  feel  the  epiglottis.  Hooking  the  end  of 
his  finger  over  the  base  of  her  tongue,  he  pulled 
the  whole  tongue  upward  and  forward,  thus 
raising  the  hyoid  bone  and,  through  the  hyo- 
epiglottic  ligament,  the  epiglottis.  This  liter- 
ally unfolded  the  larynx  and  relieved  the  ob- 
struction. There  was  an  immediate  gasp  fol- 
lowed by  vigorous  respirations,  and  the  cyanosis 
disappeared.  Halothane  anesthesia  was  re- 
sumed but,  this  time,  to  facilitate  tracheal 
intubation,  succinylcholine  30  mg.  was  adminis- 
tered intravenously.  A 4.5  mm.  Portex  endo- 
tracheal tube  was  inserted  with  ease  and  the 
operation  started.  At  the  end  of  the  procedure, 
fifteen  minutes  later,  extuba tion  was  followed  by 
brief,  partial  laryngospasm  with  a crowing 
sound,  readily  relieved  with  gentle  bag  pressure. 
Subsequent  recovery  was  uneventful. 

Comment 

Partial  glottic  closure  is  ordinarily  cor- 
rected readily,  as  at  the  end  of  the  present 
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case,  by  gentle  assistance  to  ventilation. 
When  the  closure  is  complete,  however,  at- 
tempts at  forcible  inflation  of  the  chest  are 
inadequate  to  break  the  spasm  and,  in 
fact,  only  serve  to  aggravate  it.  If  an  intra- 
venous infusion  is  already  functioning,  suc- 
cinylcholine  may  be  administered  to  termi- 
nate the  obstruction  and  permit  inflation  of 
the  lungs,  but  if  the  vein  has  not  been 
secured  previously,  valuable  time  may  be 
lost  in  attempts  at  venipuncture.  The 
maneuver  described  here  is  readily  ac- 


complished in  children  with  minimal  risk  to 
the  anesthesiologist’s  fingers  and  is  fre- 
quently possible  in  adults  except  for  the  very 
robust.  Certainly  an  attempt  at  such  a 
simple  technic  is  worth  while  before  proceed- 
ing to  other  more  complicated  measures. 
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Silver  brings  out  “ghost”  bacilli 


A silver  finish  to  stained  sections  of  lungs 
from  tuberculosis  patients  has  brought  to 
microscopic  view  “ghost”  bacilli  generally  as- 
sumed to  have  vanished  from  lesions  sucess- 
fully  closed  under  drug  treatment. 

The  technic,  by  which  silver  salts  were  im- 
pregnated on  highly  oxidized  lung  tissue  that 
had  been  “fixed”  in  a firm  state  with  a formol 
solution,  was  described  in  The  American  Review 
of  Respiratory  Diseases,  journal  of  the  Ameri- 
can Thoracic  Society,  medical  section  of  the 
National  Tuberculosis  Association. 

The  author  speculates  that  Mycobacterium 
tuberculosis  may  be  closer  kin  to  fungi  than  has 
been  recognized  since  silver  is  used  in  staining 
various  pathogenic  species  of  fungi.  The 
study  was  undertaken  because  the  author  sus- 
pected that  the  failure  to  detect  any,  or  very 


few,  bacilli  in  closed  lesions  was  not  due  to  the 
absence  of  the  bacilli  but  to  the  inadequacy  of 
staining  methods  with  carbolfuschin  and  that 
the  bacilli  were  actually  present  in  altered,  or 
“ghost”  form. 

In  a comparative  study  the  author  stained  a 
number  of  sections  with  carbolfuschin  and,  find- 
ing no  bacilli,  dismounted  the  slides,  de- 
colorized them,  and  restained  them  silver, 
whereupon  masses  of  bacilli  were  discernible. 

“This  shows  that  bacilli  can  be  present  in 
great  masses  and  remain  invisible  if  carbolfus- 
chin is  used  for  demonstrating  them,”  the  article 
states.  “On  the  contrary,  silver  brings  out  not 
only  such  masses  of  bacilli  as  may  be  present 
but  even  single  organisms,  staining  them  so  in- 
tensely that  they  can  be  seen  easily  with  the 
‘high-dry’  objective.” 

As  for  the  possible  relationship  of  tubercle 
bacilli  to  fungi,  the  author  suggests  that  “the 
affinity  of  M.  tuberculosis  for  silver  introduces 
a new  factor  in  the  discussion  of  the  problem  of 
the  nature  of  tubercle  bacilli.” 
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Bleeding  is  not  an  uncommon  complica- 
tion of  salicylate  therapy,  as  the  numerous 
reports  in  the  literature  indicate.  A review 
of  these  reports  reveals  that  they  can  con- 
veniently be  divided  into  two  main  groups: 
The  first,  and  by  far  the  largest,  group 
consists  of  those  cases  in  which  the  bleeding 
is  due  to  a probable  local  irritant  effect  of 
the  salicylate.12  In  this  first  group  there 
are  many  reports  of  frank  gastrointestinal 
hemorrhage  due  to  ingestion  of  salicylates3 
and  also  of  insidious  blood  loss  with  pro- 
gressive anemia  probably  due  to  such 
compounds.4  There  are  a few  clinical 
experimental  studies  which  indicate  that 
even  small  amounts  of  salicylate  can 
increase  occult  blood  in  the  stool.4  5 The 
second  group  is  made  up  of  cases  in  which  the 
bleeding  is  due  to  an  alteration  in  the  blood 
coagulation  mechanism,  usually  either  a 
changed  platelet  function  with  or  without 
thrombocytopenia2’6’7  or  a hypoprothrom- 
binemia,2 8 _1°  although  at  times  these  may 
overlap. 

The  ability  of  salicylates  to  cause  hy- 
poprothrombinemia has  been  shown  experi- 


mentally both  in  animals11-16  and  in  human 
beings.511-12’15’17-24  Generally,  it  takes 
large  doses  of  salicylates  to  produce  a 
significant  amount  of  hypoprothrom- 
binemia,24 but  the  correlation  of  dose  and 
prothrombin  level  is  by  no  means  a precise 
one.9’20*24’25 

Various  theories  have  been  put  forth  to 
explain  the  effect  of  salicylates  on  the 
prothrombin  level,  but  none  is  without 
fault.  It  has  been  postulated  that  sal- 
icylates can  interfere  with  the  absorption  or 
action  of  vitamin  K,  but  no  evidence  for 
this  is  given. 10  A direct  intravascular 
inhibition  of  prothrombin  by  salicylates  is 
possible,  since  it  has  been  shown  that 
salicylates  are  bound  to  protein.26  On  the 
basis  of  animal  experiments  it  has  been 
suggested  that  bishydroxycoumarin  (Di- 
cumarol)  can  be  synthesized  from  aspirin  by 
bacterial  action  in  the  intestine.16  It  is 
possible  that  a deficiency  in  vitamin  K 
secondary  to  another  cause,  for  example, 
liver  disease  or  a diet  deficient  in  vitamin  K, 
must  be  present  before  salicylates  exert 
their  added  effect.9-11’27 

In  the  case  report  which  follows,  the 
patient  showed  marked  hypoprothrom- 
binemia with  profuse  bleeding  resulting 
from  the  ingestion  of  salicylates. 


Case  report 

A twenty -eight-year-old  white  woman  was 
admitted  to  the  New  York  Polyclinic 
Medical  School  and  Hospital  on  December 
5,  1958,  with  the  chief  complaint  of  difficulty 
in  swallowing  due  to  swelling  under  the 
tongue.  She  had  been  in  her  usual  state  of 
good  health  until  five  days  before  admission, 
when  she  started  to  have  low  back  pains 
which  she  believed  to  be  premenstrual. 
She  took  an  undetermined  number  of 
tablets  of  acetylsalicylic  acid  and  a prep- 
aration containing  0.23  Gm.  of  acetyl- 
salicylic acid,  0.16  Gm.  of  acetophenetidin, 
and  0.03  Gm.  of  caffein  (Empirin  com- 
pound) without  relief.  She  was  in  the 
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habit  of  taking  medication  in  multiple 
doses  for  quick  relief  of  symptoms. 

On  the  following  day,  four  days  before 
admission,  the  patient  still  had  no  relief 
from  pain  and  therefore  took  in  a short 
period  of  time  six  tablets  of  a preparation 
containing  0.16  Gm.  of  acetylsalicylic  acid, 
0.16  Gm.  of  acetophenetidin,  and  2.5  mg. 
of  amphetamine  sulfate  (Edrisal).  In  ad- 
dition, she  took  three  tablets  of  a prep- 
aration containing  0.13  Gm.  of  acetylsalicylic 
acid,  0.23  Gm.  of  acetophenetidin,  and  45 
mg.  of  ethylephedrine  hydrochloride.  The 
pain  subsided  in  a few  hours  but  recurred 
later  that  evening  and  was  accompanied  by 
nausea  and  vomiting  productive  of  black- 
colored  vomitus. 

On  the  morning  of  the  third  day  before  ad- 
mission the  patient  awoke  with  severe  pain 
in  the  lumbar  area  of  her  back.  She  was  seen 
at  home  by  a physician,  who  thought  she  had 
pyelitis.  She  was  given  a preparation 
containing  0.23  Gm.  of  acetylsalicylic  acid, 
0.16  Gm.  of  acetophenetidin,  and  0.03  Gm. 
of  caffeine  (Empirin  compound);  meperidine 
hydrochloride  (Demerol) ; a combination 
containing  50  mg.  of  amobarbital  sodium 
and  50  mg.  of  secobarbital  sodium  (Tuinal) ; 
and  a combination  containing  0.5  Gm.  of 
sulfisoxazole  and  0.05  Gm.  of  phenazo- 
pyridine  hydrochloride  (Azo  Gantrisin). 
In  addition  to  these  preparations  she  was 
given  penicillin,  chloramphenicol,  and  tetra- 
cycline. One  hour  later  she  vomited  a 
mixture  of  black  vomitus  and  bright  red 
blood.  Intermittent  vomiting  productive 
of  a mixture  of  black  and  red  blood  con- 
tinued until  admission.  Urine  passed  at 
that  time  was  noted  to  be  pink.  On  awaken- 
ing from  sleep  that  evening  she  found  that 
her  mouth  was  full  of  blood  and  oozing 
from  the  gums  to  such  an  extent  that  she 
attempted  to  stay  it  using  pressure  with 
paper  facial  tissues.  A bowel  movement 
that  evening  was  black. 

The  second  day  before  admission,  the 
back  pain  became  more  intense,  and  the 
urine  was  bright  red  in  color.  Oozing  of 
blood  from  the  nose  and  mouth  continued. 
That  evening  she  was  seen  by  another 
physician,  who  stopped  all  previous  med- 
ication and  prescribed  an  antinauseant. 

On  the  day  before  admission,  bleeding 
from  the  nose  and  mouth  continued.  The 
back  pain  remained  severe  and  the  urine 
red.  The  patient  noted  two  large  areas  of 


bluish  discoloration  on  the  buttocks  at 
sites  of  previous  injections  and  a similar 
area  on  one  leg,  which  she  had  bumped  on  a 
trip  to  the  lavatory.  At  this  time  she  began 
to  have  difficulty  in  articulation  due  to 
swelling  under  the  tongue.  On  the  morning 
of  the  day  of  admission  all  previous  symp- 
toms continued,  and  in  addition  she  began 
to  have  difficulty  in  swallowing  due  to  up- 
ward and  backward  pressure  on  the  tongue 
resulting  from  swelling  under  that  organ. 

The  patient’s  past  history  and  family 
history  were  not  indicative  of  any  abnormal 
bleeding  tendencies.  She  had  never  ex- 
perienced any  bleeding  in  the  past  after 
ingestion  of  aspirin  or  related  compounds, 
nor  did  she  think  that  the  amount  of  such 
compounds  which  she  had  taken  in  the  past 
few  days  was  any  greater  than  on  previous 
occasions.  As  mentioned  before,  she  was 
in  the  habit  of  taking  several  pills  at  a time 
for  quick  relief  of  symptoms. 

Physical  findings.  Physical  examina- 
tion on  admission  revealed  the  patient  to 
be  well  developed  and  well  nourished,  with 
facial  disfigurement  due  to  subcutaneous 
bleeding.  Her  temperature  was  100  F.; 
pulse,  84  beats  per  minute;  respirations, 
24  per  minute;  and  blood  pressure,  120/80 
mm.  Hg.  The  positive  findings  were  mainly 
in  the  eyes,  skin,  and  mucous  membranes. 
There  were  subconjunctival  hemorrhages 
and  periorbital  ecchymoses  in  both  eyes  and 
ecchymotic  areas  on  both  cheeks.  There 
was  bleeding  from  the  nose  and  the  gums. 
The  tongue  was  pushed  up  to  the  roof  of 
the  mouth  by  a hematoma  in  the  floor  of  the 
mouth.  There  were  two  orange-size  hem- 
atomas on  the  buttocks  and  a large 
ecchymotic  area  on  the  anterior  surface  of 
the  right  leg.  There  was  vaginal  bleeding, 
and  the  stool  was  black.  There  was 
tenderness  over  both  lumbar  areas.  A 
tourniquet  test  gave  markedly  positive 
results. 

Laboratory  data.  The  laboratory  find- 
ings on  admission  were  as  follows:  red  blood 
cells,  3,020,000  per  cubic  millimeter;  hemo- 
globin, 10.5  Gm.;  hematocrit,  26;  white 
blood  cells,  11,750  per  cubic  millimeter; 
differential  count,  normal;  platelets,  124,000 
per  cubic  millimeter;  erythrocyte  sedi- 
mentation rate,  104;  bleeding  time  (Duke), 
one  minute;  coagulation  time  (Lee- White), 
fifty  minutes;  prothrombin  time  (Quick 
one-stage),  three  minutes  (control,  13  sec- 
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onds);  blood  type  A,  Rh  positive;  VDRL 
serologic  test,  negative  results;  blood  urea 
nitrogen,  19  mg.  per  100  ml.;  total  bilirubin, 
0.9  mg.  per  100  ml.;  total  protein,  7.3 
Gm.;  albumin,  4.4  Gm.;  globulin,  2.9  Gm.; 
and  cephalin  cholesterol  flocculation  test, 
negative  results  in  forty-eight  hours.  Re- 
sults of  the  protein  electrophoresis  were  as 
follows:  albumin,  60.1  per  cent;  alpha  1 
globulin,  4.7  per  cent;  alpha  2 globulin, 
11.5  per  cent;  beta  globulin,  12.8  per  cent; 
and  gamma  globulin,  10.9  per  cent.  A 
urinalysis  showed  a specific  gravity  of  1.015, 
an  acid  reaction,  and  a 2 plus  albumin.  The 
sediment  showed  numerous  red  blood  cells. 

On  the  second  hospital  day  the  red  blood 
cell  count  was  3,020,000  million  per  cubic 
millimeter;  hemoglobin  was  10.5  Gm.; 
bleeding  time  was  three  minutes;  coagula- 
tion time  was  twelve  minutes;  prothrombin 
time  was  14  seconds  (control  12  seconds); 
and  the  platelet  count  was  276,000.  On  the 
fourth  hospital  day,  five  days  after  she  had 
received  her  last  dose  of  salicylate,  a 
spectrophotometric  examination  of  her 
serum  showed  findings  compatible  with  the 
presence  of  salicylates.  On  the  sixth  hos- 
pital day  the  prothrombin  time  was  12 
seconds  (control,  11  seconds). 

Treatment  and  hospital  course.  Since 
the  condition  of  the  patient  appeared  to  be 
precarious,  therapy  was  instituted  im- 
mediately after  withdrawal  of  blood  for 
testing.  An  infusion  of  5 per  cent  glucose 
in  water  was  started,  and  50  mg.  of  vitamin 
Ki  (Mephyton),  ACTH,  4 Oxford  units,  and 
50  mg.  of  diphenhydramine  hydrochloride 
(Benadryl)  were  given  intravenously.  A 
transfusion  of  500  ml.  of  bank  blood  was 
given  six  hours  after  admission.  An  at- 
tempt to  aspirate  the  hematoma  under  the 
tongue  was  unsuccessful.  A total  of  four 
intravenous  doses  of  50  mg.  of  vitamin  Ki 
was  given  from  the  time  of  admission  until 
the  next  morning,  at  which  time  bleeding 
from  the  nose  and  gums  had  ceased.  Hem- 
aturia continued  another  day  and  tarry 
stools  until  the  third  day.  On  the  second 
day  of  hospitalization  the  patient  thought 
that  her  menstrual  period  started,  and 
vaginal  bleeding  continued  for  four  more 
days.  Improvement  in  her  condition  was 
rapid  and  dramatic,  starting  on  the  evening 
of  the  day  of  admission,  at  which  time  she 
appeared  to  be  out  of  danger.  On  the 
morning  of  the  second  day  of  hospitalization 


all  external  evidence  of  bleeding  had  ceased, 
and  the  hematoma  under  the  tongue  had 
receded. 

The  patient  was  discharged  on  the  sixth 
hospital  day.  Three  weeks  following  dis- 
charge her  physician  in  another  city  re- 
ported that  she  was  well  and  that  her 
prothrombin  time  was  normal. 

Comment 

When  encountered  clinically,  hypopro- 
thrombinemia  is  frequently  induced  by  the 
group  of  antiprothrombinemic  drugs  used  in 
the  treatment  of  thromboembolic  disease. 
The  various  types  of  congenital  hypopro- 
thrombinemia  related  either  to  true  de- 
ficiency of  prothrombin  or  to  deficiency  of 
stabile  or  labile  factor  are  relatively  un- 
common. 28  - 2 9 Drug-induced  hy  poprothrom- 
binemia  is  most  frequently  measured  by  the 
Quick  one-stage  test,  and  an  effort  is  made 
to  keep  the  prothrombin  time  between  30 
and  35  seconds.  Hemorrhage  may  be 
encountered  with  these  drugs,  particularly 
when  the  prothrombin  time  is  longer  than 
35  seconds.30  This  type  of  bleeding  can  be 
controlled  by  the  administration  of  vitamin 
Ki,  fresh  frozen  plasma,  or  whole  blood.31 
Many  investigators  feel  that  the  use  of 
salicylates  should  be  restricted  during  the 
course  of  therapy  with  antiprothrombinemic 
drugs  because  of  the  specific  antiprothrom- 
binemic effect  of  salicylates  and  their  possible 
synergism  with  the  coumarin  derivatives.32 

Salicylates  themselves  are  capable  of 
causing  bleeding.  The  mechanism  of  this 
type  of  hemorrhage  is  not  entirely  clear, 
although  it  has  been  demonstrated  that 
salicylates  may  affect  the  platelets  by 
depressing  them  or  by  morphologically 
changing  them  and  interfering  with  their 
function.2*6’7-26  These  drugs  may  also  cause 
a local  irritant  effect  and  bleeding  from 
mucous  membranes.1-2’33  They  are  also 
known  to  produce  hypoprothrom- 
binemia,2'8-10’ 18,34  but  usually  this  is  mild, 
and  the  prothrombin  time  is  elevated  to  a 
level  not  greater  than  22  to  23  seconds. 
However,  there  seems  to  be  considerable 
individual  variation  and  no  direct  cor- 
relation between  the  level  of  salicylate  and 
the  level  of  prothrombin. 

The  cause  of  this  difference  in  response 
is  not  quite  clear.  In  our  case  it  appears 
likely  that  for  some  reason  our  patient  was 
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extremely  sensitive  to  the  hypoprothrom- 
binemic  effect  of  the  salicylates  at  the  time 
of  her  hemorrhagic  diathesis.  The  pro- 
thrombin time  of  three  minutes  is  one  of 
the  longest  we  have  encountered  in  our 
hospital.  The  congenital  hypoprothrom- 
binemias  generally  do  not  exceed  a prothrom- 
bin time  of  20  to  30  seconds,28-35-37  although 
1 case  with  a prothrombin  time  of  50  seconds 
has  been  reported.28 

The  likelihood  of  this  being  a congenital 
syndrome  is  remote  because  of  the  sudden 
onset  of  symptoms,  the  extreme  prolongation 
of  the  prothrombin  time,  and  the  fact  that 
the  prothrombin  time  was  normal  at  the 
time  of  discharge  and  one  month  later.  The 
question  of  the  sudden  appearance  of  a 
circulating  anticoagulant  which  might  pro- 
duce a clinical  picture  similar  to  that  of  our 
patient  was  excluded  by  the  excellent 
response  to  therapy  and  by  a direct  test  for 
circulating  anticoagulant. 38  We  carefully 
evaluated  the  drugs  ingested  and  ruled  out 
the  possibility  that  the  patient  had  taken 
any  of  the  coumarin  group  of  drugs.  One 
of  the  other  factors  that  we  considered  as  a 
possible  cause  of  our  patient’s  extreme 
sensitivity  to  salicylates  at  the  time  of  her 
hemorrhagic  diathesis  was  the  relationship 
of  bleeding  and  the  onset  of  her  menstrual 
period.  There  is  evidence  that  there  is  a 
greater  tendency  to  superficial  ecchymoses 
and  other  forms  of  bleeding  at  this  time.39 
The  positive  result  of  a spectrophotometric 
determination  for  the  presence  of  salicylate 
five  days  after  the  last  ingested  dose  would 
indicate  that  the  original  blood  level  of 
salicylate  was  significantly  high. 

We  feel  that  our  case  represents  an 
extremely  unusual  response  to  salicylates 
because  of  the  severity  of  the  hypoprothrom- 
binemia  and  the  extent  of  the  clinical 
hemorrhage.  However,  we  also  feel  that  it 
emphasizes  the  significance  of  the  hypo- 
prothrombinemic  effect  of  this  group  of 
compounds  and  the  potential  danger  of 
their  use  in  particularly  sensitive  individuals. 

Summary 

A case  of  hypoprothrombinemia  with 
diverse  hemorrhagic  manifestations  due  to 
the  ingestion  of  salicylates  is  presented. 
Various  probable  mechanisms  for  pro- 
duction of  hypoprothrombinemia  by  sal- 
icylates are  discussed  but  no  conclusions 


can  be  drawn.  The  patient’s  response  to 
treatment  with  vitamin  Kj  was  rapid  and 
complete.  Although  the  response  to  sal- 
icylates by  our  patient  was  most  unusual, 
the  serious  nature  of  this  response  in  par- 
ticularly sensitive  individuals  is  empha- 
sized. 
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Intelligence  in  a changing  world 


David  Wechsler,  Ph.D.,  chief  psychologist  at 
Bellevue  Psychiatric  Hospital,  New  York  City, 
and  clinical  professor  at  New  York  University 
College  of  Medicine,  was  the  guest  speaker 
recently  at  the  forty-first  annual  dinner  of  the 
New  York  Society  for  Clinical  Psychiatry  in 
New  York  City.  Dr.  Wechsler  is  the  author  of 
The  Wechsler  Bellevue  Adult  Intelligence  Scales 
and  Wechsler  Intelligence  Scale  for  Children. 

Speaking  to  the  many  members  of  the  Society 
gathered  at  the  dinner,  Dr.  Wechsler  said: 
“We  know  now  that  intelligence,  like  any  other 
human  trait,  is  far  from  equally  distributed. 
There  are  people  with  superior  and  people  with 
inferior  intelligence  as  well  as  the  great  many  in 
between.  Moreover,  what  is  becoming  more 
and  more  apparent  is  the  increasing  dependency 
of  the  many  on  an  able  few.  . . .The  man  in  the 
street  ...  is  not  merely  afraid  of  the  atomic 
bomb  and  the  intercontinental  missile  or  the 
biochemists’  seeming  ability  to  manipulate  the 
basic  materials  of  life;  he  is  more  immediately 
frightened  by  the  thought  that  the  men  who  can 
do  these  things  will  alter  his  day-to-day  living; 
and,  in  the  United  States,  that  his  hope  of  a 
government  by  the  common  man  will  be  re- 
placed by  a government  of  the  ‘behind  the  scene’ 
experts.  . . .The  great  majority  of  scientists  are 
quite  sensitive  to  the  situation.  It  is  the  heads 
of  government  that  need  to  be  convinced. 
Unfortunately,  too  many  of  them  cannot  or  will 
not  realize  that  we  are  living  in  a fast-changing 
world,  a world  in  which  brains  rather  than 
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brawn  will,  in  the  long  run,  determine  its 
future.” 

Quoting  from  an  article  by  James  Reston  in 
the  New  York  Times , Dr.  Wechsler  found  that 
“the  charge  against  the  emerging  generation  is 
not  that  they  believe  in  wrong  things  but  that 
they  don’t  believe  in  anything.”  Dr.  Wechsler 
felt  that  “this  generation,  more  than  any  before, 
is  seeking  answers  to  deeper  rooted  questions. 
They  want  to  know  at  once,  and  above  all, 
‘what  to  work  for  and  what  to  live  for.’  ” 
Considering  the  problem  of  the  lacks  in  many 
areas  of  trained  professional  people  Dr.  Wechs- 
ler found  that  “Adequate  remuneration,  of 
course,  is  important,  but  inadequate  salaries 
and  job  insecurity,  so  often  emphasized,  do 
not,  I believe,  constitute  the  whole  or  even  the 
major  part  of  the  problem.  Scientists  and 
teachers  do  not  leave  schools,  universities,  or 
public  service  merely  because  they  are  not  paid 
as  much  as  in  industry;  often  it  is  because  other 
values,  which  they  had  hoped  for,  are  not  forth- 
coming. Above  all,  they  leave  because  of  a 
lack  of  participation  in  things  that  count. 
Intelligent  men  and  women  want  to  be  useful; 
they  do  not  want  to  be  used.” 

Dr.  Wechsler  spoke  of  the  growing  field  of 
computer  science  devoted  to  what  is  known  as 
artificial  intelligence,  reporting  that  the  work 
being  done  in  it  is  nothing  short  of  breathtaking. 
But  he  said,  “The  computer  does  not  under- 
stand what  it  is  doing,  however  complex  its 
intellective  performance,  and  it  is  precisely 
because  the  machine  cannot  go  beyond  perfor- 
mance that  it  is  unable  to  act  as  an  intelligent 
human  being.  . . . There  is  still  need  for  a human 
being  that  understands  as  well  as  knows  what 
to  do.  Intelligence  alone  is  what  furnishes  the 
whys  and  wherefores  of  our  actions.” 
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The  recently  developed  technic  of  peroral 
intestinal  mucosal  biopsy  has  proved  a val- 
uable adjunct  in  the  study  of  gastrointestinal 
disease.  Using  this  modality,  morphologic 
changes  have  been  observed  in  various  states 
including  sprue,1  Whipple’s  disease,2  hepatic 
cirrhosis,3  amyloidosis,4-5  cholera,6  and  with 
the  administration  of  neomycin.7 

The  literature  contains  several  reports 
relative  to  jejunal  mucosal  histology  in  the 
postgastrectomy  state  but  none  specifically 
describing  the  patient  who  develops  the 
dumping  syndrome  postoperatively.8-10 
With  this  in  mind,  we  examined  the  jejunal 
mucosa  of  3 patients  who  manifested  pro- 
longed, protracted  dumping  symptoms  after 
gastrectomy,  since  such  an  individual  would 
be  more  likely  to  demonstrate  any  changes 
which  might  occur.  These  specimens  were 
compared  to  a group  who  were  symptom-free 
following  similar  surgery. 


Seven  asymptomatic  male  patients  whose 
ages  ranged  from  forty -seven  to  eighty  years 
served  as  controls.  All  had  subtotal  gastric 
resections  for  peptic  ulcer  disease  performed 
six  months  to  eleven  years  previously. 
The  Billroth  I procedure  had  been  performed 
on  1 and  the  Billroth  II  on  6 subjects. 

The  3 patients  with  the  dumping  syn- 
drome had  Billroth  II  operations  for  peptic 
ulcer  complications  performed  one,  five,  and 
thirteen  years  prior  to  admission  to  the 
hospital.  The  latter  patient  had  also  had  a 
vagotomy.  All  had  intractable  dumping 
symptoms  resulting  in  hospitalization.  The 
biopsies  were  obtained  using  the  capsule 
originally  described  by  Crosby  and  Kugler.11 
As  judged  from  the  length  of  the  tubing 
and  radiographic  studies,  the  specimens  were 
obtained  10  to  20  cm.  distal  to  the  anasto- 
motic site.  After  gross  examination  with  a 
hand  magnifying  lens,  the  material  was 
fixed  immediately  in  Zenker’s  solution,  and 
paraffin  sections  were  stained  with  hema- 
toxylin and  eosin.  No  difficulties  or  com- 
plications were  encountered  during  or  follow- 
ing the  procedure. 

Case  reports 

Case  1.  A thirty -four-year-old  white 
longshoreman  had  a subtotal  gastric  resec- 
tion and  gastroenterostomy  performed  for 
a bleeding  duodenal  ulcer  one  year  prior  to 
admission.  Immediately  following  surgery, 
he  developed  marked  lightheadedness, 
sweating,  epigastric  fullness,  nausea,  and 
occasional  vomiting  beginning  one  hour 
after  meals,  regardless  of  the  type  of  food 
eaten.  There  had  been  a 10-  to  15-pound 
weight  loss  during  this  period  of  time.  Dry 
meals  and  postprandial  reclining  afforded 
some  relief.  During  this  period  of  time  he 
estimated  a work  loss  of  from  two  to  three 
days  per  month  because  of  “severe  exhaus- 
tion.” 

On  admission  routine  blood  laboratory 
and  fiver  function  studies  were  normal. 
Radiographic  studies  showed  normal  gastric 
emptying  and  a normal  transit  of  barium 
through  the  small  intestine.  A peroral 
proximal  jejunal  mucosal  biopsy  was  per- 
formed. Despite  dietary  modification  and 
antispasmodics,  he  was  discharged  after  two 
weeks,  essentially  unchanged. 
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Case  2.  A forty-seven-y ear-old  white 
female  had  a subtotal  gastric  resection  and 
gastroenterostomy  performed  for  a pene- 
trating duodenal  ulcer  with  intractable 
symptoms  five  and  one-half  years  prior  to 
admission.  In  the  immediate  postoperative 
period  she  developed  5 to  6 explosive  loose 
bowel  movements  which  came  on  im- 
mediately after  ingesting  either  liquids  or 
solids.  There  was  marked  weakness, 
fatigue,  and  sweating  accompanying  these 
episodes  and  also  occurring  two  to  three 
hours  later.  The  latter  weakness  could  be 
relieved  by  a thirty-  to  sixty -minute  nap. 
She  had  lost  30  pounds  during  this  period  of 
time. 

Although  dry  meals,  the  elimination  of 
dairy  products,  and  antispasmodics  reduced 
the  number  of  movements  from  15  to  20 
to  5 to  6 per  day,  the  patient  was  in  a con- 
stant state  of  agitated  depression,  avoided 
social  contact  whenever  possible,  and  de- 
scribed herself  as  a “commode  cripple.” 
On  admission,  her  routine  laboratory  studies, 
including  special  examinations  for  pancreatic 
disease  and  malabsorption,  were  all  normal. 
A gastrointestinal  radiographic  examination 
was  also  normal.  A peroral  proximal  jejunal 
mucosal  biopsy  was  performed.  Postpran- 
dial reclining  offered  some  relief,  and  the 
patient  was  discharged  from  the  hospital 
after  ten  days,  feeling  somewhat  better. 

Case  3.  A fifty-seven-year-old  white 
male  had  a subtotal  gastrectomy,  vagotomy, 
and  gastroenterostomy  for  intractable  symp- 
toms due  to  duodenal  ulcer  performed  thir- 
teen years  prior  to  admission.  In  the  im- 
mediate postoperative  period  he  experienced 
marked  weakness,  sweating,  palpitations, 
dizziness,  and  a faint  feeling  while  eating. 
Recumbency  during  the  meal  gave  some 
comfort,  but  complete  relief  was  not  ob- 
tained until  the  patient  vomited  the  re- 
cently eaten  material  two  to  three  hours 
later. 

During  the  next  three  months  he  noted 
that  whiskey  could  be  tolerated  without 
difficulty.  As  a result,  his  intake  was 
limited  to  several  ounces  of  liquor  and  1 
quart  of  orange  juice  and  vitamin  pills 
taken  several  times  daily.  Six  months 
later,  when  he  discovered  that  beer  was  well 
tolerated,  he  eliminated  the  whiskey.  For 
the  next  twelve  years  his  diet  consisted 
ostensibly  of  small  amounts  of  solid  food  and 


six  to  eight  cans  of  beer  daily.  On  this 
routine  he  was  able  to  maintain  his  weight 
but  could  not  work  efficiently  as  a salesman. 
His  productivity  diminished  progressively, 
so  that  one  year  before  admission  he  was 
unable  to  work  at  all.  During  this  period 
of  time  there  were  several  hospital  admis- 
sions during  which  the  patient  received 
intravenous  carbohydrates,  proteins,  and 
vitamins. 

On  admission,  his  routine  and  fiver 
function  laboratory  tests  were  within  normal 
limits  except  for  a low  serum  albumin 
(2.5  Gm.  per  100  ml.).  There  was  no 
laboratory  evidence  of  malabsorption. 
Radiographic  studies  of  the  gastrointestinal 
tract  showed  fragmentation  and  clumping  of 
the  meal  throughout  the  small  intestine. 
The  transit  time  was  essentially  normal. 
A peroral  proximal  jejunal  mucosal  biopsy 
was  performed.  Because  of  the  marked 
discomfort  and  mental  state  of  the  patient, 
the  gastroenterostomy  (Billroth  II)  was 
converted  to  a gastroduodenostomy  (Bill- 
roth I).  However,  in  the  one-year  post- 
operative period  his  symptoms  have  re- 
mained unchanged.  He  is  still  unable  to 
work  and  his  diet  consists  of  beer,  small 
amounts  of  food,  a high  protein  liquid 
supplement,  and  vitamins. 

Results.  The  jejunal  mucosa  of  the  3 
patients  with  the  dumping  syndrome  showed 
no  detectable  histologic  changes.  The  mi- 
croscopic picture  was  comparable  to  the 
asymptomatic  postgastrectomy  patients. 
The  villi  were  slender,  and  the  lamina 
propria  revealed  no  evidence  of  inflam- 
mation or  edema.  A representative  example 
of  the  mucosa  (Case  1)  is  shown  in  Figure  I. 

Comment 

The  largest  collection  of  postgastrectomy 
jejunal  biopsies  was  reported  by  Baird  and 
Dodge.8  In  23  out  of  31  specimens  the 
mucosa  was  histologically  normal.  Four 
patients  exhibited  hyperemia  and  edema  of 
the  villi,  in  2 villous  atrophy  was  noted,  and 
mild  inflammation  was  observed  in  1 indi- 
vidual. One  patient  with  a stomal  ulcer 
exhibited  severe  inflammation.  In  another 
study  the  jejunal  mucosa  of  8 asymptomatic 
subjects  was  considered  normal  aside  from  a 
slight  increase  in  plasma  cells  in  the  sub- 
stantia propria  in  2 instances.9  Both  these 
groups  obtained  their  material  from  the  ef- 
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FIGURE  1.  (Case  1).  Jejunal  mucosa  showing 
slender  villi  and  crypts  of  normal  depths.  Usual 
mucosal  zones  are  present  and  surface  epithelium 
is  acidophilic  columnar.  Usual  numbers  of  round 
cells  are  present  in  the  lamina  propria. 

ferent  loop,  utilizing  the  Woods  tube. 
Palmer, 10  using  vacuum  tube  biopsies,  found 
normal  jejunal  mucosa  in  5 patients  despite 
the  fact  that  in  4 instances  gastric  biopsy 
demonstrated  evidence  of  gastritis.  We  saw 
none  of  the  changes  described  in  either 
group. 

The  dumping  syndrome  occurs  in  from  5 to 
75  per  cent  of  patients  following  distal  gas- 
trectomy, but  98  per  cent  of  individuals  re- 
cover satisfactorily  by  the  end  of  the  first 
postsurgical  year. 12  The  syndrome  is  said  to 
occur  more  frequently  after  the  Billroth  II 
than  the  Billroth  I procedure.13  The  clinical 
picture  is  well  known  and  need  not  be  re- 
viewed here.  The  pathogenesis,  although 
not  clearly  understood,  has  been  ascribed  to 
a metabolic  carbohydrate  defect  resulting  in 
descreased  plasma  volume,14  gastric-jejunal 
traction,15  a systemically  circulating 
agent,16-17  rapid  passage  of  gastric  contents 
into  the  duodenum  or  jejunum,12  changes  in 
serum  potassium  levels,17  and  lack  of  pres- 
ervation of  gastric  reservoir  capacity. 18 

One  might  suspect  some  associated  histo- 
pathologic changes,  either  cause  or  effect, 
in  the  proximal  jejunum  in  patients  with  this 
symptom  complex,  since  this  is  the  usual 
location  of  the  ingested  food  at  the  time  of 
symptoms.  Following  gastrectomy  gross  ef- 
ferent loop  jejunitis  has  been  observed 
through  the  gastroscope  by  Fulton.19  How- 
ever, this  was  noted  with  equal  frequency  in 
those  with  and  without  the  dumping  syn- 
drome. Unfortunately,  biopsies  were  not 


performed.  Of  significance  are  Fulton’s 
observations  of  a much  higher  incidence  of 
gastritis  and  nonclosing  stoma  in  patients 
with  the  dumping  syndrome. 

The  3 patients  reported  here  comprise  the 
first  report  in  which  the  histology  of  post- 
operative jejunal  mucosa  in  postgastrectomy 
patients  with  dumping  syndrome  was  stud- 
ied. The  cases  were  selected  specifically  be- 
cause of  the  severity  and  extended  duration 
of  their  disturbances.  Two  had  unremitting 
discomfort,  and  the  third  patient  became 
incapacitated,  necessitating  another  opera- 
tion to  obtain  relief.  Still,  despite  the  mag- 
nitude of  their  difficulties,  no  alteration  in 
jejunal  mucosal  anatomy  was  discernible. 
In  fact,  the  specimens  were  indistinguish- 
able, both  grossly  and  microscopically,  from 
those  in  the  asymptomatic  group.  This  lack 
of  correlation  between  the  clinical  state  and 
small  bowel  microscopic  findings  has  been 
noted  previously.  In  the  Baird  and  Dodge8 
study  only  3 out  of  17  patients  with  iron- 
deficiency  anemia  and  none  of  5 patients 
with  steatorrhea  manifested  any  morpho- 
logic variation.  Wolf,  Rossman,  and  Flood20 
noted  that,  although  gastric  mucosal  ab- 
normalities were  seen  more  often  in  sympto- 
matic patients  following  gastrectomy,  the 
presence  or  absence  of  symptoms  was,  as  a 
rule,  associated  with  normal  jejunal  mucosa. 
Aronson  and  Norfleet,21  after  evaluating  pa- 
tients with  dyspepsia,  duodenal  ulcers,  de- 
formed bulbs,  duodenitis,  and  normal  con- 
trols, concluded  that  no  close  relationship 
could  be  found  between  the  pathologic  mate- 
rial and  either  the  clinical  or  radiographic 
findings.  Rubin  et  al.22  also  observed  that, 
despite  the  fact  that  all  his  patients  with 
celiac  disease  or  sprue  had  abnormal  intes- 
tinal biopsies,  there  was  no  apparent  rela- 
tionship between  the  histologic  picture  and 
the  clinical  status  of  the  patient.  The  proxi- 
mal intestinal  lesions  remained  obvious 
during  clinical  remission. 23  However,  in  con- 
trast to  these  findings,  Fulton19  reported 
pain  in  36  per  cent  of  patients  with  jejunitis 
and  in  only  9 per  cent  of  those  without  it. 

Our  experiences  substantiate  the  impres- 
sions of  the  majority.  The  exact  significance 
of  this  lack  of  close  correlation  awaits  further 
evaluation,  but  it  appears  that  in  the  dump- 
ing syndrome  and  other  situations  involving 
the  small  bowel  the  clinical  picture  is  not 
necessarily  reflected  in  the  histologic  ap- 
pearance of  the  mucosa. 
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Summary 

The  jejunal  mucosa  of  3 patients  with 
prolonged  dumping  syndrome  following  sub- 
total gastric  resection  was  normal  and  in- 
distinguishable from  that  of  7 asymptoma- 
tic individuals  who  had  undergone  similar 
surgery. 

The  literature  suggests  a lack  of  close  cor- 
relation between  the  histologic  and  clinical 
picture  in  several  small  intestinal  disease 
states. 
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increase  by  8 per  cent,  but  the  teen-age  portion 
of  our  population  will  increase  30  per  cent. 
By  1965,  there  will  be  24  million  teen-agers  in 
the  country  and  more  than  half  the  total  popu- 
lation will  be  under  twenty-five  years  of  age. — 
Executives'  Digest 
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Granuloma  inguinale,  or  donovanosis,1 
was  described  in  1947  by  Greenblatt2  as 
“so  loathsome  that  few  clinics  and  fewer 
physicians  are  willing  to  treat  those  af- 
flicted with  it.”  In  the  interval  since  that 
pronouncement,  with  the  introduction  of 
streptomycin  and  the  tetracyclines  the 
incidence  of  the  disease  has  decreased,  and 
its  final  devastating  stages  are  seldom  en- 
countered. It  is  now  difficult  to  obtain 
clinical  material  for  teaching  purposes  and 
to  evaluate  newer  antibiotics  as  therapy 
for  this  infection.3-  4 In  this  report  we 
detail  the  successful  treatment  of  a case  of 
donovanosis  with  methacycline,5  a new 
oxytetracy  cline  antibiotic.  * 

Case  report 

The  patient,  a twenty-year-old  colored 
man,  was  admitted  to  the  clinic  because  of  a 
penile  sore  of  two  weeks  duration.  This 
lesion  had  appeared  one  day  after  inter- 
course with  a woman  who  had  been  his 
sole  sex  partner  for  the  preceding  six  weeks. 

On  physical  examination  a lesion  1 cm. 

* This  investigation  was  supported,  in  part,  by  a grant 
from  Chas.  Pfizer  & Co.,  Inc.,  New  York  City.  This  company 
furnished  the  antibiotic,  methacycline,  employed  in  this 
study. 


in  diameter  was  revealed  on  the  penile 
surface  of  the  prepuce  (Fig.  1A).  Its  edges 
were  demarcated  and  raised.  The  base 
was  soft,  velvety  red,  and  bled  easily. 
The  patient  experienced  neither  pain  nor 
pruritis  at  this  or  any  other  time.  There 
was  no  enlargement  of  the  regional  lymph 
nodes,  and  no  other  abnormalities  were  dis- 
closed. 

A tissue  smear  from  the  lesion  stained  with 
Wright’s  stain  showed  Donovan  bodies  in 
mononuclear  cells.  The  dark-field  test 
was  negative  for  Treponema  pallidum, 
and  serologic  tests  for  syphilis  and  a Frei 
test  for  lymphogranuloma  venereum  also 
showed  negative  results. 

Methacycline  was  administered  orally 
in  150-mg.  doses  every  six  hours.  Ten 
days  after  the  start  of  treatment,  following 
ingestion  of  6 Gm.  of  the  antibiotic,  there 
was  improvement  in  the  appearance  of 
the  lesion.  Fifteen  days  later,  twenty-five 
days  after  the  beginning  of  therapy  and 
after  a total  dosage  of  15  Gm.  of  methacy- 
cline, the  lesion  was  completely  healed 
(Fig.  IB).  Medication  was  continued  for 
an  additional  twenty -five  days,  during  which 
a total  of  15  Gm.  was  given.  Thus,  during 
the  fifty-day  course  of  therapy,  the  patient 
received  30  Gm.  of  the  antibiotic.  No 
gastrointestinal  side-effects  or  toxic  mani- 
festations of  any  type  occurred.  Post- 
treatment examination  after  three  months 
showed  no  recurrence  of  the  lesion.  The 
patient  is  still  under  observation. 

Comment 

Since  the  first  successful  treatment  of 
donovanosis  with  streptomycin,6  most  anti- 
biotics tested,  with  the  notable  exception  of 
penicillin,  have  proved  effective  in  healing 
the  lesions  of  donovanosis.7  This  thera- 
peutic advance  has  reduced  the  incidence 
of  the  disease  to  a point  where  it  is  difficult 
to  secure  appropriate  cases  for  study,  and 
donovanosis  is  well  on  its  way  to  complete 
eradication.  Methacycline  appears  to  be  as 
effective  as  any  of  the  10  antibiotics  which 
we  have  previously  evaluated  in  the  treat- 
ment of  this  disease. 

Methacycline  medication  was  continued 
after  the  lesion  had  healed  because  there 
are  occasional  relapses  following  apparent 
cure.  We  prolong  the  treatment  of  don- 
ovanosis for  at  least  two  weeks  after  healing 
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is  complete,  in  the  hope  that  such  a regimen 
will  reduce,  if  not  prevent,  relapses.  A 
long  post-treatment  observation  period  is 
essential  to  assess  the  permanence  of  cure. 

Acknowledgment.  The  authors  express  their  thanks  for 
the  cooperation  of  Mr.  Edward  Entin,  photographer  at 
Harlem  Hospital. 
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drug,  and  78  cases  of  smallpox  developed,  12  of 
them  fatal. 

While  vaccination  before  contact  with  small- 
pox prevents  the  disease,  vaccination  alone 
after  contact  often  proves  ineffective,  the 
editorial  pointed  out.  Vaccination  plus  injec- 
tions of  vaccine  hyperimmune  gamma  globulin 
has  been  found  to  be  effective  in  about  70  per 
cent  of  direct  patient-contacts.  However,  the 
Madras  experience  indicates  effectiveness  in 
more  than  96  per  cent  of  patient-contacts. 

Methisazone  appears  to  be  very  effective  only 
against  the  so-called  large  pox  viruses  and 
would  be  ineffective  after  the  smallpox  virus 
has  begun  to  multiply.  No  serious  toxicity 
resulting  from  methisazone  has  been  noted,  the 
editorial  said. 


March  15,  1964  / New  York  State  Journal  of  Medicine  805 


Special  Article 


Self-Induced 
Air  Pollution: 
Smoking 


JAMES  M.  BLAKE,  M.D. 
Schenectady,  New  York 

Medical  Director  and  Chief  of  Staff, 
Glenridge  Hospital 


W E HAVE  BEEN  hearing  and  reading  more 
and  more  about  the  dangers  of  air  pollution 
with  suggestions  as  to  what  needs  to  be  done 
about  it.  Recently  we  have  had  further 
evidence  presented  to  us  about  the  menace 
of  air  pollution  and  the  need  to  clean  up  the 
air  we  breathe. 

There  are  a number  of  known  sources  of 
air  pollution,  all  of  which  vary  somewhat  in 
their  intensity  and  in  their  danger  to  health. 
The  most  intense  form  of  air  pollution  and, 
from  the  evidence  available  to  us  today, 
probably  the  most  dangerous  to  the  health 
of  our  people  is  that  form  of  air  pollution 
which  people  demand,  insist  on,  directly 
annoy  their  associates  with,  and,  yes,  even 
spend  money,  including  “fees”  or  “taxes”  as 
you  choose,  to  get.  I am  referring,  of 
course,  to  the  air  pollution  that  is  self- 
induced  by  smoking. 

If  the  air  in  your  neighborhood  or  com- 
munity is  polluted  by  industrial  wastes  you 
have  either  to  move  or  else  make  the  best 
of  it.  After  all,  you  do  have  to  breathe  even 
if  sometimes  the  air  you  breathe  isn’t  worth 
breathing.  But  you  don’t  have  to  smoke! 

Why  do  reasonable  people  deliberately 
pollute  the  air  they  breathe?  There  are  few 
if  any  smokers  who  do  not  admit  that  they 

Presented  at  the  Spring  Health  Conference,  State  Com- 
mittee on  Tuberculosis  and  Respiratory  Disease,  New  York 
City,  April  26,  1963. 


wish  they  did  not  smoke,  they  wish  they 
had  never  started  smoking,  and  they  do  not 
want  their  children  to  smoke.  How,  then, 
can  you  convince  smokers  to  stop  and  school 
children  not  to  start  smoking? 

I will  briefly  review  for  you  some  of  the 
hazards  of  smoking.  I shall  comment  on 
the  economics  of  tobacco,  and  I shall  refer 
to  some  antismoking  campaigns,  to  certain 
antismoking  suggestions,  and  I shall  also 
suggest  a possibility  that  you  might  find 
feasible  and  possibly  effective. 

Medical  evidence 

I hardly  need  to  review  for  this  audience 
the  medical  evidence  which  has  accumulated 
against  cigaret  smoking.  You  have  either 
heard  or  read  the  medical  evidence  of  its 
relationship  to  cancer  of  the  lung,  coronary 
artery  disease,  peripheral  vascular  disease, 
peptic  ulcer,  chronic  respiratory  diseases, 
and,  more  recently,  on  prematurity  and 
infant  mortality. 

It  is  of  course  true  that  some  heavy  smok- 
ers may  live  to  be  a hundred  and  be  killed 
by  falling  downstairs,  but  the  odds  truly  are 
against  this.  When  you  smoke  you  gamble 
that  you  can  get  away  with  it.  Most  gam- 
blers lose,  and  most  cigaret  smokers  die 
earlier  than  nonsmokers  or  those  who  quit 
smoking. 

Early  research.  Medical  research  iden- 
tifying tobacco  with  health  is  not  new. 
Such  has  been  reported  for  over  a hundred 
years.  As  early  as  1859,  a French  physician 
named  Bouisson  documented  a relationship 
between  smoking  and  cancer  of  the  lip. 
His  observations  were  confirmed  repeatedly 
during  the  following  fifty  years,  when  smok- 
ing was  confined  primarily  to  the  use  of 
pipes  and  cigars.  The  total  number  of 
smokers  in  those  days  was  very  small  as 
compared  with  today’s  statistics. 

Increasing  use.  At  first  cigaret  smok- 
ing, particularly  smoking  so-called  “ready 
mades,”  was  considered  sissy  and  dangerous. 
During  World  War  I,  cigaret  smoking  really 
began  to  catch  on,  first  with  men,  then  with 
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women,  and  later  with  young  adults,  and 
now  with  grade  school  children. 

Between  1920  and  1960,  the  per  person 
consumption  of  cigarets  rose  more  than  50 
times,  some  500  per  cent,  from  an  average 
of  750  per  adult  per  year  to  over  4,000,  this 
including  all  nonsmokers  as  well  as  smokers. 

Mortality  rates.  While  cigaret  smok- 
ing increased,  mortality  rates  of  certain 
diseases  showed  an  interesting  pattern. 
Deaths  from  infectious  diseases  such  as 
tuberculosis,  pneumonia,  and  influenza  were 
forced  downward  because  of  improvements 
in  diagnosis  and  treatment. 

Coronary  artery  and  circulatory  diseases 
showed  a rise,  as  did  most  types  of  cancer. 
One  type  of  cancer,  however,  shot  way  up. 
This  one  cancer  showed  a steep  increase  in 
occurrence  and  death.  I am  referring,  of 
course,  to  cancer  of  the  lung. 

Lung  cancer.  In  the  United  States  in  1935 
there  were  4,000  deaths  from  cancer  of  the 
lung.  By  1945  this  figure  had  risen  to 
11,000;  in  1960,  to  36,000.  It  is  estimated 
there  were  over  42,000  deaths  from  lung 
cancer  during  1963,  a further  increase  of 
almost  18  per  cent  in  three  years. 

The  tobacco  industry  and  others  who 
question  the  relationship  between  cigaret 
smoking  and  lung  cancer  state  that  no 
cause-and-effect  relationship  between  smok- 
ing and  lung  cancer  has  been  proved.  This 
attitude  overlooks  the  fact  that  efforts  to 
control  a disease  have  never  waited  until  all 
the  cause-and-effect  phenomena  were  proved. 

It  is  a statistical  fact  that  a pack-a-day 
smoker  runs  ten  times  as  much  risk  of  lung 
cancer  as  does  a nonsmoker.  The  two-pack- 
a-day  smoker  has  over  60  times  the  risk. 
Lung  cancer  is  at  least  90  per  cent  fatal. 

The  statistical  relationship  here  is  over- 
whelming; based  on  statistical  relationship 
only,  many  diseases  have  been  successfully 
attacked  before  the  whole  story  of  their 
cause  was  discovered.  Oscar  Auerbach, 
M.D.,  one  of  our  leading  authorities  in  re- 
search in  lung  cancer,  insists  that  he  has 
never  seen  a case  of  lung  cancer  in  a male 
nonsmoker. 

Most  physicians  do  not  maintain  that 
cigaret  smoking  is  the  only  cause  of  cancer, 
but  almost  everyone  who  has  reviewed  the 
evidence  concludes  that  cigaret  smoking  is 
the  most  important  known  single  factor 
related  to  cancer  of  the  lung. 

Coronary  artery  disease.  Cancer  of  the 


lung,  however,  is  only  one  of  the  ailments 
that  have  been  linked  to  cigaret  smoking. 
Another,  and  just  as  important,  is  coronary 
artery  disease,  which  is  the  leading  cause  of 
death  among  men  in  this  country.  Here 
again,  without  reviewing  the  medical  evi- 
dence available,  a relationship  seems  to  be 
quite  definite.  Studies  have  shown  that  the 
death  rate  from  coronary  artery  disease  rises 
with  the  number  of  cigarets  smoked.  The 
death  rate  from  this  disease  is  some  70  times 
higher  in  smokers  than  it  is  among  non- 
smokers. 

Chronic  respiratory  disease.  What  about 
the  new  program  interest  in  chronic  respira- 
tory diseases?  In  the  past  we  have  devoted 
the  greater  part  of  our  time  and  attention 
to  the  control  and  treatment  of  tuberculosis. 
During  this  period  the  death  rate  and  inci- 
dence of  tuberculosis  has  been  declining 
because  of  improved  treatment  and  diagno- 
sis, but  in  this  same  interval  there  has  been 
a steady  increase  in  the  incidence  of  other 
chronic  respiratory  diseases,  particularly 
chronic  bronchitis  and  emphysema.  There 
is  no  question  in  my  mind  but  that  there  is 
a direct  relationship  between  these  chronic 
respiratory  diseases  and  cigaret  smoking. 

In  our  program  of  management  of  chronic 
bronchitis  and  emphysema  at  Glenridge,  we 
advise  the  patient  that  any  effort  toward 
treatment  is  useless  in  the  face  of  continued 
cigaret  smoking. 

Time  permitting,  I could  refer  to  other 
diseases  that  are  or  appear  to  be  associated 
with  cigaret  smoking.  This  medical  infor- 
mation, however,  is  available  to  you  from 
many  other  sources. 

Challenge  of  stopping 

What  about  stopping  cigaret  smoking? 
In  the  face  of  all  the  evidence,  what  can  you 
hope  for  if  you  have  smoked  heavily  for 
twenty  to  thirty  years?  Have  you  “had  it,” 
so  to  speak?  No,  and  this  is  an  important 
point. 

The  chances  of  cancer  are  greater  in  the 
person  who  stops  smoking  than  in  non- 
smokers,  there  is  evidence  to  indicate  that 
life  expectancy  is  increased  and  the  incidence 
of  lung  cancer  falls  in  persons  who  stop 
smoking.  The  prognosis  of  circulatory  dis- 
eases as  well  as  of  others  improves  after 
cigaret  smoking  is  stopped,  and  this  im- 
provement or  drop  in  danger  is  related  di- 
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rectly  to  the  length  of  time  that  one  has 
not  smoked. 

There  are  very  few  smokers  who  do  not 
believe  that  smoking  is  harmful,  who  do  not 
say  that  they  wish  they  did  not  smoke,  or 
who  want  their  children  to  smoke.  One 
would  think  then  that  common  sense  should 
convince  anyone  that  smoking  is  harmful. 
Unfortunately,  common  sense  is  not  always 
a very  potent  means  of  motivation. 

Health  educators,  therefore,  find  one  of 
their  toughest  challenges  in  attempting  to 
convert  cigaret  smokers.  A specific  patient 
usually  will  follow  the  advice  of  his  physician 
to  stop  smoking — when  disease  is  present. 
But  to  convince  the  apparently  healthy 
skeptic  to  stop  smoking  is  another  problem. 

Effects  on  tobacco  industry 

Some  ten  years  ago,  when  the  first  medical 
data  were  presented  showing  the  potential 
harm  in  cigaret  smoking,  the  tobacco  in- 
dustry had  a temporary  recession.  How- 
ever, it  has  since  recovered  and,  in  fact, 
today  is  stronger  than  ever. 

In  1962,  there  were  some  539  billion 
cigarets  made  in  the  United  States,  this 
marking  a new  high,  and  a prediction  at  the 
same  time  by  the  Department  of  Agriculture 
of  a continued  upward  trend  in  cigaret 
consumption. 

Economics.  The  economic  factors  of  the 
tobacco  industry  are  indeed  important.  It 
is  estimated  that  there  are  some  17  million 
people  in  the  United  States  who  obtain  their 
livelihood  either  directly  or  indirectly  from 
tobacco. 

The  tobacco  industry,  according  to  the 
Tobacco  Institute,  is  second  in  the  amount 
of  excise  tax  paid  to  the  government. 

Tobacco  advertising  of  all  types  is  esti- 
mated to  be  some  215  million  dollars  per 
year,  this  being  the  most  costly  advertising 
program  of  any  industry  in  this  nation. 

Filter  tips  vs.  effects.  In  an  effort  to 
combat  the  harmful  effects  and  the  potential 
loss  of  business,  the  cigaret  industry  has 
directed  its  efforts  and  emphasis  toward  the 
filter  tip. 

In  1952,  fewer  than  1.5  per  cent  of  all 
cigarets  sold  had  filters,  and  these  tended  to 
be  scowled  at  by  the  leaders  in  the  industry. 
Now  more  than  50  per  cent  of  all  cigarets 
sold  are  of  the  filter  variety.  This  fact  in 
itself  would  indicate  that  both  the  manu- 


facturers and  the  consumers  admit  that 
cigarets  are  harmful.  The  filters  which  are 
being  used  today  are  certainly  ineffective. 
The  harmful  effects  of  cigaret  smoking  can 
be  avoided  only  by  not  smoking. 

It  is  possible  that  filters  may  be  developed 
which  will  be  effective.  A tightly  packed 
filter  can  screen  out  a proportion  of  tar  and 
nicotine  and  even  the  smoke  itself.  One  of 
the  original  filter  brand  cigarets  apparently 
had  a pretty  good  filter,  but  it  did  not  sell 
because  there  were  not  enough  smoke  ele- 
ments and  it  was  too  much  of  an  effort  to  use. 

Incidentally,  the  tobacco  used  in  filter 
cigarets  can  be  even  more  damaging  than 
so-called  real  cigarets.  More  harsh  and 
cheaper  grades  of  tobacco,  which  in  them- 
selves are  higher  in  tar  and  nicotine  content, 
can  be  used  in  the  manufacture  of  a filter 
cigaret  to  give  it  more  flavor. 

Tobacco  advertising.  Tobacco  adver- 
tising seems  to  be  directed  almost  entirely 
toward  youth  and  virility.  It  is  aimed 
either  directly  at  the  teen-ager  or  it  creates 
an  impression  of  youth  for  the  oldster. 

Who  isn’t  at  least  subconsciously  im- 
pressed by  the  stalwart  young  athlete  or  the 
beautiful  young  maiden  dipping  her  toes  in 
the  cool  clear  water? 

There  is  little  doubt  that  the  popularity 
of  cigarets  is  based  on  the  principle  of 
pleasure,  and  the  principle  of  pleasure  and 
leisure  time  has  become  prominent  in  the 
American  way  of  life.  For  some  this  means 
being  in  the  social  swim.  For  others  it 
perhaps  satisfies  an  obscure  psychologic 
need,  and  for  many  it  undoubtedly  is  simply 
something  to  do.  What  starts  as  a so-called 
pleasure  ends  up  by  being  a demanding  need, 
compulsive,  expensive,  and  damaging. 

Practical  approaches 

What  can  or  what  should  be  done  about 
it?  The  simple  fact  that  “most  people  who 
smoke  wish  they  didn’t”  would  seem  to 
indicate  the  need  for  doing  something. 

It  has  been  suggested  that  we  do  as  has 
been  done  in  England — require  that  all 
packages  of  cigarets  bear  a warning  that 
“excessive  use  is  injurious  to  health.”  In 
fact,  a past  session  of  the  New  York  State 
legislature,  in  its  “medical  practice  pro- 
gram,” considered  such  a bill. 

Another  proposal  has  been  to  require  that 
the  tar  and  nicotine  content  of  the  cigaret 
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be  printed  on  each  package,  this  similar  to 
the  proof  labeling  of  whiskey. 

I doubt  that  either  of  these  suggestions 
would  be  of  very  much  value.  In  fact,  such 
recognition  by  the  government  would  give 
a tacit  stamp  of  approval  to  cigaret  smoking, 
much  in  the  same  sense  as  the  recent  licens- 
ing of  chiropractic  gave  tacit  State  approval 
and  recognition  to  this  cultism. 

Personal  motivation.  Therefore,  it 
would  appear,  for  better  or  for  worse,  that 
an  appeal  to  people  as  individuals,  enlisting 
the  help  of  the  behavioral  sciences,  would 
be  the  most  sensible.  Certain  efforts  in  this 
direction  have  been  made. 

The  Journal  presented  an  article  on  the 
effectiveness  of  the  fear  element  in  motivat- 
ing people  to  better  health.*  The  purpose 
of  this  study  was  to  motivate  people  to  stop 
smoking  and  to  have  a chest  x-ray,  this  a 
long-term  and  a short-term  goal.  Three 
levels  of  fear  were  used:  high,  medium,  and 
low.  Each  version  seemed  as  successful  as 
the  others  in  motivating  people  to  get  a 
chest  x-ray.  The  high  and  medium  fear 
technics,  however,  were  least  effective  in 
convincing  people  to  quit  smoking. 

Antismoking  efforts.  The  problem 
then  is  how  to  help  the  smoker  who  wants  to 
quit. 

The  medical  profession  of  our  country  is 
taking  further  action  by  lending  support  to 
antismoking  educational  materials.  The 
Medical  Society  of  the  State  of  New  York 
and  the  California  Medical  Association  have 
recorded  their  opposition  to  cigaret  smoking, 
pointing  to  the  dangers  of  such.  The 
Canadian  Medical  Association  is  expected  to 
support  such  a move  at  its  next  annual 
meeting.  The  American  Medical  Associa- 
tion and  the  Public  Health  Service  have  been 
studying  the  problem  in  detail  and  we  an- 
ticipate further  opinions  as  these  studies  are 
completed. 

By  tradition,  the  medical  profession  is 
cautious  and  conservative  and  rightly  must 
be.  Some  have  suggested  that  antismoking 
campaigns  be  limited  to  school  children. 
The  effects  of  cigaret  smoking  are  not  im- 
mediate, and  the  results  of  such  action  as 
this  alone  would  take  many  years  to  show 
results.  The  seasoned  smoker  as  well  as  the 
youngster  must  be  the  target. 

* Leventhal,  H.,  and  Kafes,  P.  N.:  The  effectiveness  of 
fear-arousing  movies  in  motivating  preventive  health  meas- 
ures, New  York  State  J.  Med.  63:  867  (Mar.  15)  1963. 


This  is  difficult.  At  Los  Angeles,  for 
instance,  when  the  California  Medical  Asso- 
ciation voted  its  state -wide  educational 
campaign  it  also  rejected  a recommendation 
that  all  members  of  the  Association  give  up 
smoking.  This  simply  dramatizes  the  fact 
that  knowing  better  is  no  guarantee  of  a 
change  for  the  better. 

Plans  in  other  areas 

How,  then,  do  you  educate?  How  do  you 
motivate?  It  isn’t  easy ! 

Unsuccessful  methods.  One  such  plan 
in  England  suggests  that  while  the  smoker 
is  coughing  and  gasping  in  his  morning 
toilet,  he  decides  then  and  there  not  to 
smoke  that  day  and  the  next  day  adopts  the 
same  resolution.  This  method  has  been 
tried  unsuccessfully  by  practically  all 
smokers. 

Another  method,  even  less  realistic,  is  to 
keep  an  unlighted  cigaret  around  or  to  tear 
up  the  cigaret  rather  than  light  it. 

Recently  a so-called  “five-day  group  ther- 
apy  program”  has  been  advocated  by  mem- 
bers of  the  Seventh-Day  Adventist  denom- 
ination. I have  no  personal  knowledge  of 
the  effectiveness  of  this  effort,  but  I doubt 
its  success  inasmuch  as  in  my  experience  five 
days  is  too  short  a time  to  convince  a smoker 
to  stop  smoking. 

I have  found  that  smokers  with  disease, 
hospitalized  in  a nonsmoking  atmosphere, 
require  a much  longer  time  than  five  days  to 
convince  themselves  that  they  must  stop 
smoking.  Anything  or  any  method  that 
can  help  curb  cigaret  smoking  is  an  asset 
toward  betterment  of  health. 

Medically  speaking,  smoking  is  not  a true 
addiction.  It  is  a habit,  but  a very  powerful 
habit,  one  that  has  certain  physiologic 
aspects.  In  most  instances  the  heavy 
smoker  who  quits  suddenly,  and  quit  sud- 
denly it  must  be,  can  expect  a certain  amount 
of  jitters,  butterflies,  and  “what  can  I do?” 
ideas,  with  an  obsession  and  urge  to  start 
smoking  again. 

This,  then,  leads  to  an  idea  that  might  fit 
into  the  program  of  health  associations. 
This  is  an  antismoking  project  for  adults  to 
supplement  education  preventive  programs 
in  schools  and  is  for  the  confirmed  smoker 
who  wants  to  quit  but  who  thinks  he  is 
addicted  and  who,  try  as  he  may,  simply 
cannot  get  over  the  top. 
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Aid  centers.  I suggest,  therefore,  that 
you  consider  sponsoring  a center  or  clinic  to 
help  the  inveterate  smoker  who  “can’t  stop 
smoking”  through  the  withdrawal  period. 
Similar  programs  have  been  or  are  being 
tried  in  England  and  other  parts  of  Europe. 
These  clinics  in  England  vary  in  their  tech- 
nics and  in  their  sponsorship.  Some  are 
attached  to  hospitals,  others  are  run  by  local 
departments  of  health.  Most  rely  on  group 
therapy,  but  one  at  least  features  an  in- 
dividual approach. 

The  individualized  clinic  is  in  the  British 
town  of  Newcastle-upon-Tyne  and  is  called 
a “Smokers’  Advisory  Clinic.”  Patients 
must  be  referred  by  their  physicians  and 
must  be  under  treatment  for  bronchitis, 
heart  disease,  peptic  ulcer,  or  some  other 
ailment  that  means  no  smoking.  The  selec- 
tive approach  is  based  on  the  reasonable 
assumption  that  a person  suffering  from  a 
disease  that  is  aggravated  by  tobacco  has  a 
much  greater  incentive  to  quit. 

In  addition  to  the  medical  history,  there 
is  a detailed  analysis  of  each  patient’s  smok- 
ing history  and  of  his  environmental  and 
personality  background.  Treatment  in- 
cludes the  use  of  a drug  called  lobeline 
which  supposedly  cuts  down  the  desire  to 
smoke.  Psychologic  props  of  various  types 
suitable  to  the  patient’s  personality  and 
intelligence  are  utilized.  Dr.  Hoffstaedt, 
director  of  the  clinic,  says  that  this  psy- 
chologic aspect  is  an  “essential  part  of  the 
treatment.” 

The  more  common  type  of  antismoking 
clinic  puts  emphasis  on  group  therapy  rather 
than  on  drug  therapy  in  an  effort  to  bolster 
will  power.  In  general,  therefore,  it  follows 
more  or  less  the  pattern  of  Alcoholics 
Anonymous. 

The  oldest  of  the  group  therapy  centers 
was  founded  in  1958.  The  health  officer  in 
charge,  J.  L.  Burn,  M.D.,  calls  it  a “Smokers’ 
Club.”  Weekly  meetings  are  usually  opened 
with  an  informal  talk  by  a visiting  physician, 
followed  by  general  discussion.  This  group 
therapy  idea  is  not  100  per  cent  effective, 
of  course,  but  Dr.  Burn  says  it  is  sufficiently 
effective  to  justify  continuing. 

Dr.  Burn  also  reports  a far  more  drastic 
technic,  indicating  how  seriously  the  smok- 
ing habit  is  viewed  in  Great  Britain.  At  a 
hospital  in  the  town  of  Salford,  he  says,  the 
latest  experiment  is  “aversion  therapy” 
based  on  mild  electric  shocks  given  under 


medical  supervision.  It  is  designed  for  pa- 
tients who  have  tried  everything  else  and 
failed,  and  they  volunteer  for  this  treatment. 
“The  end  result,”  says  Dr.  Burn,  “should  be 
complete  distaste  for  cigarets.” 

I am  not  advocating  shock  therapy,  but  I 
do  think  that  we  might  experiment  with 
both  the  group  therapy  and  the  individual 
clinical  methods.  These  antismoking  clinics 
or  centers  could  be  sponsored  as  a dem- 
onstration project  by  the  Tuberculosis  and 
Health  Associations,  either  alone  or  in  co- 
operation with  the  American  Heart  Associa- 
tion and  the  American  Cancer  Society. 

There  is  also  an  added  dividend  in  helping 
an  adult  smoker  to  quit  smoking.  It  has 
been  repeatedly  observed  that  children  are 
more  likely  to  start  smoking  if  their  parents 
are  smokers. 

The  American  Cancer  Society  study  in 
Portland  found  this  was  the  first  and  most 
important  factor.  It  was  reported  that  if 
both  parents  smoked,  one  third  of  the  chil- 
dren picked  up  the  habit  while  still  in  school. 
If  only  one  parent  was  a smoker,  this  propor- 
tion dropped  to  25  per  cent.  If  neither 
parent  smoked,  the  report  noted,  only  15 
per  cent  of  the  children  started  smoking 
cigarets. 

As  was  expected,  when  the  U.S.  Public 
Health  Service  presented  its  recent  report 
on  smoking  and  health  the  findings  echoed 
similar  reports  and  labeled  cigarets  as  a 
danger  to  health:  a health  hazard  of  suf- 
ficient importance  in  the  United  States  to 
warrant  remedial  action.  We  are  now  in  a 
position  to  capitalize  on  these  findings. 

Pamphlets  and  talks  have  their  place  and 
are  indispensable  in  effective  public  health 
education,  but  a specific  antismoking  clinic 
or  center  would  be  more  tangible  and  might 
be  most  helpful. 

Conclusion 

There  is  no  doubt,  in  fact  there  never  has 
been,  that  cigaret  smoking  is  injurious  to 
health.  The  degree  of  injury,  however,  is 
difficult  to  measure  inasmuch  as  this  depends 
entirely  on  the  smoking  habits  of  the  in- 
dividual. 

The  public  should  be  made  aware  of  the 
dangers  in  smoking,  but  in  the  final  analysis 
the  deciding  factor  in  any  antismoking  pro- 
gram remains  the  smoker  himself. 
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Louis  Hopewell  Bauer,  M.D.,  of  New  York 
City,  died  on  February  2 at  the  age  of  seventy- 
five.  Dr.  Bauer  graduated  in  1912  from  Har- 
vard Medical  School.  He  was  a consulting 
cardiologist  at  Nassau  (Mineola),  Mercy  (Rock- 
ville Centre),  and  Long  Beach  Memorial  Hospi- 
tals, a cardiologist  emeritus  at  South  Nassau 
Communities  (Oceanside)  and  Meadowbrook 
(Hempstead)  Hospitals,  and  a consulting  car- 
diologist emeritus  at  Community  Hospital  of 
Glen  Cove.  A pioneer  in  aviation,  he  was  to 
have  received  an  honorary  Doctorate  of  Laws 
from  Hofstra  University  at  the  commencement 
exercises  on  February  2.  He  was  a member  of 
the  organizing  committee  of  the  World  Medical 
Association  and  its  secretary  general  from  1948 
to  1961  and  was  then  retained  as  a consultant 
from  1961  to  1962.  He  also  had  been  chairman 
of  the  board  of  United  Medical  Service,  Inc. 

In  1943  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  designated  him  chair- 
man of  a Council  on  Medical  Service  and  Public 
Relations  to  streamline  medical  practice  in  this 
country  with  changing  times.  Dr.  Bauer  had 
championed  organized  medicine’s  bitter  opposi- 
tion to  what  it  regarded  as  the  threat  of  so- 
cialized medicine.  In  1913  he  joined  the  Medi- 
cal Corps  and  became  the  first  commandant  of 
the  new  Army  School  of  Aviation  Medicine  at 
Mitchel  Field,  Long  Island.  He  resigned  his 
commission  as  lieutenant  colonel  in  the  regular 
Army  to  accept  an  appointment  as  medical 
director  of  the  aeronautical  branch  of  the  De- 
partment of  Commerce,  a post  he  filled  until 
1930.  In  1944  he  was  elected  a member  of  the 
board  of  trustees  of  the  American  Medical  As- 
sociation and  four  years  later  was  vice-chair- 
man. Elected  vice-president  of  the  American 
Medical  Association  in  1944,  in  1947  he  was 
elected  president  of  the  Medical  Society  of  the 
State  of  New  York,  in  1952  he  was  elected  presi- 
dent of  the  American  Medical  Association,  and 
in  1953  he  served  as  vice-president  of  the  Ameri- 
can Medical  Education  Foundation.  Among 
other  services  he  performed  was  consultant  to 
the  Nassau  County  Welfare  Board  and,  in  1947, 
appointed  by  Governor  Dewey  to  the  New  York 
State  Public  Health  Council.  Dr.  Bauer  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine  (Cardiovascular  Diseases),  a Diplo- 
mate of  the  American  Board  of  Preventive 
Medicine,  Inc.  (Aviation  Medicine),  a Fellow  of 
the  American  College  of  Physicians,  and  a mem- 
ber of  the  Aerospace  Medical  Association,  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Franklin  Brewster,  M.D.,  of  Ocean 


Grove,  New  Jersey,  formerly  of  New  York 
City,  died  on  February  12  at  the  age  of  eighty- 
five.  Dr.  Brewster  graduated  in  1900  from 
New  York  Homeopathic  Medical  College  and 
Flower  Hospital  and  in  1915  Jefferson  College 
Medical  Department.  He  was  a former  director 
of  the  Veterans  Administration  Hospital  in 
Northport,  Long  Island,  and  at  one  time  assist- 
ant director  of  the  Veterans  Administration 
Hospital  in  The  Bronx.  Earlier  in  his  career  he 
was  psychiatric  examiner  for  the  Children’s 
Court  in  New  York  City  and  also  had  served 
with  the  Public  Health  Service  as  well  as  having 
been  an  assistant  alienist  at  the  Kings  County 
Hospital.  Dr.  Brewster  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
and  a member  of  the  American  Psychiatric  As- 
sociation, the  Association  of  Military  Surgeons 
of  the  United  States,  the  New  York  Neurologi- 
cal Society,  the  New  York  Society  for  Clinical 
Psychiatry,  the  New  York  County  Medical  So- 
ciety, and  the  Medical  Society  of  the  State  of 
New  York. 

Ethan  Flagg  Butler,  M.D.,  of  Elmira,  died  on 
January  27  at  the  age  of  eighty.  Dr.  Butler 
graduated  in  1910  from  Johns  Hopkins  Univer- 
sity School  of  Medicine.  He  was  a consulting 
thoracic  surgeon  at  Arnot- Ogden  Memorial 
Hospital  and  an  honorary  thoracic  surgeon  at  St. 
Joseph’s  Hospital.  Dr.  Butler  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Diplomate 
of  the  American  Board  of  Thoracic  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  American  College  of  Chest  Physi- 
cians, and  a member  of  the  American  Associa- 
tion for  Thoracic  Surgery,  the  American  Bron- 
cho-Esophagological  Association,  the  American 
Thoracic  Society,  the  New  York  Society  for 
Thoracic  Surgery,  the  Chemung  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Arthur  J.  Greenberger,  M.D.,  of  New  York 
City,  died  on  February  5 at  the  age  of  seventy- 
two.  Dr.  Greenberger  graduated  in  1913  from 
New  York  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  attending  urologist 
at  Medical  Arts  Center  Hospital  and  a consult- 
ing urologist  at  Sea  View  Hospital  where  he  also 
had  served  as  chief  of  urology  from  1931  to  1957. 
Dr.  Greenberger  was  a Fellow  of  the  Interna- 
tional College  of  Surgeons  and  a member  of  the 
American  Urological  Association,  the  New  York 
Society  of  the  American  Urological  Association, 
the  New  York  County  Medical  Society,  the 

continued  on  page  814 
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Index  to  Advertised  Products 


Anabolic  agents 

Winstrol  (Winthrop  Laboratories) 695 

Analgesics 

Protamide  (Sherman  Laboratories) 699 

Soma  Compound  (Wallace  Laboratories) 721 

Anorectics 

Eskatrol 

(Smith  Kline  & French  Laboratories) 818 

Antacids 

Romach  (ROR  Chemical  Company) 704 


Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 2nd  cover 


Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 706-707 

Neosporin  (Burroughs  Wellcome  & Company,  Inc.)  705 

Anticholinergic  tranquilizers 

Enarax  (J.  B.  Roerig  & Company) 713 

Antirheumatics 

Pabalate  (A.  H.  Robins  Company,  Inc.) 719 

Appetite  depressants 

Obetrol  (Obetrol  Pharmaceuticals,  Inc.) 717 

Dermatologic  preparations 

Cosmedicake  (Kay  Preparations  Company,  Inc.)  . 691 

Sardo  (Sardeau,  Inc.) 728 

Diagnostic  aids 

Ketostix  (Ames  Company,  Inc.) 3rd  cover 

Diuretics 

Hydro  Duiril  KA  (Merck  Sharp  & Dohme) 709 

Energizers 

Deprol  (Wallace  Laboratories) 692-693 

Hormones 

Enovid  (G  D.  Searle  & Company) 727 

Infant  food  formulas 

Soyalac  (Loma  Linda  Foods) 701 

Medical  instruments 

Electro-Medical-Surgical  instruments 
(Birtcher  Corp.) 715 

Ovarian  hormones 

Duosterone  (Roussel  Corp  ) 703 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 711 

Steroids  & hormones 

Aristocort 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 697,  811 

Vitamins 

Stresscaps 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Wines 

Wine  (Wine  Advisory  Board) 712 


Under  the  generic  name 

for  lower  costs  to  your  patients 

Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 

Quality  controlled  by  West- ward 

Sample  and  literature  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

NYS  3-15 

What  are  your  fellow  physicians 
doing  right  now?  Reading  the 

NEW  YORK  STATE  JOURNAL 
OF  MEDICINE, 

of  course. 

New  subscribers  are  invited  to  join  the 
thousands  of  doctors  who  regularly  read  the 
Journal — with  relaxed,  purposeful  pleasure. 

The  New  York  State  Journal  of  Medicine 
750  Third  Avenue,  New  York  17,  N.  Y. 
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Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Hecht,  M.D.,  of  New  York  City,  died 
on  February  7 at  the  age  of  seventy-seven.  Dr. 
Hecht  graduated  in  1908  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  College. 
He  was  an  adjunct  consulting  dermatologist  at 
New  York  Polyclinic  Hospital,  an  adjunct 
dermatologist  at  Montefiore  Hospital,  and  a 
consulting  dermatologist  and  syphilologist  at 
Roosevelt  Hospital.  He  was  a former  president 
of  the  Brooklyn  Dermatological  Society  and 
clinical  professor  of  dermatology  and  syphilology 
at  New  York  Polyclinic  Hospital.  Dr.  Hecht 
was  a member  of  the  Brooklyn  Dermatological 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Boris  Jaffe,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 30,  1963,  at  the  age  of  eighty.  Dr. 
Jaffe  received  his  medical  degree  from  the  Uni- 
versity of  Bern  in  1910.  He  was  an  associate 
surgeon  (Off  Service)  at  Maimonides  Hospital  of 
Brooklyn.  Dr.  Jaffe  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings  and  the 
Medical  Society  of  the  State  of  New  York. 

James  Sarsfield  Lyons,  M.D.,  of  Albany,  died 
on  January  5 at  the  age  of  seventy-one.  Dr. 
Lyons  graduated  in  1915  from  Albany  Medical 
College.  He  was  a consulting  urologist  at  St. 
Peter’s  Hospital  and  and  an  attending  urologist 
at  the  A.  N.  Brady  Hospital.  Dr.  Lyons  was  a 
Diplomate  of  the  American  Board  of  Urology,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Urological  Associa- 
tion, the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jacob  Munter  Lobsenz,  M.D.,  of  New  York 
City,  died  on  September  18,  1963,  at  the  age  of 
seventy-nine.  Dr.  Lobsenz  graduated  in  1910 
from  New  York  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecol- 
ogy and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Kenneth  Rose  McAlpin,  M.D.,  of  West 
Berne,  died  on  February  9 at  the  age  of  eighty- 


one.  Dr.  McAlpin  graduated  in  1910  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  From  1914  until  1940  he  was  on  the 
faculty  of  Columbia  University.  Following  his 
retirement  from  Columbia  he  served  as  physi- 
cian to  Williams  College  for  eight  years,  then 
was  a consultant  in  pathology  to  the  Henry 
W.  Putnam  Hospital,  Bennington,  Vermont. 
Dr.  McAlpin  was  a Fellow  of  the  American  Col- 
lege of  Physicians  and  a member  of  the  New 
York  Academy  of  Medicine. 

Michael  Michailovsky,  M.D.,  of  New  York 
City,  died  on  December  8,  1963,  at  the  age  of 
eighty-nine.  Dr.  Michailovsky  received  his 
medical  degree  from  the  University  of  Tomsk  in 
1897.  He  was  a member  of  the  American  Acad- 
emy of  Dermatology,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Crane  Morehouse,  Jr.,  M.D.,  of 

Syracuse,  died  on  August  10,  1963,  at  the  age  of 
sixty-five.  Dr.  Morehouse  graduated  in  1931 
from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital. 

Rudolf  Paschkis,  M.D.,  of  The  Bronx,  died  on 
February  4 at  the  age  of  eighty-five.  Dr. 
Paschkis  received  his  medical  degree  from  the 
University  of  Vienna  in  1903.  He  was  a senior 
clinical  assistant  urologist  (Off  Service)  at  The 
Mount  Sinai  Hospital.  Before  coming  to  this 
country  he  was  assistant  professor  and  profes- 
sor of  urology  at  the  University  of  Vienna  and 
head  of  the  urology  clinic  at  the  Franz  Josef 
Hospital  in  Vienna.  A former  cooperating 
editor  of  The  American  Journal  of  Urologi- 
cal Surgery,  a corresponding  member  of  the 
Austrian  and  German  Urological  Societies,  and 
an  honorary  member  of  the  Italian  Society,  in 
1953  he  was  awarded  a Golden  Doctorate  by  the 
University  of  Vienna  for  a half  century  of  prac- 
tice. Dr.  Paschkis  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Francis  Casimir  Pitkiewicz,  M.D.,  of 

Brooklyn,  died  on  July  25,  1963,  at  the  age  of 
fifty- two.  Dr.  Pitkiewicz  graduated  in  1936 
from  Eclectic  Medical  Institute,  Cincinnati.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings  and  the  Medical  Society  of  the 
State  of  New  York. 
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‘‘It]isn’t]bad  enough  that  Fm  dreadfully  ill . . . there  was 
a bee  in  the  flowers  you  brought!” 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-monthi  day  court*  Includes  Intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

254  W.  54  St— N Y C 
Circle  7-3434 

Licensed  by  the  State  of  New  York 


Mg+uII  ScJtool 


HOLBROOK  MANOR  To^ 

Five  Acres  of  Pinewo^ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD 

Physician  in  Charge 

E8T  I (SO 

J.  Epstein,  M.D.,  L.F.A.P. A.— L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1.30  per  line  per  insertion 
6 Consecutive  times.  1.10  per  line  per  insertion 
12  Consecutive  times.  1.00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


EQUIPMENT 


PHYSICIANS  EQUIPMENT  AND  INSTRUMENTS, 
new  and  used.  Bought  and  sold.  Send  for  catalogue  of 
special  items.  Harry  Wells,  217  East  23rd  St.,  N.Y.C.  10. 
MU  9-3480. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp..  221  W.  41st  St.,  New  York  36,  N.Y. 


ATTENTION  DOCTORS  WITH  MUSIC  AVOCATION. 
Experienced  (professional)  violinist  available  to  join  clas- 
sical trios  or  quartets.  Call  evenings,  H.  Rosner,  HA 
6-1139. 
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PHYSICIANS  WANTED— CONT’D 


PEDIATRICIAN  as  addition  to  team  of  seven 
pediatricians  in  comprehensive  medical  care  group; 
limited  house  calls;  pleasant  New  York  City  suburb; 
initial  contract  leading  to  partnership;  $13,700  per 
annum  or  higher  first  year;  send  full  curriculum  vitae 
in  first  letter.  Box  865,  % N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 

OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  the  picturesque  north  country  of 
Champlain  Valley.  University  within  city  limits;  fine 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 

GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 

NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 

URGENT  NEED  FOR  GENERAL  PRACTITIONER, 
medical  specialists.  Growing  Suffolk  Long  Island  com- 
munity. Hospital  nearby.  Excellent  practice  guaranteed. 
Call:  516  JU  8-9041;  516  JU  8-5100. 

INTERNIST  AND  GENERAL  PRACTITIONER 
needed  in  downstate  New  York  community  of  25,000. 
Open  staff,  100  bed  hospital.  Private  practice.  Financial 
guarantee  or  assistance  first  year.  Box  873,  % N.Y.  St. 
Jr.  Med. 

I AM  AN  ACTIVE  RADIOLOGIST  WHO  WISHES  TO 
form  a partnership  or  association  with  another  actively 
practicing  radiologist  in  the  New  York  area  or  suburbs. 
Purpose:  to  maintain  income  and  have  coverage  for 

vacations.  Box  875,  % N.Y.  St.  Jr.  Med. 

THE  BROOKLYN  VETERANS  ADMINISTRATION 
Hospital  has  vacancies  for  residency  training  beginning 
July  1,  1964;  this  is  a 1000-bed  general  medical  and 
surgical  hospital;  affiliation  with  State  University  of  New 
York,  Downstate  Medical  Center,  Brooklyn,  New  York. 
Openings  are  available  in:  internal  medicine  3 years; 

radiology  3 years;  pathology  4 years;  physical  medicine 
and  rehabilitation  3 years;  salary  $4205  to  $6440  with 
annual  increases.  Career  residencies  available  in  physical 
medicine  and  rehabilitation  and  in  pathology  from  $8410 
to  $11,725,  depending  on  qualifications.  Contact:  Chief 
of  Staff,  VA  Hospital,  Brooklyn  9,  New  York. 

WANTED— HOUSE  PHYSICIAN  WITH  POSTGRAD - 
uate  training  or  experience  in  internal  medicine.  State 
license  and/or  ECFMG  certificate  necessary.  Modern 
300  bed  hospital  with  excellent  staff.  Salary  in  excess  of 
$ll,000/annum.  Write  F.  W.  Furth,  M.D.,  Community 
Hospital  of  Greater  Syracuse,  Broad  Road,  Syracuse, 
New  York  13215. 

WANTED:  GENERAL  PRACTITIONER  TO  JOIN 

two  man  group.  Resort  area  100  miles  from  N.Y.C. 
Salary  followed  by  partnership.  Write:  126  No.  Main 
St.,  Liberty,  N.Y. 

BOARD  CERTIFIED  OR  BOARD  ELIGIBLE  PSY- 
chiatrist  needed  on  full  or  part  time  basis  for  Brooklyn 
Medical  Center.  Francis  V.  Mitchell,  M.D.,  Medical 
Director,  N.Y.S.A.-I.L.A.  Medical  Center,  340  Court 
Street,  Brooklyn  31,  N.Y.  UL  5-1400. 

WANTED:  PHYSICIAN,  FEMALE.  -OUTSTANDING 
girls  camp,  Maine.  July  and  August.  Tripp  Lake  Camp, 
Box  317,  Planetarium  Station,  New  York  24,  N.Y. 


RESIDENCY  POSITIONS  AVAILABLE  IN  A FULLY 
approved,  three-year  psychiatry  training  program  at  Har- 
lem Hospital  under  auspices  of  Columbia  University. 
Comprehensive  training  and  experience  offered.  Super- 
vision of  intensive  treatment  by  psychoanalytically-trained 
psychiatrists.  Salaries  $4800  to  $5220  plus  living  out  al- 
lowance of  $840  per  year,  as  of  July  1,  1964.  E.  B.  Davis, 
M.D.,  Director,  Department  of  Psychiatry,  Harlem  Hos- 
pital, 530  Lenox  Avenue,  New  York,  New  York  10037. 


PHYSICIANS  WANTED  — MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-Aug.  Good  salary, 
free  placement.  350  member  camps.  Dept.  P,  Associa- 
tion Private  Camps,  55  West  42nd  St.,  New  York  36. 


WANTED:  GENERAL  PRACTITIONER,  REGIS- 

tered  Workmen’s  Compensation  Board,  help  with  prac- 
tice. Exchange  for  use,  2-3  rooms,  furnished,  mid  town 
office.  CH  4-4242. 


WANTED:  FULL-TIME  INDUSTRIAL  PHYSICIAN 

for  Du  Pont  Company  plant  in  Newburgh,  New  York. 
Excellent  opportunity.  General  practitioner  preferred. 
Salary  open;  immediate  opening.  Contact:  Mr.  L.  J. 
Boomer,  Newburgh,  New  York,  phone:  561-3700,  ext, 
312. 


PEDIATRICIAN,  BOARD  MEMBER  OR  BOARD 
eligible,  wanted  by  medical  group  in  New  York  Metro- 
politan area.  Starting  salary  $1200  monthly  with  yearly 
increments.  No  night  hours.  Full  specialists  staff. 
Box  887,  % N.Y.  St.  Jr.  Med. 


LOCUM  TENENS  WANTED  FOR  GENERAL  PRAC- 
tice,  May,  June,  July,  August  1964.  Excellent  remunera- 
tion; mostly  office  practice;  assisted  by  experienced 
nurse.  Box  885,  % N.Y.  St.  Jr.  Med. 


OPENING  FOR  FULL-TIME  ASSISTANT  IN  THE 
private  practice  of  well-known  dermatologist.  Must  have 
New  York  State  license.  Send  resume,  references  and 
photo.  Box  888,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER:  FAST  GROWING  STATE 
university  community;  additional  medical  help  needed 
for  new  county  infirmary;  30  miles  south  of  Rochester 
Box  97,  Geneseo,  N.  Y. 


CHIEF  MEDICAL  CONSULTANT  FOR  THE  NEW 
York  State  Division  of  Vocational  Rehabilitation:  Salary 
$16,810  to  $19,580  (appointment  may  be  made  above  the 
minimum;  written  examination  has  been  waived).  Diplo- 
mate  or  equivalent  of  American  Medical  Specialty  Board 
in  physical  medicine  and  rehabilitation,  orthopedic  sur- 
gery, internal  medicine  or  public  health;  two  years  of 
experience  in  rehabilitation  services  for  adults.  For  de- 
tailed announcement  and  statement  of  fringe  benefits, 
write  to  the  Bureau  of  Personnel,  New  York  State  De- 
partment of  Education,  Albany,  New  York. 


COLLEGE  PHYSICIAN-VACANCY  TO  BE  FILLED  BY 
September  1964.  $14,000  yearly,  one  month  vacation. 

Supervision  of  Health  Service,  infirmary.  Faculty  rank, 
privileges.  Apply:  Gerald  Saddlemire,  Dean  of  Students, 
State  University  College,  Geneseo,  New  York  14454. 


EXCEPTIONAL  OPPORTUNITY  FOR  A PEDIATRI- 
cian  and  general  practitioner  and  ENT  specialist  in  a com- 
munity located  in  western  New  York  State.  Finest 
hospital  facilities  available.  Financial  success  assured. 
Box  866,  % N.Y.  St.  Jr.  Med. 


PHYSICIAN  FOR  ESTABLISHED  NATIONAL  OR- 
ganization  in  Buffalo;  Social  Security  and  insurance. 
Write:  C.  M.  Jones,  M.D.,  786  Delaware  Avenue,  Buffalo, 
New  York  14209  or  call  TT  6-7500. 


WANTED:  PHYSICIAN  WITH  INTERNAL  MED- 

icine  background,  age  to  35,  for  permanent  position,  life 
insurance  company,  NYC.  Clinical,  underwriting. 
Outstanding  fringe  benefits.  Inquiries  and  curriculum 
vitae  to  Box  889,  % N.Y.  St.  Jr.  Med. 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience;  desires  fee  for 
service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 

OBSTETRICIAN  & GYNECOLOGIST,  AGE  33,  COM- 
pleting  4 year  residency  program  June  1964.  Board 
eligible,  no  military  obligation,  desires  group  or  partner- 
ship opportunity  in  New  York  City  area  or  within  50 
miles.  Box  852,  % N.Y.  St.  Jr.  Med. 

ANESTHESIOLOGIST,  BOARD  CERTIFIED  (N.Y.  Li- 
cense), desires  position.  Fee  for  service.  Box  870,  % 
N.Y.  St.  Jr.  Med. 


OBSTETRICIAN-GYNECOLOGIST:  AGE  31,  MAR- 

ried,  military  obligation  completed;  trained  at  large 
metropolitan  hospital,  seeks  association  for  eventual 
partnership  in  New  York  City  area.  Box  874,  % N.Y. 
St.  Jr.  Med. 


SURGEON,  BOARD  ELIGIBLE,  SEEKS  ASSOCIATION 
with  senior  surgeon  or  group,  within  50  miles  of  N.Y.C. 
Box  877,  % N.Y.  St.  Jr.  Med. 

CARDIOLOGIST— INTERNIST,  AGE  40,  PASSED 
written  Boards,  seeks  practice  association  in  Manhattan. 
Telephone  YUkon  8-9556. 

ANESTHESIOLOGIST,  F.A.C.A.,  WELL  TRAINED, 
experienced,  desires  relocation.  Fee  for  service  or  group 
arrangement.  Box  880,  % N.Y.  St.  Jr.  Med. 

DERMATOLOGIST,  cfeRTIFIED,  AGE  35,  DESIRES 
part  time  position  New  York  City  area.  Box  884,  % N.Y. 
St.  Jr.  Med. 


POSITION  WANTED:  PHYSICIAN,  FEMALE, 

E.C.F.M.G.,  Obs  & Gyn,  available  nights  and  weekends. 
Eligible  N.Y.  State  lie.  Box  890,  % N.Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


PEDIATRIC  PRACTICE,  CENTRAL  NEW  YORK 
Well  established.  Terms  to  be  arranged.  Box  860,  % 
N.Y.  St.  Jr.  Med. 

LONG  BEACH:  NEW  MEDICAL  OFFICE  FOR  RENT 

or  sale;  equipment  and  furniture  optional.  Excellent  op- 
portunity. Call  914  WO  7-5656. 

HORT  TERM  PARTNERSHIP,  SALE,  OR  LEASE 
internal  medical  practice  located  in  a brick,  ranch-style 
building,  suburban  Rochester,  grossing  $54,000.  Lenient 
terms,  real  estate  and  practice.  Excellent  opportunity. 
Also  others.  Medical-Dental  Search  Services,  5 Beekman 
St.,  New  York  38,  N.Y. 

GENERAL  PRACTICE/INTERNIST:  NASSAU 

County  near  Queens.  Excellent  opportunity;  good  terms. 
Will  introduce.  Box  882,  % N.Y.  St.  Jr.  Med. 

DERMATOLOGY  PRACTICE  FOR  SALE,  NASSAU 
County.  New  professional  building,  unopposed.  Also 
additional  opportunity  for  part-time  association  in  another 
office.  Box  846,  % N.Y.  St.  Jr.  Med. 

SHELTER  ISLAND  HEIGHTS,  LONG  ISLAND. 
Lucrative,  established  general  practice,  33  years,  avail- 
able immediately;  home-office  combination  for  sale,  due 
to  sudden  death.  Mrs.  Donald  F.  Currie,  Shelter  Island 
Heights,  New  York. 

ALLERGY  PRACTICE  FOR  SALE  IN  UPSTATE  NEW 
York.  Asking  only  the  actual  value  of  equipment  and 
supplies.  5 room  office  available  for  rent.  Box  872,  % 
N.Y.  St.  Jr.  Med. 


Distinguished  Manhattan  Buildings 
for  Professional  or  Residential  Use 
THE  MONTREUX 

342  EAST  67th  ST. 

A small,  charming,  luxury  Apt.  Bldg,  stressing  privacy,  comfort, 
convenience.  Across  the  street  from  New  York  Hospital  and 
Rockefeller  Institute. 

2H,  3M,  4 Yz  room 
professional  and  residential  apartments 
Also  Garden  Apt.  and  Penthouse  Apt.  available. 

Phone  LE  5-3640,  TR  9-5300 

THE  GUARDSMAN 

64  EAST  94  ST.  (Betw.  Madison  and  Park  Aves.) 

A tastefully  decorated,  air-cond.  bldg,  a few  blocks  from  Mt. 
Sinai  Hospital  in  the  fashionable  P.S.  6 district. 

3 and  3M  room 

professional  and  residential  apts. 

Phone  FI  8-01  30  OWNER-MANAGED 


REAL  ESTATE  FOR  SALE  OR  RENT 


DOCTOR’S  PARK,  POUGHKEEPSIE,  NEW  YORK. 
850  sq.  ft.  available  immediately.  18  specialists,  1 dentist, 
perfect  for  E.N.T.,  dermatologist,  allergist.  Poughkeepsie 
Medical  Buildings,  Inc.,  104  Fulton  Avenue,  Pough- 
keepsie, New  York.  Area  code  914-452-1060. 

WHITE  PLAINS— NEW  PROFESSIONAL  OFFICES 
for  rent.  Two  specially  designed  medical  suites;  air- 
conditioned,  2 lavatories,  private  street  entrance;  ample 
free  parking.  One  block  to  White  Plains  Hospital.  800 
sq.  ft.  $250;  1100  sq.  ft.  $350  per  month.  Visit  Supt., 
Carlton  Davis  Apts.,  47  Davis  Ave.,  or  phone  212  MU 
7-1743. 

WICOPEE  ESTATES— 42  MILES  FROM  NYC-TOMP- 
kins  Corners.  New  filtered  swimming  pools;  modern 
4 & 5 room  cottages  desirable  for  physicians,  each  on  (1) 
acre.  All  sport  facilities;  priv.  lake;  day  camp;  social 
hall;  lunch’tte;  wash’g  machines.  Taconic  Parkway  to 
Peekskill  Hollow  Road  (exit  P 2A),  follow  signs.  NYC: 
CH  4-2624  or  TW  6-1169. 

E.  57TH  STREET  AND  SUTTON  PLACE.  ELEGANT 
office  suite,  beautifully  furnished,  completely  equipped, 
laboratory,  EKG.  All  specialties.  Hours  arranged. 
Exclusive  consultation  room.  PL  2-9020. 

AIR-CONDITIONED  PROFESSIONAL  BUILDING  IN 
Hewlett,  L.I.  Suites  available;  reasonable  rent;  will 
subdivide.  Opposite  L.I.  station,  business,  etc.  WOrth 
6-2750. 

DOCTOR  NEEDED,  YONKERS,  BX  RIVER  RD.  FOR 
sale,  new  2 fm.  brick,  lge.  cor.  prop.;  parking.  Exc.  loc. 
in  area  of  new  luxury  apts.  914  BE  7-5271  eves. 

THE  FAIR  LAWN  (N.J.)  PROFESSIONAL  CENTER. 
Ultramodern  6 room  office  for  immediate  occupancy. 
Air-conditioned,  excellent  parking,  reasonable.  Tele- 
phone (201)  797-2186  or  write  26-07  Broadway  (Route  4), 
Fair  Lawn,  N.  J. 

PROFESSIONAL  OFFICE  FOR  SALE,  309  E.  87th 
Street,  NYC.  Fully  equipped  & furnished,  air  con- 
ditioned doctor’s  office.  Very  reasonable.  Call  TR 
6-8235  between  4-7  PM 


PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner— Builder 
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release 

for 


hostility? 


Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a 
result  they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both 
control  appetite  and  relieve  the 
emotional  stress  that  causes  over- 
eating. That’s  why  so  many  pa- 
tients are  losing  more  pounds  with 
‘Eskatrol’. 


ESKATROL®  Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSULE * 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 


Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia) 
are  infrequent,  and  usually  mild  and  transi- 
tory. Cautions:  ‘Eskatrol’  Spansule  capsules 
should  be  used  with  caution  in  the  presence  of 
severe  hypertension,  advanced  cardiovascular 
disease,  or  extreme  excitability.  There  is  a 
possibility,  though  little  likelihood,  of  blood 
or  liver  toxicity  or  neuromuscular  reactions 
(extrapyramidal  symptoms)  from  the  pheno- 
thiazine  component  in  ‘Eskatrol’  Spansule 
capsules. 

For  complete  prescribing  information,  please 
see  PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 
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They’re  “starving”  themselves! 


N utritionally  suboptimal  diets  among 
A merican  teen-agers  are  usually  traceable 
to  faulty  food  consumption  habits. 

Teen-agers  are  not  immune  to  the  im- 
mutable law  of  nutritional  supply  and  tis- 
sue demand.  They  cannot  forever  escape 
the  consequences  of  substandard  nutrition 
on  health,  vigor,  and  performance.  Nutri- 
tion surveys  continue  to  disclose  failures 
to  meet  the  recommended  dietary  allow- 
ances of  the  Food  and  Nutrition  Board, 
National  Research  Council  for  calcium, 
ascorbic  acid,  riboflavin,  vitamin  A,  and 
protein  in  a disturbing  proportion  of  the 
American  teen-age  population. 

Teen-age  food  consumption  patterns  are 
studded  with  missed  meals,  erratic  eating 
habits,  food  faddism,  fear  of  fatness,  and 
culinary  conformity  to  the  group.  Teen- 
age food  choices  frequently  reflect  a 
misguided  independence  expressed  as  a 


defiance  of  good  food  habits  inculcated  in 
childhood.  Teen-age  girls  in  their  zest  for 
stylish  slenderness  and  clear  complexions 
have  the  least  nutritious  diets  of  any  mem- 
ber of  the  family.  As  prospective  mothers 
and  homemakers  they  are  most  in  need 
of  nutritional  guidance  yet  most  resistant 
to  advice  and  counsel  unless  properly  mo- 
tivated. Teen-age  boys  in  their  desire  for 
athletic  prowess  and  muscular  magnifi- 
cence are  more  interested  in  food  quantity 
than  in  food  quality.  Ironically,  teen-age 
nutritional  omissions  are  rarely  the  result 
of  privation.  They  stem  instead  from  an 
ignorance  of,  or  indifference  to,  the  virtues 
of  good  nutrition. 

Optimum  nutrition  in  the  teen-age  period 
is  best  accomplished  by  eating  a well- 
balanced  diet  containing  at  least  a quart  of 
milk— or  its  equivalent  in  other  dairy  prod- 
ucts—with  their  wealth  of  calcium,  B vita- 
mins, and  high  quality  proteins. 

Since  1915  . . promoting  better  health  through  nutrition  research  and  education 

NATIONAL  DAIRY  COUNCIL 

Greater  New  York  Program  • a non-profit  organization 
202  E.  44TH  STREET  • NEW  YORK.  NEW  YORK  10017 


Reprints  of  this  series  on  “Teen-Age  Nutrition"  available  on  request. 


neither  tension,  nor  spasm, 
nor  stasis 

stays  this  patient 
from  his 

appointed  rounds 


DECHOUNBB 


especially  when 

UPPER  G.l.  COMPLAINTS 
have  biliary  implications 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily.  Precautions:  Observe  patients 
periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction:  caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehydrocholic  acid  may  cause  transitory  diarrhea:  belladonna 
may  cause  blurred  vision  and  dry  mouth.  Contraindications:  Biliary  tract  obstruction,  acute  hepatitis, 
glaucoma,  prostatic  hypertrophy.  Available:  Decholin-BB.  bottles  of  100  tablets.  Also:  Decholin  - with 
Belladonna  (dehydrocholic  acid,  250  mg.:  belladonna  extract,  10  mg.)  and  Decholin®  (dehydrocholic 
acid,  250  mg.),  bottles  of  100  and  500  tablets. 


AMES 


SfiSlIllil 


when  lowered  skin  temperature  suggests 


PERIPHERAL  VASCULAR  DISEASE 


VASODILAN 


for  effective  relief1  of  pain,  cramping,  numbness,  and  cold 

without  adverse  effects  on  coronary  flow2,3  • without  increase  in  gastric  acid- 
ity3 • without  ganglionic  blocking2  • without  appreciable  incidence  of  hypoten- 
sion or  tachycardia2,3  • without  development  of  tolerance4 


Dosage  and  administration:  Oral  — 10  to  20  mg.  ( 1 to  2 tablets)  t.i.d.  or  q.i.d.  ; I.M.  — 5 to  10  mg.  b.i.d.  or  t.i.d.  Contraindications : 
There  are  no  known  contraindications  to  oral  administration  of  VasodIlan  in  recommended  doses.  Cautions:  VasodIlan  should 
not  be  given  immediately  postpartum  or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  is  not  recommended  in  the 
presence  of  hypotension  or  tachycardia.  Intravenous  administration  is  not  recommended  because  of  the  increased  likelihood  of 
side  effects.  Side  effects:  Few  side  effects  occur  when  given  in  recommended  oral  doses.  Occasional  palpitation  and  dizziness  can 
usually  be  controlled  by  dosage  adjustment.  Single  intramuscular  doses  of  10  mg.  or  more  may  result  in  hypotension  or  tachy- 
cardia. Supplied:  10  mg.  tablets  in  bottles  of  100  and  1,000;  in  2 cc.  ampuls  containing  10  mg.  (5  mg./cc.)  for  intramuscular  use, 
boxes  of  6.  For  complete  details  on  indications,  dosage,  administration,  and  clinical  background  of  VasodIlan,  see  the  brochure 
of  this  product  available  on  request  fx-om  Mead  Johnson  Laboratories,  Evansville,  Indiana,  47721. 

References:  (1)  Clarkson,  I.  S.,  and  Le  Pere,  D.  M.:  Angiology  11:190-192  (June)  1960.  (2)  Kaindl,  F.;  Samuels,  S.  S.  ; Selman,  D., 
and  Shaftel,  H.:  Angiology  10:185-192  (Aug.)  1959.  (3)  Kaindl,  F. ; Partan,  J.,  and  Polsterer,  E:  Wien.  klin.  Wchnschr.  55:186-191 
(March  16)  1956.  (4)  Billiottet,  J.,  and  Ferrand,  J.:  Semaine  med.  54:635-637  (May  20)  1958. 
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Complete  information  for  usage  available  to  physicians  on  request. 
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Don’t  feel  sorry  for  ACETEST®  Reagent  Tablet  — It  still  does  a good  job.  But 
new,  improved  KETOSTIX®  “dip-and-read”  test  for  ketone  bodies  in  urine, 
serum,  or  plasma,  is  more  convenient.  It’s  faster  (only  15  seconds)  and  more 
sensitive.  When  you  use  KETOSTIX  Reagent  Strips  you  don’t  even  need  a med- 
icine dropper.  Simply  dip  and  read  KETOSTIX  and  get  a more  defini- 
tive detection  of  ketone  bodies.  Still  like  ACETEST  Reagent  Tablets?  //Vf 
That’s  okay,  but  remember,  we  said, “KETOSTIX  Reagent  Strips  are 
more  modern.”  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  es»«.  aivies 


In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go 
hand  in  hand.  STRESSCAPS,  containing  therapeutic  quantities  of 
vitamins  B and  C,  is  formulated  to  meet  the  increased  metabolic 
demands  of  patients  with  physiologic  stress.  In  chronic  illness,  as 
with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS m 

Stress  Formula  Vitamins  Lederle  W.  Ji  1 


Each  capsule  contains: 

Vitamin  Bi  (ThiamineMononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults. 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  're- 
minder” jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  N.Y. 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”abolished,the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  “...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (1/2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 
1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

2 BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

extends  horizons 

This  agent  "...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, : nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containingO.l  Gm.and0.03  Gm. 
*Roseman,  E.:  Neurology  11:912,  1961.  -■ ms 
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IF  SHE’S  HIGH-STRUNG 
AND  CANT  TAKE  AMPHETAMINE 
PUT  HER  ON  DESBUTAL  GRADUMET, 
ONCE  A DAY 


j She’s  the  overweight  patient  who’s 
j high-strung,  nervous,  a compulsive 
3 eater — the  type  who  may  overreact  to 
plain  amphetamine — yet  fails  to  re- 
jj  spond  at  all  to  less  potent  drugs.  For- 
i tunately  for  her,  this  twofold  problem 
} can  be  met  by  the  dual  action  of 
| Desbutal  Gradumet. 

DUAL  THERAPY:  Visualize  two  tablet 
| sections,  back  to  back — each  with  its 
own  release  rate.  One  section  contains 
| Desoxyn®  (methamphetamine  hydro- 
I chloride) — to  curb  the  appetite  and  lift 
I the  mood.  The  other  contains  Nembu- 
I tal®  (pentobarbital  sodium) — to  calm 
I the  patient  and  counteract  any  exces- 
I sive  stimulation.  The  release  rates  are 
| designed  to  make  the  drugs  available 
I in  an  optimal  dosage  ratio,  minute  by 
1 minute  throughout  the  day. 

PRECISE  RELEASE:  The  release  action 
1 is  purely  physical  and  relies  on  only  one 


factor  common  to  every  patient:  gas- 
trointestinal fluid.  There  is  no  depend- 
ence on  enteric  coatings,  enzymes, 
motility,  or  an  “ideal”  ion  concentra- 
tion in  the  gastrointestinal  tract. 
Indeed,  the  Gradumet  can  pass  through 
the  stomach  in  minutes,  or  remain  for 
hours — the  release  rate  is  precise  and 
constant  throughout  the  body. 

PATIENT  BENEFITS:  She  feels  alert, 
confident,  and  comfortable.  Because 
her  preoccupation  with  food  diminishes, 
the  diet  no  longer  seems  impossible — 
it  becomes  a realistic  challenge.  And  she 
won’t  forget  to  take  Desbutal  Gradu- 
met because  dosage  is  just  once  a day. 

PRECAUTIONS:  Use  with  caution  in 
patients  with  hypertension,  cardiovas- 
cular disease,  hyperthyroidism  or  those 
who  are  sensitive  to  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


DESBUTAII 

Brand  of  Methamphetamine  Hydrochloride  and  Pentobarbital  Sodium  in  Long- 
Release  Dose  Form,  Abbott.  Desbutal  10—10  mg.  Methamphetamine,  60  mg.  I 

Pentobarbital.  Desbutal  15-15  mg.  Methamphetamine,  90  mg.  Pentobarbital.  ■ abbott  I 
Gradumet- Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445.  403209 


CALMS  HER  ANXIETIES, EVEN  AS  IT  CONTROLS  HER  COMPULSIVE  URGE  TO  EAT 
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disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROL'  brand  of  STANOZOLOL 


...  a new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

*The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  1 tablet  t.i.d.;  young  wo- 
men, 1 tablet  b.i.d.;  children  (school  age),  up  to  1 
tablet  t.i.d.;  children  (pre-school  age),  Vi  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  100. 

l/f//nfhrop 

Winthrop  Laboratories,  New  York,  N.  Y. 
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HOW  TO  BE  SURE 
your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  1 Vi  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 

For  professional  samples,  just  write  The  Bayer  Company,  Dept.  108,  1450  Broadway,  New  York  18,  N.Y» 
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two  ways  you  can  use  Furacin  Solution 

nitrofurazone 

to  clear  pathogens,  speed  healing 


As  an  irrigant  for  open,  infected  wounds,  as  a wet  dressing  (for  example,  to 
prepare  burns  for  grafting),  or  as  a spray  for  painful  wounds  or  burns— any  way  you 
use  it,  gentle  Furacin  Solution  speeds  healing  through  dependable  control  of  infec- 
tion. Furacin  disperses  freely  and  stays  bactericidal  in  wound  exudates. 

The  incidence  of  sensitization  to  this  wide-spectrum  antibacterial  is  low— in 
surgical  practice,  about  0.5  per  cent.  Discontinue  use  if  irritation  occurs. 

Furacin  Solution:  0.2%  nitrofurazone  dissolved  in  a water-miscible  liquid  con- 
sisting of  polyethylene  glycols,  octylphenoxy  polyethoxyethanol  N.F.,  and  water 
In  bottles  of  60  cc.  and  473  cc. 

For  round-the-clock  medical  consultation  on  any  Eaton  product,  call  the  medical 
consultant  on  duty,  person  to  person,  Norwich,  New  York,  Area  Code  607,  334-9911. 


EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  NEW  YORK 
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Abstracts 


Albanese,  A.  A.,  Lorenze,  E.  J.,  Orto,  L.  A., 
and  Smullyan,  I.:  Nutritional  and  metabolic 

effects  of  some  newer  steroids.  III.  Stanozolol, 
New  York  State  J.  Med.  64:  864  (Apr.  1) 

1964. 

In  a study  of  8 nutritionally  substandard  pa- 
tients, stanozolol,  administered  orally,  was  found 
to  possess  a relatively  high  steroid  protein 
activity  index  (SPAI)  to  dosage  ratio.  Bio- 
chemical tests  showed  that  administration  of  6 
to  12  mg.  per  day  of  the  steroid  had  no  untoward 
effect  on  electrolyte  balance  or  liver  function. 
Oral  administration  of  stanozolol  in  8 patients 
receiving  30  mg.  per  day  of  prednisone,  in  8 pa- 
tients receiving  12  to  24  mg.  per  day  of  tri- 
amcinolone, and  in  4 patients  receiving  2.25 
mg.  per  day  of  dexamethasone  showed  that 
stanozolol  possessed  marked  anticorticocatabolic 
activity. 

Davison,  S.:  Office  management  of  rheuma- 

toid arthritis.  New  York  State  J.  Med.  64: 
876  (Apr.  1)  1964. 

Office  management  of  rheumatoid  arthritis 
consists  first  of  general  therapeutic  measures  and 
salicylates;  however,  additional  treatment  is 
often  necessary.  Of  29  patients  treated  with 
corticosteroids,  16  derived  considerable  benefit; 
9 patients  developed  serious  toxicity  but  were 
able  to  continue  treatment.  Of  26  patients 
treated  with  gold  salts,  striking  therapeutic 
grade  response  occurred  in  10  and  gold  toxicity 
in  8.  Of  14  patients  treated  with  phenyl- 
butazone, only  2 improved;  the  drug,  however, 
fills  a needed  gap  between  corticosteroids  and 
gold  salts.  Of  10  patients  treated  with  anti- 
malarial  drugs,  only  1 was  benefited,  and  there 
was  high  toxicity. 


Hornung,  N.,  and  Stutzman,  L.:  Study 

of  kidney  size  in  polycythemia  vera,  New  York 
State  J.  Med.  64:  882  (Apr.  1)  1964. 

A study  was  made  of  24  patients  with  poly- 
cythemia vera  of  whom  13  had  x-ray  films 
from  which  kidney  size  could  be  determined. 
Four  (31  per  cent)  demonstrated  total  kidney 
area  enlargement;  there  was  no  general  cor- 
relation between  severity  of  polycythemia  and 
kidney  size.  The  study  gave  no  support  for  the 
hypothesis  that  hypertrophy  of  the  kidney  with 
resulting  oversecretion  of  erythropoietin  may 
play  a role  in  the  etiology  of  polycythemia  vera. 


Boswell,  R.,  and  McGinn,  J.  T.:  Blood 

levels  produced  by  three  oral  theophylline- 
containing  preparations;  a double-blind  cross- 
over study,  New  York  State  J.  Med.  64: 
887  (Apr.  1)  1964. 

A study  was  made  of  the  blood  levels  attained 
in  14  patients  following  administration  of 
choline  theophyllinate,  aminophylline,  and 
choline  theophyllinate  with  glyceryl  guaiacolate, 
all  in  uncoated  tablet  form.  All  three  com- 
pounds attained  the  therapeutic  level  of  0.2 
mg.  per  100  cc.  in  approximately  one-half  hour; 
choline  theophyllinate  appeared  to  produce 
slightly  higher  theophylline  blood  levels  during 
the  first  postadministration  hour  than  amino- 
phylline. A comparison  of  the  choline  theo- 
phyllinate with  glyceryl  guaiacolate  and  a 
theophylline-alcohol  preparation  showed  the 
theophylline  blood  level  to  be  approximately  the 
same  at  one  and  two  hours  after  administration. 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey'vetried  it, they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert's  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181 :41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3.  1962). 
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Abstracts  in  Interlingua 


Albanese,  A.  A.,  Lorenze,  E.  J.,  Orto,  L.  A., 
e Smullyan,  I.:  Effectos  nutritional  e meta- 

bolic de  certe  nove  steroides.  III.  Stanozolol 
{anglese),  New  York  State  J.  Med.  64:  864 

(1  de  april)  1964. 

In  un  studio  de  8 patientes  qui  esseva  nutri- 
tionalmente  sub  standard,  il  esseva  constatate 
que  stanozolol,  administrate  per  via  oral,  pos- 
sedeva  un  relativemente  alte  proportion  de 
indice  del  activitate  proteinic  de  steroide  a 
dosage  de  steroide.  Tests  biochimic  monstrava 
que  le  administration  de  6 a 12  mg  del  steroide 
per  die  habeva  nulle  adverse  effecto  super  le 
balancia  electrolytic  o super  le  functiones  hepa- 
tic. Le  administration  oral  de  stanozolol  in  8 
patientes  qui  recipeva  diurnemente  30  mg  de 
prednisona,  in  8 patientes  qui  recipeva  diurne- 
mente 12  a 24  mg  de  triamcinolona,  e in  4 pa- 
tientes qui  recipeva  diurnemente  2,25  mg  de 
dexamethasona  demonstrava  que  stanozolol 
possedeva  un  marcate  activitate  anticortico- 
catabolic. 

Davison,  S.:  Tractamento  de  arthritis  rheu- 

matoidee  al  sala  de  consulta  {anglese),  New 
York  State  J.  Med  64:  876  (1  de  april)  1964. 

Le  tractamento  de  arthritis  rheumatoidee  al 
sala  de  consulta  consiste  in  le  prime  loco  del 
application  de  mesuras  therapeutic  e del  pre- 
scription de  salicylatos.  Tamen,  in  multe 
casos,  mesuras  additional  es  requirite.  In  un 
gruppo  de  29  patientes  tractate  con  cortico- 
steroid es,  16  beneficiava  considerabilemente. 
Novem  disveloppava  serie  grados  de  toxicitate 
sed  poteva  continuar  le  therapia.  In  un  gruppo 
de  26  patientes  tractate  con  sales  de  auro, 
frappante  grados  de  responsa  therapeutic  oc- 
curreva  in  10  Toxicitate  a auro  esseva  notate 
in  8.  In  un  gruppo  de  14  patientes  tractate  con 
phenylbutazona,  solmente  2 se  meliorava. 
Nonobstante,  iste  pharmaco  satisface  le 
desiderato  de  un  agente  inter  le  corticosteroides 
e le  sales  de  auro.  In  un  gruppo  de  10  pa- 


tientes tractate  con  pharmacos  antimalarial, 
solmente  1 beneficiava.  Le  toxicitate  esseva 
alte. 

Hornung,  N.,  e Stutzman,  L.:  Un  studio 

del  magnitude  del  ren  in  polycythemia  ver 
{anglese).  New  York  State  J.  Med.  64:  882 

(1  de  april)  1964. 

Esseva  studiate  24  patientes  con  poly- 
cythemia ver,  incluse  13  con  radiographias 
permittente  determinar  le  magnitude  del  ren. 
Quatro  (i.e.  31  pro  cento)  monstrava  allarga- 
mento  del  area  total  del  ren.  Esseva  trovate 
nulle  correlation  inter  le  severitate  del  poly- 
cythemia ver  e le  magnitude  del  ren.  Le  studio 
prestava  nulle  supporto  al  hypothese  que  hyper- 
trophia  del  ren  con  resultante  hypersecretion  de 
erythropoietina  ha  un  rolo  in  le  etiologia  de 
polycythemia  ver. 

Boswell,  R.,  e McGinn,  J.  T.:  Nivellos 

sanguinee  de  theophyllina  obtenite  per  tres 
preparatos  oral;  un  studio  cruciate  a duple 
anonymato  {anglese),  New  York  State  J. 
Med.  64:  887  (1  de  april)  1964. 

Con  un  casuistica  de  14  patientes,  le  nivellos 
sanguinee  de  theophyllina  esseva  studiate  post  le 
administration  oral  de  non-rev  estite  tablettas  de 
(1)  theophyllinato  de  cholina,  (2)  aminophyllina, 
e (3)  theophyllinato  de  cholina  con  guaiacolato 
glycerylic.  Omne  le  tres  compositos  attingeva 
le  nivello  therapeutic  de  0,2  mg  per  100  ml  in 
approximativemente  un  medie  hora.  II  pareva 
que  theophyllinato  de  cholina  produceva 
levemente  plus  alte  nivellos  sanguinee  de  theo- 
phyllina intra  le  prime  hora  post  le  administra- 
tion que  aminophyllina.  Un  comparation  de 
theophyllinato  de  cholina  a guaiacolato  gly- 
cerylic con  un  preparato  de  theophyllina  e 
alcohol  monstrava  nivellos  sanguinee  de  theo- 
phyllina approximativemente  identic  un  hora 
e duo  horas  post  le  administration. 
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OR  YOUR 
ELDERLY 
VRTHRITIC 
■ATIENTS... 
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Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
’abalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
ients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
ardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ic  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
ot  contribute  to  sodium  retention ..  .the  enteric  coating  assures 
astric  tolerance. . .and  clinical  experience  shows  that  this  prepara- 
ion  does  not  precipitate  the  serious  reactions  often  associated  with 
orticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


• H-  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


Medical  News 


Cholera  vaccination 

Hollis  S.  Ingraham,  M.D.,  State  Health  Com- 
missioner, urges  the  vaccination  against  cholera 
of  New  York  State  residents  planning  to  travel 
to  Asia  and  the  Western  Pacific.  The  recom- 
mendation follows  reports  from  the  U.S.  Public 
Health  Service  that  cholera  has  spread  from 
India  and  Pakistan  to  Burma,  Indonesia, 
Macao,  Malaya,  Thailand,  Hong  Kong,  the 
Philippines,  and  Sarawak.  Dr.  Ingraham  also 
urges  physicians  and  health  officers  to  be  alert 
to  the  possibility  of  cholera  among  persons  who 
have  recently  returned  from  Asia  and  the 
Western  Pacific. 

Oral  surgery  award 

The  American  Society  of  Oral  Surgeons  an- 
nounces a cash  award  to  be  presented  at  its 
forty-sixth  annual  meeting  in  Las  Vegas,  Ne- 
vada, November  3 through  7.  The  award  will 
be  for  superior,  original,  unpublished  manu- 
scripts concerning  any  phase  of  research  related 
to  oral  surgery  completed  during  the  current 
year. 

Those  interested  in  this  competitive  award 
should  write:  American  Society  of  Oral  Sur- 
geons, 919  North  Michigan  Avenue,  Chicago  11, 
Illinois. 

Allergy  institute  gets  grant 

The  National  Institute  of  Allergies  and  Infec- 
tious Diseases  has  granted  $662,689  to  the  In- 
stitute of  Allergy  of  Roosevelt  Hospital,  New 
York  City,  to  be  used  over  a seven-year  period. 
The  fund  will  be  used  primarily  for  investigation 
of  methods  of  allergy  diagnosis  and  treatment. 

William  B.  Sherman,  M.D.,  director  of  the 
institute,  will  be  principal  investigator.  John 
T.  Connell,  M.D.,  will  be  his  associate. 

Working  paper  examinations 

The  New  York  State  Education  Law  requires 
minors  between  twelve  and  eighteen  years  of  age 
wishing  to  work  to  obtain  an  employment  certifi- 
cate from  the  Board  of  Education.  Such  a 
certificate  is  issued  for  New  York  City  residents 
if  the  applicant  complies  with  compulsory  educa- 
tion and  labor  laws  and  presents  a certificate  of 
physical  fitness  to  the  local  Board  of  Education 
certificating  office.  The  certificate  of  physical 
fitness  may  be  issued  by  a licensed  physician  on 
completion  of  a physical  examination. 

The  examining  physician  may  recommend  one 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


of  three  types  of  employment  certificates: 

1.  Regular  employment  certificate:  For  the 
applicant  found  on  complete  physical  examina- 
tion to  be  in  good  health  and  free  of  physical 
defects. 

2.  Six-month  limited  employment  certifi- 
cate: For  the  applicant  with  some  physical 

disability. 

3.  One-month  limited  employment  certifi- 
cate: For  the  applicant  with  a mild  physical 
disability  which  can  be  corrected  or  placed  under 
treatment  within  a short  time. 

On  completion  of  the  examination,  the  physi- 
cian should  indicate  on  his  own  letterhead  or 
prescription  blank  the  type  of  certificate  of  em- 
ployment recommended,  the  date  of  examina- 
tion, and  his  signature.  This  will  be  regarded  as 
a certificate  of  physical  fitness  for  employment 
purposes  and  should  not  contain  physical  find- 
ings. A form  is  being  prepared  for  these  ex- 
aminations and  will  be  available  at  all  health 
centers.  Until  a supply  is  available,  physicians 
are  asked  to  use  their  own  letterheads. 

Board  of  Obstetrics  and  Gynecology 

The  American  Board  of  Obstetrics  and 
Gynecology  announces  that  the  Part  II  (oral 
and  clinical  examination)  for  all  scheduled 
candidates  is  being  conducted  by  the  entire 
Board  at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  April  27  through  May  2. 

New  and  reopened  applications  and  requests 
for  re-examination  in  1965  will  be  accepted  in 
the  Office  of  the  Secretary  on  or  before  July  1, 
1964.  Please  note  that  as  of  May  1 the  new 
secretary  will  be  Clyde  L.  Randall,  M.D.,  100 
Meadow  Road,  Buffalo  16,  New  York. 

Current  bulletins  outlining  present  require- 
ments, and  application  forms  may  be  obtained 
by  writing  to  the  Office  of  the  Secretary.  Ap- 
plicants are  urged  to  familiarize  themselves  with 
the  current  rules  and  regulations. 

Diplomates  of  this  Board  are  requested  to 
keep  the  Board  office  informed  of  their  current 
address. 

Personalities 

Elected.  Irving  G.  Kroop,  M.D.,  Brooklyn, 
president;  Joseph  A.  DeBlase,  M.D.,  Schenec- 
tady, first  vice-president;  Eli  Ruben,  M.D., 
New  York  City,  second  vice-president;  and 
Harry  Golembe,  M.D.,  Liberty,  secretary- 
treasurer  of  the  New  York  State  Chapter  of  the 
American  College  of  Chest  Physicians.  . . 
George  T.  Pack,  M.D.,  New  York  City,  as  vice- 
president  of  the  Pan-Pacific  Surgical  Associa- 

continued  on  page  836 
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throughout  the  wide 
middle  range  of  pain 
control  with  one 
analgesic  formula 


PERCODAN 


Each  scored  ye/low  Percodan * 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0,38  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthalate , 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 
Percodan  assures  speed,  duration 
and  depth  of  analgesia  by  the 
oral  route  . . . acts  within  5 to  15 
minutes  . . . usually  provides 
uninterrupted  relief  for  hours 
or  longer  with  just  2 tablet . . . 
rarely  causes  constipation. 


Average  Adult  Dose-1  tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications — The  habit-form- 
ing potentialities  of  Percodan  are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of 
codeine.  The  usual  precautions  should  be  observed  as  with  other  opiate  analgesics.  Although  generally  well 
tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood  dyscra- 
sias.  Also  available:  Percodan@-Demi,  containing  the  complete  Percodan  formula  but  with 
only  half  the  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on 
oral  Rx  in  all  states  where  laws  permit.  Narcotic  order  required.  Literature  on  request. 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


•U.  S.  Pats.  2,628.185  and  2,907,768 


The  one  tranquilizer  that 


BELONGS 
IN  EVERY 
PRACTICE 


it’s  versatile:  The  years  have  proved  that  ‘Miltown’  (meprobamate)  is  the 
one  tranquilizer  that  is  helpful  in  almost  every  aspect  of  daily  practice. 
Virtually  any  of  your  patients,  regardless  of  age,  can  be  given  the  drug 
with  confidence,  either  as  a primary  treatment  or  as  an  adjunct  to 
other  therapy. 

Outstanding  record  of  safety:  Ten  years  of  clinical  use  among  millions 
of  patients  throughout  the  world— plus  more  than  1500  published  reports 
covering  the  use  of  the  drug  in  almost  every  field  of  medicine— support 
your  prescriptions  for  ‘Miltown’  (meprobamate).  This  is  why  it  “belongs 
in  every  practice.’" 

dependable:  ‘Miltown’  (meprobamate)  is  an  established  drug.  There  are  no 
surprises  in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help 
your  patients  through  periods  of  emotional  distress  — and  to  help  main- 
tain their  emotional  stability. 

easy  to  use:  Because  ‘Miltown’  (meprobamate)  is  compatible  with  almost  any 
other  kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program 
of  treatment  you  are  now  using.  It  will  not,  therefore,  complicate  treat- 
ment of  patients  seen  in  clinical  practice. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely,  allergic  or  idiosyncratic  reac- 
tions, generally  developing  after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  con- 
traindicate subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual 
disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present. 
Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Massive  over- 
dosage may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse.  Consider  possibility  of  dependence,  particularly  in  patients  with 
history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged  use  at  high 
dosage.  Complete  product  information  available  in  the  product  package,  and  to 
physicians  upon  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

CM-1H6  Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


he  insomniac 


The  surgical  patient 


The  tense,  nervous  patient 


The  heart-disease  patient 


irl  with  dermatosis 


Tension  headache 


The  woman  in  menopause 


The  G.I.  patient 


the  original  brand  of 
meprobamate 


WALLACE  LABORATORIES 
Cranbury,  N.  ]. 


lenstrual  tension 


The  agitated  senile  patient 


The  alcoholic 


Anxious  depression 


The  problem  child 
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tion;  honorary  member  of  the  Italian  Cancer 
Society;  and  director-at-large  of  the  American 
Cancer  Society. 

Appointed.  Benjamin  L.  Feuerstein,  M.D., 
Bay  Shore,  former  president  of  the  Suffolk 
County  Medical  Society,  as  chief  of  radiology 
at  Waldemar  Research  Foundation,  Port  Wash- 
ington. 

Awarded.  Louis  F.  Bishop,  M.D.,  New  York 
City,  the  Theodore  and  Susan  Cummings 
Humanitarian  Award  of  the  American  College  of 
Cardiology  for  “.  . . dedicated  teaching  across 
the  world  on  American  College  of  Cardiology, 
United  States  State  Department  missions  which 
brought  honor  and  good  will  to  our  own  coun- 
try”. . . Gustav  Erlanger,  M.D.,  New  York 
City,  a U.S.  patent  for  an  electrical  instrument 
with  which  a patient  can  treat  his  own  eyes 


under  medical  direction. 

Speakers.  David  V.  Habif,  M.D.,  professor  of 
clinical  surgery  at  the  College  of  Physicians 
and  Surgeons,  Columbia  University,  before 
physicians  and  surgeons  of  the  Albany  area  at 
Albany  Medical  College  on  February  20  on 
“Surgical  Shock”.  . . George  T.  Pack,  M.D., 
New  York  City,  before  the  Latin  American 
Cancer  Congress  in  Mexico  City  under  the 
auspices  of  the  International  Union  Against 
Cancer  on  February  6 on  “Cancer  Therapy: 
A Perspective  and  Prospective  View”;  and 
before  the  Glens  Falls  Academy  of  Medicine  on 
February  20  on  “The  Problem  of  the  Pigmented 
Mole  and  Malignant  Melanomas.” 

Honored.  John  R.  Ford,  M.D.,  Gloversville, 
with  a testimonial  dinner  by  patients  and  friends 
in  February  for  thirty-one  years  of  service  to 
the  community. 


Medical  Meetings 


Radiologic  lecture 

“Radiological  Aspects  of  Chromosomal  Ab- 
normalities,” the  Richard  A.  Rendich  Memorial 
lectures  sponsored  by  the  Department  of 
Radiology  of  the  State  University  of  New  York, 
Downstate  Medical  Center  and  The  Brooklyn 
Radiological  Society,  will  be  held  April  2 at 
8:00  p.m.  in  the  second  floor  lecture  hall  of  the 
Basic  Sciences  Building,  450  Clarkson  Avenue, 
Brooklyn. 

Speakers  will  include  Vincent  Tricomi,  M.D., 
associate  professor  of  obstetrics,  College  of  Medi- 
cine, Downstate  Medical  Center,  Brooklyn;  John 
E.  Moseley,  M.D.,  associate  radiologist.  The 
Mount  Sinai  Hospital,  New  York  City;  and 
I.  Lester  Firschein,  M.D.,  of  the  cytogenetic 
laboratory,  Department  of  Medicine,  New  York 
University  Medical  Center,  New  York  City. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Postgraduate  pediatric  lectures 

Three  lectures  on  pediatrics  will  be  given  at 
Maimonides  Hospital,  4802  Tenth  Avenue, 
Brooklyn,  in  the  Solarium  of  the  Kronish  Pavil- 
ion during  April.  The  weekly  lectures  are  given 
on  Tuesdays  at  10:00  a.m. 

On  April  7 Emanuel  Levin,  M.D.,  director  of 
roentgenology  at  Maimonides  Hospital  and 
professor  of  radiology  at  Downstate  Medical 
Center,  State  University  of  New  York,  will 
speak  on  “Varieties  of  Rickets — Radiographic 
Patterns”;  Sterling  Jonas,  M.D.,  clinical  assist- 
ant professor  of  medicine,  Downstate  Medical 
Center,  State  University  of  New  York,  and 
assistant  attending  cardiology,  Maimonides 
Hospital,  will  discuss  “Arrhythmias  in  Chil- 
dren”; and  Rachmiel  Levine,  M.D.,  director  of 
medical  services,  Flower-Fifth  Avenue  Hospi- 
tals, and  professor  and  chairman,  Department  of 
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Nicozol  can  help  your  geriatric  patients  find  their  memories 


Nicozol  therapy  can  help  you  brighten  the  outlook 
of  your  aging  patients  who  tend  towards  ( 1 ) untidi- 
ness, (2)  irritability,  (3)  incompatibility,  (4)  lack 
of  interest,  and  (5)  loss  of  memory  or  alertness. 
The  Nicozol  formula  helps  improve  mental  acuity, 
increase  the  supply  and  use  of  oxygen  in  the  brain, 
improve  peripheral  circulation— without  excita- 
tion, depression,  or  other  untoward  effects. 
Nicozol  can  help  you  keep  your  aging  patients 
actively  alert  and  at  ease  with  themselves,  their 
families,  and  others. 

References:  Levy,  S.:  J.A.M.A.  153: 1260,  1953  • 
Thompson,  L.  J.  and  Proctor,  R.  C.:  North  Carolina 
M.J.  15: 596,  1954  • Thompson,  L.  J.  and  Proctor, 
R.  C.:  Clin.  Med.  3: 325,  1956  • Kris,  E.  B.  and  Gerst, 
D.:  Clin.  Med.  8:708, 1961  • Proctor,  R.  C.:  Clin.  Med. 
6:2079,  1957  • Proctor,  R.  C.,  et  al.:  J.  Am.  Geriatrics 
Soc.  6:4,  1958. 


Average  Dose : 1 to  2 tablets  (or  capsules)  3 times  a 
day.  1 teaspoonful  elixir  3 times  a day. 

Supplied : N icozol  tablets  (and  capsules)  in  bottles 
of  100  and  1000.  Nicozol  elixir  in  pints  and  gallons. 

Precautions:  May  produce  overstimulation  in  high 
doses.  Discontinue  if  muscular  twitchings  or  clonic 
convulsions  occur.  The  flush  produced  in  sensitive 
individuals  is  transient  and  harmless. 

Formula:  Each  tablet  or  capsule  contains: 

Pentylenetetrazol 100  mg. 

Nicotinic  Acid 50  mg. 

Each  teaspoonful  (5  cc.)  elixir  contains: 

Pentylenetetrazol 200  mg. 

Nicotinic  Acid 100  mg. 

(as  the  sodium  salt) 

Alcohol 5% 


HART  LABORATORIES 

Division  of  A.  J.  Parker  Co. 

Bryn  Mawr,  Pa.,  Winston-Salem,  N.C. 


NICOZOL, 

CEREBRAL  STIMULANT 
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Medicine,  New  York  Medical  College,  will  have 
as  his  topic,  “Genetic  Metabolic  Disorders.” 

Bronx  Pediatric  Society 

The  scientific  session  for  the  annual  resident’s 
night  of  the  Bronx  Pediatric  Society  for  April  8 
will  take  place  in  the  auditorium  of  the  Mor- 
risania  City  Hospital. 

“Ocular  Manifestations  in  Rheumatoid  Ar- 
thritis” will  be  presented  by  Jean  Nicolas,  M.D., 
Lincoln  Hospital;  “Hamartoma  of  the  Liver 
and  Cardiac  Decompensation  in  the  Newborn” 
by  Molly  Niv,  M.D.,  Jewish  Memorial  Hospital; 
“Pea  Green — How  Appropriate  is  it  as  a Color  of 
Urine?”  by  Eugenia  Vottea,  M.D.,  Bronx- 
Lebanon  Hospital  Center;  and  “Cystic  Fibrosis 
and  Heterosis”  by  Andrew  Mezey,  M.D., 
Albert  Einstein  College  of  Medicine-Bronx 
Municipal  Hospital  Center. 

Woman’s  Auxiliary  conference 

The  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  will  hold  its 
first  spring  conference  April  12  through  14  at 
the  Schine  Ten  Eyck  Hotel  in  Albany. 

Registered  Auxiliary  members  will  be  able  to 
attend  a tea  at  the  Governor’s  Mansion  on 
April  12  and  view  the  extensive  art  collection 
there.  Early  registration  for  the  conference  is 
advised. 

New  York  Roentgen  Society 

The  New  York  Roentgen  Society  will  hold 
its  spring  conference  at  the  Waldorf-Astoria 
Hotel,  New  York  City,  April  23  through  25. 
The  scientific  program  will  feature  refresher 
courses  as  well  as  papers  on  subjects  of  current 
interest.  The  annual  Ross  Golden  lecture  will 
be  given  by  Harold  O.  Peterson,  M.D.,  and  other 
nationally  known  radiologists  will  participate  in 
the  meeting  which  coincides  with  the  opening  of 
the  World’s  Fair. 

Additional  information  may  be  obtained  from 
the  secretary,  F.  R.  Ruzicka,  Jr.,  M.D.,  153 
West  11th  Street,  New  York,  New  York  10011. 

Psychoanalytic  therapy  panel 

“What  Leads  to  Basic  Change  in  Psycho- 
analytic Therapy”  is  the  topic  for  discussion  by 
a panel  to  be  held  at  the  New  York  Academy  of 
Medicine,  Fifth  Avenue  and  103rd  Street,  on 
April  29  at  8:30  p.m.  under  the  auspices  of  the 
Association  for  the  Advancement  of  Psycho- 
analysis. 

The  discussants  will  include  Nathan  Free- 
man, M.D.,  president,  American  Institute  for 
Psychoanalysis;  Alfred  H.  Rifkin,  M.D., 
assistant  clinical  professor  of  psychiatry.  New 
York  Medical  College;  William  V.  Silverberg, 
M.D.,  clinical  professor  of  psychiatry,  New  York 
Medical  College;  and  Frederick  A.  Weiss, 
M.D.,  past  president  of  the  Association  for  the 


Advancement  of  Psychoanalysis,  who  will  be  the 
moderator. 

Symposium  on  hypoglycemic  agents 

A symposium  on  “Oral  Hypoglycemic  Agents” 
will  be  held  May  19  from  2:00  to  4:00  p.m.  at 
Haddon  Hall,  Atlantic  City,  New  Jersey,  during 
the  annual  meeting  of  the  Medical  Society  of 
New  Jersey.  The  symposium  is  sponsored  by 
the  Academy  of  Medicine  of  New  Jersey  in 
cooperation  with  the  New  Jersey  State  Depart- 
ment of  Health,  the  Medical  Society  of  New 
Jersey,  and  the  New  Jersey  Diabetes  Associa- 
tion. 

Robert  H.  Areson,  M.D.,  will  be  the  moder- 
ator, and  other  participants  will  include  Charles 
Shuman,  M.D.,  clinical  professor  of  medicine, 
Temple  University,  Philadelphia,  Pennsyl- 
vania; Martin  G.  Goldner,  M.D.,  professor  of 
medicine,  State  University  of  New  York;  and 
LeRoy  Pesch,  M.D.,  associate  professor  of 
medicine,  Rutgers  University  Medical  School. 

Hyperbaric  medicine 

The  first  annual  postgraduate  course  in 
hyperbaric  medicine  will  be  given  at  the  State 
University  of  New  York  at  Buffalo  School  of 
Medicine  June  8 through  13. 

The  course  was  designed  for  physicians  who 
are  concerned  with  clinical  hyperbaric  oxygen- 
ation, management  of  casualties  from  high 
pressure  exposure,  or  research  applications  of 
compression.  The  course  will  be  directed  by 
E.  H.  Lanphier,  M.D.,  and  conducted  in  the 
high  pressure  laboratory  of  the  Department  of 
Physiology. 

Applications  must  be  submitted  before  April 
10,  and  notification  of  acceptance  will  be  mailed 
before  April  24.  Final  programs,  housing  in- 
formation, and  other  details  will  be  provided 
in  May.  Fee  for  the  course  will  be  $200. 
Preliminary  programs  may  be  obtained  from  the 
State  University  of  New  York  at  Buffalo  School 
of  Medicine,  Capen  Hall,  The  Circle,  Buffalo, 
New  York  14214. 

Nutrition  Institute 

The  biennial  New  York  State  Nutrition 
Institute  at  Cornell  University,  Ithaca,  will  be 
held  July  9 and  10.  Current  developments  in 
nutrition  research  will  be  presented. 

Topics  to  be  considered  include  the  role  of 
nutrition  in  cardiovascular  and  skin  diseases; 
nutrition  and  genetics;  health  hazards  of 
natural  foods;  and  the  Recommended  Dietary 
allowances — 1963.  Additional  reports  and  dis- 
cussion will  be  concerned  with  protein  utili- 
zation, the  role  of  diet  in  disorders  of  calcium 
metabolism  in  man,  nondietary  sources  of 
vitamin  D,  and  nutritional  pathologies. 

Those  interested  in  preregistration  informa- 
tion may  write  to  Dr.  Catherine  Personius,  New 
York  State  College  of  Home  Economics,  Cornell 
University,  Ithaca,  New  York  14850. 
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Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100% 
corn  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content . . . the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 
Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5%  cis,  cis 
linoleic  acid).  Using  Fleisch- 
mann’s instead  of  butter  or  regu- 
lar margarines  increases  intake  of 
polyunsaturates  while  lowering 
intake  of  saturated  fat. 

(2)  Made  from  100%  corn  oil... 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor. ..  Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability. . . Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Lightly  Salted  in  golden  package 


Unsalted  in  green  foil  package 


When  you  decide  your  patients’  dietary  fat  should  be  modified,  remember... 
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General  Electric  Company 

The  expansion  in  the  economy  this 
year  is  likely  to  be  concentrated  in 
most  of  the  areas  served  by  General 
Electric.  The  resulting  better  demand 
and  firming  prices  might  well  allow 
the  company  to  report  record  earn- 
ings. Our  Research  Department  has 
prepared  a study  of  this  company, 
which  is  available  upon  request. 

For  a free  copy,  address  Dept.  M 


CARL  M.  LOEB, 
RHOADES  & CO. 

Members  New  York  Stock  Exchange , 
American  Stock  Exchange  and 
Principal  Commodity  Exchanges 

42  Wall  Street  New  York  5,  N.  Y. 

Private  Wire  System  to  Branch  Offices, 
Correspondents  and  their  connections 
in  over  100  cities  throughout  the 
United  States  and  Canada. 


Under  the  generic  name 

for  lower  costs  to  your  patients 

Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 

Quality  controlled  by  West- ward 


Sample  and  literature  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56.  N.  Y. 
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ATHEROSCLEROSIS 


THERAPEUTIC  VALUE  WITHOUT  IODISM 


IODO-NIACIN  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potassium 
iodide  in  full  dosage  ivithout  iodism.1 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.2  They  are  used 
in  the  treatment  of  circulatory  diseases  including  atheroscler- 
osis, coronary  sclerosis  and  angina  pectoris.3 

Idiosyncrasy  to  iodides  is  common  and  iodism  may  occur 
after  small  doses.4  Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  Iodo-Niacin,  prevents  and  corrects 
iodism.5 

In  a clinical  study  of  59  cases  of  generalized  atheroscler- 
osis, Iodo-Niacin  relieved  dizziness  in  71%  of  cases,  vague 
abdominal  distress  in  87%,  chronic  headaches  in  61%,  and 
disorientation  in  50%.  No  iodism  in  any  case ! 


Chemical  Company 
St.  Louis,  Mo.  63108 


Dosage:  2 tablets  three  or  four  times  daily.  May  be  con- 
tinued for  long  periods  without  iodism. 

Availability : Slosol  coated  pink  tablets,  in  bottles  of  100. 
Also  available  in  ampuls. 

SUMMARY:  Effective  iodide  medication  pro- 
tected by  niacinamide  against  hazard  of  iodism. 


REFERENCES: 

1.  Am.  J.  Digest,  Dis.  22:5,  1955. 

2.  Circulation  5:647,  1952. 

3.  Sollmann’s  Manual  of  Pharmacology,  8th 
ed.,  1957,  p.  1121. 

4.  Drill’s  Pharmacology  in  Medicine,  2nd  ed., 
1958  p.  562. 

5.  M.  Times  84  :741,  1956. 
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Gentlemen:  Please  send  me  professional  literature  and  samples  of  IODO-NIACIN. 
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Books  Reviewed 


Uptake  and  Distribution  of  Anesthetic 
Agents.  Edited  by  E.  M.  Papper,  M.D., 
and  Richard  J.  Kitz,  M.D.  Octavo  of  321 
pages,  illustrated.  New  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Company,  Inc., 
1963.  Cloth,  $15. 

This  book  represents  the  proceedings  of  a 
conference  sponsored  by  the  New  York  Acad- 
emy of  Medicine  and  the  National  Research 
Council-National  Academy  of  Sciences  held  in 
New  York  on  April  23-24,  1962.  There  are  35 
participants  discussing  the  fundamental  aspects 
of  the  uptake  and  distribution  of  anesthetic 
agents. 

The  volume  presents  monographs  on  the  fol- 
lowing factors:  1.  physico-chemical;  2.  pul- 

monary; 3.  circulatory;  4.  biotransformation; 
5.  mathematical;  6.  specific  anesthetic  agents; 
namely  N20,  ether,  cyclopropane,  halothane, 
thiobarbiturates,  and  relaxants.  The  subject 
appears  inviting,  but  the  material  is  “heady - 
wine”  and  requires  sophisticated  knowledge  of 
physics  and  mathematics  for  comprehension. 
Several  chapters,  however,  should  be  required 
reading  for  all  anesthesiologists.  The  entire 
volume  may  be  profitably  read  by  teachers  and 
researchers  in  the  field.  As  a reference  source 
book  it  is  without  a peer  and  its  value  is  en- 
hanced by  a complete  bibliography  and  a de- 
tailed index.  It  should  fill  a useful  niche  in  the 
library  of  every  department  of  anesthesiology. — 
Samuel  Berkowitz,  M.D. 

Your  Inner  Child  of  the  Past.  By  W.  Hugh 
Missildine,  M.D.  Octavo  of  317  pages.  New 
York,  Simon  and  Schuster,  1963.  Cloth,  $5.95. 

This  is  another  of  those  books  by  a specialist 
seeking  to  widen  a reputation.  That  is,  it  is 
for  both  the  medical  and  the  lay  world.  It  pre- 
sents standard  concepts  of  child  life  problems 
with  a new  twist,  viz.  projected  into  adult  char- 
acter disturbances.  Because  of  the  desire  to  at- 
tract a wide  lay  audience,  the  writing  technic  of 
the  book  becomes  overblown  and  journalized 
with  the  consequence  that  it  loses  its  value  for 
the  physician  as  either  a guide  or  refresher  with 
new  ideas.  The  nub  of  the  chapters  is  well- 
observed  and  systematic,  but  the  psychologic 
material  is  rather  unprofessionally  presented  and 
consequently  undermines  its  scientific  value. — 
Sam  Parker,  M.D. 

Cancer  of  the  Female  Reproductive  Organs. 


By  Alfred  I.  Sherman,  M.D.  Octavo  of  338 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1963.  Cloth,  $13.75. 

The  author,  an  experienced  teacher  of  the  sub- 
ject, has  written  a consolidated  review  of  the 
entire  subject  of  female  reproductive  malig- 
nancy. This  book  has  a value  in  that  while  it 
covers  the  basic  clinical  material  available  in 
all  other  textbooks  and  in  the  literature  it  also 
makes  available  in  a single  volume  all  ancillary 
knowledge  necessary  to  the  practitioner,  resi- 
dent, and  student  interested  in  the  subject. 

The  book,  for  example,  starts  with  a discus- 
sion of  the  nature  of  malignancy,  the  nature  and 
use  of  radiation  therapy  in  cancer  of  the  female 
reproductive  organs.  The  diagrammatic  de- 
scriptions are  numerous  and  excellent.  The  dis- 
cussion of  radiation  therapy  is  unusually  com- 
plete, probably  because  the  author  is  very 
partial  to  the  use  of  radiation  therapy  in  the 
treatment  of  these  diseases.  In  spite  of  this, 
there  is  a complete  discussion  on  both  persistent 
cancer,  chemotherapy,  surgical  technics,  and  the 
nursing  care  of  patients  with  gynecologic  malig- 
nancy. Survival  statistics  are  also  incor- 
porated at  the  end  of  the  book. 

All  in  all,  a large  amount  of  material  neces- 
sary to  the  gynecologic  surgeon  is  made  avail- 
able in  a single  volume,  completely  documented 
although  condensed,  and  in  a very  readable 
form.  This  book  will  be  of  value  to  both 
gynecologists  and  radiologic  practitioners. — 
Emanuel  Mendelson,  M.D. 

Urology.  Volumes  I,  II  and  III.  Edited 
by  Meredith  F.  Campbell,  M.D.  Second  edi- 
tion. Octavo  of  2,886  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $90,  the  set. 

This  text  is  the  combined  effort  of  65  out- 
standing American  urologists  and  presents  cur- 
rent accepted  principles  and  technics.  Since  its 
first  edition,  it  has  become  the  leading  reference 
work  for  urologists  and  residents  in  training. 
Very  little  controversial  material  is  presented. 
Emphasis  is  placed  on  views  and  technics  that 
have  proved  practical.  The  second  edition  has 
brought  the  text  up  to  date.  New  material  has 
been  added,  especially  in  the  sections  concern- 
ing hypertension  due  to  unilateral  renal  disease, 
pediatric  investigation  studies,  radioisotope 
diagnostic  procedures,  and  recent  refinements 
in  endocrine  diagnosis  and  treatment. — Sidney 
R.  Weinberg,  M.D. 
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® Theophylline  (120  mg.) 

Ephedrine  HCI  (15  mg.) 

Phenobarbital  (8  mg.) 
(Barbituric  acid  derivative) 

Prednisone  (1.5  mg.) 

for  safer  steroid  protection  from  asthma 


Deltasmyl®  opens  the  airways  and  suppresses 
inflammation  by  combiningthe  anti-allergic,  anti- 
inflammatory action  of  prednisone  with  the  bron- 
chodilating,  decongestant  and  quieting  effects 
of  theophylline,  ephedrine  and  phenobarbital. 

Deltasmyl  provides  prompt,  prolonged  relief  of 
asthma  with  prednisone  protection  against  aller- 
gens and  stress,  and  a wider  margin  of  safety 
through  reduction  of  the  effective  corticoid  dose. 

The  aim  of  therapy  in  asthma  should  be  relief  of 
bronchospasm  by  means  of  decongestant  and 
bronchodilating  agents — plus  prednisone,  not 
just  prednisone  alone.1  Uhde2 — using  theophyl- 
line-ephedrine-phenobarbital  with  prednisone — 
reports  an  increase  of  about  25%  in  the  action 
of  prednisone  with  quicker  arrest  of  inflam- 
mation, hypersecretion,  and  alveolar  stasis;  a 
marked  sedative  action  on  heart  and  circulation; 
improved  ventilation.  Bopp3  also  has  obtained 
satisfactory  results  with  the  same  combination, 
probably  through  synergistic  enhancement  of 
prednisone  potency. 

Dosage:  One  Deltasmyl  tablet  provides  sympto- 
matic relief  for  4 hours  or  longer.  Not  more  than 
6 tablets  should  be  taken  in  24  hours.  Withdraw 
gradually. 


Precautions:  Deltasmyl  contains  ephedrine  and 
should  not  be  given  with  epinephrine  since  both 
drugs  may  cause  tachycardia.  Carefully  observe 
patients  hypersensitive  to  sympathomimetic 
amines.  Phenobarbital  is  a barbituric  acid  deriv- 
ative which  may  be  habit  forming.  Despite  the 
low  prednisone  dose,  all  precautions  and  contra- 
indications of  corticosteroids  must  be  heeded, 
since  warning  signs  such  as  fluid  retention  or 
moon  face  may  not  be  present.  When  corti- 
costeroids are  given  to  patients  with  acute  or 
chronic  bacterial  infections,  appropriate  protec- 
tion should  be  provided. 

Contraindications:  Hyperthyroidism,  cardiovas- 
cular diseases,  peptic  ulcer,  diabetes  mellitus, 
psychotic  tendencies,  ocular  herpes  simplex, 
glaucoma,  prostatic  hypertrophy,  Cushing's  syn- 
drome, arrested  tuberculosis. 

Supplied:  Bottles  of  50  tablets,  on  prescription 
only. 

References:  1.  Barach,  A.  L.  and  Bickerman,  H.  A.: 
Pulmonary  Emphysema,  Baltimore,  Williams  & Wilkins, 
1956,  p.  523.  2.  Uhde,  H.:  Med.  Monatsschr.  No.  8. 
505,  1959.  3.  Bopp,  K.  Ph.:  Medizinische  Klinik 
53:186,  1958  and  Algerie  Medicale  62:1081,  1958. 
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155  East  44th  Street,  New  York  17,  N.Y. 
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San  Francisco— the  Perfect  Opportunity  to  Mix  Postgraduate  Study  With  Pleasure! 

Start  the  summer  at  the  world’s  greatest  medical  meeting  in  America’s  most 
picturesque  city.  Now  after  six  years  the  AMA  returns  with  the  outstanding 
scientific  program  of  1964.  In  just  five  compact  days,  you  can  make  a compre- 
hensive review  of  the  most  recent  medical  progress  in  general  practice  and 
all  the  specialties. 

• 60  original  papers  on  organ  transplants  and  hyperbaric  oxygen 

• 6 general  scientific  meetings:  diagnosis  of  acute  liver  disease,  autoimmune 
mechanisms  & disease,  cardiovascular  opacification,  tumors  of  the  endo- 
crine function,  hyperbaric  oxygen  phenomena,  and  computers  in  medicine 

• 22  medical  specialty  programs 

• 750  scientific  and  industrial  exhibits 

• Special  program  on  heart  disease  by  the  AMA,  American  College  of  Cardi- 
ology, and  the  American  Heart  Association 

• Lectures,  Panel  Discussions,  Motion  Picture  Premieres,  Color  Television 
All  This,  and  San  Francisco,  too— and  Don’t  Forget  to  Bring  the  Family! 

< <j  <j  See  JAMA  May  9 for  complete  scientific  program  — Forms  for  advance  registration  and  hotel  accommodations  t>  t> 
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Prevent. . . Correct 


"MILK  CONSTIPATION" 


with . . . 


Promote 


natural  soft  stools  with  Ideal  Fecal  pH 

. . . in  infants  and  children 


Constipated  infants  and  children  had  an  average  fecal  pH  above  7.  Safe, 
gentle  relief  resulted  from  the  use  of  nutritious  Maltsupex  (tastes  like 
malted  milk)  by  promoting  an  ideal  low  pH  flora  for  normal  elimination.1 

Studies  indicate  that  a high  ratio  of  sugars  to  calcium  results  in  better  ab- 
sorption of  calcium  by  retarding  its  precipitation  in  the  intestinal  lumen.2 

We  “usually  start  off  with  Borcherdt’s  Malt  Soup  Extract  [Maltsupex], 
1 teaspoon  to  1 tablespoon  in  the  formula.  It  is  astonishing  how  often  that 
does  the  job.”3  Older  children  like  it  in  milk  or  on  cereal. 


GERIATRIC  CONSTIpHATION 


...in  adults— putrefaction  (pH  factor) 

The  end  products  of  putrefaction  on  protein  decomposition  are  considered 
constipating.4,5 

Chronically  constipated  geriatric  patients  on  a Maltsupex  regimen 
passed  soft,  easily  evacuated  stools  with  a fecal  pH  of  5-6.1  As  the  stool  pH 
decreases  toward  6,  a natural  laxative  effect  results.6 

Maltsupex  promotes  by  natural,  dietary  means  a normal,  gram-positive 
aciduric  lactobacillus  flora  which  suppresses  the  growth  of  the  putrefactive 
organisms.1,7 

Fecal  pH  factor  in  pruritus  ani 

“. . . the  fecal  material  and  secretions  of  the  rectum  of  these  patients  is  strongly 
alkaline  . . . Securing  and  maintaining  an  acid  reaction  of  the  rectal  discharges 
appears  to  be  responsible  for  the  patient’s  freedom  from  symptoms  . . . Admin- 
istration of  malt  soup  extract  [Maltsupex]  to  unselected  patients  with  pruritus 
ani  is  usually  followed  by  disappearance  of  symptoms  in  about  three  days  . . . 
followed  by  improvement  in  the  condition  of  the  tissue  of  the  anal  canal  and 
the  perianal  skin.”7 

References:  1.  Calloway,  N.  O.:  to  be  published.  2.  Charley,  P.,  and  Saltmon,  P.:  Science  139.- 1 205  (March 
22)  1963.  3.  Washington,  J.  A.,  and  Anderson,  W.  S.:  Clinical  Proceedings  of  Children's  Hospital,  Washington, 
D.  C.,  18:157,  1962.  4.  Williams,  R.  D.,  ond  Olmsted,  W.  H.:  Ann.  Intern.  Med.  10:7 17-727  (December)  1936. 
5.  Seneca,  H.:  Amer.  J.  Dig.  Dis.  22:200-203  (July)  1955.  6.  Raddin,  J.  B.,  and  Dowell,  l.  B.:  Amer.  J.  Gostro- 
ent.  37:24-40  (January)  1962.  7.  Brooks,  l.  H.:  Dis.  Colon  Rectum  I.-372-375,  1958. 


MALTSUPEX  is  a nutritive  food  concentrate 
derived  from  the  natural  enzymatic  diges- 
tion of  barley.  It  is  available  as  liquid  or 
quick-dissolving  powder  in  8 and  16  oz.  jars. 


DOSAGE:  Adults:  2 tablespoonfuls  twice 
daily,  reduced  as  indicated.  Infants:  Vi  to  2 
tablespoonfuls  daily. 


! SEND  FOR 
! FREE  MEDICAL  RULER 

Maltsupex  samples,  and  descriptive  literature. 
Ruler  gives  normal  blood  chemistry  values 
and  also  fecal  pH  findings  in  pruritus  ani  and 
l constipation.  Check  interests: 

□ Ruler  □ Infants  □ Children  □ Pruritus  Ani 
□ Adults  □ Nonulcerative  (antibiotic)  colitis 

BORCHERDT  COMPANY 

217  N.  Wolcott  Avenue,  Chicago,  Illinois  60612 
l 

I Dr 

I 

Address 

j City State 

In  Ciiudi:  CHEMO-DRUG  CO.,  ltd,  3425  Dundu  Stmt  Wost,  Toronto  9,  Ontario 
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that  foils 
the  “leakers 


"Leakers”  are  ampoules  with  mi- 
nute imperfections  in  the  seal.  You 
can’t  readily  see  the  flaw,  and  often 
it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  con- 
taminants can  slip  in  to  render  the 
contents  nonsterile  and  potentially 
dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye. 
■ Sealed  Lilly  ampoules  are  placed 
in  baskets,  submerged  in  a vat  con- 


taining methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an 
imperfect  ampoule  in  the  lot,  the 
liquid  is  forced  out.  When  the  vac- 
uum is  released,  the  blue  dye  rushes 
in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and 
rejected  . . . another  of  the  many 
controls  that  add  immeasurably  to 
the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana , U.S.A. 
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Editorials 


Louis  Hopewell  Bauer,  M.D.,  1888 — 1964 


In  the  architecture  of  human  achievement 
certain  lives  stand  out  as  keystones.  Their 
worths  and  strengths  bear  up  the  edifice. 
Such  a life  was  that  of  Louis  H.  Bauer, 
M.D.,  who  died  on  February  2,  1964. 

Throughout  his  professional  career  Dr. 
Bauer  was  a stalwart  of  organized  medicine 
and  held  important  posts  beginning  at  the 
county  level  and  extending  all  the  way  to 
the  international  level. 

Born  in  Boston,  Massachusetts,  on  July 
18,  1888,  Dr.  Bauer  was  educated  at  Har- 
vard College  and  the  Harvard  Medical 
School,  graduating  in  1912.  He  entered  the 
Army  in  1913  and  became  the  first  com- 
mandant of  the  Army  School  of  Aviation 
Medicine  at  Mitchel  Field,  Long  Island. 
His  important  contributions  in  this  field 
were  recognized  by  receipt  of  the  John 
Jeffries  Award  of  the  Institute  of  Aeronau- 
tical Sciences  for  notable  contributions  to 
aviation  medicine. 

Following  army  service,  from  which  he 
retired  with  the  rank  of  colonel,  Dr.  Bauer 
practiced  cardiology  in  Hempstead,  Long 
Island,  for  many  years.  His  great  talents 
for  organization  and  administration  were 
recognized  early  and  put  to  good  use.  He 
became  president  of  the  Nassau  County 
Medical  Society  in  1938,  and  in  1947  was 
elected  president  of  the  Medical  Society  of 
the  State  of  New  York.  In  1952  Dr.  Bauer 
became  president  of  the  American  Medical 
Association.  He  also  served  as  Secretary 
General  of  the  World  Medical  Association 
from  1948  to  1960. 

Few  men  have  been  privileged  to  function 
so  widely,  but  Dr.  Bauer  did  so  with  modesty 
and  unerring  forthrightness. 

Not  the  least  of  Dr.  Bauer’s  talent  was 
a literary  skill.  He  was  editor  of  the 
Journal  of  Aviation  Medicine  from  1930 
to  1954,  and  he  supported  the  past  and  pres- 


LOUIS  HOPEWELL  BAUER,  M.D. 


ent  editors  of  this  Journal  in  many  gener-  I 
ous  and  telling  ways. 

He  toiled  for  all  of  us  and  the  work  was  i 
good — we  say  this  in  our  hearts.  He  had 
something  in  valedictory  to  say  to  us  in  the  i 
following  from  his  pen,  read  at  his  funeral 
service  in  Garden  City,  New  York,  on  Feb- 
ruary 4,  1964: 

Those  hours  when  happy  hours  were  my 
estate 

Entailed  as  proper,  for  the  next  in  line, 

Yet  mine  the  harvest,  and  the  laughter  mine. 

Those  acres,  fertile,  and  the  furrow  straight, 

From  which  the  lark  would  rise — all  of  my  late 

Enchantments,  still,  in  brilliant  colors,  shine, 
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But  striped  with  black,  the  tulip,  lawn  and 
vine, 

Like  gardens  looked  at  through  an  iron  gate. 

Yet  not  as  one  who  never  sojourned  there 

I view  the  lovely  segments  of  a past 

I lived  with  all  my  senses,  well  aware 

That  this  was  perfect,  and  it  would  not  last: 

I smell  the  flowers,  though  vacuum  still  the 
air; 

I felt  its  texture,  though  the  gate  is  fast. 

These  hearts  were  woven  of  human  joys  and 
cares; 

Washed  marvelously  with  sorrow,  swift  to 
mirth. 

The  years  had  given  them  kindness;  dawn 
was  theirs, 

Sunset,  and  the  colors  of  the  earth. 

These  had  seen  mountains,  heard  music; 
known 

Slumber,  and  awakening;  loved;  gone 
proudly  friended; 

Felt  the  swift  stir  of  wonder;  sat  alone; 

Touched  flowers  and  furs  and  cheeks — all  this 
ended. 


There  are  waters  blown  by  changing  winds 
to  laughter, 

And  lit  by  the  rich  sky  all  day.  But  after — 

Frost,  with  a gesture,  stays  the  waves  that 
dance 

And  wandering  loveliness.  He  leaves 

A rich  unending  glory,  a gathering  width  of 
radiance, 

A shining  piece  unto  the  night. 

Farewell  to  you  and  the  youth  I have  spent 
with  you. 

It  was  but  yesterday  we  met  in  a dream. 

You  have  sung  to  me  in  my  aloneness,  and 
I of  your  longings  have  built  a tower  in 
the  sky. 

But  now  our  sleep  has  fled  and  our  dream  is 
over,  and  it  is  no  longer  dawn. 

The  noontide  is  upon  us  and  our  half  waking 
has  turned  to  fuller  day,  and  we  must  part. 

If  in  the  twilight  of  memory  we  should  meet 
once  more,  we  shall  speak  again  together 
and  you  shall  sing  to  me  a deeper  song. 

And  if  our  hands  should  meet  in  another 
dream  we  shall  build  another  tower  in  the 
sky. 


The  third  annual  Redway  Award 


The  third  an- 
nual Laurance  D. 
Redway  Award 
for  medical  writ- 
ing went  this 
year  to  Alvan 
L.  Barach,  M.D. 
The  presenta- 
tion was  made 
on  February  10, 
1964,  on  the 
opening  day  of 
the  158th  annual  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York. 

Dr.  Barach’s  original  article  on  “Hyper- 
baric Oxygen  and  Current  Medical  Uses 
of  Oxygen,”  which  appeared  in  the  Oc- 
tober 1,  1963,  issue  of  the  Journal  was 
adjudged  the  best  example  of  medical  writing 
published  in  the  Journal  during  the  year 
1963.  The  reason  for  this  choice  was  stated 
in  the  citation,  which  read  as  follows: 

“The  annual  award  for  1963  of  the  Lau- 
rance D.  Red  way  Medal  goes  by  unanimous 
decision  of  the  judges  to  Alvan  L.  Barach, 
M.D.,  for  his  original  article  on  “Hyper- 
baric Oxygen  and  Current  Medical  Uses  of 


Oxygen,”  published  in  the  October  1,  1963, 
issue  of  the  New  York  State  Journal  of 
Medicine. 

“The  author,  as  a result  of  many  years 
experience  in  the  field,  cogently  presented 
the  facts  of  an  important  new  develop- 
ment in  oxygen  therapy.  The  use  of  oxygen 
under  increased  pressure  up  to  2 to  3 at- 
mospheres has  been  life-saving  in  carbon 
monoxide  poisoning  and  is  proving  useful 
in  other  emergencies  such  as  ischemia  of  the 
heart  muscle  and  of  end-of-the-line  tissues 
such  as  those  of  the  cerebrum,  the  lungs,  and 
the  extremities.  Its  usefulness  to  cardiac 
surgery  is  proved  and  has  untold  possibili- 
ties. 

“Dr.  Barach  has  described  this  new  ther- 
apy and  the  instruments  for  its  accomplish- 
ments in  the  fashion  which  meets  the  Jour- 
nal’s requirements  for  simplicity,  directness, 
brevity,  vigor,  and  lucidity. 

“The  Journal  is  honored  that  this  im- 
portant contribution  to  the  literature  of  a 
great  medical  advance  was  afforded  by  its 
pages.” 

Dr.  Barach  was  born  in  Newcastle,  Penn- 
sylvania, and  received  his  medical  education 
at  the  Columbia  University  College  of 
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Physicians  and  Surgeons,  from  which  he 
graduated  in  1919.  Long  noted  for  research 
in  the  field  of  respiratory  dynamics,  Dr. 
Barach  introduced  into  therapy  many  of 
the  modalities  used  today  such  as  oxygen 
chambers,  cough  reflex  stimulation,  and 
superheated  aerosols.  Dr.  Barach  retired 
in  1962  as  clinical  professor  of  medicine 


Brief  preliminary  reports 

Believing  that  there  is  a place  in  medical 
journalism  for  advance  information  factually 
presented,  we  institute  in  this  issue  of  the 
Journal  a department  to  be  known  as 
“Brief  Preliminary  Reports.” 

The  report  may  concern  itself  with  a 
clinical  observation,  a statistical  analysis, 
exploratory  research,  or  a new  instrument  or 
technic.  It  must  be  brief.  One  of  the  rules 
of  the  game  is  that  the  preliminary  report  is 
to  be  followed  up  within  a year  with  a sub- 
sequent report  published  in  this  or  any 
other  journal  of  scientific  communication. 


New  research  resource 

Readers  of  this  Journal  are  familiar  with 
the  Nutrition  Excerpts  provided  by  the 
Graduate  School  of  Nutrition  of  Cornell 
University.  These  knowledgeable  reviews 
and  descriptions  of  the  scientific  frontiers 
of  nutrition  have  had  an  important  place 
in  the  Journal  for  the  past  several  years 
and  will  continue. 

We  are  pleased  to  announce  that  the  Grad- 
uate School  of  Nutrition  at  Cornell  Uni- 
versity is  now  enabled  to  perform  a further 
service  for  physicians.  Under  a grant 
from  the  National  Institutes  of  Health,  a 
clinical  nutrition  unit  of  five  beds  has  been 
established  for  the  study  of  metabolic 
diseases.  The  unit  is  housed  in  the  Sage 
Hospital  on  the  campus  at  Ithaca  and  will 


and  attending  physician  in  medicine  at 
Columbia  University  College  of  Physicians 
and  Surgeons. 

Dr.  Barach  represents  a catalytic  group 
of  distinguished  medical  people  who  can 
perform  research,  teach,  practice,  and  write 
all  at  the  same  time.  May  their  numbers 
grow. 


In  casting  this  net  we  hope  to  catch  a 
worth-while  prize  from  time  to  time,  but 
perhaps  even  more  important,  we  shall 
furnish  a forum  for  that  hunch,  that  quietly 
insistent  observation,  or  that  modification  of 
technic  which  looks  promising.  This  is  a 
“tried  idea”  department,  and  we  trust  many 
will  avail  themselves  of  the  privilege  of 
being  recorded  here. 

The  first  brief  report  which  appears  in 
this  issue  concerns  a new  instrument  which 
might  conceivably  contribute  to  further 
automation  in  medical  practice. 


have  its  own  metabolic  kitchen  staffed  by 
specially  trained  personnel.  It  will  have 
nurses  specially  trained  in  metabolic  technics 
and  a laboratory  equipped  to  do  radioactive 
tracer  studies,  atomic  absorption  spectrom- 
etry, and  many  other  advanced  investiga- 
tive procedures  developing  in  this  field. 

Physicians  are  invited  to  propose  patients 
for  admission  to  the  unit  who  have  the  follow- 
ing disorders:  osteoporosis,  Paget’s  disease, 
osteomalacia,  hyperparathyroidism,  hypo- 
parathyroidism, and  psoriasis. 

Those  interested  in  referral  of  patients 
with  any  of  the  these  conditions  should 
contact  Leo  Lutwak,  M.D.,  Ph.D.,  Director 
of  the  Clinical  Nutrition  Unit,  Sage  Hos- 
pital, Cornell  University,  Ithaca,  New  York. 
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the  act  of 
vomiting, 
a postoperative 
hazard 


Prolonged  relief/proved  prophylaxis:  When  emesis  is  a 
sequel  to  surgery,  an  injection  of  Dramamine 
(dimenhydrinate)  usually  brings  immediate  relief. 
Prophylactic  use  of  this  classic  antinauseant  “reduced  the 
incidence  of  postoperative  vomiting  by  approximately 
50  per  cent”  in  a controlled  study  embracing  more  than 
10,000  surgical  patients  (among  them  a “double-blind” 
series  of  394  subjects).* 


For  postsurgical  vomiting,  as  for  all  vomiting,  the  basic 
integrating  mechanism  is  believed  to  lie  in  the  medulla  (b) 
amid  sites  governing  motor  activities  associated 
with  emesis.  Impulses  arrive  at  (a)  the  vomiting  center 
through  (b)  the  chemoreceptor  trigger  zone,  or  via 
the  vagal  (c)  or  sympathetic  afferent  fibers,  or  from 
the  cerebral  cortex.  The  act  of  vomiting  itself  is 
fundamentally  the  same,  whatever  the  underlying  cause. 


Four  routes  of  administration  afford  full-range  flexibility  in 
meeting  the  challenge  of  nausea  and  vomiting. 


Precautions:  Patients  should  be  cautioned  against 
operating  automobiles  or  dangerous  machinery  because 
of  possible  drowsiness.  Dimenhydrinate,  notably  nontoxic 
itself,  may  mask  the  symptoms  of  streptomycin  toxicity. 

9Moore,  D.  C„  and  others:  J.A.M.A.  159:1342-1345  (Dec.  3)  1955. 


Dramamine 

dimenhydrinate 


classic  specific  for  nausea  and  vomiting 
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Who  do  you  tell 
your  troubles  to, 
your  electrocardiograph 
goes  on  the  fritz? 


It  happens,  even  to  the  best  of  machines. 

When  it  does,  a Sanborn  owner  is  in  an 
advantageous  position : 

The  serviceman  who  answers  his  call 
is  a Sanborn  employee , whose  only 
interest  is  serving  Sanborn  customers. 

The  serviceman  knoivs  Sanborn  elec- 
trocardiographs, what’s  in  them,  how 
they  work  and  why.  He  can  find  — 
and  fix  — all  types  of  trouble  faster. 

The  serviceman  is  nearby  (42  loca- 
tions in  the  United  States  alone),  has 
complete  stocks  of  repair  parts  and 
supplies,  modern  electronic  test  equip- 
ment and  facilities. 

When  you  buy  an  electrocardiograph, 
consider  the  kind  of  service  you’ll  want 
should  the  occasion  arise.  You  can  be 
sure  of  getting  it,  from  Sanborn. 
Sanborn  Company,  Medical  Division, 
Waltham,  Mass.  02154. 
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In  considering  the  problems  of  radiation 
today,  we  must  recognize  that  both  we  and 
our  patients  are  living  in  a world  that  is 
radioactive  to  varying  degrees.  Not  only 
are  atomic  reactors  becoming  increasingly 
used,  but  actually  every  living  person  today 
contains  at  least  a few  atoms  of  man-made 
radioactive  isotopes  probably  in  amounts 
much  too  small  to  be  harmful. 

Fortunately,  we  came  into  this  atomic  age 
with  half  a century  of  experience  in  dealing 
with  radioactive  materials.  There  have 
been  very  bitter  experiences  of  the  pioneers 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Session,  May  17,  1963. 


in  radiology,  and  you  will  recall  that  the 
monument  of  St.  George’s  Hospital  in 
Hamburg  to  the  martyrs  in  radiology  has 
some  500  names  inscribed  on  it  at  the  present 
time.  In  addition,  a great  number  of 
animal  experiments  and  the  survivors  of  the 
atomic  bombings  at  Hiroshima  and  Nagasaki 
have  vividly  impressed  on  us  not  only  the 
dangers  of  radiation  but  also  the  means  of 
working  safely  with  it. 

The  study  of  the  data  from  these  various 
sources  combined  with  the  simplicity  of 
measurement  of  radiation  that  the  physicists 
have  made  possible  have  made  it  reasonable 
to  have  acceptable  levels  established  not 
only  for  occupational  exposure  but  for 
populations  as  well. 

These  levels  have  been  set  by  the  National 
Committee  on  Radiation  Protection;  if 
you  recall,  the  occupational  ones  basically 
are  holding  under  5 r per  year  total.  These 
have  proved  safe  for  hundreds  of  thousands 
of  man-years  of  workers  in  the  atomic 
energy  industry  and  in  radiology. 

Judging  by  a recent  visit  to  Oak  Ridge, 
the  children  in  schools  there  would  give 
evidence  that  there  is  no  great  need  for 
concern  as  to  posterity  with  the  present 
occupational  levels. 

It  is  well  to  have  in  mind  what  we  are 
talking  about  in  problems  of  radioactivity. 
I would  like  to  give  a scale  as  to  the  amounts 
of  radiation  with  which  we  are  dealing. 
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Levels  of  radiation 

One  mr  (one  thousandth  of  a roentgen) 
represents  roughly  two  and  one-half  days 
of  natural  background  radiation  here  in 
New  York.  That  is  also  about  the  amount 
of  three  days  radiation  to  bone  from  the 
bone-seeking  isotopes  in  all  the  radioactive 
fallout  up  through  1962.  Ten  r is  approxi- 
mately the  level  of  the  acute  whole  body 
dose  at  which  qualitative  changes  in  lympho- 
cytes appear.  These  changes  are  of  no 
appreciable  significance  so  far  as  the  welfare 
of  the  individual  is  concerned.  At  100  r, 
one  finds  mild  radiation  injury  and  illness 
in  some  persons.  One  thousand  r is  a 
supralethal  dose.  We  consider  400  to  500  r 
as  the  level  of  the  LD50  (lethal  dose  for  50  per 
cent)  for  the  population.  At  10,000  r,  there 
is  immediate  disorientation,  coma,  or  prompt 
death;  and  at  10  million  r all  living  or- 
ganisms, including  viruses,  are  killed,  and 
many  proteins  will  have  changes  produced 
in  their  structures. 

Thus,  we  have  a wide  range  between  the 
inescapable  levels  of  natural  radiation  to 
which  man  has  become  accustomed  and  these 
various  acute  doses  which  have  readily 
recognizable  effects. 

Interpretations  of  data 

One  of  the  reasons  why  there  has  been  so 
much  discussion  about  the  effects  of  radia- 
tion, the  dangers  or  lack  of  danger,  is  that 
we  are  agreed  that  moderate  and  large 
physical  doses  cause  measurable  changes  in 
man  and  animals,  but  we  differ  sharply  on 
extrapolations  from  these  known  sets  of 
facts.  All  are  agreed  on  the  effects  of  radia- 
tion at  a high  level  or  even  at  levels  only  a 
few  times  above  the  maximum  permissible 
dose.  Disagreement  comes  when  one  tries 
to  extrapolate  from  these  data  using  either 
a linear  hypothesis,  that  even  at  a slight 
increase  above  the  natural  background  radia- 
tion there  will  be  a very  slight  effect,  or  an 
alternate  assumption  that  demonstrable 
effects  will  be  produced  only  by  significant 
increments  in  the  radiation  level. 

These  interpretations  become  important, 
because  if  we  measure  a very  minute  effect 
and  then  multiply  it  by  the  3-  or  even  5- 
billion-odd  people  in  the  world,  if  we  assume 
future  populations,  we  can  make  a very  large 
figure  appear  out  of  very  minute  possibilities. 


Here  is  the  controversy,  and  here  lies  the 
problem  that  we  have  to  face. 

I think  that  we  can  take  heart,  however, 
from  the  experience  of  those  who  have 
worked  long  in  the  radiation  field.  If  any 
harm  has  come  from  controlled  occupational 
levels  of  radiation  at  the  present  standards, 
it  has  not  yet  been  demonstrated.  If 
we  assumed  a linear  effect  down  to  zero 
dose,  we  would  be  forced  to  say  that  among 
great  numbers  of  people,  small  amounts  of 
harm  may  well  have  been  done. 

Conclusion 

We  have  to  look  at  the  other  side  of  the 
coin,  however,  and  say:  What  good  can  we 
expect  from  assuming  some  risk  of  radiation? 
There  is  only  one  answer:  We  must  depend, 
with  the  growing  populations  of  the  earth, 
on  atomic  energy.  Atomic  energy  is  essen- 
tial if  our  civilization  is  going  to  last.  And 
so  I think  we  will  have  to  accept  the  fact 
that  while  very  minute  levels  of  radiation 
may  theoretically  cause  harm,  the  risks  are 
appreciably  less  than  many  of  the  risks  that 
we  willingly  take,  such  as  riding  in  a New 
York  taxicab,  and  that  we  will  be  able  to 
live  and  function  with  these  radiation  risks. 

Moreover,  we  are  learning  steadily  more 
about  them.  While  at  the  present  time 
any  genetic  effect  of  radiation  is  irreversible, 
it  may  be  that  the  time  will  come  when  we 
can  find  some  means  of  bringing  about 
control  of  these  changes.  To  accept  a small 
amount  of  damage  may  even  be  necessary. 
If  one  accepts  the  recent  report  on  popula- 
tions of  the  National  Academy  of  Sciences, 
the  time  is  very  close  at  hand  when  we  must 
either  see  many  millions  on  earth  facing 
starvation  or  we  must  accept  slightly  in- 
creased levels  of  radiation  above  the  in- 
escapable natural  background. 

194  Pilgrim  Road,  Boston  15 
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Somatic  Effects 
of  Radiation 

CHARLES  L.  DUNHAM,  M.D. 

Washington,  D.  C. 

Director,  Division  of  Biology  and  Medicine, 
U.S.  Atomic  Energy  Commission 

| was  asked  to  speak  on  the  somatic  effects 
of  radiation,  and  I’d  first  like  to  say  that  I 
do  not  speak  from  a state  of  total  ignorance 
in  spite  of  the  deficiencies  in  our  knowledge 
of  radiation  effects,  which  have  been  pointed 
out  quite  dramatically  by  many,  many 
people.  And  certainly,  compared  with  our 
knowledge  of  the  effects  of  most  toxic  chem- 
icals, we  know  a very  great  deal  about  the 
effects  of  ionizing  radiation. 

Natural  radiation 

Natural  radioactivity,  as  Dr.  Warren  said, 
contributes  a dose  of  roughly  a tenth  of  a 
rad  per  year  to  the  organs  of  our  bodies. 
This  is  something  which  man  evolved  with 
and  with  which  he  has  prospered  more  or 
less  according  to  his  lights,  and  there  are 
some  people  who  even  feel  that  life  couldn’t 
have  started  without  some  radioactivity  to 
set  up  some  of  the  primary  reactions. 

Whether  this  radiation  today  is  essential 
or  favorable  for  any  or  all  biologic  systems 
or  whether  it’s  just  another  of  a host  of 
relatively  minor,  deleterious  material  forces 
which  these  systems  have  survived,  I don’t 
think  we  know.  It’s  generally  accepted 
that  natural  radioactivity  does  contribute 
to  the  total  of  new  mutations  occurring  in 
each  generation. 

On  the  other  hand,  statements  to  the  effect 
that  such  and  such  a per  cent  of  spontaneous 
mutations  or  of  leukemias  or  of  bone  cancers 
result  from  “background  radiation”  are 
made  with  very  little  scientific  basis  and 
belong  in  the  realm  of  conjecture  or  specula- 
tion. We  cannot  state  categorically  that 
there  is  a level  of  radiation  exposure  below 
which  no  effect  will  occur.  However,  we 
can  state  with  considerable  assurance  that 
a single  average  dose  of  1 r to  a total  popula- 
tion will  not  increase  the  incidence  of  leu- 


kemia by  more  than  1 or  2 cases  per  million 
population  per  year. 

The  big  area  of  doubt,  in  other  words,  as 
noted  by  the  United  Nations  Scientific 
Committee  on  the  Effects  of  Atomic  Radia- 
tion in  its  first  report, 1 is  not  that  there  may 
be  more  cases  but  that  there  may  be  a lesser 
number  or  no  cases  at  all.  Similarly,  a 
dose  of  1 rad  can  be  expected  to  reduce  the 
average  life  span  by  not  more  than  a few 
hours  or  days.  Indeed,  in  experimental 
animals,  a small  amount  of  radiation  quite 
regularly  has  increased  by  a small  amount 
the  average  life  span,  apparently  not  because 
it  is  conducive  to  longevity  but  rather  by 
favoring  survival  in  middle  life  in  the  pres- 
ence of  certain  endemic  pathogenic  organ- 
isms. 

If  the  experimental  results  from  the  stand- 
point of  a population  of  mice  were  to  hold 
true  for  human  populations,  whether  this  is 
a desirable  or  undesirable  thing  is  a problem 
I will  have  to  leave  to  the  sociologists,  murine 
or  human. 

Ionizing  events  occurring  in  biologic  sys- 
tems produce  alterations  which  are  in  the 
vast  majority  of  instances  deleterious  to  the 
cell  or  tissue  irradiated.  This  is  how  radia- 
tion is  used  to  treat  cancer.  These  effects 
may  be  small  and  require  statistical  methods 
to  demonstrate,  as  in  the  case  in  which  gene 
mutations  are  induced  or  the  average  life 
span  is  reduced.  On  the  other  hand,  they 
may  be  grossly  observable,  as  in  the  case 
of  fetal  abnormalities,  from  an  in  utero  dose 
of  25  to  50  rads  given  at  a high  dose  rate. 
Severe  illness  or  death  may  result  from  a 
few  hundred  rads  or  cancer  from  several 
thousand  rads  to  the  skin. 

As  Dr.  Warren  indicated,  there  is  great 
variation  in  sensitivity  from  species  to 
species  and  actually  from  strain  to  strain 
and  among  individuals  in  the  same  strain. 
Individual  strains  of  mice  have  been  devel- 
oped for  which  the  LD50  (lethal  dose  for 
50  per  cent)  is  less  than  600  rads  or  as 
high  as  800  rads.  Within  these  strains, 
there  may  be  occasional  individuals  who  die 
following  exposure  to  half  or  three  fourths 
of  the  LD50  and  others  who  survive  doses 
greater  than  half  again  as  much  as  the  LD5o- 
I wish  we  knew  why. 

Recovery 

There  is  some  recovery  from  the  acute 
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effects  of  high  or  low  doses  and  high  or  low 
dose  rate  exposure.  This  is  dramatically 
true,  of  course,  in  the  cases  of  survivors  of 
an  LD50  of  acute  whole  body  radiation. 
People  who  have  survived  300  or  400  rads 
of  whole  body  radiation  are  indistinguishable 
to  all  intents  and  purposes  from  persons  who 
had  no  exposure.  The  bone  marrow  returns 
to  full  activity;  hair  loss,  bowel  dysfunction, 
and  the  like  disappear;  and  even  the  texture 
and  color  of  the  hair  are  normal.  If  the 
exposure  contained  a sizable  component  of 
neutrons,  permanent  lens  opacities  may 
occur. 

That  this  full  recovery  is  the  rule  stems 
from  the  fact  that  the  doses  under  considera- 
tion here  are  300  or  400  rads  of  gamma  rays 
with  perhaps  10  or  20  per  cent  neutrons  at 
most  which  are  insufficient  of  themselves, 
if,  they  are  directed  locally,  to  wipe  out 
permanently  any  tissue  of  the  body,  bone 
marrow,  skin,  male  germ  cells,  or  whatever 
organ  we’re  talking  about. 

On  the  other  hand,  there’s  a test  now 
under  development  which  may  be  able  to 
tell  us  with  some  degree  of  assurance  whether 
or  not  a person  has  received  100  rads  or 
more  at  one  time  or  another.  It  consists  of 
the  tabulation  of  chromosome  aberrations 
in  cultured  white  blood  cells.  Bender2  has 
observed  in  human  beings  that  the  changes 
do  bear  a quantitative  relationship  to  acute 
exposure  dose,  and  in  the  case  of  the  Oak 
Ridge  Y-12  accident  cases,  such  changes  and 
relationships  have  persisted  for  more  than 
four  years. 3 

An  animal  can  survive  a total  dose  given 
in  relatively  small  increments  which  would 
have  killed  it  if  it  had  received  the  total  dose 
in  a matter  of  a few  minutes  or  hours. 
Many  thousands  of  rads  total  body  radiation 
can  be  sustained  at  dose  rates  of  a few  rads 
per  day. 

Russell,  Russell,  and  Kelly4  have  inter- 
preted their  data  which  indicate  that  the 
mutagenic  effects  of  relatively  low  dose 
rate  exposure  to  spermatagonia  are  some- 
what less  than  from  high  dose  radiation, 
suggesting  that  this  is  the  result  of  a repara- 
tive process.  Once  again  we  have  evidence 
of  repair. 

Latent  results 

Another  generalization  which  holds  well 
for  somatic  effects  is  that  there  is  a latent 


period  between  the  time  of  primary  ionizing 
events  and  their  ultimate  expression  in  the 
biologic  system  under  observation.  It  is  in- 
versely proportional  to  total  dose  and  dose 
rate.  This  suggests  that  at  very  low  rates 
the  manifestation  of  radiation  effects  in  an 
individual  may  be  so  delayed  as  not  to  occur 
before  natural  or  unnatural  causes  of  death 
have  intervened  and  precluded  the  radiation 
effects  being  manifested  at  all. 

Kohn  and  Guttman5  have  clearly  demon- 
strated with  relatively  large  doses  (hundreds 
of  rads)  at  high  dose  rates  that  this  does 
occur  in  mice  past  middle  life.  In  other 
words,  departure  from  the  normal  mortality 
curve  does  not  begin  immediately  following 
even  high  level  exposure. 

Occupational  exposure 

Until  about  ten  years  ago,  the  toxicologic 
problems  associated  with  the  use  of  ionizing 
radiations  were  restricted  to  the  occupational 
hazards  associated  with  the  uses  of  x-rays 
and  radium  in  medicine,  in  research,  and  in 
industry;  and  with  the  mining  of  pitch- 
blende; and  to  the  effects  of  x-rays  and 
radium  in  patients.  The  idea  that  there  was 
a dose  of  radiation  which  would  produce  no 
deleterious  effects  was  taken  for  granted, 
just  as  it  has  been  for  toxic  chemicals. 

Muller,6  beginning  in  the  late  twenties, 
however,  insisted  that,  at  least  for  genetic 
effects  in  terms  of  point  mutations,  any 
radiation  exposure  carries  some  finite  prob- 
ability of  producing  mutations.  He  has 
expressed  increasing  concern  with  the  effects 
on  the  population’s  genetic  material  of  wider  j 
and  wider  use  of  x-rays  in  the  practice  of 
medicine. 

This  is  because  gene  mutations  when  fully 
expressed  are  detrimental  in  by  far  the 
majority  of  instances.  With  the  develop- 
ment of  nuclear  energy  programs  during  and 
since  World  War  II,  radiation  has  had  to 
be  dealt  with  in  amounts  hitherto  un- 
dreamed of.  For  this  reason,  research  on  the 
effects  of  radiation  on  biologic  systems  was  ; 
greatly  intensified,  and  as  knowledge  ac- 
cumulated, the  so-called  permissible  ex- 
posure levels  for  workers  were  decreased 
from  30  rads  per  year  to  15  rads  in  1949  and 
to  what  amounts  to  5 rads  per  year  for  young 
radiation  workers  today. 

These  changes  resulted  largely  from  con- 
cern over  possible  genetic  effects  on  popu- 
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lations  as  more  and  more  persons  were  ex- 
posed occupationally  to  radiation  and  from 
the  continued  uncertainty  as  to  whether  or 
not  for  some  somatic  effects  there  might  be 
a statistical  probability  of  leukemia  or  can- 
cer induction  from  any  radiation  exposure, 
however  low.  Such  an  approach  will  cer- 
tainly not  lead  to  an  underestimate  of  the 
effects  of  low-level  environmental  radiation. 
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In  this  sense  radiation  is  one  of  the  safest 
poisons  known  to  man  because  it  takes  so 
much  of  it  to  cause  real  damage.  The  big 
question  is,  “How  much  damage  must  be 
caused  before  it  is  recognized  as  damage?” 

It  was  a fortunate  happenstance  when 
Roentgen  put  his  hand  on  a photographic 
plate  to  demonstrate  that  the  x-rays  cast  a 
shadow.  The  picture  showed  bones  as  well 
as  soft  tissue,  and  this  was  recognized  im- 
mediately as  a “medical  potentiality.” 
While  the  physicists  labored  on  the  mean- 
ing of  this  new  ray,  physicians  made  it 
diagnostically  useful.  But  always,  with 
every  minor  adjustment,  the  fundamental 
question  arose:  “How  much?”  Almost 

every  method  that  we  now  know  for  meas- 
uring dose  was  employed.  Hundreds  of 
physical  effects,  chemical  effects,  biologic 
effects,  and  clinical  effects  were  developed. 
Grasshopper  units,  plant  units,  skin  units, 
and  chemical  units  were  used.  As  in  most 
pharmacology,  when  there  is  no  one  real 
answer,  many  answers  are  given. 

All  this  was  changed  when  the  roentgen  as 
a unit  of  radiation  was  precisely  defined  and 
accepted  by  an  international  body  in  1928. 
But  even  before  1900,  lagging  behind  the  dis- 
covery of  x-radiation  by  only  a few  years, 
biologic  change  was  noted.  The  clinical 
damage  was  the  most  obvious  and  the  most 
newsworthy  of  these  changes.  And  so  once 
an  answer  to  the  question  of  “how  much” 
was  possible,  the  question  shifted  to:  “how 
much  can  cause  damage?” 

Protection:  a social  development 

After  World  War  II  our  agricultural 
society  became  predominately  urban,  con- 
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formist,  and  security  conscious.  Before  the 
twentieth  century,  do-it-yourself  was  a 
necessity  of  existence;  after  1950  it  became  a 
hobby.  The  protection  of  individual  com- 
petence prompted  a social  as  well  as  a 
scientific  revolution,  but  the  protection  of  in- 
dividual incompetence  increased  with  popu- 
lation growth.  While  this  was  going  on  the 
government  had  to  change  from  the  produc- 
tion of  new  ideas  to  the  protection  of  old 
ideas,  from  production  with  all  its  attending 
risks  to  protection  with  no  risks.  If  re- 
moving 1 per  cent  of  the  risks  is  good,  then 
removing  2 per  cent  of  the  risks  must  be 
twice  as  good.  This  procedure  finally 
reaches  its  logical  extreme  at  “there  shall  be 
no  risks.” 

Cranberries  might  cause  cancer.  There- 
fore, stop  production  of  cranberries.  New. 
drugs  might  cause  damage  (let’s  forget 
about  old  drugs),  therefore,  legislate  the 
search  for  new  drugs  out  of  existence.  Ani- 
line dye-stamped  diapers  can  cause  severe 
diaper  rash.  This  should  be  legislated 
against.  Thirty-six  persons  died  of  aspirin 
poisoning  in  1955.  Aspirin  should  be 
legislated  against.  Every  couple  that  has  a 
baby  is  subjecting  this  baby  to  eventual 
death.  In  this  sense  every  birth  is  a murder, 
and  the  best  way  to  legislate  against  murder 
is  to  legislate  against  birth.  If  we  do  legis- 
late against  birth,  we  will  legislate  effectively 
against  all  disease.  Within  one  generation 
no  problems  will  be  left  for  legislators  to 
legislate  against.  But  no  matter  what  hap- 
pens, somebody  won’t  like  it.  Radiation 
certainly  causes  damage  in  large  amounts. 
It  might  cause  damage  in  small  amounts. 
Therefore,  to  be  on  the  safe  side,  one  Federal 
organization  decreed  that  the  only  safe  dose 
of  radiation  was  no  dose  at  all.  “It  is  better 
to  be  safe  than  sorry.” 

Legislative  pattern 

Physicists,  mathematicians,  pharmacol- 
ogists, and  even  many  biologists  well  under- 
stand that  “too  much  is  too  much”  and 
“very  little  is  not  enough  to  measure.” 
But  a lawyer  cannot  legislate  with  such 
words.  He  must  write  on  paper  that  “thou 
shalt  not  expose  any  individual  to  more  than 
1.793  oobgobs  of  radiation.”  Meaningless 
scientific  jargon  is  apparently  adminis- 
tratively acceptable. 

Radiation  protection  was  purely  empiric 


before  a unit  was  devised.  There  was  a 
“feeling”  that  we  must  reduce  the  amount  of 
radiation  exposure,  and  methods  for  doing 
this  were  devised  long  before  a unit  of  radia- 
tion was  accepted.  But  it  couldn’t  be 
pinned  down  in  measurements.  With  the 
acceptance  of  the  roentgen,  quantitative  as 
well  as  qualitative  thinking  became  pos- 
sible. Groups  of  radiologists  and  physicists 
looked  for  some  quantitative  “guideline”  to 
safety. 

A thousand  r of  exposure  will  kill  many 
people.  Therefore,  this  is  certainly  an  un- 
safe limit  to  adopt.  Let’s  cut  it  by  a fac- 
tor of  10  and  think  in  terms  of  100  r of  ex- 
posure. But  we  are  not  really  interested  in 
how  much  it  takes  to  kill  people;  we  are 
more  interested  in  how  much  exposure  will 
make  somebody  sick.  A hundred  r might 
make  some  people  sick;  therefore,  let’s  cut 
it  by  a factor  of  10  and  think  of  a 1-r  limit. 
Clinical  detection  of  a 1-r  exposure  might 
not  be  possible,  but  1 r can  be  detected  by 
some  biologic  organisms.  Therefore,  let’s 
cut  the  limit  to  Vio  r of  exposure.  Anybody 
who  works  with  radiation  must  accept  the 
risks  of  his  profession,  but  the  rest  of  the 
public  should  not  be  subjected  to  the  same 
risks.  Therefore,  let’s  cut  the  limit  to  Vioo 
r of  exposure  for  the  general  population.  We 
can  determine  what  happens  to  ourselves, 
but  our  children  have  little  say  in  the  matter, 
and  our  children’s  children  have  even  less 
to  say.  In  some  organisms  the  genetic 
material  can  be  changed  by  less  than  Vioo  , 
r of  exposure,  in  some  by  even  1 ionizing  j 
event.  Therefore,  let’s  cut  it  to  one  thou- 
sandth of  a milliroentgen.  Now  we  are  below  , 
the  background  level  of  natural  exposure;  I 
but  even  if  we  can’t  do  anything  about  it,  we 
can  still  beat  our  breasts  in  anguish. 

Concept  of  safety 

The  first  radiation  protection  committees 
were  trying  to  find  a safe  dose,  and  they  J 
called  it  a “safe”  dose.  But  as  soon  as  it  was  j 
called  a “safe”  dose,  the  administrators,  J 
lawyers,  and  legislators  said  there  must  be  an  i 
“unsafe”  dose.  This  was  not  what  was  j 
meant,  and  so  the  word  was  changed  to  a 
“tolerance”  dose.  But  if  “tolerance”  then 
there  must  be  an  “intolerable.”  But  this 
was  not  what  was  meant,  and  so  the  experts 
changed  to  a “maximum  permissible  dose.”  I 
But  if  there  is  a “maximum  permissible,” 
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1953 


70.000. 000  DRIVERS  IN  THE  U S A, 

550.000. 000.000  MILES  DRIVEN 

jOtfatk  - 24.1! 

AUTO  DEATHS  PER  100,000  POPULATION 

ESTABLISHING  BACKGROUND  RATE: 

1903  DEATH  RATE  FROM  TYPHOID -PARAT^ YPHOID  24.6 
1953  DEATH  RATE  PROM  TYPHOID-PARAT YPHOID  00.3 

A FACTOR  OF  81  REDUCTION  IN  50  YEARS—  THE  BEST  EVER  OONE 


Occupational  Exposure 

1953  MILES  DRIVEN  7903  MILES  PER  DRIVER  (MPD) 
FACTOR  8J  MILES  ALLOWEO  976  MILES  PER  DRIVER  (MPDD) 


OR  19  MILES  PER  WEEK 

OR  BASED  UPON  40  HOUR  WEEK  A RATE  OF 

0.  5 MILES  PER  HOUR 


FIGURE  1.  MPDD:  background  driving  mortality.  FIGURE  2.  MPDD:  driver  exposure  to  accidents. 


there  must  be  a “minimum  impermissible,” 
and  so  this  phrase  too  was  destroyed. 

When  the  first  atom  bomb  was  dropped  it 
killed  lots  of  people;  an  atom  bomb  has 
radiation;  therefore,  radiation  kills  lots  of 
people.  Hysteria  developed;  the  maximum 
permissible  dose  became  the  maximum 
ridiculous  dose.  The  radiation  hysteria  that 
began  after  World  War  II  was  nurtured  by 
an  understandable  lack  of  understanding  of 
how  these  maximums  were  arrived  at.  If  we 
use  the  same  technical  procedures,  the  same 
kind  of  computations,  and  the  same  methods 
of  thinking,  within  a subject  matter  that  we 
know  a lot  about,  then  the  meaning  of  a 
“maximum  permissible  dose”  becomes  un- 
derstandable. 

Maximum  permissible 
driving  dose  (MPDD) 

Instead  of  looking  at  radiation,  let’s  look 
at  an  analogy,  for  example,  automobile 
driving  with  about  40,000  deaths  per  year  in 
the  United  States. 

First  of  all,  we  should  establish  a kind  of  a 
background  rate  (Fig.  1).  Since  there  have 
been  so  few  radiation  deaths,  the  radiation 
people  used  morbidity  rather  than  mortality. 
However,  with  automobiles,  the  far  more 
serious  mortality  data  can  be  used.  Also, 
deaths  are  a better  biologic  end  point  for  a 
measurement  than  any  kind  of  sickness. 
Also,  we  must  establish  this  for  a year  in 
which  the  figures  can  be  made  believable; 
therefore,  we  select  1953  because  it  is  ex- 
actly one-half  century  after  1903. 

In  1953  there  were  70  million  drivers  of 
automobiles  in  the  United  States.  They 
drove  550  billion  miles,  and  this  comes  to  a 
death  rate  of  24.2  automobile  deaths  per 
100,000  population.  About  the  best  reduc- 
tion in  death  rate  that  medical  people 


(really,  sanitary  engineers)  have  been  able 
to  accomplish  was  the  reduction  in  the  death 
rate  from  typhoid-paratyphoid  disease  from 
24.6  in  1903  to  0.3  in  1953.  This  is  a factor 
of  reduction  of  a little  over  80  in  fifty  years. 
It  follows,  when  transposed  to  an  automobile 
driving  comparison,  that  in  1953  each  driver 
drove  7,903  miles,  and  if  it  is  reduced  by  the 
typhoid-paratyphoid  factor,  we  could  estab- 
lish 976  miles  per  driver  as  the  MPDD 
(maximum  permissible  driving  dose).  This 
comes  out  to  about  19  miles  per  week  per 
driver,  or  if  we  base  this  on  a forty-hour 
week  we  can  establish  a rate  of  0.5  miles  per 
hour.  There  has  been  a not  so  subtle 
change  of  units  from  miles  driven  to  miles 
per  hour  of  driving.  This  might  not  be 
subtle  in  talking  about  driving,  but  it  can  be 
very  subtle  when  using  units  not  so  easily 
understood.  The  best  thing  to  do  about 
changes  in  units  is  to  hurry  over  them  before 
someone  can  raise  an  objection  (Fig.  2). 

This  0.5  miles  per  hour,  however,  is  the  ex- 
posure to  accidents  of  people  who  drive 
(an  occupational  exposure)  (Fig.  2).  For 
every  driver  of  an  automobile  there  may  be 
more  nondrivers  (the  nonoccupationally  ex- 
posed). Determining  how  many  nonoc- 
cupationally exposed  persons  there  might  be 
is  more  difficult,  and  so  we  must  establish  a 
set  of  assumptions  (Fig.  3).  Since  assump- 
tions are  so  easily  agreed  on,  it  is  always  good 
to  throw  a couple  of  meaningless  as  well  as  a 
few  meaningful  assumptions  into  the  ham- 
per. When  you  establish  the  habit  of  as- 
sumptions in  any  argument,  it  wears  down 
your  opponent. 

To  establish  a maximum  permissible 
driving  dose  for  nonoccupational  exposure: 
(1)  we  must  assume  that  there  are  24  million 
tons  of  strontium-90  in  the  stratosphere. 
This  is  a direct  misquotation  from  one  of  our 
foremost  authorities  on  radiation  fallout.  It 
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550  LITTLE  CHILDREN  MURDERED  IS  TOO  MUCH 

REDUCE  8T  A FACTOR  Of  10  AS  IS  COMMON  IN  OTHER  FIELDS 


JsJ ouoccupat i onal  E xp os u re 


1953 


34  MILLION  PERSONS  IN  CHILDBEARING  AGE  (15" 301 
70%  OR  24  MILLION  DRIVERS  IN  HEAT 


rmsr  GENERATION 
n Z»4 

20*000,000  w « w ' %t4 

24.000. 000  * ” * * *th 

20.000. 000  * * ■:  ” "5th 

35.000. 000  * " “ gjjv  * 

42.000. 000  * “ K " T<k 

561,000*000  UTTLE  CB*E0R£h»  MURDERED  IN  SEVER  GENERATIONS 

AT  0,3  DEATH  RATE  THIS  WOULD  8E  550  DEATHS  IN  SEVEN  GENERATIONS 


FIGURE  3.  MPDD:  nonoccupational  mortality. 


MPDD.  = 2 Miles  per  Week 

FOR  THE  C0TTON-J>ICK!NS  GENERAL  PU8UCK  (NONOCCliPATlONALI 

OR 

53  FEET  PER  HOUR  8Y  AUTOMOBILE 
S/2  % OF  A SLOW  WALK 

BUT  THE  SUBSEQUENT  INCREASE  IN  HOME  ACCIDENTS 
WILL  RUIN  THIS  SAVING 
( ( OUT  OF  I WILL  DIE ) 

FIGURE  4.  Modifications  of  MPDD. 


has  nothing  to  do  with  the  formulas  we 
are  trying  to  derive,  but  24  million  tons  of 
anything  carries  lots  of  weight,  even  if  it’s 
up  in  the  stratosphere.  (2)  We  are  going  to 
make  the  assumption  that  the  gas  pressure  is 
760  mg.  of  mercury.  I haven’t  the  slightest 
idea  what  this  means  since  usually  we  talk 
in  terms  of  millimeters  of  mercury,  but  the 
point  is  exceedingly  scientific.  It  estab- 
lishes standard  conditions,  and  nobody  can 
argue  with  it.  (3)  It  is  impossible  to  estab- 
lish any  kind  of  legal  limit  except  in  the 
proper  political  milieu.  We  can  establish  the 
MPDD  during  a Republican  administration. 
It  would  probably  be  easier  to  do  scientific 
bickering  during  a Democratic  administra- 
tion, but  the  assumption  is  not  essential,  and 
it  is  good  argumentative  practice  to  get  the 
majority  on  your  side.  Debates  are  won  by 
voting.  There  are  more  Democrats  than 
there  are  Republicans  in  Washington,  D.C., 
and  it  is  easier  to  get  people  to  vote 
“against”  than  “for.” 

We  can  also  assume  1.2  children  per 
family.  This  is  the  only  essential  fact  in  the 
computation  of  nonoccupational  driving  ex- 
posure. In  any  argument  it  is  always  good 
to  have  one  or  two  supportable  facts  in 
evidence.  In  1953,  34  million  persons  were 
in  the  childbearing  age.  We  can  establish 
the  childbearing  age  as  being  between  fifteen 
and  thirty.  It  is  good  to  leave  out  the  units 
as  being  understood  because  we  might  be 
able  to  flop  over  into  some  other  figures 
where  the  units  are  not  necessarily  under- 
stood. The  childbearing  age  is  not  between 
fifteen  and  thirty  years;  it  is  probably  be- 
tween the  extreme  range  of  six  to  sixty- 
four  years  in  human  females  and  might  be 
much  greater  in  human  males.  But  the 
fifteen-  to  thirty-year  span  is  a commonly 
used  and  easily  acceptable  figure. 

Seventy  per  cent  or  24  million  drivers  are 
in  heat  at  any  one  time.  (It  is  best  to  get 


over  this  argument  very  rapidly  because  it  is 
unsupport  able.)  But  this  will  mean  that  14 
million  little  children  will  be  murdered  in  the 
first  generation  because  of  mortal  accidents 
to  potential  parents.  By  talking  about  little 
children,  we  immediately  shift  the  argument 
to  genetic  effects.  These  genetic  effects 
are  more  imposing  than  somatic  effects,  and 
besides  we  can  shift  into  a computation  of 
the  Biblical  7 generations.  (This  is  always  a 
good  procedure  in  the  older  half  of  the  voting 
population,  since  they  are  most  susceptible 
to  the  joys  of  little  children.)  It  is  easy  to 
establish  that  181  million  little  children  will 
be  murdered  in  7 generations  because  of  non- 
occupational exposure  to  the  hazards  of 
driving.  At  the  0.3  death  rate  assumed  to  be 
acceptable  for  drivers  of  automobiles  (and 
we  must  accept  here  that  this  is  already  a 
thoroughly  legalized  procedure),  then  we 
have  proved  that  there  will  be  550  deaths  in 
7 generations  if  the  maximum  permissible 
driving  dose  for  occupationally  exposed 
drivers  is  so  obviously  accepted. 

The  rest  of  the  computation  is  straight- 
forward since  we  already  have  the  audience 
working  for  us  (Fig.  4).  Five-hundred  and 
fifty  little  children  murdered  is  far  too  many; 
therefore,  we  reduce  this  by  a factor  of  10. 
(This  reduction  is  common,  not  only  in  radia- 
tion exposure,  but  in  many  other  safety 
fields.)  We  thereby  find  that  the  maximum 
permissible  driving  dose  is  equal  to  2 miles 
per  week.  With  the  same  shift  in  units  that 
was  used  for  drivers  we  calculate  53  feet  per 
hour,  which  means  that  automobile  driving 
should  be  done  at  approximately  0.5  per  cent 
of  a slow  walk. 

Caution! 

The  argument  that  must  be  watched  for, 
when  arriving  at  this  conclusion,  is  that  if  all 
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automobiles  are  driven  at  the  rate  of  0.5  per 
cent  of  a slow  walk,  there  will  be  more  time 
spent  in  the  home.  Other  safety  figures  show 
that  most  accidents  occur  in  the  home,  and 
this  is  going  to  wipe  out  the  savings  of  a 
maximum  permissible  driving  dose.  The 
obvious  conclusion  that  1 out  of  1 people  will 
die  sometime  during  their  lifetime  can  only 
be  countered  by  pointing  out  that  your  op- 
ponent is  either  a right-  or  a left-wing  radical 
(or  even  both). 

Fruit  flies 

of  the  world,  unite! 

When  interpreted  literally  and  without 
understanding,  the  maximum  permissible 
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T he  only  reason  that  I qualify  to  discuss 
genetic  effects  is  that  the  whole  idea  of  what 
genetics  is  has  increased  tremendously  in 
recent  years.  The  whole  concept  of  the 
genetic  apparatus  has  widened.  It  is  no 
longer  a simple  thing  of  genes  embedded  in 
some  material  and  acting  nobody  knows  in 
which  manner.  Similarly,  the  concept  of 
radiation  effects  on  the  genetic  apparatus  has 
widened. 

About  thirty -five  years  ago,  radiation 
genetics  really  was  concerned  with  effects  on 
the  fruit  fly,  and  not  just  the  whole  fruit  fly 
but  the  X chromosome  of  the  fruit  fly,  and 
not  just  all  effects  on  the  X chromosome,  but 
only  one  certain  class  of  effect  which  could  be 
measured  conveniently. 

Things  have  changed  radically  since  then, 
and  we  are  now  in  a situation  where  we  do 
not  really  know  what  the  radiation  effects  of 

* Deceased. 


radiation  dose  is  equivalent  to  a maximum 
permissible  driving  dose  of  0.5  per  cent  of  a 
slow  walk.  But  the  “safe,”  or  “tolerance,” 
or  “maximum  permissible”  radiation  dose 
was  not  devised  as  a law  to  be  enforced  with- 
out judgment.  Even  a murderer  gets  a trial 
in  American  law;  a judge  who  understands 
the  law  sits  also.  The  same  should  be  true 
of  even  the  most  punitive  interpretation  of 
radiation  legislation.  Radiation  protection 
computations  are  guidelines  for  designers  of 
equipment  and  for  handlers  of  people.  They 
are  rules  of  good  conduct,  standards  of 
behavior,  books  of  etiquette.  When  inter- 
preted as  political  laws  they  are  tyrannical. 
When  interpreted  as  scientific  fact,  they  are 
wrong. 


genetic  material  are,  but  we  have  some  idea 
of  what  they  could  be.  Therefore,  we  can 
feed  this  very  vague  knowledge  into  the  kind 
of  computation  Dr.  Brucer  has  shown  you  so 
very  lucidly.  And  I hope  you  were  not 
under  the  impression  that  he  was  facetious. 
He  was  not.  That’s  the  way  things  are. 


Mechanism  of  genetic  effects 

What  do  we  know?  We  know  that  radia- 
tion affects  genetic  material  itself  which,  as 
you  know,  is  simply  DNA  (desoxyribose 
nucleic  acid).  This  fairly  well-defined  clini- 
cal substance,  if  irradiated,  suffers  a number 
of  changes,  such  as  cutting  of  the  chain  or 
fusing  of  chains  that  shouldn’t  be  fused. 
This  can  occur  anywhere  along  the  chain, 
as  far  as  we  know  now. 

Just  to  give  you  some  idea  of  the  sizes 
involved,  man  has  a chain  of  the  length  of 
something  like  a few  billion  units.  Any- 
where along  this  length  things  can  happen, 
and,  presumably,  the  consequences  are  dif- 
ferent. 

Part  of  this  whole  apparatus  is  the  struc- 
ture into  which  genetic  material  is  embed- 
ded, and  this  structure  is  affected  by  radia- 
tion, again  in  a manner  which  is  quite  in- 
dependent of  the  radiation  effects  on  the 
genetic  material  itself.  So  far,  that’s  a static 
story. 

When  we  begin  to  know  a bit  about  the 
dynamics,  about  the  systems  by  which  the 
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genetic  material  itself  and  its  supporting 
structures  are  synthesized,  we  understand 
the  increased  sensitivity  of  cells  to  the  effects 
of  radiation. 

Furthermore,  we  know  a bit  about  the 
way  in  which  the  genetic  material  exercises 
its  primary  function,  and  its  primary  func- 
tion is  the  transmission  of  traits  from  parent 
to  offspring,  whether  or  not  the  cell  divides. 
And  so,  in  a way,  you  can  talk  about  genetic 
effects  on  the  ganglion  cells  of  the  nervous 
system  in  spite  of  the  fact  that,  by  and 
large,  those  cells  don’t  divide. 

We  know  that  the  primary  function  of  the 
genetic  material  in  controlling  cell  biology  is 
the  preparation  of  a related  substance  called 
RNA  (ribonucleic  acid),  and  that  process  is 
critically  affected  by  radiation.  The  doses 
involved  differ  very  much.  Dr.  Warren, 
has  discussed  the  various  radiation  doses 
ranging  from  a thousandth  of  a roentgen  to 
10  million,  a tremendous  range,  and  indicated 
that  there  are  certain  effects  which  depend 
on  the  dose  level. 

Variety  of  genetic  effects 

We  could  make  almost  as  elaborate  tables 
for  the  genetic  effects  themselves.  There  are 
genetic  effects  which  occur  because  of  the 
deposition  of  a single  batch  of  energy  from  a 
beam  of  radiation.  But  this  energy  deposit 
does  not  have  to  be  within  or  in  the  im- 
mediate neighborhood  of  the  genetic  sub- 
stance itself.  There  are  certain  genetic  ef- 
fects of  a dynamic  nature  which  seem  to  oc- 
cur any  time  an  ionizing  particle  passes 
through  a cell,  and  it  does  not  have  to  pass 
through  the  nucleus  either. 

This  is  certainly  not  general.  There  are  a 
number  of  effects  which  will  come  up  only 
with  higher  doses  and  which  will  then  depend 
on  the  dose  rate,  the  amount  of  dose  per 
single  session,  and  so  on.  But  there  are 
certainly  some  which  do  occur  at  the  lowest 
dose  rate  and  with  the  smallest  doses  you 
may  choose  to  use.  Those  are  the  ones  we 
are  concerned  with  in  computing,  and  com- 
puting is  really  much  too  good  a word, 
permissible  doses.  I would  like  to  quote 
from  my  old  friend,  Professor  Mayneord, 
who  said  that  we  really  should  not  talk  about 
permissible  doses  as  if  there  is  a dose  which 
is  allowed  and  which  does  not  do  any 
damage,  and  there  is  a dose  level  which  is 
not  to  be  allowed.  We  should  talk  about 


permitted  doses  which  brings  this  whole 
subject  into  its  proper  context.  There  is  a 
certain  risk  which  we  should  be  willing  to 
take. 

Consequences 

I have  talked  about  the  variety  of  radia- 
tion effects  on  genetic  material.  Let  me  say 
a bit  about  the  material,  the  consequences  of 
such  changes,  and  the  ways  in  which  thqy 
can  be  detected.  The  total  number  of  pos- 
sible effects  is  just  about  as  large  or  larger 
than  the  total  number  of  genetic  deter- 
minants in  men,  and  this  goes  into  some  very 
large  numbers.  We  do  know  that,  in  general, 
those  effects  result  in  reduced  viability.  By 
no  means  all  of  them  do.  There  are  some 
well-defined  effects  of  genetic  radiation 
which  produce  an  improvement,  an  in- 
creased viability.  In  some  applications,  such 
as  in  plant  breeding,  in  which  you  have  the 
right  situations  to  utilize  those  effects  and 
are  not  bothered  by  the  deleterious  effects, 
you  can  get  them  out.  I do  not  quite  see 
how  that  applies  to  human  situations.  One 
might  ask,  how  many  deleterious  mutants 
are  we  willing  to  pay  for  a good  mutant? 
That  is  a question  for  the  sociologist  to 
answer. 

Most  mutants  are  deleterious.  If  you 
poke  any  complicated  and  delicate  balance 
system  in  a more  or  less  random  manner,  the 
consequences  are  more  likely  to  be  dele- 
terious than  profitable.  That  is  a conserva- 
tive statement.  It  is  a statement  of  the  prin-  I 
ciple  of  conservatism. 

Discovery  of  effects 

How  about  their  discovery?  The  most 
dramatic  mutations  are  detectable  im- 
mediately. Since  they  are  deleterious,  as  a ; 
rule,  they  result  in  the  elimination  of  the  in- 
dividual concerned.  In  that  way,  they  are 
really  not  the  most  serious  mutations  to  deal  : 
with  in  a long-range  program. 

Some  effects  are  highly  insidious,  minor  ef-  j 
fects  which  show  no  perturbation  of  function 
unless  the  conditions  are  just  right.  To  be 
specific,  one  particular  mechanism  which  is 
very  often  involved  is  this:  We  all  carry, 
as  it  were,  a complete  set  of  spare  parts  of  the 
genetic  material.  In  many  cases,  it  needs  I 
both  gadgets  of  a particular  kind  to  be 
damaged  before  you  see  the  consequences. 
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This  will  not  occur  in  a normal  human 
population  under  the  normal  breeding 
scheme  prevailing  in  a human  population; 
at  least  it  is  not  likely  to  occur  soon.  It 
will  occur  later.  Here  we  have  a whole  class 
of  genetic  effects  which  are  very  insidious 
and  can  be  very  serious.  If  you  want  to  be 
very  pessimistic,  you  may  even  consider  the 
possibility  of  some  kind  of  creeping  suicide 
by  the  action  of  deleterious  changes  which 
are  not  immediately  visible. 

As  Dr.  Dunham  has  pointed  out,  even 
the  accumulation  of  such  damage  is  not 
necessarily  completely  irreversible.  We 
begin  to  see  ways  and  means  of  getting 
around  and  repairing  even  this  kind  of  dam- 
age once  it  has  occurred. 

Other  mutagens 

One  last  comment,  which  is  again  very 
much  in  the  line  of  what  the  other  speakers 
have  mentioned.  The  genetic  apparatus  and 
its  function  involve  a number  of  different 
aspects,  and  everyone  of  these  aspects  is 
susceptible  to  perturbation  by  radiation. 
You  may  suspect  that  there  is  something 
specific  about  radiation,  some  specific  af- 
finity between  radiation  and  the  genetic  ap- 
paratus. Indeed,  this  was  the  situation 
twenty  years  ago  when  radiation  was  the 
only  known  means  of  inducing  changes  in 


genetic  material.  This  has  changed  radically 
since  a number  of  chemical  substances 
have  been  found  to  have  just  as  profound 
effect  on  genetic  material,  and  we  know  now 
that  we  are  really  surrounded  by  sub- 
stances with  genetic  effects.  Coffee  is  one. 
You  all  have,  I expect,  your  cups  of  coffee 
in  the  morning,  and  you  probably  know  that 
in  doing  so,  you  ingest  a fair  dose  of  mutagen, 
comparable  in  its  effect  on  genetic  material 
to  permissible  doses  of  radiation.  Well,  we 
like  our  coffee  and  are  willing  to  take  it, 
particularly  since  it  has  turned  out  that 
you  cannot  get  away  anyhow  completely 
from  mutagenic  substances.  Quite  a num- 
ber of  them  are  produced  in  your  own  me- 
tabolism. Organisms  seem  to  provide  them- 
selves with  the  material  by  which  to  produce 
changes  in  the  genetic  material. 

Conclusion 

In  summary,  radiation  does  have  genetic 
effects.  Some  of  those  genetic  effects  are 
extremely  insidious,  and  we  certainly  want 
to  avoid  them  when  we  can.  On  the  other 
hand,  radiation  is  one  out  of  very  many 
situations,  very  many  factors,  very  many 
agents,  which  do  affect  our  genetic  material, 
and  we  have  to  learn  to  live  with  all  these 
agents  in  terms  of  some  kind  of  permitted 
dose  levels,  crude  as  the  calculations  may  be. 


A Panel  Discussion  on  Safe  Procedures  in  Medical  Radiation  will  appear  in  the  April  15,  1964,  issue. 


Fingernails  not  so  sturdy 

Fingernails  are  less  sturdy  than  they  seem, 
reports  of  nail  deformities  in  the  Archives  of 
Dermatology  indicate.  It  is  known  that  a direct 
blow  to  the  nail  can  be  injurious,  but  trauma 
may  result  from  playing  with  the  nails.  One 
nail  deformity  is  caused  entirely  by  playing  with 


the  nails  with  one  or  the  other  fingers  of  the 
same  hand.  Patients  reporting  this  deformity 
are  surprised  when  the  cause  of  the  nail  condi- 
tion is  explained  to  them.  The  deformity  con- 
sists of  a series  of  ridges  extending  across  the 
center  of  the  nail  The  ridges  may  not  reach 
right  to  the  edge  of  the  nail  on  either  side. 
Sometimes  a central  depression  is  present  due 
to  the  pressure  used  by  the  playing  finger. 
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X he  oral  androgens,  particularly  some 
testosterone  derivatives,  have  long  been 
acknowledged  to  exert  a positive  influence 
on  protein  anabolic  activity.  However,  their 
use  for  this  purpose  has  been  limited, 
especially  in  the  female,  because  of  the  un- 
desirable virilizing  effects  which  appear 
comparatively  early  with  testosterone 
therapy.  In  recent  years,  compounds  with 
more  favorable  ratios  of  anabolic-androgenic 
activity  have  been  employed  to  stimulate 
anabolism,  thereby  offsetting  excessive  pro- 
tein breakdown  in  tissues  and  nutritional 
deterioration  arising  from  a wide  variety  of 
debilitating  conditions. 

For  some  years  we  have  been  concerned 
with  the  use  of  anabolic  steroids  as  anti- 
corticocatabolic  agents.  Diseases  for  which 
long-term  adrenal  steroid  therapy  is  needed 
are  often  associated  with  a loss  of  muscle 


mass,  poor  appetite,  and  consequent  poor 
protein  intake.  Recent  publications  sug-  1 
gest  that  the  negative  nitrogen  balance  and 
weight  loss  induced  by  prednisone  in 
patients  with  rheumatoid  arthritis  can  be 
definitely  and  consistently  reversed,  without 
inhibiting  symptomatic  improvement  of 
the  arthritis,  by  concurrent  administration 
of  anabolic  steroids.1-2  For  optimal  realiza- 
tion of  this  clinically  valuable  application, 
the  relative  metabolic  activity  of  the  anabolic  j 
steroid  and  the  corticosteroid  which  are 
employed  simultaneously  must  be  measured 
rather  accurately.  To  this  end,  we  have 
proposed  a system  for  integrating  nitrogen 
balance  data  into  the  SPA  I (steroid  protein 
activity  index).3  This  index  affords  a 
means  of  estimating  dosage  ranges  of 
anabolic  steroids  which  could  be  expected 
to  offset  the  protein  catabolic  effects  of  a 
clinically  indicated  corticosteroid. 

Of  the  currently  available  products, 
stanozolol  * appears,  on  the  basis  of  extensive 
studies  in  experimental  animals  and  of 
clinical  circumstances,  to  offer  considerable 
promise  as  an  anticorticocatabolic  agent. 
This  substance  was  found  to  have  about  30 
times  the  anabolic  activity  and  one-fourth 
the  androgenic  activity  of  methyltestoster- 
one  when  administered  orally  to  castrated 
male  rats.4-5  Studies  by  Howard  and  Fur- 
man'5 revealed  that  stanozolol  was  well 
tolerated  and  produced  only  mild  androgenic 
effects  in  human  subjects  in  dosages  of  2 to 
20  mg.  per  day  for  from  forty  to  one  hundred 
and  five  days.  Although  a positive  nitrogen 
response  was  produced  with  as  little  as  0.5 
mg.  of  stanozolol  per  day,  definite  and 
sustained  gains  in  nitrogen  retention  were 
uniformly  achieved  with  2 to  6 mg.  per  day. 
These  preliminary  findings,  although 
valuable  and  promising,  do  not  permit  an 
evaluation  of  the  relative  protein  anabolic 
characteristics  of  stanozolol  in  terms  of  the 
steroid  protein  activity  index. 

This  report  presents  our  observations  on 
the  anabolic  activity  of  stanozolol  and  its 
effects  on  the  protein  catabolic  effects  of 
prednisone,  triamcinolone,  and  dexametha- 
sone. 

Procedures  and  methods 

Stanozolol,  the  generic  identity  for  17/3- 

* Supplied  as  Winstrol  by  Winthrop  Laboratories,  New 
York,  New  York. 
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in  A study  of  8 nutritionally  substandard 
patients,  stanozolol,  administered  orally,  was 
found  to  possess  a relatively  high  steroid 
protein  activity  index  ( SPAI ) to  dosage 
ratio.  Biochemical  tests  showed  that  ad- 
ministration of  6 to  12  mg.  per  day  of  the 
steroid  had  no  untoward  effect  on  electrolyte 
balance  or  liver  function.  Oral  administra- 
tion of  stanozolol  in  8 patients  receiving  30 
mg.  per  day  of  prednisone,  in  8 patients 
receiving  12  to  24  mg.  per  day  of  triamcino- 
lone, and  in  4 patients  receiving  2.25  mg. 
per  day  of  dexamethasone  showed  that 
stanozolol  possessed  marked  anticortico- 
catabolic  activity. 


hydroxy  - 11a  - methyl  - androstano  (3, 
2-c)  pyrazol,  was  synthesized  by  Clinton 
and  his  coworkers7  and  is  commercially 
available  as  a 2-mg.  tablet.  Results  of  a 
number  of  different  tests  in  laboratory 
animals  indicate  that  the  steroid  is  a weak 
androgen  with  marked  anabolic  activity, 
having  no  adverse  toxicologic  char- 
acteristics in  several  mammalian  species.8 
These  included  mice,  rats,  beagle  dogs,  and 
rhesus  monkeys.9  Reversal  of  the  catabolic 
actions  of  cortisone  acetate  by  stanozolol 
was  also  reported.10 

Our  subjects  were,  for  the  most  part,  adult 
males  and  females  in  the  recovery  phase  of 
episodes  resulting  in  para-  or  hemiplegia. 
Since  within  the  age  range  represented 
(thirty-one  to  eighty-six  years)  many  of 
the  patients  in  this  study  were  elderly,  the 
incidence  of  hypogonadism  was  high.  With 
few  exceptions  their  activities  were  regulated 
carefully  by  a comprehensive  program  of 
progressive  physical  rehabilitation.  Subjects 
were  considered  for  metabolic  studies  only 
after  they  had  become  well  adjusted  to  then- 
environment  and  activities,  usually  within 
two  or  three  weeks  of  admission  to  this 
hospital.  Gross  nutritional  status  was 
estimated  from  tables  of  the  Metropolitan 
Life  Insurance  Company.11  Deviations  of 
the  observed  weight  from  desirable  weight 
indicated  by  these  tables  are  reported  as  per 
cent  of  standard  weight  (per  cent  S)  in 
reference  to  the  age-height-weight  pa- 
rameter. 

Meals  at  this  institution  are  prepared  to 
provide  an  approximate  calorie  distribution 
of:  protein,  15  per  cent;  carbohydrate,  50 
per  cent;  and  fat,  35  per  cent.  Tabular 
measurements  of  the  food  intake  of  patients 
showed  an  over-all  average  daily  caloric 
intake  of  1,741,  with  74  Gm.  of  protein. 
On  an  average  body  weight  basis,  this  repre- 
sents 27  calories  and  1.15  Gm.  of  protein  per 
kilogram  of  body  weight,  a range  in  good 
agreement  with  recommended  dietary  al- 
lowances.12 Although  the  self-selected  regi- 
men could  be  expected  to  provide  adequate 
amounts  of  critical  vitamins  and  minerals, 
a vitamin-mineral  supplement  of  recognized 
potency  was  given  daily  on  a prophylactic 
basis. 

After  the  period  of  adjustment,  studies 
were  initiated  consisting  of  successive  control 
and  test  periods  of  varying  duration.  The 
test  substances  were  given  orally  in  the  daily 


dosage  ranges  indicated  by  prior  experience. 
During  each  week  of  study,  twenty-four- 
hour  urine  collections  and  corresponding  diet 
records  were  obtained  for  three  or  four  con- 
secutive days.  Fasting  blood  samples  were 
obtained  on  the  third  or  fourth  day  of  each 
week  of  study.  When  repeat  or  multiple 
studies  were  done  on  a patient,  the  balance 
periods  were  separated  by  a minimum  of  two 
weeks. 

The  daily  nitrogen  output  was  determined 
by  Kjeldahl  analysis,13  and  creatinine  by  the 
Jaffe  reaction.14  Blood  derived  from  weekly 
collections  was  analyzed  for  hemoglobin,14 
hematocrit,15  sodium  and  potassium,16 
chlorides,17  thymol  turbidity,18  bilirubin,19 
plasma  amino  nitrogen,20-21  plasma  amino- 
grams,21-22  and  serum  glutamic  oxalacetic 
transaminase  activity  (SGOT).23 

The  average  nitrogen  balance  changes  for 
each  period  were  determined  from  summa- 
tions of  the  daily  nitrogen  intake  as  derived 
from  the  tables  of  Taylor,24  the  total  daily 
urinary  nitrogen  output  determined  by 
Kjeldahl’s  method,  and  10  per  cent  of  the 
urinary  nitrogen  as  an  estimate  of  fecal 
nitrogen.  Frequent  spot  checks  of  the 
estimated  dietary  and  fecal  nitrogen  by  the 
Kjeldahl  analysis  have  shown  uniform 
agreement  within  plus  or  minus  5 per  cent. 

Detailed  serial  studies  by  one  of  us25  with 
some  48  adult  males,  by  Braucher26  with  29 
adult  females,  and  by  Sargent  et  al*  with 
12  male  military  personnel,  have  shown  that 
under  conditions  of  normal  protein  intake 
(approximately  1 Gm.  per  kilogram  of  body 
weight),  the  fecal  nitrogen  may  range  from 
2 to  15  per  cent  of  the  urinary  nitrogen. 
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Hemoglobin  - gm.% 
Hematocrit  - % 

Sodium  - mEq/L 
Potassium  - mEq/L 
Chlorides  - mEq/L 
Transaminase  - units 
Thymol  Turbidity  - units 
Bilirubin  - mg.% 
^rinar^^^Creatinine^^ 


14.4 

13.9 

40.0 

39.5 

156.0 

148.0 

4.8 

4.4 

88.0 

91.0 

38.0 

46.0 

4.7 

3.9 

0.6 

0.4 

14.6 

11.1 

Rx:  Stanozolol 

Average  Nitrogen  Intake 
gms/ day 

Average  Daily  Caloric 
Intake 

WEEKS  (PERIODS) 


NONE 

2 mg.  TID 

10.9 

10.4 

1238 

1273 

1 

2 

FIGURE  1.  Over-all  experimental  plan  and  a typi- 
cal result  of  our  assays  with  stanozolol:  patient  was 
an  eighty-year-old  female  with  right  hemiplegia, 
body  weight  64.7  Kg.,  106  per  cent  S. 


However,  the  range  follows  the  normal  distri- 
bution curve  in  which  the  10  per  cent  value 
represents  maximal  frequency.  Because  of 
this  and  other  confirmatory  knowledge,  and 
the  difficulties  and  errors  inherent  in  the 
collection  and  handling  of  feces,  it  has  be- 
come common  practice  in  this  area  of  nu- 
tritional pharmacology  to  disregard  the 
fecal  nitrogen  or  to  estimate  it  as  10  per  cent 
of  the  urinary  nitrogen.  28-29  In  the  interest  of 
greater  accuracy  we  have  chosen  the  latter 
alternate.  Moreover,  since  increases  of 
0.5  Gm.  per  day,  or  less,  in  nitrogen  balance 
are  not  considered  a significant  anabolic 
response  in  these  studies,  it  is  obvious  that  a 
rather  improbable  error,  as  great  as  plus  or 
minus  100  per  cent  of  the  estimated  fecal 
nitrogen,  would  not  influence  appreciably 
the  results  or  their  interpretation. 

Scoring  method 

Since  changes  in  appetite  constitute  a 
recognized  and  integral  part  of  the 
pharmacodynamics  of  steroid  medication, 


the  use  of  assay  procedures  which  restrict 
food  and  protein  consumption  to  some  pre- 
determined level  could  only  be  expected  to 
yield  data  of  limited  physiologic  and  clinical 
value.  In  an  attempt  to  overcome  this 
shortcoming,  an  assay  procedure  has  been 
devised  which  permits  examination  of  the 
protein  metabolic  effects  of  steroids  under 
conditions  of  self-selected  regimens.3-30-32 
This  is  based  on  an  examination  of  the 
theory  of  nitrogen  balance  as  presented  by 
earlier  investigators  which  disclosed  that 
the  effect  of  various  agents  on  protein 
metabolism  could  be  compared  more 
systematically  in  terms  of  nitrogen  balance 
to  nitrogen  intake  ratios  than  in  terms  of 
nitrogen  output  or  balance  per  se. 33-35 
This  relationship,  which  we  have  designated 
as  the  SPAI,  is  obtained  from  the  equation: 


SPA  I 


NBSP 

NISP 


NBCP 

NICP 


X 100 


where: 

NBSP 

period 

NISP 

NBCP 

period 

NICP 

period 

Thus, 


= Nitrogen  balance  in  steroid 

= Nitrogen  intake  in  steroid  period 
= Nitrogen  balance  in  control 

= Nitrogen  intake  in  control 


the  ratios 


NBSP 

NISP 


and 


NBCP 

NICP 


indicate  the  fraction  of  dietary  protein  re- 
tained by  the  body  during  the  steroid  and 
control  periods,  respectively.  Treatment  of 
the  data  in  this  manner  has  the  practical 
advantage  of  compensating  for  the  changes 
in  nitrogen  intake  which  may  occur  in  the 
course  of  the  study.  In  this  frame  of  ref- 
erence, administration  of  steroids  having 
anabolic  activity  will  result  in  an  SPAI  of 
positive  value,  and  the  magnitude  will  be 
proportional  to  the  metabolic  activity  of  the 
test  steroid.  Conversely,  administration  of 
corticosteroids  may  result  in  an  SPAI  of 
proportionately  negative  value.  Obviously, 
the  proposed  scoring  method  could  simplify 
the  choice  and  dose  of  an  anabolic  steroid 
which  may  be  considered  as  an  antidote 
for  the  protein  catabolic  activity  of  a given 
corticosteroid. 

Results 


Assays  of  anabolic  activity.  Before 
undertaking  studies  on  the  protein  anti- 
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TABLE  I.  Nitrogen  balance  studies  with  stanozolol 
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corticocatabolic  effects  of  stanozolol  it  was 
necessary  to  ascertain  its  SPAI  under  our 
conditions  of  assay.  The  over-all  experi- 
mental plan  and  a result  of  these  deter- 
minations are  shown  in  Figure  1.  Data 
from  additional  studies  to  ascertain  the 
effective  dosage  range  of  the  steroid  are 
collected  in  Table  I.  It  will  be  noted  that 
the  anabolic  effect  obtained  in  Patient  2 with 
6 mg.  of  stanozolol  per  day  was  considerably 
less  than  that  found  in  Patient  1.  This 
disparity  can  be  ascribed  in  part  to  the  fact 
that  Patient  1 was  initially  in  severe  nitrogen 
depletion  (Fig.  1),  whereas  Patient  2 was 
initially  in  moderate  positive  nitrogen 
balance.  However,  subsequent  assays 
showed  that  of  the  ten  tests  done  on  these  8 
patients,  only  Patients  3 and  4 showed 
nitrogen  balance  changes  of  less  than  plus 
0.5  Gm.  per  day  which,  on  the  basis  of  pro- 
cedure analyses,  we  consider  a minimal 
anabolic  response.  These  results  which  were 
obtained  at  a steroid  dosage  of  6 mg.  per  day 
were  improved  by  a dosage  increase  to  12 
mg.  per  day.  In  Patient  3,  dosage  increase 
was  associated  with  an  increase  in  nitrogen 
balance  of  plus  6.3  Gm.  per  day,  which 
exceeded  the  nitrogen  content  of  the  in- 
creased food  intake  by  2.3  Gm.  per  day,  or 
an  SPAI  of  plus  36.  In  Patient  4,  dosage  in- 
crease was  associated  with  a moderate  in- 
crease (0.4  Gm.  per  day)  in  nitrogen  balance 
despite  a 2-Gm.  per  day  decrease  in  nitrogen 
intake  during  the  test  period — a net  balance 
change  of  plus  2.4  Gm.  per  day,  equivalent  to 
an  SPAI  of  plus  20.  These  are  nutritional 
circumstances  which  could  easily  occur  in 
clinical  usage  of  this  and  other  steroids  and 
which  point  up  the  usefulness  of  our  SPAI 
scoring  procedure  as  a more  realistic  evalua- 
tion of  these  and  other  metabolic  agents. 
On  the  other  hand,  the  range  of  SPAI 
values  obtained  in  4 other  patients  (5 
through  8)  at  the  12-mg.  level  suggests  that, 
depending  on  nutritional  status  of  the 
patient,  this  dosage  may  or  may  not  afford 
any  clinical  advantages  over  the  6-mg.  level. 
This  interpretation  of  our  findings  is  in  accord 
with  the  report  of  Howard  and  Furman.6 

As  might  be  expected  from  the  host  of 
individual,  clinical,  and  biochemical  variants, 
the  scatter  of  SPAI  values  is  high.  Greater 
statistical  homogeneity  could  obviously  be 
achieved  by  additional  assays.  However, 
since  the  factors  responsible  for  this  vari- 
ability will  prevail  in  all  clinical  applications, 
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TABLE  II.  Comparison  of  protein  activity  of  some 
steroids  in  adults 


Steroid 

Num- 
ber of 
Assays 

Dosage 

Range 

(mg. 

Daily) 

Steroid 

Protein 

Activity 

Index 

Testosterone  pro- 
pionate 

12 

10  to  25 

+ 6 

1 9 -N  ortestosterone 

14 

25  to  75 

+9 

N orethandrolone 

10 

30  to  60 

+ 8 

Oxandrolone 

27 

10  to  20 

+ 20 

4-OH  MT 

14 

15  to  45 

+ 11 

Methandrosteno- 

lone 

16 

5 to  30 

+ 16 

Stanozolol 

10 

6 to  12 

+ 29 

Prednisone 

4 

30 

-38 

Prednisolone 

7 

30 

-22 

Triamcinolone 

8 

12  to  24 

-17 

D exame thasone 

4 

2.25 

-12 

it  does  not  seem  unreasonable  to  employ  the 
over-all  average  SPAI  of  plus  29  obtained  in 
these  tests  as  a preliminary  point  of  meta- 
bolic reference.  Comparison  of  the  average 
SPAI  for  stanozolol  with  that  obtained  for 
other  anabolic  steroids,  as  well  as  some 
corticosteroids,  is  shown  in  Table  II.36 
It  is  apparent  from  this  tabulation  that 
stanozolol  is  a potent  anabolic  agent. 

The  laboratory  findings  on  some  clinically 
significant  constituents  of  blood  and  urine 
are  summarized  in  Table  III.  From  the 
differences  shown,  it  is  clear  that  the  ad- 
ministration of  6 or  12  mg.  of  stanozolol 
per  day  for  one  week  was  not  associated  with 
appreciable  changes  in  hemoglobin,  hemato- 
crit, electrolytes,  and  liver  function  tests. 
The  increase  in  transaminase  (plus  11  units) 
is  well  within  the  normal  range  and  was  not 
influenced  by  dosage  of  the  steroid.  Prior 
experience  has  shown  that  the  average 
urinary  nitrogen-creatinine  ratio  falls  with 
improved  protein  utilization.35  The  results 
with  stanozolol  administration  (minus  2.3) 
confirm  the  validity  of  this  criterion.  Dur- 
ing the  course  of  our  assays,  some  increases 
in  body  weight  and  hemoglobin  levels  were 
noted.  However,  because  our  study  periods 
were  relatively  short,  the  improvement 
indicated  by  these  two  parameters  was  not  as 
consistent  as  that  observed  under  conditions 
of  prolonged  stanozolol  medication  by 
Sister  Michael  Marie37  with  27  elderly 
patients,  by  Snow38  in  72  patients  suffering 
from  malnutrition  arising  from  disease  or 
surgical  procedures,  or  by  Burnett39  in  38 
geriatric  mental  patients. 


TABLE  III.  Effect  of  stanozolol  on  some 
constituents  of  blood  and  urine 
(results  represent  the  average  of  13  assays) 


Constituent 

Con- 

trol 

Test 

Dif- 

ference 

Blood: 

Hemoglobin  (Gm. 
per  100  ml.) 

12.7 

12.6 

-0.1 

Hematocrit  (mm.) 

38.6 

38.6 

0 

Sodium  (mEq.  per 
liter) 

149 

151 

+ 2.0 

Potassium  (mEq. 
per  liter) 

4.4 

4.3 

-0.1 

Chlorides  (mEq. 
per  liter) 

93 

92 

-1.0 

Thymol  turbidity 
(units) 

2.6 

2.9 

+ 0.3 

Bilirubin  (mg.  per 
100  ml.) 

0.5 

0.4 

-0.1 

Transaminase 
(SGOT,  units) 

26.0 

37.0 

+ 11.0 

Urine:  Total  nitro- 
gen/creatinine 
ratio 

10.7 

8.4 

-2.3 

In  the  present  investigation  no  clinically 
or  biochemically  detectable  adverse  effects 
were  noted  in  any  of  the  patients  receiving 
stanozolol  under  the  conditions  of  the 
study.  Also,  no  overt  evidence  of  andro- 
genic or  estrogenic  effects  was  observed 
during  therapy  with  this  agent. 

Assays  of  anticorticocatabolic  ac- 
tivity. Having  obtained  preliminary  data 
on  the  anabolic  activity  of  stanozolol,  we 
were  then  in  a position  to  undertake  studies 
of  its  effects  on  the  protein  catabolic  action 
of  prednisone,  triamcinolone,  and  dexa- 
methasone.  The  comparative  negative  ef- 
fect of  these  substances  on  protein  utilization 
in  man,  in  terms  of  the  steroid  protein 
activity  index,  is  shown  in  Table  II.  It 
would  appear  from  these  data  that  from  6 to 
12  mg.  of  stanozolol  would  be  required  to 
offset  the  untoward  effects  of  prednisone  on 
protein  utilization.  After  some  considera- 
tion we  decided  to  employ  the  12-mg.  dose. 
It  was  felt  that  in  this  manner  not  only 
would  the  catabolic  effect  of  the  corticoid 
be  obviated,  but  also  an  anabolic  response 
would  be  assured  for  the  patient. 

Prednisone.  The  corticosteroid,  pred- 
nisone, has  been  widely  employed  clinically 
as  a pharmacologic  and  anti-inflammatory 
agent  in  children40  and  adults. 41  Its  meta- 
bolic effects  in  3 arthritic  patients  were 
studied  in  detail  by  Ward  et  al .,42  who  found 
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Hemoglobin  - gm.  % 
Hematocrit  - 9t, 

Sodium  - mEq/L 
Potassium  - mEq/L 
Chlorides  - mEq/L 
Thymol  Turbidity  - units 
Bilirubin  - mg . % 

Urinary  N/  Creatinine 


15.7 

46.0 

140.0 


8.7 


15.1 

44.5 

144.0 
4.1 

103.0 


15.4 

46.5 
140.0 


15.3 

44.5 

148.0 


98.0 


93.0 


Rx:  Prednisone 

Stanozolol 


NONE 

NONE 


10  mg.  TID 
NONE 


10  mg.  TID 
4 mg.  TID 


10  mg.  TID 
NONE 


Average  Nioogen  Intake 
gms/day 

Average  Daily  Caloric 
Intake 

WEEKS  (PERIODS) 


13.8 

2044 


14.8 

2374 

2 


15.0  13.7 

1954  1879 

3 4 


FIGURE  2.  Diagrammatic  representation  of  the 
general  plan  of  study,  and  a typical  result  of  our 
assays  with  stanozolol  and  prednisone:  patient 
was  a thirty-one-year-old  male  with  multiple  sclero- 
sis, body  weight  72.7  Kg.,  103  per  cent  S. 


! that  milligram  for  milligram  prednisone 
was  at  least  four  to  five  times  as  potent  as 
cortisone  or  hydrocortisone,  both  in  anti- 
i rheumatic  effects  and  in  most  of  the 
metabolic  effects.  Nitrogen  losses  of 
i equivalent  doses  of  prednisone  (20  to  30  mg. 
per  day)  and  hydrocortisone  (120  mg.  per 
day)  were  approximately  the  same.  Clinical 
experience  suggested  that  smaller  doses  of 
; prednisone  (5  to  8 mg.  per  day)  often  do  not 
lead  to  losses  of  nitrogen,  but  may  oc- 
i casionally  do  so,  particularly  in  post- 
i menopausal  women.  These  data  point  to 
individual  variations  in  response  which  may 
be  expected  from  patient  to  patient.  Our 
i experiences  with  metabolic  studies  in  4 
i patients  amply  confirm  this  variability  and 
: reveal  that  nitrogen  losses  may  be  con- 
siderable, especially  during  the  initial  phases 
of  therapy.  The  investigations  on  the  effects 
of  combined  stanozolol  and  prednisone 
therapy  were  prompted  by  this  knowledge. 

A diagrammatic  representation  of  the 
general  plan  of  study  with  a typical  result  is 
given  in  Figure  2.  It  will  be  observed  that 
■ administration  of  prednisone  (30  mg.  per 
day)  was  associated  with  a significant  re- 
duction in  nitrogen  retention.  In  the  sub- 
sequent study  period  the  concurrent  ad- 
ministration of  prednisone  (30  mg.  per  day) 
and  stanozolol  (12  mg.  per  day)  in  the  com- 


bined dosage  ranges  estimated  from  the 
SPAI  data  resulted  in  a marked  increase  in 
body  nitrogen  stores.3  In  the  fourth  period, 
when  corticosteroid  therapy  was  continued 
without  the  anabolic  steroid,  the  fall  in 
nitrogen  balance  of  4.7  Gm.  per  day  placed 
the  patient  in  a state  of  negative  nitrogen 
balance.  It  is  of  interest  to  note  that  the 
change  in  urinary  nitrogen-creatinine  ratios 
varied  inversely  as  the  nitrogen  retention. 
This  phenomenon,  which  occurred  fre- 
quently in  our  assays,  suggests  that  the 
nitrogen  loss  of  corticosteroid  therapy  is 
associated  with  a decrease  in  muscle  mass. 

Results  of  this  and  six  additional  studies  in 
this  series  are  collected  in  Table  IV.  It  will 
be  seen  from  the  values  in  the  last  column 
of  this  table  that  in  Patients  10  and  11,  the 
administration  of  prednisone  at  the 
clinically  recommended  level  was  associated 
with  significant  losses  of  body  nitrogen 
which  were  overcome  in  the  subsequent 
period  when  the  test  anabolic  steroid  was 
administered  concurrently.  In  the  other 
four  studies,  a short  form  of  the  assay  pro- 
cedure was  employed.  Results  show  that  in 
Patients  13,  14,  and  15,  the  well-established 
protein  catabolic  effects  of  prednisone  were 
obviated  successfully  by  the  simultaneous 
administration  of  stanozolol.  In  these 
patients  the  average  SPAI  attained  for  the 
period  of  combined  steroid  therapy  is  plus  33, 
which  compares  favorably  with  the  SPAI 
of  plus  29  for  stanozolol  alone,  and  is  a 
marked  improvement  over  the  SPAI  of 
minus  38  for  prednisone  alone  (Table  II). 
The  single  exception  to  the  positive  response 
of  combined  medication  was  observed  in 
Patient  12,  whose  initial  nitrogen  balance 
was  unusually  high  (plus  6.1  Gm.  per  day). 
Nevertheless,  the  SPAI  for  the  combined 
steroid  period  was  minus  21,  a significantly 
better  metabolic  response  than  that  usually 
obtained  with  prednisone  alone. 

Since  these  encouraging  results  were  ob- 
tained in  studies  of  relatively  short  duration, 
questions  were  raised  regarding  the  nutri- 
tional efficacy  of  anabolic  steroids  in  patients 
who  had  received  corticosteroids  for  long 
periods  of  time.  To  this  end,  a study  was 
done  on  a sixty-three-year-old  female  suf- 
fering from  severe  rheumatoid  arthritis  who 
had  received  intensive  oral  and  parenteral 
adrenal  steroid  therapy  in  various  forms, 
for  example,  cortisone,  hydrocortisone,  pred- 
nisone, and  ACTH,  for  over  six  months 
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TABLE  IV.  Nitrogen  balance  studies  with  stanozolol  and  prednisone  (all  results  given  as  daily  averages  of  each  study  period) 
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prior  to  admission  to  this  hospital.  At  that 
time,  in  addition  to  her  principal  complaint, 
she  was  nutritionally  substandard  (77  per 
cent  S)  and  presented  x-ray  evidence  of 
osteoporosis  in  the  form  of  compression 
fractures  of  several  thoracic  vertebrae. 

During  the  month  prior  to  and  during  the 
three-week  period  of  metabolic  studies 
which  followed,  the  patient  received  orally 
10  mg.  of  prednisone  daily  and  30  units 
weekly  of  ACTH  intramuscularly.  Nitrogen 
balance  measurements  in  the  first  week  of  the 
study  showed  an  average  nitrogen  balance  of 
plus  0.3  Gm.  per  day  and  a fasting  blood 
sugar  of  110  mg.  per  100  ml.  In  the  follow- 
ing week,  when  12  mg.  per  day  of  stanozolol 
were  added  to  her  medication,  the  nitrogen 
balance  increased  to  plus  4.4  Gm.  per  day, 
with  a fasting  blood  sugar  of  90  mg.  per 
100  ml.  Cessation  of  anabolic  steroid 
therapy  in  the  third  week  resulted  in  a fall  of 
nitrogen  balance  to  plus  1.8  Gm.  per  day, 
and  a fasting  blood  sugar  of  105  mg.  per  100 
ml.  It  would  appear  from  this  observation 
that  the  response  to  anabolic  steroid  therapy 
is  not  impaired  by  prolonged  exposure  to 
corticosteroid  medication. 

Triamcinolone.  The  metabolic  effects 
of  prednisone,  triamcinolone,  and  other 
corticoids  have  been  studied  by  Rosen  and 
his  associates.43  The  limited  data  suggest 
that  the  nitrogen  losses  associated  with 
triamcinolone  medication  are  somewhat  less 
than  those  found  with  prednisone,  hydro- 
cortisone, and  ACTH.  Although  triam- 
cinolone has  proved  itself  an  effective  agent 
in  a wide  range  of  clinical  entities,44 
relatively  few  nitrogen  balance  studies  have 
been  reported  by  investigators  other  than 
those  presented  by  us.3  These  have  shown 
that  at  the  recommended  therapeutic  levels 
triamcinolone  is  less  protein  catabolic  (SPAI, 
minus  17)  or  antianabolic  than  prednisone 
(SPAI  minus  38),  (Table  II). 

Our  procedures  employed  in  assessing  the 
protein  anticorticocatabolic  effects  of 
stanozolol  with  reference  to  triamcinolone 
were  identical  with  those  previously  de- 
scribed. It  is  evident  from  the  results 
listed  in  the  last  column  of  Table  V that 
administration  of  stanozolol  concurrently 
with  triamcinolone  served  to  improve  body 
nitrogen  retention  of  Patients  16,  17,  18,  and 
19  significantly.  However,  the  beneficial 
effect  of  the  anabolic  steroid  was  greater 
with  the  6 mg.  per  day  than  with  the  12  mg. 


per  day  dosage  of  triamcinolone.  In 
Patients  20,  21,  and  22,  the  dosage  combina- 
tion of  12  mg.  per  day  of  stanozolol  and  12 
mg.  per  day  of  triamcinolone  was  associated 
with  a decrease  in  nitrogen  retention.  The 
SPAI  values  for  these  patients  were  re- 
spectively minus  9,  minus  12,  and  minus  17. 
Since  an  average  SPAI  of  minus  17  has  been 
found  for  triamcinolone  when  administered 
alone,  it  would  appear  that  only  Patient  22 
failed  to  derive  any  measurable  nutritional 
benefit  from  the  anabolic  steroid.  In  con- 
trast to  the  findings  in  these  3 subjects, 
Patient  23  showed  a marked  improvement 
in  nitrogen  balance  (SPAI,  plus  31)  during 
the  period  of  combined  steroid  therapy. 

Dexamethasone.  A newer  cortico- 
steroid, dexamethasone,  has  been  employed 
extensively  in  the  management  of  many 
clinical  entities.  Because  clinically  dexa- 
methasone has  been  found  to  be  less 
catabolic  than  other  available  corticosteroids, 
it  has  been  used  in  prolonged  inhalation 
treatment  of  severely  asthmatic  children 
with  only  moderate  interference  with  normal 
growth.45  The  relative  protein  catabolic 
manifestations  of  this  corticosteroid  have 
been  quantitated  in  our  laboratories  under 
conditions  of  self-selected  food  intake  and 
were  found  to  be  significantly  less  than  those 
of  either  prednisone  or  triamcinolone  (Table 
II).  However,  studies  by  Ford46  show  that 
under  conditions  of  restricted  food  intake 
the  protein  catabolic  effect  of  dexamethasone 
may  be  as  high  as  that  of  prednisone. 

Results  of  our  studies  on  the  concurrent 
administration  of  stanozolol  and  dexame- 
thasone are  collected  in  Table  VI.  It  will  be 
seen  that  in  all  4 patients  tested,  combined 
steroid  therapy  resulted  in  a significant 
increase  in  nitrogen  retention.  This  is 
evidenced  both  by  the  nitrogen  balance 
changes  and  the  SPAI  values.  The  latter 
range  from  plus  43  to  plus  16,  which  is  to  be 
compared  with  the  average  SPAI  of  minus  12 
obtained  for  dexamethasone  therapy  alone 
(Table  II).  It  would  appear  from  these 
findings  that,  unlike  prednisone  and  tri- 
amcinolone, the  protein  catabolic  effects  of 
2.25  mg.  per  day  of  dexamethasone  could 
be  obviated  by  the  use  of  6 mg.  per  day, 
rather  than  12  mg.  per  day,  of  stanozolol. 
The  practical  implications  of  this  speculation 
require  that  dosage  equivalence  of  these  two 
steroids  be  established  more  firmly  by  addi- 
tional assays. 
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TABLE  V.  Nitrogen  balance  studies  with  stanozolol  and  triamcinolone  (all  results  given  as  daily  averages  of  each  study  period) 
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One  of  the  most  important  metabolic 
actions  of  the  corticosteroids  is  glyconeogen- 
esis,  a fundamentally  protein  catabolic  proc- 
ess in  which  there  is  deamination  of  amino 
acids,  nitrogen  loss,  and  increased  formation 
of  glucose  with  a rise  in  both  liver  glycogen 
and  blood  sugar.  This  hyperglycemic  char- 
acteristic has  been  employed  by  West47  as  a 
criterion  of  the  catabolic  activity  of  natural 
and  synthetic  glucocorticoids.  Considera- 
tion of  these  concepts,  and  our  observations, 
prompted  us  to  measure  fasting  blood  sugar 
and  amino  acids  as  well  as  nitrogen  balance 
during  the  course  of  the  studies  on  combined 
stanozolol  and  corticosteroid  therapy.  Lo- 
gistics restricted  this  undertaking  to  triam- 
cinolone. Our  findings  amply  confirm  the 
results  of  West,  namely,  with  triamcinolone 
administration  the  fasting  blood  sugar  in  8 
patients  increased  an  average  of  26  per  cent. 
This  increment  persisted  from  the  first  day 
through  the  course  of  medication  (four  to 
ten  days)  but  was  not  clearly  related  to 
dosage,  which  varied  from  12  to  32  mg.  per 
day.  When  12  mg.  of  the  anabolic  steroid 
was  added  to  the  triamcinolone  therapy  (12 
mg.  per  day),  the  hyperglycemic  action  was 
frequently  reduced  significantly,  or  com- 
pletely overcome.  In  4 other  patients  who 
were  given  stanozolol  and  triamcinolone 
immediately  following  a control  period,  the 
fasting  blood  sugar  remained  the  same  or 
diminished  slightly  from  the  level  found  in 
the  control  period.  In  the  single  study  of 
the  sixty-three-year-old  woman  with  rheu- 
matoid arthritis  who  had  received  protracted 
corticosteroid  therapy,  and  who  during  our 
tests  was  given  prednisone  and  ACTH,  the 
addition  of  stanozolol  was  associated  not 
only  with  an  increase  in  nitrogen  retention, 
but  also  with  a reduction  in  the  fasting  blood 
sugar. 

Examination  of  the  amino  acid  data  ob- 
tained simultaneously  during  these  assays 
reveals,  as  might  be  expected  from  the  bio- 
chemical characteristics  of  the  catabolic 
process,  that  triamcinolone  administration 
was  associated  regularly  with  a reduction  in 
total  plasma  amino  nitrogen  (minus  8 per 
cent)  and  lysine  in  particular  (minus  16  per 
cent)  (P  > 0.05)  and  a reversion  to  control 
values  within  twenty -four  to  forty-eight 
hours  after  addition  of  the  anabolic  steroid 
to  the  therapeutic  program. 
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These  observations,  which  should  be  ex- 
tended to  include  other  corticosteroids  and 
other  anabolic  steroids,  suggest  that  the 
metabolic  action  of  the  anabolic  agent  is  one 
which  inhibits  the  glyconeogenic  action  of 
adrenal  steroids.  In  addition  to  the  purpose 
of  exploring  the  biochemical  mechanisms 
involved,  these  measurements  were  under- 
taken in  the  hope  that  a more  convenient 
assay  procedure  for  the  protein  metabolic 
effect  of  steroids  might  be  developed.  Al- 
though the  present  results  are  promising,  the 
need  for  more  intensive  research  in  this  area 
is  apparent. 

Summary 

Although  the  clinical  usefulness  of  anabolic 
steroids  has  been  defined  by  others,  there 
remains  the  need  to  quantitate  their  effects 
under  prevailing  conditions  of  application. 
This  is  especially  true  of  the  newer  synthetic 
steroids  of  low  androgenic-high  anabolic  ac- 
tivity. In  the  present  studies,  stanozolol 
was  found  orally  to  possess  a relatively  high 
steroid  protein  activity  index  (SPAI)  to 
dosage  ratio  in  8 nutritionally  substandard 
patients.  Biochemical  tests  performed  dur- 
ing these  evaluations  showed  that  admin- 
istration of  6 to  12  mg.  per  day  of  the  steroid 
had  no  untoward  effect  on  electrolyte  balance 
or  liver  function  in  terms  of  commonly  em- 
ployed criteria. 

Trials  with  the  oral  administration  of 
stanozolol  in  8 patients  receiving  30  mg.  per 
day  of  prednisone,  in  8 patients  receiving  12 
to  24  mg.  per  day  of  triamcinolone,  and  in  4 
patients  receiving  2.25  mg.  per  day  of  dexa- 
methasone  demonstrated  that  stanozolol  also 
possesses  a marked  anticorticocatabolic  ac- 
tivity. This  was  characterized  not  only  by 
its  positive  action  on  nitrogen  retention,  but 
also  by  its  normalizing  effects  on  blood  sugar 
and  amino  acid  levels.  The  sum  total  of 
the  reported  metabolic  observations  suggests 
that  the  use  of  stanozolol  and  other  com- 
mercially available  anabolic  steroids  should 
prove  clinically  beneficial  in  circumstances 
requiring  prolonged  or  intensive  cortico- 
steroid medication. 
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Aid  in  discovering  food  poisoning 


A new  means  of  detecting  staphylococcal 
poisoning  in  food  was  announced  recently  by 
the  Food  and  Drug  Administration.  For  the 
first  time  this  will  permit  the  identification  in 
food  of  the  specific  staphylococcal  toxin  which 
is  responsible  for  most  of  the  food  poisoning 
outbreaks  in  the  United  States. 

Developed  over  the  past  fifteen  years,  the 
method  will  save  health  officials  from  de- 
pendence on  often  vague  epidemiologic  evidence 
during  food  poisoning  outbreaks  and  the  use  of 
expensive  animals  in  tests  which  are  often  un- 
reliable. The  Food  and  Drug  Administration 
said  the  method  is  scientifically  accurate  and  will 
ease  the  job  of  tracking  down  the  sources  of 
food  poisoning. 

The  new  test  employs  a serologic  method. 
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Minute  quantities  of  staphylococcal  poison  in 
food  are  detected  through  use  of  its  antibody. 
The  agency’s  scientists  first  demonstrated 
that  nearly  all  food  poisoning  cases  result  from 
type  A toxin  produced  by  staphylococci  bac- 
teria. Once  this  was  done,  F.D.A.  scientists 
applied  a method  known  as  the  “gel  double  dif- 
fusion test”  to  detect  and  identify  the  poison. 
Minute  quantities  can  be  detected.  The  food 
sample  being  examined  is  placed  in  an  electric 
blender  and  turned  into  a uniform  mash.  A 
special  column — a glass  tube  containing  certain 
chemicals — is  used  to  separate  the  toxin  from 
the  food  parts.  The  toxin  is  then  removed  from 
the  chemical  and  concentrated. 

Samples  of  the  toxin  and  of  an  antitoxin  are 
applied  to  a gel  medium  into  which  they  are 
diffused.  When  they  meet,  a line  is  formed. 
The  characteristics  of  this  line  matched  against 
a known  reference  line  enable  the  bacteriologist 
to  make  a positive  identification. 
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X he  brilliant  research  which  pro- 
duced cortisone  and  introduced  it  to  the 
treatment  of  rheumatoid  arthritis1  did  not 
solve  the  problem  of  controlling  the  disease. 
Cortisone  analogues  (the  more  commonly 
used  being  hydrocortisone,  prednisone, 
methylprednisolone,  triamcinolone,  dexa- 
methasone,  and  fluprednisolone)  tailored 
the  corticosteroids  to  a greater  practicality 
by  reducing  the  extent  of  some  of  the  more 
florid  undesirable  physiologic  actions. 
However,  to  the  difficulties  of  the  steroid- 
induced  peptic  ulcers,  the  Cushingoid  syn- 
drome, the  psychiatric  complications,  and 
the  “cortisone  failures,”  has  been  added  the 
relationship  of  corticosteroid  therapy  to 
the  apparently  more  frequent  mesenchymal 
(connective-tissue)  pathologic  conditions, 
particularly  diffuse  vasculitis  and  the 
exacerbation  syndromes. 2 3 Therefore, 
other  available  modes  of  treatment  must  be 
utilized. 

The  patient  clamoring  for  relief  from 
pain  and  disability  is  often  impatient  and 
usually  understandably  so.  The  average 
practitioner  is  often  too  busy  and/or  too 
fearful  of  losing  the  patient  to  spend  time 
educating  the  rheumatoid  sufferer,  ob- 
taining his  confidence,  and  suffering  with 
him  through  the  vicissitudes  of  therapy 
toward  a practical  goal,  which  so  often 
cannot  be  complete  remission  of  the  disease. 


The  path  of  least  resistance  lies  along  the 
primrose  path  which  is  paved  with  cortisone. 
Treating  rheumatoid  arthritis  without  corti- 
costeroids can  be  very  trying,  but  an  honest 
attempt  to  do  so  always  should  be  made, 
for  along  this  way  the  ultimate  reward  is 
a healthier  patient. 

Most  articles  dealing  with  the  treatment 
of  rheumatoid  arthritis  are  limited  to 
experiences  with  one  modality.  Indeed, 
many  report  experiences  only  with  a par- 
ticular cortisone  analogue.  The  problems 
of  the  office  management  of  45  patients 
with  rheumatoid  arthritis  is  the  basis  of  this 
article.  In  all  of  these  patients,  general 
measures  and  salicylates  did  not  produce 
sufficient  improvement,  and  other  methods 
had  to  be  introduced. 

Plans  of  treatment 

General  considerations.  In  general, 
all  patients  are  instructed  in  the  correct  use 
and  restrictions  of  use  of  their  joints;  are 
provided  available  and  necessary  physical 
therapy;  orthopedic  corrections  and  appli- 
ances are  considered;  dietary  advice  is 
given;  and  they  are  warned  about  the  use 
and  abuse  of  drugs.  Space  does  not  allow 
for  detailed  discussion  of  these  facets,  nor 
of  recent  advances  in  reconstructive  sur- 
gery in  arthritis. 

The  vagaries  of  rheumatoid  arthritis  are 
outlined  and  patients  are  made  to  realize 
the  disease  rarely  flows  evenly.  They  are 
advised  that  their  best  method  of  “getting 
along”  with  the  arthritis  is  to  accept  some 
degree  of  discomfort  so  that  a compromise 
is  reached  where  a patient  lives  a useful 
life  under  the  least  possible  amount  of  anti- 
rheumatic medication.  At  all  times  the 
patient  must  be  encouraged.  The  physi- 
cian caring  for  a patient  with  rheumatoid 
arthritis  must  be  somewhat  of  a psychia- 
trist as  well  as  a dispenser  of  drugs. 

The  salicylates  are  the  most  useful  drugs 
in  rheumatoid  arthritis.4  Despite  recent 
reports  about  salicylate  toxicity,5  particu- 
larly in  initiating  gastrointestinal  bleeding, 
there  still  remains  no  doubt  that  com- 
pared with  other  drugs,  their  dangers  are 
minimal.  The  most  frequently  employed 
salicylate,  of  course,  is  acetylsalicylic  acid, 
or  aspirin,  and  10  grains  four  times  a day 
is  the  usual  regimen.  Each  new  patient  is 
urged  to  undertake  a trial  of  general 
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OFFICE  MANAGEMENT  of  rheumatoid  ar- 
thritis consists  first  of  general  therapeutic 
measures  and  salicylates;  however , addi- 
tional treatment  is  often  necessary.  Of  29 
patients  treated  with  corticosteroids , 16 

derived  considerable  benefit;  9 patients  de- 
veloped serious  toxicity  but  were  able  to 
continue  treatment.  Of  26  patients  treated 
with  gold  salts,  striking  therapeutic  grade 
response  occurred  in  10  and  gold  toxicity  in 
8.  Of  14  patients  treated  with  phenyl- 
butazone, only  2 improved;  the  drug,  however, 
fills  a needed  gap  between  corticosteroids  and 
gold  salts.  Of  10  patients  treated  with 
antimalarial  drugs,  only  1 was  benefited, 
and  there  was  high  toxicity. 


measures,  plus  salicylates  to  the  point  of 
tolerance. 

Under  special  circumstances  there  will  be 
exceptions  to  an  initial  extended  trial  of 
these  measures  alone.  For  example,  a 
bedridden,  chronically  crippled  arthritic 
person  is  not  likely  to  derive  much  benefit 
from  them,  and  there  should  be  little  hesita- 
tion about  adding  corticosteroids.  Con- 
comitant conditions  will  prohibit  using 
certain  drugs,  as  an  active  peptic  ulcer 
almost  always  precludes  employing  corti- 
costeroids or  phenylbutazone  (Butazolidin), 
and  psoriasis  is  apt  to  flare  up  under 
phenylbutazone  treatment. 

Specific  methods.  Chrysotherapy  (solu- 
ble gold  salts) . Under  a wide  rule  of  thumb, 
patients  with  active  rheumatoid  arthritis 
where  the  disease  is  present  less  than  two 
years  have  the  best  chance  of  benefiting 
from  chrysotherapy.  There  is  little  or  no 
value  to  a course  of  gold  salts  in  the  chronic, 
long-standing  cases  where  extensive  joint 
destruction  has  developed. 

The  fear  of  gold  toxicity  has  been  exagger- 
ated and  stems  from  indiscriminate  use. 
Utilized  carefully,  toxicity  is  compara- 
tively infrequent  and  when  it  appears  is 
noted  and  counteracted  quickly  with  corti- 
costeroids or  BAL  (British  anti-lewisite). 
The  patient  is  warned  in  advance  to  report 
immediately  any  untoward  sign  or  symp- 
tom, especially  pruritus,  a generalized 
exanthem  or  enanthemas,  purpura,  sore 
throat  and  fever,  abdominal  pain,  and 
hematuria.  Before  each  gold  injection  the 
patient  is  questioned  regarding  toxicity,  is 
examined,  and  a complete  blood  count  and 
urinalysis  performed.  Appearance  of  leu- 
kopenia, thrombopenia,  or  eosinophilia 
signals  possible  disaster  and  calls  for  im- 
mediate cessation  of  gold  injections. 

The  route  of  gold  salt  treatment  is  intra- 
muscular, and  the  course  begins  with 
weekly  injections  of  10  mg.  In  this  office 
the  water-soluble  gold  sodium  thiomalate 
salt  (Myochrisine)  is  used,  since  it  is 
easily  and  painlessly  administered.  By 
the  week,  the  injections  successively  are  10, 
10,  12.5,  15,  15,  20,  25,  25,  25,  25,  50,  and 
continue  at  50  mg.  weekly.  If  definite 
improvement  occurs,  the  weekly  injections 
are  continued  until  maximum  benefit  is 
attained,  and  then  treatments  are  given 
every  two  weeks  and  eventually  every 
three  for  an  indefinite  period.  Four-week 


intervals  was  the  previous  goal,  but  my  ex- 
perience has  been  that  better  control  is 
possible  through  spacing  the  intervals  no 
longer  than  three  weeks.  If  no  distinct 
improvement  is  obtained,  it  is  useless  to 
carry  treatment  with  gold  beyond  a total  of 
1,000  mg.  Parenthetically,  if  after  a very 
few  injections  there  is  sudden  dramatic 
improvement,  it  is  well  to  be  on  guard  for 
the  appearance  of  severe  toxicity. 

In  the  event  of  failure  of  chrysotherapy, 
the  choice  lies  among  the  antimalarial 
agents  (chloroquine  and  hydroxychloro- 
quine), phenylbutazone,  and  corticosteroids. 
My  experience  with  the  antimalarial  agents, 
is  small  and  unsuccessful,  and  I have 
limited  its  trial  to  mild  cases.  Further- 
more, there  are  recent  reports  of  permanent 
eye  damage  resulting  from  their  use.6 

Phenylbutazone.  Phenylbutazone  has 
been  reported  favorably  in  long-term  follow- 
up of  rheumatoid  arthritis.7  While  it  is 
distinctly  less  effective  in  peripheral  rheu- 
matoid arthritis  than  in  rheumatoid  spondy- 
litis, under  suitable  circumstances  it  de- 
serves a trial.  As  with  gold,  one  must  be 
constantly  alert  for  toxicity,  such  as 
dermatitis,  gastrointestinal  bleeding  (which 
may  be  exsanguinating),  anemia,  edema, 
and  leukopenia.  Even  more  so  than  with 
the  corticosteroids,  a history  of  peptic  ulcer 
is  a total  contraindication  to  using  phenyl- 
butazone. 

When  prescribed,  the  drug  is  given  orally 
100  mg.  four  times  per  day  for  three  days 
and  then  three  times  a day.  If  there  is  no 
striking  benefit  after  ten  days,  phenylbuta- 
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zone  should  be  discontinued.  If  improve- 
ment is  gratifying,  a maintenance  dose  of 
300  mg.  daily  or  less  is  desirable.  Under 
long-term  therapy,  periodic  blood  counts  are 
necessary. 

Corticosteroids.  There  are  times  when 
corticosteroids  must  be  employed,  and 
failure  of  other  medications  is  one  of  them. 
The  physician  should  choose  a preparation 
with  which  he  is  familiar  and  which,  in 
his  experience,  has  given  best  results.  I 
have  found  prednisone  as  good  as  any  and, 
incidentally,  low  in  cost.  Methylpredniso- 
lone  is  as  satisfactory  as  prednisone  but 
costlier.  Occasionally,  after  long-term  use, 
a tolerance  seems  to  be  established  in  some 
instances,  and  a switch  to  another  corti- 
costeroid may  be  beneficial. 

The  goal  in  treatment  with  corticosteroids 
is  to  reach  as  low  a maintenance  level  as  is 
consistent  with  having  the  patient  lead  a use- 
ful life  and  keeping  the  undesirable  actions  at 
a minimum.  Utilizing  large  doses  to  allevi- 
ate the  clinical  symptoms  completely  defeats 
its  purpose  in  the  end.  It  has  been  demon- 
strated that  despite  corticosteroid  therapy, 
the  ravages  of  rheumatoid  arthritis  pro- 
ceed inexorably  on  their  destructive  course.8 
Persistence  of  high  corticosteroid  dosage 
aids  and  abets  the  appearance  and  aggrava- 
tion of  undesirable  physiologic  overactivity, 
such  as  osteoporosis  and  vertebral  collapse, 
peptic  ulcer,  glycosuria,  psychiatric  dis- 
turbances, and  diffuse  vasculitis.2-3 

Beginning  treatment  with  large  doses  such 
as  30  to  40  mg.  of  prednisone  daily  usually 
creates  an  excellent  response,  but  disap- 
pointment is  great  when  symptoms  re- 
appear as  lower  dosage  levels  are  reached. 
A more  rational  plan  is  to  start  with  5 mg. 
three  times  a day.  After  maximum  im- 
provement is  reached,  a slow  reduction  by 
1 mg.  every  five  to  seven  days  is  practiced 
until  a maintenance  level  is  attained.  This 
is  usually  between  5 and  10  mg.  daily  in 
divided  doses.  It  is  well  not  to  administer 
the  last  portion  too  late  in  the  evening, 
since  this  may  produce  restlessness  and 
insomnia.  It  should  be  understood  that 
this  regimen  is  not  ironclad.  Each  case 
must  be  judged  by  its  severity  and  ac- 
companying features  in  deciding  the  proper 
initial  dose. 

Frequent  visits  are  important  early  in  the 
course  of  treatment,  but  when  maintenance 
is  reached  an  office  visit  once  every  four  to 


six  weeks  is  usually  sufficient.  At  each 
visit  a physical  examination  is  performed, 
the  patient  is  weighed,  and  the  urine  ex- 
amined. Gastrointestinal  symptoms  are 
carefully  inquired  into,  and  as  an  aid  in 
preventing  the  development  of  a peptic 
ulcer,  an  antacid  should  be  taken  with  the 
corticosteroid.  Since  cortisone  and  hydro- 
cortisone have  been  supplanted  by  the 
newer  corticosteroids,  strict  salt  restriction 
is  not  necessary.  I have  encountered  no  diffi- 
culties with  potassium  loss  under  long-term 
low-maintenance  therapy.  On  occasion, 
triamcinolone  may  be  the  drug  of  choice. 
In  psoriasis  associated  with  rheumatoid 
arthritis  the  skin  condition  responds  more 
effectively  to  triamcinolone;  and  in  over- 
weight patients  it  may  be  more  valuable, 
although  its  propensity  to  produce  severe 
muscle  weakness  must  be  considered.  This 
latter  effect  occurs  more  frequently  in  males. 
If  appetite  stimulation  is  needed,  dexa- 
methasone  may  be  useful.  Weight  gain 
should  be  avoided  as  generally  undesirable 
and  as  increasing  the  hazard  of  glycosuria. 

It  is  inadvisable  to  discontinue  corti- 
costeroid therapy  abruptly  since  such  action 
usually  will  initiate  severe  headache, 
nausea,  vomiting,  restlessness,  malaise, 
severe  arthralgias  and  myalgias,  and  even 
shock.9  Under  conditions  of  stress,  such 
as  operation,  corticosteroids  not  only  must 
be  continued,  but  also  increased,  and  hydro 
cortisone,  the  “natural  corticosteroid,” 
is  preferred. 

Considerable  controversy  exists  over  the 
use  of  ACTH  (adrenocorticotrophic  hor- 
mone). Some  believe  that  injections 
of  ACTH  are  preferable  to  oral  corticoster- 
oids, or  at  least  such  injections  should  be 
given  approximately  every  ten  days  along 
with  corticosteroids  to  provide  a stimulus 
to  the  atrophic  adrenal  cortex.10  Others 
are  of  the  opinion  that  such  injections  are  of 
no  practical  value.11  In  my  experience, 
patients  have  been  reluctant  to  undergo 
several  injections  weekly  when  they  can 
employ  an  oral  substitute.  In  addition,  I 
have  not  discovered  any  benefit  by  adding 
ACTH  to  a corticosteroid  regimen,  nor  any 
disadvantage  ensuing  through  its  lack. 

Aspiration  of  rheumatoid  joints  and  the 
intra-articular  instillation  of  corticosteroids 
was  employed  when  practical,  usually  in 
the  larger  joints.  Such  treatment  can  be 
very  helpful  and  may  allow  the  systemic 
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TABLE  I.  Periods  of  corticosteroid  medication 


Number  of  Years 

Number  of  Patients 

Under  1 

2 

1 to  2 

5 

2 to  5 

12 

5 to  10 

6 

Over  10 

3 

dose  of  corticosteroids  to  be  lowered. 
While  such  local  therapy  is  valuable,  cau- 
tion is  necessary  since  it  has  been  reported 
that  too -frequent  intra-articular  injection 
may  result  in  a disorganized  joint.  How- 
ever, Hollander,  Jessar,  and  Brown12 
point  out  the  risk  of  such  changes  is  less 
than  1 per  cent  and  suggest  periodic  x-ray 
examination  of  joints  subjected  to  repeated 
steroid  injection. 

Results 

Corticosteroids.  Twenty-nine  pa- 
tients were  treated  with  corticosteroid 
drugs,  and  22  are  still  receiving  them. 
Table  I records  the  length  of  time  these 
patients  have  received  corticosteroid  medi- 
cation. 

In  9 instances  serious  undesirable  re- 
actions occurred  and  are  listed  in  Table  II. 
All  9 patients  have  remained  on  one  variety 
or  another  of  corticosteroid.  In  both  in- 
stances of  glycosuria  the  situation  is  con- 
trolled . Substituting  another  corticosteroid 
eliminated  the  edema  and  muscle  weakness. 
The  patients  with  vertebral  collapse  evi- 
denced no  progressive  deterioration,  and 
pain  was  eventually  minimal  after  using 
androgen  hormones.  Under  proper  ther- 
apy the  gastric  ulcer  disappeared  as  proved 
by  x-ray  film  series. 

Among  the  7 patients  discontinuing  corti- 
costeroids, 3 did  so  because  salicylates 
were  found  to  be  sufficient;  and  in  1 com- 
plete remission  occurred,  and  no  treatment 
was  necessary.  Three  patients  left  therapy 
because  of  dissatisfaction  with  the  results. 
All  7 had  received  corticosteroids  under  two 
years. 

The  American  Rheumatism  Association 
classification  for  therapeutic  response,  de- 
spite its  shortcomings,  was  a much-needed 
contribution.13  While  only  four  grades 
are  utilized,  they  are  carefully  categorized, 
and  any  shift  from  one  grade  to  another  is 
highly  significant. 


TABLE  II.  Undesirable  reactions/to  corticosteroid 
medication 


Reaction 

Number  of 
Patients 

Collapsed  vertebrae 

3 

Aggravation  of  diabetes 

1 

Appearance  of  glycosuria 

1 

Edema 

2 

Muscle  weakness 

1 

Gastric  ulcer 

1 

TABLE  III.  Results  of  therapy  with  corticosteroids 

Grade 

Number  of 
Patients 

3 to  2 

20 

2 to  4 

3 

4 (no  change) 

2 

4 to  2 

2 

3 (no  change) 

1 

3 to  1 

1 

Table  III  lists  the  results  of  therapy  with 
corticosteroids  and  includes  the  7 patients 
who  abandoned  such  treatment.  It  is 
important  to  understand  that  these  results 
evolve  from  maintenance  doses,  meaning 
not  more  than  15  mg.  of  prednisone  or  its 
equivalent  in  twenty-four  hours.  Ob- 
viously, larger  levels  of  corticosteroids  would 
produce  greater  symptomatic  relief  but 
with  far  too  great  a hazard. 

It  will  be  noted  that  in  several  instances 
there  was  no  improvement  or  a worsening 
of  the  situation.  However,  this  happened 
over  extended  treatment  periods,  and  with- 
out corticosteroids  pain  would  have  been 
far  more  intense.  In  each  case  the  patient 
refused  to  consider  being  deprived  of  the 
hormones. 

Chrysotherapy.  Twenty-six  patients 
received  a course  of  gold  salts  intramuscu- 
larly. Seven  patients  are  still  receiving 
this  treatment.  Four  of  these  7 demon- 
strated a therapeutic  response  from  grade 
3 to  1,  and  3 changed  from  grade  3 to  2. 
One  patient  received  2,150  mg.  of  gold 
salts,  altered  his  status  from  grade  2 to  1, 
and  discontinued  treatment.  After  nine 
months  there  has  been  no  evidence  of 
relapse.  In  8 instances  treatment  was 
stopped  because  no  benefit  was  obtained. 

The  number  of  milligrams  of  gold  salt  at 
which  distinct  improvement  began  in  each 
of  10  cases  are  as  follows:  150  mg. 
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TABLE  IV.  Doses  causing  toxic  reactions 


Reaction 

Number 

of 

Patients 

Doses  (mg.) 

Dermatitis 

5 

25,  400,  550, 
800,  and 
1,650  re- 
spectively 

Leukopenia 

1 

75 

Microscopic  hematuria 

1 

20 

Hepatitis  and  jaundice 

1 

2,150 

(3  cases);  175;  200  (2  cases);  300;  350; 
400;  and  800  mg.  In  the  last  instance, 
toxicity  (dermatitis)  was  associated  with 
improvement.  The  largest  total  of  gold 
salt  administered  is  4,350  mg.  The  method 
of  intermittent  courses  of  gold  is  not  em- 
ployed in  this  office,  since  it  has  been  found 
that  succeeding  remissions  are  harder  to 
achieve  and  less  successful.  There  seems 
to  be  no  documented  reason  why  chryso- 
therapy  cannot  be  continued  indefinitely 
at  three-  to  four-week  intervals. 

Table  IV  details  the  number  and  type  of 
toxic  reaction  and  the  number  of  milligrams 
at  which  it  was  manifested. 

The  patient  developing  hepatitis  had  pre- 
viously shown  considerable  improvement. 
The  liver  involvement  developed  after 
2,150  mg.  of  gold  salts,  and  it  is  very  possi- 
ble that  an  incidental  viral  hepatitis  had 
appeared.  Nevertheless,  treatment  was 
discontinued  promptly. 

There  is  1 overlapping  case,  a patient 
who  benefited  from  chry  so  therapy,  de- 
veloped dermatitis,  and  recovered.  His 
improvement  was  from  grade  3 to  2,  and 
his  rheumatoid  remission  continued  for 
four  months.  At  that  point,  treatment 
with  gold  salts  was  reinstituted  cautiously, 
with  eventual  improvement  and  no  re- 
currence of  the  dermatitis.  A previous 
leukopenic  reaction  would  have  interdicted 
a repeated  course  of  chrysotherapy. 

Phenylbutazone.  I have  found  phenyl- 
butazone valuable  in  handling  gout,  rheu- 
matoid spondylitis,  degenerative  joint  dis- 
ease (osteoarthritis),  and  nonarticular  rheu- 
matism such  as  shoulder  syndromes.  Un- 
fortunately, I have  had  little  or  no  success 
employing  the  drug  in  rheumatoid  arthritis. 
Fourteen  patients  received  phenylbutazone. 
Twelve  patients  did  not  improve.  In  1 
instance  some  relief  was  evident,  but  the 
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patient  insisted  on  returning  to  corti- 
costeroids. Another  reported  considerable 
improvement  (grade  3 to  1)  but  shortly 
thereafter  a generalized  dermatitis  ap- 
peared. It  must  be  fairly  noted  that  this 
patient  had  severe  psoriasis.  Two  addi-  v| 
tional  patients  developed  a dermatitis.  In 
all  3 cases  the  skin  cleared  without  residue. 
Since  there  are  reputable  reports  in  the 
literature  of  striking  benefits  from  phenyl- 
butazone, it  should  continue  to  receive  a 
fair  trial  as  an  accepted  modality  in 
rheumatoid  arthritis. 

Phenylbutazone  is  not  only  an  analgesic 
but  also  has  distinct  anti-inflammatory 
properties.  It  would  seem  logical  to  ex- 
pect that  other  nonsteroid  preparations 
will  be  found  that  also  will  have  a good 
anti-inflammatory  effect  but  without  the 
toxicity  of  phenylbutazone  or  drugs  of 
similar  chemical  origins.  A recent  article 
reports  preclinical  encouraging  trials  with 
an  anthranilic  acid  derivative,  flufenamic 
acid,  an  anti-inflammatory  agent  with 
little  or  no  toxicity.14  Research  along  simi- 
lar lines  undoubtedly  is  being  pursued. 

Antimalarial  agents.  Ten  patients 
received  a trial  of  antimalarial  drugs, 
chloroquine  and  hydroxychloroquine.  The 
minimum  course  of  treatment  was  to  be  six 
weeks.  In  only  1 patient  was  there  im- 
provement, the  grade  changing  from  2 to 
1.  Toxicity  was  high.  Five  patients  de- 
veloped a generalized  dermatitis,  which  in 
1 instance  did  not  clear  for  three  months. 

In  4 patients,  gastrointestinal  symptoms  j 
appeared  early  and  treatment  could  not  be 
resumed.  Therefore,  because  of  toxicity 
or  lack  of  improvement,  the  antimalarial 
drugs  failed  9 out  of  10  times. 

Summary 

Systematic  employment  of  general  thera- 
peutic measures  plus  the  use  of  salicylates 
is  the  first  line  of  attack  in  rheumatoid 
arthritis.  When  this  has  failed,  one  may 
add  gold  salts,  phenylbutazone,  anti- 
malarial agents,  or  corticosteroids  to  the 
general  treatment.  Reviewing  the  results 
of  this  study,  the  majority  of  patients  will 
need  chrysotherapy  or  corticosteroids. 

Twenty -nine  patients  received  corticoster- 
oid drugs.  Of  this  number,  16  derived 
considerable  benefit  as  noted  by  the  change 
in  therapeutic  grade  response.  Three 
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patients  were  able  to  discontinue  corti- 
costeroids. Nine  patients  developed  se- 
rious corticosteroid  “toxicity”  but  could 
continue  treatment.  No  instance  of  an 
exacerbation  syndrome  developed. 

Twenty-six  patients  were  treated  with 
gold  salts.  In  10  cases,  striking  thera- 
peutic grade  response  occurred.  In  8 
patients  gold  toxicity  occurred. 

Fourteen  patients  received  phenylbuta- 
zone, and  in  only  2 instances  was  it  bene- 
ficial. However,  it  fills  a needed  gap  be- 
tween corticosteroids  and  gold  salts  and 
should  continue  to  do  so  until  another  non- 
steroid anti-inflammatory  agent  appears 
that  is  less  toxic. 

Antimalarial  drugs  produced  no  benefits, 
and  the  toxicity  noted  in  this  short  study 
plus  the  reports  in  the  literature  do  not 
make  them  drugs  of  choice. 

Conclusion 

A general  broad  outline  is  presented  for 
the  office  management  of  rheumatoid 
arthritis.  A logical,  satisfactory  approach 
is  as  follows: 

General  measures  plus  salicylates  is  the 
first  choice.  If  independently  unsuccessful, 
the  gist  of  this  regimen  is  retained  and  the 
patient  receives  a trial  of  chry  so  therapy, 
phenylbutazone,  or  corticosteroids  depend- 
ing on  the  individual  circumstances. 


Few  aware  of  grievance  committees 

The  public  generally  is  unaware  that  the  med- 
ical profession  polices  itself  for  the  protection  of 
the  public  through  its  grievance  committees, 
Today's  Health  reports. 

Every  year  state  and  county  medical  society 
grievance  committees  investigate  and  act  on 
complaints  against  individual  physicians,  lodged 
by  patients  who  feel  they  have  been  wronged  in 
some  way  by  their  doctor.  The  grievance  com- 
mittees function  on  the  premise  that  the  medical 
profession  has  an  obligation  to  the  public  to 
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honestly  and  fairly  investigate  serious  com- 
plaints. The  physician  is  thus  also  guarded 
against  frivolous  and  unjustified  accusations. 

The  committees  do  not  serve  as  a “trial  court” 
with  powers  of  punishment,  but  are  more  like  a 
grand  jury  which  examines  the  evidence.  They 
either  exonerate  the  accused  or  return  an  in- 
dictment for  action  by  an  appropriate  body 
within  the  profession  or  an  appropriate  agency  of 
government. 

Many  complaints  could  be  avoided  by  a frank 
discussion  between  physician  and  patient,  the 
article  states.  A majority  of  disputes  result 
from  a failure  in  communications. 


April  1,  1964  / New  York  State  Journal  of  Medicine  881 


Study  of  Kidney  Size 
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From  the  Division  of  Medicine, 
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The  recently  described  relationship  of 
renal  lesions  to  polycythemia1-5  raises  the 
question  as  to  whether  or  not  the  kidney 
plays  an  etiologic  role  in  polycythemia  vera. 
During  the  work-up  of  a patient  with  poly- 
cythemia vera,  we  found  the  kidneys  were 
enlarged  without  recognizable  kidney  dis- 
ease. Since  erythropoietin  is  known  to  come 
principally  from  the  kidneys,  it  seemed  ap- 
propriate to  investigate  the  kidney  size  in  a 
number  of  cases  of  polycythemia  vera. 

Clinical  material  and  method 

The  material  consists  of  all  patients  with  a 
clinical  diagnosis  of  polycythemia  vera  seen 
at  Roswell  Park  Memorial  Institute  from 
December,  1927,  to  March,  1960,  with  a 
hematocrit  greater  than  50,  an  erythrocyto- 
sis  of  at  least  7,000,000  per  cubic  milli- 
meter, or  a hemoglobin  of  over  17  Gm.  per 
100  ml.,  usually  with  splenomegaly,  and 
in  whom  no  disease  causing  chronic  hypoxia 
was  discovered. 

There  were  24  such  patients  (Table  I). 
Pyelograms  or  films  of  the  abdomen  were 
available  in  13  of  these  patients.  All 
films  were  taken  at  a standard  40 -inch  focal 
film  distance.  A radiologist  aided  in  out- 
lining the  kidney  shadows.  The  kidney 
areas  were  determined  by  use  of  the  formula 


for  an  ellipse  (ir  X 1/2  length  X l/2  width) 
and  checked  with  a planimeter.  Good  agree- 
ment between  the  two  methods  was  obtained 
(Table  II).  Normal  values  by  this  method 
have  been  established  by  Moell,6  and  are 
included  in  Table  II. 

Results 

The  salient  clinical  features  of  the  24 
cases  of  polycythemia  vera  are  summarized 
in  Table  I.  The  ages  of  the  patients  ranged 
from  forty  to  seventy-eight  years,  with  an 
average  of  62.5  years.  There  were  12  males 
and  12  females.  Twenty -one  patients  (87 
per  cent)  had  leukocytosis  (white  blood  cell 
count  of  10,000  per  cubic  millimeter  or 
more),  and,  of  these,  2 patients  had  white 
blood  cell  counts  above  50,000.  Only  3 pa- 
tients (13  per  cent)  had  white  blood  cell 
counts  of  less  than  10,000.  The  red  blood 
cell  count  ranged  from  4.9  to  12.6  times  106 
per  cubic  millimeter,  with  an  average 
erythrocyte  level  of  7.62  times  106  per  cubic 
millimeter.  The  spleen  was  palpable  in  20 
patients  (83  per  cent),  and  hypertension 
(systolic  pressure  greater  than  150  mm.  Hg 
and/or  diastolic  pressure  greater  than  90 
mm.  Hg)  was  present  in  14  of  19  cases  (74 
per  cent)  in  which  the  blood  pressure  was 
recorded.  The  average  nonprotein  nitrogen 
was  43.1  mg.  per  100  ml.  with  a range  of  21 
to  63  mg.  per  100  ml.  Seven  patients  (29  per 
cent)  had  proteinuria. 

Of  the  patients  whose  abdominal  films 
were  available,  6 were  male  and  7 female. 
Four  cases  (31  per  cent)  demonstrated  total 
kidney  area  enlargement  (Table  II).  Three 
patients  (all  female)  had  kidney  areas 
slightly  below  the  normal  range  (Fig.  1). 
Although  there  was  no  consistent  relation- 
ship between  the  kidney  area  and  the 
erythrocyte  level,  the  3 patients  with  hemato- 
crits of  over  70  per  cent  had  clearly  in- 
creased kidney  areas  (Fig.  2).  Of  the  7 
patients  with  proteinuria,  3 were  found  to 
have  total  kidney  area  enlargement  (Table 

II). 

Comment 

It  is  evident  that  a mechanism  exists,  in 
both  physiologic  and  pathologic  states, 
which  maintains  a constant  total  red  blood 
cell  mass.  Anoxemia  produced  by  various 
causes  has  been  noted  to  produce  erythro- 
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cytosis.  However,  the  effect  of  anoxia  on 
bone  marrow  activity  is  not  direct,  being 
mediated  through  an  erythropoiesis-stimu- 
lating  substance,  erythropoietin,  which  is 
found  in  the  blood.7-10  Experimental  stud- 
ies have  shown  that  the  site  of  production 
of  this  substance  is  not  myeloid  tissue.9  It 
would  appear  from  both  clinical  and  experi- 
mental data  that  the  kidney  is  an  important 
and  perhaps  the  predominant  site  of  erythro- 
poietin production.1-4-511  The  site  within 
the  kidney  of  erythropoietin  production  is 
controversial.  Although  the  glomeruli  of 
patients  with  cyanotic  heart  disease  are  en- 
larged, no  such  glomerular  enlargement  was 
noted  in  polycythemia  vera.12  Osnes13 
proposed  the  juxtaglomerular  apparatus  as 
the  site  of  erythropoietin  production,  but 
Nixon  et  a/.14  felt  the  tubular  epithelium  to 
be  the  more  likely  site. 

Evidence  that  erythropoietin  levels  of 
plasma  are  increased  in  some  patients  with 
polycythemia  vera  as  well  as  secondary  poly- 
cythemia has  been  presented,15-16  but  these 
results  have  not  been  confirmed,17  and  Van 
Dyke18  failed  to  find  erythropoietin  in  either 
the  plasma  or  urine  of  a number  of  patients 
with  polycythemia  vera  or  secondary  poly- 


a  STUDY  WAS  made  of  24  patients  with 
polycythemia  vera  of  whom  13  had  x-ray 
films  from  which  kidney  size  could  be  de- 
termined. Four  (31  per  cent ) demonstrated 
total  kidney  area  enlargement;  there  was  no 
general  correlation  between  severity  of  poly- 
cythemia and  kidney  size.  The  study  gave 
no  support  for  the  hypothesis  that  hyper- 
trophy of  the  kidney  with  resulting  over- 
secretion of  erythropoietin  may  play  a role 
in  the  etiology  of  polycythemia  vera. 


cythemia.  Since  erythropoietin  apparently 
influences  only  the  erythroid  elements,  it 
would  thus  seem  unlikely  to  be  the  sole 
causative  factor  in  the  production  of  poly- 
cythemia vera  in  which  all  formed  blood  ele- 
ments are  increased.19-20  Although  usually 
erythropoietin  has  not  been  found  increased 
in  the  plasma  of  patients  with  polycythemia 
secondary  to  renal  tumors,  Jones  et  al .21 
found  greatly  elevated  erythropoietin  plasma 
levels  in  2 patients  with  polycythemia 
secondary  to  benign  kidney  diseases,  with 
return  to  normal  levels  along  with  disap- 


TABLE  I.  Clinical  summary  of  24  patients  with  polycythemia  vera,  prior  to  treatment 


Case 

Age 

(Years) 

Sex 

Hyper- 

tension* 

Spleno- 

megaly 

Hemoglobin 
(Gm.  per 
100  ml.) 

Hema- 

tocrit 

✓ Blood  Count  (per  cm.) * 

White  Red  Platelets 

(X103)  (X106)  (X103) 

Nonprotein 
Nitrogen 
(mg.  per 
100  ml.) 

Urine 

Protein 

1 

40 

F 

NRt 

+ 

125  (per 
cent) 
(Salhi) 

•- 

36 

8.64 

2 

70 

F 

+ 

+ 

15.3 

82 

29 

12.6 

59 

39 

3 

62 

M 

— 

+ 

17.7 

51 

12 

6.55  . 

39 

4 

69 

F 

+ 

+ 

20 

82 

15 

11 

52 

5 

66 

M 

NR 

+ 

15.8 

53 

27 

6.5 

54 

+4 

6 

76 

F 

+ 

+ 

19 

45 

9.3 

7.8 

200 

42 

+ 4 

7 

69 

F 

+ 

— 

20.1 

70 

24 

8.3 

15 

(BUN) 

8 

55 

M 

NR 

— 

17.3 

11.5 

6.2 

9 

61 

M 

+ 

+ 

15.7 

69 

10.3 

6.6 

207.5 

44 

10 

68 

F 

+ 

+ 

16 

65 

53 

7.97 

46 

+ 2 

11 

53 

F 

NR 

+ 

17.8 

31 

7.8 

45 

+ 4 

12 

64 

M 

NR 

— 

16.2 

55 

7.2 

6.8 

13 

63 

F 

+ 

— 

17.4 

50 

75 

6.7 

44 

+ 1 

14 

62 

F 

+ 

+ 

19 

69 

10 

9.2 

276 

44 

+ 1 

1 15 

60 

F 

+ 

+ 

17.3 

61 

19.3 

7.6 

508 

42 

16 

49 

M 

+ 

+ 

15.1 

51 

8.3 

8.3 

224 

58 

17 

65 

F 

— 

+ 

17.8 

53 

12.8 

5.95 

502.5 

63 

18 

61 

M 

+ 

+ 

18.5 

63 

14.5 

6.2 

290 

39 

19 

73 

M 

— 

+ 

15.8 

54 

14 

4.9 

216.5 

39 

20 

54 

M 

+ 

+ 

20 

74 

10.1 

8.3 

435 

51 

(BUN) 

21 

65 

M 

— 

+ 

14.5 

49 

43 

7.96 

317.5 

25 

(BUN) 

22 

68 

M 

— 

+ 

16.3 

60 

20 

7.8 

147 

18 

(BUN) 

23 

78 

F 

+ 

+ 

17.6 

60 

11.2 

6.12 

362 . 5 

21 

24 

60 

M 

+ 

+ 

22.3 

74 

21 

8.1 

505 

13 

(BUN) 

+ 3 

* Blood  pressure  150/90  or  over, 
t.  NR  = Blood  pressure  not  recorded. 
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TABLE  II.  Kidney  area  in  patients  with  polycythemia  vera 


Case 

Hemato- 

crit 

Nonprotein 
Nitrogen 
(mg.  per  100  ml.) 

Protein- 

uria 

Right 

Kidney 

Left 

Kidney 

Total  Kidney 
Area  (cm.2) 

Normal  values:  female 

* 

58.1  ±5.3 

61.2  ± 6.4 

119.3  ± 9.7 

68.8 

67.3 

136.1  Pt 

6 

45 

42 

+ 4 

69.2 

71.5 

140.8  F** 

53 

43 

96  P 

7 

70 

15  (BUN) 

52.5 

40.4 

92.8  F 

48.8 

60.8 

109.6  P 

10 

53 

46 

+ 2 

44.9 

56.7 

101.6  F 

92.4 

82.4 

174.8  P 

13 

75 

44 

+ 1 

88.8 

82.7 

171.5  F 

66  P 

15 

61 

42 

66.3  F 

41.4 

45.5 

86.9  P 

17 

53 

63 

42.6 

42 

84.7  F 

54.3 

64.1 

118.4  P 

23 

60 

21 

51.2 

65.8 

117  F 

Normal  values:  male* 

62.8  ±7.1 

66 . 8 ± 7 . 6 

129.6  ±13.8 

58.1 

65 

123.1  P 

16 

51 

38 

60.7 

60.2 

120.9  F 

71.9 

68.8 

140.7  P 

18 

63 

39 

67.9 

64.4 

132.2  F 

67.8 

53.7 

121.5  P 

19 

54 

39 

68 

53.7 

121.7  F 

83.5 

105.9 

189.4  P 

20 

74 

51  (BUN) 

82.8 

100.2 

183  F 

73.8  P 

21 

49 

25  (BUN) 

70.5  F 

139.4 

116.9 

256 . 3 P 

24 

74 

13  (BUN) 

+ 3 

135.8 

124.3 

260.2  F 

* = normal  values  from  Moell.6 
t P = planimeter. 

**  F = formula. 


pearance  of  polycythemia  following  ne- 
phrectomy. Gurney22  reported  elevated 
plasma  erythropoietin  levels  in  2 of  3 pa- 
tients with  polycythemia  secondary  to  renal 
disease.  In  one  of  these  the  tumor  extract 
was  high  in  erythropoietin.  Gardner  and 
Freymann5  and  Hewlett  et  a/.2  have  reported 
increased  levels  within  the  renal  tumor  itself. 

In  cases  of  polycythemia  associated  with 
renal  lesions,  leukocytosis,  thrombocytosis, 
and  splenomegaly  were  noted  in  only  1 in- 
stance, and  this  may  have  been  a case  of 
polycythemia  vera  with  a coincidental 
hypernephroma.1  The  syndrome  of  eryth- 
rocytosis  associated  with  normal  levels  of 
leukocytes  and  platelets  and  normal  arterial 
oxygen  saturation,  in  the  absence  of  spleno- 
megaly, should  alert  one  to  the  possibility 
of  a renal  lesion  resulting  in  an  increased 
production  of  erythropoietin.  The  term 
“erythrocythemia”  is  preferred  for  this 
syndrome  because  the  hematologic  abnor- 


mality is  confined  to  an  overabundance  of 
erythrocytes. 

Lawrence19  reported  the  postmortem  find- 
ings, including  a description  of  the  kidney, 
in  20  cases  of  polycythemia  vera  (ery- 
thremia) (Table  III).  Nephrosclerosis  was 
noted  in  6,  chronic  nephritis  in  2,  and  leu- 
kemic infiltration  in  3.  Four  of  these  pa- 
tients (20  per  cent)  demonstrated  a signifi- 
cantly increased  weight  of  the  kidneys.  No 
consistent  relationship  was  noted  between 
the  renal  pathologic  condition  and  the  in- 
creased weight  of  the  kidneys.  There  is  a 
greater  incidence  of  older  patients,  hyper- 
tension, and  splenomegaly  in  the  present 
series  than  in  the  group  described  by  Law- 
rence.19 This  is  probably  due  to  the  nature 
of  the  selection  of  patients  referred  to  this 
Institute. 

Since  no  reason,  such  as  hydronephrosis, 
polycystic  kidney  disease,  or  renal  tumor  was 
found  clinically  to  explain  the  bilateral  en- 
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FIGURE  1.  Total  kidney  area  of  patients  with 
polycythemia  vera;  4 cases  had  enlarged  kidneys 
and  3 cases,  all  females,  had  kidneys  slightly  below 
normal  range. 


FIGURE  2.  Relation  between  total  kidney  area, 
erythrocyte  level,  and  hematocrit;  3 patients  with 
largest  kidney  area  had  highest  hematocrits,  as 
shown  in  upper  part  of  figure.  No  other  clear 
correlations  noted. 


TABLETIII.  Comparison  of  data  in  the  present 
series  with  that  reported  by  Lawrence19 


Present  Series 

Lawrence19 

Data 

(Per  Cent) 

(Per  Cent) 

Average  age 
Sex  distribu- 

62.5 years 

52  years 

tion 

Male 

50 

57 

F emale 
White  blood 

50 

43 

cell  count 
of  10,000  or 
greater 

87 

74 

White  blood 

cell  count 

greater 
than  50,000 

8 

5 

Splenomegaly 

83 

66 

Hypertension 

Nonprotein 

74 

50 

nitrogen 

Average 

43  mg.  per  100 

46  mg.  per  100 

ml. 

ml. 

Range 

21  to  63  mg. 

26  to  66  mg. 

per  100  ml. 

per  100  ml. 

Total  kidney 

area  en- 

largement 

Postmortem 

31 

kidney  en- 
largement 

20 

largement  of  kidneys  in  4 of  these  patients, 
it  is  possible  that  the  enlargement  was  the 
result  of  hypervolemia  and  increased  blood 
viscosity  associated  with  polycythemia  vera. 

Summary 

In  view  of  a possible  relationship  between 
the  kidney  and  various  types  of  poly- 
cythemias,  a review  of  kidney  size  in  a num- 
ber of  patients  with  polycythemia  vera  is 
reported. 

In  24  cases  of  polycythemia  vera  seen  over 
a thirty -year  period,  13  had  x-ray  films  from 
which  kidney  size  could  be  determined.  Four 
(31  per  cent)  demonstrated  total  kidney  area 
enlargement  without  clinical  evidence  of 
chronic  nephritis,  tumor,  or  polycystic 
disease.  Although  3 of  the  patients  with 
kidney  enlargement  had  the  most  marked 
elevations  of  hematocrit  values,  there  was  no 
general  correlation  between  the  severity  of 
polycythemia  and  the  kidney  size.  Since 
most  of  our  patients  did  not  show  kidney 
enlargement,  there  was  no  support  for  our 
hypothesis  that  hypertrophy  of  the  kidney 
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with  resulting  oversecretion  of  erythro- 
poietin may  play  a role  in  the  etiology  of 
polycythemia  vera. 
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United  States  among  women  fifteen  to  sixty- 
four  years  of  age,  according  to  statisticians  of 
Metropolitan  Life  Insurance  Company.  Only 
cardiovascular  disease  or  cancer  takes  a greater 
toll  of  life. 

Moreover,  little  improvement  has  occurred 
in  the  recent  accident  record  of  women  at  these 
ages.  The  accident  death  rate  has  decreased 
only  fractionally  among  white  women  at  ages 
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fifteen  to  sixty-four  years,  from  19.5  per  100,000 
in  1950-1951  to  19.2  in  1959-1960.  Among 
nonwhite  women,  the  corresponding  reduction 
was  from  30.2  to  28.2  per  100,000. 

Motor  vehicle  accidents  account  for  three 
fifths  of  the  total  accident  mortality  among 
white  women  in  the  age  range  from  fifteen  to 
sixty-four  years.  At  ages  fifteen  to  twenty- 
four,  motor  vehicle  accidents  comprise  80  per 
cent  of  all  fatal  injuries  in  this  group. 

Falls  and  fires  are  other  major  causes  of  acci- 
dental death  among  women.  Next  in  rank  are 
poisoning  by  solids  and  liquids,  drowning,  gas 
poisoning,  and  firearms. 
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a STUDY  WAS  made  of  the  blood  levels  at- 
tained in  14  patients  following  administra- 
tion of  choline  theophyllinate,  aminophylline, 
and  choline  theophyllinate  with  glyceryl 
guaiacolate,  all  in  uncoated  tablet  form.  All 
three  compounds  attained  the  therapeutic 
level  of  0.2  mg.  per  100  cc.  in  approximately 
one-half  hour ; choline  theophyllinate  ap- 
peared to  produce  slightly  higher  theophylline 
blood  levels  during  the  first  postadministra- 
tion hour  than  aminophylline.  A com- 
parison of  the  choline  theophyllinate  with 
glyceryl  guaiacolate  and  a theophylline- 
alcohol  preparation  showed  the  theophylline 
blood  level  to  be  approximately  the  same  at 
one  and  two  hours  after  administration. 


Blood  Levels  Produced 
by  Three  Oral 
Theophylline-Containing 
Preparations 

Double-Blind 
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T heophylline  in  its  various  forms  has 
long  been  a therapeutic  standby.  When 
given  intravenously,  as  theophylline  ethyl- 
enediamine,  it  can  usually  be  relied  on  to 
have  a prompt  broncho-  and  vasodilatory  ef- 
fect. Oral  administration,  however,  is  not 
nearly  so  reliable;  absorption  appears  to 
vary  enormously  from  compound  to  com- 
pound and  even  from  day  to  day  in  the  same 
patient.  The  following  study  is  an  attempt 
to  assay  the  blood  levels  produced  by  three 
oral  theophylline  preparations*:  choline 

theophyllinate  in  a compressed,  noncoated 
tablet  with  glyceryl  guaiacolate  (Bronde- 
con);  choline  theophyllinate  in  a com- 

* Supplied  by  Warner-Lambert  Research  Institute,  the 
research  affiliate  of  Warner-Chilcott  Laboratories,  Morris 
Plains,  New  Jersey. 


pressed,  noncoated  tablet;  and  theophyl- 
line ethylenediamine  in  a compressed  tablet. 
The  authors  were  particularly  interested  in 
the  performance  of  choline  theophyllinate  in 
a noncoated  tablet,  since  it  had  been  demon- 
strated in  a previous  study  to  be  a slowly 
absorbed  compound  when  administered  in 
enteric-coated  tablet  form.1 

Subjects  and  methods 

Fourteen  hospitalized  patients  were  the 
subjects  of  the  study;  they  were  screened 
for  evidence  of  any  disease  process  which 
might  interfere  with  theophylline  absorp- 
tion such  as  congestive  heart  failure,  liver 
damage,  or  gastrointestinal  disorders.  There 
were  12  men  and  2 women;  the  ages  ranged 
from  eighteen  to  seventy-four  years. 

Before  each  test  period  the  patients  fasted 
for  eight  hours;  xanthines  were  excluded 
from  the  diet  for  twenty-four  hours  before 
each  test  dose.  At  least  forty-eight  hours 
intervened  between  the  administration  of  the 
various  preparations. 

On  the  morning  of  the  test,  each  patient 
received  the  equivalent  of  400  mg.  of  theo- 
phylline immediately  after  a “blank  sam- 
ple” was  drawn.  A slow  intravenous  drip  of 
glucose  in  water  was  then  started,  and  sub- 
sequent blood  samples  were  drawn  via  a 
three-way  stopcock  after  thorough  flushing 
of  the  system.  In  7 patients  the  samples 
were  obtained  at  one  and  a half,  three,  five, 
seven,  ten,  fourteen,  and  twenty-four  hours; 
blood  samples  in  the  remainder  were  ob- 
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TABLE  I.  Theophylline  blood  levels*  at  various  time  intervals 


Case 

Time  (Hours) 
5 6 

arationt 

0 

0.5 

1 

1.5 

2 

3 

4 

7 

8 

10 

12 

14 

24 

CTG 

0 

10.1 

7.3 

5.4 

3.9 

3.3 

1.1 

0.3 

1 

CT 

0 

10.3 

9.5 

7.1 

5.8 

3.6 

3.4 

0.4 

TE 

0 

10.3 

7.4 

5.6 

3.5 

2 

0 

CTG 

0 

1.4 

9.7 

5.9 

5 

6 

4.1 

1.3 

2 

CT 

TE 

CTG 

0 

10.1 

6.9 

6 

4.4 

3.4 

2.4 

0.9 

3 

CT 

0 

10.1 

7.7 

6.4 

4.3 

2.8 

1 

0.4 

TE 

0 

9.4 

8.7 

5.5 

8.2 

3.5 

1.9 

0.2 

CTG 

0 

4 

10.9 

8.2 

5.4 

2.9 

1.1 

1.8 

4 

CT 

0 

14.3 

8.9 

7.4 

6.5 

3.9 

3.1 

4.6 

TE 

0 

10 

8.1 

4.6 

5 

0.3 

CTG 

0 

7.4 

11.2 

9.3 

7 

4 

1.9 

0 

5 

CT 

0 

2.6 

4.2 

6 

7 

4.9 

3.9 

0.9 

TE 

0 

8.7 

10.2 

8.7 

6.6 

4.8 

1.7 

0.1 

CTG 

0 

0.3 

3.7 

2.7 

0.5 

0 

6 

CT 

TE 

0 

0.1 

2.1 

7.3 

6 

4.6 

3.9 

1.8 

CTG 

0 

8 

7.9 

6.9 

5.5 

4.4 

1.6 

7 

CT 

0 

8 

6.3 

4.3 

3.2 

1 

2 

1.4 

TE 

0 

9 

7.7 

5.4 

4 

1 

0.4 

CTG 

0 

10.9 

8.6 

7.1 

5.7 

4 

0.5 

3.4 

8 

CT 

0 

2.6 

9.5 

8 

6.7 

5.1 

3.4 

2.8 

TE 

0 

9.2 

7.1 

5.5 

5.2 

2.7 

2.1 

CTG 

0 

11.2 

7.5 

4.1 

2.4 

2 

5 

1.8 

9 

CT 

0 

8.8 

5.7 

3.3 

2.4 

1.3 

1.2 

1.4 

TE 

0 

11.1 

6.4 

5.1 

4.1 

5 

3.9 

CTG 

0 

10.2 

8.9 

9.4 

6.3 

4.2 

4.9 

0.9 

10 

CT 

0 

4.2 

8.6 

6.2 

3.6 

1.4 

0.4 

0.2 

TE 

0 

10.4 

9.2 

9 

6.5 

5.5 

3.9 

3.6 

CTG 

0 

8.3 

7 

4.7 

3.5 

1 

4 

1.2 

11 

CT 

0 

7.5 

8.3 

5.9 

4.8 

1 

7 

1.1 

TE 

0 

5.5 

10.2 

7 

5.1 

3.5 

0.2 

0.2 

CTG 

0 

15.8 

16.4 

15.1 

7.5 

4.4 

2.9 

0.2 

12 

CT 

0 

7.3 

11.7 

11.8 

10.5 

6.4 

4 

0.5 

TE 

0 

2.6 

3.9 

10.3 

7.5 

5.2 

0.9 

CTG 

0 

13.8 

10.4 

9.2 

5.4 

13 

CT 

0 

5.5 

3.9 

2.5 

0.9 

0.9 

0 

TE 

0 

13.9 

11.8 

10.2 

6.9 

7 

5.9 

CTG 

0 

13.4 

13.6 

13.4 

9.6 

7 

3.3 

14 

CT 

0 

14.7 

9.7 

10.1 

4.8 

2.8 

1.1 

TE 

0 

4.3 

8.7 

8.5 

9.7 

6.3 

5.2 

2.6 

* Values  are  expressed  as  micrograms  of  theophylline  per  milliliter  of  blood. 

t CTG  = choline  theophyllinate  with  glyceryl  guaiacolate;  CT  = choline  theophyllinate;  TE  = theophylline  ethylene- 
diamine. 


tained  at  one-half,  one,  two,  four,  six,  eight, 
and  twenty-four  hours. 

The  method  used  for  determining  the  blood 
theophylline  levels  was  that  of  Schack  and 
Waxier,2  as  modified  for  rapid  routine  test- 
ing by  Schluger,  McGinn,  and  Hennessy. 1 

Each  5-ml.  sample  of  whole  citrated  blood 
was  added  to  50  ml.  of  20:1  chloroform- 
isopropyl  alcohol  in  a 4-oz.  glass-stoppered 
square  bottle.  The  bottles  were  set  in  a 
mechanical  shaker  and  agitated  for  a period 
of  three  minutes  (8  shakes  per  second,  3 -inch 
amplitude)  and  then  filtered  through  2 
thicknesses  of  soft  12.5-cm.  filter  paper. 
Forty  milliliters  of  each  filtrate  and  5 ml.  of 
0.1  NaOH  (sodium  hydroxide)  were  placed 
in  250  ml.  Erlenmeyer  flasks  and  agitated 
gently  (1  shake  per  second,  2-inch  ampli- 
tude) for  two  minutes.  Vigorous  agitation 


was  avoided  to  prevent  emulsification. 
Each  mixture  was  poured  into  a 250  ml. 
separatory  funnel,  and,  after  permitting  the 
mixture  to  stand  for  approximately  fifteen 
minutes,  the  lower  layer  was  removed.  The 
upper  layer  was  transferred  to  a 15 -ml. 
centrifuge  tube  and  centrifuged  at  2,000 
rpm  for  fifteen  minutes. 

Three  milliliters  of  the  clear  supernatant 
liquid  were  pipetted  into  quartz  cuvets,  and 
the  optical  density  was  determined  at  277 
microns  in  a Beckman  model  DU  spectro- 
photometer. As  control  solvent  for  100  per 
cent  transmission,  0.1  normal  NaOH  which 
had  been  equilibrated  by  shaking  with  8 vol- 
umes of  the  chloroform-isopropyl  alcohol  was 
used.  Standards  contained  2,  4,  8,  and  16 
micrograms  of  theophylline  per  milliliter  of 
the  solvent-equilibrated  NaOH.  Tablets  of 
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TABLE  II.  Mean  theophylline  blood  level  values* 


Ti»«a  ( T— T y~vi  iv«n  \ 

Preparation 

0 

1 

IV* 

2 

3 

4 

5 

6 

7 

8t 

10 

12 

14 

24 

Choline  theophyllinate  with 
guaiacolate 

glyceryl 

0 

8.7 

11.2 

9.1 

10.4 

7.9 

6 

6 

4.4 

4.4 

2.3 

3.6 

1.9 

1.6 

0.6 

Choline  theophyllinate 

0 

8.1 

9.6 

7.3 

8.7 

6.3 

6.4 

4.8 

3.9 

4.5 

2.3 

3.1 

1.4 

1.9 

0.7 

Aminophylline 

0 

7.2 

7.1 

9 

8.4 

8.4 

7.5 

6.2 

5.8 

5.2 

4.3 

4.4 

3 

1.7 

0.1 

* Values  are  expressed  as  micrograms  of  theophylline  per  milliliter  blood;  each  value  represents  the  mean  of  six  or  more  de- 
terminations. 

t After  the  eighth  hour,  blood  samples  were  taken  at  two-hour  intervals  for  the  next  six  hours,  and  then  at  the  end  of  twenty- 
four  hours. 


choline  theophyllinate 
+ glyceryl  guaiocolate  tablets 


FIGURE  1.  Mean  theophylline  blood  levels  during 
first  four  hours;  each  value  represents  mean  of  six 
or  more  determinations. 


choline  theophyllinate  with  glyceryl  guaia- 
colate,  choline  theophyllinate,  and  amino- 
phylline  were  analyzed,  and  aliquots  of  ex- 
tract prepared  from  these  materials  were 
added  to  whole  blood  for  recovery  studies. 
Recoveries  of  90  ±2  per  cent  were  obtained 
at  levels  of  2,  5,  and  10  micrograms  per  milli- 
liter of  blood  calculated  as  theophylline 
from  the  four  test  materials. 

It  should  be  pointed  out,  however,  that 
in  this  study  a standard  anhydrous  theo- 
phylline with  a molar  extinction  coefficient  of 
11,740  was  used  instead  of  the  previous 
compound  with  a molar  extinction  coefficient 
of  10,200.  The  (D-D0)  value  thus  became 
21.3  instead  of  24.  The  recovery  factor  in 
the  present  study  was  0.903  instead  of  the 
0.910  obtained  previously.  Thus,  to  com- 
pare the  levels  obtained  in  this  study  with 
those  of  1957,  it  was  necessary  to  multiply 
readings  in  the  present  study  by  the  factor  of 
1.15. 

Results 

The  theophylline  blood  levels  obtained  for 
each  patient  at  various  time  intervals  are 
presented  in  Table  I.  The  mean  blood  levels 
are  presented  in  Table  II.  It  should  be 
noted  that,  in  all  cases,  the  zero  or  “blank 
reading”  was  subtracted  from  the  deter- 
minations done  after  the  compounds  were 


TIME  (HOURS) 


FIGURE  2.  Comparison  of  theophylline  blood  lev- 
els in  previous  and  present  studies;  values  are  ex- 
pressed as  micrograms  of  theophylline  per  milli- 
liter of  blood. 


administered.  The  blank  values,  in  general, 
were  in  the  range  expected  with  the  method; 
the  high  preadministration  level  obtained  in 
1 patient  was  due  to  the  inadvertent  simul- 
taneous administration  of  an  azo  dye  which 
evidently  interfered  with  the  colorimetric 
determinations.  The  results  are  valid, 
however,  because  the  zero  reading  was  sub- 
tracted from  the  values  obtained.  When  it 
became  apparent  that  the  twenty-four-hour 
specimens  were  yielding  insignificant  results, 
they  were  discontinued.  Occasionally  nega- 
tive values  were  obtained  after  subtraction 
of  the  blank  value  from  the  levels. 

It  is  apparent  from  the  figures  presented 
in  Table  I and  Figure  1 that  choline  theo- 
phyllinate with  or  without  glyceryl  guaia- 
colate  gave  slightly  higher  blood  levels  than 
theophylline  ethylenediamine  at  thirty  and 
sixty  minutes;  however,  because  of  the  wide 
standard  deviation  and  the  relatively  small 
group,  the  difference  cannot  be  validated 
statistically.  Glyceryl  guaiacolate  did  not 
interfere  with  the  absorption  of  the  choline 
theophyllinate . 

The  absorption  of  choline  theophyllinate 
in  a coated  tablet  as  studied  in  1957  is  com- 
pared with  the  mean  values  obtained  in  the 
present  study  in  Figure  2.  Much  higher 
blood  levels  were  obtained  in  the  present 
study  during  the  first  two  hours  employing 
the  compressed  tablets.  It  is  to  be  remem- 


April  1, 1964  / New  York  State  Journal  of  Medicine  889 


L-j 

p^Alcohol  aqueous  preparation 

—J 

Z 

"««U| 

E — ~ _ 

\ 

1 

r f 
/ 

t 

1 

f ch 

oline  theop 

hy  1 1 i note  w 

ith  glyceryl 

guaiacolate  tablets 

- 

!/ 

- 

7 

- 

°0  1/4  1/2  111/2  2 3 4 


FIGURE  3.  Comparison  of  theophyllinate  blood 
levels  in  previous  and  present  studies.  Values  are 
expressed  as  micrograms  of  theophylline  per  milli- 
liter of  blood. 

bered  that  the  values  from  the  present  study 
were  multiplied  by  the  factor  1.15,  to  com- 
pensate for  the  difference  in  standard  and 
recovery. 

As  may  be  observed  from  Figure  3,  the 
current  values  obtained  with  the  uncoated 
tablets  of  choline  theophyllinate  with  glyc- 
eryl guaiacolate  approximated  those  ob- 
tained with  the  preparation  containing  80 
mg.  of  theophylline,  3 cc.  alcohol  per  15  cc. 
(Elixophyllin)  used  in  the  1957  study.  The 
theophylline  blood  levels  at  one  and  two 
hours  after  administration  were  almost 
identical  for  both  drugs  (11.3  and  11.1  at 
one  hour;  9.8  and  9.9  at  two  hours). 

Comment 

From  the  present  results  it  can  be  inferred 
that  choline  theophyllinate  with  or  with- 
out glyceryl  guaiacolate  is  promptly  ab- 
sorbed orally  at  what  appears  to  be  a slightly 
more  rapid  rate  than  theophylline  ethylene- 
diamine.  If  the  usually  quoted  value  for 
therapeutic  level  of  0.2  mg.  per  100  cc.  is 
accepted,3  then  all  three  compounds  at- 
tained a useful  level  in  one-half  hour, 
and  levels  above  0.2  mg.  per  100  cc.  per- 
sisted for  a period  of  from  ten  to  twelve 
hours. 

Of  particular  interest  is  the  more  rapid 
absorption  of  choline  theophyllinate  in  the 
compressed  tablet  formulation  as  compared 
with  the  coated  pill  previously  studied.  It  is 
apparent  that  the  relatively  slow  absorption 
once  considered  inherent  in  the  compound 
was  the  result  of  the  formulation.  It  may 


also  be  noted  that  despite  the  heavy  doses  of 
theophylline  ingested,  there  were  but  five 
instances  of  gastrointestinal  upset,  three  of 
which  occurred  in  1 patient  who  could  not 
tolerate  theophylline  in  any  form. 


Summary 

A double-blind,  crossover  study  to  deter- 
mine the  blood  levels  attained  following  the 
administration  of  choline  theophyllinate, 
aminophylline,  and  choline  theophyllinate 
with  glyceryl  guaiacolate  all  in  uncoated 
tablet  form  is  presented.  Blood  levels  at- 
tained with  choline  theophyllinate  in  a 
coated  tablet  are  compared  with  the  present 
compressed  formulation.  Choline  theo- 
phyllinate with  and  without  glyceryl  guaia- 
colate is  absorbed  promptly  and  appears  to 
produce  slightly  higher  theophylline  blood 
levels  during  the  first  postadministration 
hour  than  aminophylline;  however,  because 
of  the  wide  standard  deviation  and  the  rela- 
tively small  group,  the  difference  cannot  be 
validated  statistically.  At  the  quoted  value 
for  therapeutic  level  of  0.2  mg.  per  100  cc., 
all  three  compounds  attain  such  a level 
within  approximately  one-half  hour. 

A comparison  of  uncoated  tablets  of 
choline  theophyllinate  with  glyceryl  guaia- 
colate (Brondecon)  and  a theophylline- 
alcohol  preparation  (Elixophyllin)  shows 
the  theophylline  blood  levels  obtained  with 
the  tablets  to  be  approximately  the  same  at 
one  and  two  hours  after  administration  as 
the  levels  obtained  with  the  alcohol  aqueous 
preparation. 
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Asphyxia:  Its  Causes  and  Modern 

Management 

Lee  S.  Binder,  M.D.,  Brooklyn 

Assistant  Professor  of  Anesthesiology, 
State  University  of  New  York  Down- 
state  Medical  Center,  and  Attending 
Anesthesiologist,  Kings  County  Hospi- 
tal Center 

Asphyxia  is  defined  as  any  decrease  in 
S tissue  oxygen  tension  and  any  increase  in 
; tissue  carbon  dioxide  occasioned  by  a 
defect  in  external  respiration.  Therefore, 
there  is  a cause-and-effect  relationship  be- 
tween respiratory  insufficiency  and  asphyxia. 
The  two  go  hand  in  hand  and  may  be 
, classified,  for  the  sake  of  discussion,  into 
4 those  caused  by  hypoventilation  and  those 
caused  by  obstruction.  Hypoventilation 
may  be  due  to  a variety  of  unrelated  causes 
and  includes  such  diverse  origins  as  neuro- 
muscular diseases,  cerebrovascular  accidents, 
diabetic  coma,  ileus,  and  chest  wall  injuries. 
The  principles  of  therapy  in  this  type  of 
asphyxia  embody  treatment  of  the  cause  and 
the  use  of  mechanical  assistance  to  respira- 
tion. 

Obstruction  as  a cause  of  respiratory  in- 
sufficiency may  be  either  mechanical  or 
secretional  and  again  may  be  due  to  a variety 
of  causes.  Secretional  obstruction,  like 
hypoventilation,  may  be  insidious  and  not 
easily  recognized. 

Methods  of  management  of  respiratory  in- 

Presented  at  the  State  University  of  New  York  Downstate 
i Medical  Center  on  November  20,  1962.  This  digest  was 
j prepared  by  the  Brooklyn  Tuberculosis  and  Health  Associa- 
I tion. 

I 


sufficiency  include  the  use  of  mechanical 
ventilators  with  early  use  of  endotracheal 
tubes  or  tracheostomy;  removal  of  secretions 
with  suctioning;  avoidance  of  agents  which 
have  a drying  effect  on  secretions,  such  as 
narcotics,  antihistamines,  and  belladonna- 
like drugs;  and  adequate  hydration  of  these 
patients. 

The  Collapsed  Lung  and  Impaired  Chest 
Wall 

Karl  Karlson,  M.D.,  Brooklyn 

Professor  of  Surgery,  State  University  of 
New  York  Downstate  Medical  Center, 
and  Director  of  Thoracic  Surgery,  Kings 
County  Hospital  Center 

The  basic  principles  in  management  of 
the  collapsed  lung  and  injuries  of  the  chest 
wall  include  the  immediate  provision  of  an 
adequate  airway  and  removal  of  air  and/or 
fluid  or  blood  from  the  thoracic  cavity  by 
needle  aspiration  or  tube  thoracotomy. 

Significant  paradoxical  respiration  usually 
requires  a tracheotomy,  and  if  this  does  not 
restore  adequate  ventilation,  a mechanical 
ventilator  must  be  used.  Minimal  pneu- 
mothorax requires  no  treatment,  but  when  it 
exceeds  20  per  cent,  tube  thoracotomy  to  re- 
expand the  lung  is  used.  If  the  air  leak  per- 
sists beyond  seven  days,  thoracotomy  with 
resection  of  the  bronchopleural  fistula  is 
usually  indicated. 

Hemothorax  is  usually  adequately 
managed  with  thoracotomy  tube  drainage 
which  also  allows  one  to  monitor  the  amount 
of  blood  loss.  Mechanical  ventilators  avail- 
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able  today  allow  one  to  salvage  patients  with 
multiple  rib  fractures  and  chest  wall  injuries 
which  would  have  proved  fatal  a few  years 
ago. 

The  Problem  of  Hemoptysis 

Harold  Jeghers,  M.D.,  Jersey  City,  New 

Jersey 

Professor  and  Chairman  of  the  Depart- 
ment of  Medicine,  Seton  Hall  School  of 
Medicine,  and  Director  of  Medicine, 
Jersey  City  Medical  Center 

(A  summary  of  these  remarks  has  been 
omitted  inasmuch  as  the  material  will  be 
presented  in  a forthcoming  book  written 
by  Dr.  Jeghers.) 

The  Preoperative  Evaluation  of  the 
Cardiac  Patient 

Irving  Kroop,  M.D.,  Brooklyn 

Clinical  Associate  Professor  of  Medicine, 
State  University  of  New  York  Down- 
state  Medical  Center,  and  Attending 
Cardiologist,  Jewish  Hospital  of  Brook- 
lyn and  Jewish  Chronic  Disease  Hospital 
of  Brooklyn 

Experiences  in  open  and  closed  surgery  on 
the  heart  indicate  that  the  reserve  of  the 
diseased  heart  is  considerable  provided  that 
optimum  conditions  for  function  are  main- 
tained. Preoperative  evaluation  of  the 
cardiac  patient  must  include  consideration 
of  the  specific  disease  and  functional  state  of 
the  heart  itself,  as  well  as  such  extracardiac 
factors  as  anxiety,  thyroid  dysfunction, 
diabetes  mellitus,  pulmonary  insufficiency, 
and  electrolyte  imbalance.  Cardiac  patients 
with  electrolyte  abnormalities  are  particu- 
larly susceptible  to  such  complications  as 
arrhythmias,  digitalis  intoxication,  and 
hypotension  during  induction  of  anesthesia. 

Congestive  heart  failure,  severe  or  un- 
stable angina  pectoris,  recent  myocardial 
infarction,  and  the  more  serious  arrhythmias 
represent  absolute  contraindications  to  elec- 
tive surgery  until  they  are  controlled. 
Other  cardiac  abnormalities  such  as  aortic 
valvular  diseases,  atrioventricular  block,  and 
bundle  branch  block  increase  the  surgical 
risk  significantly  and  are  relative  contraindi- 
cations depending  on  the  urgency  of  surgery. 
When  surgery  is  obviously  lifesaving,  there 
are  no  absolute  contraindications,  and  one 
must  simply  attempt  to  obtain  the  maximum 
myocardial  function  possible. 


Pulmonary  Embolism  and  Infarction 
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The  incidence  of  pulmonary  infarction  in 
postpartum  and  postoperative  patients  has 
declined  sharply  since  the  application  of 
early  mobilization;  and  because  of  this, 
fatal  pulmonary  embolism  in  recent  years 
has  become  more  common  in  patients 
treated  by  internists.  We  are  all  familiar 
with  the  conditions  which  predispose  pa- 
tients to  the  development  of  venous  throm- 
boses. They  include  briefly:  congestive 

heart  failure,  venous  insufficiency  of  the 
legs,  stasis  and  inactivity,  hematologic 
factors,  sepsis,  and  occult  carcinomas. 

The  severe  symptoms  of  pulmonary  em- 
bolism are  known  to  all,  but  we  should 
suspect  this  disease  when  such  mild 
symptoms  as  passing  tightness  of  the  chest, 
unexplained  breathlessness,  transient  faint- 
ness, or  even  simple  apprehension  occur. 
Hemoptysis  is  not  encountered  very  fre- 
quently. 

The  physical  signs  of  pulmonary  em- 
bolism should  also  be  familiar  to  all,  and  I 
would  just  mention  among  others  the 
presence  of  rales  at  the  site  of  infarction, 
transient  pleural  friction  rubs,  and  tender- 
ness of  the  chest  wall  over  the  site  of  the 
infarct.  Radiologic  signs  which  should  i 
suggest  the  diagnosis  include  slight  elevation 
of  the  diaphragm  on  one  side,  sudden  en-  ' 
largement  of  the  pulmonary  artery,  small  j 
linear  scars,  and  several  areas  of  density  in  j 
the  lower  lobes.  Other  clinical  findings 
include  a slight  elevation  of  the  serum 
transaminase  occurring  about  the  fourth  day.  j 

The  source  of  embolus  in  47  fatal  cases 
was  studied  and  showed  that  about  one- 
quarter  come  from  the  pelvis,  one-quarter 
from  the  heart,  and  one-third  from  the  j 
lower  extremities.  The  procedure  of  pul- 
monary artery  embolectomy  has  been  per- 
formed successfully  a number  of  times  now 
at  different  centers.  The  procedure  of  pul- 
monary artery  embolectomy  combined  with 
inferior  vena  cava  ligation  or  removal  of  | 
intracardiac  clots  then  theoretically  should 
provide  optimum  therapy  for  a large  per-  j 
centage  of  patients. 
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There  are  many  different  technics  which 
can  be  used  to  ascertain  tuberculin  sensi- 
tivity, but  since  it  is  of  some  help  to  know 
the  degree  of  tuberculin  sensitivity,  one 
should  try  to  use  a measured  dose.  At  pres- 
ent, a measured  dose  can  be  introduced  only 
by  the  Mantoux  method  of  intradermal  test- 
ing, and  one  should  use  a dose  of  0.0001  mg. 
of  purified  protein  derivative  (5  tuberculin 
units).  The  multiple-puncture  technics  do 
not  allow  a uniform  dose  to  be  administered, 
and  it  is  recommended  that  they  be  used 
only  where  tuberculosis  is  not  strongly 
suspected  or  in  screening  programs.  If  the 
reaction  to  the  multiple-puncture  test  is 
negative  or  equivocal  in  a case  where 
tuberculosis  is  strongly  suspected,  then  it 
would  be  best  to  retest  the  individual  using 
a standard  Mantoux  test. 

Antibiotic  Choices  and  Problems  of 
Respiratory  Diseases 
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The  discussion  will  be  limited  to  the  anti- 
biotic management  of  the  acute  bacterial  and 
viral  diseases  and  to  the  management  of 
chronic  bronchitis  and  emphysema.  It 
should  be  stressed  at  the  outset  that  anti- 
biotic therapy  should  be  used  only 
when  there  is  definite  or  at  least  reasonable 
evidence  for  infection,  and  that  every 
effort  must  be  expended  to  obtain  the 
specific  etiologic  agent  and  to  determine  its 
antibiotic  sensitivity  so  that  rational  therapy 
can  be  applied. 

Pneumococcal  pneumonias  are  best 
treated  with  penicillin  or,  if  there  is  hyper- 
sensitivity, with  tetracyclines  or  erythro- 
mycin. Friedlander’s  pneumonia,  although 
it  represents  only  about  1 per  cent  of  all 
1 pneumonias,  is  important  to  mention  be- 
i cause  of  its  rapid  destruction  of  lung  tissue, 
its  high  mortality,  and  the  need  for  specific 
antibiotic  therapy.  Before  culture  results 
and  sensitivities  are  available,  when  Fried- 


lander’s pneumonia  is  suspected  on  the 
basis  of  the  sputum  smear,  it  is  probably 
best  to  treat  with  either  chloramphenicol 
or  tetracycline  plus  streptomycin.  Strepto- 
mycin should  never  be  used  alone  in  this 
disease. 

Staphylococcal  pneumonia  in  some  series 
now  accounts  for  as  much  as  17  per  cent 
of  bacterial  pneumonias  in  hospitalized  pa- 
tients. This  type  of  pneumonia  should  be 
considered  especially  in  patients  with  influ- 
enza or  debilitating  diseases  or  who  have 
been  receiving  steroids.  Early  diagnosis  by 
gram  stain  and  early  institution  of  therapy 
are  essential.  In  treating  this  infection 
one  should  remember  several  points:  It 

causes  rapid  necrosis  of  tissue;  abscess 
cavities  often  require  surgical  drainage; 
therapy  must  be  early,  intense,  and  pro- 
longed; and  specific  sensitivity  studies  of  the 
organism  must  be  obtained.  When  drug- 
sensitivity  studies  are  not  yet  available  it  is 
best  to  start  therapy  with  the  synthetic 
penicillins  or  with  vancomycin,  the  latter 
being  the  drug  of  choice  if  the  organism 
proves  hypersensitive  to  penicillin. 

Viral  pneumonias  are  numerous  and  may 
outnumber  bacterial  pneumonia  three-  to 
tenfold.  The  majority  of  these  pneumonias 
are  mild,  and  the  mortality  rate  is  less  than  1 
per  cent.  Most  patients  get  well  without 
specific  therapy,  and  antibiotics  are  in- 
dicated only  when  there  is  evidence  of 
secondary  bacterial  infection. 

In  chronic  bronchitis  and  emphysema  the 
role  of  infection  in  correlating  with  acute 
episodes  has  not  been  unequivocally  estab- 
lished. Hemophilus  influenzae  and  pneu- 
mococcus have  been  considered  the  main 
bacterial  offenders. 

The  clinical  value  of  long-term  antibiotic 
therapy  is  not  agreed  on  by  all  observers, 
although  most  have  found  alterations  in 
the  bacterial  flora.  In  our  opinion,  the 
most  important  treatment  of  these  patients 
lies  in  measures  other  than  long-term  anti- 
biotic therapy. 

Clinical  Aspects  of  Diffusion  Difficulties 
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Three  large  groups  of  clinical  respiratory 
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disorders  are  now  defined:  those  with  bron- 
chial obstruction  and  ventilation-perfusion 
abnormalities;  a second  group  character- 
ized as  alveolar  hypoventilation;  and  the 
group  to  be  considered  now  in  which  the 
major  abnormality  concerns  diffusion  across 
the  alveolar-capillary  membrane. 

Conditions  which  cause  abnormal  dif- 
fusion are  associated  with  infiltrative  lesions 
of  the  lungs  and  include  such  varied  dis- 
orders as  Boeck’s  sarcoid,  scleroderma, 
carcinomatosis,  radiation  fibrosis,  tuber- 
culosis, berylliosis,  and  pneumoconiosis. 
There  is  also  the  large  group  referred  to 
as  idiopathic  or  Hamman-Rich  type,  and 
diffusion  abnormalities  have  also  been 
found  associated  with  lupus  erythematosus 
and  rheumatoid  arthritis  and  in  patients 
who  have  received  hexamethonium  or  been 
exposed  to  sulfur  dioxide. 

This  group  of  diseases  is  characterized 
physiologically  by  reduced  total  lung  volume, 
absence  of  obstructive  bronchial  disease, 
normal  gas  mixing,  low  diffusion  capacity, 
and  reduced  lung  compliance.  Studies  of 
the  arterial  gases  reveal  some  oxygen 
desaturation  at  rest  which  increases  with 
exercise,  normal  or  low  carbon  dioxide 
tension,  and  normal  pH.  These  patients 
always  hyperventilate,  even  at  rest,  and 
there  is  much  evidence  to  indicate  that  the 
basis  of  this  hyperventilation  lies  in  a paren- 
chymal pulmonary  stimulus  to  respiration. 

The  benefits  from  treatment  of  this 
syndrome  with  steroids  cannot  be  predicted 
in  any  individual,  and  steroids  are  used 
only  when  there  is  definite  disability  or 
there  is  evidence  of  rapid  progression  of  the 
disease. 

The  Management  of  Respiratory  Failure 
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The  occurrence  of  carbon  dioxide  narcosis 
may  be  misdiagnosed  as  being  the  mani- 
festation of  some  other  catastrophe.  This 
syndrome  usually  includes  changes  in  central 
nervous  system  function  such  as  confusion, 
irrational  behavior  or  coma,  and  changes  in 
circulatory  function  seen  initially  as  mild 
hypertension  and  ultimately  as  hypotension. 
One  should  be  especially  suspicious  of  this 
syndrome  in  patients  with  high  carbon 
dioxide-combining  power  and  acid  urine. 


Once  the  acute  problem  has  been  recog- 
nized, the  emergency  treatment  consists  in 
providing  an  adequate  airway,  using  bron- 
choscopy or  tracheostomy  if  necessary,  and 
assisting  ventilation  mechanically.  These 
patients  need  oxygen,  but  one  must  be 
cognizant  of  the  danger  of  providing  oxygen 
without  ventilatory  assistance  since  this  will 
decrease  ventilation  and  cause  further 
carbon  dioxide  retention.  If  the  patient’s 
respiration  has  been  depressed  by  barbitu- 
rates or  other  drugs,  respiratory  stimulants 
may  be  of  benefit.  In  addition,  one  must 
treat  the  elements  of  chronic  respiratory 
disease  with  antibiotics,  bronchodilators,  and 
sputum  liquefiers.  Congestive  heart  failure 
is  often  an  accompanying  problem  and  should 
be  treated  intensively  with  salt  restriction, 
digitalis,  and  a diuretic  such  as  acetazol- 
amide  (Diamox). 

The  Pulmonary  Function  Tests  and 
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In  this  particular  screening  program, 
mobile  units  were  used,  and  each  subject 
had  a chest  x-ray  film,  answered  a pul- 
monary disease  questionnaire,  and  per- 
formed a vital  capacity  test.  During  a three- 
and-a-half-week  period,  12,500  persons  were 
so  tested.  The  findings  were  that  about  3 
per  cent  of  the  population  showed  abnor- 
malities on  pulmonary  function  testing  that 
could  not  be  accounted  for  easily  in  their 
questionnaire,  physical  examination,  or  chest 
x-ray  film.  Similar  surveys  around  the 
country  have  also  found  a prevalence  rate 
of  about  3 per  cent. 

This  rate  of  3 per  cent  represents  a highly 
successful  screening  program  since  it  ex- 
ceeds the  combined  rates  of  case  findings 
in  the  average  screening  programs  for  tuber- 
culosis, neoplasms,  and  cardiac  diseases. 

The  information  obtained  was  referred  to 
the  individual’s  private  physician  so  that  a 
regimen  of  prophylactic  care  and  observa- 
tion could  be  established. 
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F ROM  the  first  measurement  of  arterial 
blood  pressure  by  Stephen  Hales  in  1733 
it  took  until  1905,  or  one  hundred  seventy  - 
two  years,  until  an  instrument  of  accuracy 
for  clinical  use  was  developed.  In  that 
same  year,  Korotkoff  first  described  the 
auscultatory  technic  which  is  still  used 
today.  Except  for  modifications  in  design 
the  instrument  in  use  in  1905  is  the  one 
in  use  today,  fifty-eight  years  later. 1 

The  newest  development  in  indirect 
sphygmomanometry  was  aimed  at  the 
elimination  of  subjective  and  technical 
sources  of  error.  This  was  achieved  by 
utilizing  electronic  technics  in  the  develop- 
ment of  blood  pressure  recording  instru- 
ments. One  such  instrument  conceived 
and  developed  by  one  member  of  our 
group  (L.  L.  E)  was  first  described  at  the 
Fourth  International  Conference  on  Medical 
Electronics  in  July,  1961,  in  New  York 
City.2 

The  physical  principles  which  form  the 
basis  for  the  construction  of  the  apparatus 
are  the  simple  principles  of  the  transforma- 
tion of  a pressure  pulse  into  electrical 

Presented  in  part  at  the  Fourth  International  Conference 
on  Medical  Electronics,  New  York  City,  July,  1961.  Pre- 
sented at  the  Fourth  World  Congress  of  Cardiology,  Mexico 
City,  Mexico,  October  7 to  13,  1962. 


signals,  which  in  turn  cause  an  electro- 
magnetic arrest  of  the  registration  mech- 
anism. The  registration  is  aneroid.  Cali- 
bration is  in  terms  of  millimeters  of  mercury. 
The  reliability  of  reached  values  is  based 
on  comparison  to  oscillographic,  mercurial, 
and  aneroid  registration  values. 

The  apparatus  consists  of  two  sections: 
the  pressure  system  and  the  electronic 
indication  system.  The  pressure  system 
consists  of  a standard  blood  pressure  cuff 
in  which  the  pickup  device  is  incorporated, 
an  appropriate  means  of  inflating  the  cuff, 
and  two  pressure  gauges.  The  electronic 
indication  system  is  composed  of:  pickup, 

amplifying  circuit,  timing  circuit,  and  a 
readout  circuit. 3 

The  instrument  has  reached  such  a stage 
in  development  that  it  can  be  assessed  and 
evaluated  clinically.  It  is  our  purpose  to 
present  the  preliminary  results  of  its 
trial. 

The  present  model  is  portable  and  weighs 
71/2  pounds.  It  is  7 by  6 by  4V2  inches 
and  can  be  powered  by  either  battery  or 
electric  current  (Fig.  1).  The  one  in  the 
figure  is  electrically  powered.  The  blood 
pressure  of  the  subject  is  read  directly  from 
the  gauges.  The  dials  remain  in  the  ar- 
rested position,  even  if  the  cuff  is  removed 
from  the  arm,  until  the  deflation  switch  is 
returned  to  its  original  position.  Ex- 
traneous sounds,  such  as  speech  and  so 
on,  do  not  affect  the  pickup  of  the  sound 
from  the  brachial  artery. 

Clinical  studies 

The  blood  pressure  measurements  were 
compared  to  those  obtained  with  the  mer- 
cury manometer.  One  hundred  patients 
selected  at  random  were  studied.  There 
were  89  adults  (48  male  and  41  female) 
and  11  children  (6  male  and  5 female). 
The  age  range  was  twenty-seven  to  seventy- 
nine  years  for  male  adults  and  twenty- 
seven  to  sixty-nine  for  female  adults. 
The  range  for  children  was  seven  to  fifteen 


April  1,  1964  / New  York  State  Journal  of  Medicine  895 


FIGURE  1.  Model  of  automatic  electronic  sphygmomanometer. 


for  males  and  eight  to  fourteen  for  females. 
All  were  ambulatory  patients  in  relatively 
good  health.  Fifteen  were  hypertensive. 
The  measurements  of  the  blood  pressure 
were  made  in  the  left  arm  according  to  the 
recommendations  of  the  American  Heart 
Association. 4 A standard  adult  cuff  con- 
taining a microphone  to  pick  up  the  brachial 
pulse  was  used  in  all  patients.  This  type 
is  unsatisfactory  for  use  in  children,  but 
since  no  other  type  of  cuff  was  available  it 
was  used.  One  to  four  readings  were  ob- 
tained with  each  type  of  apparatus  con- 
secutively. When  more  than  one  reading 
was  made  the  results  were  averaged.  The 
machine  was  turned  off  every  few  readings 
so  that  there  was  no  problem  of  overheat- 
ing the  apparatus. 

Results 

The  apparatus  was  found  to  be  mechan- 
ically efficient.  The  measurements  were 


consistently  reproduced  in  spite  of  the 
variations  in  the  blood  pressure  from  reading 
to  reading. 

With  both  pieces  of  apparatus  the  sys- 
tolic blood  pressure  was  exactly  the  same 
in  38  patients  (22  male  and  16  female) 
and  the  diastolic  blood  pressure  in  27 
(14  male  and  13  female).  In  21  patients 
(11  male  and  10  female)  of  the  total  studied 
both  systolic  and  diastolic  blood  pressures 
were  exactly  alike.  If  one  considers  plus 
or  minus  5 mm.  as  a normal  variation  in 
blood  pressure  readings,  then  an  additional 
14  patients  (7  male  and  7 female)  could  be 
considered  to  have  similar  systolic  and 
diastolic  readings  as  well  as  17  with  similar 
systolic  and  25  with  similar  diastolic  read- 
ings. Thus,  a total  of  35  patients  (18 
male  and  17  female)  had  like  readings  with 
both  the  mercury  manometer  and  the  auto- 
matic electronic  sphygmomanometer.  There 
was  a variation  in  the  systolic  pressure  of 
plus  or  minus  6 to  10  mm.  between  the 
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FIGURE  2.  Typical  blood  pressure  readings  ob- 
tained with  mercury  manometer  (ear)  and  auto- 
matic electronic  sphygmomanometer. 


mercury  manometer  and  automatic  elec- 
tronic sphygmomanometer  in  27,  and  from 
plus  or  minus  12  to  30  mm.  in  20.  There 
was  a variation  in  the  diastolic  pressure  of 
plus  or  minus  6 to  10  mm.  in  20  and  from 
plus  or  minus  12  to  42  mm.  in  23. 

The  variations  in  the  systolic  pressure 
can  be  explained  by:  (1)  changes  in  the 

blood  pressure  from  reading  to  reading, 

(2)  improper  placement  of  the  cuff,  and 

(3)  movement  of  the  arm  when  the  elec- 
tronic cuff  is  in  place  which  may  prevent 
the  microphone  from  picking  up  the  ar- 
terial sounds. 

These  changes  may  also  account  for  the 
variations  in  the  diastolic  pressure.  In 
some  patients  the  difference  of  the  sound 
may  be  as  much  as  20  to  30  mm.  of  mercury. 
The  ear  may  not  pick  up  any  further  sound 
after  the  sound  is  dampened,  which  the 
electronic  machine  may  do.  This  will 
account  for  the  lower  diastolic  pressure 
with  the  electronic  machine.  Thus,  one 
can  see  that  the  diastolic  pressure  obtained 
by  the  two  methods  match  each  other 
fairly  closely,  but  is  apparently  more 
accurate  with  the  electronic  machine. 

In  hypertensive  patients  the  systolic 


and  diastolic  readings  in  about  75  per  cent 
were  much  lower  by  10  or  more  millimeters 
with  the  electronic  machine  as  compared 
with  those  obtained  with  the  mercury 
manometer. 

Figure  2 shows  typical  blood  pressure 
readings  obtained  with  the  mercury  ma- 
nometer (ear)  and  automatic  electronic 
sphy  gmomanometer . 

Summary 

The  automatic  electronic  sphygmoma- 
nometer is  mechanically  efficient.  In  com- 
paring the  electronic  blood  pressure  machine 
with  the  mercury  manometer  38  patients 
(22  male  and  16  female)  gave  the  same 
systolic  and  27  patients  (14  male  and  13 
female)  the  same  diastolic  blood  pressure 
readings.  There  were  14  patients  (7  male 
and  7 female)  in  the  group  studied  whose 
reading  came  within  the  normal  variation 
of  blood  pressure  recordings.  Thus,  there 
were  35  patients  (18  male  and  17  female) 
who  had  the  same  readings  with  both  pieces 
of  apparatus.  The  reasons  for  the  varia- 
tions beyond  the  normal  range  were 
discussed. 

After  the  completion  of  the  final  phase 
of  its  development,  we  feel  that  the  auto- 
matic electronic  sphygmomanometer  will 
be  more  accurate  and  superior  to  the  mer- 
cury sphygmomanometer. 

References 

1.  Master,  A.  M.,  Garfield,  G.  I.,  and  Walters,  M.  B.: 
Normal  Blood  Pressure  and  Hypertension,  Philadelphia,  Lea 
and  Febiger,  1952,  chapt.  1,  p.  11. 

2.  Edinger,  L.  L.,  and  Spring,  M.:  Automatic  electronic 
blood  pressure  machine,  digest  of  the  Fourth  International 
Conference  on  Medical  Electronics,  New  York  City,  July, 
1961,  p.  206. 

3.  Idem:  Automatic  electronic  blood  pressure  apparatus. 
Am.  J.  M.  Electronics  2:  138  (Apr.-June)  1963. 

4.  Bordley,  J.,  Ill,  et  air.  Recommendations  for  human 
blood  pressure  determination  by  sphygmomanometers.  Cir- 
culation 4:  503  (Oct.)  1951. 


April  1,  1964  / New  York  State  Journal  of  Medicine  897 


Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Knickerbocker  Hospital 
New  York  City 

May  29,  1963 

Conducted  by  MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D. 

Discussed  by  ELMER  S.  GAIS,  M.D. 


Splenomegaly 
and  Hematemesis 


Case  history 

Panayotis  Christopoulos,  M.D.:  A 

forty-nine-y ear-old  Negro  chambermaid  was 
admitted  to  the  Surgical  Service  of  Knicker- 
bocker Hospital  on  December  1,  1962,  be- 
cause of  “blood  in  the  urine”  and  pain  in  the 
left  upper  portion  of  the  abdomen. 

She  had  had  an  appendectomy  at  the  age 
of  fourteen,  a hysterectomy  at  the  age  of 
twenty-eight  for  vaginal  bleeding,  and  re- 
moval of  tumors  from  both  breasts  at  the 
age  of  thirty-nine.  In  1947  she  was  treated 
at  home  for  one  month  for  jaundice  as- 
sociated with  fever  but  no  abdominal  pain. 
For  several  years  she  had  complained  of 
mild,  recurrent  pain  in  the  right  upper 
quadrant  of  the  abdomen  radiating  to 
the  right  shoulder. 

Three  years  before  admission  she  began  to 
experience  knifelike  pain  in  the  left  upper 
part  of  the  abdomen,  aggravated  by  deep 
inspiration  or  changes  in  position.  These 
pains  occurred  at  irregular  intervals  and 
were  not  associated  with  eating,  diet,  or 
exercise.  One  year  before  admission  recur- 
rent episodes  of  hematemesis  developed;  the 
amount  of  vomited  blood  was  small,  and 
there  was  occasional  melena.  Concomi- 
tantly, she  lost  her  appetite  and  had  lost  30 
pounds  during  the  year  before  entry.  In 
addition,  she  had  noticed  increasing  pigmen- 
tation of  the  skin,  which  fluctuated  in  in- 
tensity. 

Five  days  before  entry  she  was  treated  at 
home  for  an  attack  of  severe  pain  in  the  left 
upper  quadrant  of  the  abdomen  which 
radiated  to  the  left  flank  and  groin.  She 


noticed  that  her  urine  was  red,  but  it  re- 
turned to  normal  color  before  admission. 
The  pain  also  had  subsided  before  admission 
to  the  hospital  following  treatment  by  her 
family  doctor. 

She  did  not  suffer  from  alcoholism,  and 
there  was  no  history  of  exposure  to  known 
hepatotoxins. 

Examination  revealed  a chronically  ill 
woman  with  evidence  of  weight  loss,  de- 
pressed but  in  no  distress.  The  temperature 
was  98.6  F.,  pulse  80,  respirations  20,  and 
blood  pressure  105 /75.  The  skin  was  normal 
except  for  periorbital  hyperpigmentation. 
The  scleras  were  not  icteric.  There  was  no 
pigmentation  of  the  oral  or  buccal  mucous 
membranes.  The  neck  veins  were  flat.  The 
thyroid  gland  was  normal.  The  lungs  were 
clear  to  percussion  and  auscultation.  The 
heart  sounds  were  of  good  quality,  regular, 
and  without  murmurs.  Surgical  scars  and  1 
some  loss  of  substance  were  seen  in  both 
breasts,  but  no  masses  were  palpable.  The 
abdomen  was  soft.  The  spleen  was  felt  10 
cm.  below  the  left  costal  margin;  it  was 
firm,  tender,  and  had  an  obvious  notch.  No 
friction  rub  was  heard  over  the  spleen. 
There  was  no  evidence  of  collateral  circula-  I 
tion  in  the  skin  of  the  abdomen.  There  was 
no  ascites  or  peripheral  edema.  Spider 
angiomas  and  palmar  erythema  were  ab- 
sent. There  was  no  peripheral  lymphade- 
nopathy. 

The  urine  had  a trace  of  albumin  and  8 to 
10  white  blood  cells  in  the  sediment.  The 
hemoglobin  was  9.7  Gm.  per  100  ml.,  I 
hematocrit  36,  and  the  peripheral  smear 
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showed  slight  hypochromia.  The  white 
blood  cell  count  was  5,100  with  78  per  cent 
i neutrophils,  18  per  cent  lymphocytes,  2 per 
cent  eosinophils,  and  2 per  cent  monocytes. 
The  platelet  count  was  300,000  on  one 
occasion  and  180,000  on  another.  The  sedi- 
mentation rate  was  48  mm.  per  hour.  The 
reticulocyte  count  was  0.2  per  cent.  The 
fasting  blood  sugar  was  127  mg.  per  100  ml., 
nonprotein  nitrogen  39  mg.,  total  bilirubin 
0.65  mg.,  and  total  protein  6.8  Gm.  with  3 
Gm.  albumin  and  3.8  Gm.  globulin.  The 
alkaline  phosphatase  was  2 units,  thymol 
turbidity  9.8  units,  cephalin  flocculation  1 
plus,  and  prothrombin  time  12.6  seconds. 
Bleeding  and  clotting  times  were  normal. 
Three  stool  guaiac  examinations  were  nega- 
tive for  occult  blood.  A lupus  erythemato- 
sus preparation  showed  normal  findings. 
Serum  protein  electrophoresis  confirmed 
nonspecific  increase  in  gamma  globulin. 
Aspiration  of  the  bone  marrow  showed 
myeloid  hyperplasia  with  plasmocytosis  and 
: macrocytosis. 

A chest  roentgenogram  showed  extensive 
calcification  of  the  aortic  knob.  A flat  x-ray 
film  of  the  abdomen  showed  small  calcific 
1 densities  consistent  with  gallstones.  An 
excretory  urogram  showed  downward  dis- 
placement of  the  left  kidney  but  no  defect  in 
the  calyces  or  pelves.  An  upper  gastro- 
I intestinal  series  was  unrevealing  as  was  a 
barium  enculade. 

The  patient’s  condition  remained  un- 

( changed  until  the  seventeenth  hospital  day 
when  her  temperature  rose  suddenly  to  102 
F.  and  was  accompanied  by  chills  and  mild 
epigastric  pain.  She  vomited  200  cc.  of 
blood  with  clots.  The  lungs  remained  clear. 
No  growth  was  obtained  on  blood  cultures. 
The  urine  now  contained  many  leukocytes. 
After  treatment  with  chloramphenicol 
(Chloromycetin),  tetracycline  (Achromy- 
cin), and  nitrofurantoin  (Furadantin)  in  suc- 
cession, the  fever  subsided  five  days  later. 
On  the  twenty-sixth  hospital  day  an  opera- 
tion was  performed. 

Discussion 

Elmer  S.  Gais,  M.D.  *:  There  are  numer- 
ous ways  in  which  one  may  discuss  a protocol 
perhaps  lacking  in  detail.  I must  presume 

* Consulting  Physician,  Knickerbocker  Hospital;  As- 
1 sociate  Professor  of  Clinical  Medicine,  New  York  University 
i School  of  Medicine. 


that  all  pertinent  data  which  were  observed 
and  all  pertinent  procedures  which  were  per- 
formed have  been  included.  However,  it  is 
possible  that  some  important  negative  in- 
formation has  been  omitted.  For  example, 
it  is  highly  unlikely  that  a test  for  sickling 
or  a hemoglobin  electrophoresis  was  not 
done  in  this  case. 

Nonetheless,  it  can  be  stated  with  some 
degree  of  certainty  that  the  dominant  fea- 
tures of  this  case  fall  into  the  category  of 
congestive  splenomegaly,  otherwise  known 
as  Banti’s  syndrome.  Let  us  review  the 
features  which  support  this  inference.  I do 
not  think  the  history  of  a hysterectomy  for 
vaginal  bleeding  and  an  operation  for  a 
tumor  of  the  breast  is  relevant  to  the  present 
illness.  However,  I cannot  discard  so  easily 
the  history  of  painless  jaundice  and  fever 
fifteen  years  previously.  It  sounds  very 
much  like  viral  hepatitis,  but  it  is  not  docu- 
mented and  might  just  as  easily  have  been 
due  to  hemolysis  or  to  cholestasis.  The 
history  of  recurrent  pain  radiating  to  the 
right  shoulder  suggests  cholelithiasis,  and 
we  are  given  roentgenologic  findings  of 
calcific  densities  in  the  right  upper  quadrant 
of  the  abdomen  suggesting  gallstones.  The 
appearance  of  these  calculi,  their  uniformity, 
and  their  lack  of  facet  formation,  suggest 
that  they  were  formed  at  one  time,  possibly 
following  an  episode  of  hemolysis  with  the 
formation  of  calcium  bilirubinate  calculi. 
An  additional  suggestive  finding  is  the 
single  ovoid  calculus  in  the  cystic  duct  at  the 
neck  of  the  gallbladder,  possibly  the  bullet- 
shaped calculus  of  hemolytic  disease. 

The  episodes  of  knifelike  pain  of  three 
years  duration  in  the  left  upper  quadrant  of 
the  abdomen  and  recurrent  episodes  of 
hematemesis  of  one  year’s  duration  direct 
our  attention  to  an  enlarged  spleen  and 
liver  without  clinical  evidence  of  peri- 
splenitis. Many  of  the  overt  signs  of  in- 
trinsic liver  disease  were  absent;  there  was 
no  collateral  circulation  pattern  over  the 
abdomen,  no  ascites  or  peripheral  edema,  no 
spider  angiomas,  no  palmar  erythema,  and 
no  icterus.  A barium  swallow  to  demon- 
strate esophageal  varices  was  not  present  in 
the  x-ray  films  I examined,  nor  could  I dem- 
onstrate varices  in  the  fundus  of  the 
stomach  in  the  films  of  the  gastrointestinal 
series.  But  I venture  to  suggest  that  such  a 
collateral  circulation  existed,  probably  in- 
volving the  coronary  veins  and  short  gastric 
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veins  which  drain  into  the  splenic  vein  sys- 
tem. 

The  enlarged  spleen  displaced  the  left 
kidney  downward  and  medially,  but  the 
excretory  urogram  did  not  show  any  lesion 
of  the  kidney  or  renal  pelvis  to  explain  the 
episode  of  red  urine.  Could  it  have  been 
hemoglobinuria?  At  the  time  this  episode 
occurred  there  was  no  icterus  or  other 
evidence  of  a hemolytic  crisis  sufficient  to 
overload  the  hapto globulins  with  hemoglobin 
and  be  excreted  in  the  urine.  Could  it  have 
been  porphyria?  Could  it  have  been  some 
other  urinary  pigment?  There  is  no  evi- 
dence for  this,  and  I shall  have  to  conclude 
that  it  was  hematuria. 

Now  we  have  a constellation  of  findings 
which  suggests  a picture  of  portal  hyper- 
tension, collateral  circulation,  splenomegaly, 
hepatomegaly,  filling  defects  in  the  calyceal 
system  of  the  left  kidney,  and  painless 
hematuria.  Could  this  be  explained  by 
extrahepatic  portal  obstruction  due  to 
splenic  vein  thrombosis?  Proceeding  one 
step  further,  could  this  hypothetical  throm- 
bosis be  due  to  sickle-cell  trait?  Painless 
hematuria  associated  with  peculiar  filling 
defects,  particularly  in  the  left  kidney,  is 
quite  common  in  patients  with  sickle-cell 
trait.  By  the  same  token,  pigment  calculi 
in  the  gallbladder  and  an  enlarged  spleen  are 
also  associated  with  hemolytic  syndromes 
due  to  abnormal  hemoglobins.  However,  in 
a patient  of  this  age,  pure  sickle-cell  disease 
due  to  homozygous  hemoglobin  S is  not 
likely.  The  spleen  is  usually  small  due  to 
repeated  infarctions.  Possibly,  there  was  an 
admixture  of  hemoglobin  C,  that  is,  hemo- 
globin S-C  disease,  in  which  hemolytic 
episodes  and  splenomegaly  would  be  more 
likely  at  this  age.  However,  all  this  is 
speculative.  Even  if  it  were  established  by 
appropriate  laboratory  investigations,  I 
would  have  to  speculate  further  that  the 
splenic  vein  thrombosis  is  fairly  well  re- 
stricted to  that  vein,  not  extending  much 
beyond  its  junction  with  the  other  veins 
forming  the  portal  bed.  Although  tenable, 
I cannot  document  it  from  the  protocol. 

Another  possibility,  somewhat  more 
plausible,  is  that  of  intrahepatic  obstruction 
secondary  to  hepatic  fibrosis  subsequent  to 
the  episode  of  jaundice  and  fever  in  1947. 
Liver  function  is  impaired  but  moderately; 
there  is  hypergammaglobulinemia  and  an  in- 
creased thymol  turbidity.  However,  this 


degree  of  impairment  could  occur  in  fibro- 
congestive  splenomegaly  as  well. 

Still  other  possibilities  might  be  con- 
sidered, but  there  is  no  substantive  docu- 
mentation for  any.  I will  allude  in  passing 
only  to  schistosomiasis  producing  granu- 
lomatous disease  in  both  the  liver  and  spleen. 
Sarcoidosis  also  may  produce  hepato- 
splenomegaly  by  granulomatous  reaction. 
The  extraordinary  degree  of  aortic  calcifica- 
tion suggests  the  possibility  of  an  aneurysm 
of  the  splenic  artery;  if  present,  it  was  not 
visibly  calcified.  Could  she  have  a primary 
carcinoma  of  the  tail  of  the  pancreas? 
Could  the  mass  in  the  left  upper  quadrant 
of  the  abdomen  represent  a metastasis  to 
this  region  from  the  breast  tumor,  if  it  were, 
in  fact,  malignant?  Could  she  have  had  a 
primary  or  a secondary  splenic  tumor? 
Or  even  a primary  adrenal  or  retroperitoneal 
tumor?  N one  of  these  diagnoses  finds  signifi- 
cant tangible  support,  and  there  are  legiti- 
mate grounds  for  excluding  most  of  them. 

At  the  outset  I stated  that  this  patient  suf- 
fered from  Banti’s  syndrome.  The  hemato- 
logic features  of  this  patient’s  disease  are 
hypochromic  anemia,  a mild  leukopenia 
without  neutropenia,  thrombocytopenia,  or 
reticulocytosis.  However,  the  bone  marrow 
aspirate  showed  myeloid  hyperplasia  with 
plasmocytosis  and  macrocytosis,  suggesting 
the  possibility  of  a maturation  arrest.  I 
would  infer  that  a diagnosis  of  “hyper  - 
splenism”  was  made  because  of  these  mar- 
row findings  and  that  a splenectomy  was 
performed.  If  so,  it  would  have  been  helpful 
to  have  performed  a splenoportogram  to 
guide  the  surgeon  in  the  performance  of  a 
portal  shunt  which  he  should  have  been  pre- 
pared to  do.  Splenectomy  alone  does  not 
suffice  to  correct  portal  hypertension.  I do 
not  think  that  a diagnosis  of  autoimmune 
hemolytic  disease  was  considered  seriously; 
the  absence  of  a Coombs’  test,  other  im- 
munologic tests,  and  agglutination  tests  in- 
dicates this.  I am  obliged  to  commit  my- 
self to  a diagnosis  of  congestive  spleno- 
megaly, possibly  with  splenic  vein  thrombo- 
sis. I shall  reserve  comment  on  “hyper- 
splenism”  and  splenectomy  for  the  discussion 
period. 

George  Bertero,  M.D.:  Aren’t  those 
radiopaque  shadows  on  the  x-ray  films  con- 
sistent with  heavy  metals  injected  into  the 
gluteal  area  for  lues? 

Richard  Tartow,  M.D.:  Yes,  they  are. 
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FIGURE  1.  Liver  biopsy  showing  postnecrotic 
scarring.  Lobules  of  liver  cells  with  disordered 
patterns  are  separated  by  broad  bands  of  scarring, 
leukocytic  infiltration,  and  bile  duct  proliferation. 

The  patient  gave  a history  of  antiluetic 
therapy  many  years  ago.  Parenthetically, 
among  the  other  items  not  included  in  the 
protocol  was  a negative  Coombs’  test  result. 

Marcel  Tuchman,  M.D.:  An  outside 

possibility  is  kala-azar.  However,  the  pos- 
sibility of  acute  portal  vein  thrombosis  is 
more  plausible.  Once  the  concept  of  a 
thrombotic  process  in  the  splenic  vein  is 
raised,  I don’t  think  it  can  be  restricted  to 
that  segment  of  the  splanchnic  bed.  Such 
thrombi  propagate  slowly  but  inevitably  into 
the  portal  vein. 

Michael  S.  Bruno,  M.D.:  This  patient 
was  presented  at  grand  rounds  on  two  oc- 
casions prior  to  operation.  It  was  the  con- 
sensus that  she  had  portal  hypertension 
secondary  to  postnecrotic  scarring.  We  felt 
that  the  episodes  of  hematemesis  were  from 
either  esophageal  or  gastric  varices,  or 
both.  Because  the  roentgenographic  ex- 
amination of  the  upper  gastrointestinal  tract 
failed  to  reveal  varices,  we  felt  that 
esophagoscopy  was  indicated.  Even  large 
esophageal  varices  can  be  difficult  to  demon- 
strate by  x-ray  studies  alone.  Likewise, 


splenoportography  done  either  by  the  per- 
cutaneous route  or  at  the  time  of  exploration 
might  have  yielded  useful  information  about 
the  portal  bed,  its  tributaries  and  col- 
laterals. These  procedures  were  specifically 
recommended. 

Clinical  diagnoses 

1.  Cirrhosis  of  liver  due  to  postnecrotic 
scarring 

2.  Congestive  splenomegaly 

3.  Esophageal  or  gastric  varices  with  hemor- 
rhage 

4.  Portal  hypertension 

Dr.  Gais’s  diagnoses 

1.  Fihrocongestive  splenomegaly  with 
splenic  vein  thrombosis 

2.  ( Banti’s  syndrome) 

3.  Cirrhosis  of  liver  with  portal  hypertension 

Pathologic  report 

William  B.  Ober,  M.D.:  At  laparotomy 
the  enlarged  spleen,  which  was  adherent  to 
adjacent  structures,  was  removed.  The 
splenic  vein  was  not  thrombosed  at  this 
time,  nor  was  the  portal  vein.  However, 
2,000  cc.  of  ascitic  fluid  was  aspirated.  In 
addition,  the  gallbladder,  which  was  thin- 
walled  but  contained  a number  of  small 
calculi,  was  removed,  and  a liver  biopsy  was 
taken. 

The  liver  biopsy  showed  a typical  picture 
of  postnecrotic  cirrhosis  (Fig.  1),  and  I would 
judge  that  the  episode  of  jaundice  fifteen 
years  previously  was  the  precursor.  The 
gallbladder  showed  no  significant  inflamma- 
tion, and  the  dozen  or  so  small  calculi  were 
of  the  pigment  type,  dull  black  and  friable, 
consistent  with  a hemolytic  process. 

The  spleen  weighed  512  Gm.  Its  capsule 
showed  hyaline  thickening;  it  was  firm,  and 
the  cut  surface  was  relatively  dry  and 
brownish-red.  Microscopic  examination  re- 
vealed fibrocongestive  splenomegaly  with 
extensive  extramedullary  hematopoiesis 
(Fig.  2).  There  was  a marked  increase  of 
iron  in  reticuloendothelial  cells  throughout, 
most  striking  just  below  the  areas  of  hyaline 
perisplenitis. 

The  patient’s  postoperative  course  pre- 
sented features  of  interest,  and  I shall  ask 
Dr.  Christopoulos  to  describe  them  before 
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FIGURE  2.  (A)  Medium-power  view  of  spleen  showing  extramedullary  hematopoiesis.  (B)  Me- 
dium-power view  of  spleen  showing  fibrosis  of  the  pulp,  a megakaryocyte,  and  a less  pronounced 
degree  of  extramedullary  hematopoiesis  than  in  (A). 


presenting  the  findings  at  postmortem  ex- 
amination. 

Dr.  Christopoulos:  Following  splenec- 
tomy, cholecystectomy,  and  liver  biopsy  the 
patient,  who  had  not  previously  been 
jaundiced,  developed  a rising  bilirubin,  up 
to  about  8 mg.  per  100  ml.,  and  ascitic  fluid 
leaked  continually  from  the  incision.  She 
gradually  sank  into  a stupor  and  was  treated 
with  hydrocortisone  succinate  (Solu-Cortef) 
and  neomycin.  At  this  point  she  was 
transferred  to  the  Medical  Service  and 
treated  for  hepatic  coma.  Her  sensorium 
cleared  gradually,  but  she  developed  severe 
electrolyte  imbalance  with  profound  hypo- 
natremia, the  serum  sodium  falling  as  low  as 
95  mEq.  per  liter,  and  profound  hypo- 
chloremia,  serum  chloride  falling  to  47 
mEq.  Massive  salt  loss  continued  despite 
replacement.  The  urea  nitrogen  gradually 
rose  during  this  period  to  as  high  as  161  mg. 
per  100  ml. ; after  a fluctuating  course  of  dis- 
ordered sensorium  and  hypotensive  epi- 
sodes, she  finally  became  anuric  and  expired 
thirty  days  after  surgery. 

Dr.  Ober:  At  autopsy  there  were  3,000 
cc.  of  ascitic  fluid  in  the  abdomen  and  bi- 


FIGURE3.  The  splenic  vein  is  thrombosed.  The 
splenic  artery  is  partly  collapsed. 
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FIGURE  4.  Section  through  liver  at  autopsy  near 
the  entry  of  the  portal  vein  showing  extension  of 
the  thrombus  into  the  portal  vein  for  a considerable 
distance.  Grossly,  the  coagulum  completely  oc- 
cluded the  vein,  but  softer  parts  and  unformed 
parts  of  the  coagulum  are  artifactitiously  absent  in 
the  microscopic  sections. 

lateral  pleural  effusions  of  300  cc.  each.  The 
liver  weighed  920  Gm.  and  was  in  the 
atrophic  stage  of  postnecrotic  cirrhosis. 
Microscopic  features  of  the  liver  parenchyma 
were  essentially  the  same  as  those  seen  in  the 
biopsy  at  the  time  of  laparotomy;  there  was 
no  increase  in  visible  fat.  The  splenic  vein 
was  thrombosed  (Fig.  3)  as  one  might  expect 
after  splenectomy,  but  the  thrombus  had  ex- 
tended into  the  portal  vein  (Fig.  4)  which 
was  occluded  by  a partly  organized,  partly 
soft  coagulum.  Small  esophageal  varices 
were  present,  but  we  could  not  identify  the 
points  of  previous  bleeding.  There  were  a 
few  superficial  erosions  of  the  gastric  mucosa. 

Despite  the  terminal  azotemia  and  anuria, 
no  significant  lesions  were  seen  in  the  kidneys 
over  and  above  a mild  degree  of  benign 
nephrosclerosis.  An  unexpected  finding  was 
a severe  degree  of  pulmonary  emphysema 
and  fibrosis  involving  the  upper  and  middle 
lobes  of  the  right  lung  and  the  upper  lobes  of 
the  left  lung.  The  uterus,  tubes,  and 
ovaries  were  absent. 


FIGURE  5.  Bone  marrow  at  autopsy  showing 
moderate  increase  in  cellularity  with  increased 
erythropoiesis  and  increased  myelopoiesis. 

The  bone  marrow  was  slightly  hypercellu- 
lar,  and  there  was  increased  erythropoiesis 
and  myelopoiesis  (Fig.  5).  Despite  the 
prominent  extramedullary  hematopoiesis  in 
the  spleen,  the  bone  marrow  was  apparently 
able  to  function  fairly  well  following 
splenectomy.  Indeed,  although  her  post- 
operative course  was  stormy,  anemia  was  not 
a prominent  feature.  The  hemoglobin, 
which  had  been  9.7  Gm.  per  100  ml.  on  ad- 
mission and  which  had  risen  as  high  as  11.2 
Gm.  before  surgery,  did  not  fall  below  9.5 
Gm.  at  any  time  after  surgery.  Admittedly, 
this  is  not  an  optimal  level,  but  apparently 
erythropoiesis  was  no  worse  after  splenec- 
tomy than  before. 

Dr.  Gais:  Thank  you  for  the  privilege  of 
the  final  word.  Now  that  I have  been  told 
that  hepatomegaly  was  actually  present,  I 
can  say  that  I might  have  been  inclined  to 
stress  intra-  rather  than  extraportal  obstruc- 
tion as  the  result  of  the  primary  disease.  With 
the  facts  as  originally  presented,  it  made 
a pretty  picture  to  propose  a thrombotic 
tendency  accompanying  a hemolytic  process. 

But  we  are  still  ignorant  of  the  cause  of 
extramedullary  hematopoiesis  and  bilirubin 
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calculi.  Is  there  really  sufficient  evidence 
that  the  patient  had  a hemolytic  anemia  on 
an  autoimmune  basis  secondary  to  intrinsic 
liver  disease? 

One  firm  lesson  is  learned.  Splenectomy 
in  these  circumstances  is  an  extremely 
hazardous  procedure,  and  really  contra- 
indicated. The  evidence  for  hypersplenism 
was  scanty.  As  I stated,  the  surgeon  under- 
taking laparotomy  should  be  forewarned  by 
a splenoportogram  and  forearmed  to  per- 
form a shunt  procedure. 

The  postoperative  course  is  easy  to  infer. 
Progressive  thrombosis  of  the  splenic  vein 
and  portal  vein  culminated  in  acute  hepatic 
failure  and  rapid  recurrence  of  ascites.  The 
plasma  became  hypo-osmolar,  and  elec- 
trolyte imbalance  and  azotemia  developed 
subsequently.  The  hyponatremia  is  more 
likely  dilutional  rather  than  the  result  of 
sodium  loss.  This  type  of  plasma  hypo- 
osmolarity  is  a common  finding  in  hepatic 
cirrhosis  and  is  accompanied  by  the  excre- 
tion of  a highly  concentrated,  practically 
sodium-free  urine.  As  the  condition  deterio- 
rates the  urine  specific  gravity  declines.  In 
essence,  we  have  inappropriate  urinary 
hyperosmolarity  in  the  face  of  paradoxic 
plasma  hypo-osmolarity. 

In  cirrhosis  of  the  fiver  the  mechanism  for 
producing  decreased  free  water  clearance  and 
hyponatremia  is  believed  to  be  twofold: 
(1)  decreased  sodium  excretion,  and  (2) 
volume -activated  antidiuretic  hormone  re- 
lease. Hyponatremia  complicating  hepatic 
cirrhosis  depends  on  decreased  free  water 
clearance,  and  perhaps  the  first  mechanism  is 
the  more  important. 

If  excessive  resorption  of  water  and 
sodium  occurs  isotonically  in  the  proximal 
tubule  as  the  result  of  decreased  glomerular 
filtration  rate  and  tubular  urine  flow,  there  is 
less  sodium  available  distally  for  absorption 
and  generation  of  free  water  excretion.  This 
results  in  water  resorption  and  extracellular 
fluid  dilution.  It  is  not  surprising  that 


morphologic  evidence  of  this  type  of  bio- 
chemical disturbance  is  found  rarely  by  the 
pathologist.  Although  tubular  necrosis  is 
found  occasionally  and  correlated  with 
oliguria  and  azotemia,  quite  often,  as  in 
this  patient,  histologic  evidence  of  impaired 
fluid  and  electrolyte  balance  is  not  apparent. 

A few  therapeutic  considerations  should 
be  added.  Administration  of  sodium  intra- 
venously is  hazardous;  it  may  lead  to  mobili- 
zation of  water  from  the  intracellular  to  the 
extracellular  space,  often  resulting  in  pul- 
monary edema.  Thiazides  should  be  avoided 
because  they  induce  sodium  excretion  by  the 
distal  tubular  system,  thus  again  preventing 
free  water  generation  and  excretion.  The 
suggested  therapy  is  careful  water  and  salt 
restriction,  administration  of  a nonresorbable 
solute,  such  as  mannitol,  and  the  optional 
administration  of  mercurial  diuretics  and 
aldosterone  antagonists,  which  act  on  the 
proximal  nephron,  rather  than  the  distal. 


Final  anatomic  diagnoses 

1.  Status  postsplenectomy , cholecystectomy , 
and  liver  biopsy 

2.  Fibrocongestive  splenomegaly  with  ex- 
tramedullary hematopoiesis  and  siderosis 

3.  Hyaline  perisplenitis 

4.  Cholelithiasis,  pigment  type 

5.  Postnecrotic  cirrhosis , liver,  atrophic 
stage 

6.  Thrombosis  of  splenic  and  portal  veins 

7.  Erythroid  and  myeloid  hyperplasia, 
bone  marrow,  with  siderosis 

8.  ( Hemolytic  icterus) 

9.  Esophageal  varices,  small 

10.  Gastric  erosions,  superficial 

1 1 . Ascites,  3,000  cc. 

12.  Pleural  effusions,  bilateral,  300  cc. 

13.  Pulmonary  emphysema  and  fibrosis 

14.  Benign  nephrosclerosis 

15.  Surgical  absence  of  uterus,  tubes,  and 
ovaries 
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T he  conversions  of  water-soluble  vitamins 
into  coenzymes  and  the  functions  of  these 
cofactors  were  summarized  recently  in  this 
Journal  by  McCormick.1  Apart  from 
studies  on  the  elucidation  of  the  role  of 
vitamin  A in  the  visual  process,  there  are 
few  examples  of  functions  of  fat-soluble  vita- 
mins as  coenzymes. 

The  secretion  of  mucus  by  epithelial 
tissue  is  impaired  in  animals  that  are  de- 
ficient in  vitamin  A.  Excessive  doses  of 
vitamin  A lead  to  mucous  metaplasia  of  cer- 
tain epithelial  tissues  and  the  inhibition  of 
the  processes  of  normal  keratinization. 2 
The  results  of  recent  studies  on  the  effects 
of  vitamin  A on  the  metabolism  of  MPS 
(mucopolysaccharides)  now  permit  some 
discussion  of  possible  functions  of  vitamin 
A with  respect  to  the  observed  changes  in 
epithelium  in  states  of  deficiency  and  hyper- 
vitaminosis  A.  A few  of  these  studies 
are  summarized  in  this  brief  review. 

Studies 

Wolf  and  Phil3  observed  that  vitamin  A 
deficiency  decreases  the  incorporation  of 
carbohydrate,  ammonia,  acetate,  and  sul- 


fate into  MPS  by  enzymes  from  cell-free 
preparations  of  rat  colon.  Synthesis  was 
restored  to  the  normal  rate  by  the  addition  of 
vitamin  A to  the  cell-free  preparation.  Fur- 
ther study  demonstrated  that  the  metabolic 
defect  in  the  absence  of  vitamin  A was  as- 
sociated with  the  incorporation  of  sul- 
fate into  MPS.  3 '-Phosphoadenosine-5  '- 

phosphosulfate  (active  sulfate)  is  the  nor- 
mal, activated  donor  of  sulfate  residues  to 
form  MPS.  The  rate  of  formation  of  active 
sulfate  by  cell-free  preparations  of  colon 
from  vitamin  A-deficient  rats  was  substan- 
tially slower  than  the  rate  of  formation  of 
active  sulfate  by  tissue  from  normal  rats 
or  by  tissue  from  deficient  rats  to  which  vita- 
min A was  added  during  the  incubation.4 
These  results  led  to  the  conclusion  that 
vitamin  A may  be  required  metabolically 
to  obtain  a normal  rate  of  biosynthesis  of 
active  sulfate.  A decreased  rate  of  forma- 
tion of  active  sulfate  may  limit  the  subse- 
quent rate  of  formation  of  MPS. 

These  studies  do  not  suggest  that  vita- 
min A may  affect  the  biosynthesis  of  active 
sulfate  in  other  tissues.  The  coexistent 
keratomalacia  and  xerophthalmia  of  severe 
vitamin  A deficiency  suggested  a field  of 
investigation  related  to  the  pathologic  kera- 
tinization of  the  cornea.  Accordingly,  Pas- 
ternak, Humphries,  and  Pirie5  studied  the 
formation  of  active  sulfate  by  cell-free 
preparations  of  corneal  tissue  from  vitamin 
A-deficient  rats  and  rabbits.  In  all  cases, 
deficiency  did  not  reduce  markedly  the  rate 
of  formation  of  active  sulfate.  When  some 
inhibition  was  observed,  the  rate  was  not 
restored  to  normal  by  the  addition  of  vita- 
min A to  the  incubation  mixture.  Similarly, 
one  might  expect  a decreased  formation  of 
lipid  sulfates  from  active  sulfate  in  the 
brains  of  animals  that  are  deficient  in  vita- 
min A.  Severe  lesions  of  brain  tissue  that 
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may  be  predicted  by  such  an  impaired  syn- 
thesis were  not  observed  histologically  by 
Coggeshall  and  Bieri.6 

After  high-speed  centrifugation  of  the 
cell-free  system  of  rat  colon  homogenate  that 
was  used  by  Wolf,  Bergan,  and  Sundaresan7 
in  their  previous  studies,  activity  was  not 
restored  by  the  addition  of  vitamin  A to  the 
system.  Activity  was  restored  by  a metab- 
olite of  vitamin  A acid  that  was  isolated 
from  intestine  following  administration  of 
the  acid.  Therefore,  the  role  of  vitamin  A 
in  the  biosynthesis  of  MPS  may  not  be  a 
direct  effect  but  rather  mediated  through  a 
metabolite.  Possibly,  this  metabolite  of 
vitamin  A was  formed  in  the  crude  homog- 
enate that  was  used  previously. 

The  effect  of  excessive  doses  of  vitamin  A 
on  the  secretion  of  MPS  is  not  attributed 
solely  to  excessive  amounts  of  MPS  that  are 
formed  during  hypervitaminosis  A.  The 
work  of  Wolf,  Bergan,  and  Sundaresan7  sug- 
gested that  vitamin  A may  be  required  for 
maximal  rates  of  formation  of  active  sulfate, 
but  there  was  no  indication  that  an  excess  of 
vitamin  A may  promote  either  the  formation 
of  excessive  amounts  of  active  sulfate  or  the 
formation  of  excessive  amounts  of  MPS. 

The  continued  studies  of  Fell2  offer  a 
plausible  explanation  for  the  metabolic  effect 
of  vitamin  A on  keratinizing  tissue.  Ex- 
plants of  chicken  skin,  grown  in  tissue  cul- 
ture, incorporate  sulfate  from  the  medium; 
the  uptake  of  sulfate  is  enhanced  by  vitamin 
A.  Normal  keratinization  of  skin  appar- 
ently results  in  a slower  biosynthesis  of 
MPS,  and  vitamin  A administration  pro- 
motes mucous  secretion  in  place  of  keratin 
formation.  Embryonic  cartilage  grown  in 
tissue  culture  is  particularly  susceptible  to 
doses  of  vitamin  A.  The  results  of  studies 
by  Fell,  Dingle,  and  Webb8  suggest  that 
vitamin  A enhances  the  release  of  proteolytic 
enzymes  from  cartilage.  The  proteolytic 
enzymes  catalyze  the  hydrolysis  of  the  pro- 
tein moiety  of  the  protein-MPS  matrix  to 
yield  nonprotein-bound  MPS.  Accordingly, 
these  results  indicate  that  excessive  amounts 
of  vitamin  A increase  the  secretion  of  MPS 
by  promoting  a more  rapid  breakdown  of  the 
MPS-protein  matrix  and  not  because  of  ex- 
cessive rates  of  formation  of  MPS. 

The  same  group  has  demonstrated  that  a 
specific  interaction  of  vitamin  A and  protein 
is  required  for  the  effect.8  Liver  lysosomes 


release  proteolytic  activity  on  treatment  with 
vitamin  A,  although  the  lipoprotein  mem- 
brane of  the  lysosome  remains  unaltered. 
By  using  cold  lysis  of  erythrocytes  by  vita- 
min A as  a model  system  of  vitamin  A- 
lipoprotein  membrane  interaction,  Lucy  and 
Dingle9  suggest  that  a protein- vitamin  A 
interaction  may  be  required  for  the  lytic- 
activity. 

Comment 

Studies  on  the  metabolism  of  MPS  in 
states  of  vitamin  A deficiency  and  hyper- 
vitaminosis A suggest  that  the  latter  is  not 
a metabolic  exaggeration  of  recovery  from 
the  deficiency  state.  The  two  effects  may 
be  differentiated.  In  severe  vitamin  A 
deficiency,  less  MPS  is  formed,  and  secreting 
epithelia  undergo  keratinization.  In  severe 
hypervitaminosis  A some  excess  of  MPS 
may  be  formed,  but  excessive  rates  of  hy- 
drolysis of  the  protein  moiety  of  the  MPS- 
protein  complex  cause  the  integrity  of  the 
complex  to  be  lost,  and  the  MPS  is  liberated. 
These  studies  illustrate  the  need  for  in- 
dependent approaches  to  problems  of  in- 
adequacy and  hypervitaminosis  to  the  ex- 
tent that  mechanisms  for  an  explanation  of 
gross  changes  in  either  state  may  not  be 
related. 
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T he  International  Classification  of 
Disease!  provides  for  recording  the  cause 
! of  death  in  patients  in  whom  no  specific 
cause  can  be  determined.  Such  deaths  can 
be  recorded  on  death  certificates  under  Code 
I Classification  795.5  (other  unknown  and  un- 
specified causes).  Subdivisions  of  the  classi- 
fication include  Operation  NOS  (not  other- 
| wise  specified),  Postoperative  NOS,  and  Un- 
known Cause. 

It  is  felt  that  more  use  should  be  made  of 
this  type  of  recording  in  deaths  where  the 
i specific  cause  cannot  be  ascertained.  Speci- 
fying the  cause  of  death,  when  the  specific 
i cause  cannot  be  verified,  leads  to  inaccuracy 
in  statistical  analyses  of  causes  of  death. 

Twenty -one  cases  in  which  the  cause  of 
death  was  classified  as  “unknown”  were  ana- 
lyzed in  the  survey  of  official  maternal 
mortalities  and  other  deaths  associated  with 
pregnancy  occurring  in  various  parts  of  New 
York  State  over  a period  of  eight  years. 
They  represent  3.5  per  cent  of  the  600  deaths 
which  have  been  analyzed  and  are  based  on 
approximately  three  quarters  of  the  deaths 

* Chairman,  Subcommittee  on  Maternal  and  Child  Welfare. 

t International  Classification  of  Diseases,  1955  Revision, 
Geneva,  Switzerland,  World  Health  Organization,  1957,  vol. 
*• 


due  to  complications  of  pregnancy  or  deaths 
from  other  causes  occurring  during  preg- 
nancy and  up  to  three  months  post  partum. 
The  cases  included  both  clinical  and  autopsy 
diagnoses. 

Case  reports 

Case  1.  A forty -year-old  patient  (multi- 
parity not  recorded)  had  a three-month 
spontaneous  abortion  and  was  hospitalized 
with  excessive  vaginal  bleeding.  The  diag- 
nosis was  probable  incomplete  abortion. 
A dilation  and  curettage  procedure  was  per- 
formed under  thiopental  sodium  (Pentothal 
sodium)  anesthesia.  A spasm  occurred, 
necessitating  the  use  of  succinylcholine 
chloride  (Anectine).  Shortly  after  comple- 
tion of  the  dilation  and  curettage,  respira- 
tions ceased.  The  patient  failed  to  respond 
to  resuscitation  efforts  and  expired.  Patho- 
logic diagnosis  of  tissue  was  necrotic  hemor- 
rhagic decidua.  Autopsy  diagnosis  was 
passive  congestion  of  undetermined  cause. 

Comment.  There  seems  to  be  a pos- 
sibility that  the  cause  of  death  may  have 
been  associated  with  an  anesthetic  reaction. 

Case  2.  The  patient,  a gravida  7,  para 
3,  aged  thirty -six  years,  was  admitted  at  ap- 
proximately ten  weeks  gestation,  with  a 
history  of  moderate  recurrent  bleeding  of 
five  days  duration.  A diagnosis  of  incom- 
plete abortion  was  made.  A dilation  and 
curettage  procedure  was  performed  with  no 
unusual  reactions.  Five  hours  postopera- 
tively  the  patient’s  condition  was  satisfac- 
tory. Two  hours  later  the  nurse  reported  her 
in  moribund  condition.  A thoracotomy  and 
cardiac  massage  were  ineffective.  The  post- 
mortem examination  failed  to  reveal  the 
cause  of  death. 

Comment.  This  was  an  unexplained  death 


April  1,  1964  / New  York  State  Journal  of  Medicine  907 


following  dilation  and  curettage  for  incom- 
plete abortion. 

Case  3.  A twenty-one-year-old  patient 
was  found  dead  at  home.  Details  of  past 
pregnancies  and  past  history  were  unavail- 
able, but  it  was  determined  from  friends  that 
the  patient  had  abdominal  pain  prior  to  her 
death  and  was  approximately  twenty -two 
weeks  pregnant.  Autopsy  findings  included 
an  intrauterine  pregnancy  of  four  to  five 
months,  epicardial  hemorrhages,  macular 
eruption  over  thighs,  slight  cloudy  swelling 
of  the  fiver  and  kidneys,  and  congestion  of 
the  lungs.  A toxologic  examination  of  the 
blood,  brain,  kidneys,  and  fiver  showed  nega- 
tive results.  The  final  diagnosis  was  conges- 
tion and  edema  of  the  lungs  of  undetermined 
origin. 

Comment.  The  cause  of  death  was  un- 
determined in  a patient  with  an  incidental 
pregnancy. 

Case  4.  A twenty-seven-year-old  gravida 
2 had  an  uneventful  pregnancy  until  the 
twenty-sixth  week  when  she  was  hospitalized 
because  of  upper  right  quadrant  pain.  The 
gallbladder  was  studied  but  found  ap- 
parently normal,  and  she  was  discharged. 
Ten  days  later  she  had  a convulsion,  followed 
in  forty -eight  hours  by  another  convulsion  at 
which  time  she  was  rehospitalized.  There 
were  no  signs  or  symptoms  of  toxemia,  and 
no  definite  diagnosis  was  established.  Con- 
vulsions recurred  forty -eight  hours  later,  and 
the  patient  expired.  Positive  autopsy  find- 
ings were  passive  congestion  of  the  viscera 
and  nonspecific  myocarditis. 

Comment.  The  patient  was  diagnosed  on 
the  death  certificate  as  having  expired  from 
pulmonary  embolus.  It  is  felt  that  she 
should  have  had  a death  certificate  diagnosis 
of  cause  of  death  unknown,  since  no  specific 
cause  for  her  death  was  found  at  autopsy. 
Myocarditis  could  have  been  recorded  as  a 
contributory  factor. 

Case  5.  The  history  of  this  patient  is 
somewhat  similar  to  Case  3.  She  was  a 
twenty-one-year-old  patient  who  suddenly 
expired  while  walking.  Information  on 
gravidity  is  not  available,  but  it  was  ascer- 
tained that  she  had  a negative  past  medical 
history  and  was  twenty-nine  weeks  pregnant. 
A postmortem  examination,  including  toxo- 
logic studies,  failed  to  reveal  the  cause  of 
death. 


Comment.  The  cause  of  death  was  un- 
determined in  a patient  twenty-nine  weeks 
pregnant.  There  was  no  evidence  that  the 
death  was  directly  associated  with  the  preg- 
nancy, and  it  was  not  classified  as  a maternal 
death. 

Case  6.  The  patient  was  a thirty -seven- 
year-old  gravida  10.  The  mortality  report 
contained  no  details  of  the  patient’s  past 
history.  The  patient  was  first  seen  at  the 
seventh  month,  at  which  time  mild  hyper- 
tension was  found,  and  she  was  placed  on 
reserpine  and  chlorothiazide  (Diuril),  with  a 
resultant  reduction  in  the  hypertension. 
The  patient  was  admitted  in  labor  at  term. 
On  admission,  a Grade  III  systolic  murmur 
was  heard.  The  blood  pressure  was  100/84 
and  the  pulse  rate  88.  Two  hours  after  ad- 
mission the  pains  were  irregular,  and  a 
vaginal  examination  was  done  which  showed 
the  cervix  2 finger  breadths  dilated.  The 
membranes  were  ruptured  artificially.  Four 
hours  after  the  onset  of  labor,  the  patient 
had  a convulsion,  with  a second  convulsion 
fifteen  minutes  later.  She  was  in  deep  shock, 
and  the  pulse  and  blood  pressure  could  not 
be  obtained.  Intravenous  glucose  and  a 
bitartrate  solution  (Levophed)  were  given. 
The  shock  proved  irreversible,  and  the  pa- 
tient expired  five  hours  after  the  onset  of 
labor.  A postmortem  cesarean  was  per- 
formed, with  the  delivery  of  a stillborn  in- 
fant. The  autopsy  diagnosis  was  a full- 
term  pregnancy,  postmortem  cesarean,  and 
undetermined  cause  of  death. 

Comment.  The  death  certificate  diagnosis 
was  grand  mal.  The  grand  mal  coding  in- 
cludes grand  mal  (idiopathic),  haut  mal,  and 
major  epilepsy. 

Case  7.  A twenty-five-year-old  patient 
with  a normal  past  medical  history  had  been 
delivered  previously  on  four  occasions  by 
cesarean  section.  The  indication  for  the  pri- 
mary section  was  cephalopelvic  dispropor- 
tion. The  prenatal  period  was  normal,  with 
the  patient  admitted  at  the  thirty-seventh 
week.  She  remained  in  the  hospital  for  one 
week  at  which  time  it  was  felt  she  was  ready 
for  delivery.  Prior  to  the  scheduled  cesar- 
ean, she  was  given  50  mg.  of  meperidine 
hydrochloride  (Demerol  hydrochloride)  and 
scopolamine,  Viso  grain  intramuscularly. 
She  apparently  was  given  caudal  anesthesia 
which  was  supplemented  by  general  anes- 
thesia (specific  anesthetic  agents  were  not 
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reported).  No  difficulties  were  encountered 
during  the  operative  procedure,  and  a 
6-pound,  6-ounce  infant  was  delivered  in 
satisfactory  condition.  The  patient’s  im- 
mediate postoperative  condition  was  satis- 
factory. However,  one  and  one-half  hours 
after  the  completion  of  surgery  she  developed 
grunting  respirations  and  shock.  The  shock 
proved  irreversible,  and  she  expired  two 
hours  and  ten  minutes  following  delivery. 
The  autopsy  diagnosis  was  pulmonary 
edema. 

Comment.  The  autopsy  report  did  not 
specify  the  cause  of  pulmonary  edema.  The 
death  was  classified  in  our  survey  as  pul- 
monary edema,  cause  undetermined. 

Case  8.  A thirty -nine-year-old  primip- 
ara  had  a relatively  normal  pregnancy  until 
the  thirty-eighth  week.  The  patient  had  a 
history  of  thyroidectomy  six  years  pre- 
viously, since  which  time  she  had  a crowing 
type  of  respiration  with  some  dyspnea. 
Blood  pressure  during  her  pregnancy  had 
averaged  134/70.  She  developed  acute 
dyspnea  two  weeks  before  term  after  having 
felt  “poorly”  for  twenty-four  hours.  She 
was  hospitalized  and  was  moribund  on  ar- 
rival. A postmortem  cesarean  was  per- 
formed and  a stillborn  fetus  delivered.  An 
incomplete  autopsy  was  done  (the  head  was 
not  dissected).  The  autopsy  diagnosis  was 
eight-month  gestation  status — postmortem 
delivery  by  cesarean,  marked  pulmonary 
edema,  congestion  of  viscera,  remote  surgery, 
that  is,  subtotal  thyroidectomy,  and  ap- 
pendectomy. The  cause  of  death  was  not 
determined  by  autopsy. 

Comment.  The  death  was  possibly  as- 
sociated with  known  thyroid  disease.  How- 
ever, a complete  autopsy,  including  examina- 
tion of  the  cranial  cavity,  might  have  re- 
vealed the  actual  cause  of  death. 

Case  9.  A thirty -five-year-old  patient, 
gravida  6,  had  a noncontributory  past 
medical  history.  She  was  referred  to  the 
hospital  for  observation  in  the  eighth  month 
because  of  excessive  weight  gain.  No  evi- 
dence of  toxemia  was  found.  The  patient 
was  very  uncooperative  and  failed  to  follow 
medical  advice  during  hospitalization  and 
after  her  release.  She  was  readmitted 
during  the  thirty -eighth  week  with  a history 
of  probable  rupture  of  the  membranes.  She 
developed  a septic  type  temperature,  was 
transferred  to  an  observation  unit,  and 


placed  on  adequate  antibiotic  therapy. 
Rectal  examination  showed  the  cervix  to  be 
3 fingerbreadths  dilated.  Twenty-six  hours 
after  admission,  she  suddenly  convulsed  and 
expired.  A postmortem  cesarean  was  per- 
formed, but  the  infant  failed  to  survive. 
Clinical  impression  was  that  the  cause  of 
death  was  pituitary  hemorrhage.  Autopsy 
findings  were  recent  pregnancy  with  placenta 
still  in  uterus,  cervical  lacerations,  pulmo- 
nary edema,  probable  pneumonitis,  acute 
tracheobronchitis,  acute  pyelitis  and  cystitis, 
splenic  softening,  probable  acute  splenic 
tumor,  and  possible  pituitary  necrosis. 
Microscopic  examination  of  tissue  failed  to 
account  for  a specific  cause  of  death. 

Comment.  The  clinical  impression  of 
death  due  to  pituitary  hemorrhage  was 
disproved  by  the  autopsy  findings.  The  case 
was  classified  as  death  due  to  sepsis,  pos- 
sibly associated  with  bacteremic  shock. 

Case  10.  The  patient  was  a twenty-one- 
year-old  gravida  2,  with  a negative  past 
medical  history,  who  had  been  delivered  by 
laparotrachelotomy  previously  because  of 
cephalopelvic  disproportion  and  uterine 
inertia.  The  present  pregnancy  was  normal, 
and  she  was  admitted  at  term,  in  labor,  for  a 
repeat  cesarean.  A dose  of  8 mg.  of  tetra- 
caine hydrochloride  (Pontocaine  hydro- 
chloride) was  administered  between  the 
thirteenth  and  fourteenth  lumbar  verte- 
brae. The  anesthesia  level  reached  the  sixth 
cervical  vertebra.  Vomiting  occurred,  and 
the  blood  pressure  dropped  to  80/56. 
Phenylephrine  hydrochloride  (Neo-Syn- 
ephrine)  was  given,  and  the  blood  pressure 
rose  to  100/60.  Oxygen  was  also  given,  and 
the  condition  stabilized  sufficiently  to  allow 
the  cesarean  to  be  performed.  The  infant 
was  normal,  and  the  patient’s  immediate 
postoperative  condition  was  satisfactory.  A 
hemoglobin  determination,  a few  hours  fol- 
lowing surgery,  was  reported  as  6 Gm.  per  100 
ml.  The  reading  was  repeated  and  reported 
as  8.8  Gm.  per  100  ml.,  and  a transfusion  was 
started.  There  was  a transfusion  reaction 
after  200  cc.  of  blood  had  been  given,  and  the 
transfusion  was  discontinued.  Diphenhy- 
dramine hydrochloride  (Benadryl  hydro- 
chloride) was  given,  and  she  responded 
satisfactorily.  Eighteen  hours  postopera- 
tively  dyspnea,  hypotension,  and  a pulse 
rate  of  130  were  reported.  A medical  con- 
sultant was  called  who  was  of  the  opinion 
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that  she  had  an  aspiration  pneumonia,  pul- 
monary infarct,  or  pulmonary  edema.  Bron- 
choscopy was  performed,  with  little  benefit. 
Pulmonary  edema  became  evident,  and  the 
patient  expired  twenty-two  hours  post- 
operatively.  The  autopsy  diagnosis  was  as 
follows:  status  postsection,  history  of  blood 
transfusion,  followed  by  chills  and  urticaria; 
history  of  shock  and  pulmonary  edema  four 
hours  prior  to  death;  arteriosclerosis;  and 
thrombosis  of  sagittal  sinus,  agonal.  The 
cause  of  death  was  pulmonary  edema, 
etio logic  factors  unknown. 

Comment.  It  seems  logical,  despite  au- 
topsy diagnosis,  to  assume  that  the  cause  of 
death  was  due  to  a transfusion  reaction.  Re- 
action during  administration  of  spinal  anes- 
thesia could  also  be  contributory  to  fatality. 

Case  11.  The  patient  was  a gravida  4 
with  a normal  past  history.  She  had  two 
living  children  and  had  had  one  abortion. 
She  was  Rh  negative  and  had  a normal  pre- 
natal course.  The  patient  was  admitted  at 
term  in  normal,  active  labor.  The  first  stage 
lasted  four  and  one-half  hours,  and  the 
second  stage  was  of  twenty  minutes  dura- 
tion. Delivery  was  accomplished  by  low 
elective  forceps.  The  infant,  weighing  8 
pounds,  2 ounces,  was  normal.  The  patient 
was  apprehensive  prior  to  delivery  and  re- 
fused to  be  delivered  under  spinal  anesthesia. 
She  was  given  nitrous  oxide  and  oxygen  for 
induction  and  was  maintained  with  chloro- 
form and  oxygen.  Following  expulsion  of 
the  placenta,  the  anesthetist  reported  that 
the  patient  was  pale,  with  the  pulse  rapid  and 
irregular.  Anesthesia  was  discontinued. 
Cardiac  arrest  occurred,  and  internal  cardiac 
massage  was  used  with  unsatisfactory  re- 
sults. The  patient  expired  one  hour  and 
forty -five  minutes  following  delivery.  The 
death  certificate  diagnosis  was  cardiac  arrest 
due  to  amniotic  fluid  embolus.  The  au- 
topsy diagnosis  was  undetermined  cause  of 
death. 

Comment.  It  was  the  impression  of  the 
local  maternal  mortality  committee  that  the 
death  was  associated  with  anesthetic  reac- 
tion. 

Case  12.  The  patient  was  a twenty-four- 
year-old  primipara  who  had  a normal  family 
and  past  medical  history.  Her  pregnancy 
was  normal,  with  the  exception  of  an  exces- 
sive weight  gain  of  forty -one  pounds.  Labor 
started  spontaneously  at  term,  and  she  was 


delivered  successfully  of  a normal  infant  by 
low  forceps  extraction  after  a seventeen-hour 
first  stage  and  two-and-one-half-hour  second 
stage  of  labor.  The  third  stage  was  unevent- 
ful except  for  a rapid  pulse  rate.  Thirty 
minutes  postpartum,  in  addition  to  the 
tachycardia,  the  patient  became  restless  and 
developed  cyanosis.  Adequate  supportive 
measures  were  given  including  a transfusion 
of  500  cc.  of  blood.  The  shock  was  ir- 
reversible, and  she  expired  five  hours  after 
delivery.  The  autopsy  diagnosis  was  hypo- 
plasia of  the  coronary  artery  system,  pos- 
sible fat  or  amniotic  fluid  embolus,  atelec- 
tasis, and  questionable  adrenal  hemorrhage 
and  fragmentation.  A microscopic  exami- 
nation apparently  failed  to  confirm  the 
gross  impression  of  embolism,  and  the  prep- 
arations submitted  as  adrenal  showed  fat, 
smooth  muscle,  and  relatively  large  vessels. 
In  one  of  these  there  was  hemorrhage  and 
hemolysis.  There  was  nothing  to  suggest 
renal  morphology. 

Comment.  The  cause  of  death  was  clas- 
sified as  undetermined  as  a result  of  the 
autopsy  report.  The  death  certificate  diag- 
nosis was  puerperal  shock  and  delivery  at 
term.  The  case  was  classified  as  a maternal 
death  under  the  general  heading,  678 — “de- 
livery with  other  complications  of  child- 
birth.” Obstetric  shock  is  included  in  the 
code  grouping. 

Case  13.  A thirty-five-year-old  primip- 
ara with  a negative  past  history  was  ad- 
mitted at  term  in  labor  after  an  uneventful 
prenatal  course.  She  vomited  on  several  oc- 
casions while  in  labor  and  was  excessively 
nervous.  During  the  course  of  labor,  she 
received  75  mg.  of  meperidine  hydrochloride, 
Viso  grain  of  scopolamine,  and  25  mg.  of 
promethazine  (Phenergan).  Later  she  was 
given  50  mg.  of  meperidine  hydrochloride  and 
V200  grain  of  scopolamine.  After  a three- 
hour  second  stage  labor,  she  was  delivered 
of  an  infant  by  low-forceps  extraction.  The 
baby  expired  two  weeks  later.  The  type  of 
anesthesia  used  was  not  reported.  The 
patient  continued  to  vomit  after  delivery, 
and  the  nervousness  persisted.  She  was 
given  500  cc.  of  10  per  cent  glucose  in  saline 
intravenously.  One  hour  later  she  went 
into  shock  which  proved  irreversible  despite 
emergency  measures,  including  cardiac  mas- 
sage. She  expired  two  and  one-half  hours 
post  partum.  The  autopsy  diagnosis  was 
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postpartum  status,  slight  acute  pulmonary 
edema,  and  status  post-thoracotomy  (cardiac 
massage).  The  cause  of  death  was  un- 
determined. 

Comment.  Death  was  possibly  owing  to 
unexplained  physiologic  change  associated 
with  excessive  vomiting  and  nervousness. 
It  was  coded  688.3  and  classified  as  a mater- 
nal death.  Code  688  is  specified  as  other 
and  unspecified  complications  of  pregnancy; 
code  classification  688.3  includes  placental 
polyp  and  other  unspecified  complications 
arising  during  the  puerperium. 

Nonautopsied  cases 

Eight  of  the  deaths  we  classified  as  “cause 
unknown”  did  not  have  postmortem  exami- 
nations. A few  summaries  are  given  which 
are  fairly  typical  of  this  type  of  classification. 

Case  14.  A thirty-year-old  gravida  3, 
who  had  had  no  previous  prenatal  care,  was 
admitted  to  the  emergency  room  after 
having  passed  a seventeen-week  fetus  and 
placenta,  with  abdominal  pain  and  vaginal 
bleeding.  She  denied  attempts  at  inter- 
ference with  the  pregnancy.  Blood  pressure 
at  the  time  of  admission  was  80/60.  An 
intravenous  infusion  was  started,  and  trans- 
fusion was  ordered.  The  hematocrit,  which 
originally  had  been  27,  dropped  to  20.  Two 
units  of  blood  were  given,  and  a dilation  and 
curettage  procedure  performed.  A small 
amount  of  tissue  was  obtained,  and  the 
uterine  cavity  was  packed.  Supportive 
treatment  was  continued,  but  subsequently 
the  patient  bled  through  the  pack,  and  the 
possibility  of  intra-abdominal  bleeding  was 
entertained.  She  was  returned  to  the  oper- 
ating room  for  a second  dilation  and  curet- 
tage and  a needle  colpotomy.  Cyclopropane 
was  used  for  anesthesia,  the  uterus  was  found 
intact,  and  the  cavity  was  repacked.  A 
colpotomy  showed  only  a small  amount  of 
clear  fluid.  The  patient’s  condition  con- 
tinued unsatisfactory,  and  she  was  seen  by  a 
medical  consultant  who  was  of  the  opinion 
that  blood  incompatability  or  blood  dyscra- 
sia  was  involved.  Oliguria  developed,  and  a 
catheterized  urine  specimen  was  clear.  The 
patient’s  condition  continued  to  deteriorate, 
and  she  expired  twelve  hours  after  admission. 
Death  certificate  diagnosis  was  immediate 
cause  unknown.  A contributory  cause  was 
spontaneous  abortion  at  four  months  gesta- 


tion, with  vascular  collapse  and  possible 
pituitary  gland  involvement. 

Comment.  This  was  an  unexplained  death 
associated  with  a second-trimester  abortion. 

Case  15.  A forty -year-old  gravida  6 
registered  in  the  prenatal  clinic  in  the 
twenty-first  week  of  pregnancy.  Examina- 
tion showed  she  had  gained  forty -two  pounds 
and  had  a 4 plus  edema  of  the  extremities. 
The  patient  was  Rh  negative,  and  her 
hemoglobin  was  11.6  Gm.  per  100  ml.  She 
was  seen  one  week  later  and  placed  on 
chlorothiazide.  The  following  day  mild 
uterine  contractions  started,  and  she  was  ad- 
mitted. The  admission  examination  showed 
a hemoglobin  of  7.7  Gm.  per  100  ml.  No 
further  details  of  hospital  management  were 
reported,  and  she  was  discharged  on  the 
second  day  with  a diagnosis  of  false  labor. 
The  following  day  she  delivered  a stillborn 
fetus  at  home.  An  ambulance  was  called, 
she  was  found  in  deep  shock,  and  was  taken 
to  the  hospital.  When  she  arrived  at  the 
hospital,  her  condition  was  critical,  with 
evidence  of  excessive  bleeding.  She  ex- 
pired five  minutes  after  admission.  The 
clinical  diagnosis  was  “cause  of  death  un- 
determined.” 

Comment.  The  cause  of  death  may  have 
been  caused  by  postpartum  hemorrhage. 
The  death  was  classified  as  potentially 
avoidable  on  the  basis  that  she  should  not 
have  been  discharged  from  the  hospital  in 
view  of  the  excessive  weight  gain  and  rapid 
drop  in  hemoglobin. 

Case  16.  A thirty-nine-year-old  gravida 
3 had  been  under  treatment  for  rheumatoid 
arthritis  and  anemia  for  three  years.  In  ad- 
dition, the  patient  had  a Grade  III  murmur 
(mitral  stenosis).  The  arthritis  had  started 
during  the  second  pregnancy.  She  was  sus- 
pected of  having  lupus  erythematosus  with 
the  original  illness  which  was  ruled  out  after 
thorough  study  by  consultants.  She  was 
first  seen  at  the  fourth  month  of  the  present 
pregnancy,  at  which  time  the  hemoglobin 
was  6.8  Gm.  per  100  ml.  She  was  followed 
throughout  the  pregnancy  by  her  attending 
physician  and  an  internist.  Treatment  was 
considered  to  have  been  adequate.  She  was 
admitted  at  the  thirty-ninth  week  in  labor 
and  was  delivered  spontaneously  under 
spinal  anesthesia,  tetracaine  hydrochloride 
(Pontocaine  hydrochloride),  of  a normal  in- 
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TABLE  I.  Maternal  deaths — age  groups 


Age 

(Years) 

Number 
of  Cases 

Percentage 

21  to  25 

7 

33.3 

26  to  30 

4 

19.0 

31  to  35 

3 

14.3 

36  to  40 

6 

28.6 

Over  40 

1 

4.8 

Totals 

21 

100.0 

fant  after  a three-and-three-quarter-hour 
first  stage  and  forty-five-minute  second  stage 
of  labor.  Examination  of  the  placenta 
showed  evidence  of  partial  abruption.  The 
uterus  was  explored,  with  no  evidence  of 
rupture  or  lacerations.  The  immediate  post- 
partum condition  was  satisfactory,  and  she 
was  transferred  to  the  recovery  room. 
Shortly  thereafter,  shock  developed  and  no 
blood  pressure  reading  could  be  obtained. 
Emergency  treatment  included  unsuccessful 
attempts  at  blood  transfusion  and  cardiac 
massage.  Shock  was  irreversible,  and  the  pa- 
tient expired  two  and  a quarter  hours  post- 
partum. Autopsy  permission  was  refused. 
Death  certificate  diagnosis  was  cardiovascu- 
lar collapse,  etiologic  factors  unknown. 

Comment.  Mortality  was  coded  442.1 
(mycardial  degeneration  with  arteriosclero- 
sis) and  was  not  classified  as  a maternal 
death.  Local  impression,  including  the 
opinions  of  experts  in  various  fields,  was  that 
the  most  probable  cause  of  death  was 
adrenal  insufficiency  resulting  from  the  use 
of  cortisone  in  the  treatment  of  the  arthritis. 

Case  17.  A forty-one-year-old  gravida  3, 
with  a noncontributory  past  medical  and 
obstetric  history,  was  admitted  at  term  in 
labor.  She  delivered  a normal  9-pound, 
4-ounce  infant  spontaneously  under  nitrous 
oxide  anesthesia  after  a normal  labor. 
Vaginal  oozing  continued  after  delivery  and 
one  and  one-half  hours  postpartum.  She 
was  returned  to  the  delivery  room,  and 
vaginal  lacerations  were  resutured.  At  this 
time  the  bleeding  time  was  five  minutes,  and 
the  patient  was  given  3 units  of  fibrinogen. 
She  responded  to  treatment,  and  the  post- 
partum course  was  normal  until  the  fourth 
day  when  diarrhea  developed.  The  condi- 
tion persisted  on  the  following  day  when  she 
left  the  hospital.  Two  days  later  she  was 
seen  at  home  because  of  continuing  diarrhea. 


TABLE  II. — Maternal  deaths — gravidity 


Data 

Number 

Percentage 

Primipara 

2 

9.5 

Gravida  1 

2 

9.5 

Gravida  2 

3 

14.3 

Gravida  3 

3 

14.3 

Gravida  4 

2 

9.5 

Gravida  5 

1 

4.8 

Gravida  6 

2 

9.5 

Gravida  7 

1 

4.8 

Gravida  10 

1 

4.8 

Unknown 

4 

19.0 

Totals 

21 

100.0 

TABLE  III.  Period 

of  gestation 
curred 

when  death  oc- 

Weeks  of 
Gestation 

Number 
of  Cases 

Percentage 

Under  20 

3 

14.3 

20  to  29 

4 

19.0 

30  to  36 

1 

4.8 

38 

3 

14.3 

39 

2 

9.5 

40 

7 

33.3 

41 

1 

4.8 

Totals 

21 

100.0 

TABLE  IV.  Position— 

presentation 

Number 

of 

Per- 

Position 

Cases 

centage 

Vertex  anterior 

3 

14.3 

Vertex  posterior 

3 

14.3 

Breech 

1 

4.8 

Vertex  unknown 

5 

23.7 

Fetal  presentation  unknown 

9 

42.9 

Totals 

21 

100.0 

TABLE  V. 

Prenatal  care 

Prenatal 

Number 

Visits 

of  Cases 

Percentage 

None 

1 

4.8 

1 to  3 

3 

14.3 

4 to  7 

4 

19.0 

Over  8 

9 

42.9 

Unknown 

4 

19.0 

Totals 

21 

100.0 

Hospitalization  was  recommended  but  re- 
fused. The  following  day  there  was  ab- 
dominal pain,  twitching,  and  the  patient  was 
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disoriented.  The  next  day  she  was  readmit- 
ted with  acidosis  and  apparent  heart  failure. 
Despite  treatment,  she  developed  convul- 
sions and  expired  on  the  thirteenth  post- 
partum day.  Clinical  diagnosis  was  cere- 
bral thrombosis  and  possible  pulmonary 
thrombosis,  with  acidosis  secondary  to  diar- 
rhea. 

Comment . The  clinical  cause  of  death  is 
probably  accurate.  We  classified  the  case  as 
undetermined  cause  of  death,  since  we  felt 
that  the  specific  immediate  cause  was  dif- 
ficult to  determine.  An  autopsy  would  have 
been  of  value  in  verifying  the  site  of  throm- 
bosis. 

Statistical  data 

Table  I is  a breakdown  of  the  deaths  by 
age  groups.  Table  II  shows  gravidity  of  the 
patient.  Table  III  demonstrates  the  period 
of  gestation  when  death  occurred.  Table 
IV  shows  the  position  and  presentation  of 
the  fetuses.  Table  V shows  prenatal  care. 


Comment 

Twenty -one  cases  of  deaths  associated 
with  pregnancy  have  been  presented  in 
which  we  felt  the  specific  causes  of  death  had 
not  been  ascertained. 

In  the  interest  of  accuracy,  we  feel  that 
use  should  be  made  of  the  designation  of 
‘‘cause  unknown  or  cause  unspecified,”  when 
this  is  the  final  autopsy  report.  We  have 
found  the  original  death  certificate  diagnosis 
in  autopsy  cases  occassionally  does  not  cor- 
respond to  the  final  autopsy  cause  of  death. 
Note  should  be  made  that  in  such  instances 
the  individual  physician  who  signed  the 
original  death  certificate  is  responsible  for 
submitting  a supplementary  death  certifi- 
cate. In  deaths  which  have  not  had  the 
benefit  of  postmortem  examinations,  the 
designation  of  “cause  unknown  or  cause  un- 
specified” may  be  used  in  instances  where 
the  attending  physician  is  unable  to  make  an 
accurate  clinical  diagnosis. 

766  Irving  Avenue,  Syracuse  10 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York,  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Case  Reports 


Congenital  Absence 
of  Gallbladder 


HERMAN  J.  BREZING,  M.D.,  F.A.C.S. 

Niagara  Falls,  New  York 
SERGIO  M.  SANCHEZ,  M.D. 
Niagara  Falls,  New  York 

From  the  Niagara  Falls  Memorial  Hospital 


F ailure  TO  VISUALIZE  the  gallbladder  after 
two  consecutive  examinations  with  con- 
trast material  may  reasonably  be  interpreted 
to  indicate  a diseased  gallbladder,  cystic 
duct  occlusion,  serious  liver  damage,  or 
that  the  contrast  material  is  not  being  ab- 
sorbed from  the  gastrointestinal  tract.1 
This  case  is  being  reported  to  add  another 
uncommon  entity  to  the  differential  diag- 
nosis of  the  “nonfunctioning”  gallbladder. 

Embryology 

After  the  liver  develops  from  a ventral 
diverticulum  shortly  distal  to  the  stomach, 
the  liver  anlage  becomes  solid  on  the  ce- 
phalic side  forming  the  liver,  and  hollow 
or  tubular  on  the  caudal  side  forming  the 
gallbladder.  Bower2  estimates  that  2 per 
cent  of  infant  gallbladders  are  intrahepatic. 
At  six  weeks,  Mauro  has  shown  that  the 
hepatic  and  gallbladder  diverticulum  are 
obliterated  by  proliferation  of  epithelium.3 
In  any  case  of  congenital  absence  of  the  gall- 
bladder, it  is  obvious  that  origin  may  be 
attributed  either  to  agenesia  of  the  diverticu- 
lum or  to  atresia  by  obliteration  or  prolifera- 
tion of  endothelium  of  the  diverticulum. 
The  practical  importance  of  the  embryology 
lies  in  the  fact  that  any  difference  in  the 
size,  shape,  or  contour  of  the  liver,  if  not 
due  to  acquired  disease,  should  alert  one 


to  search  for  additional  malformations  or 
developmental  anomalies  of  the  biliary 
passages  or  pancreas. 


Incidence 

The  true  incidence  of  congenital  absence 
of  the  gallbladder  is  difficult  to  determine. 
Talmadge  reports  an  incidence  of  0.065  per 
cent  in  18,350  autopsies.4  In  more  practical 
figures  this  would  represent  one  new  case 
per  100,000  population  every  sixty  years. 

At  the  present  time  only  112  cases  have 
been  published,  excluding  the  following  case 
report.  Biliary  anomalies  are  found  in 
10  per  cent  of  autopsy  cases,  chiefly 
women.  Anomalies  of  the  bile  ducts  occur 
in  25  per  cent  of  cases  and  anomalies  of 
the  blood  vessels  in  51  per  cent  of  cases. 

Clinical  picture 

At  the  present  time,  no  case  of  congenital 
absence  of  the  gallbladder  has  been  so  di- 
agnosed prior  to  surgery.  The  usual  symp- 
tomatology is  similar  to  that  of  the  “post- 
cholecystectomy syndrome.”  However, 
there  are  no  symptoms  pathognomonic  of 
congenital  absence  of  the  gallbladder.  Gase- 
ous dyspepsia,  fatty  food  intolerance,  bloat- 
ing, belching,  biliary  colic,  and  obstructive 
jaundice  are  common,  as  is  concommitant 
pancreatitis  and  diabetes  mellitus.  Com- 
mon duct  stones  have  been  found  in  25 
to  50  per  cent  of  reported  cases  of  congeni- 
tal absence  of  the  gallbladder.  Dilation 
of  the  common  duct  occurred  in  one  third 
of  the  cases. 

Case  report 

A forty-seven-year-old  single  female  was 
admitted  because  of  recurrent  bouts  of 
biliary  colic.  Five  years  previously  she  had 
had  a severe  attack  of  pain  of  the  right  side 
of  the  upper  abdomen.  After  a slow  recovery 
for  about  one  month  she  remained  free 
from  symptoms,  except  for  gaseous  dys- 
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pepsia.  At  the  time  of  admission,  she 
had  a second  severe  bout  of  steady  pain  of 
the  right  upper  quadrant  radiating  across 
the  epigastrium,  accompanied  by  pruritus 
but  no  vomiting.  A complete  examination 
revealed  only  a nonfunctioning  gallbladder 
after  a repeat  double  dose  of  gallbladder  dye. 
The  family  history  and  past  history  were 
noncontributory.  Physical  examination  re- 
vealed tenderness  under  the  right  costal 
margin  in  the  region  of  the  gallbladder. 

Laboratory  examination  showed  a hema- 
tocrit of  40;  hemoglobin  12  Gm.  per  100 
ml.;  white  blood  cells  7,400;  Vandenbergh 
test  results  of  0.2  mg.  per  100  ml.  direct 
and  0.5  mg.  per  100  ml.  total  direct;  1.4  mg. 
per  100  ml.  total  bilirubin;  cephalin  floc- 
culation 1 plus  in  twenty -four  hours,  2 plus 
in  forty-eight  hours;  and  alkaline  phos- 
phatase (Bodansky)  2.5  units. 

At  the  time  of  the  operation  the  liver  was 
normal.  In  the  area  of  the  gallbladder 
there  was  a 2-mm.  thickening  of  Glisson’s 
capsule  with  no  connection  to  a normal-ap- 
pearing, 1-cm.,  thin-walled  common  hepatic 
duct.  There  was  no  evidence  of  the  cystic 
duct.  No  other  anomalies  were  found. 
Choledochostomy  was  performed  resulting 
in  normal  findings  on  the  operative  cho- 
langiogram.  The  patient  was  discharged  on 
the  fifteenth  postoperative  day.  She  had 
no  further  complaints  during  the  next  year. 


Comment 

Inasmuch  as  Kobacker5  reports  an  in- 
stance of  hereditary  congenital  absence  of 
the  gallbladder,  histories  were  taken  on  the 
patient’s  family;  no  other  cases  were  dis- 
covered. It  is  again  evident  that  a pre- 
operative diagnosis  of  this  condition  is 
still  impossible. 

Summary 

Another  case  of  congenital  absence  of 
the  gallbladder  is  reported  to  emphasize  the 
possibility  of  this  condition  in  the  differential 
diagnosis  of  the  “nonfunctioning  gallblad- 
der.’ ’ Repeated  nonvisualization  of  the  gall- 
bladder does  not  necessarily  imply  gall- 
bladder disease,  a pathologic  condition  of 
the  extra-  or  intraheptic  ductile  systems,  or 
liver  disfunction  in  those  rare  instances  of 
congenital  absence  of  the  gallbladder. 
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Announcement  Because  of  the  interest  in  the  recent  series  of  12  articles  on  ‘The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  is  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York,  New  York,  10017,  at  a charge  of  fifty  cents  per  pamphlet 
to  cover  costs. 
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Transient  Loss  of 
Vision  Following 
Head  Trauma 


MARTIN  BODIAN,  M.D.,  F.A.C.S. 

Brooklyn,  New  York 

From  the  Brooklyn  Eye  and  Ear  Hospital 
and  the  Jewish  Hospital  of  Brooklyn 


| N discussing  cerebral  concussion  in 
children,  Ingraham  and  Matson1  state: 
“There  are  few  experiences  more  disturbing 
to  parents  than  to  see  their  child  unconscious 
from  a head  injury.”  Sudden  blindness 
following  such  injury  may  be  equally  shock- 
ing. And  because  the  blindness  usually 
lasts  for  hours  rather  than  minutes,2  3 the 
emotional  impact  is  apt  to  be  more  pro- 
found. This  concern  is  shared  by  patient, 
parent,  and  physician  alike. 

During  the  past  eight  years  6 cases  of 
sudden  blindness  following  head  injury  have 
come  to  my  attention.  In  all  cases  the 
patients  were  children,  the  loss  of  vision 
was  transient,  and  recovery  was  complete 
within  a twelve-hour  period.  Of  the  6 
patients,  3 were  examined  by  me  and  3 
were  seen  by  other  physicians,  including  a 
neurosurgeon,  an  ophthalmologist,  and  a 
pediatrician.  All  of  us  were  impressed  with 
the  dramatic  and  profound  loss  of  vision 
and  the  rapid  recovery.  Equally  impressive 
was  the  complete  lack  of  sequelae  which  one 
might  expect  from  such  a startling  reaction. 

A careful  study  of  the  literature  disclosed 
no  such  syndrome.  Two  reports  were 

Presented  before  the  Fifth  Interim  Congress  of  the  Pan- 
American  Association  of  Ophthalmology,  Lima,  Peru,  Jan- 
uary 28  to  February  3,  1962. 


found  in  which  permanent  blindness  followed 
a severe  trauma  such  as  skull  fracture,4-5 
and  a wide  variety  of  transient  symptoms 
after  head  injury  have  been  recorded.6-9 
Schnitker 10  observed  a child  with  “temporary 
visual  agnosia”  that  lasted  about  two  hours 
following  cerebral  concussion.  Since  I 
could  find  no  description  of  transient  blind- 
ness after  such  an  accident,  I felt  that  the 
6 cases  might  be  of  interest.  The  findings 
in  these  cases  are  summarized  in  Table  I, 
and  detailed  case  reports  follow. 

Case  reports 

Case  1.  In  June,  1959,  a twelve-year-old 
white  girl  tripped  while  running  and  struck 
the  right  side  of  her  forehead  solidly  against 
the  cement  pavement.  She  immediately 
became  blind.  She  was  dazed  but  not  un- 
concious.  Overcome  with  fright,  she  was 
“so  blind”  that  she  “couldn’t  see  a thing,” 
and  her  friends  had  to  lead  her  home.  She 
had  no  difficulty  walking  but  suffered  mild 
headache.  The  family  physician  could  not 
be  reached,  and  so  treatment,  consisting  of 
10  grains  of  aspirin,  cold  compresses  to 
the  head,  and  bed  rest,  was  administered 
by  her  mother. 

The  patient’s  vision  returned  to  a slight 
degree  after  thirty  minutes,  but  everything 
was  seen  as  if  through  a dense  fog.  Over 
the  next  few  hours  her  sight  improved 
gradually,  and  the  headache  disappeared. 
When  she  fell  asleep,  about  three  hours 
after  her  injury,  her  vision  was  still  defective. 
On  awakening  after  a sound  night’s  sleep, 
her  vision  was  “perfect.”  All  symptoms, 
except  for  the  pain  and  swelling  of  her 
forehead,  were  gone.  Because  she  felt  so 
well,  she  did  not  consult  a physician  at  that 
time. 

On  August  31,  1959,  two  and  one-half 
months  after  her  fall,  she  consulted  me  for 
photophobia.  Eye  examination  revealed 
mild  myopia,  20/25  vision  in  each  eye,  cor- 
rective to  20/20,  for  which  corrective  sun- 
glasses were  prescribed.  A mild  alternating 
exotropia  was  unchanged  from  an  examina- 
tion done  one  year  prior  to  her  accident. 
Her  eyes  were  otherwise  normal.  Advice 
to  have  a neurologic  consultation  was 
ignored.  When  last  examined,  two  and 
one-half  years  after  her  injury,  she  was  well 
and  free  of  traumatic  sequelae.  Her  ocular 
status  had  not  changed. 
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TABLE  I.  Patients  exhibiting  transient  loss  of  vision  immediately  following  cerebral  concussion 


Case 

Num- 

ber 

Age 

(Years) 

Area  of 
Head 
Injured 

Nature  of 
Head  Injury 

✓ — Pupillary  Reaction — * 
Immediate  12-Hour 

Duration 
of  Loss  of 
Vision* 

Final 

Vision 

(Cor- 

rected) 

Sequelae 

Duration 

of 

Follow- 

Up 

1 

12 

Frontal 

Contusion  of 
forehead 

Normal 

3 hours 
before  sleep 

6/6 

None 

2.5  years 

2 

6 

Right 

temporal 

Abrasion  and 
contusion  of 
right  temporal 
scalp 

Normal 

45  minutes 

6/6 

None 

4 months 

3 

10 

Right 

temporal 

Contusion  of 
right  temporal 
scalp 

Dilated,  fixed 

Normal 

4 hours 

6/6 

None 

4 . 5 years 

4 

12 

Right 

frontal 

Contusion  over 
right  brow 

Normal 

7 hours 

before  sleep 

6/6 

Did  not 
return 

1 day 

5 

4.5 

Right 

occipital 

Fracture,  right 
occipital 
bone;  abra- 
sion and 
contusion 

Dilated,  fixed 

Normal 

3 hours 

6/9 

None 

4 years 

6 

5 

Right 

occipital 

Contusion  over 
right  occipital 

Sluggish 

(bitemporal 
— Wernicke’s 
reaction) 

Normal 

4 hours 

before  sleep 

6/6 

None 

2 years 

* Three  patients  fell  asleep  while  vision  was  still  defective.  Duration  must  therefore  be  considered  underestimated. 


Case  2.*  In  February,  1961,  a six-year- 
old  white  girl  fell  backward  from  a bicycle, 
struck  her  head  on  the  pavement  and  lay 
stunned  for  a full  two  minutes.  On  re- 
gaining consciousness  she  exclaimed  re- 
peatedly, “I  can’t  see!”  She  was  placed  in 
bed,  where  she  complained  of  diffuse  head- 
ache and  drowsiness  in  addition  to  her 
“blindness.”  Examination  revealed  a mod- 
erate abrasion  and  hematoma  over  the 
right  temporal  area  of  the  head.  There 
was  no  bleeding  from  the  nose  or  ears.  The 
eyes  were  grossly  normal.  Neurologic  study 
revealed  no  abnormalities. 

Her  vision  returned  to  its  former  state  in 
forty -five  minutes.  Drowsiness  and  head- 
ache cleared  over  the  next  forty-eight  hours, 
coincident  with  beginning  periorbital  ec- 
chymosis,  which  gradually  faded  over  the 
next  two  weeks.  She  was  last  examined 
four  months  after  her  trauma.  At  that 
time  she  had  20/20  vision  in  each  eye  and 
was  free  from  evidence  of  trauma. 


Case  3.f  In  April,  1955,  a ten-year-old 
white  boy  forcefully  struck  the  right  back 
portion  of  his  head  against  a brick  wall 
while  running  for  a baseball.  The  impact 
shook  him  severely,  and  immediately  he 
stated  that  he  was  nauseated  and  “blind.” 
Because  of  his  loss  of  vision  his  companions 
had  to  lead  him. 

* Patient  of  Howard  L.  Kantor,  M.D.,  Sy osset,  New  York, 
t Patient  of  Mortimer  A.  Lasky,  M.D.,  Brooklyn,  New 
York. 


After  being  seen  by  an  ophthalmologist,  he 
was  taken  to  the  Queens  General  Hospital, 
where  he  was  found  to  be  amaurotic,  pale, 
disoriented,  and  in  a state  of  “nervous 
shock.”  There  was  a contusion  over  the 
right  temporal  scalp.  Eye  examination 
revealed  a complete  loss  of  vision.  The 
pupils  were  dilated  and  fixed.  The  ocular 
media  were  clear,  and  the  fundi  were  normal. 
There  were  no  focal  neurologic  signs.  Skull 
x-ray  films  and  a routine  laboratory 
work-up  showed  nothing  remarkable.  A 
spinal  tap  was  not  done. 

In  four  hours  the  patient’s  vision  began 
to  return,  and  two  hours  later  he  seemed 
completely  recovered,  with  20/20  vision  in 
each  eye.  He  was  discharged  from  the 
hospital  within  forty-eight  hours  with  no 
apparent  aftereffects.  The  last  follow-up 
was  in  August,  1959,  four  and  one-half  years 
after  the  accident.  At  that  time  there 
were  no  post-traumatic  sequelae,  and  an 
eye  examination  revealed  nothing  abnormal. 

Case  4.  On  April  9,  1956,  a twelve- 
year-old  colored  boy  slipped  as  he  ran  down 
a flight  of  school  steps.  As  his  body 
hurtled  forward,  the  right  frontal  portion  of 
his  head  struck  a vertical  post  at  the  bottom 
of  the  stairs.  In  spite  of  severe  pain  over 
the  right  brow  he  was  not  unconscious.  He 
vomited  once  and  felt  drowsy.  On  getting 
to  his  feet  he  noted  that  the  vision  in  his 
right  eye  was  completely  gone.  On  shutting 
his  left  eye  to  test  himself  he  was  unable  to 
see  his  way. 
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He  left  school  and  was  able  to  proceed 
home  without  incident.  Vision  was  still 
absent  in  the  right  eye  when  he  went  to 
sleep  about  seven  hours  after  the  injury. 
When  he  awoke  the  next  morning,  his  sight 
had  been  restored.  He  still  suffered  head- 
ache over  the  vertex  of  the  skull  and  pain 
over  the  right  brow.  He  was  seen  at  the 
eye  clinic  of  the  Jewish  Hospital  of  Brooklyn 
twenty -five  hours  after  his  accident.  Vision 
was  20/20-1  with  both  eyes.  Pain  was 
elicited  on  palpating  his  right  brow  area 
and  on  rotating  the  right  eye  to  the  left. 
The  pupils  were  5 mm.  in  diameter,  round, 
and  reacted  promptly  to  light.  Media  were 
clear,  and  fundi  and  confrontation  visual 
fields  were  normal.  The  patient  failed  to 
return  for  further  study. 

Case  5.*  A four  and  one-half-year-old 
white  boy  was  admitted  to  the  Kings 
County  Hospital  Center  on  September  9, 
1953,  following  a fall  from  a toy  wagon  two 
hours  before.  When  he  fell,  the  back  of  his 
head  struck  the  sidewalk.  The  child  im- 
mediately cried  and  seemed  slightly  con- 
fused and  incoherent.  He  walked  with  a 
mild  stagger. 

The  patient  was  taken  to  the  family 
physician  a few  minutes  away  and  on  entry 
to  the  office  asked  to  have  the  lights  on  and 
stated  that  he  could  not  see.  Examination 
at  this  time  disclosed  total  blindness  and 
absence  of  pupillary  reaction  to  light 
bilaterally.  Shortly  thereafter,  he  was  seen 
by  an  ophthalmologist,  who  reported  that 
there  was  nothing  abnormal  in  the  fundus 
and  sent  him  to  the  hospital. 

An  examination  three  hours  after  injury 
revealed  mild  confusion  and  no  focal 
neurologic  signs.  The  vision  had  returned. 
There  was  an  abrasion  and  contusion  over 
the  right  occipital  scalp.  An  x-ray  film  of 
the  skull  disclosed  a linear  fracture  in  the 
occipital  bone.  The  remainder  of  the  hos- 
pital course  was  uneventful,  and  discharge 
was  advised  one  week  after  entry.  There 
have  been  no  subsequent  complaints  about 
vision. 

Case  6.  On  December  7,  1953,  a five- 
year-old  white  girl  fell  backward  from  a 
rocking  horse  and  struck  the  back  of  her 
head  against  the  floor.  She  screamed  with 

* Patient  of  A.  W.  Cook,  M.D.,  Brooklyn,  New  York. 


pain  and  was  dazed  and  somewhat  dis- 
oriented. The  frightened  mother  rushed 
the  child  to  a general  practioner’s  office, 
where  the  child  stated  she  could  not  see, 
whimpering  repeatedly,  “I  can’t  see  you, 
Mommy!  Where  are  you?”  She  also 
complained  of  drowsiness  and  reacted  pet- 
tishly. 

Because  of  the  apparent  blindness  the 
child  was  referred  to  my  office,  where  I 
saw  her  two  hours  after  the  accident. 
Apparently  blind,  the  child  kept  exclaiming 
“I  can’t  see!  I can’t  see  anything!”  She 
was  fretful  and  asked  to  go  to  sleep.  The 
scalp  was  tender  and  swollen  over  the  right 
occiput. 

Although  the  child  stated  at  first  that  she 
could  see  nothing,  on  threat  of  hospital- 
ization she  could  make  out  my  hand,  and 
her  vision  was  barely  20/400  with  each 
eye  on  the  Snellen  chart  for  nonreaders. 
Further  coaxing  did  not  improve  her 
vision.  Ocular  examination,  including  fun- 
dus study,  showed  nothing  pathologic. 
The  pupils  were  5 mm.  round,  equal,  and 
reacted  sluggishly  to  light.  Extraocular 
motility  was  normal.  Visual  field  studies 
were  not  feasible. 

Because  of  drowsiness,  personality 
changes,  and  loss  of  vision  the  child  was 
immediately  hospitalized  at  the  Brooklyn 
Eye  and  Ear  Hospital.  An  emergency 
neurosurgical  consultant  reported  a weak- 
ness of  pupillary  response  to  bitemporal 
light  stimulation  (Wernicke’s  reaction).  On 
the  basis  of  all  findings  he  diagnosed  the 
condition  as  a hemorrhage  into  the  sella 
turcica.  Skull  x-ray  films  and  laboratory 
tests  showed  nothing  abnormal. 

The  child  fell  asleep  about  four  hours 
after  her  accident  and  slept  well  through 
the  night.  Repeated  observations  on  blood 
pressure,  pulse,  and  respiration  showed 
normal  findings.  The  next  morning  she 
awoke  alert,  cooperative,  and  comfortable. 
Vision  was  20/20-3  in  each  eye.  The  Wer- 
nicke pupillary  defect  could  not  be  elicited. 
Confrontation  visual  fields  were  normal. 
She  remained  symptom-free  for  forty-eight 
hours  and  was  discharged  from  the  hospital. 

One  week  later  a complete  ocular  ex- 
amination showed  nothing  pathologic.  She 
was  symptom -free,  and  vision  was  20/20 
in  each  eye.  Two  years  after  the  trauma 
there  were  no  signs  or  symptoms  referable 
to  her  injury. 
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Comment 

All  of  the  6 cases  reported  had  these 
features  in  common:  The  patients  were 

children;  sudden  loss  of  vision  followed  a 
blow  to  the  head;  recovery  was  complete 
within  twelve  hours;  and  there  were  no 
neurologic  or  other  sequelae.  No  similar 
reaction  in  adults  has  appeared  in  the 
literature,  nor  has  it  been  observed  by  my 
associates  or  by  me. 

Two  important  questions  arise:  What  is 
the  nature  of  the  pathologic  mechanism  in 
these  cases,  and  where  are  the  pathologic 
changes  located?  Since  no  tissue  studies 
were  available,  there  are  no  definitive 
answers,  but  certain  clues  help  to  direct  our 
thinking. 

In  speaking  of  cerebral  concussion  Cour- 
ville11  stated  that  the  brain  changes  con- 
sisted of  the  following:  alteration  of  the 

tigroid  substance  and  the  nuclei  of  the  nerve 
cells  due  to  violent  impact;  focal  death  of 
cells  due  to  ischemia  from  vasospasm  or 
hypotension;  and  cerebral  edema  due  to 
vasomotor  effects.  Although  the  matter 
has  not  been  settled,  there  is  general  agree- 
ment with  these  concepts  among  students  of 
the  subject.12  Do  any  of  these  changes 
explain  the  syndrome  under  discussion? 
Not  exactly. 

Because  of  the  relatively  fast  and  com- 
plete recoveries  we  must  rule  out  physical 
alteration,  death  of  cells,  and  cerebral 
edema  as  causes  of  the  loss  of  vision.  Vaso- 
spasm, on  the  other  hand,  if  not  extreme, 
could  well  cause  a neural  deficit  without 
inducing  demonstrable  neural  destruction. 
Wagener13  has  described  this  mechanism  in 
amaurosis  fugax.  Transient  cerebral  blind- 
ness due  to  vasospasm  in  uremia  has  been 
noted  by  Walsh.14  Since  the  child  has  a 
more  labile  vascular  system  than  an  adult, 
he  would  be  more  likely  to  have  vasospasm. 
This  could  explain  why  transient  blindness 
after  head  injury  has  been  found  in  children 
but  never  in  adults.  Vasospasm  would 
also  account  for  the  sudden  onset  and 
temporary  duration  of  symptoms.  Thus 
the  pathologic  mechanism  is  most  likely 
physiologic  and  probably  consists  of  spasm 
of  nutrient  vessels  somewhere  along  the 
visual  pathway.  Although  the  spasm  is 
sufficient  to  abolish  function,  it  is  not  enough 
to  produce  necrosis. 

Where  is  the  abnormality?  As  indicated 


FIGURE  1.  Schema  for  optic  pathway.  Most  prob- 
able pathologic  sites  causing  loss  of  vision  follow- 
ing head  trauma  are  the  optic  nerves,  chiasma,  and 
tracts,  in  descending  order  of  importance. 


previously,  it  must  be  somewhere  along  the 
visual  pathway,  which  extends  from  the 
retina  through  its  various  components  to 
the  occipital  cortex  (Fig.  1).  Which  of 
these  components  is  involved?  Although  a 
firm  answer  is  impossible,  a likely  one  can 
be  offered.  To  begin  with,  we  may  exon- 
erate some  sections  of  the  pathway. 

The  retinas  in  3 patients  (Cases  3,  5, 
and  6),  were  observed  by  ophthalmologists 
during  the  acute  phase  of  blindness  following 
trauma,  and  no  abnormalities  were  seen. 
It  is  unlikely  that  so  profound  a loss  of 
vision,  if  due  to  retinal  malfunction,  would 
not  produce  visible  abnormalities.  Retinal 
vasospasm,  edema,  hemorrhage,  and  so  on, 
are  quite  recognizable  to  the  ophthal- 
mologist. Since  these  were  not  seen,  we 
may  exempt  the  retina  as  the  site  of  blind- 
ness. 

I do  not  feel  that  the  geniculocalcarine 
pathway  is  culpable.  In  2 patients  (Cases 
3 and  5)  the  pupils  were  dilated  and  fixed  to 
light.  One  child  (Case  6)  had  mid-dilation 
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of  the  pupils,  with  a sluggish  contraction  to 
light.  These  responses  indicated  that  the 
abnormality  was  anterior  to  the  optic 
radiations  and  cortex  since  the  reflex 
pupillary  centers  are  anterior  to  these. 
Had  the  post  geniculate  portion  of  the  visual 
pathway  been  the  cause  of  the  loss  of  vision, 
the  pupillary  response  to  light  would  have 
remained  intact. 

Thus  the  involved  parts  must  lie  between 
the  retina  and  lateral  geniculate  body.  This 
section  of  the  pathway  includes  the  optic 
nerves,  chiasma,  and  tracts.  While  it  is 
impossible  to  say  which  of  these  components 
was  involved — perhaps  all  were — there  is 
evidence  for  some  localization. 

Case  4 lost  vision  in  only  one  eye.  This  is 
a clear  implication  of  the  optic  nerve  if  we 
may  assume  the  visual  field  was  normal  in 
his  “good  eye.”  Since  he  was  able  to  get 
about  without  difficulty  after  the  accident, 
there  is  a good  probability  that  the  field  was 
normal.  Thus  there  is  reason  to  believe 
that  in  this  case  the  pathologic  condition 
was  located  in  the  optic  nerve. 

Case  6 lost  vision  in  both  eyes.  Neu- 
rologic examination  indicated  weakness  of 
pupillary  response  to  bitemporal  light  stim- 
ulation (Wernicke’s  reaction).  The  chiasma 
is  thus  implicated  as  a site  of  involvement, 
probably  in  conjunction  with  impairment 
of  both  optic  nerves.  Thus  we  may  relegate 
pathologic  changes  to  the  optic  chiasm  as 
well  as  to  the  optic  nerves. 

There  is  no  evidence  pointing  to  the 
optic  tracts  as  the  site  of  defect.  Because 
the  tracts  have  a less  intimate  relationship 
to  bone,  they  would  be  in  safer  position 
during  trauma  than  the  nerves  or  chiasm. 
However,  were  both  tracts  involved,  they 
could  have  produced  a bilateral  loss  of 
vision  (double  homonymous  hemianopia). 

Thus  it  is  fair  to  assume  that  transient 
loss  of  vision  following  head  trauma  is  due 
to  a vasospasm  induced  by  violent  impact 


and  occurring  in  the  optic  nerves,  chiasm, 
and  possibly  the  tracts. 

Summary 

1.  Sudden,  transient  blindness  was  the 
outstanding  symptom  in  6 children  who 
suffered  violent  head  injuries.  The  case 
reports  of  these  6 children  are  presented. 

2.  A study  of  the  voluminous  literature 
on  head  injuries  failed  to  uncover  a similar 
neurologic  picture. 

3.  Reasons  are  presented  for  the  belief 
that  the  pathologic  mechanism  consists  of 
vasospasm  occurring  in  the  optic  nerves, 
chiasm,  and  possibly  the  tracts. 
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BILLSBORD 
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Three  Unholy  Obstetricians 


Come  with  me  south,  along  the  western  shore 
of  Lake  Champlain,  where  name  after  name  will 
evoke  memories  of  the  past  and  represent  his- 
toric landmarks  of  vital  significance  to  any 
American.  There  is  Plattsburgh,  Valcour, 
Crown  Point,  Port  Henry,  and  Ticonderoga: 
so  often  fortified,  so  frequently  captured,  and  so 
seldom  defended;  then  Lake  George,  Fort  Ed- 
ward, and  finally  Saratoga.  This  is  not  the  Sara- 
toga of  today,  which  arthritic  persons  visit  in 
search  of  relief  of  pain  and  which  those  who  are 
not  arthritic  visit  just  to  be  relieved,  but  the 
battlefield  now  known  as  Schuylerville. 

The  ability  to  distort  historical  perspective 
by  the  simple  technic  of  repetitive  emphasis  on 
one  facet  of  the  whole  and  a studied  neglect  of 
another  is,  I suppose,  a tribute  to  the  power  of 
propaganda  and  the  wiles  of  the  press  agent, 
whether  the  latter  be  amateur  or  professional. 
So  successful  has  this  historical  feat  of  legerde- 
main been  done  that  speak  of  the  founding  fa- 
thers and  automatically  you  call  to  every  listen- 
er’s thoughts  the  Pilgrim  and  the  Puritan  of 
Plymouth  and  Massachusetts  Bay  Colonies. 
Who  thinks  of  prior  settlements  made  in  the 
north  by  the  French?  in  Florida  by  the  Span- 
iards? or  in  Virginia  by  the  English?  That  a 
permanent  settlement  was  made  by  the  Dutch  at 
Albany  some  thirteen  years  before  the  Mayflower 
sailed  on  her  genealogically  renowned  journey  to 
Cape  Cod  is  not  only  generally  ignored  but  also 
seems  to  be  universally  unknown.  Mention  the 
War  of  Independence  and  one  automatically 
thinks  of  Lexington  and  Concord,  Bunker 
(Breed’s)  Hill,  Valley  Forge,  and  Yorktown;  yet, 
the  truth  remains  it  was  here  at  Saratoga  that  this 
land  became  a nation;  it  was  at  Saratoga  the  war 
was  won,  the  war  to  which  Concord  was  only  a 
prologue  and  Yorktown  an  inevitable  epilogue. 
It  was  the  two  battles  at  Saratoga  which  provided 
the  body  and  substance  that  made  the  shot  fired 
at  Concord  really  heard  ’round  the  world  and  the 
Declaration  of  Independence  a glorious  docu- 
ment rather  than  a seditious  pamphlet;  it  was 
here  the  full  participation  of  France  was  gained, 
including  her  navy,  and  it  was  De  Grasse  with 
this  navy  that  made  Yorktown  possible. 

What  a glorious  drama  this  Saratoga  was: 
The  preliminaries,  the  cast  of  characters,  the 
climax,  and  the  action,  all  of  it  was  theater  at  its 
best.  That  it  was  true  seems  incidental  to  the 
play,  and  that  it  was  real  almost  belittles  the 
imagination  of  the  playwright  and  strains  the 


credulity  of  the  onlooker.  The  two  with  top  bill- 
ing have  only  insignificant  parts  in  the  main 
drama;  it  is  only  in  the  opening  and  closing  scenes 
that  they  occupy  the  center  of  the  stage.  For 
both  gentlemen  Johnny  Burgoyne  and  Horatio 
Gates  were  politicians  first  and  generals  second, 
and  both  had  spent  the  previous  winter,  Bur- 
goyne in  London  and  Gates  in  Philadelphia, 
engaged  in  political  machinations  to  obtain  their 
commands.  Their  success  meant  it  was  Bur- 
goyne who  commanded  the  major  force  of  the 
grand  design,  calculated  to  suppress  insurrection 
on  the  motherland’s  own  terms;  and  it  was 
Gates  who  commanded  the  force  charged  with 
preventing  this  catastrophe.  Having  achieved 
their  commands,  there  is  little  to  record  of  them, 
other  than  numerous  public  statements;  a habit 
of  publicly  commending  their  subordinates  while 
privately  criticizing  them  in  official  reports. 
When  the  two  met  to  decide  the  terms  of  surren- 
der of  a British  army  which  was  surrounded,  de- 
feated, without  food  or  arms,  and  here  at  the 
game  of  political  maneuvering  the  Englishman 
was  the  clear  victor  in  the  mutually  agreed  terms, 
the  basis  of  the  Convention  of  Saratoga. 

Our  drama  finds  many  supporting  roles  of 
major  import  on  both  sides.  On  the  English 
side,  there  was  Twiss,  the  engineer,  who  fortified 
Sugar  Loaf  Hill  overnight  and  thus  made  the 
American  position  at  Ticonderoga  untenable; 
Carleton  sulking  in  the  Governor’s  chair  in 
Canada;  the  intrepid  Fraser;  Baum,  leader  of  the 
ill-fated  expedition  to  Bennington;  St.  Leger  in 
command  at  Stanwix;  and  Clinton,  who  came 
up  the  Hudson  but  only  to  Kingston  and  then 
turned  back.  On  the  American  side,  there  were 
Stark  and  Warner  who  led  the  farmer  militia 
that  defeated  the  mercenaries  under  Baum,  as 
well  as  the  reinforcements,  at  Bennington;  and 
Herkimer,  killed  in  the  bloody  battle  of  Oriskany. 
There  were  Schuyler  and,  of  course,  Jane 
McCrea,  the  victim  of  a brutal  attack  by  Bur- 
goyne’s  Indians  that  served  to  rally  the  country- 
side to  the  American  army.  This  attack  re- 
versed the  dejected  pessimism  of  an  army  which 
had  retreated  from  most  of  its  strongholds  with- 
out a fight  and  had  panicked  and  fled  at  Hub- 
bardtown,  an  army  of  dissenting  leaders  and 
varied  troop  loyalties;  but  these  atrocities  en- 
gendered a dogged  determination  to  stand  and 
fight.  Any  thought  of  surrender  was  removed, 
for  while  the  men  might  trust  the  British,  they 
knew  what  fighting  the  Indian  meant. 
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So  our  stage  is  set  for  the  three  main  players: 
three  men — each  of  whom  played  his  part.  It 
was  the  combination  of  these  parts  which  made 
the  whole,  which  defeated  the  grand  design,  and 
presided  at  the  labor  bed  that  gave  birth  to  a 
new  and  vibrant  nation.  Never  were  there  three 
such  unholy  obstetricians. 

First,  there  was  Lord  George  Germain.  Once, 
some  eighteen  years  before,  when  known  as 
George  Sackville,  he  had  been  called  “the  cow- 
ard of  Minden”;  it  was  in  1759,  during  the 
Seven  Years  War,  and  the  finding  at  his  court 
martial  was,  “too  drunk  to  lead  his  troops  into 
battle.”  He  was  the  cabinet  minister,  responsi- 
ble for  Burgoyne’s  appointment  as  commander, 
and  his  was  the  grand  design.  According  to  his 
plan,  a major  army  of  8,500,  under  Burgoyne, 
would  invade  through  the  Champlain  Valley; 
St.  Leger  with  a smaller  force,  from  Oswego 
through  the  Mohawk  Valley;  Howe  would  as- 
cend the  Hudson;  and  all  three  would  rendez- 
vous at  Albany;  thus  the  colonies  would  be  cut 
in  two  and  the  back  of  rebellion  broken.  While 
Burgoyne  and  St.  Leger  carried  out  their  parts, 
Howe  never  turned  north  and  apparently  never 
received  orders  to  do  so.  It  is  commonly  ac- 
cepted that  the  cause  for  this  lies  at  the  door  of 
Germain.  He  was  departing  for  a week  end  in 
the  country  and  stopped  at  his  office  to  sign 
papers;  the  order  to  Howe  had  not  been  copied, 
and  he  refused  to  wait.  The  whole  matter  was 
then  forgotten,  and  not  only  did  the  order  never 
reach  Howe  but  it  never  left  London. 

The  second  character  destined  for  a leading 
role  was  a white  man  turned  native,  reputed  to 
be  mad,  considered  by  the  Indians  demented, 
and  yet,  some  claimed,  crafty  and  a malingerer 
who  used  the  cloak  of  insanity  for  his  own  ad- 
vantage. His  name  was  Hon  Yost.  St.  Leger 
had  left  Oswego  with  some  280  British  regulars, 
three  companies  of  Canadian  volunteers,  and  all 
available  Indians.  He  proceeded  along  the 
planned  route  and  laid  siege  to  Fort  Stanwix, 
renamed  Schuyler  by  the  Americans  and  now  the 
site  of  Rome.  Realizing  the  importance  of  hold- 
ing this  fort  and  preventing  the  union  of  the 
two  invading  armies,  Herkimer  attempted  to 
relieve  and  reinforce  the  defenders  but  was 
turned  back  at  Oriskany. 

Subsequently,  a message  was  received  by 
Schuyler  indicating  a desperate  plight  and  im- 
minent surrender  if  aid  was  not  sent.  At  a 
conference  of  Schuyler’s  officers  it  was  decided 
that  the  army  had  neither  the  men  nor  supplies 
necessary,  and  the  enraged  commander  stated 
he  would  ask  for  volunteers,  whereupon  Gen. 


Benedict  Arnold  offered  to  lead  the  force.  Ar- 
nold’s volunteers  numbered  about  800,  and  also 
he  was  given  by  Schuyler  $1,000,  some  of  which 
was  in  wampum  belts.  Encamped  at  Herkimer, 
Arnold  presided  at  the  trial  of  two  men  captured 
in  camp  attempting  to  recruit  men  for  the 
British,  one  of  whom  was  Yost,  the  other  his 
brother.  Arnold  was  familiar  with  the  reliance 
Indians  placed  on  the  raving  of  any  deranged 
person,  as  they  considered  it  a message  from 
a higher  power,  speaking  through  the  madman’s 
voice;  and  so  he  offered  Yost  a deal  for  the  life  of 
himself  and  brother.  In  brief,  Yost  was  to  re- 
turn to  the  camp  of  St.  Leger  and  inform  the 
Indians  a great  American  army  was  en  route  to 
avenge  the  death  of  Herkimer  and  the  ambush 
of  his  troops;  Arnold  would  hold  the  brother  as 
hostage  and  also  use  some  of  the  funds  to  ensure 
compliance.  That  Yost  accepted  the  chance  to 
escape  the  noose  is  not  surprising,  but  that  he  ful- 
filled his  part  of  the  bargain  was  probably  due 
to  his  fear  of  Arnold.  In  any  event  the  Indians 
listened  to  Yost  with  growing  concern  and  soon 
reached  a decision  to  return  north.  St.  Leger’s 
pleas  and  anger  were  of  no  avail,  and  as  they  left 
the  encampment,  the  remainder  of  the  besieged 
army  panicked  and  fled,  leaving  most  of  their 
supplies  and  heavy  armament.  The  war  was 
over  for  them,  since  their  Indian  scouts  refused 
to  guide  them  to  Burgoyne  but  only  back  to 
Canada. 

The  third  of  our  main  characters  was  Arnold. 
To  appraise  his  contribution  in  the  defeat  of  the 
grand  design  as  anything  but  decisive  would  be 
impossible  for  even  his  most  severe  critic.  It  was 
he  with  an  improvised  navy  who  delayed  Carle- 
ton  at  Valcour  Island  at  the  time  of  the  invasion 
of  the  year  before  and  then  extricated  his  forces 
from  what  seemed  an  impossible  predicament; 
this  necessitated  postponement  of  the  projected 
invasion  for  that  year.  However,  it  was  at  Sara- 
toga and  particularly  at  the  second  battle  that  he 
reached  the  heights  and  was  at  his  glorious  best. 
Marked  by  foe  and  friend  alike  astride  a black 
stallion,  he  was  all  over  the  field;  his  spirited 
courage  and  reckless  abandon  rallied  the  hard- 
pressed  Colonials  and  turned  the  tide.  Repulsed 
at  the  great  redoubt,  he  attacked  Breymann’s 
corps  from  the  front  and  both  flanks,  causing 
them  to  break  ranks  and  run.  Here,  the  battle 
was  won.  Here,  Arnold’s  horse  was  shot  from 
under  him  and  his  leg  crushed. 

Never  in  all  history  has  a great  nation  owed  its 
very  being  to  such  a trio;  a careless  coward, 
a conniving  half-wit,  and  a courageous  traitor. 
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William  Saul  Anapoell,  M.D.,  of  Yonkers, 
died  on  August  3,  1963,  at  the  age  of  fifty-seven. 
Dr.  Anapoell  graduated  in  1931  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  American 
Society  of  Anesthesiologists,  Inc.,  the  Yonkers 
Academy  of  Medicine,  the  New  York  State 
Society  of  Anesthesiologists,  the  Westchester 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Abraham  Appel,  M.D.,  of  Hollis,  died  on 
December  21,  1963,  at  the  age  of  fifty-four. 
Dr.  Appel  graduated  in  1938  from  the  Royal 
College  of  Physicians  and  Surgeons  of  Edin- 
burgh. He  was  a staff  physician  at  Terrace 
Heights  Hospital.  Dr.  Appel  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Max  Baer,  M.D.,  of  New  York  City,  died  on 
June  25,  1963,  at  the  age  of  sixty-six.  Dr. 
Baer  received  his  medical  degree  from  the 
University  of  Wurzburg  in  1922.  He  was  a 
member  of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

David  Henry  Chapman,  M.D.,  of  Belleville, 
died  on  October  20,  1963,  at  the  age  of  forty- 
eight.  Dr.  Chapman  graduated  in  1938  from 
Syracuse  University  School  of  Medicine. 

Clement  Horatio  Davidson,  M.D.,  of  White 
Plains,  died  on  September  13,  1963,  at  the  age 
of  sixty-one.  Dr.  Davidson  graduated  in  1930 
from  Howard  University  College  of  Medicine. 

Lawrence  John  Durante,  M.D.,  of  New  York 
City,  died  on  October  26,  1963,  at  the  age  of 
twenty-eight.  Dr.  Durante  graduated  in  1961 
from  Columbia  University  College  of  Physicians 
and  Surgeons. 

Edward  Durney,  M.D.,  of  Buffalo,  died  on 
September  30,  1963,  at  the  age  of  eighty.  Dr. 
Durney  graduated  in  1904  from  the  University 
of  Buffalo  School  of  Medicine. 

Paul  F.  Emery,  M.D.,  of  Port  Chester,  died 
on  November  2,  1963,  at  the  age  of  fifty-two. 
Dr.  Emery  graduated  in  1945  from  New  York 
Medical  College.  He  was  a member  of  the 
Westchester  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 


Martin  M.  Fishbein,  M.D.,  of  The  Bronx, 
died  on  November  11,  1963,  at  the  age  of  sixty- 
four.  Dr.  Fishbein  graduated  in  1923  from  Long 
Island  College  Hospital  Medical  School.  He 
was  a member  of  the  Bronx  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Lawrence  Andrew  Gardy,  M.D.,  of  The 
Bronx,  died  on  September  10,  1963,  at  the  age 
of  fifty-two.  Dr.  Gardy  received  his  medical 
degree  from  the  University  of  Bologna  in  1937. 
He  was  an  assistant  in  head  and  neck  surgery 
at  Bronx  Municipal  Hospital  Center. 

Francis  Henshall  Ghiselin,  M.D.,  of  New 

York  City,  died  on  October  16,  1963,  at  the 
age  of  fifty-four.  Dr.  Ghiselin  graduated  in 
1933  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  director  of 
radiology  at  Lenox  Hill  Hospital  and  an  as- 
sociate clinical  professor  of  radiology  at  New 
York  University.  Dr.  Ghiselin  was  a Diplo- 
mate  of  the  American  Board  of  Radiology 
(Diagnostic  Roentgenology)  and  a member 
of  the  New  York  Academy  of  Medicine,  the 
New  York  Roentgen  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frederick  Warren  Goodrich,  M.D.,  of 

Catskill,  died  on  October  26,  1963,  at  the  age 
of  eighty-eight.  Dr.  Goodrich  graduated  in 
1898  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  an 
honorary  member  of  the  medical  staff  of  Me- 
morial Hospital  of  Greene  County.  Dr.  Good- 
rich was  a member  of  the  Greene  County  Med- 
ical Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Milton  M.  Grover,  M.D.,  of  Poughkeepsie, 
died  on  July  15,  1963,  at  the  age  of  eighty. 
Dr.  Grover  graduated  in  1911  from  Starling- 
Ohio  Medical  College  (Columbus).  He  was  a 
consulting  psychiatrist  at  Vassar  Brothers,  St. 
Francis,  and  Kingston  Hospitals  and  at  North- 
ern Dutchess  Health  Service  Center.  From 
1942  to  1959  he  was  assistant  director  of  the 
Hudson  River  State  Hospital  and  for  nineteen 
years  had  served  as  assistant  director  of  the 
Harlem  Valley  State  Hospital  (Wingdale). 
Dr.  Grover  was  a Diploma te  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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Henry  Wirt  Jackson,  M.D.,  of  Margaretville, 
died  on  June  24,  1963,  at  the  age  of  seventy- 
seven.  Dr.  Jackson  graduated  in  1910  from 
the  University  of  Virginia  Medical  Depart- 
ment. 

William  F.  Jacobs,  M.D.,  of  Buffalo,  died  on 
September  14,  1963,  at  the  age  of  eighty-nine. 
Dr.  Jacobs  graduated  in  1908  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
a consulting  pathologist  at  Children’s,  Buffalo 
General,  and  Edward  J.  Meyer  Memorial 
Hospitals  and  honorary  pathologist  at  Niagara 
Falls  Memorial  Hospital  and  Sisters  of  Charity 
Hospital  of  Buffalo.  Dr.  Jacobs  was  a Diplo- 
mate  of  the  American  Board  of  Pathology 
(Pathologic  Anatomy),  a Fellow  of  the  American 
College  of  Physicians,  a Fellow  of  the  College 
of  American  Pathologists,  and  a member  of 
the  American  Association  of  Pathologists  and 
Bacteriologists,  the  American  Society  of  Clin- 
ical Pathologists,  the  New  York  State  Society 
of  Pathologists,  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Charles  Edwin  Low,  M.D.,  of  Westhampton, 
died  on  September  20, 1963,  at  the  age  of  ninety. 
Dr.  Low  graduated  in  1896  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a 
retired  deputy  commissioner  of  health  of  Suffolk 
County. 

Gennaro  G.  Maida,  M.D.,  of  Brooklyn,  died 
on  October  8,  1963,  at  the  age  of  fifty-four.  Dr. 
Maida  graduated  in  1943  from  Hahnemann 
Medical  College  of  Philadelphia.  He  was  an 
assistant  attending  physician  at  Coney  Island 
Hospital.  Dr.  Maida  was  a member  of  the 
American  Geriatrics  Society,  the  Industrial 
Medical  Association,  the  Medical  Society  of  the 
County  of  Kings  and  the  Medical  Society  of  the 
State  of  New  York. 

Mary  Cousins  McCastor,  M.D.,  of  New  York 
City,  died  on  November  26,  1963,  at  the  age  of 
sixty.  Dr.  McCastor  received  her  medical 
degree  from  the  Universite  de  Lausanne 
Faculte  de  Medicine,  Switzerland,  in  1934. 
She  was  a Diplomate  of  the  American  Board  of 
Anesthesiology . 

John  Burdett  Mulholland,  M.D.,  of  Buffalo, 
died  on  September  28,  1963,  at  the  age  of  sixty- 
eight.  Dr.  Mulholland  graduated  in  1918 
from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Eleanor  J.  Murphy,  M.D.,  of  Rye,  died  on 
June  8,  1963,  at  the  age  of  seventy-seven.  Dr. 
Murphy  graduated  in  1923  from  Cornell  Uni- 
versity Medical  College. 


Alfred  Edward  Phelps,  M.D.,  of  Rockville 
Centre,  died  on  December  21,  1963,  at  the  age  of 
seventy-six.  Dr.  Phelps  graduated  in  1915 
from  Cornell  University  Medical  College.  He 
was  a member  of  the  American  Rheumatism 
Association,  the  New  York  Rheumatism  As- 
sociation, the  New  York  County  Medical 
Society,  and  the  Medical  Society  of  the  State 
of  New  York. 

Henry  Quastler,  M.D.,  of  Brookhaven,  died 
on  July  4,  1963,  at  the  age  of  fifty-five.  Dr. 
Quastler  received  his  medical  degree  from  Medi- 
zinische  Fakultat  der  Universitat,  Vienna,  in 
1932.  He  was  a member  of  the  biology  de- 
partment of  the  Brookhaven  National  Lab- 
oratory. Dr.  Quastler  was  a Diplomate  of  the 
American  Board  of  Radiology  and  a member  of 
the  Radiological  Society  of  North  America, 
Inc. 

Joseph  John  Ringwald,  M.D.,  of  Largo, 
Florida,  formerly  of  New  York  City,  died  on 
February  5 at  the  age  of  eighty-two.  Dr. 
Ringwald  graduated  in  1905  from  Long  Island 
College  Hospital  Medical  School.  He  had  been 
an  associate  attending  physician  at  Midtown 
Hospital.  Dr.  Ringwald  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hans  Max  Salzmann,  M.D.,  of  New  York 
City,  died  on  September  28,  1963,  at  the  age  of 
sixty-eight.  Dr.  Salzmann  received  his  medical 
degree  for  the  University  of  Berlin  in  1922. 
He  was  a senior  clinical  assistant  physician  at 
The  Mount  Sinai  Hospital  and  a clinical  as- 
sistant attending  physician  at  Knickerbocker 
Hospital.  Dr.  Salzmann  was  a member  of  the 
American  Geriatrics  Society,  the  New  York 
County  Medical  Society,  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Harry  Israel  Samuels,  M.D.,  of  Brooklyn, 
died  on  September  23,  1963,  at  the  age  of  fifty- 
eight.  Dr.  Samuels  graduated  in  1928  from 
Long  Island  College  Hospital  Medical  School. 
He  was  an  attending  orthopedist  (Off  Ward 
Service)  at  Beth-El  Hospital.  Dr.  Samuels 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Jacob  A.  Seal,  M.D.,  of  New  York  City  and 
Maspeth,  died  on  October  2,  1963,  at  the 
age  of  sixty-seven.  Dr.  Seal  graduated  in 
1921  from  Tufts  College  Medical  School.  He 
was  a member  of  the  New  York  Society  for 
Clinical  Ophthalmology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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DOCTORS  TO  STAFF  THIS  HOSPITAL! 

Located  at  Carthage,  New  York  — Near  Thousand  Islands 

EXCELLENT  OPPORTUNITY  FOR  PRIVATE  PRACTICE 

Reply  to:  Committee  for  Doctors 
Box  331 
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Index  to  Advertised  Products 


Anabolic  agents 

Winstrol  (Winthrop  Laboratories) 823 

Analgesics 

Aspirin  (Bayer  Company) 825 

Percodan  (Endo  Laboratories) 833 

Antiasthmatic  bronchodilators 

Deltasmyl  (Roussel  Corp.) 843 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 819 

Antirheumatics 

Pabalate  (A.  H.  Robins  Company,  Inc.) 831 

Antivertigo 

Dramamine  (G.  D.  Searle  & Company) 851 

Appetite  suppressants 

Desbutal  Gradumet  (Abbott  Laboratories) 820-821 

Methedrine 

(Burroughs  Wellcome  & Company,  Inc.) 2nd  cover 

Beverages 

Coca-Cola  (Coca-Cola  Company) 930 


Diagnostic  aids 

Ketostix  (Ames  Company,  Inc.) 3rd  cover 
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Corn  oil  Margarine  (J.  H.  Filbert,  I nc.) 829 

Fleischmann’s  Margarine 

(Standard  Brands,  Inc.) 839 

Laxatives 

Maltsupex  (Borcherdt  Company) 845 

Psycho-energizers 

Nicozol  (A.  J.  Parker  Company) 837 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 841 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 

Topical  antibiotics 

Furacin  (Eaton  Laboratories) 827 

Tranquilizers 

Miltown  (Wallace  Laboratories) 834-835 
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Samuel  Benjamin  Schecter,  M.D.,  of  The 

Bronx,  died  on  August  3,  1963,  at  the  age  of 
sixty-five.  Dr.  Schecter  graduated  in  1922 
from  New  York  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  at- 
tending roentgenologist  at  Fordham  Hospital. 
Dr.  Schecter  was  a Diplomate  of  the  American 
Board  of  Radiology  (Diagnostic  Roentgenology) 
and  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Herbert  Schreier,  M.D.,  of  The  Bronx,  died 
on  July  30,  1963,  at  the  age  of  sixty-five.  Dr. 
Schreier  graduated  in  1935  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  supervising  psychiatrist  at 
Marcy  State  Hospital. 

Frederick  Schroeder,  M.D.,  of  Brooklyn, 
died  on  February  16  at  the  age  of  eighty -six. 
Dr.  Schroeder  graduated  in  1905  from  Long 
Island  College  Hospital  Medical  School.  He 
was  a consulting  gastroenterologist  at  Long 
Island  College  Hospital.  Dr.  Schroeder  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  Brooklyn 
Society  of  Internal  Medicine,  the  New  York 
Gastroenterological  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Wood  Scott,  M.D.,  of  Rochester,  died 
on  January  30  at  the  age  of  eighty-four.  Dr. 
Scott  graduated  in  1920  from  the  University  of 
Buffalo  School  of  Medicine. 

David  O.  Shepard,  M.D.,  of  Staten  Island, 
died  on  September  26,  1963,  at  the  age  of  fifty- 
two.  Dr.  Shepard  graduated  in  1936  from  Long 
Island  College  Hospital  Medical  School.  He 
was  an  attending  ophthalmologist  and  an 
associate  attending  otolaryngologist  at  Staten 
Island  Hospital  and  an  attending  ophthalmol- 
ogist at  Staten  Island  Hospital  Outpatient 
Department.  Dr.  Shepard  was  a Diplomate  of 
the  American  Board  of  Otolaryngology  and  a 
member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Richmond 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Raphael  S.  Spano,  M.D.,  of  Middletown,  died 
on  October  12,  1963,  at  the  age  of  fifty-nine. 
Dr.  Spano  received  his  medical  degree  from  the 
University  of  Beirut  in  1929.  He  was  an  at- 
tending surgeon  at  Middletown  State  Hospital. 
Dr.  Spano  was  a member  of  the  Orange  County 


Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  Patterson  Thorne,  M.D.,  of  Sara- 
toga Springs,  died  on  November  4,  1963,  at  the 
age  of  eighty-seven.  Dr.  Thorne  graduated 
in  1901  from  New  York  University  and  Belle- 
vue Hospital  Medical  College. 

Zinz  Gifford  Truesdell,  M.D.,  of  Warsaw, 
died  on  September  9,  1963,  at  the  age  of  eighty- 
seven.  Dr.  Truesdell  graduated  in  1898  from 
the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  Wyoming  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Howard  C.  Van  Keuren,  M.D.,  of  Narrows- 
burg,  died  on  October  15,  1963,  at  the  age  of 
seventy-eight.  Dr.  Van  Keuren  graduated  in 
1916  from  Albany  Medical  College. 

Emanuel  Manning  Wainess,  M.D.,  of 

New  York  City,  died  on  February  15  at  the 
age  of  sixty-six.  Dr.  Wainess  graduated  in 
1921  from  Fordham  University  School  of  Med- 
icine. He  was  an  assistant  attending  gynecolo- 
gist at  University  Hospital  and  in  1963  retired 
as  an  associate  professor  of  obstetrics  and 
gynecology  at  New  York  University  Post- 
Graduate  Medical  School.  Dr.  Wainess  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology  and  a member  of  the  New  York 
County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Martin  Weinberger,  M.D.,  of  Brooklyn, 
died  on  November  1,  1963,  at  the  age  of  eighty- 
seven.  Dr.  Weinberger  graduated  in  1902 
from  New  York  University  and  Bellevue 
Hospital  Medical  College. 

Raymond  A.  Weitzel,  M.D.,  of  Poughkeepsie, 
died  on  August  7,  1963,  at  the  age  of  thirty- 
five.  Dr.  Weitzel  graduated  in  1952  from 
Temple  University  School  of  Medicine. 

Leonard  E.  Witkin,  M.D.,  of  Amity ville, 
died  on  July  29,  1963,  at  the  age  of  fifty.  Dr. 
Witkin  received  his  medical  degree  from  the 
University  of  Dalhousie  in  1938.  He  was 
chief  obstetrician  and  gynecologist  at  Bruns- 
wick General  Hospital.  Dr.  Witkin  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  a 
Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Nassau  Obstetrical 
Society,  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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What  are  your  fellow  physicians 
doing  right  now?  Reading  the 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L. F.A.P.A. — L.  Wender,  M.D.,  L. F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 


A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


NEW  YORK  STATE  JOURNAL 
OF  MEDICINE, 

of  course. 

New  subscribers  are  invited  to  join  the 
thousands  of  doctors  who  regularly  read  the 
Journal — with  relaxed,  purposeful  pleasure. 

The  New  York  State  Journal  of  Medicine 
750  Third  Avenue,  New  York  17,  N.  Y. 


CLASSIFIED  RATES 

Effective  July  7,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1.00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 


HOLBROOK  MANOR  Tff 

Five  Acres  of  Pinewo^ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


“ You’re  bluffing!” 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.,  221  W.  41st  St.,  New  York  36.  N.Y. 


ATTENTION  DOCTORS  WITH  MUSIC  AVOCATION. 
Experienced  (professional)  violinist  available  to  join  clas- 
sical trios  or  quartets.  Call  evenings,  H.  Rosner,  HA 
6-1139. 


PRACTICES  FOR  SALE  OR  RENT 


PEDIATRIC  PRACTICE,  CENTRAL  NEW  YORK 
Well  established.  Terms  to  be  arranged.  Box  860,  % 
N.Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE,  SYRACUSE,  N.Y. 
Office-home  combination,  well  suited  also  for  specialist, 
for  less  than  real  estate  value;  easy  terms.  Reason: 
retiring.  Box  894,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  HOME-OFFICE  COMBINA- 
tion  for  sale  due  to  death.  180  bed  hospital  within  2 miles 
in  Cortland,  N.  Y.  Mrs.  Eugene  Alexander,  108  S.  Main 
St.,  Homer,  N.  Y. 
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PEDIATRICIAN,  INTERNIST 

For  comprehensive  medical  care  group;  limited  house 
calls;  pleasant  New  York  City  suburb:  initial  con- 
tract leading  to  partner  ship;  $15,000.00  per  annum; 
$16,000.00  per  annum  if  Board  certified.  Send  full 
curriculum  vitae  in  first  letter.  Box  891,  % N.Y.  St, 
Jr.  Med. 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  oat-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor. St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  the  picturesque  north  country  of 
Champlain  Valley.  University  within  city  limits;  fine 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 


GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 


NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER, 
medical  specialists.  Growing  Suffolk  Long  Island  com- 
munity. Hospital  nearby.  Excellent  practice  guaranteed. 
Call:  516  JU  8-9041;  516  JU  8-5100. 


I AM  AN  ACTIVE  RADIOLOGIST  WHO  WISHES  TO 
form  a partnership  or  association  with  another  actively 
practicing  radiologist  in  the  New  York  area  or  suburbs. 
Purpose:  to  maintain  income  and  have  coverage  for 

vacations.  Box  875,  % N.Y.  St.  Jr.  Med. 


WANTED— HOUSE  PHYSICIAN  WITH  POSTGRAD- 
uate  training  or  experience  in  internal  medicine.  State 
license  and/or  ECFMG  certificate  necessary.  Modern 
300  bed  hospital  with  excellent  staff.  Salary  in  excess  of 
$ll,000/annum.  Write  F.  W.  Furth,  M.D.,  Community 
Hospital  of  Greater  Syracuse,  Broad  Road,  Syracuse, 
New  York  13215. 


WANTED:  GENERAL  PRACTITIONER  TO  JOIN 

two  man  group.  Resort  area  100  miles  from  N.Y.C. 
Salary  followed  by  partnership.  Write:  126  No.  Main 
St.,  Liberty,  N.Y. 


PEDIATRICIAN,  BOARD  MEMBER  OR  BOARD 
eligible,  wanted  by  medical  group  in  New  York  Metro- 
politan area.  Starting  salary  $1200  monthly  with  yearly 
increments.  No  night  hours.  Full  specialists  staff. 
Box  887,  % N.Y.  St.  Jr.  Med. 


LOCUM  TENENS  WANTED  FOR  GENERAL  PRAC- 
tice.  May,  June,  July,  August  1964.  Excellent  remunera- 
tion; mostly  office  practice;  assisted  by  experienced 
nurse.  Box  885,  % N.Y.  St.  Jr.  Med. 


OPENING  FOR  FULL-TIME  ASSISTANT  IN  THE 
private  practice  of  well-known  dermatologist.  Must  have 
New  York  State  license.  Send  resume,  references  and 
photo.  Box  888,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER:  FAST  GROWING  STATE 
university  community;  additional  medical  help  needed; 
new  county  infirmary;  30  miles  south  of  Rochester 
Box  97,  Geneseo,  N.  Y. 


PHYSICIANS  WANTED— CONT’D 


CHIEF  MEDICAL  CONSULTANT  FOR  THE  NEW 
York  State  Division  of  Vocational  Rehabilitation:  Salary 
$16,810  to  $19,580  (appointment  may  be  made  above  the 
minimum;  written  examination  has  been  waived).  Diplo- 
mate  or  equivalent  of  American  Medical  Specialty  Board 
in  physical  medicine  and  rehabilitation,  orthopedic  sur- 
gery, internal  medicine  or  public  health;  two  years  of 
experience  in  rehabilitation  services  for  adults.  For  de- 
tailed announcement  and  statement  of  fringe  benefits, 
write  to  the  Bureau  of  Personnel,  New  York  State  De- 
partment of  Education,  Albany,  New  York. 


COLLEGE  PHYSICIAN- VACANCY  TO  BE  FILLED  BY 
September  1964.  $14,000  yearly,  one  month  vacation. 

Supervision  of  Health  Service,  Infirmary.  Faculty  rank, 
privileges.  Apply:  Gerald  Saddlemire,  Dean  of  Students, 
State  University  College,  Geneseo,  New  York  14454. 


WANTED:  PHYSICIAN  WITH  INTERNAL  MED- 

icine  background,  age  to  35,  for  permanent  position,  life 
insurance  company,  NYC.  Clinical,  underwriting. 
Outstanding  fringe  benefits.  Inquiries  and  curriculum 
vitae  to  Box  889,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER,  INTERNIST.  PARTNER 
retired.  Semirural  village  30  minutes  from  university, 
Rochester  hospitals.  Prosperous,  scientific  practice. 
Any  race,  sex;  prefer  upper  l/z  graduating  class,  some 
residency,  under  40.  Write,  call  collect  C.  R.  Keller,  Jr., 
M.D.,  Hilton,  N.  Y. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario;  heart  of  dairy  and  fruit  farm- 
ing area.  Well  equipped  office  and  attractive  home  avail- 
able, excellent  schools.  Unlimited  practice.  Please  reply 
to:  John  Hall,  Red  Creek,  New  York. 


WANTED:  BOARD  TRAINED  ANESTHESIOLOGIST. 
Join  group,  2 partners.  Salary  first  year,  then  partner- 
ship. Small  community  near  metropolitan  New  York. 
Box  895,  % N.Y.  St.  Jr.  Med. 


GENERALIST  DESIRES  ASSOCIATE  IMMEDIATELY. 
No  investment  necessary;  minimum  guarantee.  Queens 
County.  Leaving  for  specialization.  Box  892,  % N.Y. 
St.  Jr.  Med. 


ANESTHESIOLOGY  CAREER  RESIDENCY  AVAIL- 
able  at  Veterans  Administration  Hospital,  Syracuse,  N.  Y. 
This  active,  488  bed  GMS  Hospital  is  affiliated  with  the  As- 
sociated Hospitals  of  the  Upstate  Medical  Center  State 
University  of  New  York.  Fully  approved  training  in  all 
aspects  of  anesthesia  under  the  direction  of  Allen  B.  Dob- 
kin,  M.D.  Depending  upon  qualifications,  stipend  may 
range  from  $8,410  to  $11,725  per  annum.  Licensure  and 
American  citizenship  are  prerequisite.  Apply  to:  Chief  of 
Staff,  V.  A.  Hospital,  Syracuse,  New  York 


PRACTICE  OPPORTUNITIES,  G.P.,  MOST  SPECIAL- 
ties.  Growing  Huntington  community  (north  shore) 
needs  medical  services.  Rent  or  buy  excellent  location. 
D.  S.  Figelman,  D.D.S.,  105  Burr  Rd.,  E.  Northport. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City,  is  a 247  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program,  and  a progressive 
philosophy  regarding  internship  training.  We  are  ac- 
cepting applications  for  rotating  internships  and  invite 
your  inquiries.  The  program  has  the  approval  of  the 
Council  on  Medical  Education  of  the  American  Medical 
Association.  Address:  Director  of  Medical  Education, 

Northern  Westchester  Hospital,  Mount  Kisco,  New 
York. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  927 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience;  desires  fee  for 
service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  (N.Y.  Li- 
cense), desires  position.  Fee  for  service.  Box  870,  % 
N.Y.  St.  Jr.  Med. 


SURGEON,  BOARD  ELIGIBLE,  SEEKS  ASSOCIATION 
with  senior  surgeon  or  group,  within  50  miles  of  N.Y.C. 
Box  877,  % N.Y.  St.  Jr.  Med. 


CARDIOLOGIST— INTERNIST,  AGE  40,  PASSED 
written  Boards,  seeks  practice  association  in  Manhattan. 
Telephone  YUkon  8-9556. 


ANESTHESIOLOGIST,  F.A.C.A.,  WELL  TRAINED, 
experienced,  desires  relocation.  Fee  for  service  or  group 
arrangement.  Box  880,  % N.Y.  St.  Jr.  Med. 


OBS-GYN;  AGE  34,  BOARD  QUALIFIED,  MILITARY 
completed,  family;  seeks  association,  solo,  or  group  prac- 
tice. Box  867,  % N.Y.  St.  Jr.  Med. 


RADIOLOGIST— SEMI-RETIRED,  LICENSED  IN  N.Y- 
and  N.J.  Available  2 or  3 afternoons  a week.  Box  893> 
% N.Y.  St.  Jr.  Med. 


UROLOGIST,  34,  PROTESTANT,  EXCELLENT  BACK- 
ground,  seeks  initial  practice  or  association  opportunity. 
All  replies  answered  immediately.  Box  898,  % N.Y.  St. 
Jr.  Med. 


RADIOLOGIST,  U.S.-BORN,  BOARD  CERT.  IN 
diagnosis  & therapy,  seeks  full-time  or  part-time  position 
in  NYC  or  environs.  Box  896,  % N.Y.  St.  Jr.  Med. 


INTERNIST,  BOARD  ELIGIBLE,  34,  UNIVERSITY 
trained;  subspecialty  cardiology;  seeks  Manhattan  as- 
sociation, group,  or  M.D.  to  share  office  space.  Box  899, 
% N.Y.  St.  Jr.  Med 


PHYSICIAN,  N.Y.  & CALIFORNIA  LIC.,  60  YRS.,  30 
yrs.  experience  general  and  reconstructive  surgery,  desires 
association  with  busy  physician  or  group.  Tel:  SU  7-3903 
or  Box  900,  % N.Y.  St.  Jr.  Med. 


Experience  proves  rhat  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you're 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


Distinguished  Manhattan  Buildings 
for  Professional  or  Residential  Use 
THE  MONTREUX 

342  EAST  67th  ST. 

A small,  charming,  luxury  Apt.  Bldg,  stressing  privacy,  comfort, 
convenience.  Across  the  street  from  New  York  Hospital  and 
Rockefeller  Institute. 

2/^,  3H,  4)^  room 
professional  and  residential  apartments 
Also  Garden  Apt.  and  Penthouse  Apt.  available. 

Phone  LE  5-3640,  TR  9-5300 

THE  GUARDSMAN 

64  EAST  94  ST.  (Betw.  Madison  and  Park  Aves.) 

A tastefully  decorated,  air-cond.  bldg,  a few  blocks  from  Mt. 
Sinai  Hospital  in  the  fashionable  P.S.  6 district. 

3 and  3^  room 

professional  and  residential  apts. 

Phone  FI  8-01  30  OWNER-MANAGED 


REAL  ESTATE  FOR  SALE  OR  RENT 

DOCTOR’S  PARK,  POUGHKEEPSIE,  NEW  YORK. 
850  sq.  ft.  available  immediately.  18  specialists,  1 dentist, 
perfect  for  E.N.T.,  dermatologist,  allergist.  Poughkeepsie 
Medical  Buildings,  Inc.,  104  Fulton  Avenue,  Pough- 
keepsie, New  York.  Area  code  914-452-1060. 

WICOPEE  ESTATES— 42  MILES  FROM  NYC-TOMP- 
kins  Corners.  New  filtered  swimming  pools;  modern 
4 & 5 room  cottages  desirable  for  physicians,  each  on  (1) 
acre.  All  sport  facilities;  priv.  lake;  day  camp;  social 
hall;  lunch’tte;  wash’g  machines.  Taconic  Parkway  to 
Peekskill  Hollow  Road  (exit  P 2A),  follow  signs.  NYC: 
CH  4-2624  or  TW  6-1169. 

AIR-CONDITIONED  PROFESSIONAL  BUILDING  IN 
Hewlett,  L.I.  Suites  available;  reasonable  rent;  will 
subdivide.  Opposite  L.I.  station,  business,  etc.  WOrth 
6-2750. 

DOCTOR  NEEDED,  YONKERS,  BX  RIVER  RD.  FOR 
sale,  new  2 fm.  brick,  lge.prop.;cor.  parking.  Exc.  loc. 
in  area  of  new  luxury  apts.  914  BE  7-5271  eves. 

PROFESSIONAL  OFFICE  FOR  SALE,  309  E.  87th 
Street,  NYC.  Fully  equipped  & furnished,  air  con- 
ditioned doctor’s  office.  Very  reasonable.  Call  TR 
6-8235  between  4-7  PM 

PHYSICIAN’S  OFFICE  FOR  RENT  OR  SALE— WELL 
equipped,  excellent  opportunity.  Call  Utica,  REdwood 
2-4537. 


SPECIALIST  WISHES  TO  SHARE  WAITING  ROOM, 
consultation-treatment  room,  utility  room.  Exclus.  use 
mornings,  most  afternoons,  evenings.  East  37th  St., 
Manhattan.  Reasonable.  MU  5-5224. 


PROFESSIONAL  OFFICE  FOR  RENT — LOCATED  IN 
new,  heavily  populated  area  in  Queens.  Call  NR  2-5844. 

FOR  SALE:  LAKEFRONT,  YEAR  ROUND  HOME 

suitable  for  physician,  furnished;  2 bedrooms,  IV2  baths; 
oil  heat,  2 car  garage,  enclosed  porch.  Attic  needs  com- 
pletion for  additional  bedrooms.  Large  living  room,  for- 
mal dining  room,  kitchen,  storm  windows,  screens,  land- 
scaped. 59  miles  NY  City;  retirement  paradise.  Box  897, 
% N.  Y.  St.  Jr.  Med. 

EAST  72ND  ST.  NR.  PARK  AVE.  BEAUTIFUL  CO-OP 
medical  office  for  sale.  6 rms.,  central  air  cond.;  custom 
paneled  consulting  rm.;  private  street  entrance.  $38,000; 
terms,  if  desired.  Maintenance  $230.  Contact  Mr. 
James  Ling,  400  Madison  Ave.,  N.Y.C. , PL  9-3200. 

PROFESSIONAL  OFFICE,  HI-RISE  LUXURY  APT. 
bldg.,  Jamaica  Estates,  ground  floor;  other  medical 
offices  in  bldg.  Mgr.,  9-5,  Mon.-Fri.,  516  HN  6-0040. 

ROCKVILLE  CENTRE,  PROFESSIONAL  HOME/ 
office,  100  x 175.  Custom  Georgian  Colonial.  4 dbl. 
bdrms.,  maid’s  rm,  3 full  tile  baths,  deluxe  kitchen, 
brekfstrm.,  finished  pine  panl  bsmt/bar.  Fireplaces, 
garage,  wired  aircond.,  laundry  rms.,  stone  patio,  slate 
roof,  sunken  garden,  shrubs.  Furnish  optional.  516 
RO  4-3616. 
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Whether  you're  a teacher  correcting  exams, 

A student  cramming  for  them,  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working 
late  at  night.  Whoever  you  are,  things  go  better 

when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


things  go 

better,! 

^with 

Coke 


to  bring 
her  back  \ 
into  g 

balance  ^ 

after 

menstrual 

irregularity 


orally  active  progestogen -estrogen 


combination 


Duosterone 

Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  Duosterone  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 


Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 


(Roussel) 

Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y. 
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the  intensity  of  your  patient’s  tension... 


AT  A R7IX 


(hydroxyzine 


tablets 

syrup 

parenteral 


for  any  age— for  any  stage  of  anxiety 


Powerful  enough  to  ensure  easy  acceptance  of  surgery  and  anesthesia 

Calm,  cooperative  quiescence  is  the  state  induced  in  apprehensive  surgical 
patients  premedicated  with  hydroxyzine  HCI.  Among  its  other  advantages  are 
the  added  antiemetic  property  which  minimizes  postoperative  vomiting,  and 
its  mild  potentiating  action  which  frequently  reduces  requirements  for  adjunc- 
tive narcotics. 

Safety  record  permits  use  in  children  and  debilitated  geriatric  patients 

Even  after  extensive  use  in  patients  ranging  from  very  young  to  very  old,  Atarax 
(hydroxyzine  HCI)  has  maintained  an  outstanding  record  of  safety. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on  hy- 
droxyzine HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms  makes 
administration  flexible  by  any  standards  of  convenience,  patient  preference,  or 
emergency  requirements  within  the  recommended  dosage.  You  can  adjust  the 
dosage  to  whatever  level  best  controls  your  patient's  degree  of  anxiety.  Oral  dos- 
age for  adults  ranges  from  25  mg.  t.i.d.  to  1 00  mg.  q.i.d.  Recommended  dosage: 
100  mg.  to  150  mg.daily  in  divided  doses.  The  daily  oral  dosage  for  children  6 
years  and  under  is  50  mg.  in  divided  doses;  for  those  over  6 years,  50-100  mg. 
in  divided  doses. 

FOR  EVERY  DEGREE  OF  ANXIETY  IN  PATIENTS  UNDER  6 TO  OVER  60 

Side  effects  and  precautions:  Therapeutic  doses  of  Atarax  (hydroxyzine  HCi) 
seldom  impair  mental  alertness.  If  drowsiness  occurs,  it  is  usually  transitory  and 
may  disappear  after  a few  days  of  therapy  or  with  reduced  dosage.  Mouth  dryness 
may  occur  at  high  doses.  In  some  hospitalized  patients  on  high  doses,  involuntary 
motor  activity,  not  unlike  that  seen  with  high  doses  of  other  psychotropic  drugs, 
has  been  reported  although  continued  therapy  with  1 Gm.  daily  has  been  used  in 
some  cases  without  producing  this  effect.  When  some  patients  receive  anticoagu- 
lants and  hydroxyzine  HCI  concurrently,  the  anticoagulant  requirement  may  be 
decreased;  patients  receiving  both  should  be  followed  closely  and  appropriate 
laboratory  studies  performed  regularly.  When  hydroxyzine  HCI  is  used  with  CNS 
depressants,  its  mild  potentiating  action  should  be  taken  into  consideration.  Soft 
tissue  reaction,  as  seen  with  other  injectables,  has  rarely  been  reported  with  pa- 
renteral hydroxyzine  HCI.  ‘trademark 

New  York,  N.Y.  10017  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being® 


In  any  condition 
where  tissue 
depletion  of  the 
water-soluble 
vitamins  is 
suspected,  Rx 
RoeriBeC* 
therapeutic 
B-complex  with 
500  mg.  of 
vitamin  C. 
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constant  degerming  of  skin,  faster  clearing,  better  results 

|\|||1HI  adjunct  to  any  acne  therapy 


Regular  washing  with  pHisoHex  instead  of 
soap  can  be  a decisive  factor  in  the  successful 
management  of  acne.  pHisoHex  degerms  skin 
constantly,  even  between  washings.  With  fre- 
quent, exclusive  use  it  builds  up  an  antibacte- 
rial film  on  the  skin  to  help  guard  against 
infection. 

In  a series  of  67  patients  using  pHisoHex  to 
treat  acne,  50  per  cent  found  that  their  acne 
lesions  “...cleared  in  a matter  of  one  to  two 
weeks.”1  All  except  ten  found  “...‘pHisoHex’ 
the  most  effective  treatment  they  had  tried.”1 

pHisoHex,  containing  3 per  cent  hexachloro- 
phene,  enhances  any  therapy  for  acne.  Hexa- 
chlorophene  is  100  times  more  effective  than 
soap  in  ridding  the  skin  of  bacteria.2  pHisoHex 
removes  dirt,  emulsifies  oil  and  cleanses  acne 
skin  rapidly  and  thoroughly.  It  is  superior  to 
soap  in  cleansing  the  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  follicles.  Non- 
alkaline,  nonirritating  and  hypoallergenic, 


pHisoHex  lacks  the  potentially  harmful  quali- 
ties of  soap. 

With  pHisoHex,  prescribe  pHisoAc®  Cream  for 
essential  keratolytic  action.  pHisoAc  dries, 
peels  and  masks  lesions  — helps  prevent  come- 
dones, pustules  and  scarring.  pHisoAc  Cream 
contains  colloidal  sulfur  6 per  cent,  resorcinol 
1.5  per  cent  and  hexachlorophene  0.3  per  cent. 
In  a recent  series3  of  100  patients  with  acne 
vulgaris  treated  with  pHisoHex  and  pHisoAc, 
good  or  excellent  results  were  obtained  in  79. 

How  Supplied:  pHisoHex  is  available  in  unbreakable 
squeeze  bottles  of  5 oz.  and  1 pint,  in  unbreakable 
plastic  bottles  of  1 gallon  and  in  combination  package 
with  pHisoAc  Cream. 

References:  1.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and 
East,  M.  0.:  Practitioner  189:82,  July,  1962.  2.  Sea- 
stone,  C.  V.:  Surg.  Gynec.  & Obst.  84:355,  March,  1947. 
3.  Wexler,  Louis:  Treatment  of  acne  vulgaris,  Clin.  Med. 
70:404,  Feb.,  1963. 

Winthrop  Laboratories 
New  York  18,  N.Y. 

pHisoHex  and  pHisoAc,  trademarks  reg,  U.  S.  Pat.  Off. 
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—colloidal  solution  of  denatured 


proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-* 3 4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMID 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


mm 

DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G„  and  Lehrer,  D.  R.:  Northw, 

Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 

59:120-122  (May)  1963. 
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tuberculin; tinetest 

(Rosenthal)  Lederle 


TAKE5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT’S  ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 
They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Medical  News 


Jerome  S.  Leopold  lecture 

Lenox  Hill  Hospital  announces  the  Jerome  S. 
Leopold,  M.D.,  annual  lecture  to  be  given  by 
His  Eminence  Francis  Cardinal  Spellman  on 
“Humanity  and  Medicine”  at  8:30  p.m.  on 
April  15  in  the  Einhorn  Auditorium,  131  East 
76th  Street,  New  York  City. 

Foundation  names  scholars 

The  John  and  Mary  R.  Markle  Foundation, 
New  York  City,  has  announced  the  appointment 
of  25  young  faculty  members  of  medical  schools 
as  Markle  Scholars  in  Academic  Medicine. 
The  new  appointments  raise  the  total  number  of 
Markle  Scholars  to  380  in  84  medical  schools, 
and  the  total  grants  for  the  program  to  over 
$11,000,000.  Each  appointment  provides  a 
$30,000  grant  to  the  medical  school  where  the 
Scholar  will  teach  and  do  research,  paid  at  the 
rate  of  $6,000  a year  “to  assist  in  his  develop- 
ment as  teacher,  investigator  and  adminis- 
trator.” The  appointments  will  begin  July  1. 

In  New  York  State  the  awards  go  to:  State 

University  of  New  York  Upstate  Medical  Cen- 
ter College  of  Medicine,  Syracuse,  for  Jerome 
J.  DeCosse,  M.D.,  assistant  professor,  surgery; 
State  University  of  New  York  Downstate 
Medical  Center  College  of  Medicine,  Brooklyn, 
for  Marvin  L.  Gliedman,  M.D.,  assistant  pro- 
fessor, surgery;  and  Cornell  University  Medi- 
cal College,  New  York  City,  for  Frank  J. 
Veith,  M.D.,  assistant  professor,  surgery. 

Alfred  P.  Sloan  awards 

Alfred  P.  Sloan  awards  in  cancer  research  have 
been  conferred  on  four  scientists  of  Memorial 
Sloan- Kettering  Cancer  Center,  New  York 
City.  Under  the  terms  of  an  award,  the 
scientist  undertakes  a one-year  affiliation  with 
a research  institute  or  similar  organization 
dedicated  to  cancer  research,  either  in  this 
country  or  abroad.  He  receives  $10,000  and 
travel  and  other  expenses.  The  scientist  also 
receives  his  full  salary  and  benefits  specifically 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


related  to  his  membership  on  the  professional 
staff  of  his  institution. 

Two  medical  doctors  were  recipients  of  the 
awards:  Leopold  G.  Koss,  M.D.,  of  New  York 

City,  attending  pathologist  and  chief  of  the 
cytology  Service  of  Memorial  Hospital  for 
Cancer  and  Allied  Diseases,  and  associate 
member  of  Sloan-Kettering  Institute  and 
professor  of  pathology  in  the  Sloan-Kettering 
Division  of  the  Cornell  Graduate  School  of 
Medical  Sciences;  and  Walter  Lawrence,  Jr., 
M.D.,  Pelham  Manor,  associate  attending 
surgeon  of  Memorial  Hospital,  associate  member 
of  Sloan-Kettering  Institute,  and  clinical  asso- 
ciate professor  of  surgery  at  Cornell  University 
Medical  College. 

Personalities 

Elected.  Charles  Weller,  M.D.,  Larchmont, 
re-elected  president;  Walter  T.  Zimdahl,  M.D., 
Buffalo,  president-elect;  Robert  Schwinger, 
M.D.,  Forest  Hills,  vice-president;  Robert  M. 
Kohn,  M.D.,  Buffalo,  treasurer;  David  Ger- 
barg,  M.D.,  Kingston,  secretary;  George  R. 
Burnett,  M.D.,  Syracuse,  and  George  A. 
McLemore,  Jr.,  M.D.,  New  York  City,  to  the 
Board  of  Directors;  and  Franklin  W.  Fry,  M.D., 
Garden  City,  Norman  S.  Moore,  M.D.,  Ithaca, 
Simon  Propp,  M.D.,  Albany,  Julius  E.  Stolfi, 
M.D.,  Brooklyn,  and  Herbert  Berger,  M.D., 
Staten  Island,  re-elected  Board  members  of  the 
New  York  State  Society  of  Internal  Medicine 
at  the  annual  Assembly  of  Delegates  meeting  in 
New  York  City  on  March  8. 

Appointed.  S.  G.  Hershey,  M.D.,  New  York 
City,  as  professor  of  anesthesiology  at  the  New 
York  University  Schools  of  Medicine.  . .Joseph 
F.  Sadusk,  Jr.,  M.D.,  chairman  of  the  Depart- 
ment of  Preventive  Medicine  and  Community 
Health  of  George  Washington  University,  as 
director  of  the  Bureau  of  Medicine  of  the  Food 
and  Drug  Administration. 

Honored.  Mervyn  V.  Armstrong,  M.D.,  Mor- 
ris M.  Banowitch,  M.D.,  Arthur  Goetsch,  M.D., 
and  Charles  B.  Jones,  M.D.,  of  Long  Island 
College  Hospital,  medals  for  distinguished  serv- 
ice to  medicine. 
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the  most  widely  used 

therapeutic 

bath  oil 


With  the  very  first  bath  SARDO  allays  itching  and  dryness;  the  skin  feels 
smoother,  softer,  comfortable.  Impressive  clinical  studies1'6  establish  the 


rapid  efficacy  of  Sardo...to  soothe,  lubricate,  augment  natural  skin  lipids, 
restore  essential  skin  moisture  by  preventing  excessive  evaporation.  The  ex- 


clusive Sardo  formula*  assures  maximum  dispersibility 
and  adsorption.  Your  dermatological  patients  will 
appreciate  pleasant,convenient,  economical  Sardo. 

SAMPLES  and  literature  available  from  . . . Dept.  Y-4. 


SARDEAU,  INC.  845  Third  Ave.,  New  York,  N.Y.  10022 

1.  Spoor,  H.J.:  N.Y.  State  J.M.,  58:3292, 
1958.  2.  Lubowe,  I.  I.:  Western  Med.,  1:45, 
1960.  3.  Weissberg,  G.:  Clin.  Med.,  7:1161, 
1960.  4.  Lieberman,  W.:  Amer.  J.  Proctol- 
ogy, 12:374,  1961.  5.  Borota,  A.,  and 
Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413,  1962.  6.  Dick,  L.  A.:  Skin,  Derma- 
tology in  General  Practice,  1:341,  1962. 

•Pat.Pand.T.M.®  ism  by  Sardaau,  Inc. 


Also  available:  SARDOETTES®,  disposable 
compresses  impregnated  with  SARDO,  for  use 
as  a topical  dressing,  or  for  application  after 
showering  or  local  washing,  in  relieving  skin 
dryness,  itching,  scaliness. 
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Month  in  Washington 


The  Federal  government  is  requiring  as- 
surances from  sponsors  of  pending  future  Hill- 
Burton  hospital  projects  that  there  will  be  no 
racial  discrimination  as  to  either  patients  or 
physicians. 

Anthony  J.  Celebrezze,  secretary  of  Health, 
Education,  and  Welfare,  disclosed  the  new 
policy  in  testimony  before  the  House  Commerce 
Committee  during  testimony  on  legislation  that 
would  enlarge  the  Hill-Burton  program  and 
extend  it  for  five  more  years. 

His  testimony  came  a week  after  a Supreme 
Court  decision  that  let  stand  an  antisegregation 
order  against  two  Greensboro,  North  Carolina 
hospitals. 

Following  the  action  by  the  Supreme  Court, 
Celebrezze  said,  “I  directed  that  the  following 
additional  steps  be  taken: 

“1.  That  we  make  permanent  the  earlier 
decision  to  approve  no  new  applications  under 
the  “separate  but  equal”  provision  of  the  (Hill- 
Burton)  law; 

“2.  That  we  require  a nondiscrimination  as- 
surance in  admittance  from  those  pending  proj- 
ects previously  approved  on  a ‘separate  but 
equal’  basis; 

“3.  That  we  seek  from  all  pending  projects 
an  assurance  that  there  will  be  no  discrimina- 
tion on  the  basis  of  race,  creed,  or  color  in  grant- 
ing staff  privileges;  and 

“4.  That  the  application  forms  to  be  used 
hereafter  be  amended  to  require  of  all  appli- 
cants whose  application  has  not  been  finally 
approved,  a nondiscrimination  assurance  cover- 
ing staff  privileges  and  admissions,  and  that  all 
portions  and  services  of  the  facilities  be  made 
available  without  discrimination  on  account  of 
race,  creed  or  color.” 

Celebrezze  also  said  that  consideration  was 
being  given  to  calling  a meeting  of  the  leaders  in 
organized  medicine,  in  the  hospital  and  related 
health  fields,  with  a view  toward  implementing 
nondiscrimination  programs  voluntarily.  “I 
would  hope  that  such  a voluntary  program 
would  encompass  not  only  Hill-Burton  hospital 
facilities  but  all  hospitals  in  the  United  States,” 
he  said. 

The  Supreme  Court’s  “let  stand”  ruling  fore- 
shadowed a hospital  desegregation  drive 
throughout  the  south. 

A spokesman  for  the  National  Association  for 
the  Advancement  of  Colored  People  said 
hospital  desegregation  law  suits  were  planned 
for  a number  of  other  southern  cities.  A spring 
trial  already  has  been  scheduled  on  a complaint 
against  Grady  Memorial  Hospital  in  Atlanta, 
Georgia,  the  largest  public  hospital  there.  An- 
other suit  involved  a hospital  in  Newport  News, 

Prepared  by  the  Washington,  D.C.  Office  of  the  American 
Medical  Association. 


Virginia. 

The  Supreme  Court  let  stand  a decision 
handed  down  November  1,  1963,  by  the  Fourth 
U.S.  Circuit  Court  of  Appeals  which  held  that 
hospitals  built  with  Hill- Burton  funds  could  not 
practice  racial  segregation  as  to  both  doctors 
and  patients  despite  the  “separate  but  equal” 
provision  in  the  Hill-Burton  act  of  1946. 

The  Supreme  Court  issued  only  a brief  order, 
with  no  explanatory  opinion. 

Eleven  Negro  doctors,  dentists,  and  patients 
brought  suits  against  the  Wesley  Long  Com- 
munity and  Moses  H.  Cone  Memorial  Hospitals 
in  Greensboro  Federal  district  court  in  1962. 
The  Negro  litigants  petitioned  for  an  anti- 
segregation order  and  for  elimination  of  the 
“separate  but  equal”  provision  in  the  law. 

The  issue  was  whether  participation  by  the 
state  or  Federal  government,  or  both,  brings 
government  into  the  picture  sufficiently  to  in- 
voke the  protection  to  individuals  guaranteed 
in  the  U.S.  Constitution.  The  guarantee  of 
“equal  protection  of  the  laws”  laid  down  in  the 
14th  amendment,  and  other  constitutional 
rights,  may  be  enforced  only  against  govern- 
ments, not  against  private  individuals. 

The  district  court  at  Greensboro  dismissed 
the  suit  of  the  Negroes,  but  it  was  overruled  by 
the  circuit  court  of  appeals  which  held  that  the 
degree  of  state  and  Federal  involvement  is 
sufficient  under  the  Hill-Burton  program  to 
bring  the  hospitals  within  the  framework  of 
constitutional  requirements.  This  opinion 
noted  that  the  United  States  had  appropriated 
more  than  $1.2  million  to  Cone  Memorial  and 
almost  $2  million  to  Wesley  Long. 

“The  massive  use  of  public  funds  and  ex- 
tensive state-Federal  sharing  in  the  common 
plan  are  all  relevant  factors,”  the  circuit  court 
said. 

At  the  time  the  suit  was  filed,  Cone  Memorial 
did  not  afford  Negro  doctors  and  dentists  staff 
privileges  and  admitted  only  a few  Negro 
patients.  Long  Hospital  was  completely  segre- 
gated. Both  are  nonprofit  charitable  corpora- 
tions under  North  Carolina  law. 

Later,  Cone  Hospital  announced  it  would 
consider  staff  applications  from  Negroes. 

* * * 

President  Johnson  asked  Congress  to  approve 
a program  of  Federal  aid  to  nursing  education 
with  a goal  of  increasing  the  nation’s  supply 
of  professional  nurses  to  680,000  by  1970,  an 
increase  of  130,000. 

In  a special  health  message  to  Congress, 
Johnson  also  requested  an  extension  of  the  Hill- 
Burton  hospital  construction  program  and 
again  called  for  legislation  that  would  increase 

continued,  on  page  944 
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BARBA-NIACIN  provides  prompt  and  effective  relief  without 
the  hazards  of  phenobarbital  hypersensitiveness.*  This  safer 
and  better  sedative  is  indicated  for  all  the  uses  of  pheno- 
barbital. 


Tranquility  restored,  the  path  to  recovery  is  opened  up  in 
many  diseases.  For  example,  the  prognosis  may  be  improved 
in  angina  pectoris,  peptic  ulcer,  renal  or  gallstone  colic. 

BARBA-NIACIN  tablets  contain  phenobarbital  V2  gr.  and 
niacin  Va  gr.  The  side  effects  of  phenobarbital,  due  to  hyper- 
sensitiveness, are  avoided  by  combination  with  niacin.*  The 
recommended  adult  dose  is  1 tablet  up  to  4 times  a day. 

For  insomnia,  a single  dose  of  BARBA-NIACIN  FORTE 
(phenobarbital  IV2  gr.  and  niacin  Va  gr.)  should  be  taken  on 
retiring. 
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Phenobarbital  *4  gr.  — Niacin  % gr. 
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Chemical  Company 
St  Louis,  Mo.  63108 
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♦Feinblatt,  T.  M.,  and  Ferguson, 
E.  A.,  Jr.,  Phenobarbital  idio-_ 
syncrasy,  avoidance  by  use  of 
phenobarbital-niacin.  New  York 
State  J.  Med.  62:221-3,  1962. 


Supplied  in  bottles  of  100  scored  tablets. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the  side 
effects  due  to  hypersensitiveness.  Like 
phenobarbital,  it  is  contraindicated  for  drug 
addicts  or  patients  with  impaired  renal  or 
hepatic  elimination. 
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Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 

Quality  controlled  by  West-ward 

Sample  and  literature  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 
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Social  Security  taxes  to  provide  hospitalization 
and  other  limited  health  care  for  the  aged. 

Edward  R.  Annis,  M.D.,  president  of  the 
American  Medical  Association,  termed  the 
“fedicare”  section  of  the  president’s  health 
message  as  “a  remarkable  document  of  incon- 
sistency and  misinformation  on  health  care  for 
the  elderly.” 

“Mr.  Johnson  declares  that  elderly  Americans 
should  not  be  subjected  to  a test  of  need  for 
tax-paid  medical  care,  but  at  the  same  time  he 
urges  all  states  to  enact  adequate  Kerr-Mills 
medical  aid  for  the  aged  programs,”  Dr.  Annis 
said.  “Eligibility  for  Kerr-Mills  benefits  is 
based  on  need.  . . 

“Mr.  Johnson  claims  that  the  average  worker 
would  pay  no  more  thap  a dollar  a month  to  pay 
for  this  program  of  hospitalization  for  the 
elderly.  But  the  average  industrial  wage  in 
this  country  is  more  than  $100  a week,  and  the 
tax  increase  proposed  by  Mr.  Johnson  would 
cost  the  $100  a week  worker  $27.50,  not  $12. 
Employers  would  pay  an  additional  $27.50  for 
a total  payroll  tax  increase  of  $55  on  every 
$100  in  wages.  And  that  would  be  only  the 
beginning. 

“Why  should  everyone  over  sixty-five  get 
hospitalization  at  the  expense  of  wage  earners 
just  because  a few  need  help?  Why  should  the 
workers  of  America  be  forced  to  pay  higher 
taxes  for  hospitalization  for  everyone  over  sixty- 
five,  many  of  whom  are  wealthy  and  millions  of 
whom  have  health  insurance,  just  because 
they’ve  had  a birthday? 

The  A.M.A.  vigorously  opposes  the  Adminis- 
tration’s program  that  would  be  financed 
through  Social  Security,  but  supports  the  Kerr- 
Mills  program  which  was  enacted  into  law  in 
1960. 


Books  Received 


The  following  books  were  received  during  the  month 
of  February,  1964. 


Surgical  Pathology.  By  Lauren  V.  Acker- 
man, M.D.,  and  Harvey  R.  Butcher,  Jr., 
M.D.  Third  edition.  Octavo  of  1,244  pages, 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 

continued  on  page  946 
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Following  traumatic  injury, 

I patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound. 
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Soma  Compound 

* % aari&ujifodu!  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 
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Also  available  with  Va  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  . 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  LABORATORIES 
Cranbury,  N.  J. 


Side  effects:  Although  there  has  been  no  evidence  of 
tolerance,  withdrawal  symptoms  or  excessive  selfmedf- 
cation,  ‘Soma’  Compound  and  ‘Soma’  Compound  with 
Codeine,  like  other  central  nervous  system  depressant*, 
should  be  used  with  caution  in  addiction  prone  individu- 
als. While  codeine  addiction  is  relatively  rare  and  easily 
broken,  the  same  precautions  must  he  observed  as  for 
any  other  opium  alkaloid.  Nausea,  vomiting,  constipation 
and  miosis  are  possible  codeine  side  effects.  Should  symp 
toms  of  hypersensitivity  occur,  discontinue  medication. 


Contraindications:  None  reported. 

Complete  product  information  available  in  the  product 
package,  and  to  physicians  upon  request. 

Dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  Soma’  Compound  is  available  in  orange, 
scored  tablets;  bottles  of  50.  ‘Soma’  Compound  with 
Codeine  {narcotic  order  form  required)  is  available  in 
white,  lozenge-shaped  tablets;  bottles  of  50. 
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illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964  Cloth,  $18.75. 

Appraisal  of  Current  Concepts  in  Anesthe- 
siology. Volume  2.  Edited  and  assembled 
by  John  Adriani,  M.D.  Duodecimo  of  478 
pages.  St.  Louis,  The  C.  V.  Mosby  Company, 
1964.  Cloth,  $10.75. 

Melanotic  Tumors.  By  Joseph  N.  Attie, 
M.D.,  and  Rene  A.  Khafif,  M.D.  Octavo 
of  346  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1964.  Cloth,  $12.50. 

Handbook  of  Community  Psychiatry  and 
Community  Mental  Health.  Edited  by 
Leopold  Beliak,  M.D.  Quarto  of  465  pages, 
illustrated.  New  York,  Grune  & Stratton, 
1964.  Cloth,  $14.50. 

The  Oculomotor  System.  By  29  authors. 
Edited  by  Morris  B.  Bender,  M.D.  Octavo  of 
556  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1964. 
Cloth,  $16. 

Wonder  Drugs.  By  Helmuth  M.  Bottcher. 
Translated  from  the  German  by  Einhart 
Kawerau.  Octavo  of  285  pages.  Philadelphia, 
J.  B.  Lippincott  Company,  1964.  Cloth, 
$4.95. 

Current  Diagnosis  & Treatment.  By 
Henry  Brainerd,  M.D.,  Sheldon  Margen, 
M.D.,  Milton  J.  Chatton,  M.D.,  and  As- 
sociate Authors.  Octavo  of  870  pages,  il- 
lustrated. Los  Altos,  Calif.,  Lange  Medical 
Publications,  1964.  Fabrikoid,  $9.50. 

Dermatological  Formulary  and  Prescrip- 
tion Manual.  Compiled  by  Morris  Dauer, 
Ph.G.,  and  Irwin  I.  Lubowe,  M.D.  Octavo 
of  143  pages.  New  York,  The  Authors,  1964. 
Cardboard. 

System  of  Ophthalmology.  Edited  by  Sir 
Stewart  Duke-Elder.  Volume  III.  Normal 
and  Abnormal  Development.  Part  2,  Con- 
genital Deformities.  By  Sir  Stewart  Duke- 
Elder,  G.C.V.O.,  F.R.S.  Octavo  of  877  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1963.  Cloth,  $34.50. 

Progress  in  Medicinal  Chemistry.  Volume 
3.  Edited  by  G.  P.  Ellis,  Ph.D.,  and  G.  B. 
West,  Ph.D.  Octavo  of  407  pages,  illustrated. 
Washington  Butterworths,  1963.  Cloth, 
$15.75. 

The  Psychological  Aspects  of  Diabetes  or 
How  to  Live  in  Emotional  Balance  with 
Diabetes.  By  Harold  Geist,  Ph.D.  Octavo 
of  81  pages.  Springfield,  111.,  Charles  C 
Thomas,  1964.  Cloth,  $4.75. 


Selective  Audio-Visual  Instruction  for 
Mentally  Retarded  Pupils.  By  Edward 
Goldstein,  A.M.  Octavo  of  96  pages,  il- 
lustrated. Springfield,  111.,  Charles  C Thomas, 
1964.  Cloth,  $5.25. 

Medical  Pharmacology.  By  Andres  Goth, 
M.D.  Second  edition.  Octavo  of  585  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964.  Cloth,  $11.75. 

Principles  of  Public  Health  Administration. 

By  John  J.  Hanlon,  M.D.  Fourth  edition. 
Octavo  of  719  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1964.  Cloth, 
$11.50. 

Modern  Trends  in  Gynaecology.  Third 
Series.  Edited  by  R.  J.  Kellar,  F.R.C.O.G. 
Octavo  of  203  pages,  illustrated.  Washington, 
Butterworths,  1963.  Cloth,  $9.75. 

Hypnosis  Throughout  the  World.  Edited 
by  F.  L.  Marcuse,  Ph.D.  Octavo  of  312  pages. 
Springfield,  111.,  Charles  C Thomas,  1964. 
Cloth,  $11. 

Drugs  of  Choice  1964-1965.  Edited  by 
Walter  Modell,  M.D.  Octavo  of  1,018  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964.  Cloth,  $16.75. 

Connective  Tissue:  Intercellular  Macro - 

molecules.  Proceedings  of  a symposium 
sponsored  by  The  New  York  Heart  As- 
sociation. Octavo  of  260  pages,  illustrated. 
Boston,  Little,  Brown  and  Company,  1964. 
Cloth,  $5.50. 

Treatment  of  Cancer  and  Allied  Diseases. 
Second  edition.  Volume  VIII.  Tumors  of 
the  Soft  Somatic  Tissues  and  Bone.  By 

Thirty-nine  Authors.  Edited  by  George  T. 
Pack,  M.D.,  and  Irving  M.  Ariel,  M.D.  Quarto 
of  574  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 
1964.  Cloth,  $26.50. 

Ciba  Foundation  Symposium  on  Lyso- 
somes.  Edited  by  A.  V.  S.  de  Reuck,  M.Sc., 
and  Margaret  P.  Cameron,  M.A.  With  79 
illustrations.  Octavo  of  446  pages.  Boston, 
Little,  Brown  and  Company,  1963.  Cloth, 
$11.50. 

Pediatric  Therapy.  Edited  by  Harry  C. 
Shirkey,  M.D.  Octavo  of  1,144  pages,  il- 
lustrated. St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964.  Cloth,  $16.50. 

Progressive  Patient  Care.  An  Anthology. 
Edited  by  Lewis  E.  Weeks  and  John  R.  Griffith. 
Octavo  of  385  pages,  illustrated.  Ann  Arbor, 
The  University  of  Michigan,  1964.  Cloth, 
$5.00. 
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potassium 
grows  on  trees 

Liberal  intake  of  high-potassium  foods, 
such  as  oranges  and  bananas,  will  in 
many  instances  offset  potassium 
losses  that  may  occur  during  diuretic 
therapy.  However,  you  may  not  wish 
to  leave  potassium  supplementation 
solely  to  dietary  discretion,  particu- 
larly in  patients  especially  vulnerable 
to  potassium  deficiency. 

It  is  for  such  patients  that  HydroDIURIL-Ka 
was  developed.  A proved,  dependable  diuretic/ 
antihypertensive  with  added  potassium  chlo- 
ride, HydroDIURIL-Ka  may  be  employed  when- 
ever diuresis  is  indicated,  particularly  among 
the  following: 

• in  the  needy,  the  elderly,  pensioners,  finicky 
eaters  — all  patients  on  potassium-low  diets 

• in  loss  of  potassium  through  gastrointestinal 
disturbances  • in  cirrhosis  • in  conditions 


INDICATIONS:  Edema;  hypertension* 
CONTRAINDICATIONS:  Anuria. 

PRECAUTIONS:  Reduce  dosage  of  coadminis- 
tered antihypertensive  agents  by  at  least  50  per 
cent.  Use  caution  during  intensive  or  prolonged 
diuresis,  in  dietary  inadequacy  or  salt  restric- 
tion, impaired  renal  function,  hepatic  disease, 
rising  level  of  BUN,  hyperuricemia  or  history  of 
gout,  patients  receiving  other  antihypertensive 
agents,  surgical  patients.  Avoid  hypokalemia 
especially  during  digitalis  administration  and 
in  myocardial  ischemia. 

SIDE  EFFECTS:  Electrolyte  imbalance  with  hypo- 
kalemia or  hypochloremic  alkalosis  may  occur.  A low-salt 
syndrome  may  be  precipitated.  Other  possible  reactions: 
hepatic  coma,  jaundice,  azotemia,  altered  insulin  require- 
ments In  diabetes,  hyperuricemia  and  gout,  blood  dyscra- 
sias,  nausea,  vomiting,  diarrhea,  dizziness,  paresthesias, 
rash,  photosensitivity.  Before  prescribing  or  administering, 
read  product  circular  with  package  or  available  on  request. 


effective  diuresis  with  added  potassium 


HYDROCHLOROTHIAZIDE  with  POTASSIUM  CHLORIDE 


requiring  vigprous  diuresis  • in  patients  receiv- 
ing digitalis  • in  cardiac  arrhythmias  • in  sec- 
ondary aldosteronism  • in  paracentesis  • in  the 
postoperative  period 


SUPPLIED:  HydroDI U R I L-Ka-25:  Each  tablet  contains  25 
mg.  of  hydrochlorothiazide  and  572  mg.  of  potassium 
chloride  (equivalent  to  300  mg.  of  potassium);  bottles  of 
100  and  1000.  HydroDI  UR  I L-Ka-50:  Each  tablet  contains 
50  mg.  of  hydrochlorothiazide  and  572  mg.  of  potassium 
chloride  (equivalent  to  300  mg.  of  potassium);  bottles  of 
100  and  1000. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  Inc. .West  Point,  Pa. 


where  today's  theory  is  tomorrow's  therapy 


Abstracts 


Flippin,  H.  F.:  Causes  of  unsuccessful  anti- 

microbial therapy,  New  York  State  J.  Med. 
64:  976  (Apr.  15)  1964. 

An  increasing  number  of  drug-resistant  micro- 
organisms and  an  increasing  incidence  of  un- 
desirable side-effects  from  the  antimicrobial 
drugs  has  led  to  the  introduction  of  more  and 
more  new  drugs.  The  most  reasonable  solu- 
tion, however,  would  be  to  concentrate  on  the 
host,  his  protective  mechanisms,  and  his  en- 
vironment, rather  than  on  the  parasite.  Causes 
of  unsuccessful  therapy  include  diagnostic  er- 
rors, substitution  of  antimicrobial  agents  for 
indicated  surgical  procedures,  poor  host  de- 
fenses, drug-resistant  microorganisms,  untoward 
drug  reactions,  insufficient  dosage,  and  delay  in 
starting  treatment. 

Cabrera,  A.,  Jurado,  J.,  De  La  Pava,  S.,  and 
Pickren,  J.  W.:  Tetracycline  fluorescence  of 

some  human  tumors,  New  York  State  J. 
Med.  64:  981  (Apr.  15)  1964. 

This  study  is  concerned  with  the  fluorescence 
of  several  human  tumors  and  of  surrounding 


normal  tissues  after  administration  of  tetra- 
cycline. In  primary  carcinomas  of  the  colon 
and  oral  cavity  the  compound  did  not  specifi- 
cally bind  to  tumor  tissue  but  also  attached 
itself  to  surrounding  noncancerous  tissue.  In 
primary  carcinoma  of  the  breast,  metastatic 
carcinoma  of  the  lung  in  the  kidney,  and  carci- 
noma of  the  colon  in  the  abdominal  wall,  the 
localization  was  practically  specific.  In  1 
case  of  cystic  disease  no  fluorescence  was  seen. 

Marmell,  M.,  Sills,  J.  R.,  Brown,  C.  D.,  and 
Prigot,  A.:  Gonococcal  urethritis  treated 

with  ampicillin,  a synthetic  oral  penicillin, 
New  York  State  J.  Med.  64:  985  (Apr.  15) 
1964. 

A study  was  made  of  the  efficacy  of  ampicillin 
(Polycillin)  in  124  male  patients  with  acute 
gonococcal  urethritis.  All  patients  who  re- 
ceived 1 Gm.  or  more  of  ampicillin  under  a 
multiple  dose  schedule  were  cured  within  forty- 
eight  hours  after  the  start  of  treatment.  There 
were  no  side-effects  although  4 patients  had 
previous  allergic  reactions  to  penicillin  in- 
jections. 


Abstracts  in  Interlingua 


Flippin,  H.  F.:  Causas  de  insuccessose  thera- 

pia  antimicrobial  ( anglese ),  New  York  State 
J.  Med.  64:  976  (15  de  april)  1964. 

Un  crescente  numero  de  pharmaco-resistente 
microorganismos  e un  crescente  incidentia  de 
adverse  efifectos  secundari  attribuibile  a pharm- 
acos  antimicrobial  ha  resultate  in  le  introduction 
de  semper  plus  nove  pharmacos.  Tamen,  un 
plus  rationabile  solution  del  problema  esserea 
concentrar  plus  attention  in  le  hospite,  su 
mechanismos  protectori,  e su  ambiente  plus 
tosto  que  in  le  parasito.  Le  causas  del  insucces- 
sose therapias  include  errores  diagnostic,  le 
substitution  de  agentes  antimicrobial  pro  le 
indicate  intervention  chirurgic,  imperfecte  de- 
fensas  del  hospite,  pharmaco-resistente  micro- 
organismos, adverse  reactiones  pharmacogene, 
inadequatia  del  dosage,  e tardive  initiation  del 
tractamentQ. 

Cabrera,  A.,  Jurado,  J.,  De  La  Pava,  S.,  e 
Pickren,  J.  W.:  Fluorescentia  post  tetra- 

cyclina  in  certe  tumores  human  {anglese),  New 
York  State  J.  Med.  64:  981  (15  de  april)  1964. 

Le  presente  communication  reporta  un  studio 
del  fluorescentia  de  plure  tumores  human  e del 
circumjacente  tissu  normal  manifeste  post  le 


administration  de  tetracyclina.  In  carcinomas 
primari  del  colon  e del  cavitate  oral,  le  com- 
posite non  se  ligava  specificamente  a tissu 
neoplastic  sed  attachava  se  etiam  al  circum- 
jacente tissu  non-cancerose.  In  primari  car- 
cinoma del  mamma,  in  metastatic  carcinoma 
pulmonar  in  le  ren,  e in  carcinoma  colonic  in  le 
pariete  abdominal,  le  localisation  del  fluores- 
centia esseva  practicamente  specific.  In  1 caso 
de  morbo  cystic,  nulle  fluorescentia  esseva 
notate. 

Marmell,  M.,  Sills,  J.  R.,  Brown,  C.  D.,  e 
Prigot,  A.:  Urethritis  gonococcic,  tractate 

con  ampicillina — un  synthetic  penicillina  oral 
{anglese),  New  York  State  J.  Med.  64:  985 
(15  de  april)  1964. 

Esseva  studiate  le  efficacia  de  ampicillina 
(Polycillina)  in  124  patientes  mascule  con  acute 
urethritis  gonococcic.  Omne  le  patientes  qui 
recipeva  1 g de  ampicillina  o plus  in  un  pro- 
gramma  de  multiple  doses  esseva  guarite  intra 
quaranta-octo  horas  post  le  initiation  del  tracta- 
mento.  Nulle  adverse  effectos  secundari  esseva 
incontrate,  ben  que  4 patientes  habeva  previe- 
mente  reagite  a injectiones  de  penicillina  per 
manifestationes  allergic. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


ectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  saiicylism 

balate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  may  occur'  hut  it  responds  readily  to  ad- 

nts— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  justment  of  dosage.  Precaution:  in  the 

.•  . . . , . ■ ■ i ' . , presence  of  severe  renal  impairment,  care 

rdiac  damage,  latent  chronic  infection  and  other  common  genat-  should  be  taken  to  avoid  accumuiation  o{ 

conditions  are  present.  The  potassium  salts  Of  PABALATE-SF  can-  salicylate  and  PABA.  Contraindicated:  An 

t contribute  to  sodium  retention ..  .the  enteric  coating  assures  hypersensitivity  to  any  component, 

stric  tolerance...  and  clinical  experience  shows  that  this  prepara-  A/so  aVa//ab/e:  PABALATE-when  sodium 

n does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-hc— 

rticosteroids  or  pyrazolone  derivatives.  Pabaiate-SF  with  hydrocortisone. 


H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


RECOGNIZE 
THIS  PATIENT? 
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When  you  recognize  signs  of  depression  and 
anxiety  and  associate  them  with  an  organic 
condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deprol'  should  be  considered 
for  control  of  the  associated^  depression  and_  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause 
■ alcoholism  ■ obesity  a asthma,  hay  fever  and  related  allergies 
a chronic  infectious  diseases  a dermatoses  a G.l.  disorders,  and 
many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'Deprol'  is  indicated: 

fear  of  cancer  or  other  life-threatening  disease  a pre-  and  post-operative 
fears  a postpartum  despondency  a family  problems  a death  of 
a loved  one  a loss  of  work  a retirement  problems  a financial  worries, 
and  many  other  stressful  situations. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

BRIEF  SUMMARY:  Indications:  Depression,  especially  when  accompanied  by  anxiety,  tension,  agitation, 
rumination  or  insomnia.  Side  Effects:  Slight  drowsiness  and,  rarely,  allergic  reactions,  due  to  mepro- 
bamate, and  occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benactyzine, 
may  occur.  Meprobamate  may  increase  effects  of  excessive  alcohol.  Use  with  care  in  patients  with 
suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually  after  prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package , or  to  physicians  upon  request. 

USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased  gradually,  as  needed,  to  3 tablets  q.i.d.;  with 
establishment  of  relief,  may  be  reduced  gradually  to  maintenance  levels. 

SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 

WALLACE  LABORATORIES  / Cranbury.  N.  J. 
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In  Diabetes... 

wine  9 

...why  not; 


Ames  Company,  Inc 3rd  cover 

Birtcher  Corp 955 

Burroughs  Wellcome  & Company,  Inc 952 

Cole  Chemical  Company 943 


The  ancients 
recommended  it . . . 

“Sixteen  hundred  years  before  the  discovery  of 
insulA,  Aretaeus  the  Cappadocian . . . described 
diabetes  and  used  wine  in  its  treatment . . .” 

— S.  P.  Lucia, “A  History  of  Wine  as  Therapy,” 
Lippincott,  1963. 


So  do  modern 
physicians . . . 

“. . . wine  can  be  safely  and  usefully  included  in 
the  diet  of  very  large  segments  of  the  diabetic 
population.” 

— “Alcohol  and  Civilization,”  McGraw-Hill, 
1963. 

“. . . in  diabetic  patients  . . . wine  probably  con- 
tributed to  the  maintenance  of  reasonably  low 
blood  sugar  levels.” 

— Lolli,  G.:  Quarterly  Jl.  Studies  on  Alcohol, 
Sept.  1963. 


'"The  fermented  juice  of  the  grape  is  the  oldest 
medicine  known  to  man.  (It  is  also  one  of 
the  most  delightful.)*  It’s  an  unparalleled 
mild  sedative  ...  a tranquilizer  ...  a tonic 
...  of  value  in  convalescence  and  in  old  age. 

This  coupon  will  bring  you  an  informative 
booklet — “Uses  of  Wine  in  Medical  Practice.” 


WINE  ADVISORY  BOARD 

California  State  Department  of  Agriculture 
717  Market  Street,  San  Francisco  3,  California 


r 1 

Please  send  free  copy  of  "Uses  of  Wine  in  Medical  Practice.” 

I 

Name 

Address 

C ity State 


□ Also  send  recipe  booklet. 


*P.S. — With  your  own  steak,  tonight,  try  a 
California  burgundy.  At  bedtime,  try  a glass 
of  port— a food  in  liquid  form.  Check  the 
coupon  for  a booklet  on  the  gastronomic 
delights  of  California  wines. 
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OBETROL 

for  amphetamine  action  with 
fewer  side  reactions  reported. 


WEIGHT  REDUCTION  EFFECTIVE 
IN  DIFFICULT  CASES 

“With  a daily  divided  dosage  of  30  milligrams  of  OBETROL  we 
were  able  to  obtain  appetite  depression  without  nervous  rest- 
lessness or  insomnia  ...”  1 

Twenty  six  patients  who  previously  had  been  unable  to  use 
Dther  amphetamines  in  any  dosage  sufficient  to  maintain  the 
morectic  effect,  responded  favorably  on  this  medication.  V 

“In  the  cooperative  patient,  OBETROL  was  markedly  bene- 
ficial in  producing  the  desirable  weight  loss  with  minimal  side 
effects,  even  in  the  case  of  a high  percentage  of  patients  with 
cardiovascular  and  other  chronic  ailments  which  normally 
make  use  of  other  amphetamines  undesirable  because  of  side 
effects”  1 

OBETROL  PHARMACEUTICALS 

382  Schenck  Avenue,  Brooklyn  7,  N.  Y. 

’Simon.  F.  & Bernstein  A.:  “The  Treatment  of  Obesity  in  Patients  with 
Cardiovascular  Disease.”  Angiology,  72:32-37.  Jan.  1961. 

-Plotz,  M.:  Modern  Management  of  Obesity,  J.A.M.A.  770:1513-1515 
(July  25)  1959. 

Bernstein,  A.  & Simon,  F.:  “Treatment  of  Obese  Diabetics  and  Arterio- 
sclerotics,”  Clin.  Med.  907-920,  May  1961. 


Each  OBETROL-IO  tablet  contains : 

Methamphetamine  Saccharate  2.5  mgm. 

Methamphetamine  Hydrochloride  .....2,5  mgm. 

Amphetamine  Sulfate  2.5  mgm. 

Dextro-amphetamine  Sulfate 2.5  mgm. 


(OBETROL-20  tablets  contain  twice  this  potency ) 

Pat.#  2748052. 

Contraindications:  OBETROL  is  relatively  contraindicated  in 
hyperthyroidism,  hypertension,  coronary  artery  and  other  car- 
diovascular diseases,  anxiety  and  hyperexcitability.  Habituation 
may  occur  with  prolonged  use.  As  in  the  case  of  all  ampheta- 
mines, caution  should  be  used  in  treating  patients  with  these 
conditions. 

REQUEST  SAMPLES  AND  LITERATURE  ^ 
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382  Schenck  Avenue  • Brooklyn  7,  N.  Y. 
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Medical  Meetings 


Bergman  memorial  lecture 

The  Tillie  S.  Bergman  memorial  lecture  will 
be  held  on  April  30  at  9:00  p.m.  at  The  Bronx- 
Lebanon  Hospital  Center  (Fulton  Division), 
1276  Fulton  Avenue,  Bronx  56,  New  York. 
C.  Walton  Lillehei,  M.D.,  professor  of  surgery 
at  the  University  of  Minnesota,  will  discuss 
“Surgical  Treatment  of  Acquired  and  Con- 
genital Aortic  and  Juxta-aortic  Valve  Lesions.” 

Student  American  Medical  Association 

The  prevention  of  surgical  shock  and  the 
management  of  irreversible  shock  will  be 
discussed  at  a special  session  of  the  Student 
American  Medical  Association’s  fourteenth 
annual  meeting  at  the  fourth  annual  Upjohn 
Symposium,  Sherman  House,  Chicago,  Illinois, 
May  1,  at  1 : 30  p.m.  Richard  C.  Lillehei,  M.D., 
associate  professor  of  surgery,  University  of 
Minnesota  Hospital,  Minneapolis,  will  serve  as 
moderator  for  the  symposium  on  shock. 

Proctologic  society 

The  American  Proctologic  Society  and  the 
Section  of  Proctology  of  the  Royal  Society  of 
Medicine  will  hold  a joint  meeting  May  9 
through  14  in  Philadelphia  with  representatives 
of  the  Royal  Colleges  of  Surgeons  of  England, 
Ireland,  Scotland,  Canada,  and  Australia; 
and  the  American  College  of  Surgeons  and  the 
Colleges  of  Surgeons  of  Japan,  Brazil,  and  the 
Philippines. 

Over  250  essayists  will  participate  in  the 
scientific  program.  Of  these,  136  are  foreign 
surgeons  representing  53  countries. 

Further  information  may  be  obtained  from 
A.  W.  Martin  Marino,  M.D.,  80  Hanson  Place, 
Brooklyn  17,  New  York. 

Glaucoma  symposium 

The  Manhattan  Eye,  Ear,  and  Throat 
Hospital  and  the  New  York  Association  for  the 
Blind  (The  Lighthouse)  will  hold  a symposium 
on  “Early  Diagnosis  of  Glaucoma  and  Screen- 
ing Methods”  on  May  16  at  The  Lighthouse, 
New  York  City.  The  program  will  consist  of 
scientific  papers  and  a panel  discussion. 
Ophthalmologists  are  also  invited  to  attend  a 
varied  program  of  televised  eye  surgery  at  the 
Manhattan  Eye,  Ear  and  Throat  Hospital,  210 
East  64th  Street,  New  York  City,  on  May  14 
and  15. 

For  further  information  contact  the  Registrar, 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Glaucoma  Symposium,  The  Lighthouse,  111 
East  59th  Street,  New  York,  New  York  10022. 

National  Tuberculosis  Association 

The  sixtieth  annual  meeting  of  the  National 
Tuberculosis  Association  and  its  medical  section, 
the  American  Thoracic  Society,  will  be  held  at 
the  Statler  Hilton  Hotel,  New  York  City,  May 
24  through  27. 

Rene  J.  Dubos,  Ph.D.,  Rockefeller  Institute 
professor  and  microbiologist,  author,  and  lec- 
turer, will  deliver  the  Amberson  Lecture  on 
“Tuberculosis  Immunity.” 

Physical  medicine  and  rehabilitation 

The  annual  meeting  of  the  American  Academy 
of  Physical  Medicine  and  Rehabilitation  will 
be  held  August  24  through  27  at  the  Statler- 
Hilton  Hotel,  Boston,  Massachusetts.  The 
meeting  will  consist  of  formal  lectures  as  well  as 
educational  seminars. 

Poison  control  centers 

The  seventh  annual  meeting  of  The  American 
Association  of  Poison  Control  Centers  will  be 
held  October  26  at  the  New  York  Hilton  Hotel, 
New  York  City.  The  meeting  will  coincide 
with  that  of  the  American  Academy  of  Pediatrics 
being  held  at  the  same  hotel  October  24  through 
29.  The  morning  session  will  be  devoted  to 
business  activities,  including  the  presentation 
of  committee  reports.  During  the  afternoon, 
papers  on  research  and  clinical  and  public 
health  aspects  of  acute  poisoning  will  be 
presented  and  discussed. 

Those  interested  in  presenting  papers  at  the 
afternoon  session  should  submit  abstracts  of 
complete  papers  by  July  15  to:  Roger  P. 

Smith,  Ph.D.,  Department  of  Pharmacology 
and  Toxicology,  Dartmouth  Medical  School, 
Hanover,  New  Hampshire. 

Further  information  may  be  obtained  from 
Arthur  S.  Blank,  Secretary,  Connecticut  State 
Department  of  Health,  Poison  Information 
Center,  Hartford  15,  Connecticut. 

Psychiatric  meeting 

A divisional  meeting  of  the  APA  Area  I 
District  Branch  (Pennsylvania,  New  Jersey, 
Delaware,  and  Connecticut)  will  be  held 
November  20  and  21  at  the  Bellevue  Stratford 
Hotel  in  Philadelphia,  Pennsylvania. 

Papers  for  the  meeting  should  be  addressed 
to:  H.  Keith  Fischer,  M.D.,  Greene  and  Coulter 
Streets,  Philadelphia,  Pennsylvania  19144. 
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MEGASON  XII  ULTRASONIC 


CRUSADER 
Shortwave  Diathermy 

Low  in  price,  high  in 
quality.  Only  shortwave 
diathermy  in  its  class 
equipped  for  large  area 
technic.  Simple  to  oper- 
ate. 2 year  guarantee. 


ELECTROCARDIOGRAPH  — 335 


Compact  unit  for  effective  therapy  to  concave 
and  convex  areas.  Lightweight  and  portable. 
Use  with  exclusive  5-position  transducer.  2 
year  guarantee. 


Provides  the  utmost  in  compact  portability  with- 
out sacrifice  in  trace  size  or  accuracy.  Features 
simplicity  of  operation  — maximum  reliability. 


HYFRECATOR® 

This  versatile,  time  prov- 
en device  provides  the 
physician  with  an  accu- 
rately controlled  method 
for  electro-desiccation 
and  fulguration.  Over 
250,000  in  daily  use. 


BIRTCHER 
MEDICAL 
DIST.  N.Y. 
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CHECK  HERE  FOR: 

□ Demonstration  on 

□ FREE  64  Page  Booklet  “Medical  Ultrasonics  in  a Nutshell'' 

□ Information  on  BIRTCHER  LEASE  PLAN 

□ Literature  on 

□ Information  on  cost  of 

□ Advise  me  what  liberal  trade-in  you  offer  on  my 

toward  purchase  of 

DR 

ADDRESS 

CITY STATE ZIP  CODE 
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How  to  buy  $15,852  for 
$37.50  a month 


Unless  you’ve  begun  to  feel  your 
age  a bit,  chances  are  you  haven’t 
given  much  thought  to  retirement 
plans.  So  you  may  be  surprised  to 
see  how  nicely  a fund  grows  when 
you  set  up  a plan  to  buy  Savings 
Bonds  and  stick  to  it. 

Let’s  say  you  decide  to  buy  a 
$50  E Bond  each  month,  cost  $37.50. 
(An  easy  habit  to  get  into  on  Pay- 
roll Savings  because  your  employer 
saves  the  money  for  you  before  you 
get  it.) 

Keep  it  up  for  17%  years  (E 
Bonds  continue  to  earn  10  years 
beyond  maturity)  and  you’ll  have 
Bonds  worth  $11,175.  At  this  time 
you  switch  into  H Bonds,  adding 
enough  to  round  out  the  total  to 
$11,500.  And  during  the  next  10 


years,  you  collect  interest  twice  a 
year,  mailed  to  your  house. 

Here’s  where  you  stand,  27% 
years  after  you  signed  that  first 
Payroll  Savings  form.  You  own 
$11,500  worth  of  Bonds.  You’ve 
collected  interest  checks  of  $4352.75. 
You’ve  realized  a total  of  $15,852.75 
at  a cost  of  $8312.50,  a tidy  reward 
for  your  efforts. 

You’ll  also  probably  be  warmed 
by  the  thought  that  all  the  time  you 
were  building  your  "escape  fund,” 
Uncle  Sam  was  putting  your  dollars 
to  work,  helping  keep  the  world  as 
free  for  your  golden  years  as  it  was 
during  your  younger  ones. 

Worth  thinking  about,  isn’t  it, 
whether  you  happen  to  be  feeling 
your  age  or  not. 


Keep  freedom  in  your  future  with 

U.S.  SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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greaseless  dehydrated  lotion  in 

cake  make-up  form 


3 -way  benefits 

in  acne,  facial  seborrhea 


O antibacterial  action 

...  to  combat  many  common 
pathogenic  skin  microorganisms 


0 mild  astringent  and 
keratolytic  efficacy 

...  to  aid  removal  of  excess 
sebaceous  material  and  keratinization 


© effective  blemish  concealment 


, . . to  help  minimize  emotional  distress  often 
occasioned  by  cosmetic  defects 


COSMEDICAKE  is  specially  formulated  as  adjunctive 
therapy  for  skin  eruptions  of  cosmetic  importance  in  female 
patients.  Extensive  clinical  experience  confirms  its  3-way 
benefits.  In  88%  of  112  female  patients  with  acne  vulgaris 
or  acne  rosacea,  COSMEDICAKE  produced  results  that 
were  “cosmetically  and  therapeutically  good”1— and  no 
adverse  effects  were  experienced.  Its  convenience  and  ele- 
gance achieve  continued  cooperation  from  grateful  patients. 

Applied  with  a damp  sponge,  COSMEDICAKE  goes  on 
the  skin  smoothly  and  uniformly  as  a reconstituted  fast- 
drying lotion  with  no  separation,  no  precipitation  or  uneven 
concentration.  May  be  used  morning  and  night. ..helps  the 
patient  gain  confidence  by  improving  her  appearance  while 
lesions  are  healing. 

COSMEDICAKE  contains  hexachlorophene,  benzalkoni- 
um  chloride,  salicylic  acid,  and  colloidal  sulfur  in  a smooth, 
greaseless,  pharmaceutically  elegant  base. 


also  available: 

COSMEDICAKE  for  Dry  Skin- 
effective  topical  medication  spe- 
cially formulated  for  patients  with 
dry  skin... provides  lipids  for  soft- 
ening and  moisturizing  actions. 

for  samples 

and  complete  literature  write: 

KAY  PREPARATIONS  COMPANY,  INC. 
345  West  58  St.,  New  York,  N.Y.  10019 


4 skin-matching  shades  available  at  all  pharmacies. 
1.  Berger,  R.  A.:  Clinical  Medicine,  Sept.  1961. 
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that  foils 
the  “leakers 


" 'Leakers”  are  ampoules  with  mi- 
nute imperfections  in  the  seal.  You 
can’t  readily  see  the  flaw,  and  often 
it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  con- 
taminants can  slip  in  to  render  the 
contents  nonsterile  and  potentially 
dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye. 
■ Sealed  Lilly  ampoules  are  placed 
in  baskets,  submerged  in  a vat  con- 


taining methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an 
imperfect  ampoule  in  the  lot,  the 
liquid  is  forced  out.  When  the  vac- 
uum is  released,  the  blue  dye  rushes 
in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and 
rejected  . . . another  of  the  many 
controls  that  add  immeasurably  to 
the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana , U.S.A. 
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Editorials 


Comment  on  Schwartz  versus  Newport  Chemical  Corporation 


In  a recent  case  the  Court  of  Appeals  of 
this  State  had  occasion  to  reaffirm  the  prin- 
ciple that  the  statute  of  limitations  for  mal- 
practice actions  begins  to  run  from  the  date 
of  the  alleged  malpractice  and  not  from  the 
date  when  the  malpractice  is  discovered. 

In  this  case,  which  was  not' based  on  mal- 
practice, the  plaintiff  alleged  that  in  1944  a 
product  manufactured  by  the  defendant  was 
inserted  into  his  sinuses  for  the  purpose  of 
making  them  perceptible  for  x-rays  films 
and  that  some  of  the  substance  remained  in 
his  head,  producing  a carcinoma  which  re- 
quired the  removal  of  an  eye  in  1957.  The 
action  was  not  commenced  until  1959,  so 
concededly  it  would  have  been  barred  by  the 
statute  of  limitations  unless  the  statute  did 
not  run  until  the  injury  was  discovered. 

The  court  observed  that  many  of  its 
holdings  that  the  cause  of  action  accrues 
when  a harmful  substance  is  introduced  into 
the  body  were  in  malpractice  cases.  The 
question  was  then  directly  presented  as  to 
whether  the  court  should  adhere  to  the  ac- 


crual rule  in  malpractice  cases.  The  court, 
by  a 5 to  2 decision,  held  that  it  should.  In 
a well-reasoned  majority  opinion  the  court 
stated  the  following: 

While  the  plaintiff’s  equities  are  greater 
in  one  case,  it  was  presumably  pursuant  to  a 
determination  that  the  interests  of  an  oc- 
casional claimant  were  subordinate  to 
society’s  interest  in  repose  that  resulted  in 
the  Statute  of  Limitations  in  the  first  place . . . 

It  is  hard  to  say  for  certain,  but  perhaps 
the  possibility  of  feigned  cases  against  un- 
prepared defendants  and  the  difficulties  of 
proof  in  meritorious  cases  led  to  a decision 
that  society  is  best  served  by  complete  repose 
after  a certain  number  of  years  even  at  the 
sacrifice  of  a few  unfortunate  cases. 

Further,  as  the  court  added,  the  legislature 
recently  had  before  it  strongly  advocated 
proposals  to  include  a discovery  provision  in 
the  malpractice  statute.  The  legislature, 
however,  failed  to  enact  such  a provision; 
instead,  it  increased  the  malpractice  statute 
from  two  to  three  years. 


American  Medical  Association 
113th  Annual  Convention 
Civic  Center,  San  Francisco,  California 
June  21-25,  1964 
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in  new  ENOVID-E 

Each  tablet  contains:  norethynodrel 2.5  mg.  mestranol  0.1  mg 

the  “E”  is  for  “Experience” 


new,  low-dosage  form  of  “The  Pill”— 
the  most  widely-used  oral  contraceptive 


Enovid-E  represents  a new,  low  dosage  of  the 
original,  time-tested  Enovid®.  In  all  of  the 
accumulated  experience,  the  clinical  behav- 
ior of  Enovid-E  parallels  the  known  activi- 
ties of  Enovid.  Thus,  Enovid-E  can  be 
prescribed  with  confidence  that  it  offers  vir- 
tually 100  per  cent  protection  when  taken 
as  directed. 

Such  side  effects  as  do  occur  are  usually 
mild  and  tend  to  disappear  after  the  first 
cycle  or  two.  As  Flowers*  comments:  “The 
decrease  in  the  incidence  of  side  effects  to 
practically  nil  after  the  third  cycle  of  medi- 
cation in  this  group  is  remarkable.” 

Mild  Enovid-E  provides  the  physician  with 
a new,  low  dose  of  Enovid.  For  the  patient, 
Enovid-E,  in  the  convenient  Calendar- 
Packs™,  represents  easy-to-remember  medi- 
cation as  well  as  greater  economy. 

Important:  One  half  of  the  5-mg.  tablet 
of  Enovid  or  one  fourth  of  the  10-mg.  tab- 
let of  Enovid  cannot  be  substituted  for 
an  Enovid-E  tablet.  Enovid-E  has  a lower 
norethynodrel-mestranol  ratio. 

The  results  of  eight  years  of  clinical  ex- 
perience with  Enovid  in  the  prevention  of 
conception  include  more  than  5,200,000 
users  of  Enovid. 

Side  Effects:  Nausea,  spotting  or  break- 
through bleeding  and  amenorrhea  (some- 
times called  “silent  menstruation”)  may 
occur.  Much  less  frequently  chloasma,  breast 
enlargement  or  discomfort  and  mild  salt  and 
water  retention  have  been  reported;  the  last 
should  be  considered  in  patients  with  heart 
or  kidney  disease  or  hypertension. 

Precautions:  A variety  of  other  findings 
typical  of  estrogenic  compounds  (that  is, 
alterations  in  certain  thyroid  function  tests 
but  not  thyroid  function)  may  also  be  ob- 
served. Use  of  Enovid-E  for  longer  than 


three  years  must  await  the  results  of  con- 
tinuing studies. 

Contraindications:  Thromboembolic  phe- 
nomena with  some  fatalities  have  been  re- 
ported; no  statistical  significance  to  these 
occurrences  has  been  demonstrated  and  no 
causal  relationship  has  been  proved  or  dis- 
proved; this  possibility  should  be  considered 
in  women  with  factors  known  to  be  con- 
tributory to  thrombophlebitis.  Enovid  is 
contraindicated  in  women  with  a history  of 
previous  thromboembolism. 

The  presence  of  genital  or  breast  carci- 
noma and  liver  disease,  dysfunction  or  jaun- 
dice are  also  contraindications.  The  status 
of  liver  function  should  be  noted,  since  in 
large  doses  Enovid  may  cause  bromsulpha- 
lein  retention. 

•Flowers,  C.  E.,  Jr.:  Personal  Communication  to  the  Medical 
Department,  G.  D.  Searle  & Co. 


G.  D.  Searle  & Co. 

PO.Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine 


SEARLE 


CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


» 


,JS~  ‘CORTISPORIN’tLi  _ __ 

POLYMYXIN  B-  NEOMYCIN-GRAMICIDIN  , gg " 
with  HYDROCORTISONE  ACETATE  0.5%  gfil|l3 

CREAM  -=8*^ 


Sfl 


a new  vanishing  cream  base  | 


' !/* 

‘CORTISPORIN’l 

POLYMYXIN  B . BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  I* 

OINTMENT 


a special  low  melting  point  base 


anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 


CREAM— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT  — Ingredients:  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  500 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  % oz.  and  Vs  oz. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Scientific  Articles 


PANEL 

DISCUSSION 


Safe  Procedures 
in  Medical  Radiation 


Moderator 

NORMAN  SIMON,  M.D.,  Associate  Radiotherapist,  The  Mount  Sinai  Hos- 
pital, New  York  City;  Chairman,  Subcommittee  on  Health  Aspects  of 
ionizing  Radiation,  Division  of  Scientific  Activities,  Medical  Society  of  the 
State  of  New  York 
Panelists 

HANSON  BLATZ,  E.E.,  P.E.,  Director,  Office  of  Radiation  Control,  City  of 
New  York  Department  of  Health;  Associate  Professor  of  Industrial  Medi- 
cine, New  York  University 

JOHN  ROACH,  M.D.,  Professor  and  Chairman,  Department  of  Radiology, 
Albany  Medical  College  of  Union  University 
JOHN  H.  HARLEY,  Ph.D.,  Director,  Health  and  Safety  Laboratory,  United 
States  Atomic  Energy  Commission,  Washington,  D.  C. 

WILLIAM  B.  SEAMAN,  M.D.,  Professor  and  Chairman,  Department  of 
Radiology,  College  of  Physicians  and  Surgeons  of  Columbia  University 
MARSHALL  BRUCER,  M.D.,  Former  Chairman,  Medical  Division,  Oak  Ridge 
Institute  of  Nuclear  Studies,  Oak  Ridge,  Tennessee 
CHARLES  L.  DUNHAM,  M.D.,  Director,  Division  of  Biology  and  Medicine, 
United  States  Atomic  Energy  Commission,  Washington,  D.  C. 

SHIELDS  WARREN,  M.D.,  Professor  of  Pathology,  Harvard  Medical  School; 

Pathologist,  Deaconess  Hospital,  Boston,  Massachusetts 
HENRY  QUASTLER,  M.D.,*  Senior  Radiobiologist,  Brookhaven  National 
Laboratory,  Upton,  New  York;  Visiting  Professor  of  Theoretical  Biology, 
Yale  University  School  of  Medicine 


A Symposium  on  Radiation  Effects  appeared  in  the  April  1,  1964,  issue. 


Problems  of  inspection 

Hanson  Blatz:  We  have  a radiation 

program  in  New  York  City  which  requires 
the  registration  of  every  radiation  source. 
It  also  requires  the  Department  of  Health  to 
make  certain  that  the  recommendations  of 
the  N.C.R.P.  (National  Committee  on 
Radiation  Protection)  are  followed.  We  do 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Session,  May  17,  1963. 

* Deceased. 


not  set  any  standards  of  our  own.  All  major 
matters  of  interpretation  are  decided  by  the 
Mayor’s  Technical  Advisory  Committee  on 
Radiation,  which  is  a distinguished  group  of 
scientists,  including  some  physicians.  We 
have  some  5,000  physicians  and  hospitals, 
using  x-ray  equipment  registered  with  the 
Department,  and  about  7,000  dentists  with 
x-ray  equipment,  making  a total  of  almost 
17,000  pieces  of  equipment  that  have  to  be 
inspected.  We  inspect  at  the  rate  of  about 
800  a month. 
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It  has  been  recognized  that  the  major 
source  of  radiation  exposure  of  the  popula- 
tion has  been  from  the  medical  and  dental 
use  of  roentgen  rays.  There  have  been 
statements  made  recently  that  by  following 
the  recommendations  of  the  N.C.R.P.  these 
exposures  have  been  reduced  substantially. 
Actually,  in  cases  in  which  the  recommenda- 
tions have  been  followed,  they  have  been  re- 
duced, but  we  find  in  many,  many  cases 
there  is  a lack  of  understanding  of  the  ob- 
jectives of  the  N.C.R.P,  recommendations, 
primarily  among  nonradiologists. 

We  have  had  literally  dozens  of  physicians 
say  to  us  when  we  have  condemned  their 
old  equipment,  “Why,  I have  been  using  this 
equipment  for  years  on  hundreds  of  patients, 
and  not  a single  one  has  shown  evidence  of 
radiation  damage.”  Of  course,  it  would  not 
be  expected  that  there  would  be  recognizable 
biologic  damage.  It  is  a matter  of  genetic 
effects  and  a statistical  increase  of  certain 
obscure  somatic  effects  that  is  the  primary 
basis  of  current  recommended  exposure 
limits. 

And  so  we  are  just  a group  of  policemen 
trying  to  enforce  rules  that  have  been  set  up 
by  someone  else.  We  try  to  avoid  dis- 
cussions of  the  validity  of  the  regulation^, 
although  we  must  be  convinced  of  their 
validity  ourselves.  If  not,  we  try  to  have 
them  changed  through  appropriate  channels. 

Norman  Simon,  M.D.:  I would  like  next 

to  introduce  John  Roach,  M.D.,  who  will 
make  some  comments  on  safety  measures 
in  diagnostic  radiology. 

Safety  measures 

John  Roach,  M.D.:  In  the  few  minutes 

allotted  to  me  here,  I would  like  to  say  just 
a few  words  about  what  I consider  the  most 
important  aspect  of  diagnostic  radiology 
from  the  point  of  view  of  reducing  gonadal 
and  somatic  dose  levels.  Some  of  the  other 
speakers  perhaps  will  emphasize  some  of  the 
physical  equipment:  filters,  shields,  and  so 
on.  But  I would  like  to  concentrate  on  the 
physician,  for  here  I believe  is  the  key  to 
the  medical  contribution  to  radiation. 

Accepting  the  position  that  modern  medi- 
cine can  neither  exist  nor  progress  without 
radiology,  it  seems  more  than  prudent  that 
we  use  x-ray  as  sparingly  and  as  intelligently 
as  possible,  consistent  with  sound,  scientific 
medicine  and  constantly  weighing  the  bene- 


fits obtained  against  the  risks  involved  in  the 
light  of  ever-changing  knowledge  in  the  fields 
of  genetics,  physics,  and  so  on.  Only  in 
this  way  can  the  quantity  of  radiation  to  the 
individual  and  the  population  as  a whole  be 
reduced  to  a minimum  without  jeopardizing 
the  health  of  the  community. 

To  practice  medicine  soundly  using  the 
diagnostic  capabilities  of  radiology  wisely, 
whether  the  physician  does  the  filming  in 
his  own  office  or  sends  his  work  out,  requires, 
first,  a good  fundamental  knowledge  of  the 
principles  of  the  application  of  radiant  energy 
to  living  tissue;  and,  second,  a thorough 
understanding  of  the  possibilities  and  limita- 
tions of  the  many  diagnostic  examinations 
that  are  available  to  him. 

In  regard  to  the  first  point,  the  physician 
must  know  the  meaning  and  significance  of 
things  such  as  primary  radiation,  secondary 
radiation,  effective  filtration,  distance,  vol- 
ume of  tissue,  and  so  on. 

The  second  point,  more  important  than  the 
first,  requires  that  the  physician  have  a 
broad  but  detailed  knowledge  of  the  diag- 
nostic information  which  can  be  reasonably 
expected  from  each  of  the  many  examina- 
tions at  his  command.  He  has  to  answer  for 
himself  such  questions  as:  What  can  I ex- 
pect to  learn  from  a given  x-ray  study? 
And  how  is  this  going  to  help  me  solve  my 
patient’s  problem?  What  is  the  gonadal 
risk?  Is  there  any  other  examination,  x-ray 
or  otherwise,  which  will  give  me  more  or 
better  information? 

These  and  many  more  questions  must  he 
answer  before  he  asks  himself  the  final  ques- 
tion which  is:  Am  I justified  in  exposing  this 
patient  to  the  radiation  inherent  in  the  exam- 
ination in  view  of  the  possible  benefits  to  be 
gained  versus  the  possible  risks? 

Dr.  Simon:  Thank  you  very  much,  Dr. 

Roach.  Any  specific  questions  in  this  field 
will  be  answered  by  Dr.  Roach  subse- 
quently. 

Now  we  will  hear  from  Dr.  John  H. 
Harley  who  is  concerned  with  the  local 
conditions  of  fallout  and  international  affairs 
concerning  fallout. 


Fallout 

John  H.  Harley,  Ph.D.:  Actually,  the 

Health  and  Safety  Laboratory  is  an  oper-  j 
ating  arm  of  the  Division  of  Biology  and 
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Medicine  under  Charles  L.  Dunham,  M.D. 
Our  particular  province  is  the  study  of  the 
physical  aspects  of  fallout,  that  is,  first,  the 
patterns  in  which  the  radioactive  material  is 
distributed  around  the  world;  second,  the 
amount  of  radioactivity  in  the  human  diet; 
and,  finally,  the  amount  in  human  beings 
themselves.  Of  course,  a number  of  periph- 
eral studies  are  carried  out  on  the  mecha- 
nisms by  which  those  transfers  occur,  from 
the  atmosphere  to  the  ground,  from  the 
ground  into  the  food  chain,  and  from  the 
food  chain  into  man. 

Possibly  we  might  just  summarize  the 
present  status  of  this  by  saying  that  the 
radiation  exposure  at  present  from  fallout  is 
rather  minimal.  The  amount  that  we  ex- 
pect from  the  tests  through  1962  is  not  too 
great. 

Our  particular  studies  have  been  largely 
on  strontium-90.  We  find  at  the  present 
time  that  the  young  children,  who  accum- 
ulate the  largest  concentrations,  are  showing 
about  3 micromicrocuries  of  strontium-90  per 
gram  of  calcium  in  the  bone.  In  terms  of  the 
levels  set  by  the  Federal  Radiation  Council 
for  peaceful  applications,  which  really  are  not 
applicable  here,  these  still  would  be  about  a 
twentieth  of  what  is  considered  all  right 
for  the  general  population.  We  might  ex- 
pect that  over  the  next  few  years  that  this 
could  double  or  even  triple  from  the  amounts 
of  strontium-90  now  in  the  atmosphere. 

The  other  radioactive  isotope  that  has 
received  attention,  of  course,  has  been 
iodine-131.  Here  the  levels  have  been  much 
higher  with  regard  to  those  recommended  as 
permissible  by  the  Federal  Radiation 
Council.  However,  this  has  been  during  a 
period  of  one  year  when  the  fallout  was 
heavy,  when  we  had  repeated  tests  almost 
day  after  day.  You  have  to  put  this  in  the 
context  of  the  Federal  Radiation  Council 
recommended  levels  which  are  considered 
for  a lifetime.  In  the  absence  of  future  test- 
ing, over  the  next  few  years,  we  will,  in  effect, 
win  back  this  fraction  of  permissible  radia- 
tion by  not  having  additional  iodine-131 
added.  The  present  iodine  level  is  no  longer 
measurable. 

Dr.  Simon:  Thank  you,  Dr.  Harley. 

Next  we  will  hear  from  William  B.  Seaman, 
M.D.,  who  is  most  interested  in  the  problem 
of  safe  procedures  in  radiation. 


Indications  for  X*ray 

William  B.  Seaman,  M.D.:  As  Dr. 

Roach  emphasized,  the  physician  who  first 
examines  the  patient  assumes  the  responsi- 
bility for  determining  whether  the  possible 
benefits  to  be  derived  from  this  examination 
outweigh  the  possible  hazard.  If  he  has  any 
doubt  about  this,  he  should  consult  a radi- 
ologist, who  then  may  make  a few  of  Dr. 
Brucer’s  assumptions  and  help  him  arrive  at 
the  correct  conclusion. 

I would  like  to  emphasize,  however,  that 
we  sometimes  lose  sight  of  the  fact  that  there 
is  a genetic  effect  distinct  from  a somatic 
effect,  and  that  quantitatively  the  extent 
of  this  hazard  is  significantly  different. 

In  general,  it  has  been  my  operating  rule 
that  if  the  patient  has  a symptom  or  a com- 
plaint, the  examination  warrants  the  hazard. 
Our  primary  concern  is  with  the  health  of 
the  patient.  The  health  of  future  genera- 
tions depends  on  the  health  of  the  present 
generation. 

The  major  portion  of  the  genetically  signif- 
icant radiation  that  originates  from  medical 
sources  is  probably  from  fluoroscopic  exam- 
inations. One  fluoroscope  examination  may 
be  the  equivalent  of  over  a hundred  chest 
films.  It  is  important  that  fluoroscopy  par- 
ticularly not  be  used  as  a substitute  for  a 
chest  film.  Fluoroscopy  should  not  be  uti- 
lized routinely,  but  only  after  a preliminary 
chest  film  and  for  precise  indications. 
Fluoroscopy  is  helpful  for  the  study  of 
dynamic  processes  occurring  in  internal 
organs,  but  in  many  respects  it  is  less  ac- 
curate and  less  reliable  than  roentgenog- 
raphy. 

The  other  problem  with  fluoroscopy  is, 
of  course,  that  frequently  the  conditions 
under  which  it  is  utilized,  and  Mr.  Blatz  can 
give  many  examples  of  this,  are  such  that 
the  amount  of  radiation  used  is  abnormally 
high.  It  is  our  responsibility  as  physicians 
not  only  to  determine  whether  or  not  the 
situation  warrants  the  use  of  ionizing  radia- 
tion, but  also  to  insure  that  unnecessary 
radiation  does  not  reach  the  patient  and  that 
the  radiation  which  does  reach  the  patient 
is  utilized  to  its  maximum  efficiency. 

The  importance  of  proper  collimation  and 
restriction  of  the  beam  to  the  area  of  interest 
is  extremely  important,  particularly  for  the 
gonadal  effect.  But  I would  like  to  em- 
phasize also  that  even  though  the  gonadal 
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area  is  not  being  directly  radiated,  some 
radiation  does  reach  the  gonads  by  internal 
scattering.  This  is  of  some  current  im- 
portance as  regards  the  recent  chiropractic 
bill  which  limits  the  use  of  radiation  to  above 
the  level  of  the  first  lumbar  vertebra.  Some 
radiation  is  being  scattered  internally.  Also, 
the  radiation  beam  may  extend  from  head  to 
foot,  even  though  the  film  is  covering  only 
the  chest. 

Recent  developments  in  terms  of  image 
intensifiers  and  other  fancy  equipment  have 
been  widely  advertised  as  a means  for  reduc- 
ing radiation.  I would  like  to  interject  a 
word  of  warning.  The  reduction  in  radia- 
tion may  be  minimal,  and  the  radiation 
hazard,  therefore,  still  exists,  perhaps  even 
more  so,  because  many  people  have  the 
idea  that  image  intensifiers  are  perfectly 
safe  and  that  the  radiation  dose  is  so  low 
that  you  can  ignore  it. 

Routine  x-ray  films 

Dr.  Simon:  I have  a question  sub- 

mitted by  the  audience  which  is  pertinent 
for  you,  Dr.  Seaman:  Are  routine  prenatal 
x-ray  films  indicated  in  a primipara?  What 
is  your  feeling  about  the  use  of  diagnostic 
radiation  pelvimetry  in  a primipara? 

Dr.  Seaman:  I feel  that  perhaps  there  is 

no  good  justification  for  “routine’  ’ x-ray 
films,  particularly,  of  course,  in  pelvimetry 
where  we  have  the  double  hazard  of  radiating 
the  maternal  gonads  and  the  developing 
embryo.  This  raises  another  question,  how- 
ever, about  “routine”  as  to  whether  one  is 
ever  justified  in  doing  any  routine  x-ray 
examination.  Here  again  we  have  to  fall 
back  on  this  balance  of  weighing  the  risk 
versus  the  possible  benefits  to  determine 
whether  the  medical  yields  are  sufficient. 

Dr.  Simon:  Thank  you.  Dr.  Brucer 

would  you  like  to  comment  on  this  question? 

Marshall  Brucer,  M.D.:  While  we 

are  listening  to  the  very  learned  answers  of 
the  very  learned  panel,  we  should  think  of 
one  story.  In  a couple  of  years,  along  with 
the  New  York  World’s  Fair,  we’ll  be  cele- 
brating the  three  hundredth  anniversary  of 
the  great  plague  in  London.  After  the 
plague  had  started,  one  of  the  first  rules 
passed  by  a very  distinguished  panel  and 
a very  distinguished  Lord  Mayor  was  to 
order  the  killing  of  all  cats.  It  was  well 
known  at  that  time  that  plague  was  caused 


and  carried  by  cats.  The  authorities  on 
their  panel  were  just  as  distinguished  in 
their  day  as  this  panel  is  today.  And,  there- 
fore, while  we’re  listening,  we  should  always 
keep  in  mind  the  dead  cats  in  London  three 
hundred  years  ago. 

Stable  iodine  lollipops 

Dr.  Simon:  Dr.  Harley,  a question  that 

comes  up  about  recent  publicity:  What  do 
you  think  about  the  stable  iodine  lollipops 
which  were  proposed  for  children  in  England 
because  of  the  fallout? 

Dr.  Harley:  I believe  my  thoughts  on 

this  were  quite  well  summarized  in  the  Life 
article,1  since  they  called  up  to  find  out 
our  thinking  on  this.  Unfortunately,  some 
details  are  a little  difficult  to  document. 
For  example,  the  statement  that  changes 
in  diet  are  inadvisable  seems  to  be  gener-  1 
ally  accepted  but,  again,  is  hard  to  docu- 
ment. The  problem  in  this  case  was  that 
both  the  amounts  of  stable  elements  used 
and  the  materials  used  would  have  been 
ineffective  even  in  the  optimum  case,  so 
here  there  was  no  question.  Some  other 
questions  may  be  more  subtle  and  require 
nutritional  experts  perhaps  to  give  a good 
answer.  But  the  particular  lollipops  that 
were  being  passed  out  would  have  been  in- 
effective in  any  case. 

Dr.  Simon:  Thank  you.  Any  other 

comments? 

Dr.  Brucer:  Dr.  Simon  put  the  wrong 

men  on  the  griddle  for  that  one.  After  all, 
the  first  use  of  lollipops  was  recommended 
at  the  International  College  of  Radiology  in 
Montreal  a year  or  so  ago,  and  this  was  for 
strontium.2  I think  you  ought  to  put  a 
radiologist  on  the  griddle  for  that  one. 

Dr.  Simon:  Thank  you.  But  none  of 

the  radiologists  here  participated  in  that 
particular  aspect  of  the  meeting  to  which 
you  refer. 

Reactors 

Dr.  Simon:  A question  for  Dr.  Dunham 

and  Dr.  Warren,  concerning  the  power  re- 
actor at  Indian  Point  up  the  Hudson  River: 
Could  the  reactor  at  Indian  Point  contami- 
nate the  Hudson  River  with  radioactivity  to 
endanger  the  City  of  New  York? 
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Charles  L.  Dunham,  M.D.:  That’s  a 

little  like  asking  a man  when  he  stopped 
beating  his  wife.  The  answer,  of  course,  is 
yes  and  no.  There  is  radioactivity  in  every 
reactor,  and  total  containment  is  a theo- 
retical possibility;  but  particularly  as  the 
physicists  develop  better  and  more  refined 
technics  of  identifying  radioactive  materials, 
it  becomes  rather  an  impossibility.  I would 
say  that  there  is  no  reason  to  think  there  is 
going  to  be  any  contamination  of  the 
Hudson  River  from  that  particular  reactor 
that  is  of  any  importance. 

Dr.  Simon:  Thank  you,  Dr.  Dunham. 

Dr.  Warren? 

Shields  Warren,  M.D.:  Whenever  a 

new  proposal  that  is  not  well  understood 
comes  up,  there  is  almost  sure  to  be  some 
opposition  to  it.  The  comments  that  Dr. 
Brucer  has  made  point  out  how  difficult  it 
is  for  panels  in  one  time  to  be  wise  as  regards 
future  times.  I think  that  the  point  of 
relative  risks  is  one  that  one  needs  to  keep 
in  mind.  There  is  no  such  thing  as  absolute 
safety  anywhere.  There  are  some  people 
who  will  assume  the  risks  that  astronaut 
Cooper  has  just  safely  assumed;  there  are 
others  of  us  who  are  a good  deal  happier 
to  stay  within  the  atmosphere  at  least. 

However,  in  weighing  acceptable  risks,  I 
think  we  can  say  that  the  reactor  safeguards 
committee  of  the  Atomic  Energy  Com- 
mission is  one  of  the  most  conservative 
groups  that  I know  of  anywhere,  and  I have 
full  confidence  that,  if  a proposal  for  the 
establishment  of  a reactor  in  a given  loca- 
tion has  gotten  by  the  reactor  safeguards 
committee,  any  risks  involved  are  virtually  in 
the  infinitesimal  range. 

Dr.  Simon:  Thank  you  Dr.  Warren. 

Dr.  Brucer:  May  I describe  one  other 

thing?  We  have  a precedent  on  this  one. 
The  University  of  Kyoto  was  going  to  get  a 
reactor.  This  was  during  the  height  of  the 
radiation  scare  in  Japan  about  five  or  six 
years  ago.  The  town  of  Osaka  (on  the 
river  just  below  the  reactor),  because  of 
the  radiation  hysteria,  stopped  the  Univer- 
sity of  Kyoto  from  getting  their  reactor. 
Kyoto  finally  got  a reactor  (probably  better 
than  they  would  have  had),  but  this  turns 
out  to  be  an  important  situation.  It  was 
not  just  to  produce  electricity  like  the  New 
York  reactor,  but  Kyoto  wanted  a research 
reactor.  The  University  of  Kyoto  has  one 
of  the  finest  physics  departments  in  the 


world,  and  one  phase  of  research  was 
stopped  for  many  years.  What  has  been 
lost  during  the  hysteria  will  never  be  re- 
gained. The  risk  of  developing  a potential 
hazard  is  so  minute  that  it  cannot  be 
balanced  against  the  potential  benefit. 


Equipment 

Dr.  Simon:  A question  practical  to  the 

practitioner  is  for  Mr.  Blatz.  This  physician 
says  that  he  takes  x-ray  films  only  of  the 
chest  in  his  practice,  and  he  asks,  “When  I 
cone  down  on  a chest  film,  I sometimes  cut 
out  a bit  of  the  pertinent  lung.  Is  a lead 
apron  on  the  patient  as  good  as  a cone?  It 
seems  to  save  me  from  repeating  exposures.” 
Perhaps  this  will  give  Mr.  Blatz  an  oppor- 
tunity to  discuss  cones  and  other  shieldings 
with  which  he  is  so  familiar. 

Mr.  Blatz:  As  I said  before,  we  do  not 

make  the  rules.  The  recommendation  of 
the  National  Committee  on  Radiation 
Protection  (and  these  recommendations  are 
made  principally  by  physicians  including 
radiologists)  is  that  in  any  x-ray  examina- 
tion the  beam  should  be  limited  to  the  area 
of  clinical  interest.  This  had  to  be  inter- 
preted, and  so  it  was  placed  before  our 
advisory  committee.  They  agreed  that  for 
any  rectangular  film  used,  a reasonable 
interpretation  of  limiting  the  beam  to  the 
area  of  clinical  interest  in  the  case  of  a cir- 
cular beam,  the  most  common  type  used, 
is  to  have  a beam  that  does  not  exceed  the 
diagonal  dimension  of  the  rectangular  film 
by  2 inches.  In  other  words,  for  a 14-  by  17- 
inch  film,  of  which  the  diagonal  dimension 
of  the  film  is  22  inches,  a reasonable  maxi- 
mum beam  size  is  24  inches,  which  allows 
considerable  latitude  in  aiming. 

I believe  that  one  of  the  greatest  faults 
here  is  that  most  x-ray  equipment  isn’t 
designed  for  good  aiming.  We  are  trying  to 
work  with  the  x-ray  manufacturers  to  correct 
this.  Consequently  our  inspectors  interpret 
this  rule  rather  liberally.  Where  24  inches 
is  the  limit,  if  we  find  it  to  be  25  or  26 
inches,  we  do  not  necessarily  condemn  it. 
We  believe  that  x-ray  equipment  could  be 
designed  so  that  it  would  be  possible  to 
cover  a film  completely  and  not  expose  any 
other  part  of  the  patient.  Perhaps  a light- 
beam  localizer  is  the  answer  for  those  pieces 
of  existing  equipment  that  cannot  be  aimed 
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easily.  These  are  available  today  at  not 
too  great  a cost. 

Concerning  the  use  of  lead  aprons,  there  is 
nothing  in  the  rules  that  says  that  lead 
aprons  should  or  should  not  be  used.  It 
refers  generally  to  the  protection  of  the 
gonads.  Our  feeling  is  that  lead  aprons 
are  called  for  only  when  the  gonads  would 
normally  be  exposed  in  the  field  and  can  be 
shielded  only  by  placing  a lead  shield  over 
them. 

Hazards  to  women 

Dr.  Simon:  A somewhat  related  ques- 

tion is  asked,  and  I think  that  probably  Dr. 
Roach,  Dr.  Seaman,  and  perhaps  Dr. 
Quastler  would  like  to  discuss  this.  The 
question  is:  When  an  x-ray  examination  of 
the  abdomen,  such  as  a barium  enema,  is 
done  on  a woman  in  the  menstrual  age, 
should  a menstrual  history  be  obtained,  and 
if  so,  how  should  it  be  used? 

Dr.  Seaman:  I suppose  the  theoretical 

answer  is  yes.  I do  not  know  how  reliable 
menstrual  histories  are  so  far  as  determin- 
ing whether  the  patient  has  ovulated  or  not. 
Second,  you  go  back  to  this  whole  question 
of  what  is  the  risk  versus  the  damage. 

We  had  a patient  with  a gastrointestinal 
hemorrhage.  Her  hemoglobin  was  4 Gm., 
but  she  refused  an  x-ray  examination  be- 
cause she  was  concerned  about  the  radiation 
hazard.  And  so  I think  the  question  of  a 
menstrual  history  is  of  only  theoretical 
interest,  and  I do  not  think  it  is  practical 
or  even  desirable,  at  the  present  time. 

Dr.  Simon:  Dr.  Roach,  would  you  like 

to  answer  that? 

Dr.  Roach:  I agree  very  much  with 

what  Dr.  Seaman  has  to  say.  For  a long 
time,  I did  take  menstrual  histories,  and  I 
felt  that  I got  relatively  little  benefit  from  it. 
I believe  that  the  important  thing,  as  I said 
in  the  beginning,  is  to  weigh  what  one 
expects  to  get  out  of  the  examination  versus 
the  possible  risk.  I think  in  the  cases  in 
which  one  should  do  a gastrointestinal  series, 
the  risk  of  gonadal  damage  is  relatively 
small  in  comparison  to  what  is  to  be  gained 
by  the  knowledge  that  can  be  had  from  the 
examination. 

I might  go  on  to  say  one  more  thing.  Dr. 
Seaman  mentioned  image  amplifiers,  and 
there  is  a place  for  image  amplification  in 
gastrointestinal  work.  It  is  possible  to 


obtain  improved  visualization  and  perhaps 
to  do  a better  examination  with  an  image 
amplifier.  But,  as  Dr.  Seaman  pointed 
out,  it  doesn’t  necessarily  reduce  the  radia- 
tion dose  to  the  patient.  As  a matter  of 
fact,  it  may  increase  it,  because  it  makes 
available  to  the  radiologist  other  methods  of 
examination  which  he  did  not  have  before. 
I am  thinking  particularly  of  cine  recording 
of  gastrointestinal  series  which  is  coming 
into  rather  common  use,  and  this  adds  dosage 
to  the  patient. 

I think  one  has  to  keep  going  back  con- 
stantly to  Dr.  Quastler’s  field  and  keep  one’s 
practice  in  this  fight.  New  instruments  may 
be  introduced,  such  as  the  image  amplifier, 
but  they  are  not  always  a blessing  unless 
one  keeps  in  mind  the  fundamentals  in- 
volved. 

Dr.  Simon:  Thank  you.  Dr.  Seaman, 

would  you  like  to  add  to  that? 

Dr.  Seaman:  I just  have  to  defend  cine- 

radiography. I would  just  like  to  say  that, 
since  we  have  been  using  cine  routinely  for 
the  examination  of  the  gastrointestinal  tract, 
our  total  radiation  dosage  is  about  one 
third  of  our  previous  conventional  examina- 
tion. 

Dr.  Roach:  This,  of  course,  depends 

on  the  way  the  examination  is  performed, 
and  I would  expect  in  Dr.  Seaman’s  hands, 
it  probably  would  be  done  very  well.  I am 
afraid,  however,  that  these  gadgets  are  for 
sale,  and  anybody  that  wants  to  have  one 
can  have  one  if  he  has  enough  money  to 
have  it.  Everybody  knows  that  x-ray 
equipment  in  a doctor’s  office  is  quite  a nice 
thing  from  the  point  of  view  of  stimulating 
business,  and  I do  not  think  many  doctors 
have  ever  worried  too  much  about  paying  for 
their  x-ray  equipment.  I think  the  same 
prevails  with  image  amplifiers. 

I do  not  think  there  is  any  difference  be- 
tween an  x-ray  machine  and  a scalpel. 
People  who  do  not  know  how  to  do  surgery 
should  not  be  using  a scalpel.  People  who 
do  not  know  the  fundamentals  and  the 
proper  practice  of  conducting  an  examina- 
tion should  not  be  doing  that  examination, 
whether  it  be  with  an  image  amplifier,  with 
cine,  or  without. 

I am  sure  that  Dr.  Seaman  does  know  the 
proper  use  of  the  amplifier,  and  he  can  keep 
his  dosage  down  low,  but  I am  afraid  this  is 
perhaps  the  exception  rather  than  the  rule. 

Dr.  Simon:  Thank  you.  Maybe  Mr. 
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Blatz  would  like  to  add  to  this. 

Mr.  Blatz:  I would  like  to  say  some- 

thing that  I think  is  closely  related  to  what 
Dr.  Roach  just  said  and  is  a fact  not  gen- 
erally well  known.  According  to  our  reg- 
istration information  in  New  York  City,  85 
per  cent  of  the  x-ray  installations  are  outside 
of  hospitals  and  not  in  the  offices  of  radiol- 
ogists. In  other  words,  85  per  cent  of  the 
medical  x-ray  equipment  is  in  the  hands  of 
nonradiologists  and,  as  far  as  I can  learn, 
most  of  them  never  had  any  formal  training 
in  the  use  of  x-ray  equipment. 

Much  of  this  equipment  is  marginal 
equipment,  that  is,  relatively  inexpensive 
and  of  poor  quality.  When  the  question  of 
using  image  amplification  and  such  refine- 
ments comes  up,  I know  that  it  cannot  apply 
to  most  of  the  equipment  being  used,  at  least 
in  New  York  City.  I believe  this  is  true 
throughout  the  country.  At  present,  we 
know  very  little  about  the  amount  of  work 
being  done  with  marginal  equipment.  We 
believe  a large  percentage,  an  unknown  per- 
centage, of  the  examinations  are  being  made 
in  hospitals  and  in  radiologists’  offices,  but 
much  work  is  also  done  outside  of  them. 

Dr.  Warren:  If  one  extends  fairly 

logically  this  question  as  to  the  radiation 
of  women  who  might  be  pregnant,  it  also 
brings  up  a question  as  to  the  employment 
either  in  the  atomic  energy  industry  or  in 
offices  of  radiologists  or  others  using  x-ray 
equipment  of  women  of  childbearing  age. 
I wonder  if  Dr.  Dunham  would  care  to 
comment  on  that. 

Dr.  Dunham:  I will  try.  Again  we 

get  into  a situation  in  which  it  would  be  nice 
to  have  absolute  knowledge.  On  the  other 
hand,  I think  we  have  to  look  at  these  things 
from  a perfectly  practical,  rational  point  of 
view. 

Under  existing  practices,  I think  that  both 
within  the  nuclear  energy  industry  and  with- 
out it,  particularly  in  New  York  State  and 
New  York  City  where  things  are  watched 
very  carefully,  it  would  be  wrong  to  rule  a 
woman  in  the  childbearing  age  out  of  the 
privilege  of  working,  whether  for  pleasure 
or  simply  to  keep  the  family  going,  in  the 
general  presence  of  some  radioactivity. 

I would  like  Mr.  Blatz  to  comment  if 
I am  completely  off  base,  but  it  is  my  under- 
standing that  particularly  when  it  comes  to 
people  working  with  radioisotopes  in  hos- 
pitals, the  doses  accumulated  are  so  minute 


Over  a period  of  a year  that  I personally 
do  not  see  anything  to  warrant  changing  the 
work  rules. 

Mr.  Blatz:  Dr.  Dunham  is  quite  cor- 

rect. In  the  medical  use  of  radiation,  our 
experience  has  been  that  except  for  those 
few  people  who  prepare  radium  applicators 
and  those  few  who  take  bedside  films  and 
use  portable  x-ray  equipment,  if  they  follow 
the  rules  set  down,  which  are  relatively  sim- 
ple, the  dose  is  immeasurably  low.  Where 
we  have  film  badge  records  they  generally 
show  nothing,  if  the  rules  are  being  followed. 
And  so  there  is  really  no  need  for  special 
consideration  except  in  those  few  cases:  the 
use  of  mobile  bedside  equipment,  portable 
equipment,  and  preparation  of  radium 
applicators  or  similar  work  with  radio- 
isotopes. 

Dr.  Roach:  Just  one  little  interesting 

point,  I think,  in  connection  with  what  Mr. 
Blatz  was  just  saying.  I have  been  through 
the  period  of  diagnostic  radiology  when  the 
wearing  of  film  badges  was  not  required.  We 
started  our  own  system  voluntarily  some 
several  years  before  it  was  universally 
adopted.  One  of  the  things  that  turned  up 
first  which  was  of  great  interest  was  that 
we  discovered  two  or  three  out  of  our  dozen 
technicians  who  were  constantly  showing 
up  with  a little  radiation  on  their  badges. 
This  pointed  out  for  us  the  people  who  had 
bad  habits,  who  were  not  following  the 
rules,  as  Mr.  Blatz  mentions.  We  found 
very  quickly  when  we  learned  who  those 
people  were  that  in  no  time  at  all  with  a 
little  prodding  we  were  able  to  get  them  to 
the  point  where  they  had  begun  to  obey  the 
rules  and  stay  well  within  the  acceptable 
range. 

Dr.  Brucer:  All  of  you  people  are 

talking  about  the  actual  amount  of  radiation 
that  gets  to  the  patient,  the  amount  that 
actually  does  something.  I think  there  is 
another  point  that  has  to  be  considered. 
Physicians  who  have  to  live  with  the  public 
and  lawyers  who  write  the  rules  and  regula- 
tions must  consider  the  Workmen’s  Com- 
pensation Acts,  the  regulations,  the  always 
present  legal  potentialities  of  damage, 
whether  there  is  or  is  not  radiation  damage. 

After  all,  the  Atomic  Energy  Commission 
has  paid  out  large  amounts  of  money  to 
people  who  have  not  been  actually  hurt. 
I think  we  have  to  remember  this  legal 
complication  which  is  not  necessarily  related 
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to  radiation  except  in  terms  of  public  rela- 
tions. 

Dr.  Simon:  Thank  you. 

This  question  started  out  with  the  problem 
of  irradiating  the  ovaries  with  diagnostic 
radiation,  and  we  also  would  like  to  hear 
from  Dr.  Quastler  on  the  subject.  The 
question  asked  by  this  doctor  concerned  tak- 
ing a menstrual  history  on  a patient  who  is 
going  to  have  x-ray  exposure  to  the  ovaries. 

Dr.  Quastler:  One  certainly  will  not 

irradiate  the  ovaries  of  a woman  before  the 
menopause  unless  there  is  very  good  reason 
for  doing  so,  but  once  one  has  made  up  his 
mind  to  do  so,  then  the  menstrual  history 
does  not  contain  that  much  more  informa- 
tion in  making  the  decision. 

I am  quite  sure  the  important  thing  is  not 
to  avoid  the  x-ray  examination  but  to  make 
it  pay,  to  get  benefit  out  of  it.  Any  time 
you  do  an  x-ray  examination,  even  if  it  is  of 
the  paranasal  sinuses,  you’ll  cause  a certain 
amount  of  damage.  You  just  want  to  have 
the  benefit  greater  than  the  damage. 


Radioactive  iodine  for  hyperthyroidism 

Dr.  Simon:  A clinical  question  is  again 

asked.  What  age  groups  are  now  considered 
safe  to  receive  radioactive  iodine  for  the 
treatment  of  hyperthyroidism?  Studies 
have  been  done  on  this  in  numerous  places, 
but  Dr.  Brucer  could  perhaps  answer  this, 
having  started  such  a study  at  Oak  Ridge. 

Dr.  Brucer:  The  question  as  asked  was: 

What  age  groups  are  “considered”  safe? 
Now,  this  means:  What  do  many,  many 
physicians  using  radioactive  iodine  think? 
Usually  they  look  to  the  older-age  group. 
“Over  forty”  it  used  to  be;  then  it  came 
down  to  “over  thirty,”  because  that  is 
when  people  stopped  becoming  pregnant. 
Then  it  went  down  to  “over  eighteen,”  I 
think,  for  another  reason  (just  as  foolish). 
Most  physicians  consider  that  children 
should  not  be  given  radioactive  iodine. 

However,  if  you  change  the  question  and 
ask  at  what  age  group  should  you  treat 
patients  with  radioactive  iodine,  I would 
say  that  if  a physician  decides  that  the 
patient  should  be  treated  with  radioactive 
iodine  or  with  “oobgobic”  acid  (it  doesn’t 
matter)  the  patient  should  be  treated,  and 
I do  not  care  what  age  he  is.  I do  not  think 
patients  with  an  age  less  than  zero  or  over 


two  hundred  should  be  treated,  but  that  is 
about  the  limit. 

Dr.  Simon:  Thank  you,  Dr.  Brucer. 

You  not  only  change  the  answers,  you 
change  the  questions. 

Maybe  we  could  get  some  other  comment 
on  that  from  the  members  of  the  panel. 
Would  somebody  else  like  to  comment  on 
the  age  group  considered  safe;  this  doctor 
writes,  “to  receive  radioactive  iodine  for 
treatment  of  hyperthyroidism?” 

Mr.  Blatz:  I would  just  like  to  make 

one  small  comment  on  Dr.  Brucer’s  answer. 
I think  that  one  of  the  reasons  that  the  age 
group  was  reduced  from  time  to  time  is  be- 
cause of  improved  technics  and  the  fact  that 
we  have  to  use  very  much  less  iodine  now 
than  we  did  years  ago  when  the  technic  was 
first  developed. 

Dr.  Brucer:  What  do  you  mean,  we 

“have”  to  use?  The  Federal  law  states  that 
no  law  will  determine  the  amount  given  by  a 
physician  for  diagnostic  or  therapeutic 
purposes.  Therefore,  there  is  no  law  as  to 
what  you  shall  give  a patient. 

Mr.  Blatz:  No,  I was  not  talking  about 

a law.  It  involves  the  amount  generally 
considered  to  be  safe.  The  age  group  has 
been  broadened  considerably  because  there 
is  not  the  need  to  use  as  much  material  now 
as  there  was  years  ago. 

Dr.  Simon:  That  may  be  true  of  the 

diagnostic  use  of  radioactive  iodine.  The 
diagnostic  dose  for  hyperthyroidism  is  con- 
siderably less  with  the  new  instrumenta- 
tion, but  the  question  concerned  treatment, 
and  the  amount  of  I131  for  the  treatment  of 
hyperthyroidism  is  essentially  the  same 
now  as  it  was  years  ago. 

But  that  is  a very  important  point  that 
Mr.  Blatz  brings  up.  Because  of  the 
improvement  in  instrumentation,  we  are 
now  able  to  do  diagnostic  tests  for  hyper- 
thyroidism with  a very  much  lower  dose  of 
radiation. 

Dr.  Dunham:  Last  week,  in  Denver, 

Lushbaugh  described  radioiodine  studies 
using  a whole  body  counter.  He  was  com- 
plaining about  the  fact  that  when  he  got  up 
to  the  1 microcurie  to  10  microcurie  dose 
range,  he  could  not  measure  it,  because  this 
was  too  much  for  his  instruments. 

Mr.  Blatz:  As  a matter  of  fact,  there 

is  no  need  to  administer  the  iodine  now. 
You  get  it  with  your  milk  during  weapons 
tests. 
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Dr.  Simon:  Dr.  Brucer,  would  you  like 

to  comment? 

Dr.  Brucer:  I was  just  wondering  if 

this  was  an  argument  for  weapons  tests? 

Dr.  Simon  : We  have  a temporary  ban  on 

questions  about  weapon  testing. 


Chiropractic  use  of  x-ray 

Dr.  Simon:  A new  question:  Who  will  ex- 
amine and  check  on  chiropractic  use  of  x-ray? 
Before  proceeding  I would  like  to  familiarize 
the  audience  with  an  act  of  February  25, 
1963,  the  State  of  New  York,  passed  in  the 
Assembly.3  The  act  licenses  chiropractors. 
The  pertinent  portion  concerning  the  use  of 
x-rays  states: 

A license  to  practice  chiropractic  shall  not 
permit  the  holder  thereof  ...  to  use  radio- 
therapy, fluoroscopy,  or  any  form  of  ionizing 
radiation  except  x-ray,  which  may  be  used 
only  as  provided  in  this  subdivision. 

And  the  subdivision  states: 

Such  use  of  x-ray  shall  be  confined  to 
persons  over  the  age  of  18,  and  the  area  of 
such  x-ray  exposure  shall  not  extend  below 
the  level  of  the  top  of  the  first  lumbar 
vertebra. 

The  physician  who  submits  the  question 
asks:  Who  will  examine  and  check  on 
chiropractic  x-ray? 

Members  of  this  panel  have  been  in  the 
midst  of  this  problem  concerning  chiropractic 
and  the  bill  which  has  been  sponsored  by 
the  Governor  and  passed  by  the  Assembly. 
In  the  audience  I see  James  H.  Lade,  M.D., 
Director  of  the  Office  of  Medical  Defense  of 
the  State  of  New  York  Department  of 
Health.  No  one  is  more  expert  on  this 
subject.  Would  you  care  to  answer  the 
question? 

James  H.  Lade,  M.D.:  In  this  law,  it  is 

required  that  the  Commissioner  of  Health 
enact  rules  and  regulations  with  respect  to 
the  inspection  of  chiropractors,  and  the  rules 
and  regulations  under  discussion  are  no  more 
than  paraphrases  of  the  law. 

In  addition  to  the  requirements  that 
physicians  and  dentists  must  meet  with 
respect  to  coning  and  filtration,  and  that 
sort  of  thing,  the  regulations  specify  the 
manner  in  which  the  exposure  is  limited  to 
the  area  above  the  top  of  the  first  lumbar 
vertebra,  namely,  by  a lead -impregnated 


shield  or  apron;  coning  so  that  the  head  will 
not  be  exposed;  identification  of  the  patient 
on  the  x-ray  film,  including  age,  so 
that  inspections  can  verify  what  the  age 
of  the  patient  was;  logging  of  all  exposures; 
and  retention  of  films,  including  those  that 
were  unsatisfactory,  for  a period  of  two  or 
three  years — I forget  exactly  which. 

I think  that  covers  the  proposed  rules  and 
regulations  which  must  be  passed  on  by 
representatives  of  the  State  Medical  Society, 
the  chiropractors,  and  the  other  interested 
organizations. 

Dr.  Simon:  Thank  you  very  much,  Dr. 

Lade.  Dr.  Roach? 

Dr.  Roach:  I would  just  like  to  ask 

Dr.  Lade  one  question.  Who  is  going  to 
do  this  inspecting,  Dr.  Lade? 

Dr.  Lade:  This  will  be  done  by  en- 

gineers of  the  local  and  State  health  de- 
partments, the  same  people  who  visit 
dentists  and  physicians  and  examine  their 
equipment.  These  people  have  all  had 
training  in  instrumentation  and  will  do,  I 
think,  as  good  a job  as  can  be  done  on  the 
new  law  that  has  been  passed.  In  New 
York  City,  Mr.  Blatz  can  cover  his  pro- 
cedures better  than  I. 

Dr.  Simon:  Would  you  please  comment 

on  that,  Mr.  Blatz? 

Mr.  Blatz:  I was  just  going  to  ask  Dr. 

Lade  who  was  going  to  do  it  in  New  York 
City.  My  understanding  is  that  now  that 
chiropractors  are  to  be  licensed,  we  will  im- 
pose on  them  the  same  restrictions  as  are 
imposed  on  physicians  and  dentists,  as  far 
as  the  coning,  shielding,  and  so  forth  are 
concerned. 

It  is  also  my  understanding  that  the  Com- 
missioner of  Health  of  the  State  will  impose 
the  additional  restrictions  on  chiropractors, 
but  no  one  has  told  me  who  is  going  to  in- 
spect for  these  additional  restrictions.  I 
understand  that  the  State  has  indicated  it 
may  ask  us  to  act  as  its  agent  in  enforcing  the 
specific  chiropractor  rules. 

Speaker  from  the  floor:  The  ques- 
tion was:  Who  is  going  to  give  the  chiro- 

practors their  examination  in  radiology? 

Dr.  Simon:  Thank  you.  The  law  states, 

“the  State  Board  of  Chiropractor  Ex- 
aminers.” 

Within  six  months  after  this  article  takes 

effect,  the  Regents,  shall,  upon  the  recom- 
mendation of  the  Commissioner,  appoint  a 

Board  of  Chiropractic  Examiners,  consisting 
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of  the  following  seven  members,  four  of 
whom  shall  be  chiropractors;  one  of  whom 
shall  be  a duly  licensed  doctor  of  medicine, 
who  has  practiced  in  New  York  State  not 
less  than  ten  years;  one  of  whom  shall 
be  a duly  licensed  doctor  of  osteopathy,  who 
has  practiced  in  New  York  State  not  less 
than  ten  years;  and  one  of  whom  shall  be 
an  educator  in  one  of  the  basic  subjects  who 
holds  a doctorate  or  equivalent  degree  in 
such  subjects. 

Then,  in  summary,  it  is  seven:  four 
chiropractors,  one  physician,  one  osteo- 
pathic physician,  and  one  educator. 

Speaker  from  the  floor:  There  won’t 

be  any  radiologist  there? 

Dr.  Simon:  It  does  not  exclude  a 

radiologist,  but  it  does  not  provide  specifi- 
cally for  one.  Would  you  like  to  comment 
on  that,  Dr.  Lade? 

Dr.  Lade:  I don’t  know  any  more  than 

you  have  said. 

Dr.  Roach:  I want  to  ask  a question. 

In  the  event  of  a difference  of  opinion  on 
this  Board,  does  a simple  majority  win? 
The  Board  elects  its  own  chairman  and 
there  is  a 4 to  3 situation  right  at  the 
beginning.  Except  for  pious  educational 
purposes,  to  all  intents  and  purposes,  it 
might  just  as  well  be  a board  of  chiroprac- 
tors. 

Dr.  Simon:  It  seems  so. 

Dr.  Brucer:  The  question  ought  to  be 

extended  and  made  much  broader.  This  is 
an  example,  not  the  first  by  any  means,  but 
it’s  one  of  the  examples  of  matters  in  which 
the  State  Legislature  begins  to  practice 
medicine.  State  Legislators  should  be  al- 
lowed to  practice  medicine,  provided  they 
have  a license  from  the  duly  appointed 
legislative  committee  that  has  been  set  up 
by  the  State  Legislators.  This  holds  not 
only  in  the  practice  of  medicine,  but  also  for 
the  practice  of  osteopathy,  or  the  practice  of 
chiropractic,  or  the  practice  of  witch  doctor- 
ing, if  you  have  one  of  these  boards  in 
New  York,  which  you  probably  do  have  or 
will  have  shortly. 

Leukemogenesis 

Dr.  Simon:  A number  of  questions  have 

arisen  concerning  leukemogenesis,  but  one 
of  the  most  provocative  is  a question  that 
brings  in  Dr.  Quastler  and  Dr.  Warren  in  a 
way  that  I think  ought  to  come  up  for  some 
discussion.  The  question  is:  Is  leukemia  a 


practical  threat  to  a patient  having  an  x-ray 
examination,  or  are  we  only  worrying  about 
genetic  damage? 

And  the  questioner  asks  too:  What  about 
somatic  damage  being  actual  genetic  dam- 
age? And  also:  What  about  the  concept  of 
threshold  of  radiation?  Dr.  Warren? 

Dr.  Warren:  I have  been  on  the  pan 

several  times  with  this  question,  so  perhaps 
I might  lead  off. 

Suppose  we  see  what  the  evidence  in  man 
is  as  to  leukemogenesis.  I think  it  is  im- 
portant that  we  talk  about  man  here,  be- 
cause there  is  so  much  variation  in  leukemia 
incidence  as  a result  of  radiation  between 
species.  It  is  very  easy  to  induce  leukemia 
in  certain  strains  of  mice,  harder  in  other 
strains  of  mice,  and  virtually  impossible  to 
induce  leukemia  in  larger  animals. 

There  is  a fair  natural  incidence  of 
leukemia  in  cattle  and  a very  low  incidence  of 
leukemia  in  cats  and  dogs,  but,  for  all  practical 
purposes,  we  should  restrict  ourselves  to  the 
special  animal  we  are  concerned  with  when  we 
are  talking  about  leukemogenesis,  and  that 
is  man. 

We  have  two  major  sources  of  information 
as  to  leukemogenesis  in  man.  One  is  the 
group  of  radiologists  themselves,  and  you 
will  recall  the  evidence  of  March4  and  others 
who  have  shown  that  the  older  radiologists 
had  up  to  ten  times  as  much  leukemia  as 
other  doctors  of  the  general  population  had. 
From  the  work  of  Braestrup5  here  in  New 
York  and  others,  it  is  estimated  that  a 
number  of  these  older  radiologists  must  have 
gotten  doses  that  ran  up  to  1,000  r or  there- 
abouts. 

It  is  of  interest  that  among  the  more  recent 
practitioners  of  radiology  there  is  a lessened 
incidence  of  leukemia,  and  I think  the  odds 
are  very  good  that  Dr.  Roach  and  Dr. 
Seaman  will  have  to  find  some  other  way  of 
exit  from  this  earth. 

The  second  large  source  of  human  data  is 
that  on  Hiroshima  and  Nagasaki,6  and  here 
the  evidence  is  quite  clear  that  those  who 
received  the  acute  dose — remember  this  is  an 
acute  dose  of  essentially  whole  body  radia- 
tion— that  those  who  were  within  1,000 
meters  of  the  hypocenter  and  consequently 
got  relatively  heavy  doses  (hundreds  of  r) 
developed  an  incidence  of  leukemia  almost  a 
thousandfold,  seven  or  eight  hundred  fold  as 
great  as  that  of  the  control  population,  and 
then  it  rapidly  drops  away.  And  so  for  those 
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more  than  3,000  meters  away,  there  is  no 
difference  in  incidence  of  leukemia  from  the 
general  population. 

A third  group  is  made  up  of  patients  who 
have  received  therapeutic  radiation,  usually 
partial  body  rather  than  whole  body  radiation, 
and  usually  repeated  doses  rather  than  a 
single  dose;  and  here  the  work  of  Court- 
Brown7  with  irradiated  spondylitic  patients 
in  England  has  shown  that  there  is  an  in- 
creased risk  of  leukemia  in  those  who  re- 
ceived aggregates  of  500  r or  more  to  the 
spine. 

At  present,  there  is  a study  by  McMahon 
with  the  cooperation  of  a number  of  clinics 
here  and  overseas,  studying  particularly  the 
recovered  patients  who  had  been  treated 
with  radiation  for  cancer  of  the  cervix. 
This  has  not  gone  long  enough  yet  to  tell 
what  the  results  may  be,  but  I think  one  can 
say  from  this  that  there  is  a slight  risk  to  the 
careless  radiologist  of  increased  leukemia. 
There  is  a possible  risk  to  the  patient  who  re- 
quires repeated  radiation  therapy  to  a major 
area,  but  such  patients  usually  have  a 
limited  life  span  in  any  case  and  will  not  live 
long  enough  to  develop  leukemia. 

There  is  an  appreciable  risk  possibly  to 
the  patient  who  has  to  have  very  large  num- 
bers of  x-ray  studies,  let  us  say,  a patient  with 
a persisting  peptic  ulcer  that  gets  into 
trouble  repeatedly,  but  these  instances  are 
so  few  as  not  to  be  of  very  real  over-all 
significance. 

Dr.  Simon:  Thank  you,  Dr.  Warren. 

Dr.  Quastler,  would  you  like  to  comment 
on  that  relationship? 

Dr.  Quastler:  I might  start  my  com- 

ment with  answering  the  last  part  of  it. 
Are  there  genetic  effects  on  somatic  cells? 
The  answer  is,  yes.  Certain  effects  which 
occur  in  somatic  cells  are  indistinguishable 
from  those  which  occur  in  gametes.  These 
changes  affect  the  progeny  of  the  irradiated 
individual,  and  certainly  some  forms  of 
leukemogenesis  belong  in  this  category.  As 
you  know,  there  are  chromosomal  anomalies 
associated  with  at  least  some  forms  of 
leukemia  which  look  very  much  like  the  kind 
of  chromosomal  anomaly  you  find  in  radiated 
material. 

This  gets  me,  I believe,  to  the  middle  part 
of  the  question:  Is  there  or  is  there  not  a 
threshold?  There  is  probably  more  than 
oneway  of  producing  leukemia  with  radiation, 
and  you  would  expect  from  all  that  is  known 


that  some  of  the  methods  involved  do  not 
have  a threshold,  which  means  that  a very 
small  dose  could  result  in  a very  small  in- 
crease in  leukemia  production. 

As  Dr.  Warren  has  just  told  you,  it  takes 
very  large  doses  indeed  to  produce  a meas- 
urable increase  in  leukemia  in  man.  Leu- 
kemia in  man  is  sufficiently  infrequent  that 
even  if  you  increase  it  by  a factor  of  100,  the 
total  risk  as  compared  with  other  risks  of 
mortality  still  is  not  very  large.  I would  say 
that  if  you  go  to  ordinary  diagnostic  radiation 
work,  the  risk  of  increasing  the  leukemia 
incidence  in  the  patient  examined  is  prob- 
ably quite  negligible. 

Dr.  Simon:  At  this  time  I would  like  to 

ask  Dr.  Brucer  to  answer  a question  about 
the  problem  of  leukemogenesis,  since  an 
allusion  was  made  to  the  prospective  study 
on  the  incidence  of  leukemia  in  carcinoma 
of  the  cervix.  In  1958  Dr.  Brucer  traipsed 
through  Europe  investigating  this  problem 
retrospectively  on  patients  who  had  been 
treated  for  carcinoma  of  the  cervix  with 
radium.8  Dr.  Brucer? 

Dr.  Brucer:  I want  to  throw  the 

question  right  back  to  you  because  you  also 
participated  in  the  study.  But  before  you 
do,  I want  to  answer  part  of  the  question. 

First  of  all,  the  question  is  particularly  on 
the  danger  of  leukemia  from  radiation,  and 
really  that  is  a part  of  a much  bigger  ques- 
tion. I find  it  difficult  to  take  these  parts 
of  questions  seriously.  You  have  to  con- 
sider everything.  This  question  brings  up 
the  story  of  G.  E.  Pfahler,  M.D.,  who  was  a 
very,  very  important  and  very  astute  physi- 
cian and  radiologist  who  died  a couple  of 
years  ago  from  leukemia.  Dr.  Pfahler  was 
one  of  the  first  to  start  using  radiation.  He 
probably  was  exposed  to  a fairly  large 
amount  of  radiation  since  he  used  it  so  early 
in  his  life. 

In  revising  Brown’s9  book  on  the  Ameri- 
can martyrs  to  the  roentgen  ray,  one  of  the 
questions  that  came  up  was:  Should  Dr. 
Pfahler  be  included?  Was  he  a martyr? 
He  certainly  contributed  a lot  to  radiation. 
He  was  an  American  citizen.  He  died  of 
leukemia.  Was  it  due  to  radiation?  At 
least  it  was  so  presumed. 

However,  remember  that  Dr.  Pfahler  was 
almost  ninety  years  old  when  he  died. 

Dr.  Simon:  That  work  which  Dr.  Brucer, 

Dr.  Hayes,  and  I did  was  preliminary  and 
interesting  because  it  started  out  reflecting 
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the  clinical  opinion  of  a radiotherapist  in 
England  who  thought  that  there  was  a 
connection  between  the  radiotherapy  of 
spondylitis  and  leukemia  because  he  saw  a 
couple  of  patients  in  the  Middlesex  Hos- 
pital who  had  leukemia  and  spondylitis  and 
who  had  received  radiotherapy. 

Dr.  Brucer’s  team  tried  to  investigate 
clinical  impressions  of  radiotherapists  on  the 
incidence  of  leukemia  in  survivors  of  cancer 
of  the  cervix.  There  were  70,000  patient 
years  at  risk.  ‘ They  found  that  the  incidence 
of  leukemia  in  the  survivors  of  cancer  of  the 
cervix  who  had  had  radium  treatment  to  be 
within  the  limits  of  what  we  call  normal. 
The  uncertainties  of  this  retrospective  study 
should  be  solved  in  the  new  prospective 
study  Dr.  Warren  has  mentioned.9 

Somebody  just  brought  up  a question 
which  stays  in  this  sphere  and  may  be 
answered  by  one  of  the  panel  members. 
How  do  you  explain  the  moderate  occur- 
rences of  various  types  of  leukemia  before 
the  use  of  x-ray  therapy?  Dr.  Warren, 
would  you  like  to  answer  that? 

Dr.  Warren:  We  have  always,  since 

we  have  examined  blood  smears,  known  that 
leukemia  exists.  I do  not  think  anyone 
would  claim  that  all  types  of  leukemia  are 
induced  by  radiation.  What  the  leukemo- 
genic  factors  may  ultimately  be  proved  to  be 
we  cannot  answer  at  the  present  time.  We 
know  that,  in  some  animals,  viruses  are  in- 
volved. This  has  not  yet  been  established 
in  man. 

I think  that  when  we  are  talking  about 
leukemogenesis  as  related  to  radiation,  we 
are  talking  about  an  increased  incidence 
above  the  normal  level  rather  than  the  over- 
all problem  here. 

The  interesting  thing  is  that,  statistically, 
leukemia  began  to  rise  very  rapidly  in  the 
early  1930’s.  If  this  had  been,  let  us  say, 
after  1945,  there  would  have  been  a nice 
correlation  with  radioactive  fallout,  but  this 
happened  at  a time  when  there  was  no  radio- 
active fallout. 

There  is  another  interesting  correlation. 
There  is  some  assumption  that  radioactive 
strontium  might  produce  osteogenic  sar- 
comas in  man.  It  is  rather  interesting  that 
there  has  been  a very  sharp  drop  in  the  in- 
cidence of  osteogenic  sarcoma  since  1945 
when  we  have  had  some  strontium-90 
around,  whereas  we  had  no  strontium-90 
previously. 


Dr.  Brucer:  I want  to  ask  Dr.  Warren 

another  question.  Dr.  Warren,  both  of 
your  parents  were  carrying  around  about  0.1 
microcurie  of  potassium-40  all  the  time, 
and  all  four  of  your  grandparents  were  carry- 
ing around  about  0.1  microcurie.  This  was 
before  strontium-90.  Even  each  of  your 
great-grandparents  was  carrying  around 
about  0.1  microcurie  of  potassium-40.  Was 
this  causing  leukemia? 

Dr.  Warren:  I think  that  this  is  a 

question  that  probably  would  require  Dr. 
Brucer’s  illustrations  to  answer.  I think 
that  the  only  thing  that  we  can  say  here  is 
that  as  long  as  there  is  no  way  of  ridding 
man  of  radiation  completely  and  as  long  as 
leukemia  occurs  in  man,  the  possibility  of  a 
relationship  has  to  be  admitted. 

Dr.  Simon:  Has  there  been  study  of  the 

genetic  changes  in  the  descendants  of  pioneer 
radiologists  who  were  so  overexposed;  and 
what  is  the  result  of  these  studies?  Dr. 
Warren,  would  you  like  to  comment  on  this? 

Dr.  Warren:  I could  make  one  brief 

comment,  but  I think  perhaps  it  lies  more  in 
Dr.  Quastler’s  field.  There  have  been  such 
studies  made.  They  are  not  exhaustive, 
and  I think  we  would  hesitate  to  put  much 
stress  on  them.  My  memory  is  that  in  one 
such  study  in  the  case  of  children  of  radi- 
ologists, there  was  a finding  of  6.2  per  cent 
deviations  from  normal,  counting  all  sorts 
of  minor  deviations.  I believe  it  was  4.8  in 
the  general  control  population.  Probably 
Dr.  Quastler  can  check  me  on  that. 

Dr.  Simon:  Dr.  Quastler? 

Dr.  Quastler:  You  wouldn’t  expect  to 

see  many  changes  in  the  children  of  people 
directly  exposed  to  radiation.  Briefly,  it 
can  be  illustrated  by  what  you  do  in  animal 
experiments  to  locate  changes.  You  ir- 
radiate a mouse  or  fruit  fly,  whatever  it  is. 
You  take  the  progenate.  You  incubate  the 
progenate  for  one  or  two  generations,  or 
you  cross  them  with  carefully  selected  males 
or  females.  This  is  not  the  kind  of  breeding 
that  goes  on  in  the  human  population. 
Under  experimental  conditions  with  animals, 
you  can  count  on  seeing  most  of  the  genetic 
effects  in  two  or  three  generations,  not  any 
earlier.  Even  experimentally  you  will  find 
only  a very  small  fraction  of  deviations  in 
the  first  generation. 

Therefore,  you  wouldn’t  expect  to  find 
any  large  number  of  anomalies  in  the  children 
and  grandchildren  of  people  directly  exposed, 
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professionally  or  therapeutically,  but  this 
does  not  prove  that  no  changes  have 
occurred. 

Unusual  weather  conditions 

Dr.  Simon:  Thank  you.  One  final  ques- 

tion was  asked,  and  it  is:  Could  some  un- 
usual weather  conditions  dump  a high  level 
of  contamination  from  the  troposphere  on 
us  without  warning?  This  is  a question  that 
probably  Dr.  Dunham  and  Dr.  Harley  might 
like  to  answer. 

Dr.  Dunham:  I will  take  it  first  and  then 

pass  it  to  Dr.  Harley.  If  the  weather  condi- 
tions were  sufficiently  unusual,  I am  sure  it 
could  be  without  warning. 

Dr.  Simon:  What  about  the  amount  of 

contamination?  That  is  part  of  it. 

Dr.  Dunham:  That  depends  on  how 

much  is  floating  around  in  the  atmosphere 
at  any  given  time.  I think  that  this  State 
well  recalls  an  interesting  situation  a few 
years  back  in  the  vicinity  of  Troy,  New 
York,  following  some  activities  out  in 
Nevada.  There  were  some  rather  unusual 
weather  conditions,  and  something  that 
was  supposed  to  go  one  way  came  up  north 
instead  of  going  out  over  the  Atlantic.  It 
got  incorporated  into  a thunder  shower  and 
was  dumped. 

Dr.  Harley:  I think  that  Dr.  Dunham 

really  pointed  out  the  requirements.  You 


need  two  things.  First,  you  need  the  un- 
usual concentrations  of  radioactivity  in  the 
atmosphere,  and,  second,  you  need  the  un- 
usual weather  conditions.  If  you  get  these 
two  things  in  coincidence,  you  can  have  an 
unusual  amount  of  radioactivity  dropped  to 
the  ground. 

Dr.  Simon:  On  completion  of  this  pro- 

gram, the  Subcommittee  on  the  Health 
Aspects  of  Ionizing  Radiation  of  the  Medical 
Society  of  the  State  of  New  York  feels  pride 
in  thanking  this  panel  for  its  participation 
and  in  thanking  Dr.  Greenough  for  giving  us 
the  opportunity  to  have  these  authorities 
here. 
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\A/ithin  the  past  twenty-seven  years  we 
have  learned  to  prevent  and  cure  many  in- 
fections that  would  have  meant  death  or 
prolonged  disability  in  1935.  From  1936  to 
about  1950,  the  sulfonamides  and  the  first 
antibiotics  transformed,  wholly  to  the 
patient’s  advantage,  the  management  of 
many  infectious  diseases.  To  those  of  us 
who  managed  patients  with  infectious  dis- 
eases before  1936,  here  was  a supply  of 
miracles  to  turn  the  head.  Infection  was  on 
the  run.  We  could  close  most  of  the  fever 
hospitals.  Who  would  need  septic  wards  in 
hospitals  any  more?  As  for  troublesome 
aseptic  rituals — thank  goodness  these  could 
be  relaxed. 

Only  one  thought  troubled  the  initiated; 
the  indiscriminate  use  of  these  valuable 
drugs  might  lead  to  the  emergence  of  re- 
sistant strains  of  bacteria. 1 What  went 
wrong?  These  brilliant  results  were  won 
without  equivalent  advances  in  our  knowl- 
edge of  the  complex  relations  between  host, 
parasite,  and  drug.  Hence,  none  of  us  knew 
quite  enough  to  avert  the  inevitable  disil- 
lusionment that  descended  and  has  lain 
heavily  on  us  since  the  early  1950’s,  namely, 
an  increasing  number  of  drug-resistant 
microorganisms  as  well  as  an  increasing 
incidence  of  undesirable  side-effects  from  the 
antimicrobial  drugs.2  This  has  been  fol- 
lowed by  attempts  to  solve  this  problem  by 
the  discovery  and  introduction  of  more  new 
drugs.  As  a result,  new  agents  have  ap- 
peared so  fast  that  it  has  been  difficult  for 
the  practicing  physician  to  keep  abreast  of 
developments  and  avoid  confusion.  How- 

Presented  at  the  Tompkins  County  Medical  Society 
Ithaca,  New  York,  March  4,  1963. 


ever,  there  is  still  no  specific  drug  for  the 
control  of  a number  of  microorganisms, 
which  gives  rise  to  the  anomalous  situation 
that  those  in  medical  practice  already  are 
confronted  with  more  drugs  than  they  feel 
they  can  fully  manage  but  still  desire  other 
specific  drugs  for  those  yet  unconquered 
microorganisms.  The  solution  to  this  situa- 
tion probably  will  be  partially  solved  by  the 
recent  ruling  regarding  the  introduction  of 
new  drugs  by  the  Food  and  Drug  Administra- 
tion in  that  fewer  and  possibly  better  drugs 
will  be  available  in  the  future. 

However,  new  antimicrobial  agents  at 
best  may  combat  this  problem  only  tem- 
porarily. The  most  reasonable  solution  to 
this  problem  in  the  immediate  future  ap- 
pears to  be  one  of  extending,  consolidating, 
and  applying  knowledge  previously  acquired 
concerning  the  host’s  resistance  and  the  pro- 
found changes  induced  in  the  host  by  these 
drugs.  A start  in  the  right  direction  would 
be  a consideration  of  certain  factors  con- 
cerned with  the  unsuccessful  use  of  the 
antimicrobial  agents  in  the  control  of 
infectious  disease. 

Diagnostic  errors 

Probably  the  most  common  reason  for 
unsuccessful  treatment  with  the  antimicro- 
bial agents  is  an  error  in  diagnosis,  in  that 
drugs  with  specific  therapeutic  action  require 
a specific  and  accurate  diagnosis.  This  may 
lead  to  employing  the  wrong  drug  or  the 
treatment  of  a condition  not  influenced  by 
antimicrobial  therapy,  such  as  viral  in- 
fections or  fever  due  to  neoplasms,  hemato- 
mas, blood  dyscrasias,  the  postoperative 
state,  and  so  forth. 

Indeed,  the  dramatic  early  results  of 
antimicrobial  therapy  were  not  matters  of 
chance.  When  new  drugs  were  scarce,  each 
case  was  chosen  with  care,  and  treatment 
was  accurately  controlled.  Before  a drug  was 
administered,  the  physician  first  convinced 
himself  that  the  patient  was  suffering  with  a 
microbial  infection;  and  before  selecting  a 
specific  drug,  the  physician  formulated  a 
special  etiologic  diagnosis  on  clinical 
grounds  and  obtained  suitable  specimens 
from  the  patient  to  support  his  clinical 
impression  by  laboratory  findings.  Clinical 
acumen  and  careful  laboratory  studies  made 
the  miracles  possible  and  were  necessary  to 
keep  the  miracles  going.  These  were 
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important  reasons  why  failures  were  few, 
and  we  shall  not  avoid  disillusionment  un- 
less a wider  understanding  of  these  factors 
ends  some  of  the  grosser  blunders  that  are 
now  being  perpetuated  far  too  widely. 

Unfortunately,  since  the  advent  of  the 
newer  antimicrobial  agents,  a new  generation 
of  physicians  has  grown  up  who  are  not 
familiar  with  the  symptoms  and  signs  of 
infectious  disease  uninfluenced  by  these 
drugs  and  hence  do  not  know  the  natural 
history  of  these  diseases.  As  a consequence, 
less  time  is  spent  on  obtaining  a detailed 
history  for  epidemiologic  and  personal  data, 
and  often  important  physical  findings  are 
overlooked  because  of  skimpy  physical 
examinations.3 

Likewise,  too  much  emphasis  is  often  given 
to  laboratory  reports.  Certainly,  blind 
adherence  to  any  laboratory  test  cannot 
substitute  for  clinical  judgment.  However, 
the  recovery  of  specific  microorganisms  may 
confirm  the  clinical  probability  and  rein- 
force the  drug  of  choice.  If  the  specimen 
was  obtained  from  a site  normally  devoid  of 
bacterial  flora  and  not  exposed  to  the 
external  environment,  such  as  the  blood  and 
cerebrospinal,  pleural,  and  joint  fluids,  the 
recovery  of  a microorganism  carries  much 
weight,  even  if  it  disagrees  with  the  initial 
clinical  impression.  In  such  instances  it  is 
often  necessary  to  make  a change  in  the 
initial  antimicrobial  therapy.  However, 
the  isolation  of  unexpected  microorganisms 
from  the  respiratory  tract,  intestines,  or  skin 
must  be  evaluated  critically  before  making  a 
change  in  drugs. 

Likewise,  reliance  on  sensitivity  tests 
is  greatly  overemphasized,  although  in 
certain  instances  such  tests  are  an  invaluable 
aid.  Staphylococcus  aureus  or  another 
microorganism  isolated  from  a patient  with 
bacteremia  or  from  one  with  chronic 
bacteriuria  may  vary  widely  in  its  sus- 
ceptibility to  these  drugs  and  should  be 
routinely  tested.  On  the  other  hand,  it  is 
often  possible  to  predict  the  sensitivity  on 
the  basis  of  species  identification,  coupled 
with  the  clinical  picture  and  epidemiologic 
setting  in  which  the  infection  occurs.  In 
general,  it  is  wise  to  consider  the  results  of 
sensitivity  tests  as  determined  routinely  in 
most  laboratories  solely  as  quantitative 
guides  to  distinguish  the  susceptible  from 
the  nonsusceptible  organisms  and  to  select 
the  antimicrobial  drug  to  be  used  on  the 


an  increasing  number  of  drug-resistant 
microorganisms  and  an  increasing  incidence 
of  undesirable  side-effects  from  the  antimicro- 
bial drugs  has  led  to  the  introduction  of  more 
and  more  new  drugs.  The  most  reasonable 
solution,  however,  would  be  to  concentrate 
on  the  host,  his  protective  mechanisms,  and 
his  environment,  rather  than  on  the  parasite. 
Causes  of  unsuccessful  therapy  include 
diagnostic  errors,  substitution  of  antimicrobial 
agents  for  indicated  surgical  procedures, 
poor  host  defenses,  drug-resistant  micro- 
organisms, untoward  drug  reactions,  insuffi- 
cient dosage,  and  delay  in  starting  treatment. 


basis  of  location  of  infection  in  relation  to  drug 
pharmacology  and  the  state  of  the  patient. 

Replacing  surgery 

Another  common  cause  of  therapeutic 
failure  is  the  substitution  of  antimicrobial 
agents  for  indicated  surgical  procedures. 
No  doubt  many  potential  or  established  foci 
of  infection  may  or  can  be  eradicated  suc- 
cessfully by  the  use  of  antimicrobial  agents 
alone.  However,  at  times,  in  spite  of  rather 
large  doses  of  and  prolonged  treatment 
with  the  appropriate  antimicrobial  agent, 
the  focus  may  never  be  healed  completely. 
Hence,  when  the  infection  is  in  an  area  such 
as  a walled-off  abscess,  it  frequently  can  be 
treated  best  by  surgical  means  together  with 
the  proper  antimicrobial  agents.  Many  a 
pocket  of  pus  will  remain  resistant  to  the 
proper  drug  until  adequate  drainage  has  been 
established.  Likewise,  infection  seldom  is 
eliminated  if  there  is  an  obstructive  or  other 
defect  in  the  urinary,  intestinal,  or  re- 
spiratory tract.  Hence,  it  is  well  recognized 
that  complete  recovery  from  such  infections 
is  not  to  be  expected  until  appropriate 
measures  have  been  taken  to  remove  all 
pathologic  lesions  or  to  remedy  any  condi- 
tion which  interferes  with  free  drainage. 

Poor  host  defenses 

At  times,  therapeutic  failure  results  be- 
cause of  the  host’s  inability  to  mobilize  his 
defenses  sufficiently  to  overcome  the  in- 
fection. Unfortunately,  the  treatment  of 
infections  has  been  directed  primarily  at 
the  specific  causative  agents,  with  the  result 
that  we  often  neglect  to  consider  other  factors 
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which  are  concerned  with  the  cause  and 
control  of  infectious  diseases.  For  patients 
debilitated  by  age;  by  suffering  with  con- 
ditions which  predispose  to  or  enhance  in- 
fectious processes,  such  as  diabetes  mellitus, 
thyroid  dysfunction,  malnutrition,  or  in- 
sufficient gamma  globulin;  or  by  therapy 
with  corticosteroids  or  roentgen  irradiation, 
the  enhancement  of  natural  resistance  in 
many  instances  is  of  equal  or  greater  im- 
portance than  antimicrobial  therapy. 

Drug-resistant  microorganisms 

As  mentioned  previously,  the  increase  in 
drug-resistant  organisms  has  become  a 
serious  problem.  Naturally  resistant  forms 
of  bacteria,  the  emergence  of  resistant 
mutants,  and  cross  contamination  are  all 
important  factors.  This  problem  is  greatest 
in  chronic  infections  of  the  respiratory  and 
urinary  tracts  since  these  are  usually  mixed 
infections  and  are  perpetuated  by  physio- 
logic and  anatomic  defects  in  the  host.  In 
such  instances  these  drugs  cannot  do  more 
than  provide  temporary  help  and  hence 
should  be  reserved  to  prepare  the  patient  for 
and  carry  him  through  the  period  necessary 
for  the  correction  of  a defect.  Thus  the  best 
way  to  prevent  the  emergence  of  resistant 
strains  is  by  the  rapid  termination  of  the 
infection  and  the  optimum  correction  of 
anatomic  defects.  The  use  of  agents  such  as 
streptomycin,  which  is  known  to  induce  the 
development  of  resistant  bacteria  rapidly, 
should  be  restricted  whenever  possible. 
With  the  exception  of  the  tuberculostatic 
drugs,  the  use  of  multiple  antimicrobial 
agents  has  proved  disappointing  in  pre- 
venting the  development  of  drug-resistant 
organisms.  Certainly,  laboratory  control  is 
mandatory  for  patients  with  severe  rapidly 
progressive  or  chronic  relapsing  infections, 
especially  those  caused  by  staphylococci, 
nonhemolytic  streptococci,  gram-negative 
bacilli,  and  myobacterial  organisms. 

Alteration  of  bacterial  flora 

Antimicrobial  therapy,  in  addition  to 
eliminating  the  causative  organisms  of  the 
infection,  may  produce  a profound  altera- 
tion in  the  composition  of  the  bacterial 
population  that  normally  inhabits  certain 
tissues  and  organs,  known  as  super  infection. 
The  mechanism  by  which  superinfection  oc- 


curs during  antimicrobial  therapy  is  not  clear. 
In  all  probability  the  mechanisms  concerned 
involve  alterations  in  both  the  host  and  the 
normal  bacterial  flora  that  follow  the  ad- 
ministration of  an  antibiotic.  Such  an 
opportune  combination  results  in  the  ap- 
pearance of  a complicated  infection  during 
the  course  of  the  disease  that  appears  to  be 
responding  favorably  to  antimicrobial 
therapy,  hence,  the  importance  of  bacterio- 
logic  studies  to  follow  the  changes  in 
bacterial  flora  in  various  regions  of  the  body 
in  patients  being  treated  for  infectious 
diseases  in  which  improvement  fails  to  occur 
or  in  which  regression  occurs  after  early 
improvement. 

For  the  most  part  these  microorganisms 
attack  the  same  organs  which  were  involved 
in  the  primary  disease,  but  as  a rule  these 
organisms  prove  difficult  to  treat  with  the 
presently  available  drugs.  Thus,  their  ap- 
pearance during  the  administration  of  an 
antimicrobic  agent  may  convert  a benign, 
self-limited  disease  into  a serious,  prolonged, 
or  even  fatal  one.  Superinfections  tend  to 
occur  in  extremes  of  life  and  in  patients 
debilitated  by  some  underlying  disease, 
such  as  leukemia  or  lymphoma. 

Although  super  infect  ion  may  accompany 
the  use  of  various  antibiotics,  it  appears  to 
occur  most  frequently  after  the  employment 
of  the  so-called  broad -spectrum  antibiotic 
agents.  For  example,  intestinal  staphylo- 
cocci are  either  actively  suppressed  or 
destroyed  by  such  organisms  as  Escherichia 
coli.  If  an  oral  antibiotic  whose  spectrum 
includes  the  coliform  bacillus  of  the  lower 
intestine  is  used,  the  flora  may  change  be- 
cause the  growth  of  these  organisms  is  sup- 
pressed, and  if  the  patient  happens  to  harbor 
a strain  of  staphylococci  which  is  resistant  to 
the  given  antibiotic,  the  patient  may 
develop  a staphylococcal  enterocolitis. 
Similarly,  it  is  known  that  some  coliform 
bacteria  produce  substances  which  suppress 
the  growth  of  salmonellae  and  which  con- 
sequently may  exert  a protective  role  for  the 
host  against  this  group  of  pathogens.  If  a 
patient  should  be  treated  with  an  antibiotic 
that  is  ineffective  against  the  salmonellae 
but  is  effective  against  the  antagonizing 
organisms,  it  is  conceivable  that  the 
intestinal  flora  may  be  so  altered  as  to  allow 
the  salmonellae  to  grow  luxuriantly  and 
produce  a severe  infection.  Indeed,  sal- 
monellae lurking  in  the  bowel  of  a carrier 
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have  been  reported  as  becoming  activated  as 
a result  of  the  prophylactic  use  of  certain 
antibiotics. 

Untoward  drug  reactions 

For  the  most  part  every  known  thera- 
peutic substance  can  produce  an  untoward 
reaction  in  man  if  the  exposure  is  adequate, 
thus  making  the  use  of  antimicrobic  agents 
by  man  a potential  hazard,  especially  in 
allergic  individuals.  It  is  true  that  many 
untoward  reactions  are  mild  and  do  not 
necessarily  interfere  with  treatment,  whereas 
others  are  more  severe  and  at  times  prove 
fatal,  thus  sometimes  making  the  control  of 
these  reactions  from  the  drugs  more  of  a 
problem  than  the  disease  itself.  Neverthe- 
less, the  more  serious  reactions  may  be 
avoided  or  minimized  by  a knowledge  of  the 
hazards  of  each  agent  and  by  using  the  more 
toxic  agent  only  when  a less  toxic  drug  is 
ineffective.  Short-term  therapy  with  proper 
amounts  of  drug  rarely  causes  harmful 
effects  of  actual  toxicity  or  allergic  reactions 
except  in  persons  who  are  allergic  or  have  an 
idiosyncrasy.  During  long-term  therapy  or 
if  large  doses  are  given,  careful  observation 
of  the  patient  is  necessary.  The  appearance 
of  dermal  eruptions,  edema,  purpura, 
jaundice,  hearing  loss,  and  abnormal  neural 
signs  or  symptoms  must  be  noted  im- 
mediately. In  addition,  a record  must  be 
kept  of  the  temperature,  the  number  of 
neutrophils,  eosinophils,  and  erythrocytes  in 
blood,  and  of  albuminuria,  hematuria,  or 
azotemia.  If  the  reactions  are  not  too 
severe,  treatment  can  sometimes  be  con- 
tinued with  the  aid  of  symptomatic  and 
antiallergic  remedies.  Obviously,  the  more 
serious  reactions  demand  discontinuance  of 
the  drug. 

Insufficient  dosage 

It  is  known  that  insufficient  doses  with 
the  antimicrobial  agents  may  allow  bacteria 
to  survive  treatment  and  cause  relapse  of 
the  infection.  All  too  frequently  in  the  rush 
of  a busy  practice  a fixed  dosage  of  a drug  is 
given  and  expected  to  accomplish,  almost 
automatically  and  without  any  variation,  an 
exact  result.  Not  surprisingly,  the  desired 
results  frequently  do  not  occur.  Hence, 
every  patient  should  be  considered  in- 
dividually, and  the  doses  of  drugs  must  be 


adjusted  for  the  particular  patient.  No  drug 
should  be  administered  routinely  or  in  a 
fixed  dosage  without  recognition  that  one 
may  be  giving  too  little  or  too  much  instead 
of  enough  to  accomplish  a definite  thera- 
peutic result. 

However,  it  is  to  be  remembered  that  the 
antimicrobial  agents  cannot  be  expected  to 
cure  infections  within  a few  hours.  Most 
susceptible  infections,  for  example  pneumo- 
coccal pneumonia,  seldom  respond  to  these 
drugs  in  less  than  twenty-four  to  forty- 
eight  hours,  salmonellae  septicemia  re- 
sponds in  from  four  to  six  days,  and  such 
diseases  as  brucellosis,  bacterial  endocarditis, 
and  tuberculosis  take  even  longer.  Not 
infrequently  the  apparent  failure  of  drug 
therapy  during  that  time  incites  appre- 
hension and  leads  to  an  unnecessary  in- 
crease in  dosage,  the  rapid  substitution  of  one 
drug  for  another,  or  the  use  of  combinations 
of  two  or  more  drugs.  Since  most  of  the 
more  serious  bacterial  infections  that  are 
susceptible  to  antimicrobial  therapy  will 
respond  to  a single  drug  when  it  is  properly 
used,  it  should  be  given  a reasonable  time  to 
exert  its  effect.  A single  bactericidal  agent 
is  preferable  to  a single  bacteriostatic  agent, 
and  a well-chosen  narrow-spectrum  drug  is 
more  desirable  than  a less  specific  broad - 
spectrum  drug.  The  use  of  two  or  more 
drugs  concomitantly  should  be  reserved  for 
cases  in  which  the  evidence  is  substantial 
that  combined  therapy  will  be  better 
than  either  agent  alone  (enterococcal  endo- 
carditis), for  delaying  the  emergence  of 
resistant  strains  (tuberculosis),  in  mixed 
infections,  and  in  an  acute  infection  when 
temporary  cover  is  necessary  while  awaiting 
laboratory  findings  or  when  the  etiologic 
agent  remains  obscure. 

In  general,  the  dosage  of  any  drug  is  based 
on  the  sensitivity  of  a susceptible  organism, 
the  severity  of  the  infection,  and  the  ab- 
sorption rate  of  the  drug.  Theoretically,  it 
is  essential  to  try  to  achieve  a bactericidal 
effect,  for  when  bacteria  are  killed  there 
cannot  be  a development  of  resistant  or- 
ganisms. Whereas  certain  drugs,  such  as 
penicillin  and  streptomycin,  in  adequate 
concentration  are  bactericidal  and  in  lower 
concentrations  are  bacteriostatic,  the  action 
of  others,  such  as  the  sulfonamides,  tetra- 
cyclines, erythromycin,  and  chloramphenicol, 
are  chiefly  bacteriostatic.  As  a consequence 
one  should  administer  the  latter  drugs  for  a 
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longer  period  of  time  after  defervescence 
than  the  former  drugs.  Also,  in  some  lesions, 
such  as  bacterial  endocarditis,  the  causal 
organisms  are  not  easily  reached  by  drugs 
and  are  not  subjected  to  the  natural  anti- 
bacterial mechanisms.  Hence,  in  these  in- 
fections success  depends  on  the  long-con- 
tinued administration  of  powerful  drugs  in 
sufficiently  high  doses  to  insure  that  all  the 
bacteria  will  be  reached  and  killed  by  the 
drugs  alone.  Unfortunately,  except  to 
verify  the  presence  of  the  drug,  the  value  of 
measuring  its  amount  in  the  blood  routinely 
is  questionable.  For  example,  in  regard  to 
the  sulfonamides,  there  is  little  or  no  correla- 
tion between  the  amount  present  and  anti- 
bacterial activity.4  Hence,  the  physician 
must  be  familiar  with  the  pharmacologic 
properties  of  the  drug  as  well  as  pay  strict 
attention  to  such  factors  as  vomiting,  diar- 
rhea, and  renal  function. 

Delay  in  starting  treatment 

Most  diseases  are  relatively  simple  to 
restrain  and  cure  in  their  early  stages  but 
become  increasingly  difficult  to  manage  with 
each  day  of  neglect  or  improper  treatment. 
However,  the  indiscriminate  use  of  antimicro- 
bial agents  in  patients  suffering  with  in- 
fectious diseases  not  only  may  destroy 
readily  available  bacteriologic  evidence  as 
to  the  nature  of  the  disease  but  also  may 
leave  the  physician  with  a patient  who  re- 
mains ill  in  spite  of  treatment.  Such  diseases 
as  bacterial  endocarditis  often  are  treated 
improperly  in  this  manner.  Likewise,  dis- 
eases such  as  mastoiditis,  meningitis,  osteo- 
myelitis, empyema,  and  abscess  may  be 
masked  by  such  therapy.  Hence,  early 
treatment  should  not  precede  or  exclude 
attempts  to  establish  an  early  and  accurate 
diagnosis.  In  addition,  diseases  such  as 
serious  staphylococcal  infections  often  re- 
quire a change  in  the  initial  drug  of  choice. 
Not  infrequently,  these  cases  are  treated 
initially  with  penicillin  G,  but  if  the  infection 
is  found  to  be  produced  by  a penicillin  G- 
resistant  strain,  it  is  necessary  to  make  an 
immediate  change  to  another  specific  anti- 
biotic, such  as  oxacillin,  methicillin,  or 
vancomycin.  Recently,  it  has  been  pro- 
posed that  penicillin  G be  given  in  combina- 
tion with  one  of  the  new  semisynthetic 
penicillinase-resistant  penicillins,  such  as 
oxacillin  or  methicillin,  as  the  initial  treat- 


ment of  choice  in  all  staphylococcic  infections 
until  the  results  of  sensitivity  tests  become 
available.  After  which,  the  appropriate 
type  of  penicillin  should  be  continued.5 

Summary 

The  period  from  1936  to  1962  has  evoked 
memories  of  the  golden  age  of  bacteriology 
between  1880  and  1900,  during  which  new 
discoveries  were  announced  every  few 
months  and  were  featured  in  the  popular 
press.  In  the  thirty  years  after  1900  prog- 
ress was  much  slower  and  much  less 
spectacular,  except  for  the  introduction  of 
salvarsan  in  1909,  but  the  period  was  one  of 
consolidation  during  which  a great  deal  of 
useful  tidying  and  fundamental  thinking  was 
done.  Patient  research  was  adding  to  our 
information  about  host-parasite  relations 
and  epidemiology  which  would  furnish  the 
means  whereby  we  would  steadily  increase 
our  control  over  bacterial  disease. 

Since  1936  there  has  been  a race  in 
antimicrobial  therapy  between  the  pro- 
duction of  new  agents  on  the  one  hand  and 
the  emergence  of  stubborn  microorganisms 
and  undesirable  side-reactions  on  the  other. 
Although  new  antimicrobial  agents  may 
temporarily  help  combat  this  problem,  the 
most  reasonable  solution  is  to  pay  more 
attention  to  the  host,  his  protective 
mechanisms,  and  his  environment,  rather 
than  to  continue  to  concentrate  on  the 
parasite.  The  recent  new  drug  regulations 
imposed  by  the  Food  and  Drug  Administra- 
tion will  undoubtedly  limit  the  number  of 
new  drugs  approved,  and  this  may  well 
prove  helpful,  in  that  it  will  give  us  a chance 
to  take  stock  of  our  situation  and  to  apply 
effectively  what  is  already  known.  In  this 
presentation  certain  factors  concerned  with 
the  unsuccessful  use  of  the  antimicrobial 
agents  in  infectious  diseases  have  been 
discussed. 

Lankenau  Medical  Science  Building, 
Philadelphia  51 
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Tetracycline  Fluorescence 
of  Some  Human  Tumors 


this  study  is  concerned  with  the  fluorescence 
of  several  human  tumors  and  of  surrounding 
normal  tissues  after  administration  of  tetra- 
cycline. In  primary  carcinomas  of  the  colon 
and  oral  cavity  the  compound  did  not  specifi- 
cally bind  to  tumor  tissue  but  also  attached 
itself  to  surrounding  noncancerous  tissue. 
In  primary  carcinoma  of  the  breast,  meta- 
static carcinoma  of  the  lung  in  the  kidney, 
and  carcinoma  of  the  colon  in  the  abdominal 
wall,  the  localization  was  practically  specific. 
In  1 case  of  cystic  disease  no  fluorescence  was 
seen. 
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Since  the  original  paper  by  Rail  et  al.,1 
several  authors  have  observed  that  tetra- 
cycline tends  to  localize  in  tumor  tissues. 2 ~6 
The  reason  for  this  affinity  is  not  yet  under- 
stood. It  is  our  purpose  to  record  our  ob- 
servations in  a study  of  the  fluorescence  of 
several  human  tumors  and  of  surrounding 
normal  tissues  after  administration  of  tetra- 
cycline. Aided  by  the  fluorescence  micro- 
scope, we  attempted  to  localize  this  fluo- 
rescence within  the  cell  and  to  observe 
whether  or  not  this  specific  localization 
helped  the  surgeon  to  localize  the  cancerous 
tissue  and  excise  it  completely. 

Material  and  methods 

In  this  experiment  the  patients  received 
doses  of  tetracycline  (Achromycin)  varying 
from  1 to  12  Gm.  in  individual  oral  doses  of 
250  mg.  every  six  or  eight  hours.  The  peak 
blood  level  with  these  dosages  varied  from 
2.5  to  10  micrograms  per  milliliter.7  Ad- 
ministration of  the  drug  was  discontinued  at 
least  twenty-four  hours  before  surgery 
except  in  1 patient,  who  received  the  drug 
until  a few  hours  prior  to  the  operation. 
Immediately  after  surgical  removal  the  tis- 
sue was  examined  with  an  ultraviolet  lamp 
(American  Optical  Company,  Hague 
cataract  lamp,  model  395).  The  light  was 
placed  15  to  40  cm.  from  the  specimen. 
Filter  paper  “imprints”  of  the  tumor  and 
surrounding  normal  tissues  were  made  and 
examined  with  ultraviolet  light,  since  this 
permitted  an  easier  way  to  detect  the  fluo- 
rescence (Fig.  1). 


Fluorescence  was  graded  from  1 plus  to 
4 plus.  Frozen  sections  and  smears  were 
examined  with  an  American  Optical  Com- 
pany microscope  with  attached  Fluorex 
LUX  ultraviolet  equipment.  One  or  both  of 
the  transmitting  ultraviolet  filters  were 
put  into  the  ray  path,  depending  on  the  in- 
tensity of  the  fluorescence.  To  study  the 
nature  of  the  fluorophore,8  fluorescent  por- 
tions of  the  tumor  were  homogenized  in  dis- 
tilled water,  and  the  homogenate  was 
dialyzed  in  cellulose  casing,  shaking  against 
0.1 -normal  hydrochloric  acid.  The  pH  of 
the  dialyzate  was  brought  above  7 by  the  ad- 
dition of  1 -normal  sodium  hydroxide. 

During  operation,  4 patients  with  malig- 
nant tumors  of  the  oral  cavity  were  ex- 
amined with  the  ultraviolet  light  to  see  if  the 
tetracycline  fluorescence  of  the  tumor  would 
help  the  surgeon  to  delimit  the  lesion,  allow- 
ing a better  surgical  procedure.  To  deter- 
mine qualitatively  the  presence  and  activity 
of  the  antibiotic,  small  fragments  of  the 
fluorescent  tumor  were  placed  in  a culture  of 
tetracycline-sensitive  Escherichia  coli,  to- 
gether with  control  disks  of  filter  paper  con- 
taining known  concentrations  of  the  drug. 
Untreated  tumors  were  studied  in  the  same 
manner  and  served  as  controls.  In  all,  7 
squamous  cell  carcinomas,  1 gastric  adeno- 
carcinoma, 4 carcinomas  of  the  breast,  4 
adenocarcinomas  of  the  colon  and  1 cystic 
tumor  of  the  breast  were  examined  in  this 
way. 

Results 

The  results  are  summarized  in  Table  I. 
Frozen  sections  and  imprint  fluorescence 
paralleled  the  gross  findings.  The  light 
yellow  fluorescence  was  localized  mainly  in 
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FIGURE  1.  Filter  paper  “imprint”  of  carcinoma 
of  breast  photographed  with  ultraviolet  light 
illumination.  Light  areas  correspond  to  yellow 
fluorescence.  Patient  had  4 Gm.  of  tetracycline 
followed  by  a twenty-four-hour  free  interval. 


the  cytoplasm  of  the  tumor  cells,  although 
occasionally  it  was  also  seen  in  normal  cells 
(Table  I).  It  is  of  interest  to  note  that  the 
fluorescence  of  the  tumor,  both  on  gross  and 
microscopic  examination,  was  not  uniform. 
The  paper  imprints  were  useful  to  show  the 
fluorescence  in  doubtful  cases.  After  fixa- 
tion and  staining  or  even  after  direct  staining 


of  the  frozen  section,  no  fluorescence  could  be 
determined. 

As  observed  by  previous  workers,8  in  most 
tumors  the  fluorophore  could  be  separated 
from  the  dialyzate,  when  the  pH  was  ad- 
justed above  7 with  sodium  hydroxide, 
as  a flocculent  precipitate  which  fluoresced 
bright  yellow.  No  fluorescence  was  noted 
in  the  white  or  gray -white  precipitate  from 
untreated  tumors.  Attempts  to  localize  the 
oral  tumors  at  surgery  by  varying  the  doses 
and  the  time  intervals  between  the  last  dose 
and  the  operation  were  unsuccessful,  since 
the  entire  oral  cavity  and  even  the  surgeon’s 
gloves  showed  a yellow  fluorescence.  Fresh 
untreated  tumors  varied  when  examined 
under  ultraviolet  light.  The  most  cellular 
had  a gray-blue-orange  appearance,  while 
those  rich  in  connective  tissue  appeared 
white-blue- violet.  Ulcerated  squamous  cell 
carcinoma  showed  red  fluorescence.  No  un- 
treated tumor  used  as  a control  showed  yel- 
low fluorescence. 

Comment 

It  has  been  observed  that  some  fluorescent 
compounds,  such  as  fluorescein,9-11  hemato- 
porphyrin,12-13  and  acridine  orange,14  in 


TABLE  I.  Tetracycline  fluorescence  in  human  tumors 


Total 
Dose  of 


Patient 

Number 

Age 

Sex 

Tetra- 

cycline 

(Gm., 

Oral) 

Drug- 

Free 

Interval 

(Hours) 

Diagnosis 

Fluorescent  Areas  (Gross 
and  Microscopic) 

Fluorescence  at  Surgery 

1 

44 

M 

10 

0 

Squamous  cell  carcinoma 
of  alveolar  ridge  of 
mandible 

Tumor,  tongue,  muscle,  and 
bone  had  bright  yellow 
fluorescence  (3  + ). 

At  surgery,  procedure  did 
not  help  surgeon  in  de- 
limiting new  growth. 

2* 

32 

M 

12 

48 

Squamous  cell  carcinoma 
of  the  floor  of  the 
mouth 

Tumor,  tongue,  and  muscle 
fluorescence  bright  yel- 
low. Intracytoplasmic 
fluorescence  of  tumor 
cells  and  normal  cells 
(2+  to  3+). 

Bright  yellow  fluorescence 
of  teeth  and  oral  cavity 
contaminated  surgeon’s 
gloves.  Tumor  could 
not  be  delimited  by 
fluorescence. 

3 

75 

F 

1 

60 

Squamous  cell  carcinoma 
of  right  gum 

Tumor,  tongue,  muscle,  and 
bone  had  spotted  yellow 
fluorescence  (2+). 

Teeth  and  oral  cavity 
fluoresced  light  yellow. 
Tumor  could  not  be  de- 
limited by  method. 

4 

62 

M 

1 

96 

Squamous  cell  carcinoma 
of  left  soft  palate 

Spotty  weak  light;  yellow 
fluorescence  of  tumor  and 
tongue  (2-+-). 

At  surgery,  procedure  did 
not  help  surgeon  in 
identifying  tumor. 

5 

52 

M 

3 

312 

Kidney  with  multiple 
metastases  from  squa- 
mous cell  carcinoma 
of  lung 

The  tumor  shows  spotty 
areas  of  light  yellow  fluo- 
rescence (1+  to  2+). 
No  fluorescence  is  seen  in 

Not  examined  at  surgery 

the  normal  renal  tissue 
and  perirenal  fat.  Weak 
yellow  fluorescence  of  fat 
can  be  easily  distin- 
guished from  fluorescence 
of  tumor  by  filter  paper 
imprints.  Frozen  sec- 
tions and  smears  from 
fluorescent  areas  show 
yellow  intracytoplasmic 
fluorescence. 

(i Continued ) 
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80 


2 


Not  examined  at  surgery 


7 77 


8 60 


9 64 


10  60 


11  45 


12  47 

Control  1 84 


Control  2 72 


Control  3 71 


Control  4 66 


Control  5 74 


M 


M 3 


F 2 


M 4 


F 4 


F 2 


F 1 

M None 


M None 


M None 


F None 


F None 


48  Glandular  carcinoma  of 
rectum 


48  Glandular  carcinoma  of 
rectum 


24  Glandular  carcinoma  of 
rectum,  recurrent  in 
abdominal  wall 


48  Glandular  carcinoma  of 
stomach 


24  Medullary  carcinoma  of 
right  mammary  gland; 
cystic  disease  of  mam- 
mary gland 


96  Comedo  carcinoma  of 
right  breast 


24  Cystic  disease  of  breast 

. . Squamous  cell  carcinoma 

of  penis,  ulcerated 


Squamous  cell  carcinoma 
of  floor  of  mouth 


Adenocarcinoma  of 
colon 


Glandular  carcinoma  of 
breast 


Glandular  carcinoma  of 
breast 


Tumor  fluoresced  bright 
yellow  (4-f );  normal  mu- 
cosa fluoresced  lighter  yel- 
low (3  + ) ; pectinate  line 
fluoresced  light  yellow 
(3  + );  anal  skin  did  not 
fluoresce. 

Tumor  fluoresced  bright 
yellow  (4  + ) ; normal  mu- 
cosa, yellow  fluorescence 
(3  + ) ; ^pectinate  line 
(4  + );  anal  skin  (3  + ). 
Bright  yellow  fluores- 
cence seen  in  cytoplasm, 
tumor  cells,  and  normal 
cells. 

Tumor  fluoresced  bright 
yellow  (3  + ) ; normal  tis- 
sues did  not  fluoresce; 
intracytoplasmic  fluores- 
cence of  smears  and  fro- 
zen sections  of  tumor  tis- 
sue. 

No  fluorescence  was  seen  in 
tumor  or  normal  tissue; 
smears  and  frozen  sec- 
tions were  negative  for 
fluorescence. 

Tumor  had  golden  yellow 
fluorescence  (34-).  Nor- 
mal tissues  were  negative. 
Imprints  and  frozen  sec- 
tion of  tumor  showed 
intracytoplasmic  fluores- 
cence. Cystic  disease 
fluoresced  as  normal 
breast  tissue  or  slightly 
darker. 

Tumor  showed  clear  yellow 
fluorescence;  normal  tis- 
sues did  not  fluoresce. 
Imprints  and  frozen  sec- 
tions showed  intracyto- 
plasmic fluorescence. 

Bluish- white;  no  yellow 
fluorescence. 

Bluish-violet  or  white  blue; 
no  characteristic  yellow 
fluorescence  in  imprints 
or  smears;  red  fluores- 
cence in  ulcerated  por- 
tion. 

Bluish  white;  no  charac- 
teristic yellow  fluores- 
cence in  imprints  or 
smears. 

Tumor  had  bluish-violet 
color;  mucosa  appeared 
much  lighter.  N o charac- 
teristic yellow  fluores- 
cence seen  in  frozen  sec- 
tions or  smears. 

Mammary  tissue,  white- 
blue;  connective  tissue, 
blue;  tumor,  violet.  No 
characteristic  yellow  fluo- 
rescence seen  in  smears  or 
frozen  sections. 

Mammary  tissue,  white- 
blue;  tumor,  dark  blue  to 
violet.  No  characteristic 
yellow  fluorescence  in 
smears  and  frozen  sec- 
tions. 


* Patient  was  a Negro.  All  other  patients  in  the  study  were  white. 


common  with  tetracycline,  have  an  affinity 
for  tumor  tissue.  When  ulcerated,  un- 
treated squamous  cell  carcinoma  of  the  skin 
shows  a characteristic  red  fluorescence.15 
The  spontaneous  fluorescence  of  carcinomas 
of  the  breast  was  studied  by  Herly,16  who 


described  a purple  hue  in  these  malignant 
tumors.  Other  tumors  have  not  been  sys- 
tematically studied. 

Neves  e Castro17  showed  that  the  primary 
fluorescence  of  tissue  is  altered  by  formalin. 
Fixed  tissues  and  hematoxylin-eosin  prepara- 
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tions  in  our  series  showed  changes  in  the 
spontaneous  fluorescence  and  disappearance 
of  the  induced  tetracycline  fluorescence. 
The  tetracycline  fluorescence  disappeared 
also  after  direct  staining  of  frozen  sections 
with  hematoxylin  and  eosin.  As  did  other 
investigators,8  we  found  that  the  fluorophore 
of  human  tumors  could  be  separated  from 
the  cells,  bound  to  tetracycline.  This  fluoro- 
phore, according  to  Loo,8  is  apparently  a 
peptide.  The  antibiotic,  thus  bound  to  cellu- 
lar components,  was  still  capable  of  pro- 
ducing inhibition  of  bacterial  growth  of 
tetracycline-sensitive  microorganisms. 

Gross  and  microscopic  studies  revealed 
that  the  localization  of  tetracycline  in  cer- 
tain regions  is  not  entirely  specific  for  malig- 
nant tumor.  In  the  carcinomas  of  the 
breast,  metastatic  carcinoma  of  the  lung  to 
the  kidney,  and  adenocarcinoma  of  the  colon 
recurring  in  the  abdominal  wall,  both  the 
gross  and  microscopic  localization  was  prac- 
tically specific,  and  in  the  case  of  the  kidney 
fluorescence  was  found  even  after  a thirteen- 
day  drug-free  interval.  In  1 case  of  cystic 
disease  of  the  breast  no  fluorescence  after 
administration  of  the  drug  was  shown.  In 
the  tumors  of  the  oral  cavity  and  large  in- 
testine, fluorescence  was  encountered 
throughout  the  specimen,  even  thirty-six 
hours  after  administration  of  the  drug.  The 
technic  in  these  cases  is  not  helpful  to  the 
surgeon  or  clinician  when  dealing  with  tumors 
in  these  areas. 

One  case  of  gastric  carcinoma  was  nega- 
tive for  fluorescence.  It  would  be  desirable, 
however,  to  increase  the  series  of  gastric 
carcinomas  since  recently  a technic  using 
tetracycline  has  been  described  for  the 
diagnosis  of  such  tumors. 18  Since  the  tetra- 
cycline was  administered  orally,  and  a large 
amount  of  the  drug  is  unabsorbed  and  ex- 
creted in  feces,19  in  our  series  the  route  of 
administration  could  account  for  the  lack  of 
specificity  in  the  colonic  tumors.  From  the 
use  of  the  fluorescence  microscope  it  appears 
that  the  antibiotic  localizes  mainly  within 
the  cytoplasm.  The  reason  for  this  more  or 
less  specific  binding  is  still  unknown. 

Summary 

1.  Our  experiments  with  tetracycline  have 
shown  that  this  compound  does  not  spe- 
cifically bind  to  tumor  tissue  but  also  at- 
taches itself  to  the  surrounding  noncancerous 


tissue  in  the  case  of  primary  carcinomas  of 
the  colon  and  oral  cavity.  The  route  of  ad- 
ministration, however,  could  account  for 
the  lack  of  specificity  in  the  colonic  tumors. 

2.  In  primary  carcinomas  of  breast, 
metastatic  carcinoma  of  the  lung  in  the 
kidney,  and  carcinoma  of  the  colon  in  the 
abdominal  wall,  the  localization  is  practically 
specific.  In  1 case  of  cystic  disease  no 
fluorescence  was  seen. 

3.  Tetracycline  is  apparently  bound  to  a 
peptide  and  can  be  separated  as  a complex 
with  the  fluorophore  without  losing  its  anti- 
biotic properties. 

4.  The  localization  of  the  drug  is  mainly 
in  the  cytoplasm. 
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A new  synthetic  oral  penicillin,  d-alpha- 
aminobenzyl  penicillin,  ampicillin  (Poly- 
cillin),  was  developed  recently  by  the  acyla- 
tion of  6-aminopenicillanic  acid  with  D-C 
alpha-aminophylacetic  acid.1  It  is  a color- 
less crystalline  solid  which  decomposes  at  ap- 
proximately 202  C.  and  is  stable  in  the  dry 
state  at  room  temperature.  Aqueous  solu- 
tions are  stable  for  twenty -four  hours  at 
room  temperature. 2 Ampicillin  is  acid- 
stable  and  is  well  absorbed  from  the  gastro- 
intestinal tract.  It  is  not  markedly  serum- 
bound.  This  antibiotic  is  reported  to  possess 
greater  in  vitro  activity  against  gram-nega- 
tive organisms  than  does  penicillin  G. 3-7 

The  efficacy  of  peroral  penicillin  in  the 
treatment  of  gonorrhea  has  been  attested  to 
by  many  investigators.  Because  of  the  re- 
ported in  vitro  activity  of  ampicillin  against 
gram-negative  organisms,  it  was  of  interest 
to  evaluate  this  antibiotic  in  gonorrheal  in- 
fections. 

This  paper  presents  our  results  with 

* This  investigation  was  supported  in  part  by  a grant  from 
the  Bristol  Laboratories,  Syracuse,  New  York,  and  the  com- 
pany furnished  the  antibiotic  used  in  the  study. 


A study  was  made  of  the  efficacy  of  ampicil- 
lin ( Polycillin ) in  124  male  patients  with 
acute  gonococcal  urethritis.  All  patients 
who  received  1 Gm.  or  more  of  ampicillin 
under  a multiple  dose  schedule  were  cured 
within  forty-eight  hours  after  the  start  of 
treatment.  There  were  no  side-effects,  al- 
though 4 patients  had  previous  allergic  reac- 
tions to  penicillin  injections. 


ampicillin  in  the  treatment  of  124  male  pa- 
tients with  acute  gonococcal  urethritis. 

'Materials  and  methods 

The  patients  in  this  study  were  from  the 
venereal  disease  clinic  of  Harlem  Hospital. 
The  diagnosis  of  gonorrhea  was  established 
by  conventional  laboratory  methods,  and 
the  patients  met  the  following  criteria  before 
being  accepted  for  study:  a purulent  ure- 
thral discharge;  a smear  showing  leukocytes 
with  intracellular  gram-negative  diplococci; 
a culture  of  the  discharge  positive  for 
Neisseria  gonorrhoeae;  and  no  previous 
treatment  for  the  current  infection.  The 
patients  were  considered  cured  if  the  post- 
treatment smear  and  culture  were  negative 
and  remained  negative  for  two  or  more 
cultures  taken  during  an  observation  period 
of  not  less  than  six  days. 

Ampicillin  was  available  in  250-mg.  cap- 
sules and  was  administered  orally  in  the  fol- 
lowing schedules: 

Schedule  1.  A total  of  four  capsules,  1 
Gm.,  in  a single  dose. 

Schedule  2.  A total  of  six  capsules,  1.5 
Gm.,  in  equally  divided  doses  of  two  cap- 
sules, three  times  in  one  day. 

Schedule  3.  A total  of  four  capsules,  1 
Gm.,  in  doses  of  one  capsule,  four  times  in 
one  day. 

Schedule  4.  A total  of  four  capsules,  1 
Gm.,  in  divided  doses  of  one  capsule,  two 
times  a day  for  two  days. 

In  Schedule  1,  the  entire  dose  was  taken 
by  the  patient  in  the  clinic  in  the  physician’s 
presence.  In  the  other  schedules  only  the 
first  dose  of  the  antibiotic  was  taken  in  the 
clinic,  and  enough  medication  was  dispensed 
to  the  patient  for  the  subsequent  doses  to 
be  taken  at  home.  All  patients  were  given 
placebos  on  their  post-treatment  observation 
visits,  since  we  found  in  previous  studies  that 
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TABLE  I.  Results  of  various  dosage  schedules  of  ampicillin  in  the  treatment  of  gonorrhea 


Number  of 

Number 

Patients 

of 

Adequately 

Number 

Number 

Type  of  Schedule 

Patients 

Followed 

Cured 

of  Failures 

Schedule  1:  single  dose;  1 Gm.,  total 
Schedule  2:  500  mg.  three  times  a day  for  one 

7 

7 

4 

3 

day;  1.5  Gm.,  total 

Schedule  3:  250  mg.  four  times  a day  for  one  day; 

35 

16 

16 

0 

1 Gm.,  total 

Schedule  4:  250  mg.  twice  a day  for  two  days; 

33 

20 

20 

0 

1 Gm.,  total 

49 

32* 

32* 

0 

Totals 

124 

75 

72 

3 

* Figures  include  3 patients  who  failed  to  respond  earlier  to  a single  dose  of  1 Gm.  of  ampicillin.  Re-treatment  on  the  divided 
dose  schedule  resulted  in  cures. 


such  a regimen  prolongs  abstinence  from  sex 
relations  following  treatment. 

We  thus  treated  124  patients,  of  whom  75 
were  adequately  followed  after  the  course 
of  medication. 

Bacteriologic  studies 

Eighteen  strains  of  N.  gonorrhoeae  were 
isolated  from  these  patients  and  subjected 
to  sensitivity  studies.  The  minimal  in- 
hibitory concentration  of  ampicillin  was  de- 
termined by  the  tube  dilution  method,  and 
the  zone  sizes  were  determined  by  the  disk 
method,  employing  a 2-microgram  disk. 
Four  strains  of  N.  gonorrhoeae  were  in- 
hibited by  0.05  micrograms  of  ampicillin 
per  milliliter,  and  the  corresponding  zone 
size  ranged  from  37  to  40  mm.  Three  strains 
were  inhibited  by  0.10  microgram  of  ampicil- 
lin per  milliliter,  with  the  zone  size  ranging 
from  26  to  37  mm.  In  eleven  strains  the 
minimal  inhibitory  concentration  was  0.20 
micro  grams  per  milliliter,  with  the  zone 
size  ranging  from  23  mm.  to  39  mm. 

Clinical  results 

The  therapeutic  response  of  patients  under 
the  various  dosage  schedules  is  summarized  in 
Table  I.  All  patients  with  gonorrhea  who 
received  1 Gm.  or  more  of  ampicillin  under 
the  multiple-dose  schedules  and  who  re- 
turned for  post-treatment  observations  were 
cured.  Smears  and  cultures  from  these  pa- 
tients were  negative  for  gonococci  on  the 
first  examination  forty-eight  hours  after  the 
start  of  treatment.  The  3 failures  listed 
were  patients  who  had  taken  1 Gm.  of 
ampicillin  as  a single  dose;  in  these  patients 
the  post-treatment  urethral  discharge  re- 


mained positive  for  gonococci.  Re-treat- 
ment  with  1 Gm.  of  the  antibiotic  under  the 
divided  dose  schedule  cured  all  3 of  these  pa- 
tients. 

Previous  allergic  manifestations  of  rashes 
and  edema  after  injections  of  penicillin  were 
reported  by  4 patients  in  this  series.  They 
demonstrated  no  untoward  reactions  to 
ampicillin,  and  none  of  the  124  patients  who 
received  the  antibiotic  during  this  investiga- 
tion reported  such  side-effects.  However, 
this  observation  in  no  way  implies  that 
ampicillin  is  nonallergenic  or  that  on  the 
basis  of  present  knowledge  of  its  clinical  per- 
formance it  should  be  employed  freely  in 
penicillin-sensitive  patients. 

Conclusion 

Ampicillin  in  dosages  of  1 Gm.  or  more  in 
divided  doses  is  an  excellent  drug  for  the 
treatment  of  gonorrhea.  Bacteriologic  sen- 
sitivity studies  on  clinical  isolates  of  N. 
gonorrhoeae  confirmed  the  inhibitory 
properties  of  the  antibiotic. 
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Samuel  C.  Bukantz,  M.D.:  I shall  be 

concerned  with  describing  my  attitude  to- 
ward the  care  of  the  intractable  asthmatic 
child  in  a residential  center  and  to  empha- 
size that  the  role  of  the  residential  center  is 
to  engage  in  the  study  of  the  asthmatic 
child  in  the  process  of  rendering  to  him  effec- 
tive medical  care. 

Five  years  ago  I was  privileged  to  take 
on  the  medical  and  research  directorship 
of  the  Jewish  National  Home  for  Asthmatic 
Children  and  the  Children’s  Asthma  Re- 
search Institute  and  Hospital  in  Denver, 
Colorado.  It  became  my  responsibility  to 
ascertain,  among  other  things,  what  was 
the  relationship  between  psychic  influences 
and  the  intractability  of  asthma.  In 
addition,  I set  out  to  continue  an  explora- 
tion of  immunologic,  biochemical,  physio- 
logic, and  pathologic  factors  that  might  affect 
this  syndrome.  The  five-year  period  was 
occupied  with  a persisting  effort  to  set  up 
some  appropriate  technics  to  facilitate  such 
studies.  Throughout  this  period  we  have 
endeavored  to  control  the  many  variables 
affecting  asthma  as  carefully  as  possible 
so  that,  for  example,  the  contributory 
role  of  any  single  selected  variable,  such  as 


psychic  influence,  could  be  correlated  most 
accurately  to  the  asthmatic  event. 

Method  and  materials 

The  first  fact  evident  to  our  group  was 
that  of  the  patients  who  came  to  Denver, 
roughly  one  third  became  better  promptly 
and  remained  well  for  the  period  of  from 
eighteen  to  twenty-four  months  of  their 
residence.  Another  one  third,  who  had  come 
to  Denver  while  on  adrenocorticosteroid 
therapy  as  the  only  means  by  which  their 
asthma  could  be  controlled,  continued  to 
require  corticosteroids  even  up  to  the  time 
they  returned  home  after  a period  of  resi- 
dence of  two  years  or  longer. 1 The  remain- 
ing approximately  one  third  was  somewhere 
between  these  two  populations.  We  have 
published  this  rough  classification  and  have 
designated  the  first,  Group  1,  rapidly  re- 
mitting (RR);  the  second,  Group  2,  appro- 
priately enough,  as  intermediate  (INT);2 
and  the  last,  Group  3,  as  steroid  dependent 
(SD). 

After  six  months  of  observation  at  the 
Children’s  Asthma  Research  Institute  and 
Hospital,  we  can  classify  our  children  as 
(1)  those  who  remained  well  for  the  six- 
month  period  and  (2)  those  who  continued 
to  need  steroid  drugs  for  control  of  asthma. 
With  longer  observation  this  classification 
continued  to  be  accurate.  Eighty-four  chil- 
dren who  had  been  in  residence  for  one 
year  and  had  been  so  classified  were  studied 
by  a variety  of  psychologic  tests  and  be- 
havior-rating data.3  No  significant  dif- 
ferences were  found  in  any  comparisons 
among  asthmatic  subgroups.  This  find- 
ing casts  considerable  doubt  on  the  useful- 
ness of  personality  profiles  as  a means  of 
discriminating  between  asthmatic  groups. 
It  is  the  present  feeling  of  our  Behavioral 
Science  Division  that  specialized  research 
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instruments  are  needed  to  test  specific 
relationships  between  various  classes  of 
stimuli  and  the  asthmatic  response. 

By  1961  of  some  305  children  admitted  for 
observation  and  study,  88  per  cent  had  pre- 
viously been  on  anti-inflammatory  steroid 
therapy,  and  50  per  cent  were  treated  by 
maintenance  steroids  at  the  time  of  their 
admission.  Only  12  per  cent  of  the  chil- 
dren admitted  to  the  Institute  had  not  re- 
ceived steroids  at  some  time  prior  to  their 
admission.  The  rate  of  discontinuance  of 
steroids  was  established  for  107  of  these 
patients.  Steroids  were  discontinued  in  24 
per  cent  in  the  first  month,  25  per  cent  in  the 
second  month,  and  an  additional  20  per  cent 
in  the  next  four  months,  leaving  25  to  30 
per  cent  that  could  not  discontinue  steroids 
after  six  months  of  observation.  Despite 
intensive  efforts  to  establish  diagnosis  of 
etiologic  factors  and  control  of  environment 
by  every  possible  means,  we  were  not  able 
to  solve  the  problems  of  some  25  or  30  per 
cent  of  the  children  to  the  extent  that  we 
could  discontinue  their  corticosteroids. 

Earlier  follow-up  studies  of  patients  dis- 
charged from  the  Children’s  Asthma  Re- 
search Institute  after  eighteen  to  twenty- 
four  months  of  observation  in  Denver  re- 
vealed that  the  eighteen-to-twenty-four- 
month  period  of  residence  was  optimal,  and 
that  longer  periods  of  residence  did  not 
occasion  any  greater  improvement  in  the 
child  after  his  return  home. 4 These  observa- 
tions were  based  on  an  eight-year  study  of 
150  children  who  had  not  been  otherwise 
subclassified.  The  observations  were  con- 
ducted during  the  period  before  steroid 
therapy  had  been  introduced  to  any  signifi- 
cant degree. 

The  staff  at  the  Children’s  Asthma  Re- 
search Institute  and  Hospital  is  currently 
completing  a follow-up  study  of  several 
hundred  patients  who  had  been  in  residence 
since  July,  1958.  Attempts  are  being  made 
to  correlate,  as  closely  as  possible,  such  rel- 
atively objective  measures  of  well-being  as 
absence  from  school,  frequency  of  hospital- 
ization, the  amount  of  medication  required, 
and  the  effect  of  continuing  hyposensitiza- 
tion therapy  to  the  classification  of  the 
child  which  was  made  during  his  residence. 
In  a pilot  study  of  22  patients  there  is  evi- 
dence that  the  children  in  each  of  the  sub- 
groups will  show  some  improvement,  par- 
ticularly in  their  capacity  to  return  to  school, 


and  it  did  not  make  any  difference  whether 
or  not  they  were  in  the  rapidly  remitting 
group  or  the  steroid-dependent  group. 

With  respect  to  their  requirements  for 
medication,  there  was  some  improvement 
in  the  steroid -dependent  children  but  not  as 
much  as  was  encountered  in  the  children 
who  were  rapidly  remitting.  In  all  instances 
there  was  some  improvement  after  the  chil- 
dren returned  home,  measured  by  a reduc- 
tion in  both  frequency  and  severity  of 
asthma,  as  reported  by  the  parents  and  the 
attending  physician.  Although  this  study 
represents  a very  small  population  of  pa- 
tients, it  serves  as  a useful  pilot  study  to 
permit  us  to  develop  technics  by  means  of 
which  we  can  make  more  valid  evaluation 
of  the  larger  population  under  study. 
When  families  were  examined  for  their  own 
perceptions  of  intrafamilial  tension,  it  was 
quite  evident  that  they  felt  considerably 
less  tense  about  the  problems  of  their  chil- 
dren following  the  return  home  than  they 
had  been  prior  to  admission  to  the  Chil- 
dren’s Asthma  Research  Institute  and  Hos- 
pital. 

Thus,  all  children,  their  families,  and  their 
interpersonal  relations  were,  in  all  instances, 
somewhat  improved  over  what  had  been 
experienced  prior  to  their  admission  to  the 
Institute.  Further,  there  was  an  appreci- 
able decrease  in  the  hospitalization  fre- 
quency in  this  pilot  group  during  the 
year  following  their  return  home  as  com- 
pared with  the  year  preceding  admission. 
The  mean  number  of  days  hospitalized 
also  had  been  reduced  from  twenty-nine 
to  two  and  one-half  days  respectively  for 
the  year  preceding  admission  and  the  year 
following  discharge.  Similar  improvements 
were  reflected  in  the  increased  range  of 
activity  and  the  decreased  amount  of  med- 
ication required  by  this  pilot  group  of  22 
children  following  their  return  home.  We 
also  examined  the  family  backgrounds  care- 
fully to  see  if  we  could,  by  such  analysis, 
uncover  variables  permitting  discrimination 
between  Group  1 (RR)  and  Group  3 (SD) 
children. 

Summary 

I would  like  to  summarize  the  picture  they 
present  with  respect  to  residential  study  of 
the  asthmatic  child  by  saying  that  up  un- 
til now  the  only  significant  correlations  we 


988  New  York  State  Journal  of  Medicine  / April  15,  1964 


have  been  able  to  find  have  been  be- 
tween an  authoritarian  attitude  on  the  part 
of  mothers  and  rapidly  remitting  children. 
We  are  able,  I think,  to  predict  reasonably 
well  which  children  will  be  rapidly  remitting 
on  evaluation  of  the  medical  history  before 
the  child  is  even  sent  to  Denver.  Comparing 
the  steroid -dependent  children  themselves, 
their  histories,  and  by  whatever  methods  of 
psychologic  study  we  have  been  able  to 
apply,  we  have  not  been  able  to  make  dis- 
criminations in  the  populations  of  these 
children  from  those  who  will  remit  rapidly 
when  they  come  to  Denver. 

I think  there  is  still  a good  deal  we  have 
to  learn  about  the  interrelationship  between 
psychic  influence  and  the  intractability  of 
asthma  in  the  severely  asthmatic  child. 
There  is  a great  deal  that  we  have  to  learn, 
particularly  about  the  biochemical  charac- 
teristics and  other  characteristics  of  the 
child  who  is  steroid-dependent  despite  all 
efforts  we  have  made,  by  immunologic  con- 
trol, to  decrease  his  hypersensitivity. 
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Armond  V.  Mascia,  M.D.:  We  are 

really  not  sure  why  our  children  get  well, 
but  I would  like  to  describe  to  you  our  clini- 
cal experiences  in  the  management  of  the 
asthmatic  child  in  a convalescent  setting. 
The  primary  aim  of  the  Children’s  Aid 
Society  in  the  past  has  been  to  give  general 
convalescent  care.  The  management  of 
the  asthmatic  child  has  been  an  extension 
of  this  program.  In  the  past  about  10  to 
15  per  cent  of  our  children  have  been  asth- 
matic patients. 

Since  1945,  1,500  asthmatic  children  have 
been  given  convalescent  care  for  variable 
periods  of  time.  These  asthmatic  children 
seem  to  have  improved  greatly,  and  in  the 
past  five  years  our  census  has  doubled. 
We  are  now  admitting  about  150  of  these 


asthmatic  patients  a year.  In  1957  we 
made  a preliminary  review  of  our  asthmatic 
children.  It  was  difficult  for  the  medical 
staff  to  believe  some  of  the  past  histories 
obtained  from  the  referring  agencies  when 
the  children  came  to  us,  since  they  did  so 
well.  Many  histories  noted  that  these 
children  wheezed  constantly  and  frequently 
appeared  at  the  emergency  rooms  of  hos- 
pitals for  epinephrine  (Adrenalin).  Dur- 
ing this  review,  we  noted  that  a high  per- 
centage of  these  asthmatic  patients  ceased 
to  wheeze  after  the  first  week  following  ad- 
mission. We,  therefore,  became  more  in- 
terested in  the  care  of  the  asthmatic  child. 
We  are  aware  of  the  results  of  the  Jewish 
National  Home  in  Denver  and  of  the  ideas 
of  M.  Murray  Peshkin,  M.D.,  and  Dr. 
Bukantz  on  the  management  of  the  asth- 
matic child.  To  us  these  ideas  have 
proved  sound.  It  has  become  more  obvious 
to  us  that  children  do  well  in  a convalescent 
setting. 

Children's  Aid  Society 

First,  I would  like  to  say  a few  words 
about  the  Children’s  Aid  Society  and  our 
facilities.  The  Children’s  Aid  Society  is  a 
thirty-year-old  organization  which  is  con- 
cerned with  multiple  services  to  children. 
Convalescent  care  is  one  of  its  major  pro- 
grams. The  motivating  force  in  the  estab- 
lishment of  convalescent  homes  was  the 
consideration  of  adequate  care  following  cer- 
tain illnesses  and  hospitalizations.  A year- 
round  program  for  children  and  adolescents, 
regardless  of  race,  color,  and  creed,  was 
established.  We  provide  care  for  multiple 
conditions  such  as  rheumatic  heart  disease, 
nephritis,  congenital  heart  disease,  di- 
abetes, post  infections,  and,  of  course, 
asthma.  There  are  two  convalescent  homes 
and  a camp  which  are  part  of  these  facili- 
ties. 

The  Elizabeth  Milbank  Anderson  Home  in 
Chappaqua,  New  York,  accommodates 
about  100  girls  between  the  ages  of  six  and 
eighteen  years  and  a group  of  toddlers  aged 
three  to  six  years  of  both  sexes.  The  Mil- 
bank  and  Martha  Home  in  Valhalla,  New 
York,  accommodates  80  boys  from  six  to 
eighteen  years  of  age.  The  Wagon  Road 
Camp  accommodates  80  children,  both  boys 
and  girls,  for  three  periods  of  three  weeks 
each  during  the  summer. 
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Both  the  Elizabeth  Milbank  Anderson 
Home  and  the  Milbank  and  Martha  Home 
are  in  a rural  setting  and  are  managed  by 
full-time  directors.  Emphasis  is  placed  on 
outdoor  activities,  and  the  house  mother 
system  is  used  in  each  dormitory.  The  med- 
ical staff  consists  of  three  pediatricians 
who  practice  in  a nearby  community 
and  six  graduate  nurses  who  are  employed 
for  the  convalescent  homes.  Admission 
to  the  homes  is  based  on  individual  need. 
We  try  to  meet  this  need,  and  referrals 
are  mainly  from  hospitals  in  New  York 
City,  with  some  private  referrals,  consisting 
of  a few  from  Westchester  County,  Division 
of  Family  and  Child  Welfare. 

Clinical  data 

We  would  like  to  present  some  clinical 
data,  confirming  our  impression  that  chil- 
dren with  asthma  improve  in  a convalescent 
setting.  The  children  are  mainly  from  low- 
income  groups  in  New  York  City.  At  the 
present  time  20  to  25  per  cent  of  asthmatic 
children  are  mixed  into  our  general  con- 
valescent program.  Of  the  asthmatic  chil- 
dren, there  are  approximately  equal  numbers 
of  white,  Negro,  and  Puerto  Rican.  The 
ratio  of  males  to  females  is  7 to  5.  Seventy 
per  cent  of  these  children  are  between  the 
ages  of  four  and  twelve  years.  The  length 
of  their  stay  has  been  from  three  to  six 
months,  and  recently  some  have  moved  up  to 
one  year.  The  asthma  varies  from  mild 
to  severe. 

Most  of  the  children  have  been  problems 
to  their  referring  agencies  and,  as  a result, 
have  been  sent  to  us.  I believe  that  our 
group  does  not  include  the  more  difficult 
problems  that  Dr.  Bukantz  has  presented. 
Only  about  50  per  cent  of  our  children  have 
been  skin  tested,  and  about  30  per  cent  were 
receiving  injection  treatment  at  the  time  of 
referral.  About  20  per  cent  were  given  ster- 
oids or  received  intermittent  steroid  ther- 
apy. Prior  to  admission  to  our  facilities, 
90  per  cent  of  these  asthmatic  children 
were  having  daily  to  weekly  attacks  of 
asthma.  After  one  week  at  our  convales- 
cent home,  70  per  cent  were  free  of  wheez- 
ing. Those  who  continued  to  have  some 
wheezing  had  less  intense  attacks.  Also, 
it  appeared  that  the  longer  we  kept  them, 
the  better  they  became,  and  the  percentage 
of  nonwheezers  rose  to  about  80  per  cent  ot 


those  children  who  remained  with  us  for 
six  months  or  more. 

The  children  receiving  steroids,  of  course, 
were  the  most  difficult  to  handle.  Follow- 
ing our  policy  of  weaning  them  from  the 
medication  as  soon  as  possible,  to  date  we 
have  weaned  the  great  majority  within 
several  months.  It  follows  that  those  who 
were  the  most  difficult  to  wean  were  those 
who  had  been  on  steroid  therapy  the  longest. 
Those  with  whom  we  were  unsuccessful 
were  sent  to  Dr.  Bukantz. 

Here  are  a few  typical  histories  which  I 
thought  might  interest  the  group. 

Case  reports 

Case  1.  A fourteen-and-one-half-year-old 
Puerto  Rican  girl  was  admitted  with  a history  of 
asthma  of  three-years  duration.  She  was 
treated  by  the  referring  hospital  for  two  years 
with  injection  therapy  to  molds,  dust,  and 
catarrhal  vaccine.  In  spite  of  treatment  and 
intermittent  steroids,  this  child  had  not  done 
well.  She  was  having  attacks  every  week  or 
two  and  often  needed  epinephrine  in  the  emer- 
gency room.  During  her  course  in  our  con- 
valescent home  no  treatment  was  necessary 
after  the  first  two  weeks.  She  remained  with 
us  for  a period  of  five  months  and  gained  24 1/2 
pounds. 

Case  2.  The  second  case  is  that  of  a thirteen- 
year-old  girl  who  was  admitted  with  a history  of 
recurrent  attacks  of  asthma  since  three  years  of 
age.  After  the  first  week  at  the  convalescent 
home,  the  child  had  only  several  mild  episodes  of 
wheezing.  No  evidence  of  wheezing  was  noted 
during  the  last  three  months  of  her  six-month 
stay.  She  gained  23  pounds. 

Case  3.  A seven-year-old  Puerto  Rican  boy 
was  admitted  with  a history  of  repeated  attacks 
of  severe  asthma.  He  was  treated  by  the 
referring  hospital  for  two  years  including  the  use 
of  prednisone.  At  the  convalescent  home  the 
child  had  no  attacks  after  the  first  week  except 
for  two  mild  attacks  on  two  visiting  days.  Dur- 
ing his  stay  he  gained  12  pounds  and  remained 
with  us  for  a period  of  six  months.  He  was  sent 
home,  and  two  months  later  he  was  readmitted 
because  of  recurrent  attacks  of  asthma  every 
night.  According  to  his  parents,  he  spent  most 
of  his  time  in  the  emergency  room.  After  re- 
admission, the  child  had  no  attacks. 

Comment 

The  general  health  of  these  asthmatic 
children  showed  improvement.  The  major- 
ity gained  over  20  pounds,  at  least  2 pounds 
per  month.  At  a recent  conference  with 
the  school  teachers,  we  reviewed  the  records 
of  36  asthmatic  children.  Our  purpose  was 


990  New  York  State  Journal  of  Medicine  / April  15,  1964 


to  find  out  whether  or  not  their  scholastic 
standings  had  changed  after  adjustment  at 
the  convalescent  home  and  to  compare  with 
their  previous  records  in  New  York  City. 
Of  the  36  children  reviewed,  14  showed  ex- 
cellent progress,  5 showed  good,  12  showed 
some  progress,  and  5 no  change.  Thus, 
88  per  cent  of  the  asthmatic  children  showed 
progress  in  their  school  work,  as  compared 
with  their  previous  records. 

Here  are  a few  remarks  from  some  of  the 
teachers  which  I thought  might  interest  you: 

An  eighth- grader . . . came  here  with  a school 
record  of  complete  failure  scholastically  and 
socially.  Since  she  has  been  here,  she  has 
made  tremendous  upward  strides  in  mathe- 
matics, reading,  and  English.  Her  unwilling- 
ness to  work  at  first  has  now  disappeared. 
She  attempts  all  assignments  with  good  atti- 
tude and  good  measure  of  success.  When  she 
first  arrived  in  class,  she  wheezed  for  several 
weeks,  but  she  seems  fine  now. 

In  the  beginning  of  the  school  year  a sixth- 
grader  started  with  asthmatic  attacks  in  the 
classroom.  She  has  had  no  attacks  lately. 
She  is  a normal  student  and  has  the  ability  to 
do  very  well.  She  has  improved  greatly  in 
math,  reading,  and  English,  and  has  put 
forth  great  effort. 

Summary 

I would  like  to  review  some  of  the  factors 
which  may  contribute  to  the  improvement 
of  the  asthmatic  child  in  our  convalescent 
therapy.  As  I said  in  the  beginning,  we 
are  not  sure  why,  but  perhaps  some  of  these 
are  explanations: 

1.  We  remove  these  children  from  their 
homes,  from  the  exposure  to  overcrowded 
conditions,  and  from  many  allergens. 

2.  We  concentrate  on  good  health  which 
is  reflected  in  weight  gain,  constant  re-evalu- 
ation  of  the  child’s  health  and  medication  by 
the  pediatrician,  early  recognition  of  attacks, 
and  early  institution  of  treatment. 

3.  We  have  a program  of  environmental 
control  in  the  convalescent  home.  No  pets 
are  allowed.  There  is  frequent  removal  of 
dust  from  the  floors,  and  the  usual  plastic 
covers  are  used  on  mattresses  and  pillows. 

4.  We  try  to  alleviate  the  tensions  and 
problems  which  were  present  in  the  family. 
We  try  to  obtain  careful  and  sympathetic 
supervision,  not  only  by  the  doctors,  but 
also  by  the  nurses,  the  directors,  and  the 
house  mothers.  We  have  no  psychologist. 

We  feel  that  all  the  mentioned  factors — 


environmental,  medical,  and  emotional — 
have  contributed  to  the  medical  improvement 
of  the  asthmatic  children,  have  improved 
their  scholastic  standings,  have  given  them 
better  understanding  of  their  illness  and  the 
ability  to  face  the  future  a little  better. 
We  have  not  cured  them.  Our  greatest 
handicap  has  been  inadequate  follow-up  and 
inadequate  original  information  from  the 
referring  agency.  We  are  convinced  from 
our  experience  that  asthmatic  children  do 
well  in  a convalescent  setting,  and  we  would 
like  to  see  more  facilities  of  this  kind. 

Question  and  answer  period 

Murray  Dworetzky,  M.D.:  I was 

interested,  as  I think  all  of  us  were,  in  the 
obvious  difference  between  the  material 
Dr.  Mascia  is  dealing  with  and  the  material 
that  is  dealt  with  by  an  organization  like 
the  Denver  Home.  I would  be  interested 
in  knowing,  particularly  in  view  of  the  fact 
that  so  many  of  his  patients  get  better  al- 
most immediately  after  their  arrival,  what 
kind  of  care  these  children  received  before 
they  got  to  his  Home. 

Dr.  Mascia:  When  you  talk  to  these 
youngsters  and  actually  ask  them  what 
they  were  doing  at  home,  you  get  a very 
confused  story.  Most  of  them  say:  “I’m 
sick  all  the  time,”  and  “Oh,  my  mother 
takes  me  to  the  emergency  room.”  They 
attend  clinics  in  the  city  irregularly.  I 
think  that  a good  many  of  them  are  really 
not  properly  immunized,  and  the  medica- 
tions are  given  sporadically.  I think  the 
chief  reasons  for  these  children’s  improve- 
ment is  that  we  regulate  their  fives  and  that 
they  are  in  a setting  where  our  nurses  are 
motherly  and  interested  in  aborting  their 
attacks  at  the  onset. 

James  H.  Barnard,  M.D.:  I understand 
that  about  70  per  cent  are  cured  in  a week, 
but  I would  like  to  know  what  percentage 
is  sent  home  on  steroids. 

Dr.  Mascia:  I do  not  have  any  figures, 
but  I would  say  the  percentage  is  from  1 to  2. 
Remember,  we  do  not  have  any  really  seri- 
ous cases. 

John  Connell,  M.D.:  I would  like  to  ask 
Dr.  Mascia  if  he  has  any  statistics  concerning 
how  soon  children  become  ill  again  after 
they  leave  one  of  the  residence  homes.  We 
have  had  the  experience  that  a child,  within 
a week  or  two  after  he  leaves  a home,  is 
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again  admitted  to  a hospital.  This  might  be 
interesting  if  you  have  any  data  on  it. 

Dr.  Mascia:  I would  say  that  our 

readmission  of  asthmatic  children  is  30 
per  cent,  and  within  a month  or  two  months 
following  discharge  a good  many  of  them 
return  for  treatment. 

Sheppard  Siegal,  M.D.:  Dr.  Bukantz, 

I wonder  whether  or  not  there  were  data  on 
the  relative  importance  of  immunologic 
factors  in  the  various  groups.  Were  there 
immunologic  data  significant  to  the  chil- 
drens’ asthma  among  those  patients  who 
remitted  promptly  or  among  those  who 
remained  steroid-dependent?  Also,  was  this 
distribution  much  the  same  throughout  all 
three  groups? 

Dr.  Bukantz:  We  have  at  least  two  kinds 
of  asthmatic  populations.  In  one  kind  what 
we  do  seems  to  make  no  difference,  and  I 
am  not  sure  that  anything  we  do  with  the 
other  group  necessarily  makes  the  difference. 
We  have  a population  of  children  who  do  get 
well,  and  while  I agree  it  is  criminal  for 
them  to  go  back  to  an  environment  where 
they  can  get  sick  again,  I think  it  is  equally 
criminal  for  us  to  let  them  get  well  without 
knowing  why  they  get  well.  What  we  set 
out  to  find  is  why  these  Group  1 children 
get  well.  To  answer  Dr.  Siegal’s  question, 
immunologic  factors  appeared  prevalent 
to  about  the  same  degree  in  both  populations 
at  Children’s  Asthma  Research  Institute 
and  Hospital. 

We  have  been  constantly  adding  technics 
to  learn  more  about  the  immunologic  and 
physiologic  characteristics  of  our  patients, 
and  this  will  be  validated  by  our  study  of 
larger  numbers  with  the  passing  of  time. 
Incidentally,  I think  the  kind  of  child  who 
ought  to  come  to  Denver,  Milbank,  or  any 
other  kind  of  residential  study  and  treat- 
ment institute,  is  a child  who  has  been  refrac- 
tory to  the  management  of  a physician  who 
knows  what  he  is  doing. 

A final  word  about  fatalities — we  have  had 
no  deaths  in  the  past  five  years.  There  were 
7 or  8 deaths  in  children  after  they  returned 
home.  These  occurred  only  in  the  steroid- 
dependent  population.  This  again  points  to 
the  probable  physiologic  difference  in  these 
two  populations  of  children.  Our  emphasis 
on  classification  of  refractory  asthma  and  de- 
velopment of  discrimination  between  popu- 
lations of  children  may  help  to  define  im- 
portant characteristics  of  the  groups. 


Joseph  Fries,  M.D.:  How  do  you  feel 

that  psychologic  factors  are  influencing  the 
asthma? 

Dr.  Bukantz:  Dr.  Fries,  I can  only  say, 
“I  don’t  know.”  This  is  a very  difficult 
area,  and  it  is  difficult  to  discriminate  among 
these  factors.  Let  me  give  you  a simple 
example  of  one  approach  by  our  psychol- 
ogists and  physicians. 

We  may  take  a child  who  comes  to  our 
Institute  in  January,  1963,  and  in  a care- 
fully planned  evaluation  find  out  what  he 
thinks  or  what  he  perceives  is  causing  the 
asthma.  This  may  be  very  different  from 
what  he  perceives  is  causing  his  asthma  in 
January,  1965,  or  after  he  has  been  here 
over  eighteen  months — after  he  has  shared 
some  kinds  of  notions  of  asthma  prevalent 
among  the  children  and,  indeed,  house 
parents  and  other  associates  at  the  Institute. 
This  is  very  simplified,  and  it  is  very  difficult 
for  us  to  say  which  comes  first,  behavioral 
difficulties  or  the  asthmatic  syndrome. 
I think  the  only  way  we  are  going  to  solve 
this  is  by  study.  I hope  the  New  York 
Allergy  Society  will  institute  long-term 
studies,  rather  than  only  retrospective  stud- 
ies, on  the  wheezing.  I would  like  to  see 
prospective  studies  done. 

A Physician:  Do  you  think  that  the  re- 
currences of  the  asthmatic  episodes  in  these 
children  are  related  to  the  family  relation- 
ships? 

Dr.  Bukantz:  In  22  families  we  found 

that  if  there  was  any  kind  of  scare,  the  child 
went  into  an  attack,  and  in  some  cases  the 
families  were  much  more  tense  in  the  year 
preceding  the  admission  of  the  child  than 
in  the  year  after  the  child  went  home. 
This  seems  to  be  a uniform  subjective  re- 
sponse on  the  part  of  the  parents.  As 
you  know,  there  was  a very  good  relation- 
ship established  with  families  in  New  York. 
In  Denver  we  saw  the  families  as  frequently 
as  we  could,  perhaps  three  to  four  times 
during  the  time  of  treatment.  We  ex- 
changed correspondence  with  them,  as  well 
as  any  ideas  that  we  had  in  understanding 
the  illness. 

Samuel  J.  Prigal,  M.D.:  What  is  the 

role  of  infection? 

Dr.  Bukantz:  There  is  not  much  study 
on  the  role  of  infection.  I think,  however, 
in  institutions  there  may  be  not  only  equal 
but  greater  problems  in  infection  to  which 
the  children  would  become  exposed  than 


992  New  York  State  Journal  of  Medicine  / April  15,  1964 


might  have  been  encountered  in  their  own 
homes.  As  you  all  know,  none  of  us  is 
perfect,  so  this  factor  would  be  even  worse, 
I think,  in  the  institutions,  contrary  to  the 
experience  we  had  therapeutically. 

Maury  Sanger,  M.D.:  At  the  point  of 

being  impertinent,  I thought  I detected  a 
comment  from  Dr.  Bukantz  that  38  per 
cent  of  the  patients  got  well  without  their 
knowing  why.  I would  like  to  make  a com- 
ment, and  then  I would  like  to  ask  a question 
which  is  probably  not  quite  so  impertinent. 
We  have  heard  and  seen  a lot  of  statistics 
about  steroid  dependency  in  the  needy  area 
and  so  forth  and  about  the  rapidly -remitting 
patients,  but  I have  not  heard  one  word  of 
a psychologic  study.  What  percentage  of 
your  children  were  psychotic? 

Dr.  Bukantz:  We  think  we  have  some 
explanation  for  the  38  per  cent  who  got  well, 
but  we  are  not  sure.  I thought  I made  it 
clear,  but  perhaps  I did  not,  that  the  psy- 
chologic studies  we  have  done  were  generally 
accepted  as  extensive.  Those  of  you  who 
read  the  Journal  of  the  Children's  Asthma  Re- 
search Institute  saw  a series  of  three  articles 
by  Lewis  Bernstein,  M.D.,  who  was  the  Chief 
of  the  Division  of  Psychological  Research, 
which  described  in  great  detail  what  tests 
were  used  for  the  children. 

Advances  in  Physiologic 
Technics  for  Rehabilitation 
of  Asthmatic  Patient 

GUSTAV  J.  BECK,  M.D. 

New  York  City 
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X he  purpose  of  this  report  is  to  summarize 
the  pharmacologic  and  physiologic  basis 
of  the  management  of  bronchial  asthma  and 
to  describe  the  recent  advances  made  in 
this  field.  The  exclusion  of  the  allergic 
aspects  of  therapy  from  this  presentation 
should  not  be  interpreted  as  an  underesti- 


These  were  both  intelligence  and  projec- 
tive tests.  Added  to  this  we  evaluated 
reports,  many  over  20  pages  long,  from 
social  agencies,  and  we  made  an  analy- 
sis of  the  patterns  we  saw  in  the  chil- 
dren. While  the  data  have  not  yet  been 
presented  in  numerical  form  and  will  not 
be  for  some  time,  there  were  not,  by  these 
measures,  large  discriminations  between 
Group  1 or  Group  3 except  on  the  basis  of 
the  “breaking  the  will,”  the  authoritarian 
mother.  The  psychologist  does  not  feel 
that  there  are  no  such  differences,  but  that 
the  instruments  we  have  used  over  a period 
of  three  to  four  years  have  not  revealed 
these  differences  except  with  one  instru- 
ment, the  PARI  (Parent  Attitude  Research 
Instrument). 

All  psychologists  (including  those  at 
Children’s  Asthma  Research  Institute  and 
Hospital)  studying  any  psychosomatic  prob- 
lems are  trying  to  devise  more  accurate  and 
more  precise  methods  to  make  these  discrim- 
inations. Regarding  more  severe  psychic 
disturbances,  I may  say  that  we  do  not  admit 
the  severely  retarded  child.  We  do  not 
admit  the  psychotic  child  because  we  sim- 
ply are  not  in  a position  to  care  for  the 
severely  disturbed,  possibly  delinquent  child, 
as  well  as  the  severe  asthmatic  patient. 

mation  of  this  very  important  factor  in  the 
etiologic  factors  and  treatment  of  a disorder, 
which  is  often  related  intimately  to  a hyper- 
sensitive state.  The  regimen  outlined  here 
should  be  considered  as  an  important  supple- 
ment to  the  treatment  of  asthmatic  patients 
in  whom  the  exposure  to  allergens  causes 
bronchospasm  and  who  respond,  to  some 
degree,  to  the  elimination  of  the  offending 
agents  and  to  desensitization  procedures. 

The  improved  insight  gained  into  the 
mechanisms  of  the  disturbed  ventilatory  func- 
tion, pulmonary  mechanics,  gas  diffusion 
and  distribution,  and  perfusion  in  chronic 
bronchopulmonary  disease  through  pul- 
monary-function testing  has  resulted  in 
methods  of  therapy  specifically  designed  to 
counteract  some  of  these  defects;  this  ap- 
proach is  termed  physiologic  therapy.1-9 

Pathophysiology  of  bronchial  asthma 

The  basic  disturbance  in  asthma  is  due 
to  stenosis  of  the  airways  caused  by  bron- 


April  15,  1964  / New  York  State  Journal  of  Medicine  993 


chial  edema,  constriction  of  the  bronchial 
musculature,  obstruction  by  mucoid  or 
purulent  secretions,  and  terminal  bronchiolar 
occlusion  due  to  a shift  in  the  alveolar-bron- 
chiolar  pressure  gradient  during  the  process 
of  “trapping.”  The  resultant  ventilatory 
defect  can  be  observed  in  the  course  of  spirom- 
etry during  the  acute  asthmatic  attack, 
when  a reduction  in  the  inspiratory  phase  is 
followed  by  a prolongation  of  expiration, 
with  a progressive  decrease  of  the  air  veloc- 
ity in  expiration.  The  thorax  is  displaced 
into  a more  inspiratory  position  during 
severe  bronchospasm,  as  compared  to  the 
asthma-free  state,  and  the  functional  resid- 
ual capacity  is  increased.  This  rise  in  the 
residual  air  space,  occurring  primarily  at 
the  expense  of  the  inspiratory  and  expira- 
tory reserve,  is  caused  by  “trapping”  of 
inspired  air  in  the  overdistended  alveoli 
due  to  premature,  expiratory  bronchiolar 
closure.10  Additional  airway  obstruction 
is  then  caused  by  compression  of  those  por- 
tions of  the  bronchial  tree  which  are  devoid 
of  cartilage  by  the  inflated  alveoli  which, 
during  expiration,  exert  a relatively  higher 
pressure  on  the  neighboring  structures. 
The  vicious  cycle  created  by  the  initial 
bronchiolar  obstruction  due  to  edema  and 
mucus  may  trigger  a secondary  stenosis 
which  can  progress  to  a point  where  the  pa- 
tient is  unable  to  maintain  adequate  alveolar 
ventilation.  During  an  asthmatic  attack  a 
marked  increase  in  the  respiratory  work  has 
been  described  which  is  due  to  a consider- 
ably higher-than-normal  airflow  resistance 
and  elastic  resistance  of  the  lung.8 

The  effect  of  bronchospasm  on  blood-gas 
composition  was  described  first  by  Mea- 
kins,10  who  detected  oxygen  desaturation 
without  carbon  dioxide  retention  during 
mild  attacks  of  bronchial  asthma.  Sub- 
sequently, studies  on  severe  asthmatic 
patients  revealed  increased  carbon  dioxide 
tension  and  further  reduction  in  oxygen  ten- 
sion of  the  arterial  blood.  Shifts  in  pH 
from  alkalosis,  due  to  alveolar  hyperventila- 
tion with  mild  to  moderate  bronchiolar  ob- 
struction, to  severe  uncompensated  respira- 
tory acidosis  resulting  from  alveolar  hypo- 
ventilation in  severe  asthmatic  attacks  were 
described  by  Baldwin3  and  Rossier  and 
Meau.11  In  patients  with  chronic,  nearly 
constant  bronchospasm  due  to  bronchial 
asthma,  the  reduction  in  vital  capacity, 
maximal  breathing  capacity,  and  increase 


in  residual  volume  is  accompanied  by 
defective  distribution  which  may  persist 
for  many  years.  The  final  stages  of 
chronic  bronchial  asthma  are  characterized 
by  chronic  alveolar  hypoventilation,  pul- 
monary hypertension,  and  chronic  cor  pul- 
monale, indistinguishable  from  the  pattern 
seen  in  advanced  pulmonary  emphysema. 

Physiologically  directed  therapy 
of  bronchial  asthma 

A program,  designed  to  counteract  the 
abnormalities  occurring  in  bronchial  asthma 
effectively,  must  include  measures  which  will 
improve  the  following  disturbances  in  the 
mechanisms  of  bronchopulmonary  and  car- 
diovascular function:  bronchial  spasm  and 
edema;  impaired  bronchial  drainage  and 
cough;  bronchopulmonary  infection;  im- 
proper alveolar  distribution  of  inspired  air; 
hypoxia,  carbon  dioxide  retention,  and  acid- 
base  imbalance;  and  pulmonary  hyperten- 
sion and  cor  pulmonale. 

Aside  from  the  measures  designed  specifi- 
cally to  manage  the  bronchopulmonary 
aspects  of  bronchial  asthma,  attention 
should  be  given  to  the  general  debility  and 
anxieties  accompanying  chronic  severe  dysp- 
nea. A thorough  understanding  by  the  pa- 
tient of  the  physiologic  basis  of  his  program, 
outlined  by  his  physician,  will  result  in  a 
more  conscientious  execution  of  its  details. 
Improved  comprehension  of  his  difficulty 
will  help  to  allay  many  of  the  apprehensions 
and  anxieties  experienced  by  the  chronically 
dyspneic  patient  which  in  themselves  may 
result  in  aggravation  of  the  symptoms. 
Consideration  must  be  given  to  the  nutri- 
tional complications  of  chronic  debility. 
Malnutrition,  dehydration,  and  the  effects 
of  restricted  activity  can  be  corrected  effec- 
tively at  the  onset  of  the  specific  program 
and  will  contribute  significantly  to  the  pa- 
tient’s improvement.  Adherence  to  a pro- 
gram of  bronchodilation  and  bronchial 
drainage  during  those  periods  in  the  course 
of  the  disease  when  symptoms  are  relatively 
mild  becomes  an  asset  in  the  prevention  of 
acute,  severe  attacks  of  bronchospasms. 

Management  of  bronchial 
spasm  and  edema 

The  most  effective  bronchodilator  therapy 
consists  of  derivatives  of  sympathomimetic 
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amines  and  theophylline,  administered  par- 
enterally,  orally,  by  aerosol  (sympathomi- 
metic amines),  or  rectally  (theophylline). 
Most  patients  with  chronic  bronchospasm 
can  improve  markedly  with  a regimen  of 
aerosol  inhalations  and  oral  bronchodilators, 
provided  measures  designed  to  promote 
bronchial  drainage  are  used  simultaneously. 

Aerosol  therapy  is  provided  effectively 
by  the  inhalation  of  undiluted  2.25  per  cent 
racemic  epinephrine,  0.5  per  cent  isopro- 
terenol, mixtures  of  isoproterenol  and  phen- 
ylephrine, or  racemic  epinephrine  and  atro- 
pine by  means  of  a hand  bulb  nebulizer. 
Four  to  six  inhalations,  using  a firm  squeeze 
of  the  hand  bulb,  are  taken  regularly  four 
times  daily  before  meals  and  at  bedtime  and 
at  other  times  when  wheezing  is  severe. 
Less  than  four  inhalations  at  a time,  but  taken 
at  more  frequent  intervals,  should  be  dis- 
couraged because  of  their  relative  ineffec- 
tiveness. With  progressive  improvement 
the  number  of  aerosol  treatments  may  be 
reduced  to  twice  daily,  with  the  purpose  of 
performing  a “bronchial  toilet,”  to  avoid 
accumulations  of  secretions  and  recurrence 
of  increased  bronchospasm s.  In  severe, 
chronic  asthma  more  effective  and  prolonged 
relief  of  bronchospasm  is  achieved  by  means 
of  a “mouth  rebreathing  aerosol  apparatus,” 
using  oxygen  or  a pump  as  propellant. 12  A 
mixture  of  0.3  cc.  of  2.25  per  cent  racemic 
epinephrine  or  0.5  isoproterenol  with  0.3 
cc.  of  1 per  cent  phenylephrine  diluted  with 
1 to  2 cc.  of  isotonic  aqueous  sodium  chlo- 
ride solution  is  inhaled  three  to  four  times 
daily  with  this  device.  The  admixture  of 
presently  available  detergent  or  enzyme 
preparations  does  not  appear  to  offer  any 
advantage  and  may  prove  irritating  in  some 
instances.  The  use  of  an  intermittent  posi- 
tive pressure  breathing  device  for  the  ad- 
ministration of  bronchodilators  offers  no 
additional  advantage  in  patients  in  whom 
alveolar  hypoventilation  is  not  prominent. 

Oral  preparations  of  aminophylline  and 
ephedrine  should  be  administered  regularly 
on  arising,  at  3:00  p.m.,  and  at  bedtime 
for  the  relief  of  chronic  asthma  rather  than 
intermittently  and  only  during  acute,  severe 
bronchospasm.  Theophylline  in  the  form 
of  an  elixir,  45  to  60  cc.  at  bedtime,  may  offer 
excellent  relief.  Rectal  aminophylline,  0.5 
Gm.  in  100  to  300  cc.  administered  with  or 
without  50  mg.  of  meperidine  hydrochloride 
(Demerol),  offers  a practical  method  of 


relief  for  severe  wheezing.  A theophylline 
derivative  diluted  and  ready  for  rectal  use 
in  a plastic  bottle  is  also  available.  Re- 
cently introduced  Freon  propellants  for 
the  administration  of  sympathomimetic 
drugs  have  been  useful,  provided  the  de- 
vices are  only  used  for  short  periods  when 
acute  bronchospasm  occurs.  Freon  may 
be  irritating  to  the  tracheobronchial  mucosa 
of  some  patients  with  asthma. 

The  administration  of  anti-inflammatory 
adrenal  corticosteroids  should  be  restricted 
to  those  patients  suffering  from  bronchial 
asthma  who  do  not  respond  to  an  intensive 
regimen  of  bronchodilators,  bronchial  drain- 
age, and  antibiotics.  In  this  group  of  asth- 
matic patients  the  initial  administration  of 
a fairly  high  dose  of  corticosteroids  achieves 
a rapid  response;  a gradual  diminution 
then  may  be  undertaken.  Prednisone,  one 
of  the  most  effective  oral  steroids  with  the 
least  side-effects,  is  administered  in  initial 
doses  of  from  30  to  80  mg.  daily,  for  two  to 
four  days,  depending  on  the  intensity  of 
bronchospasm.  The  dose  should  then  be 
reduced  gradually  over  a period  of  two 
weeks,  at  which  time  an  attempt  at  dis- 
continuation should  be  made.  If  this  fails, 
a maintenance  dose  of  5 to  20  mg.  of  pred- 
nisone might  have  to  be  instituted.  The 
concomitant  use  of  adenocorticotrophic  hor- 
mone appears  to  offer  no  clinical  advantage 
during  the  period  when  the  steroid  dosage  is 
being  diminished  gradually  or  during  main- 
tenance therapy.  An  added  problem  of 
increased  sodium  retention  and  occasional 
allergic  reaction  caused  by  this  pituitary 
hormone  may  interfere  with  effective  ther- 
apy. Steroid  therapy  must  be  supplemen- 
ted by  oral  antacids,  taken  one  to  two  hours 
after  meals.  This  regimen  appears  to  pre- 
vent gastric  side-effects.  In  the  presence 
of  a history  or  clinical  or  x-ray  evidence 
of  arrested  pulmonary  tuberculosis,  it  is 
recommended  that  isoniazid  and  strepto- 
mycin be  administered  concurrently  with 
steroids. 

Antihistamines  are  not  recommended 
in  the  treatment  of  bronchial  asthma.  The 
reduction  of  secretions  resulting  from  their 
use  interferes  with  bronchial  drainage. 
Not  infrequently,  cough  increases  in  sever- 
ity during  antihistamine  therapy,  and  the 
expectoration  of  sputum  becomes  increasingly 
difficult.  It  has  been  observed  that  the 
discontinuance  of  this  medication  will  often 
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result  In  prompt  abatement  of  the  irritating, 
nonproductive  cough  and  associated  dysp- 
nea. 


Promotion  of  bronchial  drainage 

Ineffective  cough,  due  to  marked  inter- 
ference with  the  free  flow  of  air  from  the 
bronchioles  during  expiration,  results  in 
the  accumulation  of  secretions,  which  fur- 
ther obstruct  the  airways.  Persistent  im- 
paction by  mucus  results  in  interference 
with  proper  air  exchange  through  the  bron- 
chioles, intensification  of  the  ball  valve 
mechanism,  and  marked  increase  in  trap- 
ping. Impaired  drainage  results  in  second- 
ary bronchopulmonary  infection  and  alve- 
olar hypoventilation.  Studies  of  the  ex- 
pired volume  flow  rates  and  volumes  of 
air  expelled  during  coughing  in  acute  asthma 
reveal  a significant  decrease  in  both  modali- 
ties.13 Amelioration  of  this  impairment 
of  the  cough  mechanism  can  be  achieved 
by  the  administration  of  bronchodilators. 
Since  bronchial  obstruction  is  caused  to  a 
great  extent  by  the  inability  to  expectorate 
tenacious  secretions,  the  use  of  a heated  aero- 
sol, depositing  3 to  4 ounces  of  isotonic 
saline  over  a period  of  twenty  minutes  on 
the  tracheobronchial  tree,  facilitates  expec- 
toration by  moistening  the  bronchi.14  Us- 
ing air  from  a pump  as  propellant,  the  aero- 
sol of  isotonic  saline  is  delivered  at  115  to 
125  F.  at  the  mouthpiece  (Fig.  1).  Its 
use  is  recommended  immediately  following 
the  bronchodilator  aerosol  twice  or  three 
times  daily.  Oral  expectorants  such  as 
iodides,  ipecac,  ammonium  chloride,  or  gly- 
ceryl guaiacolate,  appear  to  enhance  drain- 
age. 

The  reduction  of  expiratory  flow  rates  and 
volumes  during  coughing  is  also  caused  by 
the  compression  of  the  bronchioles  by 
the  surrounding,  overdistended  alveoli  which 
exert  an  undue  pressure  on  the  bronchiolar 
walls.  To  overcome  this  abnormal  alveolo- 
bronchiolar  pressure  relationship,  an  in- 
creased intraluminal  bronchiolar  pressure  can 
be  achieved  by  pursed-lip  breathing  during 
expiration.  The  prolonged  expiration 
against  an  obstruction,  created  at  the 
mouth,  enhances  the  emptying  of  the  over- 
distended alveoli  containing  trapped  air. 
If  gentle  but  firm  intermittent  pressure  is 
applied  manually  to  the  lower  thorax  while 


FIGURE  1.  Superheated  aerosol.  Aerosol  of  iso- 
tonic saline  is  delivered  to  patient’s  mouth  at  125  F. 
at  rate  of  3.5  ounces  in  twenty  minutes  by  thermo- 
statically controlled  heated  nebulizer  to  promote 
bronchial  drainage  and  facilitate  expectoration  of 
phlegm. 


the  patient  expires  through  pursed  lips,  a 
further  degree  of  reduction  in  the  amount 
of  trapped  air  can  be  achieved.  Manual 
elevation  of  the  diaphragm  at  the  end  of 
expiration  also  contributes  to  the  release 
of  this  trapped  air.  The  application  of  this 
maneuver  eight  to  ten  times  following  each 
inhalation  of  a bronchodilator  aerosol  is 
strikingly  effective  in  facilitating  the  ex- 
pectoration of  thick  mucus  and  relieving 
dyspnea.15  This  method  is  very  effective 
in  patients  who  suffer  from  acute  and  severe 
bronchospasm  and  alveolar  hypoventilation, 
as  described  by  the  term  “status  asthma.’ ’ 

Bronchoscopy  with  suction  under  deep 
general  anesthesia,  preferably  induced  with 
ether,  clears  the  trachea  and  larger  bronchi 
of  impacted  secretions.  Exsufflation  with 
negative  pressure,  a mechanical  method  of 
inducing  a cough,  has  become  a valuable 
adjunct  for  the  relief  of  dyspnea  due  to 
obstructing  mucus  in  patients  with  bron- 
chial asthma.16  Expiratory  flow  rates 
which  equal  or  exceed  those  of  the  natural 
cough  are  produced  by  the  application  of  a 
negative  pressure  of  60  to  80  mm.  Hg  in  0.02 
seconds  at  the  peak  of  inspiratory  inflation 
of  the  chest.  Secretions  are  propelled  by 
air,  leaving  the  bronchioles  at  high-volume 
flow  rates.  In  severely  obstructed  patients 
four  mechanical  coughs  are  administered 
from  four  to  six  times  at  five-minute  in- 
tervals twice  or  three  times  daily,  immedi- 
ately following  bronchodilator  therapy. 

In  patients  in  whom  bronchial  drainage 
is  impaired  to  an  extent  where  the  previ- 


996  New  York  State  Journal  of  Medicine  / April  15,  1964 


ously-described  measures  are  ineffective 
in  relieving  the  severe  degree  of  hypoventila- 
tion, recourse  to  a tracheostomy  must  be 
considered  seriously.  Since  the  lumen  of 
the  tracheobronchial  tree  becomes  more 
easily  accessible  following  this  procedure, 
the  management  of  bronchial  toilet  is  greatly 
facilitated.  The  permanent  damage,  which 
may  be  caused  by  severe  hypoxia  and  re- 
spiratory acidosis,  is  a persuasive  argument 
for  the  early  decision  to  perform  a temporary 
tracheostomy  when  all  other  measures 
described  have  failed  to  relieve  extreme  dysp- 
nea. The  introduction  of  procedures  which 
keep  the  tracheostomy  opening  patent  for 
prolonged  periods  of  time  must  await  fur- 
ther clinical  evaluation  before  a definite 
recommendation  can  be  made.  This  pro- 
cedure has  been  advocated  mainly  for  severe, 
chronic  pulmonary  emphysema  rather  than 
bronchial  asthma. 

Evaluation  and  treatment 
of  pulmonary  infections 

Prior  to  considering  antibiotic  therapy  for 
the  asthmatic  patient,  a study  of  the  nature 
of  the  phlegm  should  include  a microscopic 
examination  of  a stained  smear  for  leuko- 
cytes and  bacteria.  Eosinophils  confirm 
the  presence  of  an  allergic  component  in  the 
patient’s  illness.  Neutrophils,  fragmented 
or  intact,  and  bacteria  indicate  the  predom- 
inance of  infection.  In  the  sputum  smear 
their  presence  dictates  the  need  for  a culture 
and  sensitivity  study.  The  antibiotic  to  be 
administered  is  selected  after  the  result  of 
this  investigation  is  reported.  The  initial 
dose  of  the  antibiotic  should  be  50  per  cent 
higher  than  the  recommended  maintenance 
dose  for  two  days  to  effect  more  rapid  con- 
trol of  the  infection.  Thereafter  it  should 
be  continued  for  a period  of  from  five  to 
seven  days.  Some  patients  with  chronic 
bronchopulmonary  infection  complicating 
bronchial  asthma  have  shown  improve- 
ment on  a schedule  of  maintained  antibiotic 
therapy  throughout  the  months  when  these 
infections  are  prevalent. 

Correction  of  improper  alveolar 
distribution  of  inspired  air 

Expiratory  positive  pressure  breathing, 
using  a positive  pressure  face  mask,  en- 
hances bronchiolar  patency  in  a manner 


which  is  similar  to  pursed-lip  breathing. 
Barach17  described  the  marked  relief  of 
dyspnea  obtained  by  severely  asthmatic 
patients  when  helium-oxygen  mixtures  were 
administered  at  high  flow  rates  through  a 
positive  pressure  mask.  The  excellent  clin- 
ical results  derived  from  this  procedure 
favor  the  concept  that  the  lower  molecular 
weight  of  a helium-oxygen  mixture  dimin- 
ishes markedly  the  pressure  required  for  its 
movement  past  a point  of  localized  obstruc- 
tion, as  compared  with  air  or  100  per  cent 
oxygen.  A 35  per  cent  oxygen,  65  per  cent 
helium  mixture  at  a 12  to  15  L.  per  minute 
flow  administered  at  4 cm.  positive  pressure 
through  an  expiratory  positive  pressure  mask 
is  recommended. 

There  is  evidence  that  alveolar  hypoven- 
tilation can  be  improved  in  asthma  by  the 
administration  of  bronchodilators  by  means 
of  an  intermittent  positive  pressure  breath- 
ing device.  It  appears,  however,  question- 
able whether  or  not  the  work  of  breathing 
is  diminished  by  this  method  of  induced 
respiration  alone  or  whether  the  bronchodi- 
lators are  the  main  contributing  factor. 

The  dyspneic  patient  with  bronchospasm 
uses  primarily  his  thoracic  and  accessory 
musculature  for  ventilation.  During  the 
acute  attacks,  or  when  emphysema  com- 
plicates asthma,  the  diaphragm  is  found  in 
the  maximal  inspiratory  position  and  moves 
little  or  at  times  paradoxically  with  respira- 
tion. Since,  normally,  the  movement  of 
the  diaphragm  contributes  two  thirds  of 
the  inspiratory  volume,  interference  with 
this  mechanism  deprives  pulmonary  ventila- 
tion of  a major  driving  factor.  A training 
program  designed  to  encourage  diaphragmatic 
motion  and  to  increase  the  force  of  contrac- 
tion of  the  diaphragm  should  be  instituted 
during  the  periods  when  the  asthmatic 
patient  is  relatively  free  of  bronchospasm. 
While  the  patient  lies  flat  in  bed,  a 15-  to 
20-pound  shot  bag  is  placed  on  the  lower 
abdomen.  He  inhales  slowly,  raising  the 
shot  bag  during  the  inspiratory  descent  of 
the  diaphragm  into  the  abdomen  and  per- 
mits it  to  fall  back  during  the  subsequent 
expiration.  This  exercise,  performed  for 
thirty  minutes  twice  daily  when  the  patient 
is  free  of  bronchospasm,  substantially  en- 
hances his  ability  to  expectorate  and  to  ven- 
tilate. In  emphysematous  patients  the 
head-down  position  enhances  diaphragmatic 
excursion,  resulting  in  diminished  dyspnea 
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and  minute  volume  of  ventilation,  without 
appreciable  changes  in  arterial  oxygen  sat- 
uration, carbon  dioxide  content,  or  pH.18 
At  the  times  when  patients  suffer  from  con- 
siderable shortness  of  breath  primarily  due 
to  bronchospasm,  they  are  unable  to  adopt 
this  position. 

Correction  of  hypoxia,  carbon  dioxide 
retention,  and  acid-base  imbalance 

Hypoxia  is  a frequent  complication  of 
acute  asthma.  Oxygen  administration  by 
double  nasal  cannula  at  4 to  6 L.  per  minute 
frequently  relieves  dyspnea  and  corrects 
the  abnormally  low  oxygen  saturation. 
Oxygen  at  high  concentrations  may  be  pre- 
scribed by  means  of  a positive  pressure  mask 
if  chronic  hypertrophic  pulmonary  emphy- 
sema does  not  complicate  the  condition. 
In  the  presence  of  pulmonary  emphysema, 
hypoxia  must  be  controlled  by  a carefully 
supervised  program  to  avoid  the  acute  hypo- 
ventilation syndrome  and  uncompensated 
respiratory  acidosis.  Oxygen  is  prescribed 
for  the  first  twenty -four  hours  at  1 L. 
per  minute,  administered  by  a double  nasal 
cannula,  and  a daily  increase  in  flow  rate  by 
1 L.  per  minute  is  then  ordered  until  a rate 
of  4 L.  per  minute  is  reached  on  the  fourth 
day.  Following  improvement,  the  oxygen 
flow  rates  are  reduced  gradually.19-20  If 
drowsiness  or  confusion  suggests  clinically 
that  an  uncompensated  respiratory  acidosis 
is  supervening,  confirmation  should  be 
sought  by  obtaining  an  arterial  pH  deter- 
mination. The  mechanisms  by  which  oxy- 
gen in  high  concentrations  contributes  to 
the  production  of  uncompensated  respira- 
tory acidosis  in  pulmonary  emphysema  have 
been  reviewed  by  Segal,  Herschfus,  and  Bres- 
nick.21 

Excessive  sedation  and  bronchopulmonary 
infection  are  two  additional  etiologic  fac- 
tors in  the  production  of  alveolar  hypoven- 
tilation and  acute  uncompensated  respira- 
tory acidosis.  When  opiates,  barbiturates, 
and  ataractic  drugs  are  administered  in 
doses  which,  in  subjects  with  normal  lungs, 
produce  only  mild  sedation,  they  can  cause 
severe  depression  in  patients  with  chronic 
bronchopulmonary  disease.  This  particular 
hypersensitivity  was  first  observed  when  mor- 
phine was  administered  to  asthmatic  pa- 
tients and  caused  severe  hypoventilation. 3 
The  use  of  meperidine  hydrochloride  to 


allay  the  anxieties  of  the  dyspneic  patient 
was  then  advocated  by  Baldwin  and  Barach, 3 
since  it  appears  to  have  the  advantage  of  re- 
lieving bronchospasm.  Meperidine  hydro- 
chloride might  be  given  in  doses  of  75  to 
100  mg.  intramuscularly  twice  daily  when  it 
has  been  ascertained  that  emphysema  is  not 
predominant.  In  the  presence  of  emphy- 
sema, the  dose  should  be  reduced  to  35 
to  50  mg.  twice  daily  when  bronchospasm 
is  severe.  In  recent  years  the  hazards  of 
the  administration  of  ataractic  agents  in 
patients  with  pulmonary  emphysema  have 
augmented  as  their  use  has  become  more  pop- 
ular. Attention  is  directed  to  this  pre- 
viously not  described  side-reaction  of  these 
commonly  used  drugs. 

When  the  diagnosis  of  uncompensated 
respiratory  acidosis  is  confirmed,  prompt 
treatment  should  be  instituted.  Respira- 
tory stimulants,  such  as  caffeine  sodium 
benzoate  in  doses  of  0.5  to  1 Gm.  or  amphet- 
amine, 5 to  10  mg.,  must  be  given  paren- 
terally.  Intermittent  positive  pressure 
breathing  devices  are  useful  in  relieving  the 
hypercapnia  associated  with  the  shift  in 
pH.  When  infection  and  bronchospasm 
appear  to  play  a role  in  the  etiologic  factors 
of  uncompensated  respiratory  acidosis,  in- 
crease in  steroids  and  the  addition  of  an 
appropriate  antibiotic  drug  improve  the 
rate  of  recovery.  To  reduce  the  risk  of 
further  hypoventilation  because  of  the  ac- 
cumulation of  secretions  in  patients  too 
drowsy  to  cough  or  who  are  semi-  or  un- 
conscious, tracheostomy  is  recommended 
and  may  be  a life-saving  procedure. 

The  patient  with  chronic  bronchial  asthma 
who  has  developed  fairly  advanced  emphy- 
sema frequently  suffers  from  severe  exer- 
tional dyspnea.  His  exercise  tolerance  can 
be  enhanced  greatly  by  a graded  walking 
exercise  program,  using  oxygen  by  inhala- 
tion.20-22 Using  a flow  of  6 to  8 L.  per 
minute  of  oxygen  from  a standard-sized  tank 
or,  preferably,  a portable  refillable  tank 
through  a double  nasal  cannula,  the  follow- 
ing exercise  is  prescribed:  walk  100  steps 
twice  daily,  while  inhaling  oxygen,  followed 
by  50  steps  without  oxygen.  Increase  the 
number  of  steps  with  oxygen  by  100  steps 
and  without  oxygen  by  50  steps  daily  until 
1,000  steps  with  oxygen  and  500  steps  with- 
out oxygen  have  been  achieved.  If  possible, 
the  number  of  steps  while  inhaling  oxygen 
should  be  reduced  and  the  number  of  steps 
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breathing  air  increased  subsequently.  The 
successful  completion  of  this  program  not 
only  results  in  a marked  increase  in  exercise 
tolerance,  but  also  improves  the  general 
attitude  and  outlook. 

Management  of  cor  pulmonale 
and  pulmonary  hypertension 

Accentuation  of  the  second  pulmonic 
heart  sound  and  a shift  of  the  axis  of  the 
electrocardiogram  to  the  right  are  the  first 
clinical  signs  of  an  increase  in  the  pressure 
in  the  pulmonary  artery  secondary  to  lung 
disease.  The  chest  x-ray  film  reveals  an 
enlargement  of  the  hilar  vascular  structures 
and  prominence  of  the  right  ventricle. 

Persistent  tachycardia,  unexplained  by 
sympathomimetic  drugs,  is  usually  the 
earliest  indication  of  decompensation  of  the 
right  ventricle.  This  is  followed  promptly 
by  an  increase  in  the  peripheral  venous 
pressure,  hepatomegaly,  and  ankle  edema. 
Frequently  oxygen  in  low  concentrations 
by  cannula  reduces  tachycardia.  Digitalis 
or  the  synthetic  glycosides  improve  right 
ventricular  output.  Diuretics  such  as  acet- 
azolamide  (Diamox),  chlorothiazide  de- 
rivatives, mercurials,  or  spironolactone, 
should  be  used  in  conjunction  with  a low- 
sodium  diet.  Particular  attention  should 
be  paid  to  electrolyte  and  acid-base  im- 
balance with  the  use  of  these  drugs.  Right 
ventricular  failure  may  be  precipitated  by 
an  increase  in  bronchospasm  and  bronchial 
infection  and  often  promptly  subsides  when 
these  underlying  factors  are  corrected. 

Summary 

The  recognition  of  abnormalities  in  the 
function  of  the  lungs  and  the  cardiovascular 
system  in  bronchial  asthma  enhances  greatly 
the  effectiveness  of  the  proposed  therapeutic 
regimen.  Measures  adopted  to  correct  dis- 
turbances of  physiologic  mechanisms  in- 
clude the  following: 

1.  To  relieve  bronchial  spasm  and  edema 
— bronchodilators,  administered  by  aerosol, 
orally,  par  enter  ally,  or  rectally,  and  anti- 
inflammatory steroids  when  indicated. 

2.  To  promote  bronchial  drainage — ex- 
pectorants, heated  saline  aerosols,  and  lower 
thoracic  compression  during  expiratory 
pursed-lips  breathing;  exsufflation  with  neg- 
ative pressure  and  tracheostomy  when 


impaction  by  tenacious  sputum  results  in 
severe  dyspnea. 

3.  To  combat  infection — antibiotics  in 
adequate  dosage,  selected  on  the  basis  of 
sensitivity  studies  performed  on  pathogenic 
microorganisms  cultured  from  the  sputum. 

4.  To  improve  ventilation  and  reduce 
dyspnea — a program  of  diaphragmatic 
breathing  exercises  and  helium-oxygen  in- 
halation. 

5.  To  correct  hypoxia  during  rest  and 
exercise — oxygen  therapy  under  careful 
supervision  and  oxygen-walking  exercises. 
Prevention  and  correction  of  uncompensated 
respiratory  acidosis — respiratory  center 
stimulants  and  mechanical  hyperventila- 
tion. High  steroid  and  antibiotic  dosage  to 
relieve  underlying  severe  bronchial  edema 
and  infection. 

6.  To  correct  right  ventricular  de- 
compensation— low-sodium  diet,  digitalis, 
and  diuretic  preparations,  with  attention  to 
the  underlying  bronchopulmonary  problem. 

Question  and  answer  period 

Dr.  Dworetzky:  Thank  you  very  much, 
Dr.  Beck,  for  an  extremely  interesting  pres- 
entation. We  are  now  ready  for  questions 
or  discussion  from  the  floor. 

Fernando-Pagan-Moreno,  M.D.:  Dr. 

Beck,  could  you  please  discuss  the  abuse  of 
nebulizers. 

Dr.  Beck:  They  are  frequently  used  in- 

correctly by  patients.  Why  and  how  are 
they  abused? 

First,  one  or  two  inhalations  never  reach 
the  smaller  obstructed  bronchioles.  Fur- 
thermore, the  nebulizer  itself  does  only  part 
of  the  job.  Part  of  the  job  is  to  cough  up 
secretions.  If  a patient  uses  a nebulizer  and 
has  severe  obstruction  with  tenacious  secre- 
tions, it  will  be  ineffective.  Perhaps  it  will 
help  for  ten  or  fifteen  minutes,  but  then  he 
will  have  to  use  the  nebulizer  again.  The 
patient  must  be  instructed  to  cough  after  he 
uses  the  nebulizer  or  to  compress  his  lower 
thorax  to  raise  secretions.  Otherwise,  he 
will  develop  the  habit  of  abusing  his  nebulizer 
by  using  it  ineffectively  every  ten  minutes. 

As  far  as  habituation  to  phenylephrine  is 
concerned,  I suspect  that  something  like 
habituation  does  occur,  and,  in  my  experi- 
ence, there  is  a good  way  of  getting  around  it. 
We  have  two  drugs  that  do  very  similar 
things  as  far  as  the  bronchial  tree  is  con- 
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cerned,  but  they  are  not  totally  similar 
along  pharmacologic  lines.  One  is  epi- 
nephrine, and  the  other  is  isoproterenol. 
It  is  very  interesting  to  see  patients  who  do 
not  respond  effectively  to  epinephrine  after 
a period  of  time  of  using  it  by  aerosol  re- 
spond to  isoproterenol  which  they  then  can 
use  for  two  to  three  months  or  longer.  After 
that,  the  effect  seems  to  wear  off  a little, 
especially  when  it  is  used  three  to  four  times 
a day.  Then  epinephrine  therapy  should  be 
resumed. 

Harvey  Wolfe,  M.D.:  Are  iodides  by 

nebulizer  effective? 

Dr.  Beck:  As  far  as  iodides  by  nebulizer 
are  concerned,  there  have  been  preparations 
that  have  come  on  the  market  and  are 
recommended  for  inhalation  in  a manner  sim- 
ilar to  detergents.  They  fall  into  the  group 
of  drugs  I have  discussed  before,  namely,  a 
group  that  produces  a great  deal  of  irritation 
to  the  already  very  irritated  mucous  mem- 
brane of  the  asthmatic  patient.  Therefore, 
I prefer  not  to  use  it.  I have  seen  quite  a few 
severe  reactions  caused  by  iodide  inhalation. 
We  do  not  know,  by  the  way,  the  mechanism 
of  action  of  the  oral  iodides  but  some 
work  presently  in  progress  may  throw  some 
light  on  the  effects  of  expectorants. 

Dr.  Dworetzky:  Is  the  tracheal  fenestra- 
tion operation  useful? 

Dr.  Beck:  I mentioned  this  in  passing 

because  I thought  it  fell  a little  outside  the 
program,  but  tracheostomy,  rather  than 
tracheal  fenestration,  is  one  of  the  most  use- 
ful procedures  in  those  patients  in  whom  no 
adequate  ventilation  can  be  obtained  be- 
cause of  severe  respiratory  airway  obstruc- 
tion. 

If  a tracheostomy  appears  necessary  under 
these  circumstances,  the  dictum  should  be; 
“when  you  think  of  it,  do  it,  don’t  wait  any 
longer.”  You  open  the  trachea  and  suck  out 
some  extremely  thick  secretions  from  the 
upper  airways,  and  the  patient  begins  to 
breathe  and  oxygenate  again.  All  the  oxy- 
gen in  the  world  will  do  no  good  if  he  is  ob- 
structed. 

As  far  as  tracheal  fenestration  is  con- 
cerned, I have  had  a little  experience  with  it 
and  do  not  believe  that  the  procedure,  as  it 
stands  today,  warrants  use.  I do  not  feel 
that  it  is  effective  enough  and  I think  that 
sometimes  it  produces  contamination.  We 
must  realize  that  the  procedure  consists 


not  only  of  producing  an  external  airway 
with  a flap  over  an  opening  in  the  trachea, 
but  that  a catheter  down  into  the  main 
bronchi  and  suction  is  advocated.  Un- 
fortunately, I have  not  seen  sufficient  im- 
provement from  this  to  recommend  its 
use. 
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T he  once  classical  concept  that  diabetes 
mellitus  is  a condition  of  insulin  deficiency 
from  failure  of  the  islet  cells  of  the  pancreas 
has  been  critically  re-evaluated  in  recent 
years  and  found  to  be  misleading.1-2  The 
diabetic  state  has  much  more  subtle  and  con- 
fusing mechanisms  of  production  and  treat- 
ment than  striking  a simple  balance  between 
grams  of  carbohydrate  and  units  of  insulin. 
Normal  amounts  of  insulin  can  be  demon- 
strated to  be  circulating  in  the  blood  of  the 
ketoacidosis-resistant  diabetic  subject,  so 
attention  needs  to  be  focused  not  on  the  in- 
sulin supply  but,  rather,  on  what  takes  place 
in  the  blood  and  tissues.2-3  The  mechanisms 
by  which  tissues  utilize  nutrients  must  be 
looked  at  in  the  light  of  these  new  findings, 
for  they  offer  possible  leads  into  the  funda- 
mental disorders  responsible  for  the  ab- 
normal handling  of  carbohydrate  and  pro- 
tein and  the  diabetic  lesions  of  the  small 
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blood  vessels,  retinopathy,  cardiac  complica- 
tions, and  neurologic  changes. 

The  alterations  in  carbohydrate  metabo- 
lism in  diabetes  are  described  so  thoroughly 
in  numerous  extensive  papers  and  are,  more- 
over, so  familiar  from  everyday  experience 
that  they  do  not  require  recapitulation  here. 
However,  Weil-Malherbe, 4 in  his  extensive 
review  on  the  action  of  insulin,  suggested 
that  the  action  could  be  viewed  as  enabling 
the  cell  to  convert  glucose  to  glucose-6- 
phosphate  by  means  of  the  enzyme  hexo- 
kinase  and  utilizing  ATP  (adenosine  tri- 
phosphate) as  the  energy  source.  In  some 
way  not  yet  understood,  the  cell  concentra- 
tions of  glucose  and  of  ATP  through  in- 
creased cell  permeability  are  augmented  by 
the  hormone.  The  reasons  for  these  effects 
are  still  under  active  investigation  by  stu- 
dents of  this  problem. 

There  is  one  aspect  of  the  metabolic  de- 
fect in  diabetes,  however,  which  has  not 
been  discussed  to  the  same  extent  and  which 
is  the  main  interest  in  the  present  paper. 
This  is  the  depletion  of  the  protein  stores  in 
the  insulin-dependent  diabetic  patient  and 
his  frequent  negative  nitrogen  balance. 
The  interrelationship  of  insulin  and  other 
hormones  to  protein  metabolism  has  been 
summarized  thoroughly  recently  by  Korner 
and  Manchester.5  They  state  that  uncon- 
trolled diabetes  is  accompanied  by  a loss  of 
body  weight,  depletion  of  tissue  protein,  and 
an  ihcrease  in  the  rate  of  nitrogen  excretion. 
This  tissue  wastage  can  be  overcome  by  in- 
sulin, although  this  hormone  has  little  effect 
on  the  nitrogen  balance  in  nondiabetic  ani- 
mals or  patients.  The  insulin  has  a direct 
action  on  tissues  which  leads  to  increased 
uptake  of  amino  acids  and  their  incorpora- 
tion into  new-formed  protein.6  This  effect 
does  not  depend  on  glucose  intermediation 
since  it  can  be  demonstrated  in  vitro  in  glu- 
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cose-free  preparations  of  rat  diaphragms.5 
It  has  been  generally  accepted,  according  to 
Korner  and  Manchester,  just  cited,  that  the 
exaggerated  loss  of  nitrogen  shown  by  the 
experimentally  produced  insulin-deficient 
animal  is  caused  by  the  secretion  of  cortico- 
steroids which  are  not  balanced  by  the 
anabolic  actions  of  the  deficient  insulin.  The 
anabolic  steroids  to  be  discussed  here  also 
antagonize  the  catabolic  actions  of  cortical 
steroids  and  have  an  effect  on  blood  sugar 
levels.7  Therefore,  their  possible  role  in  the 
management  of  the  diabetic  patient  becomes 
a topic  of  interest  for  discussion  in  this  paper. 

Since  the  lesions  of  the  arterioles  may  well 
be  the  result  of  changes  in  the  protein  matrix 
of  the  vascular  walls,  as  will  be  discussed 
later,  the  availability  of  compounds  which 
can  increase  the  synthesis  of  tissue  protein 
opens  up  opportunities  for  experimentation 
and  clinical  observation  in  this  very  difficult 
field.  There  are  reports  that  the  new  syn- 
thetic anabolic  steroids  related  to  testos- 
terone can  modify  the  progress  of  the  patho- 
logic changes  of  blood  vessels  in  diabetic  pa- 
tients. It  seems  worth  while,  therefore,  to 
review  these  observations  and  to  consider 
whether  or  not  they  offer  any  leads  to  im- 
proved management  of  the  diabetic  state. 

Chemical  compounds 

The  synthetic  anabolic  steroids  are  a new 
group  of  therapeutic  agents  which  have  been 
synthesized  in  recent  years.  Interest  in  this 
field  was  stimulated  when  Kochakian  and 
Murlin  in  1935 8 reported  that  testicular  ex- 
tracts caused  retention  of  nitrogen  and  in- 
creased build-up  of  body  protein.  In  the 
same  year  the  chemical  nature  of  the  male 
sex  hormone,  testosterone,  was  worked  out 
by  Laqueur  and  his  assistants.9  With  the 
structure  of  testosterone  known,  the  chem- 
ists working  with  synthetics  have  been  able 
to  make  changes  in  the  molecule  to  attempt 
to  modify  its  actions  in  various  therapeuti- 
cally desirable  directions.  One  of  these  was 
to  increase  the  anabolic  or  tissue  build-up 
power  without  increasing  at  the  same  time 
the  sex  hormone  or  androgenic  activity. 
Several  hundred  compounds  have  been  made 
and  studied  in  pursuit  of  this  particular  ob- 
jective. From  these  there  have  appeared 
five  major  compounds  which  are  available 
for  regular  clinical  use.  One,  nandrolone 
phenpropionate,  can  be  given  only  by  in- 


jection, but  the  other  four  are  effective  when 
taken  orally.  Their  generic  names,  trade 
names,  dates  of  introduction,  and  structural 
formulas  in  comparison  to  that  of  testos- 
terone, are  given  in  Figure  1. 

Mechanism  of  action 
of  anabolic  steroids 

The  mechanism  of  action  of  anabolic 
steroids  at  the  tissue  level  is  poorly  under- 
stood because  of  the  incomplete  knowledge 
of  the  sequential  biochemical  pathways  lead- 
ing to  protein  synthesis.  The  concept  of  the 
dynamic  equilibrium  of  body  constituents,  as 
first  pointed  out  by  Schoenheimer, 10  en- 
visions a continuous  interchange  at  the 
cellular  or  molecular  level  of  free  amino  acids 
with  the  amino  acid  constituents  of  the  body 
proteins.  This  interchange  is  different  for 
different  proteins  and  for  various  organs  and 
tissues.  Some  of  the  factors  controlling  such 
processes  are:  dietary  intake,  membrane 

permeability,  energy  and  reparation  re- 
quirements, catabolism  of  amino  acids,  in- 
corporation of  amino  acids  into  cellular 
protein,  and  hormonal  balance. 

The  complex  process  of  protein  metabo- 
lism resulting  in  a net  increase  in  the  amount 
of  body  protein  depends  on  an  increased  rate 
of  synthesis  from  precursors,  a decreased  rate 
of  catabolism,  a decreased  rate  of  breakdown 
of  amino  acids  to  urea,  and  an  increased 
availability  of  precursors.  A diagrammatic 
scheme  of  these  processes  as  visualized  by 
Engel11  is  shown  in  Figure  2.  The  dynamic 
state  of  protein  metabolism  as  it  relates  to 
over-all  intermediary  metabolism  is  illus- 
trated for  the  organism  in  nitrogen  equilib- 
rium and  in  the  catabolic  and  anabolic 
states. 

Anabolic  steroids  would  be  expected  to 
exert  their  actions  through  any  one  of  the 
previously  mentioned  reactions.  It  is  not 
clear  from  the  literature  which  of  these  path- 
ways is  more  important  for  the  mediation  of 
the  protein  anabolic  action  of  the  steroids. 
Bartlett12  demonstrated  that  nitrogen  reten- 
tion in  dogs  induced  by  testosterone  de- 
pended on  increased  protein  synthesis  as  well 
as  on  decreased  breakdown  of  amino  acids, 
with  the  nitrogen  metabolic  pool  remaining 
unchanged.  These  findings  agreed  with 
those  of  Gaebler  and  Tarnowski,13  who  re- 
ported that  the  decreased  urinary  excretion 
of  urea  accompanying  testosterone  treat- 


1002  New  York  State  Journal  of  Medicine  / April  15,  1964 


FIGURE  1.  Structural  formulas  of  anabolic  steroids.  The  chemical  groups  enclosed  in  the  circles  are 
the  distinctive  and  differentiating  parts  of  the  molecules. 


normal  ORGANISM 


FIGURE  2.  Diagrammatic  scheme  of  processes 
necessary  for  regulation  of  protein  metabolism.11 


ment  was  not  reflected  in  an  elevated  blood 
nonprotein  nitrogen. 

More  refined  biochemical  studies  using 
N15-labeled  glycine  administered  intra- 
venously, suggested  that  anabolic  steroids 
influence  the  reaction  amino  acids  ^ protein 
in  the  direction  of  protein  synthesis,  but  it 
could  not  be  ascertained  whether  this  effect 
was  promoted  by  stimulation  of  protein  syn- 
thesis from  amino  acid  per  se  or  by  inhibiting 
catabolism  of  tissue  protein  to  amino 
acids.1415  The  answer  to  this  question 
should  come  from  the  in  vivo  or  in  vitro 
studies  of  the  effect  of  anabolic  steroids  on 
amino  acid  incorporation  into  tissue  protein. 


Using  C14-labeled  amino  acids,  Lee  and 
Williams16  demonstrated  that  castration  was 
followed  by  decreased  incorporation  of 
cysteine  into  kidney  and  liver  proteins. 
Related  to  this,  Frieden  etal ,17  observed  that 
kidney  slices  from  testosterone-treated  mice 
were  able  to  fix  a greater  quantity  of  labeled 
glycine  in  vitro.  This  effect  could  be  related 
to  an  active  accumulation  of  amino  acid  in 
the  intracellular  compartment  inasmuch  as 
the  hormonal  effect  decreased  as  the  concen- 
tration of  the  amino  acid  substrate  was  in- 
creased in  the  medium. 

That  the  anabolic  steroids  may  act  by 
promoting  transport  of  amino  acids  across 
cell  membranes  against  a concentration 
gradient  was  pointed  out  by  the  work  of 
Metcalf  and  Broich18  and  Metcalf  and 
Gross19  in  that  several  synthetic  anabolic 
steroids  caused  an  increase  in  the  uptake  of 
A IB  (alpha-aminoisobutyric  acid),  a non- 
metabolizable  amino  acid,  by  levator  ani 
muscle  cells.  The  distribution  ratio  of  AIB 
between  muscle  and  plasma  was  increased 
two-  to  five-fold  depending  on  the  anabolic 
steroid  used.  This  effect  was  found  to  cor- 
relate well  with  the  myotrophic  action  of  the 
anabolic  agents  based  on  levator  ani  weight 
changes. 

Nalbandov20  has  suggested  that  recent 
studies  indicate  that  the  action  of  protein  or 
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TABLE  I.  Relative  potency  of  anabolic  steroids  showing  quantitative  determinations  of  relative  potency 

ratios  in  animals  and  the  human  doses 


Effects 

Stanozolol 

Oxymetholone 

Methandros- 

tenolone 

Norethandrolone 

Nandrolone 

phenpropionate 

Therapeutic 

Myotrophic  activity 

2 X M.T.*21 

Equal  to  M.T.*25 

Equal  to  M.T.  *22 

2 X M.T.*22 

4 X T.P.P.f2* 

Nitrogen  retention 

10  X M.T.  *24 

1.75  X M.T.  *24 

1.2  X M.T.*24 

3.9  X M.T.*24 

Active22 

Nitrogen  retention 

3024 

8.7524 

3.424 

2024 

Androgenic  ratio 

3024 

8.7524 

3.424 

2024 

Anticatabolic  activity 

8 X M.T. *25 

(?) 

Equal  to  M.T.*25 

8 X M.T.*25 

Active25 

Side-effects 

Androgenic  activity 

0.33  X M.T.*2i 

0.2  X M.T. *24 

0.35  X M.T.*24 

0.19  X M.T.*24 

0.5  X T.P.P.f23 

Progestational  activity 

None25 

(?) 

Detectable26 

Highly  active26 

Active25 

Estrogenic  activity 

None2? 

(?) 

(?) 

Weakly  active26 

Questionable2  5 

Suggested  human  dose  (Mg. 

per  day  orally) 

4 to  6 

5 to  30 

5 to  10 

20  to  100 

50** 

* M.T.:  Methyltestosterone  given  by  mouth. 

* T.P.P.:  Testosterone  phenylpropionate  given  by  injection. 
**  Mg.  intramuscularly  per  week. 


steroid  hormones  is  on  or  near  the  cell  mem- 
brane. This  permits  the  amino  acids  to  pass 
through  the  cell  wall,  thus  making  them 
available  intracellularly  as  a concentrated 
substrate  for  subsequent  conversion  into 
proteins.  Inside  the  cells  the  hormones 
activate  the  microsomes  to  incorporate 
specific  available  amino  acids  into  protein. 
The  new-formed  protein  is  then  released 
from  the  microsomes  and  becomes  available 
for  growth  and  multiplication  of  cells  and 
tissues.  Growth  processes,  according  to 
Nalbandov,  thus  may  be  due  to  the  hor- 
mones’ ability  to  increase  the  concentration 
of  amino  acids  inside  cells  which  are  spe- 
cifically responsible  to  the  hormone  and  to  in- 
crease the  utilization  by  the  microsomes  of 
the  available  substrate  for  the  formation  of 
proteins. 

The  results  of  these  various  studies  permit 
the  tentative  hypothesis  that  the  protein- 
sparing action  of  anabolic  steroids  may  be 
due  to  stimulation  of  the  incorporation  of 
amino  acids  into  body  proteins  hormonally 
triggered  by  a concentrative  transfer  of 
amino  acids  across  the  cell  membrane  and  by 
a reduced  catabolism  of  intracellular  amino 
acids. 

Comparative  potencies 

The  critical  element  in  the  choice  of  an 
anabolic  agent  is  whether  or  not  a full  ana- 
bolic or  tissue  build-up  dose  can  be  used 
without  producing  unacceptable  degrees  of 
sex  stimulation  or  androgenic  activity.  The 
more  important  androgenic  side-effects  are 
acne,  hirsutism,  deepening  of  the  voice,  and 
other  signs  of  virilization.  These,  if  allowed 
to  progress,  may  become  disturbing  to  the 


patient  but  usually  disappear  on  withdraw- 
ing the  anabolic  agent  temporarily  or  on  re- 
ducing the  dose.  However,  they  are  an  un- 
desirable complication  of  anabolic  therapy, 
so  that  any  compound  completely  or  sub- 
stantially free  of  them  would  be  therapeuti- 
cally preferred. 

The  relative  activities  of  the  five  anabolic 
agents,  as  measured  quantitatively  in  ex- 
perimental animals,  are  tabulated  with  refer- 
ences in  Table  I.  The  most  reliable  esti- 
mates of  the  potency  of  the  orally  active 
compounds  are  obtained  from  the  compara- 
tive strengths  of  the  compounds  against  a 
standard  of  methyltestosterone  given  in 
parallel  tests.  A relatively  rough  measure 
of  the  anabolic  activity  is  the  myotrophic 
power  calculated  from  the  amount  of  growth 
induced  in  the  levator  ani  muscle  by  graded 
doses  of  the  steroids.  A more  informative, 
but  much  more  laborious,  method  is  to  de- 
termine the  effect  of  graded  doses  on  nitro- 
gen balance  under  very  carefully  controlled 
experimental  conditions.  This  requires  con- 
tinuous collection  and  analysis  of  the  food  in- 
take and  urinary  and  fecal  output  to  provide 
a balance  sheet  of  nitrogen  from  which  shifts 
in  body  protein  can  be  calculated.  The 
amount  of  sex  stimulation  (androgenic) 
power  is  determined  from  the  degree  of 
hypertrophy  of  the  ventral  prostate  in 
castrated  rats  under  the  influence  of  a range 
of  doses  of  the  compound  under  test. 

From  the  relative  nitrogen-retaining  and 
androgenic  potencies  can  be  calculated  a 
ratio  which  expresses  the  degree  of  separa- 
tion of  the  anabolic  from  the  androgenic 
activities.  The  greater  this  ratio,  the  less  is 
the  chance  that  a full  anabolic  dose  of  the 
steroid  will  produce  undesired  androgenic 
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side-effects.  Since  nandrolone  phenpro- 
pionate  can  be  given  only  by  injection,  it 
was  not  possible  to  compare  it  with  the 
same  standard  used  for  the  oral  preparations, 
and  thus  the  relative  potency  of  this  com- 
pound cannot  be  judged  from  the  present 
data. 

The  tabulation  in  Table  I shows  that  the 
androgenic  activity  of  all  the  oral  compounds 
ranges  between  one-fifth  to  one-third  that  of 
methyltestosterone.  The  synthetic  changes 
therefore  have  reduced  the  power  of  these 
compounds  to  stimulate  the  sex  characteris- 
tics. However,  the  anabolic  action  has  been 
increased  in  these  compounds  and  in  the 
case  of  stanozolol  most  markedly  so. 

From  these  values  the  relative  separations 
of  the  anabolic  from  the  androgenic  powers 
have  been  calculated.  They  range  from  a 
3.4-fold  separation  for  methandrostenolone 
to  one  of  30  times  with  stanozolol.  It  is 
apparent  that  the  tendency  to  produce 
androgenic  side-effects  with  stanozolol 
should  be  minimum  for  the  group. 

Effects  on  carbohydrate  metabolism 

An  interesting  series  of  observations  on 
the  interactions  of  an  anabolic  steroid  and 
insulin  was  reported  by  Cavalieri,  Quadri, 
and  Tammaro.28  Their  initial  observation 
was  that  administration  of  30  mg.  methan- 
drostenolone per  day  for  five  days  to  a pa- 
tient with  normal  blood  sugar  caused 
marked  hypoglycemia  with  the  usual  ac- 
companying symptoms.  This  man  was 
emaciated  and  had  a very  small  amount  of 
skeletal  muscle  which  was  suspected  to  have 
contributed  possibly  to  his  supposedly 
atypical  response  to  the  steroid.  Therefore, 
the  investigators  selected  9 other  patients 
with  normal  blood  sugar,  but  who  were 
marasmic,  in  poor  physical  state,  and  bed- 
fast, and  a control  group  of  the  same  number 
who  were  healthy  and  had  normal  muscular 
development.  When  the  anabolic  was  given 
to  these  18  patients,  the  blood  sugar  de- 
creased to  one-half  the  pretreatment  levels 
in  the  marasmic  individuals.  In  contrast, 
the  normally  muscled  patients  showed  no 
significant  change  in  blood  sugar  levels. 
To  further  analyze  this  difference,  the  in- 
vestigators selected  additional  groups  with 
normal  and  subnormal  muscular  develop- 
ment and  administered  insulin  to  them 
before  and  during  the  anabolic  therapy.  The 


TABLE  II.  Effect  of  stanozolol  orally  on  elderly 
prediabetic  women  (6  mg.  per  day  for  six  months)29 


Patient 

Fasting  Blood  Sugar 
(mg.  per  100  ml.) 
Before  After 

Weight 

Change 

(Pounds) 

1 

194 

128 

-4 

2 

208 

90 

-3 

3 

198 

66 

-3 

4 

154 

96 

+ 9 

5 

174 

90 

0 

6 

152 

128 

+ 10 

7 

134 

82 

+ 12 

Average 

172 

97 

+ 3 

anabolic  agent  did  not  change  the  response 
of  the  well-muscled  patients  to  insulin. 
However,  in  the  emaciated  patients  insulin 
had  less  effect  on  the  blood  sugar  level  during 
the  anabolic  therapy  than  before  the  steroid 
was  given.  The  authors  concluded  that  the 
lowering  of  blood  sugar  produced  in  the 
marasmic,  but  not  the  nonemaciated,  pa- 
tients may  cause  an  increased  appetite  and 
thus  bring  about  greater  food  intake  which 
contributes  to  the  anabolic  therapeutic 
response. 

The  anabolic  steroids  can  affect  the  level 
of  blood  sugar  in  both  the  “prediabetic”  and 
diabetic  patient,  although  the  results  are  not 
uniform.  In  the  nondiabetic  person  the 
changes  from  normal  are  equivocal  and 
probably  the  result  of  inherent  variability  of 
blood  sugar  levels  rather  than  reflecting  some 
underlying  and  uncompensated  mechanism 
of  action. 

Sister  Michael  Marie,29  in  a series  of  25 
geriatric  women  who  were  to  be  treated  with 
stanozolol,  observed  7 who  had  pretreatment 
fasting  blood  sugar  levels  averaging  172  mg. 
per  100  ml.  After  six  months  on  6 mg.  per 
day  of  stanozolol  orally,  the  average  blood 
sugar  value  was  reduced  to  97  mg.  per  100 
ml.,  with  all  7 patients  showing  decreases. 
These  results  are  tabulated  in  Table  II. 
There  was  no  obvious  correlation  between 
these  decreases  in  blood  sugar  and  the 
changes  of  weight  observed  in  the  patients. 

In  3 diabetic  patients  Pergola30  did  not  ob- 
serve any  change  in  the  blood  sugar  levels 
while  administering  stanozolol  for  its  ana- 
bolic action  on  body  weight.  Landon  and 
his  co workers 31  compared  the  effects  of 
methandienone  in  8 healthy  men  and  25  pa- 
tients. In  the  majority  the  steroid  lowered 
the  fasting  blood  sugar  and  impaired  the 
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tolerance  to  both  oral  and  intravenous 
glucose.  The  blood  pyruvate  levels  were  not 
changed  by  the  therapy.  The  authors 
speculated  that  an  effect  on  hepatic  function 
could  account  for  the  changes  but  did  not 
explore  this  possibility  fully. 

Dardenne32  studied  the  effects  of  nan- 
drolone  decanoate  in  both  normal  and 
diabetic  patients  during  a sixty-day  medica- 
tion period.  There  was  no  apparent  change 
in  the  fasting  blood  sugar  of  the  normal  sub- 
jects. However,  of  31  diabetic  patients  the 
blood  sugar  levels  were  lowered  in  24.  The 
effects  were  prompt,  being  seen  in  the  first 
five  days  of  medication.  It  seems  probable 
from  this  type  of  observation  that  the  blood 
sugar  level  of  the  normal  individual  is  suf- 
ficiently well  poised  by  reactive  mechanisms 
that  any  underlying  effect  of  the  anabolic 
agent  does  not  change  significantly  the  pre- 
existing level.  However,  in  the  diabetic  pa- 
tient with  a high  blood  sugar  the  steroid 
modifies  the  tissue  balance  as  it  does  to 
amino  acids,  discussed  previously,  and  the 
blood  sugar  level  is  correspondingly  reduced. 

This  peripheral  action  of  the  steroid  in 
diabetic  patients  has  been  analyzed  in  con- 
siderable detail  by  several  investigators. 
Weissel33  reported  that  in  3 of  his  7 diabetic 
patients  nandrolone  phenpropionate  had  a 
definite  antidiabetic  action.  He  observed 
that  it  increased  the  response  to  insulin, 
overcame  insulin  resistance,  relieved  acido- 
sis, and  produced  a gain  in  weight.  The  gen- 
eral improvement  in  nutritional  state  was 
accompanied  by  favorable  changes  in  the 
pathologic  effects  present  in  the  kidney  and 
retina. 

Landon  and  his  collaborators34  studied  the 
effects  of  methandienone  in  7 healthy  and  24 
diabetic  patients.  The  steroid  increased  the 
hyperglycemic  response  to  glucagon  and  re- 
duced the  changes  in  plasma  phosphorus.  It 
did  not,  however,  change  the  degree  of  hy- 
perglycemia produced  by  epinephrine  injec- 
tions. When  insulin  was  given  intra- 
venously, there  was  the  same  hypoglycemic 
response  as  seen  when  the  anabolic  steroid 
was  not  being  given.  The  authors  concluded 
that  the  effects  of  the  anabolic  agent  were 
probably  not  mediated  by  the  adrenal  cortex, 
but  they  did  not  attempt  to  offer  a complete 
explanation  of  the  response  to  the  steroid. 

The  most  extensive  study  reported  on  the 
metabolic  responses  of  the  diabetic  patient 
to  anabolic  steroids  is  probably  that  of 


Houtsmuller. 35  Although  he  was  particu- 
larly interested  in  retinopathy,  his  studies 
are  very  informative  on  the  basic  mecha- 
nisms by  which  the  anabolic  steroids  may  af- 
fect carbohydrate  and  protein  metabolism 
in  the  diabetic  patient.  He  reported  the 
responses  of  78  diabetic  patients  of  whom  24 
were  used  as  controls  and  the  remainder  were 
given  nandrolone  phenpropionate  or  de- 
canoate. The  most  striking  subjective  re- 
sult was  a rapid  improvement  in  the  general 
condition  with  a more  lively  appetite  and 
less  tendency  to  fatigue.  Weight  changes 
were  seen  rarely.  The  major  change  ob- 
served was  an  increased  susceptibility  to 
hypoglycemia  which  apparently  was  due  to 
reduced  insulin  requirements.  This  de- 
crease ranged  from  10  to  90  per  cent  with  an 
average  reduction  of  about  40  per  cent  in 
insulin  need.  Glucose  tolerance  was  also 
raised.  In  about  half  the  steroid -treated  pa- 
tients the  blood  cholesterol  dropped,  and  the 
phospholipids  rose. 

The  investigations  of  these  various 
workers  suggest  that  in  both  the  so-called 
“prediabetic”  and  diabetic  patient  the 
administration  of  various  anabolic  steroids 
can  reduce  importantly  the  fasting  blood 
sugar  level,  can  reduce  the  amount  of  in- 
sulin needed,  and  can  restore  the  sensitivity 
to  insulin  where  this  has  been  reduced.  This 
total  effect  is  to  decrease  the  intensity  of  the 
diabetes  and  thus  to  assist  in  its  therapeutic 
management.  The  ancillary  benefits  of  im- 
proved appetite,  sense  of  well-being  and  in- 
creased physical  vigor  are  also  therapeutic 
gains  of  importance  in  the  long-continued 
therapy  which  diabetes  necessitates. 

There  is  insufficient  data  to  indicate 
clearly  whether  or  not  there  is  any  qualita- 
tive difference  between  the  anabolic  steroids 
in  their  actions  on  the  diabetic  organism. 
However,  the  observations  of  Landon  et 
a/.31-34  cited  previously  suggest  that  methan- 
drostenolone,  since  it  impairs  glucose 
tolerance,  may  not  be  as  suited  for  control  of 
protein  metabolism  in  the  diabetic  patient 
as  are  certain  other  anabolic  steroids.  This 
property  of  methandrostenolone  may  be 
related  to  its  alleged  weak  glucocorticoid 
activity36  and/or  its  inability  adequately  to 
counteract  the  catabolic  action  of  adrenal 
cortical  hormones  as  observed  in  animal  ex- 
periments already  cited.  It  seems  probable 
that  in  general  the  value  of  the  anabolic 
steroids  should  be  proportional  to  their 
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anabolic  rather  than  to  their  androgenic 
activity,  and  therefore  the  compound  which 
gives  the  greatest  anabolic  action  with  the 
least  of  the  androgenic  side-effects  would  be 
the  compound  preferred.  This  indicates 
that  further  and  more  detailed  studies  in 
diabetic  patients  on  stanozolol  are  needed 
since,  from  what  is  known  of  its  actions  so 
far,  it  should  be  the  most  effective  at  least  of 
the  orally  active  anabolic  agents. 

Diabetic  retinopathy 

Diabetic  retinopathy  is  one  of  the  most 
important  complications  of  diabetes  because 
of  the  disablement  of  blindness  and  its  lack 
of  response  to  specific  therapy  or  even  to 
well-maintained  clinical  control  of  the  dia- 
betes with  diet  and  insulin.  As  diabetic  pa- 
tients are  living  longer,  they  are  having 
more  time  to  develop  the  degenerative 
changes  seen  in  retinopathy,  so  that  the 
incidence  has  more  than  tripled  since  insulin 
was  discovered.  The  statistics  on  incidence 
have  been  brought  together  by  Dardenne,32 
who  summarized  the  frequency  of  retinop- 
athy in  thousands  of  diabetic  patients  ex- 
amined by  many  ophthalmologists.  His 
figures  are  presented  in  Table  III  in  con- 
densed form.  It  will  be  seen  from  the  data 
that  the  incidence  in  the  beginning  of  the  in- 
sulin era  was  between  10  and  14  per  cent  of 
all  diabetic  patients  examined.  In  most  re- 
cent years  the  incidence  has  been  47  per  cent, 
and  this  value  is  likely  to  be  exceeded  in  the 
years  to  come  if  effective  means  of  treatment 
are  not  developed.  Houtsmuller35  estimates 
that  these  lesions  are  present  in  70  per  cent  of 
the  diabetic  patients  of  fifteen  to  twenty 
years  standing,  and  that  5 to  13  per  cent  of 
the  total  blindness  in  the  community  is  due 
to  diabetic  retinopathy. 

The  pathologic  lesions  are  a complex  of 
degenerative  changes  of  all  elements  of  the 
retina,  including  the  neurons,  rods  and  cones, 
capillaries,  and  venules.  Microaneurysms  of 
the  blood  vessels  occur  following  degenera- 
tive changes  in  vessel  walls,  and  these  can 
lead  to  small  circumscribed  hemorrhages. 
Thrombosis  of  the  aneurysms  may  occur  fol- 
lowed by  hyaline  thickening  and  occlusion  of 
the  lumen  of  the  capillaries.  The  final 
picture  of  advanced  diabetic  retinopathy  is 
blindness  associated  with  extensive  degen- 
erative changes  in  vessels  and  nervous 
structures,  exudates,  cystoid  degeneration, 


TABLE  III.  Increased  incidence  of  diabetic 
retinopathy  since  the  development  of  insulin32 

Cases 

Number  of  with 
Diabetic  Diabetic  Per  Cent  of 
Patients  Retinop-  Diabetic 
Year  Examined  athy  Patients 


1921 

300 

44 

14.7 

1930  to  1934 

2,452 

253 

10.3 

1935  to  1939 

3,665 

682 

18.6 

1940  to  1944 

2,350 

476 

20.2 

1945  to  1949 

1,021 

312 

30.6 

1950  to  1954 

3,639 

1,601 

41.2 

1955  to  1960 

2,119 

996 

47.0 

and  hemorrhages.  These  changes  have  been 
described  recently  in  meticulous  detail  by 
Bloodworth,37  and  the  vascular  alterations 
especially  have  been  described  by  Hausler 
and  Sibay.38 

Houtsmuller35  has  given  a very  compre- 
hensive schema  of  the  fundamental  bio- 
chemical changes  underlying  the  pathologic 
lesions.  The  clinical  observations  in  his  78 
patients  have  been  referred  to  earlier.  He 
showed  that  the  blood  protein  spectrum  of 
his  patients  was  improved  by  the  anabolic 
agents,  an  effect  in  keeping  with  the  protein 
anabolic  potency  of  these  compounds. 
During  the  treatment  with  the  steroids  he 
reported  that  vision  was  improved  or  un- 
changed in  74.5  per  cent  of  cases  and  was  de- 
creased in  7.5  per  cent.  The  ophthalmic  im- 
provement was  greater  than  had  been  ex- 
pected, particularly  because  of  the  extensive 
retinopathy  in  many  of  the  patients. 

Favorable  clinical  responses  of  the  reti- 
nopathy to  the  anabolic  steroids  have  been 
reported  by  a considerable  number  of  in- 
vestigators. Representative  observations 
may  be  cited,  such  as  those  of  Valk,39  who 
used  25  mg.  of  nandrolone  phenpropionate 
weekly  in  12  patients  with  promising  effects 
on  the  retinopathy.  Beuret40  gave  12.5  to 
150  mg.  methandrostenolone  daily  for  from 
thirty -three  to  one  hundred  thirty -three  days 
to  12  diabetic  patients.  There  was  improve- 
ment in  7 ophthalmologic  examinations,  no 
change  in  5,  and  deterioration  in  only  3. 
With  his  range  of  dosage  of  this  steroid  the 
side-effects  were  greater  than  usual,  being 
nausea,  vomiting,  fluid  retention  with  edema, 
increased  hypertension,  cardiac  irregularities, 
and  ketosis. 

Fabry kant 41  studied  16  diabetic  patients 
with  retinopathy.  He  gave  special  diets  of 
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low  fat  40  to  60  Gm.  and  high  protein  120  to 
140  Gm.  a day.  These  were  combined  with 
either  nandrolone  phenpropionate,  meth- 
androstenolone,  or  oxymetholone.  In  14  of 
the  16  patients  no  new  hemorrhages  ap- 
peared during  the  treatment  period.  The 
retinopathy  in  some  cases  was  reversed  and 
in  the  others  was  stabilized  so  that  no  new 
lesions  developed.  Dardenne32  treated  48 
patients  for  more  than  eighteen  months  with 
nandrolone  phenpropionate  and  for  three 
months  with  orgabolin.  Eight  of  the  pa- 
tients had  less  retinopathy,  in  34  there  was 
no  progression  of  the  condition,  and  in  only 
6 was  it  worse  than  at  the  beginning  of  the 
anabolic  administration.  He  suggested  that 
the  experimental  information  available  at 
this  time  seemed  to  indicate  that  the  cause 
of  the  diabetic  retinopathy  was  not  so  much 
the  diabetic  disturbance  in  carbohydrate 
turnover  as  the  coexistent  abnormalities  in 
protein  and  fat  metabolism  and  in  depletion 
of  the  body’s  protein  reserves.  If  this  view- 
point turns  out  to  be  well  founded,  it  would 
indicate  that  the  anabolic  steroids  should  be 
studied  intensively  in  this  application  and 
that  particular  attention  should  be  given  to 
stanozolol,  since  it  has  greater  anabolic 
potency  per  unit  of  androgenicity  than  the 
related  steroids. 

Fibrinolytic  activity 

An  interesting  observation  has  been  made 
recently  by  Fearnley  and  Chakrabarti42 
that  testosterone  in  6 patients  with  oc- 
clusive vascular  disease  increased  the  fibrino- 
lytic activity  of  the  blood  and  apparently 
improved  the  condition.  One  of  these  pa- 
tients was  diabetic  and  responded  also  with 
a lowering  of  the  fasting  blood  sugar.  These 
investigators  reasoned  that  anabolic  steroids 
would  be  preferable  to  testosterone  because 
of  the  lesser  side-effects.  One  trial  of  this 
hypothesis,  using  nandrolone  phenpro- 
pionate, produced  the  anticipated  increase  in 
fibrinolysis.  These  observations  suggest 
that  in  the  thromboembolic  episodes  of 
diabetes  and  other  diseases  where  such 
thrombotic  changes  are  encountered,  the 
anabolic  steroids  should  be  administered  up 
to  the  limits  of  tolerance  to  explore  further 
the  alleged  fibrinolytic  effects  of  the  ana- 
bolic agents.  The  choice  of  agent  here  would 
seem  again  to  depend  on  getting  the  maxi- 
mum anabolic  effect  at  the  cost  of  the  fewest 


side-effects.  These  observations  appear  to 
open  up  an  attractive  area  for  intensive 
clinical  study  to  determine  the  potential 
therapeutic  value  of  this  fibrinolytic  action. 

Summary 

Based  on  investigational  data,  the  syn- 
thetic anabolic  steroids  appear  to  have  a 
direct  action  on  the  diabetic  state  by  re- 
ducing blood  sugar,  lowering  the  insulin  re- 
quirements, restoring  reactivity  in  the  in- 
sulin-resistant patient,  and  improving  the 
general  condition  through  better  appetite, 
weight  gains,  and  sense  of  well-being.  In 
diabetic  retinopathy  they  apparently  have 
arrested  the  progress  of  the  pathologic 
changes  in  the  majority  of  reported  cases. 
It  has  been  postulated  that  this  is  due  to  the 
protein  anabolic  effects  which  offset  the 
tissue  protein  deprivation  which  is  char- 
acteristic of  diabetes.  However,  since  the 
anabolic  steroid  can  affect  both  carbo- 
hydrate and  protein  metabolism  at  the  cel- 
lular level,  there  are  various  other  possible 
mechanisms  by  which  they  might  favorably 
affect  diabetic  retinopathy. 

The  choice  of  an  anabolic  steroid  for  such 
applications  should  depend  on  getting  the 
maximal  anabolic  activity  at  the  expense  of 
minimal  amount  of  androgenic  or  other 
side-effects.  There  are  wide  differences  be- 
tween the  available  compounds  in  the  degree 
of  separation  of  these  two  modalities  of 
action.  From  the  quantitative  data  so  far 
available  it  appears  that  the  separation  is 
greatest  in  the  compound  stanozolol,  and 
this  product  therefore  would  seem  to  be  the 
agent  of  choice  in  the  therapeutic  trial  of 
anabolic  actions. 
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new  cases  of  tuberculosis  in  New  York  City  in 
1963,  which  has  necessitated  an  intensification 
of  efforts  to  control  the  disease. 

“In  1963,  routine  chest  x-ray  examinations 
were  given  326,300  patients  at  19  municipal 
and  15  voluntary  hospitals  in  New  York  City. 
Active  tuberculosis  was  found  in  2,060  persons 
and  suspected  cancers  and  precancerous  con- 
ditions in  1,080  more.  This  extension  of  the 
program  is  expected  to  reveal  several  hundred 
more  cases  of  tuberculosis  and  contribute  sub- 
stantially to  stopping  the  spread  of  tuberculosis. 
Since  these  persons  will  be  hospital  patients  at 
the  time  of  the  examination,  they  will  get 
prompt  treatment,”  the  doctors  said. 
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Pheochromocytoma 
and  Neurofibromatosis 


Case  history 

A thirty-five-year-old  white  woman  was 
admitted  for  excision  of  multiple  cutaneous 
neurofibromas  which  had  been  present  since 
birth.  Similar  cutaneous  lesions  had  been 
excised  when  she  was  twenty -one  and  again 
at  age  twenty-eight  years.  Physical  ex- 
amination on  admission  to  the  hospital 
showed  her  blood  pressure  to  be  140/84 
mm.  Hg.  There  were  multiple  cutaneous 
nodules  and  cafe  au  lait  spots  widely  dis- 
tributed over  the  body  but  prominent  over 
the  thorax  and  abdomen  (Fig.  1). 

Multiple  neurofibromas  were  removed 
under  general  anesthesia  but,  suddenly, 
during  the  operative  procedure,  her  blood 
pressure  rose  to  200/110  mm.  Hg,  and  the 
patient  developed  acute  pulmonary  edema. 
Postoperatively,  she  presented  signs  and 
symptoms  of  myocardial  infarction  but  im- 
proved with  medical  therapy. 

Careful  questioning  disclosed  that  she  had 
suffered  episodic  headaches  during  the  pre- 
vious four  years.  These  came  on  suddenly, 
often  associated  with  bending,  and  consisted 
of  a dull  throbbing  pain  which  began  in  her 
upper  abdomen  and  traveled  upward  to  her 
head.  The  headaches  were  associated  with 
palpitations,  sweating,  feelings  of  warmth, 
and  cold  in  her  extremities.  These  severe 
episodes  were  short  lived  and,  since  she  re- 
turned to  a normal  symptomatic  state 
promptly,  no  further  action  had  been  taken. 


FIGURE  1.  Numerous  cafe  au  lait  spots  and 
cutaneous  nodules. 


She  was  unaware  of  hypertension  or  heart 
disease. 

Laboratory  studies  were  within  normal 
limits  on  admission,  but  the  serum  trans- 
aminase rose  to  270  on  the  second  postopera- 
tive day,  returning  to  normal  after  seven 
days.  Total  catechol  amines  were  2,050 
micrograms  in  twenty-four  hours  with 
vanilmandelic  acid  of  33  and  21  mg.  in 
twenty -four  hours  (normal  values:  catechol 
amines  200  micrograms;  vanilmandelic  acid 
1 to  6 mg.). 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  Roentgeno- 

grams of  the  chest,  abdomen,  and  kidneys 
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FIGURE  2.  Retroperitoneal  nitrous  oxide  clearly 
outlines  upper  pole  of  each  kidney.  Arrow  shows 
rounded  soft  tissue  mass  in  right  adrenal  area, 
outlined  by  nitrous  oxide. 

showed  no  evidence  of  abnormality.  There 
was  a mild  scoliosis  of  the  lower  dorsal 
spine  and  concavity  to  the  right,  associated 
with  marginal  deformities  on  the  right  of  the 
bodies  of  the  lower  three  dorsal  and  first 
lumbar  vertebrae.  The  cutaneous  nodules 
were  seen  as  round  soft  tissue  densities  over- 
lying  the  upper  abdomen. 

Retroperitoneal  gas  insufflation  was  per- 
formed under  local  anesthesia.  Nitrous 
oxide  gas  was  introduced  through  a needle 
inserted  between  the  rectum  and  sacrum. 
The  patient  tolerated  this  procedure  without 
difficulty  and  showed  no  hypertensive  or 
other  untoward  reaction.  The  retropneumo- 
peritoneal  roentgenogram  clearly  demon- 
strated a rounded  tumor  mass  at  the  upper 
pole  of  the  right  kidney.  This  appeared  to 
be  separate  from  but  adjacent  to  a triangular 
soft  tissue  shadow  outlined  by  the  nitrous 
oxide  which  had  the  appearance  of  a slightly 
enlarged  adrenal  gland  (Figs.  2 and  3).  The 
upper  pole  of  the  right  kidney  appeared 
normal,  and  no  abnormality  was  seen  in  the 
area  of  the  left  adrenal  gland. 


FIGURE  3.  Barium  in  stomach  and  duodenum 
graphically  rules  out  possibility  of  duodenal 
shadow  as  cause  of  rounded  tumor-like  shadow. 
Note  that  triangular  shadow  of  right  adrenal  and 
rounded  tumor  mass  (arrow)  are  superimposed  in 
this  projection. 


Surgical  discussion 

Harold  A.  Zintel,  M.D.:  At  operation, 
an  ovoid  mass  measuring  4 by  3 cm.  was  re- 
moved with  considerable  difficulty  from  the 
posterior  lateral  aspect  of  the  inferior  vena 
cava  and  the  right  renal  vein.  Approxi- 
mately one  half  of  the  mass  lay  behind  these 
vessels.  During  removal  of  this  mass,  no 
typical  right  adrenal  vein  was  observed  and 
no  bright  yellow  adrenal  cortical  tissue  was 
seen  anywhere. 

This  mass  was  removed  and  the  frozen 
section  revealed  that  it  was  a neurofibroma. 
Search  was  then  made  for  a second  tumor 
behind  the  right  lobe  of  the  liver.  Here  an 
ovoid  mass  6.5  by  8 cm.  was  discovered  on 
the  right  side  of  the  inferior  vena  cava.  An 
enlarged  right  adrenal  vein  was  observed 
and  adrenal  cortical  tissue  was  seen  dis- 
persed over  the  surface  of  the  mass  with  a 
larger  mass  of  adrenal  tissue  on  one  surface 
of  the  tumor.  This  mass  with  all  the  adrenal 
tissue  was  removed.  A small  heart-shaped 
accessory  adrenal  gland  was  noted  which  was 
about  0.5  cm.  in  length.  This  was  left  in 
place  without  disturbing  its  vessels.  The 
left  adrenal  gland  appeared  normal,  and  no 
aberrant  adrenal  tissue  was  seen  in  the  para- 
vertebral areas,  lumbar  gutter,  along  the 
lower  portion  of  the  abdominal  aorta,  or 
along  the  common  iliac  vessels.  Figure  4,  a 
drawing,  illustrates  the  positions  occupied  by 
the  two  masses  in  relation  to  the  inferior 
vena  cava  and  renal  veins.  The  right  ad- 
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FIGURE  4.  Drawing  of  inferior  vena  cava  with 
tributary  renal  veins  to  indicate  positions  of  the 
neurofibroma  (lower  mass)  and  pheochromo- 
cytoma  (upper  mass).  Right  adrenal  gland  and 
its  vein  are  shown  on  the  surface  of  the  pheochro- 
mocytoma. 


renal  gland  is  shown  lying  on  the  surface  of 
the  pheochromocytoma. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  Figure  5 shows 
cross  sections  of  the  two  tumors.  The  pheo- 
chromocytoma was  pale  brown  and  lobu- 
lated,  the  neurofibroma  pale  yellow  and 
homogeneous.  While  the  bulk  of  the  adrenal 
gland  appears  to  rest  on  one  aspect  of  the 
pheochromocytoma,  there  is  actually  an 
attenuated  rim  of  cortical  tissue  covering  the 
remainder  of  the  surface,  a clear  indication 
that  the  tumor  arose  in  the  adrenal  medulla. 
Figure  6,  a photomicrograph,  demonstrates 
the  cell  composition  of  the  tumor.  Special 
staining  technics  brought  out  the  character- 
istic brown  granules  in  the  cytoplasm  of  the 
tumor  cells. 

Figures  2 and  5 should  now  be  compared. 
The  pheochromocytoma  with  the  mass  of 


FIGURE  5.  Cross  sections  of  the  pheochromo- 
cytoma (right)  and  neurofibroma  (left).  The  bulk 
of  the  adrenal  rests  on  one  surface  of  the  pheo- 
chromocytoma, but  a thin  rim  of  cortex  covers  the 
remaining  surface  of  the  mass. 


FIGURE  6.  Photomicrograph  showing  charac- 
teristic histologic  features  of  the  pheochromo- 
cytoma. 


adrenal  tissue  on  one  surface  corresponds  to 
the  shadow  outlined  by  the  nitrous  oxide. 
The  neurofibroma  is  not  seen  in  the  roent- 
genogram. 

Comment 

Dr.  Finby:  Pheochromocytomas  usually 
arise  in  the  adrenal  glands.  Indeed,  only 
one  of  ten  is  found  elsewhere  and  then  most 
often  in  the  organs  of  Zuckerkandl  in  the 
vicinity  of  the  bifurcation  of  the  aorta. 

Suspicion  of  pheochromocytoma  warrants 
careful  study  of  the  abdomen  and  pyelo- 
graphic  examinations.  Rarely  there  is  cal- 
cification in  the  tumor  mass  and  occa- 
sionally the  mass  is  large  enough  to  displace 
a kidney.  More  often,  the  site  of  the  tumor 
is  not  obvious,  and  special  studies  are  re- 
quired. Presacral  gas  insufflation  may  dis- 
close the  tumor  and,  as  in  the  patient  here 
presented,  be  sufficient  for  localization.  If 
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the  tumor  is  not  apparent,  retrograde 
aortography  can  be  used  to  supplement  the 
retroperitoneal  pneumogram. 

The  diagnosis  of  an  adrenal  mass  is  not 
always  a simple  matter.  There  are  errors 
of  misinterpretation  (false  positives)  and 
lack  of  recognition  (false  negatives). 

If  a tumor  mass  is  not  recognized  in  the 
area  of  either  adrenal  after  presacral  gas 
insufflation,  it  is  necessary  to  be  certain  that 
sufficient  gas  has  dissected  above  each 
kidney  before  ruling  out  the  possibility  of  an 
adrenal  tumor.  Aortography  with  demon- 
stration of  the  adrenal  vessels  and  a vascular 
tumor  mass  can  be  an  excellent  supplement. 
If  proper  precautions  are  taken  when  pheo- 
chromocytoma  is  suspected,  presacral  gas 
insufflation  and  retrograde  aortography 
should  present  no  unusual  hazard  to  the  pa- 
tient. Aortography  may  be  helpful  in 
locating  tumor  masses  when  they  are  outside 
the  adrenal  area.  Lateral  projections  may 
be  used  to  study  the  lower  aorta  at  the  origin 
of  the  inferior  mesenteric  artery  for  the  less 
common  locations  of  pheochromocytoma. 

When  a tumor  mass  is  recognized  in  the 
area  of  the  adrenal,  particularly  with  the  aid 
of  retroperitoneal  gas,  it  is  important  to  seek 
accessory  tumor  masses  since  10  per  cent  of 
pheochromocytomas  are  bilateral.  The 
finding  of  a tumor  mass  in  the  area  of  the 
adrenal  is  not  conclusive  evidence  of  a pheo- 
chromocytoma. Indeed,  in  our  patient  it  is 
difficult  to  be  certain  about  differentiating 
the  soft  tissue  mass  of  pheochromocytoma 
from  the  mass  of  the  neurofibroma.  It  is  not 
difficult  to  confuse  the  shadows  of  normal 
structures,  such  as  the  fundus  of  the  stomach, 
spleen,  duodenal  bulb,  pancreas,  or  liver, 
and  misinterpret  such  shadows  as  tumor 
masses  of  the  adrenal.  Barium  in  the  upper 


gastrointestinal  tract,  the  use  of  special 
roentgenographic  projections,  and  tomog- 
raphy are  helpful  in  avoiding  these  er- 
rors.1-3 

Dr.  Begg:  There  are  three  important 
features  in  this  case.  First,  myocardial  in- 
farction in  a premenopausal  woman  occurs 
so  rarely  that,  when  it  occurs,  it  should 
direct  the  physician  to  a careful  search  for  a 
predisposing  disease. 4 Second,  precise  meth- 
ods for  the  diagnosis  of  pheochromocytoma, 
both  roentgenologic  and  biochemical,  are 
available.  Third,  pheochromocytoma  occurs 
with  sufficient  frequency  in  patients  with 
neurofibromatosis  that  it  must  be  considered 
in  any  patient  with  neurofibromatosis.5  The 
importance  of  this  third  feature  is  well  il- 
lustrated by  the  case  presented  here:  acute 
myocardial  infarction,  surely  a consequence 
of  her  unsuspected  pheochromocytoma,  oc- 
curred when  this  patient  was  subjected  to 
surgery  under  general  anesthesia.  If  this 
patient  had  been  studied  for  the  presence  of 
pheochromocytoma  prior  to  her  surgery,  she 
might  well  have  been  spared  the  danger 
presented  by  myocardial  infarction. 


References 

1.  Hemley,  S.  D.,  Kittredge,  R.  D.,  and  Finby,  N.: 
Combined  presacral  gas  insufflation  and  retrograde  aortog- 
raphy in  differential  diagnosis  of  retroperitoneal  tumors, 
Ann.  Surg.  157:  606  (Apr.)  1963. 

2.  Pendergrass,  H.  P.,  et  al .:  Roentgen  technics  in  the 
diagnosis  and  localization  of  pheochromocytoma,  Radiology 
78:  725  (May)  1962. 

3.  Scordamagila,  L.,  Hamm,  F.  C.,  and  Waterhouse,  K.: 
Roentgen  diagnosis  of  suprarenal  densities.  New  York  State 
J.  Med.  60:  68  (Jan.  1)  1960. 

4.  Weinred,  H.  L.,  German,  E.,  and  Rosenberg,  B.:  A 
study  of  myocardial  infarction  in  women,  Ann.  Int.  Med.  46: 
285  (Feb.)  1957. 

5.  Chapman,  R.  C.,  Kemp,  V.  E.,  and  Taliaferro,  I.: 
Pheochromocytoma  associated  with  multiple  neurofibroma- 
tosis and  intracranial  hemangioma.  Am.  J.  Med.  26:  883 
(June)  1959. 


April  15,  1964  / New  York  State  Journal  of  Medicine  1013 


Case  Reports 


Alcohol-Induced 

Hypoglycemia 
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X he  failure  to  recognize  a hypoglycemic 
origin  of  bizarre  neurologic  signs  and 
symptoms  and  abnormal  mental  behavior 
in  patients  who  have  recently  consumed 
alcohol  may  result  in  irreversible  cerebral 
damage  and  death.  Although  sporadic 
reports  on  the  hypoglycemic  activity  of 
alcohol  have  appeared  since  1941,  current 
reviews  on  abnormal  depression  of  blood 
sugar  fail  to  recognize  such  a cause  of 
hypoglycemia.  The  following  case  report 
is  presented  as  an  example  of  this  still  not 
widely  recognized  disorder. 

Case  report 

A forty-seven-y ear-old  Negro  man  was 
hospitalized  after  being  found  unconscious 
in  his  room.  Although  an  odor  of  alcohol 
was  not  detected  on  his  breath,  a history 
of  past  and  recent  excessive  drinking  and 
poor  intake  of  food  was  offered  by  neighbors. 
He  was  known  to  have  epilepsy,  to  be 
addicted  to  alcohol,  and  to  have  been 
hospitalized  at  a psychiatric  institution 
with  a diagnosis  of  Korsakoff’s  psychosis. 
Prior  admissions,  precipitated  by  acute 
alcoholism,  had  led  to  additional  diagnoses 
of  essential  hypertension,  nutritional  anemia, 
and  portal  cirrhosis.  This  last  diagnosis 
had  been  based  only  on  the  finding  of 
hepatomegaly;  laboratory  evidence  of  hepa- 
tocellular damage  had  been  minimal. 


Physical  findings.  Physical  examina- 
tion revealed  that  the  patient  was  comatose, 
cold,  poorly  nourished,  well  hydrated, 
and  unresponsive  to  painful  stimuli.  The 
rectal  temperature  was  below  the  94  F. 
minimum  reading  on  the  standard  clinical 
thermometer.  The  pulse  rate  was  60  per 
minute  and  irregular.  The  respirations 
were  shallow  at  20  per  minute,  and  the 
blood  pressure  was  150/100  mm.  Hg. 
No  evidence  of  jaundice  was  found.  A 
superficial,  bleeding  laceration  was  noted 
in  the  right  frontal  area.  The  neck  was 
supple,  and  carotid  pulsations  were  strong 
and  symmetrical.  There  was  no  neck  vein 
distention.  The  pupils  were  mydriatic  and 
failed  to  respond  to  fight.  Fundoscopic 
examination  revealed  no  abnormalities. 
Mucous  membranes  were  normal,  and  the 
gag  reflex  was  present.  The  heart  was 
not  enlarged  to  percussion,  the  heart  sounds 
were  satisfactory,  and  no  murmurs  were 
heard.  Rales  were  present  over  the  right 
lower  lateral  chest.  The  abdomen  was 
flat  and  soft.  The  fiver  was  palpable  3 
fingerbreadths  below  the  costal  margin. 
The  extremities  were  rigid,  and  the  deep 
tendon  reflexes  were  hyperactive  and  sym- 
metrical. The  plantar  reflexes  were  flexor 
in  type. 

Laboratory  findings.  The  results  of 
a urinalysis  were  normal,  the  hematocrit 
was  37,  and  the  white  cell  count  was  7,700, 
with  a normal  differential.  The  blood 
urea  nitrogen  was  15.3  mg.  per  100  ml. 
Blood  electrolytes  were  normal.  A chest 
film  taken  on  admission  showed  clear  lungs 
and  a normal  heart  shadow.  Recent  frac- 
tures of  the  fourth,  fifth,  and  sixth  ribs 
at  the  right  anterior  axillary  fine  were 
noted. 

Among  the  initial  clinical  impressions, 
the  possibility  of  hypoglycemia  was  con- 
sidered and  confirmed  by  the  finding  of  a 
blood  sugar  of  12  mg.  per  100  ml.  (Folin- 
Wu  method).  Before  the  test  report  was 
received,  intravenous  glucose  had  been 
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administered  and  had  produced  a prompt 
and  complete  return  of  consciousness.  The 
glucose  was  administered  at  11  a.m. 
At  2:30  p.m.  the  rectal  temperature  was 
95  F.,  at  3 p.m.  it  was  95.8  F.;  at  6 p.m., 
seven  hours  after  the  patient  regained 
consciousness,  the  temperature  reached 
100  F.  and  then  leveled  off  at  98.6  F. 

The  bilirubin  was  normal,  the  alkaline 
phosphatase  was  6.3  units  (normal,  2 to 
8 units),  and  the  sulfobromophthalein 
sodium  retention  was  5.9  per  cent  after 
forty -five  minutes.  The  thymol  turbidity 
was  0.9  units,  and  the  cephalin  flocculation 
showed  negative  results.  The  albumin- 
globulin  ratio  was  3. 7/2. 9.  The  protein- 
bound  iodine  uptake  was  3.5  micrograms  per 
100  ml.  A film  of  the  skull  showed  a normal 
sella  turcica. 

On  the  second  day  of  hospitalization, 
a five-hour  glucose  tolerance  test  gave  the 
following  results  (in  milligrams  per  100 
ml.):  fasting,  101;  thirty -minute,  209;  one- 

hour,  278;  two-hour,  177;  three-hour,  146; 
four-hour,  73;  and  five-hour,  50.  When  the 
patient  had  had  adequate  nourishment, 
fasting  blood  sugars  of  107  and  95  mg.  per 
100  ml.  and  two-  and  three-hour  post- 
prandial blood  sugars  of  112  and  102  mg. 
per  100  ml.  were  obtained. 

On  the  third  day  of  hospitalization,  an 
intravenous  tolbutamide  tolerance  test  was 
done  with  the  following  results  (in  mil- 
ligrams per  100  ml.):  fasting,  35;  fifteen- 

minute,  22;  thirty -minute,  17;  forty -five- 
minute,  15;  one-hour,  15;  ninety-minute, 
23;  two-hour,  30;  and  three-hour,  33.  A 
fasting  blood  sugar  prior  to  a glucagon  test 
was  94  mg.  per  100  ml.,  and  one  and  two 
hours  after  glucagon  administration  the  blood 
sugars  were  178  and  145  mg.  per  100  ml. 

Course  of  the  illness.  Efforts  to 
duplicate  the  alcohol-induced  hypoglycemia 
by  giving  alcohol  after  a suitable  fasting 
period  failed  because  of  the  patient’s  lack 
of  cooperation  with  the  fasting  procedure. 
Nocturnal  agitation  and  a continuous  state 
of  confusion  rendered  continued  care  in  a 
general  medical  hospital  inadvisable,  and 
the  patient  was  transferred  to  a psychiatric 
institution. 

Interpretation  of  cause  of  hypogly- 
cemia. After  recognition  and  treatment  of 
the  hypoglycemia,  an  investigation  of  its 
cause  was  made.  There  were  no  signs  of 
fiver  disease  other  than  the  hepatomegaly. 


Evidence  of  a related  adenohypophysial  or 
adrenocortical  insufficiency  was  lacking.  A 
nonpancreatic  mesodermal  tumor  or  func- 
tional hyperinsulinism  secondary  to  gas- 
trointestinal surgery  was  not  found. 

The  glucose  tolerance  test  with  the 
abnormal  peak,  elevated  two-  and  three- 
hour  readings,  and  exaggerated  drop  were 
compatible  with  the  curve  of  early  diabetes 
mellitus.  However,  following  adequate  ali- 
mentation, blood  sugars  taken  at  random 
times  during  the  absorptive  state  were  at 
normal  levels.  Thus  the  abnormal  curve 
suggested  a loss  of  hepatic  homeostatic 
regulation  of  carbohydrate  metabolism. 
The  high  peak  and  delay  in  return  to  the 
initial  level  reflect  impaired  hepatic  gly- 
co genesis.  The  hypoglycemic  dip  reflects 
a failure  of  hepatic  glycogenolysis  and 
glyconeo  genesis.  The  low  fasting  sugar 
noted  on  the  third  day  of  hospitalization  was 
unexplained  and  probably  reflected  an 
unusual  vulnerability  to  overnight  fasting 
in  this  patient  who  consumed  little  food 
during  the  first  forty-eight  hours  of  hospital- 
ization. The  response  to  intravenous  tol- 
butamide was  exaggerated,  as  was  noted 
by  Freinkel  et  a/.,1  but  the  return  to  the 
pretest  level  in  three  hours  was  interpreted 
as  incompatible  with  an  insulin-producing 
tumor.  Unfortunately,  the  glucagon  test, 
a measure  of  liver  glycogenolysis,  was 
delayed  until  the  fifth  day.  Then  a prompt 
and  satisfactory  rise  in  blood  sugar  followed 
the  intravenous  use  of  that  hyperglycemic 
factor,  indicating  a satisfactory  glycogen 
reserve. 

Comment 

Diagnostic  errors  in  the  clinical  evaluation 
of  patients  with  alcohol-induced  hypogly- 
cemia include  such  similar  clinical  states  as 
simple  alcoholism,  delirium  tremens,  “rum 
fits,”  ammonia  intoxication,  cerebrovascular 
accidents,  head  trauma,  hypertensive  en- 
cephalopathy, hysteria,  and  epileptic  seiz- 
ures. The  evident  association  of  many  of 
these  syndromes  with  consumption  of  alcohol 
only  serves  to  obviate  recognition  of  the 
hypoglycemia. 

No  more  profound  examples  of  hypogly- 
cemia are  encountered.  The  6 patients  of 
Brown  and  Harvey,2  1 of  whom  developed 
hypoglycemia  on  more  than  one  occasion, 
on  admission  had  blood  sugars  of  15  to 
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43  mg.  per  100  ml.  and  a mean  of  30  mg. 
per  100  ml.  Blood  sugars  on  admission 
in  the  series  of  Neame  and  Joubert3  varied 
from  9 to  47  mg.  per  100  ml.  Hammack4 
recorded  a blood  sugar  as  low  as  12  mg.  per 
100  ml.  The  methods  employed  for  chem- 
ical analysis  were  not  described.  The  2 
children  reported  by  Cummins5  had  blood 
sugars  of  15  and  22.5  mg.  per  100  ml., 
as  determined  by  the  Folin-Wu  method. 
In  a significant  number  a subnormal  tem- 
perature accompanied  the  hypoglycemia. 
Brown  and  Harvey2  reported  a rectal 
temperature  of  95.4  F.  in  1 patient,  and 
among  the  patients  of  Tucker  and  Porter,6 
1 was  admitted  with  a temperature  of  95.6  F. 

In  reported  cases  the  findings  of  sym- 
pathetic excitation  directed  toward  enhanc- 
ing hepatic  glycogenolysis  were  conspicu- 
ously absent.  The  hypoglycemic  insult  ex- 
tended beyond  a mere  loss  of  function  of  the 
phylo genetically  newer  parts  of  the  nerv- 
ous system.  Clinical  signs  of  the  “mid- 
brain syndrome”  were  common,  and  the 
more  ominous  “medullary  syndrome,”  with 
impaired  vital  center  activity,  occasionally 
appeared.  All  patients  were  unconscious. 
Convulsive  seizures,  extension  spasms, 
coarse  tremors,  trismus,  and  conjugate 
deviations  of  the  eyes  were  found.  A few 
had  depressed  vital  signs,  muscular  flac- 
cidity,  and  absent  deep  reflexes.  Hy- 
pothermia, recognized  with  lesions  of  the 
posterior  hypothalmus,  is  probably  of  a 
similar  central  origin. 

A review  of  the  literature  shows  that 
while  all  patients  had  consumed  excessive 
alcohol,  less  than  half  were  chronic  alcoholic 
patients.  Children  were  included  in  the 
reports.4-5  In  one  report,6  a lapse  of 
twelve  hours  occurred  between  the  drinking 
and  the  hypoglycemia;  in  another,4  the 
patients  were  acutely  alcoholic.  Many 
had  been  on  a poor  diet  for  a considerable 
period;  all  had  eaten  little  for  the  period 
preceding  the  hypoglycemia.  Neame  and 
Joubert3  stated  that  “alcohol  was  the 
commonest  cause  of  hypoglycemia  among 
the  underprivileged,”  and  they  observed 
that  many  of  these  patients  had  a pel- 
lagrous dermatitis. 

Hypoglycemia  unrelated  to  alcohol  con- 
sumption occurs  in  a wide  variety  of  hepatic 
disorders  and  is  an  indication  of  grave  and 
diffuse  parenchymal  disease.  Brown  and 
Harvey2  noted  demonstrable  evidence  of 


damage  to  the  liver  in  just  1 of  6 cases. 
Tucker  and  Porter,6  commenting  on  cir- 
rhosis, noted  that  “little  was  found  after 
recovery.”  Neame  and  Joubert3  did  liver 
biopsies  in  20  patients  and  found  cirrhosis 
in  only  3.  More  recently,  Freinkel  et  al1 
did  biopsies  and  found  the  fivers  normal  to 
minimally  abnormal.  All  authors  suspected 
a depletion  of  fiver  glycogen.  Assessment 
of  glycogen  content  was  often  inaccurate 
because  of  prior  glucose  administration. 
However,  3 biopsies  performed  by  Tucker 
and  Porter6  on  admission  of  the  patients 
to  the  hospital  showed  that  “glycogen  was 
found  missing.”  Brown  and  Harvey,  in 
1941, 2 thought  the  metabolic  disturbance 
was  the  result  of  nonethanol  ingredients  in 
the  consumed  alcohol,  a denatured  product 
known  locally  as  “smoke.”  A similar 
explanation  was  proposed  by  Tucker  and 
Porter.6  They  thought  a toxic  substance 
other  than  alcohol  inhibited  glyconeo genesis. 
Although  Neame  and  Joubert3  were  the 
first  to  state  that  ethyl  alcohol  itself  was 
the  hypoglycemic  factor,  only  now  is  fight 
being  shed  on  the  pathogenesis  of  alcohol- 
induced  hypoglycemia. 

By  administration  of  alcohol  after  a 
forty-eight-hour  fast  Fields  and  Williams7 
repeatedly  produced  hypoglycemia  in  1 
patient  who  was  admitted  with  alcohol 
hypoglycemia  and  in  all  of  5 control  subjects. 
A comparable  fast  without  alcohol  and 
alcohol  after  just  an  overnight  fast  produced 
no  hypoglycemia.  Glucagon  administered 
during  the  period  of  hypoglycemia  did  not 
increase  the  blood  sugar.  Fructose  adminis- 
tration studies  utilizing  glucagon  led  to  the 
conclusion  that  “ethanol  inhibition  of  gly- 
cogen synthesis  may  be  primarily  re- 
sponsible for  its  observed  hypoglycemia  and 
that  glycogen  formation  during  glyconeo- 
genesis  may  be  a prerequisite  for  hepatic 
glucose  release.”  A similar  inhibition  of 
glycogen  synthesis  was  demonstrated  with 
fiver  slices  from  ethanol-treated  rabbits  and 
by  perfusion  of  isolated  rat  fiver. 

Freinkel  et  al.1  reported  a study  of  7 
patients  with  hypoglycemia  and  a history 
of  recent  alcohol  ingestion.  Their  findings 
confirmed  the  clinical  features  demonstrated 
by  previous  reports:  The  coma  occurred 

after  prolonged  imbibition  without  adequate 
diet;  it  was  not  restricted  to  chronic  alcoholic 
patients;  it  was  accompanied  by  hypother- 
mia; and  it  was  terminated  within  minutes 
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after  glucose  administration. 

All  7 patients  exhibited  abnormalities 
in  one  or  more  of  the  following  challenges  to 
maintenance  of  blood  sugar:  insulin  (in- 

travenous), tolbutamide  (intravenous),  or 
fasting  (seventy-two  hours).  Alcohol  re- 
produced hypoglycemia  after  seventy-two 
hours  of  fasting.  That  pure  ethanol  per 
;se  constitutes  a hypoglycemic  agent  was 
confirmed  in  normal  subjects  but  only  after 
seventy-two  hours  of  fasting.  The  authors 
confirmed  the  direct  effects  on  hepatic 
glyconeo  genesis  by  in  vitro  studies  wherein 
ethanol  reduced  the  production  by  liver 
slices  of  glucose  C14  from  pyruvate  C14 
;and  alanine  C14  concomitantly  with  an 
increased  formation  of  lactic  acid  C14. 
They  concluded  that  “alcoholic  hypogly- 
cemia constitutes  a distinct  syndrome  which 
is  readily  unmasked  in  subjects  who  are 
inordinately  vulnerable  to  diversion  of  3- 
carbon  fragments  from  glyconeo  genetic 
pathways.” 

It  is  well  known  that  fasting  depletes 
the  liver  of  glycogen  reserve.  In  animals 
exposed  to  carbon  tetrachloride,  ether, 
arsenic,  alchohol,  and  bacterial  toxins  it 
has  been  demonstrated  that  a liver  so  de- 
pleted is  less  resistant  to  noxious  agents  than 
one  with  a high  percentage  of  glycogen.8 

The  syndrome  of  alcohol-induced  hy- 
poglycemia is  probably  related  to  changes  in 
the  oxidation  of  coenzymes  known  to  be  a 
consequence  of  ethanol  metabolism.9  The 
result  of  the  disturbed  enzymatic  control 
of  carbohydrate  metabolism  is  a further 
depletion  of  liver  glycogen  and  an  increased 
vulnerability  of  the  liver  to  the  insult  of 


Rhinitis  induced  by  Rauwolfia 

Nasal  stuffiness  is  a fairly  common  side  re- 
action of  Rauwolfia  serpentina  and  its  deriva- 
tives taken  by  many  hypertensive  patients. 
This  side  reaction,  according  to  Annals  of 
Allergy,  has  been  mistakenly  attributed  to 
allergy.  Studies  carried  out  with  seven  drugs 
related  to  the  autonomous  nervous  system 
indicated  that  the  rauwolfia-produced  nasal  oc- 
clusion is  due  rather  to  a cholinergic  mechanism. 

Despite  favorable  reports,  the  article  main- 


alcohol. A hypoglycemic  cycle  is  thus 
established  and  is  broken  only  by  the 
substitution  of  an  adequate  carbohydrate 
intake  for  the  consumed  alcohol. 

Summary 

Following  an  excessive  alcohol  intake  and 
an  inadequate  diet,  a forty-seven-year-old 
man  developed  grave  indications  of  central 
nervous  system  depression,  consisting  of 
deep  coma  and  hypothermia,  in  addition  to 
other  abnormal  neurologic  findings.  A blood 
sugar  of  12  mg.  per  100  ml.  was  found,  and 
the  response  to  parenteral  glucose  was 
prompt.  Appropriate  diagnostic  studies  led 
to  the  infrequently  recognized  diagnosis  of 
alcohol-induced  hypoglycemia. 
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tains  that  treatment  of  these  nasal  symptoms 
with  the  usual  antihistamine  drugs  or  with 
prednisone  is  of  dubious  value.  The  logical 
therapeutic  agent  for  rhinitis  produced  by 
rauwolfia  is  atropine  sulphate,  results  of  which 
are  reported  in  Annals  as  outstanding  in  62 
per  cent  of  the  cases  studied  and  far  superior 
to  antihistamines  or  prednisone. 

The  conclusions  in  the  article  are  based  on  a 
study  of  100  hypertensive  patients  treated  with 
rauwolfia  or  reserpine,  8 of  whom  suffered 
nasal  occlusion  in  varying  degrees,  in  some 
cases  severe  enough  for  discontinuance  of 
treatment. 
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T he  occurrence  of  granulomatous  disease 
of  the  colon  (commonly  termed  “Crohn’s 
disease”  in  the  British  literature)  has  only 
lately  come  to  the  attention  of  the  medical 
profession.1-3  Although  it  has  already 
been  established  that  the  condition  is  not 
rare  and  that  it  presents  a fairly  well-defined 
clinical  and  radiologic  picture,  it  is  still  little 
known.1-4  The  diagnosis  is  therefore  often 
not  suspected  in  cases  involving  the  colon 
only.  However,  in  patients  with  known 
segmental  enteritis,  any  demonstrable  affec- 
tion of  the  proximal  colon  will  be  accepted 
readily  as  evidence  of  spread  of  the  granu- 
lomatous disease  from  the  small  to  the  large 
bowel. 

Studies  reported  in  recent  years  were 
concerned  mainly  with  the  diagnostic  differ- 
entiation of  granulomatous  disease  of  the 
colon  from  ulcerative  colitis.2  These  inves- 
tigations have  established  a number  of  cri- 
teria which  ought  to  arouse  the  suspicion 
of  granulomatous  disease  of  the  colon,  such 
as  the  presence  of  intractable  anal  fistulas, 
the  absence  of  ulcerations  on  proctoscopic 
examination,  and  the  demonstration  by 
x-ray  film  of  a segmental  lesion  of  the  bowel 
wall  with  a cobblestone  mucosal  pattern,  of 
predilection  of  the  proximal  colon,  and  of  a 
previously  unsuspected  small  intestinal  in- 
volvement. 

In  the  case  reported  here  the  outstanding 
clinical  feature  was  the  presence  of  multiple 


intractable  anal  fistulas.  Radiologic  exam- 
ination  aroused  suspicion  of  a malignant 
tumor  of  the  transverse  colon.  On  path- 
ologic examination  of  the  resected  portion, 
intestinal  tuberculosis  was  considered  as  the 
most  likely  diagnosis.  Only  on  reviewing 
all  the  aspects  of  this  case  at  a subsequent 
hospital  admission  was  a diagnosis  of  granu- 
lomatous disease  of  the  colon  entertained 
and  then  confirmed  by  the  pathologist  on  re- 
examining all  the  specimens.  In  this  case 
the  differential  diagnosis  from  ulcerative 
colitis  was  not  an  actual  problem.  Because 
of  many  almost  typical  pitfalls  in  diagnosis 
with  which  the  observers  were  faced  in  this 
case,  it  was  considered  worth  reporting. 

Case  report 

The  patient  was  a forty-six-year-old 
Puerto  Rican  farm  worker  who  was  first  ad- 
mitted to  Metropolitan  Hospital  in  May, 
1961,  with  a three-year  history  of  rectal  pain 
and  yellowish  discharge  which  had  increased 
during  the  preceding  three  months.  He  was 
chronically  constipated  but  had  no  other 
gastrointestinal  symptoms  and  neither  fever 
nor  weight  loss.  He  appeared  thin  but  in 
no  distress.  An  abdominal  examination 
showed  entirely  negative  results.  The  peri- 
anal area  was  indurated  and  showed  four 
or  five  fistular  openings  from  which  a yellow 
liquid  was  oozing.  A proctoscopy  revealed 
a reddened  anorectal  canal  and  hyperemic 
rectal  mucosa,  but  neither  ulcerations  nor 
internal  fistular  openings  were  visible. 

Laboratory  tests  showed  no  anemia  but  a 
white  cell  count  of  13,000,  with  79  per  cent 
lymphocytes  and  21  per  cent  segmented 
polymorphonuclear  cells.  During  subse- 
quent observation  there  was  always  a leuko- 
cytosis of  11,900  to  15,600,  but  a normal 
differential  count  and  no  eosinophilia.  The 
sedimentation  rate  was  16  mm.  in  one  hour.  I 
The  stools  were  brown,  with  an  occasional  1 
trace  of  blood.  An  x-ray  examination  of  the  a 
chest  revealed  negative  findings.  On  oper-  I 
ation  fistular  tracts  were  found  both  exter- 
nally and  internally.  They  were  probed 
and  incised  over  the  groove  director.  Several 
large  crypts  were  also  opened  by  sharp  dis- 
section. The  region  never  healed  well. 
The  patient  developed  fecal  incontinence 
and  continued  to  have  rectal  pain  and  dis- 
charge. A Frei  test  was  performed  in 
September,  1961,  with  negative  results. 
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FIGURE  1.  Barium  enema  revealing  narrowed 
segment  in  right  transverse  colon,  ending  abruptly 
at  both  ends  (arrows).  Mucosal  pattern  is  coarsely 
irregular  (“cobblestone  pattern”).  After  defeca- 
tion entire  colon  appeared  uniformly  evacuated. 


In  April,  1962,  the  patient  re-entered  the 
hospital  because  of  persistent  rectal  pain 
and  occasional  slight  bleeding  on  defecation. 
Perianal  induration  and  recurrence  of  several 
fistulas  were  found.  On  proctosigmoidos- 
copy the  mucosa  appeared  slightly  reddened 
but  showed  no  distinct  lesions.  Tuberculo- 
sis was  once  more  considered  as  an  etiologic 
factor.  The  Frei  test  was  repeated,  again 
with  negative  results.  On  three  occasions 
examination  of  feces  yielded  negative  find- 
ings for  occult  blood,  as  well  as  for  ova  or 
parasites.  In  May,  1962,  barium  contrast 
studies  of  the  colon  revealed  on  two  occa- 
sions “an  area  of  narrowing  and  irregularity 
in  the  proximal  transverse  colon,”  inter- 
preted as  probably  representing  a malignant 
neoplastic  lesion  (Fig.  1).  For  this  reason 
the  patient  underwent  an  abdominal  explor- 
ation. On  opening  the  abdomen  the  serosa 
of  the  transverse  colon  was  found  slightly 
reddened  for  a distance  of  about  10  cm.  In 
this  portion  of  the  bowel  a “nodular  fullness” 
was  palpated.  The  mesentery  draining 
this  area  contained  many  small  soft  lymph 
nodes.  The  affected  portion  of  the  colon 
was  resected,  and  a colostomy  was  estab- 
lished. 

The  pathologic  report  described  the  speci- 
men as  “a  hollow  viscus  17  cm.  in  length 
and  5.5  cm.  in  circumference.”  The  serosal 
surface  was  congested  markedly  with  adher- 
ent fibroadipose  tissue  surrounding  the  entire 
surface.  The  mucosal  surface  was  normal 
with  the  exception  of  three  irregular  ulcer- 
ated areas  measuring  1,  2,  and  31/2  cm.  in 


FIGURE  2.  Small  intestinal  studies  which  were  re- 
ported as  showing  essentially  negative  results, 
with  normal  mobility  but  some  spasticity.  On  re- 
viewing these  films,  normalcy  of  terminal  loops 
was  questioned.  They  appear  fixed,  partly  nar- 
rowed, partly  dilated.  Repeat  studies  not  avail- 
able. 

length  and  1 cm.  in  width.  They  were 
arranged  transversally  to  the  long  axis  of  the 
intestine  but  did  not  encircle  it  entirely. 
The  nearest  edge  of  the  lesion  was  3 and  4 
cm.  respectively  from  the  cut  ends  of  the 
surgical  specimen.  On  section  the  mucosa 
was  found  to  overhang  the  ulcerated  lesions 
whose  base  was  almost  3 mm.  below  the 
mucosal  surface.  The  base  of  each  ulcer 
had  a granular  reddish-grey  appearance. 
The  muscular  is  appeared  intact.  There 
were  also  several  lymph  nodes  in  the  mesen- 
try  which  averaged  0.5  cm.  in  diameter. 
The  microscopic  findings  in  the  colon  were 
described  as  “tuberculoid  granuloma  of  the 
colon.”  A section  of  the  lymph  nodes  also 
showed  changes  termed  “tuberculoid  granu- 
loma.” Subsequent  Ziehl-Neelsen  stains 
showed  no  acid-fast  bacilli  in  any  of  the 
sections. 

The  anal  fistulas  persisted  after  the 
colostomy.  On  proctologic  re-examination 
in  June,  1962,  extensive  perianal  induration 
was  noted.  On  pressure  a whitish  discharge 
was  noticed  to  ooze  from  the  fistulas.  In 
view  of  the  absence  of  frank  abscess  forma- 
tion the  condition  was  called  “probably 
granulomatous,”  and  schistosomiasis  was 
mentioned  as  a possible  etiologic  factor. 
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FIGURE  3.  Perianal  region,  prior  to  November, 
1962,  fistulectomy.  Numerous  fistular  openings 
(arrows)  visible  around  distorted  anus.  Previous 
incision  not  healed,  and  entire  region  markedly 
indurated. 


On  October  19  the  case  was  presented  at 
medical  rounds,  and  it  was  pointed  out  that 
the  segmental  involvement  of  the  colon, 
the  presence  of  perianal  fistulas,  and  the 
finding  of  noncaseating  granulomata  sug- 
gested granulomatous  disease  (Crohn’s  dis- 
ease) of  the  colon.  In  October,  1962,  the 
patient  was  readmitted  for  closure  of  the 
colostomy.  Sigmoidoscopy  showed  a hyper- 
emic  mucosa,  easily  traumatized,  but  there 
were  neither  ulcers  nor  granulation  tissue. 
Several  fistular  openings  were  seen  exter- 
nally but  could  not  be  demonstrated  inter- 
nally with  methylene  blue. 

On  re-examination  of  the  stool  ova  of 
Schistosoma  mansoni  were  found  on  three 
occasions,  and  a course  of  a total  of  50  cc. 
of  stibaphen  (Fuadin)  was  given.  Subse- 
quently, stools  became  and  remained  nega- 
tive for  Schistosoma  ova,  but  this  result 
appeared  to  have  no  beneficial  effect  on  the 
course  of  the  illness.  Barium  studies  were 
repeated  and  showed  narrowing  of  the  recto- 
sigmoid with  smooth  outlines.  A barium 
enema  through  the  colostomy  showed  no 
abnormality  of  the  remaining  large  bowel. 
Small  intestinal  series  were  reported  as 
showing  “moderate  spasticity  but  normal 
motility”  (Fig.  2). 

In  November,  1962,  the  patient  was  again 


operated  on  for  his  perianal  fistulas  (Fig.  3). 
Multiple  tortuous  fistular  tracts  communi- 
cating with  each  other  were  found  and  were 
opened  down  to  the  mucosa.  All  sclerotic 
and  infected  tissue  was  removed.  The 
microscopic  report  described  stratified  squa- 
mous epithelium  covering  dense  fibrous 
connective  tissue  invaded  by  subacute 
inflammatory  cells.  Multiple  tuberculoid 
granulomas  were  found  around  the  sinus 
tracts  within  the  connective  tissue.  The 
interpretation  was  “multiple  anal  fistulas 
with  subacute  inflammation  and  tuberculoid 
granulomata.”  The  patient  was  discharged 
to  the  outpatient  department  sixteen  days 
after  the  fistulectomy.  The  operative  area 
had  not  healed,  and  the  colostomy  was  not 
closed. 

At  this  time  all  the  available  pathologic 
material  was  reviewed  by  Hushang  Payan, 
M.D.  He  submitted  the  following  report. 

Specimen:  Transverse  colon.  Micro- 
scopic examination.  Sections  of  the  large 
bowel  showed  multiple  ulcers  of  the  mucosa, 
sharply  delineated  and  covered  with  necrotic 
material.  The  ulcer  bed  was  formed  by 
granulation  tissue  which  was  invaded  by 
lymphocytes,  plasma  cells,  and  a few  poly- 
morphonuclear leukocytes.  The  neighbor- 
ing submucosa,  muscularis,  and  serosa 
showed  multiple  tuberculoid  granulomata 
(Fig.  4 A),  formed  by  giant  cells  and  epithe- 
lioid and  round  cells,  with  no  evidence  of 
caseation  (Fig.  4 B and  C).  Sections  of  the 
lymph  nodes  also  revealed  tuberculoid 
granulomas  (Fig.  5).  The  diagnosis  was 
colon  with  ulceration  and  tuberculoid  granu- 
lomata, consistent  with  Crohn’s  disease  of 
the  large  bowel. 

Specimen:  anal  fistula.  Gross  descrip- 
tion. The  specimen  consisted  of  several 
irregular  fragments  of  greyish-pink  tissue, 
some  of  which  were  partially  covered  by 
skin.  Together  they  aggregated  approxi- 
mately 14  cm.,  ranging  in  size  from  0.2  to 
2y2  cm.  in  dimension.  Sections  through 
the  larger  fragments  showed  a violet-stained 
area  extending  through  the  subcutaneous 
tissue,  averaging  0.4  cm.  in  diameter  and 
forming  a tract  that  did  not  extend  to  the 
surgical  margin.  Random  sections  were 
taken  to  include  these  areas. 

Microscopic  descrivtion.  Sections  showed 
stratified  squamous  epithelium  covering 
dense  fibrous  connective  tissue.  Multiple 
sinus  tracts  were  seen  mostly  fined  with 
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FIGURE  4.  Microscopic  pictures  of  transverse  colon.  (A)  Cross  section  of  ulcer.  Floor  formed  by  granu- 
lation tissue,  covered  with  necrotic  material;  intact  mucosa  overhangs  edges.  Numerous  well-defined 
granulomas  visible  in  all  layers  of  colon  in  this  area  (arrows).  (B)  and  (C)(X170)  “Tuberculoid  granulomas” 
in  muscularis  (B)  and  subserosal  fat  (C).  They  consist  of  multinucleated  giant  cells,  epitheloid,  and  round 
cells  (hematoxylin  and  eosin  stain). 


FIGURE  5.  Same  type  of  granuloma  found  in 
regional  mesenteric  lymph  nodes  (hematoxylin 
and  eosin  stain). 


granulation  tissue  invaded  by  subacute  in- 
flammatory cells.  Multiple  tuberculoid 
granulomas  were  seen  in  the  neighborhood 
of  the  sinus  tracts,  within  the  connective 
tissue  (Fig.  6).  The  diagnosis  was  multiple 


FIGURE  6.  Identical  noncaseating  granulomas 
seen  in  perifistular  connective  tissue,  removed  at 
fistulectomy. 


anal  fistulas  with  subacute  inflammation 
and  tuberculoid  granulomas. 

Summary.  This  was  the  case  of  a forty- 
six-year-old  man  suffering  from  recurrent 
anal  fistulas  for  about  five  years  who 
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twice  underwent  fistulectomy,  as  well  as 
segmental  resection  for  the  removal  of  a 
suspected  tumor  of  the  transverse  colon.  At 
operation  no  tumor  was  found  in  the  right 
colon.  However,  there  was  a lesion  which 
was  described  by  the  surgeon  as  a “nodular 
fullness,”  by  the  pathologist  grossly  as 
“multiple  ulceration,”  and  microscopically 
as  “a  tuberculoid  granuloma.”  On  recon- 
sidering all  these  features,  a diagnosis  of 
granulomatous  (Crohn's)  disease  of  the  colon 
was  suspected  and  supported  by  the  patholo- 
gist after  reviewing  the  available  specimens. 

Comment 

Most  of  the  reported  cases  of  granuloma- 
tous disease  of  the  colon  have  been  observed 
in  England.1-3  5-8  Many  of  them  were  col- 
lected at  the  St.  Mark’s  Hospital  in  London 
which  specializes  in  the  treatment  of  rectal 
disease.  In  1960  Morson  and  Lockhart- 
Mummery3  reported  25  cases  from  this 
institution.2  By  1961  Cornes  and  Stecher1 
had  collected  45  cases  from  the  same  hospital 
group. 

Surprisingly  enough,  only  very  few  publi- 
cations on  this  disorder  have  appeared  out- 
side Great  Britain.4  9-11  Yet  there  can  be 
no  doubt  that  lesions  pathologically  identical 
with  those  seen  in  the  small  intestines  in 
regional  enteritis  may  occur,  limited  to  the 
large  bowel.  In  uncomplicated  cases  the 
bowel  symptoms  are  generally  mild,  with 
some  diarrhea,  little  bleeding  per  rectum,  and 
little  or  no  crampy  pain.  For  this  reason, 
usually  there  will  be  no  indication  for 
a thorough  investigation  unless  ulcerative 
colitis  is  suspected  or  anal  fistulas  develop. 
At  this  early  stage  the  clinical  diagnosis  will 
depend  on  the  presence  of  telltale  radiologic 
signs  and/or  a rectal  biopsy. 

In  more  advanced  cases  the  disease  mani- 
fests itself  clinically  either  with  symptoms 
resembling  ulcerative  colitis  or  in  the  form 
of  intractable  perianal  fistulas.  In  cases  re- 
sembling ulcerative  colitis  granulomatous 
disease  should  be  suspected  under  the  follow- 
ing circumstances:  (1)  if  the  disease  appears 
in  a person  older  than  forty -five  years,  (2) 
if  diarrhea  and  bleeding  are  mild,  (3)  if 
proctoscopic  examination  reveals  no  ulcera- 
tions of  the  rectum,  and  (4)  if  the  radiologic 
appearance  is  atypical,  especially  when  the 
involvement  appears  segmental  with  “skip 
areas,”  when  the  lesion  appears  to  end 


abruptly  on  both  ends,  and  when  the  mucosa 
of  the  affected  segment  shows  a “cobblestone 
pattern.”  The  diagnosis  is  confirmed  when 
a proctoscopic  biopsy  shows  the  typical  non- 
caseating  granulomas  in  the  submucosa  of 
the  rectum. 

In  cases  with  multiple,  resistant,  indolent, 
and  indurated  anal  fistulas  the  diagnosis 
of  granulomatous  disease  should  be  seriously 
considered.  If  regional  enteritis  can  be 
ruled  out  by  small  intestinal  studies,  the 
diagnosis  must  be  based  on  biopsy  of  the 
rectum  or  the  perifistular  tissue.  Perianal 
and  rectovaginal  fistulas  were  found  in 
nearly  two  thirds  of  the  patients  with  pri- 
mary Crohn’s  disease  of  the  large  intestines. 3 

When  a large  segment  of  the  colon  is  nar- 
rowed by  the  granulomatous  disease,  the 
radiologic  appearance,  together  with  labora- 
tory findings  which  suggest  an  inflamma- 
tory process,  may  lead  to  the  erroneous 
diagnosis  of  chronic  diverticulitis.  On  ex- 
ploration, however,  no  diverticula  were 
found,  and  the  histologic  examination  of  the 
resected  specimens  revealed  the  true  nature 
of  the  disease.  When  only  a short  segment 
of  the  colon  is  involved,  it  may  mimic 
carcinoma  radiologically.  If,  however,  such 
a finding  is  associated  with  anal  fistulas,  and, 
particularly,  if  rectal  biopsy  reveals  submu- 
cous granulomas,  the  diagnosis  of  malignant 
disease  is  open  to  serious  questions. 

On  gross  inspection  the  lesions  in  the  colon 
have  been  described  as  segmental  in  distribu- 
tion, showing  small,  fissure-like  ulcers  ex- 
tending along  the  lumen  of  the  bowels,  often 
branching  out  or  intersecting  each  other. 
Between  the  ulcers  the  mucosa  appears 
swollen  and  prominent,  producing  the  “cob- 
blestone pattern.”  The  serosa  is  always 
inflamed  radiologically,  and  tiny  greyish- 
white  nodules  are  often  seen  over  the  affected 
portion.  Carcinoma  has  not  been  found  as 
a complication. 

The  miscroscopic  diagnosis  rests  on  the 
finding  of  chronic  inflammatory  changes 
involving  the  submucosa,  the  muscular  coat, 
and  the  subserosal  layer,  with  focal  collec- 
tions of  lymphocytes  and  fibrosis  in  all  these 
layers.  In  these  layers  and  the  regional 
lymph  nodes  characteristic  noncaseating 
nodules  are  found  consisting  of  epithelioid 
histiocytes  and  small  multinucleated  giant 
cells. 

The  prognosis  of  the  average  case  of 
granulomatous  disease  of  the  colon  can 
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hardly  be  evaluated  correctly  on  the  basis  of 
our  present  knowledge.  In  almost  all  the 
cases  reported  the  diagnosis  was  based  on 
the  examination  of  operative  specimens 
which  had  been  obtained  at  colectomy  for 
assumed  chronic  ulcerative  colitis,  resection 
for  assumed  carcinoma,  or  operation  for  ob- 
stinate anal  fistulas.  Since  the  onset  of 
the  disease  is  apparently  imperceptible  and 
the  course  very  gradual,  it  is  at  present 
neither  possible  to  state  how  long  the  condi- 
tion had  existed  before  it  led  to  the  compli- 
cations necessitating  surgery  nor  whether 
there  are  cases  in  which  spontaneous  healing 
takes  place.  It  is  to  be  expected  that  with 
greater  awareness  of  the  existence  of  granu- 
lomatous disease  of  the  colon  these  questions 
will  be  answered. 

However,  from  available  experience  it  is 
possible  to  state  that  there  is  little  tendency 
to  recurrence  after  resection  of  the  diseased 
bowel,  and  that  there  is  no  tendency  for  can- 
cer to  develop  in  the  affected  colon.  Once  the 
diagnosis  of  segmental  involvement  is  made, 
it  appears  advisable  to  proceed  with  surgical 
resection.  In  this  way  it  is  probably  often 
possible  to  forestall  fistula  formation  and  to 
restore  the  patient  to  reasonably  good  health. 

Summary 

A case  of  granulomatous  disease  (Crohn’s 
disease)  of  the  colon  has  been  reported.  The 
main  features  were  intractable  anal  fistulas 
and  the  x-ray  finding  of  a narrowed  segment 
of  colon  with  an  irregular,  cobblestone-like 
pattern.  The  small  intestines  appeared  un- 
involved. Histologic  examination  of  the  re- 
moved portion  of  colon  and  the  perirectal 


tissue  revealed  chronic  inflammatory 
changes,  with  many  noncaseating  tuberculoid 
granulomas. 

Attention  is  drawn  to  this  disease  entity  of 
which  many  examples  have  been  reported  in 
the  past  three  years.  The  differential  diag- 
nosis from  ulcerative  colitis,  carcinoma  of 
the  colon,  chronic  diverticulitis,  and  anal 
fistulas  of  other  etiologic  factors  has  been 
discussed.  It  has  been  emphasized  that 
the  natural  history  of  the  disease  is  still 
obscure,  but  that  in  established  cases 
radical  surgery  appears  to  provide  perma- 
nent cure. 
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Human  Echinococcus  disease  is  a rela- 
tively rare  occurrence  in  the  United  States. 
The  great  majority  of  Echinococcus  cysts  of 
the  liver  are  encountered  as  clinical  sur- 
prises at  exploratory  laparotomy,  therefore 
precluding  a planned  surgical  approach  to 
eradicate  the  disease  in  the  best  possible 
way.  The  justification  of  a single  case 
presentation  is  simply  that  surgeons  in  this 
country  will  improve  their  management  of 
Echinococcus  cyst  of  the  liver  by  repeated 
exposure  to  the  literature. 

Causative  organism 

Life  cycle.  Echinococcosis,  or  hydatid 
disease,  is  caused  by  the  larval  stage  of 
Echinococcus  granulosus  or  E.  multilocu- 
laris,  tapeworms  to  which  the  dog  and  other 
carnivores  are  the  common  definitive  hosts. 
Sheep,  hogs,  cattle,  some  rodents,  and  man 
are  the  intermediate  hosts.  The  life  cycles 
of  the  two  species  are  generally  similar. 
Two  hosts  are  involved:  a definitive,  or 

final,  host  which  harbors  the  adult  tapeworm 
and  an  intermediate  host  which  supports 
larval  development.  The  adult  tapeworm 
lives  attached  to  the  villi  of  the  small  in- 
testine of  carnivorous  animals.  Canine 
animals  are  the  most  important  definitive 
hosts  for  both  of  the  species,  but  experi- 
mental studies  have  shown  that  the  domestic 
cat  may  serve  equally  well  in  this  capacity 
for  E.  multilocularis. 1 Herbivores,  gen- 
erally ungulates,  constitute  the  main  inter- 
mediate host  group  for  E.  granulosus,  while 
microtine  rodents  are  the  principle  inter- 
mediate hosts  of  E.  multilocularis.  Man  is 


parasitized  only  by  the  larval  or  hydatid 
stage,  serving  as  an  intermediate  host  for 
both  species. 

Transmission  from  host  to  host  under 
natural  conditions  is  dependent  on  ingestion 
of  the  infectious  agent.  The  definitive  host 
becomes  infected  by  consuming  the  viscera 
of  infected  intermediate  hosts.  A hydatid 
results  when  the  intermediate  host  ingests 
eggs  passed  in  the  feces  of  the  definitive  host. 

Epidemiology.  E.  granulosus  has  both  a 
syl vatic  and  a pastoral  epidemiology.1  The 
pastoral  cycle,  involving  dogs  and  sheep  or 
cattle,  is  best  known  in  the  livestock-raising 
areas  of  northern  Europe,  North  and  South 
Africa,  the  Middle  East,  Australia,  New 
Zealand,  and  South  America,  where  the 
disease  is  more  or  less  frequently  found  in 
man.  Most  cases  reported  in  the  United 
States  have  occurred  among  immigrants 
from  eastern  Europe  and  the  Mediterranean 
countries.  Although  autochthonous  cases 
in  the  United  States  are  uncommon,  native- 
born  residents  of  several  states  are  reported 
to  have  contracted  hydatid  disease  within 
the  geographic  limits  of  their  respective 
localities. 2 Infected  dogs  have  been  re- 
ported from  various  areas  in  the  United 
States.34  These  records  indicate  that  en- 
demic foci,  probably  involving  domesticated 
animals,  do  exist  in  this  country.  E. 
granulosus  has  been  reported  in  wolves  and 
moose  in  Minnesota,5  which  suggests  that  a 
sylvatic  cycle  is  operating  there. 

The  problem  in  northern  North  America 
is  considerably  more  serious.  Surveys  in 
Alaska  and  Canada  have  shown  sylvatic 
echinococcosis  to  be  widespread  among 
wolves,  moose,  caribou,  deer,  and  elk. 
Many  aboriginal  groups  in  this  region  de- 
pend for  their  subsistence  on  the  hunting  of 
wild  herbivores  during  at  least  part  of  the 
year.  The  customs  of  the  people  and  the 
lack  of  substitute  food  resources  demand  the 
complete  utilization  of  animal  car casses. 
Parts  not  consumed  by  the  people  themselves 
are  fed  to  sled  dogs. 

A dog-herbivore  cycle  also  obtains  in  some 
parts  of  arctic  Alaska  and  Canada  where 
reindeer  are  still  used.  The  dog  has  a 
position  of  unusual  importance  in  northern 
regions,  being  kept  for  transportation  as 
well  as  for  herding  and  thus  coming  in 
close  contact  with  man.  In  most  arctic 
villages  the  dog  population  outnumbers  the 
human  population,  and  in  some  localities 
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as  many  as  25  per  cent  of  these  animals 
have  been  found  infected  with  E.  granulosus.6 

Pathologic  features 

The  adult  worm  is  small,  measuring  about 
2 to  4 mm.,  and  inhabits  the  small  intestine 
of  the  definitive  host.  The  ova  are  passed 
from  the  host  in  the  feces,  and  human  beings 
and  other  intermediate  hosts  become  in- 
fected by  their  ingestion.  After  ingestion, 
the  embryo  escapes  and  attaches  itself 
to  the  intestinal  mucosa  by  means  of  its 
hooklets.  It  then  penetrates  the  wall, 
entering  the  portal  venules  and  mesenteric 
lymphatics,  by  which  routes  the  great 
majority  of  larvae  reach  the  liver,  where  they 
are  filtered  out  and  the  formation  of  cysts 
takes  place. 

Growth  is  characteristically  slow,  and 
often  many  years  pass  before  hepatic  lesions 
produce  symptoms. 

The  developing  cyst  is  surrounded  by  an 
external  hyaline  or  fibrous  capsule  and  an 
inner  germinative  membrane  from  the 
surface  of  which  brood  capsules  and  daughter 
cysts  eventually  proliferate  and  grow  into 
the  interior  of  the  cyst.  Rupture  of  the 
daughter  cysts  may  yield  “hydatid  sand” 
or  scolices,  which  float  free  in  the  fluid  con- 
tained within  the  cyst.  Most  lesions  are 
unilocular  and  evolve  in  the  manner  de- 
scribed.7 Exogenous  cysts  may  develop 
after  pressure  or  trauma  to  the  mother  cyst. 
Osseous  and  alveolar  forms  of  the  disease 
may  occur  but  will  not  be  discussed  in  this 
report. 

Primary  involvement  of  the  liver  has  been 
reported  in  two  thirds  to  three  fourths  of  all 
cases  in  most  series  of  echinococcosis.7 
Often  there  are  multiple  hepatic  cysts. 
Far  less  frequent  is  involvement  of  the 
lungs,  muscles  and  fascia,  kidneys,  spleen, 
bones,  orbits,  and  brain.  Liver  cysts  usu- 
ally become  manifest  when  large  enough 
to  produce  local  discomfort  or  a palpable 
cystic  mass  in  the  right  upper  abdominal 
quadrant.  It  is  estimated  that  in  ap- 
proximately 50  per  cent  of  hepatic  echinococ- 
cal  cysts  the  development  of  complications 
precedes  the  diagnosis. 

In  the  course  of  its  growth,  gradual  leak- 
age or  extravasation  of  fluid  through  the 
capsule  of  the  cyst  is  thought  to  occur,  and 
the  resulting  antigenic  stimulation  of  the 
host  produces  immunologic  reactions.  Rup- 


ture into  the  biliary  channels  is  a relatively 
common  complication  which  may  produce 
acute  colicky  pain,  jaundice,  pruritis,  and 
possibly  urticaria.  Secondary  pyogenic  in- 
fection of  a hepatic  cyst  may  follow  rupture 
into  the  biliary  tree  or  may  appear  spon- 
taneously. Infection  is  usually  accom- 
panied by  chills,  fever,  and  pain  in  the  right 
upper  portion  of  the  abdomen.  Such  sec- 
ondary infection  may  be  followed  by  steri- 
lization and  death  of  the  cyst. 

Intraperitoneal  rupture  is  another  com- 
plication which  is  likely  to  cause  acute 
allergic  phenomena  such  as  urticaria,  pru- 
ritus, or  even  anaphylactic  shock.  The 
formation  of  multiple  secondary  peritoneal 
cysts  may  follow  the  patient’s  recovery 
from  the  acute  insult.  Intrathoracic  rup- 
ture may  follow  expansion  of  a hepatic  cyst 
on  the  superior  surface  of  the  liver.  Acute 
thoracic  and  pleuritic  pain,  fever,  allergic 
phenomena,  and  perhaps  subsequent  ex- 
tension into  the  bronchial  tree  may  be 
noted.  Direct  rupture  into  the  gastroin- 
testinal tract  and  intravascular  rupture 
are  less  common  complications. 

Case  report 

The  patient,  a sixty-eight-year-old  man, 
had  been  born  in  Italy  and  emigrated  to  the 
United  States  at  the  age  of  twenty-one. 
In  Italy  he  had  worked  on  a farm  as  a 
lemon  picker  and  lived  in  proximity  to  the 
sheep  raised  on  the  farm  and  the  dogs  used 
to  herd  them. 

He  first  noted  right  upper  abdominal 
pains  four  years  before  his  present  admission 
and  after  a medical  work-up  was  told  he  had 
a cyst  in  his  liver.  The  pains  eventually 
subsided,  and  he  remained  well  until  three 
weeks  before  the  present  admission,  when 
he  again  developed  nonradiating,  inter- 
mittent right  upper  abdominal  pains.  He 
had  no  nausea,  vomiting,  chills,  fever, 
jaundice,  dark  urine,  or  clay-colored  stools. 
He  had  discovered  bright  red  blood  per 
rectum,  and  sigmoidoscopy  revealed  a small 
rectal  polyp  6 cm.  from  the  anal  verge  on  the 
anterior  rectal  wall.  He  was  admitted  to 
the  Northern  Westchester  Hospital  on 
April  3,  1960,  for  excision  of  the  polyp  and 
further  study  to  discover  the  source  of  the 
abdominal  discomfort. 

Physical  and  laboratory  findings. 
Physical  examination  revealed  that  the 


April  15,  1964  / New  York  State  Journal  of  Medicine  1025 


FIGURE  1.  Flat  plate  of  abdomen  demonstrating 
three  partially  calcified  rings  in  the  right  upper 
quadrant.  A calcified  cyst  can  be  seen  high  in  the 
midline. 

patient  was  well  developed,  well  nourished, 
and  in  no  distress.  The  blood  pressure  was 
135/75.  The  heart  and  lungs  were  normal. 
The  abdomen  harbored  a firm,  nontender 
mass  in  the  right  upper  quadrant  which 
moved  with  respiration  and  extended  3 
inches  below  the  right  costal  margin. 

The  laboratory  findings  were  as  follows: 
Hemoglobin  was  15.1  Gm.  per  100  ml.,  and 
the  white  blood  count  was  6,900,  with  53 
polymorphonuclear  leukocytes,  43  lympho- 
cytes, 1 monocyte,  and  3 eosinophils.  The 
urine  was  normal.  The  serum  bilirubin  was 
0.85  mg.  per  100  ml.  total  and  0.25  mg.  per 
100  ml.  direct.  The  alkaline  phosphatase 
was  7 King-Armstrong  units.  Total  serum 
protein  was  7.22  Gm.,  with  4.4  Gm.  albumin 
and  2.82  per  cent  globulin  per  100  ml. 
The  thymol  turbidity  was  1.12;  the  ceph- 
alin  flocculation  was  1 plus  in  forty-eight 
hours;  the  sulfobromophthalein  sodium 
retention  was  9 per  cent  in  forty-five  min- 
utes; and  the  nonprotein  nitrogen  of  the 
serum  was  26.5  mg.  per  100  ml.  The  fasting 
blood  sugar  was  97.5  Gm.  per  100  ml. 
The  electrocardiographic  findings  were  nor- 
mal. 

Radiologic  studies.  A flat  plate  of  the 
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FIGURE  2.  Roentgen-ray  study  demonstrating  a 
functioning  gallbladder  cephalad  and  medial  to  the 
three  partially  calcified  ring  shadows. 

abdomen  revealed  three  faint,  partially 
calcified  rings  in  the  right  upper  quadrant 
in  the  probable  location  of  the  gallbladder. 
These  densities  were  superimposed  over  an 
ovoid  soft-tissue  shadow  approximately  5 
by  6 cm.  and  of  the  same  density  as  the 
slightly  enlarged  right  lobe  of  the  liver.  Pro- 
jected over  the  eleventh  and  twelfth  dorsal 
vertebral  bodies  were  irregular  calcified 
deposits  which  were  apparently  situated  in  a 
bilobular  cyst  in  the  substance  of  the  liver 
(Fig.  1). 

Studies  of  the  gallbladder  following  the 
ingestion  of  iopanoic  acid  (Telepaque) 
demonstrated  a good  concentration  of  the 
contrast  material  in  a small  gallbladder 
situated  cephalad  and  medial  to  the  opacity 
through  which  the  calcific  ring  shadows 
were  projected  (Fig.  2).  Following  a fatty 
meal,  the  gallbladder  shrank  to  60  per  cent 
of  its  original  volume. 

An  oral  barium  study  demonstrated 
no  significant  abnormality  in  the  upper 
gastrointestinal  tract.  A barium  enema 
revealed  normal  filling  up  to  the  right 
transverse  colon,  at  which  point  the  colonic 
lumen  was  narrowed  and  was  irregular 
adjacent  to  the  ovoid  tumefaction  containing 
the  three  faint,  partially  calcified  ring  shad- 
ows. Some  barium  passed  through  an  extra- 
luminal channel,  which  apparently  repre- 
sented a fistulous  tract  (Fig.  3). 

A chest  x-ray  film  showed  nothing  remark- 
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FIGURE  3.  Barium  enema  outlining  a fistula  in  the 
region  of  the  hepatic  flexure. 


able  except  for  an  old  Ghon  lesion  in  the  left 
upper  lobe. 

Diagnosis,  treatment,  and  course  of 
the  illness.  A proctoscopy  three  days 
after  admission  revealed  a 6-mm.  polyp 
of  the  anterior  rectal  wall.  Sigmoidoscopy 
to  7 inches  showed  nothing  positive.  The 
polyp  was  completely  excised  and  was  found 
to  be  benign  on  microscopic  examination. 

A preoperative  diagnosis  of  chronic  cho- 
lecystitis and  cholelithiasis  was  made.  The 
possibility  of  primary  carcinoma  of  the 
gallbladder  or  the  transverse  colon  was  also 
considered.  The  cyst  in  the  midline  over 
the  liver  area  was  believed  due  to  old  Echino- 
coccus disease,  and  it  was  felt  that  the  pa- 
tient’s complaints  and  the  findings  were 
unrelated  to  Echinococcus  disease. 

An  exploratory  laparotomy  was  performed 
on  April  12,  1960,  via  a right  rectus  incision. 
The  right  lobe  of  the  liver  was  almost  en- 
tirely replaced  by  a very  firm,  white  mass 
that  at  first  glance  appeared  to  be  metatastic 
carcinoma.  The  hepatic  flexure  of  the  colon 
was  closely  adherent  to  this  mass,  and  the 
gallbladder,  which  appeared  normal,  lay 
anterior  and  inferior  to  the  mass.  The 
stomach  and  left  lobe  of  the  liver  were  nor- 
mal. When  a biopsy  of  the  mass  was  at- 
tempted, it  was  found  to  be  a cyst  with  a 
wall  one  quarter  of  an  inch  thick.  At 


operation,  200  cc.  of  clear  fluid  were  aspi- 
rated, care  being  taken  to  avoid  contamina- 
tion of  the  peritoneal  cavity  with  the  multi- 
tude of  daughter  cysts  which  were  now  pour- 
ing forth  from  an  obvious  hydatid  cyst 
of  the  right  lobe  of  the  liver.  There  were 
multiple  loculations  and  projections,  from 
all  of  which  the  contents  were  evacuated. 

While  we  were  aware  that  flooding  the  cyst 
cavity  with  formalin  was  an  accepted  means 
of  sterilizing  the  cyst,  this  modality  was 
rejected  because  damage  to  the  biliary 
tree  and  colon  might  result  should  patent 
fistulas  be  present.  Accordingly,  gauze 
sponges  soaked  in  4 per  cent  formalin  were 
applied  to  the  cyst  wall  for  ten  minutes. 
The  packs  were  then  removed,  and  the  cyst 
wall  was  scraped  with  gauze  sponges  soaked 
in  formalin.  A number  24  Foley  catheter 
was  placed  within  the  cyst  and  the  balloon 
inflated.  Several  sutures  closed  the  cyst 
around  the  catheter,  which  was  then  brought 
out  through  a stab  wound  in  the  right  upper 
abdomen. 

Microscopic  examination  of  the  cyst  wall 
and  daughter  cysts  revealed  acellular  amor- 
phous material  without  cellular  components, 
associated  with  small  structures  morpho- 
logically resembling  hooklets  of  the  type 
associated  with  E.  granulosis.  The  patho- 
logic diagnosis  was  Echinococcus  cyst. 

The  postoperative  course  was  uneventful, 
and  the  patient  was  discharged  from  the 
hospital  on  the  twelfth  postoperative  day. 
Daily  irrigation  of  the  cavity  was  advised 
and  continued  at  home,  with  removal  of 
persistent  daughter  cysts. 

On  May  18,  1960,  the  thirty-sixth  post- 
operative day,  a radiologic  examination  of 
the  cyst  cavity  was  made  by  introducing 
contrast  material  via  the  Foley  catheter. 
The  cavity  had  shaggy,  irregular  walls, 
measured  8.5  by  9.2  by  9 cm.  and  com- 
municated with  a small  division  of  the  right 
hepatic  duct  outlining  the  biliary  tree, 
including  the  cystic  duct  and  gallbladder, 
which  appeared  normal.  Some  of  the 
opaque  material  entered  the  duodenum, 
which  also  appeared  grossly  normal  (Fig. 
4A).  The  bilobular  Echinococcus  cyst  near 
the  midline  was  again  noted,  but  no  con- 
nection could  be  seen  between  it  and  the  cyst 
in  the  right  lobe  of  the  liver.  Some  ir- 
regular calcifications  were  still  present  in  the 
walls  of  the  main  cyst.  There  was  no 
evidence  of  a colonic  fistula. 
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FIGURE  4.  (A)  Appearance  of  cyst  cavity,  biliary  tree,  and  duodenum  following  opacification  with  contrast 
medium  on  the  thirty-sixth  postoperative  day.  (B)  The  cyst  has  decreased  in  size  by  the  fifteenth  postoper- 
ative week.  (C)  Marked  diminution  in  cyst  size  and  absence  of  communication  with  the  biliary  tree  are 
noted  thirteen  months  following  operation.  (D)  Two  and  one-half  years  postoperatively  the  cyst  in  the 
right  lobe  is  almost  obliterated.  The  old,  untreated  calcified  cyst  in  the  midline  is  well  outlined. 


Mucopurulent  drainage  continued  in  grad- 
ually diminishing  amounts,  and  occasional 
daughter  cysts  were  passed.  At  no  time 


was  bile  noted  coming  from  the  catheter, 
indicating  a small  fistula  and  an  unob- 
structed biliary  tree. 
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A barium  enema  thirteen  weeks  following 
operation  showed  that  the  entire  colon 
filled  rapidly  and  completely.  There  was 
no  longer  any  narrowing  or  irregularity  of 
the  right  transverse  colon,  and  a fistula 
tract  could  not  be  demonstrated.  Two 
weeks  later  the  cyst  cavity  was  again  out- 
lined by  means  of  contrast  medium  and  was 
found  to  have  diminished  in  size,  measuring 
6.7  by  7.5  by  8.5  cm.  A communication 
with  the  biliary  tree  was  again  noted  (Fig. 
4B). 

The  Foley  catheter  was  replaced  with  a 
small  length  of  rubber  tubing  in  the  nine- 
teenth postoperative  week.  Drainage  con- 
tinued to  diminish  in  quantity,  and  the 
rubber  tube  was  removed  in  the  twenty- 
third  postoperative  week.  Occasional  cysts 
continued  to  pass  from  the  narrow  tract, 
which  was  kept  open  with  silver  nitrate 
applications.  The  tract  could  now  be 
probed  for  a distance  of  only  7 cm. 

The  drainage  tract  was  again  injected 
with  contrast  medium  on  May  5,  1961, 
thirteen  months  following  operation.  The 
cyst  measured  3 by  3.5  by  5 cm.,  and  the 
tract  leading  from  the  skin  surface  to  the  cyst 
cavity  measured  6 cm.  in  length.  The 
biliary  communication  could  no  longer  be 
visualized  (Fig.  4C). 

The  patient  is  now  well  and  has  no  pain  or 
discomfort.  On  November  11,  1962,  two 
and  one-half  years  following  drainage  of  the 
hydatid  liver  cyst,  the  tract  measured  5 
cm.  in  length,  and  the  cyst  cavity  measured 
2 cm.  in  diameter  (Fig.  4D).  Only  a small 
spot  of  purulent  drainage  appeared  on  the 
patient’s  daily  dressing. 

Comment 

Diagnosis.  The  diagnosis  of  Echino- 
coccus cyst  of  the  liver  is  readily  estab- 
lished once  the  presence  of  the  disease  is 
suspected.  A history  of  association  with 
sheep  and  dogs,  especially  in  the  Medi- 
terranean area,  will  suffice  to  arouse  such 
suspicion.  The  presence  of  a mass  in  the 
right  upper  abdomen  would  lead  to  con- 
sideration of  the  liver  as  the  site  of  origin, 
and  roentgen-ray  examination  will  usually 
disclose  some  abnormality.  Very  often  a 
density  in  the  hepatic  region  will  be  revealed, 
with  areas  of  calcification,  usually  of  annular 
configuration.  This  finding  will  generally 
appear  during  the  course  of  an  x-ray  ex- 


amination of  the  gallbladder,  stomach,  or 
colon  or  in  a flat  abdominal  film  taken  to 
define  the  nature  of  a mass  in  the  right  upper 
quadrant.  In  our  case  the  calcified  annular 
shadows  in  the  right  upper  quadrant  were 
seen  during  a roentgen-ray  examination  of 
the  gallbladder  and  indeed  were  believed 
to  be  resident  in  that  organ.  In  some 
instances,  as  in  the  present  case,  diagnosis 
will  be  made  at  the  operating  table,  when 
biopsy  of  the  mass  in  the  liver  reveals  it  to 
be  a thick-walled  cyst  with  light  brown  fluid 
containing  daughter  cysts. 

The  laboratory  will  give  considerable  help. 
When  the  problem  first  arises  in  the  operat- 
ing room,  the  fluid  can  be  examined  micro- 
scopically. The  demonstration  of  scolices 
and  hooklets  is  pathognomonic  of  Echino- 
coccus disease. 

The  Casoni  test  involves  intradermal 
injection  of  a small  amount  of  fluid  from  a 
proved  Echinococcus  cyst.  In  a positive 
reaction,  within  fifteen  minutes  a wheal 
develops,  with  pseudopodia  and  a large 
surrounding  zone  of  pronounced  erythema. 
A positive  reaction  indicates  that  the  patient 
is  harboring  or  has  harbored  the  parasite. 
The  reaction  usually  remains  positive  in- 
definitely, regardless  of  therapy.  The  com- 
plement-fixation test  employs  diluted  cyst 
fluid  as  the  antigen.  A positive  reaction 
results  only  if  the  patient  is  harboring  a 
living  cyst.  Once  the  disease  has  been 
eradicated,  the  reaction  to  the  complement- 
fixation  test  reverts  to  negative,  although 
this  may  require  a few  months.8 

The  blood  leukocyte  count  is  usually 
normal  unless  the  cyst  is  infected,  in  which 
case  a leukocytosis  is  present.  A differ- 
ential white  blood  cell  count  reveals  an 
eosinophilia  of  over  5 per  cent  in  about 
one  third  of  the  cases.  An  eosinophilia 
as  high  as  39.3  per  cent  has  been  recorded. 

Treatment.  There  is  no  known  medical 
treatment  of  hydatid  cyst  of  the  liver,  so 
that  if  any  therapy  is  to  be  directed  toward  a 
known  or  suspected  lesion,  it  must  be  sur- 
gical. The  mere  presence  of  a cyst  in  itself 
does  not  constitute  a clear  indication  for 
therapy.  Many  cysts  are  as  old  as  the 
patient  and  are  diagnosed  by  an  incidental 
flat  plate  of  the  abdomen.  The  calcified 
area  in  the  midportion  of  the  liver  in  the 
present  case  was  asymptomatic  and  was  left 
undisturbed.  Operation  is  indicated  for 
the  complications  of  a cyst,  such  as  infection 
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or  rupture  into  one  of  the  body  cavities  or 
the  biliary  passages. 

Certain  “don’ts”  deserve  especial  em- 
phasis. Exploratory  puncture  should  not  be 
performed  because  of  the  dangers  of  anaphy- 
laxis and  dissemination.  Operation  should 
be  avoided  in  elderly  patients  when  x-ray 
examination  shows  widespread  calcification 
of  the  adventitia.  In  this  situation,  the 
hydatid  is  probably  dead,  and  infection  may 
occur  in  the  rigid  cavity.  In  cases  of  intra- 
biliar y rupture,  the  operation  should  be 
postponed  if  possible  until  the  jaundice  has 
subsided. 

Where  the  correct  preoperative  diagnosis 
is  made,  the  cyst  can  be  exposed  through  a 
suitable  incision.  When  the  cyst  presents 
posteriorly  in  the  right  lobe  of  the  liver,  it 
can  best  be  approached  via  a posterior 
incision,  resecting  the  twelfth  and  possibly 
the  eleventh  ribs.  For  all  other  positions, 
a direct  abdominal  approach  will  be  indi- 
cated, utilizing  either  a subcostal  or  trans- 
rectus incision. 

The  cyst  will  generally  reveal  itself  as  a 
white  hyaline  mass  and  should  be  completely 
walled  off  from  the  general  peritoneal 
cavity  by  suitably  placed  packs.  The  cyst 
is  then  punctured  with  a large  hollow  needle 
attached  to  a syringe,  and  as  much  of  its 
fluid  contents  as  possible  are  allowed  to 
escape  into  a receptacle.  Following  this, 
Dew7  recommends  the  injection  of  7.5  cc.  of 
formalin.  In  a cyst  with  a diameter  of  10 
cm.  and  a volume  of  570  cc.  this  will  result  in 
a 1.5  per  cent  solution  which,  if  allowed  to  re- 
main within  the  cyst  cavity  for  at  least  four 
minutes,  will  kill  the  remaining  viable 
parasites.  Formalin  has  little  or  no  effect 
on  intact  daughter  cysts  but  will  destroy 
freed  scolices.  Following  a four-minute 
wait  the  needle  is  removed  and  a large-bore 
tube  inserted  into  the  cavity.  Strong  suc- 
tion will  remove  even  large  daughter  cysts. 

The  opening  in  the  cyst  is  further  en- 
larged, and  all  remaining  daughter  cysts 
and  the  entire  laminated  membrane  and 
germinal  lining  of  the  mother  cyst  must 
be  carefully  and  completely  removed.  The 
adventitia  must  be  left  intact  because  its 
removal  will  tear  vessels  and  bile  ducts  and 
complicate  the  procedure.  The  cavity  is 
then  swabbed  with  gauze  soaked  in  4 per 
cent  formalin. 

In  treating  our  patient  the  operating 
surgeon  (H.D.Z.)  was  aware  of  the  presence 


of  a fistula  to  the  right  colon  and  suspected 
a fistula  to  the  biliary  tree.  He  chose  not 
to  inject  pure  formalin  into  the  closed 
cyst  cavity  for  fear  that  damage  to  the 
biliary  tree  and  colon  would  thereby  result. 
He  contented  himself  with  thorough  evac- 
uation of  the  cyst  contents  and  swabbing 
the  cyst  cavity  with  a sponge  soaked  in 
4 per  cent  formalin. 

Once  the  parasite  has  been  completely 
removed,  the  cyst  cavity  must  be  dealt  with. 
The  ideal  treatment  is  closure  of  the  cavity 
and  of  the  abdominal  incision  without 
drainage.7  The  greatest  danger  is  infection 
of  the  cavity  and  its  contents.  If  a simple 
cyst  is  encountered  and  the  adventitia- 
lined  cavity  remaining  is  smooth  walled, 
contains  no  biliary  drainage,  and  is  unin- 
fected, then  the  cavity  should  be  filled  with 
sterile  normal  saline  solution  containing  1 
million  units  of  penicillin,  and  the  opened 
portion  of  the  cavity  wall  should  be  closed 
tightly  by  suture.  According  to  Dew,7 
if  asepsis  is  good,  this  is  the  best  way  to 
treat  such  cavities  because  the  saline  is 
slowly  absorbed,  allowing  contracture  of  the 
adventitia  with  cavity  healing  by  fibrosis. 

The  cyst  cavity  should  not  be  closed  if  the 
cyst  connects  with  a biliary  passage  is  in- 
fected, is  very  large  and  multilocular,  and 
is  calcified.  In  these  instances  the  cavity 
should  be  drained  by  placing  a wide-bore 
rubber  drainage  tube  within  it  and  closing 
the  adventitial  wall  about  this  tube.  This 
drainage  tube  should  be  brought  out  through 
a stab  wound  in  the  best  location  to  permit 
dependent  drainage.  The  adventitial  wall 
should  be  attached  to  the  peritoneum  to 
prevent  leakage  around  the  tube;  or,  if  this 
is  not  possible,  a section  of  omentum  should 
be  attached  around  the  tube  to  accomplish 
the  same  purpose.  Postoperative  irriga- 
tions with  penicillin  solution  can  easily  be 
carried  out.  It  is  our  opinion  that  bacterial 
infection  is  an  inevitable  consequence  of  tube 
drainage.  However,  with  good  drainage  this 
infection  will  diminish  with  decrease  in  size 
of  the  cyst. 

Marsupialization  of  the  cyst  cavity  can 
also  be  performed.  It  has  the  disadvantage 
of  slow  convalescence  due  to  prolonged  drain- 
age over  a period  of  months  or  years  and  the 
risks  of  postoperative  hernia  formation. 
Tube  drainage  is  indicated  in  complicated 
cysts  such  as  suppurating  and  ruptured 
cysts. 
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Hydatid  cysts  of  the  liver  may  rupture 
into  the  pleural  or  peritoneal  cavity,  the 
alimentary  canal,  or  the  biliary  passages. 
Rupture  into  the  intrahepatic  biliary  pas- 
sages is  believed  to  be  a more  common  oc- 
currence than  rupture  into  extrahepatic 
biliary  passages.  Such  a complication  often 
manifests  itself  by  transitory  jaundice  and 
biliary  colic,  resembling  cholecystitis  with 
cholelithiasis.  At  this  time  daughter  cysts 
or  hydatid  membrane  may  be  found  in  the 
stools  or  vomitus.  Occasionally,  a natural 
cure  of  the  cyst  may  follow  its  evacuation 
by  this  route,  but  more  often  the  cyst  only 
partially  empties  itself,  re-forms,  and  repeats 
the  episode,  further  increasing  the  re- 
semblance to  recurrent  attacks  of  gallstone 
colic.  In  many  such  patients  a cholecys- 
tectomy is  performed  because  of  the  mistaken 
diagnosis  of  cholecystitis  with  cholelithiasis. 

Hydatid  cysts  that  have  ruptured  into  the 
biliary  ducts  should  be  treated  by  operation. 
Preferably,  the  operation  is  performed  during 
a nonicteric  period,  but  if  the  jaundice  fails 
to  abate,  the  operation  should  be  done. 
At  operation,  there  may  be  some  difficulty 
in  locating  the  cyst,  as  it  has  been  partially 
evacuated  at  the  time  of  rupture,  but  careful 
search  with  a needle  will  usually  reveal  its 
presence.  After  the  cyst  is  located,  its  con- 
tents should  be  evacuated;  as  previously  de- 
scribed. 

If  jaundice  is  present,  the  common  bile 
duct  should  be  opened  and  the  hydatid  de- 
bris obstructing  it  removed.  T-tube  drain- 
age should  then  be  instituted.  If  jaundice  is 
not  present  at  the  time  of  operation  but  was 
previously  present,  the  common  duct  should 
be  inspected  without  opening  it,  as  this  duct 
often  clears  spontaneously.  If  the  duct  is  of 
normal  size  and  appearance,  it  need  not  be 
opened;  if  it  is  thick- walled  or  dilated,  it 
should  be  opened  and  drained.  The  gall- 
bladder, if  present,  should  be  inspected,  as 
it  may  contain  daughter  cysts  and  debris  and 
require  removal. 

When  a hydatid  cyst  of  the  liver  ruptures 
into  some  portion  of  the  alimentary  canal, 
there  may  or  may  not  be  symptoms.  Hy- 
datid elements  may  be  found  in  the  stools. 
There  is  a distinct  danger  that  such  a cyst 
will  drain  inadequately  and  become  sec- 
ondarily infected.  As  soon  as  such  a rupture 
has  been  diagnosed,  operation  is  indicated. 
Drainage  of  the  cyst  should  be  performed. 


No  attempt  should  be  made  to  close  the 
fistulous  opening,  as  it  will  close  sponta- 
neously after  adequate  drainage  of  the  cavity 
has  been  established. 

In  our  case  there  was  rupture  into  both  the 
biliary  tree  and  the  right  side  of  the  trans- 
verse colon.  The  principles  described  were 
adhered  to,  and  the  result  was  excellent. 

According  to  Dew,7  the  results  of  surgical 
treatment  of  hydatid  cysts  of  the  liver  are 
very  good,  and  the  mortality  in  patients 
with  uncomplicated  cysts  is  negligible.  In 
complicated  cysts,  however,  the  mortality 
may  be  20  per  cent,  owing  to  the  occurrence 
of  secondary  infection,  rupture,  or  implanta- 
tion. The  complement-fixation  test  is  of 
value  in  determining  whether  or  not  the 
patient  has  been  cured.  When  a single  cyst 
has  been  evacuated,  the  fixed  amount  of 
complement  falls  rapidly.  If  one  year  fol- 
lowing the  operation,  four  minimum  hemo- 
lytic doses  of  complement  are  fixed,  it  is 
quite  probable  that  a residual  cyst  is  present. 

Summary 

Hydatid  cyst  of  the  liver  is  an  uncommon 
lesion  in  the  United  States.  If  untreated, 
it  is  a serious  disease  with  lethal  potential. 

A case  is  presented  with  the  complicating 
factors  of  communication  with  the  biliary 
tree  and  the  alimentary  canal.  A review  of 
the  accepted  modes  of  therapy  is  presented 
with  a view  to  providing  the  surgeon  who  has 
only  rare  experience  with  hydatid  disease 
with  a plan  of  operative  attack  that  will 
yield  the  best  results. 
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Because  it  is  uncommon  Weil’s  disease,  is 
frequently  not  considered  in  the  differential 
diagnosis  of  jaundice.  For  this  reason  its 
diagnosis  is  probably  often  missed.  We 
present  here  the  cases  of  2 patients  seen 
recently  on  our  medical  service  who  had 
jaundice  of  unknown  origin,  were  thought 
initially  to  have  viral  hepatitis,  and  in  whom 
the  diagnosis  of  Weil’s  disease  was  eventually 
made  and  confirmed.  In  addition,  we 
report  the  results  of  liver  function  tests  and 
liver  biopsies.  The  former  reveal  what 
appears  to  be  a distinctive  pattern  of 
leptospiral  hepatitis.  The  biopsies  are  the 
first,  to  our  knowledge,  to  be  reported  in 
the  English-language  medical  literature.! 

Case  reports 

Case  1.  The  patient,  a sixty -year-old 
Indian  male,  developed  weakness,  anorexia, 
right  upper  quadrant  pain,  fever,  nausea, 
and  vomiting  five  days  prior  to  admission. 
Two  days  later  he  noted  increased  darkness 

* Present  address:  Department  of  Medicine,  Montefiore 

Hospital,  The  Bronx,  New  York. 

t Since  this  report  was  written,  the  result  of  another  liver 
biopsy  of  a patient  with  Weil’s  disease  has  been  published. 1 


of  his  urine  and  one  day  later,  generalized 
icterus.  There  was  no  history  of  injections, 
transfusions,  drug  ingestion,  or  contact 
with  jaundiced  persons.  He  obtained  his 
water  from  a well  which  recently  had  been 
found  to  contain  two  dead  rats. 

The  patient  was  a moderately  obese, 
jaundiced  man  who  appeared  acutely  ill. 
The  liver  was  not  palpable,  and  the  results 
of  the  examination  were  otherwise  not 
remarkable. 

Some  of  the  laboratory  data  appear  in 
Table  I.  In  addition,  the  hematocrit  was 
36;  the  electrocardiographic  tracings  showed 
nonspecific  S-T  segment  and  T-wave  ab- 
normalities; Wassermann  test  results  were 
negative;  a chest  x-ray  film,  gastrointes- 
tinal series,  barium  enema,  and  an  intra- 
venous cholangiogram  gave  normal  findings; 
heterophil  agglutination  showed  a titer  of 
less  than  1:7;  and  cultures  of  urine,  blood, 
and  cerebrospinal  fluid  were  sterile.  Dark- 
field  examination  of  urine  thirteen  and 
fourteen  days  after  admission  were  negative 
for  Leptospira.  Agglutination  was  obtained 
with  L.  icterohaemorrhagiae  and  L.  canicola 
in  serum  dilutions  of  1:1,600,  1:3,200,  and 
1:3,200  on  the  third,  thirteenth,  and  thirty- 
eighth  hospital  days  respectively.  A reac- 
tion was  obtained  in  a complement-fixation 
test  for  leptospirosis  in  titers  of  125,  500,  and 
160  respectively  on  the  same  hospital  days. 
Needle  biopsy  of  the  liver  was  done  on  the 
seventh  hospital  day  (Fig.  1). 

The  hospital  course  was  one  of  progressive 
improvement.  The  patient  was  afebrile 
after  the  first  four  hospital  days.  He  re- 
ceived oxacillin  and  tetracycline  from  the 
third  to  the  thirteenth  hospital  day. 

Case  2.  This  fifty -four-year-old  white 
man  developed  malaise,  weakness,  fever,  and 
had  a shaking  chill  five  days  prior  to  admis- 
sion. Two  days  later  he  became  jaundiced, 
and  in  the  ensuing  three  days  he  had  four  tarry 
stools.  There  was  no  history  of  injections, 
transfusions,  drug  ingestion,  contact  with 
jaundiced  persons,  or  known  exposure  to 
rats.  He  owned  two  dogs;  neither  had 
been  ill  recently. 

On  examination  the  patient  was  jaun- 
diced and  not  in  acute  distress.  He  had  an 
irregular  pulse  at  a rate  of  90  and  a rectal 
temperature  of  100.5  F.  The  liver  edge  was 
felt  2 fingerbreadths  below  the  right  costal 
margin,  and  there  was  tenderness  in  the 
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TABLE  I.  Laboratory  data  in  Case  1 
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FIGURE  1.  Case  1.  Liver  biopsy  specimen. 


right  upper  quadrant.  The  physical  ex- 
amination otherwise  showed  nothing  re- 
markable. 

Some  of  the  laboratory  data  can  be  seen 
in  Table  2.  In  addition,  the  hematocrit  was 
40;  amylase  was  150  units;  serum  iron  was 
84  micrograms  per  100  ml.;  total  iron-bind- 
ing capacity  was  336  micrograms  per  100 
ml.;  leucine  amino  peptidase  was  350  units; 
heterophil  agglutination  was  1:7;  and 
Wassermann  test  findings  were  negative. 
The  electrocardiographic  record  showed 
atrial  fibrillation  and  flutter  and  nonspecific 
S-T  segment  and  T-wave  abnormalities. 
Gastrointestinal  x-ray  films  revealed  a 
deformed  duodenal  bulb,  with  the  sugges- 
tion of  an  ulcer  crater  in  the  duodenal  cap. 
Dark-field  examination  of  urine  during  the 
second  week  of  the  illness  was  negative  for 
Leptospira.  Serum  agglutination  was  posi- 
tive for  L.  icterohaemorrhagiae  and  L. 
canicola  in  a dilution  of  1 : 1,600  and  1 : 3,200 
respectively  on  the  third  hospital  day  and 
in  a dilution  of  1 : 3,200  for  both  on  the 
eighth  hospital  day.  As  with  the  first  pa- 
tient, titers  were  not  obtained  late  enough  to 
determine  specifically  which  of  the  agents 
was  the  causative  organism.  A liver  biopsy 
was  done  on  the  ninth  hospital  day 

(Fig.  2). 


FIGURE  2.  Case  2.  Liver  biopsy  specimen. 


The  hospital  course  was  complicated  by 
gastrointestinal  bleeding  that  required 
blood  transfusion.  The  atrial  fibrillation 
was  terminated  after  digitalization  and  did 
not  recur  after  the  digitalis  was  stopped. 
Otherwise,  the  course  was  one  of  gradual 
improvement. 

Comment 

In  a patient  with  acute  hepatitis  the 
presence  of  renal  disease  as  manifested  by 
albuminuria,  hematuria,  or  an  elevated 
blood  urea  nitrogen  should  make  the  clinician 
suspect  the  presence  of  Weil’s  disease.  If, 
in  addition,  cerebrospinal  fluid  pleocytosis 
can  be  demonstrated,  a tentative  diagnosis 
is  warranted.  This  was  confirmed  in  our 
cases  by  the  subsequent  immunologic  tests. 

Clinical  evidence  of  nephritis  occurs  in 
approximately  80  per  cent  of  patients  with 
leptospirosis  and  in  90  per  cent  or  more  of 
those  with  jaundice.2-3  Cargill  and  Beeson4 
found  abnormal  spinal  fluid  in  13  of  14  of 
their  patients  with  Weil’s  disease  and  in 
83  per  cent  of  83  such  cases  in  the  literature 
in  which  the  spinal  fluid  was  examined. 
Xanthochromia  and  pleocytosis  were  the 
most  common  abnormalities.  Xantho- 
chromia occurred  only  in  icteric  patients 
but  at  levels  of  serum  bilirubin  less  than 
those  usually  associated  with  bile  staining 
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of  the  spinal  fluid  in  other  diseases.  Pleo- 
cytosis had  its  peak  elevation  five  to  nine 
days  after  onset  of  the  illness  and  usually 
showed  a predominance  of  lymphocytes. 
Cerebrospinal  fluid  changes  are  characteris- 
tic in  those  with  and  without  signs  of 
meningism. 

Reports  of  liver  function  tests  in  Weil’s 
disease  are  sparse  but  generally  have  been 
thought  to  be  nonspecific  and  typical  of 
parenchymal  disease.5-6  Mellinkoff,  Tu- 
multy, and  Harvey7  noted,  however,  that  at 
any  level  of  bilirubin  the  thymol  turbidity 
was  decidedly  lower  in  Weil’s  disease  than 
in  viral  hepatitis.  We  were  impressed 
that  in  both  of  our  patients  the  serum  glu- 
tamic oxalacetic  transaminase  and  glutamic 
pyruvic  transaminase  levels  were  only 
minimally  elevated  when  the  bilirubin  was 
high.  Monteverde  and  Fumagalli8  found 
these  enzymes  to  be  more  than  minimally 
elevated  in  only  2 of  52  patients  with  lep- 
tospirosis; this  was  true  in  icteric  as  well  as 
in  anicteric  patients. 

The  liver  function  profile  in  Weil’s  disease, 
therefore,  is  essentially  that  of  acute  hepa- 
tocellular disease,  resembling  other  forms  of 
hepatitis  but  with  minimal,  if  any,  elevation 
of  the  transaminase  level.  It  suggests 
significant  functional  alteration  in  the  face  of 
comparatively  slight  actual  cellular  disrup- 
tion. This  is  consistent  with  the  observa- 
tion that  the  degree  of  hepatic  damage 
seen  at  autopsy  is  often  much  less  than  that 
expected  from  the  severity  of  the  jaundice.9 

Knowledge  of  the  characteristic  patho- 
logic changes  in  the  liver  in  Weil’s  disease 
is  based  almost  exclusively  on  postmortem 
specimens  and,  in  general,  is  thought  to 
show  evidence  of  nonspecific  hepatocellular 
damage.  One  change,  namely,  hepatic  cord 
disorganization,  has  been  commented  on  by 
several  authors10-14  because  of  its  severity 
in  most  cases  and  is  believed  by  some  to 
be  a characteristic  feature  of  the  disease.15 
Ostertag16  noted  this  change  in  needle  liver 
biopsies  performed  in  9 patients  with  lepto- 
spirosis. The  biopsies  of  our  patients 
showed  mild  hepatocellular  dissociation, 
moderate  intracellular  and  bile  canaliculi 
stasis,  diffuse  liver  cell  injury,  and  little 
evidence  of  portal  inflammatory  reaction 
(Figs.  1 and  2).  The  changes  are  those  of 
a nonspecific  acute  hepatitis,  although  the 


last  finding  and  the  absence  of  significant 
proliferation  of  bile  ductules  are  unusual 
for  viral  hepatitis  of  this  severity  and  are 
suggestive  of  a toxic  hepatitis. 

Summary 

Two  cases  of  Weil’s  disease  are  reported. 
They  demonstrate  the  characteristic  fea- 
tures of  hepatitis,  nephritis,  and  cerebro- 
spinal fluid  pleocytosis.  Liver  function 
tests  showed  only  minimally  elevated  serum 
transaminase  levels  when  the  serum  biliru- 
bin was  relatively  high,  an  apparently 
characteristic  feature  of  the  disease.  Liver 
biopsies  revealed  findings  of  a nonspecific 
acute  hepatitis,  with  some  changes  sug- 
gestive of  a toxic  hepatitis. 
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Charles  Auer,  M.D.,  of  New  York  City,  died 
on  February  23  at  the  age  of  seventy-three. 
Dr.  Auer  graduated  in  1912  from  New  York 
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a member  of  the  American  Academy  of  General 
Practice,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

DeLoss  Woodson  Berry,  M.D.,  of  New  York 
City,  died  on  March  2 at  the  age  of  fifty-three. 
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Cummings  graduated  in  1903  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  From 
1934  to  1948  he  was  director  of  the  Buffalo 
Museum  of  Science  and  was  the  Museum’s 
first  director  of  visual  education. 

Rudolph  Francis  Herriman,  M.D.,  of  Say- 
ville,  died  on  February  18  at  the  age  of  eighty- 
four.  Dr.  Herriman  graduated  in  1903  from 
New  York  University  and  Bellevue  Hospital 
Medical  College.  He  was  director  emeritus  of 
obstetrics  and  gynecology  at  Wyckoff  Heights 
Hospital  and  a consulting  obstetrician  and 
gynecologist  at  Southside  Hospital  (Bay  Shore) . 
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Paul  Klemperer,  M.D.,  of  New  York  City, 
died  on  March  3 at  the  age  of  seventy -six. 
Dr.  Klemperer  received  his  medical  degree  from 
the  University  of  Vienna  in  1912.  He  was 
formerly  head  of  the  Department  of  Pathology 
at  The  Mount  Sinai  Hospital  and  at  his  death 
was  a consulting  pathologist  there.  For  many 
years  he  also  had  served  as  a professor  of  pa- 
thology at  Columbia  University  College  of 
Physicians  and  Surgeons.  In  1962  he  received 


a medal  from  the  New  York  Academy  of  Medi- 
cine for  “outstanding  contributions  to  progress 
in  medical  science.”  Dr.  Klemperer  was  a 
Diplomate  of  the  American  Board  of  Pathology 
and  a member  of  the  American  Association  of 
Pathologists  and  Bacteriologists,  the  New 
York  Academy  of  Medicine,  and  the  New  York 
Pathological  Society. 

Jerome  Ludwig  Kohn,  M.D.,  of  New  York 
City,  died  on  January  19  at  the  age  of  seventy. 
Dr.  Kohn  graduated  in  1917  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  pediatrician  at  The  Mount 
Sinai  Hospital  and  an  attending  pediatrician 
at  Flower  and  Fifth  Avenue  Hospitals.  Dr. 
Kohn  was  a Diplomate  of  the  American  Board 
of  Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  American  Pediatric 
Society,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Meyer  J.  Kutisker,  M.D.,  of  New  York  City, 
died  on  February  29  at  the  age  of  seventy. 
Dr.  Kutisker  graduated  in  1917  from  New 
York  University  and  Bellevue  Hospital  Medi- 
cal College.  He  was  an  attending  surgeon  at 
Bellevue  Hospital.  Dr.  Kutisker  was  a Fellow 
of  the  American  College  of  Surgeons  and  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  Liggett,  M.D.,  of  Flushing,  died  on 
March  2 at  the  age  of  sixty-seven.  Dr.  Liggett 
graduated  in  1920  from  New  York  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a former  instructor  at  New  York  Poly- 
clinic Medical  School  and  Hospital  and  at  New 
York  Post-Graduate  Medical  School.  Dr. 
Liggett  was  a Diplomate  of  the  American  Board 
of  Otolaryngology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

F.  Joseph  McCarthy,  M.D.,  of  New  York 
City,  died  on  March  5 at  the  age  of  fifty-nine. 
Dr.  McCarthy  graduated  in  1930  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  physician  of  pulmonary 

continued  on  page  1038 
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Index  to  Advertised  Products 


Analgesics 

Protamide  (Sherman  Laboratories) 937 

Soma  Compound  (Wallace  Laboratories) 945 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 2nd  cover 

Cortisporin 

(Burroughs  Wellcome  & Company,  Inc.) 962 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Antirheumatics 

Pabalate  (A.  H.  Robins  Company,  Inc.) 949 

Appetite  depressants 

Obetrol  (Obetrol  Pharmaceuticals,  Inc.) 953 

Dermatologic  preparations 

Cosmedicake  (Kay  Preparations  Company,  Inc.). . 957 

pHisoHex  (Winthrop  Laboratories) 935 

Sardo  (Sardeau,  Inc.) 941 

Diagnostic  aids 

Tine  Test  (Lederle  Laboratories) 939 

Digestive  relaxants 

Decholin  (Ames  Company,  Inc.) 3rd  cover 

Diuretics 

HydroDIURIL-Ka  (Merck  Sharp  & Dohme) 947 

Energizers 

Deprol  (Wallace  Laboratories) 950-951 

Hormones 

Enovid-E  (G.  D.  Searle  & Company) 961 

Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 944 

Medical  instruments 

Electro-medical-surgical  instruments 
(Birtcher  Corp.) 955 

Ovarian  hormones 

Duosterone  (Roussel  Corp.) 931 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 943 

Tranquilizers 

Atarax  (J.  B.  Roerig  & Company) 932-933 

Thorazine  (Smith  Kline  & French  Laboratories). . 1042 

Wines 

Wine  (Wine  Advisory  Board) 952 


General  Electric  Company 

The  expansion  in  the  economy  this 
year  is  likely  to  be  concentrated  in 
most  of  the  areas  served  by  General 
Electric.  The  resulting  better  demand 
and  firming  prices  might  well  allow 
the  company  to  report  record  earn- 
ings. Our  Research  Department  has 
prepared  a study  of  this  company, 
which  is  available  upon  request. 

For  a free  copy,  address  Dept.  M 

CARL  M.  LOEB, 
RHOADES  & CO. 

Members  New  York  Stock  Exchange, 
American  Stock  Exchange  and 
Principal  Commodity  Exchanges 

42  Wall  Street  New  York  5,  N.  Y. 

Private  Wire  System  to  Branch  Offices, 
Correspondents  and  their  connections 
in  over  100  cities  throughout  the 
United  States  and  Canada. 
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“ Forget  I'm  a doctor  and  let's  try  it  again — let  me 
see  the  tongue 
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disease  at  Lenox  Hill  Hospital,  chief  physician 
of  pulmonary  disease  at  Lenox  Hill  Hospital 
Outpatient  Department,  and  a consulting 
physician  in  pulmonary  disease  at  St.  Francis, 
Misericordia,  Mother  Cabrini  Memorial,  and 
St.  Vincent’s  (Staten  Island)  Hospitals.  Dr. 
McCarthy  was  a Fellow  of  the  American  College 
of  Chest  Physicians  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
Society  for  Thoracic  Surgery,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Henry  Milch,  M.D.,  of  New  York  City,  died 
on  March  3 at  the  age  of  sixty-eight.  Dr. 
Milch  graduated  in  1920  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  a consulting  orthopedic  surgeon  at 
Liberty  Maimonides  Hospital  and  the  Hospital 
for  Joint  Diseases.  A former  instructor  in 
anatomy  at  the  College  of  Physicians  and  Sur- 
geons, he  originated  an  operation  used  in  cases 
of  arthritis  of  the  hip  and  a number  of  other 
procedures  in  bone  surgery,  was  a founding 
member  and  Diplomate  of  the  American  Board 
of  Orthopedic  Surgery,  a founding  member  of 
the  Association  of  Amateur  Chamber  Music 
Musicians,  and  of  the  Doctors  Orchestra.  Dr. 
Milch  was  also  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgery,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 


Eli  Moschcowitz,  M.D.,  of  New  York  City, 
died  on  February  23  at  the  age  of  eighty-two. 
Dr.  Moschcowitz  graduated  in  1900  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  physician  at 
Beth-El  and  The  Mount  Sinai  Hospitals  and  a 
consulting  pathologist  at  Beth  Israel  Hospital. 
In  1925  he  described  a vascular  disease  in- 
volving blood  clots  which  is  named  Moschco- 
witz’s  disease  after  him;  he  was  among  the 
first  to  work  in  psychosomatic  medicine.  He 
retired  as  director  of  The  Mount  Sinai  Hospital 
in  1945  and  also  retired  as  professor  of  clinical 
medicine  at  Columbia  University  College  of 
Physicians  and  Surgeons  at  the  same  time. 
Dr.  Moschcowitz  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a 
member  of  the  American  Association  of 
Pathologists  and  Bacteriologists,  the  New 
York  Academy  of  Medicine,  the  New  York 
Pathological  Society,  the  New  York  County 


Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Travers  Snyder,  M.D.,  of  New  York 
City,  died  on  February  25  at  the  age  of  sixty- 
four.  Dr.  Snyder  graduated  in  1921  from  New 
York  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  associate  attending  ob- 
stetrician and  gynecologist  at  New  York 
Hospital.  Dr.  Snyder  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Eugene  Achilles  Stanchi,  M.D.,  of  Freeport, 
died  on  January  3 at  the  age  of  sixty-six.  Dr. 
Stanchi  graduated  in  1924  from  Boston  Uni- 
versity School  of  Medicine.  He  was  director  of 
pediatrics  at  Meadowbrook  Hospital,  a consult- 
ing pediatrician  at  South  Nassau  Communities 
Hospital,  and  an  honorary  staff  pediatrician  at 
Nassau  Hospital.  Dr.  Stanchi  was  a member 
of  the  Nassau  Pediatric  Society,  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Eugene  Johnson  States,  M.D.,  of  Rochester, 
died  on  December  17,  1963,  at  the  age  of  eighty- 
one.  Dr.  States  graduated  in  1911  from  Yale 
University  School  of  Medicine.  He  was  a 
consulting  rectal  surgeon  at  Rochester  General 
Hospital  and  Monroe  County  Infirmary  and  a 
consulting  colonic-proctologic  surgeon  at  Park 
Avenue  Hospital.  Dr.  States  was  a member  of 
the  Rochester  Academy  of  Medicine,  the 
Rochester  Pathological  Society,  the  Monroe 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Sternglass,  M.D.,  of  Buffalo,  died  on 
February  18  at  the  age  of  seventy.  Dr. 
Sternglass  received  his  medical  degree  from  the 
University  of  Heidelberg  in  1921.  He  was  an 
honorary  dermatologist  and  syphilologist  at 
Sisters  of  Charity  Hospital  of  Buffalo  and  a con- 
sulting dermatologist  and  syphilologist  at  Chil- 
dren’s Hospital.  Dr.  Sternglass  was  a member 
of  the  American  Academy  of  Dermatology,  the 
Buffalo-Rochester  Dermatological  Society,  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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What  are  your  fellow  physicians 
doing  right  now?  Reading  the 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED  1960,  AGE  34, 
family,  veteran.  Extensive  experience;  desires  fee  for 
service  or  group  arrangement  in  metropolitan  or  suburban 
area.  Box  823,  % N.  Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  (N.Y.  Li- 
cense), desires  position.  Fee  for  service.  Box  870,  % 
N.Y.  St.  Jr.  Med. 


RADIOLOGIST— SEMI-RETIRED,  LICENSED  IN  N.Y. 
and  N.J.  Available  2 or  3 afternoons  a week.  Box  893, 
% N.Y.  St.  Jr.  Med. 


UROLOGIST,  34,  PROTESTANT,  EXCELLENT  BACK- 
ground,  seeks  initial  practice  or  association  opportunity. 
All  replies  answered  immediately.  Box  898,  % N.Y.  St. 
Jr.  Med. 


OPHTHALMOLOGIST,  HARVARD  MEDICAL  SCHOOL, 
university  trained,  seeks  association  with  ophthalmologist 
or  group.  Available  July  1964.  Box  902,  % N.Y.  St. 
Jr.  Med. 


WELL  TRAINED  ENT  MAN  TO  ASSOCIATE  WITH 
established  practitioner  in  suburban  area.  Call  212 
BOwling  Green  9-5360  or  write  George  F.  Sheehan,  50 
Broad  Street,  New  York,  New  York  10004. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 
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PEDIATRICIAN,  INTERNIST 

For  comprehensive  medical  care  group;  limited  house 
calls;  pleasant  New  York  City  suburb;  initial  con- 
tract leading  to  partnership;  $15,000.00  per  annum; 
$16,000.00  per  annum  if  Board  certified.  Send  full 
curriculum  vitae  in  first  letter.  Box  891,  % N.Y.  St. 
Jr.  Med. 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 

OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  the  picturesque  north  country  of 
Champlain  Valley.  University  within  city  limits;  fine 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 

GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 


NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 


URGENT  NEED  FOR  GENERAL  PRACTITIONER, 
medical  specialists.  Growing  Suffolk  Long  Island  com- 
munity. Hospital  nearby.  Excellent  practice  guaranteed. 
Call:  516  JU  8-9041;  516  JU  8-5100. 


WANTED— HOUSE  PHYSICIAN  WITH  POSTGRAD- 
uate  training  or  experience  in  internal  medicine.  State 
license  and/or  ECFMG  certificate  necessary.  Modern 
300  bed  hospital  with  excellent  staff.  Salary  in  excess  of 
$ll,000/annum.  Write  F.  W.  Furth,  M.D.,  Community 
Hospital  of  Greater  Syracuse,  Broad  Road,  Syracuse, 
New  York  13215. 


PEDIATRICIAN,  BOARD  MEMBER  OR  BOARD 
eligible,  wanted  by  medical  group  in  New  York  Metro- 
politan area.  Starting  salary  $1200  monthly  with  yearly 
increments.  No  night  hours.  Full  specialists  staff. 
Box  887,  % N.Y.  St.  Jr.  Med. 

LOCUM  TENENS  WANTED  FOR  GENERAL  PRAC- 
tice.  May,  June,  July,  August  1964.  Excellent  remunera- 
tion; mostly  office  practice;  assisted  by  experienced 
nurse.  Box  885,  % N.Y.  St.  Jr.  Med. 

DERMATOLOGIST:  OPENING  FOR  FULL-TIME  As- 

sistant in  private  practice  of  well-known  dermatologist. 
Must  have  New  York  State  license.  Send  resume,  refer- 
ences, photo.  Box  888,  % N.Y.  St.  Jr.  Med. 

GENERAL  PRACTITIONER:  FAST  GROWING  STATE 
university  community;  additional  medical  help  needed; 
new  county  infirmary;  30  miles  south  of  Rochester 
Box  97,  Geneseo,  N.  Y. 


COLLEGE  PHYSICIAN- VACANCY  TO  BE  FILLED  BY 
September  1964.  $14,000  yearly,  one  month  vacation. 

Supervision  of  Health  Service,  Infirmary.  Faculty  rank, 
privileges.  Apply:  Gerald  Saddlemire,  Dean  of  Students, 
State  University  College,  Geneseo,  New  York  14454. 


WANTED:  PHYSICIAN  WITH  INTERNAL  MED- 

icine  background,  age  to  35,  for  permanent  position,  life 
insurance  company,  NYC.  Clinical,  underwriting. 
Outstanding  fringe  benefits.  Inquiries  and  curriculum 
vitae  to  Box  889,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


WANTED:  BOARD  TRAINED  ANESTHESIOLOGIST. 
Join  group,  2 partners.  Salary  first  year,  then  partner- 
ship. Small  community  near  metropolitan  New  York. 
Box  895,  % N.Y.  St.  Jr.  Med. 

GENERALIST  DESIRES  ASSOCIATE  IMMEDIATELY. 
No  investment  necessary;  minimum  guarantee.  Queens 
County.  Leaving  for  specialization.  Box  892,  % N.Y. 
St.  Jr.  Med. 


ANESTHESIOLOGY  CAREER  RESIDENCY  AVAIL- 
able  at  yeterans  Administration  Hospital,  Syracuse,  N.  Y. 
This  active,  488  bed  GMS  Hospital  is  affiliated  with  the  As- 
sociated Hospitals  of  the  Upstate  Medical  Center  State 
University  of  New  York.  Fully  approved  training  in  all 
aspects  of  anesthesia  under  the  direction  of  Allen  B.  Dob- 
kin,  M.D.  Depending  upon  qualifications,  stipend  may 
range  from  $8,410  to  $11,725  per  annum.  Licensure  and 
American  citizenship  are  prerequisite.  Apply  to:  Chief  of 
Staff,  V.  A.  Hospital,  Syracuse,  New  York 

PRACTICE  OPPORTUNITIES,  G.P.,  MOST  SPECIAL- 
ties.  Growing  Huntington  community  (north  shore) 
needs  medical  services.  Rent  or  buy  excellent  location. 
D.  S.  Figelman,  D.D.S.,  105  Burr  Rd.,  E.  Northport. 

NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City,  is  a 247  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program,  and  a progressive 
philosophy  regarding  internship  training.  We  are  ac- 
cepting applications  for  rotating  internships  and  invite 
your  inquiries.  The  program  has  the  approval  of  the 
Council  on  Medical  Education  of  the  American  Medical 
Association.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New 
York. 


PHYSICIANS  WANTED  — MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-Aug.  Good  salary, 
free  placement.  350  member  camps.  Dept.  P,  Associa- 
tion Private  Camps,  55  West  42nd  St.,  New  York  36. 

LOCUM  TENENS:  YOUNG  GENERALIST  OR  IN- 

ternist,  July  and  August,  for  active  village  and  rural  prac- 
tice near  Rochester,  N.Y.  Remuneration  to  $350  weekly. 
Opportunity  for  later  associate  practice  if  compatible. 
Apartment  available.  F.  V.  Oderkirk,  M.D.,  115  East 
Main  St.,  Victor,  N.  Y. 

WESTCHESTER  PROFESSIONAL  OFFICES  AVAIL- 
able  June  in  new  Medical  Center  in  growing  IBM  com- 
munity. 914  AR  3-3046. 

WANTED:  PHYSICIAN,  ALL  GIRLS  CAMP,  JULY 

and  August.  Write  Mrs.  Burger,  1299  Ocean  Ave., 
Brooklyn  or  Phone  GE  4-0801. 


THE  BROOKLYN  VETERANS  ADMINISTRATION 
Hospital  has  vacancies  for  residency  training  beginning 
July  1,  1964.  This  is  a 1000-bed  general  medical  and 
surgical  hospital;  affiliation  with  State  University  of  New 
York,  Downstate  Medical  Center,  Brooklyn,  New  York. 
Openings  are  available  in:  Internal  medicine  3 years; 

radiology  3 years;  pathology  4 years;  physicial  medicine 
and  rehabilitation  3 years;  and  thoracic  surgery  2 years, 
($6,440  and  $7,405);  salary  $4,205  to  $6,440  with  annual 
increases;  career  residencies  available  in  physical  med- 
icine and  rehabilitation  and  in  pathology  from  $8,410  to 
$11,725,  depending  on  qualifications.  Contact:  Chief  of 
Staff,  V.A.  Hospital,  Brooklyn,  New  York  11209. 

GENERAL  PRACTITIONER  AND  A SURGEON  UR- 
gently  needed.  Northern  N.Y.  Lucrative  practice; 
area  15,000;  new  hospital.  Industrial,  farming,  insurance, 
school  physician;  resort  area.  Modern  home  adjoining 
equipped  office  building.  Sacrifice  $23,000;  terms.  Box 
903,  % N.Y.  St.  Jr.  Med. 


LOCUM  TENENS.  LARGE  MIDTOWN  HOTEL,  N.Y.C. 
July  & August.  Full  time,  G.  P.  or  internist.  Advant- 
ageous. Box  904,  % N.Y.  St.  Jr.  Med. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  1039 
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PHYSICIANS  WANTED — CONT’D 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed, 
due  to  three  recent  vacancies.  Recreation  Center;  ade- 
quate hospital,  education  and  social  activities.  Minimum 
income  guarantee.  W.  B.  Sheldon,  Admin.,  Margaret- 
ville Hospital. 


PRACTICES  FOR  SALE  OR  RENT 


ACTIVE  GENERAL  PRACTICE,  SYRACUSE,  N.Y- 
Office-home  combination,  well  suited  also  for  specialist, 
for  less  than  real  estate  value;  easy  terms.  Reason: 
retiring.  Box  894,  % N. Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  HOME-OFFICE  COMBINA- 
tion  for  sale  due  to  death.  180  bed  hospital  within  2 miles 
in  Cortland,  N.  Y.  Mrs.  Eugene  Alexander,  108  S.  Main 
St.,  Homer,  N.  Y. 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


FOR  SALE  OR  RENT:  GENERAL  PRACTICE,  FULLY 
equipped  office,  library.  Located  upper  Manhattan; 
street  level;  brownstone.  Terms  available.  Call  FO 
8-7950  or  AU  3-4169. 


RADIOLOGICAL  PRACTICE,  LUCRATIVE,  IMMED- 
iately  available  because  of  sudden  death.  Office  long 
established  in  professional  building  in  New  Rochelle; 
reasonably  priced,  fully  equipped.  X-ray  technician 
available.  Call  OX  7-7086  or  YO  9-5400. 


REAL  ESTATE  FOR  SALE  OR  RENT 


DOCTOR’S  PARK,  POUGHKEEPSIE,  NEW  YORK. 
850  sq.  ft.  available  immediately.  18  specialists,  1 dentist, 
perfect  for  E.N.T.,  dermatologist,  allergist.  Poughkeepsie 
Medical  Buildings,  Inc.,  104  Fulton  Avenue,  Pough- 
keepsie, New  York.  Area  code  914-452-1060. 


WICOPEE  ESTATES— 42  MILES  FROM  NYC-TOMP- 
kins  Corners.  New  filtered  swimming  pools;  modern 
4 & 5 room  cottages  desirable  for  physicians,  each  on  (1) 
acre.  All  sport  facilities;  priv.  lake;  day  camp;  social 
hall;  lunch’tte;  wash’g  machines.  Taconic  Parkway  to 
Peekskill  Hollow  Road  (exit  P 2A),  follow  signs.  NYC: 
CH  4-2624  or  TW  6-1169. 


AIR-CONDITIONED  PROFESSIONAL  BUILDING  IN 
Hewlett,  L.I.  Suites  available;  reasonable  rent;  will 
subdivide.  Opposite  L.I.  station,  business,  etc.  WOrth 
6-2750. 

DOCTOR  NEEDED,  YONKERS,  BX  RIVER  RD.  FOR 
sale,  new  2 fm.  brick,  lge.  prop.;  cor.  parking.  Exc.  loc. 
in  area  of  new  luxury  apts.  914  BE  7-5271  eves. 

PROFESSIONAL  OFFICE  FOR  SALE,  309  E.  87th 
Street,  NYC.  Fully  equipped  & furnished,  air  con- 
ditioned doctor’s  office.  Very  reasonable.  Call  TR 
6-8235  between  4-7  PM 

PHYSICIAN’S  OFFICE  FOR  RENT  OR  SALE— WELL 
equipped,  excellent  opportunity.  Call  Utica,  REdwood 
2-4537. 


SPECIALIST  WISHES  TO  SHARE  WAITING  ROOM, 
consultation-treatment  room,  utility  room.  Exclus.  use 
mornings,  most  afternoons,  evenings.  East  37th  St., 
Manhattan.  Reasonable.  MU  5-5224. 


KEW  GARDENS:  BEAUTIFUL  4 BEDROOM  HOME; 
huge  living  room,  sun  room,  breakfast  area,  wine  cellar,  2 
patios,  tile  roof,  2 car  garage,  4 bathrooms;  priceless 
landscaping,  gracious  living.  Exclusive.  ELdorado 
5-7420. 


PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  * PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner— Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


PLAINVIEW,  L.I.:  SHARE  OFFICE  IN  SMALL  PRO- 
fessional  bldg.  Excellent  location,  nr.  hospital  & pkwys. 
Suitable  most  specialities.  516  WE  8-4800. 


EXCELLENT  OPPORTUNITY:  GENERAL  SUR- 

geons  widow  offering  for  sale  large  home  and  office  quar- 
ters, six  rooms  and  ceramic  tile  bath,  tub  plus  shower 
stall,  x/t  bath  down,  and  new  complete  built-in  kitchen. 
The  best  of  plumbing  and  heating.  Office  quarters, 
reception  foyer,  waiting  room,  three  examining  rooms 
completely  equipped,  including  General  Electric  x-ray 
machinge,  two-car  garage  and  large  lot.  Ernie  Perrone, 
Broker,  8 Apple  Street,  Gloversville,  New  York. 


SMITHTOWN,  HAUPPAUGE,  L.I.  AREA.  MODERN, 
air-conditioned  offices  in  ideally  located,  exclusive  pro- 
fessional building.  Utilities  included.  516  AN  5-5520. 


LAWRENCE,  L.I.,  N.Y.  IDEAL  LOCATION  OUTSIDE 
New  York  City.  Prosperous  suburban  community. 
Spacious,  three  bedroom  colonial  brick  house,  fully  land- 
scaped; sprinkler  system.  Suitable  for  office  and  home; 
must  settle  estate.  Call  516  FR  4-2614. 


HUNTINGTON  (MELVILLE),  L.I.  BUILDING, 
Route  110.  Now  medical  office;  ideal  location;  sale  or 
rent.  Call  516  HA  1-3656. 


RIVERDALE  (BRONX)  NEW  YORK;  EXCELLENT 
opportunity'  Professional  building  has  ideal  set-up  for 
group  practice  and/or  individuals  in  heavily  populated 
area.  Month  to  month  leasing  available  with  no  obliga- 
tion until  practice  established.  Rentals  as  low  as  $70 
per  month.  Box  905,  % N.Y.  St.  Jr.  Med. 


Distinguished  Manhattan  Buildings 
for  Professional  or  Residential  Use 
THE  MONTREUX 

342  EAST  67th  ST. 

A small,  charming,  luxury  Apt.  Bldg,  stressing  privacy,  comfort, 
convenience.  Across  the  street  from  New  York  Hospital  and 
Rockefeller  Institute. 

9.14,  3H,  room 
professional  and  residential  apartments 
Also  Garden  Apt.  and  Penthouse  Apt.  available. 

Phone  LE  5-3640,  TR  9-5300 

THE  GUARDSMAN 

64  EAST  94  ST.  (Betw.  Madison  and  Park  Aves.) 

A tastefully  decorated,  air-cond.  bldg,  a few  blocks  from  Mt. 
Sinai  Hospital  in  the  fashionable  P.S.  6 district. 

3 and  3A  room 

professional  and  residential  apts. 

Phone  FI  8-01  30  OWNER-MANAGED 
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The  discharged 
mental  patient . . . 
and  Thorazine * 


brand  of  chlorpromazine 


“ The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu 
tionalized  patients  by  regulation  of  medication , reassurance , manipulation  of  the  en\ 
vironment  where  necessary , and  . . . other  technics Kline,  n.s.:  Postgrad.  Med.  27:620  (May)  i96< 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  ris 
of  serious  side  effects  once  a patient  has  becom 
gradually  accustomed  to  Thorazine  (chlorproma 
zine,  sk&f)— regardless  of  dosage— over  a period  c 
a few  months.  Continuing  therapy  is  almos 
always  well  tolerated,  and  is  essential  to  mos 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  bee! 
successfully  used  for  10  years  in  the  treatment  of  mental  an 
emotional  disturbances,  and  has  proven  highly  effective  i 
the  maintenance  therapy  of  former  hospitalized  mental  p£ 
tients.  Principal  side  effects:  The  most  frequently  encountere 
side  effect  is  transitory  drowsiness.  Other  occasional  sid 
effects  include:  dry  mouth,  nasal  congestion,  constipatioi 
miosis,  dermatological  reactions,  photosensitivity,  jaundic 
hypotension,  increased  appetite  and  weight;  very  rareljl 
mydriasis,  agranulocytosis,  extrapyramidal  symptom! 
Contraindications:  Comatose  states  or  in  the  presence  < 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  < 
available  literature. 

^ Smith  Kline  & French  Laboratories 
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FlIRAClN 

*N!TRQfU8AZON£> 

SoiyfioH 


°N  lA&OSATO«! 


for  bladder  instillation 
urethrotrigonitis  and  postoperatively 


FURACIN SOLUTION 

BRAND  OF 

NITROFURAZONE 


■ dependable  antibacterial  action  against  a wide  range  of  gram-positive  and  gram- 
negative pathogens  ■ prompt  and  profound  relief  of  symptoms,  such  as  dysuria,  fre- 
quency and  urgency,  in  the  great  majority  of  cases  ■ no  mucosal  irritation  observed 
following  instillations  in  recommended  dilutions 


For  urethral  irrigation  or  bladder  instillation  it  is  recommended  that  Furacin  (nitro- 
furazone)  Solution  be  diluted  1 in  10  or  1 in  6,  using  aseptic  technic.  Sterile  distilled 
water  is  preferred  to  saline.  Use  within  1 week  to  avoid  precipitation  and  mycotic 
contamination.  In  urethrotrigonitis,  instill  50  to  60  cc.  (2  fl.  oz.)  of  diluted  Solution 
into  bladder  after  urination.  Retain  for  at  least  30  minutes.  Repeat  2 or  3 times  weekly. 


The  incidence  of  irritation  or  sensitization  to  Furacin  (nitrofurazone)  Solution  in 
urologic  and  surgical  practice  is  probably  less  than  2%.  Discontinue  if  signs  or  symp- 
toms of  irritation  develop. 

supplied:  Bottles  of  60  cc.  and  473  cc.,  containing  Furacin  (nitrofurazone)  0.2%. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.  Y. 
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IF  SHE'S  HIGH-STRUNG 
AND  CAN'T  TAKE  AMPHETAMINE 
PUT  HER  ON  DESBUTAL  GRADUMET, 

ONCE  A DAY 

— 


le’s  the  overweight  patient  who’s 
igh-strung,  nervous,  a compulsive 
iter — the  type  who  may  overreact  to 
lain  amphetamine — yet  fails  to  re- 
)ond  at  all  to  less  potent  drugs.  For- 
mately  for  her,  this  twofold  problem 
an  be  met  by  the  dual  action  of 
>esbutal  Gradumet. 

UAL  THERAPY:  Visualize  two  tablet 
actions,  back  to  back — each  with  its 
wn  release  rate.  One  section  contains 
)esoxyn®  (methamphet amine  hydro- 
hloride) — to  curb  the  appetite  and  lift 
lie  mood.  The  other  contains  Xembu- 
al®  (pentobarbital  sodium) — to  calm 
he  patient  and  counteract  any  exces- 
ive  stimulation.  The  release  rates  are 
.esigned  to  make  the  drugs  available 
a an  optimal  dosage  ratio,  minute  by 
ainute  throughout  the  day. 

•RECISE  RELEASE:  The  release  action 
s purely  physical  and  relies  on  only  one 


factor  common  to  every  patient:  gas- 
trointestinal fluid.  There  is  no  depend- 
ence on  enteric  coatings,  enzymes, 
motility,  or  an  “ideal”  ion  concentra- 
tion in  the  gastrointestinal  tract. 
Indeed,  the  Gradumet  can  pass  through 
the  stomach  in  minutes,  or  remain  for 
hours — the  release  rate  is  precise  and 
constant  throughout  the  body. 

PATIENT  BENEFITS:  She  feels  alert, 
confident,  and  comfortable.  Because 
her  preoccupation  with  food  diminishes, 
the  diet  no  longer  seems  impossible — 
it  becomes  a realistic  challenge.  And  she 
won’t  forget  to  take  Desbutal  Gradu- 
met because  dosage  is  just  once  a day. 

PRECAUTIONS:  Use  with  caution  in 
patients  with  hypertension,  cardiovas- 
cular disease,  hyperthyroidism  or  those 
who  are  sensitive  to  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


DESBUTAC  GRADUMET 

Brand  of  Methamphetamine  Hydrochloride  and  Pentobarbital  Sodium  in  Long- 
Release  Dose  Form,  Abbott.  Desbutal  10-10  mg.  Methamphetamine,  60  mg.  I 

Pentobarbital.  Desbutal  15-15  mg.  Methamphetamine,  90  mg.  Pentobarbital.  ■ abbott  I 
Gradumet-Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445.  403209  VHHHV 

:alms  her  anxieties, even  as  it  controls  her  compulsive  urge  to  eat 
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Scientific  Articles 

1077  New  Concept  in  Therapy  of  Cerebral  Arterial  Insufficiency,  an  Experimental  and 
Clinical  Report 
Guy  Owens,  M.D. 

1084  Rational  Use  of  Psychopharmaceutic  Agents 
Arthur  K.  Shapiro,  M.D. 

1096  Child  Psychiatry  Division  in  a General  Hospital 
Abram  Blau , M.D.,  and  Bertram  Slaff,  M.D. 

Clinicopathologic  Conference 

1101  Chest  Pain  and  a Systolic  Murmur 
Knickerbocker  Hospital 

Cardiac  Rehabilitation 

1108  Problems  of  the  Cardiac  Adolescent 
Frederick  A.  Whitehouse,  Ed.D. 

Nutrition  Excerpts 

1112  Salmonella  Food  Poisoning 
A.  Lifshitz,  Ph.D. 

Clinical  Anesthesia  Conference 

1114  The  “Full  Stomach” — A Continuing  Problem  in  Anesthetic  Management 

Case  Reports 

1116  Local  Gastric  Hypothermia  in  Bleeding  Gastric  Ulcers 

Newton  D.  Scherl,  M.D.,  and  Benedict  M.  Reynolds,  M.D. 

1119  Afibrinogenemia  Secondary  to  Pulmonary  Amniotic  Fluid  Embolism 
Manuel  de  Bastos,  M.D.,  and  K.  Srinivasan,  M.D. 

1125  Perforative  Appendicitis  with  Pneumoperitoneum 

William  T.  Stubenbord,  M.D.,  O.  Adrian  Johnson,  M.D.,  and 
D.  Rees  Jensen,  M.D. 
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Regular  washing  with  pHisoHex  instead  of 
soap  can  be  a decisive  factor  in  the  successful 
management  of  acne.  pHisoHex  degerms  skin 
constantly,  even  between  washings.  With  fre- 
quent, exclusive  use  it  builds  up  an  antibacte- 
rial film  on  the  skin  to  help  guard  against 
infection. 

In  a series  of  67  patients  using  pHisoHex  to 
treat  acne,  50  per  cent  found  that  their  acne 
lesions  “...cleared  in  a matter  of  one  to  two 
weeks.”1  All  except  ten  found  “...‘pHisoHex’ 
the  most  effective  treatment  they  had  tried.”1 

pHisoHex,  containing  3 per  cent  hexachloro- 
phene,  enhances  any  therapy  for  acne.  Hexa- 
chlorophene  is  100  times  more  effective  than 
soap  in  ridding  the  skin  of  bacteria.2  pHisoHex 
removes  dirt,  emulsifies  oil  and  cleanses  acne 
skin  rapidly  and  thoroughly.  It  is  superior  to 
soap  in  cleansing  the  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  follicles.  Non- 
alkaline,  nonirritating  and  hypoallergenic, 


pHisoHex  lacks  the  potentially  harmful  quali- 
ties of  soap. 

With  pHisoHex,  prescribe  pHisoAc®  Cream  for 
essential  keratolytic  action.  pHisoAc  dries, 
peels  and  masks  lesions  — helps  prevent  come- 
dones, pustules  and  scarring.  pHisoAc  Cream 
contains  colloidal  sulfur  6 per  cent,  resorcinol 
1.5  per  cent  and  hexachlorophene  0.3  per  cent. 
In  a recent  series3  of  100  patients  with  acne 
vulgaris  treated  with  pHisoHex  and  pHisoAc, 
good  or  excellent  results  were  obtained  in  79. 

How  Supplied:  pHisoHex  is  available  in  unbreakable 
squeeze  bottles  of  5 oz.  and  1 pint,  in  unbreakable 
plastic  bottles  of  1 gallon  and  in  combination  package 
with  pHisoAc  Cream. 

References:  1.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and 
East,  M.  0.:  Practitioner  189:82,  July,  1962.  2.  Sea- 
stone,  C.  V.:  Surg.  Gynec.  & Obst.  84:355,  March,  1947. 
3.  Wexler,  Louis:  Treatment  of  acne  vulgaris,  Clin.  Med. 
70:404,  Feb.,  1963. 

Winthrop  Laboratories 
New  York  18,  N.Y. 

pHisoHex  and  pHisoAc,  trademarks  reg 


lw/f7tihrop 

. U.S.  Pat.  Off. 


1047 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


1128 


1071 

1072 


1132 


1050 

1052 

1055 


Contents 


CONTINUED 


Malabsorption  in  Malignant  Carcinoid  with  Normal  5 HIAA 
David  T.  Nash,  M.D.,  and  Myron  Brin,  Ph.D. 


Editorials 

Masthead 

Cardiac  rehabilitation 

Billsbord 

A Slight  Touch  of  Seasoning 
William  R.  Carson,  M D. 

General 

State  Society  Officers 
Medical  Meetings 
Medical  News 


1058  Abstracts 

1058  Abstracts  in  Interlingua 

1059  Directory  Errata 
1061  Medical  School  News 

1065  Books  Reviewed 

1074  Films  Reviewed 

1133  Necrology 

Index  to  Advertising 

1066  Index  to  Advertisers 

1135  Index  to  Products 

1137  Classified  Advertising 


1048  New  York  State  Journal  of  Medicine  / May  1,  1964 


Now! 

the  formula  that  helps  you 
keep  older  patients  on  the  go 
can  go  with  them  as 
Nicozol"  Complex 
Capsules 


All  the  energy-building,  initiative-restor- 
ing elements  of  the  teaspoon  dose  of 
Nicozol®  Complex  Elixir, are  now  avail- 
able for  your  older  patients  in  the  new 
Nicozol®  Complex  Capsule.  For  the  ac- 
tive older  person  this  new  capsule  is  much 
more  convenient.  It  is  easier  to  carry,  easier 
to  take.  The  dose  is  precise  and  there  will 
be  fewer  forgotten  doses. 

New  Nicozol®  Complex  Capsules  can  help 
your  chronically  tired  patients  become 
stronger,  more  alert,  more  active.  Gentle 
cerebral  stimulation,  provided  by  the  vaso- 
dilating-analeptic  actions  of  niacin  and 
pentylenetetrazol,  with  metabolic  support 
from  vitamins,  minerals  and  the  gonadal 
hormones,  can  help  many  patients  past 
50  postpone  the  mental  and  physical  slow- 
down of  advancing  years. 

Dosage:  One  capsule  or  one  teaspoonful 
(5  cc.)  of  the  elixir  three  times  daily.  Fe- 
male patients  should  allow  a 7-day  rest  in- 
terval after  each  21 -day  course  of  therapy. 

References:  (1)  Goodman,  L.  S.  and  Gilman, 
A.:  The  pharmacologic  basis  of  therapeutics. 
New  York,  MacMillan  Co.,  1955,  p.  327.  (2) 
Shapiro,  R.  P.:  Clin.  Med.  2:29,  1955.  (3) 
Chesrow,  E.  J.,  et  a/.:  Geriatrics  6:319,  1951.  (4) 
Hoffer,  A.:  J.  Clin.  & Exper.  Psychopath.  78:131, 
1957.  (5)  Sydenstricker,  V*  P.  and  Cleckley,  H. 
M.:  Am.  J.  Psychiat.  98: 83,  1941. 


Formula:  Each  new  NICOZOL®  COMPLEX 
Capsule  or  each  5-cc.  teaspoonful  of  elixir 
contains:  50  mg.  pentylenetetrazol,  25  mg. 
nicotinic  acid,  0.834  mg.  methyl  testos- 
terone, 0.0034  mg.  ethinyl  estradiol,  2 mg. 
thiamine  HCI,  1 mg.  riboflavin,  2 mg.  pyri- 
doxine  HCI,  0.667  meg.  vitamin  B12,  0.034 
mg.  folic  acid,  1.67  mg.  panthenol,  6.67 
mg.  choline  bitartrate,  5 mg.  inositol,  33.34 
mg.  l-lysine  monohydrochloride,  1 mg. 
vitamin  E (a-tocopherol  acetate),  5 mg. 
iron  (ferric  pyrophosphate).  The  elixir,  in 
addition,  contains  15%  alcohol. 

Cautions:  Pentylenetetrazol  in  excessive 
dosage  may  produce  overstimulation  of 
the  higher  centers  (i.e.  convulsions).  Sensi- 
tive patients  may  experience  the  warm, 
tingling  flush  characteristic  of  nicotinic 
acid  and  should  be  assured  that  this  is  a 
harmless  effect.  Dosage  should  be  reduced 
if  there  is  evidence  of  masculinization  or 
abnormal  uterine  bleeding  in  females,  or 
feminization  in  males. 

Supplied:  New  NICOZOL®  COMPLEX  CAP- 
SULES, bottles  of  50;  pleasant-tasting  Elixir, 
bottles  of  1 pint  and  1 gallon. 

Nicozol®  Complex 

HART  LABORATORIES,  INC.,  Bryn  Mawr,  Pa. 
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When  you  decide  vour  patients’  dietary  fat  should  be  modified,  remember... 


Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100% 
corn  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content . . . the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 
Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


Lightly  Salted  in  golden  package 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5%  cis,  cis 
linoleic  acid).  Using  Fleisch- 
mann’s instead  of  butter  or  regu- 
lar margarines  increases  intake  of 
polyunsaturates  while  lowering 
intake  of  saturated  fat. 

(2)  Made  from  100%  com  oil... 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor. ..  Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability. ..  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Unsalted  in  green  foil  package 
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Medical  Meetings 


Howard  Fox  Memorial  Lecture 

The  Department  of  Dermatology  of  the  New 
York  University  Schools  of  Medicine  announces 
the  sixth  Howard  Fox  Memorial  Lecture  to  be 
delivered  by  Hans  Storck,  M.D.,  professor  and 
chairman  of  the  Department  of  Dermatology 
at  the  University  of  Zurich,  Zurich,  Switzer- 
land, on  May  5 at  4:00  p.m.  in  the  Auditorium 
of  Alumni  Hall,  550  First  Avenue,  New  York 
City.  Dr.  Storck  will  speak  on  “Photoallergy 
and  Photosensitivity  due  to  Systemically 
Administered  Drugs.” 

The  Howard  Fox  Memorial  Lecture  is  named 
for  a former  professor  of  dermatology  and 
syphilology  at  New  York  University  Post- 
Graduate  Medical  School  from  1925  until  1938, 
when  he  retired  as  professor  emeritus.  Dr.  Fox 
died  in  1954. 

Postgraduate  pediatric  lectures 

Two  lectures  on  pediatrics  will  be  given  at 
Maimonides  Hospital,  4802  Tenth  Avenue, 
Brooklyn,  in  the  Solarium  of  the  Kronish 
Pavilion  during  May.  The  weekly  lectures  are 
given  on  Tuesdays  at  10 : 00  a.m. 

On  May  5 William  Pomerance,  M.D.,  director 
of  obstetrics  and  gynecology  at  Maimonides 
Hospital,  and  professor  of  obstetrics  and 
gynecology  at  Downstate  Medical  Center,  State 
University  of  New  York,  will  speak  on  “Gyneco- 
logical Problems  in  Children  and  Adolescents.” 
On  May  12  Jacob  Graham,  M.D.,  chief  of 
Scoliosis  Service,  Hospital  for  Joint  Diseases, 
and  instructor  in  orthopedic  surgery  at  New 
York  University  College  of  Medicine,  will 
discuss  “Scoliosis  in  Children.” 

Otolaryngology  lecture  series 

A resident  lecture  series  in  the  Department  of 
Otolaryngology  of  the  Mount  Sinai  Hospital  will 
be  held  in  the  semi-private  tenth  floor  solarium 
of  the  hospital  at  Fifth  Avenue  and  100th  Street, 
New  York  City,  at  5 : 15  p.m. 

On  May  6 Shirley  H.  Baron,  M.D.,  director, 
Department  of  Otolaryngology,  Mount  Zion 
Hospital,  San  Francisco,  California,  will  speak 
on  “Modified  Radical  Mastoidectomy”;  on 
May  8 Dr.  Baron  will  discuss  “Frontal  Sinus 
Surgery.” 

A motion  picture  film  on  “Embryology  of  the 
Ear” — Part  II  will  be  shown  on  May  13  and 
Part  III  will  be  shown  on  May  27. 

On  May  20  Allan  E.  Kark,  M.D.,  director  of 
the  Department  of  Surgery  at  The  Mount  Sinai 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Hospital,  will  speak  on  “The  Role  of  Endoscopy 
in  the  Management  of  Surgical  Diseases  of  the 
Esophagus.” 

Oral  cancer  prevention  and  detection 

The  St.  Francis  Hospital  Oral  Cancer  Preven- 
tion and  Detection  Center,  Poughkeepsie,  will 
conduct  its  second  all-day  symposium  on  head 
and  neck  cancer  on  May  13. 

Among  the  speakers  will  be  Emerson  Day, 
M.D.,  medical  director  of  Strang  Clinic,  and 
attending  physician,  Department  of  Medicine, 
Memorial-Sloan  Kettering  Institute,  New  York 
City;  Vincent  W.  Handy,  M.D.,  director  of  the 
Bureau  of  Cancer  Control,  New  York  State 
Department  of  Health;  and  Hollon  W.  Farr, 
M.D.,  assistant  attending  surgeon,  Head  and 
Neck  Service,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  New  York  City. 

The  symposium  will  be  open  to  all  dentists 
and  physicians.  It  is  sponsored  by  The 
Dutchess  County  Dental  and  Medical  Societies, 
the  Bureau  of  Cancer  Control  of  the  New  York 
State  Department  of  Health,  the  U.S.  Public 
Health  Service  Cancer  Control  Program,  and 
the  Dutchess  County  branch  office  of  the  New 
York  State  Division  of  the  American  Cancer 
Society. 

Papanicolaou  smear  technics 

A comprehensive  course  of  instruction  in  the 
use  of  the  Papanicolaou  smear  for  the  detection 
of  cancer  of  the  cervix  is  being  held  in  New  York 
City.  Lectures  will  be  given  on  May  14,  June 
4,  and  June  18  at  8:00  p.m.  at  the  Department 
of  Health,  125  Worth  Street,  New  York  City, 
in  the  conference  room  on  the  second  floor. 
Clinic  sessions  will  be  held  at  various  times  and 
places  throughout  the  city.  Information  may 
be  obtained  from  the  Department  of  Health, 
Bureau  of  Adult  Hygiene,  WOrth  4-3800,  Exten- 
sion 622  or  249. 

The  course  is  sponsored  by  the  New  York 
City  Division  of  the  American  Cancer  Society, 
Medical  Society  of  the  County  of  New  York,  and 
the  New  York  City  Department  of  Health. 

American  Neurological  Association 

The  89  th  annual  meeting  of  the  American 
Neurological  Association  will  be  held  at  the 
Claridge  Hotel,  Atlantic  City,  New  Jersey,  June 
15  through  17  under  the  presidency  of  Richard 
Richter,  M.D. 

Information  regarding  the  meeting  may  be 

continued  on  page  1054 
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® Theophylline  (120  mg.) 

Ephedrine  HCI  (15  mg.) 

Phenobarbital  (8  mg.) 
(Barbituric  acid  derivative) 

Prednisone  (1.5  mg.) 

for  safer  steroid  protection  from  asthma 


Deltasmyl®  opens  the  airways  and  suppresses 
inflammation  by  combiningtheanti-allergic,  anti- 
inflammatory action  of  prednisone  with  the  bron- 
chodilating,  decongestant  and  quieting  effects 
of  theophylline,  ephedrine  and  phenobarbital. 

Deltasmyl  provides  prompt,  prolonged  relief  of 
asthma  with  prednisone  protection  against  aller- 
gens and  stress,  and  a wider  margin  of  safety 
through  reduction  of  the  effective  corticoid  dose. 

The  aim  of  therapy  in  asthma  should  be  relief  of 
bronchospasm  by  means  of  decongestant  and 
bronchodilating  agents — plus  prednisone,  not 
just  prednisone  alone.1  Uhde2 — using  theophyl- 
line-ephedrine-phenobarbital  with  prednisone — 
reports  an  increase  of  about  25%  in  the  action 
of  prednisone  with  quicker  arrest  of  inflam- 
mation, hypersecretion,  and  alveolar  stasis;  a 
marked  sedative  action  on  heart  and  circulation; 
improved  ventilation.  Bopp3  also  has  obtained 
satisfactory  results  with  the  same  combination, 
probably  through  synergistic  enhancement  of 
prednisone  potency. 

Dosage:  One  Deltasmyl  tablet  provides  sympto- 
matic relief  for  4 hours  or  longer.  Not  more  than 
6 tablets  should  be  taken  in  24  hours.  Withdraw 
gradually. 


Precautions:  Deltasmyl  contains  ephedrine  and 
should  not  be  given  with  epinephrine  since  both 
drugs  may  cause  tachycardia.  Carefully  observe 
patients  hypersensitive  to  sympathomimetic 
amines.  Phenobarbital  is  a barbituric  acid  deriv- 
ative which  may  be  habit  forming.  Despite  the 
low  prednisone  dose,  all  precautions  and  contra- 
indications of  corticosteroids  must  be  heeded, 
since  warning  signs  such  as  fluid  retention  or 
moon  face  may  not  be  present.  When  corti- 
costeroids are  given  to  patients  with  acute  or 
chronic  bacterial  infections,  appropriate  protec- 
tion should  be  provided. 

Contraindications:  Hyperthyroidism,  cardiovas- 
cular diseases,  peptic  ulcer,  diabetes  mellitus, 
psychotic  tendencies,  ocular  herpes  simplex, 
glaucoma,  prostatic  hypertrophy,  Cushing's  syn- 
drome, arrested  tuberculosis. 

Supplied:  Bottles  of  50  tablets,  on  prescription 
only. 

References:  1.  Barach,  A.  L.  and  Bickerman,  H.  A.: 
Pulmonary  Emphysema,  Baltimore,  Williams  & Wilkins, 
1956,  p.  523.  2.  Uhde,  H.:  Med.  Monatsschr.  No.  8, 
505,  1959.  3.  Bopp,  K.  Ph.:  Medizinische  Klinik 
53:186,  1958  and  Algerie  Medicale  62:1081,  1958. 

■ (Roussel) — — 

Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y, 
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General  Electric  Company 

The  expansion  in  the  economy  this 
year  is  likely  to  be  concentrated  in 
most  of  the  areas  served  by  General 
Electric.  The  resulting  better  demand 
and  firming  prices  might  well  allow 
the  company  to  report  record  earn- 
ings. Our  Research  Department  has 
prepared  a study  of  this  company, 
which  is  available  upon  request. 

For  a free  copy,  address  Dept.  M 

CARL  M.  LOEB, 
RHOADES  & CO. 

Members  New  York  Stock  Exchange , 
American  Stock  Exchange  and 
Principal  Commodity  Exchanges 

42  Wall  Street  New  York  5,  N.  Y. 

Private  Wire  System  to  Branch  Offices, 
Correspondents  and  their  connections 
in  over  100  cities  throughout  the 
United  States  and  Canada. 


Under  the  generic  name 


for  lower  costs  to  your  patients 


Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 


Quality  controlled  by  West-ward 


Sample  and  literature  on  request 


Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 


West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

NYS  5-1 


continued  from  page  1052 

obtained  from  the  secretary,  Melvin  D.  Yahr, 
M.D.,  710  West  168th  Street,  New  York,  New 
York  10032. 


American  Medical  Writer’s  Association 

The  twenty-first  annual  meeting  of  the 
American  Medical  Writers’  Association  will  be 
held  September  24  through  27  in  Philadelphia, 
Pennsylvania. 

A.M.W.A.  is  a professional  society  of  people 
engaged  or  interested  in  various  aspects  of 
medical  communication.  Its  objectives  are  to 
improve  the  quality  and  efficacy  of  communica- 
tions within  the  medical  world,  to  provide  a 
forum  and  publication  mediu,m  for  the  inter- 
change of  views  among  its  members,  and  to  im- 
prove the  status  and  recognition  of  the  medical 
communicator.  The  organization  publishes  a 
monthly  Bulletin,  reporting  developments  in  this 
field,  news  of  the  Association’s  six  local  chapters 
and  its  1,800  members,  together  with  original 
articles,  book  reviews,  and  other  items  of  in- 
terest. 

Membership  is  available  to  any  person  “ac- 
tively engaged  or  interested  in  any  aspect  of 
communication  in  the  medical  and  allied  profes- 
sions.” Dues  are  $15  per  year.  The  national 
office  of  the  Association  is  at  2000  P Street, 
N.W.,  Washington,  D.C.,  20036. 


International  congress  on  chest  diseases 

Under  the  auspices  of  the  Federal  Government 
and  the  National  Autonomous  University,  the 
VIII  International  Congress  on  Diseases  of  the 
Chest,  organized  by  the  Mexican  Chapter  of  the 
American  College  of  Chest  Physicians,  will  be 
held  in  Mexico  City  from  October  11  through  15, 
and  will  be  inaugurated  by  the  president  of 
Mexico,  Don  Adolfo  Lopez  Mateos. 

The  American  College  of  Chest  Physicians  is 
an  international  institution  including  members 
of  89  countries.  Since  1950,  the  College  has 
held  international  meetings  every  two  years. 

The  works  of  the  Congress  will  be  divided 
into  individual  papers,  institutional  papers,  and 
symposia.  There  will  also  be  a technical  and  a 
scientific  exhibition.  Official  languages  of  the 
congress  will  be  Spanish,  English,  and  French. 

Fees  are  $50  for  active  members.  Such  fees 
cover  all  entrances  to  the  social  activities  and  the 
cost  of  the  book  containing  all  summaries  to  be 
presented  in  the  meeting. 

Further  information  may  be  obtained  from 
the  Secretary  General  of  the  Congress,  Miguel 
Jimenez,  M.D.,  Unidad  de  Congresos,  Centro 
Medico  Nacional,  Bloque  B,  3er  Piso,  Ave. 
Cuauhtemoc  #330,  Mexico  7,  D.F. 
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Medical  News 


American  Board  of  Obstetrics 
and  Gynecology 

Applications  for  certification  in  the  American 
Board  of  Obstetrics  and  Gynecology,  letters 
requesting  reopening  of  applications,  and 
requests  for  re-examination  are  now  being 
accepted  in  the  office  of  the  Secretary,  Clyde  L. 
Randall,  M.D.,  100  Meadow  Road,  Buffalo  16, 
New  York.  All  applications  and  letters  of 
request  must  be  submitted  by  July  1 and 
accompanied  by  duplicate  lists  of  patients 
dismissed  from  service  for  the  twelve  months 
immediately  preceding  application. 

Candidates  are  urged  to  carefully  review  the 
current  Bulletin  of  the  Board,  with  particular 
attention  to  the  existing  requirements  before 
application  is  made.  Bulletins  may  be  ob- 
tained by  writing  to  the  office  of  the  Secretary. 

Diplomates  are  urged  to  keep  the  Board 
office  informed  of  their  current  address. 


Personalities 

Elected.  Frank  E.  Ciancimino,  M.D.,  Nyack, 
president;  E.  J.  Lusardi,  M.D.,  Cold  Spring, 
first  vice-president;  A.  H.  Diedrick,  M.D., 
Port  Chester,  second  vice-president;  S.  N. 
Miller,  M.D.,  Poughkeepsie,  secretary;  and 
Irving  Weiner,  M.D.,  Newburgh,  treasurer  of 
the  Ninth  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York. 

Appointed.  Joseph  C.  Hinsey,  M.D.,  director 
of  New  York  Hospital-Cornell  Medical  Center, 
as  a director  of  American  Hospital  Supply 
Corp.  . . Henry  H.  Schultz,  M.D.,  former 
director  of  the  Bureau  of  Tuberculosis  Case 
Finding,  as  head  of  the  new  State  Health 
Department  Bureau  of  Chronic  Respiratory 
Disease. 

Speaker.  Bertrand  E.  Lowenstein,  M.D.,  I 
former  instructor  of  pharmacology,  Harvard 
University  Medical  School,  assistant  professor 
of  pharmacology  and  physiology.  University  of 
Miami  Medical  School,  on  medical  aspects  of 
uses  and  abuses  of  new  drugs  at  the  medical 
staff  meeting  of  the  Manhattan  General  Hospital, 
New  York  City,  on  April  23. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


JVO-CAL 


WORRY  FREE! 

SUGAR  FREE!  SALT  FREE! 
CARBOHYDRATE  FREE! 
PROTEIN  FREE!  FAT  FREE! 


IT’S  FUN  TO  KEEP  FIT 
WITH  NO-CAL! 


No-Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it's 
America’s  first  and  most  famous  sugar- 


free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

10  delicious  flavors  and  zesty  mixers, 
No-Cal  is  the  only  carbonated  beverage  to 
add  so  much  care-free  sparkle  to  Ihnited 
regimens.  (You'l 
enjoy  it,  too!)  (fo^***^ 
Convenient  no-^ 
deposit  bottles. 


KiRSCH  BEVERAGES,  INC.,  BROOKLYN  6.  N.  Y. 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 


Miltown 

(meprobamate) 


>>> 


■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range  — may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

WALLACE  LABORATORIES/ Cranbury,  N.  J. 
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Abstracts 


Owens,  G.:  New  concept  in  therapy  of  cere- 

bral arterial  insufficiency;  an  experimental 
and  clinical  report,  New  York  State  J.  Med. 
64:  1077  (May  1)  1964. 

Experiments  with  dogs  suggested  that  cere- 
bral venous  to  capillary  shunting  of  blood 
might  occur  under  conditions  of  increased 
venous  pressure.  In  20  patients  with  cerebral 
arterial  insufficiency,  elevated  venous  pressure, 
obtained  by  external  compression  of  the  jugular 
veins  by  an  inflatable  cuff,  was  employed  in 
rerouting  blood  into  cerebral  capillary  areas 
made  ischemic  because  of  arterial  occlusion. 
There  was  improvement  in  12  patients  within 
twenty-four  hours;  8 did  not  improve  but  did 
not  develop  further  deficits. 


Shapiro,  A.  K.:  Rational  use  of  psycho- 

pharmaceutic  agents,  New  York  State  J.  Med. 
64:  1084  (May  1)  1964. 

General  recommendations  for  psychophar- 
macologic  therapy  are  as  follows:  In  the  psy- 
choses the  drugs  of  choice  are  (1)  for  panic  or 
extreme  agitation,  chlorpromazine,  triflupro- 
mazine,  or  thioridazine;  (2)  for  anxiety  symp- 
toms, trifluoperazine  or  perphenazine;  and 
(3)  for  depressive  symptoms,  imipramine,  iso- 
carboxazid, or  nialamide.  In  the  neuroses  the 
drugs  of  choice  are:  (1)  for  most  neurotic  pa- 

tients, meprobamate,  barbiturates,  or  other 
sedatives;  (2)  for  more  severe  anxiety  symp- 
toms, perphenazine  or  trifluoperazine;  and 
(3)  for  more  severe  depressive  symptoms,  imi- 
pramine or  isocarboxazid. 


Abstracts  in  Interlingua 


Owens,  G.:  Un  nove  concepto  in  le  therapia 

de  insufficientia  cerebro-arterial;  un  reporto 
experimental  e clinic  ( anglese ),  New  York 
State  J.  Med.  64:  1077  (1  de  maio)  1964. 

Experimentos  in  canes  suggere  que  shunting 
veno-capillari  de  sanguine  pote  occurrer  sub 
certe  conditiones  de  augmentate  pression  venose. 
In  20  patientes  con  insufficientia  cerebro- 
arterial,  elevate  pressiones  venose,  effectuate  per 
le  compression  externe  del  venas  jugular  con  le 
uso  de  un  inflabile  manchetta,  esseva  empleate 
con  le  objectivo  de  rediriger  sanguine  ad  in  le 
areas  cerebro-capillari  que  habeva  devenite 
ischemic  a causa  del  occlusion  arterial.  Melio- 
ration esseva  notate  intra  vinti-quatro  horas  in 
12  del  patientes.  Le  8 alteres  monstrava  nulle 
melioration,  sed  files  disveloppava  nulle  deficit 
additional. 


Shapiro,  A.  K.:  Uso  rational  de  agentes 
psychopharmaceutic  (anglese).  New  York 
State  J.  Med.  64:  1084  (1  de  maio)  1964. 

Le  sequentes  es  recommendationes  general 
pro  le  therapia  psychopharmacologic.  In  le 
psychoses,  le  pharmacos  de  election  es  (1) 
chlorpromazina,  triflupromazina,  o thioridazina 
pro  panica  o grades  extreme  de  agitation,  (2) 
trifluoperazina  o perphenazin  pro  symptomas 
de  anxietate,  e (3)  imipramina,  isocarboxazida, 
o nialamida  pro  symptomas  depressive.  In  le 
neuroses,  le  pharmacos  de  election  es  (1) 
meprobamato,  barbituratos,  o altere  agentes  de 
sedation  pro  le  majoritate  del  patientes  neuro- 
tic, (2)  perphenazina  o trifluoperazina  pro  plus 
sever  symptomas  de  anxietate,  e (3)  imipra- 
mina o isocarboxazida  pro  plus  severe  sympto- 
mas depressive. 
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These  corrections 
are  on  gummed  paper 
and  may  be  cut  out 
and  pasted  over  the 
original  entries  in 
the  1963-64  Medical  Directory. 


1963-64  Medical 
Directory  Errata 

Corrections  of  erroneous  biographic 
material  in  the  1963-64  Medical 
Directory  of  New  York  State  are 
listed  below.  Changes  have  been 
made  in  material  received  prior  to 
the  closing  date  of  July  1,  1962. 


★ALMANSI,  Renato  Joseph,  139  E 19  St.  Manhattan, 
by  appt.  Tel  Algonquin  4-8167.  Rome  1933.  D-PN(P). 
QP.  SI.  Am  Psych  (F);  Am  Orthopsych;  Am  Psychoan; 
NY  Psychoan;  Psychoan  Assn  NY.  Asso  Psych  Hillside;  Asst 
Psych  Kings  Co. 

★BUTTAFUOCO,  James  Philip,  Williston  Park,  by  appt. 
Tel  PI  7-3674.  State  Uniy  Bkln  1954.  SJ.  Nas  Ac  Med. 
Asst  Phy  Int  Med  Nassau;  Jr  Asst  Phy  St  Francis  Roslyn; 
Asst  Phy  Kings  Co. 

★DAVIS,  Martin  David,  4 E 89  St.  Manhattan,  by  appt. 
Tel  Trafalgar  6-8850.  State  Univ  Syr  1951.  D-PN  (P). 
QP.  Psychoan  Assn  NY.  Adj  Psych  Monte. 

★DEAN,  Archibald  S.  125  Main  St.  Buffalo.  9-1,  2^5. 
Tel  TL  6-3111,  ext  277.  Also  Snyder.  Johns  Hopkins 
1922.  DPH  Johns  Hopkins  1923.  D-PM(PH).  FACPM. 
Am  Pub  Health;  Ac  Med;  NY  Ac  PM. 

★DEAN,  Archibald  S.  65  Huxley  Dr.  Snyder.  Tel 
TF  9-1206.  Also  Buffalo.  Johns  Hopkins  1922.  DPH 
Tohns  Hopkins  1923.  D-PM(PH).  FACPM.  Am  Pub 
Health;  Buf  Ac  Med;  NY  Ac  PM. 

★DROUTMAN,  David,  95  Christopher  St.  Manhattan. 
11:30-1,  5-7.  Tel  Chelsea  2-6364.  Mich  1930.  XM-5. 
★FADUL,  Narciso,  225  W 106  St.  Manhattan.  3-7 

Daily;  1-5  Sat.  Tel  Academy  2-4999.  Santo  Domingo 
1948.  XM-5. 

★FARBER,  Irving  Joseph,  109-33  71  Rd.  Forest  Hills, 
by  appt.  Tel  Liggett  4-3888.  Howard  1953.  D-PN(P). 
QP.  SI-2.  Am  Psych  (F);  Am  Ger;  NY  Clin  Psych.  Clin 
Asst  Psych  Kings  Co. 

★FARRELL,  Frank  Worthington,  149f-04  Sanford  Av. 
Flushing.  1-3,  6-8  Mon  Wed;  10-12  Sat.  Tels  Flushing 
3-9600,  3-1122.  Geo  Wash  1937.  SEF.  Am  Ger.  Dir 
Otorhinolar  Flushing;  Otorhinolar  & Dir  Hard  of  Hearing 
Clin  Flushing  OPD;  Otorhinolar  New  York  OPD;  Staff 
Otorhinolar  Booth  Meml. 

★FENICHEL,  Nathan  Milton,  1374  Union  St.  Brooklyn, 
by  appt.  Tel  Slocum  6-1030.  P&S  NY  1928.  D-IM. 
SJ.  FACP.  Phy  Jew. 

★FISHBERG,  Arthur  M.  1136  Fifth  Av.  Manhattan. 
Mornings  by  appt.  Tel  Atwater  9-7676.  P&S  NY  1921. 
D-IM.  SJ.  Am  Clin  Invest;  Ac  Med.  Dir  Med  Beth  Israel; 
Cons  Phy  St.  Josephs  Far  Rockaway  & Mt  Vernon. 
★FORMAN,  Charles,  1255  North  Av.  New  Rochelle.  3-5 
Mon  Wed  Fri  & by  appt.  Tel  New  Rochelle  2-3630. 
Vienna  1936.  SJ.  Aerospace  Med;  Am  Ger;  Ac  Med;  NY 
Int  Med;  Clin  Soc  NY  Diabet.  Asso  Phy  New  Rochelle  & 
New  Rochelle  OPD. 

★GLASS,  Richard,  1445  Merrick  Av.  Merrick,  by  appt. 
Tel  MA  3-1441.  State  Univ  Bkln  1958. 

★GOLDMAN,  Harry,  128  Harbor  View  E.  Lawrence, 
by  appt.  Tel  Franklin  1-1592.  Also  Forest  Hills.  Wash 
Univ  St  Louis  1933.  SM-8.  Am  Proct;  Am  Ger;  NY 

Colon  & Rect.  Adj  Coloproct  Sur  Beth-El  & Beth-El  OPD. 
★HORAN,  William  Henry,  9 Pickwick  Rd.  Manhasset. 
by  appt.  Tel  Manhasset  7-1600.  Md  1934.  SJ.  Asst 
Phy  No  Shore. 

★JAFFIN,  Herbert,  1176  Fifth  Av.  Manhattan,  by  appt. 
Tel  FI  8-8700.  NY  Univ  1957. 

★KARANSKY,  David  S.  5023  14  Av.  Brooklyn.  Tel 
HY  4-7851.  State  Univ  Bkln  1957.  Sr  Clin  Asst  Ophth 
Bkln  E&E. 

★KOFFLER,  Arnold,  131  E 69  St.  Manhattan.  1-2  by 
appt.  Tel  Butterfield  8-0760.  Univ  & Bell  1917.  SJM-4. 
Ac  Med.  Cons  Cardiol  Grand  Central. 

★LANGS,  Robert  Joseph,  530  Old  Country  Rd.  Westbury. 
by  appt.  Tel  ED  4-7910.  Chicago  Med  1953.  Nas 
Neuropsych. 


★LIPSHUTZ,  Eva  Klein,  1148  Fifth  Av.  Manhattan, 
by  appt.  Tel  Sacramento  2-0903.  Freiburg  1926.  QP. 
XI.  Am  Psych  (F);  Am  Group  Psychother. 

★McLELLAN,  Allister  Matheson,  121  E 60  St.  Manhat- 
tan. by  appt.  Tel  Templeton  8-8530.  McGill  1924. 
D-U.  SG.  FACS.  Am  Urol;  Ac  Med;  NY  Urol.  Cons 
Urol  New  York,  NY  Westchester  Div,  No  Westchester  Mt 
Kisco  & Cornwall;  Chief  Urol  Mt  Vernon. 

★MINARD,  Lawrence  Roy,  (The  listing  for  Dr.  Minard 
appears  correctly  under  Manhattan- in  the  1963-64  Medical 
Directory  of  New  York  State,  but  he  is  listed  incorrectly  in 
the  alphabetical  list  as  Mineola  rather  than  Manhattan. ) 

★MUEHSAM,  Eduard,  47  E 67  St.  Manhattan.  5^7  Mon 
thru  Fri;  12-2  Sat  & by  appt.  Tel  YU  8-4800.  Heidelberg 
1922.  SA.  FICS.  Sur  Madison  Ave;  Urol  Sea  View. 

★OLLENDORFF,  Ulrich,  715  W 175  St.  Manhattan, 
by  appt.  Tel  Wadsworth  7-9744.  Breslau  1931.  D-O. 
SE.  Ophth  Syden  & St  Eliz. 

★POLLAK,  Alfred  William,  133  W 72  St.  Manhattan. 
11-1  & by  appt.  Tel  Endicott  2-3045.  P&S  NY  1902. 
XM-5. 

★PUTTERMAN,  Allan,  87-20  175  St.  Jamaica,  by  appt. 
Tel  JA  6-5757.  Also  Manhasset.  Univ  & Bell  1931. 
D-OG.  SL.  NY  Ac  Med.  Asso  Obs  & Gyn  Jamaica; 
Asst  Obs  & Gyn  No  Shore. 

★ROHEN,  Mortimer  B.  75-80  184  St.  Flushing.  12^-2, 
6-8.  Tel  GL  4-2327.  Charing  Cross  Hosp  Col  Lond  1935. 
SM-12.  FACA1.  Asst  Phy  City,  Elmhurst. 

★ROMANO,  Nessim  Jack,  105-20  66  Rd.  Forest  Hills, 
by  appt.  Tel  BO  8-1750.  Cairo  1950. 

★ROSENBERG,  Benjamin  A.  909  President  St.  Brooklyn, 
by  appt.  Tel  Nevins  8-2370.  State  Univ  Bkln  1950. 
D-IM.  SJM-4.  FACA.  FACC.  FACP.  FCCP.  Am 
Rheum;  NY  Int  Med;  Bkln  Int  Med.  Asso  Phy  & Pulmon 
Dis  Kings  Co;  Cardiac  Clin  Kings  Co  OPD;  Asst  Attd  Phy 
Maimonides;  Asso  Phy  LIC;  Asso  Phy  & Chief  Obesity  Clin 
LIC  OPD;  Phy  & Cardiol  VAH. 

★SEELIGER,  Leo,  201  W 107  St.  Manhattan.  11-1, 

6- 8.  Tel  Riverside  9-4858.  Berlin  1925.  X. 

★STEEN,  Stephen  Norman,  600  W 246  St.  Bronx,  by 
appt.  Tel  Kingsbridge  8-1727.  Geneva  1952.  D-A. 

SM-6.  FACAn.  Am  Anest;  NY  State  Anest.  Asso  Anest 
Kings  Co;  Anest  State  Central  Islip  & VAH  Bkln. 

STEWARD,  Clayton  M.  2 Main  St.  Saranac  Lake. 
8:30-5.  Tel  891-1800.  Syracuse  1939.  D-PM(PH). 
FACPM.  Am  Pub  Health;  NY  Ac  PM. 

★STEWARD,  Dorothy  Stevens,  Kiwassa  Rd.  Saranac 
Lake.  10-12,  2-4.  Tels  891-4141,  res  891-4072.  Baylor 
1940.  D-PA(CP;PA).  SK.  Am  Clin  Path.  Path  & Dir 
Lab  Genl;  Cons  Path  VAH  Sunmount  & Mercy  Tupper 
Lake;  Asso  Dir  Lab  Meml  Lake  Placid. 

★VENCKO,  Margaret,  88  Oak  St.  Binghamton,  by  appt. 
Tel  Raymond  2-8471.  Boston  1940.  SM-12.  Am  Med 

Worn;  Ac  Med.  Asso  Phy  Genl. 

★WICZYK,  Stanislaw,  Riverhead.  1-3,  6-7.  Tel  PA 

7- 2472.  Warsaw  1939. 

★ZAMM,  Alfred  Victor,  68  St  James  St.  Kingston,  by 
appt.  Tel  FE  8-7766.  Also  Hudson.  Chicago  Med  1958. 
SH.  Am  Ac  Derm;  Invest  Derm. 

★ZAMM,  Alfred  Victor,  455  Warren  St.  Hudson.  by 
appt.  Tel  TA  8-7666.  Also  Kingston.  Chicago  Med  1958. 
SH.  Am  Ac  Derm;  Invest  Derm. 

★ZEICHNER,  Sidney,  1 Plaza  St.  Brooklyn,  by  appt. 
Tel  UL  7-8600.  RCP&S  Edinburgh  1940.  D-OG.  SL. 
FACOG.  FACS.  FICS.  Am  Ger;  Am  Pub  Health; 
Bkln  Gyn.  Obs  & Gyn  Beth-El;  Gyn  Bkln  Hebrew. 
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Medical  Schools 


Albany  Medical  College 

Institute  for  research  in  drug  safety  re- 
ceives award.  The  Institute  of  Experimental 
Pathology  and  Toxicology,  has  received  more 
than  $250,000  in  grants  for  projects  designed  to 
evaluate  the  toxicity  of  drugs,  pesticides,  and 
other  chemicals.  Among  the  drugs  undergoing 
evaluation  are  analgesics,  tranquilizers,  anti- 
fertility agents,  and  antibiotics.  Several  pesti- 
cides are  being  studied  including  an  analog  of 
DDT.  Among  other  compounds  being  in- 
vestigated for  their  toxicity  are  such  known 
natural  poisons  as  botulinum  toxin.  Federal 
agencies  which  have  made  grants  to  the  In- 
stitute include  the  Food  and  Drug  Administra- 
tion, the  U.S.  Navy  Toxicology  Unit,  and 
U.S.  Air  Force  Missile  Development  Center. 

Cornell  University  Medical  School 

Foreign  fellowship.  David  T.  Dennis,  third- 
year  class,  has  been  awarded  a Smith  Kline  & 
French  Fellowship  by  the  selection  committee 
of  the  Association  of  American  Medical  Colleges. 
Mr.  Dennis  will  spend  his  fellowship  period  at 
the  Johnson  Memorial  Hospital  in  Nqutu,  Zulu- 
land,  under  the  direction  of  Dr.  Anthony  Barker, 
hospital  superintendent,  where  he  plans  to 
obtain  practical  experience  in  tropical  diseases, 
public  health,  and  nutrition. 

Distinguished  alumnus  award.  Milton 
Helpern,  M.D.,  class  of  ‘26,  was  presented  with 
the  1964  Distinguished  Alumnus  Award  of  the 
Medical  College  Alumni  Association  at  the 
annual  Dean’s  Lucheon  on  April  4.  In  selecting 
Dr.  Helpern  as  its  distinguished  alumnus  this 
year,  the  Alumni  Association  is  following  a 
tradition  of  recognizing  alumni  who  have  made 
notable  contributions  and  achievements  in 
medicine. 

New  York  Medical  College 

Chairman  appointed.  Dr.  Johannes  A.  G. 
Rhodin,  professor  of  anatomy,  became  pro- 
fessor and  chairman,  Department  of  Anatomy, 
on  April  1. 

Commemorative  dinner.  Carl  C.  Salzman, 
M.D.,  clinical  professor,  Department  of  Ob- 
stetrics and  Gynecology,  was  feted  at  a special 
dinner  on  March  12,  at  the  Town  Club  of  the 
City  of  New  York.  At  the  dinner,  members  of 
the  Town  Club  presented  to  Dr.  Ralph  E. 
Snyder,  president  and  dean,  New  York  Medical 
College,  funds  for  the  dedication  of  a Research 
Laboratory,  Department  of  Obstetrics  and 
Gynecology,  in  honor  of  Dr.  Salzman. 


New  York  University  Medical  College 

Change  in  basic  science  course  in  oph- 
thalmology. Effective  in  the  1964-1965  aca- 
demic year,  the  Department  of  Ophthalmol- 
ogy announces  a change  in  the  Basic  Science 
Course  in  Ophthalmology  (No.  570).  The 
course  will  run  approximately  five  calendar 
months  instead  of  nine.  All  of  the  basic 
sciences,  laboratory  exercises,  and  didactic 
clinical  science  material  will  be  retained; 
only  the  clinical  sessions  will  be  eliminated. 
A full-time  course  in  the  basic  sciences  as  ap- 
plied to  ophthalmology  will  be  given  September 
14,  1964,  through  February  17,  1965.  The 
successful  completion  of  this  course  must  be 
followed  by  an  approved  residency.  At  the 
completion  of  course  570  there  will  be  available, 
under  separate  tuition,  individual  short  courses 
in  ophthalmic  plastic  surgery,  under  the  direc- 
tion of  Sidney  A.  Fox,  M . D . ; motor  anomalies  of 
the  eye,  Harold  W.  Brown,  M.D.;  surgery  of  the 
eye,  Rudolf  Aebli,  M.D.;  and  surgery  of  the 
cornea,  Ramon  Castroviejo,  M.D. 


Program  to  evaluate  role  of  metabolic 
disturbances  in  acute  mental  illness.  An 

exhaustive  and  concentrated  program  to  evalu- 
ate the  role  of  metabolic  disturbances  in  acute 
mental  illness  has  been  initiated  by  the  De- 
partment of  Psychiatry  and  Neurology  by  the 
award  of  a seven-year  research  grant  from  the 
National  Institute  of  Mental  Health-United 
States  Public  Health  Service  of  $2,931,325. 
S.  Bernard  Wortis,  M.D..  professor  and  chair- 
man, Department  of  Psychiatry  and  Neurology, 
is  the  director  of  the  program;  Arnold  J. 
Friedhoff,  M.D.,  associate  professor  of  psychia- 
try, is  codirector.  The  grant  will  provide  for 
the  establishment  of  a clinical  center  located  in 
Bellevue  Hospital  Center,  Psychiatric  Division. 

Anesthesiology  post.  S.  G.  Hershey,  M.D., 
has  been  appointed  professor  of  anesthesiology, 
thus  becoming  one  of  the  few  full  professors  of 
anesthesiology  who  is  primarily  concerned 
with  research  in  the  field.  He  will  direct  all 
research  projects  in  anesthesiology  at  the 
University. 

Research  professor.  Dr.  William  F.  Windle 
has  been  appointed  research  professor  in  the 
Department  of  Physical  Medicine  and  Rehabili- 
tation. Professor  Windle  will  direct  all  research 
activities  at  the  Institute  of  Physical  Medicine 
and  Rehabilitation. 
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State  University  of  New  York 
Downstate  Medical  Center 

Research  grants  received.  A total  of  70  re- 
search grants  amounting  to  $1,880,878  was  re- 
ceived from  November,  1963,  through  February, 
1964.  The  largest  was  $207,150  from  the 
National  Institutes  of  Health  which  went  to 
President  Robert  A.  Moore  for  continued  gen- 
eral research  support;  $363,478,  also  from 
N.I.H.,  to  Harley  Shands,  M.D.,  professor  of 
psychiatry,  for  continued  support  of  the  De- 
partment’s Psychiatric  Treatment  Research 
Center,  and  $110,475  from  the  Health  Research 
Council  to  Benjamin  Kissin,  M.D.,  associate 
professor  of  psychiatry,  for  continued  support 
of  his  alcoholic  rehabilitation  program. 

Faculty  appointments.  New  faculty  ap- 
pointments recently  made  have  been:  J.  James 
Smith,  M.D.,  clinical  professor  of  medicine; 
Samuel  Korman,  M.D.,  and  Sanford  C.  Sprara- 
gen,  M.D.,  clinical  assistant  professors  in  the 
Department  of  Medicine;  Etsutaro  Ikezono, 
M.D.,  of  Sapporo,  Japan,  assistant  professor 
of  anesthesiology;  in  the  Department  of  Radiol- 
ogy, Mortimer  R.  Camiel,  M.D.,  clinical  assist- 
ant professor;  Leon  Littman,  M.D.,  clinical 
assistant  professor,  Department  of  Surgery. 

Radiology  Lecture.  On  April  2 the  Depart- 
ment of  Radiology  and  the  Brooklyn  Radiolog- 
ical Society  were  joint  sponsors  of  the  Richard 
A.  Rendich  Annual  Memorial  Lecture.  “Radio- 
logic  Aspects  of  Chromosomal  Abnormalities” 
was  the  general  topic.  Participating  speakers 
were:  Vincent  Tricomi,  M.D.,  John  E.  Moseley, 
M.D.,  and  I.  Lester  Firschein,  M.D. 


Cure  for  trichinosis? 


The  first  specific  cure  for  trichinosis  is  believed 
to  have  been  found  by  three  Texas  physicians. 
Their  findings  are  reported  in  a recent  issue  of 
the  Journal  of  the  American  Medical  Association. 

A thirty-four- year-old  woman  who  contracted 
trichinosis  from  eating  uncooked  pork  made  a 
rapid  recovery  after  she  was  given  a new  broad- 
spectrum  drug,  thiabendazole,  to  fight  intestinal 
worms.  The  drug,  limited  to  investigational 
use  in  human  beings,  had  been  reported  pre- 
viously to  be  effective  against  trichinosis  in 
animals,  and  the  drug  has  also  been  used  in  pa- 
tients for  diseases  caused  by  other  intestinal 
parasites. 

On  admission  to  the  hospital,  the  patient  de- 
scribed could  not  walk  unaided  and  had  general- 


Special lectures.  Lectures  sponsored  by  the 
Department  of  Pediatrics  were:  “Problems  in 
Growth”  by  Philip  Henneman,  M.D.;  “Hema- 
chromatosis  in  Cooley’s  Anemia”  by  Marion 
Erlandson,  M.D.;  “Clues  to  Early  Detection  of 
Congenital  Defects”  by  Sidney  Gellis,  M.D.; 
“Malabsorption  Syndrome”  by  O.D.  Kowlessar, 
M.D.;  “Heart  Failure  in  Rheumatic  Fever” 
by  Mario  Spagnuolo,  M.D.;  “Cranial  Stenosis” 
by  Norman  L.  Avnet,  M.D.;  and  “Hypotomia  in 
Infancy”  by  Lawrence  Taft,  M.D. 

Lectures  sponsored  by  the  Department  of 
Biochemistry  were:  “Photoreduction  of  Por- 

phyrins” by  David  Mauzerall,  M.D.;  “Mecha- 
nism of  Action  of  Aldolase”  by  Bernard  L. 
Horecker,  M.D.;  “The  Metabolic  Rate  of 
Citric  Acid”  by  Edwin  Gordon,  M.D. 

In  the  Department  of  Pathology  lectures  pre- 
sented were:  “Parathyroid  Activity  in  Steroid 
Osteoporosis”  by  Herbert  C.  Stoerk,  M.D.; 
and  “Cellular  Division  of  Multiplication”  by 
Renato  Baserga,  M.D.  The  pulmonary  di- 
vision of  the  Department  of  Medicine  sponsored 
lectures  on  “Cardiopulmonary  Disease”  by 
Paul  Yu,  M.D.,  and  “The  02-C02  Diagram” 
by  Leon  Farhi,  M.D.  Lectures  offered  by  the 
Department  of  Surgery  were:  “Esophageal  Re- 
placement” delivered  by  Henry  Heimlich,  M.D.; 
“Nutritional  and  Electrolyte  Problems  Associ- 
ated with  Gastrointestinal  Surgery”  by  Paul 
Jordan,  M.D.;  and  “Etiology  of  Acute  Renal 
Failure”  by  C.  Barber  Mueller,  M.D. 

Other  special  lectures  included  “Contrast 
Media  in  Radiology”  by  Harry  Fischer,  M.D., 
sponsored  by  the  Department  of  Radiology; 
and  “Lessons  from  Pneumococcal  Disease  in 
Brooklyn”  by  Robert  Austrian,  M.D.,  sponsored 
by  the  Sigma  Xi  Club. 


ized  muscle  pain  and  tenderness.  Thiabenda- 
zole was  administered  on  the  sixth  hospital  day 
and  within  forty-eight  hours  she  showed 
marked  improvement.  Seven  days  after  this 
drug  therapy  was  begun  the  woman  was  dis- 
charged from  the  hospital  with  normal  strength 
and  no  muscle  pain  or  tenderness.  The  only 
side-effect  was  mild,  transient  dizziness. 

The  authors  feel  that  although  this  was  but 
one  case,  the  response  was  sufficiently  dramatic 
to  indicate  that  thiabendazole  is  highly  effective 
in  cases  of  human  trichinosis,  since  such  rapid 
improvement  is  not  consistent  with  the  normal 
course  of  the  disease. 

It  is  the  belief  of  the  authors  that  the  patient 
has  been  cured.  The  case  is  believed  to  be  the 
first  reported  cure  of  a proved  case  of  human 
trichinosis,  and  it  is  thought  that  the  use  of 
thiabendazole  for  cases  of  human  trichinosis 
deserves  further  study. 
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epilepsy  may  limit 
opportunity.. 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


extends  horizons 

This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients...  .With  judicious  use,  it  may  be 
said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,'  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals^containingO.l  Gm.  and  0.03  Gm. 
*Roseman,  E.:  Neurology  11:912,  1961.  ssssj 


PARKE-DAVIS 

PARK 5.  DAVIS  l COMPANY,  DttrcK,  49332 


Vertigo  couldn't  stop  beat  Nick  from  painting. . . 


and  his  canvases  brought  him  wealth  and  fame# 


One  day,  a doctor  prescribed  Antivert  for  him. 


Antivert  stopped  the  Vertigo  (easel-y).  • « 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere's  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include: 
cutaneous  flushing,  sensations  of 
warmth,  tingling  and  itching,  burning 
of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity. 
In  explaining  these  reactions  to  the 
patient,  it  is  suggested  that  they  be 
regarded  as  a desirable  physiological 
sign  that  the  nicotinic  acid  is  carrying 
out  its  intended  function  of  vasodilation. 
Because  of  this  vasodilation,  severe  hy- 
potension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

♦Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

[InflVPrT  meclizine  HCI 
FbIIHVwI  l nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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NEOBON  HELPS  KEEP  THEM  “ON  THE  GO” 

Neobon  combines  hormones,  essential  hemato- 
poietic factors,  digestive  enzymes,  and  vitamins 
and  minerals  with  the  important  amino  acids 
L-lysine  and  glutamic  acid. 


Neobon* 

Each  capsule  contains: 

(1)  Vitamins  and  Minerals 


geriatric 

supplement 


Vitamin  A (acetate)  .......  2000  U.S.P.  units 

Vitamin  D (irradiated 

ergosterol) 200  U.S.P.  units 

Vitamin  B,  (thiamine 

mononitrate,  U.S.P.) 0.5  mg. 

Vitamin  B2  (riboflavin,  U.S.P.) 0.5  mg. 

Vitamin  B6  (pyridoxine  HCI,  U.S.P.) ...  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate,  U.S.P 5 mg. 

Vitamin  E (from  alpha  tocopherol  acetate)  5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt  sulfate) 0.033  mg. 

Molybdenum  (from  sodium 

molybdate)  0.066  mg. 

Copper  (from  copper  sulfate) 0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg. 
Magnesium  (from  magnesium  sulfate)  . . 2 mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Potassium  (from  potassium  sulfate)  . 1.66  mg. 
Zinc  (from  zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate) 3.40  mg. 

Vitamin  B,2  (cobalamin  concentrate,  N.F., 

as  Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzymes 

Pancreatic  substance*  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone 1.0  mg. 

Ethinyl  estradiol  . . . .' 0.006  mg. 

(5)  Amino  Acids 

L-Lysine 50  mg. 

Glutamic  acid  30  mg. 

♦Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

Precaution:  Contraindicated  in  patients  wherein 
estrogen  or  androgen  therapy  should  not  be  used, 
as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  di- 
rected by  physician. 

Supplied:  Bottles  of  60  capsules.  Rxxonly. 
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Books  Reviewed 


Early  Cancer.  Prevention — Detection — 

Course — Treatment.  By  Leonard  B.  Gold- 
man, M.D.  Quarto  of  324  pages,  illustrated. 
New  York,  Grune  & Stratton,  1963.  Cloth, 
$12.50. 

The  author  discusses  in  a very  general  way 
early  tumors  of  the  various  tracts  and  organs  of 
the  body,  their  diagnosis,  and  the  preferred 
method  of  treatment.  There  is  a very  satisfac- 
tory discussion  at  the  beginning  of  the  various 
surgical  and  laboratory  methods  of  diagnosis 
of  early  lesions.  “The  Commandments”  sug- 
gested to  the  reader  for  the  early  diagnosis  of 
malignancy  should  be  and  are,  undoubtedly, 
well  known  to  all  practitioners. 

Because  of  the  limitations  imposed  by  the 
title,  the  discussion  of  the  various  malignancies 
would  be  of  more  interest  to  the  student  and 
resident  than  to  the  practicing  specialist.  The 
bibliography,  however,  is  very  detailed  and  ex- 
cellent. Many  of  the  illustrations,  particularly 
those  of  skin  lesions,  are  worth  viewing.  Within 
its  limits,  this  book  accomplishes  its  purpose. — 
Emanuel  Mendelson,  M.D. 


The  Healing  Gods  of  Ancient  Civilizations. 
By  Walter  Addison  Jayne,  M.D.  Octavo  of 
569  pages,  illustrated.  New  Hyde  Park,  New 
York,  University  Books,  Inc.,  1962.  Cloth, 
$10. 

In  The  Healing  Gods  of  Ancient  Civilizations 
Dr.  Jayne  traces  the  development  of  medicine 
in  India,  Egypt,  Iran,  Greece,  Rome,  and  other 
early  cultures.  Oriented  in  religion  and  prac- 
ticed by  priests,  ancient  medicine  was  founded 
on  worship  of  deities. 

Each  of  these  civilizations  had  special  deities 
who  were  worshipped  for  relief  from  illness. 
The  Romans  had  a particularly  novel  approach. 
They  made  gods  out  of  the  most  common  and 
serious  illnesses  and  then  prayed  to  these  gods 
for  protection  from  such  sicknesses.  For  ex- 
ample, scabies  was  created  as  a god  and  prayed 
to  for  protection  from  itching  skin  diseases. 
Febris  was  worshipped  for  protection  against 
fevers. 

This  is  a charming  and  interesting  book  which 
not  only  illustrates  the  history  of  ancient  medi- 
cine but  also  teaches  us  that  some  of  our  present- 
day  advances  are  merely  a rediscovery  of  the 
past. — Felix  Taubman,  M.D. 


Neurosis  in  the  Family  and  Patterns  of 
Psychosocial  Defense.  A Study  of  Psychi- 
atric Epidemiology.  By  Jan  Ehrenwald, 

continued,  on  page  1068 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINbL 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 
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ATHEROSCLEROSIS 


THERAPEUTIC  VALUE  WITHOUT  IODISM 


IODO-NIACIN  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potassium 
iodide  in  full  dosage  without  iodism.1 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.2  They  are  used 
in  the  treatment  of  circulatory  diseases  including  atheroscler- 
osis, coronary  sclerosis  and  angina  pectoris.3 

Idiosyncrasy  to  iodides  is  common  and  iodism  may  occur 
after  small  doses.4  Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  Iodo-Niacin,  prevents  and  corrects 
iodism.5 


In  a clinical  study  of  59  cases  of  generalized  atheroscler- 
osis, Iodo-Niacin  relieved  dizziness  in  71%  of  cases,  vague 
abdominal  distress  in  87%,  chronic  headaches  in  61%,  and 
disorientation  in  50%.  No  iodism  in  any  case ! 


Chemical  Company 
St.  Louis,  Mo.  63108 


Dosage:  2 tablets  three  or  four  times  daily.  May  be  con- 
tinued for  long  periods  without  iodism. 

Availability : Slosol  coated  pink  tablets,  in  bottles  of  100. 
Also  available  in  ampuls. 

SUMMARY:  Effective  iodide  medication  pro- 
tected by  niacinamide  against  hazard  of  iodism. 


REFERENCES: 

1.  Am.  J.  Digest,  Dis.  22:5, 1955. 

2.  Circulation  5:647,  1952. 

3.  Sollmann’s  Manual  of  Pharmacology,  8th 
ed.,  1957,. p.  1121. 

4.  Drill's  Pharmacology  in  Medicine,  2nd  ed., 
1958  p.  562. 

5.  M.  Times  84:741,  1956. 


COLE  CHEMICAL  COMPANY 

3721-27  Laclede  Ave.,  St.  Louis,  Mo.  63108 

Gentlemen:  Please  send  me  professional  literature  and  samples  of  IODO-NIACIN. 
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M.D.  Octavo  of  203  pages,  illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1963.  Cloth,  $5.50. 

The  author  is  well  qualified  to  formulate  such 
a book  in  view  of  his  wide  experience  in  psychi- 
atric education  in  Europe  and  in  the  United 
States.  He  has  held  a number  of  important 
teaching  posts  and  has  many  outstanding  pub- 
lications to  his  credit. 

The  author  makes  a significant  contribution 
to  psychiatric  epidemiology  focusing  upon 
the  family  of  man  as  the  basic  unit  of  psychiatric 
concern  rather  than  upon  the  individual  per  se. 
The  author  approaches  this  important  study  in 
a scholarly  manner  and  writes  cogently. 

A well-chosen  appendix  includes  a guide  to 
family  charts  and  their  rating.  The  index  is 
adequate.  Each  chapter  has  carefully  selected 
references. 

This  volume  will  be  of  particular  interest  to 
the  psychiatrist,  especially  if  he  is  working  in 
the  field  of  group  psychotherapy,  and  in  par- 
ticular the  family  as  a total  interpersonality 
unit. 

It  is  significant  to  see  evolving  a serviceable 
diagnostic  classification  of  diverse  family  con- 
stellations in  both  health  and  disease  which  also 
throws  light  on  deeper  dynamic  evaluation  of 
relationships  in  terms  of  psychosocial  defenses 
operating  in  the  family. — Frederick  L.  Patry, 
M.D. 

Psychiatry  in  American  Life.  Edited  by 
Charles  Rolo.  Octavo  of  246  pages.  Boston, 
Little,  Brown  and  Company,  1963.  Cloth, 
$5.00. 

This  is  a collection  in  book  form  of  the  articles 
which  made  up  the  special  issue  of  this  topic  in 
the  Atlantic  Monthly.  It  created  quite  a wide- 
spread interest  at  the  initial  appearance  and 
should  continue  to  do  so  in  book  form.  The  first 
section  comprises  the  medical  summary  and 
serves  as  an  excellent  guide  for  the  layman  to  the 
development  and  current  status  of  the  various 
aspects  of  this  branch  of  the  profession.  Each 
chapter  is  thoughtfully  and  comprehensively 
covered.  The  second  section  covers  the  inter- 
action of  psychiatry  and  society.  The  third 
section  deals  with  the  influence  of  psychiatry  on 
culture  and  vice  versa.  Here,  the  best  thing 
is  a most  lucid  critique  of  psychiatric  writing 
by  Alfred  Kazin,  a classic  of  its  type.— Sam 
Parker,  M.D. 

The  Care  of  the  Rheumatoid  Hand.  By 

Adrian  E.  Flatt,  M.D.  Octavo  of  222  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1963.  Cloth,  $11.50. 


Rheumatoid  arthritis  is  a severe,  crippling 
disease.  Nowhere  is  the  crippling  more  ap- 
parent nor  functionally  damaging  than  in  the 
hand.  The  prevention  and  treatment  of  rheu- 
matoid hand  deformities  is  the  obligation  of  the 
rheumatologist,  the  orthopedic  surgeon,  and 
the  general  physician  and  internist. 

Dr.  Flatt  is  one  of  the  pioneers  in  the  surgical 
approach  to  problems  of  the  hand,  especially 
in  rheumatoid  arthritis.  His  new  book  is  ex- 
ceptionally well  illustrated  and  includes  details 
of  both  operative  and  nonoperative  treatment  of 
deformities.  While  it  mainly  appeals  to  those 
concerned  with  surgery,  namely,  the  orthopedic 
surgeons,  it  will  also  be  of  great  value  to  all 
physicians  who  see  rheumatoid  arthritis  in  the 
course  of  their  practices. 

Perhaps  wider  dissemination  of  the  knowledge 
that  technics  are  available  for  treatment  and 
prevention  of  rheumatoid  deformities  will  en- 
able more  people  to  receive  earlier  treatment. 
Dr.  Flatt  wisely  points  out  that  it  is  not  neces- 
sary to  wait  until  all  signs  and  symptoms  of 
disease  activity  have  subsided  before  consider- 
ing surgery.  His  list  of  recommended  exercises 
is  brief  and  includes  such  proposed  activities  as 
milking  a cow  which  may  be  better  suited  to  a 
more  bucolic  atmosphere.  However,  it  would 
seem  wise  to  consider  his  recommendations  and, 
in  any  event,  to  pay  closer  attention  to  those 
functional  difficulties  both  which  can  be  pre- 
vented and  cured. — Charles  M.  Plotz,  M.D. 

Keys  to  Successful  Surgery.  By  Robert 
Tauber,  M.D.  Quarto  of  547  pages,  illustrated, 
and  with  picture  summaries.  New  York, 
Frederick  Ungar  Publishing  Co.,  1963.  Cloth, 
$15. 

While  retaining  the  fundamental  basic  tech- 
nics incident  to  every  operation,  each  surgeon 
in  time  develops  his  own  pet  modifications  and 
wrinkles.  Some  of  these  may  be  useful  to 
others. 

Dr.  Tauber’s  book  is  concerned  with  the 
simple  details  and  technics  of  a few  gynecologic 
operations.  The  volume  is  quite  elementary  in 
scope,  illustrations,  and  concept  suitable  only 
for  novices  who  have  yet  to  learn  how  to  make 
a square  knot. 

This  reviewer  spent  many  months  at  the 
Vienna  clinics,  including  those  of  Schauta  and 
Kermauner,  where  the  author  of  the  book 
gained  his  experience.  What  impressed  Dr. 
Tauber  was  the  accent  on  speed;  as  if  speed  is 
the  sole  criterion  of  a good  gynecologist.  In 
this  text  the  author  also  presents  technics  and 
methods  which  are  rapid  and  timesaving. 

The  book  will  be  most  useful  to  interns,  resi- 
dents in  gynecology,  or  beginners  in  this  field 
of  operative  work. — Jacob  Halperin,  M.D. 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fattyacid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AM  A Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:411-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3.  1962). 
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that  foils 
the  “leakers 


''Leakers”  are  ampoules  with  mi- 
nute imperfections  in  the  seal.  You 
can’t  readily  see  the  flaw,  and  often 
it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  con- 
taminants can  slip  in  to  render  the 
contents  nonsterile  and  potentially 
dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye. 
■ Sealed  Lilly  ampoules  are  placed 
in  baskets,  submerged  in  a vat  con- 


taining methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an 
imperfect  ampoule  in  the  lot,  the 
liquid  is  forced  out.  When  the  vac- 
uum is  released,  the  blue  dye  rushes 
in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and 
rejected  . . . another  of  the  many 
controls  that  add  immeasurably  to 
the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana , U.S.A. 
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Editorials 


Cardiac  rehabilitation 


Cardiac  rehabilitation,  like  modern  art, 
paints  a familiar  subject  in  new  perspective. 
The  general  practitioner,  pediatrician,  in- 
ternist, cardiologist,  or  geriatrician  practic- 
ing the  art  of  cardiac  rehabilitation  need 
not  be  a Picasso,  but  he  should  be  able  to 
assess  and  project  his  patient’s  cardiac, 
mental,  and  physical  status  against  the 
background  of  emotional  needs,  job  require- 
ments, and  family,  social,  and  economic 
pressures.  His  role  in  rehabilitation  is 
crucial;  his  orders  are  basic  for  his  patient’s 
future  activity,  follow-up  care,  and  work; 
and  his  planning  must  take  into  account  the 
external  and  internal  milieu  of  his  patient. 
To  the  traditional  “3-D”  treatment  of  heart 
disease — digitalis,  diuretics,  and  diet — he 
must  add  a fourth  “D”:  directions  for  work ! 
This  “D”  should  not  stand  for  drudgery. 

The  physician  who  would  restore  his 
cardiac  patient  to  maximal  physical,  emo- 
tional, social,  and  vocational  capacity  fre- 
quently needs  collaborative  professional 
relationships  with  members  of  the  ancillary 
health  professions.  Beginning  with  the  May 
1 issue,  the  Journal  will  publish  a series  of 
eight  articles  by  experts  that  will  sketch 
such  pathways  to  more  effective  rehabilita- 
tion. Raymond  Harris,  M.D.,  will  be  guest 
editor  of  the  series.  The  articles  will 
demonstrate  how  private  practitioners,  social 
workers,  psychologists,  vocational  counse- 
lors, and  others  can  cooperate  to  help 
cardiac  patients.  These  short,  informative 
accounts  will  present  the  highlights  of 
cardiac  rehabilitation,  including  the  wonder- 
ful capacity  of  the  heart  patient  to  adjust 
to  his  impairment.  They  will  broaden  the 
treatment  of  heart  patients  of  all  ages  and 
explain  the  uses  of  community  services  for 
more  complete  heart  care.  They  will  indi- 
cate how  you  can  help  your  cardiac  patient 
with  the  assistance  of  community  resources, 
local  heart  associations,  and  the  New  York 
State  Heart  Assembly. 


In  “Problems  of  the  Cardiac  Adolescent,” 
Frederick  A.  Whitehouse,  Ed.D.,  Director 
of  Rehabilitation,  American  Heart  Associa- 
tion, will  comment  on  the  complexity  of 
modern  medicine  which  restricts  the  physi- 
cian to  medical  affairs  and  to  knowledge  in 
depth  rather  than  in  breadth.  He  will  sug- 
gest how  to  handle  children  with  cardiac 
problems  and  how  your  awareness  of  and 
attention  to  social  and  physical  disability 
can  encourage  the  growing  child  with  heart 
disease  to  keep  pace  with  the  personal  de- 
velopment, academic  achievement,  physical 
activity,  emotional  maturity,  and  vocational 
skills  of  his  age  group. 

Another  important  allied  health  problem 
is  insufficient  health  data  on  school  children 
with  cardiac  disease.  Morris  Hamburg, 
Ed.D.,  a school  principal,  will  touch  on  the 
lack  of  communication  between  physician 
and  school  authorities.  His  article,  “Medi- 
cal and  Physical  Activity  Forms  for  the 
Cardiac  School  Child,”  will  recommend  a 
simple  form  for  better  coordination  between 
school  and  physician  and  for  maximal  in- 
formation with  minimal  use  of  your  time. 

H.  D.  Ruskin,  M.D.,  Medical  Director, 
Nassau  Work  Evaluation  Unit,  will  de- 
scribe “Work  Evaluation  Units— When  and 
How  to  Use  Them.”  Dr.  Ruskin  con- 
siders suitable  work  to  be  therapeutic  and 
highly  desirable  for  the  cardiac  patient. 
Many  cardiac  patients  return  to  work  on 
the  recommendation  of  their  physician,  but 
too  often,  overconservative  family  physi- 
cians remain  uncertain  regarding  their  pa- 
tient’s fears  of  work  and  may  prolong  his 
disability.  When  this  happens,  work  eval- 
uation units  are  handy  and  useful,  particu- 
larly for  unemployed  or  poorly  adjusted 
persons  with  heart  disease. 

Cardiac  patients  require  individualized 
and  comprehensive  services.  Mrs.  Celia 
Benney  and  her  Altro  co-workers  will  dis- 
cuss this  theme  in  “Comprehensive  Service 
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to  Cardiac  Patients  in  Work-Oriented  Re- 
habilitation Center.”  They  find  that  re- 
habilitation workshops  offer  a wide  range  of 
graduated  work  opportunities  needed  by 
people  with  cardiac  limitations.  Such  cen- 
ters should  be  available  in  your  community. 
This  article  describes  how  you  and  other 
physicians  contribute  to  the  public  under- 
standing of  the  potential  usefulness  and  pro- 
ductivity of  a person  with  cardiac  disease. 

Farmers  also  have  heart  disease.  Stanley 
H.  Fisher,  Ed.D.,  Rehabilitation  Consult- 
ant, American  Heart  Association,  will  re- 
late specific  information  about  “Rehabilita- 
tion of  the  Cardiac  Farmer.”  His  advice 
about  farm  work  will  help  you  to  return 
more  farmers  with  heart  disease  to  gainful 
employment. 

Raymond  Harris,  M.D.,  Chairman,  Pro- 
fessional and  Lay  Education  Subcommittee, 
New  York  State  Heart  Assembly,  will  pro- 
pound “The  Cardiac  Paradox  of  the  Senior 
Citizen,”  noting  that  as  the  incidence  of 
cardiovascular  diseases  increases  with  old 
age,  their  significance  and  severity  become 
less  important  considerations  in  the  over-all 
management  and  prognosis  of  the  patient. 
Successful  treatment  of  the  elderly  cardiac 
patient  requires  a flexible  attitude  on  the 
part  of  the  physician  who  must  evaluate  and 
treat  not  only  the  cardiovascular  condition 
but  also  the  aging  factors,  the  associated 


medical  conditions,  and  the  psychologic, 
environmental,  and  social  situation  of  the 
senior  citizen. 

On  a similar  note,  in  “Community  Services 
to  Older  Cardiac  Patients,”  Miss  Eleonor 
Morris,  Medical  Social  Service  Consultant, 
Department  of  Health,  Education,  and 
Welfare,  will  outline  the  rehabilitation  goals 
for  older  cardiac  patients,  ranging  all  the 
way  from  restoration  of  confidence  and  ac- 
tivities of  daily  living  to  re-employment. 
Older  cardiac  patients  often  need  the  same 
kinds  of  community  services  as  younger 
ones.  Every  community  should  have  a 
variety  and  wealth  of  community  services 
and  organizations  to  which  the  physician 
can  refer  his  cardiac  patient  without  loss  of 
contact,  control,  or  communication.  The 
physician  can  use  public  health  nurses  to 
care  for  older  cardiac  patients  at  home  and 
to  assure  such  continuity  of  medical  com- 
munication. 

In  “The  Stroke  Patient  Can  Be  Rehabili- 
tated,” E.  G.  Gordon,  M.D.,  will  depict 
stroke  as  a vascular  event  with  neurologic 
damage.  Treatment  must  successfully  blend 
the  patient’s  residual  motor,  intellectual, 
social,  and  motivational  capacities  into 
new  working  relationships  with  his  total 
environment.  Dr.  Gordon  suggests,  “See 
what  the  boys  in  the  back  room  will  have.” 
We  may  be  surprised. 


American  Medical  Association 
113th  Annual  Convention 
Civic  Center,  San  Francisco,  California 


June  21-25,  1964 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Spinal  Cord  Injury:  The  Functional  Ex- 

pectations as  Related  to  Level  of  Injury. 

Sound,  color,  16  mm.,  twenty-five  minutes. 

This  is  an  excellent  teaching  film  for  occupa- 
tional therapists,  physical  therapists,  and  re- 
habilitation nurses.  The  various  levels  of 
functional  loss  in  spinal  cord  injuries  and  their 
effect  on  patients’  work  capacities  are  graphi- 
cally illustrated.  Also  well  demonstrated  is  the 
degree  of  independence  paraplegic  and  quadri- 
plegic patients  can  achieve  through  muscle 
strengthening  and  use  of  appropriate  assistive 
devices.  The  importance  of  good  skin  care  so 
as  to  prevent  severely  disabling  decubituses 
which  of  themselves  could  completely  incapaci- 
tate a patient’s  capacity  to  sit  and  work  is  also 
stressed. 

Source  and  producer:  Attending  Staff  Asso- 
ciation, Rancho  Los  Amigos  Hospital,  7601 
East  Imperial  Highway,  Downey,  California. 

Innovations  in  Transfusion  Therapy. 

Sound,  color,  16  mm.,  twenty-eight  minutes. 

The  film  is  designed  specifically  to  acquaint 
the  clinician  and  blood  banker  with  the  progress 
in  the  field  of  transfusion  therapy.  The  film  is 
directed  toward  better  understanding  of  trans- 
fusion of  whole  blood  and  its  components: 
proper  use,  hazards,  and  benefits.  The  his- 
torical scenes  in  the  movie  establish  a proper 
background  for  the  subject.  Transfusion  was 
difficult.  It  was  time-consuming,  it  was  danger- 
ous. However,  in  some  instances,  as  depicted 
in  the  film,  transfusion  established  its  value  by 
restoration  of  depleted  blood  volume.  To 
illustrate  the  depletion  of  various  blood  compo- 
nents, extraordinary  photomicrographs  of  the 
circulation  in  hamster  cheek  pouches  are  shown. 
In  an  example  of  reduced  red  cell  volume,  the 
infusion  of  red  cells  alone  re-establishes  a normo- 
volemic situation.  Where  plasma  volume  has 
been  decreased,  as  occurs  in  burns,  hemoconcen- 
tration  is  reduced  and  marked  improvement  in 
circulation  is  noted  following  therapy  with 
plasma.  The  vital  role  of  platelets  in  forming  a 

* Film  evaluations  provided  by  the  Film  Review  Subcom- 
mittee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 
Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


thrombus  plug  to  close  a traumatic  wound  of  an 
arteriole  is  shown  in  a remarkable  group  of 
sequences.  No  film  on  blood  transfusion  could 
be  complete  without  detailed  information  on  its 
hazards.  The  most  dangerous  hazard,  in- 
compatible transfusion,  is  demonstrated  with 
additional  photomicrographs  of  the  vascular 
system  in  hamster  cheek  pouches.  As  the  in- 
compatible cells  move  through  the  vessel, 
agglutination,  first  on  a small  scale  and  then 
complete,  ensues.  The  resultant  mass  of 
agglutinates  finally  block  the  vessel,  and  circu- 
lation stops.  This  film  is  an  introduction  to 
blood  transfusion.  It  is  not  necessarily  the 
future.  It  is  the  present.  While  there  are 
inherent  risks  in  transfusing  blood  or  its  compo- 
nents, informed  clinicians  and  laboratory  per- 
sonnel can  assure  patients  its  benefits. 

Source  and  producer:  Fenwal  Laboratories, 

6301  Lincoln  Avenue,  Morton  Grove,  Illinois. 


Physical  Diagnosis  of  the  Ear,  Nose,  and 
Throat.  Sound,  color,  16  mm.,  twenty-eight 
minutes. 

This  film  shows  exacting  details  of  physical 
examinations  of  the  ear,  nose,  and  throat. 
There  are  three  sections:  first,  the  ear;  second, 
the  nose  and  paranasal  sinuses;  and  third,  the 
oral  cavity,  nasopharynx,  larynx,  and  neck. 
At  the  end  of  the  film  is  a short  recapitulation. 
The  film  explains  specific  points  and  shows 
exactly  how  the  various  areas  are  examined. 
This  film  demonstrates  procedures  very  well 
and  the  instrumentarium  most  frequently 
used  in  the  examination  of  the  ear,  nose,  and 
throat.  It  gives  the  student  a view  of  the  area 
examined.  In  general,  the  photography  is 
excellent  and  the  narration  is  good.  Although 
areas  and  structures  under  examination  are 
visible  to  the  viewer,  use  of  animated  diagrams 
could  have  been  employed  to  explain  more  fully 
the  principles  involved.  Some  schools  may  pre- 
fer minor  variations  in  technic;  however,  this 
film  will  serve  to  give  the  necessary  basic  in- 
struction. It  is  highly  recommended  for  sopho- 
more and  junior  medical  students  and  nurses. 

Source  and  producer:  Ohio  State  University, 
Department  of  Photography,  Motion  Picture 
Division,  1885  Neil  Avenue,  Columbus  10,  Ohio. 
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New  Concept  in 
Therapy  of  Cerebral 
Arterial  Insufficiency 

An  Experimental  and 
Clinical  Report 

GUY  OWENS,  M.D. 
Buffalo,  New  York 

From  the  Department  of  Neurosurgery, 
Roswell  Park  Memorial  Institute 


In  dealing  with  occlusion  of  arterial  path- 
ways in  the  brain,  direct  surgical  interven- 
tion at  the  occluded  site  has  been  impossi- 
ble. Clinical  therapeutic  efforts,  therefore, 
have  been  directed  at  (1)  limiting  the  exten- 
sion of  vessel  occlusion  resulting  from  clots 
by  reducing  the  coagulation  of  blood;  (2) 
improving  collateral  circulation  through 
vasodilatation  using  chemical  and  neurologic 
mechanisms;  and  (3)  using  hypothermia. 
No  one  method  or  combination  of  methods 
has  contributed  significantly  to  the  therapy 
of  this  increasingly  more  common  ailment. 
One  of  the  obstacles  in  developing  a consist- 
ently satisfactory  therapy  has  been  the 
evaluation  and  interpretation  of  clinical 
responses.  The  variable  patterns  of  clini- 
cally measurable  central  nervous  system 
improvement  has  limited  good  scientific 
evaluation.  It  is  obvious,  therefore,  that 
experimental  information  must  be  rather 
conclusive  to  attract  general  support  for 
any  new  procedure. 


experiments  with  dogs  suggested  that 
cerebral  venous  to  capillary  shunting  of  blood 
might  occur  under  conditions  of  increased 
venous  pressure.  In  20  patients  with  cerebral 
arterial  insufficiency,  elevated  venous  pressure, 
obtained  by  external  compression  of  the 
jugular  veins  by  an  inflatable  cuff,  was  em- 
ployed in  rerouting  blood  into  cerebral  capil- 
lary areas  made  ischemic  because  of  arterial 
occlusion.  There  was  improvement  in  12 
patients  within  twenty-four  hours;  8 did  not 
improve  but  did  not  develop  further  deficits. 


The  variability  of  recovery  is  an  interest- 
ing facet  of  cerebrovascular  accidents  and 
would  appear  to  be  more  generally  related 
to  collateral  circulatory  pathways  which 
may  or  may  not  develop  following  occlusion 
than  to  the  immediate  damage  produced  by 
ischemia.  Collateral  circulatory  reserves, 
which  sometimes  seemed  to  be  used  and  in 
other  situations  were  not,  stimulated  thought 
which  led  to  the  studies  to  be  presented  here. 

Working  on  problems  encountered  when 
using  early  pump-oxygenator  devices  and 
technics,  we  observed  that  electrocortical 
activity  might  be  prolonged  in  the  presence 
of  arterial  hypotension  when  the  cerebro- 
venous  outflow  was  obstructed.1  This  ob- 
servation directed  our  attention  to  efforts 
by  others  who  have  explored  the  effects  of 
venous  occlusion  as  a means  of  improving 
collateral  arterial  circulation. 

Brooks  and  Martin2  observed  that  an 
extremity  could  be  protected  from  gangrene 
after  occlusion  of  the  major  arterial  supply 
by  simultaneous  occlusion  of  the  major 
venous  channel.  Gross,  Blum,  and  Silver- 
man3  ligated  the  coronary  sinus  in  an  at- 
tempt to  alter  the  effects  produced  by 
occlusion  of  a coronary  artery.  Beck  and 
his  co-workers4  refined  these  experimental 
observations  and  reported  beneficial  results 
in  dogs  and  human  beings  with  coronary 
pathologic  conditions  when  partial  or  total 
occlusion  of  the  coronary  sinus  was  pro- 
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duced.  Gobbel  et  al .5  observed  that  occlu- 
sion of  the  thoracic  aorta  for  a period  of 
thirty  minutes  produced  spinal  cord  damage, 
but  longer  periods  of  aortic  occlusion  could 
be  tolerated  without  cord  damage  by  simul- 
taneously occluding  the  inferior  vena  cava. 

Beck,  McKhann,  and  Belnop6  and  Gurd- 
jian,  Webster,  and  Martin,7  in  efforts  to 
improve  cerebral  arterial  circulation,  anas- 
tomosed the  carotid  artery  to  the  jugular 
vein,  but  they  found  that  arteriovenous 
fistulas  were  produced  without  specific  evi- 
dence of  improved  cerebral  oxygenation. 
Some  attention  was  focused  by  both  teams 
of  investigators  on  the  intracranial  venous 
pressure  produced  by  the  shunted  arterial 
stream,  but  no  follow-up  studies  developed. 

It  became  apparent  that  temporary  intra- 
cranial venous  hypertension  might  have 
some  value,  but  in  any  event  the  brain 
seemed  an  ideal  structure  to  test  this  hy- 
pothesis because  of  the  immediate  and  objec- 
tive responses  to  ischemia  and  because  of 
the  many  potential  avenues  of  collateral 
circulation  within  and  between  hemispheres. 
The  temporary  nature  of  the  elevated 
venous  pressures  should  be  emphasized.  If 
permanent  occlusion  of  the  cerebral  venous 
outflow  were  to  be  produced  near  the  cere- 
bral structures,  damage  to  the  brain  tissue 
by  engorgement  would  be  anticipated. 
Therefore,  only  intermittent  constriction 
of  the  proximal  outflow  channels  could  be 
employed.  If,  on  the  other  hand,  the 
outflow  was  obstructed  in  or  about  the  neck 
or  superior  vena  cava,  new  outflow  paths 
would  develop,8  causing  only  temporary 
venous  pressure  elevation.  In  either  area, 
therefore,  temporary  occlusion  alone  must 
be  considered. 

Experimental  observations 

Rosomoff,9  in  a study  of  the  effects  of 
hypothermia  on  cerebral  arterial  occlusion, 
could  produce  in  dogs  significantly  similar 
central  nervous  system  deficits  by  ligation 
of  the  middle  cerebral  artery  at  its  origin  on 
the  circle  of  Willis.  Our  initial  studies10 
were  conducted  on  dogs  in  which  this  type 
of  arterial  occlusion  was  produced.  In  the 
experimental  animals  the  superior  vena 
cava  was  permanently  ligated  shortly  fol- 
lowing the  cerebral  artery  occlusion.  The 
central  nervous  system  deficits  of  these 
animals  were  then  compared  with  the 


control  group  in  which  the  middle  cerebral 
artery  occlusion  alone  was  produced. 

There  appeared  to  be  a highly  significant 
reduction  in  the  anticipated  central  nervous 
system  involvement  in  those  animals  “pro- 
tected” by  cerebral  venous  hypertension 
(Fig.  1).  Here  again,  direct  proof  of  re- 
routing (from  vein  to  capillary)  of  metaboli- 
cally  significant  amounts  of  whole  blood 
could  not  be  documented.  It  was  possible 
still  to  raise  the  issue  of  potential  recovery 
without  therapy  of  any  form.  It  was  sug- 
gested, however,  that  one  or  all  of  three 
factors  accounted  for  these  observations. 
They  were  as  follows: 

1.  Vasodilatation  is  produced  by  the 
accumulation  of  carbon  dioxide  as  the  venous 
outflow  is  slowed. 

2.  A more  normal  hydrostatic  pressure 
is  maintained. 

3.  By  seeking  a route  of  least  resistance 
from  the  head,  venules  filled  poorly  because 
of  local  arterial  occlusion  could  act  as  recep- 
tors of  engorged  outflow  channels,  thereby 
rerouting  blood  into  other  paths. 

The  employment  of  a polarographic  elec- 
trode as  a measure  of  available  tissue  oxygen 
was  explored,  but  the  data  so  obtained  were 
difficult  to  interpret.  It  then  became  ap- 
parent that  analeptic  agents  administered 
intravenously  might  serve  as  marking  de- 
vices for  demonstrating  the  existence  of 
venous  to  capillary  flow.  A recent  set  of 
experiments  was  then  designed,  using  this 
principal.11  It  was  found  that  when  the 
analeptic  agent  beta-ethyl-beta-methylglu- 
tarimide  (Megimide)  was  injected  into  the 
anterior  portion  of  an  unobstructed  superior 
longitudinal  sinus  of  a dog,  it  would  produce 
seizure  activity  within  ninety  to  one  hundred 
and  twenty  seconds.  This  time  lag  was 
also  observed  when  a femoral  vein  was 
employed.  If  the  same  amount  of  the  agent 
were  administered  via  the  vertebral  artery, 
seizure  activity  (as  measured  by  electro - 
cortical  changes)  was  noted  within  ten  to 
twelve  seconds.  By  occluding  the  superior 
longitudinal  sinus  just  distal  to  the  con- 
fluens,  the  injection  of  a similar  quantity  of 
the  analeptic  agent  via  the  anterior  portion 
of  the  sinus  brought  about  seizure  and  spike 
activity  in  5 of  6 dogs  within  eighteen  sec- 
onds. Similar  observations  were  made  using 
a 35  per  cent  iodopyracet  (Diodrast)  solu- 
tion. An  interesting  aspect  of  these  studies 
was  that  focal  cortical  electric  responses 
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FIGURE  1.  (A)  Dog  brain  demonstrating  infarcted  area  thirty  days  following  ligation  of  ipsilateral  middle 
; cerebral  artery.  Note  lesion  involving  structures  adjacent  to  sylvian  fissure.  (B)  Dog  brain  demonstrating 
small  area  of  infarction  (see  arrow)  in  pyriform  lobe  thirty  days  after  division  of  ipsilateral  middle  cerebral 
artery,  followed  shortly  thereafter  by  ligation  of  superior  vena  cava  thereby  producing  temporary  increase 
in  intracranial  venous  pressure.  Neurologic  differences  observed  in  these  two  animals  were  equally 
dramatic. 


cortical  cellular  components  via  the  venous 
system.  We  have  concluded,  therefore, 
that,  at  least  in  dogs,  cerebral  venous  to 
capillary  shunting  of  blood  under  conditions 
of  increased  venous  pressure  might  occur. 
On  the  basis  of  the  first  series  of  experiments 
cited  herein,  this  shunting  potential  would 
seem  sufficient  to  reduce  the  anticipated 
cerebral  damage  following  arterial  occlusion. 

Clinical  experience 


were  produced  in  some  animals.  These 
occurred  predominately  in  the  parietal 
lobes.  Sinograms  in  the  same  animals  re- 
vealed a preponderance  of  venous  filling  in 
the  electrically  affected  area. 

The  administration  of  saline  via  the  ob- 
structed superior  longitudinal  sinus  in  equal 
volume  as  employed  in  the  preceding  studies 
failed  to  produce  cortical  electric  abnormali- 
ties. It  was  concluded,  therefore,  that 
temporary  sudden  engorgement  of  the 
cerebral  venous  tree  was  not  the  basis  for 
the  observed  seizure  responses.  It  was  our 
interpretation  of  these  results  that  the 
“marker”  (analeptic  agent  or  iodopyracet) 
could  be  presented  directly  to  the  sensitive 


The  acceptance  of  a new  and  unproved 
therapeutic  measure  will  be  enhanced  if  the 
method  is  simple  and  if  iatrogenic  damage 
can  be  avoided.  It  was  obvious,  therefore, 
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that  intracranial,  cervical,  or  thoracic  sur- 
gery was  not  desirable  as  a means  of  ob- 
structing cerebral  venous  outflow  pathways. 
The  original  Queckenstedt  maneuver  came 
to  mind  immediately  as  a method  of  raising 
the  intracranial  venous  pressure.  This  pro- 
cedure was  already  accepted  as  a method  of 
demonstrating  cerebral  venous  engorgement 
which  then  could  be  measured  indirectly  by 
the  increase  in  cerebrospinal  fluid  pressure. 
The  experience  of  head -and -neck  surgeons 
indicated  that  bilateral  simultaneous  liga- 
tion of  the  jugular  veins  was  well  tolerated 
in  most  situations.  This  was  encouraging 
since  the  venous  occlusion  desired  in  our 
efforts  would  be  temporary  and  could  be 
relieved  instantaneously. 

All  the  preceding  information  has  been 
based,  however,  on  studies  in  people  with 
intact  central  nervous  systems.  In  con- 
trast, we  were  interested  in  the  use  of  this 
vessel  engorging  procedure  in  situations  in 
which  microscopic  or  gross  hemorrhage 
might  result  because  of  pre-existing  vascular 
damage.  It  was  found  experimentally  that 
hemorrhage  or  extravasation  about  small 
intracerebral  vessels  was  of  little  signifi- 
cance in  infarcted  areas  after  venous  engorge- 
ment.10 It  became  obvious,  however,  that 
only  experience  with  clinical  problems  could 
rule  out  this  unwanted  side-effect.  It 
was  necessary,  therefore,  to  draw  up  rather 
exacting  regulations  for  the  clinical  employ- 
ment of  this  procedure.  These  include 
the  following: 

1.  Historical  and  neurologic  evidence 
must  exclude  as  nearly  as  possible  intra-  or 
extracerebral  hemorrhage. 

2.  A lumbar  puncture  is  done  in  each 
instance.  When  the  cerebral  spinal  fluid 
pressure  is  measured  above  200  mm.  of 
water  and/or  red  cells  are  found  in  the  spinal 
fluid,  no  further  procedures  are  carried  out. 

3.  Cerebral  spinal  fluid  pressure  re- 
sponses during  cuff  inflation  about  the  neck 
should  be  recorded  for  at  least  the  first  hour 
and  longer  if  necessary. 

4.  A physician  should  be  in  continuous 
attendance  so  that  untoward  responses  can 
be  observed  immediately  and,  when  neces- 
sary, therapy  stopped  immediately. 

5.  Arteriography  should  be  employed 
when  indicated,  especially  to  rule  out  the  pres- 
ence of  carotid  or  vertebral  artery  occulsion. 

The  method  of  producing  elevated  cere- 
bral venous  pressure  and  its  use  in  the 


presence  of  cerebral  arterial  insufficiency  is 
as  follows: 


1 A number  18  spinal  needle  is  inserted 
into  the  lumbar  subarachnoid  space  and  con- 


nected to  a water  manometer. 

2.  A standard  blood  pressure  cuff  with  the 
balloon  anteriorly  placed  is  wrapped  about  the 
neck.  Small  folded  pieces  of  gauze  are  placed 
on  either  side  of  the  trachea  to  ensure  more 
equal  distribution  of  pressure  to  the  surround- 
ing soft  tissues.  An  elastic  bandage  wrapped 
about  the  cuff  and  neck  is  often  used  further  to 
ensure  adequate  containment  of  the  balloon. 
A tracheostomy  is  not  a contraindication  since 
the  balloon  can  be  folded  and  placed  above 
the  tracheostomy  with  ease. 

3.  The  cuff  is  then  connected  to  a mercury 
manometer  and  inflated  to  a range  at  which 
cerebral  spinal  fluid  pressure  reaches  400  to 
500  mm.  of  water.  In  any  event  50  mm.  Hg 
pressure  is  never  exceeded. 

4.  Initially,  the  cuff  is  inflated  for  thirty  to 
sixty  seconds  and  then  released  to  be  repeated 
rapidly.  The  periods  of  cuff  inflation  are 
gradually  lengthened  until  at  the  end  of  one  to 
two  hours,  ten  to  fifteen  minutes  of  inflation 
should  be  tolerated.  After  six  to  eight  hours 
of  therapy,  continuous  inflation  should  be 
possible. 

5.  The  therapy  is  discontinued  if:  (a) 

signs  of  increasing  neurologic  deficit  are  ob- 
served; ( b ) venous  engorgement  is  no  longer 
visible.  This  latter  change  varies  considera- 
bly as  to  time  and  is  a measure  of  the  rapidity 
of  development  of  intraspinal  venous  outflow 
routes.  It  can  be  gauged  simply  by  observa- 
tion of  the  head  and  face.  At  the  height  of 
venous  engorgement  the  face  may  become 
purplish,  and  the  superficial  scalp  veins  may 
become  quite  distended.  As  outflow  collat- 
eral channels  develop,  these  features  return 
to  normal. 

6.  Continuous  cuff  inflation  for  periods  of 
thirty-six  to  forty-eight  hours  has  been  em- 
ployed. The  duration  of  therapy  will  vary 
according  to  the  neurologic  status  of  the  pa- 
tient. If  no  change  or  a prolonged  period  of 
static  neurologic  pattern  has  been  observed, 
twenty-four  hours  probably  will  suffice  as  a 
therapeutic  trial.  If  recovery  has  been  rapid 
and  sustained,  therapy  can  be  discontinued  at 
any  time. 


A certain  degree  of  patient  discomfort 
has  been  recorded  and  should  be  defined  if 
the  patient  is  sensorially  receptive.  Nasal 
and  pharyngeal  congestion  develops. 
Mouth  breathing  becomes  in  most  instances 
necessary.  Headaches  are  noted  but  be- 
come less  severe  as  prolonged  venous  dis- 
tention is  employed. 

As  a result  of  accumulated  data  thus  far, 
we  are  now  limiting  the  use  of  this  therapy 
to  patients  with  a history  of  neurologic 
deficit  for  thirty-six  hours  or  less.  This  is  an 
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arbitrary  figure,  but  we  feel  that  after 
twenty -four  hours  of  symptoms,  diminishing 
returns  can  be  anticipated.  Age,  however, 
should  be  weighed  when  employing  this 
therapy.  A young  person  with  a forty  - 
eight  hour  history  of  a nonhemorrhagic 
cerebrovascular  accident  would  generally 
be  more  desirable  than  an  eighty-year-old 
person  with  a similar  or  shorter  period  of 
symptoms. 

To  date,  20  patients  have  been  subjected 
to  this  therapy.  Their  ages  ranged  from 
thirty  to  eighty -two  years  with  the  majority 
over  sixty-five.  Twelve  patients  have  dem- 
onstrated rapid  improvement  (within 
twenty -four  hours).  Eight  of  these  had 
symptomatic  evidence  of  arterial  insuffi- 
ciency within  the  distribution  of  a middle 
cerebral  artery.  Two  of  this  group  had 
arteriography  indicating  occlusion  of  the 
middle  cerebral  artery  itself.  Two  others 
had  evidence  of  basilar  artery  involvement. 
One  patient  developed  severe  central  nerv- 
ous system  disturbances  on  the  basis  of  air 
embolism.  One  patient  developed  profound 
and  pharmacologically  unresponsive  hypo- 
tension following  bilateral  thoracolumbar 
sympathectomy.  As  a result,  he  became 
totally  unresponsive  to  painful  or  other 
stimuli. 

Eight  patients  failed  to  demonstrate  any 
significant  neurologic  improvement  within 
twenty -four  hours.  There  was  no  incidence 
of  deterioration,  however,  in  this  group. 
The  therapy  was  discontinued  in  a seventy- 
eight-year-old  woman  after  three  hours  be- 
cause of  a persistent  nose  bleed  which  de- 
veloped after  nasotracheal  suction.  The 
nose  bleed  was  aggravated  by  the  venous 
engorgement  accompanying  the  cuff  in- 
flation. The  following  case  histories  are 
reviewed  for  purposes  of  illustration. 

Case  reports 

Case  1.  A seventy-year-old  white  female 
had  a carcinoma  of  the  sigmoid  colon  resected  at 
Roswell  Park  Memorial  Institute,  on  July  31, 
1959.  On  September  2,  1960,  an  abdominal 
laparotomy  was  carried  out  in  an  effort  to  re- 
lieve a partial  obstruction.  During  this  proce- 
dure, massive  bleeding  was  encountered  requir- 
ing replacement  transfusions  of  10  units  of  whole 
blood.  During  the  first  eighteen  hours  post- 
operatively,  she  appeared  mildly  confused  but 
otherwise  intact  neurologically.  The  vital 
signs  were  normal  as  were  the  laboratory  find- 
ings. There  was  no  evidence  of  a transfusion 
reaction.  Twenty-four  hours  postopera tively 


she  had  a generalized  convulsion  and  became 
totally  unresponsive.  Her  blood  pressure,  pulse, 
and  respiration  were  unchanged  from  their  pre- 
operative levels. 

Thirty-six  hours  postoperatively  a neurologic 
examination  recorded  bilateral  Babinski  re- 
sponses, continuous  rolling  movement  of  the 
eyes  to  the  right,  and  hyperactive  deep  tendon 
reflexes,  bilateral  Babinski  reflexes,  and  decere- 
brate movements  of  the  upper  extremities. 
Her  blood  pressure  was  120/80,  and  her  respira- 
tions were  Cheyne-Stokes  in  character.  A lum- 
bar puncture  revealed  clear  cerebrospinal  fluid 
with  pressure  of  120  mm.  of  water.  A diagnosis 
of  basilar  artery  insufficiency  was  made.  With 
the  manometer  still  in  communication  with  the 
lumbar  subarachnoid  space,  a blood  pressure  cuff 
was  wrapped  about  the  neck  and  intermittent 
inflation  begun.  No  untoward  pressure  changes 
were  encountered.  Within  two  hours  the  lower 
extremities  began  to  respond  to  painful  stimula- 
tion by  movements  other  than  withdrawal  pat- 
terns. Within  four  hours  movements  of  all 
extremities  were  observed  without  external 
stimuli.  At  this  point  there  was  a purposeful 
effort  made  on  the  patient’s  part  to  remove  the 
constricting  cuff.  The  Babinski  responses  were 
also  absent.  Within  eight  hours  the  patient 
was  able  to  assume  voluntarily  an  upright  pos- 
ture. At  this  point,  further  jugular  compression 
was  felt  to  be  unnecessary. 

Twenty-four  hours  later  it  was  observed  that 
moderately  intelligible  speech  had  returned. 
Otherwise  the  neurologic  examination  was  nor- 
mal except  for  a homonymous  field  defect  still 
present.  It  is  probable  that  occlusion  of  the 
right  posterior  cerebral  artery  was  chiefly  re- 
sponsible for  this  deficit. 

After  discharge  from  the  hospital  on  Septem- 
ber 28,  1960,  she  was  followed  in  the  outpatient 
department  at  periodic  intervals  because  of  the 
recurrent  sigmoid  tumor.  She  was  ambulatory 
and  free  of  neurologic  complaints  except  for  the 
homonymous  field  defect.  On  December  13, 
1961,  a film  of  her  chest  indicated  left-sided 
heart  enlargement.  The  liver  was  found  to  be 
8 cm.  below  the  right  costal  margin.  She  was 
confined,  thereafter,  to  a nursing  home  where 
she  died  April  23,  1962,  nineteen  months  follow- 
ing the  cerebrovascular  accident.  A post- 
mortem examination  was  not  obtained,  but  the 
death  certificate  recorded  that  the  immediate 
cause  of  death  was  cerebral  arteriosclerosis. 

Comment.  This  was  a very  dramatic  recovery 
both  in  relation  to  the  rapidity  and  the  ultimate 
minimal  residual  neurologic  deficit.  It  could  be 
argued  that  what  we  had  here  was  merely  a 
postictal  phenomenon  and  not  vascular  insuffi- 
ciency. The  persistance  of  the  neurologic  deficit 
following  the  original  activity  as  well  as  the 
residual  homonymous  field  defect  would  likely 
point  to  the  basilar  artery  as  the  source  of 
trouble  whether  from  thrombosis  or  partial 
occlusion. 

Case  2.  A thirty-seven-year-old  white  male 
became  suddenly  hemiplegic  on  the  left  side 
twenty-four  hours  before  admission  to  the  hos- 
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FIGURE  2.  Right  lateral  internal  carotid  angiogram 
of  Case  2.  No  middle  cerebral  artery  filling  is  de- 
tected. 


pital.  There  was  no  history  of  headache,  nuchal 
rigidity,  loss  of  consciousness,  or  other  neurologic 
manifestations.  Admission  neurologic  examina- 
tion revealed  a left-sided  spastic  hemiplegia, 
left  Babinski  response,  and  a left  homonymous 
field  defect.  Arteriograms  performed  on  ad- 
mission revealed  occlusion  of  the  right  middle 
cerebral  artery  near  its  origin  (Fig.  2). 

Forty-eight  hours  following  the  onset  of  his 
illness,  a lumbar  puncture  revealed  clear  cerebro- 
spinal fluid  and  a pressure  of  140  mm.  of  water. 
There  were  no  cells  in  the  fluid.  A blood  pres- 
sure cuff  was  then  intermittently  inflated  to  40 
mm.  Hg,  producing  a cerebrospinal  fluid  pres- 
sure of  500  mm.  of  water.  At  the  end  of  three 
hours,  measurement  of  cerebrospinal  fluid  pres- 
sure was  discontinued.  Engorgement  of  the 
venous  system  of  the  head  was  evidenced  ex- 
ternally by  bluish  skin  coloration,  edema  of  con- 
junctival tissue,  nasal  congestion,  and  engorge- 
ment of  the  retinal  veins.  At  the  end  of  twelve 
hours  the  cuff  was  maintained  at  40  mm.  Hg 
continuously.  During  the  first  twelve  hours  of 
treatment,  the  left  extremities  became  flaccid 
gradually.  Between  twelve  and  twenty-four 
hours  the  homonymous  field  defect  disappeared 
as  did  the  left  Babinski  response.  Conscious- 
ness and  orientation  remained  normal.  He 
complained  bitterly  of  a headache  for  the  first 
several  hours. 

At  the  end  of  forty-eight  hours  it  was  ob- 
served that  the  facial  discoloration  had  dis- 
appeared. A lumbar  tap  revealed  a pressure  of 
90  mm.  of  water  with  the  cuff  inflated.  There- 
fore the  therapy  was  discontinued  since  col- 
lateral outflow  had  developed  to  the  extent  that 
compression  of  the  jugular  and  superficial  neck 
veins  no  longer  caused  increased  intracranial 
venous  pressure.  An  arteriogram  repeated 
within  five  days  failed  to  demonstrate  any 
significant  degree  of  collateral  circulation  in  the 
distribution  of  the  middle  cerebral  artery. 
Neurologically,  however,  there  was  voluntary 
motion  of  the  left  leg  and  arm.  Movements  of 
the  hand  and  fingers  were  quite  impaired. 
Visual  fields  were  found  to  be  normal. 


Comment.  Attempts  to  contact  this  patient 
for  follow-up  evaluation  have  proved  to  be 
unsuccessful.  It  would  be  impossible  to  give 
credit  entirely  to  the  venous  hypertension  ther- 
apy in  this  case.  It  should  be  noted,  however, 
that  recovery  was  quite  rapid.  We  would  like 
to  think  that  this  recovery  response  was 
enhanced  by  the  treatment.  Complete  restora- 
tion of  normal  central  nervous  system  function 
did  not  result,  but  the  residual  defects  were  mild. 

Case  3.  A seventy-two-year-old  white  male 
was  admitted  on  March  19,  1962,  with  the 
diagnosis  of  carcinoma  of  the  stomach.  Three 
years  previously,  a diagnosis  of  diabetes  mellitus 
was  made  and  was  controlled  with  tolbutamide 
(Orinase).  Generalized  arteriosclerosis  was 
noted  on  examination. 

On  March  24,  1962,  a subtotal  gastrectomy, 
partial  pancreatectomy,  splenectomy,  and  trans- 
verse colostomy  were  performed.  On  the  first 
postoperative  day  he  developed  hypotension  on 
the  order  of  88/60  and  a pulse  of  120.  A blood 
urea  nitrogen  was  recorded  at  this  time  as  31 
mg.  per  100  ml.  Four  days  postoperatively  a 
tracheostomy  was  performed  because  of  rales 
and  x-ray  evidence  of  pneumonia.  The  blood 
pressure  was  stabilized  at  about  100/70  mm.  Hg 
with  intermittent  use  of  phenylephrine  (Neo- 
Synephrine).  Urinary  output  was  adequate. 
On  March  30,  six  days  postoperatively,  he  was 
started  on  clear  liquids. 

On  March  31,  while  sitting  on  the  side  of  the 
bed,  he  became  suddenly  unresponsive.  At  this 
point  his  vital  signs  were:  blood  pressure  130/ 
60,  pulse  100,  and  temperature  101  F.  A 
neurologic  examination  indicated  complete  un- 
responsiveness, constricted  equal  unreactive 
pupils,  and  a right  Babinski  reflex.  Several 
observers  during  the  next  four  hours  noted 
decerebrate  signs  with  intermittent  Cheyne- 
Stokes  respiratory  efforts.  A portable  emer- 
gency electroencephalogram  revealed  3 per 
second  high  amplitude  generalized  wave  activity. 
A lumbar  puncture  revealed  a cerebral  spinal 
fluid  pressure  of  100  mm.  of  water  and  free  of 
cells.  A blood  pressure  cuff  was  then  applied 
to  the  neck  so  that  the  tracheostomy  was  ex- 
cluded. Intermittent  cuff  inflation  was  then 
begun.  Within  thirty  minutes  a change  in  the 
patient’s  response  was  observed.  This  was 
characterized  by  violent  movements  of  the  left 
extremities.  A blood  pressure  of  140/80  was 
maintained  without  the  use  of  vasoconstrictor 
agents.  About  one  hour  after  therapy  was: 
begun,  voluntary  use  of  all  extremities  was  ob- 
served. Electroencephalographic  activity  had 
changed  to  a dominant  frequency  of  10  per 
second  with  occasional  generalized  slowing. 
During  this  period  it  was  observed  that  the 
patient  was  aphasic  and  had  an  apparent  right 
homonymous  field  defect.  Three  hours  follow- 
ing the  institution  of  therapy  it  was  felt  that  his 
central  nervous  system  function  had  recovered 
optimally,  and  the  cuff  was  therefore  removed. 

On  subsequent  days  his  apparent  aphasia 
improved  so  that  communication  was  possible. 
On  April  4,  1962,  eleven  days  postoperatively,  a 
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wound  dehiscence  occurred.  Neurologically, 
the  patient  continued  to  improve.  On  April  12, 
the  patient  expired  as  a result  of  a disruption  of 
his  gastrojejunal  anastamosis.  A postmortem 
examination  revealed  extensive  arteriosclerosis. 
The  major  cerebral  vessels  were  all  patent  al- 
though markedly  constricted,  especially  the 
basilar  vessel.  There  were  no  areas  of  gross 
necrosis.  Microscopic  studies  of  the  brain 
were  not  remarkable.  No  areas  of  extravasa- 
tion of  blood  elements  were  encountered. 

Comment.  The  rapid  central  nervous  system 
response  during  the  venous  hypertension  ther- 
apy was  dramatic.  The  electroencephalo- 
graphic  evidence  of  a profound  cortical  disorder 
substantiated  the  impression  of  the  gravity  of 
the  situation.  The  subsequent  response  of  the 
electroencephalogram  during  and  after  therapy 
was  mirrored  by  the  clinical  improvement. 
Death  in  this  instance  occurred  sixteen  days 
following  the  central  nervous  system  change  and 
subsequent  therapy  and  was  related  to  the  post- 
operative complications  of  the  gastrointestinal 
tract. 

Conclusions 

It  is  important  to  point  out  once  again 
that  the  clinical  results  cannot  alone  sell 
this  form  of  therapy.  All  the  improve- 
ments noted  might  have  come  about  with- 
out any  therapeutic  efforts.  The  accept- 
ance of  the  concept  of  cerebral  venous  hy- 
pertension must  be  based  largely  on  ex- 
perimental evidence  at  least  initially.  As 
larger  numbers  of  patients  are  studied,  the 
clinical  evidence  of  beneficial  results  may 
become  more  convincing. 

The  response  of  2 hypotensive  patients 
was  extraordinarily  impressive.  It  has  led 
us  to  speculate  that  the  beneficial  effects 
of  the  Trendelenburg  position  employed  in 
hypotensive  situations  are  not  due  to 
improved  venous  return  to  the  heart  from 
the  lower  extremities,  but  rather  are  related 
directly  to  an  increase  in  intracranial  venous 
pressure  resulting  from  the  change  in  the 
positional  relationship  between  the  brain 
and  heart.  It  might  even  be  that  patients 
suffering  from  positional  syncope  might 
respond  dramatically  to  elevation  of  cerebral 
venous  pressure  when  assuming  the  upright 
position. 

The  extent  that  improvement  can  take 


place  will  be  related  to  the  initial  vascular 
deficit.  Massive  arterial  occlusion  cannot 
be  overcome  by  venous  rerouting. 

Summary 

A new  concept  in  therapy  of  cerebral 
arterial  insufficiency  has  been  developed 
citing  historical,  experimental,  and  clinical 
developments.  Simply,  it  is  that  elevated 
venous  pressure  might  be  employed  in  re- 
routing blood  into  cerebral  capillary  areas 
which  have  been  made  ischemic  because  of 
arterial  occlusion.  This  can  be  done  by 
external  compression  of  the  jugular  veins 
using  an  inflatable  cuff  (blood  pressure  unit). 
A series  of  20  patients  with  cerebral  arterial 
insufficiency  have  been  subjected  to  this 
therapy,  and  12  responded  by  improvement 
within  twenty-four  hours.  None  of  the 
other  8 developed  further  deficits,  but  no 
improvement  could  be  identified.  Three 
cases  are  summarized  in  detail. 
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Psychopharmaceutic 
Agents 
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A division  of  psychiatry  joined  the  rapidly 
expanding  Montefiore  Hospital  in  New 
York  City  in  1959.  The  psychiatric  divi- 
sion was  asked  to  review  the  psychopharma- 
cologic  drugs  already  on  the  hospital  formu- 
lary, to  recommend  the  drugs  to  be  added 
or  discontinued,  and  to  develop  guidelines 
for  psychopharmacologic  treatment  that 
would  be  useful  to  physicians  associated 
with  other  divisions  in  the  hospital. 

At  first,  the  needs  of  psychiatrists  seemed 
to  be  very  much  more  complicated  and 
extensive  than  the  needs  of  nonpsychia- 
trists, who  used  drugs  less  frequently. 
However,  after  review  of  the  use  of  psycho- 
pharmacologic drugs  in  the  general  hospital, 
it  became  apparent  that  an  outline  for 
treatment  with  these  drugs  could  be  devised 
which  would  be  useful  for  the  general  physi- 
cian as  well  as  the  psychiatrist. 

Recommendations  were  made  to  the 
formulary  committee,  which  a member  of 
the  psychiatric  division  joined,  and  lectures 
on  the  use  of  psychopharmacologic  drugs 
were  given  to  the  hospital  staff.  The  lec- 
tures were  then  printed  and  distributed 
to  the  entire  attending  staff.  Since  it  was 
necessary  to  discontinue  some  drugs  that 
had  been  in  use  at  the  hospital  for  some 


time  and  add  others  that  had  not  been  used 
previously,  there  was  some  resistance  to 
these  recommendations.  The  reaction  was 
not  marked,  however,  and  soon  subsided 
after  the  rationale  for  the  choice  of  drugs 
was  made  available.  The  hospital  pharma- 
cist reported  that  this  initial  discontent 
diminished  markedly  as  physicians  began 
to  use  the  new  drugs. 

This  report  is  a modified  version  of  the 
review  distributed  to  the  hospital  staff. 
It  is  presented  for  possible  use  by  other 
hospital  formulary  committees,  for  physi- 
cians in  specialties  other  than  psychiatry, 
and  for  psychiatrists  who  seldom  use  drugs. 

Principles  of  treatment 

Psychopharmacologic  treatment  has  be- 
come needlessly  complicated.1  It  can  be 
simplified  by  following  four  guiding  princi- 
ples: 

1.  The  physician  should  familiarize  him- 
self thoroughly  with  the  indications,  contra- 
indications, effective  dosage  ranges,  cau- 
tions, and  side-effects  in  the  use  of  a few 
drugs  in  each  category.1* 2 Adequate  knowl- 
edge of  a drug  results  in  an  increased  confi- 
dence that  is  communicated  to  the  patient, 
and  the  over-all  effectiveness  of  the  total 
treatment  is  likely  to  be  enhanced.  Thor- 
ough knowledge  of  the  expected  side-effects 
and  of  how  to  treat  them  will  decrease 
premature  discontinuation  of  potentially 
effective  drugs.1 

2.  The  use  of  a new  and  inadequately 
evaluated  drug  should  be  avoided  until 
knowledge  of  its  efficacy  and  side-effects  is 
acquired.3  It  is  not  possible  to  keep  up 
with  the  flood  of  new  psychopharmacologic 
agents.  They  exceed  all  other  pharmaceu- 
ticals in  sales  during  the  warm  months  of 
the  year.  Almost  500  drugs  in  this  category 
have  been  investigated  or  introduced.4  The 
1961  Physicians'  Desk  Reference  fists  well 
over  1,700  entries  on  drugs  for  treatment  of 
emotional  problems. 

By  avoiding  indiscriminate  use  of  newly 
introduced  drugs,  potential  calamities  may 
be  avoided.3  The  most  dramatic  recent 
example  followed  the  use  of  Germany’s 
most  popular  sleeping  tablet  and  tran- 
quilizer, thalidomide.  Other  drugs  that 
have  been  withdrawn  from  the  market  are 
etryptamine  (Monase)  and  amphenidone 
(Dornwal)  because  of  blood  dyscrasia  and 
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iproniazid  (Marsilid)  and  pheniprazine  (Ca- 
tron) because  of  hepatic  toxicity. 

The  probability  that  newly  introduced 
drugs  will  be  more  effective  than  older  drugs 
is  very  small.3  There  should  be  more  evi- 
dence for  a therapeutic  breakthrough  in 
psychopharmacologic  treatment  than  is 
found  in  clinical  reports  appearing  in  various 
journals.  Especially  recommended  for  drug 
evaluation  are  the  reports  appearing  in  The 
Medical  Letter  and  the  Journal  of  Clinical 
Pharmacology  and  Therapeutics.  There  are 
risks  of  serious  untoward  reactions  to  these 
drugs.  The  risk  must  be  compared  with 
the  expected  advantages  of  these  drugs  over 
alternative  methods  of  treatment. 

3.  Psychopharmacologic  agents  should 
not  knowingly  be  used  as  placebos.  If 
treatment  with  psychopharmacologic  agents 
is  indicated,  avoid  placebo  dosages,  since 
they  may  cause  serious  complications  such 
as  agranulocytosis,  jaundice,  allergic  derma- 
titis, exfoliative  dermatitis,  akinesia,  aka- 
thisia,  dyskinesia,  and  the  like. 

Placebo  dosages  for  psychopharmacologic 
drugs  are  frequently  recommended  by  drug 
manufacturers.  Examples  are:  trifluoper- 

azine (Stelazine),  1 to  2 mg.  twice  a day; 
meprobamate,  200  mg.  four  times  a day; 
and  chlordiazepoxide  hydrochloride  (Li- 
brium), 10  mg.  three  times  a day.  However, 
there  is  often  the  implied  instruction  to 
increase  the  dosage  if  necessary. 

The  dosage  ranges  listed  in  this  paper  were 
derived  from  an  extensive  review  of  the 
literature.  Although  they  are  higher  than 
those  recommended  by  drug  manufacturers 
and  higher  than  those  customarily  used  by 
nonpsychiatrists  who  use  drugs  infrequently, 
they  are  suggested  as  the  potentially  active 
and  effective  dosages  for  meaningful,  that  is, 
nonhomeopathic  or  nonplacebo,  treatment. 

Needless  to  say,  the  decision  about  an 
appropriate  initial  dosage  must  be  left  to 
the  clinician.  Both  the  patient’s  potential 
idiosyncracy  or  sensitivity  to  lower  dosages 
and  the  physician’s  discomfort  in  utilizing 
certain  dosage  levels,  high  or  low,  may  be 
factors  in  the  decision. 

Patients  may  improve  on  low  dosages  of 
psychopharmacologic  drugs,  which  may,  in 
effect,  be  inactive  agents  because  of  placebo 
effects.  These  are  inevitable  in  treatment 
situations.5  A second  group  of  patients 
may  not  respond  to  a homeopathic  or  in- 
active dosage  of  a drug  but  may  respond 


GENERAL  RECOMMENDATIONS  for  psycho- 
pharmacologic  therapy  are  as  follows:  In 

the  psychoses  the  drugs  of  choice  are:  (I) 

for  panic  or  extreme  agitation,  chlorproma- 
zine,  triflupromazine,  or  thioridazine;  ( 2 ) 
for  anxiety  symptoms,  trifluoperazine  or 
perphenazine;  and  ( 3 ) for  depressive  symp- 
toms, imipramine,  isocarboxazid,  or  nial- 
amide. In  the  neuroses  the  drugs  of  choice 
are:  (1)  for  most  neurotic  patients,  mepro- 

bamate, barbiturates,  or  other  sedatives; 
(2)  for  more  severe  anxiety  symptoms,  per- 
phenazine or  trifluoperazine;  and  ( 3 ) for 
more  severe  depressive  symptoms,  imipramine 
or  isocarboxazid. 


with  nonspecific  improvement  to  the  physi- 
ologic side-effects  produced  by  an  active 
drug.  A third  group  may  not  react  to  either 
of  these  placebo  treatments  but  may  im- 
prove only  on  a much  higher,  nonplacebo, 
and  specific  dosage.  In  other  words,  if 
patients  do  not  improve  on  a minimal  start- 
ing dosage,  the  possibility  of  their  respond- 
ing to  higher  dosages  must  be  considered.6 

Medication  should  not  be  discontinued 
prematurely.  A readiness  to  change  medi- 
cation before  an  effective  dosage  is  reached 
may  result  in  ineffective  undertreatment. 
Psychopharmacologic  treatment  is  some- 
what analogous  to  treatment  with  digitalis, 
that  is,  there  is  no  predetermined  dosage 
for  all  patients,  and  the  dosage  for  every 
patient  has  to  be  determined  empirically.7 
The  dosage  of  most  psychopharmacologic 
drugs  should  be  titrated  against  an  end- 
point of  symptom  relief  or  the  development 
of  side-effects  which  cannot  be  tolerated  by 
the  patient  or  counteracted  by  the  physi- 
cian.8 

If  necessary,  high  dosages  should  be  used 
even  if  side-effects  develop.  Side-effects  on 
higher  dosages  are  generally  not  serious. 
Psychopharmacologic  agents,  unlike  most 
other  sedatives  such  as  barbiturates,  have 
an  unusually  wide  therapeutic  dosage  range, 
making  for  ease  of  management.9  Many 
complications  of  major  tranquilizers  and 
side-effects  of  antidepressant  drugs  are 
frequently  not  dose-related.  In  addition, 
there  is  evidence  that  some  side-effects  may 
be  necessary  for  effectiveness  in  some  pa- 
tients.710-11 If  the  physician  restricts  his 
knowledge  of  psychopharmacologic  agents  to 
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FIGURE  1.  Pharmacologic  therapy  for  the 

psychoses. 

a few  drugs  in  each  category,  he  can  become 
familiar  with  the  range  and  intensity  of 
possible  side-effects,  with  the  time  necessary 
for  patients  to  adapt  to  them,  and  with 
their  management.  With  this  knowledge, 
treatments  become  potentially  more  effec- 
tive because  of  the  more  likely  potential 
use  of  all  the  therapeutic  factors  contribut- 
ing to  clinical  improvement. 1 * * 4 * * * * 

4.  The  fourth  principle  is  the  clinical 

basis  for  choice  of  drug.  Psychopharma- 

cologic  treatment  generally  need  not  be 

more  complicated  than  the  schemata  in 

Figures  1 and  2.  Since  the  indications  for 
the  use  of  drugs  are  in  the  main  different  for 
psychotic  and  neurotic  conditions, li7-9 * *-12- 13 
two  diagrams  are  presented. 

As  indicated  in  Figures  1 and  2,  the  choice 
of  drug  for  the  treatment  of  both  neurotic 
and  psychotic  conditions  is  related  to  the 
amount  of  anxiety  and  depression.1- 9 ■ 12 
There  is  no  satisfactory  experimental  evi- 
dence or  clearly  defined  clinical  basis  for 
use  of  any  more  complicated  schema  than 
that  of  anxious  patients  generally  requiring 

quieting  and  depressed  patients  generally 
requiring  stimulation.  Symptoms  may  vary 
from  marked  agitation  and  panic  at  one 
end  of  a continuum  to  marked  withdrawal, 

inhibition,  blocking,  and  retarded  depression 
at  the  other  end.  Between  these  extremes 

are  varying  degrees  of  anxiety  (tension, 

nervousness,  jitteriness,  agitation)  and  de- 

pression (anergia,  neurasthenia,  hypochon- 


FIGURE  2.  Pharmacologic  therapy  for  the 
neuroses. 

driasis,  anorexia,  insomnia,  sadness,  “blue- 
ness,” moodiness,  feelings  of  inferiority, 
inadequacy,  guilt,  and  suicidal  rumination) 
(Figs.  1 and  2). 

Before  further  consideration  of  the  fourth 
principle,  the  following  must  be  reviewed: 
drug  efficacy,  indications  and  contraindica- 
tions, emerging  classification  and  choice  of 
drug  in  each  classification,  side-effects, 
choice  of  drug  based  on  side-effects,  dosage, 
and  route  of  administration.  All  these 
factors  will  be  discussed  as  they  apply  to 
the  two  main  groups  of  psychopharmaceutic 
agents,  the  major  and  the  minor  tranquil- 
izers. 

Considerations  in  the  use  of 
major  tranquilizers 

Effectiveness.  Evaluation  of  drug  effi- 
cacy is  important  in  the  choice  of  drug. 
However,  the  relative  effectiveness  of  the 
various  drugs  has  not  yet  been  reliably 
determined.  Based  on  clinical  impression, 
clinical  studies,  and  controlled  investiga- 
tion, the  following  drugs  have  been  condi- 
tionally evaluated  as  the  most  effective 
phenothiazines:  chlorpromazine  (Thora- 

zine), triflupromazine  hydrochloride  (Ves- 
prin),  perphenazine  (Trilafon),  trifluoper- 
azine (Stelazine),  prochlorperazine  (Com- 
pazine), fluphenazine  hydrochloride  (Pro- 
lixin), and  thioridazine  (Mellaril).1-12-14  The 
Rauwolfia  alkaloids  and  promazine  hydro- 
chloride (Sparine),  mepazine  (Pacatal),  thio- 
propazate  hydrochloride  (Dartal),  methoxy- 
promazine  (Tentone),  promethazine  hydro- 
chloride (Phenergan),  together  with  an 
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ever-growing  list  of  other  drugs,  trail  far 
behind  in  effectiveness. 

Classification.  The  various  drugs  in 
this  category  depend  on  modification  of 
chemical  groups  attached  to  the  phenothi- 
azine  nucleus.1'91215-18  The  substitutions 
are  on  the  number  2 position  of  the  pheno- 
thiazine  nucleus  (for  example,  Cl,  OCH3, 
CF3),  and  on  the  number  10  position.  De- 
pending on  the  type  of  substitution  on  the 
number  10  position,  three  subgroups  are 
recognized:  dimethyl  (chlorpromazine,  tri- 

flupromazine  hydrochloride)  piperazine  (per- 
phenazine, prochlorperazine,  trifluoper- 
azine), and  piperidyl  (thioridazine  hydro- 
chloride). 

This  classification  provides  another  ra- 
tionale for  choice  of  drug.  It  is  based  on  the 
clinical  observation  that  often  when  a drug 
in  one  category  is  ineffective,  another,  with 
minor  modifications,  is  effective.6  Famili- 
arity with  two  drugs  in  each  category  is 
therefore  recommended.  In  addition,  since 
various  chemical  modifications  also  modify 
side-effects,  alternative  drugs  for  treatment 
are  available  when  troublesome  side-effects 
are  encountered.1 

General  indications.  General  indica- 
tions for  the  use  of  drugs  in  this  category 
include  the  following:  treatment  of  over- 
active,  severely  anxious,  agitated  patients, 
patients  in  panic,  and  depressed  patients 
who  are  markedly  agitated;  treatment  of 
acute  and  chronic  psychotic  conditions; 
maintenance  treatment  of  compensated  psy- 
chosis; treatment  of  patients  with  delusional 
and  hallucinatory  psychoses,  patients  in  a 
manic  phase  of  manic-depressive  illness, 
and  patients  with  a history  of  addiction  or 
potential  addiction  to  sedative  drugs.  They 
are  also  indicated  in  other  medical  condi- 
tions, including  the  nausea  and  vomiting  of 
carcinomatosis,  acute  infections,  nitrogen 
mustard  therapy,  irradiation,  motion  sick- 
ness, .and  after  operation,  although  for  these 
conditions,  it  is  questionable  whether  or  not 
phenothiazines  are  better  than  barbiturates 
and  antihistamines.19 

General  contraindications.  In  gen- 
eral, the  use  of  this  group  of  drugs  is  con- 
traindicated in  the  following:  symptomatic 
sedation  of  patients;  most  neurotic  pa- 
tients1213*18; anergic,  withdrawn,  and  de- 
pressed patients;  patients  with  impaired 
renal  and  hepatic  function  or  a history  of 
previous  agranulocytosis;  patients  on  large 


doses  of  other  sedatives  or  on  narcotics  and 
alcohol;  and  patients  who  are  stuporous. 
Caution  in  the  use  of  these  agents  is  advo- 
cated in  older  patients  and  in  patients  with 
a history  of  allergy,  epilepsy,  and  brain 
damage.  Drugs  in  this  group  should  not 
be  administered  intravenously. 

Complications  and  side-effects.  There 
are  marked  individual  differences  in  the 
incidence  and  intensity  of  the  major  com- 
plications and  side-effects  of  phenothiazine 
drugs.  These  complications  can  be  grouped 
under  allergic  reactions,  central  and  auto- 
nomic nervous  system  effects,  and  meta- 
bolic, endocrine,  and  miscellaneous  ef- 
fects. 9>  15>  16t  18>  20  ~22 

Allergic  reactions  include  agranulocytosis, 
which  is  the  most  serious  complication; 
jaundice;  and  systemic  or  dermatologic 
drug  sensitivity  and  photosensitivity. 

In  the  central  nervous  system  the  follow- 
ing extrapyramidal  syndromes  may  occur: 
akinesia,  akathisia,  dyskinesis,  and  a parkin- 
sonian-like  syndrome.  Other  reactions  that 
may  be  observed  are  convulsions  and  photo- 
sensitivity, a light  exhaustion  syndrome. 

Among  autonomic  nervous  system  com- 
plications, anticholinergic  actions  predom- 
inate and  are  manifested  by  tachycardia, 
xerostomia,  mydriasis,  pallor,  constipation, 
paralytic  ileus,  bladder  paralysis,  nasal 
congestion,  hypotension,  and  orthostatic 
hypotension.  Adrenergic  and  hist  amino - 
genic  blocking  actions  are  of  secondary 
clinical  importance. 

Metabolic  or  endocrine  complications 
include  weight  gain,  hyperglycemic  and 
feminizing  effects,  menstrual  irregularities, 
lactation  in  females,  gynecomastia  in  males, 
false-positive  results  in  pregnancy  tests, 
polyphagia,  polydipsia,  and  polyuria. 

Miscellaneous  complications  resulting 
from  phenothiazine  drugs  are:  increased 
susceptibility  to  infection;  sedation  and 
drowsiness;  hypothermia;  nasal  congestion; 
unexpected  deaths  from  asphyxia  during  a 
seizure  or  from  respiratory  or  vascular 
collapse;  variable  or  uncertain  potentiation 
of  barbiturates,  narcotics,  anesthetics,  and 
alcohol;  and  retinitis  pigmentosa. 

Table  I compares  some  of  the  more  impor- 
tant side-effects  of  various  phenothiazine 
drugs. 15’ 17  This  table  will  be  useful  in  the  dis- 
cussion to  follow  on  the  advantages  and  dis- 
advantages of  individual  drugs  and  provides 
another  basis  for  the  choice  of  drug. 1 
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TABLE  I.  Comparison  of  several  important  complications  of  phenothiazine  derivatives* 


Extrapyramidal 

Vi  r\c\ 

Phenothiazine  Derivative 

Blood 

Liver 

Seizures 

Skin 

Hypo- 

tension 

Dys- 

tonia 

Aka-  Parkin- 
thisia  sonism 

Dimethyl 

Chlorpromazine 

+ + + 

+ + + 

+ + 

+ + 

+ + 

+ 

+ 

+ + 

Triflupromazine 

+ 

+ 

+ 

+ + 

+ + 

+ + 

+ + 

Promazine 

+ + + 

+ + 

+ + + 

+ 

+ + + 

+ 

+ 

+ + 

Promethazine 

Piperazine 

Perphenazine 

+ 

+ 

+ 

+ + + 

+ + + 

+ + + 

Trifluoperazine 

+ 

+ + + 

+ + + 

+ + + 

Prochlorperazine 

+ 

+ + 

+ 

+ ' 

+ 

+ + + 

+ + + 

+ + + 

Thiopropazate 

+ 

+ 

+ 

+ 

+ 

+ + 

Piperidyl 

Thioridazine 

+ 

+ 

+ 

+ 

+ 

+ 

Mezapine 

+ + + 

+ + 

* Adapted,  by  permission  of  Grune  & Stratton,  Inc.,  from  Cole,  Klerman,  and  Jones.15 
KEY : + + + Major  problem 
+ + Occurs  often 
+ Rarely  seen 
. . . Not  reported 


Dosage  and  route  of  administration. 
The  therapeutic  daily  dosages  recorded  for 
the  drugs  in  this  paper  are  the  recommended 
oral  dosage  ranges.  Occasional  indications 
for  higher  dosages  are  recorded  in  paren- 
theses. 

Intramuscular  administration  is  indicated 
for  patients  who  cannot  take  oral  medica- 
tion, who  resist  taking  medication  orally, 
or  who  require  rapid  control  of  symptoms, 
for  example,  patients  with  nausea,  vomiting, 
catatonic  reactions,  and  disorganized  panic 
reactions.  Intramuscular  dosages  are  one- 
half  to  one-eighth  the  recommended  oral 
dosages.  Manufacturer  information  should 
be  consulted  for  parenteral  dosages.  Paren- 
teral pharmaceuticals  should  be  given  cau- 
tiously and  only  if  no  other  route  or  drug 
can  be  substituted.  Intramuscular  admin- 
istration can  cause  subcutaneous  necrosis 
and  severe  hypotension.  Injection  should 
be  given  deep  in  the  gluteal  muscles.  The 
patient  should  remain  in  bed  for  one-half 
hour.  Blood  pressures  should  be  taken 
before  the  injection,  immediately  after  the 
injection,  one-half  hour  following  the  injec- 
tion, and  before  subsequent  injections. 
Great  caution  is  necessary  in  elderly  or 
emaciated  patients.  Oral  medication  should 
be  substituted  as  soon  as  possible.23 

Intravenous  use  of  psychopharmaceuticals 
is  contraindicated  because  of  the  danger  of 


periphlebitis  and  very  severe  hypotension. 
Barbiturates  are  a safer  substitute.  De- 
layed- or  sustained -release  drugs  are  not 
recommended  because  the  amount  of  re- 
leased and  absorbed  medication  is  unpredict- 
able. 

Types  of  major  tranquilizers 

Phenothiazines:  dimethyl  subgroup. 

Chlor promazine.  Chlorpromazine  has  an 
unusually  wide  therapeutic  dosage  range, 
namely,  200  to  1,000  (2,000)  mg.,  with  a 
small  incidence  of  minor  but  often  bother- 
some side-effects.  The  major  disadvantages 
are  the  relatively  increased  incidence  of 
agranulocytosis  and  jaundice.  Of  less  im- 
portance is  the  relatively  higher  incidence 
of  hypotension,  dermatitis,  and  seizures. 
The  sedative  properties  may  be  helpful  in 
extremely  anxious  patients.19’21’24 

Triflupromazine  hydrochloride.  An  alter- 
native in  this  category  is  triflupromazine 
hydrochloride,  given  in  therapeutic  daily 
dosages  of  50  to  200  (400)  mg.  It  has  fewer 
side-effects  than  chlorpromazine  and  proma- 
zine hydrochloride,  a smaller  incidence  of 
agranulocytosis  and  seizures,  and  there  are 
infrequent  reports  of  jaundice.  However, 
it  has  fewer  sedative  properties  than  chlor- 
promazine but  more  than  drugs  in  the  piper- 
azine and  piperidyl  subgroups.21 
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Promazine  hydrochloride.  Promazine  hy- 
drochloride is  probably  less  effective  than 
chlorpromazine. 1> 15  The  incidence  of  agran- 
ulocytosis with  its  use  is  equal  to  that  with 
chlorpromazine  but  higher  than  with  other 
phenothiazines.  The  highest  incidence  of 
seizures  and  hypotension  occurs  with  proma- 
zine. Since  there  are  other  phenothiazine 
drugs  in  this  category  which  are  probably 
more  effective  therapeutically  and  have 
fewer  side-effects,  it  is  recommended  that 
promazine  hydrochloride  not  be  chosen 
as  the  second  drug  in  this  category. 

Phenothiazines:  piperazine  subgroup. 
In  comparison  with  other  phenothiazines, 
this  group  is  characterized  by  high  milli- 
gram potency,  very  low  incidence  of  agranu- 
locytosis, jaundice,  convulsions,  hypoten- 
sion, and  dermatitis.  These  drugs  produce 
less  drowsiness  or  sedation  and  have  stimu- 
lating properties,  probably  due  to  akathisia, 
a higher  incidence  of  extrapyramidal  reac- 
tions, and  a smaller  therapeutic  dosage 
range.1*5*15’16’21 

Since  the  effectiveness  of  the  piperazine 
subgroup  has  not  been  demonstrated  to  be 
very  different  from  other  phenothiazines, 
and  since  the  incidence  of  serious  complica- 
tions, especially  agranulocytosis  and  jaun- 
dice, is  very  infrequent,  these  drugs  are 
indicated  as  the  drugs  of  choice  when  be- 
ginning treatment  with  new  patients.  Other 
advantages  are  greater  ease  of  parenteral 
injection  and  a smaller  incidence  of  drow- 
siness. With  increasing  milligram  potency, 
sedative  effects  are  decreased,  and  stimu- 
lating effects  are  increased.24  The  fre- 
quently encountered  extrapyramidal  reac- 
tions can  be  controlled  by  dosage  reduction 
or  by  the  administration  of  antiparkinsonian 
agents  such  as  biperiden  (Akineton),  benz- 
tropine  methanesulfonate  (Cogentin),  cy- 
crimine  hydrochloride  (Pagitane),  and  pro- 
cyclidine  hydrochloride  (Kemadrin). 

Trifluoperazine  hydrochloride.  This  drug, 
given  in  therapeutic  daily  doses  of  10  to  40 
(80)  mg.,  is  a very  effective  phenothiazine. 
Because  of  minimal  sedative  effects  (drowsi- 
ness, lethargy,  and  so  on)  it  is  the  pheno- 
thiazine of  choice  when  a major  tranquilizer 
is  indicated  in  the  treatment  of  anergic  and 
withdrawn  psychotic  or  depressed  patients, 
patients,  with  agitated  depression,  and  pa- 
tients with  severe  underlying  depres- 
sion.1-1424 Other  phenothiazines  with 
marked  sedative  actions  may  exacer- 


bate depression.  It  is  frequently  indicated 
in  aged  patients  with  depression.1  Agran- 
ulocytosis and  jaundice  are  infrequent  or 
absent.  Convulsions  and  hypotension  are 
rarely  seen.  It  has  no  autonomic  or  photo- 
sensitivity effects  and  little  potentiating 
activity.  The  major  side-effects  are  extra- 
pyramidal reactions  which  occur  over  a 
small  dosage  range  but  which  are  manage- 
able with  antiparkinsonian  agents. 

Perphenazine.  The  indications  for  per- 
phenazine, which  is  given  in  therapeutic 
daily  doses  of  12  to  96  mg.,  are  the  same  as 
for  chlorpromazine,  that  is,  marked  anxiety, 
psychotic  conditions,  and  so  on.  Because 
of  the  absence  of  agranulocytosis  and  ex- 
tremely rare  reports  of  jaundice,  seizures, 
hypotension,  and  dermatitis,  perphenazine 
or  trifluoperazine  are  the  drugs  of  choice 
for  initial  treatment  of  patients,  except 
perhaps  for  acutely  disturbed  psychotic 
patients  in  whom  chlorpromazine  is  indicated 
because  of  its  sedative  properties.24  Extra- 
pyramidal reactions  are  the  major  side- 
effect  but  can  be  controlled  by  dosage  reduc- 
tion or  by  the  administration  of  antiparkin- 
sonian drugs. 

Prochlorperazine.  The  efficacy,  indica- 
tions, complications  and  side-effects  of  pro- 
chlorperazine are  roughly  similar  to  other 
phenothiazines,  with  these  exceptions: 
agranulocytosis,  jaundice,  and  sedation  occur 
less  frequently  than  with  chlorpromazine 
but  more  frequently  than  with  perphenazine 
and  trifluoperazine.  Stimulation  or  aka- 
thisia and  dyskinesia  are  less  frequent  than 
with  the  dimethyl  subgroup  but  more  fre- 
quent than  with  other  piperazine  derivatives. 
Since  there  is  no  evidence  that  prochlor- 
promazine  is  a more  effective  tranquilizer 
(or  antiemetic19)  than  other  phenothiazines, 
it  is  not  recommended  as  the  second  drug 
in  the  piperazine  subgroups. 

Phenothiazine:  piperidyl  subgroup. 

Thioridazine.  Thioridazine  is  the  only  drug 
recommended  in  this  category. 13  It  is  given 
in  therapeutic  daily  doses  of  100  to  1,000 
mg.  Reports  from  controlled  studies  show 
very  favorable  results,  with  a very  small 
incidence  of  side-effects  and  complications 
occurring.  Although  the  incidence  is  low, 
retinitis  pigmentosa  is  a serious  side-effect. 
It  is  usually  reversible  and  may  occur  on 
dcsages  over  1,500  mg.  a day  or  with  low 
dosages  over  a long  period  of  time.  Orgasm 
without  ejaculation  or  incomplete  erection 
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occurs  frequently  in  men  given  this  drug 
and  may  be  upsetting  or  threatening  to 
patients.  Thioridazine  may  be  indicated 
in  patients  who  react  adversely  to  many 
side-effects  of  other  phenothiazines;  clinical 
experience  suggests  that  patients  often 
tolerate  this  drug  but  not  others.  There 
are  a few  reports  of  minor  hypotension  and 
parkinsonism  syndromes.  Thioridazine 
might  have  been  the  drug  of  choice  among 
the  major  tranquilizers  were  it  not  for  the 
ocular  and  sexual  side-effects. 

Mepazine.  Mepazine  is  less  effective 
than  other  phenothiazines,  has  a high  inci- 
dence of  blood  dyscrasias  and  other  side- 
effects,  and  is  not  often  used. 

Other  major  tranquilizers.  In  the 
category  of  major  tranquilizers  fluphenazine 
and  thiopropazate  have  not  been  evaluated 
as  adequately  as  other  phenothiazines  but 
seem  to  have  a range  of  action,  side-effects, 
and  general  efficacy  similar  to  other  piper- 
azine derivatives.  Acetophenazine  maleate 
(Tindal),  carphenazine  (Proketazine),  pro- 
thipendyl  hydrochloride  (Timovan)  and 
chlorprothixene  (Taractan)  are  newer  drugs 
which  have  not  been  evaluated  adequately. 
Methoxy promazine  (Tentone)  was  not  found 
to  be  very  effective  and  has  been  withdrawn 
from  the  market. 

Rauwolfia  alkaloids.  Rauwolfia  alka- 
loids are  infrequently  used  in  psychiatry 
now  because  of  the  greater  effectiveness  and 
more  rapid  action  of  phenothiazines.1*12-16 

Types  of  minor  tranquilizers 

Meprobamate.  Meprobamate  (Equanil, 
Miltown),  a glycerol  derivative  and  substi- 
tuted propanediol,  given  in  therapeutic  daily 
doses  of  1,600  to  3,200  mg.,  resulted  from 
an  attempt  to  improve  the  muscle  relaxant 
properties  of  mephenesin.  It  is  considered 
a tranquilizer  because  some  of  its  sedative 
effects  are  subcortical  and  because  with  its 
use  mental  functions  are  not  markedly  im- 
paired.1*912 Indications  are  minor  anxiety 
and  tension.1  However,  it  is  questionable 
whether  or  not  meprobamate  is  significantly 
better  than  other  long-established  seda- 
tives.9-12*25 It  is  expensive,  not  markedly 
more  effective,  and  is  more  toxic  and  more 
likely  to  produce  addiction  than  the  bar- 
biturates. A dosage  of  400  mg.  four  times 
or  less  per  day  is  probably  a placebo  dosage 
for  the  majority  of  patients. 


A common  and  preventable  complication 
of  meprobamate  is  the  onset  of  withdrawal 
reactions  with  sudden  cessation  of  treatment 
on  higher  dosages.  These  reactions  are 
principally  anxiety,  muscle  twitching,  insom- 
nia, nausea  and  vomiting,  anorexia,  ataxia, 
hallucinations,  and  electroencephalographic 
changes,  and  major  convulsions. 26  With- 
drawal reactions  can  be  prevented  by  giving 
one-half  the  dosage  on  successive  days  for 
variable  periods,  depending  on  the  length 
of  treatment  and  dosage  (for  example, 
8,  4,  4,  2,  2,  1,  1,  0 tablets).  The  half-life 
of  meprobamate  is  twenty -four  hours. 

Although  the  use  of  meprobamate  for 
attempted  suicide  is  increasing,  it  is  less 
effective  than  barbiturates  as  a suicidal 
agent.9  Deaths  have  been  reported  with 
as  little  as  20  Gm.  (fifty  400-mg.  tablets), 
but  doses  up  to  40  Gm.  (one  hundred  400- 
mg.  tablets)  have  been  tolerated. 

Serious  side-effects  are  infrequent.  Al- 
though an  alarming  anaphylactoid  reaction 
may  appear  within  hours  after  the  first  dose, 
only  1 fatality  has  been  reported.  Other 
allergic  reactions,  such  as  urticaria,  angio- 
neurotic edema,  and  dermatitis,  may  occur 
after  several  days  of  therapy  and  disappear 
within  a week.  Effects  on  the  central  and 
autonomic  nervous  systems  are  infrequent. 

Chlordiazepoxide  hydrochloride.  Al- 
though many  clinical  studies  indicate  that 
chlordiazepoxide  hydrochloride  is  effective, 
there  are  few  well-controlled  studies.  Of 
the  controlled  studies,  many,  but  not  all, 
report  chlordiazepoxide  hydrochloride  to  be 
better  than  a placebo  in  a variety  of  condi- 
tions. This  trend  is  more  marked  at  higher 
dosages,  but  side-effects  occur  at  higher 
dosages.  Since  it  has  not  been  demon- 
strated that  this  drug  is  very  effective  in 
most  psychiatric  conditions  at  low  dosages, 
or  more  effective  than  other  minor  tran- 
quilizers at  higher  dosages,  its  general  use  is 
not  recommended  at  this  time. 19-27* 28 

Other  minor  tranquilizers.  For  non- 
psychotic  conditions  the  following  drugs  in 
this  group  are  recommended:  chloral  hy- 

drate for  older  patients  and  for  patients  in 
whom  addiction  may  be  a potential  prob- 
lem 29_31;  paraldehyde,  which  is  still  the 
best  drug  for  delirium  tremens;  barbiturates, 
often  more  useful,  a better  sedative,  more 
helpful  for  insomnia,  and  safer  than  other 
minor  tranquilizers12*30;  and  the  prudent  use 
of  ethyl  alcohol,  our  oldest  useful  drug, 
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standing  the  test  of  centuries,  most  widely 
used,  and  not  to  be  shunned.32-33 

Not  recommended  are  a group  of  recently 
introduced  drugs  because  their  effectiveness 
has  not  been  demonstrated  and/or  their 
side-effects  have  not  been  evaluated12: 
hydroxyzine  hydrochloride  (Atarax),  pro- 
moxolane  (Dimethylane),1  glutethimide 
(Doriden),31  hydroxyphenamate  (Listica),34 
ectylurea  (Levanil,  Nostyn),  methyprylon 
(Noludar),31  benactyzine  hydrochloride 
(Phobex),1  ethchlorvynol  (Placidyl),31  oxan- 
amide  (Quiactin),  buclizine  hydrochloride 
(Softran,  Suavitil),1  emylcamate  (Stria  - 
tran),1  captodiamine  (Suvren),  prothipendyl 
hydrochloride  (Timovan),35  mephenoxalone 
(Trepidone ) , 1 chlormezanone  (Trancopal ) , 
phenaglycodol  (Ultran),1  ethinamate  (Val- 
mid),31  and  hydroxyzine  (Vistaril). 

The  minor  tranquilizers,  with  increased 
general  use,  are  being  used  more  and  more 
as  suicidal  agents.  Overdosage  with  these 
drugs  is  difficult  to  treat,  and,  in  addition, 
less  is  known  about  it  than  about  the  treat- 
ment of  overdosage  with  barbiturates  and 
the  older  sedative  drugs. 

The  development  of  tolerance  and  addic- 
tion probably  occurs  with  all  of  the  minor 
tranquilizers.  Most  of  these  drugs  are  con- 
traindicated in  patients  with  a history  of 
addiction  or  with  a potentiality  for  addiction. 
Such  patients  should  be  treated  with  pheno- 
thiazine  and  antidepressant  drugs.  Pa- 
tients do  not  increase  the  dosage  of  these 
drugs  because  of  the  onset  of  uncomfortable 
side-effects,  such  as  parkinsonism,  ortho- 
static hypotension,  and  so  on.  The  side- 
effects  limit  dosage  increase  and  minimize 
the  possible  development  of  tolerance  and 
addiction. 

Considerations  in  the  use  of 
antidepressant  drugs 

Classification.  There  are  two  principle 
groups  of  antidepressant  drugs:  the  diben- 

zazepine  derivatives,  which  are  closely  re- 
lated to  phenothiazine  drugs  and  include 
imipramine  hydrochloride  (Tofranil)  and 
amitriptyline  hydrochloride  (Elavil),  and 
the  hydrazine  derivatives  which  are  MAO 
(monoamine  oxidase)  inhibitors  and  include 
iproniazid  (Marsilid),  isocarboxazid  (Mar- 
plan),  phenelzine  sulfate  (Nardil),  nialamide 
(Niamid),  and  so  forth. li2- 36 

Effectiveness.  The  consensus  of  con- 


trolled studies  and  clinical  impressions  is 
that  imipramine  is  the  most  effective  anti- 
depressant.6-36-37 Controlled  studies  do  not 
indicate  marked  superiority  of  any  one  drug 
among  MAO  inhibitors, 15  although  isocar- 
boxazid seems  to  be  more  favorably  reported 
in  clinical  studies.38  In  general,  the  effec- 
tiveness of  antidepressant  drugs  has  not 
been  fully  evaluated;  there  is  more  general 
agreement  about  the  effectiveness  of  the 
major  tranquilizers.6-7 

General  indications.  Antidepressant 
drugs  are  of  value  in  the  treatment  of  the 
following:  retarded,  anergic,  and  with- 

drawn depressions;  agitated  depressions,  in 
combination  with  tranquilizers;  involution 
depressions;  mild  reactive  neurotic  and 
senile  depressions;  depressive  phase  of 
manic-depressive  reactions;  and  patients 
with  a history  of  addiction  or  potential 
addiction  to  sedative  drugs. 

General  contraindications.  Antide- 
pressant drugs  are  contraindicated  in  pa- 
tients with  serious  suicidal  or  homicidal 
tendencies.  The  side-effects  are  often  diffi- 
cult for  hypersensitive  patients  to  tolerate. 
For  hyperactive  or  agitated  patients,  espe- 
cially without  underlying  depression,  a pheno- 
thiazine should  be  used  in  conjunction  with 
antidepressants. 

Orthostatic  hypotension  may  be  very 
serious  in  patients — especially,  in  elderly 
patients — with  very  high,  low,  or  labile 
blood  pressures  and  cardiovascular  disease 
and  may  possibly  cause  falls,  fractures,  and 
cerebrovascular  thromboses.  Caution  is  in- 
dicated in  patients  with  glaucoma,  narrow 
angles,  and  prostatic  hypertrophy,  as  well  as 
in  patients  taking  other  drugs  which  anti- 
depressants may  potentiate.  These  include 
sedatives,  hypnotics,  narcotics,  anesthetics, 
and  hypotensive  agents,  such  as  alcohol, 
barbiturates,  ether,  meperidine  hydrochlor- 
ide, cocaine,  procaine,  insulin,  phenylephrine 
hydrochloride,  and  phenothiazine  drugs. 

Complications  and  side-effects.  There 
are  marked  individual  differences  in  the 
incidence  and  intensity  of  complications  and 
side-effects  with  the  use  of  antidepressant 
drugs.  Complications  may  affect  the  cen- 
tral or  autonomic  nervous  systems  and  may 
have  allergic  and  miscellaneous  other  ef- 
fects.1-2-36 

In  the  central  nervous  system  antide- 
pressant drugs  may  potentiate  other  central 
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TABLE  II.  Comparison  of  several  important  complications  of  antidepressant  drugs17 


Antidepressant  Drug 

Blood 

Liver 

Sei- 

zures 

Skin 

Poten- 

tiation 

Blood 

Pres- 

sure 

Dys- 

kinesia 

Periph- 

eral 

Edema 

Extra- 

pyram- 

idal 

Syn- 

drome 

MAO  inhibitors:  hydra- 
zines 

Isocarboxazid 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Phenelzine 

+ 

+ 

+ 

+ 

+ 

Nialamide 

+ 

+ 

+ 

+ 

Dibenzazepine  deriva- 
tives 

Imipramine 

+ 

+ 

+ 

+ 

+ 

+ 

Amitriptyline 

+ 

+ 

+ ' 

+ 

KEY : + Reported 

. . . Not  reported 


nervous  system  depressants,  as  indicated 
in  the  discussion  of  general  contraindications. 
They  may  also  cause  the  following:  dizzi- 

ness, vertigo,  generalized  weakness,  ataxia, 
slurred  speech,  increased  muscle  tonus, 
hyperreflexia,  clonus,  peripheral  neuropathy, 
dysarthria,  headache,  peripheral  edema, 
mild  parkinsonism,  diplopia,  and  tremors. 
In  the  autonomic  nervous  system  antide- 
pressant drugs  may  cause  xerostomia,  hyper- 
hidrosis,  constipation,  hypotension  and  or- 
thostatic hypotension,  palpitations,  mydri- 
asis, increased  ocular  tension,  urinary  reten- 
tion, delayed  ejaculation  and  impotence, 
and  vomiting. 

Allergic  reactions  may  include  jaundice, 
although  this  is  very  infrequent  with  the 
hydrazides,  and  blood  dyscrasias,  which 
are  also  infrequent.  In  addition,  a syner- 
gistic, toxic,  atropine-like  effect  may  occur 
when  imipramine  and  hydrazides  are  com- 
bined, causing  tremors,  hyperpyrexia,  con- 
vulsions, and  sometimes  death. 

Miscellaneous  reactions  may  include  an 
increase  in  agitation  or  insomnia;  aggrava- 
tion of  a psychosis;  precipitation  of  mania 
or  seizures;  and  exacerbation  of  symptoms 
of  anxious  or  schizophrenic  patients  if  treat- 
ment is  limited  to  antidepressant  agents. 

Table  II  compares  some  of  the  more  im- 
portant side-effects  of  various  antidepressant 
agents. 

Parenteral  use  of  antidepressant  drugs  is 
not  indicated  at  the  present  time. 

Types  of  antidepressant  drugs 

Dibenzazepine  derivatives.  Imipra- 
mine. Imipramine,  given  in  therapeutic 


daily  doses  of  75  to  300  mg.,  is  generally 
the  drug  of  choice  in  the  treatment  of  de- 
pression.6 It  tends  to  be  reported  more 
favorably  in  the  literature  than  other  anti- 
depressants.7 One  of  its  advantages  is  that 
it  is  excreted  within  twenty-four  to  forty- 
eight  hours,  whereas  the  MAO  inhibitors 
are  excreted  in  about  two  weeks.  Since 
there  is  a synergistic  toxic  effect  between 
these  two  classes  of  drugs,  they  cannot  be 
combined.  If  treatment  is  initiated  with 
imipramine,  and  the  drug  has  to  be  discon- 
tinued because  of  side-effects  or  ineffective- 
ness, it  is  only  necessary  to  discontinue  the 
drug  for  two  days  and  then  resume  treat- 
ment with  a MAO  inhibitor.  However,  if 
one  begins  with  a MAO  inhibitor,  a waiting 
period  of  at  least  one  week,  or  probably  two, 
would  be  necessary  before  changing  to 
imipramine.5 

The  side-effects  usually  encountered,  es- 
pecially on  a dosage  of  150  mg.,  which  is 
probably  near  the  minimum  effective  dosage, 
are  xerostomia,  constipation,  tachycardia, 
hyperhidrosis,  and  orthostatic  hypotension, 
which  may  have  serious  consequences  in 
elderly  patients.6-39  Mydriasis,  loss  of  ac- 
commodation, acute  glaucoma  or  aggrava- 
tion of  existing  glaucoma,  and  delayed 
micturition  may  also  occur.  Cholestatic 
jaundice  similar  to  that  with  chlorpromazine 
is  unusual  but  has  been  reported. 

Amitriptyline  hydrochloride.  Amitriptyl- 
ine hydrochloride  is  a recently  introduced 
drug.  Its  chemistry,  dosage,  management, 
and  range  of  action  are  similar  to  imipra- 
mine. The  sedative  properties  of  amitrip- 
tyline, particularly  at  the  beginning  of 
treatment,  are  the  major  differences  between 
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TABLE  III.  Advantages  and  disadvantages  of  electroconvulsant  treatment 


Advantages  Disadvantages 


More  rapid  and  higher  remission  rate 

Indicated  when  suicidal  or  homicidal  risk  is 
serious 

May  improve  insomnia  unresponsive  to  seda- 
tives 

Often  effective  following  inadequate  responses 
to  antidepressants 

Effective  when  endogenous  components  are  pre- 
dominant 


Expensive  and  relatively  complicated  procedure 
May  result  in  fractures 
Discontinuation  of  work  usually  necessary 
Usually  produces  reversible  memory  impairment 
and  retrograde  amnesia 

Psychologic,  social,  and  interpersonal  therapeu- 
tic methods  are  usually  interrupted  or  of  mini- 
mal importance 


these  drugs.  Its  effectiveness  and  side- 
effects  have  not  been  as  adequately  evalu- 
ated as  imipramine,7-40  although  one  well- 
controlled  study  reported  amitriptyline  to 
be  more  effective  than  imipr amine. 

Hydrazide  derivatives.  Isocarboxazid. 
Isocarboxazid  is  given  in  therapeutic  daily 
doses  of  30  to  80  mg.  Its  side-effects  are 
similar  to  those  of  imipramine,  although 
less  severe,  and  hyperhidrosis  is  absent. 
Jaundice  is  infrequent. 

Other  hydrazide  antidepressants.  Among 
other  hydrazine  antidepressants  are  phenel- 
zine sulfate,  nialamide,  iproniazid,  and 
pheniprazine.  Phenelzine  sulfate  may  be 
less  effective  than  isocarboxazid,  but  it  has 
fewer  side-effects  than  any  of  the  anti- 
depressants previously  mentioned.  The 
dosage  range  is  from  45  to  90  mg.  per  day. 
Nialamide  is  probably  the  least  effective 
antidepressant,  but  has  the  lowest  incidence 
of  side-effects  in  general  and,  especially,  of 
orthostatic  hypotension. 36  Nialamide  may 
be  very  useful  in  the  treatment  of  elderly 
patients  with  labile  blood  pressures  or  in 
patients  who  cannot  tolerate  dizziness  from 
orthostatic  hypotension.7-39  The  dosage 
range  is  200  to  300  mg.  per  day.  Iproniazid 
and  pheniprazine  have  been  removed  from 
the  market. 36 

Other  antidepressants.  Of  the  other 
antidepressants,  tranylcypromine  sulfate 
(Parnate),  a nonhydrazine  MAO  inhibitor, 
has  not  been  evaluated  as  adequately  as 
the  drugs  previously  mentioned.  *-f  Etryp- 
tamine  has  been  withdrawn  from  the  mar- 

* The  caution  suggested  in  this  report  about  the  use  of  new 
drugs  is  supported  by  the  appearance  of  serious  side-effects  in 
two  otherwise  promising  drugs.  At  least  6 deaths  from  acute 
hypertensive  reactions  have  been  reported  in  patients  taking 
tranylcypromine,41  and  blood  dyscrasias  were  reported  with 
etryptamine. 

t Since  this  report  was  prepared,  tranylcypromine  has  been 
withdrawn  from  the  market  because  of  15  reported  deaths 
following  its  use.  This  development  underlines  the  need  for 
caution  in  the  use  of  these  agents  that  is  stressed  in  this  paper. 


ket.  * Benactyzine  hydrochloride  combined 
with  meprobamate  (Deprol)42  and  deanol 
acetamidobenzoate  (Deaner)1-43  are  con- 
sidered ineffective. 

Stimulant  drugs 

Amphetamines.  After  many  years  of 
use,  the  amphetamines,  including  ampheta- 
mine sulfate  (Benzedrine),  dextro -ampheta- 
mine sulfate  (Dexedrine),  and  l-phenyl-2- 
methylaminopropan  hydrochloride  (Pervi- 
tin), have  not  proved  to  be  very  effective.1-6-7 
Their  disadvantages  are  that  they  may 
cause  addiction,  anorexia,  jitteriness,  habitu- 
ation, and  rapid  development  of  tolerance. 
Further,  toxic  psychotic  episodes  are  fre- 
quent on  high  dosages.  If  amphetamines 
are  indicated,  they  should  be  used  only  for 
brief  periods.  In  contrast,  a major  advan- 
tage of  antidepressant  drugs  is  that  patients 
do  not  become  tolerant  of  them  or  addicted 
to  them,  because  side-effects  prevent  in- 
creases in  dosage. 

Other  stimulant  drugs.  In  the  group 
of  other  stimulant  drugs  are  methylpheni- 
date  hydrochloride  (Ritalin),  pipradrol  hy- 
drochloride (Meratran),  and  phenmetrazine 
(Preludin).  These  preparations  are  con- 
sidered ineffective  and  are  rarely  used.1 

Electroconvulsive  treatment 

ECT  (electroconvulsive  treatment),  al- 
though not  properly  a pharmacologic  treat- 
ment, should  be  mentioned  because  of  its 
continued  superior  effectiveness.  23-44  Al- 
though the  use  of  ECT  decreased  markedly 
after  the  introduction  of  the  antidepressant 
drugs,  its  use  has  increased  recently.  Ta- 
bles III  and  IV  briefly  summarize  the  ad- 
vantages and  disadvantages  of  ECT  and 
the  antidepressant  drugs. 
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TABLE  IV.  Advantages  and  disadvantages  of  antidepressant  drugs 
Advantages  Disadvantages 


Usually  less  complicated  and  less  expensive 
than  ECT 
No  amnesia 

More  readily  accepted  by  patients 
Permits  continuation  of  work 
Permits  continuation  of  psychotherapy  and 
other  social  and  interpersonal  therapies 
May  be  better  for  mild,  moderate,  or  neurotic 
depressions  and  for  some  physically  ill  and 
senile  patients 

May  relieve  angina  unresponsive  to  other  agents 


Slower  remission — may  take  two,  three,  or  six 
weeks 

May  increase  insomnia  on  high  dosages 

May  increase  anxiety  and  precipitate  hypo- 
mania 

Long  follow-up  usually  necessary 

May  cause  many  minor  but  bothersome  side- 
effects 

Side-effects,  although  infrequent,  may  be  serious 
and  may  include  liver  and  blood  dyscrasias; 
precipitation  of  acute  glaucoma;  urinary  re- 
tention; hypotension  and  orthostatic  hypo- 
tension (may  be  dangerous  in  elderly  patients 
and  patients  with  cardiovascular  disease  and 
may  require  constant  follow-up) 


Other  types  of  treatment 

The  indications  for  other  treatment  mo- 
dalities should  not  be  ignored . One  or  a com- 
bination of  the  following  is  almost  always 
indicated  as  a concomitant  of  drug  treat- 
ment, or,  at  times,  even  as  the  primary  or 
sole  treatment  of  choice;  psychotherapy — 
supportive,  suggestive,  persuasive,  insight- 
oriented,  psychoanalytic,  and  so  on;  social 
and  community  psychiatry — utilization  of 
the  community  and  hospital  resources, 
therapeutic  milieu,  resocialization,  activity 
therapy,  vocational  rehabilitation,  and  so  on. 

Summary 

Recommendations  for  psycho  pharmaco- 
logic therapy  can  be  summarized  as  follows 
(Figs.  1 and  2): 

In  the  psychoses,  for  patients  in  panic  or 
with  extreme  agitation,  in  whom  sedation 
may  be  desirable,  chlor promazine  is  recom- 
mended, with  triflupromazine  and  thiorida- 
zine as  second  and  third  choices.  For  pa- 
tients in  the  middle  group,  those  with  anxiety 
symptoms,  trifluoperazine  and  perphenazine 
are  the  drugs  of  choice.  When  depressive 
components  are  prominent,  trifluoperazine 
is  the  drug  of  choice;  for  patients  with 
depressive  symptoms,  imipramine  is  the 
first  and  isocarboxazid  the  second  drug  of 
choice,  nialamide  frequently  being  indicated 
in  elderly  patients  or  patients  with  labile 
or  low  blood  pressures.  Not  to  be  ignored 
are  psychotherapy,  social  psychiatry,  and — 
for  severe  depressions  and  symptoms  not 
responding  to  other  treatment — ECT. 

In  the  neuroses  the  schema  is  somewhat 


similar  to  the  psychoses  except  for  the 
following:  Most  neurotic  patients  will  not 

have  symptoms  of  extreme  agitation  or 
depression  and  are  best  treated  with  me- 
probamate, barbiturates,  and  other  seda- 
tives. For  more  severe  anxiety  symptoms, 
perphenazine  and  trifluoperazine  are  indi- 
cated. For  more  severe  depressive  symp- 
toms, imipramine  is  the  first  and  isocarbox- 
azid is  the  second  drug  of  choice.  In  the 
neuroses,  ECT  is  hardly  ever  indicated; 
psychotherapy  and  social  psychiatry  are 
indicated  most  frequently. 

Conclusion 

Psychopharmacology  has  become  need- 
lessly complicated.  This  summary  report 
is  one  of  many  possible  ways  of  achieving 
simplicity.  It  is  not  to  be  inferred,  however, 
that  these  recommendations  constitute  the 
only  rational  schema  for  treatment.  Al- 
though there  are  many  complexities  and 
subtleties  that  could  not  be  covered  in  this 
summary,  what  is  suggested  here  will  pro- 
vide the  most  effective  treatment  for  the 
vast  majority  of  patients.  Psychiatric  con- 
sultation should  be  considered  for  those 
problems  which  are  beyond  the  scope  of 
this  paper. 

35  East  85th  Street,  New  York  City  28 
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pausal)  the  difference  in  favor  of  the  older  groups 
is  such  that  it  appears  age  may  be  a prognostic 
factor  of  as  much  significance  as  the  extent  of 
axillary  involvement  or  the  morphologic  type 
of  tumor. 

The  authors  comment  that  in  women  under 
thirty-five,  the  clinical  picture  of  breast  car- 
cinoma may  be  deceptively  favorable.  The 
data  collected  in  this  series  show  that  even  in 
cases  classed  as  Stage  A where  the  primary 
tumor  is  small,  extensive  microscopic  axillary 
metastases  are  often  discovered.  In  such 
cases  the  outlook  is  hopeless  and  life  relatively 
short.  They  conclude  that  unless  it  is  ob- 
viously benign,  a breast  tumor  in  a young  woman 
should  be  biopsied  and  treated  as  promptly  as 
possible  because  of  hazard  of  breast  cancer  in 
this  age  group. 
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The  outstanding  impetus  to  child  psy- 
chiatry in  the  United  States  arose  from  the 
community  child  guidance  movement  early 
in  this  century.  Starting  with  studies  of 
adolescent  delinquency,  consideration  of 
childhood  behavior  problems  in  schools  and 
in  social  agencies  followed,  and  many 
community  clinics  developed.  Fur- 
thermore, these  developed  the  inter- 
disciplinary team  technic  of  child  psy- 
chiatrist working  together  with  psychologist 
and  social  worker.  Some  pioneer  names 
associated  with  this  history  are  William 
Healy,  Lawson  Lowrey,  David  Levy,  Adolf 
Meyer,  and  George  Stevenson. 1 

Nevertheless,  as  noted  by  Levy  in  1952, 2 
weaknesses  in  the  child  guidance  movement 
were  the  gradual  shift  from  medical  view- 
points, dilution  by  ancillary  workers,  and 
failure  to  relate  adequately  to  the  allied 
fields  of  pediatrics  and  general  psychiatry. 
Accordingly,  in  the  past  decade  new  develop- 
ments occurred.  While  maintaining  the 

Presented  at  the  New  York  Divisional  Meeting  of  the 
American  Psychiatric  Association,  New  York  City,  November 
8,  1963. 


gains  of  community  child  guidance  clinics, 
child  psychiatry  integrated  increasingly  with 
medicine,  especially  in  general  hospitals. 
Substantiating  this  trend  is  the  establish- 
ment in  1959  of  child  psychiatry  as  a sub- 
specialty of  the  American  Board  of  Psy- 
chiatry and  Neurology  and  the  requirement 
of  hospital  affiliation  for  accreditation  of 
training  programs. 

The  Child  Psychiatry  Division  of  The 
Mount  Sinai  Hospital  evolved  in  this 
direction  from  the  start.  The  Hospital  has 
been  in  the  vanguard  of  hospitals  advancing 
in  the  area  of  mental  hygiene.  A social 
service  department  was  established  in  1906, 
and  an  outpatient  child  mental  health 
clinic  was  initiated  in  the  Department 
of  Pediatrics  in  1922  under  the  direction  of 
Ira  Wile,  M.D.  A child  psychologist,  Rose 
Davis,  M.A.,  was  appointed  in  1928.  The 
purpose  of  this  presentation  is  to  discuss  the 
present  organization  of  the  Child  Psychiatry 
Division  and  its  special  features  in  carrying 
out  the  threefold  program  of  service,  train- 
ing, and  research. 

In  December,  1945,  the  new  Department 
of  Psychiatry  was  established  with  M.  Ralph 
Kaufman,  M.D.,  as  full-time  director.  In 
1947  one  of  us  (A.B.)  was  asked  to  reorganize 
the  child  psychiatry  section  into  a division 
of  the  Department  of  Psychiatry.  In 
keeping  with  the  policy  of  integration  with 
other  departments,  an  intimate  association 
with  the  Department  of  Pediatrics  was 
planned.  Furthermore,  staffing  followed 
the  Hospital  pattern  of  using  voluntary 
nonpaid  psychiatrists  dedicated  to  the 
Hippocratic  tradition  of  contributing  time 
for  service  to  patients  and  teaching  of 
colleagues. 

The  Child  Psychiatry  Division  has  under- 
gone many  changes  in  its  growth.  Some 
component  units  have  already  split  off 
autonomously,  and  many  staff  members 
and  trainees  have  left  to  serve  in  various 
community  capacities.  The  Adolescent 
Psychiatry  Division  (Richard  Frank,  M.D., 
Attending  Psychiatrist  in  Charge)  has 
become  a separate  division  in  the  past  year, 
and  the  Day  Treatment  Center  and  School 
(of  Godmothers’  League)  has  recently  be- 
come a community  service  separate  from  the 
Hospital.3  However,  since  these  have  been 
part  of  our  development,  they  are  included 
in  this  presentation. 
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Staff 

The  psychiatric  staff  of  the  Department 
consists  of  3 levels:  staff  psychiatrists  with 
ranks  from  Attending  to  Clinical  Assistant, 
child  psychiatry  Fellows,  and  general  psy- 
chiatry residents. 

The  Attending  staff  gives  a minimum  of 
six  hours  weekly;  many  contribute  more 
time,  as  much  as  ten,  twelve,  and  fifteen 
hours  weekly.  The  senior  Attendings  are 
qualified  child  psychiatrists  and  function  as 
supervisors,  preceptors,  and  teachers.  The 
junior  members  of  the  staff  serve  as  ther- 
apists under  supervision.  A number  of 
State  Hospital  and  Veterans  Administration 
Hospital  residents  also  come  for  a year  of 
part-time  training. 

The  child  psychiatry  Fellows  are  in  the 
full-time,  two-year  program  for  career 
child  psychiatrists.  The  training  is  ap- 
proved by  the  American  Association  of 
Psychiatric  Clinics  for  Children,  the  Amer- 
ican Board  of  Psychiatry  and  Neurology, 
the  American  Medical  Association,  and  the 
U.S.  Public  Health  Service.  At  least  two 
years  of  approved  general  psychiatry  res- 
idency is  a prerequisite.  The  first  year  of 
child  psychiatry  may  serve  as  a third  year 
of  residency  requirement  for  the  general 
psychiatry  boards,  and  the  two-year  pro- 
gram qualifies  for  the  child  psychiatry 
boards.  The  stipends  are  supplied  by  the 
U.  S.  Public  Health  Service. 

The  ancillary  staff  includes  full-time 
psychologists,  social  workers,  teachers,  rec- 
reation workers,  nurses,  and  secretaries. 
No  lay  therapists  are  used. 

Functional  service  units 

The  Division  gradually  developed  the 
following  functional  units,  each  in  charge  of 
a chief  of  clinic  with  his  own  team  of  psy- 
chiatrist-therapists. Fellows  serve  in  a 
number  of  clinics  for  varied  experience. 

Outpatient  units.  Outpatient  units 
are  concerned  with  parent-child  psychiatry, 
child  psychiatry -pediatric  clinic  liaison,  child 
psychiatry  aftercare,  adolescent  psychiatry, 
adolescent  group  psychotherapy,  and  ado- 
lescent psychiatry  aftercare. 

Inpatient  units.  The  inpatient  units 
deal  with  the  child  psychiatry  inpatient, 
child  psychiatry-pediatric  ward  liaison,  neo- 
nate and  infant  development,  the  adolescent 


psychiatry  inpatient,  and  adolescent  psy- 
chiatry-medical-surgical ward  liaison. 

Day  care  treatment  units.  Day  care 
includes  the  Day  Treatment  Center  and 
School  (Godmothers’  League)  and  day 
hospital  child  psychiatry. 

Research.  Research  is  carried  on  in  the 
child  psychiatry  research  unit. 

The  outpatient  units  were  developed  first. 
These  meet  for  two  sessions  weekly  and 
follow  the  child  guidance  team  pattern  for 
diagnosis  and  long-term  treatment,  with  the 
added  advantage  of  physical  diagnosis, 
medical  consultation,  and  treatment.  Par- 
ents are  also  treated,  generally  in  casework. 
These  long-term  cases  are  seen  once  weekly 
for  up  to  three  or  more  years  and  involve 
chronic  childhood  and  adolescent  psy- 
choneurotic, psychotic,  psychosomatic,  and 
personality  (character)  disorders. 

The  liaison  services  offer  consultation  and 
brief  and  emergency  care,  together  with 
demonstration  and  instruction  to  pediatric 
and  medical  residents  in  mental  hygiene 
and  child  psychiatry.  The  inpatient  liaison 
units  with  pediatrics,  medicine,  and  surgery 
focus  on  psychosomatic  problems  and  also 
expand  the  team  approach  to  involve 
nurses.4  The  liaison  principle  takes  the 
place  of  formal  consultation;  with  this 
arrangement,  we  are  free  to  see  cases  on 
other  services  at  will,  taking  suggestions 
for  referral  from  nurses,  social  workers, 
and  others,  as  well  as  residents. 

The  neonate  and  infant  development  unit 
has  training  and  mental  hygiene  goals 
involving  the  basic  mother-infant  interaction 
at  its  beginnings  and  introduces  the  Fellow 
to  the  early  psychodynamic  factors  of  growth 
and  development.5  Each  Fellow  studies 
during  his  hospital  stay  a number  of  mother- 
infant  twosomes  with  some  psychiatric 
problem  and  then  follows  the  family  in 
monthly  home  visits  for  about  a year. 

Group  psychotherapy  for  adolescents  is  a 
treatment  modality  of  choice  in  certain 
cases  that  do  not  respond  to  individual 
therapy.6 

The  Day  Treatment  Center  and  School 
answers  the  problem  of  the  child  too  dis- 
turbed for  the  normal  school  who  needs 
intensive  daily  care  without  resorting  to 
residential  care  away  from  his  family;  the 
hospital  day  treatment  program  has  similar 
goals. 

After  many  years  of  planning,  our 
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Institute  of  Psychiatry,  with  inpatient  and 
other  improved  facilities,  finally  opened  in 
December,  1962.  The  inpatient  units  for 
children  and  adolescents  offer  short-term  (a 
maximum  of  three  months)  residential  care 
for  diagnosis  and  special  treatment.  It 
offers  temporary  emotional  respite  to  the 
family  and  permits  long-term  treatment 
plans  to  be  worked  out.  For  preadolescent 
children,  we  have  a separate  15-bed  facility, 
and  the  adolescents  are  housed  on  the  adult 
wards.  A special  “600”  hospital  school  is 
staffed  and  directed  by  the  Board  of  Educa- 
tion of  New  York  City.  A new  child 
recreation  therapy  service  has  been  es- 
tablished, which  collaborates  closely  with 
the  nursing  and  other  services.  Weekly 
seminars  for  teachers,  nurses,  and  recreation 
workers  are  conducted  by  attending  psy- 
chiatrists, and  the  over-all  aim  is  close 
integration  of  the  full  clinical  team. 

The  research  unit  encourages  library 
research,  special  clinical  case  reports,  and 
investigative  viewpoints  with  the  hope  that 
some  trainees  will  be  inspired  to  continue  in 
research.  Our  current  projects  focus  on 
prematurity,  neonatal  activity  types,  and 
longitudinal  developmental  studies.7 

Training  program 

The  two-year  program  is  planned  for  10 
full-time  trainees,  and  at  present  we  have  6. 
The  first  year  is  spent  mostly  on  the  in- 
patient services,  the  second  in  outpatient 
clinics.  Didactic  courses  are  offered  in 
child  psychiatry  history,  growth  and  de- 
velopment, clinical  child  psychiatry,  child 
psychiatry  treatment,  adolescent  psychiatry, 
group  and  family  psychiatry,  psychophar- 
macology, neurology,  interview  technics, 
school,  and  education.  Monthly  field  trips 
are  made  to  visit  other  community  facilities. 
Each  Fellow  carries  a small  case  load  for 
intensive  experience  and  has  group  and 
individual  supervision  and  tutorial  pre- 
ceptoring.  Two  continuous  treatment  case 
seminars  each  week  on  a child  and  an 
adolescent,  as  well  as  weekly  seminars  in 
clinical  psychology,  child  psychology,  and 
casework  are  attended.  One  hour  weekly 
in  the  first  year  is  assigned  to  observation 
and  participation  in  our  “600”  hospital 
school  and  two  hours  weekly  in  a neighbor- 
hood elementary  and  nursery  school.  The 
child  psychiatry  library  is  supplemented  by  a 


monthly  current  literature  discussion  group. 
Weekly  clinical  conferences  presented  by 
each  clinical  unit  in  rotation  keep  the  staff 
informed  of  the  wide  activities  in  the 
Division.  Child  psychiatry  grand  rounds 
are  made  weekly  by  the  Attending-in- 
Charge,  and  the  residents  and  Fellows  meet 
weekly  for  a seminar  with  the  director 
of  the  department.  Special  stimulation 
comes  from  our  practice  of  inviting  an  out- 
standing visiting  child  psychiatrist  for  a 
few  days  each  year.  Past  visitors  have 
been  George  Gardner,  M.D.,  Leo  Kan- 
ner,  M.D.,  Hyman  Lippman,  M.D.,  Mar- 
garet Mahler,  M.D.,  Eveoleen  Rexford, 
M.D.,  Franklin  Robinson,  M.D.,  and  Stan- 
islaus Szurek,  M.D. 

Comment 

The  hospital  setting  adds  a valuable 
dimension  to  the  practice  and  study  of 
child  psychiatry.  Here,  child  psychiatry 
is  more  fully  concerned  with  the  total  grow- 
ing organism,  avoids  the  erroneous  dichot- 
omy of  mind  and  body,  and  regards 
behavior  as  the  functional  aspect  of  organic 
structure.8  The  significant  aspects  of  social 
influences;  the  contribution  of  the  allied 
fields  of  casework,  education,  nursing,  and 
psychology;  and  the  environmental  effects 
of  such  institutions  as  recreation  center, 
foster  home,  and  school  are  also  considered 
fully.  In  the  general  hospital,  a wide 
range  of  varied  case  material  from  the  full 
spectrum  of  youth  from  birth  through 
infancy,  early  childhood,  the  school  years, 
and  adolescence  is  found,  and  at  the  same 
time,  consultation  and  intercommunication 
with  other  medical  specialties  are  readily 
available. 

The  unique  feature  of  child  psychiatry 
as  compared  with  general  psychiatry  is  its 
greater  involvement  with  the  developing 
young  organism.  Many  of  its  manifesta- 
tions and  symptoms  are  in  status  nascendi, 
developmental  arrests  and  fixations  are 
naturally  more  recent,  and  regressions  go 
back  a shorter  distance  in  time.  Diagnosis 
and  treatment  involve  both  the  evaluation 
of  the  growing  personality  in  its  own  soil  of 
family,  home,  school,  and  social  environ- 
ment, together  with  the  acute  or  chronic 
psychiatric  disturbance.  For  these  reasons, 
the  training  milieu  seems  best  to  provide  a 
wide  vista  that  keeps  in  view  the  total 
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scope  of  childhood  as  well  as  makes  it 
possible  to  study  varied  reactions  to  physical 
illness,  hospitalization,  psychosomatic  dis- 
orders, psychoneuroses,  psychoses,  and  per- 
sonality disorders. 

Although  our  approach  is  psychodynamic 
and  is  psychoanalytically  oriented,  we 
believe  that  descriptive  diagnosis  is  impor- 
tant nosologically  for  clear  scientific  thinking 
and  to  help  formulate  the  treatment  plan. 
Moreover,  our  dynamic  orientation  is  eclec- 
tic and  permits  staff  representation  of  many 
viewpoints.  The  young  Fellows,  in  their 
enthusiasm,  need  to  be  controlled  from 
wild  speculations  and  unsubstantiated  inter- 
pretations. On  the  other  hand,  the  in- 
experienced Fellow  needs  to  be  helped  to 
recognize  and  articulate  manifestations  of 
transference  reactions  and  to  be  alert  to  his 
own  emotional  countertransference  involve- 
ments with  his  patients  and  the  parents. 
Although  we  favor  personal  psychoanalysis 
and  other  special  training  for  trainees  and 
allow  time  for  such  scheduled  appointments 
away  from  the  hospital,  we  sometimes  won- 
der if  that  is  better  postponed.  In  any 
case,  as  a hospital  program,  we  insist 
that  attendance  to  the  requirements  of  the 
patients  and  the  total  program  has  priority. 

Of  course  our  approach  includes  special 
emphasis  on  organic  factors  and  their 
effects  on  personality  problems.  Complete 
physical  and  laboratory  examinations  of 
each  patient  are  routine;  neurologic,  electro - 
encephalographic,  pediatric  consultations, 
x-ray  films  of  the  skull  and  chest,  and  other 
examinations  are  done  when  indicated. 
With  the  Department  of  Pediatrics,  we 
share  joint  interests  in  psychosomatic  prob- 
lems. In  this  regard,  we  have  found  that 
liaison  freedom  on  the  pediatric  service  in 
place  of  consultation  requests  is  superior  in 
that  we  pick  up  many  more  pertinent  cases. 
It  seems  that  pediatric  residents  are  often 
not  sufficiently  aware  of  the  varied  possible 
contributions  of  mental  hygiene  and  child 
psychiatry.9  Furthermore,  together  with 
psychotherapy,  we  also  prescribe  a wide 
range  of  psychopharmacologic  drugs,  more 
in  some  cases,  less  in  others,  stressing  the 
collaborative  and  experimental  values  that 
yet  exist  in  this  area. 

Working  with  pediatricians  has  been  a 
reciprocal  learning  experience,  and  various 
mental  hygiene  activities  have  developed. 
To  counter  the  hospitalization  syndrome  of 


infants  and  young  children,  intercommunica- 
tion influenced  the  introduction  of:  daily 
visiting  privileges;  the  use  of  volunteers  as 
emotional  aids;  the  development  of  a 
“mother  bank”  of  surrogate  mother  figures 
for  intensive  individual  attention  to  certain 
sick  children  who  could  not  receive  sufficient 
attention  from  their  own  mothers  or  by  the 
ward  nurses;  rooming-in  of  mothers  with 
their  sick  children;  breast  feeding  and  room- 
ing-in in  the  obstetric  division;  and  prepa- 
ration of  a child  and  its  parents  for  surgery. 

Since  child  psychiatry  involves  consider- 
able parent  and  family  psychiatry,  we 
designated  the  outpatient  unit  as  a parent- 
child  psychiatry  clinic  to  focus  the  problem 
on  the  parent  as  well  as  on  the  child. 
Gradually  the  mother  attended  the  clinic 
not  only  to  bring  the  child  and  to  give  his 
history,  as  was  the  fashion  in  child  guidance 
clinics,  but  also  because  she  was  much 
involved  in  the  problem  herself,  whether 
interviewed  by  the  psychiatrist  or  case- 
worker. Moreover,  to  give  her  visits  more 
concrete  meaning,  we  arranged  that  a clinic 
fee  be  paid  for  such  visits,  reducing  the 
rate  accordingly  if  necessary.  Fathers  are 
also  seen,  generally  in  an  evening  session. 
In  more  and  more  instances,  complete 
psychiatric  and  psychologic  examinations 
for  one  or  both  parents  are  being  done. 
After  many  complications,  the  policy  was 
set  that  parents  with  psychiatric  problems 
should  not  be  referred  to  the  adult  psy- 
chiatric clinic  for  treatment  but  should  be 
retained  with  the  child  as  a total  family  in 
our  Division.  However,  the  treatment  of 
the  adult  in  our  Division  is  carefully  kept 
child  centered. 

In  many  respects  our  inpatient  service  for 
children  is  exploring  new  orientations  in 
training  of  nurses,  teachers,  and  recreation 
therapists  for  the  clinical  team  treatment  of 
disturbed  children.  Intentionally,  we 
avoided  the  introduction  of  child  care  and 
lay  therapists  and  stress  the  special  profes- 
sional role  of  the  nurse  as  the  mother 
surrogate  person  who  spends  the  most  time 
with  the  child.  Since  school  and  play  are 
the  principal  activities  of  children,  formal 
occupational  therapy  was  considered  un- 
necessary. The  teacher  in  this  program 
must  be  clinically  oriented  and  have  dif- 
ferent expectations  and  responses  to  these 
emotionally  sick  children.  Recreation  and 
play  are  not  geared  merely  to  keep  the  child 
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busy  and  fill  his  time  but  are  considered 
part  of  his  serious  life  work  for  the  develop- 
ment of  autonomous  and  social  ego  functions. 
We  are  convinced  that  the  evolution  from 
initial  outpatient  to  later  inpatient  facilities 
is  preferable  to  a reverse  plan.  Residential 
care,  although  necessary  in  many  cases,  must 
be  considered  a less  beneficial  approach  for 
the  majority,  and  day  treatment  care  should 
be  used  more.  Although  we  have  much  to 
learn  in  child  psychiatry,  one  psycho- 
pathogenic  factor,  the  break-up  of  the 
family  setting,  seems  paramount.  Any- 
thing we  can  do  to  reduce  discontinuity  and 
encourage  continuity  of  the  family  is  worth 
while. 

Like  others,  we  faced  the  problem  of 
whether  to  house  adolescents  in  a separate 
ward  or  to  place  them  with  adult  patients. 
Although  the  policy  may  change  in  the 
future,  we  found  that  placing  2 or  3 ado- 
lescents with  about  20  adults  has  advantages 
for  both.  The  adults  help  to  control  acting- 
out  behavior  by  the  adolescent,  offer  more 
mature  ego  ideal  figures,  and  are  in  general  a 
stabilizing  influence.  On  the  other  hand, 
the  adolescents  are  stimulating  to  the  adults, 
add  joie  de  vivre  to  the  milieu,  and  introduce 
many  interesting  lively  activities  to  the 
ward,  countering  depression  and  stereotypy. 

As  in  all  apprentice  training,  we  have  the 
problem  of  how  much  independent  responsi- 
bility and  how  much  supervision  the  trainee 
should  be  given.  Moreover,  a proper  bal- 
ance between  service  and  training  must  be 
considered,  avoiding  the  exploitation  of  the 
trainee  for  the  former  at  the  sacrifice  of  the 
latter.  Yet  he  must  have  enough  varied 
material  for  wide  experience  and  time  for 
intensive  work-up,  collateral  reading,  and 
thinking  on  his  own.  Our  view  is  that  his 
autonomous  development  is  the  ultimate 
goal,  and  he  should  be  encouraged  to  take 
as  much  independent  responsibility  as 
possible.  A common  pitfall  of  the  teaching 
situation  is  the  possibility  that  the  teacher 
may  be  too  directive  and  the  student  may 
wish  much  spoon-feeding.  How  to  resolve 
these  important  issues?  Our  policy  is  to 


give  the  trainee  as  much  full  responsibility  as 
possible  in  his  role  as  the  doctor  for  his 
cases  and  the  leader  of  the  therapeutic  team. 
He  is  responsible  for  the  coordination, 
integration,  and  direction  of  the  ancillary 
therapeutic  services.  To  permit  intensive 
individualized  work  in  the  first  year,  each 
Fellow  carries  only  a few  cases  (about  10  for 
the  year)  and  sees  his  patient  daily  for  an 
hour;  in  the  second,  the  outpatient  clinic 
years,  he  sees  more  cases  less  frequently. 
Seminars  are  considered  more  meaningful 
than  didactic  lectures.  He  has  both  super- 
visors and  preceptors:  The  supervisor 

oversees  general  policies,  hospital  manage- 
ment, and  administration;  and  the  preceptor 
is  engaged  with  more  intimate  individual 
tutoring,  discussing  psychodynamics,  psy- 
chopathology, and  psychotherapy  as  relat- 
ing concretely  to  the  case  at  issue. 

Summary 

The  Child  Psychiatry  Division  of  the 
Department  of  Psychiatry  of  The  Mount 
Sinai  Hospital  is  described  to  illustrate  a 
child  psychiatry  facility  in  a general  hos- 
pital, organized  for  service,  training,  and 
research.  The  special  values  of  a general 
hospital  setting  are  discussed. 
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Chest  Pain  and  a 
Systolic  Murmur 


Case  history 

Lawrence  R.  Tartow,  M.D.:  A sixty- 
seven-year-old  housewife  was  admitted  to 
Knickerbocker  Hospital  on  July  21,  1963, 
several  hours  after  the  sudden  onset  of 
severe  chest  pain.  The  pain  was  crushing 
in  nature,  radiated  to  the  back,  the  neck, 
and  both  arms  and  was  associated  with 
shortness  of  breath.  One  week  before  ad- 
mission she  had  had  a dizzy  spell  which  had 
caused  her  to  fall  on  a department  store 
escalator.  She  did  not  injure  herself  at  that 
time  and  felt  well  until  the  day  of  admission. 

The  past  history  was  unremarkable. 

Physical  examination  revealed  a woman 
in  acute  distress  from  chest  pain.  The 
temperature  was  99.4  F.,  pulse  80  and  reg- 
ular, respirations  18,  and  blood  pressure 
140/90.  The  heart  sounds  were  of  good 
quality,  and  no  murmurs  were  audible. 
The  lungs  were  clear.  No  organs  or  masses 
were  palpable  in  the  abdomen.  There  was  no 
peripheral  edema. 

On  admission  the  hemoglobin  was  13.8  Gm. 
per  100  ml.,  and  the  white  blood  cell  count 
was  11,300  with  80  per  cent  neutrophils  and 
20  per  cent  lymphocytes.  The  urine  specific 
gravity  was  1.018,  and  there  was  2 plus 
albuminuria.  The  urine  sediment  con- 
tained 3 or  4 red  blood  cells  per  high-power 
field  and  many  bacteria.  The  fasting  blood 
sugar  was  167  mg.  per  100  ml.,  urea  nitrogen 
29  mg.,  and  cholesterol  314  mg.  The 
SGOT  (serum  glutamic  oxalacetic  trans- 
aminase) on  admission  was  17.5  units. 

An  initial  electrocardiogram  showed  a 
sinus  rhythm  of  75  with  occasional  ventric- 


ular premature  contractions.  S-T  segment 
elevation  and  QS  waves  were  seen  in  leads 
Vi  through  V4. 

She  was  given  analgesics  and  oxygen,  and 
anticoagulation  was  carried  out  with  heparin 
and  warfarin  sodium  (Coumadin).  On  the 
second  day  the  blood  pressure  fell  to  105/70, 
and  the  patient  became  slightly  cyanotic 
and  moderately  dyspneic.  On  physical 
examination  a harsh  Grade  IV  systolic 
murmur  was  heard,  loudest  at  the  lower  left 
sternal  border,  radiating  throughout  the 
precordium  and  to  the  back.  The  murmur 
was  accompanied  by  a palpable  thrill. 
The  liver  edge  was  felt  one  finger  breadth 
below  the  right  costal  margin,  and  there 
were  moist  rales  in  the  bases  of  both  lungs. 
An  electrocardiogram  showed  persistence 
of  the  previously  noted  changes,  and  the 
appearance  of  terminal  T-wave  inversion  in 
Vi  through  V3,  S-T  segment  elevation  in 
aVf,  and  QS  waves  in  III  and  aVf.  A 
portable  chest  x-ray  film  revealed  mild 
cardiac  enlargement,  prominence  of  the 
pulmonary  markings,  and  a density  at  the 
base  of  the  left  lung  consistent  with  fluid  or 
an  infiltrate.  Meralluride  (Mercuhydrin) 
was  given,  and  the  patient  was  slowly 
digitalized. 

The  sedimentation  rate,  which  was  20 
mm.  per  hour  initially,  rose  to  47  mm.  per 
hour  and  one  week  later  to  110  mm.  The 
SGOT  was  64  units  on  the  second  and  third 
days  and  28  units  on  the  fourth  day. 

The  temperature  during  the  first  week 
varied  between  99  and  101  F.  Because  of  an 
increase  in  the  frequency  of  the  ventricular 
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premature  contractions,  quinidine  was 
started  on  the  fifth  day.  Potassium  supple- 
ments were  given  from  the  ninth  day.  The 
temperature  returned  slowly  to  normal 
levels.  Minimal  basal  rales  persisted,  but 
the  patient  remained  free  of  respiratory 
distress  and  complained  only  of  weakness. 
The  systolic  murmur  remained  unchanged 
in  quality  and  in  intensity.  Several  portable 
chest  x-ray  examinations  showed  pleural 
fluid  in  both  lung  bases.  Meralluride  was 
given  intermittently,  and  hydrochlorothia- 
zide (HydroDiuril)  was  later  added  to  the 
regimen. 

Serial  electrocardiograms  during  the  first 
four  weeks  of  hospitalization  showed  an  in- 
crease in  the  P-R  interval  to  0.22  seconds 
and  persistence  of  the  QS  waves  in  III, 
aVf  and  Vi  through  V4,  as  well  as  persistence 
of  marked  S-T  segment  elevation  in  Vi 
through  V4. 

On  the  twenty-fifth  day  the  patient  began 
to  run  a temperature  between  100  and  101  F. 
The  physical  findings  were  unchanged.  The 
urine,  which  had  contained  up  to  10  to  12 
white  blood  cells  per  high-power  field,  con- 
tained 2 or  3 white  blood  cells  and  was  free 
of  albumin.  Two  blood  cultures  were  sterile. 
The  patient  was  started  on  tetracycline. 
The  temperature  fell  gradually  to  below 
100  F. 

Because  of  persistent  mental  depression, 
imipramine  hydrochloride  (Tofranil)  was 
added  to  the  regimen.  Maintenance  doses 
of  digoxin  were  continued,  as  well  as  hydro- 
chlorothiazide, supplemental  potassium, 
quinidine,  and  intermittent  injections  of 
meralluride.  The  urea  nitrogen  remained 
below  30  mg.  per  100  ml.  Her  condition  re- 
mained stable,  and  from  the  thirty-fifth  day 
she  was  allowed  out  of  bed  in  a chair  with 
assistance.  She  was  found  dead  in  bed  on  the 
evening  of  the  forty-fifth  day. 


Discussion 

George  J.  Bertero,  M.D.:*  We  are  to 
consider  a case  in  which  a sixty-seven-year- 
old  woman  who  had  an  unremarkable  past 
history  experienced  the  sudden  onset  of 
severe  chest  pain.  One  week  earlier  she  had 
a dizzy  spell  which  caused  her  to  fall  while 
shopping  in  a department  store.  We  are 

* Assistant  Attending  Physician,  Knickerbocker  Hospital. 


told  that  this  fall  produced  no  apparent 
injury. 

The  term  “dizzy  spell’ ’ is  not  very  precise. 
It  includes  such  diverse  entities  as  akinetic 
epilepsy,  syncope,  vertigo,  the  hyper- 
ventilation syndrome,  and  hypoglycemia. 
The  problem  in  this  case  is  to  decide  what 
the  relationship  of  the  dizzy  spell  and  fall  is 
to  the  subsequent  chain  of  events.  We  must 
consider  three  possibilities:  first,  that  the 
dizzy  spell  was  entirely  unrelated  to  what 
later  happened,  and  that  the  asymptomatic 
week  between  the  dizzy  spell  and  the  onset 
of  chest  pain  was  not  accompanied  by  any 
cryptic  process;  second,  that  despite  as- 
surances given  in  the  protocol  the  patient  did 
indeed  suffer  ill-effects  from  the  fall,  and  the 
subsequent  events  followed  as  cause  and 
effect,  or  third,  that  the  dizzy  spell  itself  was 
merely  the  symptom  of  an  event  and  that  the 
later  course  was  a manifestation  of  further 
signs  and  symptoms  of  the  same  underlying 
event  which  followed  after  a latent  period  of 
one  week. 

In  any  event,  one  week  later  a catastrophic 
episode  occurred,  and  the  patient  had  the 
sudden  onset  of  severe,  crushing  chest  pain 
radiating  to  the  back,  the  neck,  and  both 
arms,  and  associated  with  shortness  of 
breath.  This  onset  and  sequence  of  events 
suggests  one  of  three  possibilities:  myo- 

cardial infarction,  pericarditis,  or  dissecting 
aortic  aneurysm.  These  three  conditions 
are  the  most  likely  cardiovascular  events 
which  could  explain  the  present  sequence. 
Events  in  other  systems  which  might  present 
these  symptoms  would  soon  be  recognized; 
these  include  pulmonary  embolism,  spon- 
taneous pneumothorax,  and  esophageal  rup- 
ture. 

The  blood  pressure  was  recorded  at 
140/90.  We  do  not  know  what  it  was  prior 
to  admission  and  therefore  cannot  decide 
whether  or  not  this  represents  a fall  from  a 
hypertensive  level.  For  the  time  being,  I 
shall  accept  it  as  the  usual  pressure.  We  do 
know,  however,  that  she  was  not  in  shock 
when  admitted.  She  did  not  have  heart 
murmurs,  and  her  lungs  were  clear.  Thus 
we  see  that  the  three  most  frequent  com- 
plications of  myocardial  infarction  were 
not  present  on  admission,  namely  shock, 
arrhythmia,  and  cardiac  failure.  There 
was  no  evidence  of  antecedent  valvular 
heart  disease;  no  evidence  of  pericarditis, 
such  as  a friction  rub;  and  no  evidence  of 
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FIGURE  1.  (A)  Chest  roentgenogram  taken  within  a few  hours  of  admission.  Heart  is  moderately  enlarged 
and  there  are  congestive  changes  in  central  and  hilar  areas  of  both  lungs.  Left  costophrenic  angle  is 
radio-dense  which  may  represent  either  fluidf  or  infiltration.  (B)  Chest  roentgenogram  five  days  before 
death.  Fluid  has  increased  in  both  pleural  spaces.  There  is  no  evidence  of  widening  of  the  aortic  arch  nor 
of  pericardial  effusion. 


pulmonary  infarction,  such  as  exacerbation 
of  pain  on  inspiration  or  a pleural  rub. 
She  was  afebrile. 

The  laboratory  data  help  us  a bit.  With 
a hemoglobin  of  13.8  Gm.  per  100  ml.  I can 
discount  anemia  as  a cause  for  her  symp- 
toms. Leukocytosis  with  a shift  to  the  left 
is  a nonspecific  response  to  stress.  The 
fasting  blood  sugar  of  167  mg.  per  100 
ml.  can  be  attributed  to  the  glycogenolytic 
effect  of  pressor  amines  secreted  in  stress. 
The  other  laboratory  data  are  not  helpful  in 
diagnosis.  No  serologic  test  for  syphilis  is 
recorded. 

Dr.  Tartow:  The  VDRL  test  was 

negative. 

Dr.  Bertero:  The  initial  electrocardio- 
gram showed  no  abnormal  findings  with  a rate 
of  75  and  occasional  premature  ventricular 
contractions.  However,  S-T  segment  eleva- 
tions and  Q-S  waves  were  seen  in  leads  Vi 
through  V4.  There  were  no  reciprocal  S-T 
changes  in  the  standard  limb  leads,  and  T I, 
II,  III,  and  V5  and  V6  were  upright.  The  S-T 
segment  elevations  seen  initially  in  pericar- 
ditis differ  from  those  of  myocardial  infarc- 
tion in  that  they  are  concave  upward;  how- 
ever, as  the  process  becomes  older,  they  may 
become  convex  upward,  and  the  T waves  may 


become  inverted.  Dissecting  aortic  aneurysm 
may  produce  nonspecific  S-T  and  T-wave 
changes  depending  on  its  location  and  the 
secondary  involvement  of  cardiac  and 
coronary  structures.  One  complication  of 
aortic  dissection  is  myocardial  infarction 
mediated  by  coronary  compression  of  the 
aortic  dissection  to  the  origin  of  the  coronary 
arteries.  Also,  in  aortic  dissections  peri- 
carditis and  cardiac  tamponade  may  occur  at 
any  interval  after  the  initial  intimal  tear. 
The  electrocardiogram  does  not  support  a 
diagnosis  of  pulmonary  embolism,  nor  is 
there  a pattern  of  acute  cor  pulmonale. 

I will  assume  that  the  clinical  diagnosis 
shortly  after  admission  was  acute  anterior 
myocardial  infarction,  since  neither  peri- 
carditis nor  a dissecting  aortic  aneurysm 
would  warrant  anticoagulant  therapy.  On 
the  day  following  admission  the  blood  pres- 
sure fell  to  105/70,  and  for  the  first  time  a 
loud  systolic  murmur  was  heard.  The 
murmur  was  accompanied  by  a thrill  and 
radiated  through  to  the  back.  It  was  present 
without  change  through  the  rest  of  the 
patient’s  clinical  course  and  was  ac- 
companied by  right-sided  and  left-sided 
congestive  heart  failure.  This  murmur  can 
represent  one  of  three  possible  situations: 
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(1)  confusion  with  the  friction  rub  of 
pericarditis,  (2)  rupture  of  a papillary  muscle 
or  a chorda  tendinea  or  perforation  of  the 
interventricular  septum  in  an  infarcted 
heart,  or  (3)  pericardial  reaction  secondary 
to  aortic  dissection  as  the  zone  of  dissection 
passes  through  the  pericardial  wedge  on  its 
way  to  terminal  cardiac  tamponade. 

Associated  with  this  murmur  were  further 
electrocardiographic  changes.  The  T wave 
in  Vi  to  V3  became  inverted;  S-T  segments 
were  elevated  in  aVf  and  III;  the  r wave 
disappeared  in  aVf.  Shall  I interpret  this  as 
extension  of  a pericarditis  or  as  a new 
posterior  wall  infarct?  At  this  time  the 
first  of  a series  of  portable  x-ray  films  of  the 
chest  were  taken.  May  we  see  them  now? 

Joseph  M.  Moynahan,  M.D.:  The 

first  chest  x-ray  film  was  taken  within 
twelve  hours  after  entry.  It  showed  a 
moderate  degree  of  generalized  cardiac  en- 
largement and  congestive  changes  in  both 
lung  fields  (Fig.  1A).  The  aorta  was  tor- 
tuous and  slightly  widened.  At  the  left  lung 
base  there  was  a nonspecific  density  which 
might  have  been  pleural  fluid  or  equally  well 
pneumonic  infiltrate.  A film  taken  ten 
days  later  showed  the  heart  to  be  the  same 
size,  but  the  aorta  was  somewhat  narrower, 
thereby  making  a diagnosis  of  dissecting 
aneurysm  unlikely.  In  this  film  there  were 
bilateral  hilar  densities  consistent  with 
pulmonary  congestion  and  edema.  A film 
taken  thirty  days  after  entry  showed  a 
bilateral  increase  in  pleural  fluid  and  a 
greater  degree  of  parenchymal  congestive 
changes.  There  was  no  widening  of  the 
pericardial  silhouette  to  suggest  fluid.  A 
film  taken  ten  days  later,  five  days  before 
death  (Fig.  IB)  showed  no  significant 
change  from  the  previous  film. 

Dr.  Bertero:  The  x-ray  films  help 

exclude  aortic  dissection  or  pericarditis  with 
effusion.  This  leaves  me  with  a presumptive 
diagnosis  of  myocardial  infarction  with 
death  due  to  some  complication. 

Following  the  advent  of  the  systolic 
murmur  the  patient  was  treated  for  con- 
gestive heart  failure.  A rise  of  temperature 
and  an  elevation  of  the  sedimentation  rate 
one  week  later  suggested  an  inflammatory 
response.  The  SGOT  rose  to  64  units  on  the 
second  and  third  hospital  days,  then  fell  to 
normal.  It  is  difficult  to  assess  the 
significance  of  this  modest  rise.  SGOT 
values  of  100  to  300  units  have  been  re- 


FI  GU  RE  2.  The  lumen  of  the  left  descending  coro- 
nary artery  is  occluded  by  a well-organized,  re- 
canalized thrombus,  which  lies  over  atheromatous 
debris. 


ported  in  massive  cardiac  infarction,  but 
passive  congestion  of  the  liver  secondary  to 
cardiac  failure  also  produces  an  increase  in 
SGOT  values,  usually  less  striking.  SGPT 
(serum  glutamic  pyruvic  transaminase)  and 
LDH  (lactic  dehydrogenase)  levels  might 
have  given  us  more  useful  information. 

During  the  first  week  of  therapy,  because 
of  the  development  of  premature  ventricular 
contractions,  quinidine  was  added  to  the 
regimen.  The  patient  complained  of  weak- 
ness. Evaluation  of  such  a complaint  in 
this  context  is  quite  difficult.  I cannot  de- 
cide whether  it  represents  a true  neurologic 
disorder  or  is  the  result  of  heart  failure, 
electrolyte  disturbance,  or  just  bed  rest. 

During  the  first  four  weeks  of  hospital 
observation  the  P-R  interval  increased  from 
0.19  seconds  to  0.22  seconds,  and  S-T 
segments  remained  elevated  in  Vi  through 
V4.  The  patient  was  receiving  two  drugs 
capable  of  prolonging  the  P-R  interval: 
digitalis  and  quinidine.  The  QS  interval 
was  not  widened.  We  must  also  consider 
that  the  prolongation  of  the  P-R  interval 
was  due  to  a lesion  close  to  the  conducting 
system.  Persistence  of  S-T  segment  eleva- 
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FIGURE  3.  (A)  Section  through  wall  of  perforation  of  interventricular  septum.  Small  amount  of  blood 
clot  remains  in  the  lumen  of  the  tract.  A few  spared  bundles  of  myocardial  fibers  lie  in  a matrix  of  granula- 
tion tissue.  (B)  Higher  power  view  of  granulation  tissue  from  wall  of  septal  perforation  showing  healing 
infarction  consistent  with  six  to  eight  weeks  of  age. 


tion  for  so  long  a time  also  suggests  a 
ventricular  aneurysm. 

The  febrile  episode  on  the  twenty-fifth 
hospital  day  is  not  explained.  One  must 
think  of  fresh  myocardial  infarction, 
bacterial  endocarditis,  or  an  intercurrent 
hospital-acquired  respiratory  infection. 
There  is  even  a suggestion  that  the  patient 
had  a complicating  urinary  tract  infection 
which  was  treated  with  tetracycline.  Be- 
cause she  was  depressed,  she  was  treated 
with  imipr amine  hydrochloride,  an  agent 
which  may  produce  atropine-like  effects, 
including  tachycardia  and  hypotension;  it 
has  been  implicated  in  the  cause  of  myo- 
cardial infarction. 

I can  see  no  alternative  than  to  make  a 
diagnosis  of  myocardial  infarction  with 
either  a ventricular  aneurysm  or  rupture  of 
the  interventricular  septum,  congestive  heart 
failure,  and  the  usual  anatomic  derange- 
ments we  find  listed  on  the  face  sheet  of  the 
autopsy  protocol  of  elderly  men  and  women. 

Abraham  Sunshine,  M.D.:  One  of  the 
important  purposes  in  making  a diagnosis  of 
interventricular  septal  rupture  antemortem 
is  that  surgical  repair  of  the  defect  can  be 


attempted  after  the  diagnosis  of  a left-to- 
right  shunt  is  established  by  cardiac 
catheterization.  Admittedly  the  salvage 
rate  is  not  high,  but  without  repair  death  is 
inevitable  in  a few  weeks. 

Max  Ganem,  M.D.:  What  is  the  best 
time  to  operate  on  such  patients? 

Dr.  Sunshine:  As  soon  as  the  diagnosis 
is  made,  given  time  to  get  the  patient  in 
operable  condition,  secure  blood  for  the 
open-heart  machine,  and  plan  the  procedure. 

Benjamin  E.  Krentz,  M.D.:  The  second 
day  is  a bit  early  for  rupture  of  the  myo- 
cardium, be  it  the  septum  or  the  outer 
ventricular  wall.  We  don’t  usually  worry 
about  rupture  until  after  the  first  week, 
especially  in  a patient  without  known 
hypertensive  disease. 

Dr.  Bertero:  Yes,  the  second  day  is 
early,  but  is  has  been  reported.  On  the 
other  hand,  the  actual  infarct  may  have 
taken  place  at  the  time  of  the  “dizzy  spell” 
one  week  before  entry,  in  which  case  rupture 
would  have  been  on  the  ninth  day  which  is 
not  early. 

Michael  S.  Bruno,  M.D.:  The  only 

blood  sugar  value  recorded  is  167  mg.  per 
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FIGURE  4.  (A)  Liver  showing  portal  scarring  with  pigment.  (B)  Iron  stain  of  liver  showing  pigment  in  both 
scarred  portal  area  and  parenchymal  cells. 


100  ml.  Was  the  specimen  drawn  during  an 
intravenous  infusion  or  was  the  patient 
truly  diabetic?  Were  subsequent  blood 
sugar  levels  determined  to  check  this  point? 

Dr.  Tartow:  The  initial  specimen  was 
not  drawn  during  or  after  an  infusion.  The 
matter  was  not  pursued  because  of  the 
absence  of  glycosuria.  The  patient’s  cardiac 
status  made  a glucose  tolerance  test  un- 
desirable. A subsequent  fasting  blood  sugar 
three  weeks  after  entry  was  102  mg.  per  100 
ml. 

Dr.  Bertero:  One  always  wonders  about 
the  relationship  of  cardiac  rupture,  either 
internally  or  externally,  to  anticoagulant 
therapy.  In  this  patient  anticoagulation 
was  begun  with  heparin  and  warfarin 
sodium  shortly  after  entry,  and  within 
twenty-four  hours  rupture  had  occurred. 

Dr.  Bruno:  In  the  individual  case  one 
cannot  be  certain.  We  all  have  had  the 
experience  of  withholding  anticoagulant 
therapy  for  another  twenty-four  or  even 
forty-eight  hours  and  finding  that  the  mural 
myocardium,  the  interventricular  septum, 
or  a papillary  muscle  has  ruptured  before 
therapy  was  begun.  In  such  cases,  had 


therapy  been  already  instituted,  one  would 
have  ascribed  the  catastrophe  to  the  anti- 
coagulants rather  than  to  a locus  minoris 
resistentiae  and  the  natural  sequence  of 
events. 

Clinical  diagnoses 

2.  Acute  myocardial  infarction  with  inter- 
ventricular septal  perforation 

2.  Congestive  heart  failure  with  pleural 
effusions  and  pulmonary  edema 

Dr.  Bertero's  diagnoses 

2.  Myocardial  infarct,  anteroseptal,  re- 
cent, with  (?)  rupture  of  interventricular  septum 
or  cardiac  aneurysm 

2.  Pulmonary  congestion  and  edema 

3.  Congestive  heart  failure 

Pathologic  report 

John  Kwittken,  M.D.:  The  heart 

weighed  345  Gm.  and  had  extensive  coronary 
arteriosclerosis.  A recanalized  thrombus 
occluded  the  left  descending  coronary  artery 
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FIGURE5.  Gandy-Gamna  body  (siderotic  nodule) 
in  spleen. 


(Fig.  2),  and  there  was  a large  healing 
infarct  involving  one  half  of  the  anterior  wall 
of  the  left  ventricle.  The  mural  myo- 
cardium was  thinned  above  the  apex 
anteriorly,  forming  a cardiac  aneurysm 
about  4 cm.  in  diameter.  The  area  of 
infarction  extended  into  the  interventricular 
septum  where  there  was  a perforation  about 
1 cm.  in  maximum  diameter  located  about 
3 cm.  above  the  apex  (Fig.  3A).  The  per- 
foration had  a somewhat  diagonal  course, 
extending  downward  from  the  left  to  the 
right  ventricular  chamber.  The  tract  was 
lined  by  granulation  tissue  (Fig.  3B).  The 
right  ventricle  was  mildly  hypertrophied. 

There  was  about  a liter  of  fluid  in  each 


pleural  cavity.  The  lungs  showed  extensive 
confluent  acute  bronchopneumonia,  pre- 
sumably a terminal  event.  Grossly,  the 
kidneys  showed  only  a few  nephrosclerotic 
scars,  but  microscopically  there  were  small 
patches  of  leukocytic  infiltration  in  both 
cortex  and  medulla  with  many  polymor- 
phonuclear leukocytes  inside  tubules.  Pre- 
sumably this  acute  pyelonephritis  was 
hematogenous  and  terminal,  possibly  rep- 
resenting spread  from  pulmonary  infection. 

The  liver  weighed  1,600  Gm.  and  was 
finely  nodular  and  dark  brown.  Micro- 
scopic examination  showed  diffuse  pigment 
cirrhosis  (Fig.  4A)  with  abundant  iron- 
stainable  material  in  both  areas  of  fibrosis 
and  in  parenchymal  cells  (Fig.  4B).  The 
spleen  weighed  250  Gm.  and  was  firm  and 
brownish.  Microscopic  examination  showed 
considerable  hemosiderosis  and  scattered 
Gandy-Gamna  bodies  (Fig.  5).  There  was 
no  stainable  iron  pigment  in  the  bone  mar- 
row, pancreas,  or  adrenal  glands,  and  there 
was  no  scarring  of  the  pancreas.  Such  an 
incidental  observation  at  autopsy  poses  the 
question  of  where  pigment  cirrhosis,  an 
anatomic  finding,  leaves  off  and  hemo- 
chromatosis, a clinical  syndrome,  begins. 

Anatomic  diagnoses 

1.  Myocardial  infarction,  anteroseptal, 
healing,  with  ventricular  aneurysm  and  per- 
foration of  interventricular  septum 

2.  Recanalized  thrombus,  left  descending 
coronary  artery 

3.  Pleural  effusion,  1,000  cc.,  bilateral 

4.  Confluent  bronchopneumonic,  extensive, 
terminal 

5.  Acute  hematogenous  pyelonephritis, 
terminal 

6.  Pigment  cirrhosis,  liver 

7.  Hemosiderosis,  spleen,  with  siderotic 
nodules 
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As  parents  we  would  undoubtedly  say  that 
one  of  the  most  important  issues  facing 
society  is  the  way  we  bring  up  our  children. 
We  recognize  that  this  objective  requires 
the  concerted  interest  and  obligation  of  many 
health,  education,  and  social  forces  beside  the 
parental  responsibility. 

The  complexity  of  modern  medicine  has 
usually  compelled  the  physician  to  keep 
strictly  and  narrowly  to  medical  affairs  and 
to  increase  his  knowledge  in  depth.  Both 
the  specialist  and  the  general  practitioner 
have  this  problem.  Who  can  claim  to  keep 
up  even  with  a knowledge  of  drugs  when  a 
new  one  has  come  forth  daily  for  the  past 
ten  years?1  Yet  the  physician’s  role  in  the 
maturation  of  many  young  children  is  ex- 
tremely important  to  the  way  they  may  live 
their  entire  lives. 

The  major  problem 

When  a child  has  a congenital  heart  con- 
dition or  sustains  early  rheumatic  damage 
he  is,  at  adolescence,  frequently  more  dis- 
abled by  his  social  than  by  his  physical 
handicap.  The  physician  as  a doctor  and 
a parent  needs  to  be  more  sensitive  to  the 
part  he  can  play  in  preventing  or  obviating 
this  problem. 


While,  to  some  extent,  all  children  are 
burdened  by  parental  and  societal  in- 
adequacies, the  nature  of  the  cardiac  child’s 
physical  situation  tends  to  set  in  motion  a 
number  of  additional  decrements. 

Nature  of  social  handicap 

What  is  this  serious  social  handicap  for 
many  adolescent  cardiac  patients?  It  is  a 
combination  of  emotional  immaturity,  ex- 
periential deprivation,  cultural  isolation, 
academic  deficiency,  and  vocational  inepti- 
tude.2-5 At  a time  when  the  adolescent, 
his  parents,  and  his  school  are  instituting 
plans  for  his  entry  into  the  working  world, 
the  extent  of  this  broad  handicap  can  be  a 
vital  consideration. 

Emotional  immaturity.  Let  us  con- 
sider each  of  these  aspects  in  turn.  Perhaps 
the  most  apparent  to  all  is  that  of  emotional 
immaturity.  The  adolescent,  normally  in- 
clined to  fluctuations  of  emotion,  is  seen 
here  in  sharper  relief.  He  often  exhibits  a 
puerile  dependency  due  in  part  to  over- 
protection by  just  about  everyone  who  has 
dealt  with  him.  Although  the  physician 
may  err  here,  yet  the  fear  the  family  has 
about  survival  inclines  them  as  well  as  the 
school  to  reinterpret  even  moderate  re- 
strictions from  the  physician  to  further 
modifying  actions.  This  may  be  done  by 
well-meaning  individuals  who  may  be  able 
to  repeat  the  physician’s  proscription  word 
for  word  but  because  of  their  own  protective 
responsibilities  unconsciously  carry  them 
out  more  severely  than  intended. 

The  youngster  will  frequently  have  a 
constricted  ego.  He  will  lack  self  confi- 
dence and  self  identification.  He  also  has 
been  fearful  of  his  condition,  and  the  atti- 
tudes and  facial  expressions  of  those  about 
him  tend  to  remind  him  constantly  of  possi- 
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ble  disaster.  He  learns  to  pity  himself,  to 
block  out  emotional  experiences  which  may 
tap  too  deeply.  Many  psychologic  distor- 
tions arise  as  to  his  role  in  the  family  and  in 
life.  Will  he  ever  be  a “real”  man?  Can 
he  really  hope  to  have  a wife  and  children, 
or  is  he  too  different?  He  may  learn  to 
despise  himself  as  an  inadequate  person. 
Sometimes  fantasy  is  substituted  for  reality 
because  facing  what  he  believes  to  be  an  un- 
solvable  situation  is  far  too  painful. 

If  he  is  on  prophylaxis,  this  may  in  some 
instances  frighten  him  because  it  certifies  his 
illness,  especially  if  it  is  not  given  in  a 
business-like  manner  or  he  doesn’t  learn  to 
accept  it  by  taking  it  himself.  Parents  may 
threaten  dire  results  if  he  doesn’t  take  his 
pills,  or  they  will  discuss  such  medication 
in  terms  of  life  and  death  necessity.  Is  it 
any  wonder  that  the  youngster  may  feel 
free  of  bondage  by  not  taking  them  or  by 
forgetting  them  because  of  the  emotionally 
rasping  ideas  they  represent. 

* Experiential  deprivation.  These  as- 
pects do  not  stand  alone  but  are  tied  in  with 
all  the  others.  The  experiential  deprivation 
which  is  apparent  in  the  adolescents’ 
naivete  is  the  result  of  a general  poverty  of 
events,  a much  lessened  number  of  personal 
occurrences  to  which  they  have  not  been 
exposed.  They  have  lived  shallow,  un- 
challenged lives  lacking  in  competitive  ex- 
periences. Experiences  of  all  kinds  tend  to 
provide  the  building  of  concepts,  to  modify 
them,  to  balance  ideas  with  what  is  actually 
true.  Human  beings,  as  do  electronic  brains, 
need  input  of  information  and  feedback 
checks,  and  the  quantity  and  quality  of 
such  input  determines  in  large  measure  the 
accuracy  of  the  response.  There  are  nu- 
merous animal  and  human  parallels  in  the 
field  of  deprivation,  from  the  “germ-free” 
animals  who  die  when  exposed  to  a normal 
environment,6-  7 the  reports  of  Spitz8-11  on 
emotionally  deprived  children  who  die  ap- 
parently because  of  lack  of  mothering,  the 
atypical  development  of  monkeys  without 
maternal  care,12  to  the  sensory  deprivation 
experiments  stimulated  by  the  prospect  of 
manned  satellites  which  evoke  fantasy  and 
disorientation.13-16  Yet  it  is  not  only  lack 
of  generalized  experiences  which  tends  to 
make  one’s  construct  of  reality  infantile,  it 
is  also  their  distortion  because  of  deficient 
modifiers  among  other  factors. 

Cultural  isolation.  This  brings  us 


to  the  aspect  of  cultural  isolation.  Many 
such  children  have  spent  too  much  time  in 
bed  at  home,  often  beyond  the  point  of 
reasonable  necessity.  They  learn  to  manu- 
facture a life  based  on  illness  and  different- 
ness. Often  this  is  further  confirmed  by 
the  fact  that  they  may  also  spend  too  long  a 
time  in  special  classes  because  the  physician 
forgot  to  notify  the  parent  or  the  school,  or 
the  message  was  garbled  by  all,  an  unfor- 
tunate comedy  of  errors. 

Such  children  have  frequently  missed 
social  events,  do  not  go  to  summer  camps, 
and  have  had  few  recreational  opportunities 
and  little  or  no  boy-girl  relationships.  All  of 
these  experiences  support  understanding  of 
how  people  act  and  operate  in  our  society. 

Academic  deficiency.  But  the  pre- 
vious aspects  mutually  exacerbate  each  other 
and  the  academic  deficiency  which  usually 
goes  along  with  these  things.  Such  adoles- 
cents, although  they  need  education  more 
than  their  contemporaries,  are  more  fre- 
quent dropouts.  They  also  miss  more 
schooling  because  of  illness,  overprotected- 
ness,  and  their  own  attitudes.  Facing  school 
and  its  challenge  is  one  of  the  realities  in  a 
young  life  which  may  be  avoided.  Charac- 
teristic is  poor  reading  ability  at  least  par- 
tially because  of  emotional  block.  Reading 
is  such  an  important  facet  of  all  school  work 
that  a low  level  drags  down  other  subjects 
as  well.  Consequent  lack  therefore  of  verbal 
facility  as  a counterpart  means  constraint 
in  communication  with  one’s  peers  and 
others. 

It  must  also  be  said  that  home  instruction 
is  not  an  equivalent  substitute  for  regular 
schooling.  For  various  reasons  it  is  often 
academically  poorer,  and  it  is  certainly 
socially  poorer.  An  adolescent  learns  a 
great  deal  from  other  school  functions. 
What  happens  in  the  assembly  or  when  the 
teacher  leaves  the  room,  who  went  to 
Johnnie’s  party,  what  Mary  whispered  to 
Agnes  in  the  school  lunchroom,  and  what  the 
assistant  principal  said  to  Miss  Jones  in  the 
hall:  These  countless  tempering  episodes 

make  up  the  maturing  experiences  of  school 
life. 

Remedial  education  is  often  not  available 
or  sufficiently  available  (is  not  the  school 
budget  too  high  already  without  “frills”?), 
nor  are  school  services  such  as  nurses,  coun- 
selors, psychologists,  and  others  present  in 
many  instances. 
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Vocational  ineptitude.  This  leads  us 
finally  to  the  aspect  that  bears  the  retribu- 
tion of  all  previous  circumstances.  This 
point  of  summation  brings  into  sharp  relief 
the  inadequacy  of  the  human  producer  when 
compared  with  the  competitive  demands  of 
modern  society.  Most  physicians  and 
teachers  cannot  appreciate  the  serious  de- 
gree of  vocational  ineptitude  which  may  be 
present.17-20  They  may  describe  the  young 
person  as  healthy,  with  little  or  no  organic 
incapacity,  as  intelligent,  well  behaved,  and 
of  good  morals.  This  young  man  or 
woman  may  express  verbally  an  interest  in 
work  or  a field  of  work  preparation.  The 
picture  which  the  vocational  counselor  sees 
however  may  be  quite  different.  He  per- 
ceives an  individual  with  little  actual  interest 
in  work.  This  young  person  has  unrealistic 
goals  if  he  has  any.  One  substitutes  the 
unattainable,  often  as  recompense,  and 
furthermore  it  is  a noble  try.  If  one  has  a 
modest  goal  and  yet  fails,  what  is  left?  But 
with  the  phantasy  goal  one  can  at  least  “talk 
big,”  and  do  not  many  people  fail  such  high 
goals  anyway?  Part  of  this  is  a poor  knowl- 
edge of  the  field  of  work,  poor  appreciation 
of  job  demands,  and  little  or  no  vocational 
experiences  such  as  summer  work  or  after 
school  jobs  or  even  visits  to  work  sites. 
Unfortunately  such  youngsters  have  not 
received  adequate  vocational  counseling 
early  enough  nor  sufficient  help  with  their 
personal,  psychologic,  and  academic  prob- 
lems. School  counselors  are  in  a position 
similar  to  what  may  face  a WHO  physician 
in,  let  us  say,  India.  With  so  many  to 
serve,  how  much  time  can  one  devote  to 
acute  situations? 

When  one  faces  such  an  adolescent  with  a 
work  task,  it  is  typical  to  see  slow,  careless, 
unproductive  action.  He  looks  off  into 
space,  is  easily  upset  by  normal  criticism, 
watches  the  clock,  cannot  take  pressure,  is 
usually  tardy  and  absent  frequently,  and 
somehow  expects  the  world  and  those  near 
him  to  revolve  around  him,  protect  him, 
sympathize,  help,  and  console.  To  habili- 
tate may  be  a long  tedious  process  which 
never  achieves  a relatively  independent, 
productive  member  of  society. 

Such  an  adolescent  has  fewer  choices  of 
jobs  and  may  be  relegated  to  unskilled  work 
which  eventually  may  be  disastrous,  and  all 
his  life  he  may  operate  on  the  fringe  of 
employment.  Vocational  training  may  be 


helpful  if  the  proper  choice  is  made  commen- 
surate with  his  physical  and  mental  capaci- 
ties and  his  emotional  maturity.  Long- 
range  planning  is  especially  critical  since 
his  physical  health  may  deteriorate  in  time, 
or  occupations  may  change  or  disappear  in 
new  processes  and  developments;  and  un- 
less income  to  raise  a family  is  adequate  he 
may  be  forced  into  overtime  or  two  jobs. 

Additional  problems  may  be  that  em- 
ployers may  exaggerate  the  heart  condition 
and  deny  employment.  Furthermore,  some- 
times when  these  adolescents  do  go  on  to 
college,  it  can  be  a mixed  blessing.  For 
some  it  is  another  four  years  of  retreat  within 
the  more  sheltered  school  life.  They  may 
select  the  wrong  kind  of  training  based  on 
their  dependency  and  unrealistic  assessment 
of  life  and  after  graduation  become  bitter  as 
the  years  pass  and  their  college  training  is 
not  put  to  good  use,  employers  do  not 
reward  their  half  tries,  nor  parents  remain 
around  to  harbor  them. 

To  sum  up  briefly,  as  far  as  possible  the 
growing  child  must  keep  pace  with  the 
personal  development,  academic  achieve- 
ment, physical  activity,  emotional  maturity, 
and  vocational  skills  of  his  age  group,  and 
when  he  does  not  bear  comparison,  special 
pains  must  be  taken  along  the  way  lest  he 
fall  behind  permanently  and  injuriously. 

Added  burden  of  physical  restriction. 
One  should  also  remember  the  physio- 
logically deleterious  conditions  of  physical 
restriction  which  lack  of  exercise  may  pro- 
duce in  poor  muscle  tone,  easy  fatigue,  lack 
of  appreciation  of  bodily  limitations,  in- 
adequate motor  coordination,  and  other  as- 
pects which  may  also  lessen  the  adolescent’s 
opportunity  for  development  of  social  and 
vocational  skills. 

The  physician's  responsibility 

What  can  the  physician  do  about  this? 
Much  of  this  is  apparent  from  what  has  been 
discussed.  We  review  however  a few  salient 
points: 

1.  The  child’s  development  on  a broad 
scale  requires  the  active  participation  and 
sensitivity  of  physician,  parent,  and  teacher. 

2.  Proper  orientation  of  the  parents  is 
necessary  and  requires  frequent  interpreta- 
tion and  reinterpretation. 

3.  The  school  also  requires  personal  at- 
tention. Written  directions  are  not  suffi- 
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cient,  but  an  exchange  of  views  over  periods 
of  time  is  important. 

4.  As  much  leniency  as  is  reasonably 
possible  in  physical  restrictions  will  be  a 
contribution  not  only  to  the  cardiac  pa- 
tient but  also  to  parents  and  others  responsi- 
ble for  him.  Checks  need  to  be  made  to  see 
whether  they  are  applied  too  stringently 
or  beyond  the  point  needed. 

5.  Your  advice  about  recreation,  summer 
camps,  and  possible  jobs  of  all  kinds  would 
assist  those  who  may  promote  such  activities. 

6.  Young  people  will  feel  more  responsi- 
ble for  their  own  actions  if  medical  counsel- 
ing is  done  directly  with  them  and  not  always 
in  the  presence  of  others. 

7.  A conference  with  the  school  nurse, 
counselor,  teacher,  and  parent  is  invaluable 
as  a method  of  exchange.  The  school  usually 
will  be  happy  to  make  such  an  arrangement 
to  save  everyone’s  time  and  provide  better 
communication . 

8.  A knowledge  of  local  counseling  and 
rehabilitative  resources  will  be  very  useful. 
Many  physicians  are  not  sufficiently  ac- 
quainted with  the  services  of  divisions  of 
vocational  rehabilitation.21 

9.  The  physician  as  a professional  mem- 
ber of  his  community  should  make  what- 
ever effort  he  can  to  support  the  increase  of 
school  and  community  services  in  health  and 
developmental  activities. 

Conclusion 

Investment  in  youth  is  one  of  the  primary 
objectives  of  a rational  society.  This  in- 
vestment however  is  not  only  in  money  but 
even  more  in  the  invaluable  professional 
time  and  interest  of  those  of  us  who  have 
the  power  of  knowledge  and  the  willingness 
to  employ  it. 


While  the  physician  has  the  satisfaction  of 
preserving  the  lives  of  young  people  in  his 
care,  he  should  also  seek  reward  in  the 
knowledge  that  he  has  also  preserved  the 
purposefulness,  usefulness,  and  happiness  of 
such  lives. 
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but  all  species  are  pathogenic  to  man  in 
varying  degrees.  As  with  other  infectious 
diseases,  individuals  differ  in  their  suscepti- 
bility to  Salmonella  infections.  The  spe- 
cies of  bacteria  involved  and  the  total 
number  of  organisms  ingested  also  affect 
the  seriousness  of  the  disease. 


Symptoms  of  salmonellosis 


Control  of  food  poisoning  and  food- 
borne  infection  throughout  the  world  leaves 
much  to  be  desired.  An  international  com- 
mittee reported  that  even  in  countries 
where  intensive  public  health  control  of 
milk  and  water  have  made  typhoid  an  in- 
frequent diesease,  no  comparable  advance 
could  be  recognized  in  the  control  of  sal- 
monellosis.1 In  fact,  reports  from  different 
countries  indicate  that  the  incidence  of  this 
disease  seems  to  be  increasing.2-3 

Characteristics  of  organism 

Salmonellosis  is  caused  by  bacteria  of  the 
genus  Salmonella.  These  gram-negative 
rods  are  either  motile  by  means  of  peri- 
trichous  flagella  or  are  nonmotile.4  Sal- 
monella organisms  require  a pH  greater 
than  5 for  growth.  Although  their  opti- 
mum growth  temperature  is  37  C.,  they  will 
also  grow  abundantly  at  room  temperature. 
There  is  essentially  no  growth  at  refrigera- 
tion temperatures.  These  nonspore-forming 
bacteria  are  not  heat-resistant:  Pasteuriza- 
tion similar  to  that  given  to  milk  will  kill 
them.  The  bodies  of  warm-blooded  ani- 
mals, including  man,  are  their  natural  habi- 
tat. Members  of  this  genus  are  first  clas- 
sified by  biochemical  reactions,  then  fur- 
ther distinguished  by  serologic  typing. 
The  Kauffman- White  schema  differentiates 
more  than  1,000  serotypes  based  on  somatic 
(O),  flagellar  (H)  and  virulent  (Vi)  antigens.5 
Certain  species  of  Salmonella  are  generally 
found  associated  with  a particular  animal, 


Salmonella  gastrointestinal  infection  is 
characterized  by  the  sudden  onset  of  vomit- 
ing, abominal  pain,  and  diarrhea,  usually 
twelve  to  twenty-four,  hours  after  inges- 
tion (as  compared  with  three  hours  after 
exposure  for  staphylococcus  infections). 
These  symptoms  may  be  preceded  by  head- 
ache and  chills.  Other  evidences  of  the  dis- 
sease  include  watery,  greenish,  foul-smelling 
stools,  prostration,  muscular  twitching,  and 
drowsiness.  The  mortality  is  low,  being 
less  than  1 per  cent.  A small  percentage 
of  patients  become  carriers  of  the  Sal- 
monella organism,6  as  do,  with  few  excep- 
tions, all  warm-blooded  animal  species. 
Edwards,  Bruner,  and  Moran7  studied  12,994 
Salmonella  cultures  from  various  outbreaks 
in  the  United  States.  The  main  source 
of  the  responsible  organism  was  poultry, 
followed  by  man,  swine,  dogs,  and  cats  in 
descending  order  of  importance. 

Salmonella  contamination  of  food 

Salmonella  organisms  grow  best  in  non- 
acid foods.  Apparently  foods  with  a pH 
below  5 are  safe.  Outbreaks  of  salmonellosis 
have  been  caused  by  a wide  variety  of  foods. 
Five  to  90  per  cent  of  samples  of  veal,  beef, 
and  mutton  imported  into  England  from 
different  countries  were  found  contaminated 
with  Salmonella.8  An  even  higher  inci- 
dence was  reported  in  meat  intended  for 
pet  food.9  Dixon  and  Pooley10-11  reported 
that  poultry  carcasses  leaving  eviscerating 
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plants  are  very  often  contaminated  with 
Salmonella.  At  least  part  of  this  red  and 
white  meat  is  put  into  uncooked  sausages 
and  meat  pies  which  are  then  used  by 
schools,  hospitals,  and  in  homes.  Aiso 
and  Matsuno12  reported  the  presence  of  Sal- 
monella in  Japanese  fish.  Anderson 13 showed 
the  presence  of  S.  paratyphi  in  coconuts. 

Eggs  and  egg  products  have  often  been 
incriminated  as  vehicles  of  Salmonella. 
Public  health  officials,  investigating  a re- 
cent salmonellosis  outbreak  in  several  hos- 
pitals along  the  east  coast,  worked  on  this 
assumption,  but  it  apparently  did  not  apply 
to  fresh  eggs.  Over  4,000  samples  of  eggs 
from  New  York  State  poultry  farms  were 
tested  and  not  a single  one  contained  a trace 
of  the  S.  derby  organism  said  to  be  responsi- 
ble for  the  outbreak.14  Other  publications 
scattered  through  the  literature  seem  to 
agree  that  clean,  fresh  eggs  are  safe.15-16 

On  the  other  hand,  commercially  frozen 
eggs  and  dried  egg  powders  often  do  con- 
tain Salmonella.  Thatcher  and  Monford17 
isolated  the  organism  from  27  of  136  sam- 
ples of  frozen  whole  eggs.  Reports  from 
England  indicate  an  even  worse  picture.18 
As  Hobbs19  stated,  “In  fact,  all  egg  products, 
whether  liquid,  frozen  or  dried  whole  egg, 
frozen  or  dried  albumen  or  dried  yolk, 
and  from  whatever  country  they  originated, 
were  contaminated  with  Salmonella.”  Ef- 
fective legislation  is  needed  to  compel  all 
producers  of  frozen  and  dried  eggs  to  treat 
their  products  to  leave  no  viable  Salmonella 
organisms.  This  has  been  recommended 
by  an  international  committee.1 

The  only  practical  and  effective  method 
of  destroying  Salmonella  activity  is  heat 
treatment  of  the  liquid  eggs  prior  to  freez- 
ing or  drying.  Extensive  work  is  being 
done  in  some  institutions  to  find  conditions 
which  produce  a safe  product  without  im- 
pairing the  baking  quality  of  the  eggs. 
First  reports  indicate  that  this  is  possible. 
Heller  et  al.,20  on  the  basis  of  extensive 
experiments,  recommend  that  the  liquid  eggs 
be  heated  for  2.5  minutes  at  a temperature 
of  148  F.  (64.4  C.).  Liquid  eggs  thus  treated 
were  Salmonella  free,  and  the  products 
baked  from  them  were  no  different  from 
those  made  from  untreated  eggs.  Brooks21 
and  Shrimpton  et  al .22  have  devised  a simple 
biochemical  test  which,  like  the  phosphatase 
test  on  milk,  can  show  whether  the  liquid 
eggs  have  been  properly  treated. 


Conclusion 

These  important  developments  with  re- 
gard to  control  of  Salmonella  contamination 
of  eggs  will  solve  only  part  of  the  problem. 
It  is  much  more  difficult  to  eliminate 
Salmonella  from  meat.  It  should  be  em- 
phasized that  pets,  who  are  frequently 
treated  as  part  of  the  family,  are  often  car- 
riers of  Salmonella.  A concerted,  coopera- 
tive effort  of  food,  medical,  veterinary, 
and  public  health  workers  is  needed  to  solve 
this  problem  and  eradicate  salmonellosis. 
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The  “Full  Stomach” — 

A Continuing  Problem 
in  Anesthetic  Management 


P ulmonary  aspiration  of  regurgitated 
contents  from  the  gastrointestinal  tract  is 
an  ever-present  hazard  to  the  patient 
undergoing  emergency  operation.  Through- 
out the  procedure  protective  laryngeal 
reflexes  either  must  be  retained  intact  or 
else  be  replaced  actively  by  the  anesthesi- 
ologist. To  do  less  is  to  invite  disaster. 

Case  report 

Two  months  after  subtotal  gastrectomy  for 
bleeding  duodenal  ulcer  a sixty-four-year- old 
woman  was  readmitted  to  the  hospital  with  a 
four-day  history  of  increasing  abdominal  dis- 
tention and  bilateral  tenderness  in  the  lower 
quadrant  of  the  abdomen,  diagnosed  as  small- 
bowel  obstruction.  Long-tube  drainage  failed 
to  relieve  her  symptoms,  and  emergency  lapa- 
rotomy became  necessary.  At  this  time  she  was 
fairly  well  hydrated  from  continuous  intravenous 
infusions  of  dextrose  and  water  or  saline  for 
thirty-six  hours.  Blood  pressure  was  120  mm. 
Hg  systolic  and  70  diastolic,  pulse  96,  respira- 
tions 28  per  minute,  and  temperature  100.2  F. 
Hematocrit  was  35;  blood  urea  nitrogen  was 
13.9,  chlorides  98,  potassium  4.8,  and  sodium 
140  mEq.  per  liter.  Electrocardiographic  find- 
ings were  within  normal  limits.  A chest  x-ray 

Presented  and  discussed  at  a conference  held  at  Columbia 
Presbyterian  Medical  Center,  New  York  City,  January  6, 
1964.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


showed  bilateral  bronchiectasis. 

Preanesthetic  medication  consisted  of  pento- 
barbital 50  mg.  and  atropine  0.4  mg.  intra- 
muscularly. She  was  turned  on  her  right  side, 
and  spinal  anesthesia  was  produced  with  tetra- 
caine 8 mg.,  dextrose  80  mg.,  and  epinephrine 
0.2  mg.  via  a 22-gauge  needle  in  the  third  to 
fourth  lumbar  vertebrae  interspace.  Within 
six  minutes  the  sensory  level  of  anesthesia 
reached  the  fifth  thoracic  segment,  and  the 
operation  commenced  four  minutes  later.  Ad- 
hesions were  found  as  the  basis  for  the  me- 
chanical obstruction  and  were  lysed.  A jej unos- 
tomy was  performed,  through  which  much  fecu- 
lent material  was  extruded.  During  closure  of 
the  wound,  ninety  minutes  after  the  spinal 
injection,  the  lower  half  of  the  peritoneal  incision 
was  sutured  uneventfully,  but  muscular  relaxa- 
tion in  the  upper  half  was  inadequate.  Cyclo- 
propane administration  was  begun,  with  prompt 
onset  of  airway  obstruction.  Because  of  the 
accompanying  trismus,  15  mg.  of  succinyl- 
choline  were  injected  intravenously  to  permit 
the  insertion  of  an  oropharyngeal  airway. 
Incisional  relaxation  was  still  inadequate,  so  an 
intravenous  infusion  of  1 per  cent  succinyl- 
choline  was  started.  Within  five  minutes  the 
patient  began  to  regurgitate  copious  quantities 
of  feculent  material.  She  was  at  once  placed 
in  the  Trendelenburg  position,  the  pharynx  was 
suctioned,  and  an  endotracheal  tube  was 
inserted.  The  succinylcholine  infusion  was 
stopped.  Repeated  tracheal  irrigation  was  per- 
formed with  sterile  saline,  but  the  return  fluid 
did  not  become  clear.  Meanwhile,  the  opera- 
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tion  was  quickly  completed.  Bronchoscopic 
suction  and  further  irrigation  resulted  in  the  re- 
moval of  additional  brownish  material;  the 
bronchoscopist  reported  the  bronchi  now  fairly 
clean  but  showing  signs  of  inflammation.  The 
patient  awoke  during  the  bronchoscopy.  A 
tracheostomy  was  performed  to  facilitate  fre- 
quent suctioning  of  trachea  and  bronchi  and 
nebulization  of  a sterile  aqueous  solution  (Ale- 
vaire)  with  phenylephrine. 

One  unit  (500  ml.)  of  whole  blood  was  admin- 
istered during  the  operation;  in  the  recovery 
room  intravenous  hydration  was  continued,  to- 
gether with  antibiotic  therapy  and  hydrocorti- 
sone intravenously.  Twelve  hours  later  the 
blood  pressure  began  to  decline,  and  her  tem- 
perature began  to  rise.  Moist  rales  were  wide- 
spread in  both  lungs  with  much  watery  pinkish 
sputum  on  tracheal  suction.  Phenylephrine 
infusion  was  begun,  and  lanatoside  C was  in- 
jected, but  her  condition  continued  to  deteri- 
orate. She  became  comatose  and  cyanotic, 
developed  tachycardia  and  tachypnea,  and  died 
twenty-four  hours  after  operation.  There  was 
no  autopsy.  Death  was  ascribed  to  aspiration 
pneumonia  with  myocardial  failure. 

Comment 

The  presenting  problem  of  the  “full 
stomach”  (a  permissible  euphemism,  even 
in  the  patient  who  has  had  a gastrectomy) 
remains  a hazard  during  the  entire  period 
of  anesthesia,  operation,  and  recovery, 
until  full  return  of  protective  laryngeal 
reflex  activity.  The  use  of  regional  anes- 
thesia lessens  but  does  not  eliminate  the 
risk:  Nausea  and  vomiting  may  follow 

the  injection  of  local  anesthetic  drugs,  and 
silent  regurgitation  may  result  from  sur- 
gical manipulation,  especially  following  gas- 
trectomy, since  the  absent  pylorus  no  longer 
prevents  intestinal  backflow.  Scrupulous 
observation  and  prompt  action  are  es- 


sential to  avoid  pulmonary  aspiration. 
Nor  does  the  presence  of  a nasogastric  or 
other  tube  guarantee  gastrointestinal  de- 
compression; apart  from  obstruction  or 
inadequate  emptying,  the  tube  actually 
may  provide  a pathway  for  drainage 
around  itself,  particularly  with  the  patient 
in  the  head  down  position.  In  the  present 
case,  spinal  anesthesia  was  adequate  up 
to  the  point  of  peritoneal  closure,  when  it 
was  beginning  to  wear  off.  Anticipating 
this  event,  it  might  have  been  useful  to 
start  wound  closure  from  above  down- 
ward, with  or  without  some  infiltration  of 
local  anesthetic  by  the  surgeon. 

Once  general  anesthesia  is  selected,  either 
initially  or,  as  here,  to  supplement  a wan- 
ing regional  anesthetic,  attention  should 
be  focused  on  one  goal:  the  prompt  in- 

sertion of  an  endotracheal  tube  with  an 
inflatable  cuff  to  seal  off  the  trachea.  * 
This  may  be  achieved  with  the  aid  of  topical 
anesthesia  with  the  patient  awake  or  with 
an  appropriate  rapid  induction-intubation 
technic.  Any  attempt  to  administer  “just 
a little  general”  anesthetic  without  an 
endotracheal  tube  exposes  the  patient  to 
all  of  the  dangers  described.  Later  on, 
during  emergence  from  anesthesia,  the 
endotracheal  tube  should  remain  in  place 
until  protective  airway  reflexes  have  be- 
come so  active  that  the  patient  will  no 
longer  tolerate  the  presence  of  the  tube. 
Subsequent  vomiting  is  less  serious,  since 
the  patient  can  now  maintain  his  own 
airway. 

* Wycoff,  C.  C.:  Aspiration  during  induction  of  anesthesia; 
its  prevention,  Anesth.  & Analg.  38:  5 (Jan.-Feb.)  1959. 
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Local  gastric  hypothermia  in  the  treat- 
ment of  massive  upper  gastrointestinal 
hemorrhage  is  becoming  increasingly  popular 
in  medical  centers  throughout  the  United 
States.  We  would  like  to  outline  2 cases  in 
which  gastric  hypothermia  failed  to  control 
massive  bleeding  from  gastric  ulcers.  In 
both  cases  pulmonary  complications  de- 
veloped while  the  patients  were  undergoing 
treatment  with  hypothermia. 

Case  reports 

Case  1.  A sixty-seven-year-old  white 
man  was  in  good  health  until  December  28, 
1962,  when  he  was  admitted  to  another 
hospital  with  acute  pulmonary  edema.  The 
diagnosis  of  hypertensive  arteriosclerotic 
heart  disease  was  established,  and  the 
presence  of  a recent  myocardial  infarction 
was  suspected.  The  patient  responded  to 
routine  measures  and  showed  a marked  im- 
provement by  January  6,  1963.  On  the  fol- 
lowing day  he  had  an  episode  of  hematemesis 
and  melena.  Bleeding  continued,  and  be- 
cause of  massive  uncontrollable  hemorrhage, 
he  was  transferred  to  Misericordia  Hospital 


less  than  twenty-four  hours  later  for  treat- 
ment with  local  gastric  hypothermia. 

On  admission  he  was  pale  and  had  a 
tachycardia  of  120.  Blood  pressure  was 
120/80.  The  lungs  were  clear.  The  liver 
was  enlarged  4 finger  breadths  below  the 
right  costal  margin.  The  spleen  was  not 
palpated.  There  were  no  stigmata  of  cir- 
rhosis. An  emergency  esophagoscopy  was 
performed  and  showed  negative  findings. 
Gastroscopy  was  attempted,  but  despite 
vigorous  attempts  at  lavaging  the  stomach, 
the  severe  continuous  hemorrhage  precluded 
satisfactory  visualization  of  the  gastric 
mucosa. 

After  removing  as  much  of  the  clotted 
blood  as  possible,  gastric  hypothermia  was 
instituted  using  the  Swenko  hypothermia 
unit.  The  gastric  balloon  was  filled  with  650 
cc.  of  coolant  and  an  inflow  temperature  of  0 
C.  was  maintained  with  an  outflow  tem- 
perature of  3 C.  Within  two  hours  the 
nasogastric  tube  drainage  had  cleared  and 
remained  clear  for  the  next  fourteen  hours. 
During  this  time  a rise  in  body  temperature 
to  105  F.  was  noted,  along  with  the  clinical 
findings  of  pneumonitis  of  the  left  lower  lobe. 
Hemorrhage  suddenly  recurred  after  four- 
teen hours  of  continuous  cooling. 

The  balloon  was  immediately  deflated  and 
removed , and  the  patient  was  taken  directly 
to  the  operating  room.  A large  lesser  curva- 
ture gastric  ulcer  approximately  4 cm.  in 
diameter  was  found.  A pumping  arterial 
vessel  was  present  in  the  base  of  the  ulcer. 
A subtotal  gastrectomy  was  performed.  The 
postoperative  course  was  complicated  by  the 
presence  of  a staphylococcal  pneumonitis, 
the  signs  of  which  had  first  become  apparent 
while  the  patient  was  receiving  hypothermia. 
The  patient  responded  to  treatment  with 
chloramphenicol  and  penicillin;  however,  he 
developed  an  acute  myocardial  infarction  on 
the  tenth  postoperative  day  and  expired. 

Case  2.  A seventy-year-old  white  man 
with  a history  of  pulmonary  emphysema  was 
admitted  to  the  hospital  because  of  marked 
weakness.  In  the  two  weeks  prior  to  his 
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hospital  admission  he  had  noted  aggravation 
of  his  pulmonary  disease  and  had  developed 
shortness  of  breath  with  minimal  physical 
exertion.  He  denied  hemat emesis  or  melena. 

Physical  examination  revealed  the  patient 
to  be  pale,  diaphoretic,  and  dyspneic  at  rest. 
The  pulse  was  104,  and  the  blood  pressure 
was  90/60.  There  was  a marked  increase  in 
the  anteroposterior  diameter  of  the  chest. 
There  were  rales  in  both  lung  bases  and  a 
marked  decrease  in  breath  sounds  bilaterally. 
The  abdomen  was  unremarkable.  Rectal 
examination  revealed  tarry  black,  guaiac- 
positive  stools. 

On  admission,  a nasogastric  tube  was  in- 
serted, and  approximately  450  cc.  of  coffee- 
ground  material  were  removed.  This  mate- 
rial tested  positive  for  blood.  The  hemato- 
crit was  26,  and  the  patient  was  given  four 
units  of  packed  red  cells  over  the  next  eight 
hours.  However,  his  hematocrit  was  not 
raised,  and  he  continued  to  pass  tarry  stools. 
Gastroscopy  was  performed  fifteen  hours 
after  admission;  the  body  and  antrum  of 
the  stomach  were  well  visualized,  but  no 
ulcer  was  seen.  An  upper  gastrointestinal 
series  was  performed,  and  the  findings  were 
reported  as  negative.  Over  the  next  twelve 
hours,  the  patient  appeared  to  have  stopped 
bleeding,  since  his  nasogastric  drainage  ap- 
peared clear  and  the  hematocrit  rose  to  35 
with  two  additional  transfusions.  Pulmo- 
nary function  appeared  considerably  im- 
proved. However,  the  following  morning  he 
started  to  bleed  massively  with  a fall  in  the 
hematocrit  to  25  and  a marked  drop  in  blood 
pressure.  The  patient  was  again  transfused 
and  the  stomach  lavaged  with  removal  of 
large  amounts  of  fresh  and  clotted  blood. 
Gastric  hypothermia  was  then  instituted 
with  the  Swenko  hypothermia  unit.  Six 
hundred  cc.  of  coolant  were  employed,  and 
an  inflow  temperature  of  0 C.  was  main- 
tained with  an  outflow  temperature  of  3 C. 
During  the  cooling  procedure  the  patient’s 
nasogastric  tube  continued  to  show  inter- 
mittent red  blood  and  clotted  material. 
However,  his  blood  pressure  was  maintained 
and  the  hematocrit  rose  to  35  with  an  addi- 
tional two  units  of  blood.  After  twelve  hours 
of  hypothermia,  the  patient’s  respiration  had 
become  more  labored.  He  developed  audible 
wheezing,  and  there  was  an  increase  in 
rhonchi  and  rales  over  both  lung  fields. 
There  was  no  evidence  of  congestive  heart 
failure.  The  venous  pressure  was  90  mm.  of 


water,  and  the  circulation  time  was  sixteen 
seconds.  A chest  x-ray  film  showed  an  in- 
filtrate at  the  base  of  the  right  lung.  Be- 
cause of  the  increasing  respiratory  distress 
and  the  intermittent  bloody  drainage  from 
the  stomach,  the  cooling  was  discontinued 
after  twenty -six  hours.  Four  hours  later  he 
was  brought  to  the  operating  room  for 
surgery.  However,  he  became  markedly 
hypotensive  during  the  induction  of  the 
anesthesia.  Definitive  surgery  was  therefore 
deferred,  and  a tube  gastrostomy  was  per- 
formed under  local  anesthesia  so  that  fur- 
ther intubation  would  not  be  necessary. 
There  was  no  evidence  of  bleeding  at  this 
time.  Twenty-four  hours  later,  he  began  to 
bleed  massively  via  the  gastrostomy  tube 
and  was  returned  to  the  operating  room  for 
an  emergency  gastrectomy.  A large,  4-cm. 
ulcer  was  found  on  the  posterior  wall  near 
the  esophagogastric  junction.  A subtotal 
gastrectomy  was  performed.  Postopera- 
tively  the  patient’s  course  was  marked  by 
severe  pulmonary  complications,  and  despite 
intensive  treatment  with  antibiotics,  respira- 
tors, and  a tracheotomy,  he  expired  on  the 
sixteenth  postoperative  day. 

Comment 

The  role  of  hypothermia  in  the  treatment 
of  bleeding  gastric  ulcers  is  yet  to  be  defined. 

Wangensteen  and  his  associates1  were  the 
first  to  report  on  the  clinical  use  of  cooling  in 
the  control  of  massive  bleeding.  Recently, 
they  have  reported  on  75  patients  who  have 
been  treated  in  this  manner.2  They  report 
complete  success  in  all  patients  with  duodenal 
ulcers  and  erosive  gastritis.  Nine  patients 
reported  had  bleeding  gastric  ulcers,  of  which 
7 were  controlled.  Of  the  2 patients  not 
controlled  by  gastric  hypothermia  it  was 
postulated  that  because  of  excessive  clots, 
intimate  contact  of  the  balloon  with  the 
gastric  wall  could  not  be  achieved,  and  there- 
fore effective  hypothermia  was  not  ac- 
complished. In  addition,  5 patients  were 
separately  reported  to  have  “steroid  ulcers.” 
Of  these,  1 patient,  who  was  receiving 
cortisone  therapy,  had  a bleeding  gastric 
ulcer  and  failed  to  respond  completely  to 
local  gastric  cooling,  and  two  patients  experi- 
enced rebleeding  two  days  after  the  control 
of  the  initial  hemorrhage.  Because  of  these 
experiences,  the  authors  advised  operation 
in  the  immediate  postcooling  period  in  such 


May  1,  1964  / New  York  State  Journal  of  Medicine  1117 


patients.  In  2 of  these  patients,  death  was 
due  directly  to  hemorrhage.  Whereas  there 
were  no  deaths  directly  attributable  to 
hemorrhage  in  the  duodenal  ulcer  group, 
there  were  4 such  deaths  in  the  gastric  ulcer 
and  “steroid  ulcer”  group. 

In  another  report,  Miller,  Moscarella, 
and  Fitzpatrick3  treated  10  patients  who  had 
various  lesions,  using  local  gastric  hypo- 
thermia. A seventy -five-year-old  man  in 
congestive  heart  failure  had  a bleeding 
gastric  ulcer.  His  stomach  was  cooled  for 
twenty-four  hours  without  benefit.  A large 
benign  gastric  ulcer  filled  with  a tenacious 
blood  clot  cast  was  found  at  surgery. 

Wangensteen  and  his  associates4  at  the 
Presbyterian  Hospital  in  New  York  City 
have  reported  60  cases  treated  with  gastric 
hypothermia  for  upper  gastrointestinal 
hemorrhage  of  serious  magnitude.  In  this 
group  5 of  6 patients  with  benign  gastric 
ulcers  were  controlled  by  gastric  cooling. 
Another  patient,  with  a gastric  ulcer  in- 
carcerated in  a hiatus  hernia,  died  post- 
operatively  after  temporary  preoperative 
control  of  hemorrhage. 

Reports  prior  to  the  use  of  hypothermia 
have  shown  that  hemorrhage  in  patients  with 
gastric  ulcers  offers  a far  more  serious  prog- 
nosis than  in  patients  with  bleeding  duodenal 
ulcers.  In  the  series  of  Shapiro  and  Schiff5 
there  was  a preponderance  of  gastric  ulcers 
in  the  45  fatal  cases.  In  patients  over  fifty 
Chinn  et  al .6  reported  a mortality  of  48  per 
cent  with  the  initial  hemorrhage.  Kozoll 
and  Meyer7  have  reported  the  over-all 
mortality  rate  for  gastric  ulcer  to  be  more 
than  twice  that  for  duodenal  ulcer.  Coghill 
and  Willcox8  confirmed  the  higher  mortality 
rate  of  bleeding  gastric  ulcers  treated  con- 
servatively when  compared  with  that  of 
bleeding  duodenal  ulcers.  They  suggested 
the  importance  of  considering  early  surgery 
in  patients  with  bleeding  gastric  ulcers. 
Their  mortality  of  23  per  cent  was  lowered  to 
9 per  cent  in  a comparable  group  treated 
with  early  surgery.  In  each  of  our  cases 
hypothermia  failed  to  control  gastric  hemor- 
rhage. 

It  is  probable  that  the  pulmonary  com- 
plications in  the  first  case  had  their  onset, 
prior  to  the  instituion  of  hypothermia,  as  a 
result  of  aspiration  of  vomitus.  Should 
aspiration  occur  prior  to  or  during  the  pro- 
cedure, the  prolonged  immobility  and  the 
presence  of  a large-bore  gastric  tube  could 


indirectly  contribute  to  the  severity  of  this 
complication.  The  development  of  similar 
respiratory  complications  has  been  described 
in  patients  treated  with  the  Blakemore- 
Sengstaken  tube.910  Endotracheal  intuba- 
tion or  tracheotomies  may  be  necessary  in 
such  cases  to  prevent  or  combat  these  com- 
plications. Others  have  noted  broncho- 
pneumonia in  patients  undergoing  gastric 
hypothermia  and  attributed  it  to  the  en- 
forced immobility,  dual  nasogastric  intuba- 
tion, and  prolonged  sedation. 4 Richman 
and  Anthony11  in  their  report  give  details  on 
one  patient  who  expired  after  five  days  of 
cooling  and  was  noted  to  have  bilateral 
bronchopneumonia  on  postmortem  examina- 
tion. 

Summary 

A review  of  the  literature  on  gastric  cool- 
ing, along  with  our  2 cases,  suggests  strongly 
that  results  with  bleeding  gastric  ulcers  do 
not  approach  the  reported  success  rate  with 
bleeding  duodenal  ulcers.  This  is  not  un- 
expected in  view  of  the  published  results  of 
nonoperative  management  of  bleeding  gas- 
tric ulcers.  This,  together  with  the  pulmo- 
nary complications  we  have  seen  develop  in 
these  patients,  suggests  a limited  role  for 
gastric  cooling  in  the  management  of  bleed- 
ing gastric  ulcers. 
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Since  the  establishment  of  pulmonary 
amniotic  fluid  embolism  as  a distinct  clin- 
ical entity  and  as  a cause  of  maternal  death 
by  Steiner  and  Lushbaugh  in  1941, 1 con- 
siderable interest  and  investigation,  as  well 
as  a growing  literature,  have  developed. 
Steiner  and  Lushbaugh  originally  described 
8 cases  of  relatively  sudden  maternal  death 
associated  with  a clinical  syndrome  which 
included  dyspnea,  shock,  cyanosis,  and  pul- 
monary edema.  In  each  case  they  demon- 
strated microscopically,  in  the  pulmonary 
vasculature,  a variable  amount  of  amniotic 
debris.  Subsequently,  they  demonstrated 
a similar  syndrome  and  similar  pathologic 
findings  in  experimental  animals  by  the  in- 
fusion of  meconium  and  amniotic  fluid. 

A brief  survey  of  the  literature  on  this 
subject  reveals  that,  since  this  epochal 
communication,  only  49  autopsy-proved 
cases  of  this  condition  have  been  described 
in  the  American  literature.  The  frequency 
of  death  among  parturient  women  due  to 
amniotic  fluid  embolism  is  subject  to  con- 
troversy. This  is  related  to  the  fact  that, 
on  occasion,  cases  of  sudden  maternal  death 
are  attributed  to  amniotic  fluid  embolism 
solely  on  the  basis  of  clinical  impression 
without  postmortem  confirmation.  In  gen- 


eral it  would  seem  fair  to  state  that  this 
entity  is  a rare  one.  Estimates  of  its  fre- 
quency range  from  1 in  8,000 1 to  1 in  37,323 2 
live  births. 

It  has  long  been  known  that  a substantial 
percentage  of  cases  of  amniotic  fluid  em- 
bolism develop  blood  coagulation  defects. 
These,  at  present,  are  thought  to  be  due 
chiefly  to  the  development  of  hypofibrino- 
genemia.  The  demonstration  of  circulat- 
ing fibrinolysins,  the  decrease  in  other  blood 
coagulation  factors,  and  the  theories  re- 
garding the  mechanism  of  amniotic  fluid 
embolization  have  been  discussed  in  detail 
in  the  reports  of  others. 3 ~7 

A recent  maternal  death  on  the  Obstet- 
rical Service  of  Lincoln  Hospital  was  as- 
sociated with  hypofibrinogenemia  and  em- 
bolization of  amniotic  fluid.  In  this  case, 
plasma  fibrinogen  levels  were  determined 
semiquantitatively  at  several  stages  in  the 
patient’s  clinical  course  by  the  use  of  a 
commercial  human  thrombin  preparation 
(Fibrindex).  This  case  is  presented  not 
only  to  add  to  the  growing  number  of 
autopsy-proved  cases  of  this  entity  which 
are  being  reported,  but  also  because  the 
clinical  picture  differs  sharply  in  some  re- 
spects from  many  of  the  cases  previously 
described.  It  is  also  believed  that  the  case 
herein  reported  qualifies  as  one  of  the  few 
in  which  hypofibrinogenemia  was  docu- 
mented in  association  with  amniotic  fluid 
embolism. 

Case  report 

The  patient  was  first  seen  at  Lincoln  Hos- 
pital at  11:30  a.m.  on  May  9,  1961.  She 
was  a thirty-one-year-old  white  female, 
para  3-0-1-3,  nonclinic  patient.  A history 
of  ruptured  membranes  of  three  days 
duration  and  fever  of  one  day’s  duration 
was  obtained.  The  patient  had  no  known 
prenatal  care.  Her  last  menstrual  period 
was  August  4,  1960,  and  the  calculated 
estimated  date  of  confiment  was  May  11, 
1961.  She  stated  that  the  onset  of  “labor 
pains”  had  occurred  at  4:30  a.m.  on  the  day 
of  admission. 

Her  past  history  was  noncontributory. 
A physical  examination  on  admission  re- 
vealed a blood  pressure  of  110/70,  a pulse 
rate  of  90  per  minute,  regular,  and  a tem- 
perature of  101.6  F.  She  appeared  to  be  in 
no  distress.  Her  heart  and  lungs  were 
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normal.  The  uterus  was  of  term  size,  and 
contractions  were  present  every  three  to 
five  minutes,  lasting  thirty-five  to  forty 
seconds.  The  fetal  heart  tones  were  reg- 
ular and  audible  in  the  left  lower  quadrant 
at  158  per  minute.  A pelvic  examination 
revealed  a vertex  presentation,  engaging. 
The  cervix  was  3 to  4 cm.  dilated  and  thick. 
Foul-smelling,  meconium-stained,  amniotic 
fluid  was  noted  issuing  from  the  vagina. 
Laboratory  data  revealed  a hematocrit  of 
35,  a urinalysis  showing  normal  findings, 
and  an  O positive  blood  type. 

On  admission  an  infusion  of  dextrose  in 
water  was  started,  and  tetracycline  was 
given  intramuscularly.  Four  and  a half 
hours  after  admission  the  patient  complained 
of  a chill,  and  her  temperature  at  that  time 
was  reported  to  be  99.6  F.  Shortly  there- 
after, because  of  lack  of  progress  in  labor, 
intravenous  oxytocin  (Pitocin)  augmentation 
was  instituted.  Approximately  two  hours 
after  oxytocin  stimulation  had  been  initi- 
ated, the  cervix  became  fully  dilated.  Shortly 
thereafter,  a stillborn  infant  female  weighing 
5 pounds,  8 ounces,  was  delivered  without 
difficulty,  by  elective  low  forceps,  from  an 
occiput  anterior  position.  The  placenta 
was  removed  manually  and  revealed  no  evi- 
dence of  abruption.  Meconium-stained  am- 
niotic fluid  had  persisted  throughout  labor, 
but  the  fetal  heart  rate  had  been  normal  un- 
til shortly  before  delivery.  The  patient 
was  transferred  to  the  ward  one  hour  after 
delivery  with  the  uterus  well  contracted  and 
with  no  evidence  of  abnormal  bleeding. 
Intramuscular  aqueous  penicillin  was  in- 
stituted, and  the  patient  was  considered  to 
be  in  good  condition. 

Two  hours  post  partum  the  patient  had 
a vaginal  hemorrhage  of  approximately  500 
cc.  She  appeared  restless,  and  the  blood 
pressure  was  80 /50.  The  uterus  was  slightly 
relaxed.  Intravenous  administration  of 
oxytocin  and  ergonovine  (Ergotrate)  male- 
ate  plus  fundal  massage  resulted  in  a rapid 
return  of  satisfactory  uterine  tone.  A 
plasma  expander  was  started  intravenously, 
and  the  bleeding  seemed  to  diminish.  One- 
half  hour  later  the  blood  pressure  was  98/60, 
and  the  hematocrit  was  36.  However,  de- 
spite a well-contracted  uterus,  fundal  pres- 
sure caused  the  release  of  moderate  amounts 
of  dark  red  liquid  blood  with  no  evidence  of 
clot  formation.  At  this  point  the  clinical 
suspicion  of  hypofibrinogenemia  was 


aroused.  A blood  transfusion  was  started, 
and  the  patient  was  returned  to  the  de- 
livery suite  where  a thorough  vaginal  and 
cervical  inspection  revealed  no  extrauterine 
source  of  bleeding.  A fibrinogen  determina- 
tion at  this  time  revealed  no  evidence  of 
fibrin  deposition,  and  a venous  blood  sam- 
ple obtained  half  an  hour  earlier  failed  to 
show  clot  formation.  A diagnosis  of  hypo- 
fibrinogenemia was  now  made,  and  fibrino- 
gen replacement  therapy  was  started.  The 
blood  pressure  had  fallen  to  60/40,  and, 
therefore,  whole  blood  and  fibrinogen  were 
given  as  rapidly  as  feasible.  Two  and  a half 
hours  later,  and  after  the  administration  of 
8.5  Gm.  of  fibrinogen  and  2,000  cc.  of  blood, 
the  blood  pressure  was  98/60.  The  fibrino- 
gen determination  revealed  a moderate 
amount  of  fibrin  deposition.  Venous  blood 
in  a test  tube  clotted  well.  Several  clots 
of  blood  could  now  be  expressed  from  the 
uterus  by  fundal  pressure.  Vaginal  bleeding 
ceased,  the  blood  pressure  stabilized,  and  the 
patient’s  condition  appeared  much  im- 
proved. 

One  hour  later  the  patient  again  bled 
vaginally  and  was  in  shock.  Because  blood 
clotting  indices  again  showed  deficient 
coagulation,  more  fibrinogen  and  blood  were 
given.  This  raised  the  totals,  at  fourteen 
hours  post  partum,  to  13  Gm.  of  fibrinogen 
and  3,500  cc.  of  blood.  The  hematocrit 
was  now  32,  and  the  blood  pressure  again 
stabilized  at  near-normal  levels.  From 
this  point  on  the  patient  never  manifested 
any  further  bleeding  tendency.  A short 
while  later  a medical  consultant  was  sum- 
moned because  the  patient  complained  of 
chest  pain.  He  noted  that  she  was  alert 
and  cooperative  but  found  evidence  of  pul- 
monary consolidation  at  the  right  base  on 
physical  examination.  A chest  x-ray  film 
revealed  changes  suggestive  of  a right  basi- 
lar pneumonitis.  The  total  urinary  out- 
put from  the  time  of  delivery  had  been  only 
50  cc.  of  grossly  bloody  urine.  Fluids  were 
now  carefully  restricted,  and  massive  anti- 
biotic therapy  was  started  with  intravenous 
penicillin,  chloramphenicol,  and  intramus- 
cular streptomycin.  A hematologic  exam- 
ination revealed  a leukocytosis  of  39,000, 
with  90  per  cent  polymorphonuclear  leuko- 
cytes, a hemoglobin  of  10  Gm.  per  100 
ml.,  and  a bleeding  time  of  one  minute  and 
twenty  seconds.  A urinalysis  revealed  one 
plus  albumin  and  numerous  red  blood  cells. 
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Twenty -four  hours  after  delivery,  with 
the  hematocrit  stable  at  32,  the  patient 
became  tachypneic,  and  the  blood  pressure 
began  to  fall.  A series  of  antihypotensive 
agents  was  tried,  but  only  norepinephrine 
caused  any  significant  improvement.  The 
temperature  was  normal  at  this  time. 
Thirty-eight  hours  post  partum  the  blood 
pressure  was  being  maintained  at  100/60, 
and  the  temperature  now  rose  to  100.6  F. 
The  patient  became  restless  and  remained 
tachypneic  despite  oxygen  therapy.  Serum 
electrolytes  were  within  normal  limits, 
and  the  blood  urea  nitrogen  was  43  mg.  per 
100  ml.  The  total  urinary  output  was 
now  250  cc.  Supportive  measures,  in- 
cluding corticosteroids,  were  continued.  At 
forty-eight  hours  the  total  urinary  output 
was  450  cc.  Despite  all  measures  the  pa- 
tient’s temperature  spiked  to  103.6  F.,  and 
she  became  somnolent.  Respirations  be- 
came irregular,  and  at  11:55  p.m.  on  May 
11,  1961,  fifty -four  hours  post  partum  and 
sixty  hours  after  admission,  she  expired. 

Gross  autopsy  findings.  External  exam- 
ination. The  body  was  that  of  a dark- 
complexioned  white  female  of  good  skeletal 
development  and  state  of  nutrition.  There 
was  no  edema  or  jaundice. 

Thoracic  cavity.  All  the  organs  were  in 
normal  position  and  relation.  The  left  lung 
weighed  510  Gm.  and  the  right  lung  560  Gm. 
The  pleural  cavities  were  free  of  fluid  and 
adhesions.  Both  lungs  were  dark  purple-red 
and  bulging  in  their  lower  lobes  and  in  the 
lower  portions  of  their  upper  lobes.  The 
arterial  tree  was  negative  bilaterally  as  were 
the  veins.  The  bronchial  tree  was  injected. 
The  pleural  surfaces  revealed  petechial  hem- 
orrhages. 

The  heart  weighed  410  Gm.  and  showed 
no  abnormalities  except  petechial  hemor- 
rhages in  the  epicardium.  The  pericardial 
cavity  contained  the  normal  amount  of 
clear  straw-colored  fluid. 

Abdominal  cavity.  There  was  no  free 
fluid.  The  liver  weighed  2,100  Gm.  and 
revealed  increased  sinusoidal  congestion. 
The  pancreas,  spleen,  and  adrenals  were 
not  remarkable. 

The  right  kidney  weighed  210  Gm.  and 
the  left  190  Gm.  Their  capsules  stripped 
with  ease  revealing  smooth  surfaces.  Their 
cut  surfaces  revealed  congestion. 

The  uterus  and  cervix  weighed  1,240 
Gm.  and  revealed  the  usual  postpartum  ap- 


pearance. The  endometrium  was  ragged 
and  hemorrhagic.  The  myometrium  showed 
interstitial  hemorrhages,  but  no  large  lacer- 
ations were  noted.  The  placental  attach- 
ment had  been  in  the  right  anterior  wall  at 
the  fundus.  Dilated  uterine  sinusoids  filled 
with  blood  were  noted. 

Microscopic  autopsy  findings.  Lungs. 
In  the  lungs  many  small  arteries  and  capil- 
laries from  both  lower  and  upper  lobes  were 
dilated  with  emboli  containing  the  squamae 
of  amniotic  fluid  (Fig.  1).  Also  noted  were 
arterioles  containing  meshes  of  fibrin  run- 
ning in  the  direction  of  the  flow  of  blood.  Be- 
tween and  intermingled  within  these  meshes 
were  cellular  elements  of  the  blood  (Fig. 
2).  The  surrounding  lung  parenchyma  from 
the  bases  revealed  hemorrhagic  infarction. 

Kidneys.  The  kidneys  failed  to  reveal 
any  emboli  and  showed  chronic  pyelone- 
phritis (inactive).  Parenchymatous  degen- 
eration incidental  to  the  clinical  picture  was 
noted. 

Uterus  and  cervix.  The  uterus  and  cervix 
contained  thrombi  in  the  sinuses  similar  to 
those  described  in  the  lungs. 

Final  anatomic  diagnosis.  (1)  Bilateral 
pulmonary  amniotic  fluid  embolization 

2.  Bilateral  pulmonary  hemorrhagic  in- 
farction 

3.  Afibrinogenemia , secondary  to  amniotic 
fluid  embolization  {lungs,  uterus , and  cervix ) 

4.  Status  postpartum  delivery  of  a still- 
born infant 

5.  Acute  parenchymatous  degeneration  of 
kidneys  and  heart 

6.  Acute  congestion  of  the  liver 


Comment 

Afibrinogenemia  has  been  produced  by 
a variety  of  conditions  in  addition  to  amni- 
otic fluid  embolus.  Among  these  are:  (1) 

abruptio  placenta,10  (2)  prolonged  intrauter- 
ine fetal  death,11  (3)  septicemic  shock,1213 
(4)  hemorrhagic  shock,14  (5)  surgery,15  and 
(6)  surgery  involving  the  pancreas.16  The 
conditions  related  to  complications  of  preg- 
nancy seem  to  constitute  by  far  the  largest 
single  group  presumably  causally  related 
to  afibrinogenemia. 

The  pathologic  physiology  involved  in  the 
production  of  the  clinical  state  of  hypofibrin- 
ogenemia  is  extremely  complex  and,  at  the 
present  time,  is  still  within  the  realm  of 
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FIGURE  1.  (A)  Amniotic  fluid  embolus  in  pulmonary  vessel.  Note  in  center  mass  of  epithelial  squames. 
About  squames,  there  is  admixture  of  leukocytes.  (B)  High-power  photograph  of  (A)  showing  clumps  of 
squames  in  detail  with  admixture  of  granular  debris  and  leukocytes  at  periphery. 


FIGURE  2.  Small  pulmonary  vessel  showing 
amorphous  fibrin  material  in  lower  right  corner,  with 
fibrillae  oriented  in  direction  of  blood  flow. 


theory.  For  purposes  of  discussion  it  is 
generally  considered  that  the  primary  factor 
in  the  development  of  hypofibrinogenemia 
is  an  episode  of  intravascular  clotting  or 
fibrination,  presumably  secondary  to  the 
infusion  of  thromboplastic  material  into  the 
circulation,  with  the  resultant  deposition 
of  fibrin,  and  concomitant  depletion  of  cir- 
culating fibrinogen.  That  this  is,  indeed, 
an  oversimplification  of  the  problem  may 
be  readily  appreciated  by  a perusal  of  the 
current  literature  on  the  subject.17*18  The 
relative  importance  of  fibrinolytic  mecha- 
nisms6 and  the  appearance  of  circulating 
anticoagulants  of  various  types7  remains 
difficult  to  assess.  Schneider,19  by  his 
studies  of  meconium  embolism  in  dogs  (be- 
lieved to  be  the  counterpart  of  amniotic 
fluid  embolism  in  human  beings),  has  dem- 
onstrated the  release  of  heparin  into 
the  circulation.  Stefanini  and  Turpini,14 
in  animal  experiments,  have  found  that 
when  an  amount  of  amniotic  fluid  which 
ordinarily  causes  no  reaction  is  infused  in 
dogs,  it  will  result  in  hypotension,  fibrin- 
ogenopenia,  and  thrombocytopenia  if  it  is 
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administered  one  month  after  a similar 
amount  of  the  same  fluid  has  been  injected. 
This  suggests  a mechanism  of  sensitization 
or  anaphylactoid  response.  These  investi- 
gators, in  a detailed  analysis  of  several  cases 
of  incoagulable  blood  associated  with  ab- 
normalities of  human  pregnancy,  have  shown 
that  several  factors  may  be  operative  at  the 
same  time  in  a given  case.  Which  of  these 
is  most  responsible  varies  from  case  to  case. 
They  suggest,  therefore,  that  we  may 
actually  be  grouping  under  a single  definition 
a number  of  conditions  with  multiple  causes 
and  mechanisms. 

The  cause  of  amniotic  fluid  embolism  is 
not  certain.  Its  occurrence  presupposes  a 
defect  in  the  amniotic  membrane  which  al- 
lows the  passage  of  fluid  into  the  maternal 
venous  sinuses.  Most  cases  are  reported 
in  association  with  overt  or  occult  rupture 
of  the  membranes,  or  in  association  with 
uterine  rupture.12  This  accident,  classi- 
cally, is  thought  to  occur  with  greatest  fre- 
quency in  the  multipara  who  has  a prolonged 
pregnancy,  a large  fetus,  and  a vigorous  or 
tumultuous  labor,  either  natural  or  oxytocin- 
induced.  There  are  many  exceptions  to  this 
generalization.  The  clinical  signs  of  amni- 
otic fluid  embolization  are  frequently  a sub- 
jective chill,  restlessness,  and  shock,  fol- 
lowed or  accompanied  by  dyspnea  and 
cyanosis. 

The  case  herein  reported  is  obviously  dif- 
ferent in  many  respects  from  the  classical 
picture.  The  patient,  although  a mul- 
tipara,  did  not  have  a prolonged  preg- 
nancy. The  fetus  was  not  large,  and,  al- 
though oxytocin  was  administered  for  the 
augmentation  of  labor,  the  latter  was  at 
no  time  tumultuous  or  associated  with  uter- 
ine tetany.  Of  great  interest  also  is  the 
fact  that  clinical  signs  of  the  acute  phase  of 
embolization  were  extremely  meager.  With 
the  exception  of  a subjective  chill  and  a sud- 
den drop  in  temperature  shortly  before 
the  initiation  of  oxytocin  stimulation,  this 
patient  manifested  no  obvious  signs  or  symp- 
toms until  the  episode  of  uterine  hemor- 
rhage associated  with  hypofibrinogenemia 
two  hours  post  par  turn. 

Another  interesting  phenomenon  in  this 
case  was  the  apparent  restoration  of  normal 
clotting  mechanisms  by  the  administration 
of  8.5  Gm.  of  fibrinogen,  followed  one  hour 
later  by  evidence,  again,  of  hypofibrino- 
genemia which  required  further  replacement 


therapy  for  correction.  This  suggests  the 
presence  of  some  factor  or  mechanism  which 
was  responsible  for  either  relatively  pro- 
longed and  continuous  fibrination  or  the 
occurrence  of  two  separate  episodes  of  fibri- 
nation with  resultant  hypofibrinogenemia. 
The  role  of  fibrinolytic  mechanisms  must 
also  be  considered  at  this  point.  The 
possibility  of  a slow  but  continuous  infu- 
sion of  thromboplastic  elements  into  the 
maternal  circulation,  or,  for  that  matter, 
the  irregular  or  discontinuous  infusion  of 
this  material  into  the  maternal  organism 
must  also  be  contemplated.  Although  we 
have  no  direct  evidence  of  fibrinolytic  ac- 
tivity in  this  case,  there  would  seem  to  be 
no  doubt  that  intravascular  fibrination  had 
taken  place,  as  judged  by  the  finding, 
pathologically,  of  fibrin  thrombi  in  the  cer- 
vical and  pulmonary  vasculature.  Fol- 
lowing this  insult  and  with  further  release 
of  thromboplastic  elements  into  the  ma- 
ternal vasculature,  manifestations  of  shock 
were  clinically  appreciated  and  confirmed 
by  autopsy. 

The  semiquantitative  fibrinogen  deter- 
minations performed  in  this  case  by  the  use 
of  a commercial  human  thrombin  prepara- 
tion20 indicate  that  at  the  times  this  patient 
manifested  blood  incoagulability  the  fibrin- 
ogen levels  were  below  those  generally  ac- 
cepted as  critical,  that  is,  150  mg.  per  100 
ml.  The  data  also  show  that  fibrinogen 
therapy  resulted  in  clinical  arrest  of  bleed- 
ing and  give  evidence  that  the  fibrinogen 
level  was,  at  that  point,  in  excess  of  the  crit- 
ical value. 

Summary 

A case  of  autopsy -proved  amniotic  fluid 
embolism  associated  with  documented  hypo- 
fibrinogenemia is  reported. 

The  generally  accepted  theories  regarding 
amniotic  fluid  embolus  are  briefly  noted. 
Certain  differences  between  this  case  and 
those  previously  reported  in  the  literature 
have  been  elaborated. 

The  redevelopment  of  hypofibrinogene- 
mia in  this  case,  after  apparent  stabiliza- 
tion, is  discussed  with  regard  to  possible  pro- 
longed thromboplastin  infusion,  as  well  as 
the  possible  role  of  fibrinolytic  mechanisms. 
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High  school  sports  injuries 


Statistical  studies  of  high  school  sports  in- 
juries support  the  value  of  pre-season  condition- 
ing, according  to  M.  Laurens  Rowe,  M.D., 
associate  professor  of  orthopedic  surgery  at  the 
University  of  Rochester  School  of  Medicine 
and  Dentistry. 

At  a recent  conference  on  athletic  injuries, 
Dr.  Rowe  noted  that  a national  study  showed 
that  injuries  in  fall  sports  (football,  soccer) 
occur  twice  as  often  in  September  (64  per  cent) 
as  in  October  (32  per  cent).  Moreover,  the 
September  rate  is  16  times  as  high  as  the 
November  rate  of  only  4 per  cent,  he  observed. 

Dr.  Rowe  pointed  out  that  most  high  school 
leagues  allow  no  practice  before  September. 
With  the  first  football  game  of  the  season  held 
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as  early  as  the  third  week  in  September, 
players  have  relatively  little  time  to  get  in 
condition — hence  the  high  rate  of  injuries. 

By  starting  to  condition  players  some  time 
in  August,  schools  could  substantially  reduce 
their  early  season  injuries,  Dr.  Rowe  believes. 

The  statistics  reported  at  the  conference  were 
collected  in  some  400  New  York  State  high 
schools  over  a four-year  period.  They  in- 
dicated that  football  injuries  occurred  at  a 
rate  of  2.61  per  1,000  “player  exposures.” 
The  exposure  scale  was  based  on  a daily  par- 
ticipation rate.  Baseball  injuries  totaled  only 
0.43  per  1,000  exposures. 

Dr.  Rowe  urged  “more  and  better”  statis- 
tical studies  of  high  school  sports  injuries, 
especially  in  football,  to  establish  a base  line 
necessary  for  the  evaluation  of  equipment  and 
conditioning  technics  aimed  at  reducing  the 
accident  rate. 
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with  Pneumoperitoneum 
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P erforative  appendicitis  continues  to  be 
a frequent  problem  encountered  by  the 
surgeon.  Recently  our  attention  was 
directed  to  pneumoperitoneum  as  an  unusual 
manifestation  of  this  disease.  In  reviewing 
the  literature  on  this  subject  we  were  able  to 
find  only  20  published  cases  and  were 
therefore  prompted  to  report  this  case  and 
review  the  experience  at  the  New  York 
Hospital-Cornell  Medical  Center. 

Case  report 

A sixty-five-year-old  white  female  was 
admitted  to  the  New  York  Hospital  with 
severe  abdominal  pain  of  five  hours  dura- 
tion. The  patient  had  previously  been  in 
good  health  and  had  been  awakened  in  the 
middle  of  the  night  by  acute  epigastric  pain 
radiating  to  the  right  shoulder  and  midback. 
This  was  followed  by  several  episodes  of 
retching  but  no  emesis.  The  pain  increased 
in  intensity,  and  she  was  seen  by  her  local 
physician  who  administered  morphine  and 
referred  her  to  the  hospital.  The  patient 
had  had  a normal  bowel  movement  the 
previous  day  and  passed  a small  amount  of 
flatus  after  the  onset  of  the  pain.  Her  past 
history  was  significant  in  that  she  had  had  a 
benign  lesser  curvature  gastric  ulcer  five 
years  previously  which  had  disappeared 
roentgenographically  on  a medical  regimen. 
The  patient  had  no  further  symptoms  re- 
ferable to  this  prior  to  the  time  of  admission. 
In  addition,  diverticulosis  coli  had  been 
found  on  a barium  enema  at  that  time. 

On  examination  her  vital  signs  were 
normal  except  for  a temperature  of  38.  3 C. 
She  was  noted  to  be  in  acute  distress,  and  the 
positive  findings  were  limited  to  the  abdo- 


FIGURE  1.  Upright  film  of  abdomen  showing  free 
air  under  right  hemidiaphragm. 

men  where  there  was  generalized  rigidity, 
tenderness,  and  rebound.  Maximum  tender- 
ness was  noted  in  the  right  lower  quadrant. 
There  was  moderate  tympany  to  percussion, 
and  the  bowel  sounds  were  hypoactive. 
There  was  moderate  right  costovertebral 
angle  tenderness. 

Laboratory  examination  revealed  a 
hematocrit  of  48,  a white  blood  count  of  6,900, 
and  a differential  with  51  polymorphonuclear 
leukocytes  and  38  band  forms.  Urinaly- 
sis was  normal  except  for  a trace  of  protein 
and  acetone.  Chest  films  and  abdominal 
films  revealed  free  air  under  the  right 
hemidiaphragm  (Fig.  1). 

It  was  felt  that  the  patient  probably  had 
a perforated  ulcer,  and  she  was  immediately 
taken  to  the  operating  room  where  a left 
paramedian  incision  was  made.  On  explora- 
tion the  stomach  and  duodenum  were  noted 
to  be  intact,  but  much  exudate  was  found  in 
the  right  colonic  gutter,  and  an  indurated 
mass  was  palpated  in  the  right  lower 
quadrant.  Accordingly  the  incision  was 
extended  interiorly  and  revealed  an  acutely 
inflamed  appendix  with  a large  perforation 
at  the  appendiceal-cecal  junction.  The 
appendix  was  removed,  the  cecal  base  of  the 
appendix  inverted  with  two  purse-string 
sutures,  and  the  area  drained.  The  post- 
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TABLE  I.  Acute  appendicitis  with  perforation:  pavilion  cases  at  the  New  York  Hospital  (A)  1932  to  1952; 

(B)  1953  to  1962 


Number  of  Patients 

Flat  and  Upright  Films 

Per  Cent 

Age  Status 

(A) 

(B) 

(A) 

(B) 

(A) 

(B) 

Adult  (over  15  years) 

373 

137 

98 

90 

26.3 

65.7 

Pediatric 

126 

41 

19 

18 

15.1 

43.9 

Totals 

499 

178 

117 

108 

23.4 

60.7 

operative  course  was  complicated  by  a 
wound  infection  which  responded  well  to  the 
usual  treatment,  and  the  patient  was  dis- 
charged from  the  hospital  on  the  nineteenth 
postoperative  day  doing  well. 

Comment 

Pneumoperitoneum  has  long  been  a help- 
ful diagnostic  sign.  In  1915  Popper1  cited 
a case  of  peritonitis  with  free  air  and  sug- 
gested that  x-ray  examination  might  be 
helpful  in  diagnosing  gastrointestinal  per- 
forations. The  following  year  Lenk2 
discovered  free  air  roentgeno graphically  in 
fresh  abdominal  bullet  injuries.  Martin  in 
1917 3 described  pneumoperitoneum  in  as- 
sociation with  perforated  duodenal  ulcer. 
Dandy4  observed  pneumoperitoneum  in  a 
patient  with  a perforated  typhoid  ulcer  of 
the  transverse  colon  and  in  1919  fully  de- 
scribed the  x-ray  findings  of  pneumoperito- 
neum as  a method  of  diagnosis  of  perforations 
of  the  gastrointestinal  tract. 

Since  that  time  pneumoperitoneum  has 
been  found  in  a variety  of  conditions  but  has 
been  traditionally  associated  with  per- 
forative ulcer  disease.  Spensley,  Nelson, 
and  Childs5  have  assembled  a comprehensive 
list  of  lesions  associated  with  pneumo- 
peritoneum, and  they  have  found  that  ap- 
proximately 25  per  cent  of  cases  of  free 
intraperitoneal  air  in  acute  conditions  of  the 
abdomen  are  due  to  causes  other  than  per- 
forated ulcer.  However,  appendicitis  with 
perforation  has  only  been  implicated  a few 
times  as  a cause  of  pneumoperitoneum,  and 
some  writers,  including  several  standard 
surgical  texts,  have  even  doubted  its  exist- 
ence.6-7 Frimann-Dahl8  in  his  monograph  on 
roentgen  examinations  in  acute  abdominal 
diseases  states,  “experience  with  hundreds  of 
cases  has  shown  that  perforation  of  the 
appendix  never  gives  a pneumoperitoneum 
of  the  ordinary  size  such  as  that  demon- 
strated by  perforated  ulcers.”  Soteropoulos 
and  Gilmore9  have  stated,  “from  the  avail- 


able literature  it  seems  to  be  the  consensus 
of  opinion  that  free  air  in  the  peritoneal 
cavity  is  not  observed  in  perforation  of  the 
appendix.” 

In  reviewing  the  literature  on  the  subject, 
we  found  only  a small  number  of  cases  have 
been  reported.  Vaughan  and  Singer10 
reported  3 cases  in  1929  and  cited  3 other 
reports  in  the  literature  at  that  time. 
Kornblum11  reviewed  his  experience  with 
322  cases  of  acute  perforations  of  the  gastro- 
intestinal tract  of  which  141  were  ap- 
pendiceal in  origin.  Only  14  of  these  cases 
were  examined  roentgenologically  for  pneu- 
moperitoneum, and  1 of  these  cases  showed 
free  subdiaphragmatic  air.  Spensley,  Nelson, 
and  Childs5  added  another,  and  Epstein12 
mentions  3 cases  he  has  observed.  In 
addition,  Williams  and  Hartzell13  have  re- 
ported a case  in  which  free  air  was  seen  in  the 
left  lateral  decubitus  position.  In  a recent 
report  on  the  subject  Greenberg14  added  2 
cases.  His  cases  came  from  a ten-year 
collection  of  1,130  cases  of  acute  ap- 
pendicitis. Only  200  cases  of  this  group,  of 
which  98  were  perforated,  were  examined 
radiographically.  Another  recent  report  by 
McCort15  has  6 cases  demonstrating  pneu- 
moperitoneum that  were  gathered  from  a 
collection  of  103  cases  of  perforated  ap- 
pendicitis. Not  all  of  this  group  were 
examined  roentgenologically,  so  again  no 
conclusions  may  be  drawn  as  to  the  true 
incidence  of  this  finding. 

We  have  reviewed  all  of  the  cases  of  acute 
appendicitis  with  perforation  seen  on  the 
pavilion  service  of  the  New  York  Hospital- 
Cornell  Medical  Center  during  the  period 
1932  to  1962  and  were  able  to  find  only  1 
case  demonstrating  pneumoperitoneum. 
Over  this  period  there  was  a total  of  677 
cases  of  perforated  appendicitis  of  which 
510  of  these  were  on  the  adult  (over 
fifteen  years)  service.  During  the  first 
twenty  years  of  this  period  flat  and  upright 
films  were  taken  in  98  (26.3  per  cent)  of  the 
total  373  adult  cases.  In  the  last  ten-year 
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period  there  were  137  adult  cases  with  90 
(65.7  per  cent)  having  this  x-ray  examination 
(Table  I). 

The  only  case  in  which  pneumoperitoneum 
was  demonstrated  was  that  of  a twenty-year- 
old  white  male  who  was  admitted  because  of 
severe  epigastric  pain  accentuated  by  move- 
ment and  of  generalized  tenderness  most 
marked  in  the  right  lower  quadrant  where 
a mass  was  felt.  Flat  and  upright  films  of 
the  abdomen  showed  a small  amount  of  gas 
under  the  right  diaphragm. 

There  are  several  reasons  that  are  prob- 
ably responsible  for  the  infrequency  of 
pneumoperitoneum  with  perforative  ap- 
pendicitis. Collins16  found  in  a study  of 
50,000  appendiceal  specimens  that  the 
lumen  was  partially  or  completely  occluded 
in  over  one  third  of  the  specimens  and  that 
one  quarter  of  the  specimens  were  in  a retro- 
cecal position.  Both  these  factors  should 
account  for  the  absence  of  gas  in  many  cases. 
Inflammatory  exudate  can  readily  fill  the 
entire  lumen  of  the  appendix,  and  unless  the 
perforation  occurs  close  to  the  cecum  as  in 
the  first  case  already  reported,  no  free  air 
will  be  released.  In  an  interesting  study  by 
Paine  and  Rigler17  it  was  shown  that  5 cc. 
of  gas  in  the  right  subphrenic  space  can  be 
seen  by  x-ray  examination  and  that  10  cc. 
can  be  seen  regularly  without  difficulty. 

The  origin  of  the  free  gas  is  another  aspect 
that  must  also  be  considered.  Most  likely 
it  is  part  of  the  normal  intestinal  gas  and 
escapes  through  the  perforation.  However, 
there  are  several  other  ways  in  which  it 
might  originate.  Gas  may  be  produced  from 
bacterial  activity  within  the  appendix.  It 
also  may  arise  from  secondary  perforation 
of  an  appendiceal  abscess  containing  gas  or 
from  peritonitis  with  infection  from  gas- 
forming organisms.  It  should  be  pointed 
out  that  bubbles  of  gas  suggest  an  abscess 
with  the  gas  here  presumably  originating 
from  gas-forming  organisms. 

There  are  a number  of  radiographic  hints 
to  help  one  localize  the  source  of  a pneumo- 
peritoneum when  confronted  with  that  sign 
on  the  upright  film.  Those  that  are  helpful 
in  implicating  perforation  of  the  appendix 
include  the  presence  of  a coprolith  which 
Berg  and  Berg18  feel  is  diagnostic  of  ap- 
pendicitis in  90  per  cent  of  cases  when 
abdominal  pain  is  also  present.  Other 
signs  are  localized  distention  of  the  cecum 
and  terminal  ileum,  a fluid  level  in  the 


cecum,  obliteration  of  the  psoas  margin  on 
the  right,  and  an  increased  density  of  the 
right  lower  quadrant  secondary  to  abscess 
formation  or  a fluid-filled  loop.  Contracture 
of  the  abdominal  muscles  on  the  right, 
scoliosis  of  the  spine  with  concavity  to  the 
right,  a dilated  or  gas-filled  appendix  with  a 
fluid  level,  and  failure  of  the  appendix  to  fill 
on  barium  enema  are  additional  radio- 
graphic  signs  that  are  useful  in  diagnosing  an 
appendiceal  origin  for  the  penumo- 
peritoneum. 

Summary 

A case  of  perforative  appendicitis  with 
pneumoperitoneum  is  reported  and  an 
additional  case  described  from  a review  of 
677  cases  of  acute  appendicitis  with  per- 
foration. These  2 cases  bring  the  total 
reported  in  the  literature  to  22.  Although 
this  is  an  uncommon  finding,  it  should  be 
remembered  in  the  differential  diagnosis  of 
an  acute  condition  of  the  abdomen. 
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T he  clinical  features  of  functioning 
malignant  carcinoid  with  hyperserotoninemia 
are  intense  flushing  of  the  skin,  attacks  of 
wheezing,  episodes  of  diarrhea,  and  endo- 
cardial lesions  involving  the  valves  of  the 
right  side  of  the  heart.  Abdominal  pain 
secondary  to  mechanical  obstruction  may 
occur. 1 Although  a diagnosis  of  malig- 
nant carcinoid  can  be  established  by  the 
finding  of  excessive  5 hydroxyindole  ace- 
tic acid  (5  HIAA)  in  the  urine,  several  re- 
ports have  appeared  of  functioning  malig- 
nant carcinoid  with  normal  urinary  5 
HIAA  levels. 

Recently  we  have  studied  a patient  who 
was  unusual  in  that  he  had  a negative  twenty- 
four-hour  5 HIAA  reaction  in  the  presence 
of  confirmed  hyperserotoninemia,  partial  in- 
testinal malabsorption,  and  a peculiar  sen- 
sory neuropathy  probably  related  to  the 
carcinoid.  In  addition  to  observations  on 
these  aspects,  the  results  of  therapy  with 
5 fluoro-uracil  and  isonicotinic  hydrazide  or 
isoniazid  (INH)  will  be  reported. 


A fifty-year-old  white  male  patient  de- 
veloped dysphagia  in  May,  1960,  followed 
by  persistent  diarrhea.  He  had  been  a 
heavy  drinkef  for  many  years  and  had  had 
a single  facial  flush  in  the  preceding  year. 
The  results  of  a physical  examination, 
routine  laboratory  studies,  and  a barium 
enema  were  normal.  A urinary  test  for 
5 HIAA  was  taken  because  of  his  diarrhea 
and  was  found  to  have  qualitatively  neg- 
ative results. 

In  November,  1960,  after  six  months  of 
diarrhea  and  a 25-pound  weight  loss, 
the  patient  was  admitted  to  Syracuse  Me- 
morial Hospital.  A deformity  of  the  ileo- 
cecal valve,  seen  during  a barium  enema, 
led  to  an  exploratory  laparotomy.  A dis- 
seminated malignant  carcinoid  involving  the 
ileocecal  valve,  liver,  and  mesentery  was 
found.  An  ileocolostomy  was  performed 
to  bypass  20  cm.  of  tumor.  Silver  strains 
for  argentaffin  cells  on  biopsy  material 
indicated  positive  results.  Following  sur- 
gery the  patient  developed  numbness  and 
pain  over  the  right  lower  face  and  jaw,  with 
decreased  pinprick  sensation.  He  also 
complained  of  numbness  in  both  hands  and 
his  right  foot.  Four  qualitative  determina- 
tions of  twenty-four-hour  urinary  5 HIAA 
indicated  negative  results. 

Later  the  patient  was  admitted  to  Uni- 
versity Hospital  on  March  1,  1961,  and 
a physical  examination  showed  that  he  now 
appeared  chronically  ill.  His  blood  pres- 
sure was  102/86  Hg,  respiration  22  per 
minute,  and  pulse  100  per  minute.  His 
lungs  were  clear  to  percussion  and  ausculta- 
tion. The  heart  was  not  enlarged,  and 
there  were  no  murmurs.  There  was  a well- 
healed  lower  abdominal  scar.  The  liver 
was  1 cm.  below  the  costal  margin.  A 
neurologic  examination  revealed  a decreased 
pinprick  sensation  over  the  lower  right 
jaw  and  both  hands.  A rectal  examination 
was  normal.  The  extremities  showed  mini- 
mal clubbing  of  the  fingers. 

Initial  laboratory  findings  included  a 
hemoglobin  of  14.9  Gm.  per  100  ml.;  a hema- 
tocrit of  46;  and  a white  blood  cell  count 
of  7,600  per  cubic  millimeter,  with  47  per 
cent  polymorphonuclear  cells,  47  per  cent 
lymphocytes,  4 monocytes,  and  2 eosino- 
phils. The  total  direct  eosinophil  count 
was  990  per  cubic  millimeter.  A urinalysis 


1128  New  York  State  Journal  of  Medicine  / May  1,  1964 


30 


20- 


10 


5 H I A A 

(meg /ml.  URINE/24  HRS.) 


x 5 Hr  AA 

• BLOOD  SEROTONIN 


x . • 


BLOOD 

SEROTONIN 

MCG  / ML 


1.5 


1.0 


30  3 0 3 0 30  30  30  30  30  30  30  30  30 

NOV.  DEC.  JAN  FEB.  MAR.  APR.  MAY  JUN.  JULY  AUG  SEP  OCT. 

I960  1961 

FIGURE  1.  Biochemical  findings  of  urinary  5 HIAA,  blood  serotonin,  and  pyridoxine  status  of  patient  with 
functional  carcinoid  treated  with  isoniazid  and  5 fluoro-uracil. 


revealed  a specific  gravity  of  1.014  with  a 
faint  trace  of  albumin,  no  sugar,  and  nega- 
tive results  of  a microscopic  examination. 
The  serum  chloride  was  85,  carbon  dioxide 
27,  sodium  134,  and  potassium  4.4  mEq. 
per  liter.  The  total  protein  was  7.8  Gm. 
per  100  ml.,  with  5.4  Gm.  albumin  and  2.4 
Gm.  globulin.  The  serum  calcium  was 
10.2  mg.  per  100  ml.,  and  the  cephalin 
flocculation  was  2 plus.  There  was  no 
sulfobromophthalein  (BSP)  retention  on  two 
occasions.  A serum  bilirubin  was  0.1  mg., 
and  the  blood  urea  nitrogen  was  35  mg. 
per  100  ml.  A stool  guaiac  test  indicated 
negative  results  on  eight  occasions. 

Hospital  course 

Five  days  after  admission,  the  patient 
developed  frequent  facial  flushing  which  later 
occurred  daily.  On  one  occasion  a flush 
was  precipitated  by  forceful  palpation  of 
his  enlarged  liver  despite  a negative  twenty- 
four-hour  urinary  5 HIAA  reaction  at  that 
time.  On  March  29,  1961,  the  blood  sero- 
tonin concentration  was  elevated  markedly 


(Fig.  1).  This  was  the  first  biochemical 
evidence  of  a functioning  carcinoid.  A 
small  bowel  biopsy  with  a Crosby  capsule 
yielded  a fragment  of  duodenal  mucosa 
showing  only  mild  focal  inflammatory  reac- 
tion. The  patient  was  started  on  1.4 
Gm.  of  isoniazid  daily  on  April  1,  1961, 
in  an  attempt  to  reduce  his  hyperserotonine- 
mia.  Within  forty-eight  hours  he  had 
weakness,  dizziness,  nausea,  and  vomiting. 
The  isoniazid  therapy  was  stopped  for 
twenty-four  hours  and  was  well  tolerated 
after  reducing  the  dose  to  0.8  Gm.  daily. 
The  patient  received  no  definite  clinical 
benefit  from  the  isoniazid  therapy  except 
for  a slight  reduction  in  diarrhea.  How- 
ever, he  was  discharged  with  instructions 
to  continue  the  medication  and  was  fol- 
lowed as  an  outpatient.  On  June  8,  1961, 
he  was  readmitted  to  University  Hospital 
with  severe  peritonitis. 

On  exploration,  there  was  partial  to  com- 
plete obstruction  of  several  of  the  mesenteric 
vessels  due  to  carcinoid  tumor  metastases. 
The  tumor  was  more  widely  disseminated 
and  had  increased  in  size  since  the  original 
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laparotomy.  After  removal  of  8 feet  (235 
cm.)  of  gangrenous  bowel,  the  patient  slowly 
improved.  He  was  treated  subsequently 
with  500  mg.  of  5 fluoro-uracil  * daily  from 
July  23  to  27,  with  symptomatic  improve- 
ment and  a decrease  in  serotoninemia  from 
the  highest  level  of  1.34  mg.  per  milliliter, 
reached  on  July  5,  1961.  In  subsequent 
months  the  patient  deteriorated  and  died 
on  December  2,  1961.  Autopsy  permission 
was  not  obtained. 

Malabsorption  studies 

To  determine  the  etiologic  factors  of  his 
diarrhea,  a series  of  intestinal  absorption 
studies  had  been  done.  A Soffer  water  test, 
revealed  markedly  positive  results,  with 
only  140  cc.  of  urinary  output  within  five 
hours  of  drinking  1,  100  ml.  of  water.  Dur- 
ing the  five-hour  test  period,  however,  the 
patient  had  several  watery  bowel  move- 
ments which  may  have  altered  the  results. 

An  intestinal  transit  time  using  carmine 
red  was  eleven  and  one-half  hours  on  one 
occasion  but  was  reduced  to  four  and  one- 
quarter  hours  during  a period  when  the 
patient  was  having  diarrhea.  A D-xylose 
test  on  March  20  revealed  a urinary  excre- 
tion of  2.3  Gm.  in  five  hours.  The  normal 
range  is  from  5.3  to  7.7  Gm.  of  D-xylose 
following  a test  dose  of  25  Gm.  The  patient 
had  no  diarrhea  during  this  test.  The 
diminished  urinary  D-xylose  excretion,  there- 
fore, is  unlikely  to  have  been  due  to  rapid 
transit  but  must  have  reflected  decreased 
intestinal  absorption. 

The  serum  carotene  was  36.4  micrograms 
per  100  ml.  (normal  range  is  80  to  300  micro- 
grams per  100  ml.),  and  a vitamin  A toler- 
ance test  was  carried  out.  The  initial  level 
was  42  micrograms  per  100  ml.  (normal  is 
from  15  to  60  micrograms  per  100  ml.). 
After  500,000  units  of  vitamin  A in  a water 
soluble  form  were  given  orally,  the  blood 
level  rose  to  358  micograms  per  100  ml. 

Urine  for  catecholamines  revealed  a 
twenty-four-hour  excretion  of  59.4  micro- 
grams of  norepinephrine  (normal  is  up  to 
80  micro  grams)  and  4.1  micro grams  of 
vannyl  mandelic  acid  (VMA)  (normal 
range,  3 to  5 micro  grams  per  day).  A 
seventy -two -hour  stool  collection  contained 
21.6  Gm.  of  fat  on  a daily  fat  intake  of 
approximately  65  Gm.  per  day.  The  stool 

* By  courtesy  of  C.  B.  Mueller,  M.D. 


fat  represented  over  10  per  cent  of  his  daily 
intake  and  was  in  excess  of  normal. 

Comment 

Although  previously  reported,  normal  5 
HI  A A levels  are  unusual  in  malignant  car- 
cinoid.2-3 The  patient  showed  no  signifi- 
cant urinary  excretion  of  5 HIAA  until 
April  4,  1961  (Fig.  1).  The  excretion  of 
5 HIAA  indicated  essentially  negative 
results  thereafter  despite  marked  exacerba- 
tion of  the  patient’s  disease  state. 

Olson,  Gursey,  and  Vester4  have  reported 
recently  that  in  chronic  alcoholic  patients 
there  is  a defect  in  tryptophan  metabolism 
resulting  in  abnormally  low  excretion  of 
5 HIAA  following  a tryptophan  load,  even 
in  those  who  had  not  been  imbibing  for 
many  months.  The  patient  under  con- 
sideration had  been  an  excessive  drinker 
until  a few  months  prior  to  his  present  ill- 
ness, and  a defect  in  tryptophan  metabolism 
might  account  for  the  negative  results  in  the 
5 HIAA  levels. 

Intestinal  malabsorption  was  demon- 
strated by  abnormal  D-xylose  absorption, 
low-blood  carotene  levels,  and  increased 
excretion  of  fat  in  the  stool.  He  also  dem- 
onstrated an  abnormally  fast  intestinal 
transit  time  which  may  have  been  responsi- 
ble for  his  diarrhea  rather  than  the  mal- 
absorption. The  finding  of  partial  obstruc- 
tion of  the  vascular  supply  of  the  small  in- 
testine by  widespread  involvement  of  the 
mesentery  yields  a possible  explanation  for 
the  malabsorption.5 

The  unusual  sensory  neuropathy  mani- 
fested by  this  patient  is  difficult  to  explain. 
The  only  objective  finding  is  a slight  dim- 
inution of  pinprick  sensation  over  the  right 
lower  jaw  and  both  hands,  but  he  was  never- 
theless unable  to  button  his  clothes.  The 
numbness  preceded  therapy  with  isoniazid 
and  did  not  improve  either  during  isoniazid 
therapy  or  after  large  doses  of  pyridoxine 
were  given  after  isoniazid  withdrawal. 
Previous  reports  of  neurologic  involvement 
with  malignant  carcinoid  syndrome  have 
included  ataxia,  emotional  lability,  and 
blurred  vision.6  There  have  been  no  specific 
reports  of  a sensory  neuropathy  with  malig- 
nant carcinoid,  but  there  have  been  reports 
of  nonspecific  neuropathies  associated  with 
other  malignant  conditions.7  There  had 
been  no  alcoholic  intake  for  a few  months 
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prior  to  the  onset  of  the  patient’s  illness, 
and  he  had  taken  no  alcoholic  beverages 
during  the  twenty  months  he  was  followed. 
After  the  isoniazid  was  discontinued,  the 
patient  was  treated  with  B-complex  vita- 
mins in  large  doses.  He  never  showed  im- 
provement in  the  neuropathy  during  his 
course.  It  seems  unlikely  that  his  neurop- 
athy was  on  an  alcoholic  basis.  A nu- 
tritional deficiency  cannot  be  excluded  as 
the  basis  of  his  neuropathy. 

Previous  attempts  to  reduce  the  level  of 
circulatory  serotonin  in  carcinoid  with 
drugs  usually  have  been  unsuccessful.8 
Marsalid,  alpha  methyl  dopa,  phenylacetic 
acid,  and  isoniazid  have  been  used,  but  only 
isoniazid  has  given  any  degree  of  even 
transient  reduction  in  the  serotoninemia.9-13 
Blood  serotonin  before  treatment  was  ap- 
proximately 1 mg.  per  millimeter  of  blood  and 
changed  only  slightly  after  isoniazid  ther- 
apy (Fig.  1).  The  blood  level  of  serotonin 
fell  after  surgery  in  June,  1961,  during  which 
a large  mass  of  tumor  was  removed.  The 
serotonin  began  to  increase  again  in  the 
month  following  surgery,  reaching  a peak 
value  of  1.34  mg.  per  millimeter  of  blood  on 
July  5. 

On  July  22  therapy  with  5 fluoro-uracil 
was  begun,  with  a daily  dose  of  500  mg.  in- 
travenously for  five  days.  The  serotonin 
level  dropped  to  0.79  mg.  per  millimeter  of 
blood  on  July  27,  and  he  improved  clinically 
for  about  four -weeks.  It  seems  likely  that 
the  decrease  in  the  serotoninemia  was  due 
to  a decrease  in  the  size  of  the  tumor.  Sub- 
sequently, the  patient  deteriorated,  and 
repeated  courses  of  treatment  with  5 fluoro- 
uracil  had  no  beneficial  effect. 

Summary 

A fifty -year-old  male  patient  was  found 
to  have  a malignant  carcinoid  initially,  with 
normal  urinary  levels  of  5 HIAA  and  per- 
sistent hyperserotoninemia.  He  had  in- 
testinal malabsorption,  probably  due  to 
interference  with  the  intestinal  blood  sup- 
ply by  the  tumor  mass.  He  also  had  rapid 
intestinal  transit,  probably  caused  by  the 
effect  of  the  high  serotonin  levels  on  the  in- 


testines. The  patient  manifested  a pe- 
culiar peripheral  sensory  neuropathy,  ap- 
parently unrelated  to  pyridoxine  metabo- 
lism, which  was  probably  related  to  his 
carcinoid  disease.  Treatment  with  iso- 
niazid (INH)  did  not  result  in  clinical  im- 
provement, although  the  serotoninemia  was 
somewhat  depressed  after  five  weeks.  The 
hyperserotoninemia  was  also  depressed 
within  five  days  following  therapy  with  5 
fluoro-uracil. 
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BILLSBORD 


A Slight  Touch  of  Seasoning 


Wherever  we  may  live  and  for  as  long  as  we 
live,  once  every  year  each  of  us  experiences  the 
miracle  of  nature  known  as  spring.  When  it 
does  finally  come  to  this  North  Country,  the 
onset  is  as  obscure  and  as  insidious  as  is  the 
fabled  English  humor.  The  first  intimation  is 
the  slightest  hint  of  languorous  warmth  tingeing 
the  cold,  impersonal,  and  aseptic  atmosphere 
that  characterizes  winter.  Although  it  is 
only  a wisp,  just  a promise  of  things  to  come, 
still  this  “hint  of  the  sun”  causes  roads  to  heave 
with  impatience  and  shamelessly  flaunt  bare 
pavements  at  midday.  Small  isolated  pools  of 
water  now  dot  the  fields  of  ice  imprisoning  the 
rivers,  a pattern  that  might  well  appear  sca- 
brous to  some  disinterested  and  objective  viewer 
but  to  the  native  has  all  the  beauty  and  glamor 
of  a clutch  of  perfect  diamonds  ensconced  on  a 
field  of  white  velvet.  Then,  almost  overnight, 
the  snow  is  gone,  and  now  insignificant  trickles 
of  water  suddenly  live  up  to  their  pretentious 
designation  of  river  as  they  become  surging 
freshets  to  assist  the  north  slope  of  the  Adiron- 
dacks  to  pay  its  annual  tithe  to  Mother  Ocean. 
The  doughty  daffodil  and  the  courageous  crocus 
break  earth’s  frozen  crust  to  prove  to  more 
timorous  if  larger  brethren  it  can  be  done. 
Nor  does  this  major  upheaval  of  nature,  this  an- 
nual awakening  of  desire  and  stimulating  of 
growth  as  the  lethargy  of  winter  is  lost,  con- 
fine itself  to  the  inanimate.  In  man  himself 
hormones  surge  in  torrential  spurts,  the  ice  of  in- 
difference melts,  eyes  begin  to  rove,  pulses 
pound,  and  ordinary  daily  incidents  assume  an 
aura  of  adventure.  Sedate  adults  experience 
an  indefinable  restlessness,  and  adolescents 
giggle  with  little  provocation.  The  heretofore 
unnoted  girl  next  door  or  the  young  lady  in  the 
next  office  becomes  an  intriguing  mystery.  It 
is  a disturbing  and  wonderful  cataclysm,  and 
it  is  universal;  there  is  no  immunity,  no  escape 
for  anyone.  As  for  me,  I freely  confess  my 
reaction  to  be  that  of  any  other  red-blooded 
male  of  my  age;  so  downtown  I go  and  have 
them  change  my  snow  tires  for  regular  treads! 

* * * 

Sometimes  we  wonder: 

— If  1965  will  not  see  the  recent  enthusiasm 
of  candidates  for  public  debate  with  opponents 
filed  in  some  remote  attic  with  their  high 
school  yearbooks. 

— If  anyone  else  has  this  impression:  Whereas 
clergymen  once  preached  of  man’s  need  of  God, 
today  it  is  of  God’s  need  of  man. 

—How  it  is  possible  for  someone  to  have  so 
finely  developed  a discriminatory  sense  as  to 


differentiate  between  a fee  and  a tax  and  yet 
lack  the  ability  to  appreciate  the  difference  be- 
tween spurious  quackery  and  legitimate  pro- 
fessionalism. 

— If  one  of  the  problems  besetting  modern 
medicine  is  not  so  much  the  loudly  lamented  loss 
of  the  old-time  family  physician  as  it  is  the  dis- 
appearance of  the  old-time  medical  consultant. 

— How  it  is  that  a department  of  education 
that  so  frequently  and  emphatically  declares 
that  regardless  of  the  dearth  of  teachers,  there 
must  be  no  adulteration  of  professional  quali- 
fications; there  must  be  no  double  standard  be- 
cause of  special  needs  of  some  geographic  areas; 
that  licensure  represents  the  minimal  evaluation 
necessary  to  maintain  standards  and  protect 
the  interest  of  the  people  and  therefore  must  be 
based  on  educational  requirements  and  evidence 
of  ability  and  must  be  met  by  every  applicant  for 
licensure;  will  yet  sponsor  legislation  to 
license  a group  to  provide  for  the  physical 
needs  of  the  health  of  our  citizenry  in  the  face  of 
incontrovertible  evidence  of  inadequate  educa- 
tion and  training  and  authoritative  evidence  of 
the  scientific  fallacy  of  the  basic  premise  on 
which  this  group  rests  its  claim  to  recognition. 
As  a matter  of  fact  the  poverty  of  educational 
background  is  so  evident  the  department  had 
also  to  sponsor  legislation  for  a special  type  of  ex- 
amination for  granting  of  license.  If  they  believe 
as  they  state  that  regardless  of  background  or  of 
limited  professional  sphere  all  applicants  for  a 
teaching  license  must  pass  the  same  examination, 
as  is  the  case  for  nurse  licensure,  then  do  they  be- 
lieve that  lowering  of  standards  of  licensure  to 
care  for  the  sick  and  disabled  is  less  dangerous  to 
the  citizenry?  If  not,  how  can  they  explain 
their  refusal  to  stand  for  professional  integrity 
and  demand  that  whatever  the  basic  philosophy 
subscribed  to,  all  practitioners  of  the  healing  art 
must  take  and  pass  the  same  examination  to 
provide  protection  of  the  people  and  their  health. 

— If  we  will  ever  again  associate  the  phrase 
“fall  in”  with  love  and  not  with  conformity  or 
think  of  “fall  out”  as  referring  to  hair  rather 
than  radiation. 

— If  it  is  only  those  with  the  courage  to  live 
without  whimpering  who  develop  the  serenity 
to  die  without  apprehension. 

* * * 

Once  an  orthopedic  surgeon  named  Jones 

Went  to  Las  Vegas  to  study  his  bones; 

His  downfall,  they  say, 

Was  four — the  hard  way. 

Mention  bones  to  Doc  Jones,  he  now  moans. 

WRC 


1132  New  York  State  Journal  of  Medicine  / May  1,  1964 


Necrology 


Willard  Emerson  Austen,  M.D.,  of  New 
York  City  and  Scarsdale,  died  on  December  25, 
1963,  at  the  age  of  sixty-six.  Dr.  Austen 
graduated  in  1921  from  the  University  of  Pitts- 
burgh School  of  Medicine.  He  was  a consultant 
and  assistant  to  the  medical  director  of  Group 
Health  Insurance.  Dr.  Austen  was  a Diplo- 
mate  of  the  American  Board  of  Ophthalmology 
and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Simon  Bush,  M.D.,  of  Kingston, 
died  on  February  17  at  the  age  of  seventy. 
Dr.  Bush  graduated  in  1920  from  Fordham 
University  School  of  Medicine.  He  was  chief 
of  staff  and  chief  attending  surgeon  at  Benedic- 
tine Hospital.  Dr.  Bush  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member 
of  the  International  Academy  of  Proctology, 
the  Ulster  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Donald  Farquhar  Currie,  M.D.,  of  Shelter 
Island  Heights,  died  on  February  3 at  the  age  of 
sixty-one.  Dr.  Currie  graduated  in  1928  from 
the  University  of  Alberta  Faculty  of  Medicine. 
He  was  an  attending  physician  and  surgeon  at 
Eastern  Long  Island  Hospital  Association. 
Dr.  Currie  was  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harold  Damask,  M.D.,  of  New  York  City, 
died  on  March  7 at  the  age  of  forty-six.  Dr. 
Damask  graduated  in  1943  from  New  York 
Medical  College.  He  was  a Diplomate  of  the 
American  Board  of  Surgery  and  a member  of 
the  New  York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Charles  William  Depping,  M.D.,  of  Tyring- 
ham,  Massachusetts,  formerly  of  New  York 
City,  died  on  February  8 at  the  age  of  seventy- 
six.  Dr.  Depping  graduated  in  1912  from  Yale 
University  School  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Otolaryn- 
gology, a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American 
Laryngological,  Rhinological  and  Otological 
Society,  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  New  York 
Academy  of  Medicine,  the  New  York  Otological 
Society,  the  New  York  County  Medical  Society, 


the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Louis  F.  Garben,  M.D.,  of  Islip,  died  on 
February  8 at  the  age  of  seventy-five.  Dr. 
Garben  graduated  in  1913  from  Long  Island 
College  Hospital  Medical  School.  He  was  an 
attending  physician  at  Central  Islip  State 
Hospital,  an  emeritus  director  of  obstetrics  at 
Southside  Hospital  (Bay  Shore),  and  a consult- 
ing obstetrician  at  Pilgrim  State  Hospital.  Dr. 
Garben  was  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American 
Medical  Association. 

Arthur  Glaser,  M.D.,  of  New  York  City, 
died  on  February  15  at  the  age  of  seventy-four. 
Dr.  Glaser  received  his  medical  degree  from  the 
University  of  Berlin  in  1913.  Formerly  a 
supervising  psychiatrist  at  Kings  Park  State 
Hospital,  he  retired  from  this  post  in  1961.  Dr. 
Glaser  was  a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Stanley  Elias  Glasner,  M.D.,  of  The  Bronx, 
died  on  January  4 at  the  age  of  fifty-five.  Dr. 
Glasner  received  his  medical  degree  from  the 
University  of  Prague  in  1938.  He  was  a member 
of  the  American  Academy  of  General  Practice, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Hugo  Graner,  M.D.,  of  Elmhurst,  died  on 
February  22  at  the  age  of  seventy.  Dr.  Graner 
received  his  medical  degree  from  the  University 
of  Budapest  in  1921.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens  and 
the  Medical  Society  of  the  State  of  New  York. 

William  Hall  Hawkins,  M.D.,  of  Mount 
Kisco,  died  on  February  27  at  the  age  of  eighty. 
Dr.  Hawkins  graduated  in  1911  from  Johns 
Hopkins  University  School  of  Medicine.  He 
was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  New  York  Acad- 
emy of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harold  Raymond  Hedden,  M.D.,  of  New 

York  City,  died  on  February  22  at  the  age  of 
seventy.  Dr.  Hedden  graduated  in  1924  from 
Long  Island  College  Hospital  Medical  School. 
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He  was  an  associate  attending  physician  at 
Medical  Arts  Center  Hospital.  Dr.  Hedden 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Leonard  Aloysius  Hulsebosch,  M.D.,  of 

Glens  Falls,  died  on  January  22  at  the  age  of 
sixty-eight.  Dr.  Hulsebosch  graduated  in  1920 
from  Fordham  University  School  of  Medicine. 
Retired  in  1955,  he  had  served  as  president  of 
the  Warren  County  Medical  Society  from  1935 
to  1936  and  in  1944  was  appointed  a member 
of  the  medical  costs  committee  to  make  the 
study  that  led  to  selection  of  the  Blue  Shield 
plan  for  Warren  County  and  the  Capital  Dis- 
trict. Dr.  Hulsebosch  was  a Fellow  of  the 
International  College  of  Surgeons  and  a mem- 
ber of  the  Glens  Falls  Academy  of  Medicine, 
the  Warren  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Arthur  Katzenstein,  M.D.,  of  Freeport,  died 
on  November  28,  1963,  at  the  age  of  sixty -nine. 
Dr.  Katzenstein  received  his  medical  degree 
from  the  University  of  Munich  in  1920.  He 
was  a member  of  the  Nassau  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Bertram  S.  Kramer,  M.D.,  of  The  Bronx, 
died  on  March  7 at  the  age  of  seventy-four. 
Dr.  Kramer  graduated  in  1915  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  ophthalmologist  at  Jewish 
Memorial  Hospital.  Retired  in  1954,  Dr. 
Kramer  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the 
New  York  Society  for  Clinical  Ophthalmology 
and  a member  of  the  New  York  Society  for 
Clinical  Ophthalmology,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

George  Eric  Peabody,  M.D.,  of  New  York 
City,  died  on  December  24,  1963,  at  the  age  of 
forty-three.  Dr.  Peabody  graduated  in  1944 
from  Cornell  University  Medical  College.  He 
was  a medical  director  of  Pfizer  International 
Pharmaceutical  Company  of  New  York  City 
and  an  assistant  attending  physician  at  Bellevue 
Hospital.  Dr.  Peabody  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Rudolf  Poliak,  M.D.,  of  New  York  City,  died 
on  September  25,  1963,  at  the  age  of  eighty- 
eight.  Dr.  Poliak  received  his  medical  degree 
from  the  University  of  Vienna  in  1900.  He  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Walter  Rachmann,  M.D.,  of  New  York  City, 
died  on  October  6,  1963,  at  the  age  of  sixty-nine. 
Dr.  Rachmann  received  his  medical  degree  from 
the  University  of  Berlin  in  1920.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Sandor  A.  Roth,  M.D.,  of  New  York  City, 
died  on  January  29  at  the  age  of  sixty-nine. 
Dr.  Roth  graduated  in  1918  from  Fordham 
University  School  of  Medicine. 

Leonard  Hilliard  Rothschild,  M.D.,  of 

Auburn,  died  on  December  3,  1963,  at  the  age 
of  sixty-two.  Dr.  Rothschild  graduated  in 
1925  from  Syracuse  University  School  of  Medi- 
cine. 

Markus  Schwamm,  M.D.,  of  New  York  City, 
died  on  March  7 at  the  age  of  sixty-seven.  Dr. 
Schwamm  received  his  medical  degree  from  the 
University  of  Munich  in  1923.  He  was  a 
member  of  the  American  Rheumatism  Associa- 
tion and  the  New  York  Rheumatism  Associa- 
tion. 

Irving  Schwartz,  M.D.,  of  New  York  City, 
died  on  December  30,  1963,  at  the  age  of  sixty- 
six.  Dr.  Schwartz  graduated  in  1921  from 
Cornell  University  Medical  College.  He  was 
an  attending  roentgenologist  at  Bellevue  Hos- 
pital and  New  York  Eye  and  Ear  Infirmary. 
Dr.  Schwartz  was  a Diplomate  of  the  American 
Board  of  Radiology  (Diagnostic  Roentgenology) 
and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  American  Roentgen 
Ray  Society,  the  New  York  Academy  of  Medi- 
cine, the  New  York  Otological  Society,  the  New 
York  Roentgen  Society,  the  New  York  Society 
for  Thoracic  Surgery,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  T.  Shields,  Jr.,  M.D.,  of  Troy,  died 
on  February  25  at  the  age  of  seventy-eight. 
Dr.  Shields  graduated  in  1911  from  Albany 
Medical  College.  He  was  a consulting  ortho- 
pedic surgeon  at  Samaritan,  Leonard  Memorial, 
St.  Mary’s,  and  Cohoes  Memorial  Hospitals. 
Dr.  Shields,  a member  of  the  board  of  trustees 
of  Albany  Medical  College  since  1956,  was  a 
Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  Rensselaer  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  B.  Sokal,  M.D.,  of  Brooklyn,  died  on 
September  30,  1963,  at  the  age  of  seventy-three. 
Dr.  Sokal  received  his  medical  degree  from  the 
University  of  Lwow  (Poland)  in  1920.  Re- 
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Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  over  forty 
years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.  16,  N.  Y. 
MUrray  Hill  4-3211 


STABILITY . . . 

SUPERVISION  . . . 
SERVICE.  . . 


Index  to  Advertised  Products 


Antiasthmatic  bronchodilators 

Deltasmyl  (Roussel  Corp.) 1053 

Antibiotics 

Polysporin 

("Burroughs  Wellcome  & Company,  Inc.) 1066 

Anticonvulsants 

Dilantin  (Parke  Davis  & Company) 1063 

Antirheumatics 

Pabalate  (A.  H.  Robins  Company,  Inc.) 1076 

Antiseptics 

Alkalol  (Alkalol  Company) 1137 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 1064 

Appetite  suppressants 


Desbutal  Gradumet  (Abbott  Laboratories). . . .1044-1045 


Beverages 

No-Cal  (Kirsch  Beverages,  Inc.) 1055 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 1047 

Sardo  (Sardeau,  Inc.) 1140 

Diagnostic  aids 

Hema-Combistix  (Ames  Company,  Inc.) 3rd  cover 


Tine  Test 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 2nd  cover 

Foods 

Corn  Oil  Margarine  (J.  H.  Filbert,  Inc.) 1069 

Fleischmann’s  Margarine 

(Standard  Brands,  Inc.) 1051 

Hormones 

Enovid-E  (G.  D.  Searle  & Company) 1075 

Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 1137 

Psycho-energizers 

Nicozol  (Hart  Laboratories) 1049 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 1067 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 

Topical  antibiotics 

Furacin  (Eaton  Laboratories) 1043 

Tranquilizers 

Miltown  (Wallace  Laboratories) 1056-1057 

Vitamin-tonics 

Neobon  (J.  B.  Roerig  & Company) 1065 
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tired  in  1959,  he  had  directed  a series  of  Polish 
language  broadcasts  on  health  topics  for  the 
Department  of  Health,  wrote  a regular  medical 
column  for  a Polish  language  newspaper,  and 
prepared  public  health  pamphlets  to  educate 
the  public  on  tuberculosis.  Dr.  Sokal  was  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jonny  Jonas  Stern,  M.D.,  of  New  York  City, 
died  on  January  30  at  the  age  of  sixty-four. 
Dr.  Stern  received  his  medical  degree  from  the 
University  of  Berlin  in  1929.  He  was  an  associ- 
ate attending  physician  at  Jewish  Memorial 
Hospital.  Dr.  Stern  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York  and  the  Ameri- 
can Medical  Association. 

Norman  M.  Stoller,  M.D.,  of  New  York  City, 
died  on  January  31  at  the  age  of  thirty-eight. 
Dr.  Stoller  graduated  in  1950  from  New  York 
Medical  College.  He  was  an  adjunct  surgeon 
at  Beth  Israel  Hospital  and  an  assistant  at- 
tending surgeon  at  Bronx  Municipal  Hospital 
Center.  Dr.  Stoller  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  New  York  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 

Mario  Charles  Taddeo,  M.D.,  of  The  Bronx, 
died  on  December  9,  1963,  at  the  age  of  fifty-one. 
Dr.  Taddeo  graduated  in  1937  from  New  York 
Medical  College.  He  was  an  associate  attend- 
ing surgeon  at  Fordham  and  St.  Francis 
Hospitals.  Dr.  Taddeo  was  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the 
International  College  of  Surgeons,  and  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alexander  B.  Timm,  M.D.,  of  New  York  City, 
died  on  February  15,  1963,  at  the  age  of  seventy- 


five.  Dr.  Timm  graduated  in  1915  from  New 
York  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  attending  gynecologic 
surgeon  (inactive)  at  Midtown  Hospital.  Dr. 
Timm  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Richard  Trautman,  M.D.,  of  New  York  City, 
died  on  April  2,  1963,  at  the  age  of  seventy. 
Dr.  Trautman  received  his  medical  degree  from 
the  University  of  Hamburg  in  1920. 

Philip  John  Vetter,  M.D.,  of  The  Bronx, 
died  on  December  18,  1963,  at  the  age  of  eighty- 
four.  Dr.  Vetter  graduated  in  1901  from  New 
York  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Harry  Wynn  Vinicombe,  M.D.,  of  Brooklyn, 
died  on  November  11,  1963,  at  the  age  of 
seventy-nine.  Dr.  Vinicombe  graduated  in 
1912  from  the  College  of  Physicians  and 
Surgeons  (Baltimore).  He  was  a member  of 
the  Brooklyn  Urological  Society,  the  Medical 
Society  of  the  County  of  Kings,  and  the  Medical 
Society  of  the  State  of  New  York. 

Myron  McDonald  Weaver,  M.D.,  of  Schenec- 
tady, died  on  December  25,  1963,  at  the  age  of 
sixty-two.  Dr.  Weaver  graduated  in  1932  from 
Rush  Medical  College.  He  was  a consulting 
physician  at  Ellis  Hospital,  dean  of  Union 
University’s  graduate  school,  and  had  served 
previously  as  first  dean  of  the  medical  college 
of  the  University  of  British  Columbia.  Dr. 
Weaver  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  Schenectady  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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in  classified  copy  for  the  sake  of  grammatical 
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NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7 , N.  Y. 


ALKALOL 

Mild  nasal  douche 

for 

hay  fever 

j 1 

Send  for  clinical  sample  j 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 

PINEWOOD 

Physician  in  Charge 

E8T  1080 

J.  Epstein,  M.D.,  L.F.A.P.A. — L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  Toff 


Five  Acres  of  Pinewo^.ded  Grounds 

SENILE— AGED 


Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


POSITIONS  WANTED 


RADIOLOGIST  SEMI-RETIRED,  LICENSED  IN  N.Y. 
and  N.J.  Available  2 or  3 afternoons  a week.  Box  893, 
% N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 


UROLOGIST,  34,  PROTESTANT,  EXCELLENT  BACK- 
ground,  seeks  initial  practice  or  association  opportunity. 
All  replies  answered  immediately.  Box  898,  % N.Y.  St. 
Jr.  Med. 


OPHTHALMOLOGIST,  HARVARD  MEDICAL  SCHOOL, 
university  trained,  seeks  association  with  ophthalmologist 
or  group.  Available  July  1964.  Box  902,  % N.Y.  St. 
Jr.  Med. 


WELL  TRAINED  ENT  MAN  TO  ASSOCIATE  WITH 
established  practitioner  in  suburban  area.  Call  212 
BOwling  Green  9-5360  or  write  George  F.  Sheehan,  50 
Broad  Street,  New  York,  New  York  10004. 


OBS-GYN;  AGE  34,  BOARD  QUALIFIED,  MILITARY 
completed,  family;  seeks  association,  solo,  or  group  prac- 
tic.  Box  867,  % N.Y.  St.  Jr.  Med. 


WILL  SUBSTITUTE  FOR  VACATIONING  PHYSICIAN 
(Int.  Med.)  in  N.Y.  St.  Send  offer  to:  M.  Z.  Ploski,  M.D., 
Box  1928,  Delray  Beach,  Florida. 
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PEDIATRICIAN,  INTERNIST 

For  comprehensive  medical  care  group;  limited  house 
calls;  pleasant  New  York  City  suburb;  initial  con- 
tract leading  to  partnership;  $15,000.00  per  annum; 
$16,000.00  per  annum  if  Board  certified.  Send  full 
curriculum  vitae  in  first  letter.  Box  891,  % N.Y.  St. 
Jr.  Med. 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 

OPPORTUNITY  FOR  BOARD  CERTIFIED  OR  BOARD 
eligible  anesthesiologist,  fee  for  service  bases,  134  bed 
hospital,  approved  by  J.C.H.A.,  located  in  a progressive 
and  friendly  city  in  the  picturesque  north  country  of 
Champlain  Valley.  University  within  city  limits;  fine 
educational  and  cultural  advantages;  excellent  opportunity 
for  qualified  physician.  Address  replies,  including  resume, 
to:  Box  421,  Plattsburgh,  New  York. 

GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 

NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years'  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 

URGENT  NEED  FOR  GENERAL  PRACTITIONER, 
medical  specialists.  Growing  Suffolk  Long  Island  com- 
munity. Hospital  nearby.  Excellent  practice  guaran- 
teed. Call:  516  JU  3-9041;  516  JU  8-5100. 

WANTED— HOUSE  PHYSICIAN  WITH  POSTGRAD- 
uate  training  or  experience  in  internal  medicine.  State 
license  and/or  ECFMG  certificate  necessary.  Modern 
300  bed  hospital  with  excellent  staff.  Salary  in  excess  of 
$11, 000 /annum.  Write  F.  W.  Furth,  M.D.,  Community 
Hospital  of  Greater  Syracuse,  Broad  Road,  Syracuse, 
New  York  13215. 

GENERAL  PRACTITIONER : FAST  GROWING  STATE 
university  community;  additional  medical  help  needed; 
new  county  infirmary;  30  miles  south  of  Rochester. 
Box  97,  Geneseo,  N.  Y. 

WANTED:  BOARD  TRAINED  ANESTHESIOLOGIST. 
Join  group,  2 partners.  Salary  first  year,  then  partner- 
ship. Small  community  near  metropolitan  New  York. 
Box  895,  % N.Y.  St.  Jr.  Med. 

GENERALIST  DESIRES  ASSOCIATE  IMMEDIATELY. 
No  investment  necessary;  minimum  guarantee.  Queens 
County.  Leaving  for  specialization.  Box  892,  % N.Y. 
St.  Jr.  Med. 

ANESTHESIOLOGY  CAREER  RESIDENCY  AVAIL- 
able  at  Veterans  Administration  Hospital,  Syracuse,  N.  Y. 
This  active,  488  bed  GMS  Hospital  is  affiliated  with  the  As- 
sociated Hospitals  of  the  Upstate  Medical  Center  State 
University  of  New  York.  Fully  approved  training  in  all 
aspects  of  anesthesia  under  the  direction  of  Allen  B.  Dob- 
kin,  M.D.  Depending  upon  qualifications,  stipend  may 
range  from  $8,410  to  $11,725  per  annum.  Licensure  and 
American  citizenship  are  prerequisite.  Apply  to:  Chief  of 
Staff,  V.  A.  Hospital,  Syracuse,  New  York 

PRACTICE  OPPORTUNITIES,  G.P.,  MOST  SPECIAL- 
ties.  Growing  Huntington  community  (north  shore) 
needs  medical  services.  Rent  or  buy  excellent  location. 
D.  S.  Figelman,  D.D.S.,  105  Burr  Rd.,  E.  Northport. 

PHYSICIANS  WANTED  — MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-Aug.  Good  salary, 
free  placement.  350  member  camps.  Dept.  P,  Associa- 
tion Private  Camps,  55  West  42nd  St.,  New  York  36. 


PHYSICIANS  WANTED— CONT’D 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City,  is  a 247  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program,  and  a progressive 
philosophy  regarding  internship  training.  We  are  ac- 
cepting applications  for  rotating  internships  and  invite 
your  inquiries.  The  program  has  the  approval  of  the 
Council  on  Medical  Education  of  the  American  Medical 
Association.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New 
York. 


WESTCHESTER  PROFESSIONAL  OFFICES  AVAIL- 
able  June  in  new  Medical  Center  in  growing  IBM  com- 
munity. 914  AR  3-3046. 


THE  BROOKLYN  VETERANS  ADMINISTRATION 
Hospital  has  vacancies  for  residency  training  beginning 
July  1,  1964.  This  is  a 1000-bed  general  medical  and 
surgical  hospital;  affiliation  with  State  University  of  New 
York,  Downstate  Medical  Center,  Brooklyn,  New  York. 
Openings  are  available  in:  Internal  medicine  3 years; 

radiology  3 years;  pathology  4 years;  physicial  medicine 
and  rehabilitation  3 years;  and  thoracic  surgery  2 years, 
($6,440  and  $7,405);  salary  $4,205  to  $6,440  with  annual 
increases;  career  residencies  available  in  physical  med- 
icine and  rehabilitation  and  in  pathology  from  $8,410  to 
$11,725,  depending  on  qualifications.  Contact:  Chief  of 
Staff,  V.A.  Hospital,  Brooklyn,  New  York  11209. 

GENERAL  PRACTITIONER  AND  A SURGEON  UR- 
gently  needed.  Northern  N.Y.  Lucrative  practice; 
area  15,000;  new  hospital.  Industrial,  farming,  insurance, 
school  physician;  resort  area.  Modern  home  adjoining 
equipped  office  building.  Sacrifice  $23,000;  terms.  Box 
903,  % N.Y.  St.  Jr.  Med. 


LOCUM  TENENS.  LARGE  MIDTOWN  HOTEL,  N.Y.C. 
July  & August.  Full  time,  G.  P.  or  internist.  Advant- 
ageous. Box  904,  % N.Y.  St.  Jr.  Med. 

GENERAL  PRACTITIONER,  INTERNIST.  PARTNER 
retired.  Semirural  village  30  minutes  from  university, 
Rochester  hospitals.  Prosperous,  scientific  practice. 
Any  race,  sex;  prefer  upper  Vi  graduating  class,  some 
residency,  under  40.  Write,  call  collect  C.  R.  Keller,  Jr., 
M.D.,  Hilton,  N.  Y. 

UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario;  heart  of  dairy  and  fruit  farm- 
ing area.  Well  equipped  office  and  attractive  home  avail- 
able, excellent  schools.  Unlimited  practice.  Please  reply 
to:  John  Hall,  Red  Creek,  New  York. 

WANTED:  ASSOCIATE  OR  PARTNER  IN  GENERAL 
practice,  town  1,900;  Finger  Lakes  area  near  Cornell 
University;  10  min.  from  hospital;  3 doctors  in  town. 
Call  607-387-7921,  Eugene  S.  Farley,  Jr.,  M.D.,  Trumans- 
burg,  N.  Y. 

GENERAL  PRACTITIONER,  3 WEEKS  ONLY,  AUGUST 
20  to  September  10,  6 days  per  week  until  4 PM;  Room 
and  meeds;  $750  for  the  period.  New  York  license  re- 
quired. First  aid  and  general  consultation,  underprivil- 
eged children  and  their  mothers,  on  board  the  Floating 
Hospital.  Leaves  mid-town.  New  York  City,  8:30  AM 
daily.  St.  John’s  Guild,  1 East  42nd  St.,  New  York  City. 


BOARD  CERTIFIED  OR  ELIGIBLE  INTERNIST  FOR 
fulltime  position  as  Chief  of  House  Staff  in  a geriatric 
hospital.  Knowledge  of  Yiddish  desirable.  Good  salary 
and  benefits.  Send  resume  to  Box  906,  % N.Y.  St.  Jr. 
Med. 


WANTED:  GENERAL  PRACTITIONER  FOR  PART- 

nership  or  association.  Must  be  willing  to  practice  obstet- 
rics and  general  practice  with  another  practitioner  in 
Connecticut,  approximately  one  hour  from  New  York  City 
and  15  minutes  from  Yale  University.  Box  907,  % N.Y. 
St.  Jr.  Med. 


THORACIC  SURGERY  RESIDENT:  THE  BROOKLYN 
Veterans  Administration  Hospital,  a 1000-bed  GM  & S 
Hospital,  has  a vacancy  for  a two  year  Board  certified  resi- 
dency in  thoracic  surgery  beginning  July  1,  1964.  Re- 
quirement: completed  approved  training  in  general  sur- 
gery. Salary:  $6,440  and  $7,405  per  annum.  Contact: 
Robert  Klopstock,  M.D.,  Chief,  Thoracic  Surgery,  VA 
Hospital,  Brooklyn  New  York  11209. 
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PHYSICIANS  WANTED— CONT’D 


WANTED:  ANESTHESIOLOGIST  FOR  GROUP  PRAC- 
tice,  Board  eligible,  recent  graduate.  Western  New  York 
area.  Box  910,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER,  RECENT  GRADUATE; 
full  time;  Queens  County;  excellent  opportunity,  $15,000 
start,  early  partnership.  Details.  Box  912,  % N.Y.  St. 
Jr.  Med. 


ANESTHESIOLOGIST,  NEW  YORK  STATE  LICENSE; 
voluntary  hospital.  New  York  City  area.  Financial 
arrangements  open.  Box  914,  % N.Y.  St.  Jr.  Med. 


YOUNG  G.P.  IN  MANHATTAN— FULL  TIME.  SPAN- 
ish  speaking  necessary.  Eventual  partnership.  $15,000 
to  start.  Box  913,  % N.Y.  St.  Jr.  Med. 


EQUIPMENT 


FOR  SALE:  X-RAY  MACHINE  100  M.A.  MOTOR 

driven  table  and  spot  device;  rotating  anode  tube.  Can 
be  seen  in  operation.  Box  911,  % N.Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


ACTIVE  GENERAL  PRACTICE,  SYRACUSE,  N.Y. 
Office-home  combination,  well  suited  also  for  specialist, 
for  less  than  real  estate  value;  easy  terms.  Reason: 
retiring.  Box  894,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTICE,  HOME-OFFICE  COMBINA- 
tion  for  sale  due  to  death.  180  bed  hospital  within  2 miles 
in  Cortland,  N.  Y.  Mrs.  Eugene  Alexander,  108  S.  Main 
St.,  Homer,  N.  Y. 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


5 RM.,  EQUIPT.  OFF.,  GENERAL  PRACTICE  EST.  23 
yrs.  1800  act.  file,  for  lease.  Ave.  D,  cor.  Albany  Av., 
Bklyn.  NA  9-2313. 


UNUSUAL  OPPORTUNITY  TO  PURC  HASE  ACTIVE, 
general  practice,  choice  Bklyn  location  near  all  transporta- 
tion (5  busses  and  express  subway  stop).  New  equipment, 
furniture  and  air  conditioning.  Call  or  write:  Guy  V. 

Spinello,  M.D.,  1081  E.  Pkwy.,  Bklyn,  N.Y.  PR  8-9174. 


DERMATOLOGIST  TO  TAKE  OVER  OLD,  WELL 
established  practice  -of  recently  deceased  colleague  in 
midtown  Buffalo,  N.Y.  Office  bldg.,  4 rooms  available 
at  rel.  low  rent.  Asking  only  actual  value  of  furnit.  and 
equipmt,  incl.  superfic.  therapy  X-ray  machine.  Mrs. 
Jos.  Sternglass,  963  Colvin  Blvd.,  Kenmore,  N.Y.  14217. 


PRACTICE  WANTED 


INTERNIST,  AGE  33,  MARRIED,  BOARD  ELIGIBLE; 
subspecialty  hematology,  desires  association.  Available 
July  1964.  Box  908,  % N.Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT 


WICOPEE  ESTATES— 42  MILES  FROM  NYC-TOMP- 
kins  Corners.  New  filtered  swimming  pools;  modern 
4 & 5 room  cottages  desirable  for  physicians,  each  on  (1) 
acre.  All  sport  facilities;  priv.  lake;  day  camp;  social 
hall;  lunch’tte;  wash’g  machines.  Taconic  Parkway  to 
Peekskill  Hollow  Road  (exit  P 2A),  follow  signs.  NYC: 
CH  4-2624  or  TW  6-1169. 


AIR-CONDITIONED  PROFESSIONAL  BUILDING  IN 
Hewlett,  L.I.  Suites  available;  reasonable  rent:  will 

subdivide.  Opposite  L.I.  station,  business,  etc.  WOrth 
6-2750. 


DOCTOR  NEEDED,  YONKERS,  BX  RIVER  RD.  FOR 
sale,  new  2 fm.  brick,  lge.  prop.;  cor.  parking.  Exc.  loc. 
in  area  of  new  luxury  apts.  914  BE  7-5271  eves. 


PHYSICIAN’S  OFFICE  FOR  RENT  OR  SALE— WELL 
equipped,  excellent  opportunity.  Call  Utica,  REdwood 
2-4537. 


SPECIALIST  WISHES  TO  SHARE  WAITING  ROOM, 
consultation-treatment  room,  utility  room.  Exclus.  use 
mornings,  most  afternoons,  evenings.  East  37th  St., 
Manhattan.  Reasonable.  MU  5-5224. 


KEW  GARDENS:  BEAUTIFUL  4 BEDROOM  HOME; 
huge  living  room,  sun  room,  breakfast  area,  wine  cellar,  2 
patios,  tile  roof,  2 car  garage,  4 bathrooms;  priceless 
landscaping,  gracious  living.  Exclusive.  ELdorado 
5-7420. 


PLAINVIEW,  L.I.:  SHARE  OFFICE  IN  SMALL  PRO- 
fessional  bldg.  Excellent  location,  nr.  hospital  & pkwys. 
Suitable  most  specialities.  516  WE  8-4800. 


SMITHTOWN,  HAUPPAUGE,  L.I.  AREA.  MODERN, 
air-conditioned  offices  in  ideally  located,  exclusive  pro- 
fessional building.  Utilities  included.  516  AN  5-5520. 


HUNTINGTON  (MELVILLE),  L.I.  BUILDING, 
Route  110.  Now  medical  office;  ideal  location;  sale  or 
rent.  Call  516  HA  1-3656. 


OFFICES  AVAILABLE,  BEECHURST  MEDICAL  CEN- 
ter.  Excellent  opportunities — all  medical,  surgical,  and 
dental  specialties;  especially  suitable  for  ENT  and  pedia- 
trics. Attractive,  growing  area.  For  information,  call 
212  IN  3-3200. 


FOR  RENT  OR  SALE:  HOME-OFFICE,  10  ROOMS. 
Excellent  location;  office  equipped.  Doctor  retiring. 
Port  Chester,  Westchester  County,  N.Y.  914  WE  9-1578. 


RIVERDALE  SECTION  OF  YONKERS:  SUCCESSFUL 
8 room  GP  office  for  past  12  years.  6 room  modern  apt. 
has  separate  entrance  on  other  street.  Brick  & stone  on 
corner  plot;  2 car  garage.  High  $40’s.  Mr.  Mestice,  12 
Amberson  Ave.,  Yonkers,  N.Y.  914  YO  8-9078. 


NEW  PROFESSIONAL  BUILDING,  LAKE  RONKON- 
komo,  Suffolk  County,  L.I.  Urgent  need  for  GPs  and 
specialties.  Hospitals  nearby.  516  JU  8-5100  or  JU 
8-9041. 


FOR  SALE:  PRIVATELY  OWNED  RESIDENTIAL 

school,  for  the  mentally  retarded,  in  Westchester  County. 
Unusual  opportunity  to  take  part  in  a growing  field. 
Owner  must  sell.  All  replies  in  confidence.  Box  915,  % 
N.Y.  St.  Jr.  Med. 


FULLY  EQUIPPED  DOCTOR’S  OFFICE  FOR  RENT, 
Bronx- Pelham  Pkwy.  Established  successful  corner. 
Call  UN  3-0112  or  write  Box  909,  % N.Y.  St.  Jr.  Med. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  1137 
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With  the  very  first  bath  SARDO  allays  itching  and  dryness;  the  skin  feels 
smoother,  softer,  comfortable.  Impressive  clinical  studies1’6  establish  the 
rapid  efficacy  of  Sardo...to  soothe,  lubricate,  augment  natural  skin  lipids, 
restore  essential  skin  moisture  by  preventing  excessive  evaporation.  The  ex- 
clusive Sardo  formula"  assures  maximum  dispersibility 
and  adsorption.  Your  dermatological  patients  will 
appreciate  pleasant, convenient,  economical  Sardo. 


e. 


SAMPLES  and  literature  available  from  . . . Dept.  Y-4.  1 — 

SARDEAU,  INC.  845  Third  Ave.,  New  York,  N.Y.  10022 

1.  Spoor,  H.J.:  N.Y.  State  J.M.,  58:3292, 
1958.  2.  Lubowe,  I.  I.:  Western  Med.,  1:45, 
1960.  3.  Weissberg,  G.:  Clin.  Med.,  7:1161, 
1960.  4.  Lieberman,  W.:  Amer.  J.  Proctol- 
ogy, 12:374,  1961.  5.  Borota,  A.,  and 
Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413,  1962.  6.  Dick,  L.  A.:  Skin,  Derma- 
tology in  General  Practice,  1:341,  1962. 

•Pat.  Pend.  T.M.©  ism  by  Sardeau.lnc. 


Also  available:  SARDOETTES®,  disposable 
compresses  impregnated  with  SARDO,  for  use 
as  a topical  dressing,  or  for  application  after 
showering  or  local  washing,  in  relieving  skin 
dryness,  itching,  scaliness. 
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BARBA-NIACIN  provides  prompt  and  effective  relief  without 
the  hazards  of  phenobarbital  hypersensitiveness.*  This  safer 
and  better  sedative  is  indicated  for  all  the  uses  of  pheno- 
barbital. 


Tranquility  restored,  the  path  to  recovery  is  opened  up  in 
many  diseases.  For  example,  the  prognosis  may  be  improved 
in  angina  pectoris,  peptic  ulcer,  renal  or  gallstone  colic. 

BARBA-NIACIN  tablets  contain  phenobarbital  Vi  gr.  and 
niacin  Vx  gr.  The  side  effects  of  phenobarbital,  due  to  hyper- 
sensitiveness, are  avoided  by  combination  with  niacin.*  The 
recommended  adult  dose  is  1 tablet  up  to  4 times  a day. 

For  insomnia,  a single  dose  of  BARBA-NIACIN  FORTE 
(phenobarbital  IV2  gr.  and  niacin  3A  gr.)  should  be  taken  on 

Supplied  in  bottles  of  100  scored  tablets. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the  side 
effects  due  to  hypersensitiveness.  Like 
phenobarbital,  it  is  contraindicated  for  drug 
addicts  or  patients  with  impaired  renal  or 
hepatic  elimination. 


Chemical  Company 
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BARBA-NIACIN® 

Phenobarbital  *4  g^  — Niacin  1/4  gr. 
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lower 
milligram 
dosage 
than  other 
tetracyclines 

3-6  mg./lb./day 
versus 

10-20  mg./lb./day 


plus 

higher  activity  levels 
than  other  tetracyclines 


and 

1-2  days’ 
extra  activity 


gives  you  an  "extra  dimension"  of  antibiotic  control 


I)IXIX)MY(IN 

DEMETHYLCHLORTETEACYCLINE  wm 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young  and 
aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vagin- 
itis, dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of 
direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function. 
The  possibility  of  tooth  discoloration  during  development  should  be  considered  in  administering  any  tetracy- 
cline in  the  last  trimester  of  pregnancy,  in  the  neonatal  period,  and  early  childhood. 

Average  Daily  Dosage,  Infants  and  Children:  3 to  6 mg.  per  lb.  body  weight,  in  2 or  4 doses. 

Syrup,  75  mg./5  cc.  tsp.  and  Pediatric  Drops,  60  mg./cc. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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1179  For  the  Improvement  of  Medical  and  Surgical  Devices 
Martin  Dobelle,  M.D. 

1182  Preventive  Aspects  of  Physical  Fitness 
Hans  Kraus,  M.D. 

1186  Reactions  to  Use  of  Amphetamines  as  Observed  in  a Psychiatric  Hospital 
Curtis  T.  Prout,  M.D.,  F.A.C.P. 

1193  Irradiation  Dermatitis  and  the  Tricho  Institute 

George  F.  Crikelair,  M.D.,  Robert  W.  Beasley,  M.D.,  and  Bard  Cosman,  M.D. 

Correlation  Conferences  in  Radiology  and  Pathology 

1198  Pain  in  Chest  and  Left  Arm 

State  University  of  New  York  Upstate  Medical  Center  at  Syracuse 

Case  Reports 

1202  Starch  Peritonitis 

Charles  R.  Blair,  M.D.,  and  Jesse  Blumenthal,  M.D. 

1205  Primary  Torsion  of  Greater  Omentum  in  Childhood 

Elfriede  Brandt,  M.D.,  and  Herman  D.  Zeifer,  M.D. 

1208  Carcinoid  Tumor  of  Meckel’s  Diverticulum 

Ricardo  Herena,  M.D.,  and  William  C.  Schraft,  Jr.,  M.D. 

1211  Autoimmune  Hemolytic  Anemia  with  Terminal  Lymphoma  and  Cytomegalic  Inclu- 
sion Disease 

Frederick  P.  Becker,  M.D.,  and  John  R.  Eddy,  M.D. 

1213  Malignant  Neoplasms  of  Spermatic  Cord,  Liposarcoma 
William  Samellas,  M.D. 

Maternal  and  Child  Welfare 

1216  Fatalities  Associated  with  Abortions 
F.  J.  Schoeneck,  M.D. 
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illness  without  infirmity... 


supportive  oral  anabolic  therapy  • potent  ♦ well-tolerated 

When  patients  of  any  age  with  chronic  or  debilitating  disease  show  loss  of  weight  and  appetite, 
strength  and  vitality,  it  is  frequently  due  to  a slowdown  in  the  natural  anabolic  processes  or  to 
accelerated  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for  tissue 
repair.  These  processes  are  particularly  apt  to  occur  in  the  elderly  patient  and  be  exaggerated  by 
trauma  or  disease.  A potent,  well-tolerated  anabolic  agent  plus  a diet  high  in  protein  can  make  a 
remarkable  difference. 


WINSTROL*  brandof  STANOZOLOL 


. . . a new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

*The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  1 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  1 
tablet  t.i.d.;  children  (pre-school  age),  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  100. 


Winthrop  Laboratories,  New  York,  N.  Y. 
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WHEN  BRONCHIAL  ASTHMA  IS  COMPLICATED  BY 
HYPERTENSION  • HEART  DISEASE  • HYPERTHYROIDISM 


ELIXOPHYLLIN 

Each  15  cc.  contains  THEOPHYLLINE  80  mg.;  ALCOHOL  3 cc. 

...provides  relief  quickly,  dependably,  safely.18 

...avoids  the  side  effects  and  contraindications  of 
ephedrine  polypharmaceuticals  or  similar  sympathomimetics 


n 


Rapid— therapeutic 
theophylline  blood 
levels  (equal  to  I.  V. 
aminophylline)  reached 
in  minutes.'  * 


Sustained— theophyl- 
line is  inherently  ‘iong- 
acting’— t.i.d.  dosage 
provides  day  and  night 
relief.17 


0 15  30  60 


Minutes  after  administration.  Mean  values  in  adult  subjects  following 
administration  of  the  single  dose  commonly  used  in  clinical  practice.8 


Acute  Attacks:  single  dose  of  75  cc.  for  adults;  0.5  cc.  per  lb.  of  body  weight  for 
children. 

24  Hour  Control:  for  adults  45  cc.  doses  before  breakfast,  at  3 P.M.,  and  before 
retiring;  after  two  days,  30  cc.  doses.  Children,  first  6 doses  0.3  cc.— then  0.2  cc. 
per  lb.  of  body  weight  as  above.  May  be  contraindicated  in  peptic  ulcer  and  gout. 
Gastric  distress  rarely  encountered. 


References:  (1)  Kessler,  F.:  Connecticut  S.M.J.  21:205 
(March)  1957.  (2)  Burbank,  B.;  Schluger,  J.,  and  McGinn, 
J.:  Am.  J.  Med.  Sci.  234:28  (July)  1957.  (3)  Spielman,  A.D.: 
Ann.  Allergy  15: 270  (June)  1957.  (4)  Greenbaum,  J.:  Ann. 
Allergy  16:312  (May-June)  1958.  (5)  Kessler,  F.:  Medical 
Times  87: 1298  (Oct.)  1959.  (6)  Bickerman,  H.A.,  and  Barach, 


A.  L.,  In  Model!,  W.:  Drugs  of  Choice  1960-1961,  St.  Louis, 
The  C.  V.  Mosby  Company,  1960,  p.  516.  (7)  Wilhelm,  R.  E. 
in  Conn.,  H.  F.:  Current  Therapy— 1961,  Philadelphia,  W.  B. 
Saunders  Company,  p.  417.  (8)  Schluger,  J.  McGinn,  J.  T., 
and  Hennessy,  D.  J.:  Am.  J.  Med.  Sci.  233:296,  1957. 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 

'NEOSPORIlT 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 

Available:  In  15  Gm.  tubes. 


‘NEOSPORIN’  brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  V2  oz.  and  Va  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
JUL1  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Medical  Meetings 


ACOG  Fellows  announced 

The  American  College  of  Obstetricians  and 
Gynecologists  has  released  the  names  of  new 
Fellows  and  Associate  Fellows  who  will  be  in- 
ducted into  the  College  at  the  twelfth  annual 
clinical  meeting  May  17  through  22  at  the  Ameri- 
cana Hotel,  Bal  Harbour,  Florida. 

Those  from  New  York  State  include:  Amster- 
dam: Alton  J.  Spencer,  M.D.;  Bay  Shore : 

Seymour  Fuchs,  M.D.;  Beacon:  M.  Lawrence 
Giampe,  M.D.;  Brooklyn:  Milton  Kramer, 

M.D.,  Nunzio  J.  Mazzola,  M.D.,  Vincent  P. 
Mazzola,  M.D.,  Walter  Musacchio,  M.D., 
Norman  Ames  Posner,  M.D.,  Seymour  J. 
Wiener,  M.D.,  and  Saul  Zelnick,  M.D.;  Buffalo: 
Eugene  L.  Beltrami,  M.D.,  William  Cromwell, 
M.D.,  Andrew  M.  Kenlon,  M.D.,  Ambrose  A. 
Macie,  M.D.,  and  Robert  J.  Powalski,  M.D.; 
Commack:  Judah  Bauman,  M.D.;  Depew: 

Kathryn  M.  Keicher,  M.D.;  Flushing:  Pietro 

A.  Albanese,  M.D.,  and  Patrick  J.  Concannon, 

M.D.;  Garden  City:  William  H.  Donlan,  M.D.; 
Holliswood:  F.  Mortara,  M.D.  (now  located  at 
Le  Vivier,  Coppet,  Vaud,  Switzerland);  Islip 
Terrace:  Melvin  Shu  ter,  M.D.;  Jackson  Heights: 
George  B.  DeGuire,  M.D.,  and  Samuel  O. 
Krause,  M.D.,  and  Jamestown:  William  T. 

Ellis,  M.D. 

Also:  Katonah:  Paul  R.  Spierling,  M.D.; 

Larchmont:  Robert  N.  Melnick,  M.D.;  Ma- 
maroneck:  Fred  Benjamin,  M.D. ; Mount Kisco: 
Clarence  E.  Woodward,  M.D.;  Mount  Ver- 
non: Louis  Samuel  Smith,  M.D. ; New  Rochelle: 
George  J.  Kleiner,  M.D.,  Emil  E.  Maffucci, 
M.D.,  and  Paul  R.  Packer,  M.D.;  New  York 
City:  Nissim  Alhadeff,  M.D.,  Fritz  K.  Beller, 
M.D.,  Rasela  Goldstein,  M.D.,  Ernest  W. 
Kulka,  M.D.,  Martin  Kurman,  M.D.,  Seymour 
Nassberg,  M.D.,  John  W.  Paggioli,  M.D., 
Ian  Van  Praagh,  M.D.,  Martin  Salzman,  M.D., 
and  Carlo  Valenti,  M.D.;  North  Syracuse: 
Robert  H.  Zimmer,  M.D.;  Oakdale:  Mitchell 

B.  Goldman,  M.D.;  Orangeburg:  Richard  D. 

Dugan,  M.D.;  Plattsburgh:  Nello  V.  Delbel, 
M.D.;  Poughkeepsie:  Henry  W.  Pletcher, 

M.D.;  Rhinebeck:  George  E.  Verrilli,  M.D.; 
Ridgewood:  Harry  L.  Wachen,  M.D.;  Roches- 
ter: Francis  A.  Dobrzynski,  M.D.,  Allen  R. 
Law,  M.D.,  and  Thomas  R.  Sweeney,  M.D.; 
Schenectady:  Lawrence  A.  Cioffi,  M.D.;  Syra- 
cuse: John  R.  Isaac,  M.D.;  Tonawanda: 

Charles  R.  Quinn,  M.D.;  and  White  Plains: 
Lawrence  J.  Sonders,  M.D. 

New  Fellows  in  the  armed  forces  chapter  in- 
clude: New  York  City:  James  Albert  Austin, 
LCDR  MC  USN;  George  Ball,  Capt.  MC 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


USAF;  Harry  T.  Cerha,  Lt.  Col.  MC  USAF; 
David  H.  Draper,  Major  MC  USAF;  Thomas 
E.  Dyer,  Capt.  MC  USA;  Ronald  I.  Goldberg, 
Capt.  MC  USAF;  Marshall  Klavan,  Capt. 
MC  USA;  Eustin  P.  Rucci,  LCDR  MC  USN; 
and  Dean  Gale  Waters,  Major  MC  USA; 
and  Plattsburgh  AFB:  John  P.  Dodds,  Capt. 
MC  USAF. 

Special  events  at  medical  center 

The  Downstate  Medical  Center,  450  Clark- 
son Avenue,  Brooklyn,  will  present  three  special 
events  at  the  Center  this  month. 

On  May  20  at  4:00  p.m.  S.  V.  Perry,  M.D., 
professor  of  biochemistry,  University  of  Bir- 
mingham, England,  and  visiting  professor,  De- 
partment of  Biochemistry,  will  speak  on  “Some 
Aspects  of  the  Biochemistry  of  Development” 
in  the  sixth  floor  lecture  hall;  on  May  25  at 
4:00  p.m.  the  annual  Alpha  Omega  Alpha  lec- 
ture on  “Leukemia  and  Auto-Immunity”  will 
be  given  by  William  Dameshek,  M.D.,  professor 
of  medicine,  Tufts  University  School  of  Medi- 
cine, in  the  first  floor  lecture  hall;  and  on  May 
26  at  4:00  p.m.  in  the  first  floor  lecture  hall, 
Dr.  Perry  will  lecture  on  “The  Educational 
Challenge  in  Britain  Today.” 

Pulmonary  embolic  disease 

A symposium  on  pulmonary  embolic  disease 
will  be  held  May  22  and  23  at  the  Statler  Hilton 
Hotel,  Boston,  Massachusetts.  Murray  Weiner, 
M.D.,  assistant  professor  of  clinical  medicine, 
New  York  University  College  of  Medicine  and 
director,  Coagulation  Research  Laboratory, 
Goldwater  Memorial  Hospital,  New  York  City, 
will  be  among  the  speakers.  The  symposium  is 
sponsored  by  the  Veterans  Administration  and 
Veterans  Administration  Hospital,  West  Rox- 
bury,  Massachusetts. 

Industrial  medicine  program 

The  New  York  Academy  of  Medicine  Section 
on  Occupational  Medicine  in  cooperation  with 
the  New  York  State  Society  of  Industrial  Medi- 
cine, will  present  a program  on  May  27  at 
5:00  p.m.  at  the  New  York  Academy  of  Medi- 
cine, 2 East  103rd  Street,  New  York  City. 
A study  of  350  deaths  occurring  in  a population 
having  periodic  examinations  will  be  presented 
by  Kendall  A.  Elsom,  M.D.,  visiting  professor 
of  clinical  medicine,  School  of  Medicine,  Uni- 
versity of  Pennsylvania.  A discussion  and 
panel  discussion  will  follow.  Further  informa  - 

continued  on  page  1152 
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an  orally  active  progestogen -estrogen  combination 

Duosterone 

Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


to  bring  r 
her  back 
into 

balance 


after 

menstrual 

irregularity 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 

Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  Duosterone  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 

(Roussel) 


Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y. 
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Investment 

Advisory 

Service 

Providing  portfolio  super' 
vision  for  both  individual 
and  institutional  investors. 

Direct  inquiries  to 
Investment  Advisory 
Department 

CARL  M.  LOEB, 
RHOADES  & CO. 

Members  New  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  5 
375  Park  Avenue,  N.  Y.  22 


- ULCER 
HEALS 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably, 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 


After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores.  


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen: 


NYS-5 


Please  send  me  professional  samples  and  reprints  of 
published  articles. 


Dr 

Street 


City. 


Zone State. 
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tion  may  be  obtained  from  Aims  McGuiness, 
M.D.,  at  the  Academy. 

A.M.A.  teen  program 

The  American  Medical  Association  will  offer 
a program  for  teen-agers  at  its  convention  in 
San  Francisco  June  21  through  25.  Arranged 
by  the  Women’s  Auxiliary,  the  program  will 
begin  on  June  21  with  an  ice  skating  party. 
A tour  of  Chinatown,  a visit  to  a fortune  cookie 
factory,  a cable  car  ride  to  Fisherman’s  Wharf, 
a cruise  of  San  Francisco  Bay,  and  trips  to  the 
zoo,  Steinhart  Aquarium,  and  Japanese  Tea 
Garden  will  be  among  the  activities. 

Registration  and  complete  details  will  be  in 
the  Teen  Room,  St.  Francis  Hotel,  San  Fran- 
cisco, California,  at  the  opening  of  the  conven- 
tion. 

Ophthalmology  courses 

The  seventh  series  of  postgraduate  courses 
for  specialists  in  ophthalmology  will  be  given 
from  September  7 through  November  14  by 
the  Institute  of  Ophthalmology  of  the  Ameri- 
cas. 

The  courses  will  include  advanced  cataract 
surgery;  advances  in  ocular  prosthesis,  anoma- 
lies of  extraocular  muscles,  including  orthop- 
tics and  ptosis,  biomicroscopy;  using  near 
ultra-violet,  cobalt  blue,  polarized  and  intra- 
red  light;  clinical  bacteriology;  enucleation 
and  evisceration;  glaucoma;  heredity  in  oph- 
thalmology; laser  effects;  and  other  topics. 

For  a catalog  and  additional  information, 
contact  Mrs.  Tamar  Weber,  Registrar.  In- 
stitute of  Ophthalmology  of  the  Americas, 
New  York  Eye  and  Ear  Infirmary,  218  Second 
Avenue,  New  York,  New  York  10003. 

Academy  of  Psychosomatic  Medicine 

The  Academy  of  Psychosomatic  Medicine 
will  hold  a post-convention  meeting  in  Nassau, 
Bahamas,  following  the  annual  meeting  of  the 
Academy  in  New  York  City.  Space  has  been 
obtained  on  the  S.  S.  Homeric  leaving  New  York 
on  October  24  on  a seven-day  cruise  to  Nassau 
and  arriving  back  October  31.  Thirty  double 
rooms  have  been  reserved  and  fares  range  from 
$245  to  $335.  The  ship  will  serve  as  the  hotel 
in  Nassau,  and  a day  and  a half  will  be  spent 
on  the  island.  Those  interested  in  reserving 
space  should  write  to  Peterson  Travel  Service 
Inc.,  Garden  City  Hotel,  Garden  City,  New 
York.  Any  Academy  members  interested  in 
presenting  a paper  should  submit  a title  to 
J.  L.  McCartney,  M.D.,  chairman  of  the 
International  Committee,  at  520  Franklin 
Avenue,  Garden  City,  New  York,  immediately. 
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potassium 
grows  on  trees 


Liberal  intake  of  high-potassium  foods, 
such  as  oranges  and  bananas,  will  in 
many  instances  offset  potassium 
losses  that  may  occur  during  diuretic 
therapy.  However,  you  may  not  wish 
to  leave  potassium  supplementation 
solely  to  dietary  discretion,  particu- 
larly in  patients  especially  vulnerable 
to  potassium  deficiency. 

It  is  for  such  patients  that  HydroDIURIL-Ka 
was  developed.  A proved,  dependable  diuretic/ 
antihypertensive  with  added  potassium  chlo- 
ride, HydroDIURIL-Ka  may  be  employed  when- 
ever diuresis  is  indicated,  particularly  among 
the  following: 

• in  the  needy,  the  elderly,  pensioners,  finicky 
eaters  — all  patients  on  potassium-low  diets 

• in  loss  of  potassium  through  gastrointestinal 
disturbances  • in  cirrhosis  • in  conditions 
requiring  vigprous  diuresis  • in  patients  receiv- 
ing digitalis  • in  cardiac  arrhythmias  • in  sec- 
ondary aldosteronism  • in  paracentesis*  in  the 
postoperative  period 

MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  I nc.,  West  Point,  Pa. 


INDiCATiONS:  Edema;  hypertension. 
CONTRAINDICATIONS:  Anuria. 

PRECAUTIONS:  Reduce  dosage  of  coadminis- 
tered antihypertensive  agents  by  at  least  50  per 
cent.  Use  caution  during  intensive  or  prolonged 
diuresis,  in  dietary  inadequacy  or  salt  restric- 
tion, impaired  renal  function,  hepatic  disease, 
rising  level  of  BUN,  hyperuricemia  or  history  of 
gout,  patients  receiving  other  antihypertensive 
agents,  surgical  patients.  Avoid  hypokalemia 
especially  during  digitalis  administration  and 
in  myocardial  ischemia. 

SIDE  EFFECTS:  Electrolyte  imbalance  with  hypo- 
kalemia or  hypochloremic  alkalosis  may  occur.  A low-salt 
syndrome  may  be  precipitated.  Other  possible  reactions: 
hepatic  coma,  jaundice,  azotemia,  altered  insulin  require- 
ments in  diabetes,  hyperuricemia  and  gout,  blood  dyscra- 
sias,  nausea,  vomiting,  diarrhea,  dizziness,  paresthesias, 
rash,  photosensitivity.  Before  prescribing  or  administering, 
read  product  circular  with  package  or  available  on  request. 


effective  diuresis  with  added  potassium 


HYDROCHLOROTHIAZIDE  with  POTASSIUM  CHLORIDE 


SUPPLIED:  HydroDIURIL-Ka-25:  Each  tablet  contains  25 
mg.  of  hydrochlorothiazide  and  572  mg.  of  potassium 
chloride  (equivalent  to  300  mg.  of  potassium);  bottles  of 
100  and  1000.  HydroDIURIL-Ka-50:  Each  tablet  contains 
50  mg.  of  hydrochlorothiazide  and  572  mg.  of  potassium 
chloride  (equivalent  to  300  mg.  of  potassium);  bottles  of 
100  and  1000. 


where  today's  theory  is  tomorrow’s  therapy 


when  preoperative  fear  reflects 
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the  intensity  of  your  patient’s  tension... 


(hydroxyzine  HCl)E^»i 

for  any  age— for  any  stage  of  anxiety 


Powerful  enough  to  ensure  easy  acceptance  of  surgery  and  anesthesia 

Calm,  cooperative  quiescence  is  the  state  induced  in  apprehensive  surgical 
patients  premedicated  with  hydroxyzine  HCI.  Among  its  other  advantages  are 
the  added  antiemetic  property  which  minimizes  postoperative  vomiting,  and 
its  mild  potentiating  action  which  frequently  reduces  requirements  for  adjunc- 
tive narcotics. 

Safety  record  permits  use  in  children  and  debilitated  geriatric  patients 

Even  after  extensive  use  in  patients  ranging  from  very  young  to  very  old,  Atarax 
(hydroxyzine  HCI)  has  maintained  an  outstanding  record  of  safety. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on  hy- 
droxyzine HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms  makes 
administration  flexible  by  any  standards  of  convenience,  patient  preference,  or 
emergency  requirements  within  the  recommended  dosage.  You  can  adjust  the 
dosage  to  whatever  level  best  controls  your  patient's  degree  of  anxiety.  Oral  dos- 
age for  adults  ranges  from  25  mg.  t.i.d.  to  1 00  mg.  q.i.d.  Recommended  dosage: 
100  mg.  to  150  mg. daily  in  divided  doses.  The  daily  oral  dosage  for  children  6 
years  and  under  is  50  mg.  in  divided  doses,-  for  those  over  6 years,  50-100  mg. 
in  divided  doses. 

FOR  EVERY  DEGREE  OF  ANXIETY  IN  PATIENTS  UNDER  6 TO  OVER  60 

Side  effects  and  precautions:  Therapeutic  doses  of  Atarax  (hydroxyzine  HCI) 
seldom  impair  mental  alertness.  If  drowsiness  occurs,  it  is  usually  transitory  and 
may  disappear  after  a few  days  of  therapy  or  with  reduced  dosage.  Mouth  dryness 
may  occur  at  high  doses.  In  some  hospitalized  patients  on  high  doses,  involuntary 
motor  activity,  not  unlike  that  seen  with  high  doses  of  other  psychotropic  drugs, 
has  been  reported  although  continued  therapy  with  1 Gm.  daily  has  been  used  in 
some  cases  without  producing  this  effect.  When  some  patients  receive  anticoagu- 
lants and  hydroxyzine  HCI  concurrently,  the  anticoagulant  requirement  may  be 
decreased;  patients  receiving  both  should  be  followed  closely  and  appropriate 
laboratory  studies  performed  regularly.  When  hydroxyzine  HCI  is  used  with  CNS 
depressants,  its  mild  potentiating  action  should  be  taken  into  consideration.  Soft 
tissue  reaction,  as  seen  with  other  injectables,  has  rarely  been  reported  with  pa- 
renteral hydroxyzine  HCI.  ’trademark 

New  York,  N.Y.  10017  • Division,  Chas.  Pfizer  & Co.,  Inc.*  Science  for  the  World’s  Well-Being® 


In  any  condition 
where  tissue 
depletion  of  the 
water-soluble 
vitamins  is 
suspected,  Rx 
RoeriBeC* 
therapeutic 
B-complex  with 
500  mg.  of 
vitamin  C. 
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(This  is  not  an  actual  case  history;  it  is  intended  only  for  illustrative  purposes.) 

in  urinary  tract  infections  of  pregnancy, 
to  cure  when  you  can- control  the  chronic  when 

for  prompt/thorough/dependable/  well-tolerated/ 


Untoward  Reactions  and  Contrain- 
dications: Anuria  and  oliguria  are  con- 
traindications to  therapy.  Infants  under 
one  month  of  age  should  not  receive 
the  drug.  Peripheral  neuropathy  has 
been  reported;  most  of  these  patients 


were  uremic,  anemic,  diabetic  or  had 
other  debilitating  conditions.  Hemo- 
lytic anemia  has  occurred  in  a few 
individuals;  this  appears  to  be  a pri- 
maquine-type  reaction  and  is  revers- 
ible when  the  drug  is  withdrawn. 


Should  nausea  or  emesis  occur,  a 
smaller  dose  is  indicated.  Allergic  skin 
reactions  develop  occasionally;  other 
hypersensitivity  conditions,  such  as  fall 
in  blood  pressure,  asthmatic  symp- 
toms, muscular  aches,  jaundice  and 
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of  urinary  trsfct  infection  during 
the  chUdbearingage  and  to  eradical 
or  control  infection  at  this  time  ma 


the  puerperium...and  after, 

you  can’t  - FURADANTIN®  NITROFURANTOIN 


economical/ bactericidal  action  throughout  the  urinary  system 


fever,  are  rare.  Headache  or  malaise 
occurs  occasionally. 

Furadantin  Tablets,  50  mg.  and 
100  mg.  nitrofurantoin,  Furadantin 
Oral  Suspension,  25  mg.  nitrofuran- 
toin per  5 cc.  tsp.,  alcohol  10%. 


Complete  information  in  package 
insert  or  on  request  to  the  Medical 
Director. 

For  round-the-clock  medical  con- 
sultation on  any  Eaton  product,  call 
the  medical  consultant  on  duty,  person 


to  person,  Norwich,  New  York,  Area 
Code  607,  334-9911. 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacal  Company 

NORWICH,  NEW  YORK 
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in  very  special  cases 


a very  superior  brandy... 
specify 


84  Proof  I Schieffelin  & Co..  N.Y. 


Under  the  generic  name 

for  lower  costs  to  your  patients 

Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 

Quality  controlled  by  West-ward 


Sample  and  literature  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

NYS  5-15 


Abstracts 


Kraus,  H.:  Preventive  aspects  of  physical 

fitness,  New  York  State  J.  Med.  64:  1182 
(May  15)  1964. 

Underexercise  and  overstimulation  produced 
by  a mechanized  society  may  cause  stress, 
tension  syndrome,  overweight,  orthopedic  dis- 
ability, cardiovascular  disease,  and  endocrine 
and  emotional  imbalance.  Adequate  physical 
exercise  for  all  age  groups  is  the  main  preventive 
measure,  and  programs  should  be  established  for 
this  purpose  under  the  leadership  of  specialists 
in  physical  medicine  and  rehabilitation. 

Prout,  C.  T.:  Reactions  to  use  of  ampheta- 
mines as  observed  in  a psychiatric  hospital, 
New  York  State  J.  Med.  64:  1186  (May  15) 
1964. 

A review  was  made  of  50  patients  presenting 
evidence  of  abuse  of  amphetamine  or  related 
substances;  there  were  26  men  and  24  women 
with  an  average  age  of  thirty-seven  years. 
Thirty  patients  had  easy  access  to  the  drugs. 
Use  of  barbiturates  was  admitted  by  31  patients 
and  excessive  use  of  alcohol  by  24;  some  ad- 
mitted both,  and  3 used  narcotics.  There  was 
no  common  personality  trait,  although  schizoid 
traits  were  found  more  often  than  affective  or 
outgoing  traits.  The  average  period  of  hospital 
care  was  seven  months.  Of  41  patients  fol- 
lowed adequately,  8 remained  abstinent. 

Crikelair,  G.  F.,  Beasley,  R.  W.,  and  Cos- 
man,  B.:  Irradiation  dermatitis  and  the  Tricho 
Institute,  New  York  State  J.  Med.  64:  1193 
(May  15)  1964. 

Fourteen  patients  with  x-ray  damage  result- 
ing from  irradiation  treatment  for  hypertricho- 
sis in  the  early  1900’s  at  the  Tricho  Institute 
are  added  to  74  previously  reported  cases.  All 
but  1 of  the  14  were  women.  Maximum 
changes  occurred  ten  to  thirty  years  after 
treatment;  8 developed  one  or  more  malignant 
conditions  in  the  area  of  radiodermatitis;  1 died 
of  acute  myeloblastic  leukemia;  and  2 developed 
carcinoma  of  the  breast. 


1158  New  York  State  Journal  of  Medicine  / May  15, 1964 


TRAUMA! 


relieves 

pain 

and 

relaxes 

muscle 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound. 


carisopfodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


Also  available  with  lA  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  LABORATORIES 

Cranbury,  N.  J. 


Side  effects:  Although  there  has  been  no  evidence  of 
tolerance,  withdrawal  symptoms  or  excessive  self-medi- 
cation, ‘Soma’  Compound  and  ‘Soma’  Compound  with 
Codeine,  like  other  central  nervous  system  depressants, 
should  be  used  with  caution  in  addiction-prone  individu- 
als. While  codeine  addiction  is  relatively  rare  and  easily 
broken,  the  same  precautions  must  be  observed  as  for 
any  other  opium  alkaloid.  Nausea,  vomiting,  constipation 
and  miosis  are  possible  codeine  side  effects.  Should  symp- 
toms of  hypersensitivity  occur,  discontinue  medication. 


Contraindications:  None  reported. 


Complete  product  information  available  in  the  product 
package,  and  to  physicians  upon  request. 

I l 

Dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange, 
scored  tablets;  bottles  of  50.  ‘Soma’  Compound  with 
Codeine  (narcotic  order  form  required)  is  available  in 
white,  lozenge-shaped  tablets;  bottles  of  50. 


Month  in  Washington 


The  American  Medical  Association  has  rec- 
ommended to  Congress  that  modernization  of 
existing  hospital  facilities,  especially  in  urban 
centers,  be  emphasized  in  the  Hill-Burton  hos- 
pital construction  program. 

An  A.M.A.  spokesman  told  the  House  Com- 
merce Committee  that  a 1956  study  indicated 
that  about  one  half  of  the  nation’s  hospitals 
needed  about  $1  billion  worth  of  moderniza- 
tion. 

The  committee  was  considering  a five-year 
extension  of  the  Hill-Burton  program.  The 
A.M.A.  supported  the  legislation  but  recom- 
mended changes  in  some  of  its  provisions. 

The  A.M.A.  concurred  with  the  provision 
that  would  combine  the  various  types  of  chronic 
disease  hospitals  and  nursing  homes  into  one 
category  called  “long-term  care  facilities.” 

The  A.M.A.  also  supported  the  principle  of 
Federal  guarantee  of  mortgages  financing  the 
cost  of  construction  or  modernization  of  a 
private  nonprofit  hospital  or  other  specified 
medical  facility,  or  proprietary  nursing  home. 

“The  use  of  the  guaranteed  mortgage 
mechanism  offers  an  incentive  to  local  nonprofit 
organizations  to  construct  and  improve  needed 
medical  facilities,”  the  A.M.A.  said. 

The  A.M.A.  opposed  a provision  that  would 
transfer  to  the  Department  of  Health,  Educa- 
tion, and  Welfare  the  Federal  Housing  Ad- 
ministration program  of  insured  loans  for  con- 
struction of  proprietary  nursing  homes. 

The  A.M.A.  also  testified  that  “diagnostic 
and  treatment  centers”  should  be  deleted  as 
facilities  eligible  to  participate  in  the  Hill- 
Burton  program. 

“There  is  little  evidence  of  demand  for  these 
facilities  since  their  inclusion  in  1954,”  the 
A.M.A.  said.  “Moreover,  the  definition  of  the 
term  ‘diagnostic  or  treatment  center’  is  vague 
and  confusing.” 

The  A.M.A.  urged  that  the  traditional  local 
determination  of  need  and  local  administration 
of  the  Hill-Burton  program  be  continued. 

“The  success  enjoyed  by  the  program  testi- 
fies to  the  effectiveness  of  this  approach,”  the 
A.M.A.  said.  “The  Association  further  urges 
that  area-wide  planning  for  hospitals  and  re- 
lated health  facilities  remain  on  a voluntary 
basis.  . .It  is  our  belief  that  the  success  of  each 
project  would  be  enhanced  if  the  efforts  of  the 
local  agency  and  the  local  medical  society  could 
be  joined  when  planning  the  location  or  improve- 
ment of  facilities.” 

* * * 

The  Administration  asked  Congress  to  au- 
thorize a five-year,  $260  million  plan  of  Federal 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can Medical  Association. 


aid  designed  to  increase  the  number  of  nurses 
in  the  United  States. 

The  plan  called  for  Federal  grants  and  loans 
for  construction  of  nursing  schools  and  training 
of  nurses. 

The  American  Medical  Association  approved 
in  principle  the  construction  provision  but 
opposed  loans  and  scholarships  for  nursing 
students. 

Under  the  Administration  plan,  a total  of 
$110  million  would  be  spent  over  a four-year 
period  on  grants  to  construct  new  schools  of 
nursing  and  to  replace  and  expand  existing 
schools.  Another  major  feature  of  the  bill 
encompassing  the  plan  calls  for  spending  $85 
million  over  five  years  on  loans  to  nursing  stu- 
dents. A “forgiveness  feature”  would  apply  to 
60  per  cent  of  the  loan. 

To  improve  nurse  training  and  service,  proj- 
ect grants  totaling  $58.8  million  would  be 
allocated  over  five  years  to  public  and  non- 
profit agencies. 

Other  funds  would  be  spent  on  planning 
grants  to  help  states  develop  nursing  programs 
and  a limited  undergraduate  scholarship  pro- 
gram. 

Boisfeuillet  Jones,  Special  Assistant  to  the 
Secretary  of  Health,  Education,  and  Welfare, 
told  a House  Commerce  Subcommittee  that 
it  was  the  hope  of  the  Administration  that 
through  passage  of  the  bill  the  total  number  of 
nurses  in  the  country — presently  estimated  at 
550,000 — would  increase  to  680,000  by  1970. 

* * * 

The  National  Cancer  Institute  has  sent  Con- 
gress an  encouraging  report  on  its  battle  against 
leukemia.  It  asked  for  funds  for  “an  all-out 
effort  toward  the  goal  of  a cure.” 

In  testimony  made  public  by  a House  Ap- 
propriations Subcommittee,  Institute  Director 
Kenneth  M.  Endicott  said  there  had  been  a 
great  increase  in  the  number  of  children  in 
whom  it  was  possible  to  arrest  the  disease,  at 
least  temporarily. 

He  told  the  Subcommittee  that  improved 
treatments  had  increased  the  remission  rate  for 
children  with  acute  leukemia  to  about  90  per 
cent  and  had  “dramatically  increased  the  pe- 
riods of  their  remissions  and  consequently  their 
life  expectan  cy . ” 

Dr.  Endicott  said  the  Institute,  an  arm  of  the 
government’s  National  Institutes  of  Health, 
had  more  than  60  children  in  its  study  groups 
who  had  survived  more  than  five  years  after 
being  treated  with  drugs. 

“Nine  children  out  of  ten  who  come  into  the 
Institute  hospital,  who  are  usually  desperately 
ill,  go  into  remission,  and  to  all  intents  and 

continued  on  page  1164 
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YOUR  SaN  Francisco 

AMA  CONVENTION 

as  only  hours  away  on 

/BN 

ytisr/rcuers 


Don’t  let  time  be  a deterrent  in  planning 
to  be  in  San  Francisco  June  21.  The 
beauty  of  this  delightful  city  is  at  its  peak 
in  Spring;  really  different  San  Francisco  — 
sophisticated,  cultured.  Occidental,  Orien- 
tal, a study  in  contrasts.  And  it’s  only  a 
relaxing  few  hours  away. 

Your  Convention  will  offer  the  latest  in 
techniques  and  newest  practices  — and 
American  Airlines  does  the  same  with  4 
non-stop  Astrojets  daily  from  New  York. 

First  Class  and  Coach  available  on  all 
Astrojet  flights.  And  American  offers  the 
Family  Fare  Plan  for  your  wife  and  chil- 
dren — 25%  off  the  regular  First  Class  or  Coach  fares  (for  trips  departing 
between  noon  Monday  and  6:00  a.m.  Friday). 

If  your  plans  allow  time  for  vacationing,  either  right  in  San  Francisco  or  perhaps 
continuing  to  Hawaii,  we’ll  be  glad  to  send  you  colorful  descriptive  folders  and 
take  care  of  all  the  arrangements. 

Call  American  and  leave  the  rest  to  us. 


YOUR  AMA  CONVENTION  SPECIALISTS 


New  York  Metro- 
politan Area 

L0  4-8346 

Phil  Herst 

Albany 

436-4661 

Connie  Murphy 

Buffalo 

TL  6-7640 

Anne  Blake 

Rochester 

LO  2-6295 

Anne  Blake 

Syracuse 

GR  4-3311 

Anne  Blake 
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In  Insomnia... 

wine  9 

...why  not/ 


The  ancients 
recommended  it . . . 

“the  invigorator  of  mind  and  body,  antidote 
to  sleeplessness,  sorrow  and  fatigue.” 

—Quoted  from  the  Charaka  Samhita,  2nd 
Century  A.D. 

So  do  modern 
physicians . . . 

“Taken  with  a little  food  at  bedtime,  wines — 
especially  port — are  highly  recommended  for 
insomnia.” 

— Lucia,  S.  P.:  “Wine  as  Food  and  Medicine,” 
New  York,  The  Blakiston  Company,  Inc., 
1954. 

'""The  fermented  juice  of  the  grape  is  the  oldest 
medicine  known  to  man.  (It  is  also  one  of 
the  best  tasting.)*  Many  physicians  recognize 
its  value  in  convalescence,  old  age  and  diabetes. 

This  coupon  will  bring  you  an  informative 
booklet — “Uses  of  Wine  in  Medical  Practice.” 

WINE  ADVISORY  BOARD 

California  State  Department  of  Agriculture 
717  Market  Street,  San  Francisco  3,  California 


n 

Please  send  free  copy  of  "Uses  of  Wine  in  Medical  Practice" 


Name. 


Address 

City 

State 

□ Also  send  recipe  booklet. 

J 

*P.S. — Try  a crisp,  golden  Chablis  at  dinner 
or  a ruby  port  at  bedtime.  A fine  food  in 
liquid  form.  Check  the  coupon  if  you'd  like  a 
booklet  on  the  gastronomic  delights  of  Cali- 
fornia wines. 
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OBETHOL 


for  amphetamine  action  with 
fewer  side  reactions  reported. 


WEIGHT  REDUCTION  EFFECTIVE 
IN  DIFFICULT  CASES 

“With  a daily  divided  dosage  of  30  milligrams  of  OBETROL  we 
were  able  to  obtain  appetite  depression  without  nervous  rest- 
lessness or  insomnia  ...”  1 

Twenty  six  patients  who  previously  had  been  unable  to  use 
other  amphetamines  in  any  dosage  sufficient  to  maintain  the 
anorectic  effect,  responded  favorably  on  this  medication.  V 

“In  the  cooperative  patient,  OBETROL  was  markedly  bene- 
ficial in  producing  the  desirable  weight  loss  with  minimal  side 
effects,  even  in  the  case  of  a high  percentage  of  patients  with 
cardiovascular  and  other  chronic  ailments  which  normally 
make  use  of  other  amphetamines  undesirable  because  of  side 
effects”  1 


OBETROL  PHARMACEUTICALS 

382  Schenck  Avenue,  Brooklyn  7,  N.  Y. 

’Simon.  F.  & Bernstein  A.:  “The  Treatment  of  Obesity  in  Patients  with 
Cardiovascular  Disease,”  Angiology,  12: 32-37,  Jan.  1961. 

- Plotz,  M.:  Modern  Management  of  Obesity,  J.A.M.A.  770:1513-1515 
(July  25)  1959. 

3 Bernstein,  A.  & Simon,  F.:  “Treatment  of  Obese  Diabetics  and  Arterio- 
sclerotics,”  Clin.  Med.  907-920,  May  1961. 


Each  OBETROL-IO  tablet  contains: 

Methamphetamine  Saccharate  2.5  mgm. 

Methamphetamine  Hydrochloride  2.5  mgm. 

Amphetamine  Sulfate  2.5  mgm. 

Dextro-amphetamine  Sulfate 2.5  mgm. 


(OBETROL-20  tablets  contain  twice  this  potency) 

Pat.#  2748052. 

Contraindications:  OBETROL  is  relatively  contraindicated  in 
hyperthyroidism,  hypertension,  coronary  artery  and  other  car- 
diovascular diseases,  anxiety  and  hyperexcitability.  Habituation 
may  occur  with  prolonged  use.  As  in  the  case  of  all  ampheta- 
mines, caution  should  be  used  in  treating  patients  with  these 
conditions. 
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OBETROL  PHARMACEUTICALS  I 

382  Schenck  Avenue  • Brooklyn  7,  N.  Y. 
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purposes,  regain  their  health,  go  back  home,  go 
back  to  school,  and  so  on,  at  least  for  a time,” 
he  said. 

Subcommittee  members  also  asked  Endicott 
about  possible  cancer-causing  elements  in  such 
food  as  charcoal-broiled  steaks  and  potatoes 
cooked  in  ashes. 

He  said  several  laboratories  had  found  cancer- 
causing  agents  when  fats  were  heated  to  high 
temperatures  and  incompletely  burned.  Asked 
if  people  should  stop  eating  such  food,  he  said, 
“some  might  draw  that  conclusion.  I am  not 
prepared  to  go  that  far  yet.” 

Food  and  Drug  Commissioner  George  P. 
Larrick  hailed  a Federal  court  decision  against 
promotional  claims  for  vitamins  and  other  food 
supplements  as  a landmark  in  the  history  of 
efforts  against  nutritional  misinformation. 

The  Federal  District  Court  ruled  false  many 
widely  used  promotional  claims  for  vitamins 
and  other  food  supplements  after  a lengthy 
hearing  on  the  seizure  of  a quantity  of  vitamin 
and  mineral  capsules  distributed  by  the  Vita- 
safe  Corporation,  Division  of  Consolidated 


Sun  Ray,  Inc.,  at  Middlesex,  New  Jersey,  in 
October,  1960.  The  seized  products  were 
labeled  in  part  “Vitasafe  Formula  M,”  “Vita- 
safe  Formula  W,”  “Vitasafe  CF,”  and  “Vita- 
safe  Queen  Formula  with  Royal  Jelly  Supple- 
ment for  Women.” 

Judge  Arthur  J.  Lane,  in  his  opinion,  noted 
that  labeling  of  the  seized  products  repre- 
sented that  Vitasafe  capsules  were  adequate 
and  effective  for  the  treatment  or  prevention  of 
some  38  conditions,  including  “depression, 
tension,  weakness,  nervous  disorders,  lethargy, 
lack  of  energy,  lassitude,  impotence,  aches  and 
pains,  aging,  impaired  digestion,  loss  of  appetite, 
lesions  and  scaliness,  night  blindness,  photo- 
phobia, fatigue  and  headaches.” 

“This  representation  is  false  and  misleading,” 
Lane  said.  “The  evidence  produced  at  trial 
conclusively  proves  that  the  above  designated 
symptoms  or  conditions  are  caused  by  and 
associated  with  a great  number  of  serious  patho- 
logical diseases.  Further,  although  some  of 
these  symptoms  may  be  associated  with  vitamin 
and  mineral  deficiencies,  the  likelihood  of  their 
being  caused  by  or  associated  with  vitamin  or 
mineral  deficiencies  in  the  U.S.  today  is  very 
small.” 


Abstracts  In  Interlingua 


Kraus,  H.:  Aspectos  preventive  del  concepto 
de  aptitate  corporee  ( anglese ),  New  York 
State  J.  Med.  64:  1182  (15  de  maio)  1964. 

Le  minus  de  exercitio  e le  plus  de  stimulation 
que  es  associate  con  le  vita  in  un  mechanisate 
societate  pote  esser  le  causa  de  stress,  de  syn- 
dromes de  tension,  de  excessos  de  peso,  de  in- 
validitate  orthopedic,  de  morbo  cardiovascular, 
e de  imbalancia  endocrin  e emotional.  Un 
adequate  grado  de  exercitio  corporee  pro  omne 
gruppos  de  etate  es  le  principal  mesura  pre- 
ventive, e programmas  deberea  esser  instituite 
pro  iste  objectivo  sub  le  guidantia  de  specialistas 
in  medicina  physic  e rehabilitation. 

Prout,  C.  T.:  Reactiones  al  uso  de  amphetam- 
inas,  secundo  observationes  in  un  hospital 
psychiatric  ( anglese ),  New  York  State  J. 
Med.  64:  1186  (15  de  maio)  1964. 

Esseva  revistate  le  casos  de  50  patients  con 
evidentia  de  abuso  de  amphetamina  o de  sub- 
stantias  affin.  Le  gruppo  include va  26  mas- 
culos  e 24  femininas,  con  un  etate  medie  de 
trenta-septe  annos.  Trenta  del  patientes  ha- 
beva  un  libere  accesso  a ille  pharmacos.  Le  uso 
de  barbituratos  esseva  admittite  per  31  pa- 


tientes, un  uso  excessive  de  alcohol  per  24. 
Plures  del  subjectos  esseva  in  ambe  iste  gruppos. 
Tres  usava  narcoticos.  Esseva  notate  nulle 
commun  tracto  characterologic,  ben  que  tractos 
schizoide  esseva  notate  plus  frequentemente  que 
tractos  affective  o extroverse.  Le  duration 
medie  del  hospitalisation  esseva  septe  menses. 
De  41  patientes  in  qui  le  observationes  catam- 
nestic  esseva  adequate,  8 remaneva  abstinente. 

Crikelair,  G.  F.,  Beasley,  R.  W.,  e Cosman, 
B.:  Dermatitis  de  irradiation  e le  Instituto 

Tricho  {anglese),  New  York  State  J.  Med.  64: 
1193  (15  de  maio)  1964. 

Dece-quatro  patientes  con  damnos  per  radios 
X resultante  ab  un  tractamento  de  irradiation 
pro  hypertrichosis  in  le  prime  decennios  del 
seculo  al  Instituto  Tricho  es  addite  al  lista  del 
74  previemente  reportate  casos.  In  omne  le 
nove  casos,  con  un  exception,  le  patientes  esseva 
feminas.  Le  alterationes  maximal  occurreva 
dece  a trenta  annos  post  le  tractamento.  Octo 
del  patientes  disveloppava  un  o plure  condi- 
tions maligne  in  le  area  de  radiodermatitis; 
1 moriva  de  acute  leucemia  myeloblastic;  2 
disveloppava  carcinoma  mammari. 
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MEGASON  XII  ULTRASONIC 


CRUSADER 
Shortwave  Diathermy 

Low  in  price,  high  in 
quality.  Only  shortwave 
diathermy  in  its  class 
equipped  for  large  area 
technic.  Simple  to  oper- 
ate. 2 year  guarantee. 


Compact  unit  for  effective  therapy  to  concave 
and  convex  areas.  Lightweight  and  portable. 
Use  with  exclusive  5-position  transducer.  2 
year  guarantee. 


ELECTROCARDIOGRAPH  — 335 


Provides  the  utmost  in  compact  portability  with- 
out sacrifice  in  trace  size  or  accuracy.  Features 
simplicity  of  operation  — maximum  reliability. 


HYFRECATOR® 

This  versatile,  time  prov- 
en device  provides  the 
physician  with  an  accu- 
rately controlled  method 
for  electro-desiccation 
and  fulguration.  Over 
250,000  in  daily  use. 


CHECK  HERE  FOR: 

□ Demonstration  on 

□ FREE  64  Page  Booklet  “Medical  Ultrasonics  in  a Nutshell" 

□ Information  on  BIRTCHER  LEASE  PLAN 

□ Literature  on 

□ Information  on  cost  of 

□ Advise  me  what  liberal  trade-in  you  offer  on  my-  

toward  purchase  of 
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effective  topical  control  of  ear  eczema. . . 


rapidly  reduces  inflammation  and  itching 


NEO-ARISTOCORT,  in  sparing  amounts,  quickly  reduces  inflammation  and  itch- 
ing in  eczematoid  conditions  of  the  auricle  and  auditory  canal.  And  since  such 
dermatoses  are  highly  subject  to  infection,  neomycin,  a topical  antibiotic  with 
outstanding  efficacy,  is  a safeguard  against  the  bacteria  most  frequently 
involved. 


Neomycin  Base  (.035%)— Triamcinolone  Acetonide  (0.1%)  Eye-Ear  Ointment 
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effective  topical  control  of  inflammation  with  infection... 


NEO-ARISTOCORT  Eye-Ear  Ointment  is  effective  in  reducing  irritation  and 
inflammation,  and  curbing  or  preventing  concurrent  infection  from  neomycin- 
sensitive  organisms  in  many  anterior  segment  ocular  diseases,  in  traumatic 
and  postoperative  ocular  diseases,  and  in  eczematoid  conditions  of  the  auricle 
and  auditory  canal.  SIDE  EFFECTS,  if  they  occur,  may  be  signs  of  sensitivity 
to  neomycin,  although  steroid-related  systemic  effects  (including  subcapsular 
cataract)  are  possible.  PRECAUTIONS:  Check  intraocular  pressure  frequently 
with  extended  topical  ophthalmic  steroid  therapy.  Where  disease  thins  the 
cornea,  topical  steroids  may  cause  perforation.  In  the  ear,  use  with  care  in 
cases  with  perforated  eardrums.  CONTRAINDICATIONS:  herpes  simplex,  chicken 
pox,  tuberculosis  of  skin.  Discontinue  if  patient  proves  sensitive  to  neomycin. 
Available  in  1/8  oz.  tubes. 

-Aristocorf 

Neomycin  Base  (.035%)— Triamcinolone  Acetonide  (0.1%)  Eye-Ear  Ointment 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Co.,  Pearl  River,  New  York 

295-4 


1167 


RECOGNIZE 
THIS  PATIENT? 


EE  The  arthritis  doesn’t  get  any 
better. . . I can’t  get  out.  I never 
see  anybody.  It’s  awful  to  be 
sick...  I was  always  so  active. Ff 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

- add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep 
and  revives  interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions,  due  to  meprobamate,  and 
occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benactyzine,  may  occur. 
Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subse- 
quent use  of  meprobamate  or  meprobamate-containing  drugs.  Precautions:  Should  administration  of 
meprobamate  cause  drowsiness,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  meprobamate.  Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Massive  over- 
dosage of  meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Even  though  it  has  not  been  reported  with  ‘Deprol’,  consider  the  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged  use 
at  high  dosage.  Complete  product  information  available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  increased  gradually,  as  needed,  to  6 tablets  daily. 
With  establishment  of  relief,  may  be  gradually  reduced  to  maintenance  levels.  Supplied:  Light-pink, 
scored  tablets.  Bottles  of  50. 

WALLACE  LABORATORIES  / Cranbury,  N.  J.  co.i98o 
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Medical  News 


Patient  referral  for  study 

The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  hypercholestere- 
mia and  hyperlipemia  to  the  Hospital  of  The 
Rockefeller  Institute,  New  York  City,  for 
studies  of  lipid  metabolism.  Dietary  regimens 
based  on  the  studies  performed  will  be  given 
patients  on  discharge,  and  full  reports  will  be 
sent  to  referring  physicians.  There  are  no 
financial  charges. 

The  first  objective  is  to  explore  the  mech- 
anism by  which  the  cholesterol  content  of 
plasma  is  reduced  following  the  ingestion  of  un- 
saturated fats.  The  second  is  to  define  the  role 
of  triglycerides  in  atherogenesis. 

Patients  are  sought  who  can  remain  in  the 
hospital  for  two  or  more  months.  They  are 
qualified  by  any  of  these  criteria:  handicapping 
angina  pectoris  or  claudication,  skin  or  tendon 
xanthomata,  hypercholesteremia,  or  hyperlipe- 
mia. Contraindications  are  heart  failure  (past 
or  present),  endocrinopathies  (including  dia- 
betes) , and  gastrointestinal  or  liver  disorders. 

Referrals  can  be  made  by  mail  or  by  phone  to: 
E.  H.  Ahrens,  Jr.,  M.D.,  The  Rockefeller  In- 
stitute, New  York,  New  York  10021;  or  212 
LEhigh  5-9000. 

Books  to  Albert  Einstein  College 

The  American  College  of  Surgeons  has  pre- 
sented seven  new  medical  schools  in  the  United 
States  with  a gift  of  12,345  volumes  of  scientific 
journals  and  752  textbooks. 

Among  the  recipients  is  the  Albert  Einstein 
College  of  Medicine,  New  York  City,  which 
received  319  volumes. 

The  board  of  regents  of  the  College  voted  to 
dispose  of  these  materials  when  the  College’s 
library  was  recently  changed  to  a historical 
collection. 

Special  tuberculosis  ward 

The  State  has  announced  plans  for  a 16-bed 
ward  at  the  Mount  Morris  Hospital  in  Genesee 
County  to  be  opened  within  the  next  six  months 
for  the  confinement  of  patients  with  tuberculosis 
who  refuse  to  cooperate  in  safeguarding  the 
public  health. 

Troublesome  patients  who  are  discharged 
from  hospitals  because  of  the  disciplinary  prob- 
lems they  create  are  capable  of  spreading  tuber- 
culosis. The  courts  can  order  the  confinement 
of  persons  who  endanger  the  public  health. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


The  new  special  ward  will  be  available  to  cases 
from  throughout  the  State. 

Study  of  acromegaly 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  with  acromegaly  for  a 
study  currently  in  progress  at  the  Clinical  Center 
by  the  National  Institute  of  Arthritis  and 
Metabolic  Diseases. 

A new  specific  assay  of  plasma  growth  hor- 
mone has  been  developed,  permitting  early 
diagnosis  in  doubtful  cases  and  objective  evalua- 
tion of  progression  and  of  effects  of  treatment. 

Diagnostic  studies,  before  and  after  treat- 
ment, will  require  several  weeks.  The  referring 
physician  may  elect  either  to  treat  the  patient 
himself  or  to  have  the  National  Institutes  of 
Health  administer  treatment.  On  completion 
of  the  study,  in  either  case,  the  patient  will  be 
returned  for  follow-up  care  to  his  referring  physi- 
cian who  will  receive  a complete  narrative  sum- 
mary. 

Physicians  who  wish  to  have  patients  con- 
sidered for  this  study  may  write  or  telephone: 
Jesse  Roth,  M.D.,  Clinical  Endocrinology 
Branch,  National  Institute  of  Arthritis  and 
Metabolic  Diseases,  Bethesda,  Maryland  20014; 
telephone  496-5761  (area  code  301). 

Cancer  research  grants 

Scientists  in  New  York  City  research  institu- 
tions have  been  awarded  American  Cancer 
Society  research  grants  totaling  $395,944,  it 
has  been  announced  by  Emerson  Day,  M.D., 
president  of  the  Society’s  New  York  City  Divi- 
sion and  medical  director  of  Strang  Clinic. 
They  were  among  recipients  of  164  grants 
totaling  $3,675,069— part  of  an  estimated 
1963-1964  research  budget  exceeding  $12  mil- 
lion— awarded  throughout  the  United  States 
by  the  American  Cancer  Society.  New  York 
City’s  share  of  the  national  awards  was  10  per 
cent. 

The  following  institutions  and  physicians  in 
the  New  York  City  area  received  grants:  In- 
stitute for  Muscle  Disease,  George  Acs,  M.D.: 
$26,305  to  study  the  effect  of  actinomycin  on 
hormone-induced  and  nuclear  protein  synthesis; 
New  York  University,  College  of  Medicine, 
Richard  C.  de  Bodo,  M.D.:  $40,166  to  study 
the  role  of  growth  hormone  and  the  adrenocorti- 
cal steroids;  New  York  University,  School  of 
Medicine,  William  K.  Hass,  M.D.:  $9,354  to 
make  an  immunoelectrophoretic  study  of  the 
nature  of  cerebrospinal  fluid  proteins  in  patients 
with  brain  tumors;  New  York  University, 
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School  of  Medicine,  Robert  Silber,  M.D.: 
$22,315  to  study  control  mechanisms  in  the 
mammalian  leukocyte;  Sloan-Kettering  In- 
stitute for  Cancer  Research,  Ernest  L.  Wynder, 
M.D.:  $99,065  to  conduct  epidemiologic  re- 

search in  cancer;  St.  Vincent’s  Hospital, 
James  F.  Connell,  Jr.,  M.D.:  $14,821  to  conduct 
a pilot  study  on  the  use  of  infrared  thermography 
for  cancer  detection;  Columbia  University, 
School  of  Public  Health  and  Administrative 
Medicine,  Dean  F.  Davies,  M.D.:  $13,269 

to  study  individual  and  familial  specificity  of 
biochemical  patterns;  Montefiore  Hospital, 
Gerald  Bernstein,  M.D.:  $16,000  for  a post- 
doctoral fellowship. 

Workmen's  Compensation  anniversary 

New  York  State  celebrated  the  50th  anni- 
versary of  the  State’s  Workmen’s  Compensa- 
tion Law  at  a three -day  symposium  April  10 
through  12  at  Kiamesha  Lake.  Representa- 
tives of  labor,  management,  government,  and 
the  medical  and  legal  professions  participated 
in  the  event,  and  the  program  featured  speakers 
from  each  group. 

Col.  S.  E.  Senior,  chairman  of  the  Workmen’s 
Compensation  Board,  pointed  out  that  the 
victory  for  Workmen’s  Compensation  was  won 
in  New  York  in  1910  when  the  State  enacted 
the  first  mandatory  Workmen’s  Compensation 
law  in  the  nation.  That  early  law  was  declared 
unconstitutional,  and  an  amendment  to  the  New 
York  State  Constitution  became  necessary  be- 
fore Workmen’s  Compensation  could  be  made 
legally  effective  in  1914. 

The  following  statistics  were  revealed:  from 
July,  1914,  to  January,  1962,  there  were 
4,400,000  claims  formally  assembled  and  42,500 
death  claims.  The  total  payments  during  this 
period  amounted  to  $2,470,000  for  workmen’s 
compensation  and  $1,235,000,000  for  medical 
care.  Only  6 per  cent  of  the  compensated  cases 
closed  in  1963  had  been  controverted;  insurance 
carriers  voluntarily  assumed  liability  in  94  per 
cent  of  the  compensated  cases. 


Personalities 

Elected.  Alvin  H.  Freiman,  assistant  attend- 
ing physician  at  Memorial  Hospital  for  Cancer 
and  Allied  Diseases,  as  an  honorary  member  of 
Alpha  Omega  Alpha,  the  Medical  Honor  So- 
ciety. 

Appointed.  Martin  F.  Geruso,  M.D.,  re- 
appointed as  city  health  officer  of  Amster- 
dam...  William  B.  Greenough,  3rd,  M.D., 
physician-in-chief;  Edward  F.  Danielski,  Jr., 
M.D.,  associate  radiologist;  John  S.  Davis, 
M.D.,  assistant  physician;  and  Richard  H. 
Runser,  M.D.,  associate  anesthesiologist,  at 
Mary  Imogene  Bassett  Hospital,  Coopers- 
town  . . . Irwin  Sidenberg,  M.D.,  president  of 
the  staff  of  Mount  St.  Mary’s  Hospital,  Niag- 
ara Falls,  to  the  advisory  board  of  the  Niagara 
Falls  offices  of  the  Manufacturers  and  Traders 
Trust  Co. 

Awarded.  Richard  P.  Bunge,  M.D.,  Columbia 
University,  New  York  City,  and  Wilbur  D. 
Hagamen,  M.D.,  Cornell  University  Medical 
College,  New  York  City,  awards  from  Lederle 
Laboratories  for  their  dedication  to  medical 
teaching  Milton  Helpern,  M.D.,  chief  medi- 
cal examiner,  City  of  New  York,  and  professor 
and  chairman,  Department  of  Forensic  Medi- 
cine, New  York  University  Schools  of  Medicine, 
the  Distinguished  Alumnus  Award  from  Cornell 
University  Medical  College  on  April  4 in  recog- 
nition of  his  achievements  in  the  fields  of  foren- 
sic medicine  and  pathology. 

Honored.  Gloria  Faretra,  M.D.,  associate 
research  scientist  in  child  psychiatry  at  Creed- 
moor  State  Hospital,  Queens  Village,  with  the 
Richard  H.  Hutchings  Award  from  the  New 
York  State  Hospital  Medical  Alumni  Associa- 
tion on  April  6 for  outstanding  work  and  im- 
portant scientific  contributions  to  psychiatry. 

New  Office.  Raphael  Cilento,  M.D.,  practice 
of  neurosurgery  in  Utica . . . Anthony  F.  Mas- 
saro,  M.D.,  practice  of  general  surgery  in 
Sufifern. 


May  15,  1964  / New  York  State  Journal  of  Medicine  1171 


" 'Leakers”  are  ampoules  with  mi- 
nute imperfections  in  the  seal.  You 
can’t  readily  see  the  flaw,  and  often 
it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  con- 
taminants can  slip  in  to  render  the 
contents  nonsterile  and  potentially 
dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye. 
■ Sealed  Lilly  ampoules  are  placed 
in  baskets,  submerged  in  a vat  con- 


taining methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an 
imperfect  ampoule  in  the  lot,  the 
liquid  is  forced  out.  When  the  vac- 
uum is  released,  the  blue  dye  rushes 
in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and 
rejected  . . . another  of  the  many 
controls  that  add  immeasurably  to 
the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana , U.S.A. 
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Editorials 


Smoking  and  sense 

After  long  and  careful  deliberation  the 
Advisory  Committee  to  the  Surgeon  General 
of  the  Public  Health  Service  on  the  relation- 
ship between  smoking  and  health  has  con- 
cluded that  smoking  is  indeed  hazardous  to 
health. 

The  committee  of  ten  members,  of  whom 
eight  were  doctors  of  medicine,  conducted  a 
thoroughly  objective  review  and  evaluation 
of  all  available  information  documented  to 
date  on  the  subject.  This  necessitated  the 
review  of  7,100  titles  published  in  the  world 
literature — 0,000  published  up  to  1959  and 
1,100  since  that  time.  Drawing  on  the  re- 
sources of  the  National  Library  of  Medicine, 
the  National  Institutes  of  Health,  the  Na- 
tional Center  for  Health  Statistics,  and  many 
other  regional  sources,  this  colossal  task  was 
accomplished. 

Much  of  the  material  studied  was  based 
on  the  epidemiologic  method,  which  pointed 
strongly  to  guilt  by  association.  The  heavy 
artillery  was  massed  here,  and  no  one  can 
deny  that  the  barrage  was  most  effective  in 
preparing  the  assault. 

The  committee  itself  had  this  to  say  about 
this  aspect  of  their  study: 

“In  carrying  out  studies  through  the  use 
of  this  epidemiologic  method,  many  factors, 
variables,  and  results  of  investigations  must 
be  considered  to  determine  first  whether  an 
association  actually  exists  between  an  at- 
tribute or  agent  and  a disease.  Judgment  on 
this  point  is  based  upon  indirect  and  direct 
measures  of  the  suggested  association.  If 
it  be  shown  that  an  association  exists,  then 
the  question  is  asked:  ‘Does  the  association 
have  a causal  significance?’  ” 

Statistical  methods  alone  cannot  establish 
proof  of  a causal  relationship  in  an  associa- 
tion. The  causal  significance  of  an  associa- 
tion is  a matter  of  judgment  which  goes 
beyond  any  statement  of  statistical  proba- 
bility. To  judge  or  evaluate  the  causal 
significance  of  the  association  between  the 
attribute  or  agent  and  the  disease,  or  effect 
on  health,  a number  of  criteria  must  be  met. 


no  one  of  which  is  an  all-sufficient  basis 
for  judgment.  These  criteria  include:  the 
consistency  of  the  association;  the  strength 
of  the  association;  the  specificity  of  the 
association;  the  temporal  relationship  of 
the  association;  and  the  coherence  of  the 
association.  If  we  concern  ourselves  princi- 
pally in  this  guilt  by  association  with  the 
first  three  criteria,  namely  consistency, 
strength,  and  specificity,  there  is  strong 
incriminating  evidence. 

Retrospective  studies  of  lung  cancer,  that 
is,  those  working  backward  from  the  finding 
of  the  lesion  to  the  tobacco  association, 
since  the  early  ones  in  1939  have  mounted 
to  the  point  where  there  are  now  29  separate 
studies;  15  of  these  studies  emanated  from 
this  country  and  the  others  from  around 
the  world.  All  studies  of  male  lung  cancer 
patients  showed  an  association  with  smoking 
— all  showed  proportionately  more  heavy 
smokers  among  the  lung  cancer  patients 
than  among  controls.  There  was  one 
exception  in  a study  done  in  women,  where 
there  was  a higher  proportion  with  lung 
cancer  among  nonsmokers  than  among  the 
controls.  However,  one  inconsistent  find- 
ing is  not  enough  to  outweigh  the  validity  of 
retrospection,  considering  that  these  studies 
had  considerable  diversity  in  methodologic 
approach. 

Since  it  is  known  that  the  retrospective 
approach  is  not  watertight,  seven  large 
prospective  studies  were  undertaken. 
Among  the  groups  selected,  information 
about  age  and  past  and  present  smoking 
habits  was  collected.  Subsequently,  pro- 
vision was  made  for  reviewing  death  certifi- 
cates of  those  in  the  group  dying  during  five- 
year  periods.  Thus  it  was  possible  to  com- 
pute from  these  data  over-all  death  rates  and 
death  rates  by  cause  for  the  different  types 
of  smokers  in  five-year  age  classes.  The 
seven  groups  studied  were  British  physicians; 
white  American  men  aged  fifty  to  sixty-nine 
in  nine  states;  U.S.  Government  Life 
Insurance  policy  holders;  men  aged  thirty - 
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five  to  sixty-four  in  nine  selected  occupa- 
tions in  California;  members  of  the  Cali- 
fornia American  Legion  and  their  wives; 
pensioners  of  the  Canadian  Veterans  Ad- 
ministration; and  American  men  over  forty  - 
five  in  25  states. 

The  numbers  involved  ranged  from  34,000 
in  the  British  study  to  448,000  in  the  final 
American  study.  The  over-all  time  of  ob- 
servation ranged  from  two  to  ten  years. 

Conclusions  drawn  from  exhaustive  study 
of  the  data  from  the  prospective  studies 
pointed  to  a 70  per  cent  higher  death  rate  for 
smokers  of  cigarets  than  for  nonsmokers  and 
indicate  that  death  rates  increase  with  the 
amount  smoked  and  with  the  length  of  time 
smoking  has  been  a habit.  The  mortality 
ratio  of  cigaret  smokers  was  particularly  high 
for  a number  of  diseases.  In  all  seven  pro- 
spective studies  coronary  artery  disease  is  the 
chief  contributor  to  the  excess  number  of 
deaths  of  cigaret  smokers  over  nonsmokers, 
with  lung  cancer  uniformly  in  second  place. 
The  prospective  studies  reinforce  the  retro- 
spective studies  and  must  be  given  respectful 
attention  by  all  intelligent  people. 

In  addition,  there  are  some  known  facts 
about  tobacco  smoke  obtained  by  chemical 
analysis  and  experiment.  It  is  stated  that 
there  are  202  chemical  compounds  in 
tobacco  leaf,  and  261  have  been  found  in 
tobacco  smoke.  Only  98  were  found  in  both 
leaves  and  smoke,  and  it  would  seem  that 
many  of  the  original  components  must  be 
changed  to  new  compounds  during  or  im- 
mediately after  combustion.  Many  products 
cannot  be  identified  by  present  methods  of 
analysis  because  they  change  in  milli- 
seconds; spectrometer  studies  of  smoke  at 
the  burning  tip  show  different  patterns  from 
those  drawn  from  smoke  even  1 inch  away 
from  the  tip.  Of  the  final  products  in  the 
main  stream  of  smoke,  many  are  organic;  15 
have  been  identified  as  inorganic.  Among 
both  of  these,  16  substances  are  carcino- 


genic for  some  species,  by  some  method  of 
administration  in  certain  concentrations. 

The  glowing  tip  of  a cigarette  has  a tem- 
perature of  700  to  800  C.,  depending  on 
the  length  of  the  butt  and  the  pattern  of 
smoking,  whether  vigorous  or  desultory. 
Fortunately,  the  upper  respiratory  tract 
brings  hot  or  cold  gases  to  body  tempera- 
ture almost  immediately.  Experiments 
have  shown  that  when  hot  dry  air  is  de- 
livered at  300  C.  to  the  pharynx  of  an 
anesthetized  animal,  air  temperature  quickly 
decreases  and  is  less  than  50  C.  by  the  time 
it  reaches  the  lower  trachea.  It  would 
seem  that  chronic  burn  of  the  bronchi  can 
be  eliminated  as  the  producer  of  cancer. 

Suspicion  points  very  strongly  to  a sub- 
stance or  substances  in  the  smoke  which 
when  inhaled  into  the  bronchi  sets  the  scene 
for  the  development  of  bronchogenic  carci- 
noma. The  Surgeon  General’s  Advisory 
Committee  calls  for  further  research,  and 
this  is  being  intensified. 

By  approval  of  the  House  of  Delegates, 
the  Medical  Society  of  the  State  of  New 
York  has  put  on  the  record  the  following 
resolution: 

“The  preponderance  of  evidence  indicates 
that  cigaret  smoking  is  implicated  in  the 
genesis  of  lung  cancer  and  other  diseases, 
notably  cardiovascular,  and  is  detrimental 
to  health  in  other  fields.  The  Medical 
Society  of  the  State  of  New  York  advocates 
the  voluntary  giving  up  of  cigarets  by  those 
already  habituated  and  recommends  that 
physicians  advise  regarding  the  dangers  of 
heavy  cigaret  smoking  in  their  health 
counseling  and  community  education  en- 
deavours, particularly  among  adolescents.” 

To  smoke  or  not  to  smoke  remains  a per- 
sonal decision.  Insofar  as  medical  judg- 
ment is  sought  in  making  this  decision,  it  is 
our  clear  duty  at  this  time  to  present  the 
facts  and  warn  of  the  hazard. 
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Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman,  Convention 
Committee,  Medical  Society  of  the  State  of  New  York, 
750  Third  Avenue,  New  York,  New  York  10017,  before 
August  1,  1964.  A short  abstract  of  the  proposed  presenta- 
tion should  accompany  the  letter. 


Scientific  Exhibits 

Requests  for  application  for  scientific  exhibit  space  at  the 
1965  Convention  should  be  addressed  to  William  L.  Watson, 
M.D.,  Chairman,  Scientific  Exhibits  Committee,  Medical 
Society  of  the  State  of  New  York,  at  the  above  address,  as 
soon  as  possible. 
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New  10-day  Oral  Treatment  for 
Trichomoniasis  in  both  Women  and  Men 


Trichomonas  vaginalis  vaginitis  responds  rapidly 
and  dramatically  to  the  new,  orally  effective  agent, 
Flagyl  (metronidazole). 

Few  drugs  have  had  such  wide  clinical  investi- 
gation* before  introduction  to  physicians  or  such 
enthusiastic  acceptance  by  its  investigators. 

Many  investigators  report  100  per  cent  cures 
in  extensive  series  of  patients.  Others  indicate  that 
some  or  all  of  their  few  apparent  failures  may  be 
attributable  to  reinfection  or  to  noncompletion  of 
the  prescribed  dosage.  Long-standing  and  intract- 
able instances  of  the  disease  have  been  cured 
and  have  remained  cured  with  one  or,  rarely,  two 
ten-day  courses  of  treatment. 

Simultaneous  treatment  of  both  female  and 
male  partners  when  trichomonal  infection-has 
been  demonstrated  in  both  guards  against  recur- 
rence by  reducing  the  possibility  of  reinfection. 

By  eradicating  the  parasite  both  in  vaginal  foci 
inaccessible  to  local  treatment  and  in  male  car- 
riers, Flagyl  (metronidazole)  eliminates  the  two 
factors  largely  responsible  for  previous  ineffective 
control  of  trichomonal  infections. 

DOSAGE  AND  ADMINISTRATION 

In  women  the  recommended  dosage  is  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A 
vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  One  vaginal  insert  should 
be  placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets  daily 


should  be  taken.  In  men  the  dosage  is  one  250- 
mg.  oral  tablet  twice  daily  for  ten  days. 

PRECAUTIONS 

Although  no  severe  adverse  effects  of  Flagyl  (me- 
tronidazole) have  been  reported,  the  drug  is  con- 
traindicated in  pregnant  patients,  those  with  dis- 
ease of  the  central  nervous  system  and  those  with 
a history  of  blood  dyscrasias.  Total  and  differen- 
tial leukocyte  counts  should  be  made  before, 
during  and  after  therapy. 

Side  effects  have  been  infrequent  and  minor. 
Most  common  have  been  nausea,  an  unpleasant 
taste,  furry  tongue,  headache  and  darkened  ur- 
ine. Other  effects,  each  reported  in  less  than  1 
per  cent  of  patients,  include  diarrhea,  dizziness, 
dryness  of  the  mouth  or  vagina,  skin  rash,  dys- 
uria,  depression,  insomnia  and  edema.  Monilia- 
sis may  be  aggravated  after  the  trichomoniasis  is 
cured. 

ORAL  AND  VAGINAL  DOSAGE  FORMS 

Flagyl  (metronidazole)  is  supplied  for  oral  use 
as  uncoated,  unscored,  white  tablets  of  250  mg. 
For  vaginal  use  it  is  supplied  as  uncoated,  ovoid, 
white  inserts  of  500  mg. 

♦Detailed  information  and  136  references  are  given  in  Physicians’ 
Product  Brochure  No.  69;  available  from  G.  D.  Searle  & Co.,  P.  O. 
Box  5110,  Chicago  80,  Illinois. 
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the  most  widely  used 

therapeutic 

bath  oil 


Bottles  of  4, 
8 and  16  oz. 


With  the  very  first  bath  SARDO  allays  itching  and  dryness;  the  skin  feels 
smoother,  softer,  comfortable.  Impressive  clinical  studies1*6  establish  the 
rapid  efficacy  of  Sardo...to  soothe,  lubricate,  augment  natural  skin  lipids, 


restore  essential  skin  moisture  by  preventing  excessive  evaporation.  The  ex- 


clusive Sardo  formula*  assures  maximum  dispersibility 
and  adsorption.  Your  dermatological  patients  will 
appreciate  pleasant, convenient,  economical  Sardo. 

SAMPLES  and  literature  available  from  . . . Dept.  Y-4. 


SARDEAU,  INC.  845  Third  Ave.,  New  York,  N.Y.  10022 

1.  Spoor,  H.J.:  N.Y.  State  J.M.,  58:3292, 
1958.  2.  Lubowe,  I.  I.:  Western  Med.,  1:45, 
1960.  3.  Weissberg,  G.:  Clin.  Med.,  7:1161, 
1960.  4.  Lieberman,  W.:  Amer.  J.  Proctol- 
ogy, 12:374,  1961.  5.  Borota,  A.,  and 
Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413,  1962.  6.  Dick,  L.  A.:  Skin,  Derma- 
tology in  General  Practice,  1:341,  1962. 

*Pat.  Pend.  T.M.©  1964  by  Sardeau,  Inc. 


Also  available:  SARDOETTES®,  disposable 
compresses  impregnated  with  SARDO,  for  use 
as  a topical  dressing,  or  for  application  after 
showering  or  local  washing,  in  relieving  skin 
dryness,  itching,  scaliness.  
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Scientific  Articles 


For  the  Improvement 
of  Medical  and  Surgical 

Devices 

MARTIN  DOBELLE,  M.D. 

Washington,  D.C. 

From  the  Device  Branch,  Bureau  of  Medicine, 
Food  and  Drug  Administration, 
U.S.  Department  of  Health,  Education,  and  Welfare 

SuRdCAL  devices  are  under  the  regulatory 
control  of  the  Federal  Food,  Drug,  and 
Cosmetic  Act,  a fact  of  which  I was  not 
made  aware  until  February,  1963,  a little 
over  a year  ago.  By  that  time  I had  already 
been  practicing  orthopedic  surgery  actively 
for  twenty -five  years.  I question  whether  1 
per  cent  of  our  profession  is  familiar  with 
this  information.  It  is  indeed  a privilege  to 
bring  your  government’s  message  to  you. 

History  of  Food  and  Drug 
Administration 

To  familiarize  you  briefly  with  the  history 
of  the  Food  and  Drug  Administration,  the 
original  Food  and  Drugs  Act  came  into 
being  in  1906,  and  legal  enforcement  was 
then  vested  in  the  Bureau  of  Chemistry  of 
the  Department  of  Agriculture.  Only  food 
and  drugs  were  considered  at  that  time; 
devices  were  not  even  mentioned,  let  alone 
included.  In  1927  the  Food  and  Drug 
Administration  became  a separate  entity, 
but  it  continued  to  be  under  the  jurisdiction 
of  the  Department  of  Agriculture. 

I shall  not  belabor  you  with  the  numerous 
special  amendments  throughout  the  years, 
but  in  1933  it  became  apparent  that  a com- 
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pletely  new  food  and  drug  act  was  needed. 
In  1938,  five  years  later,  such  a law  was 
finally  passed  as  the  Federal  Food,  Drug,  and 
Cosmetic  Act.  Cosmetics  and  devices  were 
now  included  for  the  first  time.  The  im- 
portance of  devices,  however,  was  apparently 
considered  minor,  since  it  was  not  required 
that  they  be  proved  safe  before  marketing, 
as  were  new  drugs;  nor  was  its  designated 
name,  “devices,”  included  in  the  title  of  the 
Act  as  was  “cosmetics.”  I agree  that  it  would 
be  impossible  to  compare  the  importance  to 
milady’s  beauty  of  cosmetics  with  that  of 
medical  and  surgical  devices;  but  contact 
lenses,  facial  stimulators  and  massagers,  the 
multitude  of  ultraviolet  tanning  fights,  and 
many  other  such  enhancers  are  therapeutic 
devices  under  the  terms  of  the  Federal  law. 

In  1940  the  Food  and  Drug  Administra- 
tion was  transferred  from  the  Department  of 
Agriculture  to  the  newly  created  Federal 
Security  Agency  which  became  the  Depart- 
ment of  Health,  Education,  and  Welfare  in 
1953.  The  Food  and  Drug  Administration 
has  continued  to  be  a constituent  of  the 
Department  of  Health,  Education,  and  Wel- 
fare since  that  time. 

Regulation  of  devices 

The  Federal  statutory  definition  of  a de- 
vice which  has  been  a law  since  1938,  al- 
though rather  brief,  is  broadly  encompassing. 
The  definition  states  that  devices  are  instru- 
ments, apparatus,  and  contrivances,  in- 
cluding their  components,  parts,  and  acces- 
sories, intended  (1)  for  use  in  the  diagnosis, 
cure,  mitigation,  treatment,  or  prevention  of 
disease  in  man  or  other  animals;  or  (2)  to 
affect  the  structure  or  any  function  of  the 
body  of  man  or  other  animals.  Obviously, 
our  entire  armamentarium  is  included 
thereunder. 

The  new  drug  amendments  to  the  Federal 
Food,  Drug,  and  Cosmetic  Act  which  be- 
came law  in  October,  1962,  and  went  into 
effect  partly  on  its  approval  and  partly  in 
May,  1963,  left  devices  in  the  same  cate- 
gory as  they  were  twenty-five  years  pre- 
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viously.  Regulatory  restrictions  insofar  as 
devices  are  presently  concerned  are  confined 
only  to  the  labeling  of  the  device,  which 
label  is  created  by  the  manufacturer  and/or 
the  distributor  with  but  few  specific  statu- 
tory inclusions.  The  burden  of  proof,  how- 
ever, to  disapprove  any  such  labeling  con- 
tention of  the  manufacturer  or  distributor 
continues  to  rest  on  the  Federal  govern- 
ment; such  a burden  staggers  the  imagi- 
nation. 

Defective  equipment 

X-ray  equipment.  If  the  recent  survey 
by  the  U.S.  Public  Health  Service  is  correct, 
90  per  cent  of  all  old  x-ray  equipment  pres- 
ently in  use  is  defective.  Physicians,  den- 
tists, and  others  who  own  and  operate  such 
hazardous  devices  should  check  and  correct 
them  or  dispose  of  them,  since  they  are  illegal 
for  medical  use.  The  Federal  Food,  Drug, 
and  Cosmetic  Act  does  not  empower  the  gov- 
ernment to  regulate  the  practice  of  medicine; 
this  is  left  to  the  states  through  their  respec- 
tive medical  practice  acts  and  regulations. 
The  law  does,  however,  empower  the  Federal 
government  to  prosecute  persons  who  insist 
on  using  such  defective  devices,  with  further 
powers  to  regulate  the  interstate  distribution 
of  apparatus  used  for  medical  and  surgical 
purposes.  We  are  not  aware  of  any  state 
that  licenses  anyone  to  diagnose  and  treat 
disease  with  defective  and/or  hazardous  de- 
vices. 

Syringes  and  needles.  Have  any  of  us 
ever  questioned  the  accuracy  or  sterility 
especially  of  the  disposable  syringes  and 
needles  which  are  so  handy  around  the 
office?  Yet  considerable  error  as  to  cali- 
brated markings  and  sterility  have  been  the 
cause  of  seizure  actions  on  the  part  of  the 
bureau  of  enforcement  of  the  Food  and  Drug 
Administration . 

Scalpels.  How  many  times  have  any  of 
us  given  thought  to  the  simple,  packeted 
scalpel  blade?  When  you  or  your  nurse 
splits  the  foil  package  and  the  blade  is  re- 
moved, have  any  of  us  ever  questioned  its 
sterility?  Rarely,  if  ever;  yet,  during 
June,  1963,  a manufacturer  of  scalpel  blades 
voluntarily  and  with  close  cooperation  of  the 
Federal  inspectors  of  the  Food  and  Drug 
Administration  sent  10,800  telegrams  in  a 
single  day  to  hospitals  in  the  United  States, 
Alaska,  Hawaii,  Puerto  Rico,  and  the 


Virgin  Islands  and  contacted  3,500  of  its 
distributors  to  recall  127,000  blades.  Why? 
Because  some  of  these  had  not  undergone 
any  sterilization  process  whatsoever.  Who 
would  care  to  be  the  luckless  physician  who 
unwittingly  received  such  a blade? 

Cardiac  pacemakers.  Apropos  of  this 
heart  session,  it  would  be  well  to  empha- 
size some  of  the  attendant  dangers  of 
cardiac  pacemakers.  Electrical  currents, 
which  are  otherwise  relatively  harmless,  can 
accidentally  induce  ventricular  fibrillation  in 
some  patients  who  are  at  the  same  time  faced 
with  the  possibility  of  electrocution. 

Robert  Whalen,  M.D.,  of  Duke  Univer- 
sity states  that  pacemaker  patients  are  es- 
pecially vulnerable  to  electric  shocks  be- 
cause both  the  electrode  catheters  and  myo- 
cardial electrodes  provide  a low-resistance 
path  to  the  myocardium,  bypassing  the 
protective  resistance  of  the  skin  and  other 
body  tissues.  While  battery  rather  than 
line  power  has  been  suggested  for  pace- 
makers, this  is  not  consistently  feasible. 
Accidental  reversing  of  a wall  plug  or  even 
improper  grounding  can  electrocute  the 
patient.  We  should  be  vigilant  and  read 
all  device  labels  carefully  and  instruct  our 
assistants  unhurriedly. 

Considerable  research  to  avoid  such 
tragic  happenings  are  in  progress,  and  our 
device  branch  is  keeping  close  contact  with 
the  researchers. 

Modern  frauds 

Can  we  possibly  conceive  what  a heyday 
that  period  prior  to  the  device  legislation  of 
1938  was  for  quack  electronic  devices  and 
“scintillating  light”  cure-alls?  Yet  some 
of  these  quack  devices  continue  to  perpe- 
trate their  frauds  in  modern  eye-appealing 
dress-up.  It  may  be  of  interest  for  you  to 
learn,  as  I have,  that  for  the  very  first  time 
in  our  government’s  history  a verdict  in 
favor  of  the  Federal  government  was  ren- 
dered against  a quack  device  manufacturer 
in  November,  1944,  following  a trial  which 
continued  for  six  weeks.  It  was  not  until 
July  23,  1958,  that  permanent  injunction 
could  finally  be  enforced ! It  is  only  within 
the  past  two  years  that  four  major  manu- 
facturers of  quack  devices  have  been  per- 
manently enjoined  from  the  manufacture, 
sale,  distribution,  and  repair  of  their  worth- 
less devices.  It  is  difficult  to  believe,  how- 
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ever,  that  these  enjoinments  took  more  than 
fifteen  years  of  continuing  Federal  prose- 
cution to  accomplish. 

Physician's  role 

We  know,  and  most  consumers  know,  that 
medical  science  is  not  a mockery.  In  this 
scientific  age  it  is  possible  to  determine 
whether  a drug,  machine,  or  method  will  do 
what  it  is  supposed  to  do.  The  time  is  past 
when  the  promoter  or  user  of  a worthless, 
defective,  or  hazardous  device  can  hide  be- 
hind a cloak  of  secrecy,  mystery,  or  ignor- 
ance, for  all  of  these  are  incompatible  with 
science. 

When  the  headache  of  litigation  arises  in 
regard  to  the  failure  of  a device,  and  although 
the  Federal  government  has  jurisdiction  as 
to  the  labeling  of  that  device,  the  average 
unfortunate  physician  and  his  counsel  are 
completely  unaware  that  such  Federal 
jurisdiction  exists.  Even  if  the  plaintiff’s 
suit  is  “blanket”  in  character,  it  is  the  physi- 
cian who  remains  the  prime  target  and  al- 
most always  is  charged  with  the  immediate 
responsibility  of  the  failure  of  the  device, 
with  the  attendant  distasteful  publicity  and 
needless  time-consuming  litigation. 

There  are  those  who  have  expressed  the 
feeling  that  our  current  device  law,  which 
has  remained  unchanged  since  1938,  is  ade- 
quate. It  would  be  a pity  to  fall  in  line 
with  such  thinking  and  knowingly  allow  our 
lives  and  welfare  to  be  endangered.  It 
should  be  unnecessary  for  our  tax  dollars  to 
be  used,  as  presently  they  must,  for  pro- 
longed and  difficult  litigation,  because,  as  I 
repeat,  with  devices,  unlike  drugs,  the  her- 
culean burden  of  proof  rests  on  the  Federal 
government  to  disapprove  labeling  safety 
or  efficacy.  Such  safety  and  efficacy  should 
be  proved  conclusively  by  the  manufacturer 
prior  to  consumer  use,  as  is  now  required  of 
manufacturers  of  new  drugs. 

Because  of  the  recent  new  amendment  to 
the  Federal  Food,  Drug,  and  Cosmetic  Act, 
we  are  confident  that  today  only  the  best 
proved  drugs  in  the  world  are  purchasable  in 
the  United  States.  It  is  reasonable  to  ex- 
pect that  we  should  enjoy  the  same  confi- 
dence when  using  a device,  without  waiting 
for  an  incident  similar  to  the  thalidomide 
drug  tragedy  to  occur  in  the  device  field. 
We  invite  all  of  you  to  join  with  us,  as  we 
desire  to  join  with  you,  in  the  relentless 


FIGURE  1.  A survey  for  the  improvement  of  un- 
satisfactory medical  and  surgical  devices 

Your  cooperation  in  this  study  is  urged. 

Any  of  your  UNSATISFACTORY  “MEMENTOS”— 
instruments,  appliances,  plates,  screws,  fixa- 
tions, prosthetic  implant  replacements— re- 
gardless of  their  material  (steel,  plastics,  and 
so  on)  which  have  been  removed  because  of 
necessity  or  autopsy  are  desired. 

An  accompanying  brief  resume  of  the  case  his- 
tory-patient’s initials,  sex,  and  age— would  be 
appreciated. 

The  physician’s  (sender’s)  name  and  address 
should  be  indicated  and  whether  or  not  he  de- 
sires to  have  this  appliance  returned  on  com- 
pletion of  this  study. 

Please  avail  yourself  of  the  postage-free  mailing 
labels. 

Your  indulgence  is  gratefully  appreciated. 

Martin  Dobelle,  M.D. 

Device  Section,  DMR 
Bureau  of  Medicine 

battle  of  science  and  law  against  people  who 
continue  to  perpetrate  their  ignorances  on  us 
and  our  unsuspecting  public. 

Program  for  study  of  devices 

Our  government  has  now  formulated  a 
program  for  the  study  of  devices,  both 
medical  and  surgical.  All  devices  will  sub- 
sequently be  reviewed,  and  it  is  my  present 
assignment  to  survey  these,  no  specific  de- 
vice area  being  less  important  than  any 
other. 

Our  present  objective  is  to  obtain  those 
devices  which  have  proved  to  be  defective 
and  to  investigate  the  reason  for  their  failure 
(Fig.  1).  This  includes  any  type  of  instru- 
ment, appliance,  prosthesis — metallic,  plas- 
tic, material,  or  derivatives  thereof — which 
was  introduced  into  a body,  body  cavity,  or 
had  contact  with  the  body  and  which  has 
since  been  removed  either  by  necessity  or 
autopsy.  No  area  of  medical  and  surgical 
devices  is  less  important,  be  it  dermoplastic, 
ophthalmic,  gynecologic,  urologic,  or  cardio- 
vascular. We  are  anxious  to  obtain  as  many 
of  these  varied  defective  devices  as  possible. 

I would  appreciate  being  contacted  by 
anyone  possessing  such  “mementos”  (Fig. 
1)  or  to  answer  any  questions.  Time  does 
not  permit  me  to  delve  into  specifics,  but  we 
have  considerable  unpublished  research  in- 
formation which  is  of  interest  to  physicians 
in  pracictally  all  of  the  specialties. 

Washington,  D.C.,  20201 
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When  physical  fitness  is  discussed,  the 
question  arises,  “Fit  for  what?”  It  is 
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evident  that  people  who  do  heavy  labor  and 
people  who  have  a sedentary  occupation 
require  different  levels  of  fitness.  However, 
they  all  have  one  need  in  common:  the 

need  for  the  minimum  fitness  compatible 
with  healthful  living.  It  is  this  minimum 
physical  fitness  which  becomes  the  concern 
of  the  physician  and  which  is  the  topic  of 
this  presentation. 

As  long  as  man  had  to  use  his  muscles  to 
provide  for  his  daily  needs  and  as  long  as  he 
lived  in  primitive  surroundings,  this 
minimum  fitness  was  automatically  guaran- 
teed by  his  way  of  life.  This  condition  has 
changed,  and  in  our  mechanized,  over- 
stimulated,  and  sedentary  society,  life  does 
not  provide  enough  exercise  to  keep  muscles 
strong  and  flexible  and  to  keep  the  cardio- 
vascular system  sufficiently  exercised  to 
maintain  that  minimum  physical  fitness. 

Stress  and  underexercise 

While  the  lack  of  physical  activity 
weakens  the  heart  and  muscles  by  disuse, 
the  overstimulation  which  is  inherent  in 
urbanized  living  keeps  man  in  almost  con- 
stant alert  reaction  to  which  there  is  hardly 
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FIGURE  1.  Diagram  of  mechanized,  urbanized,  unbalanced  individual.4 
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MUSCULAR  DEFICIENCY  PATHOLOGY 


FIGURE  2.  Eighty  per  cent  of  low  back  pain  due 
to  muscular  deficiency  and  lack  of  adequate 
physical  activity.6-9 

ever  a direct  or  even  vicarious  outlet.  This 
imbalance  in  our  lives,  namely,  excessive 
stimulation,  which  per  se  can  be  the  cause 
of  emotional  disturbance,  combined  with 
underexercise,  which  in  itself  produces  disuse 
states,  is  built  in  to  our  mechanized  society. 
Therefore,  we  all  live  in  a potentially  patho- 
genic environment. 

Besides  causing  disturbance  in  itself, 
underexercise  and  overstimulation  are  com- 
bined in  a constant  suppression  of  “fight 
and  flight”  response.1 2 This  constant  sup- 
pression of  an  otherwise  normal  reaction  is 
an  additional  source  of  stress3  and  therefore, 
in  the  long  run,  of  disease  (Fig.  I).4 

To  add  insult  to  injury,  this  source  of 


UNDEREXERCISE  AND  OVERSTIMULATION  pro- 
duced by  a mechanized  society  may  cause 
stress,  tension  syndrome,  overweight,  ortho- 
pedic disability , cardiovascular  disease,  and 
endocrine  and  emotional  imbalance.  Ade- 
quate physical  exercise  for  all  age  groups  is 
the  main  preventive  measure,  and  programs 
should  be  established  for  this  purpose  under 
the  leadership  of  specialists  in  physical 
medicine  and  rehabilitation. 


stress  is  compounded  by  conditioned  re- 
sponses which  make  mere  signals  of  irrita- 
tion stressful.5 

We  all  experience  the  irritations  of  the 
telephone.  Those  who  have  many  ir- 
ritating calls  have  frequently  felt  like  throw- 
ing the  telephone  at  someone  or  running 
away  from  it.  Neither  is  done,  and  we  have 
to  accept  this  daily  repeated  occurrence  of 
a stressful  interruption  of  our  defense  re- 
sponse. After  some  time,  the  mere  ringing 
of  the  telephone  becomes  an  alert  reaction 
as  irritating  as  the  actual  call. 

What  are  the  effects  of  this  pathogenic 
milieu?  Muscle  tension  together  with 
weakness  of  essential  posture  muscles  com- 


OURATION  OF  EXERCISE  (hr) 

FIGURE  3.  Voluntary  caloric  intake  and  body  weight  as  functions  of  exercise  in  normal  animals.13 
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FIGURE  4.  Coronary  heart  disease.16 


bine  to  produce  the  ubiquitous  back  pain,6 
the  “tension  neck,”  the  “tension  headaches,” 
and  other  pain  in  almost  any  part  of  the 
musculoskeletal  system47-10  (Fig.  2).  Lack 
of  exercise  makes  the  limitation  of  caloric 
intake  mandatory  to  avoid  overweight11-13 
(Fig.  3).  Lack  of  exercise  combined  with 
tensions  is  an  important  factor  in  producing 
degenerative  heart  disease  (Fig.  4),  duodenal 
ulcer,  and  diabetes.14-17  The  emotional 
disturbance  of  the  underexercised  and  over- 
irritated person  is  well  known  (Fig.  5). 18 
Much  literature  has  been  accumulated  in  the 
past  two  decades  illustrating  the  role  of 
underexercise  and  stress  in  production  of 
disease.  Prevention  of  chronic  degenerative 
disease,  be  it  musculoskeletal  or  cardio- 
vascular, overweight,  nervousness,  or  ten- 
sion syndrome,  has  been  discussed  in  many 
specialty  meetings,  ranging  from  orthopedic 
and  cardiovascular  to  occupational  and 
physical  medicine. 

Preventive  measures 

Only  recently,  Selye  in  his  book,  Pluri- 
causal  Cardiopathies 19  has  demonstrated 
that  exposure  to  cold  and  exercise  are  the 
best  and  most  easily  accessible  means  to 
prevent  stress  disease.  We  have  now 
scientific  evidence,  based  on  many  years  of 
research  and  animal  experimentation,  that 
the  idea  of  “toughening  up”  and  of  exercising 
regularly  may  be  old  but  is  still  valid.  Pre- 
ventive medicine  has  yet  to  be  practiced  on 
a national  basis  from  that  point  of  view,2 
and  while  we  have  nearly  perfected  our  pre- 
vention of  contagious  diseases,  we  still  have 
not  started  in  the  prevention  of  “hypokinetic 
disease,”4  underexercise  disease,”  or,  if  you 
wish  to  call  it,  “imbalance  disease.”  Other 
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ENTRANCE  PHYSICAL  APTITUDE 

FIGURE  5.  West  Point  cadets  discharged  with 
psychiatric  endorsement.  Lack  of  physical  fitness 
parallels  emotional  difficulties.18 

countries  have  gone  a long  way  in  the  last 
decades  to  establish  preventive  institutions 
where  “presick”  people,20  that  is,  people 
who  are  underexercised  and  overstressed,  can 
spend  sufficient  time  (four  to  six  weeks 
minimum)  to  rest  and  to  get  reconditioned 
by  exercise  and  an  appropriate  diet  (Fig.  6). 21 
These  same  countries  have  strict  physical 
training  programs  in  their  schools  and  have 
developed  excellent  facilities  for  physical 
training  at  every  age  level. 

Where  do  we  stand  in  this  immensely 
important  preventive  job?  What  have  we 
done?  A Council  for  Youth  Fitness  was 
established  under  President  Eisenhower, 
and  President  Kennedy  reinforced  this 
council  and  changed  its  scope  from  youth 
fitness  to  physical  fitness,  to  include  all  age 
groups.  His  administration  attempted  to 
support  the  idea  of  regular  physical  exercise 
for  all  age  groups  and  on  a compulsory  basis 
for  children  and  adolescents.  Unfortunately, 
the  actual  effect  of  these  councils  has  not  gone 
beyond  sparking  a few  pilot  programs  and 
beyond  public  relations  efforts.  The  need 
is  actually  to  establish  an  intense  program  of 
daily  basic  exercise  and  basic  physical 
activities  (not  games)  for  all  school  children 
and  to  provide  opportunities  for  physical 
work-outs  for  adults  as  well. 

For  overstressed  and  underexercised  per- 
sons there  should  be  institutions,  such  as 
are  found  abroad,  where  they  can  really 
receive  systematic  reconditioning  under 
expert  guidance.  Much  suffering,  much 
working  time,  and  much  money  can  be  saved 
by  prevention.  Our  specialty  of  physical 
medicine  and  rehabilitation  should  be 
familiar  with  the  elements  of  exercise  and 
reconditioning.  We  are  the  specialty  best 
equipped  to  organize  and  conduct  this 
essential  part  of  disease  prevention. 
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ORGANIZED  PREVENTION 

OF  DEGENERATIVE 

HEART  DISEASE 


Annual  Cardiovascular  Deaths  in  U.S.A.:  840,000 
Annual  Earning  Loss  in  U.S.A.  Due  to 
Cardiovascular  Diseases:  $2' 2 Billion 


PREVENTIVE  RECONDITIONING  CENTERS  IN 

SOVIET  UNION 2,100 

CZECHOSLOVAKIA  400 

EAST  GERMANY 400 

WEST  GERMANY  20 

SWITZERLAND  4 

AUSTRIA  4 

U.S.A.  0 


a CHALLENGE  to 

AMERICAN  MEDICINE  and  ECONOMY 


FIGURE  6.  Prevention  of  degenerative  heart 
disease  in  other  countries.21 


Summary 

Mechanized  society  deprives  man  of 
movement.  He  cannot  react  to  stimuli  but 
is  forced  to  suppress  the  defense  responses 
which  are  elicited  by  irritations.  He  lives  in 
chronic  imbalance.  Underexercise  and  over- 
stimulation  produce  stress  disease,  tension 
syndrome,  overweight,  orthopedic  disability 
(painful  backs,  necks,  and  so  forth),  cardio- 
vascular disease,  and  endocrine  and 
emotional  imbalance. 

Exercise  from  cradle  to  grave,  designed 
to  substitute  for  previously  normal  every- 
day activity  and  serving  as  a vicarious  outlet 
for  tensions,  is  the  simplest  preventive 
measure. 


Specialists  in  physical  medicine  and  re- 
habilitation should  take  the  lead  to  establish 
such  preventive  programs,  of  which  many 
exist  abroad  and  none  here. 

465  Park  Avenue 
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Reactions  to  Use  of 
Amphetamines  as 
Observed  in  a 
Psychiatric  Hospital 


CURTIS  T.  PROUT,  M.D.,  F.A.C.P. 

White  Plains,  New  York 

From  The  New  York  Hospital-Westchester  Division 


Since  the  introduction  of  amphetamine 
for  clinical  use  in  1933,  a considerable 
amount  of  literature  has  appeared  concern- 
ing its  therapeutic  value  as  against  the  haz- 
ards resulting  from  its  use.  The  statement 
has  been  made  that  “any  drug  lasting  so 
long  in  a rapidly  changing  field  of  drug 
therapy  must  be  highly  useful.”1  Never- 
theless, increasing  numbers  of  case  reports 
are  appearing  that  indicate  untoward  mental 
symptoms,  often  simulating  schizophrenia. 
Furthermore,  a long-standing  discussion 
still  continues  as  to  the  addictive  or  habituat- 
ing qualities  of  the  amphetamines. 

Effects  of  amphetamines 

The  chemical  structure  of  amphetamine 
resembles  that  of  ephedrine  and  is  also 
similar  to  that  of  tranylcypromine  (Par- 
nate).* In  its  action  it  is  sympathomi- 

Presented  at  a meeting  of  the  New  York  Psychiatric 
Society,  New  York  City,  January  7,  1963. 

* Tranylcypromine  has  recently  been  withdrawn  from  the 
market  because  of  15  deaths  reported  following  its  use. 


metic,  that  is,  it  belongs  to  that  group  of 
substances  with  an  action  resembling  stim- 
ulation of  the  sympathetic  division  of  the 
autonomic  nervous  system.  Epinephrine 
and  norepinephrine  are  found  in  the  body 
and  may  be  termed  physiologic  sympathomi- 
metic substances  which  have  strong  but  brief 
effects  on  the  blood  pressure  and  heart  rate 
but  no  great  effect  on  the  activity  of  the 
central  nervous  system. 

Ephedrine,  amphetamine,  and  related 
compounds  may  be  termed  nonphysio- 
logic  sympathomimetic  amines  which  exert 
a weaker  but  more  prolonged  stimulant 
action  on  the  cardiovascular  system  but 
markedly  stimulate  the  central  nervous 
system.  Up  to  now  Hollister1  believes  that 
no  better  explanation  is  afforded  for  the 
central  nervous  system  stimulation,  which 
is  the  outstanding  property  of  the 
amphetamines,  than  that  epinephrine  may 
accumulate  in  the  brain,  where  its  binding 
sites  are  occupied  by  the  amphetamines. 
Goodman  and  Gilman2  state  that  the 
“mechanism  of  the  central  stimulation  pro- 
duced by  amphetamine  has  not  been 
elucidated,  although  the  chemical  structural 
basis  for  this  action  is  fairly  well  understood. 
The  drug  has  no  ability  to  increase  the 
respiration  of  brain  inhibited  by  anesthetic 
drugs  or  to  increase  oxygen  consumption 
of  normal  brain  tissue.” 

Physiologically,  as  a result  of  their 
stimulation  of  the  central  nervous  system, 
the  amphetamines  produce  sleeplessness, 
anorexia,  loquacity,  and  increased  motor 
activity.  Psychologically,  an  improvement 
in  intelligence  scores  has  been  reported,  but 
this  is  considered  to  be  due  to  more  rapid 
performance  and  better  motivation  under 
the  influence  of  the  drugs.  Subjectively, 
their  use  results  in  a feeling  of  increased 
competence  and  decisiveness.  Some  re- 
cipients report  feeling  a warm  glow,  and 
some  report  feeling  an  uncomfortable  ten- 
sion. Irritability  is  often  reported  or  ob- 
jectively recognized,  and  occasionally  there 
is  an  explosive  outburst  following  the 
administration  of  amphetamines. 

Since  amphetamine  has  an  asymmetric 
carbon  atom,  both  dextro-  and  levo-isomers 
may  be  formed.  The  dextro-isomer  is  from 
three  to  four  times  as  potent  as  the  levo- 
isomer;  most  of  the  amphetamine  products 
on  the  market  are  in  the  form  of  the  dextro- 
isomers.  The  three  basic  amphetamines 
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a REVIEW  WAS  made  of  50  patients  present- 
ing evidence  of  abuse  of  amphetamine  or  re- 
lated substances;  there  were  26  men  and  24 
women  with  an  average  age  of  thirty-seven 
years.  Thirty  patients  had  easy  access  to 
the  drugs.  Use  of  barbiturates  was  admitted 
by  31  patients  and  excessive  use  of  alcohol  by 
24;  some  admitted  both,  and  3 used  narcotics. 
There  was  no  common  personality  trait, 
although  schizoid  traits  were  found  more  often 
than  affective  or  outgoing  traits.  The  average 
period  of  hospital  care  was  seven  months.  Of 
41  patients  followed  adequately,  8 remained 
abstinent. 


in  various  salts  and  combination  of  salts, 
and  occasionally  with  the  addition  of  bar- 
biturates, are  the  dextro  and  levo  forms, 
together  with  the  third,  or  methyl  amphet- 
amine (desoxyephedrine).  Phenmetrazine 
hydrochloride  (Preludin)  is  another  related 
compound  with  a pharmacologic  action  sim- 
ilar to  amphetamine. 

Reports  indicate  that  amphetamine  was 
first  used  clinically  in  the  treatment  of 
narcolepsy.3  Subsequently,  it  has  been  em- 
ployed in  the  treatment  of  fatigue,  obesity, 
depressions,  epilepsy,  postencephalitic  paral- 
ysis agitans,  behavior  disorders,  enuresis,  and 
to  relieve  the  effects  of  severe  drug  intoxi- 
cation. 

The  U.S.  Public  Health  Service  reported 
that  production  of  amphetamine  in  1958  was 
about  75,000  pounds,  enough  to  make  3.5 
billion  amphetamine  tablets,  or  about  20 
tablets  for  every  man,  woman,  and  child 
in  the  United  States  at  that  time.4  A 
report  by  the  British  National  Health  Serv- 
ice stated  that  in  1959  there  were  some 
5.6  million  National  Health  Service  pre- 
scriptions, or  about  2.5  per  cent  of  all 
prescriptions,  for  preparations  of  the  am- 
phetamines and  phenmetrazine  hydrochlo- 
ride.5 Since  the  publication  of  a warning  on 
the  use  of  amphetamine  sulfate  that  ap- 
peared in  the  Journal  of  the  American  Medi- 
cal Association  in  1938, 6 many  subsequent 
warnings  have  appeared,  particularly  with 
respect  to  untoward  mental  symptoms  and 
addiction  or  habituation. 

The  controversy  still  continues  as  to 
whether  addiction  to  amphetamine  occurs 
or  whether  its  continued  use  results  in 
habituation.  Some  authors  have  reported 
that  addiction  to  amphetamine  does  defi- 
nitely occur,7-8  while  others,  because  of  the 
lack  of  dramatic  withdrawal  symptoms, 
cling  to  the  idea  of  habituation.  One  re- 
port in  1959 9 stated  that  the  occurrence  of 
addiction  to  the  stimulants,  amphetamine 
sulfate  (Benzedrine)  and  dextro-ampheta- 
mine  sulfate  (Dexedrine),  seems  to  have 
“considerably  lessened  in  the  last  five  years.” 
Recently,  a considerable  controversy  has 
been  going  on  in  England  on  this  particular 
subject. 

In  accordance  with  the  definition  of  drug 
addiction  presented  by  the  World  Health 
Organization,  the  amphetamines  would  seem 
to  approach  the  requirements  of  an  addic- 
tive drug.  This  definition  states  that  “drug 


addiction  is  a state  of  periodic  or  chronic  in- 
toxication produced  by  the  repeated  con- 
sumption of  a drug  (natural  or  synthetic).”10 
Its  characteristics  include  the  following, 
according  to  the  World  Health  Organiza- 
tion: an  overpowering  desire  or  need,  or 

compulsion,  to  continue  taking  the  drug  and 
to  obtain  it  by  any  means;  a tendency  to 
increase  the  dose;  a psychologic  and,  gener- 
ally, a physical  dependence  on  the  effects 
of  the  drug;  and  a detrimental  effect  on  the 
individual  and  on  society. 

As  an  increasing  number  of  case  reports 
have  been  published,  there  appears  to  be 
more  clinical  evidence  of  withdrawal  symp- 
toms and  of  a high  relapse  rate  in  abuse  of 
the  drug  by  addicted  persons  which  would 
tend  to  indicate  that  psychologic  addiction 
or  possibly  addiction  according  to  the  World 
Health  Organization  definition  may  occur 
more  frequently  than  suspected.  The  toler- 
ance of  persons  using  amphetamines  appears 
to  vary  greatly.  Large  doses  appear  to  be 
tolerated  by  some  persons  without  marked 
evidence  of  central  nervous  system  over- 
stimulation;  others,  taking  much  smaller 
doses,  become  delirious  or  have  other 
psychotic  symptoms. 

The  clinical  picture  of  amphetamine 
psychosis  is  frequently  of  a paranoid  charac- 
ter, with  symptoms  that  include  ideas  of 
reference,  delusions  of  persecution,  auditory, 
visual,  or  somatic  hallucinations,  but  without 
clouding  of  consciousness  or  other  expected 
signs  of  toxic  psychosis.11  As  is  true  in 
alcoholic  persons,12  there  appears  to  be  no 
common  basic  personality  structure  demon- 
strable by  psychologic  examination  which 
might  serve  as  a guide  or  warning  as  to  the 
use  of  amphetamines. 
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General  observations  at  The  New  York 
Hospital-Westchester  Division 

A review  of  the  records  of  patients  ob- 
served and  treated  at  The  New  York 
Hospital-Westchester  Division  reveals  that 
between  1941  and  1962,  50  patients  presented 
clinical  evidence  of  abuse  of  amphetamine 
or  amphetamine-like  substances.  It  is  diffi- 
cult to  determine  whether  or  not  all  our 
cases  of  amphetamine  abuse  were  discovered 
in  this  search,  as  many  patients  with  this 
problem  have  been  classified  under  other 
diagnostic  categories  such  as  dementia 
praecox  or  other  psychoses. 

The  first  such  patient  was  admitted  in  1941. 
She  was  a thirty-five-y ear-old  housewife, 
the  mother  of  three  children.  She  was  said 
to  have  an  open,  friendly  makeup  and  had 
graduated  from  nurses’  training  school  prior 
to  marriage.  Five  years  before  admission 
she  had  begun  the  use  of  amphetamine 
sulfate  in  oil  nasal  drops  for  treatment  of 
sinusitis  and  gradually  increased  the  dosage 
to  four  1 -ounce  bottles  of  the  amphetamine 
sulfate  drops  per  week.  Attempts  to  wean 
her  away  from  this  were  only  partially 
successful.  In  1938  it  was  reported  that 
her  intake  of  alcohol  was  increasing.  At 
about  that  time  she  began  using  the  contents 
of  amphetamine  sulfate  inhalers  in  an  un- 
known amount.  She  became  increasingly 
irritable  and  unstable.  A few  months  be- 
fore admission  she  began  to  accuse  her 
husband  of  infidelity  and  complained  of 
ideas  of  reference  and  of  spies  observing  her 
movements. 

At  the  hospital  a diagnosis  of  psychosis 
due  to  amphetamine  sulfate  was  made.  She 
responded  quickly  to  the  removal  of  the 
toxic  substances  and  the  treatment  received 
at  the  hospital.  She  was  discharged  from 
the  hospital  after  three  months  and  was 
reported  to  be  doing  well  during  a follow-up 
period  of  a year.  Sometime  during  the 
subsequent  year  she  relapsed  and  again 
resorted  to  the  abuse  of  amphetamine 
sulfate. 

It  was  not  until  1949  that  the  record  of 
the  next  patient  with  psychopathologic 
symptoms  considered  to  be  the  result  of  the 
use  of  amphetamine  was  discovered.  In  the 
next  nine  years,  17  such  patients  were 
admitted,  and  in  the  last  four  years  there 
have  been  31.  Thus,  even  allowing  for  the 
possibility  that  some  of  the  records  may 


have  been  overlooked,  the  problem  would 
seem  to  be  on  the  increase  rather  than  on  the 
decrease. 

Characteristics  of  the  patients.  It 
would  appear  that  at  The  New  York  Hos- 
pital-Westchester Division  involvement  in 
the  abuse  of  amphetamines  occurred  almost 
equally  among  men  and  women,  since  26 
men  and  24  women  were  included.  Actually, 
however,  the  admission  rate  of  women  is 
one-third  greater  than  that  of  men.  There- 
fore, the  relative  occurrence  of  symptoms  of 
amphetamine  abuse  in  men  has  been  higher 
than  these  figures  indicate.  The  youngest 
patient  included  in  the  study  was  seventeen 
and  the  eldest,  eighty.  The  average  age 
was  thirty-seven. 

Fourteen  of  the  patients  were  physicians, 
2 were  graduate  nurses,  and  14  more  were 
associated  with  or  had  proximity  to  medical 
supplies  through  close  members  of  the 
family.  Thus  30  of  the  50  patients  would 
seem  to  have  had  easy  access  to  the  drugs. 
Nineteen  of  the  patients  were  single,  28 
were  married,  2 were  divorced,  and  1 was 
widowed.  The  31  who  were  or  had  been 
married  had  produced  58  children,  or  less 
than  2 per  family.  Eleven  had  been  the  only 
child  in  the  family,  and  17  had  had  1 sibling. 
Thirty-four  had  had  the  benefit  of  a college 
education,  14  had  completed  high  school, 
and  2 had  only  finished  grade  school.  The 
religious  affiliation  of  21  was  recorded  as 
Protestant,  16  as  Jewish,  and  13  as  Roman 
Catholic.  The  period  of  treatment  in  the 
hospital  averaged  6.8  months  for  the  men 
and  8.3  months  for  the  women. 

As  far  as  hereditary  influences  were  con- 
cerned at  least  one  parent  each  had  been 
addicted  to  drugs  or  alcohol,  as  reported  in 
the  histories  of  16  of  the  patients.  Mental 
illness  had  occurred  in  one  or  more  of  the 
parents  of  11  patients,  and  evidence  of  poor 
adjustment  or  divorce  was  recorded  in  the 
parents  of  9 more.  Parental  deprivation  by 
divorce  had  occurred  in  the  early  years  of  6 
of  the  patients  and  by  death  of  one  of  the 
parents  in  an  additional  6. 

A study  of  premorbid  personalities  as 
noted  in  the  records  indicated  that  29  had 
revealed  schizoid  characteristics,  that  is, 
they  were  withdrawn,  suspicious,  reserved, 
sensitive,  shy,  stubborn,  rigid,  or  narrow  in 
interests.  Eleven  had  revealed  more  out- 
going or  affective  traits  as  indicated  by  the 
terms  friendly,  outgoing,  overactive,  excit- 
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able,  or  with  tendencies  to  mood  swings. 
The  remainder  had  shown  psychoneurotic 
traits  indicated  by  such  terms  as  compul- 
sive, hypochondriacal,  anxious,  dependent, 
tense,  insecure,  or  prone  to  feelings  of  in- 
adequacy; or  they  were  considered  as 
essentially  revealing  psychopathic  traits 
such  as  emotional  instability,  immaturity, 
or  evasion  of  responsibility. 

While  psychologic  testing  was  not  reported 
in  15  of  the  cases,  schizophrenic  signs  such 
as  narcissism,  withdrawal,  fantasy  forma- 
tion, and  egocentricity  appeared  in  16, 
with  definite  evidence  of  paranoid  delusions 
in  10  of  the  patients.  Seven  patients  were 
reported  as  revealing  psychopathic  traits; 
8 showed  addictive  traits;  8 showed  symp- 
toms of  toxicity;  6 revealed  signs  of  an  af- 
fective disorder;  and  2 showed  signs  of 
psychoneurosis . 

Type  and  amount  of  drugs  taken. 
In  this  review  of  the  recorded  use  of  the 
offending  drug  it  was  found  that  the  amphet- 
amines were  seldom  used  alone.  As  has 
been  reported,13  it  appeared  that  in  many 
instances  amphetamine  had  been  used  for 
relief  of  fatigue,  obesity,  depressive  feelings, 
and  so  on,  in  increasing  dosages.  Since 
this  resulted  in  disturbed  sleep,  some  form 
of  barbiturates  was  added  to  the  picture. 
Furthermore,  many  had  also  become  in- 
volved with  the  use  of  alcohol  and  some  with 
narcotics. 

Characteristically,  it  was  difficult  to  de- 
termine the  exact  dosages  used.  Some  pa- 
tients said  that  they  had  taken  the  pills 
“like  candy.”  In  those  in  whom  it  could  be 
determined,  the  period  of  abuse  had  varied 
from  two  months  to  a maximum  of  fifteen 
years,  with  dosages  of  over  750  mg.  per  day 
in  some  patients.  In  one  instance,  a dos- 
age of  over  1,200  mg.  was  reported. 

Thirty-one  patients  admitted  the  use  of 
barbiturates  and  24,  the  excessive  use  of 
alcohol;  some  were  taking  both,  along  with 
the  amphetamines,  and  3 patients  had  added 
narcotics.  In  order  of  frequency,  the  am- 
phetamines employed  were  the  following: 
dextro-amphetamine  sulfate,  amphetamine 
sulfate,  dextro-amphetamine  plus  amobar- 
bital  (Dexamyl),  phenmetrazine  hydro- 
chloride, and  methamphetamine  hydro- 
chloride (Desoxyn). 

Psychopathologic  symptoms.  In  a study 
of  the  mental  symptoms  at  the  time  of 
admission,  a paranoid  trend  was  the  one 


most  frequently  observed.  Often  the  trend 
had  a sexual  coloring  such  as  ideas  of  in- 
fidelity of  the  partner,  sexual  fantasies,  and 
the  like.  Auditory  hallucinations  were  re- 
ported in  8,  visual  hallucinations  in  3,  and 
tactile  hallucinations  in  1.  Recorded  mood 
changes  were  frequent;  patients  were  re- 
ported as  being  excited,  elated,  or  depressed, 
and  there  were  reports  of  suicidal  tenden- 
cies in  6.  Irritability,  outbursts  of  dis- 
turbed behavior,  and  threatening  attitudes 
were  reported  in  15  of  the  records.  Im- 
potence was  recorded  in  only  2.  Once 
the  barbiturates  had  been  added,  insomnia 
and  anorexia  were  infrequent  symptoms. 

Eighteen  patients  were  classified  as  schizo- 
phrenic, 11  of  the  paranoid  type.  Nine 
were  recognized  as  suffering  from  a psychosis 
due  to  drugs,  and  an  additional  12  were 
classified  as  addicted,  since  they  had  been 
received  on  the  New  York  State  inebriate 
certification  (court  commitment  for  treat- 
ment of  drug  addiction).  Five  were  con- 
sidered to  be  suffering  from  an  affective 
psychosis  of  a manic  or  involutional  charac- 
ter. Three  were  classified  as  psychopathic 
personalities  and  2 as  psychoneurotic.  The 
eighty-year-old  patient  mentioned  earlier 
was  predominantly  senile,  but  his  condition 
had  been  seriously  aggravated  by  the  am- 
phetamine intake  originally  prescribed  for 
depression. 

Patient  follow-up.  While  the  follow- 
up study  is  not  complete,  the  information 
available  is  still  of  considerable  interest. 
There  is  no  follow-up  report  on  9 of  these 
patients,  and  7 patients  are  still  in  the 
hospital  under  treatment;  14  have  required 
subsequent  treatment  in  other  hospitals 
because  of  relapse;  9 more  have  been  re- 
ported as  having  relapsed  but  with  no  in- 
dication of  further  hospitalization;  2 have 
committed  suicide  and  1 has  died  naturally; 
8 have  been  reported  as  having  remained 
abstinent,  6 for  over  two  years  and  2 for 
over  eleven  years. 

Case  reports 

Case  1.  A fifty-one-year-old  single  woman, 
rejected  by  her  mother  at  six  and  left  in  the  care 
of  maternal  grandmother  and  aunt,  received  the 
equivalent  of  a high  school  education  in  a foreign 
school  and  became  a dress  designer,  establishing 
an  exclusive  dressmaking  shop.  She  stated  that 
she  had  first  used  amphetamine  sulfate  on  pre- 
scription in  the  course  of  treatment  for  a strepto- 
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coccal  throat  infection  fifteen  years  before  this 
admission.  Over  the  course  of  the  next  two 
years  she  changed  to  dextro-amphetamine  sul- 
fate and  increased  the  dosage  to  10  to  15  tablets 
a day.  Then,  because  of  difficulty  with  sleep, 
she  began  taking  barbiturates. 

In  the  year  prior  to  her  admission,  her  at- 
tendance at  her  place  of  business  became  in- 
creasingly erratic.  Her  speech  became  slurred 
and  thick.  She  behaved  in  a keyed-up  manner 
resembling  a hypomanic  state  and  on  three 
occasions  suffered  convulsions  associated  with 
attempts  at  withdrawal  of  medication. 

On  admission  to  The  New  York  Hospital- 
Westchester  Division,  her  general  mood  was 
apathetic  and  somewhat  depressed.  She  was 
careless  in  her  personal  appearance  and  had 
numerous  bruises,  apparently  associated  with 
her  disturbed  coordination  following  the  use  of 
the  drugs.  In  her  premorbid  personality  she 
was  described  as  an  energetic  person,  willful  as  a 
child,  capable  of  warm  rapport,  compulsive,  and 
with  a tendency  toward  mild  mood  swings. 
The  psychologist  interpreted  from  the  Rorschach 
Test  that  the  patient  was  a neurotic  person  with 
compulsions  and  many  fears.  These  seemed 
about  to  be  replaced  by  a psychopathic  attitude 
toward  life,  characterized  by  wanting  to  get  out 
of  things  and  to  solve  problems  quickly  and 
superficially. 

She  left  the  hospital  much  improved  after  six 
months  of  treatment  and  was  followed  for  an- 
other six  months,  during  which  time  she  re- 
mained abstinent.  Three  years  later,  her  mother 
died.  Following  this,  she  became  agitated  and 
depressed  and  again  began  taking  the  medica- 
tions. She  voluntarily  presented  herself  for 
treatment  and  was  hospitalized  for  a month  and 
a half,  admitting  that  she  had  been  taking  up  to 
12  dextro-amphetamine  sulfate  tablets  a day, 
accompanied  by  comparable  overdoses  of  bar- 
biturates. 

She  remained  abstinent  for  about  five  months, 
after  which  she  again  requested  assistance,  re- 
marking that,  “I  have  started  taking  those  pills 
again  and  I can’t  stop.”  On  careful  inquiry  it 
was  learned  that  on  this  occasion  the  “pills” 
were  amphetamines  alone,  and  at  the  time  she 
was  seen  she  was  restless,  agitated,  and  deeply 
preoccupied  with  guilt  feelings  over  having  re- 
turned to  medication. 

In  this  case  there  was  no  evidence  of  a psy- 
chotic reaction,  but  in  the  face  of  problems,  the 
patient  had  repeatedly  resorted  to  amphet- 
amines, together  with  barbiturates,  and  spon- 
taneously described  her  feelings  of  futility  in 
attempting  to  control  her  abuse  of  drugs,  with 
particular  reference  to  the  amphetamines. 

Case  2.  This  patient  was  a twenty-eight- 
year-old  single  woman  physician  whose  paternal 
grandparent  had  been  addicted  to  alcohol.  For 
three  years  prior  to  hospitalization  she  had  used 
barbiturates  and  amphetamine  sulfate.  She 
admitted  using  up  to  50  mg.  of  the  amphet- 
amine three  times  a day,  with  1.5  to  6 grains  of 
the  barbiturate  at  night.  For  a month  before 
admission  she  had  been  taking  100  mg.  of  desox- 


yephedrine  four  times  a day  but  just  prior  to 
admission  had  returned  to  the  use  of  amphet- 
amine sulfate. 

In  her  premorbid  personality  she  had  been 
described  as  quite  dependent  on  her  parents  and 
as  having  had  poor  personal  relationships,  with 
a tendency  to  remain  aloof  and  to  be  ill  at  ease 
with  other  people.  In  her  early  school  years 
she  had  had  a short  period  of  school  phobia. 
The  psychologist  reported  the  patient  to  be 
withdrawn,  schizoid,  and  inhibited  in  the  ex- 
pression of  her  emotions. 

She  had  begun  to  take  the  drugs  during  her 
internship,  when  she  also  had  taken  barbiturates 
to  help  her  sleep.  While  preparing  for  state 
board  examinations  she  had  begun  to  use 
amphetamine  sulfate.  Under  the  stress  of 
being  the  first  woman  physician  in  the  hospital 
where  she  interned,  she  became  sensitive,  began 
to  avoid  assignments,  seemed  somewhat  aloof 
and  withdrawn,  and  began  fortifying  herself  by 
the  use  of  amphetamine  sulfate,  continuing  the 
barbiturates  for  sleep. 

A month  before  admission  she  became  ex- 
tremely excited  and  agitated,  experienced  visual 
and  auditory  hallucinations,  and  spoke  of  ideas 
of  reference  and  persecution,  believing  that 
people  wanted  to  harm  her  and  attack  her 
sexually.  She  became  resentful  and  suspicious 
of  her  parents  and  talked  of  jumping  out  of  the 
window. 

On  her  admission  to  the  hospital,  a physical 
examination  revealed  essentially  negative  find- 
ings. While  she  was  under  treatment  in  the 
hospital,  the  acute  symptoms  at  first  cleared 
rapidly,  but  two  months  later  she  went  through  a 
short  period  of  misidentification  and  thought 
that  a fellow  patient  was  her  mother.  Her 
illness  was  diagnosed  as  a toxic  psychosis  due  to 
drugs. 

She  remained  in  the  hospital  for  six  months 
and  now  has  been  abstinent  for  eleven  years. 
Prior  to  coming  to  the  hospital  she  had  made 
several  unsuccessful  attempts  to  break  the  pat- 
tern of  medication. 

Case  3.  Another  interesting  patient  was  a 
twenty-three-year-old  single  girl  who  was  a 
college  student.  She  was  an  only  child,  had 
had  feeding  problems  in  infancy,  and  at  the  age 
of  fourteen  months  had  been  sent  to  live  with 
her  grandmother  so  that  her  mother  might  re- 
turn to  her  work.  While  in  college  the  patient 
began  taking  dextro-amphetamine  sulfate  for 
obesity.  In  her  personality  makeup  she  was 
described  as  having  been  introverted  and  rumina- 
tive. Her  energy  output  had  been  uneven,  and 
psychologic  evaluation  reported  her  as  an  im- 
mature, lonely,  dependent,  frustrated  girl  who 
appeared  to  have  sought  to  fill  her  emotional 
void  with  sex,  drugs,  Bohemianism,  and  self- 
indulgence.  The  examination  indicated  impul- 
sive tendencies  and  that  she  was  prone  to  fan- 
tasy. The  psychologic  diagnosis  was  schizo- 
phrenic reaction. 

The  patient  had  originally  used  amphetamine 
compounds  for  weight  reduction  but  soon  be- 
came more  interested  in  then  euphoriant  quali- 
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ties.  Because  of  her  apparent  adjustment 
difficulty  she  began  therapy  with  a psychiatrist 
at  the  age  of  eighteen  and  admitted  that  while 
in  therapy  with  him  she  began  using  the  amphet- 
amine compounds.  During  and  following  this 
period  she  had  repeated  acute  episodes,  with 
paranoid  reactions  and  hallucinations.  In  the 
four-year  period  prior  to  her  admission  to  The 
New  York  Hospital- Westchester  Division  she 
had  been  hospitalized  in  five  different  hospitals, 
twice  in  one  of  them.  Her  first  hospitalization 
followed  an  overdose  of  dextro-amphetamine  sul- 
fate. 

On  admission  to  The  New  York  Hospital- 
Westchester  Division  the  patient  frankly  de- 
scribed a long-continued  depression  accom- 
panied by  some  suicidal  attempts.  She  guard- 
edly admitted  auditory  hallucinations,  was  rest- 
less and  agitated,  and  had  difficulty  with  sleep. 
In  her  premorbid  personality  there  had  been  an 
uneven  energy  output;  with  marked  depend- 
ency needs  and  strong  feelings  of  unlovableness. 
Psychologic  evaluation  indicated  the  presence  of 
suspiciousness,  depression,  suicidal  preoccupa- 
tions, and  tendencies  to  fantasy.  It  was  learned 
that  prior  to  coming  to  the  hospital  she  had 
changed  to  dextro-amphetamine  plus  amobar- 
bital,  taking  up  to  250  mg.  in  spansule  form  to 
relieve  depression,  plus  three  or  four  cups  of 
coffee  every  two  hours.  She  remained  in  the 
hospital  for  eight  months,  left  much  improved, 
and  has  continued  abstinent  for  over  a year. 

Comment 

No  common  personality  trait  is  demon- 
strable in  this  series  of  50  cases.  Schizoid 
traits  were  found  more  often  in  the  group 
than  affective  or  outgoing  traits.  Expres- 
sions of  feelings  of  insecurity,  inadequacy, 
and  dependent  needs  were  elicited  fre- 
quently. Of  further  interest  is  the  fact 
that  marked  evidence  of  an  antecedent 
pathologic  condition  was  present.  Charac- 
teristically, the  use  of  the  drug  had  fre- 
quently been  instituted  for  the  euphoriant 
effect,  relief  of  fatigue,  or  for  its  anorexic 
quality.  Then,  as  unpleasant  side-effects 
developed,  other  drugs  such  as  alcohol, 
barbiturates,  or  narcotics  were  added.  The 
reverse  picture  also  occurred,  that  is, 
barbiturates  or  narcotics  were  used  and 
then  amphetamine  was  added  to  counteract 
the  sedative  effect. 

In  Case  1,  dextro-amphetamine  sulfate 
had  been  followed  by  barbiturates,  and  in 
each  relapse  the  patient  had  returned  to 
that  combination  of  drugs.  However,  in 
the  expression  of  her  needs  at  the  time,  she 
had  referred  particularly  to  her  inability  to 
control  the  use  of  the  euphoriant  drug. 
This  was  particularly  true  in  her  latest 


relapse,  when  she  had  commented,  “I  can’t 
stop.”  Case  2 was  of  particular  interest 
because  of  the  delirium-like  relapse  after 
approximately  two  months  of  abstinence. 
Reactions  similar  to  this  have  been  de- 
scribed by  Askevold.7  He  associated  them 
with  the  withdrawal  of  amphetamines. 
Case  3 was  characteristic  of  those  patients 
who  present  a schizophrenic  picture  which 
may  have  been  exacerbated  by  the  use  of 
amphetamines.  In  this  area  Connell,14  in 
his  monograph  on  amphetamine  psychosis, 
comments  that  “there  would  seem  to  be  a 
better  case  for  the  methyl  orange  test  (for 
amphetamines)  than  for  the  serum  bromide 
test.” 

It  is  well  recognized  that  the  use  of  am- 
phetamines is  widespread.  A report  from 
one  of  the  major  producers  of  amphetamine 
products  indicates  the  difficulty  in  obtaining 
accurate  production  figures. 15  Approxi- 
mately 150  companies  manufacture  amphet- 
amine products.  However,  they  “do  not 
make  their  own  amphetamine  but  buy  it  from 
outside  sources,  often  in  racemic  form  which 
may  then  be  separated  into  the  d and  l forms 
with  the  active  d -portion  sold  and  the  rela- 
tively inactive  L-portion  probably  dis- 
carded. . . . An  additional  problem  arises  be- 
cause many  companies  ship  unknown  quan- 
tities of  the  finished  product  out  of  the 
United  States  for  sale  in  their  foreign 
markets.” 

The  Department  of  Health,  Education, 
and  Welfare,  Food  and  Drug  Adminis- 
tration, 16  has  issued  a number  of  releases  and 
pamphlets  on  this  subject,  but  the  problem 
continues  in  spite  of  crackdowns  on  the  so- 
called  “Bennie  racket.” 

The  publication  of  the  World  Health 
Organization’s  definition  of  drug  addiction 
stimulated  much  discussion  about  the  correct 
position  of  amphetamines  relative  to  addic- 
tion or  habituation.  If  they  are,  in  fact, 
addictive,  it  would  be  in  the  psychologic 
sense,  because  of  the  inconsistency,  actually, 
the  rarity,  of  any  physical  withdrawal 
phenomena.  However,  Zondek 17  has  pointed 
out  that  the  abuse  of  amphetamines  would 
appear  to  lie  “somewhere  between  habitua- 
tion and  addiction.”  Actually,  it  would 
appear  that  amphetamines  do  meet  the 
addictive  requirements  established  by  the 
World  Health  Organization. 

Finally,  a closer  scrutiny  of  the  8 patients, 
2 men  and  6 women,  who  did  become  absti- 
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nent  revealed  that  all  were  involved  in  the 
use  of  more  than  one  drug.  While  under 
treatment  at  The  New  York  Hospital- 
West  Chester  Division  6 of  these  patients 
had  been  diagnosed  as  having  dementia 
praecox,  2 of  the  paranoid  type  and  4 of  the 
catatonic  type.  Another  had  a psychosis  of 
a toxic  nature  that  was  diagnosed  as 
psychosis  due  to  drugs,  and  the  eighth 
patient,  having  been  committed  as  inebriate, 
was  diagnosed  as  having  no  mental  disorder 
but  as  addicted  to  drugs. 

The  average  period  of  hospital  care  was 
seven  months,  with  a minimum  stay  of 
three  months  and  a maximum  stay  of 
fourteen  months.  No  common  personality 
factor  was  found  among  these  patients  that 
would  lead  to  the  abuse  of  amphetamines  or 
indicate  a probability  of  favorable  results 
following  treatment. 

A comparison  was  made  between  this 
series  and  the  results  of  the  treatment  of 
drug  addiction,  primarily  narcotics  and 
barbiturates,  made  at  The  New  York 
Hospital- Westchester  Division  in  1951. 18 
In  that  report  20  per  cent  had  remained 
abstinent.  In  this  series  41  of  the  patients 
have  been  followed  for  periods  comparable 
to  those  of  the  1951  study,  with  19.5  per 
cent  reporting  abstinence,  thus  indicating  a 
similar  resistance  to  effective  treatment. 

From  the  standpoint  of  the  amphetamines, 
the  treatment  at  The  New  York  Hospital- 
Westchester  Division  consisted  of  abrupt 
withdrawal.  Because  of  the  complication 
of  barbiturates,  those  drugs  were  also  rapidly 
withdrawn,  and  anticonvulsants  were  given. 
Otherwise,  the  hospital  treatment  was  car- 
ried on  in  the  setting  of  psychotherapy,  pro- 
gram therapy,  and  rehabilitation,  as  in  all 


cases  of  drug  addiction  under  treatment  at 
our  hospital. 

21  Bloomingdale  Road,  White  Plains, 

New  York 
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T he  discovery  of  roentgen  rays  in  1895  was 
followed  shortly  by  the  discovery  of  their 
untoward  effects  on  human  tissues.1  By 
1930  many  case  reports  and  series  had  been 
presented  documenting  the  entity  of  irradia- 
tion dermatitis  and  its  malignant  se- 
quelae.2-4 Despite  this  medical  evidence, 
in  this  same  period  the  use  of  x-rays  for  the 
removal  of  superfluous  hair  remained  a 
lucrative  business  for  organizations  cap- 
italizing on  human  vanity.  The  Tricho 
Institute  was  one  of  the  best  known  of  these 
groups.  Their  victims  are  still  presenting 
themselves  for  treatment  of  the  late  effects 
of  their  irradiation.  Therefore,  it  is  of 
continuing  interest  to  review  the  history  of 
the  Tricho  Institute  and  to  present  a series 
of  patients  whose  lesions  resulted  from  this 
cause. 

Origin  of  Tricho  Institute 

The  Tricho  Institute  originated  in  New 
York  City.  Its  purpose  was  to  treat  hyper- 
trichosis with  roentgen  rays  and  to  lease 
x-ray  machines  designed  for  unsupervised 
use  by  beauty  parlors.  For  this  latter  pur- 
pose the  Tricho  Sales  Corporation  was  in- 
corporated on  February  16,  1924. 5 To  the 
same  end,  at  the  headquarters  of  the  Insti- 
tute a two- week  course  offering  “thorough 
theoretical  and  clinical  training”  was  given 


fourteen  patients  with  x-ray  damage  re- 
sulting from  irradiation  treatment  for  hyper- 
trichosis in  the  early  1900's  at  the  Tricho  In- 
stitute are  added  to  74  previously  reported 
cases.  All  but  1 of  the  14  were  women. 
Maximum  changes  occurred  ten  to  thirty 
years  after  treatment;  8 developed  one  or  more 
malignant  conditions  in  the  area  of  radio- 
dermatitis; 1 died  of  acute  myeloblastic 
leukemia;  and  2 developed  carcinoma  of  the 
breast. 


to  future  operators  of  the  leased  machines.6 
By  1926,  more  than  forty  beauty  parlors  in 
ten  cities  in  the  United  States  and  Canada 
were  operating  such  x-ray  machines  rented 
from  Tricho  for  fees  varying  from  $2,000  to 
$10, 000. 7 Charges  for  the  treatments  varied 
from  courses  of  24  treatments  at  $10  each 
to  a more  usual  range  of  $400  to  $1200  per 
course.8,9 

Founder  of  Tricho  Institute 

The  initiator  of  the  Tricho  system,  Albert 
C.  Geyser,  M.D.,  was  born  in  1864  and  is 
said  to  have  died  in  1940. 9 A graduate  of 
Bellevue  Hospital  Medical  College  in  New 
York  City  in  1896,  he  was  licensed  subse- 
quently to  practice  in  New  York  State.  He 
joined  the  New  York  County  Medical 
Society  in  1897  and  the  Medical  Society  of 
the  State  of  New  York  in  1903,  resigning 
from  both  organizations  in  1920.  This  was 
the  period  of  the  efflorescence  of  the  Tricho 
Institute.  He  bore  a host  of  titles  including 
the  following:  President  of  the  New  York 
Physico-Therapeutic  Association;  member 
of  the  Harlem  Medical  Association,  the 
Manhattan  Dermatological  Society,  the 
Bronx  Medical  Association  and  Society,  and 
the  East  Side  Physicians  Society.  He 
claimed  in  addition  to  be  professor  of  phys- 
iological therapy  and  chief  of  clinic  at 
Fordham  University,  lecturer  and  chief  of 
electro-therapeutics  at  New  York  Polyclinic 
and  Cornell  University  Clinic.  Records 
checked  at  Cornell  and  at  Polyclinic  revealed 
no  indication  that  Geyser  had  been  a member 
of  their  staffs.  However,  despite  the  later 
legal  troubles  of  the  Tricho  Institute,  the 
State  Medical  Society  records  were  not 
found  to  contain  any  detrimental  informa- 
tion on  Geyser. 9 
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TABLE  I.  X-ray  damage  following  Tricho  system  irradiation 


Age 

Years 

When 

Since 

Seen 

Tricho 

Area 

Case 

(Years)  Sex 

X-ray 

X-rayed 

Lesion 

Treatment 

Comment 

61 


M 


(Fig.  1) 


(Fig.  2) 


30 


25 


Chest 


Face,  neck, 
arms,  hands, 
legs 


Massive  basal  cell 
carcinoma  of  chest 
wall  with  bone  in- 
volvement 

Basal  cell  carcinoma 
and  squamous  car- 
cinomas, right  and 
left  arm,  perioral, 
and  neck;  squamous 
carcinoma  right 
wrist,  basal  cell  car- 
cinoma, face;  basal 
cell  carcinoma  of 
thigh,  hands,  face; 
basal  cell  carci- 
noma, face  and 
hands;  basal  cell 
carcinoma,  face  and 
hands;  basal  cell 
carcinoma,  nose 


Excision,  flap  and 
skin  graft 


Excision  and  skin 
graft,  1952;  ex- 
cision, flap,  skin 
graft,  1953;  ex- 
cision 1955,  1956; 
excision,  skin  graft 
1957;  excision  1959, 
1960;  excision  1961 


Lesion  appeared  26 
years  after  x-ray 


Lesions  noted  15 
years  after  x-ray; 
radical  mastectomy 
for  breast  carci- 
noma in  1957; 
metastatic  skin  nod- 
ule found  in  1961 
followed  by  pul- 
monary metastases 
in  same  year;  last 
seen  in  1963  with 
further  squamous 
and  basal  cell  le- 
sions of  arms,  neck, 
and  face 


3 

(Fig.  3) 

46 

F 

21 

Face,  chest, 
axillae, 
hands 

Radiodermatitis  of 
sternum;  radioder- 
matitis of  right 
axilla;  radioderma- 
tiris  of  left  axilla 

Excision,  skin  graft 
1948;  excision,  skin 
graft  1950;  excision, 
skin  graft  1952 

First  lesions  22  years 
after  x-ray 

4 

39 

F 

18 

Face 

Fibrosarcoma,  cheek; 
hyperkeratoses 

Excision,  skin  graft 
1943;  excision  1946, 
1949 

Fibrosarcoma  ap» 
peared  17  years 
after  x-ray 

5 

49 

F 

29 

Face,  body,  all 
extremities 

Radiodermatitis,  leg; 
squamous  carci- 
noma, face;  radio- 
dermatitis perior- 
ally 

Excision,  skin  graft 
1932;  excision,  skin 
grafts  1942,  1946, 
1949,  1951;  excision, 
skin  graft,  1952 

Lesions  discovered  9 
years  after  x-ray. 
Radical  mastec- 
tomy for  breast  car- 
cinoma 1949. 

Death  from  acute 
myeloblastic  leu- 
kemia, 1961 

6 

62 

F 

20 

Face 

Radiodermatitis,  chin 

Excision,  skin  graft 

Lesion  apparent  14 
years  after  x-ray 

7 

62 

F 

20 

Face 

Multicentric  basal  cell 
and  radiodermatitis 
of  lip  and  chin 

Excision,  skin  graft 

Ulceration  occurred 
18  years  after  x-ray 

8 

53 

F 

36 

Face 

Radiodermatitis,  chin 

Excision,  skin  graft 

Radiodermatitis  first 
appeared  7 years 
post  x-ray 

9 

60 

F 

35 

Face 

Radiodermatitis  and 
ulceration  of  chin 

Excision,  skin  graft 

Lesion  ulcerated  33 
years  after  x-ray 

10 

29 

F 

10 

Face  and  neck 

Basosquamous  carci- 
noma, upper  lip; 
radiodermatitis , 
left  cheek;  multiple 
basal  cell  carci- 
nomas, face; 
squamous  carci- 
noma, face;  ulcera- 
tion, chin  and  neck 
1957 

Excision  1934;  ex- 
cision 1935;  ex- 
cision 1948,  1954; 
excision  1955;  treat- 
ment refused 

First  lesion  10  years 
after  x-ray.  Treat- 
ment refused  in 
1957 

11 

51 

F 

27 

Face 

Radiodermatitis,  chin 

Excision,  skin  graft 

Lesions  appeared  26 
years  after  x-ray 

12 

63 

F 

35 

Face 

Basal  cell  carcinoma, 
face;  basal  cell  car- 
cinoma, upper  lip 

Excision  1959;  ex- 
cision 1960 

Radiodermatitis  ap- 
peared 5 years  after 
x-ray 

13 

45 

F 

19 

Face 

Basal  cell  carcinoma, 
face  and  chin;  kera- 
toses, face 

Excision  1956;  ex- 
cision 1963 

Radiodermatitis 

noted  19  years  after 
x-ray 

14 

37 

F 

15 

Face 

Radiodermatitis  and 

Excision  1940;  ex- 

Lesions  began  15 

basosquamous  car- 
cinoma, cheek; 
radiodermatitis , 
face;  radioderma- 
titis and  multiple 
basal  cell  carci- 
nomas, face;  radio- 
dermatitis  ulceration 


cision  1941;  ex- 
cision, skin  graft, 
1949;  excision  1952, 
1960,  1961 


years  after  x-ray 


Development  of  system 

The  development  of  the  Tricho  system 
arose  out  of  Geyser’s  extensive  personal 


experience  in  the  treatment  of  hypertricho- 
sis which  he  had  begun  as  early  as  1907.  He 
reported  on  200  cases  treated  by  1914,  noting 


1194  New  York  State  Journal  of  Medicine  / May  15,  1964 


FIGURE  1.  Case  1.  Ulcerated  basal  cell  carci- 
noma thirty  years  after  Tricho  treatment.  Note 
radiation  changes  of  surrounding  area. 


that  while  hair  did  return  in  18  to  20  per 
cent  of  his  cases,  he  had  never  encountered 
absolute  failure.10  In  1919  he  described  an 
x-ray  apparatus  of  the  type  apparently  used 
later  in  the  Tricho  machines.11  By  1922  he 
was  able  to  report  500  successful  cases.12 
In  1926  the  Tricho  machine  was  described 
in  more  detail.13  In  1928,  even  as  the 
number  of  lawsuits  was  increasing,  he  stated 
that  roentgen  rays  had  proved  their  value  in 
treating  various  lesions,  including  hyper- 
trichosis.14 

The  Tricho  machine  was  said  to  cause 
atrophy  of  the  hair  papillae.  Explaining 
why  his  machine  was  safe  to  use,  Geyser 
argued  that  living  cells  are  affected  by 
roentgen  rays  in  proportion  to  the  complex- 
ity of  their  construction  and  that,  therefore, 
the  hair  papillae  were  “five  times”  as  radio- 
sensitive as  the  skin  cells.  Therefore, 
roentgen  rays  sufficient  to  kill  hair  papillae 
would  not  harm  the  skin.6  This  conclusion 
was  already  more  than  suspect  in  1926,  even 
in  the  absence  of  accepted  accurate  measure- 
ments of  x-ray  doses  or  knowledge  of  the 
mechanisms  of  x-ray  injury.15  While  ad- 
mitting that  the  calculation  of  proper  in- 
dividual doses  was  a problem  of  great  diffi- 
culty, Geyser  described  the  Tricho  machines 
as  “practically  automatic.”  They  were  con- 
structed and  “standardized”  so  that  when 
a “proper”  dose  was  delivered  to  a given 
area  the  machine  “automatically  stopped.”13 

Legal  actions 

Increasing  numbers  of  legal  actions  began 
to  affect  the  Institute  by  1929.  At  that 


time  the  Bureau  of  Investigation  of  the 
American  Medical  Association  exposed  the 
danger  of  the  system  and  presented  16  case 
abstracts.16  At  the  80th  annual  American 
Medical  Association  meeting  a resolution 
was  adopted  condemning  the  method  of 
treatment.17  Subsequently,  in  1930,  the 
Bureau  added  40  more  abstracts  to  the 
reported  cases  of  radiation  damage. 18  Legal 
opinion  holding  that  the  removal  of  hair  was 
not  the  practice  of  medicine  and  thus  did  not 
come  under  the  controlling  statutes  made 
prosecution  of  Tricho  machine  operators 
difficult  in  New  York  State.19  However, 
elsewhere,  such  damages  as  were  awarded  by 
the  courts  were  difficult  to  collect  because 
of  the  transient  nature  of  the  operators  of 
the  machines.20  In  addition,  it  may  be 
suspected  that  many  of  the  victims  were 
loath  to  prosecute  because  of  the  attendant 
publicity.  Further,  because  of  the  delayed 
appearance  of  the  ill-effects,  prosecution 
became  impossible  with  the  disappearance  of 
the  system  itself.  Tricho  Institutes  ceased 
to  operate  in  San  Francisco  and  in  Los 
Angeles  about  1931. 21  * 22  The  Tricho  Sales 
Corporation  was  dissolved  by  proclamation 
of  the  Secretary  of  State  of  the  State  of  New 
York  on  December  16,  1935,  because  of 
nonpayment  of  franchise  taxes.6 

The  demise  of  the  Tricho  Institute  was 
not  the  end  of  similar  endeavors.  Even 
when  modalities  other  than  roentgen  ray 
were  advertised,  investigation  showed  that 
x-ray  machines  were  used  in  many  instances.7 
Several  cases  involving  the  Marton  Lab- 
oratories, later  known  as  the  Arnold  Dermic 
Laboratories,  were  described  by  Cleveland 
in  1931 2 1;  another  patient  suffered  radiation 
damage  in  the  Cosmique  Laboratories.23 
As  recently  as  1945  a patent  for  a depilatory 
x-ray  machine  was  issued,  and  the  machine 
was  used  until  1949  when  the  method  of 
treatment  was  declared  unacceptable  by  the 
American  Medical  Association.24 

Review  of  literature 

A review  of  the  literature  has  revealed  74 
reported  cases  of  x-ray  damage  resulting 
specifically  from  the  use  of  Tricho  ma- 
chines.816-25-38  The  number  unreported  or 
unsuspected  must  be  much  greater.  It  is 
interesting  that  in  our  own  cases  it  often  has 
been  difficult  to  elicit  information  from  the 
patients  who,  many  years  after  the  event, 
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FIGURE  2.  Case  2.  (A  and  B)  Perioral  and  neck  basal  and  squamous  cell  lesions  before  and  after  excision 
and  reconstruction.  (C)  Extensive  lesions  of  right  upper  extremity  twenty-five  years  after  x-ray  exposure. 
(D)  Appearance  of  upper  extremities  after  multiple  excisions  and  grafts  with  multiple  lesions  still  appearing. 


are  burdened  with  guilt  at  having  indulged 
in  a seemingly  simple  cosmetic  venture.  If 
the  examining  physician  is  unaware  of  the 
existence  of  the  Tricho  System  he  will  be 
even  less  likely  to  learn  the  true  origin  of 
the  patient’s  x-ray  damage. 

At  Columbia-Presbyterian  Medical  Center 
14  cases  of  patients  treated  by  the  Tricho 
system  have  been  documented  (Table  I). 
All  but  1 were  women  (Fig.  1).  Most  went 


to  a Tricho  Institute  in  response  to  news- 
paper advertisements.  While  some  skin 
atrophy  and  telangiectasia  generally  devel- 
oped in  one  to  two  years,  maximum  changes 
were  usually  encountered  ten  to  thirty  years 
later.  Eight  of  the  14  developed  one  or  more 
malignant  conditions  in  the  area  of  radio- 
dermatitis: fibrosarcoma,  basal  cell  epi- 

thelioma, squamous  cell  epithelioma,  and 
basosquamous  epithelioma  were  the  types 
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FIGURE  3.  Case  3.  Radiodermatitis  of  face, 
axillae,  and  sternum  twenty-one  years  following 
Tricho  system  treatment. 


encountered.  One  patient  who  received 
Tricho  treatment  to  the  face,  trunk,  arms, 
and  legs  died  thirty-eight  years  later  of 
acute  myeloblastic  leukemia.  Although  the 
relationship  is  problematical,  it  is  also  to  be 
noted  that  2 of  the  patients  in  the  group 
who  received  the  most  extensive  radiation 
developed  carcinomas  of  the  breast.  One  of 
these  patients,  Case  2,  is  alive  with  pul- 
monary metastases  (Fig.  2).  The  origin  of 
the  lung  metastases  has  not  been  estab- 
lished, but  is  assumed  to  be  the  breast 
carcinoma. 

Summary 

Patients  who  had  irradiation  treatment 
for  hypertrichosis  in  the  early  1900’s  are 
still  presenting  themselves  for  treatment  of 
their  radiation  damage.  The  history  of  the 
Tricho  Institute,  one  of  the  most  prominent 
of  the  profit-making  organizations  that  ad- 
ministered this  ill-advised  therapy,  is  re- 
viewed. Fourteen  patients  are  presented 
and  added  to  the  74  previously  reported 
cases  whose  x-ray  damage  was  a result  of 
treatment  by  this  means.  One  of  the  pa- 
tients presented  had  a radiation-induced 
fibrosarcoma.  Another,  in  addition  to  skin 
lesions,  eventually  developed  a myeloblastic 
leukemia.  The  danger  of  this  kind  of  un- 
supervised use  of  x-ray  treatment  is  glaringly 
obvious. 
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Pain  in  Chest 
and  Left  Arm 


Case  history 

On  a hunting  trip  a forty-one-year-old 
white  male  who  had  been  in  excellent  health 
until  two  years  prior  to  this  hospital  ad- 
mission experienced  a sharp  pain  in  his  left 
arm  and  shoulder  which  radiated  through- 
out his  chest  and  through  to  his  back.  The 
pain  continued  during  that  day,  and  he  was 
seen  by  a physician  who  had  him  admitted 
to  the  hospital  with  a diagnosis  of  a possible 
myocardial  infarction.  The  following  day 
a normal  electrocardiogram  and  normal 
chest  x-ray  films  were  made.  Following  this 
episode  he  had  increasing  dyspnea, 
paroxysmal  nocturnal  dyspnea,  a few  episodes 
of  epistaxis,  and  hypertension.  He  had  noted 
weakness  and  fatigability  while  working. 

The  past  history  was  noncontributory. 
His  father  and  grandfather  had  died  of 
hypertension,  and  an  uncle  has  hypertension. 
On  physical  examination  the  patient  was  a 
well -developed,  slightly  obese  white  male  in 
no  distress,  with  a blood  pressure  of  220/130. 
His  neck  revealed  carotid  pulses  which  were 
full  and  equal.  The  chest  was  clear  to 
auscultation  and  percussion.  His  heart 
revealed  normal  rhythm  and  was  enlarged 
with  the  point  of  maximal  impulse  8 cm.  to 
the  left  of  the  midclavicular  line.  His  ex- 
tremities revealed  normal  radial  pulses, 
femorals  which  were  weak  but  palpable,  and 
dorsalis  pedis  pulses  which  were  weak 
bilaterally  but  with  the  right  greater  than 
the  left. 


The  laboratory  examination  showed 
normal  blood  studies  and  urinalysis. 


Radiologic  discussion 


Frank  Brownell,  M.D.*:  This  forty- 

one-year-old  man  was  aware  of  a sudden  on- 
set of  pain  in  the  chest  and  left  arm  with 
hypertension  and  a strong  family  history  of 
same. 

The  chest  film  is  unremarkable  except  for 
a large  rounded  soft  tissue  shadow  which 
lies  in  the  region  of  the  aortic  arch  and 
which,  if  it  does  not  represent  the  aortic 
arch,  at  least  obscures  it.  There  are  a 
number  of  calcifications  associated  with  this 
which  have  the  appearance  of  nodal  rather 
than  vascular  calcifications. 

In  this  overpenetrated  film,  an  attempt  to 
follow  the  course  of  the  aorta  shows  its 
ascending  portion,  then  the  large  shadow  in 
question,  and  a descending  aorta  which  can 
be  followed  with  certainty  from  its  mid- 
portion down  to  the  diaphragm.  On  the 
lateral  projection  you  can  see  that  much  of 
this  shadow  is  probably  in  the  region  of  the 
middle  mediastinum. 

The  barium  swallow  outlines  the  under 
surface  of  the  aortic  arch  nicely,  and  again 
we  have  a large  soft  tissue  mass  which,  if  it 
does  not  represent  the  arch,  at  least  ob- 
scures it  (Fig.  1).  The  problem  is  to  decide 
on  the  nature  of  this  shadow.  It  lies  in  the 

* Instructor  in  Radiology,  State  University  of  New  York 
Upstate  Medical  Center. 
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FIGURE  1.  View  of  chest.  (A)  Left  anterior  oblique  view  showing  widening  of  the  aortic  arch.  (B)  Right 
anterior  oblique  view. 


region  of  the  aortic  arch,  perhaps  slightly 
more  anteriorly  than  one  would  expect  this 
portion  of  the  arch  to  be  in  a normal  chest. 
I think  that  by  all  odds  this  represents  an 
aneurysm  of  the  aorta.  Beyond  this  I 
would  have  to  go  to  special  studies  for  better 
evaluation. 

The  angiogram  shows  that  a catheter  has 
been  passed  up  the  aorta  from  below  into  the 
ascending  arch  (Fig.  2).  Opaque  material 
was  injected  and  demonstrates  the  great 
vessels  arising  from  the  arch.  Beyond  this 
you  can  see  the  under  surface  of  the  arch 
and  above  this  the  lumen  of  the  aorta  which 
is  narrowed.  Adjacent  to  the  lumen  is  the 
soft  tissue  mass  which  in  later  films  in  this 
sequence  acquires  a density  greater  than 
that  of  soft  tissue.  In  order  for  this  to 
occur,  opaque  material  must  be  leaking  into 
the  mass.  This  implies  that  this  is  a dis- 
secting aneurysm  with  the  dissection  com- 
pressing the  true  aortic  lumen. 

A physician  : Could  this  opaque  material 
in  the  mass  be  between  a big  clot  and  the 
wall,  sort  of  coating  the  surface  of  a big  clot? 

Dr.  Brownell:  The  mass  has  a rather 
abrupt  beginning  and  then  gradually  nar- 
rows the  true  aortic  lumen  which  itself 
presents  a smooth  wall.  I believe  this 
indicates  a dissection  rather  than  an 
intraluminal  clot,  which  might  present 
roughened  surfaces. 


FIGURE  2.  Left  anterior  oblique  aortogram. 


A physician:  Where  is  the  left  subclavian 
artery? 

Dr.  Brownell:  I think  it  must  be 

pushed  forward  and  therefore  this  represents 
further  good  evidence  of  a dissection,  since 
I think  an  intraluminal  clot  might  interfere 
with  filling  but  ought  not  to  push  it  aside. 

An  angiogram  of  the  abdominal  aorta 
shows  that  the  right  renal  artery  fills  but  the 
left  does  not  (Fig.  3).  The  dissection 
must  extend  to  this  level  and  occlude  the 
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FIGURE  4.  Surgical  specimen  with  opened  origi- 
nal lumen  of  aorta  (A),  opened  dissection  channel 
(B). 


FIGURE  3.  Abdominal  aortic  angiogram. 


left  renal  artery.  The  occlusion  must  be 
incomplete  since  there  is  a pyelogram  on  the 
left  apparently  from  a previous  injection. 


Dr.  Brownell’s  diagnosis 

Dissecting  aneurysm  of  the  aorta 


Pathologic  discussion 

Henry  J.  Goller,  M.D.:  A thoracotomy 
was  done  and  a large  fusiform  aneurysm 
was  noted  to  arise  from  the  thoracic  aorta 
beginning  at  the  origin  of  the  left  subclavian 
artery.  This  extended  to  the  midthoracic 
region.  The  aortic  segment  which  was  mas- 
sively enlarged  was  clamped  and  replaced 
with  a Teflon  graft.  The  remaining  descend- 
ing thoracic  aorta  was  noted  to  be  enlarged, 
and  when  the  clamps  were  removed  from 
the  distal  line  of  resection,  serous  fluid 
exuded  from  that  portion  of  the  false  lumen. 
This  was  cross-sutured  and  closed. 

A physician:  This  should  be  considered 
as  a possible  traumatic  dissection  because  it 
is  in  the  usual  location  where  these  occur. 

J.  Howard  Ferguson,  M.D.:  The  speci- 
men received  still  leaves  some  questions  unan- 
swered. It  had  previously  been  opened. 
Figure  4 A represents  the  original  opened  lu- 
men of  the  aorta,  and  Figure  4B  represents  the 
opened  lumen  of  the  false  dissection  channel. 


FIGURE  5.  Section  of  aorta  and  dissection  chan- 
nel, elastic  tissue  stain.  Original  lumen  of  aorta 
(A),  lumen  of  dissection  channel  (B). 


This  is  much  larger  and  partially  surrounds 
the  original  vessel.  The  false  channel  extends 
beyond  the  limits  of  the  specimen,  both 
superiorly  and  interiorly.  The  point  of 
entry  to  the  false  channel  and  re-entry  to  the 
original  lumen  are  not  included  in  the 
specimen.  Figure  5 is  a partial  cross  section 
of  the  specimen  with  (A)  again  representing 
the  original  lumen  and  (B)  the  dissection 
channel.  The  original  wall  is  not  greatly 
thinned  out.  The  wall  of  the  new  channel  is 
made  up  of  rather  thick  connective  tissue 
which  is  continuous  with  the  original 
adventitia  of  the  aorta.  A large  amount  of 
elastic  tissue  has  been  formed  in  the  new 
wall,  mostly  independent  of  the  elastic 
tissue  of  the  original  aortic  wall.  Figure  6 is 
from  the  original  wall  of  the  aorta  and 
demonstrates  the  marked  cystic  degenera- 
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medial  degeneration.  This  change,  as- 
sociated with  marked  hypertension,  is  usual 
in  dissecting  aneurysms.  This  patient  is 
only  forty-one  years  of  age  and  the  question 
might  be  raised  of  whether  or  not  there  were 
other  evidences  of  Marfan’s  syndrome.  Be- 
cause of  the  well-developed  wall  and  elastic 
tissue  formation  in  the  area  of  the  false  chan- 
nel, it  is  evident  that  this  dissection  has  been 
present  for  a considerable  period  of  time. 

A physician:  The  clear  visualization  of 
the  margin  of  the  mass  on  the  radiographs 
suggests  that  this  has  been  a chronic  dis- 
section. 


Pathologic  diagnosis 

Chronic  dissecting  aneurysm  of  the  thoracic 
aorta  with  marked  medial  degeneration 


tion  of  the  media  (A)  and  the  thickened 
intima  (B). 

It  appears  likely  that  the  dissecting 
aneurysm  was  formed  as  a result  of  cystic 
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Fitness  for  what? 

Physical  fitness  and  health  aren’t  necessarily 
interchangeable,  Frank  P.  Foster,  M.D.,  from 
the  Lahey  Clinic  in  Boston,  contends  in  The  New 
Physician,  published  by  the  Student  American 
Medical  Association. 

For  example,  a boy  who  has  achieved  excel- 
lence in  swimming  “is  no  healthier  than  the 
tragic  boy  who  has  lost  both  legs  in  an  auto- 
mobile accident.”  Few  youngsters  now  in 
training  at  school  and  college  levels  will  become 
professional  athletes  or  coaches.  Most  will  go 
into  a business  or  profession  with  little  time  for 
athletics. 

The  author  believes  “the  man  of  the  future 
will  need:  muscle  enough  to  shake  hands  con- 
vincingly and  move  about;  ears  with  sufficient 
sensitivity  to  permit  three  conversations  at 
once,  one  with  the  secretary,  one  with  the  client, 
and  one  on  the  telephone;  a digestive  tract 


competent  to  permit  its  owner  to  eat  anything 
anywhere  and  not  get  indigestion,  and  the  abil- 
ity to  sleep  practically  any  time  anywhere  in 
order  to  keep  up  with  a travel  schedule  imposed 
on  a busy  man  by  the  transportation  facilities  of 
today.” 

Dr.  Foster  continues,  “The  healthiest  of  boys 
does  not  carry  with  this  state  a guarantee  that 
as  a man  he  will  not  develop  cancer,  infection, 
heart  disease,  high  blood  pressure,  or  any  other 
of  a dozen  illnesses.” 

Contrary  to  popular  opinion,  exercise  is  not 
essential  to  health  and  well-being.  Many  peo- 
ple who  never  exercise  live  to  ripe  old  ages. 
Women,  who  rarely  play  in  organized  sports, 
quite  consistently  outlive  men  by  several  years. 

“The  most  important  thing,”  Dr.  Foster  goes 
on,  “is  to  deliver  an  undamaged  boy  into  man- 
hood. This  means  as  he  enters  adult  life,  with 
all  its  tribulations,  that  he  has  two  eyes,  two 
ears,  two  hands,  usable  knees  and  ankles,  and  a 
brain  unhampered  by  concussions.” 
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Case  Reports 


Starch  Peritonitis 


CHARLES  R.  BLAIR,  M.D. 

New  York  City 
JESSE  BLUMENTHAL,  M.D. 

New  York  City 

From  the  Surgical  Service, 
St.  Luke's  Hospital 


Starch  granuloma  and  starch  peritonitis 
have  only  recently  been  appreciated  as 
clinical  entities.  This  report  of  2 recent 
cases  of  starch  peritonitis  re-emphasizes  the 
importance  of  both  prophylaxis  and  rec- 
ognition of  this  entity. 

Talcum  powder  had  been  used  almost 
exclusively  for  the  lubrication  of  surgical 
gloves  until  approximately  ten  years  ago, 
when  a high  incidence  of  complications,  in- 
cluding adhesions,  granulomas,  and  several 
fatalities  due  to  peritonitis,  were  reported. 
Following  the  recognition  of  talcum 
granulomas  by  Antopol  in  1933  there  has 
been  a search  for  a satisfactory  substitute 
for  talcum  powder.  In  1947,  Lee  and  Leh- 
man1 tested  many  substances  and  found 
that  treated  cornstarch  was  a nonirritating 
and  absorbable  substitute  for  talcum 
powder.  Epichlorhydrin-treated  corn- 
starch (BioSorb)  was  further  tested  by 
Post  let  hwait  et  al .2  and  found  to  be  com- 
pletely absorbed  after  experimental  im- 
plantation in  the  peritoneal  cavity  of  rats. 
Starch  has  since  proved  to  be  not  entirely 
innocuous  as  a surgical  glove  powder.3-8 
Sneierson  and  Woo,  in  1955, 3 first  reported 
postoperative  starch  peritonitis;  since  then, 
starch  has  been  reinvestigated  as  a 
lubricant.9  In  1960,  Myers,  Deaver,  and 
Brown4  showed  that  starch  granules  were 
ultimately  absorbed  after  introduction  into 
the  peritoneal  cavity  of  rabbits.  However, 
until  complete  absorption  occurs,  the  starch 


persists  as  conglomerates  and  provokes  a typ- 
ical foreign  body  reaction.  Finely  dispersed 
starch  granules  are  absorbed  by  macro- 
phages in  about  six  to  twenty -five  days,  but 
in  many  individuals  evidence  of  starch  may 
be  found  later. 

Case  reports 

Case  1.  A twenty -seven-year-old  male 
underwent  abdominal  exploration  for  a stab 
wound  of  the  abdomen.  The  exploration 
was  unremarkable  except  for  the  presence  of 
a Meckel’s  diverticulum,  which  was  re- 
moved along  with  a normal  appendix. 
The  patient’s  postoperative  course  was  un- 
complicated, and  he  was  discharged  on  his 
ninth  postoperative  day.  Three  weeks  after 
exploration  he  developed  lower  abdominal 
pain  without  nausea  or  vomiting.  The  pain 
persisted  for  a week,  and  he  was  readmitted 
to  the  hospital.  On  physical  examination 
his  temperature  was  99.6  F.  (by  rectum),  and 
his  pulse,  blood  pressure,  and  respirations 
were  normal.  There  was  diffuse  abdominal 
guarding,  more  marked  in  the  lower 
quadrants,  and  direct,  rebound,  and  re- 
ferred tenderness  to  the  right  lower  quadrant. 
His  white  blood  cell  count  and  differential 
white  blood  cell  count  were  normal.  Even 
though  no  mass  was  palpable,  we  believed 
the  patient  had  an  intra -abdominal  abscess 
secondary  to  his  previous  surgery.  At 
operation  an  inflammatory  mass  was  found 
in  the  right  lower  quadrant  with  a small 
amount  of  free  peritoneal  fluid.  The 
peritoneum  of  the  lower  abdomen  was 
studded  with  numerous  2-  to  3-mm.  white 
nodules.  Multiple  biopsies  were  taken  and 
the  abdomen  closed.  All  smears  and  cultures 
were  negative  for  routine  pathogens  and 
tubercle  bacilli.  Histologic  examination  of 
one  of  the  nodules  from  the  peritoneal  sur- 
face revealed  a typical  granulomatous  re- 
action with  fibrosis,  histiocytes,  and  eosino- 
phils. There  were  many  double  retractile 
bodies  which  resembled  starch  granules. 
The  diagnosis  of  starch  granuloma  was  made 
by  the  pathologist.  Postoperatively,  the 
patient  had  a mild  ileus  and  a low-grade 
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fever,  but  he  was  discharged  asymptomatic 
ten  days  later.  The  patient  was  readmitted 
three  months  following  his  second  operation 
with  a partial  small  bowel  obstruction.  He 
was  successfully  treated  by  intubation  with 
a Miller-Abbott  tube  and  discharged.  The 
patient  was  last  seen  six  months  following 
this  obstruction  and  was  having  no  further 
difficulty. 

Case  2.  A sixty -four -year-old  white  male 
was  admitted  for  evaluation  of  a fever 
of  unknown  origin  of  three  weeks  duration. 
He  was  anemic  and  had  a white  blood  cell 
count  of  13,900,  with  85  per  cent  polymor- 
phonuclear leukocyte  cells  and  11  per  cent 
lymphocytes.  Culture  of  his  blood,  sputum, 
and  urine  gave  negative  findings.  All  x-ray 
studies,  including  barium  enema,  intra- 
venous pyelogram,  and  oral  cholecystogram, 
were  normal  except  for  an  upper  gastro- 
intestinal series  which  showed  antral  nar- 
rowing, suggestive  of  an  infiltrative  process 
such  as  a lymphoma.  Abdominal  explora- 
tion was  performed  with  gastrostomy  and 
biopsies  of  stomach,  liver,  and  skeletal 
muscle.  The  histologic  report  showed 
chronic  gastritis  with  a normal  liver  and 
normal  skeletal  muscle.  The  patient  did 
well  postoperatively  and  was  afebrile  two 
weeks  following  operation.  Three  weeks 
following  operation  he  developed  right 
lower  abdominal  pain  and  had  an  elevation 
of  his  temperature  to  100  F.  On  the  fol- 
lowing day  his  pain  persisted  and  his 
temperature  rose  to  102  F.  The  significant 
physical  findings  were  direct  and  rebound 
tenderness  in  the  right  lower  quadrant.  A 
tentative  diagnosis  of  appendicitis  was  made, 
and  the  patient  was  operated  on  for  the 
second  time.  The  serosa  of  the  appendix 
and  the  cecum  were  injected,  but  otherwise 
the  appendix  appeared  normal.  The 
peritoneum  was  studded  with  many  2-  to  3- 
mm.  whitish  nodules.  The  remainder  of 
the  abdominal  organs  appeared  normal. 
A tentative  diagnosis  of  starch  peritonitis 
was  made  in  view  of  our  experience  with  the 
previous  case.  A biopsy  of  a peritoneal 
nodule  was  taken  and  the  appendix  was  re- 
moved. This  histologic  report  on  the 
nodule  revealed  small  epithelioid  granu- 
lomas about  pale  basophilic  foreign  bodies, 
indistinguishable  from  starch.  The  char- 
acteristic ovoid  retractile  bodies  were  found. 
The  patient  made  an  uneventful  recovery. 


Comment 

The  history,  operative  findings,  and  histol- 
ogy of  these  patients  are  typical  for  patients 
with  starch  peritonitis.  Each  occurred 
three  to  four  weeks  after  the  primary  opera- 
tion and  in  both  instances  had  definite  signs 
of  peritonitis.  The  confusing  part  of  the 
problem  is  that  starch  peritonitis  can  mimic 
other  acute  abdominal  conditions,  such  as 
appendicitis.  The  gross  findings  of  multiple, 
small,  whitish  nodules  are  characteristic  of 
starch  granuloma.  Microscopic  examina- 
tion is  diagnostic  when  the  retractile  ovoid 
starch  granules  are  seen  and  examined  under 
polarized  light.  In  each  of  our  patients  there 
was  thorough  exploration  and  extensive 
handling  of  the  bowel.  This  undoubtedly 
dispersed  the  starch  granules,  allowing  a 
widespread  peritoneal  reaction. 

Both  of  our  cases  improved  spontaneously 
following  laparotomy.  One  of  our 
patients  (Case  1)  had  a subsequent  small 
bowel  obstruction,  but  we  have  no  conclusive 
evidence  that  this  was  secondary  to  the 
starch  alone.  In  general,  most  of  the  re- 
ported cases  of  starch  granuloma  improve 
spontaneously.  Maggs  and  Reinus5  re- 
ported a case  where  the  peritoneal  reaction 
was  so  severe  that  steroids  were  necessary 
to  control  the  peritonitis. 

Starch  granulomas  are  often  incidental 
findings,  both  on  surgical  specimens  and  at 
the  autopsy  table.  Their  recognition  is  a 
function  of  the  familiarity  of  the  pathologist 
with  the  entity.  Because  of  our  recent 
awareness  and  interest  in  starch  granuloma, 
we  have  found  them  to  be  present  at  autopsy 
two  months  postoperatively  in  a patient 
who  had  had  a previous  sigmoid  resection 
and  died  of  a myocardial  infarction.  Char- 
acteristic starch  granulomas  were  found  over 
an  area  of  small  intestine.  This  patient 
never  had  any  signs  of  peritonitis  due  to 
these  granulomas. 

Our  experience  has  pointed  out  several 
lessons:  The  most  obvious  is  that  pre- 

sumably these  granulomas  are  completely 
preventable  by  thorough  removal  of  all 
starch  from  the  gloves  of  all  members  of  the 
operating  team.  Awareness  of  the  entity  is 
of  great  importance:  Once  the  diagnosis  has 
been  made,  nothing  further  should  be  done 
surgically.  There  have  been  reports  of 
bowel  resections  performed  because  of 
inflammatory  masses  which  were  found  at 
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the  operating  table.  The  true  nature  of  the 
inflammatory  lesion  was  only  discovered  on 
microscopic  examination  of  the  specimen. 

Transient  postoperative  peritonitis, 
secondary  to  starch,  may  be  more  common 
than  appreciated  and  may  simulate  other 
postoperative  complications.  Naturally,  it 
would  be  dangerous  to  accept  all  postopera- 
tive peritoneal  symptoms  as  being  caused  by 
starch  granulomas.  If  symptoms  and  signs 
are  indicative  of  an  acute  peritonitis,  then 
re-exploration  must  be  done.  Consequently, 
the  surgeon  cannot  change  his  criteria  for 
exploration;  he  must,  however,  be  aware  of 
this  entity  when  it  is  found. 

Summary 

Two  cases  of  postoperative  starch 
peritonitis  have  been  presented.  The  clinical 
and  pathologic  findings  have  been  discussed. 


Misconceptions  in  physical 
education 

A recent  issue  of  the  Journal  of  School 
Health  examines  some  popular  notions  about 
the  virtues  and  hazards  of  exercise  and  rest  and 
finds  most  of  them  erroneous.  Perhaps  the 
most  significant  misconception  about  health, 
the  article  states,  is  the  undue  faith  placed  in 
routine  periodic  physical  examinations  as  the 
basis  of  health  supervision  of  children.  The 
weight  of  evidence  favors  the  daily  observation 
of  parents  and  teachers  over  routine  examina- 
tions, and  is  sufficient  to  relegate  the  latter  to 
second  place  as  a means  of  detecting  health 
problems  in  children. 

Among  the  popular  misconceptions  are  the 
following: 

1.  That  rest  is  a cure-all.  At  one  time  rest 
was  one  of  the  few  therapeutic  weapons  avail- 
able. The  exaggerated  idea  of  the  efficacy  of 
rest  persists  even  in  these  days  of  specific 
therapy  in  many  diseases.  Except  for  certain 
diseases  such  as  hepatitis,  carefully  controlled 
studies  have  shown  that  normal  activity  does 
not  impair  recovery.  Examples  are  rheumatic 
fever,  nephritis,  and  even  tuberculosis  when 
under  treatment  with  antimicrobials. 

2.  That  training  and  conditioning  protect 
against  infection.  Resistance  to  infection  is  a 
humoral  phenomenon  depending  on  presence 
of  antibodies  in  the  blood,  which  has  no  dem- 
onstrated relationship  to  training  or  condi- 
tioning. The  trading  of  equipment,  towels, 
and  clothing,  common  in  locker  rooms,  is  one 
of  the  ways  of  transferring  skin  and  other  in- 


The recognition  and  easy  prevention  of  this 
entity  have  been  stressed. 
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fections.  There  is  a grave  misconception  about 
the  ability  of  the  healthy,  well-conditioned  per- 
son to  resist  such  infections. 

3.  That  adults  are  able  to  withstand  so-called 
childhood  diseases  better  than  children.  Just 
the  opposite  is  true.  The  preventable  ones 
should  be  prevented  by  early  immunization  and 
the  others  allowed  to  occur  in  childhood  unless 
specifically  contraindicated. 

4.  That  strenuous  activity  is  harmful  to  the 
“ immature ” heart.  It  has  been  amply  demon- 
strated that  the  normal  heart  cannot  be  dam- 
aged by  work,  and  that  active  people,  as  judged 
from  statistics,  live  longer  than  inactive  people. 

5.  That  heart  murmur  or  history  of  heart 
disease  always  contraindicates  participation  in 
sports.  Not  so.  It  is  the  type  and  degree  of 
heart  disease  and  character  of  the  murmur 
which  indicates  the  degree  of  permissible  ac- 
tivity. 

6.  That  the  emotional  problems  of  adoles- 
cents are  due  to  hormones.  The  emotional  crises 
originate  from  external  rather  than  internal 
causes. 

7.  That  so-called  physical  fitness  tests  ac- 
tually test  physical  fitness.  These  tests  reveal 
motor  skills,  but  nothing  about  medical  or 
organic  fitness. 

8.  That  one  should  not  drink  water  during 

athletic  activity.  A dangerous  notion:  the 

water  loss  incidental  to  such  activity  must  be 
replaced  to  maintain  homeostasis. 

9.  That  participating  in  athletics  affects  the 
female  reproductive  cycle.  Athletics  present  no 
significant  hazards  for  the  healthy  female. 
It  is  generally  agreed  that  a female  athlete  may 
compete  at  any  time  during  her  menstrual 
cycle  in  most  sports. 
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P rimary  torsion  of  the  omentum  is 
generally  an  unanticipated  discovery  during 
laparotomy  for  an  acute  condition  of  the 
abdomen  requiring  surgery.  The  term, 
“primary  torsion  of  the  omentum,”  ex- 
cludes torsion  due  to  inflammation,  ad- 
hesions, carcinoma,  and  hernias,  both  in- 
ternal and  external. 

The  twisted  segment  is  found  suspended 
from  a pedicle  formed  by  one  or  more 
turns.  It  is  red  and  edematous  and  grossly 
hemorrhagic  and  indurated.  Microscopic 
examination  reveals  the  presence  of  leuko- 
cytes, monocytes,  and  plasma  cells  and  con- 
gestion and  thrombosis  of  the  blood  vessels. 1 
Frank  gangrene  may  be  present.  No 
etiologic  mechanism  is  suggested  by  the 
microscopic  findings.  The  most  common 
site  for  the  torsion  is  the  right  extremity  of 
the  omentum.2-4  A serosanguineous  peri- 
toneal exudate  surrounds  the  involved 
area,  resulting  in  serosal  inflammation  of 
adjacent  viscera,  such  as  the  appendix  and 
small  and  large  intestines.5  ~7 

The  clinical  presentation  of  this  entity 
resembles  that  of  acute  appendicitis,  and, 
indeed,  most  of  the  cases  have  been  dis- 
covered at  laparotomy  for  acute  ap- 


pendicitis. Abdominal  pain  in  the  peri- 
umbilical and  right  lower  quadrant  areas 
is  common,  as  are  also  acute  direct  and 
rebound  tenderness,  rigidity  of  the 
abdominal  musculature,  nausea,  and  vomit- 
ing.1-2-8 An  abdominal  mass  is  palpated 
only  occasionally.  A slightly  elevated  tem- 
perature is  the  rule,  and  the  white  blood 
cell  count  ranges  between  9,500  and  18,000. 

Case  reports 

Case  1.  A thirteen-year-old  white  male 
was  admitted  to  the  Northern  Westchester 
Hospital  on  April  8,  1955,  because  of  right 
lower  abdominal  pains  of  twenty -four  hours 
duration  associated  with  nausea.  A phys- 
ical examination  revealed  a temperature  of 
99.8  F.  and  right  lower  abdominal  tender- 
ness, both  direct  and  referred.  There  was 
no  abdominal  mass.  The  white  blood 
count  was  10,500.  A diagnosis  of  acute 
appendicitis  was  made,  and  a laparotomy 
was  undertaken  through  a McBurney  in- 
cision on  the  day  of  admission.  A moderate 
amount  of  amber-colored  fluid  was  present, 
and  the  appendix  was  situated  rather  high 
but  appeared  innocuous  except  for  some 
injection  of  its  superficial  vessels.  An 
indurated  mass  of  omentum  was  found  in 
the  right  upper  abdomen  measuring  10 
by  5 cm.  The  mass  was  resected,  and  an 
appendectomy  was  performed. 

Pathologic  report — gross.  The  first  speci- 
men was  a segment  of  firm  omentum, 
7 cm.  in  the  widest  diameter.  The  external 
and  cut  surfaces  were  composed  of  reddish- 
brown  lobules  of  adipose  tissue.  The  second 
specimen  was  an  appendix  whose  sub- 
serosal  vessels  were  injected. 

Microscopic  report.  Sections  of  omentum 
were  composed  of  loose  adipose  tissue  in 
which  there  were  large  dilated  engorged 
vessels.  In  addition,  there  were  focal 
areas  of  hemorrhage,  and  the  adipose  tissue 
was  partially  necrotic.  The  appendix  was 
normal  except  for  engorged  dilated  vessels 
in  the  meso-appendix  and  subserosa. 

Diagnosis.  The  diagnosis  was  acute  gan- 
grene of  omentum  (torsion). 

Case  2.  A twelve-year-old  boy  was 
admitted  to  the  Northern  Westchester 
Hospital  on  June  30,  1961,  because  of 
vague  pains  in  the  right  lower  abdomen 
for  four  days.  He  had  had  no  nausea, 
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FIGURE  1.  Case  2.  Greater  omentum  seen  ro- 
tated 360  degrees  clockwise  with  pedicle  in  ceph- 
alad  position.  Hemorrhage  areas  in  omentum  are 
clearly  defined.  Appendix  reveals  inflammation 
of  its  serosal  coat. 

vomiting,  or  upper  respiratory  infection. 
Physical  examination  revealed  an  acutely 
ill  child,  with  a temperature  of  100.4  F. 
There  was  exquisite  right  lower  and  mid- 
abdominal tenderness,  both  direct  and 
rebound,  and  a spasm.  A rectal  examina- 
tion revealed  tenderness  high  on  the  right. 
The  white  blood  count  was  9,500,  with  69 
polymorphonuclear  leukocytes,  5 band 
forms,  24  lymphocytes,  and  2 monocytes. 
Because  of  the  very  marked  abdominal 
signs  and  symptoms,  a diagnosis  of  acute 
appendicitis  was  made,  and  an  operation 
was  performed  on  June  30,  1961.  Three 
ounces  of  serosanguineous  fluid  were  en- 
countered in  the  peritoneal  cavity.  The 
surface  of  the  appendix  was  inflamed,  and 
the  significant  pathologic  condition  lay  in 


the  right  upper  abdomen  where  a mass  of 
hemorrhagic  omentum  was  found  twisted 
360  degrees  clockwise.  The  mass  was 
excised,  and  an  appendectomy  was 
performed. 

Pathologic  report — gross.  The  first  speci- 
men was  a large  segment  of  omentum, 

14  cm.  in  its  greatest  dimension.  At  one 
end,  which  was  tapered  (proximal),  the 
omentum  was  twisted  on  itself  in  a 360- 
degree  turn,  and,  distal  to  the  site  of  the 
rotation,  the  omentum  was  markedly  hemor- 
rhagic (Fig.  1).  The  second  specimen 
was  an  appendix  with  a red  external  surface 
and  infected  subserosal  vessels. 

Microscopic.  Section  of  the  omentum 
showed  engorged  blood  vessels  with  diffuse 
hemorrhage.  The  muscle  and  serosal  coats 
of  the  appendix  were  sprinkled  with  leuko- 
cytes, and  the  subserosal  vessels,  as  well  as 
the  vessels  of  the  meso-appendix,  were 
engorged. 

Pathologic  diagnosis.  The  pathologic  di- 
agnosis was  strangulated  omentum  and 
acute  hemorrhagic  periappendicitis.  I 

Comment 

Torsion  of  the  omentum  is  rare  in  adults 
and  occurs  even  less  frequently  in  children. 
The  etiologic  factors  are  not  entirely 
clear.  Predisposing  factors  are  the  pres- 
ence of  a large  omentum,  a long  pedicle 
with  narrow  attachments,  and  excessive 
deposition  of  fat  in  the  distal  portion  of  the 
omentum.9  In  our  cases  a moderate  sized 
omental  mass  was  present,  and  the  pedicle 
was  narrow  with  a clockwise  twist,  origi- 
nating from  the  right  side  of  the  omentum. 

Exciting  agents  include  the  application  of 
external  force,  violent  exercise,  and  tossing 
of  the  omentum  due  to  peristaltic  waves. 
The  hemodynamic  theory  is  that  with 
venous  obstruction  the  arteries  become 
tense,  and  the  longer  and  more  tortuous 
veins  rotate  around  these  more  rigid  struc- 
tures. It  has  also  been  suggested  that 
during  digestion,  when  venous  engorgement 
is  most  evident  in  the  dependent  portion 
of  the  omentum,  a slight  injury  of  omental 
vessels  might  produce  thrombosis.2  The 
subsequent  infarcted  segment  then  under- 
goes a twist  which  at  operation  cannot  be 
distinguished  from  primary  torsion  followed 
by  infarction. 

Very  likely  etiologic  agents  are  hyper- 
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peristalsis  of  the  intestines  and  quick 
rotary  movement  of  the  body.3  Clinical 
support  for  this  concept  is  the  fact  that  the 
right  side  of  the  omentum  is  the  larger 
and  more  mobile  portion  which  hangs 
down  into  the  right  iliac  fossa  while  the 
lower  left  border  usually  lies  higher  in  the 
left  hypochondrium.  The  right  side,  there- 
fore, would  be  more  likely  to  be  involved  by 
exaggerations  of  the  normal  movements  of 
the  omentum.  In  practically  all  of  the 
cases  reported  torsion  developed  in  the 
right  inferior  portion  of  the  omentum. 

It  is  fairly  clear  that  no  single  theory 
will  explain  adequately  the  production  of 
torsion  of  the  omentum  in  every  instance, 
and  it  is  likely  that  many  factors  play  a 
part  in  the  same  case.  The  authors  feel 
that  obesity,  peristalsis,  and  hydrodynamic 
forces  operate  in  the  adult,  while  strenuous 
physical  activity  may  be  a more  important 
factor  in  children. 

The  treatment  of  primary  torsion  of  the 
omentum  is  the  excision  of  the  involved 
portion  of  omentum  through  normal  un- 
involved omentum.  This  will  prevent  the 
spread  of  thrombosis  proximally.  Coin- 
cidental appendectomy  can  usually  also 
be  done.  The  most  important  point  is 
to  recognize  the  presence  of  this  condition 
when  the  suspected  appendix  appears  in- 
nocent or  the  site  of  a periappendicitis. 
An  additional  clue  is  the  presence  of  sero- 
sanguineous  fluid  in  the  right  side  of  the 
peritoneal  cavity.  This  type  of  fluid  is 
unusual  in  appendicitis  and  should  bring 


to  mind  a twisted  ovarian  cyst,  intestinal 
obstruction,  acute  pancreatitis,  and  omental 
torsion. 

Summary 

The  etiologic  factors,  pathogenesis,  and 
clinical  picture  of  primary  torsion  of  the 
omentum  have  been  reviewed,  and  2 new 
cases  in  children  have  been  reported. 

The  disease  is  rare,  and  the  diagnosis  is 
made  most  commonly  at  laparotomy  when 
the  suspected  appendix  is  uninflamed  and 
a search  is  instituted  for  the  offending 
organ.  As  is  usual  in  such  instances,  a 
heightened  index  of  suspicion  for  primary 
torsion  of  the  omentum  will  lead  to  rapid 
detection  of  the  pathologic  condition 
and  its  eradication. 
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noids  from  this  site  are  rarely  malignant.2 
From  the  extra-appendiceal  locations,  how- 
ever, 25  to  38  per  cent  are  found  to  metas- 
tasize to  the  lymph  nodes  and  liver.3-4 

There  has  been  increased  interest  in  the 
lesion  since  the  relationship  of  carcinoid 
tumors  and  the  clinical  entity  of  the  carci- 
noid syndrome  has  been  described.5-6 

Of  a large  series  reported  of  356  neoplasms 
of  the  small  intestine,  42  per  cent  were 
carcinoid  tumors,  and  only  5 of  these  oc- 
curred in  a Meckel’s  diverticulum;  of  209 
patients  with  carcinoid  tumors,  the  incidence 
of  carcinoid  syndrome  was  7 per  cent,  and 
the  majority  of  these  patients  had  liver  me- 
tastases.7 

The  substance  responsible  for  the  syn- 
drome, serotonin  (5-hydroxytryptamine),  has 
been  found  in  the  carcinoid  tumor,  and  in 
1955  a simple  technic  was  described  to  de- 
tect the  serotonin  derivatives  in  the  urine  to 
aid  in  the  diagnosis  of  this  syndrome.8-9 

From  1922  to  the  present  25  cases  of  car- 
cinoid tumor  of  a Meckel’s  diverticulum 
have  been  reported  (Table  I).  In  this  table 
we  are  including  the  first  reported  case  by 
Braxton  Hicks  and  Kadinsky10;  however, 
the  authenticity  of  this  material  has  been 
doubted  by  Stewart  and  Taylor11  after  a re- 
view of  the  original  slides. 

Because  of  its  rarity  we  report  this  case, 
observed  at  New  Rochelle  Hospital,  as  an 
incidental  finding  at  autopsy.  This  case 


TABLE  I.  Reported  cases  of  carcinoid  tumors  of  Meckel's  diverticulum 


Author 

Patient’s 

Age 

(Years) 

Sex 

Source 

Symp- 

toms 

Metas- 

tasis 

Size 

(mm.) 

Stain  for 
Argentaffin 
Granules 

Braxton  Hicks,  and  Kadinsky10 

12 

M 

Surgery 

Yes 

None 

Not  done 

Stewart  and  Taylor11 

54 

M 

Autopsy 

No 

None 

“Pea” 

Positive 

Price12 

54 

F 

Surgery 

Yes 

None 

Small 

orange 

Negative 

Hertzog  and  Carlson13 

54 

M 

Autopsy 

No 

None 

4 

Positive 

Idem13 

58 

M 

Autopsy 

No 

None 

3 

Positive 

Collins,  Collins,  and  Andrews14 

56 

M 

Surgery 

No 

None 

6 

Not  done 

Ashworth  and  Wallace15 

46 

M 

Autopsy 

No 

None 

8 

Negative 

Pautler  and  Scotti15 

68 

M 

Autopsy 

No 

None 

6 

Positive 

Mrazek,  Godwin,  and  Mohardt17 

37 

M 

Surgery 

No 

None 

Not  done 

Idem 17 

54 

M 

Autopsy 

No 

None 

3 

Not  done 

Stoll18 

58 

M 

Autopsy 

No 

Liver 

5 

Positive 

Pierce19 

47 

M 

Surgery 

No 

None 

Positive 

Grimes  and  Crane20 

59 

F 

Surgery 

Yes 

Liver 

15 

Positive 

Lennard- Jones  and  Snow21 

58 

F 

Autopsy 

Yes 

Liver 

Not  done 

Parnassa,  Friedman,  and  Cincotti22 

56 

M 

Surgery 

Yes 

None 

5 

Not  done 

Baird,  Anderson,  and  Mills23 

42 

M 

Surgery 

No 

None 

4 

Positive 

Rintala24 

25 

M 

Surgery 

Yes 

None 

3 

Not  done 

Becker25 

51 

M 

Surgery 

No 

None 

6 

Positive 

Drickman  and  Hodges1 

71 

M 

Autopsy 

Yes 

Lymph 

nodes 

8 

Positive 

Lechner  and  Chamblin26 

52 

M 

Surgery 

No 

None 

6 

Not  done 

Kravetz,  Balsam,  and  Jiminez27 

61 

M 

Autopsy 

No 

None 

10 

Positive 

Idem27 

56 

M 

Surgery 

No 

None 

5 

Positive 

Idem27 

55 

M 

Autopsy 

Yes 

Liver 

50  by  30 

Positive 

Lykke  and  De  la  Lande28 

60 

F 

Autopsy 

Yes 

Liver 

Positive 

Herena  and  Schraft 

55 

M 

Autopsy 

No 

None 

15 
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A carcinoid  tumor  of  a Meckel’s  divertic- 
ulum is  rare.  Drickman  and  Hodges,1 
in  a review  of  the  literature  to  1960,  found 
17  reported  cases. 

Carcinoid  tumors  arise  in  the  gastro- 
intestinal tract  from  the  argentaffin  cells 
(Kulchitsky’s  cells)  situated  in  the  base  of 
the  crypts  of  Lieberkiihn.  The  appendix 
is  the  most  frequent  location,  and  carci- 


1208  New  York  State  Journal  of  Medicine  / May  15, 1964 


FIGURE  1.  (A)  Segment  of  ileum  with  Meckel’s  diverticulum.  (B)  Neoplasm  near  tip  of  diverticulum. 


was  found  in  a total  of  3,811  autopsies 
performed  over  a thirty-five-year  period 
from  1927  to  1962;  during  this  period  no 
case  was  discovered  among  68,144  consecu- 
tive surgical  specimens. 

Case  report 

A fifty-five-year-old  white  male  was  ad- 
mitted to  the  New  Rochelle  Hospital  be- 
cause of  pain  in  the  right  hip  severe  enough 
to  interfere  with  walking.  The  clinical 
impression  was  that  of  trochanteric  bursitis. 
During  his  hospital  stay  he  developed  se- 
vere chest  pain  which  proved  to  be  due  to 
acute  myocardial  infarction;  he  expired 
while  an  electrocardiogram  was  being  taken 
which  showed  that  he  had  developed  ven- 
tricular fibrillation. 

Pathologic  findings 

Autopsy  revealed  evidence  of  an  early 
anterior  wall  myocardial  infarction  with 
severe  atherosclerosis  of  the  anterior  de- 
scending coronary  artery  but  without  evi- 
dence of  thrombosis.  The  myocardium  of 
the  anterior  wall  showed  histologic  evidence 
of  fragmentation  of  muscle  fibers  with  the 
infiltration  of  occasional  clusters  of  poly- 
morphonuclear leukocytes. 

As  an  incidental  finding  a Meckel’s  diver- 
ticulum of  the  ileum  was  noted  120  cm.  prox- 
imal to  the  ileocecal  valve.  The  Meckel’s 
diverticulum  measured  4 cm.  in  length  (Fig. 
1A).  A neoplasm  1.5  cm.  in  diameter, 


elevated  to  a height  of  6 mm.,  was  found 
near  the  tip  of  the  diverticulum  (Fig.  IB). 
A section  through  the  lesion  revealed 
a yellow  solid  neoplasm  involving  the  entire 
thickness  of  the  wall  of  the  diverticulum; 
the  mucosa  overlying  the  neoplasm  was 
intact.  The  tumor  had  not  penetrated 
through  the  serosa.  There  was  no  evidence 
of  metastatic  neoplasm  within  nodes,  liver, 
or  elsewhere. 

Histologic  examination  of  the  neoplasm 
revealed  the  presence  of  polyhedral-shaped 
cells  arranged  in  ovoid  nests,  in  turn  sur- 
rounded by  fibrous  tissue.  The  individual 
cells  had  nuclei  of  equal  size,  and  mitotic 
figures  were  rare.  Neoplastic  cells  had 
infiltrated  through  the  muscular  is  in  areas 
to  reach  the  adjacent  fat  but  had  not  seeded 
the  peritoneal  surface.  There  was  no  evi- 
dence of  vascular  or  of  lymphatic  invasion 
by  neoplastic  cells  (Fig.  2). 

Comment 

To  the  present  time,  25  carcinoid  tumors 
of  Meckel’s  diverticulum  have  been  re- 
ported; of  these  21  occurred  in  males  with 
only  4 in  females.  Metastases  has  occurred 
in  6 cases,  5 with  metastases  to  the  liver  and 
1 with  osteolytic  metastases  to  the  verte- 
brae. 

Two  of  these  cases  have  shown  the  carci- 
noid syndrome;  the  case  of  Lennard-Jones 
and  Snow21  with  flush,  diarrhea,  and  syncope 
had  elevated  serotonin  in  blood  and  urine. 
The  case  of  Lykke  and  De  la  Lande28  had 
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FIGURE  2.  (A)  Scanning-power  view  of  carcinoid  tumor  arising  in  diverticulum.  (B)  Low-power  view  of 
tumor. 


flush,  diarrhea,  and  gross  stenosis  of  the 
pulmonic  and  tricuspid  valves;  the  seroto- 
nin content  of  the  tumor  was  elevated. 
Both  cases  had  massive  metastases  to  the 
liver,  and  the  patients  expired  shortly 
after  diagnosis  was  made. 


Summary 

The  twenty-fifth  case  of  carcinoid  tumor 
of  a Meckel’s  diverticulum  is  presented 
with  a brief  summary  of  the  literature. 
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Cytomegalic  inclusion  disease  has  been 
reported  in  adults  with  concomitant 
blood  dyscrasia  in  several  instances.1-4 
The  following  case  of  autoimmune  hemolytic 
anemia  terminated  with  postmortem  find- 
ings of  poorly  differentiated  lymphoma  and 
cytomegalic  inclusion  disease.  To  our 
knowledge  this  association  of  lesions  has 
not  been  reported. 

Case  report 

A fifteen-year-old  white  boy  was  admitted 
to  the  Manchester  Memorial  Hospital  with 
complaints  of  weakness,  fatigue,  back  pain, 
and  anorexia.  He  had  been  admitted  to 
this  hospital  on  numerous  occasions  lor 
treatment  of  autoimmune  hemolytic  anemia 
diagnosed  two  years  before  the  final  admis- 
sion on  the  basis  of  anemia,  elevated  in- 
direct serum  bilirubin,  the  positive  result  of 
a direct  Coombs  test,  moderate  hepato- 
splenomegaly,  and  sternal  bone  marrow 
revealing  erythroid  hyperplasia.  Previous 
therapy  had  included  corticosteroids  (pred- 
nisone or  related  compounds),  splenectomy, 
and  numerous  blood  transfusions. 


On  physical  examination  the  patient  was 
found  acutely  ill.  Moon  facies,  lower 
abdominal  and  thigh  striae,  cervical  “buffalo 
hump,”  and  slight  mid-dorsal  kyphosis  were 
observed.  The  temperature  was  102  F. 
by  mouth,  the  pulse  rate  was  100,  and 
respirations  were  20  per  minute.  The 
blood  pressure  was  130/80.  Superficial 
lymph  nodes  were  not  enlarged. 

Laboratory  examination  revealed  the  fol- 
lowing: hemoglobin,  10.7  Gm.  per  100  ml.; 
leukocyte  count,  12,100,  with  70  per  cent 
neutrophils,  6 per  cent  juvenile  forms,  18 
per  cent  lymphocytes,  8 per  cent  mono- 
cytes, and  7 nucleated  red  blood  cells  per  100 
white  blood  cells.  Urinalysis  revealed  1 
plus  albumin.  X-ray  examinations  indi- 
cated the  possibility  of  a tiny  duodenal 
ulcer.  A chest  x-ray  film  showed  apparent 
discoid  atelectasis.  Osteoporosis  was  noted 
in  x-ray  films  of  the  thoracic  vertebral 
column. 

The  hospital  course  was  characterized  by 
the  development  of  a severe  necrotizing 
tonsillitis.  Cultures  of  the  tonsils  revealed 
Escherichia  coli.  Intensive  therapy  with 
Chloromycetin,  penicillin,  and  streptomycin 
was  unavailing.  On  the  twenty-first  hos- 
pital day  the  patient  developed  massive 
hematemesis  and  died. 

Autopsy  findings.  Postmortem  exam- 
ination disclosed  generalized  obesity  with  the 
localized  fat  distribution  characteristic  of 
hyperadrenocorticism.  The  tonsils  were 
greatly  enlarged  and  necrotic.  In  the 
gastrointestinal  mucosa  were  numerous  dis- 
crete, widely  separated,  superficial  ulcers 
averaging  less  than  1 cm.  in  diameter  and 
involving  stomach,  small  bowel,  colon,  and 
rectum.  The  ulcers  in  the  stomach  and 
small  bowel  showed  evidence  of  recent 
hemorrhage.  The  adrenal  cortices  were 
atrophic.  There  were  many  enlarged  lymph 
nodes  about  the  abdominal  aorta;  these  were 
soft  and  friable,  measuring  up  to  3 cm.  in 
diameter.  The  liver  was  moderately  en- 
larged, weighed  1,800  Gm.,  and  was  of  a 
mottled  yellowish -brown  color  and  of  some- 
what increased  friability.  The  lungs  showed 
increased  consistency  and  occasional  tiny 
brownish  foci.  Vertebral  and  sternal  bone 
and  marrow  was  grossly  normal.  The 
central  nervous  system  was  not  examined. 

Microscopic  examination  disclosed  cyto- 
megalic inclusions  in  the  lungs  (Fig.  1), 
liver  (Fig.  2),  pancreas,  adrenal  medulla, 
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FIGURE  1.  Photomicrograph  of  lung  showing 
cytomegalic  inclusions  in  alveolar  lining  cells 
(X400). 


FIGURE  2.  Photomicrograph  of  liver  showing 
cytomegalic  inclusion  and  lymphomatous  in- 
filtrate in  portal  area  (X385). 


and  gastrointestinal  mucosa.  The  largest 
number  of  inclusions  was  seen  in  the  pul- 
monary alveolar  lining  cells.  In  the  kidneys 
only  a few  inclusions  were  noted,  and  these 
were  confined  to  the  glomeruli,  none  being 
found  within  the  tubular  epithelial  cells. 
The  tonsils  and  abdominal  lymph  nodes 
were  replaced  by  an  anaplastic  cellular 
lymphoma  composed  of  many  mononuclear 
cell  types  of  lymphoid  origin  (Fig.  3). 
Histologically  similar,  dense  lymphomatous 
infiltrates  were  noted  about  the  gastrointes- 
tinal ulcers  and  in  the  hepatic  portal  regions. 


FIGURE  3.  Photomicrograph  of  tonsil  showing 
replacement  by  lymphoma  (X370). 


Vertebral  bone  marrow  was  essentially 
normal.  A review  of  sections  of  the  spleen 
previously  surgically  removed  showed  no 
evidence  of  lymphoma  or  cytomegaly. 

Summary 

A case  of  autoimmune  hemolytic  anemia 
terminating  in  anaplastic  lymphoma  and 
cytomegalic  inclusion  disease  is  presented. 
Unusual  features  characterizing  this  case  in- 
clude late  development  of  lymphoma,  super- 
imposed cytomegalic  infection,  absence  of 
cytomegalic  inclusions  in  renal  tubular 
epithelium,  and  terminal  gastrointestinal 
hemorrhage. 

Acknowledgment.  We  are  indebted  to  the  Armed  Forces 
Institute  of  Pathology  for  reviewing  this  case. 
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P RIMARY  MALIGNANT  tumors  of  the  sper- 
matic cord  are  rare.  Schulte,  McDonald, 
and  Priestley 1 reviewed  the  literature  in 
1939  and  compiled  a list  of  65  tumors.  Since 
that  study  was  published,  the  following  47 
primary  malignant  tumors  of  the  spermatic 
cord  have  been  recorded  up  to  the  present 
time:  a rhabdomyxofibrosarcoma,2  a lipo- 
osteofibrosarcoma,3  an  angio -endothelioma, 4 
a reticulosarcoma,5  an  embryonic  carcinoma,6 
a dysembryoma,7  a seminoma,8  a myxo- 
chondrosarcoma,9  8 cases  of  rhabdomyo- 
sarcoma,10-17 9 of  leionyosarcoma, 18-26  3 of 
fibromyxosarcoma,14-25-27  8 of  sarcoma,21-28-34 
6 of  fibrosarcoma,24-25-35-38  2 of  teratoma,39-40 
and  3 cases  of  liposarcoma.19-25-41  This 
brings  the  total  number  of  primary  malig- 
nant tumors  of  the  cord  to  112  (Table  I). 

Thompson42  examined  the  literature  in 
1936  and  concluded  that  70  per  cent  of  the 
tumors  of  the  spermatic  cord  were  benign. 
This  has  coincided  with  the  analyses  of 
others.  Tumors  composed  of  lipomatous 
tissue  were  found  to  be  the  most  common. 
Malignant  neoplasms  are  almost  exclusively 
sarcomatous  in  nature.  Fibrosarcoma  and 
myosarcoma  appear  to  be  the  most  common 
malignant  conditions.  Liposarcomas  of  soft 
tissues  are  very  rare.  Under  the  heading  of 
liposarcomas  of  the  spermatic  cord  3 cases 


TABLE  I.  Primary  malignant  tumors  reported 
in  the  literature 


Tumors 

Number  of 
Tumors 

Sarcoma 

47 

Fibrosarcoma 

21 

Leiomyosarcoma 

11 

Rhabdomyosarcoma 

10 

Carcinoma 

4 

Myxochondrosarcoma 

3 

F ibromyxosarcoma 

3 

Liposarcoma 

3 

Reticulosarcoma 

2 

Teratoma 

2 

Lymphosarcoma 

1 

Rhabdomyxofibrosarcoma 

1 

Lipo-osteofibrosarcoma 

1 

Angio-  endothelioma 

1 

Dysembryoma 

1 

Seminoma 

1 

Total 

112 

have  been  recorded.  A primary  case  of 
liposarcoma  of  the  cord  is  being  presented. 

Case  report 

A fifty-five-year-old  man  entered  the 
hospital  because  of  swelling  of  the  right 
testis.  Six  months  prior  to  this  admission, 
the  patient  noticed  a small,  painless  mass  in 
the  right  scrotum.  This  mass  had  grown 
steadily  to  the  size  of  a grapefruit.  There 
had  been  no  other  associated  symptoms 
except  of  discomfort  and  a dragging  sensa- 
tion. 

On  physical  examination,  there  was  a mass 
filling  the  right  of  the  scrotum  and  extend- 
ing into  the  inguinal  canal.  This  mass  was 
irregular,  hard,  nontender,  and  did  not 
transilluminate.  It  was  twelve  times  the 
size  of  a normal  testis.  The  testis  and 
epididymis  could  be  discerned  from  this 
enlargement.  There  were  no  palpable  in- 
guinal lymph  nodes.  The  rest  of  the  physi- 
cal examination  was  unremarkable.  The 
chest  x-ray  film  and  laboratory  data  were 
within  normal  limits.  A diagnosis  of  right 
inguinal  hernia  and  of  tumor  of  the  testicu- 
lar tunics  or  spermatic  cord  was  made. 

The  inguinal  canal  and  scrotum  were 
exposed  through  an  inguinal  incision.  A 
lobulated  tumor  mass  was  exposed.  It  was 
moderately  firm,  fatty,  and  well  encapsu- 
lated. It  involved  the  spermatic  cord,  dis- 
tended the  inguinal  canal,  and  expanded  into 
the  scrotal  cavity.  It  measured  20  cm. 
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FIGURE  1.  Surgical  specimen  including  tumor 
mass,  testis,  and  epididymis. 


in  the  greatest  diameter  (Fig.  1).  The  mass 
was  surrounded  by  the  tunica  vaginalis. 
The  testis  and  epididymis  were  encroached 
on  but  were  not  invaded.  The  contents  of 
the  inguinal  canal,  including  the  tumor  mass, 
testis,  and  cord,  were  transected  flush  with 
the  peritoneum  and  removed  in  block.  The 
patient  had  an  uneventful  convalescence. 

Pathology  report 

The  specimen  consisted  of  a large  multi- 
nodulated  tumor  mass  to  which  membranous 
fibrous  tissue  and  testis  and  epididymis  were 
attached.  The  total  weight  of  the  specimen 
was  1,400  Gm.  The  size  of  the  mass 
measured  approximately  18  cm.  in  its 
greatest  diameter.  The  mass  consisted  of 
many  nodules  of  firm,  yellow,  lobulated 
adipose  tissue  which  was  septated  by  fine 
membranous  strands  of  fibrous  tissue.  The 
cut  surface  of  the  tissue  had  a pale  pink 
transparent  appearance.  Microscopic  sec- 
tions from  some  portions  of  the  tumor  re- 
vealed mature  adipose  tissue.  In  other 
areas  the  tissue  was  very  cellular  and  was 
composed  of  spindle-shaped  cells  with  col- 
lagenous matrix.  Here  the  nuclei  were 
pleomorphic,  and  many  were  large  and 
hyperchromatic.  Mitoses  were  not  ob- 
served. There  were  focal  areas  of  lympho- 
cytic infiltration  in  the  tissue.  The  con- 
clusion was  that  the  tumor  was  a lipo- 
sarcoma  of  the  spermatic  cord  of  low-grade 
malignancy  (Fig.  2). 


FIGURE  2.  Microscopic  examination  of  tumor 
revealing  liposarcoma. 


Comment 

The  etiologic  factors  of  liposarcomas  are 
unknown.  Liposarcomas  of  the  cord  prob- 
ably arise  from  the  subserous  retroperitoneal 
fat  around  the  internal  ring  of  the  inguinal 
canal.  A review  of  the  reported  cases  indi- 
cates a predilection  in  the  age  group  over 
forty  years. 

Liposarcomas  are  slower-growing  tumors 
than  sarcomatous  growths,  and  they  may 
grow  to  a large  size.  They  remain  within 
the  canal  and  distend  it  and  later  expand 
into  the  scrotal  cavity.  This  may  be  a 
predisposing  factor  in  the  development  of 
hernias  which  not  infrequently  accompany 
tumors  of  the  spermatic  cord.  The  patient 
may  become  aware  of  the  existence  of  a mass 
by  virtue  of  symptoms  which  are  produced 
by  the  weight  of  the  tumor.  Pain  is  absent, 
but  discomfort  and  a dragging  sensation  are 
the  usual  symptoms. 

The  physical  signs  are  of  a large,  firm,  non- 
tender, irregular  mass  which  does  not  trans- 
mit light  and  fills  the  scrotal  cavity.  This 
mass  should  be  differentiated  from  hydrocele, 
hematoma,  hernia,  and  tumors  of  the  testis, 
epididymis,  and  testicular  tunics.  The  di- 
agnosis of  an  extratesticular  tumor  is  based 
on  palpation  of  a normal  testis  and  epididy- 
mis. An  exploration  is  mandatory  when 
the  nature  of  the  mass  within  the  scrotum  is 
in  doubt.  If  a malignant  condition  is 
established  by  frozen  section,  then  the 
tumor  mass,  testis,  epididymis,  and  as  much 
cord  as  possible  should  be  removed. 

The  treatment  of  choice  of  liposarcomas  of 
soft  tissue  in  general  is  wide  local  excision 
and  careful  follow-up  examinations.  Ra- 
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diation  therapy  is  recommended  as  being 
beneficial. 43  However,  the  limited  number  of 
patients  so  treated  does  not  permit  an  ade- 
quate evaluation  of  this  form  of  therapy. 
Sarcomas  metastasize  by  way  of  the  blood 
stream  and,  less  commonly,  via  the  lym- 
phatics. Therefore,  radical  operation  with 
lymph  node  dissection  does  not  seem  war- 
ranted. The  prognosis  of  sarcomas  is 
rather  poor,  especially  in  the  case  of  myo- 
sarcomas. Liposar  comas  have  a better 
prognosis  because  they  are  usually  of  low 
grade  malignancy.  Those  which  have 
significant  infiltration  of  plasma  cells  and/or 
lymphocytes  are  less  malignant  and  have  a 
better  survival  after  surgery  than  those 
which  contain  sarcomatous  elements.44  Be- 
cause liposarcomas  tend  to  recur  and  spread 
locally,  a follow-up  at  frequent  intervals  is 
imperative  for  the  first  two  years  following 
surgery. 

In  our  case  the  tumor  was  of  a low  malig- 
nancy and,  in  view  of  the  lack  of  metas- 
tases  and  satisfactory  removal  of  the  mass, 
no  further  treatment  was  given.  There 
was  no  evidence  of  recurrence  of  tumor  up 
to  one  year  postoperatively. 

Summary 

A case  of  liposarcoma  of  the  spermatic 
cord  has  been  presented.  A review  of 
the  literature  disclosed  112  primary  malig- 
nant tumors  of  the  cord. 
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Ninety-one  case  reports  of  deaths  as- 
sociated with  various  types  of  abortions 
have  been  received  by  the  Subcommittee  on 
Maternal  and  Child  Welfare.  The  deaths 
occurred  in  New  York  State  during  the  past 
six  years.  The  91  deaths  are  not  the  total 
number  associated  with  abortions,  since  not 
all  cases  were  reported  to  the  Subcommittee 
for  analyses.  The  cases  will  be  presented 
under  the  following  headings:  induced 

abortions,  spontaneous  infected  abortions, 
spontaneous  uninfected  abortions,  therapeu- 
tic abortions,  missed  abortions,  and  threatened 
abortions. 

Induced  abortions 

Forty-one  of  the  deaths  followed  induced 
abortions.  Twenty-five  (61.0  per  cent) 
were  self-induced;  14  (34.1  per  cent)  were 
induced  by  other  individuals,  and  in  2 
(4.9  per  cent)  cases  we  could  not  determine 
whether  the  abortions  were  self-induced  or 
induced  by  another  person.  The  types  of 
organisms  in  septic  cases  are  shown  in  Table 
I.  Perforation  of  the  uterus  was  found  in  9 
of  the  fatal  induced  abortions. 

* Chairman,  Subcommittee  on  Maternal  and  Child  Wel- 
fare. 


Causes  of  death.  The  classification  of 
the  cause  of  death  in  the  70  cases  of  criminal 
and  self-induced  abortion  was  as  follows: 
generalized  sepsis  and  renal  failure  (27), 
generalized  sepsis  (22),  emboli  (of  various 
types)  (10),  and  respiratory  failure  im- 
mediately following  dilatation  and  curettage 
for  incomplete  infected  abortion  (2).  There 
was  1 each  of  the  following:  generalized 

sepsis  and  renal  failure  due  to  drug  used  for 
induction,  multiple  hemorrhages  resulting 
from  self-administered  drug,  renal  failure 
resulting  from  a self-administered  drug, 
toxic  hepatitis  secondary  to  Lysol  poisoning, 
multiple  hemorrhages  due  to  infected 
abortion  in  a patient  with  cardiac  disease, 
cardiac  arrest  following  dilatation  and  curet- 
tage for  incomplete  infected  abortion,  pul- 
monary tuberculosis  (bronchopneumonia) 
associated  with  septic  abortion,  pneumonia 
subsequent  to  infected  abortion,  and 
generalized  sepsis  following  a spontaneous 
infected  abortion  with  associated  afibrino- 
genemia. 

Methods  used  for  induction  of 

CRIMINAL  AND  SELF-INDUCED  ABORTIONS. 

Drugs.  Quinine  was  recorded  in  2 instances, 
ergot  once,  and  quinine  and  ergot  once. 
Intramuscular  injection  of  an  unspecified 
drug  was  used  once. 

Vaginal  and/or  intrauterine  douches.  Soap 
douches  were  used  in  4 instances;  soap  and 
Lysol  in  2;  and  Lysol,  Clorox,  and  mustard 
solution  were  each  used  once. 

Other  methods  used.  Insertion  of  catheter 
by  another  individual  was  used  in  6 cases; 
self-insertion  of  a catheter  in  3;  vaginal 
insertion  of  medication  in  3;  and  1 each  of 
the  following:  soap  douche  and  instru- 

mentation, self-inserted  plastic  syringe,  self- 
inserted  clothes  pin,  self-inserted  rectal  ir- 
rigation tube,  and  tap  water  insertion  with 
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TABLE  I.  Types  of  organisms  and  other  causes  in 
septic  cases 


Causes  Number 


Escherichia  coli  septicemia  7 

E.  coli  septicemia  and  Clostridium 
welchii  infection  1 

E.  coli  septicemia  and  Proteus  infec- 
tion 1 

E.  coli  and  beta  streptococcus  septi- 
cemia with  Bacillus  subtilis  infection  1 

Hemolytic  streptococcal  septicemia  1 

Gram-positive  streptococcal  septicemia  1 

Alpha  or  beta  streptococcal  septicemia  1 

Alpha  streptococcus  and  E.  coli  infec- 
tion 2 

Septicemia  due  to  gram-negative  or- 
ganism 2 

Staphylococcic  septicemia  1 

Aerobacter  aerogenous  septicemia  1 

Cl.  welchii  infection  4 

Enterococcus  and  Proteus  infection  1 

Proteus  vulgaris  infection  1 

Organism  unknown  11 

Other  miscellaneous  causes  of  fatalities 
Drug  poisoning  without  evidence  of 
infection  1 

Pulmonary  embolus  following  in- 
strumentation 2 

Abortion  induced  with  medication 
with  associated  ulcerative  colitis  1 

Cardiac  air  embolism  associated  with 
self-administered  medication  1 

Total  41 


syringe.  The  method  of  induction  was 
unknown  in  14  of  the  cases. 

Treatment  recorded  for  self-induced 

AND  INFECTED  SPONTANEOUS  ABORTIONS. 
Adequate  supportive  treatment  was  given 
to  all  the  cases  in  which  circumstances 
allowed.  Thirty -four  of  the  70  cases  re- 
ceived whole  blood  transfusions,  and  dialysis 
was  used  in  7 of  the  patients. 

Specific  case  treatment  included:  anti- 

biotics only  (19),  antibiotics  and  steroids 
(4),  oxytocics  only  (1),  oxytocics  and 
antibiotics  (2),  oxytocics  and  steroids  (1), 
oxytocics  followed  by  dilatation  and  curet- 
tage (1),  oxytocics  followed  by  dilatation 
and  curettage  and  steroids  (1),  dilatation 
and  curettage  and  antibiotics  (11),  dilatation 
and  curettage  followed  by  hysterectomy 
(2),  dilatation  and  curettage  followed  by 
hysterectomy  and  steroids  (1),  hysterectomy 
and  antibiotics  (8),  hysterectomy  and 
steroids  (1),  and  hysterectomy  plus  anti- 
biotics and  steroids  (1).  There  was  1 of  each 
of  the  following  types  of  treatment:  ab- 


dominal drainage  of  a pelvic  abscess  and 
antibiotics,  salpingo -oophorectomy,  and  anti- 
biotics. There  was  a case  in  which  sup- 
portive treatment  was  started,  but  the 
patient  expired  before  any  other  measures 
could  be  employed. 

There  were  5 cases  in  which  no  treatment 
could  be  given.  Case  1 expired  from  a 
pulmonary  embolus  immediately  following 
a criminal  abortion;  Case  2 was  found  dead 
at  home,  and  the  autopsy  showed  a per- 
forated uterus;  Case  3 was  also  found  dead 
at  home,  and  the  autopsy  showed  a staphy- 
lococcus septicemia;  Case  4 died  suddenly 
from  a cardiac  air  embolus  following  a 
medically  induced  abortion;  and  Case  5 
also  died  suddenly  from  a cardiac  air 
embolus  following  an  abortion  induced  by  a 
soap  douche.  One  death  involved  an  in- 
fected abortion  in  a patient  with  tuber- 
culosis who  was  treated  with  antibiotics  and 
supportive  treatment.  The  patient  con- 
tinued to  be  febrile,  and  a dilatation  and 
curettage  was  performed  two  and  one-half 
months  after  the  abortion,  followed  by  a 
hysterectomy  four  days  prior  to  her  death. 
Details  of  treatment  in  the  remaining  7 
deaths  were  not  available  in  the  case  reports. 

Spontaneous  infected  abortions 

There  were  30  cases  of  spontaneous  in- 
fected abortion.  Eight  of  the  cases  may 
have  involved  attempts  at  interruption  of 
pregnancy,  but  the  evidence  was  not  specific 
enough  to  classify  them  as  induced  abor- 
tions. 

The  cause  of  death  in  2 cases  seemed  due 
to  lethal  factors  other  than  infection.  Case 
1 was  a spontaneous  abortion  in  a cardiac 
patient,  with  an  autopsy  diagnosis  of  uterine 
hemorrhage  and  sepsis  of  the  adrenal  gland. 
Case  2 was  an  incomplete  infected  abortion, 
with  death  due  to  spinal  anesthetic  reaction 
during  a dilatation  and  curettage.  The 
organisms  involved  were  as  follows:  6 cases 
of  colibaccillus  septicemia  and  1 each  of 
streptococcus  septicemia  and  Bacillus  welchii 
infection,  Bacillus  coli  septicemia  and 
mondial  vaginitis,  alpha  streptococcic  sep- 
ticemia with  bacteroides  and  clostridium 
infection,  Staphylococcus  aureus  septicemia, 
Escherichia  coli  and  enterococcus  septicemia, 
and  1 case  with  generalized  tuberculosis 
infection.  Organisms  causing  the  infections 
were  unknown  in  15  cases. 
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Spontaneous  uninfected  abortions 

There  were  11  fatalities  of  complete  or 
incomplete  abortion  with  no  signs  of  in- 
fection. 

Case  6.  A twenty-two-year-old  gravida  4 
who  had  3 previous  spontaneous  abortions  de- 
veloped sudden  chest  pain  at  the  fourteenth 
week  and  was  hospitalized.  Following  admis- 
sion, she  had  convulsions.  Treatment  for  pul- 
monary disease  was  given.  She  aborted  a 
macerated  fetus  on  the  fifteenth  hospital  day 
and  expired  the  following  day.  Clinical  impres- 
sion was  death  due  to  pulmonary  and  possible 
cerebral  emboli. 

Case  7.  The  patient  was  admitted  in  a mori- 
bund condition.  The  pelvic  examination  re- 
vealed a nine-week  incomplete  abortion.  She 
expired  despite  emergency  measures.  There 
was  no  autopsy,  and  the  specific  cause  of  death 
is  unknown. 

Case  8.  A twenty-one-year-old  primipara 
had  a cholecystectomy  early  in  pregnancy. 
Three  months  later  she  developed  jaundice  and 
was  hospitalized  for  treatment  of  glomerulo- 
nephritis and  acute  hepatitis.  She  aborted 
spontaneously  on  the  fourth  hospital  day  and 
expired  the  next  day.  The  clinical  diagnosis  was 
uremia,  secondary  to  acute  glomerulonephritis, 
and  acute  hepatitis. 

Case  9.  A multipara  was  admitted  at  the 
ninth  week  of  pregnancy  with  a diagnosis  of 
hyperemesis  gravidarum.  Diarrhea  developed, 
and  a diagnosis  of  ulcerative  colitis  was  made. 
She  had  an  incomplete  abortion  at  the  nine- 
teenth week  which  necessitated  a dilatation  and 
curettage.  Two  weeks  later  a total  colectomy 
was  performed,  after  which  she  expired.  A 
pathologic  examination  confirmed  the  clinical 
diagnosis  of  ulcerative  colitis. 

Case  10.  A multipara  was  admitted  at 
seventeen  weeks  gestation  in  shock  and  very 
soon  after  admission  passed  a fetus  and  placenta. 
Adequate  supportive  treatment  was  given. 
She  continued  to  hemorrhage  and  a dilatation 
and  curettage  and  intrauterine  packing  were  per- 
formed. The  patient  bled  through  the  pack, 
and  a colpotomy  and  repeat  dilatation  and 
curettage  were  performed.  The  uterus  was 
intact,  and  there  was  no  evidence  of  intra- 
abdominal bleeding.  Oliguria  developed,  and 
she  expired  twelve  hours  after  admission. 
There  was  no  autopsy,  and  the  clinical  diagnosis 
was  immediate  cause  of  death  unknown.  The 
clinical  impression  was  cause  of  death  due  to 
vascular  collapse  and  possible  pituitary  infarc- 
tion. 

Case  11.  A multipara  with  rheumatic  heart 
disease  developed  symptoms  of  influenza  at  the 
twentieth  week.  When  first  seen,  she  was  in 
congestive  heart  failure.  She  was  hospitalized 
in  a semicomatose  condition  and  was  given 
emergency  treatment.  She  aborted  spontane- 
ously one-half  hour  after  admission  and  ex- 


pired within  a short  time.  The  autopsy  diagno- 
sis was  viral  pneumonia,  influenza,  and  conges- 
tive heart  failure. 

Case  12.  A multipara  had  a three-month 
spontaneous  abortion  and  was  hospitalized  be- 
cause of  excessive  bleeding.  A dilatation  and 
curettage  was  performed.  Shortly  after  comple- 
tion of  surgery,  which  was  done  under  thiopental 
sodium  (Pentothal  sodium)  anesthesia,  she 
ceased  to  breathe  and  expired.  The  autopsy 
diagnosis  was  passive  congestion,  cause  undeter- 
mined. 

Case  13.  A multipara  was  hospitalized  at 
ten  weeks  gestation,  with  a history  of  vaginal 
bleeding  of  five  days  duration.  A diagnosis  of 
incomplete  abortion  was  made,  and  a dilatation 
and  curettage  was  performed.  The  immediate 
postoperative  condition  was  satisfactory. 
Seven  hours  after  surgery,  the  patient  was 
found  dead.  A postpmortem  examination  failed 
to  reveal  the  cause  of  death. 

Case  14.  A multipara  with  chronic  hyper- 
tensive disease  and  chronic  alcoholism  was  hos- 
pitalized following  a fall.  She  was  dead  on 
arrival  at  the  hospital.  An  autopsy  revealed  a 
large  adherent  mass  in  the  endometrial  cavity. 
The  final  diagnosis  was  incomplete  abortion, 
severe  uterine  hemorrhage,  fatty  liver,  pul- 
monary emphysema  and  edema,  and  acute 
hemorrhagic  nephrosis.  The  toxicologic  exam- 
inations showed  negative  results. 

Case  15.  A twenty-seven-year-old  gravida  2 
was  admitted  at  the  tenth  week  of  gestation  with 
a history  of  headache,  vomiting,  and  lethargy  of 
twenty-four  hours  duration.  She  was  comatose 
on  admission  and  was  bleeding  from  the  vagina. 
She  was  placed  in  a respirator  and  given  sup- 
portive treatment  but  failed  to  respond  and 
expired  on  the  third  hospital  day.  The  autopsy 
diagnosis  was  intracerebral  hemorrhage  due  to 
ruptured  cerebral  hemangioma,  right  fronto- 
parietal area;  atelectasis,  massive,  right  lung; 
bronchopneumonia,  bilateral;  and  acute  tracheo- 
bronchitis and  uterus  with  retained  secundines. 

Case  16.  A multipara  was  admitted  at 
eight  weeks  gestation  because  of  abdominal 
cramps  and  vaginal  bleeding.  A diagnosis  of 
incomplete  abortion  was  made,  and  she  was 
given  an  intravenous  oxytocin  (Pitocin)  in- 
fusion. Several  hours  later,  a dilatation  and 
curettage  was  performed  under  thiopental 
sodium  with  the  removal  of  products  of  concep- 
tion. Neurologic  symptoms  appeared  five  hours 
after  surgery  followed  by  convulsions.  She 
continued  in  critical  condition  and,  despite 
treatment,  expired  on  the  sixth  postoperative 
day.  The  autopsy  diagnosis  was  cerebral 
anoxia  with  massive  cerebral  encephalomalacia 
and  postabortal  uterus. 

Missed  abortions 

There  were  5 fatalities  classified  as  missed 
abortions. 
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Case  17.  The  patient  was  a thirty-year-old 
gravida  3 who  was  under  treatment  for  a psy- 
chiatric condition.  The  condition  became  ex- 
aggerated when  she  learned  she  was  pregnant. 
There  was  vaginal  spotting  early  in  pregnancy. 
The  patient  was  admitted  to  a psychiatric  hos- 
pital because  of  extreme  irritability.  A short 
time  later,  she  was  transferred  to  a general  hos- 
pital where  a diagnosis  of  a missed  abortion 
(fifteen  weeks  gestation)  was  made.  A dilata- 
tion and  curettage  was  advised  but  refused. 
The  patient  became  febrile  and  developed  con- 
vulsions. A diagnosis  of  encephalitis  was  estab- 
lished, and  she  was  treated  adequately.  Three 
and  one-half  weeks  after  the  diagnosis  of  missed 
abortion  had  been  made,  she  aborted  the  prod- 
ucts of  conception  spontaneously  (no  fetus  could 
be  identified).  Shortly  thereafter,  coma  de- 
veloped and  persisted  until  she  expired  forty 
days  later.  The  organisms  causing  the  en- 
cephalitis could  not  be  identified.  Autopsy 
diagnosis  was  encephalitis  of  unknown  origin. 

Case  18.  A twenty-eight-year-old  gravida  2, 
whose  first  pregnancy  terminated  at  eight 
months  with  the  delivery  of  a stillbirth,  had  a 
relatively  normal  pregnancy  until  the  eighteenth 
week  at  which  time  intrauterine  death  of  the 
fetus  occurred.  The  patient  became  depressed 
and  apprehensive.  Consultation  was  obtained, 
and  a decision  was  made  to  perform  a vaginal 
hysterectomy.  She  was  given  thiopental  so- 
dium and  cyclopropane  intravenously  for  anes- 
thesia. During  surgery  she  developed  cyanosis 
and  cardiac  arrest.  She  failed  to  respond  to 
cardiac  massage  and  expired  one  and  three- 
quarters  hours  after  the  induction  of  anesthesia. 
No  specific  cause  for  death  was  found  at  the 
postmortem  examination.  The  cause  of  death 
was  given  as  cardiac  arrest. 

Case  19.  An  eighteen-year-old  patient  was 
under  treatment  for  acute  leukemia.  She 
suddenly  expired  at  the  eighth  week  of  gestation. 
A postmortem  examination  confirmed  the 
diagnosis  of  acute  leukemia.  The  immediate 
cause  of  death  was  shown  to  be  an  air  embolism 
(source  undetermined)  and  evidence  of  a prob- 
ably early  missed  abortion. 

Case  20.  A thirty-two-year-old  gravida  2 
was  admitted  at  sixteen  weeks  gestation  with  a 
history  of  abdominal  cramps  and  vaginal  bleed- 
ing of  twenty-four  hours  duration.  A pelvic 
examination  revealed  a uterus  enlarged  to  the 
size  of  eight  weeks  gestation,  with  products  of 
conception  extruding  through  a cervix  which 
was  4 cm.  dilated.  A dilatation  and  curettage 
was  performed  under  general  anesthesia,  and 
additional  foul-smelling  products  of  conception 
were  removed.  The  patient  developed  shock 
during  the  dilatation  and  curettage.  No  blood 
pressure  could  be  obtained.  She  was  given  good 
supportive  treatment,  including  2,500  cc.  of 
blood.  The  shock  persisted,  and  an  emergency 
laparotomy  was  performed.  A perforated  uterus 
with  intra-abdominal  bleeding  was  found. 
Blood  was  introduced  directly  into  the  right 
iliac  artery.  The  patient  expired  before  bleed- 


ing could  be  sufficiently  controlled  to  allow 
surgery. 

Case  21.  A twenty-four-year-old  gravida  3 
was  first  hospitalized  during  the  second  month 
of  pregnancy  with  a diagnosis  of  pneumonia. 
She  responded  to  treatment  and  was  discharged 
eleven  days  later.  She  was  readmitted  at  three 
and  one-half  months  gestation  for  residual  lung 
pathologic  conditions.  Tuberculosis  was  sus- 
pected, but  the  tuberculous  organism  was  never 
identified  specifically.  Treatment  consisted 
principally  of  antibiotic  administration  and 
multiple  transfusions.  Pelvic  examinations  re- 
vealed a fundus  the  size  of  an  eight-week  preg- 
nancy. A diagnosis  of  missed  abortion  was 
made  which  was  confirmed  by  negative  results 
of  a pregnancy  test.  Approximately  three 
weeks  after  the  diagnosis  of  missed  abortion, 
dilatation  and  curettage  was  performed.  (The 
pathologic  diagnosis  of  the  tissue  was  retained 
secundae  with  acute  necrotizing  fibrinous  infil- 
tration.) The  patient  lost  an  estimated  1,500 
cc.  of  blood  during  this  procedure.  Postopera- 
tively,  she  continued  a downhill  course  and  ex- 
pired three  days  after  the  dilatation  and  curet- 
tage. There  was  no  autopsy.  Clinical  cause 
of  death  was  septicemia  due  to  missed  abortion. 
Associated  cause  was  tuberculosis  (uncon- 
firmed) . 


Therapeutic  abortions 

There  were  3 fatalities  classified  as  thera- 
peutic abortions. 

Case  22.  A twenty-six-year-old  gravida  2, 
whose  first  pregnancy  was  terminated  at  seven 
months  by  cesarean  section  because  of  marked 
skeletal  deformity,  was  hospitalized  during  the 
twelfth  week  of  pregnancy  with  a history  of 
vaginal  bleeding  of  two  days  duration.  Consul- 
tation was  obtained,  and  a decision  was  made  to 
terminate  the  pregnancy  and  sterilize  the  patient. 
A total  hysterectomy  was  performed  under 
general  anesthesia.  The  postoperative  course 
was  unsatisfactory,  with  an  elevation  of  tem- 
perature. On  the  fourth  postoperative  day  the 
temperature  rose  to  104  F.  The  patient  ex- 
pired on  the  sixth  postoperative  day.  There 
was  no  autopsy.  The  clinical  diagnosis  was 
death  due  to  toxemia,  secondary  to  paralytic 
ileus. 

Case  23.  Classifying  this  patient  under 
therapeutic  abortion  is  controversial.  The 
case  involved  a thirty-five-year-old  gravida  11, 
para  6 who  became  pregnant  four  months  after 
her  last  previous  pregnancy.  The  last  preg- 
nancy was  terminated  by  induction  of  labor  be- 
cause of  hypertension  and  albuminuria  (her 
blood  pressure  was  260/140,  and  the  albumin 
was  4 plus).  During  the  present  pregnancy, 
she  continued  to  have  albuminuria  and  was 
treated  for  hypertension.  A consultation  was 
obtained  at  the  twelfth  week,  and  the  decision 
was  made  to  perform  a therapeutic  abortion. 
A dilatation  and  curettage  was  done  under  thio- 
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pental  sodium  anesthesia.  Only  a small  amount 
of  tissue  was  obtained.  A pathologic  examina- 
tion of  the  tissue  showed  acute  and  chronic 
hemorrhagic  endometrium  and  degenerated 
decidual  tissue.  The  postoperative  course  was 
febrile  and,  despite  treatment,  the  patient  de- 
veloped anuria  and  expired  on  the  sixth  post- 
operative day.  There  was  no  autopsy.  The 
clinical  cause  of  death  was  pulmonary  edema, 
toxemia,  incomplete  abortion,  and  hypertension. 

Case  24.  The  classification  of  this  fatality 
as  a therapeutic  abortion  is  also  controversial 
and  could  have  been  included  with  the  spon- 
taneous uninfected  abortions.  The  patient  was 
twenty-six  years  of  age,  with  a history  of  “kidney 
trouble”  subsequent  to  her  first  pregnancy. 
One  year  before  the  present  pregnancy,  the 
patient  had  a splenectomy  performed  for  idio- 
pathic thrombocytopenic  purpura.  Hyperten- 
sion (blood  pressure  was  150/90)  and  edema  were 
noted  early  in  the  present  pregnancy.  Consul- 
tation was  obtained,  and  a decision  was  made  to 
perform  a therapeutic  abortion.  The  patient 
was  admitted  during  the  fourteenth  week  and 
aborted  spontaneously  while  being  prepared  for 
surgery.  The  patient  continued  to  bleed  fol- 
lowing the  abortion  and  received  several  units 
of  whole  blood  and  triamcinolone  diacetate 
(Aristocort) . On  the  day  following  the  abor- 
tion, a dilatation  and  curettage  was  performed, 
and  a small  amount  of  placental  tissue  was  re- 
moved. There  was  temporary  improvement. 
The  blood  pressure  rose  to  195/90,  and  the  pa- 
tient developed  status  epilepticus-like  convul- 
sions. She  continued  to  deteriorate  and  expired 
four  days  after  the  abortion.  The  autopsy 
diagnosis  was  subacute  glomerulous  nephritis 
due  to  disseminated  erythematosus;  status  post- 
abortion and  postsplenectomy,  and  previously 
diagnosed  thrombocytopenic  purpura. 

Threatened  abortion 

There  was  1 fatality  associated  with  a 
diagnosis  of  threatened  abortion.  This 
patient,  who  was  thirty-one  years  of  age,  was 
seen  as  an  emergency  case  at  home  and 
expired  before  she  could  be  hospitalized. 
The  autopsy  revealed  she  had  died  from  a 
pulmonary  embolus  secondary  to  pelvic 
phlebitis  of  undetermined  origin.  The 
postmortem  examination  also  showed  that 
she  was  approximately  twelve  weeks  preg- 
nant with  a threatened  abortion. 

Additional  data 

Sixty-four  (70.3  per  cent)  of  the  fatalities 
had  postmortem  examinations.  Eighty- 
three  (91.2  per  cent)  were  under  twenty 
weeks  gestation,  7 (7.7  per  cent)  were 
slightly  over  twenty  weeks,  and  in  1 instance 
the  length  of  gestation  could  not  be  as- 


TABLE  II.  Statistical  data  on  ages  of  patients 


Age  (Years) 

Number 
of  Patients 

Per  Cent 

Under  21 

8 

8.8 

21  to  25 

22 

24.1 

26  to  30 

25 

27.5 

31  to  35 

25 

27.5 

36  to  40 

7 

7.7 

Over  40 

3 

3.3 

Unknown 

1 

1.1 

Totals 

91 

100.0 

certained.  Twenty -seven  (29.7  per  cent)  j 
were  private  patients,  and  62  (68.  1 per  cent) 
were  clinic  cases.  In  2 instances  the  status 
of  the  type  of  care  was  not  recorded.  Table 
II  presents  statistical  data  on  the  ages  of  the 
patients. 

Comment 

We  are  in  agreement  with  Neuwirth  and 
Friedman1  who  state  that  septic  abortion 
has  become  a significant  cause  of  maternal 
mortality.  These  authors  reviewed  173 
cases  of  septic  abortion  seen  from  1956  to 
1960.  The  yearly  incidence  of  patients  ad- 
mitted to  the  Sloane  Hospital  for  Women  in 
New  York  City  for  septic  abortion  has 
doubled  in  the  past  five  years. 

Of  the  abortions  reported,  68.8  per  cent 
occurred  before  the  twelfth  week  of  gesta- 
tion. Of  the  patients,  30.6  per  cent  ad- 
mitted, or  there  was  strongly  implied 
evidence,  that  there  had  been  active  inter- 
ference with  the  pregnancy.  Antibiotics 
were  given  to  97.7  per  cent  of  the  patients, 
of  whom  35.3  per  cent  received  massive 
doses. 

Oxytocin  infusion  was  used  in  48  per  cent 
of  the  patients.  Surgical  evacuation  was 
averted  completely  in  12.1  per  cent.  Curet- 
tage, done  in  all  but  1 of  the  remainder,  was 
delayed  in  51.4  per  cent  until  fever  had 
abated.  Of  the  patients,  41.7  per  cent  were 
afebrile  for  twelve  hours  before  curettage. 
Laparotomy  was  done  on  4 patients.  Major 
complications  included  2 deaths,  1 occurring 
from  irreversible  shock  and  the  other  from 
renal  failure  secondary  to  Clostridium 
welchii  sepsis  and  intravascular  hemolysis. 
Six  patients  developed  pelvic  abscesses, 

1 had  paralytic  ileus,  and  17  had  residual 
chronic  salpingo-oophoritis.  Neuwirth  and 
Friedman1  feel  it  is  prudent,  within  limits,  to 
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attempt  to  reduce  the  temperature  in  all 
patients  before  proceeding  with  surgical 
evacuation.  The  most  obvious  exceptions 
are  hemorrhage  and  acute  surgical  conditions 
such  as  uterine  perforation,  bowel  laceration, 
and  cardiovascular  instability.  They  feel  a 
reasonable  therapeutic  trial  of  twenty-four 
hours  before  surgery  is  in  order,  but  any 
deterioration  of  the  clinical  picture  during 
this  time  would  demand  more  aggressive 
measures. 

Madsen  and  Tieche2  report  21  cases  of 
bacterial  shock  and  septic  abortions  at  the 
Fresno  County  Hospital  in  California  treated 
with  hydrocortisone.  Bacterial  shock  and 
septic  abortions  are  characterized  by  chills, 
fever,  pelvic  tenderness,  and  lower  abdom- 
inal pains.  As  a rule,  marked  hypotension 
develops.  Seventeen  of  the  patients  were 
found  to  have  a dilated  cervical  os  with  exud- 
ing products  of  conception  or  purulent  dis- 
charge. All  the  patients  were  given  a 
massive  initial  intravenous  injection  of 
hydrocortisone  (an  average  dose  of  280  mg.) 
and  between  20  and  100  mg.  of  phenyl- 
ephrine hydrochloride  (Neo-synephrine 
hydrochloride)  in  5 per  cent  dextrose- 
water  solution.  The  patients  were  given  3 
Gm.  of  chloramphenicol  (Chloromycetin)  in- 
travenously daily  and,  subsequently,  oral 
chloramphenicol. 

Madsen  and  Tieche2  feel  hydrocortisone 
appears  to  be  the  most  important  agent  in 
the  treatment  of  bacterial  shock,  based  on 
the  rationale  that  steroids  alleviate  the 
relative  degree  of  adrenocortical  insufficiency, 
block  the  intense  sympathomimetic  effect  of 
endotoxins,  restore  peripheral  vascular  tone, 
and  decrease  clinical  toxicity,  thus  permit- 
ting survival  of  the  patient  long  enough  to 
benefit  from  antibiotics.  The  convalescent 


period  in  the  21  cases  of  bacterial  shock  was 
short,  and  there  were  no  major  complications, 
Madsen  and  Tieche2  feel  that  massive  doses 
of  steroids  should  be  given  for  the  best  re- 
sults. 

Janovski,  Weiner,  and  Ober3  reported  a 
fatality  in  a patient  who  had  had  an  in- 
trauterine soap  instillation  to  interrupt 
pregnancy.  Death  was  due  to  disseminated 
moniliasis.  Evidence  of  hemolytic  jaundice, 
damage  to  the  liver,  and  bone  marrow  de- 
pression were  also  present.  They  stated  that 
a review  of  77  other  similar  cases  revealed  a 
mortality  rate  of  56  per  cent.  They  pointed 
out  that  the  necessary  treatment  of  septic 
abortions  with  antibiotics  and  steroids 
carries  the  hazard  of  mycotic  infections 
which  are  difficult  to  control. 

We  feel  progress  could  be  made  in  de- 
creasing maternal  deaths  if  more  physicians 
and  patients  were  made  aware  of  the  lethal 
danger  of  criminal  and  self-induced  abor- 
tions. The  best  available  method  of  treat- 
ing infected  abortion  would  appear  to 
involve  adequate  supportive  treatment, 
indicated  steroids,  and  antibiotics.  Surgical 
intervention  should  be  restricted,  whenever 
possible,  to  hemorrhage,  perforation  of  the 
bowel  or  uterus,  drainage  of  abscesses,  and 
cardiovascular  instability. 

Room  2023,  766  Irving  Avenue 
Syracuse  10 
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T his  brief  study  presents  an  over-all 
view  of  the  development  of  disease  control  in 
the  Southeast  Pacific  area  during  the  last 
one  hundred  and  fifty  years.  As  the  sub- 
ject is  of  considerable  magnitude  and  covers 
a wide  range  of  diseases  and  social  group- 
ings, a perspective  is  preserved  by  making  a 
general  presentation  of  the  class  of  people 
involved,  with  living  habits  and  diseases, 
and  making  comparisons  with  some  condi- 
tions in  North  America. 

Ethnographic  background 

The  island  Pacific  population  was  basi- 
cally a large  nonimmune  healthy  group,  where 
primitive  living  conditions,  poor  communica- 
tions, and  innumerable  separate  social 
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Society  of  the  State  of  New  York,  New  York  City,  Session  on 
History  of  Medicine,  May  14,  1963. 


FIGURE  1.  A Melanesian  with  his  albino  brother. 


groups  made  organized  public  health  pro- 
cedures unnecessary. 

Colonization  was  effected  by  four  main 
routes:  (1)  Japan  to  North  and  Central 
America;  (2)  South  and  Central  America  to 
Polynesia;  (3)  Polynesia  to  New  Zealand; 
and  (4)  Southeast  Asia  to  Australia.  Al- 
though ethnic  groupings  are  traditionally  em- 
ployed dividing  the  area  into  Polynesia, 
Melanesia,  and  Micronesia,  it  is  more  reward  - 
ing  to  consider  that  the  impact  of  the  pre- 
ceding colonizations  on  each  other  occurred 
in  certain  areas,  and  where  subsequent  waves  \ 
of  invasion  occurred,  their  impact  in  turn  i 
spread  ripples  of  cultural  change  throughout 
the  already  established  communities.  Thus,  j 
the  influence  of  the  peoples  of  the  great 
bordering  land  masses  is  clearly  evident  in 
Formosa,  the  East  Indies,  Japan,  and  the 
Philippines,  while  the  more  remote  places 
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FIGURE  2.  Northern  Polynesians  showing  wet 
(center)  and  dry  beriberi. 


show  little  modification  in  their  basic 
domestic  pattern;  this  attractive  theory  is 
well  supported  by  various  cultural  and  ar- 
cheologic  isomores  and  artifacts. 

Seven  or  eight  distinct  basic  cultural  pat- 
terns have  been  observed  in  the  Southeast 
Pacific  groups,  and  these  reflect  the  influence 


of  such  great  upheavals  as  the  Greek  domina- 
tion, the  Malay  conquest,  and  the  break- 
away Polynesian  group  to  New  Zealand; 
but  the  important  point  is  that  since  all  the 
contacts  were  possible  only  across  long 
distances  by  sea,  there  emerged  a people  of 
great  stamina  and  fine  physique,  descendants 
of  those  who  survived  the  hardships  of  their 
colonization  period.  By  the  same  token,  a 
lack  of  inbred  immunity  patterns  as 
compared  with  those  found  in  the  more  read- 
ily accessible  regions  became  established,  as 
few  immunologic  challenges  were  experi- 
enced over  centuries.  In  general,  no  Poly- 
nesian groups  successfully  colonized  any 
area  where  malaria  was  heavily  endemic,  but 
filaria  and  hookworm  reached  their  greatest 
concentration  among  them.  The  distribu- 
tion of  the  Anophelini  is  obviously  a very 
significant  factor  in  the  pattern  of  racial 
spread. 

We  find  a definite  pattern  emerging  in 
these  more  or  less  remote  areas  as  postulated 
in  the  opening  sentences:  a large  number  of 
people  in  separate  communities,  relatively 
isolated  from  each  other  and  the  great 
sources  of  epidemic  disease  for  centuries,  who 
had,  in  the  main,  come  to  agreeable  terms 
with  their  environment  with  a minimum  of 
effort  and  whose  social  development,  although 


FIGURE  3.  Mountain  people  with  massive  endemic  goiter. 
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characterized  by  extremely  rigid  mores  and 
customs  and  very  highly  developed  verbal  his- 
torical indoctrination,  was  without  any 
over-all  unity  of  purpose  or  administration, 
since  problems  and  their  implications  re- 
mained parochial.  Figures  1 to  10  show  the 
type  of  people  inhabiting  various  areas;  a 
clear  indication  of  their  mixed  origin  is 
obvious  in  those  from  the  border  zones  of 
cultural  contacts. 

Into  this  situation  sailed  the  white  man 
complete  with  new  diseases  and  a new  cul- 
ture. The  impact  of  the  former  we  will 
follow,  while  the  latter  has  perforce  been 
adapted  locally  and  made  little  basic  change 
in  the  over-all  intercourse  in  many  parts. 
However,  here  we  again  see  the  mergence  of 
great  cultural  influences;  in  the  few  years 
between  Japan’s  acceptance  of  Western 
methods  and  her  recognition  as  a world 
power  on  land  and  sea,  she  dominated  the 
Southeast  Asian  and  Pacific  scene,  causing 
many  lasting  changes  both  in  social  and 
in  public  health  standards.  Now  the  great 
Indonesian  Empire  has  become  a fact,  and 
the  many  advances  in  public  health  made 
by  the  Dutch  are  being  re-established  and 
new  frontiers  steadily  pushed  out  into  such 
places  as  West  New  Guinea.  Super  endemic 
areas  of  malaria  which  existed  in  1900, 
such  as  Gemas  in  Malaya,  Kavieng  and 


Kokopo  near  New  Guinea,  and  various 
estuarine  and  coastal  areas  of  Papua,  have 
become  health  resorts  because  of  the  com- 
bined onslaught  of  health  education  and 
intensive  public  health  supervision. 

Nineteenth  century 

In  the  outlying  islands,  parasitic  and  nutri- 
tional disease  presented  the  greatest  problem 
prior  to  the  introduction  of  epidemic  diseases 
from  new  arrivals.  The  advent  of  strangers 
in  a community  had  always  been  associated 
with  disease  outbreaks:  hence  the  killing  of 
missionaries  and  such  hostilities  as  the  attack 
which  killed  Capt.  James  Cook,  the  dis- 
coverer of  Australia,  in  the  Friendly  Islands. 
Note  that  it  was  his  second  visit.  In  this 
manner,  most  epidemic  diseases  were  con- 
trolled. Likewise,  the  plague  and  similar 
diseases  were  limited  in  spread  by  the  sea, 
although  we  can  see  from  the  maps  that 
Java  is  a heavily  affected  area. 

The  British  colonists  in  Southeast  Asia  and 
Australia  and  the  Dutch,  Portugese,  and 
French  made  some  efforts  to  control  the 
health  and  hygiene  of  the  natives,  with  in- 
different success.  Only  in  Australia  was  it 
possible  to  institute  measures  which  proved 
effective  rapidly  because  of  its  isolation; 
the  story  of  the  early  efforts  and  how  they 
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FIGURE  5.  Typical  Southeast  Asian  terrain:  active  volcano,  hot  springs  of  boiling  mud,  lush  tropical  vege- 
tation, islands,  and  casual  water.  Ideal  breeding  ground  for  malarial  and  other  vectors. 


bore  fruit  in  this  closed  community  can  be 
compared  with  the  continuing  havoc  wrought 
by  malaria,  plague,  hookworm,  filaria,  and 
tuberculosis  in  close  neighbors  where  the  lack 
of  public  enlightenment  caused  the  rapid 
breakdown  of  all  efforts  at  maintaining  a 
hygienic  environment. 

The  main  assaults  on  health  in  these  early 
days  were  from  such  things  as  smallpox, 
typhoid,  plague,  and  cholera.  The  maps 
show  the  distribution  of  some  diseases  at  this 
time  and  also  what  was  occurring  in  North 
America  simultaneously.  Such  things  as 
measles,  chickenpox,  and  diphtheria  swept 
through  native  communities  and  often  de- 
stroyed 90  per  cent  of  a whole  population, 
while  tuberculosis  and  leprosy  flourished  in 
the  highly  susceptible  reservoir  provided. 

With  the  advances  in  malar iology  by  Ross 
in  India,  efforts  at  control  by  personal  pro- 
tection and  attack  on  the  mosquito  were 
intensified,  and  patrols  by  the  health  officer 
for  the  enforcement  of  local  hygiene  measures 
were  made  regularly.  This  necessitated  the 
establishment  of  a whole  structure  of 
public  health  services,  with  detailed  reports 


and  statistical  records,  each  administered 
and  supervised  locally.  In  Australia  these 
services  were  patterned  on  the  British  system 
then  operating  successfully  in  India  and  the 
East  Indies,  and  the  outstanding  work  of 
the  Dutch  and  Germans  in  Java  and  New 
Guinea  assisted  in  stabilizing  the  position 
very  effectively. 

At  the  turn  of  the  century  there  was  still 
a long  way  to  go  in  the  control  of  the 
epidemic  killers.  Malaria  still  occupied 
pride  of  place  as  the  great  scourge,  killing 
over  5 million  people  a year.  A survey  in 
Australasia  showed  filaria  and  hookworm 
to  be  widespread,  and  the  charts  still  show 
this  today,  despite  the  eradication  of  both 
on  the  mainland  by  1925. 

As  quarantine  regulations  became  more 
rigorous  and  travel-spread  diseases  virtually 
vanished,  public  health  measures  had  to  step 
up  rather  than  relax.  After  World  War 
I,  a review  of  the  scene  shows  that  conditions 
in  the  Southeast  Pacific,  although  not  ideal, 
were  certainly  no  worse  than  those  in  parts  of 
Europe.  In  such  areas  as  the  Pontine 
marshes,  several  excellent  geologic  and 
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FIGURE  6.  Filarial  elephantiasis;  molluscal  skin 
changes. 


epidemiologic  studies  were  made  by  Italian 
and  German  scientists,  which  resulted  in 
drainage  systems  being  introduced  to  con- 
trol the  mosquito. 

Malaria,  hookworm,  and  nutritional  dis- 
eases were  a great  problem  in  the  mandated 
territories  to  the  north  and  presented  the 
greatest  challenge  (Figs.  2 and  11).  As  lep- 
rosy and  tuberculosis  control  by  segregation 
was  showing  good  results,  a concentrated 
attack  on  malaria  was  revived,  especially  in 
Malaya  and  New  Guinea,  and  was  associated 
with  an  increased  drive  to  establish  and  main- 
tain efficient  sanitary  disposal  and  native 
hospital  services.  The  methods  used  today 
vary  little  in  principle  from  the  old  estab- 
lished practices,  except  for  massive  spray 
campaigns  with  insecticide. 

Twentieth  century 

British-  and  German-trained  experts  were 
employed  widely  by  various  governments, 
and  great  efforts  were  made  to  preserve  the 
health  of  the  native  population  of  the  South- 
east Asian  and  Pacific  communities  since 
they  represented  a source  of  enormous 
wealth  as  colonies;  and  although  they  were 
exploited,  enforced  hygiene  and  constant 
supervision  and  medical  attention  slowly 


FIGURE  7.  Tropical  bubo,  probably  of  venereal 
origin. 


brought  a measure  of  relief  from  many 
diseases. 

By  1924,  Sir  Raphael  W.  Cilento,  * 
Director  of  Medical  Services,  re-established 
local  antimalaria  measures  and  cleared 
Rabaul,  the  capital  of  the  Mandated 
Territories,  of  malaria  by  the  combined  use 
of  drainage  and  larvicides,  with  careful  atten- 
tion to  the  elimination  of  local  water  and 
breeding  grounds.  Excellent  native  hos- 
pital facilities  were  functioning  busily,  and 
wide  penetration  and  control  of  primitive 
areas  were  affected. 

At  this  time  a survey  of  the  Pacific  area 
by  Herment  and  R.  W.  Cilento1  for  the 
League  of  Nations  revealed  that  the  Dutch 
and  British  were  effectively  administering  an 
efficient  public  health  service  and  that  the 
French,  Portuguese,  and  Spanish  had  done 
little  constructive  work  in  their  dependencies 
(Fig.  12).  The  United  States  territories 
were  not  visited  officially.  By  1937  there 
were  only  sporadic  cases  of  malaria  in  North 
America  reported  even  from  previously 

* Sir  R.  W.  Cilento,  Kt.,  M.D.,  D.T.M.&H.,  F.R.  San.  I, 
late  World  Director  of  Refugees,  United  Nations  Organiza- 
tion, New  York  City. 
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FIGURE  8.  Yaws.  (A)  Earlier  manifestations  resemble  excrescences  of  scrambled  egg.  (B)  Later  mani- 
festations. 


heavily  affected  areas.  Elsewhere,  there  is 
little  change  in  the  incidence  of  malaria  to- 
day, although  clinical  attacks  are  few  among 
enlightened  people  because  of  suppressive 
personal  therapy.  The  extension  of  anti- 
vector measures  by  aerial  and  local  spraying 
has  greatly  reduced  the  incidence  of  many 
arthropod -borne  diseases,  and  a marked 
drop  in  bowel  parasitic  diseases  accom- 
panied improved  sanitary  services  of  food 
inspection.  Nonetheless,  bad  areas  of  en- 
demic malaria,  typhus,  plague,  and  smallpox 
exist  in  the  East  Indies,  the  Philippines,  and 
Southeast  Asia,  where  they  are  a constant 
threat  to  a world  made  small  by  air  travel. 

During  the  Pacific  phase  of  World 
War  II,  the  great  troop  concentrations 
brought  home  forcibly  the  need  for  careful 
expert  medical  appraisal  and  local  knowl- 
edge. The  early  establishment  of  American 
camps  in  high  altitudes  with  due  regard  to 
personal  protection  was  the  result  of  con- 
sultation with  the  Director  of  Health  in 
Queensland,  Australia,  and  was  rewarded  by 
a very  low  casualty  rate.  The  whole 
campaign  was  virtually  brought  to  a halt 
in  one  area  by  the  disregarding,  by  both 


Australian  and  American  commanders,  of  the 
malaria  hazard.  Scrub  typhus  and  related 
rickettsial  diseases  emerged  as  vicious  killers 
and  spurred  on  the  investigation  and  control 
of  the  vectors.  Specific  drugs  were  de- 
veloped for  some  diseases,  although  the 
mighty  plasmodium  resisted  all  but  the  most 
scrupulous  and  prolonged  attacks. 

Hookworm,  amebic  dysentery,  and  other 
parasitic  diseases  of  the  bowel  were  less 
troublesome  but  presented  a significant 
hazard,  and  various  fungi  of  the  skin  were 
responsible  for  many  casualties.  Army 
hygiene  discipline  was  the  salvation,  as 
always,  of  the  force  in  the  field,  and  its 
disruption  was  followed  swiftly  and  im- 
placably by  the  four  horsemen. 

The  lessons  relearned  in  this  war  were 
productive  of  a resurgence  in  the  rigid  en- 
forcement of  public  health  measures  in  the 
Southeast  Asian  and  Pacific  area.  As  each 
newly  autonomous  state  launched  into  world 
cognizance,  a full  program  of  public  health 
was,  in  most  cases,  part  of  its  heritage  from 
a previous  government. 

For  this  reason,  the  present  state  of  public 
health  in  the  region  is  improving  rapidly. 
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FIGURE  9.  Men  from  remote  areas  who  had  never  seen  white  men  before. 


Apart  from  the  maintenance  of  pre-existing 
programs,  new  methods  are  continually 
under  trial,  and  outbreaks  of  disease  are 
rapidly  controlled.  Only  major  catastrophes 
cause  a breakdown  of  the  essential  services, 
and  these  are  fortunately  rare.  Medical 
personnel  from  the  new  nations  are  being 
trained  in  public  health  and  hygiene  all  over 
the  world  in  increasing  numbers  and,  what  is 
more  important,  are  experiencing  the  bene- 
fits of  high  living  standards  at  first  hand. 
Many  of  them,  especially  from  under- 
developed lands,  are  unwilling  to  return  and 
face  their  responsibilities  to  their  country- 
men, shirking  their  obligations  without 
thought  of  the  urgency  of  the  work  to  be 
done. 

Australia 

Australia  is  an  all-white,  closed  com- 
munity, the  only  successful  settlement  of 
Europeans  in  the  Orient.  As  such  it  oc- 


cupies a unique  position  and  merits  some 
comment: 

1.  As  an  offshoot  of  Britain,  primarily  a 
penal  settlement,  rigid  discipline  was  possi- 
ble ab  initio. 

2.  The  introduction  of  new  diseases  to 
the  indigenous  population  resulted  in  the 
rapid  destruction  of  over  90  per  cent  of  them 
in  the  settled  areas,  and  indiscriminate  killing 
by  the  free  settlers  with  strict  segregation 
of  the  survivors  removed  any  racial  prob- 
lems. 

3.  Being  an  isolated  island  with  entry 
strictly  controlled  made  the  rapid  elimina- 
tion of  travel-borne  diseases  possible. 

4.  An  abundance  of  land,  food,  and  sun- 
shine for  a small  community  created  a high 
standard  of  living  and  made  the  control  of 
endemic  disease  easier. 

5.  To  have  a proper  appreciation  of  the 
big  part  this  small  community  has  played 
in  solving  many  world-wide  problems  of 
epidemic  disease,  it  must  be  noted  that  the 
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FIGURE  10.  Women  from  remote  areas  who  had  never  seen  white  men  before. 


best  principles  of  British  public  health 
practice  could  be  applied  in  ideal  circum- 
stances there. 

The  aboriginals  are  endogamous,  totem- 
bound,  and  skilled  only  in  the  highly  de- 
veloped arts  of  mysticism  and  ritual  decora- 
tion, apart  from  their  ability  to  survive  by 
hunting.  Medicine  was  practiced  only  by 
duly  qualified  persons,  and  a photograph  of 
the  removal  of  a bone  from  a patient  by 
“sucking  it  out”  is  unique.  There  are 
several  documented  records  of  the  death  of 
modern  aborigines  from  “bone  pointing”  by 
a witch  doctor,  the  most  recent  three  years 
ago. 

Specific  diseases  and  Australia’s  contribu- 
tions include:  (1)  the  public  health  organiza- 
tion, (2)  differentiation  of  rickettsial  diseases, 
(3)  typhoid  and  cholera,  (4)  plague,  (5)  the 
“socialization”  of  medicine,  and  (6)  nutri- 
tional diseases. 

Australia’s  present  medical  services  in- 
clude: (1)  Commonwealth  department  of 


health  (nation-wide);  (2)  state  health  de- 
partments and  local  health  authorities;  (3) 
private  physicians  and  socialized  medicine 
on  a fee-for-service  basis;  (4)  state-operated 
hospitals;  and  (5)  private  and  endowed  hos- 
pitals. 

Australasia  was  established  as  an  in- 
dependent nation  and  commonwealth,  in- 
cluding East  New  Guinea  and  the  islands  as 
far  as  the  Solomons  on  January  1,  1901. 
The  strategic  importance  of  the  subcontinent 
of  New  Guinea  and  its  islands  to  the  United 
States  is  still  not  widely  appreciated,  and 
the  fate  of  the  American-held  Mariana, 
Marshall,  and  Caroline  Islands  (with  the 
key  strong  point  of  Guam)  is  closely  related 
politically  and  epidemiologically  to  Aus- 
tralasia. 

In  the  Southeast  Pacific,  the  Rockefeller 
Foundation  conducted  a malaria  and  fila- 
riasis  survey  and  antihookworm  campaign 
beginning  in  1919  which  embraced  Australia 
and  the  islands,  extending  eventually  to  Fiji 
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FIGURE  11.  Intricate  pattern  of  nutritional  derma- 
titis. 


where  Sylvester  Lambert  assisted  in  reviving 
the  School  for  Native  Medical  Practitioners 
in  Suva.  In  Australia,  the  Institute  of 
Tropical  Medicine  in  Queensland  and  the 
School  of  Public  Health  and  Tropical  Medi- 
cine of  Sydney  University  are  today  highly 
advanced  centers  for  the  training  of  people 
from  all  over  the  South  of  Asia  and  the 
Pacific.  It  is  noteworthy  that: 

1.  Malaria  and  rickettsial  disease  were 
lumped  together,  until  the  Queensland  State 
Government  Laboratories  under  R.  W. 
Cilento  and  Derrick  discovered  “Q”  fever  in 
1935  to  1938. 

2.  Quinacrine  (Atabrine)  was  tested  ex- 
haustively in  1926  in  New  Guinea  by  R.  W. 
Cilento,  fifteen  years  before  its  “discovery.” 
Germany  used  it  earlier  (1912)  in  many  areas 
in  Africa  and  the  Pacific. 

3.  Prior  to  the  advent  of  DDT  and  effec- 
tive suppressants,  malaria  was  eliminated 
from  many  dreadful  focal  points  such  as 
Gemas,  Rabaul,  and  Panama. 

The  Germans  virtually  cleared  Rabaul, 


FIGURE  12.  League  of  National  Commission  to  the 
Pacific,  R.  W.  Cilento  on  right. 


the  capital  of  New  Guinea,  in  1907  by  put- 
ting the  water  under  ground  as  they  had 
advised  in  Italy’s  marsh  lands.  They  re- 
tained the  native  name  proudly,  “RaM’Baul, 
the  swamp.” 

However,  compulsory  prophylaxis  and 
mass  spraying,  with  effective  drainage,  was 
not  possible  until  recently  in  these  areas, 
and  the  “building-out”  as  in  Panama  was 
too  costly  for  big  underdeveloped  areas,  such 
as  in  most  of  the  area  under  discussion. 

Malaria 

The  first  major  national  program  that  the 
Communicable  Disease  Center  of  the  United 
States  Public  Health  Service  undertook  was 
the  spraying  of  13  traditionally  malarious 
states  with  DDT  in  1947.  This  Center  was 
based  on  the  Malaria  Control  in  War  Areas, 
an  emergency  organization.  The  need  for 
this  was  that  returning  veterans  from  the 
Pacific  areas  with  relapsing  malaria  (Plasmo- 
dium vivax)  were  infecting  vectors  in 
endemic  areas. 

A survey  in  1947  revealed  that  previous 
statistics  were  unreliable  and  not  indicative 
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of  the  true  state,  and  a full  investigation 
showed  that  through  some  strange  biologic 
chance,  malaria  had  virtually  disappeared 
from  the  South.  From  an  annual  100,000 
cases  in  the  1930’s  (probably  under-re- 
ported  grossly),  malaria  had  almost  vanished 
by  1960,  being  under  100  cases  per  annum. 
Its  latent  endemicity  was  apparent  by  the 
sudden  peaks  in  1945  and  1951  to  1952  when 
Pacific  and  Korean  veterans  returned. 

In  Australia,  because  of  its  small  popula- 
tion and  close  control,  malaria  was  virtually 
eliminated  by  the  late  1920’s  and  has  re- 
mained so  without  extensive  spraying,  ex- 
cept for  the  few  cases  from  returning 
veterans  and  the  odd  case  from  the  po- 
tentially endemic  area  north  of  a line  from 
the  Ord  to  the  Roper  Rivers. 

Apparently  in  the  early  1940’s  there  was  a 
drop  in  malaria  in  endemic  areas  in  Australia 
similar  to  that  which  occurred  in  the  United 
States,  and  my  opinion  is  that  raised  stand- 
ards of  living  and  more  readily  obtainable 
medical  care  were  coupled  with  increased  en- 
lightenment in  the  people  and  continued  su- 
pervision by  local  health  authorities,  to  cause 
at  least  a large  part  of  the  improvement. 
Such  things  as  the  elimination,  except  in  a 
few  rural  areas,  of  water  cisterns  and  the 
supervision  of  those  still  in  use  is  an  example 
of  the  trend,  and  the  extensive  drainage 
around  urban  areas,  with  the  elimination  of 
animal  hosts  and  vectors,  had  a similar  effect 
on  other  arthropod  diseases. 

In  Australia,  R.  W.  Cilento  has  dominated 
the  field  of  malariology  and  public  health  in 
the  Southeast  Pacific  for  forty  years,  as 
Chief  Medical  Officer  in  Malaya,  New 
Guinea,  and  the  mandated  territories,  and 
later  as  Director  of  Health  for  the  Common- 
wealth and  Director  General  of  Health  in 
Queensland. 

One  publication  of  significance,  Tropical 
Diseases  in  Australasia ,2  was  the  sole  text- 
book for  U.S.  Forces  in  the  Southeast  Pacific 
for  some  time,  and  such  publications  as  The 
White  Man  in  the  Tropics 3 and  Triumph  in 
the  Tropics 4 (with  Clem  Lack)  are  widely 
read  still,  while  the  King-Anderson  Bill  is 
based  partly  on  the  findings  of  the  expert 
committee  from  the  United  States  who  in- 
vestigated the  R.  W.  Cilento  publication 
Blue  Print  for  the  Health  of  a Nation 5 which 
helped  shape  national  health  services  in  half 
the  world.  A modified  form  is  now  success- 
fully in  operation  in  Australia  and  New 


Zealand. 

Conquest  of  cholera  and  typhoid 

In  any  community,  cholera  and  typhoid 
are  indices  of  the  efficiency  of  food  and  water 
control.  They  came  to  the  United  States 
and  Australia  in  the  ships  and  spread  by 
the  “cholera  trails”  and  “typhoid  Marys” 
in  bar  parlors  and  drovers’  and  miners’ 
camps.  In  both  places  identical  conditions 
existed,  and  adequate  quarantine  and  food 
and  water  control  soon  eliminated  the  disease 
in  both  countries.  Cholera  still  stalks  in 
the  wake  of  great  disasters,  an  ever-present 
reminder  of  the  critical  role  of  the  public 
health  department. 

Plague 

Rufus  of  Ephesus  describes  bubonic  plague 
in  Libya,  Egypt,  and  Syria  in  400  B.C. 
Numerous  “soil  corruption”  theories,  such  as 
the  cadaveric  virus  theory  of  Pariset  were 
advanced,  and  this  latter  was  supported  by 
Prus,  who  presented  the  case  to  the  French 
Academy  of  Medicine  in  1839.  Creighton, 
even  to  1894,  thought  plague,  cholera, 
typhoid,  summer  diarrhea,  and  yellow  fever 
all  due  to  soil  poisons. 

Chadwick’s  Sanitary  Condition  of  the 
Labouring  Population  of  Great  Britain  in 
1842  was  quickly  followed  by  the  first 
English  Public  Health  Act  of  1848,  during  Sir 
John  Simon’s  term  as  Chief  Medical  Officer, 
and  supplemented  by  a Second  Act  in  1875, 
on  the  eve  of  Simon’s  retirement.  This  was 
the  golden  age  of  sanitation  and  the  begin- 
ning of  proper  statistics,  with  the  compulsory 
registration  of  all  causes  of  death  and  the 
appointment  of  William  Farr  to  be  the  first 
compiler  of  statistics  in  1839,  in  the  General 
Register  in  London. 

The  rat  had  long  been  known  to  die  as 
the  plague  became  epidemic;  the  Chinese 
noted  this  three  thousand  five  hundred  years 
ago  and  decided  it  was  due  to  the  rise  of 
miasma  from  the  ground,  killing  the  low 
level  rats  first  and  last  the  ponies. 

Ogata  in  Japan  implicated  the  rat  flea  first 
as  the  plague  vector  in  1897.  He  thought 
the  carriage  mechanical.  Tidswell  in 
Sydney,  Australia,  discovered  the  role  of 
Xenopsylla  cheopis  as  the  infected  man- 
biting  flea  in  1901.  Thompson  confirmed 
this  in  Sydney  along  epidemiologic  lines  of 
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investigation  and  reasoning. 

Within  a short  time  (1907),  Ham  in 
Queensland  had  defined  the  periodic  epidem- 
icity  as  due  to  insect  life  cycle  and  seasonal 
activity.  There  is  no  time  to  deal  with  the 
changing  pattern  of  epidemic  disease  which 
now  represents  a major  problem  in  all 
countries.  The  sudden  waves  of  influenza 
and  poliomyelitis  which  have  involved  most 
countries  indicate  a change  in  the  status  of  a 
population  with  respect  to  its  available  non- 
immune  units,  and  consequently  there  has 
been  an  ever-increasing  emphasis  on  the 
artificial  active  immunization  of  vast  num- 
bers to  curtail  or  abort  epidemics  and  pre- 
vent their  occurrence.  It  can  be  stated 
that  all  countries  are  working  along  these 
lines,  and  the  work  of  the  League  of  Na- 
tions is  being  extended  and  broadened  by  the 
present  World  Health  Organization. 

In  the  field  of  social  medicine  Australia 
has  long  held  a major  place.  Since  the 
publication  of  the  definitive  volume  on  the 
system,  Blueprint  for  the  Health  of  a Nation ,5 
much  has  been  achieved  in  affording  Aus- 
tralians a comprehensive  medical  and  hos- 
pital coverage.  It  is  significant  that  the 
present  efforts  of  the  United  States  govern- 
ment to  institute  a social  medicine  scheme 
follow  the  investigations  of  this  system  in 
Australia  by  a team  of  experts  from  America, 
and  several  valuable  lessons  can  be  learned 
by  brief  summary  of  the  events  leading  to 
the  adoption  of  the  present  successful  serv- 
ice. 

1.  Following  R.  W.  Cilento’s  plan  for  a 
fully  socialized  medical  service,  Senator  Mc- 
Kenna of  the  Labor  Party  introduced  legisla- 
tion to  make  the  plan  operative,  against  the 
advice  and  pleas  of  the  Medical  Association. 

2.  Very  few  doctors  participated  in  the 
plan  (around  145  in  the  whole  of  Australia) 
and,  in  large  part  because  of  the  efforts  of 
the  nonparticipants,  the  government  was 


brought  down  and  a more  acceptable  scheme 
introduced. 

3.  The  present  scheme  is  entirely  vol- 
untary, and  the  patient  and  doctor  are  free 
to  choose  at  all  times.  A government- 
supervised  insurance  covers  the  doctors’  fees 
and  hospital  expenses  in  large  part,  and  all 
drugs  listed  as  “lifesaving  drugs”  are  free. 
Pensioners  receive  all  medical  care  and  drugs 
free,  the  doctor  being  paid  by  submitting  a 
voucher  to  the  government  for  each  service. 

These  facts  plainly  show  that  while  there 
may  be  much  virtue  in  a medical  service 
run  on  these  lines,  it  is  not  possible  to  bull- 
doze the  medical  profession  into  anything, 
if  they  stick  together.  The  recent  trouble  in 
Saskatchewan  is  a further  pointer  in  this 
direction,  and  the  imposition  of  the  present 
scheme  operating  in  Great  Britain  would 
never  have  been  possible  had  the  British 
physicians  had  any  unity  of  purpose  and  a 
capable  and  farsighted  leader. 

As  these  services  are  part  of  the  function 
of  the  public  health  department,  it  is  a 
matter  of  the  greatest  concern  that  un- 
realistic acts  and  systems  can  still  be  im- 
posed in  some  communities.  While  one 
cannot  gainsay  the  enormous  benefits  possi- 
ble from  a medical  care  program  correctly 
planned  and  ably  administered,  there  is  little 
to  recommend  the  imposition  of  any 
system  which  deprives  any  part  of  the  com- 
munity concerned  of  its  individual  dignity  or 
freedom  of  choice. 

165  Brunswick  Street 
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“Possible”  Lead  Poisoning 


\N E H A ve  been  impressed  in  recent  months 
with  the  large  number  of  cases  reported  from 
hospitals  as  “possible”  lead  poisonings  when 
the  patients  had  a blood  lead  level  consider- 
ably above  the  presumed  standard  for  posi- 
tive diagnosis  of  0.06  mg.  per  100  ml. 

Incident  1 

Type  of  Poison  Age  Sex 

“Possible”  Lead  IV2  Years  Female 

This  child  had  a history  of  eating  paint 
from  window  sills  and  also  digging  holes  in 
the  walls  and  chewing  painted  plaster  for 
many  months. 

The  child’s  symptoms  were  anorexia, 
nausea,  and  vague  abdominal  pains.  A 
diagnosis  of  a “possible  lead  poisoning” 
was  made,  and  the  child  was  admitted  to  the 
hospital.  The  blood  lead  level  was  0.09 
mg.  per  100  ml.  on  admission.  This  child 
was  treated  with  calcium  versenate  and 
remained  in  the  hospital  for  twelve  days. 

In  spite  of  the  high  blood  lead  level,  the 
hospital  reported  this  as  a possible  lead 
poisoning. 

Incident  2 

Type  of  Poison  Age  Sex 

“Possible”  Lead  2 Years  Male 

This  child  was  admitted  to  a hospital 
with  a history  of  pica.  A blood  lead  de- 
termination indicated  a blood  lead  level  of 
0.26  mg.  per  100  ml. 

In  spite  of  this  extremely  high  blood  lead 


level,  this  case,  too,  was  reported  by  the 
hospital  as  a “possible  lead  poisoning.” 

In  addition  to  lead  poisoning,  this  child 
also  had  an  iron  deficiency  anemia. 

Incident  3 

Type  of  Poison  Age  Sex 

“Possible”  Lead  6 Years  Female 

The  hospitalization  of  this  child  was 
precipitated  by  the  child  swallowing  a key 
ring  approximately  2 inches  in  length. 

The  mother  reported  to  the  admitting 
physician  that  this  child  was  in  the  habit  of 
putting  everything  into  her  mouth. 

The  blood  lead  level  was  0.06  mg.  per  100 
ml.,  and  the  urine  also  showed  a lead  level 
of  0.12  ml.  per  liter.  This  case  is  cited 
primarily  because  of  the  age  of  the  child, 
which  is  a little  above  the  usual  for  lead 
poisoning,  and  also  because  the  lead  poison- 
ing would  have  been  undiscovered  if  it 
were  not  for  the  emergency  situation  which 
was  totally  unrelated  to  it. 

Incident  4 

Type  of  Poison  Age  Sex 

“Possible”  Lead  28  Months  Male 

This  child  complained  of  abdominal  pains, 
and  since  he  had  an  elevated  temperature, 
he  was  taken  to  the  emergency  room  where 
a history  of  pica  of  one  year’s  duration  was 
obtained. 

The  blood  was  drawn  for  a lead  determi- 
nation, and  the  blood  lead  level  was  0.08 
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mg.  per  100  ml.  The  child  was  treated 
with  EDTA  (ethylenediamine  tetra-acetic 
acid)  and  remained  in  the  hospital  for  ten 
days.  This  child  was  also  discharged  as  a 
“possible’’  lead  poisoning  in  spite  of  the 
relatively  high  blood  lead  level. 

Incident  5 

Type  of  Poison  Age  Sex 

“Possible”  Lead  71/2  Years  Male 

This  child  was  brought  to  the  hospital 
emergency  room  convulsing  and  vomiting. 
The  mother  related  that  for  the  past  six 
months  the  child  had  been  in  the  habit  of 
eating  painted  plaster  and  that  he  also 
chewed  on  clothing. 

The  hemoglobin  was  7.2  Gm.  per  100  ml., 
and  the  blood  lead  level  was  0.32  mg.  per  100 
ml.,  an  extremely  high  level.  The  urine 
showed  3 plus  glucose  and  a 4 plus  acetone, 
and  basophilic  stippling  was  noted  on  the 
blood  smear.  The  patient  was  treated 
promptly  with  EDTA  and  remained  in  the 
hospital  for  three  weeks.  On  discharge  the 
hemoglobin  went  up  to  9.4  Gm.  per  100  ml., 
and  the  blood  lead  level  was  reduced  to 
0.06  mg.  per  100  ml. 

In  spite  of  this  exceedingly  high  blood 
lead  level,  the  diagnosis  on  this  child’s 
discharge  from  the  hospital  was  also  “pos- 
sible lead  poisoning.” 

Incident  6 

Type  of  Poison  Age  Sex 

“Possible”  Lead  3 Years  Male 

This  child  was  brought  into  the  hospital 
because  of  abdominal  pains  and  loss  of 
appetite.  The  apartment  where  this  family 
resided  until  several  months  ago  had  a 
considerable  amount  of  painted  plaster  on 
the  floors  from  the  broken  walls,  and  the 
child  easily  obtained  and  ingested  the 
plaster. 

The  only  positive  findings  on  admission 
were  anemia  and  a history  of  anorexia. 
The  blood  lead  level  was  0.24  mg.  per  100 
ml.,  which  is  very  high.  The  child  was 
treated  with  EDTA  and  remained  in  the 
hospital  for  twenty-seven  days.  He  was 
finally  discharged  as  recovered. 

The  diagnosis  on  this  case  was  “possible 
lead  poisoning.” 


Comment 

In  addition  to  the  cases  cited,  many  other 
lead  poisoning  cases  with  high  blood  lead 
levels  reported  to  the  Poison  Control 
Center  are  still  labeled  as  “possible”  lead 
poisoning.  Although  scientific  conserva- 
tion should  be  employed  prior  to  a final 
diagnosis,  delay  in  treatment  in  a case  of 
lead  poisoning  in  children  because  of  over- 
caution may  be  hazardous.  It  is  again 
emphasized  that  early  lead  poisoning  in 
children  is  asymptomatic.  When  a positive 
history  of  pica  is  obtained  and  the  blood  lead 
level  is  0.06  mg.  per  100  ml.  and  over,  we 
would  recommend  on  the  basis  of  our  ex- 
perience that  treatment  not  be  delayed. 

In  view  of  the  frequent  association  of  pica 
and  parasitic  infestations,  we  would  recom- 
mend that  whenever  a positive  history  of 
pica  is  obtained,  a careful  check  also  be 
made  for  the  coexistence  of  parasitism  in 
addition  to  lead  poisoning. 

It  may  be  of  interest  to  cite  a report  of  a 
new  physical  sign  in  the  early  diagnosis  of 
lead  poisoning: 

A greyish  stippling  of  lead  pigment  that  is 
circumferential  around  the  optic  disk  has 
been  observed  in  persons  exposed  to  several 
lead  compounds.  Visualized  through  the 
ophthalmoscope,  particles  of  lead  appear  as 
glistening,  discrete,  grey  pigment  concentrated 
in  the  retinal  area  around  the  optic  disk.  It 
should  be  noted  that  this  pigment  differs 
distinctly  visually  from  that  observed  in  the 
elderly  and  those  of  olive  or  swarthy  com- 
plexions and  in  the  Negro  race.* 

According  to  the  author,  Sonkin,  the 
deposition  of  lead  pigment  is  not  mentioned 
in  ophthalmologic  textbooks,  which  consider 
other  eye  manifestations  in  lead  poisoning. 

Twenty -five  persons  who  were  exposed  to 
lead  compounds  in  their  work  in  an  indus- 
trial wire-manufacturing  company  were 
studied.  Their  work  consisted  of  mixing 
various  lead  compounds  in  an  enclosed  area 
for  the  manufacture  of  wire  insulation  for 
about  forty  hours  a week.  Lead  intoxica- 
tion occurred  due  to  carelessness  and  pro- 
longed exposure.  Workers  were  studied  for 
blood  counts,  urinary  lead  determinations, 
and  physical  evaluation.  Those  who  had 
abnormal  urinary  lead  concentration  showed 
some  correlation  with  the  retinal  findings  of 
greyish  lead  pigment  deposits  in  the  area 
peripheral  to  the  disk  margins. 

According  to  Sonkin,  the  deposition  of 
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pigment  in  the  retina  is  a reliable  early  sign 
of  lead  intoxication.  * Ther  etinal  pigmenta- 
tion is  reversible  within  a period  of  months 
after  the  environmental  exposure  is  elimi- 
nated. The  retinal  changes  are  visualized 
as  a glistening  deposition  of  greyish  lead 
pigment  surrounding  the  optic  disk.  The 
author  feels  that  this  may  be  observed  be- 
fore there  is  any  laboratory  evidence  of  lead 


Life  of  cells  measured 


University  of  Kentucky  scientists  have  dis- 
covered a method  of  measuring  the  life  in 
cells,  the  American  Cancer  Society  has  dis- 
closed. 

The  technic  is  of  value  in  treating  irradiated 
leukemic  children  with  transfusions  of  frozen 
and  stored  marrow  and  other  cells. 

The  investigators  have  shown  that  a simple 
stain  called  A-O  or  acridine  orange,  indicates 
the  viability  of  the  cells  by  the  intensity  with 
which  it  colors  various  structures. 

Acridine  orange  has  a remarkable  ability  to 
make  two  different  kinds  of  nucleic  acids  in  the 
cell  fluoresce.  DNA,  or  desoxyribosenucleic 
acid,  gleams  green  under  A-O;  and  RNA,  or 
ribonucleic  acid,  comes  out  red. 

After  considerable  study,  the  Kentucky 
scientists  have  found  that  healthy,  injured, 
sick,  old,  and  dead  cells  stain  differently,  and 
they  have  established  several  color  patterns 
representing  these  states. 

The  normal  healthy  cell  gene  DNA  stains  a 


toxicity,  and  the  phenomenon  can  be  seen 
readily  by  any  physician  with  an  ophthal- 
moscope and  discerning  eye. 

We  do  not  know  whether  or  not  such 
changes  may  be  observed  in  children  suf- 
fering from  lead  poisoning.  However,  they 
are  certainly  worth  looking  for. 

* Sonkin,  N.:  Stippling  of  the  retina:  a new  physical 

sign  in  the  early  diagnosis  of  lead  poisoning.  New  England 
J.  Med.  269:  779  (Oct.  10)  1963. 


deep  green  while  RNA  structures  show  an 
equally  vivid  red. 

Dead  cells  stained  bright  red  not  only  in  the 
nucleus,  but  also  in  the  cytoplasm  surrounding 
it.  Injury  by  heat,  acid,  alkali,  or  poisons  also 
was  indicated  by  the  degree  of  red  showing  in 
the  cytoplasm.  The  age  of  old  cells  was  re- 
flected in  a similar  pattern. 

Cells  killed  by  rapid  freezing  stained  a deep 
dull  green  and  displayed  broken  cell  membranes. 

Others  have  found  that  in  mice,  leukemia 
can  be  cured  by  giving  the  animals  lethal 
doses  of  radiation.  The  animals  then  were 
saved  from  radiation  death  by  transfusions  of 
bone  marrow  cells,  which  promptly  began  to 
produce  new  blood  cells.  Sometimes  frozen 
and  stored  marrow  cells  were  used.  It  was 
important  to  determine  how  viable  the  trans- 
fused cells  were;  dead  cells  were  of  no  use, 
and  badly  injured  cells  were  little  better. 

Leukemic  children  have  been  treated  much 
as  the  mice  were,  except  that  the  radiation 
doses  were  much  safer.  A few  seemed  to  have 
been  helped  but  none  was  cured  by  this  means. 

The  A-O  staining  system  enables  the  physi- 
cian to  know  that  the  cells  he  transfuses  will 
restore  the  patients’  blood  cells. 
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Public  Assistance 
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New  York  City 
WILLIAM  L.  AGRESS,  M.P.H. 

New  York  City 

From  the  City  of  New  York 
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T he  coming  together  of  public  health  and 
social  welfare  in  their  mutual  concern  with 
medical  care  has  been  progressing  through 
the  years.  Formerly,  each  tended  to  go  its 
own  way:  public  health  concerned  largely 
with  the  prevention  and  control  of  disease  in 
large  groups  of  people  and  social  welfare 
dealing  with  direct  services  to  individuals, 
although  some  public  welfare  agencies  also 
gave  a measure  of  attention  to  mass  or 
group  phenomena  in  corrective  activity. 
More  recently,  health  has  come  to  be  re- 
garded in  a positive  sense,  as  it  concerns 
physical  fitness  and  mental  and  social 
adaptability.  Furthermore,  we  in  the 
health  field  are,  or  should  be,  interested  in 
amelioration  as  well  as  prevention.  Indeed, 
Mount  in1  pointed  to  this  approach  in 
1952.  The  individual  should  be  considered 
as  a complete  human  being  and  in  relation 
to  his  socioeconomic  environment,  rather 
than  only  with  respect  to  his  momentary  or 
acute  experiences.  An  epidemiologic  ap- 
proach may  be  useful  both  to  public  health 
and  social  welfare  in  providing  keys  to 
mutually  significant  problems. 


History 

The  City  of  New  York  traditionally  has 
assumed  responsibility  for  the  provision  of 
medical  care  services  to  its  indigent  and  near- 
indigent  citizens.  These  medical  services 
are  complete  and  comprehensive  and  run  the 
gamut  from  ambulatory  emergency  room 
care  to  highly  specialized  outpatient  clinic 
care,  inpatient  hospital  care,  and  hospital- 
supervised  home  care. 

Through  its  vast  system  of  municipal 
hospitals  operated  by  the  Department  of 
Hospitals  and  the  many  voluntary  hospitals 
established  by  religious  and  other  nonprofit 
organizations,  the  City  offers  what  probably 
is  the  widest  range  of  diagnostic  and  curative 
services  of  any  city  in  the  nation.  In 
addition,  the  Department  of  Health  provides 
preventive  and  treatment  services  through 
its  network  of  child  health  stations,  adult 
hygiene  and  diagnostic  and  screening  clinics, 
tuberculosis  clinics,  school  health  program, 
dental  program,  and  its  program  for  handi- 
capped children.  Add  to  this  the  Depart- 
ment of  Welfare’s  panel  of  2,000  private 
practitioners  who  provide  emergency  care 
and  consultation  at  home  and  in  nursing 
homes  to  the  acutely  and  chronically  ill, 
plus  the  Department’s  dental  and  eye 
clinics  for  adults,  and  the  picture  is  complete. 

Currently  there  are  some  365,000  persons 
on  the  welfare  rolls  of  the  City  of  New  York. 
It  is  the  responsibility  of  the  Department 
of  Welfare  to  provide  medical  care  for  all 
categories  of  public  assistance  recipients,  and 
throughout  the  years  the  Department  has 
used  all  the  aforementioned  facilities  in 
carrying  out  this  mandate.  To  the  un- 
sophisticated student  of  medical  care  ad- 
ministration this  array  of  available  services 
may  seem  like  a panacea  for  the  medical  ills 
of  the  indigent  population  of  the  City,  but 
to  the  welfare  medical  care  administrator 
this  welter  of  dissociated  services  has  been 
an  administrative  nightmare. 

The  lack  of  coordination  of  services  and 
of  liaison  between  panel  physicians,  out- 
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patient  clinic,  and  inpatient  service  has  led 
to  fragmentation  of  care,  duplication  of 
services,  administrative  confusion,  and  prob- 
ably to  the  most  expensive  system  of 
medical  care  possible:  In  1960  it  cost  the 

City  $100,727,000  for  medical  care  to  wel- 
fare recipients  and  $100,000,000  for  medical 
care  to  the  medically  indigent.2 

When  welfare  medical  care  in  New  York 
City  is  viewed  in  the  light  of  historical  per- 
spective, it  becomes  obvious  to  the  observer 
that  the  development  of  the  present  system 
of  providing  services  was  inevitable.  In 
1931  as  a result  of  the  passage  of  the  Wicks 
Act  by  the  New  York  State  legislature,  the 
TERA  (Temporary  Emergency  Relief  Ad- 
ministration) was  created.  The  TERA  was 
empowered  to  make  rules  and  regulations 
governing  the  administration  of  work  relief 
and  home  relief,  and  funds  were  appropriated 
to  aid  localities  that  provided  assistance. 

Under  this  program  medical  care  was 
limited  to  drugs,  medical  supplies,  bedside 
nursing  care,  and  visits  by  a physician  in 
the  home.  Outpatient  clinics  and  inpatient 
services  in  the  municipal  and  voluntary 
hospitals  were  considered  resources,  and 
funds  were  not  made  available  to  pay  for 
services  provided  to  welfare  recipients  in 
these  facilities.  Since  none  of  the  hospitals 
were  organized  to  provide  continuity  be- 
tween outpatient  clinic  care  and  emergency 
care  in  the  home,  it  was  necessary  to  use  the 
services  of  private  practitioners  in  the 
community  to  provide  medical  care  in  the 
home. 

Further  impetus  was  given  to  the  develop- 
ment of  this  system  when  in  1933  the  Con- 
gress, faced  with  the  inability  of  the  state 
and  local  governments  to  provide  the 
financial  resources  to  support  large  pro- 
grams of  welfare  assistance,  enacted  the 
FERA  (Federal  Emergency  Relief  Act). 
Rules  and  Regulations  1 of  FERA 
authorized  the  provision  of  physician’s 
services  and  medical  supplies  to  welfare 
recipients,  and  Rules  and  Regulations  7 
provided  for  the  preservation  of  “the 
traditional  patient -physician  relationship,” 
with  payment  according  to  an  agreed-on  fee 
schedule.  The  types  of  services  authorized 
by  the  FERA  were:  (1)  general  medical 
care  for  acute  and  chronic  illness,  (2)  ob- 
stetric care,  (3)  emergency  dental  ex- 
tractions and  repairs,  (4)  bedside  nursing, 
and  (5)  drugs  and  medical  supplies. 


Hospital  care  was  not  authorized.  All 
physicians  and  members  of  related  pro- 
fessions were  eligible  to  participate,  and 
responsibility  for  advising  on  fee  schedules 
and  quality  of  medical  care  was  delegated  to 
professional  societies. 

In  April  of  1934  a report  by  the  Director 
of  FERA  indicated  that  difficulties  were 
being  experienced  in  enforcing  the  rule  for 
prior  authorization  of  care,  determining  the 
number  of  required  visits  per  case,  avoiding 
exorbitant  charges  for  drugs,  and  main- 
taining high  standards  of  quality  of  medical 
care.  The  City  of  New  York  Department 
of  Welfare  has  been  eminently  successful  in 
solving  the  first  three  of  these  problems  but  is 
still  struggling  with  the  fourth. 

The  replacement  of  the  FERA  by  the 
Social  Security  Act  of  1935  led  to  the  expan- 
sion of  welfare  medical  care  services  through- 
out the  United  States  by  the  creation  of  the 
first  three  Federal  categories  of  assistance: 
old  age  assistance,  aid  to  dependent  children, 
and  aid  to  the  blind.  For  although  the 
Social  Security  Act  made  no  special  pro- 
visions for  medical  care  services,  it  did  per- 
mit the  states  to  include  the  costs  of  such 
services  in  expenditures  for  which  Federal 
grants  were  available.  It  might  appear  that 
with  these  new  funds  available  to  the  states 
and  localities,  comprehensive  medical  care 
programs  would  have  developed  in  public 
assistance,  but  this  development  was  pre- 
vented by  a provision  of  the  Act  forbidding 
Federal  matching  on  any  expenditure  other 
than  a direct  payment  of  money  to  a needy 
individual.  As  a result  of  this  prohibition, 
the  state  could  not  use  Federal  funds  for 
making  payments  directly  to  any  suppliers 
of  medical  services  on  behalf  of  a welfare 
recipient. 

In  1950,  the  Social  Security  Act  was 
amended  to  add  a fourth  category  of  assist- 
ance, aid  to  the  permanently  and  totally 
disabled,  and  to  permit  Federal  matching  on 
expenditures  for  the  direct  purchase  of 
medical  care  for  welfare  recipients.  This 
amendment  gave  rise  to  the  present  method 
of  “vendor  payments”  and  also  permitted, 
for  the  first  time,  the  use  of  Federal  funds 
for  welfare  recipients  who  are  patients  in 
public  or  private  medical  institutions  except 
those  for  mental  illness  and  tuberculosis. 

In  1956,  amendments  to  the  Social 
Security  Act  provided  specific  Federal 
matching  for  medical  expenditures,  but  in 
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1958,  the  Act  was  again  amended  to  return 
to  the  former  system  of  Federal  matching 
on  the  aggregate  of  expenditures. 3 

It  can  be  seen  from  this  look  backward 
that  the  initial  problem  in  public  assistance 
medical  care  was  the  lack  of  funds  for  use  in 
the  planning  and  implementation  of  com- 
prehensive medical  care  programs.  Sub- 
sequently, when  through  amendments  to 
the  Social  Security  Act  funds  became  avail- 
able for  such  planning,  there  were,  and  still 
are,  few  medical  agencies  in  the  community 
with  the  pattern  of  organization  required  to 
provide  the  coordination  and  continuity 
which  are  necessary  in  providing  truly  com- 
prehensive care. 

The  first  step 

Faced  with  this  pattern  of  disorganized 
services  and  believing  that  continuity  is  a 
fundamental  element  of  good  medical  care, 
the  City  of  New  York  Departments  of 
Health,  Hospitals,  and  Welfare,  in  December 
1958,  began  a joint  effort  to  review  and  reor- 
ganize medical  and  health  services  for  re- 
cipients of  public  assistance.  A special 
task  force  was  set  up  to  review  these  services 
and  recommend  methods  of  improvement. 
The  task  force  was  composed  of:  George 

James,  M.D.,  former  first  Deputy  Com- 
missioner, City  of  New  York  Department  of 
Health,  now  Commissioner;  Miss  Crystal 
Potter,  former  Deputy  Commissioner,  City 
of  New  York  Department  of  Welfare; 
Herman  Bauer,  M.D.,  Deputy  Com- 
missioner, City  of  New  York  Department  of 
Hospitals;  Herbert  Notkin,  M.D.,  Medical 
Director,  Onondaga  County  Department  of 
Public  Welfare,  Syracuse,  New  York;  and 
Alonzo  S.  Yerby,  M.D.,  former  Deputy 
Commissioner  for  Medical  Affairs  of  the 
State  of  New  York  Department  of  Social 
Welfare,  who  served  as  consultant  to  the 
group. 

One  of  the  important  actions  of  the  task 
force  was  to  recommend,  with  the  agreement 
and  support  of  the  Commissioner  of  Welfare, 
that  the  Department  of  Health  establish  a 
medical  care  unit  under  the  direct  supervi- 
sion of  the  Commissioner  of  Health.  This 
unit  is  headed  by  Dr.  Yerby  who  had  served 
as  consultant  to  the  task  force  and  who  now 
bears  the  title  of  Executive  Director  for 
Medical  Care  Services  and  functions  within 
the  Department  on  the  level  of  a deputy 


commissioner.  Among  his  other  duties  he 
serves  as  consultant  to  any  bureau  of  the 
Department  which  has  a medical  care 
function.  The  Commissioner  of  Welfare 
has  given  him  direction  of  the  Department 
of  Welfare’s  Bureau  of  Medical  Services 
with  the  title  of  Medical  Welfare  Ad- 
ministrator, and  in  this  capacity  it  is  his 
responsibility  to  reorganize  the  medical 
care  services  of  the  Department.  He  serves 
also  as  a consultant  to  other  bureaus  within 
the  Department  of  Welfare. 

Dr.  Yerby  has  accepted  this  responsibility 
with  the  full  knowledge  that  no  general 
agreement  has  been  reached  among  medical 
administrators  as  to  what  is  the  best  ad-  i 
ministrative  mechanism  by  which  to  pro- 
vide a satisfactory  quality  of  medical  care  to 
recipients  of  public  assistance,  nor  indeed 
to  any  population  group;  and  because  of 
this  knowledge,  four  medical  care  demon- 
stration projects  for  welfare  recipients  have 
been  initiated  since  his  appointment.  The 
common  goal  of  these  projects  is  coordina- 
tion of  the  medical  service  rendered  to  the 
patient  to  provide  an  optimum  pattern  of 
care.  Three  of  these  projects  are  hospital 
centered,  the  fourth  is  medical  group  cen- 
tered, and  they  are  all  financed  by  the 
prepayment  mechanism  with  capitation 
based  on  Department  of  Welfare  cost  ex- 
perience. 

It  must  be  stated  here  that  although  we 
expect  that  these  experiments  will  lead  to  a 
complete  reorganization  of  the  welfare  med- 
ical care  mechanism,  their  existence 
should  not  be  construed  as  an  implied  criti- 
cism of  the  dedicated  and  competent  services 
which  have  been  rendered  to  welfare  recip- 
ients through  the  years  by  the  panel  phy- 
sicians and  by  the  hospital  outpatient 
clinics  which  have  treated  these  patients. 
Actually,  the  experiments  provide  care  for 
a very  small  portion  of  the  total  welfare 
census.  The  present  system  of  medical 
care  will  continue  to  provide  the  major 
source  of  services  to  the  welfare  population 
until  a better  way  is  distilled  from  these  and 
other  experiments  which  will  be  carried  out 
in  the  constant  search  for  more  effective 
measures. 

The  four  projects  which  are  in  operation 
are  the  New  York  Hospital-Department  of 
Welfare,  the  St.  Vincent’s  Hospital,  the 
Health  Insurance  Plan,  and  the  Lutheran 
Medical  Center-Parkhaven  Nursing  Home 
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projects.  The  admittedly  idealistic  objec- 
tive is  that  every  welfare  recipient  in  the 
City  of  New  York  shall  have  available  to 
him  a comprehensive  and  well-coordinated 
pattern  of  medical  care,  the  goal  of  which 
will  be  the  restoration  of  the  patient  to  the 
greatest  measure  of  mental,  physical,  and 
functional  well-being  of  which  he  is  capable 
and  his  maintenance  in  this  status. 

First  project 

As  the  base  for  what  was  to  become  the 
first  of  a series  of  patient-centered  medical 
care  projects,  the  existing  comprehensive 
care  and  teaching  program  at  New  York 
Hospital-Cornell  Medical  Center,  directed 
by  George  Reader,  M.D.,  was  considered  as 
a potential  avenue  for  service  to  welfare  re- 
cipients. The  program  had  served  to  pro- 
vide sustained,  comprehensive,  and  fully 
adequate  medical  care  for  the  patient,  and 
for  the  medical  student  it  was  an  opportunity 
to  experience  significant  and  sensitive  doc- 
tor-patient relationships.  It  emphasized 
treatment  and  relationship  to  the  patient 
as  an  individual  rather  than  in  terms  of  dis- 
ease entities  and  concentrated  on  his  total 
personality  and  individual  needs.  Where 
established  hospital  procedures  were  an- 
tagonistic to  these  objectives,  major  de- 
partures had  been  made  from  the  proce- 
dures. It  was  felt  that  the  program  not 
only  enhanced  the  quality  and  scope  of  care 
to  the  clinic  patient,  but  also  increased  the 
involvement  of  the  hospital’s  medical  cen- 
ter with  the  community.  Admittedly  the 
clinic  patient  is  indispensable  to  the  func- 
tion of  the  teaching  institution,  and  as  the 
changing  housing  patterns  of  the  City  have 
brought  more  luxury  apartments  to  the 
area  surrounding  the  hospital,  the  number 
of  clinic  visits  has  decreased.  This  com- 
bination of  circumstances  set  the  stage  for 
the  beginning  of  discussions  between  the 
hospital  and  the  Department  of  Welfare 
concerning  the  establishment  of  a treatment 
program  which  would  be  family  centered, 
would  be  a potential  source  of  vast  oppor- 
tunities for  research  and  teaching,  and, 
most  important  of  all,  would  improve  the 
quality  of  medical  care  services  to  welfare 
recipients.  As  a result  of  these  discussions, 
a proposal  was  submitted  in  1960  with  the 
following  objectives:  (1)  to  demonstrate 

that  it  is  feasible  for  a hospital  to  provide 


complete  medical  care  to  welfare  clients;  (2) 
to  study  the  utilization  of  services  by  wel- 
fare clients  in  the  demonstration  group 
and  to  compare  this  with  the  utilization  of 
a control  group  who  continue  under  the 
existing  Department  of  Welfare  medical 
care  system;  (3)  to  determine  costs  of  care 
under  the  two  systems  and  to  attempt  to 
arrive  at  a reasonable  capitation  fee;  and 
(4)  to  attempt  to  compare  quality  and  effec- 
tiveness of  care  under  the  two  systems. 

In  July  of  1960  the  Health  Research  Coun- 
cil of  New  York  City  awarded  a grant  to 
Cornell  University  Medical  College  for  a 
five-year  demonstration  project  concerned 
with  the  provision  of  comprehensive  medical 
care  to  a selected  group  of  New  York  City 
welfare  clients,  with  Dr.  Reader  as  principal 
investigator,  Charles  Goodrich,  M.D.,  the 
project  director  and  coinvestigator  and 
Margaret  Olendzki,  the  assistant  project 
director.  The  venture  thus  represented  a 
coordinated  demonstration  exhibiting  the 
combined  efforts  of  the  hospital,  the  Depart- 
ment of  Health,  the  Department  of  Welfare, 
and  several  community  agencies  and  indi- 
viduals. 

Subjects  for  study  were  drawn  from  new 
admissions  or  readmissions  to  welfare  rolls 
in  the  Yorkville  welfare  district.  Starting 
with  a random  selection  in  the  proportion  of 
60  demonstration  group  cases*  to  40  con- 
trol group  cases,  a total  of  1,000  study  cases 
were  selected  and,  as  was  estimated,  yielded 
some  2,300  individuals  in  the  course  of  two 
and  a half  years. 

All  the  facilities  of  the  New  York  Hospital 
are  made  available  to  the  study  group. 
This  includes  the  regular  outpatient  services 
in  addition  to  home  visiting  by  a group 
of  New  York  Hospital  part-time  project 
staff  physicians,  home  care  administered 
by  the  hospital’s  home  care  program  staff 
with  the  cooperation  of  the  project  staff 
physicians,  hospitalization,  and  admission 
or  transfer  to  other  medical  care  facilities 
as  these  are  deemed  necessary.  The  Visiting 
Nurse  Service  of  New  York  is  utilized  for 
nursing  services  in  the  home,  and  nursing 
home  care  is  provided  in  specific  nursing 
homes  with  medical  responsibility  for  proj- 
ect patients  in  the  homes  delegated  to  a proj- 
ect physician.  Ancillary  services  and  ap- 
pliances are  supplied  by  the  Department  of 

* A “case”  in  public  assistance  usage  may  be  an  individual 
or  a family. 
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Welfare.  Reimbursement  was  planned  on 
a capitation  formula  which  did  not  exceed 
the  amount  disbursed  by  the  Department  for 
the  care  of  comparable  cases  heretofore. 

As  a base  line  against  which  to  evaluate 
utilization  and  cost  under  the  family  care 
demonstration,  the  control  group  has  con- 
tinued to  receive  care  under  the  existing 
or  preproject  welfare  mechanism.  Then- 
medical  care  experiences  will  be  checked 
from  all  sources,  including  charts  from  any 
and  all  hospitals  attended  and  against  De- 
partment of  Welfare  records.  Comparisons 
will  then  be  made  between  the  demonstra- 
tion and  the  control  groups  on  the  various 
aspects  of  medical  care,  taking  into  account 
the  individual  variations  among  patients. 

Utilization  of  the  services  of  the  New  York 
Hospital  is  being  carefully  documented. 
To  study  utilization  of  services  outside  the 
New  York  Hospital,  family  names  are  being 
checked  through  the  records  of  the  medical 
facilities  most  likely  to  have  been  used,  and 
medical  care  recorded  by  the  Department  of 
Welfare  is  being  tabulated.  Quality  of  care 
will  be  studied  by  using  four  general  indices: 

Patient  satisfaction.  Information  con- 
cerning patient  satisfaction  will  be  accumu- 
lated through  three  waves  of  interviews 
conducted  through  the  resources  of  the 
National  Opinion  Research  Center  of  the 
University  of  Chicago. 

Medical  measures  of  health.  Health 
estimates  will  include  comparisons  between 
the  study  and  control  groups  in  terms  of 
mortality,  hospitalizations  (frequency  and 
length  of  stay),  prenatal,  and  well-baby  care. 

Nonmedical  measures  related  to 
health.  Through  the  use  of  Department 
of  Welfare  records,  comparative  studies  will 
be  made  of  the  patterns  of  admissions,  dis- 
charges, transfers,  category  changes,  and 
so  forth  in  both  groups. 

Coordination  of  services.  To  discover 
how  well  services  are  coordinated  will  en- 
tail a study  of  the  number  of  physicians  and 
other  personnel  utilized,  the  amount  of  serv- 
ice rendered  in  both  groups,  and  the  extent 
of  delay  between  recommendation  and  de- 
livery of  services. 

Second  project 

While  the  New  York  Hospital-Cornell 
Medical  Center  approach  is  concentrated 
on  a 1,000-caseload  package  for  intensive 


study,  a more  recent  development  is  the  in- 
auguration of  a project  at  St.  Vincent’s  Hos- 
pital in  downtown  Manhattan  which  con- 
cerns itself  with  the  total  welfare  caseload 
in  the  welfare  district  served  by  the  hospital. 

This  project,  supported  by  grants  from  the 
State  of  New  York  Department  of  Health 
and  the  U.S.  Public  Health  Service,  is 
intended  as  a four-year  service-oriented 
demonstration  designed  for  possible  even- 
tual extension  to  other  categories  of  clinic 
patients  and  as  a prototype  for  similar  pro- 
grams in  other  community  hospitals.  It 
offers  a complete  range  of  facilities  and  has 
in  addition  the  active  support  of  neighbor- 
hood service  groups.  A public  housing 
project  under  construction  will  include  a 
day  center  for  the  aged  with  medical  facilities 
operated  under  the  joint  auspices  of  a De- 
partment of  Health  district  center  and  a 
neighborhood  house,  the  Hudson  Guild. 
The  medical  facilities  will  probably  be  coor- 
dinated with  the  St.  Vincent’s  Hospital 
project.  The  ambulatory  care  unit  forms 
the  core  of  the  project.  Here  patients  are 
under  the  direct  care  of  a managing  phy- 
sician who  maintains  supervision  and  to 
whom  the  patient  is  returned  following  dis- 
charge from  inpatient  service.  Coordina- 
tion with  nursing,  social  service,  ancillary 
services,  and  community  resources  is  a func- 
tion of  the  project  team,  with  special  at- 
tention directed  to  the  rehabilitation  poten- 
tial in  each  case.  An  additional  function  of 
the  team  is  the  evaluation  of  persons  in  the 
old  age  assistance  and  medical  aid  to  the 
aged  categories.  As  in  the  New  York  Hos- 
pital project,  comparisons  will  be  made 
with  patients  cared  for  under  the  existing 
or  traditional  system  of  care  in  hospital 
clinics,  as  well  as  with  the  New  York  Hos- 
pital project. 

Third  project 

Believing  that  prepayment  for  medical 
services  offered  many  advantages  to  the  ven- 
dor and  purchaser  of  service  alike,  the  De- 
partment of  Welfare  sought  and  obtained 
amendments  to  the  social  welfare  and  in- 
surance laws  to  make  it  possible  for  a public 
welfare  agency  to  use  health  insurance  or 
prepayment  to  obtain  medical  services  for 
welfare  recipients. 

Soon  after  the  passage  of  the  legislation, 
Dr.  Yerby  approached  the  three  major 
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voluntary  health  insurance  plans  of  New 
York  City  and  requested  that  they  offer  a 
proposal  for  a prepayment  plan  providing 
for  comprehensive  and  coordinated  medical 
care  to  recipients  of  public  assistance. 

Early  in  1961  the  HIP  (Health  Insurance 
Plan)  of  Greater  New  York  made  a proposal 
which  was  considered  feasible  within  the 
framework  of  the  State  social  welfare  laws. 
Another  of  the  voluntary  plans  has  since 
offered  a proposal  which  is  being  studied 
with  the  hope  that  its  provisions  may  be 
negotiated  to  conform  to  our  mandated 
framework. 

HIP  is  a nonprofit  medical  care  program 
based  on  group  practice  and  prepayment, 
organized  to  provide  high  quality,  compre- 
hensive medical  care  on  a service  basis. 
The  program  has  been  under  way  since  early 
in  1947  and  in  1962  had  630,000  members 
covering  a wide  range  of  occupations  and 
age  groups.  The  medical  groups  affiliated 
with  HIP  are  required  to  have  medical  group 
centers  with  adequate  facilities  and  person- 
nel. Approximately  one  half  of  the  phy- 
sicians in  each  group  are  family  physicians, 
and  the  other  half  are  qualified  specialists 
practicing  in  14  basic  specialties,  including 
internal  medicine,  surgery,  orthopedics,  oto- 
laryngology, and  radiology.  The  family 
physician  serves  as  the  director  of  the 
team  to  coordinate  medical  care  and  make 
all  referrals  to  the  specialists.  Because  of 
the  large  geographic  areas  covered  by  most 
of  the  medical  groups,  many  family  physi- 
cians provide  services  in  their  private  offices 
when  these  are  nearer  the  homes  of  their 
patients. 

After  some  fifteen  months  of  negotiation 
and  planning,  the  proposal  of  the  Health 
Insurance  Plan  was  approved  by  the  City 
and  State  of  New  York  Departments  of 
Welfare  and  the  State  Superintendent  of 
Insurance  and  began  operation  on  September 
1,  1962,  for  a period  of  two  years,  with  ex- 
perience and  capitation  payments  to  be 
evaluated  at  six-month  intervals. 

On  that  date,  the  Health  Insurance  Plan 
of  Greater  New  York  through  7 of  its  32 
group  practice  organizations  began  to  pro- 
vide comprehensive  out-of-hospital  care 
to  approximately  13,000  welfare  recipients 
residing  at  home  and  in  proprietary  nursing 
homes  in  7 of  the  City’s  15  welfare  districts. 
These  13,000  patients  are  limited  to  three 
welfare  groups:  (1)  all  welfare  recipients 


residing  in  certain  designated  nursing  homes, 
(2)  all  recipients  in  the  old  age  assistance 
category  residing  at  home  in  the  covered 
districts,  and  (3)  all  recipients  in  the  medical 
aid  to  the  aged  category  residing  at  home  in 
the  covered  districts.  Although  almost  all 
of  these  patients  are  over  sixty-five  years  of 
age,  they  represent  only  1.6  per  cent  of  the 
850,000  persons  over  sixty-five  years  of  age 
residing  in  New  York  City. 

HIP  has  agreed  to  provide  the  following 
pattern  of  care:  Patients  will  be  assigned  to 
family  physicians  in  each  group.  The 
family  physician  will  be  the  director  of  the 
treatment  team  and  will  be  directly  respon- 
sible to  the  director  of  medicine  of  the  group. 
It  will  be  the  responsibility  of  the  family 
physician  to  make  all  referrals  for  consulta- 
tions and  to  order  any  necessary  diagnostic 
procedures.  All  reports  of  diagnostic  work 
and  consultation  will  be  returned  to  the 
family  physician  for  his  guidance  in  the 
treatment  of  the  patient.  All  of  the  di- 
agnostic and  treatment  facilities  of  the 
group  will  be  at  the  disposal  of  the  patient 
through  his  family  physician.  Homebound 
and  nursing  home  patients  will  be  seen  at 
home  or  in  the  nursing  home  except  when 
diagnostic  or  treatment  procedures  make 
their  presence  at  the  center  mandatory. 
Ambulatory  patients  will  be  seen  at  the 
group  center  or  at  the  physician’s  office. 

Groups  responsible  for  the  care  of  patients 
residing  in  nursing  homes  will  appoint  a 
medical  director  for  nursing  homes  to  whom 
the  respective  physicians  assigned  to  nursing 
homes  will  be  responsible.  In  addition,  the 
central  organization  has  assigned  an  inter- 
nist who  has  had  extensive  experience  in  the 
care  of  patients  in  nursing  homes  to  be  the 
consultant  on  nursing  home  care  to  all  of  the 
groups  which  have  responsibility  for  nursing 
home  patients. 

The  13,000  patients  covered  under  this 
demonstration  project  are  expected  to  re- 
ceive ambulatory  care  and  home  or  nursing 
home  care  as  indicated  from  HIP  groups 
exclusively.  Payment  will  not  be  made  to 
hospitals  or  other  agencies  providing  care 
to  this  group  except  in  special  cases.  It 
is  expected  that  this  group  approach  to  the 
care  of  the  patient  will  result  in  greater  co- 
ordination and  continuity  of  out-of-hospital 
medical  care. 

Unfortunately,  it  is  not  possible  in  this 
present  demonstration  to  carry  the  concept 
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of  continuity  one  step  further  and  include 
inhospital  care.  Although  HIP  is  willing 
to  provide  physicians’  services  in  the  hos- 
pital, the  State  Department  of  Social  Wel- 
fare will  not  approve  payments  to  physicians 
for  inhospital  care.  We  therefore  have 
attempted  to  bridge  this  gap  by  providing 
continuity  of  records,  if  not  continuity  of 
care.  When  a patient  is  referred  for  hos- 
pitalization by  the  family  physician,  the 
physician  will  include  in  his  referral  note 
a resume  of  the  patient’s  previous  history, 
diagnostic  work-ups,  and  medical  care. 
When  the  patient  is  discharged  from  the 
hospital,  an  abstract  of  the  hospital  record 
will  be  obtained  for  the  physician’s  guidance. 
This,  it  is  anticipated,  will  ameliorate  any 
ill  effects  due  to  the  unavoidable  interruption 
of  continuity  between  out-of-hospital  and 
inhospital  care. 

One  important  feature  of  this  experiment 
should  be  mentioned.  Concomitant  with 
this  medical  care  demonstration  a research 
project  made  possible  by  a grant  from  the 
Health  Research  Council  of  the  City  of 
New  York  Department  of  Health  has  been 
established.  The  purpose  of  this  research 
project  is  to  carry  out  an  ongoing  evalua- 
tion of  the  demonstration  project  by  study- 
ing utilization,  cost,  quality  of  care,  patient 
acceptance  of  the  program,  and  any  other 
indices  deemed  necessary  for  an  objective 
assessment  of  the  merits  of  the  program. 

Payment  to  HIP  is  by  a semimonthly  cap- 
itation based  on  calculation  of  the  average 
monthly  cost  to  the  City  for  the  care  of 
these  categories  of  patients  in  the  years 
1959  and  1960.  The  capitation  for  nursing 
home  patients  is  50  per  cent  higher  than  that 
for  patients  at  home,  since  it  is  anticipated 
that  there  will  be  greater  utilization 
among  this  group. 

Fourth  project 

A fourth  demonstration  project  began  on 
October  1,  1962,  this  one  aimed  at  exploring 
nursing  home-hospital  affiliations.  In  this 
project  the  Lutheran  Medical  Center  of 
Brooklyn,  a 250-bed  voluntary  hospital 
with  all  of  the  necessary  inpatient  and  out- 
patient facilities  and  a school  of  nursing,  has 
agreed  to  assume  responsibility  for  compre- 
hensive and  coordinated  medical  care  to 
approximately  100  welfare  patients  residing 
in  a nearby  nursing  home.  The  hospital’s 


Director  of  Clinics  is  the  project  director. 

The  hospital  has  set  up  a medical  staff 
consisting  of  two  attending  physicians  and 
the  resident  medical  staff  of  the  hospital. 
The  hospital’s  Director  of  Medicine  exercises 
direct  supervision  over  the  medical  care 
rendered  to  welfare  recipients  residing  in 
the  nursing  home.  The  house  staff  makes 
daily  rounds  and  is  available  for  emergency 
calls  to  the  nursing  home.  The  attending 
physicians,  in  rotation,  make  rounds  three 
times  each  week  with  the  house  staff. 
The  hospital  provides  all  necessary  diag- 
nostic and  treatment  services  to  these  pa- 
tients on  an  outpatient  basis  either  at  the 
nursing  home  or  at  the  hospital  outpatient 
department,  as  the  patients’  needs  indicate. 

An  additional  feature  of  this  project  which 
is  lacking  in  the  HIP  program  is  that  pa- 
tients from  this  nursing  home  are  admitted 
to  the  Lutheran  Medical  Center  whenever 
hospital  care  is  indicated  for  an  acute  con- 
dition, and  every  effort  is  made  to  return  the 
patient  to  this  nursing  home  on  his  dis- 
charge from  the  hospital.  Furthermore,  it  is 
anticipated  that  eventually  all  welfare  re- 
cipient nursing  home  referrals  from  Lu- 
theran Medical  Center  will  be  admitted  to 
this  nursing  home  so  that  complete  liaison 
and  coordination  of  care  will  be  established 
between  the  two  institutions. 

This  project  is  financed  by  the  same  pre- 
payment capitation  used  in  the  HIP  dem- 
onstration and  is  planned  to  operate  for 
a period  of  six  months,  at  which  time  it 
will  be  studied  and,  if  found  feasible,  will 
be  extended  for  a further  period  of  time. 
If  the  experiment  is  successful  it  may  well 
serve  as  a pattern  for  future  nursing  home- 
hospital  relationships. 

In  addition  to  yielding  much-needed  in- 
formation concerning  methods  of  providing 
medical  care,  the  four  demonstration  proj- 
ects described  are  helping  to  bring  into  very 
sharp  focus  the  problems  of  welfare  medical 
care  and  are  arousing  the  interest  of  the 
medical  community  in  trying  to  help  solve 
these  problems.  As  a result,  several  ad- 
ditional projects  now  are  being  discussed 
with  a variety  of  medical  care  agencies,  and 
it  is  hoped  that  some  of  these  will  be  imple- 
mented in  the  near  future. 

Summary 

Concentration  of  responsibility  and  action 
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in  the  administration  of  medical  care  serv- 
ices to  recipients  of  public  assistance  and 
the  medically  indigent  in  New  York  City 
has  opened  up  new  avenues  to  solution  of 
the  serious  problems  which  have  hindered 
provision  of  coordinated  services  over  the 
years  despite  the  relative  wealth  of  personnel 
and  facilities.  The  assignment  of  the  Ex- 
ecutive Director  for  Medical  Care  Services 
in  the  Department  of  Health  as  Medical 
Welfare  Administrator  in  the  Depart- 
ment of  Welfare  has  given  a new  approach 
and  fostered  increased  concern  in  a general 
upgrading  of  efforts  in  this  area. 

Worthy  of  note  are  four  demonstration 
projects,  each  introducing  a form  of  service 
characteristically  different  from  the  existing 
pattern  and  aimed  toward  comprehensive 
care  emphasizing  the  “whole”  patient.  The 
first  utilizes  a study  group  of  1,000  cases, 
including  family  units,  divided  into  demon- 
stration and  control  groups,  in  an  attempt 
to  assay  the  values  of  concentrated  and  uni- 
fied services  from  a teaching  hospital  un- 


Coughing smokers  high  lung 
cancer  risk 


Coughing  smokers  among  older  men  appear  to 
be  the  most  likely  candidates  for  cancer  of  the 
lung,  according  to  observations  made  in  a long- 
range  study  among  middle-aged  and  older  men 
undertaken  in  Philadelphia. 

A preliminary  report  on  the  study,  citing 
shortness  of  breath  and  chronic  cough  as  the 
most  common  symptoms  of  undiagnosed  lung 
cancer,  has  been  published  in  The  American 
Review  of  Respiratory  Diseases. 

Over  a four-year  period  6,137  men  forty-five 
years  of  age  and  older  had  joined  the  study. 
Some  had  reported  to  the  Philadelphia  Tuber- 
culosis and  Health  Association  for  a chest  x-ray, 
and  others  were  referred  by  their  physicians  or 


der  a capitation  system  of  reimbursement 
The  second  opens  the  range  of  hospital- 
based  services,  without  limitation,  to  the  en- 
tire population  in  its  welfare  district.  The 
third  project  utilizes  a prepayment  health 
insurance  plan  to  cover  the  medical  care 
needs  of  approximately  13,000  enrolled 
welfare  recipients  who  are  predominantly 
aged  patients  and  residents  of  nursing  homes 
in  certain  specified  districts.  The  fourth 
project  provides  a hospital-nursing  home 
arrangement  wherein  the  hospital  staff  will 
provide  professional  services  to  welfare 
patients  in  a nearby  nursing  home. 
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came  in  of  their  own  accord.  The  ten-year  ob- 
servation period  for  the  last  entrants  will  be 
December,  1965,  when  the  complete  data  will  be 
analyzed. 

Up  to  December,  1962,  133  proved  cases  of 
lung  cancer  had  been  identified;  67  of  these  were 
“new”  in  the  sense  that  they  were  revealed  by 
x-ray  after  the  subject  had  entered  the  study. 
All  67  were  smokers;  56  had  symptoms  before 
the  first  x-ray  evidence  of  cancer,  and  36  had 
some  chest  abnormality  detectable  on  x-ray 
film.  The  most  common  abnormality  was  pul- 
monary fibrosis.  Dyspnea  was  the  most  fre- 
quent symptom.  Chronic  cough  was  a frequent 
symptom  in  the  cancer  patients,  as  all  the  new 
cancers  occurred  in  smokers.  Chronic  cough  is 
well  known  to  be  related  to  type,  degree,  and 
duration  of  smoking.  According  to  unpublished 
data  in  this  study,  coughing  smokers  are  more 
likely  to  develop  lung  cancer  than  are  noncough- 
ing smokers. 
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Necrology 


Samuel  John  Anziano,  M.D.,  of  Levittown, 
died  on  March  14  at  the  age  of  forty-eight. 
Dr.  Anziano  graduated  in  1943  from  New  York 
Medical  College.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Nassau  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Arthur  Clifford  Baiden,  M.D.,  of  New  York 
City,  died  on  March  26  at  the  age  of  sixty-five. 
Dr.  Baiden  graduated  in  1922  from  Queens 
University  Faculty  of  Medicine,  Ontario.  On 
February  1 he  retired  as  a surgical  consultant 
to  the  Travelers  Insurance  Company. 

George  Nicholas  Bibby,  M.D.,  of  Potters- 
ville,  died  on  January  11  at  the  age  of  fifty- 
three.  Dr.  Bibby  graduated  in  1910  from  Al- 
bany Medical  College.  He  was  health  officer 
for  the  towns  of  Horicon  and  Chester  and 
j hysician  for  the  Pottersville  central  school. 
Dr.  Bibby  was  a member  of  the  American 
Academy  of  General  Practice,  the  Warren 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Albert  Manley  Biglan,  M.D.,  of  Bay  Shore 
and  Central  Islip,  died  on  March  13  at  the  age 
of  sixty-two.  Dr.  Biglan  graduated  in  1930 
from  Jefferson  Medical  College  of  Philadelphia. 
He  was  a consulting  psychiatrist  at  Southside 
Hospital  and  assistant  director  of  Central 
Islip  State  Hospital.  Dr.  Biglan  was  a mem- 
ber of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  M.  Brandstein,  M.D.,  of  New  York 
City,  died  on  January  7 at  the  age  of  sixty-nine. 
Dr.  Brandstein  graduated  in  1920  from  Long 
Island  College  Hospital  Medical  School. 

Anathol  M.  Breault,  M.D.,  of  Cohoes,  died  on 
January  16  at  the  age  of  seventy-one.  Dr. 
Breault  graduated  in  1917  from  Albany  Medical 
College.  He  was  an  honorary  anesthetist  at 
Cohoes  Memorial  Hospital.  Dr.  Breault  was 
a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alice  Boole  Campbell,  M.D.,  of  Brooklyn, 
died  on  December  19,  1963,  at  the  age  of  fifty- 
eight.  Dr.  Campbell  graduated  in  1938  from 
Long  Island  College  Medical  School.  She  was 
an  attending  neurologist  at  Carson  C.  Peck 
Memorial  Hospital,  an  associate  attending 


neuropsychiatrist  at  Methodist  Hospital  of 
Brooklyn,  and  an  attending  neurologist  at 
Methodist  Hospital  of  Brooklyn  Outpatient  De- 
partment. Dr.  Campbell  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neu- 
rology and  a member  of  the  American  Academy 
of  Neurology,  the  New  York  Society  for  Clinical 
Psychiatry,  the  Brooklyn  Neurological  Society, 
the  Brooklyn  Psychiatric  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Dennis  Carroll,  Jr.,  M.D.,  of  Troy, 
died  on  February  16  at  the  age  of  thirty-nine. 
Dr.  Carroll  graduated  in  1953  from  Tufts  Col- 
lege Medical  School.  He  was  an  attending 
ophthalmologist  at  Samaritan  Hospital,  St. 
Mary’s  Hospital  of  Troy,  and  Cohoes  Memorial 
Hospital.  During  World  War  II  he  served  as  a 
lieutenant  in  the  infantry  with  the  Rainbow 
Division  in  the  European  Theater  of  Operation 
and  was  awarded  the  Purple  Heart  and  three 
battle  stars.  Dr.  Carroll  was  a Diplomate  of 
the  American  Board  of  Ophthalmology  and  a 
member  of  the  Pan  American  Association  of 
Ophthalmology,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Rens- 
selaer County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henrietta  C.  Christen,  M.D.,  of  West 
Seneca,  retired,  died  on  January  17  at  the  age 
of  seventy-three.  Dr.  Christen  graduated  in 
1927  from  the  University  of  Buffalo  School  of 
Medicine.  Before  her  retirement  she  was  an 
associate  attending  radiologist  in  the  Depart- 
ment of  Radiation  Therapy,  Roswell  Park 
Memorial  Institute.  Dr.  Christen  was  a mem- 
ber of  the  American  Association  for  Cancer  Re- 
search, the  Buffalo  Academy  of  Medicine,  the 
Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Diamondstone,  M.D.,  of  Bayside, 
died  on  January  24  at  the  age  of  sixty-two. 
Dr.  Diamondstone  graduated  in  1930  from  the 
State  University  of  Iowa  College  of  Medicine. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Henry  M.  Eisenoff,  M.D.,  of  New  York  City, 
died  on  March  19  at  the  age  of  seventy-one. 
Dr.  Eisenoff  graduated  in  1918  from  Fordham 
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University  School  of  Medicine.  He  was  a 
consulting  pediatrician  at  Lebanon  and  Trafal- 
gar Hospitals.  Dr.  Eisenoff  was  a Diplomate 
of  the  American  Board  of  Pediatrics  and  a mem- 
ber of  the  American  Academy  of  Pediatrics,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Abraham  Fink,  M.D.,  of  Brooklyn  and 
Forest  Hills,  died  on  March  25  at  the  age  of 
sixty-seven.  Dr.  Fink  graduated  in  1919  from 
New  York  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Leopold  Glushak,  M.D.,  of  New  York  City, 
died  on  March  24  at  the  age  of  seventy-five. 
Dr.  Glushak  graduated  in  1912  from  the  Uni- 
versity of  Glasgow  Medical  Faculty.  He  was 
a consulting  plastic  surgeon  at  the  Hospital  for 
Joint  Diseases  and  a founder  in  1938  of  the 
Doctors  Orchestral  Society.  Dr.  Glushak  was 
a Diplomate  of  the  American  Board  of  Otolaryn- 
gology, a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  G.  Glynn,  M.D.,  of  Brooklyn,  died  on 
March  4 at  the  age  of  eighty-five.  Dr.  Glynn 
graduated  in  1904  from  Long  Island  College 
Hospital  Medical  School.  He  was  a senior 
attending  physician  at  St.  Mary’s  Hospital. 
Dr.  Glynn  was  a member  of  the  New  York 
State  Society  of  Internal  Medicine,  the  Brook- 
lyn Society  of  Internal  Medicine,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Kalman  Jagerman,  M.D.,  of  Syracuse,  died 
on  December  1,  1963,  at  the  age  of  sixty- 
four.  Dr.  Jagerman  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1925. 
He  was  an  attending  radiologist  at  Albert 
Lindley  Lee  Memorial  Hospital  (Fulton).  Dr. 
Jagerman  was  a member  of  the  Oswego  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

William  Sackett  Knighton,  M.D.,  of  New 

York  City,  died  on  April  8 at  the  age  of  sixty- 
seven.  Dr.  Knighton  graduated  in  1924  from 
Cornell  University  Medical  College.  He  was 
an  honorary  ophthalmologic  surgeon  at  the 
New  York  Eye  and  Ear  Infirmary,  and  an  asso- 
ciate clinical  professor  of  ophthalmology  at 
Columbia  University  College  of  Physicians  and 
Surgeons,  a member  of  the  board  of  the  National 
Society  for  the  Prevention  of  Blindness,  Inc., 


and  honorary  chairman  of  its  glaucoma  com- 
mittee. Dr.  Knighton  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member 
of  the  American  Ophthalmological  Society,  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

William  L.  Langsam,  M.D.,  of  Brooklyn, 
died  on  March  27  at  the  age  of  sixty-two. 
Dr.  Langsam  graduated  in  1926  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  had  been  an  associate  otologist 
in  charge  of  the  hard  of  hearing  clinic  at 
Greenpoint  Hospital.  Dr.  Langsam  was  a 
member  of  the  Pan  American  Association  of 
Ophthalmology,  the  Medical  Society  of  the 
County  of  Kings,  and  the  Medical  Society  of  the 
State  of  New  York. 

Anthony  J.  Lanza,  M.D.,  of  New  York  City, 
died  on  March  23  at  the  age  of  eighty.  Dr. 
Lanza  graduated  in  1906  from  George  Washing- 
ton University  School  of  Medicine.  He  was 
professor  emeritus  of  industrial  medicine  at  the 
New  York  University  Medical  Center  and  was 
among  the  discoverers  of  the  causes  of  silicosis. 
In  1921  he  went  to  Australia  on  a project  spon- 
sored by  the  International  Health  Board  of  the 
Rockefeller  Foundation,  organized  the  Division 
of  Industrial  Hygiene,  and  served  as  an  adviser. 
During  World  War  II  he  served  in  the  Army 
Medical  Corps  and  organized  the  wartime  pro- 
gram in  occupational  health  and  also  set  safe 
occupational  standards  for  civilians  working  in 
plants  under  Government  contract.  He  was 
awarded  the  Legion  of  Honor  and  the  William 
S.  Knudsen  award  for  his  contribution  to  the 
field  of  industrial  medicine  in  the  Army.  In 
1947  Dr.  Lanza  organized  the  Institute  of 
Industrial  Medicine  at  New  York  University. 
He  retired  in  1954  and  in  1960  was  awarded  the 
New  York  University  Presidential  Citation. 
In  January  it  was  voted  that  the  University’s 
laboratories  in  Sterling  Forest  be  named  the 
Anthony  J.  Lanza  Research  Laboratories  for 
Environmental  Medicine.  Dr.  Lanza  was  a 
Diplomate  of  the  American  Board  of  Physical 
Medicine  and  Rehabilitation,  a Fellow  of  the 
American  College  of  Physicians,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a 
member  of  the  Pan-American  Medical  Associ- 
ation, the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herman  Laret,  M.D.,  of  Flushing,  died  on 
February  24  at  the  age  of  fifty-six.  Dr.  Laret 
graduated  in  1941  from  the  Royal  Faculty  of 
Physicians  and  Surgeons  of  Glasgow  and  the 
Royal  College  of  Physicians  and  Surgeons  of 
Edinburgh.  He  was  a member  of  the  Medical 
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Society  of  the  County  of  Queens  and  the 
Medical  Society  of  the  State  of  New  York. 

Francis  Heimer  Marx,  M.D.,  of  Oneonta, 
died  on  February  2 at  the  age  of  seventy-four. 
Dr.  Marx  graduated  in  1911  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  was  an  honorary  physician  in 
cardiovascular  disease  and  electrocardiology  at 
Aurelia  Osborn  Fox  Memorial  Hospital.  Dr. 
Marx  was  a member  of  the  Otsego  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  T.  Mercer,  M.D.,  of  East  Aurora,  died 
on  January  26  at  the  age  of  sixty-four.  Dr. 
Mercer  graduated  in  1930  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending surgeon  at  Our  Lady  of  Victory  Hospital 
(Lackawanna).  Before  going  into  medicine  he 
played  professional  baseball  with  the  Buffalo 
Bisons.  Dr.  Mercer  was  a Fellow  of  the  In- 
ternational College  of  Surgeons  and  a member 
of  the  American  Academy  of  General  Practice, 
the  Buffalo  Academy  of  Medicine,  the  Erie 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Webster  Merchant  Moriarta,  M.D.,  of 

Saratoga  Springs,  died  on  February  14  at  the 
age  of  sixty-eight.  Dr.  Moriarta  graduated  in 
1919  from  Albany  Medical  College.  He  was 
a senior  attending  physician  at  Saratoga 
Hospital  and  had  served  as  health  officer  of 
Saratoga  Springs  for  fifteen  years.  He  had 
been  at  one  time  physician  for  Saratoga  Race- 
course and  at  the  time  of  his  death  was  a staff 
member  at  Mt.  McGregor  annex  of  the  Rome 
State  School  for  retarded  children.  Dr.  Mori- 
arta was  a member  of  the  Clinical  Society, 
New  York  Diabetes  Association,  the  Saratoga 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Eduard  Orenstein,  M.D.,  of  New  York  City, 
died  on  December  9,  1963,  at  the  age  of  sixty- 
eight.  Dr.  Orenstein  received  his  medical 
degree  from  the  University  of  Vienna  in  1922. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Louis  Maccabee  Ruderman,  M.D.,  of  East 
Meadow,  died  on  March  22  at  the  age  of  seventy- 
five.  Dr.  Ruderman  graduated  in  1917  from 
Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the 
Nassau  Pediatric  Society,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


John  James  Scalzo,  M.D.,  of  Brooklyn,  died 
on  January  16  at  the  age  of  sixty.  Dr.  Scalzo 
graduated  in  1930  from  George  Washington 
University  School  of  Medicine.  He  was  an 
assistant  attending  surgeon  at  Wyckoff  Heights 
Hospital.  Dr.  Scalzo  was  a member  of  the 
Kings  County  Surgical  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ernest  Emanuel  Sostheim,  M.D.,  of  Og- 

densburg,  died  on  January  14  at  the  age  of 
sixty-three.  Dr.  Sostheim  received  his  medical 
degree  from  the  University  of  Heidelberg  in 
1923.  He  was  an  attending  physician  at  A. 
Barton  Hepburn  Hospital.  Dr.  Sostheim  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  American  Geriatrics  Society, 
the  St.  Lawrence  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Steisel,  M.D.,  of  Queens  Village,  died 
on  February  6 at  the  age  of  sixty-four.  Dr. 
Steisel  received  his  medical  degree  from  the 
University  of  Vienna  in  1929.  He  was  an  assist- 
ant attending  physician  in  pulmonary  disease 
at  Queens  Hospital  Center.  Dr.  Steisel  was  a 
Fellow  of  the  American  College  of  Chest 
Physicians  and  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Sternschein,  M.D.,  of  Ozone  Park, 
died  on  October  21, 1963,  at  the  age  of  sixty- two. 
Dr.  Sternschein  graduated  in  1926  from  Long 
Island  College  Hospital  Medical  School.  He 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Robert  L.  Ullman,  M.D.,  of  Rome,  died  on 
February  22  at  the  age  of  seventy-five.  Dr. 
Ullman  received  his  medical  degree  from  the 
University  of  Erlangen  in  1914.  He  was  a 
member  of  the  Rome  Academy  of  Medicine,  the 
Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Zetumer,  M.D.,  of  the  Bronx,  died  on 
March  29  at  the  age  of  fifty-six.  Dr.  Zetumer 
graduated  in  1932  from  St.  Louis  University 
School  of  Medicine.  He  was  a staff  physician  at 
Mount  Eden  General  Hospital.  Dr.  Zetumer 
was  a member  of  the  Bronx  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 
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Irritable  Patients" 


"A  modernized  method  of  preparing  Burow's 
Solution  U.S.P.  XIV" 
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Films  Reviewed 


Cinegastroscopy  with  the  Fiberscope. 

Sound,  color,  16  mm.,  eighteen  minutes. 

Three  series  of  cases  are  presented.  Series  1 
deals  with  polypoid  lesions  and  carcinoma. 
Representative  cases  are  photographed  beauti- 
fully and  show  the  advantages  of  being  able  to 
follow  such  a lesion  year  in  and  year  out  when 
it  is  thought  to  be  benign.  Series  2 deals  with 
benign  ulcers;  usage  of  the  procedure  here  was 
emphasized  as  a follow-up  to  medical  therapy, 
particularly  in  gastric  ulcers  where  cancer  is 
always  a possibility.  The  authors  stress  the 
advantages  of  this  method  over  cineradiography. 
Series  3 deals  with  various  types  of  gastritis  and 
shows  especially  good  views  of  atrophic  gas- 
tritis and  the  types  of  hypertrophic  gastritis, 
namely  those  associated  with  giant  rugae  and 
the  polypoid  variety.  The  “freezing”  methods 
of  Wangensteen  are  shown  in  interesting  films 
revealing  resultant  gastritis  which  the  authors 
thought  might  be  transient.  This  reviewer 
wonders  whether  the  term  “freezing”  was 
correct,  since  this  method  is  frequently  con- 
fused with  a form  of  gastric  hypothermia  utiliz- 
ing cooling.  The  freezing  method  at  present  is 
strictly  experimental,  whereas  the  cooling 
method  has  been  used  for  ulcer  therapy.  The 
authors  believe  that  their  procedure  is  particu- 
larly useful  in  equivocal  cases,  particularly  those 
involving  benign  and  malignant  lesions.  The 
photography  is  excellent,  and  the  filming  of  the 
intragastric  views  is  especially  good.  That  this 
method  may  one  day  take  its  place  in  the  arma- 
mentarium of  esophagointestinal  diagnosis  can- 
not be  denied.  This  excellent  film  is  recom- 
mended for  anyone  interested  in  cinegastroscopy. 

Source  and  producer:  Sturgis  Grant  Produc- 
tions, 328  East  44th  Street,  New  York,  New 
York  10017. 


Radiation  in  Perspective.  Sound,  color,  16 
mm.,  forty- three  minutes. 

The  film,  in  the  form  of  a lecture,  presents  the 
salient  points  of  an  approach  to  the  under- 
standing of  the  radiation  problem  which  has 
been  found  useful  for  persons  requiring  a lay- 
man’s understanding  of  the  nature  of  radiation, 
such  as  teachers’  groups,  public  safety  officials, 
transportation  executives,  insurance  executives, 
service  clubs,  colleges,  and  universities.  The 


film  will  also  be  useful  to  those  technically 
qualified,  since  it  demonstrates  proved  technics 
for  explaining  the  radiation  hazard  to  the  lay- 
man. Since  it  is  basic  to  the  acceptance  of 
any  hazard  that  we  expect  to  get  some  benefit 
from  it,  the  lecture-film  briefly  summarizes  some 
of  the  beneficial  uses  of  radioactive  materials — 
in  medicine,  agriculture,  industry,  systems  for 
nuclear  auxiliary  power,  food  sterilization — that 
justify  acceptance  of  the  hazard.  The  lecturer 
then  explains  briefly  the  internal  radiation 
problem  and  in  detail  the  external  radiation 
problem.  Information  is  given  on  ionization, 
background  levels  of  radiation,  the  roentgen, 
the  various  radiation  levels  required  to  pro- 
duce immediate  injury,  and  low-level  radiation 
exposures  over  long  periods  of  time. 

The  lecturer  discusses  the  somatic  effects 
on  the  individual  and  genetic  effects  on  future 
generations  and  makes  a comparison  of  the 
acceptable-versus-dangerous  levels  for  radiation 
with  those  for  carbon  monoxide,  to  show  the 
conservative  nature  of  radiation  regulations. 
An  explanation  is  given  of  time,  distance,  and 
shielding  and  how  they  are  used  to  control 
external  radiation  exposure.  The  lecturer 
points  out  that  the  question  is  not  radiation 
versus  no  radiation,  but  rather  how  much  more 
radiation  exposure  people  can  tolerate  con- 
sistent with  the  other  hazards  of  our  environ- 
ment, all  balanced  against  the  tremendous 
industrial,  medical,  and  research  benefits  of  the 
nuclear  age. 

He  summarizes  and  concludes:  “Radiation  is 
another  of  the  hazards  with  which  we  must  deal 
as  we  make  progress  in  our  industrial  age. 
Radiation  energy  in  quantity  can  damage  living 
tissue.  However,  within  limits  we  can  live  with 
this  problem  so  that  we  can  obtain  the  benefits 
of  the  atomic  age.  This  parallels  our  accept- 
ance of  other  hazards.  There  is  a tremendous 
spread  between  the  routinely  acceptable  operat- 
ing radiation  levels  and  the  dangerous  levels — 
many  thousands  of  times  greater  than  the 
corresponding  spread  for  other  hazards.  All 
radiation  contributes  to  but  is  not  the  sole  cause 
of  mankind’s  genetic  problems.  The  propor- 
tion due  to  atomic  energy  is  very  small.  The 
conclusion  is  clear:  we  can  enjoy  the  benefits 

of  the  nuclear  age  with  safety  to  employes  and 
the  public.” 

Source  and  producer:  U.S.  Atomic  Energy 

Commission,  Motion  Picture  Service,  United 
States  Department  of  Agriculture,  Washington 
25,  D.C. 
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publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  17,  N.  Y. 


EQUIPMENT 


FOR  SALE:  X-RAY  MACHINE  100  M.A.  MOTOR 

driven  table  and  spot  device;  rotating  anode  tube.  Can 
be  seen  in  operation.  Box  911,  % N.Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


30  YEARS  DERMATOLOGIC  PRACTICE,  INCLUDING 
compensation  work,  fully  equipped  office.  Murray  Hill 
Section.  Retirement.  Box  925,  % N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


WANTED:  PEDIATRICIAN  TO  TAKE  OVER  WELL- 

established,  active,  lower  Fifth  Avenue,  New  York  City 
practice.  Excellent  hospital  affiliation.  Available  July 
1st  or  sooner.  Terms  to  be  arranged.  Box  916,  % 
N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE.  EXCELLENT  LOCATION, 
Queens.  Equipment  like  new;  100  MA  X-ray.  Approx. 
1,000  sq.  ft;  can  be  used  by  one  or  more  generalists  or 
generalist  or  specialist.  $8,000.  Call  HA  8-6564  or 
write  Box  924,  % N.Y.  St.  Jr.  Med. 


PINE  WOOD  * FAPA- 

E8T  1 930 

J.  Epstein,  M.D.,  L.F.A.P.A. — L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  nhomeg 

Five  Acres  of  Pinewoded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab,  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  has  been  training  in  these 
fields  for  40  years;  our  graduates  have  sound  professional 
skills.  Free  Placement  Service. 

Mandl  School  234(^)4c,S7V343l' 19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  • Licensed  by  the  State  of  New  York  


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


POSITIONS  WANTED 


RADIOLOGIST— SEMI-RETIRED,  LICENSED  IN  N.Y. 
and  N.J.  Available  2 or  3 afternoons  a week.  Box  893, 
% N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES. 
Laboratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & 
female)  also  available  at  other  times.  Phone  CH  2-2330, 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3, 
N.Y.  (Founded  1936  by  two  member  physicians). 


UROLOGIST,  34,  PROTESTANT,  EXCELLENT  BACK- 
ground,  seeks  initial  practice  or  association  opportunity. 
All  replies  answered  immediately.  Box  898,  % N.Y.  St. 
Jr.  Med. 


OPHTHALMOLOGIST,  HARVARD  MEDICAL  SCHOOL, 
university  trained,  seeks  association  with  ophthalmologist 
or  group.  Available  July  1964.  Box  902,  % N.Y.  St. 
Jr.  Med. 


WILL  SUBSTITUTE  FOR  VACATIONING  PHYSICIAN 
(Int.  Med.)  in  N.Y.  St.  Send  offer  to:  M.  Z.  Ploski,  M.D., 
Box  1928,  Delray  Beach,  Florida. 


LOCUM  TENENS  WANTED  BY  THIRD  YEAR  MED. 
ical  resident  for  August  1964.  New  York  City  location 
Box  921,  % N.Y.  St.  Jr.  Med. 


PRACTICE  WANTED 


INTERNIST,  AGE  33,  MARRIED,  BOARD  ELIGIBLE; 
subspecialty  hematology,  desires  association.  Available 
July  1964.  Box  908,  % N.Y.  St.  Jr.  Med. 
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PEDIATRICIAN,  INTERNIST 

For  comprehensive  medical  care  group;  limited  house 
calls;  pleasant  New  York  City  suburb;  initial  con- 
tract leading  to  partnership;  $15,000.00  per  annum; 
$16,000.00  per  annum  if  Board  certified.  Send  full 
curriculum  vitae  in  first  letter.  Box  891,  % N.Y.  St. 
Jr.  Med. 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 

GENERAL  PRACTITIONER  AND/OR  YOUNG  IN- 
ternist  in  family  practice  to  associate  with  well  established 
medical  group.  $12,000  per  annum,  bonus  arrangement, 
later  partnership.  Write  or  call  Patchogue  Medical  Group, 
1 Roe  Blvd.,  Patchogue,  N.Y.  GRover  5-3900. 

NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 

WANTED— HOUSE  PHYSICIAN  WITH  POSTGRAD- 
uate  training  or  experience  in  internal  medicine.  State 
license  and/or  ECFMG  certificate  necessary.  Modern 
300  bed  hospital  with  excellent  staff.  Salary  in  excess  of 
$ll,000/annum.  Write  F.  W.  Furth,  M.D.,  Community 
Hospital  of  Greater  Syracuse,  Broad  Road,  Syracuse, 
New  York  13215. 

GENERAL  PRACTITIONER:  FAST  GROWING  STATE 
university  community;  additional  medical  help  needed; 
new  county  infirmary;  30  miles  south  of  Rochester. 
Box  97,  Geneseo,  N.  Y. 

ANESTHESIOLOGY  CAREER  RESIDENCY  AVAIL- 
able  at  Veterans  Administration  Hospital,  Syracuse,  N.  Y. 
This  active,  488  bed  GMS  Hospital  is  affiliated  with  the  As- 
sociated Hospitals  of  the  Upstate  Medical  Center  State 
University  of  New  York.  Fully  approved  training  in  all 
aspects  of  anesthesia  under  the  direction  of  Allen  B.  Dob- 
kin,  M.D.  Depending  upon  qualifications,  stipend  may 
range  from  $8,410  to  $11,725  per  annum.  Licensure  and 
American  citizenship  are  prerequisite.  Apply  to:  Chief  of 
Staff,  V.  A.  Hospital,  Syracuse,  New  York 

NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City,  is  a 247  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program,  and  a progressive 
philosophy  regarding  internship  training.  We  are  ac- 
cepting applications  for  rotating  internships  and  invite 
your  inquiries.  The  program  has  the  approval  of  the 
Council  on  Medical  Education  of  the  American  Medical 
Association.  Address:  Director  of  Medical  Education, 
Northern  Westchester  Hospital,  Mount  Kisco,  New 
York. 

WESTCHESTER  PROFESSIONAL  OFFICES  AVAIL- 
able  June  in  new  Medical  Center  in  growing  IBM  com- 
munity. 914  AR  3-3046. 

THE  BROOKLYN  VETERANS  ADMINISTRATION 
Hospital  has  vacancies  for  residency  training  beginning 
July  1,  1964.  This  is  a 1000-bed  general  medical  and 
surgical  hospital;  affiliation  with  State  University  of  New 
York,  Downstate  Medical  Center,  Brooklyn,  New  York. 
Openings  are  available  in:  Internal  medicine  3 years; 

radiology  3 years;  pathology  4 years;  physicial  medicine 
and  rehabilitation  3 years;  and  thoracic  surgery  2 years, 
($6,440  and  $7,405);  salary  $4,205  to  $6,440  with  annual 
increases;  career  residencies  available  in  physical  med- 
icine and  rehabilitation  and  in  pathology  from  $8,410  to 
$11,725,  depending  on  qualifications.  Contact:  Chief  of 
Staff,  V.A.  Hospital,  Brooklyn,  New  York  11209. 

GENERAL  PRACTITIONER  AND  A SURGEON  UR- 
gently  needed.  Northern  N.Y.  Lucrative  practice; 
area  15,000;  new  hospital.  Industrial,  farming,  insurance, 
school  physician;  resort  area.  Modern  home  adjoining 
equipped  office  building.  Sacrifice  $23,000;  terms.  Box 
903,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT'D 


LOCUM  TENENS.  LARGE  MIDTOWN  HOTEL,  N.Y.C. 
July  & August.  Full  time,  G.  P.  or  internist.  Advant- 
ageous. Box  904,  % N.Y.  St.  Jr.  Med. 


WANTED:  ASSOCIATE  OR  PARTNER  IN  GENERAL 
practice,  town  1,900;  Finger  Lakes  area  near  Cornell 
University;  10  min.  from  hospital;  3 doctors  in  town. 
Call  607-387-7921,  Eugene  S.  Farley,  Jr.,  M.D.,  Trumans- 
burg,  N.  Y. 


WANTED:  GENERAL  PRACTITIONER  FOR  PART- 

nership  or  association.  Must  be  willing  to  practice  obstet- 
rics and  general  practice  with  another  practitioner  in 
Connecticut,  approximately  one  hour  from  New  York  City 
and  15  minutes  from  Yale  University.  Box  907,  % N.Y. 
St.  Jr.  Med. 


GENERAL  PRACTITIONER,  RECENT  GRADUATE; 
full  time;  Queens  County;  excellent  opportunity,  $15,000 
start,  early  partnership.  Details.  Box  912,  % N.Y.  St. 
Jr.  Med. 


YOUNG  G.P.  IN  MANHATTAN— FULL  TIME.  SPAN- 
ish  speaking  necessary.  Eventual  partnership.  $15,000 
to  start.  Box  913,  % N.Y.  St.  Jr.  Med. 


G.P.  ASSOCIATE  NEEDED  FOR  GROWING  G.P. 
group,  L.I.,  N.Y.  suburb.  Eventual  full  partnership. 
Unusual  opportunity.  Box  920,  % N.Y.  St.  Jr.  Med. 


FAMILY  PHYSICIAN  WANTED  BY  MEDICAL  GROUP 
in  New  York  Metropolitan  area.  Qualifications:  1 yr. 

internship  and  2 yrs.  residency  in  internal  medicine. 
Starting  salary  $15,000  and  fringe  benefits.  No  nights, 
full  specialists  staff.  Box  917,  % N.Y.  St.  Jr.  Med. 


WANTED:  ANESTHESIOLOGIST,  N.Y.S.  LIC.,  MON- 
Fri.  8:30  AM-12:30  PM;  Tues,  Thurs.  1-4  PM  on  call; 
Midtn.  Mhtn;  $11,000.  No  nights,  no  weekends.  Box 
919,  % N.Y.  St.  Jr.  Med. 


WANTED:  TWO  (2)  CONNECTICUT  LICENSED 

M.D.s  for  House  Officer  positions  for  an  expanding  ac- 
credited hospital:  1)  5-day  week,  7 AM  to  6 PM;  salary 
$12,000  a year.  2)  5-night  week,  6 PM  to  7 AM;  salary 
$14,000  a year.  Reply  to:  P.O.  Box  638,  Bridgeport, 

Conn.  06601. 


OBSTETRICIAN  GYNECOLOGIST.  EXCELLENT  Op- 
portunity to  join  established  practice.  Proximity  to  New 
York  City.  Box  918,  % N.  Y.  St.  Jr.  Med. 


PHYSICIAN  FOR  ESTABLISHED  NATIONAL  OR- 
ganization  in  Buffalo;  Social  Security  and  insurance. 
Write:  C.  M.  Jones,  M.D.,  786  Delaware  Avenue,  Buffalo, 
New  York  14209  or  call  TT  6-7500. 


PEDIATRICIAN:  FOR  AFFILIATION  WITH  MED- 

ical  Group  in  Queens;  Board  licentiate  or  pediatric  train- 
completed.  Box  922,  % N.Y.  St.  Jr.  Med. 


POSITIONS  AS  FULL  TIME  EMERGENCY  ROOM 
physicians  available  at  the  Greenpoint  Hospital  in 
Brooklyn,  starting  July  1,  1964.  Apply  Department  of 
Surgery,  Jewish  Hospital  of  Brooklyn,  555  Prospect  Place, 
Brooklyn,  New  York. 


ASSISTANT  DOCTOR  FOR  JULY  AND  AUGUST; 
general  practice  experience.  Resort  area,  two  doctor 
office;  full  maintenance  plus  $1,000  per  month.  Drs. 
Lipson  & Cohen,  403  Broadway,  Monticello,  New  York. 
Monticello  693  or  1054. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  1249 
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REAL  ESTATE  FOR  SALE  OR  RENT 


WICOPEE  ESTATES— 42  MILES  FROM  NYC-TOMP- 
kins  Corners.  New  filtered  swimming  pools;  modern 
4 & 5 room  cottages  desirable  for  physicians,  each  on  (1) 
acre.  All  sport  facilities;  priv.  lake;  day  camp;  social 
hall;  lunch’tte;  wash’g  machines.  Taconic  Parkway  to 
Peekskill  Hollow  Road  (exit  P 2A),  follow  signs.  NYC: 
CH  4-2624  or  TW  6-1169. 


AIR-CONDITIONED  PROFESSIONAL  BUILDING  IN 
Hewlett,  L.I.  Suites  available;  reasonable  rent;  will 
subdivide.  Opposite  L.I.  station,  business,  etc.  WOrth 
6-2750. 


DOCTOR  NEEDED,  YONKERS,  BX  RIVER  RD.  FOR 
sale,  new  2 fm.  brick,  lge.  prop.;  cor.  parking.  Exc.  loc. 
in  area  of  new  luxury  apts.  914  BE  7-5271  eves. 

KEW  GARDENS:  BEAUTIFUL  4 BEDROOM  HOME; 
huge  living  room,  sun  room,  breakfast  area,  wine  cellar,  2 
patios,  tile  roof,  2 car  garage,  4 bathrooms;  priceless 
landscaping,  gracious  living.  Exclusive.  ELdorado 
5-7420. 


PLAIN  VIEW,  L.I.:  SHARE  OFFICE  IN  SMALL  PRO- 
fessional  bldg.  Excellent  location,  nr.  hospital  & pkwys. 
Suitable  most  specialities.  516  WE  8-4800. 


SMITHTOWN,  HAUPPAUGE,  L.I.  AREA.  MODERN, 
air-conditioned  offices  in  ideally  located,  exclusive  pro- 
fessional building.  Utilities  included.  516  AN  5-5520. 


HUNTINGTON  (MELVILLE),  L.I.  BUILDING, 
Route  110.  Now  medical  office;  ideal  location;  sale  or 
rent.  Call  516  HA  1-3656. 


OFFICES  AVAILABLE,  BEECHURST  MEDICAL  CEN- 
ter.  Excellent  opportunities — all  medical,  surgical,  and 
dental  specialties;  especially  suitable  for  ENT  and  pedia- 
trics. Attractive,  growing  area.  For  information,  call 
212  IN  3-3200. 


FOR  RENT  OR  SALE:  HOME-OFFICE,  10  ROOMS. 
Excellent  location;  office  equipped.  Doctor  retiring. 
Port  Chester,  Westchester  County,  N.Y.  914  WE  9-1578. 

RIVERDALE  SECTION  OF  YONKERS:  SUCCESSFUL 
8 room  GP  office  for  past  12  years.  6 room  modern  apt. 
has  separate  entrance  on  other  street.  Brick  & stone  on 
corner  plot;  2 car  garage.  High  $40’s.  Mr.  Mestice,  12 
Amberson  Ave.,  Yonkers,  N.Y.  914  YO  8-9078. 


NEW  PROFESSIONAL  BUILDING,  LAKE  RONKON- 
komo,  Suffolk  County,  L.I.  Urgent  need  for  GPs  and 
specialties.  Hospitals  nearby.  516  JU  8-5100  or  JU 
8-9041. 


FOR  SALE:  PRIVATELY  OWNED  RESIDENTIAL 

school,  for  the  mentally  retarded,  in  Westchester  County. 
Unusual  opportunity  to  take  part  in  a growing  field. 
Owner  must  sell.  All  replies  in  confidence.  Box  915,  % 
N.Y.  St.  Jr.  Med. 


HUNTINGTON  STATION:  PERFECT  PROFESSIONAL 
home,  located  on  best  road  in  Suffolk  County,  Rt.  110 
(near  Walt  Whitman  Shopping  Center).  Ranch,  3x/2 
years,  7 rooms,  complete  wall  to  wall  carpet;  every 
appliance,  fenced  plot,  full  basement,  plus  many  extras. 
$37,500.  Owner.  516  AR  1-1088  (no  calls  Sat.). 


OCEAN  AVE.,  1347  (AVE.  H,  BKLYN);  7 ROOM 
professional  suite,  modern  elevator  building.  Will  alter. 
Katz  & Co.,  26  Court  St.,  Bklyn.  Main  5-4000. 


PARK  AVE.  NEAR  87  ST.,  DOCTOR’S  OFFICE,  650 
sq.  ft.,  divided,  4*/2  rms.,  private  entrance  on  Ave.  $375. 
212  WO  4-3140. 


B’KLYN-PH  YSICIAN : STREET  LEVEL  OFFICE 

avail,  adjacent  to  dentist  in  shopping  center.  Attractive 
offer.  516  FR  4-1921. 


WILL  SHARE  MY  BEAUTIFUL,  MODERN  OFFICE, 
fully  equipped,  X-Ray,  etc.  on  good  block  (Park-Madison). 
AT  9-7555. 


JAMAICA 

Three  story  building  suitable  for  Clinic 
and/or  Nursing  Home.  Transportation 
facilities  excellent.  Available  immedi- 
ately. 

Call  OX  7-8800,  ext.  353 


REAL  ESTATE  FOR  SALE  OR  RENT — CONT’D 


LINDENHURST,  L.I.,  N.Y.  NEW  PROFESSIONAL 
offices  for  rent.  Two  specially  designed  medical  suites; 
air  conditioned,  2 lavatories;  ample  parking  space.  600 
sq.  ft.  each.  $200.  Karp,  30  E.  Sunrise  H’way,  516  TU 
8-1683. 


RENT:  MOD.  PROF.  SUITES;  PARKING,  CONV. 

transport.;  choice  prof,  area,  estab.  gen.  dentist  in  bldg. 
Excel,  opport.  for  specialist  or  gen.  prac.  Call  MO  9-2330 
Babylon,  L.I.,  N.Y. 


FOR  SALE:  LAKE  GEORGE,  MODERN  SPLIT-LOG 
cottage;  100  ft.  lake  front;  sleeps  8;  oil  furnace;  fur- 
nished, 1 !/ 2 baths,  large  screened  porch.  Built  by  doctor. 
Widow  selling  $35,000.  Gladys  Caldwell,  Bolton  Landing, 
N.Y. 


FOR  RENT:  IDEAL  OFFICE,  M.D.  PSYCHIATRIST. 
Four  rooms,  private  bath.  Seven  other  professional 
luxury  building.  263  West  End  Ave.,  Manhattan,  N.Y. 
EN  2-4242. 


FOR  RENT  OR  SALE:  MEDICAL  SUITE  AND  41/2 
room  apartment  in  colonial  home;  ideal  location  Nassau 
community;  corner,  near  all  facilities.  Dental  office 
attached.  CA  1-2822. 


JACKSON  HTS.  PROFESSIONAL  SUITE.  EXCL.  IN 
large  development;  sep.  entrances,  good  location;  exc. 
oppty.  Call  Mrs.  O’Hare,  OX  7-8800. 


WESTCHESTER  OFFICE  FOR  RENT.  DESIRABLE 
community  on  Sound.  Suitable  surgeon,  internist,  GP 
or  pediatrician.  Occupied  by  internist  willing  to  sell 
equipment.  Box  923,  % N.Y.  St.  Jr.  Med. 


MEDICAL  PRACTICE,  BEAUTIFUL  HOME  AND  7 
acres  in  town.  Top  income.  Price  $25,000;  easy  terms. 
Roy  A.  Keute,  Red  Hook  (Dutchess  Co.),  N.Y.  914 
PL  8-4737. 


RELAX!  ONLY  35  MILES  FROM  LINCOLN  TUNNEL 
in  picturesque  country  setting  on  5 mile  lake.  A club 
community  which  boasts  a day  camp  for  tots  through  teens. 
Athletic  and  social  facilities  for  young  and  old.  Furnished 
and  unfurnished  homes  for  rent  or  sale  in  wide  price  range. 
Many  of  your  colleagues  are  already  living  in  our  hide- 
away. Like  you,  we  are  available  seven  (7)  days  a week. 
Barnett  & Gregory  Realty  Co.,  63  Norman  Road,  White 
Meadow  Lake,  Rockaway,  New  Jersey.  201-627-1330. 


PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 

eooooooo 

Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 
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release 

for 

hostility ? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a 
result  they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both 
control  appetite  and  relieve  the 
emotional  stress  that  causes  over- 
eating. That’s  why  so  many  pa- 
tients are  losing  more  pounds  with 
‘Eskatrol’. 

ESKATROL  Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSULE® 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia) 
are  infrequent,  and  usually  mild  and  transi- 
tory. Cautions:  ‘Eskatrol’  Spansule  capsules 
should  be  used  with  caution  in  the  presence  of 
severe  hypertension,  advanced  cardiovascular 
disease,  or  extreme  excitability.  There  is  a 
possibility,  though  little  likelihood,  of  blood 
or  liver  toxicity  or  neuromuscular  reactions 
(extrapyramidal  symptoms)  from  the  pheno- 
thiazine  component  in  ‘Eskatrol’  Spansule 
capsules. 

For  complete  prescribing  information,  please 
see  PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories  SeI- 
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“I  had  lunch  today  with  that  lovely  Mrs.  what’s  her  name!” 


Nicozol  can  help  your  geriatric  patients  find  their  memories 


Nicozol  therapy  can  help  you  brighten  the  outlook 
of  your  aging  patients  who  tend  towards  (1 ) untidi- 
ness, (2)  irritability,  (3)  incompatibility,  (4)  lack 
of  interest,  and  (5)  loss  of  memory  or  alertness. 
The  Nicozol  formula  helps  improve  mental  acuity, 
increase  the  supply  and  use  of  oxygen  in  the  brain, 
improve  peripheral  circulation— without  excita- 
tion, depression,  or  other  untoward  effects. 
Nicozol  can  help  you  keep  your  aging  patients 
actively  alert  and  at  ease  with  themselves,  their 
families,  and  others. 

References:  Levy,  S.:  J.A.M.A.  155:1260,  1953  • 
Thompson,  L.  J.  and  Proctor,  R.  C.:  North  Carolina 
M.J.  15: 596,  1954  • Thompson,  L.  J.  and  Proctor, 
R.  C.:  Clin.  Med.  5:325,  1956  • Kris,  E.  B.  and  Gerst, 
D.:  Clin.  Med.  5:708, 1961  • Proctor,  R.  C.:  Clin.  Med. 
6:2079,  1957  • Proctor,  R.  C.,  et  al.:  J.  Am.  Geriatrics 
Soc.  6:4,  1958. 


Average  Dose : 1 to  2 tablets  (or  capsules)  3 times  a 
day.  1 teaspoonful  elixir  3 times  a day. 

Supplied : Nicozol  tablets  (and  capsules)  in  bottles 
of  100  and  1000.  Nicozol  elixir  in  pints  and  gallons. 

Precautions : May  produce  overstimulation  in  high 
doses.  Discontinue  if  muscular  twitchings  or  clonic 
convulsions  occur.  The  flush  produced  in  sensitive 
individuals  is  transient  and  harmless. 

Formula:  Each  tablet  or  capsule  contains: 

Pentylenetetrazol 100  mg. 

Nicotinic  Acid 50  mg. 

Each  teaspoonful  (5  cc.)  elixir  contains: 

Pentylenetetrazol 200  mg. 

Nicotinic  Acid 100  mg. 

(as  the  sodium  salt) 

Alcohol 5% 


HART  LABORATORIES 

Division  of  A.  J.  Parker  Co. 

Bryn  Mawr,  Pa.,  Winston-Salem,  N.C. 


nicozoc 


CEREBRAL  STIMULANT 
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al5mm.Hg.  drop 
in  diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


HYDROMQX 


QUINETHAZONE-TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in  early 
hypertension.  Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure  is  15  mm. 
Hg.,1,2  just  right  for  patients  with  mild  to  moderate 
diastolic  elevations.  Systolic  pressure  lowered 
accordingly.  A convenient  single  daily  dose  of  one  to 
two  50  mg.  tablets  is  usually  sufficient. 


INDICATED  in  hypertension  with  or  without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be  helpful  in  some  cases  of 
lymphedema,  idiopathic  edema  and  edema  due  to  venous  obstruction. 
SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be  stopped. 
Generally,  the  adverse  effects  sometimes  associated  with  the  thiazide 
diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria. 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a New 
Diuretic.  /.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients  with 
Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the  Clinical 
Meeting  of  the  American  Medical  Association,  Los  Angeles,  California, 
Nov.  25-28,  1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 
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Yes,  it’s  a 
dual-purpose  drug 
that  will  calm  you  down 
and  also  relax 
those  taut  muscles 


Posed  by  professional  models. 


Trancopal  “is  effective  in 
the  symptomatic  treatment 
of  anxiety  ”*  Trancopal 
has  tranquilizing  properties 
similar  to  those  of  other 
mild  tranquilizers  * 


Indications:  Anxiety  and  tension 
states,  ulcer  syndrome,  premenstrual 
tension,  dysmenorrhea,  alcoholism, 
skeletal  muscle  spasm,  low  back  pain, 
rheumatoid  arthritis,  osteoarthritis, 
disc  syndrome,  torticollis,  bursitis, 
neurologic  disorders. 

Dosage  and  Administration : 

Adults,  1 Caplet®  (200  mg.)  three  or 
four  times  daily;  in  some  patients 
100  mg.  three  or  four  times  daily 
suffices.  Children  (5  to  12  years), 
from  50  to  100  mg.  three  or  four 
times  daily. 

Precautions:  Side  effects  such  as 
occasional  drowsiness,  dizziness, 
flushing,  nausea,  depression,  weak- 
ness and  drug  rash  have  been  ob- 
served in  less  than  3 per  cent  of 
patients.  If  severe,  medication  should 
be  discontinued.  In  most  patients, 
however,  side  effects  are  minor  and 
do  not  necessitate  interruption  of 
treatment.  There  are  no  known  con- 
traindications. 

Available:200  mg.  Caplets  (green 
colored,  scored),  100  mg.  Caplets 
(peach  colored,  scored) , each  in  bot- 
tles of  100. 

♦A.M.A.  Council  on  Drugs:  J.A.M.A. 
183-A69  (Feb.  9)  1963. 


In  other  words,  this  medication,  Trancopal,  acts  both  as  a tranquilizer 
and  as  a muscle  relaxant.  As  a tranquilizer,  it  exerts  a calming  effect, 
easing  emotional  tension  and  anxiety.  As  a muscle  relaxant,  Trancopal 
relaxes  the  muscle  spasm  which  is  so  frequently  a part  of  emotional  ten- 
sion. Another  important  fact  about  Trancopal  is  that  it  doesn’t  change 
one’s  normal  mood  — almost  never  causes  euphoria,  any  sort  of  intoxi- 
cating sensation,  or  depression.” 


lA//nfhrop 

WINTHROP  LABORATORIES 
NEW  YORK,  N.Y. 
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for  a relaxed  mind 
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HOW 

FRIENDS... 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children  take  it  readily. 

The  GRIP-TIGHT  CAP---/+  f~~l 
on  the  bottle 
helps  keep  them  from 
taking  it  on  their  own. 

Bottles  of  50  tablets 
(1  Va  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 


We  will  be  pleased  to  send 
professional  samples  on  request. 

THE  BAYER  COMPANY 

Division  of  Sterling  Drug  Inc.,  Dept.  108 
1450  Broadway,  New  York  18,  N.Y. 
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ATHEROSCLEROSIS 


THERAPEUTIC  VALUE  WITHOUT  IODISM 


IODO-NIACIN  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potassium 
iodide  in  full  dosage  without  iodism.1 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.2  They  are  used 
in  the  treatment  of  circulatory  diseases  including  atheroscler- 
osis, coronary  sclerosis  and  angina  pectoris.3 

Idiosyncrasy  to  iodides  is  common  and  iodism  may  occur 
after  small  doses.4  Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  Iodo-Niacin,  prevents  and  corrects 
iodism.5 


In  a clinical  study  of  59  cases  of  generalized  atheroscler- 
osis, Iodo-Niacin  relieved  dizziness  in  71%  of  cases,  vague 
abdominal  distress  in  87%,  chronic  headaches  in  61%,  and 
disorientation  in  50%.  No  iodism  in  any  case ! 


Chemical  Company 
St.  Louis,  Mo.  63108 


Dosage:  2 tablets  three  or  four  times  daily.  May  be  con- 
tinued for  long  periods  without  iodism. 

Availability : Slosol  coated  pink  tablets,  in  bottles  of  100. 
Also  available  in  ampuls. 

SUMMARY:  Effective  iodide  medication  pro- 
tected by  niacinamide  against  hazard  of  iodism. 


REFERENCES: 

1.  Am.  J.  Digest,  Dis.  22:5,  1955. 

2.  Circulation  5:647,  1952. 

3.  Sollmann’s  Manual  of  Pharmacology,  8th 
ed.,  1957,  p.  1121. 

4.  Drill's  Pharmacology  in  Medicine,  2nd  ed., 
1958  p.  562. 

5.  M.  Times  84:741,  1956. 
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Gentlemen:  Please  send  me  professional  literature  and  samples  of  IODO-NIACIN. 
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Book  Notes 


Atlas  of  Plastic  Surgery.  By  Morton  I. 
Berson,  M.D.  Second  edition,  revised  and 
enlarged.  Quarto  of  336  pages,  illustrated. 
New  York,  Grune  & Stratton,  1963.  Cloth, 
$23. 

This  edition  presents  a rather  extensive  revision 
of  the  original  text.  There  is  emphasis  on 
cosmetic  improvement  and  the  growing  field  of 
plastic  corrective  surgery.  An  abundance  of 
drawings  and  photographs  is  included  to  help 
clarify  step-by-step  procedures. 

Diseases  of  the  Skin.  By  George  Clinton 
Andrews,  M.D.,  and  Anthony  N.  Domonkos, 
M.D.  Fifth  edition.  Quarto  of  749  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $16.50. 

This  new  edition  presents  a thoroughly  revised 
text.  The  scope  is  comprehensive  and  designed 
to  serve  the  general  practitioner  as  well  as  the 
graduate  student  of  dermatology  and  the  der- 
matologist. 

Diseases  of  The  Nervous  System.  By  Sir 
Francis  Walshe,  M.D.  Tenth  edition.  Octavo 
of  381  pages,  illustrated.  Baltimore,  The 
Williams  and  Wilkins  Company,  1963.  Cloth, 
$7.95. 

Publication  of  the  tenth  edition  of  this  standard 
text  includes  a comprehensive  chapter  on  liver- 
brain  relationships  and  neurologic  results  of 
their  disorders.  The  book,  like  the  previous 
editions,  is  written  primarily  for  the  edification 
of  general  practitioners  and  medical  students. 

Synopsis  of  Ophthalmology.  By  William 
H.  Havener,  M.D.  Second  edition.  Duo- 
decimo of  395  pages,  illustrated.  St.  Louis,  The 

C.  V.  Mosby  Company,  1963.  Cloth,  $7.85. 

This  edition  presents  new  chapters  on  “Interpre- 
tation of  Ophthalmoscopic  Findings”  and  on 
“Errors  of  Refraction.”  The  chapter  on 
“Strabismus”  has  been  rewritten  as  well  as  that 
on  “Ocular  Therapy,”  and  the  “Glossary” 
brought  up  to  date. 

Medical  Department,  United  States  Army. 
Organization  and  Administration  in  World 

War  II.  Editor  in  Chief,  Colonel  John  Boyd 
Coates,  Jr.,  MC,  USA.  Editor  for  Organization 
and  Administration,  Charles  M.  Wiltse,  Ph.D. 
Octavo  of  613  pages,  illustrated.  Washington, 

D. C.,  Office  of  the  Surgeon  General,  Department 
of  the  Army,  1963.  Cloth,  $6.25. 

The  volumes  relating  the  official  history  of  the 


U.S.  Army  Medical  Department  are  divided  into 
the  administrative  and  the  professional  series. 
This  book  is  in  the  former  category.  It  pre- 
sents and  stresses  the  view  that  the  chief  surgeon 
of  any  command  should  have  a position  on  the 
commander’s  staff. 

Progress  in  Neurology  and  Psychiatry. 
Volume  XVIII.  Edited  by  E.  A.  Spiegel, 
M.D.  Octavo  of  695  pages.  New  York, 
Grune  & Stratton,  1963.  Cloth,  $14.75. 

The  material  in  this  volume  has  been  culled 
from  several  thousand  papers.  The  book  has 
sections  on  basic  sciences,  neurology,  neuro- 
surgery, and  psychiatry.  Accompanying  each 
chapter  is  an  extensive  bibliography. 

Clinical  Toxicology  of  Commercial  Prod- 
ucts. By  Marion  N.  Gleason,  M.Sc.,  Robert 

E.  Gosselin,  M.D.,  and  Harold  C.  Hodge,  Ph.D. 
Second  edition.  Quarto  of  1,211  pages,  il- 
lustrated. Baltimore,  The  Williams  & Wilkins 
Co.,  1963.  Cloth,  $22. 

The  second  edition  of  this  voluminous  reference 
work  includes  studies  that  have  continued  since 
its  first  publication.  The  purpose  of  the  book  is 
to  assist  doctors  in  giving  first  aid  and  emer- 
gency treatment  in  cases  of  acute  poisoning. 

The  Thyroid  and  its  Diseases.  By  James 
Howard  Means,  M.D.,  Leslie  J.  DeGroot,  M.D., 
and  John  B.  Stanbury,  M.D.  Third  edition. 
Octavo  of  618  pages,  illustrated.  New  York, 
The  Blakiston  Division,  McGraw-Hill  Book 
Company,  Inc.,  1963.  Cloth,  $15.95. 

The  third  edition  of  this  volume  continues  the 
study  of  diseases  of  the  thyroid.  The  text  has 
been  revised  to  include  new  concepts  in  the  ap- 
proach to  thyroid  disorders  as  well  as  contem- 
porary modes  of  treatment. 

Disability  Evaluation  and  Principles  of 
Treatment  of  Compensable  Injuries.  By 

Earl  D.  McBride,  M.D.  Sixth  edition. 
Quarto  of  573  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1963.  Cloth,  $22. 

Extensive  revisions  are  contained  in  the  sixth 
edition  of  this  popular  volume.  These  changes 
were  made  in  conjunction  with  a growing  in- 
terest and  emphasis  on  the  importance  of  dis- 
ability and  its  economic  effect  on  the  injured 
individual. 

Review  of  Physiological  Chemistry.  By 
Harold  A.  Harper,  Ph.D.  Ninth  edition. 

continued  on  page  1264 
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When  nature  calls  the  play. . . 


While  good  nutrition  alone  cannot  guaran- 
tee athletic  excellence  for  the  teen-ager, 
poor  nutrition  can  prevent  attainment  of 
his  full  potential  just  as  surely  as  poor 
training,  talent  or  desire. 


There  are  no  nutritional  shortcuts  to 
athletic  excellence.  Good  nutrition  must 
be  combined  with  training,  talent  and  de- 
sire to  elicit  the  full  potential  of  an  ath- 
lete's strength,  endurance,  and  efficiency. 

The  optimum  diet  for  the  teen-age  ath- 
lete is  essentially  the  same  as  for  the  teen- 
age non-athlete.  The  diet  should  consist  of 
at  least  three  meals  a day  which  collec- 
tively satisfy  the  additive  nutritional  de- 
mands of  growth,  maintenance  and  vigor- 
ous activity.  Four  or  five  lighter  meals  may 
be  preferred  to  three  larger  meals  when 


the  training  is  particularly  extensive  and 
exhausting.  Recent  studies  show  that  the 
size  or  composition  of  the  meal  preceding 
an  athletic  event  does  not  affect  perform- 
ance. For  the  athlete  subject  to  emotion- 
ally induced  digestive  disturbances,  con- 
suming the  last  meal  three  to  four  hours 
before  game  time  may  be  helpful. 

The  planning  and  preparation  of  diets 
for  teen-age  athletes  in  training  are  greatly 
facilitated  when  milk  is  included  in  some 
form.  Milk  is  a rich  and  versatile  source  of 
high  quality  protein,  calcium,  phosphorus 
and  many  B vitamins. 

At  least  1 quart  of  milk  per  day— or  its 
equivalent  in  other  dairy  products— makes 
significant  nutritional  contributions  to  the 
well-balanced  varied  diet  so  essential  for 
peak  performance  by  the  properly  condi- 
tioned teen-age  athlete. 


Since  1915  . . . promoting  better  health  through  nutrition  research  and  education 

NATIONAL  DAIRY  COUNCIL 


Greater  New  York  Program  • a non-profit  organization 
202  E.  44TH  STREET  • NEW  YORK.  NEW  YORK  10017 


Reprints  of  this  series  on  “Teen-Age  Nutrition"  available  on  request. 
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Seventh  Annual  Teaching  Seminar 

1/  / MEDICAL  WRITERS’  INSTITUTE 

% m At  the  Princeton  Club, 

% # 10  W.  43rd  St.  N.Y.C. 

- X m Sept.  25th  and  26th,  1964 

Membership  Limited 
© J.  F.  Montague,  M.D., 

/ 30  E.  40th  St.  N.Y.  16,  N.Y. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


Under  the  generic  name 

for  lower  costs  to  your  patients 

Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 

Quality  controlled  by  West-ward 


Sample  and  literature  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

NYS  6-15 


Octavo  of  437  pages,  illustrated.  Los  Altos, 
Calif.,  Lange  Medical  Publications,  1963. 
Paper,  $6.00. 

The  ninth  edition  of  this  book  is  intended  as  a 
supplement  to  standard  texts  and  reference 
works.  It  is  meant  to  serve  the  practicing 
physician  as  well  as  those  preparing  for  state 
and  specialty  boards. 

Emergencies  in  Medical  Practice.  Edited 
by  C.  Allan  Birch,  M.D.  Seventh  edition. 
Octavo  of  784  pages,  illustrated.  Baltimore, 
The  Williams  and  Wilkins  Company,  1963. 
Cloth,  $9.75. 

This  is  the  seventh  edition  of  what  has  proved  to 
be  a popular  and  practical  tool  for  the  physician. 
Three  new  authors  in  the  fields  of  renal  disease, 
pediatrics,  and  radiology  have  been  added  to  the 
distinguished  list  of  contributors. 

Progress  in  Gynecology.  Volume  IV. 

Edited  by  Joe  V.  Meigs,  M.D.,  and  Somers  H. 
Sturgis,  M.D.  Octavo  of  676  pages,  illustrated. 
New  York,  Grune  & Stratton,  1963.  Cloth, 
$16.75. 

This  volume  like  its  predecessors  aims  at  pro- 
viding important  new  material  both  for  the 
general  practitioner  and  specialist  in  the  field. 
The  text  is  also  useful  in  helping  medical  stu- 
dents prepare  for  examinations. 

Handbook  of  Orthopaedic  Surgery.  By 

Alfred  River  Shands,  Jr.,  M.D.,  Richard 
Beverly  Raney,  M.D.,  and  H.  Robert  Brashear, 
M.D.  Sixth  edition.  Octavo  of  591  pages,  il- 
lustrated. St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1963.  Cloth,  $11.50. 

The  sixth  edition  of  this  popular  text  has  been 
greatly  revised  and  many  new  illustrations 
added.  The  chapters  on  chronic  arthritis  and 
tumors  have  had  detailed  revision  and  new 
material  has  been  added  on  lumbar  disk  lesions 
and  the  affections  of  the  hand. 

Anesthesia  for  Infants  and  Children.  By 

Robert  M.  Smith,  M.D.  Second  edition. 
Octavo  of  470  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1963.  Cloth,  $13.50. 

The  second  edition  of  this  text  contains  a num- 
ber of  revisions  and  also  introduces  some  new 
concepts  in  pediatric  anesthesia.  Dr.  Charles 
W.  Cook,  who  contributed  the  chapter  on 
respiratory  physiology  in  the  first  edition,  has 
thoroughly  revised  his  material  and  added 
many  new  findings.  Like  the  original,  this 
edition  is  well  illustrated  with  clinical  photo- 
graphs and  charts. 

Diagnostic  Laboratory  Hematology.  By 
George  E.  Cartwright,  M.D.  Third  edition, 

continued  on  page  1266 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


extends  horizons 

This  agent  "...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients...  .With  judicious  use,  it  may  be 
said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarefy 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containingO.l  Gm.and0.03  Gm. 

*Roseman,  E.:  Neurology  11:912,  1961.  33664 


PARKE-DAVIS 


PARKS,  DAVIS  4 COMPANY,  Dttrvlt.  M,eh,gu,  4123} 
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a watering  place  where  people  go  to  enjoy 
themselves  and  to  improve  their  physical 
health .” 

Modern  Medicine 


One  of  America's  finest,  most  complete  Spas 
is  only  hours  away! 

WHITE  SULPHUR  BATHS 

SHARON  SPRINGS,  N.  Y. 

Charter  Member,  Association  of  Amercian  Spas — 
Medically  Supervised 

What  are  your  fellow  physicians 
doing  right  now?  Reading  the 

NEW  YORK  STATE  JOURNAL 
OF  MEDICINE, 

of  course. 

New  subscribers  are  invited  to  join  the 
thousands  of  doctors  who  regularly  read  the 
Journal  — with  relaxed,  purposeful  pleasure. 


revised  and  enlarged.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $8.75. 

The  enormous  advances  in  laboratory  hema- 
tology are  reflected  in  this  revision  of  the  second 
edition.  Fifteen  new  methods  have  been  added 
and  obsolete  ones  deleted.  Also,  the  avail- 
ability of  sound  commercially  prepared  reagents 
has  brought  many  new  methods  and  technics  to 
the  laboratory.  These  are  presented  in  this 
text  with  emphasis  on  their  limitations  and 
interpretations. 

Childhood  and  Society.  By  Erik  H.  Erik- 
son.  Second  edition,  revised  and  enlarged. 
Octavo  of  445  pages,  illustrated.  New  York, 
W.  W.  Norton  & Company,  Inc.,  1963.  Cloth, 
$6.50. 

Intended  as  a text  for  physicians,  psychologists, 
and  social  workers,  this  book  found  its  way  into 
the  colleges  and  the  graduate  schools  of  a 
variety  of  fields.  This  new  edition  revises  and 
amplifies  the  original. 

Campbell’s  Operative  Orthopaedics.  Vol- 
ume one  & two.  Edited  by  A.  H.  Crenshaw, 
M.D.  Fourth  edition.  Quarto  of  1,778  pages, 
illustrated.  St.  Louis,  the  C.  V.  Mosby  Com- 
pany, 1963.  Cloth,  $57.50. 

The  fourth  edition  of  this  comprehensive  text 
has  been  almost  completely  rewritten.  An  in- 
clusive chapter  on  hand  surgery  has  been  added. 
New  operations  have  replaced  older  ones.  Of 
the  numerous  sketches  and  photographs,  about 
a third  of  them  are  also  new. 

Preventive  Medicine  and  Public  Health. 
By  Wilson  G.  Smillie,  M.D.,  and  Edwin  D. 
Kilbourne,  M.D.  Third  edition.  Octavo  of 
602  pages,  illustrated.  New  York,  The  Mac- 
millan Company,  1963.  Cloth,  $9.75. 

Rapid  strides  in  preventive  medicine  and 
public  health  since  the  earlier  editions  of  this 
book,  necessitated  many  changes  in  the  new 
text.  Edwin  D.  Kilbourne,  M.D.,  has  become 
coauthor  of  the  book  and  contributes  chapters 
on  infectious  diseases,  air  pollution,  other  chem- 
ical hazards  of  the  environment,  and  human 
heredity  and  genetic  determinants  of  diseases. 
Though  there  are  extensive  revisions,  the  pur- 
pose of  the  text  remains  the  same.  To  under- 
line for  medical  students  and  practicing  physi- 
cians, the  latter’s  obligation  to  prevent  illness 
and  promote  family  and  community  health. 


The  New  York  State  Journal  of  Medicine 
750  Third  Avenue,  New  York  17.  N.  Y. 
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PAIN  RELIEF 
YOU  CAN  RELY  ON 
comes  in  minutes... 
lasts  for  hours 


PERCODAN 


Each  scored  yell ow  Percodan* 
Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming ), 

0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming ), 
0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 


Throughout  the  wide  middle  range 
of  pain  Percodan  assures  speed, 
duration,  and  depth  of  analgesia 
by  the  oral  route  plus  the 
reliability  that  counts  so  much. 
Percodan  acts  vv/th/n  5 to  15 
minutes... usually  provides 
uninterrupted  relief  for  6 hours  or 
longer  with  just  1 tablet... 
rarely  causes  constipation. 


in  moderate  to 
moderately 
severe  pain.. . 


Average  Adult  Dose  — 1 tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications -The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be  observed  as 
with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients. 
Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood 
dyscrasias.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half  the  amount  of 
salts  of  oxycodone  and  homatropine.  Literature  on  request.  ENDO  LABORATORIES  INC.  Garden  City,  New  York 

•U.S.  Pats.  2,628,185  and  2,907,768 


' 

I 
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IF  SHE’S  HIGH-STRUNG 
AND  CANT  TAKE  AMPHETAMINE 
PUT  HER  ON  DESBUTAL  G RADII  MET, 
ONCE  A DAY 


She’s  the  overweight  patient  who’s 
high-strung,  nervous,  a compulsive 
eater — the  type  who  may  overreact  to 
plain  amphetamine — yet  fails  to  re- 
spond at  all  to  less  potent  drugs.  For- 
tunately for  her,  this  twofold  problem 
can  be  met  by  the  dual  action  of 
Desbutal  Gradumet. 

DUAL  THERAPY:  Visualize  two  tablet 
sections,  back  to  back — each  with  its 
own  release  rate.  One  section  contains 
Desoxyn®  (methamphetamine  hydro- 
chloride)— to  curb  the  appetite  and  lift 
the  mood.  The  other  contains  Nembu- 
tal® (pentobarbital  sodium) — to  calm 
the  patient  and  counteract  any  exces- 
sive stimulation.  The  release  rates  are 
designed  to  make  the  drugs  available 
in  an  optimal  dosage  ratio,  minute  by 
minute  throughout  the  day. 

PRECISE  RELEASE:  The  release  action 
- is  purely  physical  and  relies  on  only  one 


factor  common  to  every  patient:  gas- 
trointestinal fluid.  There  is  no  depend- 
ence on  enteric  coatings,  enzymes, 
motility,  or  an  “ideal”  ion  concentra- 
tion in  the  gastrointestinal  tract. 
Indeed,  the  Gradumet  can  pass  through 
the  stomach  in  minutes,  or  remain  for 
hours — the  release  rate  is  precise  and 
constant  throughout  the  body. 

PATIENT  BENEFITS:  She  feels  alert, 
confident,  and  comfortable.  Because 
her  preoccupation  with  food  diminishes, 
the  diet  no  longer  seems  impossible — 
it  becomes  a realistic  challenge.  And  she 
won’t  forget  to  take  Desbutal  Gradu- 
met because  dosage  is  just  once  a day. 

PRECAUTIONS:  Use  with  caution  in 
patients  with  hypertension,  cardiovas- 
cular disease,  hyperthyroidism  or  those 
who  are  sensitive  to  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


DESBUTAH 


Brand  of  Methamphetamine  Hydrochloride  and  Pentobarbital  Sodium  in  Long- 
Release  Dose  Form,  Abbott.  Desbutal  10-10  mg.  Methamphetamine,  60  mg. 
Pentobarbital.  Desbutal  15-15  mg.  Methamphetamine,  90  mg.  Pentobarbital. 
Gradumet- Long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445.  403209 


CALMS  HER  ANXIETIES, EVEN  AS  IT  CONTROLS  HER  COMPULSIVE  URGE  TO  EAT 


Medical  News 


Prize  contest  winners 

The  Clinical  Society  of  the  New  York  Dia- 
betes Association  has  announced  the  winning 
papers  in  its  first  annual  prize  contest  for 
medical  students,  house  officers,  and  fellows. 
Awards  were  made  at  the  Society’s  meeting  at 
the  New  York  Academy  of  Medicine,  2 East 
103rd  Street,  New  York  City,  on  May  20. 

First  prize  went  to  Charles  Moldow,  M.D., 
State  University  of  New  York,  Downstate 
Medical  Center  and  the  Jewish  Hospital  of 
Brooklyn  for  his  paper  “On  a Lipid- Mobilizing 
Substance  (LMS)  in  Human  Pregnancy  Serum, 
of  Probable  Placental  Origin”;  second  prize 
was  awarded  to  Mario  di  Girolamo,  M.D., 
Daniel  Rudman,  M.D.,  Martin  F.  Malkin, 
M.D.,  and  Luis  A.  Garcia,  M.D,  from  the 
Columbia  University  Research  Service,  Gold- 
water  Memorial  Hospital  and  the  Department 
of  Medicine,  Columbia  University  College  of 
Physicians  and  Surgeons,  New  York  City,  for 
their  paper  on  “Inactivation  of  Insulin  by 
Adipose  Tissue”;  and  third  prize  went  to 
Walter  C.  Kane,  M.D.,  Kings  County  Hospital 
Center,  Brooklyn,  for  “Phagocytosis  and  its 
Relationship  to  Infection  in  Diabetes  Mellitus.” 

Fellowship  available 

The  Department  of  Radiation  Medicine  of 
Queens  Hospital  Center,  Jamaica,  New  York, 
offers  one-year  fellowships  in  radiation  medicine 
and  cancer  research  beginning  July  1,  1964,  or 
January  1,  1965. 

There  will  be  training  in  the  diagnostic  and 
therapeutic  uses  of  a wide  variety  of  isotopes, 
cobalt  tele  therapy,  and  chemotherapy.  Three 
full-time  phvsicists  and  a full-time  radiation 
biologist  will  provide  instruction  in  physics, 
radiation  biology,  and  nuclear  instrumenta- 
tion. Research  will  be  encouraged;  ample 
facilities  are  available  for  such  work. 

The  Fellow  will  also  be  given  an  opportunity 
to  participate  in  the  following  courses  given 
annually  by  the  Department  of  Radiation 
Medicine:  Medical  uses  of  radioisotopes,  special 
radiation  procedures  in  the  treatment  of  cancer, 
and  advanced  radioactive  isotope  technics. 
Applicants  should  have  at  least  three  years 
training  in  radiology,  oncology,  or  its  equivalent. 

Application  should  be  made  to:  Leonard  B. 
Goldman,  M.D.,  Director,  Radiation  Medicine 
Department,  Queens  Hospital  Center,  82-68 
164th  Street,  Jamaica,  New  York  11432. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Combined  degrees  offered 

Saul  J.  Farber,  M.D.,  acting  dean  of  the 
New  York  University  School  of  Medicine,  has 
announced  that  selected  medical  students 
entering  the  School  may  earn  a combined 
M.D.-Ph.D.  degree  upon  graduation  after  a 
comprehensive  six-year  course  of  study. 

The  program,  one  of  only  two  in  the  United 
States  supported  by  grants  from  the  United 
States  Public  Health  Service,  will  begin  in 
September.  Candidates  are  now  being  inter- 
viewed for  participation.  The  funds  from  the 
Public  Health  Service  will  provide  each  stu- 
dent’s tuition,  will  pay  an  annual  stipend  for 
living  expenses,  and  will  foot  the  cost  of  admin- 
istration. 

The  successful  candidates  will  be  registered 
simultaneously  at  the  New  York  University 
School  of  Medicine  and  the  University’s  Gradu- 
ate School  of  Arts  and  Sciences.  After  six 
years  of  combined  study  in  the  basic  sciences 
and  clinical  medicine,  the  students  will  be 
granted  the  Ph.D.  degree  in  the  basic  science 
and  the  M.D.  degree. 

The  faculty  of  the  School  of  Medicine  pro- 
posed this  program  to  meet  the  need  for  research 
scientists  in  the  medical  field.  Present-day 
curricula  start  a graduate  physician  into  re- 
search activities  long  after  he  has  completed 
his  basic  science  years,  requiring  refresher  train- 
ing before  he  is  well  equipped  for  scientific 
investigations. 

Five  students  will  be  selected  for  the  fifst 
year  of  the  program,  with  five  next  year  and 
then  ten  each  year  until  a total  of  47  students 
will  be  participating. 


American  Board  of  Obstetrics 
and  Gynecology 

July  1 is  the  final  date  for  the  receipt  of  new 
and  reopened  applications  and  requests  for 
re-examination  in  the  Board  office. 

All  applications  and  letters  of  request  must 
be  accompanied  by  a duplicate  list  of  patient 
dismissals  for  the  preceding  twelve  months. 
This  requirement  also  applies  to  those  candi- 
dates who  have  previously  been  ruled  eligible, 
but  who  did  not  accept  examination  in  the  same 
year. 

Diplomates  are  requested  to  keep  the  Board 
office  informed  of  their  current  address. 

continued  on  page  1275 
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NEW...  DeKen' Vaginal 


TRADEMARK 


Foam 


Look  forward  to  enthusiastic  patient  acceptance 
for  the  new,  effective  contraceptive  foam  (contains 
nonylphenoxypolyethoxyethanol  12.5%). Ten  clinical  studies 
demonstrate  its  outstanding  effectiveness. .. a 2.7  pregnancy 
rate.  DELFEN  Vaginal  Foam  is  truly  considerate  of 
patients’  well-being.  Snow-white,  feather-light. .. does  not 
diminish  coital  sensation ..  .vanishes  with  scarcely  a 
trace.  Easy  to  use. . .diaphragm  definitely  not  needed. 
Exceptionally  well-tolerated ...  pH  of  4.5.  Clinically  effective 
. . . pharmaceutically  elegant.  Another  fine  product  of 
ORTHO’s  unmatched  experience  in  fertility  control. 
Available:  20  Gm  aerosol  vial  with 


applicator  and  cosmetic  bag.  Also, 
20  Gm  aerosol  vial  only. 


ORTHO  PHARMACEUTICAL  CORPORATION 
Raritan,  New  Jersey 
for  a complete  choice  of  medically 
accepted  contraceptives 


Ortho 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 


Miltown 

(meprobamate) 


* • * 


Omt 


■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

Wallace  Laboratories/ Cranbury,  N.  J. 
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climb 

aboard 


Eager  young  adventurers  cruise 
down  winding  canals  at 
Gardens-By-The-Sea  . . . it’s  the 
Norfolk  Tour,  with  moments  of 
delight  and  laughter  — moments  of 
awe  — moments  of  inspiration  as 
history  comes  alive.  This  self-guided 
tour  for  motorists  includes  historic 
buildings,  the  world’s  largest  naval 
installation,  the  General  Douglas 
MacArthur  Memorial,  and  delightful 
museums.  Bus  tours  are  available 
April  through  Labor  Day. 
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continued  from  page  1270 

Ophthalmological  society 

The  Long  Island  Ophthalmological  Society 
held  a scientific  meeting  on  April  27  in  Rockville 
Centre.  Louis  Girard,  M.D.,  professor  of  oph- 
thalmology at  Baylor  University,  spoke  on 
“Scleral  Buckling:  Full  Thickness  and  Circum- 
ferential, Using  Silicone  Rod  and  Photocoagu- 
lation.” 

Personalities 

Elected.  Edward  J.  Schowalter,  M.D.,  New 
York  City,  as  president  of  the  Industrial 
Medical  Association  succeeding  John  L.  Morris, 
M.D. 

Appointed.  Thomas  R.  C.  Sisson,  M.D., 


associate  professor  at  Albert  Einstein  Medical 
College,  New  York  City,  as  associate  director 
in  research  at  Johnson  & Johnson. 

Awarded.  William  C.  Dwyer,  M.D.,  resident 
physician  in  anesthesiology  at  St.  Joseph’s 
Hospital,  Syracuse,  a 1964  Mead  Johnson 
scholarship  for  continuing  residency  training 
in  the  specialty  of  anesthesiology  by  The 
American  Society  of  Anesthesiologists. 

Speakers.  George  T.  Pack,  M.D.,  New  York 
City,  before  the  thirteenth  annual  symposium 
on  cancer  at  Winston-Salem,  North  Carolina, 
on  “Heredity  of  Cancer.” 

Retired.  Harlow  E.  Ralph,  M.D.,  after 
thirty-seven  years  of  practice  in  Ellisburg, 
Mannsville,  and  Henderson. 


Medical  Meetings 


Course  in  electrodiagnosis  and 
electromyography 

The  Department  of  Physical  Medicine  and 
Rehabilitation  of  the  New  York  Medical 
College-Metropolitan  Medical  Center  announces 
a one-week  course  in  electrodiagnosis  and  elec- 
tromyography to  be  given  October  19  through 
23. 

This  course,  for  physicians  only,  is  planned 
to  provide  detailed  instruction  in  the  principles, 
technics,  and  instrumentation  involved  in  elec- 
trodiagnosis and  electromyography.  The 
course  will  consist  of  lectures,  seminars,  clinical 
demonstrations,  and  laboratory  sessions.  The 
teaching  staff  includes  members  of  the  faculty 
of  the  medical  college  and  noted  guest  lecturers. 

Application  should  be  made  before  August  30 
to:  Osvaldo  Miglietta,  M.D.,  Department  of 

Physical  Medicine  and  Rehabilitation,  New 
York  Medical  College,  1 East  105th  Street, 
New  York  10029. 


Course  in  gastroenterology 

The  annual  course  in  postgraduate  gastro- 
enterology of  the  American  College  of  Gastro- 
enterology will  be  given  at  The  Roosevelt  in 
New  York  City  October  22  through  24. 

The  moderators  for  the  course  will  be  I. 
Snapper,  M.D.,  director  of  medical  education, 
Brook  dale  Hospital  Center,  Brooklyn;  and 
John  L.  Madden,  M.D.,  clinical  professor  of 
surgery,  New  York  Medical  College  and  director 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


of  surgery,  St.  Clare’s  Hospital,  New  York  City. 

The  subject  matter  will  be  essentially  the 
diagnosis  and  treatment  of  gastrointestinal 
diseases  and  comprehensive  discussions  of 
diseases  of  the  esophagus,  stomach,  pancreas, 
spleen,  liver,  gallbladder,  colon,  and  rectum. 
A clinical  session  will  be  held  at  The  Mt.  Sinai 
Hospital  in  addition  to  the  several  individual 
papers  to  be  presented. 

For  further  information  and  enrollment,  write 
to  the  American  College  of  Gastroenterology, 
33  West  60th  Street,  New  York,  New  York 
10023. 

Medical  seminar-cruise 

Duke  University  will  sponsor  a medical 
seminar-cruise  aboard  the  M.S.  Kungsholm, 
sailing  from  New  York  City  on  November  4 
on  a twelve -day  West  Indies  trip.  The  pro- 
gram will  consist  of  formal  lectures  and  round- 
table discussions.  Subjects  in  pediatrics,  sur- 
gery, psychiatry,  urology,  gastroenterology, 
and  metabolic  disturbances  will  be  discussed. 
There  will  be  twenty-four  hours  of  formal 
instruction,  and  application  has  been  made  for 
accreditation  for  this  number  of  hours  by  the 
American  Academy  of  General  Practice. 

Information  on  the  medical  program  may  be 
obtained  from  W.  M.  Nicholson,  M.D.,  assistant 
dean  in  charge  of  postgraduate  medical  educa- 
tion at  the  Department  of  Medicine,  Duke  Uni- 
versity Medical  Center,  Durham,  North  Caro- 
lina. 

Information  on  the  cruise  is  available  from 
Allen  Travel  Service  Inc.,  565  Fifth  Avenue, 
New  York,  New  York  10017. 


June  1,  1964  / New  York  State  Journal  of  Medicine  1275 


Abstracts 


Harkavy,  J.,  and  Perlman,  E.:  Tobacco  al- 
lergy in  coronary  artery  disease,  New  York 
State  J.  Med.  64:  1287  (June  1)  1964. 

Of  57  patients  with  coronary  artery  disease, 
34  had  positive  skin  reactions  to  denicotinized 
tobacco.  A review  of  these  patients  and  of  49 
similar  patients  showed  that  the  onset  of  acute 
coronary  involvement  in  allergic  smokers  with 
positive  skin  reactions  to  tobacco  occurred  nine 
to  ten  years  earlier  than  in  nonallergic  smokers 
with  negative  skin  reactions  and  thirteen  to 
nineteen  years  sooner  than  in  nonsmokers  with 
negative  skin  reactions.  As  hypertension  was 
absent  in  most  of  the  hypersensitive  smokers 
investigated  and  as  obesity  and  diabetes  were 
negligible,  tobacco  allergy  may  have  been  im- 
portant in  the  pathogenesis  of  coronary  artery 
disease  in  patients  sensitive  to  tobacco. 

Graham,  J.  B.:  Optimum  management  of 

gynecologic  cancer,  New  York  State  J.  Med. 
64:  1306  (June  1)  1964. 

Patients  with  cancer  of  the  uterine  body  and 
cancer  of  the  ovary  where  the  gross  tumor  is  con- 
fined to  the  organ  of  origin  and  patients  with 
carcinoma  in  situ  of  the  cervix  may  be  treated 
effectively  in  the  community  hospital.  How- 
ever, invasive  carcinoma  of  the  cervix,  advanced 
cancers  of  the  uterine  body  and  ovary,  and 
cancer  of  the  vulva  are  best  treated  in  a special 
center. 

Blake,  J.  M.:  Management  of  pulmonary  in- 
sufficiency, New  York  State  J.  Med.  64: 
1308  (June  1)  1964. 


Motor  vehicle  summing  up  of  1963 


42,700  deaths;  2,200  more  than  1962 
3,460,000  injuries;  3.5  per  cent  higher  than  1962 
263,900  pedestrian  casualties;  5 per  cent  more 
than  1962 

More  than  1,237,000  casualties  from  speeding 
More  then  85  per  cent  of  the  casualties  occurred 


The  most  prevalent  causes  of  pulmonary  in- 
sufficiency are  chronic  bronchitis  and  chronic 
progressive  emphysema.  A medical  evaluation 
is  made  with  the  help  of  a physical  examination, 
x-ray  examination  of  the  chest,  pulmonary 
function  studies,  exercise  tolerance,  and  fluoro- 
scopic examination.  Clinical  treatment  con- 
sists of  patient  education,  physical  rest,  avoid- 
ance of  air  pollution  and  of  cigaret  smoking  in 
particular,  breathing  exercises,  and  intermittent 
positive  pressure  breathing.  Useful  medications 
include  bronchodilators,  antibiotics,  expecto- 
rants, and  corticosteroids.  Cor  pulmonale  and 
carbon  dioxide  narcosis  require  hospitalization, 
and  surgery  may  be  necessary  to  remove  space- 
occupying  lesions. 


Bland,  J.  H.:  Eyeing  the  eye,  New  York 

State  J.  Med.  64:  1313  (June  1)  1964. 


In  examination  of  the  eye,  useful  and  readily 
elicited  physical  signs  include:  (1)  retinal  venule 
pulsation,  the  disappearance  of  which  may  indi- 
cate elevated  intracranial  pressure;  (2)  retinal 
sheen,  frequently  associated  with  toxemia  of 
pregnancy  and  glomerulonephritis;  (3)  number 
of  vessels  crossing  the  disk  margin  (an  increase 
indicates  elevated  intracranial  pressure;  a de- 
crease occurs  in  optic  atrophy);  (4)  sludging 
of  blood  in  retinal  venules,  almost  always  asso- 
ciated with  organic  disease;  and  (5)  transil- 
lumination on  the  globe,  showing  cataracts  of 
diabetes,  old  iritis,  and  senile  atrophy  of  the 
sphincter. 


in  accidents  involving  driver  violations. 

More  than  37  per  cent  of  the  drivers  involved 
in  fatal  accidents  were  under  twenty-five 
or  over  sixty-five  years  of  age 

17,290  deaths  occurred  on  weekends;  more  than 
40  per  cent  of  the  total 

Almost  29  per  cent  of  the  casualties  occurred 
between  4:00  and  8:00  p.m. 

Saturday  was  the  most  dangerous  day  of  the 
week 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


*AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:411-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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Abstracts  in  Interlingua 


Harkavy,  J.,  e Perlman,  E.:  Allergia  pro 

tabaco  in  morbo  de  arteria  coronari  ( anglese ), 
New  York  State  J.  Med.  64:  1287  (1  de 
junio)  1964. 

De  57  patientes  con  morbo  de  arteria  coronari, 
34  habeva  positive  reactiones  cutanee  a tabaco 
denicotinisate.  Un  revista  de  iste  patientes 
e de  49  similes  monstrava  que  le  declaration  de 
acute  affectiones  coronari  occurreva  in  fuma- 
tores  allergic  con  positive  reactiones  cutanee 
novem  a dece  annos  plus  tosto  que  in  fuma- 
tores  non-allergic  con  negative  reactiones 
cutanee  e dece-tres  a dece-novem  annos  plus 
tosto  que  in  non-fumatores  con  negative  reac- 
tiones cutanee.  Viste  que  hypertension  esseva 
absente  in  le  majoritate  del  investigate  fuma- 
tores  hypersensibile  e viste  que  obesitate  e dia- 
bete  esseva  negligibile,  il  pare  possibile  que  al- 
lergia pro  tabaco  es  importante  in  le  pathogenese 
de  morbo  de  arteria  coronari  in  patientes  con 
sensibilitate  pro  tabaco. 


Graham,  J.  B.:  Maneamento  optime  de 

cancere  gynecologic  (anglese).  New  York 
State  J.  Med.  64:  1306  (1  de  junio)  1964. 

Patientes  con  cancere  del  corpore  uterin  e con 
cancere  del  ovarios  in  que  le  tumor  macro- 
scopicamente  evidente  es  restringite  al  organo 
de  origine  e patientes  con  carcinoma  in  sito  del 
cervice  pote  esser  tractate  eflicacemente  in  le 
hospital  del  communitate.  Tamen,  carcinoma 
invasive  del  cervice,  avantiate  canceres  del 
corpore  uterin  e del  ovarios,  e cancere  del  vulva 
se  tracta  le  melio  in  un  centro  special. 


Blake,  J.  M.:  Tractamento  de  insufficientia 

pulmonar  (anglese),  New  York  State  J.  Med. 
64:  1308  (1  de  junio)  1964. 

Le  causas  le  plus  prevalente  de  insufficientia 
pulmonar  es  bronchitis  chronic  e chronic  em- 
physema progressive.  Un  evalutation  medical 
es  facite  con  le  adjuta  de  un  examine  physic,  un 
examine  radiologic  del  thorace,  studios  del  func- 
tiones  pulmonar,  tolerantia  pro  exercitio,  e un 
examine  fluoroscopic.  Le  tractamento  clinic 
consiste  de  provider  informationes  pro  le  pa- 
tiente,  reposo  physic,  evitation  de  pollution 
aeree  e del  fumar  cigarrettas  in  particular,  ex- 
ercitios  de  respiration,  e intermittente  respira- 
tion sub  pression  positive.  Medicationes  de 
utilitate  es  bronchodilatantes,  antibioticos,  ex- 
pectorantes,  e corticosteroides.  Corde  pul- 
monal  e narcose  per  bioxydo  de  carbon  require 
hospitalisation.  Chirurgia  es  a vices  necessari 
quando  lesiones  dimensional  debe  esser  eliminate. 

Bland,  J.  H.:  Ocular  le  oculo  (anglese).  New 
York  State  J.  Med.  64:  1313  (1  de  junio)  1964. 

In  le  examine  del  oculo,  utile  e facilemente 
evocabile  signos  es  (1)  pulsation  del  venulas 
retinal,  le  disparition  del  qual  pote  indicar  un 
elevate  pression  intracranial,  (2)  de  lustro  del 
retina  que  es  frequentemente  associate  con  toxe- 
mia de  pregnantia  e glomerulonephritis,  (3)  le 
numero  del  vasos  transpassante  le  margine  del 
disco,  con  le  regula  general  que  un  augmento  de 
illos  indica  un  elevate  pression  intracranial, 
durante  que  lor  declino  occurre  in  atrophia 
optic,  (4)  “fangositate”  del  sanguine  in  le  ven- 
ulas retinal,  lo  que  es  quasi  semper  associate 
con  morbo  organic,  e (5)  transillumination  del 
globo,  monstrante  cataractas  de  diabete,  ancian 
iriditis,  e senil  atrophia  del  sphinctere. 
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Whether  you're  a teacher  correcting  exams. 

A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working 
late  at  night.  Whoever  you  are,  things  go  better 
when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


things  go 

better,! 

^with 

Coke 


> 


testing  the  twist 


mm 


Putting  the  cap  on  a bottle  sounds  sim- 
ple. Just  make  it  tight  enough  to  keep 
the  contents  in,  prevent  leakage,  and 
protect  the  product;  loose  enough  to  be 
opened  with  ease.  However,  that  isn’t 
quite  as  simple  as  it  sounds.  ■ At  Eli  Lilly 
and  Company,  there  are  exact-tightness 
specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  adjusted  to  apply 
just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps;  and  then  they  are 
double-checked  . . . just  to  be  sure.  ■ 
That’s  where  the  torque  tester  comes  in. 
At  least  once  every  fifteen  minutes,  five 
bottles  are  tested  as  they  come  out  of 
the  capping  machine.  They  are  placed  on 
the  torque  tester,  and  the  twist  on  the 
caps  is  measured  . . . just  one  more  of  the 
many  controls  that  add  immeasurably 
to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana , U.S.A. 
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Editorials 


Highlights  of  the  State  Health  Commissioner’s  Report  for  1963 


The  population  of  New  York  State  reached 
17.4  million  at  mid-1963.  There  were 
356,662  births,  almost  1,000  more  than  in 
1962.  However,  the  birth  rate  of  25.5 
per  1,000  was  the  lowest  since  1950.  Deaths 
totaled  185,581.  The  recorded  mortality 
of  10.7  per  1,000  was  the  highest  since 
1948.  The  influenza  epidemic  early  in 
1963  undoubtedly  contributed  to  this  high 
figure. 

The  three  principal  causes  of  death  were 
diseases  of  the  heart,  cancer,  and  vascular 
lesions  affecting  the  central  nervous  system. 
These  accounted  for  70  per  cent  of  the 
deaths.  The  cancer  figure  was  encouraging. 
At  187.4  per  100,000  it  was  the  lowest  death 
rate  in  four  years.  However,  the  rate  of 
cancer  of  the  lung  stood  at  28.7,  continuing 
an  upward  trend  which  started  in  1940. 
The  tuberculosis  death  rate,  6 per  100,000, 
was  the  lowest  on  record,  but  new  cases, 
centering  largely  in  New  York  City,  rose 
9.1  per  cent.  Deaths  from  cirrhosis  of  the 
liver  were  the  highest  ever  recorded.  There 
were  only  4 deaths  from  poliomyelitis,  one 


in  New  York  City  and  3 Upstate.  When 
everyone  is  immunized,  this  disease  should 
disappear  from  the  statistics.  The  over-all 
death  rate  from  accidents  was  38.6  per 
100,000,  of  which  13.4  per  cent  were  caused 
by  motor  vehicles.  The  death  rate  for 
heart  diseases,  466.8  per  100,000,  was  the 
highest  since  1958.  Deaths  from  vascular 
lesions  affecting  the  central  nervous  system, 
91.7,  was  the  second  lowest  in  7 years. 

Reviewing  these  figures,  one  asks  how 
they  can  be  changed  for  the  better.  Im- 
munization against  influenza  is  proving 
difficult,  but  further  developments  in  this 
field  look  hopeful.  Cancer  of  the  lung  and 
cirrhosis  seem  to  have  definite  inciting  fac-  j 
tors,  and  educational  warnings  might  be 
fruitful  here.  The  same  is  true  of  motor 
vehicle  accidents;  safer  cars,  universal 
driver  training,  and  the  use  of  seat  belts 
would  undoubtedly  cut  the  death  rate 
here. 

Mortality  statistics  are  a searchlight  open- 
ing up  to  view  the  hidden  corners  of  our 
human  weaknesses  and  proneness  to  error. 


The  case  of  the  necklace — lead  or  arsenic? 


In  a recent  issue  of  Toxic  Episodes  in 
Children  a journal  of  abstracts  widely  dis- 
tributed among  pediatricians  and  general 
physicians,  there  appeared  an  abstract, 
“Lead  Intoxication  in  Children — The  Case 
of  the  Necklace.” 

The  case  involved  a twenty-two-month- 
old  French  infant  who  played  with  her 
mother’s  necklace,  which  was  made  of  plastic 
beads  and  covered  with  a pearlized  finish. 
The  infant  swallowed  13  of  these  “pearls” 
and  several  hours  following  the  ingestion 


had  severe,  colicky  abdominal  pains  and 
vomited.  On  the  following  day  the  child 
also  had  a foul  diarrhea  and  passed  five  of 
the  beads,  which  were  discolored  black. 
She  experienced  heavy  colicky  pains  for  i 
the  ensuing  three  days,  and  the  vomitus 
was  bilious.  She  also  had  anorexia,  sleepi- 
ness, and  general  malaise.  On  the  fourth 
day  following  ingestion  the  child  passed 
another  four  beads  and  on  the  fifth  day  two 
beads.  The  remaining  beads  were  passed 
by  the  ninth  day  following  ingestion.  An 
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x-ray  film  of  the  abdomen  revealed  that  all 
the  beads  which  the  child  swallowed  had 
been  expelled.  On  examination  of  the  beads 
a heavy  lead  content  was  noted.  A toxi- 
cologic analysis  revealed  that  the  coating 
of  the  “pearls”  had  a high  percentage  of 
lead  (18.6  per  cent).  The  lead  content  of 
the  total  material  was  estimated  at  0.45 
per  cent. 

It  was  reported  that  nine  days  after  the 
episode,  basophilic  stippling  was  noted  in  the 
red  blood  cells  but  that  the  lead  content  of 
the  blood  was  low — about  0.05  per  100  ml. 
However,  because  of  the  persistent  colicky 
pains  the  child  was  treated  with  500  ml.  of 
calcium  gluconate  intraveneously  for  two 
days.  Although  the  lead  urinary  excretion 
remained  very  low,  the  coproporphyrin, 
which  had  been  almost  zero  before,  rose  to  2 
mg.  per  liter. 

The  reported  development  of  symptoms 
did  not  appear  consistent  with  those  usually 
observed  in  lead  poisoning  in  children,  and 
we  suspected  the  operation  of  some  other 
factors.  One  symptom  that  engendered 
doubt  in  our  minds  that  this  was  basically  a 
case  of  lead  poisoning  was  the  persistent 
severe  colicky  pain  which  is  not  at  all  a 
manifestation  of  lead  poisoning  in  children 
and,  as  a matter  of  fact,  is  conspicuous  by  its 
absence. 

We  wondered  whether  these  severe  ab- 
dominal pains  and  the  foul  diarrhea  may  not 
have  been  due  to  another  product  contained 
in  the  material  such  as  lead  arsenate. 
Knowing  that  pearly  lead  pigments  are  used 
in  some  household  products  such  as  plastic 
clothes  hampers,  we  decided  to  make  an 
inquiry  into  the  materials  used  in  artificial 
pearls. 

This  investigation  revealed  some  informa- 
tion which,  although  apparently  well  known 
within  the  trade,  is  practically  unknown  to 
outsiders.  For  a long  time  artificial  pearls 
were  made  by  coating  glass  or  plastic  beads 
with  “pearl  essence,”  which  is  made  from 
the  scales  of  herring  and  other  fish  and  is 
essentially  nacreous  guanine.  As  is  well 
known  to  the  gemologist,  the  nacreous  luster 
of  true  pearls  is  due  to  a special  form  of 
calcium  carbonate.  Technologists  have  been 
able  to  prepare  a number  of  inorganic  com- 
pounds with  physical  properties  simulating 
the  nacreous  glow  of  guanine.  To  our  great 
surprise  we  found  that  in  the  manufacture 
of  artificial  beads  and  other  products  requir- 


ing a pearly  luster  the  following  compounds 
are  being  used:  lead  carbonate,  lead  phos- 
phate, lead  arsenate,  and  bismuth  salt. 

We  have  had  some  of  the  jewelry  beads 
available  on  the  market  tested  and  have 
found  that  lead  arsenate  was  present  in 
three  out  of  five  samples  picked  up.  These 
lead  pigments  usually  are  incorporated  in  a 
type  of  coating  which,  fortunately,  may  not 
be  too  soluble  and  therefore  provides  some 
factor  of  safety.  Most  beads  of  this  sort  do 
not  normally  tarnish  in  use,  which  would 
indicate  that  skin  contact  does  not  ordi- 
narily present  a hazard.  The  presence  of 
lead  in  many  cheap  artificial  pearls  may  be 
simply  demonstrated  by  loosening  the  lac- 
quer with  a little  acetone  or  ethyl  acetate, 
adding  some  ammonium  acetate  and  then 
some  dilute  sodium  sulfite.  This  may  be 
regarded  as  a presumptive  test  for  lead  and 
may  be  easily  confirmed  by  a simple  ana- 
lytic procedure. 

The  labeling  of  children’s  furniture  and 
children’s  toys  and  play  materials  has 
severely  curtailed  the  use  of  lead  paint,  but 
it  would  appear  that  another  hazard  has 
turned  up  in  the  form  of  lead  pigments  in 
necklaces  and  other  jewelry.  At  this  time, 
therefore,  any  household  article  of  plastic 
material  with  a pearl  luster  should  be  re- 
garded as  suspect  and  potentially  a hazard- 
ous substance.  The  only  reason  for  using 
lead  pigments  and  not  the  harmless  guanine 
is,  of  course,  the  difference  in  the  price  of  the 
two  pigments. 

Among  some  of  the  articles  with  artificial 
finishes  at  the  present  time  are  the  following: 
buttons,  cigaret  holders,  combs,  brushes, 
baskets,  pocketbooks,  rainwear,  statuary, 
vinyl  tile,  plastic  and  paper  panels,  plastic 
bells  for  babies’  cribs,  nail  polish,  lipsticks, 
picture  frames,  bath  shoes,  plastic  bottles, 
pencils,  fishing  lures,  lampshades,  materials 
and  fabrics,  leather  goods,  Christmas  light 
bulbs,  beads,  and  throw-away  advertising 
items.  In  the  United  States,  lead  pigments 
are  not  permitted  in  nail  polishes  and  lip- 
sticks. However,  this  may  not  be  true  of 
such  products  in  all  countries. 

It  appears  to  us  that  the  case  reported 
from  France  was  essentially  an  arsenical 
incident,  even  though  lead  was  found  pres- 
ent. In  over  1,200  cases  of  lead  poisoning 
in  children  reported  to  the  New  York  City 
Department  of  Health  Poison  Control  Cen- 
ter, severe  colicky  pains  and  foul  diarrhea 
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were  not  included  among  the  signs  and 
symptoms  mentioned.  We  feel  that  if  the 
pigment  ingested  by  the  French  child  had 
been  lead  carbonate  these  symptoms  would 
not  have  been  encountered. 

An  obvious  conclusion  that  may  be 
reached  from  these  findings  is  not  to  give 


A yearly  double 

Saving  is  far  from  a lost  art,  and  the 
Journal  proves  it  by  combining  the  regular 
scientific  material  prepared  for  this  issue 
with  the  minutes  of  the  Annual  Meeting  of 
the  House  of  Delegates  held  in  February. 

For  many  years  the  record  of  these 
proceedings  appeared  in  a separate  volume. 
This  may  have  been  an  advantage  to  archi- 
vists interested  in  the  parliamentary  achieve- 
ments of  the  Society.  However,  the  demand 
for  this  material  as  a separate  volume  by  the 


beads  as  playthings  to  young  children,  be- 
cause they  may  be  coated  with  lead  com- 
pounds. Since  this  case  was  originally  di- 
agnosed as  lead  intoxication  one  wonders 
why  ethylenediamine  tetra-acetic  acid  was 
not  used  as  a therapeutic  measure. 

H.  J.  and  H.  W.  R. 


membership  has  not  been  overwhelming. 

We  believe  that  by  combining  the  record 
of  these  transactions  with  a regular  issue  of 
the  Journal  each  year  we  will  effect  some 
saving  to  the  Society  and  at  the  same  time 
make  available  the  parliamentary  material 
to  those  who  desire  to  read  and  use  it. 

Streamlining  and  simplification  are  marks 
of  progress.  This  step  is  taken  by  the 
Journal  because  in  its  entire  history  it  has 
never  stood  still  nor  ever  will. 


American  Medical  Association 
113th  Annual  Convention 
Civic  Center,  San  Francisco,  California 
June  21-25,  1964 
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. . . unfettered 

From  the  beginning, 
woman  has  been  a vas- 
sal to  the  temporal  de- 
mands—and  frequently 
the  aberrations— of  the 
cyclic  mechanism  of 
her  reproductive  sys- 
tem. Now,  to  a degree 
heretofore  unknown, 
she  is  permitted  nor- 
malization, enhance- 
ment, or  suspension  of 
cyclic  function  and  procreative  potential.  This  new 
medical  control  is  symbolized  in  an  illustration  bor- 
rowed from  ancient  Greek  mythology— Andromeda 
freed  from  her  chains. 

Indications:  To  control  dystunctional  uterine 
bleeding,  regulate  an  abnormal  menstrual  cycle,  en- 
hance or  suspend  fertility,  advance  or  postpone  the 
menses,  dysmenorrhea,  test  for  pregnancy,  premen- 
strual tension  and  correct  endometriosis,  often  with- 
out surgery. 

Basic  ENOYID  Action:  Enovid  (1)  induces  and 
maintains  a pseudodecidual  endometrium,  prevent- 
ing uterine  bleeding,  and  (2)  inhibits  pituitary 
gonadotropin,  suspending  ovulation.  Bleeding  usu- 
ally occurs  about  three  days  after  Enovid  is  with- 
drawn. 

Cyclic  therapy  will  frequently  restore  a normal 
pattern  in  women  with  menorrhagia,  metrorrhagia 
and  primary  or  secondary  amenorrhea.  Taken  as 
prescribed,  Enovid  is  virtually  100  per  cent  effective 
in  controlling  conception.  After  the  drug  is  discon- 
tinued the  usual  ovulatory  and  menstrual  patterns 
return.  Indeed,  the  probability  of  subsequent  preg- 
nancy appears  to  be  enhanced  through  a possible 
“rebound”  phenomenon.  Thus,  cyclic  administra- 
tion of  Enovid  has  been  successful  in  treating  endo- 
crine infertility.  Women  taking  the  drug  for  long- 
term suspension  of  fertility  experience  certain 
typical  “Enovid  effects.”  Characteristically,  cyclic 
regularity  is  achieved,  and  usually  the  duration  of 
menstrual  flow  is  shortened  and  its  volume  lessened. 
Dysmenorrhea  and  premenstrual  tension  are  usu- 
ally eliminated  or  significantly  improved.  The 
monthly  cost  to  the  patient  is  nominal.  (Enovid-E 
provides  even  greater  economy  to  patients  using  it 
for  family  planning;  there  is  none  at  lower  cost.) 

Continuous  therapy  usually  suspends  menstrua- 
tion as  well  as  ovulation.  In  endometriosis  continu- 
ous administration  of  Enovid  produces  a pseudo- 
decidual reaction  with  subsequent  absorption  of 
aberrant  endometrial  tissue,  often  eliminating  the 
need  for  radical  surgery.  Enovid  is  an  effective  pre- 
operative adjunct  when  surgery  is  indicated,  as  well 
as  postoperatively  to  prevent  recurrence.  Continu- 
ous therapy,  in  adequate  dosage,  is  also  utilized  in 
habitual  abortion,  providing  more  balanced  hor- 
mone support  of  the  endometrium  and  often  per- 
mitting continuation  of  pregnancy. 

Emergency  therapy  of  high  doses  of  Enovid  has  a 
prompt  hemostatic  effect  and  will  usually  control 
severe  dysfunctional  uterine  bleeding  within  six  to 
twenty-four  hours.  Prompt,  high-dosage  adminis- 
tration of  Enovid  is  also  a rational  recourse  in 
threatened  abortion. 

Basic  Dosage:  One  Enovid  5-mg.  tablet  daily  in 
cyclic  therapy,  beginning  on  day  5 and  continuing 
through  day  24  (one  tablet  daily  for  twenty  days)  ; 


or  one  Enovid  10-mg.  tablet  daily  in  continuous 
therapy  as  indicated  (see  Physicians’  Product  Bro- 
chure No.  67) . Higher  doses  may  be  prescribed 
to  prevent  or  to  control  occasional  “spotting”  or 
breakthrough  bleeding  during  Enovid  therapy. 

Side  Effects:  Nausea,  spotting  or  breakthrough 
bleeding  and  amenorrhea  (sometimes  called  “silent 
menstruation”)  may  occur.  Less  frequently  chlo- 
asma, breast  enlargement  or  discomfort  and  mild 
salt  and  water  retention  have  been  reported;  the 
last  should  be  considered  in  patients  with  heart  or 
kidney  disease  or  hypertension.  A variety  of  other 
effects  typical  of  estrogenic  compounds  may  also 
occur.  Alterations  in  certain  thyroid  function  tests 
but  not  thyroid  function  may  occur. 

Precautions:  Enovid  may  suppress  lactation.  Pre- 
menstrual tension  has  been  both  improved  and  in- 
tensified during  Enovid  therapy.  Patients  should 
receive  periodic  examinations  for  cervical  erosions 
and  any  found  should  be  treated  by  accepted  means. 
Pre-existing  fibroids  may  increase  in  size  during 
therapy  but  they  usually  regress  when  therapy 
ceases.  One  instance  of  masculinization,  probably 
coincidental,  has  been  reported;  thus,  although 
Enovid  is  not  androgenic  this  report  should  be  con- 
sidered when  it  is  prescribed. 

Contraindications:  Thromboembolic  phenomena 
with  some  fatalities  have  been  reported;  no  statisti- 
cal significance  to  these  occurrences  has  been  dem- 
onstrated and  no  causal  relationship  has  been 
proved  or  disproved;  this  possibility  should  be  con- 
sidered in  women  with  factors  known  to  be  contrib- 
utory to  thrombophlebitis.  Enovid  is  contraindicated 
in  women  with  a history  of  previous  thromboem- 
bolism. Pre-existing  genital  or  breast  carcinoma, 
liver  disease,  dysfunction  or  jaundice  are  also  con- 
traindications. The  status  of  liver  function  should 
be  noted,  since  in  large  doses  Enovid  may  cause 
bromsulphalein  retention. 

A Note  on  Safety:  A limit  of  four  years  for  cyclic 
medication  is  presently  recommended  for  Enovid; 
three  years  for  Enovid-E.  In  more  than  eight  years 
Enovid  has  been  prescribed  for  more  than  6,100,000 
women  for  more  than  32,000,000  menstrual  cycles. 
There  has  been  no  evidence  of  impairment  of  sub- 
sequent fertility  and  no  effect,  which  can  be  attrib- 
uted to  the  drug,  on  children  born  to  women  who 
conceived  after  discontinuing  Enovid  therapy. 

the  first  comprehensive  regulator 
of  female  cyclic  function 

ENOVID 

Each  tablet  contains:  5-mg.  size  10-mg.  size 

norethynodrel  5.0  mg.  9.85  mg. 

mestranol  0.075  mg.  0.15  mg. 


new— for  conception  control 

enovid-e 

Each  tablet  contains: 


norethynodrel  2.5  mg. 

mestranol  0.1  mg. 


Research  in  the  Service  of  Medicine 


SEARLE 


G.  D.  Searle  & Co.,  P.O.  Box  5110,  Chicago,  Illinois  60680 
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® Theophylline  (120  mg.) 

Ephedrine  HCI  (15  mg.) 

Phenobarbital  (8  mg.) 
(Barbituric  acid  derivative) 

Prednisone  (1.5  mg.) 

for  safer  steroid  protection  from  asthma 


Deltasmyl®  opens  the  airways  and  suppresses 
inflammation  by  combiningthe anti-allergic,  anti- 
inflammatory action  of  prednisone  with  the  bron- 
chodilating,  decongestant  and  quieting  effects 
of  theophylline,  ephedrine  and  phenobarbital. 

Deltasmyl  provides  prompt,  prolonged  relief  of 
asthma  with  prednisone  protection  against  aller- 
gens and  stress,  and  a wider  margin  of  safety 
through  reduction  of  the  effective  corticoid  dose. 

The  aim  of  therapy  in  asthma  should  be  relief  of 
bronchospasm  by  means  of  decongestant  and 
bronchodilating  agents — plus  prednisone,  not 
just  prednisone  alone.1  Uhde2 — using  theophyl- 
line-ephedrine-phenobarbital  with  prednisone — 
reports  an  increase  of  about  25%  in  the  action 
of  prednisone  with  quicker  arrest  of  inflam- 
mation, hypersecretion,  and  alveolar  stasis;  a 
marked  sedative  action  on  heart  and  circulation; 
improved  ventilation.  Bopp3  also  has  obtained 
satisfactory  results  with  the  same  combination, 
probably  through  synergistic  enhancement  of 
prednisone  potency. 

Dosage:  One  Deltasmyl  tablet  provides  sympto- 
matic relief  for  4 hours  or  longer.  Not  more  than 
6 tablets  should  be  taken  in  24  hours.  Withdraw 
gradually. 


Precautions:  Deltasmyl  contains  ephedrine  and 
should  not  be  given  with  epinephrine  since  both 
drugs  may  cause  tachycardia.  Carefully  observe 
patients  hypersensitive  to  sympathomimetic 
amines.  Phenobarbital  is  a barbituric  acid  deriv- 
ative which  may  be  habit  forming.  Despite  the 
low  prednisone  dose,  all  precautions  and  contra- 
indications of  corticosteroids  must  be  heeded, 
since  warning  signs  such  as  fluid  retention  or 
moon  face  may  not  be  present.  When  corti- 
costeroids are  given  to  patients  with  acute  or 
chronic  bacterial  infections,  appropriate  protec- 
tion should  be  provided. 

Contraindications:  Hyperthyroidism,  cardiovas- 
cular diseases,  peptic  ulcer,  diabetes  mellitus, 
psychotic  tendencies,  ocular  herpes  simplex, 
glaucoma,  prostatic  hypertrophy,  Cushing's  syn- 
drome, arrested  tuberculosis. 

Supplied:  Bottles  of  50  tablets,  on  prescription 
only. 

References:  1.  Barach,  A.  L.  and  Bickerman,  H.  A.: 
Pulmonary  Emphysema,  Baltimore,  Williams  & Wilkins, 
1956,  p.  523.  2.  Uhde,  H.:  Med.  Monatsschr.  No.  8, 
505,  1959.  3.  Bopp,  K.  Ph.:  Medizinische  Klinik 
53:186,  1958  and  Algerie  Medicale  62:1081,  1958. 
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Coronary  Artery  Disease 


of  57  patients  with  coronary  artery 
disease,  34  had  positive  skin  reactions  to 
denicotinized  tobacco.  A review  of  these 
patients  and  of  49  similar  patients  showed 
that  the  onset  of  acute  coronary  involvement 
in  allergic  smokers  with  positive  skin  reac- 
tions to  tobacco  occurred  nine  to  ten  years 
earlier  than  in  nonallergic  smokers  with 
negative  skin  reactions  and  thirteen  to  nine- 
teen years  sooner  than  in  nonsmokers  with 
negative  skin  reactions.  As  hypertension 
was  absent  in  most  of  the  hypersensitive 
smokers  investigated  and  as  obesity  and  dia- 
betes were  negligible,  tobacco  allergy  may 
have  been  important  in  the  pathogenesis  of 
coronary  artery  disease  in  patients  sensitive 
to  tobacco. 


JOSEPH  HARKAVY,  M.D. 

New  York  City 
ELY  PERLMAN,  M.D. 
New  York  City 

Consultant  Allergist,  The  Mount  Sinai  Hospital, 
and  Head  of  Allergy  Service, 
Medical  Division,  Montefiore  Hospital 
(Dr.  Harkavy);  Research  Associate  in  Microbiology, 
The  Mount  Sinai  Hospital  (Dr.  Perlman) 


Recent  comment  in  the  literature  has 
drawn  attention  to  the  accumulating  evi- 
dence of  the  relationship  between  smoking 
and  coronary  heart  disease.1-  2 This  evi- 
dence is  based  on  clinical  observations  of 
persons  who  have  developed  coronary  heart 
disease,  mortality  statistics  from  large 
populations  of  smokers  and  nonsmokers, 
and  studies  of  small  population  groups  for 
which  both  morbidity  and  mortality  data 
are  available . 3 - 15  These  investigations  have 
failed  to  elucidate  the  mechanism  by  which 
smoking  might  be  implicated  in  the  develop- 
ment of  coronary  artery  disease.13 

Results  of  previous  studies 

The  idea  that  hypersensitiveness  to  to- 
bacco, tobacco  smoke,  and/or  nicotine 
might  be  involved  in  the  pathogenesis  of 
certain  cardiovascular  disorders  in  smokers 
was  suggested  by  the  clinical  observations 
that  only  some  persons  developed  symptoms 
from  the  use  of  tobacco,  whereas  others 
could  smoke  with  apparent  impunity.  Ex- 

The  work  described  in  this  article  was  supported  in  part  by 
Research  Grant  55G92  from  the  American  Heart  Association, 
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ploration  of  this  hypothesis  led  to  the  studies 
reported  by  one  of  us  (J.H.)  in  a series  of 
papers  between  1932  and  1938. 16-19  These 
studies  indicated  that  allergy  to  tobacco 
smoke,  in  which  nicotine  is  the  most  im- 
portant alkaloid  present,20  or  allergy  to 
nicotine  as  such  was  not  demonstrable  by 
any  available  method.  Tobacco  smoke  is 
a highly  complex  substance  and  produces 
nonspecific  irritative  reactions  when  in- 
troduced into  the  skin.  Other  investiga- 
tors found  that  no  evidence  could  be  ad- 
duced that  nicotine  is  an  antigen  or  a 
haptene.21-23  This  left  the  possibility  that 
the  untoward  reactions  from  smoking  might 
be  due  either  to  the  pharmacologic  effect  of 
nicotine  and  smoke  or  to  sensitivity  to  the 
components  of  the  tobacco  leaf  as  such. 

Extensive  investigation  of  the  pharma- 
cologic action  of  nicotine  and  tobacco  smoke 
in  experimental  animals  as  well  as  in  man 
failed  to  show  any  evidence  that  either  of 
these  substances  produces  injury  to  the 
normal  vascular  apparatus.  24-27  However, 
in  the  presence  of  organic  disease  in  the 
coronary  arteries  in  man,  regardless  of 
its  pathogenesis,  intravenous  injection  of 
0.05  to  1 mg.  of  nicotine  or  sublingual  ad- 
ministration of  nicotine  in  0.5-mg.  doses  is 
followed  by  marked  abnormalities  in  the 
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electrocardiogram  and  ballistocardiogram.28 
Electrocardiographic  disturbances  also  ap- 
pear in  dogs  subjected  to  coronary  insuffi- 
ciency produced  by  ligation  or  narrowing 
of  the  lumen  of  the  coronary  arteries  as  well 
as  in  rabbits  made  arteriosclerotic  by  a high 
cholesterol  diet  after  injection  of  nico- 
tine.29-31 

In  the  absence  of  any  proof  that  nicotine 
is  allergenic  or  that  it  can  precipitate  car- 
diovascular involvement  by  its  pharma- 
cologic action  alone,  it  seemed  logical  to 
determine  to  what  extent  hypersensitivity 
to  denicotinized  tobacco  as  demonstrated 
by  skin  tests,  history,  and  so  on,  could  be 
implicated  in  the  pathogenesis  of  diseases 
of  the  heart  and  blood  vessels  as  well  as  in 
the  lesions  of  tobacco-sensitized  animals. 

Studies  to  this  end,  utilizing  a 70  per  cent 
denicotinized  tobacco  mixture  consisting  of 
Burley,  Maryland,  Virginia,  and  Xanthis 
tobaccos,  were  carried  out  as  previously  re- 
ported, with  tests  not  only  of  smokers  with 
various  cardiovascular  disorders  but  also 
of  normal  control  smokers,  allergic  smokers, 
nonsmokers,  and  sensitized  rats.  The  re- 
sults of  these  and  similar  investigations  by 
other  workers  may  be  summarized  as  fol- 
lows: 

1.  Tobacco  extracts  were  shown  to  be 
anaphy lactogenic  in  33  per  cent  of  15  sensi- 
tized rats  as  demonstrated  by  positive 
Schultz-Dale  reactions  and  development  of 
digital  necrosis. 32 

2.  Skin  tests  of  a combined  total  of  988 
normal  nonallergic  smokers  with  tobacco 
extracts  as  reported  by  Harkavy,18  Green,33 
Romanoff  and  Rubin,34  Trasoff,  Blumstein, 
and  Marks,35  and  Fontana  et  aZ.36  disclosed 
that  an  average  of  14.8  per  cent  reacted  to 
tobacco  only. 

3.  This  percentage  was  found  to  rise  in 
constitutionally  allergic  smokers,  identified 
by  history  and  simultaneous  reactions  to 
tobacco  and  pollens,  to  32  per  cent18  and  in 
persons  with  diverse  manifestations  of 
allergy,  to  53  per  cent.36 

It  is  generally  known  that  constitutionally 
allergic  persons,  in  contrast  to  so-called 
normal  persons,  are  readily  sensitized  and  on 
intimate  or  casual  contact  are  able  to  acquire 
multiple  skin  reactions  with  reagins  (anti- 
bodies) to  various  substances  like  tobacco 
that  are  present  in  the  atmosphere  every 
day  of  the  year,  as  well  as  to  pollens  or  other 
inhalants.  While  normal  persons  can  also 


develop  positive  cutaneous  reactions,  these 
responses  are  usually  limited  to  the  sensi- 
tizing substances  to  which  they  are  exposed 
for  prolonged  periods  of  time  or  to  sub- 
stances that  are  generally  potent  sensitizers. 
About  10  per  cent  of  nonsmokers  have  posi- 
tive reactions  to  tobacco.  This  may  be 
attributed  to  an  allergic  background  of 
which  they  are  not  aware.  Such  an  ex- 
planation finds  support  in  the  fact  that  con- 
stitutionally allergic  children  who  never 
smoked  but  who  react  to  pollens  may  also 
give  positive  reactions  to  tobacco. 

In  view  of  these  facts,  the  question  nat- 
urally arises  as  to  how  to  interpret  a positive 
skin  reaction  to  tobacco  or  any  other 
allergenic  substance.  The  criterion  ac- 
cepted by  allergists  is  that  a positive  re- 
action to  a given  allergen  becomes  specific 
and  clinically  significant  only  when  cor- 
related with  symptoms  in  a particular  shock 
organ  peculiar  to  the  individual — for  ex- 
ample, lungs,  heart,  or  skin — and  with  their 
disappearance  on  removal  of  the  incrim- 
inating agent. 

Such  a correlation  has  been  described  by 
us  in  smokers  who  showed  immediate  and 
delayed  skin  reactions  to  tobacco  in 
association  with  manifestations  referable  to 
the  cardiovascular  system,  such  as  thrombo- 
angiitis obliterans,  various  cardiac  arrhyth- 
mias, angina  pectoris,  and  coronary  artery 
disease.  The  allergenic  significance  of  to- 
bacco in  these  patients  was  indicated  by  the 
presence  of  positive  cutaneous  reactions  as- 
sociated with  reagins  to  tobacco;  an  eosino- 
philic response,  characteristic  of  hyper- 
sensitivity, in  biopsies  of  the  urticarial 
wheals  following  intradermal  injections  of 
tobacco  extracts;  and  the  evocation  of 
symptoms  after  smoking  and  their  sup- 
pression following  discontinuance  of  to- 
bacco, in  reversible  states. 16 • 17  * 19 • 21 

Preparation  of  tobacco  extracts 

The  present  investigation  was  designed 
to  eliminate  the  nicotine  factor  as  much  as 
possible.  Highly  denicotinized  tobacco  ex- 
tracts were  therefore  employed  in  sensitizing 
rabbits  and  testing  patients  with  coronary 
artery  disease  for  the  presence  of  sensitivity 
to  tobacco. 

Extracts  of  the  cured  leaves  of  Burley, 
Maryland,  Virginia,  and  Xanthis  tobacco 
were  prepared  as  described  in  detail  else-  1 
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FIGURE1.  Center  well  contains  tobacco  antiserum 
from  rabbit.  Cross  reactions  to  Burley,  Maryland, 
Virginia,  and  Xanthis  tobaccos  are  indicated  by 
divergent  lines  of  precipitation  on  the  Ouchterlony 
plate. 


where.  37-  38  In  brief,  the  aqueous  extracts  of 
each  of  the  defatted  tobacco  leaves  were 
submitted  to  dialysis  for  ten  to  fourteen 
days  until  the  nicotine  content  was  reduced 
below  detectable  levels.  The  dialyzed  ex- 
tracts were  lyophilized,  and  analysis  re- 
vealed average  values  of  the  order  of  7 
per  cent  ash,  3.5  per  cent  nitrogen,  and  40 
per  cent  reducing  sugars  after  hydrolysis  in 
hydrochloric  acid.  No  free  or  bound  nico- 
tine was  detectable.  With  a spectrophoto- 
metric  method  devised  by  one  of  us  (E.P.), 
the  lyophilized  extracts  were  found  to  contain 
less  than  5 micrograms  of  nicotine  (the 
minimal  detectable  level  by  this  method) 
per  100  mg.  of  dry  weight,  or  less  than  0.005 
per  cent  nicotine.  The  extracts  were  dis- 
solved in  appropriate  buffered  saline  and 
diluted  to  contain  known  concentrations  of 
phosphotungstic-acid-precipitable  nitrogen. 
These  solutions  were  used  for  the  immuniza- 
tion of  rabbits  and  the  intracutaneous  tests 
in  patients. 

Results  of  injection  of 
extracts  in  animals 

The  result  of  sensitizing  rabbits  by  intra- 
muscular injection  of  the  highly  denico- 
tinized  tobacco  in  Freund’s  adjuvant  has 
been  previously  reported.  37  -39  In  summary, 
the  findings  were  as  follows:  Some  of  the 


sensitized  rabbits  developed  precipitating 
antibodies  to  the  individual  tobaccos  demon- 
strable by  the  gel  diffusion  technic.  The 
antibody  response  was  generally  poor  and 
irregular  because  the  tobacco  leaf  is  not  a 
good  antigen.  Nevertheless,  this  method 
also  revealed  cross  sensitization  between 
Burley,  Maryland,  and  Virginia  tobaccos. 
(Fig.  1)  The  isolated  heart  of  one  of  3 
tobacco-sensitized  rabbits  with  demonstra- 
ble antibodies  to  tobacco,  when  perfused 
according  to  the  Langendorff  technic40-  41 
with  Burley  tobacco,  disclosed  a consistent 
decrease  in  coronary  flow  (65  per  cent),  a 
significant  diminution  in  contractile  force 
(38  to  70  per  cent),  and  some  reduction  in 
the  heart  rate  (Fig.  2).  The  hearts  of  7 
normal  control  rabbits  similarly  perfused 
revealed  no  such  reactions. 

Histologic  examination  of  the  hearts  of 
the  3 rabbits  who  showed  precipitins  to 
tobacco  disclosed  coronary  sclerosis  in  1, 
myocardial  necrosis  in  the  apical  area  in 
another,  and  fibrinoid  alteration  in  the  media 
associated  with  focal  intimal  proliferation 
of  a small  coronary  artery  in  a third  (Figs. 
3,  4,  and  5). 


Clinical  studies 

In  the  present  investigation,  intracuta- 
neous tests  with  the  denicotinized  tobacco 
leaf  extracts  that  have  been  described  were 
performed  in  a group  of  57  consecutive 
male  patients  admitted  to  the  hospital  be- 
cause of  coronary  artery  disease  and  myo- 
cardial infarction.  The  diagnosis  was  sub- 
stantiated by  the  clinical  course  and  by 
positive  changes  in  the  electrocardiogram. 
The  question  of  allergy  and  of  smoking 
habits  was  investigated  in  each  case.  Every 
patient  was  tested  intradermally  with  0.02 
ml.  of  solutions  of  each  of  the  specially 
prepared  “nicotine-free”  extracts  of  Burley, 
Maryland,  Virginia,  and  Xanthis  tobacco 
in  concentrations  of  2,000  and  5,000  protein 
nitrogen  units  per  milliliter.  In  addition, 
each  patient  was  similarly  tested  with  500 
protein  nitrogen  units  per  milliliter  of  grass 
and  of  ragweed  pollen  extracts  to  ascertain 
which  subjects  were  allergic. 

The  results  of  this  study  are  summarized 
in  Table  I.  In  the  same  table  the  findings 
in  49  patients  of  the  1935  group  that  were 
previously  reported  and  whose  complete 
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NICOTINE 


20  microgram 


— 


BURLEY  TOBACCO  EXTRACT 


— 


FIGURE  2.  F = coronary  flow  and  C = contractile  force.  Flow  in  isolated  rabbit  heart  was  measured  with 
a Wilson  rotameter  and  contraction  with  a single-bridge  strain  gauge.  Both  were  recorded  simultaneously 
on  a Twin-Viso  Sanborn  unit.  Heart  rate  was  calculated  from  the  records.  Changes  in  contour  of  F curve 
after  perfusion  with  20  micrograms  of  nicotine  or  10  mg.  of  Burley  tobacco  were  not  different  from  those  ob- 
served in  control  rabbits.  With  these  doses,  change  in  C curve  does  not  differ.  In  lower  tracing  note  de- 
crease in  coronary  flow  (F)  (65  percent),  and  also  note  significant  diminution  (38  to  70  percent)  in  contractile 
force  (C)  between  arrows  and  8 to  18  per  cent  decrease  in  heart  rate  after  perfusion  with  20  mg.  of  Burley 
tobacco,  which  contains  less  than  1 microgram  of  nicotine.  Perfusion  experiments  were  carried  out  by  Mr. 
M.  Finklestein,  Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  New  York  City. 


FIGURE  3.  Coronary  vessel  of  rabbit  shows  pro- 
liferation of  fibroelastic  tissue.  Internal  elastic 
membrane  is  focally  fragmented,  and  underlying 
media  show  a loss  of  smooth  muscle  fibers  with 
little  fibrous  replacement. 


records  were  available  are  appended  for 
comparison. 

Tobacco  sensitivity.  It  is  evident  from 


Table  I that  in  the  1958  to  1959  group,  34 
of  the  57  patients,  or  about  60  per  cent,  had 
positive  skin  reactions  to  tobacco.  Indica- 
tive of  the  fact  that  tobacco  played  a major 
allergenic  role  in  the  34  tobacco-sensitive 
patients  with  coronary  artery  disease  in 
this  study  was  the  finding  that  only  4 re- 
acted to  pollens  beside  tobacco.  Thus  30 
patients,  or  52  per  cent  of  the  57,  showed 
reactions  to  tobacco  only,  as  contrasted  with 
14.8  per  cent  of  988  normal,  nonallergic 
smokers.  Of  the  entire  group,  23,  or  40 
per  cent,  showed  negative  skin  reactions  to 
tobacco.  Of  these,  17  were  smokers  and  6 
were  nonsmokers. 

Age  at  onset  of  coronary  artery 
disease.  The  average  age  of  onset  of  acute 
coronary  artery  involvement  in  smokers 
who  had  positive  skin  reactions  to  tobacco 
was  fifty-six  plus  years,  whereas  in  smokers 
nonsensitive  to  tobacco  it  was  sixty-five 
plus  years,  a difference  of  nine  years.  In 
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FIGURE  4.  Rabbit  myocardial  fiber  bundles  show 
a variety  of  regressive  changes,  including  necrosis 
and  replacement  of  cellular  fibrous  tissue. 


nonsmokers  with  negative  skin  reactions 
to  tobacco  the  average  age  of  onset  of 
coronary  disease  was  sixty-nine  plus,  a 
difference  of  thirteen  years  between  this 
group  and  the  tobacco-reacting  smokers. 

In  49  patients  with  coronary  artery  disease 
reported  in  1935  who  were  tested  with  70 
per  cent  denicotinized  tobacco  extracts 
the  onset  of  acute  coronary  symptoms  in 


FIGURE  5.  Small  coronary  artery  in  rabbit  myo- 
cardium with  fibrinoid  alteration  in  the  media 
associated  with  focal  intimal  proliferation. 


22  smokers  with  positive  skin  reactions 
was  at  about  forty-nine  plus  years  of  age, 
whereas  in  18  smokers  nonsensitive  to  tobacco 
it  was  fifty-nine  plus,  a difference  of  about 
ten  years.  In  9 nonsmokers  the  initial 
coronary  symptoms  appeared  at  the  average 
age  of  sixty-eight  plus,  a difference  of  almost 
nineteen  years  between  the  latter  and  smok- 
ers with  coronary  artery  disease  who  were 
sensitive  to  tobacco  (Table  I).  The  close 
similarity  in  the  earlier  onset  in  patients 
tested  with  70  per  cent  denicotinized  tobacco 
and  those  tested  with  more  completely 
denicotinized  extracts  suggests  that  the 
difference  in  nicotine  content  did  not  play  a 
role  in  the  skin  reactivity. 

The  results  obtained  in  the  two  series, 
1959  and  1935,  were  analyzed  statistically. 
By  the  t test,  P was  0.01,  which  indicates 
that  the  differences  between  categories  of 
patients  were  highly  significant. 

It  is  interesting  to  note  that  there  appears 
to  be  an  age  differential  of  about  six  plus 


TABLE  I.  Skin  reactions  to  tobacco  in  smokers  and  nonsmokers  with  coronary  artery  disease,  and  aver- 
age age  at  onset  of  coronary  attack 


Q 1 

XT  1 

Reaction 
to  Tobacco 

Number 

of 

Cases 

bmokers 

Percentage 
of  Total 
Cases 

Average 
Age  at 
Onset  of 
Coronary 
Attack 
(Years) 

Number 

of 

Cases 

IN  onsmokers 

Percentage 
of  Total 
Cases 

Average 
Age  at 
Onset  of 
Coronary 
Attack 
(Years) 

1959  group  (57  cases) 

Sensitive 

34 

60 

56  + 

0 

0 

Nonsensitive 

17 

30 

65  + 

6 

10 

69  + 

1935  group  (49  cases) 

Sensitive 

22 

45 

49  + 

Nonsensitive 

18 

37 

59  + 

Not  tested 

9 

18 

68  + 
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years  in  the  onset  of  coronary  artery  disease 
in  the  1935  group  as  compared  with  the 
1959.  Thus,  in  the  interval  of  twenty-four 
years,  the  age  of  onset  in  the  tobacco-sensi- 
tive group  shifted  from  about  forty-nine 
plus  in  1935  to  fifty-six  in  1959  and 
in  the  nonsensitive  smokers  from  fifty- 
nine  in  1935  to  sixty-five  in  1959;  there  was 
but  little  difference  in  the  nonsmoker  group 
— sixty-eight  years  in  1935  and  sixty-nine 
plus  years  in  1959  (Table  I).  The  change  to 
the  later  age  in  the  onset  of  acute  coronary 
involvement  in  the  tobacco-sensitive  and 
nonsensitive  groups  in  the  interval  of  twenty- 
four  years  may  be  explained  on  the  following 
grounds:  First,  the  life  span  of  the  popula- 
tion has  generally  increased  in  the  past 
quarter  of  a century.  Second,  even  though 
statistics  have  indicated  that  coronary  artery 
disease  in  smokers  appears  more  frequently 
in  younger  persons,13  as  also  was  suggested 
by  the  1935  findings,  it  is  possible  that 
because  of  hospitalization  insurance,  not 
available  to  or  not  acquired  by  older  persons, 
the  younger  patients  do  not  appear  in  public 
wards  today  but  obtain  private  care.  Thus 
the  current  ward  patients  fall  into  the  older 
age  bracket. 

Hypertension.  In  addition  to  the  vari- 
ations in  the  age  of  onset  in  the  initial 
attacks  of  coronary  artery  disease  in  smokers 
who  were  sensitive  to  tobacco  and  those  who 
were  not,  it  was  found  that  7,  or  20  per  cent, 
of  34  patients  with  coronary  artery  disease 
who  were  allergic  to  tobacco  in  the  1959 
group  had  a previous  history  or  present 
evidence  of  hypertension.  In  contrast,  9, 
or  53  per  cent,  of  17  patients  nonallergic  to 
tobacco  whose  records  were  available  and  3 
out  of  6,  or  50  per  cent,  of  nonsmokers  had 
past  or  present  evidence  of  hypertension. 
In  the  1935  group,  6,  or  27  per  cent,  of  22 
patients  with  coronary  disease  allergic  to 
tobacco  had  or  had  had  hypertension,  as 
opposed  to  13,  or  72  per  cent,  of  18  smokers 
not  allergic  to  tobacco  and  8,  or  88  per  cent, 
of  9 nonsmokers. 

Comment 

In  view  of  the  observations  that  have  been 
made,  it  would  seem  that  exposure  to  to- 
bacco, whether  through  smoking  or  injec- 
tion, may  be  followed  by  sensitization  in  the 
experimental  animal  as  well  as  in  man.  In 
the  former  it  may  be  demonstrable  by 


anaphylactic  reactions  in  various  tissues  such 
as  smooth  muscle,  heart,  and  blood  vessels. 
In  man,  hypersensitivity  to  tobacco  is  indi- 
cated by  the  presence  of  positive  skin  reac- 
tions and  by  the  evocation  after  smoking  of 
symptoms  in  the  cardiovascular  system  or 
other  shock  tissues  which  are  peculiar  to  the 
affected  person. 

Evidence  of  the  influence  of  allergy  in  the 
predisposition  to  coronary  artery  involve- 
ment in  tobacco-sensitive  patients  was  found 
not  only  in  the  immunologic  reactions  to 
tobacco  and  in  the  earlier  onset  of  coronary 
artery  disease  but  also  in  the  histories  of 
these  patients.  Thus  34  per  cent  of  57 
patients  with  cardiac  manifestations  had  a 
family  or  personal  background  of  allergy. 
This  relatively  high  incidence  of  the  constitu- 
tional stigmata  of  allergy  in  patients  with 
coronary  artery  disease — more  than  twice 
the  number  expected  on  the  basis  of  the 
incidence  in  the  general  population  and  only 
16  per  cent  less  than  recorded  in  patients 
with  asthma — deserves  due  consideration. 
It  suggests  that  in  such  allergic  persons  the 
coronary  vessels  and  the  myocardium  may 
constitute  a shock  organ  and  that  abnormal 
reactions  in  these  tissues  may  be  the  result 
of  hypersensitivity  to  various  exciting 
agents,  one  of  which — and  in  certain  cases  the 
most  important — may  be  tobacco.  This  is 
also  supported  by  the  history  of  precordial 
pain  after  smoking  in  32  per  cent  of  34 
patients  who  gave  positive  skin  reactions  to 
tobacco.  Such  a definite  history  is  im- 
portant in  correlating  the  symptoms  and  the 
positive  skin  reactions,  thus  assuring  the 
clinical  specificity  of  the  latter. 

There  are,  however,  smokers  with  coro- 
nary artery  disease  who  do  not  give  a history 
of  precordial  pain  while  smoking  and  yet 
show  positive  skin  reactions  to  tobacco.  In 
such  instances,  bearing  in  mind  the  evidence 
for  the  allergenic  specificity  of  tobacco  skin 
tests,  the  presence  of  a positive  reaction  may 
be  regarded  as  highly  suggestive  of  allergy 
to  tobacco.  It  should  also  be  noted  that 
some  persons  may  give  negative  skin  reac- 
tions to  tobacco  although  they  have  clear-cut 
symptoms  after  smoking.  Such  variations 
in  response  are  common  not  only  when  we 
deal  with  tobacco  but  also  with  any  other 
allergen  used  in  testing  allergic  persons. 

In  view  of  these  different  possibilities,  a 
diagnosis  of  specific  hypersensitivity  to  a 
suspected  excitant  is  based  on  a clinical 
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history  of  contact,  with  or  without  positive 
skin  reactions,  manifestations  following  ex- 
posure to  the  offending  agent,  and  disap- 
pearance of  symptoms  after  its  elimination. 
It  is  realized  that  in  patients  with  advanced 
coronary  artery  involvement  such  a clear-cut 
sequence  of  events  may  not  always  be  seen 
because  of  permanent,  irreversible  myo- 
cardial damage. 

Apart  from  the  evidence  of  tobacco  sensi- 
tivity in  the  allergic  smokers  with  coronary 
artery  disease,  only  a small  proportion  of 
these  patients  had  hypertension  as  compared 
with  nonsensitive  smokers  and  nonsmokers. 
While  the  data  were  incomplete  and  there- 
fore are  not  stressed,  there  also  seemed  to  be 
a lesser  percentage  of  tobacco-sensitive 
patients  with  hypercholesteremia,  36  per 
cent  of  33  as  opposed  to  53  per  cent  of  13 
nonsensitive  smokers  in  the  1959  group  for 
whom  cholesterol  levels  were  available. 
Since  both  of  these  conditions,  especially 
hypertension,  are  presumed  to  play  a major 
role  in  the  development  of  coronary  artery 
disease,  the  pathogenesis  of  this  involvement 
in  the  majority  of  the  tobacco-sensitive  sub- 
jects is  unexplained. 

It  is  realized  that  beside  hypertension  and 
hypercholesteremia  there  are  also  many  as 
yet  unknown  elements  implicated  in  coro- 
nary artery  disease  and  that  in  some  instances 
several  predisposing  factors  such  as  obesity, 
stress,  diabetes,  and  so  on,  may  operate  at 
the  same  time.  In  the  1959  series  of  57 
patients  there  were  no  obviously  obese 
patients.  There  were  2 diabetic  patients 
fifty-nine  and  sixty-three  years  of  age  in  the 
tobacco-sensitive  group  and  2 patients 
sixty-two  and  sixty-eight  years  of  age  in  the 
nonsensitive  group.  In  the  1935  group  of 
49  patients  none  of  the  patients  allergic  to 
tobacco  had  diabetes,  whereas  in  the  non- 
sensitive group  of  smokers  there  were  5 
diabetic  patients  aged  fifty-two,  fifty-four, 
fifty-nine,  sixty-eight,  and  seventy-one,  all 
of  whom  also  had  hypertension.  In  this 
connection  it  may  be  noted  that  Weinroth 
and  Hertzstein,42  who  studied  a group  of  301 
male  diabetic  patients,  found  a significantly 
higher  percentage  of  thrombosed  peripheral 
arteries  in  smokers  than  in  nonsmokers. 
This  held  true  in  all  decades  up  through  the 
seventh.  Irrespective  of  the  severity  of  the 
illness,  the  adequacy  of  diabetes  control,  and 
the  presence  of  obesity  or  hypertension,  a 
lower  frequency  of  arteriosclerosis  obliterans 


was  generally  observed  in  nonsmokers.  In 
a study  of  the  relationship  between  allergic 
manifestations,  peripheral  vascular  symp- 
toms, and  cutaneous  tobacco  reactions, 
Fontana  et  al ,36  found  that  33  per  cent  of  96 
smokers  with  a history  of  allergy  and  posi- 
tive skin  reactions  to  tobacco  developed 
peripheral  vascular  symptoms  in  contrast  to 
only  10  per  cent  out  of  291  smokers  with  an 
allergic  background  who  showed  negative 
skin  reactions.  De  Crinis  et  al ,43  reported 
that  21  out  of  32  subjects,  or  65  per  cent, 
exhibiting  positive  skin  reactions  to  tobacco 
showed  a decrease  in  blood  flow  in  the  pe- 
ripheral vessels  after  smoking,  as  compared 
with  5 out  of  48  persons,  or  10.4  per  cent, 
with  negative  skin  reactions. 

In  view  of  the  negligible  presence  of 
obesity  and  the  small  number  of  diabetic 
patients  in  the  tobacco-sensitive  groups  (2 
out  of  34  patients  in  the  1959  group  and  none 
in  the  1935  group),  as  well  as  the  distinctly 
lower  number  of  patients  with  hypertension 
in  the  tobacco-sensitive  category,  together 
with  the  earlier  onset  (nine  to  ten  years)  of 
coronary  artery  disease  in  the  latter  group  as 
compared  with  the  nonsensitive  smokers  and 
nonsmokers,  it  would  seem  that  tobacco 
allergy  may  be  an  important  contributory 
cause  in  the  development  of  coronary 
disease  in  tobacco-sensitive  persons.  As- 
suming that  this  is  so,  the  question  arises  as 
to  the  nature  of  the  basic  lesion  in  the  coro- 
nary vessels  in  such  allergic  patients,  especi- 
ally in  those  in  whom  there  is  no  hyperten- 
sion or  hypercholesteremia. 

A clue  to  the  nature  of  these  lesions  may 
be  found  in  the  reports  of  coronary  involve- 
ment in  man  following  sensitization  to  a 
variety  of  substances  such  as  immune  serum 
and  drugs  of  the  nature  of  penicillin,  the 
sulfonamides,  and  so  on.  Following  expo- 
sure to  these  agents,  reversible  reactions  due 
to  protracted  or  delayed  hypersensitiveness 
have  been  described.  These  have  been  in 
the  form  of  coronary  insufficiency  and  myo- 
cardial infarction,44  45  as  well  as  irreversible 
inflammatory  changes  characterized  by 
thickening  of  the  intima,  arteritis,  and 
periarteritis  terminating  in  sclerosis. 46 

Support  for  these  clinical  observations  is 
to  be  found  in  the  similar  experimental 
findings  of  Rich  and  Gregory,47  Fox  and 
Jones, 48  and  others.  To  these  may  be  added 
the  more  recent  studies  of  Saphir  and  his 
colleagues,  49-50  who  were  able  to  induce  in 
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rabbits  lesions  resembling  early  arteriosclero- 
sis after  prolonged  sensitization  with  horse 
serum  and  sulfathiazole  in  Freund’s  adju- 
vant, as  well  as  the  vascular  changes 
described  earlier  in  rabbits  following  sensi- 
tization to  tobacco. 37  -39  Although  the  num- 
ber of  rabbits  in  our  present  series  is  ad- 
mittedly small,  the  occurrence  of  arteritis, 
coronary  sclerosis,  and  myocytolysis  in  those 
that  developed  antibodies  to  tobacco  follow- 
ing tobacco  sensitization,  coupled  with  the 
demonstration  of  reduction  in  coronary  flow 
and  decrease  in  contractile  force  after  per- 
fusion of  the  isolated  heart  in  one  of  the 
sensitized  animals  with  homologous  antigen, 
suggests  that  tobacco  allergy  could  be  re- 
sponsible for  these  physiologic  and  path- 
ologic abnormalities.  No  such  responses 
were  elicited  on  perfusion  of  7 normal  control 
rabbits  with  tobacco  extract,  nor  have 
any  similar  abnormal  histologic  changes  in 
the  heart  been  reported  in  the  literature 
after  subcutaneous  or  intramuscular  in- 
jection of  Freund’s  adjuvant  alone. 

The  concept  that  arteritis  is  a precursor 
of  coronary  artery  disease  has  been  cham- 
pioned by  von  Albertini51-53  and  others  for 
many  years;  von  Albertini  distinguishes  a 
primary  form  of  arteriosclerosis  from  a 
secondary  one  which  is  superimposed  on  an 
intima  thickened  by  transitory  episodes  of 
repeated  inflammation.  Similar  observa- 
tions have  been  made  by  Muller, 54  Saphir 
and  Gore,55  and  Saphir,  Ohringer,  and 
Wong56  in  postmortem  examination  of 
young  adults  with  coronary  sclerosis  in 
whom  they  found  inflammatory  changes 
suggestive  of  previous  arteritis  and  peri- 
arteritis similar  to  those  seen  in  rheumatic 
fever  patients  and  in  various  types  of  hyper- 
sensitivity. 

In  the  light  of  our  studies  it  can  therefore 
be  suggested  that  the  lesions  in  the  coronary 
vessels  in  habitual  smokers  sensitive  to 
tobacco  may  also  be  in  the  form  of  an  ar- 
teritis which  may  eventually  terminate  in 
arteriosclerosis.  It  is  realized  that  the 
evidence  in  favor  of  this  concept  is  indirect. 
However,  direct  proof  of  the  effect  of  smok- 
ing or  exposure  to  nicotine  on  the  peripheral 
vessels,  which  may  be  regarded  as  the  proto- 
type of  similar  reactions  in  the  coronary 
vessels,  is  obtainable  in  tobacco-sensitive 
persons  with  peripheral  vascular  disease  who 
show  positive  skin  reactions  to  tobacco.19-  20 
It  is  well  known  that  smoking  will  cause  a 


return  of  migrating  phlebitis  and  thrombo- 
angiitis obliterans  in  the  patient  who  had 
previously  abstained.  Moreover,  patients 
with  thromboangiitis  obliterans  who  are 
hypersensitive  to  tobacco  and  who  have 
undergone  sympathectomy  show  a recur- 
rence and/or  aggravation  of  their  disease 
immediately  after  they  resume  smoking.57 
This  would  suggest  tobacco  hypersensitivity 
in  the  development  of  vascular  disease. 

Buerger58  and  Jaeger59  have  maintained 
that  where  the  lesions  of  thromboangiitis 
obliterans  are  of  long  duration,  that  is, 
measured  in  years,  thickening  of  the  intima 
with  proliferation  of  elastic  fibers  super- 
venes and  is  indistinguishable  from  arterio- 
sclerosis. In  other  words,  the  character- 
istics of  arteriosclerosis  may  develop  secon- 
darily in  vessels  previously  subjected  to 
inflammatory  disease  such  as  thrombo- 
angiitis obliterans  or  rheumatic  and  syphi- 
litic arteritis. 

The  counterpart  of  these  visible  lesions 
in  the  peripheral  vessels  of  smokers  with 
thromboangiitis  obliterans  has  been  ob- 
served by  a number  of  pathologists  in  post- 
mortem examinations  of  the  coronary  vessels 
of  such  patients.  In  histologic  examination 
of  sections  from  1 thirty-year-old  patient 
who  suffered  from  anginal  seizures  and  died 
following  a “grippe  infection,”  Saphir60 
found  typical  lesions  of  thromboangiitis 
obliterans  in  the  coronary  vessels  in  some 
areas,  and  in  other  areas  where  the  disease 
appeared  older,  he  found  lesions  easily 
confused  with  those  of  arteriosclerosis. 
These  were  associated  with  diffuse  fibrosis  of 
the  myocardium,  with  multiple  old  and  or- 
ganizing infarcts.  Similar  cases  have  been 
reported  by  Perla  and  Seligman,61  Telford 
and  Stopford,62  and  Mallory.63 

In  a review  of  the  literature  Saphir60 
found  that  coronary  arteriosclerosis  was 
seen  in  12  out  of  30  hearts  with  or  without 
coronary  thrombosis  in  young  people  with 
thromboangiitis  obliterans  who  died  before 
the  age  of  forty.  One  of  these  patients  died 
at  the  age  of  nineteen,  5 between  twenty  and 
thirty,  and  6 between  thirty  and  forty, 
indicating  a relationship  between  the  two 
conditions. 

In  view  of  the  well-documented  statistical 
evidence  that  smoking  is  associated  with  an 
earlier  incidence  and  mortality  from  coro- 
nary artery  disease,  allergy  to  tobacco,  in  the 
absence  of  other  well  known  predisposing 
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factors,  may  be  one  important  pathogenetic 
element  among  others  in  the  development 
of  coronary  artery  disease  in  tobacco- 
sensitive  smokers.  There  is  no  evidence 
thus  far  that  sensitization  to  nicotine  is 
implicated  in  this  process.  Nevertheless, 
the  pharmacologic  effects  of  this  alkaloid 
becomes  most  significant  in  the  presence  of 
hypersensitivity  and/or  organic  disease. 


Summary 

That  tobacco  hypersensitivity  is  a factor 
in  cardiovascular  disorders  in  man  is  sup- 
ported by  the  following  observations: 

1.  Exposure  to  tobacco  may  provoke 
symptoms  in  specific  shock  tissues,  that  is, 
the  heart  and  the  coronary  or  peripheral 
vessels. 

2.  Abstention  from  smoking  causes  clin- 
ical remissions  in  the  functional  and  reversi- 
ble reactions  in  these  shock  organs  and  may 
arrest  the  progress  of  diseases  such  as 
thromboangiitis  obliterans,  angina  pectoris, 
and  so  on. 

3.  Positive  skin  reactions  are  correlated 
with  suspected  clinical  allergy. 

4.  Reagins  specific  for  various  types  of 
tobacco  are  demonstrable  by  passive-transfer 
tests. 

Investigation  of  106  patients  with  coro- 
nary artery  disease,  57  during  1958  to  1959 
and  49  during  1935,  indicated  that  the  onset 
of  acute  coronary  involvement  in  allergic 
smokers  with  positive  skin  reactions  to 
tobacco  in  each  group  occurred  about  nine  to 
ten  years  earlier  than  in  nonallergic  smokers 
with  negative  skin  reactions  and  some  thir- 
teen to  nineteen  years  sooner  than  in  non- 
smokers  who  had  negative  skin  reactions  to 
tobacco.  The  results  in  each  category  were 
found  to  be  statistically  significant  at  the 
0.01  level.  The  majority  of  tobacco- 
sensitive  patients  with  coronary  artery 
disease  in  this  group  were  normotensive,  in 
contrast  to  nonallergic  smokers  with  coro- 
nary artery  disease  in  whom  hypertension  was 
dominant.  Since  hypertension,  generally 
regarded  as  one  of  the  major  causes  in  coro- 
nary artery  disease,  was  absent  in  most  of  the 
hypersensitive  smokers  investigated,  and 
other  conditions  such  as  obesity  and  dia- 
betes were  negligible,  it  is  possible  that 
tobacco  allergy,  in  addition  to  other,  as  yet 
unknown  factors,  may  play  a significant  role 


in  the  pathogenesis  of  coronary  artery  dis- 
ease in  patients  sensitive  to  tobacco. 
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Fertility  recovery  reported 


The  recovery  of  fertility  in  five  men  who 
became  sterile  as  a result  of  a radiation  accident 
at  an  Oak  Ridge,  Tennessee,  nuclear  plant  has 
been  reported  in  the  Journal  of  the  American 
Medical  Association. 
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sterile  within  nine  months  and  remained  sterile 
for  more  than  two  years.  Three  years  and  five 
months  after  the  accident,  reproductive  capacity 
of  the  five  men  “ranged  from  satisfactory  to 
excellent  as  measured  by  all  available  stand- 
ards.” 

Damage  to  reproductive  tissue,  while  much 
more  protracted  than  that  to  other  tissues,  is 
reversible.  It  is  impossible  to  speculate  on 
genetic  effects,  although  the  superficial  shape  of 
mature  male  sex  cells  after  recovery  does  not 
seem  to  be  affected. 
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Hospital  and  New  England  Baptist  Hospital  ; 
Director,  Overholt  Thoracic  Clinic 


Seven  score  and  fifteen  years  ago 
today,*  Abraham  Lincoln,  the  great  eman- 
cipator was  born.  By  a remarkable  coinci- 
dence, Charles  Darwin,  who  emancipated 
science  and  men’s  minds,  was  born  the  same 
day  and  year.  Today,  we  are  in  need  of 
further  emancipation  of  men’s  minds  and  of 
their  lungs  and  hearts. 

Now  we  are  involved  with  perhaps  the 
greatest  public  health  problem  ever  known. 
The  world-wide  cigaret  habit  has  had  such 
an  insidious  development  and  has  become  so 
firmly  entrenched  that  we  still  have  no 
proper  perspective  of  it.  Pulmonary  cancer, 
emphysema,  and  cor  pulmonale  are  causally 
related.  Other  degenerative  diseases  are 
aggravated  by  it;  these  include  coronary 
spasm  and  thrombosis,  circulatory  disturb- 
ances, peptic  ulcer,  and  so  forth.  Quanti- 

* Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Chest  Diseases,  February  12,  1964. 


tatively,  the  resulting  wide  devastation  is  far 
greater  than  smallpox  or  the  plague  ever  was. 
Only  a few  years  ago,  daily  headlines 
screamed  of  epidemics  of  poliomyelitis. 
The  death  and  the  crippling  of  children  is 
tragic  but  has  never  been  economically 
important.  The  cigaret  death,  however,  hits 
the  head  of  the  family,  the  wage  earner,  and 
the  leader.  It  punches  a hole  in  the  great 
interlocking  economic  framework  on  which 
our  modern  complex  life  depends.  Thirteen 
years  ago,  much  publicity  illuminated  the 
loss  through  lung  cancer  of  a great  and 
guiding  figure  in  our  international  relations. 
Only  recently  there  have  been  scores  of  im- 
portant and  potentially  great  men  cut  down 
more  quietly.  The  worlds  of  sport,  medi- 
cine, communications,  entertainment,  the 
military,  and  others  have  paid  human  sacri- 
fice to  the  cigaret.  We  will  never  know 
how  many  thousands  have  died  on  the 
threshold  of  accomplishment. 

In  contrast,  advertising  has  created  a 
smoking  super-race  which  must  be 
dethroned.  Coaches  have  always  known 
instinctively  that  cigarets  diminish  full 
physiologic  performance,  yet  Saturday’s 
heroes  tell  our  young  to  light  up.  On  the 
stage  and  screen,  not  only  the  sophisticated 
good  guys  but  also  the  virile  bad  guys  main- 
tain a perpetual  semaphore  of  smoke.  The 
beautiful  double-breasted  movie  star  seduc- 
tively suggests  that  the  adolescent  cuddle  up 
with  her  and  a full-flavored  smoke,  but  she 
does  not  explain  that  the  lung  is  nature’s 
final  filter. 


Need  for  legislation? 

Who  will  be  the  emancipator?  Certainly, 
government  cannot  and  will  not.  The  Mon- 
day after  the  report  of  the  Presidential 
Survey,  that  ubiquitous  and  anonymous 
“source  close  to  the  White  House”  said  that 
if  Health,  Education,  and  Welfare  started 
anything,  they  would  find  their  appropria- 
tion cut  so  fast  they  would  not  only  be  short 
of  funds  but  also  short  of  breath.  In  this 
war  of  attrition  which  is  going  to  last  at 
least  a generation,  the  medical  profession 
must  be  the  leader,  the  emancipator.  We 
should  take  the  initiative  now  and  we  must 
not  lose  it. 

How  can  we  emancipate?  We  must  ap- 
proach legislation  without  fanaticism.  Cer- 
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tainly,  vending  machines  must  be  abolished 
to  cut  off  the  supply  to  the  ten-  and  twelve- 
year-olds.  A substantial  tax  raise  should 
not  be  difficult  to  enact  since  in  this  case  it 
can  be  done  righteously,  and  the  primary 
target  will  be  school  children  most  of  whom 
are  both  poor  and  voteless.  Brainwashing 
by  television  and  phony  advertisements  in 
the  press  should  be  curbed.  There  will  be 
vigorous  fights  by  the  industry  against  such 
acts,  but  they  should  eventually  pass  if  we 
continually  make  it  clear  that  voting  against 
them  is  like  voting  for  pyromania. 

Physicians'  role 

If  we,  as  physicians,  are  to  lead  the  way, 
we  can  certainly  do  more  in  the  area  of  pre- 
vention by  individual  health  education  than 
we  can  by  therapeutic  advice  after  degenera- 
tive changes  have  accumulated.  These 
steps  can  be  taken  now: 

1.  Advise  relatives,  friends,  and  patients 
convincingly  of  the  immediate  and  long-term 
ill  effects  of  smoking. 

2.  Create  ‘‘no  smoking”  areas  where 
you  have  jurisdiction  or  influence,  such  as 
your  own  office,  hospitals,  and  clinics. 

3.  Participate  in  educational  programs  in 
your  community,  particularly  schools, 
church  groups,  and  clubs. 

4.  Set  an  example  at  least  in  the  presence 
of  patients  and  nurses. 

Our  strongest  weapons  in  this  war  of  attri- 
tion are  example  and  education.  We  must 
avoid  any  Carry  Nation  type  of  prohibition, 
since  the  Volstead  age  has  taught  us  that 
extremes  breed  extremes.  We  must  be  con- 
stant, and  we  must  maintain  the  initiative. 

I know  that  many  of  you  doctors  cannot 
or  will  not  stop  smoking,  but  I am  sure  that 
only  a handful  of  diehards  (I  use  the  expres- 
sion advisedly)  still  profess  innocence  of  the 
habit.  One  inexcusable  refuge  is  the  fatalis- 
tic excuse  that  death  is  inevitable,  and  it 
might  as  well  be  from  cigarets.  Even  in  the 
lay  person,  this  is  cowardly  evasion;  but 
for  you  men  trained  in  preventive  medicine, 
it  is  unpardonable.  You  do  not  refuse  vac- 
cination or  eat  undercooked  pork  because  of 
fatalism.  You  men  know  the  agony  of  spine 
and  liver  metastasis.  You  know  the  long 
and  dreadful  suffocation  of  emphysema. 

We  must  set  an  example.  Those  of  you 
who  will  stop  smoking  will  help  most. 
Those  of  you  who  will  hide  your  smoking  will 


help  a little.  And  many  of  you  who  still 
smoke  openly  soon  will  help,  by  your 
martyrdom. 

135  Francis  Street 

Discussion 

Alvan  L.  Barach,  M.D.,  New  York  City. 
The  intention  of  this  discussion  is  to 
present  studies  that  will  cast  considerable 
doubt  on  the  advisability  of  passing  resolu- 
tions against  all  cigaret  smoking.  The  re- 
sponsibility of  the  physician  is  to  preserve 
his  own  individual  judgment  rather  than  be 
overwhelmed  by  crusaders  who  have  taken 
the  stage  at  this  timely  moment  to  warn  the 
medical  public  of  martyrdom  unless  we  stop 
smoking  and  all  embrace  cigaret  abstinence. 

First  of  all,  there  is  no  secure  evidence  that 
smoking  without  drawing  smoke  into  the 
lungs  causes  cancer  of  the  lung,  heart  disease, 
pulmonary  emphysema,  chronic  bronchitis, 
or  allied  syndromes.  Since  there  is  available 
a method  of  determining  whether  or  not 
smoke  reaches  the  alveoli,  the  results  of 
technics  of  nonirritant  smoking  require  in- 
vestigation before  advocating  the  abolition 
of  smoking  for  70  million  Americans. 

In  a study  made  during  World  War  II  it 
was  found  that  medical  students  who 
thought  they  inhaled  revealed  a wide  varia- 
tion in  the  extent  to  which  smoke  reached 
the  depths  of  the  lungs;  thus,  the  carbon 
monoxide  concentration  of  the  arterial  blood 
after  smoking  20  cigarets  varied  between  2 
and  12  per  cent.®  Cigaret  smoke  contains 
less  than  1 per  cent  carbon  monoxide  and  it 
is  almost  wholly  absorbed  in  the  lung  capil- 
laries. 

Findings  on  noninhalers 

The  reports  on  mortality  rates  of  inhalers 
and  noninhalers  are,  therefore,  open  to  some 
question.  Nevertheless,  in  the  Canadian 
study  described  in  the  Surgeon  General's 
report,  Smoking  and  Health ,b  there  was  no 
perceptible  difference  in  the  death  rate  of 
the  nonsmoker  and  the  veteran  who  smoked 
20  to  39  cigarets  daily  without  inhaling,  or 
1.0  to  1.03.  This  result  refers  to  lifetime 
smoking.  Although  the  death  rate  of  the 
American  smoker  is  higher,  the  inhaling 
smoker  had  almost  a twofold  increase  over 
the  noninhaler,  2.3  to  1.3/  The  degree  of 
inhaling  could  not  be  determined  in  this 
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questionnaire  kind  of  study;  obviously,  a 
more  efficient  technic  of  preventing  access  of 
smoke  into  the  lungs  might  well  have  pro- 
duced different  findings. 

Because  of  the  stronger,  more  irritating 
nature  of  cigar  smoke,  the  reports  of  inhala- 
tion may  be  more  accurate.  It  is  pertinent 
to  this  discussion  to  make  reference  to  the 
lower  than  expected  death  rate  in  the  pipe 
and  cigar  smoker  who  does  not  inhale. 
With  1.0  as  the  death  rate  of  the  nonsmoker, 
the  death  rate  of  the  noninhaling  pipe  and 
cigar  smoker  was  reported  as  0.8  and  0.89 
respectively  as  compared  to  1.0  to  1.37  for 
the  inhaling  smoker.  It  is  of  interest  that  the 
ex-pipe  smoker  and  the  ex-cigar  smoker  has 
a higher  mortality  rate  than  the  current  pipe 
and  cigar  smoker/  These  smokers  who  do 
not  inhale  may  provide  themselves  with  the 
“beneficial  effects  of  tobacco,”  as  described 
in  the  Surgeon  General’s  report  as  follows: 

Medical  perspective  requires  recognition  of 
significant  beneficial  effects  of  smoking,  pri- 
marily in  the  area  of  mental  health. 

These  benefits  originate  in  a psychogenic 
search  for  contentment  and  are  measurable 
only  in  terms  of  individual  behavior.  Since 
no  means  of  quantitating  these  benefits  is 
apparent,  the  committee  finds  no  basis  for  a 
judgment  which  would  weigh  benefits  versus 
hazards  of  smoking  as  it  may  apply  to  the 
general  population. 

In  an  investigation  of  a technic  of  nonin- 
haling smoking  in  cough-susceptible  sub- 
jects, it  was  found  that  cough  was  never 
precipitated  if  the  subject  took  a puff  of 
smoke  into  the  mouth,  closed  the  lips  firmly, 
and  then  inhaled  air  deeply  through  the 
nose/  That  this  simple  and  moderately 
appealing  technic  could  be  used  without  any 
smoke  reaching  the  depths  of  the  lungs  was 
proved  in  studies  by  Bickerman,  Reilly,  and 
Barach/  in  which  the  blood  carbon  monoxide 
was  found  to  be  unchanged  when  measured 
after  smoking  10  cigarets  in  this  manner. 

Approximately  40  per  cent  of  the  patients 
were  successful  in  switching  over  to  this 
nonirritant  method  of  smoking.  It  was  also 
indicated  that  the  smoke  did  not  pass  the 
pharynx  or  get  into  the  larynx  by  the  fact 
that  the  symptom  of  clearing  the  throat 
stopped  within  a month.  Irritation  is  due 
to  the  formation  of  mucus  on  the  posterior 
pharynx  in  people  sensitive  to  tobacco 
smoke. 

Noninhaling  smoking,  as  was  expected, 
was  not  found  to  alter  the  function  of  the 


lungs  when  respiratory  function  tests  were 
made/ 

In  the  American  Cancer  Society  pamphlet 
on  cigaret  smoking  issued  in  1963/  the  ex- 
pected difference  in  the  mortality  rate  of 
men  age  thirty-five  to  sixty-five  years  was 
said  to  be  2 per  cent  higher  for  the  pipe  and 
cigar  smoker  than  the  nonsmoker,  23  to  25 
per  cent,  and  an  additional  2 per  cent  in- 
crease in  men  who  smoke  up  to  9 cigarets 
daily  (27  per  cent).  These  figures  were  not 
broken  down  into  the  inhaling  and  nonin- 
haling smokers. 

If  we  were  to  assume  that  a controlled 
investigation  of  noninhaling  smoking  were 
actually  carried  out,  checked  by  blood 
carbon  monoxide  measurements  in  each 
individual  on  at  least  one  occasion,  it  is 
possible  that  the  present  relatively  favorable 
figures  for  the  noninhaling  pipe  and  cigar 
smoker  could  be  duplicated  in  the  noninhal- 
ing cigaret  smoker.  An  investigation  of  this 
kind  is  needed. 

The  data  presented  in  this  discussion 
clearly  indicate  the  importance  of  research 
into  technics  of  noninhaling  smoking.  More 
publicity  on  nonirritant  smoking  would  be 
of  value  to  the  lay  public.  There  is  no 
justification  for  condemnation  of  physicians 
who  have  sought  relatively  safe  and  perhaps 
beneficial  methods  of  smoking.  The  major- 
ity of  American  men  in  this  country  are 
smokers  of  cigarets.  Those  who  preach 
cigaret  abstinence  are  unrealistic  in  advocat- 
ing a wholesale  abolition  of  cigaret  smoking. 

Need  for  moderation 

This  is  a scientific  rostrum,  I hope,  and 
not  a pulpit.  As  physicians,  we  must  be 
careful  not  to  condemn  the  nonirritant 
smoking  of  the  noninhaler  just  because 
excessive  inhaling  of  cigarets  is  harmful. 
Nor  should  we  support  a war  against  enjoy- 
ment unless  harm  can  be  demonstrated  in 
each  individual  case.  As  doctors,  we  possess 
a notable  charismatic  power:  Our  extra- 

medical influence  is  vast.  It  would  be  a sad 
reflection  on  our  profession  if  we  were  to 
become  a symbol  of  opposition  to  the  search 
for  contentment,  the  basic  cause,  according 
to  the  report  of  the  Surgeon  General’s 
committee,  of  the  desire  to  smoke.  The 
doctor  may  properly  ask  himself  the  ques- 
tion: Is  an  uncompromising  condemnation 

of  cigaret  smoking  justified,  including  non- 
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inhaling  smoking  and  including  a technic  of 
smoking  in  which  smoke  particles  do  not 
enter  the  lungs?  If  the  doctor  does  not 
employ  a spirit  of  moderation  in  this  respect, 
the  general  public,  once  properly  informed 
by  published  scientific  evidence,  will  ques- 
tion the  present  medical  outcry  against  all 
smoking  as  it  did  finally  the  similar  attitude 
of  those  who  put  across  Prohibition  in  this 
country.  Once  on  a time  there  were  laws 
in  14  states  against  cigaret  smoking,  all 
revoked  by  the  year  1921. 

The  motivation  of  cigaret  abstentionists 
will  also  be  questioned  if  there  are  clinics 
devoted  only  to  the  abolition  of  smoking  and 
not  to  safer  methods  of  smoking,  such  as 
noninhaling.  The  evidence  is  now  adequate 
to  substantiate  beyond  a doubt  that  it  is 
more  healthful  to  smoke  without  smoke 


Productivity  at  peak 

Persons  in  their  most  productive  years  com- 
prise nearly  45  per  cent  of  the  population  of  the 
United  States,  according  to  statisticians  of 
Metropolitan  Life  Insurance  Company. 

At  present,  about  85  million  people  in  the 
country  are  in  the  age  range  from  twenty-five  to 
sixty-four  years.  Their  number  is  expected  to 
exceed  90  million  by  1970  and  to  reach  106 
million  in  1980.  Much  of  the  growth  seen  for 
the  1970’s  will  result  from  a sharp  rise  of  persons 
at  ages  twenty-five  through  thirty-four. 

As  the  record  numbers  of  children  bom  follow- 
ing World  War  II  pass  their  twenty-fifth  birth- 
day, the  population  in  the  twenty-five  through 
thirty-four-year  age  group  is  expected  to  in- 
crease from  about  25  million  in  1970  to  more 


entering  the  lungs.  I pose  the  question: 
Why  is  smoking  without  inhaling  not  empha- 
sized as  a public  health  measure? 
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than  36  million  in  1980,  or  nearly  five  times  the 
growth  anticipated  for  the  1960  to  1970  period, 
the  statisticians  said. 

An  opposite  trend  is  appearing  in  the  popula- 
tion at  ages  thirty-five  to  forty-four.  In  1970 
there  will  be  1,100,000  fewer  persons  of  these 
ages  than  there  were  in  1960,  principally  because 
of  the  decline  in  births  during  the  late  1920’s 
and  early  1930’s,  the  statisticians  said.  How- 
ever, this  age  group  will  increase  in  the  1970’s  to 
reach  an  estimated  total  of  more  than  25  million 
at  the  end  of  the  decade. 

Still  another  growth  pattern  is  expected  for 
the  population  at  ages  forty-five  through  sixty- 
four,  the  statisticians  said.  The  number  of 
persons  in  this  group  will  increase  almost  17  per 
cent  between  1960  and  1970,  but  in  the  following 
decade  the  increase  will  slacken  to  less  than  five 
per  cent. 


1300  New  York  State  Journal  of  Medicine  / June  1,  1964 


Evolution  of  Anesthesia 
for  Neurosurgery 

MAX  SCHAPIRA,  M.D. 
The  Bronx,  New  York  City 

Director,  Department  of  Anesthesiology, 
Montefiore-Morrisania  Affiliation 


A COMMISSION  OF  NEUROANESTHESIA  was 

founded  on  July  9,  1960,  in  Antwerp,  Bel- 
gium, by  a group  of  anesthesiologists  from 
nine  countries.  Its  purpose  was  to  further 
the  teaching  of  neuroanesthesia  and  research 
in  this  field.  One  may  question  the  need  of 
the  formation  of  such  a commission.  It 
could  be  argued  that  neuro  anesthesia  is  part 
of  the  larger  field  of  anesthesiology,  not  very 
different  from  other  types  of  anesthesia,  and 
that  the  objectives  of  the  newly  formed 
commission  could  be  achieved  very  well 
within  the  framework  of  the  already  existing 
anesthesia  societies.  However,  any  anes- 
thesiologist who  has  been  involved  to  any 
extent  in  the  administration  of  neuro  anes- 
thesia realizes  that  it  presents  problems  not 
encountered  in  any  other  type  of  narcosis. 
No  matter  how  well  qualified  he  may  be  in 
other  fields  of  anesthesia,  an  anesthesiologist 
who  only  occasionally  has  used  anesthesia 
for  neurosurgery  is  not  able  to  handle  him- 
self too  well  when  faced  by  these  problems. 

Another  point  in  favor  of  the  establish- 
ment of  a commission  for  neuroanesthesia  is 
that  only  very  few  medical  centers  through- 
out the  world  have  extensive  neurosurgical 
services  where  neuroanesthesia  can  be  effec- 
tively taught  or  where  facilities  are  available 
for  research  in  this  field. 

It  is  therefore  not  surprising  to  find  that 
as  a rule  anesthesiologists  are  rather  reluc- 


tant to  administer  anesthesia  for  neuro- 
surgery and  also  that  all  types  of  anesthetic 
agents  and  technics  are  used  for  it.  As 
recently  as  1959  Carnegie1  stated  that  there 
is  no  anesthetic  of  choice  for  neurosurgery 
and  that  technics  vary  according  to  the 
patient  and  anesthesiologist. 

With  this  in  mind,  we  tried  to  trace  the 
beginning  of  neuroanesthesia  and  to  follow 
up  the  development  of  this  field  to  the 
present  time. 

Early  history  of  neuroanesthesia 

There  was  no  anesthesia  for  neurosurgery 
or  any  other  type  of  surgery  available  until 
1842,  when  Crawford  W.  Long,  M.D.,  ad- 
ministered ether  anesthesia  to  a patient  for 
the  first  time  in  history. 

The  development  of  neuroanesthesia  is 
intimately  linked  to  the  development  of 
neurosurgery  itself,  as  is  so  well  brought  out 
by  Walker.2  It  is  known  that  some  types 
of  neurosurgical  procedures  were  performed 
thousands  of  years  ago,  primarily  trephining 
of  the  skull  and  other  forms  of  treatment  of 
head  and  spine  injuries.  These  were  men- 
tioned as  early  as  400  B.  C.  by  Greek  and 
Roman  authors.  The  Greeks  and  Romans 
were  apparently  skillful  in  the  art  of  trephin- 
ing. However,  there  is  no  mention  made  of 
any  kind  of  intracranial  surgery.  The  lack 
of  proper  anesthesia,  of  course,  had  a retard- 
ing effect,  although  the  narcotic  effect  of 
mandrake,  henbane,  opium,  and  alcohol  were 
already  known.  It  is  possible  that  pressure 
on  the  carotid  artery  was  used  to  produce  a 
state  of  unconsciousness,  as  the  Greek  word 
for  carotid  artery  means  the  “artery  of 
sleep.”  However,  none  of  these  methods 
was  good  enough  to  produce  adequate  an- 
esthesia, and  the  surgeon  undoubtedly  had  to 
hurry  through  the  operation. 

Trephination  of  skulls,  however,  was  per- 
formed not  only  in  ancient  Greece  and  Rome 
but  also  in  various  other  parts  of  the  world. 
Ancient  trephinated  skulls  have  been  found 
in  Peru  and  France.  There  is  no  evidence 
to  assume  that  any  form  of  anesthesia  was 
available  to  neolithic  man  in  Peru  or  in 
Europe.  Coca  leaves,  containing  cocaine, 
however,  were  known  to  them  and  may  have 
been  used. 

In  contrast  to  the  highly  developed  med- 
ical skills  during  Greek  and  Roman  times, 
medical  advancement  gradually  came  to  a 
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halt  with  the  decline  of  the  Roman  Empire. 
During  the  Byzantine  period  medical  knowl- 
edge deteriorated.  Medical  writers  in  the 
seventh  century  frequently  referred  to  Hip- 
pocrates and  Galen  but  had  few  original 
observations  to  offer.  From  the  fourth 
century  on,  the  influence  of  the  Church  on 
medicine  became  manifest.  Surgery  was 
performed  by  monks  for  nearly  a thousand 
years.  After  this  period,  it  was  relegated  to 
lay  practitioners,  some  of  whom  had  very 
poor  training  indeed.  The  age  of  poor 
medicine  and  surgery  came  to  an  end  when 
a medical  school  opened  in  Salerno,  Italy, 
which  led  the  revival  of  European  medicine 
and  transmitted  its  spirit  of  learning  far  and 
wide  at  the  beginning  of  the  Renaissance. 

During  this  time,  anesthesia,  of  course, 
was  nonexistent,  but  there  is  occasional 
mention  of  the  use  of  narcotic  drugs.  One 
interesting  account  comes  from  the  Hindus. 
In  927  A.  D.  two  surgeons  operated  on  the 
King  of  Dhar  after  inducing  anesthesia  by 
administering  a drug  called  samohini.  They 
trephined  the  skull,  removed  the  tumor,  and 
closed  the  wound  by  stitching.  Another 
drug  was  used  to  revive  the  patient.  As  in 
ancient  times  the  drugs  used  for  reducing 
the  pain  of  surgery  were  mandrake,  cannabis 
indica,  henbane,  opium,  and  wine,  none  of 
which  was  really  satisfactory. 


Development  of  modern 
neuroanesthetic  agents 

For  almost  five  hundred  years  no  funda- 
mental advance  took  place  in  neurosurgery 
until  the  beginning  of  the  Renaissance. 
Anatomic  knowledge  of  the  brain  during  this 
period  was  too  superficial  to  form  a basis 
for  neurosurgery.  About  the  middle  of  the 
fourteenth  century  the  ban  on  human  dissec- 
tion was  lifted,  and  such  outstanding  anato- 
mists as  Vesalius,  Fallopius,  Eustachius, 
Willis,  Sylvius,  and  Morgagni  began  to  study 
the  anatomy  of  the  nervous  system.  In 
1765  Cotugno  described  the  existence  and 
composition  of  cerebrospinal  fluid.  Tech- 
nical advances  were  of  great  aid  in  the  study 
of  histologic  changes  in  the  nervous  system. 

Perhaps  the  most  important  factor  in  the 
further  advance  of  neurosurgery  was  the 
introduction  of  anesthesia.  In  the  beginning 
of  the  nineteenth  century,  if  relaxation  of 


the  patient  was  desirable,  he  was  intoxicated 
with  alcohol  or  drugged  with  opium.  Sir 
Humphrey  Davey  was  the  first  to  point  out 
that  nitrous  oxide  produced  a state  of  in- 
sensibility. In  1844  Horace  Wells,3  a den- 
tist, experimented  with  nitrous  oxide  as  an 
anesthetic  agent.  Dr.  Long  of  Danielsville, 
Georgia,  used  ether  in  the  years  1842  to  1843 
for  general  anesthesia,  and  on  October  16, 
1846,  W.  T.  G.  Morton,  also  a dentist,  ad- 
ministered an  anesthetic,  sulfuric  ether,  to 
a patient  at  the  Massachusetts  General 
Hospital. 

About  this  time  another  anesthetic  agent 
made  its  appearance  and  became  a strong 
competitor  of  ether.  Chloroform,  which  had 
been  prepared  by  Liebig  in  Germany  in 
1832,  by  Samuel  Guthrie  in  the  United 
States,  and  by  Soubeiran  in  France  in  1831, 
was  named  by  Alexandre  Dumas,  who  also 
described  its  physical  and  chemical  proper- 
ties. The  anesthetic  properties  of  chloro- 
form were  discovered  by  Flourens  in  1847, 
and  in  the  same  year  it  was  used  for  the  first 
time  as  an  anesthetic  agent  by  Simpson  and 
his  assistants,  Matthew  Duncan  and  George 
Keith.  Within  a few  months  of  its  dis- 
covery, it  became  extremely  popular  and  for 
a while  almost  completely  overshadowed 
ether.  From  this  time  on  a continuous  de- 
bate was  in  progress  regarding  the  relative 
merits  of  chloroform  and  ether. 

Victor  Horsley,  one  of  the  founders  of 
neurosurgery  as  a separate  specialty  in  Great 
Britain,  experimented  with  chloroform  and 
ether  in  animals  from  1883  to  1885.  He 
concluded  that  in  spite  of  the  greater  safety 
of  ether  it  was  not  to  be  recommended  be- 
cause it  produced  a rise  in  blood  pressure 
and  an  increase  in  blood  viscosity,  with 
resulting  additional  hemorrhage.  He  also 
claimed  that  ether  was  responsible  for  post- 
operative excitement,  headache,  and  vomit- 
ing. 

Because  morphine  sulfate  constricted 
cerebral  vessels,  Horsley  suggested  the  com- 
bined use  of  morphine  sulfate  and  chloro- 
form and  in  1887  used  this  technic  for  the 
first  time  to  remove  spinal  cord  tumors  and 
perform  craniotomies.  Later,  he  abandoned 
the  use  of  morphine  because  of  its  depressing 
effects  on  the  respiratory  center.  Hartley, 
Kenyon,  and  Krause,  other  prominent 
neurosurgeons  of  that  era,  preferred  to  use 
chloroform  alone.  They  felt  that  because 
it  brought  about  a slight  fall  in  blood  pres- 
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sure,  chloroform  produced  less  bleeding; 
that  its  use  did  not  result  in  bronchorrhea  or 
postoperative  excitement;  and  that  it 
caused  less  headache  and  less  vomiting.  In 
the  United  States,  however,  ether  was  the 
preferred  agent.  Harvey  Cushing,  pioneer 
neurosurgeon  in  this  country,  felt  that  ether 
was  safer  and  used  chloroform  only  occasion- 
ally. 

These  were  the  early  days  of  neuroanes- 
thesia and  neurosurgery.  From  this  time 
on  neuroanesthesia  went  through  various 
stages  of  development  which  just  a few  years 
ago  reached  the  point  where  a nearly  ideal 
type  of  anesthesia  for  neurosurgery  can  be 
administered.  During  this  period  every 
type  of  anesthetic  agent  and  technic  was 
used,  indicating  that  there  was  as  yet  no 
ideal  anesthetic  agent  and  technic  for  neuro- 
surgical procedures. 

Early  in  the  twentieth  century  local 
anesthesia  gained  popularity  with  many 
neurosurgeons.  Cocaine  was  discovered  in 
1860  by  Nieman,  who  purified  and  named  it. 
It  was  introduced  into  surgery  in  1884  by 
Roller,  who  used  it  in  ophthalmology  at  the 
suggestion  of  Sigmund  Freud.  In  1904  in 
an  intracranial  operation  Heidenhain  in- 
jected 0.5  per  cent  of  cocaine  with  1 to  2 
drops  of  epinephrine  per  cubic  centimeter 
under  the  galea.  In  1905  procaine  was 
synthesized  by  E inhorn  and  immediately 
gained  acceptance.  Braun  reported  that  in 
1909  he  used  0.5  per  cent  of  procaine  with 
1 to  2 drops  of  epinephrine  per  cubic  centi- 
meter. Cushing,  who,  as  mentioned  before, 
preferred  ether  anesthesia  in  his  early  years, 
occasionally  employed  procaine,  especially 
for  second-stage  craniotomies. 

In  1917  Cushing  recommended  local  anes- 
thesia for  all  types  of  neurosurgery.  The 
greatest  proponent  of  local  infiltration  anes- 
thesia was  DeMartel,  who  in  1913  adopted 
this  method  for  all  types  of  neurosurgery, 
including  craniotomies.  Sachs  stated  that 
he  used  local  anesthesia  with  procaine  from 
1917  until  1926,  when  tribromoethanol 
(Avertin)  was  discovered. 

Although  local  infiltration  anesthesia  now 
has  been  abandoned  as  the  anesthetic  of 
choice  for  neurosurgical  procedures,  there 
still  is  a place  for  this  type  of  anesthesia. 
It  can  be  used  whenever  general  anesthesia 
is  contraindicated  for  minor  procedures  such 
as  ventriculograms  or  encephalograms  or 
when  the  cooperation  of  a conscious  patient 


is  required,  as  in  chemopallidectomy  or  in 
operations  for  epilepsy. 

As  the  popularity  of  local  anesthesia 
waned,  tribromoethanol  became  the  most 
popular  drug.  It  was  synthesized  by  Will- 
staetter  and  Duisburg  in  1923  and  was  first 
used  as  a sole  anesthetic  agent  by  Butzen- 
geiger  and  Eichholtz  in  1927.  It  was  ad- 
ministered rectally  and  gained  favor  with 
Dandy,4  a prominent  neurosurgeon  at  the 
Johns  Hopkins  Hospital,  who  in  1931  de- 
scribed the  technic  of  administering  it. 
Davidoff5  found  that  patients  occasionally 
woke  up  after  tribromoethanol  induction 
and  therefore  used  it  only  in  combination 
with  a local  anesthetic. 

One  of  the  reasons  for  the  popularity  of 
tribromoethanol  was  the  impression  that  it 
lowered  the  intracranial  pressure.  We  know 
now  that  it  is  probably  the  only  anesthetic 
agent  that  will  raise  the  intracranial  pres- 
sure. Other  objections  to  the  use  of  tri- 
bromoethanol are  the  following:  First,  in- 
dividual reactions  to  it  vary  greatly,  and 
once  the  drug  is  administered  it  is  beyond 
recovery  or  control.  Second,  it  depresses 
respiration  and  circulation  and  does  not 
decrease  the  incidence  and  severity  of  post- 
operative respiratory  complications.  Third, 
it  increases  the  problems  of  postoperative 
nursing  care.  Fourth,  it  is  contraindicated 
in  pathologic  conditions  of  the  liver  and  the 
lower  intestinal  tract  and  is  not  readily 
eliminated  in  patients  with  low  metabolic 
rates. 

Numerous  other  anesthetic  agents  were 
used  besides  the  drugs  that  have  been  men- 
tioned. Trichloroethylene  (Trilene)  was 
considered  a satisfactory  agent  and  was  used 
together  with  nitrous  oxide  and  oxygen  for 
neurosurgery,  especially  in  the  British  Com- 
monwealth. Its  general  anesthetic  effects 
were  described  by  Jackson  in  1934, 6 but  it 
obtained  a greater  popularity  after  Hewer7 
published  case  reports  with  trichloroethylene 
in  1941.  Even  cyclopropane,  in  spite  of  the 
risk  of  explosions,  was  used  by  some  anes- 
thesiologists for  neurosurgical  procedures. 
Hershenson,8  who  published  an  excellent 
paper  on  anesthesia  for  neurosurgery  in 
1942,  felt  that  cyclopropane  was  a suitable 
anesthetic  agent  for  neurosurgical  proce- 
dures. He  used  low  concentrations  of  cyclo- 
propane in  a closed  absorption  system. 
However,  it  was  not  used  in  many  centers, 
undoubtedly  because  of  the  explosion  haz- 
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ard.  Ethylene,  another  explosive  agent,  was 
also  used,  although  infrequently,  for  neuro- 
surgical procedures,  and  nitrous  oxide  and 
oxygen  were  also  employed,  together  with 
local  anesthesia. 

Thiopental  (Pentothal)  sodium  was  an- 
other anesthetic  agent  which  obtained  great 
popularity.  It  was  synthesized  in  1930  by 
Volwiler  and  Tabern9  and  introduced  into 
clinical  anesthesia  by  Lundy  and  Waters  in 
1934. 10  It  was  used  extensively  during 
World  War  II  for  all  types  of  surgical  pro- 
cedures and  after  the  war  became  an  impor- 
tant part  of  the  armamentarium  of  the 
anesthesiologist  in  neurosurgical  operations. 

Shannon  and  Gardner  in  1946 11  stated 
that  they  administered  thiopental  sodium 
for  every  type  of  neurosurgical  procedure 
without  any  difficulty.  There  is  no  doubt 
that  after  World  War  II,  thiopental  sodium, 
nitrous  oxide,  and  oxygen  became  the  anes- 
thetics of  choice  in  neurosurgical  procedures 
in  most  centers.  Only  in  recent  years,  with 
the  advent  of  halo  thane,  was  thiopental 
sodium  displaced  as  the  most  commonly 
used  anesthetic  agent  for  these  operations. 
Halothane  was  synthesized  in  1951  in  Britain 
by  Suckling  of  the  Imperial  Chemical 
Industries  and  studied  pharmacologically  by 
Raventos  in  1956. 12  It  was  used  clinically 
by  Johnstone,13  who  found  it  to  be  an  ex- 
tremely valuable  anesthetic  agent.  In  our 
institution,  halothane  has  been  used  for 
years  for  neuroanesthesia  and  has  proved 
to  be  a nearly  ideal  agent  for  this  purpose. 

Advances  in  neuroanesthetic  technics 

Thus,  it  can  be  seen  that  advances  in 
neuroanesthesia  were  closely  linked  to  the 
development  of  various  anesthetic  agents. 
It  has  to  be  pointed  out,  however,  that 
equally  important  contributions  were  made 
by  the  improvements  in  anesthetic  technics, 
one  of  the  most  important  of  which  was  the 
introduction  of  endotracheal  anesthesia. 

Endotracheal  intubation.  Kite  of 
England  was  the  first  to  describe  oral  and 
nasal  intubation  for  resuscitation  of  ap- 
parently drowned  victims  in  1788. 14  Mac- 
Ewen  of  Glasgow  in  1878  passed  a tube 
through  the  mouth  into  the  trachea,  using 
his  fingers  as  a guide.  The  reason  for  this 
attempt  was  to  prevent  aspiration  pneu- 
monia in  surgery  of  the  upper  respiratory 
passages. 


Another  important  advance  occurred  when 
Kirstein  of  Berlin  and  Killian  of  Freiburg 
introduced  direct  laryngoscopy  in  1896,  and 
Chevalier  Jackson,  pioneer  of  laryngoscopy 
in  the  United  States,  published  a book  on 
this  subject  in  1907.  Magill  and  Row- 
botham  of  Great  Britain  were  the  first  to 
use  endotracheal  technics  for  inhalation  anes- 
thesia during  World  War  I.  For  a long 
time,  however,  endotracheal  intubation  re- 
mained a rather  infrequently  used  technic. 
The  advent  of  muscle  relaxants  radically 
changed  the  attitude  toward  intubation. 
The  reasons  responsible  for  this  shift  in 
attitude  were  that  the  use  of  muscle  relax- 
ants made  endotracheal  intubation  relatively 
easy  and  atraumatic  and  that  these  relaxants 
frequently  produced  depressed  respiration 
and  therefore  required  the  use  of  artificial 
respiration  by  the  anesthetist,  which  was 
best  accomplished  if  the  patient  had  been 
intubated. 

The  introduction  of  endotracheal  intuba- 
tion was  the  most  important  advance  in 
anesthetic  technic  for  neurosurgery.  It  en- 
abled the  anesthetist  to  be  in  control  of  the 
pulmonary  ventilation.  He  could  thereby 
provide  smooth  anesthesia  and  control  of 
vital  functions  at  all  times,  without  inter- 
fering with  the  surgical  field. 

Hypothermia.  In  recent  years  various 
other  anesthetic  technics  have  become  part 
of  the  armamentarium  of  the  well-trained 
neuroanesthetist.  Hypothermia  is  one  of 
the  most  important  of  these.  Although 
localized  hypothermia  has  been  known  since 
the  days  of  Napoleon,  hypothermic  technics 
for  neurosurgical  procedures  have  been  in- 
troduced only  recently.  The  rationale  for 
their  use  is  based  on  the  fact  that  the  neuro- 
surgeon is  forced  to  compromise  the  cerebral 
circulation  in  some  procedures,  especially  in 
operating  on  aneurysms  of  cerebral  ves- 
sels. 

Interruption  of  the  cerebral  circulation  at 
normal  body  temperature  (38  C.)  for  more 
than  four  minutes  produces  irreversible 
brain  damage.  If  the  temperature  can  be 
lowered  to  30  C.,  the  period  of  circulatory 
occlusion  can  be  safely  extended  to  about 
eight  minutes,  at  22  C.  to  sixteen  minutes, 
and  at  14  C.  to  thirty-five  minutes.  In  most 
centers  only  moderate  hypothermia  is  used, 
and  an  attempt  is  made  to  lower  the  tempera- 
ture to  about  30  C.  This  can  be  accom- 
plished by  immersion  of  the  patient  into  a 
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bathtub  of  ice  water.  The  anesthesiologist 
has  to  realize  that  the  patient’s  temperature 
drifts  another  2 to  3 C.  after  he  has  been  re- 
moved from  the  ice  water.  Another  technic 
of  cooling  is  by  means  of  a cooling  blanket, 
but  the  cooling  time  is  much  shorter  with  the 
ice  water  tub  procedure. 

Profound  hypothermia,  in  which  the 
patient’s  temperature  is  lowered  to  below 
30  C.  and  occasionally  as  low  as  2 C.,  is  used 
in  very  few  centers  in  the  United  States. 
For  a while,  anesthesiologists  and  neuro- 
surgeons at  the  Mayo  Clinic  used  the  so- 
called  “Drew  technic”  which  provides 
hypothermia  by  means  of  a heat  exchanger 
and  partial  extracorporeal  circulation.  This 
process  requires  a thoracic  surgical  team 
besides  the  neurosurgical  team  and  adds  the 
complications  of  chest  surgery  to  those  of 
neurosurgery  and  hypothermia.  A closed - 
chest  technic  of  profound  hypothermia  is 
used  in  The  New  York  Hospital  and  has 
now  been  adopted  with  some  slight  modifica- 
tions by  the  Mayo  Clinic.  One  of  the 
major  disadvantages  of  either  technic  is  the 
fact  that  most  patients  have  to  be  defibril- 
lated  and  that  both  methods  result  in  a 
fairly  high  mortality  rate — 5 out  of  18  at  the 
Mayo  Clinic. 

Hypotension  and  hyperventilation. 
Other  recent  anesthetic  technics  are  hypo- 
tensive technics  which  are  used  whenever 
severe  blood  loss  is  expected,  as  in  removal 
of  meningiomas.  Urea  and  mannitol  in- 
fusions are  used  whenever  a reduction  of 
intracranial  pressure  and  brain  volume  is 
desired.  The  use  of  hyperventilation  re- 


duces the  carbon  dioxide  tension  and  there- 
by reduces  the  swelling  of  the  brain. 

As  has  been  shown,  anesthesia  for  neuro- 
surgery has  come  a long  way  since  the  days 
of  early  anesthesia.  Today,  it  has  reached 
the  point  where  it  can  be  ruled  out  as  a 
major  contributing  factor  to  mortality  in 
neurosurgical  operations. 
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Gynecologic  cancers  vary  widely  in  the 
treatment  required  and  the  results  achieved. 
Some  are  treated  effectively  in  the  com- 
munity hospital;  others  are  far  better 
treated  in  a special  center. 

If  the  results  are  equal,  the  patient  and 
her  physician  would  prefer  to  have  her 
treatment  given  in  the  community  rather 
than  go  to  a special  center.  She  remains 
near  her  family  and  friends.  The  physician 
actively  participates  in,  or  at  least  can 
closely  observe,  the  treatment  and  may  also 
receive  some  remuneration.  Obviously,  all 
concerned  would  want  the  patient  to  go  to 
a special  center  if  the  results  would  be 
significantly  better.  The  four  major  gyne- 
cologic cancers  are  considered  here  with  a 
view  as  to  where  they  are  best  treated. 

Published  five-year  cure  rates  for  the 
major  gynecologic  cancers  are  as  follows: 
uterine  cervix,  about  50  per  cent;  uterine 
body,  60  per  cent;  ovary,  30  per  cent; 
and  vulva,  50  per  cent.  These  figures  as  a 
rule  come  from  special  clinics.  Only  in- 
frequently are  comparable  data  published 
from  community  hospitals. 1 

Uterine  body 

Cancer  of  the  uterine  body  or  endo- 
metrium that  is  apparently  confined  to  the 
uterus  is  effectively  treated  by  total  hys- 
terectomy and  bilateral  salpingo-oophorec- 


tomy.  Preliminary  radiation  is  widely  used, 
but  the  amount  of  additional  benefit  it  con- 
fers is  uncertain. 2 Total  hysterectomy  with 
or  without  preliminary  radiation  is  a pro- 
cedure that  is  effectively  given  in  the  com- 
munity hospital  and  should  yield  a five- 
year  salvage  of  from  70  to  80  per  cent. 
Subtotal  hysterectomy  is  inadequate,  and 
radical  hysterectomy  gives  no  better  results 
than  total  hysterectomy.  Cancer  of  the 
uterine  body  that  extends  clinically  beyond 
the  uterus,  such  as  suburethral  metastasis 
or  invasion  of  the  parametrium,  is  a much 
more  difficult  problem.  These  patients  are 
best  treated  with  radiation  that  requires 
nice  judgment  in  application  to  achieve 
even  a poor  5 to  10  per  cent  five-year 
salvage.  They  are  better  treated  in  a 
special  center. 

Ovary 

The  standard  treatment  for  cancer  of  the 
ovary  is  bilateral  salpingo -oophorectomy 
and  total  hysterectomy  if  the  tumor  can  be 
entirely  removed.  In  that  event,  the  five- 
year  cure  rate  is  about  50  per  cent,  and  it 
can  be  done  effectively  in  the  community 
hospital.  In  cases  where  all  the  gross  tumor 
cannot  be  removed,  the  objective  is  to 
resect  as  much  as  possible  without  damag- 
ing the  intestinal  or  urinary  tract  and  then  to 
give  some  radiation.  The  method  of  appli- 
cation and  dosage  vary  widely  from  patient 
to  patient,  and  thus  a patient  is  probably 
better  treated  in  a special  center.  Even 
there  the  results  are  poor,  yielding  a five- 
year  salvage  of  only  5 to  10  per  cent. 

Cervix 

Carcinoma  in  situ  of  the  cervix  must  be 
distinguished  from  invasive  cancer,  for  the 
treatment  of  these  two  entities  is  entirely 
different.  In  a patient  with  a diagnosis  of 
carcinoma  in  situ,  the  first  step  is  to  rule  out 
the  presence  of  invasive  carcinoma.  Car- 
cinoma in  situ  is  found  at  the  margin  of  most 
invasive  cancers.  A repeat  biopsy  should  be 
taken  if  there  is  a visible  lesion,  and  the 
endocervix  should  be  explored  with  a small 
curet  to  detect  an  area  of  soft  granuloma- 
tous tumor  or  a tumor  crater.  Once  as- 
sured that  only  carcinoma  in  situ  is  present, 
the  standard  treatment  is  total  hysterectomy 
with  a 1-cm.  vaginal  cuff  beyond  the 
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cervix  and  all  the  vagina  that  does  not  stain 
with  Schiller’s  iodine  solution.  The  ovaries 
are  preserved  in  the  premenopausal  woman. 
This  lesion  is  effectively  treated  in  the  com- 
munity hospital  and  should  yield  a five-year 
salvage  above  95  per  cent. 

Invasive  cancer  of  the  cervix  is  usually 
treated  with  radium  and  x-ray  therapy. 
Patients  with  tumors  insensitive  to  radia- 
tion may  be  treated  by  radical  hysterectomy 
and  regional  lymphadenectomy.  Radio- 
therapy and  surgery  for  this  purpose  have 
been  developed  in  special  centers,  so  that 
they  are  able  to  achieve  an  over-all  five-year 
cure  rate  above  50  per  cent.  The  community 
hospital  yields  a salvage  rate  of  about  25 
per  cent.3  A patient  with  this  disease  who 
is  referred  to  a special  center  has  roughly 
twice  the  chance  of  cure  as  her  sister  treated 
in  the  community. 

Vulva 

Cancer  of  the  vulva  is  relatively  uncom- 
mon. Its  standard  treatment,  radical  vul- 
vectomy and  regional  lymphadenectomy, 
yields  a five-year  cure  rate  better  than  50  per 
cent.  Because  women  with  this  condition 
are  frequently  old  and  feeble,  and  the 
tumor  is  advanced,  with  involvement  of  the 
urethra  or  anus,  there  is  a temptation  to  do  a 
local  excision,  irradiate,  or  do  nothing  at  all. 
Local  excision  or  irradiation  results  in  a sal- 
vage rate  roughly  half  that  of  radical 
surgery.4  Because  of  the  intense  discomfort 
and  protracted  course  of  the  disease,  not 
treating  it  is  intolerable.  These  patients  can 
be  treated  effectively  by  an  able,  aggressive 
surgeon  in  the  community.  However,  the 
rarity  of  cancer  of  the  vulva  gives  the 
surgeon  little  opportunity  for  experience  in 
treating  it,  and  even  the  best  surgeon  does  a 
better  job  after  he  has  performed  an  opera  - 


p ati ents  with  cancer  of  the  uterine  body  and 
cancer  of  the  ovary  where  the  gross  tumor  is 
confined  to  the  organ  of  origin  and  patients 
with  carcinoma  in  situ  of  the  cervix  may  be 
treated  effectively  in  the  community  hospital. 
However,  invasive  carcinoma  of  the  cervix, 
advanced  cancers  of  the  uterine  body  and 
ovary,  and  cancer  of  the  vulva  are  best  treated 
in  a special  center. 


tion  a few  times  than  he  does  at  the  first  trial. 
In  addition,  prolonged  healing  requires 
hospitalization  of  from  one  to  two  months, 
which  is  a heavy  financial  burden. 

Summary 

Patients  with  cancer  of  the  uterine  body 
and  cancer  of  the  ovary  where  the  gross 
tumor  is  confined  to  the  organ  of  origin  are 
treated  effectively  in  the  community  hos- 
pital. Carcinoma  in  situ  of  the  cervix  is 
also  well  treated  there.  By  contrast,  in- 
vasive cancer  of  the  cervix  and  advanced 
cancers  of  the  uterine  body  and  ovary  are 
best  treated  in  a special  center.  Patients 
with  cancer  of  the  vulva  also  will  do  better 
in  the  hands  of  an  expert. 
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P ulmonary  insufficiency,  manifested  by 
progressive  shortness  of  breath  with  as- 
sociated cough,  is  a progressive  medical 
entity.  The  number  of  patients  who  visit 
physicians’  offices  seeking  help  for  this 
condition  is  increasing  daily.  We  are  surely 
in  a generation  of  breathlessness  as  well  as 
restlessness. 

Whether  or  not  the  incidence  of  pulmonary 
insufficiency  will  continue  to  increase,  and 
what  effect  the  public  health  education 
programs  in  chronic  respiratory  diseases 
will  have  on  the  incidence  of  this  problem  is 
as  yet  undetermined.  From  all  indications, 
however,  in  the  foreseeable  future  we  can 
reasonably  expect  a continuation  at  least 
of  the  present  rate  of  occurrence,  if  not  a 
continued  increase. 

There  are  a number  of  specific  clinical 
conditions  in  chronic  respiratory  disease 
which  cause  pulmonary  insufficiency.  How- 
ever, at  present  we  generally  consider  chronic 
bronchitis  and  chronic  progressive  em- 
physema as  the  most  prevalent.  These 
two  conditions  are  actually  two  distinct 
entities,  but  they  are  so  closely  related  and 
occur  so  frequently  in  combination  that  we 
generally  consider  them  together. 

The  medical  care  of  the  patient  with 
chronic  respiratory  disease,  which  generally 
means  hospital  care  at  some  time  during 
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the  course  of  treatment,  is  one  of  the  most 
prevalent  and  important  problems  in  chronic 
diseases.  When  we  consider  the  question 
of  hospital  care  for  chronic  illness  of  any 
nature,  it  is  necessary  that  we  clarify  our 
definition  of  chronic  illness. 

In  my  opinion  there  are  two  distinct  cate- 
gories of  patients  with  chronic  illness. 
First  is  the  patient  with  a permanently 
disabling  disease  who  requires  certain  care, 
usually  hospital  or  nursing  home  care,  for 
the  remainder  of  his  life  and  for  whom  there 
is  no  specific  medical  aid  of  significant 
benefit.  Second  is  the  patient  with  a 
recurring  disabling  disease  from  which  he 
cannot  fully  recover  but  for  whom  a great 
deal  can  be  done  medically.  It  is  in  this 
second  classification  that  we  find  many  of 
the  patients  with  chronic  respiratory  diseases. 

These  problems  create  a real  challenge 
for  the  medical  profession.  The  treatment 
of  these  patients,  if  it  is  to  be  successful, 
requires  attitudes  and  arrangements  which 
are  specific  for  chronic  illness  and  distinctly 
different  from  those  used  in  acute  illness. 
The  acute  problem  is  a dramatic  one,  and  by 
the  time  the  drama  has  subsided  the  patient 
has  either  recovered  or  expired.  In  chronic 
disease,  however,  an  entirely  different  way 
of  life  faces  the  patient  and  his  family  if 
treatment  is  to  be  successful. 

Patients  with  progressive  shortness  of 
breath  and  pulmonary  insufficiency  can  best 
be  evaluated  and  an  over-all  treatment 
program  better  outlined  if  the  patient  is 
hospitalized  at  the  very  outset,  regardless 
of  the  extent  of  disease  present  or  the  severity 
of  symptoms.  These  patients  generally 
are  in  the  older  age  group  and  are  therefore 
more  subject  to  other  diseases  of  degenera- 
tion. They  often  have  multiple  medical 
problems  or  at  least  a mixed  syndrome  of 
the  same  disorder,  and  the  treatment  of 
only  one  facet  will  thus  prove  inadequate. 

Medical  evaluation 

In  the  hospital  management  and  evalua- 
tion of  the  patient  with  progressive  shortness 
of  breath,  a detailed  medical  history  is 
extremely  valuable,  as  it  is  in  all  areas  of 
medicine.  It  is  usually  impossible  to  obtain 
a satisfactory  history  in  a single  session. 
These  patients  frequently  prefer  to  tell  you 
about  the  many  medicines  they  have  used 
or  what  the  various  physicians  they  have 
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consulted  have  told  them.  It  is  only  after 
several  visits  that  a truly  subjective  and 
objective  history  can  be  obtained. 

A knowledge  of  the  patient’s  habits,  his 
manner  of  living,  his  job,  his  exposure  to 
air  pollutants,  the  method  and  onset  of 
symptoms,  the  rate  and  method  of  progres- 
sion, and  the  specific  clinical  symptoms 
themselves  is  needed  to  arrive  at  the  true 
nature  of  the  problem  and  the  best  treat- 
ment program. 

Sickness  often  becomes  a way  of  life  for 
many  of  these  patients.  They  consider 
themselves  permanently  ill,  and  so  do  their 
friends  and  associates.  Gradually,  these 
patients  and  those  around  them  change 
their  expectations  as  to  the  performance 
that  is  expected  of  them.  Chronically  ill 
patients  often  will  resist  any  change  that 
may  return  them  to  any  form  of  active  life. 

Physical  examination.  In  the  evalua- 
tion of  these  patients,  physical  examination 
of  the  chest  plays  a far  more  significant  part 
than  it  does  in  tuberculosis  and  certain  other 
diseases  of  the  lungs.  The  variations  in 
breath  sounds,  the  location  of  rales  and 
wheezes,  particularly  without  x-ray  film 
evidence  of  disease,  can  be  very  useful. 

X-RAY  EXAMINATION  OF  THE  CHEST. 
Routinely,  a standard  posterior-anterior 
and  lateral  x-ray  film  of  the  chest  are  in- 
dicated in  all  patients  with  pulmonary 
insufficiency.  Such  an  examination  is  not 
only  of  value  in  diagnosis  but  also  is  of 
particular  significance  in  the  differential 
diagnosis  and  in  providing  indications  for 
other  studies. 

Pulmonary  function  studies.  The  use 
and  indication  for  the  various  physiologic 
studies  of  pulmonary  function  have  been 
the  subject  of  popular  discussion  for  several 
years.  It  has  been  emphasized  here  today 
how  valuable  various  laboratory  studies  are 
in  reviewing  the  problem  of  pulmonary 
insufficiency.  While  I agree  that  certain 
determinations  of  pulmonary  function  are 
most  helpful  in  the  management  of  this 
problem,  I sometimes  think  that  the  use 
and  recommendation  for  such  studies  is 
based  upon  “Parkinson’s  Law,”  that  is, 
the  studies  indicated  are  in  direct  propor- 
tion to  the  equipment  available  in  the 
specific  laboratory  or  hospital.  From  a 
practical  clinical  point  of  view,  the  maximum 
breathing  capacity  and  the  timed  vital 
capacity  seem  to  be  the  most  helpful  to 


the  most  prevalent  causes  of  pulmonary 
insufficiency  are  chronic  bronchitis  and 
chronic  progressive  emphysema.  A medical 
evaluation  is  made  with  the  help  of  a physical 
examination,  x-ray  examination  of  the  chest, 
pulmonary  function  studies,  exercise  toler- 
ance, and  fluoroscopic  examination.  Clin- 
ical treatment  consists  of  patient  education, 
physical  rest,  avoidance  of  air  pollution  and 
of  cigaret  smoking  in  particular,  breathing 
exercises,  and  intermittent  positive  pressure 
breathing.  Useful  medications  include  bron- 
chodilators,  antibiotics,  expectorants,  and 
corticosteroids.  Cor  pulmonale  and  carbon 
dioxide  narcosis  require  hospitalization,  and 
surgery  may  be  necessary  to  remove  space- 
occupying  lesions. 


the  clinician.  However,  it  is  most  important 
to  emphasize  that  ventilation  studies  must 
be  considered  in  conjunction  with  complete 
evaluation  of  the  patient.  A single  spiro- 
gram is  not  always  a dependable  indication 
of  the  degree  of  pulmonary  insufficiency. 

Exercise  tolerance.  In  my  experience 
and  from  a purely  clinical  point  of  view, 
exercise  tolerance  has  proved  to  be  the 
most  important  single  clinical  study  of 
pulmonary  insufficiency.  The  patient’s  ca- 
pacity for  total  exercise  is  the  real  test 
of  pulmonary  function.  This  can  be  ar- 
rived at  by  the  rather  simple  methods  of 
using  a treadmill,  having  the  patient  walk 
a predetermined  distance  at  a specific  rate 
of  speed,  or  by  determining  his  ability  to 
climb  stairs. 

In  the  patient  who  is  hospitalized,  I 
have  used  with  reasonable  success  the 
modified  walking  exercise  program  that  was 
once  used  in  the  treatment  of  tuberculosis. 
This  program  of  increasing  physical  exercise 
gives  the  patient  an  opportunity  to  test  his 
physical  ability  after  treatment.  More 
important,  perhaps,  it  gives  him  an  op- 
portunity to  do  this  under  direct  medical 
supervision  and  thus  with  much  more 
confidence. 

Fluoroscopic  examination.  The  second 
most  practical  and  probably  most  important 
study  in  evaluating  pulmonary  function 
is  a carefully  performed  fluoroscopic  ex- 
amination. However,  this  is  of  little  value 
unless  it  is  done  properly  and  in  detail. 
I shall  not  review  but  shall  only  mention 
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that  other  laboratory  studies  are  indicated 
and  are  useful  in  certain  specific  instances. 

Clinical  treatment 

Sometimes  a single  specific  factor  is  found 
to  be  the  cause  of  progressive  shortness 
of  breath,  as  in  the  case  of  “irritative 
bronchitis,”  where  removal  of  the  irritant 
is  all  that  is  needed  to  relieve  the  patient 
of  his  symptoms,  or  in  early  cardiac  decom- 
pensation, in  which  digitalization  alone  is 
sufficient.  Usually,  however,  in  progressive 
shortness  of  breath  associated  with  chronic 
bronchitis  and  emphysema  there  are  various 
combinations  of  entities  which  go  to  make 
up  the  mixed  syndrome  causing  the  short- 
ness of  breath. 

Patient  education.  The  majority  of 
patients  with  chronic  obstructive  emphysema 
will  need  medical  supervision  for  the  re- 
mainder of  their  lives.  Because  of  this 
need  for  supervision,  it  is  important  that 
they  understand  something  about  then- 
disease,  their  disability,  and  the  treatment 
indicated.  Therefore,  the  very  first  and 
perhaps  the  most  important  phase  of  the 
treatment  program  is  for  the  physician  to 
explain  very  carefully  to  the  patient,  in 
truly  understandable  language,  the  nature 
of  the  problem,  what  needs  to  be  done  to 
treat  him,  what  can  be  expected  relative  to 
the  disease  and  its  symptoms,  and  what 
effect  it  will  have  on  his  future  physical 
activity  and  his  work  tolerance.  It  is 
important  and  helpful  to  advise  the  patient 
that  the  disease  usually  is  not  reversible 
and  most  often  tends  to  progress  slowly. 
I have  found  that  such  an  explanation  almost 
always  results  in  a more  cooperative  patient 
and  one  who  is  more  diligent  in  following 
out  the  necessary  program  of  prolonged 
treatment. 

Physical  rest.  The  indications  for 
physical  rest  in  pulmonary  insufficiency 
associated  with  obstructive  emphysema  are 
somewhat  variable.  Hospitalization  and 
strict  bed  care  are  a matter  of  necessity  in 
the  patient  with  acute  dyspnea.  It  is 
also  helpful,  even  indicated,  in  the  patient 
with  advanced  emphysema  and  essentially 
total  physical  disability.  Whether  or  not  it 
is  useful  in  the  patient  with  minimal  or 
limited  shortness  of  breath  is  perhaps  de- 
batable. In  this  instance  it  at  least  aids  in 
establishing  the  limits  of  physical  tolerance. 


Avoidance  of  air  pollution.  Air  pol- 
lution is  one  of  the  most  important  factors 
known  to  us  at  this  time,  harmful  and  pos- 
sibly causative  in  chronic  bronchopul- 
monary disease.  Therefore,  we  think  it 
advisable  to  avoid  air  pollution  insofar  as 
possible. 

Included  in  air  pollution,  of  course,  is 
cigaret  smoking.  This  is  perhaps  the  great- 
est air  pollutant  there  is.  I advise  patients 
not  to  smoke,  explaining  to  them  why, 
and  further  advise  them  that  if  they  do  not 
stop  smoking  it  is  essentially  useless  to 
continue  with  other  methods  of  treatment. 
I have  found  it  is  much  easier  for  the  patients 
to  discontinue  their  smoking  habit  in  an 
atmosphere  where  smoking  is  not  permitted. 
Therefore,  we  do  not  permit  smoking  in  the 
hospital.  This  factor  in  itself  has  been 
most  helpful  in  the  success  we  have  had  in 
treating  these  bronchopulmonary  problems. 
If  I had  a choice  of  only  one  therapeutic 
aid  in  treating  patients  with  chronic  bron- 
chitis and  emphysema,  my  choice  would  be 
the  discontinuation  of  cigaret  smoking. 

Breathing  exercises.  Early  in  my  ex- 
perience with  these  problems  I routinely 
prescribed  breathing  exercises  of  various 
types  for  patients  with  chronic  bronchitis 
and  emphysema,  just  as  I did  the  abdominal 
belt  in  pneumoperitoneum.  Subsequent  ob- 
servations over  the  years,  however,  have  lead 
me  to  believe  that  the  benefits  gained  by 
these  treatment  procedures  are  rather 
limited. 

The  majority  of  patients  with  shortness 
of  breath  and  breathing  difficulty  seem 
to  develop  naturally  a breathing  pattern 
which  benefits  them  most.  Therefore,  I 
no  longer  routinely  advocate  breathing 
exercises  but  only  in  specific  instances.  It 
is  important  to  point  out  that  if  breathing 
exercises  are  to  be  used,  it  is  desirable  that 
detailed  instructions  and  careful  observation 
be  carried  out.  This  can  usually  best  be 
done  with  the  patient  under  direct  super- 
vision, so  the  proper  habit  of  breathing 
exercises  can  be  established. 

Intermittent  positive  pressure 
breathing.  Intermittent  positive  pressure 
breathing  is  considered  by  some  physicians 
to  be  a most  significant  technic  in  the  treat- 
ment of  pulmonary  insufficiency.  The  bene- 
ficial effects  of  intermittent  positive  pres- 
sure breathing  generally  are  considered  to 
be  the  following.  It  aids  in  dilatation  of  the 
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flaccid  bronchi;  as  a result  of  the  improved 
dilatation  of  the  bronchi  there  is  increased 
ventilation  of  segments  of  the  lung;  it 
promotes  cough  and  expectoration  of  re- 
tained secretions;  and  it  enables  the  ap- 
plication of  medicines  by  aerosol. 

I first  used  intermittent  positive  pres- 
sure breathing  in  pulmonary  insufficiency 
dus  to  chronic  bronchitis  and  emphysema 
in  1953.  I used  it  quite  extensively  in 
the  early  years  of  my  practice,  but  I have 
found  that  the  indications  for  such  are 
somewhat  limited  and  that  by  using  much 
simpler,  less  cumbersome,  and  far  less 
expensive  methods,  I can  attain  the  same 
beneficial  effects  in  the  majority  of  instances. 
It  is  important  to  point  out  that  in  using 
intermittent  positive  pressure  breathing, 
careful  criteria  as  to  the  indications  and 
contraindications  for  its  use  should  be 
followed. 

Useful  medications.  Bronchodilators. 
Essentially  all  patients  with  chronic  bron- 
chitis and  emphysema  are  generally  benefited 
by  the  use  of  bronchodilator  drugs.  These 
drugs  may  be  given  by  various  methods, 
the  most  frequent  being  by  aerosol  or  by 
mouth. 

There  are  a number  of  drugs  available 
today  in  this  category  that  are  very  similar 
in  their  action.  In  reality,  there  is  not 
much  basis  for  choice  among  them,  and  it 
is  more  or  less  up  to  the  individual  physician 
which  one  will  be  used.  However,  it  is 
most  important  that  he  be  familiar  with  the 
action  of  the  drug  chosen. 

I have  found  the  use  of  a small  air  com- 
pressor the  most  satisfactory  method  for 
giving  bronchodilator  drugs  by  aerosol. 
This  method  has  substituted  for  intermittent 
positive  pressure  breathing  in  most  instances, 
and  it  has  the  advantage  of  being  suf- 
ficiently portable  and  not  so  expensive  but 
that  almost  every  patient  can  afford  one 
and  can  use  it  wherever  he  is — at  home,  at 
work,  or  traveling. 

It  is  best  to  give  treatment  with  broncho- 
dilators by  aerosol  at  regular  intervals  of 
approximately  every  four  hours,  whether 
or  not  symptoms  are  present.  An  oral  prep- 
aration of  the  same  drug  may  also  be  given, 
alternating  with  the  aerosol  preparation. 
These  preparations  used  at  regular  inter- 
vals tend  to  keep  the  bronchi  relaxed, 
avoiding  bronchospasm,  at  least  in  part, 
and  aiding  in  air  flow  and  improving  ventila- 


tion. It  is  necessary,  of  course,  that  the 
patient  be  carefully  instructed  in  the  proper 
use  of  these  drugs  to  attain  the  greatest 
benefit. 

Antibiotics.  When  infection  is  present, 
determined  by  the  presence  of  purulent 
expectoration,  antibiotics  are  indicated  and 
are  given  until  the  sputum  has  become  mu- 
coid in  character  or  until  we  are  convinced 
by  bacteriologic  studies  that  infection  of 
significance  no  longer  is  present.  If  pos- 
sible, it  is  desirable  to  determine  the  or- 
ganism present  and  its  sensitivity  to  anti- 
biotics, but  we  often  find  that  in  spite  of 
sensitivity  reports  the  patient  continues  to 
do  well  on  an  antibiotic  to  which  the  or- 
ganism may  be  reported  as  resistant  in  the 
laboratory. 

Expectorants.  The  loss  of  ciliary  action 
and  the  alteration  in  the  flow  of  the  mucous 
stream  of  the  bronchi  results  in  the  forma- 
tion of  thick,  tenacious  secretions,  often- 
times forming  casts  and  becoming  primary 
sources  of  superimposed  infection.  Be- 
cause of  this,  it  is  desirable  that  expectorants 
be  used  to  aid  in  liquefying  and  clearing 
the  bronchi  of  these  retained  secretions. 
We  have  found  that  potassium  iodide  is 
usually  the  most  satisfactory  expectorant. 
It  is  also  important  that  the  patient  be 
encouraged  to  drink  large  quantities  of 
water,  inasmuch  as  water  itself  is  an  ex- 
cellent expectorant. 

Corticosteroids.  There  seems  to  be  a 
definite  indication  for  corticosteroid  in 
certain  instances  of  pulmonary  insufficiency. 
There  are  specific  causes  of  pulmonary 
insufficiency,  of  course,  which  respond  rather 
dramatically  to  corticosteroid  therapy.  For 
example,  defects  in  the  diffusion  capacity 
of  the  alveolar  capillary  membrane,  from 
beryllium  exposure  or  sarcoidosis,  are  def- 
initely benefited  by  the  use  of  steroid 
therapy.  Obstructive  emphysema  itself  is 
not  always  benefited  by  the  use  of  steroids, 
and,  generally  speaking,  these  are  not  in- 
dicated. Where  there  is  some  evidence  of 
allergy,  with  diffuse  bronchial  obstruction 
due  to  inflammation  of  the  mucosa,  this 
condition  usually  will  respond  to  steroid 
therapy.  Prolonged  benefit  in  pure  ob- 
structive emphysema  is  quite  variable  and, 
for  the  most  part,  the  drug  is  not  helpful 
for  any  significant  period  of  time. 

There  is  some  clinical  evidence  at  least  to 
suggest  that  adrenal  insufficiency  has  a 
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definite  causative  role  in  pulmonary  in- 
sufficiency. For  example,  where  corti- 
costeroids are  indicated,  the  dosage  need 
not  be  very  high  and  usually  parallels 
what  is  normally  considered  to  be  the  daily 
output  from  the  adrenals.  We  have  found 
the  drugs  to  be  useful  when  used  both 
intermittently  and  continuously.  I try 
to  limit  the  usage  insofar  as  possible  and, 
when  used,  to  withdraw  the  drug  slowly, 
generally  over  a period  of  several  weeks. 
It  is  not  uncommon,  however,  to  find  a 
maintenance  dosage  necessary  for  an  in- 
definite period  of  time  for  control  of  symp- 
toms. We  have  had  minimal  difficulty 
with  complications  or  side-effects  where 
small  maintenance  doses  have  been  used. 

Treatment  of  cor  pulmonale.  Hos- 
pitalization for  the  patient  with  pulmonary 
insufficiency  is  not  only  desirable  for  com- 
plete cardiopulmonary  evaluation,  for  clin- 
ical observation,  and  for  acquainting  the 
patient  with  his  problem,  but  it  also  is 
essential  in  those  instances  where  there  is 
evidence  of  heart  failure  with  cor  pulmonale. 
This  is  present  to  varying  degrees  in  a large 
number  of  patients  with  chronic  obstructive 
emphysema  and  chronic  bronchitis.  Im- 
provement of  ventilation  is  necessary  to 
reduce  pulmonary  artery  pressure  and  to 
improve  perfusion  of  blood  through  the 
lungs.  At  the  same  time,  improvement  in 
cardiac  output  is  also  important.  Clinical 
evidence  of  decreased  cardiac  output,  such 
as  minimal  cyanosis  of  the  extremities, 
coldness,  and  thin,  rapid  pulse,  are  definite 
indications  for  digitalization  of  the  patient 
even  if  there  is  no  evidence  of  significant 
edema  or  basilar  rales.  The  digitalis  prep- 
aration used  is  a matter  of  choice,  but  I 
have  found  in  most  instances  that  the  more 
rapidly  excreted  preparation  is  the  most 
easily  managed.  Diuretics  as  indicated 
also  play  a very  important  part  in  the 
treatment  of  cardiac  failure. 

Treatment  of  carbon  dioxide  narcosis. 
Carbon  dioxide  narcosis  is,  of  course,  an 
indication  for  emergency  hospital  care. 
Its  presence  usually  means  a hopeless 
prognosis,  and  in  most  instances  the  basic 
methods  of  treatment  give  only  temporary 
relief,  with  subsequent  recurrence  and  death. 
When  carbon  dioxide  narcosis  occurs,  the 
most  important  treatment  is  improving 
ventilation  and  elimination  of  carbon  di- 
oxide. This  may  call  for  a tracheotomy, 


intermittent  positive  pressure  breathing, 
use  of  a respirator,  and,  in  addition  to  this, 
administering  the  usual  antibiotics  for 
infection,  maintaining  proper  hydration, 
and  controlling  secretions. 

The  use  of  oxygen  in  pulmonary  insuf- 
ficiency due  to  emphysema  is  very  important. 
If  proper  ventilation  can  be  maintained  and 
carbon  dioxide  satisfactorily  eliminated, 
then  oxygen  can  be  of  real  value  to  the 
patient  with  emphysema.  Generally  speak- 
ing, however,  intermittent  oxygen  used  by 
way  of  nasal  catheter  with  concentrations 
of  from  20  to  30  per  cent  for  short  periods  of 
time  only  is  the  best  method  of  application. 
When  oxygen  is  used  in  a patient  with 
emphysema,  he  must  be  carefully  supervised. 

Use  of  surgery.  One  would  be  remiss 
in  today’s  dramatic  world  if  surgery  in 
pulmonary  insufficiency  were  not  considered. 
The  use  of  surgery  in  pulmonary  insuf- 
ficiency, however,  is  very  limited.  In 
my  experience  its  use  has  been  limited  to  the 
removal  of  space-occupying  lesions.  In 
emphysema  with  localized  cystic  formation 
rather  than  the  diffuse  cotton-candy  destruc- 
tive emphysema  of  the  lung,  surgical  cor- 
rection of  the  cyst  by  plication  or  removal 
is  helpful  and  definitely  indicated.  The 
collapse  of  the  adjacent  alveoli  and  lung 
tissue  by  the  large  nonfunctioning  cyst  not 
only  reduces  ventilation  of  the  lung  but  also 
by  reduced  blood  supply  results  in  pro- 
gressive reduction  in  the  pulmonary  vascular 
bed  of  the  lung  and  an  eventual  increase  in 
pulmonary  hypertension  and  failure  of  the 
right  side  of  the  heart.  The  removal  of 
these  cysts  improves  the  patient  by  im- 
proving ventilation  and  perfusion  of  the 
lung,  and  the  results  of  treatment  have  been 
very  satisfactory  in  such  instances.  Re- 
currence does  sometimes  occur,  and  oc- 
casionally a second  operation  may  be 
indicated. 

Conclusion 

A fairly  large  percentage  of  patients  with 
pulmonary  insufficiency  can  be  helped  medi- 
cally and  can  usually  resume  some  type  of 
gainful  activity  and  employment.  The 
treatment  of  this  problem,  however,  re- 
quires a tremendous  amount  of  time  and  a 
great  deal  of  patience  on  the  part  of  the 
physician,  the  patient,  his  family,  and  his 
friends. 
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Eyeing  the  Eye 
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A recent  article  prompted  a letter  to  the 
editor  supporting  the  potential  importance 
and  clinical  application  of  venous  pulsation 
in  the  ocular  fundus.1-2  The  aim  of  this  re- 
port is  to  present  certain  observations  re- 
garding pulsations  of  retinal  venules  and  to 
describe  four  other  physical  signs  observable 
in  the  eye.  The  technic  of  elicitation  re- 
quires practice  and  patience,  but  the  invest- 
ment is  rewarded  in  practical  value,  as  well 
as  the  satisfaction  inherent  in  meticulous 
clinical  observation.  The  signs  are  retinal 
sheen,  the  number  of  vessels  crossing  the 
disk  margin,  sludging  of  blood  in  retinal 
venules,  and  transillumination  of  the  globe. 

Retinal  venule  pulsation 

Pulsation  of  retinal  venules  is  often  seen 
on  the  optic  disk  at  the  place  where  the 
larger  venules  dip  into  the  vessel  funnel. 
Although  the  greatest  pulsation  is  visible 
here,  it  may  be  seen  anywhere  in  the 
disk  area  or  at  its  margins  but  only  rarely 
on  the  retina  proper.  Visible  pulsation  is 
seen  usually  only  over  a small  segment  of 
venule. 

The  ophthalmoscope  magnifies  15  times, 
so  that  one  is  looking  at  vessels  one  fifteenth 
the  diameter  they  appear  to  the  examiner. 
The  central  retinal  arteriole  has  a diameter 
of  about  200  microns,  and  the  central 
retinal  venule  has  a diameter  of  225  microns. 
One  micron  is  10,000  angstroms.  A red 
blood  cell  is  about  8 microns  or  80,000 


IN  EXAMINATION  OF  THE  EYE,  useful  and 
readily  elicited  physical  signs  include:  (1) 

retinal  venule  pulsation,  the  disappearance  of 
which  may  indicate  elevated  intracranial 
pressure;  (2)  retinal  sheen , frequently  as- 
sociated with  toxemia  of  pregnancy  and  glo- 
merulonephritis; ( 3 ) number  of  vessels  cross- 
ing the  disk  margin  {an  increase  indicates  ele- 
vated intracranial  pressure;  a decrease  occurs 
in  optic  atrophy );  ( 4 ) sludging  of  blood  in 

retinal  venules,  almost  always  associated  with 
organic  disease;  and  (5)  transillumination  of 
the  globe,  showing  cataracts  of  diabetes,  old 
iritis,  and  senile  atrophy  of  the  sphincter. 


angstroms  in  diameter.  The  limit  of 
visibility  with  the  ophthalmoscope  is 
about  25  microns,  that  is,  a diabetic  micro- 
aneurysm of  a diameter  of  25  microns  can 
just  be  seen.3  The  actual  diameter  of  the 
optic  disk  anatomically  is  1 to  1.5  mm. 

Van  Trigt  in  1853  was  the  first  to  publish 
an  observation  of  retinal  venule  pulsation.4 
Incidence  of  visible  pulsation  has  since  been 
variably  reported.  Lang  and  Barrett5  in 
1888  noted  an  incidence  of  70  to  80  per  cent, 
Bailliart6  in  1918  and  1922  reported  58 
per  cent,  Elliot7  in  1921  observed  a 46  per 
cent  incidence,  and  De  Schweinitz8  found  a 
62  per  cent  incidence  in  1946. 

The  present  observations  were  carried  out 
in  157  patients  seen  at  Mary  Fletcher  Hos- 
pital, 75  males  and  82  females.  Sixty-six  per 
cent  of  the  males  and  74.4  per  cent  of  the 
females  had  visible  retinal  venule  pulsations. 
An  82  per  cent  incidence  of  visible  pulsation 
was  noted  in  280  normal  people.  All  these 
observations  were  made  by  direct  ophthal- 
moscopy. It  is  rarely  necessary  to  dilate  the 
pupil;  to  do  so  is  to  sacrifice  the  diagnostic 
value  of  spontaneous  changes  in  pupillary 
size.  It  is  helpful  to  examine  the  patient  in 
a darkened  room. 

Among  the  observations  made  in  this  study 
was  the  presence  of  retinal  venule  pulsation 
in  one  ocular  fundus  and  not  the  other  (same 
patient) . The  pulsation  is  not  synchronous 
with  the  arterial  pulse  but,  rather,  follows  it. 
The  latter  relationship  is  usual  but  not  con- 
stant. When  auscultation  of  the  heart  at  the 
apex  was  done  simultaneously  with  viewing 
the  fundus,  the  venous  pulsation  was  seen  to 
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occur  with  and  just  after  the  second  heart 
sound.  Rarely,  no  relationship  was  made 
out  between  arterial  pulse,  heart  sounds,  and 
retinal  venule  pulsation.  These  observations 
are  contrary  to  Duke-Elder4  who  reports 
that  the  retinal  venous  pulse  is  synchronous 
with  the  arterial  systole  and  with  the  left 
ventricular  contraction  and  is  independent 
of  the  right  auricle,  that  is,  the  jugular 
pulse. 

In  consideration  of  the  previously  men- 
tioned clinical  observations,  a reasonable 
explanation  for  the  mechanism  of  retinal 
venule  pulsation  is  that  with  cardiac  systole 
the  pulse  wave  proceeds  into  the  large 
vascular  bed  of  the  uvea,  * raising  intraocular 
tension  by  increasing  the  fluid  content  of 
the  eye.  This  rise  in  pressure  compresses 
the  soft  venous  walls,  momentarily 
obliterating  their  lumen.  During  diastole 
the  venule  refills  passively.  The  last  event 
is  seen  as  the  expansile  phase  of  pulsation. 
The  flattening  occurs  at  the  end  of  the 
cardiac  systole,  usually  with  or  just  after 
the  second  heart  sound. 

Except  in  the  disk,  the  venules  of  the 
retina  cannot  dilate  or  contract  appreciably 
because  the  intraocular  pressure  is  distrib- 
uted uniformly.  At  the  venous  exit  a 
sudden  flattening  and  expulsion  of  blood  is 
possible,  since  the  venule  is  here  passing 
from  a region  of  high  pressure  intraocularly 
to  one  of  much  lower  pressure  in  the  optic 
nerve  and  orbit. 

Elsewhere  in  the  body  the  arterial  pulse  is 
known  to  be  transmitted  through  capillaries 
to  veins,  that  is,  in  the  skin.  Any  event 
causing  capillary  dilation  would  presumably 
increase  the  probability  of  transmission  of 
the  arterial  pulse  wave  across  capillaries  into 
veins.  It  seems  improbable  that  this  occurs 
in  the  eye,  since  its  contents  are  largely  in- 
compressible. 

In  cases  in  which  retinal  venule  pulsation 
is  not  seen,  very  light  pressure  with  the 
rubber  eraser  of  a pencil  applied  to  the  lateral 
lower  quarter  of  the  globe  through  the 
lower  lid  raises  intraocular  pressure  during 
systole  slightly  above  the  venous  pressure, 
and  observable  venule  pulsation  appears  in 
practically  all  persons,  patients  or  well 
people.  If  the  pressure  with  the  pencil  is 
continued  and  gradually  increased,  the 
venous  pulsation  disappears  and  an 

* Choroidal  bed  from  the  short  ciliary  vessel;  the  long 
anterior  ciliary  arteries  supply  the  iris  and  the  ciliary  body. 


arteriolar  pulsation  will  appear.  Oc- 
casionally, the  venous  pulsation  does  not 
disappear  but  alternates  nicely  in  time  with 
the  arterial  pulse. 

The  venous  pulse  pressure  is  probably 
sometimes  slightly  higher  and  again  lower 
than  the  intraocular  pressure.  When  a 
spontaneous  venous  pulse  is  seen,  the 
venous  pressure  is  higher.  The  degree  of 
pressure  with  which  an  ophthalmodyna- 
mometer abolishes  it  constitutes  a measure  of 
the  difference  between  the  venous  pressure 
and  the  intraocular  pressure. 

The  main  clinical  application  of  retinal 
venule  pulsation  is  found  in  serial  observa- 
tions of  patients  with  suspected  elevation 
in  intracranial  pressure.  The  examiner 
must  know  that  the  patient  had  visible 
venule  pulsations  initially.  Its  disap- 
pearance, which  occurs  as  intracranial  pres- 
sure rises,  is  then  significant.  Disap- 
pearance precedes  papilledema,  making  it 
useful  in  the  differential  diagnosis  of  early 
choked  disk.  It  is  important  that  intra- 
ocular pressure  be  known,  since  this,  if 
sufficiently  low,  also  obliterates  retinal 
venule  pulsation.  In  2 instances  of  shock, 
1 due  to  myocardial  infarction  and  the  other 
to  sodium  depletion,  the  retinal  venule 
pulsation  was  observed  to  disappear  and  re- 
appear later,  on  recovery  from  shock. 

Retinal  sheen 

A wet,  glistening  appearance  of  the  retina 
is  described  as  retinal  sheen.  A wet-looking 
sheen  involving  the  entire  retina  is  fre- 
quently associated  with  toxemia  of 
pregnancy  and  glomerulonephritis. 9 There 
is  also  a wet-appearing  retinal  sheen  which 
occurs  very  commonly  in  normal,  healthy 
young  people.  This  sheen  closely  resembles 
that  seen  in  toxemia  of  pregnancy  except 
that  it  is  located  on  the  lateral  retina  (as- 
suming that  the  optic  disk  is  the  dividing 
line  between  lateral  and  medial).  Another 
difference  is  that  the  retinal  arterioles  are 
commonly  in  spasm  in  cases  of  toxemia  and 
glomerulonephritis,  resulting  in  generalized 
reduction  in  caliber  of  the  arterioles,  that  is, 
thread-like  arterioles  rather  than  sausage- 
like ones  which  occur  in  segmental  spasm  of 
retinal  arterioles.  The  ratio  of  venule  to 
arteriole  is  4 to  1 or  5 to  1,  and  there  may 
even  be  complete  obliteration  by  severe 
arteriolar  spasm.  No  arteriolar  spasm  is 
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observed  in  association  with  the  lateral 
sheen  of  normal  young  people. 

Finnerty  et  al. 10  examined  the  fundi  of  83 
pregnant  patients,  30  of  whom  had  gross 
signs  of  toxemia.  In  23  of  the  toxemic 
patients  two  examiners  independently  agreed 
on  the  presence  of  generalized  retinal  sheen 
and  arteriolar  spasm.  The  remaining  7 
patients  did  not  show  generalized  sheen. 
The  generalized  sheen  disappears  or  be- 
comes only  lateral  sheen  on  diuresis.  They 
also  examined  294  nonpregnant  patients 
with  no  cardiovascular  disease,  divided  into 
groups  under  and  over  forty  years  of  age. 
All  patients  under  thirty  years  of  age  showed 
lateral  sheen  with  no  arteriolar  spasm. 
The  majority  of  those  patients  between  the 
ages  of  thirty  and  forty  years  had  lateral 
retinal  sheen.  Few  patients  over  forty  years 
of  age  manifested  lateral  sheen.  The  non- 
pregnant group  showed  no  change  in  the 
lateral  retinal  sheen  on  diuresis  with  chloro- 
thiazide, that  is,  lateral  sheen  did  not  re- 
present retinal  edema.  That  of  toxemia 
and  glomerulonephritis  surely  does,  since 
both  diseases  are  characterized  by  sodium 
retention  and  generalized  vasoconstriction. 

The  glistening  sheen  of  the  retinas  of 
normal  young  people  is  probably  a reflection 
from  the  internal  limiting  membrane  and  has 
no  relationship  to  generalized  edema,  vaso- 
constriction, or  sodium  retention.11  The 
foveal  light  reflex  is  also  a reflection  from  the 
internal  limiting  membrane.  It  may  follow 
the  general  course  of  blood  vessels  in  some 
instances,  and  in  others  it  is  distributed  over 
the  lateral  retina.  This  glistening  ap- 
pearance is  more  intense  the  wider  its  dis- 
tribution, sometimes  extending  to  the  medial 
side  but  never  to  the  entire  retina.  How- 
ever, if  a lateral  sheen  becomes  generalized 
in  pregnancy  and  glomerulonephritis,  it  is 
reasonable  evidence  of  retinal  edema.  The 
retinal  edema  of  rising  intracranial  pressure 
does  not  extend  beyond  1 disk  diameter 
from  the  disk  margin  except  in  very  extreme 
cases.  Serial  observations  provide  a useful 
clinical  guide. 

Vessels  crossing  the  disk  margin 

The  number  of  vessels  crossing  the  margin 
of  the  optic  disk  is  easily  counted.  Normally 
they  are  from  16  to  22,  provided  all  visible 
vessels  are  counted  including  arterioles, 
venules,  and  those  too  small  to  put  in  either 


category.  If  the  intracranial  pressure  is 
rising,  venous  pressure  is  rising  with  it,  and 
edema  occurs  in  the  nerve  head.  The 
number  of  vessels  visible  at  the  disk  margin 
then  increases  as  more  and  more  venules 
become  distended  with  blood.  Serial  ob- 
servations and  counts  can  be  very  useful  in 
following  such  cases.  A decrease  in  the 
number  of  visible  vessels  occurs  in  optic 
atrophy  (Kestenbaum’s  sign).12 

Sludging  of  blood  in  retinal  venules 

Clumping  of  red  cells  or  “sludging”  of 
blood  is  visible  in  certain  instances  in  the 
retinal  venules  on  exerting  pressure  on  the 
eye,  thereby  slowing  the  blood  flow.  The 
sign  is  nonspecific  but  is  almost  always  as- 
sociated with  organic  disease.  It  is  cor- 
related, as  expected,  with  hypergam- 
maglobulinemia.13 

The  technic  of  eliciting  the  sign  is  first  to 
view  ophthalmoscopically  the  optic  disk, 
then  very  gently  exert  pressure  with  the 
eraser  on  a pencil,  over  the  lower  temporal 
quadrant  of  the  eye  through  the  lid.  This 
results  in  slight  distortion  and  medial  dis- 
placement of  the  eye  and  may  require  re- 
focusing the  ophthalmoscope  by  moving  to 
the  next  lens.  The  pressure  exerted  should 
be  just  enough  to  cause  partial  diastolic 
collapse  of  the  retinal  arterioles.  At  this 
point  the  venules  become  granular  in  ap- 
pearance, as  though  there  were  multiple 
facets  on  their  walls  reflecting  light.  Next, 
larger,  easily  seen,  discrete  particles  appear 
in  the  venules  and  move  slowly  toward  the 
disk  margin  and  disappear  where  the  central 
retinal  vein  enters  the  optic  nerve  head.  The 
sign  appears  after  five  to  ten  seconds  of 
observation.  The  rate  of  movement  of  the 
clumps  is  a function  of  the  pressure  exerted 
on  the  eye.  On  release  of  pressure,  the  flow 
accelerates  and  the  clumps  disintegrate  and 
disappear. 

Snow13  examined  90  patients  in  whom  he 
observed  this  sign  on  one  or  more  occasions. 
It  was  not  seen  in  31  healthy  people  and  150 
outpatients.  Of  the  90  patients  studied,  79 
had  organic  disease,  62  patients  had  elevated 
sedimentation  rates,  and  55  had  elevated 
serum  globulin  concentrations,  with  35 
above  4 Gm.  per  100  ml.  Either  sedimenta- 
tion rate  or  serum  globulin  concentration  or 
both  were  elevated  in  73  patients.  The  sign 
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was  also  seen  in  normal  pregnancy  and 
during  menstruation.  Seven  of  Snow’s13 
patients,  at  the  time  his  report  was  pub- 
lished, had  no  apparent  reason  for  the 
sludging.  Knisely14  has  summarized  an 
extensive  literature  on  sludging  of  blood  in 
conjunctival  and  similar  capillaries.  This  is 
surely  the  same  phenomenon  as  that  seen  in 
retinal  venules. 

Sludging  of  blood  is  an  easily  elicited  sign; 
it  correlates  well  with  disease  and  is  a rela- 
tively sensitive  index.  It  should  arouse 
suspicion  and  prompt  more  extensive  study 
in  patients  considered  to  have  no  disease  or 
equivocal  historic  and  physical  data.  False 
positive  results  do  occur  in  pregnancy  and 
menstruation. 

Transillumination  of  the  globe 

Transillumination  of  the  globe  is  done  in  a 
dark  room  by  placing  a small,  bright  light 
(Welch- Ally n flashlight  or  ophthalmoscope 
with  ophthalmoscopic  head  removed) 
against  the  lower  lateral  quadrant  of  the  eye 
and  pressing  gently.  The  light  passing 
through  the  translucent  tissues  of  the  globe  is 
reflected  from  the  retinal  surface,  through 
vitreous,  lens,  and  pupil.  The  pupil  is  seen 
as  a round,  pink  disk. 

The  pupil  may  appear  larger  and  have 
quite  irregular  ragged  margins  on  transil- 
lumination compared  to  direct  observation. 
“Spoke”  cataracts  of  diabetes  may  be  seen. 
One  may  see  “holes”  in  the  iris  through 
which  the  light  streams,  indicating  old  iritis 
or  other  disease  of  the  uveal  tract  in  which 
uveal  pigment  has  been  catabolized.  Old 
iritis  is  also  indicated  by  a ragged,  irregular 
margin  of  the  iris  or  “nicks”  and  clefts  in  its 
margin.  The  pupil  may  appear  larger  on 


transillumination  due  to  senile  atrophy  of 
the  sphincter.  In  the  case  of  tumors  this 
technic  is  helpful  only  if  the  lesions  are 
deeply  pigmented  and  located  anterior  to 
the  equator.  A subchoroidal  hemorrhage 
does  not  transilluminate  and  may  result  in  a 
false  positive  interpretation  of  tumor. 
Vitreous  hemorrhages  may  be  seen  but  are 
better  seen  with  usual  ophthalmoscopic 
viewing. 


Summary 

Five  readily  elicited  physical  signs  noted 
on  examination  of  the  eye  have  been  de- 
scribed and  their  clinical  interpretation  has 
been  presented.  Each  has  practical  clinical 
usefulness. 
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|t  was  in  the  year  1745  that  the  famous 
essay  entitled  “De  Motu  Cordis  et  De 
Aneurysmatibus”  appeared.1  Twenty  years 
had  elapsed  since  the  death  of  the  author, 
Giovanni  Maria  Lancisi.  This  work  is 
still  famous  for  its  presentation  of  problems 
of  arterial  aneurysm.  It  begins  with  an  in- 
quiry into  the  etymology  of  the  word 
“aneurysm”  and  then  launches  into  an 
exhaustive  review  of  the  history  of  the 
disease  and  its  treatment  through  the  ages. 
There  then  follows  a series  of  case  reports 
with  commentaries  designed  to  clarify  the 
morbid  anatomy,  abnormal  physiology,  and 
clinical  traits.  It  remains  a classic  of  its 
kind. 

Early  reported  work 

The  next  step  forward  was  made  by  John 
Hunter2  later  in  the  century.  With  a full 
knowledge  of  what  had  gone  before  and  with 
a keen  sense  of  the  need  for  developing  a 
practical  technic  for  the  care  of  patients 
afflicted  with  this  dread  disease,  he  formu- 
lated a series  of  experiments  on  dogs  designed 
to  reveal  something  of  the  mechanism  of  the 
production  of  aneurysm.  Hunter  studied 
the  effect  of  injury  on  the  large  arteries  by 
stripping  the  carotid  of  a dog  of  its  media 


and  adventitia,  leaving  only  the  thin  tube  of 
inner  media  and  intima.  This  did  not  re- 
sult in  aneurysm  formation.  His  studies 
confirmed  his  belief  that  this  lesion  was  in- 
duced by  disease  and  was  not  simply  a me- 
chanical accident.  He  was  well  aware  of  the 
poor  results  attending  the  operation  handed 
down  from  the  ancients,  such  as  Aetius  and 
Paulus  Aeginetus.  Their  procedure  con- 
sisted of  proximal  and  distal  ligation  with 
incision  and  packing  or  extirpation  of  the  sac. 
The  frequency  of  technical  difficulty  and 
postoperative  exsanguinating  hemorrhage 
made  necessary  a search  for  better  treatment. 

Hunter  studied  the  behavior  of  a ligature 
placed  on  an  artery  and  acquainted  himself 
with  the  tissue  responses  within  the  vessel 
lumen,  wall,  and  surrounding  tissues.  It 
was  in  December,  1785,  that  he  operated  on 
a forty-five-year-old  coachman  with  a 
popliteal  aneurysm.  He  simply  tied  off  the 
lower  femoral  artery  above  the  aneurysm 
with  a brilliant  clinical  result.  The  most 
impressive  aspect  of  this  surgical  contribu- 
tion is  the  precise  and  logical  manner  in 
which  the  experimental  preceded  the  clinical. 
It  can  be  fairly  stated  that  Hunter’s  proce- 
dure opened  a new  field  in  operative  surgery. 

Scarpa’s  Treatise  on  The  Anatomy,  Pathol- 
ogy and  Surgical  Treatment  of  Aneurysm  ap- 
peared at  this  time.3  An  excellent  English 
translation  by  John  Henry  Wishart  allowed 
it  to  exert  its  influence  beyond  the  con- 
tinent. Scarpa  was  fully  aware  of  the 
contribution  of  John  Hunter.  Aside  from 
its  scholarly  presentation,  this  essay  de- 
serves being  recognized  as  the  first  to  sug- 
gest the  association  between  aneurysm  for- 
mation and  degenerative  disease  of  the 
vessel  wall.  Scarpa  wrote  “The  internal 
coat  of  the  artery  . . . becomes  irregular  and 
wrinkled.  It  afterwards  appears  inter- 
spersed with  yellow  spots  which  are  con- 
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verted  into  grains  or  earthy  scales  or  into 
steatomatous  and  cheese-like  concretions 
which  render  the  internal  coat  of  the  artery 
very  brittle  . . . and  on  being  cut,  it  gives  a 
crackling  sound  similar  to  the  breaking  of  the 
shell  of  an  egg.  This  ossification  of  the 
artery  ...  .”  In  short,  this  added  another 

disease  process  to  those  of  syphilis  and 
trauma  which  had  been  recognized  as 
etiologic  agents  by  Morgagni,  Lancisi,  and 
Hunter. 

The  direct  influence  of  John  Hunter  is 
manifest  in  the  generation  of  English  sur- 
geons that  followed  him.  The  treatise  of 
Joseph  Hodgson4  on  the  diseases  of  arteries 
and  veins  is  a superb  example  of  clinical 
exposition.  It  deals  with  the  morbid  anat- 
omy and  physiology  of  blood  vessels  with  a 
clarity  and  ease  of  correlation  that  unifies  the 
subject.  His  biometric  analysis  of  the 
nature  of  arterial  disease  exhibits  a degree  of 
surgical  sophistication  that  fascinates  the 
reader  to  this  day. 

In  1830,  Guthrie’s5  essay  on  the  diseases 
and  injuries  of  arteries  constituted  an  ex- 
cellent review  of  the  knowledge  and  practice 
of  his  day.  He  also  dipped  into  the  con- 
troversy between  the  English  and  French 
professions  as  to  the  priority  of  Hunter  or 
Desault  in  performing  the  Hunterian  opera- 
tion of  proximal  ligation. 

In  1834,  Jacques  Lisfranc6  reviewed  the 
treatment  of  aneurysm.  His  essay  is  a 
technical  treatise  describing  the  methods  of 
ligature,  cautery,  puncture,  and  pressure. 
There  is  little  concerning  pathogenesis. 

The  monograph  of  Edward  Crisp7  is  of  in- 
terest in  that  it  considers  occlusive  athero- 
sclerosis as  evidence  of  past  inflammation. 
He  accepted  the  concept  of  acute  and 
chronic  arteritis  and  considered  the  cause  to 
be  “exposure  to  cold,  adynamic  fevers, 
rheumatic  metastasis,  extension  of  endo- 
carditis, ...  .”  This  essay  of  Crisp’s  signifi- 
cantly contained  the  phrase  “with  statis- 
tical deductions”  in  its  title.  Since  the  publi- 
cation date  was  1847,  it  is  noteworthy  that 
chapter  3 is  devoted  to  “arteritis.” 

In  contradiction  of  the  ideas  of  Crisp,  the 
beliefs  of  Karl  Rokitansky8  dominated  the 
thinking  of  pathologists  for  many  years. 
In  his  Manual  of  Pathological  Anatomy  he 
strongly  denied  the  capability  of  an  artery 
for  inflammatory  reaction.  He  stated  “the 
cellular  sheath  of  a vessel  is  alone  capable  of 
inflammation.”  This  does  not  suggest  that 


Rokitansky  was  not  fully  aware  of  arteritis 
by  extension  from  an  adjacent  inflammatory 
process. 

It  was  in  1853  that  the  most  significant 
contribution  to  our  current  concept  of 
mycotic  aneurysm  first  appeared.  It  was  in 
that  year  that  Tufnell’s  paper  “On  the  In- 
fluence of  Vegetation  on  the  Valves  of  the 
Heart  in  the  Production  of  Secondary 
Arterial  Disease”  appeared  in  the  Dublin 
Quarterly  Journal  of  Medical  Science .9  This 
contribution,  which  appeared  a decade  be- 
fore Pasteur’s  establishment  of  the  bacterial 
cause  of  inflammation,  clearly  sets  forth 
the  relationship  of  peripheral  arteritis  to 
the  embolic  transfer  of  infectious  material 
from  a site  of  endocarditis. 

Although  Broca’s10  authoritative  treatise 
on  aneurysms  and  their  treatment  appeared 
three  years  after  Tufnell’s  classical  article, 
there  is  no  mention  of  inflammation  in  re- 
gard to  aneurysms  except  recognition  of  in- 
flammatory change  as  a result  of  trauma. 
A few  years  later,  in  1863,  Marey 11  published 
his  famous  treatise  on  the  circulation  of  the 
blood.  It  is  true  that  he  was  chiefly  con- 
cerned with  the  physical  nature  of  blood 
flow  in  diseased  arteries  and  the  physiologic 
consequences.  However,  here,  too,  there  is 
no  mention  of  inflammatory  processes  either 
in  regard  to  the  pathogenesis  or  as  a sequel 
of  aneurysm  formation. 

In  1873,  Ponfick12  published  case  reports 
of  subacute  bacterial  endocarditis  with  sec- 
ondary small  vessel  embolization,  aneurysm 
formation,  and  perforation.  It  is  significant 
that  the  title  of  this  presentation  begins 
“Concerning  Embolic  Aneurysm,  ...  .” 

It  was  in  1885  that  Osier’s13  classic  de- 
scription of  subacute  bacterial  endocarditis 
appeared.  It  included  mention  of  second- 
ary infectious  aneurysm  which  he  clearly 
related  to  the  primary  process  on  the  heart 
valve.  It  was  in  this  presentation  that  the 
term  “mycotic”  was  introduced  to  indicate 
the  infectious  nature  of  the  arterial  lesion. 
This  word  remains  in  use  despite  the  fact 
that  it  is  considered  synonymous  with  the 
adjective  “fungous.”  During  the  inter- 
vening years  this  semantic  contradiction  has 
remained  in  the  literature.  The  newer 
knowledge  of  bacteriology  and  the  widening 
range  of  surgical  activity  made  Osier’s 
paper  a timely  contribution. 

Shortly  thereafter,  in  1887,  Eppinger14 
devoted  one  section  of  his  monograph  on 
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aneurysms  to  “das  mycotisch  embolische 
aneurysma.”  He  described  the  inflamma- 
tory arteritis  and  its  direct  relationship  to 
septic  embolization.  He  clarified  the  mor- 
bid anatomy  of  the  developing  lesion.  We 
also  owe  to  him  the  term  “embolomycotic.” 
In  the  same  year,  Goodhart15  independently 
recognized  the  pathogenesis  and  morbid 
anatomy  of  the  lesion.  His  emphasis  was 
on  this  condition  as  a clinical  disease. 

Twentieth  century  reports 

In  the  first  decade  of  the  twentieth 
century,  Lewis  and  Schrager16  reviewed  the 
subject  with  an  article  entitled  “Embolo- 
mycotic aneurysms.”  This  scholarly  pres- 
entation brought  the  subject  to  the  notice 
of  the  American  profession.  In  their 
consideration  of  the  pathogenesis  of  the 
lesion,  the  authors  emphasized  the  mecha- 
nism of  septic  embolization  in  their  belief 
that  the  infection  began  in  the  intima  of  the 
occluded  vessel  immediately  contiguous  to 
the  septic  embolus.  The  inflammatory 
process  then  spreads  through  the  internal 
elastic  membrane  into  the  outer  coats  and 
on  to  destruction  of  the  vessel  wall.  Of 
particular  interest  was  their  suggestion  that 
certain  mycotic  aneurysms  arose  in  the 
absence  of  vegetative  endocarditis. 

In  1923  Stengel  and  Wolferth17  reviewed 
217  cases  of  mycotic  aneurysm  reported  in 
the  literature.  They  noted  that  187  of 
these  were  associated  with  bacterial  en- 
docarditis. Of  this  number  49  were  multiple. 
Their  report  suggested  that  this  was  not  a 
rare  lesion  and  that  it  was  important  for  the 
clinician  to  look  for  evidence  of  its  ap- 
pearance. 

Isolated  case  reports  continued  to  appear, 
but  it  was  not  until  1937  that  the  term 
“primary”  was  used  to  define  a type  of 
mycotic  aneurysm  not  associated  with  heart 
disease.  Crane18  used  this  adjective  to  cate- 
gorize those  lesions  arising  by  direct  ex- 
tension from  a neighboring  suppurative  focus 
as  well  as  those  aneurysms  arising  in  the 
absence  of  obvious  inflammatory  lesion 
elsewhere  in  the  body.  The  term  “primary” 
was  later  used  by  Revell19  and  by  Hankins 
and  Yaeger20  to  develop  this  concept  further. 
They  described  and  recognized  the  exist- 
ence of  infectious  aneurysms  evidently 
dissociated  from  disease  elsewhere  in  the 
body. 


The  place  of  mycotic  aneurysm  in  the 
wide  field  of  inflammatory  arteritis  is  nicely 
set  forth  in  the  monograph  of  Karsner,21 
which  appeared  in  1947.  In  the  last  fifteen 
years  the  increasing  role  of  the  Salmonella 
strain  of  bacteria  in  the  causation  of  human 
disease  is  evident  in  the  literature.  The 
tendency  for  this  organism  to  be  deposited  in 
areas  of  degenerative  arterial  disease  was 
described  by  Zak,  Strauss,  and  Saphra.22 

As  pathologists,  they  noted  an  apparent 
increase  in  Salmonella  arteritis.  They  called 
attention  to  the  syndrome  of  rupture  of 
atherosclerotic  large  arteries  due  to  second- 
ary bacterial  infection  caused  by  members 
of  the  gram-negative  enterobacteriaceae, 
particularly  Salmonella.  They  documented 
11  cases  of  this  nature  and  summarized  the 
clinical  features. 

In  1962,  Blum  and  Keefer23  reported  five 
personal  cases  of  mycotic  aneurysm  arising 
in  the  absence  of  endocarditis.  Three  of 
these  were  due  to  Staphylococcus  arteritis, 
one  to  Salmonella  typhimurium  and  one  to 
S.  choleraesuis.  They  emphasized  the 
clinical  differences  between  this  type  of  in- 
fectious aneurysm  to  which  they  applied  the 
term  “cryptogenic”  and  the  usual  embolo- 
mycotic type  seen  with  subacute  bacterial 
endocarditis.  It  is  significant  that  crypto- 
genic mycotic  aneurysm  is  caused  by  an 
organism  resistant  to  the  antibiotics.  The 
importance  of  early  recognition  and  prompt 
surgical  treatment  was  emphasized. 

In  1961  an  excellent  review  of  the  surgical 
treatment  of  mycotic  aneurysm  was  pre- 
sented by  Nabseth  and  Deterling.24 

A third  variety  of  infectious  aneurysm  has 
been  recognized  for  many  years.  This  is 
the  type  in  which  secondary  infection  of 
a pre-existing  arteriosclerotic  aneurysm  or 
alteration  of  the  arterial  wall  due  to  con- 
genital or  acquired  disease  already 
exists.25-27 
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should  be  readily  available  for  any  future 
emergency,  according  to  a recent  issue  of  the 
Journal  of  the  American  Medical  Association. 

The  only  botulism  antiserum  not  available  in 
this  country  includes  types  A and  B,  but  not 
type  E.  The  commercial  availability  of  anti- 
toxin that  will  protect  against  type  E intoxica- 
tion is  desirable,  the  Journal  points  out.  At 
present  only  a limited  supply  is  available  from 
Canada  and  Denmark. 

Six  immunologic  types  of  Clostridium  botu- 
linum,  the  organism  that  causes  botulism,  have 
been  identified  and  are  designated  as  types  A 
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through  F.  Almost  all  human  botulism  has 
resulted  from  types  A,  B,  and  E.  Since  1932 
there  have  been  seven  outbreaks  of  type  E 
botulism  in  the  United  States,  resulting  in  15 
deaths.  These  occurred  in  1932,  1934,  1941, 
1960,  1961,  and  1963.  Prior  to  1960  there  was 
only  one  reported  instance  of  botulism  from  food 
commercially  processed  or  canned  in  this  coun- 
try since  1925. 

The  cases  of  botulism  poisoning  from  canned 
tuna  in  Detroit  and  from  prepared  whitefish 
originating  in  the  Great  Lakes  region  has  serious 
implications,  the  Journal  said.  Both  out- 
breaks appeared  to  have  been  due  to  the  type  E 
toxin,  which  had  not  been  common  in  this 
country  previously. 

These  occurrences  seem  to  indicate  a new 
endemic  infection  of  marine  wildlife  with  type  E 
Clostridium  botulinum.  It  seems  that  new 
and  stricter  public  health  regulations  regarding 
commerical  processing  will  be  necessary. 
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Aortic  Regurgitation  and 
Azotemia  in  a Young  Man 


Case  history 

Panayotis  Christopoulos,  M.D.:  A 

forty-one-year-old  Chinese  man  was  ad- 
mitted to  Knickerbocker  Hospital  for  the 
first  time  on  October  13,  1963,  complaining 
of  malaise,  vomiting,  and  diarrhea  of  a few 
days  duration. 

The  family  history  was  not  significant. 
He  had  been  in  good  health  until  three  years 
previously  when  he  developed  pain  in  his 
lower  extremities  for  a short  period  and  was 
treated  by  a physician  for  “arthritis.”  He 
had  no  history  of  rheumatic  fever,  heart 
murmur,  high  blood  pressure,  syphilis,  or 
kidney  disease.  Basically,  he  was  in  good 
health  until  four  days  before  entry  when  he 
suddenly  developed  malaise  and  chilly  sensa- 
tions. The  following  day  he  developed 
nausea,  vomiting,  and  watery  diarrhea  with- 
out abdominal  pain,  hematemesis,  or 
melena.  These  symptoms  persisted  until 
admission.  He  had  no  chest  pain,  syncope, 
dyspnea,  or  urinary  symptoms. 

Physical  examination  revealed  a well- 
developed,  well-nourished  man,  apprehensive 
but  not  dyspneic,  complaining  of  “feeling 
sick.”  The  temperature  was  97.8  F.,  pulse 
60  and  regular,  respirations  26,  and  blood 
pressure  112  /40 . The  peripheral  pulses  were 
described  as  having  a water-hammer  quality. 
The  neck  veins  were  distended,  and  the 
hepatojugular  reflux  was  positive.  The 
lungs  were  clear  to  percussion  and  ausculta- 
tion. The  left  cardiac  border  was  percussed 
1 cm.  to  the  left  of  the  mid-clavicular  line, 
and  the  point  of  maximal  cardiac  impulse 
was  at  the  fifth  left  costal  interspace.  A 


harsh,  Grade  4/4  systolic  murmur  was  heard 
over  the  entire  precordium,  accompanied  by 
a systolic  thrill.  A harsh,  Grade  3/4 
diastolic  murmur  was  also  heard  over  the 
entire  precordium.  Both  systolic  and  di- 
astolic murmurs  were  loudest  at  the  fourth 
intercostal  space  at  the  left  sternal  border. 
The  second  pulmonic  sound  was  accentuated. 
There  was  no  friction  rub  or  gallop.  There 
was  no  abdominal  tenderness  or  mass; 
bowel  sounds  were  normal.  Rectal  examina- 
tion was  unrevealing.  There  was  no  pe- 
ripheral edema,  clubbing,  cyanosis,  or  splinter 
hemorrhages.  The  femoral  pulses  were 
forceful,  but  there  was  no  bruit.  Neuro- 
logic examination  was  unrevealing. 

The  urine  had  a specific  gravity  of  1.020 
and  was  otherwise  normal.  The  hemo- 
globin was  11.5  Gm.  per  100  ml.,  the  white 
cell  count  14,500  with  83  per  cent  neutrophils 
and  17  per  cent  lymphocytes,  and  the  hema- 
tocrit 35.  The  fasting  blood  sugar  was  110 
mg.  per  100  ml.  and  the  blood  urea  nitrogen 
96  mg.  A battery  of  liver  function  tests 
gave  results  within  the  normal  range. 
Serum  sodium  was  137  mEq.  per  liter, 
potassium  5.4  mEq.,  chlorides  110  mEq., 
and  carbon  dioxide  15  millimols.  The  serum 
transaminase  was  39  units.  An  electro- 
cardiogram showed  right  bundle  branch 
block.  A chest  x-ray  film  showed  mild 
generalized  cardiac  enlargement;  no  addi- 
tional observations  were  adduced  by  fluor- 
oscopy. 

On  the  day  after  admission  moist  basal 
rales  were  heard,  and  the  venous  pressure 
was  300  mm.  of  water.  The  arm-tongue 
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circulation  time  with  dehydrocholic  acid 
(Decholin)  was  forty-five  seconds.  The 
patient  was  digitalized,  and  meralluride 
(Mercuhydrin)  was  administered.  Urinary 
output  declined  to  less  than  250  cc.  daily. 
On  the  third  hospital  day  the  temperature 
spiked  to  101  F.  and  dropped  suddenly. 
Three  blood  cultures  were  sterile  and  two 
grew  out  coagulase-negative  hemolytic 
Staphylococcus  aureus.  The  white  cell 
count  rose  to  35,000  with  over  90  per  cent 
neutrophils.  On  the  fifth  hospital  day  the 
blood  urea  nitrogen  was  114  mg.  per  100  ml., 
calcium  7 mg.,  and  phosphorus  9.4  mg. 
Serum  sodium  was  128  mEq.  per  liter,  po- 
tassium 6.5  mEq.,  chlorides  106  mEq.,  and 
carbon  dioxide  5 millimols.  At  that  time 
the  daily  urinary  output  was  less  than  100 
ml. 

On  the  sixth  hospital  day  the  patient  com- 
plained of  severe  substernal  pain;  he  be- 
came very  dyspneic  and  agitated.  The 
blood  pressure  fell  to  50/20  but  responded 
to  vasopressor  agents.  Serial  electrocardio- 
grams showed  no  changes  other  than  tran- 
sient premature  auricular  beats.  The  cardiac 
signs  remained  essentially  unchanged,  and 
there  was  no  cyanosis.  He  became  pro- 
gressively more  lethargic  and  expired  on  the 
same  day. 

Discussion 

William  J.  Welch,  M.D.:*  My  pur- 
pose will  be  to  try  to  piece  together  the  brief 
fatal  hospital  course  of  a forty-one-year-old 
Chinese  male  whose  illness  began  with  the 
abrupt  onset  of  chilly  sensations,  malaise, 
vomiting,  and  diarrhea.  He  had  heart 
murmurs  and  physical  signs  consistent  with 
severe  disruption  of  his  circulatory  dynamics. 
Intractable  heart  failure  developed  as  did 
rapidly  progressive  azotemia,  and  he  was 
dead  in  six  days.  At  the  end  he  had  chest 
pain,  and  some  hours  later  he  died  in  coma. 

I suspect  that  the  first  examiner  to  see  this 
man  was  surprised  at  the  calamitous  noises 
he  heard  in  the  chest,  and  it  was  perhaps 
at  first  assumed  that  this  was  a conventional 
aortic  valvular  lesion  in  a man  with  gastro- 
intestinal symptoms.  However,  the  be- 
ginnings of  congestive  failure  were  already 
apparent  on  admission.  His  neck  veins  were 

* Associate  Professor  of  Clinical  Medicine,  New  York 
University  School  of  Medicine;  Associate  Attending  Phy- 
sician, University  Hospital. 


swollen.  The  hepato jugular  reflux  was  posi- 
tive. The  pulmonic  second  sound  was  ac- 
centuated. At  the  same  time,  the  lungs 
were  quite  clear,  and  there  was  only  mod- 
erate left  ventricular  enlargement.  We  are 
not  told  whether  or  not  there  was  a right 
ventricular  heave  over  the  precordium,  but, 
in  any  event,  we  are  put  on  our  guard. 
These  are  signs  of  right  ventricular  failure. 
His  temperature  was  normal.  His  pulse 
rate  was  only  60  per  minute  and  was  of  a 
collapsing  type.  He  had  a wide  pulse  pres- 
sure consistent  with  an  abrupt  run-off  from 
the  aorta.  This  must  be  reconciled  with 
signs  of  right  ventricular  failure.  The 
femoral  pulses  were  full  and  forceful.  This 
last  speaks  for  the  integrity  of  the  aorta 
above  the  semilunar  valves.  The  remainder 
of  the  examination  was  not  helpful.  There 
was  no  previous  knowledge  of  rheumatic 
fever,  heart  murmurs,  high  blood  pressure, 
syphilis,  or  kidney  disease. 

At  the  same  time,  these  heart  murmurs 
were  not  such  that  even  a casual  observer 
would  be  likely  to  miss  them.  I am  forced 
to  conclude  that  something  catastrophic  to 
the  dynamics  of  this  man’s  circulation  had 
happened  either  at  the  onset  of  his  initial 
symptoms  or  shortly  before  and  was  in 
turn  related  to  the  abrupt  onset  of  malaise, 
vomiting,  and  diarrhea. 

The  murmurs  were  described  as  harsh  and 
loud  in  both  systole  and  diastole  and  were 
heard  widely  over  the  precordium.  The 
systolic  murmur  was  accompanied  by  a thrill. 
Both  murmurs  were  loudest  at  the  left 
sternal  border  at  the  fourth  intercostal  space. 
I will  return  to  this  important  observa- 
tion. 

Was  this  rheumatic  or  syphilitic  valvular 
disease?  Could  an  aortic  leaflet  have  been 
ruptured  to  account  for  the  sudden  appear- 
ance of  murmurs?  With  no  history  of 
trauma  we  would  have  to  assume  bacterial 
ulceration  as  the  cause  of  gross  distortion  of 
a previously  minimally  abnormal  valve 
leaflet.  This  would  not  explain  the  initial 
onset  of  predominately  right-sided  failure 
and  the  absence  of  prominent  left  ventricular 
dilatation  throughout  his  course. 

Moreover,  the  temperature  on  admission 
was  not  elevated.  Later  his  temperature 
did  rise  intermittently,  and  his  white  cell 
count  increased  convincingly  beyond  the 
limits  of  hemoconcentration  to  35,000,  with 
a sharp  shift  to  the  left,  all  of  which  could 
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point  to  a response  to  infection.  In  addi- 
tion, after  four  days  of  fluid  loss  and  pre- 
sumed hemoconcentration,  his  hemoglobin 
was  only  11.5  Gm.  on  admission  and  must  in 
fact  have  been  considerably  lower.  The 
hematocrit  of  35  bears  this  out.  There  is 
no  evidence  of  bleeding  which  might  account 
for  his  anemia.  It  is  well  to  remember  that 
anemia  is  often  the  single  objective  finding 
that  betrays  the  existence  of  a suspected 
endocarditis  that  is  otherwise  difficult  to 
diagnose. 

In  two  or  five  blood  cultures  coagulase- 
negative  hemolytic  Staph,  aureus  was  re- 
covered. There  is  no  indication  in  the  pro- 
tocol that  this  was  considered  critical 
evidence  of  infection.  We  are  not  told 
whether  or  not  antibiotics  were  given. 
However,  from  the  available  evidence  we 
cannot  rule  out  infection  as  a significant 
factor  in  the  course  of  this  man’s  rapid  de- 
cline and  death. 

I am  inclined  to  conclude  that  if  infection 
is  concerned  critically,  it  must  have  been  in 
relation  to  precipitating  his  heart  failure, 
which  was  predominately  right-sided  at  the 
beginning. 

The  abnormal  nature  of  the  murmurs  in- 
volving the  aorta  and  apparently  sparing  the 
left  ventricle  leads  me  to  ask  what  lesions 
could  be  responsible  for  a left-to-right  shunt 
arising  at  the  base  of  the  heart.  Several 
possibilities  are  available  to  us. 

These  findings  could  be  due  to  an  incom- 
petent aortic  valve,  either  congenital,  rheu- 
matic, or  syphilitic,  together  with  a ventric- 
ular septal  defect.  The  latter  may  present 
a harsh  systolic  murmur  together  with  a 
thrill  best  appreciated  at  the  lower  left 
border  of  the  sternum.  And  the  incompe- 
tent aortic  valve  would  produce  a suitable 
diastolic  murmur. 

If  they  were  congenital  in  origin,  it  is 
most  unlikely  that  such  murmurs  would  have 
been  missed  early  in  life,  and  it  would  be 
unusual  for  them  to  produce  symptoms 
abruptly  and  so  relatively  late  in  life.  It 
would  be  difficult  to  reconcile  such  lesions 
with  the  x-ray  films  we  have  of  the  contours 
of  our  patient’s  heart.  One  can  say  the 
same  for  aortic  lesions  of  syphilitic  or  rheu- 
matic origin.  Perhaps  this  would  be  a good 
moment  to  review  the  x-ray  films. 

Joseph  M.  Moynahan,  M.D.:  The  pa- 

tient was  too  sick  for  study.  The  films  avail- 
able show  a mild  generalized  cardiac  enlarge- 


ment. The  anteroposterior  projection  shows 
straightening  of  the  left  border  (Fig.  1A). 
A film  taken  in  the  right  anterior  oblique 
projection  with  a barium  swallow  shows  no 
disproportionate  dilatation  of  the  left  atrium 
(Fig.  IB).  The  right  atrium,  however, 
extends  beyond  the  confines  of  the  esophagus 
posteriorly.  This  is  not  an  absolute  criterion 
of  right  atrial  enlargement;  it  is  found  in 
about  35  per  cent  of  patients  with  dilated 
right  atria,  but  it  is  found  in  about  15  per 
cent  of  patients  whose  right  atria  are  not 
dilated.  A recent  study  shows  that  the  best 
method  to  ascertain  whether  the  right  atrium 
is  enlarged  is  the  use  of  the  left  anterior 
oblique  projection.1  In  this  view,  about  50 
per  cent  of  patients  with  right  atrial  enlarge- 
ment exhibit  loss  of  convexity  of  the  upper 
right  border  of  the  heart,  the  so-called 
“squaring”  effect.  The  most  important 
criterion,  however,  is  determination  at 
fluoroscopy  that  over  one  half  of  the  right 
cardiac  border  is  occupied  by  the  atrium, 
as  gauged  by  differential  pulsation  between 
atrium  and  ventricle. 

Michael  S.  Bruno,  M.D..  Don’t  you 
think  that  there  is  somewhat  more  right 
ventricular  and  right  auricular  enlargement 
than  you  ordinarily  expect  in  generalized 
nonspecific  cardiac  enlargement?  If  so, 
would  this  not  be  unusual  in  a case  in  which 
the  murmurs  indicate  simple  aortic  regurgita- 
tion? 

Dr.  Welch:  I had  similar  feelings  after 

reviewing  the  x-ray  films.  Particularly  in 
the  oblique  film,  I felt  that  the  right  ventricle 
was  disproportionately  enlarged. 

Dr.  Moynahan:  This  is  not  the  picture 

one  sees  in  aortic  regurgitation  when  one 
sees  a convexity  at  the  waist  of  the  heart 
with  considerable  left  ventricular  enlarge- 
ment. In  this  case  there  is  no  convexity  but 
on  the  contrary  a straightening  of  the  left 
heart  border  which  does  suggest  some  degree 
of  right  ventricular  enlargement. 

Dr.  Welch:  Patency  of  a ductus  arte- 

riosus and  aortopulmonary  communications 
may  give  rise  to  systolic-diastolic  murmurs 
at  the  base  of  the  heart  and  to  a collapsing 
pulse. 

The  abrupt  appearance  of  the  murmurs  in 
our  patient  leads  me  to  discard  the  diagnosis 
of  a patent  ductus  arteriosus,  quite  apart 
from  the  fact  that  the  physical  findings  in 
this  case  were  most  intense  at  the  lower  end 
of  the  sternum. 
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FIGURE  1.  Chest  roentgenograms.  (A)  Posteroanterior  projection,  showing  generalized  cardiac  enlarge- 
ment and  pulmonary  congestive  changes.  (B)  Oblique  projection,  showing  straightening  of  the  left  cardiac 
border  indicative  of  right  ventricular  enlargement. 


An  aortopulmonary  communication, 
whether  congenital  or  due  to  syphilitic  or 
bacterial  erosion,  although  less  readily  ruled 
out,  also  would  present  physical  signs  arising 
above  the  valve  leaflets  and  would  be  less 
likely  to  present  findings,  as  in  this  situation, 
at  the  fourth  left  interspace.  No  serologic 
studies  are  included  in  the  protocol,  but  I 
will  assume  that  if  syphilis  were  serologically 
present,  such  evidence  would  not  be  delib- 
erately withheld. 

Dr.  Christopoulos:  The  VDRL  test 

result  was  negative. 

Dr.  Welch:  A harsh  systolic-diastolic 

murmur  heard  best  at  the  lower  left  sternal 
border  with  evidence  of  a left-to-right  shunt 
could  well  be  caused  by  a direct  aorto- 
cardiac  fistula. 

A communication  between  the  greater  and 
lesser  circulations,  as  in  cardioaortic  fistulas, 
extends  from  above  the  cusps  to  below  them 
and  tends  to  present  findings  that  are  placed 
lower  than  other  continuous  systolic-di- 
astolic murmurs.  These  physical  findings 
are  similar  whether  the  fistula  leads  to  the 
right  ventricle  or  to  the  right  atrium. 
Cardioaortic  fistulas  may  be  congenital  and 
of  long  standing,  caused  by  a defect  in  the 
wall  of  the  aortic  sinus.  On  the  other  hand, 


they  may  be  only  potential,  related  to  an 
aneurysmal  dilatation  of  an  aortic  sinus  of 
Valsalva,  and  may  lead  to  a fistula  by  rup- 
ture later  in  life.  Thus  the  signs  and  symp- 
toms of  a true  cardioaortic  fistula  may  be 
present  from  birth  or  may  later  appear 
abruptly.  At  least  one  instance  of  aorto- 
cardiac  fistula  has  been  reported  in  a man 
of  fifty-three,  without  cardiac  symptoms, 
who  died  of  an  intercurrent  illness. 

When  a cardioaortic  fistula  is  present  from 
birth,  it  will  certainly  be  confused  with  a 
patent  ductus  arteriosus  and  aortopulmonary 
fistula. 

A communication  between  the  aorta  and 
a cardiac  chamber  (cardioaortic  fistula) 
usually  represents  an  acquired  lesion.  The 
background  of  such  a communication  is  a 
weakened  zone  in  the  aorta.  Two  under- 
lying lesions  form  the  basis  for  cardioaortic 
fistulas.  One  is  the  group  of  bland 
aneurysms  that  develop  at  the  root  of  the 
aorta,  presumably  because  of  congenital 
weakness  or  cystic  medial  necrosis  of  the 
tissues  in  this  region.  These  are  the  so- 
called  aortic  sinus  or  sinus  of  Valsalva 
aneurysms.  The  other  basis  for  a cardio- 
aortic fistula  is  destruction  of  the  root  of  the 
aorta  as  a result  of  bacterial  infection.  The 
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latter  usually  complicates  the  course  of  bac- 
terial endocarditis.  While  syphilitic  aortitis 
may  lead  to  rupture  of  the  aorta,  the  region 
involved  usually  lies  above  the  aortic  sinuses 
and  is  not  closely  related  to  the  cardiac 
chambers.  Rupture  of  syphilitic  aortitis  is 
usually  into  a pulmonary  artery  or  a vein  of 
the  superior  vena  caval  system. 

Rupture  of  the  aorta  into  a cardiac  cham- 
ber is  said  to  be  characteristically  associated 
with  pain  in  the  chest  and  a sensation  of 
“whirring”  like  a “half-filled  milk  bottle 
being  shaken”  in  the  chest.  In  some 
patients,  however,  even  though  the  forma- 
tion of  the  cardioaortic  fistula  is  the  initial 
event  that  logically  could  lead  to  cardiac 
dysfunction,  no  definite  episode  representing 
the  time  of  rupture  is  reported. 

Rupture  most  commonly  occurs  in  the 
right  coronary  sinus  and  in  the  posterior, 
noncoronary  sinus.  It  is  rare  in  the  left 
coronary  sinus.  Most  commonly,  rupture 
takes  place  into  the  right  atrium  or  right 
ventricle  and  rarely  into  the  interatrial 
septum. 

In  a series  of  25  cases  of  aortic  sinus 
aneurysms  which  came  to  autopsy  reported 
by  Jones  and  Langley2  15  died  because  of 
heart  failure.  Of  these,  12  could  be  attrib- 
uted to  rupture,  2 had  congenital  fistulas,  and 
1 had  rheumatic  heart  disease  associated  with 
an  unruptured  aneurysm.  Bacterial  endo- 
carditis led  to  death  in  6 cases,  intercurrent 
disease  in  4 cases.  Thus,  three-fifths  died 
from  heart  failure  usually  due  to  the  cardio- 
aortic fistula  and  one-fourth  from  bacterial 
endocarditis. 

X-ray  films  are  of  little  help  in  the  diag- 
nosis of  congenital  sinus  aneurysms  because 
the  aneurysms  are  small  and  almost  always 
project  into  a cardiac  cavity  rather  than 
externally.  Generalized  cardiac  enlarge- 
ment is  the  usual  finding.  Electrocardio- 
grams are  also  of  little  help  and  are  incon- 
stant. 

An  unruptured  congenital  aortic  sinus 
aneurysm  is  almost  always  asymptomatic 
without  physical  or  radiographic  signs  unless 
associated  congenital  lesions  are  present. 
Unruptured  sinus  aneurysms  are  prone  to 
become  infected,  and  when  bacterial  endo- 
carditis develops  in  a heart  previously 
healthy,  this  is  one  of  the  underlying  lesions 
that  may  be  suspected,  just  as  one  suspects 
a bicuspid  aortic  valve. 

Rupture  of  a congenital  sinus  aneurysm  is 


perhaps  most  likely  to  be  confused  with  a 
ruptured  aortic  cusp,  the  commonest  causes 
of  which  are  syphilis  and  bacterial  endo- 
carditis, barring  exceptional  trauma. 

I believe  the  most  likely  explanation  of  the 
abrupt  downhill  course  of  this  man’s  con- 
gestive failure  is  a rupture  of  a previously 
unrecognized  aneurysm  of  the  right  or 
posterior  sinus  of  Valsalva,  with  the  forma- 
tion of  a fistula  probably  into  the  right 
atrium.  Although  the  rupture  may  have 
taken  place  spontaneously,  I am  inclined  to 
include  the  data  we  have  at  hand  and  attrib- 
ute it  to  an  ulceration  due  to  acute  bacterial 
endocarditis,  the  causative  agent  having 
been  Staph,  aureus  which  was  recovered  on 
two  occasions  from  the  patient’s  blood. 

I am  not  happy  about  the  azotemia  which 
was  so  prominent  in  the  original  clinical 
picture.  I do  not  know  how  to  fit  in  the  past 
history  of  pains  in  the  legs  and  the  treat- 
ment for  “arthritis.”  I am  reminded  of  the 
late  Moses  Keschner,  M.D.,  who  told  me 
as  a medical  student  an  aphorism  (his  own 
I suspect)  concerning  the  essence  of  clinical 
medicine:  “What  fits,”  he  said,  “use  it — 
what  doesn’t  fit,  put  it  aside;  you  may 
need  it  later.”  I suspect  I may  need  this 
later. 

It  is  well  known  that  a period  of  unrecog- 
nized hypotension  may  be  a precipitating 
factor  leading  to  lower  nephron  nephrosis 
with  renal  shutdown.  Once  tubular  necrosis 
has  begun,  it  may  progress  inexorably. 
When  oliguria  and  rising  blood  urea  nitrogen 
become  manifest,  the  precipitating  event 
may  have  been  lost  to  view. 

If  my  diagnosis  of  a ruptured  Valsalva 
sinus  aneurysm  is  correct,  it  is  interesting 
to  speculate  whether  or  not  the  abrupt  de- 
velopment of  a brisk  aortic  run-off  was 
associated  with  a significant  period  of  hypo- 
tension which  in  turn  precipitated  the  lower 
nephron  nephrosis  which  is  so  well  docu- 
mented in  the  protocol.  The  vomiting  and 
diarrhea,  the  continued  diversion  of  cardiac 
output,  and  the  unremitting  congestive  fail- 
ure made  a bad  situation  worse. 

Death,  I suggest,  was  associated  with 
pulmonary  embolization  from  the  right  side 
of  the  heart  or  the  deep  veins  of  the  legs, 
resulting  in  severe  substernal  pain,  dyspnea, 
agitation,  and  shock.  This,  superimposed 
on  uremia  and  heart  failure,  ended  his  life. 

Dr.  Bruno:  The  renal  problem  was  dis- 

cussed at  grand  rounds.  Those  physicians 
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FIGURE  2.  Views  of  aortic  valve  and  surrounding  area.  (A)  Probe  passing  into  aneurysm  cavity  behind 
rightcoronary  cusp.  (B)  Part  of  right  coronary  cuspcutaway  to  revealthe  aneurysmal  defect  which  contains 
clotted  blood. 


who  felt  the  patient  had  bacterial  endo- 
carditis attributed  the  renal  failure  to 
embolic  glomerulonephritis.  The  possi- 
bility of  acute  tubular  necrosis  also  was  con- 
sidered. 

Perry  Berg,  M.D. : During  the  past  few 

years  we  have  seen  a number  of  patients  in 
severe  heart  failure  with  oliguria  and  frank 
uremia  in  whom  no  renal  lesion  could  be 
demonstrated  at  autopsy.  We  attributed 
this  development  to  prerenal  factors. 

William  B.  Ober,  M.D.:  I think  the 

term  hemodynamic  azotemia  might  well  be 
substituted  for  the  less  descriptive  term, 
prerenal  azotemia.  Since  glomerular  filtra- 
tion depends  largely  on  blood  pressure, 
possibly  the  term  “a  hemodynamic  azo- 
temia” would  be  even  more  accurate. 

Benjamin  E.  Krentz,  M.D.:  The  nega- 

tive findings  in  the  urinary  sediment  are  not 
very  consistent  with  either  embolic  glomeru- 
lonephritis or  lower  nephron  nephrosis. 
Was  more  than  one  urinalysis  performed 
during  the  six  days  this  patient  was  in  the 
hospital? 

Lawrence  R.  Tartow,  M.D.:  Three 

urinalyses  are  recorded  on  the  chart,  all  with 
negative  findings  in  the  sediment.  In  addi- 
tion, bn  several  occasions  freshly  voided 
specimens  were  personally  examined  by 
members  of  the  house  staff,  again  with  nega- 
tive results. 

Dr.  Bruno:  Returning  to  Dr.  Krentz’s 

point,  we  were  concerned  with  the  urinary 
sediment  and  felt  that  the  absence  of  cells 


and  casts  in  several  specimens  militated 
strongly  against  lower  nephron  nephrosis. 
The  same  reasoning  also  might  apply  to 
embolic  glomerulonephritis,  but  urinary 
findings  in  this  entity  are  occasionally 
variable  and  episodic.  Perhaps  Dr.  Berg’s 
suggestion  is  a sound  one;  we  may  find  no 
renal  lesion. 

Dr.  Welch:  One  final  semantic  point: 

Although  we  often  use  the  terms  aortic 
insufficiency  and  aortic  regurgitation  inter- 
changeably, there  is  a real  difference  implicit 
in  the  hemodynamics.  In  true  regurgita- 
tion, blood  ejected  into  the  aorta  during 
systole  refluxes  back  into  the  left  ventricle. 
Insufficiency  is  a better  term  to  describe  the 
flow  of  blood  in  the  circumstances  of  this 
patient  or  any  other  individual  with  aorto- 
cardiac,  aortopulmonic,  or  aortovenous 
shunt. 

Clinical  diagnoses 

1.  Acute  bacterial  endocarditis,  ulcerative 
aortic  valve,  with  aortic  regurgitation  and  con- 
gestive heart  failure 

2.  Embolic  glomerulonephritis 

3.  ( Uremia ) 

Dr.  Welch’s  diagnoses 

1 . Ruptured  aneurysm  of  sinus  of  Valsalva, 
with  (?)  fistula  into  right  atrium,  with  con- 
gestive heart  failure 
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FIGURE  3.  View  of  opened  right  ventricular  cham- 
ber showing  aneurysm  bulging  into  ventricle  with  a 
broad  perforation.  The  aneurysm  projected  into 
the  ventricle  between  inflow  and  outflow  pathways. 


2.  Lower  nephron  nephrosis 

3.  ( Uremia ) 

4.  Pulmonary  embolism,  terminal,  (?) 
from  right  side  of  heart 

Pathologic  report 

John  Kwittken,  M.D.:  At  autopsy  the 

heart  was  only  slightly  hypertrophied;  it 
weighed  385  Gm.  The  left  ventricle  was 
moderately  dilated,  but  the  right  ventricle 
was  not.  There  was  an  aneurysm  of  the 
sinus  of  Valsalva  involving  the  sinus  behind 
the  right  coronary  cusp  (Fig.  2).  It  meas- 
ured about  1 cm.  in  diameter  at  its  surface, 
and  the  aneurysmal  pouch  was  about  2 cm. 
deep.  It  had  perforated  into  the  outflow 
tract  of  the  right  ventricle  (Fig.  3).  Focal 
thickening  of  the  base  of  the  right  aortic 
cusp  was  present,  but  there  was  no  gross  or 
microscopic  evidence  of  bacterial  endocardi- 
tis, rheumatic  deformity,  or  syphilis.  There 
was  only  trivial,  patchy,  nonstenosing 
coronary  arteriosclerosis.  No  lesions  were 
present  in  the  myocardium. 

A section  through  the  base  of  the  aorta  at  its 
junction  with  the  aneurysm  showed  a cushion 
of  intimal  fibrosis,  presumably  reflecting 
local  hemodynamic  alterations.  The  base 
of  the  aneurysm  contained  a laminated  blood 
clot  which  rested  on  a fibrous  base  (Fig.  4.) 
The  actual  point  of  rupture  was  below  the 
illustration. 

The  lungs  showed  acute  congestion  and 


FIGURE  4.  Section  through  base  of  aorta  at  its 
junction  with  aneurysm.  Perforation  is  below  the 
illustrated  area.  There  is  cushion  of  intimal  fibro- 
sis above  the  defect.  The  aneurysm  is  filled  with 
laminated  blood  clot  which  rests  on  a fibrous  base. 


edema;  small  bilateral  pleural  effusions  were 
present.  There  was  no  pulmonary  em- 
bolism. The  liver  showed  acute  mid-zonal 
necrosis  secondary  to  acute  passive  con- 
gestion. The  kidneys  showed  only  a min- 
imal degree  of  benign  nephrosclerosis;  there 
was  no  anatomic  basis  for  the  oliguria  and 
azotemia. 

Since  the  first  published  account  of  a 
ruptured  aneurysm  of  the  sinus  of  Valsalva 
by  Hope,  there  have  been  approximately  100 
examples  reported  in  the  medical  literature. 2 
In  the  majority  of  instances  the  right 
coronary  sinus  is  involved,  and  rupture 
takes  place,  as  in  the  present  patient,  into 
the  outflow  tract  of  the  right  ventricle.3 
The  lesion  is  about  four  times  more  frequent 
in  males  than  females.  Death  usually  oc- 
curs within  one  year  of  rupture,  and  the 
mode  of  death  is  congestive  heart  failure 
often  complicated  by  bacterial  endocarditis. 
Unexplained  uremia  has  been  reported 
occasionally,2  as  in  this  patient.  In  the 
absence  of  an  anatomic  basis  for  renal  failure, 
we  must  consider  it  another  variety  of  pre- 
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renal  azotemia,  probably  the  result  of  shock 
or  cardiac  failure.  Because  of  the  ana- 
tomic proximity  of  such  aneurysms  to  the 
cardiac  conducting  system,  arrhythmias  are 
relatively  common.4  Some  observers  be- 
lieve that  congenital  sinus  aneurysms  arise 
from  defective  development  of  the  distal 
bulbar  septum. 1 Others  believe  that  the 
fundamental  lesion  is  a lack  of  continuity 
between  the  aortic  media  and  the  aortic 
valve  ring.5-6 

Anatomic  diagnoses 

1.  Congenital  aneurysm  of  right  coronary 
sinus  of  Valsalva  with  rupture  into  the  right 
ventricle 

2.  Acute  pulmonary  congestion  and  edema 


Psychiatric  help  in  emergency 
clinics  urged 


Psychiatric  help  should  be  available  in  hos- 
pital emergency  clinics  as  readily  as  treatment 
for  somatic  problems,  whether  they  occur  in- 
dependently or  as  causes  or  sequelae  of  the 
physical  disorder.  This  is  the  conclusion  of  a 
study  at  City  Hospital  Center  at  Elmhurst,  in 


3.  Acute  passive  congestion  of  liver  with 
mid-zonal  hemorrhage  and  necrosis 

4.  Cardiac  dilatation  and  hypertrophy, 
slight , left  ventricle 

5.  ( Uremia ) 
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Queens  County,  reported  in  the  Archives  of 
General  Psychiatry . 

Roughly  50  per  cent  of  the  patients  seen  in  the 
medical- surgical  emergency  clinic  of  the  hos- 
pital during  hours  when  no  other  psychiatric 
help  was  available  in  the  hospital  were  suffering 
some  kind  of  psychiatric  disorder.  Thus,  it  is 
recommended  that  every  general  hospital  which 
has  an  emergency  clinic  add  a member  of  the 
psychiatric  team  to  the  medical  staff.  If  a 
psychiatrist  is  not  easily  available,  a properly 
trained  psychiatric  social  worker  or  clinical 
psychologist  can  be  of  value. 
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V it amin  D deficiency  is  characterized 
primarily  by  a defective  or  incomplete 
mineralization  of  bone.  Effects  of  vitamin 
D can  be  demonstrated  at  the  intestinal, 
skeletal,  and  kidney  sites,  but  it  is  still  not 
clear  which  is  the  initial  or  limiting  event.1 
In  most  mammals  and  birds  it  can  be  readily 
shown  that  the  intestinal  absorption  of 
calcium  is  depressed  in  the  absence  of  vita- 
min D and  that  the  administration  of  phys- 
iologic levels  of  vitamin  D or  exposure  to 
sunlight  (or  other  sources  of  ultraviolet 
radiation)  causes  a remission  of  this  defect. 
Massive  or  pharmacologic  doses  of  this 
vitamin  accentuate  the  normal  responses  and 
cause  an  even  greater  absorption  of  calcium. 

Still  unanswered  is  the  basic  question: 
By  what  mechanism  does  vitamin  D perform 
its  function?  Interest  as  to  how  vitamin  D 
works  has  increased  in  recent  years,  and  this 
article  will  review  briefly  some  of  the  ad- 
vances that  have  been  made.  Attention  will 
be  given  primarily  to  the  intestinal  phase  of 
vitamin  D function  and  will  include  some 
studies  performed  in  the  author’s  laboratory. 

Schachter  and  Rosen2  at  Columbia  and 

Studies  by  the  author  that  are  reported  herein  were  sup- 
ported by  Public  Health  Grant  A-04652. 


Harrison  and  Harrison3  at  Johns  Hopkins 
were  able  to  show  that  an  in  vitro  prepara- 
tion of  rat  intestine  reacts  to  vitamin  D 
deficiency  in  a manner  similar  to  the  intact 
gastrointestinal  tract.  In  the  absence  of 
vitamin  D the  transfer  of  calcium  across  the 
isolated  intestinal  membrane  was  depressed. 
These  studies  gave  considerable  impetus  to 
vitamin  D research  because,  when  one  is 
able  to  isolate  an  organ  and  still  obtain  the 
response  in  question,  a powerful  tool  is 
available  for  detailed  and  controlled  experi- 
ments. Using  this  technic,  Schachter  and 
Rosen  were  first  able  to  demonstrate  by  rat 
intestine  that  calcium  was  actively  trans- 
ported, that  is,  the  net  movement  of  a sub- 
stance against  an  electrochemical  gradient; 
this  was  confirmed  in  the  living  animal  in  our 
laboratory.4  Additional  studies  by  Schach- 
ter, Kimberg,  and  Schenker5  tended  to  show 
that  the  efficiency  of  the  active  calcium 
transport  by  the  duodenum  depended  on  the 
vitamin  D status  of  the  animal  from  which 
the  intestine  was  taken.  Implication  of  a 
direct  effect  on  active  transport  was  derived 
from  such  observations  as  the  diminution  of 
the  vitamin  D response  when  metabolic 
inhibitors  were  added  to  the  incubation 
medium.  Also,  the  vitamin  D effect  was 
greatest  in  the  duodenum  and  least  in  the 
lower  segments  of  the  small  intestine, 
thereby  correlating  directly  with  the  ability 
of  each  segment  to  transport  calcium. 

A different  idea  was  proposed  by  Harrison 
and  Harrison3  on  the  basis  of  their  own 
investigations  with  rat  ileum  in  vitro.  After 
showing  that  vitamin  D enhanced  the  pene- 
tration of  calcium  across  the  ileal  segment,  it 
was  determined  that,  with  this  system, 
metabolic  inhibition  did  not  decrease  the 
vitamin  D effect.  From  these  and  other 
considerations,  Harrison  proposed  that  the 
actual  site  of  vitamin  D action  may  be  pri- 
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marily  at  the  surface  of  the  intestinal  cells 
and  that  the  active  transport  effect  may  be 
indirect.  That  is,  if  the  diffusibility  of 
calcium  across  the  mucosal  membrane  is 
enhanced,  more  calcium  would  be  available 
to  move  into  the  sites  of  active  transport. 
However,  it  is  possible  that  both  processes 
are  affected. 

Calcium  fluxes;  specificity 

Attention  was  given  to  this  problem  in  our 
laboratory,  using  in  vivo  procedures  with 
rachitic  and  vitamin  D-repleted  chicks.6 
From  technics  developed  by  Curran  and 
Solomon,7  it  was  possible  to  determine  the 
unidirectional  fluxes  of  calcium  across  the 
intestine,  that  is,  efflux,  the  rate  of  move- 
ment of  calcium  from  intestine  to  plasma  or 
total  rate  of  absorption,  and  influx,  the  rate 
of  movement  of  calcium  from  plasma  to 
intestine  (Fig.  1).  The  net  flux  represents 
the  difference  between  efflux  and  influx, 
which  is  the  net  rate  of  absorption.  It  was 
found  that  vitamin  D increased  the  efflux 
and  net  flux  of  calcium  which  corresponded 
to  the  expected  effect  from  classical  studies. 
Unexpectedly,  however,  it  was  also  seen  that 
vitamin  D enhanced  the  influx  of  calcium 
as  well.  Thus,  the  movement  of  calcium 
across  the  intestine  in  both  directions  was 
significantly  increased. 

Importantly,  calculations  disclosed  that 
the  efflux  to  influx  ratio  was  not  altered  by 
the  presence  or  absence  of  vitamin  D.  This 
is  of  significance  because  of  the  following 
considerations.  If  a membrane  separating 
two  aqueous  compartments  is  made  more 
permeable  to  a penetrating  ion,  diffusion  in 
both  directions  will  increase  with  the  ratio  of 
these  unidirectional  movements  remaining 
unchanged.  If,  on  the  other  hand,  net  transfer 
in  one  direction  is  increased  whereas  move- 
ment in  the  other  is  not,  there  will  then  be  a 
change  in  the  ratio  of  these  one-way  fluxes. 
Since  the  flux  ratio  of  calcium  was  unaltered 
by  vitamin  D,  it  may  be  said  that  this  steroid 
did  not  act  by  way  of  a unidirectionally 
oriented  pathway,  that  is,  not  via  active 
transport,  but  rather  through  a mechanism 
in  which  the  general  permeability  of  the 
intestine  to  calcium  is  increased. 

Other  data  which  tend  to  support  this 
hypothesis  were  those  of  Worker  and  Migi- 
covsky8  9 and  Wasserman.10  It  was  shown 


FIGURE  1.  Visualization  of  unidirectional  fluxes 
across  intestinal  membrane. 


that  vitamin  D not  only  increased  the  ab- 
sorption of  calcium  but  also  of  several  other 
mineral  ions,  specifically  beryllium,  mag- 
nesium, strontium,  barium,  cobalt,  zinc, 
cadmium,  and  cesium.  Whereas  active  cal- 
cium transport  is  relatively  specific  for 
calcium,  these  observations  revealed  that  the 
vitamin  D -mediated  mechanism  is  not. 
This  suggested  again  that  the  effect  is  due  to 
a general  permeability  change  in  the  mucosal 
tissue  rather  than  to  the  stimulation  of 
an  active  transport  mechanism. 

Determination  of  site 

It  was  then  of  importance  to  determine  the 
site  within  the  mucosal  tissue  that  was 
influenced  by  vitamin  D.11  This  was  done, 
initially,  by  determining  the  influence  of 
this  sterol  on  the  accumulation  of  radio- 
calcium by  intestinal  tissue.  It  was  noted 
that  vitamin  D doubled  the  uptake  of  cal- 
cium by  intestinal  mucosa  which  suggested 
that  the  mucosal  facing  membrane  of  the 
intestinal  cell  was  altered  by  vitamin  D. 
In  the  same  experiments,  evidence  was 
obtained  that  the  rate  of  calcium  transfer 
from  mucosal  cell  to  plasma  was  delayed  in 
the  rachitic  animal.  This  would  mean  either 
that  the  intracellular  milieu  contained  sub- 
stances resisting  the  movement  of  calcium  or 
that  the  permeability  of  the  serosal  facing 
membrane  was  decreased  in  vitamin  D de- 
ficiency. 

The  latter  possibility  was  tested  by  assess- 
ing the  rate  of  movement  of  plasma  calcium 
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FIGURE  2.  Model  of  calcium  transfer  across  in- 
testine as  affected  by  vitamin  D. 


into  the  mucosal  cell  across  the  serosal  mem- 
brane. Vitamin  D did  not  influence  this 
transfer  but  did  increase  the  rate  of  move- 
ment from  mucosal  cell  to  intestinal  lumen. 
Thus,  two  possible  sites  of  vitamin  D action 
were  implicated  from  the  preceding  studies: 
the  transfer  of  calcium  across  the  mucosal 
membrane  and  transfer  of  calcium  through 
the  cell  interior.  Schachter,  Kimberg,  and 
Schenker5  from  another  type  of  experimental 
approach,  arrived  at  a somewhat  similar 
conclusion  that  at  least  two  cellular  sites  in 
the  intestine  are  altered  by  vitamin  D.  By 
referring  to  Figure  2 the  features  of  the  cal- 
cium absorption  system  can  be  summarized. 
Vitamin  D apparently  enhances  fluxes  A 
(lumen  to  plasma),  B (plasma  to  lumen),  C 
(lumen  to  mucosal  cell),  D (through  cell),  and 
either  F or  G or  both.  Evidence  suggests 
that  pathways  E and  H are  not  vitamin  D- 
dependent. 

Biochemical  and  biophysical  alterations 

Delving  deeper  intc  the  problem,  one 
begins  to  focus  on  the  biochemical  and  bio- 
physical alterations  induced  by  vitamin  D 
that  can  explain  the  action.  Does  vitamin 
D act  as  a cofactor  in  certain  enzyme  systems 
which  then  influence  calcium  movement? 
Does  vitamin  D,  a sterol  structurally  related 
to  cholesterol,  somehow  fit  into  membranes 
of  the  cell  and  change  their  reactivity  to 
calcium?  Does  vitamin  D enhance  the  syn- 


thesis of  a membrane  carrier  or  serve  as  the 
precursor  of  this  elusive  entity? 

It  was  shown  several  years  ago  that  citrate 
levels  in  blood  and  tissues  are  depressed  in 
the  rachitic  state.  Also,  citrate  metabolism 
by  mitochondrial  suspensions  were  shown 
to  be  depressed  by  vitamin  D.12  Here,  at 
least,  were  the  makings  of  a suitable  mecha- 
nism since  calcium  forms  a relatively  stable 
complex  with  citrate,  and  the  calcium 
citrate  may  penetrate  across  membranes 
more  rapidly  than  calcium  alone.  However, 
this  was  shown  not  to  be  the  case  since 
Harrison,  Harrison,  and  Park13  demon- 
strated that  cortisol  suppresses  the  citrate 
effect  of  vitamin  D without  influencing  the 
degree  of  calcification  of  rachitic  cartilage. 
This  was  taken  as  evidence  that  citrate  is 
not  directly  involved  in  the  healing  process. 
Similar  conclusions  were  drawn  by  Guroff, 
De  Luca,  and  Steenbock14  from  their 
studies.  Yet  to  be  determined  is  whether 
or  not  the  increased  plasma  citrate  concen- 
tration after  vitamin  D treatment  reflects 
other  types  of  biochemical  reactions  more 
directly  involved  in  calcium  absorption  and 
deposition,  for  example,  cortisol  may  block 
the  system  beyond  the  point  of  vitamin 
D action  but  before  citrate  is  synthesized. 

Bearing  on  this  problem  are  recent  studies 
on  calcium  accumulation  by  kidney  and 
liver  mitochondria,  and  the  influence  of 
vitamin  D thereon.15-17  It  has  been  shown 
that  Ca  + + is  taken  up  in  fair  quantity  by 
mitochondria  in  the  presence  of  ATP 
(adenosine  triphosphate),  Mg  + +,  oxidizable 
substrate,  and  perhaps  phosphate  ion;  the 
accumulated  Ca  + + is  apparently  deposited 
as  a phosphate  complex.  The  uptake  of 
Ca  + + can  be  prevented  by  the  presence  of 
certain  inhibitors,  such  as  phlorhizin,  bis- 
hydroxycoumarin  (Dicumarol),  antimycin 
A,  and  BAL  (British  anti-lewisite).  Vitamin 
D does  not  affect  the  accumulation  phase. 
However,  when  ATP  levels  in  the  system 
are  reduced  enzymatically  after  Ca  + + has 
been  taken  up,  the  rate  of  release  of  Ca  + + 
is  greatly  enhanced  by  vitamin  D.  This 
reaction  is  highly  specific  since  related 
substances,  such  as  ergosterol,  7-dehydro- 
cholesterol,  and  dihydrocholesterol,  cannot 
serve  as  replacements.  Parathyroid  hor- 
mone further  increases  Ca  + + movement  out 
of  mitochondria  but  only  if  vitamin  D is 
present.  The  relationship  between  Ca  + + 
uptake  by  mitochondria  and  the  transcel- 
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Lular  transport  of  calcium  is  not  known,  but 
several  possibilities  were  given  by  De  Luca 
and  Engstrom.17  First,  the  membranes  of 
the  mitochondria  may  function  similarly 
to  the  cell  membranes  and  represent  a 
“model”  response  to  vitamin  D;  second, 
mitochondria  may  serve  to  regulate  intra- 
cellular calcium  levels  which,  in  turn,  would 
yield  profound  cellular  effects;  third,  these 
subcellular  particles  may  serve  as  a shuttle 
for  the  transcellular  transport  of  this  ion. 


Other  studies 

In  somewhat  related  studies,  investiga- 
tions were  undertaken  to  determine  if  vita- 
min D influences  the  ability  of  homogenates 
of  intestinal  mucosa  to  accumulate  radio- 
calcium.18 After  homogenization  in  the 
cold,  Ca45  or  Ca47  was  added  and  the  liquid 
stirred;  the  homogenate  was  separated  into 
two  fractions  (centrifugate  and  supernatant) 
by  spinning  at  39,000  or  100,000  times  g in  a 
refrigerated  centrifuge.  The  radiocalcium 
content  of  the  supernatant  would  indicate 
relative  accumulation. 

In  the  first  and  subsequent  experiments, 
it  was  observed  that  vitamin  D homogenates 
took  up  significantly  less  calcium  than  was 
taken  up  by  rachitic  chicks.  Calcium  up- 
take by  both  types  of  intestinal  homogenates 
could  be  inhibited  by  uncouplers  of  oxidative 
phosphorylation  (dinitrophenol,  gramicidin, 
and  bishy droxycoumarin)  but  not  by  some 
inhibitors  of  the  cytochrome  system  (arjti- 
mycin  A and  BAL).  Vitamin  D was  thus, 
at  least  superficially,  simulating  the  action 
of  uncouplers  of  oxidative  phosphorylation 
or  stimulators  of  adenosinetriphosphatase, 
but  direct  evidence  in  this  regard  has  not 
been  obtained.  In  fact,  De  Luca  et  al .19 
showed  that,  although  vitamin  D decreased 
citrate  oxidation  by  kidney  mitochondria, 
there  was  no  demonstrable  effect  on  the 
efficiency  of  phosphorylation  coupled  to 
oxidations.  As  with  the  mitochondrial 
preparations,  the  relationship  between  the 
differences  in  Ca  + + uptake  due  to  vitamin  D 
and  the  stimulation  of  calcium  absorption 
is  not  known  at  present,  but  these  observa- 
tions may  be  related  to  the  intracellular 
effect  of  vitamin  D. 


Conclusion 

From  the  foregoing,  it  should  be  apparent 
that  the  exact  mechanism  of  vitamin  D 
action  is  still  unknown,  but  considerable 
effort  is  being  given  to  this  interesting  prob- 
lem. Certainly,  speculation  at  this  stage  of 
knowledge  would  be  premature,  but  the 
effect  of  vitamin  D appears  to  be  related  to 
the  modification  of  the  properties  of  bio- 
logic membranes  of  target  organs  and  per- 
haps with  the  enzymes  closely  associated 
with  these  membranes. 
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One  perplexing  health  problem  in 
the  public  schools  is  insufficient  data  on 
cardiac  children.  Although  a school  health 
record  may  indicate  that  a child  has  a 
cardiac  condition,  it  does  not  always  con- 
tain adequate  information  to  enable  school 
personnel  to  ascertain  what  adjustment 
in  the  normal  school  program,  if  any, 
is  necessary.  At  both  the  elementary  and 
secondary  levels,  the  question  is  not  purely 
whether  a student  should  or  should  not 
participate  in  the  physical  education  classes 
or  athletic  activities.  Many  other  school 
activities,  particularly  at  the  elementary 
level,  require  physical  and  emotional  ex- 
ertion that  might  put  undesirable  strain 
on  cardiac  children.  Teachers  need  to 
know  in  specific  terms  what,  if  any,  activities 
should  be  curtailed. 

Thus,  in  1957,  the  Heart  Disease  in 
Children  Committee  of  the  Nassau  County 
Heart  Association  recommended  the  forma- 
tion of  a subcommittee  to  consider  the 
problems  of  cardiac  children  in  Nassau 
County  schools.  The  committee  included 
classroom  teachers  (both  elementary  and 
secondary),  school  administrators,  guidance 


counselors,  school  nurse- teachers,  school 
physicians,  public  health  representatives, 
and  private  physicians. 

Statistics  for  Nassau  County  show  that 
the  prevalence  of  cardiac  malfunctions  or 
possible  malfunctions  is  about  1 per  cent 
of  the  school  population,  approximately 
the  same  as  the  national  average.  Most 
of  the  children  diagnosed  as  cardiac  are  in 
regular  school  classrooms.  The  question 
of  how  fully  they  should  be  allowed  to 
participate  in  all  activities  has  bothered 
school  personnel. 

Need  for  adequate  information 

The  school  nurse-teachers  on  the  com- 
mittee agreed  that  a primary  problem  was 
the  inability  to  obtain  enough  specific 
information  from  private  physicians.  Dif- 
ficulties stemmed  from  the  following:  (1) 

The  classification  of  the  cardiac  child,  as 
suggested  by  the  American  Heart  Associa- 
tion (class  A,B,C,D,  or  E),  does  not  ade- 
quately describe  the  type  of  activity  the 
child  could  be  permitted  to  perform.  (2) 
The  individual  forms  previously  used  by 
some  school  districts  were  too  long  and 
took  too  much  time  for  private  physicians 
to  fill  out.  As  a result,  many  physicians 
did  not  send  back  the  needed  information, 
and  even  if  they  did,  the  school  was  still 
often  at  a loss  as  to  what  limitations  should 
be  imposed  on  the  child. 

These  comments  seem  to  imply  that  all 
cardiac  children  require  restrictions.  Such 
is  not  the  case.  The  need  for  information 
is  just  as  important  for  the  opposite  rea- 
son, that  is,  removing  unnecessarily  im- 
posed restrictions.  Many  children  who 
are  labeled  “cardiacs”  can  participate  freely 
in  school  activities  once  clearance  is  ob- 
tained from  the  family  physician.  The 
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FIGURE  1.  Annual  physical  activity  form 

Confidential 

Elementary  Grade  School 

Sponsored  by  Bureau  of  School  Health  Service,  Division 
of  Pupil  Personnel  Services,  New  York  State  Department 
of  Education  and  New  York  State  Heart  Assembly,  Inc. 


FIGURE  2.  Annual  physical  activity  form 

Confidential 

Junior  and  Senior  High  School 

Sponsored  by  Bureau  of  School  Health  Service,  Division 
of  Pupil  Personnel  Services,  New  York  State  Department 
of  Education  and  New  York  State  Heart  Assembly,  Inc. 


Date 

To:  Dr. 

From:  Dr.  School  Physician 

School 

Address 

Re: 

Name  of  Pupil  Grade  in  School 

All  pupils  registered  in  the  schools  of  New  York  State 
are  required  by  the  Education  Law  to  attend  courses  of 
instruction  in  physical  education.  These  courses  are  re- 
quired to  be  adapted  to  meet  individual  pupil  needs. 
This  means  that  a pupil  who  is  unable  to  participate  in 
the  entire  program  should  have  his  activities  modified  to 
meet  and/or  improve  his  condition.  The  physical  educa- 
tion classes  are  approximately  — minutes  in  length  and 
are  held  — times  a week. 

The  final  responsibility  for  the  determination  of  a - 
student  participation  rests  with  the  school  physician. 
Your  recommendation  will  assist  him  in  making  a de- 
cision. If  further  clarification  is  needed,  the  school 
physician  will  arrange  a conference  with  you. 


To:  Dr.  - 

From:  Dr. 


Re: 


Date 

School  Physician 

School 

Address 


Name  of  Pupil  Grade  in  School 


All  pupils  registered  in  the  schools  of  New  York  State 
are  required  by  the  Education  Law  to  attend  courses  of 
instruction  in  physical  education.  These  courses  are  re- 
quired to  be  adapted  to  meet  individual  pupil  needs. 
This  means  that  a pupil  who  is  unable  to  participate  in 
the  entire  program  should  have  his  activities  modified  to 
meet  and/or  improve  his  condition.  The  physical  educa- 
tion classes  are  approximately — minutes  in  length  and 
are  held — times  a week. 

The  final  responsibility  for  the  determination  of  a 
student  participation  rests  with  the  school  physician. 
Your  recommendation  will  assist  him  in  making  a de- 
cision. If  further  clarification  is  needed,  the  school 
physician  will  arrange  a conference  with  you. 


This  child  may  participate  in  all  physical  education 
class  activities  and  in  competitive  sports. 

Yes No 

Diagnosis: 

I.  If  activity  is  limited,  please  check  what  he  MAY  do, 
in  the  following  list: 

Grades  Kindergarten  1,  2,  3 

( ) Hard  running  relays 
( ) Marching  (no  running) 

( ) Story  plays  (some  running  and  jumping) 

( ) Mimics  (activity  in  one  place,  no  running  or 
jumping) 

( ) Standing  games  (walking  and  marching) 

( ) Vigorous  activity  (running  and  jumping) 

( ) Setting  up  exercises 
( ) Dancing  and  musical  games 

Grades  4,  5,  6 

( ) Dodge  ball 
( ) Tumbling  and  exercises 
( ) Basketball 

( ) Relays  (running  and  jumping) 

( ) Volley  ball 
( ) Touchball 
( ) Table  tennis 

( ) Vigorous  activity  (running  and  jumping) 

( ) Square  dancing  (involves  some  running  and 
jumping) 

( ) Softball 
( ) Tumbling 

II.  Does  this  child  require  a rest  period  during  school 
hours?  Yes No 

III.  Duration  of  restrictions:  weeks months 

school  year 

IV.  Do  you  wish  patient  to  return  to  you  for  re-evalua- 

tion? Yes No Date 

M.D.  

Date  Address 

Prepared  and  pretested  by: 

Nassau  TB,  Heart  & Public  Health  Association,  Inc. 


whole  area  of  functional  murmurs  and  its 
resultant  false  labels  creates  an  unneces- 
sary problem  for  the  alleged  cardiac  child 
and  for  the  school. 

The  entire  committee,  both  laymen  and 
physicians,  were  aware  of  the  problems  of 
the  private  physicians  in  filling  out  forms. 


This  child  may  participate  in  all  physical  education 
class  activities  and  in  competitive  sports,  Intramural 
and  Interscholastic.  Yes No 

Diagnosis: — 

If  activity  is  limited,  please  check  what  he  may  do,  in 
the  following  list: 

Physical  Education  Class  Activities 

( ) Basketball 
( ) Baseball 
( ) Football 
( ) Soccer 
( ) Softball 
( ) Trampoline 
( ) Tumbling 
( ) Volley  ball 
( ) Wrestling 
( ) Track 
( ) Square  dancing 
( ) Social  dancing 
( ) Apparatus 
( ) Archery 
( ) Field  hockey 
( ) Swimming 

Intramural  and  Interscholastic  Sports 

( ) Basketball 
( ) Basebal 
( ) Football 
( ) Soccer 
( ) Wrestling 
( ) Track  and  field 
( ) Cross  country 
( ) Bowling 
( ) Golf 
( ) Swimming 
( ) Cheerleading 
( ) 

I.  Does  this  child  require  a rest  period  during  school 

hours?  Yes No 

II.  Duration  of  restrictions:  weeks months 

school  year 

III.  Do  you  wish  the  patient  to  return  to  you  for  re- 

evaluation?  Yes No Date 

M.D. 

Date  Address 

■Prepared  and  pretested  by: 

Nassau  TB,  Heart  & Public  Health  Association,  Inc. 


At  no  time  was  there  any  criticism  of  the 
physicians  because  they  did  not  want  to 
cooperate  with  the  schools.  All  appreciated 
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FIGURE  3.  Cardiac  report — Confidential 

Sponsored  by  Bureau  of  School  Health  Service,  Division  of  Pupil  Personnel  Services,  New  York  State  Department  of 
Education  and  New  York  State  Heart  Assembly,  Inc. 


To:  Dr. 

From:  Dr. 


Re: 


Signature 

Address 


Name  of  Pupil 


School  Physician 

School 


Date 


Grade  in  School 


On  the  annual  physical  examination  required  by  the  New  York  State  Education  Law,  the  above-mentioned 

pupil  has  been  reported/found  to  have . To  help  us  in  giving  proper  supervision 

to  this  child  during  his  school  hours,  would  you  please  answerthe  questions  below  and  return  this  form  atyour  earliest 
convenience  at  the  above  address. 


1.  Do  you  think  this  child  has  a Congenital  Heart  Defect? 

Yes No 

If  yes,  how  long  has  the  murmur  been  present? 

2.  Do  you  think  this  child  has  had  Rheumatic  Fever? 

Yes No 

Date  of  original  episode  

Check  if  these  were  present:  ( ) Chorea 

( ) Polyarthritis 
( ) Carditis 

Date  of  recurrences  

Is  this  patient  on  prophylaxis?  Yes No 

Drug Dosage 

3.  Do  you  think  this  child  has  a functional  (innocent) 

murmur?  Yes No 

4.  Please  describe  murmurs  and  heart  sounds: 

Date  of  last  examination 

5.  Has  the  child  had  an  x-ray  or  fluoroscopic  examina- 

tion? Yes No 

Date:  

Does  the  child  have  cardiac  enlargement  or  abnormal 
cardiac  contour?  Yes No 

6.  Has  the  child  had  an  electrocardiogram? 

Date:  Yes No 

Is  the  electrocardiogram  normal?  Yes No 

If  abnormal,  please  give  findings: 

7.  What  is  your  opinion  of  this  patient  regarding: 

A.  Etiology 

( ) Rheumatic  ( ) Active  ( ) Inactive 
( ) Congenital 
( ) Innocent  (functional) 

B.  Anatomical 

Rheumatic  valvular  lesion 

Type  of  congenital  defect 

Enlargement  Yes No 

C.  Physiologic 

( ) Regular  sinus  rhythm 
( ) Sinus  arrhythmia 
( ) Auricular  fibrillation 

the  difficulties  that  physicians  have  filling 
out  the  many  forms  for  schools,  insurance 
companies,  hospitals,  ad  nauseum.  It  was 
vident  that  what  was  needed  was  a form 
which  would  take  a minimum  of  the  phy- 
sician’s time  and  yet  give  the  school  suf- 
ficient information.  The  Nassau  County 
Medical  Society  as  well  as  the  Nassau 
County  School  Health  Council  were  in- 
vited to  assist  in  the  planning  for  such  a 
form. 


Reports  and  forms 

The  cardiac  reports  and  annual  physical 
activity  forms  which  were  devised  by  the 
committee  were  used  for  approximately 
three  years  in  most  of  the  school  districts 
in  Nassau  County.  After  this  trial  period, 
it  was  suggested  by  the  New  York  State 


D.  Functional  (please  check) 

( ) Class  I Ordinary  physical  activity  does  not 
cause  discomfort 

( ) Class  II  Ordinary  physical  activity  causes 
slight  discomfort 

( ) Class  III  Ordinary  physical  activity  causes 
marked  discomfort 

( ) Class  IV  Unable  to  carry  on  any  physical 
activity  without  discomfort 

E.  Therapeutic  (please  check) 

( ) Class  A Physical  activity  need  not  be  re- 
stricted 

( ) Class  B Ordinary  physical  activity  need 
not  be  restricted,  but  child 
should  be  advised  against  un- 
usually severe  or  competitive 
efforts. 

( ) Class  C Ordinary  physical  activity  should 
be  moderately  restricted,  and 
more  strenuous  habitual  efforts 
should  be  discontinued. 

( ) Class  D Ordinary  physical  activity  should 
be  markedly  restricted. 

( ) Class  E Should  be  at  complete  rest,  con- 
fined to  bed  or  chair. 

Do  you  or  the  family  wish  help  in  the  evaluation  of 
this  child  or  in  procuringany  of  the  above  examina- 
tions? Yes No 


-M.D. 


Address 

Date 

Prepared  and  pretested  by: 

Nassau  TB,  Heart  and  Public  Health  Association,  Inc. 

Heart  Assembly  that  these  forms  be  made 
available  to  schools  throughout  the  State. 
Therefore,  the  Assembly’s  Committee  on 
Guidance  of  Children  with  Cardiac  Limita- 
tion, a subcommittee  of  the  Rehabilitation 
Committee,  submitted  the  forms  to  the 
Bureau  of  School  Health  Service,  Division 
of  Pupil  Personnel  Service,  New  York 
State  Department  of  Education,  for  its 
approval  and  distribution.  Some  minor 
changes  were  suggested  by  them,  and  the 
forms  are  now  available  to  all  school  dis- 
tricts throughout  New  York  State  (Figs.  1 to 
3). 

At  the  present  time,  the  New  York 
State  Heart  Assembly  has  applied  for  a 
grant  to  evaluate  the  effectiveness  of  the 
cardiac  and  physical  activity  forms.  If 
the  grant  is  obtained,  it  is  hoped  to  have 
the  evaluation  ready  by  July  1, 1965. 
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Ld, 


BILLSBORD 


Pigeon  Crisis  of  1963 


United  Nations:  Pessimism  was  rife  today 

at  this  international  greenhouse  when  a 
scheduled  conference  between  representatives 
of  the  city  pigeon  population  and  of  the  mu- 
nicipality of  New  York  collapsed  with  no  sem- 
blance of  an  agreement  and  was  marked  by 
mutual  recriminations. 

At  a press  conference,  the  Secretary- General 
admitted  the  situation  was  serious  but  denied 
open  warfare  was  inevitable.  He  indignantly 
rejected  the  suggestion  that  the  arranged 
conference  was  a futile  gesture,  doomed  to  failure, 
and  was  just  so  much  window  dressing  to 
disguise  the  United  Nation’s  reluctance  to 
assume  a forthright  and  courageous  attitude  and 
demand  that  the  disputants  submit  to  arbitra- 
tion or  face  intervention  with  an  armistice 
imposed  and  maintained  by  an  international 
army  of  occupation.  He  cited  the  charter 
provision  specifically  forbidding  intervention  in 
the  internal  affairs  of  any  member  nation. 

He  stated  that  the  conference  was  arranged  in 
the  hope  that  confrontation  of  intelligent 
individuals  with  one  another  and  at  one  table 
might  lead  to  an  acceptable  compromise  solution. 
Regrettably  the  irreconcilable  and  unyielding 
determination  of  the  disputants  made  this  an 
impossibility.  He  announced  an  emergency 
meeting  of  the  Security  Council  had  been 
called,  but  the  time  is  not  known. 

New  York  City.  While  the  people  of  this 
great  city  appear  outwardly  composed,  one 
can  sense  the  undercurrents  of  tension  and  the 
electric  atmosphere  of  impending  disaster.  It 
is  like  London  during  the  blitz,  but  without  the 
blackout.  Police  patrol  streets  in  pairs, 
carrying  night  sticks  and  with  gas  masks  slung 
over  their  shoulders.  Everywhere  one  finds 
pickets,  some  pro-  and  some  anti-pigeon; 
there  seems  little  question  the  majority  of  the 
populace  is  with  the  city  administration,  but 
there  is  a small,  intense,  and  vocal  minority 
engaged  in  active  opposition.  Today  from  City 
Hall  an  official  statement  was  released: 

The  patient  and  peace-loving  government  of 
the  City  of  New  York  has  made  every  effort  to 
solve  this  problem  without  violence.  We  are 
satisfied  with  the  moral  and  legal  justice  of 
our  position,  and  yet  we  have  voluntarily 
accepted  every  offer  of  negotiation  whether  it 
came  from  a private  or  a governmental 
source.  The  onus  of  failure  attending  all 
such  efforts  can  in  no  way  devolve  on  us; 
we  ask  only  acceptance  of  our  reasonable  and 


legal  rights.  Surely  it  must  be  evident  to  any 
thoughtful  observer  that  self  protection,  in 
fact,  our  very  survival  depends  on  the 
control  of  these  rapidly  multiplying,  dirt- 
producing,  and  disease-spreading  feathered 
fiends.  We  have  tolerated  the  presence  of  a 
pigeon  flock  for  decades,  while  they  were  al- 
ways an  alien  festering  eyesore,  offensive  to 
most  of  us.  We  were  willing  to  put  up  with 
them  as  long  as  they  remained  within  the  rea- 
sonable boundaries  decreed  by  custom  and 
dictated  by  health  safety.  However,  when 
they  threaten  to  overwhelm  us  by  sheer  num- 
bers and  brazenly  spread  beyond  these  bar- 
riers and  infest  the  entire  city,  then  we,  as 
would  any  responsible  government,  must 
defend  and  protect  ourselves.  This  we  intend 
to  do  and  with  all  available  means. 

New  York  City.  It  was  learned  today,  from 
a usually  reliable  spokesman,  that  the  break- 
down of  the  recent  conference,  in  the  opinion  of 
city  authorities,  makes  open  warfare  a 
foregone  conclusion.  Accordingly,  full  prepara- 
tions are  under  way  to  prosecute  such  action 
with  full  use  of  every  resource.  It  was  flatly 
stated  no  settlement  was  possible  except  on  the 
stated  city  terms  demanding  the  permanent 
banishment  of  all  pigeon  residents  to  somewhere 
outside  the  city  limits.  Failing  such  surrender, 
the  city  is  committed  to  a ruthless,  no-quarter 
war  of  extermination.  Hostilities  might  start 
any  time,  and  it  can  be  expected  that  as  well  as 
an  extensive  frontal  assault  with  rifle-equipped 
sharpshooters,  poison  gas  will  be  used  and  fifth 
columnists  employed  to  poison  food  and  water 
supplies.  Psychological  warfare  will  not  be 
neglected;  there  will  be  scare  propaganda  such 
as  stuffed  owls  on  rooftops  as  well  as  continuous 
noise  and  lights  to  disturb  sleep  patterns  and 
prevent  rest.  The  city  was  adamant  in  its 
determination  to  proceed  as  planned  and  would 
not  be  swayed,  no  matter  what  the  moral 
suasion  from  sentimentalists  might  be  or  the 
political  pressure  from  state,  national,  or 
foreign  powers  exerted  on  them. 

Somewhere  on  the  library  steps.  The 
following  statement  on  behalf  of  the  pigeon 
population  of  this  city  was  made  available  to  all 
news  media  today. 

We,  the  pigeons  of  New  York  City,  have 
been  residents  of  Manhattan  for  uncounted 
generations,  and,  we  might  parenthetically 
add,  our  residence  antedates  that  of  many 
who  now  claim  the  right  to  evict  us  from  our 
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ancestral  and  rightful  home.  From  time 
immemorial,  we  have  gloried  in  the  world’s 
choice  of  our  family  as  the  symbol  of  Peace. 
Surely  now,  it  is  a sad  commentary  on  the 
condition  of  this  world,  when  the  govern- 
ment of  this,  the  world’s  greatest  city,  can 
openly  and  callously  plan  the  extermination 
of  a defenseless,  nonoffending  minority  such  as 
us.  Any  group  capable  of  such  a rapacious, 
selfish,  and  avaricious  act  could  never  be  ex- 
pected to  observe  the  conventions  of  war, 
accepted  by  every  civilized  nation;  their 
announced  intent  to  use  poison  gas  and  to 
wage  war  on  innocent  noncombatants  will 
surprise  nobody.  As  for  us,  we  will  not 
deviate  from  our  age-old  policy.  We  will  not 
fight.  Our  only  weapons  will  be  passive  re- 
sistance, the  conscience  of  the  world,  and  our 
own  reproductive  organs.  The  alleged  crime 
of  which  we  are  accused  is  that  of  spreading 
dirt  and  disease — this  accusation  by  a people 
who  desecrate  their  roadways  with  beer 
bottles;  clutter  their  parks,  streets,  and 
sidewalks  with  discarded  paper  and  cigaret 
butts;  contaminate  the  atmosphere  with  the 
noxious  fumes  of  their  motors;  and  befoul 
the  waterways  with  waste  products  from  their 
factories  and  their  own  bodies.  It  is  well 
known  that  we  pigeons  are  city  folk;  we  have 
neither  the  capacity  nor  the  desire  to  live 
away  from  it.  Indeed,  our  identification 
with  the  great  cities  of  the  world  is  a legend; 
one  would  as  soon  think  of  Venice  without 
canals  as  without  her  pigeons.  Our  only 
recourse,  in  this  our  hour  of  desperation,  is 
to  appeal  to  all  people  of  good  will,  wherever 
they  may  live:  Protect  us  from  these  gang- 
sters! 

Moscow.  According  to  our  special  cor- 
respondent, there  has  been  no  official  statement 
issued  from  the  Kremlin  relative  to  the  New 
York  City  crisis;  however,  last  night  Moscow 
witnessed  a well- organized  demonstration  pro- 
testing the  action  as  sadistic  and  brutal.  A 
Pravda  editorial  today  refers  to  the  affair  as 
“another  example  of  the  fixed  and  tunnel-type 
thinking  of  the  western  imperialists  who  know 
no  other  solution  to  any  problem  but  war.” 

London.  The  Bird  Lovers  of  Great  Britain 
staged  a somewhat  noisy  and  rowdy  sit-down 
demonstration  at  the  American  Embassy, 
vigorously  protesting  what  they  termed  “the 
vicious  cruelty  of  the  New  York  butchers.” 
Among  the  leaders  of  the  demonstrators,  who 
refused  to  move  and  had  to  be  carried  away  by 
police,  was  the  aged  philosopher  I.  B.  A. 
Russ. 

Paris.  Although  rumors  were  prevalent 


throughout  the  city  today  that  a general  strike 
of  one  day  was  planned  in  protest  of  the  threat- 
ened action  of  New  York  City,  no  official  con- 
firmation was  received  as  of  this  hour. 

Axbany.  Governor  Stonychap  today  ad- 
mitted receipt  of  many  requests  that  he  inter- 
fere officially  in  the  present  city  crisis;  but 
he  refused  to  reveal  his  intentions  or  discuss 
the  matter,  answering  all  questions  with  “No 
comment.” 

Washington,  D.C.  Official  statement  is- 
sued by  State  Department  today: 

This  is  to  assure  all  citizens  that  the  govern- 
ment is  studying  with  sympathetic  under- 
standing and  concern  for  both  points  of  view 
the  present  problem  arising  within  the  City 
of  New  York.  Until  all  the  facts  are  known, 
we  ask  that  you  suspend  judgment,  remain 
calm,  and  refrain  from  hasty  actions.  You 
will  be  informed  promptly  by  this  office  of 
any  new  development  and  can  be  sure  we 
are  working  toward  an  equitable  solution. 
National.  Excerpts  from  various  opinions 
around  the  country,  relative  to  this  crisis, 
follow.  Walter  Oramale  said  in  his  syndicated 
column: 

All  Americans  familiar  with  the  relation- 
ship of  local,  state,  and  national  governments 
have  a clear  and  intuitive  understanding  of  the 
divisions  of  responsibility  and  the  rights  re- 
served to  each.  But  we  must  realize  that 
having  attained  a prominent  position  in  the 
family  of  nations,  it  behooves  us  to  change  our 
perspective  from  the  multicentric  viewpoint 
of  one  simultaneously  a citizen  of  city,  state, 
and  nation  to  that  of  an  outsider.  This 
spectator  has  no  appreciation  of  such  govern- 
mental divisions;  to  him  America  is  America 
and  the  acts  of  any  subdivision  the  acts  of 
America.  So  it  is,  every  local  government 
must  become  aware  that  in  every  act  it 
takes,  it  holds  the  reputation  of  America  in 
its  hands. 

Horace  Pateprober,  psychiatrist,  today  stated: 
The  recalcitrant  and  brutal  attitude  of 
the  people  of  New  York  City  was  the  direct 
result  of  the  intensive  anti-littering  campaign. 
This  had  instilled  a general  feeling  of  guilt  in 
all  of  us;  then  with  the  anti- pigeon  campaign, 
we  were  able  to  displace  this  feeling  from  our- 
selves and  project  it  on  the  pigeon,  and  so 
freely  display  our  disgust  and  hatred,  which 
we  had  to  repress  toward  ourselves. 

One  of  New  York’s  senators,  refusing  the 
use  of  his  name  on  a direct  quote,  stated  this 
was  a local  matter,  and  the  Constitution  pro- 
vides protection  from  national  government  in- 
tervention. 

WRC 
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Kenneth  Scott  Bulger,  M.D.,  of  St.  Albans, 
died  on  October  8,  1963,  at  the  age  of  sixty- 
seven.  Dr.  Scott  graduated  in  1920  from 
Jefferson  Medical  College  of  Philadelphia.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Queens  and  the  Medical  Society  of 
the  State  of  New  York. 

Angelo  De  Nicola,  M.D.,  of  Brooklyn,  died 
on  November  16,  1963,  at  the  age  of  sixty-six. 
Dr.  De  Nicola  graduated  in  1925  from  New  York 
Homeopathic  Medical  College  and  Flower  Hos- 
pital. He  was  a member  of  the  Medical  Society 
of  the  County  of  Kings  and  the  Medical  Society 
of  the  State  of  New  York. 

Louis  Fisher,  M.D.,  of  Brooklyn,  died  on 
March  15  at  the  age  of  seventy-five.  Dr. 
Fisher  graduated  in  1911  from  Long  Island  Col- 
lege Hospital  Medical  School.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

David  Gingold,  M.D.,  of  Brooklyn,  retired, 
died  on  April  19  at  the  age  of  eighty-six.  Dr. 
Gingold  graduated  in  1900  from  Cornell  Uni- 
versity College  of  Medicine.  He  was  a con- 
sulting pediatrician  at  Maimonides  Hospital 
of  Brooklyn  and  Wyckoff  Heights  Hospital. 
Dr.  Gingold  was  a Diplomate  of  the  American 
Board  of  Pediatrics,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Brooklyn 
Academy  of  Pediatrics,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Arthur  F.  Glesinger,  M.D.,  of  New  York 
City,  died  on  October  30,  1963,  at  the  age  of 
sixty-five.  Dr.  Glesinger  received  his  medical 
degree  from  the  University  of  Vienna  in  1924. 
He  was  an  assistant  attending  physician  at 
Metropolitan  Hospital.  Dr.  Glesinger  was  a 
member  of  the  American  Geriatrics  Society, 
the  New  York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Arthur  Grenard,  M.D.,  of  Brooklyn,  died  on 
January  30  at  the  age  of  fifty-one.  Dr.  Gren- 
ard graduated  in  1940  from  the  Royal  College  of 
Physicians  and  Surgeons,  Edinburgh.  He  was 
a member  of  the  Medical  Society  of  the  County 
of  Kings  and  the  Medical  Society  of  the  State 
of  New  York. 


Leon  C.  Hamilton,  M.D.,  retired,  of  Coral 
Gables,  Florida,  formerly  of  Elmira,  died  on 
December  23,  1963,  at  the  age  of  seventy-nine. 
Dr.  Hamilton  graduated  in  1912  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
an  honorary  member  of  the  medical  staff  of 
Arnot-Ogden  Memorial  Hospital  and  an  hon- 
orary surgeon  at  St.  Joseph’s  Hospital.  Dr. 
Hamilton  was  a member  of  the  Chemung  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Henrietta  Calhoun  Horner,  M.D.,  of  Albany, 
died  on  February  8 at  the  age  of  eighty-four. 
Dr.  Horner  graduated  in  1917  from  the  Uni- 
versity of  Michigan  Medical  School.  She  was 
a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

William  Arthur  Jarrett,  M.D.,  of  Little 
Falls,  died  on  December  24,  1963,  at  the  age  of 
sixty-five.  Dr.  Jarrett  graduated  in  1928 
from  the  University  of  McGill  Faculty  of  Medi- 
cine. He  was  an  attending  roentgenologist  at 
Little  Falls  Hospital.  Dr.  Jarrett  was  a Diplo- 
mate of  the  American  Board  of  Radiology 
(Roentgenology)  and  a member  of  the  Radio- 
logical Society  of  North  America,  Inc.,  the 
Utica  Academy  of  Medicine,  the  Herkimer 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

T.  Douglas  Kendrick,  M.D.,  of  Utica,  died 
on  March  2 at  the  age  of  fifty-eight.  Dr. 
Kendrick  graduated  in  1928  from  the  University 
of  Toronto  Faculty  of  Medicine.  He  was  a 
consulting  physician  in  internal  medicine  at 
Faxton  and  Herkimer  Memorial  Hospitals. 
Dr.  Kendrick  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Erich  Marcuse,  M.D.,  of  Fort  Montgomery, 
died  on  December  27,  1963,  at  the  age  of  sixty- 
seven.  Dr.  Marcuse  received  his  medical 
degree  from  the  University  of  Halle  in  1922. 
He  was  a member  of  the  Orange  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Robert  Clayton  McDowell,  M.D.,  of  Buffalo, 
died  on  April  11  at  the  age  of  fifty-seven.  Dr. 
McDowell  graduated  in  1931  from  Tulane  Uni- 
versity of  Louisiana  School  of  Medicine.  He  was 
an  attending  obstetrician  and  gynecologist  at 
Buffalo  General,  Children’s,  and  Edward  J. 
Meyer  Memorial  Hospitals.  Dr.  McDowell 
was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, and  a member  of  the  Academy- Inter- 
national of  Medicine,  the  Buffalo  Academy  of 
Medicine,  the  Buffalo  Obstetrical  and  Gyne- 
cological Society,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  Mufson,  M.D.,  of  New  York  City, 
died  on  April  13  at  the  age  of  sixty-three.  Dr. 
Mufson  graduated  in  1922  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  was  an  attending  radiologist  at 
Lincoln  Hospital,  an  associate  attending  radiolo- 
gist at  Jewish  Memorial  Hospital,  and  deputy 
chief  medical  officer  of  the  New  York  City 
Sanitation  Department.  Dr.  Mufson  was  a 
Diplomate  of  the  American  Board  of  Radiology 
(Diagnostic  Roentgenology)  and  a member  of 
the  Radiological  Society  of  North  America, 
Inc.,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Howard  Ferris  Munro,  M.D.,  of  Freeport, 
died  on  March  19  at  the  age  of  fifty-seven.  Dr. 
Munro  graduated  in  1931  from  the  University  of 
Pennsylvania  School  of  Medicine.  He  was  an 
associate  attending  physician  at  Meadowbrook 
Hospital  and  an  assistant  attending  physician 
at  Nassau  County  Tuberculosis  Hospital.  Dr. 
Munro  was  a Fellow  of  the  American  College  of 
Chest  Physicians  and  a member  of  the  American 
Thoracic  Society,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frank  Elliott  Perkins,  M.D.,  of  Watertown, 
died  on  January  14  at  the  age  of  eighty-five. 
Dr.  Perkins  graduated  in  1905  from  the  Uni- 
versity of  Buffalo  School  of  Medicine. 


Charles  A.  Quinn,  M.D.,  of  Buffalo,  died  on 
January  11  at  the  age  of  sixty-five.  Dr.  Quinn 
graduated  in  1923  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  at- 
tending surgeon  at  Sisters  of  Charity  Hospital 
of  Buffalo.  Dr.  Quinn  was  a member  of  the 
Erie  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Eugene  D.  Scala,  M.D.,  of  Staten  Island,  died 
on  March  28  at  the  age  of  sixty-five.  Dr. 
Scala  graduated  in  1926  from  Georgetown  Uni- 
versity School  of  Medicine.  He  was  an  at- 
tending obstetrician  and  gynecologist  at  St. 
Vincent’s  Hospital  and  St.  Vincent’s  Hospital 
Outpatient  Department.  Dr.  Scala  was  a 
Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists  and  a member  of  the  Rich- 
mond County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  M.  Schmidt,  M.D.,  of  Forest  Hills, 
died  on  January  8 at  the  age  of  sixty-nine.  Dr. 
Schmidt  received  his  medical  degree  from  the 
University  of  Munich  in  1921.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Richard  Harry  Schmit,  M.D.,  of  Buffalo, 
died  on  December  28,  1963,  at  the  age  of  sixty. 
Dr.  Schmit  graduated  in  1931  from  the  Uni- 
versity of  McGill  Faculty  of  Medicine.  He  was 
an  attending  physician  at  Millard  Fillmore 
Hospital.  Dr.  Schmit  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

William  Bernard  Wadler,  M.D.,  of  Troy, 
died  on  March  10  at  the  age  of  eighty.  Dr. 
Wadler  received  his  medical  degree  from  the 
University  of  Munich  in  1911.  He  was  an 
associate  attending  psychiatrist  at  Albany 
Hospital  Outpatient  Department.  Dr.  Wadler 
was  a member  of  the  Rensselaer  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 
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(Mead  Johnson  Laboratories) 4th  cover 

Topical  antibiotics 

Furacin  (Eaton  Laboratories) 2nd  cover 

Tranquilizers 

Miltown  (Wallace  Laboratories) 1272-1273 

Vaginal  hygiene 

Delfen  (Ortho  Pharmaceutical  Company) 1271 
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CLASSIFIED  RATES 

Effective  July  I,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1.10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 


MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


EQUIPMENT 


FOR  SALE:  X-RAY  MACHINE  100  M.A.  MOTOR 

driven  table  and  spot  device;  rotating  anode  tube.  Can 
be  seen  in  operation.  Box  911,  % N.Y.  St.  Jr.  Med. 

FOR  SALE:  COMPLETE  E.N.T.  INSTRUMENTS  & 

equipment,  including  office  furniture  in  very  good  con- 
dition. Box  939,  % N.Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


WANTED:  PEDIATRICIAN  TO  TAKE  OVER  WELL- 

established,  active,  lower  Fifth  Avenue,  New  York  City 
practice.  Excellent  hospital  affiliation.  Available  July 
1st  or  sooner.  Terms  to  be  arranged.  Box  916,  % 
N.  Y.  St.  Jr.  Med. 


GENERAL  PRACTICE.  EXCELLENT  LOCATION, 
Queens.  Equipment  like  new;  100  MA  X-ray.  Approx. 
1,000  sq.  ft;  can  be  used  by  one  or  more  generalists  or 
generalist  and  specialist.  $8,000.  Call  HA  8-6564  or 
write  Box  924,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTICE  AND  OFFICE  FOR  RENT  OR 
sale.  Located  on  attractive  comer  site  in  Nassau  County, 
17  miles  from  city.  Includes  X-ray  and  equipment. 
Box  936,  % N.Y.  St.  Jr.  Med. 


GENERALIST  TO  TAKE  OVER  OLD,  ESTABL:  PRAC- 
tice  in  beaut,  home-office,  compl.  equipped,  furn.  Up- 
state, throughwy  exit.  Accred.  hosp.,  Health  Off.,  school 
phys.  pos.  Immed.  income.  Box  934,  % N.Y.  St.  Jr. 
Med. 


PINEWOOD 

Physician  in  Charge 

E8T  1980 

J.  Epstein,  M.D.,  L.F.A.P.A. — L.  Wender,  M.D.,  L.F.A.P.A 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  nhomeg 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 

FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  4£.  Send  just  letterhead  to: 
Jackrabbit  Service,  Box  299,  East  Norwich,  N.Y. 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 

NEW  YORK  CITY:  STAFF  PSYCHIATRIST— FULL 

time  position  in  active,  private,  psychiatric  hospital. 
New  York  license  or  eligibility,  and  3 years’  accredited 
residency  required.  Write:  Stephen  M.  Smith,  Director, 
Gracie  Square  Hospital,  420  East  76th  St.,  New  York 
City. 

GENERAL  PRACTITIONER:  FAST  GROWING  STATE 
university  community;  additional  medical  help  needed; 
new  county  infirmary;  30  miles  south  of  Rochester. 
Box  97,  Geneseo,  N.  Y. 

ANESTHESIOLOGY  CAREER  RESIDENCY  AVAIL- 
able  at  Veterans  Administration  Hospital,  Syracuse,  N.  Y. 
This  active,  488  bed  GMS  Hospital  is  affiliated  with  the  As- 
sociated Hospitals  of  the  Upstate  Medical  Center  State 
University  of  New  York.  Fully  approved  training  in  all 
aspects  of  anesthesia  under  the  direction  of  Allen  B.  Dob- 
kin,  M.D.  Depending  upon  qualifications,  stipend  may 
range  from  $8,410  to  $11,725  per  annum.  Licensure  and 
American  citizenship  are  prerequisite.  Apply  to:  Chief  of 
Staff,  V.  A.  Hospital,  Syracuse,  New  York 
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PHYSICIANS  WANTED — CONT’D 


LOCUM  TENENS.  LARGE  MIDTOWN  HOTEL,  N.Y.C. 
July  & August.  Full  time,  G.  P.  or  internist.  Advant- 
ageous. Box  904,  % N.Y.  St.  Jr.  Med. 


WANTED:  ASSOCIATE  OR  PARTNER  IN  GENERAL 
practice,  town  1,900;  Finger  Lakes  area  near  Cornell 
University;  10  min.  from  hospital;  3 doctors  in  town. 
Call  607-387-7921,  Eugene  S.  Fairley,  Jr.,  M.D.,  Trumans- 
burg,  N.  Y. 


WANTED:  GENERAL  PRACTITIONER  FOR  PART- 

nership  or  association.  Must  be  willing  to  practice  obstet- 
rics and  general  practice  with  another  practitioner  in 
Connecticut,  approximately  one  hour  from  New  York  City 
and  15  minutes  from  Yale  University.  Box  907,  % N.Y. 
St.  Jr.  Med. 


GENERAL  PRACTITIONER,  RECENT  GRADUATE; 
full  time;  Queens  County;  excellent  opportunity,  $15,000 
start,  early  partnership.  Details.  Box  912,  % N.Y.  St. 
Jr.  Med. 


YOUNG  G.P.  IN  MANHATTAN— FULL  TIME.  SPAN- 
ish  speaking  necessary.  Eventual  partnership.  $15,000 
to  start.  Box  913,  % N.Y.  St.  Jr.  Med. 


G.P.  ASSOCIATE  NEEDED  FOR  GROWING  G.P. 
group,  L.I.,  N.Y.  suburb.  Eventual  full  partnership. 
Unusual  opportunity.  Box  920,  % N.Y.  St.  Jr.  Med. 


FAMILY  PHYSICIAN  WANTED  BY  MEDICAL  GROUP 
in  New  York  Metropolitan  area.  Qualifications:  1 yr. 

internship  and  2 yrs.  residency  in  internal  medicine. 
Starting  salary  $15,000  and  fringe  benefits.  No  nights, 
full  specialists  staff.  Box  917,  % N.Y.  St.  Jr.  Med. 


OBSTETRICIAN  GYNECOLOGIST.  EXCELLENT  Op- 
portunity to  join  established  practice.  Proximity  to  New 
York  City.  Box  918,  % N.  Y.  St.  Jr.  Med. 


POSITIONS  AS  FULL  TIME  EMERGENCY  ROOM 
physicians  available  at  the  Greenpoint  Hospital  in 
Brooklyn,  starting  July  1,  1964.  Apply  Department  of 
Surgery,  Jewish  Hospital  of  Brooklyn,  555  Prospect  Place, 
Brooklyn,  New  York. 


WANTED:  BOARD  TRAINED  ANESTHESIOLOGIST. 
Join  group,  2 partners.  Salary  first  year,  then  partner- 
ship. Small  community  near  metropolitan  New  York. 
Box  895,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED  — MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-Aug.  Good  salary, 
free  placement.  350  member  camps.  Dept.  P,  Associa- 
tion Private  Camps,  55  West  42nd  St.,  New  York  36. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario;  heart  of  dairy  and  fruit  farm- 
ing area.  Well  equipped  office  and  attractive  home  avail- 
able, excellent  schools.  Unlimited  practice.  Please  reply 
to:  John  Hall,  Red  Creek,  New  York. 


THORACIC  SURGERY  RESIDENT:  THE  BROOKLYN 
Veterans  Administration  Hospital,  a 1000-bed  GM  & S 
Hospital,  has  a vacancy  for  a two  year  Board  certified  resi- 
dency in  thoracic  surgery  beginning  July  1,  1964.  Re- 
quirement: completed  approved  training  in  general  sur- 
gery. Salary:  $6,440  and  $7,405  per  annum.  Contact: 
Robert  Klopstock,  M.D.,  Chief,  Thoracic  Surgery,  VA 
Hospital,  Brooklyn  New  York  11209. 


WANTED:  PHYSICIAN;  OUTSTANDING  GIRLS 

camp,  Maine.  Box  317,  Planetarium  Station,  New  York 
24,  N.Y.  RH  4-7522. 


LOCUM  TENENS:  YOUNG  GENERALIST  FOR  JULY 
and/or  August,  for  busy  village  and  rural  practice  near 
Rochester,  N.Y.  Remuneration  to  $400  weekly.  Op- 
portunity for  later  association  if  compatible.  Box  926, 
% N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


OPENINGS  IN  ISRAEL.  GPS,  PEDIATRICIANS, 
psychiatrists,  Ear,  Nose  & throat,  dermatologists,  ortho- 
pedics, anesthetists,  neurologists,  urologists.  Relocation, 
housing  provided.  Send  resume  to:  PATWA,  The  Jewish 
Agency,  515  Park  Avenue,  New  York  22,  New  York. 


WANTED:  INTERNIST  OR  GENERAL  PRACTI- 

tioner,  pediatrician  for  large  established  family  practice, 
due  to  death  of  associate.  Coverage  and  office  sharing  in 
modern  medical  office  building  with  young  internist.  Ex- 
cellent hospital  facilities.  Contact  Medical  Arts  Building, 
Ogdensburg,  N.Y. 


GENERAL  PRACTITIONER  TO  BE  ASSOCIATED 
with  internist,  surgeon,  and  obstetrician.  Small  city  in 
Finger  Lakes  Region.  Modern  school  system.  Within 
short  drive  of  two  metropolitan  medical  centers.  Area 
serves  40,000.  Two  local  accredited  hospitals.  Guaran- 
teed minimum  salary.  Box  929,  % N.Y.  St.  Jr.  Med. 


RADIOLOGIST— PART  TIME,  FOR  170  BED  GENERAL 
hospital  in  Queens,  N.Y.  Box  932,  % N.Y.  St.  Jr. 
Med. 


PEDIATRICIAN  TO  BE  ASSOCIATED  WITH  INTERN- 
ist,  surgeon,  and  obstetrician.  Small  city  in  Finger  Lakes 
Region.  Modern  school  system.  Within  short  drive  of 
two  metropolitan  medical  centers.  Area  serves  40,000. 
Two  local  accredited  hospitals.  Guaranteed  minimum 
salary.  Box  930,  % N.Y.  St.  Jr.  Med. 


PHYSICIAN,  RESIDENT,  LIC’D.  SMALL  HOME  FOR 
the  aged  in  Brooklyn.  Private  quarters  provided;  must 
sleep  in.  Box  927,  % N.  Y.  St.  Jr.  Med. 


RESIDENCIES— NEW  PROGRAMS:  THE  JEWISH 

Hospital  of  Brooklyn  is  establishing  an  affiliated  and  inte- 
grated training  and  educational  program  at  the  Greenpoint 
Hospital,  a municipal  hospital  of  the  City  of  New  York. 
All  major  clinical  and  laboratory  services  are  under  direc- 
tion of  full-time  chiefs.  Residents  will  have  rotating  as- 
signments through  both  institutions.  Residencies  ap- 
proved in  internal  medicine,  surgery,  pediatrics,  obs/gyn, 
pathology  and  radiology.  Positions  open  for  July  1,  1964. 
Stipends:  $4,500-$5,00  per  annum.  License  or  ECFMG 
certification  required.  Apply  Chairman,  House  Staff 
Education  Committee,  The  Jewish  Hospital  of  Brooklyn, 
555  Prospect  Place,  Brooklyn  38,  New  York. 


PHYSICIAN  WANTED  FOR  MONTHS  OF  JULY  AND 
August.  Write  or  call  Charles  Rosenstock,  M.D.,  Ellen- 
ville  Medical  Group,  Ellenville,  N.  Y.  Tel:  900. 


LOCUM  TENENS  2 WKS.  BEGINNING  JULY  13TH; 
comp,  rating  required;  N.Y.C.,  WA  5-9025. 


WANTED:  INTERNIST  FOR  GROUP  IN  SOUTHERN 
New  York  State.  Must  be  Board  certified  or  Board 
qualified.  Box  938,  % N.Y.  St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT 


WICOPEE  ESTATES — 42  MILES  FROM  NYC-TOMP- 
kins  Corners.  New  filtered  swimming  pools;  modern 
4 & 5 room  cottages  desirable  for  physicians,  each  on  (1) 
acre.  All  sport  facilities;  priv.  lake;  day  camp;  social 
hall;  lunch’tte;  wash’g  machines.  Taconic  Parkway  to 
Peekskill  Hollow  Road  (exit  P 2A),  follow  signs.  NYC: 
CH  4-2624  or  TW  6-1169. 


DOCTOR  NEEDED,  YONKERS,  BX  RIVER  RD.  FOR 
sale,  new  2 fm.  brick,  lge.  prop.;  cor.  parking.  Exc.  loc. 
in  area  of  new  luxury  apts.  914  BE  7-5271  eves. 


HUNTINGTON  (MELVILLE),  L.I.  BUILDING, 
Route  110.  Now  medical  office;  ideal  location;  sale  or 
rent.  Call  516  HA  1-3656. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


OFFICES  AVAILABLE,  BEECHURST  MEDICAL  CEN- 
ter.  Excellent  opportunities — all  medical,  surgical,  and 
dental  specialties;  especially  suitable  for  ENT  and  pedia- 
trics. Attractive,  growing  area.  For  information,  call 
212  IN  3-3200. 


FOR  RENT  OR  SALE:  HOME-OFFICE,  10  ROOMS. 
Excellent  location;  office  equipped.  Doctor  retiring. 
Port  Chester,  Westchester  County,  N.Y.  914  WE  9-1578. 


RIVERDALE  SECTION  OF  YONKERS:  SUCCESSFUL 
8 room  GP  office  for  past  12  years.  6 room  modern  apt. 
has  separate  entrance  on  other  street.  Brick  & stone  on 
corner  plot;  2 car  garage.  High  $40’s.  Mr.  Mestice,  12 
Amberson  Ave.,  Yonkers,  N.Y.  914  YO  8-9078. 


NEW  PROFESSIONAL  BUILDING,  LAKE  RONKON- 
komo,  Suffolk  County,  L.I.  Urgent  need  for  GPs  and 
specialties.  Hospitals  nearby.  516  JU  8-5100  or  JU 
8-9041. 


LINDENHURST,  L.I.,  N.Y.  NEW  PROFESSIONAL 
offices  for  rent.  Two  specially  designed  medical  suites; 
air  conditioned,  2 lavatories;  ample  parking  space.  600 
sq.  ft.  each.  $200.  Karp,  30  E.  Sunrise  H’way,  516  TU 
8-1683. 


RENT:  MOD.  PROF.  SUITES;  PARKING,  CONV. 

transport.;  choice  prof,  area,  estab.  dentist  in  bldg. 
Excel,  opport.  for  specialist  or  gen.  prac.  Call  MO  9-2330 
Babylon,  L.I.,  N.Y. 

JACKSON  HI'S.  PROFESSIONAL  SUITE.  EXCL.  IN 
large  development;  sep.  entrances,  good  location;  exc. 
oppty.  Call  Mrs.  O’Hare,  OX  7-8800. 


IDEAL  OPPORTUNITY  FOR  YOUNG  PHYSICIAN. 
Six  room  home,  comprising  three  bedrooms,  large  living 
and  dining  areas  airconditioned;  also  two-car  garage. 
Excellent  location,  Southshore,  Long  Island  (Queens). 
Connecting,  fully-equipped  professional  suite  with  sep- 
arate entrance  and  lavatory.  Terms  negotiable.  For 
information,  call  (212)  LA  8-7773,  preferrably  mornings. 


EXCELLENT  OPPORTUNITY:  OFFICE  SPACE  IN 

fast  growing,  lovely  suburban  town;  outstanding  location 
next  to  municipal  parking  and  Long  Island  Railroad. 
Phone  516  AN  5-2459. 


MAHOPAC,  N.Y.,  SECOR  AREA,  OFF  TACONIC  PKWY. 
Excellent  location;  area  needs  physician.  Home-office 
comb.,  2 bedrms.,  L-R,  den,  kit-dinette,  l1/  baths,  finished 
playroom,  garage  workshop.  One  acre  beautifully  land- 
scaped; Mahopac  School  District.  $35,000.  Call  914  PE 
9-1802  before  5 PM  or  Lakeland  8-2041  after  5 PM. 


FOR  SALE:  TOP  LOCATION  FOR  DOCTOR  OR 

dentist;  78  ft.  ranch  house,  custom  built  and  designed  for 
professional  use.  Beautifully  landscaped;  ideal  corner, 
located  in  the  heart  of  Old  Bethpage,  L.I.,  N.Y.  (by 
appointment  only)  phone  CHapel  9-1644. 


HOME-OFFICE  COMBINATION  WITH  VERY  ACTIVE 
practice.  Suitable  for  general  practice,  internal  medicine 
or  pediatrics.  Suburban  community  west  of  Binghamton, 
N.  Y.  Box  928,  % N.  Y.  St.  Jr.  Med. 


TO  SHARE  ON  PART-TIME  BASIS,  NEW,  MODERN, 
spacious,  fully  equipped  office,  X-Ray  room,  etc.  in  beauti- 
ful building  on  excellent  block  (Park-Madison).  Must  be 
seen  to  be  appreciated.  AT  9-7555. 


FOR  SALE:  MEDICAL  OFFICE  WITH  HOUSE  AVAIL- 
able.  Ideal  for  young  physician  with  family.  Home 
completely  furnished;  4 bedrooms,  2'/2  baths,  etc.  Located 
close  to  hospitals,  churches,  and  schools.  Physician  with 
established  practice  moving  out.  Asking  $21,500.  Box 
940,  % N.Y.  St.  Jr.  Med. 


LONG  BEACH,  L.  I.:  NEW  MEDICAL  OFFICE  FOR 
rent,  in  apartment  building.  Excellent  location.  Rent 
reasonable.  914  OW  9-5656. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FOR  SALE:  MONSEY,  ROCKLAND  COUNTY,  NEW 
York;  choice  corner,  perfect  for  physician.  Custom  built, 
beautiful,  white  colonial  ranch,  four  bedrooms,  three 
complete  baths,  family  room,  built-in  bar,  w.b.  fireplace. 
Magnificent  landscaped  plot  200  X 170,  all  appliances, 
many  extras.  For  information:  A.  Marcell,  15  Park  Row 
N.Y.  Tel:  CO  7-8555. 


RENT:  CHEERFUL  1 OR  2 ROOMS  WITH  PRIVATE 
office,  in  top  flight  midtown  prof,  bldg;  full  or  part  time. 
Share  waiting  room  & receptionist.  Any  specialty;  flexi- 
ble arrangement.  PL  5-4259. 


POSITIONS  WANTED 


RADIOLOGIST— SEMI-RETIRED,  LICENSED  IN  N.Y. 
and  N.J.  Available  2 or  3 afternoons  a week.  Box  893, 
% N.Y.  St.  Jr.  Med. 


UROLOGIST,  34,  PROTESTANT,  EXCELLENT  BACK- 
ground,  seeks  initial  practice  or  association  opportunity. 
All  replies  answered  immediately.  Box  898,  % N.Y.  St. 
Jr.  Med. 


WILL  SUBSTITUTE  FOR  VACATIONING  PHYSICIAN 
(Int.  Med.)  in  N.Y.  St.  Send  offer  to:  M.  Z.  Ploski,  M.D., 
Box  1928,  Delray  Beach,  Florida. 


LOCUM  TENENS  WANTED  BY  THIRD  YEAR  MED- 
ical  resident  for  August  1964.  New  York  City  location 
Box  921,  % N.Y.  St.  Jr.  Med. 


OBS-GYN ; AGE  34,  BOARD  QUALIFIED,  MILITARY 
completed,  family;  seeks  association,  solo,  or  group  prac- 
tic.  Box  867,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Requests  for  Sept,  graduates  are  being  processed  now. 


ANESTHESIOLOGIST:  WIDELY  EXPERIENCED, 

Board  certified  (1963),  white  male.  Top  medical  and 
anesthesia  training.  Licensed  New  York  and  Penn- 
sylvania. Prefer  smaller,  northern  community.  Box 
931,  % N.Y.  St.  Jr.  Med. 


INTERNIST,  BOARD  ELIGIBLE,  AGE  30,  SEEKS 
association  with  individual  or  group,  Westchester  or  Rock- 
land County.  Box  933,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  QUALIFIED,  SEEKS 
position  in  New  York  City  or  vicinity.  Box  935,  % 
N.Y.  St.  Jr.  Med. 


M.D.,  22  YEARS  IN  GENERAL  PRACTICE,  AGE  51, 
desires  afternoon  position,  10  mile  radius  of  Long  Beach, 
L.I.  Call  AS  8-5906. 
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or  obviate 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received ; however, 
it  should  be  used 
with  care  on  patients 
, with  a predisposition 


emostat 

Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid , phenal  0.25%;  sodium  carbonate  as  buffer. 
Complete  data  with  each  1 Occ  vial. 


fa/fam),  CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 
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sections  118,  243;  pages  1469,  1516 
Motor  Vehicle  Drivers  Licenses:  Limitation; 

sections  26,  165,  252;  pages  1383,  1485,  1519 
Multicounty  districts  for  State  Health  Planning; 
sections  135,  291;  pages  1474,  1543 

Narcotic  Addicts:  Physicians’  Reports;  section 
68;  page  1423 

National  Aeronautics  and  Space  Administra- 
tion: Liaison  Committee;  section  68;  page 
1423 

National  Anthem;  section  1;  page  1351 
New  York  City  Charter:  Proposed  Qualifica- 
tions for  Commissioners  of  Health,  Hospitals, 
and  Welfare;  sections  174,  317;  pages  1487, 
1556 

New  York  State 

Department  of  Education  Rehabilitation 
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Program:  Fee  for  Initial  Examination; 

sections  15,  284;  pages  1371,  1537 
Department  of  Health  Rehabilitation  Pro- 
gram: Specialist  Roster;  sections  122,  245; 
pages  1470,  1516 

Department  of  Mental  Hygiene:  Consult- 
ants’ Fees;  sections  124,  246;  pages  1471, 
1517 

Department  of  Motor  Vehicles:  Driver 

Limitation  Examinations;  sections  165, 
252;  pages  1485,  1519 
Department  of  Social  Welfare 

Billing:  Time  Limit;  sections  172,  295; 
pages  1487,  1543 

Book  V:  Revision;  sections  17,  286; 

pages  1373,  1539 

Chiropractors:  Ruling  re  Use  of  Services; 

section  64;  page  1421 
Fees  for  Medical  Care;  sections  141,  292; 
pages  1475,  1543 

Medical  Policies:  Poll;  sections  142,  293; 
pages  1476,  1543 

Reimbursable  Formula  for  Medical  Fees; 
sections  17,  64,  286;  pages  1373,  1421, 
1539 

Reports:  Time  Limit;  sections  157,  294; 
pages  1480,  1543 

Workmen’s  Compensation  Board:  Medical 

Policies;  sections  143,  304;  pages  1476, 
1550 

New  York  State  Association  of  Professions 
(NYSAP) 

Membership  Campaign;  sections  10,  183; 
pages  1357,  1492 

President’s  Report;  section  8,  180;  pages 
1354,  1491 

Reports;  sections  8,  10,  180,  183,  264;  pages 
1354,  1357,  1491,  1492,  1525 
New  York  State  Medical  Assistants  Association 
Assistance  Urged;  sections  123,  203;  pages 
1471,  1502 

President’s  Address;  section  94;  page  1459 
New  York  65:  Progress  Report;  Adherence  to 
Blue  Shield  Fees  Urged;  sections  80,  284; 
pages  1445,  1537 

Nomenclature  re  Addiction  to  Alcohol  and 
Narcotics;  section  27;  page  1383 
Nurses,  Shortage  of:  Employment  of  Foreign 
Graduates;  sections  156,  190;  pages  1480, 
1496 

Nursing  Education:  Reports;  sections  63,  191; 
pages  1420,  1496 

Ontario  (Canada)  Medical  Society:  Meeting; 

sections  10,  89;  pages  1357,  1452 
Operating  Room  Mortality:  Reports;  sections 
40,238;  pages  1390,  1514 
Osteopathic  Society,  Ad  Hoc  Joint  Committee 
with:  Report;  section  263;  page  1525 
Osteopaths 

Admission  to  Hospital  Staffs;  sections  10,  70, 
183,  270;  pages  1357,  1425,  1492,  1526 
Association  with:  Ethics;  sections  23,  113, 
114,  270,  302;  pages  1380,  1467, 1467, 1526, 
1548 

Earned  M.D.  Degrees;  sections  10,  70,  183; 

pages  1357,  1425,  1492 
Integration  of  House  of  Delegates  Actions; 


sections  183,  270,  302;  pages  1492,  1526, 
1548 

Membership  in  County  Medical  Societies: 
Ad  Hoc  Committee  to  Study;  sections  120, 
270;  pages  1470,  1526 

Unearned  M.D.  Degrees;  sections  10,  70, 
128, 183,  270;  pages  1357, 1425, 1472, 1492, 
1526 

Physical  Medicine  and  Rehabilitation:  Reports; 

Sections  67,  228;  pages  1423,  1514 
Physician  Recruitment;  sections  24,  90,  159, 
190,  251,  301;  pages  1381,  1454,  1480,  1496, 
1519,  1547 

Physicians’  Home:  Report;  section  95;  page 
1459 

Physicians’  Placement  Bureau:  Reports;  sec- 
tions 9,  182;  pages  1356,  1492 
Planning  Committee  for  Medical  Policies: 
Reports;  sections  78,  267;  pages  1442,  1525 
Podiatrists,  Practice  of  Medicine  by:  Attorney 
General’s  Letter;  sections  78,  267;  pages 
1442,  1525 

President:  Reports;  sections  8,  89,  180;  pages 
1354,  1452,  1491 

President-Elect:  Reports;  sections  90,  191; 

pages  1454,  1496 

President’s  Citation  for  Distinguished  Commu- 
nity Service:  Presentation  to  Drs.  Bernard, 
Davis,  Givan,  LaGattuta,  Leven,  and  Liber- 
man; section  93;  page  1459 
Prize  Essay  Contest:  Limitation;  Publicity; 

sections  43,  68,  258;  pages  1394,  1423,  1522 
Prize  Essays:  Reports;  sections  43,  258;  pages 
1394,  1522 
Psychotherapy 

Practice  by  Psychologists;  section  39;  page 
1389 

Training:  Medical  Supervision;  sections  116, 
242;  pages  1468,  1516 

Public  and  Professional  Affairs  Commission: 
Reports;  sections  50,  51,  52,  53,  85,  195,  196, 
197,  198,  199;  pages  1397,  1400,  1402,  1403, 
1448,  1497,  1498,  1498,  1498,  1499 
Public  Health  and  Education:  Reports;  sec- 
tions 25,  68,  221;  pages  1381,  1423,  1513 
Public  Medical  Care:  Reports;  sections  17,  64, 
286;  pages  1373,  1421,  1539 
Public  Relations:  Report;  sections  53,  198; 
pages  1403,  1498 

Publication:  Reports;  sections  42,  255;  pages 
1391,  1520 

Quackery  Congress,  New  York  State;  sections 
90,  181;  pages  1454,  1492 

Racial  Discrimination;  sections  89,  110,  125, 
126,  132,  133,  147,  180,  194,  310;  pages  1452, 
1466,  1471,  1471,  1473,  1473,  1477,  1491, 
1496,  1551 

Redway  Award:  Presentation  to  Alvan  L. 

Barach,  M.D.;  section  92;  page  1459 
Reference  Committees 

Locations:  Directional  Signs;  sections  10, 

183;  pages  1357,  1492 
Personnel;  section  6;  page  1352 
Reference  Committee  Rooms:  Soundproofing; 
section  261;  page  1524 

Reference  of  Reports  and  Supplementary  Re- 
ports; section  7;  page  1353 
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Refutation  of  Adverse  Publicity;  sections  107, 
201;  pages  1465,  1499 

Rehabilitation  Program  of  New  York  State 
Department  of  Health:  Roster  of  Specialists; 
sections  122,  245;  pages  1470,  1516 

Relative  Value  Scale;  sections  15,  284;  pages 
1371,  1537 

Representatives  of  Other  State  Medical  Societies 
Connecticut:  Morris  P.  Pitock,  M.D.;  sec- 
tion 94;  page  1459 

Maine:  Ernest  W.  Stein,  M.D.;  section  94; 
page  1459 

Massachusetts:  Ever  Curtis,  M.D.;  section 
278;  page  1534 

New  Jersey:  William  F.  Costello,  M.D.; 

section  178;  page  1489 
Pennsylvania:  Wilbur  E.  Flannery,  M.D.; 

section  94;  page  1459 

Rhode  Island:  Arthur  E.  Hardy,  M.D.;  sec- 
tion 178;  page  1489 

Vermont:  J.  Bishop  McGill,  M.D.;  section  . 
178;  page  1489 

Research  and  Planning  Bureau:  Postponed; 

section  78;  page  1442 

Residencies 

Foreign  Graduates;  sections  101,  306;  pages 
1463,  1550 

Pediatrics;  sections  173,  316;  pages  1487, 1556 
University  Hospitals;  sections  145,  313; 
pages  1476,  1554 

Resolutions  of  Thanks;  section  281;  page  1536 

Retirement 

Federal  Income  Tax  Deductions;  section  80; 
page  1445 

Social  Security  for  Physicians:  Poll  of  A.M.A. 
Members;  sections  106,  289;  pages  1464, 
1541 

Rural  Areas 

Physician  Shortage;  sections  24,  78,  90,  191, 
301;  pages  1381,  1442,  1454,  1496,  1547 
Physicians  Supplied;  sections  9,  182;  pages 
1356,  1492 

Rural  Medical  Service:  Reports;  sections  24, 
301;  pages  1381,  1547 

Scientific  Exhibit  Awards:  Report;  section  211; 
page  1508 

Secretary:  Reports;  sections  9,  163,  182;  pages 
1356,  1484,  1492 


Smoking  *‘On  Stage”  by  Popular  Personalities; 
sections  155,  250;  pages  1480,  1518 

Social  Security  for  Physicians:  Poll  by  A.M.A. ; 
sections  106,  289;  pages  1464,  1541 

Space  Medicine:  A.M.A.  Section;  sections  68, 
89;  pages  1423,  1452 

Stroke  Program;  section  37;  page  1388 

Student  American  Medical  Association  (SAMA) 
Proposed  Representation  at  House  of  Dele- 
gates Meetings;  section  10;  page  1357 
Report  of  Advisers;  section  263;  page  1525 

Treasurer:  Reports;  sections  11,  185;  pages 
1368,  1494 

Trustees:  Reports;  sections  12,  77,  185;  pages 
1370,  1437,  1494 

United  Medical  Service:  Directory  of  Partici- 
pating Physicians;  sections  121,  290;  pages 
1470,  1541 

Vaccination:  Federal  Program;  sections  68, 

221;  pages  1423,  1513 

Veterans  Administration,  Liaison  with:  Re- 

ports; sections  16,  285;  pages  1372,  1539 

War  Memorial:  Reports;  sections  81,  188; 

pages  1446,  1495 

Welfare:  see  New  York  State  Department  of 
Social  Welfare 

What  Goes  On:  Reports;  Readership  Survey 
Inserts;  Specialty  Index;  sections  49,  259; 
pages  1397,  1523 

Woman’s  Auxiliary:  President’s  Address;  sec- 
tion 91;  page  1457 

Workmen’s  Compensation 

Board:  Medical  Policies;  sections  143,  304; 
pages  1476,  1550 

Committee:  Reports;  sections  19,  72,  298; 
pages  1376,  1433,  1546 

Fees:  Date  of  Applicable  Schedule;  Special- 
ists; sections  19,  298;  pages  1376,  1546 
Law:  Fiftieth  Anniversary;  sections  72,  146, 
298, 305;  pages  1433, 1477,  1546,  1550 
Legislation:  Third  Party,  Old,  and  Closed 

Cases;  sections  19,  298;  pages  1376,  1546 

Youth  Health  and  Fitness:  Reports;  sections 
41,  239;  pages  1390,  1514 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of  Delegates 


Minutes  of  the 
Annual  Meeting 

February  10  through  13,  1964 


The  158th  Annual  Meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  convened  at  the  Americana  Hotel , 
Seventh  Avenue  and  52nd  Street,  New  York  City,  on  Monday,  February 
10,  1964,  at  10:00  a.m.,  Frederick  A.  Wurzbach,  Jr.,  M.D.,  Speaker; 
E.  Dean  Babbage,  M.D.,  Vice-Speaker;  Waring  Willis,  M.D.,  Secre- 
tary; Walter  T.  Heldmann,  M.D.,  Assistant  Secretary. 


Speaker  Wurzbach:  Will  the  House  come 
to  order,  please?  Will  the  delegates  please  rise. 
The  invocation  will  be  given  by  the  Reverend 
Alfred  S.  Pannbacher,  pastor  of  St.  Matthew’s 
Lutheran  Church,  Bronx,  New  York. 

Section  1 

Invocation  and  National  Anthem 

Reverend  Alfred  S.  Pannbacher:  May 

we  bow  our  heads  in  a word  of  invocation. 

Almighty  God,  our  Heavenly  Father,  as  we 
are  gathered  together  for  this  occasion,  we  ask 
Thy  divine  blessing  upon  us.  We  acknowledge 
Thee,  O Lord,  as  the  source  of  all  creation,  of 
light,  and  of  life.  Thou  dost  shower  Thy 
bountiful  blessings  upon  each  one  of  us.  Our 
material  blessings  are  without  number,  and 
Thou  dost  grant  us  Thy  spiritual  blessings 
without  fail.  For  these  we  thank  Thee  this 
day. 

We  invoke  Thy  blessing  upon  our  nation,  our 
State,  and  our  community.  May  Thy  eternal 
truth  and  Thy  eternal  light  guide  us  in  these 
perplexing  days.  Continue  unto  us  this  fair 
land  of  freedom  and  liberty  wherein  we  may 
serve  Thee  and  our  fellow  men  according  to  the 
measure  of  enlightenment  and  truth  that  shall 
be  ours  as  we  seek  it. 

We  invoke  Thy  blessing  upon  this  assembly 
wherein  we  may  strengthen  one  another,  shar- 
ing with  one  another  our  experiences  and  our 
findings  which  will  act  to  the  great  achievement 
of  bringing  healing  to  those  who  are  ill  and  weak. 

Supply  us,  O Lord,  with  life  and  the  strength 
of  life.  Grant  us  wisdom  and  enlightenment 
so  that  in  Thy  name  we  may  go  forth  to  serve 
Thee  in  bringing  health  and  life  to  our  nation. 
State,  and  community. 

Strengthen  us  with  Thy  good  spirit  from 
above  and  use  us  in  Thy  service.  Bless  us  in 
our  deliberations  today  and  crown  all  of  our  ef- 
forts with  Thy  continued  blessing  to  the  glory 
of  Thy  name  and  to  the  welfare  of  all  mankind. 


This  we  ask  in  His  Name,  amen! 

Speaker  Wurzbach:  Thank  you,  Reverend 
Pannbacher.  Please  remain  standing  for  the 
National  Anthem. 

. . . Pledging  of  allegiance  to  the  flag  and 
singing  of  the  National  Anthem  . . . 

Section  2 

Report  of  Reference  Committee  on  Credentials 

Speaker  Wurzbach:  The  Chair  now  calls 

for  a report  from  the  Committee  on  Credentials. 

C.  Joseph  Delaney,  M.D.,  New  York:  Mr. 
Speaker,  there  have  been  no  conflicts  of  registra- 
tion. There  are  208  delegates  now  registered. 

Speaker  Wurzbach:  Mr.  Secretary,  is 

there  a quorum? 

Secretary  Willis:  Mr.  Speaker,  there  is  a 
quorum  present. 

Speaker  Wurzbach:  I now  declare  the 

158th  Session  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  open 
for  the  transaction  of  business. 

Section  3 

Memorial  T ribute 

Speaker  Wurzbach:  Gentlemen,  will  you 

stand  while  I read  the  list  of  the  deceased  mem- 
bers of  this  House  of  Delegates:  William  C. 

Rausch,  Albany  County,  district  delegate  1952, 
county  delegate  1957  and  1958;  Thomas  J. 
O’Kane,  Bronx  County,  county  delegate  1937; 
Archibald  K.  Benedict,  Chenango  County, 
county  delegate  1939,  1941-1944,  1946,  1949, 
1951-1953;  Harold  F.  Brown,  Erie  County, 
county  delegate  1934,  1944-1947,  and  1959, 
councillor  1950-1963;  Frederic  Estabrook 
Elliott,  Kings  County,  county  delegate  1928- 
1933,  1942,  1944,  chairman  of  Standing  Com- 
mittee on  Economics  1934-1938,  section  dele- 
gate 1945-1952;  Martyn  Ratzan,  Kings 
County,  county  delegate  1959;  Maxwell  H. 
Scholnik,  Kings  County,  county  delegate  1959; 
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Louis  H.  Bauer,  Nassau  County,  county  dele- 
gate 1935-1938,  vice-speaker  1939  and  1940, 
speaker  1941-1946,  district  delegate  1940  and 
1941,  president  1947  and  1948,  past-president 
1949-1963. 

Also  Conrad  Berens,  New  York  County, 
county  delegate  1937,  1938,  1942,  and  1943; 
Maurice  J.  Costello,  New  York  County,  section 
delegate  1949-1952;  J.  Homer  Cudmore,  New 
York  County,  county  delegate  1937,  1938, 
1948-1953;  J.  Stanley  Kenney,  New  York 
County,  county  delegate  1934-1944,  councillor 
1945-1950,  president-elect  1951,  president  1952. 
past-president  1953-1963,  trustee  1954-1963; 
W.  Laurence  Whittemore,  New  York  County, 
county  delegate  1949-1952,  1954-1956;  Freder- 
ick H.  Wilke,  New  York  County,  county  dele- 
gate 1953  and  1954;  Charles  D.  Post,  Onondaga 
County,  chairman  of  a standing  committee 
1927  and  1928,  vice-president  1947  and  1951; 
M.  Renfrew  Bradner,  Orange  County,  county 
delegate  1935-1940,  1947-1953;  Earl  C.  Water- 
bury,  Orange  County,  vice-president  1954, 
district  delegate  1958  and  1959;  David  W. 
Beard,  Schoharie  County,  county  delegate 
1931-1935,  1937-1946,  1948-1955;  Leo  P. 
Larkin,  Tompkins  County,  chairman  of  a stand- 
ing committee  1937,  district  delegate  1938, 
county  delegate  1942-1944. 

Let  us  stand  in  a moment  of  silence  in 
memory  of  these  departed  House  members  and 
friends  of  so  many  of  us. 

. . . The  delegates  arose  and  stood  for  one 
minute  in  silence  in  memory  of  their  departed 
confreres  . . . 

Speaker  Wurzbach:  The  members  will  re- 
main standing,  and  the  Chair  recognizes  Dr. 
Sullivan,  of  Nassau  County. 

Section  4 Resolution  64-58 

Memorial  Resolution  on  Louis  H.  Bauer,  M.D. 

Paul  H.  Sullivan,  M.D.,  Nassau:  Members 
of  the  House,  I have  a resolution  from  Nassau 
County,  which  I would  like  to  read: 

Whereas,  Divine  Providence,  in  His  infinite 
wisdom,  has  called  our  friend  Louis  H.  Bauer, 
M.D.;  and 

Whereas,  It  is  both  fitting  and  proper  that 
the  Medical  Society  of  the  State  of  New 
York  pause  in  its  business  pertaining  to  the 
meeting  of  the  House  of  Delegates  to  render 
due  homage  to  his  memory;  and 

Whereas,  Dr.  Bauer  was  the  first  recipi- 
ent of  the  John  Jeffries  Award  of  the  Insti- 
tute of  the  Aeronautical  Sciences  and  of  the 
Theodore  C.  Lyster  Award  from  the  Aero 
Medical  Association  of  which  he  was  the  first 
president;  and 

Whereas,  Dr.  Bauer  was  a past-president 
of  the  American  Medical  Association  (1952- 
1953),  and  of  the  Medical  Society  of  the  State 
of  New  York  (1947-1948),  and  past- president 
of  the  Nassau  County  Medical  Society  (1938- 
1939),  and  Secretary- General  of  the  World 
Medical  Association  since  1948;  and 

Whereas,  Dr.  Bauer  had  been  a leader  and 
single  exponent  of  the  zeal  and  dedication 


epitomizing  the  American  physician  dedicated 
to  the  ideal  of  the  highest  quality  of  medical 
care  in  a free  enterprise  system;  now  there- 
fore be  it  hereby 

Resolved , by  the  Medical  Society  of  the 
State  of  New  York,  assembled  in  regular 
meeting,  at  this  House  of  Delegates,  February 
10,  1964,  that  it  deeply  regrets  his  death  and 
extends  its  sincere  sympathy  to  his  family;  | 
and  be  it  further 

Resolvedy  that  this  resolution  be  spread  on 
the  minutes  of  this  meeting  and  that  a copy  of  ] 
it  be  sent  to  his  family. 

Speaker  Wurzbach:  If  there  is  no  objec-  ] 

tion,  the  Chair  will  declare  this  resolution  \ 
adopted  without  referral  to  a reference  com- 
mittee and  order  that  it  be  printed  in  full  in  the 
minutes  of  this  House  of  Delegates. 

Section  5 

Approval  of  Minutes  of  1963  Meeting 

Speaker  Wurzbach:  The  next  order  of 

business  is  the  approval  of  the  minutes  of  the  ! 
May,  1963,  session,  which  appeared  in  Part  II 
of  the  New  York  State  Journal  of  Medicine, 
September  1,  1963.  Are  there  any  corrections 
or  objections  to  the  report  as  printed? 

James  Greenough,  M.D.,  Past-President: 

I move  approval. 

Renato  J.  Azzarl  M.D.,  Trustee:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 

Section  6 

Reference  Committees 

Speaker  Wurzbach:  The  reference  com- 

mittees, as  printed  in  your  Handbook  and  with 
necessary  substitutions,  are  as  follows: 

Credentials 

C.  Joseph  Delaney,  New  York,  Chairman 
Garrett  W.  Vink,  Putnam 
Frederic  D.  Regan,  Richmond 
Eugene  G.  Galvin,  Ulster 
Garra  L.  Lester,  Chautauqua 
Reports  of  Officers  A 
President 
President-Elect 
Secretary 

Executive  Vice-President 
Edward  Siegel,  Clinton,  Chairman 
Julia  V.  Lichtenstein,  New  York 
Robert  J.  Collins,  Onondaga 
Samuel  Wagreich,  Bronx 
William  R.  Carson,  St.  Lawrence 

Reports  of  Officers  B 

Treasurer 
Board  of  Trustees 
War  Memorial 
Budget 

Building  < 

To  Study  Fiscal  Affairs  of  Society  and  Its 
Financial  Set-up 
James  A.  Moore,  Albany,  Chairman 
Hobart  L.  Boyd,  Monroe 
Edward  A.  Burkhardt,  New  York 
John  L.  Clowe,  Schenectady 
Harold  J.  Dunlap,  Westchester 
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Commission  on  Medical  Services  A 

Economics 

Liaison  with  U.S.  Veterans  Administration 
Public  Medical  Care 
Medical  Care  Insurance 
Medicare  (Armed  Services  Dependents) 

Alfred  L.  George.  Genesee,  Chairman 
Albert  M.  Schwartz,  New  York 
Allen  G.  Gifford,  Rensselaer 
Vincent  J.  Tesoriero,  Kings 
Albert  H.  Douglas,  Queens 

Commission  on  Medical  Services  B 

Workmen’s  Compensation 
Industrial  Health 

Hospital  and  Professional  Relations 
Questions  of  Ethics 
Rural  Medical  Service 
Labor  Health  Facilities 
David  Kerschner,  Kings,  Chairman 
Kenneth  H.  Eckert,  Erie 
Swen  L.  Larson,  Chemung 
Fritz  Landsberg,  Schuyler 
Joseph  P.  Alvich,  Bronx 

Scientific  Activities  and  Publications  A 

Public  Health  and  Education 

Accident  Prevention 

Addiction  to  Alcohol  and  Narcotics 

Aging  and  Nursing  Homes 

Cancer 

Chronic  Pulmonary  Diseases 

Continuing  (Postgraduate)  Education 

Diabetes 

Film  Review 

General  Practice 

Glaucoma  and  Other  Diseases  of  the  Eye 
Hard  Of  Hearing  and  the  Deaf 
Health  Aspects  of  Ionizing  Radiation 
Heart  Disease 

Maternal  and  Child  Welfare 
Mental  Hygiene 
Operating  Room  Mortality 
Physical  Medicine  and  Rehabilitation 
Youth  Health  and  Fitness 
Willard  J.  Chapin,  Wyoming,  Chairman 
Lawrence  Ames,  Kings,  Section  on  General  Practice 
Stanley  H.  Greenwald,  New  York 
H.  B.  Fitz-Gerald,  Niagara 
Abraham  W.  Freireich,  Nassau 

Scientific  Activities  and  Publications  B 

What  Goes  On 
District  Branches 
Convention 
Publication 
To  Study  the  Journal 
Prize  Essays 

Leonard  L.  Heimoff,  Bronx,  Chairman 
George  T.  C.  Way,  Dutchess 
L.  Barrett  Davis,  Suffolk 
C.  Stewart  Wallace,  Tompkins 
James  H.  Ewing,  New  York 

Commission  on  Public  and  Professional  Affairs 

Legislation 

To  Study  Effective  Representation  in  Albany 
Public  Relations 


George  M.  Saypol,  New  York,  Chairman 
Isidore  Sternlieb,  Bronx 
Robert  Park,  Jr.,  Nassau 
Anthony  G.  Jarosewicz,  Oneida 
Harold  T.  Golden,  Herkimer 

Legal  Matters 

Malpractice  Insurance  and  Defense 
Legal  Counsel 

Autopsy  and  the  Dead  Human  Body 
Bar  Association,  Joint  Committee  with 
John  E.  Lowry,  Queens,  Chairman 
Eugene  J.  Hanavan,  Erie 
Keith  L.  Guthrie,  Jr.,  New  York 
John  A.  Kalb,  Broome 
Milton  Spiegel,  Kings 

Organization  and  Policies 

Planning 

Osteopathic  Society,  Ad  Hoc  Joint  Committee 
with 

Constitution  and  Bylaws 
American  Medical  Association 
New  York  State  Association  of  Professions 
Empire  State  Medical,  Scientific  and 
Educational  Foundation 
Advisers  to  Student  American  Medical 
Association  Chapters 
Carl  Goldmark,  Jr.,  New  York,  Chairman 
Harry  S.  Lichtman,  Kings 
Jerome  L.  Leon,  Queens 
Sirkka  E.  Vuornos,  Sullivan 
Thomas  M.  Flanagan,  Chenango 

Miscellaneous  Business 

Disaster  Medical  Care 
Special  Advisory  on  Press  Matters 
Nursing  Education 
Medicine  and  Religion 
Wallace  M.  Sheridan,  Westchester,  Chairman 
Albert  M.  Biglan,  Suffolk,  Second  District  Branch 
Philip  J.  Hust,  Delaware 
Maus  W.  Stearns,  Jr.,  New  York 
Ezra  A.  Wolff,  Queens 

Sergeant-at-Arms 

Victor  J.  Tofany,  Monroe,  Section  on  Anesthesiology, 
Chairman 

James  R.  McCarroll,  New  York 
Daniel  Friedman,  Suffolk 
Armand  J.  D’Errico,  Fulton 
John  D.  VanZandt,  Orange 

Section  7 

Reference  of  Reports  and  Supplementary  Reports 

Secretary  Willis:  Mr.  Speaker,  I move 

that  the  reports  and  supplementary  reports  of 
Officers,  Council,  Trustees,  Legal  Counsel, 
Special  Committees,  and  District  Branches  that 
have  been  published  and  distributed  to  the 
members  of  the  House  be  referred  to  the  appro- 
priate reference  committees  without  reading. 

Samuel  Wagreich,  M.D.,  Bronx:  I second 
it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried  . . . 
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Published  Annual  Reports* 

Section  8 {see  89,  180 ) 

Annual  Report  of  President 

To  the  House  of  Delegates,  Gentlemen: 

It  is  incredible  to  me  but  nonetheless  true: 
My  term  of  office  as  president  of  this  great 

organization  is 
about  to  come 
to  an  end. 

I regret,  of 
course,  the  fact 
that  the  tenure 
allotted  to  me 
has  been  less 
than  a year; 
indeed,  it  is 
only  nine 

months.  How- 
ever, there 
were  compel- 
ling reasons  for 
advancing  the 
date  of  our  an- 
nual meeting 
and  so  I,  like 
a majority  of 
the  House  of 
Delegates,  was 
in  agreement 
with  the  de- 
cision to  hold  the  convention  in  February. 

Despite  this,  however,  I have  had  a rich  and 
rewarding  experience  as  your  president  and  I 
am  grateful  to  the  membership  for  permitting 
me  to  serve  as  head  of  the  Society  for  a period 
of  time. 

Our  organization  has  been  quite  active  in  the 
months  since  last  May,  and  it  has  faced  up  to  a 
number  of  difficult  problems.  For  this,  I 
congratulate  the  members  of  the  Council, 
Henry  I.  Fineberg,  M.D.,  our  dedicated  and 
dynamic  executive  vice-president,  and  the  loyal 
members  of  our  various  committees. 

Turning  to  specifics: 

Council  Meetings.  We  have  continued 
the  practice  of  holding  Council  meetings  every 
other  month  and  Executive  Committee  meetings 
every  month.  So  far  as  I can  see,  this  has  made 
for  increased  efficiency  and  better  management 
of  the  Society’s  affairs,  and  I,  for  one,  am  glad 
that  this  policy  was  put  into  effect. 

Planning  Committee.  This  committee 
may  yet  turn  out  to  be  one  of  our  most  valuable 
tools  in  improving  the  State  Society’s  operations. 
For  example,  at  a meeting  scheduled  to  take 
place  on  December  18  (some  weeks  after  this 
report  has  been  submitted  for  publication),  the 
Planning  Committee  was  to  (a)  re-evaluate  the 
objectives  and  activities  of  the  district  branches; 

* Reports  in  Sections  8 through  62  are  published  reports 
which  appeared  originally  in  the  January  1 and  January  15, 
1964,  issues  of  the  New  York  State  Journal  of  Medicine. 
These  are  included  with  the  minutes  to  provide  a complete 
record  of  material  considered  by  the  reference  committees 
and  reported  to  the  House  of  Delegates. 


(6)  cope  with  the  problems  involved  in  reporting 
Council  meetings — whether,  for  example,  the 
minutes  should  be  verbatim  reports,  or  merely 
synopses  of  Council  deliberations;  (c)  continue 
its  study  of  Council  committees,  to  the  end  that 
they  may  be  streamlined  and  their  functions  so 
clearly  delineated  that  duplication  of  activity 
will  be  avoided;  (< d ) continue  its  appraisal  of 
the  operations  of  the  Journal  (although  an  ad 
hoc  committee  is  now  at  work  studying  the 
Journal’s  finances);  (e)  study  the  problems 
that  have  arisen  lately  affecting  medicine’s 
relations  with  podiatry;  (f)  consider  the 
advisability  of  asking  the  Legislature  to  author- 
ize a study  of  the  State  Medical  Practice  Act, 
which  has  been  in  effect  since  1891. 

Foundation.  The  latest  word  on  the  Em- 
pire State  Medical,  Scientific  and  Educational 
Foundation  is  that  its  tax  status  has  not  yet 
been  decided  by  the  Internal  Revenue  Service. 
However,  a number  of  research  projects  have 
been  planned,  and  some  are  in  progress. 

New  York  State  Association  of  the  Profes- 
sions. NYSAP  (as  this  organization  is  popu- 
larly called)  shows  much  promise  as  a spokesman 
for  the  various  professions  it  represents.  At  the 
present  time  it  is  conducting  an  intensive 
campaign  for  individual  members.  If  it  is 
successful,  it  will  undoubtedly  attain  an  impor- 
tant status  in  State  affairs.  As  you  know,  the 
six  professional  societies  that  currently  belong 
to  the  Association  are  those  in  medicine,  den- 
tistry, pharmacy,  engineering,  architecture,  and 
veterinary  medicine. 

Organizational  Matters.  The  streamlin- 
ing of  the  operations  of  the  State  Society’s  head- 
quarters in  New  York  City  continues  apace 
under  the  leadership  of  Dr.  Fineberg.  Impor- 
tant changes  have  been  made  and  a heightened 
efficiency  and  productivity  is  discernible.  In 
recent  months,  we  have  added  a new  business 
manager  and  a new  comptroller.  The  new 
business  manager  is  J.  Richard  Burns,  who  was 
formerly  with  the  law  firm  of  Martin,  Clear- 
water and  Bell.  Mr.  Burns  a few  weeks  ago 
was  also  made  assistant  executive  vice-president. 

Communications  Division.  This  impor- 
tant activity  of  the  State  Society  has  been  reor- 
ganized in  the  past  few  months  under  the 
supervision  of  our  new  communications  director. 
One  of  the  most  significant  changes  has  been 
the  development  of  a closer  and  more  realistic 
relationship  between  the  Society’s  public  rela- 
tions and  legislation  activities.  The  benefits  of 
this  new  approach  should  become  apparent  to 
the  membership  in  the  not  too  distant  future. 

Legislation.  As  always,  the  State  Society 
will  concern  itself  with  only  a few  bills  during 
the  1964  session  of  the  Legislature,  adhering  to 
the  philosophy  that,  on  the  whole,  the  wisest 
course  is  to  avoid  expending  our  energies  in  too 
many  directions. 

In  accordance  with  this  approach,  we  plan  to 
devote  most  of  our  attention  in  Albany  to  the 
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enactment  of  a Good  Samaritan  Law  (a  measure 
that  should  have  been  put  on  the  statute  books 
years  ago),  and  bills  to  license  bioanalysts  and 
to  permit  physicians  to  obtain  liens  on  property 
when  payment  is  not  made  for  services  rendered. 

At  the  Federal  level,  of  course,  we  propose  to 
conduct  an  energetic,  well-planned  campaign 
against  the  King-Anderson  Bill,  which  will 
undoubtedly  be  one  of  the  biggest  political 
issues  during  1964  in  view  of  the  presidential 
elections  to  be  held  next  fall. 

This  may  well  be  the  year  of  decision  on  this 
question;  certainly,  things  have  been  building 
to  a climax  and  the  proponents  of  the  measure 
are  bound  to  use  it  as  a convenient  political 
football. 

Our  view  is  that,  if  the  bill  were  enacted,  it 
would  open  the  door  to  government  control  of 
medicine — a prospect  that  should  give  every 
physician  pause,  and  galvanize  us  all  into  action. 

Woman’s  Auxiliary.  Like  my  predecessors, 
I have  found  the  Woman’s  Auxiliary  a source  of 
strength  to  the  parent  organization.  Indeed, 
Mrs.  Ezra  A.  Wolff,  the  president,  and  the  other 
fine  women  who  are  most  active  in  this  group 
gave  proof  once  again  that  the  Auxiliary  is 
truly  an  auxiliary — that  is,  it  aids,  assists,  and 
supports  the  State  Society  in  its  multifarious 
activities. 

Medical  Education.  This  was  the  year  in 
which  the  Governor’s  Committee  on  Medical 
Education  issued  its  report  recommending  the 
establishment  of  two  new  medical  schools  in  the 
area  of  New  York  State  outside  New  York  City. 
The  committee  suggested  that  one  of  the  schools 
be  constructed  on  Long  Island  and  the  other  in 
Westchester.  Nothing  has  yet  been  done  to 
implement  these  proposals  but  I predict  that 
they  will  receive  increased  attention  as  time 
goes  on  and  the  need  for  more  physicians  in  this 
State  becomes  more  urgent.  Accordingly,  I 
recommend  that  the  State  Society  give  appropri- 
ate consideration  to  the  situation  and  be  pre- 
pared to  offer  advice  and  guidance  to  the  State 
government  as  and  when  the  plans  for  these 
schools  go  beyond  the  discussion  stage  and  give 
promise  of  being  translated  into  reality. 

Turning  to  our  own  activities  in  the  field  of 
education,  I should  like  to  commend  the  Council 
Committee  on  Public  Health  and  Education 
particularly  for  its  excellent  programs  in  post- 
graduate instruction.  The  committee  has  been 
doing  outstanding  work  in  this  area  for  many 
years,  and  medicine  has  been  the  fortunate 
beneficiary. 

State  Health  Department.  Our  relations 
with  the  new  Commissioner  of  Health  of  New 
York  State,  Hollis  S.  Ingraham,  M.D.,  have 
been  most  cordial,  and  the  Society  looks  forward 
to  many  years  of  friendly  and  fruitful  coopera- 
tion with  him.  During  the  past  few  months, 
we  have,  on  several  occasions,  followed  a pro- 
cedure which  was  established  several  years  ago. 
This  consists  of  having  releases  to  the  State’s 
physicians  signed  by  both  the  health  commis- 
sioner and  the  president  of  the  State  Medical 


Society.  We  find  that  this  is  an  effective  means 
of  gaining  the  support  of  the  profession  because 
it  emphasizes  the  close  liaison  that  exists  between 
this  fine  agency  and  your  Society. 

Physicians’  Home.  I am  pleased  to  be 
able  to  report  that  the  membership  has  begun 
to  support  this  worthwhile  organization  in  the 
manner  to  which  it  is  entitled.  Our  contribu- 
tions have  not  yet  reached  the  level  they  opti- 
mally should  but  they  have  increased  sufficiently 
during  the  past  six  months  or  so  to  indicate  that 
many  of  us  now  realize  the  organization’s  value 
and  that  we  are  willing  to  take  care  of  our  own. 

Budget.  The  Budget  Committee  has  been 
meeting  regularly  to  review  the  Society’s  finan- 
cial situation,  to  determine  whether  or  not 
expenditures  are  being  kept  to  essentials.  I 
am  happy  to  report  that  as  a result  of  this 
effort,  and  of  the  outstanding  work  of  Dr. 
Fineberg,  we  are  beginning  to  see  fiscal  daylight, 
so  that  in  the  not  too  distant  future  we  may  well 
succeed  in  bringing  expenses  within  reach  of 
income. 

Labor  Health  Facilities.  If  you  will  re- 
call, I established  a Committee  on  Labor  Health 
Facilities  last  summer  because  of  my  conviction 
that  medicine  should  attempt  to  work  closely 
with  union  health  centers.  My  thought  was 
that  many  of  these  facilities  are  giving  union 
members  good  medical  care  but  a number  are 
not,  and  that  it  is  our  responsibility  at  least  to 
make  the  effort  to  help  the  latter  to  improve 
their  standards. 

Since  then,  the  committee  has  met  a number 
of  times  and  is  developing  a program  that  should 
help  considerably  in  improving  the  medical  care 
rendered  by  labor  health  facilities. 

Miscellaneous.  Before  I conclude,  I should 
like  to  thank  the  many  physicians  and  their 
wives  who  have  been  so  cordial  to  me  during 
my  visits  to  their  communities.  Since  my  in- 
stallation at  the  1963  convention,  I have  at- 
tended any  number  of  meetings  of  district 
branches  and  county  medical  societies,  as  well 
as  organizations  in  allied  health  professions, 
and  I am  happy  to  report  that  I have  invariably 
received  a warm  and  friendly  welcome. 

Part  of  this,  of  course,  was  due  to  a feeling  of 
personal  camaraderie  but  much  of  it  was  really 
an  expression  of  support  of,  and  affection  for, 
the  Medical  Society  of  the  State  of  New  York. 
This  is  as  it  should  be,  for  the  Society  has 
labored  long  and  faithfully  to  advance  the  inter- 
ests of  medicine.  Our  organization  has  its 
problems — as  all  professional  societies  do — but 
no  one  can  gainsay  its  long-standing  concern 
over  the  physician’s  welfare  and  its  consistent 
espousal  and  support  of  good  medical  causes. 

I should  like  also  to  thank  the  Council,  the 
Trustees,  the  committee  chairman  and  commit- 
tee members  for  their  help  and  support  during 
my  relatively  brief  tenure  in  office.  I have 
been  active  in  State  Society  affairs  for  a good 
number  of  years  but  I was  interested  to  see 
during  the  last  few  months  how  much  hard 
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work  all  these  people  do  on  behalf  of  the 
organization. 

If  there  were  more  awareness  of  this  dedica- 
tion to  the  future  of  the  profession,  perhaps  a 
greater  number  of  members  would  take  part  in 
Society  affairs  and  try  to  make  it  an  even  better 
organizational  tool. 

I wish  to  thank  Dr.  Fineberg  for  his  leadership 
during  the  past  several  months.  Without  his 
drive  and  grasp  of  medical  and  other  issues,  I 
doubt  whether  the  Society  would  have  accom- 
plished as  much  as  it  has. 

Respectfully  submitted, 

William  L.  Wheeler,  Jr.,  M.D.,  President 

Section  9 ( see  163,  182) 

Annual  Report  of  Secretary 

To  the  House  of  Delegates,  Gentlemen: 

The  Secretary  submits  the  following  report. 

House  of  Delegates.  Instructions  of  the 
House  of  Delegates  have  been  acted  on  by  the 
Secretary  or  referred  by  him  to  other  officers, 
committee  chairmen,  and  the  Council.  A de- 
tailed report  of  such  actions  is  given  in  the 
“Resume  of  Instructions  of  the  1963  House  of 
Delegates  and  Actions  Thereon  by  the  Council, 
Board  of  Trustees,  and  Officers.”  Names  of 
county  medical  society  delegates  to  the  1964 
House  of  Delegates  have  been  obtained  and 
listed. 

Council,  Executive  Committee,  and 
Board  of  Trustees.  Minutes  of  these  bodies 
have  been  prepared  and  have  been  accepted  by 
them.  Actions  of  the  Executive  Committee 
have  been  reported  to  the  Council,  as  required 
by  the  Bylaws,  Chapter  IV,  Section  1 (b) . 
Instructions  of  the  Council  and  the  Executive 
Committee  have  been  carried  out  by  the 
Secretary. 

Membership.  Membership  figures  are 
omitted  here.  They  will  be  the  subject  of  a 
supplementary  report  of  the  Secretary  so  that 
the  House  may  be  provided  with  information 
for  the  entire  year  1963. 

Physicians*  Placement  Bureau.  As  al- 
ways our  bureau  has  been  active  in  trying  to 
help  communities  to  find  much  needed  prac- 
titioners and  practicing  physicians  to  find  as- 
sistants and  partners.  The  primary  need  is 
for  solo  general  practitioners  in  the  rural  New 
York  State  areas.  The  demand,  as  is  usual, 
outweighs  the  supply.  Requests  come  in  also 
for  specialists  of  all  types  but  there  seems  little 
demand  for  general  surgeons. 

From  time  to  time  we  send  tear  sheets  or 
cuttings  from  our  New  York  State  Journal 
of  Medicine  “Physicians  Wanted”  area,  this 
when  neither  our  opportunity  lists  or  files 
carry  the  particular  type  of  openings  requested 
by  various  physicians. 

In  March  of  this  year  Mr.  Norman  H.  Davis, 
director  of  medical  programs  of  the  Sears 
Roebuck  Foundation,  Chicago,  Illinois,  called 
in  person  to  discuss  matters  pertaining  to  our 
bureau. 


In  October,  Mr.  John  Nickerson  of  Medical 
Economics,  Oradell,  New  Jersey,  called  in  to 
learn,  by  asking  numerous  questions,  how  our 
bureau  functioned. 

The  American  Medical  Association  continues 
to  be  our  greatest  source  of  physicians  although 
quite  a number  of  doctors  either  write,  tele- 
phone, or  call  in  person  about  the  possibilities 
of  openings. 

Below  are  listed  the  number  of  physicians 
heard  from  throughout  the  year: 


Anesthesiology 9 

Dermatology 6 

E.N.T 5 

General  practice 65 

Industrial  medicine 11 

Internal  medicine 72 

Neurosurgery 2 

Obstetrics  and  gynecology 56 

Ophthalmology 10 

Orthopedics 15 

Pathology 9 

Pediatrics 26 

Psychiatry 1 

Radiology 10 

Surgery 46 

Urology 13 

Miscellaneous 23 

TOTAL 379 


Eleven  areas  secured  the  services  of  physi- 
cians. Seventeen  localities  were  added  to  our 
lists  of  opportunities. 

Meetings.  As  required  by  the  Bylaws,  the 
Secretary  has  attended  meetings  of  the  Council, 
the  Board  of  Trustees,  the  Executive  Com- 
mittee, the  Judicial  Council,  and  the  Mal- 
practice Insurance  and  Defense  Board.  In  ac- 
cordance with  instructions  of  the  House  of 
Delegates,  he  has  attended  meetings  of  the 
Planning  Committee  and  the  Nominating  Com- 
mittee. As  a delegate  from  New  York  State 
he  took  part  in  the  sessions  of  the  A.M.A. 
House  of  Delegates;  he  has  also  been  present 
at  the  meetings  of  the  New  York  delegation. 

As  a member  of  the  Medical  Facilities  Com- 
mittee of  the  American  Medical  Association  he 
attended  meetings  in  Chicago  and  Portland, 
Oregon.  As  a member  of  the  Hospital-Pro- 
fessional Relations  Committee  of  the  American 
Hospital  Association  he  attended  a meeting  in 
Chicago.  In  this  connection  he  served  as  a 
member  of  a panel  on  “The  Trustee  Looks  at 
Medical  Care”  before  the  annual  meeting  of  the 
American  Hospital  Association  held  in  New 
York  City  August  28,  1963. 

Your  Secretary  attended  the  board  of  di- 
rectors meeting  of  the  New  York  Labor- 
Management  Council  of  Health  and  Welfare 
Plans,  Inc.  He  was  also  present  at  the  pilot 
Regional  Conference  of  County  Medical  Society 
Officers  and  District  Branch  Officers  held  in 
Buffalo,  September  12,  1963. 

Acknowledgments.  The  Secretary  of  this 
great  Society  can  be  listed  among  its  most 
indebted  officers.  Without  the  kindness  and 
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consideration  of  those  members  with  whom 
he  has  had  contact  his  task  would  have  been 
well-nigh  impossible.  One  of  his  greatest 
assets  through  the  year  has  been  the  inability 
of  the  Executive  Vice-President,  Henry  I. 
Fineberg,  M.D.,  to  say  “no”  to  his  many  re- 
quests for  aid.  To  him  goes  my  deepest  ap- 
preciation and  admiration.  To  my  successor, 
I bequeath  my  revered  alter  ego,  ghost  writer 
extraordinary,  and  the  Society’s  great  and 
proven  servant,  Miss  Doris  K.  Dougherty. 
To  the  headquarters  staff,  one  and  all,  goes  my 
appreciation  and  thanks. 

It  has  been  a pleasure  and  a privilege  to  have 
served  on  the  team  of  President  William  L. 
Wheeler,  Jr.,  M.D.  His  tolerance  of  my  many 
shortcomings  is  greatly  appreciated. 

Respectfully  submitted, 
Waring  Willis,  M.D.,  Secretary 

Section  10  ( see  70,  183,  264) 

Annual  Report  of  Executive  Vice-President 

To  the  House  of  Delegates,  Gentlemen: 

This  preliminary  report  covers  only  a short 
period  of  about  six  months,  due  to  the  fact  that 
the  annual  meeting  will  be  held  in  February 
instead  of  May.  A supplementary  report  will 
be  submitted  at  a later  date.  Again,  wherever 
possible,  we  will  attempt  to  stay  clear  of  matters 
which  will  be  presented  in  the  reports  of  the 
officers  and  various  committees,  even  though 
we  have  participated  in  many  of  the  activities 
which  will  be  described  by  these  gentlemen. 
We  will  refrain  from  discussing  the  routines 
of  our  everyday  Society  business,  and  we  will 
confine  our  comments  to  items  in  the  adminis- 
trative field  and  other  related  areas,  which, 
we  believe,  will  be  of  interest  to  you. 

These  have  been  busy  days.  There  have 
been  a considerable  number  of  meetings,  con- 
ferences, and  programs  of  varying  magnitude 
and  importance;  and  we  hope  that  what  the 
staff  has  been  trying  to  accomplish  is  to  good 
avail.  We  have  broken  precedent  whenever 
we  felt  that  this  type  of  action  would  react  to 
the  benefit  of  our  Society,  the  medical  pro- 
fession, and  the  people.  Traditions  have  not 
been  an  obstacle. 

Headquarters  Activities.  We  have  con- 
tinued to  meet  with  our  division  heads  at  in- 
formal “down-to-earth”  conferences — a plan 
inaugurated  some  time  ago.  These  meetings 
have  been  very  fruitful.  However,  we  have 
been  compelled  to  get  together  at  irregular 
intervals  because  of  pressures  of  unscheduled 
affairs,  and  so  forth. 

Credit  cards  for  expenditures  and  telephone 
services  have  been  eliminated.  For  some  time 
it  has  been  our  feeling  that  credit  cards  “breed” 
excessive  spending  and  in  most  cases  are  not 
needed.  Staff  expenses  can  be  controlled 
much  better  without  them. 

We  have  instituted  economy  measures  in 
other  areas — new  accounting  methods  which 
substantially  have  improved  and  modernized 
our  fiscal  procedures;  streamlining  of  the  con- 
tent and  format  of  the  budget  to  fit  the  new 


administrative  organization,  with  better  control 
and  understanding  of  the  budget;  a request  that 
monthly  reports  be  submitted  to  the  executive 
vice-president  and  division  heads,  showing  the 
current  monetary  status  of  each  line  item  in  the 
respective  departmental  budgets;  improved 
purchasing  procedures,  which  insure  that 
purchases  are  kept  within  budgetary  limits. 

We  are  preparing  a better  expense  report 
form  for  the  use  of  officers  and  members  of 
boards  and  committees  and  staff.  The  pres- 
ent one  is  inadequate  and  obsolete. 

We  have  developed  better  regulatory  pro- 
cedures in  the  maintenance  of  employe  rec- 
ords^— lunch  hours,  coffee  breaks,  time  sheets, 
compensatory  time,  absenteeism,  overtime  (still 
kept  to  a minimum) , nonoccupational  dis- 
ability claims.  It  has  always  been  our  con- 
tention that,  although  we  are  a medical  society, 
our  organization  must  be  run  in  accordance 
with  the  best  rules  governing  large  business. 

A short  time  ago,  we  surveyed  our  “medieval” 
telephone  service,  and  we  decided  to  take  ad- 
vantage of  the  telephone  company’s  consulta- 
tion service.  The  results  of  a conference  with 
these  people  will  be:  increased  economy  and 

a more  efficient  telephone  service,  as  evidenced 
by  better  long-distance  telephone  control  and 
billing;  the  installation  of  an  internal  dialing 
system,  whereby  calls  within  the  office  are 
dialed  directly  without  going  through  the 
switchboard  operator.  The  latter  routine  will 
permit  the  operator  to  give  greater  attention 
to  incoming  calls,  and  she  can  spend  more  time 
acting  in  the  capacity  of  a true  receptionist 
and  assist  in  routine  typing  and  clerical  work 
assigned  to  her.  Also,  the  rest  of  the  staff 
will  be  relieved  of  much  “footwork,”  and  the 
frustrating  delays  in  telephone  communica- 
tion to  which  we  are  subjected  at  this  time  will 
be  eliminated. 

Membership.  Our  “operation  membership” 
program  is  proceeding  according  to  schedule. 
As  we  have  stated  before,  this  project  must  be 
brought  to  a successful  conclusion  as  soon  as 
possible. 

In  this  area  we  have: 

(1)  Continued  the  conversion  of  member- 
ship records  from  an  IBM  system  (which  was 
found  to  be  too  expensive  and  impractical)  to 
McBee  membership  cards. 

(2)  Developed  and  provided  county  so- 
cieties with  new  forms  to  be  used  in  submitting 
State  Society  and  A.M.A.  dues  and  assessments. 

(3)  Conducted  special  meetings  with  ex- 
ecutive secretaries,  membership  secretaries,  and 
accountants  from  county  societies  in  the 
First  and  Second  District  Branches,  as  well  as 
Westchester  County,  to  discuss  membership 
procedures  and  problems,  including  collection 
and  handling  of  dues  payments,  procedures  for 
requesting  remission  of  dues,  transfers  of 
members  from  one  county  society  to  another, 
resignations  of  members,  and  so  forth. 

(4)  Continued  to  supply  county  societies 
and  other  authorized  persons  and  organiza- 
tions with  information  concerning  member- 
ship status  of  members. 


June  1,  1964  / New  York  State  Journal  of  Medicine  1357 


Last  May,  the  House  of  Delegates  voted 
that  the  executive  vice-president  should:  re- 

view the  question  of  reimbursement  to  county 
medical  societies  for  expenses  incurred  in 
collecting  State  Society  and  A.M.A.  dues  with 
representatives  of  the  county  societies;  develop 
a scheme  for  equitable  reimbursement;  and 
present  this  to  the  Council  for  approval  and 
implementation,  effective  January  1 of  next 
year. 

A meeting  was  held  on  September  9.  Eleven 
county  society  secretaries,  19  county  society 
executives,  and  11  members  of  the  State 
Society  staff  were  present.  The  counties  of 
Clinton,  Columbia,  Greene,  Madison,  Oneida, 
Herkimer,  Chenango,  Ontario,  St.  Lawrence, 
Steuben,  Tompkins,  Ulster,  Albany,  Bronx, 
Broome,  Chemung,  Erie,  Kings,  Monroe, 
Nassau,  New  York,  Onondaga,  Orange,  Queens, 
Richmond,  Suffolk,  Westchester  and  Rockland 
were  represented  (28) . 

(1)  The  assistant  executive  director  of  the 
Student  A.M.A.  attended  and  described  briefly 
the  organization  of  S. A.M.A.,  its  functions, 
and  its  aims.  It  is  important  that  the  State 
and  county  medical  societies  support  this  very 
fine  organization. 

We  recommend  that,  in  accordance  with  the 
routine  adopted  by  the  American  Medical 
Association,  S.  A.M.A.  representatives  from 
the  medical  schools  in  New  York  State  be 
invited  to  our  House  of  Delegates  in  February. 

(2)  The  collection  of  dues  was  considered. 
A number  of  county  medical  societies — es- 
pecially the  larger  ones — pointed  out  vividly 
that  a great  deal  of  their  work  involves  not 
only  the  processing  and  collection  of  dues  for  the 
State  Society  and  the  A.M.A.,  but  also  the 
completion  of  applications,  the  maintenance  of 
records,  the  servicing  of  inquiries  pertinent 
to  dues,  and  the  auditing  of  accounts. 

After  much  deliberation,  the  secretaries  and 
executive  secretaries  passed  a resolution  de- 
claring “that  the  county  societies  be  reimbursed 
by  the  State  Society  at  1 per  cent  of  the  annual 
State  dues;  and  that  the  present  formula  for 
reimbursement  of  A.M.A.  dues  be  continued.” 
(We  receive  1 per  cent  from  the  A.M.A.  for 
the  collection  of  dues,  half  of  which  goes  to 
the  county  societies.) 

The  recommendation  of  the  executive  sec- 
retaries was  approved  by  the  Council  on 
September  26. 

We  must  stress  the  fact  that  this  additional 
expenditure  by  the  State  Society  will  be  in 
the  neighborhood  of  approximately  $11,000. 

Budgeting.  We  have  concentrated  on  the 
preparation  of  equitable  budget  estimates. 
The  Budget  Committee  has  been  meeting  every 
three  months  to  study  and  reappraise  the  bud- 
get in  the  light  of  new  conditions  as  they  arise. 

A year  ago,  we  stated  that  we  are  opposed 
inalterably  to  deficit  budgeting.  We  declared 
that  we  must  live  within  the  funds  allotted  to 
us.  At  this  time,  we  are  happy  to  announce 
that  apparently  this  philosophy  has  prevailed. 
We  will  finish  the  fiscal  year  in  the  “black,” 
for  the  first  time  in  years.  However,  this 


desirable  turn  of  events  should  not  lull  us  into 
a sense  of  false  security.  We  must  keep  to 
the  road  of  curtailing  our  expenditures;  we 
must  practice  economy  at  all  times;  we  must 
eliminate  “luxuries”;  we  must  be  ever  mindful 
of  the  fact  that  we  must  “write  off”  the  in- 
debtedness developed  in  previous  days. 

Journal  Finances.  You  will  remember  that, 
for  sometime,  the  House  of  Delegates  has  been 
concerned  with  the  financial  status  of  the 
Journal. 

Almost  everyone  agrees  that  our  publication 
is  an  excellent  one,  scientifically  and  editorially — 
high  up  on  the  list  of  medical  journals. 

There  is  no  question  but  that  there  has  been 
a definite  downward  trend  in  the  amount  of 
advertising.  The  deficit  is  beyond  any  ever 
visualized. 

In  May,  the  House  adopted  reference  com- 
mittee recommendations  as  follows:  (1)  that 

Journal  advertising  salesmen  be  compensated 
on  a straight  commission  basis,  (2)  that  con- 
sideration be  given  to  publishing  the  Journal 
on  a monthly  basis,  and  (3)  that  an  appropriate 
outside  agency  be  employed  to  make  a thorough 
study  of  the  business  affairs  of  the  Journal. 

Since  the  latter  suggestion  involved  ap- 
propriation of  funds,  it  was  presented  to  the 
Budget  Committee  at  its  re-evaluation  meeting 
in  July.  The  consensus  was  that  studies  by 
“experts”  probably  would  be  very  expensive, 
and  that  an  attempt  should  be  made  by  us 
to  arrive  at  a solution  to  our  financial 
difficulties. 

We  have  interviewed  the  two  advertising 
salesmen  and  we  have  talked  to  many  people 
in  our  State  and  elsewhere.  When  your  ex- 
ecutive vice-president  was  in  Chicago,  he 
learned  that  other  state  societies  are  having 
troubles  in  the  operations  of  their  journals. 
There  is  very  little  optimism  about  phar- 
maceutical advertising  returning  to  its  1960 
peak.  The  feeling  is  that  it  may  be  reduced 
even  further  in  future  years. 

This  idea  has  been  expressed  before — that 
perhaps  the  answer  is  a consolidation  of  our 
Journal  with  those  of  other  states  in  this 
area — preferably  in  the  Mid-Atlantic  region. 
A serious  effort  to  effect  this  type  of  arrange- 
ment should  be  considered  without  too  much 
delay.  The  possibilities  in  this  direction  should 
be  explored  carefully. 

However,  we  felt  that,  before  going  ahead 
with  any  plans,  a small  ad  hoc  committee  should 
be  appointed  to  investigate  all  the  angles  and 
to  submit  its  recommendations.  Our  president 
looked  on  this  proposal  with  favor  and  desig- 
nated a number  of  people  to  take  over  this 
task.  The  chairman  of  the  committee  is 
Norman  S.  Moore,  M.D. 

Although  the  committee  will  not  meet 
until  December  9,  there  has  been  progress. 
Earl  Brooks,  a professor  at  Cornell  University — 
at  the  request  of  Dr.  Moore — spent  an  entire 
day  in  our  office  on  October  17  and  reviewed  the 
entire  situation.  He  talked  to  all  the  members 
of  staff  concerned  and  spent  considerable  time 
with  your  executive  vice-president.  He  showed 


1358  New  York  State  Journal  of  Medicine  / June  1,1964 


a keen  insight  into  our  problems  and  has  al- 
ready submitted  a preliminary  report  which, 
among  other  matters,  will  be  carefully  evaluated 
at  the  meeting  of  the  committee.  In  our 
opinion,  much  good  will  come  of  this  study. 

We  believe  that  you  will  be  interested  in  a 
few  quotes  from  the  Advertising  Age  of  October 
28.  It  will  give  you  some  idea  of  what  faces 
us: 

National  medical  publications  are  much  more 
attractive  to  pharmaceutical  and  drug  advertisers 
and  their  agencies  than  state  medical  journals, 
because  of  lower  readership  costs. . . . The  question 

of  whether  other  considerations  could  offset  the  eco- 
nomic ones  was  a question  left  dangling  in  mid-air.  . . 
media  buying  practices  in  the  pharmaceutical  held 
have  changed  in  recent  years . . . medical  admen 
today  are  much  mere  conscious  of  their  company’s 
profits  and  costs.  . . . Advertisers  do  not,  as  they 

once  did,  “buy”  journals;  they  buy  opportunities  to 
tell  their  product  stories  at  the  best  market  price . . . 
the  circulation  of  34  state  journals,  which  are  mem- 
bers of  the  state  medical  journal  group,  plus  that  of 
three  large  nonmember  state  journals,  totals  185,000 
— the  same  as  that  of  the  JAMA. 

The  cost  of  space  and  printing  plates  for  running 
the  ads  in  the  state  journals  practically  amounts  to 
what  would  buy  12  pages  in  JAMA,  or  six  pages 
there,  plus  eight  pages  in  Modern  Medicine. 

These  are  facts  which  we  must  consider 
seriously. 

The  Directory.  The  publication  of  the  Di- 
rectory has  been  placed  under  the  supervision 
of  the  executive  vice-president. 

Copies  of  the  1963-64  Directory  have  been 
shipped  out  to  members  and  subscribers  (the 
present  edition  finally  rolled  off  the  presses 
on  October  25).  We  regret  greatly  the  delay 
in  getting  this  item  out  to  all  concerned. 

Three  preliminary  factors  contributed  to  this 
unfavorable  state  of  affairs: 

(1)  The  extensive  changes  which  were  made 
in  this  issue.  In  an  attempt  to  streamline  the 
Directory , much  unnecessary  and  undesirable 
material  had  to  be  deleted,  and  important  other 
alterations  had  to  be  effected.  This  required 
a great  amount  of  editing.  Instead  of  submit- 
ting copy  to  the  printer  in  November,  as  we 
have  done  for  normal  May  publication,  the 
first  copy  went  to  the  printer  in  January. 

(2)  We  used  new  printers.  They  were 
unfamiliar  with  our  coding  and  system  of 
abbreviations,  and  the  number  of  corrections 
was  unusually  high. 

(3)  On  the  suggestion  of  the  then  director 
of  the  division,  there  was  a curtailment  of 
staff  at  critical  times,  which  reacted  to  our 
disadvantage.  The  summer  vacation  schedule 
also  interfered. 

Of  course,  these  shortcomings  will  be  cor- 
rected in  the  future.  We  have  begun  our  plan- 
ning for  the  1965-66  Directory,  and  we  can  assure 
you  that  the  constructive  suggestions  which 
we  have  received  from  the  staff — which  is 
cognizant  of  our  problems — and  from  members 
of  the  House  of  Delegates  and  others  def- 
initely will  enter  into  our  thinking.  We  are 
convinced  that  the  Directory  staff  must  be 
represented  at  the  decision-making  level.  Out- 


moded routines  must  be  eliminated  completely. 

As  expected,  complaints  have  started  coming 
in — mainly  by  telephone.  The  number  is 
small,  considering  the  enormity  of  the  project. 
There  are  some  who  have  indicated  that  their 
“pet”  organizations  have  been  omitted  and 
that  this  is  a serious  inadequacy.  Some  of  our 
colleagues  have  been  quite  abusive;  but  our 
staff,  ever  courteous,  has  been  able  to  with- 
stand the  tirades.  We  will  continue  to  enter 
in  our  Directory  only  that  material  which  is 
appropriate  and  which  truly  reflects  the  pro- 
fessional qualifications  of  an  individual. 

We  have  had  some  comments  about  the 
“fibrous”  cover.  This  is  an  experiment.  It 
was  tried  because  it  represents  a considerable 
savings  and  we  were  told  that  it  would  fill  the 
bill,  and  it  has  been  our  personal  experience 
that  it  “works.”  If  necessary,  we  can  always 
go  back  to  the  hard  cover. 

A number  of  purchasers  have  indicated  that 
they  would  be  willing  to  pay  $25  to  $30  for  the 
latter  instead  of  $20  for  the  soft  cover.  One 
of  our  “handlers”  was  pessimistic  about  the 
way  in  which  the  new  cover  would  be  received. 
However,  his  initial  order  of  60  copies  has 
been  depleted  and  he  has  ordered  20  more. 

A “selling  campaign”  has  been  organized. 
Advertisements  will  be  placed  in  journals 
reaching  lawyers,  insurance  companies,  and 
pharmacy  personnel. 

We  cannot  get  away  from  the  fact  that  the 
Directory  is  an  expensive,  money-losing  opera- 
tion. However,  this  must  not  blind  us  to  these 
important  considerations: 

(1)  For  a vast  majority  of  the  member- 
ship— the  body  of  physicians  with  daily  office 
hours  and  hospital  commitments  whose  dues 
are  the  “blood”  of  the  Society — the  Directory 
represents  one  of  the  most  tangible  and  valued 
benefits  of  their  membership. 

(2)  The  telephone  information  service  con- 
tinually conducted  by  the  Directory  Depart- 
ment is,  as  far  as  the  general  public  is  concerned, 
one  of  the  best  public  relations  services  the 
Society  provides.  The  gratitude  of  these 
people  who  contact  us  daily  is  considerable 
compensation  for  the  labor  this  service  rep- 
resents. The  tremendous  volume  of  inquiries 
regarding  the  Directory — from  physicians,  bus- 
iness organizations,  legal  firms,  and  individuals — 
is  a reminder  to  us — a welcome  reminder — 
of  the  value  of  the  Directory. 

The  Newsletter.  On  previous  occasions,  we 
have  talked  about  our  hopes  for  the  News- 
letter; we  have  discussed  plans  to  make  it  a 
“bigger  and  better”  publication,  worthy  of  the 
State  Medical  Society. 

We  have  been  in  touch  with  people  who,  we 
believed,  could  assist  us  materially  in  this 
venture.  Our  work  has  not  been  in  vain. 
Recently,  we  signed  an  agreement  with  Hoff- 
mann-La  Roche,  which  gives  this  fine  phar- 
maceutical house  exclusive  rights  to  advertising 
in  the  Newsletter,  starting  with  the  January 
issue.  It  will  be  published  monthly — six  and 
one-half  pages  of  newsworthy  material  and  one 
and  one-half  pages  of  ethical  advertising. 


June  1,  1964  / New  York  State  Journal  of  Medicine  1359 


Without  a doubt,  this  is  an  outstanding 
achievement — a great  step  in  the  right  direction. 
The  precedent  for  this  type  of  action  was 
established  when  we  began  publication  of 
What  Goes  On. 

We  are  grateful  to  the  staff  of  our  Business 
Division,  Advertising  Sales  Department,  and 
Division  of  Communications  for  consummating 
this  “deal.” 

The  Staff  Manual.  The  Staff  Manual  has 
been  completed  and  issued  to  all  concerned. 
This  is  the  first  edition.  As  changes  occur, 
they  will  be  added.  There  has  been  a great 
need  for  this  kind  of  brochure.  Now,  we  have 
a compilation  of  policies  in  a form  in  which  they 
can  be  readily  understood  and  referred  to 
quickly  when  the  occasion  arises. 

Changes  in  Administrative  Staff . John  Pardee 
left  the  directorship  of  the  Business  Division 
to  accept  a position  in  Chicago. 

Mr.  J.  Richard  Burns,  formerly  associated 
with  Martin,  Clearwater  & Bell  in  the  capacity 
of  managing  attorney,  took  over  the  respon- 
sibilities of  this  position  on  September  23. 
Those  of  us  who  have  been  in  contact  with 
Dick  Burns  are  acquainted  with  his  capabili- 
ties. He  knows  our  organization  thoroughly. 

He  holds  the  degrees  of  bachelor  of  arts  and 
bachelor  of  laws  from  Cornell  University,  and 
he  has  had  considerable  experience  in  the 
fields  of  business  management  and  administra- 
tion. 

Recently,  we  designated  him  as  assistant 
executive  vice-president.  He  does  much  more 
than  act  as  the  director  of  the  Business  Divi- 
sion. He  has  assisted  us  in  translating  (legally) 
the  policies  and  directives  of  the  House  of 
Delegates,  the  Council,  and  the  Board  of 
Trustees.  Also,  he  will  aid  us  in  the  adminis- 
trative activities  and  official  functions  of  the 
Society  and  will  perform  other  special  duties 
on  our  behalf. 

Mr.  Eugene  Dombrowski  has  been  appointed 
comptroller.  He  will  continue  to  direct  the 
Accounting  Department  and  coordinate  bud- 
getary activities,  and  he  will  cooperate  fully 
with  the  Treasurer  of  our  Society  and  the 
chairman  of  the  Budget  Committee  of  the  Coun- 
cil. Also,  he  will  perform  such  other  duties  and 
engage  in  activities  relating  to  the  fiscal  af- 
fairs of  the  Medical  Society  as  are  assigned  to 
him  by  the  executive  vice-president  and  the 
director  of  the  Business  Division. 

Miscellaneous.  Our  house  organ,  The  MSSNY 
Staffoscope,  is  now  being  published  regularly. 
Miss  Alvina  Rich  Lewis  is  in  charge  of  this 
fine  publication,  which  is  prepared  by  the 
Journal  Editorial  Department. 

We  have  reorganized  the  staff  committee 
formed  for  the  purpose  of  studying  and  evaluat- 
ing the  problem  of  pensions  for  employes. 
Our  ideas  on  this  subject  are  well  known.  The 
employe-contributory  system  is  being  explored, 
and  so  are  other  methods.  Needless  to  say, 
at  the  proper  time,  the  whole  matter  will  be 
presented  to  the  “policy-makers”  of  our  Society. 

New  York  City  Commercial  Rent  or  Oc- 
cupancy Tax.  New  York  City  now  has  an 


occupancy  tax.  In  our  case  this  would  amount 
to  $3,500  a year.  In  September,  we  wrote 
to  the  Department  of  Finance  of  the  City  of 
New  York  and  applied  for  exemption  of  pay- 
ment of  this  tax.  We  pointed  out  that  we 
are  presently  exempt  from  payment  of  Federal 
income  taxes — under  Section  501 C (7) — and 
that  we  also  are  exempt  from  payment  of  New 
York  City  general  business  tax. 

Fortunately,  we  received  this  reply: 

This  is  in  reference  to  your  letter  dated  September 
10,  1963,  concerning  exemption  from  the  New  York 
City  Commercial  Rent  or  Occupancy  Tax. 

Based  on  information  submitted,  you  are  not 
subject  to  the  tax.  However,  if  you  have  received  a 
tax  form  from  the  Bureau  of  City  Collections,  said 
form  should  be  returned  to  the  borough  office  from 
which  it  was  sent,  together  with  a copy  of  this  letter. 

Herman  P.  Mantell 
Assistant  Director  of  Finance 
City  of  New  York 

Chiropractic.  Undoubtedly,  all  of  you 
know  that  the  chiropractic  licensure  law, 
enacted  at  the  last  session  of  the  Legislature 
and  signed  by  the  Governor,  provides  that  a 
Chiropractic  Board  of  Examiners  be  organized, 
to  consist  of  seven  people — four  chiropractors, 
one  osteopath,  one  Ph.D.,  and  one  doctor  of 
medicine. 

In  September,  the  Council  approved  our 
recommendation  that  we  could  not  propose 
a doctor  of  medicine  for  appointment  to  this 
body.  Your  executive  vice-president’s  views 
on  the  licensure  of  quackery  are  well  known  to 
everyone.  Despite  our  “story” — which  was 
proclaimed  from  the  housetops — we  have  been 
maligned,  and  our  case  has  been  misrepresented 
and  distorted  in  the  press  and  elsewhere. 

To  clear  the  air,  on  October  24  the  Executive 
Committee  of  the  Council  sanctioned  the  follow- 
ing declaration,  prepared  by  Louis  H.  Bauer, 
M.D.,  one  of  our  greatest  medical  statesmen, 
and  John  M.  Galbraith,  M.D.,  both  past 
presidents  of  the  State  Society.  Dr.  Bauer  also 
is  a past  president  of  the  A.M.A.  The  state- 
ment follows: 

“The  Medical  Society  of  the  State  of  New 
York  and  its  various  component  county 
societies  wish  to  clarify  their  position  before  the 
public,  since  this  position  has  been  distorted 
and  falsified  by  various  groups. 

“The  Medical  Society  of  the  State  of  New 
York  is  interested,  and  always  has  been  inter- 
ested, in  one  thing  only,  namely,  the  protection 
of  the  health  of  the  people  of  New  York  State. 

“During  the  last  session  political  pressure 
was  put  upon  the  Legislature  to  pass  a bill 
directly  lowering  the  health  standards  of  New 
York  State.  This  pressure  was  made  by  the 
Governor  and  certain  State  agencies.  The 
State  Medical  Society  protested  vigorously 
against  the  licensing  of  chiropractors,  a group 
of  cultists  having  no  scientific  training  what- 
ever, who  are  not  graduates  of  any  recognized 
college  or  university,  and  who  also  are  un- 
qualified to  assess  the  dangers  of  x-ray. 

“The  Governor  was  told  by  the  Medical 
Society  officials  that  it  could  in  no  way  approve 
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the  licensing  of  these  cultists  in  any  fashion. 
The  Governor  told  the  State  Medical  Society 
officials  that  he  had  the  votes  to  pass  the  bill 
and  that  it  was  going  to  be  passed.  At  a 
public  hearing  of  the  Rules  Committee  of  the 
Assembly,  a letter  from  the  Governor  to 
Speaker  Carlino  was  read.  This  type  of  presen- 
tation— in  the  past — has  not  been  used  by 
chief  executives  of  our  State.  In  this  letter 
he  made  two  misstatements  of  fact  and  several 
distortions  as  to  the  attitude  of  the  Medical 
Society;  and  he  urged  that  the  committee  ap- 
prove the  chiropractic  licensure  bill.  The  bill 
was  passed,  creating  a board  of  seven  members 
to  set  up  the  regulations  governing  the  licens- 
ing of  chiropractors.  The  members  are  to 
consist  of  four  chiropractors,  one  doctor  of 
medicine,  one  doctor  of  osteopathy,  and  a 
Ph.D.  in  the  basic  sciences.  Even  though  the 
three  nonchiropractic  members  of  the  Board 
stood  together,  they  could  always  be  outvoted 
by  the  chiropractors.  They  would  be  merely 
voices  crying  in  the  wilderness. 

“Consequently,  when  the  State  Education 
Department  asked  the  State  Medical  Society 
to  name  three  doctors,  one  of  whom  would  be 
chosen  by  State  officials  to  fill  this  place,  the 
State  Society  refused  to  do  so.  It  could  not 
in  all  honesty  do  anything  else  and  still  abide 
by  its  principles. 

“Although  the  State  Society  at  the  meeting 
of  its  House  of  Delegates  passed  a resolution 
strongly  condemning  the  actions  of  the  Governor 
and  the  State  Legislature,  it  received  little 
publicity. 

“However,  as  soon  as  the  State  Society  re- 
fused to  offer  any  name  to  Albany  for  a position 
on  the  Chiropractic  Board,  it  was  bitterly 
attacked  by  the  Chiropractic  Association, 
stating  that  the  State  Medical  Society  con- 
sidered itself  above  and  beyond  the  law  and 
was  violating  the  law — none  of  which,  of  course, 
it  is  doing.  Further,  the  Chiropractic  As- 
sociation states  it  is  going  to  have  the  law 
amended — removing  the  restrictions  on  their 
use  of  x-ray  and  eventually  all  other  restric- 
tions. They  claim  they  have  the  support  in 
Albany  to  do  so.  The  State  Medical  Society 
has  no  idea  whether  or  not  they  have  this 
support,  but  unless  the  attitude  of  the  Gover- 
nor and  Legislature  has  been  materially  altered, 
it  is  possible  that  they  do. 

“The  medical  profession  of  New  York  State 
desires  that  the  people  of  New  York  State 
understand  that  the  administration  of  this 
new  law  when  it  goes  into  effect  is  the  entire 
responsibility  of  the  State  Education  Depart- 
ment and  the  State  Health  Department. 
They  are  solely  responsible  for  the  licensing  of 
this  group  of  cultists,  and  only  they  can  exert 
any  effort  to  protect  the  health  of  the  public/’ 

This  statement  was  transmitted  by  us  to 
the  officers,  councillors,  and  trustees  of  the 
State  Society,  county  medical  society  secretaries 
and  executive  secretaries,  and  presidents  of 
district  branches. 

Disregarding  our  refusal  to  recommend  a 
doctor  of  medicine  for  the  chiropractic  board, 


the  Board  of  Regents  continued  to  search  for  a 
bona  fide  physician  who  would  sit  with  this 
group,  and  has  just  come  up  with  an  answer. 

Here  is  an  excerpt  from  the  New  York 
Times  for  November  23: 

Albany , Nov.  22 — The  Regents  named  a New  York 
City  physician  today  to  the  new  State  Board  of 
Chiropractic  Examiners,  thus  ending  an  impasse 
that  has  held  up  the  timetable  for  the  licensing  of 
chiropractors. 

The  appointee,  Dr.  Francis  Kimball  of  150  East 
69th  Street,  is  a 68-year-old  urologist  and  surgeon. 
He  was  described  as  in  semiretirement. 

The  membership  of  the  board  was  completed  today 
with  the  appointment  also  of  Dr.  Sam  Joseph  Piliero, 
a biologist,  who  is  acting  chairman  of  the  New  York 
Medical  College  in  Manhattan.  Four  chiropractors, 
an  educator  and  an  osteopath  were  named  several 
weeks  ago. 

Dr.  Kimball,  a graduate  of  the  University  of 
Michigan  School  of  Medicine,  accepted  a two-year 
appointment  despite  the  objections  of  the  State 
Medical  Society  to  the  licensing  program. 

Soon  after  the  Legislature  authorized  the  licensing 
last  winter,  the  medical  society  was  asked  to  recom- 
mend a physician  for  the  seven-member  board,  but 
declined  to  cooperate. 

The  medical  profession  strongly  opposed  the 
licensing  legislation,  contending  that  there  was  no 
scientific  basis  for  the  practice  of  chiropractic. 
Licensing  examinations,  earlier  scheduled  for  Decem- 
ber 4 to  7,  will  now  be  given  in  February  or  March. 

Two  days  previously,  an  Associated  Press 
release  contained  this  item:  “A  spokesman 

(Education  Department)  said  one  function  of 
a medical  doctor  on  the  board  would  be  to 
prevent  the  chiropractors  from  drafting  ques- 
tions based  on  premises  ‘too  far  out  of  line  with 
basic  and  accepted  scientific  fact*  ” (The  italics 
are  ours.)  What  a sad  commentary  this  is! 

On  September  25  this  article  appeared  in  the 
New  York  Times: 

Albany , Sept.  24 — Chiropractors  will  still  be 
“misters”  and  not  “doctors”  when  they  get  their 
licenses,  as  authorized  by  the  Legislature  last  winter. 

Charles  Brind,  counsel  to  the  State  Education 
Department,  which  will  administer  the  licensing  law, 
said  today  that  any  chiropractor  using  the  title  of 
doctor  would  be  guilty  of  a misdemeanor. 

Chiropractors,  who  won  a 50-year  fight  in  getting 
the  Legislature  to  sanction  licensing,  treat  ailments  by 
the  manipulation  of  joints,  especially  those  in  the 
spinal  column. 

Mr.  Brind  said  that  the  Board  of  Regents  had 
never  approved  a doctor’s  degree  in  chiropractic  and 
that  a provision  of  the  education  law  prohibited  the 
use  of  the  title  doctor  in  any  occupation  related  to 
public  health  without  specific  authorization. 

The  title  is  approved  for  use  by  a number  of  pro- 
fessional groups,  including  optometrists,  dentists, 
and  veterinarians. 

Examinations  for  chiropractic  licenses  will  begin  in 
December.  After  October  1,  1964,  it  will  be  unlawful 
to  practice  without  a license. 

This  was  “good  news”  for  our  people.  How- 
ever, someone  must  have  convinced  Mr. 
Brind  to  change  his  mind.  In  the  Times  of 
November  5,  we  read  this: 

Albany,  Nov.  4 — Dr.  Charles  A.  Brind,  counsel  to 
the  State  Education  Department,  said  today  that 
persons  licensed  as  chiropractors  under  the  new  state 
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law  would  be  entitled  to  use  the  title  doctor  if  they 
had  a doctorate  degree  from  another  state. 

This  reversed  a ruling  he  gave  last  July  in  a letter 
to  August  J.  Bardo,  Jr.,  director  of  the  Division  of 
Professional  Conduct. 

In  this  letter,  Dr.  Brind  noted  that  the  Regents  had 
never  approved  of  doctor’s  degree  in  chiropractic. 
He  cited  specific  provisions  of  the  education  law 
authorizing  the  use  of  the  title  Dr.  by  dentists, 
optometrists  and  veterinarians,  and  said: 

“It  is  apparent  that  if  the  members  of  the  pro- 
fession (chiropractic)  are  to  be  authorized  to  use  the 
title  ‘Dr.’  such  authorization  will  need  to  come  by 
legislative  action.” 

Today,  Dr.  Brind  said:  “If  a doctor’s  degree  is 

recognized  in  the  state  where  the  person  gets  it,  he 
has  a right  to  use  it  in  this  state,  provided  he  doesn’t 
use  it  fraudulently.  The  instant  he  is  licensed,  he 
has  the  right  to  use  it.” 

Here  we  note  again  an  example  of  the  type  of 
decisions  which  Mr.  Brind  has  been  making  for 
many  years.  To  tell  the  truth,  we  were  amazed 
when  this  gentleman  proclaimed  that  chiro- 
practors could  not  use  the  designation  of  “Dr.” 
Apparently,  he  did  not  wish  to  break  his  record 
of  being  100  per  cent  on  the  wrong  side  of  the 
fence  and,  therefore,  reversed  himself. 

We  wonder  why  Mr.  Brind’s  every  word 
becomes  the  gospel  of  the  Board  of  Regents  and 
the  State  Education  Department.  Is  there  no 
appeal  from  his  determinations  and  announce- 
ments? 

Osteopathy. — A brief  review  of  our  relation- 
ship with  osteopaths  is  in  order. 

Several  years  ago,  an  ad  hoc  committee  of 
the  Council,  appointed  for  the  purpose  of 
meeting  with  doctors  of  osteopathy  to  determine 
what  our  relationship  should  be,  held  six  joint 
conferences,  which  were  harmonious  and  ami- 
able. 

Previously,  the  A.M.A.  had  ruled  that  the 
question  of  whether  or  not  doctors  of  medicine 
should  associate  professionally  with  doctors  of 
osteopathy  should  be  decided  on  the  local  state 
level.  The  statement  was  made  that,  if  the 
osteopath  bases  his  practice  on  the  same 
scientific  principles  as  those  adhered  to  by 
members  of  the  A.M.A.,  voluntary  pro- 
fessional relationships  with  him  should  not  be 
deemed  unethical. 

At  a meeting  on  March  22,  1962,  our  Council 
approved  a report  which  contained  this  concept: 
“Osteopathy  in  this  State  is  no  longer  con- 
sidered to  be  cultism ...  if  they  (the  osteopaths) 
adhere  to  the  same  scientific  principles  em- 
braced by  doctors  of  medicine.” 

At  the  meeting  of  the  House  of  Delegates  in 
May  of  1962,  a resolution  was  passed  to  the 
effect  that: 

Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  has  issued 
a statement  on  osteopathy  in  which  the 
Council  states  that  osteopathy  in  this  State 
is  no  longer  considered  to  be  a cult  if  they 
adhere  to  the  same  scientific  principles  em- 
braced by  doctors  of  medicine  and  that 
doctors  of  medicine  may  associate  profes- 
sionally, on  a voluntary  basis,  with  doctors  of 
osteopathy,  who  hold  full  licenses  to  practice 


medicine  and  surgery  granted  by  the  New 
York  State  Board  of  Medical  Examiners; 
and 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York, 
in  May,  1959,  passed  a resolution  protesting 
the  fact  that  the  schedule  for  fees  for  doctors 
of  medicine  in  general  practice  is  lower  than 
the  schedule  of  fees  for  osteopaths  and 
requested  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  adjust  the  fees  paid 
to  physicians  and  osteopaths  to  remove  this 
basic  inequity;  and 

Whereas,  The  latest  Workmen’s  Com- 
pensation Fee  Schedule,  dated  July  1,  1960, 
still  maintains  this  inequity  with  each  fee 
for  osteopathy  including  osteopathic  ma- 
nipulation; and 

Whereas,  “Osteopathic  manipulation”  is 
not  supported  by  the  scientific  principles 
embraced  by  doctors  of  medicine;  now 
therefore  be  it  hereby 

Resolved , That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
request  that  all  inequities  in  fee  schedules 
between  osteopaths  and  doctors  of  medicine 
in  general  practice  based  on  osteopathic 
manipulation  be  abolished  immediately  be- 
fore doctors  of  medicine  are  allowed  to 
associate  professionally  with  doctors  of 
osteopathy. 

This  resolution  was  not  changed  by  the  1963 
House  of  Delegates  and  therefore  is  still  on  the 
books. 

Now  we  are  confronted  with  a situation 
where  individuals,  who  received  the  degree  of 
doctor  of  osteopathy,  practiced  osteopathy, 
and  later,  for  a fee — without  examination  or 
without  having  spent  one  day  in  a medical 
school — were  given  the  degree  of  doctor  of 
medicine  by  the  new  school  of  medicine  in 
California  (formerly  a school  of  osteopathy), 
wish  to  practice  as  doctors  of  medicine. 

A short  time  ago  we  began  to  receive  in- 
quiries from  a number  of  county  medical 
societies  asking  whether  these  men  truly  have 
been  given  official  approval  to  practice  as 
doctors  of  medicine;  and  whether  they  should  be 
admitted  to  membership  in  county  medical 
societies.  (One  county  has  already  voted  to 
admit  such  a man  to  its  society,  on  the  basis  of  a 
letter  from  Arthur  W.  Wright,  M.D.,  Secretary 
of  the  New  York  State  Board  of  Medical 
Examiners.) 

When  we  were  informed  that  the  “endorsees” 
of  the  California  school  were  seeking  to  practice 
medicine  as  doctors  of  medicine  in  the  State  of 
New  York  and  were  seeking  membership  in 
county  medical  societies,  we  talked  to  Dr. 
Wright.  He  explained  to  us  that  the  M.D. 
degree  obtained  in  that  way  was  a bona  fide 
degree — one  which  could  not  be  taken  away — 
but  that  these  people  could  only  practice  in  the 
State  of  New  York  as  doctors  of  osteopathy 
and  not  as  doctors  of  medicine.  Later,  we 
learned  that  this  opinion  had  been  reversed  by 
the  counsel  to  the  Department  of  Education, 
Charles  Brind,  as  follows: 
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Mr.  James  F.  Fitzgibbons  tells  me  that  you  talked 
to  him  yesterday  about  the  status  of  Dr.  Charles  C. 
Kallet.  Dr.  Kallet  is  an  osteopathic  physician  who 
took  and  passed  the  medical  licensing  examination  in 
New  York  State  in  1954  after  his  graduation  from 
the  School  of  Osteopathy  registered  in  New  York 
State.  He  was  issued  license  #75653-D.  As  you 
probably  know,  he  took  and  passed  the  same  exami- 
nation that  was  given  to  doctors  of  medicine  and  the 
license  that  was  issued  to  him  gave  him  all  the  rights 
to  practice  medicine  and  surgery  in  New  York  State 
on  the  same  basis  with  those  of  physicians  with  the 
M.D.  degree. 

In  July  1962,  Dr.  Kallet  was  granted  the  M.D. 
degree  by  the  California  College  of  Medicine, 
formerly  the  College  of  Osteopathic  Physicians  and 
Surgeons  of  Los  Angeles.  This  degree,  according  to 
the  legal  counsel  to  the  Department  of  Education, 
since  it  is  valid  in  California  is  valid  in  New  York 
State  because  osteopathic  physicians  are  examined  by 
the  Board  of  Medical  Examiners  and  are  granted  the 
same  type  of  license  issued  to  doctors  of  medicine. 
On  July  19,  1963,  Dr.  Kallet’s  license  had  the  letters 
M.D.  added  to  the  letters  D.O.  and  he  is  now  registered 
in  the  Department  as  a doctor  of  medicine. 

I hope  this  will  give  you  the  information  you 
required. 

Yours  very  truly, 

/s  / Arthur  W.  Wright,  M.D. 

Quoting  an  article  which  appeared  in  the 
August  2,  1963,  issue  of  Medical  World  News, 
your  executive  vice-president  wrote  to  Dr. 
Wright  and  asked  him  what  the  official  situa- 
tion in  New  York  State  was,  as  follows: 

In  the  August  2,  1963,  issue  of  Medical  World 
News  there  appears  this  statement: 

“The  Texas  Attorney  General  has  answered  a 
question  of  considerable  interest  to  physicians: 
Can  practitioners  who  were  educated  as  osteo- 
paths in  California — and  who  later  got  M.D. 
degrees  under  California  law — be  licensed  as 
doctors  of  medicine  in  the  State  of  Texas? 

“A  number  of  Texas  practitioners  were  granted 
the  D.O.  degree  by  the  College  of  Osteopathic 
Physicians  and  Surgeons  in  Los  Angeles.  After 
the  school  became  the  California  College  of 
Medicine  in  mid- 1962,  these  graduates  applied  for, 
and  received,  M.D.  degrees  from  the  State  of 
California  by  simply  filling  our  forms.  No 
additional  training  was  required. 

“When  they  later  applied  to  the  Texas  State 
Board  of  Medical  Examiners  for  permission  to 
practice  as  doctors  of  medicine,  a ruling  was 
sought  from  Waggoner  Carr,  the  Texas  Attorney 
General. 

“While  California  law  allows  practitioners  to 
choose  whether  they  want  to  use  M.D.  or  D.O. 
after  their  names,  Carr  declared,  Texas  law  does 
not.  ‘Even  though  the  California  College  of 
Medicine  may  be  a reputable  institution  within  the 
meaning  of  the  law,’  the  Attorney  General  said, 
‘the  fact  remains  that  these  Texas  practitioners  all 
received  their  education  at  an  osteopathic  school. 
Their  most  recent  degree  was  not  based  on  study  or 
on  attendance  at  a medical  school.  The  Board  of 
Medical  Examiners  is  therefore  not  authorized  to 
license  them  as  doctors  of  medicine.’  ” 

What  is  the  situation  in  New  York  State  at  the 
present  time? 

Dr.  Wright’s  letter  of  October  22  had  much  to 
say. 

Pardon  my  delay  in  answering  your  letter  of 


October  1 in  which  you  quote  a statement  from 
Medical  World  News  which  gives  the  opinion  of  the 
Texas  Attorney  General  concerning  the  licensing  in 
Texas  of  doctors  of  osteopathy  who  received  the 
M.D.  degree  from  the  California  College  of  Medicine 
without  additional  study.  It  seemed  to  me  that  the 
matter  was  quite  important  and  I had  copies  of  your 
letter  made  and  sent  to  members  of  the  department 
who  might  be  interested.  I had  thought  that 
possibly  I would  get  some  replies  in  the  form  of 
comments  on  the  opinion  of  the  Texas  Attorney 
General.  To  date  I have  had  none. 

The  situation  with  regard  to  those  osteopathic 
physicians  who  are  licensed  in  New  York  State  and 
who  received  the  M.D.  degree  in  July,  1962,  from  the 
California  College  of  Medicine,  is  as  follows:  these 
osteopathic  physicians,  as  you  know,  took  and 
passed  the  same  licensing  examination  that  doctors 
of  medicine  took.  As  far  as  the  examiners  were 
concerned,  osteopathic  physicians  were  not  identified 
as  such.  They  were  merely  known  by  number  and 
the  examiners  graded  their  papers  exactly  as  they 
graded  those  of  all  other  candidates. 

When  the  osteopathic  physician  passed  the 
licensing  examination  he  was  issued  the  same  identical 
license  that  was  issued  to  doctors  of  medicine  who 
passed  the  same  examination.  This  license  gave 
the  osteopathic  physicians  the  right  to  practice 
“medicine  and  surgery”  exactly  as  doctors  of 
medicine  practice.  The  only  difference  between  the 
license  of  the  doctor  of  osteopathy  and  the  doctor  of 
medicine  was  the  addition  of  the  letters  D.O.  after 
the  licensee’s  name. 

When  the  doctors  of  osteopathy  who  are  licensed 
in  New  York  State  received  the  M.D.  degree  from 
the  California  College  of  Medicine  they  applied  to 
this  department  for  recognition.  The  matter  was 
referred  to  the  departmental  counsel.  The  opinion 
he  rendered  was  that,  since  the  M.D.  degree  was  a 
valid  degree  in  California,  since  the  osteopathic 
physician  was  licensed  in  New  York  State  and  had 
passed  the  same  examination  as  doctors  of  medicine 
passed,  the  M.D.  degree  was  valid  in  New  York  State. 
He  rendered  a formal  opinion  to  that  effect  and  added 
that,  if  the  osteopathic  physician  wished  to  have  the 
letters  M.D.  inscribed  on  his  license,  the  department 
would  add  them.  However,  the  letters  D.O.  had  to 
be  present  on  the  license  since  that  is  a statutory 
requirement. 

Counsel  further  states  that,  if  the  physician 
wishes  to  be  listed  in  our  Departmental  Roster  as  a 
doctor  of  medicine,  he  could  do  so. 

This  is  the  procedure  that  is  now  carried  out  in 
New  York  State  and  already  a number  of  osteo- 
pathic physicians  who  have  the  M.D.  degree  from  the 
California  College  of  Medicine,  have  had  the  M.D. 
added  after  the  letters  D.O.  on  their  licenses  and 
will  be  listed  in  the  roster  of  doctors  of  medicine. 

An  osteopathic  physician  who  graduated  from  an 
osteopathic  school  that  isregisteredinNewYorkState, 
if  he  wishes  to  become  licensed  in  New  York  State, 
must  take  and  pass  the  regular  licensing  examination 
or,  if  he  happens  to  hold  a license  in  one  of  the  five 
states  whose  licenses  are  accepted  for  endorsement, 
he  may  be  licensed  by  endorsement.  The  licenses  of 
these  physicians  must  have  the  letters  D.O.  following 
their  names  on  their  licenses.  If,  however,  they 
receive  the  M.D.  degree  from  the  California  College 
of  Medicine,  they  must  prove  to  the  Department  that 
they  do  have  the  degree  and  the  letters  M.D.  may  be 
inscribed  on  the  license  following  the  letters  D.O. 

That  is  the  situation  as  it  exists  in  New  York 
State  at  the  present  time. 

With  kindest  regards,  I am 

Yours  very  sincerely, 

/s  / Arthur  W.  Wright,  M.D. 
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We  do  not  agree  with  Mr.  B rind’s  determina- 
tion, because  what  he  has  decided  is  contrary  to 
the  statutory  provisions  of  the  Education  Law. 
Some  of  the  “experts”  in  education  are  in 
accord  with  our  view.  They  must  remain 
anonymous. 

It  is  our  interpretation  that,  before  a physician 
is  permitted  to  practice  in  this  State  as  a 
doctor  of  medicine,  he  must  have  had  “not  less 
than  four  satisfactory  courses  of  not  less  than 
eight  months  each  in  a medical  school  in  this 
country  or  Canada  registered  as  maintaining,  at 
the  time,  a standard  satisfactory  to  the  Depart- 
ment, or  in  a medical  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that 
prescribed  for  medical  schools  in  this  State.” 

A short  time  ago,  we  spoke  to  Dr.  Wright 
again,  and  he  stressed  the  fact  that,  in  view  of 
the  ruling  of  the  counsel  to  the  Department  of 
Education,  there  is  very  little  that  his  Board  can 
do. 

An  excerpt  from  the  October,  1963,  issue  of 
the  Federation  Bulletin , published  monthly 
by  the  Federation  of  State  Medical  Boards  of 
the  United  States,  is  interesting.  The  title  of 
this  article  is  “The  Status  of  the  New  ‘M.D.’s.’  ” 

From  a diversity  of  people  we  have  heard  anxious 
questions  about  the  future  status  of  the  recently 
created  "M.D.’s” — the  osteopaths  who  were  pre- 
sented with  degrees  by  the  California  College  of 
Medicine. 

Some  of  the  Boards  of  Medical  Examiners  outside 
California  have  made  positive  rulings  to  the  effect 
that  these  people  cannot  be  licensed  as  M.D.’s  in 
their  states  but  only  as  osteopaths.  An  example  of 
such  action  is  the  resolution  of  the  Colorado  Board  of 
Medical  Examiners  published  in  the  July  issue  of 
the  Bulletin.  We  have  the  word  of  the  Secretary  of 
the  New  York  Board  that  in  his  state  they  can  only 
be  called  osteopaths  regardless  of  their  California 
labels.  It  must  be  remembered  that  such  actions 
merely  constitute  policy  decisions  and  have  the 
force  of  law  only  until  successfully  challenged  by 
court  action  or  by  an  adverse  attorney  general’s 
ruling.  The  attorney  general’s  opinion  definitely 
has  the  force  of  law  until  upset  by  a court. 

While  state  laws  vary  in  their  educational  require- 
ments for  obtaining  a license  to  practice  medicine, 
the  majority  embody  the  provision  that  candidates 
be  graduates  of  approved  medical  schools.  We  have 
heard  fears  expressed  that  the  new  “M.D.’s”  might 
be  classed  as  graduates  of  an  approved  medical 
school  because  the  California  College  of  Medicine 
had  received  approval  in  1962  before  these  “degrees” 
were  granted.  Haunted  by  this  feat  ourselves,  we 
consulted  several  dictionaries  to  find  the  technical 
definition  of  a graduate  of  the  school.  The  definitions 
vary  somewhat  and  the  one  in  the  Oxford  Dictionary 
gives  one  pause.  It  merely  defines  a graduate  as 
“One  who  holds  academic  degree.”  The  Britannica 
Dictionary,  on  the  other  hand,  is  more  explicit  and 
defines  the  verb,  graduate,  “To  admit  to  an  academic 
degree  at  the  end  of  a course,”  while  the  noun, 
graduate,  is  defined  as  “One  who  has  been  graduated 
by  an  institution  of  learning,  who  has  completed  any 
prescribed  academic  or  professional  course.”  The 
definition  in  Webster's  Unabridged  Dictionary  is 
“Graduate — noun,  one  who  has  received  an  academic 
or  professional  degree;  in  the  United  States,  one 
who  has  completed  the  prescribed  course  of  study  in  a 
college,  a school  or  other  institution  of  learning.” 

The  above  semasiological  discussion  was  indulged 
in  because  of  the  true  concern  of  many  state  boards 


about  the  problems  of  the  new  “M.D.’s”  and  the 
fact  that  in  several  states  they  have  already  directly 
or  indirectly  applied  for  legal  or  hospital  status  as 
M.D.’s. 

The  recent  ruling  of  the  Attorney  General  of 
Texas  is  sufficiently  important  to  deserve  repetition. 
He  said,  "Even  though  the  California  College  of 
Medicine  may  be  a reputable  institution  within  the 
meaning  of  the  law,  the  fact  remains  that  the  Texas 
practitioners  all  received  their  education  at  an 
osteopathic  school.  Their  most  recent  degree  was 
not  based  on  study  or  on  attendance  at  a medical 
school.  The  Board  of  Medical  Examiners  is  there- 
fore not  authorized  to  license  them  as  doctors  of 
medicine.” 

Honorable  Waggoner  Carr,  the  Texas  Attorney 
General,  is  to  be  congratulated  upon  his  sagacity,  his 
efforts  to  protect  the  citizens  of  Texas  against 
attempts  to  impose  upon  them  inadequately  trained 
practitioners  under  false  labels  and  the  blow  which 
he  has  struck  in  behalf  of  medical  standards  in 
general.  One  can  only  hope  that  his  opinion  will  not 
be  overturned  by  the  court.  If  by  any  chance  this 
should  happen  the  issue  must  be  clarified  by  appeal 
to  the  Supreme  Court  if  necessary. 

We  present  here  much  food  for  thought. 
Your  executive  vice-president  feels  that  we 
cannot  shirk  our  responsibility  of  playing  a role 
in  determining  what  is  best  for  our  people  as 
far  as  medical  care  is  concerned. 

This  entire  matter  should  be  studied  and 
evaluated  by  the  House  of  Delegates.  Also,  it 
appears  that  the  problem  will  be  presented  to 
the  House  of  Delegates  of  the  A.M.A.,  and  our 
delegation  must  be  prepared  to  present  our 
case  “for  or  against.” 

How  low  will  the  standards  of  patient  care  in 
New  York  sink?  First  the  licensure  of  chiro- 
practors and  now  the  endorsement  of  individuals 
as  M.D.’s  without  any  attendance  whatsoever 
at  a medical  school. 

Annual  Convention.  A “post  mortem” 
conference  to  review  the  last  annual  convention, 
with  the  idea  in  mind  of  improving  and  stream- 
lining the  one  to  be  held  in  February,  was  held 
on  October  1.  Besides  members  of  the  staff 
involved,  these  men  attended:  the  Speaker,  the 
Vice-Speaker,  the  chairman  of  the  Convention 
Committee,  and  the  chairman  of  the  Dinner- 
Dance  Subcommittee. 

The  physical  layout  of  the  Americana  as 
compared  with  that  of  the  Statler  Hilton  was 
discussed.  Evidently,  the  former  will  seat  350 
people  in  the  area  reserved  for  the  meetings  of 
the  House  of  Delegates,  and  rooms  for  the 
reference  committees  will  be  situated  on  one 
floor,  each  with  a seating  capacity  of  at  least 
50  persons. 

It  was  agreed  unanimously  that  the  assign- 
ment of  a secretary  to  each  reference  committee 
has  improved  greatly  the  presentation  of 
committee  reports.  This  procedure  will  be 
continued. 

Following  the  meeting  in  May,  we  transmitted 
a communication  to  every  delegate — asking  for 
comments,  suggestions,  and  recommendations 
concerning  the  conduct  of  the  House.  There 
were  a number  of  replies.  Some  were  com- 
mendatory. Others  contained  constructive  cri- 
tiques. 
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All  of  this  material  was  analyzed.  A few 
examples  of  what  the  delegates  had  to  say  are 
indicated: 

...  “I  felt  that  the  meeting  ran  very  smoothly. 
. .However,  I do  not  like  this  meeting  running 
into  Thursday,  since  it  means  another  half  day 
from  my  practice.” 

. . . “A  preliminary  orientation  meeting  for 
freshmen  members  prior  to  the  opening  of  the 
House  of  Delegates  is  highly  desirable.” 

. . . “As  a ‘freshman  delegate’  I was  amazed 
and  delighted  at  the  professional  way  in  which 
the  House  of  Delegates  functioned.” 

...  “I  thought  this  was  the  best  organized  and 
most  efficient  House  of  Delegates  meeting  I 
have  attended. . . Had  direction  signs  for  the 
locations  of  reference  committees  been  better 
posted,  the  organization  would  have  been 
faultless.” 

...  “I  feel  very  definitely  that  auxiliary  help 
such  as  executive  secretaries  and  alternate 
delegates  should  be  able  to  sit  with  elected 
delegates.” 

. . . “A  better  paging  system  for  doctors 
should  be  installed.” 

The  staff  also  contributed  much  to  the 
deliberations.  Here  are  some  of  their  ideas: 
that  Miss  Lewis  be  notified  of  the  whereabouts 
of  county  society  hospitality  suites — which 
would  be  helpful  to  the  many  physicians  request- 
ing this  information  while  attending  the  meet- 
ings of  the  House  of  Delegates;  that  there  be 
preregistration  of  all  speakers,  panelists,  par- 
ticipants in  scientific  programs,  and  scientific 
exhibitors;  that  medical  students  be  registered 
ahead  of  time  at  the  medical  schools;  that  the 
staff  members  be  indoctrinated  as  to  the  physical 
facilities  of  the  Americana,  so  that  they  will  be 
better  equipped  to  answer  any  questions,  and 
so  forth. 

All  the  letters  will  be  re-evaluated  when  the 
“convention  people”  meet  again,  before  Feb- 
ruary. At  that  time  we  will  formulate  our 
final  plans. 

It  was  announced  that  there  will  be  a much 
better  control  of  expenditures.  The  number  of 
people  authorized  to  sign  hotel  vouchers  will  be 
kept  down  to  an  irreducible  minimum.  The 
staff  will  not  be  permitted  to  engage  in  “social 
activities”  during  working  hours. 

Also,  we  expect  to  develop  “blueprints”  for 
better  arrangements  for  the  reception  of  guests 
from  out-of-state  medical  societies. 

Meetings.  Your  executive  vice-president 
has  been  attending  most  of  the  routine  meetings 
and  conferences.  There  were  also  the  following 
“extraordinary  affairs”: 

1.  Fifth  Commencement  Exercises  of  the 
Albert  Einstein  College  of  Medicine,  in  the 
Bronx,  on  May  31.  The  commencement  ad- 
dress was  delivered  by  Dr.  Gerard  Peel,  pub- 
lisher and  editor  of  Scientific  American.  His 
talk  was  concerned  with  the  general  situation  of 
the  medical  profession — also  its  relationship  to 
government. 

2.  A meeting  of  the  Subcommittee  on 
Medicare  of  the  Committee  on  Public  Health  of 
the  New  York  Academy  of  Medicine,  in  New 


York  City,  on  June  3.  Mr.  Raymond  Moley, 
well  known  in  this  country,  discussed  medical 
care  for  the  aged. 

3.  The  annual  bowling  banquet  of  the 
staff,  in  New  York  City,  on  June  4. 

4.  The  annual  “outing  meeting”  of  the 
Medical  Society  of  the  County  of  Ulster,  in 
Kingston,  on  June  5.  Your  executive  vice- 
president  discussed  the  many  activities  of  the 
State  Society  and  described  its  many  efforts  on 
behalf  of  the  individual  practicing  physician. 

5.  A meeting  of  the  Advisory  Committee 
for  the  Revision  of  the  Proprietary  Hospital 
Code  (Department  of  Hospitals  of  the  City  of 
New  York),  in  New  York  City,  on  June  6. 

6.  The  59th  Annual  Health  Conference, 
sponsored  jointly  by  the  New  York  State 
Department  of  Health  and  the  Annual  Health 
Conference,  Inc.,  in  New  York  City,  June  10 
and  11.  The  first  general  session  was  held  on 
the  morning  of  June  11,  and  greetings  from  the 
Medical  Society  of  the  State  of  New  York  were 
presented  by  our  president. 

7.  A testimonial  dinner  honoring  John  M. 
Shell,  M.D.,  the  first  president  of  the  Nassau 
Academy  of  Medicine,  at  the  Garden  City 
Hotel  in  Nassau  County,  on  June  12. 

8.  The  A.M.A.  convention  in  Atlantic 
City,  June  14  to  20.  A report  of  the  meetings 
of  the  New  York  State  delegation  has  been 
submitted  to  this  House. 

9.  The  annual  picnic  of  the  staff  of  the  State 
Society  at  Sunken  Meadows  State  Park,  in 
Nassau  County,  June  24. 

10.  The  four-county  outing  meeting  (Oneida, 
Herkimer,  Madison  and  Chenango) , in  Utica,  on 
June  27.  Edward  Annis,  M.D.,  president  of 
the  American  Medical  Association,  was  the 
guest  speaker.  He,  the  president  of  the  State 
Society,  and  the  president  of  the  Oneida 
County  Medical  Society  participated  in  a num- 
ber of  radio  programs. 

11.  A meeting  of  the  Aviation  Develop- 
ment Council  to  Foster  Improvement  of  Air 
Commerce  in  the  New  Jersey-New  York 
Metropolitan  Area,  at  Idlewild  Airport,  on 
July  1. 

12.  A meeting  with  Mr.  George  W.  Foy, 
legislative  counsel,  to  discuss  matters  of 
legislation,  in  New  York  City,  on  July  11. 

13.  A meeting  of  the  Committee  on  Public 
Health  and  Education  and  the  chairmen  of 
subcommittees,  in  Albany,  on  July  18.  Un- 
doubtedly, this  conference  will  be  described 
fully  by  the  chairman  of  the  parent  committee. 

14.  Participation  in  a taped  radio  program 
(WNEW)  with  Earl  Ubell  as  moderator,  in 
New  York  City,  on  July  23.  The  title  of  this 
program  was  “Facts  About  Chiropractic.” 
Your  executive  vice-president  was  interviewed 
alone.  Later  on,  Mr.  Ubell  talked  to  four 
chiropractors.  What  all  of  us  had  to  say  was 
then  presented  to  the  public  on  a Sunday 
afternoon.  Mr.  Ubell’s  conclusions  were  quite 
interesting.  He  said  that  he  was  more  con- 
vinced than  ever  that  patient  care  of  any  type 
should  not  be  entrusted  into  the  hands  of 
chiropractors. 
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15.  A meeting  with  Drs.  James  Greenough 
and  Arthur  Master,  in  New  York  City,  on 
July  24,  to  discuss  a future  symposium  on 
coronary  heart  disease.  Of  course,  the  Com- 
mittee on  Public  Health  and  Education  will 
cooperate  in  this  venture.  The  program  truly 
will  be  a fine  one,  covering  all  aspects  of  the 
problem. 

16.  Participation  in  a live  radio  program 
(CBS)  on  the  Ted  Steele  Hour,  in  New  York 
City,  on  July  30.  The  subject  was  “Medicine, 
Its  Opportunities,  Its  Problems.” 

17.  A meeting  of  the  Ad  Hoc  Committee  to 
Study  Effective  Representation  in  Albany,  in 
Lake  George,  on  August  1.  Of  course,  the 
chairman  of  this  committee  will  present  a 
report  of  this  conference. 

18.  A meeting  of  the  board  of  directors  of 
the  New  York  State  Association  of  Professions, 
in  New  York  City,  on  August  12. 

19.  Annual  meeting  of  the  Second  District 
Branch,  at  Montauk,  on  September  7.  The 
scientific  program  on  “Multiple  Trauma — Case 
Presentations  for  Treatment”  was  attended 
poorly.  Also,  Mr.  Martin  discussed  “Current 
Problems  in  Medical  Malpractice.” 

20.  A meeting  of  the  executive  committee  of 
the  First  District  Branch,  in  New  York  City,  on 
September  10. 

21.  The  regional  conference  of  officers  of 
county  medical  societies  and  district  branches, 
sponsored  by  the  State  Society,  in  Buffalo,  on 
September  12.  The  program  and  an  evalua- 
tion of  what  took  place  will  be  presented  to  you 
by  the  Public  Relations  Committee.  It  should 
be  remembered  that  this  meeting  was  authorized 
by  the  Council  as  a pilot  study  of  programming 
of  this  type. 

22.  A meeting  of  the  Medical  Society  of 
the  County  of  Queens,  in  Forest  Hills,  on 
September  17.  Edward  Annis,  M.D.,  the 
guest  speaker,  discussed  “Fedicare.” 

23.  The  President’s  Dinner-Dance  of  the 
Richmond  County  Medical  Society,  New  Dorp, 
Staten  Island,  September  21.  This  was  in 
honor  of  the  immediate  past  president. 

24.  The  57th  annual  meeting  of  the  Seventh 
District  Branch,  Grossinger’s,  October  5 and  6. 
This  meeting  was  well  attended. 

25.  A luncheon  at  the  37th  annual  con- 
ference of  the  National  Association  of  Clinical 
Managers,  New  York  City,  October  7.  The 
purpose  of  this  Association  “shall  be  to  enable 
its  members  to  carry  on  a program  of  mutual 
education  relative  to  clinic  business  manage- 
ment, as  well  as  in  the  general  field  of  medical 
economics,  and  to  cooperate  with  all  organiza- 
tions having  similar  aims  and  objectives.” 

26.  A meeting  of  the  Dutchess  County 
Medical  Society,  Poughkeepsie,  October  9. 
The  subject  of  our  talk  was  “The  State  of  the 
State  Society.”  Also,  we  spoke  to  representa- 
tives of  the  local  woman’s  auxiliary. 

27.  A combined  annual  meeting  of  the  Third 
and  Fourth  District  Branches,  Rensselaer, 
October  10.  We  moderated  a panel  discussion 
on  “Twelve  Cents  a Day  Is  All  You  Pay.” 
We  talked  about  the  activities  of  the  State 


Society.  Participating  in  the  program  were: 
James  M.  Blake,  M.D.,  James  Greenough, 
M.D.,  Robert  Katz,  M.D.,  Guy  Beaumont, 
George  P.  Farrell,  and  William  Ketchum  of 
William  Martin’s  office,  each  confining  himself 
to  his  own  field.  This  was  a fine  meeting,  but 
the  time  allotted  to  us  was  not  sufficient  to  tell 
the  whole  story.  We  would  like  to  return  to 
this  area  at  a later  date. 

28.  The  ceremonial  opening  of  the  17th 
World  Medical  Assembly,  New  York  City, 
October  14. 

29.  A luncheon  in  honor  of  a number  of  out- 
standing physicians  from  other  lands,  tendered 
by  James  E.  Perkins,  managing  director  of 
the  National  Tuberculosis  Association,  New 
York  City,  October  14. 

30.  A meeting  of  the  Medical  Section  of  the 
New  York  Board  of  Trade,  New  York  City, 
October  14.  James  Greenough,  M.D.,  dis- 
cussed the  medical  school  situation. 

31.  The  dinner-dance  at  the  fifteenth  annual 
scientific  assembly  and  convention  of  the  New 
York  State  Academy  of  General  Practice,  New 
York  City,  October  16.  Our  president  ad- 
dressed the  group  on  the  “Role  of  the  General 
Practitioner  in  the  Practice  of  Medicine.” 

32.  A meeting  of  the  New  York  State 
Hospital  Review  and  Planning  Council,  chaired 
by  Norman  S.  Moore,  M.D.,  New  York  City, 
October  18. 

33.  Annual  meeting  of  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion, New  York  City,  October  23. 

34.  President’s  Dinner,  Medical  Society  of 
the  County  of  Kings,  Brooklyn,  October  23. 

35.  The  Second  National  Congress  on 

Medical  Quackery,  Washington,  D.C.,  October 
25  and  26.  The  following  subjects  were 
covered:  Government  Actions  Against  Quack- 

ery, Activities  of  A.M.A.  and  Other  Voluntary 
Agencies,  Quackery  in  the  Medical  Device 
Field,  Degrees  for  Sale,  Health  Education 
Against  Medical  Quackery,  The  Role  and 
Responsibility  of  Communications  Media. 

36.  The  fourth  annual  dinner-dance  of  the 
Bronx  County  Medical  Society,  Bronx,  October 
26. 

37.  A meeting  of  the  board  of  directors  of  the 
New  York  State  Association  of  Professions, 
New  York  City,  October  28.  Plans  for  the 
annual  meeting  were  discussed. 

38.  A dinner  and  meeting  of  the  Medical 
Society  of  the  County  of  New  York,  New  York 
City,  October  28.  George  Himler,  M.D., 
delivered  a very  fine  inaugural  address. 

39.  A dinner  meeting  at  the  headquarters  of 
the  Westchester  County  Medical  Society, 
Purchase,  October  31.  Delegates  from  the 
neighboring  counties  were  present.  John  Dill, 
M.D.,  presided.  Matters  of  importance  to  the 
State  Society  were  presented. 

40.  A well-attended  meeting  of  the  men’s 
(laymen)  club  of  Lawrence,  November  4.  We 
talked  about  “Quacks  and  Quackery.” 

41.  A joint  meeting  of  the  Otsego  and  Dela- 
ware County  Medical  Societies,  Oneonta, 
November  6.  Our  talk  concerned  “Why  You 
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Should  Belong  to  Your  Medical  Society.” 
James  Greenough,  M.D.,  accompanied  us  to  this 
very  delightful  get-together. 

42.  A meeting  of  the  executive  committee  of 
the  First  District  Branch  (Coordinating 
Council),  New  York  City,  November  13. 

43.  The  President’s  Dinner,  Medical  Society 
of  the  County  of  New  York,  New  York  City, 
November  13. 

44.  A meeting  with  the  president-elect  of 
the  State  Woman’s  Auxiliary,  New  York  City, 
November  18,  in  order  to  discuss  her  program  for 
next  year. 

45.  A luncheon  of  the  Visiting  Nurse 
Service,  New  York  City,  November  18. 

46.  The  Economic  Club  dinner,  as  a guest  of 
Bankers  Trust  Company,  New  York  City, 
November  18.  The  speakers  were  Dr.  James 
B.  Fisk,  president  of  the  Bell  Telephone 
Laboratories,  and  the  Honorable  Robert  S. 
McNamara,  Secretary  of  Defense. 

Miscellaneous. 

Dues  Survey.  In  August,  the  budget  com- 
mittee of  the  Kentucky  State  Medical  Society 
conducted  a survey  concerning  the  annual 
membership  dues  of  state  medical  associations. 
Here  is  a compilation  of  the  various  states 
and  the  amounts  of  their  active  dues.  This  is 
being  transmitted  to  you  purely  for  information. 


State  Amount  of  Active 

Alabama 

$ 50.00 

Alaska 

75.00 

Arizona 

105.00 

Arkansas 

45.00 

California 

75.00 

Colorado 

70.00 

Connecticut 

40.00 

District  of  Columbia 

70.00 

Delaware 

80.00 

Florida 

50.00 

Georgia 

40.00 

Hawaii 

66.00 

Idaho 

100.00 

Illinois 

80.00 

Indiana 

55.00 

Iowa 

90.00 

Kansas 

50.00 

Kentucky 

50.00 

Louisiana 

50.00 

Maine 

55.00 

Maryland 

50.00 

Massachusetts 

35.00 

Michigan 

80.00 

Minnesota 

75.00 

Mississippi 

50.00 

Missouri 

42.50 

Montana 

65.00 

Nebraska 

45.00 

Nevada 

120.00 

New  Hampshire 

60.00 

New  Jersey 

40.00 

New  Mexico 

90.00 

New  York 

45.00 

North  Carolina 

60.00 

North  Dakota 

100.00 

Ohio 

35.00 

Oklahoma 

47.00 

Oregon 

60.00 

Pennsylvania 

60.00 

Rhode  Island 

60.00 

South  Carolina 

35.00 

South  Dakota 

100 . 00 

Tennessee 

40.00 

Texas 

45.00 

Utah 

85.00 

Vermont 

65.00 

Virginia 

40.00 

Washington 

60.00 

West  Virginia 

50.00 

Wisconsin 

90.00 

Wyoming 

50.00 

1.  There  are  14  states  with  dues  below 

$50;  5 states  are  planning  to  increase  dues; 

8 states  raised  dues  in  the  last  year. 

2.  There  are  9 states  with  $50  dues;  2 are 
planning  increases;  2 have  increased  in  past 
few  months. 

3.  There  are  28  states  (including  District  of 
Columbia)  with  dues  above  $50;  21  have  had 
increases  in  last  three  years;  2 are  planning 
increases. 

Ad  Hoc  Committee  to  Review  A.M.A.  House 
of  Delegates.  At  the  meeting  of  the  American 
Medical  Association,  held  in  Atlantic  City 
during  June  of  this  year,  the  New  York  delega- 
tion introduced  a resolution  concerning  the 
make-up  and  functioning  of  House  councils  and 
committees.  Our  “resolved”  was  that  “the 
Speaker  of  the  House  appoint  an  ad  hoc  com- 
mittee to  review  the  make-up  and  functioning 
of  the  House  councils  and  recommendations  on 
or  before  June,  1964.  In  his  address  to  the 
House,  the  Speaker  also  discussed  this  very 
important  matter. 

The  A.M.A.  House  of  Delegates  passed  this 
resolution: 

Whereas,  The  status  of  the  councils,  com- 
mittees, and  sections  of  the  House  of  Delegates 
have  been  the  subject  of  various  comments  of 
a general  nature;  and 

Whereas,  The  subcommittees  of  the 
councils  of  the  House  of  Delegates  have  no 
specified  tenure;  and 

Whereas,  There  has  been  overlapping  and 
conflict  of  interest  with  other  committees  and 
councils  of  the  Association;  and 

Whereas,  The  House  of  Delegates  has 
increased  greatly  in  number  and  will  con- 
tinue to  grow  in  the  future  due  to  the  in- 
crease of  physician  population;  and 

Whereas,  The  reference  committee  struc- 
ture of  the  House  of  Delegates  needs  to  be 
reviewed  in  terms  of  efficiency  and  opera- 
tional procedures;  therefore  be  it 

Resolved,  That  the  Speaker  of  the  House  be 
directed  to  appoint  an  ad  hoc  committee  to 
review  the  size,  make-up,  and  functions  of  the 
House  of  Delegates,  its  councils,  sections,  and 
committees,  and  to  report  its  findings  to  the 
House  in  June,  1964. 

Milford  Rouse,  M.D.,  the  Speaker  of  the 
House,  asked  your  executive  vice-president  to 
serve  on  this  committee. 
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The  first  meeting  of  the  group  was  held  in 
Chicago  on  September  14.  Apparently,  the 
committee  will  study  all  the  facets  of  the 
organization  of  the  A.M.A.  House.  There  is 
very  little  doubt  that  there  has  been  consider- 
able confusion  and  duplication  of  efforts  in  a 
number  of  councils,  committees,  and  so  forth. 
Evidently  the  study  will  be  a long-range  one. 

It  was  decided  that  there  will  be  an  open 
hearing,  to  which  will  be  invited  representatives 
of  the  state  delegations,  officers  of  the  A.M.A., 
section  representatives,  and  others. 

Because  of  its  resolution  (A.M.A.  No.  62), 
New  York  State  will  be  asked  to  discuss  the 
problem  at  this  meeting,  which  will  be  held  at 
the  time  of  the  A.M.A.  clinical  session  in 
Portland,  Oregon  (Sunday,  December  1). 

Council  Minutes.  We  have  re-established  the 
routine  of  publishing  digests  of  the  delibera- 
tions of  the  Council.  You  will  remember  that 
we  used  to  do  this  years  ago.  We  have  had  a 
number  of  complaints  from  committee  chair- 
men and  from  officers  of  societies  that  they  are 
never  aware  of  what  takes  place  at  Council 
meetings. 

We  hope  that  by  publishing  these  digests  soon 
after  the  meetings,  we  will  apprise  the  officers  of 
county  medical  societies,  committee  chairmen, 
and  all  others  concerned  of  what  our  decisions 
are,  so  that  everyone  throughout  the  State  will 
know  our  policies. 

Woman* s Auxiliary.  At  the  request  of  the 
Council,  your  executive  vice-president  has 
continued  to  be  the  adviser  to  the  Woman’s 
Auxiliary.  We  still  maintain  our  strong 
belief  that  the  women  can  often  perform  a 
greater  service  for  the  medical  profession  than 
can  the  physicians  themselves,  and  evidence 
points  to  the  fact  that  the  Woman’s  Auxiliary  is 
helping  us  in  every  way  possible. 

This  year,  the  theme  of  the  president  of  the 
Woman’s  Auxiliary  was  “Advance  Auxiliary 
Aims.”  A campaign  was  conducted  to  acquaint 
women’s  groups  allied  with  medicine  with  the 
objectives  that  the  Auxiliary  has  established. 
In  other  respects,  the  ladies  have  agreed  firmly 
that  the  goals  of  the  Medical  Society  of  the 
State  of  New  York  are  theirs.  They  will  do 
everything  possible  to  assist  us  in  reaching 
these  goals. 

From  personal  observations,  we  know  that  the 
various  committees  of  the  Auxiliary  have  been 
quite  active.  There  is  very  little  doubt  but 
that  the  women  can  be  and  are  a strong  public 
relations  group  for  us. 

Naturally,  we  are  thankful  to  all  of  them  for 
the  fine  work  they  are  doing  and  for  their 
devotion  to  the  cause  of  the  free  enterprise  of 
medicine. 

New  York  State  Association  of  Professions 
( N YSA  P ) . The  New  Y ork  State  Association  of 
Professions  is  still  conducting  its  membership 
campaign  and  is  experiencing  “growing  pains.” 
At  present,  the  membership  is  over  2,400. 

Leo  E.  Gibson,  M.D.,  and  your  executive 
vice-president  have  continued  to  represent  the 
State  Medical  Society  on  its  board  of  directors. 


The  purposes  of  NYSAP  are  well  known  to 
most  of  you.  If  properly  supported,  it  can  be 
a great  factor  in  the  effort  to  protect  and 
advance  the  interests  of  all  the  learned  pro- 
fessions, in  the  belief  that  such  protection  and 
such  advancement  are  at  the  same  time  in  the 
public  interest. 

NYSAP  had  scheduled  its  first  Congress  of 
the  Professions,  which  was  to  have  been  held  at 
the  Americana  in  New  York  City,  on  November 
25  and  26.  Due  to  our  great  national  tragedy, 
this  affair  was  cancelled. 

Quackery  Conference.  Your  executive  vice- 
president  has  received  a very  cordial  invitation 
to  participate  in  a state-wide  Conference 
on  Medical  Quackery,  to  be  held  in  Baton 
Rouge,  Louisiana,  on  March  25.  It  is  being 
sponsored  by  the  Louisiana  State  Medical 
Society. 

The  subject  assigned  to  him  is  “Should 
Chiropractors  Be  Licensed?”  Other  speakers 
will  cover  nutrition  quackery.  Better  Business 
Bureau  activities  in  the  field  of  quackery,  the 
role  of  the  FDA,  quackery  in  arthritis  and 
rheumatism,  cancer  quackery,  and  the  role  of 
the  State  Board  of  Medical  Examiners  in 
protecting  the  public. 

The  Council  has  approved  this  visit  to  our 
friends  in  the  South. 

Acknowledgments.  Again — as  always — 

we  wish  to  express  our  heartfelt  gratitude  to 
those  who  have  contributed  much  to  the 
Medical  Society  of  the  State  of  New  York  and 
to  any  success  that  we  have  been  able  to  achieve. 
The  officers,  the  councillors,  the  trustees,  the 
chairmen  and  members  of  committees,  our  fine 
colleagues  throughout  the  State,  and  the  staff 
have  helped  immeasurably.  The  anxieties  and 
perplexities  of  the  office  are  bearable  mainly 
because  of  the  dedication  of  our  people — who 
give  of  themselves  unstintingly. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 


Section  11  {see  185) 

Annual  Report  of  the  Treasurer 


To  the  House  of  Delegates,  Gentlemen: 


Because  of  the  advanced  annual  meeting  date 
in  1964,  the  Treasurer  cannot  report  the  financial 
status  as  of  December  31,  1963.  At  this  writing, 
we  can  present  the  summary  of  income  and  ex- 
penditures for  the  third  quarter  ended  Septem- 
ber 30,  1963  (Table  I). 


As  you  can  see  from  Table  I,  as  of  nine  months 
ended  September  30,  1963,  the  excess  of  income  i 
over  expenditures  amounts  to  $142,836.  It  must  i 
be  pointed  out,  however,  that  we  are  due  for 
some  heavy  expenditures  in  the  last  quarter,  i 
The  cost  of  the  1963—64  Medical  Directory  will 
amount  to  approximately  $70,000,  and  the 
A.M.A.  meeting  in  Portland  in  December  will 


entail  an  approximate  expenditure  of  $18,000. 
Consequently,  the  present  excess  of  $142,836  is 
deceptive  in  nature  and  will  be  reduced  sub- 
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TABLE  I.  Summary  of  Income  and  expenditures  for  nine  months  ended  September  30,  1963 

Received  to 


Income 

Budget  1963 

September  30, 1963 

Dues  income 

$1,057,500 

$793,125 

Journal  advertising 

232,000 

173,084 

Journal  circulation 

6,000 

3,748 

Journal  reprints 

26,000 

17,319 

What  Goes  On  advertising 

86,000 

64,400 

Medical  Directory  advertising 

15,335 

15,335 

Medical  Directory  sales 

20,000 

1,050 

Annual  meeting  booth  rentals 

55,935 

55,935 

Interest  income 

3,250 

2,928 

Medicare  income 

30,000 

23,462 

Miscellaneous  income 

180 

180 

Transfer  from  Repair  and  Replacement  Fund 

2,492 

TOTAL  INCOME 

$1,534,692 

$1,150,566 

Expended  to 

Expenditures 

Budget  1963 

September  30, 1963 

Administration 

95,757 

66,045 

Business  Division 

401,857 

231,876 

Communications  Division 

116,447 

74,949 

Legal  Division 

45,040 

33,012 

Industrial  Health  Division 

30,323 

20,897 

Medical  Care  Division 

58,068 

40,876 

Scientific  Activities  Division 

139,725 

101,277 

Scientific  Publications  Division 

322,083 

235,957 

Annual  Meeting 

34,413 

34,338 

Officers,  Board,  A.M.A.  delegates 

52,200 

25,656 

Council  committees 

66,990 

53,157 

Nondi  visional 

123,090 

89,690 

TOTAL  EXPENDITURES 

$1,485,993 

$1,007,730 

Excess  of  income  over  expenditures 

$48,699 

$142,836 

stantially.  On  the  optimistic  side,  however,  it 
can  be  stated  that  at  present  the  expenditure 
factors  of  the  Society  are  well  within  budgetary 
allotments,  and  if  this  trend  continues  we  may  be 
able  to  improve  appreciably  on  the  budgeted  net 
income  figure  of  $48,699. 

Over  the  past  few  years  there  has  been  an  ac- 
cumulated Journal  operating  deficit.  It  is 
ironic  that  the  improvement  in  the  scientific  con- 
tent of  the  Journal  has  been  accompanied  by 
an  inverse  financial  status.  Consequently,  the 
resulting  deficit  is  out  of  proportion  to  our  abil- 
ity to  subsidize  the  Journal.  At  this  writing, 
an  ad  hoc  committee  is  in  the  process  of  studying 
the  situation,  and  it  is  hoped  that  a complete  or 
partial  solution  may  be  available  at  the  time  of 
the  annual  meeting. 

As  you  may  be  aware,  it  was  necessary  for  us 
to  borrow  $300,000  in  the  latter  part  of  1962  and 
the  early  part  of  1963  for  operational  purposes. 
The  borrowing  activity  was  a necessity  because 
of  heavy  deficit  operations  in  1962  and  prior 
years.  The  accumulated  deficit  at  January  1, 
1963,  was  $228,653.  In  the  early  part  of  each 
year  we  must  apply  the  receipt  of  members  dues 
to  repayment  of  the  loans.  The  latter  part  of 
each  year,  therefore,  finds  us  with  no  operating 
funds.  Consequently,  we  are  forced  to  borrow 
again  from  commercial  banks.  Because  we 


anticipate  reducing  the  accumulated  deficit  sub- 
stantially in  1963,  we  expect  to  borrow  a maxi- 
mum of  $200,000  prior  to  receipt  of  1964  dues. 
With  net  income  operations  anticipated  for  1964 
and  subsequently,  we  will  reduce  the  amount  of 
the  annual  borrowing  until  the  accumulated  defi- 
cit is  eliminated. 

In  1962,  an  ad  hoc  committee  was  formulated 
to  study  the  fiscal  and  financial  activities  of  the 
State  Society.  One  of  the  purposes  of  the  com- 
mittee was  to  develop  a program  to  eliminate  fu- 
ture bank  borrowings.  This  committee  coop- 
erated fully  with  the  Board  of  Trustees,  the  Bud- 
get Committee,  and  the  Treasurer.  The  recom- 
mendations of  the  ad  hoc  committee  have  begun 
to  show  results.  One  concrete  effect  is  that  the 
Board  of  Trustees  approved  a plan  whereby  our 
accumulated  deficit  will  be  eliminated  at  a faster 
pace.  The  approved  program  provided  that  the 
income  from  interest  and  dividends  of  the 
Investment  and  Building  Funds  be  trans- 
ferred to  the  General  Fund.  The  action  will  be 
of  a temporary  nature  and  will  be  terminated 
immediately  when  the  General  F und  is  operating 
without  a deficit.  The  net  amount  of  the  trans- 
fer will  be  approximately  $40,000  per  annum. 

In  concluding  this  report,  the  Treasurer  is 
optimistic  that  the  fiscal  awareness  and  alert- 
ness of  the  State  Society  will  result  in  increasing 
financial  balance  in  the  future. 
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The  executive  vice-president,  Henry  I.  Fine- 
berg,  M.D.,  and  the  comptroller,  Mr.  Eugene  S. 
Dombrowski,  have  cooperated  in  a manner 
which  is  both  gratifying  and  practical.  In  the 
short  period  of  time  that  our  business  director, 
Mr.  J.  Richard  Burns,  has  been  with  us,  his 
value  has  been  evident.  These  efforts  make  the 
office  of  the  Treasurer  most  rewarding. 

Respectfully  submitted, 

Samuel  Z.  Freedman,  M.D.,  Treasurer 

Section  12  ( see  77, 185 ) 

Annual  Report  of  Board  of  Trustees 

To  the  House  of  Delegates,  Gentlemen: 

The  Board  of  Trustees  consists  of  the  follow- 
ing members: 

Leo  E.  Gibson,  M.D.,  Chairman. . Onondaga 


Renato  J.  Azzari,  M.D Bronx 

Gerald  D.  Dorman,  M.D New  York 

John  M.  Galbraith,  M.D Nassau 

Thurman  B.  Givan,  M.D Kings 

Joseph  A.  Lane,  M.D Monroe 

Norman  S.  Moore,  M.D Tompkins 


Because  of  the  change  of  the  date  of  the 
annual  meeting,  the  Board  of  Trustees  held 
only  four  sessions  up  to  the  time  of  this  writing: 
May,  June,  September,  and  November.  The 
May  session  was  held  immediately  following  the 
end  of  the  1963  annual  meeting  and  was  pri- 
marily an  organizational  meeting  with  a very 
limited  agenda. 

One  of  the  primary  goals  of  the  Board  of 
Trustees  was  to  reduce  the  deficit  of  $228,653 
carried  forward  from  1962.  It  was  determined 
that  frugal  and  economic  management  of 
State  Society  funds  was  to  be  accomplished 
without  infringing  on  the  essential  programs 
and  projects  that  make  the  State  Society  a 
progressive  and  distinctive  organization. 

In  order  to  accomplish  the  foregoing,  the 
Board  of  Trustees  approved  the  conversion  of 
certain  securities  in  our  Investment  and  Building 
Funds  from  a low-valued,  low-yielding  to  a 
higher-valued,  higher-yielding  and  stable  classi- 
fication. Approximately  $69,543  of  securities 
at  cost  of  the  Investment  Fund  and  $18,516  at 
cost  of  the  Building  Fund  were  converted  into 
securities  which  improved  our  book  holdings  by 
$55,225  and  $62,303,  respectively.  The  con- 
version made  possible  an  improvement  of  in- 
creased interest  and  dividends  of  $1,875  per 
annum  in  our  Investment  Fund  and  $1,530  in 
the  Building  Fund. 

The  Board  of  Trustees,  in  April  of  1963,  had 
approved  the  transfer  of  interest  and  dividends 
from  the  Investment  and  Building  Funds  to 
the  General  Fund,  so  that  the  accumulated 
deficit  as  of  December  31,  1962,  could  be 
eliminated  at  a faster  pace.  A good  deal  of  the 
transfer  has  been  accomplished.  It  is  anticipated 
that,  before  December  31,  1963,  $25,000  and 
$15,000,  respectively,  of  the  1963  income  of  the 
Investment  and  Building  Funds  will  be  trans- 
ferred to  the  General  Fund. 

It  appears  presently  that  less  monies  will  have 
to  be  borrowed  in  the  latter  part  of  1963  and 


early  1964  for  operational  expenses  because  of 
the  above-mentioned  transfer  of  income  to  the 
General  F und  from  the  Investment  and  Building 
Funds  and  the  anticipated  increase  in  operating 
net  income  for  1963. 

It  is  anticipated  that  approximately  $200,000 
will  be  borrowed  in  late  1963  and  early  1964,  as 
compared  to  $300,000  in  a like  period  last  year. 
These  loans  will  be  repaid  as  soon  as  fresh 
dues  monies  are  received  in  1964. 

The  Board  of  Trustees  is  following  a policy  of 
conservatism  in  supervising  the  financial  affairs 
of  the  Society  without  trying  to  hinder  its 
essential  operational  activities.  Economies, 
where  necessary,  with  the  active  assistance 
of  Henry  I.  Fineberg,  M.D.,  our  executive  vice- 
president,  have  been  stressed  in  order  to  put 
our  organization  on  a sound  fiscal  basis. 

The  members  of  the  Board  of  Trustees  have 
continued  to  attend  all  Council  meetings  and 
have  found  that  this  procedure  has  been  of 
great  benefit  to  them  in  their  deliberations  and 
actions. 

Respectfully  submitted, 

Leo  E.  Gibson,  M.D.,  Chairman 

Section  13  {see  84, 185, 187) 

Annual  Report  of  Budget  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  Budget  Committee  consists  of  the 
following: 

Frederic  W.  Holcomb,  M.D.,  Chairman 


Ulster 

Leo  S.  Drexler  M.D Kings 

Samuel  Z.  Freedman,  M.D New  York 

Leo  E.  Gibson,  M.D Onondaga 

Thomas  F.  McCarthy,  M.D Bronx 


The  year  commencing  January  1,  1963, 
opened  with  an  accumulated  deficit  of  $228,653. 
The  theme  underlying  the  1963  budget  was 
economy  without  hindrance  to  essential  pro- 
grams. It  can  be  said,  at  this  writing,  that  the 
concept  was  followed  diligently. 

Your  Budget  Committee  has  met  quarterly 
to  review  the  performance  of  the  State  Society 
financial  activities.  Meetings  were  held  in 
April,  July,  and  October.  Revisions  and 
reevaluations  were  accomplished  where  neces- 
sary. 

The  initial  budget,  as  reported  to  the  1963 
House  of  Delegates,  anticipated  a net  operating 
income  for  the  year  1963  of  $118,070.  After 
operations  ended  September  30,  1963,  the 
budget  was  revised  downward  to  reflect  a net 
income  figure  of  $48,699. 

The  chief  factor  which  contributed  to  a 
poorer  performance  then  originally  anticipated 
was  the  large  decrease  in  Journal  advertising 
revenue.  The  initial  amount  anticipated  was 
$325,000.  The  third  quarter  revision  was 
$232,000,  a change  of  minus  $93,000.  The 
Medical  Directory  sales  revenue  was  cut  from 
an  original  $35,000  to  $20,000.  This  action 
was  necessitated  by  the  fact  that  the  Directory 
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was  completed  and  mailed  in  November, 
instead  of  in  the  usual  month  of  June. 

Consequently,  the  period  of  sales  was  short- 
ened considerably.  However,  the  loss  sustained 
here  was  of  a temporary  nature  and  should 
be  recouped  in  1964.  The  over-all  effect, 
therefore,  should  be  insignificant. 

Despite  the  loss  of  the  above  revenues,  which 
totalled  over  $138,000,  we  were  able  to  de- 
crease the  expenditure  factors  from  $1,555,130 
to  $1,485,993,  or  a decrease  of  $69,137.  After 
revisions  and  revaluations  were  completed,  we 
were  still  able  to  achieve  a budgeted  net  income 
for  1963  of  $48,699. 

In  arriving  at  a justified,  revised  1963  budget, 
the  committee  had  to  consider  the  fact  that 
prior  to  receipt  of  1963  dues,  $300,000  had  to  be 
borrowed  from  a commercial  bank  for  operating 
purposes.  The  loan  was  paid  off  as  quickly  as 
1963  dues  were  received.  This  meant  that  a 
formula  had  to  be  arrived  at  whereby  the 
borrowing  in  the  latter  part  of  1963  and  early 
part  of  1964  would  be  diminished.  It  was  fully 
realized  that  the  accumulated  deficit  of  $228,- 
653  carried  forward  from  1962,  and  prior,  had 
to  be  eliminated  gradually  so  as  to  put  the 
State  Society  on  a sound  financial  basis. 

To  concur  with  the  above  thinking,  it  was 
imperative  to  blend  the  factors  of  economy 
with  those  of  necessity  and  progress  in  arriving 
at  just  budgetary  allotments.  We  believe 
that  the  final  1963  budget  adopted  this  concept 
and  that  the  results  of  1963  operations  will  be 
significant. 

In  addition  to  the  operating  feature  of  the 
budget,  the  Council  and  the  Board  of  Trustees 
at  their  April,  1963,  meeting  approved  a plan 
whereby  income  earned  via  interest  and  div- 
idends by  the  Investment  and  Building  Funds 
would  be  transferred  to  the  General  Fund 
periodically.  The  amount  of  the  yearly  transfer 
will  approximate  $40,000.  This  action  will 
also  enable  the  General  Fund  to  eliminate  the 
accumulated  deficit  at  a faster  pace  and  will 
delay  year-end  borrowing  from  a commercial 
bank. 

The  anticipated  operating  net  income  in 
1963  coupled  with  the  transfer  of  income  from 
the  Investment  and  Building  Funds  will 
enable  the  accumulated  deficit  to  be  reduced  in 
the  neighborhood  of  $90,000  in  1963.  The 
figure  is  an  encouraging  one,  and  manifests 
the  desire  of  all  connected  with  budgeting  and 
financing  to  prudently  direct  and  advise  in  the 
fiscal  affairs  of  its  dues- paying  members.  At 
this  time  last  year,  the  financial  picture  of  the 
State  Society  was  indeed  a gloomy  one.  Al- 
though we  are  not  yet  operating  on  a solvent 
basis,  the  picture  has  improved  in  some  degree. 
Your  Budget  Committee  will  continue  in  the 
future  to  endeavor  to  attain  full  solvency  by  a 
formula  of  balanced  budgets  and  utilization  of 
interest  and  dividends  from  those  funds  des- 
ignated. 

At  this  writing  the  Budget  Committee  has 
not  met  to  consider  the  1964  anticipated  budget. 
The  meeting  is  scheduled  for  the  early  part  of 
December.  The  results  of  this  session  will  be 


reported  to  the  House  of  Delegates  at  the 
annual  meeting  in  February. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  M.D.,  Chairman 

Section  14  {see  284-287,  298,  299,  301,  302,  303) 

Annual  Report  of  Commission  on 
Medical  Services 

To  the  House  of  Delegates,  Gentlemen: 

As  chairman  of  the  Commission  on  Medical 
Services,  I respectfully  submit  the  following 
report: 

The  Commission  on  Medical  Services,  which 
consists  of  several  working  committees,  has 
worked  well  since  its  inception.  The  purpose  of 
the  Commission  has  been  to  establish  liaison 
between  the  various  committees,  to  prevent  an 
overlapping  of  interest,  and  to  be  able  to  study 
the  reports  of  the  various  committees  in  the 
Commission  before  the  meeting  of  the  Council 
so  that  important  actions  of  each  committee 
can  be  presented  in  a precise  manner.  The 
chairman  is  grateful  to  the  following  chairmen 
for  the  untiring  efforts  of  their  respective  com- 
mittees: 

Economics  under  George  R.  Denton,  M.D., 
with  subcommittees  on  Public  Medical  Care 
under  Marcelle  T.  Bernard,  M.D.,  and  on 
Liaison  with  the  U.S.  Veterans  Administration 
under  Herbert  H.  Bauckus,  M.D. 

Questions  of  Ethics  under  Harold  F.  Brown, 
M.D. 

Hospital  and  Professional  Relations  under 
Raymond  S.  McKeeby,  M.D. 

Industrial  Health  under  Peter  J.  DiNatale, 
M.D. 

Medical  Care  Insurance  under  Melvin  S. 
Martin,  M.D. 

Rural  Medical  Service  under  Edward  C. 
Hughes,  M.D. 

Workmen’s  Compensation  under  Carl  F. 
Freese,  M.D. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

Section  15  ( see  80,  284 ) 

Annual  Report  of  Economics  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of  the 
following: 

G.  Rehmi  Denton,  M.D.,  Chairman.  . Albany 


Merle  D.  Evans,  M.D Monroe 

Frank  W.  Farrell,  M.D Queens 

Adelaide  Romaine,  M.D New  York 

Milton  B.  Spiegel,  M.D Kings 


The  committee  has  held  two  meetings,  on 
May  29,  1963,  and  September  11,  1963,  and  met 
as  required  for  review  and  adjudication  of 
Medicare  claims. 

The  following  matters  were  considered  and 
acted  on: 

Committee  Functions.  Your  committee 
adopted  the  following  as  appropriate  functions 
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for  consideration  and  action,  approved  by  the 
Council: 

1.  Review  all  resolutions  and  problems  re- 
ferred to  it  by  the  reference  committee  of  the 
House  of  Delegates  and  the  Council  of  the 
Medical  Society  of  the  State  of  New  York. 

2.  Consideration  and  evaluation  of  any 
general  problem  in  economics  involving  the 
medical  profession  in  New  York  State. 

3.  Administration  of  the  Medicare  program, 
including  processing  and  review  of  claims  and 
disbursements. 

4.  Continued  survey  and  evaluation  of  the 
problem  of  overutilization  throughout  the  State. 

5.  Development  of  a satisfactory  relative 
value  scale  for  the  State  of  New  York. 

Relative  Value  Study.  A review  of  the 
current  status  of  the  committee’s  efforts  to 
establish  a relative  value  scale  indicated  that 
several  counties  had  not  returned  the  material 
sent  to  them  some  two  years  ago  which  con- 
sisted of  a format  on  surgery,  medicine,  radi- 
ology, anesthesiology,  and  pathology  and  a 
California  relative  value  scale  for  reference  as  to 
nomenclature.  An  item  was  recommended  for 
inclusion  in  the  Society’s  Newsletter  announcing 
an  extension  of  time  to  February  1,  1964,  to 
enable  those  counties  which  had  not  responded 
to  return  the  suggested  units  for  their  county. 
At  that  time  the  committee  recommended  that  a 
relative  value  scale  be  completed  using  the 
material  at  hand,  and  that  the  completed  scale 
be  sent  to  each  county  medical  society  for 
approval. 

Medicare  Schedule  of  Allowances.  The 
committee  considered  a request  for  a change  in 
anesthesia  fees  under  Medicare.  The  proposal 
was  for  fees  on  a procedural  plus  time  basis, 
payable  according  to  a relative  value  scale 
adopted  by  the  New  York  State  Society  of 
Anesthesiologists.  Your  committee  agreed  that 
this  was  an  entirely  new  concept  and  a complete 
change  from  anything  previously  negotiated 
with  the  government  regarding  anesthesia  fees. 
The  present  schedule  is  on  a procedural  basis  as 
requested  and  accepted  by  the  New  York  State 
Society  of  Anesthesiologists.  The  committee 
felt  that  anesthesia  fees  on  a procedural  plus 
time  basis,  with  a $5.00  unit  value,  would  bring 
payments  for  anesthesia  services  decidedly  out 
of  line  with  the  fees  for  surgical  procedures  for 
family  patients  in  a $4,500  income  category. 
This  will  be  explored  further  before  the  Medi- 
care contract  is  renewed  with  the  government. 

A request  was  made  for  an  increase  in  Code 
8999 — complete  ventilation  studies — from  $15  to 
$50.  The  Office  for  Dependents’  Medical  Care 
asked  that  the  State  Society  submit  justification 
for  the  increase  and,  on  receipt  of  the  material 
from  the  doctor  making  the  request  for  an  in- 
crease, your  committee  recommended  that  con- 
sideration of  a change  in  the  fee  for  complete 
ventilation  studies  be  proposed  at  the  time  of 
renewal  of  the  contract  with  the  Office  for 
Dependents’  Medical  Care. 

Your  chairman  and  members  of  his  com- 
mittee have  reviewed  several  hundred  Medicare 


claims  during  the  past  year  where  special  pro- 
cedures or  unusual  services  have  been  given  by 
the  physician.  A fair  and  equitable  evaluation 
was  arrived  at  in  the  opinion  of  the  committee. 
These  claims  were  then  forwarded  to  the  Office 
for  Dependents’  Medical  Care  for  authorization 
for  payment.  In  no  instance  was  the  recom- 
mendation made  by  your  committee  changed  in 
any  way. 

Resolutions.  Resolution  63-53,  introduced 
by  the  Medical  Society  of  the  County  of  New 
York,  dealing  with  protection  of  the  individual 
physician  employed  by  a purveyor  of  medical 
services,  was  adopted  by  the  House  of  Delegates 
as  amended  by  the  reference  committee,  and 
referred  to  your  committee  for  study  of  con- 
tractural  relationships  between  physicians  and 
employers  and  to  make  suitable  recommenda- 
tions concerning  them.  No  report  is  available 
at  this  time. 

Resolution  63-5,  introduced  by  the  Medical 
Society  of  the  County  of  New  York,  was  referred 
to  a Special  Committee  on  Labor  Health 
Facilities,  William  H.  Foege,  M.D.,  chairman, 
appointed  by  William  L.  Wheeler,  Jr.,  M.D., 
president. 

Miscellaneous.  The  committee  reviewed  a 
request  for  re-evaluation  of  the  allowance  paid 
for  the  initial  examination  of  an  applicant  under 
the  State  Education’s  Department  of  Re- 
habilitation program,  as  medical  men  in  some 
areas  felt  the  present  fee  of  $8.00  was  inadequate 
for  the  work  involved.  This  matter  has  been 
explored  and  further  pursuance  is  indicated. 

Acknowledgments.  The  members  of  the 
committee  wish  to  recognize  the  conscientious 
and  efficient  assistance  provided  by  Mr.  George 
P.  Farrell  and  the  members  of  his  staff. 

Respectfully  submitted, 

G.  Rehmi  Denton,  M.D.,  Chairman 

Section  16  {see  285) 

Annual  Report  of  Subcommittee  on  Liaison  with 
Veterans  Administration 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Liaison  with  Veterans 
Administration,  of  the  Economics  Committee, 
consists  of  the  following: 

Herbert  H.  Bauckus,  M.D.,  Chairman ....  Erie 

James  L.  Palmer,  M.D Broome 

No  matters  have  been  received  for  the 
attention  of  this  subcommittee;  therefore,  no 
meetings  have  been  held  since  the  last  report. 

The  subcommittee  wishes  to  call  to  the 
attention  of  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  that  it  anticipates  the 
Letter  of  Agreement  with  the  Veterans  Ad- 
ministration will  be  negotiated  for  the  period 
from  June  30,  1964,  to  July  1,  1965.  There 
has  been  no  indication  at  this  time  of  the  need 
for  modification  of  the  agreement;  however, 
should  such  need  arise  before  negotiation  of 
the  agreement  on  its  present  terms,  due  con- 
sideration would  be  discussed  by  your  sub- 
committee. 
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We  are  indebted  to  the  chairman  of  the 
Commission  on  Medical  Services,  Edward  C. 
Hughes,  M.D.,  and  G.  Rehmi  Denton,  M.D., 
chairman  of  the  Economics  Committee,  for 
their  support. 

The  subcommittee  expresses  its  appreciation 
to  George  P.  Farrell,  and  his  secretary,  Mrs. 
Alice  Arana,  for  their  assistance. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  Chairman 

Section  1 7 (see  64,  286 ) 

Annual  Report  of  Public  Medical  Care 
Subcommittee 

To  the  House  of  Delegates,  Gentlemen: 

The  Public  Medical  Care  Subcommittee  is 
composed  of  the  following: 

Marcelle  Bernard,  M.D.,  Chairman.  . .Bronx 


Lyman  C.  Boynton,  M.D Monroe 

Robert  J.  Collins,  M.D Onondaga 

Philip  R.  Roen,  M.D New  York 

Samuel  B.  Burk,  M.D New  York 

Peter  Birkel,  M.D.,  Adviser Albany 


I.  Jay  Brightman,  M.D.,  Adviser.  . . . Albany 
Alonzo  S.  Yerby,  M.D.,  Adviser.  .New  York 
The  subcommittee  has  held  one  meeting, 
on  November  1,  1963.  The  following  matters 
were  considered  and  acted  on. 

The  following  resolution  63-34,  introduced 
by  the  Medical  Society  of  the  County  of 
Albany,  and  adopted  by  the  House  as  amended 
by  the  reference  committee  was  reviewed: 

Whereas,  The  New  York  State  Depart- 
ment of  Social  Welfare  establishes  fees  on 
which  it  will  reimburse  local  welfare  districts 
throughout  the  State  for  physicians’  services 
rendered  to  welfare  patients;  and 

Whereas,  The  Medical  Society  of  the 
County  of  Albany  and  numerous  other 
component  county  medical  societies  of  the 
State  of  New  York  have  repeatedly  and 
without  success  sought  an  increase  in  the 
fee  schedule  for  treating  welfare  patients  in 
their  respective  counties  to  bring  the  reim- 
bursable schedule  more  in  harmony  with 
the  sharp  rise  in  the  cost  of  living;  and 

Whereas,  District  welfare  commissioners 
have  advised  physicians  that  they  should 
work  through  the  Medical  Society  of  the 
State  of  New  York  to  get  the  State  reimburs- 
able rate  increased;  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York,  through  its  appropriate 
officers  and  committees,  and  in  cooperation 
with  the  New  York  State  Department  of 
Social  Welfare,  continue  to  work  to  revise 
upward  the  State’s  reimbursable  formula  for 
welfare  patients  at  this  time. 

Peter  Birkel,  M.D.,  State  of  New  York 
Department  of  Social  Welfare,  and  adviser  to 
the  subcommittee,  pointed  out  that  the  schedule 
was  revised  in  1960  to  two  thirds  of  the  Work- 
men’s Compensation  schedule,  with  a minor 
revision  in  1961,  and  that  the  present  schedule 


is  two  thirds  of  the  Workmen’s  Compensation 
schedule.  He  stated  further  that  the  rates  are 
maximum;  however,  local  welfare  commis- 
sioners have  the  right  to  establish  any  rate 
they  wish  up  to  the  State  maximum,  and  the 
doctors  locally  are  responsible  for  obtaining  rate 
increases  through  their  own  efforts. 

Revision  of  Book  V,  Including  the  Sched- 
ule. Dr.  Birkel  reiterated  his  statement  as 
reported  to  the  1963  House  that  the  chief 
deputy  commissioner  and  others  in  the  State 
Department  of  Social  Welfare  were  in  favor  of 
a committee  being  appointed  to  undertake 
the  revision.  This  has  been  deferred  due  to  a 
reorganization  of  the  Department.  A new 
commissioner  has  been  appointed  and  different 
types  of  assignments  are  being  made.  A new 
Division  of  Medical  Care  is  to  be  established 
under  a deputy  commissioner,  and  the  thinking 
of  the  administration  is  that  they  do  not  want 
to  appoint  a committee  until  the  staff  is  com- 
pleted. Meanwhile,  data  are  being  accumulated 
through  various  sources  in  the  Department  for 
consideration  when  the  new  division  is  ready  to 
proceed. 

After  consideration  of  the  report  on  the 
progress  of  revising  Book  V and  its  close  rela- 
tionship to  the  “resolve”  in  resolution  63-34, 
motion  was  passed  to  recommend  that  the 
present  welfare  schedule  be  commensurate 
with  the  Workmen’s  Compensation  schedule, 
and  that  a letter  be  sent  to  the  commissioner 
urging  action  on  the  revision  of  Book  V,  includ- 
ing the  fee  schedule. 

The  subcommittee  was  informed  that  au- 
thorization had  been  granted  to  proceed  with  a 
new  pilot  project  regarding  eligibility  of  re- 
cipients for  medical  care  known  as  “Prior 
Authorization  Project”  which  will  be  instituted 
in  specific  counties  in  each  welfare  area  district. 
Under  this  project,  the  welfare  patient  will  be 
issued  an  identification  card,  renewable  monthly, 
indicating  recipient’s  eligibility  for  medical 
care  which  the  patient  will  present  to  the  doctor 
of  his  choice;  the  physician  may  treat  him,  give 
the  care  he  needs,  and  bill  for  the  services  and 
be  paid  direct  according  to  present  rates. 
Medical  audits  will  continue  where  charges  are 
excessive,  and  report  forms  have  been  simplified 
to  a single  sheet.  This  pilot  project  will  be  a 
change  from  the  present  procedures  involved 
and  is  considered  to  be  an  improvement  which 
is  giving  the  medical  care  control  to  the  phy- 
sicians and  taking  it  away  from  the  adminis- 
trators. 

Payment  of  Physicians  for  In-hospital 
Care.  Many  references  have  been  made  to 
your  subcommittee  regarding  this  matter  as 
physicians  are  paid  for  in-hospital  care  of  welfare 
patients  only  under  certain  conditions  based  on 
the  following  official  regulation:  “For  all 

categories  of  assistance,  physicians’  services  for 
welfare  recipients,  when  hospitalized,  cannot  be 
authorized  if  such  services  are  ordinarily  made 
available  by  the  attending  and/or  house  staff 
without  charge,  or  if  the  hospital  maintains  a 
closed  paid  staff,  the  costs  of  which  are  included 
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in  the  annual  financial  statement  submitted  to 
the  State  for  determination  of  the  reimbursable 
per  diem  rate.”  This  is  one  of  the  areas  ear- 
marked for  revision  in  Book  V. 

Acknowledgments.  Your  chairman  wishes 
to  express  her  appreciation  to  the  members  of 
her  subcommittee  for  their  attendance  at  meet- 
ings, and  to  Dr.  Birkel,  Dr.  Brightman,  and  Dr. 
Yerby  as  advisers. 

Respectfully  submitted, 

Marcelle  Bernard,  M.D.,  Chairman 

Section  18  {see  74,  75, 287 ) 

Annual  Report  of  Medical  Care  Insurance 
Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  is  composed  of  the  following: 
Melvin  S.  Martin,  M.D.,  Chairman  Wyoming 


Charles  C.  Mangi,  M.D Queens 

Theodore  L.  Lytle,  M.D Monroe 

Dwight  V.  Needham,  M.D Onondaga 

Philip  M.  Standish,  M.D Ontario 

Thomas  S.  Walsh,  Jr.,  M.D Albany 

Clyde  L.  Wilson,  M.D Chautauqua 

Robert  W.  Hurd,  M.D Oneida 

George  P.  Farrell,  Adviser New  York 


The  committee  has  held  two  meetings,  on 
April  17, 1963,  and  September  19, 1963. 

Broome  County  Dispute.  Prior  to  our 
September  19  meeting,  Mr.  George  Farrell, 
adviser  to  this  committee  and  director  of  the 
Bureau  of  Medical  Care  Insurance,  and  your 
chairman  attended  an  open  hearing  held  in 
Binghamton  on  August  22,  1963,  called  and 
conducted  by  the  State  of  New  York  Joint 
Legislative  Committee  on  Health  Insurance 
Plans,  with  the  Honorable  George  R.  Metcalf, 
chairman  of  the  committee,  presiding. 

This  hearing  had  been  called  because  of  a 
furor  of  newspaper,  television,  and  radio  pub- 
licity arising  from  a dispute  between  the  Broome 
County  Medical  Society  and  the  Central  New 
York  Medical  Plan  (Syracuse  Blue  Shield). 
This  dispute  culminated  in  a resolution  adopted 
by  the  Broome  County  Medical  Society  at  its 
June  11,  1963,  meeting  withdrawing  sponsor- 
ship of  the  Plan,  advising  its  members  to  resign 
as  participating  physicians,  and  advising  other 
county  societies  in  the  Plan’s  area  of  operating 
to  take  similar  action. 

Several  representatives  of  the  Broome  County 
Medical  Society  presented  prepared  statements 
outlining  their  positions  and  answered  questions 
posed  by  the  Joint  Committee.  The  president 
and  the  executive  vice-president  of  the  Central 
New  York  Medical  Plan  presented  prepared 
statements  outlining  their  side  in  the  contro- 
versy. They  also  answered  questions  posed, 
and  in  answer  to  one  of  the  questions  called  on  a 
representative  of  the  firm  of  actuaries  employed 
by  them  to  present  an  unprepared  statement. 

It  is  not  proper  here  to  give  the  complete 
arguments,  but  I feel  it  is  proper  to  give  a 
condensed  version,  touching  on  all  the  important 
points  brought  out  by  both  sides,  both  in  the 


hearing  and  in  communications  preceding  the 
hearing. 

In  general,  the  Society  members  stated: 

1.  The  Plan  had  with  the  approval  of  the 
State  Insurance  Department  announced  a 37.5 
per  cent  increase  in  premiums  and  at  the  same 
time  had  reduced  doctors’  fees. 

2.  The  Plan  had  left  largely  or  entirely  to 
the  doctors  the  task  of  determining  incomes  of 
subscribers  and  therefore  their  eligibility  for 
service  benefits. 

3.  The  doctors  were  willing  to  accept  service 
benefits  for  the  $4,000  income  group,  but  were 
unwilling  to  do  the  same  in  the  $6,000  group. 
They  had  been  told  by  the  Plan  they  must  agree 
to  accept  service  benefits  in  both  groups,  with 
the  only  alternative  being  their  resignation  from 
the  Plan. 

4.  Communications  of  the  Plan  with  the 
doctors  were  poor. 

5.  Blue  Shield  is  basically  and  originally  de- 
signed to  take  care  of  indigent  and  near-indigent 
people,  and  not  those  in  higher  income  brackets. 

The  president  and  executive  vice-president 
of  the  Central  New  York  Medical  Plan  presented 
prepared  statements  condensed  as  follows: 

1.  The  increase  in  premiums  had  been  made 
necessary  by  the  drastic  reduction  in  the  Plan’s 
reserves  to  a point  where  the  Plan  could  not 
continue  paying  established  fees  without  in- 
creased income,  estimated  by  their  actuaries 
and  approved  by  the  State  Insurance  Depart- 
ment after  a public  hearing,  as  being  37.5  per 
cent.  This  increase  took  account  only  of  the 
demands  of  increased  utilization  and  did  not 
take  into  account  any  increase  or  decrease  in 
doctors’  fees. 

2.  Doctor’s  fees  were  not  reduced.  Rather 
the  plan  adopted  the  Professional  Services 
Index  (PSI).  This  had  been  recommended  for 
Blue  Shield  Plans’  adoption  by  the  A.M.A. 
and  the  National  Association  of  Blue  Shield 
Plans.  The  actuaries  had  carefully  calculated 
that  the  total  amount  paid  to  doctors  would 
not  be  less  under  this  system  than  it  had  been 
previously,  assuming  the  same  number  and 
similar  services  being  performed.  The  actuary 
who  had  developed  the  PSI  for  use  by  the  Plan 
explained  in  detail  how  the  new  index  had  been 
developed,  and  how  it  was  calculated  to  pay  the 
doctors  of  the  Plan  the  same  amount  as  previ- 
ously, although  some  fees  might  be  lowered 
while  others  might  be  raised. 

Senator  Metcalf  offered  the  services  of  his 
committee  to  meet  with  the  two  sides  in  an 
effort  to  arbitrate  the  differences.  This  offer 
was  accepted  by  both  sides,  and  a meeting  was 
arranged  for  September  6, 1963. 

At  the  September  6, 1963,  meeting  the  Broome 
County  Medical  Society  represented  by  three 
of  its  members  made  five  requests  of  the  Plan. 
These  requests,  condensed,  are  essentially  as 
follows: 

1.  Maximum  cooperation  by  the  Plan  in 
determining  subscribers’  incomes. 

2.  A more  efficient  system  of  communication 
with  doctor  participants. 

3.  The  Plan  shall  inform  the  Society  when 
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new  contract  proposals,  changes  in  premium, 
and  revision  of  allowances  are  anticipated. 

4.  Rejection  of  the  proposed  $8,000  ceding 
contract. 

5.  New  allowances  for  hospital  visits  to  be 
readjusted  to  the  1956  schedule. 

There  was  general  agreement  by  the  Plan 
officials  that  the  requests  would  be  met  with 
the  exception  of  number  five.  This  the  presi- 
dent stated  would  require  further  study,  and 
he  could  make  no  present  commitment. 

It  is  understood  unofficially  that  the  Society 
in  a subsequent  meeting  did  not  rescind  its 
action  of  June  11,  1963,  but  adopted  a “wait 
and  see”  attitude. 

Your  observers  at  the  Binghamton  hearing, 
the  adviser  to  and  the  chairman  of  this  com- 
mittee, reported  to  the  meeting  of  the  committee 
on  September  19,  1963,  on  the  testimony  given 
at  the  hearing,  together  with  such  documentary 
evidence  as  had  been  placed  at  their  disposal. 
The  committee  studied  these  reports  and  arrived 
at  the  following  conclusions  by  unanimous 
agreement: 

1.  Any  of  the  participating  physicians  of  a 
Blue  Shield  Plan  have  the  right  to  question  the 
administration  of  the  Plan  and  its  resources. 
Any  physician  or  group  of  physicians  can 
properly  question  and  criticize  such  administra- 
tion. Such  criticism,  properly  presented,  should 
lead  to  better  operation  of  the  Plan,  make  it  a 
more  useful  instrument,  and  lead  to  better 
relations  among  the  three  essential  parts  of  the 
Plan’s  operation — the  Plan  itself,  the  subscriber, 
and  the  physician.  The  Plan  should  make 
proper  provision  for  receiving  complaints  or 
constructive  criticism  from  physician  and  sub- 
scriber. 

2.  It  is  regrettable  that  a disagreement  on 
Plan  policy  is  brought  forcibly  to  the  attention 
of  the  public  by  newspaper,  television,  and  radio 
publicity,  not  only  as  news  items  but  also  as 
editorials.  Such  publicity  may  get  out  of  hand, 
facts  are  distorted,  and  in  general  the  public 
appraisal  is  unfavorable,  both  to  the  Plan  and 
to  the  profession. 

3.  The  Medical  Society  of  the  State  of  New 
York  has  mechanism  for  assistance  in  arriving 
at  an  agreement  in  case  of  dispute  between 
physicians  and  medical  care  plans  in  the 
Committee  on  Medical  Care  Insurance.  It  is 
highly  recommended  to  the  House  of  Delegates 
that  the  various  county  medical  societies  be 
informed  of  the  willingness  of  the  committee 
and  the  bureau  to  assist  in  such  disputes. 
County  societies  should  be  cautioned  to  avoid 
unfavorable  publicity. 

4.  Each  year  the  Committee  on  Medical 
Care  Insurance  recommends  that  each  of  the 
seven  Blue  Shield  plans  in  the  State  be  either 
approved  by  the  State  Society  or  disapproved. 
It  is  historical  that  the  House  of  Delegates  has 
never  acted  contrary  to  the  committee’s 
recommendations.  The  committee  feels  that, 
as  a part  of  this  Society’s  approval,  each  plan 
be  required  to  keep  the  committee  informed  of 
any  serious  trouble  or  disagreement  with  its 
physicians  or  subscribers  at  the  earliest  possible 


time.  The  committee  feels  that  each  of  the 
seven  plans  should  be  required  to  enter  into  an 
agreement  to  furnish  such  information. 

5.  A strong  Blue  Cross  and  Blue  Shield 
structure  is  the  greatest  bulwark  remaining 
against  the  threats  of  government  intervention 
in  medical  and  hospital  care.  We  feel  that 
commercial  companies  alone  could  not  carry 
the  burden  and  stem  the  tide.  It  is  the  obliga- 
tion of  all  doctors  and  all  medical  societies  to 
do  all  in  their  power  to  enhance  rather  than 
reduce  the  favorable  popular  concept  of  these 
organizations.  At  the  same  time  we  recognize 
the  great  contribution  most  commercial  insur- 
ance organizations  are  making  in  this  field. 

Review  Committee.  The  committee  then 
took  up  the  matter  of  establishing  a review  com- 
mittee for  the  purpose  of  reviewing  claims  sub- 
mitted by  physicians  to  insurance  companies, 
which  claims  have  been  challenged  by  the  insur- 
ance carrier.  This  principle  has  been  approved 
by  the  Council.  The  stimulus  for  the  forma- 
tion of  such  a review  committee  was  furnished 
by  the  Health  Insurance  Council,  an  organiza- 
tion of  commercial  carriers  of  health  insurance. 
The  chief  area  of  its  activities  would  be  in  the 
major  medical  field,  where  there  are  no  limits 
on  fees.  The  Health  Insurance  Council  feels 
that  in  many  counties  it  has  no  place  to  register 
an  appeal  to  what  it  feels  is  an  unfair  charge 
for  services. 

Your  committee  feels  that  our  Society  and 
the  profession  has  an  obligation  to  provide  such 
a review  committee.  They  have  a greater 
stake  in  preventing  overcharging  by  doctors 
than  does  anyone  else.  Insurance  companies 
generally  abhor  the  thought  of  taking  a doctor 
to  a “grievance  committee.”  The  word  “griev- 
ance” is  considered  as  implying  that  they  accuse 
a doctor  of  wrongdoing  by  bringing  him  before 
such  a committee.  This  is  a thing  which  most 
doctors  do  not  realize.  The  thought  of  bring- 
ing a doctor  before  a grievance  committee  is 
very  distasteful  to  insurance  companies.  They 
feel  that  by  so  doing  they  are  challenging  the 
integrity  of  the  doctor,  accusing  him,  and  this 
they  do  not  wish  to  do.  They  feel  that  if  they 
do  so  and  bring  the  complaint  to  a grievance 
committee  they  might  save  X number  of  dollars 
in  a particular  case,  but  they  will  lose  the  good 
will  of  that  doctor.  Repeat  this  a few  times 
and  they  have  lost  the  good  will  of  a few  doc- 
tors. Repeat  it  a great  number  of  times,  and 
they  have  lost  the  good  will  of  a great  number 
of  doctors.  This  they  do  not  wish  to  do.  They 
value  the  good  will  of  the  doctors  very  highly 
and  are  willing  if  necessary  to  sacrifice  many 
dollars,  even  many  hundred  dollars,  to  keep 
the  good  will  of  the  physicians.  They  feel 
they  have  a fair  case  to  present,  and  the  com- 
mittee feels  they  should  be  given  all  the  protec- 
tion against  overcharging  that  the  Medical 
Society  of  the  State  of  New  York  can  give  them. 

Your  committee  has  advertised  to  the  Council 
that  it  will  not  act  in  any  cases  where  the  local 
county  society  wishes  to  handle  its  own  cases. 
Therefore,  we  sent  a questionnaire  to  each 
county  society  asking  how  they  wished  it 
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handled,  and  the  great  majority  replied  by  say- 
ing they  wished  to  handle  these  cases  themselves. 

Your  chairman  with  the  aid  of  the  committee 
and  Mr.  Farrell  had  drawn  up  a set  of  specifica- 
tions for  our  operations.  When  it  is  finally 
approved  both  by  our  committee  and  the 
Health  Insurance  Council  it  will  be  put  into 
operation.  We  feel  that  this  setup  will  be  a 
forward  one  in  the  field  of  medical  care  insur- 
ance, and  that  its  beneficiaries  will  be  the 
subscriber,  the  insurance  industry,  and  the 
physician,  all  of  whom  stand  to  gain  by  certain 
controls. 

Approval  of  Plans.  We  have  voted  ap- 
proval of  the  following  Blue  Shield  Plans: 
United  Medical  Service,  Inc.,  New  York  City; 
Western  New  York  Medical  Plan,  Inc.,  Buffalo; 
Genesee  Valley  Medical  Care,  Inc.,  Rochester; 
Central  New  York  Medical  Plan,  Inc.,  Syracuse; 
Medical  and  Surgical  Care,  Inc.,  Utica;  North- 
eastern New  York  Medical  Service,  Albany; 
and  Chautauqua  Region  Medical  Service,  Inc., 
Jamestown. 

We  wish  to  thank  the  officers  of  the  Medical 
Society  of  the  State  of  New  York,  particularly 
Henry  I.  Fineberg,  M.D.,  who  has  worked  with 
us,  and  Mr.  Farrell,  who,  as  in  previous  years, 
has  exerted  a mighty  influence  over  our  activities. 

Respectfully  submitted, 

Melvin  S.  Martin,  M.D.,  Chairman 

Section  19  ( see  72 , 298) 

Annual  Report  of  Committee  on  Workmen’s 
Compensation 

To  the  House  of  Delegates , Gentlemen: 

The  following  is  the  report  of  the  Committee 
on  Workmen’s  Compensation  and  of  the  Divi- 
sion of  Workmen’s  Compensation. 

The  committee  consists  of  the  following 


members: 

Carl  F.  Freese,  M.D.,  Chairman Nassau 

Peter  A.  Casagrande,  M.D Erie 

Louis  Cohen,  M.D Schenectady 

George  E.  Froehlich,  M.D Westchester 

Joseph  P.  Henry,  M.D Monroe 

John  W.  Hirshfeld,  M.D Tompkins 

Robert  F.  McMahon,  M.D Onondaga 

John  E.  Hammett,  M.D New  York 

Lee  R.  Tompkins,  M.D Sullivan 

Robert  Katz,  M.D.,  Director Kings 


The  committee  met  twice  during  the  past 
year  to  discuss  and  recommend  solutions  to 
problems  arising  out  of  the  care  and  treatment 
of  patients  with  compensable  disorders. 

Forms.  Suggestions  and  recommendations 
submitted  by  the  committee  to  the  Workmen’s 
Compensation  Board  were  drawn  on  heavily  in 
the  revision  of  Form  C-4  and  the  adaption  of 
Form  C-48  currently  in  the  draft  stage  at  the 
Board.  Simplification  of  the  forms  used  for 
medical  reports  was  recommended  as  a result 
of  the  Governor’s  Workmen’s  Compensation 
Review  Committee. 

The  forms  in  use  for  application  for  rating 
were  reviewed  by  the  committee  with  emphasis 


on  questions  which  do  not  appear  on  other 
application  forms  for  privilege  to  practice 
(Question  19 — application  for  initial  rating). 

Legislation.  The  committee  gave  serious 
consideration  to  resolution  63-56,  “Third 
Party  Actions  in  Workmen’s  Compensation,” 
and  explored  several  proposals  for  legislative 
action,  but  did  not  consider  the  time  ripe  at 
present  to  engage  in  such  activity.  It  is  felt 
that  the  aims  of  the  Society  may  be  served 
equally  well  by  concentrating  on  changes  in 
rules  and  procedures  and  clarification  and 
changes  in  the  fee  schedule. 

Among  the  unresolved  problems  remain 
“old  cases”  originating  or  reopened  prior  to 
the  effective  date  of  the  current  fee  schedule; 
“closed  cases”  due  to  failure  of  the  claimant  to 
prosecute,  and  “third  party  cases”  in  work- 
men’s compensation.  Efforts  toward  their 
solution  will  be  unrelentingly  conducted  and 
intensified. 

The  New  York  State  Legislature  failed  to 
pass  a bill  authorizing  optometrists  and  opto- 
metric  services  under  the  Workmen’s  Compen- 
sation Law.  The  number  of  claims  and  con- 
troversies is  apparently  insufficient  to  warrant 
legislation  and  the  resultant  establishment  of 
elaborate  administrative  machinery  which  en- 
forcement might  entail. 

Education.  With  approval  of  the  Council 
Committee  on  Hospital  and  Professional  Rela- 
tions and  the  cooperation  of  the  Workmen’s 
Compensation  Board’s  Medical  Department 
and  Medical  Registration  Section,  a program  of 
instruction  of  medical  staffs  was  initiated  and 
coordinated  with  the  schedule  of  arbitrations 
in  the  upstate  area.  Audiences  ranged  from 
25  to  75  and  on  occasions  to  more  in  the  larger 
hospital  centers.  Following  the  presentation 
of  the  speaker,  there  ensued  a lively  question 
and  answer  period.  This  program  does  not 
only  serve  the  attending  physicians  in  helping 
them  to  understand  basic  procedure  and  recent 
changes  in  workmen’s  compensation  but  also 
affords  the  speaker  an  opportunity  to  gain  first- 
hand knowledge  of  general  and  specific  regional 
problems  and  to  review  those  with  the  commit- 
tee in  an  attempt  to  solve  them. 

The  committee  collaborated  in  an  article 
on  occupational  hearing  loss  which  appeared 
in  the  May  1,  1963,  issue  of  the  New  York 
State  Journal  of  Medicine.  This  article 
contained  valuable  information  on  the  compen- 
sation aspects  of  occupational  hearing  loss, 
allocation  of  liability  between  employers,  dis- 
ability evaluation  and  procedure  in  instituting 
claims,  as  well  as  information  on  noise  analysis 
and  prevention  of  hearing  loss. 

The  director  was  invited  to  speak  before  a 
class  of  medical  assistants  at  the  Rockland 
County  Community  College. 

Fee  Schedule.  Members  of  the  committee 
have  served  on  the  Workmen’s  Compensation 
Board’s  Advisory  Committee  for  the  Medical 
Fee  Schedule  and  Allied  Problems  and  attended 
meetings  called  by  the  Chairman  at  approx- 
imately one  month  intervals.  At  two  meetings 
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early  in  the  year  Medical  Society  representatives 
pointed  out  that  medical  fees  under  compen- 
sation have  not  kept  pace  with  our  present 
economy.  By  statute  workmen’s  compensation 
fees  for  medical  services  shall  be  limited  to 
such  charges  as  prevail  in  the  community  for 
similar  treatment  of  injured  persons  of  a like 
standard  of  living. 

Medical  fees  in  the  current  schedule  are  at 
best  based  on  income  levels  of  1956  or  1957. 
They  have  not  kept  pace  with  changes  in  in- 
come levels  of  employes.  It  was  pointed  out 
that  other  fee  schedules  based  on  income  level 
have  been  repeatedly  revised  since  1956.  It 
was  then  suggested  by  the  Advisory  Committee 
that  a thorough  comprehensive  study  be  con- 
ducted comparing  compensation  rates,  medical 
fees,  and  average  income  of  workers.  This 
study  is  currently  in  progress  in  the  Division  of 
Workmen’s  Compensation.  From  preliminary 
records  the  director  believes  that  the  comparison 
will  undoubtedly  bear  out  the  contention  of 
the  current  poor  relationship  between  income 
level  and  the  medical  fee  schedule  applicable 
to  workmen’s  compensation  cases.  Although 
undoubtedly  the  cost  of  medical  care  has  in- 
creased to  a considerable  extent,  such  increase 
is  due  primarily  to  the  high  cost  of  hospital 
care  and  not  to  an  increase  of  physicians’  fees. 

The  committee  plans  to  prevent  continuation 
of  the  inequity  of  the  applicability  of  the  fee 
schedule  in  effect  on  the  date  of  accident  or  re- 
opening of  a case  by  means  of  the  next  fee 
schedule  and  shall  continue  its  effort  on  this 
issue  in  accordance  with  resolution  61-51, 
“Workmen’s  Compensation  Fees.” 

Suggestions  for  unit  fee  for  the  care  of  super- 
ficial lacerations  varying  with  length  and  loca- 
tion of  the  injury  were  submitted  in  order  to 
afford  the  attending  physician  a greater  latitude 
in  the  choice  of  procedure,  material,  and  method 
used  in  treatment.  The  Advisory  Committee 
agreed  to  an  extension  and  liberalization  of  the 
meaning  of  “suture”  as  used  in  the  care  of 
superficial  lacerations  but  recommended  re- 
tention of  the  current  method  of  payment  per 
suture. 

The  Advisory  Committee  agreed  to  suggest 
deletion  from  the  next  fee  schedule  of  such 
inequities  as  items  0106  and  0107  dealing  with 
lower  fees  for  services  by  a physician  within  the 
scope  of  his  specialty,  where  such  specialist  serv- 
ices are  deemed  not  indicated  or  required. 
It  is  hoped  that  these  agreements  of  the  Advisory 
Committee,  consisting  of  lay  and  medical  mem- 
bers, may  be  an  indicator  of  the  sincere  effort 
which  has  been  extended  by  all  members  of  the 
Advisory  Committee  to  eliminate  controversy 
as  well  as  to  maintain  equitable  fees. 

Liaison.  The  committee  has  maintained 
contact  with  county  compensation  committees 
through  frequent  mailings  and  is  grateful  for 
the  numerous  suggestions  and  responses  re- 
ceived from  them  in  return.  Such  liaison  is  an 
invaluable  help  to  the  Council  Committee  in 
the  formulation  of  plans  and  recommendations 
to  the  Council  and  Workmen’s  Compensation 
Board.  The  Council  Committee  received  sev- 


eral requests  for  advice  from  county  committees 
and  responded  to  them  after  due  deliberation. 
Several  inquiries  were  answered  by  the  director 
of  the  Division  because  of  the  urgency  of  the 
request, ^subject  to  review  by  the  Council  Com- 
mittee. 

The  members  accepted  a report  of  the  di- 
rector covering  a meeting  of  officers  and  directors 
of  the  American  Academy  of  Compensation 
Medicine  which  he  was  requested  to  attend. 

The  director  met  with  officials  of  insurance 
carriers  and  of  the  Workmen’s  Compensation 
Board  on  numerous  informal  occasions  to  dis- 
cuss problems  affecting  the  relationship  of 
physicians  to  claimants  and  employers  or  their 
carriers. 

Arbitration.  The  director  of  the  Division 
of  Workmen’s  Compensation  assisted  and  ad- 
vised physicians  and  county  medical  society 
arbitrators  at  104  arbitration  sessions  held 
State-wide  in  the  first  ten  calendar  months  of 
1963.  Of  those  66  were  in  the  New  York  City 
area.  A total  of  2,432  cases  were  submitted 
for  hearing,  adding  up  to  $326,482.44;  1,718 
cases  were  decided  by  arbitration;  419  were 
settled  without  hearing;  285  were  postponed, 
and  24  cases  were  settled  by  direct  negotiations 
between  the  director  and  the  parties  in  interest. 

General.  The  director  explained  the  oper- 
ation of  the  Division  of  Workmen’s  Compen- 
sation as  a member  of  a panel  discussing  activi- 
ties of  the  State  Medical  Society  before  a 
meeting  of  the  Third  and  Fourth  District 
Branches. 

The  director  addressed  the  medical  staffs  of 
14  hospitals  in  the  course  of  an  educational  pro- 
gram in  workmen’s  compensation  referred  to 
earlier  in  this  report. 

In  addition  to  other  meetings  reported  above, 
the  director  also  attended  the  annual  meetings 
of  the  House  of  Delegates  and  the  American 
Medical  Association. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 

Section  20  ( see  299) 

Annual  Report  of  Committee  on  Industrial  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Committee 
on  Industrial  Health  and  the  Division  of 
Industrial  Health. 

The  committee  members  are  as  follows: 

Peter  J.  DiNatale,  M.D.,  Chairman.  .Genesee 


Seymour  Fiske,  M.D New  York 

Fred  W.  Holcomb,  Jr.,  M.D Ulster 

John  L.  Norris,  M.D Monroe 

Harry  E.  Tebrock,  M.D Queens 

Robert  Katz,  M.D.,  Director Kings 


William  P.  Shepard,  M.D.,  Adviser  New  York 
Since  its  last  annual  report,  the  committee 
has  continued  its  interest  in  the  various  develop- 
ments in  the  field  of  occupational  medicine, 
carrying  on  most  of  its  activities  through 
correspondence  and  liaison  with  related  organ- 
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izations  pledged  to  the  improvement  of  health 
conditions  of  the  employed. 

Legislation.  Legislative  proposals  dealing 
with  aspects  of  medical  care  which  may  affect 
in-plant  industrial  medical  services  were  care- 
fully analyzed  and  their  progress  followed.  A 
legislative  amendment  calling  for  the  licensing 
of  x-ray  technicians  and  the  creation  of  a 
licensing  advisory  board  passed  both  houses  of 
the  Legislature  but  was  vetoed  by  the  Governor. 
The  Legislature  authorized  the  establishment 
of  several  labor  health  centers  but  did  not  pass 
amendments  intended  to  create  first-aid  stations 
in  certain  industries  and  to  impose  further 
control  on  the  operation  of  laboratory  facilities. 

As  a result  of  the  early  date  of  submission  of 
this  report,  there  is  no  knowledge  of  impending 
legislation  at  this  time. 

Education.  The  promotion  of  interest  in 
occupational  medicine  through  the  use  of  a 
scientific  exhibit  at  the  1963  annual  meeting  of 
the  Medical  Society  of  the  State  of  New  York 
was  quite  successful.  A considerable  number  of 
physicians  and  guests  stopped  by  the  exhibit 
and  helped  themselves  to  available  literature 
containing  details  on  what  was  outlined  by  the 
exhibit.  Lists  of  references  to  this  literature 
were  contained  in  two  of  the  brochures  available 
for  distribution. 

The  committee  collaborated  in  an  article  on 
occupational  hearing  loss  which  was  published 
in  the  May  1,  1963,  issue  of  the  New  York 
State  Journal  of  Medicine. 

The  committee  will  re-evaluate  the  need  for 
several  recommendations  to  physicians  in 
industry  currently  in  the  process  of  preparation 
in  an  attempt  to  establish  certain  priorities. 

Liaison.  The  director  reported  to  the  mem- 
bers the  proceedings  of  the  meetings  of  the 
Section  on  Occupational  Medicine  of  the  New 
York  Academy  of  Medicine  and  the  New  York 
State  Society  of  Industrial  Medicine,  Inc.  The 
problem  of  chronic  bronchitis  and  emphysema  in 
industry  was  the  subject  of  the  first  meeting  of 
the  year.  Regional  differences  in  climate  and 
atmosphere  were  emphasized  and  the  impor- 
tance stressed  of  research  aimed  at  improving 
the  health  rather  than  accumulation  of  data  and 
statistics.  The  meeting  on  “Physiologic  Mon- 
itoring on  the  Job”  was  of  a highly  technical 
nature,  indicating  many  hmitations  in  the 
collection  and  evaluation  of  data  in  the  study  of 
human  physiology.  The  most  recent  meeting 
was  devoted  to  a discussion  of  industrial  medical 
programs  in  Great  Britain  and  the  Common 
Market  countries.  Occupational  health  serv- 
ices are  not  included  in  the  National  Health 
Insurance  scheme  but  are  a statutory  require- 
ment in  nationalized  industries.  Problems  of 
training  and  personnel  are  similar  to  those  in  the 
United  States,  particularly  with  respect  to  small 
industries. 

The  members  also  reviewed  a report  of  the 
1963  Annual  Industrial  Health  Conference 
which  was  arranged  by  the  Industrial  Medical 
Association  in  Washington,  D.C.  Much  em- 


phasis was  placed  on  disability  evaluation, 
vascular  disturbances,  and  pulmonary  diseases. 
Sessions  on  medicine  and  surgery  offered  much 
factual  information  useful  in  the  management 
of  occupational  disease  and  injury.  Important 
information  on  audiometry,  noise  analysis,  and 
hearing  conservation  was  obtained  and  is  now 
on  file  for  reference. 

General.  The  chairman  has  retained  his 
membership  on  the  American  Medical  As- 
sociation’s Council  on  Occupational  Health. 
The  director  attended  the  annual  meeting  of 
the  American  Medical  Association  and  the 
meetings  of  the  Special  Committee  on  Labor 
Health  Facilities  in  addition  to  the  others  re- 
ferred to  above. 

The  activities  of  the  Division  of  Industrial 
Health  were  explained  in  the  course  of  a panel 
discussion  in  which  the  director  participated  at 
the  meeting  of  the  Third  and  Fourth  District 
Branches. 

Respectfully  submitted, 

Peter  J.  DiNatale,  M.D.,  Chairman 

Section  21  ( see  79,  303 ) 

Annual  Report  of  Committee  on  Hospital  and 
Professional  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Hospital  and  Professional  Re- 
lations. 

The  committee  members  are  as  follows: 

Harold  T.  Golden,  M.D.,  Chairman . Herkimer 


E.  Dean  Babbage,  M.D ErF 

James  Bordley,  III,  M.D Otsego 

Joseph  H.  Kinnaman,  M.D Nassau 

Jack  R.  Hames,  M.D New  York 

Lester  R.  Tuchman,  M.D Queens 


The  Council  Committee  met  on  October  15, 
1963,  at  the  office  of  the  State  Medical  Society 
in  New  York  City. 

Inasmuch  as  there  has  never  been  any  clear- 
cut  delineation  of  the  duties  of  the  committee 
heretofore,  after  pertinent  discussion  the  fol- 
lowing functions  of  the  committee  were  decided: 

1.  To  carry  out  mandates  of  the  House  of 
Delegates; 

2.  To  research,  discuss,  and  reach  an  opinion 
and  report  any  matters  referred  to  the  com- 
mittee to  the  Council  of  the  Medical  Society  of 
the  State  of  New  York; 

3.  To  maintain  liaison  with  the  New  York 
State  Hospital  Association,  through  their 
executive  secretary,  to  discuss  with  them  com- 
mon legislative  problems,  and  to  enlist  their  aid 
for  our  problems  in  the  same  fields; 

4.  To  prepare  an  annual  report  and  such 
other  reports  as  requested  by  the  House  of 
Delegates  and  the  Council; 

5.  To  maintain  liaison  with  the  New  York 
State  Hospital  Planning  Council  and  regional 
councils  with  the  purpose  in  mind  of  supporting 
the  views  of  the  practicing  physicians; 

6.  The  committee  should  concern  itself 
with  professional  matters  within  the  hospitals 
of  New  York  State. 
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At  its  1963  meeting  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York 
adopted  the  following  resolution  63-19,  en- 
titled, “Objection  to  Rebating  of  Physician’s 
Fee  to  Hospitals.” 

Whereas,  Frank  and  open  coercion  of  the 
active  medical  staff  by  hospital  administra- 
tions for  the  purpose  of  exacting  legally  and 
ethically  earned  fees  has  become  a serious 
problem;  and 

Whereas,  Such  a practice,  however  dis- 
guised, is  contrary  to  our  code  of  ethics;  now 
therefore  be  it  hereby 

Resolved,  That  the  Joint  Commission  on 
Accreditation  of  Hospitals  be  requested  to 
withhold  accreditation  from  any  hospital 
found  participating  in  this  practice;  and  be 
it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  be 
instructed  to  take  any  and  all  suitable  steps 
for  the  introduction  of  this  or  a similar 
resolution  in  the  House  of  Delegates  of  the 
American  Medical  Association  at  its  June, 
1963,  meeting  for  its  approval  and  support. 

The  following  action  was  taken  by  the 
American  Medical  Association:  “The  Reference 
Committee  on  Insurance  and  Medical  Service 
recommended  and  the  House  voted  that  this 
resolution  not  be  adopted  but  that  ‘when  there 
is  a coercion  of  physicians  to  contribute  to 
building  funds  and  other  programs,  these  actions 
be  brought  to  the  attention  of  the  local  phy- 
sician-hospital relations  committee  or,  in  the 
vvont  this  is  not  possible,  to  the  state  physician- 
hospital  relations  committee.’  The  director  of 
the  Joint  Commission  on  Accreditation  of 
Hospitals  stated  that  the  Joint  Commission  is 
not  and  does  not  wish  to  become  a punitive 
body.” 

It  was  brought  out  in  discussion  that  many 
times  these  monies  are  used  for  subsidizing 
intern  programs  in  hospitals.  Also  many 
times  these  monies  support  educational  efforts 
in  hospitals  and  there  has  recently  been  a new 
trend  toward  placing  these  monies  in  a fund,  the 
purposes  of  which  should  be  determined  in  a 
democratic  way.  If  this  fund  is  solely  set  up 
for  the  practicing  physicians,  it  is  wrong,  the 
committee  felt. 

The  report  of  the  Reference  Committee  on 
Medical  Services  B,  as  approved  by  the  House 
of  Delegates  at  the  annual  meeting  in  May, 
1963,  instructed  this  committee  to  continue  the 
investigation  begun  in  1962  concerning  “The 
Responsibility  of  the  Hospital  Staff  Member  to 
the  Hospital”  and  “The  Responsibility  of  the 
Hospital  to  the  Medical  Staff  Member.”  In 
discussion  it  was  stated  that  staff  procedures 
and  customs  differ  greatly  throughout  the 
State;  problems  of  small  hospitals  are  com- 
pletely different  from  those  of  municipal  or 
privately  owned  hospitals.  It  was  the  com- 
mittee’s opinion  that  most  of  the  data  to  be 
derived  from  such  a questionnaire  was  already 
at  hand  and  hence  further  investigation  along 
this  line  could  be  discontinued. 


One  topic  that  came  out  of  this  investigation 
deserves  further  exploration;  for  example,  a 
definite  delineation  of  where  nursing  responsi- 
bility ends  and  medical  staff  responsibility 
begins,  particularly  in  regard  to  intravenous 
therapy,  fluid,  medications,  blood,  and  in- 
tubations— catheters,  gastric  and  duodenal 
tubes,  and  so  forth.  There  seems  to  be  an 
increase  in  the  nursing  service  performing 
certain  medical  services,  especially  in  some  of 
the  smaller  hospitals.  While  this  may  be 
necessary  in  some  instances,  attention  should  be 
drawn  to  the  legality  of  certain  procedures 
delegated  to  the  nursing  service. 

This  subject  will  be  more  adequately  discus- 
sed in  our  future  joint  meeting  with  the  Hos- 
pital Association  of  New  York  State  with  the 
idea  in  mind  of  setting  up  a guide  book  for 
hospitals  and  their  medical  staffs. 

The  Council  referred  resolution  63-65  to  the 
committee  for  study  to  determine  any  com- 
ments or  recommendations  they  may  wish  to 
make  to  the  Legislation  Committee.  This 
resolution  states: 

Whereas,  The  New  York  State  Legislature 
has  passed  a law  known  as  Chapter  770  of  the 
Laws  of  1963,  amending  the  Public  Health 
Law,  which  dictates  medical  policies  in 
the  selection  of  physicians  by  the  medical 
boards  of  hospitals;  and 

Whereas,  Such  legislation  may  be  detri- 
mental to  and  infringe  on  the  proper  selection 
of  physicians,  based  on  their  intellectual  and 
scientific  qualifications,  which  has  been  the 
basis  of  the  established  policy  from  time 
immemorial;  now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  go  on  record  deploring  the  action  of  the 
Governor  and  the  Legislature  of  the  State  of 
New  York  in  sponsoring  and  enacting  a bill 
so  fraught  with  dangers  to  the  people  of  the 
State. 

It  was  brought  out  that  in  some  counties  in 
the  State  this  law  was  contrary  to  the  county 
law  and  the  latter  would  have  to  be  revised. 
The  New  York  State  Health  Department  has 
promulgated  a protocol  for  the  implementation 
of  this  law  and  appeals  therefrom  which  has 
been  well  circularized  throughout  the  State 
to  the  county  medical  societies.  The  com- 
mittee felt  that  some  time  should  be  allowed 
for  the  operation  of  the  law  before  any  concrete 
suggestions  as  to  revision,  repeal,  and  so  forth, 
could  come  from  the  committee. 

An  allied  subject  was  brought  to  the  attention 
of  the  committee  in  that  a new  code  for  pro- 
prietary hospitals  in  the  City  of  New  York  is 
being  drawn  up  which  would  give  the  com- 
missioner of  hospitals  the  right  to  confirm  the 
appointment  to  the  medical  board  of  any 
medical  doctor  in  any  proprietary  hospital  in 
New  York  City.  This  code  will  have  a public 
hearing  some  time  in  the  near  future.  It  also 
includes  the  provisions  that  an  appointee  must 
be  professionally  and  personally  satisfactory 
to  the  commissioner. 

The  committee  felt  that  such  a code  was  full 
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of  apparent  dangers  and  that  this  should  be 
brought  to  the  attention  of  the  Council  and  the 
House  of  Delegates. 

Resolution  63-30  deplored  the  Council  on 
Medical  Education  and  Hospitals  of  the 
American  Medical  Association’s  edict  that  all 
hospitals  approved  for  intern  training  must 
have  at  least  25  per  cent  United  States  or 
Canadian-educated  interns.  This  resolution 
was  introduced  in  the  House  of  Delegates  of  the 
American  Medical  Association  by  our  delegates. 
Your  committee  noted  with  satisfaction  the 
latest  communication  from  the  American 
Medical  Association’s  Council  on  Medical 
Education  and  Hospitals  to  the  effect  that  “the 
worthy  intent  of  international  educational 
exchange  in  medicine  can  be  satisfactorily 
realized  only  if  all  hospitals  participate  through 
the  appointment  of  a reasonable  number  of 
graduates  of  foreign  medical  schools  to  their 
training  programs.” 

We  intend  to  continue  our  studies  and  rec- 
ommendations as  stated  earlier  in  this  report. 
It  is  planned  to  have  a joint  meeting  with  the 
matching  committee  of  the  New  York  State 
Hospital  Association  in  the  near  future,  prior 
to  the  1964  House  of  Delegates  meeting,  if 
possible.  If  this  meeting  can  be  consummated 
in  time  a supplementary  report  will  be  prepared. 

Your  chairman  wishes  to  thank  the  members 
of  the  committee  for  their  excellent  cooperation 
leading  to  this  report  and  to  thank  Miss  Alice 
Wheeler  for  her  constant  secretarial  assistance 
and  advice  on  protocol  and  policies. 

Respectfully  submitted, 

Harold  T.  Golden,  M.D.,  Chairman 

Section  22  ( see  300 ) 

Annual  Report  of  Special  Committee  on  Labor 
Health  Facilities 

To  the  House  of  Delegates , Gentlemen: 

The  committee  members  are  as  follows: 

William  H.  Foege,  M.D.,  Chairman. New  York 


Peter  J.  DiNatale,  M.D Genesee 

S.  Charles  Franco,  M.D Kings 

Louis  Venet,  M.D New  York 


The  Special  Committee  on  Labor  Health 
Facilities  which  was  appointed  and  organized 
in  August,  1963,  met  on  two  occasions  and 
focused  its  attention  on  formulation  of  its 
program  of  activities. 

Formed  to  improve  the  relationship  between 
our  profession  and  organized  labor,  the  com- 
mittee will  aim  to  establish  cooperation  be- 
tween organized  medicine  and  labor  for  the 
benefit  of  the  patients  cared  for  through 
labor  health  facilities.  As  an  initial  step, 
information  about  existing  facilities  will  have 
to  be  collected  and  a comprehensive  comparative 
study  undertaken.  At  the  same  time  it  is 
planned  to  establish  liaison  with  new  facilities 
in  the  organizing  or  planning  stage.  The 
committee  is  reviewing  drafts  for  a questionnaire 
and  covering  letter  to  be  sent  to  all  labor  health 
facilities  in  the  State  early  in  1964. 

The  scope  of  the  committee’s  activities  will 


require  careful  evaluation  and  considerable 
flexibility.  The  cooperation  of  many  outside 
agencies  may  have  to  be  sought  as  the  need 
arises. 

It  is  hoped  that  as  a result  of  the  activities 
of  this  committee  our  labor  organizations  will 
turn  to  the  Medical  Society  of  the  State  of 
New  York  for  assistance  in  their  medical  care 
programs  and  that  the  Medical  Society  may 
look  to  the  labor  unions  for  help  in  achieving  its 
aims  of  providing  the  best  possible  medical 
care  for  all. 

Respectfully  submitted, 

William  H.  Foege,  M.D.,  Chairman 

Section  23  ( see  302) 

Annual  Report  of  Committee  on 
Questions  of  Ethics 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  has  the  following  members: 

Joseph  G.  Zimring,  M.D.,  Chairman 

Nassau 


Frank  La  Gattuta,  M.D Bronx 

Ezra  A.  Wolff,  M.D Queens 


The  committee  had  the  misfortune  to  lose 
Harold  F.  Brown,  M.D.,  of  Erie  County,  who 
was  its  chairman  until  his  death  on  July  10, 
1963. 

During  the  past  year  several  problems  on 
ethics  were  brought  to  our  attention  and 
adjudicated  to  the  best  of  our  ability  with  the 
aid  of  and  in  accordance  with  the  Principles  of 
Professional  Conduct. 

Our  first  problem  was  whether  or  not  it  was 
ethical  for  a surgeon  operating  on  another 
physician  to  charge  him  for  his  services.  The 
answer  was  that  it  is  not  unethical  for  one 
physician  to  charge  another  for  services  ren- 
dered, but  it  is  rather  unusual  to  see  this  done. 
The  Principles  of  Professional  Conduct  gen- 
eralizes on  this  question  when  it  states  that  “a 
doctor  of  medicine  should  cheerfully  and  with- 
out recompense  give  his  professional  services  to 
doctors  of  medicine  or  their  dependents  if  they 
are  in  his  vicinity”  (Chapter  III,  Article  II, 
Section  1) . 

Another  problem  was  one  concerning  the 
placing  of  one’s  name  in  the  classified  section  of 
the  telephone  directory  when  the  physician 
had  no  home,  hospital,  or  office  affiliation  in  the 
area.  The  reply  of  the  committee  was  that 
local  custom  regarding  telephone  insertions  is 
determined  by  the  local  county  medical  society. 

Several  questions  were  brought  to  our 
attention  regarding  the  relationship  between 
doctors  of  medicine  and  doctors  of  osteopathy, 
and  in  two  of  the  problems  presented  the 
resolution  passed  by  the  House  of  Delegates  at 
its  meeting  in  May,  1962,  was  quoted  and  mis- 
quoted. The  committee’s  answer  to  all  thes( 
questions  was:  (1)  quoting  the  first  whereas 

of  the  resolution  which  states,  “That  oste- 
opathy in  this  State  is  no  longer  considered  to 
be  a cult  if  they  adhere  to  the  same  scientific 
principles  embraced  by  doctors  of  medicine,” 
and  (2)  quoting  Chapter  II,  Section  1 of  the 
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Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  New  York, 
“All  voluntarily  associated  activities  with 
cults  are  unethical.” 

The  chairman  feels  that  further  study  of  this 
problem  is  necessary  as  well  as  interpretation 
by  the  Attorney  General’s  office  or  the  courts 
on  the  new  problem  created  by  the  passage  of 
the  California  law  on  the  practice  of  oste- 
opathy, in  which  M.D.  degrees  are  being  be- 
stowed on  doctors  of  osteopathy  on  request. 

Our  final  problem  was  one  of  a hospital  board 
of  directors  wishing  to  subsidize  a specialist  in 
opposition  to  the  views  of  the  medical  board. 
The  committee’s  reply  to  this  was  that  this 
situation  was  in  direct  conflict  with  Chapter 
III,  Article  VI,  Section  6,  “Purveyal  of  Medical 
Services,”  of  the  Principles  of  Professional 
Conduct. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Section  24  (. see  301) 

Annual  Report  of  Committee  on 
Rural  Medical  Service 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  is  as  follows: 

Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

Thurston  L.  Keese,  M.D Onondaga 

Hugh  McChesney,  M.D Oswego 

Robert  V.  Persson,  M.D St.  Lawrence 

Donald  C.  Walker,  M.D Schenectady 


Bert  Ellenbogen,  M.D.,  Adviser. . .Tompkins 

James  J.  Quinlivan,  M.D.,  Adviser.  . .Albany 

Surveys  of  the  present  shortage  of  physicians 
in  rural  areas  indicate  that  approximately  63 
areas  in  our  State  are  requesting  a physician. 
Although  many  of  these  areas  could  not  ef- 
fectively support  a physician,  nevertheless, 
the  shortage  is  getting  more  acute  each  year. 
The  Committee  on  Rural  Medical  Service  has 
been  working  on  a plan  which  will  perhaps 
solve  this  problem  in  the  future.  Discussion 
concerning  shortage  of  physicians  in  rural 
areas  has  been  held  with  members  of  various 
farm  organizations,  especially  the  Farm  Bureau, 
describing  the  problems  of  obtaining  physicians 
for  these  areas  and  procedures  which  may 
help  to  relieve  the  situation.  Assistance  from 
the  farm  organizations  is  assured  when  the 
time  is  appropriate. 

A second  group  of  individuals  who  are  being 
contacted  throughout  the  State  are  the  in- 
dustrialists whose  factories  are  located  in 
areas  of  the  State  where  physician  shortage  is 
found.  It  is  hoped  that  these  industries  will 
help  to  support  a program.  It  is  hoped  that  a 
full-time  individual  may  be  employed  by  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  Inc.  after  grants  are  re- 
ceived, to  investigate  properly  the  areas  of 
physician  shortage  and  obtain  doctors  for  these 
locations.  It  is  also  hoped  that  through 
cooperation  of  the  farm  organizations,  industry, 
and  the  Medical  Society  of  the  State  of  New 


York,  the  assistance  of  the  medical  colleges  of 
the  State  will  be  forthcoming. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

Section  25  (see  68,  221) 

Annual  Report  of  Committee  on 
Public  Health  and  Education 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Public  Health  and 
Education  has  the  following  membership: 

James  Greenough,  M.D.,  Chairman ..  Otsego 


Wendell  R.  Ames,  M.D Monroe 

Irving  L.  Ershler,  M.D Onondaga 

John  D.  Stewart,  M.D Erie 

Harry  S.  Lichtman,  M.D Kings 


George  James,  M.D.,  Commissioner,  New 
York  City  Department  of  Health,  Adviser.  . 
New  York 

Hollis  S.  Ingraham,  M.D.,  Commissioner, 
New  York  State  Department  of  Health, 
Adviser Albany 

James  E.  Perkins,  M.D.,  Adviser.  New  York 

Ray  E.  Trussell,  M.D.,  Adviser.  . . .New  York 

The  committee  held  its  annual  meeting  with 
chairmen  of  the  18  subcommittees  and  represent- 
atives of  the  New  York  State  and  New  York 
City  Health  Departments  on  July  18,  1963,  in 
the  offices  of  the  State  Health  Department,  Al- 
bany. This  meeting,  which  lasted  for  six  hours 
and  which  again  pointed  up  the  usefulness  of  ad 
hoc  committees  on  an  informal  basis  to  solve 
problems  crossing  committee  lines,  was  at- 
tended by  the  vice-president  and  the  executive 
vice-president  of  the  State  Society  and  repre- 
sentatives of  the  Woman’s  Auxiliary. 

Harry  S.  Lichtman,  M.D.,  a member  of  the 
committee,  represented  the  State  Medical  So- 
ciety at  the  National  Conference  on  Insti- 
tutionally Acquired  Infections  at  the  University 
of  Minnesota,  September  4,  5,  and  6,  1963,  and 
discussed  the  Brooklyn  program,  specifically  the 
part  played  by  the  Medical  Society  of  the 
County  of  Kings  in  initiating  this  program  on  a 
community  level. 

The  committee  has  been  particularly  pleased 
with  the  following  programs: 

1.  A two-day  course  on  forensic  medicine  for 
coroners,  medical  examiners,  district  attorneys, 
and  forensic  pathologists  which  was  provided  by 
Milton  Helpern,  M.D.,  chief  medical  examiner 
of  New  York  City,  August  1 and  2.  Thirty  per- 
sons attended  this  symposium  and  it  is  hoped 
that  Dr.  Helpern  will  repeat  this  course  at  inter- 
vals. 

2.  The  beginning  of  a study  of  postgraduate 
medical  education  in  upstate  New  York,  under 
the  direction  of  Edward  C.  Hughes,  M.D.,  of 
Syracuse,  financed  by  a grant  from  the  U.S.  Pub- 
lic Health  Service  through  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation. 

3.  The  continuing  study  of  operating  room 
mortality  in  New  York  City  and  the  planned 
program  for  Erie  County. 

4.  The  programs  being  given  in  hospitals 
throughout  the  State  teaching  resuscitation  by 
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the  use  of  a manikin  and  by  small  group  partici- 
pation in  mouth-to-mouth  breathing  and  exter- 
nal massage. 

5.  Cooperation  with  the  State  Health  De- 
partment in  many  programs,  among  them  the 
above-mentioned  resuscitation  teaching  pro- 
gram and  a study  of  methodology  of  medical 
audits  and  in  keeping  physicians  of  the  State  in- 
formed with  regard  to  polio  vaccine. 

6.  The  Central  New  York  study  of  maternal 
health  and  perinatal  mortality  and  plans  to  en- 
large its  scope. 

7.  Plans  for  the  participation  of  chairmen  of 
the  various  subcommittees  in  a proposed  Insti- 
tute for  College  Health  Educators  in  April  at  the 
Cortland  College  unit  of  the  State  University. 

8.  Participation  in  a State-wide  “Stroke” 
program. 

9.  The  periodic  reports  on  films  available 
through  the  State  Health  Department  now  ap- 
pearing in  the  New  York  State  Journal  of 
Medicine. 

Among  problems  of  particular  concern  during 
the  past  months  are  the  standards  for  accredita- 
tion of  nursing  homes  and  meetings  with  in- 
terested groups  to  consider  the  improvement  of 
medical  care  in  nursing  homes,  and  the  con- 
tinuing study  of  the  care  of  chronic  disabling 
nontuberculous  pulmonary  disease  under  wel- 
fare programs. 

I call  your  attention  to  the  reports  of  the  sub- 
committees which  show  their  many  accomplish- 
ments during  the  short  space  of  time  between  an- 
nual meetings  this  year,  and  I express  my  thanks 
to  the  members  of  these  subcommittees  and  of 
the  Committee  on  Public  Health  and  Education 
for  their  very  able  assistance  in  carrying  on  the 
work  of  this  committee. 

The  gratitude  of  the  Society  and  my  personal 
thanks  go  to  Hollis  S.  Ingraham,  M.D.,  State 
commissioner  of  health,  and  his  staff,  and  to 
George  James,  M.D.,  City  commissioner  of 
health,  and  his  staff,  for  their  continuing  coop- 
eration and  assistance  in  the  work  of  this  com- 
mittee. 

Although  we  hesitate  to  mention  particular 
names,  we  would  like  to  say  thank  you,  too,  to 
Drs.  Granville  H.  Larimore,  Franklyn  B. 
Amos,  I.  Jay  Brightman,  J.  G.  Fred  Hiss,  James 
J.  Quinlivan,  Edward  R.  Schlesinger,  George  M. 
Warner,  Vincent  H.  Handy,  and  Leonard  C. 
Lang  for  their  invaluable  aid. 

We  also  wish  to  express  our  sincere  apprecia- 
tion to  William  L.  Wheeler,  Jr.,  M.D.,  president; 
Waring  Willis,  M.D.,  secretary;  Henry  I.  Fine- 
berg,  M.D.,  executive  vice-president;  and  Miss 
Doris  K.  Dougherty,  administrative  assistant, 
for  their  assistance.  The  committee’s  thanks 
also  go  to  Gretchen  Wunsch,  executive  assistant 
to  the  committee;  Mrs.  Evelyn  G.  Clark,  editor 
of  What  Goes  On;  and  to  Miss  Mollie  Pesikoff 
for  her  work  with  the  scientific  program  and  the 
district  branches. 

Regional  Meetings  and  Teaching  Days. 

Invitations  for  regional  meetings  and  regional 
teaching  days  are  sent  to  members  of  medical 
societies  in  counties  adjacent  to  the  one  in  which 
the  instruction  is  given.  The  committee  usually 


arranges  for  the  speakers,  has  envelopes  ad- 
dressed for  the  memberships  of  the  county 
societies,  and  reimburses  the  sponsoring  county 
medical  society  for  the  cost  of  printing  the  pro- 
grams and  the  postage. 

The  following  such  meetings  have  been  held 
since  April,  1963: 


County 

Region 

Subject 

Oneida 

Oneida, 

Heart 

Utica 

Herkimer, 

Academy 

Madison, 

of  Medi- 

Chenango, 

cine 

Otsego, 

Delaware, 

Schoharie, 

Fulton, 

Lewis, 

Hamilton 

St.  Lawrence  Clinton, 

Psychiatry 

County 

Essex, 

and  the 

Medical 

Franklin, 

General 

Society 

Jefferson, 

Practi- 

and Men- 

St. Law- 

tioner 

tal  Health 
Board 

rence 

Num- 
ber of 
Speak- 
ers 
5 


5 


Postgraduate  Instruction.  Since  the  re- 
port submitted  in  April,  1963,  the  committee  has 
arranged  or  has  helped  arrange  postgraduate  in- 
struction for  27  groups,  presented  as  lecture  se- 
ries, symposia,  single  lectures,  or  teaching  days. 
A total  of  86  speakers  have  already  participated 
or  will  participate  in  these  meetings. 

We  express  our  thanks  to  the  State  Depart- 
ment of  Health  for  its  important  contribution  to 
this  program  in  providing  the  $25  honorarium  to 
these  speakers.  Once  again  we  remind  county 
medical  society  program  chairmen  to  submit 
their  requests  as  far  in  advance  of  the  meetings 
as  possible,  to  ensure  a wider  selection  of  speakers 
and  to  get  coverage  of  the  program  in  the 
monthly  bulletin,  What  Goes  On. 

A tabulation  of  the  programs  arranged  fol- 


lows: 

County 

Organization 

Number 

of 

Speak- 

ers 

Broome 

Medical  Society 

3 

Chautauqua 

Medical  Society 

1 

Chemung 

Medical  Society 

1 

Chenango 

Medical  Society 

4 

Clinton  and 

Medical  Society 

1 

Essex 

Cortland 

Medical  Society 

1 

Dutchess 

Medical  Society  and 

1 

Dental  Society 

1 

Franklin 

Saranac  Lake  Med- 

1 

Fulton 

ical  Society 
Medical  Society 

4 

Herkimer 

Medical  Society 

2 

Jefferson 

Medical  Society 

3 

Kings 

Medical  Society 

4 

Livingston 

Medical  Society 

1 

Madison 

Medical  Society 

1 
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Oneida 

Utica  Academy 

7 

Medical  Society 

3 

Ontario 

Geneva  Academy 
and  Medical  Society 

8 

Orange 

Medical  Society 

6 

Rensselaer 

Medical  Society 

2 

St.  Lawrence 

Medical  Society 

4 

Steuben 

Medical  Society 

3 

Suffolk 

South  Side  Clinical 
Society 

3 

Medical  Society 

5 

Sullivan 

Medical  Society 

7 

Tompkins 

Medical  Society 

1 

Ulster 

Medical  Society 

7 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 

Section  26  ( see  222 ) 

Annual  Report  of  Subcommittee  on 
Accident  Prevention 

The  Subcommittee  on  Accident  Prevention  is 
composed  of  the  following  members: 

James  R.  McCarroll,  M.D.,  Chairman 


New  York 

Harold  Brandaleone,  M.D New  York 

James  I.  Farrell,  M.D Oneida 

Milton  Helpem,  M.D New  York 

John  H.  Powers,  M.D Otsego 


Arthur  S.  Abramson,  M.D.,  Adviser.  . .Bronx 

Goodwin  M.  Breinin,  M.D.,  Adviser 

New  York 

Richard  H.  Freyberg,  M.D.,  Adviser 

New  York 

Norman  Plummer,  M.D.,  Adviser . . New  York 
Abraham  M.  Rabiner,  M.D.,  Adviser.  Kings 
Edward  R.  Schlesinger,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

S.  Bernard  Wortis,  M.D.,  Adviser . . New  York 
The  principal  activity  of  the  Subcommittee 
on  Accident  Prevention  for  1963  was  to  review 
the  various  measures  submitted  to  the  State 
Legislature  concerning  medical  aspects  of  traf- 
fic safety.  Comment  and  opinion  on  the  feasi- 
bility of  various  measures  was  solicited  from  the 
appropriate  consultants  of  the  committee. 
These  measures  have  been  discussed,  and  recom- 
mendations have  been  forwarded  to  the  parent 
Committee  on  Public  Health  and  Education  for 
action. 

Two  important  bills  involving  the  responsi- 
bility of  physicians  in  relation  to  automotive 
safety  will  be  considered  during  the  coming  ses- 
sion of  the  Legislature.  The  first  of  these  will 
again  be  some  version  of  a “Good  Samaritan” 
bill  which  would  grant  immunity  from  liability 
to  physicians  providing  emergency  medical  care 
at  accident  sites,  except  where  the  physician  is 
grossly  or  willfully  negligent.  Such  a bill  was 
passed  by  both  houses  of  the  Legislature  in  1962 
but  vetoed  by  the  Governor.  It  was  again 
passed  by  one  house  of  the  Legislature  last  year 
but  died  when  the  other  house  failed  to  take  ac- 
tion. This  year,  various  methods  of  obtaining 
passage  of  such  a bill  are  being  explored,  and 
such  a provision  will  probably  be  added  to  some 
other  bill,  which  is  more  likely  to  find  acceptance 


by  the  Governor’s  office.  The  Subcommittee  on 
Accident  Prevention  will  assist  actively  in  this 
undertaking  and  plans  to  testify  in  support  of 
the  measure,  when  it  is  introduced. 

A second  legislative  proposal,  considered  by 
the  subcommittee,  would  provide  immunity 
from  liability  to  any  physician  who  reports  to 
the  State  Health  Department  the  names  of  pa- 
tients who,  in  the  physician’s  opinion,  are  in- 
capable of  operating  a motor  vehicle  without 
hazard,  due  to  some  medical  condition.  Noth- 
ing in  this  bill  requires  a physician  to  make  such 
a report.  This  bill  would  permit  the  Health 
Department  to  transmit  such  reports  with  its 
recommendations  to  the  Department  of  Motor 
Vehicles  but  does  not  allow  disclosure  of  infor- 
mation in  any  manner  not  otherwise  permitted 
by  law.  The  bill  would  safeguard  both  the  pa- 
tient and  the  physician  and  at  the  same  time  pro- 
vide a means  for  the  physician  to  report  patients 
whom  he  felt  could  not  operate  motor  vehicles 
safely,  due  to  a medical  condition,  and  whom  he 
had  not  been  able  to  persuade  to  give  up  driv- 
ing. 

As  other  legislation  involving  the  role  of  the 
medical  profession  and  accident  prevention  is 
introduced,  the  subcommittee  will  review  it  and 
make  recommendations  to  the  Committee  on 
Public  Health  and  Education. 

The  subcommittee  also  plans  to  present  to  the 
Motor  Vehicle  Bureau  a list  of  areas  which  it 
feels  worthy  of  further  research  effort  and  will 
cooperate  with  a research  division  of  the  Motor 
Vehicle  Bureau  in  any  feasible  way  to  carry  out 
such  projects. 

Section  27  {see  223 ) 

Annual  Report  of  Subcommittee  on 
Addiction  to  Alcohol  and  Narcotics 

The  Subcommittee  on  Addiction  to  Alcohol 
and  Narcotics  is  composed  of  the  following  mem- 
bers: 

Marvin  A.  Block,  M.D.,  Chairman Erie 

Robert  N.  Baird,  M.D New  York 

Francis  X.  Haines,  M.D Broome 

Leonard  L.  Heimoff,  M.D New  York 

Granville  W.  Larimore,  M.D.,  First  Deputy 
Commissioner,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 

Henry  Brill,  M.D.,  Deputy  Commissioner  of 

Mental  Hygiene,  Adviser Albany 

Because  of  the  change  in  time  of  reporting, 
the  Subcommittee  on  Addiction  to  Alcohol 
and  Narcotics  has  had  but  one  meeting  this 
year.  A second  meeting  is  contemplated. 

Alcoholism.  In  a survey  made  of  the  var- 
ious county  committees  on  alcoholism,  activities 
are  reported  as  follows:  In  the  area  of  alco- 

holism, five  counties’  activities  consisted  of  coop- 
eration with  other  organizations  such  as  local 
health  departments,  educational  committees  on 
alcoholism,  welfare  councils,  Alcoholics  Anony- 
mous, and  other  organizations  interested  in  the 
problem.  Two  counties  provided  speakers  for 
professional  and  lay  organizations.  Five  coun- 
ties devoted  at  least  one  meeting  during  the  year 
to  the  discussion  of  alcoholism.  Two  of  these 
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counties  held  two  such  meetings  during  the 
past  year.  One  county  undertook  the  distribu- 
tion of  the  A.M.A.’s  Manual  on  Alcoholism  to 
all  its  members.  One  county  conducted  a survey 
on  alcoholism  among  its  internists,  general  prac- 
titioners, and  psychiatrists.  One  county  partici- 
pated in  a program  for  treatment  of  alcoholism 
in  its  county  penitentiary.  One  county  reported 
several  of  its  members  serving  on  committees 
devoted  to  the  problem  other  than  its  own  or- 
ganization. One  county  undertook  the  discus- 
sion of  the  problem  of  eighteen-year-olds  from 
other  states  drinking  in  its  area.  One  county 
is  participating  in  a study  of  all  facilities  for  re- 
habilitation of  alcoholics  in  an  attempt  to  coor- 
dinate these  activities. 

Narcotics.  In  the  area  of  narcotic  addiction, 
New  York  County  reported  on  its  progress  in 
gaining  an  increase  in  the  number  of  beds  made 
available  in  hospitals  for  such  patients. 

Only  ten  counties  of  the  21  which  have  com- 
mittees on  narcotic  addiction  and/or  alcoholism 
reported  on  their  activities.  This  points  up  the 
necessity  of  another  meeting  of  county  society 
representatives  interested  in  these  problems. 

Teaching.  The  teaching  of  alcoholism  pre- 
vention in  public  schools  was  again  taken  up 
by  the  subcommittee,  and  emphasis  was  placed 
on  the  teaching  of  objectivity  to  the  teachers 
handling  this  subject  among  high  school  stu- 
dents. Narcotic  addiction  and  its  teaching 
should  be  approached  in  the  same  way.  County 
medical  societies  in  the  areas  where  teachers 
training  schools  exist  were  urged  to  participate 
in  this  program. 

Miscellaneous.  The  subcommittee  decided 
that  a special  committee  on  nomenclature  be  es- 
tablished to  look  into  the  terminology  being  used 
in  connection  with  narcotic  addiction  and  alco- 
holism. 

Reports  from  Blue  Cross  and  Blue  Shield  pro- 
grams indicate  that  considerable  progress  has 
been  made  regarding  the  admission  of  narcotic 
addicts  and  alcoholics  to  general  hospitals,  par- 
ticularly in  the  New  York  City  area. 

Hospital  authorities  in  the  various  county 
areas  will  be  approached  by  representatives  of 
county  medical  societies  relative  to  their  re- 
sponsibilities in  the  treatment  of  alcoholism  and 
narcotic  addiction  with  a view  not  only  to  help- 
ing the  addicts,  but  to  help  train  medical  per- 
sonnel. 

The  reporting  of  addicts  was  a matter  which 
has  been  postponed  until  more  information  has 
been  provided  regarding  State  regulations. 

The  subcommittee  cooperated  with  the  State 
Departments  of  Health  and  Mental  Hygiene  in 
preparing  legislation  for  enactment  relative  to 
the  Public  Health  law  concerning  the  telephone 
prescription  of  class  B narcotics.  This  was  a 
confirmation  of  its  previous  action. 

Advances  in  the  field  of  alcoholism  by  the 
State  Department  of  Mental  Hygiene  were 
noted  and  discussed. 

Manuals  on  Alcoholism  are  still  available,  and 
your  subcommittee  is  prepared  to  furnish  these 
to  any  physicians  requesting  them. 


The  subcommittee  again  suggests  that  a joint 
meeting  be  held  with  the  Subcommittee  on  Men- 
tal Hygiene  with  a view  to  implementing  the 
program  outlined  by  the  Congress  on  Mental 
Health  of  the  American  Medical  Association. 

Section  28  {see  224) 

Annual  Report  of  Subcommittee  on 
Aging  and  Nursing  Homes 

The  Subcommittee  on  Aging  and  Nursing 
Homes  has  the  following  members: 

Samuel  R.  Powers,  Jr.,  M.D.,  Chairman 


Albany 

Marcelle  T.  Bernard,  M.D Bronx 

Ben  Albert  Borkow,  M.D Kings 

Stephen  A.  Graczyk,  M.D Erie 

Lawrence  S.  Kryle,  M.D Nassau 


Sidney  M.  Samis,  M.D.,  Adviser.  .New  York 

George  M.  Warner,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 

The  Subcommittee  on  Aging  and  Nursing 
Homes  has  held  three  meetings  since  last  April. 
The  principal  concern  of  the  subcommittee  has 
been  the  improvement  of  medical  care  in  nursing 
homes  in  New  York  State  and  interest  in  the 
proposed  accreditation  of  nursing  homes  on  a 
national  level  by  the  Joint  Council  of  the 
American  Medical  Association  and  the  American 
Nursing  Home  Association. 

The  subcommittee  with  the  approval  of  the 
Council  of  the  State  Medical  Society  plans  to 
discuss  the  maintaining  of  good  medical  care  in 
nursing  homes  in  the  State  with  representatives 
of  interested  groups,  such  as  State  and  City 
Welfare  Departments,  State  and  City  Health 
Departments,  the  Hospital  Association,  and 
labor  groups,  and  hopes  to  come  up  with  sug- 
gestions for  standards  for  accreditation  which 
will  solve  some  of  the  problems  facing  nursing 
homes  in  the  State. 

In  the  coming  months,  the  subcommittee 
plans  to  study  and  discuss  the  Metcalf- 
McCloskey  Bill  and  to  forward  its  recommenda- 
tions to  the  Council  of  the  State  Medical 
Society. 

The  subcommittee  is  also  interested  in  multi- 
screening programs  and  plans  to  cooperate 
with  an  intensive  multiscreening  effort  in  co- 
operation with  other  subcommittees. 

Section  29  {see  225 ) 

Annual  Report  of  Subcommittee  on  Cancer 

The  Subcommittee  on  Cancer  has  the  follow- 
ing membership: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman .... 


Monroe 

Emerson  Day,  M.D New  York 

Bernard  J.  Pisani,  M.D New  York 

Walter  S.  Walls,  M.D Erie 

Roald  N.  Grant,  M.D.,  Adviser . . . . New  York 


Vincent  H.  Handy,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 

The  subcommittee  is  acting  as  a coordinating 
group  for  State-wide  cancer  control  projects, 
including  those  of  the  State  Health  Department, 
the  American  Cancer  Society,  and  the  State 
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Medical  Society.  A list  of  persons  interested  in 
cancer  control — chairmen  of  county  medical 
societies  and  others — is  being  developed  and 
plans  are  being  made  to  stimulate  more  interest 
in  cancer  control  at  the  local  county  society 
level. 

The  Papanicolaou  smear  program  being  car- 
ried on  with  the  help  of  the  State  Health  De- 
partment’s Bureau  of  Cancer  Control,  Vincent 
H.  Handy,  M.D.,  director,  is  resulting  in  a sig- 
nificant increase  in  control  of  cervical  cancer  in 
New  York  State.  A report  of  what  one  county 
has  been  able  to  do  follows. 

Vaginal  Cytology  Program,  St.  Lawrence 
County.  St.  Lawrence  County,  situated  in 
northern  New  York,  is  the  largest  county  area- 
wise  in  the  State  and  is  essentially  rural  having 
only  two  communities  with  a population  over 
10,000  and  none  with  a population  over  15,000. 
Its  medical  laboratory  needs  are  met  by  two  fa- 
cilities, one  private  and  one  public. 

The  public  laboratory,  the  County  Labora- 
tory, maintains  branch  laboratories  and  serves 
the  needs  of  five  of  the  hospitals  in  the  county. 
The  private  laboratory  is  located  in  the  largest 
community  at  the  largest  hospital  in  the  county 
and  serves  that  hospital  community  and  sur- 
rounding area. 

When  it  was  decided  to  attempt  a county- wide 
vaginal  cytology  program,  we  were  faced  with 
these  basic  questions: 

(1)  Could  we  enlist  the  cooperation  of  both 
laboratory  facilities? 

(2)  Could  we  enlist  the  cooperation  of  the 
physicians  of  the  county? 

(3)  In  a large,  sparsely-settled  rural  area 
with  no  single  concentration  of  population, 
could  we  reach  and  enlist  cooperation  of  the 
women  of  the  county? 

(4)  If  necessary,  could  we  enlist  the  coopera- 
tion of  both  governmental  and  voluntary  health 
units  interested  in  the  problem  of  cancer 
detection? 

The  first  step,  the  chairman  of  the  board  of 
managers  of  the  County  Laboratory  (also  a phy- 
sician) sent  a questionnaire  to  each  member  of 
the  society  asking  if  they  would  cooperate  in 
such  a program,  provided  the  laboratory  testing 
was  done  free  of  charge.  Approximately  75  per 
cent  of  the  questionnaires  were  returned  and 
about  90  per  cent  of  these  indicated  approval 
and  promised  cooperation.  The  majority  of  the 
remainder  were  not  antagonistic  but  were  con- 
cerned about  the  possible  effect  of  the  service  on 
the  private  laboratory. 

Assured  of  the  backing  of  the  physicians,  the 
board  of  managers  of  the  County  Laboratory 
agreed  to  perform  such  examinations  free  of 
charge. 

Next,  the  proposed  program  was  submitted  to 
the  local  unit  of  the  Cancer  Society  and  they 
approved  sponsorship  and  cooperation  with  the 
Medical  Society  of  the  County  of  St.  Lawrence, 
and  this  was  followed  by  formal  approval  of  the 
county  medical  society,  both  organizations 
agreeing  to  the  appointment  of  Stuart  A.  Winn- 
ing, M.D.,  of  Ogdensburg,  as  chairman  of  the 
committee. 


The  Cancer  Division  of  the  New  York  State 
Health  Department  had  instituted  a hospital 
admissions  program  in  several  of  our  county 
hospitals  and  institution  of  such  a program  was 
being  considered  in  some  of  the  others. 

At  our  request  and  because  of  the  special  cir- 
cumstances, they  agreed  to  maintain  this  hospi- 
tal admission  program  during  the  campaign,  and 
thus  we  were  assured  that  the  private  labora- 
tory would  receive  a nominal  payment  for  this 
phase  of  the  program. 

To  cover  outpatient  service  to  the  physicians 
and  people  of  that  area  of  the  county  served  by 
the  private  laboratory,  we  petitioned  to  the  local 
county  unit  of  the  Cancer  Society  to  the  New 
York  State  Division,  Inc.,  of  the  American  Can- 
cer Society  for  a grant  of  $5,000  and  this  was 
approved. 

Some  ten  months  was  spent  in  preparation  be- 
fore the  campaign  could  be  launched,  which  was 
done  on  February  1,  1963.  The  committee  in 
charge  of  the  program  contacted  every  women’s 
organization  in  the  county  and  up  until  Septem- 
ber 30,  the  committee  had  made  arrangements 
for  a speaker  from  the  county  medical  society  to 
attend  some  40  meetings  of  women’s  organiza- 
tions relative  to  the  cytology  program.  At  such 
meetings  the  local  Cancer  Society  made  avail- 
able a film  on  the  subject. 

As  of  September  30,  1963,  eight  months  of  the 
year  planned  for  this  intensive  program  had 
passed.  This  eight-month  period  saw  the 
County  Laboratory  processing  slides  of  2,610 
women  and  the  private  laboratory  processing 
slides  of  1,550  women  or  a total  for  the  county  of 
4,160  women. 

Of  the  2,610  women  processed  by  the  County 
Laboratory,  2,164,  or  approximately  83  per  cent, 
came  from  private  physicians’  offices  and  about 

17  per  cent  from  the  hospital  admission  pro- 
gram. In  the  private  laboratory  out  of  the  1,550 
cases  screened,  1,468,  or  about  95  per  cent,  came 
from  private  physicians’  offices  and  only  5 per 
cent  from  the  hospital  admission  program.  In 
the  over-all  program,  88  per  cent  of  the  women 
screened  came  from  private  doctors’  offices. 

As  to  results,  the  County  Laboratory,  out  of 
2,610,  atypical  cells  considered  suspicious  and 
positive  were  found  in  19  patients.  Of  the  19, 
13  have  been  biopsied  and  a positive  diagnosis 
of  malignancy  made  and  there  are  still  6 patients 
under  study. 

Of  the  1,550  cases  at  the  private  laboratory, 

18  were  positive,  class  III.  Of  this  18,  11  were 
biopsied  and  4 found  cancerous.  Two  were 
class  IV  and  two  were  class  V.  Although  the 
program  is  not  yet  completed,  on  the  basis  of 
the  first  eight  months  we  feel  it  has  been  a suc- 
cess. Our  goal  for  the  year  was  10,000  and  we 
have  not  abandoned  hope  of  reaching  this  goal 
in  the  four  months  remaining  in  the  campaign 
period.  While  the  total  number  of  women  sur- 
veyed may  not  be  impressive  in  relation  to  such 
programs  in  larger  concentrations  of  our  popula- 
tion, in  an  area  such  as  ours  we  feel  it  represents 
a real  achievement  that  is  due  primarily  to  the 
remarkable  and  valued  cooperation  we  have  en- 
joyed in  every  phase  of  this  program. 
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As  indicated  in  the  introductory  statement, 
any  chance  for  success  of  this  program  depended 
on  an  affirmative  answer  to  the  four  major  ques- 
tions, and  the  program  has  become  a success  be- 
cause each  of  these  questions  was  answered  with 
a resounding  “aye.” 

We  know  without  the  help  of  the  Cancer  Divi- 
sion of  the  New  York  State  Health  Department 
as  well  as  that  of  the  State  Cancer  Society  this 
program  could  not  even  have  gotten  off  the 
ground  let  alone  become  successful,  but  we  must 
admit  a particular  pride  in  accomplishment  of 
the  individual  doctors  of  the  Medical  Society  of 
the  County  of  St.  Lawrence  and  of  the  fact  that 
88  per  cent  of  women  screened  were  office  pa- 
tients of  these  private  physicians  and  also  of 
their  willingness  to  accept  assignments  to  speak 
at  some  40  meetings  explaining  the  proposed 
program. 

After  all,  when  you  have  80  physicians  taking 
care  of  105,000  people  spread  over  a geographic 
area  larger  than  the  State  of  Delaware  and  they 
still  find  time  and  willingness  to  plan  and  carry 
out  a program  such  as  this,  it  should  give  pause 
to  even  the  most  violent  doctor  baiter. 

The  resolution  indicating  the  Medical  So- 
ciety’s acceptance  of  the  relationship  between 
cigaret  smoking  and  lung  cancer,  which  was 
passed  by  this  subcommittee,  was  approved  by 
the  House  of  Delegates  at  its  meeting  in  May, 
1963. 

Your  subcommittee  arranged  a General  Ses- 
sion on  “What  Can  the  Family  Doctor  Do  To 
Aid  Cancer  Control?”  for  the  annual  meeting  in 
May,  1963,  and  is  presenting  an  exhibit  on 
“Proctosigmoidoscopy  for  Asymptomatic  Can- 
cer” in  cooperation  with  the  American  Cancer 
Society  and  the  New  York  State  Department  of 
Health  at  the  annual  meeting  in  February,  1964. 

The  subcommittee  is  continuing  to  discuss  the 
problem  of  quackery  in  the  treatment  of  cancer. 

Your  chairman  has  been  asked  to  write  a “Let- 
ter to  the  Editor”  of  the  American  Journal  of 
Obstetrics  and  Gynecology  on  a paper  “When 
Should  Cancer  of  the  Cervix  be  Treated?”  by 
John  B.  Graham,  M.D. 

Section  30  {see  226 ) 

Annual  Report  of  Subcommittee  on 
Chronic  Pulmonary  Disease 

The  Subcommittee  on  Chronic  Pulmonary 
Disease  is  composed  of  the  following  members: 

Frederick  Beck,  M.D.,  Chairman.  . . .Otsego 


Harry  Golembe,  M.D Sullivan 

John  H.  McClement,  M.D New  York 

Carl  Muschenheim,  M.D New  York 


William  Warriner  Woodruff,  M.D. . Franklin 
The  Subcommittee  on  Chronic  Pulmonary 
Diseases  has  been  concerned  chiefly  with  the 
development  of  the  program  in  the  field  of  non- 
tuberculous  respiratory  disease  which  is  being 
sponsored  by  national,  state,  and  local  lay  or- 
ganizations, and  the  chairman  has  had  the  privi- 
lege of  meeting  on  several  occasions  with  the 
technical  advisory  committee  of  the  New  York 
State  Tuberculosis  and  Respiratory  Disease  As- 
sociation. This  group  is  composed  of  physicians 


who  have  been  giving  advice  concerning  case 
finding,  technical  equipment,  and  treatment  fa- 
cilities. A review  of  diagnostic  and  treatment 
facilities  in  upstate  New  York  was  made  in  order 
to  evaluate  the  current  status  of  such  facilities. 

We  have  had  the  opportunity  of  reviewing  a 
report  of  the  New  York  State  Department  of 
Health  concerning  the  public  health  problem  of 
nontuberculous  respiratory  disease  in  upstate 
New  York,  and  it  is  expected  that  we  will  par- 
ticipate in  a consultative  capacity  in  the  promul- 
gation of  any  program  that  is  indicated. 

The  subcommittee  has  had  correspondence 
and  conferences  with  representatives  of  several 
medical  schools  concerning  the  teaching  of  res- 
piratory disease  and  the  possibilities  of  securing 
financial  assistance  in  the  development  of 
stronger  programs  in  this  field.  At  present,  the 
problem  seems  to  be  more  one  of  stimulating 
interest  in  young  physicians  for  training  in  pul- 
monary disease  rather  than  the  problem  of 
financial  support. 

The  problem  of  the  care  of  chronic  disabling 
nontuberculous  pulmonary  disease  under  wel- 
fare programs  continues  to  be  a subject  of  study, 
and  it  is  apparent  that  the  facilities  for  the  care 
of  such  patients  are  deficient  in  many  areas  in 
rural  New  York. 

Section  31  {see  229 ) 

Annual  Report  of  Subcommittee  on 
Continuing  (Postgraduate)  Education 

The  Subcommittee  on  Continuing  (Postgrad- 
uate) Education  has  the  following  member- 
ship: 

Franklyn  B.  Amos,  M.D.,  Chairman . Albany 


Matthew  Brody,  M.D Kings 

Edward  F.  Marra,  M.D Erie 

Ralph  C.  Parker,  Jr.,  M.D Monroe 


Support  in  the  amount  of  $27,980  has  been 
obtained  from  the  Public  Health  Service  to  in- 
itiate a Study  of  Continuing  Medical  Education 
in  New  York  State.  This  Study  will  have  three 
phases: 

1.  Development  of  instruments  to  obtain 
information: 

(a)  From  physicians  on  their  continuing 
education  activities,  their  desires  for  continua- 
tion education,  the  sources,  time,  and  place  they 
would  like  it  to  be  given. 

(i b ) From  the  resources  providing  continuing 
education  concerning  experiences  now  provided, 
what  they  plan  to  do,  how  well  their  resources 
are  used,  the  extent  to  which  they  can  expand  or 
revise  their  present  offerings. 

2.  Conduct  a survey  by  questionnaire  of  the 
total  physician  population  of  upstate  New  York 
or  selected  samples  thereof,  and/or  interview  of 
selected  samples. 

3.  Develop  a State-wide  comprehensive  plan 
for  continuing  medical  education  for  the  physi- 
cians in  New  York  State.  This  will  be  expected 
to  incorporate  and  possibly  supplement,  but  not 
supplant,  existing  provisions  for  continuing 
medical  education. 


1386  New  York  State  Journal  of  Medicine  / June  1,  1964 


Section  32  {see  230 ) 

Annual  Report  of  Subcommittee  on  Film  Review 

The  Subcommittee  on  Film  Review  is  com- 
posed of  the  following  members: 

Kenneth  B.  Olson,  M.D.,  Chairman.  .Albany 

Eli  E.  Lazarus,  M.D New  York 

James  J.  Quinlivan,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . .Albany 
During  the  past  year  the  Subcommittee  on 
Film  Review  has  functioned  chiefly  through  the 
State  Department  of  Health  in  Albany.  A total 
of  about  25  films  have  been  reviewed  and  16 
medical  films  have  been  purchased  for  dissemina- 
tion to  nurses  and  physicians  in  New  York  State. 
Mr.  John  J.  Tiley,  who  is  the  film  library 
supervisor,  has  been  able  to  send  reviews  of  these 
films  to  the  New  York  State  Journal  of 
Medicine  for  publication. 

During  the  year,  November  1,  1962,  through 
November  1,  1963,  the  following  films  have  been 
distributed: 


Indi- 

vidual 

Ship- 

Films 

Category 

ments 

Used 

Private  physician 

147 

201 

Medical  staff  of  hospitals 

714 

1,251 

Medical  schools 

150 

237 

Pharmacy  schools 

0 

0 

Nursing  schools 

2,724 

5,229 

Public  health  staffs 

627 

1,050 

Voluntary  health  agencies 

366 

537 

Colleges,  biosciences 

333 

575 

During  the  month  of  October,  1963,  more  films 
were  distributed  than  in  any  other  month  in  the 
history  of  the  film  library. 

The  chairman  of  the  subcommittee  met  with 
the  Committee  on  Public  Health  and  Education 
at  the  New  York  State  Health  Department 
through  the  year  and  offered  the  use  of  medical 
films  to  all  interested. 

A meeting  of  the  subcommittee  was  held  at  the 
Department  of  Health  on  September  23,  1963. 
This  was  attended  by  Kenneth  B.  Olson,  M.D., 
chairman,  and  James  Quinlivan,  M.D.,  of  the 
State  Department  of  Health.  Eli  Lazarus, 
M.D.,  was  unable  to  attend.  The  activities  of 
the  film  library  were  reviewed  at  first  hand  and 
several  films  were  reviewed.  Several  discussions 
were  had  concerning  the  use  of  medical  films  by 
professional  groups,  and  it  was  felt  that  again  we 
must  circularize  the  hospitals  and  medical 
schools  of  the  State  to  make  them  familiar  with 
the  film  library.  If  any  physician  or  group  of 
physicians  would  like  to  have  a certain  film  made 
available  to  them,  the  subcommittee  would  be 
glad  to  review  any  films  and  recommend  those 
that  it  believes  would  be  valuable  to  the 
physicians  of  New  York  State. 

Section  33  {see  231) 

Annual  Report  of  Subcommittee  on 
General  Practice 

The  Subcommittee  on  General  Practice  is 
composed  of  the  following: 


Royal  S.  Davis,  M.D.,  Chairman 

Westchester 


Carl  B.  Alden,  M.D Jefferson 

Arthur  Howard,  M.D Fulton 

Joseph  J.  Kaufman,  M.D.  Wayne 

Charles  C.  Mangi,  M.D Queens 

Robert  P.  Whalen,  M.D.,  New  York  State 

Department  of  Health,  Adviser Albany 


This  subcommittee  did  not  meet  during  the 
time  between  meetings  of  the  House  of  Dele- 
gates. However,  members  of  the  subcommittee 
have  been  included  in  meetings  of  other  sub- 
committees, such  as  Youth  Health  and  Fitness, 
where  matters  of  interest  to  this  subcommittee 
were  involved. 

Section  34  {see  232 ) 

Annual  Report  of  Subcommittee  on  Glaucoma 
and  Other  Diseases  of  the  Eye 

The  Subcommittee  on  Glaucoma  and  Other 
Diseases  of  the  Eye  is  composed  of  the  follow- 
ing members: 

James  I.  Farrell,  M.D.,  Chairman.  . .Oneida 


Willard  E.  Austen,  M.D New  York 

John  F.  Gipner,  M.D Monroe 


Edward  R.  Schlesinger,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

There  has  been  no  meeting  of  the  entire  sub- 
committee since  the  last  meeting  of  the  State 
Medical  Society.  However,  the  chairman  can 
report  that  there  are  19  glaucoma  screening 
clinics  now  being  conducted  and  another  prob- 
able one  to  start  in  the  near  future.  He  has  had 
conferences  with  Ward  L.  Oliver,  M.D.,  of  the 
State  Health  Department,  concerning  the  revi- 
sion of  the  Department’s  pamphlet  “Glaucoma 
Program  Guide,”  and  the  setting  up  of  the  glau- 
coma screening  project  held  at  the  New  York 
State  Exposition  in  Syracuse  the  last  week  in 
August. 

We  have  gotten  nowhere  in  our  effort  to  help 
the  State  Motor  Vehicle  Department  on  a proj- 
ect to  examine  the  eyes  of  present  drivers  and 
potential  drivers  throughout  the  State. 

Section  35  {see  233) 

Annual  Report  of  Subcommittee  on 
Hard  of  Hearing  and  the  Deaf 

The  Subcommittee  on  Hard  of  Hearing  and 
the  Deaf  is  composed  of  the  following  members: 
Karl  W.  Gruppe,  M.D.,  Chairman.  . . Oneida 


John  F.  Daly,  M.D New  York 

Gordon  D.  Hoople,  M.D Onondaga 

Anne  M.  Bahlke,  M.D.,  New  York  State 
Department  of  Health,  Adviser Albany 


Clarence  D.  O’Connor,  Ph.D.,  Adviser. 

New  York 

Mrs.  Eleanor  C.  Ronnei,  Adviser.  .New  York 
The  subcommittee  held  a meeting  on  October 
23,  1963,  and  among  other  problems  discussed 
the  manner  of  determining  compensable  hearing 
impairment  based  on  three  audiometric  exami- 
nations made  at  intervals  at  least  one  week  apart. 
It  was  agreed  that  a report  would  be  sent  to  the 
Chairman  of  the  Workmen’s  Compensation 
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Board  stating  that  the  attention  of  the  sub- 
committee had  been  drawn  to  a lack  of  uniform 
interpretation  of  the  application  of  the  ruling 
relative  to  arriving  at  the  percentage  of  hearing 
loss  after  exposure  to  noise  and  expressing  the 
feeling  of  the  subcommittee  that  audiograms 
should  be  given  a certain  number  of  hours  after 
exposure  to  noise  and  that  the  best  average 
audiogram  should  be  used,  not  the  average  of 
the  best  readings  at  500,  1,000,  and  2,000  cycles 
per  second,  as  stated  in  the  recommended 
formula. 

The  subcommittee  is  attempting  to  solve  the 
problem  of  transporting  hard  of  hearing  children 
to  testing  and  treatment  centers  and  is  interested 
in  the  use  of  uniform  symbols  on  forms  used  in 
testing  children,  as  well  as  the  updating  of 
these  forms.  The  subcommittee  expressed  its 
willingness  to  sit  down  with  interested  persons 
to  help  solve  these  problems. 

Reports  have  come  to  the  subcommittee 
about  community  hearing  tests  held  under  the 
auspices  of  business  men,  without  medical  super- 
vision, and  the  subcommittee  expressed  its  dis- 
approval of  such  tests  and  recommends  to  all 
county  medical  societies  that  in  the  future  all 
such  community  projects  be  cleared  through 
the  county  medical  societies  and  be  under  the 
supervision  of  the  medical  profession. 

Section  36  {see  234 ) 

Annual  Report  of  Subcommittee  on  Health 
Aspects  of  Ionizing  Radiation 

The  Subcommittee  on  Health  Aspects  of 
Ionizing  Radiation  has  the  following  member- 
ship: 

Norman  Simon,  M.D.,  Chairman. . . New  York 

William  H.  Foege,  M.D New  York 

John  F.  Roach,  M.D Albany 

Walter  T.  Murphy,  M.D Erie 

John  H.  Wentworth,  M.D Nassau 

Hanson  Blatz,  New  York  City  Department  of 

Health,  Adviser New  Y ork 

John  Harley,  Atomic  Energy  Commission, 

Adviser N ew  Y ork 

James  H.  Lade,  M.D.,  New  York  State  De- 
partment of  Health,  Adviser Albany 

During  1963  one  of  the  chief  functions  of  the 
subcommittee  was  to  familiarize  the  members 
of  the  Medical  Society  of  the  State  of  New 
Y ork  with  changes  in  the  legislation  and  control 
of  the  use  of  ionizing  radiation.  In  addition  the 
subcommittee  aimed  to  present  some  of  the 
newer  knowledge  on  the  somatic  and  genetic  ef- 
fects of  radiation.  A group  of  the  most  expert 
speakers  on  these  subjects  was  assembled  for  the 
1963  meeting  of  the  Medical  Society  of  the  State 
of  New  York,  and  a General  Session  was  devoted 
to  discussion  of  the  Health  Aspects  of  Ionizing 
Radiation.  The  information  presented  to  the 
limited  audience  attending  the  convention  will 
also  be  available  to  those  members  who  were 
unable  to  attend  the  meeting  when  the  material 
is  published  in  the  New  York  State  Journal 
of  Medicine. 

The  subcommittee  continues  to  cooperate 
with  the  Health  Department  of  the  City  of  New 


York  and  with  the  New  York  State  Department 
of  Health  in  this  early  period  of  transfer  of  regu- 
lation and  licensure  of  radioactive  materials  from 
the  United  States  Atomic  Energy  Commission 
to  the  State  of  New  York. 

A program  for  cooperation  with  other  sub- 
committees in  an  attempt  to  continue  to  present 
newer  attitudes  on  safe  procedures  in  radiation 
is  planned. 

Section  37  ( see  235) 

Annual  Report  of  Subcommittee  on 
Heart  Disease 

The  Subcommittee  on  Heart  Disease  is  com- 
posed of  the  following  members: 

David  G.  Greene,  M.D.,  Chairman Erie 


A.  Wilbur  Duryee,  M.D New  York 

Irving  L.  Ershler,  M.D Onondaga 

John  J.  Finigan,  M.D Monroe 

Marjorie  Greene,  M.D Nassau 

I.  Jay  Brightman,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . .Albany 

J.  G.  Fred  Hiss,  M.D.,  New  York  State  De- 
partment of  Health,  Adviser Albany 


The  subcommittee  met  on  September  17, 
1963.  It  approved  the  following  statement  of 
its  commission  which  was  developed  at  the  re- 
quest of  Dr.  Fineberg: 

The  duties  of  the  subcommittee  are: 

1.  To  be  alert  to  current  developments  in 
heart  disease,  particularly  as  they  relate  to  the 
State  Medical  Society. 

2.  To  plan  indicated  action  for  the  State 
Medical  Society  or  its  officers. 

3.  To  recommend  such  action  to  the  State 
Society  through  the  Council  Committee  on  Pub- 
lic Health  and  Education. 

4.  To  carry  out  on  its  own  initiative  such 
meetings  or  conferences  as  would  seem  to  be 
helpful  in  performing  the  above  duties. 

The  subcommittee  recommended  that  the 
State  Medical  Society  participate  in  a program 
on  stroke  rehabilitation  with  the  New  York 
State  Heart  Assembly,  Inc.,  the  New  York 
Heart  Association,  the  New  York  City  Depart- 
ment of  Health,  the  New  York  State  Depart- 
ment of  Health,  and  the  Division  of  Vocational 
Rehabilitation,  Department  of  Education.  It 
approved  the  appointment  of  a delegate  to  the 
liaison  committee  for  stroke  rehabilitation  and 
recommended  establishment  of  a central  clear- 
ing house  for  administration  and  staff  work  of 
the  liaison  committee. 

It  approved  in  principle  the  proposal  of  the 
Rehabilitation  Committee  of  the  New  York 
State  Heart  Assembly  for  a program  on  the 
rehabilitation  of  coronary  heart  disease  for  the 
annual  meeting  of  the  Medical  Society  of  the 
State  of  New  York. 

It  approved  in  principle  the  development  of  a 
Cardiac  Arrest  Registry  in  New  York  City. 

The  collaborative  efforts  on  the  teaching  of 
cardiopulmonary  resuscitation,  in  which  the 
State  Medical  Society  has  joined,  continue  to 
bear  fruit.  A total  of  180  courses  have  resulted 
in  the  training  of  4,126  physicians  and  2,196  non- 
physicians as  of  October  1, 1963. 
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The  program  of  the  New  York  State  Health 
Department  and  the  New  York  State  Heart  As- 
sembly in  surveying  the  use  of  prophylaxis  in 
rheumatic  fever  was  reviewed  for  the  informa- 
tion of  the  subcommittee.  This  program  is  in 
the  fact-finding  stage. 

In  collaboration  with  the  Rehabilitation  Com- 
mittee of  the  New  York  State  Heart  Assembly, 
a series  of  articles  on  cardiac  rehabilitation  have 
been  developed  for  publication  in  the  New  York 
State  Journal  of  Medicine  for  the  coming 
year. 

The  program  for  courses  on  cardiovascular 
diseases  for  physicians  throughout  the  counties 
of  the  State  was  reviewed.  These  courses  have 
been  described  in  the  New  York  State  Jour- 
nal of  Medicine,  volume  63,  page  1729,  June  1, 
1963.  These  teaching  clinics  are  available  to 
interested  communities  on  request  to  the  New 
York  State  Health  Department  through  local 
health  officers. 

Section  38  {see  236 ) 

Annual  Report  of  Subcommittee  on 
Maternal  and  Child  Welfare 

The  Subcommittee  on  Maternal  and  Child 
Welfare  is  composed  of  the  following  members: 


Ferdinand  J.  Schoeneck,  M.D.,  Chairman.  . . . 

Onondaga 

Edward  C.  Hughes,  M.D Onondaga 

Harold  Jacobziner,  M.D New  York 

Bernard  J.  Pisani,  M.D New  York 

Clyde  L.  Randall,  M.D Erie 

Dale  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 


1.  Members  of  the  subcommittee  and  re- 
gional obstetric  and  pediatric  consultants  have 
been  contacted  for  reaction  to  and  suggestions 
on  how  to  carry  out  the  expanded  program  of  the 
subcommittee. 

2.  Organization  of  a perinatal  mortality  and 
morbidity  program  in  Region  7 is  being  or- 
ganized as  an  expansion  of  the  program  of  Re- 
gion 8 (Central  New  York  Maternal  and  Peri- 
natal Mortality  Study). 

3.  The  Section  on  Maternal  Welfare  (to  be 
renamed  the  Section  on  Maternal  and  Child 
Welfare)  in  the  New  York  State  Journal  of 
Medicine  has  been  continued.  The  following 
articles  were  published: 

(а)  Pathologic  Classification  of  Fetal  and 
Neonatal  Mortalities,  April  15,  1963 

(б)  Analysis  of  300  Maternal  Mortalities, 
June  1, 1963 

(c)  Maternal  Deaths  Due  to  Rupture  of 
Uterus,  September  15,  1963 

In  addition,  several  other  articles  have  been 
accepted  for  publication.  Requests  have  been 
made  for  papers  on  perinatal  and  pediatric  sub- 
jects. The  subcommittee  feels  more  postgrad- 
uate effort  should  be  made  on  pediatric  and  peri- 
natal problems. 

4.  Keith  Preston,  M.D.,  of  Utica,  has  been 
appointed  as  obstetric  regional  consultant  in 
Region  8 to  succeed  the  former  consultant. 
Paul  V.  Brinley,  M.D.,  of  Patchogue,  has  been 
appointed  obstetric  consultant  of  Region  2 to 


succeed  Edward  Cartnick,  M.D.,  of  Garden 
City.  Efforts  are  under  way  to  fill  the  vacancy 
of  regional  obstetric  consultant  in  Region  12, 
which  has  existed  for  some  time. 

The  study  and  analysis  of  maternal  mortalities 
and  other  deaths  associated  with  pregnancy  has 
been  continued  and  extended  to  cover  the  entire 
State.  (Prior  to  1961  only  the  upstate  New 
York  area  was  included  in  the  analysis.)  At 
the  time  of  preparation  of  this  report,  approxi- 
mately 575  mortalities  have  been  processed  on 
McBee  punch  cards.  The  case  analyses  have 
been  used  for  several  published  reports. 

An  operational  budget  was  granted  for  the  ex- 
panded program  of  the  subcommittee. 

Section  39  {see  237) 

Annual  Report  of  Subcommittee  on 
Mental  Hygiene 

The  membership  of  the  Subcommittee  on 
Mental  Hygiene  for  the  year  1962-1963  is  as 
follows: 

C.  Douglas  Darling,  M.D.,  Chairman 


Tompkins 

Matthew  Brody,  M.D Kings 

Frederick  H.  Hesser,  M.D Albany 

Herman  B.  Snow,  M.D Dutchess 

Reginald  R.  Steen,  M.D Nassau 

Henry  Brill,  M.D.,  Deputy  Commissioner, 
New  York  State  Department  of  Mental  Hy- 
giene, Adviser Albany 


Leonard  C.  Lang,  M.D.,  New  York  State 
Department  of  Mental  Hygiene,  Adviser 
Albany 

This  report  covers  the  period  from  May,  1963, 
to  November,  1963,  and  although  this  is  a rela- 
tively short  period  of  time,  many  things  have 
been  going  on  in  the  subcommittee. 

On  July  18,  1963,  the  chairman  met  with  the 
parent  Committee  on  Public  Health  and  Educa- 
tion in  Albany  for  a full  day’s  meeting.  The 
chairman  reported  on  the  activities  of  the  sub- 
committee, on  the  A.M.A.  National  Congress 
for  Mental  Health,  and  on  the  plans  for  a com- 
mittee to  be  appointed  by  Paul  Hoch,  M.D., 
Commissioner  of  Mental  Hygiene,  to  plan  for 
future  mental  health  reorganization  in  New 
York  State. 

On  October  3, 1963,  the  Ad  Hoc  Committee  on 
Programs  for  Continuing  Education  in  Psy- 
chiatry for  Nonpsychiatric  Physicians  met  and 
discussed  past  and  future  programs.  A pattern 
has  slowly  evolved  in  working  out  such  pro- 
grams. It  is  the  belief  of  this  ad  hoc  committee 
(which  has  interlocking  membership  with  the 
Subcommittee  on  Mental  Hygiene)  that  these 
programs  are  most  successful  when  the  request 
for  the  program  is  initiated  by  the  local  members 
of  the  Academy  of  General  Practice  or  some  such 
similar  body  of  general  practitioners.  Help  in 
setting  up  these  programs  is  now  available 
through  several  sources — one  of  them  being  the 
Department  of  Mental  Hygiene  through  Dr. 
Lang  and  Dr.  Philip  Wexler,  another  being  the 
Committee  on  Mental  Health  of  the  New  York 
State  Academy  of  General  Practice,  and  another 
the  General  Practitioner’s  Project  of  the  Ameri- 
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can  Psychiatric  Association  in  Washington, 
D.C. 

Funds  are  available  through  the  Department 
of  Mental  Hygiene  for  planning  and  for  partial 
payment  of  the  teachers  in  this  program.  In 
some  instances  where  the  programs  are  unusu- 
ally successful  and  wish  to  become  ongoing, 
year  by  year,  they  are  supported  by  a grant  from 
the  National  Institute  of  Mental  Health.  This 
is  now  true  in  the  Bronx  where  Isidore  Sternlieb, 

M. D.,  has  been  doing  so  much  excellent  work 
along  this  line.  It  is  also  true  in  Brooklyn  and 
has  been  for  the  past  several  years. 

Throughout  this  past  year  the  ad  hoc  com- 
mittee has  met  every  three  or  four  months  and 
the  chairman  of  the  subcommittee  has  acted  as 
chairman  of  this  ad  hoc  committee.  All  these 
programs  are  eminently  worthwhile;  they  have 
been  received  very  well  indeed  and  should  be 
continuously  promoted.  Also,  in  May,  1963,  a 
symposium  on  this  entire  matter  was  sponsored 
by  the  mental  health  committee  of  the  Medical 
Society  of  the  County  of  Kings  (Matthew 
Brody,  M.D.,  chairman).  An  entire  day  was 
spent  by  about  60  delegates  discussing  the 
methods  of  teaching  and  the  content  of  what 
should  be  taught.  This  ad  hoc  committee  will 
either  now  be  disbanded  or  it  will  meet  in  a 
year’s  time  if  it  is  felt  necessary. 

As  was  reported  last  year,  the  Mental  Hygiene 
Subcommittee  is  acting  as  the  steering  com- 
mittee in  the  continuing  program  launched  by 
the  First  National  Congress  on  Mental  Health, 
sponsored  by  the  American  Medical  Association. 
The  chairman  has  written  Walter  Wolman, 
Ph.D.,  secretary  of  the  A.M.A.’s  Council  on 
Mental  Health,  asking  for  any  available  funds 
that  might  be  used  for  secretarial  and  other  help. 
Duncan  Whitehead,  M.D.,  will  be  the  liaison 
from  the  Association  of  District  Branches  of  the 
American  Psychiatric  Association.  A tentative 
meeting  is  planned  for  either  March  or  April, 
1964,  to  include  the  central  medical  committee, 
representatives  from  the  district  branches,  rep- 
resentatives from  the  New  York  State  Associa- 
tion of  Mental  Health,  and  possibly  some  others. 
This  will  be  an  informational  meeting  primarily 
to  acquaint  these  different  groups  with  the  con- 
tinuing plans  now  being  made  in  Albany  on 
“plans  for  using  the  Federal  Grant”  from  the 

N. I.M.H. 

Paul  Hoch,  M.D.,  Commissioner  of  Mental 
Hygiene,  has  appointed  a State  committee  to 
plan  the  reorganization  of  mental  health  facili- 
ties in  New  York  State  in  light  of  a Federal 
grant.  The  present  grant  is  a sum  of  approxi- 
mately $286,000  for  each  of  two  years  beginning 
July  1,  1963.  The  final  report  will  be  completed 
July  1,  1965.  The  chairman  of  this  subcom- 
mittee was  requested  by  William  L.  Wheeler, 
Jr.,  M.D.,  president,  to  represent  the  Medical 
Society  on  this  central  committee  and  the  execu- 
tive committee.  The  committee  has  already  had 
its  first  meeting  in  Albany  on  Tuesday,  October 
8,  1963,  and  the  chairman  attended.  This  is  a 
most  worthwhile  project  but  there  is  not  room 
here  to  go  into  detail.  The  Medical  Society  will 
be  kept  informed  as  things  go  forward. 


The  Mental  Hygiene  Subcommittee  has  spent 
a good  deal  of  time  discussing  how  the  Medical 
Practice  Law  applies  to  the  practice  of  psycho- 
therapy by  psychologists.  There  seems  to  be  no 
real  confusion  in  the  law  but  there  is  confusion 
in  the  enforcement  of  the  law.  Mr.  William  F. 
Martin  and  Mr.  J.  Richard  Bums  were  asked  to 
give  us  legal  counsel  in  regard  to  procedure  in 
this  area.  They  suggested  that  the  subcom- 
mittee gather  case  histories  involving  certain 
procedures  as  the  first  step  in  whatever  move  is 
to  be  taken  along  the  lines  of  law  enforcement. 
These  cases  will  be  gathered  by  yet  another  sub- 
committee. This  special  subcommittee  is  com- 
posed of  Matthew  Brody,  M.D.,  chairman, 
Reginald  R.  Steen,  M.D.,  and  Duncan  White- 
head,  M.D.  When  these  cases  have  been  docu- 
mented, the  entire  subcommittee  may  need  to 
meet  again  next  spring. 

The  chairman  has  cooperated  with  Henry  I. 
Fineberg,  M.D.,  and  James  Greenough,  M.D., 
in  corresponding  with  the  many  people  and  agen- 
cies that  make  inquiry  to  the  Medical  Society  in 
the  area  of  mental  health.  There  have  been  a 
great  many  of  these  inquiries  this  year. 

This  subcommittee  has  recommended  to  the 
Council  that  it  endorse  a research  project  of  the 
American  Bar  F oundation  on  mental  illness  and 
criminal  law.  This  research  project  will  investi- 
gate present  procedures  in  courts  and  in  the 
community  regarding  the  relationship  of  psy- 
chiatry to  the  law.  This  appears  to  be  an  ex- 
cellent research  project  and  it  is  hoped  that  the 
medical  profession  will  give  it  their  full  coopera- 
tion. 

I wish  to  thank  Dr.  Greenough  particularly 
and  also  Miss  Gretchen  Wunsch  for  their  great 
help  in  the  work  of  this  subcommittee.  It  has 
been  a pleasure  to  help  to  coordinate  the  work 
of  this  subcommittee  this  year. 

Section  40  {see  238 ) 

Annual  Report  of  Subcommittee  on 
Operating  Room  Mortality 

The  Subcommittee  on  Operating  Room 
Mortality  is  composed  of  the  following  members: 


Richard  Ament,  M.D.,  Chairman Erie 

Milton  Helpern,  M.D New  York 

Valentino  D.  B.  Mazzia,  M.D New  York 

Frederick  Beck,  M.D.,  Adviser Otsego 


An  epidemiologic  study  of  immediate  anes- 
thetic-surgical mortality  has  been  continued 
during  the  past  year  in  the  New  York  City  area. 

Negotiations  are  under  way  to  initiate  a pilot 
program  of  reporting  and  study  of  these  cases  in 
Erie  County  in  conjunction  with  the  New  York 
State  Health  Department.  This  pilot  program 
may  serve  as  a model  for  similar  studies  through- 
out upstate  New  York. 

Section  41  {see  239 ) 

Annual  Report  of  Subcommittee  on 
Youth  Health  and  Fitness 

The  Subcommittee  on  Youth  Health  and 
Fitness  has  the  following  membership: 

Frederick  A.  Groff,  Jr.,  M.D.,  Chairman 

Schenectady 
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William  E.  Ayling,  M.D Onondaga 

Thomas  S.  Bumbalo,  M.D Erie 

Royal  S.  Davis,  M.D Westchester 

Harold  Jacobziner,  M.D New  York 

Leo  V.  Feichtner,  M.D.,  State  Education 

Department,  Adviser Albany 

Dale  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 


The  Subcommittee  on  Youth  Health  and  Fit- 
ness has  held  two  meetings  since  the  last  report 
to  the  House,  June  11  and  October  24, 1963.  We 
felt  that  our  primary  aims  should  be  to  change 
the  yearly  school  examination  to  a periodic 
examination,  improve  the  standards  of  the 
school  physical  examination,  advise  medical 
consultation  to  the  schools  in  hearing,  and  im- 
prove the  health  teaching  in  the  schools. 

The  subcommittee,  in  considering  a sugges- 
tion that  the  New  York  State  School  Health 
Manual  be  revised  by  the  State  Education  De- 
partment with  the  help  of  the  Medical  Society 
of  the  State  of  New  York  and  other  interested 
groups,  went  on  record  as  recognizing  that  the 
manual  has  not  been  revised  because  Dr. 
Feichtner  of  the  State  Education  Department 
feels  that  the  periodic  letters  now  sent  to  all 
school  physicians,  nurses,  and  administrators 
containing  pertinent  facts  adequately  answer 
any  questions  which  would  arise,  are  much 
easier  to  keep  up  to  date,  and  have  replaced  the 
manual. 

The  subcommittee  felt  that  the  number  of 
physical  examinations  for  sports  and  working 
papers  could  be  cut  down  and  that  there  are 
many  unnecessary  examinations  performed  each 
year  which  prevent  the  school  physician  from  do- 
ing a proper  job.  The  subcommittee  learned 
that  any  change  in  the  yearly  examination  would 
be  opposed  by  parent-teacher  groups  and  the 
State  Education  Department.  Periodic  exam- 
inations are  recommended  by  the  American 
Medical  Association,  the  American  Academy  of 
Pediatrics,  and  the  National  Education  Associa- 
tion, and  it  does  appear  that  more  and  more 
school  examinations  are  being  done  by  family 
physicians. 

The  subcommittee  went  on  record  as  feeling 
that  school  psychologists  should  not  refer  chil- 
dren to  other  psychologists,  but  to  the  school 
physician  or  the  family  physician. 

The  need  for  physical  fitness  programs  in  the 
elementary  parochial  schools  was  discussed  and 
Dr.  Bumbalo  is  going  to  contact  the  St.  Luke’s 
Guild. 

This  subcommittee  recommended  to  the  Pub- 
lic Health  and  Education  Committee  the  value 
of  complete  fitness  to  include  physical  and  men- 
tal fitness  and  disapproves  any  concept  of  physi- 
cal fitness  which  stresses  muscle  building  per  se, 
and  recommended  also  that  local  medical 
societies  be  alerted  to  the  possibility  of  physical 
fitness  programs  in  their  own  communities  and 
see  that  these  fit  in  with  the  whole  concept  of 
physical  and  mental  health  and  not  just  consti- 
tute “muscle  building.” 

We  have  cooperated  with  the  Subcommittees 
on  General  Practice  and  Accident  Prevention  in 
various  projects  that  have  affected  us  jointly. 


Section  42  {see  255,  257 ) 

Annual  Report  of  Publication  Committee 

To  the  House  of  Delegates,  Gentlemen : 

The  Publication  Committee  consists  of  the 
following  members: 

George  Hinder,  M.D.,  Chairman.  .New  York 


Albert  H.  Douglas,  M.D Queens 

Granville  W.  Larimore,  M.D Albany 

Charles  R.  Mathews,  M.D Monroe 

James  H.  Wall,  M.D Westchester 


William  Hammond,  M.D.,  Editor 

Westchester 

Henry  I.  Fineberg,  M.D.,  Adviser.  . . .Queens 

During  1963,  your  Publication  Committee  has 
met  six  times:  the  1962-1963  committee,  under 

the  chairmanship  of  Alfred  P.  Ingegno,  M.D., 
on  February  27  and  April  24,  and  the  1963-1964 
committee,  under  the  chairmanship  of  George 
Hinder,  M.D.,  on  June  12,  September  25, 
November  20,  and  December  18. 

With  the  realignment  of  responsibilities  at  the 
State  Society  headquarters  office,  placing  the 
Medical  Directory  under  the  supervision  of  the 
executive  vice-president,  the  Publication  Com- 
mittee is  responsible  now  for  the  semimonthly 
scientific  publication  of  the  Medical  Society  of 
the  State  of  New  York,  the  New  York  State 
Journal  of  Medicine.  However,  we  are 
pleased  to  note  that  the  committee  has  been 
consulted  frequently  concerning  changes  and 
improvements  in  the  Directory. 

In  addition,  because  of  the  close  liaison  be- 
tween the  Journal  and  the  Library  of  the  Kings 
County  Medical  Society,  which  is  the  official 
library  for  the  Medical  Society  of  the  State  of 
New  York,  we  are  including  the  report  of  the 
librarian  with  our  annual  report. 

New  York  State  Journal  of  Medicine 

Primary  concern  of  the  committee  and  the 
Journal  staff  during  the  past  year  has  been  to 
follow  the  directive  of  the  1963  House  of  Dele- 
gates “that  the  Journal  be  continued  at  the 
same  high  standard  as  in  the  past,”  and  at  the 
same  time  to  keep  expenditures  to  a minimum 
because  of  the  decrease  in  advertising  income. 

Since  two  reference  committees  of  the  1963 
House  of  Delegates  recommended  a study  of  the 
Journal’s  operations,  an  ad  hoc  committee  was 
appointed  and  will  report  separately  concerning 
its  findings. 

You  will  note  in  the  report  of  the  editor  which 
follows  that  much  thought  and  planning  go  into 
each  issue  of  the  Journal,  that  constant 
attempts  are  made  to  improve  the  scientific 
material  published,  and  that  the  Journal’s 
standing  in  the  field  of  medical  publications  is 
increasing  in  stature  each  year. 

We  are  pleased  to  note  the  honors  that  have 
come  to  the  staff  members  through  recognition 
by  the  American  Medical  Writers’  Association, 
the  only  national  professional  association  de- 
voted exclusively  to  improvement  of  communica- 
tion in  medicine  and  allied  sciences.  Our 
editor,  William  Hammond,  M.D.,  is  president 
for  1964  of  the  Metropolitan  New  York  Chap- 
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ter;  our  managing  editor,  Miss  Alvina  Rich 
Lewis,  is  secretary-treasurer  of  the  national 
American  Medical  Writers’  Association,  and 
our  manuscript  editor,  Miss  Elizabeth  C.  Smith, 
received  an  honor  award  from  the  Metropolitan 
New  York  Chapter  at  its  annual  awards  dinner 
in  December. 

We  believe  the  function  of  a state  medical 
society  journal  is  to  reflect  accurately  the 
quality  of  medical  practice  in  its  own  state,  and 
we  are  proud  of  the  New  York  State  Journal 
of  Medicine  and  its  prestige  which  reflect 
favorably  on  all  members  of  the  Medical 
Society  of  the  State  of  New  York.  New  York 
State  is  fortunate  to  have  ten  outstanding  medi- 
cal schools  within  its  borders,  and  the  strong 
liaison  being  developed  between  the  Journal 
and  these  medical  schools  is  an  important  factor 
in  the  continued  improvement  of  our  Society’s 
publication. 

Your  Publication  Committee  and  the  editor 
will  endeavor  to  maintain  the  New  York  State 
Journal  of  Medicine,  and  we  repeat  the  slo- 
gan suggested  last  year  by  our  editor  for  the 
Journal. 

The  reports  of  the  editor,  the  advertising  sales 
director,  and  the  librarian  follow. 

Editor’s  Annual  Report — 1963.  Volume 
63  which  began  on  January  1,  1963,  came  out 
uninterruptedly  in  24  semimonthly  issues 
throughout  the  year.  In  addition  the  Journal 
published  with  the  September  1 issue  Part  II 
containing  the  proceedings  of  the  House  of 
Delegates. 

Because  of  the  change  in  time  of  the  annual 
meeting  to  February  10,  1964,  it  became  neces- 
sary to  prepare  the  January  1,  1964,  issue  as  the 
Convention  Issue.  I am  pleased  to  report  that 
the  Journal  staff  took  this  added  assignment  in 
stride  and  performed  with  competence  as  ex- 
pected. The  total  number  of  pages  this  year 
including  covers  was  3,722  of  which  845  were 
advertising  pages  including  covers  and  2,877 
were  text  pages.  During  the  year  715  manu- 
scripts were  carefully  examined  and  377  chosen 
for  publication.  Special  departments  in  the 
Journal  which  continue  to  be  one  of  its 
strengths  were  maintained  at  a high  order  of 
interest.  These  included  10  Recent  Advances 
in  Medicine  and  Surgery  which  are  important 
critical  reviews  in  depth,  19  CPC’s,  6 Nutrition 
Excerpts,  2 Clinical  Anesthesia  Conferences, 
22  Accidental  Chemical  Poisonings  reports,  13 
Correlation  Conferences  in  Radiology  and 
Pathology,  45  case  reports,  17  special  articles, 
76  editorials,  59  book  reviews,  and  11  letters  to 
the  editor. 

Requests  to  quote  or  reprint  original  articles 
or  material  from  the  departments  come  from  all 
over  the  world  and  continue  to  increase — they 
number  about  three  times  as  many  as  they  did 
three  years  ago.  This  would  seem  to  indicate 
a wide  readership  of  the  Journal  and  its 
increasing  usefulness  as  an  informational  re- 
source. 

This  year  we  published  simultaneously  with 
the  Bulletin  of  the  New  York  Academy  of  Medi- 


cine the  report  of  the  Academy’s  Committee  to 
Study  Drug  Addiction. 

The  second  Redway  Medal  and  Award  went  to 
John  E.  Doyle,  M.D.,  and  coauthors  Sidney 
Anthone,  M.D.,  Roland  Anthone,  M.D.,  and 
Arthur  E.  MacNeill,  M.D.,  for  their  excellent 
paper  published  in  the  January  15,  1962  issue  of 
the  Journal  on  “Ultrafiltration  with  Parallel 
Flow,  Straight  Tube  Dialyzer.”  The  winner 
of  the  1963  award  must  be  determined  by 
February  1 of  1964  and  will  be  announced  at 
the  time  of  the  annual  meeting  on  February  10, 
1964. 

F or  the  past  two  years  the  Journal  has  been 
privileged  to  publish  the  proceedings  of  the 
annual  teaching  day  of  the  New  York  State 
Society  of  Internists.  Their  symposium  on  the 
thyroid  was  made  up  into  a paper-covered  bro- 
chure, which  we  sold  at  cost  and  which  has  met 
with  wide  popular  appeal. 

The  series  on  Tropical  Medicine  in  Temper- 
ate Climates,  by  Kevin  Cahill,  M.D.,  has  been 
accepted  for  publication  in  book  form  by 
Lippincott. 

Such  things  enhance  the  reputation  of  the 
Journal  and  it  is  a pleasure  to  report  them  to 
the  membership. 

William  R.  Carson,  M.D.,  continues  to  en- 
liven the  Journal  with  his  column  “Billsbord.” 
Because  this  column  by  editorial  tradition 
appears  somewhere  near  the  back  of  the  book 
we  have  placed  its  page  number  on  the  front 
cover  so  that  no  one  may  miss  it. 

Following  the  annual  meeting  in  May  the 
Journal  in  cooperation  with  the  Metropolitan 
Chapter  of  the  American  Medical  Writers’ 
Association  held  its  third  annual  Medical  Com- 
munications Day.  The  program  concerned 
itself  with  the  technic  of  teaching  physicians 
and  scientists  to  write  for  publication — ranging 
from  the  medical  student,  through  the  practicing 
physician,  to  the  specialty  journal  writer.  A 
session  on  lexicography  was  delightfully  spiced 
by  the  inventor  of  Interlingua.  The  attendance 
was  larger  than  the  previous  year  and  encour- 
ages the  Journal  staff  as  to  the  usefulness  of 
this  annual  program. 

One  of  the  most  important  accomplishments 
this  year  was  the  formation  of  the  Upstate  and 
Downstate  Editorial  Councils.  These  consist 
of  associate  editors  who  are  faculty  members  of 
the  medical  schools  in  the  State.  Their  names 
will  be  found  on  the  masthead  starred  with  an 
asterisk.  They  are  in  close  touch  with  research 
teaching  and  trends  in  medicine  and  will  advise 
the  editor  in  planning  the  editorial  content  of 
the  Journal.  Two  meetings  have  already 
been  held  and  others  will  be  held  in  due  course. 

The  editor  and  the  managing  editor  took 
part  in  the  annual  meeting  of  the  American 
Medical  Writers’  Association  in  Chicago  in 
October.  Miss  Lewis  functioned  as  secre- 
tary-treasurer of  the  organization  and  the  editor 
as  a board  member  and  also  as  a speaker  on  the 
program  discussing  the  function  of  the  state 
medical  journal,  sharing  the  platform  with 
Elizabeth  Tower,  M.D.,  of  Anchorage,  Alaska, 
editor  of  Alaska  Medicine. 
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The  editor  also  had  a part  in  planning  the 
editors  day  of  the  World  Medical  Association 
meeting  in  New  York  on  October  16.  This 
brought  together  medical  editors  from  all  over 
the  world  and  was  quite  a multilingual  experi- 
ence. 

The  annual  dinner  for  the  associate  editors 
and  section  editors  of  the  Journal  was  held  on 
November  20  at  the  Canadian  Club  in  New  York 
City.  This  dinner  is  the  only  means  we  have  to 
repay  in  some  measure  these  loyal  and  devoted 
volunteers,  whose  judgments  are  so  important. 
The  dinner  speaker  this  year  was  Rene  Dubos, 
Ph.D.,  of  the  Rockefeller  Institute,  who  spoke 
on  “Assumptions  and  Trends  in  Medical 
Research.”  This  was  an  intellectual  experience 
that  all  enjoyed  and  will  long  remember. 

The  Journal  has  adapted  itself  to  this  time 
of  stringency  in  pharmaceutical  advertising  by 
rescheduling  editorial  content  to  keep  a respect- 
able balance  with  advertising  content.  The 
editorial  staff  functions  with  the  minimum  num- 
ber required  to  maintain  the  desired  result, 
and  much  thanks  are  due  our  managing  editor, 
Miss  Alvina  Rich  Lewis,  for  the  tight  manage- 
ment which  makes  this  possible.  The  apprecia- 
tion is  shared  for  Miss  Elizabeth  C.  Smith, 
manuscript  editor,  Miss  Nele  Lape,  Mrs.  Joan 
Hughes,  and  Mrs.  Jane  Jackson,  copyeditors, 
Miss  Frances  Casey,  proofreader,  Mrs.  Sully 
Bogardus,  abstractor  and  indexer,  and  Mrs. 
Olga  Mielke,  secretary.  If  the  Journal  were 
to  be  likened  to  a racehorse  it  could  be  said  that 
no  thoroughbred  ever  had  a better  team  of 
handlers. 

The  Publication  Committee  has  been  a tower 
of  strength.  Their  decisions  have  been  care- 
fully deliberated  and  wisely  drawn.  Their 
invariable  help  makes  the  goal  of  excellence  for 
the  Journal  more  attainable.  The  goal  of 
excellence  will  of  course  never  be  reached  and 
should  never  be  reached.  There  is  always  more 
that  can  be  done. 

Last,  a word  of  deep  appreciation  for  our 
printer,  the  Mack  Printing  Company  of  Easton, 
Pennsylvania.  They  have  often  done  the  im- 
possible for  us — it  seems  to  be  their  regular  way 
of  doing  business. 

( Prepared  by  William  Hammond,  M.D. , editor ) 

Advertising  Sales  Annual  Report  for 
1963.  The  total  gross  advertising  revenue  for 
1963  was  $235,393.32.  This  was  a decrease 
from  the  previous  year  when  $282,176.75  worth 
of  advertising  was  sold.  It  may  be  noted  here 
that  there  has  been  a decrease  for  the  last  two 
years  due  to  a change  in  advertising  patterns 
brought  on  originally  by  the  Kefauver  investi- 
gations and  nervousness  over  the  new  drug 
advertising  regulations.  The  regulations  are 
now  in  effect  and  they  are  not  as  stringent  as 
industry  had  feared.  Advertising  revenue 
picked  up  for  the  last  three  months  of  the  year 
and  it  appears  at  this  time  that  the  1964  income 
will  be  moving  upward  after  the  1963  low. 

During  the  year,  because  of  the  decreased 
revenue,  certain  cuts  were  made  in  the  advertis- 
ing department  expenditures.  Mrs.  Beth  Cul- 
hane  was  transferred  to  the  Communications 


Department  and  her  job  of  keeping  financial 
records  of  the  department  was  taken  over  and 
shared  by  Mr.  Miller  and  Miss  Marra. 

With  the  cancellation  of  the  circulation  cam- 
paign and  the  conclusion  of  the  Directory 
advertising  sales,  Mr.  Norman  Bloomfield’s 
position  was  eliminated  and  he  left  the  Society 
staff. 

It  should  be  said  here  that  the  advertising 
department  was  disappointed  that  the  circula- 
tion campaign  was  cancelled.  It  is  still  our 
feeling  that  a 4,000-5,000  paid  circulation 
would  give  a substantial  lift  to  Journal  ad- 
vertising sales.  It  had  lost  a valuable  tool  two 
years  before  when  State  Society  members  were 
required  also  to  be  members  of  the  A.M.A. 
Prior  to  that  time  we  could  point  out  that  there 
were  7,000-8,000  New  York  State  Journal  of 
Medicine  readers  who  were  not  on  the  J. A.M.A. 
list. 

During  the  year  members  of  the  Journal 
staff  worked  with  the  pharmaceutical  industry 
in  its  attempt  to  get  less  control  by  government 
over  the  drug  advertising.  The  Director  of 
Advertising  Sales,  in  his  post  as  secretary  of 
the  Association  of  Medical  and  Allied  Publica- 
tions, acted  as  spokesman  for  official  medical 
journals  at  several  meetings  with  officials  of  the 
Food  and  Drug  Administration  in  Washington. 
It  was  with  our  cooperation  that  the  pharma- 
ceutical industry  was  able  to  influence  a change 
in  many  of  the  harsher  portions  of  the  Kefauver- 
Harris  Bill  to  control  drug  introductions  and 
advertising. 

In  1963  the  New  York  State  Journal  of 
Medicine  joined  five  other  independent  state 
and  regional  journals  to  promote  their  combined 
circulation  of  82,000.  There  has  been  much 
worthwhile  discussion  between  the  advertising 
departments  of  these  journals  and  an  exchange 
of  mutually  helpful  information  will  continue  to 
take  place.  A share-the-cost  promotional  cam- 
paign was  launched  with  an  ad  in  Standard 
Rate  & Data  (the  media  directory  of  advertising 
agencies  and  their  clients) . This  ad  was  planned 
to  run  for  six  months. 

During  the  year  Mr.  Melvin  B.  Tyler  of 
California  Medicine  became  our  advertising 
representative  on  the  west  coast,  taking  the 
place  of  Mr.  John  Bassett.  It  is  hoped  that 
use  of  the  Journal  by  western  advertisers  will 
increase  in  1964. 

In  1963  the  custom  of  including  editorial  text 
in  the  advertising  section  was  begun.  This 
makes  a more  professional-looking  advertising 
section  in  the  front  of  the  book.  Advertisers 
would  rather  face  editorial  matter  than  fellow 
advertisers. 

During  the  year,  in  order  to  add  to  our  sales 
potential,  we  instituted  the  idea  of  offering 
split  runs  to  advertisers,  effective  January  1, 
1964.  This  means  that  an  advertiser  with  a 
new  product  to  test  will  be  able  to  do  so  in  one 
county  or  a group  of  counties  in  New  York 
State  without  using  the  entire  Journal  circu- 
lation. 

Notice  of  increase  in  color  rates  (January  1, 
1964)  was  sent  out  to  all  advertisers,  agencies. 
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and  prospects.  These  rates  were  raised  to 
meet  higher  printing  costs. 

(. Prepared  by  Charles  L.  Baldwin,  advertising 
and  sales  director) 

Medical  Society  Library 

Last  year  it  was  reported  that  a contract  had 
been  signed  whereby  the  entire  library  will  be 
moved  to  the  Downstate  Medical  Center  as 
sufficient  space  becomes  available  for  it. 

During  the  year  an  additional  4,500  volumes 
were  moved  as  well  as  some  of  the  archives. 
This  archival  material  consists  of  printed  and 
manuscript  matter  and  contains  a considerable 
amount  of  historical  information  about  medicine 
in  New  York  State  not  found  easily  in  the  usual 
published  sources.  When  it  has  been  entirely 
moved  and  arranged  it  should  provide  valuable 
facts  for  those  interested  in  medical  history. 

In  order  to  render  better  service  to  users  of  the 
library,  a Xerox  914  Office  Copier  was  installed 
at  the  Downstate  Medical  Center.  The  Joint 
Library  Commission  approved  the  policy  that 
the  charge  for  photoduplication  of  library  ma- 
terials should  be  based  on  the  following 
principles: 

1.  That  photocopies  be  supplied  free  of 
charge  to  those  educational  institutions  which 
reciprocate  with  us. 

2.  That  photocopies  be  supplied  to  those 
individual  members  qualified  to  use  the  Joint 
Library  at  out-of-pocket  cost. 

3.  That  photocopies  be  supplied  to  all  other 
organizations,  institutions,  and  individuals  at 
full  reimbursable  cost. 

Under  these  principles  the  present  cost  to 
members  of  the  State  Medical  Society  who  wish 
to  use  this  service  is  ten  cents  per  page;  others 
will  be  charged  twenty-five  cents  per  page. 

Although  several  years  may  pass  before  the 
move  is  completed  every  effort  is  being  made  to 
coordinate  the  resources  of  both  libraries  in 
order  to  provide  the  best  possible  service  to  all 
users  of  the  Library. 

{Prepared  by  Wesley  Draper,  Librarian) 

Conclusion 

Your  committee  takes  this  opportunity  to 
recognize  the  efforts  of  the  editor,  William 
Hammond,  M.D.,  who  has  worked  tirelessly  to 
improve  the  editorial  and  scientific  content  of 
the  Journal.  The  honors  that  have  accrued 
to  the  Journal  are  testimony  to  his  effective- 
ness. 

As  always.  Miss  Alvina  Rich  Lewis,  the  man- 
aging editor,  has  been  a tower  of  strength  to  the 
Publication  Committee  and  a vital  part  of  our 
operations. 

The  Council  and  Trustees  have  been  most 
understanding  and  cooperative  with  the  chair- 
man in  his  freshman  year,  at  a time  when  the 
Publication  Committee  needed  more  sympathy 
than  usual. 

Henry  I.  Fineberg,  M.D.,  the  executive  vice- 
president,  has  been  particularly  helpful  with 
advice  and  information  on  the  intricacies  of  the 
Journal  operations. 


Finally,  your  chairman  wishes  to  express  his 
gratitude  to  the  members  of  the  Publication 
Committee,  who  have  been  most  conscientious 
and  able,  thereby  helping  to  make  his  brief 
tenure  a nontraumatic  interesting  experience. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

Section  43  {see  258) 

Annual  Report  of  Committee  on  Prize  Essays 

To  the  House  of  Delegates , Gentlemen: 

The  Special  Committee  on  Prize  Essays  is 
composed  of  the  following  members: 

Alfred  A.  Angrist,  M.D.,  Chairman. . .Queens 


Benjamin  G.  Dinen,  M.D Westchester 

David  Kimball  Miller,  M.D Erie 


No  essays  were  submitted  this  year  for  either 
of  the  prizes  offered. 

In  accordance  with  Mr.  Bernstein’s  decision, 
the  Albion  O.  Bernstein,  M.D.,  Award  is  not 
being  offered  in  1964. 

Consequently,  the  committee  reports  that  it 
has  had  no  business  to  consider. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

Section  44  {see  45,  46,  47,  48,  65,  73,  160,  260) 

Annual  Report  of  First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  First  District 
Branch  of  the  Medical  Society  of  the  State  of 
New  York  was  held  at  the  Statler  Hilton  in 
New  York  City  on  May  13, 1963. 

The  minutes  of  the  annual  meeting  of  1962 
of  the  First  District  Branch  which  appear  on 
page  1038  of  the  April  1,  1963  issue  of  tl 
New  York  State  Journal  of  Medicine  were 
approved  as  published. 

George  A.  Lawrence,  Jr.,  M.D.,  chairman  of 
the  Ad  Hoc  Committee  on  Reorganization  of 
the  Coordinating  Council,  gave  the  following 
report  which  was  approved: 

1.  The  work  of  the  Coordinating  Council 
committees  should  be  intensified.  The  com- 
mittees should  not  wait  until  matters  have 
been  referred  to  them  by  the  Coordinating 
Council  but  should  initiate  matters  of  impor- 
tance to  the  First  District  Branch. 

2.  The  First  District  Branch  should  attempt 
to  have  public  relations  personnel  and  staff 
personnel  assigned  to  it  from  the  State  Society. 

3.  This  ad  hoc  committee  should  be  con- 
tinued as  further  studies  are  necessary  in  an 
effort  to  make  the  Coordinating  Council  more 
effective. 

The  report  of  the  treasurer  was  approved. 

The  following  resolution  introduced  by 
Matthew  Brody,  M.D.,  of  Kings  County,  was 
adopted: 

Extension  of  Standard  Blue  Cross  Contract  to 

Cover  Costs  of  Psychiatric  Illnesses  in  All 

Licensed  and  Approved  Private  Institutions 
Whereas,  The  need  for  expansion  of 

hospital  facilities  for  the  care  of  psychiatric 
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patients  in  the  community  is  one  of  the 
major  concerns  of  physicians  today;  and 
Whereas,  General  hospitals  provide  only 
a fraction  of  available  private  psychiatric 
beds;  and 

Whereas,  There  exists  in  the  community  a 
number  of  private  psychiatric  hospitals  which 
are  fully  accredited  by  the  Joint  Commission 
on  Accreditation  of  Hospitals  and  licensed  by 
the  New  York  State  Department  of  Mental 
Hygiene;  and 

Whereas,  Certain  Blue  Cross  Plans  now 
include  benefits  against  the  cost  of  hospital- 
ization for  psychiatric  illness;  and 

Whereas,  Benefits  for  the  costs  of  hos- 
pitalization are  provided  only  in  psychiatric 
divisions  in  general  hospitals  in  the  terms  of 
the  standard  Blue  Cross  contract;  and 

Whereas,  Certain  of  the  Blue  Cross  con- 
tracts distinguish  between  psychiatric  care  in 
psychiatric  divisions  of  certain  general  hos- 
pitals and  in  private  psychiatric  hospitals; 
now  therefore  be  it  hereby 

Resolved,  That  Blue  Cross  Plans  be  re- 
quested to  give  consideration  to  the  pos- 
sibility of  extension  of  coverage  under  its 
standard  contract  to  include  protection 
against  the  costs  for  psychiatric  illnesses  in 
all  accredited  and  licensed  private  psychiatric 
hospitals  as  now  provided  for  in  psychiatric 
divisions  of  the  general  hospitals. 

The  Coordinating  Council  is  the  executive 
arm  of  the  First  District  Branch.  The  Co- 
ordinating Council  meets  at  regular  intervals 
and  transacts  those  items  referred  to  it  by  the 
five  county  medical  societies  in  the  First 
District.  The  Coordinating  Council  frequently 
loses  its  effectiveness  inasmuch  as  matters  of 
r licy  are  referred  back  to  the  individual 
county  societies  and  the  Coordinating  Council 
cannot  take  definitive  action  until  the  repre- 
sentatives from  each  of  the  five  county  medical 
societies  in  the  district  have  been  instructed 
by  their  society.  This  mechanism  is  cumber- 
some and  frequently  leads  to  extreme  frustration 
inasmuch  as  important  matters  become  stale  be- 
fore concerted  action  by  the  Coordinating 
Council  can  be  undertaken.  It  is  to  be  hoped 
that  the  ad  hoc  committee  can  make  such 
recommendations  which  will  be  accepted  by  the 
five  county  medical  societies  and  thus  speed  the 
work  of  the  Coordinating  Council  and  prevent 
the  Council  from  constantly  indulging  in  rear- 
guard actions. 

The  Coordinating  Council  is  acutely  aware 
of  its  responsibility  to  the  17,000  doctors  which 
it  represents,  and  it  is  to  be  hoped  that  the  ad 
hoc  committee  will  devise  means  of  making  the 
Council  an  effective,  militant,  and  prompt 
spokesman  for  the  doctors  in  its  area.  In 
these  days  when  the  private  practice  of  medicine 
is  being  threatened  from  many  directions,  it  is 
imperative  that  the  county  societies  in  New 
York  City  realize  that  they  must  act  as  a unit 
if  they  are  to  be  of  any  service  to  the  doctors  in 
the  area. 

The  minutes  of  the  Coordinating  Council 
meetings  are  distributed  to  all  the  official  and 


unofficial  delegates  which  attend  the  meetings 
and  are  available  in  the  office  of  the  secretary, 
Jerome  L.  Leon,  M.D.,  of  the  Queens  County 
Medical  Society. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  President 

Section  45  (see  44,  46,  47,  48,  65,  73,  160,  260) 

Annual  Report  of  Third  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

After  a lapse  of  activities  in  the  Third  District 
Branch,  we  are  pleased  to  report  that  a success- 
ful meeting  was  held  on  October  10,  1963,  at 
the  Sterling- Win throp  Research  Institute,  Rens- 
selaer, in  combination  with  the  Fourth  District 
Branch.  The  program  of  the  meeting  was  an 
unquestionable  success,  manifested  by  the 
interest  which  was  shown  and  the  large  at- 
tendance. There  were  80  members  who  at- 
tended the  luncheon  and  business  meeting  and 
several  additional  who  were  present  for  the 
scientific  session.  Nearly  200  members  and 
wives  attended  the  cocktail  party  and  dinner 
in  the  evening. 

Arrangements  for  this  meeting  were  made  at  a 
session  of  the  executive  committee  on  May  28, 
1963.  Because  of  the  resignation  of  Eugene  F. 
Galvin,  M.D.,  president,  the  first  vice-president, 
Henry  J.  Noerling,  M.D.,  was  designated 
president. 

At  the  business  session  of  the  annual  meeting, 
the  following  officers  were  elected: 

President — Henry  J.  Noerling,  M.D.,  Valatie 

First  Vice-President — Marshall  W.  Quandt, 
M.D.,  Waterford 

Second  Vice-President — Robert  Shelmandine, 
M.D.,  Sharon  Springs 

Secretary-  Treasurer — F ranees  E . V osburgh, 
M.D.,  Albany 

Delegate— Lee  R.  Tompkins,  M.D.,  Liberty 

At  the  business  meeting  the  most  significant 
point  of  discussion  was  the  formation  of  a 
district  branch  grievance  committee.  The 
group  decided  that  a district  level  committee  of 
review  should  be  appointed  to  consider  this 
and  to  define  more  specifically  the  reasons  for 
and  functions  of  such  a committee,  and  that 
communications  be  forwarded  to  the  seven 
county  medical  societies  in  the  district  branch 
for  their  review  and  consideration.  After 
having  discussed  this  with  several  of  the 
officers  and  members,  it  would  appear  that 
there  is  reason  and  justification  for  a district 
level  grievance  committee  but  that  such  county 
society  level  committees  should  not  be  aban- 
doned. This  subject  will  be  pursued  further. 

At  the  dinner  meeting,  George  A.  Burgin, 
M.D.,  president-elect,  addressed  the  group. 

The  Third  District  Branch  has  been  invited 
to  participate  in  a combined  meeting  with  the 
Fourth  District  Branch  next  year.  At  present, 
tentative  plans  call  for  the  meeting  to  be  held 
at  the  Gideon  Putnam  Hotel,  Saratoga  Springs. 

Respectfully  submitted, 

Henry  J.  Noerling,  M.D.,  President 
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Section  46  ( see  44,  45,  47,  48,  65,  73,  160,  260 ) 

Annual  Report  of  Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen : 

The  Fourth  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York  met  in  a 
combined  meeting  with  the  Third  District 
Branch,  at  the  Sterling- Win throp  Research 
Institute,  Rensselaer,  on  October  10, 1963. 

As  president  of  the  Fourth  District  Branch, 
I wish  to  compliment  Henry  J.  Noerling,  M.D., 
president  of  the  Third  District  Branch,  and 
his  committee,  for  a splendid  meeting  arranged 
with  the  cooperation  of  the  Sterling- Winthrop 
Company. 

The  panel  program,  “Twelve  Cents  A Day 
Is  All  You  Pay,”  moderated  by  our  able 
executive  vice-president,  Henry  I.  Fineberg, 
M.D.,  was  most  instructive  in  showing  the 
workings  of  the  various  departments  of  the 
State  Society. 

In  the  final  arrangements  of  all  the  district 
branch  meetings,  great  credit  should  also  go  to 
Miss  Mollie  Pesikoff,  who  through  her  untiring 
effort  contributes  much  to  the  success  of  these 
meetings. 

Respectfully  yours, 

Arthur  Q.  Penta,  M.D.,  President 

Section  47  (see  44,  45,  46,  48,  65,  73,  160,  260 ) 

Annual  Report  of  Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen : 

The  year  1963  for  the  Eighth  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York 
was  marked  by  progress. 

The  annual  midwinter  dinner  meeting  of  the 
Eighth  District  Branch  leaders  was  held  on 
February  14,  1963,  with  area  State  legislators. 
This  annual  session  is  held  for  the  purpose  of 
exchanging  views  and  considering  legislation 
of  major  interest  to  medicine  pending  or  likely 
to  be  introduced  in  the  current  session  of  the 
New  York  State  Legislature.  John  C.  Brady, 
M.D.,  of  Buffalo,  led  the  discussion.  It  is 
interesting  to  note  that  the  State  senator  and 
assemblymen,  members  of  the  two  major 
political  parties,  Democratic  and  Republican, 
voted  100  per  cent  against  the  chiropractic  bill. 
We  are  indebted  to  these  gentlemen  for  sup- 
porting our  cause.  I am  of  the  opinion  that 
local  meetings  of  this  nature  bear  just  rewards. 

The  eleventh  annual  joint  cocktail  party  and 
dinner  meeting  with  the  Seventh  District 
Branch  was  held  on  the  first  night  of  the  annual 
meeting  of  the  State  Society.  It  was  an 
evening  of  pleasant  good  fellowship  and  much 
worthwhile  activity. 

At  the  Charterhouse  Motor  Hotel,  Buffalo,  on 
September  12,  1963,  our  district  branch  was 
joined  by  the  Seventh  District  Branch  in  the 
initial  Regional  Conference  of  the  Officers  of 
the  County  Medical  Societies  and  District 
Branches  with  key  representatives  from  the 
New  York  State  area.  This  session  was 
sponsored  by  the  Medical  Society  of  the  State 
of  New  York. 


This  was  a pilot  study  and  I am  certain  a 
success.  There  was  close  to  100  per  cent 
audience  participation,  much  valuable  advice 
was  exchanged,  and  the  many  suggestions 
should  receive  careful  consideration  by  our 
Council. 

The  58th  annual  meeting  of  the  Branch  was 
held  on  October  5,  1963,  at  the  Parkway  Inn, 
Niagara  Falls.  About  200  doctors  attended 
the  scientific  session  and  dinner.  The  curtain 
to  the  day’s  events  was  raised  with  the  tradi- 
tional advisory  council  luncheon  meeting.  The 
theme  of  this  meeting  may  be  designated  as  “A 
New  Birth  of  Concerted  Action.”  The  partici- 
pants gave  every  evidence  of  having  been  success- 
fully impregnated  with  the  verve,  vivacity,  and 
vigor  of  the  regional  conference  of  September  12, 
1963.  They  persisted  in  better  communications 
with  the  State  Society  and  the  realization  of  a 
promise  from  the  representatives  of  the  State 
Society  that  “the  voices  and  wishes  of  the 
smaller  county  societies  would  be  heard  and 
given  as  much  consideration  as  those  of  the 
larger  county  societies.” 

The  scientific  meeting  was  most  excellent  in 
its  educational  content  and  almost  created  a 
S.R.O.  situation.  The  Symposium  on  Heart 
Disease  was  conducted  by  the  following  speak- 
ers: F.  Mason  Sones,  Jr.,  M.D.,  Cleveland, 

Ohio,  Director  of  Cardiac  Laboratory,  Cleveland 
Clinic;  Donald  B.  Effler,  M.D.,  Cleveland, 
Ohio,  Chief,  Department  of  Cardiovascular  and 
Thoracic  Surgery,  Cleveland  Clinic,  and  Bernard 
Lown,  M.D.,  Boston,  Massachusetts,  Depart- 
ment of  Nutrition,  Harvard  Medical  School. 

This  was  followed  by  a panel  discussion  on 
Modern  Aspects  of  Rheumatic  Heart  Disease, 
moderated  by  Salvatore  R.  La  Tona,  M.D., 
Niagara  Falls,  assistant  clinical  professor  of 
medicine,  State  University  Upstate  Medical 
Center  at  Buffalo,  with  the  above  speakers  as 
participants. 

The  business  meeting  brought  the  unanimous 
ratification  of  the  actions  taken  earlier  in  the 
day  by  the  advisory  council  and  election  of  the 
following: 

President — John  D.  Naples,  M.D.,  Erie 

President-Elect — John  T.  Donovan,  M.D., 
Niagara 

Secretary — Paul  Bergerson,  M.D.,  Wyoming 

Treasurer — Herbert  A.  Laughlin,  M.D., 
Chautauqua 

Delegate — Irwin  Felsen,  M.D.,  Allegany 

Alternate — John  T.  Donovan,  M.D.,  Niagara 

The  evening  dinner  brought  greetings  from 
George  A.  Burgin,  M.D.,  president-elect,  Med- 
ical Society  of  the  State  of  New  York,  and  an 
address,  “The  Tired  Mother  Syndrome,”  by 
Leonard  L.  Lorshin,  M.D.,  Cleveland,  Ohio, 
chief  of  internal  medicine,  Cleveland  Clinic. 
We  are  indebted  to  William  R.  Lewis,  M.D., 
Glenn  E.  Jones,  M.D.,  Salvatore  R.  La  Tona, 
M.D.,  and  John  T.  Donovan,  M.D.,  for  their 
devoted  and  significant  contributions  for  a 
most  successful  and  enjoyable  annual  meeting. 

Respectfully  submitted, 

Irwin  Felsen,  M.D.,  President 
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Section  48  (see  44,  45,  46,  47,  65,  73,  160,  260 ) 

Annual  Report  of  Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen : 

The  following  is  a report  of  the  meeting  of  the 
Second  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  held  at  Montauk 
Manor,  Montauk,  September  6 to  8, 1963. 

Two  scientific  sessions  were  held.  The  first 
was  a panel  discussion  on  multiple  trauma. 
Case  presentations  with  x-rays  were  given 
to  the  panel  for  analysis  and  treatment.  Otho 
C.  Hudson,  M.D.,  chief  of  the  Orthopedic  De- 
partment of  Meadowbrook  Hospital,  was  the 
moderator.  The  panelists  were:  R.  F.  Smith, 
M.D.,  chief  of  Department  of  Surgery  at 
Nassau  Hospital;  G.  A.  Harer,  M.D.,  attending 
in  surgery  at  the  Community  Hospital  at 
Glen  Cove;  J.  Mangiardi,  M.D.,  chief  of 
cardiovascular  surgery  at  Nassau  Hospital; 
E.  J.  Papa,  M.D.,  attending  in  the  Depart- 
ment of  Orthopedic  Surgery  at  Nassau  and 
Meadowbrook  Hospitals,  and  R.  H.  Sherry, 
M.D.,  attending  in  orthopedic  surgery  at 
Mercy  and  South  Nassau  Community  Hospitals. 

The  second  panel  was  devoted  to  problems 
relating  to  malpractice,  which  was  presented 
by  William  Martin,  Esq.,  and  his  colleagues. 
A representative  of  our  malpractice  insurance 
company  was  also  present  and  joined  in  the 
discussion. 

A special  train  was  provided  for  a portion  of 
the  members  who  attended  the  meeting.  The 
attendance  was  approximately  200,  which 
represented  one  of  the  best  programs  that  we 
have  had  in  the  past  several  years. 

Respectfully  submitted, 

Paul  H.  Sullivan,  M.D.,  President 

Section  49  (see  259) 

Annual  Report  of  What  Goes  On 

To  the  House  of  Delegates,  Gentlemen: 

The  What  Goes  On  booklet,  which  published 
notices  of  approximately  2,000  meetings  in  New 
York  and  New  Jersey  last  year,  showed  an  in- 
crease in  circulation  and  readership.  It  is  now 
being  distributed  each  month  to  approximately 
47,000  readers.  This  figure  includes  41,621 
physicians,  staff,  and  residents  in  the  States  of 
New  York  and  New  Jersey,  and  1,585  interns 
in  both  states.  In  addition  to  this,  1,896 
booklets  are  mailed  to  special  lists  which  include 
hospital  libraries,  medical  school  libraries, 
newspaper  libraries,  medical  writers,  and  so 
forth. 

In  early  January,  the  business  manager  of  the 
Medical  Society  of  the  State  of  New  York  and 
Mr.  Austin  Daly,  advertising  manager,  Lederle 
Laboratories,  negotiated  a new  contract  which 
increased  the  advertising  revenue  for  the 
bulletin. 

During  the  spring  it  was  decided  by  Lederle 
Laboratories  and  the  Medical  Society  of  the 
State  of  New  York  that  a survey  of  the  reader- 
ship  of  What  Goes  On  would  be  undertaken 
during  the  summer  months.  Subsequently,  the 


June  15- July  15  issue  contained  a questionnaire 
which  was  drawn  up  by  Lederle  and  approved 
by  your  chairman.  A total  of  33,000  of  the 
questionnaires  were  mailed  to  New  York  readers 
and  11,000  to  New  Jersey  readers. 

A few  quotes  from  a letter  received  from 
Lederle  Laboratories  after  the  returns  were  in 
may  give  you  an  idea  of  the  response:  “We 
are  pleased  with  the  returns  of  the  What  Goes  On 
questionnaires;  more  than  23  per  cent  have  been 
received  to  date.  Tabulation  averages  show 
they  are  read  ‘regularly,’  are  ‘kept  for  reference,’ 
are  ‘useful.’  ” 

In  mid-March  Miss  Dorothy  Kelleher,  editor, 
resigned,  and  Mrs.  Evelyn  G.  Clark,  assistant 
editor  of  the  Newsletter,  assumed  the  editorship 
of  What  Goes  On. 

On  October  31,  1963,  Mr.  J.  Richard  Bums, 
director,  Business  Division  of  the  Medical 
Society  of  the  State  of  New  York,  received  the 
purchase  order  covering  the  renewal  of  the 
agreement  between  Lederle  Laboratories  and  the 
Medical  Society  for  advertising  space  in  the 
New  York-New  Jersey  edition  of  What  Goes  On 
for  the  calendar  year  1964. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Director 
Division  of  Scientific  Activities 

Section  50  (see  199) 

Annual  Report  of  Commission  on  Public 
and  Professional  Affairs 

To  the  House  of  Delegates,  Gentlemen : 

The  Commission  on  Public  and  Professional 
Affairs,  as  established  during  the  past  year,  is 
composed  of  the  following  members: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


George  J.  Lawrence,  Jr.,  M.D Queens 

John  H.  Carter,  M.D Albany 

John  C.  McClintock,  M.D Albany 


The  responsibility  and  the  purpose  of  this 
Commission  is  to  evaluate  and  coordinate  the 
activities  of  the  Council  committees  as  assigned 
to  the  Commission,  and,  further,  to  utilize  the 
services  of  the  Division  of  Communications  as 
it  relates  to  these  respective  committees  and 
to  the  Commission  as  a whole. 

The  committees  as  assigned  at  the  present 
time  include  the  Council  Committee  on  Leg- 
islation and  the  Council  Committee  on  Public 
Relations. 

The  reports  of  the  activities  and  the  recom- 
mendations of  the  respective  committees  follow 
and  form  a part  of  this  report. 

In  addition  to  these  committees  this  year, 
the  report,  including  the  suggestions,  of  the  Ad 
Hoc  Committee  to  Study  Effective  Repre- 
sentation in  Albany  was  referred  to  the  Com- 
mission for  its  consideration  and  implementation 
to  the  extent  possible  and  practicable. 

The  major  part  of  the  activity  of  the  Com- 
mission during  this  abbreviated  year  has  been 
directed  primarily  toward  establishment  of 
closer  liaison  between  the  committees  of  the 
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Commission  and  initiating  the  implementation 
of  the  suggestions  made  concerning  legislative 
activities  in  Albany. 

Based  on  this  year’s  relationship  and  activity, 
it  would  appear  that  with  continued  liaison 
between  these  committees  and  any  other  com- 
mittees which  may  be  assigned  to  the  Com- 
mission, utilizing  the  resources  of  the  Division 
of  Communications,  there  can  be  a much  more 
effective  communication  between  the  various 
county  medical  societies  and  the  parent  State 
Medical  Society.  This  should  result  in  a 
stronger  and  more  effective  organization  of  our 
profession. 

Ad  Hoc  Committee  to  Study  Effective 
Representation  in  Albany.  The  report  of 
this  committee  has  been  studied  in  detail  by 
the  Commission  and  the  recommendations  of 
the  committee  have  been  carried  out  to  date  to 
the  extent  which  seems  possible  and  practicable 
at  the  present  time. 

It  must  be  pointed  out  that  sufficient  funds 
were  not  available  during  the  current  year  to 
carry  out  as  inclusive  a program  as  had  been 
suggested  by  some  members  of  the  Society. 
For  example,  the  establishment  of  a full-time 
year-round  office  in  Albany  was  suggested  by 
some  members  of  the  Society,  as  a primary  or 
associate  adjunct  in  our  legislative  activities. 

After  careful  consideration,  it  was  the 
opinion  of  the  committee  that  to  establish 
such  an  office  would  necessitate  an  increase  in 
revenue,  and  to  meet  this  needed  increase 
would  mean  an  increase  in  dues  for  the  member- 
ship of  the  Society.  The  Commission  did  not 
feel  that  the  indications  for  a full-time  office  in 
Albany  at  this  time  were  sufficient  to  warrant 
a dues  increase. 

It  was  further  the  opinion  of  the  Commission 
that  inasmuch  as  the  administration  of  the 
State  Society  has  to  date  been  unable  to 
obtain  a person  with  “outstanding  experience  in 
legislation”  for  assignment  to  an  office  in 
Albany,  it  would  not  be  advisable  to  establish 
such  simply  for  its  establishment. 

The  Commission  was  further  of  the  opinion 
that  by  utilizing  the  facilities  of  the  Division  of 
Communications  it  should  be  possible  to 
initiate  a satisfactory  program  this  year, 
which  can  be  extended  as  indicated  in  the 
future. 

The  assignment  of  the  field  representatives 
of  the  Division  of  Communications,  in  keeping 
with  the  suggestions  of  the  ad  hoc  committee, 
was  reviewed  in  depth  by  the  Commission. 
In  cooperation  with  suggestions  made  by  Henry 
I.  Fineberg,  M.D.,  executive  vice-president,  it 
was  agreed  that  field  representatives  of  the 
Division  of  Communications  will  be  assigned  to 
the  respective  district  branches  throughout 
the  State.  It  is  now  planned  that  one  field 
man  will  be  assigned  to  the  First,  Second,  and 
Ninth  Districts;  one  to  the  Third,  Fourth, 
and  Fifth  Districts;  and  one  to  the  Sixth, 
Seventh,  and  Eighth  Districts. 

It  was  further  agreed  that  during  the  period 
of  time  of  the  meeting  of  the  Legislature  in 
Albany,  assignments  of  these  field  men  of  the 


Division  of  Communications  will  be  primarily 
that  of  legislative  activities  and  their  primary 
duties  will  be  providing  information  and 
stimulating  the  activities  among  the  county 
society  members  so  that  contact  with  the 
legislators  can  and  will  be  made  by  the  physi- 
cians in  the  local  (voting)  communities  of  the 
State. 

The  Legislative  Counsel  has  strongly  em- 
phasized to  the  Commission  the  importance  of 
local  legislative  contact,  that  such  contact 
should  be  made  by  physicians  and  not  by  non- 
professional personnel,  and  that  such  contact  is 
far  more  effective  than  contact  by  a “repre- 
sentative of  the  State  Society.” 

Following  the  advice  of  the  Legislative 
Counsel,  the  Commission  agreed  that  further 
consideration  will  be  given  to  the  establish- 
ment of  a “strictly  business”  office  in  Albany, 
but  that  we  should  not  establish  an  “entertain- 
ment program”  there. 

The  Legislative  Counsel  further  suggested 
that  a “legislative  guide”  be  prepared,  such  a 
guide  to  be  an  outline  of  policies  and  sug- 
gestions to  provide  information  to  the  county 
societies  concerning  legislative  activities.  This 
legislative  guide  is  now  in  the  process  of  being 
prepared  and  will  be  distributed  at  the  meeting 
of  legislation  chairmen  to  be  held  on  December 
17,  1963.  It  is  hoped  that  this  guide  will  be 
helpful  to  all  members  of  the  Society  in  their 
legislative  activities  this  year. 

The  Commission  reviewed  the  format  of  the 
Legislation  Letter,  agreeing  that  it  be  continued 
this  year  under  the  editorship  of  Mr.  Ralph 
Semerad.  This  Legislation  Letter  will  be 
prepared  regularly  during  the  legislative  session, 
in  cooperation  with  the  Division  of  Com- 
munications, and  will  be  sent  to  county  medical 
society  secretaries,  legislation  committees  of 
the  women’s  auxiliaries,  and  others  as  indicated 
and  requested. 

The  Legislation  Letter  will  direct  itself 
primarily  to  items  of  legislation  proposed  by 
the  State  Medical  Society  and  items  of  leg- 
islation which  are  most  significant  to  the 
Medical  Society.  Any  suggestions  concerning 
information  which  would  be  helpful  would  be 
appreciated.  These  may  be  submitted  directly 
to  the  chairmen  of  the  respective  committees  or 
to  the  Division  of  Communications. 

The  Division  of  Communications  works  very 
closely  with  this  Commission  and  with  its 
committees.  In  actuality,  the  activities  of 
each  of  these  committees  depends  on  the 
strength  of  the  Division  of  Communications. 

The  extent  of  activities  depends  not  only  on 
the  expenditure  of  effort,  but  on  the  avail- 
ability of  funds,  and  the  Division  of  Com- 
munications can  carry  out  programs  only  to 
the  extent  of  monies  available  for  such  purposes. 

There  is  attached  a copy  of  the  statement 
presented  by  the  Commission  on  Public  and 
Professional  Affairs  before  the  Joint  Legislative 
Committee  to  study  the  practice  of  the  pro- 
fessions in  corporate  form. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 
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Statement  Presented  by  the  Commission  on  Public  and 
Professional  Affairs  Before  the  Joint  Legislative  Com- 
mittee on  Tax  Status  and  Tax  Benefits  of  Professional 
Men 

The  Medical  Society  of  the  State  of  New  York  is 
pleased  to  appear  before  this  distinguished  legislative 
committee  to  support  in  principle  legislation  which 
would  authorize  medical  and  other  professions  to 
practice  their  professions  in  corporate  or  quasi- 
corporate  form. 

As  the  members  of  this  committee  may  know,  it 
was  our  Society  which  originally  urged  the  formation 
of  such  a joint  legislative  committee  in  the  belief 
that  there  was  a need  not  only  to  study  all  aspects  of 
this  problem,  but,  indeed,  through  public  hearing  to 
focus  public  attention  on  the  problem  itself. 

Quite  frankly,  we  cannot  see  any  real  arguments 
which  can  possibly  be  raised  against  such  a proposal 
by  any  group,  particularly  since  all  past  bills  in- 
troduced in  the  Legislature  have  merely  provided  an 
option  to  the  professional  man  to  form  such  a cor- 
poration in  order  to  derive  such  tax  advantages  as 
might  then  be  available.  We  consider  this  issue 
that  simple.  Such  a proposal  would  afford  some 
measure  of  relief  to  the  now  heavily  taxed  profes- 
sional man  of  this  State  by  permitting  him  to  qualify, 
if  he  elects  to  do  so,  for  the  tax  treatment  made 
possible  under  the  Kittner  rulings  of  which  you  are 
all  so  familiar. 

There  may  come  a time  when  the  desired  goal  of 
equal  tax  treatment  will  come  from  an  appropriate 
amendment  to  the  Internal  Revenue  Code,  providing 
uniform  treatment  throughout  all  the  states.  It  is 
our  conviction,  however,  that  we  should  not  wait 
any  longer  for  action  in  the  State  of  New  York 
pending  the  long-awaited  amendment  to  the  Internal 
Revenue  Code  yet  to  be  announced.  We  have 
already  waited  too  long. 

There  are  many  arguments  which  can  be  raised  to 
support  the  practice  of  the  professions  in  corporate 
form ; first,  businessmen  in  corporations  have 
acquired  so  many  Federal  tax  advantages,  now 
denied  the  professional  men,  that  the  scales  of 
economic  competition  have  been  tipped  too  far,  too 
long  against  the  professional  man  and  his  services. 
We  believe  that  this  is  against  the  public  interest. 

In  an  excellent  study  prepared  by  John  P.  Ohl, 
Esq.,  relating  to  the  corporate  practice  of  law  in 
New  York  State,  Mr.  Ohl  observed  that  “The 
businessman,  through  the  use  of  a corporate  entity, 
can  participate  in  pension  or  profit-sharing  plans 
which  enable  him  to  shield  part  of  his  current  income 
from  high  surtax  rates  in  his  most  productive  years 
and  receive  economic  benefits  later  in  his  retirement 
years,  at  lower  ordinary  income  rates,  or  even  at 
capital  gain  rates.  He  can  enter  into  deferred 
compensation  contracts  with  his  employer  which 
likewise  will  soften  the  impact  of  the  graduated 
income  tax.  He  can  arrange  to  have  the  corporation 
grant  him  stock  options  at  or  slightly  below  the 
market  price  of  the  stock,  a device  which  permits  him 
to  receive  part  of  his  compensation  in  capital  gain 
form.  The  businessman  can  enjoy  group  term  life 
insurance  coverage  at  no  tax  cost.  He  can  par- 
ticipate in  accident,  health,  and  wage  continuation 
plans  as  an  employe ; and  his  wife  or  heirs  can  qualify 
for  special  employe  death  benefits.”* 

On  the  other  hand,  the  medical  practitioner,  and 
for  that  matter  any  professional  man,  cannot  enjoy 
any  of  these  economic  benefits  or  advantages  to  their 
fullest  measure. 

The  rationale  given  by  the  Federal  government, 
justifying  the  present  tax  benefits  available  to 

* Tax  Forum  No.  226,  Corporate  Practice  of  Law  in 
New  York,  John  P.  Ohl,  Esq.,  February  5,  1962. 


corporate  officers  and  corporations,  is  that  there  is  a 
socially  desirable  goal  in  affording  corporations 
such  profit-sharing  plans.  The  theory  is  that  by 
offering  an  inducement  to  the  employer  to  provide 
such  a plan,  to  which  he  himself  will  be  eligible,  the 
employer  is  thereby  induced  to  provide  some  form 
of  pension  plan  for  all  of  his  employes  in  a given  class, 
on  a nondiscriminatory  basis,  where  such  a plan 
otherwise  might  not  exist.  Clearly  then,  all  the 
employes  of  professional  people,  such  as  stenog- 
raphers, bookkeepers,  receptionists,  technicians, 
and  the  like,  are  being  adversely  discriminated 
against  through  the  present  tax  structure. 

It  is  a myth  to  believe  that  the  doctor  and  other 
professional  men  do  not  compete  as  an  employer  in 
the  labor  market  with  private  corporations.  Because 
the  professional  man  has  no  comparable  tax  benefit 
pension  or  profit-sharing  plan  which  he  may  offer  to 
his  employes,  the  doctor  must  pay  for  such  benefits 
out  of  his  pocket,  without  the  tax  advantages, 
thereby  driving  the  expense  of  all  professional 
services  upward. 

There  has  been  some  comment  that  HR-10,  or  the 
so-called  Reed-Keogh  Bill  which  was  enacted  in 
1962,  has  completely  resolved  the  problem  and  makes 
the  enactment  of  a measure  permitting  the  formation 
of  corporations  available  to  the  professions  wholly 
unnecessary.  In  reality,  HR-10  falls  far  short  of 
removing  the  discrimination  against  the  self-em- 
ployed as  compared  with  the  privileges  granted  to 
the  owner-managers  of  corporations  under  the 
Internal  Revenue  Code. 

As  recently  as  August,  1963,  the  American  Bar 
Association  observed  in  its  committee  study  “only 
part  of  one  of  the  five  enumerated  privileges  is 
extended  to  the  self-employed  by  HR-10,  namely, 
the  right  to  deduct  from  income  contributions  to  a 
qualified  pension  or  profit-sharing  plan.  Even  this 
limited  right  is  severely  qualified  as  follows 

(1)  The  self-employed  may  only  deduct  one  half 
of  his  annual  contributions  to  the  plan,  or  $1,250, 
whichever  is  less,  whereas  the  corporation  may 
deduct  the  entire  contribution. 

(2)  Contributions  by  the  self-employed  to  such  a 
plan  are  limited  to  10  per  cent,  whereas  corporations 
may  contribute  15  per  cent. 

(3)  Contributions  by  a self-employed  person 
who  has  an  interest  of  10  per  cent  or  more  of  the 
profits  are  limited  to  $2,500,  whereas  corporations 
contributions  for  executive  stockholders  are  not  so 
limited. 

Pension  benefits  under  HR-10  must  be  im- 
mediately vested  for  all  employes  of  the  self-employed 
persons.  Those  under  corporate  plans  need  not  be 
vested.  This  requirement  of  vesting  greatly  in- 
creases the  cost  of  pension  plans  and  deprives  the 
self-employed  of  one  of  the  principal  incentives  for 
the  establishment  of  such  plans;  namely,  to  slow 
the  turnover  of  his  employes  and  personnel. 

The  American  Bar  Committee  concluded,  and 
we  concur  in  this  conclusion,  that  HR-10,  as  adopted, 
was  not  intended  to  and  does  not  eliminate  the 
injustice  to  the  professions. 

If  it  is  the  policy  of  this  State  to  continue  to 
recruit  to  the  practice  of  medicine  young  men  of  the 
highest  qualifications,  we  must  do  just  that,  we  must 
compete  for  them.  We  compete,  however,  in  an 
age  when,  because  of  the  great  technologic  advances, 
industry  competes  for  good  minds  and  good  young 
men  directly  with  our  professionals.  It  is  not  enough 
merely  for  us,  in  medicine,  to  say  to  these  young  men, 
“You  have  a great  opportunity  to  serve  your  fellow 
mankind  with  us.”  We  now  must  compete  directly 
in  the  financial  arrangements  which  are  being 
offered  to  these  young  men  by  industry  and  business 
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generally.  We  believe  that  providing  a legislative 
vehicle  for  professional  corporations  may  help  us 
to  revise,  at  least  in  part,  the  continuing  trend  that 
we  have  noted  in  our  medical  schools  and  other 
professional  schools,  from  the  profession  to  industry 
and  business. 

We  are  not  here  to  support  any  particular  or 
special  bill  which  has  in  past  years  been  introduced 
in  the  Legislature,  in  the  belief  that  the  purpose  of 
your  current  hearings  is  to  review  all  bills  of  past 
years.  We  believe,  however,  that  any  measure  to 
be  enacted  should  provide  the  following  safeguards 
or  principles : 

1 . Any  measure  should  protect  the  position  of  the 
individual  practitioner,  as  well  as  the  group  prac- 
titioner, in  order  that  the  advantage  of  such  cor- 
porate practice  shall  be  made  available  to  both 
important  segments  of  the  professions  and  their 
employes. 

2.  Any  measure  should  reserve  to  the  various 
professions  the  inherent  control  of  the  admission 
and  discipline  of  its  members  in  order  that  all 
professions  may  remain  subject  to  the  rules  and 
regulations  of  their  respective  professional  licensing 
boards. 

3.  Any  measure  should  provide  appropriate 
safeguards  to  the  canons  of  ethics  of  the  particular 
profession. 

4.  Any  measure  should  be  permissive  in  nature 
and  preserve  that  special  relationship  between  doctor 
and  patient,  with  all  its  accompanying  legal  re- 
sponsibilities and  characteristics,  within  the  frame- 
work of  the  corporation. 

5.  Any  such  measure  should  provide  for  trans- 
ferability of  interest  on  death  or  transfer  only 
through  members  of  the  profession  involved. 

6.  Any  bill  should  provide  an  integrated  and 
comprehensive  amendment  to  all  appropriate 
sections  of  the  law  in  order  that  any  inconsistent 
or  conflicting  sections  of  all  statutes,  rules,  and  reg- 
ulations will  be  eliminated  in  order  to  avoid  any 
possible  question  as  to  the  full  protection  afforded  to 
any  professional  man  wishing  to  take  advantage  of 
the  statute. 

Gentlemen,  it  is  our  belief  that  too  many  of  our 
young  men  of  ability  and  promise  are  turning  away 
from  the  professions  to  seek  greater  rewards  in 
business.  The  effects  of  tax  discriminations  are 
well  known  to  all  of  us.  We  believe  that  there 
is  need  for  positive  and  effective  action  on  the  State 
level  this  year.  We  support  in  principle  the  objec- 
tives of  your  committee.  We  hope  that  your  com- 
mittee will  produce  a bill  this  year  which  will  present 
a sound  legislative  determination  and  that  this 
Society  will  be  afforded  an  opportunity  to  review 
such  a measure  and  to  invite  discussion  of  it  with 
the  various  appropriate  committees  of  our  Society, 
in  order  that  we  may  then  bring  to  you  specific 
comments  or  recommendations,  which,  we  would 
hope,  would  reflect  our  deep  interest  in  this  matter. 
Again  we  congratulate  you  on  the  important  work 
which  you  are  doing  and  hope,  to  some  degree,  that 
the  enunciation  of  the  position  of  this  Society  may 
be  of  some  benefit  to  your  thinking. 

Section  51  ( see  85,  195,  196) 

Annua!  Report  of  Committee  on  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  consists  of  the  following 

members: 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman.  . . 

Queens 

John  H.  Carter,  M.D.,  Cochairman. . .Albany 


Michael  C.  Armao,  M.D New  York 

John  C.  Brady,  M.D Buffalo 

William  L.  Dorr,  M.D Auburn 

Ralph  E.  Isabella,  M.D Schenectady 

Henry  W.  Kaessler,  M.D Bronxville 

John  A.  Kalb,  M.D Endicott 

Charles  R.  Mathews,  M.D Rochester 

William  J.  Ryan,  M.D Syracuse 


Insofar  as  the  State  Legislature  has  not  been 
in  session  since  the  last  report  of  this  committee 
to  the  House  in  May,  1963,  a supplementary 
report  will  be  submitted  in  February  covering 
the  1964  session.  The  following,  however,  is  a 
recapitulation  of  the  committee’s  work  at  the 
time  this  report  is  being  prepared  in  late 
November. 

One  of  the  principal  activities  was  the  com- 
mittee meeting  held  October  15  at  the  Fort 
Orange  Club,  Albany.  A report  of  the  high 
lights,  listed  below,  was  submitted  to  the 
November  meeting  of  the  Council. 

The  first  topic  was  State  legislation.  The 
chairman  reviewed  the  five  conclusions  of  the 
Ad  Hoc  Committee  to  Study  Effective  Repre- 
sentation in  Albany  which  the  Council  had 
approved.  The  first  two  items  concerned 
suggestions  made  at  the  open  hearing  held  in 
September  and  the  retention  of  the  present 
Legislative  Counsel.  These  items  were  for 
information. 

The  other  three  items  dealt  with  the  leg- 
islative activities  of  the  field  representatives  in 
Albany  during  the  1964  session,  proposed  office 
in  that  city,  and  the  Legislation  Letter. 

A two-room  suite  has  been  rented  for  the 
period  January  1 through  March  31,  1964, 
at  the  Ten  Eyck  Hotel  which  will  serve  as 
State  Society  operational  headquarters.  It  is 
hoped  to  increase  the  present  staff  of  regional 
representatives  to  three  men  by  January  1,  1964. 
Plans  call  for  these  men  to  cover  the  Capital 
district  and  surrounding  areas,  the  Western 
New  York  sector,  and  the  Metropolitan  New 
York  region,  including  Long  Island,  West- 
chester, and  adjacent  counties.  This  field 
staff  will  be  supervised  by  the  Communications 
Division  as  directed  by  the  Executive  Vice- 
President  and  coordinated  by  the  Legislative 
Counsel. 

The  Legislation  Letter  will  be  revamped 
completely  so  as  to  make  it  more  readable 
and  more  informative  as  well  as  to  overcome 
deficiencies  in  last  year’s  version  as  pointed 
out  at  the  open  hearing  and  at  the  committee 
meeting.  Every  effort  will  be  made  to  make 
each  issue  timely  and  complete  in  itself  without 
unnecessary  references  to  previous  issues. 

The  committee  also  took  up  the  proposed 
revival  of  the  annual  meeting  of  county  medical 
society  legislation  chairmen  and  voted  unan- 
imously to  recommend  to  the  Council  that 
such  meeting  be  planned  in  1964.  It  was 
stressed  that  main  cost,  such  as  travel  and 
rooms,  must  be  borne  by  county  societies  and 
that  the  State  Society  would  host  a luncheon 
or  similar  affair. 

Discussed  at  length  was  the  five-point  1964 
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legislative  program  mandated  by  the  1963 
House.  The  committee  acted  as  follows: 

1.  Good  Samaritan  Law — voted  for  reintro- 
duction; 

2.  Oral  Prescription  of  Narcotic  Drugs — 
agreed  that  the  State  Society  reinitiate  bill 
and  follow  through  on  suggestions  made  at  the 
meeting; 

3.  Practice  of  Medicine  by  Psychologists — - 
felt  that  no  action  be  taken  on  advice  of  Leg- 
islative Counsel  and  that  reasons  for  decision 
be  conveyed  to  proper  parties; 

4.  Third  Party  Actions  in  Workmen’s  Com- 
pensation— accepted  recommendations  of  Work- 
men’s Compensation  Committee  that  imple- 
mentation be  deferred.  The  Council  accepted 
these  recommendations. 

Concerning  the  fifth  point,  on  Autopsy  and 
the  Dead  Human  Body,  the  committee  acted  on 
three  phases  of  the  problem.  In  regard  to  the 
proposed  revision  of  the  law  involving  the 
coroner’s  office  the  members  decided  that  no 
action  should  be  taken,  on  the  advice  of  the 
Legislative  Counsel,  and  that  the  reasons  for 
this  decision  be  communicated  to  the  proper 
parties. 

On  the  same  subject,  the  committee  agreed 
that  no  action  be  taken  on  legislation  dealing 
with  cesarean  section  on  deceased  pregnant 
women.  The  committee  also  accepted  the 
recommendation  of  the  House  concerning 
written  consent  of  “all”  next  of  equal  rank 
kin.  This  recommendation  was  that,  since  the 
insertion  of  the  word  “all”  is  an  interpretation 
in  a previous  attorney  general’s  opinion, 
clarification  should  be  requested  of  the  present 
Attorney  General  before  a bill  is  again  intro- 
duced. Negotiations  will  be  handled  by  Legal 
Counsel,  the  Special  Committee  on  Autopsy 
and  the  Dead  Human  Body,  and  the  Legislation 
Committee. 

The  Council  approved  the  above  actions. 

In  addition  to  the  above  proposed  laws  ten 
other  bills  were  considered  for  possible  inclusion 
in  the  1964  program.  A brief  resume  of  the 
committee’s  attitude  on  these  bills  follows: 

1 . Tax  Deduction  for  Cost  of  Medical  T uition — 
voted  to  reintroduce; 

2.  Tax  Exemption  for  Medical  Society  Real 
Property — agreed  to  sponsor  again; 

3.  Lien  Law— decided  to  await  future  de- 
velopments; 

4.  Healing  Arts — cognizant  of  the  fact  that 
the  Governor  has  appointed  a committee  to 
study  the  State  Education  Law,  voted,  never- 
theless, that  the  bill  be  reintroduced; 

5.  Licensure  of  X-Ray  Technicians — decided 
to  support  in  principle  but  to  take  no  action 
until  any  bill  which  may  be  introduced  has  been 
studied.  Action  was  taken  on  advice  of 
Legislative  Counsel; 

6.  Hypnosis — voted  to  confirm  previous  posi- 
tion which  was  that  no  action  be  taken; 

7.  Blood  Banks - — agreed  to  support  whatever 
action  the  State  Health  Department  might 
take,  but  only  after  advice  of  Legislative 
Counsel; 

8.  Building  Construction  or  Changes  in  Private 


Hospitals  and  Nursing  Homes— voted  to  hold  in 
abeyance  pending  developments. 

Two  additional  matters  were  referred  to  the 
Council.  Because  of  time,  the  first  item  was 
referred  to  the  Executive  Committee  on 
October  24.  This  item  dealt  with  the  problem 
of  formation  of  associations  for  tax  purposes  by 
professional  practitioners.  At  the  Albany  meet- 
ing, your  committee  recommended  to  the 
Council  that  this  type  of  legislation  should  be 
supported  in  principle.  The  motion  also 
called  for  an  articulate  State  Society  repre- 
sentative to  present  the  Society’s  endorsement, 
personally,  and  in  writing,  at  the  November  8 
hearing  of  the  Joint  Legislative  Committee  on 
Tax  Status  and  Tax  Benefits  of  Professional 
Men. 

This  recommendation  was  approved  in 
principle  by  the  Executive  Committee  and 
transmitted  to  the  November  meeting  of  the 
Council.  Harry  Albright,  Esq.,  a member  of 
the  staff  of  the  Society’s  Legislative  Counsel, 
presented  a statement  at  the  hearing.  It  has 
been  recommended  that  this  statement,  in 
whole  or  in  part,  be  publicized  in  the  News- 
letter. 

The  second  item  concerned  clinical  pathologic 
bioanalysis  licensure.  The  Council  approved 
the  following  recommended  action:  The  State 
Medical  Society  endorses  the  principle  of 
licensing  clinical  laboratories  provided  (1) 
they  have  fully  complied  with  the  standards  of 
approval  of  the  State  Health  Department,  and 
(2)  the  license  issued  specifies  the  exact  services 
which  the  licensed  laboratory  may  legally 
perform. 

Federal.  In  the  field  of  Federal  legislation 
the  chairman  reviewed  the  activities  of  the 
headquarters  and  field  staff  of  the  Communica- 
tions Division  concerning  “New  York  Operation 
Hometown.”  The  immediate  goal  of  this 
project  is  to  establish  an  efficient  and  effective 
machinery  for  handling  proposed  legislation. 
Under  the  direction  of  a county  chairman,  the 
program  calls  for  six  activities:  (1)  Setting  up 
speakers  bureaus;  (2)  enlisting  the  support  of 
allies;  (3)  utilizing  newspapers,  radio,  and 
television  facilities;  (4)  distributing  materials; 
(5)  contacting  Congressmen;  and  (6)  promoting 
letter- writing. 

The  ultimate  objective  of  “New  York 
Operation  Hometown,”  which  can  be  readily 
adapted  to  State  legislative  activities,  is  to 
prevent  the  enactment  of  the  King-Anderson 
Bill  providing  health  care  for  the  aged  under 
Social  Security  or  any  similar  system. 

The  groundwork  for  county  societies  to  carry 
out  this  project  has  been  laid  in  as  many  areas 
as  our  limited  field  staff  was  able  to  concentrate 
on  during  the  past  several  months.  Expanded 
and  more  intensified  activities  will  undoubtedly 
be  necessary  as  the  crucial  presidential  election 
year  of  1964  approaches. 

A detailed  statement  of  the  State  Society’s 
views  on  the  Administration’s  plan  for  medical 
care  for  the  aged  has  been  prepared  by  the 
Communications  Division.  At  report  time 
our  request  that  William  L.  Wheeler,  Jr., 
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M.D.,  be  allowed  to  present  our  position  at 
the  public  hearings  of  the  House  Ways  and 
Means  Committee  had  been  granted  but  his 
appearance  was  postponed  due  to  the  President’s 
death. 

On  this  subject  the  committee  voted  to 
recommend  to  the  Council  approval  of  a bill 
sponsored  by  Rep.  Carleton  King,  Saratoga 
Springs.  The  bill  provides  income  tax  deduc- 
tions for  premiums  paid  on  health  insurance 
for  the  aged.  The  committee  also  recom- 
mended that  if  approval  were  granted  Mr. 
King  be  so  notified.  The  Council  voted  ap- 
proval. 

Amendments  to  the  Keogh-Smathers  Law 
providing  retirement  benefits,  which  are  in- 
tended to  remove  objections  voiced  by  the 
medical  profession  and  others,  have  been 
introduced  by  the  sponsors  of  the  law. 

A detailed  up-to-date  report  on  Federal 
legislation  will  be  included  in  the  committee’s 
supplementary  report. 

Miscellaneous.  As  this  report  is  being 
drawn  up,  a meeting  to  discuss  legislation 
on  matters  has  been  called  for  December  17  at 
the  Ten  Eyck  Hotel,  Albany.  The  House  also 
will  be  given  a report  on  this  meeting. 

An  expression  of  thanks  is  due  to  all  who  have 
assisted  your  chairman.  Foremost  among  these 
are  James  M.  Blake,  M.D.,  chairman,  Commis- 
sion on  Public  and  Professional  Affairs;  John 
H.  Carter,  M.D.,  cochairman;  and  Henry  I. 
Fineberg,  M.D.,  executive  vice-president. 

For  the  excellent  spirit  of  cooperation  shown 
by  our  Society’s  staff,  we  are  most  grateful. 
A special  vote  of  thanks  goes  to  the  regional 
representatives  and  secretaries  of  the  Division 
of  Communications,  headed  by  the  director, 
Guy  D.  Beaumont,  assisted  by  Martin  J. 
Tracey,  associate  director  and  coordinator, 
legislative  activities. 

Respectfully  submitted, 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman 

Section  52  ( see  197) 

Report  of  Ad  Hoc  Committee  to  Study 
Effective  Representation  in  Albany 

To  the  House  of  Delegates , Gentlemen: 

The  committee  consists  of  the  following 
members: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


George  J.  Lawrence,  Jr.,  M.D Queens 

John  C.  McClintock,  M.D Albany 

Frederic  W.  Holcomb,  Sr.,  M.D...  Kingston 

Leo  E.  Gibson,  M.D.. Syracuse 

Harold  T.  Golden,  M.D Herkimer 

Albert  M.  Schwartz,  M.D New  York 

John  H.  Carter,  M.D Albany 


The  committee  held  two  meetings,  the  first 
m August  1 and  the  second  on  September  24. 

At  the  first  meeting,  members  of  the  commit- 
tee expressed  their  own  views  as  well  as  com- 
ments that  had  come  to  their  attention  in  their 
respective  areas  of  the  State. 


These  discussions  seemed  to  indicate  a great 
need  for  more  contact  with  legislators  by  indi- 
vidual physicians  throughout  the  State,  repre- 
sentatives of  respective  county  medical  societies, 
as  well  as  more  contact  with  the  legislators 
during  the  session  of  the  Legislature  in  Albany. 

Considerable  discussion  centered  around  the 
cost  of  various  types  of  legislation  activities, 
including  a full-time  legislation  office  with  a 
director  in  Albany.  Discussion  also  included 
the  over-all  status  of  the  State  Medical  Society 
budget  and  funds  that  might  be  available  for 
activities  of  this  type. 

The  various  types  of  legislation  activities  in 
which  the  State  Medical  Society  has  partici- 
pated through  the  past  forty  years  were  re- 
viewed. It  was  pointed  out  that  on  at  least 
four  prior  occasions  the  House  of  Delegates  had 
concerned  itself  with  a study  of  the  problem  of 
legislation  activities  in  Albany. 

Following  the  discussion,  the  committee  con- 
cluded as  follows: 

1.  An  “open  hearing”  should  be  held  to  re- 
ceive suggestions  from  various  members  of  the 
Medical  Society  of  the  State  of  New  York. 

2.  The  present  legislative  counsel  be  re- 
tained. 

3.  Field  representatives  from  the  Division 
of  Communications  be  assigned  to  legislation 
as  a primary  part  of  their  activities,  during  the 
session  of  the  Legislature  spending  the  first  three 
days  of  the  week  in  Albany,  with  indicated  con- 
tact with  legislators  and  committees  and  mem- 
bers of  the  Legislation  Committee,  returning  to 
their  respective  field  areas  in  the  latter  part  of 
the  week,  maintaining  contact  with  the  local 
county  societies  and  physicians  in  the  area. 

4.  The  Division  of  Communications  to  as- 
sume production  of  the  Legislation  Letter  under 
the  direction  of  Dr.  Fineberg,  using  either  the 
editor  of  last  year  or  another  selection  of  choice. 

5.  The  administrative  office  under  the  direc- 
tion of  Dr.  Fineberg  to  investigate  the  cost  of 
establishing  an  operating  office  in  Albany,  per- 
haps at  one  of  the  hotels,  to  be  used  during  the 
legislative  session. 

The  “open  hearing”  was  held  at  State  Society 
headquarters  on  September  24.  This  meeting 
was  well  attended.  There  was  fair  representa- 
tion of  various  county  societies  upstate  as  well 
as  in  the  metropolitan  area,  and  there  was  a 
free  discussion  of  possibilities  and  activities. 

Following  the  open  hearing,  the  committee 
met  for  the  second  time.  The  committee  re- 
affirmed the  conclusions  arrived  at  during  the 
first  meeting  but  added  one  further  recommen- 
dation. This  recommendation  was  that  a fourth 
member  of  the  staff  of  the  Communications 
Division  be  employed  who  has  had  experience 
in,  and  is  knowledgeable  about,  legislation  ac- 
tivities. He  should  be  assigned  to  the  Albany 
area  and  would  assume  the  responsibility  for  the 
legislation  activities  through  the  other  field  men 
in  contacting  and  carrying  out  communications 
throughout  the  State. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 
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Section  53  ( see  198 ) 

Annual  Report  of  Committee  on  Public  Relations 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Council  Committee  on  Public 
Relations  are: 

John  C.  McClintock,  M.D.,  Chairman 


Albany 

Erwin  J.  Boerschlein,  M.D Monroe 

Felix  Ottaviano,  M.D Madison 

Irving  M.  Pallin,  M.D Kings 

Samuel  Wagreich,  M.D Bronx 

C.  Stewart  Wallace,  M.D Tompkins 


General.  On  June  1,  Guy  D.  Beaumont 
became  the  new  director  of  the  Communications 
Division.  Two  regional  representatives  also 
were  hired:  Harry  Dexter,  presently  assigned 
to  the  Sixth,  Seventh  and  Eighth  District 
Branches,  and  William  Riddle,  to  the  Metro- 
politan New  York  area,  First,  Second  and 
Ninth  District  Branches.  Other  members  of 
the  staff  are:  Martin  J.  Tracey,  associate  di- 
rector and  editor  of  the  Newsletter;  Sylvia 
Rackow,  media  relations  coordinator;  Evelyn 
Clark,  assistant  editor,  Newsletter,  and  secretary 
to  Mr.  Tracey;  Bethany  Culhane,  secretary  to 
Mr.  Beaumont. 

In  the  past  six  months  Mr.  Beaumont  as 
director  of  the  Division  has  spent  time  familiar- 
izing himself  with  the  policies  and  activities  of 
the  State  Society.  He  is  gradually  reorganizing 
the  Division  to  provide  the  most  effective  opera- 
tion. Several  productive  trips  have  been  made 
to  county  medical  society  meetings  to  learn  of 
their  requirements  and  attitudes. 

One  important  achievement  has  been  the 
re-establishment  and  implementation  of  the 
field  service.  The  regional  representatives, 
while  studying  the  needs  of  the  county  societies, 
have  offered  their  services  to  the  society  officers, 
committee  chairmen,  and  executive  secretaries. 
They  have  in  particular  promoted  “New  York 
Operation  Hometown.” 

In  July,  the  director  called  a two-day  Com- 
munications Division  staff  meeting  to  indoctri- 
nate the  regional  representatives  and  the  other 
new  staff  members  in  State  Society  policies  and 
projects.  At  this  meeting  the  heads  of  every 
State  Society  department  discussed  the  opera- 
tions of  their  department  and  made  recommen- 
dations to  the  staff  as  to  how  the  Communi- 
cations Division  could  assist  them.  This  meet- 
ing was  so  successful  that  similar  conferences 
will  be  held  every  six  months.  The  second 
conference  will  be  held  in  January  of  1964. 

Newsletter.  The  Newsletter  was  distributed 
monthly  except  in  July  and  August.  Several 
issues  exceeded  the  normal  four-page  format. 
Two  special  issues  were  mailed  during  the  cam- 
paign to  prevent  the  licensing  of  chiropractors. 
All  issues  are  now  being  sent  to  every  physician 
in  the  State  and  to  interns,  residents,  and  legis- 
lators. 

Research  has  been  underway  for  four  months 
to  make  the  Newsletter  more  effective.  Efforts 
to  obtain  advertising  to  underwrite  the  total 
cost  of  the  Newsletter  were  successful  and  a 


revamped  Newsletter  will  appear  in  January  of 
1964.  Circulation  of  the  Newsletter  is  presently 
at  approximately  38,000  copies.  A study  is 
underway  to  determine  the  efficiency  of  the  mail- 
ing service  used  by  the  Division  and  of  the  con- 
trols applied  to  the  expanding  circulation  list. 

Legislation.  In  the  field  of  State  legisla- 
tion, the  committee  worked  with  the  Legislation 
Committee  and  the  Ad  Hoc  Committee  to 
Study  Effective  Representation  in  Albany. 
Two  important  meetings  were  held,  one  at 
Lake  George  in  August  and  the  second  at  Al- 
bany in  October. 

At  the  Albany  meeting,  five  items  were  con- 
sidered by  the  committee  concerning  effective 
representation  in  Albany.  The  first  two  items 
concerned  suggestions  made  at  the  open  hear- 
ings on  State  legislation  efforts  held  in  Sep- 
tember, and  the  retention  of  the  present  Albany 
legislative  counsel.  The  other  three  items  were: 
legislative  activities  of  the  field  representatives 
in  Albany;  proposed  office  in  that  city;  the 
Legislation  Letter. 

A two-room  suite  in  the  Ten  Eyck  Hotel  in 
Albany  has  been  rented  for  the  period 
January  1 through  March  31,  1964,  to  serve  as 
State  Society  headquarters.  The  present  staff 
consisting  of  two  field  men  will  be  increased  to 
three  on  or  about  January  1,  1964.  They  will 
be  under  the  direction  of  the  Legislative  Coun- 
sel concerning  matters  of  legislation. 

The  Legislation  Letter  will  be  completely 
revamped  so  as  to  make  it  more  readable  and 
more  informative  as  well  as  to  overcome  de- 
ficiencies in  last  year’s  version. 

Regarding  Federal  Legislation,  “New  York 
Operation  Hometown”  was  launched  by  the 
Communications  staff.  The  primary  purpose  of 
this  project  is  to  alert  county  medical  societies 
to  the  need  for  a planned  organization  at  the 
local  level  to  combat  such  legislation  as  the 
King- Anderson  Bill.  The  secondary  objective 
is  to  provide  the  tools  for  such  an  organization. 
These  include  a complete,  detailed  explanation 
of  a committee  structure  contained  in  a kit 
supplied  by  the  A.M.A.  Through  the  field 
staff,  the  Newsletter,  and  correspondence  this 
project  has  been  promoted  extensively  and  will 
be  implemented  continuously,  particularly  dur- 
ing the  coming  crucial  presidential  election  year. 

A high  light  in  the  Federal  legislation  ac- 
tivities was  the  preparation  by  the  staff  of  a 
formal  presentation  detailing  the  State  Society’s 
opposition  to  the  King-Anderson  Bill.  Plans 
call  for  this  statement  to  be  presented  in  person 
by  our  president  at  the  public  hearings  of  the 
House  Ways  and  Means  Committee  if  and  when 
they  are  resumed  following  postponement  due 
to  the  President’s  death. 

Publicity  also  was  given  through  the  News- 
letter and  other  media  to  the  Keogh-Smathers 
Law  providing  retirement  benefits. 

As  part  of  the  Commission  on  Public  and 
Professional  Affairs,  the  committee  carried 
on  the  above  activities  with  the  assistance  and 
approval  of  James  M.  Blake,  M.D.,  chairman. 

Radio,  Television,  Press,  and  Motion 
Pictures.  The  Division  continued  to  explore 
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means  by  which  to  better  serve  the  media  of 
information. 

Services  offered  to  the  media  include:  in- 
terview arrangements,  aid  in  writing  medical 
articles,  radio  and  television  scripts  as  well  as 
checking  manuscripts  for  medical  accuracy  by 
qualified  physicians.  The  Telanswer  service 
(YUkon  6-5770)  for  holidays  and  weekend  use 
of  press,  radio,  and  TV  was  continued  (through 
this  service  a member  of  the  communications 
staff  can  be  reached  by  the  media  twenty-four 
hours  a day).  Information  services  and  the 
Speaker’s  Bureau  were  continued.  A listing 
of  over  500  volunteer  physicians  is  maintained 
for  this  service. 

Examples  of  some  of  the  requests  for  informa- 
tion received  by  the  Communications  Division 
are  as  follows:  Inquiries  were  received  on  topics 
such  as  Paget’s  Disease,  colitis,  the  State  Society 
policy  on  electrolysis,  emergency  medical  identi- 
fication, the  medical  viewpoint  on  children 
drinking  coffee,  medical  quackery,  Leman’s 
method  of  painless  childbirth,  infectious  hepa- 
titis, the  staff  of  Aesculapius,  an  explanation  of 
Pope  John’s  condition,  augmentation  mamma- 
plasty,  State  Society’s  resolution  on  smoking, 
effects  of  air  travel  on  heart  conditions,  place- 
bos, “Good  Samaritan”  law,  electrically  pow- 
ered wheelchairs,  A.M.A.-E.R.F.,  medicare, 
and  so  forth. 

The  Burgess  Meredith  TV  spot  messages  were 
distributed  completely  to  32  television  stations 
in  New  York  State.  Radio  messages  also  were 
distributed  to  140  radio  stations  in  the  State. 
The  “Dr.  Quiddity”  newspaper  series  has 
completed  its  trial  run  of  six  months.  A com- 
prehensive survey  to  determine  the  importance 
of  these  three  projects  was  completed  by  the 
Communications  Division.  This  survey  indi- 
cates that  the  television  spots  received  an 
average  of  two  to  three  showings  and  were 
shown  continuously  in  series  by  each  television 
station.  The  radio  messages  were  similarly 
used.  A remarkable  65  per  cent  of  the  State’s 
newspapers  used  the  Dr.  Quiddity  series  and 
still  continue  to  rerun  the  series.  All  three  of 
these  public  relations  aids  received  excellent 
results.  However,  because  of  lack  of  funds 
this  effective  program  has  had  to  be  terminated. 

The  Division  instituted  a series  of  weekly 
news  releases  for  use  by  county  medical 
societies.  Under  the  column  head  “Safeguard 
Your  Health”  county  societies  distribute  these 
to  their  local  daily  and  weekly  newspapers. 
These  releases  have  been  found  to  be  very  useful 
to  smaller  county  societies,  and  we  have  received 
favorable  reports  from  several  of  the  large 
county  societies  of  their  usefulness. 

Following  a survey  of  the  State’s  radio  sta- 
tions, a series  of  monthly  radio  spot  announce- 
ments was  developed.  Over  70  stations  now 
carry  these  messages  which  are  timed  to  run 
10,  20,  30,  40,  and  60  seconds  and  can  be  run  at 
all  hours  of  the  day.  Public  service  health 
topics  are  discussed  such  as  “diabetes  detec- 
tion,” “overweight,”  “treatment  for  nose- 
bleed,” “hints  for  expectant  mothers,”  and 
others. 


As  the  East  Coast  Physicians  Advisory  Com- 
mittee’s liaison  with  media,  the  Division 
(through  assigned  physicians)  checked  over  150 
scripts  for  “The  Doctors”  (NBC-TV),  and 
arranged  interviews  with  qualified  physicians 
and  psychiatrists  for  script  writers  of  the  follow- 
ing television  programs:  “The  Breaking  Point,” 
“The  Eleventh  Hour,”  “The  Nurses,”  and  “Dr. 
Kildare.” 

In  addition  to  checking  articles  for  medical 
accuracy,  aid  with  feature  articles  and  magazine 
stories  was  given  to  writers  from  Good  House- 
keeping, McCalls,  Reader's  Digest,  Pageant, 
Woman's  Home  Companion,  Time,  Newsweek, 
Life,  New  York  Post,  New  York  Herald  Tribune, 
New  York  News,  Television  Age,  Wall  Street 
Journal,  KMR  Publications,  New  York  Times, 
NAB,  CBS  News,  National  Encyclopedia,  As- 
sociated Press,  and  United  Press  International. 

In  addition  to  the  radio  and  television  cover- 
age during  the  convention,  the  Communications 
Division  scheduled  over  50  physicians  to  appear 
each  week  throughout  the  year  on  the  “Phy- 
sician Answers”  portion  of  the  Jewish  Home 
Show  on  WEVD.  Interviews  were  also  ar- 
ranged for  physicians  to  appear  on  four  “Long 
John  Nebel”  shows  (WOR);  the  Ted  Steele 
Program  (WCBS)  and  WNEW  and  Earl  Ubell’s 
WNEW  program,  on  which  Executive  Vice- 
President  Henry  I.  Fineberg,  M.D.,  appeared, 
the  Fay  Henle  “Dollars  & Sense”  program 
(WOR)  on  which  President  William  L.  Wheeler, 
Jr.,  M.D.,  guested  twice,  and  the  Jimmy  Wall- 
ington  Show  (CBS).  Guest  physicians  were 
also  placed  on  WMCA  and  other  stations. 
Speakers  were  also  supplied  for  county  medical 
society  meetings,  Woman’s  Auxiliary,  medical 
assistants,  civic  organizations,  special  groups 
such  as  “Gamblers  Anonymous,”  and  others. 

Copies  of  each  issue  of  the  New  York  State 
Journal  of  Medicine  go  to  a special  list  of 
science  editors  and  writers  in  advance  of  general 
distribution.  Editors  are  kept  informed  of  the 
State  Society’s  position  on  legislation  and 
problems  dealing  with  the  health  of  the  public. 
The  Newsletter  is  also  distributed  to  the  State’s 
press. 

Several  special  events  in  which  the  Communi- 
cations Division  actively  participated  included 
the  17th  World  Medical  Assembly.  The  Divi- 
sion set  up  and  maintained  the  press  room  and 
aided  with  news  coverage  during  the  week-long 
meeting,  October  13  to  17. 

The  Communications  Division  assisted  the 
Division  of  Scientific  Activities  (August  1 
and  2)  by  arranging  press  coverage  of  a sym- 
posium on  Forensic  Medicine  for  Coroners, 
Medical  Examiners,  Pathologists  and  District 
Attorneys  at  the  office  of  the  Chief  Medical 
Examiner. 

Special  releases,  where  advisable,  were  sent 
to  the  press  regarding  district  branch  elections, 
committee  appointments,  meetings,  and  so  forth. 

Future  plans  include  development  of  im- 
proved liaison  with  radio  and  television  pro- 
grams for  placement  of  qualified  physicians  on 
programs. 

Annual  Meeting.  Advance  publicity  for 
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the  1963  annual  meeting  included  ten  precon- 
vention releases  sent  to  newspaper  and  radio  and 
television  stations  throughout  the  State.  Mail- 
ings were  made  to  hospitals  and  medical  schools 
with  copies  of  the  special  convention  Newsletter 
for  bulletin  boards.  Some  400  circulars  re- 
garding the  “History  of  Medicine”  section 
(open  to  the  public)  were  distributed  to  schools, 
women’s  clubs,  and  others.  The  New  York 
City  Convention  and  Visitors  Bureau  assisted  by 
distributing  over  300  more  circulars. 

Advance  fact  sheets  and  press  conference 
highlight  guides  were  prepared  and  distributed 
to  daily  papers  and  radio  and  television  stations 
as  well  as  the  trade  press.  Twenty-four  re- 
leases were  prepared  in  advance  on  scientific 
papers  presented  at  the  meeting.  These  re- 
leases were  distributed  through  the  press  room 
at  the  convention  to  members  of  the  media,  and 
mailed  daily  to  upstate  newspapers  and  maga- 
zines. Radio  and  television  interviews  were 
initiated  prior  to  convention  time  wherever 
possible;  23  releases  were  prepared  and  dis- 
tributed during  the  convention. 

Ten  scrolls,  10  president’s  citations,  and 
123  Fifty-Year  Doctor  certificates  were  proc- 
essed for  presentation  at  the  meeting. 

The  press  room,  in  the  Pennsylvania  Room, 
was  maintained  during  the  meeting  and  used  by 
70  members  of  the  press,  radio,  and  television. 
Daily  coverage  was  given  to  the  annual  meeting 
by  New  York  Times,  Herald  Tribune,  Associated 
Press,  Post,  News,  World-Telegram  & Sun, 
Journal  American,  Wall  Street  Journal,  L.  I. 
Press,  Newsday,  as  well  as  NBC-TV,  NBC 
News,  ABC-TV,  WPIX-TV,  CBS-TV,  WINS, 
WNEW,  WHN  (Mutual)  Metromedia,  Amer- 
ican Radio  News;  30  radio  and  television  inter- 
views and  special  programs  were  arranged. 

Forty-nine  participants  in  the  meeting  ap- 
peared on  these  programs.  Five  group  “press 
conferences”  were  arranged  and  special  stories, 
spot  interviews,  and  so  forth  were  developed 
during  the  course  of  the  convention.  For 
example,  a telephonic  hookup  was  made  with 
Patrick  Air  Force  Base  during  the  “Space 
Medicine”  press  conference  because  it  coincided 
with  Astronaut  Cooper’s  journey  through 
space.  This  project  received  outstanding 
coverage  and  proved  a “press  break”  for  the 
convention.  Interviews  were  developed  on  reso- 
lutions passed  during  the  House  of  Delegates 
session  for  television  radio  stations  as  well  as 
newspapers.  Photo  coverage  was  given  the 
meeting  by  New  York  Times,  Herald  Tribune, 
News,  Post,  World-Telegram  and  Sun,  Journal 
American,  Associated  Press,  United  Press 
International,  Westchester  County  Publish- 
ers, Newsday,  L.  I.  Star  Journal. 

Science  writers  from  Medical  Economics, 
Medical  World  News,  Medical  Times,  US  News 
& World  Reports,  Western  Medical  Publications, 
American  Druggist,  Hospital  Topics,  Drug 
Topics,  Drug  Trade  News,  and  Good  House- 
keeping covered  the  entire  convention.  In 
addition  to  releases  sent  to  State-wide  papers 
daily,  verbal  information  was  given  to  many 
upstate  papers  calling  the  press  room.  The 


Division  also  arranged  photo  coverage  of  events, 
certificate  and  scroll  presentation  materials, 
and  so  forth.  Public  relations  exhibits  were 
also  arranged  and  displayed.  Press  conferences 
were  arranged  and  tape  recordings  were  made 
by  WNEW,  WINS,  and  the  Mutual  Broad- 
casting System  for  documentaries. 

Prior  to  the  convention,  participants  in  the 
scientific  program  were  requested  to  send  in 
scientific  papers  as  well  as  to  appear  at  the  press 
room  for  interview  arrangements.  Attempts 
were  made  to  contact  personally  each  scheduled 
participant.  Following  the  convention,  re- 
quests were  filled  for  interviews  for  radio,  tele- 
vision, and  magazine  writers. 

Approximately  375  news  items  appeared  in 
the  New  York  press  before  and  during  the 
convention. 

Awards.  The  Communications  Division  did 
the  necessary  ground  work  for  the  following 
awards: 

Albion  O.  Bernstein,  M.D.,  Award — estab- 
lished by  Dr.  Bernstein’s  father  in  memory  of 
his  dedicated  physician  son.  The  award  con- 
sists of  a scroll  and  an  honorarium  of  $1,500  and 
was  presented  to  “the  physician,  surgeon,  or 
medical  research  scientist  who,  in  the  opinion 
of  the  judges,  shall  have  made  the  most  widely 
beneficial  discovery  or  developed  the  most  use- 
ful method  in  medicine,  surgery,  or  the  preven- 
tion of  disease,  during  the  year. 

A total  of  4,000  letters  were  sent  to  deans  of 
medical  schools,  hospitals  (over  100  beds), 
academies  of  medicine,  and  specialty  societies 
in  the  United  States.  A news  release  and  a 
flyer  was  sent  to  radio  and  television  stations 
and  newspapers  in  New  York  State  announcing 
the  award.  The  nominations  were  forwarded 
to  the  Awards  Committee  prior  to  the  convention. 

Empire  State  Award  for  Excellence  in  Medical 
Reporting — The  Communications  Division  sent 
letters,  flyers,  and  brochures  to  officers  of  county 
medical  societies  asking  for  nominations  for  this 
award. 

President" s Citation. — Letters  were  prepared 
and  mailed  to  presidents  of  county  medical 
societies  and  district  branches  requesting 
nominations  for  this  award.  Following  selec- 
tion of  candidates,  scrolls  were  prepared  and 
letters  sent  to  recipients.  Letters  were  sent  also 
to  county  societies  and  district  branches  noti- 
fying them  of  the  candidates  selected. 

Outstanding  General  Practitioner  of  New 
York  State — Letters  were  sent  to  presidents, 
executive  secretaries,  and  secretaries  of  county 
medical  societies  asking  for  nominations  and 
curriculae  vitae.  The  nominations  were  for- 
warded to  the  Committee  on  Public  Relations 
and  its  choice  approved  by  the  Council. 

Fifty-Year  Doctor  Awards — A listing  of 
doctors  with  fifty  years  of  service  to  medicine 
(graduates  of  the  class  of  1913)  was  developed 
and  processed.  Letters  of  notification  were 
sent  to  the  doctors  as  well  as  to  county  medical 
societies. 

Emergency  Medical  Identification.  An 

evaluation  was  made  of  the  program  to  provide 
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metal  emergency  medical  identification  tags  to 
patients  who  suffer  from  certain  diseases.  At 
the  September  meeting  a report  was  submitted 
by  the  Communications  Division  to  the  com- 
mittee. The  committee  and  James  J.  Quinlivan, 
M.D.,  director,  Bureau  of  Public  Health  Ed- 
ucation, who  represented  the  New  York  State 
Department  of  Health,  agreed  to  issue  a joint 
report  for  distribution  to  all  county  medical 
societies  advising  them  that  neither  the  State 
Society  nor  the  Department  of  Health  would 
implement  a program  involving  metal  emer- 
gency medical  identification  tags  but  that  they 
would  assist  in  an  advisory  capacity  any 
county  medical  society  or  other  health  group 
considering  such  a program. 

Regional  Conference.  The  Division  held 
the  “pilot”  regional  conference  of  county 
society  and  district  branch  officers  in  Buffalo 
on  September  12.  More  than  65  representatives 
from  the  Seventh  and  Eighth  District  Branches 
attended  the  meeting.  This  pilot  project  was 
a great  success  and  the  committee  recom- 
mended that  other  similar  conferences  should 
be  held.  More  than  one  participant  expressed 
the  opinion  that  not  one  but  two  such  con- 
ferences should  be  held  in  each  area  of  the  State 
each  year.  No  additional  meetings  were  author- 
ized for  lack  of  funds. 

Community  Health  Week.  Community 
Health  Week  was  sponsored  jointly  by  the 
Medical  Society  of  the  State  of  New  York  and 
the  State  Health  Department.  County  so- 
cieties were  urged  to  participate  in  Community 
Health  Week,  October  20  to  27.  Press  releases 
and  radio  and  television  spot  announcements 
were  prepared.  A letter  to  the  Governor  asking 
him  to  issue  a proclamation  resulted  in  his 
proclaiming  the  week.  Excellent  cooperation 
was  received  from  the  county  societies. 

Guide  for  Cooperation.  The  annual  meet- 
ing of  the  representatives  of  the  press,  radio, 
and  television  to  review  the  “Guide  For  Co- 
operation” was  held  on  May  10  at  headquarters. 
No  serious  complaints  were  made  by  the  media 
and  no  major  changes  were  suggested.  The 
views  helped  to  develop  better  liaison  between 
the  media  and  the  medical  profession. 

The  meeting  approved  by  the  committee 
to  review  the  Guide  in  upstate  areas  could  not 
be  held  because  of  lack  of  funds. 

Standards  of  Practice.  Members  of  the 
committee  met  with  representatives  of  the 
New  York  State  Bar  Association  to  renew  the 
“Standards  of  Practice  for  Doctors  and  Law- 
yers.” While  several  suggestions  were  made 
outside  the  scope  of  the  document  for  improving 
relations  between  the  professions,  no  changes 
were  voted.  In  the  future  the  duty  of  review- 
ing this  document  will  be  handled  by  the 
Society’s  Joint  Committee  with  the  Bar  As- 
sociation. 

Code  of  Understanding.  The  committee 
held  several  meetings  with  representatives  of 
the  Pharmaceutical  Society  of  the  State  of 


New  York  to  develop  the  “Code  of  Under- 
standing Between  Pharmacists  and  Physicians” 
and  to  foster  the  continued  smooth  develop- 
ment of  relations  between  the  professions 
of  medicine  and  pharmacy  in  the  State  of 
New  York,  to  the  end  that  the  public  will  be 
better  served  by  both. 

The  Code  recognized  the  clear  distinction 
between  the  two  professions,  while  at  the  same 
time  recognizing  the  increasing  interdependence 
of  the  professions  on  each  other. 

This  Code  has  been  approved  by  the  Council 
with  the  provision  that  if  the  Pharmaceutical 
Society  makes  any  changes,  they  will  be  sub- 
mitted to  the  Council  for  its  consideration  and 
approval.  At  report  time,  the  Pharmaceutical 
Society  had  not  acted  on  the  approved  version 
of  the  Code. 

Exhibits.  The  committee  took  up  the 
matter  of  purchasing  50  public  service  exhibits 
for  use  by  the  county  medical  societies.  Since 
the  cost  is  $50  each  the  committee  decided 
that  only  a few  exhibits  should  be  purchased. 
These  exhibits  have  not  been  purchased  to 
date  because  of  the  lack  of  funds. 

Woman’s  Auxiliary.  Assistance  in  the 
form  of  typing  and  duplication  of  letters  and 
other  materials  was  given  to  the  Woman’s 
Auxiliary  during  the  year.  Mrs.  Culhane 
conferred  frequently  with  the  president  of  the 
Woman’s  Auxiliary,  Mrs.  Ezra  A.  Wolff. 

Medical  Assistants.  Help  was  rendered 
by  the  office  staff  and  the  regional  represent- 
atives to  the  Medical  Assistants  Association 
in  publicizing  their  drive  for  new  members  and 
new  chapters.  Mrs.  Culhane  assisted  the 
M.A.A.  extensively  with  their  publication 
Reflex  and  assisted  with  their  meetings. 

New  York  State  Association  of  the 
Professions.  Mr.  John  Pardee  as  executive 
secretary  of  this  Association  attended  all  its 
meetings  and  conferences  up  until  September 
of  1963  when  he  left  the  Society  staff.  Better 
established  by  this  date,  NYSAP  now  requires 
less  assistance  from  our  officers.  However, 
we  are  still  rendering  extensive  assistance  with 
letters,  mailings,  duplications,  and  so  forth. 
Membership  of  the  Association  is  now  2,451. 

Digest.  Summaries  of  the  proceedings  of 
the  House  of  Delegates  and  the  meetings  of 
the  Council  were  prepared  and  distributed  as 
usual. 

1964  Proposed  Program 

1.  With  the  regional  representatives  well 
established  in  their  territories,  a program  of 
assigning  the  representatives  planned  projects 
for  cooperation  with  county  medical  societies 
will  be  put  into  effect  early  in  1964. 

Each  regional  representative  is  compiling  a 
record  of  facts  regarding  each  county  medical 
society  which  will  indicate  their  strengths  and 
weaknesses,  programs  in  existence,  and  those 
which  are  needed.  Based  on  this  recorded 
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information,  an  individual  course  of  action  for 
each  society  will  be  undertaken. 

2.  Work  is  already  underway  to  create  a 
cooperative  State  Speaker’s  Bureau.  Existing 
structure  will  be  reorganized  and  expanded  so 
that  assistance  may  be  offered  to  small  county 
medical  societies  which  do  not  have  the  staff 
or  budget  to  implement  a speaker’s  bureau  of 
their  own. 

To  assist  with  the  above  Speaker’s  Bureau 
program,  two  meetings  are  planned  to  train 
physicians  in  the  basics  of  public  speaking. 
This  Speaker’s  Training  Institute  will  be  made 
available  to  those  physicians  who  are  par- 
ticipants in  either  the  cooperative  State 
Speaker’s  Bureau  or  “Operation  Hometown.” 
This  program  will  be  undertaken  with  the  coop- 
eration of  Smith  Kline  & F rench  who  will  again 
make  available  to  us  the  services  of  Robert 
Haakenson,  Ph.D. 

3.  Recent  experience  indicates  that  the 
Division  would  benefit  by  an  aggressive  program 
for  contacting  all  news  media.  To  this  end, 
our  media  coordinator  will  undertake  a program 
of  scheduled  contacts  with  the  press  and  radio 
and  television  broadcasters.  It  is  expected 
that  substantial  increase  in  activity  will  result. 

4.  Two  slide  film  presentations  are  planned 
for  improving  relations  and  communications 
between  the  State  Society,  county  medical 
societies,  and  the  individual  physician  member. 
One  presentation  will  graphically  explain  what 
the  State  Society  does  for  the  county  society 
and  member.  The  second  presentation  will 
describe  pictorially  the  structure  of  the  State 
Society  organization,  who  does  what,  and  why. 
Explanations  of  each  division,  its  assigned  work 
and  responsibilities,  will  be  given. 

5.  Public  relations  aids  for  county  societies 
as  well  as  the  State  Society  are  planned. 
Included  are  physical  fitness  posters  for  high 
schools,  radio  spot  messages,  a new  newspaper 
series,  and  continuation  of  health  message 
news  releases. 

6.  With  the  establishment  of  an  Albany 
legislation  headquarters  the  Division  will, 
through  the  active  participation  of  the  regional 
representatives,  assist  with  State  legislation 
efforts.  Assistance  with  Federal  legislation 
will  be  provided  as  called  for. 

7.  A very  strong  effort  will  be  made  during 
1964  to  improve  communications  within  the 
State  Society  headquarters,  between  State  and 
county  societies,  and  between  the  State  Society 
and  the  individual  member.  Of  great  im- 
portance in  this  program  will  be  the  revamped 
Newsletter. 

Respectfully  submitted, 

John  C.  McClintock,  M.D.,  Chairman 

Section  54  {see  86,  209 ) 

Annual  Report  of  Malpractice  Insurance 
and  Defense  Board 

To  the  House  of  Delegates,  Gentlemen: 

The  Malpractice  Insurance  and  Defense 
Board  consists  of  the  following: 


John  J.  Della  Porta,  M.D.,  Chairman . Monroe 
Thomas  M.  d’Angelo,  M.D.,  Vice-Chairman 


Queens 

David  Kershner,  M.D Kings 

A.  L.  Loomis  Bell,  M.D New  York 

Raymond  S.  McKeeby,  M.D Broome 

George  H.  Shields,  M.D Oneida 

Norton  S.  Brown,  M.D New  York 


Waring  Willis,  M.D.,  ex  officio.  . Westchester 

Samuel  Z.  Freedman,  M.D.,  ex  officio 

New  York 

William  F.  Martin,  counsel,  ex  officio 

New  York 

James  M.  Arnold,  indemnity  representative, 
ex  officio New  York 

During  the  period  covered  by  this  report 
(January  through  October,  1963),  the  Board 
held  eight  regular  meetings.  In  addition  to 
the  routine  examining  of  malpractice  cases, 
acting  on  applications  for  coverage  for  spe- 
cialties excluded  under  the  master  policy,  and 
deciding  questions  of  classification,  the  Board 
interviewed  20  members  on  matters  relating  to 
their  professional  liability  insurance. 

Forty-four  applications  for  new  insurance 
were  examined,  of  which  26  were  accepted  and 
18  declined.  With  respect  to  existing  insurance, 
coverage  was  continued  in  10  cases  considered, 
discontinuance  was  directed  in  10  cases,  and  3 
cases  were  referred  to  our  insurance  carrier 
with  recommendations  that  consideration  be 
given  to  insuring  at  a special  rate. 

Participation  in  the  Society  program  has 
continued  to  increase,  and  it  would  appear 
that  about  500  more  members  will  be  insured  in 
1963  than  in  1962. 

In  its  last  report,  the  Board,  in  response  to 
repeated  suggestions  from  members  that  the 
premium  charged  should  be  based  partly  on 
individual  loss  experience,  submitted  for  con- 
sideration by  the  Society  a proposal  that  an 
additional  charge  be  imposed  for  each  suit 
filed,  for  each  claim  settled  for  more  than  a 
nominal  amount,  and  for  each  substantial  unit 
of  over-all  payment  made.  The  reference 
committee  decided  not  to  take  any  stand  on 
this  proposal  and  recommended  that  it  be 
referred  to  the  membership.  The  Council  later 
directed  the  Board  to  circularize  insured  mem- 
bers to  obtain  an  expression  of  opinion  and  this 
was  done,  starting  August  1,  1963,  by  a mem- 
orandum enclosed  with  each  member’s  renewal 
certificate  of  insurance. 

Of  445  replies  received  up  to  November  1, 
1963,  146  members  indicated  approval,  179 
disapproved,  and  120  approved  with  some 
qualifications.  Of  the  latter  group,  the  ma- 
jority objected  to  any  penalty  charge  made 
solely  on  the  basis  that  a suit  had  been  filed. 
Many  members,  including  those  who  have 
never  had  a malpractice  case,  have  objected 
strongly  to  the  proposal  as  being  inconsistent 
with  the  principles  of  our  insurance  program. 

In  view  of  the  marked  absence  of  enthusiasm 
for  this  proposal,  the  Board  recommends  that, 
unless  there  is  considerable  change  in  the 
trend  of  comments  received  prior  to  the  meet- 
ing of  the  House  of  Delegates,  no  further  action 
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be  taken  and  that  the  present  procedure  of 
Board  consideration  of  individual  records  be 
continued. 

The  following  procedure  has  been  in  effect 
with  respect  to  changes  in  premium  rates, 
classification,  and  policy  forms: 

1.  Experience  by  policy  year,  by  specialty  or 
type  of  practice,  and  by  county  society  is 
tabulated  early  in  the  year  from  records  main- 
tained by  the  Indemnity  Representative  and 
audited  by  the  Society’s  Actuarial  Consultant. 

2.  The  resulting  data  are  examined  and  dis- 
cussed and  indicated  premium  changes  agreed 
on  by  the  Society  and  Company  actuaries. 

3.  Proposals  for  changes  in  premium  rates, 
classification,  and  policy  provisions  are  exam- 
ined by  the  Board  and  recommended  to  the 
House  of  Delegates. 

4.  After  approval  by  the  House  of  Delegates 
and  by  the  New  York  State  Insurance  Depart- 
ment, new  forms  are  printed  and  revised  cer- 
tificates are  issued  for  insurance  to  become  effec- 
tive on  and  after  September  1. 

Since  the  Board  will  be  unable  to  complete 
the  preliminary  work  necessary  for  submitting 
recommendations  to  meetings  of  the  House  of 
Delegates  held  early  in  February,  it  is  suggested 
that  it  be  authorized  to  submit  these  recom- 
mendations to  the  Council. 

Respectfully  submitted, 

John  J.  Della  Porta,  M.D.,  Chairman 

Section  55  ( see  210) 

Annual  Report  of  Legal  Counsel 

To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-first  annual  report  as 
counsel  to  the  Medical  Society  of  the  State  of 
New  York.  Prior  to  that  time  I had  been  as- 
sociated with  my  predecessors,  Lloyd  Paul 
Stryker  and  Lorenz  J.  Brosnan,  since  the  spring 
of  1928. 

Robert  J.  Bell,  the  attorney  for  the  Society, 
has  been,  except  for  his  service  as  a naval 
officer  during  World  War  II,  with  me  for  thirty- 
three  years.  At  a meeting  of  the  Council  re- 
cently, a number  of  the  doctors  from  upstate 
who  had  just  been  present  in  a courtroom  where 
he  was  trying  a case  told  me  of  the  high  regard 
that  all  who  listened  had  for  his  ability  and 
learning.  What  they  said  is  typical  of  the 
opinion  that  many  of  the  judges  and  lawyers 
throughout  the  State  have  expressed  to  me. 
He  has  earned  not  only  the  respect  but  the 
warm  friendship  of  the  many  doctors  for  whom 
he  has  labored.  In  addition  to  his  heavy  sched- 
ule of  court  work,  he  participates  in  the  de- 
liberations of  the  Malpractice  Insurance  and 
Defense  Board  and  attends  many  of  the  county 
society  malpractice  meetings.  He  has  given  a 
number  of  talks  throughout  the  State  to  medical 
and  legal  groups. 

Harold  Shapero  started  his  legal  career  at  just 
about  the  same  time  I did.  Lloyd  Paul  Stryker 
was  then  counsel  for  the  Society,  and  Harold 
and  I worked  together  for  several  years.  When 
Mr.  Stryker  resigned,  Mr.  Shapero  went  with  him 


and  for  several  decades  worked  on  some  of  the 
most  important  trials  held  in  this  State.  With 
the  full  approval  of  Mr.  Stryker,  whom  I regarded 
as  one  of  my  dearest  friends,  Harold  came  back 
with  us  nine  years  ago.  He  has  tried  scores  of 
important  cases  for  us  and  is  held  in  extremely 
high  regard  by  his  fellow  members  of  the  bar. 
He  does  a great  deal  of  lecturing  in  our  field  of 
work  to  medical  groups,  and  attends  the  meet- 
ings of  the  malpractice  committee  of  the  Queens 
County  Medical  Society. 

I am  very  proud  of  the  fact  that  both  Bob 
Bell  and  Harold  Shapero  are  members  of  the 
American  College  of  Trial  Lawyers. 

John  J.  De  Luca  has  been  with  us  for  twenty- 
two  years.  He  supervises  the  pleadings  in  the 
office  and  attends  a great  many  of  the  examina 
tions  before  trial.  He  also  represents  the 
office  at  pretrial  hearings,  and  this,  because  of 
the  pressure  exerted  by  the  judges  in  an  effort 
to  clean  up  the  calendars,  can  be  very  time- 
consuming.  He  is  a very  skillful  appellate 
lawyer.  For  many  years  he  has  been  adviser  to 
the  Kings  County  Medical  Society  malpractice 
committee. 

William  C.  Richardson,  who  brought  to  the 
office  a long  experience  in  the  management  of 
claims,  having  spent  a good  deal  of  his  career  with 
an  insurance  company,  has  now  been  with  us  for 
fourteen  years.  He  does  a great  variety  of 
things,  and  in  the  last  several  years  has  tried  an 
increasing  number  of  cases.  He  advises  the 
Bronx  County  and  Nassau  County  Medical 
Society  malpractice  committees. 

It  is  with  mingled  emotions  that  I speak  of 
the  resignation  from  our  staff  of  J.  Richard 
Bums.  For  many  years  he  effectively  managed 
the  office,  attended  the  malpractice  meetings  in 
Westchester  County,  and  handled  a great  deal 
of  legal  correspondence  for  the  Medical  Society 
as  well  as  attending  its  meetings.  I shall  miss 
him  a great  deal,  but  I am  delighted  that  the 
Society  saw  fit  to  engage  him  as  Dr.  Fineberg’s 
assistant.  He  has  been  for  many  years  a tower 
of  strength  in  our  office,  and  I predict  the  Society 
will  profit  greatly  from  his  services. 

Donald  J.  Fager  came  with  this  office  eight 
years  ago  after  a brilliant  record  at  Notre  Dame 
University  and  New  York  University  Law 
School  where  he  was  a member  of  the  Law 
Review.  He  has  tried  a number  of  important 
cases  throughout  the  State.  He  attends  all 
meetings  of  the  New  York  County  Medical 
Society  malpractice  committee. 

William  C.  Ketchum,  Jr.,  is  engaged  in  both 
office  and  court  work.  He  has  tried  some  cases, 
and  he  attends  a number  of  the  malpractice 
committee  meetings  of  the  upstate  county 
medical  societies. 

Anthony  Louis  Schiavetti  does  a great  volume 
of  the  pleadings  work,  attends  examinations 
before  trial,  and  has  tried  a number  of  civil 
court  cases  with  great  success. 

I spoke  last  year  of  Miss  Cecilia  Brennan 
who  continues  her  fine  research  work  for  us. 
As  I mentioned,  she  has  a masters  degree  in 
nursing  administration  and  is  preparing  to  take 
the  New  York  bar  examinations. 
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We  have  made  three  recent  additions  to  our 
staff,  and  I mention  them  in  the  chronologic 
order  of  their  coming  with  us.  Miles  Mc- 
Donald is  a graduate  of  Columbia  College  and 
Columbia  Law  School  and  is  now  studying  for 
the  bar  examination.  Carlo  Caffuzzi,  a graduate 
of  Columbia  College  and  Syracuse  University 
School  of  Law,  was  a member  of  the  Law  Review 
at  Syracuse.  He  has  passed  the  bar  examina- 
tion and  is  waiting  to  be  admitted.  Benjamin  I. 
Gertz,  a graduate  of  Yale  College  and  Columbia 
Law  School,  was  recently  admitted  in  the  Second 
Department. 

Since  my  last  report  I have  addressed  the 
following  groups  and  organizations:  the  Medi- 
cal Society  of  the  County  of  Chenango  and  also 
the  Four-County  malpractice  meetings,  the 
fourth  annual  meeting  of  the  Clinical  Congress 
of  Abdominal  Surgeons,  the  scientific  program  of 
the  Second  District  Branch  of  the  Medical 
Society  of  the  State  of  New  York,  the  Medical 
Writers’  Institute,  the  malpractice  committee 
of  the  Schenectady  County  Medical  Society, 
the  malpractice  committee  of  the  Albany 
County  Medical  Society,  and  the  malpractice 
committee  of  the  Erie  County  Medical  Society. 
I also  attended  the  annual  convention  of  the 
Medical  Society  of  the  State  of  New  York,  the 
annual  convention  of  the  International  Associa- 
tion of  Insurance  Counsel  at  French  Lick, 
Indiana,  and  the  New  York  State  Bar  Associa- 
tion convention.  I had  many  lengthy  con- 
ferences with  officers  of  the  committees  of  county 
societies  relating  to  matters  pending  before 
them. 

Mr.  Shapero  addressed  a joint  meeting  of  the 
Queens  County  Bar  Association  and  the 
Medical  Society,  the  medical  staff  of  the  New 
York  Eye  and  Ear  Infirmary,  and  the  Associa- 
tion of  the  Bar  of  the  City  of  New  York. 

Mr.  Fager  addressed  the  students  at  New 
York  Medical  College,  the  Medical  Assistants 
Society  of  Bronx  County,  the  Eastern  Psychiat- 
ric Research  Association,  the  New  York  Society 
of  Anesthesiologists  (Second  District),  and  the 
Richmond  County  Medical  Society. 

Malpractice.  Following  years  of  prepara- 
tory work,  the  new  Civil  Practice  Law  and 
Rules  went  into  effect  as  of  September  1,  1963. 
Many  of  the  new  provisions  are  of  great  interest 
with  respect  to  malpractice  litigation.  The  new 
C.P.L.R.  has  aroused  so  much  interest  and 
concern  that  thousands  of  lawyers  in  the  State 
took  courses  which  explain  how  the  new  laws 
work.  All  the  lawyers  in  our  office  have  at- 
tended at  various  times  the  relevant  post- 
graduate sessions. 

A very  important  change  has  been  made  in 
the  Statute  of  Limitations  as  it  pertains  to 
medical  malpractice.  I quote  from  pages  56  and 
57  of  Herbert  M.  Wachtell’s  new  book,  New 
York  Practice  Under  the  CPLR,  published  by 
the  Practicing  Law  Institute  of  New  York: 

three  years:  Action  to  recover  damages  for 

malpractice.  The  cause  of  action  accrues  and  the 
statute  begins  to  run  on  the  date  of  malpractice,  even 
though  the  malpractice  is  not  discovered  by  the 
patient  until  long  afterward.  However,  where  a 


course  of  treatment  for  the  same  or  related  illnesses  or 
injuries  continues  after  the  acts  of  malpractice,  the 
statute  will  not  begin  to  run  until  the  “end  of  con- 
tinuous treatment.”  Moreover,  if  a plaintiff  can 
establish  a breach  by  a defendant  of  a contract  to 
achieve  a particular  result,  e.g.,  to  cure  the  plaintiff — 
as  contrasted  with  the  usual  undertaking  which  is 
merely  to  use  due  professional  judgment  and  skill — 
the  action  would  not  be  for  “malpractice”  and  would 
be  governed  by  the  six-year  contract  statute  of 
limitations. 

I wish  at  this  point  to  repeat  a warning  that 
I have  many  times  issued  to  the  medical 
profession;  namely,  that  a doctor  should  not 
encourage  litigation  by  promising  more  than  he 
can  reasonably  hope  to  achieve,  and  particu- 
larly should  not  expressly  promise  a cure. 

The  rule  in  relation  to  the  Statute  of  Limita- 
tions has  a further  application  to  a counter- 
claim in  a suit  brought  for  professional  services 
rendered.  Before  the  new  C.P.L.R.  went  into 
effect,  if  a doctor  waited  until  the  Statute  of 
Limitations  expired  for  the  bringing  of  a mal- 
practice suit,  he  still  had  three  years  to  institute 
a suit  for  his  services.  Of  course  the  patient 
could  deny  that  skillful  service  was  rendered 
and  defeat  the  claim  for  monies  earned,  but  the 
patient  could  not  recover  for  claimed  injury 
and  expense  due  to  alleged  malpractice.  Now, 
he  may  counter-claim  when  suit  for  the  bill  is 
instituted  even  though  he  otherwise  could  not 
have  brought  an  independent  suit  for  mal- 
practice. He  may  counter-claim,  but  his 
recovery  is  limited  to  the  amount  that  the 
doctor  claims  was  the  value  of  his  services.  In 
other  words,  if  a doctor  sued  a patient  for 
$500  for  services  rendered,  and  the  patient 
could  prove  the  services  were  not  competently 
rendered  to  his  injury,  the  patient  could  not 
only  defeat  the  suit  but  could  also  recover 
$500;  however,  he  could  not  recover  more  than 
the  $500  for  which  the  doctor  originally  sued 
him.  Here,  I repeat  a warning  that  I have  is- 
sued many  times  before  that  professional  men 
should  be  exceedingly  circumspect  in  resorting 
to  a lawsuit  to  collect  for  services  rendered,  and 
they  should  be  particularly  careful  that  they  are 
familiar  with  the  history  of  the  patient  sirce 
the  date  of  the  last  visit  to  the  doctor.  The 
classic  instance,  and  it  is  a true  one,  is  of  a doctor 
who  sued  for  the  balance  due  on  an  operation  for 
a tubal  ligation  only  to  find  that  the  patient  was 
eight  months  pregnant  at  the  time  the  sum- 
mons was  served,  embarrassing  to  say  the  least. 

The  new  C.P.L.R.  adopts  the  Illinois  so- 
called  “long-arm  statute.”  This  provision  of 
the  Illinois  law  has  been  constitutionally 
tested  and  upheld  and  the  Legislature  of  New 
York  has  seen  fit  to  adopt  it.  The  law  pro- 
vides that  if  it  is  claimed  that  a wrong  was 
committed  in  the  State  of  New  York,  the  person 
who  committed  that  act  may  be  sued  by  service 
of  a summons  and/or  summons  and  complaint 
anywhere  that  the  prospective  defendant  may 
be  found.  Formerly  it  was  necessary  to 
serve  the  defendant  personally  in  New  York 
State.  This  law  is  of  particular  interest  in 
malpractice  cases  because  of  the  large  number 
of  doctors  who  have  completed  residencies  in 
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New  York  or  for  other  reasons  go  elsewhere  to 
practice.  We  presently  have  a case  against  a 
New  York  surgeon  sued  in  New  York  State, 
and  his  associate,  who  went  to  another  state  to 
practice,  was  sued  in  that  state.  Should  this 
situation  arise  now,  both  men  would  be  named 
in  the  New  York  action  and  service  on  the  out- 
of-state  doctor  would  be  just  as  effective  as 
service  on  the  New  York  doctor  within  the 
State.  There  is,  however,  a further  provision 
in  the  C.P.L.R.  which,  taking  cognizance  of  the 
“long-arm  statute,”  as  previously  referred  to, 
corrects  an  injustice  that  has  persisted  for  many 
years.  To  illustrate,  Dr.  Jones  practices  in 
New  York  State  for  many  years  and,  at  a time 
when  the  statutory  period  has  not  expired  after 
a claimed  act  of  malpractice,  he  leaves  New 
York  State  and  is  continually  absent  for  many 
years.  Should  he  then  have  come  to  New  York 
for  any  purpose,  it  would  have  been  possible  to 
serve  him.  This  is  now  corrected.  Since  he  may 
be  served  outside  the  State  at  anytime,  the 
statutory  period  continues  to  run,  and  should 
it  run  out  before  he  returns  to  the  State,  he 
may  not  then  be  sued. 

A provision  that  was  in  the  old  law  has  been 
preserved,  and  that  is:  If  the  time  in  which  a 
summons  is  to  be  served  is  about  to  run  out,  an 
attorney  may  get  an  automatic  extension  of 
sixty  days  by  filing  the  summons  with  the  sheriff 
shortly  before  the  time  has  run  out. 

It  is  well  to  call  attention  to  the  fact  that  the 
changing  of  the  Statute  of  Limitations  from 
two  to  three  years  means  that  in  the  case  of  an 
infant  who  has  been  treated  by  a doctor,  there 
may  be  a suit  for  malpractice  at  any  time  up  to 
the  twenty-fourth  birthday  of  the  child.  In 
other  words,  the  time  in  which  to  sue  does  not 
toll  during  the  infancy  of  the  patient. 

I should  state  that  the  new  C.P.L.R.  will  be 
subject  to  some  court  interpretations  and  only 
time  will  resolve  some  of  the  problems  presented. 

I should  also  call  attention  to  the  fact  that 
lawyers  in  past  years  have  tried  to  overcome  the 
problem  of  a potential  defendant  being  absent 
from  the  State.  We  have  several  situations 
where  former  New  York  doctors  have  been 
sued  in  other  states.  We  have  one  rather  un- 
usual situation  where  a doctor  won  a case  in 
another  state  tried  on  issues  somewhat  different 
from  those  that  would  have  been  available  in  the 
New  York  action.  He  was  then  heard  to  say 
that  he  was  coming  to  New  York  to  visit  an 
aged  mother.  When  he  arrived,  a process  server 
was  waiting  and  a summons  was  served  on  him 
in  a New  York  action  which  is  now  pending. 

The  last  instance  I have  cited  leads  me  to 
reiterate  again  what  I have  told  doctors  many 
times.  When  a lawyer  seeks  to  get  in  touch 
with  you  about  a potential  malpractice  case,  he 
may  flatter  you  into  thinking  that  you  can  act  on 
your  own  behalf  and  do  well.  Disabuse  your- 
self of  that  idea.  He  is  usually  looking  only 
for  more  factual  matter  to  bolster  his  case. 
Furthermore,  at  examinations  before  trial  or 
during  recess  at  a trial,  he  may  seek  to  discuss 
the  matter  with  you,  and  usually  only  for  the 
purpose  of  finding  out  how  he  can  help  his  cause. 


Recently,  a distinguished  surgeon  that  I repre- 
sented treated  a foreign-speaking  patient  and 
was  cross-examined  by  the  plaintiff’s  lawyer  as 
to  his  fluency  in  languages.  The  answers  that 
the  doctor  gave  indicated  that  he  was  fluent  in 
several  languages  and  had  a passing  knowledge 
of  others.  The  lawyer  was  an  accomplished  lin- 
guist and  during  the  next  recess  the  lawyer 
promptly  asked  the  doctor  a long  question  in 
the  language,  other  than  English,  that  the 
doctor  said  he  spoke  well.  He  answered 
quickly  and  proved  that  he  had  been  telling 
the  truth.  This  was  one  exception  that  proved 
the  rule  that  conversation  should  be  limited  to 
passing  the  time  of  day  and  such  other  innocuous 
subjects.  To  labor  this  point,  you  will  call  a 
pathologist  to  the  stand  and  during  the  recess 
the  lawyer  will  proceed  to  quiz  him  about  the 
specialties  and  abilities  of  other  witnesses  who 
are  about  to  take  the  stand.  The  search  for 
information  goes  on  all  through  a lawsuit,  and 
the  hallway  is  no  place  to  aid  your  opponents. 

For  many  years  the  necessity  of  framing  a 
hypothetical  question  to  include  all  the  facts  as  a 
basis  for  asking  a professional  opinion  has 
plagued  the  bar.  In  the  new  C.P.L.R.  a hypo- 
thetical question  may  still  be  asked,  but  there 
may  also  be  propounded  a series  of  questions 
which  elicit  a series  of  answers  and  then,  with 
the  factual  testimony  you  have,  a final  question 
as  to  cause  may  be  put  in  very  brief  form.  How- 
ever, whatever  the  method  used,  the  burden  of 
proof  has  not  shifted,  and  the  whole  subject  of 
factual  background  for  professional  opinion 
must  still  be  elicited  clearly. 

There  has  been  some  controversy  as  to 
whether  or  not  an  examination  before  trial  of 
the  defendant  may  be  held  before  a bill  of 
particulars  is  supplied  by  the  plaintiff.  It  now 
seems  clear  that  under  the  new  law  no  such 
formal  requirement  can  be  insisted  on. 

In  view  of  the  way  in  which  it  is  thoroughly 
covered  by  the  Malpractice  Insurance  and  De- 
fense Board,  it  is  not  necessary  to  go  into  great 
detail  about  the  increased  number  of  cases  that 
have  arisen.  There  are  approximately  1,600 
cases  and  claims  open  as  of  September,  1963, 
as  contrasted  to  1,350  at  the  same  time  last 
year.  This  is  only  the  total  for  the  Group 
Plan.  Part  of  the  explanation  for  this  is  that  an 
increasing  number  of  doctors  have  become  in- 
sured in  the  Group  Plan  over  the  past  few  years, 
and  part  is  due  to  a general  increase  in  all  types 
of  negligence  litigation. 

The  insurance  industry  was  jolted  recently 
by  a verdict  in  Nassau  County  where  a perma- 
nently paralyzed  young  man  was  awarded 
$1,000,000  and  his  father  $100,000,  the  highest 
recovery  in  accident  case  history.  That  the 
problem  of  large  verdicts  in  malpractice  cases 
is  of  nation-wide  concern  is  demonstrated  by  a 
resolution  that  was  presented  at  the  American 
Medical  Association  convention  by  the  Pennsyl- 
vania delegates.  In  its  “whereas”  clauses  it 
speaks  of  a verdict  of  $175,000  returned  against 
an  intern  and  speaks  of  the  difficulty  of  ou 
taining  insurance  for  house  staff  members, 
particularly  interns,  and  of  their  financial  in- 
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ability  to  purchase  such  protection  for  them- 
selves. While  the  Appellate  Courts  are  scruti- 
nizing large  awards,  and  in  many  cases  reducing 
those  which  are  excessive,  it  behooves  anyone 
who  wishes  to  protect  whatever  temporal 
assets  he  has  to  make  sure  that  he  is  covered 
adequately.  Because  malpractice  is  a threat 
not  only  to  doctors,  but  to  hospitals,  some 
hospitals  have  resorted  to  the  precaution  of 
insisting  that  their  staff  members  carry  ade- 
quate coverage. 

Let  me  again  call  attention  to  one  of  the 
great  advantages  of  adequate  malpractice  cover- 
age. I recently  tried  two  upstate  cases,  and 
both  took  nearly  three  weeks  but  were  won.  In 
the  first  case  there  were  four  doctor  defendants 
and  a hospital.  Each  of  the  doctors  was  on  the 
stand  for  more  than  a day  although  each  had 
been  examined  before  trial  at  great  length. 
In  the  second  case  there  were  six  doctor  de- 
fendants and  a hospital  defendant.  Two  of  the 
doctors  in  that  case,  as  well  as  an  expert  called 
in  their  behalf,  spent  at  least  two  days  on  the 
stand.  In  both  cases  it  was  necessary  to  call 
witnesses  other  than  the  defendants  in  their 
own  behalf.  The  preparation  and  trial  of  such 
cases  can  involve  the  expenditure  of  a lot  of 
time  and  money,  and  even  when  you  win,  it  is 
consoling  to  have  all  that  underwritten.  If 
you  lose  and  an  appeal  is  indicated,  the  ex- 
pense of  it  will  be  underwritten,  and  if  you 
should  finally  have  to  pay,  that  is  taken  care  of. 

I should  state  that  this  has  been  a year  when 
I think  we  have  set  a new  record  for  the  number 
of  trials  that  we  have  taken  through  to  a 
conclusion.  We  are,  I think,  fairly  knowledge- 
able in  the  management  of  these  cases,  and  the 
Employers  Mutuals  of  Wausau,  the  Group 
carrier,  employs  a great  many  skilled  experts 
to  assist  us.  No  decision  as  to  whether  a case 
should  be  tried  or  settled  is  made  without  much 
preparation  and  discussion,  and  no  settlement 
is  made  without  the  written  consent  of  the  doc- 
tor. 

Time  does  not  admit  of  discussing  our  cases 
in  detail,  or  indeed,  the  cases  that  have  come 
down  in  the  Appellate  Reports  whether  or  not 
we  were  involved  in  them,  but  there  are  two 
very  recent  ones  reported  on  in  the  New  York 
Lawyer's  Letter  that  are  quite  interesting. 

From  the  November  7,  1963,  issue,  I quote: 

A man’s  great  toe  was  injured,  and  he  went  to  a 
hospital  where  the  toe  was  stitched  but  no  x-rays 
were  taken.  Six  weeks  later,  after  experiencing  great 
pain  and  frequently  hearing  “crackling”  sounds  com- 
ing from  his  toe,  the  man  had  an  x-ray  taken.  His 
toe  was  broken.  The  First  Department  affirmed  a 
judgment  setting  aside  a verdict  in  favor  of  the  man 
in  a malpractice  action  against  the  hospital.  As  a 
matter  of  law,  the  man’s  conduct  subsequent  to  the 
malpractice  was  the  sole  cause  of  his  ultimate  condi- 
tion. 

From  the  November  14,  1963,  issue,  I quote: 

Two  doctors  share  an  office  and  a secretary. 
There  was  no  partnership.  Each  billed  his  own 
patients.  However,  one  often  treated  the  other’s 
patients.  The  financial  arrangement  was  a 50-50 
split  of  such  fees.  What  is  one  doctor’s  liability  if 
one  of  his  patients  is  treated  by  the  other  doctor  and 


the  patient  charges  malpractice?  The  First  Depart- 
ment held  that  while  the  splitting  of  the  fees  may  be 
irregular  (Educ.  L Sec  6514)  it  cannot  be  the  basis 
for  vicarious  liability  in  a malpractice  action.  The 
opinion  also  discussed  the  liability  of  the  hospital  and 
the  anesthesiologists. 

I cite  these  two  cases  to  show  that  there  is 
a stream  of  decision  in  this  type  of  litigation 
coming  down  in  the  reports.  In  the  last  case 
as  a further  interesting  facet  that  does  not 
appear  in  the  decision,  but  which  bears  out 
what  I said  about  the  courts  carefully  scruti- 
nizing large  verdicts,  the  courts  cut  the  $150,000 
verdict  to  just  about  half  that  amount. 

The  subject  of  products  liability  cases  is  too 
complicated  to  go  into  at  this  time.  However, 
the  warning  that  I issued  last  year  to  the 
medical  profession  still  holds.  Be  extremely 
careful  of  newly  suggested  forms  of  therapy 
and  drug  administration.  If  you  use  new 
products,  keep  in  touch  with  the  literature  re- 
lating thereto.  Further,  as  time  goes  on 
should  you  continue  to  use  the  product,  con- 
tinue to  read  the  current  literature  relating  to 
the  experience  of  the  profession  with  it.  It  is 
very  difficult  to  explain  departure  from  recom- 
mended dosage. 

Comment.  In  addition  to  our  attending  all 
meetings  of  the  Council,  the  Board  of  Trustees, 
the  House  of  Delegates,  and  the  Malpractice 
Insurance  and  Defense  Board,  we  attend  a 
number  of  district  branch  meetings  and  of 
course,  as  previously  mentioned,  a very  sub- 
stantial number  of  county  malpractice  meetings 
which  usually  are  held  at  night.  We  spread 
these  night  assignments  around,  and  each  lawyer 
in  the  office  takes  his  share. 

We  receive  literally  hundreds  of  inquiries  from 
the  medical  societies  and  from  doctors  all  over 
the  State,  and  we  try  to  help  wherever  we  can. 
In  addition  to  the  malpractice  claims  and  suits, 
there  is  a great  deal  of  preventive  work  going 
on  at  all  times,  and  we  encourage  doctors  to 
call  us  up  and  discuss  their  problems. 

The  Medical  Society  of  the  State  of  New  York 
provides  defense  at  no  cost  except  for  the  pay- 
ment of  disbursements  for  uninsured  doctors, 
and  the  number  of  these  cases  is  increasing. 
As  I write  this  report,  I can  think  back  to  a time 
only  a few  weeks  ago  when  two  members  of 
our  staff  were  trying  uninsured  cases  in  widely 
separated  areas  of  the  State.  We  are  about  to 
go  into  a very  complicated  trial  which  is  ren- 
dered more  perplexing  by  the  fact  that  some  of 
the  defendants  are  insured  and  some  are  un- 
insured. 

Jim  Arnold,  the  indemnity  representative; 
Frank  Appleton,  his  associate,  and  their  staff 
are  always  helpful  to  us,  and  the  success  of  the 
Group  Plan  owes  much  to  their  efficient  manage- 
ment. The  members  of  the  Malpractice  In- 
surance and  Defense  Board  sacrifice  much  of 
their  free  time  to  attend  the  meetings,  inter- 
view doctors  who  have  coverage  problems, 
and  try  to  take  steps  to  improve  the  experience. 
There  has  never  been  a time  when  so  many  of 
the  top  officials  of  the  State  Society  have  had 
such  a wealth  of  experience  in  this  field.  Joseph 
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A.  Lane,  M.D.,  of  Rochester,  our  immediate 
past-president,  as  well  as  Waring  Willis,  M.D., 
the  secretary,  were  both  for  many  years  mem- 
bers of  the  Malpractice  Insurance  and  Defense 
Board.  William  L.  Wheeler,  Jr.,  M.D.,  presi- 
dent of  the  Society,  also  has  attended  meetings 
in  the  past. 

Acknowledgments.  I again  wish  to  ac- 
knowledge my  appreciation  for  the  cooperation 
extended  to  us  by  the  Group  carrier,  Employers 
Mutuals  of  Wausau.  Mr.  John  Linster,  vice- 
president  of  the  Claim  Department,  and  his 
associates  have  acquired  much  experience  and 
their  sage  advice  is  ever  helpful.  The  New 
York  City  staff,  including  Mr.  Wilson,  Mr. 
Gordon,  Mr.  Marx,  and  Mr.  Rogge  and  their 
legal  staff,  particularly  Mr.  Hanner,  consult  with 
us  day  by  day.  The  fine  upstate  staff  is  headed 
by  Mr.  Lester  in  Buffalo,  Mr.  Soderberg  in 
Rochester,  and  Mr.  Bollman  in  Syracuse. 

I earnestly  solicit  for  their  investigators  the 
cooperation  of  the  medical  profession  so  that 
the  time  of  the  investigators  may  be  put  to  the 
best  possible  use.  From  many  doctors  through- 
out the  State  I have  received  expressions  of 
gratitude  for  the  kind  and  considerate  service 
rendered  by  the  Company’s  representatives. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 

Section  56  (see  161,  212 ) 

Annual  Report  of  Committee  on  Autopsy 
and  the  Dead  Human  Body 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Autopsy  and  the 
Dead  Human  Body  consists  of  the  following: 


Alfred  A.  Angrist,  M.D.,  Chairman . . . .Queens 

Herbert  Derman,  M.D Ulster 

Jacob  Taub,  M.D Bronx 


John  V.  Connorton,  Ph.D.,  Adviser 

New  York 

We  have  had  no  meeting  of  this  committee, 
and  no  new  items  for  consideration  have  been 
initiated  by  the  committee.  Nor  have  any 
problems  been  referred  to  us  for  consideration. 

The  chairman  of  the  committee  did  enlist  the 
support  of  the  Council  in  the  fulfilling  of  the 
resolution  passed  at  the  last  meeting  of  the 
House  of  Delegates,  calling  for  Legal  Counsel  to 
explore  getting  a new  interpretation  of  the  law  by 
the  State  Attorney  General  which  would  require 
only  one  of  equal  rank  of  next  of  kin  to  sign  a 
consent  rather  than  the  present  interpretation 
by  a previous  attorney  general  requiring  the 
signatures  of  all  of  equal  rank  of  next  of  kin. 
It  was  pointed  out  during  the  discussion  before 
the  reference  committee  and  before  the  House 
that  this  solution  was  feasible  and  is  worthy  of 
exploration  rather  than  changing  the  law 
specifically  in  this  regard,  the  reason  being  that 
the  law  as  now  written  does  not  call  for  all  of 
equal  rank  of  next  of  kin.  The  present  situa- 
tion was  precipitated  by  an  interpretation  of  the 
law  by  a previous  attorney  general,  and  there 
seems  to  be  sound  basis  to  question  justification 
of  this  interpretation. 


A letter  has  been  received  from  the  Attorney 
General.  This  new  interpretation  of  Section 
4210,  dated  May  7,  1963,  states  the  following: 
“The  statute  does  not  specify  that  all  of  the  next 
of  kin  must  approve  or  that  such  approval  be  in 
writing.”  The  Assistant  Attorney  General, 
who  formulated  the  opinion,  notes  “that  he  has 
been  informed  by  the  State  Department  of 
Health  that  in  many  cases  they  have  authorized 
an  autopsy  upon  the  approval  of  the  next  of  kin 
readily  available  for  consenting  by  telephone 
or  telegraph.”  The  Attorney  General  is 
authorized  by  law  to  render  advice  to  officers 
and  departments  of  State  government  only,  and 
the  foregoing  must  be  considered  as  having  been 
furnished  informally  and  unofficially  with  a 
desire  to  help,  yet  it  would  seem  that  the  above 
opinion  can  be  used  effectively  by  all  other 
pathologists  and  hospitals.  The  pathologists 
of  the  Society  and  all  the  hospitals  owe  a debt  of 
gratitude  to  our  legal  counsel,  Mr.  William  F. 
Martin,  for  obtaining  this  opinion  for  us. 

It  would  seem  desirable  that  this  new  inter- 
pretation be  publicized  throughout  the  State 
for  the  guidance  of  hospitals  and  pathologists. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

Section  57  ( see  213 ) 

Annual  Report  of  Judicial  Council 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are: 
Charles  H.  Loughran,  M.D.,  Chairman 


Kings 

Gerald  D.  Dorman,  M.D New  York 

James  Greenough,  M.D Otsego 

John  F.  Kelley,  M.D Oneida 

Edward  T.  Wentworth,  M.D Monroe 


As  required  by  Section  1,  Chapter  VI  of  the 
Bylaws,  the  Judicial  Council  held  an  organ- 
izational meeting  immediately  at  the  close  of  the 
annual  meeting  of  the  State  Society,  May  15, 
1963,  in  New  York  City. 

Charles  H.  Loughran,  M.D.,  was  elected 
chairman.  Waring  Willis,  M.D.,  secretary; 
William  F.  Martin,  Esq.,  legal  counsel;  and  J. 
Richard  Burns,  Esq.,  also  attended  the  meeting. 

The  Council  is  happy  to  report  that  no  appeals 
were  presented  up  to  the  writing  of  this  report 
and,  therefore,  no  further  meetings  were  held. 
In  the  Judicial  Council’s  annual  report  and 
supplementary  report  to  the  House  at  its  May, 
1963,  meeting,  it  was  announced  that  the 
Judicial  Council  of  the  American  Medical 
Association  had  affirmed  the  decision  of  this 
Council  which  had  previously  unanimously 
upheld  the  decision  of  the  Bronx  County 
Medical  Society  suspending  a member  for  one 
year,  based  on  his  admission  that  he  had  given 
“kickbacks”  to  an  insurance  company  repre- 
sentative, and  which  also  recommended  to  the 
Workmen’s  Compensation  Board  that  his  name 
be  removed  for  one  year  from  the  list  of  phy- 
sicians authorized  to  render  medical  care  under 
the  Workmen’s  Compensation  Law. 

Subsequent  to  the  foregoing  the  physician 
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in  question  challenged  the  correctness  of  these 
decisions  in  the  Courts  of  New  York.  A lower 
court  agreed  with  the  physician’s  contention 
that  the  County  Society’s  actions  were  im- 
proper, annulled  its  decision,  ordered  that  a 
new  meeting  be  held  with  directives  as  to  its 
conduct,  and  disqualified  from  voting  certain 
members  of  the  County  Society. 

On  appeal  by  the  Bronx  County  Medical 
Society,  the  Appellate  Division  in  a lengthy 
opinion  reversed  the  lower  court’s  decision  and 
upheld  that  of  the  County  Society  and  the 
Council. 

We  have  just  learned  that  the  Court  of 
Appeals,  New  York’s  highest  court,  has  unan- 
imously affirmed  without  opinion  the  decision 
of  the  Appellate  Division.  This  means  that 
the  highest  court  of  the  State  of  New  York 
has  ruled  that  the  procedures  followed  by  the 
Bronx  County  Medical  Society  were  proper  and 
in  accord  with  due  process  of  law. 

Respectfully  submitted, 

Charles  H.  Loughran,  M.D.,  Chairman 

Section  58  (. see  214) 

Annual  Report  of  Joint  Committee  with 
New  York  State  Bar  Association 

To  the  House  of  Delegates,  Gentlemen: 

The  Joint  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Bar  Association  consists  of  the  following: 
Medical  Society  of  the  State  of  New 
York 

Milton  Helpern,  M.D.,  Chairman 

New  York 

Samuel  Sanes,  M.D Erie 

John  F.  Kelley,  M.D Oneida 

New  York  State  Bar  Association 

William  F.  Martin,  Esq.,  Chairman 

New  York 

R.  Newell  Lusby,  Esq New  York 

Franklin  R.  Brown,  Esq Erie 

It  is  the  sense  of  the  medical  members  of  the 
committee  that  since  in  personal  injury  cases 
the  plaintiff  both  alleges  and  seeks  to  prove  as  an 
element  of  damage  the  reasonable  value  of 
services  rendered  by  a physician  or  surgeon  in 
the  treatment  of  the  injuries,  that  such  phy- 
sician or  surgeon  should  have  a lien  on  any 
recovery  in  such  personal  injury  action,  but  the 
amount  of  such  lien,  however,  should  be  sub- 
ject to  either  the  determination  of  the  court 
or  the  amount  should  be  comparable  to  such 
amount  as  is  fixed  by  the  schedules  of  Blue 
Shield  for  like  services. 

The  committee  is  pleased  to  note  that  in  a 
prompt  letter  of  reply  dated  May  7,  1963,  to 
Kenneth  H.  LeFever,  M.D.,  Attorney  General 
Lefkowitz  pointed  out  that  Section  4210  of  the 
Public  Health  Law  of  the  State  of  New  York, 
requiring  the  approval  of  the  next  of  kin  of  the 
deceased  for  an  autopsy  to  determine  the 
cause  of  death,  does  not  specify  that  all  of  the 
next  of  kin  must  approve  or  that  such  approval 
be  in  writing.  The  Attorney  General  stated 
that  he  was  informed  by  the  State  Department 


of  Health  that  in  many  cases  they  have  au- 
thorized an  autopsy  on  approval  of  those  next 
of  kin  readily  available  or  consenting  by 
telephone  or  telegraph.  The  advice  of  the 
Attorney  General  who  is  authorized  by  law  to 
render  legal  advice  only  to  officers  and  depart- 
ments of  the  State  government  must  be  con- 
sidered as  having  been  furnished  on  an  informal 
and  unofficial  basis  with  the  desire  of  being 
helpful. 

This  explanation  of  the  Attorney  General 
should  be  sufficient  assurance  about  the  ad- 
equacy of  the  present  statutory  provisions 
pertaining  to  consent  of  next  of  kin  for  the 
performance  of  autopsies  and  obviate  the  need 
of  any  resolution  for  new  legislation  in  this 
regard. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 

Section  59  ( see  71,  268) 

Annual  Report  of  New  York  State  Delegation  to 
American  Medical  Association 

To  the  House  of  Delegates , Gentlemen: 

Since  our  last  report  to  this  House  of  Dele- 
gates, there  has  been  only  one  meeting  of  the 
House  of  Delegates  of  the  A.M.A.,  the  annual 
meeting.  Also,  the  delegation  met  in  New  York 
City  during  the  month  of  September. 

Annual  Meeting 

The  112th  annual  meeting  of  the  American 
Medical  Association  took  place  at  the  Tray  more 
Hotel  in  Atlantic  City,  June  16  to  20,  1963. 
Its  House  of  Delegates  convened  during  the 
period  from  June  17  through  the  morning  of 
June  20. 

The  delegation  got  together  and  discussed 
important  issues  on  the  evening  of  June  16. 
Breakfast  meetings  were  held  on  June  18,  19, 
and  20. 

The  following  members  of  the  Society,  staff, 
and  guests  attended  our  conferences: 

Delegates — Philip  D.  Allen,  M.D.,  Renato 
J.  Azzari,  M.D.,  James  M.  Blake,  M.D.,  Harold 
F.  Brown,  M.D.,  George  A.  Burgin,  M.D., 
Peter  J.  DiNatale,  M.D.,  Henry  I.  Fineberg, 
M.D.,  John  M.  Galbraith,  M.D.,  Leo  E.  Gibson, 
M.D.,  Thurman  B.  Givan,  M.D.,  Carl  Gold- 
mark,  Jr.,  M.D.,  James  Greenough,  M.D., 
John  F.  Kelley,  M.D.,  Joseph  A.  Lane,  M.D., 
George  J.  Lawrence,  Jr.,  M.D.,  John  C.  Mc- 
Clintock,  M.D.,  Bernard  J.  Pisani,  M.D.,  Wil- 
liam B.  Rawls,  M.D.,  Solomon  Schussheim, 
M.D.,  Carlton  E.  Wertz,  M.D.,  William  L. 
Wheeler,  Jr.,  M.D.,  Waring  Willis,  M.D.,  Ezra 
A.  Wolff,  M.D.,  and  Frederick  A.  Wurzbach, 
Jr.,  M.D. 

Alternate  Delegates — Ralph  S.  Emerson, 
M.D.,  and  Arthur  Q.  Penta,  M.D.  During  the 
last  few  days  of  the  session,  both  of  these  gentle- 
men became  delegates  because  of  the  illnesses 
of  Dr.  Burgin  and  Dr.  Brown. 
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Other  Delegates — A.  W.  Martin  Marino,  M.D., 
Section  on  Gastroenterology  and  Proctology, 
and  Maurice  J.  Costello,  M.D.,  Section  on 
Dermatology. 

By  Invitation — Arthur  J.  Bedell,  M.D., 
William  T.  Boland,  M.D.,  Gerald  D.  Dorman, 
M.D.,  Henry  A.  Holle,  M.D.,  J.  Stanley 
Kenney,  M.D.,  Irving  Pallin,  M.D.,  Mr.  Don- 
ald M.  Irish,  Mr.  Robert  D.  Potter,  Miss  Hazel 
Spadafora,  Mr.  Carl  Weber. 

Staff — William  Hammond,  M.D.,  Robert 
Katz,  M.D.,  Mr.  Charles  L.  Baldwin,  Mr.  Guy 
D.  Beaumont,  Miss  Doris  K.  Dougherty,  Mr. 
George  W.  Forrest,  Jr.,  Mr.  John  K.  Pardee. 

Hospitality  Suite.  Our  hospitality  suite 
was  kept  open  at  various  hours  of  the  day  on 
June  18,  19,  and  20.  The  wives  of  delegates 
again  acted  as  hostesses  and  did  their  usual 
splendid  job. 

As  has  become  the  custom,  our  offerings  were 
received  very  well.  Folks  from  all  parts  of  the 
country  visited  our  rooms  and  partook  of  our 
sincere  but  unpretentious  hospitality. 

Our  theme  was  “The  World’s  Fair.”  The 
souvenirs  presented  to  the  visitors  were  Mets 
baseball  caps. 

Appointments  to  Reference  Committees. 

The  following  New  York  delegation  appoint- 
ments to  reference  committees,  by  the  Speaker 
of  the  House,  were  noted: 

Solomon  Schussheim — Executive  Session; 
Henry  I.  Fineberg — Legislation  and  Public 
Relations;  James  Greenough — Chairman,  Med- 
ical Military  Affairs;  James  M.  Blake — Mis- 
cellaneous Business;  Leo  E.  Gibson — Public 
Health  and  Occupational  Health;  James  M. 
Blake — Chairman,  Tellers. 

Assignments  to  Reference  Committee 
Meetings.  At  our  first  session,  members  of  the 
delegation  were  designated  to  attend  meetings 
of  the  reference  committees,  for  the  purpose  of 
presenting  our  views  on  various  matters  and  to 
apprise  us  of  the  deliberations  of  each  group  so 
that  we  would  be  in  a better  position  to  evaluate 
the  issues. 

Resolutions.  Seventy-two  resolutions, 
scheduled  to  be  presented  to  the  House  of  Dele- 
gates, were  given  serious  consideration.  In- 
cluded among  them  were  eight  proposals  by 
the  Medical  Society  of  the  State  of  New  York 
(listed  below) . 

Considerable  time  was  spent  on  discussing  the 
problem  of  whether  the  Board  of  Trustees  of  the 
A.M.A.  should  be  enlarged  and  whether  the 
tenure  of  this  office  should  be  changed  to  a 
maximum  of  three  terms  of  three  years  each. 
Most  of  the  delegates  favored  a status  quo,  but 
this  opinion  was  not  unanimous.  In  other 
matters  we  were  generally  in  accord. 

Actions  on  New  York  Resolutions.  The 

House  of  Delegates  took  action  as  follows  on 
resolutions  which  the  New  York  delegation  intro- 
duced. 

1.  A.M.A.  number  26,  New  York  number 


63-3 — “Social  Security  Coverage  for  Phy- 
sicians,” introduced  by  Dr.  Allen. 

Resolved,  That  the  American  Medical 
Association  conduct  a poll  of  all  A.M.A. 
members,  asking  them  to  indicate  whether 
they  do  or  do  not  favor  social  security  for 
physicians  through  the  F.I.C.A.;  and  be  it 
further 

Resolved,  That  the  results  of  this  poll  be 
publicized  through  the  American  Medical 
Association’s  regular  channels  and  through 
the  public  press. 

Action — On  recommendation  of  the  Reference 
Committee  on  Legislation  and  Public  Relations, 
the  House  did  not  adopt  this  resolution. 

2.  A.M.A.  number  27,  New  York  numbers 
63-10  and  63—17 — “Contracts  between  Labor 
Unions  and  Voluntary  Hospitals,”  introduced 
by  Dr.  Wurzbach. 

Resolved,  That  this  House  of  Delegates 
disapproves  this  aforementioned  program 
and  others  of  similar  nature  and  notifies  the 
members  of  the  American  Medical  Associa- 
tion of  this  action  and  urges  them  not  to 
participate  therein;  and  be  it  further 

Resolved,  That  this  Association  stands 
ready  and  willing  at  all  times  to  discuss  with 
all  interested  parties,  hospital,  management, 
labor,  and  government,  any  plan  for  altering 
the  present  form  of  distribution  of  health  serv- 
ice in  the  community;  and  be  it  further 

Resolved,  That  the  Association  recommends 
that  county  medical  societies  do  likewise. 
Action — On  recommendation  of  the  Reference 
Committee  on  Insurance  and  Medical  Service, 
the  House  adopted  this  resolution  after  amend- 
ing the  first  “resolved”  to  read: 

“ Resolved , That  this  House  of  Delegates  again 
disapproves  any  program  which  causes  a 
deterioration  of  the  quality  of  medical  care 
and  reiterates  that  members  of  the  A.M.A. 
should  not  enter  into  arrangements  which 
would  cause  them  to  violate  the  Principles 
of  Medical  Ethics  or  result  in  a deterioration 
of  the  quality  of  medical  care. 

3.  A.M.A.  number  28,  New  York  number 
63-19 — “Objection  to  Rebating  of  Physician’s 
Fee  to  Hospital,”  introduced  by  Dr.  Goldmark. 

Resolved,  That  the  Joint  Commission  on 
Accreditation  of  Hospitals  be  requested  to 
withhold  accreditation  from  any  hospital 
found  participating  in  this  practice. 

Action — The  Reference  Committee  on  In- 
surance and  Medical  Service  recommended  and 
the  House  voted  that  this  resolution  not  be 
adopted  but  that  “when  there  is  coercion  of 
physicians  to  contribute  to  building  funds  and 
other  programs,  these  actions  be  brought  to  the 
attention  of  the  local  physician-hospital  rela- 
tions committee  or,  in  the  event  this  is  not 
possible,  to  the  state  physician-hospital  rela- 
tions committee.”  The  director  of  the  Joint 
Commission  on  Accreditation  of  Hospitals 
stated  that  the  Joint  Commission  is  not  and  does 
not  wish  to  become  a punitive  body. 
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4.  A.M.A.  number  29,  New  York  number 
63-20 — “Physician  Representation  on  Hospital 
Review  and  Planning  Council,”  introduced  by 
Dr.  Wolff. 

Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  seek  sim- 
ilar representation  on  such  councils  through- 
out the  country. 

Action — The  House  adopted  this  resolution 
as  amended  by  the  Reference  Committee  on 
Insurance  and  Medical  Service  to  read: 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  urge  each 
state  medical  association  to  seek  similar 
representation  on  such  councils  throughout 
the  country. 

5.  A.M.A.  number  30,  New  York  number 
63-21 — “Two-Year  Internships  for  American 
Medical  Students,”  introduced  by  Dr.  Rawls. 

Resolved,  That  the  American  Medical 

Association  use  its  influence  in  establishing 
a two-year  mixed  service  internship;  and 
be  it  further 

Resolved,  That  the  specialty  boards  grant 
proper  credit  toward  specialty  training  for  an 
appropriate  period  of  the  second  year  of 
internship  of  the  two-year  mixed  service; 
and  be  it  further 

Resolved,  That  the  American  Medical 

Association  arrange  for  a joint  conference 

with  the  Association  of  American  Medical 
Colleges  to  promote  the  selection  of  such 
two-year  mixed  internships  by  recent  grad- 
uates.” 

Action — The  House  adopted,  instead,  resolu- 
tion 63: 

Resolved,  That  the  House  of  Delegates 

instruct  the  Board  of  Trustees  to  utilize  all 
facilities  at  its  command  to  (a)  inform  the 
medical  schools  of  the  shortage  of  general 
practitioners  and  request  their  cooperation  in 
exposing  medical  students  to  general  practice 
by  lectures,  preceptor  programs,  and  clinical 
instructors  who  are  practicing  general  prac- 
titioners and  (6)  inform  the  constituent  state 
medical  associations  of  the  need  to  emphasize 
general  practice  training  and  to  ask  these 
associations’  members  to  encourage  students 
to  go  into  general  practice. 

6.  A.M.A.  number  31,  New  York  number 
63-30 — “Requirement  of  American  Medical 
Association  Council  on  Medical  Education  and 
Hospitals  on  Intern  Training,”  introduced  by 
Dr.  Schussheim. 

Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  rescind 
this  requirement  for  hospital  approval  for 
intern  training;  and  be  it  further 

Resolved,  That  all  approved  hospitals  in- 
cluding university  hospitals  be  required  to 
assume  their  moral  responsibility  and  accept 
their  proportionate  share  of  foreign  graduates 
based  on  the  ratio  of  the  foreign  to  United 
States  and  Canadian  graduates. 

Action — Stating  that  “Revision  of  the  ‘Essen- 


tials of  an  Approved  Internship,’”  Supple- 
mentary Report  A of  the  Council  on  Medical 
Education  and  Hospitals,  deletes  the  require- 
ment for  any  stated  proportion  of  foreign  med- 
ical graduates  and  graduates  of  United  States 
and  Canadian  medical  schools  as  an  essential 
feature  of  any  internship  program,  the  Reference 
Committee  on  Medical  Education  and  Hos- 
pitals recommended  no  action  on  this  and  seven 
similar  resolutions.  The  House  adopted  this 
recommendation  as  well  as  the  reference  com- 
mittee’s statement  that  “the  worthy  intent  of 
international  educational  exchange  in  medicine” 
requires  all  hospitals  with  intern  or  resident 
training  programs  to  “participate  through  the 
appointment  of  a reasonable  number  of  foreign 
medical  graduates  to  their  training  program.” 

7.  A.M.A.  number  62,  New  York  number, 
none  (resolution  authorized  by  the  Council) — 
“Review  of  Make-up  and  Functioning  of  House 
Councils  and  Committees.” 

Whereas,  The  councils  and  committees 
of  the  House  of  Delegates  have  received 
various  criticisms  of  a general  nature;  and 
Whereas,  The  subcommittees  of  these 
councils  have  no  specified  tenure  or  control 
outside  the  councils;  and 

Whereas,  Some  subcommittees  have  de- 
veloped overlapping  and  conflicting  interests 
with  other  committees  or  councils;  and 

Whereas,  Periodic  examination  and  eval- 
uation of  objectives  and  methods  are  valuable 
tools  for  maintaining  maximum  efficiency  of 
any  organizations;  therefore  be  it 

Resolved,  That  the  Speaker  of  the  House 
appoint  an  ad  hoc  committee  to  review  the 
make-up  and  functioning  of  the  House  coun- 
cils and  committees  and  report  back  to  the 
House  its  findings  and  recommendations  on  or 
before  June,  1964. 

Action — The  House  adopted  a substitute 
resolution: 

Resolved,  That  the  Speaker  of  the  House 
be  directed  to  appoint  an  ad  hoc  committee 
to  review  the  size,  make-up,  and  functions 
of  the  House  of  Delegates,  its  councils,  sections, 
and  committees,  and  to  report  its  findings  to 
the  House  in  June,  1964. 

8.  A.M.A.  number  72,  New  York  number, 
none. 

Whereas,  The  Modified  Junior  High 
School  Athletic  Program  of  the  New  York 
State  High  School  Athletic  Association  is  a 
constructive  movement  to  promote  a safe 
and  sane  athletic  program  for  the  early 
teenagers;  and 

Whereas,  This  program  requires  the  par- 
ticipation of  students  of  similar  maturity  and 
stresses  the  readiness  for  participation  of 
each  individual  in  some  type  of  sport  program 
at  a level  of  similar  development  and  degree 
of  aggressiveness;  and 

Whereas,  The  game  rules  and  conditions 
have  been  modified  consistent  with  the 
development  of  this  age  group;  and 

Whereas,  The  safety  factors  of  physical 
examination,  physician  supervision,  equip- 
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ment,  officiating,  and  the  team  concept  of 
physician,  coach,  and  school  administration  are 
more  stringent  than  the  senior  high  school 
program;  and 

Whereas,  The  experience  of  the  New  York 
Modified  Junior  High  School  Athletic  Plan 
reveals  the  incidence  of  injury  from  1955  to 
1962,  covering  16,000  students,  is  approxi- 
mately 50  per  cent  less  than  the  previously 
published  injury  statistics  of  junior  high 
school  athletic  programs;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  supported  and  co- 
operated with  the  development  of  this  con- 
structive movement;  therefore  be  it 

Resolved,  That  the  American  Medical 
Association  commend  the  New  York  State 
High  School  Athletic  Association  for  its 
wisdom  and  vision  in  developing  this  concept; 
and  be  it  further 

Resolved,  That  the  American  Medical 
Association  encourage  the  National  Federa- 
tion of  State  High  School  Athletic  Associations 
to  pursue  research  and  development  of  these 
principles  to  effect  a safe  and  sound  athletic 
program  for  our  junior  high  school  students. 
Action — Approved. 

The  “Political  Front.”  In  accordance 
with  principles  adopted  some  time  ago,  we 
arrived  at  our  political  decisions  in  a demo- 
cratic manner.  We  maintained  the  philosophy 
of  “sticking  to  our  guns”  and  supporting  those 
candidates  who,  we  believed,  would  be  best  for 
the  A.M.A.  and  American  medicine. 

Of  our  own  delegation — Thurman  Givan  was 
a candidate  for  the  Council  on  Constitution  and 
Bylaws,  and  William  Rawls  ran  for  a position  on 
the  Council  on  Medical  Education  and  Hos- 
pitals. 

A.M.A.  Report.  Following  is  a “Report 
on  Actions  of  the  House  of  Delegates,  American 
Medical  Association,  112th  Annual  Meeting, 
June  16-20,  1963,  Atlantic  City,”  transmitted 
to  us  by  F.  J.  L.  (“Bing”)  Blasingame,  M.D., 
executive  vice-president  of  the  A.M.A. 

Enlargement  of  the  Board  of  Trustees,  the  sections 
and  scientific  program  of  the  A.M.A.,  interns  and  resi- 
dents, a new  Institute  for  Biomedical  Research,  a 
physician’s  pension  plan,  and  the  relation  between 
tobacco  and  disease  were  among  the  major  subjects 
acted  on  by  the  House  of  Delegates  at  the  American 
Medical  Association’s  112th  Annual  Meeting  held 
June  16-20  in  Atlantic  City. 

Norman  A.  Welch,  M.D.,  of  Boston,  member  of  the 
House  of  Delegates  since  1951  and  Speaker  of  the  House 
since  1959,  was  named  president-elect  of  the  Associa- 
tion by  acclamation.  Dr.  Welch  will  become  president 
at  the  June,  1964,  annual  meeting  in  San  Francisco, 
succeeding  Edward  R.  Annis,  M.D.,  of  Miami,  Florida, 
who  assumed  office  at  the  Tuesday  night  inaugural 
ceremony  in  Atlantic  City. 

The  A.M.A.  1963  Distinguished  Service  Award  was 
voted  to  Lester  R.  Dragstedt,  M.D.,  of  Gainesville, 
Florida,  research  professor  of  surgery  at  the  University 
of  Florida  School  of  Medicine,  for  his  achievements  in 
the  fields  of  education,  research,  and  practicing  sur- 
gery. 

Final  registration  figures  at  the  meeting  reached  a 
grand  total  of  36,811,  including  12,924  physicians, 


Board  of  Trustees.  The  House  adopted  amend- 
ments to  the  Constitution  and  Bylaws  designed  to 
implement  the  recommendations  presented  in  June, 
1962,  by  the  Ad  Hoc  Committee  on  the  Board  of 
Trustees.  The  changes  will  increase  the  size  of  the 
Board  from  11  members  to  15  members,  by  adding 
three  elected  trustees  and  including  the  immediate 
past  president  for  a one-year  term.  The  amendments 
also  set  the  term  of  office  for  elected  Board  members 
at  three  years  and  limit  the  number  of  terms  to  three, 
for  a maximum  total  of  nine  years  service.  In  ap- 
proving the  amendments,  the  House  expressed  the 
opinion  that  enlargement  of  the  Board  of  Trustees 
“would  improve  communications  between  the  Board 
and  the  Association”  and  that  the  proposed  changes 
“would  be  consistent  with  the  increase  in  membership 
of  the  Association  and  with  the  increase  of  the  size  of  the 
House  of  Delegates.” 

A.M.A.  Sections  and  Scientific  Program.  In  con- 
sidering the  report  of  the  Ad  Hoc  Committee  to  Study 
the  Board  of  Trustees  Report  on  the  Sections  and 
Scientific  Program  of  the  A.M.A.,  originally  presented 
at  the  1962  Clinical  Meeting  in  Los  Angeles,  the  House 
disagreed  with  some  recommendations  in  both  of  those 
reports. 

Major  change  was  the  House  decision  that  all  section 
officers — chairman,  vice-chairman,  delegate,  alternate 
delegate,  secretary,  assistant  secretary,  and  representa- 
tive to  the  scientific  exhibits — should  be  elected  by 
members  of  the  section  and  that  no  officers  be  appointed 
by  the  A.M.A.  Board  of  Trustees. 

In  another  change  relating  to  nominations  for 
specialty  boards,  the  House  approved  the  following 
recommendation:  “The  Committee  of  the  Council  of 
Scientific  Assembly  of  the  appropriate  section  shall 
nominate  the  A.M.A.  representatives  to  service  on  the 
medical  specialty  certifying  board.  These  nominations 
shall  be  submitted  to  the  Board  of  Trustees.” 

In  connection  with  section  registration,  the  House 
decided  that  “a  member  of  a section  who  desires  to 
change  his  registration  from  one  section  to  another 
because  of  a change  in  his  specialty,  shall  be  required  to 
inform  A.M.A.  headquarters  by  written  notice  of  this 
intention  at  least  sixty  days  in  advance  of  the  Annual 
Meeting.” 

The  House  agreed  with  the  Ad  Hoc  Committee’s 
recommendation  that  the  Section  on  Gastroenterology 
and  Proctology  be  renamed  the  “Section  on  Gastro- 
enterology” and  that  a separate  “Section  on  Proc- 
tology” be  established. 

The  House  also  commended  the  Board  of  Trustees 
for  its  recommendation  that  a national  forum  be  spon- 
sored by  the  A.M.A.  in  which  representatives  of  na- 
tional medical  specialty  societies  and  the  Academy  of 
General  Practice  will  participate.  The  Board  of 
Trustees  was  directed  to  implement  this  suggestion  as 
early  as  possible. 

Interns  and  Residents.  The  House  disapproved  the 
report  of  the  Council  on  Medical  Sfervice  and  the 
Council  on  Medical  Education  and  Hospitals  on  Com- 
pensation of  House  Officers.  In  so  doing,  it  adopted 
the  following  statement: 

“We  therefore  recommend  that  in  view  of  the  over- 
whelming opposition  to  the  basic  proposal  contained 
in  the  report  of  the  Council  on  Medical  Service  and  the 
Council  on  Medical  Education  and  Hospitals,  the 
A.M.A.  record  itself  as  opposed  to  any  system  or 
program  by  which  any  part  of  an  intern’s  or  resident’s 
salary  is  paid  out  of  fees  collected  by  the  attending 
physician  or  out  of  fees  collected  under  any  type  of 
medical-surgical  insurance  coverage.” 

The  House,  while  declaring  that  the  joint  council 
report  “represents  a well-intentioned  effort  to  find  a 
solution  to  a most  difficult,  if  not  impossible,  problem,” 
recommended  that  any  future  proposals  on  the  com- 
pensation of  house  officers  be  thoroughly  studied  by  the 
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Law  Department  and  Judicial  Council  before  sub- 
mission to  the  House  of  Delegates. 

In  another  action,  related  to  the  controversial  “25 
per  cent  rule,”  the  House  approved  a revision  of  the 
Essentials  of  an  Approved  internship  which  deletes 
the  requirement  for  any  stated  proportion  of  foreign 
medical  graduates  and  graduates  of  United  States  and 
Canadian  medical  schools  as  an  essential  feature  of  any 
internship  program. 

New  Research  Institute.  In  acting  on  two  reports 
from  the  A.M.A.  Education  and  Research  Founda- 
tion, the  House  approved  the  Foundation’s  announce- 
ment that  it  Will  establish  and  operate  a new  Institute 
for  Biomedical  Research. 

The  Institute  will  concern  itself  with  intensive  and 
fundamental  study  of  life  processes  particularly  as 
related  to  intracellular  mechanisms.  It  will  be  com- 
posed of  groups  of  dedicated,  imaginative  workers  who 
are  capable  of  significant  scientific  achievements  through 
the  interaction  of  their  intellects  and  experiences,  with 
unmatched  facilities  and  maximum  freedom  from 
external  pressures. 

The  Institute  will  be  dedicated  to  pure,  basic,  non- 
disease-oriented research,  and  it  will  not  render  medical 
service  to  patients  and  will  not  conduct  a graduate 
training  program  leading  to  a degree.  It  is  contem- 
plated that  the  first  research  group  should  be  function- 
ing by  early  1965. 

Physicians'  Pension  Plan.  The  House  approved 
establishment  of  an  A.M.A.  physicians’  pension  plan 
under  the  provisions  of  the  Self-Employed  Individuals’ 
Retirement  Act  of  1962,  and  noted  that  the  Board  of 
Trustees  will  make  every  effort  to  begin  operation  of  the 
plan  before  the  end  of  1963  so  that  physicians  will  be 
able  to  participate  this  year. 

The  plan  will  be  open  to  all  A.M.A.  members  and 
their  employes  who  can  qualify  under  the  Act,  Public 
Law 87-792  (Keogh  Law). 

The  law  allows  a self-employed  individual  to  set 
aside  up  to  $2,500  or  10  per  cent  of  his  annual  income, 
whichever  is  less,  in  a retirement  fund,  with  the  first 
$1,250  being  deductible.  The  individual  must  provide 
proportionate  benefits  for  any  employe  who  works  for 
him  more  than  twenty  hours  a week  and  more  than 
five  months  each  year. 

Tobacco  and  Disease.  The  House  agreed  with  a 
Board  of  Trustees  report  which  concluded  that  the 
A.M.A.  should  defer  any  definitive  statement  regard- 
ing the  relationship  of  tobacco  and  disease.  The 
report  pointed  out  that  the  A.M.A.  is  continuing  its 
study  of  this  important  subject  and  is  merely  deferring 
any  public  pronouncement  pending  the  availability  of 
more  information,  including  whatever  may  come  from 
the  study  of  a committee  appointed  by  the  United 
States  Public  Health  Service. 

In  taking  this  action,  the  House  declared  that  exten- 
sive research  is  still  necessary  for  the  complete  answers 
on  the  cause  and  effect  of  many  toxins,  including  to- 
bacco. However,  the  House  said  that  the  A.M.A. 
“has  a duty  to  point  out  the  effects  on  the  young  of  the 
use  of  toxic  materials,  including  tobacco,  and  these 
facts  should  be  disseminated,  particularly  in  our 
schools.” 

Miscellaneous  Actions.  In  considering  a wide 
variety  of  resolutions  and  reports,  the  House  also : 

Disapproved  a Judicial  Council  opinion  on  the 
dispensing  of  glasses  by  ophthalmologists  and  re- 
affirmed the  Council’s  interpretation  of  Section  7 of  the 
Principles  of  Medical  Ethics,  as  reported  in  the  Novem- 
ber 15,  1958,  issue  of  the  Journal  of  the  American 
Medical  Association. 

Approved  a Judicial  Council  opinion  on  physician 
ownership  of  drugstores,  drug  repackaging  houses,  and 
pharmaceutical  companies. 

Approved  of  A.M.A.  participation  in  the  recent 


formation  of  a Joint  Commission  on  Medicine  and 
Pharmacy. 

Agreed  with  the  Council  on  Legislative  Activities 
that  the  House  should  take  no  official  position  on  the 
“Liberty  Amendment”  but  should  call  it  to  the  atten- 
tion of  individual  physician  citizens. 

Disapproved  of  Federal  funds  for  staffing  new  com- 
munity mental  health  centers. 

Took  a position  opposing  the  student  loan  provision 
of  the  Health  Professions  Educational  Assistance  Act 
of  1963. 

Urged  all  state  and  county  medical  societies  to  adopt 
and  activate  all  phases  of  “Operation  Hometown.” 

Recommended  that  local  medical  societies  in  the 
vicinity  of  medical  schools  assume  the  responsibility 
of  establishing  and  maintaining  clear  lines  of  communi- 
cation with  medical  students. 

Approved  the  organization  of  the  new  National 
Council  for  the  Accreditation  of  Nursing  Homes, 
jointly  sponsored  by  the  A.M.A.  and  the  American 
Nursing  Home  Association. 

Adopted  the  recommendations  of  the  Committee  to 
Study  the  Joint  Commission  on  the  Accreditation  of 
Hospitals  and  suggested  that  the  committee’s  report 
be  distributed  to  constituent  and  component  societies 
and  hospital  chiefs  of  staff. 

Approved  an  alteration  in  the  Association  Bylaws 
which  states:  “The  Council  on  Medical  Education 
and  Hospitals  shall  consist  of  10  active  or  service 
members  at  least  one  of  whom  shall  be  a private  prac- 
titioner of  medicine  who  is  not  a faculty  member  of  a 
medical  school  nor  a member  of  a staff  of  a hospital 
associated  with  a medical  school  or  university.” 

Commended  the  American  Farm  Bureau  for  its  vig- 
orous leadership  in  opposing  unwarranted  government 
interference  and  regulation. 

Urged  the  widest  dissemination  to  A.M.A.  members 
of  a joint  report  by  the  A.M.A.  Council  on  Mental 
Health  and  the  National  Academy  of  Sciences-National 
Research  Council  on  “The  Use  of  Narcotic  Drugs  in 
Medical  Practice  and  the  Medical  Management  of 
Narcotic  Addicts.” 

Recommended  that  all  A.M.A.  members  and  af- 
filiates give  strong  support  to  the  national  tuberculin 
testing  campaign  proposed  by  the  American  School 
Health  Association. 

Directed  the  Speaker  of  the  House  to  appoint  an  ad 
hoc  committee  to  study  the  size,  make-up,  and  func- 
tions of  the  House  of  Delegates,  its  councils,  sections, 
and  committees  and  to  report  its  findings  in  June,  1964. 

Opening  Session.  George  M.  Fister,  M.D.,  of 
Ogden,  Utah,  retiring  A.M.A.  president,  told  the 
opening  session  that  “our  fight  against  Federal  dicta- 
tion is  not  merely  one  of  concern  only  to  physicians  and 
their  freedom  to  practice  the  best  medicine  possible,  but 
it  also  concerns,  equally  or  more  so,  the  individual  citi- 
zen, all  professions  and  the  private  enterprise  system 
in  this  country.”  Awards  announced  were  the  A.M.A. 
Scientific  Achievement  Award  to  John  F.  Enders, 
Ph.D.,  of  Boston,  and  the  Joseph  Goldberger  award  in 
Clinical  Nutrition  to  Dr.  John  B.  Youmans  of  New 
York  City. 

Inaugural  Ceremony.  Dr.  Annis,  in  his  inaugural 
address  Tuesday  night,  stressed  the  importance  of 
maintaining  an  attitude  of  individualism  among  the 
physicians  of  America,  and  he  urged  members  of  the 
profession  to  have  the  courage  and  individuality  to 
fight  for  all  political,  economic,  and  professional  free- 
doms. The  Distinguished  Service  Award  was  pre- 
sented to  Dr.  Dragstedt,  and  the  Scientific  Achievement 
Award  was  presented  to  Dr.  Enders. 

Wednesday  Session.  Speaking  at  the  Wednesday 
session,  Dr.  Annis  declared  that  “now,  more  than  ever 
before,  there  is  an  obligation  for  all  of  us  to  waive  or 
at  least  to  minimize  any  differences  between  or  within 
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regions,  specialties  or  organizations  and  to  stand  together 
on  fundamental  principles  of  medical  care  and  medical 
practice,  of  enterprise  and  of  freedom  for  which  our 
great  Association  has  striven  in  the  last  one  hundred 
sixteen  years.” 

Election  of  Officers.  In  addition  to  Dr.  Welch,  the 
new  president-elect,  the  following  officers  were  named 
at  the  closing  session  on  Thursday: 

D.  F.  Ward,  M.D.,  of  Dubuque,  Iowa,  vice-presi- 
dent; Milford  O.  Rouse,  M.D.,  of  Dallas,  Texas, 
speaker  of  the  House,  and  Walter  C.  Bornemeier, 
M.D.,  of  Chicago,  vice-speaker. 

Percy  Hopkins,  M.D.,  of  Chicago  and  Raymond  M. 
McKeown,  M.D.,  of  Coos  Bay,  Oregon,  were  re-elected 
to  the  Board  of  Trustees  for  three-year  terms.  Robert 

C.  Long,  M.D.,  of  Louisville,  Kentucky,  was  named 
to  fill  the  one  year  remaining  in  the  term  of  Hugh  H. 
Hussey,  M.D.,  who  resigned  to  become  director  of  the 
A.M.A.  Division  of  Scientific  Activities. 

Elected  to  the  three  new  posts  on  the  Board,  created 
by  the  House  action  on  Wednesday,  were  Dwight 
Wilbur,  M.D.,  of  San  Francisco,  three  years;  Lester 
Bibler,  M.D.,  of  Indianapolis,  two  years,  and  L.  O. 
Simenstad,  M.D.,  of  Osceola,  Wisconsin,  two  years. 

Nominated  and  elected  to  the  Judicial  Council  was 
Walter  Judd,  M.D.,  of  Minneapolis,  physician,  former 
member  of  Congress,  and  1961  winner  of  the  A.M.A. 
Distinguished  Service  Award. 

For  the  Council  on  Constitution  and  Bylaws,  William 

D.  Stovall,  M.D.,  of  Madison,  Wisconsin,  was  re- 
elected and  Thurman  B.  Givan,  M.D.,  of  Brooklyn, 
was  named  to  replace  Dr.  Bornemeier. 

Elected  to  the  Council  on  Medical  Education  and 
Hospitals  were  E.  Bryce  Robinson,  Jr.,  M.D.,  of  Fair- 
field,  Alabama;  Francis  L.  Land,  M.D.,  of  Fort  Wayne, 
Indiana,  and  Melvin  Breese,  M.D.,  of  Portland,  Oregon. 

To  fill  vacancies  in  the  Council  on  Medical  Service, 
the  House  elected  Burns  A.  Dobbins,  Jr.,  M.D.,  of 
Fort  Lauderdale,  Florida;  Irvin  E.  Hendryson,  M.D., 
of  Denver,  Colorado,  and  Jess  W.  Read,  M.D.,  of 
Tacoma,  Washington. 

By  acclamation  at  the  opening  session,  the  House 
also  expressed  appreciation  for  the  services  of  Mr.  C. 
Joseph  Stetler,  the  Association’s  general  counsel  and 
director  of  the  Legal  and  Socio-Economic  Division, 
who  will  be  leaving  July  1 to  become  executive  vice- 
president  and  general  counsel  of  the  Pharmaceutical 
Manufacturers  Association. 

We  are  grateful  to  those  who  contributed  so 
much  to  the  success  of  our  stay  in  Atlantic 
City — members  of  the  delegation,  the  wives, 
the  staff,  and  others. 

Meeting  of  Delegation 

A dinner  of  the  delegation  was  held  at  6:30 
p.m.  on  Thursday,  September  26,  1963,  at  the 
Cornell  Club,  155  East  50th  Street,  New  York 
City.  The  business  meeting  preceded  the 
dinner  and  was  held  at  the  offices  of  the  Society 
from  4:00  to  5:50  p.m.  Henry  I.  Fineberg, 
M.D.,  chairman,  presided. 

Present  were  the  following: 

Delegates — Philip  D.  Allen,  M.D.,  Renato 
J.  Azzari,  M.D.,  James  M.  Blake,  M.D.,  George 
A.  Burgin,  M.D.,  Henry  I.  Fineberg,  M.D., 
John  M.  Galbraith,  M.D.,  Thurman  B.  Givan, 
M.D.,  Carl  Goldmark,  Jr.,  M.D.,  James  Green- 
ough,  M.D.,  John  F.  Kelley,  M.D.,  Joseph  A. 
Lane,  M.D.,  George  J.  Lawrence,  Jr.,  M.D., 
John  C.  McClintock,  M.D.,  Norman  S.  Moore, 
M.D.,  Bernard  J.  Pisani,  M.D.,  William  B. 
Rawls,  M.D.,  Solomon  Schussheim,  M.D., 


Carlton  E.  Wertz,  M.D.,  Waring  Willis,  M.D., 
Ezra  A.  Wolff,  M.D.,  and  Frederick  A.  Wurz- 
bach,  Jr.,  M.D. 

Other  Delegates — A.  W.  Martin  Marino, 
M.D.,  Section  on  Gastroenterology  and  Proc- 
tology. 

By  invitation — Gerald  D.  Dorman,  M.D. 

Staff — Mr.  J.  Richard  Burns,  Miss  Doris 
Dougherty. 

The  first  order  of  business  of  the  meeting  was 
election  of  a chairman  of  the  delegation.  Dr. 
Fineberg  was  re-elected. 

Purpose  of  the  Meeting.  In  the  past,  a 
few  meetings  had  been  held  but  they  were  dis- 
continued for  reasons  of  economy.  A number 
of  the  delegates  felt  that,  because  of  the  great 
number  of  questions  which  come  before  the 
House,  one  or  two  meetings  of  the  delegation 
should  be  held  before  the  House  is  scheduled 
to  convene,  in  order  to  do  some  long-range 
planning  of  our  policies,  resolutions,  and  po- 
litical maneuvers  for  the  next  few  years.  By 
having  these  conferences  close  to  the  Council 
meetings,  they  could  be  held  at  little  expense. 

Other  states  are  beginning  to  realize  that  the 
New  York  delegation  does  carry  some  weight 
since — in  “political”  matters — it  voted  as  a unit 
at  the  June,  1963,  meeting.  On  motion  that  we 
adopt  the  unit  rule  as  one  of  our  basic  rules, 
it  was  voted  that  the  principle  of  the  unit  rule 
of  voting  be  adopted  but  that,  if  an  individual 
felt  that  in  all  conscience  he  could  not  vote  that 
way,  he  should  so  notify  the  chairman. 

Letters.  Letters  were  written  by  the  chair- 
man to  the  wives  of  the  delegates,  thanking  them 
for  their  work  in  the  hospitality  suite  at  Atlantic 
City. 

The  delegation  received  letters  of  apprecia- 
tion and  thanks  from  officers  and  members  of 
the  A.M.A.  House  of  Delegates. 

Also  presented  were  letters  from  state  societies 
and  A.M.A.  headquarters,  pertaining  to  the 
clinical  meeting  in  Portland. 

Convention  Sites.  The  1965  A.M.A.  meet- 
ing will  be  held  in  New  York  City.  A letter 
has  been  transmitted  by  your  chairman  to 
Percy  E.  Hopkins,  M.D.,  chairman  of  the 
A.M.A.  Board  of  Trustees,  inviting  the  A.M.A. 
to  meet  again  in  New  York  City  in  1969.  The 
delegation  instructed  your  chairman  to  write 
to  the  A.M.A.,  reiterating  our  invitation  for  the 
1969  meeting,  and  also  invite  them  to  consider 
meeting  in  New  York  City  in  1967.  This  has 
been  done. 

Hospitality  Committee.  Arrangements 
for  our  hospitality  suite  will  be  made  by  staff 
in  consultation  with  Dr.  McClintock,  chairman. 

The  delegation  voted  to  discontinue  the  dis- 
tribution of  “favors”  and  roses;  and  to  issue 
only  personal  invitations  to  the  hospitality  suite. 

Political.  The  delegation  voted  to  submit 
to  the  A.M.A.  the  following  nominations  from 
New  York  State: 

Vice-president — Carlton  E.  Wertz,  M.D.  (a 
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preliminary  communication  has  been  sent  to  all 
delegates) . 

Council  on  Medical  Education  and  Hospitals 
— Edward  C.  Hughes,  M.D. 

Council  on  Medical  Services — Joseph  A.  Lane, 
M.D. 

Judicial  Council — Renato  J.  Azzari,  M.D. 

(A  letter  has  been  transmitted  to  Norman  A. 
Welch,  M.D.,  president-elect.) 

Ad  Hoc  Committee  to  Review  the  Size,  Make-up 
and  Function  of  the  A.M.A.  House  of  Delegates 

This  committee,  of  which  your  chairman  is  a 
member,  met  at  the  Drake  Hotel  in  Chicago, 
Illinois,  September  14,  1963,  and  considered  the 
following  agenda: 

I.  Charge  from  the  House  of  Delegates 

(a)  Resolution  62 — Review  of  Function  and 
Make-Up  of  House  Councils  and  Com- 
mittees 

( b ) Speaker’s  Remarks — June,  1963 

(c)  House  of  Delegates  action 

(d)  Discussion 

II.  Present  structure  and  function  of  the 
House  of  Delegates 

(a)  A.M.A.  Constitution  and  Bylaws  (Con- 
stitution: Articles  VI,  VIII.  Bylaws: 
Chapter  V,  IX,  X,  XI,  XII,  XIII, 
XIV) 

III.  Areas  for  committee  consideration 

(a)  Size  of  the  House  of  Delegates 

1.  Present  make-up 

2.  Scientific  section  delegates 

3.  Limitation 

4.  Facilities  and  servicing 

(b)  Committees  and  Councils  of  the  House 
of  Delegates 

1.  Size 

2.  Method  of  appointment 

3.  Charges  given  to  the  committees 

4.  Method  of  reviewing  committee  ac- 
tivities 

5.  Method  of  reporting  to  the  Board  of 
Trustees 

6.  Method  of  selecting  committee  chair- 
men 

7.  Tenure  of  committee  members — chair- 
man 

(c)  Reference  committees 

1.  Names 

2.  Number 

3.  Functions 

(i d ) Procedures  of  the  House 

IV.  Study  procedure  to  be  followed 

V.  Time  of  next  meeting 

Apparently,  the  committee  will  study  all  the 
facets  of  the  organization  of  the  A.M.A.  House. 
There  is  very  little  doubt  that  there  has  been 
considerable  confusion  and  duplication  of  efforts 
in  a number  of  councils,  committees,  and  so 
forth.  Evidently  the  study  will  be  a long-range 
one. 

It  was  decided  that  there  will  be  an  “open 
hearing”  to  which  will  be  invited  representatives 
of  the  state  delegations,  officers  of  the  A.M.A. 
section  representatives,  and  others. 

Because  of  its  resolution  (number  62),  New 
York  State  will  be  asked  to  discuss  the  problem 


at  this  meeting,  which  will  be  held  at  the  time 
of  the  A.M.A.  clinical  session  in  Portland, 
Oregon  (Sunday,  December  1). 

Report  on  Voluntary  Agencies.  Dr. 

Moore  discussed  the  report  of  the  Board  of 
Trustees  on  voluntary  agencies.  He  requested 
that  our  delegation  support  the  Board  of  Trus- 
tees in  this  matter. 

It  was  voted  that  a copy  of  the  report  be  sent 
to  each  member  of  the  delegation,  for  review 
before  any  action  is  taken  by  us.  (This  has 
been  done.) 

Clinical  Meeting 

The  next  meeting  of  the  A.M.A. — the  clinical 
meeting — will  be  held  in  Portland,  Oregon, 
December  1 to  4. 

The  House  of  Delegates  will  convene  at  9 
a.m.,  Monday,  December  2 in  the  Grand  Ball- 
room of  the  Portland-Hilton  Hotel.  It  should 
conclude  its  business  by  noon  of  December  4. 

Twenty-four  delegates  and  two  alternate 
delegates  will  travel  to  Portland.  Only  three 
members  of  the  staff  will  accompany  us. 

We  have  done  very  well  as  far  as  designations 
to  reference  committees  are  concerned.  The 
following  New  YorK  representatives  have  been 
appointed  by  the  Speaker: 

Amendments  to  Constitution  and  Bylaws — 
John  F.  Kelley; 

Report  of  Board  of  Trustees — Frederick  A. 
Wurzbach,  Jr.; 

Legislation  and  Public  Relations — George 
J.  Lawrence,  Jr.; 

Medical  Education  and  Hospitals — Joseph 
A.  Lane,  chairman; 

Public  Health  and  Occupational  Health — 
Norman  S.  Moore; 

Rules  and  Order  of  Business — Philip  D. 
Allen; 

Sections  and  Section  Work — Peter  J.  Di- 
Natale  (Unfortunately,  Dr.  DiNatale  cannot 
attend) ; 

Sergeants-at-Arms  — Waring  Willis; 

Tellers — George  A.  Burgin. 

This  is  more  than  we  have  ever  had  at  any 
one  time. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 

Section  60  {see  69,  265 ) 

Annual  Report  of  Committee  on 
Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Council  Committee  on 


Constitution  and  Bylaws  are: 

Ezra  A.  Wolff,  M.D.,  Chairman Queens 

Norman  C.  Lyster,  M.D Chenango 

Homer  L.  Nelms,  M.D Albany 

William  F.  Martin,  ex  officio New  York 


During  the  period  May  16  to  November  21, 
1963,  the  committee,  with  the  assistance  of 
legal  counsel,  has  reviewed  proposed  amend- 
ments to  the  bylaws  of  the  Medical  Society  of 
the  County  of  Ulster  and  to  the  bylaws  of  the 
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Medical  Society  of  the  County  of  Schenectady. 
Upon  recommendation  of  the  committee,  these 
proposed  amendments  were  approved  by  the 
Council  on  November  21. 

Under  consideration  at  the  time  of  writing 
this  report  are  amendments  to  the  bylaws  of 
the  Medical  Society  of  the  County  of  Erie. 
We  hope  to  be  able  to  report  as  to  the  disposition 
of  these  proposed  amendments  before  the 
February  meeting  of  the  House  of  Delegates. 

The  chairman  wishes  to  thank  the  members  of 
his  committee  and  our  legal  counsel  for  their 
painstaking  studies. 

Respectfully  submitted, 

Ezra  A.  Wolff,  M.D.,  Chairman 

Section  61  ( see  192 ) 

Annual  Report  of  Committee  on 
Disaster  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Disaster  Medical 
Care  consists  of  the  following: 

Edward  A.  Burkhardt,  M.D.,  Chairman 

New  York 


Irving  G.  Frohman,  M.D Queens 

Vincent  C.  Webb,  M.D Nassau 

James  H.  Lade,  M.D.,  Adviser Albany 


During  this  short  year  the  committee  has 
continued  to  promote  interest  in  the  training 
programs  of  mass  casualty  care.  The  principle 
training  is  received  in  casualty  exercises  at  the 
hospital  level.  Area  exercises,  which  coordinate 
communication,  transportation,  and  supplies 
with  medical  care,  must  be  improved. 

The  State  Department  of  Health  continues 
to  promote  training  in  the  improvised  emergency 
hospital.  The  annual  report  of  this  agency  is 
not  available  at  this  time. 

Your  chairman  attended  the  National  County 
Medical  Societies  Conference  on  Disaster  Med- 
ical Care  sponsored  by  the  A.M.A.  These 
conferences  offer  valuable  assistance  from 
Federal  and  local  agencies  in  planning  at  the 
local  level.  Meetings  with  the  Office  of 
Emergency  Planning,  Office  of  Civil  Defense, 
and  the  Public  Health  Service  in  Washington 
are  planned  for  December.  Local  and  state 
planning  must  be  coordinated  with  Federal 
planning. 

Respectfully  submitted, 

Edward  A.  Burkhardt,  M.D.,  Chairman 

Section  62  ( see  193) 

Annual  Report  of  Committee  on 
Medicine  and  Religion 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medicine  and  Religion 
consists  of  the  following: 

William  T.  Boland,  M.D.,  Chairman 

Chemung 


Solomon  Schussheim,  M.D Kings 

Charles  M.  Smith,  M.D Seneca 


No  meeting  of  the  committee  has  been  held, 
since  Dr.  Smith  was  not  appointed  to  fill  the 


vacancy  on  the  committee  until  the  October, 
1963,  Council  meeting. 

The  committee  has  contacted  several  county 
medical  societies  which  have  expressed  interest 
in  forming  a committee  on  medicine  and  religion. 

The  A.M.A.  Committee  on  Medicine  and 
Religion  has  not  been  in  a position  to  aid  the 
Medical  Society  of  the  State  of  New  York 
during  1963.  They  have  assured  our  com- 
mittee that  they  will  be  in  a position  to  give  us 
assistance  and  advice  during  1964. 

Respectfully  submitted, 

William  T.  Boland,  M.D.,  Chairman 


Annual  and  Supplementary  Reports* 

Section  63  ( see  191 ) Report  64- A 

Annual  Report  of  the  Committee  on 
Nursing  Education 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Nursing  Education  con- 
sists of  the  following: 

Vincent  J.  Tesoriero,  M.D.,  Chairman . . Kings 


Robert  F.  McMahon,  M.D Onondaga 

Frank  C.  Nichols,  M.D Nassau 

Charles  C.  Smith,  M.D Seneca 


The  committee  convened  in  the  Council 
chamber  of  the  Medical  Society  of  the  State  of 
New  York  on  December  12,  1963.  All  members 
were  present  except  Dr.  McMahon,  who  was 
excused. 

The  present  state  of  nursing  and  nursing 
education  was  outlined  by  the  chairman, 
based  on  information  obtained  from  various 
types  of  nursing  schools  and  the  National 
League  for  Nursing.  There  are  different  levels 
available  in  nursing  education,  which  may  be 
outlined  briefly  as  follows:  (1)  licensed  practical 
nurse — one  year  of  school;  (2)  diploma  or 
associate  degree,  R.N. — two  to  three  years  of 
school;  (3)  baccalaureate,  B.S.,  R.N. — four  to 
five  years,  university  school;  (4)  masters  and 
doctoral — one  to  five  years  of  graduate  school. 

According  to  the  level  of  education  com- 
pleted, the  nurse  is  qualified  for  bedside  nursing, 
public  health  nursing,  head  or  supervisory 
nursing,  administration,  teaching,  or  as  a 
clinical  specialist  or  in  research.  Nursing 
education  is  in  a state  of  flux,  and  some  con- 
fusion exists  in  regard  to  the  role  of  the  nurse 
in  each  category.  It  is  attempting  to  keep 
pace  with  the  rapid  advances  and  the  complexi- 
ties of  modern  medical  practice. 

The  urgent  problem  facing  nursing  today  is 
the  shortage  of  personnel  in  all  categories.  It  is 
estimated  that  as  projected  into  1970,  the 
increase  for  baccalaureate  and  higher  degrees 
should  be  120  per  cent  and  for  the  diploma  and 

* Reports  in  the  following  sections  are  those  which  were 
received  too  late  for  publishing  in  the  Convention  Issue  of 
the  New  York  State  Journal  of  Medicine  and  therefore 
were  distributed  to  the  House  at  the  first  opening  session. 
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associate  degrees  12  per  cent.  The  committee 
noted  that  this  shortage  is  reflected  in  the  dif- 
ficulties encountered  by  the  physician  today. 
An  understanding  of  the  scope  of  nursing  and 
education  would  strengthen  the  relationship 
between  the  medical  and  nursing  professions. 

The  committee  feels  that  it  is  desirable  for 
nursing  education  to  reach  higher  levels. 
However,  it  believes  also  that  the  professional 
nurse  still  gives  the  best  personal  nursing  care 
and  that  she  is  now  being  involved  in  more 
non-nursing  duties  and  less  patient  care. 
Surveys  indicate  that  25  to  45  per  cent  of  her 
time  is  spent  in  non-nursing  duties.  F reeing  the 
nurse  from  these  duties  would  allow  her  more 
time  for  patient  care  and  to  work  in  cooperation 
with  the  physician  as  a team  in  direct  patient 
care.  The  importance  of  the  latter  to  the 
welfare  of  the  patient  should  not  be  under- 
estimated. 

The  committee  discussed  the  ways  in  which 
the  Medical  Society  of  the  State  of  New  York 
could  help  in  meeting  the  problems  in  nursing 
education.  The  following  suggestions  were 
made: 

1.  Delegation  of  non-nursing  duties  to 
trained  lay  personnel  should  be  encouraged. 
The  performance  by  a nurse  of  non-nursing 
duties  is  considered  a possible  factor  in  dis- 
couraging careers  or  causing  drop-outs  in 
nursing  schools  since  this  procedure  denies  the 
psychologic  rewards  and  emotional  fulfillment 
in  giving  care  to  the  sick. 

2.  Since  the  largest  source  of  candidates  for 
nursing  is  in  high  schools,  the  school  counselors 
should  be  better  informed  about  the  educational 
and  career  opportunities  in  nursing. 

3.  The  practicing  physician  should  be 
kept  up  to  date  through  the  media  of  State 
Society  and  county  society  publications.  He 
is  in  a most  favorable  position  to  influence 
nursing  careers  among  his  patients  and  other 
young  people. 

4.  The  assistance  of  the  Woman’s  Auxiliary 
should  be  requested  in  a campaign  to  enlist 
more  recruits  and  returnees  in  nursing. 

5.  Dr.  Smith,  as  a member  of  the  Nurse 
Advisory  Council  of  the  New  York  State  Board 
of  Regents,  recommended  that  the  Board  be 
encouraged  in  its  program  to  increase  scholar- 
ships and  to  remove  restrictions  in  scholarship 
incentive  awards  to  students  in  schools  of 
nursing. 

6.  Dr.  Nichols  indicated  that  the  present 
rigid  requirements  for  teaching  prevent  some 
qualified  individuals  from  filling  teaching 
positions  and  that  this  problem  should  be 
reviewed.  He  also  presented  information  on 
the  operation  of  a school  for  practical  nurses 
and  suggested  that  efforts  be  made  to  obtain 
credit  for  these  students  toward  diploma  school 
training  for  the  degree  of  R.N. 

Dr.  Smith  stated  that  he  would  bring  these 
proposals  to  the  attention  of  Dr.  Neville 
Bennington,  the  Assistant  Commissioner  for 
Professional  Education,  for  consideration. 

The  committee  stresses  that  each  physician 
should  keep  informed  on  the  developing  trends 


in  nursing  in  order  that  he  can  contribute 
wherever  possible  to  the  improvement  of 
nursing  education  and  to  a better  understanding 
and  clarification  of  the  role  of  the  nurse.  This 
information  is  available  from  the  Committee 
on  Careers,  National  League  for  Nursing,  10 
Columbus  Circle,  New  York  10019. 

The  committee  expresses  its  deep  apprecia- 
tion for  the  help  and  splendid  cooperation  of 
the  National  League  for  Nursing  and  the  nursing 
schools  of  St.  Mary’s  Hospital,  Brooklyn,  and 
New  York  Hospital,  Cornell  Medical  Center, 
New  York  City. 

Respectfully  submitted, 

Vincent  J.  Tesoriero,  M.D.,  Chairman 
Section  64  {see  17,  286 ) Report  64-B 

Supplementary  Report  of  the 
Public  Medical  Care  Subcommittee 

To  the  House  of  Delegates,  Gentlemen: 

Your  chairman  wishes  to  clarify  the  state- 
ment in  the  published  report  of  the  Subcom- 
mittee, Public  Medical  Care,  made  by  Peter 
Birkel,  M.D.,  State  Department  of  Social 
Welfare,  and  adviser  to  your  subcommittee, 
relative  to  increases  in  the  rates  for  reimburse- 
ment in  welfare  cases  to  the  effect  that  State 
rates  are  maximum;  however,  local  welfare 
commissioners  have  the  right  to  establish  any 
rate  they  wish  but  will  be  reimbursed  only  up 
to  the  State  maximum  level.  If  the  local  rate 
is  lower  than  the  State  maximum,  reimburse- 
ment will  be  only  for  the  lower  rate. 

Your  subcommittee  met  on  January  10, 
1964.  No  further  progress  was  reported  on  the 
revision  of  Book  V,  including  the  fee  schedule, 
and  this  is  being  deferred  pending  completion 
of  the  Department’s  reorganization  program 
as  outlined  in  our  published  report. 

For  information  only,  your  chairman  reports 
on  a memorandum  from  Commissioner  Wyman 
regarding  the  utilization  of  chiropractic  services 
in  its  welfare  medical  care  program.  Legal 
references  were  cited  pertaining  to  the  Welfare 
and  Chiropractic  Laws.  A subcommittee  of 
the  Committee  on  Rehabilitation  of  the  Inter- 
departmental Health  and  Hospital  Council 
reviewed  the  situation  and  concluded  that  “the 
laws  and  regulations  do  not  permit  State 
agencies  having  programs  concerned  with  med- 
ical care  and  medically  related  services  to 
provide  reimbursement  for  chiropractic  services. 
The  Interdepartmental  Health  and  Hospital 
Council  subsequently  approved  the  findings 
and  conclusions.  Therefore,  since  chiropractic 
service  is  not  considered  a medical  service,  nor 
construed  to  include  services  considered  of  a 
paramedical  nature,  it  would  appear  that  it  is 
not  a proper  item  for  inclusion  in  the  Depart- 
ment’s medical  care  program.  Accordingly,  the 
Department  may  not  provide  reimbursement 
for  such  service.” 

It  was  noted  that  the  Department  is  not 
planning  any  general  distribution  to  local 
agencies  at  this  time;  however,  should  Area 
Offices  receive  any  queries,  they  should  be 
answered  in  accordance  with  the  memorandum. 
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Your  subcommittee  wishes  to  go  on  record  in 
favor  of  any  proposed  or  pending  legislation 
relative  to  the  increase  in  income  ceilings  for 
eligible  MAA  recipients  and  recommends  more 
flexibility  regarding  relative  responsibility  rather 
than  doing  away  with  this  provision. 

Respectfully  submitted, 

Marcelle  Bernard,  M.D.,  Chairman 

Section  65  (see  44,  45,  46,  47,  48,  73,  160,  260 ) 

Report  64-C 

Annual  Report  of  the  Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  second  annual  joint  meeting  of  the  Fifth 
and  Sixth  District  Branches  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at 
Whiteface  Inn,  Lake  Placid,  the  week-end  of 
September  13  through  15,  1963. 

The  scientific  program  featured  a presenta- 
tion by  Milton  Helpern,  M.D.,  Chief  Medical 
Examiner  of  the  City  of  New  York,  held 
Saturday  morning,  September  14,  and  we  are 
proud  to  report  that  all  163  physicians  registered 
attended  this  session.  In  an  informal  and 
narrative  manner.  Dr.  Helpern  outlined  the 
details  of  events  leading  up  to  and  the  trial  and 
retrial  of  a liability  action  implying  mal- 
practice, from  his  viewpoint  as  a major  witness 
for  the  defense.  The  dramatic  facts  and  the 
engaging  manner  of  presentation  not  only  held 
the  full  attention  of  the  audience  but  pre- 
cipitated many  questions  and  lively  discussion. 

On  Sunday  morning  the  scientific  film 
session  projected  selected  films  from  the  series 
on  “Mental  Mechanisms,”  produced  by  Allen 
Memorial  Hospital,  the  psychiatric  division  of 
the  Royal  Victoria  Hospital,  Montreal.  Al- 
though this  program  was  not  so  well  attended  as 
the  one  on  Saturday,  those  who  did  attend 
evinced  considerable  interest. 

We  were  privileged  to  have  in  attendance  the 
president-elect  of  the  American  Medical  As- 
sociation, Norman  A.  Welch,  M.D.,  of  Boston; 
Mrs.  Ezra  A.  Wolff,  the  president  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York;  and  our  own  member, 
George  A.  Burgin,  M.D.,  president-elect  of  the 
Medical  Society  of  the  State  of  New  York,  and 
they  were  the  speakers  at  the  Saturday  evening 
banquet. 

The  social  program  consisted  of  an  informal 
get-together  on  Friday  night,  with  entertain- 
ment by  the  Oswego  contingent,  followed  by  a 
buffet  dinner,  and  a golf  tournament  on  Satur- 
day afternoon,  as  well  as  a reception  for  Dr. 
Welch  on  Saturday  night  preceding  the  banquet. 

The  annual  business  meeting  of  the  Fifth 
District  Branch  was  held  at  noon  on  Saturday, 
September  14.  William  L.  Dorr,  M.D., 
president,  disposed  of  the  routine  formalities 
rapidly  and  efficiently,  such  as  the  usual  un- 
contested acceptance  of  the  secretary’s  report 
and  the  unusual  report  of  the  treasurer  indicat- 
ing a surplus.  It  was  unanimously  voted  to 
recommend  to  each  component  county  medical 
society  an  annual  donation  of  at  least  $35  to 
the  Student  A.M.A.  organization  at  the  Up- 


state Medical  Center  at  Syracuse  (the  only 
medical  school  in  our  geographic  area).  It  was 
voted  to  continue  holding  joint  meetings  with 
the  Sixth  District  Branch  but  that,  rather  than 
joint  committees,  each  branch  would  alternate 
as  host  and  that  year  assume  responsibility  for 
planning  and  running  the  joint  meeting.  It  was 
announced  that  the  1964  meeting  would  be  the 
week-end  after  Labor  Day,  September  11 
through  13,  1964,  at  the  Gideon  Putnam 
Hotel,  Saratoga  Springs,  and  the  1965  meeting 
would  be  September  10  through  12,  1965,  at 
The  Sagamore,  Lake  George. 

The  executive  officer  of  the  committee  em- 
powered to  draft  officers  submitted  a slate  for 
1964  as  follows:  president — William  L.  Dorr, 

M.D.,  Auburn;  first  vice-president — Felix 
Ottaviano,  M.D.,  Oneida;  second  vice-president 
— Marcus  S.  Richards,  M.D.,  Tully;  secretary 
—William  R.  Carson,  M.D.,  Potsdam;  treasurer 
— Theodore  J.  Prowda,  M.D.,  Sherrill;  delegate 
— Arthur  F.  Gaffney,  M.D.,  Clinton. 

There  were  no  nominations  from  the  floor, 
whereupon  after  appropriate  parliamentary 
action,  the  president  ordered  nominations 
closed  and  the  secretary  to  cast  one  ballot. 

Respectfully  submitted, 

William  R.  Carson,  M.D.,  Secretary 

Section  66  (see  227)  Report  64-D 

Annual  Report  of  the  Subcommittee  on  Diabetes 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Diabetes  has  the 
following  membership: 

Henry  E.  Marks,  M.D.,  Chairman 

New  York 

George  E.  Anderson,  M.D Kings 

Arthur  H.  Dube,  M.D Onondaga 

George  M.  Warner,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 
Frederick  W.  Miebach,  American  Diabetes 
Association,  Adviser New  York 

Since  the  last  report  to  the  House  of  Dele- 
gates, your  subcommittee  has  engaged  in  a 
program  designed  to  increase  the  interest  and 
activity  of  the  county  medical  societies  in 
diabetes  education,  including  professional  educa- 
tion, public  education  and  case-finding,  and 
patient  education.  It  is  obvious  that  large 
numbers  of  diabetics  are  failing  to  benefit  from 
current  advances  in  knowledge  of  this  disease 
and  that  the  most  direct  attack  on  this  im- 
portant public  health  problem  is  by  way  of 
the  county  societies.  It  is  clear  also  that  the 
importance  of  early  recognition  and  of  diabetes 
prevention  needs  to  be  more  widely  under- 
stood; it  is  desirable  that  the  county  societies 
recognize  the  interest  of  the  public  health 
authorities  and  of  the  American  Diabetes 
Association  in  these  aspects  of  the  disease  and 
act  for  the  local  medical  profession  in  the 
design  of  these  programs. 

Your  subcommittee  is  consequently  en- 
couraging the  appointment  of  diabetes  sub- 
committees in  the  county  societies  and  then' 
cooperation  with  the  State  Department  of 
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Health  and  with  the  ADA  in  counties  having 
affiliates.  It  is  preparing  for  the  use  of  county 
societies  lists  of  materials  available  for  educa- 
tional work,  including  speakers,  films,  exhibits, 
and  published  materials. 

Your  subcommittee  has  requested  that  the 
Committee  on  Public  Health  and  Education 
ask  the  Department  of  Education  to  recom- 
mend that  all  school  health  examinations  in- 
clude a postprandial  urine  specimen  for  the 
earlier  detection  of  diabetic  children.  It  has 
requested  also  that  the  school  examination  form 
include  a question  concerning  the  occurrence  of 
diabetes  in  the  family  and  that  school  physicians 
be  provided  with  an  educational  brochure  on  the 
nature,  heredity,  and  prevention  of  diabetes 
to  be  sent  to  parents  of  children  with  a positive 
family  history. 

Respectfully  submitted, 

Henry  E.  Marks,  M.D.,  Chairman 

Section  67  (see  228)  Report  64-E 

Annual  Report  of  the  Subcommittee  on 
Physical  Medicine  and  Rehabilitation 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Physical  Medicine  and 
Rehabilitation  has  the  following  membership: 

George  M.  Raus,  M.D.,  Chairman 


Onondaga 

George  G.  Deaver,  M.D New  York 

Lewis  Dickar,  M.D Kings 

William  H.  Georgi,  M.D Erie 

Alfred  L.  Lane,  M.D Monroe 

Edward  J.  Lorenze,  M.D Westchester 


Edward  R.  Schlesinger,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

Following  a poll  by  mail,  the  subcommittee 
recommended  the  renomination  of  Arthur  S. 
Abramson,  M.D.,  chairman  of  the  Department 
of  Rehabilitation  Medicine  at  the  Albert 
Einstein  College  of  Medicine,  as  this  year’s 
candidate  of  the  Medical  Society  of  the  State  of 
New  York  for  the  national  award  of  the  Presi- 
dent’s Committee  on  Employment  of  the 
Physically  Handicapped.  This  was  approved 
by  the  Council. 

Your  chairman  attended  a meeting  of  the 
Governor’s  Council  on  Rehabilitation  on  Janu- 
ary 10  where  a proposed  bill  amending  the 
Education  Law  in  relation  to  temporary 
permits  for  the  practice  of  physiotherapy  was 
discussed.  Y our  chairman  strongly  recommends 
that  the  State  Medical  Society  endorse  this  bill 
when  and  if  it  is  introduced  this  year. 

Respectfully  submitted, 

George  M.  Raus,  M.D.,  Chairman 

Section  68  (see  25,  221)  Report  64-F 

Supplementary  Report  of  the  Council 
Committee  on  Public  Health  and  Education 

To  the  House  of  Delegates,  Gentlemen: 

On  November  18  and  January  24,  your  chair- 
man and  Franklyn  B.  Amos,  M.D.,  of  the  State 


Health  Department,  met  with  Edward  C. 
Hughes,  M.D.,  director  of  the  project  financed 
by  the  U.S.  Public  Health  Service,  to  develop 
two  questionnaires,  one  for  use  with  the  physi- 
cians of  upstate  New  York  and  the  other  for 
use  with  the  purveyors  of  postgraduate  medical 
education.  On  November  22  there  was  a 
meeting  with  the  U.S.  Public  Health  Service 
personnel,  Dr.  Hughes,  and  Dr.  Amos.  These 
meetings  were  devoted  to  discussion  of  the 
progress  of  the  project  which  at  this  time  has 
developed  the  two  preliminary  questionnaires 
which  have  been  used  in  interviews  to  determine 
their  validity.  In  February  it  is  expected  that 
further  progress  will  be  made  toward  reaching 
the  final  questionnaires  which  will  be  submitted 
to  the  U.S.  Public  Health  Service  by  July  1. 

On  November  26  a meeting  of  the  Cancer 
Advisory  Committee  to  the  Health  Department 
was  held  to  discuss  a new  card  for  reporting 
malignancy  and  other  matters  concerned  with 
the  statistical  study  of  incidence  of  cancer  in 
New  York  State. 

On  November  26,  December  10,  and  January 
13,  meetings  were  held  with  I.  Jay  Brightman, 
M.D.,  Franklyn  B.  Amos,  M.D.,  Vincent  H. 
Handy,  M.D.,  of  the  State  Health  Department; 
Joseph  B.  Robinson,  M.D.,  director  of  educa- 
tion for  the  Academy  of  General  Practice  in 
New  York  State;  Charles  D.  Sherman,  Jr., 
M.D.,  chairman  of  the  Society’s  Cancer  Sub- 
committee; and  Kenneth  B.  Olson,  M.D., 
Regional  Coordinator  of  the  American  Cancer 
Society.  The  purpose  of  these  meetings  was 
to  formulate  a project  for  teaching  procto- 
sigmoidoscopy and  other  examinations  for  the 
detection  of  early  colonic  and  rectal  cancer  and 
cytologic  examinations  for  diagnosis  of  cancer 
of  the  cervix  to  the  physicians  of  New  York 
State.  A tentative  plan  is  being  drawn  up  to 
submit  to  the  Federal  government  for  funds  for 
the  above  purposes. 

A meeting  of  the  working  committee  of  the 
project  to  study  the  methodology  of  hospital 
medical  audits  was  held  in  Rochester  on 
December  16.  The  committee  reviewed  with 
Robert  F.  Korns,  M.D.,  project  director,  the 
work  to  date  and  plans  for  the  future. 

Your  chairman  attending  a meeting  at  the 
Health  Department  in  Albany  to  discuss 
several  questions  in  regard  to  the  preliminary 
care  and  transportation  of  emergencies  and 
other  cases  to  and  from  hospitals.  Representa- 
tives of  voluntary  rescue  squads,  private 
ambulance  proprietors,  municipal  ambulance 
personnel,  several  local  health  officers  con- 
cerned, James  M.  Blake,  M.D.,  chairman  of  the 
Commission  on  Public  Relations  and  Legisla- 
tion, and  James  R.  McCarroll,  M.D.,  chairman 
of  the  Subcommittee  on  Accident  Prevention, 
were  among  those  present.  Among  the  matters 
discussed  were  advanced  training  in  first  aid 
and  the  care  of  injured  persons,  licensure  of 
ambulance  drivers  and  attendants,  some  form  of 
legislation  in  regard  to  exempting  qualified 
passersby  from  liability  if  they  assist  injured 
persons,  and  how  ambulance  personnel  could  be 
trained.  Consideration  was  given  also  to 
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possible  legislative  procedures  on  the  subject. 
It  was  suggested  that  the  State  Medical  Society 
and  the  Health  Department  might  develop 
courses  for  ambulance  personnel. 

The  Council  on  September  26,  1963,  approved 
the  cooperation  of  the  Medical  Society  and  its 
members  in  the  Federal  Vaccination  Program. 
It  also  approved  again  a joint  letter  to  physicians 
of  the  State  to  be  signed  by  the  Health  Com- 
missioner and  the  President  of  the  Medical 
Society  with  regard  to  this  program  on  January 
23,  1964. 

J.  G.  Fred  Hiss,  M.D.,  former  chairman  of 
the  Subcommittee  on  Heart  Disease  and  at 
present  director  of  the  Bureau  of  Heart  Disease 
of  the  New  York  State  Department  of  Health, 
has  received  the  approval  of  the  Council  to 
send  a letter  to  county  medical  societies  in 
upstate  New  York  offering  participation  clinics 
of  limited  size  throughout  the  upstate  area  on 
cardiovascular  diseases. 

The  committee  reported  as  follows  to  the 
Council,  and  the  following  recommendations 
were  approved  at  its  meeting  on  January 
23,  1964: 

1.  The  House  of  Delegates  voted  to  go  on 
record  as  urging  expansion  of  driver  instruction 
in  the  high  schools  of  New  York  City. 

This  activity  is  well  covered  in  upstate  New 
York.  However,  in  New  York  City,  a very 
small  number  of  the  high  schools  provide 
student  driver  training.  Mr.  Morris  Iushewitz, 
a member  of  the  Board  of  Education,  was 
contacted,  and  he  recommended  that  Dr. 
Calvin  E.  Gross,  Superintendent  of  Schools,  be 
approached  on  the  subject.  A letter  was  written 
to  Dr.  Gross  outlining  the  desire  of  the  Medical 
Society  for  increased  driver  training.  Dr. 
Gross  replied  that  the  present  budget  of  the 
Board  of  Education  did  not  permit  such  training, 
but  he  indicated  that  he  would  be  very  willing 
to  discuss  the  matter  with  our  committee.  At 
the  present  time  Dr.  Gross  is  involved  in  more 
serious  questions  in  regard  to  integration  and 
the  budget.  It  is  hoped  that  later  this  year  we 
may  be  able  to  present  our  opinions  to  his  rep- 
resentatives. 

2.  The  House  of  Delegates  recommended 
that  information  concerning  the  physician’s 
responsibility  in  reporting  patients  addicted  to 
narcotics  should  be  mailed  to  all  the  doctors  in 
the  State. 

After  consultation  with  the  Subcommittee  on 
Addiction  to  Alcohol  and  Narcotics,  it  is  our 
recommendation  that  a well-documented  article 
in  either  the  Newsletter  or  the  New  York  State 
Journal  of  Medicine  would  be  preferable  to 
individual  letters  to  all  the  doctors  in  the  State. 

3.  The  House  of  Delegates  recommended 
that  symposia  be  planned  in  the  specialties  and 
in  family  practice  similar  to  the  one  on  “Forensic 
Medicine”  held  by  Milton  Helpern,  M.D.,  in 
the  summer  of  1963. 

Efforts  are  going  forward  to  provide  such 
symposia  in  addition  to  a repeat  of  Dr.  Helpern’s 
course  next  summer. 

4.  The  House  of  Delegates  directed  that  a 
study  be  made  of  the  Prize  Essay  Awards 


Program.  After  consultation  with  Alfred  A. 
Angrist,  M.D.,  chairman  of  the  Committee  on 
Prize  Essays,  the  following  suggestions  were 
received: 

“Suggestions  of  the  Prize  Essay  Committee  as 
to  Future  Function  and  Method  of  Procedure  to 
Fulfill  its  Function: 

“It  was  the  considered  opinion  of  members  of 
the  committee  that  an  outstanding  job  was  not 
being  done  in  selecting  successful  candidates  for 
prize  essay  awards.  The  committee  felt  that 
the  continuation  of  prize  essays  represents  an 
obligation  of  the  Society,  which  having  been 
assumed,  should  be  met.  The  following  specific 
recommendations  are  offered: 

“The  prize  essays  should  be  limited  to 
students,  interns,  residents  and  fellows  of 
New  York  State.  It  is  this  group  which  can 
benefit  most  from  such  awards.  The  material 
gain  and  the  recognition  are  most  meaningful 
at  this  stage  of  the  physician’s  career.  Older 
successful  candidates  can  easily  benefit  from 
many  other  awards  and  from  research  grant 
funds  now  readily  available. 

“To  render  such  a program  effective,  it  is 
necessary  to  have  widespread  publicity  through- 
out the  State.  A brochure  describing  the 
particular  essay  awards  should  be  sent  to  each 
and  every  voluntary  and  general  hospital. 

“The  question  of  the  Albion  O.  Bernstein, 
M.D.,  Award  offers  greater  difficulty.  On  the 
scale  on  which  we  are  endeavoring  to  proceed,  we 
are  hardly  doing  justice  to  the  opportunity, 
nor  can  we  do  that  kind  of  a creditable  job  so 
as  to  bring  fitting  credit  and  recognition  to  the 
Medical  Society  of  the  State  of  New  York. 
Here,  too,  an  appropriate  degree  of  publicity  is 
required  for  the  particular  award.  Without  it, 
it  is  our  feeling  that  the  qualifications  of  those 
who  apply  or  are  recommended  for  considera- 
tion are  such  as  not  to  do  fitting  justice  to  the 
objectives  of  the  award  and  the  reputation  of 
the  Medical  Society  of  the  State  of  New  York. 
This  should  be  an  opportunity  to  add  stature 
to  the  Medical  Society  of  the  State  of  New 
York. 

“It  was  felt  that  in  addition  to  the  adequate 
publicity,  a more  rigid  procedure  in  the  matter 
of  selection  of  candidates  should  obtain.  The 
consensus  is  that  the  publicity  should  go  to  all 
medical  colleges  in  the  State  or,  for  that  matter, 
in  the  nation  if  the  expense  could  be  under- 
taken. A specific  request  from  each  of  the 
medical  colleges,  again  in  the  State  or  in  the 
nation  as  decided,  should  ask  that  the  executive 
faculty  submit  a single  name  in  nomination  for 
the  award.  An  opportunity  to  enter  a name  in 
nomination  should  also  be  open  to  all  volun- 
tary and  large  public  hospitals  and  to  all 
official  agencies  or  incorporated  funds.  It  is 
hoped  that  by  this  means  a candidate  of  out- 
standing stature  can  be  selected  who  will 
bring  due  credit  to  the  Medical  Society.” 

(Note:  The  Albion  O.  Bernstein,  M.D.,  Award 
has  been  discontinued.) 

5.  Resolutions  63-47,  with  regard  to 
membership  in  the  International  Astronautical 
Federation;  63-48,  recommending  the  ap- 
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pointment  of  a liaison  committee  with  National 
Aeronautics  and  Space  Administration;  and 
63-49,  recommending  that  New  York  State 
request  the  American  Medical  Association  to 
create  a Section  on  Space  Medicine,  were 
referred  to  the  Committee  on  Public  Health 
and  Education.  After  consultation  with  Con- 
stantine D.  J.  Generales,  M.D.,  the  author  of  the 
resolutions,  they  are  recommended  for  approval. 
Resolution  63-47  will  involve  a membership  fee 
of  $50. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 

Section  69  ( see  60,  265 ) Report  64-G 

Supplementary  Report  of  the  Council 
Committee  on  Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

At  the  Council  meeting  on  January  23,  the 
Committee  on  Constitution  and  Bylaws  pre- 
sented proposed  amendments  to  the  bylaws  of 
the  medical  societies  of  the  counties  of  Clinton 
and  Erie  and  a proposed  revision  of  the  by- 
laws of  the  Medical  Society  of  the  County  of 
Orleans.  The  amendments  to  the  bylaws  of 
the  Medical  Society  of  the  County  of  Clinton 
were  approved  by  the  Council  and  the  county 
society  has  been  so  notified. 

The  requests  of  the  Medical  Society  of  the 
County  of  Erie  and  of  the  Medical  Society  of 
the  County  of  Orleans  are  still  pending  since  the 
Council  wished,  before  granting  its  approval,  to 
receive  revised  proposals  embodying  changes 
recommended  by  the  committee. 

Respectfully  submitted, 

Ezra  A.  Wolff,  M.D.,  Chairman 

Section  70  (see  10,  183,  264 ) Report  64-H 

Supplementary  Report  of  the 
Executive  Vice-President 

To  the  House  of  Delegates,  Gentlemen: 

This  communication  is  an  addendum  to  the 
preliminary  report  which  was  published  in 
the  January  1 issue  of  the  New  York  State 
Journal  of  Medicine. 

We  have  established  a very  fine  liaison  with 
our  neighbors  to  the  north,  the  Ontario  Medical 
Association.  Representatives  of  both  societies 
met  at  our  headquarters  on  January  16:  from 
Canada — R.  D.  Atkinson,  M.D.,  president; 
R.  S.  Duggan,  M.D.,  vice-president;  Mr. 
Andrew  K.  Gillies,  executive  secretary;  from 
the  State  Society — William  L.  Wheeler,  Jr., 
M.D.,  George  A.  Burgin,  M.D.,  Waring  Willis, 
M.D.,  James  Greenough,  M.D.,  and  your 
executive  vice-president. 

Included  in  the  agenda  were  voluntary 
health  insurance  programs,  continuing  post- 
graduate medical  education,  legislative  matters, 
relationships  with  other  professions,  quackery, 
etc.  We  found  that  in  most  fields  our  problems 
and  frustrations  are  about  the  same. 

Recently,  we  received  the  following  note  from 
Dr.  Atkinson: 


On  behalf  of  Dr.  Duggan  and  Mr.  Gillies,  we  ex- 
press our  sincere  appreciation  for  the  warm  hos- 
pitality extended  to  us  on  our  recent  visit  to  New 
York. 

We  found  the  discussion  and  the  exchange  of  in- 
formation most  helpful.  It  was  reassuring  to  find 
that  in  some  areas  we  were  arriving  at  similar  solu- 
tions. However,  the  problems  of  government  inter- 
vention, the  drugless  practitioners  (or  as  you  put  it, 
quackery),  etc.,  beset  both  of  us  almost  equally. 
^ ou  may  be  sure  that  we  wall  watch  with  continued 
interest  the  developments  in  legislation,  namely,  the 
King- Anderson  bill  and  the  Kerr-Mills  bill. 

It  is  my  personal  hope  that  this  meeting  will  lead 
to  a closer  liaison  between  the  physicians  of  New 
York  State  and  those  of  our  province.  I trust  that 
in  the  near  future  we  will  be  able  to  reciprocate  and 
entertain  jou  and  your  associates  in  Toronto. 
Again  our  sincere  thanks. 

This  should  be  the  beginning  of  a “beautiful 
friendship.” 

Osteopathy.  All  is  not  quiet  on  the 
“osteopathy  front.”  Here,  we  are  confronted 
with  two  serious  issues,  both  of  which  were  dis- 
cussed in  our  previous  report  to  you: 

I.  The  professional  relationship  between 
doctors  of  medicine  and  doctors  of  osteopathy. 
In  our  humble  opinion,  it  would  be  wise  to  heed 
the  advice  contained  in  the  following  article 
which  appeared  in  the  December,  1963,  edition 
of  the  Bulletin  of  the  Federation  of  State  Medical 
Boards  of  the  United  States: 

Hospital  Staffs  and  the  Courts 

The  Supreme  Court  of  the  State  of  New  Jersey 
recently  made  a ruling  which  could  have  far-reaching 
consequences  for  hospitals,  medical  societies,  and  the 
public. 

According  to  the  A.M.A.  News,  the  essence  of  the 
ruling  was  that  an  osteopath  should  be  permitted  to 
file  an  application  for  admission  to  the  Courtesy 
Medical  Staff  of  Newcomb  Hospital,  Vineland.  The 
hospital  trustees  had  refused  to  accept  his  applica- 
tion because  of  a provision  in  the  bylaws  which 
states  that  an  applicant  must  be  a graduate  of  a 
medical  school  approved  by  the  American  Medical 
Association  and  a member  of  the  county  medical 
society. 

The  New  Jersey  Supreme  Court  rejected  the  argu- 
ment that  Newcomb,  as  a private  hospital,  may  in 
its  discretion  exclude  physicians  from  its  staff.  The 
opinion,  written  by  Justice  Jacobs,  stated  in  part, 
“Newcomb  is  a nonprofit  organization  dedicated  by 
its  certificate  of  incorporation  to  the  vital  public  use 
of  serving  the  sick  and  injured,  its  funds  are  in  good 
measure  received  from  public  sources  and  through 
public  solicitation,  and  its  tax  benefits  are  received 
because  of  its  nonprofit  and  nonprivate  aspects.” 
The  opinion  further  stated  that  since  it  is  the  only 
general  hospital  in  the  area  and  constitutes  a virtual 
monopoly,  it  cannot  claim  immunity  from  public 
supervision. 

Furthermore,  Justice  Jacobs  cited  certain  recent 
developments,  such  as  the  decision  of  the  American 
Hospital  Association  to  list  hospitals  having  osteo- 
paths on  their  staffs;  the  decision  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  to  approve 
institutions  having  osteopaths  on  their  staffs  under 
certain  circumstances;  the  new  policy  of  the  American 
Medical  Association  permitting  members  of  medical 
societies  to  associate  professionally  with  osteopaths 
where  it  has  been  determined  locally  that  they  sub- 
scribe to  the  same  scientific  principles  as  does  the 
A.M.A. ; and,  last  but  most  important  of  all.  the 
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ruling  of  the  Medical  Society  of  New  Jersey  that  it  is 
ethical  for  members  “to  enter  into  voluntary  associa- 
tion with  any  person  holding  a full  license  as  a 
physician  or  surgeon  granted  by  the  State  Board  of 
Medical  Examiners  who  adheres  to  the  same  scientific 
principles  embraced  by  the  Medical  Society  of  New 
Jersey.” 

Of  further  interest  is  the  statement  of  Justice 
Jacobs  that  “There  is  nothing  in  the  record  that  the 
plaintiff  (the  osteopath)  does  not  adhere  to  the 
scientific  principles  of  the  A.M.A.  and  the  New 
Jersey  Medical  Society.”  One  can  only  conclude 
that  recent  actions  of  members  of  organized  medicine 
were  partially  responsible  for  the  adverse  opinion  of 
the  Supreme  Court  of  New  Jersey. 

Without  benefit  of  a law  degree,  we  cannot  argue 
the  technical  points  in  the  opinion  which  deny  that 
Newcomb  is  a private  hospital.  But  we  can  bemoan 
the  fact  that  the  board  of  trustees  of  any  hospital, 
public  or  private,  is  denied  the  right  to  select  the 
members  of  the  staff.  We  view  with  alarm  the 
manner  in  which  the  public  pronouncements  of  repre- 
sentatives of  certain  medical  bodies  were  used  by 
the  New  Jersey  Supreme  Court  to  overrule  an  action 
which  the  hospital  trustees  obviously  considered  to 
be  in  the  interests  of  high  standards  of  patient  care. 

Of  particular  importance  was  the  emphasis  which 
the  court  placed  on  the  ruling  of  the  state  medical 
society,  which  permits  voluntary  association  between 
its  members  and  osteopaths.  To  date,  only  fourteen 
state  medical  societies  have  voted  to  embrace  the 
osteopaths.  It  behooves  those  who  have  stood  firm 
against  such  a policy  to  think  long  and  hard  before 
changing  their  minds.  They  must  realize  that  in 
view  of  the  New  Jersey  opinion,  if  they  do  reverse 
their  stands,  osteopaths  will  soon  be  knocking  on  the 
doors  of  all  hospitals,  both  “private”  and  public,  and 
demanding  admission  to  the  staffs.  Unless  the 
medical  societies  are  prepared  for  such  an  eventu- 
ality, they  would  do  well  to  continue  to  regard  the 
osteopaths  as  cultists,  as  they  have  in  the  past,  be- 
cause the  educational  qualifications  of  this  group 
have  not  been  improved  either  by  legislation  in  Cali- 
fornia or  by  edict  of  the  American  Medical  Associa- 
tion House  of  Delegates. 

We  note  that  the  battle  is  not  yet  lost  in  New 
Jersey  as  the  Supreme  Court  merely  ruled  that  the 
osteopath  should  be  permitted  to  file  an  application 
for  admission  to  the  hospital  staff.  The  board  has 
not  yet  been  ordered  to  accept  him.  But  ap- 
parently it  was  guilty  of  an  oversight  in  failing  to 
place  in  the  record  the  fact  that  the  osteopath  does 
not  adhere  to  scientific  principles.  There  is  still 
an  aura  of  cultism  surrounding  osteopathy.  Osteo- 
pathic principles  continue  to  be  taught  in  the  schools 
and  are  used  in  practice.  These  facts  can  be  con- 
firmed by  even  the  most  cursory  inspection  of  the 
Journal  of  the  American  Osteopathic  Association. 

In  view  of  the  above,  we  hope  that  if  Newcomb 
Hospital  should  refuse  staff  membership  to  the  osteo- 
path and  his  appeal  again  reaches  the  Supreme  Court, 
it  will  be  regarded  in  a different  light  and  that  liberty 
is  not  dead  in  New  Jersey.  Medical  standards  will 
be  dealt  a body  blow  if  they  are  to  be  determined  by 
the  courts  and  legislatures  instead  of  by  qualified 
professional  bodies. 

II.  The  recognition  of  the  unearned  degree  of 
doctor  of  medicine  by  the  State  Education 
Department.  This  has  resulted  from  an  unwise 
decision  of  Mr.  Charles  Blind. 

With  the  approval  of  the  Council,  your 
executive  vice-president  transmitted  a protest 
to  the  Honorable  Edgar  W.  Couper,  Chancellor 
of  the  Board  of  Regents.  This  letter  was  sent 
on  January  8 (you  will  note  that  certain  state- 


ments have  been  repeated  a number  of  times 
for  emphasis) : 

I am  writing  to  you  on  behalf  of  the  Medical 
Society  of  the  State  of  New  York  to  request  respect- 
fully that  you  and  the  Board  of  Regents  review  and 
reverse  a recent  ruling  of  Mr.  Charles  A.  Brind, 
Counsel  for  the  Education  Department,  which  in  the 
judgment  of  this  Society  permits  a fraud  to  be  per- 
petrated on  the  citizenry  of  this  State. 

This  situation  has  arisen  as  the  result  of  Mr. 
Brind’s  ruling  that  osteopathic  physicians,  licensed 
as  doctors  of  osteopathy  in  New  York,  who  obtained 
an  M.D.  degree  from  the  California  College  of 
Medicine  by  simply  filling  out  forms  and  paying  a 
fee  without  attendance  at  a medical  school,  may  upon 
application  have  the  letters  M.D.  inscribed  upon 
their  licenses  after  the  letters  D.O. 

The  background  of  this  matter  is  that  the  College 
of  Osteopathic  Physicians  and  Surgeons  in  Los 
Angeles  in  mid-1962  became  the  California  College 
of  Medicine.  Thereafter  osteopathic  physicians 
from  various  parts  of  the  country,  including  New 
York,  applied  for  and  received  M.D.  degrees  from 
the  college  by  paying  a fee,  but  without  examination 
and  without  attending  a medical  school  for  one  day. 
The  osteopathic  physicians  in  question  from  New 
York  then  applied  to  the  Education  Department  for 
recognition  as  M.D.’s,  and  the  matter  was  referred 
to  Mr.  Brind  for  opinion. 

It  is  our  understanding  that  Mr.  Brind  thereupon 
ruled  that  since  the  M.D.  degree  was  a valid  degree 
in  California,  since  the  osteopathic  physician  was 
licensed  in  New  York  State  and  had  passed  the  same 
examination  as  doctors  of  medicine,  the  M.D.  degree 
was  valid  in  New  York  State  and  should,  on  request, 
be  inscribed  on  his  license.  He  also  ruled  that  if  the 
osteopathic  physician  wished  to  be  listed  in  the 
Education  Department’s  roster  of  registered  physi- 
cians as  a doctor  of  medicine,  this  could  be  done. 

A specific  instance  of  what  has  resulted  from  Mr. 
Brind’s  ruling  is  the  situation  involving  an  osteo- 
pathic physician  who  graduated  in  1961  from  the 
Kansas  City  College  of  Osteopathy  and  Surgery  with 
the  degree  of  D.O.  and  who  in  the  same  year  was 
licensed  by  the  State  of  Kentucky  as  an  osteopathic 
physician.  In  1962,  this  osteopathic  physician  ap- 
plied for,  and  received,  an  M.D.  degree  from  the 
California  College  of  Medicine  without  ever  having 
attended  that  school,  either  before  or  after  it  changed 
its  name  from  the  College  of  Osteopathic  Physicians 
and  Surgeons.  In  1963,  he  applied  for  reciprocal 
licensure  in  New  York  on  the  basis  of  his  Kentucky 
osteopathic  license,  and  this  was  granted.  However, 
at  his  request  and  because  of  Mr.  Brind’s  ruling,  the 
letters  M.D.  following  the  letters  D.O.  were  in- 
scribed on  his  New  York  license,  and  he  is  listed 
among  the  doctors  of  medicine  in  the  Department’s 
registry  of  physicians. 

It  is  not  the  intention  of  the  Medical  Society  of 
the  State  of  New  York  to  question  the  right  of  the 
osteopathic  physicians  in  question  to  practice  “medi- 
cine and  surgery”  as  D.O.’s  in  New  York  after  suit- 
able examination,  but  it  is  the  intent  of  this  Society 
to  question  and  deplore  the  ruling  of  Mr.  Brind 
licensing  these  physicians  as  M.D.’s. 

Section  6506  (subdivision  4)  relating  to  the  pre- 
requisites for  candidates  for  admission  to  the  medical 
licensing  examination  states,  in  part,  as  follows: 

“4.  Has  completed  not  less  than  four  satisfactory 
courses  of  at  least  eight  months  each  in  a medical 
school  in  this  country  or  Canada  registered  as  main- 
taining at  the  time  a standard  satisfactory  to  the 
department,  . . .”  (emphasis  added). 

Section  6506  (subdivision  6)  relating  to  osteopathy 
states : 

“6.  Where  the  application  be  for  a license  to 
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practice  medicine  and  surgery  by  a doctor  of  oste- 
opathy, the  applicant  shall  produce  evidence  that 
before  nineteen  hundred  ten  he  has  studied  oste- 
opathy not  less  than  three  years  including  three  satis- 
factory courses  of  not  less  than  nine  months  each  in 
three  different  calendar  years  in  a college  of  osteopathy 
maintaining  at  the  time  a standard  satisfactory  to 
the  department,  or  that  after  nineteen  hundred  ten 
he  has  completed  not  less  than  four  satisfactory 
courses  of  not  less  than  eight  months  each  in  a college 
maintaining  at  the  time  a standard  satisfactory  to 
the  department.”  (emphasis  added). 

Your  attention  is  also  respectfully  invited  to  sec- 
tions 31,  32,  33,  34,  and  35  of  the  Regulations  of  the 
Commissioner  of  Education  relating  to  the  different 
requirements  for  admission  to  the  medical  licensing 
examinations  by  graduates  of  medical  schools  and 
graduates  of  osteopathic  schools,  respectively. 

It  is  clear  from  both  the  statutory  requirements  of 
the  Education  Law  and  the  Commissioner’s  Regula- 
tions that  the  degree  of  M.D.  and  the  degree  of  D.O. 
are  separate  and  distinct  recognitions  of  separate  and 
distinct  educational  and  professional  disciplines  re- 
quiring attendance  at  separate  and  distinct  profes- 
sional schools. 

It  is  also  clear  from  the  Education  Law  that  a per- 
son cannot  obtain  a license  as  an  M.D.  from  the 
State  of  New  York  unless  he  has  attended  a medical 
school  registered  with  the  Education  Department, 
for  a prescribed  period  of  time,  received  a degree  of 
bachelor  or  doctor  of  medicine,  and  has  passed  the 
prescribed  licensing  examination. 

The  M.D.  degrees  received  by  the  osteopathic 
physicians  from  the  California  school  were  not 
granted  as  the  result  of  additional  medical  training 
and  were  not  based  on  study  or  on  attendance  at  a 
medical  school. 

In  connection  with  the  foregoing,  we  would  like  to 
take  the  liberty  of  quoting  from  Medical  World  News 
for  August  2,  1963,  concerning  the  same  problem 
in  the  State  of  Texas: 

“The  Texas  Attorney  General  has  answered  a 
question  of  considerable  interest  to  physicians: 
Can  practitioners  who  were  educated  as  osteopaths 
in  California — and  who  later  got  M.D.  degrees  under 
California  law — be  licensed  as  doctors  of  medicine  in 
the  State  of  Texas? 

‘‘A  number  of  Texas  practitioners  were  granted  the 
D.O.  degree  by  the  College  of  Osteopathic  Physicians 
and  Surgeons  in  Los  Angeles.  After  the  school  be- 
came the  California  College  of  Medicine  in  mid-1962, 
these  graduates  applied  for,  and  received,  M.D. 
degrees  from  the  State  of  California  by  simply  filling 
out  forms.  No  additional  training  was  required. 

“When  they  later  applied  to  the  Texas  State 
Board  of  Medical  Examiners  for  permission  to  prac- 
tice as  doctors  of  medicine,  a ruling  was  sought  from 
Waggoner  Carr,  the  Texas  Attorney  General. 

“While  California  law  allows  practitioners  to 
choose  whether  they  want  to  use  M.D.  or  D.O.  after 
their  names,  Carr  declared,  Texas  law  does  not. 
‘Even  though  the  California  College  of  Medicine  may 
be  a reputable  institution  within  the  meaning  of  the 
law,’  the  Attorney  General  said,  ‘the  fact  remains 
that  these  Texas  practitioners  all  received  their 
education  at  an  osteopathic  school.  Their  most 
recent  degree  was  not  based  on  study  or  on  attend- 
ance at  a medical  school.  The  Board  of  Medical 
Examiners  is  therefore  not  authorized  to  license  them 
as  doctors  of  medicine.” 

It  is  our  understanding  that  the  Colorado  Board  of 
Medical  Examiners,  among  several  other  states,  has 
also  ruled  that  osteopathic  physicians  receiving  such 
unearned  medical  degrees  cannot  be  licensed  as 
M.D.’s. 

We  would  like  to  emphasize  that  the  primary  con- 
cern of  the  Medical  Society  of  the  State  of  New  York 


is  not  that  these  osteopathic  physicians  are  improperly 
licensed  to  practice  “medicine  and  surgery”  in  New 
York,  but  that  the  public  will  be  misled  and  de- 
ceived by  the  addition  of  the  unearned  degree  of 
M.D.  on  their  licenses  when  these  men  have  never 
studied  at  or  attended  a medical  school. 

We  are  sure  that  you  are  aware  that  a lay  person 
places  great  reliance  on  the  educational  background 
of  those  entrusted  with  their  physical  well-being. 
They  are  entitled  to  rely  on  the  official  licensing  docu- 
ment issued  by  this  State  as  representing  a true  and 
accurate  indication  of  their  physician’s  training  and 
education. 

An  unearned  degree  of  M.D.,  obtained  by  simply 
paying  a fee  without  the  necessity  of  study  or  at- 
tendance at  a medical  school,  is  on  its  face  a snare 
and  deception  to  which  the  Education  Department 
should  not  acquiesce,  nor  to  which  it  should  be  a 
party. 

On  behalf  of  the  citizens  of  our  State,  as  well  as  the 
members  of  the  Medical  Society  . of  the  State  of  New 
York,  we  most  respectfully  request  your  immediate 
consideration  of  this  most  serious  problem. 

We  would  be  most  pleased  and  privileged  to  meet 
with  you  and  the  other  Regents  at  your  convenience 
to  discuss  this  matter. 

On  January  21,  Mr.  Couper  informed  us  that 
the  matter  would  be  considered  by  the  Board 
(see  later  correspondence,  Appendix  I) . 

The  Ad  Hoc  Joint  Committee  with  the  Osteo- 
pathic Society  did  not  meet  last  year.  We 
believe  firmly  that  the  Medical  Society  of  the 
State  of  New  York  must  take  a definite  stand 
in  both  areas  now.  We  cannot  continue  to  hide 
our  heads  in  the  sand — we  should  not  sweep 
the  pertinent  information  that  is  available  to 
us  under  the  rug.  We  must  assume  the  obliga- 
tion of  bringing  the  facts  to  the  foreground 
without  embellishment.  Everyone  concerned 
must  know  the  truth,  and  we  should  again 
fight  for  what  we  believe  is  best  for  our  people. 

Chiropractic.  The  chiropractor  licensure 
act  took  effect  July  1 of  last  year.  The  chiro- 
practors have  until  July  1,  1964,  to  conform  to 
certain  regulations. 

However,  as  expected,  some  of  these  quacks 
are  not  satisfied  with  their  most  undeserved 
“victory”;  they  are  not  in  accord  with  the  so- 
called  restrictions.  An  Associated  Press  release 
from  Albany,  dated  January  2,  reveals  this: 

Four  key  provisions  of  a new  State  licensing  law 
regulating  the  practice  of  chiropractic  were  under 
attack  today  by  four  members  of  the  profession. 

The  four  filed  suit  yesterday  in  State  Supreme 
Court  in  Westchester  County  to  have  the  major  pro- 
visions of  the  law  declared  unconstitutional. 

They  contend  sections  of  the  law  are  unreasonable 
and,  if  invoked,  could  deprive  them  and  many  of 
their  colleagues  of  their  livelihoods. 

Papers  notifying  the  State  Education  Department 
of  the  suit  were  served  on  Charles  Brind,  Chief  Coun- 
sel of  the  Department,  which  administers  the  licens- 
ing law. 

The  four  objects  specifically  to  provide  that: 

. . . All  chiropractors  must  pass,  before  they  can  be 
licensed,  examinations  in  the  use  and  effect  of  x-rays. 

. . . Those  with  less  than  seven  years  experience 
must  pass  examinations  in  the  basic  sciences  of 
anatomy,  physiology,  chemistry,  hygiene,  bacteri- 
ology, and  diagnosis. 

. . . Those  with  more  than  seven  but  less  than  15 
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years  of  experience  must  pass  examinations  in  ana- 
tomy and  physiology. 

. . . Chiropractors  may  not  use  x-rays  on  persons 
under  eighteen  and  may  not,  in  x-raying  a patient, 
apply  radiation  below  the  third  lumbar  vertebrae, 
about  the  middle  of  the  back. 

The  suit  was  filed  by  Leonard  Feldman  of  Brook- 
lyn, Robert  A.  Davis  of  Scarsdale,  Daniel  AIcGuran 
of  Nyack,  and  Henry  Wasmuth  of  Glendale. 

Many  others  are  already  disregarding  com- 
pletely the  provisions  of  the  law.  We  knew  that 
this  would  happen.  Numerous  newspaper 
advertisements  and  articles,  “throwaways,”  and 
brochures  have  appeared  on  our  desk.  They 
have  been  sent  through  the  mail.  They  contain 
the  most  outrageous  claims  we  have  ever  seen. 
Chiropractic  Health  Care  plans  are  being  organ- 
ized. 

One  chiropractic  center  in  New  York  City  has 
issued  a manuscript  containing  a summary  of 
“93,039  cases  reported,  79,222  or  85.15  per 
cent  recovered  or.  . . greatly  improved.”  The 
list  includes  conditions  such  as  angina  pectoris 
(percentage  of  recovery  78.9),  bronchiectasis 
(72.6  per  cent),  chorea  (84.7  per  cent),  epilepsy 
(52.9  per  cent),  “insanity”  (53.7  per  cent), 
poliomyelitis  (63.1  per  cent),  sleeping  sickness 
(73.3  per  cent),  pulmonary  tuberculosis  (60.9 
per  cent),  “uremia”  (69.3  per  cent),  etc. 
Ninety-one  diagnoses  are  listed  alphabetically, 
from  “acne”  to  “zoster.”  All  this — and  heaven 
too — by  using  chiropractic  manipulation. 

Copies  of  this  material  have  been  forwarded 
to  the  Attorney  General  and/or  the  State 
Education  Department — To  no  avail. 

We  stress  these  points  at  this  time  because 
now  we  realize  more  than  ever  that  our  prog- 
nostications were  valid.  Despite  the  argu- 
ments of  those  who  should  have  known  better, 
the  licensure  law  will  not  control  the  charlatans. 
They  will  continue  to  foist  their  cultism  upon 
the  people,  and  they  will  fight  to  increase  the 
limits  of  their  nefarious  practices  through 
legislation.  We  must  be  ever  on  the  alert!! 

Incidentally,  we  recommend  that  you  read  the 
New  York  Herald  Tribune  of  January  31,  if  you 
can  locate  a copy.  It  has  something  to  say 
about  the  passage  of  the  chiropractor  licensure 
bill.  Attached  to  this  report  are  an  excerpt 
and  an  editorial  from  the  above  issue,  which 
should  be  of  interest  to  you  (Appendix  II). 

Directory.  The  1963-1964  edition  of  the 
Medical  Directory  should  be  in  the  hands  of 
those  who  are  entitled  to  receive  it.  We  have 
had  a few  more  complaints,  which  will  be  con- 
sidered very  carefully.  At  this  time  we  can  say 
that  we  are  not  satisfied  completely  with  what 
has  been  accomplished.  Soon,  we  will  begin 
our  planning  for  1965-1966,  and  we  will  seek 
better  methods  of  editing  and  printing.  We  are 
happy  to  report  that  financially  the  Directory  is 
in  better  shape  than  it  has  been  in  some  time. 
This  may  be  due  to  our  “selling  campaign.” 
Newsletter.  The  Newsletter  with  the  new 
format  appeared  in  January.  We  are  looking 
ahead  to  better  news  dissemination  in  the 
months  that  lie  ahead.  Any  comments  or 
suggestions  will  be  appreciated  greatly. 


Meetings.  Since  our  November  18  report, 
your  executive  vice-president  has  attended 
these  “unusual”  conferences  and  meetings: 

1.  The  annual  dinner  for  the  Associate 
Editorial  Board  and  Section  Editors  of  the 
Journal,  in  New  York  City,  November  20. 
The  guest  speaker  Rene  Dubos,  Ph.D.,  of  the 
Rockefeller  Institute,  discussed  “Assumptions 
and  Trends  in  Medical  Research.” 

2.  A meeting  of  the  New  York  State  Associa- 
tion of  Professions,  in  New  York  City, 
November  25.  The  agenda  was  curtailed 
because  of  the  death  of  President  Kennedy. 

3.  The  17th  clinical  meeting  of  the  American 
Medical  Association,  in  Portland,  Oregon, 
December  1 to  4.  What  took  place  at  the 
meeting  of  the  House  of  Delegates  is  reported 
separately. 

4.  The  Eastern  Regional  Meeting  of  the 
Pharmaceutical  Manufacturers  Association,  in 
New  York  City,  December  9. 

5.  A meeting  to  discuss  PKU  testing,  in 
New  York  City,  December  10.  Among  others 
attending  this  conference  were  Senator  Conklin 
of  Brooklyn;  Robert  Guthrie,  Ph.D.,  M.D.,  of 
the  University  of  Buffalo,  the  developer  of  the 
Guthrie  test;  and  Joseph  T.  Weingold,  execu- 
tive director  of  the  New  York  State  Association 
for  Retarded  Children.  Senator  Conklin  again 
has  introduced  a bill  calling  for  the  administer- 
ing of  the  PKU  test  to  new  infants. 

6.  The  annual  “Know  Your  Government” 
reception  of  the  New  York  Board  of  Trade,  in 
New  York  City,  December  12.  Many  distin- 
guished people  from  city,  State,  and  Federal 
governmental  agencies  were  present. 

7.  A meeting  with  Paul  Robinson,  M.D., 
and  Gerald  Dorman,  M.D.,  in  New  York  City, 
December  13,  to  discuss  claims  under  New  York 
65  policies.  This  matter  has  been  referred  to 
the  Economics  Committee  and  undoubtedly  will 
be  reported  in  its  communication  to  the  House  of 
Delegates. 

8.  The  Annual  Dinner- Dance  of  the  Medical 
Society  of  the  County  of  Queens,  in  New  York 
City,  December  14.  Our  president  transmitted 
the  greetings  of  the  State  Society. 

9.  Staff  Christmas  Party,  at  headquarters, 
December  19. 

10.  A luncheon  meeting  with  Harold  S. 
Diehl,  M.D.,  vice-president  for  Research  and 
Medical  Affairs  of  the  American  Cancer  Society, 
in  New  York  City,  December  20.  The  subject 
for  discussion  was  cigaret  smoking  and  health. 

11.  Meeting  with  George  Foy,  in  New  York 
City,  January  14,  to  discuss  the  legislative 
program. 

12.  A dinner  and  meeting  of  the  Bronx 
County  Medical  Society,  January  15.  The 
guest  speaker  was  Edward  Annis,  M.D. 

13.  A luncheon  of  the  Medical  Society  of 
the  County  of  Rockland  and  the  Ninth  District 
Branch,  in  Tarrytown,  January  16.  Again, 
the  guest  speaker  was  Dr.  Annis. 

14.  A meeting  of  the  “Steering  Committee” 
of  the  annual  convention,  at  headquarters, 
January  17.  A report  of  the  deliberations  of  the 
conference  has  been  transmitted  to  the  members 
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of  the  House  of  Delegates. 

15.  The  hearing  before  the  Ways  and  Means 
Committee  of  the  House  of  Representatives,  in 
Washington,  January  21.  Our  president  pre- 
sented a very  fine  analysis  of  the  King- Anderson 
bill  and  the  Kerr-Mills  law  as  they  pertain  to 
New  York  State.  He  will  have  more  to  say 
about  this  in  his  message  to  the  House. 

16.  A testimonial  dinner  in  honor  of  John  C. 
Dingman,  M.D.,  in  Spring  Valley,  January  22. 
Dr.  Dingman,  the  great  grandson,  the  grand- 
son, the  son,  and  the  father  of  physicians,  has 
practiced  medicine  in  that  area  for  sixty  years. 
This  was  one  of  the  finest  tributes  we  have  seen, 
sponsored  by  the  Spring  Valley  Lions  Club. 

17.  A visit  to  Albany  to  consult  with  our 
legislative  analysts  and  to  meet  legislators, 
February  3. 

18.  Funeral  services  for  Louis  H.  Bauer, 
M.D.,  in  Garden  City,  on  February  4. 

19.  Funeral  services  for  Dr.  Bauer  at 
Arlington  National  Cemetery,  Arlington,  Vir- 
ginia. John  M.  Galbraith,  M.D.,  also  was 
present. 

Once  again,  your  executive  vice-president 
wishes  to  express  his  sincere  gratitude  to  those 
who  helped  him,  in  no  small  measure,  during 
the  past  year. 

Respectfully  submitted. 
Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Appendix  I.  Letter  from  Edgar  W.  Couper, 
Chancellor  of  the  Board  of  Regents: 

University  of  the  State  of  New  York 
State  Education  Department 
February  3,  1964 

Dr.  Henry  I.  Fineberg 
750  Third  Avenue 
New  York  17,  N.  Y. 

Dear  Dr.  Fineberg: 

The  Regents  at  their  recent  January  regular  meet- 
ing gave  full  consideration  to  your  letter  of  January  8. 

Upon  investigation  we  found  that  Mr.  Brind,  the 
Counsel  of  the  State  Education  Department,  has 
rendered  the  same  opinion  for  years,  holding  that 
degrees  legally  issued  in  another  state  and  recognized 
in  that  state  are  entitled  to  recognition  in  New  York. 
The  Regents  concurred  in  this  view. 

Sincerely, 

Edgar  W.  Couper 

Appendix  II.  From  the  New  York  Herald  Trib- 
une, January  31,  1964 — “The  Law  in  Question,”  by 
William  Haddad  and  Martin  J.  Steadman: 

An  assistant  to  State  Senate  Majority  Leader 
Walter  J.  Mahoney  was  accused  by  District  Attorney 
Frank  S.  Hogan  yesterday  of  criminal  contempt  and 
perjury  before  a grand  jury  investigating  explosive 
charges  that  legislation  was  bought  in  Albany. 

The  arrest  of  James  O.  Hoyle,  63,  a $10,000-a-year 
consultant  to  the  State  Senate,  threw  light  on  a quiet 
grand  jury  investigation  that  has  been  seeking  to 
determine  whether  the  chiropractor  licensing  bill 
passed  in  1963  was  “influenced”  by  the  bribery  of 
public  officials. 

Also  arrested  was  Anthony  Mignone,  a thirty-four- 
year-old  insurance  man,  who  was  indicted  on  charges 
of  grand  larceny.  Although  Mr.  Mignone’s  indict- 
ment was  on  an  unrelated  matter,  he  emerged  yester- 
day as  a free-wheeling,  heavy  spender  who  became 


entangled  with  Mr.  Hoyle  before  and  after  passage 
of  the  controversial  legislation. 

Mr.  Hogan  said  the  grand  jury  was  attempting  to 
determine  whether  money  was  paid  “to  public 
officials  and  other  persons  to  influence  legislators  in 
their  consideration  of  a bill  pending  before  the  1963 
session  of  the  New  York  State  Legislature.” 

After  passage  in  both  houses  of  the  Legislature, 
Governor  Rockefeller  last  year  signed  a law,  which, 
for  the  first  time,  licensed  chiropractors  to  practice 
in  the  State.  Previously,  they  had  no  legal  standing 
and  were  under  constant  attack  from  the  medical 
profession.  Licensing  legislation  had  been  sought  in 
Albany  for  fifty  years  before  the  chiropractors  suc- 
ceeded last  year. 

Mr.  Hogan  said  the  life  of  the  grand  jury  has  been 
extended  to  June  30,  and  its  investigation  of  the  pur- 
ported payoffs  to  influence  legislation  is  continuing. 
Assistant  District  Attorneys  Leonard  Newman  and 
William  J.  Jones  are  conducting  the  probe. 

Mr.  Hogan  said  that  yesterday’s  arrests  resulted 
from  information  brought  to  his  attention  by  the 
Herald  Tribune  last  October. 

The  inquiry  was  touched  off  when  the  Herald  Tri- 
bune turned  over  photostats  of  three  checks  to  Mr. 
Hogan  last  October. 

One  was  for  $2,000  to  Mr.  Hoyle,  who  lives  in 
Albany. 

The  second  was  for  $1,000,  made  out  to  the  law 
firm  of  Sharf,  Mackell,  and  Hellenbrand,  a Queens 
firm  that  includes  Democratic  State  Senator  Thomas 
J.  Mackell. 

The  third  was  for  $5,000  to  James  J.  Beasley,  a 
veteran  Albany  lobbyist. 

All  three  checks  were  signed  by  Mr.  Mignone,  a 
Long  Island  insurance  man  who  had  a deep  interest 
in  the  chiropractor  licensing  bill.  On  March  23, 
1963,  Mr.  Mignone  signed  a $100,000  contract  with 
Mr.  Beasley  to  “promote”  Mr.  Mignone’s  Chiroprac- 
tor Group  Health  Plan,  a proposed  insurance  pro- 
gram to  be  set  up  along  the  lines  of  Blue  Cross. 

The  Senate  passed  the  bill,  37  to  20,  on  March  27. 

Senator  Mackell  both  spoke  for  the  bill  and  voted 
for  it.  He  firmly  denied  yesterday  that  the  check  to 
his  law  firm,  dated  nine  days  before  passage  of  the 
legislation  in  the  Senate,  had  any  connection  with  his 
vote. 

“I  have  always  favored  licensing  of  chiropractors,” 
he  said,  “to  get  rid  of  the  quacks  and  to  protect  the 
public.  The  $1,000  fee  was  for  work  done  in  an 
inquiry  into  the  feasibility  of  establishing  a founda- 
tion to  uplift  the  practice  of  chiropractic. 

“There  is  no  question  the  fee  had  anything  to  do 
with  my  vote.  Anyone  who  says  so  should  have  his 
head  examined.” 

Senator  Mackell  testified  before  the  grand  jury 
last  December.  He  was  not  mentioned  by  Mr. 
Hogan  yesterday. 

The  District  Attorney  also  announced  the  indict- 
ment of  Mignone  on  grand  larceny  charges  in  an 
unrelated  matter.  Mignone  was  hit  with  a five-count 
bill  that  said  he  misappropriated  $53,861  from  a 
construction  company. 

Mr.  Hogan  said  that  Mignone  had  “cooperated” 
in  connection  with  the  investigation  into  the  pur- 
ported bribery.  The  grand  jury  heard  testimony 
that  “the  defendant  Hoyle  received  a check  for  $2,000 
from  Mignone  on  July  3,  1963.” 

The  District  Attorney  said  Hoyle  was  promised 
that  if  the  chiropractor  bill  was  enacted,  “Mignone 
intended  to  establish  a chiropractic  health  insurance 
plan  and  to  create  a chiropractic  foundation,  and 
Hoyle  had  been  promised  a $7,500  interest  in  the  pro- 
gram.” 

Mr.  Hoyle  appeared  before  the  grand  jury  five 
times  between  October  IS  and  December  12.  The 
criminal  contempt  and  perjury  charges  against  him, 
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all  misdemeanors,  stemmed  from  allegedly  false 
answers  he  gave  the  jurors  when  questioned  about 
telephone  calls  to  Mignone  on  October  17,  18,  and  19. 

The  grand  jury  charged  he  lied  when  he  denied 
that  he  had  conversations  with  Mignone  on  those 
days.  Actually,  the  panel  said,  Mr.  Hoyle  called 
Mignone  five  times  to  discuss  his  testimony  about 
the  $2,000  check. 

The  jurors  also  charged  Hoyle  lied  when  he  first 
said  he  considered  the  $2,000  a loan  and  gave  Mig- 
none a promissory  note  for  it,  then  admitted  later 
that  he  had  not. 

The  jury  said  that  on  one  occasion  Mr.  Hoyle  said 
he  had  discussed  the  chiropractic  bill  only  with  its 
sponsor,  Senator  Dutton  S.  Peterson,  Odessa,  R. 
Mr.  Hoyle  also  said  he  had  supplied  memoranda 
concerning  the  legislation  only  to  Senator  Peterson. 

However,  during  another  grand  jury  session  later, 
Mr.  Hoyle  admitted  he  discussed  the  measure  with 
other  legislators.  Mr.  Hogan  did  not  name  the  other 
lawmakers. 

The  criminal  contempt  charge  was  tacked  on  be- 
cause Mr.  Hoyle  “evasively,  equivocally  and  falsely 
stated  that  he  could  neither  affirm  nor  deny  that  he 
had  telephoned  Mignone  on  October  18  and  that  he 
could  not  recall  the  purpose  of  the  call.” 

Mr.  Hoyle  pleaded  not  guilty  to  the  seven-count 
information  before  Criminal  Court  Judge  Morton  R. 
Tolleris.  He  was  freed  without  bond  to  await  trial. 
He  could  receive  up  to  three  years  in  jail  and  be  fined 
as  much  as  $3,500. 

In  Albany,  a spokesman  for  Senate  Majority 
Leader  Mahoney  announced  that  Mr.  Hoyle  had  been 
suspended  pending  final  determination  of  his  case. 

Mr.  Mignone  was  arraigned  in  Supreme  Court  be- 
fore Justice  Mitchell  D.  Schweitzer  on  the  grand 
larceny  charges.  He  also  was  paroled  in  his  own 
custody,  and  a hearing  was  set  for  Feb.  13  for  all 
purposes. 

From  the  New  York  Herald  Tribune , January  31, 
1964 — Editorial:  The  arrest  of  James  O.  Hoyle,  aid 
to  State  Senate  Majority  Leader  Walter  J.  Mahoney, 
is  a shocker. 

This  involves  more  than  ethics.  It  goes  beyond 
legislative  freeloading,  or  whether  in  good  conscience 
a lawmaker  can  accept  more  than  a 12-pound  ham 
as  a Christmas  gift,  or  if  a tightened  code  should  pro- 
hibit the  band  of  lawyer-legislators  from  practicing 
before  State  agencies  and  the  State  Court  of  Claims. 

It  gets  right  down  to  the  question  of  whether  special 
interests  seeking  special  law  are  able  to  buy  such 
favors  from  the  Legislature. 

The  defendant  Hoyle  is  accused  of  criminal  con- 
tempt and  perjury  for  his  behavior  before  a grand 
jury  trying  to  determine  if  there  was  a bribe-taking 
conspiracy  to  insure  passage  of  the  chiropractor 
licensing  bill  in  the  1963  Legislature.  This  investiga- 
tion, as  District  Attorney  Hogan  says  in  grateful 
appreciation,  was  set  off  by  information  presented 
last  October  by  Herald  Tribune  reporters  William 
Haddad,  Martin  J.  Steadman,  and  Richard  L. 
Madden.  That’s  part  of  a newspaper’s  job;  if  we 
have  been  of  service,  we  are  glad. 

Whether  there  was  such  a conspiracy,  and,  if  so, 
what  part  it  may  have  played  in  passage  of  the  con- 
troversial legislation  (which,  incidentally,  was  fav- 
ored by  Governor  Rockefeller),  are  clearly  matters 
for  searching  inquiry.  There  is  more  than  ample 
ground  for  pursuit  of  truth,  as  evidenced  by  the  jury’s 
extension  to  June  30  for  further  investigation. 

The  public  can  feel  confident  that  District  Attorney 
Hogan,  who  nailed  down  the  State  liquor  administra- 
tion scandal,  will  be  just  as  thorough  in  this  new  and 
disquieting  situation. 

The  Legislature,  of  course,  is  not  under  indictment. 
It  is  merely  Senator  Mahoney’s  man  Hoyle  who  has 


been  charged,  and  only  for  a misdemeanor  at  that. 
But  the  grand  jury’s  insistence  on  going  farther 
should  give  every  decent  member  of  the  Legislature 
pause  to  consult  his  conscience  and  to  act  accordingly. 
For  even  in  the  matter  of  a forceful  code  of  ethics — 
which  merely  seeks  to  prohibit  conflicts  of  interest 
and  guarantee  that  public  servants  serve  only  the 
people  at  Albany — the  prevailing  legislative  attitude 
ranges  from  Mahoney’s  outright  hostility  to  Assembly 
Speaker  Carlino’s  casual  approval  of  maybe  a few 
dabs  of  reform. 

Now  let  the  Legislature  wake  up  and  recognize  that 
ethics  is  indeed  the  Number  1 issue  at  this  session. 
Or  does  it  take  more  Hogan  dynamite  and  news- 
paper exposure  to  arouse  our  lawmakers? 

Section  71  {see  59,  268 ) Report  64-1 

Supplementary  Report  of  the  New  York  State 
Delegation  to  the  American  Medical  Association 

To  the  House  of  Delegates,  Gentlemen: 

The  17th  clinical  meeting  of  the  American 
Medical  Association  was  held  at  the  Portland 
Hilton  Hotel,  Portland,  Oregon,  December  1 to 
4.  The  House  of  Delegates  met  on  December 
2,  3,  and  4. 

The  following  members  of  our  Society  and 
staff  attended  the  conferences: 

Delegates : Philip  D.  Allen,  M.D.;  Rena  to  J. 
Azzari,  M.D.;  James  M.  Blake,  M.D.;  George 
A.  Burgin,  M.D.;  Henry  I.  Fineberg,  M.D.; 
John  M.  Galbraith,  M.D.;  Leo  E.  Gibson, 
M.D.;  Thurman  B.  Givan,  M.D.;  Carl 
Goldmark,  Jr.,  M.D.;  James  Greenough,  M.D.; 
John  F.  Kelley,  M.D.;  Joseph  A.  Lane,  M.D.; 
George  J.  Lawrence,  Jr..  M.D.;  John  C.  Mc- 
Clintock,  M.D.;  Norman  S.  Moore,  M.D.; 
Arthur  Q.  Penta,  M.D.;  Bernard  J.  Pisani, 
M.D.;  William  B.  Rawls,  M.D.;  Solomon 
Schussheim,  M.D.;  Carlton  E.  Wertz,  M.D.; 
William  L.  Wheeler,  Jr.,  M.D.;  Waring  Willis, 
M.D.;  Ezra  A.  Wolff,  M.D.;  Frederick  A. 
Wurzbach,  Jr.,  M.D. 

Alternate  Delegates:  William  T.  Boland,  M.D., 
and  Ralph  S.  Emerson,  M.D. 

By  Invitation:  Gerald  D.  Dorman,  M.D., 

and  A.  W.  Martin  Marino,  M.D.  (section 
delegate) . 

Staff:  Guy  D.  Beaumont,  J.  Richard  Burns, 
Esq.,  Doris  K.  Dougherty. 

The  delegation  convened  on  the  evening  of 
Sunday,  December  1.  A breakfast  meeting  also 
was  held  on  December  4. 

The  Speaker  of  the  House  of  Delegates  of  the 
A.M.A.  appointed  the  following  members  of 
the  New  York  delegation  to  reference  com- 
mittees: John  F.  Kelley — Amendments  to 

Constitution  and  Bylaws;  Frederick  A.  Wurz- 
bach, Jr. — Board  of  Trustees,  Report  of; 
George  J.  Lawrence,  Jr. — -Legislation  and 
Public  Relations;  Joseph  A.  Lane,  chairman — - 
Medical  Education  and  Hospitals;  Norman  S. 
Moore — Public  Health  and  Occupational  Health; 
Philip  S.  Allen — Rules  and  Order  of  Business; 
Bernard  J.  Pisani — Sections  and  Section  Work 
(to  replace  Peter  J.  DiNatale,  who  was  ill); 
Waring  Willis — Sergeant-at-Arms;  George  A. 
Burgin  and  A.  W.  Martin  Marino — Tellers. 

This  was  the  best  representation  we  have 
ever  had. 
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We  made  these  assignments  to  meetings  of 
reference  committees:  Amendments  to  Con- 

stitution and  Bylaws — -Dr.  Burgin  and  Dr. 
Wolff;  Report  of  the  Board  of  Trustees — Dr. 
Galbraith  and  Dr.  McClintock;  Insurance  and 
Medical  Service — Dr.  Wertz;  Legislation  and 
Public  Relations — Dr.  Emerson;  Medical 
Education  and  Hospitals — Dr.  Rawls  and  Dr. 
Willis;  Medical  Military  Affairs — Dr.  Allen; 
Miscellaneous  Business — Dr.  Goldmark;  Public 
Health  and  Occupational  Health — Dr.  Penta 
and  Dr.  Greenough;  Reports  of  Officers — 
Dr.  Boland;  Sections  and  Section  Work — - 
Dr.  Schussheim. 

At  the  first  meeting  of  the  delegation,  30 
resolutions  were  read  and  evaluated,  and 
preliminary  decisions  were  reached.  There 
were  no  resolutions  from  the  State  of  New 
York. 

The  following  sites  of  future  A.M.A.  meetings 
were  announced:  1964,  San  Francisco,  1965 

New  York  City,  1966  Chicago,  1967  Atlantic 
City,  and  1968  San  Francisco. 

The  “political  picture”  was  discussed.  We 
reiterated  our  previous  determinations  to 
nominate:  vice-president,  Carlton  E.  Wertz; 

Judicial  Council,  Renato  J.  Azzari;  and  Council 
on  Medical  Service,  Joseph  A.  Lane.  It  was 
voted  that  we  nominate  William  B.  Rawls  for 
the  Council  on  Medical  Education.  We  will 
support  Raymond  M.  McKeown  of  Oregon  for 
the  position  of  president-elect  at  the  annual 
meeting  in  San  Francisco  in  June. 

The  agenda  of  the  breakfast  meeting  included 
reports  of  our  representatives  to  reference 
committees  and  how  we  would  vote  on  various 
issues.  We  used  the  unit  rule  of  voting. 

Major  Actions.  1.  We  supported  a resolu- 
tion to  adopt  the  policy  of  favoring  the  in- 
clusion of  all  physicians  under  the  Federal 
Social  Security  program. 

2.  We  were  in  favor  of  those  portions  of  the 
report  of  the  Council  on  Medical  Education 
which  would  (1)  encourage  medical  schools  to 
offer  instruction  in  the  socioeconomic  aspects 
of  medical  practice  to  their  students;  (2)  ask 
the  Board  of  Trustees  to  study  ways  in  which  to 
establish  the  principle  that  all  house  officers 
should  have  adequate  coverage  by  malpractice 
insurance. 

3.  We  supported  a resolution  that  the 
A.M.A.  be  requested  to  seek  improvements  in 
the  format  of  its  Directory  to  make  it  easier  to 
use. 

4.  Your  delegation  voted  to  approve  a 
resolution  that  the  A.M.A.  attempt  to  have  the 
provisions  authorizing  the  determination  of 
the  effectiveness  of  drugs  by  the  Food  and 
Drug  Administration  removed  from  the 
Kefauver- Harris  Amendment. 

5.  We  voted  to  commend  the  progress  made 
by  the  Committee  to  Review  the  Organization 
of  the  House  of  Delegates. 

6.  We  supported  a resolution  concerning 

blood  banks.  Among  other  statements  there 
was  this  one:  “Your  Committee  is  of  the 

opinion  that  since  the  transfusion  of  blood 
constitutes  the  transplant  of  human  tissue, 


physicians  responsible  for  transfusions  render 
a medical  service  to  the  patient.  The  moral  and 
legal  obligations  of  the  physician  require  that 
he  be  responsible  for  the  selection  of  the  donor, 
the  drawing  of  the  blood,  its  processing  and 
storage,  the  delivery,  the  type  and  crossmatch, 
and  the  administration  of  the  transfusion  and 
evaluation  of  its  effect.  Each  of  these  steps 
intimately  involves  medical  judgment,  and 
each  requires  constant  medical  supervision.” 
Generally  speaking,  the  meeting  in  Portland 
cannot  be  characterized  as  one  of  the  more 
stimulating  ones.  There  was  not  much  con- 
troversy. 

A.M.A.  Report.  A summary  of  the  ac- 
complishments of  the  House  of  Delegates,  as 
submitted  to  us  by  F.  J.  L.  Blasingame,  M.D., 
executive  vice-president,  follows: 

Tobacco  and  health,  the  rights  and  privileges  ol 
Negro  physicians,  revision  of  the  A.M.A.  Constitu- 
tion and  Bylaws,  voluntary  health  agencies,  and 
blood  banks  were  among  the  major  subjects  acted 
upon  by  the  House  of  Delegates  at  the  American 
Medical  Association’s  Seventeenth  Clinical  Meeting 
held  December  1 to  4 in  Portland,  Oregon. 

The  A.M.A.  Layman’s  Citation  for  Distinguished 
Service  was  awarded  for  the  sixth  time,  and  for  the 
first  time  at  a Clinical  Meeting,  to  Mr.  Lowell 
Edwards  of  Santa  Ana,  California,  and  Brightwood, 
Oregon.  Mr.  Edwards,  a sixty-five-year-old  retired 
engineer,  has  designed  and  built  artificial  heart  valves 
now  in  use  in  more  than  2,600  persons  with  diseased 
hearts. 

The  House  at  its  opening  session  expressed  deep 
shock  at  the  tragic  death  of  the  late  President  John 
F.  Kennedy  and  directed  that  a letter  of  heartfelt 
sympathy  be  sent  to  Mrs.  Kennedy,  her  children,  and 
the  late  President’s  family.  The  House  also  pledged 
its  support  to  President  Lyndon  B.  Johnson  in  forg- 
ing national  unity  in  the  weeks  and  months  ahead 
and  offered  the  Association’s  resources,  counsel,  and 
cooperation  on  matters  of  health. 

Edward  R.  Annis,  M.D.,  A.M.A.  president,  re- 
porting on  the  recent  House  Ways  and  Means  Com- 
mittee hearings  on  the  King- Anderson  Bill,  told  the 
House:  “The  combined  testimony  of  the  American 
Medical  Association,  the  state  societies,  and  our  allies 
made  a far  greater  impact  on  the  members  of  the 
committee,  friend  and  foe  alike,  than  at  any  other 
time  in  the  history  of  this  long  and  bitter  conflict.” 

Dr.  Annis  also  reported  that  under  questioning 
from  Committee  Chairman  Wilbur  Mills,  actuaries  of 
the  Department  of  Health,  Education  and  Welfare 
admitted  that  the  program  of  tax-paid  hospitaliza- 
tion and  related  benefits  for  the  aged  proposed  in 
the  King-Anderson  Bill  would  require  a tax  rate 
twice  as  high  as  they  have  previously  claimed. 

Final  registration  at  the  Portland  meeting  reached 
a total  of  7,103,  including  3,144  physicians. 

Tobacco  and  Health.  The  House  approved  a 
Board  of  Trustees  proposal  that  the  American 
Medical  Association  Education  and  Research  Founda- 
tion undertake  a “comprehensive  program  of  re- 
search on  tobacco  and  health.” 

Agreeing  that  many  gaps  exist  in  knowledge  about 
the  relationship  between  smoking  and  health,  the 
House  declared  that  the  study  should  be  “devoted 
primarily  to  determining  which  significant  human 
ailments  may  be  caused  or  aggravated  by  smoking, 
how  they  may  be  caused,  the  particular  element  or 
elements  in  smoke  that  may  be  the  causal  or  aggravat 
ing  agent,  and  methods  for  the  elimination  of  such 
agent.” 
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The  action  called  for  procuring  a project  director 
“whose  experience,  qualifications,  and  integrity  will 
assure  that  such  a research  project  will  be  conducted 
effectively,  exhaustively,  and  with  complete  objec- 
tivity.” 

The  House  agreed  that  the  project  should  be 
financed  by  a substantial  contribution  from  the 
American  Medical  Association  and  that  contribu- 
tions should  be  solicited  from  other  sources — in- 
dustry, foundations,  voluntary  health  agencies,  and 
physicians.  It  was  emphasized  that  contributions 
will  be  accepted  only  if  they  are  given  without  restric- 
tions. 

Subsequent  to  the  House  action,  the  A.M.A.  Board 
of  Trustees  voted  to  contribute  $500,000  to  help 
finance  the  research  program. 

Negro  Physicians.  The  House  considered  two 
proposals  related  to  Negro  physicians:  a Board 

report  on  hospital  staff  privileges  and  a resolution 
concerning  membership  eligibility  in  state  and 
county  medical  societies.  The  Board  report  was 
approved,  but  the  resolution  was  not  adopted. 

In  adopting  the  Board  report,  the  House  declared  ' 
that  “members  of  the  medical  staff  of  every  hospital, 
where  the  admission  of  physicians  to  hospital  staff 
privileges  is  subject  to  restrictive  policies  and  prac- 
tices based  on  race,  be  urged  to  study  this  question  in 
the  light  of  prevailing  conditions  with  a view  to  tak- 
ing such  steps  as  they  may  elect  to  the  end  that  all 
men  and  women  professionally  and  ethically  quali- 
fied shall  be  eligible  for  admission  to  hospital  staff 
privileges  on  an  equal  basis,  regardless  of  race.” 

In  both  its  approval  of  the  Board  report  and  its 
rejection  of  the  proposed  resolution,  which  would  have 
denied  the  rights  and  privileges  of  A.M.A.  member- 
ship to  members  of  any  state  or  county  society  which 
refuses  membership  to  any  qualified  physician  be- 
cause of  race,  religion,  or  place  of  national  origin,  the 
House  reaffirmed  1950  and  1952  policy  actions  on  this 
subject  and  directed  that  a copy  of  the  1950  resolu- 
tion again  be  sent  to  each  state  and  county  medical 
society.  That  resolution  urged  that  “constituent 
and  component  societies  having  restrictive  member- 
ship provisions  based  on  race  study  this  question  in 
the  light  of  prevailing  conditions  with  a view  to 
taking  such  steps  as  they  may  elect  to  eliminate  such 
restrictive  provisions.” 

A.M.A.  Constitution  and  Bylaws.  The  House  ap- 
proved comprehensive  revision  and  rearrangements 
of  the  Association’s  constitution  and  bylaws  as  sub- 
mitted by  the  Council  on  Constitution  and  Bylaws. 
Among  the  changes  are  the  following: 

1.  The  Annual  and  Clinical  “Sessions”  have  been 
renamed  the  Annual  and  Clinical  “Conventions.” 

2.  The  word  “constituent”  has  been  changed  to 
“state.” 

3.  Two  types  of  membership  have  been  created, 
“Active”  and  “Special.”  Active  members  are  Regu- 
lar or  Service  Members.  Special  Members  are 
Associate,  Affiliate,  and  Honorary  Members. 

4.  Affiliate  Membership  will  be  available  to 
American  physicians  engaged  in  medical  missionary 
and  similar  educational  and  philanthropic  labors 
located  in  possessions  of  the  United  States. 

5.  A quorum  will  be  100  of  the  voting  members 
of  the  House  rather  than  75. 

6.  A method  has  been  established  to  replace  a 
general  officer  who  misses  six  consecutive  meetings 
of  the  Board  of  Trustees. 

7.  A method  has  been  established  for  the  succes- 
sor to  the  president  to  assume  the  office  of  president 
if  the  president  dies,  resigns,  or  is  removed  from 
office. 

8.  The  Board  of  Trustees  has  been  given  express 
authority  to  appoint  committees. 

The  House  retained  present  provisions  concerning 


voting  on  amendments  to  the  constitution  but  agreed 
that  this  matter  might  be  considered  by  the  Commit- 
tee to  Review  the  Organization  of  the  A.M.A.  House 
of  Delegates. 

Voluntary  Health  Agencies.  In  approving  a Board 
report  on  professional  relationships  with  voluntary 
health  agencies,  the  House  declared  that  “the  A.M.A. 
maintain  its  policy  of  neither  approving  nor  dis- 
approving national  voluntary  health  agencies.”  It 
also  agreed  “that  the  A.M.A.,  through  its  Committee 
on  Voluntary  Health  Agencies,  maintain  its  position 
of  offering  guidance  on  medical  aspects  of  national 
voluntary  health  agency  programs.” 

The  House  approved  the  “Principles  for  Medical 
Guidance  to  National  Voluntary  Health  Agencies,” 
which  contain  a new  definition  of  a voluntary  health 
agency,  objectives  of  the  Committee  on  Voluntary 
Health  Agencies,  and  a list  of  suggested  mutual 
obligations  between  the  A.M.A.  and  the  national 
voluntary  health  agencies.  The  House  directed 
attention  to  the  following  two  obligations:  “There 
should  be  a mutual  exchange  of  information  and 
opinion  enabling  the  medical  profession  and  the 
agency  to  understand  each  other’s  policy  and  prac- 
tice. . . . A national  voluntary  health  agency  should 
seek  the  advice  of  the  medical  profession  when 
embarking  on  a national  medical  program.” 

In  another  action  the  House  also  agreed  with  a 
recommendation  that  the  Committee  on  Voluntary 
Health  Agencies  be  given  the  status  of  a council  in 
the  A.M.A.  organizational  structure. 

Blood  Banks.  The  House  adopted  a policy  state- 
ment pointing  out  that  in  recent  years  there  has  been 
a dramatic  growth  of  blood-banking  facilities  in  the 
United  States  and  declaring  that  “it  is  highly  essen- 
tial that  the  organization  of  new  blood  banking  pro- 
grams and  the  modification  of  existing  ones  should 
have,  in  the  interest  of  public  health  and  safety,  the 
approval  of  the  county  or  district  medical  society 
and,  therefore,  should  be  coordinated  with  existing 
approved  blood  banking  facilities.”  The  House  also 
approved  a floor  amendment  stating  that  since  a 
blood  bank  can  well  be  considered  a medical  facility, 
the  top  authority  in  a blood  bank  should  be  a 
physician. 

Miscellaneous  Actions.  In  considering  a wide 
variety  of  reports  and  resolutions,  the  House  also: 

Changed  the  name  of  the  Council  on  Scientific 
Assembly  to  the  Council  on  Postgraduate  Programs. 

Extended  A.M.A.  Affiliate  Membership  to  scien- 
tists in  sciences  allied  to  medicine. 

Changed  the  name  of  the  Council  on  Medical 
Education  and  Hospitals  to  the  Council  on  Medical 
Education. 

Approved  an  amendment  to  the  bylaws  which 
would  permit  the  opening  session  of  the  House  of 
Delegates  to  be  held  on  Sunday  afternoon  or  evening. 

Expressed  gratification  that  the  work  of  the  Com- 
mittee on  Medicine  and  Religion  has  received  wide- 
spread acceptance  and  support  from  state  and  county 
medical  societies,  religious  groups,  and  other  related 
organizations. 

Received  a report  on  the  A.M.A.  Members  Retire- 
ment Plan  and  urged  physicians  to  act  quickly  if 
they  are  to  exercise  their  rights  under  Public  Law 
87-792  during  1963. 

Requested  the  A.M.A.  to  seek  improvements  in 
the  format  of  its  American  Medical  Directory  to  make 
it  easier  to  use. 

Asked  the  Association  staff  to  study  the  feasibility 
of  opening  the  Clinical  Meeting  two  Sundays  prior  to 
Thanksgiving  Day. 

Approved  recommendations  for  criteria  on  medical 
examinations  for  driver  limitation  under  certain 
specified  conditions. 

Suggested  that  an  appropriate  committee  of  the 
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A.M.A.  work  with  the  U.S.  Public  Health  Service 
and  the  industry  in  providing  a type  of  detergent  that 
will  assure  safety  to  the  health  of  the  public. 

Urged  that  the  term  “the  aging”  be  used  instead  of 
“the  aged”  in  all  statements  by  the  medical  profes- 
sion regarding  older  persons. 

Approved  the  “Guides  for  Medical  Society  Com- 
mittees on  Aging”  and  recommended  their  wide 
distribution  and  use. 

Received  a progress  report  from  the  Commission 
on  the  Cost  of  Medical  Care  which  will  present  its 
final  report  in  June,  1964. 

Agreed  that  the  Committee  on  Rehabilitation 
should  be  reconstituted  and  that  it  should  include 
participation  of  knowledgeable  representatives  of  all 
related  fields  of  the  practice  of  medicine. 

Earnestly  recommended  that  the  state  medical 
societies  explore  the  advantages  of  implementing 
Kerr-Mills  programs  in  a manner  which  will  permit 
the  care  of  beneficiaries  under  voluntary  health 
insurance  programs. 

Resolved  that  the  A.M.A.  attempt  to  have  removed 
from  the  Kefauver-Harris  Amendment  those  pro- 
visions which  authorize  the  U.S.  Food  and  Drug 
Administration  to  determine  the  effectiveness  of  drugs. 

Reaffirmed  the  Association’s  policy  of  opposing  the 
inclusion  of  self-employed  physicians  under  Social 
Security. 

Agreed  that  a short-form  medical  record  may  be 
used  in  cases  of  a minor  nature  and,  in  general,  should 
apply  to  hospital  stays  of  forty-eight  hours  or  less. 

Approved  a Board  of  Trustees  conclusion  that  the 
Honors  and  Scholarship  Program,  originally  pro- 
posed in  1960,  not  be  implemented  in  the  light  of 
present  circumstances. 

Urged  all  A.M.A.  members  to  continue  to  support 
the  Woman’s  Auxiliary  so  that  it  can  be  successful  in 
increasing  its  membership,  raising  more  revenue,  and 
broadening  its  range  of  activities. 

Contributions  and  Tributes.  Merck  Sharp  and 
Dohme  pharmaceutical  company  made  its  third 
contribution  of  $100,000  to  the  student  loan  fund  of 
the  American  Medical  Association  Education  and 
Research  Foundation.  The  foundation  also  received 
a total  of  almost  $400,000  from  physicians  in  three 
states  for  financial  aid  to  medical  schools.  The 
House  paid  tribute  to  Mr.  Thomas  A.  Hendricks,  who 
is  retiring  on  December  31,  for  his  twenty  years  of 
A.M.A.  service.  Dr.  Annis  was  “commended  and 
encouraged  in  his  great  work  for  private  enterprise 
and  free  American  medicine.”  By  a rising  vote  of 
acclamation,  the  House  also  expressed  appreciation 
to  Jesse  D.  Hamer,  M.D.,  of  Phoenix,  Arizona,  who 
is  retiring  after  thirty  years  as  a delegate. 

May  we  take  this  opportunity  to  thank  the 
members  of  the  delegation  and  staff  who 
contributed  so  much  during  our  stay  in  Portland. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 

Section  72  ( see  19,298)  Report  64- J 

Supplementary  Report  of  the  Committee  on 
Workmen’s  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Workmen’s  Compensation 
is  pleased  to  report  that  this  year  marks  the 
fiftieth  anniversary  of  the  New  York  State 
Workmen’s  Compensation  Law. 

Contributions  made  by  the  medical  profession, 
in  general,  and  by  our  Society  and  this  com- 
mittee, in  particular,  toward  the  improvement 


in  the  medical  care  available  to  the  industrially 
injured  or  diseased  are  well  known.  In  ob- 
servance of  this  anniversary,  the  Governor  pro- 
claimed January  1 to  7,  1964,  as  “Workmen’s 
Compensation  Jubilee  Week,”  and  the  Work- 
men’s Compensation  Board  is  planning  its 
observance  in  the  form  of  seminars  during  April, 
1964.  Members  of  this  committee  are  assisting 
in  preparations  for  this  event  and  will  encourage 
workmen’s  compensation  committees  of  the 
county  medical  societies  to  participate. 

The  advances  made  in  the  care  and  treatment 
of  workmen’s  compensation  patients  are  to  a 
large  measure  the  result  of  the  cooperation 
elicited  by  the  Medical  Society  from  its  mem- 
bers and  of  their  deep  sense  of  social,  moral, 
and  professional  obligations. 

The  committee  will  continue  its  efforts,  on 
behalf  of  physicians  and  claimants,  to  ascertain 
competence,  adequacy,  fairness,  and  justice  in 
the  handling  of  compensation  matters  in  this 
State. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 

Section  73  (see  44,  45,  46,  47,  48,  65,  160,  260 ) 

Report  64-K 

Annual  Report  of  the  Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Activities  of  the  Seventh  District  Branch 
during  this  past  year  included  considerable 
discussion  of  studies  of  patient  facility  planning 
on  an  area-wide  basis.  During  the  year  over 
$60  million  in  construction  and  renovation  of 
patient  care  facilities  have  been  approved. 
Participation  of  physicians  in  this  type  of  ac- 
tivity is  becoming  increasingly  important  be- 
cause of  the  effects  on  the  future  practice  of 
medicine.  The  increased  influence  of  the  general 
public  in  the  practice  of  medicine  is  particularly 
noticed  in  this  area.  The  increased  activities 
of  the  national  review  and  planning  councils 
and  developing  activities,  such  as  the  patient 
care  planning  councils,  give  physicians  an 
opportunity  to  work  with  those  representing  the 
community  trusteeship. 

Study  in  this  area  of  the  quality  of  medical 
care  is  developing,  sponsored  by  the  Empire 
State  Medical,  Scientific  and  Educational 
Foundation  and  implemented  through  the  New 
York  State  Department  of  Health.  Methods 
are  being  developed  to  evaluate  properly  the 
quality  of  medical  care.  Those  involved  in  this 
study  feel  it  is  an  educational  process  and  will 
involve  bringing  the  whole  spectrum  of  com- 
ponents to  bear  on  the  problem. 

The  annual  meeting  of  the  district  branch  was 
held  at  Grossinger’s  Country  Club  at  Grossinger, 
October  3 to  6,  1963.  An  excellent  program 
was  presented  by  the  University  of  Rochester 
School  of  Medicine  and  Dentistry  and  included 
presentations  on  the  following:  “Atypical 

Coronary  Pain,”  by  William  L.  Morgan,  Jr., 
M.D.;  “Diseases  of  the  Abdominal  Aorta,” 
by  Charles  Rob,  M.D.;  “Surgical  Treatment  of 
Congenital  Heart  Disease,”  by  Earle  B. 
Mahoney,  M.D.;  “Venous  Thrombosis  and 
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Pulmonary  Embolism,”  by  James  A.  De- 
Weese,  M.D.;  “Portal  Hypertension,”  by 
Seymour  I.  Schwartz,  M.D.;  “Investigation  of 
Renal  Vascular  Hypertension,”  by  Donald  F. 
McDonald,  M.D.  These  were  moderated  by 
Ralph  C.  Parker,  Jr.,  M.D.,  and  Joseph  J. 
Kaufman,  M.D. 

The  57th  annual  meeting  was  addressed  by 
President  William  L.  Wheeler,  Jr.,  M.D.,  of  the 
State  Medical  Society;  Henry  I.  Fineberg,  M.D., 
executive  vice-president  of  the  State  Society; 
and  Mrs.  Wayne  Templer,  on  behalf  of  Mrs. 
Ezra  A.  Wolff,  president  of  the  Woman’s 
Auxiliary  to  the  State  Medical  Society.  This 
excellent  combination  of  scientific  and  recrea- 
tional events  was  well  attended. 

During  the  business  meeting  a resolution 
endorsing  the  Empire  Medical  Political  Action 
Committee  was  adopted  by  the  Seventh  District 
Branch  (see  resolution  64-6) . 

A presentation  on  behalf  of  the  Seventh 
District  Branch  was  made  to  retiring  president 
Charles  M.  Smith,  M.D.,  of  Waterloo,  for  his 
fine  term  of  service,  by  president-elect  Joseph  J. 
Kaufman,  M.D. 

Officers  were  elected  as  follows:  Joseph  J. 

Kaufman,  M.D.,  Wayne,  president;  Vincent  I. 
Bonafede,  M.D.,  Livingston,  first- vice-president; 
M.  Edgerton  Deuel,  M.D.,  Ontario,  second 
vice-president;  Milton  Tully,  M.D.,  Steuben, 
secretary;  Merle  D.  Evans,  M.D.,  Monroe, 
treasurer;  and  Charles  M.  Smith,  M.D., 
delegate. 

During  this  past  year  a joint  meeting  with 
the  Eighth  District  Branch  was  held  at  the 
Charterhouse  Motel-Hotel  on  September  12, 
1963.  This  pilot  program  was  sponsored  by  the 
State  Medical  Society  and  considered  ways  and 
means  of  improving  public  relations,  legislative, 
and  membership  programs  of  the  county  medical 
societies.  Many  valuable  suggestions  and 
helpful  advice  were  received  and  discussed, 
with  excellent  participation  by  all  attending. 

During  the  1963  annual  meeting  of  the  State 
Society,  the  Seventh  and  Eighth  District 
Branches  held  a joint  meeting  to  review  several 
matters  of  importance  to  the  district  branches, 
as  well  as  future  business  coming  before  the 
House  of  Delegates.  This  social  gathering  is 
developing  excellent  intraprofessional  liaison 
between  these  two  districts  and  has  resulted  in 
a joint  proposal  for  two  branches  to  discuss  the 
possibility  of  having  joint  annual  meetings. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  President 

Section  74  (see  18,  75,  287)  Report  64-L 

Annual  Report  of  the  Bureau  of 
Medical  Care  Insurance 

To  the  House  of  Delegates,  Gentlemen : 

The  Bureau  of  Medical  Care  Insurance,  Mr. 
George  P.  Farrell,  director  and  also  administra- 
tive officer  of  Medicare,  reports  through  your 
Economics  Committee.  The  Bureau  operates 
under  the  direction  of  the  Economics  Committee 
and  the  Medical  Care  Insurance  Committee. 


Your  director  serves  as  adviser  to  these  com- 
mittees and  to  the  Public  Medical  Care  Sub- 
committee and  the  Subcommittee  on  Liaison 
with  Veterans  Administration.  The  Bureau 
also  carries  out  the  recommendations  of 
committees  in  connection  with  the  administra- 
tive work. 

Your  director  has  attended  meetings  of 
these  committees,  meetings  of  district  branches 
where  possible,  and  others  as  authorized  to  do 
so,  as  well  as  conferences  incidental  to  the 
Bureau  activities. 

On  August  22,  1963,  your  director  attended  a 
public  hearing  held  in  Binghamton,  conducted 
by  the  Joint  Legislative  Committee  on  Health 
Insurance  Plans.  The  hearing  was  called  with 
the  intent  of  attempting  to  resolve  differences 
between  the  area  county  doctors  and  the 
Central  New  York  Medical  Plan,  Inc.  (Blue 
Shield).  A report  on  this  matter  is  contained 
in  the  report  of  the  Medical  Care  Insurance 
Committee. 

Progress  Reports.  Due  to  the  change  in 
the  annual  meeting  date  from  May  to  February, 
the  seventeenth  annual  progress  report  on  the 
New  York  State  Blue  Shield  Plans  will  not  be 
available  for  distribution  at  the  Bureau’s  ex- 
hibit booth.  This  report  on  the  New  York 
State  Blue  Shield  Plans  for  the  year  ending 
December  31,  1963,  showing  detailed  analysis  of 
each  plan  in  regard  to  membership,  incurred  and 
paid  claim  data,  operating  expenses,  premium 
income,  and  surplus,  will  be  prepared  and 
mailed  to  county  medical  societies  and  others  in 
the  near  future.  Quarterly  progress  reports  on 
the  plans  have  been  prepared  and  mailed  to 
county  medical  societies  and  a selected  list  of 
interested  groups. 

In  addition,  because  of  the  change  in  date  of 
the  annual  meeting,  your  director  can  include 
in  this  report  only  those  figures  which  have 
been  made  available  for  the  year’s  operation  of 
the  Blue  Plans  as  of  December  31,  1963. 

Membership  as  of  December  31,  1963,  in 
the  seven  New  York  State  Blue  Plans  (sub- 
scribers and  dependents)  was  7,457,671,  an 
increase  during  the  year  of  158,499. 

Claims  paid  as  of  December  31,  1963, 

amounted  to  $116,102,840  covering  3,149,025 
claims,  an  increase  of  $12,131,850  in  claims  paid 
and  an  increase  of  204,779  claims. 

Table  I shows  membership  in  Blue  Shield  and 
Blue  Cross  Plans  in  New  York  State  and  the 
increases.  The  percentage  of  Blue  Shield  mem- 
bers to  Blue  Cross  members  is  74.54  as  com- 
pared to  74.34  in  1962. 

Section  75  (see  18,  74,  287)  Report  64-M 

Annual  Report  of  Medicare 
(Armed  Services  Dependents) 

To  the  House  of  Delegates,  Gentlemen : 

The  Medicare  Program  continued  through 
1963,  without  change,  as  it  did  in  the  previous 
year.  During  the  year  ending  December  31, 
1963,  4,064  physicians  submitted  15,700  claims 
at  a cost  of  $1,120,096.  New  physicians 
participating  in  the  program  numbered  636. 


1434  New  York  State  Journal  of  Medicine  / June  1,1964 


TABLE  I.  Membership  in  Blue  Shield  and  Blue  Cross  Plans 


Membership » Increases- 


Location 

Blue  Shield 

Blue  Cross 

Blue  Shield 

Blue  Cross 

New  York 

5,207,738 

7,479,759 

109,176 

166,729 

Buffalo 

755,842 

811,299 

19,578 

13,676 

Rochester 

580,063 

612,951 

12,257 

8,378 

Syracuse 

303,969 

414,132 

8,329 

-4,200 

Utica 

251,994 

243,945 

4,730 

7,616 

Albany 

324,624 

362,003 

2,540 

-5,177 

Jamestown 

33,441 

50,085 

1,889 

- 551 

Watertown* 

30,340 

33 

Totals 

7.457,671 

10,004,514 

158,499 

186,438 

* Utica  Plan  serves  Watertown  area  for  Blue  Shield  members. 


During  the  period  December  7,  1956,  the 
effective  date  of  the  program,  through  Decem- 
ber 31,  1963,  99,177  claims  have  been  paid  to 
13,798  physicians  in  the  amount  of  $7,282,608. 

The  Physicians’  Review  Committee  met  on  a 
number  of  occasions  to  review  special  reports 
where  exceptional  services  were  rendered  by  a 
physician.  Where  necessary,  claims  were 
referred  to  the  Office  for  Dependent’s  Medical 
Care,  Denver,  Colorado,  for  approval.  All 
decisions  made  by  the  Physicians’  Review 
Committee  were  confirmed  by  that  office. 

On  January  16,  1964,  Major  James  S. 

Fields,  Assistant  Inspector  General,  Office  of 
the  Surgeon  General,  Department  of  the  Army, 
visited  our  office,  inspected  files,  and  inter- 
viewed members  of  the  staff.  He  indicated 
that  he  was  favorably  impressed  with  the  manner 
in  which  the  program  is  being  conducted  by 
the  State  Society. 

The  Office  for  Dependents’  Medical  Care  has 
prepared  a “Manual  for  Physicians  and  Dentists 
Providing  Civilian  Care  to  Dependents  of  the 
U.S.  Uniformed  Services.”  This  manual  will 
be  sent  to  all  physicians  in  the  State  within  a 
short  time. 

Section  76  {see  186,  256 ) Report  64-N 

Report  of  the  Ad  Hoc  Committee  to 
Study  the  Journal 

To  the  House  of  Delegates , Gentlemen: 

The  Ad  Hoc  Committee  to  Study  the  Journal 
consists  of  the  following  members: 

Norman  S.  Moore,  M.D.,  Chairman 


Tompkins 

Samuel  Z.  Freedman,  M.D New  York 

Leo  E.  Gibson,  M.D Onondaga 

George  Hinder,  M.D New  York 

Granville  W.  Larimore,  M.D Albany 


In  May,  1963,  the  House  adopted  a reference 
committee’s  recommendation  that  an  ap- 
propriate outside  agency  be  commissioned  to 
make  a thorough  study  of  the  business  affairs  of 
the  Journal.  Since  this  suggestion  involved  an 
appropriation  of  funds,  the  resolution  was 
presented  to  the  Budget  Committee  last  July. 
It  was  the  opinion  of  the  Budget  Committee 
that  a study  by  an  outside  firm  would  be  too 
costly  and  that  before  an  outside  study  was 


authorized,  an  attempt  should  be  made  by  the 
Society  to  arrive  at  an  equitable  solution  to  our 
financial  difficulties. 

Accordingly,  President  Wheeler,  in  September, 
1963,  appointed  an  Ad  Hoc  Committee  to 
Study  the  Journal.  It  became  apparent  to 
the  committee  that  it  had  been  assigned  a 
Herculean  task.  Also  it  was  obvious  to  the 
committee  that  it  could  not  make  a final 
report  by  the  time  the  1964  House  of  Delegates 
met  in  February.  Therefore,  the  following 
discussion  must  be  considered  a progress 
report  of  the  ad  hoc  committee. 

The  committee  has  met  twice.  On  each 
occasion  the  meeting  was  successful,  both  on 
the  basis  of  the  amount  of  information  brought 
forward  and  the  committee’s  progress  in  ac- 
cepting some  solutions  as  final,  others  as 
provisional,  and  still  others  as  needing  further 
study. 

In  preparation  for  its  first  meeting,  the  staff 
of  the  Society  was  asked  to  prepare  a statistical 
ten-year  analysis  of  income  and  costs  of  pub- 
lishing the  Journal.  There  was  included  in 
the  analysis,  in  addition  to  the  balance  sheet,  a 
ratio  of  the  number  of  advertising  pages  to  the 
total  pages  published  per  year  and  the  per  cent 
of  nonadvertising  pages  that  were  devoted  to 
scientific  and  editorial  copy  and  miscellaneous 
text  pages,  such  as  convention  information, 
annual  reports,  officers  pages,  tables  of  contents, 
index  pages  in  the  June  15  and  December  15 
issues,  and  minutes  of  the  House  of  Delegates 
(see  Table  I,  page  1436). 

In  preparation  for  the  committee’s  first 
meeting,  a management  consultant  made  a 
brief  visit,  interviewed  all  senior  sales  and 
editorial  personnel,  and  rendered  a report  that 
was  used  by  the  chairman  as  the  agenda  for 
the  first  meeting  of  the  committee.  In  this 
report  the  consultant  raised  several  important 
questions,  and  the  committee  has  been  busily 
collecting  data  in  an  endeavor  to  answer  these 
questions. 

At  the  first  meeting  the  chairman  appointed 
subcommittees  to  study  special  areas  brought 
into  focus  by  the  management  consultant. 

At  the  second  meeting,  held  on  January  24, 
the  subcommittees  reported,  and  members  of 
the  advertising  sales  staff  and  representatives 
from  the  editorial  staff  were  interviewed. 
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TABLE  I.  Analysis  of  Material  Contents  by  Number  of  Pages  and  Percentages  for  Years  1953-1963 


Year 

Total  Pages 

Advertising 

Pages 

Scientific  and 
Editorial  Pages 

Miscellaneous 
Text  Pages 

1963 

3,875  (100%) 

845  (22%) 

2,517  (65%) 

512  (13%) 

1962 

4,264  (100%) 

1,012  (24%) 

2,754  (65%) 

498  (11%) 

1961 

4,586  (100%) 

1,127  (25%) 

2,909  (63%) 

550  (12%) 

1960 

4,390  (100%) 

1,418  (32%) 

2,408  (55%) 

564  (13%) 

1959 

4,912  (100%) 

1,729  (35%) 

2,669  (54%) 

514  (11%) 

1958 

4,408  (100%) 

1,526  (35%) 

2,354  (53%) 

528  (12%) 

1957 

4,340  (100%) 

1,539  (35%) 

2,343  (54%) 

458  (11%) 

1956 

4,268  (100%) 

1,406  (33%) 

2,350  (55%) 

512  (12%) 

1955 

3,936  (100%) 

1,382  (35%) 

2,086  (53%) 

468  (12%) 

1954 

3,716  (100%) 

1,266  (34%) 

1,966  (53%) 

484  (13%) 

1953 

3,304  (100%) 

1,221  (37%) 

1,649  (50%) 

434  (13%) 

45,998  (100%) 

14,471  (31%) 

26,005  (57%) 

5,522  (12%) 

Definitive  action  on  some  questions  was  taken; 
also  plans  for  further  investigation  of  more 
complex  problems  were  formulated. 

In  the  following  paragraphs  examples  of  the 
problems  which  confronted  the  committee  at 
both  meetings  are  discussed. 

1.  Is  there  a need  for  a Journal?  Should 
its  publication  be  discontinued? 

Answer:  The  committee,  after  due  delibera- 
tion, agreed  unanimously  that  the  publication 
should  be  continued. 

2.  Should  the  Journal  be  published  twice 
monthly  as  has  been  the  custom,  or  should 
publication  be  reduced  to  once  each  month? 

Answer:  The  committee  has  explored  all 

angles  of  this  question  and,  as  of  this  date, 
feels  that  only  as  a last  resort  should  the 
number  of  issues  per  year  be  reduced. 

3.  Has  the  Journal  achieved  as  high 
prestige  and  quality  in  the  opinion  of  outside 
experts  as  the  editorial  staff  indicates? 

Answers:  This  question  is  of  great  impor- 

tance to  the  committee  and  to  the  membership  at 
large:  to  the  committee  because  of  its  decision 
to  recommend  that  the  Journal  be  continued; 
to  the  membership  because  of  the  generous  dues 
allocation  the  Society  makes  to  the  Journal 
and  the  inconsistent,  off-the-cuff  type  of  opinion 
frequently  expressed  among  the  membership 
of  the  Medical  Society  of  the  State  of  New 
York.  It  is  pleasant  for  the  committee  to 
report  that  the  Journal,  from  several  different 
formulas  of  appraisal,  stands  high  among 
American  medical  publications.  Evidence  of 
this  regard  comes  from: 

(a)  William  J.  Wiscott,  managing  editor  of 
Current  Medical  Digest,  reported  in  the  May, 
1962,  issue  that  of  the  journals  from  which 
five  or  more  articles  were  selected  in  1961  to 
be  included  in  Current  Medical  Digest,  the 
New  York  State  Journal  of  Medicine  and 
the  Journal  of  the  American  Medical  Association 
tied  for  top  place  with  fifteen  articles  each. 

(b)  “ Survey  of  the  Interlibrary  Loan  Operation 
of  the  National  Library  of  Medicine  ,”  the  U.S, 
Department  of  Health,  Education,  and  Welfare, 
Public  Health  Service,  April,  1962,  in  Table  23, 
showed  that  the  New  York  State  Journal  of 
Medicine  ranked  fifteenth  among  300  publica- 
tions in  the  “most  demanded  serial  titles”  with 


295  loans.  Table  26  of  the  report  shows  that 
the  Journal  ranked  fifteenth  in  the  above  1962 
survey  as  compared  to  thirty-second  in  a 
1958  survey  of  the  National  Library  of  Medicine 
as  the  “most  demanded  25  serial  titles”  in  that 
library. 

(c)  A survey  made  in  1962  by  the  Institute  for 
Advancement  of  Medical  Communication, 
Bethesda,  Maryland,  for  the  National  Institutes 
of  Health,  of  journals  used  to  publish  reports 
of  recipients  of  research  grants,  showed  that  the 
New  York  State  Journal  of  Medicine 
published  21  of  the  references  used  by  the 
National  Institutes  of  Health  grantees  who 
published  papers  in  1961-1962.  The  21  ref- 
erences were  published  by  the  Journal  as 
full-length  original  papers.  The  next  state 
journal  listed  is  California  Medicine,  which 
published  ten  papers. 

(d)  Wesley  Draper,  librarian  of  the  Academy 
of  Medicine  of  Brooklyn,  in  a communication 
dated  January  7,  1964,  states  that  “an  un- 
published list  of  heavily  and  moderately  used 
journals  at  the  Columbia  and  Yale  Medical 
Libraries,  dated  to  June,  1962,  places  the  New 
York  State  Journal  of  Medicine  ahead  of  all 
other  state  journals  in  number  of  loans.” 

(e)  The  1963  Annual  Report  of  the  National 
Library  of  Medicine  contains  a table  ranking 
the  journals  according  to  the  number  of 
loan  requests  per  100  indexable  articles.  The 
New  York  State  Journal  of  Medicine, 
which  ranks  fifteenth  in  the  survey  noted  at 
(i b ) above,  is  ranked  ninety-first  out  of  a total 
of  295  in  this  report.  In  the  period  1950-1959, 
the  Journal  had  219  loan  requests  and  2,640 
indexable  articles  for  an  average  of  8.3  number 
of  loans  per  100  indexable  articles.  The 
average  shown  in  the  survey  is  4.95  loan  requests. 

4.  Would  an  outside  publisher  be  advisable? 

Answer:  The  committee  has  not  reached  a 

final  recommendation  but,  as  of  this  date,  is  of 
the  opinion,  after  expert  advice  and  independent 
investigation,  that  the  advantages  of  an  outside 
publisher  are  not  sufficient  to  offset  the  dis- 
advantages and,  further,  that  leasing  the 
publication  to  an  outside  publisher  would  not 
alter  the  financial  picture. 

5.  Should  all  advertising  salesmen  be  on  a 
commission  basis? 
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Answer:  The  committee  has  studied  this 

question  in  depth  by  means  of  a statistical 
analysis  of  advertising,  i.e.,  advertising  sales 
by  individuals,  geographic  patterns  of  sales 
results  in  relation  to  the  location  of  pharmaceuti- 
cal companies,  and  by  interviews  with  members 
of  the  advertising  sales  and  production  staff 
and  by  discussions  with  top  members  of  the 
editorial  staff.  The  committee’s  final  rec- 
ommendation is  not  now  possible,  but  as  of 
February  1,  1964,  the  committee  leans  heavily 
toward  the  position  that  initiative  is  lessened 
when  salesmen  are  on  a salary  rather  than  a 
commission  basis. 

6.  Would  an  outside  advertising  agency 
be  more  efficient  than  operating  our  own  sales- 
man solicitation  policy? 

Answer:  The  committee  is  carefully  studying 
this  question  but  is  not  ready  to  report  its 
views.  One  outside  agency  has  been  contacted, 
but  the  committee  has  at  least  three  other 
agencies  to  consult  before  making  the  necessary 
comparisons  as  a basis  for  a recommendation. 

7.  What  is  the  appropriate  ratio  of  pages  of 
advertising  to  pages  of  scientific  material — 
a figure  that  will  be  respected  by  those  who 
appraise  the  quality  of  our  Journal? 

Answer:  After  an  analysis  of  current  com- 

parable journals  and  an  historical  look  at  the 
New  York  State  Journal  of  Medicine,  the 
committee  feels  that  a ratio  of  40  advertising 
pages  to  60  pages  of  scientific  and  editorial 
material  is  a figure  toward  which  to  strive. 

8.  Should  the  Medical  Society  of  the  State 
of  New  York  endeavor  to  organize  a mid- 
Atlantic  medical  journal,  which  might  include 
the  states  of  New  York,  New  Jersey,  Pennsyl- 
vania, Delaware,  Maryland,  District  of  Colum- 
bia, and  perhaps  Connecticut? 

Answer:  The  committee  has  looked  into  this 
possibility,  and  while  it  realizes  there  is  the 
danger  of  losing  some  of  our  own  identity,  the 
financial  accretion  might  justify  such  a venture. 
The  committee  recommends  exploration  first  on 
the  administrative  level  and,  if  the  prospects 
are  promising,  further  exploration  at  the  editorial 
and  business  levels. 

9.  Should  not  the  Society  periodically 
invite  bids  from  competing  presses  for  the 
printing  of  the  Journal? 

Answer:  The  committee  notes  that  for  years 
the  Mack  Printing  Company  has  printed  the 
Journal  and  that  notice  of  an  increase  in 
printing  rates  has  been  served  on  Journal 
management.  The  committee  recommends 
that  the  director  of  the  Business  Division 
obtain  bids  on  printing  as  well  as  paper  and 
other  expendable  items  connected  with  the 
publishing  of  the  Journal.  In  other  words, 
the  committee  recommends  participation  in  the 
well-known  practice  of  competitive  bidding. 

10.  Is  a “readership  survey”  conducted  on  a 
scientific  basis  necessary  for  procurement  of 
more  advertising? 

Answer:  The  committee  has  been  informed 
by  the  advertising  salesmen  and  the  editorial 
staff  that  a competent  readership  survey 
would  be  of  great  assistance  in  procuring  new 


advertising,  also  in  retaining  present  advertisers. 
The  committee  recommends  that  a readership 
survey  on  a sample  basis  be  conducted  by  an 
outside  firm.  Further,  the  committee  dis- 
courages any  amateur  attempt  by  the  business  or 
editorial  staff  to  conduct  a readership  survey. 

In  conclusion,  the  committee  again  calls 
attention  to  the  fact  that  this  is  a report  of 
progress  only  and  that  much  time  and  effort 
are  necessary  to  obtain  sufficient  data  to  justify 
final  recommendations. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 

Section  77  {See  12, 185 ) Report  64-0 

Supplementary  Report  of  the  Board  of  Trustees 

To  the  House  of  Delegates,  Gentlemen: 

Attached  is  the  Certified  Public  Accountants’ 
audited  financial  report  for  the  year  ended 
December  31,  1963.  The  statements  represent 
our  financial  position  at  December  31,  1963, 
as  well  as  the  results  of  our  operations  for  the 
year  then  ended. 

Respectfully  submitted, 

Leo  E.  Gibson,  M.D.,  Chairman 

Accountants’  Report 

To  the  Board  of  Trustees,  Medical  Society  of  the 
State  of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1963,  and  the  related  statement 
of  operating  income  and  expenses  and  general 
and  other  funds  for  the  year  then  ended.  Our 
examination  was  made  in  accordance  with  gen- 
erally accepted  auditing  standards,  and  ac- 
cordingly included  such  tests  of  the  accounting 
records  and  such  other  auditing  procedures  as 
we  considered  necessary  in  the  circumstances. 

No  provision  was  made  for  inclusion  in  in- 
come of  members’  dues  for  1963  received  after 
the  close  of  the  year,  as  the  membership  records 
since  then  do  not  permit  of  a ready  determination 
of  this  amount.  In  prior  years,  income  of  the 
Investment  and  Building  Funds  was  added  to 
principal  and  became  available  for  reinvestment; 
in  1963  the  Board  of  Trustees  authorized  the 
transfer  of  this  income  to  the  General  Fund. 
We  did  not  confirm  the  amounts  due  from 
the  U.S.  Government  under  the  “Medicare” 
program,  but  with  respect  to  the  latter  we 
satisfied  ourselves  by  other  auditing  procedures. 

In  our  opinion,  the  accompanying  balance 
sheet  and  statements  of  operating  income  and 
expenses  and  general  and  other  funds  present 
fairly  the  financial  position  of  the  Medical 
Society  of  the  State  of  New  York  as  of  Decem- 
ber 31,  1963,  and  the  results  of  its  operations  for 
the  year  then  ended,  in  conformity  with 
generally  accepted  accounting  principles  ap- 
plied on  a basis  consistent  with  that  of  the 
preceding  year,  except  as  stated  in  the  above 
paragraph. 

Patterson  & Ridgway 
Certified  Public  Accountants 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 


December  31,  1963 


General  Fund 

CURRENT  ASSETS 

Cash  in  banks  and  on  hand 

Less:  Due  American  Medical  Association 

Accounts  receivable  (after  reserves) 

Due  from  other  funds 

Inventories 


ASSETS 


$ 52,876.56 
9,637.25 


43,239.31 

47,204.66 

61,417.74 

33,204.69 


TOTAL  CURRENT  ASSETS 

PREPAID  EXPENSES 

Sundry  expenses  and  deposits 

FURNITURE  AND  FIXTURES 

At  nominal  value 

ADVANCES  (AFTER  RESERVE) 

Empire  State  Medical,  Scientific  and  Educational  Foundation 
Employees  cash  funds 


Total  General  Fund 

Investment  Fund 

Cash  in  banks 

Investments  at  cost  (market  value  $738,498.00,  of  which  $73,875.00  is 

pledged  to  secure  note  to  bank,  per  contra) 

Accrued  interest  receivable 


$ 185,066.40 

10,094.12 

2.00 

5,000.00 

4,135.50 

9,135.50 

204,298.02 

92,291.84 

524,444.33 

3,925.39 


Total  Investment  Fund 

Special  Funds  Under  Control  of  the  Board  of  Trustees 

BUILDING  FUND 

Cash  in  bank 

Investments,  at  cost  (market  value  $514,616.00) . . . 

Accrued  interest  receivable 

Due  from  other  funds 


EMPLOYEES  BENEFICIARY  FUND 

Investments,  U.S.  and  other  obligations,  at  cost  (market  value 
$69,184.00) 


Accrued  interest  receivable 


Less:  Due  to  other  funds 


REPAIR  AND  REPLACEMENT  FUND 

Investments,  at  cost  (market  value  $38,122.00) 

Accrued  interest  receivable 

Due  from  other  funds 


$ 23,221.99 

341.388.24 
2,170.38 
12,474.04 


379,254.65 


76,627.22 
573 . 95 


77,201.17 

24,638.35 


52,562.82 

38,108.56 

462.21 

2,862.07 


41,432.84 


Total  Special  Funds 


Endowment  Funds 

Cash  in  banks 17,397.18 

Less:  Due  to  General  Fund 700.00 


Total  Endowment  Funds 

Pension  Fund 

Cash  in  bank 13, 287 . 29 

Investments,  at  cost  (market  value  $337,495.00) 308,319.68 

Accrued  interest  receivable 2 , 856 . 01 

Due  from  General  Fund 3 , 871 . 35 


Total  Pension  Fund 

War  Memorial  Fund 

Cash  in  bank 6 , 918 . 51 

Investments — U.S.  Treasury  Bonds  and  Notes  (market  value 

$119,367.00) 123,211.98 

Accrued  interest  receivable 703 . 55 


620,661.56 


473,250.31 


16,697.18 


328,334.33 


Less:  Due  to  General  Fund.  

Total  War  Memorial  Fund 


130,834.04 

25,026.64 


105,807.40 


TOTAL  ASSETS 


$1,749,048.80 


1438  New  York  State  Journal  of  Medicine  / June  1,  1964 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 

December  31,  1963 


LIABILITIES  AND  FUNDS 

General  Fund 

CURRENT  LIABILITIES 

Notes  payable  to  bank  (secured  by  pledge  of  securities  of  a market 

value  of  $73,875.00  in  Investment  Fund) 

Taxes  payable  (including  withholding) 

Accounts  payable  and  accruals 

Contingency  reserve 

$ 50,000.00 
21,000.04 
96,255.06 
3,504.86 

TOTAL  CURRENT  LIABILITIES 

$ 170,759.96 

DEFERRED  CREDITS 

Membership  dues  1964  (estimated) 

Annual  Meeting  1964 

Sundry 

29,311.68 

36,386.25 

8,395.97 

TOTAL  DEFERRED  CREDITS 

GENERAL  FUND 

74,093.90 

40,555.84* 

Total  General  Fund 

204,298.02 

Investment  Fund 

Due  to  other  funds 

Balance 

30,260.21 

590,401.35 

Total  Investment  Fund 

620,661.56 

Special  Funds  Under  Control  of  the  Board  of  Trustees 

BUILDING  FUND 

EMPLOYEES  BENEFICIARY  FUND 

REPAIR  AND  REPLACEMENT  FUND 

379,254.65 

52,562.82 

41,432.84 

Total  Special  Funds 

473,250.31 

Endowment  Funds 

Lucien  Howe  Prize  Fund 

Merit  H.  Cash  Prize  Fund 

A.  Walter  Suiter  Lectureship  Fund 

7,102.41 
2,184. 63 
7,410.14 

Total  Endowment  Funds 

16,697.18 

328,334.33 

War  Memorial  Fund 

105,807.40 

Total  Liabilities  and  Funds 

$1,749,048.80 

NOTE:  The  Society  has  a Revolving  Fund  of  $150,000  from  the  U.S.  Army  (“Medicare”  program)  not  included  in  this 
exhibit.  It  has  claims  from  physicians,  either  paid  or  approved  for  payment,  amounting  to  $168,550.58  that  have  not  yet 
been  reimbursed  by  the  government.  The  Society  has  placed  $90,000  par  value  U.S.  Treasury  Bonds  in  escrow  with  a depository 
agent  of  the  U.S.  Government,  as  a pledge  under  the  “Medicare”  contract. 

* Italics  denote  figures  in  red. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Cash  in  Banks  and  On  Hand 


December  31,  1963 


General  Fund .... 
Investment  Fund 
Building  Fund . . . 
Pension  Fund 


$ 52,876.56* 
92,291.84 
23,221.99 
13,287.29 


Total 


181,677.68 


Endowment  Funds 

Lucien  Howe  Prize  Fund.  7,302.41 

Merit  H.  Cash  Prize  Fund 2,384.63 

A.  Walter  Suiter  Lectureship  Fund 7 , 710 . 14 


Total  (Union  Dime  Savings  Bank) 17,397 . 18 


War  Memorial  Fund 

On  deposit 


6,918.51 


Investments 


The  investments  of  the  Society  are  summarized  as  follows: 

Investment  Fund 

U.S.  Treasury  Bonds 

Industrial  and  Finance  Bonds 

Utilities  Bonds 

Preferred  Stocks 

Common  Stocks 


COST 

$ 65,073.64 
39,648.08 
212,563.90 
29,501.47 
177,657.24 


MARKET 

63.486.00 

40.800.00 

210.719.00 

29.701.00 

393.792.00 


Total 


524,444.33 


738,498.00 


Building  Fund 

U.S.  Treasury  Bonds 

Finance  and  Utilities  Bonds 
Common  Stocks 


78,124.37 

190,641.79 

72,622.08 


75,035.00 

184.118.00 

255.463.00 


Total 


341,388.24 


514,616.00 


Pension  Fund 

Utilities  Bonds 

Bank  and  Finance  Bonds 
Common  Stocks 


198,650.23 

50,925.00 

58,744.45 


198.641.00 

52.186.00 

86.668.00 


Total 


308,319.68 


337,495.00 


Employees  Beneficiary  Fund 


U.S.  Treasury  Bonds 31, 000 .00  28 , 422 . 00 

Utilities  Bonds 35, 394 .75  31 , 762 . 00 

Industrial  Bonds 10 , 232 .47  9 , 000 . 00 


Total 76,627.22  69 , 184 . 00 


Repair  and  Replacement  Fund 


Utilities  Bonds 32 , 378 .24  31 , 967 . 00 

Common  Stocks 5,730.32  6,155.00 

Total 38,108.56  38,122.00 


War  Memorial  Fund 

U.S.  Treasury  Bonds 


$123,211.98 


119.367.00 


* Includes  $9,637.25  due  American  Medical  Association. 
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Statement  of  General  and  Other  Funds 

For  the  Year  Ended  December  31,  1963 
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* Italics  denote  figures  in  red. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Operating  Income  and  Expenses— General  Fund 

For  the  Year  Ended  December  31,  1963 


Operating  Income 

Dues  income $1,059,505.01 

Less:  Allocated  to  Journal  circulation 120,000.00 


Journal  circulation 

Advertising  income 

Reprint  income,  Journal 

Directory  circulation 

Annual  Meeting  booth  rentals 

“Medicare”  reimbursements  for  overhead  expenses 

Interest 

Miscellaneous 


939,505.01 

126,650.23 

336,815.41 

22,054.98 

35.612.00 

55.935.00 

39.205.00 
4,351.16 
2,235.04 


Total  Operating  Income 

Operating  Expenses 

Administration 

Business  Division 

Communications  Division 

Legal  Division 

Industrial  Health  Division 

Medical  Care  Division 

Scientific  Activities  Division 

Scientific  Publications  Division 

Annual  Meeting 

Officers,  Board  of  Trustees,  and  A.M.A.  Delegation 

Council  Committees 

Nondi  visional 


1,562,363.83 


91,473.94 

381,572.31 

105,701.90 

44,287.41 

29.191.22 
56,433.56 

137,341.00 

316,085.20 

34.312.23 

52.192.55 

61.897.55 
117,057.40 


Total  Operating  Expenses 1 , 427 , 546 . 27 


Net  Operating  Income 134,817.56 

Plus:  Transfer  of  current  year’s  income  of  the  Investment  and  Building  Funds  50 , 423 . 67 

Transfer  from  Repair  and  Replacement  Fund  to  cover  purchases  of 

equipment 2, 856 . 43 


NET  INCOME $ 188,097.66 


NOTE:  A change  was  made  in  the  departmental  structure  with  a corresponding  reclassification  of  accounts.  There  is  also 
a variation  in  the  treatment  of  Journal  income  and  expenses.  In  1963,  the  receipts  from  Journal  advertising  and  circulation 
are  shown  separately  under  income,  and  the  costs  and  expenses  related  thereto  are  included  in  expenses,  under  Advertising  Sales — 
Journal  and  Scientific  Publications  Division,  whereas  in  prior  years  the  net  result  of  Journal  income  less  costs  and  expenses 
was  shown  under  “Income,”  either  as  a gain  or  a deficit. 


Section  78  {see  267 ) Report  64-P 

Annual  Report  of  the  Planning  Committee  for 
Medical  Policies 

To  the  House  of  Delegates,  Gentlemen: 

The  Planning  Committee  for  Medical  Policies 
consists  of  the  following: 

Leo  E.  Gibson,  M.D.,  Chairman  . Onondaga 


Renato  J.  Azzari,  M.D Bronx 

Irving  L.  Ershler,  M.D Onondaga 

Henry  I.  Fineberg,  M.D Queens 

John  M.  Galbraith,  M.D Nassau 

Joseph  A.  Lane,  M.D. Monroe 

Norman  S.  Moore,  M.D. Tompkins 


William  L.  Wheeler,  Jr.,  M.D .,  ex  officio 

New  York 

George  A.  Burgin,  M.D.,  ex  officio 

Herkimer 

Waring  Willis,  M.D.,  ex  officio 

Westchester 

Samuel  Z.  Freedman,  M.D.,  ex  officio 

New  York 

The  committee  met  on  October  23,  and  again 
on  December  18,  1963. 


At  its  October  meeting  the  committee,  among 
other  subjects,  considered  the  activities  and 
functions  of  the  district  branches.  James 
Greenough,  M.D.,  Director  of  Scientific 
Activities,  at  the  invitation  of  the  chairman, 
reported  on  the  meetings  of  the  district  branches 
during  the  past  year.  He  gave  a detailed 
breakdown  of  the  location,  length,  attendance, 
and  program  of  each  meeting.  Dr.  Greenough 
pointed  out  that  although  the  Bylaws  of  the 
Society  provide  for  an  allotment  of  up  to  $400 
for  each  district  branch  (i.e.,  a total  of  $3,600), 
in  actuality  a total  of  approximately  $6,100  was 
spent  by  the  Society  in  connection  with  the 
district  branches’  activities.  This  expenditure 
included  the  cost  of  printing  brochures  and 
posters,  stationery  and  postage,  travel  ex- 
penses of  staff  members  attending  district 
branch  meetings,  and  part  of  one  staff  member’s 
salary.  He  recommended  that  expenditures  for 
district  branch  meetings  be  curtailed,  that 
week-end  meetings  be  discouraged,  and  that  the 
district  branches  be  encouraged  to  take  a 
greater  part  in  running  their  own  meetings. 
It  was  pointed  out  that  the  district  branches 
were  originally  constituted  for  the  purposes  of 
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encouraging  scientific  discussions  and  unity 
among  physicians  in  the  same  geographic 
area  but  that  in  some  instances  they  had 
changed  into  social  and  political  gatherings. 
Irving  Ershler,  M.D.,  called  attention  to  the 
fact  that  in  all  areas  of  the  State,  medical 
centers  offer  scientific  programs  and  made  the 
recommendation  that  each  district  branch 
be  permitted  to  determine  its  own  program  for 
either  scientific  or  political  purposes,  as  it  saw 
fit. 

The  committee  voted  to  refer  the  entire 
question  to  a subcommittee  comprised  of 
Drs.  Ershler  and  Willis  for  study  and  recom- 
mendations. At  the  December  meeting,  the 
subcommittee  recommended:  (1)  that  the 

existing  organization  of  the  district  branches 
remain  unchanged;  (2)  that  each  district 
branch  continue  to  decide  the  time,  place,  and 
format  of  its  meeting;  (3)  that  the  State  Society 
allotment  of  up  to  $400  per  district  branch  to 
help  defray  expenses  be  continued;  (4)  that 
the  State  Society  staff  prepare  and  distribute 
mimeographed  district  branch  program  an- 
nouncements; and  (5)  that  each  district  branch 
should  provide,  from  the  personnel  within  its 
own  district,  such  further  assistance  as  is 
needed  without  involving  help  from  the  Society’s 
headquarters,  except  that  the  field  men  of  the 
Communications  Division  continue  to  attend 
and  assist  at  the  district  branch  meetings  within 
their  respective  territories.  The  committee, 
after  due  deliberation,  approved  the  sub- 
committee’s report. 

The  committee  also  considered  proposals  to 
revise  the  content  and  format  of  the  published 
minutes  of  the  Council,  as  well  as  their  distribu- 
tion. Dr.  Fineberg  advised  the  committee 
that  its  previous  recommendation  that  an 
abstract  of  Council  actions  be  prepared  and 
distributed  to  key  people  throughout  the  State 
had  been  implemented.  The  committee  ap- 
pointed a subcommittee  consisting  of  Drs. 
Freedman  and  Fineberg  to  study  the  whole 
question  of  Council  minutes  in  depth  and  to 
make  recommendations  at  a future  date. 

Dr.  Fineberg  advised  the  committee  that  the 
president  had  appointed  an  Ad  Hoc  Committee 
to  Study  the  Journal  under  the  chairmanship 
of  Norman  S.  Moore,  M.D.,  and  that  the  com- 
mittee had  undertaken  its  work.  The  committee 
voted  to  defer  further  consideration  of  long- 
range  planning  for  the  Journal  pending 
receipt  of  the  report  of  the  Ad  Hoc  Committee’s 
studies  and  recommendations. 

At  its  October  meeting,  the  chairman  read 
the  following  letter  from  the  secretary  con- 
cerning the  action  of  the  House  of  Delegates  at 
its  1963  meeting. 

“In  discussing  the  report  of  the  secretary, 
the  Reference  Committee  on  Reports  of  Officers 
A commented  on  the  fact  that  there  are  now  74 
communities  in  the  State  in  need  of  medical 
service  and  looking  for  a medical  practitioner. 
The  reference  committee  felt  that  the  Physicians 
Placement  Bureau  in  itself  was  unable  to  supply 
communities  with  needed  medical  service. 

“Their  report  stated:  ‘We  would  suggest 


that  the  Planning  Committee  undertake  to  form 
a joint  action  committee  with  the  representatives 
of  the  medical  schools  of  this  State  to  study  this 
problem  and  seek  a solution.’ 

“Suggested  methods  for  alleviating  the 
condition  were  changes  in  curriculum,  changes 
in  admission  procedures,  and  preceptorship, 
either  to  individual  physicians  or  to  community 
hospitals.  The  report  was  adopted  by  the 
House  of  Delegates. 

“In  connection  with  this  assignment,  the 
Planning  Committee  will  no  doubt  wish  to  take 
into  consideration  the  plans  of  the  Committee 
on  Rural  Medical  Service,  described  on  page  60 
of  the  1963  Delegates  Handbook.  The  report 
of  the  Reference  Committee  on  Commission  on 
Medical  Services  B commented:  ‘This  com- 

mittee had  made  a good  deal  of  headway  during 
the  past  year  and  should  be  encouraged  to 
continue  in  its  efforts.’ 

“The  reference  committee  report  also  made  a 
further  suggestion  for  solving  the  doctor  short- 
age in  rural  areas  by  scholarship,  stipulating 
that  the  recipient  will  practice  for  a certain 
number  of  years  in  his  home  community.  This 
report,  also,  was  adopted  by  the  House  of 
Delegates.” 

The  Rural  Medical  Service  Committee’s 
report  stated: 

“The  Rural  Medical  Service  Committee  is 
attempting  to  establish  a.  . .method  of  survey 
of  communities  in  need  of  physicians  with  the 
hopes  that  more  physicians  may  be  obtained  for 
these  areas.  A proposed  plan  for  obtaining 
physicians  is  herewith  presented. 

“In  order  to  establish  a source  of  funds  to 
carry  out  such  a program,  the  chairman  of  this 
committee  has  been  discussing  the  problem  of 
rural  medicine  with  various  industrial  leaders 
located  throughout  the  State.  At  present  it  is 
the  opinion  of  these  leaders  that  the  industries 
cannot  support  such  planning  by  giving  large 
grants.  The  chairman,  however,  at  the  present 
time  is  attempting  to  interest  industry  in 
various  parts  of  our  State  to  give  annual,  small 
grants,  for  example,  $1,000  per  year.  These 
grants  would  be  directed  to  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion for  administration.  If  enough  money  can 
be  obtained,  a full-time  investigator  should  be 
employed  to  investigate  the  needs  of  the  locali- 
ties for  physicians  and  then  set  up  a constructive 
program  of  establishing  satisfactory  clinic 
facilities  and  then  obtain  physicians  to  practice 
in  the  areas.” 

Dr.  Ershler  called  attention  to  the  new  law 
(section  610  A,  Education  Law),  which  provides 
that  on  request  a county  outside  New  York 
City  will  grant  medical  scholarships  to  New 
York  residents  who  agree  to  return  to  the 
community  involved  to  practice  after  gradua- 
tion for  a period  fixed  by  the  county. 

The  committee,  after  discussion,  voted  to 
defer  further  action  until  after  a progress  report 
is  received  from  Dr.  Hughes  concerning  his 
efforts  to  obtain  appropriate  grants  from  in- 
dustry. 

The  committee  at  its  October  meeting  dis- 
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cussed  the  present  situation  regarding  the 
practice  of  medicine  by  podiatrists,  as  evidenced 
by  their  performance  of  the  Keller  operation. 
Dr.  Fineberg  advised  the  committee  that 
copies  of  communications  from  deans  of 
medical  schools  and  directors  of  departments  of 
orthopedic  surgery  concerning  the  dangers  of 
the  performance  of  this  operation  by  non- 
physicians and  asking  a reversal  of  the  prior 
ruling  had  been  sent  to  the  Attorney  General 
but  that  no  reply  had  been  received.  The 
committee  directed  J.  Richard  Burns,  assistant 
executive  vice-president,  to  prepare  a follow-up 
letter  to  the  Attorney  General.  This  was  done 
and  he  received  the  following  answer: 

Dear  Mr.  Burns: 

I have  your  letter  of  December  10.  The  status 
of  the  matter  referred  to  in  your  letter  is  as  follows: 
On  January  18,  1963,  I wrote  to  Dr.  Brind  asking  for 
definitive  answers  to  certain  questions  posed  in  that 
letter.  My  legal  opinion  will  depend  on  the  medical 
answers  which  I requested  from  Dr.  Brind  to  furnish 
to  me.  To  date,  I have  not  received  the  information 
requested. 

Best  wishes. 

Sincerely, 

Louis  J.  Lefkowitz 

Attorney  General 

At  its  October  meeting  the  committee  dis- 
cussed the  Medical  Practice  Act  and  con- 
cluded that  it  would  be  wise  to  anticipate  its 
modification  and  to  prepare  accordingly.  It 
therefore  appointed  a subcommittee  to  consider 
this  matter  consisting  of  Dr.  Fineberg,  Mr. 
Burns,  and  Harry  Kruse,  M.D.,  executive 
secretary  of  the  Committee  on  Public  Health  of 
the  New  York  Academy  of  Medicine.  At  the 
December  meeting  of  the  committee,  Dr. 
Fineberg  announced  that  Dr.  Kruse  had 
accepted  the  invitation  to  serve  on  the  sub- 
committee and  reported  that  the  New  York 
Academy  of  Medicine  had  indicated  great 
interest  in  the  project. 

The  Council  at  its  September,  1963,  meeting 
referred  the  problem  of  a “conflict”  between 
the  Economics  Committee  and  the  Medical 
Care  Insurance  Committee  to  the  Planning 
Committee  for  policy  and  action.  Dr.  Fine- 
berg explained  that  the  Economics  Committee 
wished  the  Medical  Care  Insurance  Committee 
to  become  a subcommittee,  and  the  Medical 
Care  Insurance  Committee  felt  that  it  was 
important  enough  to  remain  a committee. 
The  Planning  Committee,  after  discussion, 
concluded  that  the  cause  of  the  dissension  was 
the  lack  of  communication  between  the  two 
groups,  resulting  in  a duplication  of  issues 
considered  by  the  committees.  It  was  decided 
to  recommend  to  the  Council  that  the  present 
status  of  the  Medical  Care  Insurance  Com- 
mittee be  continued  and  that  the  chairmen  of 
the  two  committees  establish  better  liaison  be- 
tween themselves. 

At  its  October  meeting  the  chairman 
presented  the  following  letter  from  Frederic  W. 
Holcomb,  M.D.,  chairman,  Budget  Committee: 
“It  is  my  understanding  that  the  Planning 
Committee  is  attempting  to  streamline  and, 


perhaps,  reduce  the  number  of  committees  and 
subcommittees  in  the  Medical  Society. 

“It  has  occurred  to  me  that  it  would  be  wise  to 
consider  the  formation  of  a Council  committee, 
which  is  now  known  as  the  Budget  Committee, 
and  give  it  the  designation  of  Committee  on 
Budget  and  Finance. 

“This  committee  might  consist  of  the  presi- 
dent, president-elect,  executive  vice-president, 
treasurer,  assistant  treasurer,  chairman  of  the 
Board  of  Trustees,  and  a member  of  the  Council 
who  is  interested  in  the  financial  management 
and  fiscal  affairs  of  the  Society.  In  order  to 
allow  for  two  representatives  from  the  member- 
ship at  large,  it  might  be  wise  to  include  one 
member  from  the  metropolitan  area  and  one 
upstate  member,  which  might  be  the  area  above 
Westchester  County. 

“This  committee  could  be  concerned  not 
only  with  budgetary  supervision  but  also  with 
consultations  with  our  banking  agents  to 
review  our  finances  and  investments.  The 
Budget  Committee  would  act  as  an  advisory 
group  (as  you  may  recall,  its  powers  were  im- 
plemented to  quite  an  extent  by  the  Council 
action  of  last  year) . 

“The  committee  could  meet  quarterly,  as  the 
Budget  Committee  does  at  present,  and  it 
might  diminish  the  amount  of  paper  work 
and  financial  reports  that  have  to  be  sent  out 
from  the  controller’s  department. 

“All  powers  that  have  been  previously 
accorded  to  the  Budget  Committee  in  the  matter 
of  expenditures  should  also  be  retained  by  this 
new  committee.” 

After  discussion,  the  committee  decided  that 
no  action  be  taken  on  this  suggestion  for  the 
present  and  referred  the  matter  to  the  Budget 
Committee  for  study  and  recommendations. 

At  an  earlier  meeting  of  the  committee,  Dr. 
Fineberg  discussed  the  organization  of  the 
California  Bureau  of  Research  and  Planning 
and  the  possibility  of  setting  up  such  a bureau 
at  the  State  Society. 

At  the  December  meeting,  Dr.  Fineberg 
reported  that  he  had  invited  Mr.  Murray 
Klutch,  director  of  the  California  Bureau  of 
Research  and  Planning,  to  appear  before  the 
Council  and  describe  the  organization  of  the 
Bureau.  After  discussion  of  the  value  of 
forming  such  a bureau  in  the  State  Society,  it 
was  voted  that  this  item  be  kept  on  the  agenda 
but  held  in  abeyance  until  Mr.  Klutch  had 
been  given  an  opportunity  to  present  the  details 
of  the  California  Bureau. 

Respectfully  submitted, 

Leo  E.  Gibson,  M.D.,  Chairman 

Section  79  (see  21,  303)  Report  64-Q 

Supplementary  Report  of  the  Committee  on 
Hospital  and  Professional  Relations 

To  the  House  of  Delegates,  Gentlemen: 

No  additional  meetings  of  your  committee 
have  been  held  since  the  annual  report,  but  one 
is  planned  for  early  in  April,  1964,  to  continue  the 
work  of  this  committee. 
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One  paragraph  in  the  annual  report  was 
evidently  lost  in  the  machinery  of  transcription 
and  should  be  inserted  after  the  second  para- 
graph of  the  second  column  on  page  116  of  the 
Delegates  Handbook,  also  page  116  of  the  New 
York  State  Journal  of  Medicine,  issue  of 
January  1,  1964:* 

If  these  funds  are  obtained  from  the 
practicing  physician  by  mandate  or  coercion, 
this  committee  feels  that  the  Medical  Society 
of  the  State  of  New  York  should  censor 
such  action  and  do  all  in  its  power  to  correct 
such  a condition. 

Respectfully  submitted, 

Harold  T.  Golden,  M.D.,  Chairman 

Section  80  {see  15,  284)  Report  64-R 

Supplementary  Report  of  the  Committee  on 
Economics 

To  the  House  of  Delegates,  Gentlemen: 

Your  committee  met  on  January  29,  1964, 
and  wishes  to  report  on  the  following  matters: 

A progress  report  after  more  than  a year’s 
operation  of  the  New  York  65  health  insurance 
program  offering  low  cost  basic  hospital  and 
health  and  major  medical  protection  to  New 
York  State  residents  sixty -five  and  over  was 
presented  by  Dr.  Paul  I.  Robinson,  chairman, 
Professional  Relations  Committee,  New  York  65 
Health  Insurance  Association.  New  York  65 
was  established  by  a group  of  New  York- 
domiciled  insurance  companies,  in  accordance 
with  special  legislation  passed  in  the  spring  of 
1962,  and  is  composed  of  49  companies  licensed  to 
sell  health  insurance  in  the  State  and  functions 
on  a nonprofit  basis  as  a public  service  to  the 
State’s  elderly  population.  The  benefit  struc- 
ture embraced  three  basic  factors:  (1)  need  for 
health  insurance  of  reasonable  proportion 
but  within  the  purchasing  power  of  the  average 
person  over  age  sixty-five;  (2)  traditional 
custom  of  physicians  to  render  medical  care 
and  render  charges  within  the  ability  of  the 
person  to  pay;  and  (3)  the  existence  of  Blue 
Shield  plans  in  seven  areas  based  on  at  least  two 
levels  of  income,  $4,000  and  below  and  $6,000 
for  a family  for  basic  coverage  and  major 
medical  coverage  with  a maximum  of  $6,000. 
This  program  was  approved  in  principle  by 
the  Medical  Society  of  the  State  of  New  York. 

A claim  experience  schedule  of  Blue  Shield 
areas  was  reviewed  and  indicated  that  the 
charges  of  70  per  cent  of  the  doctors  in  in- 
hospital  surgical  claims  were  in  excess,  by  82  per 
cent,  of  the  maximum  allowance  provided  by 
N ew  Y ork  65 . The  continued  charging  of  fees  in 
excess  of  the  Blue  Shield  schedules  on  which  the 
New  York  65  benefit  structure  is  based  will 
eventually  lead  to  the  need  for  raising  premiums 
because  the  elderly  will  demand  that  a larger 
percentage  of  their  medical  expenses  be  covered, 
and  because  of  the  generally  prevailing  low 
incomes  among  the  over  sixty-five  age  group, 

* See  page  1379  of  this  issue.  The  paragraph  should  be 
inserted  in  the  left  hand  column,  between  the  third  and 
fourth  paragraph. 


high  rates  will  reduce  the  number  of  insureds 
and  serve  to  defeat  the  purpose  for  which  New 
York  65  was  created. 

Dr.  Robinson  concluded  his  report  by  stating 
that  after  a year’s  experience  the  executives  of 
New  York  65  feel  that  the  concept  of  low-cost 
health  insurance  for  the  elderly  in  New  York 
State  is  a sound  one;  it  offers  great  promise  of 
solving  the  vexing  problems  of  financing 
medical  care  for  the  elderly.  However,  it 
seems  imperative  that  the  medical  profession 
must  help  in  keeping  fees  charged  the  elderly  in 
line  with  the  established  schedules  and  has 
asked  the  help  of  the  State  Society  in  this 
problem. 

After  discussion  a motion  was  passed  recom- 
mending to  the  State  Society  that  an  official 
bulletin  be  sent  by  the  State  Society  to 
physicians,  pointing  out  the  seriousness  of  the 
problem  and  requesting  them  to  look  into  the 
situation  individually  and  make  a strong 
effort  to  abide  by  the  fee  schedule  Blue  Shield 
limits  as  outlined  by  New  York  65  and  that 
local  county  medical  societies  will  be  contacted 
for  facts  relative  to  this  bulletin.  The  New 
York  65  group  have  offered  their  assistance  in 
preparing  the  text  for  the  bulletin. 

Resolution  63-53,  introduced  by  the  Medical 
Society  of  the  County  of  New  York,  regarding 
protection  of  the  individual  physician  employed 
by  a purveyor  of  medical  services,  was  referred 
to  your  committee  so  that  it  might  study 
contractual  relationships  between  physicians 
and  employers  and  make  suitable  recom- 
mendations concerning  them. 

After  due  consideration  your  committee  is  of 
the  opinion  that  analysis  of  all  contractual  rela- 
tionships of  physicians  and  employers  is  beyond 
the  scope  of  this  committee  and  that  any  con- 
tractual approach  on  the  part  of  a physician  be 
made  with  care  and  according  to  Section  6, 
Purveyal  of  Medical  Service,  page  19,  of  the 
Principles  of  Professional  Conduct,  which  points 
our  that  . .a  doctor  of  medicine  should  not 
dispose  of  his  professional  attainments  or 
services  to  any  hospital,  lay  body,  organization, 
group,  or  individual,  by  whatever  name  called, 
or  however  organized,  under  terms  or  conditions 
which  permit  exploitation  of  the  doctor  of 
medicine  for  financial  profit  of  the  agency 
concerned ...  .”  If  a doctor  feels  he  is  being 

exploited,  he  is  privileged  to  take  the  matter 
up  with  your  committee. 

An  analysis  of  the  Self-Employed  Individuals 
Tax  Retirement  Act  of  1962  (H.R.  10)  was 
reviewed  at  a previous  meeting  of  your  com- 
mittee, and  in  its  report  to  the  Council,  the 
committee  asked  if  the  Council  desired  that 
the  committee  explore  the  concepts  of  the  bill 
further.  The  Council’s  response  was  in  the 
negative;  however,  as  a result  of  the  A.M.A.’s 
program  which  has  been  set  up  under  the  H.R. 
10  bill,  many  inquiries  have  come  to  the  at- 
tention of  your  chairman  regarding  the  A.M.A.’s 
program.  Your  committee  was  of  the  opinion 
that  it  should  familiarize  itself  with  other 
retirement  programs  that  may  be  available. 

Detailed  information  was  presented  to  your 
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committee  by  a representative  of  the  Con- 
tinental Assurance  Company,  Chicago,  Illinois, 
regarding  a proposed  retirement  investment 
program  for  the  members  of  the  Medical 
Society  of  the  State  of  New  York,  which  in- 
cluded a group  annuity  to  provide  a guaranteed 
base  income  at  retirement  as  a hedge  against 
periods  of  recession  and  a “self-administered” 
common  stock  mutual  fund  to  provide  for 
sound  investment  in  common  stocks  to  act  as  a 
hedge  against  periods  of  inflation.  A major 
bank  would  be  selected  to  serve  as  program 
depository  to  handle  routine  administration  and 
accounting  and  also  to  act  as  custodian,  transfer 
agent,  and  dividend  disbursing  agent  of  the 
“self-administered”  fund. 

A representative  of  Standard  & Poor’s 
Corporation  outlined  his  company’s  affiliation 
in  the  proposal  regarding  the  “self-administered” 
fund,  and  a representative  of  the  Chase  Man- 
hattan Bank’s  Pension  Trust  Department 
furnished  the  committee  with  informative 
material  regarding  the  Bank’s  part  in  such  a 
program. 

No  action  was  recommended  by  your  com- 
mittee. It  was  felt  from  the  evidence  available 
that  at  the  moment  there  was  no  advantage  to  a 
State-sponsored  program  contrasted  to  that 
already  functioning  under  the  direction  of  the 
American  Medical  Association. 

Respectfully  submitted, 

G.  Rehmi  Denton,  M.D.,  Chairman 

Section  81  ( see  188 ) Report  64-S 

Annual  Report  of  the  War  Memorial  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  War  Memorial  Committee  consists  of 
the  following  members  of  the  Board  of  Trustees: 

Norman  S.  Moore,  M.D.,  Chairman 

Tompkins 

Leo  E.  Gibson,  M.D Onondaga 

Henry  I.  Fineberg,  M.D.,  ex  officio 

New  York 

It  is  almost  sixteen  years  since  the  War 
Memorial  Fund  was  established  by  the  House  of 
Delegates,  as  a living  tribute  to  our  colleagues 
who  lost  their  fives  in  our  country’s  service 
during  World  War  II  and  the  Korean  War. 
The  War  Memorial  Committee,  which  ad- 
ministers the  fund,  is  actively  interested  in  the 
children  of  those  deceased  members  who  aspire 
to  college  education  and  have  come  under  our 
egis  as  War  Memorial  Fund  beneficiaries. 
The  committee  members  take  pride  in  their 
capabilities  and  their  achievements.  Our  files 
are  replete  with  letters  of  gratitude  from  the 
mothers  and  the  students,  for  whom  the  War 
Memorial  Fund  opened  a door  to  higher  educa- 
tion, a door  that  might  have  been  locked  to  them 
but  for  the  thoughtfulness  and  generosity  of  the 
State  Society  membership. 

Each  qualified  student  is  entitled  to  receive 
$1,200  a year  toward  college  and  postgraduate 
education  until  he  is  twenty-five  years  of  age. 
We  have  already  been  responsible  for  several 


physicians,  dentists,  nurses,  lawyers,  social 
workers,  teachers,  and  so  forth. 

To  date,  64  students  have  received  benefits, 
ranging  from  one  to  eight  years.  For  the  1963- 
1964  school  year  there  are  12  students  receiving 
benefits.  Two  more,  who  had  not  attended 
college  during  the  fall  semester  because  of  illness, 
will  probably  re-enter  during  the  February  term. 

Following  is  the  financial  report  as  of  Decem- 
ber 31,  1963: 


Amount 

Total  assessments  received*  $248,630 

Total  interest  earned*  74,7l5 

Total  paid  out  in  benefits  211,100 

Surplus  of  Fund,  December 

31,  1963  105,807 

Year  ended  December  31,  1963 
Assessments  received 
Interest  earned  4,285 

Payments  to  beneficiaries  22 , 200 


* Since  inception  of  Fund. 

The  committee  continues  to  be  appreciative 
of  the  able  assistance  of  Miss  Pesikoff  who  aids 
in  the  administration  of  the  fund. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 

Section  82  {see  219,  266)  Report  64- V 

Annual  Report  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  Inc. 

To  the  House  of  Delegates,  Gentlemen: 

The  officers  of  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  Inc., 


are  as  follows: 

Norman  S.  Moore,  M.D President 

James  Greenough,  M.D Vice-President 

John  M.  Galbraith,  M.D Secretary 

Maurice  J.  Dattelbaum,  M.D Treasurer 


J.  Richard  Burns,  Esq. . . . Assistant  Secretary 

In  January  of  this  year,  the  Foundation 
finally  received  from  the  Internal  Revenue 
Service  exemption  from  Federal  income  tax  as  a 
scientific  and  educational  organization.  It  is 
now  possible  for  us  to  solicit  funds  for  the 
expansion  of  the  Foundation’s  program  and  with 
the  inducement  to  donors  that  donations  are 
deductible  from  Federal  income  taxation. 

The  following  projects  are  already  in  opera- 
tion under  grants  to  the  Foundation: 

1.  A study  to  develop  a method  for  making 
medical  audits,  directed  by  Robert  F.  Korns, 
M.D.  This  is  a joint  program  of  the  New  York 
State  Department  of  Health  and  the  Medical 
Society  of  the  State  of  New  York,  being  con- 
ducted under  a grant  from  the  State  Health 
Department. 

2.  The  “Central  New  York  Maternal  and 
Perinatal  Mortality  Study,”  directed  by  Ferdi- 
nand J.  Schoeneck,  M.D.,  under  an  annual 
grant  from  the  New  York  State  Department  of 
Health. 

3.  The  “Maternal  and  Child  Welfare 
Study,”  also  conducted  by  Dr.  Schoeneck,  under 
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an  annual  grant  from  the  New  York  State 
Department  of  Health. 

4.  The  preparation  of  two  questionnaires  for 
a “Continuing  Medical  Education  Study,” 
now  being  carried  on  under  the  direction  of 
Edward  C.  Hughes,  M.D.,  under  a one-year 
contract  with  the  U.S.  Public  Health  Service 
with  an  accompanying  grant  of  $27,980. 

5.  Sponsorship  of  the  annual  Albert  F.  R. 
Andresen  Memorial  Lecture  in  Clinical  Gastro- 
enterology and  Proctology  at  the  Scientific 
Sessions  of  the  Annual  Meeting. 

The  projects  committee  has  held  many 
meetings  in  connection  with  the  above  programs 
among  others  and  is  planning  to  meet  during 
the  annual  meeting  to  consider  plans  for  the 
raising  of  funds  for  additional  suggested  pro- 
grams. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  President 

Section  83  ( see  261)  Report  64-W 

Annual  Report  of  the  Convention  Committee 

To  the  House  of  Delegates,  Gentlemen: 

1963  CONVENTION.  The  committee  con- 
sisted of  the  following: 

Bernard  J.  Pisani,  M.D.,  Chairman 

New  York 

Philip  M.  Standish,  M.D. Ontario 

Joseph  G.  Zimring,  M.D Nassau 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  ex  officio  . . 
Bronx 

E.  Dean  Babbage,  M.D.,  ex  officio Erie 

Charles  L.  Baldwin,  Adviser New  York 

The  convention  was  held  at  the  Statler  Hilton 
in  New  York  City  from  May  13  through  17, 
1963.  Registration  figures  follow:  physicians 

3,147;  allied  professions  (including  dentists, 
Ph.D.’s,  medical  students,  nurses,  technicians, 
etc.)  868;  guests  537;  and  technical  exhibitors 
2,305,  for  a total  of  6,857.  This  total  is  over 
1,000  larger  than  the  previous  year. 

House  of  Delegates,  Frederick  A.  Wurzbach, 
Jr.,  M.D.,  Speaker.  The  House  convened  on 
Monday,  May  13,  at  10:00  a.m.  and  adjourned 
at  noon  on  Thursday,  May  16.  Sixty-five 
resolutions  were  introduced,  seven  more  than 
were  submitted  in  1962. 

Scientific  Program,  Bernard  J.  Pisani,  M.D., 
Chairman.  Twenty-two  section  and  session 
meetings  and  five  general  sessions  were  held. 
The  Section  on  Urology  did  not  hold  a meeting 
this  year  because  of  a conflict  of  dates  with  the 
national  urology  society.  An  excellent  com- 
bined meeting  was  held  with  the  Sections  on 
Pediatrics,  Obstetrics  and  Gynecology,  and 
Preventive  Medicine  and  Public  Health  par- 
ticipating in  a well-attended  presentation.  It 
is  felt  that  combined  meetings  of  two  or  more 
sections  are  valuable,  and  this  is  being 
encouraged  among  all  the  sections. 

The  attendance  figures  for  the  section  and 
session  meetings  are  as  follows:  Allergy  145, 

Anesthesiology  278,  Chest  Diseases  137,  Der- 
matology and  Syphilology  150,  Gastroenterology 


and  Proctology  51,  General  Practice  67,  In- 
dustrial Medicine  and  Surgery  90,  Medical- 
Legal  and  Workmen’s  Compensation  Matters 
76,  Medicine  150,  Neurology  and  Psychiatry 
100,  joint  meeting  of  Obstetrics  and  Gynecology, 
Pediatrics,  and  Preventive  Medicine  and  Public 
Health  260,  Ophthalmology  78,  Orthopedic 
Surgery  75,  Otolaryngology  35,  Pathology, 
Clinical  Pathology,  and  Blood  Banking  50, 
Physical  Medicine  and  Rehabilitation  75, 
Radiology  54,  Surgery  92,  Space  Medicine  40; 
Session  on  History  of  Medicine  40;  General 
Sessions — Monday  afternoon  150,  Tuesday 
morning  92,  Wednesday  afternoon  150,  Thurs- 
day afternoon  150,  and  Friday  morning  50. 

The  American  Therapeutic  Society  sponsored 
two  of  our  General  Sessions,  which  were 
financed  through  a grant  from  Merck,  Sharp 
and  Dohme.  This  was  arranged  through  the 
efforts  of  William  B.  Rawls,  M.D.  There  were 
two  morning  and  three  afternoon  sessions, 
preceded  by  either  a breakfast  or  a luncheon  for 
the  panelists  on  the  respective  programs. 
This  gave  them  a chance  to  preview  and  discuss 
their  programs  before  presenting  them. 

Scientific  Exhibits,  William  L.  Watson,  M.D., 
Chairman.  There  were  50  attractively  dis- 
played exhibits  in  one  area  of  the  exhibit  hall. 
The  quality  of  the  exhibits  seemed  high  and 
elicited  many  comments  of  appreciation  by 
the  viewers.  The  Scientific  Exhibits  Awards 
Committee  chose  a first,  a second,  and  an 
honorable  mention  in  each  of  two  categories, 
clinical  research  and  scientific  research.  Tem- 
porary awards  were  affixed  to  the  award-winning 
exhibits,  and  certificates  were  sent  to  each 
participant  in  the  prize  exhibits  after  the  con- 
vention. 

Scientific  Motion  Pictures,  William  J.  Sullivan, 
M.D.,  Chairman.  Attendance  was  high  and  the 
interest  keen  for  the  most  part,  perhaps  be- 
cause there  was  a wide  variety  of  films,  a 
number  of  premiere  showings,  and  some 
personal  narrations  by  the  authors,  and  even 
some  award-winning  motion  pictures.  Being 
ideally  located,  with  noise  at  a minimum,  yet 
close  enough  to  other  exhibits  to  attract  atten- 
tion, also  helped  to  make  the  program  a success. 

For  the  February,  1964,  convention,  very 
interesting  and  exceptional  films  have  been 
brought  to  our  attention,  and,  therefore,  we 
look  forward  to  an  even  better  and  more  success- 
ful meeting. 

Technical  Exhibits,  William  B.  Rawls,  M.D., 
Chairman.  Mr.  Charles  L.  Baldwin  reported 
that  185  technical  exhibits  were  presented. 
The  Medical  Exhibitors  Association  committee 
which  classified  our  meeting  from  their  point  of 
view  reported  many  more  satisfied  exhibitors 
than  in  the  previous  years.  They  indicated 
that  physician  interest  in  the  displays  was  good. 

It  is  hoped  that  this  type  of  interest  will 
continue  to  run  high  at  New  York  State 
meetings.  It  is  well  to  point  out  that  partic- 
ipation by  technical  exhibitors  in  other  state 
meetings  has  fallen  off  drastically  in  the  last 
few  years.  High  quality  of  scientific  activities 


June  1,1964  / New  York  State  Journal  of  Medicine  1447 


will  continue  to  draw  both  professional  at- 
tendance and  paying  exhibitors. 

Dinner  Dance , Samuel  Wagreich,  M.D., 
Chairman.  The  dinner  dance,  in  honor  of 
Joseph  A.  Lane,  M.D.,  retiring  president,  was 
held  on  Wednesday  evening,  May  15,  1963, 
in  the  Terrace  Ballroom  of  the  Statler  Hilton, 
preceded  by  a reception.  There  were  319 
guests;  complimentary  tickets  were  held  to  a 

minimum. 

Guest  Reception , Michael  C.  Armao,  M.D.y 
Chairman.  This  committee  acted  as  hosts  to 
out-of-state  guests  of  both  the  House  of  Dele- 
gates and  the  scientific  program. 

It  seems  that  the  purpose  of  the  Reception 
Committee  might  be  served  better  if  more 
members  of  the  committee  were  chosen  from  the 
ranks  of  doctors  who  are  not  delegates.  Ob- 
viously, it  is  difficult  for  them  to  make  them- 
selves available  to  guests  when  so  much  of  their 
time  must  be  taken  up  by  the  business  of  the 
House  and  reference  committees. 

Miscellaneous.  “Thank  you”  cards  were  sent 
to  all  scientific  activities  participants,  to  all 
committee  members,  and  to  all  Woman’s 
Auxiliary  members  who  helped  in  the  con- 
vention. 

1964  CONVENTION.  The  committee  con- 
sists of  the  following: 

Bernard  J.  Pisani,  M.D.,  Chairman 

New  York 

Philip  M.  Standish,  M.D Ontario 

Joseph  G.  Zimring,  M.D Nassau 

Frederick  A.  Wurzbach,  M.D.,  ex  officio 

Bronx 

E.  Dean  Babbage,  M.D.,  ex  officio Erie 

At  this  time,  all  subcommittees  of  the  Con- 
vention Committee  have  met,  and  plans  have 
been  made  for  the  1964  Convention.  This 
year  it  will  be  held  February  10  through  14  at 
the  Americana  Hotel  in  New  York  City.  This 
early  date  is  an  innovation  and  was  set  with  the 
hope  that  the  conflict  wdth  so  many  other 
medical  meetings  held  during  May  would  be 
avoided  and  we  would  reap  the  benefit  of 
larger  attendance. 

The  Scientific  Program  chairman,  Bernard  J. 
Pisani,  M.D.,  wishes  to  report  the  establishment 
of  a new  session,  the  Session  on  Plastic  and 
Reconstructive  Surgery.  An  interesting  scien- 
tific program  has  been  arranged  for  the  first 
meeting. 

Another  “first”  is  a live  demonstration  of 
wrist  fractures,  especially  Colies’  fracture, 
presented  by  the  New  York  and  Brooklyn 
Regional  Committee  on  Trauma  of  the  Ameri- 
can College  of  Surgeons. 

Your  Convention  Committee  chairman  re- 
spectfully urges  the  members  of  the  House  of 
Delegates  to  spend  as  much  time  as  possible  at 
the  scientific  activities. 

The  chairman  extends  thanks  to  all  the 
members  of  the  Convention  Committee  and 
its  Subcommittees  on  Dinner,  Guest  Reception, 
Scientific  Motion  Pictures,  Scientific  Exhibit 
Awards,  Scientific  Exhibits,  Technical  Exhibits, 
and  Scientific  Program.  He  wishes  to  thank 


the  members  of  the  staff  who  worked  so  dili- 
gently in  the  preparation  of  convention  activities 
and  during  the  convention,  especially  Miss 
Moflie  Pesikoff  and  Mr.  Charles  L.  Baldwin. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

Section  84  ( see  13,  185)  Report  64-X 

Supplementary  Report  of  the  Budget  Committee 

To  the  House  of  Delegates,  Gentlemen: 

Table  I shows  the  estimated  budget  for  the 
year  ending  December  31,  1964,  as  approved  by 
the  Council  and  the  Board  of  Trustees. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  M.D.,  Chairman 

Section  85  ( see  51,  195,  196,  197)  Report  64-Y 

Supplementary  Report  of  the  Committee  on 
Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  a report  supplementing  the 
data  submitted  to  the  House  and  published  in 
the  January  1,  1964,  issue  of  the  New  York 
State  Journal  of  Medicine. 

Albany  Operation.  Because  of  budgetary 
limitations  an  Albany  office  to  handle  legislation 
was  not  established,  as  indicated  in  other 
reports  made  to  the  House.  During  the  present 
session  of  the  Legislature,  the  committee  has 
operated  through  the  facilities  of  the  office  of 
our  legislative  counsel  and  our  State  Society 
Communications  Division,  which  have  been 
supervised  by  the  chairman  of  the  Commission 
on  Public  and  Professional  Affairs,  James  M. 
Blake,  M.D.,  and  our  executive  vice-president, 
Henry  I.  Fineberg,  M.D. 

The  legislative  counsel  worked  with  the 
Communications  Division  and  the  editor  of  the 
“Medical  Legislation  Letter.”  Regional  rep- 
resentatives contacted  the  county  medical 
societies  in  regard  to  legislation  when  requested 
to  do  so.  The  secretarial  staff  of  the  Communi- 
cations Division  cooperated  in  various  ways, 
particularly  in  sending  out  bulletins  to  the 
various  county  medical  societies.  Your  co- 
chairman,  John  H.  Carter,  M.D.,  who  was  in 
charge  of  activities  in  Albany  regarding  State 
legislation,  sent  out  several  communications  to 
the  county  medical  society  legislation  chairmen. 
Three  issues  of  the  “Medical  Legislation  Letter” 
have  been  sent  out. 

State  Legislation  Pending.  At  the  time 
this  report  is  being  prepared,  the  State  Legisla- 
ture has  been  in  session  for  only  about  one 
month.  Action  on  legislation  in  which  the 
Committee  is  interested  therefore  has  been 
necessarily  limited.  Presented  herewith  is  a 
brief  description  of  bills  already  introduced  and 
the  action  taken  so  far. 

Good  Samaritan  Bill.  This  bill  is  sponsored 
by  Senator  Speno  (S.  Intro.  747)  and  Assembly- 
man  Bartlett  (A.  Intro.  1423).  Similar  to  last 
year’s  bill,  it  provides  that  any  licensed  physician 
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TABLE  I.  Estimated  Budget  for  Year  Ending 
December  31,  1964 


Income 

Dues  income 
Journal  advertising 
Journal  circulation 
Journal  reprints 
What  Goes  On  advertising 
Medical  Directory  advertising 
Newsletter  advertising 
Medical  Directory  sales 
Annual  meeting  booth  rentals 
Interest  income 
Medicare  income 
Miscellaneous  income 
Transfer  from  Repair  and 
Replacement  Fund 
TOTAL  INCOME 


$1,057,500 

232,000 

6,000 

25.000 
86,400 

40.000 

25.000 

53.000 
3,500 

30.000 


$1,558,400 


Expenditures 
Administration 
Business  Division 
Communications  Division 
Legal  and  Malpractice 
Insurance 

Industrial  Health  Division 
Medical  Care  Division 
Scientific  Activities  Division 
Scientific  Publications 
Division 
Annual  Meeting 
Officers,  Board,  A.M.A. 
Delegates 

Council  committees 
Nondi  visional 

TOTAL  EXPENDITURES 
Excess  of  income  over 
expenditures 

Transfer  from  Investment 
and  Building  Funds 
Net  Income 


104,705 

313,067 

171,786 

49,500 

30,048 

58,939 

141,212 

323,432 

33,800 

60,700 

55,600 

140,840 

$1,483,629 


74,771 

40,000 

114,771 


or  surgeon  who  renders  first  aid  or  emergency 
treatment  at  the  scene  of  an  accident  or  other 
emergency  outside  of  a hospital,  doctor’s 
office,  or  other  place  having  proper  and  neces- 
sary medical  equipment  shall  not  be  liable  for 
damages  or  injuries  alleged  to  have  been 
sustained  or  for  death  alleged  to  have  occurred 
by  act  or  omission  in  rendering  of  such  aid 
unless  caused  by  gross  negligence.  This  bill 
is  in  the  Senate  Education  Committee  and  in 
the  Assembly  Judiciary  Committee.  At  report 
time  the  bill  was  on  the  third  reading  in  the 
Assembly. 

Medical  Society  Tax  Exemption.  Sponsors 
are  Senator  Thaler  (S.  Intro.  372)  and  Assembly- 
man  Sa varese  (A.  Intro.  2749).  This  bill 
amends  Section  420,  and  repeals  Section  470, 
Real  Property  Tax  Law,  to  exempt  from  taxa- 
tion real  property  owned  by  a nonprofit  medical 
society  and  to  strike  out  exemption  applying 
to  medical  societies  in  certain  cities.  The 
Taxation  Committee  in  both  the  Senate  and 
Assembly  are  considering  this  proposed  law. 


Oral  Prescription  Bill.  Assemblyman  Egan 
has  again  introduced  this  bill  authorizing  oral 
prescription  of  some  class  B narcotics  (A. 
Intro.  558).  This  bill  amends  Section  3301  to 
3330,  Public  Health  Law,  and  would  allow 
pharmacists  to  accept  oral  or  telephone  orders 
from  a practitioner  for  narcotics  authorized 
by  the  State  Health  Commissioner  and  to 
dispense  narcotics  pursuant  to  such  order, 
subject  to  ascertaining  information  and  making 
records  as  for  written  prescriptions.  This  pro- 
posed law  has  been  referred  to  the  Public 
Health  Committee  of  the  Assembly. 

Healing  Arts.  Senator  Cornell  has  intro- 
duced a resolution  of  the  Healing  Arts  (Sen. 
Res.  65).  This  resolution  calls  for  the  setting 
up  of  a Joint  Legislative  Committee  to  be 
known  as  the  New  York  State  Joint  Legislative 
Committee  on  Licensing  the  Healing  Arts. 
The  purpose  of  the  joint  committee  would  be  to 
make  a comprehensive  study  and  analysis  of  the 
present  laws  of  the  State  governing  the  licen- 
sure of  professional  practices,  related  to  the 
diagnosis,  treatment,  operation,  and  prescrip- 
tion for  any  human  disease,  pain,  injury,  de- 
formity, or  physical  or  mental  condition.  The 
committee  would  conduct  a study  which  would 
include,  but  would  not  be  limited  to,  the  laws 
relating  to  medicine,  optometry,  dentistry, 
pharmacy,  nursing,  podiatry,  osteopathy,  and 
physiotherapy.  The  bill  calls  for  the  appropria- 
tion of  $50,000.  The  resolution  was  referred  to 
the  Senate  Finance  Committee. 

Public  Hearings.  On  January  30,  1964, 
the  special  Committee  on  Smoking  and  Health, 
headed  by  Senator  Edward  J.  Speno,  chairman, 
held  public  hearings  in  the  Senate  Chambers, 
Albany,  New  York.  Senator  Speno  stated 
that  the  general  purpose  of  the  hearings  was  to 
solicit  testimony  and  facts  to  determine  whether 
the  mounting  evidence  relating  smoking  to 
cancer  and  respiratory  diseases  gives  rise  to  the 
need  for  legislation  by  the  Legislature  of  the 
State  of  New  York  at  this  session.  Your  co- 
chairman  appeared  at  this  hearing.  Dr.  Carter 
advised  the  committee  that  the  House  of 
Delegates  of  the  State  Medical  Society  had 
adopted  a resolution  entitled  “Danger  of  Cigaret 
Smoking”  at  its  May,  1963,  meeting  in  New 
York  City.  He  quoted  the  resolution,  in 
which  the  State  Society  went  on  record  as 
advocating  the  voluntary  giving  up  of  cigarets 
by  those  already  habituated  and  recommending 
that  physicians  advise  regarding  the  dangers 
of  heavy  cigaret  smoking  in  their  health  counsel- 
ing and  their  community  educational  endeavors, 
particularly  among  the  teen-age  group. 

Meeting  of  County  Society  Chairmen. 
On  December  17,  1963,  a meeting  of  County 
Medical  Society  Legislation  Chairmen  was 
held  at  the  Ten  Eyck  Hotel,  Albany  , under  the 
sponsorship  of  the  Commission  on  Public  and 
Professional  Affairs.  This  meeting,  presided 
over  by  the  chairman  of  the  Commission,  was 
a highly  successful  affair.  It  was  well  at- 
tended and  did  much  to  improve  the  liaison 
between  the  State  Society  and  the  county 
medical  societies. 
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Your  chairman  discussed  the  status  of  Federal 
legislation  at  that  time  under  the  title  of 
“The  Medical  Care  Issue  in  an  Election  Year.” 
The  county  society  representatives  were  urged 
to  continue  their  efforts  in  connection  with 
“New  York  Operation  Hometown.” 

Your  cochairman  presented  “A  Review  of 
the  State  Society’s  Position  on  Proposed 
Legislation”  and  pinpointed  suggestions  by 
which  the  county  medical  society  legislation 
chairmen  could  assist  the  State  Society  in 
implementing  the  1964  Legislation  Program. 

Federal  Legislation.  King- Anderson  Bill. 
On  January  21,  1964,  William  L.  Wheeler, 
Jr.,  M.D.,  president  of  the  State  Medical 
Society,  appeared  in  person  before  the  House 
Ways  and  Means  Committee  in  Washington, 
D.C.  On  behalf  of  the  Society,  he  presented 
its  views  on  proposed  legislation  (H.R.  3920), 
known  as  the  King-Anderson  Bill. 

In  concluding  a seven-minute  oral  presenta- 
tion opposing  enactment  of  the  proposed  law, 
Dr.  Wheeler  emphasized  that  “our  Society 
maintains,  therefore,  that  the  facts  in  New  York 
demonstrate:  (1)  within  the  foreseeable  future, 
most  people  sixty-five  and  over  will  be  covered 
by  voluntary  health  insurance  making  a 
gargantuan  Social  Security  program  needless; 
(2)  the  proper  implementation  of  the  MAA 
program,  as  suggested  by  the  State  Society, 
will  provide  adequately  for  the  elderly  who  are 
medically  indigent;  (3)  consequently,  the  en- 
actment of  the  costly  King-Anderson  Bill,  or 
any  similar  bill,  is  unreasonable.”  Dr.  Wheeler 
also  presented  a detailed  written  statement  for 
the  record  which  was  accepted  by  the  committee. 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  accompanied  Dr.  Wheeler  on  the 
trip  to  Washington. 

Through  the  efforts  of  the  Communications 
Division,  Dr.  Wheeler’s  appearance  before  the 
House  Ways  and  Means  Committee  was  called 
to  the  attention  of  all  media  of  information. 
News  releases  were  sent  out  to  newspapers 
throughout  the  State,  as  well  as  to  radio 
and  television  stations.  Special  mats  were 
prepared  for  the  use  of  small  newspapers  in 
order  that  as  much  publicity  as  possible  might 
be  obtained.  While  in  Washington,  Dr. 
Wheeler  was  interviewed  via  telephone  for  a 
radio  news  program  broadcast  in  the  metro- 
politan area. 

Copies  of  the  State  Society’s  statement,  re- 
corded with  the  House  Ways  and  Means  Com- 
mittee, have  been  made  available  to  physicians 
interested  in  the  Society’s  position.  The 
February  issue  of  the  Society  Newsletter,  now 
known  as  “The  News  of  New  York,”  carried  a 
feature  story  about  the  testimony  and  offered 
copies  of  it  free  of  charge  to  interested  parties. 

The  project,  “New  York  Operation  Home- 
town,” continued  to  be  utilized  as  a means  of 
gaining  support  for  the  State  Society’s  position 
on  the  issue  of  medical  care  for  the  aged.  The 
regional  representatives  of  the  Communications 
Division  worked  with  the  county  medical 
societies  in  carrying  on  the  various  phases  of 
this  program. 


In  this  connection,  your  chairman  sent  an 
urgent  communication  to  all  involved  in  “New 
York  Operation  Hometown”  and  other  key 
officials  of  county  medical  societies  as  well  as 
of  the  Woman’s  Auxiliary.  The  reason  for  this 
communication  was  the  fact  that  many  reports 
had  come  to  our  attention  that  the  county 
societies  in  some  areas  were  of  the  opinion  that 
President  Johnson  would  not  press  the  issue  of 
medical  care  for  the  aged  through  the  Social 
Security  mechanism. 

The  communication  sent  out  was  based  upon 
the  statements  made  by  the  President  in  his 
State  of  the  Union  Message  and  in  a conference 
with  advocates  of  the  King-Anderson  Bill, 
which  clearly  demonstrated  that  he  unequivo- 
cably  is  in  favor  of  the  King-Anderson  approach. 
The  letter  urged  that  all  physicians,  their  wives, 
and  friends  should  communicate  their  objections 
to  the  King-Anderson  Bill  to  their  Congress- 
men as  well  as  to  the  two  U.S.  senators  from 
New  York  and  the  two  New  York  representa- 
tives on  the  House  Ways  and  Means  Committee. 

As  additional  ammunition  in  our  campaign, 
copies  of  the  A.M.A.’s  testimony  before  the 
House  Ways  and  Means  Committee,  captioned 
“The  Case  Against  the  King-Anderson  Bill 
(H.R.  3920),”  was  widely  circulated  as  part  of 
“New  York  Operation  Hometown.” 

Kintner  Report.  In  mid-December,  the 
Internal  Revenue  Service  published  proposed 
regulations  on  professional  corporations  and 
professional  associations.  These  proposed 
regulations,  if  put  into  effect  as  published, 
would  adversely  affect  the  possibility  that  any 
professional  service  corporation  or  association 
could  be  treated  as  a corporation  for  tax 
purposes. 

Since  these  regulations  had  a direct  connection 
with  the  legislation  in  which  the  State  Society 
has  been  interested  concerning  the  corporate 
practice  of  the  professions,  your  committee 
filed  a protest  with  the  Internal  Revenue  Service. 
The  purpose  of  fifing  this  protest  was  to  ob- 
tain permission  to  elaborate  upon  our  position 
at  public  hearings  if  they  should  be  held. 
Reliable  information,  available  at  the  time  this 
report  is  being  prepared,  indicates  that  public 
hearings  will  be  held  in  early  March.  They  are 
reportedly  scheduled  for  March  4,  5,  and  6 at 
the  Department  of  Health,  Education,  and  Wel- 
fare building  in  Washington,  D.C. 

Committee  Meeting.  On  Saturday, 
February  8,  1964,  at  the  Americana  Hotel,  New 
York  City,  the  chairman  of  the  Commission  on 
Public  and  Professional  Affairs  presided  over  a 
meeting  of  the  commission  at  which  the  com- 
mittee discussed  the  status  of  the  State  Society’s 
1964  Legislation  Program.  Your  chairman 
reported  on  the  Federal  aspects  of  the  program, 
including  the  King-Anderson  Bill,  the  Keogh 
Law,  and  the  Kintner  Regulations  Hearings. 
Your  cochairman  and  our  legislative  counsel 
gave  an  up-to-the-minute  analysis  of  the 
standing  of  the  bills  in  which  the  Society  is 
interested  and  which  have  been  mentioned 
previously  in  this  report. 

A report  on  the  legislative  activities  of  the 
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Communications  Division  was  presented.  Sug- 
gestions were  made  concerning  the  “Medical 
Legislation  Letter”  and  its  improvement. 

The  commission  and  the  committee  took 
several  actions  which  are  referred  to  the  House 
for  implementation. 

A.  The  House  of  Delegates  is  urged  to 
request  its  members  to  report  to  their  respective 
county  medical  societies,  the  following  facts 
concerning  the  “Medical  Legislation  Letter”: 
(1)  The  primary  purpose  of  the  “Letter”  is  to 
keep  its  readers  advised  of  developments 
concerning  bills  in  which  the  State  Medical 
Society  is  interested;  (2)  it  is  not  only  im- 
practical but  often  impossible  to  print  every 
fact  pertaining  to  every  bill  in  a publication  of 
this  nature  intended  for  limited  circulation; 
(3)  Additional  information  concerning  all  bills 
can  be  obtained  by  communicating  directly 
with  the  editor,  legislative  counsel,  the  com- 
mission chairman,  or  the  chairman  or  cochair- 
man of  the  the  Legislation  Committee. 

B.  The  House  of  Delegates  is  asked  to  take 
immediate  action  on  two  matters  of  a Federal 
nature: 

1.  On  March  4,  5,  and  6 the  Internal 
Revenue  Service  is  scheduled  to  hold  public 
hearings  on  the  Kintner  Regulations  mentioned 
in  this  report.  The  House  of  Delegates  should 
request  every  county  medical  society  to  contact 
its  Congressmen  and  ask  them  to  make 
known  to  the  Internal  Revenue  Service  their 
objections  to  the  regulations. 

2.  According  to  latest  reports,  the  House 
Ways  and  Means  Committee  is  expected  to 
vote  on  the  King-Anderson  Bill  in  early  March. 
Since  time  is  of  the  essence  and  the  vote  will  be 
extremely  close,  the  House  of  Delegates  should 
also  request  the  county  medical  societies  to 
ask  their  Congressmen  to  present  their  ob- 
jections to  the  bill  to  members  of  the  House 
Committee.  The  House  of  Delegates  is  also 
requested  to  reiterate  its  uncompromising 
opposition  to  the  King-Anderson  Bill  (H.R. 
3920)  or  any  similar  bill  providing  health  care 
for  the  aged  through  Social  Security.  A 
resolution  on  this  subject  will  be  introduced  on 
behalf  of  the  Commission  and  the  Legislation 
Committee  by  their  respective  chairmen. 

Respectfully  submitted, 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman 

Section  86  ( see  54,  209)  Report  64-Z 

Supplementary  Report  of  the  Malpractice  In- 
surance and  Defense  Board 

To  the  House  of  Delegates,  Gentlemen: 

Proposed  Automatic  Rating.  The  Board 
wishes  to  thank  the  members  who  have 
responded  to  the  memorandum  requesting 
comments  on  the  proposal  to  apply  an  automatic 
additional  premium  charge  on  the  basis  of 
individual  loss  experience.  The  trend  noted 
in  the  Board’s  annual  report  has  continued,  and 
it  is  evident  that  this  proposal  is  unacceptable 
to  many  insureds. 

The  majority  of  members,  however,  realize 


the  necessity  for  taking  action  with  respect  to 
those  members  whose  losses  constitute  an  un- 
due burden  on  the  program  as  a whole,  and 
especially  on  members  who  have  been  insured 
for  many  years  and  have  had  no  suits  or 
claims.  In  effect,  their  comments  favor  dealing 
with  extra-hazardous  risks  on  an  individual 
basis,  which  is  what  the  Board  has  been  doing 
for  many  years. 

Special  Individual  Rates.  In  its  1962 
annual  report,  the  Board  outlined  a procedure 
whereby  certain  members  might  be  referred  to 
our  insurance  carrier  for  the  determination  of  a 
special  rate,  commensurate  with  the  risk 
involved.  Whether  insurance  written  in  this 
way  should  be  included  in  the  State  Society 
program  or  should  be  handled  as  a direct 
transaction  between  the  insured  and  the  com- 
pany was  not  resolved. 

In  cases  where  it  believes  such  action  is 
indicated,  the  Board  recommends  that  it  be 
authorized  to  approve  insurance,  within  the 
program,  to  be  written  at  such  rates  as  may  be 
agreed  upon  by  the  insured  and  the  company. 

Rating  by  Specialty  and  Territory. 

From  the  comments  received,  it  appears  that 
members  are  not  entirely  familiar  with  the 
extent  to  which  premiums  are  now  broken  down 
both  by  territory  and  type  of  practice.  There 
are  separate  rate  schedules  for  the  three  ter- 
ritorial divisions  of  the  State,  reflecting  the 
more  favorable  loss  experience  of  most  of  the 
upstate  counties.  Since  September  1,  1957, 
records  have  been  kept  of  the  loss  experience  of 
some  thirty  specialties  and  types  of  practice. 
Although  several  specialties  may  be  assigned  to 
the  same  premium  class,  a specialty  may  be 
moved  to  either  a higher  or  a lower  premium 
class  should  its  loss  experience  worsen  or  im- 
prove. For  example,  ophthalmology  and  proc- 
tology are  now  in  a lower  premium  class  than 
other  surgical  specialties,  and  psychiatry  is  in 
a lower  premium  class  than  most  other  non- 
surgical  specialties. 

Settlements.  Other  comments  show  that 
many  members  have  a misconception  of  the 
company’s  role  in  disposing  of  malpractice 
cases. 

Since  it  is  a provision  of  the  master  policy 
that  no  case  can  be  settled  without  the  written 
consent  of  the  insured,  it  is  unfair  to  hold  the 
company  solely  responsible  when  a settlement 
is  made.  It  is  not  the  policy  of  the  company 
to  settle  because  the  cost  of  trial  may  be 
greater  than  the  amount  of  the  settlement 
demand.  Many  such  cases  are  resisted  in 
order  that  attorneys  will  be  discouraged  from 
bringing  strictly  nuisance  claims. 

Action  by  Council.  As  stated  in  our  annual 
report,  time  will  not  permit  the  Board  to  submit 
detailed  recommendations  for  changes  in  rates 
and  policy  provisions  to  the  House  of  Delegates 
when  meetings  are  held  in  February  or  earlier. 
Since  it  is  desirable  that  indicated  changes  be 
put  into  effect  as  soon  as  possible,  the  Board 
recommended  that  it  be  authorized  to  submit 
recommendations  to  the  Council.  The  Board 
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further  recommends  that  the  House  authorize 
the  Council  to  take  action  on  all  matters  relat- 
ing to  malpractice  insurance  and  defense. 

Respectfully  submitted, 

John  J.  Della  Porta,  M.D.,  Chairman 

Section  87 

Remarks  of  Speaker 

Speaker  Wurzbach:  I am  very  happy  to 

welcome  such  a full  House  on  a bad  day  for  the 
opening  of  this  158th  Annual  Meeting.  We 
were  warned  that  the  Farmer's  Almanac 
stated  that  today  was  going  to  be  a blizzard, 
but  despite  that  we  continued  in  our  prepara- 
tions, and  the  proof  is  that  you  gentlemen 
arrived. 

The  Vice-Speaker  and  I wish  to  thank  the 
chairmen  and  the  members  of  the  reference 
committees  for  their  quick  acceptance  of  their 
assignments.  We  realize  that  there  has  been 
difficulty  this  year  in  the  changeover  from 
May  to  February.  It  has  been  difficult  to  get 
some  of  the  reports,  but  the  published  reports 
and  the  supplementary  reports  that  you  have 
are  absolutely  up  to  date,  and  every  committee 
has  a full  report  for  your  study. 

Please  visit  the  scientific  exhibits  to  stimulate 
the  men  who  have  gone  to  the  effort  of  present- 
ing these  exhibits,  and  please  visit  the  tech- 
nical exhibits. 

The  reference  committees  will  meet  this 
afternoon  to  start  their  proceedings.  They 
will  meet  again  tomorrow  morning  after  the 
close  of  the  House  and  tomorrow  afternoon,  so 
that  everyone  may  have  a chance  to  attend  as 
many  reference  committees  as  he  wishes. 

Tomorrow,  after  the  close  of  the  morning 
session,  the  Special  Committee  on  Constitution 
and  Bylaws  will  meet,  sitting  as  a reference 
committee,  to  discuss  the  resolutions  placed 
before  the  House  this  year  which  will  come  up 
for  action  next  year. 

We  expect  that  the  free  and  open  discussion 
within  the  reference  committees  will  result  in 
reports  that  present  the  true  thinking  of  this 
body.  If  full  agreement  is  not  possible  in 
committee,  you  may  rest  assured  that  discussion 
at  the  time  of  presentation  of  the  report  will 
not  be  stymied  or  curtailed.  Everyone  will  be 
heard. 

Section  88 

Introduction  of  New  Delegates 

Speaker  Wurzbach:  We  have  a group  of 

new  delegates  which  we  are  happy  to  welcome. 

County  Delegates 

Isidore  Stemlieb,  Bronx 
Edward  P.  Ginouves,  Columbia 
Francis  J.  McMahon,  Dutchess 
Oscar  Greene,  Essex 
Arnold  J.  Lee,  Jefferson 
Ernest  Buffone,  Kings 
George  Liberman,  Kings 
Earl  L.  Peterson,  Kings 
Benjamin  J.  Rosenthal,  Kings 
Philip  Scoppa,  Kings 


Lewis  A.  Steinhilber,  Lewis 
Charles  R.  Harris,  Monroe 
John  M.  Cotton,  New  York 
Walter  L.  Freedman,  New  York 
Stanley  H.  Green wald,  New  York 
Thomas  K.  Lammert,  New  York 
Irving  Cramer,  Oneida 
Peter  V.  Gugliuzza,  Queens 
John  J.  Noonan,  Rensselaer 
Albert  B.  Accettola,  Richmond 
Herbert  L.  Sperling,  Rockland 
Melville  G.  Rosen,  Suffolk 
David  Ennis,  Wayne 

District  Delegates 

Fourth  District — Julius  Gelber,  Schenectady 
Seventh  District — Charles  M.  Smith,  Seneca 
Ninth  District — Frank  E.  Ciancimino,  Rock- 
land 

Section  Delegates 

Maurice  D.  Sanger,  Allergy 
I.  Richard  Schwartz,  Gastroenterology  and 
Proctology 

Marvin  L.  Amdur,  Industrial  Medicine  and 
Surgery 

Aaron  Feder,  Medicine 

Arthur  M.  Meisel,  Neurology  and  Psychology 
Robert  S.  Millen,  Obstetrics  and  Gynecology 
Samuel  Karelitz,  Pediatrics 
Donald  G.  Dickson,  Preventive  Medicine  and 
Public  Health 

Francis  F.  Ruzicka,  Jr.,  Radiology 
Charles  E.  Wiles,  Surgery 

Section  89  {see  8,  180) 

Supplementary  Report  of  the  President 

Speaker  Wurzbach:  The  next  order  of 

business  will  be  an  address  by  a person  whom 
you  know.  I asked  him  who  should  bring  him 
to  the  podium,  and  he  said,  “You’re  big  enough,” 
so  may  I present  our  president,  Dr.  Wheeler, 
for  his  address. 

. . .The  House  arose  and  applauded. 

. . .President  Wheeler  then  delivered  his 
supplementary  report  as  follows: 

To  the  House  of  Delegates,  Gentlemen: 

In  compliance  with  tradition,  I am  calling 
this  talk  the  Supplementary  Report  of  the 
President,  although  I wonder  whether  it 
couldn’t  be  changed  to  something  a little  less 
formidable — like  the  “Retiring  Address  of  the 
President”  or  “Famous  Last  Words.” 

However,  my  remarks  are,  indeed,  a supple- 
ment to  my  annual  report,  which  was  published 
in  the  Delegate’s  Handbook  and  the  January  1, 
1964,  issue  of  the  New  York  State  Journal  of 
Medicine,  and  so  the  official  title  is,  I confess, 
appropriate. 

As  I view  my  rather  truncated  term  of  office,  I 
find  that  I have  been  impressed  particularly 
with  the  steady,  if  unspectacular,  progress  our 
Society  is  making  in  putting  its  house  in  order 
and  laying  the  foundation  for  future  gains. 

I can  cite  much  evidence  in  support  of  this 
opinion,  from  the  increasingly  significant  work 
of  the  Planning  Committee  and  the  study  of  the 
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State  Journal  to  the  efforts  to  build  a co- 
hesive, efficient,  economically  run  headquarters 
operation. 

Perhaps  the  most  important  development 
that  has  occurred  since  the  publication  of  my 
president’s  report  in  the  Journal  was  the 
State  Society’s  appearance  on  January  21  at 
the  hearings  conducted  by  the  House  Ways  and 
Means  Committee  on  the  King- Anderson  Bill. 

As  your  president,  I was  privileged  to  present 
the  State  Society’s  views  regarding  this 
dangerous  measure,  and  since  our  testimony 
included  a comprehensive  statement  of  medi- 
cine’s position  on  this  vital  issue,  I shall  take 
the  liberty  at  this  time  to  quote  from  our 
remarks: 

1.  “Within  the  foreseeable  future,  most 
people  sixty-five  or  over  will  be  covered  by 
voluntary  health  insurance  plans  making  a 
gargantuan  Social  Security  program  needless.” 

2.  “The  proper  implementation  of  the  Kerr- 
Mills  Law  through  amendments  to  the  Federal 
statute  itself  and  changes  in  the  Metcalf-Mc- 
Closkey  Law  and  its  administration,  as  suggested 
by  the  State  Society,  will  provide  adequately 
for  the  ‘sixty-five  and  over’  group  who  are  not 
financially  destitute  but  who  are  unable  to  meet 
unusual  medical  expenses,  such  as  accompany 
catastrophic  illness.” 

3.  “Analysis  of  the.  . .King- Anderson  Bill 
clearly  shows  the  unreasonable,  tremendous  tax 
burden  it  will  place  upon  today’s  citizens  as  well 
as  future  generations.” 

The  statement  concluded  as  follows:  “The 

Medical  Society  of  the  State  of  New  York, 
therefore,  respectfully  requests  that  the  com- 
mittee use  every  means  at  its  command  to 
encourage  the  further  development  of  the 
remarkable  progress  made  by  the  voluntary 
insurance  plans  through  such  measures  as 
income  tax  credits.  The  Society  also  hopes  the 
committee  will  act  to  reinforce  the  Medical 
Assistance  to  the  Aged  program  so  that  the 
objectives  of  its  sponsors,  your  own  chairman, 
Congressman  Mills,  and  the  late  Senator  Kerr, 
may  be  properly  and  adequately  achieved.” 

As  I have  declared  on  any  number  of  occasions 
in  the  last  few  months,  testimony  before  com- 
mittees and  other  activity  by  the  State  Society’s 
leadership  are  needed  but  won’t  do  the  job  by 
themselves.  What  is  also  required  is  active, 
vocal  support  by  thousands  of  physicians,  not 
only  in  this  State  but  throughout  the  country. 
In  short,  I once  again  urge  the  members  of  this 
Society  to  do  everything  possible  to  let  their 
Congressmen  and  Senators  know  now  they  feel 
about  the  King- Anderson  Bill  and  to  get  their 
neighbors  and  friends  to  do  likewise.  In  this 
way,  Washington  will  come  to  realize  that  this  is 
not  a pocketbook  issue  but  a great  public 
health  issue  and  that  the  proposed  measure  will 
drastically  reduce  the  high  quality  of  medical 
care  we  have  achieved  in  this  country  under  the 
free  enterprise — the  voluntary — way. 

Labor  Health  Facilities.  Because  of  my 
belief  in  the  importance  of  a better  relationship 
with  union  health  centers  and  in  the  need  for 
raising  the  medical  standards  of  many  of  them, 


I established  last  summer  a Committee  on 
Labor  Health  Facilities.  The  committee  has 
already  begun  a study  on  the  medical  care 
rendered  by  these  centers  and  has  been  in 
touch  with  a number  of  them.  Since  it  shows 
so  much  promise,  I hope  the  committee  will  be 
continued. 

Hospital  House  Staffs.  I omitted  mention 
in  my  president’s  report  of  the  outcome  of  an 
issue  which  I considered — and  consider — very 
important.  This  is  the  question  whether 
hospitals  should  be  required  to  have  on  their 
house  staffs  interns  and  residents  of  whom 
at  least  25  per  cent  are  graduates  of  United 
States  and  Canadian  medical  schools  or  else 
lose  approval  of  their  graduate  training  pro- 
grams. If  you  will  recall,  this  unwise  proposal 
was  incorporated  in  a resolution  adopted  by  the 
House  of  Delegates  of  the  American  Medical 
Association  at  its  clinical  meeting  in  1962  in 
Los  Angeles.  I criticized  this  resolution  in  my 
address  before  the  State  Society’s  meeting  last 
May,  and  our  delegates  opposed  it  at  last 
summer’s  annual  convention  of  the  A.M.A.  in 
Atlantic  City.  As  a result,  at  least  in  part,  of 
this  action  by  us,  the  resolution  was  rescinded 
at  the  Atlantic  City  meeting. 

Chiropractic.  I know  that  the  bill  providing 
for  the  licensure  of  chiropractors  has  been  en- 
acted into  law,  but  I want  to  go  on  record  as 
saying  that  medicine  will  never  consider  chiro- 
practic as  anything  but  a cult  and  a fraud  and 
that  sooner  or  later  the  public  will  come  to 
agree  with  us  if  it  does  not  do  so  already.  I 
should  also  like  to  say  that  it  is  wrong  as  well  as 
harmful  to  view  the  passage  of  the  chiropractic 
law  as  an  irrevocable  act.  Other  statutes  have 
been  amended  or  repealed,  and  there  is  no 
reason  why  this  one  cannot  likewise  be  amended 
or  repealed  if  we  but  have  the  will  to  make  the 
necessary  effort. 

Civil  Rights.  Racial  discrimination  is  one 
of  the  major,  unresolved  issues  of  our  time, 
and  although  much  progress  has  been  made,  it 
still  represents  an  important  problem  within 
medicine  as  well  as  in  other  areas  of  American 
life.  The  situation  in  New  York  State,  I am 
happy  to  note,  is  fairly  good  in  many  respects, 
but  I recommend  that  we  continue  our  efforts 
to  eradicate  every  vestige  of  this  undemocratic 
practice.  I also  recommend  that  our  delegates 
to  the  A.M.A.  work  for  the  elimination  of 
racial  discrimination  in  all  components  of  our 
national  organization.  This  is  an  important 
issue,  and  it  must  be  faced.  We  owe  it  not 
only  to  our  Negro  colleagues  but  to  ourselves 
as  both  physicians  and  citizens. 

Space  Medicine.  I recommend  that  our 
Society  continue  fostering  an  interest  in  the 
medical  problems  of  space  travel  by  not  only 
retaining,  but  strengthening,  its  Section  on 
Space  Medicine.  New  York  has  been  one  of 
the  leaders  in  its  emphasis  on  this  increasingly 
important  subject,  and  I believe  that  we  should 
continue  this  forward-looking  policy.  Further- 
more, I suggest  that  our  delegates  to  the  A.M.A. 
work  for  the  establishment  of  a section  on 
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space  medicine  by  that  organization  since  this 
speciality  has  taken  on  national  and  international 
dimensions. 

Ontario  Medical  Society.  You  will  be 
interested  to  know  that  officers  of  our  Society 
and  the  Ontario  Medical  Society,  which  rep- 
resents the  physicians  in  the  province  just 
north  of  New  York  State,  met  recently  in 
New  York  City  at  their  request.  We  exchanged 
views  and  information  about  various  questions 
facing  the  doctors  of  the  areas  covered  by  our 
two  organizations,  including  government-sup- 
ported medical  care  plans.  The  Ontario  Society 
recently  suggested  a medical  care  program  for 
the  entire  population  of  that  province  that  is 
quite  similar  to  the  Kerr-Mills  Act,  except 
that  the  participants  carry  voluntary  health 
insurance  and  the  provincial  government  pays 
the  premiums,  with  the  amount  of  the  insurance 
depending  on  one’s  income.  The  plan  has  in 
most  respects  been  accepted  by  the  Ontario 
officials,  and  it  is  now  in  force  in  that  province. 

The  Ontario  Society  was  represented  by  its 
president,  vice-president,  and  executive  secre- 
tary; our  Society  by  Drs.  George  Burgin, 
Henry  Fineberg,  Waring  Willis,  James  Green- 
ough,  and  myself. 

We  look  forward  to  further  productive  meet- 
ings with  our  friends  from  the  north. 

The  Family  Physician.  I have  made 
similar  remarks  before,  but  I cannot  relinquish 
the  office  of  president  without  re-emphasizing 
my  view  that  the  family  physician  is  as  im- 
portant as  ever,  if  not  more  so,  and  that  medical 
schools  especially  would  do  well  to  review  their 
attitudes  regarding  the  role  he  plays  in  modern 
medicine.  I am  all  for  the  training  of  specialists, 
but  it  is  my  firm  belief  that  both  medicine  and 
the  public  interest  will  suffer  if  the  family 
doctor  disappears  from  the  scene  or  becomes  so 
insignificant  that  he  is  hardly  visible. 

I want  to  take  this  opportunity  to  thank  the 
officers  and  staff  of  the  State  Society  for  the 
help  they  have  given  me  during  my  tenure. 
They  have  all  performed  in  a notable  manner, 
and  I for  one  cannot  sing  their  praises  enough. 

I leave  the  presidency  with  a heavy  heart  for, 
while  my  tenure  was  short,  it  was  both  challeng 
ing  and  interesting.  At  the  same  time  I look 
forward  to  the  future  with  optimism  because  I 
realize  that  my  successor  will  be  George  A. 
Burgin,  M.D.,  of  Little  Falls,  one  of  the  finest 
men  in  medicine.  I know  that  during  his 
term  of  office,  the  Society  will  be  in  safe  and 
capable  hands.  Thank  you. 

Respectfully  submitted, 

William  L.  Wheeler,  Jr.,  M.D.,  President 

. . . The  House  arose  and  applauded . . . 

Section  90  ( see  181)  Report  64-U 

Report  of  the  President-Elect 

Speaker  Wurzbach:  The  Chair  now  recog- 
nizes President-Elect  George  A.  Burgin,  M.D., 
and  asks  Dr.  Gibson  and  Dr.  Golden  to  present 
him  at  the  podium. 


. . . The  audience  arose  and  applauded  as  Leo 
E.  Gibson,  M.D.,  and  Harold  T.  Golden,  M.D., 
escorted  President-Elect  Burgin  to  the  podium. . . 

. . . President-Elect  Burgin  then  delivered  the 
following  address: 

To  the  House  of  Delegates,  Gentlemen: 

The  months  that  have  sped  by  since  the  last 
meeting  of  the  House  of  Delegates  have  been 
anxious  months  in  many  ways — for  our  pro- 
fession, for  the  nation,  for  all  of  us. 

Last  year,  the  Medical  Society  and  the  people 
of  the  State  of  New  York  suffered  a grave  set- 
back in  which,  with  the  support  of  the  leaders 
of  both  political  parties,  the  State  Legislature 
passed,  and  the  Governor  signed  into  law,  a 
dangerous  bill  recognizing  and  licensing  the 
nonscience  of  chiropractic.  Only  last  December, 
the  newspapers  and  other  news  media  made 
known  the  serious  findings  of  a world  health 
survey,  which  revealed  that  the  people  of  the 
United  States  now  stand  only  ninth  in  life 
expectancy  and  tenth  in  the  prevention  of 
infant  mortality.  Such  findings  lead  to  govern- 
ment health  measures  which  many  of  us  oppose 
as  medically  and  economically  unsound  and 
suggest  that  there  exist  grave  shortcomings  in 
our  relations  with  our  fellow  citizens. 

Perhaps  I am  being  unduly  subjective!  I 
spent  several  months  last  year  recuperating 
from  an  illness.  This  provided  me  an  op- 
portunity to  do  a great  deal  of  thinking  about 
the  forthcoming  responsibilities  of  this  office. 
These  are  not  responsibilities  I take  lightly,  be- 
cause they  involve  the  actions  our  Society  might 
take  in  the  interest  of  medicine  during  the  com- 
ing year. 

I thought  of  many  things  during  that  time. 
I looked  back  to  1926,  to  the  start  of  my  own 
career  as  a physician.  Those  were  the  days 
when  the  rural  fee  for  an  obstetric  case  was  $15, 
and  this  fee  included  not  only  spending  the 
better  part  of  a day  and  a night  with  the 
patient  but  also  assuring  her  family  that 
everything  was  going  to  be  fine!  I was  struck 
by  the  fact  that  the  population  of  our  nation  has 
just  about  doubled  since  the  day  I treated  my 
first  patient,  and  I was  all  but  overwhelmed  by 
my  attempts  to  catalog  mentally  all  the  advances 
which  research  and  clinical  medicine  have 
brought  forward  since  then  for  the  health  and 
the  safety  of  our  200  million  people. 

And  yet,  with  all  the  changes  we  have 
witnessed  since  1926,  certain  constants  have 
remained.  Now,  as  when  I started  in  medical 
practice,  the  person-to-person  relationship  of 
physician  and  patient  remains  the  safest  key  to 
individual  and  national  health.  This  remains 
true  despite  all  the  high  speed  computers  of 
the  physicists,  the  wonder  drugs  of  the  chemists, 
and  the  highly  touted  medical  care  plans  of  the 
political  scientists.  During  our  time,  our 
national  ideals  have  been  tested  repeatedly, 
and  yet  the  ideals  of  the  two  great  American 
presidents  whose  birthdays  we  celebrate  this 
month  remain  as  the  philosophy  to  carry  us 
safely  into  the  future. 

However,  the  ideals  of  Washington  and 
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Lincoln  are  not  static!  They  can  live  only  to 
the  extent  that  each  citizen  recognizes  his 
individual  responsibility  for  the  protection 
and  extension,  as  well  as  enjoyment,  of  the 
freedoms  we  twentieth-century  Americans 
accept  as  our  heritage.  We  must  never  forget 
that  the  greatest  of  all  our  freedoms  are  the 
rights  and  obligations  we  inherit  as  citizens. 
Whether  we  are  politicians  who  propose  meas- 
ures like  the  King-Anderson  Bill  or  physicians 
who  oppose  such  bills,  we  remain  citizens. 
This  might  be  a good  time  for  us,  as  physicians, 
to  recognize  that  the  success  or  failure  of  our 
efforts  in  political  actions  depends  on  how  we 
doctors  shape  up  as  citizens. 

As  New  York  State  physicians,  let  us  consider 
those  who  wrote,  passed,  and  signed  the 
chiropractic  bill,  a measure  we  have  sound 
scientific  reason  to  fear  as  a danger  to  public 
health.  Why  did  the  lawmakers  and  the 
Governor  choose  to  ignore  the  solid  medical 
evidence  and  advice  our  Society  offered  in 
opposition  to  this  bill?  Why  did  we  medical 
doctors  of  New  York  fail  to  win  the  confidence 
of  our  fellow  citizens  who  controlled  the  fate 
of  this  bad  bill?  Will  our  future  recommenda- 
tions also  be  discounted? 

I do  not  know  the  answer,  or  answers,  to  these 
all-important  questions.  I do  know  that  unless 
or  until  we  find  the  answers  to  these  questions, 
we — and  our  patients — are  in  for  some  very 
rough  going.  I feel  that  today’s  conditions 
suggest  self-examination  of  ourselves  as  citizens 
and  how  we  might  appear  to  our  fellow  citizens 
who  do  not  happen  to  be  physicians. 

I would  like  to  comment  on  two  aspects  of 
the  role  of  physicians  as  citizens  in  our  State. 

Most  practicing  physicians  in  our  State 
adhere  to  the  formal  or  informal  ethical  schedules 
of  standard  fees  in  our  communities.  Yet, 
there  are  a few  doctors,  unmindful  of  the 
anguish  they  cause  patients  and  their  families, 
who  hurt  us  all  by  charging  fees  far  in  excess  of 
all  local  standards  and  values.  Is  it  any 
wonder  that  patients  victimized  by  such  men 
turn  their  backs  on  all  physicians?  And,  are 
not  some  of  these  victimized  patients,  or  mem- 
bers of  their  families,  elected  to  membership  in 
local,  State,  and  Federal  legislatures? 

Ninety-nine  per  cent  of  the  physicians  of 
our  State  remain  firmly  dedicated  to  the  welfare 
of  their  patients  and  our  profession.  For 
example,  in  the  past  thirty  years,  during  which 
the  wage  of  the  average  factory  worker  in- 
creased 400  per  cent,  the  average  appendectomy 
fee  has  risen  only  about  50  per  cent. 

But  we  must  recognize  the  blunt  fact  that  the 
few  doctors  who  do  make  a practice  of  charging 
exorbitant  fees  are  bad  citizens.  Their  acts 
damage  both  the  social  and  the  medical  com- 
munities in  which  we  function.  We  must 
not  permit  this  danger  to  all  of  us  to  rest 
merely  with  this  observation.  This  is  a problem 
which  cannot  be  ignored  by  our  Medical  Society 
any  more  than  it  is  by  the  private  insurance 
companies.  Insurance  carriers  are  presently 
being  forced  by  the  fee-gougers  to  reappraise 
their  health  insurance  programs  for  the  aging. 


Perhaps  this  is  the  time  for  us  as  a Society  to  set 
ourselves  again  to  the  task  of  high  fees  to  meet 
the  problem  head-on  as  concerned  and  ethical 
citizens. 

While  charging  excessive  fees  is  an  act  of 
commission,  an  even  more  serious  sin  of  omission 
now  affects  the  health  literally  of  hundreds  of 
communities  in  New  York  State.  I refer  to 
the  critical  shortage  and  even  the  total  absence 
of  physicians  in  all  too  many  upstate  com- 
munities. 

I realize  that  many  of  you  here  today  live  and 
practice  in  places  where  doctor  shortages  have 
long  ceased  to  exist.  The  fact  still  remains  that 
many  thousands  of  people  in  upstate  New  York 
are  at  present  living  in  medically  under- 
privileged towns  and  counties.  I myself  five 
and  practice  in  a small  city  only  four  hours  by 
thruway  from  where  we  meet  today.  Our 
modem  100-bed  hospital  must  serve  a com- 
munity with  only  ten  physicians  but  a popula- 
tion of  over  20,000. 

A glance  at  the  January  issue  of  our  “Physi- 
cians’ Placement  Bulletin”  tells  a frightening 
story  of  doctor  shortages.  For  example,  the 
town  of  Allegany  has  no  doctor  for  6,500  people 
within  a 10-mile  radius.  The  same  holds  true 
for  the  2,100  people  of  Cherry  Valley,  the  4,500 
people  of  Peru  in  Clinton  County,  and  in  many 
other  communities.  In  that  bulletin  the  Che- 
nango County  Health  Clinic,  located  in  a town  of 
10,000  people,  asks  for  a psychiatrist  for  this 
county  of  40,000  citizens. 

There  is  scarcely  an  upstate  town  or  com- 
munity— like  my  own  community — that  is  not 
in  desperate  need  of  more  physicians  to  share  the 
burdens  and  the  responsibilities  of  local  practices 
far  too  great  for  the  short  supply  of  medical 
men  available. 

This  is  not  a problem  new  to  upstate  New 
York  or  peculiar  to  our  times.  I recall  that 
some  years  ago,  in  an  early  effort  to  attract 
young  doctors  to  the  economic  and  social  bene- 
fits of  a medical  practice  in  upstate  New  York, 
the  Albany  Medical  College  embarked  on  a 
pioneer  program.  On  its  own  initiative  and 
without  backing  from  county  medical  societies, 
my  old  school  set  up  a summer  medical  pre- 
ceptorship  program  for  third-year  medical 
students.  The  students  were  offered  room  and 
board  during  their  vacations  for  spending  the 
summer  as  assistants  to  upstate  doctors.  This 
well-intentioned  attempt  to  sell  medical  students 
on  the  real  advantages  of  an  upstate  practice 
failed  for  one  simple  reason:  it  could  not  offer 
wages  which  the  medical  students  sorely  needed 
for  their  next  semester’s  tuition. 

At  present,  applying  the  lessons  learned 
from  these  early  trial  runs,  there  are  some  good 
medical  student  programs  at  work  in  our  State. 
In  St.  Lawrence  County  the  county  medical 
society  offers  an  annual  scholarship  of  $1,000 
open  to  any  bonafide  resident  of  the  county 
who  is  either  attending  or  has  been  accepted 
for  admission  by  any  recognized  medical 
school  in  the  United  States  or  Canada.  There 
are  no  restrictions  as  to  race,  religion,  sex,  or 
national  origin  applied  to  this  scholarship. 
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It  is  hoped,  however,  that  the  individual 
receiving  it  will  return  to  St.  Lawrence  County 
to  practice  or  consider  the  scholarship  as  a loan 
to  be  returned,  as  convenient,  without  interest. 

The  Eighth  District  Branch  with  the  coopera- 
tion of  local  private  business  is  now  offering 
a limited  number  of  summer  preceptorships 
that  are  as  attractive  financially  to  third-year 
medical  students  as  any  other  offers  they  receive 
from  industry  or  government.  Under  the  terms 
of  this  program,  third-year  medical  students 
receive  a salary  of  $100  per  week  for  a summer 
of  work  as  doctors’  assistants. 

Such  programs  as  these  are  worthy  of  the 
encouragement  of  all  of  us.  Where  these 
leaders  need  our  help,  we  should  grant  it  im- 
mediately. 

If  these  plans  show  signs  of  succeeding,  they 
should,  with  our  help  and  encouragement, 
be  duplicated  in  dozens  of  other  upstate 
counties.  Knowing  the  real  attractions  of 
living  and  practicing  in  upstate  New  York,  I 
feel  reasonably  sure  that  a significant  number  of 
medical  students,  originally  attracted  to  a 
beautiful  community  by  such  preceptorship 
programs,  will  be  influenced  to  settle  down  with 
us  permanently  when  they  receive  their  degrees. 

In  all  candor,  however,  I must  also  concede 
that  such  programs  are  at  best  merely  stopgap 
efforts.  In  our  State,  as  indeed  in  the  rest  of 
the  country,  the  problems  of  assuring  every 
community  of  adequate  medical  care  are  far  too 
deep-rooted  to  be  resolved  by  preceptorship 
programs  alone.  Today,  we  simply  do  not 
have  enough  intellectually  gifted  young  people 
interested  in  careers  in  medicine. 

We  are  all  familiar  with  the  present  competi- 
tion for  the  minds  and  the  imaginations  of  the 
young  people  most  suited  for  medical  schools. 
Careers  which  never  existed  when  we  were 
students — careers  in  the  scientific  aspects  of 
our  space  programs,  in  nuclear  physics,  in 
plastic  chemistry,  and  in  the  new  world  of 
electronics — these  challenging  careers  today 
beckon  to  our  bright  high  school  youngsters. 
Even  in  our  own  science,  existing  laboratory 
breakthroughs  in  microbiology  and  molecular 
biology,  in  genetics,  in  biochemistry,  and  in 
biophysics  have  attracted  into  medical  re- 
search many  of  the  talented  boys  and  girls  who 
in  prewar  years  would  have  automatically 
gravitated  to  the  world  of  clinical  medicine. 

Where  in  1947  nearly  7 per  cent  of  all  college 
students  applied  to  medical  schools,  within  a 
decade  this  figure  was  cut  to  4 per  cent.  It  has 
been  only  within  the  past  year  or  two  that  the 
postwar  slump  of  decisions  for  medical  school 
has  ended,  and  the  percentage  of  students 
applying  to  medical  schools  has  begun  to  show 
even  a slight  rise. 

There  is  no  doubt  in  my  mind  but  that  much 
of  the  credit  for  ending  this  decline  in  decisions 
for  medicine  can  be  given  to  the  American 
Medical  Association  program  of  reaching  the 
potential  medical  students  early  in  their  pre- 
college careers  with  literature,  films,  and 
ambitious  A.M.A.-endorsed  programs,  like  the 
Medical  Explorer  program  of  the  Boy  Scouts 


and  the  community  Future  Physicians  Club 
movement  based  on  the  efforts  of  county  medical 
societies.  The  A.M.A.  program  has  extended 
also  to  healthy  cooperation  with  the  local  and 
national  high  school  science  fairs  and  with  the 
Student  American  Medical  Association. 

At  a later  time  I would  like  to  explore  with 
your  cooperation  all  the  ways  and  means  by 
which  we  can  stimulate  Future  Physicians 
Clubs  in  every  New  York  State  community. 
Today  the  competition  for  the  talented  young 
people  begins  at  the  secondary  school  level, 
and  the  medical  profession  in  our  State  will 
have  to  learn  to  live  with  these  new  conditions. 

But  reaching,  advising,  and  encouraging 
talented  high  school  students  to  seek  careers 
in  clinical  medicine  is  only  the  first  phase  of  our 
task.  Perhaps  we  must  begin  also  to  consider 
programs  which  will  make  it  economically  pos- 
sible for  gifted  students  interested  in  medicine 
to  get  through  their  premedical  years. 

At  present  none  of  the  A.M.A.  or  government 
loan  programs  offer  any  scholarship  aid  to  the 
undergraduate  premedical  students.  We  would 
be  hiding  our  heads  in  the  sand  if  we  failed  to 
recognize  that  the  absence  of  such  scholarship 
aid  robs  clinical  medicine  of  some  exceptionally 
talented  students  even  before  these  young 
people  are  ready  for  medical  schools.  I feel 
that  it  is  incumbent  on  us,  as  citizens  who 
are  also  proud  to  be  physicians,  to  propose  and 
work  for  any  and  all  viable  programs  of  scholar- 
ship aid  to  talented  premedical  students. 

Let  every  able  student  in  high  school  know 
that  the  Medical  Society  of  the  State  of  New 
York  is  anxious  to  have  the  most  talented  of 
our  high  school  boys  and  girls  prepare  them- 
selves to  enter  our  ranks  as  our  colleagues;  let 
them  know  that  the  old  road  block  of  dis- 
criminatory quotas  and  rising  tuition  costs  are 
disappearing  as  barriers  to  a sound  modern 
medical  education;  let  such  conditions  prevail 
in  New  York  State — and  we  can  then,  and 
only  then,  begin  to  think  of  permanent  solutions 
to  the  dangerous  shortages  of  physicians. 

If  there  is  any  one  overriding  challenge  to 
medicine  and  medical  care  in  our  State,  it 
remains  this  growing  problem  of  doctor 
shortages  in  county  after  county  north  of 
Manhattan. 

The  critical  shortage  of  sufficient  physicians 
endangers  the  health  of  people  in  more  ways 
than  one.  In  the  absence  of  enough  qualified 
physicians,  there  emerges  the  sinister  figure 
of  a quack.  Despite  more  than  fifty  years  of 
opposition  from  organized  medicine,  the 
racketeers  of  medical  quackery  are  now  stronger 
and  more  dangerous  than  ever. 

Nobody  knows  how  many  people  in  our  State 
and  in  our  nation  died  in  the  past  year  because 
they  turned  to  quack  nostrums,  quack  gadgets, 
and  quack  diets  when  they  first  suffered  the 
symptoms  of  diseases  which  modem  medicine 
and  qualified  doctors  can  correct,  control,  and 
cure. 

At  the  last  national  congress  on  medical 
quackery  held  in  Washington  under  the  joint 
sponsorship  of  the  A.M.A.  and  the  Federal 
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Food  and  Drug  Administration,  estimates 
were  put  forward  that  medical  quackery  is  now 
a racket  whose  annual  take  is  well  over  a billion 
dollars.  However,  none  of  the  delegates  to  the 
congress  could  even  begin  to  estimate  the  cost  to 
the  nation  in  terms  of  human  lives,  health,  and 
man  hours. 

As  physicians  who  are  also  citizens,  it  is  our 
responsibility  to  take  the  lead  in  exploring  the 
dangers  of  medical  quackery  in  the  State  of 
New  York.  During  the  coming  year,  I would 
like  to  see  our  Society  organize  a New  York 
State  Congress  on  Medical  Quackery  out  of 
which  could  come  a traveling  exhibit  exposing 
the  quacks  and  the  cruel  danger  of  their  worth- 
less gadgets,  nostrums,  and  diets.  If  we  initi- 
ate such  an  effort,  we  need  not  be  alone  in  this 
work.  I am  certain  that  the  great  voluntary 
health  agencies,  the  schools  and  the  P.T.A.’s, 
the  churches,  the  synagogues,  and  other 
organizations  in  every  community  would  gladly 
join  forces  with  us  to  bring  the  message  of  this 
congress  to  every  community  in  this  State. 

The  drive  to  educate  the  people  of  New  York 
to  the  dangers  of  quackery  should  be  waged  as 
vigorously  by  each  of  us  as  we  are  now  working 
to  put  forward  our  legislative  views  through  our 
political  action  campaigns  like  “New  York 
Operation  Hometown.”  And,  in  passing,  may 
I urge  that  this  House  reaffirm  the  action  of  the 
House  in  1962,  when  it  voted  to  approve  the 
resolution,  “That  the  Medical  Society  of  the 
State  of  New  York  approve  the  aims  and  efforts 
of  the  Empire  Medical  Political  Action  Com- 
mittee.” I believe  that  this  is  an  activity 
worthy  of  the  support  of  every  individual 
physician  and  physician’s  wife  in  the  State, 
regardless  of  party  affiliation. 

During  the  coming  year  I expect  to  put 
before  our  Council  a number  of  concrete 
programs  designed  to  meet  what  I consider  to 
be  our  most  pressing  needs.  These  will  include 
proposed  action  on  alleviating  the  shortage  of 
physicians  in  upstate  New  York  communities, 
a program  for  actively  aiding  potential  physi- 
cians, and  a meaningful  campaign  for  the  pro- 
tection of  every  citizen  in  the  State  from  every 
form  of  medical  quackery. 

I would  like  to  hear  your  thoughts  on  how 
we  can  meet  these  and  other  problems  we  face  as 
physicians  and  citizens.  Let  me  have  your 
ideas,  your  help  in  planning  these  programs,  and 
your  cooperation  in  carrying  them  out  for  the 
benefit  of  all  our  fellow  citizens. 

And  now  I want  to  salute  William  L.  Wheeler, 
Jr.,  M.D.,  our  outgoing  president,  and  Henry 
I.  Fineberg,  M.D.,  our  able  executive  vice- 
president,  and  to  thank  them  on  behalf  of  all 
of  us  for  the  splendid  leadership  they  have 
given,  and  will  continue  to  give,  this  Society. 

In  all  sincerity  I now  pledge  you  that  dur- 
ing the  year  ahead  I will  give  you  my  best 
efforts  to  benefit  our  Society  and  to  contribute 
to  our  programs  to  bring  the  best  medical 
care  to  our  fellow  citizens  in  New  York  State. 

Respectfully  submitted, 

George  A.  Burgin,  M.D.,  President-Elect 

. . . The  House  arose  and  applauded . . . 


Awards  and  Guests 


Section  91 

Address  of  President  of  Woman’s  Auxiliary 

Speaker  Wurzbach:  I will  now  ask  Irving 
G.  Frohman,  M.D.,  and  Frank  W.  Farrell, 
M.D.,  to  escort  to  the  podium  Mrs.  Ezra  A. 
Wolff,  president  of  the  Woman’s  Auxiliary. 

. . . The  audience  arose  and  applauded  as  Drs. 
Frohman  and  Farrell  escorted  Mrs.  Wolff  to  the 
podium.  . . 

Mrs.  Ezra  A.  Wolff:  Dr.  Wheeler,  Dr. 

Wurzbach,  and  members  of  the  House  of 
Delegates,  it  is  with  deep  humility  that  I 
address  this  House  of  Delegates,  and  on  behalf 
of  the  State  Woman’s  Auxiliary,  I will  bring 
you  a brief  resume  of  our  accomplishments  for 
this  past  year. 

Nine  months  to  most  mature  women  signifies 
the  duration  of  pregnancy  necessary  for  the 
full  development  of  a child.  To  our  dedicated 
Auxiliary  members,  the  past  nine  months  denote 
the  shortened  Auxiliary  year  occasioned  by 
present  constitutional  change.  If  I may  con- 
tinue the  metaphor,  this  premature  termination 
of  gestation  has  resulted  in  increased  labor — 
the  crowding  of  a full  year’s  work  into  nine 
months.  I do  not  feel  that  it  has  failed  to 
produce  a completely  mature  effort  to  carry  out 
our  theme  for  this  Auxiliary  year  to  “Advance 
Auxiliary  Aims.” 

The  statistical  reports  received  from  49  of 
our  50  presidents  evidence  allegiance  to  our 
objectives:  to  enhance  public  health  an  d 

education  as  well  as  to  promote  good  fellowship 
among  our  doctors’  families. 

Our  constituent  auxiliaries  and  State  Auxiliary 
have  contributed  over  $72,000  to  the  A.M.A. 
Education  and  Research  Foundation  since  1953, 
a large  percentage  of  that  having  been  ear- 
marked for  the  student  loan  fund. 

Since  1950  we  have  made  substantial  con- 
tributions to  Physicians’  Home,  in  the  neighbor- 
hood of  $29,000. 

All  but  one  county  auxiliary  participated  in 
legislative  activity,  as  directed  by  your  Legisla- 
tion Committee  and  the  national  and  State 
auxiliaries.  Many  engaged  in  “Operation 
Hometown”,  played  the  .COPE  record  for  lay 
groups,  and  arranged  for  speakers  for  organiza- 
tions. Many  met  with  legislators,  and  they 
distributed  legislative  material  supplied  by 
your  Society  and  the  A.M.A.  concerning  the 
hazards  of  Medicare  and  government  paternal- 
ism, as  well  as  voluntary  medical  care  plan 
pamphlets. 

I know  the  majority  of  our  members  are 
cognizant  of  this  crucial  time  in  Federal  legisla- 
tive matters  and  the  psychology  that  “The 
more  that  is  given,  the  less  people  will  work  for 
themselves  and  the  less  they  work,  the  more 
their  poverty  will  increase.”  In  my  eagerness 
to  stimulate  them  even  further  to  continue 
vigorously  our  fight  against  those  who  want 
to  destroy  freedom  in  the  practice  of  medicine, 
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lower  the  quality  of  medical  care  for  our 
American  people,  and  completely  destroy  the 
doctor-patient  relationship,  I quoted  Somerset 
Maugham  to  our  House  of  Delegates,  “If  a 
nation  values  anything  more  than  freedom,  it 
will  lose  its  freedom:  and  the  irony  of  it  is  that 
if  it  is  comfort  or  money  that  it  values  more,  it 
will  lose  that  too.” 

We  are  proud  that  our  civil  defense  chairman 
represented  us  at  the  New  York  State  Women’s 
Defense  Council  in  Albany,  and  our  cochair- 
man of  the  legislation  committee  attended  the 
New  York  State  Women’s  Legislative  Forum, 
also  in  Albany.  This  member,  Mrs.  Harvey 
Kausel,  of  whom  we  are  so  proud,  is  also 
serving  on  the  board  of  directors  of  EMPAC. 

Many  of  our  auxiliaries  sponsor  health  careers 
clubs  in  high  schools  and  are  responsible  for  the 
enrollment  of  thousands  of  students  in  medicine 
and  other  careers  allied  with  it.  Within  the 
past  twelve  years,  $275,000 — and  I hope  this 
figure  impresses  you — has  been  awarded  by 
our  auxiliaries  in  the  State  to  students  who 
otherwise  might  not  have  been  able  financially 
to  pursue  such  careers.  Some  of  these  scholar- 
ships are  for  medical  students,  one  of  whom  is 
the  son  of  a physician  who  has  been  an  invalid 
for  fifteen  years  and  whose  disability  insurance 
has  ceased. 

Our  members  in  the  Syracuse  area  did  a 
magnificent  job  assembling  and  manning 
the  health  exhibit  we  sponsored  at  the  New 
York  State  Exposition  this  past  August. 

Distaff,  our  Auxiliary  publication,  is  one  of 
the  finest  in  the  nation,  and  the  auxiliaries  of 
all  the  states  receive  copies,  so  that  news  of 
our  activities  is  not  limited  to  our  own  New 
York  members. 

The  public  health  and  public  relations 
programs  adopted  by  our  auxiliaries  are  many. 
This  year  they  included  serving  in  diabetic  and 
glaucoma  detection  clinics;  arranging  health 
lectures  for  the  laity  with  State  Medical  Society 
speakers;  engaging  in  cancer  surveys;  sponsoring 
homemaker  services;  planning  GEMS  courses 
(This  means  Good  Emergency  Mother  Sub- 
stitute. They  train  high  school  students  to  be 
good  baby  sitters.  We  have  a series  of  four 
lectures  with  doctors,  nurses,  and  representatives 
of  police  and  fire  departments  giving  lectures 
to  these  youngsters) ; establishing  medical 
supplies  loan  closets  for  the  indigent  in  many 
communities;  participating  in  services  for 
mental  health,  polio  immunization  programs  of 
medical  societies,  tuberculosis  associations, 
hospital  auxiliaries,  community  rescue  squads 
and  community  chests,  county  fair,  and  others, 
and  also  sponsoring  a contest  for  “Woman  of  the 
Year — an  Outstanding  Citizen  over  Seventy” 
(this  was  just  recommended  this  year,  and 
others  are  going  to  follow) . 

Two  years  ago  our  national  auxiliary 
established  a new  standing  committee  on 
international  health  activities.  This  year  our 
State  Auxiliary  initiated  that  activity.  Since 
last  May  36  of  our  50  county  auxiliaries  in  this 
State  have  appointed  international  health 
activities  chairmen  and  are  actively  engaged  in 


packing  and  sending  drugs,  medical  supplies, 
medical  journals,  and  textbooks  for  under- 
privileged nations.  Many  are  showing  the 
Project  HOPE  film  and  have  made  contributions 
to  this  worthy  cause.  Most  of  our  members 
are  overwhelmed  with  excitement  and  eagerness 
for  the  broadening  of  this  program.  We  have 
realized  that  the  destinies  of  the  victims  of 
suffering  abroad  greatly  affect  our  own,  mate- 
rially and  spiritually.  Unless  we  show  our 
concern  on  a people-to-people  basis  and  give 
assistance,  these  underprivileged  are  vulnerable 
prey  of  communism.  Our  members  feel  that 
“The  vocation  of  every  man  and  woman  is  to 
serve  other  people.”  It  is  my  opinion  that  all 
of  us  have  waited  too  long  to  offer  our  help. 
Delay  always  breeds  danger.  Reminiscent  of 
our  feelings  about  prevention  of  servitude  is  an 
excerpt  from  one  of  Abraham  Lincoln’s  talks, 
“If  destruction  be  our  lot  we  must  ourselves  be 
its  author  and  finisher.  As  a nation  of  freemen, 
we  must  live  through  all  time,  or  die  by  suicide.” 
Another  phase  of  this  committee’s  work  is 
extending  hospitality  to  foreign  physicians  and 
their  families,  interns,  residents,  and  medical 
students,  individually  and  collectively. 

Membership  is  our  weakest  link,  and  here  is 
where  I am  asking  your  help.  We  have  about 
4,800  members,  which  represents  only  a small 
portion  of  our  potential.  If  you  are  a member 
of  an  auxiliary-less  medical  society,  please  do 
appeal  to  your  wife  for  help.  Ask  her  to  gather 
potential  members  for  a get-together,  and  urge 
the  formation  of  an  auxiliary.  Then  appeal 
to  your  society’s  comitia  minora  to  approve  i le 
formation  of  one.  We  are  still  missing  a’  il- 
iaries  from  Chenango,  Chemung,  Essex,  Frank- 
lin, Hamilton,  Livingston,  Lewis,  New  York, 
Otsego,  Schuyler,  and  Tompkins  counties. 
If  there  is  an  auxiliary  in  your  county,  I 
hope  that  you  will  urge  your  wives  to  join  if 
they  are  not  already  members.  At  the  past 
A.M.A.  winter  session,  our  national  Auxiliary 
president  addressed  the  A.M.A.  House  of 
Delegates.  Her  arguments  were  so  convincing 
that  the  A.M.A.’s  Reference  Committee  on 
Reports  of  Officers  stated,  “We  recommend  to 
the  Board  of  Trustees,  all  delegates,  and  all 
A.M.A.  members  that  they  continue  to  support 
the  Woman’s  Auxiliary  so  that  it  can  be 
successful  in  increasing  its  membership,  in 
raising  more  revenue,  and  in  broadening  the 
aim  of  its  activities.”  This  was  adopted  by  the 
A.M.A.  House.  May  I suggest  that  this 
House  of  Delegates  consider  the  adoption  of  a 
similar  resolution?  We  could  do  much  more  to 
help  you  with  your  aim  to  serve  humanity  if  we 
had  additional  members. 

Congressman  Durwood  Hall  said  at  the 
A.M.A.  winter  session  that  “Ladies  are  politi- 
cians’ dreams.”  I ask  each  of  you  to  hold  us  in 
that  same  esteem  as  the  politicians  do.  Won’t 
you  agree  that  our  record  of  achievement 
deserves  that  esteem? 

Thank  you. 

Speaker  Wurzbach:  Thank  you  very  much, 
Mrs.  Wolff. 


1458  New  York  State  Journal  of  Medicine  / June  1,  1964 


Section  92 

Presentation  of  Redway  Award 

Speaker  Wurzbach:  Dr.  Wheeler  will  now 

present  the  annual  Red  way  Award. 

President  Wheeler:  The  annual  award 

| for  1963  of  the  Laurance  D.  Redway  Award 
I for  Medical  Writing  goes  by  unanimous  de- 
! cision  of  the  judges  to  Alvan  L.  Barach,  M.D., 
New  York  City,  for  his  original  article  on 
“Hyperbaric  Oxygen  and  Current  Medical 
Uses  of  Oxygen,”  published  in  the  October  1, 
1963,  issue  of  the  New  York  State  Journal  of 
Medicine. 

The  author,  as  a result  of  many  years’ 
experience  in  the  field,  cogently  presented  the 
facts  of  an  important  new  development  in 
oxygen  therapy.  The  use  of  oxygen  under 
increased  pressure  up  to  two  to  three  atmos- 
pheres has  been  fife-saving  in  carbon  monoxide 
poisoning  and  is  proving  useful  in  other  emer- 
gencies, such  as  ischemia  of  the  heart  muscle 
and  of  end-of-the-fine  tissues  in  the  cerebrum, 
the  lungs,  and  the  extremities.  Its  usefulness 
to  cardiac  surgery  is  proved  and  has  untold 
possibilities. 

Dr.  Barach  has  described  this  new  therapy  and 
the  instruments  for  its  accomplishment  in  the 
fashion  which  meets  the  Journal’s  requirements 
for  simplicity,  directness,  brevity,  vigor,  and 
lucidity. 

The  Journal  is  honored  that  this  important 
contribution  to  the  literature  of  a great  medical 
advance  was  afforded  by  its  pages. 

Dr.  Barach,  it  is  my  great  pleasure  to  present 
to  you  this  award  consisting  of  a medal  and  a 
che.k  for  $500. 

Dr.  Barach:  Thank  you  very  much. 

Section  93 

Presentation  of  President’s  Citations 

Speaker  Wurzbach:  Dr.  Wheeler  will  now 

give  his  President’s  Citations  for  Distinguished 
Community  Services. 

President  Wheeler:  In  1961,  Norman  S. 

Moore,  M.D.,  during  his  term  of  office  as 
president  of  the  Society,  initiated  the  President’s 
Citation  in  recognition  of  physicians  who  have 
done  outstanding  work  in  their  communities 
during  the  year. 

Since  that  time  it  has  become  traditional  for 
the  president  of  the  Society  to  extend  these 
awards  as  tokens  of  the  State  Society’s  ap- 
preciation of  public  service  performed  by  its 
individual  members. 

The  physicians  who  receive  this  award  have 
been  designated  by  their  peers  and  lay  leaders 
in  their  communities  as  worthy  of  recognition  for 
distinguished  public  service  in  community 
affairs.  Their  dedication  has  been  over  and 
above  and  beyond  the  call  of  duty  which  each 
of  us  answers  in  serving  the  public.  These 
physicians  have  reached  out — in  thought,  in 
expression,  in  service  to  humanity — into  the 
realm  of  true  human  feeling  which  we  call 
“outstanding.”  It  was  indeed  gratifying  to 
read  the  letters  of  commendation  about  the 
recipients  and  to  learn  how  much  unheralded 


civic  work  is  done  by  our  individual  physicians. 
It  is,  therefore,  with  great  pride  in  my  fellow 
physicians,  and  with  the  feeling  that  medicine 
itself  is  honored  by  the  presence  of  these 
practitioners  within  our  midst,  that  we  take 
this  opportunity  to  present  the  following 
President’s  Citations:  Marcelle  Bernard,  M.D., 
James  L.  Davis,  M.D.,  Frank  LaGattuta,  M.D., 
Thurman  B.  Givan,  M.D.,  Eli  A.  Leven,  M.D., 
and  Samuel  Liberman,  M.D. 

. . . The  House  arose  and  applauded . . . 

Section  94  ( see  1 78,  278 ) 

Introduction  of  Guests 

Speaker  Wurzbach:  During  the  meeting 

of  this  House  we  will  have  the  pleasure  of 
having  with  us  delegates  from  the  Connecticut 
State  Medical  Society,  the  Maine  Medical 
Association,  the  Massachusetts  Medical  Society, 
the  New  Hampshire  Medical  Society,  the  Medi  - 
cal Society  of  New  Jersey,  the  Pennsylvania 
Medical  Society,  the  Rhode  Island  Medical 
Society,  and  the  Vermont  State  Medical  Society. 
I will  ask  Dr.  McClintock  to  present  Wilbur 
E.  Flannery,  M.D.,  president  of  the  Pennsyl- 
vania Medical  Society,  to  the  dais. 

. . .John  C.  McClintock,  M.D.,  escorted 
Wilbur  E.  Flannery,  M.D.,  to  the  rostrum  amid 
applause,  whereupon  Dr.  Flannery  addressed 
the  House . . . 

Speaker  Wurzbach:  I will  now  ask  Dr. 

Freedman  to  present  Ernest  W.  Stein,  M.D., 
president  of  the  Maine  Medical  Association. 

. . Samuel  Z.  Freedman,  M.D.,  escorted 
Ernest  W.  Stein,  M.D.,  to  the  rostrum  amid 
applause,  whereupon  Dr.  Stein  addressed  the 
House.  . . 

Speaker  Wurzbach:  I will  now  ask  Dr. 

Gibson  to  bring  up  Morris  P.  Pitock,  M.D., 
president  of  the  Connecticut  State  Medical 
Society. 

. . .Leo  E.  Gibson,  M.D.,  escorted  Morris  P. 
Pitock,  M.D.,  to  the  rostrum  amid  applause, 
whereupon  Dr.  Pitock  addressed  the  house.  . . 

Speaker  Wurzbach:  Now  I would  like  to 

present  to  you  Mrs.  Rae  Capizzi,  who  is 
president  of  the  New  York  State  Medical 
Assistants  Association. 

. . .Mrs.  Capizzi  addressed  the  House  briefly 
and  was  applauded . . . 

Physicians’  Home 

Section  95 

Report  of  Physicians’  Home 

Speaker  Wurzbach:  At  each  annual  meet- 
ing we  have  a short  report  from  the  Physicians’ 
Home,  and  I will  ask  the  president  of  the  Phy- 
sicians’ Home,  Dr.  Allen,  to  present  this  report 
at  this  time. 

Philip  D.  Allen,  M.D.,  New  York:  Mr. 

Speaker,  Mr.  President,  Dr.  Burgin,  and  fellow 
delegates,  it  has  been  customary  for  this  House 
of  Delegates  to  be  addressed  by  either  the 
president  or  one  of  the  board  of  trustees  of 
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Physicians’  Home.  This  year  it  is  my  privilege 
to  appear  before  you  as  president,  in  an  at- 
tempt to  acquaint  you  with  the  activities  and 
problems  of  this  worthy  organization. 

Whenever  I speak  about  this  organization,  I 
am  frequently  asked  where  the  Physicians’ 
Home  is  located.  In  the  event  there  are  some 
in  this  group  who  are  new,  I would  repeat  that 
there  is  no  home  per  se.  This  organization 
aims  to  help  needy  physicians  and  their  wives 
or  other  dependents  in  their  own  homes  and  in 
their  home  towns.  Some  of  your  neighbors 
may  be  among  our  beneficiaries. 

In  the  last  fiscal  year  we  spent  $102,000  for 
beneficial  aid.  There  were  88  beneficiaries  from 
22  counties  in  the  State.  Among  these  88  were 
31  doctors,  33  widows,  15  wives,  and  10  de- 
pendents. Besides  monthly  aid  we  have  con- 
tributed a modest  amount  toward  burials, 
eyeglasses,  and  a few  extraordinary  drug  bills. 

In  the  past  ten  years  beneficial  aid  to  our 
guests  has  tripled.  This  is  due  in  great  part  to 
the  increased  cost  of  living  plus  the  fact  that 
our  doctors,  like  the  rest  of  our  population,  are 
living  longer.  The  number  of  doctors  on  our 
list  has  materially  increased  in  the  last  three 
years. 

Where  do  we  get  this  money?  Last  year  we 
received  $16,018  from  the  voluntary  assessment, 
the  notice  of  which  appears  on  your  bill  for 
dues.  This  means  that  approximately  one 
third  of  our  25,000  doctors  responded  to  that 
notice.  We  received  $66,523  from  our  letters  of 
appeal.  This  amount  came  from  approximately 
one  fifth  of  our  doctors.  The  Woman’s  Auxil- 
iary gave  us  $2,985.  All  this  totaled  $85,500. 
The  remaining  $17,000  of  beneficial  aid  plus 
administrative  costs  came  from  our  investment 
income.  The  small  amount  of  the  remaining 
investment  income  was  put  in  the  general 
reserve.  I might  say  that  I don’t  believe  there  is 
any  charitable  organization  in  the  world  that 
has  a smaller  budget  for  administration.  We 
have  one  girl  who  does  the  social  work,  the 
executive  secretary’s  work  if  you  will,  and  does 
her  own  typing  and  visits  these  people  in  their 
homes  at  least  once  a year,  so  that  our  ad- 
ministrative costs  are  kept  to  a minimum. 

Those  of  us  intimately  associated  with  this 
charitable  enterprise  are  impressed  with  the 
increasing  number  of  doctors  who  are  applying 
for  help.  You  will  remember  that  anyone  who 
has  been  a member  of  this  Society  for  ten  years 
is  eligible.  We  are  concerned  that  our  message 
still  seems  to  be  reaching,  at  least  to  the  point 
of  response,  a rather  small  proportion  of  our 
membership. 

Gentlemen,  please  remember  that  none  of  us 
is  immune  to  finding  ourselves  financially 
insolvent  in  our  declining  years.  There  are 
many  causes.  When  you  return  to  your  home 
counties,  please  pass  along  the  plea  of  Physicians’ 
Home. 

Speaker  Wurzbach:  I will  now  call  on  the 
Vice-Speaker,  Dr.  Babbage,  to  take  over  the 
meeting,  and  on  Dr.  Ershler,  chairman  of  the 
Special  Committee  on  Constitution  and  Bylaws, 
to  come  forward  with  his  report. 


Special  Committee  on 
Constitution  and  Bylaws 

Section  96 

Report  of  Special  Committee  on  Constitution 
and  Bylaws 

Irving  L.  Ershler,  M.D.,  Onondaga:  Mr. 
Speaker  and  members  of  the  House,  at  the  May, 
1963,  meeting  of  the  House  of  Delegates  three 
resolutions  were  referred  by  the  Speaker  to  the 
Special  Committee  on  Constitution  and  Bylaws. 
Two  of  these  are  identical  with  resolutions 
introduced  at  the  1962  meeting  of  the  House 
and  disapproved  in  1963.  The  third  resolution 
concerns  the  privileges  of  retired  members  and 
was  not  considered  last  year. 

During  the  1963  session  of  the  House  of 
Delegates,  the  Special  Committee  on  Constitu- 
tion and  Bylaws  met  as  a reference  committee. 
At  this  meeting  proponents  of  each  of  the 
resolutions  personally  explained  their  thoughts 
on  the  subjects.  The  committee  met  again  on 
October  3,  1963,  at  the  State  Society’s  office. 
Mr.  J.  Richard  Burns,  director  of  the  State 
Society’s  Business  Division,  ajid  Mr.  William 
Ketchum,  representing  legal  counsel,  attended 
by  invitation.  In  addition,  Miss  Mary  Singer, 
supervisor  of  the  Society’s  Membership  Depart- 
ment, gave  valuable  advice,  particularly  on 
membership  matters. 

Committee  members  were  well  informed  on 
the  proposed  Bylaws  changes  and  engaged  in 
active  discussion  prior  to  arriving  at  final 
conclusions.  This  report,  with  its  recommenda- 
tions, is  based  on  these  discussions,  opinions, 
and  conclusions. 

Resolution  63-4 — Amendment  to  Bylaws 
to  Provide  Rights  and  Privileges  of 
Life  Membership;  introduced  by  Medical 
Society  of  the  County  of  New  York. 

This  resolution  includes  two  recommenda- 
tions. Each  of  these  will  be  considered  sepa- 
rately. The  first  is  as  follows: 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows:  Chapter  I,  Section  6,  final 

sentence,  the  words  “except  voting  and  hold- 
ing office”  be  deleted,  so  that  the  final 
sentence  will  then  read:  “Life  members 

shall  not  be  subject  to  dues  or  assessments 
but  shall  be  accorded  all  rights  and  privileges 
of  active  membership.” 

In  discussion  it  was  pointed  out  that  elimina- 
tion of  the  right  to  vote  and  hold  office  by  our 
retired  members  creates,  in  fact,  a sort  of 
second-class  citizenry.  The  committee  feels 
that  the  right  to  continue  active  membership  in 
the  Society  without  payment  of  dues  would  be 
an  appropriate  emolument  to  elderly  members 
after  a lifetime  of  active  dues-paying  member- 
ship. The  committee  is  sympathetic  with  the 
thesis  that  we  should  not  have  such  a second- 
class  type  of  citizen  in  this  Society  and  that  all 
the  rights  and  privileges  of  membership  should 
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be  continued  when  any  member  achieves  the 
status  of  life  membership. 

Approval  of  this  portion  of  the  resolution  is 
recommended,  and  I so  move,  Mr.  Speaker. 

Joseph  A.  Lane,  M.D.,  Trustee:  I second  the 
motion. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried. . . 

Dr.  Ershler:  The  second  recommendation 
in  resolution  63-4  reads  as  follows: 

Resolved,  That  an  appropriate  amendment 
to  the  Constitution  and  Bylaws  of  the  Ameri- 
can Medical  Association  be  presented  by  the 
delegates  from  the  Medical  Society  of  the 
State  of  New  York,  to  restore  to  life  members 
the  rights  and  privileges  which  they  possessed 
at  the  time  they  were  granted  life  member- 
ship. 

The  committee  feels  that  most  of  the  rights 
and  privileges  of  active  membership  are  held  in 
the  American  Medical  Association  when  such 
rights  and  privileges  are  held  in  any  constituent 
state  society.  The  committee  feels  further 
that  the  State  Medical  Society  should  be 
given  an  opportunity  to  observe  and  study 
how  this  change  in  membership  status  will 
function  at  a State  level  prior  to  its  introduc- 
tion on  a national  level. 

The  committee  recommends  disapproval  of 
this  portion  of  the  resolution,  and  I so  move. 
Dr.  Lane:  I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried . . . 
Dr.  Ershler:  Continuing: 

Resolution  63-12 — Amendment  to  Bylaws 
to  Change  Date  of  Arrears  from  March  1 
to  June  1;  introduced  by  Medical  Society 
of  the  County  of  Queens. 

Resolved,  That  the  first  sentence  of  Chapter 
I,  Section  2 (b)  of  the  Bylaws  of  the  State 
Society  be  changed  by  substituting  June  1 
for  March  1,  so  that  it  will  read  as  follows: 
“Any  member,  except  a member  who  is 
eligible  and  has  applied  for  life  membership, 
whose  dues  and  assessments  are  unpaid 
after  June  1 of  any  current  year  is  not  in 
good  standing  and  shall  be  deemed  to  be  in 
arrears.” 

After  discussion  the  committee  voted  to 
recommend  its  disapproval  of  this  resolution. 
The  identical  matter  had  been  considered  a 
year  ago  and  disapproved.  Nothing  has 
changed  in  the  intervening  year  to  warrant 
approval  at  this  time.  A proponent  of  this 
resolution  indicated  that  there  is  mechanical 
difficulty  in  accomplishing  dues  collection 
during  such  a short  period  as  the  first  two 
months  of  the  year.  Informal  consultation 
with  others  indicates  that  this  is  not  a severe 
problem.  Furthermore,  the  fact  that  the 
annual  meeting  is  in  February  rather  than  May 
makes  early  dues  collection  advisable. 

Disapproval  of  this  resolution  is  recommended. 
Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 


Samuel  Z.  Freedman,  M.D.,  Treasurer: 
I second  it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried . . . 
Dr.  Ershler:  Continuing: 

Resolution  63-64 — Amendment  to  Bylaws 
to  Provide  Proportional  Representation  for 
A.M.A.  Delegates;  introduced  by  the 
Medical  Society  of  the  County  of  Monroe. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  provide  that  the  delegates  to  the  American 
Medical  Association  be  elected  one  half  from 
the  State  Society  House  of  Delegates  and 
one  half  from  the  various  district  branches, 
or  combination  of  such,  as  proportional 
representation  would  allow,  as  follows: 

Amend  Chapter  III,  Section  6,  of  the  By- 
laws, by  inserting  in  the  second  sentence 
following  the  word  “Nominations,”  the 
words  “one  half  from  members  of  the  House 
of  Delegates  and  one  half  from  the  district 
branches,  in  proportion  to  the  membership 
thereof”  so  that  the  sentence  will  then  read: 
“Nominations,  one  half  from  members  of  the 
House  of  Delegates  and  one  half  from  the 
district  branches,  in  proportion  to  the  member- 
ship thereof,  shall  be  made  for  not  less  than 
double  the  full  number  of  delegates  to  be 
elected”; 

and  in  the  next  portion  of  the  sentence,  by 
inserting  the  words  “one  half  to  be  elected 
from  those  nominated  from  the  House  of 
Delegates  and  one  half  to  be  elected  from 
those  nominated  from  the  district  branches” 
so  that  that  portion  of  the  sentence  will  then 
read,  “ . . . and  the  delegates  shall  be  declared 
elected  in  the  order  of  the  highest  number  of 
votes  cast  until  the  allotted  number  shall 
have  been  chosen,  one  half  to  be  elected 
from  those  nominated  from  the  House  of 
Delegates  and  one  half  to  be  elected  from 
those  nominated  from  the  district  branches”; 

and  in  the  next  portion  of  the  sentence  by 
inserting  the  same  words  so  that  that  portion 
will  then  read,  “.  . . a corresponding  number 
in  the  next  highest  order  of  votes  cast  shall 
be  declared  alternate  delegates,  one  half  to 
be  elected  from  those  nominated  from  the 
House  of  Delegates  and  one  half  to  be 
elected  from  those  nominated  from  the 
district  branches.” 

In  conformity  with  its  statement  of  1962,  the 
committee  feels  that  this  proposal  is  unwieldy 
and  impractical.  It  is  pointed  out  further  that 
proportionate  representation  from  each  of  the 
county  medical  societies  in  each  district  branch 
is  seldom  present  at  district  branch  meetings 
but  is  always  present  at  meetings  of  the  House  of 
Delegates.  The  committee  feels  that  the  present 
method  of  electing  delegates  to  the  A.M.A.  is 
far  more  reasonable  and  equitable  than  that 
outlined  in  the  resolution. 

The  committee  recommends  disapproval  of 
this  resolution,  and  I so  move,  Mr.  Speaker. 

Gerald  D.  Dorman,  M.D.,  Trustee:  I 

second  the  motion. 
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. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  Ershler:  In  addition  to  consideration 

of  the  proposed  Bylaws  changes,  this  committee 
was  charged  with  a general  review  of  the 
Constitution  and  Bylaws  “in  order  to  correct 
mistakes  in  grammar,  ambiguous  language, 
occasional  inconsistencies,  and  a lack  of  pre- 
cision in  some  of  the  provisions.”  The  com- 
mittee felt  that  the  necessary  work  on  this 
could  best  be  done  by  a single  person  who 
should  present  his  revisions  to  the  entire  com- 
mittee at  the  later  date.  The  committee  also 
felt  that  Ezra  A.  Wolff,  M.D.,  has  ideal  talents 
for  the  accomplishment  of  this  project. 

Accordingly,  the  committee  directed  the 
chairman  to  request  Dr.  Wolff  to  undertake  this 
review  and  report  back  to  the  committee  at  a 
later  date. 

The  chairman  takes  this  opportunity  to 
express  his  gratitude  to  Miss  Doris  K. 
Dougherty  and  Miss  Jean  MacDonald  for 
their  assistance  in  the  preparation  of  this 
report  and  again  to  thank  the  members  of  the 
committee. 

Mr.  Chairman,  I move  adoption  of  the  report 
as  a whole. 

Philip  D.  Allen,  M.D.,  New  York:  I second 
it. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried.  . . 

. . . Speaker  Wurzbach  resumed  the  Chair  . . . 
Speaker  Wurzbach:  I will  accept  a motion 
that  the  resolutions  that  have  been  distributed 
will  be  considered  as  having  been  introduced 
into  this  House  for  action. 

Dr.  Lane:  I so  move. 

Herbert  H.  Bauckus,  M.D.,  Past- President: 
I second  that  motion. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried.  . . 

Resolutions 

Section  97  ( see  200 ) Resolution  64-1 

“Good  Samaritan”  Legislation 

Introduced  by  Medical  Society  of  the  County  of 
Washington 

Whereas,  It  has  occurred  often  that 
physicians  at  the  site  of  an  accident  rendering 
first  aid  to  the  parties  injuried  without 
regard  to  compensation  are  subsequently 
forced  to  defend  themselves  against  mal- 
practice claims  arising  from  such  accident; 
and 

Whereas,  A physician  called  to  the  site  of 
an  accident  to  attend  the  injured  parties 
frequently  renders  only  first  aid  treatment 
and  temporary  relief  and  then  refers  the 
patient  to  his  own  or  other  physician  for 
further  care  and  treatment;  and 

Whereas,  Approximately  20  states  have 
enacted  legislation  whereby  a physician 


rendering  first  aid  care  to  an  injured  party  at 
the  site  of  an  accident  who  does  not  further 
treat  or  care  for  the  patient  cannot  be  held 
liable  for  any  disability  resulting  from  his 
injuries:  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  instruct  its  Committee  on 
Legislation  to  petition  the  Legislature  of  the 
State  of  New  York  to  enact  legislation  to 
provide  that  a duly  licensed  physician 
rendering  first  aid  or  emergency  treatment 
to  an  injured  person  at  the  site  of  an  accident 
shall  not  be  liable  for  damage  for  injuries 
sustained  unless  caused  by  willful  neglect  or 
gross  negligence  on  the  part  of  the  physician. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 


Section  98  ( see  189)  Resolution  64-2 

Change  of  Location  for  Headquarters  of  Medical 
Society  of  the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of 
Albany 

Whereas,  The  main  office  of  the  Medical 
Society  of  the  State  of  New  York  is  now 
located  in  New  York  City;  and 

Whereas,  The  current  yearly  rental  is 
approximately  $75,000  for  this  office  space 
at  750  Third  Avenue,  New  York  City;  and 
Whereas,  The  center  of  legislative  activity 
is  in  Albany,  where  it  is  much  more  expedient 
to  promulgate  medical  legislation;  and 

Whereas,  The  city  of  Albany  is  being 
modernized  with  a $250,000,000  Mall  and  State 
University  campus  in  addition  to  a State 
Building  campus,  which  will  result  in  much 
less  expensive  rental  or  owning  of  property  by 
the  Medical  Society  of  the  State  of  New  York 
in  Albany  rather  than  New  York  City;  and 
Whereas,  The  lower  cost  of  living  in 
Albany  for  most  State  Medical  Society 
employes  will  more  than  compensate  for  their 
move  from  New  York  City;  and 

Whereas,  The  New  York  State  Depart- 
ment of  Health,  the  New  York  State  Board  of 
Regents,  the  New  York  State  Medical 
Library,  the  New  York  State  Laboratories, 
the  various  offices  and  departments  ot 
government  of  the  State  of  New  York,  and, 
not  least,  the  New  York  State  Legislature, 
carry  out  their  main  activities  in  Albany;  now 
therefore  be  it  hereby 

Resolved,  That  immediate  consideration  be 
given  to  the  transfer  of  the  headquarters  of 
the  Medical  Society  of  the  State  of  New 
York  from  New  York  City  to  Albany,  New 
York;  and  be  it  further 

Resolved,  That  the  rental,  purchase,  and/or 
construction  of  a suitable  building  to  house  the 
Medical  Society  of  the  State  of  New  York  be 
entertained  prior  to  the  expiration  of  the 
present  lease  in  1970. 

Referred  to  Reference  Committee  on  Reports 
of  Officers  B. 
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Section  99  { see  288)  Resolution  64-3 

Health  Insurance  Council  Standardized 
Medical  Report  Form 

Introduced  by  Medical  Society  of  the  County  of 
Orange 

Whereas,  Our  busy  physicians  find  an 
ever-increasing  amount  of  their  time  and 
effort  is  spent  in  completing  various  reports 
and  forms  required  by  insurance  companies; 
and 

Whereas,  The  multiplicity,  number,  and 
variety  of  these  forms  is  ever  increasing;  and 
Whereas,  There  is  available  a form 
approved  by  the  Health  Insurance  Council 
which  their  various  insurance  company 
members  have  agreed  to  use;  and 

Whereas,  It  has  long  been  the  custom  of 
most  large  hospitals  and  many  smaller  ones 
to  furnish  information  desired  by  insurance 
companies  only  by  means  of  photo  copies  or 
by  returning  a standard  form  of  their  own 
design;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  Y ork  recommend  to  its  members 
that  they  use  only  the  standardized  Health 
Insurance  Council  form  or  some  suitable 
modification  of  it;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  also  that  no 
charge  be  made  for  supplying  the  first  copy 
of  this  form  but  that  the  physician  at  his  own 
discretion  may  charge  a proper  fee  for 
furnishing  additional  copies;  and  be  it 
further 

Resolved,  That  the  report  forms  of  physician- 
sponsored  prepayment  plans  be  exempt 
from  the  provisions  of  this  resolution. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  100  { see  269 ) Resolution  64-4 

Financial  Support  of  Educational  Activities  of 
EMPAC 

Introduced  by  Richmond  County  Medical 
Society 

Whereas,  The  Empire  Medical  Political 
Action  Committee,  a nonprofit,  nonpartisan, 
and  nonsectarian  organization,  has  as  its 
purpose  the  stimulation  of  physicians  to  a 
greater  interest  and  a more  active  role  in 
the  election  of  persons  to  public  office  who 
favor  free  enterprise  and  who  will  stand 
with  medicine  on  matters  affecting  the  health 
and  general  welfare  of  the  public;  and 

Whereas,  The  Empire  Medical  Political 
Action  Committee,  from  a sense  of  duty  and 
obligation,  frequently  expresses  its  views  to 
public  office  holders  on  legislation  and 
matters  affecting  the  public  health  and 
practice  of  medicine;  and 

Whereas,  The  activities  are  divided  into 
educational  and  political  programs  and  are 
financed  by  carefully  segregated  funds;  and 
Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  approved  the  aims 


and  efforts  of  the  Empire  Medical  Political 
Action  Committee;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  openly  and  vigorously 
support  the  aims  and  efforts  of  EMPAC, 
by  urging  its  members  to  join  and  to  con- 
tribute to  EMPAC. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies. 

Section  101  {see  306 ) Resolution  64-5 

Eligibility  of  Foreign  Medical  Graduates  for 
Hospital  Residencies 

Introduced  by  Broome  County  Medical  Society 

Whereas,  Foreign  medical  graduates 
coming  to  this  State  on  an  immigrant  visa 
may  automatically  fill  positions  as  residents 
in  any  government  (city,  county,  State) 
hospital;  and 

Whereas,  These  same  graduates  are 
prohibited  from  accepting  residencies  in 
nongovernment  hospitals  unless  they  obtain 
a temporary  certificate  from  the  State 
Education  Department;  and 

Whereas,  In  order  to  obtain  the  certificate, 
they  must  be  graduates  of  certain  foreign 
schools  approved  by  the  State  or  must 
complete  postgraduate  education  in  an 
approved  United  States  school;  and 

Whereas,  This  discriminatory  law  has 
created  a double  standard  of  competency 
and  eligibility  to  the  unfair  advantage  of 
government  hospitals;  and 

Whereas,  It  places  further  hardship  on 
nongovernment  hospitals  attempting  to  main- 
tain training  programs;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  voice  its  objection  to  this 
section  of  the  Education  Law;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  seek  amendment  of 
the  Law  (Article  131,  Section  6512,  B)  so  as 
to  end  this  double  standard  of  eligibility. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  102  {see  269)  Resolution  64-6 

Endorsement  of  Empire  Medical  Political 
Action  Committee  (EMPAC) 

Introduced  by  Seventh  District  Branch 

Whereas,  Organized  medicine  from  a 
sense  of  duty  has  frequently  expressed  its 
views  to  public  office  holders  on  legislation 
and  matters  affecting  the  public  health  and 
the  practice  of  medicine;  and 

Whereas,  Such  expressed  views  often 
have  been  ignored  because  public  office 
holders  believe  that  the  health  professions  are 
not  a significant  force  in  the  political  sphere; 
and 

Whereas,  There  has  been  formed  in 
New  York  State  a political  action  organiza- 
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tion  known  as  the  Empire  Medical  Political 
Action  Committee;  and 

Whereas,  The  Empire  Medical  Political 
Action  Committee,  a nonprofit,  nonpartisan, 
and  nonsectarian  organization,  has  as  its 
purpose  the  stimulation  of  physicians  to  a 
greater  interest  and  a more  active  role  in 
the  election  of  persons  to  public  office  who 
favor  free  enterprise  and  who  will  stand  with 
medicine  on  matters  affecting  the  health  and 
general  welfare  of  the  public;  now  therefore 
be  it  hereby 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  endorse  the  purposes  of 
the  Empire  Medical  Political  Action  Com- 
mittee; and  be  it  further 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  recommend  and  urge 
that  individual  physicians  become  interested 
and  active  in  the  Empire  Medical  Political 
Action  Committee  so  as  to  make  it  a potent 
force  in  protecting  the  legitimate  interests  of 
medicine  and  the  health  and  welfare  of  the 
public. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies 

Section  103  ( see  307)  Resolution  64-7 

Qualifications  for  Hospital  Staff  Membership 

Introduced  by  Section  on  General  Practice 

Whereas,  The  Joint  Commission  on 
Accreditation  of  Hospitals  specifies  that 
“training,  experience  and  demonstrated  com- 
petence” are  the  criteria  for  qualification  of 
hospital  staff  members;  and 

Whereas,  The  Trussell  Report  specifies 
board  certification  or  college  membership  as 
criteria  for  qualification  of  hospital  staff 
members,  without  consideration  of  current 
competence  and  ability;  and 

Whereas,  Board  certification  and  college 
membership  are  not  exclusive  indications  of 
competence  and  qualification;  now  therefore 
be  it  hereby 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  hereby  disapproves  of 
arbitrary  qualifications  for  appointment  to 
hospital  staffs  beyond  those  of  training, 
experience,  and  demonstrated  competence,  as 
not  equitable  and  not  in  the  American 
tradition. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  104  ( see  308)  Resolution  64-8 

Hospital  Role  in  Maintenance  of  Skills 

Introduced  by  Section  on  General  Practice 

Whereas,  The  international  situation 
presents  continuously  the  threat  of  nuclear 
catastrophe;  and 

Whereas,  Areas  surrounding  impact  zones 
must  provide  medical  services  to  involved 
localities;  and 

Whereas,  Surviving,  limited  medical  per- 
sonnel will  be  required  to  provide  all  types  of 


medical  and  surgical  care;  now  therefore  be 
it  hereby 

Resolved,  That  hospital  regulations  that 
negate  the  maintenance  of  skills  achieved 
during  years  of  training  and  experience  are 
not  in  the  public  interest;  and  be  it  further 

Resolved,  That  this  resolution  be  brought 
to  the  attention  of  the  New  York  State 
Hospital  Association. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  105  ( see  269)  Resolution  64-9 

Endorsement  and  Support  of  Empire  Medical 
Political  Action  Committee 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  views  of  organized  medicine 
have  not  been  adequately  and  consistently 
expressed  to  members  of  legislative  bodies; 
and 

Whereas,  Candidates  tor  public  office  and 
office  holders  have  frequently  ignored  the 
views  of  organized  medicine  because  they 
are  convinced  that  the  health  professions 
are  not  an  important  force  in  public  affairs; 
and 

Whereas,  Organized  medicine  has  a well- 
recognized  duty  to  lead  the  people  of  the 
State  of  New  York  and  the  nation  in  matters 
pertaining  to  the  health  of  the  individual 
and  the  public;  and 

Whereas,  The  future  of  the  American 
way  of  free  enterprise  depends  in  great 
measure  on  the  preservation  of  the  private 
practice  system  of  medicine;  and 

Whereas,  The  Empire  Medical  Political 
Action  Committee  is  the  organization  which 
will  help  medicine  achieve  these  objectives; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  commend  and  support  the 
efforts  and  leadership  of  the  Empire  Medical 
Political  Action  Committee. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies. 

Section  106  {see  289)  Resolution  64-10 

Poll  of  All  A.M.A.  Members  Concerning 
Compulsory  Social  Security  for  Self-employed 
Physicians 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Resolutions  requesting  that  all 
self-employed  physicians  be  covered  by 
compulsory  Social  Security  have  been  de- 
feated in  the  American  Medical  Association 
House  of  Delegates;  now  therefore  be  it 
hereby 

Resolved,  That  the  delegates  from  New 
York  State  to  the  American  Medical  Associa- 
tion House  of  Delegates  introduce  a resolution 
at  the  meeting  of  the  American  Medical 
Association  House  of  Delegates  in  June,  1964, 
requesting  that  all  members  of  the  American 
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Medical  Association  be  polled  at  once  to 
ascertain  their  opinion  concerning  com- 
pulsory Social  Security  for  self-employed 
physicians;  and  be  it  further 

Resolved,  That  the  chairman  of  the  New 
York  State  delegation  to  the  American 
Medical  Association  House  of  Delegates  be 
authorized  to  compose  a resolution  to  this 
effect  and  use  such  means  as  are  at  his 
disposal  to  obtain  maximum  support  for  the 
resolution. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  107  (. see  201,  202 ) Resolution  64-11 

Refutation  of  Adverse  Publicity 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Powerful  forces  are  currently 
shaping  medical  practice  along  lines  inimical 
to  best  patient  care;  and 

Whereas,  Fair  presentation  in  the  mass 
media  of  communications  of  the  vital  issues 
involved  does  not  appear  to  be  available; 
now  therefore  be  it  hereby 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  make  funds  available  for 
paid  advertisements  in  the  public  press  to 
present  the  facts  where  it  appears  no  other 
method  of  securing  a fair  presentation  is 
available;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  make  an  active  effort  to 
correct  any  inaccurate  and  injurious  publicity 
against  our  profession  by  a more  vigorous 
campaign  for  this  purpose,  using  any  and  all 
methods  including  paid  advertisements  in 
the  press;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  through  its  appropriate 
division  or  committee  or  board  use  all 
necessary  measures,  including  the  appropria- 
tion of  sufficient  funds,  to  assure  the  prompt 
implementation  of  this  resolution. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  108  ( see  262 ) Resolution  64-12 

Editorials  in  the  New  York  State 
Journal  of  Medicine 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  New  York  State  Journal 
of  Medicine  is  the  official  publication  of  the 
Medical  Society  of  the  State  of  New  York; 
and 

Whereas,  The  editors  of  the  Journal 
“assume  no  responsibility  for  opinions  and 
claims  expressed  in  the  articles  contributed  by 
individual  authors”  but  make  no  such 
disclaiming  of  responsibility  for  any  guest 
editorial  writer;  and 

Whereas,  Editorials  in  an  official  publica- 
tion represent  the  official  policy  of  the 
organization;  now  therefore  be  it  hereby 


Resolved , That  editorials  in  the  New  York 
State  Journal  of  Medicine  henceforth 
reflect  only  the  official  established  policy  of 
the  Medical  Society  of  the  State  of  New 
York;  and  be  it  further 

Resolved,  That  the  director,  editor,  and 
Publication  Committee  of  the  New  York 
State  Journal  of  Medicine  be  required  to 
publish  only  those  editorials  which  reflect  the 
established  policy  of  the  Medical  Society  of 
the  State  of  New  York. 

Referred  to  Reference  Committee  on  Scien- 
tific Activities  and  Publications  B. 

Section  109  {see  309 ) Resolution  64-13 

Use  of  General  Practitioners  as  Assistants  at 
Operations  on  Their  Own  Patients 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  following  two  “Resolved’s” 
are  the  conclusions  of  a resolution  (61-32) 
introduced  by  the  New  York  State  delegation 
at  the  American  Medical  Association  House  of 
Delegates  in  June,  1961,  and  reintroduced  in 
June,  1962: 

“ Resolved , That  the  American  Medical 
Association  recommend  that  the  referring 
physician  be  permitted  to  participate  in 
surgical  procedures  performed  on  his 
patients  in  the  operating  rooms  of  all 
hospitals  to  the  extent  dictated  by  the 
best  interests  of  the  patient  as  determined 
by  the  operating  surgeon;  and  be  it  further 
“Resolved,  That  the  House  of  Delegates 
of  the  American  Medical  Association  go 
on  record  as  opposing  the  practice  of 
employing  technicians  and/or  nonmedical 
personnel  as  surgical  assistants  at  opera- 
tions and  that  the  general  practitioners  or 
any  referring  physicians  be  permitted  to 
serve  as  assistants  at  operations”;  and 
Whereas,  the  American  Medical  Associa- 
tion House  of  Delegates  in  June,  1962, 
adopted  a substitute  resolution,  agreeing  in 
principle,  but  adding  the  phrase,  “where 
staff  regulations  permit”;  and 

Whereas,  This  phrase  tends  to  negate  the 
intent  of  the  resolution  since  the  purpose  of  the 
resolution  is  to  urge  a change  of  staff  regula- 
tions if  needed;  now  therefore  be  it  hereby 
Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  reintro- 
duce at  the  American  Medical  Association 
House  of  Delegates  in  June,  1964,  the  same 
resolution  (61-32)  as  submitted  in  June,  1962, 
as  printed  above;  and  be  it  further 

Resolved,  That  the  delegates  from  New 
York  to  the  American  Medical  Association 
House  of  Delegates  urge  that  this  resolution 
be  carried  out  and  suggest  that  conflicting 
staff  regulations  be  changed. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 
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Section  110  ( see  194 ) Resolution  64-14 

Civil  Rights 

Introduced  by  Medical  Society  of  the  County  of 

Queens 

Whereas,  The  members  of  the  Medical 
Society  of  the  County  of  Queens,  as  physicians, 
declare  there  is  no  foundation  or  bias  in 
medical  science  for  discrimination  among  the 
races;  and 

Whereas,  This  medical  society  has  in  the 
past  decried  discrimination  in  medical  and 
health  services;  and 

Whereas,  The  Medical  Society  of  the 
County  of  Queens  takes  note  that  discrimina- 
tion in  the  medical  profession  still  exists  in 
the  United  States;  and 

Whereas,  The  original  resolution  on  this 
subject  was  initiated  by  the  Medical  Society 
of  the  County  of  New  York,  and  this  resolu- 
tion from  Queens  is  but  a paraphrase  of  the 
orginal  resolution  of  New  York  County; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  being  un- 
alterably opposed  to  any  discrimination  in 
the  field  of  medicine  because  of  race,  creed, 
color,  or  national  origin,  whether  in  patient 
care,  physician  opportunity,  or  professional 
organization;  and  be  it  further 

Resolved,  That  the  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed 
to  introduce  this  resolution  and  work  to 
secure  its  passage  at  the  House  of  Delegates  of 
the  American  Medical  Association,  organized 
medicine’s  national  voice  in  the  forefront  of 
the  battle  to  eliminate  discrimination  in  the 
health  fields. 

Referred  to  Reference  Committee  on  Miscel- 
laneous Business. 

Section  111  {see  184)  Resolution  64-15 

Medical  Directory  of  New  York  State 

Introduced  by  Medical  Society  of  the  County  of 

Queens 

Whereas,  the  Medical  Directory  of  New 
York  State,  which  lists  the  qualifications, 
experience,  and  training  of  doctors  of  medicine, 
is  used  with  increasing  frequency  by  insurance 
companies,  unions,  medical  departments  of 
banks  and  large  corporations,  by  other 
doctors  of  medicine,  and  by  individuals  to 
determine  a physician’s  qualifications;  and 
Whereas,  This  expanding  use  of  the  Medi- 
cal Directory  of  New  York  State  gives  it  an 
increasing  influence  on  the  livelihood  of  the 
members  of  the  medical  profession;  and 
Whereas,  In  the  face  of  the  Trussell 
Report,  merging  hospital  affiliations,  and 
other  comparable  activities,  doctors  of  medi- 
cine who  have  given  long  years  of  free  service 
to  voluntary,  city,  county,  and  other  service 
hospitals  are  threatened  with  action  which 
may  sever  their  hospital  connections  and, 
consequently,  eliminate  all  listings  for  them  in 


the  Medical  Directory  of  New  York  State, 
with  resulting  financial  and  professional 
damage;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  exists  for  the  protection 
of  the  needs  and  interests  of  the  members 
which  support  it,  and  this  Medical  Directory 
listing  represents  a real  and  urgent  need 
because  of  its  increasing  use  as  a referral 
guide;  and 

Whereas,  The  implementation  of  this 
resolution  should  and  must  take  cognizance 
of  any  accruing  costs  it  might  engender,  and 
it  appears  obvious  that  the  continued  listings 
of  appointments  which  are  already  listed  or 
have  been  listed  will  not  increase  the  cost  at 
all,  or  only  to  a minor  degree;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Directory  of 
New  York  State  show  all  active  past  and 
present  appointments  in  accredited  volun- 
tary, city,  county,  and  other  service  hospitals; 
and  be  it  further 

Resolved,  That  the  “al”  listing,  where  the 
members  so  indicate,  be  restored,  since  the 
alumni  listing  also  may  reflect  favorably  on 
the  curriculum  vitae  of  and  choice  of  a 
physician;  and  be  it  further 

Resolved,  That  this  House  of  Delegates 
request  the  State  Society  to  refer  this  resolu- 
tion to  the  appropriate  division,  committee, 
or  board  so  that  the  resolution  can  be  im- 
plemented before  the  1965  Medical  Directory 
of  the  State  of  New  York  is  printed. 

Referred  to  Reference  Committee  on  Reports 
of  Officers  A. 

Section  112  {see  240 ) Resolution  64-16 

Expanding  Charge  of  American  Medical 
Association  Citizens  Commission  on 
Graduate  Medical  Education 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  American  Medical  Associa- 
tion has  established  a Citizens  Commission  on 
Graduate  Medical  Education,  John  S.  Millis, 
Ph.D.,  president  of  Western  Reserve  Uni- 
versity, chairman;  and 

Whereas,  It  is  desirable  to  study  the 
problem  of  graduate  medical  education  in  its 
proper  perspective  as  related  to  the  whole, 
and  the  many  related  problems  today  con- 
fronting medicine  in  transition;  and 

Whereas,  It  is  imperative  to  resolve 
conflicts,  establish  proper  balance  and 
priorities,  determine  immediate  objectives 
and  ultimate  goals,  and  to  resolve  existing 
conflicts  among  separate  associations,  groups, 
agencies,  councils,  qualifying  boards,  and 
other  organizations  now  working  in- 
dependently and  often  unwittingly  at  cross 
purposes,  based  on  their  own  individual, 
sincere  but  isolated  viewpoints;  and 

Whereas,  The  past  studies  of  the 
individual  problems  by  the  separate  councils 
and  committees  of  the  American  Medical 
Association  have  often  yielded  recommenda- 
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tions  which,  when  implemented,  have  led 
to  new  and  occasionally  more  difficult  situa- 
tions in  one  or  more  aspects  of  medical 
practice,  medical  care,  hospital  service,  and 
medical  education;  now  therefore  be  it 
hereby 

Resolved,  That  the  Delegates  from  the 
Medical  Society  of  the  State  of  New  York 
to  the  American  Medical  Association  be 
instructed  to  introduce  a resolution  as  follows: 
Resolved,  That  the  new  Citizens  Com- 
mission on  Graduate  Medical  Education  of 
the  American  Medical  Association  be 
empowered  to  expand  its  studies  into 
related  fields  and  to  enlist  cooperation, 
support,  and  participation  of  any  and  all 
groups  whose  activities  and  interests  the 
Commission  finds  in  its  own  judgment  may 
have  a bearing  on  its  studies  and  recom- 
mendations, and  that  the  Commission 
suggest  specific  immediate  steps  and  formu- 
late an  ultimate  program  to  meet  its 
charge  with  due  and  full  consideration 
and  proper  evaluation  of  each  recommenda- 
tion in  relation  to  the  whole  picture  of 
patient  care,  medical  practice,  hospital 
service,  and  medical  education;  and  be  it 
further 

Resolved,  The  said  Commission  be  em- 
powered to  obtain  financial  support  for 
analytic  studies  of  specific  and  related 
subjects  bearing  on  their  charge,  from  one 
or  more  foundations  interested  in  medical 
care  and  public  health,  and  from  other 
sources  as  they  see  fit,  to  permit  as  broad  an 
over-all  study  as  seems  desirable  to  assure 
success  by  making  possible  adequacy  of 
approach  so  that  no  new  problems  or 
conflicts  will  follow  from  their  specific 
new  recommendations  for  lack  of  considera- 
tion of  all  issues  in  relation  to  the  whole 
picture  of  medical  practice,  medical  care, 
hospital  service,  and  medical  education, 
and  to  avoid  an  inordinate  expense  to  the 
American  Medical  Association. 

Referred  to  Reference  Committee  on  Scien- 
tific Activities  and  Publications  A. 

Section  113  {see  270 ) Resolution  64-17 

Affirmation  of  Stand  Classifying 
Osteopaths  as  Cultists 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  is 
the  legislative  body  of  the  State  Society;  and 
Whereas,  The  Council  is  the  executive 
and  administrative  body  of  the  State  Society 
while  the  House  of  Delegates  is  not  in  session; 
and 

Whereas,  The  House  of  Delegates  of  the 
State  Society  classified  osteopaths  as  cultists 
in  1954;  and 

Whereas,  The  House  of  Delegates  in  1963 
approved  the  report  of  a committee  which 
consisted  in  part  of  four  past-presidents 


stating  that  the  1962  resolution  classified 
osteopaths  as  cultists;  and 

Whereas,  The  resolution  adopted  in  1962 
continues  in  effect  and  is  the  policy  of  the 
State  Society;  and 

Whereas,  The  Principles  of  Medical 
Ethics  of  the  American  Medical  Association 
and  the  Principles  of  Professional  Conduct  of 
the  Medical  Society  of  the  State  of  New  York 
state  that  voluntary  association  with  cultists 
is  unethical;  and 

Whereas,  Osteopaths  have  thus  been 
continuously  classified  as  cultists  despite 
the  fact  that  they  have  had  the  legal  right  to 
practice  medicine  and  surgery  since  1946; 
and 

Whereas,  There  has  been  nothing  new 
advanced  by  the  osteopathic  profession  to 
indicate  that  it  has  renounced  any  of  its 
cultist  philosophy,  teaching,  and  treatment; 
now  therefore  be  it  hereby 

Resolved,  That  all  osteopaths  continue  to  be 
classified  as  cultists  until  the  osteopathic 
profession,  collectively,  renounces  the  osteo- 
pathic concept  as  now  taught  in  osteopathic 
colleges  and  the  osteopathic  concept, 
philosophy,  diagnosis,  and  treatment  as 
practiced  by  osteopaths;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  stand  which 
has  been  continuously  in  effect  since  1954 
that  it  is  not  ethical  to  associate  voluntarily 
with  osteopaths,  since  they  are  still  classified 
as  cultists. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies. 

Section  114  {see  270)  Resolution  64-18 

Request  to  Designate  Osteopaths  as  Cultists 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Much  unnecessary  confusion 
has  arisen  throughout  the  nation  concerning 
association  with  osteopaths  due  to  the  abroga- 
tion of  leadership  by  the  American  Medical 
Association  in  determining  national  standards 
for  such  association;  and 

Whereas,  The  American  Medical  Associa- 
tion has  already  stated  that  association  with 
osteopaths  is  not  possible  unless  they  practice 
medicine  based  on  scientific  principles;  and 
Whereas,  There  has  been  no  obvious  trend 
by  osteopaths  to  abolish  the  unscientific 
concept  which  is  the  basis  of  their  practice; 
and 

Whereas,  Considerable  confusion  arose 
when  the  American  Medical  Association 
established  the  policy  of  permitting  each 
state  society  to  establish  its  own  criteria  in 
this  matter,  instead  of  restating  and  re- 
inforcing the  designation  of  osteopaths  as 
cultists;  now  therefore  be  it  hereby 

Resolved , That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York 
to  the  American  Medical  Association  be 
instructed  to  introduce  a resolution  that  the 
American  Medical  Association  be  requested  to 
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designate  osteopaths  as  cultists  until  (a) 
the  osteopathic  concept  is  abandoned  by  the 
American  Osteopathic  Association  and  by  all 
the  osteopathic  colleges  and  (b)  the  osteo- 
pathic profession,  collectively  through  the 
American  Osteopathic  Association,  renounces 
all  osteopathic  philosophy,  diagnosis,  and 
treatment  including  manipulation. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies. 

Section  115  {see  241)  Resolution  64-19 

Amendment  to  Penal  Law  Concerning  Reports  of 
Treatment  of  Children’s  Injuries 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Nassau  County  Medical 
Society  has  gone  on  record  as  officially  en- 
dorsing an  act  to  amend  the  penal  code  in 
relation  to  reports  of  certain  injuries  in- 
flicted on  children;  and 

Whereas,  Such  legislation  would  be  in  the 
best  interest  of  the  people  of  the  State  of 
New  York  and  the  medical  profession;  and 
Whereas,  Such  legislation  would  provide 
immunity  from  any  liability,  civil  or  criminal, 
that  might  otherwise  be  incurred  by  a duly 
licensed  physician  by  virtue  of  providing  such 
public  service;  and 

Whereas,  Neither  the  physician-patient 
privilege  nor  the  husband-wife  privilege 
should  be  grounds  for  excluding  evidence 
regarding  the  child’s  injuries  or  the  cause 
thereof;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  endorses  section 
four  hundred  eighty-three  of  the  penal  law, 
chapter  six  hundred  sixty-five  of  the  laws  of 
nineteen  hundred  five,  to  be  amended  as 
follows: 

Section  1.  Section  four  hundred  eighty- 
three  of  the  penal  law,  as  last  amended 
by  chapter  six  hundred  sixty-five  of  the 
laws  of  nineteen  hundred  five  is  hereby 
amended  by  adding  a new  section  to  be 
section  four  hundred  eighty-three-d  to 
read  as  follows: 

Section-483 -d.  Reports  by  physicians  and 
institutions  of  certain  injuries  inflicted  on 
children  under  the  age  of  eighteen  years. 

1.  Any  physician,  medical  or  osteo- 
pathic, having  reasonable  cause  to  suspect 
that  a child  under  the  age  of  eighteen  years 
brought  to  him  or  coming  to  him  for 
examination,  care,  or  treatment,  has  had 
serious  physical  injury  or  injuries  inflicted 
on  him  other  than  by  accidental  means  by 
a parent  or  parents  or  other  persons 
responsible  for  his  care,  shall  report  or 
cause  reports  to  be  made  to  the  appro- 
priate police  authority  setting  forth  the 
nature  and  extent  of  the  child’s  injuries, 
the  names  and  addresses  of  the  child  and 
his  parents  or  persons  responsible  for  his 
care,  if  known,  the  child’s  age,  and  any 
other  information  that  the  physician 
believes  might  be  helpful  in  establishing 


the  cause  of  the  injuries  and  the  identity 
of  the  perpetrators;  however,  when  the 
attendance  of  the  physician  with  respect 
to  a child  is  pursuant  to  the  performance 
of  services  as  a member  of  the  staff  of  a 
hospital  or  similar  institution  he  shall 
notify  the  person  in  charge  of  the  institution 
or  his  designated  delegate  who  shall  report 
or  cause  reports  to  be  made  in  accordance 
with  the  provisions  of  this  section. 

2.  Anyone  who  shall  make  a report 
pursuant  to  the  provisions  of  this  section 
shall  have  immunity  from  any  liability, 
civil  or  criminal,  that  might  otherwise  be 
incurred  or  imposed  and  such  immunity 
shall  extend  to  participation  in  any  judicial 
proceeding  resulting  from  such  report. 

3.  Neither  the  physician-patient 
privilege  nor  the  husband-wife  privilege 
shall  be  grounds  for  excluding  evidence 
regarding  a child’s  injuries  or  the  cause 
thereof,  in  any  judicial  proceeding 
resulting  from  a report  pursuant  to  this 
act. 

4.  Anyone  knowingly  or  willfully  violat- 
ing the  provisions  of  this  act  shall  be 
guilty  of  a misdemeanor. 

Section  2.  This  act  shall  take  effect 
immediately. 

Referred  to  Reference  Committee  on  Scien- 
tific Activities  and  Publications  A. 

Section  116  {see  242)  Resolution  64-20 

Training  for  Psychotherapy 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  courts  of  New  York  State 
and  the  Medical  Society  of  the  State  of 
New  York  have  stated  that  the  treatment  of 
mental  and  emotional  illness  is  part  of  the 
regular  practice  of  medicine  and  that  the 
physician  has  ultimate  responsibility  for 
diagnosis  and  treatment  of  the  mentally  and 
emotionally  ill;  and 

Whereas,  Enlightened  concern  for  the 
health  and  welfare  of  the  citizens  of  our 
State  and  the  laws  of  our  State  dictate  that 
the  diagnosis  and  treatment  of  nervous  and 
mental  illness  should  be  done  only  by  licensed 
physicians  capable  of  making  the  necessary 
diagnoses;  and 

Whereas,  Training  for  psychotherapy  is 
a medical  discipline  and  psychotherapy  a 
medical  modality;  and 

Whereas,  Only  physicians  trained  in 
the  use  and  application  of  psychotherapy, 
psychopharmacotherapy,  and  other  medical 
modalities  useful  in  the  treatment  of  nervous 
or  mental  disorders  should  make  use  of  these 
modalities;  and 

Whereas,  The  ordinary  and  regular 
place  for  training  in  medicine  is  within  the 
medical  school  or  within  institutions  allied 
with  training  centers  organized  and  supervised 
by  physicians;  and 

Whereas,  Medically  unsupervised  psycho- 
therapy constitutes  a threat  to  the  health  and 
welfare  of  the  citizens  of  this  State  and  is  a 
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violation  of  the  Medical  Practices  Act;  now 
therefore  be  it  hereby 

Resolved , That  training  in  psychotherapy  be 
approved  only  in  those  medical  schools  or 
institutions  allied  with  the  profession  of 
medicine,  organized  and  supervised  by  physi- 
cians; and  be  it  further 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  strongly  disapprove  any 
training  in  psychotherapy  which  is  considered 
to  be  medical  therapy,  which  is  not  under 
medical  supervision  or  so  directed  as  to 
encourage  nonmedically  trained  individuals 
to  embark  on  their  own  in  a medical  specialty 
without  medical  supervision. 

Referred  to  Reference  Committee  on  Scien- 
tific Activities  and  Publications  A. 

Section  117  {see  272)  Resolution  64-21 

Requirements  on  Policy  Decisions  for 
Delegates  to  American  Medical  Association 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  Amer- 
ican Medical  Association  are  representative  of 
the  whole  State  of  New  York  and  are  not 
representing  any  local  area  and  are  not 
individual  representatives;  and 

Whereas,  On  occasion  the  delegates  to  the 
American  Medical  Association  from  New 
York  have  demonstrated  lack  of  unity, 
thereby  not  realizing  their  full  potential; 
and 

Whereas,  The  policies  and  decisions  of  the 
Medical  Society  of  the  State  of  New  York 
House  of  Delegates  and  the  Council,  when  the 
House  is  not  in  session,  are  given  great 
consideration  and  thought  and  are  for  the 
best  interests  of  the  people  of  the  State  and 
the  medical  profession;  now  therefore  be  it 
hereby 

Resolved.  That  all  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  shall 
follow  the  decisions  of  the  House  of  Delegates 
and  the  Council  at  all  times,  the  only  excep- 
tion to  this  rule  being  when  new  information 
or  change  in  circumstances  is  presented;  then 
by  vote  of  the  delegates  just  before  or  during 
a meeting  of  the  American  Medical  Associa- 
tion House  of  Delegates,  the  delegation  may 
change  a policy  or  decision  by  majority 
vote  of  the  delegates;  and  be  it  further 

Resolved,  That  every  delegate  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  be  required 
to  vote  as  the  majority  of  the  delegates  shall 
decide  (in  a true  democratic  way) . 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies. 

Section  118  {see  243)  Resolution  64-22 

Reflectorized  License  Plates  for 
Accident  Prevention 

Introduced  by  Nassau  County  Medical  Society 


Whereas,  The  National  Safety  Council’s 
records  show  that  two  thirds  of  all  vehicular 
accidents  and  three  fourths  of  all  vehicular 
fatalities  occur  after  dark;  and 

Whereas,  It  has  been  stated  by  an  official 
of  the  Bureau  of  Public  Roads  that  the 
“Achilles  heel  of  modem  roads  is  the  rear- 
end  collision”;  and 

Whereas,  Thirteen  states  and  the  District 
of  Columbia  have  adopted  reflectorized 
safety  license  plate  programs  and  report  a 
significant  reduction  in  after-dark  accidents 
since  their  installation;  and 

Whereas,  Medical,  industrial,  safety, 
public  health,  and  state  law-enforcement 
agencies  have  individually  and  collectively 
reported  a significant  reduction  in  highway 
accidents  and  fatalities  since  the  adoption  of 
reflectorized  safety  license  plates;  and 

Whereas,  Reflectorized  license  plates  have 
become  a proved  dependable  night  safety 
device  as  well  as  an  aid  to  law  enforcement; 
and 

Whereas,  By  being  both  State  produced 
and  issued,  safety  plates  can  become  a 
uniform,  nonbreakable,  effective  safety  device 
in  New  York  State;  and 

Whereas,  The  human  eye  can  see  yellow 
at  the  greatest  distance  from  its  point  of 
origin;  and 

Whereas,  The  official  colors  of  New  York 
State  license  plates  are  yellow  and  black; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  recommend  to 
the  Joint  Legislative  Committee  on  Motor 
Vehicles  and  Traffic  Safety  through  its 
chairman.  Senator  Edward  J.  Speno,  that  it 
strongly  urges  the  adoption  of  a yellow 
reflectorized  license  plate  with  black  numerals 
as  a simple,  effective,  lifesaving  technic  for 
every  motor  vehicle  registered  in  the  State 
of  New  York. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 

Section  119  {see  244)  Resolution  64-23 

Control  of  Use  of  Hypnosis 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Both  the  American  Medical 
Association  and  the  American  Psychiatric 
Association  have  gone  on  record  accepting 
hypnosis  as  a medical  procedure  when 
properly  used;  and 

Whereas,  Through  the  years  and  particu- 
larly at  the  present  time,  hypnosis  has  been 
and  is  being  used  by  unqualified,  unethical, 
and  unscrupulous  persons  for  entertainment 
purposes  and  for  other  unacceptable  reasons; 
and 

Whereas,  There  have  been  many  instances 
of  severe  psychologic  damage  done  to  people 
as  a result  of  such  misuse  of  hypnosis;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York 
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State  Legislature  and  the  New  York  State 
Education  Department  to  introduce  legisla- 
tion which  will  control  the  use  of  hypnosis  and 
prohibit  its  misuse  by  unqualified  persons. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 

Section  120  ( see  270 ) Resolution  64-24 

Clarification  of  Obligation  of  County  Medical 

Societies  to  Accept  Osteopaths  as  Members 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  New  York  State  Board  of 
Education  grants  doctors  of  osteopathy 
who  have  California  M.D.  degrees  the  right 
to  use  this  degree  in  New  York  State;  and 

Whereas,  Doctors  of  osteopathy  are 
required  by  law  to  practice  medicine  and 
surgery  as  doctors  of  osteopathy  and  not  as 
doctors  of  medicine  in  New  York  State; 
and 

Whereas,  This  situation  must  be  clarified 
for  the  sake  of  the  public  which  often  sees  no 
difference  between  doctors  of  medicine  and 
doctors  of  osteopathy;  and 

Whereas,  This  problem  is  due  to  interpre- 
tation of  this  law  by  the  Education  Depart- 
ment’s legal  counsel;  and 

Whereas,  The  public  has  the  right  to 
know  the  professional  philosophy  of  the 
doctor  treating  them;  and 

Whereas,  There  are  several  test  cases 
pending  before  the  boards  of  censors  of 
several  county  medical  societies;  now 
therefore  be  it  hereby 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  oppose  the  issuance  of 
an  M.D.  degree  conferred  by  the  Education 
Department  of  the  State  of  New  York  on  a 
doctor  of  osteopathy  unless  such  doctor  has 
attended  an  accredited  medical  school  for 
a minimum  period  of  four  years;  and  be  it 
further 

Resolved,  That  this  matter  become  official 
policy  on  the  part  of  the  Medical  Society  of 
the  State  of  New  York  which  presently 
does  not  admit  a doctor  of  osteopathy,  and 
consequently  component  county  medical 
societies  cannot  admit  a candidate  if  he  is 
not  at  the  same  time  eligible  for  admission 
into  the  State  Society. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies. 

Section  121  ( see  290 ) Resolution  64-25 

Blue  Shield  Directory  of  Participating  Physicians 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  A number  of  members  of  the 
Nassau  County  Medical  Society  have  chosen 
not  to  become  participating  members  of  the 
new  $7,  000/8,500  program  of  United  Medical 
Service;  and 

Whereas,  The  same  members  have 
supported  Blue  Shield  for  many  years,  most  of 
them  since  its  inception;  and 

Whereas,  Blue  Shield  proposes  to  publish 


a directory  of  participating  physicians,  but 
threatens  to  include  only  those  physicians 
who  are  participating  in  all  contracts;  and 
Whereas,  It  was  not  the  intention  of  the 
Nassau  County  Medical  Society  to  give  its 
indorsement  to  the  publishing  of  such  a 
discriminatory  directory;  and 

Whereas,  The  Nassau  County  Medical 
Society  has  rescinded  its  action  approving 
the  publishing  of  a directory  of  Blue  Shield’s 
participating  physicians  unless  it  contains  the 
names  of  all  participating  physicians  with  a 
coded  indication  of  each  name  showing  in 
which  contract  or  contracts  the  physician 
participates;  now  therefore  be  it  hereby 
Resolved , That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
rescind  its  action  of  May,  1961,  endorsing  the 
publication  by  Blue  Shield  of  a directory  of 
participating  physicians  unless  such  list 
contains  the  names  of  all  participating 
physicians  with  a coded  indication  of  each 
name  showing  in  which  contract  or  contracts 
the  physician  participates;  and  be  it  further 
Resolved,  That  a copy  of  this  resolution  be 
forwarded  to  United  Medical  Service,  Inc. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  122  {see  245)  Resolution  64-26 

Specialists  Roster  of  New  York  State 
Department  of  Health 

Introduced  by  Medical  Society  of  the  County  of 
Montgomery 

Whereas,  The  New  York  State  Depart- 
ment of  Health  Bureau  of  Rehabilitation  has 
increased  its  scope  of  care  to  include  more 
diseases;  and 

Whereas,  In  order  for  a physician  to 
treat  these  patients  he  must  be  approved  by 
the  New  York  State  Department  of  Health; 
and 

Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
passed  a resolution  in  May,  1959,  that  the 
qualifications  and  ratings  of  a physician  be 
the  same  for  the  New  York  State  Depart- 
ment of  Health  as  for  the  New  York  State 
Workmen’s  Compensation  Board;  and 

Whereas,  Until  the  present  time,  this 
resolution  has  been  ignored  by  all  concerned; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  action  to  see  that 
the  previous  resolution  of  May,  1959,  as 
follows: 

Resolved , that  the  Medical  Society  of  the 
State  of  New  York  petition  the  New 
York  State  Department  of  Health  to 
include  in  its  roster  of  specialists  for  the 
rehabilitation  program  all  those  doctors 
in  the  county  who  are  qualified  by  the 
New  York  State  Workmen’s  Compensa- 
tion Board  to  do  such  rehabilitative  surgery; 

go  into  effect. 
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Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  123  ( see  203 ) Resolution  64-27 

Assistance  to  New  York  State  Medical 
Assistants  Association 

Introduced  by  Irving  M.  Pallin,  M.D.,  Kings 

Whereas,  The  American  Medical  Associa- 
tion has  approved  the  American  Association 
of  Medical  Assistants,  and  the  Medical 
Society  of  the  State  of  New  York  has  ap- 
proved the  New  York  State  Medical  Assist- 
ants Association;  and 

Whereas,  The  medical  assistants  have 
formed  an  organization  “to  inspire  its 
members  to  render  honest,  loyal,  and  more 
efficient  service  to  the  medical  profession  and 
to  the  public  which  they  serve;  to  render 
education  services  for  the  self-improvement  of 
its  members;”  and 

Whereas,  The  medical  assistants  are  an 
important  asset  to  the  medical  profession, 
both  in  the  creation  of  our  public  image  and 
in  providing  us  with  a potent  means  of 
communication;  and 

Whereas,  By  national  standards  the  New 
York  State  Medical  Assistants  Association 
lags  in  membership  by  some  65  per  cent; 
now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates  urge 
our  county  medical  societies  and  the  member- 
ship of  the  Medical  Society  of  the  State  of 
New  York  to  render  every  assistance  to  the 
New  York  State  Medical  Assistants  Associa- 
tion; and  be  it  further 

Resolved,  That  this  House  of  Delegates 
instruct  the  Division  of  Communications  of 
the  Society  to  render  every  assistance  to 
the  organization  of  medical  assistants  in  this 
State. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  124  {see  246 ) Resolution  64-28 

Fee  Schedule  for  Consultants  to  New  York 
State  Department  of  Mental  Hygiene 

Introduced  by  Medical  Society  of  the  County  of 
Oneida 

Whereas,  The  New  York  State  Depart- 
ment of  Mental  Hygiene  in  its  mental  in- 
stitutions employs  outside  consultants  on  a 
fee  basis;  and 

Whereas,  The  original  fee  basis  was 
intended  to  parallel  the  Workmen’s  Com- 
pensation fee  schedule;  and 

Whereas,  There  have  been  several  in- 
creases in  the  Workmen’s  Compensation  fee 
schedule  without  any  parallel  raise  in  the 
fee  schedule  for  treatment  of  patients  in 
these  mental  institutions;  and 

Whereas,  The  fee  schedules  are  com- 
pletely and  totally  unrealistic  and  considered 
less  than  those  fees  paid  by  the  welfare 
departments;  now  therefore  be  it  hereby 
Resolved,  That  this  matter  be  brought  to 


the  attention  of  the  appropriate  committee  of 
the  Medical  Society  of  the  State  of  New  York 
and  by  them  immediately  brought  to  the 
attention  of  the  Commissioner  of  Mental 
Hygiene  so  that  the  fees  may  be  adjusted  to 
modem,  contemporary  levels. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  125  ( see  194)  Resolution  64-29 

Opposition  to  Discrimination  in  the 
Field  of  Medicine 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  The  members  of  the  Medical 
Society  of  the  County  of  New  York,  as 
physicians,  declare  there  is  no  foundation  or 
basis  in  medical  science  for  discrimination 
among  the  races;  and 

Whereas,  This  medical  society  has  in 
the  past  decried  discrimination  in  medical 
and  health  services;  and 

Whereas,  The  Medical  Society  of  the 
County  of  New  York  takes  note  that  dis- 
crimination in  the  medical  professions  still 
exists  in  the  United  States;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  being 
unalterably  opposed  to  any  discrimination 
in  the  field  of  medicine  because  of  race, 
creed,  color,  or  national  origin,  whether  in 
patient  care,  physician  opportunity,  or 
professional  organization;  and  be  it  further 
Resolved,  That  the  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed 
to  introduce  this  resolution  and  work  to 
secure  its  passage  at  the  House  of  Delegates  of 
the  American  Medical  Association,  organized 
medicine’s  national  voice  in  the  forefront 
of  the  battle  to  eliminate  discrimination  in 
the  health  fields. 

Referred  to  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  126  ( see  194)  Resolution  64-30 

Active  Policy  Against  Discrimination  in  the 
Field  of  Medicine 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  The  Medical  Society  of  the 
County  of  New  York  has  gone  on  record 
as  opposed  to  any  discrimination  in  the  field 
of  medicine  because  of  race,  creed,  color, 
or  national  origin;  and 

Whereas,  Many  specific  instances  of  such 
discrimination  persists  in  the  medical  pro- 
fession of  our  country;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  supports  the  following 
specific  actions  as  first  steps  of  an  active 
policy  against  discrimination: 

1.  That  the  American  Medical  Associa- 
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tion  be  urged  to  use  all  its  influence  to  force 
the  end  of  discriminatory  racial  exclusion 
policies  by  some  county  medical  societies  as 
contrary  to  the  law  of  the  land  and  the  ethics 
of  our  profession; 

2.  That  until  such  racial  exclusion  policies 
are  ended,  the  American  Medical  Association 
establish  acceptable  standards  and  procedures 
for  admitting  to  direct  membership  in  the 
American  Medical  Association  those  physi- 
cians who  have  thus  been  denied  county 
medical  society  membership  and  thereby  are 
unable  to  join  certain  hospital  staffs  or 
specialty  organizations  requiring  American 
Medical  Association  membership; 

3.  That  the  Medical  Society  of  the  State 
of  New  York,  through  its  delegates  to  the 
House  of  Delegates  of  the  American  Medical 
Association,  take  the  lead  in  implementing 
these  resolutions  at  a national  level. 

Referred  to  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  127  {see  204)  Resolution  64-31 

Control  and  Supervision  of  Clinical  Laboratories 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  The  Medical  Society  of  the 
County  of  New  York  believes  that  the  results 
of  laboratory  procedures  performed  in  clinical 
laboratories  are  of  great  significance  in  the 
evaluation  and  care  of  patients  and  that 
high  standards  of  performance  by  clinical 
laboratories  must  be  maintained  to  insure 
good  medical  care;  and 

Whereas,  This  society  supports  the  con- 
cept that  quality  control  and  performance 
testing  are  the  best  practical  methods  of 
assessing  the  competence  of  a clinical  labora- 
tory rather  than  the  individual  licensure  of 
laboratory  personnel;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  is  in  favor  of  any  legisla- 
tion or  code  concerned  with  control  and 
supervision  of  clinical  laboratories  if  such 
legislation  or  code  is  based  on  quality  control 
and  performance  testing  as  a means  of 
establishing  the  competence  of  clinical  lab- 
oratories; and  be  it  further 

Resolved,  That  this  resolution  be  trans- 
mitted to  the  Governor  and  appropriate 
legislators  in  Albany. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  128  {see  270 ) Resolution  64-32 

Opposition  to  Issuance  of  M.D.  Degrees  to 
Doctors  of  Osteopathy 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  Education  Department  of 
the  State  of  New  York  has  been  issuing  M.D. 
degrees  to  doctors  of  osteopathy  after  success- 
ful completion  of  examinations  held  by  the 
State  Board  of  Medical  Examiners;  and 


Whereas,  The  issuance  of  an  M.D.  license 
in  New  York  State  is  prompted  by  reciprocity 
with  other  states  issuing  such  M.D.  degrees; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  oppose  the  issuance  of  an 
M.D.  degree  conferred  by  the  Education 
Department  of  the  State  of  New  York  on  a 
doctor  of  osteopathy  unless  such  doctor  has 
attended  an  accredited  medical  school  for  a 
minimum  period  of  four  years. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies. 

Section  129  {see  244)  Resolution  64-33 

Control  of  Use  of  Hypnosis 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  Both  the  American  Medical 
Association  and  the  American  Psychiatric 
Association  have  gone  on  record  accepting 
hypnosis  as  a medical  procedure  when 
properly  used;  and 

Whereas,  Through  the  years  and  particu- 
larly at  the  present  time,  hypnosis  has  been  and 
is  being  used  by  unqualified,  unethical,  and 
unscrupulous  people  for  entertainment  pur- 
poses and  for  other  unacceptable  reasons;  and 
Whereas,  There  have  been  many  in- 
stances of  severe  psychologic  damage  done 
to  people  as  a result  of  such  misuse  of  hypno- 
sis; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York 
State  Legislature  and  the  New  York  State 
Education  Department  to  introduce  legisla- 
tion which  will  control  the  use  of  hypnosis  and 
prohibit  its  misuse  by  unqualified  persons. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  130  {see  271)  Resolution  64-34 

Disapproval  of  Use  by  Chiropractors  of 
Title  “Doctor" 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  Chiropractic  schools  do  not 
embrace  a curriculum  worthy  of  conferring  a 
doctorate;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  through  this  House  of 
Delegates  disapprove  the  usage  of  the  title 
“doctor"  by  all  chiropractors  in  New  York 
State. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies. 

Section  131  {see  215)  Resolution  64-35 

Notification  to  County  Societies  of  Members 
Dropped  by  Malpractice  Insurance  Board 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  In  the  past  the  Malpractice 
Insurance  and  Defense  Board  of  the  Medical 
Society  of  the  State  of  New  York  has  dropped 
members  of  a component  society;  and 
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Whereas,  At  least  one  such  member  has 
been  denied  malpractice  coverage  by  said 
Board  without  prior  notification  to  the 
county  medical  society  concerned;  and 

Whereas,  Said  county  component  is  un- 
able to  investigate  alleged  charges  and 
advise  the  Malpractice  Insurance  and  De- 
fense Board  of  its  conclusions;  now  therefore 
be  it  hereby 

Resolved , That  the  Malpractice  Insurance 
and  Defense  Board  of  the  Medical  Society  of 
the  State  of  New  York  be  required  to  inform 
all  component  county  medical  societies  in- 
volved of  their  intention  to  deny  malpractice 
coverage  to  any  member  of  the  Society  in  good 
standing. 

Referred  to  Reference  Committee  on  Legal 

Matters. 

Section  132  {see  194)  Resolution  64-36 

Discrimination  in  Medical  Societies 

Introduced  by  Medical  Society  of  the  County  of 

Monroe 

Whereas,  Any  physician  who  meets  the 
requirements  of  training,  licensure,  and  ethics 
should  have  the  right  to  be  a member  of  his 
county  medical  society,  state  medical  society, 
and  the  American  Medical  Association;  and 
Whereas,  There  exist  among  the  county 
and  state  medical  societies,  all  components 
of  the  American  Medical  Association,  several 
with  discriminatory  rules  and  practices, 
which  exclude  qualified  physicians  from 
membership  solely  on  the  basis  of  race;  and 
Whereas,  Such  discrimination  not  only 
violates  human  dignity  and  fundamental 
human  rights,  but  also  poses  problems  of 
professional  isolation  and  difficulties  in 
obtaining  hospital  staff  appointments;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  record  its  opposition  to 
the  inclusion,  within  the  American  Medical 
Association,  of  any  component  societies  whose 
bylaws  or  established  practices  base  member- 
ship on  race,  creed,  or  national  origin. 

Referred  to  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  133  {see  310)  Resolution  64-37 

Discrimination  by  Hospitals 

Introduced  by  Medical  Society  of  the  County  of 

Monroe 

Whereas,  The  rights  guaranteed  all 
citizens  of  this  republic  under  its  Constitu- 
tion should  be  applicable  equally  to  those 
who  are  in  its  hospitals;  and 

Whereas,  A significant  number  of 
hospitals,  most  of  which  are  supported  by 
public  funds,  practice  racial  discrimination 
in  medical  staff  appointments,  house  staff 
selection,  and  patient  bed  assignments;  and 
Whereas,  The  American  Medical  Associa- 
tion, through  its  representation  on  the  Joint 
Commission  for  Accreditation  of  Hospitals, 


has  a major  voice  in  the  accreditation  of 
hospitals;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  declares  that  all  hospitals 
should  make  medical  staff  appointments, 
house  staff  selection,  and  bed  assignments 
without  regard  to  race,  creed,  color,  or 
national  origin;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  affirms  that  any  hospital 
which  practices  such  discrimination  should 
not  be  eligible  for  accreditation  by  the 
Joint  Commission;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  notify  the  American 
Medical  Association  of  its  stand,  to  the 
effect  that  the  Commissioners  from  the 
American  Medical  Association  to  the  Joint 
Commission  should  actively  oppose  the 
accreditation  of  any  hospitals  engaging  in 
such  discriminatory  practices. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  134  {see  205)  Resolution  64-38 

Legislation  Program  of  the  Medical  Society 
of  the  State  of  New  York 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  Reference  Committee  on 
Commission  on  Public  and  Professional 
Affairs,  in  its  report  to  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New 
York,  in  annual  session  on  May  15,  1963, 
recommended  the  re-establishment  of  a 
legislative  office  in  Albany,  with  a full-time 
legislative  director;  and 

Whereas,  Such  action  is  strongly  sup- 
ported by  the  Legislation  Committee  of  the 
Medical  Society  of  the  State  of  New  York; 
and 

Whereas,  The  recommendation  of  the 
reference  committee  was  referred  to  the 
Council  for  further  study  and  action;  and 
Whereas,  The  “action”  for  which  referral 
was  made  has  resulted  in  the  apparent  decision 
by  the  Council  to  take  no  action  on  the  re- 
establishment of  an  Albany  legislative  office; 
now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
strongly  affirms  its  support  of  the  recom- 
mendation that  an  Albany  legislative  office 
be  re-established  and  that  it  should  be 
operative  during  the  time  the  Legislature  is  in 
session;  and  be  it  further 

Resolved,  That  this  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
regards  a decision  against  the  re-establishment 
of  the  Albany  legislative  office  as  a short- 
sighted decision  against  the  best  interests  of 
the  physicians  of  New  York  State. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 
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Section  135  ( see  291 ) Resolution  64-39 

Establishment  of  Multi-county  Districts  for 
State  Health  Planning 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  State  government  is  in- 
creasingly entering  into  planning  for  health 
in  order  to  conserve  the  health  resources  and 
use  of  tax  money  to  the  greatest  possible 
good  of  the  residents  of  the  State  of  New 
York;  and 

Whereas,  These  plans  increasingly  use 
multi-county  areas  in  order  to  share  facilities 
of  counties  with  many  resources  with  those  of 
the  less  well-endowed  counties;  and 

Whereas,  These  planning  districts  are 
different  for  different  divisions  of  State 
planning  since  the  need  may  sometimes  be 
seen  in  different  lights,  and  this  difference  in 
State  multi-county  districting  increases  the 
problems  of  a locality  seeking  to  coordinate 
the  many  different  State  programs;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  recognizing  the  difficulties 
in  health  planning  which  arise  from  differences 
in  State  districts  in  the  areas  of  health, 
mental  health,  welfare,  and  education,  urge 
the  Governor  of  the  State  of  New  York  to 
establish  common  multi-county  districts  for 
all  of  these  health  planning  functions; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  further  urge  voluntary 
groups,  such  as  Blue  Cross  and  Blue  Shield, 
which  have  district  offices  functioning,  to 
consolidate  their  districts  in  accordance  with 
districts  set  up  by  the  State  governor  if  and 
when  the  State  department  designates  such 
common  districts. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  136  Resolution  64-40 

Amendment  to  Bylaws  Concerning  Selection  of 
District  Branch  Members  on  Nominating 
Committee 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  It  is  highly  desirable  that  the 
district  branches  be  given  a direct  voice  in 
the  selection  of  the  Nominating  Committee; 
and 

Whereas,  The  present  method  of  selecting 
the  Nominating  Committee  under  Chapter 
XI,  Section  4,  of  the  Bylaws  is  undemocratic 
and  does  not  provide  a committee  that  is 
truly  representative  of  the  district  branches; 
now  therefore  be  it  hereby 

Resolved,  That  Chapter  XI,  Section  4,  of  the 
Bylaws  be  amended  to  provide  that  the 
choice  of  the  member  of  the  Nominating 
Committee  from  each  district  branch  shall 
be  from  a list  of  at  least  two  candidates 
furnished  the  president  of  the  Society  by 


the  president  of  the  district  branch,  as 
follows: 

Amend  Chapter  XI,  Section  4,  of  the  Bylaws 
by  the  addition  after  the  words  “each  district 
branch”  of  the  following  language:  “from  a 

list  of  at  least  two  candidates  designated  by 
the  president  of  each  district  branch,  such 
list  to  be  furnished  within  thirty  days  after 
request  is  made  by  the  president  of  the  Society. 
In  the  event  such  list  of  candidates  is  not 
furnished  within  the  specified  time,  the 
choice  of  the  member  from  the  district 
branch  failing  to  name  candidates  shall  be 
made  by  the  president  of  the  Society”; 
so  that  Chapter  XI,  Section  4,  will  then  read: 

“The  Nominating  Committee  shall  com- 
prise eleven  members,  one  member  to  be 
chosen  from  each  district  branch  from  a list 
of  at  least  two  candidates  designated  by  the 
president  of  each  district  branch,  such  list 
to  be  furnished  within  thirty  days  after 
request  is  made  by  the  president  of  the 
Society.  In  the  event  such  list  of  candidates 
is  not  furnished  within  the  specified  time, 
the  choice  of  the  member  from  the  district 
branch  failing  to  name  candidates  shall  be 
made  by  the  president  of  the  Society,  and 
two  additional  members  at  large  to  be 
nominated  to  this  committee  by  the  president, 
in  conformity  with  Chapter  VII,  Section  1, 
of  these  Bylaws.  It  will  be  the  duty  of  this 
committee  to  propose  and  nominate  members 
of  the  Society  for  all  vacancies  to  be  filled  at 
the  annual  meeting  of  the  House  of  Delegates 
succeeding  their  appointment.  These  recom- 
mendations shall  be  made  to  the  House  of 
Delegates  in  the  same  manner  as  prescribed  in 
Chapter  X,  Section  2,  of  the  Bylaws.” 

Referred  to  Special  Committee  on  Constitu- 
tion and  Bylaws. 

Section  137  Resolution  64-41 

Amendment  to  Constitution  to  Provide  for 
District  Branch  Representation  on  Council 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  Under  the  Constitution  and 
Bylaws,  no  provision  is  made  as  such  for 
district  branch  representation  on  the  Council; 
and 

Whereas,  Provision  for  such  representa- 
tion on  the  Council  would  do  much  to  over- 
come the  dissatisfaction  that  exists  regarding 
the  composition  of  the  Council;  now  therefore 
be  it  hereby 

Resolved,  That  Article  IV  of  the  Constitu- 
tion entitled  “Council”  be  amended  by 
striking  out  the  words  “and  twelve  other 
members  elected  by  the  House  of  Delegates” 
and  in  place  thereof  substituting  the  words: 
“Six  members  elected  by  the  House  of 
Delegates,  and  the  presidents  of  the  district 
branches”;  so  that,  as  amended,  Article 
IV  will  read:  “There  shall  be  a Council 

composed  of  the  president,  the  president- 
elect, the  vice-president,  the  immediate  past- 
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president,  the  secretary,  the  assistant  secre- 
tary, the  treasurer,  the  assistant  treasurer, 
the  speaker,  the  vice-speaker,  the  chairman 
of  the  Board  of  Trustees,  six  members 
elected  by  the  House  of  Delegates,  and  the 
presidents  of  the  district  branches.” 

Referred  to  Special  Committee  on  Con- 
stitution and  Bylaws. 

Section  138  {see  311 ) Resolution  64-42 

Opposition  to  Compulsory  Hospital  Planning 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  Legislation  by  Senator  Metcalf 
providing  for  compulsory  hospital  planning 
instead  of  the  present  system  of  voluntary 
planning  failed  of  passage  at  the  last  session 
of  the  State  Legislature;  and 

Whereas,  There  is  every  indication  that 
the  same  or  a similar  bill  will  be  introduced  at 
the  coming  session  of  the  State  Legislature; 
now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
go  on  record  as  being  in  favor  of  voluntary 
hospital  planning  as  exemplified  by  the 
several  Regional  Hospital  Planning  Councils; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  oppose  and  voice  its 
objections  to  any  legislation  that  would 
impose  a system  of  compulsory  hospital 
planning  in  this  State. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  139  {see  312 ) Resolution  64-43 

County  Society  Representation  on  Regional 
Hospital  Planning  Councils 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  In  1962,  the  House  of  Delegates 
of  the  American  Medical  Association  recom- 
mended that  the  medical  profession  give 
cooperation  to  and  provide  leadership  in 
the  formulation  and  operation  of  regional 
hospital  planning  groups;  and 

Whereas,  To  provide  this  leadership  in 
the  operation  of  regional  hospital  planning 
groups,  organized  medicine  must  have  rep- 
resentation on  the  governing  bodies  of  such 
planning  groups;  and 

Whereas,  Some  of  the  regional  hospital 
planning  groups  in  this  State  do  not  give 
organized  medicine,  as  such,  representation 
on  their  governing  bodies;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  its  com- 
ponent county  societies  that  they  seek 
representation  on  the  governing  bodies  of  the 
regional  hospital  planning  group  in  their 
respective  areas;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  assist  its  component 


county  medical  societies  in  every  way  possible 
to  secure  such  representation;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  county 
medical  societies  located  in  areas  having 
regional  hospital  planning  councils  that  they 
set  up  committees  to  cooperate  with  the 
planning  group  in  their  respective  localities. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  140  {see  247 ) Resolution  64-44 

Updating  of  Medical  Education  for  All  Doctors 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  A major  purpose  of  the  Medical 
Society  of  the  State  of  New  York  is  “to 
extend  medical  knowledge  and  advance  the 
science  and  art  of  medicine”  as  stated  in 
Article  I of  its  Constitution;  and 

Whereas,  The  science  and  art  of  medicine 
is  constantly  being  revised  and  modified  by 
the  fruits  of  research  and  learning;  and 

Whereas,  The  knowledge  of  the  art  and 
science  of  medicine  possessed  by  physicians 
at  the  time  of  their  licensing  is  deemed 
adequate  only  at  that  time;  and 

Whereas,  Every  physician  and  surgeon 
should  strive  constantly  to  update  his 
medical  knowledge  and  surgical  skills;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  establish  minimum 
standards  for  continuous  postgraduate  educa- 
tion to  be  met  by  all  our  members;  and  be  it 
further 

Resolved,  That  a similar  resolution  be 
introduced  by  our  Delegates  to  the  next 
meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 

Section  141  {see  292 ) Resolution  64-45 

Correction  of  Injustices  in  Welfare  Fees 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  State  of  New  York  Depart- 
ment of  Social  Welfare,  State  Manual  of 
Policies  and  Procedures,  Medical  Care  Book 
5,  Section  100,  Introduction,  Subsection  116 
[official  regulations,  article  3,  Regulation  5, 
subdivision  b,  paragraph  (1),  (c)  ] requires 
that  many  physicians  in  this  State  must 
give  up  their  right  to  a fee  for  services 
rendered,  in  that  it  specifically  states  the 
conditions  under  which  a physician’s  services 
will  not  be  authorized  in  caring  for  welfare 
patients;  and 

Whereas,  Requirements  which  deny  the 
rights  of  any  person  to  compensation  for 
their  work  or  services  are  clearly  contrary  to 
Amendments  XIII  and  XIV  of  the  United 
States  Constitution;  and 

Whereas,  The  establishment  and  protec- 
tion of  the  right  of  a physician  to  a just  fee 
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for  services  does  not  preclude  good  works  or 
prevent  a physician  from  rendering  services 
without  charge  to  the  deserving  since  the 
billing  process  is  under  his  or  her  direct 
control;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  meet  with  the  Department 
of  Social  Welfare  of  New  York  State  to 
correct  this  injustice  and,  this  failing,  insti- 
tute legal  proceedings  to  establish  the  un- 
constitutionality of  the  above  regulation. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  142  {see  293 ) Resolution  64-46 

Proposed  Poll  of  Membership  to  Evaluate 
Welfare  Department  Medical  Policies 

Introduced  by  Broome  County  Medical  Society 

Whereas,  Comments  by  physicians  in 
this  State  seldom  praise  and  often  deprecate 
the  policies  of  the  State  Department  of 
Social  Welfare;  and 

Whereas,  Correction  of  pre-existing  dis- 
putes and  dissatisfactions  by  our  State 
Society  often  takes  years  and  results  in  the 
appearance  of  new,  unfavorable  policies;  and 

Whereas,  It  seems  wise  that  the  member- 
ship at  large  should  have  an  opportunity  to 
provide  a guide  to  action  by  State  Society 
representatives  and  a clear  evaluation  of 
their  past  progress;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  conduct  a poll  (1)  to 
determine  if  the  individual  member  is 
satisfied  with  present  Department  of  Social 
Welfare  medical  policies  and  (2)  to  provide 
an  opportunity  to  list  objections  or  com- 
plaints; and  be  it  further 

Resolved,  That  the  direction  expressed  by 
the  membership  shall  be  pursued  until 
accomplished. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  143  { see  304 ) Resolution  64-47 

Proposed  Poll  of  Membership  to  Evaluate 
Workmen’s  Compensation  Board  Medical 
Policies 

Introduced  by  Broome  County  Medical  Society 

Whereas,  Comments  by  physicians  in 
this  State  seldom  praise  and  often  deprecate 
the  policies  of  the  State  Workmen’s  Compen- 
sation Board;  and 

Whereas,  Correction  of  pre-existing  dis- 
putes and  dissatisfactions  by  our  State 
Society  often  takes  years  and  results  in  the 
appearance  of  new  unfavorable  policies;  and 

Whereas,  It  seems  wise  that  the  member- 
ship at  large  should  have  an  opportunity  to 
provide  a guide  for  action  by  State  Society 
representatives  and  a clear  evaluation  of 
their  past  progress;  now  therefore  be  it 
hereby 

Resolved , That  the  Medical  Society  of  the 


State  of  New  York  conduct  a poll  (1)  to 
determine  if  the  individual  member  is 
satisfied  with  Workmen’s  Compensation  Board 
medical  policies  and  (2)  to  provide  an  op- 
portunity to  list  objections  or  complaints; 
and  be  it  further 

Resolved,  That  the  direction  expressed  by 
the  membership  shall  be  pursued  until 
accomplished. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  144  {see  207)  Resolution  64-48 

Plan  to  Prevent  Government  Encroachment 
in  Medicine 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  majority  of  America’s 
physicians  have  been  fighting  valiantly  the 
inexorable  trend  toward  government-con- 
trolled medicine;  and 

Whereas,  We  pledge  to  maintain  and 
strengthen  our  efforts  to  prevent  any  and  all 
attempts  at  government  encroachment;  and 
Whereas,  Increasingly  vigorous  forces  are 
still  operating  to  bring  about  government 
control  of  medicine;  and 

Whereas,  We  should  be  prepared  if  such 
be  enacted;  now  therefore  be  it  hereby 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York 
to  the  American  Medical  Association  intro- 
duce a resolution  at  the  meeting  in  June 
1964  as  follows:  (1)  that  a committee  be 

appointed  and  empowered  to  negotiate  on 
behalf  of  America’s  physicians;  (2)  that 
members  of  this  committee  be  appointed  in 
such  a way  as  to  insure  fair  and  complete 
nationwide  representation;  (3)  that  this  com- 
mittee be  prepared  to  bargain  at  all  govern- 
ment levels  for  equitable  fees,  government  un- 
derwriting of  office  expenses  and  professional 
liability  coverage,  and  physicians’  participa- 
tion in  government  retirement  programs;  (4) 
that  this  committee  investigate  the  merits  of 
America’s  physicians  formally  unionizing 
themselves. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  145  {see  313 ) Resolution  64-49 

Elimination  of  Internships  at 
University  Hospitals 

Introduced  by  Albany  County  Medical  Society 

Whereas,  There  is  a serious  shortage  of 
American-trained  interns  serving  the  com- 
munity hospital  patient;  and 

Whereas,  The  total  number  of  intern- 
ships offered  in  1963  was  12,793,  of  which 
8,787  were  filled;  and 

Whereas,  87  university  hospitals  rep- 
resenting 11  per  cent  of  the  789  fully  ac- 
credited hospitals  utilize  30  per  cent  of  the 
available  interns;  and 

Whereas,  The  community  hospital  is  left 
with  inadequate  patient  care;  and 


1476  New  York  State  Journal  of  Medicine  / June  1,  1964 


Whereas,  Affiliation  by  community  hospi- 
tals with  university  hospitals  has  not  solved 
the  problem  for  hospitals  of  300-bed  capacity 
and  less;  and 

Whereas,  Temple  University  has  carried 
out  successfully  a postgraduate  training 
program  without  internships;  now  therefore 
be  it  hereby 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  urge  the  elimination  of 
internships  in  university  hospitals  and  that 
university  hospitals  accept,  as  their  residents, 
interns  from  fully  accredited  community 
hospitals;  and  be  it  further 

Resolved,  That  this  resolution  be  introduced 
into  the  American  Medical  Association 
House  of  Delegates  by  the  New  York  delega- 
tion of  the  State  Medical  Society. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  146  {see  305)  Resolution  64-50 

Recognition  of  Fiftieth  Anniversary  of  New  York 
State  Workmen’s  Compensation  Law 

Introduced  by  George  Himler,  M.D.,  Councillor 

Whereas,  New  York  State  enacted  work- 
men’s compensation  legislation  fifty  years 
ago,  setting  an  inspiring  example  to  the  rest 
of  the  nation;  and 

Whereas,  This  workmen’s  compensation 
program  is  based  on  the  injured  worker’s 
free  choice  of  physician,  high  standard  of 
medical  care,  effective  rehabilitation  program, 
and  prompt  adjudication  without  sacrificing 
any  of  the  rights  of  the  parties;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  diligently  and  ably 
fulfilled  statutory  requirements  aimed  toward 
the  improvement  of  services  to  the  indus- 
trially injured  and  diseased;  and 

Whereas,  The  Society  has  on  many 
occasions  sponsored  activities  in  workmen’s 
compensation  beneficial  to  labor,  industry, 
and  the  professions  above  and  beyond  those 
required  by  law;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  dedication  to 
the  lofty  goals  set  by  the  Workmen’s  Com- 
pensation Law  and  its  intention  of  supporting 
all  efforts  directed  toward  the  maintenance 
of  high  standards  of  medical  care  for  com- 
pensation patients;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  will  continue  to  dis- 
charge its  obligations  by  advising  all  officers, 
legislators,  and  appropriate  agencies  of  the 
State  of  New  York  concerning  conditions  or 
practices  that  could  result  in  the  weakening 
or  downgrading  of  services  to  compensation 
claimants;  and  be  it  further 

Resolved,  That  this  resolution  be  made 
known  to  the  Governor  of  the  State  of 
New  York  and  to  the  Chairman  of  the  Work- 
men’s Compensation  Board. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 


Section  147  {see  194 ) Resolution  64-51 

Opposition  to  Discrimination 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  members  of  the  Bronx 
County  Medical  Society,  as  physicians, 
declare  there  is  no  foundation  or  basis  in 
medical  science  for  discrimination  among 
the  races;  and 

Whereas,  This  medical  society  has  in  the 
past  decried  discrimination  in  medical  and 
health  services;  and 

Whereas,  The  Bronx  County  Medical 
Society  of  New  York  takes  note  that  dis- 
crimination in  the  medical  profession  still 
exists  in  the  United  States;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  being 
unalterably  opposed  to  any  discrimination  in 
the  field  of  medicine  because  of  race,  creed, 
color,  or  national  origin,  whether  in  patient 
care,  physician  opportunity,  or  professional 
organization;  and  be  it  further 

Resolved,  That  the  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed 
to  introduce  this  resolution  and  work  to 
secure  its  passage  at  the  House  of  Delegates 
of  the  American  Medical  Association,  organ- 
ized medicine’s  national  voice  in  the  forefront 
of  the  battle  to  eliminate  discrimination  in 
the  health  fields. 

Referred  to  Reference  Committee  on  Miscel- 
laneous Business. 

Section  148  {see  314 ) Resolution  64-52 

Two-Year  Internships  for  American 

Medical  Students 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  American  Medical  Associa- 
tion and  the  accredited  hospitals  of  the 
United  States  of  America  are  rightfully 
concerned  with  the  shortage  of  American 
graduates  as  interns  and  residents  in  our 
hospitals;  and 

Whereas,  7,265  graduates  cannot  con- 
ceivably fill  12,074  positions  on  a one-year 
internship;  and 

Whereas,  No  excellence  of  teaching  pro- 
gram or  any  other  device — monetary  or 
psychologic — or  medical  school  affiliations 
can  fill  12,074  approved  positions  with  7,265 
American  graduates;  and 

Whereas,  A two-year  internship  is  the 
only  mathematic  possibility  of  solving  this 
problem;  and 

Whereas,  The  enlarging  of  existing  medical 
schools  and  the  building  of  new  ones  may 
take  many  years,  while  the  need  for  practicing 
physicians  is  great  right  now;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  encourage  medical 
schools  to  advise  their  graduates  to  take  two- 
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year  internships  and  thus  insure  better 
preparation  of  practicing  physicians;  and  be 
it  further 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  use  its  influence  on 
the  surgical  boards  to  join  the  medical 
boards  in  granting  one  year  of  residence 
credit  to  interns  who  serve  a “straight” 
second  year  of  internship  following  a first- 
year  rotating  internship. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  149  ( see  248)  Resolution  64-53 

Education  and  Training  of  More  Practicing 

Physicians 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Medical  school  programs — inten- 
tionally or  unintentionally — slant  students 
toward  investigative  rather  than  clinical 
medicine;  and 

Whereas,  There  is  prediction  of  an 
increasing  shortage  of  physicians  necessary  to 
treat  the  people  of  the  United  States  of 
America;  and 

Whereas,  There  is  no  prospect  of  a marked 
increase  of  medical  school  graduates  in  the 
immediate  future;  and 

Whereas,  Numerical  increase  in  graduates 
will  not,  of  itself,  solve  the  problem  of  caring 
for  our  needy  sick  unless  students  are  taught 
the  value  and  personal  gratification  of  practic- 
ing clinical  medicine;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  encourage  the  medical 
schools  to  consider  the  advisability  of  having 
their  courses  arranged  so  that  those  students 
desiring  a future  in  investigative  medicine 
and  the  teaching  of  medicine  be  separated, 
at  the  proper  stage,  from  those  desiring  a 
future  in  clinical  medicine;  and  be  it  further 

Resolved , That  an  all-out  effort  be  made  to 
encourage  more  graduates  to  enter  the 
clinical  practice  of  medicine. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 

Section  150  ( see  249 ) Resolution  64-54 

Six-Year  Combined  Course  for  Medical  Students 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  American  Medical  Asso- 
ciation and  the  medical  schools  have  been 
deeply  concerned  by  the  lack  of  grade  A 
college  students  applying  for  entrance  into 
medical  schools;  and 

Whereas,  Grade  A students  realize  that 
the  extra  years  of  preparation  increase  their 
financial  indebtedness  and  shorten  the  pro- 
ductive years  of  their  lives;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 


Medical  Association  to  encourage  medical 
schools  to  have  a six- year  combined  course, 
such  as  exists  in  a number  of  schools,  so 
that  grade  A college  students  may  be  en- 
couraged once  more  to  apply  for  entrance 
to  medical  schools. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 

Section  151  ( see  216 ) Resolution  64-55 

Proposed  Amendment  to  Medical  Examiner  Law 

Introduced  by  Section  on  Anesthesiology 

Whereas,  The  present  limitations  on  the 
medical  examiner  or  coroner  in  New  York 
State,  other  than  in  New  York  City,  may 
result  in  incorrect  certification  of  the  cause  of 
death;  and 

Whereas,  This  situation  hinders  the  epi- 
demiologic study  of  causes  of  death;  and 
Whereas,  The  cause  of  medical  research 
in  general  is  greatly  hindered  by  this  situa- 
tion; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  endeavor  to  introduce 
legislation  into  the  Legislature  of  the  State 
of  New  York  to  amend  the  “Medical  Examiner 
Law”  in  the  State  of  New  York,  other  than 
in  New  York  City,  to  provide  that  an  autopsy 
may  be  performed  by  a medical  examiner  or 
coroner  on  any  individual  whose  death  is 
associated  with  anesthesia,  drug  administra- 
tion, surgery,  diagnostic  and/or  therapeutic 
procedures,  regardless  of  the  presumption  of 
crime,  provided  that  the  medical  examiner  or 
coroner  feels  that  an  autopsy  is  required  to 
certify  the  cause  of  death. 

Referred  to  Reference  Committee  on  Legal 

Matters. 

Section  152  ( see  269 ) Resolution  64-56 

Active  Support  of  the  Educational 

Activities  of  EMPAC 

Introduced  by  Medical  Society  of  the  County 

of  Kings 

Whereas,  The  Empire  Medical  Political 
Action  Committee,  a nonprofit,  nonpartisan 
and  nonsectarian  organization,  has  as  its 
purpose  the  stimulation  of  physicians  to  a 
greater  interest  and  a more  active  role  in  the 
election  to  public  office  of  persons  who  favor 
free  enterprise  and  who  will  stand  with 
medicine  on  matters  affecting  the  health  and 
general  welfare  of  the  public;  and 

Whereas,  The  Empire  Medical  Political 
Action  Committee,  from  a sense  of  duty  and 
obligation,  frequently  expresses  its  views  to 
public  office  holders  on  legislation  and  matters 
affecting  the  public  health  and  practice  of 
medicine;  and 

Whereas,  These  activities  are  divided  into 
educational  and  political  programs  and  are 
financed  by  carefully  segregated  funds;  and 
Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  approved  the  aims  and 
efforts  of  the  Empire  Medical  Political 
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Action  Committee;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  its  members  to 
support  actively  the  educational  and  political 
activities  of  the  Empire  Medical  Political 
Action  Committee  and  that  a voluntary 
contribution  for  this  purpose  be  added  to 
the  annual  statement  of  dues  of  the  State 
Society  and  the  county  societies. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies. 

Section  153  ( see  269 ) Resolution  64-57 

Support  of  Empire  Medical  Political  Action 
Committee  (EMPAC) 

Introduced  by  Seventh  District  Branch 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  recorded  its  approval 
of  the  aims  and  objectives  of  the  Empire 
Medical  Political  Action  Committee;  and 

Whereas,  Support  of  EMPAC  is  the  most 
effective  means  of  promoting  the  interests 
of  the  physicians  of  New  York  State  in  the 
field  of  politics;  and 

Whereas,  Neither  the  officers,  staff,  or 
publications  of  the  Medical  Society  of  the 
State  of  New  York  have  given  recognition  or 
open  support  to  EMPAC;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  openly  and  vigorously 
support  the  aims  and  efforts  of  EMPAC  by: 

1.  Urging  its  members  to  join  and  to  con- 
tribute to  EMPAC; 

2.  Giving  space  in  its  publications,  the 
Journal  and  the  Newsletter,  to  EMPAC; 

3.  Directing  its  staff  actively  to  encourage 
membership  in  EMPAC;  and 

4.  Requesting  the  component  county 
societies  to  enclose,  with  their  annual  billings 
to  members,  solicitations  for  membership 
in  EMPAC,  and  for  financial  support  of  its 
educational  activities. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies. 

Section  154  {see  208 ) Resolution  64-59 

Condemnation  of  King-Anderson  Bill  (H.R.  3920) 

Introduced  by  James  M.  Blake,  M.D.,  and 
George  J.  Lawrence,  Jr.,  M.D.,  Councillors 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  down  through  the  years 
has  endorsed  the  principle  of  adequate 
medical  care  for  all  the  people  who  need  care, 
regardless  of  age  or  ability  to  pay;  and 

Whereas,  The  Society,  through  its  House 
of  Delegates,  has  likewise  opposed  all  at- 
tempts of  the  Federal  government  to  legislate 
governmental  control  on  the  health  care  of 
the  aged  through  the  Social  Security  system; 
and 

Whereas,  The  present  administration  has 
become  the  champion  of  the  advocates  of 


health  care  for  the  aged  through  Social  Secu- 
rity and  has  called  for  the  enactment  of  the 
King-Anderson  Bill  (H.R.  3920)  embodying 
this  principle,  by  the  88th  Congress;  and 

Whereas,  Since  the  Ways  and  Means  Com- 
mittee of  the  House  of  Representatives  has 
just  completed  public  hearings  on  H.R. 
3920  and  is  expected  to  vote  on  the  issue 
momentarily;  and 

Whereas,  The  State  Society  testified  at 
these  hearings,  through  the  personal  appear- 
ance of  its  president,  William  L.  Wheeler, 
Jr.,  M.D.,  in  opposition  to  H.R.  3920;  and 

Whereas,  this  testimony  demonstrated 
through  facts  that  approximately  1,200,000 
persons  sixty-five  and  over  are  presently 
covered  by  voluntary  health  insurance  in 
New  York  State  and  that  within  the  fore- 
seeable future  it  is  highly  probable  that  all 
persons  sixty-five  and  over,  who  so  desire, 
will  be  covered,  making  a gargantuan  Social 
Security  program  needless;  and 

Whereas,  The  same  testimony  showed 
that  proper  implementation  of  the  Medical 
Assistance  for  the  Aged  Program  (MAA)  in 
New  York,  through  changes  in  the  Metcalf- 
McCloskey  Law,  and  its  administration,  as 
proposed  by  the  State  Medical  Society,  will 
provide  adequately  for  the  “sixty-five  and 
over”  group,  who  are  not  financially  destitute 
but  who  are  unable  to  meet  unusual  medical 
expenses;  and 

Whereas,  This  testimony  also  contained 
evidence  that  if  the  King-Anderson  Bill 
becomes  law  and  goes  into  effect  in  1965, 
New  York  State  workers  will  be  compelled  to 
pay  more  than  three  and  one-quarter  billion 
dollars  in  Social  Security  taxes,  an  increase 
of  more  than  $340,000,000  over  the  estimated 
taxes  for  1965  under  present  law;  and 

Whereas,  The  Administration’s  campaign 
for  a mammoth  governmental  mechanism 
to  provide  limited  health  care  for  the  aged 
will  necessitate  a tremendous  increase  in 
Social  Security  taxes  and  is,  therefore,  in- 
consistent with  the  Administration’s  ultima- 
tum that  a substantial  decrease  in  general 
taxes  is  imperative  for  the  revitalization  of 
our  free  enterprise  system,  of  which  such  a 
mechanism  would  be  an  integral  part  capable 
of  transforming  it  into  a socialistic  economy; 
and 

Whereas,  There  are  solid  facts  substantiat- 
ing the  continuing  growth  of  the  voluntary 
plans  but  growing  confusion  concerning  the 
government’s  own  estimates  of  the  cost  of 
the  King-Anderson  plan,  adding  weighty 
evidence  to  the  contention  that  enactment 
of  H.R.  3920  would  be  un warranted;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirms  its  strong  opposi- 
tion to  any  proposed  law  providing  medical 
care  for  the  aged  through  Social  Security; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  opposes,  in  particular 
H.R.  3920,  or  any  other  similar  proposal 
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linked  to  the  Social  Security  system  for  the 
reasons  aforementioned;  and  be  it  further 
Resolved , That  copies  of  this  resolution  be 
sent  to  the  President  of  the  United  States,  the 
41  Congressmen  and  the  two  U.S.  Senators 
from  New  York,  and  to  all  members  of  the 
House  Ways  and  Means  Committee. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  155  { see  250 ) Resolution  64-60 

Smoking  and  the  Adolescent 

Introduced  by  Richmond  County  Medical 
Society 

Whereas,  The  relationship  between  smok- 
ing and  disease  has  been  reaffirmed  by  the 
Surgeon- General’s  report;  and 

Whereas,  It  is  both  unlikely  and  un- 
desirable that  legislation  be  enacted  against 
the  manufacture,  marketing,  and  distribu- 
tion of  tobacco;  and 

Whereas,  Our  experience  with  addictions 
in  the  past  indicates  that  it  is  unlikely  that 
those  presently  smoking  will  discontinue 
their  habits;  now  therefore  be  it  hereby 
Resolved , That  further  efforts  be  instituted 
toward  the  prevention  of  smoking  among 
those  young  people  not  presently  addicted; 
and  be  it  further 

Resolved,  That  as  a point  of  departure  the 
Medical  Society  of  the  State  of  New  York 
request  the  television  industry  to  terminate 
“on  stage”  smoking  by  popular  idols  of  the 
adolescents,  such  as  stage  personalities, 
athletes,  or  political  figures;  and 

Resolved,  That  advertisers  be  importuned 
to  delete  endorsements  of  cigarets  by  such 
public  figures. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  156  {see  190)  Resolution  64-61 

Amelioration  of  the  Nursing  Shortage 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  There  exists  a critical  shortage 
of  nurses  in  our  community  hospitals;  and 
Whereas,  This  shortage  could  be  amelio- 
rated by  employment  of  qualified  English- 
speaking  foreign  graduate  nurses;  and 

Whereas,  New  York  State  laws  are  un- 
necessarily restrictive  on  the  use  of  otherwise 
qualified  foreign  graduate  nurses;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the 
requirement  of  declaration  of  intention  of 
United  States  citizenship  be  waived  for 
otherwise  qualified  foreign  graduate  nurses 
until  this  critical  shortage  of  nurses  no 
longer  exists. 

Referred  to  Reference  Committee  on  Mis- 
cellaneous Business. 


Section  157  {see  294)  Resolution  64-62 

Extension  of  Time  Limit  for  Reporting 
Treatment  of  Welfare  Cases 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  The  regulations  of  the  New  York 
State  Department  of  Social  Welfare,  estab- 
lished in  consultation  with  the  Medical 
Society  of  the  State  of  New  York,  require 
that  the  M-l  (Part  1)  form  “Request  for 
Authorization  for  Professional  Services”  be 
submitted  to  the  local  Family  Welfare 
Division  within  five  days  after  providing 
treatments;  and 

Whereas,  This  regulation  is  unrealistic 
since  for  many  justifiable  reasons  physicians 
are  frequently  unable  to  comply  with  this 
five-day  ruling;  now  therefore  be  it  hereby 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  through  the  appropriate 
committee  make  every  effort  to  extend  this 
required  period  for  reporting  to  at  least  ten 
days. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  158  {see  272)  Resolution  64-63 

Opposition  to  Mandating  of  Delegates  to  the 
American  Medical  Association 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  Delegates  elected  as  representa- 
tives to  the  American  Medical  Association 
should  be  empowered  to  use  their  best  judg- 
ment in  voting  on  any  action  before  the  House; 
and 

Whereas,  Discussion  on  the  floor  of  the 
House,  or  in  reference  committee,  may 
provide  new  information  in  regard  to  the 
question  at  issue  and  therefore  change  the 
attitude  and  opinion  of  the  delegate;  and 

Whereas,  A court  has  ruled  that  power 
of  discretionary  voting  is  inherent  in  an 
elected  delegate  of  such  an  organization; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  discontinue  the  policy  of 
mandating  and  thereby  dictating  the  action  of 
delegates,  thus  negating  their  use  of  personal 
judgment. 

Referred  to  Reference  Committee  on  Organ- 
ization and  Policies. 

Section  159  {see  251)  Resolution  64-64 

Approval  of  Bills  to  Encourage  Scholarships 
for  Medical  Students 

Introduced  by  Lawrence  Ames,  M.D.,  Section  on 
General  Practice 

Whereas,  Several  legislative  bills  (referred 
to  as  the  Conklin-Plumodure  Bills)  have  been 
introduced  into  both  houses  of  the  State 
Legislature  as  follows: 

1.  An  Act  to  amend  the  Education  Law  in 
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relation  to  the  inclusion  in  the  curricula  of 
State-operated  institutions  in  the  State 
University  for  the  study  of  medicine  of 
courses  and  facilities  designed  to  prepare 
students  so  desiring  for  the  general  practice 
of  medicine;  and 

2.  To  amend  the  Education  Law  in 

relation  to  county  scholarships  for  professional 
education  in  medicine; 

3.  To  amend  the  Education  Law  in 

relation  to  regents  scholarships  for  professional 
education  in  medicine;  and 

Whereas,  The  passage  of  these  bills  would 
be  helpful  and  in  both  the  public  and  pro- 


FEBRUARY  11, 


fessional  good;  now  therefore  be  it  hereby 
Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  give  its  approval  to  the  principles 
expressed  in  these  bills  and  take  all  measures 
to  implement  their  enactment. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Speaker  Wurzbach:  I now  declare  a recess 
until  tomorrow  morning  at  9:30  a.m. 

...Whereupon  at  12:10  p.m.,  the  meeting 
recessed . . . 


Tuesday  Morning  Session 


The  session  convened  at  9:35  a.m. 

Speaker  Wurzbach:  The  House  will  come 

to  order.  Mr.  Secretary,  is  there  a quorum 
present? 

Secretary  Willis:  Mr.  Speaker,  I rec- 

ognize a quorum. 

Speaker  Wurzbach:  The  House  is  in 

order  for  business.  I will  call  on  the  secretary 
to  present  the  supplementary  reports  and  res- 
olutions which  have  come  into  the  House  since 
our  meeting  yesterday. 

Additional  Annual  and 
Supplementary  Reports 

Section  160  {see  260 ) Report  64-AA 

Annual  Report  of  the  Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Sixth  District 
Branch  was  held  September  14,  1963.  Again 
this  year  we  joined  the  Fifth  District  Branch 
in  a joint  program  at  the  White  Face  Inn  at 
Lake  Placid. 

At  the  business  meeting  the  following  officers 
were  elected  for  1964-1965:  president — -George 
C.  McCauley,  M.D.,  Tompkins;  first  vice-presi- 
dent— Hugh  D.  Black,  M.D.,  Chenango;  second 
vice-president- — Charles  L.  White,  M.D., 
Broome;  secretary — Henry  B.  Marshall,  M.D., 
Chemung;  treasurer- — Jason  K.  Moyer,  M.D., 
Broome;  delegate — Norman  C.  Lyster,  M.D., 
Chenango. 

Proposal  of  a district  grievance  committee 
has  been  under  consideration  and  study  by  the 
Sixth  District  Branch,  and  approval  of  most  of 
the  counties  in  the  district  branch  has  been 
obtained.  This  would  serve  to  supplement 
county  society  committees. 

The  district  branch  voted  to  assist  the  Fifth 
District  Branch  with  financial  support  of  the 


Student  American  Medical  Association  at 
Syracuse. 

Respectfully  submitted, 

George  F.  Nevin,  M.D.,  President 

Section  161  {see  56,  212)  Report  64-BB 

Supplementary  Report  of  the  Special 
Committee  on  Autopsy  and  the  Dead 
Human  Body 

To  the  House  of  Delegates,  Gentlemen: 

Since  the  submission  of  the  report  of  your 
special  committee,  we  have  been  informed  that 
the  Law  Revision  Commission  has  introduced 
legislation  relative  to: 

1.  “The  Laws  Governing  Autopsies  and 

Donations  of  Bodies  and  Parts  Thereof”  in 
the  form  of  bills:  S.  Intro.  2106  and  2107, 

and  A.  Intro.  3311  and  3312  to  correct  present 
ambiguities  in  Section  4210  and  other  statutes. 

2.  “Relating  to  the  Offices  of  Coroner  and 

Medical  Examiner”  in  the  form  of  bills:  S. 

Intro.  1707  and  1708,  and  A.  Intro.  2582  and 
2583. 

These  fulfill  the  directive  to  the  Law  Revision 
Commission  and  are  in  keeping  with  past 
requests  and  resolutions  of  this  House  of 
Delegates  and  propose  “such  changes  as  deemed 
necessary  to  modify  or  eliminate  antiquated 
and  undesirable  provisions  of  laws,  and  also 
bring  the  statutes  relating  to  coroners  and 
medical  examiners  into  harmony  with  modern 
conditions.” 

We  would  urge  that  these  bills  be  endorsed 
and  supported  by  the  Society  and,  specifically, 
approved  by  the  House  of  Delegates  with 
directives  to  the  Council  and  the  Legislation 
Committee  and  executive  vice-president  and 
other  officers  of  the  Medical  Society  of  the 
State  of  New  York  to  implement  and  activate 
full  support  for  bills,  Senate  1707  and  1708 
and  Senate  2106  and  2107,  and  Assembly 
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2852  and  1853  and  Assembly  3311  and  3312. 

We  would  urge  that  an  expression  of  ap- 
preciation on  the  part  of  the  Medical  Society  of 
the  State  of  New  York  be  included  in  recognition 
of  the  thorough  study  and  outstanding  per- 
formance of  the  Law  Revision  Commission  in 
dealing  with  these  problems  and  that  a resolu- 
tion to  this  effect  be  introduced  at  the  present 
meeting  of  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

Section  162  Report  64-CC 

Supplementary  Report  of  the  Special 
Committee  on  Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  the  wishes  of  the  1963 
House  of  Delegates,  the  Special  Committee 
on  Constitution  and  Bylaws  has  attempted  to 
make  such  changes  in  the  language  and  content 
of  the  Constitution  and  Bylaws  as  to  clarify 
certain  ambiguities  and  include  some  changes 
which  are  felt  to  be  desirable. 

The  following  are  suggested  new  wordings  for 
the  indicated  sections: 

Constitution 

Article  IV.  First  paragraph:  There  shall 

be  a Council  composed  of  the  president,  pres- 
ident-elect, vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treas- 
urer, assistant  treasurer  and  twelve  councillors 
elected  by  the  House  of  Delegates. 

Second  paragraph:  The  executive  vice-pres- 

ident, the  assistant  executive  vice-president, 
and  the  editor  of  the  New  York  State  Jour- 
nal of  Medicine  shall  attend  all  meetings  of 
the  Council  with  voice  but  without  vote. 

Article  IX  (. Entitled  “ Funds ”).  Funds  shall 
be  raised  by  annual  dues  levied  on  each  active 
member  at  a uniform  per  capita  rate  through- 
out the  State.  Funds  may  also  be  raised  in 
any  other  manner,  etc. 

Additional  sentence:  The  dues  or  assess- 

ments on  each  junior  member  shall  be  one- 
third  the  amount  levied  on  each  active  member. 

Article  X.  First  line:  At  any  meeting  of 

the  House  of  Delegates  a majority  of  the  mem- 
bers present  “ and  voting ” may  order . . . 

Last  sentence:  When  the  House  of  Dele- 

gates is  not  in  session,  the  Council  may  in  a 
similar  manner  order  such  a referendum. 

Bylaws 

Chapter  I.  Section  1 — Second  sentence:  A 

copy  of  the  roster  of  such  members  certified 
to  be  correct  by  the  respective  secretaries  of 
each  county  society,  etc. 

Last  sentence:  A member  who  has  been 

dropped  from  the  roll  of  a component  county 
society  by  reason  of  failure  to  pay  dues  shall 
not  be  accepted,  etc. 

Section  2 ( b ) — First  line:  Change  “Any  to 

“A.” 

Section  3 — First  line:  Change  “Any”  to 

“A.” 


Section  4 — A member  of  one  county  society 
shall  not  be  permitted  to  transfer  to  member- 
ship in  another  county  society  until  he  has 
paid  the  current  annual  dues  and  assessments 
to  the  former  county  society  and  he  has  es- 
tablished, etc. 

Last  sentence:  The  question  of  legal  res- 

idence or  principal  office  shall  be  verified  by  the 
county  medical  society  to  which  the  member 
desires  transfer. 

Section  5 — First  line:  Change  “Any”  to 
“A.” 

Section  6 — First  line:  Change  “Any”  to 
“A.” 

Section  6 — -First  sentence:  An  active  mem- 

ber in  good  standing,  on  reaching  the  age  of 
seventy  years,  or  who  is  permanently  disabled, 
may  apply  for  life  membership. 

Section  6 — Line  6:  Delete  “All.” 

Line  13:  Make  “application”  singular  in- 

stead of  plural. 

Last  sentence:  Delete  last  five  words: 

“except  voting  and  holding  office.” 

Section  7 — Third  paragraph:  Junior  mem- 

bers shall  automatically  . . . 

Section  8 — The  honorary  members  of  this 
Society  shall  be  all  persons  now  on  the  roster 
as  such,  and  in  addition  such  distinguished 
physicians  residing  outside  of  the  State  of 
New  York  as  may  hereafter  be  elected.  Nom- 
inations for  honorary  membership  shall  be 
endorsed  by  three  members  of  the  Society  and 
forwarded  to  the  secretary  for  presentation  to 
the  House  of  Delegates.  A two-thirds  vote 
of  the  House  of  Delegates  present  and  voting 
shall  be  necessary  for  the  election  to  honorary 
membership.  Honorary  members  shall  be  en- 
titled to  the  privilege  of  attending  and  address- 
ing the  meetings  of  the  Society. 

Chapter  II.  Section  1 — Change  subheadings 
to  capital  letters  (A,  B,  etc.). 

Second  line:  Change  elected  to  “duly 

designated.” 

Paragraph  (C):  . . . duly  designated  dele- 
gates from  each  district  branch. 

Paragraph  (E) : The  sentence,  starting 

“Should  the  delegate  of  a district  branch  be 
unable  to  serve,”  shall  be  changed  to  read: 
“Should  the  delegate  of  a district  branch  be 
unable  to  serve  as  a district  delegate,  its  vice- 
president  may  so  serve  and  in  case  the  vice- 
president  is  unable  to  serve,  the  president  of 
the  district  branch  may  designate  a substitute 
delegate.  Should  the  elected  delegate  of  a 
scientific  section  be  unable  to  serve,  the  chair- 
man of  the  section  shall  designate  a substitute 
delegate.” 

Last  sentence:  Each  component  county 

society  shall  be  entitled  to  select  delegates 
by  one  of  the  two  following  optional  methods: 

Paragraph  (a) : Each  component  county 

society  shall  be  entitled  to  as  many  delegates, 
etc.  (delete  elect) . 

Paragraph  ( b ):  Delete  “elect”  wherever  it 

appears. 

Chapter  II.  Section  2 — Last  sentence:  The 

term  of  a delegate  designated  by  a county 
medical  society  shall  begin  at  the  first  annual 
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meeting  of  the  House  of  Delegates  subsequent 
to  his  designation. 

Section  4 — A quorum  shall  consist  of  100 
duly  designated  or  constituted  members  of  the 
House  of  Delegates. 

Section  7 — “The  following  shall  be  the  order 
of  business  at  the  sessions  of  the  House  of 
Delegates.”  Add  after  “Adjournment”: 
“This  order  of  business  may  be  altered  by  the 
speaker  with  the  approval  of  the  House.” 

Chapter  III.  Section  1 — Last  sentence:  A 

member  of  the  Society  who  is  in  arrears  for 
county  society  dues  and  State  Society  per 
capita  assessment  shall  not  be  eligible  to  hold 
office  or  entitled  to  vote. 

Section  2 — Third  paragraph:  Four  coun- 

cillors shall  be  elected  annually,  each  for  a 
term  of  three  years.  In  the  event  of  a vacancy, 
a councillor  shall  be  elected  for  the  unexpired 
term. 

Sixth  paragraph: — No  salaried  employe  of 
the  Medical  Society  of  the  State  of  New  York 
shall  be  an  officer  of  the  Society.  For  the 
purposes  of  this  article  an  honorarium  shall 
not  be  considered  a salary. 

Section  5 — Second  sentence:  Where  there  is 

only  one  candidate  for  an  office,  a majority  vote 
without  ballot  shall  elect. 

Section  7 — -Second  sentence:  Special  com- 

mittees of  the  Society  shall  report  to  the 
Council  and  shall  be  subject  to  the  Council 
unless  otherwise  instructed  by  the  House  of 
Delegates. 

Chapter  IV.  Section  9 — Paragraph  (a): 
“Scientific  work  presented  at  an  annual 
meeting.” 

Section  11— Add  after  “order  of  business”: 
This  order  of  business  may  be  altered  by  the 
chairman  with  the  consent  of  the  Council. 

Chapter  V.  Section  1 — First  sentence:  The 

Board  of  Trustees  shall  meet  immediately  at 
the  close  of  the  annual  meeting  of  the  House 
of  Delegates,  shall  organize  under  the  chair- 
manship of  the  senior  member,  and  fix  the 
time  and  place  of  its  regular  meetings. 

Section  5 — Add  after  the  “order  of  business”: 
This  order  of  business  may  be  altered  by  the 
chairman  with  the  approval  of  the  Board. 

Chapter  VI.  Judicial  Council — Second  para- 
graph, third  line:  Change  “their”  to  “its” 

so  as  to  read:  “elect  its  own  chairman.” 

Omit  2 paragraphs  beginning  “In  the  year 
1954  ...” 

Section  2 — Line  7:  change  “Any”  to  “A” 

(A member  . . .). 

Section  3 — An  applicant  for  membership  in  a 
j component  county  medical  society  who  has 
been  excluded  from  membership  in  such  society 
may  likewise  appeal  from  the  action  of  said 
| society. 

Section  4 — -First  word:  Change  “Any”  to 

“A.” 

Fourth  line:  (page  24):  change  “each” 

to  “such.” 

Section  5 — Last  sentence:  All  data  so  sub- 

mitted shall  be  available  only  to  the  Judicial 
Council. 


Section  6 — Line  10:  Put  period  (.)  after 

board;  delete  remainder  of  paragraph. 

Section  7 — -Line  3:  Change  “any”  to  “a.” 

Line  8:  Change  “any”  to  “a.” 

Line  12:  Change  second  “any”  to  “a.” 

Chapter  VII.  Section  1 — The  president  shall 
preside  at  all  meetings  of  the  Society  and  the 
Council.  He  shall  be  an  ex-officio  member  of 
all  committees.  He  shall  appoint  all  commit- 
tees of  the  Council  with  the  approval  of  the 
Council.  He  shall  appoint  all  committees 
not  otherwise  provided  for  with  the  approval  of 
the  Council.  Within  three  months  after  as- 
suming the  office  of  president,  he  shall  appoint 
a nominating  committee  whose  names  he  shall 
cause  to  be  published.  He  shall  assign  the 
special  branches  of  work  for  which  the  members 
of  the  Council  shall  be  responsible  with  the 
approval  of  the  Council.  He  shall  deliver  an 
address  at  the  annual  meeting,  etc. 

Section  2 — The  president-elect  shall  succeed 
to  the  presidency  at  the  end  of  his  term  as 
president-elect.  He  shall  perform  the  duties  of 
the  president  in  the  latter’s  absence.  He  shall 
perform  such  other  duties  as  may  be  requested 
by  the  president.  In  the  event  of  the  pres- 
ident’s death,  resignation,  removal,  or  incapac- 
ity or  refusal  to  act,  the  president-elect  shall 
succeed  him  and  shall  serve  for  the  remainder 
of  the  unexpired  term.  If  the  time  so  served 
is  less  than  six  months,  he  shall  continue  in 
office  until  the  second  annual  meeting  follow- 
ing his  orginal  election  as  president-elect. 
If  the  president-elect  succeeds  to  the  presidency 
six  months  or  more  before  the  following  annual 
meeting,  the  House  of  Delegates  shall  at  that 
meeting,  elect  another  eligible  member  to  be 
president  until  the  next  annual  meeting.  If 
the  president-elect  dies,  resigns,  is  removed, 
or  is  unable  or  refuses  to  act  or  becomes  pres- 
ident, the  office  of  president-elect  shall  remain 
vacant,  and  at  its  next  annual  meeting  the 
House  of  Delegates  shall  elect  an  eligible  mem- 
ber to  be  president  until  the  following  annual 
meeting.  The  president-elect  shall  attend  all 
meetings  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

Section  4 — Line  3:  omit  “parliamentary.” 

Section  5 — The  vice-speaker  shall  perform  the 
duties  of  the  speaker  when  requested  by  the 
speaker  to  do  so  or,  in  case  of  the  speaker’s 
death,  resignation,  or  refusal  of  the  speaker 
to  act,  become  speaker. 

Section  7 — Line  5 (page  28):  Change  semi- 

colon (;)  to  comma  (,). 

Next  to  the  last  sentence:  He  shall  be  an 

ex-officio  member  of  all  boards  and  committees 
without  vote. 

Section  8 — The  assistant  secretary  may 
countersign  checks  drawn  by  the  treasurer  on 
funds  of  the  Society.  He  shall  aid  the  sec- 
retary in  the  work  of  his  office  and  in  the 
absence  or  disability  of  the  latter  shall  per- 
form the  duties  of  the  office.  In  case  of  a 
vacancy  he  shall  become  secretary  until  a 
successor  is  elected. 

Section  10 — The  assistant  treasurer  shall 
aid  the  treasurer  in  the  work  of  his  office  and  in 
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the  absence  or  disability  of  the  latter  shall 
perform  the  duties  of  the  office.  In  case  of  a 
vacancy  he  shall  become  treasurer  until  a 
successor  is  elected. 

Delete  last  sentence  beginning  “He  shall 
be  entitled,  etc.” 

Chapter  IX.  Section  1 — Next  to  the  last 
sentence:  Delete  “and  such  extension  shall 

not  exceed  ninety  days.” 

Chapter  X.  Reference  Committees ■ — Line  11: 
Such  committees  shall  each  consist,  etc. 

Chapter  XI.  Section  2 — A special  committee 
to  be  known  as  the  Malpractice  Insurance  and 
Defense  Board  shall  be  appointed  by  the 
president  with  the  approval  of  the  Council. 
It  shall  consist  of  seven  members  including  a 
chairman,  each  appointed  for  a five-year  term 
A vacancy  created  by  expiration  of  a term  shall 
be  filled  by  the  president,  with  the  approval  of 
the  Council  by  appointment  of  a member  for 
five  years.  Other  vacancies  shall  be  filled  for 
the  unexpired  term  in  similar  manner.  The 
secretary,  treasurer,  legal  counsel,  etc. 

Section  4 — The  Nominating  Committee  shall 
be  appointed  by  the  president  in  conformity 
with  Chapter  VII,  Section  1.  It  shall  consist 
of  eleven  members,  one  from  each  district 
branch  and  two  members  at  large.  It  shall  be 
the  duty  of  this  committee  to  propose  and 
nominate  members  of  the  Society  for  all  va- 
cancies to  be  filled  at  the  ensuing  annual  meeting 
of  the  House  of  Delegates. 

Chapter  XII.  Section  1 — The  Scientific  Sec- 
tions designated  by  the  House  of  Delegates 
shall  each  organize  under  the  chairmanship  of 
a pro-tem  chairman,  designated  by  the  speaker, 
and  elect  a chairman,  a vice-chairman,  and  a 
delegate  to  the  House  of  Delegates,  each  for 
one  year  and  a secretary  for  such  term  as  the 
section  may  deem  fit.  A chairman,  vice- 
chairman,  and  delegate  shall  be  elected  an- 
nually thereafter  for  terms  of  one  year. 

Chapter  XIII.  Section  2 — Each  district 

branch  shall  elect  such  other  officers  as  are 
provided  for  in  its  bylaws.  They  shall  attend 
the  business  meeting  of  the  branch. 

Chapter  XIV.  Section  1 — Eligibility  for 
membership  in  a county  society  shall  be  deter- 
mined by  that  society.  Except  by  approval  of 
the  Council,  etc. 

Section  2 — First  paragraph,  last  sentence: 
No  member,  however,  shall  be  an  active  or 
junior  member  of  more  than  one  component 
county  society,  nor  shall  any  component  county 
society  accept  as  a member  a physician  who  does 
not  have  a residence  or  principal  office  in  that 
county  in  any  other  way  than  in  accordance 
with  the  law  governing  transfers. 

Paragraph  5:  The  dues  of  an  active  or 

junior  member  of  the  Medical  Society  of  the 
State  of  New  York  may  be  remitted  for  the 
current  year  by  action  of  the  Council,  on  ac- 
count of  illness,  financial  hardship,  etc. 

Section  4 — Second  paragraph:  Insert  “at 

least”  before  “ninety  days  before  ...” 

Section  6 — Last  sentence:  Change  “must”  to 
“shall.” 


Chapter  XV.  Section  3 — Change  “Any”  to 
“A.” 

Section  5 — Charges,  by  a member,  of  mal- 
feasance or  nonfeasance  preferred  against  an 
officer,  councillor,  trustee,  or  member  of  a 
Board  or  special  committee  of  the  Society 
shall  be  transmitted  to  the  president.  The 
president  shall  order  a trial  on  said  charges  by 
the  Council  or  a committee  thereof.  The 
accused  shall  be  given  at  least  ten  days  notice  of 
such  trial  and  of  the  charges  against  him  and 
shall  have  full  opportunity  to  defend  himself 
Chapter  XVII.  Section  1 — Insert  “only” 
prior  to  “at  an  annual  meeting  of  the  House  of 
Delegates”  . . . 

Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 

Section  163  {see  9,  182 ) Report  64-DD 

Supplementary  Report  of  the  Secretary 

To  the  House  of  Delegates , Gentlemen: 

Your  secretary  presents  the  following  sup- 
plementary report  giving  membership  figures 
for  the  Medical  Society  of  the  State  of  New 
York  for  1963: 

1962  Membership 25,401 


1963  New  members  . . . 996 

1963  Reinstated 

members 62  26 , 459 


1963  Deaths 407 

1963  Resignations 346  753 


25,706 

1963  Delinquent 

members 178 


1963  Total 

membership 25 , 528 


Honor  counties,  those  having  no  1963  de- 
linquents, are  Cayuga,  Chemung,  Clinton, 
Delaware,  Fulton,  Greene,  Herkimer,  Jef- 
ferson, Livingston,  Madison,  Oneida,  Ontario, 
Oswego,  Putnam,  Schuyler,  Seneca,  Steuben, 
Tompkins,  Washington,  Wyoming,  and  Yates. 

Comparative  totals  of  membership  since 


1952  follow: 

1952  22,637  1958  24,370 

1953  23,145  1959  24,689 

1954  23,545  1960  25,250 

1955  23,838  1961  25,351 

1956  24,031  1962  25,401 

1957  24,182  1963  25,528 

Remission  of  1963  dues  were  voted  for  202 
members  as  follows: 

Illness 101 

Temporary  Service  in  the  Armed 
Forces  or  U.S.  Public  Health 

Service 67 

Financial  hardship 34 


202 

Respectfully  submitted, 

Waring  Willis,  M.D.,  Secretary 


1484  New  York  State  Journal  of  Medicine  / June  1,  1964 


Additional  Resolutions 

Section  164  ( see  273)  Resolution  64—65 

Change  in  Name  of  Section  on  Medicine 

Introduced  by  Aaron  Feder,  M.D.,  Section  on 

Medicine 

Whereas,  the  Section  on  Medicine  has 
over  recent  years  concerned  itself  with  sub- 
ject matter  belonging  solely  to  the  field  of 
internal  medicine;  and 

Whereas,  Confusion  exists  in  the  minds 
of  some  between  the  functions  of  the  Section 
on  Medicine  and  the  Section  on  General 
Practice;  and 

Whereas,  The  specialty  of  internal  med- 
icine is  a recognized  specialty  in  medicine; 
and 

Whereas,  The  Section  on  Medicine  of  the 
Medical  Society  of  the  State  of  New  York 
at  its  meeting  in  1962  and  1963  resolved  to 
request  the  House  of  Delegates  to  change  its 
designation  to  the  Section  on  Internal 
Medicine;  now  be  it  hereby 

Resolved,  That  the  name  of  the  Section  on 
Medicine  be  changed  to  the  Section  on 
Internal  Medicine. 

Referred  to  Reference  Committee  on 

Organization  and  Policies. 

Section  165  ( see  252 ) Resolution  64-66 

Physical  Examination  for  Driver  Licensure 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  goal  of  licensing  should  be 
to  license  all  applicants  who  can  operate  a 
motor  vehicle  with  safety  to  themselves  and 
others;  and 

Whereas,  It  is  the  duty  of  the  Commis- 
sioner of  Motor  Vehicles  of  the  State  of  New 
York  to  restrict,  withdraw,  or  deny  the 
license  to  those  who  present  an  unwarranted 
risk;  and 

Whereas,  The  identification  of  persons 
with  certain  diseases  is  of  little  value  in 
preventing  accidents;  and 

Whereas,  The  recognition  and  appropriate 
handling  of  “driver  limitation”  will  contribute 
markedly  to  automobile  accident  prevention 
programs;  and 

Whereas,  The  diagnosis  of  medical  con- 
ditions affecting  the  ability  of  an  individual 
to  operate  a motor  vehicle  is  the  responsibility 
solely  of  the  physician;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  Com- 
missioner of  Motor  Vehicles  of  the  State  of 
New  York  that  a medical  examination  for 
“driver  limitation”  be  conducted  at  least 
under  certain  prescribed  conditions;  and  be  it 
further 

Resolved,  That  a copy  of  this  resolution  be 
sent  to  Senator  Edward  Speno,  chairman  of 
Joint  Legislation  Commission  on  Motor 
Vehicles  and  Traffic  Safety. 


Referred  to  Reference  Committee  on 

Scientific  Activities  and  Publications  A. 

Section  166  {see  269)  Resolution  64-67 

Endorsement  of  EMPAC 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Empire  Medical  Political 
Action  Committee  speaks  for  and  acts  for 
the  New  York  State  physician;  and 

Whereas,  The  New  York  State  physician 
must  have  a voice  and  an  arm  of  political 
potential  in  defense  of  the  ideals  of  American 
medicine;  and 

Whereas,  New  York  State  medicine  must 
represent  and  project  a force  equal  in  power 
and  dedication  in  defense  of  the  ideals  of  a 
free  medical  community  to  balance  the  forces 
of  organized  reaction  represented  in  certain 
facets  of  our  communities;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  and  this  House  of  Dele- 
gates reaffirm  its  faith  and  support  of  EMPAC 
and  its  potential  service  to  the  physician  of 
New  York  State  and  the  American  public. 

Referred  to  Reference  Committee  on 
Organization  and  Policies. 

Section  167  {see  296)  Resolution  64-68 

Increase  in  Ceiling  for  MAA  Recipients 

Introduced  by  John  D.  VanZandt,  M.D., 

Orange 

Whereas,  Several  members  of  the  Medical 
Society  of  the  County  of  Orange  are  of  the 
opinion  that  there  are  many  citizens  over 
sixty-five  years  of  age  whose  income  is  be- 
tween $2,100  and  $2,950  per  year,  but  who, 
because  of  the  cost  of  living,  are  unable  to 
pay  for  necessary  medical  care;  and 

Whereas,  The  present  law  limits  the  in- 
come of  senior  citizens  to  $1,800  per  year  if 
single  and  $2,600  per  year  if  married  and 
living  with  spouse;  and 

Whereas,  It  is  the  intention  and  desire  of 
the  Medical  Society  of  the  County  of  Orange 
to  provide  necessary  medical  services  for 
all  who  need  but  cannot  afford  them;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  appeal  to  the  Commis- 
sioner of  Welfare  of  the  State  of  New  York, 
the  Commissioner  of  Welfare  of  the  City  of 
New  York,  the  Secretary  of  Health,  Educa- 
tion, and  Welfare,  the  Legislature  of  the  State 
of  New  York,  and  the  Congress  of  the  United 
States  to  increase  the  above  ceiling  limits 
for  recipients  of  Medical  Assistance  for  the 
Aged  to  $2,100  per  year  for  single  persons  and 
$2,950  for  married  couples;  and  be  it  further 

Resolved,  That  the  Delegates  from  the 
Medical  Society  of  the  State  of  New  York 
to  the  House  of  Delegates  of  the  American 
Medical  Association  be  instructed  to  in- 
troduce a similar  resolution  and  work  for 
its  passage;  and  be  it  further 
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Resolved,  That  a copy  of  this  resolution  be 
forwarded  to  the  Commissioner  of  Welfare 
of  the  State  of  New  York,  the  Commissioner 
of  Welfare  of  the  City  of  New  York,  the  Sec- 
retary of  Health,  Education,  and  Welfare, 
the  Governor  of  the  State  of  New  York,  and 
United  States  Senators  from  the  State  of 
New  York. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  168  { see  217)  Resolution  64-69 

Support  of  Legislation  Introduced  by  the  Law 
Revision  Commission  Relating  to  Laws  Governing 
Autopsies  and  Donations  of  Bodies  and  Parts 
Thereof 

Introduced  by  Alfred  A.  Angrist,  M.D.,  Queens 

Whereas,  The  Law  Revision  Commission 
has  completed  its  careful  and  prolonged 
studies  and  public  hearings  and  its  efforts 
have  now  culminated  in  specific  recommenda- 
tions to  the  Legislature  in  relation  to  “Laws 
Governing  Autopsies  and  Donations  of  Bodies 
and  Parts  Thereof”;  and 

Whereas,  The  analyses,  recommendations, 
and  revisions  are  incorporated  in  specific 
bills  introduced  into  the  Legislature  this 
year,  as  follows:  S.  Intro.  2106,  A.  Intro. 

3311  and  S.  Intro.  2107,  A.  Intro.  3312;  and 

Whereas,  The  bills  do  correct  existing 
imperfections,  errors,  and  ambiguities  in  the 
application  of  present  statutes  governing 
autopsies  and  donations  of  bodies  or  parts 
thereof  in  modern  society;  now  therefore  be 
it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  endorse  these  bills  and  actively  support 
their  passage  by  all  means  at  its  disposal; 
and  be  it  further 

Resolved,  That  the  House  of  Delegates 
note  its  satisfaction  with  the  scholarly 
study  carried  out  and  the  careful  formulation 
of  the  recommended  legislation  by  the  Law 
Revision  Commission. 

Referred  to  Reference  Committee  on  Legal 
Matters. 

Section  169  {see  218)  Resolution  64-70 

Support  of  Legislation  Introduced  by  the  Law 
Revision  Commission  Relating  to  Offices  of 
Coroner  and  Medical  Examiner 

Introduced  by  Alfred  A.  Angrist,  M.D.,  Queens 

Whereas,  The  Law  Revision  Commission 
has  completed  its  careful  and  prolonged 
studies  and  public  hearings,  and  its  efforts 
have  now  culiminated  in  specific  recommenda- 
tions to  the  Legislature  “Relating  to  the 
Offices  of  Coroner  and  Medical  Examiner”; 
and 

Whereas,  The  analyses,  recommendations, 
and  revisions  are  incorporated  in  specific 
bills  introduced  into  the  Legislature  this 
year,  as  follows:  S.  Intro.  1707,  A.  Intro. 

2852  and  S.  Intro.  1708,  A.  Intro.  2853;  and 


Whereas,  more  specific  definition  of  the 
nature  of  cases  and  the  jurisdiction  of  cases 
under  the  coroner  and  medical  examiner  and 
their  powers  to  proceed  in  the  performance 
of  their  duties  promises  to  yield  a better 
medicolegal  system  for  the  investigation  of 
such  medicolegal  deaths;  now  therefore  be 
it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  endorse  these  bills  and  actively  support 
their  passage  by  all  means  at  its  disposal; 
and  be  it  further 

Resolved,  That  the  members  of  the  House 
of  Delegates  note  their  satisfaction  with 
the  scholarly  study  carried  out  and  the  careful 
formulation  of  the  recommended  legislation 
by  the  Law  Revision  Commission. 

Referred  to  Reference  Committee  on 
Legal  Matters. 

Section  170  {see  315)  Resolution  64-71 

Creation  of  a Control  Utilizing  City  Hospital  at 
Elmhurst  for  Comparison  with  Present 
Experimental  Affiliations  of  Municipal  Hospitals 
with  Voluntary  Institutions  and  Medical  Colleges 

Introduced  by  First  District  Branch 

Whereas,  The  implementation  of  the 
Rappleye  plan  by  the  Commissioner  of 
Hospitals  has  proceeded  rapidly  with  new 
contractual  arrangements  with  many  vol- 
untary hospitals  and  several  medical  schools 
for  the  care  of  indigent  sick  in  our  municipal 
hospitals;  and 

Whereas,  This  experiment  will  amount 
to  a 50  million  dollar  budget  item;  and 

Whereas,  A request  for  3 million  dollars 
is  presently  being  made  by  the  Commis- 
sioner of  Hospitals  for  an  affiliation  of  the 
City  Hospital  at  Elmhurst  with  one  or  more 
voluntary  institutions;  and 

Whereas,  All  scientific  experiments  and 
the  complex  problem  of  medical  care  In 
particular  should  have  a comparative  control; 
and 

Whereas,  The  approval  of  such  a 3 million 
dollar  item  in  the  budget  by  the  Municipal 
Council  will  eliminate  the  sole  remaining 
possible  control  for  the  comparative  evalua- 
tion of  the  benefits  of  the  Rappleye  plan 
and  such  a policy  of  affiliation;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  Commis- 
sioner of  Hospitals,  His  Honor  the  Mayor  of 
New  York,  and  members  of  the  Municipal 
Council  of  the  City  of  New  York  to  hold  in 
abeyance  and  not  approve  the  3 million  dollar 
item  in  the  budget  calling  for  such  affilia- 
tion of  the  City  Hospital  at  Elmhurst;  and 
be  it  further 

Resolved,  That  due  consideration  be  given 
to  the  approval  of  one-half  the  above  amount 
(1,500,000  dollars),  without  any  overhead 
cost,  being  made  available  to  the  Commis- 
sioner and  administrative  officers  of  the  De- 
partment of  Hospitals  and  the  Medical 
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Board  of  the  City  Hospital  at  Elmhurst 
immediately,  through  the  routine  budgetary 
changes,  with  provision  for  part  of  the  monies 
with  adequate  safeguards  to  be  available  for 
flexible,  immediate  expenditures  by  the 
administration,  Medical  Board  at  City 
Hospital  at  Elmhurst,  and  Commissioner  of 
the  Department  of  Hospitals  for  all  neces- 
sary equipment,  supplies,  and  personnel 
required  to  modernize  and  revitalize  the 
City  Hospital  at  Elmhurst,  so  that  thereby 
an  adequately  supported  municipal  hospital, 
without  affiliation,  can  become  a proper 
scientific  control  for  comparable  evaluation 
of  the  benefits  of  affiliation  on  patient  care, 
the  agreed  upon  ultimate  aim;  and  be  it 
further 

Resolved,  That  after  a reasonable  period, 
a medical  audit  be  undertaken  to  evaluate 
the  standards,  quality,  and  cost  of  medical 
care  in  the  group  of  affiliated  institutions,  to 
be  compared  with  medical  care  in  City 
Hospital  at  Elmhurst  when  it  also  will  be- 
come a comparably  financially  supported 
municipal  hospital,  so  that  the  present  costly 
experiment  in  medical  care  being  undertaken 
by  the  implementation  of  the  Rappleye  plan 
in  our  municipal  hospitals  may  have  an  ap- 
propriate yardstick  basis  for  comparison  and 
adequate  control. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  171  ( see  253 ) Resolution  64-72 

Revision  of  Medical  Practice  Act 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Medical  Practice  Act 
constitutes  the  only  guide  for  the  definition 
of  the  practice  of  medicine;  and 

Whereas,  This  act  has  not  been  modified 
or  updated  since  its  original  draft  in  1905; 
and 

Whereas,  This  act  is  antiquated  and  does 
not  adequately  define  the  prescribed  respon- 
sibilities inherent  in  the  modern  practice  of 
medicine;  and 

Whereas,  There  is  need  for  clarification  to 
apply  this  act  to  paramedical  fields  by 
virtue  of  their  infringement  upon  the  practice 
of  medicine  by  nonmedical  disciplines;  and 

Whereas,  The  practice  of  medicine  must 
be  clarified  to  exclude  nonmedical  individuals; 
and 

Whereas,  Lack  of  adequate  clarification 
acts  to  the  detriment  of  the  public  health 
and  the  medical  profession;  now  therefore  be 
it  hereby 

Resolved,  That  the  State  Education  De- 
partment be  requested  to  restate  definitively 
and  adequately  the  qualifications  prerequisite 
for  the  practice  of  medicine;  and  be  it  further 

Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  take  the  necessary 
measures  to  have  this  act  reviewed,  revised, 
and  implemented  by  the  State  Education 
Department  as  soon  as  possible  in  behalf  of 
the  public  health. 


Referred  to  Reference  Committee  on 
Scientific  Activities  and  Publications  A. 

Section  1 72  ( see  295 ) Resolution  64-73 

Change  of  Five-Day  Ruling  for  Payment  of  Fees 
for  Care  of  Welfare  Patients 

Introduced  by  Medical  Society  of  the  County  of 
Schenectady 

Whereas,  The  constant  struggle  with  the 
forces  trying  to  impose  socialized  medicine 
on  this  country  is  further  realized  by  the 
bureaucratic  five-day  payment  of  fee  regula- 
tion of  the  New  York  State  Department  of 
Social  Welfare;  and 

Whereas,  The  Social  Welfare  Depart- 
ment ruling  now  dictates  that  the  billing 
for  medical  care  of  welfare  patients  must  be 
received  within  five  days  instead  of  the 
usual  end  of  the  month  billing  as  is  custom- 
ary in  all  other  medical  services;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  deplore  the  strict  ad- 
herence to  this  ruling  of  the  New  York  State 
Department  of  Social  Welfare;  and  be  it 
further 

Resolved,  That  it  be  recommended  that  the 
five-day  ruling  on  payment  of  fees  of  the 
New  York  State  Department  of  Social 
Welfare  be  extended  to  thirty  days. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  173  ( see  316)  Resolution  64-74 

Opposition  to  Policy  on  Pediatric  Residencies 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  Commissioner  of  Hospitals 
of  the  City  of  New  York,  Ray  E.  Trussell, 
M.D.,  in  a recent  letter  to  the  Greater  New 
York  Hospital  Association  stated,  “Hospitals 
without  pediatric  residency  approval  should 
not  be  taking  care  of  sick  children  at  public 
expense  and  should  refer”;  and 

Whereas,  It  is  by  no  means  universally 
agreed  that  residency  training  approval  is  a 
necessary  prerequisite  to  the  delivery  of  high- 
quality  medical  care;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  oppose  the 
principle  invoked  in  the  quoted  letter;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  will  continue  to  take 
such  active  measures,  as  it  may,  to  prevent 
the  implementation  of  such  policy. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  1 74  {see  31 7)  Resolution  64-75 

Recommended  Revision  of  New  York  City  Charter 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  1963-1964  Medical  Direc- 
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tory  of  New  York  States  lists  18,582  medical 
practitioners  in  the  City  of  New  York  out 
of  32,911  such  practitioners  in  the  State  of 
New  York;  and 

Whereas,  These  physicians  are  responsible 
for  the  health  and  welfare  of  almost  ten 
million  people  who  live  and  work  in  the  City 
of  New  York;  and 

Whereas,  These  physicians  and  then- 
fellow  citizens  are  governed  by  the  New  York 
City  Charter  adopted  November  7,  1961, 
and  effective  January  1, 1963;  and 

Whereas,  This  aforementioned  New  York 
City  Charter  establishes  either  inadequate 
or  no  qualifications  for  the  Commissioners 
of  Health,  Hospitals,  and  Welfare  in  the 
respective  Chapters  22,  23,  and  24  of  this 
Charter;  now  therefore  be  it  hereby 

Resolved,  That  the  members  of  the  New 
York  City  Council  and  the  Mayor  of  the 
City  of  New  York  be  petitioned  by  the  Medi- 
cal Society  of  the  State  of  New  York  to 
amend  this  Charter;  and  be  it  further 

Resolved,  That  the  following  minimum 
standards  be  established  as  qualifying  for 
the  respective  appointments: 

Commissioner  of  Health:  He  should  be  a doc- 
tor of  medicine  and  a graduate  of  an  approved 
school  of  public  health;  with  not  less  than  a 
total  of  eight  years  experience  in  both 
professions; 

Commissioner  of  Hospitals:  He  should  be 

a doctor  of  medicine  and  a graduate  of  an 
approved  school  of  hospital  administration; 
with  not  less  than  a total  of  eight  years 
experience  in  both  professions; 

Commissioner  of  Welfare:  He  should  be 

a graduate  of  an  approved  school  of  social 
work;  with  not  less  than  eight  years  exper- 
ience in  social  and/or  welfare  work. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  175  ( see  296 ) Resolution  64-76 

Changes  in  MAA  Program  in  the 
State  of  New  York 

Introduced  by  Oneida  County  Medical  Society 

Whereas,  The  American  Medical  Associa- 
tion has  asked  us  to  initiate  Operation 
Hometown;  and 

Whereas,  It  is  difficult  to  support  the 
Kerr- Mills  Law  as  implemented  in  this  State; 
and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  offered  a constructive 
program  for  implementation  of  the  Kerr- 
Mills  Law  in  the  State  of  New  York,  to 
wit: 

“1.  The  medical  care  of  the  patient  under 
the  Medical  Assistance  to  the  Aged  be  under 
the  supervision  of  the  Department  of  Health 
by  contract  or  other  arrangement.  The 
financial  determination  of  eligibility  should, 
as  required  by  law,  be  the  responsibility  of 
the  Department  of  Social  Welfare.  It  should 
not,  however,  be  necessary  for  the  aged  to 
apply  for  help  from  the  Welfare  Department. 


“2.  Means  test  should  only  apply  to  re- 
cipient and/or  spouse. 

“(a)  In  estimating  eligibility,  resources 
and  income  should  be  considered  jointly 
because  the  proportion  will  vary  considerably 
in  each  individual  case. 

“(6)  Maximum  income  for  eligibility 
should  be  raised  from  $l,800/$2,600  to 
$2,500/$4,000  which  is  the  lowest  income  for 
service  benefits  under  insurance  plans. 

“(c)  The  allowable  amount  of  life  insur- 
ance to  be  retained  should  be  increased  from 
$500  to  a minimum  of  $1,000. 

“3.  Ambulatory  treatments,  diagnosis,  and 
rehabilitation  without  hospital  admission 
should  be  encouraged. 

“4.  Efforts  should  be  made  to  have  all 
people  over  age  sixty-five  adequately  covered 
by  a health  insurance  program”;  and 

Whereas,  None  of  this  legislation  has  been 
passed;  now  therefore  be  it  hereby 

Resolved,  That  our  State  Legislature  and 
the  Governor  be  notified  of  our  continuing 
interest  in  this  proposed  legislation;  and  be  it 
further 

Resolved,  That  the  public  be  notified  of  our 
recommendation  through  frequent  releases 
to  the  various  media  of  communication  so 
that  the  people  of  the  State  of  New  York 
may  know  the  position  and  concern  of  the 
Medical  Society  of  the  State  of  New  York 
for  the  care  of  the  aged. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  1 76  ( see  254)  Resolution  64-77 

Fitting  of  Contact  Lenses  by  Qualified 
Ophthalmic  Dispensers 

Introduced  by  Section  on  Ophthalmology 

Whereas,  The  fitting  of  corneal  contact 
lenses  by  qualified  and  licensed  ophthalmic 
dispensers  has  been  sucessfully  done  on  a 
wide  scale  since  the  introduction  of  corneal 
contact  lenses  thirteen  years  ago;  and 

Whereas,  The  present  system  of  super- 
vision of  the  ophthalmic  dispenser  by  the 
eye  physician  safeguards  the  eye  health  of  the 
patient  being  fitted  for  contact  lenses;  and 
Whereas,  This  supervision  shall  consist 
of  the  pre-  and  postfitting  examinations  by 
the  eye  physician;  now  therefore  be  it  hereby 
Resolved,  That  the  members  of  the  Medical 
Society  of  the  State  of  New  York  declare 
their  support  and  favor  of  the  Laverne- 
Waters  bill  now  before  the  New  York  State 
Legislature. 

Referred  to  Reference  Committee  on  Sci- 
entific Activities  and  Publications  A. 

Speaker  Wurzbach:  I will  entertain  a 

motion  that  these  follow  the  usual  course  and 
be  referred  to  the  reference  committees  as 
indicated. 

Dr.  Lane:  I so  move. 

Dr.  Greenough:  I second  it. 

. . . There  being  no  discussion,  the  motion 
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was  put  to  a vote  and  was  unanimously 
carried  . . . 

Section  177 

Announcements 

Speaker  Wurzbach:  You  have  heard  that 

last  resolution  64-77.  That  is  a new  record 
for  the  House;  74  was  the  previous  record. 
We  are  now  past  that. 

After  we  recess,  the  Special  Committee  on 
Constitution  and  Bylaws  will  meet  here  to 
discuss  with  the  proposers  and  anyone  else 
wishing  to  be  present  the  changes  in  the  Bylaws 
that  have  been  presented  as  resolutions,  which 
of  course  must  wait  until  next  year  for  action. 

It  is  very  interesting  that  out  of  a total  mem- 
bership of  this  House  of  257  members,  as  of 
now  246  have  registered  There  are  21  alter- 
nate delegates  registered  who  have  taken  ad- 
vantage of  the  offer  we  made  to  attend  the 
House,  when  we  stated  they  would  receive  the 
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handbook  and  all  other  necessary  aids  if  their 
counties  two  months  before  let  us  know  about 
the  fact  they  would  be  present  at  this  meeting. 

As  of  last  Wednesday  we  had  31  resolutions. 
As  of  now  we  have  77.  Gentlemen,  this  makes 
it  very  difficult  not  only  for  the  staff  to  get  them 
ready  for  distribution  but  for  you  delegates 
to  be  able  to  consider  these,  and  maybe  in 
caucus  to  speak  about  them.  If  we  could  have 
them  ready  ahead  of  time  we  might  be  able  to 
have  them  distributed  by  mail  prior  to  the 
opening  of  the  House.  Then  they  could  be 
properly  considered  and  studied.  I cannot 
believe  that  46  resolutions  had  not  been  thought 
of  previously  before  the  opening  of  this  House. 
If  you  would  only  send  them  in  ahead,  this 
House  could  do  a better  job. 

We  will  recess  until  tomorrow  morning  at 
9:00  a.m. 

. . . Whereupon  at  9:55  a.m.,  the  meeting 
recessed  . . . 


Wednesday  Morning  Session 


The  session  convened  at  9 : 10  a.m. 

Speaker  Wurzbach:  The  House  will  come  to 
order.  Mr.  Secretary,  is  there  a quorum  pres- 
ent? 

Secretary  Willis:  Mr.  Speaker,  there  is  a 
quorum  in  the  House. 

Speaker  Wurzbach:  The  House  is  then  in 
order  for  business. 

Section  178  ( see  94,  278) 

Introduction  of  Guests 

Speaker  Wurzbach:  It  is  now  one  of  those 
pleasurable  times  when  we  welcome  our  dis- 
tinguished guests,  and  I would  ask  Dr.  Wertz 
to  present  Dr.  Arthur  E.  Hardy,  the  past-presi- 
dent of  the  Rhode  Island  Medical  Society,  at 
the  dais. 

. . . Carlton  E.  Wertz,  M.D.,  escorted  Arthur 

E.  Hardy,  M.D.,  to  the  rostrum  amid  applause, 
whereupon  Dr.  Hardy  addressed  the  House.  . . 

Speaker  Wurzbach:  I will  now  ask  Dr. 

Azzari  to  present  Dr.  J.  Bishop  McGill,  presi- 
dent of  the  Vermont  State  Medical  Society. 

. . . Renato  J.  Azzari,  M.D.,  escorted  J. 
Bishop  McGill,  M.D.,  to  the  rostrum  amid  ap- 
plause, whereupon  Dr.  McGill  addressed  the 
House.  . . 

Speaker  Wurzbach:  The  Chair  now  has  a 
very  pleasant  task  to  welcome  an  old  friend  of 
this  House,  and  I am  going  to  ask  Dr.  Kelley  to 
bring  forward  the  official  delegate  from  the 
Medical  Society  of  New  Jersey,  Dr.  William  F. 
Costello. 

. . .John  F.  Kelley,  M.D.,  escorted  William 

F.  Costello,  M.D.,  to  the  rostrum  amid  ap- 


plause, whereupon  Dr.  Costello  addressed  the 
House.  . . 

Section  1 79 

Address  of  Reverend  Paul  B.  McCleave 

Speaker  Wurzbach:  I am  going  to  call  on 
the  cnairman  of  our  Committee  on  Medicine 
and  Religion,  Dr.  William  Boland,  to  present 
on  the  dais  the  Reverend  Paul  McCleave,  the 
director  of  the  A.M.  A.  Department  of  Medicine 
and  Religion. 

Rev.  Paul  B.  McCleave:  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  I deem  it  a 
privilege  and  an  opportunity  to  be  invited  to 
come  to  this  morning’s  meeting  with  you  and 
bring  greetings  from  the  American  Medical 
Association  and  also  from  our  department.  As 
far  as  introductions  are  concerned,  I recently  at 
the  house  of  delegates  in  Texas  was  introduced 
as  the  “high  damn  Yankee  Presbyterian”  from 
the  American  Medical  Association.  I guess, 
perhaps,  that  is  what  I am,  and  this  clarifies 
it  very  quickly. 

In  a few  words  I would  like  to  explain  to  you 
something  of  the  activity  of  this  department  as 
it  was  established  in  September,  1961,  by  the 
administration  of  the  American  Medical  Asso- 
ciation. The  task  and  the  purpose  of  the  de- 
partment is  one  fold  and  one  alone,  and  this  is 
to  create  a climate  in  which  the  physician  and 
the  clergyman  might  communicate  relative  to 
the  total  care  and  treatment  of  the  patient. 
I assure  you  that  the  department  is  not  con- 
cerned about  your  spiritual  life  individually; 
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although  I personally  might  be  concerned  about 
it,  it  is  not  the  task  of  the  department.  The 
task  of  the  department  is  not  to  try  and  create 
all  people  of  one  faith.  It  is  simply  a matter 
wherein,  as  physicians,  we  are  deeply  concerned 
with  patient  care,  and  it  might  be  well  for  us  to 
become  closer  related  to  another  profession  that 
might  assist  us  in  those  circumstances  and  under 
those  situations  in  which  we  would  request  them 
as  physicians. 

Granted  every  patient  that  is  ours  does  not 
need  a clergyman,  any  more  than  every  parish- 
ioner of  all  the  clergy  needs  a doctor,  but  there 
are  many  times  and  there  are  circumstances 
when  we  recognize  that  perhaps  the  family  is 
more  ill  than  is  the  patient.  Perhaps  some- 
times the  mother  is  more  ill  than  is  the  child. 
Under  these  circumstances  and  situations  of  this 
type  it  might  be  well  for  us  to  become  closer  re- 
lated in  our  communication  one  with  another 
that  we  might  be  able  to  grant  to  our  patients 
the  finest  and  continue  to  offer  the  finest  of 
medical  care. 

I am  quite  sure  that  we  recognize  that  since 
World  War  II  there  have  been  many  changes 
that  have  created  decisions  which  we  did  not 
have  before.  It  is  wonderful.  When  we  speak 
of  the  finest  of  miracle  drugs,  the  very  fine  tech- 
nics and  skills  that  we  have  made  in  our  ad- 
vancement and  that  we  have  made  in  our  scien- 
tific discoveries  and  understandings,  the  ex- 
cellent hospital  facilities  that  we  have,  and 
nursing  care,  with  all  of  our  specialization,  with 
all  of  your  new  knowledge  of  medicine,  yet  at 
the  same  time  there  are  problems  that  have  been 
raised  that  perhaps  before  we  were  able  to  take 
care  of  quickly,  and  now  we  are  not. 

As  an  illustration,  may  I suggest  to  you  the 
child  that  is  born  without  mentality,  physically 
deformed,  and  is  weak  in  body.  In  times  past 
pneumonia  or  infectious  disease  intervened  and 
this  life  was  soon  gone,  but  today  with  all  the 
facilities  we  have  we  can  preserve  that  life  for 
forty,  fifty,  sixty,  or  seventy  years.  It  is  easy 
for  us  to  say  that  our  medical  ethics  say  for  us 
to  maintain  and  sustain  life,  but  yet  at  the 
same  time  there  are  times  when  you  have  the 
right  to  ask  the  question,  the  paradoxic  ques- 
tion, of  yourself,  why.  And  these  are  questions 
perhaps  that  we  need  to  encourage  with  some 
discussion  of  our  own. 

It  is  the  same  thing  when  we  recognize  that  a 
patient  has  a faith,  and  whether  or  not  you  or 
I agree  with  that  patient’s  faith  does  not  make 
any  difference.  The  fact  still  remains  it  is  the 
patient’s  faith,  and  we  must  care  for  and  treat 
that  patient  within  that  faith,  and  we  need  to 
ask  ourselves  sometimes,  “What  is  this  of  our 
faiths,  other  than  my  own,  that  I do  not  know 
that  as  a physician  involves  my  medical  care 
and  treatment?”  How  do  we  find  this  out? 
Wherein  can  we  communicate  to  know? 

May  I suggest  to  you  as  physicians  that  the 
clergy,  although  they  may  seem  dumb,  are 
really  not  dumb.  They  are  intelligent  men, 
but  after  all  the  terminology  which  medicine 
uses  is  a foreign  language  to  the  clergyman  just 
the  same  as  a group  of  clergymen  can  and  often 


do  talk  about  your  life  and  where  you  are  going 
in  terminology  you  would  not  understand. 
{Laughter)  As  an  illustration,  supposing  a man 
telephoned  me  and  informed  me  that  his  wife 
was  in  the  hospital  with  cancer;  the  majority 
of  the  public  when  they  mention  the  word  “can- 
cer” think  of  only  one  thing,  and  that  is  ter- 
minal illness,  death,  so  as  a clergyman  this  is 
my  approach  to  this.  I go  and  meet  my  parish- 
ioner in  the  hospital,  and  this  is  the  atmosphere 
in  which  I approach  this,  this  is  terminal,  this 
is  death,  because  this  is  cancer.  I administer  to 
her  in  this  position.  Well,  Mr.  Surgeon,  I 
have  really  put  her  in  a beautiful  frame  of  mind, 
haven’t  I,  for  radical  surgery  the  following 
morning?  We  need  to  know  because  here  is  an 
arm  and  here  is  a hand  that  as  physicians  we  can 
use  that  might  be  of  assistance  to  us  at  times  in 
certain  and  special  circumstances. 

Again,  I repeat  that  the  task  of  the  depart- 
ment is  to  make  it  possible  for  the  physician  to 
become  in  a position  to  communicate  with  the 
clergyman  relative  to  patient  care  under  a par- 
ticular circumstance.  The  way  this  is  handled 
is  that  a State  Society  committee  has  been 
formed,  of  which  Dr.  Boland  is  your  State  chair- 
man. We  are  suggesting  that  the  county  medi- 
cal societies  and  the  local  medical  societies  sit 
down  by  inviting  the  clergy  to  come  to  them 
and  discuss  certain  concerns  and  problems 
which  you  have.  I encourage  you  in  this  task. 
Y ou  will  hear  more  about  it  in  the  future  as  the 
department  moves  along,  and  I am  sure  that 
this  will  be  true  in  the  State  of  New  York. 

The  State  of  New  York,  as  I understand,  has 
always  given  great  leadership  to  American 
medicine  across  the  country,  and  I know  the 
same  will  be  true  in  our  whole  task  of  finding  a 
way  in  which  we  might  communicate  with 
another  arm. 

May  I suggest  to  you  that  as  we  see  this  it 
is  not  a matter  here  of  trying  to  tie  in  something 
that  we  know  not,  but  as  a surgeon  it  is  not 
unusual  to  seek  out  consultation  of  the  radiolo- 
gist, the  pathologist,  or  a colleague.  Then  may 
I suggest  to  you  that  as  far  as  medicine  is  con- 
cerned we  have  one  concerted  mind,  that  is  to 
make  possible  the  finest  of  medical  care  for  all 
America,  and  here  is  one  more  arm  that  we  can 
use  under  certain  circumstances  and  at  par- 
ticular times  that  can  be  of  real  value  to  us. 
After  all,  a patient  is  ill,  and  we  recognize  that 
illness  does  not  necessarily  need  to  be  organic 
for  him  to  be  ill.  A patient  who  is  emotion- 
ally, spiritually,  or  socially  ill  can  be  as  much 
of  a patient  as  the  one  who  is  organic,  and  there 
are  times  and  there  are  places  where  we  can 
communicate  with  another  arm  to  make  possible 
for  America  the  continuation  of  the  finest  of 
medical  care.  It  is  not  a task  to  make  less 
science;  it  is  simply  a task  to  make  greater  use 
of  the  art  of  medicine. 

Speaker  Wurzbach:  Thank  you,  Reverend 
McCleave.  I think  these  words  will  very 
definitely  be  of  effect,  and  I know  that  under 
the  chairmanship  of  Dr.  Boland  there  will  be  a 
good  deal  more  activity  in  this  branch  of  our 
work  in  the  coming  year. 
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Reference  Committee  on 
Reports  of  Officers  A 

Section  180  ( see  8,  89) 

Report  of  Reference  Committee  on 
Reports  of  Officers  A:  President 

Edward  Siegel,  M.D.,  Clinton:  Mr. 

Speaker,  it  is  with  great  pleasure  and  satisfac- 
tion that  we  render  this  reference  committee’s 
report  on  the  Reports  of  Officers  A.  Not 
enough  can  be  said  of  the  great  personal  sacri- 
fice that  goes  into  a job  well  done.  We  know 
the  thankless  task  there  is  in  facing  the  peren- 
nial problems  that  confront  not  only  this 
Society  but  the  medical  profession  in  its  en- 
tirety. There  is  no  question  but  that  the  pro- 
fession occupies  the  dubious  honor  of  being 
the  recipient  of  the  old  adage,  “Things  will  get 
a lot  worse  before  they  get  better.”  At  any 
rate,  being  a favorite  target  provides  one  with  a 
certain  resiliency  which  will  stand  us  in  good 
stead  in  our  untiring  efforts  to  provide  the  best 
medical  care  for  the  citizens  of  this  State  with- 
out regard  to  politics  and  pressure  groups. 

Our  president’s  report  reflects  these  problems. 
William  L.  Wheeler,  Jr.,  M.D.,  states  that  he 
regrets  the  fact  that  his  allotted  tenure  is  less 
than  a year.  We  share  this  regret  in  being  de- 
prived of  the  services  of  a true  representative  of 
this  Society. 

Dr.  Wheeler  states  that  the  holding  of  Council 
meetings  every  other  month  and  Executive 
Committee  meetings  each  month  has  proved 
effective.  He  feels  that  the  Planning  Com- 
mittee is  very  valuable  in  improving  the 
efficiency  of  the  Society’s  operations  and  gives 
examples  of  its  functions. 

Dr.  Wheeler  reports  that  there  has  been  no 
decision  on  the  tax  status  of  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion. However,  we  are  now  informed  that  as  of 
January  of  this  year  the  Foundation  finally 
received  from  the  Internal  Revenue  Service 
exemption  from  Federal  income  tax  as  a sci- 
entific and  educational  organization. 

The  New  York  State  Association  of  the  Pro- 
fessions (NYSAP)  appears  to  be  gaining  mo- 
mentum and  promises  to  be  a genuine  factor  in 
State  affairs.  This  reference  committee  won- 
ders why  the  legal  profession  is  not  included. 

Dr.  Wheeler  reports  on  the  reorganization  of 
the  Society’s  headquarters  under  the  able 
leadership  of  Dr.  Fineberg.  He  makes  note  of 
the  addition  of  a new  business  manager  and 
assistant  executive  vice-president.  Both  of 
these  jobs  are  filled  by  the  same  person,  J. 
Richard  Burns,  Esq.,  formerly  of  the  law  firm 
of  Martin,  Clearwater  and  Bell. 

Dr.  Wheeler  further  reports  on  the  reorganiza- 
tion of  the  Communications  Division  under  the 
new  director.  He  emphasizes  the  new  ap- 
proach of  closer  and  more  realistic  relations  be- 
tween public  relations  and  legislation  activities. 
He  is  optimistic  of  the  increased  benefit  this  new 
approach  will  bring. 

The  legislation  activities  for  1964  in  the  State 
are  to  be  concentrated  on  the  enactment  of  a 


Good  Samaritan  Law  and  bills  to  license  bio- 
analysts and  a lien  law  for  physicians.  He 
further  reports  on  his  testimony  at  Washington 
in  the  hearings  for  the  King-Anderson  Bill. 
Dr.  Wheeler  again  alerts  us  to  the  far-reaching 
effects  the  enactment  of  such  a law  will  have  and 
urges  us  to  mobilize  our  forces. 

He  points  with  pride  to  the  work  of  the 
Woman’s  Auxiliary  under  the  able  presidency  of 
Mrs.  Ezra  A.  Wolff.  This  reference  com- 
mittee feels  that  perhaps  we  take  too  much 
for  granted  the  fine  work  of  our  ladies  in  the 
Auxiliary  and  we  should  somehow  acknowledge 
their  contributions  more  adequately. 

In  the  field  of  medical  education,  Dr.  Wheeler 
draws  our  attention  to  the  report  of  the  Gover- 
nor’s Committee  on  Medical  Education  recom- 
mending the  establishment  of  two  new  medical 
schools  in  the  area  of  New  York  State  outside  of 
New  York  City.  Dr.  Wheeler  recommends 
that  the  Society  be  prepared  to  offer  advice  and 
guidance  to  the  State  when  these  plans  are 
advanced  to  the  planning  stage  and  give  promise 
of  being  implemented.  He  further  commends 
most  favorably  the  Council  Committee  on 
Public  Health  and  Education  on  its  excellent 
program  in  postgraduate  instruction.  We 
wholeheartedly  concur  in  this  commendation. 

Dr.  Wheeler  makes  mention  of  the  fine  rela- 
tionship that  exists  between  the  State  Health 
Department,  under  the  direction  of  Hollis  S. 
Ingraham,  M.D.,  and  the  Society.  Dr.  Wheeler 
is  justifiably  proud  in  mentioning  this  liaison. 

In  the  matter  of  the  Physicians’  Home,  our 
president  is  pleased  to  report  that  the  member- 
ship is  beginning  to  support  this  worthwhile 
organization  in  the  manner  it  should  be  sup- 
ported. 

In  the  matter  of  the  budget,  the  president  re- 
ports the  Budget  Committee  has  been  meeting 
regularly  and  that  fiscal  daylight  is  peeping 
through  the  window  It  may  be  reached  in  our 
time! 

Dr.  Wheeler  recalls  his  establishment  of  a 
Committee  on  Labor  Health  Facilities  to  work 
closely  with  union  health  centers.  He  states 
the  committee  has  been  meeting  and  is  develop- 
ing a program  which  should  help  in  the  medical 
care  rendered  by  labor  health  facilities.  He 
recommends  this  committee  be  retained. 

Dr.  Wheeler’s  supplementary  report  further 
remarks  on  his  appearance  before  the  Ways 
and  Means  Committee  in  Washington.  We 
endorse  his  remarks. 

We  would  like  to  draw  attention  to  his  suc- 
cessful drive  in  getting  the  hospital  staff  rule 
rescinded  by  the  A.M.A. 

The  reference  committee  further  endorses  his 
stand  on  civil  rights,  which  is  of  the  utmost 
importance  to  this  Society. 

We  endorse  favorably  his  stand  on  matters  of 
the  family  physician  and  fervently  wish  some 
specific  solution  could  be  made  in  this  extremely 
difficult  problem. 

Dr.  Wheeler  concludes  his  report  by  giving 
thanks  to  the  many  people,  both  medical 
and  nonmedical,  who  were  cordial  and  helpful 
during  his  abbreviated  term.  He  thanks  the 
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Council  and  its  committees  for  their  support. 
His  most  pertinent  remarks,  we  feel,  are  those 
wherein  he  draws  attention  to  the  devotion 
to  medicine  which  these  people  demonstrate 
time  and  time  again.  If  we  can  somehow  bring 
this  feeling  of  service  down  to  the  smallest 
county  and  individual  level,  our  job  will  be  so 
much  easier. 

Your  reference  committee  feels  that  William 
L.  Wheeler,  Jr.,  M.D.,  has  proved  a worthy 
president  in  the  long  line  of  great  men  dedicated 
to  the  service  of  their  Society  and  the  medical 
profession.  This  Society  and  the  medical 
profession  need  have  no  fear  of  its  future  when 
such  leadership  is  maintained. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report 

. . .The  motion  was  seconded,  and  as  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  181  (see  90) 

Report  of  Reference  Committee  on 
Reports  of  Officers  A:  President-Elect 

Dr.  Siegel:  It  is  a real  pleasure  to  report 
on  the  address  of  the  president-elect,  George  A. 
Burgin,  M.D. 

He  summarizes  three  main  headings  as  the 
most  pressing  needs  of  the  Society.  These 
are:  The  shortage  of  physicians  in  upstate  New 
York,  a program  for  actively  aiding  potential 
physicians,  and  a meaningful  campaign  for  the 
protection  of  every  citizen  in  the  State  from 
every  form  of  medical  quackery.  His  percep- 
tion is  quick  and  decisive  for,  in  these  three 
categories,  he  has  included  all  our  current  prob- 
lems. We  endorse  completely  his  recom- 
mendations, a major  one  being  the  organization 
of  a New  York  State  Congress  on  Medical 
Quackery. 

Your  reference  committee  further  recom- 
mends that  the  Council,  through  whatsoever 
committee  or  medium  it  thinks  proper,  contact 
the  guidance  counselors  at  the  secondary  school 
and  college  levels  to  stress  the  profession  of 
medicine  in  their  discussions  with  prospective 
students.  There  are  many  false  conceptions 
about  the  medical  profession  which  should  be 
cleared  so  that  more  students  become  interested. 

Dr.  Burgin  further  draws  our  attention  to  the 
actions  of  a few  “bad  apples”  in  our  profession. 
We  share  his  anxiety  and  trust  we  can  continue 
to  keep  our  own  house  clean. 

He  explains  the  various  efforts  being  made  by 
industry,  local  medical  societies,  and  private 
individuals  to  get  the  interest  of  high  school 
graduates.  We  urge  all  our  members  to  aug- 
ment and  implement  these  programs  to  the  best 
of  their  abilities. 

Dr.  Burgin  concludes  that  he  will  give  his  best 
efforts  to  benefit  the  Society  and  to  contribute 
toward  the  best  medical  care  for  the  citizens  of 
this  State. 

Your  reference  committee  concludes  this  re- 
port of  Dr.  Burgin’s  address  by  pledging  the 
full  support  of  each  and  every  member  of  the 
Society  to  our  new  president. 


Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  as  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  182  (see  9, 163 ) 

Report  of  Reference  Committee  on 
Reports  of  Officers  A:  Secretary 

Dr.  Siegel:  The  need  for  comment  on  the 

work  of  our  secretary.  Waring  Willis,  M.D., 
almost  seems  superfluous.  Once  again  he  has 
done  his  job  well  and  efficiently.  He  has  faith- 
fully followed  the  mandates  of  the  House  of 
Delegates  on  all  matters  of  reference.  He  has 
scrupulously  attended  his  duties  with  the  Coun- 
cil, Executive  Committee,  and  Board  of  Trus- 
tees. 

In  his  supplementary  report,  one  can  notice 
the  increasing  membership  of  this  State  Society 
and  as  of  1963  it  stands  at  25,528.  He  reports 
on  21  honor  counties  having  no  1963  delinquents. 
This  committee  feels  that  this  number  should 
be  much  higher. 

He  refers  to  the  activity  of  the  Physicians’ 
Placement  Bureau,  which  serves  a most  useful 
function  in  placing  physicians  where  they  are 
sorely  needed.  It  is  important  to  note  that 
general  practitioners  are  desperately  needed  in 
rural  New  York.  Dr.  Willis  makes  note  of 
several  conferences  with  respect  to  the  function- 
ing of  the  Bureau.  There  were  379  physician 
inquiries  made  this  year;  11  areas  secured  the 
services  of  physicians. 

Lest  we  forget  the  great  demands  of  this  office, 
let  it  be  known  that  Dr.  Willis  attended  the 
meetings  of  the  Council,  Board  of  Trustees, 
Executive  Committee,  Judicial  Council,  and  the 
Malpractice  Insurance  and  Defense  Board.  He 
further  attended  meetings  of  the  Planning  Com- 
mittee and  Nominating  Committee  as  well  as 
being  an  A.M.A.  delegate. 

Dr.  Willis  again  acknowledges  the  kind  help 
and  service  of  others  and  makes  the  well-taken 
point  that  it  would  be  impossible  to  do  much 
without  the  marvelous  cooperation  of  all  de- 
partments. He  singles  out  Dr.  Fineberg  and 
Miss  Dougherty  and  the  headquarters  staff. 

Your  reference  committee  must  take  cog- 
nizance of  the  fact  that  Dr.  Willis  is  being  sub- 
mitted as  nominee  for  president-elect.  If  his 
performance  as  secretary  in  any  manner  fore- 
casts his  functioning  as  a president,  we  are  truly 
blessed  for  the  coming  years  of  leadership. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  as  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  183  (see  10,  70,  264) 

Report  of  Reference  Committee  on 
Reports  of  Officers  A:  Executive 
Vice-President 

Dr.  Siegel:  Your  reference  committee  must 
echo  the  report  we  made  last  year  on  the  activi- 
ties of  our  executive  vice-president  when  Dr. 


1492  New  York  State  Journal  of  Medicine  / June  1,  1964 


Bill  Carson  stated,  “One  stands  aghast  at  his 
inexhaustible  energy.”  The  good  Dr.  Fine- 
berg’s  opening  remarks  refer  to  a preliminary 
report  of  about  six  months.  He  further  states 
the  supplementary  report  will  be  forthcoming. 
After  12  pages  of  meetings,  travels,  reports, 
duties,  headaches,  frustrations,  problems,  gov- 
ernment stupidity,  and  sundry  other  items,  this 
reference  committee  is  pleased  to  note  that  his 
energy  remains  inexhaustible! 

We  note  with  approval  his  remarks  that 
tradition  has  not  been  an  obstacle  in  the  run- 
ning of  the  Society’s  affairs.  Precedent  has  been 
broken  where  it  would  benefit  the  Society. 
Your  reference  committee  approves  of  this 
philosophy. 

Dr.  Fineberg’s  reports  come  mainly  in  five 
headings: 

Headquarters  Activities.  To  use  Dr.  Fine- 
berg’s own  remarks,  “It  has  always  been  our 
contention  that  although  we  are  a medical 
society,  our  organization  must  be  run  in  ac- 
cordance with  the  best  rules  governing  large 
business.”  As  a result  of  this  philosophy,  many 
changes  have  been  instituted  and  the  promise 
to  “live  within  our  means”  is  being  maintained. 
He  states  that  we  are  finishing  in  the  “black” 
for  the  first  time  in  years  and  cautions  us  against 
a false  sense  of  security.  The  budget,  the  Jour- 
nal, the  Directory,  the  Newsletter,  What  Goes 
On,  and  the  staff  manual  are  being  investigated 
carefully  to  eliminate  inefficiency  and  waste, 
while  giving  our  members  the  best  possible 
service  and  usefulness.  This  is  a constant  and 
challenging  problem  which  is  getting  the  scru- 
tiny it  needs.  It  is  interesting  to  note  that  our 
Society  has  been  exempted  from  the  New  York 
City  Commercial  Rent  and  Occupancy  Tax, 
which  represents  a saving  of  $3,500  per  year. 

The  administrative  staff  has  been  changed  in 
that  Mr.  John  K.  Pardee,  who  was  director  of 
the  Business  Division,  has  left.  J.  Richard 
Bums,  Esq.,  has  been  designated  as  assistant 
executive  vice-president  and  director  of  the 
Business  Division,  with  duties  designed  to  make 
for  a more  efficient  running  of  the  department. 
We  trust  he  can  keep  up  with  his  boss.  We  fur- 
ther acknowledge  the  office  of  comptroller  filled 
by  Mr.  Eugene  Dombrowski,  with  duties  as- 
signed to  the  accounting  department,  aiding  the 
treasurer,  and  budgetary  problems. 

Chiropractic.  The  battle  of  chiropractic 
continues  and  Dr.  Fineberg  describes  at  length 
what  has  happened.  We  strongly  recommend 
that  this  portion  of  his  report  be  required  read- 
ing to  show  just  what  we  are  up  against. 

We  note  with  regret  that  a member  of  the 
medical  profession  has  consented  to  lend  the 
prestige  and  honor  of  his  degree  as  a doctor  of 
medicine  in  accepting  the  position  as  medical 
member  of  the  chiropractic  board  of  examiners. 

This  committee  would  like  to  know  if  the 
physician  in  question  is  a member  of  the  State 
Society.  The  designation  of  “Mr.  vs.  Dr.” 
for  the  chiropractor  is  a classic  example  of 
government  at  its  worst  and  makes  us  echo  Dr. 
Fineberg’s  question,  “Is  there  no  appeal  from 
his  determinations  and  announcements?” 


Osteopaths.  This  reference  committee  once 
again  urges  all  members  of  the  Society  to  read 
in  detail  Dr.  Fineberg’s  chronology  on  the  osteo- 
pathic story.  We  will  speak  of  this  account 
further  in  this  report. 

Annual  Convention.  In  keeping  with  the 
philosophy  of  what  is  in  the  best  interest  of  the 
Society,  comments  and  recommendations  were 
asked  for  from  members  and  each  was  con- 
sidered on  its  merit.  These  comments  from 
members  received  full  evaluation  when  the 
convention  committee  met  again  before  Feb- 
ruary. 

Meetings.  Dr.  Fineberg  lists  65  meetings 
which  he  attended,  these  completely  aside  from 
regular  staff,  Council,  and  medical  meetings.  I 
would  like  to  report  that  Dr.  Bill  Carson  con- 
tinues to  be  in  a state  of  wide-eyed  admiration 
at  the  resiliency  of  the  man’s  gastrointestinal 
tract.  ( Laughter ) 

Miscellaneous.  Dr.  Fineberg  includes,  for 
informational  purposes,  a survey  of  medical 
society  dues  from  the  various  states.  Our  dues 
are  $45  per  year.  There  are  14  states  with  dues 
below  $50  and  28  states  with  dues  above  $50. 

It  is  interesting  to  note  that  Dr.  Fineberg  is 
serving  on  the  A.M.A.  Committee  for  the  Re- 
view of  Councils  and  Committees  of  the  A.M.A. 
This  was  a New  York  State-sponsored  resolu- 
tion. 

We  note  with  approval  that  the  routine  of 
publishing  digests  of  the  Council’s  deliberations 
has  been  re-established.  This  will  keep  us 
“lesser  lights”  informed  on  what  goes  on  in  the 
higher  circles. 

Dr.  Fineberg  states  that  he  has  continued  to 
act  as  adviser  to  the  Woman’s  Auxiliary.  Your 
reference  committee  feels  that  any  arrangement 
wherein  wives  seek  and  take  advice  from  their 
husbands  should  be  encouraged  and  fostered 
to  the  utmost!  Seriously,  we  agree  that  the 
ladies  do  a fine  job  and  should  be  helped  and 
stimulated  as  best  we  can. 

Dr.  Fineberg  further  reports  that  NYSAP 
(New  York  State  Association  of  the  Profes- 
sions) now  numbers  2,400  and  is  growing. 
Your  reference  committee  urges  all  to  join  to 
promulgate  its  effectiveness. 

He  further  announces  that  he  has  been  re- 
quested to  participate  in  a conference  on  medical 
quackery  to  be  held  in  Louisiana  on  March  25. 
His  subject  will  be,  “Should  Chiropractors  Be 
Licensed?”  We  feel  that  with  some  further 
research,  he  should  be  in  a reasonable  position 
to  lead  this  discussion.  ( Laughter ) 

We  cannot  urge  too  strongly  the  need  for  all 
of  us  to  read  in  detail  the  supplementary  report 
by  our  executive  vice-president.  This  bit  of 
reading  must  go  down  as  an  example  of  the 
monumental  stupidity  dedicated  to  those 
bureaucrats  who  seem  to  have  the  power  to 
make  decisions  on  the  State  level  in  Albany. 

We  agree  with  the  executive  vice-president 
that  the  time  for  action  has  come  to  meet  this 
problem  wherein  an  osteopath  can  call  himself  a 
doctor  of  medicine  without  having  gone  to 
medical  school — all  this  through  a legal  opinion 
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by  the  State  Education  Department.  For 
this  and  sundry  reasons,  your  reference  com- 
mittee strongly  recommends  that,  if  legally 
practicable,  immediate  legal  action  be  taken  to 
seek  redress  against  these  opinions  and  re- 
spectfully requests  the  Council  to  implement 
this  recommendation. 

Dr.  Fineberg  further  draws  our  attention  to 
the  present  state  of  chiropractic  in  this  State 
wherein  they  are  flooding  the  mails  with  wild 
claims  of  chiropractic  cures.  Let  there  be  no 
mistake  in  what  the  future  holds  in  store  for 
this  Society  and  its  obligation  to  the  best  medi- 
cal interests  of  the  people  it  serves. 

The  Directory  is  in  better  financial  shape  than 
it  has  ever  been.  We  have  the  promise  of  the 
executive  vice-president  that  it  will  improve  in 
printing  and  appearance.  Financially,  it  is  in 
excellent  shape  and  we  approve  this  develop- 
ment. 

The  report  of  the  executive  vice-president 
then  goes  on  to  thank  and  acknowledge  those 
who  helped  and  contributed  to  the  success  of 
his  activities.  This  committee  notes  with 
great  pleasure  that  there  has  been  no  cooling 
off  of  the  zeal  and  ardor  which  Henry  Fineberg 
has  brought  to  a difficult  job.  They  tell  the 
story  of  the  people  of  the  town  of  Pisa,  Italy, 
who  awoke  one  morning  to  find  them  erecting  a 
huge  clock  on  the  leaning  tower  of  Pisa.  The 
explanation  was,  of  course,  that  it  is  not  enough 
to  have  the  inclination,  one  must  have  the  time 
as  well.  We  dedicate  this  story  to  our  execu- 
tive vice-president,  who  certainly  has  the  in- 
clination and  has  apparently  found  the  time. 
We  thank  him  for  a job  well  done  and  pray  for 
his  continued  health  and  success. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report.  ( Applause ) 

. . . The  motion  was  seconded,  and  as  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  184  ( see  111) 

Report  of  Reference  Committee  on  Reports 
of  Officers  A:  Medical  Directory  of 
New  York  State 

Dr.  Siegel:  Your  reference  committee  had 

one  resolution  referred,  64-15,  “Medical  Direc- 
tory of  New  York  State,”  introduced  by  Medi- 
cal Society  of  the  County  of  Queens. 

Considerable  testimony  and  discussion  was 
considered  in  this  matter.  The  committee  is 
cognizant  of  the  problems  involved  and  some 
of  the  inequities  which  have  resulted  in  this 
matter  of  hospital  affiliation. 

Although  disapproving  of  the  resolution  as  it 
stands,  we  are  in  sympathy  with  its  intent. 
This  was  discussed  with  the  executive  vice- 
president,  and  he  feels  that  in  certain  cases  of 
hardship  where  this  ruling  has  had  an  adverse 
effect  it  is  possible  that  this  may  be  solved  in 
individual  cases.  We  therefore  recommend  that 
the  executive  vice-president  and  the  Council 
make  a more  detailed  study  of  this  problem. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  as  there 


was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Dr.  Siegel:  Mr.  Speaker,  I move  adoption 

of  the  report  as  a whole. 

. . . The  motion  was  seconded,  and  as  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Dr.  Siegel:  I would  like  to  thank  the  mem- 
bers of  this  reference  committee  for  their  ex- 
cellent participation  and  their  patience  with  this 
neophyte  chairman.  We  should  further  like  to 
thank  the  charming  Miss  Vera  Battersby  for  her 
assistance  in  the  preparation  of  this  report. 

Reference  Committee  on 
Reports  of  Officers  B 

Section  185  (see  11,  12,  13,  77,  84) 

Report  of  Reference  Committee  on  Reports 
of  Officers  B:  Reports  of  Treasurer, 

Budget  Committee,  and  Board  of  Trustees 

James  A.  Moore,  M.D.,  Albany:  The  com- 
mittee was  pleased  to  note  that  the  recommenda- 
tions of  the  1963  Reference  Committee  on 
Reports  of  Officers  B have  been  duly  imple- 
mented. The  reference  committee  is  exceed- 
ingly pleased  with  the  work  of  the  Budget 
Committee,  the  Board  of  Trustees,  the  execu- 
tive vice-president,  and  the  treasurer  which, 
we  are  sure,  will  result  in  a balanced  operating 
budget  by  1965. 

As  you  may  be  aware,  it  was  necessary  for 
us  to  borrow  $300,000  in  the  latter  part  of  1962 
and  the  early  part  of  1963  for  operational  pur- 
poses. The  borrowing  activity  was  a necessity 
because  of  heavy  deficit  operations  in  1962  and 
prior  years.  The  accumulated  deficit  at  Janu- 
ary 1,  1963,  was  $228,653.  As  of  December  31, 
1963,  the  deficit  was  reduced  to  only  $40,555. 

In  1963  and  early  1964,  $100,000  was  bor- 
rowed (which  has  since  been  repaid)  and  it  now 
appears  that  it  will  be  unnecessary  for  us  to 
borrow  any  more  money  for  operating  expenses 
in  1964,  1965,  or  thereafter. 

This  rewarding  state  of  our  finances  has  been 
accomplished  by  two  factors:  (1)  the  increase 

of  $10  in  State  dues  that  became  effective  in 
1963,  and  (2)  by  transferring  the  interest  and 
dividends  from  the  Building  and  Investment 
Funds  to  the  General  Fund. 

Much  of  this  financial  improvement  is  due  to 
the  austerity  program  and  conscientious,  astute 
efforts  of  our  fiscal  officers,  the  executive  vice- 
president,  and  his  staff. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  as  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  186  (see  76,  256) 

Report  of  Reference  Committee  on  Reports 
of  Officers  B:  New  York  State  Journal 
of  Medicine 

Dr.  Moore:  The  problem  of  the  loss  each 
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year  in  publishing  the  New  York  State  Jour- 
nal of  Medicine  was  discussed  in  full  with  the 
members  of  the  Ad  Hoc  Committee  to  Study  the 
Journal,  members  of  the  Budget  Committee, 
and  with  members  at  large. 

Although  the  Ad  Hoc  Committee  has  not  as 
yet  rendered  a definitive  report,  this  reference 
committee  feels  that  prompt  action  should  be 
taken  in  view  of  the  continuing  loss  of  approxi- 
mately $40,000  per  year.  This,  we  hope,  can 
be  done  by  reducing  the  number  of  issues  pub- 
lished from  24  to  12  per  year,  or  by  some  other 
method  to  be  determined  by  the  Ad  Hoc  Com- 
mittee. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded.  . . 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion? 

George  Himler,  M.D.,  Councillor:  Mr. 

Speaker  and  ladies  and  gentlemen  of  the  House, 
I merely  would  like  to  remark  that  the  Ad  Hoc 
Committee  has  discussed  the  question  and  the 
possibility  of  reducing  the  number  of  issues  of 
the  Journal  to  12  a year  rather  than  24.  I 
would  like  to  point  out  to  you  that  this  is  not  a 
simple  consideration.  It  will  ultimately  affect 
the  quality  of  the  Journal,  and  it  will  not  have  a 
simple  linear  effect  on  the  expenditures  of  the 
Journal,  so  that  I think  it  may  be  a little  pre- 
mature to  recommend  that  the  issues  of  the 
Journal  be  cut  to  12  rather  than  the  present 
24. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried. . . 

Section  187  ( see  13) 

Report  of  Reference  Committee  on  Reports 
of  Officers  B:  Directory 

Dr.  Moore:  The  reference  committee  feels 
that  publication  of  the  Directory  is  on  a sound 
financial  basis  and  the  cost  of  publishing  it  has 
been  reduced  to  a minimum. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  as  there 
was  no  discussion  the  motion  was  put  to  a vote 
and  was  unanimously  carried. . . 

Section  188  {see  81) 

Report  of  Reference  Committee  on  Reports 
of  Officers  B:  War  Memorial  Fund 

Dr.  Moore:  Your  reference  committee  feels 
that  one  of  the  finest  programs  that  the  State 
Society  has  sponsored  is  the  War  Memorial 
Fund.  The  need  for  and  the  success  of  this 
fund  can  certainly  be  measured  by  the  grateful 
expressions  of  appreciation  by  the  recipients. 

It  is  the  opinion  of  the  committee  that  funds 
available  will  be  adequate  for  the  future  needs 
of  this  memorial. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  as  there 


was  no  discussion  the  motion  was  put  to  a vote 
and  was  unanimously  carried. . . 

Section  189  ( see  98) 

Report  of  Reference  Committee  on  Reports 
of  Officers  B:  Change  of  Location  for 
Headquarters  of  the  Medical  Society  of 
the  State  of  New  York 

Dr.  Moore:  Resolution  64-2  was  discussed 
in  full  before  this  committee  and  again  in  execu- 
tive session.  It  was  decided  that  the  problem 
is  too  complex  for  the  committee  to  make  specific 
recommendations.  Therefore,  your  reference 
committee  recommends  that  this  resolution  be 
referred  to  the  Council  for  further  study  and 
consideration,  and  furthermore  we  suggest  that 
this,  in  turn,  be  referred  to  and  become  part 
of  the  deliberations  of  the  Ad  Hoc  Committee 
for  Our  Own  Building. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded.  . . 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted,  and  that  is  that  it  be  referred  to  the 
Council,  and  in  turn  to  the  ad  hoc  committee. 
Is  there  any  discussion? 

Francis  A.  Stephens,  M.D.,  Albany:  I 

merely  want  to  explain  the  thinking  behind  this 
resolution.  There  were  two  major  reasons  for 
its  introduction.  The  first  was  the  fact  that 
we  thought  we  needed  more  adequate  contact 
with  the  legislators  in  Albany.  This  opinion 
was  bolstered  by  the  report  of  the  Ad  Hoc  Com- 
mittee for  More  Adequate  Representation  in 
Albany.  We  have  talked  with  many  of  the 
legislators,  and  every  one  has  indicated  that 
they  thought  that  the  relationship  would  be 
improved  by  having  our  headquarters  at  the 
capital  city. 

Second,  economy  was  a factor  in  our  thinking. 
We  note  that  we  are  now  paying  over  $75,000 
a year  rent.  We  have  talked  with  realtors  in 
Albany.  We  know  that  we  could  rent  similar 
space  for  probably  $25,000  or  $30,000  a year 
less.  We  could  build  a building  of  similar 
space  for  something  in  the  neighborhood  of 
$300,000  or  $400,000. 

I would  merely  suggest  that  the  Council  and 
the  ad  hoc  committee  consider  these  factors 
when  the  subject  comes  before  them. 

Irving  L.  Ershler,  M.D.,  Onondaga:  In 

considering  the  moving  of  the  office  of  the  So- 
ciety, I think  the  House  should  consider  that 
legislation  is  but  one  phase  of  this  Society’s 
activities.  If  the  Society  were  to  move  its 
office  at  all,  the  geographic  center  of  the  State 
might  be  better.  However,  the  center  of  the 
medical  population  of  the  State  of  New  York  is 
probably  nearer  to  New  York  City  than  it  is  to 
either  Albany,  Syracuse,  Rochester,  or  Buffalo. 

I would  like  also  to  point  out  that  transporta- 
tion from  other  parts  of  the  State  to  the  State 
Society’s  office  for  committee  meetings,  and  so 
forth,  is  much  more  easily  accomplished  in  New 
York  City  than  it  is  either  in  Albany  or  any  of 
the  other  cities  of  the  State. 
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. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried.  . . 

Dr.  Moore:  The  chairman  of  your  reference 
committee  acknowledges  with  many  thanks  the 
cordial  cooperation  of  the  members  of  his  com- 
mittee and  the  many  members  of  this  House  of 
Delegates  who  participated  in  the  discussion 
of  the  several  items  on  the  committee’s  agenda. 
In  addition,  I wish  to  express  the  committee’s 
sincere  thanks  to  Miss  Jean  MacDonald  of  the 
Society’s  staff  for  her  invaluable  assistance  in 
the  preparation  of  this  report. 

Mr.  Speaker,  I move  approval  of  the  report 
as  a whole. 

. . . The  motion  was  seconded,  and  as  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried. . . 

Reference  Committee  on 
Miscellaneous  Business 

Section  190  ( see  156) 

Report  of  Reference  Committee  on 
Miscellaneous  Business:  Amelioration 
of  Nursing  Shortage 

Wallace  M.  Sheridan,  M.D.,  Westchester: 
Your  reference  committee  wishes  to  report  on 
the  following  matters: 

Resolution  64-61,  “Amelioration  of  Nursing 
Shortage,”  introduced  by  Westchester  County. 

Your  reference  committee  approves  in  prin- 
ciple this  resolution  contingent  on  the  lack  of 
opposition  by  the  nursing  organizations.  Your 
committee  is  concerned  as  to  whether  or  not 
there  is  any  objection  on  the  part  of  the  nursing 
organizations  to  allowing  foreign  graduate 
nurses  into  the  United  States  without  declara- 
tion of  intention  of  United  States  citizenship 
until  the  shortage  of  nurses  no  longer  exists, 
and  with  whatever  legal  restrictions,  both 
Federal  and  State,  exist. 

We  recommend  that  this  resolution  be  re- 
ferred to  the  Council  for  clarification. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  as  there 
was  no  discussion  it  was  put  to  a vote,  and  was 
unanimously  carried.  . . 

Section  191  {see  63) 

Report  of  Reference  Committee  on 
Miscellaneous  Business:  Nursing  Education 

Dr.  Sheridan:  Next,  Report  64-A,  Nursing 
Education:  Your  reference  committee  read  this 
report  with  interest  and  recommends  that 
nursing  education  continue  to  be  encouraged. 
It  can  be  assisted  greatly  by  the  State  Society 
through  the  New  York  State  Journal  of 
Medicine  and  by  the  county  societies,  and  by 
the  State  Society’s  encouragement  of  the  fine 
work  done  by  the  Woman’s  Auxiliary  in  fur- 
thering nursing  education. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  as  there 


was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  192  {see  61) 

Report  of  Reference  Committee  on 
Miscellaneous  Business:  Disaster 
Medical  Care 

Dr.  Sheridan:  Disaster  Medical  Care: 

Your  reference  committee  notes  that  during  this 
short  year  the  committee  has  continued  to  pro- 
mote interest  in  the  training  programs  of  mass 
casualty  care,  civilian  and  military.  The 
principal  training  is  received  in  casualty  exer- 
cises at  the  hospital  level.  Area  exercises, 
which  coordinate  communication,  transporta- 
tion, and  supplies  with  medical  care,  must  be 
improved. 

Mr.  Speaker,  your  reference  committee  ap- 
proves this  portion  of  this  report,  and  I move 
adoption. 

. . . The  motion  was  seconded,  and  as  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried. . . 

Section  193  {see  62) 

Report  of  Reference  Committee  on 
Miscellaneous  Business:  Medicine  and  Religion 

Dr.  Sheridan:  Your  reference  committee 

reports  that  no  meeting  of  the  Committee  on 
Medicine  and  Religion  was  held  during  the  past 
year. 

Your  reference  committee  would  like  to  see 
more  progress  from  this  committee  during  1964. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  as  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried. . . 

Section  194  {see  110, 125 , 126, 132,  147) 

Report  of  Reference  Committee  on 
Miscellaneous  Business:  Civil  Rights 

Dr.  Sheridan:  These  resolutions  were  intro- 
duced by  Queens,  two  by  New  York,  Monroe, 
and  Bronx  Counties. 

Your  reference  committee  considered  five 
resolutions;  64—14,  64—29,  64—30,  64—36,  and 
64-51,  on  the  subject  of  civil  rights.  It  was 
felt  that  these  resolutions  should  be  combined 
into  a single  statement  of  policy  on  the  subject. 
All  of  the  suggestions  were  discussed.  New 
York’s  resolution  64-30  resolved,  in  the  second 
paragraph,  to  provide  a mechanism  for  direct 
membership  in  the  American  Medical  Associa- 
tion for  those  physicians  who  are  denied  county 
membership  because  of  race.  This  was  con- 
sidered inadvisable,  first,  because  it  would  not 
accomplish  the  desired  end  of  obtaining  county 
society  membership  for  the  excluded  physicians, 
and  second,  because  the  American  Medical 
Association  as  a federation  of  state  medical 
associations  should  not  assume  the  authority 
vested  in  county  societies  to  promulgate  their 
own  requirements  including  ethical,  moral,  and 
professional  considerations  for  membership. 
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With  respect  to  the  suggestion  contained  in 
Monroe  County’s  resolution  64-36,  that  we 
oppose  inclusion  in  the  American  Medical 
Association  of  any  society  where  discrimination 
is  practiced,  the  committee  felt  that  this  repre- 
sents a punitive  action  which  would  do  nothing 
positive  towards  securing  membership  in  or- 
ganized medicine  for  the  excluded  physicians. 

It  is,  therefore,  recommended  that  the  House 
adopt  the  following  composite  resolution,  to  wit: 

Whereas,  The  members  of  the  Medical 
Society  of  the  State  of  New  York,  as  physi- 
cians, firmly  believe  that  there  is  no  basis  in 
medical  science  for  discrimination  because  of 
race,  religion,  or  place  of  national  origin; 
and 

Whereas,  The  members  of  the  Medical 
Society  of  the  State  of  New  York  have  in 
the  past  decried  such  discrimination;  and 
Whereas,  it  is  apparent  that  such  dis- 
crimination continues  to  exist  within  the 
United  States;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  continue  to  be  unalterably 
opposed  to  any  discrimination  in  the  field 
of  medicine  because  of  race,  creed,  color, 
or  national  origin,  whether  in  patient  care, 
physician  opportunity,  or  professional  or- 
ganization; and  be  it  further 

Resolved,  That  the  American  Medical 
Association  be  urged  to  use  all  its  influence 
to  end  discriminatory  racial  exclusion  policies 
by  some  county  medical  societies  as  contrary 
to  the  law  of  the  land  and  the  ethics  of  our 
profession. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 
Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion? 

Leonard  L.  Heimoff,  M.D.,  Bronx:  I would 
like  to  amend  this  motion  to  include  that  this 
be  presented  to  the  House  of  Delegates  of  the 
American  Medical  Association. 

Samuel  Z.  Freedman,  M.D.,  Treasurer: 
I second  it. 

. . . There  being  no  discussion,  the  amend- 
ment was  put  to  a vote,  and  was  unanimously 
carried.  . . 

Vice-Speaker  Babbage:  The  proposed 

amendment  is  added  to  this  motion.  Now  is 
there  any  discussion  on  the  motion  as  amended? 

. . . After  discussion,  the  motion  as  amended 
was  put  to  a vote  and  was  unanimously  car- 
ried. . . 

Dr.  Sheridan:  Your  chairman  would  like 

to  thank  the  members  of  his  reference  commit- 
tee, and  Cathleen  Thayer,  secretary,  for  their 
excellent  cooperation. 

I move  the  adoption  of  this  report  as  a whole 
as  amended. 

. . . The  motion  was  seconded,  and  as  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried. . . 


Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs 

Section  195  ( see  51,  85) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs: 

Legislation — State 

George  M.  Saypol,  M.D.,  New  York: 
Mr.  Speaker  and  members  of  the  House,  I 
would  like  to  report  as  substitute  chairman  that 
your  real  chairman,  Dr.  Michael  Armao,  is  on 
the  way  to  recovery,  and  he  is  grateful  for  the 
good  wishes  of  his  friends  in  this  House. 

Much  of  the  Commission’s  report  was  con- 
sidered in  conjunction  with  current  resolutions 
before  this  committee.  The  reference  committee 
notes  with  pleasure  that  the  major  part  of  the 
activities  of  the  Commission  during  this  ab- 
breviated year  has  been  directed  toward  the 
establishment  of  closer  liaison  between  the 
committees  and  implementing  suggestions  made 
concerning  legislation  activities  in  Albany. 
Your  reference  committee  wishes  to  report  on  the 
following  matters: 

Legislation — State.  In  considering  the  an- 
nual report  of  the  Legislation  Committee,  it  was 
noted  that  the  Medical  Legislation  Letter  has 
improved  greatly. 

The  Legislation  Committee  acted  on  the 
following  bills: 

1.  Good  Samaritan  Law — -This  bill  was 
voted  out  of  the  Assembly  committee  last  week. 

2.  Oral  Prescription  of  Narcotic  Drugs — 
This  proposal  has  been  referred  to  the  public 
health  committee  of  the  Assembly. 

3.  Practice  of  Medicine  by  Psychologists — - 
No  action  has  been  taken  on  advice  of  Legisla- 
tive Counsel. 

4.  Third  Party  Action  in  Workmen's  Com- 
pensation— Action  has  been  deferred  on  advice 
of  the  Workmen’s  Compensation  Committee. 

5.  Autopsy  and  the  Dead  Human  Body — 
Negotiations  will  be  handled  by  Legal  Counsel, 
the  Special  Committee  on  Autopsy  and  the 
Dead  Human  Body,  and  the  Legislation  Com- 
mittee. 

In  addition  to  the  above  proposed  legislation 
some  of  the  other  bills  considered  for  possible 
inclusion  in  the  1964  program  were: 

1.  Tax  Deduction  for  Cost  of  Medical  Tuition 
— Pending  in  Legislature. 

2.  Tax  Exemption  for  Medical  Society  Real 
Property — Pending  in  Taxation  Committee. 

3.  Lien  Law — No  action  taken. 

4.  Healing  Arts — Pending  in  State  Finance 
Committee. 

5.  Licensure  of  X-Ray  Technicians — No 
action  taken  on  advice  of  Legislative  Counsel. 

6.  Hypnosis — No  action  taken. 

7.  Blood  Banks — Awaiting  advice  of  Legal 
Counsel. 

8.  Building  Construction  or  Changes  in 
Private  Hospitals  and  Nursing  Homes — Voted 
to  hold  in  abeyance  pending  developments. 

The  action  on  the  above  was  considered  by 
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your  reference  committee  and  given  unanimous 
approval. 

Mr.  Speaker,  I move  acceptance  of  this 
portion  of  the  report. 

. . . The  motion  was  seconded . . . 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion? 

George  Himler,  M.D.,  Councillor:  Mr. 

Speaker,  I would  like  to  ask  a question  on  the 
Lien  Law.  This  is  a perennial  favorite.  It 
was  my  understanding  that  we  had  a joint 
committee  with  the  Bar  Association,  and  that 
the  objections  to  the  passing  of  a lien  law  were 
being  ironed  out.  If  possible,  I would  like  to 
hear  some  comment  from  someone  from  the 
Legislation  Committee  as  to  the  present  status 
of  these  renegotiations  if  they  are  being  carried 
on. 

James  M.  Blake,  M.D.,  Councillor:  Negotia- 
tions are  in  process.  For  the  first  time  we 
have  made  some  progress.  It  looks  as  though 
there  may  be  some  agreement  by  the  legal 
profession,  and  that  this  lien  law  may  sub- 
sequently be  enacted  this  year.  Of  course,  it 
is  not  positive  as  yet. 

Irving  G.  Frohman,  M.D.,  Queens:  In  the 
Legislative  Letter  dated  February  7,  1964, 
there  has  been  a mention  of  A.  Int.  3114  as  an 
independent  version  of  the  good  Samaritan  bill 
that  it  is  said  has  just  been  introduced.  Al- 
though it  protects  physicians  rendering  first 
aid,  it  also  makes  it  an  offense  for  a physician  to 
refuse  to  give  aid  when  requested,  or  in  a case 
where  the  refusal  endangers  human  life.  I feel 
this  is  important  enough  so  that  the  Legislation 
Committee  should  have  this  incorporated 
among  its  reports. 

Dr.  Blake:  The  committee  is  familiar  with 
this  bill  introduced  a few  weeks  ago.  I talked 
with  our  Legislative  Counsel  about  it.  I have 
not  had  a morning  report  as  yet;  I expect  one 
momentarily.  It  is  perfectly  all  right  to  incor- 
porate it  if  you  wish  but  I can  assure  you  we 
are  aware  of  this  bill  and  have  rendered  opposi- 
tion to  it.  Off  the  record. 

. . .Dr  Blake  spoke  off  the  record  at  this 
point.  . . 

. . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Section  196  ( see  51,  85) 

Report  of  Reference  Committee  on 
Commission  on  Public  and  Professional  Affairs: 
Legislation— Federal 

Dr.  Saypol:  Your  reference  committee  com- 
mends the  Commission  and  the  Committee  on 
Legislation  and  the  Communications  Division  of 
the  Medical  Society  of  the  State  of  New  York 
for  then'  efforts  to  prevent  the  enactment  of  the 
King-Anderson  Bill.  We  endorse  the  coopera- 
tive efforts  of  the  American  Medical  Association 
and  the  Medical  Society  of  the  State  of  New 
York  in  immediately  implementing  “Operation 
Hometown”  at  the  county  level. 

Mr.  Speaker,  I move  acceptance  of  this 
portion  of  the  report. 


. . .The  motion  was  seconded,  and  as  there 
was  no  discussion,  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Section  197  ( see  50,  52,  85) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Ad  Hoc 
Committee  to  Study  Effective  Representation 
in  Albany 

Dr.  Saypol:  Your  reference  committee  next 
considered  the  cost  of  various  types  of  legislative 
activities,  including  a full-time  office  in  Albany. 
The  Ad  Hoc  Committee  concluded  as  follows: 

1.  The  present  legislative  counsel  be  re- 
tained. 

2.  Field  representatives  from  the  Division  of 
Communications  be  assigned  to  legislation  as  a 
primary  part  of  their  activities  during  the 
session  of  the  Legislature. 

3.  The  Medical  Legislation  Letter  should 
continue  to  emanate  from  Albany. 

4.  That  the  suite  now  retained  by  the  Society 
of  the  Ten  Eyck  Hotel  be  continued  for  the 
legislative  session,  and  that  this  be  used  in 
conjunction  with  the  office  of  the  Society’s 
Legislative  Counsel  in  Albany. 

5.  The  committee  recommends  that  a 
fourth  field  representative  for  the  staff  of  the 
Communications  Division  be  employed  who 
has  had  experience  in,  and  is  knowledgeable 
about,  legislative  activities.  He  should  be 
assigned  to  the  Albany  area. 

Your  reference  committee  approves  com- 
pletely of  the  actions  of  this  ad  hoc  committee 
and  of  its  recommendations  and  the  implementa- 
tion thereof. 

Mr.  Speaker,  I move  for  adoption  of  this 
portion  of  the  report. 

. . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried . . . 

Section  198  {see  53) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Public 
Relations 

Dr.  Saypol:  The  report  of  this  committee 
shows  that  there  has  been  close  cooperation 
between  the  Public  Relations  and  Legislation 
Committees.  Matters  common  to  both  com- 
mittees have  been  discussed  under  legislation. 

Additional  accomplishments  of  the  Committee 
on  Public  Relations  include  further  exploration 
of  the  use  of  all  available  news  media,  the  re- 
vamping for  a more  effective  Newsletter,  and 
a successful  pilot  regional  conference  in  Buffalo. 
Your  reference  committee  notes  with  regret 
that  similar  conferences  in  other  areas  could  not 
be  held  because  of  insufficient  funds.  Assistance 
was  given  to  the  New  York  State  Association 
of  the  Professions,  Inc.,  the  New  York  State 
Medical  Assistants  Association,  and  the  Wom- 
an’s Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York. 

The  program  for  1964  includes  closer  liaison 
with  county  medical  societies  through  regional 
representatives  and  enlargement  and  improve- 
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ment  of  the  State  Society’s  Speakers  Bureau. 

Your  reference  committee  approves  these 
actions  of  the  Public  Relations  Committee. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  199  {see  50) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs: 

Commission  on  Public  and  Professional  Affairs 

Dr.  Saypol:  The  chairman  of  the  Com- 

mission on  Public  and  Professional  Affairs, 
James  M.  Blake,  M.D.,  George  J.  Lawrence, 
Jr.,  M.D.,  chairman,  and  John  H.  Carter,  M.D., 
cochairman,  Legislation  Committee,  and  John 
C.  McClintock,  M.D.,  chairman.  Public  Rela- 
tions Committee,  and  their  respective  com- 
mittees should  be  commended  and  compli- 
mented by  this  House  for  their  efforts. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion,  it  was  put  to  a vote  and  was 
unanimously  carried . . . 

Section  200  {see  97) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs: 

“Good  Samaritan”  Legislation 

Dr.  Saypol:  Resolution  64-1,  “Good 

Samaritan  Legislation,”  introduced  by  the 
Medical  Society  of  the  County  of  Washington: 
Y our  reference  committee  agrees  with  the  intent 
of  this  resolution  and  notes  that  this  bill  has 
already  been  introduced  into  the  Legislature 
of  the  State  of  New  York.  Therefore,  the  ref- 
erence committee  recommends  that  no  action 
be  taken  on  this  resolution. 

Mr.  Speaker,  I move  acceptance  of  this 
portion  of  the  report. 

. . . The  motion  was  seconded . . . 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted,  which  calls  for  no  action  on  this 
resolution.  Is  there  any  discussion? 

Jerome  B.  Flynn,  M.D.,  Bronx:  I would 

like  to  have  this  recommendation  disapproved, 
and  I move  a substitute  to  the  first  part  of  the 
“resolved”  portion,  that  “the  Medical  Society 
of  the  State  of  New  York  reaffirm  its  advocacy 
of  legislation  to  provide,”  and  the  rest  as  in  the 
original  resolution.  I think  we  should  reaffirm 
our  position  that  we  want  this  law  passed. 

. . .The  motion  was  seconded,  and  after 
discussion  it  was  put  to  a vote  and  was 
carried.  . . 

Leonard  L.  Heimoff,  M.D.,  Bronx:  I 

move  adoption  of  this  portion  of  the  reference 
committee  report  with  the  “resolved”  portion  as 
amended. 

. . .The  motion  was  seconded,  and  after 
discussion  it  was  put  to  a vote  and  was  carried. . . 


Section  201  {see  107) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs: 

Refutation  of  Adverse  Publicity 

Dr.  Saypol:  Resolution  64-11,  “Refutation 
of  Adverse  Publicity,”  introduced  by  the 
Medical  Society  of  the  County  of  Queens: 
your  reference  committee  recommends  approval 
of  this  resolution. 

Mr.  Speaker,  I move  acceptance  of  this 
portion  of  the  report. 

. . .The  motion  was  seconded,  and  after 
discussion  was  put  to  a vote  and  was  carried . . . 

. . .A  motion  to  reconsider  was  made,  and 
after  discussion  during  which  it  was  pointed 
out  that  the  House  can  approve  action  involving 
expenditures  since  all  funds  have  to  be  approved 
by  the  Council,  the  Trustees,  and  the  Budget 
Committee,  the  motion  to  reconsider  was  put 
to  a vote  and  was  lost . . . 

Section  202 

Address  of  Edward  R.  Annis,  M.D.,  President 
of  the  American  Medical  Association 

Vice-Speaker  Babbage:  With  Dr.  Saypol’s 
permission  we  will  interrupt  this  report  and 
ask  Dr.  Burgin  to  escort  Dr.  Annis  to  the 
rostrum.  Dr.  Wheeler  will  make  the  intro- 
duction. 

President  Wheeler:  Ladies  and  gentle- 

men of  the  House,  it  is  my  honor  and  privilege 
to  introduce  to  you  a man  who  needs  no  intro- 
duction, Edward  R.  Annis,  M.D.,  president  of 
the  American  Medical  Association. 

. . .The  House  arose  and  applauded.  . . 

Edward  R.  Annis,  M.D.:  Mr.  Speaker, 

members  of  the  House,  ladies  and  gentlemen, 
I appreciate  this  opportunity  to  bring  you  a 
little  itinerary  report  on  me.  In  the  last  six 
months  I have  visited  in  some  26  of  our  states; 
in  the  last  two  and  one-half  years  in  46  of  our 
states;  and  I am  happy  to  report  to  you  that  the 
progress  of  American  medicine  has  never  been 
better. 

Around  the  country  I am  often  asked  the 
question,  are  we  putting  out  enough  doctors. 
So  in  case  you  have  not  heard  the  up-to-date 
statistics  recently,  I would  like  to  tell  you  that 
in  the  medical  schools  of  this  country  last  year, 
all  87  of  them,  we  had  the  highest  number  of 
applicants  we  have  ever  had  except  the  year 
immediately  after  the  war;  and  the  quality  of 
the  applications  is  the  highest  since  the  colleges 
and  universities  of  this  country  have  been 
reporting  the  academic  ratings  of  the  applicants 
to  medical  schools.  The  quality  is  there;  the 
quantity  is  there.  Of  course,  as  many  of  you 
have  practiced  as  long  as  I have,  you  know  that 
the  physicians  of  today  can  do  so  much  more 
than  20,  or  30,  or  even  50  of  us  could  do  in  the 
days  before  penicillin,  the  antibiotics,  sulfanil- 
amide, and  the  great  advances  which  character- 
ize modern  medicine.  On  the  other  hand,  we 
still  have  a problem,  and  that  is  that  great 
numbers  of  the  American  people  have  been 
given  a false  picture  of  the  American  medical 
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profession.  Great  numbers  of  people  know 
that  their  doctor  is  a great  fellow,  but  that  the 
members  of  the  profession  as  such,  organized 
medicine  as  such,  at  the  county,  at  the  state, 
and  at  the  national  levels,  is  constituted  only 
by  those  who  have  a personal  interest,  an 
axe  to  grind,  who  are  interested  in  dollars  and 
not  in  lives. 

I hate  to  tell  you  that  this  attitude  still  pre- 
vails in  a great  many  of  the  sections  of  this 
country,  but  the  strength  of  medicine,  as 
you  and  I both  know,  lies  in  the  family  physician 
and  in  the  strength — and  it  is  strength — that  he 
has  with  his  patients.  Fortunately,  in  Opera- 
tion Hometown  we  have  been  given  an  op- 
portunity to  tell  our  story  beautifully  con- 
ceived and  well  organized  so  that  doctors, 
their  wives,  their  associates,  and  their  friends, 
can  all  play  a part,  some  as  speakers,  others  as 
writers,  others  as  organizers,  others  as  distribu- 
tors of  leaflets  and  information,  and  still 
others  by  personal  contact  to  get  the  message 
to  legislators  and  others. 

Operation  Hometown  is  making  great  prog- 
ress, as  we  tell  the  story  of  Kerr-Mills  and  as 
we  explain  the  shortcomings  of  King-Anderson, 
but  needless  to  say  if  you  have  seen  the  head- 
lines of  recent  days  once  again  medicine  will 
be  used  as  a political  weapon  in  an  effort  to 
obtain  votes,  so  it  is  mandatory  that  we  make 
Kerr-Mills  work,  and  it  is  mandatory  that  the 
story  of  Kerr-Mills  is  known  and  understood  by 
our  patients  so  that  they,  in  turn,  can  tell 
legislators  at  every  state  level  that  this  is  a good 
law  and  one  that  we  want  to  work  well  in  our 
states. 

Last  year  Kerr-Mills  operated  in  36  states,  in 
4 territories,  and  spent  a little  over  $500,000,000 
specifically  for  the  added  health  care  of  senior 
citizens  who  needed  help.  This  has  been  a great 
step  forward.  In  New  York  State  you  have  a 
fairly  good  program  operating  well.  It  has 
been  improved  a little  bit  every  year  as  it  has 
been  supported  by  physicians,  and  in  spite  of 
the  obstacles  placed  in  its  way  by  some  of  those 
in  this  State,  as  in  other  states,  who  would 
misuse  the  health  of  the  people  for  political 
purposes;  but  wherever  the  people  understand 
the  intent  of  Kerr-Mills  and  its  desire  to  do  a 
good  job  for  those  who  need  it,  changes  are 
made  on  an  annual  basis  so  that  more  and 
more  of  our  senior  citizens  are  cared  for. 

Oftentimes,  and  I particularly  call  this  to  the 
attention  of  legislative  assemblies  such  as 
yours,  those  of  us  who  deal  with  this  every  day 
think  we  are  getting  a little  tired  of  hearing  the 
same  things,  and  that  our  patients,  and  friends, 
and  other  doctors  know  all  about  Kerr-Mills  and 
King-Anderson.  Last  week  in  Spokane,  Wash- 
ington, I had  an  advance  telephone  call,  and  I 
asked  them  how  well  do  they  understand 
King-Anderson  in  your  area,  and  how  well  do 
the  people  understand  Kerr-Mills  in  a state 
where  it  is  operating.  So  before  I arrived  in 
Spokane,  they  hired  several  university  young 
ladies  who  had  pleasant  telephone  personalities 
to  take  the  telephone  book,  to  go  through  the 
telephone  book  at  random,  to  call  100  successive 


adults.  They  excluded  only  household  help 
and  children  and  the  rest  on  the  telephone, 
but  of  100  they  asked  two  very  significant 
questions,  none  of  them  political,  merely 
informational.  The  first  question  was:  Are 

you  aware  of  any  proposal  in  the  Congress 
to  take  care  of  the  health  care  of  all  of  our 
senior  citizens,  the  rich  as  well  as  the  poor 
under  a Social  Security  system?  Of  the  100 
people  who  answered,  of  the  100  called,  81  said, 
yes,  they  knew  of  this  political  proposal. 

A second  question  to  the  same  100  people 
was:  Are  you  aware  of  any  other  Federal 

program  which  takes  care  of  people  who  are 
not  on  welfare  but  which  helps  them  only  for 
their  health  care  needs?  Only  2 people  out  of 
100  knew  anything  about  such  a program;  81 
knew  about  a program  that  is  merely  a political 
proposal  and  not  the  law,  and  only  2 of  the  81 
who  knew  about  the  King-Anderson  proposal 
even  knew  about  a law  of  the  land  which  has 
been  in  existence  for  three  long  years,  namely, 
Kerr-Mills,  operating  today  in  40  jurisdictions. 

I cite  this  only  to  emphasize  renewed  vigorous 
approach  and  the  necessity  for  such  in  our 
pushing  of  Operation  Hometown  to  let  people 
know  that  here  is  the  means  at  our  disposal  to 
provide  for  people  who  need  help  and  cannot 
provide  it  for  themselves.  Where  the  people 
know  and  understand  it,  we  can  get  good  laws. 

More  recently,  and  yesterday,  I noted  in  the 
newspaper  in  Chicago  that  some  of  those  in 
Washington  are  predicting  that  now  they  will  get 
King-Anderson.  There  has  been  a change  in 
the  Senate,  and  as  a result  of  this  they  can 
bypass  the  Ways  and  Means  Committee  where 
this  matter  has  been  bottled  up  and  will  get  it 
out  on  the  floor  of  the  House  where  it  can  be 
voted  on  by  all  of  the  people.  An  assembly  such 
as  yours,  where  you  handle  innumerable  prob- 
lems, and  some  of  them  complicated,  some  of 
them  comprehensive  in  approach,  many  of  them 
dealing  with  divergent  and  many  views,  know 
how  difficult  this  would  be  for  an  entire  body 
to  handle.  So  what  do  you  do?  You  subjugate 
it  and  put  it  into  individual  committees  for 
action,  and  though  the  committee  action  is  not 
binding,  nevertheless  by  virtue  of  experience 
you  know  that  you  can  lean  on  the  advice  and 
consultation  of  those  men  and  women  who 
have  devoted  time  and  effort  to  a better  under- 
standing of  a particular  problem.  So  it  is  in 
the  House  and  Senate.  This  is  why  committee 
action  has  determined  basically  major  changes 
in  the  law  of  the  land,  and  the  political  maneuver 
at  the  moment  is  to  bypass  the  Committee  on 
Ways  and  Means  in  the  House  and  the  Finance 
Committee  in  the  Senate,  bypass  the  men  who 
over  a period  of  many,  many  months  of  study  and 
deliberation  know  the  real  problems,  and  to  get 
it  out  on  the  floor  where  many  will  be  forced 
to  vote  by  political  pressures,  to  vote  on  issues, 
many  of  whom  have  never  even  read  the  King- 
Anderson  Bill  or  the  Kerr-Mills  Law.  This  is 
why  it  is  more  important  than  ever  that  we 
push  our  efforts  to  tell  the  story  through 
Operation  Hometown. 

It  is  vital  too  to  raise  these  questions  when  we 
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talk  to  our  patients  and  our  friends  and  our 
associates  in  other  fields.  Why  don’t  they  tell 
us  the  truth?  Why  on  nation-wide  television  in 
the  President’s  address  to  the  nation  and  in  his 
address  two  days  ago  to  the  Congress  asking  for 
the  implementation  of  Kerr-Mills  do  not  the 
speech  writers  for  the  President  tell  the  people 
the  truth?  They  told  the  American  people 
this  is  a new  insurance  program,  and  yet  the 
immediate  cost  for  those  over  the  age  of  sixty- 
five  who  have  never  paid  a nickel  would  be  in 
excess  of  $35,000,000,000  reported  by  their  own 
actuaries.  They  say  there  will  be  no  cost  to 
the  treasury,  yet  the  bill  specifically  allocates 
$500,000,000  the  first  year  to  blanket  those 
not  in  Social  Security.  They  have  told  the 
American  working  man  it  wall  not  cost  you  any 
more  than  a dollar  a month  during  your  working 
career.  These  are  the  exact  words  written  in 
the  President’s  speech,  “No  employe  will  pay 
more  than  one  dollar  per  month  during  his 
working  career.”  This  is  a lie.  For  half  of 
the  American  people  who  work,  for  those  who 
work  in  industry,  who  make  $100  a week  or 
more,  the  initial  tax  by  law  is  $27.50  matched 
by  the  employer,  which  makes  it  $55.  It  is  not 
a question  of  quibbling  whether  $12  or  $27.50 
is  a lot  of  money,  but  it  is  a question  of  whether 
or  not  they  tell  the  truth. 

To  argue  as  to  how  we  should  go  from  Chicago 
to  New  York,  I came  on  a jet  because  I wanted 
to  get  here  in  a convenient,  and  a comfortable, 
and  a rapid  manner.  Others  may  want  to  come 
by  train  or  by  plane,  by  automobile  or  by  bus. 
Some  might  want  to  come  on  horseback,  and  we 
could  argue  the  various  methods  of  how  to  get 
from  one  place  to  the  other,  and  there  would  be 
many  reasons  for  disagreement,  but  if  some- 
body said  it  is  five  thousand  miles  or  only 
fifty  miles  these  things  are  not  in  accordance 
with  the  truth,  and  when  they  begin  to  try  to 
foist  on  the  American  people  a political  issue, 
and  they  do  it  deliberately  falsifying  the  record, 
then  everyone  interested  in  medicine  and  every- 
one interested  in  truth  should  raise  a hand  and 
say  on  this  matter  there  is  no  reason  for  any- 
thing but  holding  it  up  to  the  American  people 
to  look  at  the  record  and  ask  them  who  is 
telling  the  truth.  If  they  have  a good  issue,  let 
them  sell  it,  but  sell  it  honestly,  and  let  them 
tell  the  American  people  what  is  in  the  in- 
gredients of  the  bottle  that  they  mislabel  as 
insurance,  that  they  mislabel  as  costing  not  over 
one  dollar  a month  in  their  working  career,  and 
that  they  mislabel  as  being  of  no  drain  on  the 
United  States  Treasury. 

Why  can’t  we  ask  the  questions — and  we 
should — to  our  patients,  “Because  some  people 
need  help,  must  we  provide  for  everyone  who 
has  had  a birthday?  Because  some  of  our 
senior  citizens  over  sixty-five  need  help  for 
their  health  care,  must  we  provide  for  rich  and 
poor  alike?  It  is  right  to  tax  a working  man’s 
wages  to  pay  the  hospital  bill  for  many  well 
able  to  provide  for  themselves  just  because 
they  have  had  a birthday?”  When  we  ask 
these  questions  you  will  be  amazed  as  I have, 
and  I am  sure  then  when  you  think  about 


it  you  won’t  be  amazed  at  all  because  the 
American  people  in  every  walk  of  life  are 
basically  honest,  and  when  they  know  and  they 
understand  what  is  involved  they  will  agree 
with  the  rank  and  file  of  the  profession  that  we 
should  work  to  see  that  no  one  is  denied 
medical  care  because  of  inability  to  pay,  but 
this  is  no  reason  to  establish  government  into 
the  position  of  controlling  our  medical  institu- 
tions providing  for  all  who  have  had  a birthday. 

This  is  why,  as  Operation  Hometown  has 
developed  across  the  nation,  and  as  people  have 
become  better  informed  on  Kerr-Mills  and 
King-Anaerson,  we  have  seen  an  increased 
recognition  on  the  part  of  physicians  and  their 
associates  of  participation  in  political  affairs. 
For  this  reason  I have  seen  also  the  rapid 
growth  of  the  AMPAC  movement  encouraging 
physicians,  whether  they  are  Republicans  or 
Democrats,  liberals  or  conservatives,  to  play 
their  role  in  the  determination  of  the  political 
affairs  at  their  local,  at  their  state,  and  at  the 
national  level. 

How  we  do  this  in  the  various  states  is  up  to 
the  various  members  of  the  state,  but  I am 
happy  to  report  to  you  that  all  across  this 
nation  various  AMPAC  organizations  are 
gaining  increasing  strength  as  more  and  more 
doctors  recognize  not  only  their  opportunities 
and  their  rights  but  their  responsibility  to 
speak  out  on  those  matters  where  by  virtue 
of  training  and  experience  they  have  the 
responsibility  and  the  respect  of  the  American 
people. 

Some  elsewhere  around  the  country  ask  the 
question,  “What  are  they  doing  in  New  York? 
What  are  they  doing  in  California?  What  are 
they  doing  in  Michigan?  What  are  they  doing 
in  the  big  states?”  Because  it  is  only  natural 
that  many  of  the  other  states,  much  smaller  in 
size  and  certainly  much  more  inexperienced  in 
the  operation  of  their  representative  bodies, 
look  to  organizations  such  as  yours  for  leader- 
ship, for  guidance,  and  for  examples.  So  I am 
happy  that  the  opportunity  has  been  afforded 
to  me  to  speak  to  you  however  briefly,  to  inform 
you  that  progress  is  being  made  around  the 
country,  and  I would  merely  ask  you  finally — 
there  are  many  men  who  feel  that,  “Doctor,  I 
don’t  know  anything  about  politics.  All  I 
know  is  how  to  teach,”  or  “I  am  working  in 
the  field  of  research,”  or  “I  am  busy  with  my 
clinics  and  with  my  practice.”  And  to  these 
doctors  I encourage  them — then  at  least  put 
forth  a little  effort  and  some  money  to  support 
those  who  will  tell  your  story  and  who  will 
help  to  tell  our  story  to  the  American  people; 
but  meanwhile  you  can  render  a great  service 
if  you  merely  inform  people  of  the  great  changes 
in  medicine,  if  you  tell  them  of  things  we  can 
do  today  wdth  a handful  of  pills  which  were 
impossible  of  accomplishment  fifteen  years 
ago,  if  you  remind  them  that  80  per  cent  of  the 
drugs  we  prescribe  were  not  even  produced 
twelve  years  ago,  that  the  hospital  bills  that 
they  have  been  told  are  so  expensive  on  them 
cost  more  per  day  or  even  per  week,  but  in 
terms  of  lives  saved  and  lives  prolonged  the 
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advances  of  modern  medicine  are  comparable 
to  the  advances  of  a jet  over  a horse  and 
buggy.  And  when  they  tell  the  story  of  medi- 
cine, of  its  progress,  its  achievement,  what  it 
can  do  today  that  it  could  not  have  done  in 
another  day,  the  American  people  who  are  our 
patients  will  agree  with  us  it  may  cost  con- 
siderably more,  but  it  is  worth  a whole  lot  more. 
To  those  who  are  not  involved  in  politics,  you 
don’t  have  to  be,  but  remind  your  patients,  and 
your  neighbors,  and  your  friends,  and  the 
people  that  you  meet  socially,  of  the  truly 
marvelous  progress  of  American  medicine 
that  happens  to  carry  a bigger  price  tag  of 
course,  but  the  quality  of  the  product  is  one 
which  is  unmatched  any  place  in  the  world. 

When  we  tell  this  story,  our  patients  will 
agree  that  American  medicine  has  done  a good 
job,  and  we  want  to  do  a better  one.  They  will 
agree  with  us  that  this  solution  to  our  problem 
does  not  change  the  system  but  corrects  its 
imperfections,  plugs  its  loopholes,  corrects  the 
things  that  have  to  be  corrected,  continues  to 
provide  medicine  for  people  well  able  to  provide 
for  themselves,  never  overlooking  our  basic  re- 
sponsibility to  provide  for  those  unable  to 
provide  for  themselves.  And  in  talking  to  the 
American  people,  I hope  with  your  strong 
support,  I try  to  remind  them  that  we  are  not 
trying  to  put  over  anything  on  anybody.  We 
are  trying  to  bring  some  things  out  for  their 
consideration  so  that  someone  else  won’t  put 
something  over  on  them.  Thank  you. 

. . . The  House  arose  and  applauded . . . 

Section  203  (see  123 ) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs: 

Assistance  to  New  York  State  Medical 
Assistants  Association 

Dr.  Saypol:  Resolution  64-27,  “Assistance 
to  New  York  State  Medical  Assistants  Associa- 
tion,” introduced  by  Irving  M.  Pallin,  M.D., 
Kings:  Your  reference  committee  recommends 

approval  of  the  above  resolution  with  the 
following  changes: 

In  the  third  “Whereas”  delete  “The  creation 
of  our  public  image”  and  insert  “improving 
public  relations.” 

In  the  fourth  “Whereas,”  delete  “by  some  65 
per  cent.” 

In  the  first  “Resolved”  delete  “every”  at 
the  end  of  the  second  line. 

In  the  second  “Resolved”  delete  “every”; 
and  delete  “organization  of  medical  assistants 
in  this  State”  and  substitute  “New  York  State 
Medical  Assistants  Association.” 

Mr.  Speaker,  I move  acceptance  of  this 
portion  of  the  report. 

. . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried . . . 

Section  204  (see  127) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Control 
and  Supervision  of  Clinical  Laboratories 

Dr.  Saypol:  Resolution  64-31,  “Control  and 


Supervision  of  Clinical  Laboratories,”  intro- 
duced by  the  Medical  Society  of  the  County 
of  New  York:  This  resolution  was  unanimously 
approved  by  your  reference  committee. 

Mr.  Speaker,  I move  acceptance  of  this 
portion  of  the  report. 

. . The  motion  was  seconded  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried . . . 

Section  205  (see  134) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Legislation 
Program  of  the  Medical  Society  of  the  State 
of  New  York 

Dr.  Saypol:  Resolution  64-38,  “Legislation 
Program  of  the  Medical  Society  of  the  State  of 
New  York,”  introduced  by  the  Medical  Society 
of  the  County  of  Monroe:  This  resolution  was 
discussed  in  great  detail  and  was  disapproved 
for  the  following  reasons: 

1.  The  purposes  of  the  first  “Resolved” 
relating  to  the  establishment  of  an  office  in 
Albany  are  being  fulfilled  presently  in  the 
offices  of  DeGraff,  Foy,  Conway  and  Holt- 
Harris,  and  these  offices  are  being  utilized  by 
the  Council  Committee  on  Legislation  of  the 
Medical  Society  of  the  State  of  New  York. 

2.  Your  reference  committee  has  studied  the 
recommendations  of  the  Ad  Hoc  Committee  to 
Study  Effective  Representation  in  Albany  and 
endorses  the  steps  already  taken  as  outlined 
in  their  report.  We  note  with  pleasure  that  the 
implementation  of  these  recommendations  has 
already  proved  very  satisfactory  and  urge 
continuation  and  expansion  of  this  program. 

Mr.  Speaker,  I move  acceptance  of  this 
portion  of  the  report. 

. . . The  motion  was  seconded . . . 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion? 

Charles  R.  Mathews,  M.D.,  Monroe: 
I also  have  the  privilege  of  serving  on  the 
Council  Committee  on  Legislation.  The  refer- 
ence committee’s  disapproval  of  this  entire 
resolution  requires  comment.  The  purposes  of 
the  first  “Resolved”  are  not,  I submit,  being 
fulfilled  in  the  office  of  DeGraff,  Foy,  Conway 
and  Holt-Harris.  This  is  a law  firm,  a very 
able  firm,  which  among  other  commitments 
serves  capably  as  legislative  counsel  in  Albany. 
This  is  not  by  any  stretch  of  the  imagination  this 
Medical  Society’s  Albany  legislative  office. 

Although  we  do  indeed  retain  a suite  at  the 
Ten  Eyck  Hotel,  it  should  be  realized  that  this 
is  usually  a vacant  suite.  No  representative  of 
this  Society  resides  there.  There  is  in  Albany 
no  employe  of  this  Society  with  a designated 
duty  of  contacting  our  legislators  or,  equally 
important,  of  contacting  the  county  society 
legislation  chairmen.  The  lack  of  this  service 
has  constituted  a grave  deficiency,  which  has 
seriously  impeded  the  development  of  a truly 
effective  Society  legislation  program. 

I further  submit,  Mr.  Speaker,  that  the  im- 
plementation of  the  recommendations  of  the  ad 
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hoc  committee  has  not,  as  stated,  already 
proved  very  satisfactory.  Its  third  recom- 
mendation concerning  the  Albany  legislative 
office  has  not  been  implemented  at  all. 

The  ad  hoc  committee’s  fourth  recommenda- 
tion concerning  the  legislation  letter  must  be 
viewed  in  the  light  of  the  reaction  of  its  re- 
cipients, the  legislation  committees  of  the  county 
societies.  There  is,  I believe,  a consensus  that 
the  legislative  letter  is  tardy,  of  limited  useful- 
ness, a deterioration  from  the  less  than  satis- 
factory communication  of  a year  ago.  This 
impression  was  confirmed  by  the  Society’s  field 
representatives  at  a meeting  of  the  Council 
Committee  on  Legislation  this  past  Saturday. 

Therefore,  Mr.  Speaker,  I move  that  the 
reference  committee’s  disapproval  of  resolution 
64-38  be  replaced  by  a substitute  motion 
composed  of  the  first  “Whereas,”  and  the  first 
“Resolved”  only  of  the  original  resolution  so 
that  it  would  still  read: 

Resolved,  that  this  House  of  Delegates  of 
this  State  Society  strongly  affirms  its  support 
of  the  recommendation  that  an  Albany 
legislative  office  be  re-established,  and  that  it 
should  be  operated  during  the  time  the 
Legislature  is  in  session. 

. . The  motion  was  seconded  by  several.  . . 
Vice-Speaker  Babbage:  Is  there  any 

discussion  on  the  substitute  motion? 

Robert  Park,  Jr.,  M.D.,  Nassau:  In 

answer,  let  me  say  that  as  a member  of  the 
reference  committee  we  took  great  interest  in 
this  problem.  I also  as  chairman  of  the  legisla- 
tion committee  of  Nassau  County  know  a 
little  bit  about  what  is  going  on  in  Albany  as  I 
frequently  go  there  myself. 

We  had  testimony  in  the  reference  committee 
by  members  of  the  ad  hoc  committee  and  the 
Legislation  Committee.  We  had  no  support  by 
Monroe  County  for  their  resolution  in  the 
reference  committee.  That  is  one  point. 

Let  me  say  from  my  observation  that  the 
work  that  is  being  done  in  Albany  at  the  present 
time  is  being  done  well,  thoroughly,  and  the 
progress  that  is  being  made,  as  the  ad  hoc 
committee  has  stated  in  their  report,  is  good. 
So  I believe  we  should  go  along  and  approve 
the  reference  committee’s  disapproval  of  this 
report. 

John  D.  States,  M.D.,  Monroe:  I believe 

that  the  passage  of  the  chiropractic  legislation 
and  the  licensing  bill  which  is  now  law  is  prime 
evidence  of  the  inadequacy  and  failure  of  our 
Legislation  Committee.  We  can  do  far  better 
than  we  did  on  that  bill,  and  it  can’t  be  done  at 
the  last  minute.  This  work  has  to  be  started 
at  the  grass  roots,  and  the  only  way  to  start 
this  is  by  helping  our  county  legislation  chair- 
men and  committees.  We  need  direction  from 
Albany,  and  particularly  from  someone  close  to 
the  Legislature.  The  only  way  we  can  find  some- 
one who  will  do  this  is  to  put  a man  down  there 
during  the  session,  but  it  simply  can’t  be  done 
by  our  own  men  who  are  trying  to  do  it  in  an 
office  that  is  only  a part-time  office  in  the  work 
of  the  State  Medical  Society  and  our  own  work. 


I believe  we  simply  must  exert  ourselves  further 
in  efforts  to  work  with  the  State  Legislature 
because  the  demands  are  far  more  in  Albany 
during  the  session. 

Dr.  Wolff:  Mr.  Speaker,  I am  not  adverse  to 
considering  the  re-establishment  of  an  Albany 
office,  but  before  we  get  into  the  same  proposi- 
tion we  got  into  last  time  this  is  going  to  cost 
money.  I suggest  somebody  talk  about  it. 

Dr.  Dorman:  In  the  report  of  this  reference 
committee  we  have  already  passed  their  recom- 
mendation that  a fourth  field  officer  be  assigned 
to  Albany  during  the  legislative  session  so  in  a 
way  we  are  already  implementing  part  of  the 
substitute  motion.  I feel  that  we  can  support 
the  report  of  the  reference  committee  in  this 
and  vote  down  the  substitute. 

Clarke  T.  Case,  M.D.,  Oneida:  I feel  that 
many  people  have  spent  a great  deal  of  time 
and  study  on  what  is  the  most  effective  program 
to  try  and  get  legislation  through  our  State 
Legislature.  They  have  had  only  a short  nine 
months  in  which  to  work  because  of  the  short 
year,  and  I think  that  they  have  taken  effective 
steps.  Our  reference  committee  has  studied  this 
issue  and  has  come  up  with  this  recommenda- 
tion. I feel  that  it  would  be  unwise  for  us  to 
oppose  the  action  of  the  reference  committee. 
I would  like  to  see  the  substitute  motion 
defeated. 

John  C.  Brady,  M.D.,  Erie:  I agree  whole- 
heartedly with  what  Dr.  Mathews  has  to  say 
from  my  experience  with  legislation,  which  has 
been  long.  These  legislators  tell  me  up  there 
that  when  they  have  a question  they  want  to 
decide  for  themselves  they  hardly  ever  know 
where  to  go.  I feel  that  we  definitely  need  a 
man  up  there  during  the  legislative  session  where 
they  know  where  to  go  and  get  the  latest  ideas 
of  ours  as  to  what  we  want  to  do  about  legisla- 
tion. 

We  have  helped  matters  along,  and  I know 
very  definitely  that  the  Legislation  Committee 
has  been  trying  to  get  a man  up  there,  but  up 
until  now  it  has  not  been  possible.  I think 
very  sincerely  that  if  we  have  somebody  up 
there  who  can  get  around  and  meet  these 
fellows,  and  they  then  know  where  to  go  and 
what  we  want,  we  would  do  a lot  better. 

Dr.  Leo:  I would  like  to  reaffirm  that  we 

ought  to  give  this  fourth  man  or  part-time  man 
who  will  be  up  there  a chance  to  see  if  he  can 
fill  the  bill  before  we  go  further.  Give  him  a 
trial,  and  if  next  year  it  does  not  work  we  will 
get  a full-time  man. 

Dr.  Saypol:  I wish  you  would  remember  we 
in  the  reference  committee  did  not  have  the 
advantage  of  what  the  proposers  are  telling  us 
now  because  they  were  not  present,  but  we  had 
the  benefit  of  Mr.  Albright’s  opinion,  a represen- 
tative of  the  law  firm  mentioned.  One  thing 
that  stood  out  in  these  discussions  was  the 
fact  that  in  previous  years  we  apparently  did 
not  function  well  at  all.  It  is  important  to 
recognize  that  the  expenditure  of  money  and  the 
use  of  full-time  employes  does  not  necessarily 
make  for  a good  handling  of  the  problem.  So 
far  as  we  could  tell  this  situation  is  being 
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handled  very  ably  by  Dr.  Carter,  who  meets 
regularly  with  Mr.  Albright  and  other  members 
of  the  firm,  that  they  are  around  the  legislative 
halls  all  the  time.  It  is  for  this  reason  that  we 
felt  there  was  no  point  in  abandoning 
something  which  looked  awfully  good  for 
something  which  at  best  especially  based  on 
precedent  might  be  very  bad  and  costly. 

Vice-Speaker  Babbage:  I will  now  call  for 
a vote  on  the  question  which  is  the  substitute 
motion.  Those  in  favor  of  the  substitute 
motion  say  “aye”;  opposed  “no.”  The  sub- 
stitute motion  has  lost. 

Now  we  are  discussing  disapproval  of  this 
resolution,  which  is  the  recommendation  of 
the  reference  committee.  Is  there  any  more 
discussion  on  this?  If  not,  those  in  favor  of  the 
recommendation  of  the  reference  committee, 
which  is  disapproval  of  the  resolution  say  “aye”; 
those  against  it,  “no.”  It  has  been  disapproved. 

Now  we  again  have  to  interrupt  the  proceed- 
ings. I am  sorry,  but  the  Speaker  has  some- 
thing very  important  to  say. 

Section  206  {see  274) 

Resolution  64-78:  Concerning  Commissioner  of 
Hospitals’  Action  at  City  Hospital  at  Elmhurst 

Speaker  Wurzbach:  Ladies  and  gentlemen 
of  the  House,  there  has  been  presented  to  me  by 
Dr.  Kershner  of  the  Commission  on  Medical 
Services  B a bit  of  emergency  material  which 
must  be  presented  so  that  it  can  be  used  ade- 
quately. At  the  present  time,  therefore,  the 
Speaker  asks  that  the  Bylaws  be  suspended  for 
this  special  presentation.  A motion  is  in  order, 
and  will  require  a two-thirds  vote  to  be  earned. 
Dr.  Lane:  I so  move. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried . . . 

Speaker  Wurzbach:  Dr.  Kershner  will  pre- 
sent the  order  of  business,  resolution  64-78: 

Whereas,  Creation  of  a control  utilizing 
City  Hospital  at  Elmhurst  for  comparison 
with  present  experimental  affiliations  of 
municipal  hospitals  with  voluntary  institu- 
tions and  medical  colleges,  would  have 
provided  a true  comparison  between  City 
Hospital  at  Elmhurst  and  other  experimental 
affiliated  municipal  hospitals;  and 

Whereas,  The  creation  of  such  a control 
will  be  eliminated  through  the  action  of  the 
Commissioner  of  Hospitals,  Ray  E.  Trussed, 
M.D.,  by  suspending  the  medical  board  of 
City  Hospital  at  Elmhurst  on  February  11, 
1964;  now  therefore  be  it  hereby 

Resolved , That  this  unwarranted  arbitrary, 
capricious,  and  precipitous  action  in  suspend- 
ing all  members  of  the  medical  board  of 
City  Hospital  at  Elmhurst  (compulsory 
indefinite  leave  of  absence — a total  of  42 
physicians)  has  deprived  the  patients  in  this 
institution  and  the  community  which  it 
serves  of  the  continued,  valuable,  and 
dedicated  services  of  these  physicians,  some 
of  whom  have  rendered  free  service  over  a 


period  of  thirty  to  forty  years;  and  be  it 
further 

Resolved,  That  by  this  action,  the  Com- 
missioner of  Hospitals,  Ray  E.  Trussed, 
M.D.,  has  prevented  this  valuable  scientific 
pdot  control  study  from  implementation. 

Speaker  Wurzbach:  By  the  action  of  the 

House  in  suspending  the  Bylaws  for  this,  the 
presenter  may  now  move  this  for  action  before 
the  House. 

David  Kershner,  M.D..  Kings:  I move 

approval  of  this  resolution,  Mr.  Speaker. 

Dr.  Azzari:  I second  it. 

. . .After  discussion,  a motion  to  refer  to 
the  reference  committee  for  usual  action  was 
made  and  seconded.  . . 

. . .After  discussion,  the  motion  to  refer  was 
put  to  a vote  and  was  carried . . . 

Section  207  {see  144) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Plan  to 
Prevent  Government  Encroachment  in  Medicine 

Dr.  Saypol:  Resolution  64-48,  “Plan  to 

Prevent  Government  Encroachment  in  Medi- 
cine,” introduced  by  the  Broome  County 
Medical  Society:  Your  reference  committee 

recommends  disapproval  of  this  resolution 
because  the  American  Medical  Association  is 
constantly  and  effectively  combatting  govern- 
ment encroachment  into  the  practice  of  medicine. 

Mr.  Speaker,  I move  acceptance  of  this 
portion  of  the  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried . . . 

Section  208  {see  154) 

Report  of  Reference  Committee  on  Commission 
on  Public  and  Professional  Affairs:  Medical 
Assistance  for  the  Aged 

Dr.  Saypol:  Resolution  64-59,  “Medical 

Assistance  for  the  Aged,”  introduced  by  James 
M.  Blake,  M.D.,  and  George  J.  Lawrence,  Jr., 
M.D.,  Councillors: 

Your  reference  committee  has  unanimously 
approved  the  following  revised  resolution: 

Whereas,  The  present  administration  in 
Washington  has  become  the  champion  of  the 
advocates  of  health  care  for  the  aged  through 
the  Social  Security  mechanism  and  has  called 
for  the  enactment  of  legislation  embodying 
this  principle,  by  the  88th  Congress;  and 
Whereas,  The  Ways  and  Means  Com- 
mittee of  the  House  of  Representatives  has 
recently  completed  public  hearings  on  the 
King-Anderson  Bill  and  is  expected  to  vote 
on  the  issue  momentarily;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  down  through  the  years 
has  endorsed  the  principle  of  providing  the 
best  medical  care  for  all  the  people  who  need 
it,  regardless  of  age  or  ability  to  pay;  and 
Whereas,  The  Medical  Society  of  the 
State  of  New  York  testified  at  the  Ways  and 
Means  Committee  hearings,  through  the 
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personal  appearance  of  its  president,  William 
L.  Wheeler,  Jr.,  M.D.,  in  opposition  to  the 
King-Anderson  Bill  and  provided  facts 
showing  that  approximately  1,200,000  persons 
sixty-five  and  over  are  presently  covered  by 
voluntary  health  insurance  in  New  York 
State  and  that  within  the  foreseeable  future  it 
is  highly  probable  that  all  persons  sixty-five 
and  over,  who  so  desire,  will  be  covered, 
making  a gargantuan  Social  Security  program 
needless;  and 

Whereas,  This  testimony  also  contained 
evidence  that  if  King-Anderson  Bill  becomes 
law  and  goes  into  effect  in  1965,  the  working 
people  in  New  York  State  will  be  compelled 
to  pay  $3,233,900,000  in  Social  Security 
taxes.  This  will  be  an  increase  of  $341,300,000 
over  the  estimated  taxes  for  1965  under 
present  law;  and 

Whereas,  The  Administration’s  campaign 
for  a mammoth  governmental  mechanism  to 
provide  limited  hospital  care  for  the  aged 
will  necessitate  the  aforementioned  tremen- 
dous increase  in  Social  Security  taxes  and  is, 
therefore,  inconsistent  with  the  Administra- 
tion’s ultimatum  that  a substantial  decrease 
in  general  taxes  is  imperative  for  the  revitaliza- 
tion of  our  free  enterprise  system;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  previously 
stated  position  that  the  proper  extension  and 
implementation  of  the  Medical  Assistance 
for  the  Aged  program  (MAA)  will  provide  for 
the  “sixty-five  and  over”  age  group  who 
need  assistance  in  meeting  both  hospital 
and  medical  expenses;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reiterate  the  following 
recommendations  made  to  the  Joint  Legisla- 
tive Committee  on  Health  Insurance  Plans  of 
the  State  of  New  York: 

1 . C online  the  means  test  to  recipient  and  / 
or  spouse;  (a)  Raise  income  ceilings  to  a more 
realistic  level;  (6)  Increase  allowable  amount 
of  cash  value  of  life  insurance  from  $500  to 
$1,000; 

2.  Encourage  ambulatory  treatment,  diag- 
nosis and  rehabilitation  without  hospital 
admission  with  free  choice  of  physician  at  an 
adequate  fee; 

3.  Transfer  the  administration  of  MAA 
from  the  New  York  State  Social  Welfare 
Department  to  the  New  York  State  Health 
Department;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  strong  opposi- 
tion to  the  King-Anderson  Bill  (H.R.  3920) 
or  any  proposed  law,  providing  hospital 
and/or  medical  care  for  the  aged  through  the 
Social  Security  mechanism;  and  be  it 
further 

Resolved,  That  copies  of  this  resolution  be 
sent  to  the  President  of  the  United  States,  the 
41  Congressmen  and  the  two  U.S.  Senators 
from  New  York  and  to  all  members  of  the 
House  Ways  and  Means  Committee. 


Mr.  Speaker,  I move  acceptance  of  this  part 
of  the  report. 

. . . The  motion  was  seconded . . . 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report 
calling  for  the  adoption  of  this  resolution  be 
approved.  Is  there  any  discussion? 

Joseph  F.  Shanaphy,  M.D.,  District  Delegate: 
This  resolution  is  an  excellent  resolution,  but  it 
needs  one  more  “resolved.”  I would  like  to 
move  to  amend  the  resolution  that  a third 
“resolved”  be  inserted,  that  copies  of  this 
resolution  be  sent  to  the  Governor  of  the  State  of 
New  York,  all  of  the  State  assemblymen,  and 
State  senators. 

Chorus:  Seconded. 

. . . There  being  no  discussion,  the  amendment 
was  put  to  a vote  and  was  unanimously 
earned. . . 

Vice-Speaker  Babbage:  Is  there  any  dis- 

cussion on  this  resolution  as  thus  amended? 

. . .There  being  no  discussion,  the  motion 
as  amended  was  put  to  a vote  and  was  unani- 
mously carried . . . 

Dr.  Saypol:  The  chairman  wishes  to 

acknowledge  with  gratitude  the  active  assistance, 
judgment,  and  understanding  of  the  members 
of  the  reference  committee.  The  entire  com- 
mittee desires  to  extend  sincere  thanks  to  all 
who  assisted  us  with  information  and  most 
especially  to  Drs.  Blake,  Lawrence,  Carter, 
and  other  individuals  who  testified  before  our 
committee. 

Our  report  would  not  be  complete  without 
expressing  our  thanks  and  gratitude  to  Mr. 
Joseph  Citarella  of  the  Department  of  Special 
Services,  our  secretary  during  our  deliberations, 
for  his  inestimable  help  and  advice  during  the 
preparation  of  our  reports. 

I move  the  adoption  of  this  report  as  a 
whole  as  amended. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Speaker  Wurzbach:  The  Speaker  wishes  to 
thank  Dr.  Saypol  because  of  the  fact  that  he 
took  over  this  committee  at  ten  o’clock  Sunday 
night.  I think  he  has  done  an  outstanding 
job  under  great  handicaps.  Dr.  Saypol,  we  all 
thank  you. 

Reference  Committee 
on  Legal  Matters 

Section  209  ( see  54,  86) 

Report  of  Reference  Committee  on  Legal 
Matters:  Malpractice  Insurance  and 
Defense  Board 

John  E.  Lowry,  M.D.,  Queens:  Your 

reference  committee  noted  that  during  the 
period  covered  by  this  report  (January  through 
October,  1963)  the  Board  held  eight  regular 
meetings.  In  addition  to  the  routine  examining 
of  malpractice  cases,  acting  on  applications  for 
coverage  for  specialties  excluded  under  the 
master  policy,  and  deciding  questions  of 
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classification,  the  Board  interviewed  20  members 
on  matters  relating  to  their  professional 
liability  insurance. 

Participation  in  the  Society  program  of 
malpractice  insurance  and  defense  has  con- 
tinued to  increase  and  it  would  appear  that 
about  500  more  members  were  insured  in  1963 
than  in  1962.  In  its  last  report,  the  Board,  in 
response  to  repeated  suggestions  from  members 
that  the  premium  charged  should  be  based 
partly  on  individual  loss  experience,  submitted 
for  consideration  by  the  Society  a proposal 
that  an  additional  charge  be  imposed  for  each 
suit  filed,  for  each  additional  claim  settled  for 
more  than  a nominal  amount,  and  for  each 
substantial  unit  of  over-all  payment  made. 

The  reference  committee  last  year  decided 
not  to  take  any  stand  on  this  proposal  and 
recommended  that  it  be  referred  to  the  member- 
ship at  large.  The  Council  later  directed  the 
Board  to  circularize  insured  members  to  ob- 
tain an  expression  of  opinion  and  this  was  done 
starting  August  1,  1963,  by  a memorandum  en- 
closed with  each  member’s  renewal  certificate  of 
insurance. 

In  view  of  the  marked  absence  of  enthusiasm 
for  this  proposal,  the  Malpractice  Insurance 
and  Defense  Board  recommends  that  no  further 
action  be  taken  and  that  the  present  procedure 
of  Board  consideration  of  individual  records  be 
continued. 

Y our  reference  committee  is  in  full  accord  with 
this  recommendation  of  the  Malpractice  In- 
surance and  Defense  Board. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  this  report. 

Eugene  J.  Hanavan,  M.D.,  Erie:  I second 
it. 

Speaker  Wurzbach:  Is  there  discussion? 

Samuel  Leo,  M.D.,  Bronx : Mr.  Chairman,  I 
would  like  through  you  to  ask  Mr.  Martin  to 
clarify  what  position  he  would  take  irrespective 
of  the  insurance  carried  by  the  various  members, 
whether  it  be  with  the  state  or  some  other 
society.  Does  our  counsel  come  into  all  cases 
irrespective  of  the  coverage  they  have? 

Mr.  William  F.  Martin,  Legal  Counsel: 
We  don’t  unless  there  is  some  special  circum- 
stance where  the  carrier  asked  us  to  assist. 
The  carrier  always  reserves  the  right  to  select 
counsel.  In  a great  many  cases  where  doctors 
are  insured  by  other  carriers  they  do  consult 
with  us,  and  we  try  to  cooperate  in  every  way 
we  can  to  help  the  doctor  who  is  in  difficulty, 
but  in  the  essential  nature  of  the  coverage 
one  of  the  provisions  of  coverage  is  usually  that 
the  control  of  counsel  rests  with  the  insurance 
carrier.  Too  many  cooks  spoil  the  broth.  It  is 
almost  inevitable  that  they  assign  it  to  counsel 
of  then’  own  selection. 

. . .There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  Lowry:  Your  reference  committee 

considered  a supplementary  report  from  the 
Malpractice  Insurance  and  Defense  Board. 
Under  the  heading  of  special  individual  rates, 
the  Board  proposes  that,  in  cases  where  it 


believes  special  individual  rates  are  indicated, 
the  Board  be  authorized  to  approve  insurance 
within  the  program  to  be  written  at  such  rates 
as  may  be  agreed  on  by  the  insured  and  the 
company  and  approved  by  the  New  York 
State  Insurance  Department. 

Your  reference  committee  concurs  in  this 
recommendation. 

As  stated  in  its  annual  report,  time  will  not 
permit  the  Board  to  submit  detailed  recom- 
mendations for  changes  in  rates  and  policy 
provisions  to  the  House  of  Delegates  when 
meetings  are  held  in  February  or  earlier.  Since 
it  is  desirable  that  indicated  changes  be  put  into 
effect  as  soon  as  possible,  the  Board  recom- 
mended that  it  be  authorized  to  submit  recom- 
mendations to  the  Council.  The  Board  further 
recommends  the  Council  take  action  on  all 
matters  relating  to  malpractice  insurance  and 
defense  in  accordance  with  the  usual  procedure 
followed  when  the  House  of  Delegates  is  not  in 
session. 

Your  reference  committee  agrees  with  this 
recommendation. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  this  report. 

Dr.  Lane:  I second  it. 

Speaker  Wurzbach:  Is  there  any  dis- 

cussion? 

Thomas  M.  d’Angelo,  M.D.,  Queens: 
I would  like  to  clarify  this  portion  of  the  report 
where  rates  will  be  increased  for  individuals 
yet  they  will  still  be  kept  in  the  plan.  I think 
we  should  all  know  this  and  carry  it  back  to  our 
respective  county  societies.  Heretofore  when  an 
individual  seemed  to  be  an  undue  burden  to  the 
insurance  plan,  by  reason  of  excessive  monies 
paid  out  for  him,  we  have  had  only  two  alterna- 
tives: one,  we  could  keep  him  on  at  our  regu- 
lar rate,  and  two,  we  could  stop  and  cancel  his 
insurance  or  not  reinsure  him. 

In  many  instances  we  felt  that  some  of  these 
individuals,  let  us  say,  had  some  hard  luck; 
they  were  not  negligent  in  the  ordinary  sense  of 
the  word;  there  was  no  abandonment  but 
possibly  because  of  the  number  of  patients  they 
saw,  the  number  of  operations,  and  so  forth, 
they  were  more  subject  to  malpractice  suits. 
These  individuals  heretofore  we  have  had  to 
drop.  They  did  not  like  to  be  dropped  from 
the  plan.  With  this  new  plan,  gentlemen,  we 
keep  them  in  the  plan.  We  ask  our  insurance 
company  to  give  them  a rate  commensurable 
with  their  losses,  and  we  will  keep  these  in- 
dividuals in  a separate  category  and  review  their 
losses  every  two,  three,  or  four  years,  and  find 
out  whether  we  should  increase  the  premiums  or 
decrease  them.  In  that  way  we  keep  all  of  our 
members  within  the  plan.  We  have  control, 
and  I think  it  is  a very  good  idea  all  around. 

Herbert  A.  Laughlin,  M.D.,  Chautauqua: 
I would  like  to  just  ask  this  question  because 
this  will  be  asked  us  when  we  get  back  home. 
Does  this  indicate  there  will  probably  be  a 
rate  change  upward  in  the  policy? 

Dr.  d’Angelo:  As  far  as  we  have  been  able 
to  understand  these  losses  will  be  considered 
in  the  total  losses  of  the  plan.  In  looking  it 
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over  we  could  not  see  any  difference  of  maybe 
$1.00  or  $2.00  or  even  less.  We  did  not  figure 
out  the  exact  amount  because  we  don’t  know 
how  many  of  these  individuals  are  coming  in 
and  how  much  premium  they  will  pay,  but  it 
will  be  negligible,  gentlemen.  I think  keeping 
them  all  staying  with  us  is  very  important. 

. .There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  Lowry:  For  statistics  brought  forward 
by  the  Malpractice  Insurance  and  Defense 
Board  and  for  a detailed  account  of  the  pro- 
cedure in  effect  at  present  with  Respect  to  changes 
in  premium  rates,  classification  and  policy 
forms,  your  reference  committee  suggests  that 
the  members  of  the  House  of  Delegates  refer 
to  the  Board’s  annual  report. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded  and  since  there 
was  no  discussion,  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  210  ( see  55) 

Report  of  Reference  Committee  on  Legal 
Matters:  Legal  Counsel 

Dr.  Lowry:  Your  reference  committee 

covered  in  detail  the  report  of  our  legal  counsel, 
Mr.  William  F.  Martin,  and  we  wish  to  bring 
the  following  to  the  House  of  Delegates  for  its 
information: 

In  his  annual  report  it  was  brought  out  that 
this  is  the  twenty -first  annual  report  as  counsel 
to  the  Medical  Society  of  the  State  of  New 
York  and  that  prior  to  the  first  report  he,  Mr. 
Martin,  had  been  associated  with  his  prede- 
cessors, Lloyd  Paul  Stryker  and  Lorenz  J. 
Brosnan,  since  the  spring  of  1928.  This  thus 
marks  thirty-six  years  of  participation  by  our 
legal  counsel  in  the  affairs  of  the  Medical  Society 
of  the  State  of  New  York,  and  your  reference 
committee  feels  that  such  continued,  dedicated, 
and  competent  service  should  not  go  un- 
recognized. Your  committee,  therefore,  sug- 
gests that  a very  sincere  vote  of  thanks  be 
tendered  Mr.  Martin  for  this  most  outstanding 
and  valuable  association  with  our  State  Society. 
(. Applause ) 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded . 

Thomas  F.  McCarthy,  M.D,,  Assistant 
Treasurer:  I am  just  going  to  raise  one  or  two 
questions  which  would  clarify  I think  what  Dr. 
Leo  tried  to  ask.  In  reporting  to  the  Budget 
Committee  Mr.  Martin  called  to  our  attention 
the  fact  that  we  are  defending  more  uninsured 
doctors  in  the  last  two  years.  He  wanted  to 
give  an  explanation  whether  it  is  a significant 
number  or  whether  it  should  be  dropped  or 
brought  to  the  attention  of  the  House  of 
Delegates.  It  was  decided  we  would  institute 
an  educational  program  again  to  doctors  to  get 
insurance  coverage. 

Then  second,  the  question  had  been  raised 
when  you  have  $100, 000/$300, 000  insurance,  as 


a great  many  men  have,  and  you  have  a suit 
begun  against  you  for  $250,000  to  $500,000 
you  are  usually  notified  that  you  should  get 
counsel  or  ask  for  counsel  in  order  to  cover  the 
excess  damages  sought.  The  question  raised 
was,  say  a man  had  insurance  in  another  com- 
pany, would  the  counsel  for  the  State  Society 
represent  him  for  the  excess  of  the  claim  made 
against  him. 

These  were  the  two  questions  that  were 
brought  up,  so  if  Mr.  Martin  could  answer  those 
it  would  clarify  it. 

Mr.  Martin:  First,  I want  to  thank  the 

committee  for  their  very  kind  words  about  me 
and  tell  you  that  it  has  been  an  inspiring  ex- 
perience for  me.  I cherish  it  and  the  many, 
many  friends  that  I have  made.  I also  wish 
to  thank  the  many  doctors  throughout  the 
State  who  have  been  so  helpful  to  us  in  our 
work.  In  passing,  I want  to  say  a word  about 
the  great  assistance  that  Bob  Bell,  Harold 
Shapiro,  Jack  DeLucca,  Don  Fagan,  and  the 
rest  of  the  members  of  my  staff  have  rendered  to 
me  and,  of  course,  to  the  profession. 

About  these  questions  that  Dr.  McCarthy 
raises,  there  are  more  uninsured  cases.  There 
is  a particularly  tragic  type  of  case  that  is 
coming  to  us  of  late.  We  have  eight,  and  the 
prospects  are  we  will  have  about  20  cases  for 
doctors  who  insured  with  a British  company  for 
substantial  amounts.  I don’t  say  British  in  a 
derogatory  sense;  I am  just  locating  the  fact 
that  it  was  a foreign  insurance  company  that 
so  far  as  anybody  knows  is  practically  com- 
pletely insolvent.  These  doctors  have  received 
letters  from  the  lawyers  selected  to  try  the  case 
by  the  company  to  the  effect  that  they  wish 
the  doctors  to  come  down  and  talk  to  them  about 
a fee  arrangement  because  their  fee  is  not  at 
all  certain  of  collection.  These  cases,  most  of 
which  arose  fairly  recently,  we  have  taken  over. 
We  have  assured  the  doctors  that  they  need  not 
worry  about  a fee  since  they  are  members  of 
the  Medical  Society  of  the  State  of  New  York, 
and  we  will  also  try  to  help  them  frame  a 
letter  to  protect  what,  if  any,  interest  they 
have  that  might  lead  to  some  collection,  to  some 
salvage,  if  the  case  should  unfortunately  be  lost 
or  if  a settlement  should  be  envisaged. 

About  the  question  of  being  sued  for  an 
amount  in  excess  of  your  policy,  Mr.  Bell  told 
the  story  yesterday  outside  of  a doctor  that 
got  the  fright  of  his  life.  He  had  a $5,000  policy, 
and  he  got  word  from  the  company  that  he 
should  select  a lawyer  to  represent  him  because 
he  was  sued  for  $7,999,999.  Figure  it  out,  and 
it  would  be  for  $5,000  less  $8,000,000.  He 
called  us  up,  and  we  said  that  was  a letter 
simply  to  alert  him  to  the  financial  situation, 
that  all  that  took  was  a vivid  imagination  on 
the  typewriter  and  a piece  of  paper. 

Many  of  the  doctors  are  sued  for  amounts 
greatly  in  excess  of  their  policy  limits.  We 
immediately  assure  those  doctors  who  are  in- 
sured with  the  Group  Plan  that  they  need  not 
be  concerned  about  hiring  another  counsel,  but 
we  welcome  the  advice  and  cooperation  of  any 
counsel  of  their  selection. 
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As  to  a doctor  who  is  insured  with  another 
company  and  comes  to  us  and  asks  for  our 
services  over  and  above  the  amount  of  his 
policy,  we  have  helped  a number  of  doctors  in 
that  position,  and  we  do  not  except  in  very 
special  circumstances  ever  charge.  We  try 
to  cooperate  with  their  lawyers  so  as  not  to 
create  the  impression  that  we  are  in  any  way 
trying  to  make  this  task  more  difficult.  Since 
most  of  these  lawyers  are  very  competent 
people,  we  call  them  up  and  say  the  doctor  is 
worried,  and  would  they  give  us  some  rundown 
of  what  the  case  is  about,  and  we  talk  to  those 
doctors  and  usually  can  help  them. 

Then  every  once  in  a while  we  get  the  situa- 
tion where  a doctor  comes  down  and  says  he 
does  not  want  the  lawyer  he  has,  he  wants  us. 
We  call  up  his  lawyer  and  try  to  make  peace 
and  do  everything  we  can  to  help.  We  are  not 
out  to  take  a fee  from  any  doctor  who  is  faced 
with  that  and  lets  us  know  that  he  is  being 
sued  for  more  than  his  insurance,  whether  it  is 
with  the  Group  Plan  or  with  some  other  com- 
pany. Of  course  if  we  are  the  primary  attorneys 
on  a group-insured  case  it  is  no  difficulty  to 
talk  about  what  if  any  risk  there  is  on  the  thing 
running  over  the  policy  because  we  are  talking 
to  the  doctor  and  the  company  about  that 
problem  all  the  time. 

I think  that  is  the  rundown.  We  are  not 
seeking  in  any  way  to  profit  by  the  plight  of 
doctors  who  come  to  us,  and  that  is  a general 
statement. 

I want  to  close  on  this  note.  The  matter  is 
not  with  whom  you  are  insured.  Naturally,  I 
hope  it  is  with  the  Group  Plan  because  by 
long  experience  I think  it  is  the  most  effective 
type  of  insurance,  but  with  whomever  you  are 
insured  we  will  be  glad  to  help  in  any  way  we 
can.  I might  tell  you  that  we  get  calls  from 
outside  the  State,  and  we  help  on  those  matters 
frequently,  and  I take  no  fee  for  that  because  I 
feel  the  reverse  may  be  true,  and  we  will  need 
help  for  the  New  York  doctors  from  outside  the 
State. 

. . .There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried . . . 

Dr.  Lowry:  The  report  of  our  legal  counsel 
goes  on  to  list  the  names  and  accomplishments 
of  those  associated  with  him  in  his  office. 
To  single  out  any  one  name  for  mention 
would  hardly  be  appropriate,  for  the  Medical 
Society  of  the  State  of  New  York  is  indeed 
fortunate  to  have  so  many  able  and  truly 
interested  legal  minds. 

Individually  and  collectively  they  not  only 
give  legal  advice  and  try  malpractice  cases  in 
court  but  they  lecture  in  the  field  of  juris- 
prudence to  medical  societies,  bar  associations, 
and  insurance  groups,  and  they  regularly 
attend  the  meetings  of  the  malpractice  com- 
mittees of  our  various  county  societies.  It  is 
on  the  occasion  of  their  attendance  at  mal- 
practice committee  meetings  that  it  becomes 
eminently  clear  that  their  advice  and  service 
are  inestimable. 

It  might  be  mentioned  in  passing  that  as  of 


September,  1963,  there  were  approximately 
1,600  cases  and  claims  open  as  contrasted  to 
1,350  at  the  same  time  last  year. 

For  more  details  of  advice  given  on  mal- 
practice in  the  report  of  our  legal  counsel,  your 
reference  committee  would  urgently  advise 
each  member  of  the  State  Society  to  read  his 
annual  report. 

Speaker  Wurzbach:  This  is  informative 

and  requires  no  direct  action. 


Scientific  Exhibit  Awards 

Section  211 

Scientific  Exhibit  Awards 

Thurman  B.  Givan,  M.D.,  Trustee:  Mr. 

Speaker  and  members  of  the  House,  this  is  a 
report  on  the  scientific  exhibit  awards:  The 

committee  has  spent  a few  hours  in  analyzing 
and  discussing  these  wonderful  exhibits  and  we 
hope  that  the  members  of  the  House  will  visit 
the  exhibits. 

We  divided  the  awards  into  scientific  and 
clinical  categories. 

Scientific  Research 

First.  “The  Reversal  of  Resistance  to 
Antimetabolites  in  L 1210  Leukemia,”  Harry 
Wallerstein,  M.D.,  and  associates,  Marcia 
Slater  Leukemia  Laboratory,  Jewish  Memorial 
Hospital,  and  Albert  Einstein  College  of 
Medicine,  New  York  City. 

Second.  “Inhibition  of  Fibrinolysis  with  a 
Monoamino  Carboxylic  Acid,”  William  M. 
Sweeney,  M.D.,  and  Charles  J.  Masur,  M.D., 
Bergen  Pines  County  Hospital,  Paramus,  New 
Jersey. 

Honorable  Mention.  “The  Correction  of 
Postgastrectomy  Malabsorption  and  Dumping 
by  a Jejunal  Interposition  Operation,”  C. 
Wilmer  Wirts,  M.D.,  John  Y.  Templeton,  M.D., 
and  Charles  Fineberg,  M.D.,  Jefferson  Medical 
College,  Philadelphia,  Pennsylvania. 

Clinical  Research 

First.  “The  Association  of  Certain  Connective 
Tissue  Syndromes  and  Malignant  Disease,” 
Arthur  L.  Scherbel,  M.D.,  Cleveland  Clinic 
and  Cleveland  Clinic  Hospital,  Cleveland, 
Ohio. 

Second.  “Colles’  Fracture,”  New  York  and 
Brooklyn  Regional  Committee  on  Trauma, 
American  College  of  Surgeons,  Exhibit  Com- 
mittee: Charles  S.  Neer,  II,  M.D.,  Chairman, 

William  H.  Cassebaum,  M.D.,  Alexander 
Garcia,  M.D.,  Hudson  J.  Wilson,  M.D.,  New 
York  City. 

Honorable  Mention.  “The  Hand  in  Differen- 
tial Diagnosis  of  Arthritis,”  Joseph  J.  Bunim, 
M.D.,  National  Institute  of  Arthritis  and 
Metabolic  Disease,  Bethesda,  Maryland. 

Speaker  Wurzbach:  Thank  you,  Dr. 

Givan.  This  is  accepted,  and  the  awards  will  be 
made. 
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Gentlemen,  we  are  now  in  recess  until  2:00  . . .Whereupon  at  12:35  p.m.  the  meeting 

o’clock.  recessed.  . . 


FEBRUARY  12,  1964 


Wednesday  Afternoon  Session 


The  session  convened  at  2 : 15  p.m. 

Speaker  Wurzbach:  Mr.  Secretary,  is 

there  a quorum  present? 

Secretary  Willis:  There  is  a quorum 

present  in  the  House,  Mr.  Speaker. 

Speaker  Wurzbach:  The  House  will  come 
to  order. 

Reference  Committee  on 
Legal  Matters  (continued) 

Section  212  ( see  56,  161) 

Report  of  Reference  Committee  on  Legal 
Matters:  Autopsy  and  the  Dead  Human  Body 

John  E.  Lowry,  M.D.,  Queens:  Mr.  Speaker 
and  members  of  the  House,  I will  continue  with 
Part  III  of  my  report  pertaining  to  the  Special 
Committee  on  Autopsy  and  the  Dead  Human 
Body. 

Your  reference  committee  carefully  con- 
sidered the  report  of  this  committee  and  wishes 
to  call  the  attention  of  this  House  of  Delegates 
to  a particular  portion  of  the  report. 

With  regard  to  obtaining  consent  for  autopsy, 
the  chairman  of  this  committee  makes  note  of  a 
letter  received  from  the  Attorney  General  of 
the  State  of  New  York,  calling  attention  to  a 
new  interpretation  of  Section  4210  of  the  New 
York  State  Public  Health  Law,  dated  May  7, 
1963,  which  reads  as  follows:  “The  statute 

does  not  specify  that  all  of  the  next  of  kin  must 
approve  or  that  such  approval  be  in  writing.” 

The  Assistant  Attorney  General  who  formu- 
lated the  opinion  notes  “that  he  has  been  in- 
formed by  the  State  Department  of  Health 
that  in  many  cases  they  have  authorized  an 
autopsy  on  the  approval  of  the  next  of  kin 
readily  available  for  consenting  by  telephone 
or  telegraph.” 

The  State  Attorney  General  is  authorized  by 
law  to  render  service  and  advice  to  officers  and 
departments  of  State  government  only  and  the 
foregoing  statement  must  be  considered  as 
having  been  furnished  informally  and  unofficially 
with  a desire  to  help.  Yet  it  would  seem  that 
the  above  opinion  can  be  used  effectively  by 
all  pathologists  and  hospitals  in  the  State  of 
New  York. 

The  Special  Committee  on  Autopsy  and  the 


Dead  Human  Body  feels  that  it  would  be 
advisable  for  this  new  interpretation  to  be 
publicized  throughout  the  State  for  the  guidance 
of  all  hospitals  and  pathologists. 

The  committee  further  feels  that  the  patholo- 
gists of  the  Society  and  all  the  hospitals  of  the 
State  owe  a debt  of  gratitude  to  our  legal 
counsel,  Mr.  William  F.  Martin,  for  his  efforts 
in  obtaining  this  opinion  for  us. 

Your  reference  committee  agrees  with  the 
report  of  the  chairman  of  the  Special  Committee 
on  Autopsy  and  the  Dead  Human  Body  and 
urges  its  implementation. 

Your  reference  committee  approves  the 
supplementary  report  of  the  chairman  of  the 
Special  Committee  on  Autopsy  and  the  Dead 
Human  Body  and  feels  its  implementation  will 
be  taken  care  of  if  resolutions  64-69  and  64-70 
are  approved. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  this  report. 

Joseph  A.  Lane,  M.D.,  Trustee:  I second  it. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried . . . 

Section  213  {see  57) 

Report  of  Reference  Committee  on  Legal 
Matters:  Judicial  Council 

Dr.  Lowry:  The  Judicial  Council  is  happy 
to  report  that  no  appeals  were  presented  up  to 
the  writing  of  this  report,  and  therefore,  no 
further  meetings  were  held.  In  the  Judicial 
Council’s  annual  report  and  supplementary 
report  to  the  House  of  Delegates  of  its  May, 
1963,  meeting,  it  was  announced  that  the 
Judicial  Council  of  the  American  Medical 
Association  had  affirmed  the  decision  of  the 
Council  of  the  Medical  Society  of  the  State  of 
New  York,  which  had  previously  unanimously 
upheld  the  decision  of  the  Bronx  County  Medi- 
cal Society  suspending  a member  for  one  year, 
based  on  his  admission  that  he  had  given 
“kickbacks”  to  an  insurance  company  rep- 
resentative. It  was  also  recommended  to  the 
Workmen’s  Compensation  Board  that  this 
physician’s  name  be  removed  for  one  year 
from  the  list  of  physicians  authorized  to  render 
medical  care  under  the  Workmen’s  Compensa- 
tion Law. 

Subsequent  to  the  foregoing  the  physician  in 
question  challenged  the  correctness  of  these 
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decisions  in  the  courts  of  New  York.  A lower 
court  agreed  with  the  physician’s  contention  that 
the  county  society’s  actions  were  improper, 
annulled  its  decision,  and  ordered  that  a new 
meeting  be  held  with  directives  as  to  its  conduct, 
and  disqualified  from  voting  certain  members  of 
the  county  society. 

On  appeal  by  the  Bronx  County  Medical 
Society,  the  Appellate  Division  in  a lengthy 
opinion  reversed  the  lower  court’s  decision  and 
upheld  that  of  the  county  society  and  the 
Council. 

At  the  time  6f  writing  this  report,  the  Judicial 
Council  had  jiist  learned  tihat  the  Court  of 
Appeals,  New  York’s  highest  court,  had 
unanimously  affirmed  without  opinion  the 
decision  of  the  Appellate  Division.  This 
means  that  the  highest  court  of  the  State  of 
New  York  has  ruled  that  the  procedures  followed 
by  the  Bronx  County  Medical  Society  were 
proper  and  in  accord  with  due  process  of  law. 

The  above  is  given  purely  as  information  to 
this  House  of  Delegates. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  this  report. 

. . .The  motion  was  seconded.  . . 

Speaker  Wurzbach:  The  Speaker  just 

wishes  to  say  on  behalf  of  the  Bronx  County 
Medical  Society  that  the  legal  actions  in  this 
case  cost  the  Bronx  County  Medical  Society 
approximately  $5,000.  There  was  no  question 
in  the  county  as  to  the  payment;  this  was  a 
thing  that  must  be  followed  through,  and  it 
was. 

. . .There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Section  214  {see  58) 

Report  of  Reference  Committee  on  Legal 
Matters:  Joint  Committee  with  the 
Bar  Association 

Dr.  Lowry:  The  Joint  Committee  of  the 

Medical  Society  of  the  State  of  New  York  and 
the  New  York  State  Bar  Association  is  com- 
posed of  three  doctors  of  medicine  and  three 
attorneys. 

In  the  report  of  the  joint  committee,  it  is  the 
sense  of  the  medical  members  of  the  com- 
mittee that  a physician  or  surgeon  should 
have  a lien  on  any  recovery  in  personal  injury 
action  cases  since  in  such  cases  the  plaintiff  both 
alleges  and  seeks  to  prove,  as  an  element  of  dam- 
age, the  reasonable  value  of  services  rendered 
by  the  physician  or  surgeon  in  the  treatment  of 
these  injuries.  The  amount  of  such  lien,  how- 
ever, should  be  subject  to  either  the  determina- 
tion of  the  court,  or  the  amount  should  be 
comparable  to  such  amount  as  is  fixed  by  the 
schedules  of  Blue  Shield  for  like  services. 
Your  reference  committee  feels  that  this  last 
sentence  should  read:  the  amount  of  such  lien 
should  be  subject  to  either  the  determination  of 
the  court  or  the  amount  that  is  usual  and  cus- 
tomary for  comparable  services  in  that  locality. 

Your  reference  committee  is  in  complete 
accord  with  this  opinion  of  the  medical  mem- 


bers of  the  Joint  Committee  with  the  Bar 
Association,  and  we  feel  this  should  be  im- 
plemented. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded . . . 

Speaker  Wurzbach:  Is  there  any  dis- 

cussion? 

Samuel  Z.  Freedman,  M.D.,  Treasurer: 
What  did  the  lawyers  think? 

Dr.  Lowry:  I cannot  say  what  the  lawyers 
felt  about  it. 

. . The  question  was  called,  and  the  motion 
was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  Lowry:  In  further  action,  the  joint 

committee  noted  with  pleasure  the  decision  of 
Attorney  General  Lefkowitz  regarding  consent 
for  autopsy  previously  referred  to  in  this  report. 

This  explanation  of  the  Attorney  General 
should  be  sufficient  assurance  concerning 
adequacy  of  the  present  statutory  provisions 
pertaining  to  consent  of  next  of  kin  for  the 
performance  of  autopsies  and  therefore  should 
obviate  need  for  any  resolution  on  new  legisla- 
tion in  this  regard. 

Your  reference  committee  agrees  with  this 
opinion,  and  Mr.  Speaker,  I move  adoption  of 
this  portion  of  this  report. 

. . . The  motion  was  seconded . . . 

Speaker  Wurzbach:  Is  there  any  discus- 

sion? 

Milton  Helpern,  M.D.,  New  York:  Mr. 

Speaker  and  members  of  the  House,  I would 
just  like  to  say  that  I have  just  received  a 
communication  from  the  Law  Revision  Com- 
mission signed  by  Miss  Rosemarie  Edelman, 
saying  that  the  commission  has  recommended  a 
bill  to  be  considered  by  the  Legislature  that 
will  clear  up  the  very  thing  that  has  been 
cleared  up  in  this  opinion  of  the  present  Attorney 
General.  Whether  this  bill  will  be  favorably 
considered  in  the  Assembly  and  the  Senate,  I 
don’t  know,  and  whether  this  will  bring  up 
other  problems,  I don’t  know.  I hope  that  it 
will  not,  but  there  has  been  recommended  a 
bill  to  clarify  this  business  about  the  next  of 
kin,  and  also  a bill  has  been  introduced  which 
will  pertain  to  the  disposal  of  parts  of  the  body 
after  death,  such  as  granting  permission  for 
removal  of  eyes,  bones,  and  so  on.  In  other 
words,  it  gives  the  individual  the  right  to 
dispose  of  his  own  body,  and  if  the  bill  is  passed 
and  made  into  law,  this  will  not  be  interfered 
with  by  the  next  of  kin.  These  wishes  will  have 
to  be  recognized. 

...  .The  question  was  called,  and  the  motion 
was  put  to  a vote  and  was  unanimously  car- 
ried . . . 

Section  215  {see  131 ) 

Report  of  Reference  Committee  on  Legal 
Matters:  Notification  to  County  Societies 
of  Members  Dropped  by  Malpractice 
Insurance  Board 

Dr.  Lowry:  On  resolution  64-35,  introduced 
by  the  Suffolk  County  Medical  Society: 
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Resolved,  That  the  Malpractice  Insurance 
and  Defense  Board  of  the  Medical  Society  of 
the  State  of  New  York  be  required  to  inform 
all  component  county  medical  societies 
involved  of  their  intention  to  deny  mal- 
practice coverage  to  any  member  of  the 
society  in  good  standing. 

Your  reference  committee  disapproved  this 
resolution  on  advice  of  counsel. 

Mr.  Speaker  I move  approval  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried . . . 

Section  216  { see  151) 

Report  of  Reference  Committee  on  Legal 
Matters:  Proposed  Amendment  to  Medical 
Examiner  Law 

Dr.  Lowry:  On  resolution  64-55,  introduced 
by  Section  on  Anesthesiology: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  endeavor  to  introduce 
legislation  into  the  Legislature  of  the  State 
of  New  York  to  amend  the  “Medical  Ex- 
aminer Law”  in  the  State  of  New  York, 
other  than  in  New  York  City,  to  provide  that 
an  autopsy  may  be  performed  by  a medical 
examiner  or  coroner  on  any  individual  whose 
death  is  associated  with  anesthesia,  drug 
administration,  surgery,  diagnostic  and/or 
therapeutic  procedures,  regardless  of  the 
presumption  of  crime,  provided  that  the 
medical  examiner  or  coroner  feels  that  an 
autopsy  is  required  to  certify  the  cause  of 
death. 

Your  reference  committee  feels  that  it  is  not 
necessary  to  approve  this  resolution  since  the 
aims  contained  therein  will  be  accomplished  by 
resolution  64-70,  which  we  will  take  up  later. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded . . . 

Speaker  Wurzbach:  Is  there  discussion? 
Thomas  M.  D’Angelo,  M.D.,  Queens:  Mr. 
Speaker,  I take  it  then  that  what  the  committee 
asks  is  that  no  action  be  taken  on  this  resolution, 
and  I therefore  move  that  no  action  be  taken  at 
this  time. 

. . .The  motion  was  seconded  and,  there 
being  no  discussion,  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  217  {see  168) 

Report  of  Reference  Committee  on  Legal 
Matters:  Support  of  Legislation  Introduced 
by  the  Law  Revision  Commission  Relating 
..aws  Governing  Autopsies  and  Donations 
of  Bodies  and  Parts  Thereof 

Dr.  Lowry:  On  resolution  64-69,  introduced 
by  Alfred  A.  Angrist,  M.D.,  Queens: 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 


endorse  these  bills  and  actively  support 
their  passage  by  all  means  at  its  disposal; 
and  be  it  further 

Resolved,  That  the  House  of  Delegates 
notes  its  satisfaction  with  the  scholarly 
study  carried  out  and  the  careful  formulation 
of  the  recommended  legislation  by  the  Law 
Revision  Commission. 

Your  reference  committee  approves  this 
resolution  as  introduced. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  this  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Section  218  {see  169) 

Report  of  Reference  Committee  on  Legal 
Matters:  Support  of  Legislation  Introduced 
by  the  Law  Revision  Commission  Relating  to 
Offices  of  Coroner  and  Medical  Examiner 

Dr.  Lowry:  On  resolution  64-70,  introduced 
by  Alfred  A.  Angrist,  M.D.,  Queens: 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  endorse  these  bills  and  actively  support 
their  passage  by  all  means  at  its  disposal; 
and  be  it  further 

Resolved,  That  the  members  of  the  House 
of  Delegates  note  their  satisfaction  with  the 
scholarly  study  carried  out  and  the  careful 
formulation  of  the  recommended  legislation 
by  the  Law  Revision  Commission. 

Your  reference  committee  approves  this 
resolution  as  introduced. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded . . . 

Speaker  Wurzbach:  Is  there  any  discussion? 
Dr.  Helpern:  Mr.  Speaker  and  members  of 
the  House,  in  taking  this  action  I would  say 
that  most  of  this  resolution  is  very  much  in 
order,  but  before  commenting  on  the  resolutions 
which  are  now  under  consideration,  I should 
like  to  point  out  that  the  bill  that  was  passed  by 
the  Assembly  and  the  Senate  last  year,  which 
had  to  do  with  the  authority  and  jurisdiction 
or  coroners  and  medical  examiners  and  also  with 
the  categories  of  deaths  which  should  be 
reportable  to  them  for  official  investigation — 
the  Governor  vetoed  that  bill  for  one  particular 
reason:  because  it  had  a provision  in  it  which 

was  objected  to  by  the  district  attorneys  of  the 
State  of  New  York  and  their  association. 

I also  had  occasion  to  comment  on  that  bill, 
and  I objected  to  it  for  the  same  reason,  and 
that  is  the  portion  of  the  bill  which  has  now 
been  detached  from  the  entire  bill.  In  other 
words,  this  year  instead  of  being  reintroduced, 
the  same  bill  has  been  divided  into  two  parts, 
and  the  second  and  larger  part,  I think,  is 
more  or  less  taken  care  of  by  the  intent  of  the 
present  resolution  that  the  Law  Revision  Com- 
mission be  commended  for  having  introduced 
this  legislation.  The  first  part  of  this  bill, 
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which  is  S.  Intro.  1707,  is  the  objectionable 
portion,  and  that  is  the  part  that  pertains  to 
the  right  of  a person  to  be  present  or  the  repre- 
sentative of  a person  to  be  present  at  an  autopsy 
performed  by  a medical  examiner  or  a coroner. 

I might  say  parenthetically  that  all  the 
district  attorneys  of  New  York  State,  without 
exception,  lean  over  backwards  to  protect  the 
rights  of  accused  people.  They  do  it  just  as 
much  as  the  defense  lawyers  do  when  a case  of 
this  sort  comes  up  for  consideration.  They  feel 
it  is  a very  bad  bill  to  have  passed,  and  I would 
say  that  as  a medical  examiner  in  the  City  of 
New  York,  I also  consider  this  a very  objection- 
able bill  for  this  reason:  When  a medical 

examiner  or  a coroner  makes  an  investigation 
officially,  he  is  not  taking  sides.  He  is  doing 
this  in  a disinterested  way.  If  you  have  some- 
one present — and  the  Law  Revision  Commission 
considered  this,  and  this  is  the  reason  why  they 
have  separated  these  two  parts  of  the  bill — - 
once  you  have  an  observer  with  an  interest  in 
the  case  because  he  represents  one  side  or  the 
other,  then  the  man  doing  the  investigation 
officially  is  more  or  less  put  into  the  position 
where  he  is  almost  compelled  to  take  one  side 
or  the  other  by  reason  of  the  presence  of  the 
other  person. 

It  is  a very  bad  bill,  and  I would  strongly 
recommend  that  this  portion  of  the  bill  not  be 
introduced. 

I would  like  to  have  a substitute  resolution 
introduced  commending  the  Law  Revision 
Commission  for  the  introduction  of  S.  Intro. 
1708,  which  carries  all  of  the  desirable  provisions 
of  the  bill.  That  will  enable  the  medical  ex- 
aminers and  the  coroners  to  operate  with  some 
authority  and  will  define  the  categories  of 
cases  which  will  be  reported  to  them,  but  I 
think  we  must  consider  the  medical  examiner  or 
the  coroner  a disinterested  person  in  any  of 
the  investigations  that  he  undertakes.  I 
would  propose  this  substitute.  I would  move 
to  amend  the  present  resolution  that  the  House 
of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York  endorse  S.  Intro.  1708,  which  has 
already  been  introduced,  and  that  the  Law 
Revision  Commission  should  be  commended  for 
the  excellent  work  that  it  is  doing. 

. .The  motion  was  seconded,  and  there 
being  no  further  discussion,  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Speaker  Wurzbach:  We  now  go  to  the 

report  of  the  reference  committee  as  amended. 
Is  there  any  further  discussion? 

. . There  being  no  further  discussion,  the 
motion  as  amended  was  put  to  a vote  and  was 
unanimously  carried . . . 

Dr.  Lowry:  And  now,  finally,  Mr.  Speaker, 
I move  adoption  of  this  report  as  a whole  as 
amended.  I wish  to  thank  the  other  members 
of  the  committee  whose  assistance,  counsel, 
and  advice  were  invaluable  in  the  preparation 
of  this  report.  Also  we  should  like  to  thank  the 
members  of  the  House  of  Delegates  who  ap- 
peared before  our  committee,  and  to  our  very 
able  secretary.  Miss  Ann  Brugnone,  we  are 
very  grateful. 


Speaker  Wurzbach:  All  those  in  favor  of 

the  adoption  of  the  report  as  a whole  as  amended 
will  say  “aye,”  contrary  “no.”  It  is  carried. 

Section  219  ( see  82,  266 ) 

Announcement  re  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  Inc. 

Norman  S.  Moore,  M.D.,  Trustee:  Mr. 

Speaker  and  members  of  the  House,  several 
members  of  this  House  in  years  past  have  been 
wary  about  one  of  the  activities  that  has  been 
suggested,  and  I have  good  news  that  you  need 
no  longer  be  wary;  in  fact,  I think  you  should 
be  willing,  along  with  several  other  thousand 
New  York  State  doctors,  to  participate. 

Two  weeks  ago  we  received  a message  from 
the  Treasury  Department  that  the  Empire 
State  Medical,  Scientific  and  Educational 
Foundation,  Inc.,  has  been  given  tax-free 
status.  The  first  $100  check  for  the  Foundation 
has  just  been  turned  in  to  me.  I am  not  going 
to  say  who  the  donor  is  but  he  writes:  “While  I 
was  upstate  last  week,  I read  with  great  sorrow 
the  death  of  Louis  H.  Bauer,  M.D.  In  the 
years  of  my  association  with  the  Society,  his 
sage  advice  was  one  of  our  great  assets.  In 
memory  of  Dr.  Bauer  I enclose  a check  in  the 
sum  of  $100  made  out  to  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion.” 

This  Foundation  has  been  in  business  with  its 
tax  status  in  doubt.  Over  the  past  year  it  has 
had  five  projects.  I believe  these  five  projects 
will  be  reviewed  in  the  proper  place  by  a 
reference  committee  so  I won’t  take  up  your 
time.  We  have  seven  new  projects,  and  now  we 
have  a source  of  money  to  improve  the  image 
of  the  doctor  and  service  to  the  people  of  the 
State  of  New  York.  I hope  that  each  year  I 
can  come  and  show  a number  of  these  ( indicat- 
ing check ) for  the  Scientific  Foundation. 

Speaker  Wurzbach:  Thank  you,  Dr. 

Moore.  I think  this  is  a very  nice  memorial 
to  our  departed  Dr.  Bauer,  and  it  is  a very 
nice  way  of  expressing  our  feelings  for  what  he 
did  while  he  was  with  us. 

Section  220  Resolution  64-79 

Golden  Jubilee  of  Medical  Society  of 
County  of  Bronx 

Introduced  by  Jerome  B.  Flynn,  M.D.,  Bronx 

Whereas,  The  Borough  of  the  Bronx  was 
officially  designated  as  a county  by  legislative 
action  which  took  effect  on  January  1,  1914; 
and 

Whereas,  This  civic  change  of  the  Borough 
of  the  Bronx  to  the  County  of  the  Bronx 
allowed  the  Medical  Society  of  the  Borough 
of  the  Bronx  to  become  an  effective  county 
society  on  January  1,  1914;  now  therefore 
be  it  hereby 

Resolved,  That  the  House  of  Delegates  at 
its  one  hundred  and  fifty-eighth  session  go  on 
record  and  extend  to  the  County  of  the  Bronx 
and  to  the  Medical  Society  of  the  County  of 
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the  Bronx  felicitations  and  congratulations 
on  their  respective  Golden  Jubilee  Celebra- 
tions; and  be  it  further 

Resolved,  That  notification  of  this  action 
by  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  be  sent  to 
the  president  of  the  Borough  of  the  Bronx 
and  to  the  Medical  Society  of  the  County  of 
the  Bronx. 

Vice-Speaker  Babbage:  I do  not  think  this 
should  be  referred,  and  we  can  take  immediate 
action  on  it. 

Will  someone  recommend  its  approval? 

James  Greenough,  M.D.,  Past-President: 
I so  move. 

. . .The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
carried  amid  applause . . . 

Reference  Committee  on 
Scientific  Activities  and 
Publications  A 

Section  221  ( see  25,  68) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Public  Health 
and  Education  Committee  Report 

Willard  J.  Chapin,  M.D.,  Wyoming:  Mr. 
Speaker  and  members  of  the  House  of  Delegates, 
this  is  the  report  of  the  Reference  Committee  on 
Scientific  Activities  and  Publications  A. 

We  have  reviewed  the  report  of  the  Council 
Committee  on  Public  Health  and  Education 
by  James  Greenough,  M.D.,  and  we  applaud 
the  brevity  of  this  report  which  covers  such  an 
extensive  field. 

In  the  supplementary  report,  we  would  like 
especially  to  mention  the  vaccination  program 
and  the  approval  of  a joint  letter  to  the  physi- 
cians of  the  State  to  be  signed  by  the  Commis- 
sioner of  Health  and  the  president  of  the  State 
Society  endorsing  this  program. 

We  also  note  with  interest  the  efforts  of 
J.  G.  Fred  Hiss,  M.D.,  to  establish  participation 
courses  on  cardiovascular  diseases  throughout 
the  upstate  areas. 

A result  of  the  discussion  of  this  report  was 
the  agreement  of  Hollis  Ingraham,  M.D.,  New 
York  State  Commissioner  of  Health,  to  send 
letters  to  all  physicians  in  New  York  State 
giving  information  concerning  the  physician’s 
responsibility  in  reporting  patients  who  are 
addicted  to,  or  habitual  users  of,  narcotics. 
This  letter  would  also  include  cards  for  report- 
ing these  persons.  This  letter  was  deemed 
necessary  since  it  seems  apparent  that  most 
physicians  in  New  York  State  are  not  aware 
of  their  responsibility  in  this  regard. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Dr.  Chapin:  We  further  reviewed  the  reports 
of  the  subcommittees,  and  if  there  is  no  ob- 


jection, approval  of  this  portion  of  the  report 
will  be  requested  at  the  end  of  the  reports  of  all 
the  subcommittees. 

Section  222  (see  26) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Accident  Prevention 

Dr.  Chapin:  We  reviewed  the  report  of  the 
Subcommittee  on  Accident  Prevention  and 
approve  their  aims  and  program.  Approval  of  a 
resolution  in  this  regard  will  be  dealt  with  later. 

Section  223  (see  27) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Addiction  to  Alcohol 
andjMarcotics 

Dr.  Chapin:  In  considering  the  report  on 

the  Subcommittee  on  Addiction  to  Alcohol  and 
Narcotics,  the  committee  gave  its  approval  to 
the  actions  of  this  subcommittee  in  dealing  with 
a difficult  situation. 

Section  224  (see  28) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Aging  and  Nursing 
Homes 

Dr.  Chapin:  We  discussed  the  report  of 

the  Subcommittee  on  Aging  and  Nursing  Homes 
and  certainly  agree  that  it  seems  necessary  to 
continue  working  for  the  setting  up  of  proper 
standards  for  nursing  homes,  both  from  a 
physical  and  medical  standpoint. 

Section  225  (see  29) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Cancer 

Dr.  Chapin:  The  Subcommittee  on  Cancer 
presented  a very  interesting  report,  and  partic- 
ular emphasis  should  be  placed  on  the  approval 
of  the  vaginal  cytology  program  in  St.  Lawrence 
County.  The  reference  committee  urges  that 
more  such  programs  be  promoted  wherever 
possible  in  New  York  State. 

Section  226  (see  30) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Chronic  Pulmonary 
Disease 

Dr.  Chapin:  The  committee  notes  that  the 
Subcommittee  on  Chronic  Pulmonary  Disease  is 
including  studies  in  air  pollution  and  smoking  in 
its  program  for  the  coming  year. 

Section  227  (see  66) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Diabetes 

Dr.  Chapin:  We  approve  the  annual  report 
of  the  Diabetes  Subcommittee  and  especially 
note  its  request  that  the  Committee  on  Public 
Health  and  Education  ask  the  Department  of 
Education  to  recommend  that  all  school  health 
examinations  include  a postprandial  urine 
specimen  for  the  earlier  detection  of  diabetic 
children. 
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Section  228  { see  67) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Physical  Medicine 
and  Rehabilitation 

Dr.  Chapin:  We  reviewed  the  annual  report 
of  the  Subcommittee  on  Physical  Medicine  and 
Rehabilitation,  and  we  heartily  approve  the 
renomination  of  Arthur  S.  Abramson,  M.D., 
as  this  year’s  candidate  from  the  Medical 
Society  of  the  State  of  New  York  for  the  national 
award  of  the  President’s  Committee  on  Em- 
ployment of  the  Physically  Handicapped. 

We  also  noted  the  proposal  of  this  sub- 
committee that  our  county  societies  be  urged  to 
support  a proposed  bill  amending  the  Education 
Law  in  relation  to  temporary  permits  for  the 
practice  of  physiotherapy  and  approve  their 
action. 

Section  229  {see  31) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Continuing  Post- 
graduate Education 

Dr.  Chapin:  The  committee  reviewed  the 

report  of  the  Subcommittee  on  Continuing 
Postgraduate  Education.  More  will  be  said 
about  this  in  consideration  of  a resolution  later 
in  this  report. 

Section  230  {see  32) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Film  Review 

Dr.  Chapin:  We  call  attention  to  the  report 
of  your  Subcommittee  on  Film  Review  and 
believe  that  physicians  should  make  more 
frequent  use  at  meetings  of  the  many  excellent 
films  available. 

Section  231  {see  33) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  General  Practice 

Dr.  Chapin:  We  noted  that  the  Subcom- 

mittee on  General  Practice  has  failed  to  meet 
throughout  the  past  year.  We  realize  that 
general  practitioners  continue  to  have  an 
increased  load,  particularly  in  rural  areas,  and  it 
would  seem  that  this  problem  is  of  sufficient 
importance  to  warrant  a great  deal  of  study  in 
order  to  solve  it. 

Section  232  {see  34) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Glaucoma 

Dr.  Chapin:  We  commend  the  Subcommittee 
on  the  18  glaucoma  screening  clinics  which  are 
an  important  contribution  to  the  health  of  our 
community. 

Section  233  {see  35) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Hard  of  Hearing 

and  the  Deaf 

Dr.  Chapin:  We  approve  the  efforts  of  the 


Subcommittee  on  Hard  of  Hearing  and  the  Deaf 
in  attempting  to  solve  the  difficulties  en- 
countered in  getting  proper  screening  and  treat- 
ment for  the  hard  of  hearing  children  in  New 
York  State. 

Section  234  {see  36) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Health  Aspects  of 
Ionizing  Radiation 

Dr.  Chapin:  We  applaud  the  efforts  of  the 
Subcommittee  on  Health  Aspects  of  Ionizing 
Radiation  in  its  attempts  at  cooperation  with 
other  subcommittees  to  continue  to  present 
newer  attitudes  of  safe  procedures  in  radiation. 

Section  235  {see  37) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Heart  Disease 

Dr.  Chapin:  The  Subcommittee  on  Heart 

Disease  is  to  be  especially  commended  on  the 
cardiopulmonary  resuscitation  program  through- 
out the  State,  and  we  feel  that  their  efforts  to 
educate  physicians  in  this  regard  should  be 
continued. 

Section  236  {see  38) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Maternal  and 

Child  Welfare 

Dr.  Chapin:  The  Subcommittee  on  Maternal 
and  Child  Welfare  is  continuing  to  be  active  and 
its  attempts  to  further  the  study  of  maternal 
and  perinatal  mortality  throughout  the  State 
are  approved  by  the  committee. 

Section  237  {see  39) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Mental  Hygiene 

Dr.  Chapin:  The  Mental  Hygiene  Subcom- 
mittee is  to  be  commended  on  the  results  of 
its  continued  encouragement  of  postgraduate 
education  programs  on  psychiatry  for  the  non- 
psychiatric physician. 

Section  238  {see  40) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Operating  Room 

Mortality 

Dr.  Chapin:  We  wish  to  support  the  Sub- 

committee on  Operating  Room  Mortality  not 
only  in  continuing  its  studies  in  New  York  City 
but  also  for  the  expansion  of  the  program  to 
other  areas  of  the  State. 

Section  239  {see  41) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Youth  Health  and 
Fitness 

Dr.  Chapin:  We  approve  the  Youth  Health 
and  Fitness  Subcommittee’s  recommendation 
to  the  Committee  on  Public  Health  and  Educa- 
tion of  the  value  of  complete  fitness  to  include 
physical  and  mental  fitness  and  disapproval  of 
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any  concept  of  physical  fitness  which  stresses 
muscle  building  per  se. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried . . . 

Dr.  Chapin:  Fifteen  resolutions  were  re- 

ferred to  this  committee  for  consideration. 

Section  240  ( see  112) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Expanding  Charge 
of  American  Medical  Association  Citizens  Com- 
mission on  Graduate  Medical  Education 

Dr.  Chapin:  Resolution  64—16,  “Expanding 
Charge  of  American  Medical  Association 
Citizens  Commission  on  Graduate  Medical 
Education, ” introduced  by  Queens  County: 
After  discussion,  the  committee  approved  this 
resolution  with  the  following  change  in  the 
second  “resolved”:  The  word  “fields”  to  be 

changed  to  the  word  “problems.”  The  “re- 
solved” portion  of  this  resolution  now  reads  as 
follows: 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  be  in- 
structed to  introduce  a resolution  as  follows: 
Resolved,  That  the  new  Citizens  Com- 
mission on  Graduate  Medical  Education 
of  the  American  Medical  Association  be 
empowered  to  expand  its  studies  into  re- 
lated problems  and  to  enlist  coopera- 
tion, support,  and  participation  of  any 
and  all  groups  whose  activities  and  in- 
terests the  Commission  finds  in  its  own 
judgment  may  have  a bearing  on  its  studies 
and  recommendations,  and  that  the  Com- 
mission suggest  specific  immediate  steps  and 
formulate  an  ultimate  program  to  meet  its 
charge  with  due  and  full  consideration  and 
proper  evaluation  of  each  recommendation 
in  relation  to  the  whole  picture  of  patient 
care,  medical  practice,  hospital  service, 
and  medical  education;  and  be  it  further 
Resolved,  That  said  Commission  be  em- 
powered to  obtain  financial  support  for 
analytic  studies  of  specific  and  related  sub- 
jects bearing  on  their  charge,  from  one  or 
more  foundations  interested  in  medical 
care  and  public  health,  and  from  other 
sources  as  they  see  fit,  to  permit  as  broad  an 
over-all  study  as  seems  desirable  to  assure 
success  by  making  possible  adequacy  of 
approach  so  that  no  new  problems  or 
conflicts  will  follow  from  their  specific 
new  recommendations  for  lack  of  consider- 
ation of  all  issues  in  relation  to  the  whole 
picture  of  medical  practice,  medical  care, 
hospital  service,  and  medical  education, 
and  to  avoid  an  inordinate  expense  to  the 
American  Medical  Association. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . .The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 


unanimously  carried . . . 

Section  241  ( see  115 ) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Amendment  to 

Penal  Law  Concerning  Reports  of  Treatment  of 
Children’s  Injuries 

Dr.  Chapin:  Resolution  64-19,  “Amendment 
to  Penal  Law  Concerning  Reports  of  Treatment 
of  Children’s  Injuries,”  introduced  by  Nassau 
County: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  endorse  section 
four  hundred  eighty-three  of  the  penal  law, 
chapter  six  hundred  sixty-five  of  the  laws  of 
nineteen  hundred  five,  to  be  amended  as 
follows: 

Section  1.  Section  four  hundred  eighty- 
three  of  the  penal  law,  as  last  amended  by 
chapter  six  hundred  sixty-five  of  the  laws  of 
nineteen  hundred  five  is  hereby  amended  by 
adding  a new  section  to  be  section  four 
hundred  eighty-three-d  to  read  as  follows: 

Section  483-d.  Reports  by  physicians  and 
institutions  of  certain  injuries  inflicted  on 
children  under  the  age  of  eighteen  years. 

1.  Any  physician,  medical  or  osteopathic, 
having  reasonable  cause  to  suspect  that  a 
child  under  the  age  of  eighteen  years  brought 
to  him  or  coming  to  him  for  examination, 
care,  or  treatment,  has  had  serious  physical 
injury  or  injuries  inflicted  on  him  other  than 
by  accidental  means  by  a parent  or  parents  or 
other  persons  responsible  for  his  care,  shall 
report  or  cause  reports  to  be  made  to  the 
appropriate  police  authority  setting  forth  the 
nature  and  extent  of  the  child’s  injuries,  the 
names  and  addresses  of  the  child  and  his 
parents  or  persons  responsible  for  his  care, 
if  known,  the  child’s  age,  and  any  other 
information  that  the  physician  believes  might 
be  helpful  in  establishing  the  cause  of  the 
injuries  and  the  identity  of  the  perpetrators; 
however,  when  the  attendance  of  a physician 
with  respect  to  a child  is  pursuant  to  the 
performance  of  services  as  a member  of  the 
staff  of  a hospital  or  similar  institution,  he 
shall  notify  the  person  in  charge  of  the  insti- 
tution or  his  designated  delegate  who  shall 
report  or  cause  reports  to  be  made  in  accord- 
ance with  the  provisions  of  this  section. 

2.  Anyone  who  shall  make  a report 
pursuant  to  the  provisions  of  this  section 
shall  have  immunity  from  any  liability,  civil 
or  criminal,  that  might  otherwise  be  incurred 
or  imposed,  and  such  immunity  shall  extend 
to  participation  in  any  judicial  proceeding 
resulting  from  such  report. 

3.  Neither  the  physician-patient  privilege 
nor  the  husband-wife  privilege  shall  be 
grounds  for  excluding  evidence  regarding  a 
child’s  injuries  or  the  cause  thereof,  in  any 
judicial  proceeding  resulting  from  a report 
pursuant  to  this  act. 

4.  Anyone  knowingly  or  willfully  violating 
the  provisions  of  this  act  shall  be  guilty  of  a 
misdemeanor. 
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Section  2.  This  act  shall  take  effect 
immediately. 

The  subcommittee  recommends  approval  of 
this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . .The  motion  was  seconded,  and  after  dis- 
cussion, it  was  put  to  a vote  and  was  unani- 
mously carried . . . 

Section  242  ( see  116 ) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Training  for  Psy- 
chotheraphy 

Dr.  Chapin:  Resolution  64-20,  “Training  for 
Psychotherapy” : 

Resolved,  That  training  in  psychotherapy  be 
approved  only  in  those  medical  schools  or 
institutions  allied  with  the  profession  of 
medicine,  organized  and  supervised  by  phy- 
sicians; and  be  it  further 

Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  strongly  disapprove 
any  training  in  psychotherapy  which  is 
considered  to  be  medical  therapy,  which  is 
not  under  medical  supervision  or  so  directed 
as  to  encourage  nonmedically  trained  indi- 
viduals to  embark  on  their  own  in  a medical 
specialty  without  medical  supervision. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . .The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  243  ( see  118) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Reflectorized 

License  Plates  for  Accident  Prevention 

Dr.  Chapin:  Resolution  64-22,  “Reflector- 
ized License  Plates  for  Accident  Prevention.” 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  recommend  to  the 
Joint  Legislative  Committee  on  Motor  Vehicle 
and  Traffic  Safety  through  its  chairman, 
Senator  Edward  J.  Speno,  that  it  strongly 
urges  the  adoption  of  a yellow  reflectorized 
license  plate  with  black  numerals  as  a simple, 
effective,  lifesaving  technic  for  every  motor 
vehicle  registered  in  the  State  of  New  York. 

Approval  of  this  resolution  is  recommended  in 
support  of  Senator  Speno. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . .The  motion  was  seconded.  . . 
Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  resolution  be  adopted. 
Is  there  any  discussion? 

Speaker  Wurzbach:  I just  wish  to  bring 

up  the  point  that  the  license  plates  in  New 
York  State  are  such  that  the  colors  are  reversed 
every  two  years.  I think  the  thing  to  do  is  to 


leave  out  the  color  reference  in  here  and  say 
reflectorized  license  plates.  I so  amend  it. 

Vice-Speaker  Babbage:  Dr.  Greenough, 

did  you  want  to  say  something  about  that? 

James  Greenough,  M.D.,  Past-President: 
I don’t  think  it  is  possible  to  make  a black 
license  plate  which  will  reflect  light,  as  is 
desired  in  this  amendment.  Therefore,  I think 
the  idea  was  that  the  color  of  the  New  York  State 
plate  should  remain  yellow  without  any  altera- 
tions through  the  years. 

Speaker  Wurzbach:  I withdraw  the  amend- 
ment. 

Paul  H.  Sullivan,  M.D.,  Nassau:  We  have 
discussed  this  thing  with  Senator  Speno. 
There  has  been  a great  deal  of  research  done 
about  reflectorized  plates  of  all  kinds.  It 
appears  that  an  orange  background  with  black 
numerals  is  much  superior  to  black  with  orange 
letters.  We  just  bring  this  up  as  a point  of 
information,  but  there  has  been  a great  deal  of 
research  done  on  it. 

. . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Section  244  ( see  119,  129) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Control  of  Use  of 
Hypnosis 

Dr.  Chapin:  Resolutions  64-23  and  64-33, 
“Control  of  Use  of  Hypnosis,”  identical  resolu- 
tions, were  considered  together: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York 
State  Legislature  and  the  New  York  State 
Education  Department  to  introduce  legisla- 
tion which  will  control  the  use  of  hypnosis  and 
prohibit  its  misuse  by  unqualified  persons. 

The  committee  recommends  approval  of 
these  identical  resolutions. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried . . . 

Section  245  ( see  122) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Specialists  Roster  of 
New  York  State  Department  of  Health 

Dr.  Chapin:  On  resolution  64-26,  “Specialist 
Roster  of  New  York  State  Department  of 
Health” : After  considerable  discussion,  the  com- 
mittee voted  to  submit  a substitute  resolution  as 
follows: 

Whereas,  the  New  York  State  Department 
of  Health  Bureau  of  Rehabilitation  has 
increased  its  scope  of  care  to  include  more 
diseases;  and 

Whereas,  in  order  for  a physician  to  treat 
these  patients,  he  must  be  approved  by 
the  New  York  State  Department  of  Health; 
and 

Whereas,  a previous  resolution  on  this 
subject  passed  by  the  House  of  Delegates  has 
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been  ignored  until  the  present  time;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  New  York 
State  Department  of  Health  to  include  in  its 
roster  of  physicians  for  the  rehabilitation 
program  all  those  doctors  who  have  been 
qualified  by  their  respective  county  medical 
societies  for  the  various  fields  pertinent  to  this 
program. 

The  committee  recommends  adoption  of 
this  substitute  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . .The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried . . . 

Section  246  ( see  124 ) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Fee  Schedule 

for  Consultants  to  New  York  State  Departments 
Mental  Hygiene 

Dr.  Chapin:  Resolution  64-28,  “Fee 

Schedule  for  Consultants  to  New  York  State 
Department  of  Mental  Hygiene”: 

Resolved,  That  this  matter  be  brought  to 
the  attention  of  the  appropriate  committee 
of  the  Medical  Society  of  the  State  of  New 
York  and  by  them  immediately  brought  to 
the  attention  of  the  Commissioner  of  Mental 
Hygiene  so  that  the  fees  may  be  adjusted  to 
modern,  contemporary  levels. 

Your  committee  voted  to  recommend  ap- 
proval of  this  resolution  and  referral  to  the 
Council  for  implementation. 

I move  adoption  of  this  portion  of  the  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried . . . 

Section  247  {see  140) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Updating  of  Medi- 
cal Education  for  All  Doctors 

Dr.  Chapin:  Resolution  64-44  was  discussed 
at  considerable  length.  It  was  felt  that  while 
most  postgraduate  education  seems  to  be 
aimed  at  the  general  practitioner,  continuing 
postgraduate  education  for  all  doctors,  in- 
cluding specialists,  is  essential.  The  committee 
approves  the  resolution  with  the  addition  of  a 
third  “resolved”  to  read  as  follows: 

Resolved,  That  each  section  of  the  Medical 
Society  of  the  State  of  New  York  set  up 
standards  of  continuing  education  for  its 
own  section. 

The  “resolved”  portion  of  the  amended 
resolution  now  reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  establish  minimum 
standards  for  continuing  postgraduate  educa- 
tion to  be  met  by  all  our  members;  and  be  it 
further 


Resolved,  That  each  section  of  the  Medical 
Society  of  the  State  of  New  York  set  up 
standards  of  continuing  education  for  its 
own  section;  and  be  it  further 

Resolved,  That  a similar  resolution  be  intro- 
duced by  our  Delegates  to  the  next  meeting  of 
the  House  of  Delegates  of  the  American 
Medical  Association. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded  . . . 
Vice-Speaker  Babbage:  Is  there  any  dis- 

cussion? 

Dr.  Dorman:  Your  purpose  I agree  with 

absolutely.  For  the  last  two  years  at  the 
trustees’  level  of  the  American  Medical  Associa- 
tion and  down  through  its  Council  on  Medical 
Education  and  Hospitals,  we  have  been  trying 
to  figure  out  a way  of  implementing  this.  We 
have  at  present  about  one  council  and  two 
committees  working  on  this  problem.  It  is 
very  hard  to  set  up  minimum  standards  and 
either  get  teeth  in  them  or  not  get  teeth  in  them. 

The  American  Academy  of  General  Practice 
has  done  an  outstanding  job  in  its  membership . 
Unfortunately,  there  are  large  numbers  of 
people  outside  of  its  membership  who  have  not 
been  able  to  maintain  the  standards.  In 
theory,  this  is  fine;  in  implementation  it  is 
going  to  be  rather  difficult,  I think,  to  have  this 
come  down  to  the  situation  of  who  is  going  to 
teach  them.  How  are  you  going  to  teach 
them?  You  can  put  it  in  the  books  and 
magazines,  and  people  will  not  read  it.  You 
can  put  it  out  on  the  radio  and  television,  and 
people  will  not  listen.  It  is  a very  good  sugges- 
tion. It  is  something  that  should  be  done, 
but  the  question  is  how  to  bell  the  cat. 

Irving  L.  Ershler,  M.D.,  Onondaga:  Mr. 
Speaker,  I would  like  to  call  the  attention  of 
the  House  to  the  fact  that  as  Dr.  Dorman  has 
said  the  Council  on  Medical  Education  of  the 
American  Medical  Association  currently  has  in 
progress  a program  for  the  appraisal  and  possible 
accreditation  of  all  the  programs  of  continuing 
education  throughout  the  country.  It  is  a 
program  similar  to  that  of  approval  of  intern- 
ships and  residencies.  This  is  a voluntary 
program  and  is  a nation-wide  affair.  Pilot 
programs  have  been  completed  in  the  east,  mid- 
west, and  far  west,  and  just  this  past  week-end 
the  final  report  of  the  Committee  on  Continuing 
Education  of  the  A.M.A.  has  been  drafted  and  is 
currently  being  considered. 

I would  therefore  move  that  no  action  be 
taken  on  this  matter  pending  the  action  of  the 
A.M.A.,  which  has  a nation-wide  program. 

Renato  J.  Azzari,  M.D.,  Trustee:  I second  it. 
Dr.  Chapin:  I would  certainly  hate  to  have 
this  body  on  record  as  not  believing  in  updating 
our  medical  education. 

Samuel  Lieberman,  M.D.,  Bronx:  I agree 

with  the  chairman  of  that  reference  committee. 
Since  we  are  informed  that  the  A.M.A.  will 
take  action  and  since  we  are  not  against  the  sin 
of  all  doctors  being  educated,  I see  no  reason 
why  this  Society  should  not  go  on  record  before 
the  A.M.A.  takes  action  as  being  in  favor  of  the 


, 
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continuing  postgraduate  education  of  all  doctors 
who  practice  medicine. 

Dr.  Dorman:  I am  very  much  in  favor  of 
continuing  education,  but  because  of  the  com- 
plexities of  this,  I would  like  to  refer  it  to  the 
Council  without  action  by  this  House.  I 
move  that  this  be  referred  to  the  Council  with 
the  understanding  that  the  House  favors  con- 
tinuing education. 

Dr.  Chapin:  I would  personally  accept  that. 
Vice-Speaker  Babbage:  If  there  is  no 

further  discussion,  we  will  now  vote  on  the 
motion  to  refer.  Is  there  any  opposition? 
The  Chair  is  in  doubt.  Those  who  would  like 
to  refer  it  raise  their  hands;  those  who  would 
not  like  to  refer  it  raise  their  hands.  The  motion 
to  refer  has  won. 

Section  248  {see  149) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Education  and 

Training  of  More  Practicing  Physicians 

Dr.  Chapin:  Resolution  64-53,  “Education 
and  Training  of  More  Practicing  Physicians” : 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  encourage  the  medical 
schools  to  consider  the  advisability  of  having 
their  courses  arranged  so  that  those  students 
desiring  a future  in  investigative  medicine 
and  the  teaching  of  medicine  be  separated, 
at  the  proper  stage,  from  those  desiring  a 
future  in  clinical  medicine:  and  be  it  further 
Resolved,  That  an  all-out  effort  be  made  to 
encourage  more  graduates  to  enter  the  clinical 
practice  of  medicine. 

In  the  discussion  of  this  resolution,  the 
members  of  the  committee  were  sympathetic 
with  the  idea  behind  this.  However,  similar 
resolutions  have  been  passed  repeatedly  by 
this  House  of  Delegates  in  the  past  to  no  avail. 
The  reference  committee  feels  that  the  passage 
of  this  resolution  would  serve  no  useful  purpose 
and  that  there  might  be  other  avenues  by  which 
the  same  results  may  be  obtained. 

We  therefore  recommend  disapproval  of  this 
resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

Dr.  Lane:  I second  it. 

Vice-Speaker  Babbage:  Is  there  any 

discussion? 

Thomas  M.  D’Angelo,  M.D.,  Queens:  If  the 
reference  committee  feels  that  this  is  a good 
thing  to  have,  although  it  has  not  been  imple- 
mented before,  rather  than  disapprove,  why  not 
take  no  action?  I so  move. 

Vice-Speaker  Babbage:  Is  there  any  second 
to  that? 

. . . The  motion  was  seconded . . 
Vice-Speaker  Babbage:  Would  anybody 

like  to  discuss  Dr.  D’Angelo’s  motion  to  take  no 
action? 

. . .There  being  no  discussion,  the  motion  to 
take  no  action  was  put  to  a vote  and  was 
unanimously  carried.  . . 


Section  249  { see  150 ) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Six-Year  Combined 
Courses  for  Medical  Students 

Dr.  Chapin:  Resolution  64-54,  “Six- Year 

Combined  Course  for  Medical  Students”: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  encourage  medical 
schools  to  have  a six-year  combined  course, 
such  as  exists  in  a number  of  schools,  so  that 
grade  A college  students  may  be  encouraged 
once  more  to  apply  for  entrance  to  medical 
schools. 

After  considerable  discussion  the  committee 
agreed  that  this  resolution  infringes  on  the 
field  of  medical  education  in  a manner  on  which 
it  feels  its  members  are  not  qualified  to  speak 
with  authority.  It  is  the  belief  of  the  com- 
mittee that  any  resolution  which  might  widen 
further  the  gap  between  practicing  physicians 
and  the  medical  schools  is  unwise. 

The  committee  recommends  disapproval  of 
this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  250  {see  155) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Smoking  and  the 
Adolescent 

Dr.  Chapin:  On  resolution  64-60,  “Smoking 
and  the  Adolescent,”  the  committee  voted  to 
recommend  approval  of  this  resolution  with  the 
following  changes:  the  substitution  of  the 

word  “habituated”  for  “addicted”  in  the  first 
“resolved”:  the  deletion  of  “request  the  tele- 

vision industry  to  terminate ...”  in  the  second 
“resolved”  and  the  substitution  of  “register 
hearty  disapproval  of”;  and  the  deletion  in  its 
entirety  of  the  third  “resolved.” 

The  “resolved”  portion  of  the  amended 
resolution  will  then  read: 

Resolved,  That  further  efforts  be  instituted 
toward  the  prevention  of  smoking  among 
those  young  people  not  presently  habituated; 
and  be  it  further 

Resolved,  That  as  a point  of  departure  the 
Medical  Society  of  the  State  of  New  York 
register  hearty  disapproval  of  “on  stage” 
smoking  by  popular  idols  of  the  adolescents, 
such  as  stage  personalities,  athletes,  and 
political  figures. 

The  committee  recommends  approval  of  this 
amended  resolution.  I move  adoption  of  this 
portion  of  the  report. 

. . . The  motion  was  seconded . . . 
Vice-Speaker  Babbage:  It  has  been 

moved  and  seconded.  Is  there  any  discussion? 

Herbert  A.  Laughlin,  M.D.,  Chautauqua: 
I wonder  if  the  chairman  of  the  reference 
committee  is  aware  that  the  television  industry 
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has  already  gone  on  record  to  discourage  that. 
There  is  an  ethical  provision  of  the  television 
code,  so  they  have  already  gone  on  record  as  rec- 
ommending against  the  acceptance  of  advertising 
which  would  be  directed  to  smoking  among  our 
youth.  In  view  of  that,  I think  we  might 
strengthen  our  stand  in  this  case  by  endorsing  this 
procedure  and  recommending  further  that  there 
be  added  that  the  television  industry  be 
commended  for  the  steps  which  have  already 
been  taken  in  this  regard.  I so  move. 

. . . The  motion  was  seconded . . . 

Ezra  A.  Wolff,  M.D.,  Queens:  It  seems  to 
me  that  if  we  think  smoking  is  deleterious,  we 
ought  to  say  so.  Let  us  not  encourage  adoles- 
cents to  smoke.  If  smoking  is  deleterious, 
let  us  say  so  and  discourage  smoking  for  adults 
as  well.  Why  don’t  we  have  a resolution  saying 
we  oppose  smoking? 

Vice-Speaker  Babbage:  Is  there  any 

other  discussion?  We  are  now  voting  on  the 
amendment,  which  states  that  the  television 
industry  is  to  be  commended  for  those  steps 
which  they  have  taken  already.  Is  there  any 
further  discussion  on  this  amendment?  If  not, 
those  in  favor  of  the  amendment,  which  adds  a 
further  resolved  to  the  resolution,  say  “aye,” 
opposed  “no.”  The  amendment  is  adopted. 

Now,  is  there  any  further  discussion  on  the 
resolution  as  amended? 

. . .There  being  no  further  discussion,  the 
motion  as  amended  was  put  to  a vote  and  was 
carried . . . 

Section  251  { see  159 ) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Approval  of  Bills  to 
Encourage  Scholarships  for  Medical  Students 

Dr.  Chapin:  Resolution  64-64,  “Approval  of 
Bills  to  Encourage  Scholarships  for  Medical 
Students”: 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  give  its  approval  to  the  principles 
expressed  in  these  bills  and  take  all  measures 
to  implement  their  enactment. 

The  committee  heartily  recommends  the 
approval  of  this  resolution  to  encourage  scholar- 
ships for  medical  students. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried . . . 

Section  252  {see  165 ) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Physical  Examina- 
tion for  Driver  Licensure 

Dr.  Chapin:  On  resolution  64-66,  “Physical 
Examination  for  Driver  Licensure,”  the  com- 
mittee voted  to  recommend  approval  of  this 
resolution  with  the  following  changes:  first 

“resolved” — deletion  of  “at  least”;  the  addi- 
tion of  a third  “resolved”  to  read: 


Resolved,  That  a commission  be  established 
to  set  up  appropriate  standards;  and  be  it 
further.  . . 

The  “resolved”  portion  of  the  resolution 
now  reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  Com- 
missioner of  Motor  Vehicles  of  the  State  of 
New  York  that  a medical  examination  for 
“driver  limitation”  be  conducted  under 
certain  prescribed  conditions;  and  be  it 
further 

Resolved,  That  a commission  be  established 
to  set  up  appropriate  standards;  and  be  it 
further 

Resolved,  That  a copy  of  this  resolution  be 
sent  to  Senator  Edward  Speno,  chairman  of 
Joint  Legislation  Commission  on  Motor 
Vehicles  and  Traffic  Safety. 

Your  committee  recommends  approval  of 
this  amended  resolution. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried . . . 

Section  253  {see  171 ) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Revision  of  Medical 
Practice  Act 

Dr.  Chapin:  Resolution  64-72,  “Revision  of 
Medical  Practice  Act”: 

Resolved,  That  the  State  Education  De- 
partment be  requested  to  restate  definitively 
and  adequately  the  qualifications  prerequisite 
for  the  practice  of  medicine;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  the  necessary 
measures  to  have  this  act  reviewed,  revised, 
and  implemented  by  the  State  Education 
Department  as  soon  as  possible  in  behalf  of 
the  public  health. 

The  reference  committee  was  informed  that 
work  has  already  begun  on  this  problem. 

The  committee  recommends  approval  of  this 
resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

George  J.  Lawrence,  M.D.,  Councillor: 
I would  suggest  that  this  resolution  also  con- 
tain a request  for  a definition  of  the  practice  of 
medicine.  It  is  not  going  to  take  much  to  say 
who  is  qualified  to  practice  medicine.  I think 
we  must  define  what  is  the  practice  of  medicine, 
and  that  is  where  the  present  Medical  Practice 
Act  falls  down.  I would  like  to  move  an 
amendment  to  the  first  “resolved,”  adding  the 
words  that  the  State  Education  Department  be 
requested  to  restate  definitively  and  adequately 
the  qualifications  prerequisite  for  the  practice  of 
medicine  and  also  to  redefine  the  practice  of 
medicine. 

. . . The  motion  was  seconded . . . 

Garra  L.  Lester,  M.D.,  Chautauqua:  I 

think  maybe  we  should  consider  how  we  would 
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define  it  rather  than  let  somebody  else  define  it 
for  us. 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion?  Hearing  none,  those  in  favor  of 
the  amendment  say  “aye,”  opposed  “no.”  The 
amendment  is  carried. 

Is  there  any  discussion  on  the  resolution  now 
as  amended?  If  not,  I will  call  for  the  question. 
Those  in  favor  say  “aye,”  opposed  “no.” 
It  has  been  carried. 

Section  254  ( see  1 76) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  A:  Fitting  of  Contact 
Lenses  by  Qualified  Ophthalmic  Dispensers 

Dr.  Chapin:  Resolution  64-77,  “Fitting  of 
Contact  Lenses  by  Qualified  Ophthalmic  Dis- 
pensers,” introduced  by  the  Section  on  Ophthal- 
mology: 

Resolved,  That  the  members  of  the  Medical 
Society  of  the  State  of  New  York  declare 
their  support  and  favor  of  the  La verne- Waters 
bill  now  before  the  New  York  State  Legisla- 
ture. 

Mr.  Speaker,  I move  the  adoption  of  the 
reference  committee’s  recommendation,  which 
was  to  approve  this  resolution. 

. . . The  motion  was  seconded . . . 
Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  resolution  be  adopted. 
Is  there  any  discussion? 

Dr.  Dorman:  Could  we  have  a statement  of 
the  Laverne-Waters  bill  that  we  are  authorizing? 

Dr.  D’Angelo:  This  matter  came  about  in 

the  following  way.  Since  the  introduction  of 
contact  lenses  the  physician  has  prescribed 
those  lenses,  and  qualified  opticians  or  optom- 
etrists have  been  able  to  make  them  up. 

About  a year  or  two  years  ago  there  was  a 
law  introduced  by  the  optometrists  which 
made  it  impossible  to  carry  on  that  way.  The 
physician,  the  ophthalmologist,  had  to  be 
there  in  order  for  the  contact  lens  to  be  fitted. 
In  other  words,  the  ophthalmologists  have  had 
to  have  the  opticians  come  to  their  offices  or  to 
go  to  the  opticians’  place  and  stay  there  while  a 
contact  lens  was  being  fitted.  I think  it  was 
the  Board  of  Regents  or  someone  in  the  Board 
of  Regents  who  interpreted  it  that  way,  that  the 
physical  presence  of  the  ophthalmologist  was 
required.  This  has  been  held  in  abeyance 
pending  a court  action  which  has  been  taken. 
The  court  has  not  reported  on  its  action  yet, 
and  in  the  meantime  this  Laverne-Waters  bill 
has  been  introduced,  allowing  the  ophthalmolo- 
gist to  examine  the  patient,  send  him  to  a 
qualified  optician  or  optometrist,  and  let  them 
do  the  work.  Then  the  patient  comes  back, 
and  the  ophthalmologist  sees  that  everything 
is  well  done.  This  is  all  the  Laverne-Waters 
bill  asks. 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion  on  this?  Those  in  favor  of  the 
resolution  say  “aye,”  opposed  “no.”  It  has 
been  accepted. 

Dr.  Chapin:  The  chairman  of  your  ref- 

erence committee  wishes  to  thank  the  members 


of  his  committee  for  their  excellent  cooperation 
and  also  extends  his  thanks  to  the  members  of 
the  House  of  Delegates  who  participated  in  the 
discussion  of  the  matters  referred  to  this 
committee.  I also  wish  to  express  the  com- 
mittee’s sincere  thanks  to  Miss  Gretchen 
Wunsch,  of  the  Society’s  staff,  for  her  assistance 
in  the  preparation  of  this  report. 

Mr.  Speaker,  I move  approval  of  the  report 
as  a whole  as  amended. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Reference  Committee  on 
Scientific  Activities  and 
Publications  B 

Section  255  ( see  42) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Publication 

Leonard  L.  Heimoff,  M.D.,  Bronx:  The 

committee  notes  from  the  portion  of  the  report 
of  the  Publication  Committee  dealing  with  the 
New  York  State  Journal  of  Medicine  that 
the  scientific  and  editorial  content  of  the 
Journal  continues  to  merit  the  wide  acclaim  it 
has  received  in  the  past.  At  the  same  time,  in 
accordance  with  the  directive  of  the  1963 
House  of  Delegates,  all  efforts  have  been  made 
to  keep  expenditures  to  a minimum. 

The  second  Red  way  Medal  and  Award  were 
presented,  and  at  the  opening  session  of  this 
House  of  Delegates  meeting  you  witnessed  the 
third  presentation. 

Your  reference  committee  takes  cognizance 
of  the  honors  that  have  come  to  staff  members 
of  the  Journal  through  recognition  by  the 
American  Medical  Writers’  Association,  in  that 
the  editor,  William  Hammond,  M.D.,  is 
president  for  1964  of  the  Metropolitan  New 
York  Chapter;  the  managing  editor,  Miss 
Alvina  Rich  Lewis,  is  secretary- treasurer  of 
the  national  organization;  and  the  manu- 
script editor,  Miss  Elizabeth  C.  Smith,  has 
received  an  honor  award  from  the  Metropolitan 
New  York  Chapter. 

The  committee  is  pleased  to  note  that  the 
Journal  has  adapted  itself  to  this  time  of 
reductions  in  pharmaceutical  advertising  by 
rescheduling  editorial  content  to  keep  a respect- 
able balance  with  advertising  content. 

A directive  of  the  1963  House  of  Delegates 
called  for  the  appointment  of  the  Ad  Hoc 
Committee  to  Study  the  Journal,  and  further 
details  as  to  the  Journal’s  operation,  con- 
cerned with  advertising  and  sales,  appear  in 
its  report  which  will  be  discussed  later. 

Your  reference  committee  commends  William 
Hammond,  M.D.,  editor  of  the  New  York 
State  Journal  of  Medicine;  Miss  Alvina 
Rich  Lewis,  managing  editor;  Mr.  J.  Richard 
Burns,  assistant  executive  vice-president  and 
business  manager  of  the  Medical  Society  of 
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the  State  of  New  York;  Mr.  Charles  L.  Baldwin, 
director  of  advertising  sales;  and  the  entire 
staff  of  the  Journal  for  their  efforts  in  making 
the  New  York  State  Journal  of  Medicine 
the  excellent  magazine  that  it  has  been  publicly 
recognized  to  be. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried . . . 

Section  256  ( see  76,  186) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Ad  Hoc  Committee 
to  Study  the  Journal 

Dr.  Heimoff:  The  progress  report  of  the  Ad 
Hoc  Committee  to  Study  the  Journal  (64-N) 
should  be  read  carefully. 

Your  reference  committee  notes  that  from 
several  different  formulas  of  appraisal,  the  New 
York  State  Journal  of  Medicine  stands 
high  among  American  medical  publications. 
Evidence  of  this  regard  is  attested  to  in  the 
following: 

A.  William  J.  Wiscott,  managing  editor  of 
Current  Medical  Digest,  reported  in  the  May, 
1962,  issue  that  of  the  journals  from  which 
five  or  more  articles  were  selected  in  1961  to  be 
included  in  Current  Medical  Digest,  the  New 
York  State  Journal  of  Medicine  and  the 
Journal  of  the  American  Medical  Association 
tied  for  top  place  with  15  articles  each. 

B.  Similar  appraisals  were  given  by  the 
“Survey  of  the  Interlibrary  Loan  Operation  of 
the  National  Library  of  Medicine,”  The 
Institute  for  Advancement  of  Medical  Com- 
munication, Bethesda,  Maryland;  Wesley 
Draper,  librarian  of  the  Academy  of  Medicine, 
Brooklyn;  and  the  1963  annual  report  of  the 
National  Library  of  Medicine.  Each  of  these 
references  attested  to  the  popularity  and 
scientific  excellence  of  the  New  York  State 
Journal  of  Medicine. 

Your  reference  committee  recommends  that 
the  present  high  standard  of  scientific  excellence 
of  the  New  York  State  Journal  of  Medicine 
be  continued. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . .The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Dr.  Heimoff:  Your  reference  committee 

has  read  with  interest  the  portion  of  the  Ad 
Hoc  Committee’s  report  dealing  with  the 
possibility  of  combining  the  New  York  State 
Journal  of  Medicine  with  those  published  by 
neighboring  state  medical  societies  to  create  a 
mid- Atlantic  medical  journal  and  recommends 
that  investigation  along  these  lines  be  continued. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried . . . 

Dr.  Heimoff:  The  importance  of  a reader- 


ship survey  as  a means  of  procuring  new  ad- 
vertising and  retaining  present  advertisers  for 
the  Journal  has  been  emphasized  by  the  Ad 
Hoc  Committee,  and  it  has  recommended  such  a 
survey. 

Your  reference  committee  urges  that  this 
recommendation  be  approved  and  that  a reader- 
ship  survey  be  undertaken  by  an  outside 
professional  firm,  since  only  those  well  versed 
in  this  field  can  conduct  a survey  which  will  be 
of  value  or  validity. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded . . . 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  I would  like  to  ask  the  reference 
committee  chairman  if  they  considered  what 
this  would  cost. 

Dr.  Heimoff:  A consideration  of  the  cost 

has  not  been  taken  because  the  Ad  Hoc 
Committee  has  not  yet  decided  on  who,  what, 
or  how  this  outside  group  will  be,  and  what  we 
would  be  approving  here  would  be  for  the  Ad 
Hoc  Committee  to  continue  along  these  lines. 
They  in  turn  of  course  would  have  to  bring 
this  back  to  the  Council  for  further  implementa- 
tion. 

Vice-Speaker  Babbage:  Thank  you.  Is 

there  any  other  discussion? 

. . .There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  Heimoff:  Your  reference  committee 

wishes  to  compliment  most  highly  the  Ad 
Hoc  Committee  to  Study  the  Journal,  con- 
sisting of  Norman  S.  Moore,  M.D.,  Tompkins, 
chairman;  Samuel  Z.  Freedman,  M.D.,  New 
York;  Leo  E.  Gibson,  M.D.,  Onondaga; 
George  Himler,  M.D.,  New  York;  and  Gran- 
ville W.  Larimore,  M.D.,  Albany,  for  their 
exhaustive  and  comprehensive  review  on  the 
Journal  operations.  This  has  been  a Herculean 
task,  and  this  progress  report  is  only  the 
beginning  of  the  job. 

Your  committee  recommends  that  the  Ad 
Hoc  Committee  be  continued  as  presently 
constituted  to  complete  this  work  properly. 

Mr.  Speaker,  1 move  approval  of  this  portion 
of  the  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried . . . 

Section  257  (see  42) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Medical  Society 

Library 

Dr.  Heimoff:  Your  reference  committee 

has  read  with  interest  the  report  of  the  Medical 
Society  Library  and  notes  that  contracts  for 
combining  the  Kings  County  Medical  Society 
Library,  the  Academy  of  Medicine  of  Brooklyn, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  library  of  the  Downstate  Medical 
Center  have  been  signed  and  that  the  final 
steps  in  the  formal  moving  of  the  books  and 
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equipment  await  completion  of  the  building 
in  the  Downstate  Medical  Center. 

The  committee  commends  Mr.  Wesley 
Draper,  librarian,  for  his  able  assistance 
throughout. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  the  motion  was  put  to  a vote 
and  was  unanimously  carried . . . 

Dr.  Heimoff:  Your  reference  committee 

takes  particular  note  of  the  excellent  work  done 
by  George  Himler,  M.D.,  New  York,  chairman 
of  the  Publication  Committee,  and  the  other 
members,  Albert  H.  Douglas,  M.D.,  Queens; 
Granville  W.  Larimore,  M.D.,  Albany;  Charles 
R.  Mathews,  M.D.,  Monroe;  and  James  H. 
Wall,  M.D.,  Westchester,  in  supervising  the 
various  activities  of  their  committee. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . The  motion  was  seconded,  and  since  there 
was  no  discussion,  it  was  put  to  a vote  and  was 
unanimously  carried . . . 

Section  258  ( see  43) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Prize  Essays 

Dr  Heimoff:  Your  committee  notes  from 

the  report  of  the  Special  Committee  on  Prize 
Essays  that  again  this  year  no  essays  were 
submitted  for  either  the  Merit  A.  Cash  Prize  or 
the  Lucien  Howe  Prize.  The  Albion  O.  Bern- 
stein, M.D.,  Award  is  not  being  offered  for  the 
year  1964. 

The  reference  committee  feels  that  these 
awards  should  be  limited  to  medical  students, 
interns  and  residents,  and  graduate  fellows  in 
institutions  located  within  New  York  State. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded . . . 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion? 

Thomas  M.  d’Angelo,  M.D.,  Queens:  I 

would  like  a word  of  explanation  on  the  question 
of  these  papers.  Would  that  be  a complete 
change  from  what  we  have  done  so  far  in  allow- 
ing only  medical  students,  residents,  and  so 
forth,  to  participate  in  these  papers?  Would 
that  be  a complete  change? 

Dr.  Heimoff:  As  far  as  I have  been  able  to 
determine,  up  until  now  any  physician  anywhere 
in  the  country  of  any  age  group  could  have 
applied  for  these  prizes.  We  have  not  had  any 
applications,  and  we  felt  that  perhaps  if  we 
could  limit  it  to  the  younger  physicians,  interns, 
and  so  forth,  in  New  York  State  proper  and 
then  properly  publicize  it,  we  would  begin  to 
get  offerings  of  essays.  There  is  a resolution 
after  this  which  will  further  clarify  it. 

Dr.  d’Angelo:  Has  any  other  committee  of 
the  State  Society  studied  this  matter  and  recom- 
mended it,  or  has  your  committee  alone  recom- 
mended this  at  this  session? 

Dr.  Heimoff:  Our  committee  took  this  up 
and  recommended  it  at  this  session. 


Dr.  d’Angelo:  Therefore,  I move  that  this 

matter  be  referred  to  the  Council  for  study 
and  implementation. 

James  Greenough,  M.D.,  Past-President: 
A study  of  the  situation  of  the  prize  essays  was 
ordered  at  the  last  House  of  Delegates.  The 
Council  received  this  mandate  and  referred  it 
to  the  Committee  on  Public  Health  and  Educa- 
tion. The  Committee  on  Public  Health  and 
Education  referred  it  to  the  Prize  Essay  Com- 
mittee and  received  a report  from  Dr.  Angrist, 
which  it  returned  to  the  Council.  I think 
what  is  being  quoted  is  mostly  the  recommenda- 
tion of  the  Prize  Essay  Committee  in  order  to 
make  the  award  more  popular  since  it  would  go 
to  young  people  and  therefore  be  more  interest- 
ing and  have  more  people  compete. 

Dr.  Heimoff:  Then  this  also  has  been 

recommended  by  the  Council,  and  there  would 
be  no  further  use  to  recommend  it  back  to  the 
Council. 

Dr.  d’Angelo:  That  is  why  I asked  the 

question.  I withdraw  my  motion. 

. . .There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  Heimoff:  Your  committee  believes  that 
the  prize  essay  awards  have  not  been  publicized 
sufficiently  in  the  past  and  recommends  that  in 
order  to  disseminate  information  about  them 
more  readily  and  to  increase  interest  on  the  part 
of  younger  physicians,  the  directors  of  medical 
education  in  hospitals  where  available  or  some 
other  physician  be  appointed  to  inform  young 
physicians  fully  about  the  awards  and  to  take 
responsibility  for  the  project.  Your  committee 
feels  that  the  mere  placing  of  a notice  on  a 
hospital  bulletin  board  is  not  sufficient  to 
create  interest,  and  it  is  hoped  that  active 
support  by  directors  of  medical  education  or 
other  physicians  so  appointed  will  yield  a 
greater  participation  by  the  younger  physicians. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded . . . 

Vice-Speaker  Babbage:  Is  there  any 

discussion  on  this  portion  of  the  report? 

Delegate:  I would  like  to  ask  the  chairman 
of  the  reference  committee  if  he  would  state 
chronologically  what  he  means  by  “younger?” 

Dr.  Heimoff:  We  have  defined  it  in  the 

first  paragraph,  not  by  chronology  but  by 
point  of  medical  education:  interns,  residents, 

and  graduate  fellows  in  the  institutions  in  the 
State  of  New  York. 

Dr.  Babbage:  Thank  you.  Those  in  favor 
of  accepting  this  portion  of  the  report  say  “aye”; 
is  there  any  disapproval?  It  has  been  approved. 

Dr.  Heimoff:  Your  committee  wishes  to 

commend  Alfred  A.  Angrist,  M.D.,  chairman 
of  the  Special  Committee  on  Prize  Essays,  for 
his  continued  interest. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded . . 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded.  Is  there  any  discussion?  If  not, 
those  in  favor  say  “aye”;  it  is  carried. 
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Section  259  (see  49) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  What  Goes  On 

Dr.  Heimoff:  The  committee  is  pleased  to 
note  that  What  Goes  On  is  being  distributed 
each  month  to  approximately  47,000  readers  in 
New  York  and  New  Jersey.  Relations  with 
Lederle  Laboratories  remain  cordial.  The 
contract  for  1964  has  been  renewed,  and 
Lederle  has  reported  its  satisfaction  with  the 
readership  of  this  publication.  What  Goes  On  is 
published  by  and  is  under  the  complete  control 
of  the  Medical  Society  of  the  State  of  New 
York.  Lederle  Laboratories  pays  for  the 
advertising  space.  A new  innovation  in  the 
February  15-March  15,  1964,  issue  is  the 
addition  of  an  “Index  by  Specialty  Page”  which 
lists  all  the  specialties  of  medicine  and  the 
page  on  which  reference  to  them  is  made.  It  is 
felt  that  this  addition,  which  gives  one  more 
page  of  advertising  space  on  its  reverse  side,  is 
a very  useful  adjunct  to  this  excellent  publica- 
tion and  will  increase  its  readership  tre- 
mendously. 

Y our  reference  committee  wishes  to  commend 
the  staff  member  who  is  responsible  for  this 
productive  idea. 

Mr.  Speaker,  I move  approval  of  this  portion. 

. . .The  motion  was  seconded,  and  there 
being  no  discussion,  it  was  put  to  a vote  and 
was  unanimously  carried . . . 

Dr.  Heimoff:  Your  reference  committee 

notes  that  during  the  year  Lederle  Laboratories 
included  an  insert  which  was  to  be  returned  to 
them  by  readers  of  this  publication  in  order 
that  they  might  determine  readership.  A 23 
per  cent  return  was  realized. 

Your  reference  committee  recommends  that 
where  such  inserts  appear  in  any  official 
publication  of  the  Medical  Society  of  the  State 
of  New  York,  they  be  returned  as  soon  as 
possible.  Advertisers  use  this  method  of 
checking  the  readership  of  our  publications, 
and  our  advertising  income  can  vary  with  the 
response. 

Your  reference  committee  recommends  that 
at  all  levels,  especially  that  of  the  county 
medical  society,  efforts  be  made  to  have  the 
physician  return  such  readership  survey  inserts. 

Mr.  Speaker,  I move  approval  of  this  portion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried . . . 

Dr.  Heimoff:  Your  reference  committee 

wishes  to  commend  James  Greenough,  M.D., 
director,  Division  of  Scientific  Activities,  and 
his  staff  for  the  high  quality  of  the  publication, 
What  Goes  On. 

Mr.  Speaker,  I move  approval  of  this  portion. 

Joseph  A.  Lane,  M.D.,  Trustee:  I second  it. 

Vice-Speaker  Babbage:  Those  in  favor  will 
say  “aye.”  It  is  carried. 

Section  260  (see  44,  45,  46,  47,  48,  65,  73,  160) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  District  Branches 

Dr.  Heimoff:  Again  this  year,  the  com- 

mittee has  noted  with  much  respect  the  reports 


of  the  nine  district  branches  which  inform  the 
membership  of  the  important  activities  carried 
on  by  them.  These  reports  attest  to  the  fact 
that  the  district  branch  is  a valuable  adjunct  to 
organized  medicine. 

Your  reference  committee  recommends  that 
investigation  be  continued  as  to  the  advisability 
of  placing  some  activities  of  the  county  societies, 
particularly  in  areas  where  there  are  very  few 
members  in  individual  county  societies,  in  the 
hands  of  the  district  branches.  Grievance, 
legislation,  and  public  health  subcommittees 
represent  three  fields  where  such  transfer  of 
activity  might  prove  of  value. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded . . . 

Vice-Speaker  Babbage:  Is  there  any 

discussion. 

Raymond  J.  Byron,  M.D.,  Schenectady: 
These  things  we  are  speaking  of  are  basic  to 
the  county  medical  societies.  If  we  approve 
this,  we  as  a State  organization  are  recommend- 
ing to  the  county  societies  they  do  this.  I 
don’t  think  we  should  do  that. 

Dr.  Heimoff:  No,  we  are  not  saying  that. 

We  are  recommending  this  be  studied  in  some 
counties  where  you  may  have  eight  or  ten 
members  and  it  might  be  difficult  to  get  a 
grievance  committee  together,  whereas  if  you 
have  one  grievance  committee  for  five  or  six 
counties,  it  would  be  a lot  easier  to  conduct 
your  business.  However,  we  are  merely  recom- 
mending that  this  be  investigated  and  that  it 
be  done  wherever  the  counties  themselves  want 
to  do  it. 

. . .There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  Heimoff:  Your  reference  committee 

recommends  that  district  branches  be  re- 
evaluated to  see  in  what  form  they  might  be 
strengthened  and  might  function  more  effectively 
in  the  modern  structure  of  organized  medicine. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded . . . 

Vice-Speaker  Babbage:  Is  there  any  dis- 

cussion? 

Ezra  A.  Wolff,  M.D.,  Queens:  Mr.  Speaker, 
I was  chairman  of  a committee  to  investigate 
the  structure  of  the  district  branches  with  a 
view  toward  doing  this  very  thing  that  is 
suggested  now.  There  is  a report  in  the  records 
made  by  that  committee  about  four  or  five 
years  ago.  Some  of  the  recommendations  I 
believe  were  carried  out.  Whether  it  would  be 
worth  while  to  make  another  investigation  at 
this  time,  I don’t  know.  I don’t  believe  things 
have  changed  a lot  in  the  last  four  or  five 
years. 

Dr.  Lane:  Mr.  Speaker,  this  is  a project  that 
is  at  present  under  study  by  the  Planning 
Committee  and  will  be  reported  on  as  soon  as 
this  study  can  be  completed. 

Dr.  Wolff:  In  view  of  that  information, 

may  I move  that  no  action  be  taken  on  it  at 
this  time  on  this  portion  of  the  report. 
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. . . The  motion  was  seconded . . . 

Vice-Speaker  Babbage:  It  has  been 

seconded.  Is  there  any  discussion  on  this? 
Those  who  would  like  no  action  taken  say 
“aye”;  those  who  would  like  action  taken  say 
“nay.”  It  has  been  voted  that  no  action  be 
taken. 

Section  261  {see  83) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Convention 

Dr.  Heimoff:  Your  reference  committee 

reviewed  the  report  of  the  1963  Convention 
and  noted  that  registration  included  3,147 
physicians,  868  members  of  allied  professions, 
537  guests,  and  2,305  technical  exhibitors, 
making  a total  of  6,857  registrants.  This 
represents  an  increase  of  1,000  over  the  at- 
tendance at  the  1962  Convention.  Exhibitors 
were  reported  to  be  happy  with  the  1963 
response. 

Your  committee  notes  that  in  accordance 
with  its  recommendation  to  the  1963  House  of 
Delegates,  the  Speaker  has  reminded  delegates 
to  visit  the  technical  exhibits  at  each  session  of 
the  House.  Your  committee  recommends  that 
this  practice  be  continued. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion,  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Dr.  Heimoff:  Your  committee  wishes  to 

commend  this  year’s  convention  as  to  the 
adequacy  of  the  meeting  rooms  for  reference 
committees  with  regard  to  space  and  lighting. 
Perhaps,  in  the  future,  soundproofing  between 
the  reference  committee  rooms  might  be  helpful. 

Your  committee  recommends  that  the  Con- 
vention Committee  continuously  study  the 
availability  of  the  best  hotels  with  the  best 
facilities  for  the  best  price  and  not  limit  itself 
to  one  hotel  year  after  year  unless  it  meets  the 
above  criteria. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
unanimously  carried . . . 

Dr.  Heimoff:  Your  committee  notes  that 

the  Guest  Reception  Subcommittee  acted  as 
hosts  to  out-of-state  guests  of  both  the  House 
of  Delegates  and  the  scientific  program  and 
recommends  that  members  of  this  committee 
be  physicians  who  are  not  delegates.  The 
varied  duties  and  demands  of  delegates  prevent 
their  being  available  on  many  occasions  to 
greet  out-of-state  visitors  properly. 

Mr.  Speaker,  T move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried  . . . 

Dr.  Heimoff:  Your  reference  committee 

gratefully  acknowledges  the  tireless  efforts  and 
valuable  contributions  of  all  the  Convention 
Committees  and  particularly  thanks  Bernard 


J.  Pisani,  M.D.,  general  chairman:  William  L. 
Watson,  M.D.,  chairman,  Scientific  Exhibits; 
William  J.  Sullivan,  M.D.,  Scientific  Motion 
Pictures;  William  B.  Rawls,  M.D.,  chairman, 
Technical  Exhibits;  Samuel  Wagreich,  M.D., 
chairman  of  the  Dinner  Dance;  and  the  entire 
staff  of  the  Medical  Society  of  the  State  of  New 
York  for  their  efforts  in  making  the  1963 
Convention  a success. 

The  staff  of  the  Medical  Society  of  the  State 
of  New  York  deserves  commendation  for  the 
smooth  efficiency  with  which  the  1964  Con- 
vention has  operated  so  far,  especially  in  view 
of  the  change  in  meeting  date  from  May  to 
February,  which  made  it  necessary  to  accomplish 
in  nine  months  a job  which  is  difficult  and 
complex  in  twelve  months. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote,  and 
was  unanimously  carried . . . 

Section  262  ( see  108) 

Report  of  Reference  Committee  on  Scientific 
Activities  and  Publications  B:  Editorials  in  the 

New  York  State  Journal  of  Medicine 

Dr.  Heimoff:  Your  reference  committee 

considered  only  one  resolution,  64-12, 
“Editorials  in  the  New  York  State  Journal 
of  Medicine,”  introduced  by  the  Medical 
Society  of  the  County  of  Queens: 

Resolved , That  the  director,  editor,  and 
Publication  Committee  of  the  New  York 
State  Journal  of  Medicine  be  required  to 
publish  only  those  editorials  which  reflect  the 
established  policy  of  the  Medical  Society  of 
the  State  of  New  York. 

Your  reference  committee  voted  to  dis- 
approve this  resolution  for  the  following  reasons: 
After  much  discussion  and  consultation  with 
several  informed  guests  who  appeared  before 
the  committee,  it  was  felt  that  the  adoption  of 
this  resolution  would  accomplish  no  useful 
purpose  and  would  in  effect  “tie  the  hands”  of 
the  editor  and  the  Publication  Committee 
since  there  is  no  established  policy  of  the 
Medical  Society  of  the  State  of  New  York. 
Each  editorial  would  require  a meeting  of 
the  Council  to  approve  or  disapprove  its 
publication.  All  signed  articles  are  published 
with  the  Journal  taking  no  responsibility  for 
opinions,  claims,  and  so  forth.  This  principle 
applies  to  the  case  of  guest  editor  writers 
who  sign  their  names. 

Your  reference  committee  recommends  that 
in  the  future  these  signed  articles  be  listed  as 
guest  articles  and  not  editorials. 

Mr.  Speaker,  I move  approval  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried . . . 

Dr.  Heimoff:  Your  reference  committee 

wishes  to  thank  all  guests  who  attended  the 
hearings  for  their  advice  and  assistance  in 
its  deliberations.  Your  chairman  wishes  to 
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express  his  appreciation  to  the  members  of  his 
reference  committee  for  their  invaluable  aid 
and  generous  spirit  of  cooperation.  Special 
thanks  are  due  to  Miss  Sheila  Treacy  who 
acted  as  our  secretary  and  worked  far  into  the 
night  to  get  this  report  ready. 

Now,  I move  for  the  adoption  of  the  report 
as  a whole  as  amended. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried . . . 

Reference  Committee  on 
Organization  and  Policies 

Section  263 

Report  of  Reference  Committee  on  Organization 
and  Policies 

Carl  Goldmark,  Jr.,  M.D.,  New  York : 
Mr.  Speaker  and  members  of  the  House  of 
Delegates,  your  reference  committee  has  gone 
over  the  annual  reports  submitted  to  it. 

There  was  no  report  from  the  Ad  Hoc 
Joint  Committee  with  the  Osteopathic  Society 
and  no  report  from  the  Advisers  to  Student 
A.M.A.  Chapters. 

Section  264  {see  10,  183) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  New  York  State  Association  of 

Professions 

Dr.  Goldmark:  The  report  of  the  New  York 
State  Association  of  Professions  is  included  in 
the  executive  vice-president’s  report. 

We  note  with  interest  that  in  the  two  years 
of  its  existence,  the  New  York  State  Association 
of  Professions  has  a membership  of  only  2,400. 
Since  this  association  combines  the  professions 
of  dentistry,  pharmacy,  veterinary  medicine, 
architecture,  engineering,  and  medicine,  this  is 
a poor  representation  of  such  a vast  potential. 
We  urge  the  doctors  of  medicine  in  New  York 
State  to  join  this  fine  organization  and  actively 
support  its  aims. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . The  motion  was  seconded,  and  there 
being  no  discussion,  it  was  put  to  a vote  and  was 
unanimously  carried . . . 

Section  265  {see  60,  69) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Constitution  and  Bylaws 

Dr.  Goldmark:  The  interim  report  and 

supplementary  report  of  the  Council  Committee 
on  Constitution  and  Bylaws  was  studied  and 
accepted  as  submitted.  This  committee  studied 
changes  in  bylaws  of  three  constituent  county 
medical  societies  and  has  thus  far  completed 
action  on  one. 

The  reference  committee  wishes  to  commend 
this  committee  for  their  excellent  work. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 


. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  266  {see  82,  219) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Empire  State  Medical,  Scientific 

and  Educational  Foundation 

Dr.  Goldmark:  The  report  on  the  Empire 
State  Medical,  Scientific  and  Educational 
Foundation  was  studied.  In  January,  1964, 
the  Foundation  finally  received  its  tax  exemp- 
tion on  a ruling  from  the  Internal  Revenue 
Service.  At  the  present  time  there  are  five 
separate  projects  under  way,  and  the  Founda- 
tion plans  to  meet  in  the  near  future  with  the 
purpose  of  planning  additional  programs  and 
searching  for  other  sources  of  income.  The 
program  should  expand  rapidly  now  that  this 
tax  exemption  has  been  obtained. 

The  members  of  this  Foundation  have  made 
tremendous  strides  in  their  short  career  and 
should  be  commended  for  the  rapidity  with 
which  they  are  showing  results. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried . . . 

Section  267  {see  78) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Planning  Committee  for  Medical 

Policies 

Dr.  Goldmark:  The  very  extensive  report 

of  the  Planning  Committee,  which  has  already 
been  praised  in  the  annual  reports  of  the 
president,  William  L.  Wheeler,  M.D.,  and  the 
executive  vice-president,  Henry  I.  Fineberg, 
M.D.,  detailed  its  activities  during  the  past 
year.  It  studied  the  organization  of  district 
branches  and  essentially  recommended  no 
changes. 

It  is  still  in  the  process  of  studying  the 
practice  of  medicine  by  podiatrists,  particularly 
in  reference  to  the  Keller  operation,  and  is  at 
present  awaiting  the  final  ruling  by  the  Attorney 
General  before  making  a final  recommendation. 
It  appointed  a subcommittee  to  keep  abreast  of 
changes  in  the  Medical  Practice  Act  and  has 
asked  Dr.  Henry  I.  Fineberg,  Mr.  J.  Richard 
Bums,  and  Dr.  Harry  Kruse  of  the  New  York 
Academy  of  Medicine  to  sit  on  this  subcom- 
mittee. The  committee  has  fostered  better 
relations  between  the  Medical  Care  Insurance 
Committee  and  the  Economics  Committee. 

The  work  of  the  Planning  Committee  is 
wholeheartedly  endorsed  by  your  reference 
committee,  and  we  feel  that  the  members  of  this 
rather  large  committee  should  be  commended 
for  their  devoted  service. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  the  motion  was  put  to  a 
vote  and  was  unanimously  carried . . . 
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Section  268  ( see  59,  71) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  New  York  State  Delegation  to  the 
American  Medical  Association 

Dr.  Goldmark:  As  a member  of  this  delega- 
tion, I feel  I can  speak  authoritatively  on  this — 
with  apologies  to  William  R.  Carson,  M.D.: 

There  were  24  men  who  were  sent  away 
To  represent  New  York  at  the  A.M.A. 

In  June  they  roasted  on  the  Jersey  shore 
In  December  we  froze  in  Portland,  Ore. 

Ten  of  them  in  that  far-off  city 
Spent  their  time  on  some  committee. 

And,  as  always  heretofore, 

’Twas  New  York  that  held  the  floor 

And  until  the  very  last 

Tried  to  get  Social  Security  passed. 

But  this  year  we  had  quite  a switch 
As  Penn  and  Michigan  joined  our  pitch. 

With  many  speeches,  some  quite  heated 
Once  again  we  were  defeated. 

And  though  in  this  they  were  upended, 
Everyone  should  be  commended 
For  a job  the  best  one  yet. 

Good  night  David,  good  night  Chet. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried . . . 

Section  269  (see  100,  102,  105,  152,  153,  166 ) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  EMPAC 

Dr.  Goldmark:  There  were  six  resolutions 

submitted  to  your  reference  committee  per- 
taining to  the  matter  of  the  Empire  Medical 
Political  Action  Committee:  64-4,  64-6,  64-9, 
64-56,  64-57,  and  64-67. 

Since  most  of  these  were  similar  in  content,  a 
substitute  resolution  is  offered  for  these  resolu- 
tions collectively: 

Endorsement  of  Empire  Medical  Political 
Action  Committee  (EMPAC) 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  recorded  its  approval 
of  the  aims  and  objectives  of  the  Empire 
Medical  Political  Action  Committee;  and 
Whereas,  Endorsement  of  EMPAC  is  a 
most  effective  means  of  promoting  the 
interests  of  patients  and  physicians  of  New 
York  State  in  the  field  of  politics;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  encourages  and  endorses 
the  aims  and  efforts  of  EMPAC  and  urges 
its  members  to  join  and  contribute  to  it. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . The  motion  was  seconded.  . . 

Speaker  Wurzbach:  Is  there  any  discussion? 
Joseph  F.  Shanaphy,  M.D.,  District  Dele- 
gate: Mr.  Speaker,  many  of  your  delegates 

might  wonder  whether  this  resolution  is 
necessary  this  year  again  since  in  1962  we  passed 


a similar  resolution.  Really,  however,  the 
resolutions  are  not  similar.  This  year  the 
resolution  stipulates  a reaffirmation,  plus  an 
endorsement  and  encouragement  of  our  mem- 
bers to  join.  Secret  encouragement  is  not  very 
effective;  therefore,  it  becomes  obvious  that 
our  staff  personnel  will  certainly  have  permis- 
sion at  least  to  discuss  the  actions  of  the  House 
of  Delegates. 

There  is  a need  for  this  sort  of  reaffirmation 
and  for  this  current  resolution.  Political  action 
committees  from  the  other  49  states  have 
contributed  $30,000  to  New  York  State  for  its 
political  action  because  of  apathy  on  the  part 
of  our  members. 

Now,  there  is  an  additional  need.  This 
morning  we  have  heard  something  about  the 
actions  of  our  Commissioner  of  Hospitals  of  the 
City  of  New  York.  Lest  you  think  that  that  is 
a local  situation,  in  yesterday’s  paper  another 
one  of  our  elected  officials,  another  political 
figure,  our  President,  said  as  follows:  “City 

hospitals  have  become  more  and  more  obsolete 
and  inefficient,”  and  that  “emphasis  should  be 
shifted  from  hospital  construction  in  rural  and 
suburban  areas  to  renovation  of  older  facilities 
in  the  big  cities.”  I am  sure  many  of  you 
gentlemen  have  read  the  President’s  message 
in  the  New  York  Times  and  Herald  Tribune  as 
well  as  today’s  information. 

Yesterday  Dr.  Annis  in  Chicago,  in  a speech 
before  the  Chicago  Rotary  Club,  attacked  the 
administration’s  health  program.  I quote 
today’s  New  York  Times:  “Dr.  Annis  said 

President  Johnson  was  inconsistent  in  having 
declared  that  elderly  Americans  should  not  be 
subjected  to  a test  of  need  for  health  care  and,  at 
the  same  time,  in  having  called  for  all  states  to 
enact  the  Kerr- Mills  Law  for  medical  care 
based  on  need.” 

Gentlemen,  I submit  that  these  very  few 
statements  adequately  indicate  the  need  for 
active  encouragement,  for  open  encouragement 
or  open  endorsement  in  urging  all  our  members 
to  join  EMPAC.  Thank  you. 

. . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Section  270  (see  113,  114,  120,  128,  302) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Osteopathy 

Dr.  Goldmark:  There  were  four  resolutions 
concerning  the  problem  of  osteopathy: 

Resolution  64-17:  We  hereby  offer  a sub- 

stitute resolution  as  follows: 

Whereas,  the  House  of  Delegates  in  1963 
approved  the  Reference  Committee  on  Organ- 
ization and  Policies’  report  on  the  Ad  Hoc 
Committee  with  the  Osteopathic  Society;  and 

Whereas,  This  report  referred  to  the  fact 
that  osteopathic  education  continues  to  show 
improvement  in  the  quality  of  curriculum; 
and 

Whereas,  The  report  included  a recom- 
mendation that  it  is  in  the  public  interest  to 
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re-establish  liaison  between  medicine  and 
osteopathy;  now  therefore  be  it  hereby 

Resolved,  That  a new  ad  hoc  committee  be 
established  promptly  to  carry  forward  the 
meaningful  negotiations  with  the  Osteo- 
pathic Society  toward  adjudicating  the  dif- 
ferences that  hinder  better  relations  between 
medicine  and  osteopathy. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded . . . 

Speaker  Wurzbach:  Is  there  any  discussion? 
Charles  C.  Mangi,  M.D.,  Queens:  This 

report  quotes  in  the  first  “whereas”  part  of  the 
report  of  the  Reference  Committee  on  Organiza- 
tion and  Policies  of  1963,  and  then  it  quotes  in 
the  second  “whereas”  a part  of  that  committee 
report. 

I was  a member  of  that  committee  last  year, 
and  for  the  sake  of  the  record  there  are  other 
parts  of  that  committee  report  that  I think 
should  be  quoted  which  are  much  more  meaning- 
ful than  the  “whereas”  that  is  quoted:  “Your 

reference  committee  believes  that  it  is  not  in  the 
public  interest  of  medicine  to  compromise  its 
principles  in  order  to  accommodate  oste- 
opathy. We  are  strongly  opposed  to  the  osteo- 
pathic concept  which  adheres  to  manipulation 
as  a major  method  of  treatment.  We  therefore 
believe  that  some  effort  to  maintain  liaison 
between  medicine  and  osteopathy  would  be  in 
the  public  interest.  . . . It  is  suggested  that  this 
committee  bend  its  efforts  to  improve  the 
medical  standards  of  osteopaths,  their  education, 
and  to  have  them  abandon  the  cultist  aspects  of 
osteopathic  philosophy.”  This  was  the  com- 
mittee report  last  year. 

As  far  as  forming  another  ad  hoc  committee, 
the  second  paragraph  of  this  present  reference 
committee  report  states  that  there  was  no 
meeting  with  the  Osteopathic  Society.  The 
chairman  of  that  ad  hoc  committee  said  that  he 
had  sent  a letter  to  the  Osteopathic  Society, 
and  they  had  refused  to  meet  with  us  this  year. 

I think,  Mr.  Chairman,  that  the  substitute 
resolution  of  the  reference  committee  is  not  at 
all  apropos  of  the  original  resolution  submitted 
by  Queens  County  Medical  Society.  1 therefore 
move  as  a substitute  resolution  the  adoption  of 
64-17  as  introduced  with  the  omission  of  the 
first  “resolved.” 

. . . The  motion  was  seconded . . . 

Speaker  Wurzbach:  This  is  presented  as  a 

substitute  motion  for  the  report  of  the  reference 
committee.  Is  there  any  discussion? 

Gerald  D.  Dorman,  M.D.,  Trustee : Mr. 

Speaker  and  members  of  the  House,  I would 
like  to  speak  against  this  substitute  resolution. 
1 feel  that  our  reference  committee,  which  has 
thought  this  out  and  has  heard  it  at  length, 
should  be  supported  in  their  report.  We  are 
not  back  in  1954.  There  have  been  very  large 
changes  since  that  time.  There  are  members  of 
this  Society  who  have  their  M.D.  and  their 
D.O.  in  some  of  the  component  societies.  I 
understand  that  as  of  this  noon  there  is  a 
report  that  the  Supreme  Court  of  California 
has  declared  their  M.D.  licenses  illegal  and, 


therefore,  that  they  are  not  eligible  and  might 
not  be  continued  in  the  membership  of  this 
Society.  I have  not  personally  confirmed  that 
as  yet,  but  I do  believe  that  this  may  be  true. 
They  have  been  getting  further  education. 
They  do  take  the  exact  same  licensing  examina- 
tion as  we  do  in  this  particular  State,  and  the 
time  is  coming  when  we  are  going  to  have  to 
accept  them  as  fellow  practitioners.  We  do  not 
believe,  and  we  do  not  intend  to  believe,  that 
manipulation  is  sufficient  to  cure  the  ills  of 
mankind.  With  our  scientific  training  we 
cannot  so  believe.  It  does  help  certain  things 
in  certain  conditions,  and  I believe  that  we 
should  support  what  our  reference  committee 
has  carefully  thought  out  and  expressed,  and  I 
would  speak  against  the  substitute  motion. 

Thomas  M.  D’Angelo,  M.D.,  Queens:  Mr. 

Chairman  and  fellow  members,  I will  speak  for 
the  substitute  motion  because  in  my  opinion 
the  substitute  resolution  brought  in  by  the 
reference  committee  is  not  a substitute  resolution 
at  all.  It  is  an  entirely  different  resolution. 
If  you  read  the  original  resolution,  this  particular 
resolution  has  nothing  to  do  with  it.  It  is 
completely  different.  It  is  not  a substitute 
resolution,  and  that  is  why  we  are  bringing  our 
original  resolution  before  this  House. 

Irrespective  of  what  kind  of  an  education  the 
osteopath  has,  if  his  fundamental  belief  is  that 
all  diseases  are  due  to  some  deformity  in  the 
spinal  column,  that  is  all  there  is  to  it,  and  we 
can’t  talk  to  these  individuals. 

Gentlemen,  we  have  to  stick  by  our  funda- 
mental principles.  Look  up  the  definition  of  a 
cult  in  the  dictionary  and  look  up  the  preamble 
to  the  constitution  of  the  American  Osteopathic 
Society,  which  spells  out  very,  very  definitely 
what  osteopathy  is,  and  there  you  have  it:  it  is 
a cult.  Are  we  to  associate  ourselves  with 
cultists? 

I have  no  objection  to  this  ad  hoc  committee 
to  see  if  we  can  change  their  mind,  but  for  us 
to  go  along  and  say  we  can  voluntarily  associate 
with  cultists,  gentlemen,  is  wrong. 

John  L.  Clowe,  M.D.,  Schenectady:  I 

would  like  to  ask  these  gentlemen  a question. 
In  the  area  of  upper  New  York  State  there  are 
many  men  who  have  to  associate  with  osteo- 
paths. There  are  small  societies;  the  specialists 
in  these  areas  do  get  referred  cases  from  osteo- 
paths. If  you  pass  this  resolution,  then  they 
are  unethical  in  doing  so.  It  puts  them  in  an 
extremely  difficult  position. 

Dr.  D’Angelo:  I will  answer  that.  In  the 

past  two  years  I have  had  two  cases  referred  to 
me  by  osteopaths.  I am  an  ophthalmologist. 
I took  the  patients.  I looked  them  over  my- 
self, but  I did  not  send  in  any  report. 

Ezra  A.  Wolff,  M.D.,  Queens:  Mr.  Speaker, 
the  objection  I have  to  the  committee  report  is 
that  it  would  reconstitute  an  ad  hoc  committee 
which  made  advances  to  the  osteopaths  which 
were  rebuffed.  It  seems  to  me  that  we  are  de- 
feating ourselves  if  we  keep  running  after  them. 
If  they  want  to  become  doctors,  they  should 
come  to  us.  How  far  do  we  have  to  go  to 
convert  them? 
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John  M.  Galbraith,  M.D.,  Trustee:  Mr. 

Speaker,  having  been  a member  of  the  Ad  Hoc 
Committee  and  having  represented  the  State 
Medical  Society  at  the  recent  osteopathic 
meeting  and  in  the  discussions  at  the  A.M.A., 
I think  we  ought  to  get  rid  of  the  heat  and  get 
down  to  the  facts,  and  I wholeheartedly  back 
the  reference  committee’s  report. 

Dr.  Mangi:  Mr.  Speaker,  may  I respectfully 
point  out  that  if  we  disapprove  my  substitute 
resolution,  we  are  in  effect  stating  that  osteo- 
paths are  no  longer  cultists.  The  “resolved” 
says  the  Medical  Society  reaffirm  its  stand  which 
has  been  continuously  in  effect  since  1954 
that  it  is  not  ethical  to  associate  voluntarily 
with  osteopaths  since  they  are  still  classified  as 
cultists.  Gentlemen,  we  need  the  clarification 
because  the  entire  membership  is  confused  on 
this  particular  subject. 

Two  years  ago  we  thought  that  we  had 
solved  this  problem,  but  many  letters  have  been 
sent  out  which  have  been  equivocal  on  this 
particular  subject,  and  it  has  been  ruled  that 
there  has  not  been  a clear-cut  policy. 

For  the  record  last  year  too,  in  addition  to 
this,  the  report  of  the  Reference  Committee  on 
Organization  and  Policies  that  has  been  referred 
to,  also  adopted  the  report  of  the  Joint  Ad 
Hoc  Committee  with  the  Osteopathic  Society. 
This  was  reported  in  the  April  1,  1963,  issue  of 
the  Journal,  and  on  page  1060  this  particular 
committee  report  states:  “No  further  negotia- 

tions are  possible  so  long  as  the  Medical  Society 
of  the  State  of  New  York  maintains  osteopaths 
are  cultists  by  approval  of  resolution  62-4.” 
Now  on  that  committee  that  signed  that  report 
there  were  four  past-presidents  of  the  State 
Society.  Dr.  Galbraith  was  one  of  them. 
The  only  question  to  decide,  gentlemen,  is 
whether  or  not  they  are  cultists.  If  we  knock 
down  our  substitute  resolution,  I submit  that 
you  are  stating  that  they  are  no  longer  cultists. 

Speaker  Wurzbach:  Is  there  any  further 

discussion?  Then  we  are  ready  for  the  question. 
The  question  before  the  House  is  the  substitute 
motion  for  the  committee  report  that  resolution 
64-17  be  adopted  with  the  deletion  of  the  first 
“resolved.” 

. . . The  substitute  motion  was  put  to  a stand- 
ing vote  and  was  lost.  . . 

Speaker  Wurzbach:  We  now  return  to  the 
resolution  and  report  of  the  reference  committee. 

All  those  in  favor  of  the  report  of  the  reference 
committee  say  “aye,”  those  opposed  “no.” 
The  report  is  adopted. 

Dr.  Goldmark:  Resolution  64-18: 

Resolved,  That  the  delegates  from  the  Medi- 
cal Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  instructed 
to  introduce  a resolution  that  the  American 
Medical  Association  be  requested  to  designate 
osteopaths  as  cultists  until  (a)  the  osteo- 
pathic concept  is  abandoned  by  the  American 
Osteopathic  Association  and  by  all  of  the 
osteopathic  colleges  and  (6)  the  osteopathic 
profession,  collectively  through  the  American 
Osteopathic  Association,  renounces  all  osteo- 


pathic philosophy,  diagnosis,  and  treatment 
including  manipulation. 

This  resolution  was  studied  carefully  by  the 
committee.  It  was  felt  that  since  the  Ameri- 
can Medical  Association’s  Judicial  Council  has 
already  ruled  on  this  problem,  there  would  be 
no  point  in  submitting  this  resolution  to  the 
A.M.A.  Therefore,  we  recommend  disapproval 
of  resolution  64-18. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  carried . . . 

Dr.  Goldmark:  Resolution  64-24:  This 

resolution  has  been  altered  to  read  as  follows 
and  is  recommended  for  approval: 

Whereas,  The  New  York  State  Board  of 
Education  grants  doctors  of  osteopathy  who 
have  California  M.D.  degrees  the  right  to  use 
this  degree  in  New  York  State;  and 

Whereas,  Doctors  of  osteopathy  are 
required  by  law  to  practice  medicine  and 
surgery  as  doctors  of  osteopathy  and  not  as 
doctors  of  medicine  in  New  York  State; 
and 

Whereas,  This  situation  must  be  clarified 
for  the  public;  and 

Whereas,  This  problem  is  due  to  interpre- 
tation of  this  law  by  the  Education  Depart- 
ment’s legal  counsel;  and 

Whereas,  The  public  has  the  right  to 
know  the  professional  qualifications  of  the 
doctors  treating  them;  and 

Whereas,  there  are  several  test  cases 
pending  before  several  county  medical 
societies;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  oppose  the  recogni- 
tion by  the  Education  Department  of  the 
State  of  New  York  of  a doctor  of  osteo- 
pathy’s M.D.  degree  unless  such  doctor  has 
attended  an  accredited  medical  school  for  a 
minimum  period  of  four  years;  and  be  it 
further 

Resolved,  That  the  matter  of  admission  of 
osteopaths  to  county  and  state  medical 
societies  be  referred  for  further  study  to  an 
ad  hoc  committee. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Edward  Siegel,  M.D.,  Clinton:  In  the 

report  of  the  Reference  Committee  on  Reports 
of  Officers  A,  of  which  I am  chairman,  the  House 
has  already  adopted  the  following:  “.  your 

reference  committee  strongly  recommends  that 
if  legally  practicable,  immediate  legal  action  be 
taken  to  seek  redress  against  these  opinions  [by 
the  State  Education  Department]  and  respect- 
fully requests  the  Council  to  implement  this 
recommendation . ’ ’ 

Dr.  Dorman:  I move  that  this  present  report 
on  the  resolution  be  referred  to  the  Council  to 
integrate  it  with  the  previous  action  taken  by 
the  House  under  Reports  of  Officers  A. 
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Raymond  J.  Byron,  M.D.,  Schenectady:  I 

second  that. 

. . After  discussion,  the  motion  to  refer  the 
report  to  the  Council  was  put  to  a vote  and  was 
carried.  . . 

Dr.  Goldmark:  Resolution  64-32  is  es- 

sentially the  same  as  the  one  we  have  just 
gone  over  and  was  incorporated  in  the  sub- 
stitute resolution,  so  we  did  not  change  the 
wording.  It  takes  up  the  question  of  issuance 
of  M.D.  degrees,  and  so  on.  This  was  incorpo- 
rated in  the  other. 

Section  271  {see  1 30) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Chiropractic 

Dr.  Goldmark:  Resolution  64-34:  The 

committee  discussed  this  resolution  and  felt 
that  the  title  of  the  resolution  itself  was  not 
correct  and  specific  enough  in  its  content.  It  has 
been  rewritten  as  follows: 

Chiropractors  Not  to  be  Designated 
Doctors  in  New  York  State 

Whereas,  The  legal  counsel  to  the  State 
Department  of  Education  initially  ruled  that 
graduates  of  chiropractic  schools  were  not 
entitled  to  the  appellation  of  doctor;  and 
Whereas,  The  State  Education  Depart- 
ment’s legal  counsel  has  reversed  his  ruling 
and  has  issued  a directive  giving  graduates  of 
schools  of  chiropractic  the  right  to  use  the 
title  “Dr.”;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  legal  counsel  to 
the  State  Education  Department  to  abide  by 
his  original  ruling  forbidding  graduates  of 
chiropractic  schools  to  use  the  title  “Dr.” 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . .The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Section  272  {see  117,  158) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  A.M.A.  Delegation 

Dr.  Goldmark:  Two  resolutions  were  sub- 
mitted to  us,  which  are  more  or  less  the  an- 
tithesis of  each  other  and  will  be  considered 
together. 

Resolution  64-21: 

Resolved,  That  all  delegates  from  the 
Medical  Society  of  the  State  of  New  York 
to  the  American  Medical  Association  shall 
follow  the  decisions  of  the  House  of  Delegates 
and  the  Council  at  all  times,  the  only  excep- 
tion to  this  rule  being  when  new  information 
or  change  in  circumstances  is  presented; 
then  by  vote  of  the  delegates  just  before  or 
during  a meeting  of  the  American  Medical 
Association  House  of  Delegates,  the  delega- 
tion may  change  a policy  or  decision  by 
majority  vote  of  the  delegates;  and  be  it 
further 


Resolved,  That  every  delegate  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  be  re- 
quired to  vote  as  the  majority  of  the  delegates 
shall  decide  (in  a true  democratic  way) . 

Resolution  64-63: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  discontinue  the  policy  of 
mandating  and  thereby  dictating  the  action 
of  delegates,  thus  negating  their  use  of  per- 
sonal judgment. 

Your  committee  felt  that  the  delegates  to  the 
A.M.A.  should  be  allowed  to  use  their  own 
judgment  in  representing  the  State  Society. 
It  further  presented  the  view  that  if  the  House 
of  Delegates  felt  that  it  could  be  adequately 
represented  only  by  mandating  its  delegates,  it 
was  high  time  that  other  delegates  be  elected  to 
replace  them.  It  was  further  felt  that,  as  a 
political  expedient,  the  chairman  of  the  delega- 
tion should  have  as  free  a hand  as  possible  in 
matters  that  come  up  for  vote. 

For  this  reason,  your  committee  recommends 
that  resolution  64-21  be  disapproved  and  that 
resolution  64-63  be  approved. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Speaker  Wurzbach:  Is  it  seconded? 

. . . The  motion  was  seconded . . . 

Speaker  Wurzbach:  Is  there  any  discussion? 
Dr.  Wolff:  I am  firmly  in  accord  with  the 
reference  committee’s  recommendation  to  dis- 
approve resolution  64-21.  This  would  involve 
the  invoking  of  a unit  rule,  which  would 
mandate  that  every  delegate  vote  as  he  is 
instructed  by  the  majority.  I would  suggest 
that  this  is  unconstitutional,  that  particularly  in 
a closed  ballot  vote  no  voter  is  obliged  to  reveal 
how  he  votes,  and  he  can  vote  only  on  his  own 
conscience. 

I am  sure  that  if  you  trust  your  delegates 
enough,  you  can  be  assured  that  they  will 
carry  out  your  wishes  without  having  to  show 
their  ballots,  which  would  be  the  only  way  in 
which  this  rule  could  be  enforced.  Gentlemen, 
I submit  this  is  a most  undemocratic  proposition 
and  should  be  voted  down. 

Second,  I am  in  disagreement  with  the  ref- 
erence committee  with  regard  to  64-63.  This 
House  of  Delegates  is  the  ultimate  authority 
in  this  Medical  Society.  You  cannot  by  such 
a resolution  bind  next  year’s  House  nor  even 
this  year’s  House  from  now  on.  This  House  is 
free  at  any  time  to  say  what  its  delegates  shall 
and  shall  not  do.  Ordinarily  mandates  are 
obeyed.  Where  it  is  impractical  for  them  to  be 
obeyed,  the  delegates  may  do  otherwise  and  then 
come  home  and  explain  why  they  have  dis- 
obeyed them.  They  ordinarily  do  so  at  their 
peril.  If  they  don’t  do  as  you  want  them  to, 
you  just  don’t  elect  them  again,  but,  gentlemen, 
this  is  without  any  legal  or  constitutional  basis. 
I suggest  that  both  of  these  be  disapproved 
completely. 

Speaker  Wurzbach:  The  Chair  will  rule 

the  question  will  be  divided.  Both  parts  can 
stand  on  their  own,  and  therefore,  we  will  vote 
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on  them  separately.  Therefore,  we  will  go  to 
resolution  64-21.  Is  there  any  further  dis- 
cussion of  64-21? 

Dr.  d’Angelo:  Mr.  Chairman,  I certainly 

am  very  much  in  accord  with  the  unit  rule. 
The  delegates  get  together  and  decide  what  they 
will  do.  By  all  means  I would  like  to  see  unit 
rule,  but  I don’t  like  that  enforced  by  a 
resolution.  I think  it  is  completely  undemo- 
cratic absolutely  to  force  an  individual  to  do 
that.  When  we  all  get  together,  it  is  very 
nice  that  we  all  do  it,  and  I usually  follow  the 
majority  on  most  occasions,  but  1 think  it  is 
absolutely  wrong  to  mandate  that  a delegate 
must. 

Speaker  Wurzbach:  Is  there  any  further 

discussion?  We  are  on  resolution  64-21. 
The  committee  requests  that  this  be  dis- 
approved. All  those  in  favor  of  the  committee 
report  say  “aye,”  opposed  “no.”  The  com- 
mittee’s report  is  adopted,  and  the  resolution  is 
disapproved. 

Now  we  will  go  on  to  resolution  64-63,  on 
which  the  recommendation  of  the  committee  is 
to  approve.  Is  there  any  further  discussion 
on  64-63?  The  motion  is  for  approval  of  this 
resolution.  All  those  in  favor  of  approval  say 
“aye,”  opposed  “no.”  The  Chair  is  in  doubt. 
There  will  be  a standing  vote. 

Gentlemen,  the  vote  is  so  very  close — 
within  four — that  the  Chair  will  now  read  the 
resolution  and  try  to  explain  to  you  what  the 
vote  would  be. 

The  resolution  states: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  discontinue  the  policy  of 
mandating  and  thereby  dictating  the  action 
of  delegates,  thus  negating  their  use  of 
personal  judgment. 

The  committee  recommends  approval  of  this, 
and  therefore,  if  you  vote  for  approval,  it 
means  that  you  vote  for  a discontinuance  of 
mandate. 

Dr.  Wolff:  But  I submit  this  is  unconsti- 

tutional because  this  would  deprive  the  House 
of  its  right  to  mandate  which  it  has  at  any  time. 
We  cannot  by  fiat  or  resolution  so  deprive  the 
House  of  its  constitutional  rights.  I would  say, 
if  that  will  meet  with  satisfaction,  no  action  be 
taken  on  this  resolution. 

Speaker  Wurzbach:  In  other  words,  if  you 
say  no  action  it  remains  as  it  stands.  All 
right,  the  motion  is  for  no  action. 

. . . The  motion  was  seconded,  and  since  there 
was  no  further  discussion,  it  was  put  to  a vote 
and  was  carried . . . 

Section  273  ( see  164 ) 

Report  of  Reference  Committee  on  Organization 
and  Policies:  Section  on  Medicine 

Dr.  Goldmark:  The  last  resolution  con- 

cerns a Section  on  Medicine,  resolution  64-65: 

Resolved,  That  the  name  of  the  Section  on 
Medicine  be  changed  to  the  Section  on  Inter- 
nal Medicine. 


The  committee  felt  that  this  change  is  one 
for  the  better  and  recommends  approval  of 
this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded . . . 

Speaker  Wurzbach:  Is  there  any  discussion? 

Frank  LaGattuta,  M.D.,  Bronx:  Mr. 

Speaker,  a point  of  information,  does  this 
entail  any  change  in  our  Constitution  and  By- 
laws because  we  are  changing  the  title  of  that 
section? 

Speaker  Wurzbach:  I don’t  think  so. 

Dr.  Goldmark:  The  reference  committee 

was  told  this  does  not  require  any  change  in 
the  Bylaws. 

Thomas  F.  McCarthy,  M.D.,  Assistant 
Treasurer:  I would  request  that  it  be  entered  in 
the  record  as  a ruling  from  the  Chair  that  it 
does  not  so  entail  an  amendment,  not  just  the 
ruling  of  a reference  committee. 

Speaker  Wurzbach:  I will  accept  that.  All 
in  favor  of  the  report  of  the  committee  say 
“aye,”  those  opposed  “no.”  It  is  approved. 

Dr.  Goldmark:  I should  like  to  thank  the 

members  of  my  committee,  particularly  Dr. 
Flanagan,  who  did  such  an  outstanding  piece 
of  work  as  chairman  of  this  committee  last 
year.  I should  also  like  to  thank  the  many 
members  of  this  House  of  Delegates  who  at- 
tended our  deliberations  in  the  reference  com- 
mittee and  gave  us  invaluable  suggestions  and 
advice,  and  last  but  not  least,  our  very  able 
secretary,  Mrs.  Roslyn  Schmetterling,  who 
added  her  many  years  of  experience  to  the 
preparation  of  this  report. 

Mr.  Speaker,  I move  the  adoption  of  this 
report  as  a whole,  as  amended. 

. . .The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Speaker  Wurzbach:  This  morning  you 

referred  a resolution  back  to  the  reference 
committee  for  action.  I now  request  again  that 
the  Bylaws  be  suspended  and  that  this  be 
taken  out  of  the  report  and  presented  at  this 
time.  To  get  this  requires  a two-thirds  vote. 
Those  in  favor  of  suspending  the  Bylaws  for 
this  particular  object  say  “aye,”  opposed  “no.” 
It  is  carried  unanimously.  Dr.  Kershner,  take 
the  podium. 

Reference  Committee  on 
Commission  on  Medical  Services  B 

Section  274  ( see  206) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  City  Hospital  at  Elmhurst, 
Medical  Board 

David  Kershner,  M.D.,  Kings:  The  report 
of  the  reference  committee  right  now  is  on 
resolution  64-78,  which  was  referred  to  your 
committee  for  action.  Your  reference  com- 
mittee recommends  adoption  of  the  following 
substitute  resolution.  I might  say  I am  very 
grateful  and  thankful  for  the  many  men  who 
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appeared  before  the  committee  to  voice  their 
opinion.  They  were  very  helpful. 

Whereas,  Commissioner  of  Hospitals, 
Ray  E.  Trussell,  M.D.,  has  summarily 
placed  “on  indefinite  leave  of  absence”  all 
members  of  the  medical  board  of  the  City 
Hospital  at  Elmhurst  because  of  their 
expressed  opposition  to  one  of  his  policies 
which  directly  affects  them  and  the  patients 
in  their  charge  ; and 

Whereas,  such  a procedure  is  undemo- 
cratic and  dictatorial;  and 

Whereas,  Physicians  of  such  experience 
and  standing  should  have  the  right  to  ex- 
press freely  their  opposition  to  policy  pro- 
mulgated from  above  without  fear  of  punitive 
reprisal;  and 

Whereas,  There  is  substantial  reason  to 
believe  that  the  policy  advocated  by  Dr. 
Trussed  has  inordinately  increased  the  cost  of 
medical  care  of  the  patients  involved  without 
necessardy  improving  its  quality;  now  there- 
fore be  it  hereby 

Resolved,  That  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New 
York  hereby  records  its  abhorrence  of  what  it 
deems  an  unwarranted,  high-handed,  and 
detrimental  action;  and  be  it  further 

Resolved,  That  further,  proper  objective 
methods  should  be  undertaken  to  evaluate  the 


merits  of  the  policy  being  pursued  by  the 
Commissioner  of  Hospitals;  and  be  it  further 
Resolved,  That  this  be  implemented  by 
negotiations  between  the  Mayor  of  the  City 
of  New  York  and  medical  representatives 
approved  by  the  First  District  Branch  of 
the  Medical  Society  of  the  State  of  New 
York;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be 
transmitted  to  the  Commissioner  of  Hospitals, 
the  Mayor  of  the  City  of  New  York,  the 
Board  of  Hospitals,  its  Board  of  Estimate, 
and  its  City  Council  and  such  other  official 
individuals  or  bodies  deemed  to  have  a 
valid  interest  in  this  matter. 

I move  approval  of  this  supplementary 
report,  Mr.  Speaker. 

. . The  motion  was  seconded  and  after  dis- 
cussion it  was  put  to  a vote  and  was  unani- 
mously carried.  . . 

Dr.  Kershner:  Mr.  Speaker,  may  I at  this 
time  thank  my  committee,  and  particularly 
one  who  is  not  a member  of  the  committee, 
Ezra  A.  Wolff,  M.D.,  for  his  help  in  the  drawing 
up  of  this  resolution. 

Speaker  Wurzbach:  Tomorrow  morning  we 
meet  at  9:00  a.m.  In  accordance  with  the 
Constitution,  the  first  order  of  business  is  the 
election  of  officers. 

. . Whereupon  at  5:24  p.m.,  the  meeting 
recessed . . . 


FEBRUARY  13,  1964 


Thursday  Morning  (Closing)  Session 


The  session  convened  at  9:10  a.m. 

Speaker  Wurzbach:  The  House  will  come 
to  order.  Dr.  Delaney,  will  you  report  as  to 
the  number  that  are  registered  this  morning? 

C.  Joseph  Delaney,  M.D.,  New  York: 
Mr.  Speaker,  there  are  223  delegates  registered 
as  of  now. 

Speaker  Wurzbach:  Mr.  Secretary,  is 

there  a quorum? 

Secretary  Willis:  There  is  a quorum 

registered  and  sitting,  Mr.  Speaker. 

Speaker  Wurzbach:  The  House  is  then  in 
order  for  business. 

Section  275 

Appointment  of  Tellers 

Speaker  Wurzbach:  The  first  order  of 

business  is  elections.  A quorum  is  present,  and 
I will  ask  Dr.  Delaney  to  read  the  list  of  the 
tellers. 

Dr.  Delaney:  The  list  of  tellers  is  as 

follows: 

James  A.  Moore,  Albany 
Joseph  P.  Alvich,  Bronx 
Jerome  B.  Flynn,  Bronx 


Jason  K.  Moyer,  Broome 
Garra  L.  Lester,  Chautauqua 
George  F.  Nevin,  Cortland 
Philip  J.  Hust,  Delaware 
Thomas  S.  Bumbalo,  Erie 
Leo  S.  Drexler,  Kings 
Irving  M.  Pallin,  Kings 
Leslie  H.  Tisdall,  Kings 
Charles  R.  Harris,  Monroe 
Jeff  J.  Coletti,  Nassau 
Paul  H.  Sullivan,  Nassau 
Edward  A.  Burkhardt,  New  York 
May  E.  Chinn,  New  York 
Ira  A.  McCown,  New  York 
George  M.  Saypol,  New  York 
Mary  Spalding,  New  York 
Clarke  T.  Case,  Oneida 
Richard  D.  Eberle,  Onondaga 
Philip  M.  Standish,  Ontario 
Kent  W.  Jarvis,  Oswego 
Charles  C.  Mangi,  Queens 
Irving  G.  Frohman,  Queens 
Allen  G.  Gifford,  Rensselaer 
Frederic  D.  Regan,  Richmond 
Melville  G.  Rosen,  Suffolk 
James  M.  Jones,  Westchester 
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Speaker  Wurzbach:  Thank  you,  Dr. 

Delaney. 

There  is  one  thing  that  the  Speaker  must 
present.  You  have  on  your  ballots  mark  for 
12  delegates.  However,  you  will  elect  13 
delegates  and  13  alternates,  because  of  the 
action  that  this  House  took  on  Monday  on  the 
report  of  the  Special  Committee  on  Constitu- 
tion and  Bylaws  where  retired  members  now 
vote  and  hold  office.  That  gives  two  extra 
delegates  to  the  A.M.A.  for  New  York  State, 
so  in  the  group  being  elected  today  you  will 
have  13  names,  not  12,  and  under  nominations 
there  will  have  to  be  at  least  two  other  gentle- 
men nominated  for  this  post. 

Section  276 

Report  of  Nominating  Committee 

Speaker  Wurzbach:  I will  call  on  you.  Dr. 
Wertz,  to  give  the  report  of  the  Nominating 
Committee. 

Carlton  E.  Wertz,  M.D.,  Past- President: 
Mr.  Speaker  and  members  of  the  House,  the 
Nominating  Committee  submits  the  following 
nominations: 

President 

George  A.  Burgin,  Herkimer 
President-Elect 

Waring  Willis,  Westchester 
V ice-  Pres  ident 

John  C.  Brady,  Erie 
Secretary 

Walter  T.  Heldmann,  Richmond 
Assistant  Secretary 

Philip  D.  Allen,  New  York 
Treasurer 

Samuel  Z.  Freedman,  New  York 
Assistant  Treasurer 

Thomas  F.  McCarthy,  Bronx 
Speaker 

Frederick  A.  Wurzbach,  Jr.,  Bronx 
Vice- Speaker 

E.  Dean  Babbage,  Erie 
Councillors  ( four  for  three  years ) 

John  F.  Kelley,  Oneida 
John  C.  McClintock,  Albany 
Clyde  L.  Wilson,  Chautauqua 
Joseph  G.  Zimring,  Nassau 
Trustees  ( two  for  five  years ) 

John  M.  Galbraith,  Nassau 
Leo  E.  Gibson,  Onondaga 
Planning  Committee  Member-at-Large  ( one 
for  two  years) 

Irving  L.  Ershler,  Onondaga 

At  the  time  we  met  there  were  just  12 
delegates  and  12  alternates  to  be  nominated. 
We  have  not  nominated  the  thirteenth  delegate 
and  alternate,  so  we  will  leave  that  to  the 
House. 

Delegates  to  the  A.M.A. 

Philip  D.  Allen,  New  York 
William  T.  Boland,  Chemung 
John  T.  Donovan,  Jr.,  Niagara 
Irving  L.  Ershler,  Onondaga 
Merle  D.  Evans,  Monroe 
Irwin  Felsen,  Allegany 


Henry  I.  Fineberg,  Queens 
John  M.  Galbraith,  Nassau 
Thurman  B.  Givan,  Kings 
Carl  Goldmark,  Jr.,  New  York 
Walter  T.  Heldmann,  Richmond 
John  F.  Kelley,  Oneida 
Joseph  A.  Lane,  Monroe 
Charles  R.  Mathews,  Monroe 
John  C.  McClintock,  Albany 
John  D.  Naples,  Erie 
Arthur  Q.  Penta,  Schenectady 
Solomon  Schussheim,  Kings 
Philip  M.  Standish,  Ontario 
Carlton  E.  Wertz,  Erie 
William  L.  Wheeler,  Jr.,  New  York 
Waring  Willis,  Westchester 
Ezra  A.  Wolff,  Queens 
Frederick  A.  Wurzbach,  Jr.,  Bronx 

Section  277 

Balloting 

. . . The  nominees  for  president-elect,  vice- 
president,  secretary,  assistant  secretary, 
treasurer,  assistant  treasurer,  speaker,  vice- 
speaker, two  trustees  for  five  years,  and  one 
member-at-large  of  the  Planning  Committee 
for  two  years  were  unopposed  and  were  elected 
by  a single  ballot  cast  by  the  secretary  (see 
list  in  Section  276) . . . 

. . . After  nominations  from  the  floor,  the 
nominees  for  election  of  four  councillors  for 
three  years  were  as  follows:  John  F.  Kelley, 

Oneida;  John  C.  McClintock,  Albany;  Walter 
Scott  Walls,  Erie;  Clyde  L.  Wilson,  Chautauqua; 
and  Joseph  G.  Zimring,  Nassau.  . . 

. . . After  nominations  from  the  floor  and 
after  the  withdrawal  of  one  candidate,  the 
nominees  for  election  of  13  delegates  and  13 
alternate  delegates  to  the  A.M.A.  were  as 
follows: 

Philip  D.  Allen,  New  York 
William  T.  Boland,  Chemung 
John  L.  Clowe,  Schenectady 
John  T.  Donovan,  Jr.,  Niagara 
Irving  L.  Ershler,  Onondaga 
Merle  D.  Evans,  Monroe 
Irwin  Felsen,  Allegany 
Henry  I.  Fineberg,  Queens 
John  M.  Galbraith,  Nassau 
Thurman  B.  Givan,  Kings 
Carl  Goldmark,  Jr.,  New  York 
Walter  T.  Heldmann,  Richmond 
John  F.  Kelley,  Oneida 
Joseph  A.  Lane,  Monroe 
Charles  R.  Mathews,  Monroe 
John  C.  McClintock,  Albany 
John  D.  Naples,  Erie 
Arthur  Q.  Penta,  Schenectady 
Solomon  Schussheim,  Kings 
John  L.  Sengstack,  Suffolk 
Edward  Siegel,  Clinton 
Philip  M.  Standish,  Ontario 
Carlton  E.  Wertz,  Erie 
William  L.  Wheeler,  Jr.,  New  York 
Waring  Willis,  Westchester 
Frederick  A.  Wurzbach,  Jr.,  Bronx 
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. . . The  following  members  of  the  House  of 
Delegates  were  called  on  to  cast  their  ballots: 


Columbia  ( 1 ) 

Edward  P.  Ginouves 


Officers,  Councillors,  Trustees 


William  L.  Wheeler,  Jr. 
George  A.  Burgin 
Maurice  J.  Dattelbaum 
Waring  Willis 
Walter  T.  Heldmann 
Samuel  Z.  Freedman 
Thomas  F.  McCarthy 
Frederick  A.  Wurzbach, 
Jr. 

E.  Dean  Babbage 
Leo  E.  Gibson 
Walter  Scott  Walls 
John  F.  Kelley 
John  C.  McClintock 

Joseph 

Past- Presidents 


Joseph  G.  Zimring 
James  M.  Blake 
William  T.  Boland 
Charles  M.  Brane 
George  J.  Lawrence,  Jr. 
George  Himler 
Edward  C.  Hughes 
Joseph  J.  Kaufman 
Solomon  Schussheim 
John  M.  Galbraith 
Norman  S.  Moore 
Renato  J.  Azzari 
Thurman  B.  Givan 
Gerald  D.  Dorman 
A.  Lane 


Orrin  Sage  Wightman 
Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Herbert  H.  Bauckus 

Henry 


Carlton  E.  Wertz 
Edward  T.  Wentworth 
Andrew  A.  Eggston 
James  Greenough 
I.  Fine  berg 


Commissioner,  New  York  State  Department 
of  Health 


Hollis  S.  Ingraham 


District  Delegates 

Albert  M.  Biglan 
Vincent  I.  Bonafede 
Frank  E.  Ciancimino 
William  L.  Dorr 


Julius  Gelber 
Norman  C.  Lyster 
Joseph  F.  Shanaphy 
Lee  R.  Tompkins 


Clyde  L.  Wilson 


Section  Delegates 

Marvin  L.  Amdur 
Lawrence  Ames 
John  J.  Clemmer 
E.  Craig  Coats 
John  F.  Daly 
Donald  G.  Dickson 
James  I.  Farrell 
Aaron  Feder 
Henry  Fleck 

Constantine  D.  Generales 
Samuel  Karelitz 


Herbert  Lansky 
Frederick  Lee  Liebolt 
Arthur  M.  Meisel 
Robert  S.  Millen 
Royal  M.  Montgomery 
Arthur  Q.  Penta 
Francis  F.  Ruzicka,  Jr. 
Maury  D.  Sanger 
I.  Richard  Schwartz 
Victor  J.  Tofany 
Charles  E.  Wiles 


Delegates  from  Component  County  Societies 


Albany  (4) 

H.  John  Mellen 
James  A.  Moore 
Joseph  J.  Russo 
Francis  A.  Stephens 

Allegany  ( 1 ) 

Irwin  Felsen 

Bronx  ( 12 ) 

Carl  R.  Ackerman 
Joseph  P.  Alvich 
Herbert  G.  Cohen 
Jerome  B.  Flynn 
Leonard  L.  Heimoff 
George  A.  Howley 
Frank  LaGattuta 
Samuel  Leo 
Samuel  Lieberman 
Francis  J.  Loperfido 
Isidore  Sternlieb 
Samuel  Wagreich 


Broome  (3) 

George  C.  Hamilton 
John  A.  Kalb 
Jason  K.  Moyer 

Cattaraugus  (I) 

James  F.  Durkin 
Cayuga  ( 1 ) 

Bernard  J.  Hartnett 
Chautauqua  (2) 

Herbert  A.  Laughlin 
Garra  L.  Lester 

Chemung  ( 2 ) 

R.  Scott  Howland 
Swen  L.  Larson 

Chenango  ( 1 ) 

Thomas  M.  Flanagan 
Clinton  ( 1 ) 

Edward  Siegel 


Cortland  (I) 

George  F.  Nevin 
Delaware  (I) 

Philip  J.  Hust 
Dutchess  (3) 

Francis  J.  McMahon 
John  F.  Rogers 
George  T.  C.  Way 

Erie  (3) 

Antonio  F.  Bellanca 
John  C.  Brady 
Thomas  S.  Bumbalo 
Max  Cheplove 
Kenneth  H.  Eckhert 
Eugene  J.  Hanavan 
John  D.  Naples 
Walter  T.  Zimdahl 

Essex  ( 1 ) 

Oscar  Greene 
Franklin  ( 1 ) 

Alfred  A.  Hartmann 
Fulton  (I) 

Armand  J.  D’Errico 
Genesee  ( 1 ) 

Alfred  L.  George 
Greene  ( 1 ) 

Edwin  G.  Mulbury 
Herkimer  ( 1 ) 

Harold  T.  Golden 
Jefferson  ( 1 ) 

Arnold  John  Lee 
Kings  (22) 

George  E.  Anderson 
Louis  Berger 
Matthew  Brody 
Ernest  Buff  one 
Leo  S.  Drexler 
John  J.  Flynn 
David  Kershner 
Warren  A.  Lapp 
George  Liberman 
Harry  S.  Lichtman 
A.  W.  M.  Marino,  Jr. 
John  G.  Masterson 
Charles  F.  McCarty 
Irving  M.  Pallin 
Louis  Pellman 
Earl  L.  Peterson 
Benjamin  J.  Rosenthal 
Philip  Scoppa 
Milton  B.  Spiegel 
Julius  E.  Stolfi 
Vincent  J.  Tesoriero 
Leslie  H.  Tisdall 

Lewis  ( 1 ) 

Lewis  A.  Steinhilber 

Livingston  ( 1 ) 

Melville  A.  Hare 

Madison  ( 1 ) 

Felix  Ottaviano 
Monroe  (6) 

Hobart  L.  Boyd 


Charles  R.  Harris 
A.  Gordon  Ide 
Charles  R.  Mathews 
John  D.  States 
James  M.  Stewart 

Montgomery  ( 1 ) 

Roman  R.  Violyn 

Nassau  (9) 

Jeff  J.  Coletti 
Ralph  S.  Emerson 
Leo  T.  Flood 
Abraham  W.  Freireich 
E.  Kenneth  Horton 
Edward  J.  Kelly 
Robert  Park,  Jr. 
Reginald  R.  Steen 
Paul  H.  Sullivan 

New  York  (25) 

Philip  D.  Allen 
W.  P.  Anderton 
Edward  A.  Burkhardt 
May  E.  Chinn 
John  M.  Cotton 
C.  Joseph  Delaney 
James  H.  Ewing 
Walter  L.  Freedman 
Carl  Goldmark,  Jr. 
Stanley  H.  Greenwald 
Keith  O.  Guthrie,  Jr. 
Milton  Helpern 
Thomas  K.  Lammert 
Julia  V.  Lichtenstein 
David  Lyall 
Ira  A.  McCown 
George  W.  Melcher,  Jr 
Bernard  J.  Pisani 
William  B.  Rawls 
Guy  F.  Robbins 
Theodore  Rosenthal 
George  M.  Saypol 
Albert  M.  Schwartz 
Mary  Spalding 
Maus  W.  Stearns,  Jr. 

Niagara  (2) 

Joseph  D’Errico 
H.  B.  Fitz-Gerald 

Oneida  (3) 

Milton  Dorfman 
Irving  Cramer 
Anthony  G.  Jarosewicz 

Onondaga  (5) 

Robert  J.  Collins 
Richard  D.  Eberle 
Irving  L.  Ershler 
Charles  A.  Gwynn 
Robert  F.  McMahon 

Ontario  (2) 

Robert  M.  Price 
Philip  M.  Standish 

Orange  (3) 

Allen  H.  Keniston 
William  S.  Montgomery 
John  D.  VanZandt 

Orleans  (1) 

Kenneth  J.  Clark 

Oswego  (1) 

Kent  W.  Jarvis 

Otsego  (1) 

John  W.  Latcher 
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Putnam  ( 1 ) 

Garrett  W.  Vink 

Queens  ( 13 ) 

Alfred  A.  Angrist 
Thomas  M.  d’ Angelo 
Albert  H.  Douglas 
Harry  H.  Epstein 
Frank  W.  Farrell 
Irving  G.  Frohman 
Peter  V.  Gugliuzza 
Jerome  L.  Leon 
John  Edward  Lowry 
Charles  C.  Mangi 
Kurt  Rosenberg 
Tobias  M.  Watson 
Ezra  A.  Wolff 

Rensselaer  ( 3 ) 

Allen  G.  Gifford 
John  J.  Noonan 

Richmond  (3) 

Albert  B.  Accettola 
Frederic  D.  Regan 
Robert  E.  Wolkwitz 

Rockland  ( 3 ) 

James  A.  Dingman 
Michael  P.  Lefkowitz 
Herbert  L.  Sperling 

St.  Lawrence  (J) 

William  R.  Carson 

Saratoga  (J) 

William  H.  Moore 

Schenectady  (3) 

Raymond  J.  Byron 
John  L.  Clowe 
Philip  Parillo 

Schoharie  (J) 

John  H.  Wadsworth 

Schuyler  ( 1 ) 

Fritz  Landsberg 


Seneca  ( 1 ) 

David  L.  Koch 
Steuben  (3) 

Thomas  S.  Cotton 
Milton  Tully 

Suffolk  (5) 

Daniel  Friedman 
Milton  Gordon 
Andrew  W.  Lawrence 
Melville  G.  Rosen 
John  L.  Sengstack 

Sullivan  ( 1 ) 

Sirkka  E.  Vuornos 
Tioga  ( 1 ) 

John  H.  Jakes 
Tompkins  ( 1 ) 

C.  Stewart  Wallace 
Ulster  (3) 

Eugene  F.  Galvin 
Edward  F.  Shea 

Warren  ( 1 ) 

Morris  Maslon 
Washington  ( 1 ) 

Milton  J.  Greenberg 
Wayne  ( 1 ) 

James  L.  Davis 
Westchester  (3) 

Arthur  H.  Diedrick 
John  N.  Dill 
Harold  J.  Dunlap 
James  Q.  Haralambie 
Robert  E.  Healy 
Reid  R.  Heffner 
James  M.  Jones 
Wallace  M.  Sheridan 

Wyoming  ( 1 ) 

Willard  J.  Chapin 
Yates  ( 1 ) 

John  A.  Hatch 


Speaker  Wurzbach:  This  completes  the 

list.  I now  declare  the  ballot  box  closed. 

Section  278  ( see  94,  1 78) 

Introduction  of  Guest 

Speaker  Wurzbach:  At  this  time  I am 

goint  to  ask  Dr.  Givan  to  present  the  last  of 
our  neighboring  state  representatives,  Dr. 
Ever  Curtis,  councillor  from  the  Massachusetts 
Medical  Society. 

. . . Thurman  B.  Givan,  M.D.,  escorted 
Ever  Curtis,  M.D.,  to  the  rostrum  amid 
applause,  whereupon  Dr.  Curtis  addressed  the 
House.  . . 


Section  279 

International  Astronautical 
Federation  Programs 

Speaker  Wurzbach:  Dr.  Generates,  Section 
Delegate  on  Space  Medicine,  has  ask  to  be 
given  the  floor. 

Constantine  D.  J.  Generales,  M.D.,  Section 
Delegate:  I want  to  show  appreciation  for  the 


decision  of  the  Council  at  its  last  meeting  that 
the  Medical  Society  of  the  State  of  New  York 
should  apply  for  membership  in  the  Inter- 
national Astronautical  Federation,  which  com- 
prises to  date  41  member  societies  representing 
35  nations. 

If  our  application  is  accepted  at  the  meeting 
September  7 to  12,  1964,  in  Warsaw,  Poland,  as 
I expect  it  to  be,  this  will  entitle  any  member 
of  the  Medical  Society  of  the  State  of  New 
York  to  present  a paper  dealing  with  some 
aspect  of  biomedicine,  or  bioastronautics,  or 
space  medicine,  if  you  will.  In  other  words,  we 
have  here  through  our  Society  the  first  com- 
plete medical  unit  of  41  members  where  the 
United  States  can  stand  up  on  its  own  feet 
and  state  to  the  entire  world  that  medicine  has 
something  to  say  as  far  as  the  exploitation  of 
space  goes.  Thank  you! 

Section  280 

Election  of  Life  Members 

Speaker  Wurzbach:  The  Chair  now  will 

accept  a motion  to  adopt  the  list  of  life  members 
that  has  been  distributed. 

John  C.  McClintock,  M.D.,  Councillor: 
I so  move. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously  carried, 
the  list  referred  to  being  as  follows: 

Adie,  George  C.,  St.  Augustine,  Florida 
Ahouse,  John  Bernard,  Yonkers 
Alpert,  Erwin  W.,  New  York  City 
Anesh,  Abraham  H.,  New  York  City 
Angevine,  Robert  Winsper,  Rochester 
Augenblick,  Israel,  East  Islip 
Ayer,  Vernon  Alexander,  New  York  City 
Ayling,  William  Elmer,  Syracuse 
Balbus,  Richard  Rothschild,  New  York  City 
Bamberger,  Arthur,  New  York  City 
Beckhard,  Erwin,  Elmhurst 
Bernstein,  Eugene  T.,  New  York  City 
Berry,  Frank  Brown,  New  York  City 
Biloon,  Sol,  New  York  City 
Black,  Neil  Douglas,  Syracuse 
Blanton,  Smiley,  New  York  City 
Blumenfeld,  Louis,  Brooklyn 
Bolt,  William,  New  York  City 
Bourke,  Victor  G.,  Livingston  Manor 
Braun,  Paul  George,  Jamaica 
Brockbank,  Thomas  William,  Scarsdale 
Browne,  George  Vincent,  Scarsdale 
Brunn,  Fritz,  Lugano,  Switzerland 
Calvelli,  Alfred  Franklin,  Lawrence 
Cheesman,  Glee  Warner,  North  Hornell 
Church,  Cyril  Klock,  New  York 
Cochran,  Albert  Harris,  Jr.,  White  Plains 
Cohen,  Morris,  Bronx 
Cohen,  Samuel  Adams,  New  York  City 
Cohn,  Franz  S.,  New  York  City 
Colangelo,  Franco,  New  York  City 
Collins,  Harold  J.,  Brockport 
Colp,  Ralph,  New  York  City 
Cooper,  Solomon,  Yorktown  Heights 
Cortese,  Emanuel  A.,  Niagara  Falls 
Coyne,  Edwin  C.,  Yonkers 
Daley,  Alton  Brooks,  Athens 
Dallos,  Arthur,  New  York  City 
Dansky,  Max  Myron,  Brooklyn 
Dattelbaum,  Maurice  J.,  Brooklyn 
De  Sanctis,  Adolph  George,  New  York  City 
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Desnoes,  Percy  Harold,  Mt.  Vernon 

Diamand,  Manfred,  Bronx 

Dickinson,  Arthur  Maultby,  Albany 

Dickson,  James  Alan,  Amsterdam 

Dillemuth,  Frederick  Joseph  John,  Bronx 

Donaldson,  Blake  F.,  New  York  City 

Du  Bois,  John  Coert,  New  York  City 

Eaton,  Earl  Leo,  Williamsville 

Eglee,  Edward  Percy,  New  York  City 

Emerson,  Adolph  H.,  Brooklyn 

Epstein,  Harry,  Bronx 

Evans,  John  Hinman,  Keeseville 

Falkson,  Frederick,  Walden 

Fath,  Ludwig  Joseph,  Staten  Island 

Feldman,  Benjamin,  Brooklyn 

Fess,  Raymond  Cornelius,  Jamestown 

Finkelstein,  Charles,  Yonkers 

Fischer,  Urban  Andrew,  Buffalo 

Fitzgerald,  Albion  James,  New  York  City 

Flagg,  Paluel  Joseph,  New  York  City 

Flanagan,  William  Joseph,  Richmond  Hill 

Foldes,  Eugene,  New  York  City 

Foster,  E.  Carlton,  Penn  Yan 

Framer,  Abraham  Louis,  Brooklyn 

Fraser,  William  Anthony,  New  York  City 

Freedman,  Joseph,  Lakeland,  Florida 

Freeland,  Edward  McKenzie,  New  York  City 

Freund,  Otto,  St.  Albans 

Friedenreich,  Irving,  Bronx 

Frimel,  Herman  S.,  Bronx 

Fuchs,  Louis  G.,  Buffalo 

Gibb,  Stewart  Hilson,  Rochester 

Gladstone,  Ernest,  Miami  Beach,  Florida 

Glucksman,  Fred,  Bronx 

Glushak,  Leopold,  New  York  City 

Goldberger,  Morris  Aaron,  New  York  City 

Goldring,  Morris,  New  York  City 

Goldschmidt,  Max,  New  York  City 

Gottlieb,  Leo,  Brooklyn 

Grinstein,  Mark  L.,  Buffalo 

Grozin,  Maurice,  Flushing 

Hahn,  Leo  J.,  New  York  City 

Harkavy,  Joseph,  New  York  City 

Hayes,  John  N.,  Saranac  Lake 

Hayner,  John  Clifford,  Bronx 

Hedden,  Harold  R.,  New  York  City 

Hess,  Alfred  J.,  New  York  City 

Hoffmann,  Rudolf  Franz,  New  York  City 

Hofmeister,  Otto  T.,  Jamaica 

Holcomb,  Frederic  William,  Sr.,  Kingston 

Hollo,  Julius,  New  York  City 

Howard,  J.  Campbell,  New  York  City 

Huebschwerlen,  Arthur  S.,  Kenmore 

Hun,  Henry  Hand,  Albany 

Hutner,  Sydney,  Brooklyn 

Hyams,  Mortimer  N.,  New  York  City 

Iserlis,  Hilda  Malie,  Bronx 

Isserlis,  Felix,  Bronx 

Jacobs,  Harry,  Hurley ville 

Jaffe,  Morris,  New  York  City 

Janes,  Martin  Lewis,  New  York  City 

Jewett,  Charles  Harvey,  Canandaigua 

Jones,  Adna  Sawyer,  Dundee 

Kanauka,  Vincas,  Brooklyn 

Kaufman,  Philip  Martin,  Brooklyn 

Kazmierczak,  Mary  J.,  Buffalo 

Kelley,  Samuel  Farrar,  New  York  City 

Kelman,  Sarah  R.,  New  York  City 

Kerby,  Ernest  Francis.  Larchmont 

Kleefeld,  Georges,  New  York  City 

Klein,  Emil,  Bronx 

Kliger,  Max,  Bronx 

Klinger,  George,  New  York  City 

Knighton,  Willis  Sackett,  Chappaqua 

Kober,  William  Henry,  Lima 

Konstam,  Henry  J.,  Bronx 

June 


Koppen,  Arthur,  Bronx 
Krauss,  Max,  New  York  City 
Krynski,  Abraham,  Sea  Cliff 
Kutisker,  Meyer  J.,  New  York  City 
Langworthy,  Virginia,  Scarsdale 
Lavalle,  Peter,  New  York  City 
Leffmann,  Hilde,  Rochester 
Levi,  Julius  Walter,  New  York  City 
Linder,  Christopher  Ulrich,  Spring  Valley 
Lo  Cascio,  Anthony,  New  York  City 
Lopez,  Louis  V.,  Canandaigua 
Lordi,  George  Hector,  Brooklyn* 

Lowenthal,  Maximillian,  Bronx 

Ludwig,  Howard  John,  Buffalo 

Lynch,  James  A.,  Bronx 

MacFee,  William  Frank,  New  York  City 

Maciejewski,  Ambrose  Augustine,  Buffalo 

Man,  Mary  Marshall,  Sharpes,  Florida 

Mandelbaum,  Richard  A.,  Yonkers 

Marcus,  Else  Theresa,  Staten  Island 

Margolius,  Benjamin  Joseph,  Bronx 

Maslow,  Herman  L.,  Miami  Beach,  Florida 

Mather,  Fred,  Brooklyn 

McKeever,  John  Williams,  Balmville 

Mercer,  Everett  Thomas,  Buffalo 

Messing,  John,  Brooklyn 

Meyer,  Max,  New  York  City 

Meylackson,  Saul  Lawrence,  New  York  City 

Minkin,  Judah,  Putnam  Valley 

Moreno,  Jacob  L.,  New  York  City 

Moskowitz,  Samuel  N.,  Brooklyn 

Murphy,  Charles  Connor,  Bay  Shore 

Myers,  John  Tennyson,  New  York  City 

Nash,  C.  Stewart,  Rochester 

Nauman,  Max,  Forest  Hills 

Nelson,  Hilding  A.,  Bemus  Point 

Newman,  David  A.,  Bronx 

Nicolson,  Gertrude  H.  Brown,  New  York  City 

Noyes,  Harold  Greeley,  New  York  City 

Oberkircher,  Oscar  J.,  Buffalo 

Oppermann,  George  M.,  St.  Petersburg,  Florida 

Paleg,  Samuel,  Bronx 

Pardee,  Harold  Ensign  Bennett,  New  York  City 

Parker,  J.  Merrel,  Rochester 

Pennisi,  Vincenzo  R.,  Jamaica 

Persons,  Alfred  Otis,  Lexington 

Peshkin,  M.  Murray,  New  York  City 

Pitman,  Louis  K.,  Bayside 

Pohlmann,  Harry  F.,  Middletown 

Pollara-Ferrauto,  Maria,  Brooklyn 

Prausnitz,  Fred  Ferdinand,  Larchmont 

Quiton,  Lucien,  Bronx 

Radin,  Louis  H.,  Brooklyn 

Ralston,  Florence  V.,  Bronx 

Ramm,  Scholom,  Brooklyn 

Ramsey,  George  Harold,  Rochester 

Rapp,  Menny,  New  York  City 

Reed,  Charles  Bailey,  Newburgh 

Reid,  Ralph  David,  Schenectady 

Richman,  Alfred  A.,  New  York  City 

Ridgway,  James  Edgar,  Bronx 

Ritter,  J.  Sydney,  New  York  City 

Roman,  Rebecca  T.,  Kew  Gardens 

Rosenbaum,  Rudolf,  Bronx 

Rothschild,  Leonard,  New  York  City 

Rothschild,  Robert  M.,  Riverdale 

Sabin,  Fred  C.,  Little  Falls 

Sacks,  Philip,  Bronx 

Scheduler,  Sidney  Harry,  New  York  City 
Scher,  Maxwell,  Brooklyn 
Schleussner,  Robert  C.,  New  York  City 
Schwartz,  Louis,  New  York  City 
Scobey,  Ralph  Roy,  Syracuse 
Secondari,  Epaminonda,  New  York  City 
Shanahan,  Thomas  H.,  Lakewood 

* Retroactive  to  May  16,  1963. 
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Shapiro,  Louis  Lawrence,  New  York  City 

Shapiro,  Shepard,  New  York  City 

Sheffield,  Charles  Jerome,  Larchmont 

Sheldon,  Paul  Benedict,  New  York  City 

Shevell,  Yetta,  Otisville 

Shlimbaum,  Sol,  Bay  Shore 

Shulsky,  B.  Lillian,  Brooklyn 

Silber,  Mauryey,  Jamaica 

Silverman,  A.  Clement,  Syracuse 

Simon,  Grete,  New  York  City 

Slater,  Solomon  Richard,  Brooklyn 

Smith,  Arthur  John,  Buffalo 

Smith,  Norman,  Brooklyn 

Soley,  Max,  New  York  City 

Steinhardt,  Bianca,  New  York  City 

Stelle,  Ruth  Stone,  Albany 

Stillman,  Irwin  Maxwell,  Brooklyn 

Stoop,  Harry,  Queens  Village 

Stutzel,  Martha  Rose,  Bronx 

Suchoff,  Louis  Milton,  New  York  City 

Sullivan,  Willis  Edmund,  Chester 

Szamek,  Leo  Michael,  Copiague 

Teperson,  Hyman  Irving,  Brooklyn 

Terrance,  Joseph  Gerard,  Brooklyn 

Thompson,  Myron  A.,  Buffalo 

Thomson,  Annis  Eveleen,  Yonkers 

Thomson,  Mary  Marjory,  New  York  City 

Tobin,  Thomas  J.,  New  York  City 

Ullman,  Robert  L.,  Rome 

Ell  man,  Walther  Hans,  New  York  City 

Van  Auken,  William  B.  D.,  Houston,  Texas* 

Van  Etten,  Royal  Cornelius,  New  York  City 
Van  Volkenburgh,  Vivian  Arthur,  Delmar 
Wagner,  Lewis  Clark,  New  York  City 
Walker,  Helen  Gertrude,  Williamsville 
Walker,  William  Allen,  Geneva 
Wallach,  Kaufman,  New  York  City 
Washburn,  Newell  Raymond,  Endicott 
Webster,  Elmer  Stanley,  Friendship 
Webster,  Jerome  Pierce,  New  York  City 
Weil,  Paul  Leon,  Ridgewood 
Weiner,  William,  Hempstead 
Weingart,  Abraham  Joseph,  Brooklyn 
Wender,  Louis,  New  York  City 
Wilson,  Florence,  Garden  City 
Wolf,  Jonas  Walter,  Carmel,  California 
Wolfe,  Samuel  A.,  Miami  Beach,  Florida 
Yellen,  Hiram  Samuel,  Buffalo 

Ziegler,  Charlotte  Wolpe,  Pully-Lausanne,  Switzer- 
land 


Section  281 

Resolutions  of  Thanks 

Speaker  Wurzbach:  There  are  amenities 

which  we  always  have,  and  we  will  now  continue 
with  them. 

President  Wheeler:  Mr.  Speaker  and  mem- 
bers of  the  House,  it  is  my  pleasure  to  ask  you 
for  a vote  of  commendation  for  our  staff,  who 
have  been  slaving  so  hard  in  what  we  call  the 
work  room,  who  have  typed  these  many  com- 
munications which  have  been  set  before  you, 
and  who  worked  from  early  morning  to  early 
morning  literally.  I think  a vote  of  thanks  is  in 
order,  and  I so  move,  Mr.  Speaker. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Charles  M.  Brane,  M.D.,  Westchester: 
Mr.  Speaker  and  members  of  the  House,  I 

* Retroactive  to  May  17,  1962. 


would  like  to  move  that  we  extend  our  sincere 
thanks  and  compliments  to  the  members  of  the 
hotel  staff  for  the  service,  extreme  courtesy, 
and  work  that  they  have  extended  on  behalf 
of  this  House. 

Speaker  Wurzbach:  Thank  you,  sir.  We 
won’t  go  through  the  motions  of  adoption.  I 
think  these  are  all  well  considered. 

John  M.  Galbraith,  M.D.,  Trustee : I 

would  like  very  much  to  give  thanks  to  our 
stenotypist,  Mrs.  Augusta  Grimm,  who  has 
kept  us  straight  during  this  House. 

Speaker  Wurzbach:  I think  that  is  most 

important,  and  we  concur  in  that  statement. 

Leo  E.  Gibson,  M.D.,  Trustee:  I would 

like  to  ask  this  House  for  a vote  of  appreciation 
and  commendation  to  the  kind  lady  who  has 
served  not  only  the  House  but  the  Medical 
Society  of  the  State  of  New  York  long  and 
faithfully,  Miss  Doris  K.  Dougherty. 

Norman  S.  Moore,  M.D.,  Trustee:  I 

would  like  to  move  this  House  give  a vote  to 
Miss  Alvina  Rich  Lewis  for  her  editorial 
assistance  to  members  during  this  current 
House  of  Delegates. 

Carlton  E.  Wertz,  M.D.,  Past- President: 
Among  the  many  thanks  which  this  House 
should  give  is  one  to  Mollie  Pessikofif,  in  charge 
of  the  scientific  program.  1 so  move. 

Thurman  B.  Givan,  M.D.,  Trustee:  Mr. 

Speaker  and  members  of  the  House,  we  owe 
especial  thanks  to  Leonard  L.  Heimoff,  M.D., 
chairman  of  the  Dinner  Subcommittee,  and 
his  members  for  a job  well  done  last  night. 

Samuel  Z.  Freedman,  M.D.,  Treasurer: 
Mr.  Speaker  and  members  of  the  House,  I 
think  we  owe  a debt  of  gratitude  to  the  office 
staff  for  helping  in  organizing  and  running  this 
Convention  in  the  manner  they  did,  so  it  was 
a very  great  help. 

George  Himler,  M.D.,  Councillor:  Mr. 

Speaker  and  delegates,  I think  we  should 
express  our  appreciation  to  the  members  of  the 
press  room  staff.  As  I have  reason  to  know, 
this  was  an  unusually  busy  session  for  them,  and 
I think  everything  went  very  smoothly  indeed. 

Renato  J.  Azzari,  M.D.,  Trustee:  Mr. 

Speaker  and  members  of  the  House,  I should 
like  at  this  time  to  express  the  thanks  of  this 
House  for  the  excellent  display  and  advertising 
that  has  been  done  by  Mr.  C.  L.  Baldwin. 

John  C.  McClintock,  M.D.,  Councillor: 
Mr.  Speaker,  I would  like  to  have  this  House 
express  its  approval  and  appreciation  to  Preston 
Robert  Tish,  president  of  Loewe’s  Hotels,  for 
the  excellent  work  that  the  Americana  of 
New  York  has  done  in  making  our  meeting  a 
success. 

In  addition,  Mr.  Speaker,  I have  another 
matter.  One  of  my  colleagues  from  our 
district  I have  just  learned  is  now  serving  his 
fortieth  year  as  a member  of  this  House  of 
Delegates,  Morris  Maslon,  from  Warren  County. 

Speaker  Wurzbach:  Thank  you.  Doctor, 

will  you  please  escort  Dr.  Maslon  up  to  the 
dais  after  we  finish  this  little  part  of  the  agenda. 

Dr.  Generales:  I wish  to  take  the  final 

opportunity  to  express  my  sincere  thanks  to 
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the  Council  and  to  this  House  for  the  wisdom 
and  foresight  for  practically  every  member 
that  supported  the  concept  of  space  medicine. 

Gerald  D.  Dorman,  M.D.,  Trustee:  Mr. 

Speaker,  this  next  man  for  whom  I would  like 
thanks  I wish  to  have  thought  of  not  as  a 
member  of  this  House,  not  as  a past-president, 
not  as  a leader  of  the  delegation  to  the  A.M.A. 
These  things  are  sort  of  side  issues  with  him. 
I should  like  to  have  this  House  express  its 
appreciation  and  thanks  not  to  the  man  who 
was  toastmaster  last  night  but  to  the  executive 
vice-president,  Dr.  Henry  I.  Fineberg,  for  the 
outstanding  job  he  has  done  throughout  the 
year  that  has  made  this  organization  run 
smoothly  and  has  gotten  the  support  and  wdlling 
cooperation  of  the  people  that  are  under  him. 
I want  to  especially  have  this  House  express 
then'  appreciation  to  Henry  Fineberg. 

. . . The  House  arose  and  applauded.  . . 

Vice-President  Dattelbaum:  I want  to 

ask  the  members  of  this  House  to  remember 
when  they  get  home  the  tremendous  work  that 
was  done  by  our  Speaker  and  our  Vice-Speaker. 
After  many  years  in  the  House,  and  after 
listening  to  so  many  speakers  and  vice-speakers, 
I want  to  pay  this  tribute.  I believe  the  mem- 
bers of  the  House  will  also  agree  with  me  and 
pay  tribute  to  the  excellent  work  done  by  our 
Speaker  and  Vice-Speaker.  Not  only  have 
they  worked  all  year  to  prepare  for  this  meeting, 
but  they  have  done  lots  of  things  which  you 
don’t  ever  hear  about  or  even  see,  and  as  they 
go  along  with  their  work,  I only  wish  that  God 
will  bless  them  and  that  the  members  of  the 
House  will  remember  that  the  jobs  of  speaker 
and  vice-speaker  are  tough  ones.  Thank  you. 

Philip  D.  Allen,  M.D.,  New  York:  While 
thanks  are  going  about,  I would  like  to  move 
that  the  House  of  Delegates  extend  their 
thanks  to  Bernard  J.  Pisani,  M.D.,  who  has 
done  such  a tremendous  job  with  all  of  the 
scientific  programs  and  exhibits,  which  entails  a 
tremendous  amount  of  work.  As  usual,  he 
goes  about  it  in  his  quiet  way  and  does  a good 
job. 

Speaker  Wurzbach:  I want  to  thank 

the  speakers  for  then'  kind  wishes,  and  I 
believe  I can  speak  for  all  that  it  has  been  a 
pleasure  to  serve  this  House. 

Now  there  is  a young  fellow  that  I would 
like  to  have  say  a couple  of  words  to  this 
House  after  being  a member  of  it  for  forty 
years. 

Section  282 

Remarks  by  Morris  Maslon,  M.D. 

Morris  Maslon,  M.D.,  Warren:  This  is 

an  unexpected  pleasure.  I want  to  thank  you 
all  for  allowing  me  to  come  here  so  many  times. 
It  has  been  a pleasure  to  sit  here  and  listen  to 
you.  I have  seen  the  changes  that  have  taken 
place.  I recognize  very  few  of  the  gentlemen 
that  I used  to  meet  here  and  used  to  know. 
You  know  that  this  room,  figuratively  speaking, 
is  full  of  ghosts.  I want  to  thank  you  again 
for  allowing  me  to  be  here.  I hope  to  see  you 


again  next  year.  God  bless  you  all.  Thank 
you  very  much. 

. . . The  House  arose  and  applauded.  . . 

Speaker  Wurzbach:  Gentlemen,  there  is 

another  member  of  this  House  that  I am  going 
to  ask  to  come  forward  and  say  a few  words  to 
the  House.  This  is  the  last  official  time  for  him 
in  the  House.  You  all  know  him,  you  all  think 
a great  deal  of  him,  and  I want  him  to  come  up 
and  say  a few  words  at  this,  his  last  meeting  of 
the  House  of  Delegates. 

Section  283 

Remarks  by  Maurice  J.  Dattelbaum,  M.D. 

Vice-President  Dattelbaum:  Mr.  Speaker 
and  members  of  the  House  of  Delegates,  when 
I was  young,  I was  made  a delegate  from  the 
County  of  Kings.  In  those  days — and  Dr. 
Maslon  spoke  about  some  of  the  ghosts — we 
had  such  stalwarts  as  John  Masterson  (I  have 
to  mention  these  names),  Tom  Brennan,  and 
Thomas  McGoldrick,  among  others. 

I have  learned  a whole  lot,  not  only  as  a 
member  of  the  House  of  Delegates,  but  from 
other  places.  I have  learned  to  love  people,  and 
I think  that  is  the  greatest  virtue  in  life:  just 
to  love  your  fellow  man. 

I want  to  thank  you.  I could  go  on  and  talk 
and  reminisce  for  a long  time,  but  time  is 
going  on,  and  wre  have  other  work  to  do.  Let 
me  thank  you  personally  for  all  of  your  kind- 
ness and  for  everything  you  have  done  for  me. 

. . . The  House  arose  and  applauded.  . . 


Reference  Committee  on 
Commission  on  Medical  Services  A 

Section  284  {see  15,  80) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Economics 

Albert  L.  George,  M.D.,  Genesee:  Mr. 

Vice-Speaker,  this  is  the  report  of  your 
Reference  Committee  on  Commission  on  Medi- 
cal Services  A. 

First,  on  the  published  reports,  the  Economics 
Committee,  under  the  chairmanship  of  G. 
Rehmi  Denton,  M.D.,  continues  to  encounter 
difficulties  in  their  efforts  to  complete  a relative 
value  study  as  directed  by  the  1962  House  of 
Delegates.  A review  of  the  current  status  of 
the  Economics  Committee’s  efforts  to  establish 
a relative  value  scale  indicates  that  there  are 
still  a number  of  counties  who  have  not 
returned  the  material  sent  to  them  some  two 
years  ago. 

The  completion  of  a relative  value  scale  is 
an  arduous  and  difficult  task,  but  the  need 
for  such  a study  has  been  recognized  for  many 
years.  Your  reference  committee,  therefore, 
approves  the  recommendation  of  the  Economics 
Committee  that  a relative  value  scale  be 
completed  using  the  material  at  hand  and  that 
the  completed  scale  be  sent  to  each  county 
medical  society  for  approval. 
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Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  carried.  . . 

Dr.  George:  The  Economics  Committee 

considered  two  requests  for  a change  in  the  fee 
schedule  under  Medicare.  The  first  was  a 
proposal  that  anesthesia  fees  be  on  a procedural 
plus  time  basis  table  according  to  a relative 
value  scale  adopted  by  the  New  York  State 
Society  of  Anesthesiologists.  The  Economics 
Committee  agreed  that  this  is  an  entirely  new 
concept  and  a complete  change  from  anything 
previously  negotiated,  and  this  will  be  explored 
further  before  the  Medicare  contract  is  renewed 
with  the  government. 

The  second  request  was  for  an  increase  in 
fees  for  complete  ventilation  studies,  and  since 
there  appears  to  be  justification  for  an  increase, 
your  reference  committee  concurs  with  the 
recommendation  that  a change  in  the  fee  for 
complete  ventilation  studies  be  considered  at 
the  time  of  renewal  of  the  Medicare  contract. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  George:  The  Economics  Committee 

considered  two  resolutions.  The  first,  resolu- 
tion 63-53,  introduced  by  the  Medical  Society 
of  the  County  of  New  York,  dealing  with  the 
protection  of  individual  physicians  employed  by 
a purveyor  of  medical  services,  was  referred  to 
the  Economics  Committee  to  study  contractual 
relationships  between  physician  and  employer 
and  to  make  suitable  recommendations. 

The  committee  felt  that  an  analysis  of  con- 
tractual relations  of  physicians  and  employers 
is  beyond  the  scope  of  this  committee  and 
suggested  that  physicians  in  their  contractual 
approach  be  guided  by  the  Principles  of  Pro- 
fessional Conduct  (page  19).  Your  reference 
committee,  however,  feels  that  this  is  becoming 
an  increasingly  more  serious  problem  and 
recommends  that  it  be  further  studied  by  a 
special  subcommittee  of  the  Economics  Com- 
mittee. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded.  . . 

Samuel  Z.  Freedman,  M.D.,  Treasurer: 
Just  a few  words  to  emphasize  the  importance 
of  this  recommendation  as  the  one  who  intro- 
duced this  resolution  two  years  ago — and  that 
was  on  my  own — and  last  year  with  the  backing 
of  the  County  Society  of  New  York.  Un- 
fortunately, there  was  not  enough  discussion 
about  it  for  me  to  be  able  to  state  what  I had 
in  mind,  and  what  happened  yesterday  with 
Dr.  Trussell,  and  so  on.  Things  are  happening 
where  the  individual  doctor  will  have  to  have 
some  place  where  he  can  find  a shoulder  to  cry 
on  when  something  has  happened  to  him.  As 
of  now,  there  is  not  any  place,  and  as  the 
course  of  events  flows  towards  more  and  more 
employment  of  doctors,  whether  it  be  by 
hospitals,  union,  management,  or  whatever, 


there  has  got  to  be  some  such  arrangement 
provided  for  the  newer  generation  of  physicians. 
I am  very  happy  to  see  that  the  reference 
committee  feels  the  same  way  and  recommends 
that  something  be  done  about  it. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  George:  The  second  resolution,  63-5, 

introduced  by  the  Medical  Society  of  the  County 
of  New  York,  requested  that  trustees  of  hospitals 
be  urged  to  consult  with  the  medical  staffs  of 
their  institutions  before  making  arrangements 
with  labor  or  management  groups  for  medical 
care  programs.  This  resolution  was  referred  to 
a Special  Committee  on  Labor  Health  Facilities 
under  the  chairmanship  of  William  H.  Foege, 
M.D.,  and  no  report  is  available  at  this  time.* 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Dr.  George:  On  miscellaneous  matters,  the 
committee  reviewed  a request  for  re-evaluation 
of  the  allowance  paid  for  the  initial  examination 
of  an  applicant  under  the  State  Education 
Department’s  Rehabilitation  Program.  Physi- 
cians in  some  areas  feel  that  the  present  fee  of 
$8.00  is  inadequate  for  the  work  involved. 
Further  study  of  this  matter  is  indicated. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded . . . 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion? 

Eugene  J.  Hanavan,  M.D.,  Erie:  Who  is 
going  to  study  it? 

Dr.  George:  The  Council,  the  Economics 

Committee.  This  was  their  report,  and  I 
assume  they  are  going  to  study  it  further. 

Dr.  Hanavan:  I suggest  the  report  be 

amended  to  show  that  it  be  studied  further  by 
the  Economics  Committee,  and  I move  accept- 
ance of  this  amendment. 

. . . The  amendment  was  seconded . . . 

. There  being  no  discussion,  the  amend- 
ment was  put  to  a vote  and  was  unanimously 
carried . . . 

Vice-Speaker  Babbage:  Now  we  are 

discussing  the  whole  portion  of  the  report  as 
amended. 

. . . There  being  no  discussion,  the  motion  as 
amended  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  George:  In  reviewing  Supplementary 

Report  64-R  of  the  Economics  Committee, 
your  reference  committee  believes  that  claim 
experience  of  the  65  Plan  should  be  clarified  since 
this  plan  is  an  indemnity  plan  rather  than  a 
service  benefit  plan.  However,  your  reference 
committee  is  sympathetic  with  the  objectives  of 

* . . . The  report  of  the  Special  Committee  on  Labor 
Health  Facilities  was  considered  by  the  Reference  Com 
mittee  on  Commission  on  Medical  Services  B and  was 
approved  by  the  House  of  Delegates.  See  Section  300,  page 
1547  of  this  issue. 
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the  65  Plan  and  recommends  that  the  Medical 
Society  of  the  State  of  New  York  use  its  good 
efforts  to  encourage  its  members  to  abide  by 
Blue  Shield  fees  for  income  levels  where  ap- 
plicable. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded.  . . 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion? 

Gerald  D.  Dorman,  M.D.,  Trustee:  It  is 

true  that  this  is  an  indemnity  plan.  New  York 
65,  however,  has  been  set  up  on  the  basis  of  a 
$4,000/$6,000  income,  $4,000  for  individuals 
and  $6,000  for  families,  and  it  is  very  important 
that  this  receive  the  support  of  the  individual 
physicians  who  are  sending  in  then'  fees.  This 
is  in  support  of  the  motion  of  the  committee, 
but  I think  that  this  House  should  understand 
that  downstate  in  the  New  York  City  area  the 
charges  are  running  100  per  cent  over  the  ex- 
pected charges,  that  the  charges  to  people  are 
running  100  per  cent  over  the  $4,000/$6,000 
group.  Upstate  they  are  running  about  70  per 
cent  in  some  areas  and  in  other  areas  as  low  as 
50  per  cent,  but  throughout  the  State  doctors 
are  charging  the  patients  that  are  covered  under 
New  York  65  Plan  more  than  the  Blue  Shield 
rate  of  the  $4,000  $6,000  on  which  it  was  set  up. 
It  is  important  to  have  the  voluntary  support  of 
our  people  so  that  we  will  not  have  to  raise  the 
rates  of  New  York  65  which  will  give  us  some 
very  bad  publicity  down  in  Washington. 

. . .There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Dr.  George:  After  an  analysis  of  the  Self- 
Employed  Individuals  Tax  Retirement  Act  of 
1962  (H.R.  10),  the  Economics  Committee  felt 
there  was  no  advantage  to  a State-sponsored 
program. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Section  285  ( see  16) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Liaison  with  the 
Veterans  Administration 

Dr.  George:  The  Subcommittee  on  Liaison 
with  the  Veteran’s  Administration,  Herbert  H. 
Bauckus,  M.D.,  chairman,  reported  that  no 
matters  have  been  received  for  the  attention  of 
this  subcommittee,  and  therefore,  no  meetings 
have  been  held  since  the  last  report. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

I would  like  to  state  further  at  this  time  that 
Dr.  Bauckus  unofficially  reported  to  me 
yesterday  that  his  committee  had  held  a meet- 
ing on  Tuesday  and  that  they  are  now  in  the 
process  of  revising  the  fee  schedule  for  the 
care  of  veterans  by  private  physicians. 

. . . The  motion  was  seconded,  and  since  there 


was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  286  ( see  1 7,  64) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Public  Medical  Care 

Dr.  George:  The  Public  Medical  Care 

Subcommittee  under  the  chairmanship  of 
Marcelle  Bernard,  M.D.,  reviewed  resolution 
63-34: 

“ Resolved , That  the  Medical  Society  of  the 
State  of  New  York,  through  its  appropriate 
officers  and  committees,  and  in  cooperation 
with  the  New  York  State  Department  of 
Social  Welfare,  continue  to  work  to  review 
upward  the  State’s  reimbursable  formula  for 
welfare  patients  at  this  time.” 

It  was  pointed  out  that  the  present  fee 
schedule  for  welfare  cases  is  two  thirds  of  the 
Workmen’s  Compensation  schedule  and  that 
the  revision  of  Book  5 which  includes  the  fee 
schedule  has  been  deferred  because  of  a re- 
organization of  the  Department  of  Social 
Welfare.  In  accordance  with  resolution  63-34, 
the  committee  recommended  that  the  welfare 
schedule  be  equal  to  the  Workmen’s  Compensa- 
tion’s schedule  and  that  a letter  be  sent  to  the 
Commissioner  urging  action  on  the  revision  of 
Book  5. 

I wish  to  add  at  this  point  that  the  actual 
wording  of  the  report  was  not  that,  but  Dr. 
Bernard  wanted  it  to  read  “equal  to”  the  welfare 
fee  schedule. 

Your  reference  committee  concurs  with  this 
recommendation  and  moves  for  adoption  of  this 
portion  of  the  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Dr.  George:  It  was  also  noted  that  author- 
ization has  been  granted  to  proceed  with  a new 
pilot  project  known  as  “Prior  Authorization 
Project”  to  be  instituted  in  specific  counties  in 
each  welfare  area  district. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Dr.  George:  The  subcommittee  also  noted 
that  many  references  were  made  to  the  fact 
that  physicians’  services  for  welfare  recipients 
when  hospitalized  cannot  be  authorized  if 
such  services  are  made  available  by  the  attend- 
ing or  house  staff  without  charge  or  where  the 
hospital  maintains  a closed  paid  staff,  the  cost 
of  which  is  included  in  the  annual  financial 
statement  submitted  to  the  State  for  determina- 
tion of  a reimbursable  per  diem  rate.  This  is 
one  of  the  areas  earmarked  for  revision  in  Book 
5. 

Your  reference  committee  also  would  like  to 
add  at  this  point  that  the  desirable  solution  to 
the  case  of  the  indigent,  both  in-hospital  and 
outpatient  care,  is  through  voluntary  pre- 
payment health  insurance  plans. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  this  report. 
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. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Section  287  (see  18,  74,  75) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Medical  Care  Insurance 

Dr.  George:  The  Committee  on  Medical 

Care  Insurance,  under  the  chairmanship  of 
Melvin  S.  Martin,  M.D.,  considered  in  detail 
the  dispute  between  the  Broome  County 
Medical  Society  and  the  Central  New  York 
Medical  Plan  (Syracuse  Blue  Shield).  The 
dispute  culminated  in  a resolution  adopted  by 
the  Broome  County  Medical  Society  with- 
drawing sponsorship  of  the  plan  and  advising  its 
members  to  resign  as  participating  physicians 
and  advising  other  county  societies  in  the  plan’s 
area  to  take  similar  action.  Because  of  wide- 
spread newspaper,  television,  and  radio  publicity 
an  open  hearing  was  held  in  Binghamton, 
August  22,  1963,  by  the  State  of  New  York 
Joint  Legislative  Committee  on  Health  In- 
surance Plans  with  the  Honorable  George  R. 
Metcalf  presiding,  at  which  time  both  sides 
outlined  then'  sides  of  the  controversy. 

An  attempt  was  made  to  arbitrate  the  dif- 
ferences, and  the  Broome  County  Medical 
Society  made  five  requests  and  the  Plan,  in 
general,  agreed  with  these  requests  with  the 
exception  of  a new  allowance  for  hospital 
visits  which  they  felt  would  require  further 
study.  It  is  unofficially  understood  that 
Broome  County  Medical  Society  has  not 
rescinded  its  action  of  withdrawing  sponsor- 
ship of  the  plan  and  has  adopted  a “wait-and- 
see”  attitude. 

As  it  applies  specifically  to  the  Broome 
County  dispute,  the  Medical  Care  Insurance 
Committee  arrived  at  certain  conclusions  by 
unanimous  agreement: 

1.  Any  participating  physician  or  group  of 
physicians  has  the  right  to  question  administra- 
tion of  their  Blue  Shield  Plan  and  its  resources, 
and  the  plan  itself  should  have  proper  provisions 
for  receiving  such  complaints  or  constructive 
criticisms. 

2.  It  is  regrettable  when  a disagreement  of  a 
plan’s  policy  is  brought  forcibly  to  the  attention 
of  the  public  by  newspapers,  television,  and 
radio. 

3.  The  Medical  Society  of  the  State  of  New 
York  in  its  Committee  on  Medical  Care  In- 
surance has  a mechanism  for  assistance  in 
disputes  arising  between  participating  physi- 
cians and  Blue  Shield  Plans,  and  component 
county  medical  societies  should  be  informed 
of  the  willingness  of  this  committee  to  assist 
in  such  disputes. 

Y our  reference  committee  concurs  and  wishes 
to  emphasize  the  conclusions  of  the  committee  in 
their  excellent  report.  It  is  indeed  regrettable 
that  the  Broome  County  Medical  Society 
allowed  their  dispute  to  be  publicized  in  news- 
papers, television,  and  radio.  There  have 
been  incidents  elsewhere  in  the  State  where 
other  physicians  or  groups  of  physicians  have 
aired  then*  disputes  with  their  respective  Blue 


Shield  Plan  by  way  of  local  press,  television, 
and  radio.  This  points  out  the  need  for  better 
communications  between  the  various  Blue 
Shield  Plans  and  then’  participating  physicians. 
But  it  must  also  be  emphasized  that  communica- 
tions between  the  Blue  Shield  Plans  and  partici- 
pating physicians  are  a dual  responsibility,  and 
in  many  instances  of  poor  communications, 
both  the  plan  and  the  participating  physicians 
are  equally  responsible. 

Your  reference  committee  concurs  with  the 
recommendation  that  component  county 
medical  societies  be  informed  by  letter  that  any 
major  dispute  arising  between  groups  of  partic- 
ipating physicians  and  Blue  Shield  Plans  be 
submitted  to  the  Committee  on  Medical 
Care  Insurance  or  by  resolution  to  the  House  of 
Delegates.  In  addition,  your  reference  com- 
mittee recommends  that  Blue  Shield  Plans  and 
participating  physicians  work  together  to 
improve  communications  and  urges  the  forma- 
tion of  professional  relations  committees  where 
none  exist.  It  especially  concurs  with  the 
committee’s  recommendation  that  as  part  of 
the  State  Society’s  approval  of  the  various 
plans  in  New  York  State,  each  plan  be  required 
to  keep  the  committee  informed  of  any  serious 
trouble  or  disagreement  with  physicians  or 
subscribers  at  the  earliest  possible  time.  The 
committee  feels  that  each  of  the  seven  plans 
should  be  required  to  enter  into  an  agreement 
to  furnish  such  information,  and  with  this 
point  your  reference  committee  heartily  concurs. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Dr.  George:  The  Committee  on  Medical 

Care  Insurance  also  took  up  the  matter  of 
establishing  a review  committee  for  the  purpose 
of  reviewing  claims  submitted  by  physicians  to 
insurance  companies  when  the  claims  have 
been  challenged  by  the  insurance  carrier. 

The  committee  felt  that  such  a review 
committee  was  desirable  but  pointed  out  that 
it  would  not  act  in  any  case  where  the  local 
county  society  wishes  to  handle  its  own  cases. 

A set  of  specifications  for  the  organization  of  a 
review  committee  has  been  drawn  up,  and  when 
these  are  approved  both  by  the  Medical 
Care  Insurance  Committee  and  the  Health 
Insurance  Council,  they  will  be  put  into 
operation. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Dr.  George:  The  Medical  Care  Insurance 

Committee  also  voted  approval  of  all  the  seven 
Blue  Shield  Plans  in  New  York  State. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Dr.  George:  Your  reference  committee 
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reviewed  the  annual  report  of  the  Bureau  of 
Medical  Care  Insurance,  64— L,  and  the  annual 
report  of  Medicare  (Armed  Services  Depen- 
dents), 64-M,  and  wishes  to  commend  Mr. 
George  P.  Farrell  for  his  efficient  administration 
of  the  Bureau  and  the  Medicare  program. 

Mr.  Speaker,  I move  adoption  of  this  por- 
tion of  the  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Dr.  George:  At  this  point,  Mr.  Speaker,  I 
would  like  to  extend  the  appreciation  of  the 
reference  committee  for  the  outstanding  service 
and  the  excellent  reports  rendered  by  Dr. 
Denton  and  his  committee,  Dr.  Bernard  and  her 
subcommittee,  and  Dr.  Martin  and  his  com- 
mittee. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Dr.  George:  Your  reference  committee 

considered  nine  resolutions  and  reports  the 
following  action. 

Section  288  ( see  99) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Health  Insurance  Council 
Standardized  Medical  Report  Form 

Dr.  George:  Resolution  64-3,  “Health 

Insurance  Council  Standardized  Medical  Re- 
port Form,”  introduced  by  the  Medical  Society 
of  the  County  of  Orange:  Your  reference 

committee  recommends  approval  with  the 
exception  of  the  last  two  “resolved’s”  which  are 
not  pertinent  to  the  main  issue. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Dr.  George:  Your  reference  committee 

would  also  recommend  to  the  Health  Insurance 
Council  that  they  furnish  duplicate  forms  with 
carbon  copy  inserts.  This  would  be  a great 
convenience,  and,  Mr.  Speaker,  I would  move 
adoption  of  this  portion  of  the  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Section  289  ( see  106 ) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Poll  of  All  A.M.A.  Mem- 

bers Concerning  Compulsory  Social  Security  for 
Self-Employed  Physicians 

Dr.  George:  Resolution  64-10,  “Poll  of  All 
A.M.A.  Members  Concerning  Compulsory  Social 
Security  for  Self-Employed  Physicians,”  intro- 
duced by  the  Medical  Society  of  the  County  of 
Queens:  In  considering  this  resolution,  your 

reference  committee  recommends  a second 
“whereas”  be  added: 

Whereas,  H.R.  10  has  been  adopted  as 

law  since  the  last  meeting  of  the  House  of 


Delegates  of  the  American  Medical  Associa- 
tion, and  this  would  furnish  additional  retire- 
ment income  and  might  increase  the  incentive 
for  physicians  to  desire  further  retirement 
income  through  Social  Security  benefits; 

and  to  the  “resolved’s”  reading: 

Resolved,  That  the  delegates  from  New 
York  State  to  the  American  Medical  Associa- 
tion House  of  Delegates  introduce  a resolution 
at  the  meeting  of  the  American  Medical 
Association  House  of  Delegates  in  June,  1964, 
requesting  that  all  members  of  the  American 
Medical  Association  be  polled  at  once  to 
ascertain  their  opinion  concerning  com- 
pulsory Social  Security  for  self-employed 
physicians;  and  be  it  further 

Resolved,  That  the  chairman  of  the  New 
York  State  delegation  to  the  American 
Medical  Association  House  of  Delegates  be 
authorized  to  compose  a resolution  to  this 
effect  and  use  such  means  as  are  at  his  dis- 
posal to  obtain  maximum  support  for  the 
resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Section  290  {see  121) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Blue  Shield  Directory 

of  Participating  Physicians 

Dr.  George:  Resolution  64-25,  “Blue  Shield 
Directory  of  Participating  Physicians,”  intro- 
duced by  the  Nassau  County  Medical  Society: 

Resolved,  That  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
rescinds  its  action  of  May,  1961,  endorsing 
the  publication  by  Blue  Shield  of  a directory 
of  participating  physicians  unless  such  list 
contains  the  names  of  all  participating  physi- 
cians with  a coded  indication  of  each  name 
showing  in  which  contract  or  contracts  the 
physician  participates;  and  be  it  further 
Resolved,  That  a copy  of  this  resolution  be 
forwarded  to  United  Medical  Service,  Inc. 

In  considering  this  resolution,  your  reference 
committee  is  of  the  opinion  that  poor  com- 
munication is  responsible  for  a great  deal  of 
the  misunderstanding  and  recommends  dis- 
approval of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded.  . . 
Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report, 
which  is  a disapproval  of  the  resolution,  be 
accepted.  Is  there  any  discussion? 

Paul  H.  Sullivan,  M.D.,  Nassau:  We  have 
had  some  discussions  with  Blue  Shield  in  our 
county  about  the  directory.  I just  want  to 
state  that  originally  Blue  Shield  more  or  less 
sold  the  idea  that  they  would  not  have  a 
directory  and  thereby  set  themselves  apart  from 
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HIP  and  GHI.  In  our  county  a majority  of 
the  members  were  against  the  publication  of  a 
directory.  There  were  other  facets  to  this 
thing,  one  of  which  I will  agree  was  poor 
communications,  in  that  a letter  was  sent  out 
saying  that  you  approve  of  this  plan  plus  all 
subsequent  plans. 

George  Himler,  M.D.,  Councillor:  Mr. 

Speaker,  ladies  and  gentlemen  of  the  House,  I 
don’t  want  to  take  much  of  your  time,  but  I am 
chairman  of  Blue  Shield’s  Professional  Relations 
Committee,  and  I think  a little  historical  back- 
ground may  ultimately  save  the  time  of  the 
House  rather  than  waste  it. 

I would  like  to  point  out  that  over  the  years 
certain  criteria  have  been  established  for  Blue 
Shield  coverage,  and  it  has  been  pretty  generally 
conceived  that  for  the  service  benefit  of  Blue 
Shield  to  be  useful  and  effective,  it  should 
cover  approximately  75  per  cent  of  the  insured 
population.  This  has  been  very  much  indicated 
and  confirmed  by  recent  surveys  of  the  service 
benefit  of  Blue  Shield. 

Under  our  old  contracts,  particularly  under 
the  old  $2,500/$4,000  contract,  the  actual 
level  of  service  benefit  eligibility  was  in  the 
neighborhood  of  25  per  cent,  which  made  our 
local  Blue  Shield  essentially  an  indemnity  type 
of  contract  rather  than  a service  benefit  type  of 
contract.  On  this  basis  no  service  benefit 
carrier  can  compete — or  no  voluntary  health 
insurance  carrier  can  compete  with  the  com- 
mercial companies. 

This  led  to  the  development  of  our  better 
benefits  program,  which  consisted  of  an  im- 
proved $2,500/$4,000  contract,  and  a $7,000/ 
$8,500  contract,  which  was  new.  The  fees  for 
the  latter  contract  were  gone  over  carefully  and 
were  approved  by  each  of  the  individual  medi- 
cal societies,  whereupon  the  contract  was  sub- 
mitted to  the  State  Superintendent  of  Insurance 
and  ultimately  approved  and  offered  for  sale. 

Somewhat  earlier  the  United  Medical  Service, 
particularly  responsive  to  the  pressures  on  the 
part  of  its  groups  of  subscribers,  felt  that 
issuance  of  a directory  was  important.  Service 
benefits  are  fine,  but  they  are  not  much  good  to 
the  individual  subscriber  unless  he  knows 
exactly  where  they  are  available,  and  on  this 
basis  it  was  projected  to  publish  a directory. 
Here,  again,  each  county  medical  society  was 
consulted  separately,  and  16  of  the  17  county 
societies,  constituent  county  medical  societies, 
approved  the  publication  of  a directory. 

About  this  time  U.M.S.,  in  order  to  insure 
fulfillment  of  the  service  benefit  provisions  of  its 
contract  and  to  be  sure  that  both  the  physicians 
and  the  subscribers  understood  exactly  what  the 
physician’s  responsibilities  were,  undertook  to 
re-enroll  its  participating  physicians.  In  other 
words,  to  be  sure  that  they  understood  that 
they  were  also  participating  in  the  $7,000/ 
$8,500  contract,  the  re-enrollment  went  forth, 
and  approximately  11,000  of  the  14,000  partici- 
pating physicians  did  re-enroll.  Perhaps  this 
re-enrollment  effort  was  responsible  for  a 
misunderstanding,  and  I think  many  of  the 
3,000  physicians  who  did  not  enroll  apparently 
were  left  with  the  misapprehension  that  they 


had  the  option  of  participating  in  Blue  Shield 
either  to  the  level  of  the  $4,000/$6,000  contract 
where  they  had  participated  before  or  of 
participating  in  all  contracts.  In  other  words, 
they  thought  that  there  would  be  two  classes  of 
participating  physicians. 

I would  like  to  point  out  that  this  was  never 
intended  by  Blue  Shield  at  any  time.  Indeed, 
it  would  be  completely  destructive  to  the 
entire  concept  of  service  benefit  provisions  as 
Blue  Shield  envisions  them. 

When  the  publication  of  the  directory  drew 
near,  some  medical  societies  complained  that  it 
was  discriminatory  when  it  became  clear  that 
participating  physicians  were  only  those  who 
participated  in  all  Blue  Shield  contracts,  and 
only  those  would  be  listed. 

The  decision  was  studied  on  two  occasions  by 
the  U.M.S.  Committee  on  Professional  Rela- 
tions as  a result  of  these  protests,  and  on  each 
occasion  it  was  reaffirmed.  The  Medical 
Policy  Committee  reaffirmed  it,  and  the  board 
reaffirmed  that  there  would  only  be  one  class  of 
participating  physicians. 

The  board  was  informed  that  technically  the 
mere  fact  of  participating  meant  participation  in 
all  U.M.S.  contracts  and  not  only  in  the  pre- 
existing ones.  It  is  probable  that  the  re- 
enrollment was  not  strictly  necessary.  Since  a 
considerable  effort  had  already  been  made, 
however,  it  was  decided  to  supplement  the  re- 
enrollment effort  by  notifying  all  participating 
physicians  who  had  not  re-enrolled  that  they 
had  continued  responsibility  if  they  did  not 
personally  resign.  This  necessarily  implies  a 
cutoff  date,  and  this  has  been  set  as  June  1, 
1964,  for  directory  purposes,  although  it  is 
quite  obvious  I think  to  all  that  participating 
physicians  can  resign  on  thirty  days’  notice  at 
any  time.  The  cutoff  is  directly  for  purposes  of 
publication  of  the  directory. 

I want  to  re-emphasize  that  the  life  blood  of 
U.M.S.  is  service  benefits.  Subscribers  must 
know  where  service  is  available,  and  therefore, 
the  directory  is  extremely  important  to  United 
Medical  Service. 

Let  me  emphasize  that  U.M.S.  has  never 
wished  to  coerce  any  physician  into  participa- 
tion by  using  a directory  listing  as  a lever. 
What  U.M.S.  wants  and  needs  is  doctors  who 
are  convinced  of  the  value  of  its  program  and 
who  support  it  on  that  basis.  Blue  Shield  is 
striving  to  discharge  its  obligations  to  you  and 
to  the  public.  Please  remember  its  policies 
are  developed  by  committees  of  doctors,  most 
of  whom  are  your  own  nominees. 

If  this  resolution  is  passed,  it  will  be  detri- 
mental to  the  further  development  of  U.M.S. 
It  will  be  detrimental  to  physicians  in  the  area, 
and  I very  strongly  urge  you  to  turn  it  down. 

Vice-Speaker  Babbage:  Is  there  any 

further  discussion?  Hearing  none,  I will  call 
for  a vote.  I would  like  to  remind  you  that 
the  recommendation  of  the  reference  committee 
is  disapproval  of  the  resolution.  We  are  now 
voting  for  disapproval,  and  an  “aye”  vote 
means  the  resolution  is  disapproved. 

. . . The  motion  was  then  put  to  a vote  and 
was  carried.  . . 
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Section  291  { see  135 ) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Establishment  of  Multi- 

County  Districts  for  State  Health  Planning 

Dr.  George:  Resolution  64-39,  “Establish- 
ment of  Multicounty  Districts  for  State  Health 
Planning,”  introduced  by  the  Medical  Society 
of  the  County  of  Monroe:  This  resolution  is 

much  too  complex  and  general  for  this  reference 
committee,  and  we  recommend  that  it  be 
referred  to  the  Council  for  further  study. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Section  292  { see  141) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Correction  of  Injustices 
in  Welfare  Fees 

Dr.  George:  Resolution  64-45,  “Correction 
of  Injustices  in  Welfare  Fees,”  introduced  by 
Broome  County  Medical  Society:  This  matter 
is  under  consideration  by  the  Subcommittee 
on  Public  Medical  Care,  and  your  reference 
committee  recommends  that  no  action  be  taken 
at  this  time. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Section  293  {see  142 ) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Proposed  Poll  of  Member- 
ship to  Evaluate  Welfare  Department  Medical 
Policies 

Dr.  George:  On  resolution  64-46,  “Proposed 
Poll  of  Membership  to  Evaluate  Welfare 
Department  Medical  Policies,”  introduced  by 
Broome  County  Medical  Society:  This  is  a 

problem  best  handled  at  the  local  level,  and 
your  reference  committee  recommends  no  action 
be  taken. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  the  motion  was  put  to 
a vote  and  was  unanimously  carried.  . . 

Section  294  {see  157) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Extension  of  Time  Limit 
for  Reporting  T reatment  of  Welfare  Cases 

Dr.  George:  On  resolution  64-62,  “Extension 
of  Time  Limit  for  Reporting  Treatment  of  Wel- 
fare Cases”  from  five  to  ten  days,  your  reference 
committee  unanimously  recommends  approval 
of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 


there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Section  295  {see  1 72) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A.  Change  of  Five-Day  Ruling 
for  Payment  of  Fees  for  Care  of  Welfare  Patients 

Dr.  George:  Resolution  64-73,  “Change  of 
Five-Day  Ruling  for  Payment  of  Fees  for  Care 
of  Welfare  Patients”:  It  was  pointed  out  to 
the  reference  committee  that  this  is  not  a ruling 
of  the  New  York  State  Social  Welfare  Depart- 
ment, and  as  a matter  of  fact,  they  permit  up  to 
six  months  to  submit  bills.  Therefore,  your 
reference  committee  recommends  no  action. 

Mr.  Speaker,  I move  adoption  of  this  portion. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Section  296  {see  167,  175) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  A:  Increase  in  Ceiling  for 

MAA  Recipients  and  Changes  in  MAA  Program  in 
the  State  of  New  York 

Dr.  George:  On  the  last  two  resolutions  64- 
68  and  64-76  your  reference  committee  con- 
sidered both  resolutions  together.  These  resolu- 
tions deal  with  changes  in  the  MAA  program  in 
the  State  of  N ew  Y ork.  I appreciate,  gentlemen, 
there  has  been  a resolution  that  was  submitted 
yesterday  and  adopted  by  the  House  of 
Delegates,  but  I think  these  resolutions  have 
some  slight  changes,  and  I would  like  to  read 
them.  The  first  resolution  64-68  was  amended 
as  follows: 

Whereas,  There  are  many  citizens  over 
sixty-five  years  of  age  who,  because  of  the 
cost  of  living,  are  unable  to  pay  for  necessary 
medical  care;  and 

Whereas,  The  present  law  of  eligibility  for 
MAA  benefits  limits  the  income  of  senior 
citizens  to  $1,800  per  year  if  single  and  $2,600 
per  year  if  married  and  living  with  spouse;  and 
Whereas,  It  is  the  intention  and  desire  of 
the  members  of  the  Medical  Society  of  the 
State  of  New  York  to  provide  necessary 
medical  services  for  all  who  need  but  cannot 
afford  them;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  appeal  to  the  Legislature 
of  the  State  of  New  York  to  increase  the 
above  ceiling  limits  for  recipients  of  Medical 
Assistance  to  the  Aged;  and  be  it  further 
Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  House  of  Delegates  of  the  American 
Medical  Association  be  requested  to  introduce 
a similar  resolution  and  work  for  its  passage; 
and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be 
forwarded  to  the  Governor  of  the  State  of 
New  York,  the  members  of  the  Legislature  of 
the  State  of  New  York,  and  the  Commissioners 
of  Welfare  of  the  State  and  City  of  New 
York. 
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On  the  second  resolution,  64-76,  your  ref- 
erence committee  introduced  a substitute 
resolution  which  we  feel  will  be  the  same  in 
principle  as  the  original: 

Whereas,  Efforts  should  be  made  to  have 
all  people  over  age  sixty-five  adequately 
covered  by  a voluntary  prepaid  health  in- 
surance program;  and 

Whereas,  It  is  desirable  to  improve  the 
implementation  of  the  Kerr- Mills  Law  in 
this  State;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  offered  a constructive  pro- 
gram for  implementation  of  the  Kerr- Mills 
Law  in  the  State  of  New  York,  to  wit: 

1.  The  medical  care  of  the  patient  under 
the  Medical  Assistance  to  the  Aged  should 
preferably  be  through  the  medium  of  volun- 
tary prepaid  insurance  plans.  The  financial 
determination  of  eligibility  should,  as  required 
by  law,  be  the  responsibility  of  the  Depart- 
ment of  Social  Welfare.  It  should  not, 
however,  be  necessary  for  the  aged  to  apply 
for  help  from  the  Welfare  Department. 

2.  Means  test  should  only  apply  to  recip- 
ient and/or  spouse. 

(а)  In  estimating  eligibility,  resources  and 
income  should  be  considered  jointly  because 
the  proportion  will  vary  considerably  in  each 
individual  case. 

(б)  Maximum  income  for  eligibility  should 
be  raised  from  $l,800/$2,600  to  $2,500/ 
$4,000  which  is  the  lowest  income  for  service 
benefits  under  insurance  plans. 

(c)  The  allowable  amount  of  life  insurance 
to  be  retained  should  be  increased  from  $500 
to  a minimum  of  $1,000. 

3.  Ambulatory  treatments,  diagnosis,  and 
rehabilitation  without  hospital  admission 
should  be  encouraged;  now  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  through  its  Committee  on 
Legislation  sponsor  appropriate  legislation 
for  the  improvement  of  medical  aid  to  the 
aged,  and  be  it  further 

Resolved,  That  the  public  be  notified  of  our 
recommendation  through  frequent  releases  to 
the  various  media  of  communication  so 
that  the  people  of  the  State  of  New  York 
may  know  the  position  and  concern  of  the 
Medical  Society  of  the  State  of  New  York  for 
the  care  of  the  aged. 

Mr.  Speaker,  I move  the  adoption  of  this 
part  of  the  report. 

. . . The  motion  was  seconded.  . . 
Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  portion  of  the  report  be 
accepted.  Is  there  any  discussion? 

James  M.  Blake,  M.D.,  Councillor:  Mr. 

Speaker,  on  the  number  2 item,  I am  not  quite 
clear  on  how  assistance  through  MAA  would 
be  initiated.  You  said  the  person  should  not 
apply  for  help  from  the  Welfare  Department. 
How  would  a person  needing  help  initiate  that? 

Dr.  George:  Well,  it  says  that  although  the 
eligibility  must  come  through  the  Welfare 
Department,  I assume  that  the  sponsor  of  the 
resolution  intended  that  they  don’t  go  directly 


to  a welfare  office,  that  there  be  some  other 
method  of  reaching  the  Welfare  Department, 
of  making  an  application  to  the  Welfare  Depart- 
ment. It  has  to  go  through  the  Welfare  Depart- 
ment by  law. 

Dr.  Blake:  The  Federal  law,  the  Kerr- 

Mills  Law,  says  it  must  be  handled  through  the 
Department  of  Social  Welfare  unless  they 
contract  it  out,  but  we  have  been  concerned 
over  the  fact  the  the  Department  of  Social 
Welfare  has  treated  this  as  simply  another  wel- 
fare program,  which  I presume  is  the  intent 
here  and  is  certainly  something  that  should  be 
corrected,  but  I am  not  sure  that  this  is  correct- 
ing it.  It  is  important  for  the  fellow  who 
needs  help  to  know  how  to  go  about  it.  I would 
suggest  that  that  be  amended  to  state  that  the 
persons  aided  under  this  program  should  not  be 
treated  and  classified  as  part  of  welfare.  I so 
move. 

. . . The  amendment  was  seconded.  . . 

Vice-Speaker  Babbage:  This  amendment 

has  been  moved  and  seconded,  and  we  will  now 
discuss  the  amendment. 

George  M.  Saypol,  M.D.,  New  York: 
I rise  on  a point  related  to  the  fact  that  yester- 
day on  the  recommendation  of  the  reference 
committee  on  the  Commission  on  Public  and 
Professional  Affairs,  there  was  passed  resolution 
64-59,  entitled  “Medical  Assistance  for  the 
Aged,”  sponsored  by  Dr.  Blake  and  Dr.  Law- 
rence. Incorporated  in  the  “resolved’s” 
under  point  3,  we  had  suggested  the  transfer 
of  the  administration  of  Medical  Assistance  to 
the  Aged  from  the  New  York  State  Social 
Welfare  Department,  where  it  resides  legally 
at  the  present  time,  to  the  New  York  State 
Health  Department.  This  resolution  was 
passed  as  written.  In  this  resolution  about 
which  we  are  talking  now,  we  comment  on  the 
fact  that  it  should  stay  where  it  is  under  the 
Social  Welfare  Department.  I don’t  know 
enough  about  it  to  know  which  is  preferable, 
but  you  see  there  would  be  a conflict  in  two  of 
our  resolutions  if  we  passed  this  one.  We  have 
already  voted  to  change  it,  and  in  this  one  we  are 
talking  about  keeping  it  where  it  is.  I wonder  if 
I have  made  that  clear. 

Dr.  Blake:  May  I withdraw  my  amendment 
and  make  another  motion,  sir,  that  no  action 
be  taken  on  this  resolution? 

George  J.  Lawrence,  M.D.,  Councillor: 

I second  that. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  no  action  be  taken  at  this 
time  on  this  resolution. 

Carl  R.  Ackerman,  M.D.,  Bronx:  Perhaps 
it  should  be  stated  for  purposes  of  clarification 
that  the  Federal  law  requires  negotiations  with 
one  department,  the  Welfare  Department. 
The  thought  has  often  been  expressed  that  the 
Welfare  Department  could  contract  out  the 
MAA  portion  and  thereby  fulfill  the  need  of 
the  shift  and  yet  have  it  done  legally.  This  in 
some  measure  is  an  explanation  of  why  this 
discrepancy  seems  to  be  here  when  it  is  not 
completely  a discrepancy. 

Dr.  Lawrence:  On  the  motion  to  take  no 
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action,  which  I seconded,  I feel  that  the  present 
motion  under  discussion  only  confuses  matters. 
The  resolution  that  was  passed  yesterday  says 
everything  we  want  to  say  in  the  way  it  should 
be  said,  and  I think  by  adopting  this  new 
resolution,  we  will  only  confuse  matters. 
Therefore,  I approve  the  motion  to  take  no 
action  at  this  time  on  this  resolution. 

Vice-Speaker  Babbage:  Is  there  any  other 
discussion  on  the  proposal  that  no  action  be 
taken?  If  not,  we  will  call  for  a vote  that  no 
action  be  taken. 

. . . The  motion  was  put  to  a vote  and  was 
carried.  . . 

Dr.  George:  Now  I move  adoption  of 

resolution  64-68,  as  amended  by  your  reference 
committee. 

Dr.  Lane:  I second  it. 

Vice-Speaker  Babbage:  It  has  been  moved 
and  seconded  that  this  resolution  be  adopted. 
All  in  favor  please  say  “aye”;  opposed  “no.” 
That  has  been  carried. 

Dr.  George:  Your  chairman  was  most 

fortunate  in  having  on  his  committee  four  very 
dedicated  and  conscientious  physicians,  and  I 
would  like  at  this  time  to  thank  them  for  their 
splendid  cooperation  and  invaluable  help. 
And  last,  but  not  least,  I wish  to  thank  Mrs. 
Alice  Salter  for  her  patience,  her  enthusiasm, 
and  her  excellent  secretarial  help. 

Mr.  Speaker,  I move  approval  of  the  report 
as  a whole  as  amended. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Section  297 

Report  of  Tellers  and  Introduction  of  New  Officers 

C.  Joseph  Delaney,  M.D.,  New  York: 
Mr.  Speaker,  there  were  223  votes  cast. 

For  Councillor,  the  voting  was  as  follows: 


1.  Walter  Scott  Walls 221 

2.  John  F.  Kelley 214 

3.  Joseph  G.  Zimring 186 

4.  John  C.  McClintock 180 


and  I delcare  them  elected;  Dr.  Clyde  L. 
Wilson  received  68  votes. 

For  delegates  to  the  A.M.A.,  the  results  of 
balloting  were  as  follows: 


1.  Henry  I.  Fineberg 212 

2.  William  L.  Wheeler,  Jr 211 

3.  Waring  Willis 207 

4.  Carlton  E.  Wertz 197 

5.  John  M.  Galbraith 189 

6.  Joseph  A.  Lane 187 

7.  Frederick  A.  Wurzbach,  Jr 185 

8.  William  T.  Boland 168 

9.  Thurman  B.  Givan 158 

10.  John  F.  Kelley 132 

11.  John  C.  McClintock 127 

12.  John  L.  Sengstack 119 

13.  Philip  D.  Allen 115 

14.  Carl  Goldmark,  Jr 115 

15.  Solomon  Schussheim 101 

16.  Charles  R.  Mathews 43 

17.  John  D.  Naples 38 


18.  John  T.  Donovan,  Jr 36 

19.  Irwin  Felsen.  34 

20.  Merle  D.  Evans 31 

21.  Philip  M.  Standish  29 

22.  Irving  L.  Ershler 24 

23.  Walter  T.  Heldmann 22 

24.  Edward  Siegel 21 

25.  Arthur  Q.  Penta 20 

26.  John  L.  Clowe 8 


Speaker  Wurzbach:  The  first  twelve,  by 

order  of  number  of  votes,  are  elected  delegates. 
For  the  thirteenth  place  Dr.  Allen  and  Dr. 
Goldmark  both  have  115  votes. 

Gerald  D.  Dorman,  M.D.,  Trustee:  I move 
the  Speaker  be  authorized  to  flip  a coin  to  see 
which  of  these  will  be  the  last  delegate  and  which 
will  be  the  first  alternate.  I would  suggest  that 
the  heads  on  the  coin  be  Allen  and  the  tails  on 
the  coin  be  Goldmark. 

Speaker  Wurzbach:  Do  Drs.  Allen  and  Gold- 
mark  accept? 

. . . Both  Drs.  Allen  and  Goldmark  assented 
to  this  arrangement.  . . 

. . . The  question  was  called,  and  the  motion 
was  put  to  a vote  and  was  unanimously  carried. . . 

Thomas  M.  D’Angelo,  M.D.,  Queens:  May  I 
ask  whether  that  is  constitutional. 

Speaker  Wurzbach:  It  is  not  covered  in 

Robert's  Rules  of  Order,  and  I will  call  on  Mr. 
Martin  to  answer  your  question. 

William  F.  Martin,  Esq.,  Counsel:  It  is 

just  that  simple.  It  is  not  specifically  mentioned 
in  Roberts'  Rules  of  Order,  so  we  have  conferred  a 
little  and  decided  no  Alphonse- Gaston  routine 
but  to  leave  it  to  lot,  and  that  seems  to  be  the 
only  way  to  work  it  out. 

Speaker  Wurzbach:  Will  you  two  gentlemen 
come  up  here  so  you  may  see  the  coin? 

(.  . . Flipping  of  coin  by  the  Speaker.  . . ) 

Speaker  Wurzbach:  The  thirteenth  space 

goes  to  Dr.  Allen  and  the  first  alternate  to  Dr. 
Goldmark. 

I now  wish  to  introduce  our  new  president, 
George  A.  Burgin,  M.D. 

. . . The  audience  arose  and  applauded.  . . 

Incoming  President  Burgin:  Mr.  Speaker, 
members  of  the  House,  ladies  and  gentlemen,  I 
am  sure  you  don’t  want  to  hear  another  speech 
from  me  at  this  last  hour.  I do  want  you  to 
know  how  deeply  I appreciate  this  honor,  and  I 
also  appreciate  the  responsibility  that  goes  with 
it.  I can  only  say  that  I will  do  my  very  best 
for  you. 

I am  delighted  that  you  have  elected  such  an 
excellent  man  as  president-elect  to  help  me,  but  I 
may  call  on  you  from  time  to  time  as  the  prob- 
lems of  this  office  become  heavier.  Thank  you 
very  much! 

Speaker  Wurzbach:  The  Speaker  now 

asks  the  new  president-elect,  Waring  Willis, 
M.D.,  to  come  before  the  House. 

. . . The  audience  arose  and  applauded.  . . 

Incoming  President-Elect  Willis:  Mr. 

Speaker,  members  of  the  House,  ladies  and 
gentlemen,  I am  awed  by  the  responsibilities 
that  you  have  placed  on  me  by  electing  me 
to  this  office.  The  office  is  great  since  it 
represents  the  great  medical  profession  of  this 
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State,  but  it  has  been  made  great  by  the 
performance  of  the  men  who  have  served  in  this 
office  previously.  It  will  be  my  ambition  to 
try  to  emulate  and  equal  their  record. 

In  your  deliberations  during  the  last  three 
days,  you  have  stated  your  opinions  on  the 
current  medical  problems,  and  it  will  be  a 
great  privilege  for  me  to  serve  with  our  presi- 
dent, Dr.  Burgin,  my  good  friend,  to  help  im- 
plement these  instructions  and  to  help  im- 
prove the  medical  care  of  the  people  of  the 
State  of  New  York. 

I thank  you  from  the  bottom  of  my  heart  for 
this  great  honor,  and  I promise  you  that  I will 
serve  diligently  and  to  the  best  of  my  abilities. 
Thank  you. 

Speaker  Willis:  I will  now  call  on  the  new 
vice-president,  John  C.  Brady,  M.D.,  to  speak 
for  a moment. 

. . . The  audience  arose  and  applauded.  . . 

Incoming  Vice-President  Brady:  Mr. 

Speaker  and  members  of  the  House,  all  I can 
say  to  you  is  1 am  very  grateful  indeed  for  this 
unusual  honor  that  you  have  conferred  upon  me. 
Thank  you  very  much. 

Reference  Committee  on 
Commission  on  Medical  Services  B 

Section  298  ( see  19,  72) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Workmen’s  Compensation 

David  Kershner,  M.D.,  Kings:  The 

Committee  on  Workmen’s  Compensation  met 
three  times  during  the  year  to  discuss  and 
recommend  solutions  to  the  many  problems 
arising  out  of  the  care  and  treatment  of  patients 
with  compensable  disorders  or  injuries. 

Form  C-4  was  revised  and  form  C-48  is 
currently  in  the  draft  stage  at  the  Workmen’s 
Compensation  Board.  Simplification  of  forms 
for  medical  reports  was  recommended  in  keep- 
ing with  the  Governor’s  Workmen’s  Compensa- 
tion Review  Committee. 

A bill  authorizing  optometrists  and 
op  tome  trie  services  under  the  Workmen’s 
Compensation  Law  did  not  pass  the  Legislature. 

The  committee  felt  that  the  time  was  not  ripe 
to  sponsor  legislation  regarding  “third  party” 
actions  in  workmen’s  compensation.  They 
deemed  it  wiser  to  concentrate  on  changes  in 
rules  and  procedure  and  in  changes  in  the  fee 
schedule.  “Old  cases,”  “closed  cases,”  and 
“third  party  cases”  were  among  the  unresolved 
problems  and  will  be  further  studied  in  an  effort 
to  solve  them.  Your  reference  committee 
believes  that  the  time  is  ripe  and  that  positive 
action  should  be  taken  regarding  these  issues 
and  that  third  party  cases  should  be  given  first 
priority. 

A program  of  instruction  of  medical  staffs  was 
initiated  and  coordinated  with  the  schedule  of 
arbitrations  in  the  upstate  areas.  Audiences 
varied  from  25  to  75,  and  lively  question  and 
answer  periods  followed. 

The  committee  also  collaborated  in  an  article 


on  occupational  hearing  loss  published  in  the 
May  1,  1963,  issue  of  the  New  York  State 
Journal  of  Medicine.  The  director  was 
invited  to  speak  before  a class  of  medical  assist- 
ants at  the  Rockland  County  Community 
College. 

At  meetings  of  the  Workmen’s  Compensa- 
tion Board’s  Advisory  Committee  for  the  Medi- 
cal Fee  Schedule  and  Allied  Problems,  which 
members  of  the  Workmen’s  Compensation 
Committee  were  invited  to  attend,  it  was  pointed 
out  that  medical  fees  under  compensation  have 
not  kept  pace  with  our  present  economy.  These 
fees,  by  statute,  supposedly  are  in  keeping  with 
charges  prevailing  in  the  community  for 
similar  treatment  for  injured  persons  in  a like 
standard  of  living.  Medical  fees  have  not 
kept  pace  with  changes  and  with  income  level 
of  employes.  Wages  have  gone  up  400  per  cent; 
hospital  costs  have  gone  up  300  per  cent,  and 
medical  fees  have  gone  up  170  per  cent.  There 
should  be  more  equitable  payment  for  physicians. 

The  Advisory  Committee  initiated  a 
thorough,  comprehensive  study  by  the  Division 
of  Workmen’s  Compensation  comparing  com- 
pensation rates,  medical  fees,  and  the  average 
income  of  workers.  (That  is  the  usual  disposi- 
tion of  controversial  problems  by  the  Advisory 
Committee.) 

The  committee  also  is  taking  steps  to  elimi- 
nate the  inequity  of  applying  the  fee  schedule  to 
the  date  of  the  accident  when  cases  are  re- 
opened at  a later  date  with  a new  fee  schedule  in 
effect. 

The  suggestion  for  a unit  fee  for  the  care  of 
superficial  lacerations  depending  on  the  length 
and  the  location  of  the  injury  was  not  accepted 
by  the  Advisory  Committee.  The  Advisory 
Committee  recommended  retention  of  the 
current  method  of  payment  per  suture. 

The  Advisory  Committee  agreed  to  recom- 
mend deletion  from  the  next  fee  schedule  of 
items  0106  and  0107,  dealing  with  lower  fees  for 
services  by  a physician  within  the  scope  of  his 
specialty  where  such  specialist  services  are 
deemed  not  required. 

The  committee  maintained  contact  with 
county  compensation  committees  through  fre- 
quent mailing,  suggestions,  inquiries,  and 
responses  through  the  medium  of  the  committee 
or  by  the  director  of  the  division. 

The  director  attended  a meeting  of  the 
officers  and  directors  of  the  American  Academy 
of  Compensation  Medicine.  The  director  also 
met  with  officials  of  insurance  carriers  and  of  the 
Workmen’s  Compensation  Board  to  discuss 
problems  in  compensation  medicine. 

In  the  first  ten  months  there  were  104 
arbitration  sessions  held  State- wide.  Sixty- 
six  of  these  were  in  New  York  City.  A total 
of  2,432  cases  were  submitted  for  hearings,  add- 
ing up  to  a total  of  $326,482.44;  1,718  were 

decided  by  arbitration,  419  were  settled  with- 
out hearing,  285  were  postponed,  and  24  cases 
were  settled  by  direct  negotiation  between  the 
director  and  the  interested  parties.  The  director 
attended  all  of  these  sessions. 

The  director  appeared  as  a panelist  and 
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explained  the  operation  of  the  Division  of 
Workmen’s  Compensation  at  a meeting  of  the 
Third  and  Fourth  District  Branches  to  discuss 
the  activities  of  the  Workmen’s  Compensation 
Bureau. 

The  director  addressed  the  medical  staffs  of 
14  hospitals  as  part  of  an  educational  program. 
The  director  also  attended  the  annual  meeting 
of  the  House  of  Delegates  of  the  American 
Medical  Association. 

The  supplementary  report  states  that  this 
year  marks  the  fiftieth  anniversary  of  the  New 
York  State  Workmen’s  Compensation  Law  and 
that  in  observance  of  this  anniversary,  January 
1 to  7,  1964,  was  proclaimed  by  the  Governor  as 
Workmen’s  Compensation  Jubilee  Week.  The 
Workmen’s  Compensation  Board  is  planning  its 
observance  in  the  form  of  seminars  during  the 
month  of  April,  1964,  and  the  members  of  the 
committee  are  actively  participating  in  this 
event. 

Your  reference  committee  commends  the 
work  of  this  committee  under  the  chairmanship 
of  Carl  F.  Freese,  M.D.,  and  particularly  the 
excellent  work  of  Robert  Katz,  M.D.,  director 
of  the  Division  of  Workmen’s  Compensation 
and  Industrial  Health. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Section  299  ( see  20) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Industrial  Health 

Dr.  Kershner:  The  Committee  on  Industrial 
Health  has  continued  its  interest  in  the  various 
developments  in  the  field  of  occupational  health, 
carrying  on  most  of  its  activities  through  cor- 
respondence and  liaison  with  related  organiza- 
tions. 

A legislative  amendment  calling  for  the 
licensing  of  x-ray  technicians  and  the  creation  of 
a licensing  advisory  board  passed  both  houses 
of  the  Legislature  but  was  vetoed  by  the  Gover- 
nor. This  bill  is  again  before  the  Legislature. 
The  Legislature  authorized  the  establishment  of 
several  labor  health  centers  but  did  not  pro- 
vide for  first-aid  stations  in  certain  industries  or 
for  the  operational  control  of  laboratory 
facilities. 

The  1963  scientific  exhibit  at  the  annual 
meeting  of  the  Medical  Society  of  the  State  of 
New  York  on  occupational  medicine  was 
successful,  and  much  interest  was  promoted. 
This  committee  also  collaborated  in  the  article 
on  “Occupational  Hearing  Loss”  published  in 
the  May  1,  1963,  issue  of  the  New  York  State 
Journal  of  Medicine. 

The  director  attended  meetings  of  the  Section 
on  Occupational  Medicine  of  the  New  York 
Academy  of  Medicine  and  the  New  York 
State  Society  of  Industrial  Medicine.  Chronic 
bronchitis  and  emphysema  were  discussed, 
and  the  importance  was  stressed  of  research 
aimed  at  health  improvement  rather  than  the 
accumulation  of  data.  Industrial  medical 


problems  in  Great  Britain  and  the  Common 
Market  countries  were  also  discussed.  Their 
problems  are  very  similar  to  ours  in  the  United 
States. 

The  committee  also  reviewed  a report  of  the 
1963  Annual  Industrial  Health  Conference 
arranged  by  the  Industrial  Medical  Association 
in  Washington,  D.C.  Much  factual  informa- 
tion useful  in  management  of  occupational 
disease  and  injury  was  obtained. 

The  chairman  retained  membership  in  the 
American  Medical  Association  Council  on 
Occupational  Health.  The  director  attended 
meetings  of  the  American  Medical  Association 
and  of  the  Special  Committee  on  Labor  Health 
Facilities,  in  addition  to  those  above. 

At  a panel  discussion  concerning  the  activities 
of  the  State  Society  at  a meeting  of  the  Third 
and  Fourth  District  Branches,  the  director 
explained  the  activities  of  the  Division  of 
Industrial  Health. 

Your  reference  committee  commends  the 
work  of  this  committee  under  the  chairman- 
ship of  Peter  J.  DiNatale,  M.D. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since  there 
was  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Section  300  ( see  22) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Labor  Health  Facilities 

Dr.  Kershner:  This  special  committee  was 
appointed  and  organized  in  August,  1963, 
had  two  meetings,  and  focused  its  attention  on 
formation  of  its  program  of  activities. 

The  purpose  is  to  improve  the  relationship 
between  our  profession  and  organized  labor  for 
the  benefit  of  patients  cared  for  through  labor 
health  facilities. 

Information  regarding  existing  facilities  must 
be  collected.  The  committee  is  also  reviewing 
drafts  for  a questionnaire  to  be  sent  to  all 
labor  health  facilities  in  the  State  of  New  York. 

The  operation  of  many  outside  agencies  must 
be  sought.  The  committee  is  hopeful  that  our 
labor  organizations  will  turn  to  the  Medical 
Society  of  the  State  of  New  York  for  assistance 
in  their  medical  care  programs  and  that  the 
medical  societies  may  look  to  the  labor  unions 
for  help  in  achieving  the  aims  of  providing  the 
best  possible  medical  care. 

Your  reference  committee  commends  the 
chairman,  William  H.  Foege,  M.D.,  for  the 
work  of  the  committee  carried  on  during  the 
past  few  months. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Section  301  ( see  24) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Rural  Medical  Service 

Dr.  Kershner:  Approximately  63  areas  in 
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our  State  are  requesting  a physician,  and  the 
shortage  is  getting  more  acute  every  year. 
Many  of  these  areas  cannot  support  these 
physicians.  In  an  effort  to  solve  this  problem, 
meetings  and  discussions  are  being  held  in 
rural  areas  with  farm  organizations  and  with  the 
Farm  Bureau.  Industrialists  in  these  areas 
are  also  being  contacted. 

It  is  urged  that  help  be  obtained  from  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation. 

Your  reference  committee  urges  that  efforts 
be  made  to  explore  the  possibility  of  recruiting 
students  at  the  high  school  level  to  imbue 
them  with  the  importance  of  medical  practice. 
We  should  also  prevail  on  the  deans  of  medical 
schools  to  interest  medical  students  in  general 
practice  besides  specialization.  We  look  with 
favor  on  the  program  in  the  Erie  County  area 
whereby  paid  summer  preceptorships  are 
granted  to  junior  medical  students  who  are 
assigned  to  practicing  physicians  in  rural  and 
urban  areas. 

Your  reference  committee  commends  the 
chairman  and  other  members  of  the  committee 
for  the  work  carried  on  during  the  past  year. 

Mr.  Speaker,  I move  the  adoption  of  this 
portion  of  the  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Section  302  ( see  23,  270 ) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Questions  of  Ethics 

Dr.  Kershner:  Unfortunately  for  this 

committee,  as  well  as  for  the  entire  Medical 
Society,  Harold  F.  Brown,  M.D.,  the  chairman, 
died  on  July  10,  1963.  Several  problems  of 
ethics  came  up  and  were  ajudicated  in  accord- 
ance with  the  Principles  of  Professional  Conduct. 
The  question  as  to  whether  it  is  ethical  for  a 
surgeon  operating  on  a physician  to  charge  him 
a fee  was  a major  problem.  The  answer  is 
that  he  may  do  so,  but  it  is  unusual.  Many 
physicians  are  protected  by  prepaid  insurance 
which  is  usually  acceptable  to  the  physician  or 
surgeon  as  full  payment  for  his  professional 
services. 

It  was  agreed  that  a local  county  medical 
society  must  determine  whether  a physician 
who  does  not  have  his  home,  office,  or  hospital 
affiliation  in  an  area  may  insert  his  name  in  a 
classified  section  of  the  telephone  directory. 

It  was  also  noted  that  a hospital  board  of 
directors  wishing  to  subsidize  a specialist  in 
opposition  to  the  views  of  the  medical  board  was 
in  direct  conflict  with  the  Principles  of  Pro- 
fessional Conduct,  Chapter  III,  Article  VI, 
Section  6,  “Purveyal  of  Medical  Services.” 

Regarding  the  relationship  of  doctors  of 
medicine  and  doctors  of  osteopathy,  a joint 
meeting  was  held  with  the  Reference  Committee 
on  Organization  and  Policies,  and  this  problem 
was  thoroughly  discussed.  It  was  the  con- 
sensus that  we  establish  closer  and  friendlier 
liaison  with  osteopaths  to  iron  out  difficulties 
and  that  joint  meetings  must  be  continued  with 


the  osteopaths.  The  door  for  settling  this 
problem  must  be  kept  open.  While  these 
negotiations  are  taking  place,  all  problems  of 
ethics  must  be  resolved  at  the  local  county  level. 

Your  reference  committee  commends  Joseph 
G.  Zimring,  M.D.,  who  has  assumed  the  chair- 
manship of  this  committee  and,  with  the  other 
members  of  the  committee,  has  carried  on  its 
work. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 

Speaker  Wurzbach:  Is  there  any  discussion? 
Charles  C.  Mangi,  M.D.,  Queens:  On  this 
report,  Mr.  Chairman,  we  have  had  some  con- 
fusion as  to  exactly  what  our  status  is.  Yester- 
day the  question  was  raised  on  behalf  of  some 
of  the  members  who  have  been  associated 
with  the  osteopaths  because  of  local  conditions. 
Be  that  as  it  may,  the  question  that  has  been 
posed  is  whether  or  not  it  is  ethical  to  associate 
voluntarily  with  doctors  of  osteopathy. 

This  question  I have  submitted  to  the 
Council  and  to  the  chairman  of  the  Committee 
on  the  Questions  of  Ethics,  Dr.  Zimring.  The 
report  of  the  Committee  on  Questions  of  Ethics 
quotes  a “whereas”  from  resolution  62-5.  It 
does  not  quote  the  “resolved.”  In  the  Annual 
Report  of  the  Executive  Vice-President,  the 
entire  resolution  62-5  appears,  and  it  is  stated 
that  this  resolution  is  still  the  policy  of  the 
Society. 

Have  we  in  any  way  changed  62-5?  I 
don’t  think  that  this  reference  committee 
report  answers  that  question. 

Speaker  Wurzbach:  Is  there  any  further 

discussion? 

Thomas  M.  D’Angelo,  M.D.,  Queens:  As  I 
read  this  committee  report,  it  does  not  make 
any  difference  whether  it  is  ethical  or  unethical 
to  associate  with  osteopaths.  As  far  as  this 
report  is  concerned,  it  just  says  that  we  can 
sit  down  and  talk  with  them.  That  is  all. 

Speaker  Wurzbach:  Is  there  any  further 

discussion? 

Julia  V.  Lichtenstein,  M.D.,  New  York: 
I thought  it  was  decided  yesterday  that  this 
question  was  going  to  be  sent  to  the  Council 
and  that  they  would  give  an  answer.  I don’t 
see  why  this  suddenly  is  a cause  for  discussion. 

Dr.  Mangi:  I sincerely  hope  this  question 

will  be  resolved  because  the  first  report  of  the 
Committee  on  Questions  of  Ethics,  Dr.  Brown, 
on  June  12  had  stated  that  there  had  been  no 
clear-cut,  unequivocal  policy  of  the  Medical 
Society  of  the  State  of  New  York.  I feel  that 
this  is  the  legislative  body  of  this  House,  and  we 
should  give  a definite,  clear-cut  answer.  I 
hope  that  the  Council  or  anyone  you  wish  can 
notify  the  entire  membership  as  to  exactly  how 
we  stand. 

Speaker  Wurzbach:  That  was  the  action 

taken — that  it  was  to  be  referred  for  integrating 
the  different  actions  of  the  House. 

Dr.  Kershner:  Your  reference  committee 

felt  that  we  are  not  ready  to  give  a clear-cut 
answer,  and  anything  else  would  only  confuse 
the  issue.  Therefore,  we  felt  that  negotiations 
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be  permitted  to  go  on  and  the  door  be  kept  open. 
That  is  why  we  approved  this  report. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 

Section  303  (see  21,  79) 

Report  of  Reference  Committee  on  Commission  on 
Medical  Services  B:  Hospital  and  Professional 

Relations 

Dr.  Kershner:  The  following  functions  of 

this  committee  were  delineated  after  a great 
deal  of  discussion: 

1.  To  carry  out  mandates  of  the  House  of 
Delegates. 

2.  To  consider  and  report  to  the  Council  of 
the  Medical  Society  of  the  State  of  New  York 
any  matters  referred  to  it. 

3.  To  maintain  liaison  with  the  New  York 
State  Hospital  Association. 

4.  To  prepare  reports  requested  by  the 
House  of  Delegates  and  the  Council. 

5.  To  maintain  liaison  with  the  New  York 
State  Hospital  Planning  Council  and  Regional 
Councils  with  the  purpose  in  mind  of  supporting 
the  views  of  the  practicing  physicians. 

6.  To  concern  itself  with  all  professional 
matters  within  the  hospitals  of  New  York 
State. 

In  regard  to  the  resolution  passed  by  the 
American  Medical  Association  that  the  Joint 
Commission  on  Accreditation  of  Hospitals  be 
requested  to  withhold  accreditation  from  any 
hospital  which  openly  coerces  active  medical 
staff  members  to  rebate  physicians’  fees  to 
hospitals,  these  fees  to  subsidize  intern  pro- 
grams and  support  educational  efforts  and  con- 
tribute to  building  funds  and  other  programs, 
the  director  of  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  stated  that  the  Joint 
Commission  is  not  and  does  not  wish  to  become 
a punitive  body.  The  Hospital  and  Pro- 
fessional Relations  Committee  further  stated 
that  if  these  funds  are  obtained  from  the 
practicing  physician  by  mandate  or  coercion, 
this  committee  feels  that  the  Medical  Society 
of  the  State  of  New  York  should  censor  such 
action  and  do  all  in  its  power  to  correct  such  a 
condition.  At  the  last  meeting  of  the  American 
Medical  Association,  this  matter  was  directed 
to  the  State  Society  Hospital  and  Professional 
Relations  Committee  or  to  the  other  local 
physician-hospital  relations  committee. 

This  reference  committee  agrees  that  no 
further  investigation  be  made  to  study  the 
problem  of  “The  Responsibility  of  the  Hospi- 
tal to  the  Medical  Staff  Member,”  and  “The 
Responsibility  of  the  Hospital  Staff  Members 
to  the  Hospital.” 

The  subject  of  nursing  responsibilities  versus 
medical  staff  responsibilities  in  regard  to  intra- 
venous therapy,  blood,  catheter  intubations, 
and  so  forth,  will  be  further  discussed  in  a 
future  joint  meeting  with  the  Hospital  Associa- 
tion of  New  York  State,  with  the  idea  in  mind 
to  set  up  a guidebook  for  hospitals  and  their 
medical  staffs.  The  legality  of  these  problems 
must  be  determined. 


In  regard  to  resolution  63-65  pertaining  to  a 
law  passed  by  the  New  York  State  Legislature 
in  1963  (Chapter  770),  which  amends  the 
Public  Health  Law  and  dictates  medical 
policies  in  the  selection  of  physicians  by  the 
medical  boards  of  hospitals,  the  New  York 
State  Health  Department  has  promulgated  a 
protocol  for  the  implementation  of  this  law. 

The  committee  felt  that  no  suggestion  for 
revision  or  repeal  be  made  until  this  law  has 
been  in  operation  for  some  time. 

Apropos  of  the  new  code  for  proprietary  hos- 
pitals in  New  York  City,  this  code  is  in  the 
process  of  a fourth  draft,  and  representatives 
from  the  various  counties  are  on  that  committee, 
as  well  as  members  from  the  Coordinating 
Council  of  the  First  District  Branch.  After  the 
fourth  draft  is  completed,  a public  hearing  is 
to  be  held.  The  county  societies  are  watching 
this  very  carefully. 

The  committee  noted  with  satisfaction  the 
communication  from  the  American  Medical 
Association,  Council  on  Medical  Education 
and  Hospitals,  that  “The  worthy  intent  of 
international  educational  exchange  in  medicine 
can  be  satisfactorily  realized  only  if  all  hospitals 
participate  through  the  appointment  of  a 
reasonable  number  of  graduates  of  foreign 
medical  schools  to  their  training  programs.” 

It  is  noted  that  the  committee  plans  to  have  a 
joint  meeting  with  a matching  committee  for 
the  New  York  State  Hospital  Association  in  the 
near  future. 

Your  reference  committee  commends  Harold 
T.  Golden,  M.D.,  for  satisfactorily  carrying  out 
a tedious  assignment. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 

Speaker  Wurzbach:  Is  there  any  discussion? 

Renato  J.  Azzari,  M.D.,  Trustee:  Following 
item  6 of  the  report,  the  paragraph  reads,  “In 
regard  to  the  resolution  passed  by  the  American 
Medical  Association  that  the  Joint  Commission 
on  Accreditation  of  Hospitals  be  requested  to 
withhold  accreditation  from  any  hospital 
which  openly  coerces  active  medical  staff 
members  to  rebate  physicians’  fees  to 
hospitals.  . .”  Does  that  “openly”  have  to  be 
in  there? 

Dr.  Kershner:  Well,  it  is  done  openly. 

They  are  not  concealing  it. 

Dr.  Azzari:  I move  to  amend  by  deleting 

the  word  “openly.” 

Samuel  Z.  Freedman,  M.D.,  Treasurer: 
I second  it. 

Speaker  Wurzbach:  The  doctor  moves  that 
the  word  “openly”  be  deleted. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried.  . . 

Speaker  Wurzbach:  It  is  now  deleted. 

We  are  now  on  the  motion  to  adopt  the  entire 
presentation  as  amended.  Is  there  any  dis- 
cussion? 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote  and  was  unanimously 
carried.  . . 
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Section  304  ( see  143) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Proposed  Poll  of  Member- 
ship to  Evaluate  Workmen’s  Compensation  Board 
Medical  Policies 

Dr.  Kershner:  On  resolution  64-47, 

“Proposed  Poll  of  Membership  to  Evaluate 
Workmen’s  Compensation  Board  Medical 
Policies”:  The  “resolved”  portion  of  this 

resolution  reads  as  follows: 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  conduct  a poll  (1)  to 
determine  if  the  individual  member  is  satis- 
fied with  Workmen’s  Compensation  Board 
Medical  policies  and  (2)  to  provide  an 
opportunity  to  list  objections  or  complaints; 
and  be  it  further 

Resolved,  that  the  direction  expressed  by 
the  membership  shall  be  pursued  until 
accomplished. 

Your  reference  committee  feels  that  since 
each  district  is  represented  on  the  Council 
Committee  on  Workmen’s  Compensation,  this 
resolution  is  redundant. 

Your  reference  committee  recommends  dis- 
approval of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 

Speaker  Wurzbach:  Is  there  any  discussion? 
Dr.  d’Angelo:  I would  move  a substitute 

resolution  that  no  action  be  taken. 

. . . The  motion  was  seconded,  and  there 
being  no  discussion  it  was  put  to  a vote  and 
was  lost.  . . 

Speaker  Wurzbach:  We  are  now  on  the 

report  of  the  committee  to  recommend  dis- 
approval. Is  there  any  further  discussion? 

. . . The  question  was  called,  and  the  motion 
was  put  to  a vote  and  was  carried.  . . 

Section  305  ( see  146) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Recognition  of  Fiftieth 

Anniversary  of  the  New  York  State  Workmen’s 
Compensation  Law 

Dr.  Kershner:  On  resolution  64-50, 

“Recognition  of  Fiftieth  Anniversary  of  the 
New  York  State  Workmen’s  Compensation 
Law.”  The  “resolved”  portions  of  this  resolu- 
tion read  as  follows: 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  dedication  to 
the  lofty  goals  set  by  the  Workmen’s  Com- 
pensation Law  and  its  intention  of  supporting 
all  efforts  directed  toward  the  maintenance 
of  high  standards  of  medical  care  for  com- 
pensation patients;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  will  continue  to  discharge 
its  obligations  by  advising  all  officers, 
legislators,  and  appropriate  agencies  of  the 
State  of  New  York  concerning  conditions  or 
practices  that  could  result  in  the  weakening 
or  downgrading  of  services  to  compensation 
claimants;  and  be  it  further 


Resolved,  That  this  resolution  be  made 
known  to  the  Governor  of  the  State  of  New 
York  and  to  the  Chairman  of  the  Workmen’s 
Compensation  Board. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion,  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Section  306  ( see  101) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Eligibility  of  Foreign 

Medical  Graduates  for  Hospital  Residencies 

Dr.  Kershner:  Resolution  64-5,  “Eligi- 

bility of  Foreign  Medical  Graduates  for  Hospital 
Residencies”:  For  clarification  I will  read  the 

first  two  “whereases”: 

Whereas,  Foreign  medical  graduates 
coming  to  this  State  on  an  immigrant  visa 
may  automatically  fill  positions  as  residents 
in  any  government  (city,  county,  State) 
hospital;  and 

Whereas,  These  same  graduates  are  pro- 
hibited from  accepting  residencies  in  non- 
government hospitals  unless  they  obtain  a 
temporary  certificate  from  the  State  Educa- 
tion Department;  . . . 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  voice  its  objection  to  this 
section  of  the  Education  Law;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  seek  amendment  of 
the  Law  (Article  131,  Section  6512  B)  so  as  to 
end  this  double  standard  of  eligibility. 

Your  reference  committee  recommends  adop- 
tion of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 

Speaker  Wurzbach:  Is  there  any  discus- 

sion? 

Dr.  d’Angelo:  Do  you  want  these  foreign 

graduates  to  come  who  have  not  passed  the 
examinations  and  have  these  privileges  or 
have  only  those  foreign  graduates  who  come  in 
with  a certificate  to  have  these  privileges? 
You  have  to  state  which  one  you  want. 

Speaker  Wurzbach:  This  is  an  entirely 

different  subject.  As  regards  a certificate, 
there  are  two  kinds  of  men  coming  into  this 
country:  one  as  immigrants  and  the  other  on  a 
State  Department  visa.  This  only  speaks  of 
those  who  come  as  immigrants,  although  both 
of  them  must  have  a certificate  before  they  can 
be  a resident  or  intern. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried.  . . 

Section  307  ( see  103) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Qualifications  for  Hos- 

pital Staff  Membership 
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Dr.  Kershner:  Resolution  64-7,  “Qualifica- 
tions for  Hospital  Staff  Membership”:  the 

“resolved”  portion  reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  hereby  disapproves  of 
arbitrary  qualifications  for  appointment  to 
hospital  staffs  beyond  those  of  training, 
experience,  and  demonstrated  competence, 
as  not  equitable  and  not  in  the  American 
tradition. 

This  matter  has  been  taken  up  in  the  Hospital 
and  Professional  Relations  Committee  and 
also  by  the  Coordinating  Council,  and  therefore, 
there  is  no  need  for  this  resolution. 

Your  reference  committee  recommends  dis- 
approval of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 

Speaker  Wurzbach:  Is  there  discussion? 
Dr.  d’Angelo:  I think  it  is  much  better  to 
take  no  action,  and  I so  move. 

Speaker  Wurzbach:  There  is  a motion 

before  the  House  for  no  action.  Is  there  a 
second? 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  the  motion  was  put 
to  a vote  and  was  unanimously  carried.  . . 

Section  308  ( see  104 ) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Hospital  Role  in  Main- 

tenance of  Skills 

Dr.  Kershner:  Resolution  64-8,  “Hospital 
Role  in  Maintenance  of  Skills”:  The  “re- 

solved” portions  of  this  resolution  read  as 
follows: 

Resolved,  That  hospital  regulations  that 
negate  the  maintenance  of  skills  achieved 
during  years  of  training  and  experience  are 
not  in  the  public  interest;  and  be  it  further 

Resolved,  That  this  resolution  be  brought 
to  the  attention  of  the  New  York  State 
Hospital  Association. 

Your  reference  committee  believes  that  since 
hospitals  have  been  alerted  to  set  up  disaster 
teams  and  are  expected  to  be  prepared  for 
catastrophic  emergencies,  there  is  no  need  for 
this  resolution. 

Your  reference  committee  recommends  dis- 
approval of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Section  309  ( see  109) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Use  of  General  Practi- 

tioners as  Assistants  at  Operations  on  Their  Own 
Patients 

Dr.  Kershner:  Resolution  64-13,  “Use  of 

General  Practitioners  as  Assistants  at 
Operations  on  Their  Own  Patients”:  The 


“resolved”  portions  of  this  resolution  read  as 
follows: 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  reintroduce 
at  the  American  Medical  Association  House 
of  Delegates  in  June,  1964,  the  same  resolu- 
tion (61-32)  as  submitted  in  June,  1962,  as 
printed  above;  and  be  it  further 

Resolved,  That  the  delegates  from  New 
York  to  the  American  Medical  Association 
House  of  Delegates  urge  that  this  resolution 
be  carried  out  and  suggest  that  conflicting 
staff  regulations  be  changed. 

Your  reference  committee  is  in  agreement  that 
in  all  areas  a general  practitioner  be  given 
preference  over  technical  or  nonmedical  person- 
nel as  surgical  assistants  at  operations,  but  your 
reference  committee  recommends  disapproval  of 
this  resolution  because  we  feel  it  is  too  broad  in 
scope. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  this  report. 

. . . The  motion  was  seconded.  . . 

Speaker  Wurzbach:  Is  there  discussion? 
Garra  L.  Lester,  M.D.,  Chautauqua:  I 

would  like  to  see  no  action  taken  on  that,  and  I 
so  move. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  the  motion  to  take  no 
action  was  put  to  a vote  and  was  carried.  . . 

Section  310  ( see  133) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Discrimination  By  Hos- 

pitals 

Dr.  Kershner:  Resolution  64-37,  “Dis- 
crimination by  Hospitals”:  The  “resolved” 

portions  of  this  resolution  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  declares  that  all  hospitals 
should  make  medical  staff  appointments, 
house  staff  selection,  and  bed  assignments 
without  regard  to  race,  creed,  color,  or  national 
origin;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  affirms  that  any  hospital 
which  practices  such  discrimination  should 
not  be  eligible  for  accreditation  by  the  Joint 
Commission;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  notify  the  American  Medi- 
cal Association  of  its  stand,  to  the  effect  that 
the  commissioners  from  the  American  Medi- 
cal Association  to  the  Joint  Commission 
should  actively  oppose  the  accreditation 
of  any  hospitals  engaging  in  such  discrimina- 
tory practice. 

The  reference  committee  recommends  no 
action  be  taken  on  this  resolution  because  the 
laws  of  the  State  prohibit  discrimination  and 
the  resolution  is  redundant. 

Mr.  Speaker  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 

Speaker  Wurzbach:  Is  there  discussion? 
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Abraham  W.  Freireich,  M.D.,  Nassau:  I 

am  sure  one  of  these  days  we  are  going  to  have 
to  add  another  word,  and  I move  to  amend  to 
add  the  word  “sex.” 

Speaker  Wurzbach:  So  it  will  read  “race, 
creed,  sex,  color,  or  national  origin.”  Is  there  a 
second  to  the  amendment? 

. . . The  amendment  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Speaker  Wurzbach:  We  now  proceed  to  the 
recommendation  of  the  committee,  which  is  no 
action.  Is  there  any  discussion? 

Alfred  A.  Angrist,  M.D.,  Queens:  I 

don’t  see  that  the  action  by  the  reference  com- 
mittee is  responsive.  The  purpose  of  this 
resolution  really  was  not  to  bring  the  applica- 
tion to  New  York  State  only  but  to  a national 
level.  I realize  that  there  are  some  difficulties  in 
implementing  this  at  a national  level,  but  I 
think  in  supporting  the  proposal  for  no  action 
we  are  really  condoning  this  type  of  attitude. 
I think  nothing  is  to  be  lost  by  passing  the 
resolution  because  in  essence  no  action  follows, 
but  there  is  no  reason  for  recording  it  in  our 
minutes  as  such. 

1 would  therefore  urge  the  House  to  vote 
against  the  resolution  of  no  action. 

Gerald  D.  Dorman,  M.D.,  Trustee:  I 

would  oppose  this  because  in  the  second  “re- 
solved” it  involves  the  punitive  action  of 
the  Joint  Commission  on  Accreditation  of 
Hospitals.  This  is  against  the  policy  of  the 
Joint  Commission,  and  in  the  long  run  the 
Joint  Commission  has  upgraded  medical  care  in 
hospitals.  It  is  not  to  be  used  as  a punitive 
method  for  any  particular  infringement.  We 
have  gone  on  record  here  on  the  basis  of  the 
resolutions  which  New  York  County  introduced 
against  any  sort  of  discrimination. 

Speaker  Wurzbach:  We  are  now  voting 

on  the  recommendation  of  the  committee  for 
no  action. 

. . . The  motion  was  put  to  a vote  and  was 
carried.  . . 

Section  311  ( see  138) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Opposition  to  Compulsory 
Hospital  Planning 

Dr.  Kershner:  Resolution  64-42,  “Opposi- 
tion to  Compulsory  Hospital  Planning”:  The 

“resolved”  portions  of  this  resolution  read  as 
follows: 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  go  on  record  as  being  in  favor  of 
voluntary  hospital  planning  as  exemplified 
by  the  several  regional  hospital  planning 
councils;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  oppose  and  voice  its 
objections  to  any  legislation  that  would 
impose  a system  of  compulsory  hospital 
planning  in  this  State. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 


Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 

Speaker  Wurzbach:  Is  there  any  discussion? 

Norman  S.  Moore,  M.D.,  Trustee:  Mr. 

Speaker  and  members  of  the  House,  I realize 
that  there  is  a directive  from  the  A.M.A.  to 
the  medical  societies  of  all  states  urging  volun- 
tary hospital  planning  and  not  legislative 
hospital  planning.  However,  in  this  State, 
which  leads  all  states  in  hospital  planning, 
there  has  come  up  in  the  regional  hospital 
councils  the  necessity  for  legislation  to  protect 
these  councils  from  the  suits  of  citizens  who 
dislike  the  recommendations  they  make  in 
face  of  hospital  drives  of  one  sort  or  another 
where  they  have  taken  the  stand  that  hospitals 
are  not  needed,  and  certain  hospital  vested 
interests  have  attacked  these  councils. 

Senator  George  Metcalf  has  in  the  Legisla- 
ture this  year,  with  the  cooperation  of  the 
churches,  the  hospital  regional  councils,  the 
Medical  Society,  and  various  other  groups,  a 
bill  which  is  trying  to  protect  the  hospital 
councils  and  increase  the  efficiency  in  these 
various  regions  of  the  State.  It  is  going  to  be 
very  embarrassing  if  our  legislative  counsel 
has  to  oppose  this  bill  of  George  Metcalf’s. 
Therefore,  I move  a substitute  that  we  take  no 
action. 

James  Greenough,  M.D.,  Past-President:  I 
second  it. 

Speaker  Wurzbach:  There  is  a substitute 

motion  to  take  no  action.  Is  there  any  dis- 
cussion on  the  substitute  motion  to  take  no 
action? 

Dr.  d’Angelo:  Would  Dr.  Moore  please 

explain  whether  or  not  this  bill  of  Mr.  Metcalf’s 
would  give  these  commissions — will  it  make  it 
mandatory  to  follow  their  advice? 

Dr.  Moore:  In  the  case  of  any  element  of  a 
community  challenging  this  judgment  of  a 
regional  hospital  council,  the  bill  calls  for  the 
Commissioner  of  Social  Welfare  to  hold  a 
hearing,  after  which  the  Commissioner  of 
Social  Welfare  can  do  as  he  pleases.  He  can 
take  the  hospital  regional  council’s  recom- 
mendation or  use  his  own  judgment,  but  there 
must  be  a hearing  before  action  is  taken  if 
somebody  in  the  community  challenges  the 
wisdom  of  the  regional  council. 

James  M.  Blake,  M.D.,  Councillor:  Mr. 

Speaker,  this  bill  is  being  studied  by  the 
Legislation  Committee  and  by  the  Commission. 
It  has  not  been  printed,  or  at  least  it  had  not 
when  we  came  down.  We  have  the  original 
bill.  It  is  being  studied.  I would  suggest  that 
this  be  referred  to  the  Council,  to  the  Legisla- 
tion Committee,  for  their  continued  observation 
and  study,  and  I support  Dr.  Moore’s  motion  of 
no  action. 

Solomon  Schussheim,  M.D.,  Councillor: 
If  we  take  no  action  here  today,  the  bill  may 
be  passed  without  Senator  Metcalf’s  knowing 
the  wishes  and  the  feeling  of  the  Medical 
Society  of  the  State  of  New  York.  By  the  time 
we  get  through  with  deliberations  in  the  Council, 
it  may  be  too  late. 
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George  J.  Lawrence,  Jr.,  M.D.,  Councillor: 
Last  year  this  House  of  Delegates  did  take  a 
position  on  last  year’s  bill,  so  that  we  are  on 
record  as  to  what  we  liked  and  what  we  did  not 
like  in  last  year’s  bill.  As  Dr.  Blake  just  said, 
we  have  not  seen  the  printed  copy  of  the  bill  up 
to  this  time  so  that  we  still  cannot  take  any 
position  on  this  year’s  bill,  but  I feel  that  your 
Council  and  your  Legislation  Committee  does 
know  the  stand  of  this  House  and  can  study  this 
bill  accordingly  and  support  what  this  Society 
feels  it  should  support  as  stated  in  our  House 
of  Delegates  meeting  last  year.  Therefore,  no 
action  now,  of  course,  will  result  in  this  being 
referred  through  the  Council  to  the  Legislation 
Committee. 

Speaker  Wurzbach:  No  action  means  that 
it  will  automatically  become  part  of  this  com- 
mittee’s work  as  it  progresses. 

Eugene  J.  H ana  van,  M.D.,  Erie:  This 

resolution  was  introduced  by  Erie  County.  It  is 
a county-sponsored  resolution.  You  gentlemen 
in  the  House  who  have  not  been  members  of 
regional  hospital  planning  councils  do  not  know 
all  of  the  whys  and  wherefores.  As  a member  of 
the  Planning  Council  of  Western  New  York, 
which  includes  six  counties,  our  hands  are 
pretty  well  tied  by  hospital  administrators  who 
run  the  plan,  and  that  is  why  we  have  this 
resolution  and  also  another  one  which  we  will  be 
discussing  later.  I think  if  we  give  legislative 
approval  by  endorsing  the  Metcalf  act,  that  is 
just  another  clutch  at  government  control  of 
medicine.  These  people  in  hospital  regional 
planning  councils  will  tell  you  where  your 
hospitals  can  be  built,  how  many  beds  you  can 
build,  what  type  of  bed  capacity  you  will  use, 
and  what  for.  I believe  it  is  too  far-reaching 
into  the  practice  of  medicine,  and  I speak  here 
today  to  condemn  the  amended  resolution. 

Speaker  Wurzbach:  You  are  speaking  for  or 
against  no  action? 

Dr.  Han avan  : I am  speaking  against  no 

action. 

Speaker  Wurzbach:  Is  there  any  further 

discussion?  The  motion  before  the  House  is  no 
action  on  this  report  of  the  committee.  All 
those  in  favor  of  no  action  will  say  “aye,” 
opposed  “no.”  I will  ask  for  a standing  vote. 
All  those  in  favor  of  no  action  will  stand; 
those  opposed  to  no  action  will  now  stand. 
The  opposition  to  no  action  wins. 

Now  we  are  back  again  on  resolution  64-42 
where  the  committee  recommends  approval  of 
this  resolution.  No  action  was  lost.  Is  there 
any  further  discussion  on  the  action  of  the 
committee? 

Dr.  Freedman:  I voted  for  no  action  if  for 
no  other  reason  than  that  I don’t  understand 
what  this  is  all  about,  and  I have  heard  nothing 
in  the  arguments  as  to  the  necessity  for  action. 
What  is  behind  this  thing?  I should  think 
that  there  would  be  an  opportunity  for  some 
of  us  to  learn  what  it  is  and  not  to  be  asked 
at  this  time  to  just  pass  on  something  when  I am 
sure  most  of  the  men  here  don’t  know  what  is 
involved,  so  I would  move  that  this  be  referred 
to  the  Council  for  study. 

Dr.  Greenough:  I second  it. 


Speaker  Wurzbach:  This  is  to  refer  to 

Council,  gentlemen.  The  vote  before  the  House 
now  is  to  refer  the  report  of  this  committee  to 
the  Council.  All  in  favor  of  referral  to  the 
Council  will  say  “aye,”  contrary  “no.”  It  is 
referred  to  Council. 

Delegate:  I move  a standing  vote  be  taken. 
Speaker  Wurzbach:  There  is  a question  on 
the  division  of  the  vote.  Those  in  favor  of 
referring  to  Council  will  stand;  those  against 
will  stand.  It  goes  to  Council. 

Section  312  {see  139) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  County  Society  Repre- 

sentation on  Regional  Hospital  Planning  Councils 

Dr.  Kershner:  On  resolution  64-43,  “County 
Society  Representation  on  Regional  Hospital 
Planning  Councils”:  The  “resolved”  portions 

of  this  resolution  read  as  follows: 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  recommend  to  its  compo- 
nent county  societies  that  they  seek  represen- 
tation on  the  governing  bodies  of  the  regional 
hospital  planning  council  in  their  respective 
areas;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  assist  its  component  county 
medical  societies  in  every  way  possible  to 
secure  such  representation;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  county 
medical  societies  located  in  areas  having 
regional  hospital  planning  councils  that  they 
set  up  committees  to  cooperate  with  the 
planning  council  in  their  respective  localities. 

Your  reference  committee  considered  this 
resolution  and  has  changed  the  first  “resolved” 
to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  its  com- 
ponent county  societies  that  they  seek 
representation  of  physicians  actively  en- 
gaged in  the  private  practice  of  medicine 
equal  in  number  to  any  other  organizational 
group  on  the  governing  body  of  the  regional 
hospital  planning  council  in  their  respective 
area. . . 

Your  reference  committee  recommends  ap- 
proval of  this  resolution  as  amended. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 

Dr.  Wurzbach:  Is  there  discussion? 

Ralph  S.  Emerson,  M.D.,  Nassau:  The 

intent  of  this  resolution  is  at  the  crux  of  the 
previous  resolution.  It  is  representation  on 
these  respective  councils.  I would  like  to 
suggest  an  amendment.  In  the  substitute 
“resolved”  in  the  next  to  the  last  line,  have  it 
read,  “organizational  group  on  the  governing 
body  and  subcommittees  of  the  regional  hos- 
pital planning.” 

. . . The  amendment  was  seconded,  and  there 
being  no  discussion  it  was  put  to  a vote  and  was 
unanimously  carried.  . . 

Speaker  Wurzbach:  The  amendment  is 
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added.  We  are  now  on  the  recommendation  of 
the  committee  to  approve  the  resolution  as 
amended. 

Dr.  Han avan : I would  like  to  make  an 

amendment  to  the  resolution  that  the  physicians 
appointed  to  these  regional  hospital  planning 
councils  be  appointed  by  their  respective  comitia 
minora. 

Speaker  Wurzbach:  You  can’t  tell  a 

county  society  what  to  do,  sir. 

Dr.  Hanavan:  I will  tell  you  that  some  men 
get  appointed  to  these  regional  hospital  planning 
councils  without  notice  to  the  county  society 
or  the  comitia  minora  so  we  are  going  to  have 
them  loaded  with  deadheads  who  do  not  rep- 
resent organized  medicine.  This  is  one  of  the 
big  purposes  behind  this  resolution. 

Speaker  Wurzbach:  I think  this  resolution, 
sir,  stands  on  its  own  without  that  amendment 
because  this  is  what  the  second  “resolved” 
states. 

Dr.  Hanavan:  I don’t  think  it  is  clear 

enough. 

Speaker  Wurzbach:  Is  there  any  further 

discussion?  We  are  now  voting  on  the  amended 
report  of  the  reference  committee  to  approve. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  carried.  . . 

Section  313  ( see  145 ) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Service  B:  Elimination  of  Internships 
at  University  Hospitals 

Dr.  Kershner:  Resolution  64-49,  “Elimina- 
tion of  Internships  at  University  Hospitals”: 
The  “resolved”  portions  of  this  resolution  read 
as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  elimination  of 
internships  in  university  hospitals  and  that 
university  hospitals  accept,  as  their  residents, 
interns  from  fully  accredited  community 
hospitals;  and  be  it  further 

Resolved,  That  this  resolution  be  introduced 
in  the  American  Medical  Association  House  of 
Delegates  by  the  New  York  delegation  of  the 
State  Medical  Society. 

Your  reference  committee  believes  that  this 
would  be  welcome  but  misinterpreted  by  the 
university  hospitals.  They  would  then  use 
fourth-year  medical  students  as  interns,  and  the 
interns  would  be  called  “assistant  residents” 
with  no  relief  of  the  intern  shortage. 

Your  reference  committee  therefore  recom- 
mends disapproval  of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

Dr.  Greenough:  I second  it. 

Speaker  Wurzbach:  Is  there  any  discussion? 
James  A.  Moore,  M.D.,  Albany:  This  was 
sent  down  by  Albany  County.  The  only 
objection  I have  is  that  you  have  misinterpreted 
it.  In  your  third  from  the  bottom  paragraph 
when  you  say,  “Your  reference  committee 
believes  that  this  would  be  welcome  but  mis- 
interpreted by  the  university  hospitals.  They 
would  then  use  fourth-year  medical  students 


as  interns,  etc.,”  this  is  a misinterpretation. 
That  is  not  quite  what  was  implied  by  this. 
The  idea  was  that  much  of  the  work  of  the 
intern  could  be  done  by  ancillary  services 
around  the  hospital  and  so  by  the  fourth-year 
medical  students.  The  interns  would  not  be 
interns,  they  would  be  assistant  residents.  They 
would  have  had  then-  internship  at  the  com- 
munity hospitals  surrounding  or  in  the  State 
some  place.  This  has  already  been  done  by 
Temple  University.  We  are  forever  bringing 
up  resolutions  before  the  House  to  do  some- 
thing about  the  intern  shortage  in  community 
hospitals.  Nothing  has  ever  been  accomplished, 
and  this  is  one  possible  way  that  it  might  be 
done. 

C.  Joseph  Delaney,  M.D.,  New  York:  The 
matter  the  resolution  brings  up  is  also  in  its 
evolutionary  stages.  It  is  also  being  carried  out 
at  New  York  Medical  College.  1 would  recom- 
mend no  action  rather  than  disapproval  and 
wait  until  further  data  is  forthcoming  on  its 
operation. 

Speaker  Wurzbach:  Motion  of  no  action,  is 
it  seconded? 

. . . The  motion  was  seconded.  . . 

Dr.  D’Angelo:  I am  against  no  action.  I am 
in  favor  of  the  reference  committee’s  report 
because  as  I see  it  here,  we  are  saying  that  the 
university  hospitals  have  too  many  interns 
now.  Instead  of  asking  them  to  take  a lesser 
number  of  interns  and  even  a lesser  number  of 
residents,  because  I think  they  are  oversupplied 
with  residents,  we  are  going  to  do  away  with 
the  internship  completely  in  those  hospitals.  I 
think  that  is  a fallacious  argument.  If  we  want 
to  correct  the  situation,  let  us  correct  the 
situation  in  a proper  manner  and  take  less, 
but  to  do  away  with  them  is  ridiculous.  As  I 
say  I am  going  to  vote  against  no  action  and 
support  the  action  of  the  reference  committee. 

Speaker  Wurzbach:  All  in  favor  of  no 

action  on  this  resolution  say  “aye,”  contrary 
“no.”  No  action  is  carried. 

Section  314  ( see  148 ) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Two-Year  Internships  for 
American  Medical  Students 

Dr.  Kershner:  On  resolution  64-52,  “Two- 
Year  Internships  for  American  Medical 
Students:”  Your  reference  committee  con- 
sidered this  resolution  and  recommends  deletion 
of  the  fourth  “whereas”: 

Whereas,  A two-year  internship  is  the  only 
mathematic  possibility  of  solving  this  prob- 
lem; 

and  amending  the  second  “resolved”  to  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association,  following  the  procedure 
of  the  Boards  of  Internal  Medicine,  to  use  its 
influence  on  all  the  specialty  boards  to  grant 
one  year  of  residence  credit  to  interns  who 
serve  a “straight”  second  year  of  internship 
following  a first-year  mixed  internship. 
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Your  reference  committee  recommends  ap- 
proval of  this  resolution  as  amended. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 

Speaker  Wurzbach:  Is  there  any  discussion? 
Dr.  D’Angelo:  I think  we  are  asking  the 

wrong  people  for  this  resolution.  It  is  the  Army 
that  at  present  is  not  allowing  two-year  intern- 
ships. We  could  ask  the  A.M.A.  as  much  as  we 
want  for  two-year  internships.  We  have  done 
that  on  several  occasions,  but  the  Army  will 
only  allow  one-year  internship.  If  the  Army 
will  allow  a two-year  internship,  we  can  go 
ahead  and  try  to  implement  it,  but  I think  we 
are  barking  up  the  wrong  tree. 

Speaker  Wurzbach:  Is  there  any  further 

discussion?  If  not,  all  in  favor  of  the  recom- 
mendation of  the  committee  for  approval  say 
“aye,”  opposed  “no.”  It  is  unanimously  adop- 
ted. 

Section  315  ( see  170) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Creation  of  a Control 

Utilizing  City  Hospital  at  Elmhurst  for  Comparison 
with  Present  Experimental  Affiliations  of  Muni- 
cipal Hospitals  with  Voluntary  institutions  and 
Medical  Colleges 

Dr.  Kershner:  The  New  York  Times  this 

morning  quoted  this  Medical  Society  as  having 
branded  Dr.  Trussell  a bad  boy,  but,  to  quote 
Dr.  Trussell,  while  we  brand  him  a bad  boy,  we 
do  nothing  positive  about  it.  Now  resolution 
64-71  attempts  to  recommend  positive  action 
so  that  that  argument  can  be  offset. 

Resolution  64-71  was  discussed  at  length  by 
the  committee  and  the  wording  of  several 
“whereases”  and  the  first  “resolved”  were 
revised  so  that  the  final  revised  resolution  is  as 
follows: 

Whereas,  The  implementation  of  the 
Rappleye  plan  by  the  Commissioner  of 
Hospitals  has  proceeded  rapidly  with  new 
contractual  arrangements  with  many  volun- 
tary hospitals  and  several  medical  schools  for 
the  care  of  indigent  sick  in  our  municipal 
hospitals;  and 

Whereas,  This  experiment  will  amount  to  a 
50  million  dollar  plus  budget  item;  and 

Whereas,  A request  for  three-million 
dollars  is  presently  being  made  by  the  Com- 
missioner of  Hospitals  for  an  affiliation  of  the 
City  Hospital  at  Elmhurst  with  one  or  more 
voluntary  institutions;  and 

Whereas,  All  scientific  experiments  and 
the  complex  problem  of  medical  care  in 
particular  should  have  a comparative  control 
to  avoid  illogic  and  erroneous  conclusions;  and 
Whereas,  The  approval  of  such  a three- 
million  dollar  item  in  the  budget  by  the  Muni- 
cipal Council  will  eliminate  possible  control 
for  the  comparative  evaluation  of  the  benefits 
of  the  Rappleye  plan  and  such  a policy  of 
affiliation;  and 

Whereas,  Such  a control  will  be  definitely 
eliminated  through  the  action  by  the  Com- 
missioner of  Hospitals,  Ray  E.  Trussell, 


M.D.,  on  February  11,  1964;  now  therefore  be 
it  hereby 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  petition  the  Commissioner 
of  Hospitals,  His  Honor  the  Mayor  of  New 
York,  and  members  of  the  Municipal  Council  of 
the  City  of  New  York  to  rescind  the  action  of 
the  Commissioner  of  Hospitals  and  to 
hold  in  abeyance  the  approval  of  the  three- 
million  dollar  item  in  the  budget  calling  for 
such  affiliation  of  the  City  Hospital  at  Elm- 
hurst; and  be  it  further 

Resolved,  That  due  consideration  be  given 
to  the  approval  of  one-half  the  above  amount 
($1,500,000),  without  any  overhead  cost, 
being  made  available  to  the  Commissioner 
and  administrative  officers  of  the  Depart- 
ment of  Hospitals  and  the  Medical  Board  of 
the  City  Hospital  at  Elmhurst  immediately, 
through  the  routine  budgetary  changes, 
with  provision  for  part  of  the  monies  with 
adequate  safeguards  to  be  made  available 
for  flexibile  immediate  expenditures  by  the 
administration,  Medical  Board  of  City  Hospi- 
tal at  Elmhurst,  and  Commissioner  of  the 
Department  of  Hospitals  for  all  necessary 
equipment,  supplies,  and  personnel  required 
to  modernize  and  revitalize  the  City  Hospital 
at  Elmhurst,  so  that  thereby  an  adequately 
supported  municipal  hospital,  without  affilia- 
tion, can  become  a proper  scientific  control 
for  comparable  evaluation  of  the  benefits  of 
affiliation  on  patient  care,  the  agreed-upon 
ultimate  aim;  and  be  it  further 

Resolved,  That  after  a reasonable  period,  a 
medical  audit  be  undertaken  to  evaluate  the 
standards,  quality,  and  cost  of  medical 
care  in  the  group  of  affiliated  institutions, 
to  be  compared  with  medical  care  in  City 
Hospital  at  Elmhurst  when  it  also  will 
become  a comparable  financially  supported 
municipal  hospital,  so  that  the  present 
costly  experiment  in  medical  care  being 
undertaken  by  the  implementation  of  the 
Rappleye  plan  in  our  municipal  hospitals 
may  have  an  appropriate  yardstick  basis  for 
comparison  and  adequate  control. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution  as  amended. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 

Dr.  Schussheim:  Might  I say  that  it  is  of  the 
utmost  urgency  that  this  resolution  be  passed 
and  transmitted  to  the  newspapers,  to  the 
Mayor,  and  to  everyone  involved  because  a 
condition  has  been  set  up  already  of  immediate 
transfer  of  the  personnel  at  the  Greenpoint 
Hospital-Mount  Sinai  Group  to  the  Elmhurst 
City  Hospital  at  a moment’s  notice,  and  another 
hospital,  a voluntary  hospital  in  Brooklyn, 
to  take  over  Greenpoint  Hospital.  If  we  don’t 
pass  this  resolution,  within  the  next  week  a 
transfer  and  all  other  things  to  go  along  with  it 
will  be  in  effect. 

. . . There  being  no  further  discussion,  the 
motion  was  put  to  a vote  and  was  unanimously 
carried.  . . 
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Section  316  {see  173 ) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Opposition  to  Policy  on 
Pediatric  Residencies 

Dr.  Kershner:  Resolution  64-74,  “Op- 

position to  Policy  on  Pediatric  Residencies'’: 
The  “resolved”  portions  of  this  resolution  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  oppose  the 
principle  invoked  in  the  quoted  letter;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  will  continue  to  take 
such  active  measure  as  it  may  to  prevent 
the  implementation  of  such  policy. 

Your  reference  committee  recommends  adop- 
tion of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion  it  was  put  to  a vote  and 
was  unanimously  carried.  . . 

Section  317  {See  174) 

Report  of  Reference  Committee  on  Commission 
on  Medical  Services  B:  Recommended  Revision 

of  New  York  City  Charter 

Dr.  Kershner:  The  “resolved”  portions  of 
resolution  64-75  read  as  follows: 

Resolved,  That  the  members  of  the  New 
York  City  Council  and  the  Mayor  of  the 
City  of  New  York  be  petitioned  by  the 
Medical  Society  of  the  State  of  New  York 
to  amend  this  Charter;  and  be  it  further 
Resolved,  That  the  following  minimum 
standards  be  established  as  qualifying  for 
the  respective  appointments: 

Commissioner  of  Health:  He  should  be  a 

doctor  of  medicine  and  a graduate  of  an 
approved  school  of  public  health  with  not 
less  than  a total  of  eight  years  experience  in 
both  professions; 

Commissioner  of  Hospitals:  He  should  be  a 
doctor  of  medicine  and  a graduate  of  an 
approved  school  of  hospital  administration 
with  not  less  than  a total  of  eight  years 
experience  in  both  professions; 

Commissioner  of  Welfare:  He  should  be  a 
graduate  of  an  approved  school  of  social 
work  with  not  less  than  eight  years  ex- 
perience in  social  and/ or  welfare  work. 


Your  reference  committee  recommends  adop- 
tion of  this  resolution. 

Mr.  Speaker,  I move  adoption  of  this  portion 
of  the  report. 

. . . The  motion  was  seconded.  . . 

Dr.  Schussheim:  May  I state  that  although 
this  may  be  a very  valuable  change  in  the  Charter, 
we  are  now  beginning  to  meddle  very  severely 
into  politics  in  the  City  of  New  York.  I think 
that  before  we  pass  such  a resolution,  we  should 
study  it  a little  bit  more  and  engage  with  other 
interested  groups  in  changing  the  Charter  of  the 
City  of  New  York.  It  is  not  such  a simple 
thing  that  is  being  requested  as  appears  in  this 
resolution.  Therefore,  Mr.  Chairman,  I would 
ask  that  this  be  referred  to  the  Council  for 
implementation  and  discussion  with  other 
groups. 

. . . The  motion  was  seconded.  . . 

Speaker  Wurzbach:  We  are  now  on  the 

motion  to  refer  to  the  Council.  All  those  in 
favor  say  “aye,”  those  opposed  “no.”  It  is 
referred  to  the  Council. 

Dr.  Kershner:  Your  reference  committee 

wishes  to  thank  all  who  attended  the  reference 
committee  for  their  advice  and  assistance  in 
its  deliberations. 

Your  chairman  expresses  his  appreciation  to 
the  members  of  his  reference  committee 
for  their  invaluable  aid  and  generous  spirit  of 
cooperation.  We  also  thank  Miss  Alice  Wheeler 
for  her  patient  and  tolerant  assistance  in  the 
preparation  of  this  report. 

Mr.  Speaker,  I move  adoption  of  this  report 
as  a whole  as  amended. 

. . . The  motion  was  seconded,  and  since 
there  was  no  discussion,  it  was  put  to  a vote 
and  was  unanimously  carried.  . . 

Speaker  Wurzbach:  Thank  you,  Dr. 

Kershner. 

I am  happy  to  thank  you  on  behalf  of  the  Vice- 
Speaker  and  myself  on  your  wonderful  coopera- 
tion with  the  reference  committees  and  with 
the  Vice-Speaker  and  myself. 

I will  now  entertain  a motion  for  adjournment 
sine  die. 

Dr.  Greenough:  I so  move. 

Dr.  Dorman:  I second  the  motion. 

. . . There  being  no  discussion,  the  motion  was 
put  to  a vote  and  was  unanimously  carried.  . . 

Speaker  Wurzbach:  The  House  is  now 

adjourned  sine  die. 

. . . The  House  of  Delegates  adjourned  at 
1 : 10  p.m.,  sine  die.  . . 
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OBETROL 

or  medical  management  of  obesity 


OBETROL  incorporates 
the  desired  action  of 
amphetamines  with  fewer 
side  reactions  reported. 


INIMAL  SIDE  EFFECTS 

i the  cooperative  patient,  OBETROL  was  markedly  bene- 
iial  in  producing  the  desirable  weight  loss  with  minimal  side 
ects,  even  in  the  case  of  a high  percentage  of  patients  with 
irdiovascular  and  other  chronic  ailments  which  normally 
like  use  of  other  amphetamines  undesirable  because  of  side 
ects”  1 


'EIGHT  REDUCTION  EFFECTIVE 
i DIFFICULT  CASES 

Yith  a daily  divided  dosage  of  30  milligrams  of  OBETROL  we 
;re  able  to  obtain  appetite  depression  without  nervous  rest- 
' sness  or  insomnia  ...”  1 

:FECTIVE  WHERE  OTHER 
VIPHETAMINES  FAIL 

/enty  six  patients  who  previously  had  been  unable  to  use 
ner  amphetamines  in  any  dosage  sufficient  to  maintain  the 
jorectic  effect,  responded  favorably  on  this  medication.  V 

j mtraindications:  OBETROL  is  relatively  contraindicated  in 
perthyroidism,  hypertension,  coronary  artery  and  other  car- 
pvascular  diseases,  anxiety  and  hyperexcitability.  Habituation 
[ly  occur  with  prolonged  use.  As  in  the  case  of  all  ampheta- 
nes,  caution  should  be  used  in  treating  patients  with  these 
! nditions. 

ch  OBETROL-IO  tablet  contains: 

Methamphetamine  Saccharate 2.5  mgm. 

I Methamphetamine  Hydrochloride 2.5  mgm. 

I Amphetamine  Sulfate 2.5  mgm. 

I Dextroamphetamine  Sulfate 2.5  mgm. 

( OBETROL-20  tablets  contain  twice  this  potency) 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

- start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial 
worries  ■ fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ 
pre-  and  post-operative  apprehensions  ■ retirement  problems, 
and  many  other  stressful  situations  which  cause  the  patient  to  feel 
a sense  of  loss,  guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 
of  the  depressed  patient  without  the  agitation  and  “jitters” 
that  often  accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’ 
is  compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions,  due  to  meprobamate,  and 
occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benactyzine,  may  occur. 
Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subse- 
quent use  of  meprobamate  or  meprobamate-containing  drugs.  Precautions:  Should  administration  of 
meprobamate  cause  drowsiness,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  meprobamate.  Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Massive  over- 
dosage of  meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Even  though  it  has  not  been  reported  with  ‘Deprol’,  consider  the  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged  use 
at  high  dosage.  Complete  product  information  available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  increased  gradually,  as  needed,  to  6 tablets  daily. 
With  establishment  of  relief,  may  be  gradually  reduced  to  maintenance  levels.  Supplied:  Light-pink, 
scored  tablets.  Bottles  of  50. 
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For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


“...No  other  disease  has  caused 
so  much  feeling  of  inferiority”  as 
acne.1  pHisoHex  “...is  a valuable 
part  of  the  management... since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora.”2 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.3 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
with  pHisoHex.4  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.2 
The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied:  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.:  Indust. 
Med.  30:498,  Nov.,  1961.  2.  Wexler,  Louis: 
Clin.  Med.  70:404,  Feb.,  1963.  3.  Hodges, 
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I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.: 
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FOR  JUST  PENNIES  A DAY 
you  can  have  these  BIRTCHER 
ELECTRO-MEDICAL-SURGICAL 
INSTRUMENTS  IN  YOUR  OFFICE 
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Shortwave  Diathermy 

Low  in  price,  high  in 
quality.  Only  shortwave 
diathermy  in  its  class 
equipped  for  large  area 
technic.  Simple  to  oper- 
ate. 2 year  guarantee. 
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Compact  unit  for  effective  therapy  to  concave 
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Use  with  exclusive  5-position  transducer.  2 
year  guarantee. 
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out sacrifice  in  trace  size  or  accuracy.  Features 
simplicity  of  operation  — maximum  reliability. 


HYFRECATOR® 

This  versatile,  time  prov- 
en device  provides  the 
physician  with  an  accu- 
rately controlled  method 
for  electro-desiccation 
and  fulguration.  Over 
250,000  in  daily  use. 
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—colloidal  solution  of  denatured 


proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 
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Medical  News 


Council  on  Maternity  Care 

A New  York  City  Council  on  Maternity  Care 
has  been  formed  by  the  Medical  Board  of  the 
Maternity  Center  Association,  it  was  announced 
by  R.  Gordon  Douglas,  M.D.,  chairman  of  the 
Board.  The  Council  was  formed  to  correct  the 
dangerous  situation  created  when  pregnant 
women  delay  maternity  care  until  late  in  preg- 
nancy, thus  increasing  danger  to  mothers  and 
infants.  Complicated  admitting  procedures  and 
impersonal  and  degrading  treatment  were  listed 
as  reasons  for  the  delays.  The  newly-formed 
Council  will  seek  to  provide  expectant  mothers 
with  the  highest  standard  of  maternity  care. 

Dr.  Douglas  will  be  the  first  chairman  of  the 
Council  with  Howard  Reid  Craig,  M.D., 
director  of  the  New  York  Academy  of  Medicine 
and  Willard  C.  Rappleye,  M.D.,  president  of 
the  Josiah  Macy,  Jr.,  Foundation,  as  cochair- 
men. 

The  Council’s  temporary  headquarters  will 
be  at  the  Maternity  Center  Association,  48  East 
92nd  Street,  New  York  City.  Physician  mem- 
bers of  the  Council  include:  Gordon  W.  Douglas, 
M.D.,  director  of  obstetrics  and  gynecology  at 
Bellevue  Hospital;  Harvey  D.  Gollance,  M.D., 
general  medical  superintendent,  New  York  City 
Department  of  Hospitals;  Louis  M.  Heilman, 
M.D.,  director  of  obstetrics  and  gynecology  at 
Kings  County  Hospital;  George  James,  M.D., 
commissioner  of  health  of  New  York  City; 
Walter  J.  Lear,  M.D.,  chairman  of  the  health 
section  of  the  Community  Council  of  Greater 
New  York;  Henry  B.  Makover,  M.D.,  pro- 
fessor of  preventive  medicine  at  Albert  Einstein 
Medical  College;  Vaughan  C.  Mason,  M.D., 
director  of  obstetrics  and  gynecology  at  Syden- 
ham Hospital;  Rowland  L.  Mindlin,  M.D., 
director,  Bureau  of  Maternal  and  Child  Health, 
New  York  City  Health  Department;  Bernard  J. 
Pisani,  M.D.,  director  of  obstetrics  and  gyne- 
cology, St.  Vincent’s  Hospital;  Lewis  B.  Posner, 
M.D.,  chief  of  maternity  clinics,  Harlem  Hos- 
pital; Seymour  L.  Romney,  M.D.,  director  of 
obstetrics  and  gynecology,  Bronx  Municipal 
Hospital  Center;  Joseph  J.  Rovinsky,  M.D., 
chief  of  obstetrics  and  gynecology  at  Green- 
point  Hospital;  George  A.  Silver,  M.D., 
director  of  social  medicine  at  Montefiore 
Hospital;  Martin  L.  Stone,  M.D.,  director  of 
obstetrics  and  gynecology,  Flower  and  Fifth 
Avenue  Hospitals;  Donald  P.  Swartz,  M.D., 
director  of  obstetrics  and  gynecology,  Harlem 
Hospital  Center;  Howard  C.  Taylor,  Jr.,  M.D., 
director  of  obstetrics  and  gynecology,  Columbia- 
Presbyterian  Medical  Center;  Ray  E.  Trussell, 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


M.D.,  commissioner  of  hospitals  in  New  York 
City;  Randolph  A.  Wyman,  M.D.,  medical 
superintendent  at  Bellevue  Hospital;  and 
Alonzo  Smythe  Yerby,  M.D.,  executive  di- 
rector, Medical  Care  Services,  New  York  City 
Department  of  Health. 

Study  of  lupus  nephritis 

The  cooperation  of  physicians  is  requested 
in  a new  study  conducted  at  the  Clinical  Center 
by  the  National  Institute  of  Arthritis  and  Meta- 
bolic Diseases  designed  to  further  evaluate  the 
effectiveness  of  corticosteroids  in  the  treatment 
of  lupus  nephritis.  The  major  objective  of  the 
study  is  to  compare  the  relative  efficacy  of  high 
dosage  (50  mg.)  with  moderate  dosage  (20  mg.) 
corticosteroid  therapy. 

Patients  selected  will  be  studied  at  the  Clini- 
cal Center  for  several  weeks,  then  returned  to 
the  care  of  the  private  physicians  who  will  re- 
ceive a complete  narrative  summary. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may 
obtain  further  information  from:  Joseph  J. 

Bunim,  M.D.,  Clinical  Director,  National  In- 
stitute of  Arthritis  and  Metabolic  Diseases, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land 20014. 

Registration  of  narcotics 

All  physicians,  as  well  as  any  practitioners 
lawfully  entitled  to  distribute  or  administer 
narcotic  drugs  are  reminded  that  they  must  file 
their  “Application  for  Registry  and  Special- 
Tax  Stamp-Opium-etc.,”  form  678  on  or  be- 
fore July  1. 

Persons  filing  for  the  first  time,  and  others 
who  may  have  questions  on  this  registration 
and  tax,  may  obtain  additional  information  by 
calling  or  visiting  the  nearest  U.S.  Internal 
Revenue  District  Office. 

Blue  Shield  survey 

A survey  which  began  on  June  1 will  ask 
practicing  physicians  in  all  parts  of  the  United 
States  to  cooperate  in  determining  the  relation- 
ship between  Blue  Shield  allowances  and  the 
fees  doctors  charge  to  patients  with  Blue 
Shield  coverage.  The  survey,  called  “Test  of 
Performance,”  will  cover  a six- week  period. 

Blue  Shield  payments  are  being  surveyed, 
not  the  charges  of  any  individual  doctor  or 
group  of  doctors.  No  individual  will  be  identi- 
fied. Types  of  services  sampled  include  in- 
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‘CORTISPORIN’!^ 

POLYMYXIN  B - NEOMYCIN-GRAMICIDIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


a new  vanishing  cream  base  | 


1/2  OZ. 

‘CORTISPORIN’l 

POITMYXIN  B BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  1* 

OINTMENT 


a special  low  melting  point  base 


anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 


CREAM— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT  — Ingredients:  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available : In  tubes  of  V2  oz.  and  Vs  oz. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications:  Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

C ontraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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In  Diabetes... 

wine  9 

...why  not/ 


The  ancients 
recommended  it . . . 

“Sixteen  hundred  years  before  the  discovery  of 
insulin,  Aretaeus  the  Cappadocian . . . described 
diabetes  and  used  wine  in  its  treatment . . 

— S.  P.  Lucia, “A  History  of  Wine  as  Therapy,” 
Lippincott,  1963. 

So  do  modern 
physicians... 

“. . . wine  can  be  safely  and  usefully  included  in 
the  diet  of  very  large  segments  of  the  diabetic 
population.” 

— “Alcohol  and  Civilization,”  McGraw-Hill, 
1963. 

“. . . in  diabetic  patients  . . . wine  probably  con- 
tributed to  the  maintenance  of  reasonably  low 
blood  sugar  levels.” 

— Lolli,  G.:  Quarterly  Jl.  Studies  on  Alcohol, 
Sept.  1963. 

'"The  fermented  juice  of  the  grape  is  the  oldest 
medicine  known  to  man.  (It  is  also  one  of 
the  most  delightful.)*  It’s  an  unparalleled 
mild  sedative  ...  a tranquilizer  ...  a tonic 
...  of  value  in  convalescence  and  in  old  age. 

This  coupon  will  bring  you  an  informative 
booklet — “Uses  of  Wine  in  Medical  Practice.” 

WINE  ADVISORY  BOARD 

California  State  Department  of  Agriculture 
717  Market  Street,  San  Francisco  3,  California 


Please  send  free  copy  of  “Uses  of  Wine  in  Medical  Practice." 

1 

Name 

Address 

City 

State 

□ Also  send  recipe  booklet. 

-J 

*P.S. — With  your  own  steak,  tonight,  try  a 
California  burgundy.  At  bedtime,  try  a glass 
of  port — a food  in  liquid  form.  Check  the 
coupon  for  a booklet  on  the  gastronomic 
delights  of  California  wines. 
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hospital  medical  care,  surgery,  anesthesia,  and 
maternity. 

Doctors  who  receive  a questionnaire,  re- 
quiring only  a moment  of  the  physician’s  time 
to  complete,  are  requested  to  return  it  promptly. 
Return  envelopes  are  provided. 

Further  information  about  United  Medical 
Service’s  participation  in  the  nationwide  Blue 
Shield  plan  may  be  obtained  from:  United 

Medical  Service,  Inc.,  2 Park  Avenue,  New 
York,  New  York  10016;  telephone  ORegon 
9-1400,  Ext.  391. 

Cancer  grants  announced 

The  American  Cancer  Society  has  announced 
the  award  of  137  research  grants  totaling  $3,781,- 
158  to  scientists  and  institutions  throughout  the 
country.  This  includes  a major  share  for  New 
York  City  alone:  26  grants  amounting  to  $911,- 
656  distributed  among  23  scientists  in  ten 
New  York  City  research  institutions,  and  at 
two  universities,  according  to  Emerson  Day, 
M.D.,  president  of  the  Society’s  New  York 
City  division  and  medical  director  of  Strang 
Clinic.  These  awards  are  in  addition  to  the 
$395,944  in  grants  previously  announced  by  the 
New  York  City  Division  of  the  American 
Cancer  Society. 

The  grants  announced  have  been  awarded  to 
the  following  institutions  and  scientists  in  the 
New  York  City  area: 

Sloan-Kettering  Institute  for  Cancer  Research 
received  a total  of  $323,922  for  seven  of  its  in- 
vestigators: Oscar  Bodansky,  M.D.,  Ph.D.. 

$33,087  to  study  blood  enzymes  in  cancer; 
Aaron  Bendich,  Ph.D.,  $23,220  to  study  the 
synthesis  and  properties  of  purine  and  pyrimi- 
dine derivatives  of  potential  biological  interest; 
Eugene  E.  Cliffton,  M.D.,  $20,861  to  study  the 
effect  of  alterations  in  the  clotting  mechanism 
on  the  development  of  metastases  by  cancer 
cells  in  the  circulating  blood;  W.  P.  Laird 
Myers,  M.D.,  $38,374  to  study  Calcium47  and 
Strontium-85  uptake  in  patients  with  primary 
and  metastatic  tumors  of  bone;  Rulon  W. 
Rawson,  M.D.,  $36,213  to  study  endocrine  and 
other  factors  influencing  the  growth  and  func- 
tion of  the  thyroid  and  thyroid  tumors;  C. 
Chester  Stock,  Ph.D.,  $95,510  to  conduct 
studies  on  the  immunogenetic  basis  of  natural 
and  induced  resistance  to  tumor  development 
and  Ernest  L.  Wynder,  M.D..  $76,657  to  con- 
duct laboratory  studies  of  environmental 
cancerigenesis. 

Columbia  University,  College  of  Physicians 
and  Surgeons  received  a total  of:  $132,679  for 
four  of  its  investigators:  Gordon  I.  Kaye,  Ph.D., 
$21,349  to  make  electron  microscopic  studies  of 
human  neoplasms;  David  B.  Sprinson,  Ph.D., 
$20,000  to  study  the  biosynthesis  of  methyl 
groups  and  aromatic  compounds;  Donald  A. 
Taylor,  M.D.,  $28,113  to  investigate  retro- 
grade selective  arteriography  in  the  study  of 
specific  intra-abdominal  neoplasia  in  animals 
and  man,  and  Erwin  Chargaff,  Ph.D.,  $13,217  to 
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1 ' / / \ of  both  pain  and  muscle  spasm 

with  ‘Soma’  Compound. 

■Si/ ..mBewS  Iflifll 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 


. , x 


Side  effects:  Although  there  has  been  no  evidence  of 
tolerance,  withdrawal  symptoms  or  excessive  self-medi- 
cation, ‘Soma’  Compound  and  ‘Soma’  Compound  with 
Codeine,  like  other  central  nervous  system  depressants, 
should  be  used  with  caution  in  addiction-prone  individu- 
als. While  codeine  addiction  is  relatively  rare  and  easily 
broken,  the  same  precautions  must  be  observed  as  for 
any  other  opium  alkaloid.  Nausea,  vomiting,  constipation 
and  miosis  are  possible  codeine  side  effects.  Should  symp- 
toms of  hypersensitivity  occur,  discontinue  medication. 


* oarisoproigl  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg 

i * \ Also  available  with  Va  gr.  codeine 

fir  as  SOMA®  COMPOUND  with 

CODEINE:  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine 
| 32  mg.,  codeine  phosphate  16  mg. 

* — (Warning:  may  be  habit  forming). 


WALLACE  LABORATORIES 
Cranbury,  N.  J. 


Contraindications:  None  reported. 


Complete  product  information  available  in  the  product 
package,  and  to  physicians  upon  request. 

Dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange, 
scored  tablets;  bottles  of  50.  ‘Soma’  Compound  with 
Codeine  (narcotic  order  form  required)  is  available  in 
white,  lozenge-shaped  tablets;  bottles  of  50. 
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conduct  studies  on  the  specificity  of  nucleic  acids 
and  nucleoproteins.  Columbia  University  also 
received  $50,000  as  an  Institutional  Research 
Grant. 

Yeshiva  University,  Albert  Einstein  College 
of  Medicine  received  a total  of  $142,418  for 
two  of  its  investigators:  Abraham  White, 

Ph.D.,  $23,998  to  study  the  effects  of  steroid 
hormone  action  and  metabolism;  Samuel  M. 
Rosen,  M.D.,  $66,062  as  a faculty  research 
associate  and  $32,  358  to  study  the  biosynthetic 
pathways  in  glycoprotein  formation.  Yeshiva 
also  received  $20,000  as  an  Institutional  Re- 
search Grant. 

New  York  University,  School  of  Medicine 
and  College  of  Dentistry  received  a total  of 
$76,334  for  three  of  its  investigators:  Elena 
Ottolenghi,  Ph.D.,  $50,990  as  a faculty  research 
associate;  Gray  H.  Twombly,  M.D.,  $21,178 
to  study  the  estrogen  metabolism  in  normal  and 
cancerous  women;  and  Anthony  E.  Bedrick, 
D.D.S.,  $4,166  to  evaluate  textile  dyes  as 
histological  stains. 

Montefiore  Hospital  received  $75,000  for 
Thomas  F.  Gallagher,  Ph.D.,  to  study  steroid 
excretion  in  health  and  disease. 

The  Jewish  Chronic  Disease  Hospital,  Isaac 
Albert  Research  Institute,  Department  of 
Pathology  received  $50,132  for  Sydney  S. 
Lazarus,  M.D.,  to  study  the  metabolic  and 
morphologic  lesions  induced  by  the  bicyclic 
carcinogen,  4-NQ. 

The  Mount  Sinai  Hospital  received  $34,114  for 
Saul  B.  Gusberg,  M.D.,  to  conduct  radio- 
sensitivity testing  in  cancer  of  the  uterine 
cervix. 

Downstate  Medical  Center  State  University 
of  New  York  received  $20,920  for  James  H. 
Nelson,  Jr.,  M.D.,  to  study  comparative  cell 
proliferation  kinetics  of  normal  squamous  and 
carcinoma  cells  of  the  cervix  in  women. 

Bellevue  Hospital  received  $15,500  postdoc- 
toral fellowship  for  Peter  C.  Harpel,  M.D.,  for 
a postdoctoral  fellowship. 

The  Rockefeller  Institute  received  $24,500 
for  Eric  H.  Davidson,  Ph.D.,  to  study  gene 
activation  in  early  embryogenesis. 

St.  Luke’s  Hospital  received  $16,137  for 
John  W.  Draper,  M.D.,  to  determine  whether 
the  expected  development  of  cancer  of  the 
bladder  in  dogs  can  be  prevented  by  autog- 
enous grafts  to  the  dogs’  urinary  bladder. 

In  addition,  75  cancer  research  grants  totaling 
$2,854,361  are  in  effect  in  the  New  York  City 
Division.  This  is  the  largest  amount  allocated 
by  the  Society  to  any  one  division. 

Mental  hygiene  law  amendment 

A bill  which  would  change  present  methods  of 
admitting,  retaining,  and  discharging  patients 
in  psychiatric  institutions  in  New  York  State 
has  been  approved  by  Governor  Nelson  A. 
Rockefeller. 

Most  significant  among  the  changes  accom- 
plished by  the  bill  are:  Encouragement  of  the 
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BARBA-NIACIN  provides  prompt  and  effective  relief  without 
the  hazards  of  phenobarbital  hypersensitiveness.*  This  safer 
and  better  sedative  is  indicated  for  all  the  uses  of  pheno- 
barbital. 

Tranquility  restored,  the  path  to  recovery  is  opened  up  in 
many  diseases.  For  example,  the  prognosis  may  be  improved 
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niacin  !4  gr.  The  side  effects  of  phenobarbital,  due  to  hyper- 
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(phenobarbital  IV2  gr.  and  niacin  2A  gr.)  should  be  taken  on 
retiring. 
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Phenobarbital  *4  gr.  — Niacin  *4  gr. 


♦Feinblatt,  T.  M.,  and  Ferguson, 
E.  A.,  Jr.,  Phenobarbital  idio- 
syncrasy, avoidance  by  use  of 
phenobarbital-niacin,  New  York 
State  J.  Med.  62:221-3,  1962. 


Supplied  in  bottles  of  700  scored  tablets. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the  side 
effects  due  to  hypersensitiveness.  Like 
phenobarbital,  it  is  contraindicated  for  drug 
addicts  or  patients  with  impaired  renal  or 
hepatic  elimination. 
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is  highly  active  against  the  embarrassing  and  intolerable 
irritation  of  pruritus  vulvae  and  ani.  Sparing  application  to  the 
affected  area— 3 to  4 times  daily— usually  provides  rapid  relief 
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LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


continued  from  page  1570 

increased  use  of  voluntary  and  informal  ad- 
mission procedures;  abolition  of  judicial  cer- 
tification of  involuntary  patients,  replacing  that 
procedure  with  a system  of  admissions  which  are 
initially  medically  determined,  but  which  are 
followed  by  notice  and  the  opportunity  for 
court  review  to  safeguard  the  constitutional 
rights  of  patients;  periodic  court  re-examina- 
tion of  the  retention  of  involuntary  patients; 
and  establishment  of  a Mental  Health  Informa- 
tion Service,  as  an  arm  of  the  judiciary,  to  gather 
information  for  the  court  and  to  advise  patients 
and  their  relatives  of  their  rights  under  the  law. 

The  bill  will  become  effective  in  September, 
1965. 

Personalities 

Elected.  Lucille  M.  Bond,  M.D.,  Mount 
Vernon,  secretary  of  the  medical  board  of  St. 
Agnes  Hospital,  White  Plains  . . . Martin  Cher- 
kasky,  M.D.,  director  of  Montefiore  Hospital, 
The  Bronx,  as  president  of  the  Greater  New 
York  Hospital  Association  . . . Robert  J.  Mich- 
tom,  M.D.,  Merrick,  re-elected  vice-president  of 
the  New  York  State  Heart  Assembly . . . 
Charles  M.  Plotz,  M.D.,  president;  Eh  Bau- 
man, M.D.,  vice-president;  and  Arthur  I. 
Snyder,  M.D.,  secretary-treasurer  of  the  New 
York  Rheumatism  Association  . . . Charles  Wel- 
ler, M.D.,  Larchmont,  re-elected  president  of  the 
New  York  State  Society  of  Internal  Medicine. 

Appointed.  Michael  Abbene,  M.D.,  East 
Norwich,  to  the  Nassau  County  Medical  Board 
to  succeed  Seton  Ijams,  M.D.  . . . Herman  E. 
Bauer,  M.D.,  and  Harvey  Gollance,  M.D.,  as 
deputy  commissioners  of  the  Department  of 
Hospitals  of  the  City  of  New  York  . . . Robert 
T.  Corey,  M.D.,  Cortland,  as  deputy  com- 


missioner of  health  of  Cortland  County  . . . 
Daniel  P.  McMahon,  M.D.,  Binghamton,  as 
regional  health  director  for  the  Albany  area  . . . 
Christopher  F.  Terrence,  M.D.,  Rochester,  as 
first  deputy  commissioner  of  the  State  Depart- 
ment of  Mental  Hygiene. 

Awarded.  Milton  B.  Handelsman,  chief  of  the 
diabetes  clinic  of  the  Long  Island  College  Hos- 
pital, a Service  Award  from  the  New  York 
Diabetes  Association  for  outstanding  service  to 
diabetics  through  the  New  York  Diabetes 
Association,  Inc.,  and  Camp  Nyda,  summer 
camp  for  diabetic  children. 

Speakers.  Claire  Amyot,  M.D.,  director  of 
health  services  at  Skidmore  College,  before  a 
meeting  of  the  Skidmore  Club  of  Albany  on 
“Philosophical  Thoughts  on  the  Physical, 
Emotional,  and  Moral  Problems  of  the  College 
Student”  . . . Paul  F.  MacLeod,  M.D.,  Nor- 
wich, the  dedication  address  on  “Perverted  by 
Profit?”  at  the  dedication  of  the  new  science 
building  at  Hartwick  College,  Norwich . . . 
Jerome  M.  Schneck,  M.D.,  New  York  City, 
before  the  Institute  for  Research  in  Hypnosis  in 
New  York  City,  May  1,  on  “Psychodynamics  in 
Hypnotherapy  and  Hypnoanalysis.” 

Honored.  Bernard  J.  Pisani,  M.D.,  director 
of  the  Department  of  Obstetrics  and  Gyne- 
cology at  St.  Vincent’s  Hospital,  New  York 
City,  with  the  1964  Alumni  Meritorious  Service 
Medal,  the  highest  honor  of  New  York  Uni- 
versity’s alumni. 

New  Office.  Clayburn  C.  Booth,  M.D., 
Niagara  Falls,  general  practice  of  medicine  at 
151  Buffalo  Avenue,  Niagara  Falls,  in  associa- 
tion with  Irwin  Sidenberg,  M.D. 


Medical  Meetings 


Diabetes  symposium 

The  twelfth  annual  symposium  of  the  Clinical 
Society  of  the  New  York  Diabetes  Association 
will  be  held  October  10  at  the  Barbizon-Plaza 
Hotel,  New  York  City. 

The  Honorable  George  James,  M.D.,  com- 
missioner of  health  for  New  York  City,  will  be 
the  luncheon  speaker.  Among  the  speakers 
will  be  Howard  A.  Eder,  M.D.,  professor  of 
medicine  at  Albert  Einstein  College  of  Medicine, 
Yeshiva  University,  The  Bronx. 

Physicians,  medical  students,  and  other  pro- 
fessional personnel  interested  in  diabetes  are 
invited  to  attend. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Information  and  reservations  may  be  obtained 
from  the  New  York  Diabetes  Association,  Inc., 
104  East  40th  Street,  New  York,  New  York 
10016. 


Postgraduate  courses 

The  Rochester  General  Hospital,  Rochester, 
will  give  a series  of  postgraduate  courses  at  the 
hospital’s  Westside  Division  beginning  this  fall. 

A course  in  office  orthopedics  will  be  given 
September  23;  electrocardiography  on  Novem- 
ber 12  and  19,  December  3,  10,  and  17,  and  Jan- 
uary 7,  14,  and  21,  1965.  Allergy  will  be  given 
on  March  10,  1965,  and  recent  advances  in 
medicine  April  22,  1965. 
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potassium 
grows  on  trees 

Liberal  intake  of  high-potassium  foods, 
such  as  oranges  and  bananas,  will  in 
many  instances  offset  potassium 
losses  that  may  occur  during  diuretic 
therapy.  However,  you  may  not  wish 
to  leave  potassium  supplementation 
solely  to  dietary  discretion,  particu- 
larly in  patients  especially  vulnerable 
to  potassium  deficiency. 

It  is  for  such  patients  that  HydroDIURIL-Ka 
was  developed.  A proved,  dependable  diuretic/ 
antihypertensive  with  added  potassium  chlo- 
ride, HydroDIURIL-Ka  may  be  employed  when- 
ever diuresis  is  indicated,  particularly  among 
the  following: 

• in  the  needy,  the  elderly,  pensioners,  finicky 
eaters  — all  patients  on  potassium-low  diets 

• in  loss  of  potassium  through  gastrointestinal 
disturbances  • in  cirrhosis  • in  conditions 
requiring  vigprous  diuresis  • in  patients  receiv- 
ing digitalis  • in  cardiac  arrhythmias  • in  sec- 
ondary aldosteronism  • in  paracentesis  • in  the 
postoperative  period 

MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  Inc., West  Point,  Pa. 


INDICATIONS:  Edema;  hypertension. 
CONTRAINDICATIONS:  Anuria. 

PRECAUTIONS:  Reduce  dosage  of  coadminis- 
tered antihypertensive  agents  by  at  least  50  per 
cent.  Use  caution  during  intensive  or  prolonged 
diuresis,  in  dietary  inadequacy  or  salt  restric- 
tion, impaired  renal  function,  hepatic  disease, 
rising  level  of  BUN,  hyperuricemia  or  history  of 
gout,  patients  receiving  other  antihypertensive 
agents,  surgical  patients.  Avoid  hypokalemia 
especially  during  digitalis  administration  and 
in  myocardial  ischemia. 

SIDE  EFFECTS:  Electrolyte  imbalance  with  hypo- 
kalemia or  hypochloremic  alkalosis  may  occur.  A low-salt 
syndrome  may  be  precipitated.  Other  possible  reactions: 
hepatic  coma,  jaundice,  azotemia,  altered  insulin  require- 
ments In  diabetes,  hyperuricemia  and  gout,  blood  dyscra- 
sias,  nausea,  vomiting,  diarrhea,  dizziness,  paresthesias, 
rash,  photosensitivity.  Before  prescribing  or  administering, 
read  product  circular  with  package  or  available  on  request.  • 

effective  diuresis  with  added  potassium 
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HydroDIURIL-Ka 

HYDROCHLOROTHIAZIDE  with  POTASSIUM  CHLORIDE 

SUPPLIED:  HydroD I U R I L-Ka-25:  Each  tablet  contains  .25 
mg.  of  hydrochlorothiazide  and  572  mg.  of  potassium 
chloride  (equivalent  to  300  mg.  of  potassium);  botfles  of 
100  and  1000.  HydroDIURIL-Ka-50:  Each  tablet  contains 
50  mg.  of  hydrochlorothiazide  and  572  mg.  of  potassium 
chloride  (equivalent  to  300  mg.  of  potassium);- bottles  of 
100  and  1000. 
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Abstracts 


Townsend,  E.  H.,  Jr.:  Otitis  media  in  pe- 

diatric practice,  New  York  State  J.  Med.  64: 
1591  (June  15)  1964. 

A study  was  made  of  335  cases  of  otitis 
media  during  a nineteen-month  period.  Treat- 
ment was  determined  by  presence  of  presumed 
bacterial  infection  elsewhere  in  the  respiratory 
tract  as  well  as  by  physical  characteristics  of 
the  tympanic  membrane.  Antimicrobial  agents 
were  not  necessary  in  most  cases.  Myringotomy 
was  a useful  therapeutic  tool.  An  adequate 
follow-up  program  is  essential. 

Lathrop,  J.  C.:  Choriocarcinoma  and  related 
trophoblastic  tumors  in  women.  New  York 
State  J.  Med.  64:  1598  (June  15)  1964. 

Trophoblastic  tumors  are  preceded  by  the 
following  gestational  situations:  hydatidiform 

mole,  50  per  cent;  abortion,  30  per  cent;  and 
term  pregnancy,  20  per  cent.  In  localized 
choriocarcinoma  and  chorioadenoma  destruens, 
the  treatment  of  choice  is  abdominal  hysterec- 
tomy with  bilateral  salpingo-oophorectomy. 
In  patients  with  proved  metastatic  disease, 
treatment  consists  of  intermittent  courses  of 
methotrexate  in  high  doses.  High  toxicity 
precludes  prophylactic  use  of  the  drug.  A 
48  per  cent  complete  remission  rate  is  reported 
in  a group  of  patients  so  treated.  Hysterectomy 
does  not  improve  the  survival  rate  of  patients 
with  metastatic  disease. 

Meyerowitz,  B.  R.:  Aortic  replacement  with- 
out resection  of  aneurysmal  sac,  New  York 
State  J.  Med.  64:  1603  (June  15)  1964. 

The  high  mortality  rate  associated  with  the 
surgical  management  of  abdominal  aortic 
aneurysms,  especially  those  already  ruptured, 
may  be  lessened  by  (1)  leaving  the  evacuated 
aortic  aneurysmal  sac  in  situ  with  placement  of 
the  prosthesis  in  the  trough  thus  created  and 
(2)  transposing  the  left  renal  vein  behind  the 
aorta  before  beginning  the  upper  anastomosis. 


Lipton,  B.:  Review  of  anesthetic  management 
for  cleft  lip  and  palate  surgery,  New  York 
State  J.  Med.  64:  1605  (June  15)  1964. 

A study  was  made  of  175  patients  who 
received  general  anesthetic  agents  for  repair 
of  cleft  lip  or  palate  from  1938  to  1962.  There 
were  no  deaths,  no  cardiac  arrests,  and  a 
decreasing  incidence  of  complications  during 
and  after  surgery.  Use  of  endotracheal  intuba- 
tion increased  progressively  until  in  the  last 
seven  years  it  was  100  per  cent,  all  orotracheal. 
Incidence  of  concurrent  congenital  anomalies 
was  9 per  cent.  In  the  newborn  infant,  an- 
esthesia is  usually  introduced  with  open-drop 
ether  and  maintained  with  ether-nitrous  oxide- 
oxygen  or  halothane-nitrous  oxide-oxygen;  in 
the  older  infant,  it  is  introduced  with  the  open- 
hose  gravity  method  using  cyclopropane  and 
oxygen  or  halothane-nitrous  oxide-oxygen  and 
maintained  with  open-drop  ether  or  halothane- 
nitrous  oxide-oxygen  in  a nonrebreathing 
system. 

Jacobziner,  H.:  Medical  care  program  for 

low  birth  weight  infants  in  New  York  City, 
New  York  State  J.  Med.  64:  1613  (June  15) 
1964. 

The  incidence  of  prematurity  has  increased 
in  New  York  City  in  the  last  decade,  and  there 
has  been  no  substantial  reduction  in  the  over-all 
premature  mortality  rate.  The  Premature 
Center  Program,  including  the  Premature 
Transport  Service,  was  developed  in  1948; 
from  the  beginning  of  the  program  until  the 
end  of  1962,  13,076  infants  were  transported  to 
premature  centers.  Approval  of  the  centers  is 
granted  on  a yearly  basis.  Blue  Cross  reim- 
bursement to  hospitals  is  contingent  on  the 
quality  of  care.  There  are  15  centers  in 
operation  and  15  premature  care  units  in  large 
voluntary  hospitals  which  are  equally  qualified 
but  which  cannot  accept  transfers  from  other 
hospitals. 
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arms  your  patients  to  fight  anemia  due  to  deficient  iron  intake  or  loss  of  blood.  The  formula  has  been 
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nutritional  deficiencies  often  associated  with  hypochromic  microcytic  anemias.  Supplied  in  bottles  of 
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Iron  (from  ferrous  sulfate) 100  mg. 
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B2  (riboflavin,  U.S.P.) 2 mg. 

B6  (pyridoxine  hydrochloride,  U.S.P.) 2 mg. 


Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P 1 mg. 

Cobalt  (from  cobalt  sulfate) 0.1  mg. 

Copper  (from  copper  sulfate) 1 mg. 

Molybdenum  (from  sodium  molybdate) 0.2  mg. 

Calcium  (from  dicalcium  phosphate) 37.4  mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 
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^Hypochromic  microcytic  anemia. 

f Potency  established  prior  to  mixture  with  other  ingredients.  Stablets,  U.S.  Pat.  No.  2,830,933. 
Precautions  and  side  effects  Because  some  patients  with  pernicious  anemia  do  not  respond  to  oral  Vitamin  B12, 
they  should  be  followed  with  periodic  laboratory  studies.  Anemia  is  a manifestation  of  an  underlying  disease  and 
it  is  necessary  to  make  an  etiological  diagnosis. 


In  a small  per  cent  of  patients,  iron  therapy  causes  gastrointestinal  irritation.  In  those  patients,  administering 
Heptuna  Plus  with  meals  or  reducing  the  dosage  usually  will  alleviate  the  symptoms. 
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Abstracts  in  interlingua 


Townsend,  E.  H.,  Jr.:  Otitis  medie  in  le 

practica  pediatric  ( anglese ),  New  York  State 
J.  Med.  64:  1591  (15  de  junio)  1964. 

In  le  curso  de  un  periodo  de  dece-novem 
menses,  335  casos  de  otitis  medie  esseva  studi- 
ate.  Le  tractamento  esseva  determinate  a 
base  del  presumptive  presentia  de  un  infection 
bacterial  alterubi  in  le  vias  respiratori  e etiam 
a base  del  characteristicas  physic  del  mem- 
brana  tympanic.  In  le  majoritate  del  casos, 
agentes  antimicrobial  non  esseva  necessari. 
Myringotomia  esseva  utile  como  mesura  thera- 
peutic. Un  adequate  programma  post-thera- 
peutic es  essential. 

Lathrop,  J.  C.:  Choriocarcinoma  e relationate 
tumores  trophoblastic  in  feminas  {anglese). 
New  York  State  J.  Med.  64:  1598  (15  de 
junio)  1964. 

Tumores  trophoblastic  es  precedite  per  le 
sequente  situationes  gestational:  Mole  hy- 

datidiforme  (50  pro  cento),  aborto  (30  pro 
cento),  e pregnantia  a termino  (20  pro  cento). 
In  localisate  choriocarcinoma  e chorioadenoma 
destruente,  le  tractamento  de  election  es 
hysterectomia  abdominal  con  salpingo-oophor- 
ectomia  bilateral.  In  patientes  con  demon- 
strate morbo  metastatic,  le  tractamento  con- 
siste  de  intermittent  e cursos  de  methotrexato 
in  alte  doses.  Le  forte  toxicitate  de  iste 
pharmaco  prohibi  su  uso  prophylactic.  Un 
proportion  de  48  pro  cento  de  remission  com- 
plete es  reportate  pro  un  gruppo  de  patientes 
assi  tractate.  Hysterectomia  non  meliora  le 
superviventia  de  patientes  con  morbo  met- 
astatic. 

Meyerowitz,  B.  R.:  Reimplaciamento  aortic 
sin  resection  de  sacco  aneurysmatic  {anglese). 
New  York  State  J.  Med.  64:  1603  (15  de 
junio)  1964. 

Le  alte  mortalitate  associate  con  le  tracta- 
mento chirurgic  de  aneurysmas  del  aorta 
abdominal — specialmente  in  casos  de  aneury- 
sma  jam  rupturate — pote  esser  reducite  per 
(1)  lassar  le  evacuate  sacco  aneurysmatic  in 
sito  con  implaciamento  prosthetic  in  le  assi 
create  bassino  e (2)  transponer  le  vena  sinistro- 
renal  in  retro  del  aorta  ante  le  initiation  del 
anastomose  superior. 


Lipton,  B.:  Revista  del  procedimentos  an- 

esthetic in  chirurgia  pro  labio  e palato  fisse 
(anglese),  New  York  State  J.  Med.  64: 
1605  (15  de  junio)  1964. 

Esseva  studiate  le  dossiers  de  175  patientes 
subjicite  inter  1938  e 1962  a agentes  de  an- 
esthesia general  pro  le  reparo  de  labio  o palato 
fisse.  Le  serie  includeva  nulle  caso  de  morte, 
nulle  caso  de  arresto  cardiac,  e un  descendente 
incidentia  de  complicationes  durante  e post  le 
chirurgia.  Le  uso  de  intubation  endotracheal 
cresceva  continuemente  e esseva  100  pro  cento 
durante  le  ultime  septe  annos — omnes  orotra- 
cheal. Le  incidentia  de  concurrente  anormal- 
itates  genital  esseva  9 pro  cento.  In  le  neonate 
infante,  le  anesthesia  es  usualmente  inducite 
con  aperte  guttage  de  ethere  e mantenite  con 
ethere,  oxydo  nitrose,  e oxygeno  o halothano, 
oxydo  nitrose,  e oxygeno.  In  infantes  de 
etates  plus  matur,  le  anesthesia  es  inducite 
per  medio  del  methodo  gravitational  a tubo 
aperte  con  le  uso  de  cyclopropano  e oxygeno  o 
halothano,  oxydo  nitrose,  e oxygeno  e mantenite 
con  ethere  per  guttage  aperte  o con  halothano, 
oxydo  nitrose,  e oxygeno  in  un  systema  sin 
re-respiration. 


Jacobziner,  H.:  Programma  de  custodia 

medical  pro  infantes  a basse  peso  natal  in  le 
Citate  de  New  York  {anglese),  New  York 
State  J.  Med.  64:  1613  (15  de  junio)  1964. 

In  le  curso  del  passate  decennio,  le  incidentia 
de  prematuritate  ha  crescite  in  le  Citate  de 
New  York,  sed  il  ha  occurrite  un  declino  sub- 
stantial in  le  mortalitate  total  de  infantes 
prematur.  Le  Programma  del  Centro  pro 
Prematuritate,  incluse  le  Servicio  de  Trans- 
port© de  Prematuros,  esseva  disveloppate  in 
1948.  Ab  le  comenciamento  del  programma 
usque  al  fin  de  1962,  un  total  de  13.076  in- 
fantes esseva  transportate  a centros  pro  pre- 
maturos. Le  approbation  del  centros  es  ac- 
cordate  a base  annual.  Reimbursamentos  al 
hospitales  per  le  servicio  Blue  Cross  es  con- 
ditionate  per  le  qualitate  del  custodia.  II  existe 
15  centros  pro  prematuros  e 15  departimentos  de 
custodia  pro  prematuros  in  major  hospitales 
voluntari.  Iste  ultimes  es  equalmente  quali- 
ficate,  sed  illos  non  pote  acceptar  trans- 
ferimentos  ab  altere  hospitales. 
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the  most  widely  used 

therapeutic 

bath  oil 


With  the  very  first  bath  SARDO  allays  itching  and  dryness;  the  skin  feels 
smoother,  softer,  comfortable.  Impressive  clinical  studies1'6  establish  the 
rapid  efficacy  of  Sardo ...  to  soothe,  lubricate,  augment  natural  skin  lipids, 
restore  essential  skin  moisture  by  preventing  excessive  evaporation.  The  ex- 


clusive Sardo  formula*  assures  maximum  dispersibility 
and  adsorption.  Your  dermatological  patients  will 
appreciate  pleasant,convenient,  economical  Sardo. 

SAMPLES  and  literature  available  from . . . Dept.  Y-4. 
SARDEAU,  INC.  845  Third  Ave.,  New  York,  N.Y.  10022 


s 


Also  available:  SARDOETTES®,  disposable 
compresses  impregnated  with  SARDO,  for  use 
as  a topical  dressing,  or  for  application  after 
showering  or  local  washing,  in  relieving  skin 
dryness,  itching,  scaliness. 


1.  Spoor,  H.J.:  N.Y.  State  J.M.,  58:3292, 
1958.  2.  Lubowe,  I.  I.:  Western  Med.,  1:45, 
1960.  3.  Weissberg,  G.:  Clin.  Med.,  7:1161, 
1960.  4.  Lieberman,  W.:  Amer.  J.  Proctol- 
ogy, 12:374,  1961.  5.  Borota,  A.,  and 
Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413,  1962.  6.  Dick,  L.  A.:  Skin,  Derma- 
tology in  General  Practice,  1:341,  1962. 

*Pat.  Pend.  T.M.©  1964  by  Sardeau,  Inc. 
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Month  in  Washington 


The  American  Medical  Association  and  the 
American  Pharmaceutical  Association  have 
warned  Congress  that  too  stringent  regulations 
for  clinical  testing  could  result  in  valuable  new 
drugs  not  being  approved. 

The  two  associations  testified  before  a House 
Government  Operations  subcommittee  headed 
by  Rep.  L.  H.  Fountain  (D.,  N.  C.)  during  its 
study  of  drug  safety  requirements  from  both 
government  and  industry  aspects. 

In  another  development,  a federal  district 
court  held  that  regulations  of  the  U.S.  Food 
and  Drug  requiring  repetition  of  the  generic 
names  of  prescription  drugs  in  labeling  and 
advertising  each  time  brand  names  are  men- 
tioned are  not  valid. 

After  a Silver  Spring,  Maryland,  physician 
pleaded  “no  contest”  to  five  counts  of  an  in- 
dictment, the  F.D.A.  said  it  would  recommend 
that  the  Department  of  Justice  take  vigorous 
action  against  anyone  suspected  of  falsifying 
drug  research  records.  The  Silver  Spring  phy- 
sician had  been  indicted  on  charges  of  submit- 
ting false  reports  of  clinical  studies  of  five  new 
drugs. 

“While  scientists  in  general  have  the  highest 
integrity  and  the  falsification  of  research  data  is 
the  rare  exception,  this  Agency  views  such 
falsification  when  it  does  occur  as  a menace  to 
the  public  health,”  F.D.A.  Commissioner 
George  P.  Larrick  said. 

The  American  Medical  Association  testified 
that  “even  the  most  extensive  pre-marketing 
clinical  tests  cannot  always  be  relied  upon  as 
completely  predictive  of  human  toxicity.” 

Dr.  Hugh  H.  Hussey,  director  of  the  A.M.A.’s 
Division  of  Scientific  Activities,  told  the  sub- 
committee that  “it  is  entirely  possible  that  more 
lives  could  be  lost  by  keeping  a valuable  drug 
off  the  market  during  extensive  clinical  trials 
than  would  be  saved  by  gaining  a precise 
knowledge  of  the  exact  type  and  incidence  of  all 
side  effects.” 

“Physicians  realize  that  no  drug  can  be  con- 
sidered completely  safe.  There  is  always  an 
element  of  risk,  no  matter  how  small,  whenever 
a chemical  agent  is  administered  to  a patient. 
That  risk  can  be  minimized  by  adequate  animal 
testing  and  pre-marketing  clinical  trials;  it  can 
never  be  eliminated.” 

Cautipning  against  government  regulations 
that  become  unnecessarily  burdensome  and 
restrictive,  Dr.  Hussey  said  the  vital  knowledge 
about  drug  toxicity  “can  be  obtained  only  by 
utilizing  the  combined  experience  of  the  ulti- 
mate evaluators  of  drug  safety — the  well  in- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can Medical  Association. 


formed  practicing  physicians  of  the  United 
States.” 

He  pointed  out  that  it  is  now  known  that  the 
antibiotic  chloramphenicol  (Chloromycetin)  can 
produce  aplastic  anemia. 

“The  incidence  of  this  adverse  reaction  has 
been  estimated  from  as  much  as  one  in  60,000 
to  as  little  as  one  in  225,000,”  he  noted. 

“Using  the  high  incidence  figure,  it  can  be 
seen  that,  statistically,  it  would  be  possible  to 
treat  60,000  patients  with  the  drug  before  a 
single  case  of  aplastic  anemia  occurred,”  Dr. 
Hussey  testified.  “It  is  impractical  and  un- 
reasonable to  conduct  clinical  tests  of  this 
magnitude.” 

“Like  animal  tests,  then,  pre-marketing 
clinical  trials  are  subject  to  certain  limitations 
and  can  never  supplant  widespread  clinical  use 
as  a means  of  assessing  the  ultimate  hazards  of 
a drug.” 

The  American  Pharmaceutical  Association 
said  that  it  was  “concerned  that  the  hysteria 
of  the  moment  about  drug  safety  could  develop 
into  an  unwritten  protocol  of  indecision  and 
delay.” 

William  S.  Apple,  executive  director  of  the 
A.P.A.,  said  “the  general  public  and  individual 
patients  must  be  informed  that  a benefit- to-risk 
ratio  will  always  exist,  and  that  every  effort  is 
being  made  to  reduce  the  risk  and  increase  the 
benefit.” 

* * * 

The  American  Medical  Association  has  re- 
iterated its  opposition  to  military  veterans 
getting  free  hospital  services  for  nonservice- 
connected  disabilities  and  illnesses. 

Russell  B.  Roth,  M.D.,  of  Erie,  Pennsylvania, 
a consultant  at  the  Erie  Veterans  Administra- 
tion Hospital,  and  David  B.  Allman,  M.D.,  of 
Atlantic  City,  New  Jersey,  a past  president  of 
the  A.M.A.,  spoke  for  the  A.M.A.  at  a hearing 
of  the  House  Veterans  Subcommittee  that  was 
considering  legislation  that  would  expand  the 
free  government  hospital  services  available  to 
veterans  with  nonservice-connected  medical 
conditions. 

Roth  singled  out  for  special  criticism  two  bills 
that  would  expand  outpatient  services. 

“At  the  lowest  estimate,”  Dr.  Roth  said, 
“these  two  bills  would  make  some  four  million 
men  eligible  for  complete  outpatient  care,  dental 
as  well  as  medical;  either  bill  alone  would  make 
over  two  million  men  eligible,  without  regard  to 
either  a medical  determination  of  service  con- 
nection or  the  veteran’s  ability  to  meet  the  cost 
of  such  care. 

“During  my  years  on  the  (A.M.A.)  Committee 
on  Federal  Medical  Services,  I have  often 
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heard  the  claim  that  the  provision  of  Veterans’ 
Administration  care  for  the  veteran  with  non- 
service-connected disabilities  consists  in  the 
main  of  the  provision  of  care  for  veterans  who 
are  sick,  broke,  and  have  no  place  to  go.  There 
is  no  question  that  these  bills  would  include 
many  veterans  who  meet  this  description  in 
each  respect.  However,  they  would  also  in- 
clude a significant  segment  of  our  adult  male 
population  which  would  be  made  eligible  to 
receive  complete  outpatient  services  at  the 
expense  of  the  taxpayer  and  without  regard  to 
the  veteran’s  financial  need.” 

Dr.  Allman  reviewed  the  Association’s  two 
general  policies  on  the  question  of  Federal 
responsibility  for  veterans’  medical  care: 

“ — The  first,  that  the  best  medical  care 
possible  should  be  provided  to  veterans  who 
need  treatment  for  conditions  incurred  or  ag- 
gravated by  their  military  service; 

“ — And  the  second,  that  the  best  possible 
medical  care  should  be  available  to  all  Ameri- 
cans. 


“On  the  basis  of  these  principles,  in  1953,  the 
American  Medical  Association  reached  the  firm 
conclusion  that  the  primary  purpose  of  the 
Veterans’  Administration  medical  and  hospital 
program  should  be  the  provision  of  care  to 
veterans  with  service-connected  disabilities. 

“The  medical  profession  has  always  held  that 
the  veteran  who  has  suffered  injury  in  the 
service  of  his  country,  the  veteran  who  has  an 
illness  incurred  during  the  course  of  his  military 
service,  and  the  veteran  whose  illness  was  ag- 
gravated as  a result  of  his  military  service,  has  a 
right  to  care  for  those  illnesses  and  disabilities 
at  government  expense.  This  is  but  a legiti- 
mate repayment  for  his  sacrifice  ... 

“We  believe  that  it  is  not  the  nation’s  re- 
sponsibility to  provide  care  for  civilian  disa- 
bilities simply  because  the  civilians  are  men  who 
spent  time  in  uniform.  It  is  not  a question  of 
the  merit  of  these  men,  or  whether  they  served 
their  country  truly  and  well.  It  is  solely  a 
question  of  the  proper  range  of  Federal  responsi- 
bility.” 


Films  Reviewed 


PKU:  Mental  Deficiency  Can  Be  Prevented. 

Sound,  black  and  white,  16  mm.,  fourteen  and  a 
half  minutes. 

The  biochemistry,  genetics,  symptoms,  diag- 
nosis, and  management  of  phenylketonuria  are 
reviewed.  The  film  describes  a number  of 
technics  for  PKU  screening  which  are  now 
readily  available  to  the  practitioner,  including 
the  Phenistix,  ferric  chloride,  2-4  dinitrophenyl- 
hydrazine,  bacterial  inhibition,  and  quantita- 
tive plasma  analysis.  Suitable  for  medical 
schools,  general  practitioners,  and  pedia- 
tricians. 

Source:  Ames  Co.  Inc.,  Elkhart,  Indiana. 

Produced  under  the  supervision  of  Harry  A. 
Waisman,  M.D.,  Ph.D.,  Department  of  Pedi- 
atrics, University  of  Wisconsin  Medical  School, 
Madison,  Wisconsin.  Made  possible  through 
a grant  from  Ames  Company,  Inc. 


Use  of  the  Flexor  Hinge  Hand.  Sound, 
color,  16  mm.,  twenty-five  minutes. 

The  film  provides  excellent  explanation  and 
demonstration  of  the  flexor  hinge  concept  of 
dynamic  splinting  and  surgery  designed  to 
restore  functional  usefulness  to  severely  para- 
lyzed, otherwise  useless,  hands.  Through  these 


means  patients  are  able  to  dress  and  feed 
themselves  and  to  perform  useful  work  tasks. 
The  film  will  be  especially  valuable  to  occupa- 
tional therapists  and  physical  therapists  in 
rehabilitation  centers. 

Source  and  producer:  Attending  Staff  Asso- 
ciation, Rancho  Los  Amigos  Hospital,  7601 
East  Imperial  Highway,  Downey,  California. 

A Coronary.  Sound,  black  and  white,  16 
mm.,  thirty  minutes. 

The  film  examines  the  effect  of  emotional 
disorders  on  the  patient’s  body  through  illness. 
The  film  documents  the  case  of  a successful 
thirty-four-year-old  insurance  salesman  whose 
heart  attack  was  filmed  at  the  Jewish  Hospital. 
Montreal,  Canada.  Of  interest  to  professional 
people  and  to  the  general  public,  the  film  is  a 
valuable  teaching  tool  for  undergraduates  and 
postgraduates  in  all  branches  of  medicine  and 
allied  professions:  students  of  medicine,  nursing 
psychology,  and  social  work  and  trainees  in 
psychiatry,  as  well  as  for  public  health  personnel, 
workers  in  mental  health  fields,  and  personnel 
of  welfare  agencies. 

Source:  International  Film  Bureau,  332 

South  Michigan  Avenue,  Chicago  4,  Illinois. 

Producer:  Robert  Anderson  Associates,  Ltd., 
Canada. 
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Putting  the  cap  on  a bottle  sounds  sim- 
ple. Just  make  it  tight  enough  to  keep 
the  contents  in,  prevent  leakage,  and 
protect  the  product;  loose  enough  to  be 
opened  with  ease.  However,  that  isn’t 
quite  as  simple  as  it  sounds.  ■ At  Eli  Lilly 
and  Company,  there  are  exact-tightness 
specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  adjusted  to  apply 
just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps;  and  then  they  are 
double-checked  . . . just  to  be  sure.  ■ 
That’s  where  the  torque  tester  comes  in. 
At  least  once  every  fifteen  minutes,  five 
bottles  are  tested  as  they  come  out  of 
the  capping  machine.  They  are  placed  on 
the  torque  tester,  and  the  twist  on  the 
caps  is  measured  . . . just  one  more  of  the 
many  controls  that  add  immeasurably 
to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


Changing  pattern  of  medical  school  financing 


The  continuous  shifting  that  has  taken 
place  over  the  past  twenty  years  in  financial 
responsibility  for  medical  school  operations 
is  clearly  revealed  by  the  data  recently  com- 
piled by  the  Association  of  American  Medical 
Colleges  and  appearing  in  the  table. 

While  income  from  tuition  and  fees  has 
always  ranked  high,  a new  source,  that  from 
payments  made  by  hospitals,  clinics,  and 
service  and  research  units,  has  pressed  into 
second  place.  This  closer  correlation  be- 
tween the  functioning  end  and  the  prepara- 
tion end  is  a desirable  trend  toward  a mu- 
tuality of  interest  in  the  ultimate  objec- 
tive— the  patient. 

The  rank  order  in  the  table  was  deter- 
mined on  the  basis  of  expenditure  data  that 
had  been  reduced  to  per-school  averages. 
The  selection  of  schools  was  based  on  the 
availability  of  comparable  information  for 
the  selected  years.  Private  schools  with 
state  subsidy  were  excluded. 

Tuition  and  fees  have  fluctuated  between 


first  and  second  place  in  relative  importance 
over  the  years  as  sources  of  income  for  pri- 
vate schools.  The  trend  is  downward  for 
public  schools.  These  sources  of  income  re- 
main in  first  place  for  private  schools  but  are 
third  in  order  of  importance  for  public 
schools. 

Endowment  income,  formerly  the  pri- 
mary source  of  funds  for  private  schools,  now 
stands  in  third  place.  The  downward  trend 
applies  to  even  a greater  extent  in  public 
schools,  dropping  from  fourth  to  ninth 
place. 

Nonfederal  gifts  and  grants  for  teaching 
and  unrestricted  purposes  continue  to  be 
important  sources  of  support  for  basic  educa- 
tional programs  but  even  so  have  been  falling 
off  for  both  private  and  public  schools  as  far 
as  their  position  of  relative  importance  is 
concerned. 

Federal  grants  for  undergraduate  teaching 
were  nonexistent  in  the  early  1940s.  These 
grants  are  intended  to  augment  the  training 


Changes  in  relative  importance  of  sources  of  income  for  basic  operations  of  16  public  and  26  private 
medical  schools  for  the  years  1940  to  1941,  1947  to  1948,  and  1961  to  1962 


Source  of  Funds 

(16)  Public  Schools 

(26)  Private  Schools 

(Basic  Operations) 

1940- 

-41  1947-48 

1961-62 

1940-41 

1947-48 

1961-62 

1. 

Tuition  and  fees 

2 

2 

3 

2 

1 

1 

2. 

Endowment  income 

4 

6 

9 

1 

3 

3 

3. 

Nonfederal  gifts  and  grants  for 

teaching  or  unrestricted  pur- 
poses 

3 

4 

6 

4 

4 

5 

4. 

Federal  grants  for  undergraduate 

teaching 

5 

7 

9 

9 

5. 

State  appropriations 

1 

1 

1 

6. 

Support  from  general  university 

funds 

3 

2 

8 

7. 

Overhead  on  grants  for  all  spon- 

sored programs 

7 

4 

7 

4 

8. 

Payments  made  by  hospitals, 

clinics,  and  miscellaneous  serv- 
ice and  research  units 

6 

9 

2 

6 

6 

2 

9. 

Teaching  expenses  paid  from 

medical  service  funds 

7 

3 

5 

5 

5 

6 

10. 

Other 

5 

8 

8 

7 

8 

7 
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programs  for  medical  students  in  specified 
areas,  for  example,  cancer,  mental  health, 
and  heart  disease. 

State  appropriations  throughout  this  trend 
period  are  consistently  the  first  bastion  of 
support  for  public  schools. 

Support  from  general  university  funds  for 
private  schools  is  now  in  the  eighth  position 
of  relative  importance  as  a source  of  income, 
whereas  in  the  ear  her  year  it  ranked  third. 

Overhead  on  grants  for  all  sponsored  pro- 
grams is  increasing  in  importance  as  a source 
of  funds.  But  since  the  preponderance  of 
sponsored  programs  is  for  research,  and 
since  research  grants  fall  far  short  of  cover- 
ing the  total  costs  involved,  it  must  be  re- 
membered that  the  additional  expenditures 
thus  called  for  make  this  advantage  more 
apparent  than  real  as  far  as  the  support  of 
the  basic  educational  programs  is  concerned. 


Payments  made  by  hospitals,  clinics,  and 
miscellaneous  service  and  research  units  have 
moved  upward  in  the  rank  order  of  im- 
portance— from  sixth  to  second  place — as 
sources  of  income  for  both  private  and  public 
schools.  While  this  may  be  taken  as  an  indi- 
cation of  an  increase  in  income,  it  is  proba- 
ble that  it  is  also  a reflection  of  more  com- 
plete and  accurate  reporting.  Further  study 
of  this  area  is  anticipated. 

Teaching  expenses  paid  from  medical  serv- 
ice funds  appear  to  be  increasing  slowly. 
With  the  decreasing  number  of  charity  or 
nonpaying  patients,  this  source  of  income 
assumes  added  importance. 

Analysis  of  these  trends  in  sources  of  in- 
come for  the  basic  support  of  medical  schools 
emphasizes  the  centrifugal  force  of  the 
medical  centers.  Theirs  is  a high  responsi- 
bility— to  teach  and  to  serve  as  well. 


American  Medical  Association 
113th  Annual  Convention 
Civic  Center,  San  Francisco,  California 
June  21-25,  1964 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  15  through  18,  1965 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman,  Convention 
Committee,  Medical  Society  of  the  State  of  New  York, 
750  Third  Avenue,  New  York,  New  York  10017,  before 
August  1,  1964.  A short  abstract  of  the  proposed  presenta- 
tion should  accompany  the  letter. 


Scientific  Exhibits 


Requests  for  application  for  scientific  exhibit  space  at  the 
1965  Convention  should  be  addressed  to  William  L.  Watson, 
M.D.,  Chairman,  Scientific  Exhibits  Committee,  Medical 
Society  of  the  State  of  New  York,  at  the  above  address,  as 
soon  as  possible. 
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in  virtually  all  diarrheas... prompt  symptomatic  control 

LOMOTIL 

TABLETS/ LIQUID— Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Drug-induced  diarrhea  Postsurgical  diarrhea 


Lomotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomgtil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  sub  therapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 


SEARLE 


1589 


Fibre-free 

HYPOALLERGENIC 
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J)  Provides  balanced  nutritional  values. 

@)An  excellent  formula  for  regular 
infant  feeding. 

(§)  An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 


LOMA  LINDA  FOODS 
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S0YALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  S0YALAC. 


Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 


Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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Scientific  Articles 


Otitis  Media 
in  Pediatric  Practice 


a study  was  made  of  335  cases  of  otitis 
media  during  a nineteen-month  period. 
Treatment  was  determined  by  presence  of 
presumed  bacterial  infection  elsewhere  in  the 
respiratory  tract  as  well  as  by  physical 
characteristics  of  the  tympanic  membrane. 
Antimicrobial  agents  were  not  necessary  in 
most  cases.  Myringotomy  was  a useful 
therapeutic  tool.  An  adequate  follow-up 
program  is  essential. 


EDWARD  H.  TOWNSEND,  JR.,  M.D. 

Rochester,  New  York 

Clinical  Assistant  Professor  of  Pediatrics, 
Department  of  Pediatrics  of  the  University  of  Rochester 
School  of  Medicine  and  Dentistry 


Otitis  media  is  a common  problem  for  the 
practicing  pediatrician,  yet  it  remains  ill- 
defined  as  an  “infection  of  the  middle  ear” 
without  a classification  to  guide  the  pedia- 
trician in  treatment. 

Previous  studies  have  shown  that  otitis 
media  can  accompany  or  even  constitute  the 
chief  complaint  for  illnesses  which  do  not 
require  the  use  of  antimicrobial  agents  for 
treatment.1-3  Yet,  because  of  fear  of  seri- 
ous bacterial  infection  it  has  become  ac- 
cepted pediatric  practice  to  prescribe  an 
antimicrobial  agent  in  almost  all  instances  of 
otitis  media.4-8 

This  study  was  undertaken  to  test  the 
hypothesis  that  antimicrobial  drugs  may  be 
withheld  in  some  instances  despite  inflam- 
mation of  the  eardrums.  A clinical  classifi- 
cation was  also  tested  which  was  designed  to 
identify  those  patients  not  needing  anti- 
microbial agents. 

Outline  of  study 

The  study  period  began  on  November  1, 
1960,  and  ended  on  May  1, 1962.  The  study 
population  consisted  of  335  children.  All 
patients  were  examined  personally  by  the 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Pediatrics,  February  13,  1964. 


author.  They  all  had  an  earache  accom- 
panied by  physical  changes  in  the  eardrum. 

The  eardrums  were  classified  as  follows: 

Normal  eardrum.  The  normal  eardrum 
shows  a grey  translucent  tympanic  mem- 
brane through  which  the  handle  of  the  mal- 
leus may  be  seen  and  whose  fight  reflex  is 
normal.  All  the  subjects  were  presumed  to 
have  had  normal  eardrums  prior  to  the  ill- 
ness, and  the  drums  of  all  but  2 individuals 
were  observed  to  have  returned  to  normal 
after  the  illness. 

Type  I.  In  Type  I the  tympanic  mem- 
brane is  red,  bulging  in  the  majority  of  cases 
and  when  bulging  is  usually  covered  by  a 
grey,  plaquelike  exudate. 

Type  II.  Blebs  are  present  on  the  tym- 
panic membrane  which  is  inflamed.  Type 
II  is  delineated  from  other  types  in  the  belief 
that  myringitis  without  otitis  media  may  be 
present. 

Type  III.  The  tympanic  membrane  is 
bulging,  yellow,  or  glistening  white,  and  is 
usually  covered  with  a plaquelike  exudate  in 
Type  III. 

Type  IV.  Type  IV  includes  exudate  in 
the  external  auditory  canal.  The  exudate 
may  appear  as  a clear  fluid  or  frank  pus. 
The  tympanic  membrane  when  visible  is 
usually  white,  covered  with  a plaquelike 
exudate  and  pulsating. 

A complication  was  assumed  to  have 
occurred  if  purulent  progression  of  the  dis- 
ease was  observed  after  treatment  had  been 
begun;  for  instance,  if  inflammation  of  the 


June  15,  1964  / New  York  State  Journal  of  Medicine  1591 


tympanic  membrane  as  Types  I and  II 
progressed  to  Types  III  or  IV.  For  the 
purpose  of  these  observations,  pus  or  exudate 
from  the  middle  ear  was  assumed  to  be  due 
to  a bacterial  infection.  In  addition,  serous 
otitis  media  was  assumed  to  be  a complica- 
tion. 

The  criteria  for  recovery  from  otitis  media 
were:  (1)  return  of  the  drum  to  normal,  (2) 
normal  response  to  pneumo-otoscopy  (the 
tympanic  membrane  fluctuating  properly 
with  pneumatic  pressure  changes),  and  (3) 
a normal  audiogram*  and  absence  of  evi- 
dence of  hearing  loss  as  judged  by  parents 
and  teachers. 

During  these  observations  the  treatment 
of  otitis  media  was  as  follows.  All  patients 
received  symptomatic  therapy.  Antimicro- 
bial agents  were  prescribed  for  patients  with 
otitis  media  Types  I and  II  only  when  there 
was  evidence  of  bacterial  infection  elsewhere 
in  the  respiratory  tract.  Antimicrobial 
agents  were  prescribed  for  all  but  2 individ- 
uals with  otitis  media  Types  III  and  IV  on 
the  assumption  that  exudate  from  the  middle 
ear  was  due  to  a bacterial  infection.  In 
addition,  myringotomy  was  performed  in 
Type  III  except  when  the  parents  stren- 
uously objected  to  the  procedure  or  the 
patient  was  asymptomatic  at  the  time  of 
evaluation. 

All  patients  were  urged  to  appear  for  a 
follow-up  visit.  When  the  tympanic  mem- 
brane was  observed  to  be  normal,  final 
evaluation  was  conducted  by  audiometry 
when  feasible  or  pneumo-otoscopy  when 
indicated. 

Evaluation  of  these  observations  was  con- 
ducted one  year  after  conclusion  of  the 
observations  so  that  those  individuals  not 
seen  in  the  immediate  follow-up  period 
might  be  evaluated  during  the  periodic  pedi- 
atric examinations. 


Results 

Table  I is  a summary  of  the  observations. 
The  patients  are  divided  by  the  type  of 
otitis  media  and  by  the  treatment  program 
they  received  based  on  the  initial  examina- 
tion. Thus  226,  or  68  per  cent,  of  the  pa- 
tients suffered  otitis  media  of  Types  I and 
II  which  it  was  assumed  would  return  to 

* Audiometer  tests  were  conducted  on  an  AMBCO  Otom- 
eter,  Model  600,  a screening  audiometer. 


normal  without  recourse  to  antimicrobial 
agents.  Of  these  226  patients,  21  (9  per 
cent)  went  on  to  develop  complications;  the 
tympanic  membrane  either  ruptured  spon- 
taneously or  pus  appeared  behind  the  tym- 
panic membrane  necessitating  a myringot- 
omy. 

Ninety-two  (22  per  cent)  of  the  patients 
received  antimicrobial  agents,  such  as  a 
sulfonamide  or  penicillin-G  in  addition  to 
symptomatic  therapy;  51  were  treated  be- 
cause of  the  presence  of  purulent  material  in 
the  external  auditory  canal  and  35  because 
of  the  presence  of  bacterial  infection  else- 
where in  the  respiratory  tract.  The  com- 
plication rate  was  20  per  cent.  Six  patients 
with  evidence  of  pus  within  the  middle  ear 
in  whom  myringotomy  was  withheld  because 
of  parental  objection  had  a complication 
rate  of  50  per  cent  but  eventually  became 
well. 

Thus,  of  these  92  patients,  17  (20  per 
cent)  suffered  complications.  Antimicrobial 
agents  even  in  such  a selected  group  did  not 
prevent  purulent  complications  to  otitis 
media  nor  the  development  of  serous  otitis 
media. 

Myringotomy  plus  symptomatic  therapy 
was  employed  in  only  2 instances.  One 
involved  the  investigator’s  daughter,  and  the 
second  patient  was  a four-year-old  allergic 
female  whose  otitis  media  was  accompanied 
by  a temperature  of  104  F.  but  a peripheral 
white  blood  cell  count  of  only  7,900  cells 
per  cubic  millimeter.  In  both  instances, 
antimicrobial  agents  were  withheld  pending 
the  results  of  culture  of  the  aural  discharge. 
Both  cultures  were  sterile,  and  in  both  cases 
the  temperature  returned  to  normal  within 
twelve  hours  of  myringotomy.  The  subse- 
quent clinical  course  was  entirely  uneventful. 

Fifteen  patients  received  antimicrobial 
agents,  symptomatic  therapy,  and  a myr- 
ingotomy, such  myringotomy  being  per- 
formed because  it  was  assumed  that  a bulg- 
ing yellow  or  glistening  white  drum  indicated 
pus  within  the  middle  ear.  Since  the  7 per 
cent  complication  rate  represents  only  1 case 
and  since  this  case  is  an  unusual  one,  it  is 
presented  in  detail. 

Case  reports 

Case  1.  This  five-year-old  girl  was  seen  in 
April,  1962,  because  of  persistent  otalgia  of 
eighteen  hours  duration.  The  socioeconomic 
circumstances  of  the  family  were  poor.  She 
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TABLE  I.  Summary  and  treatment  of  otitis  media  according  to  type 


Type  of  Otitis  Media 

TTT 

TV 

Treatment  Program 

Num- 
ber of 
Cases 

Com- 

plica- 

tion 

Rate 

(Per 

Cent) 

Num- 
ber of 
Cases 

Com- 

plica- 

tion 

Rate 

(Per 

Cent) 

Num- 
ber of 
Cases 

Com- 

plica- 

tion 

Rate 

(Per 

Cent) 

Num- 
ber of 
Cases 

Com- 

plica- 

tion 

Rate 

(Per 

Cent) 

X u 

Num- 
ber of 
Cases 

LiXl 

Com- 

plica- 

tion 

Rate 

(Per 

Cent) 

Symptomatic 

189 

6 

37 

19 

0 

0 

226 

9 

Symptomatic  plus  antimicrobial 

agents 

29 

17 

6 

33 

6 

50 

51 

14 

92 

19 

Symptomatic  plus  myringotomy 

0 

0 

2 

0 

2 

Symptomatic  plus  antimicrobial 

agents  plus  myringotomy 

0 

0 

15 

7 

0 

15 

7 

Total 

218 

*7 

43 

23 

23 

17 

51 

14 

335 

11 

TABLE  II.  Complication  rate  of  types  of  otitis  media  as  related  to  bacteria  recovered  from  respiratory 

tract 


— -Type  I and  II Type  III  and  IV » 

(Culture  of  Nasopharynx)  (Culture  of  Aural  Discharge)  * 


Cultures 

Number  of 
Cases 

Complication 

Rate 

(Per  Cent) 

Number  of 
Cases 

Complication 

Rate 

(Per  Cent) 

Number  cultured 

119 

10 

59 

17 

Bacteria 

Beta  hemolytic  streptococcus 

15 

30 

20 

10 

D.  pneumoniae 

51 

11 

12 

33 

Streptococcus  viridans,  Hemophilus 

influenzae,  and  others 

53 

8 

27 

11 

* Culture  of  the  nasopharynx  only  in  5 patients  with  Type  III  who  received  antimicrobial  agents  alone. 


had  pharyngitis  and  otitis  media  of  Type  III 
with  a temperature  of  103  F.  and  a white  blood 
cell  count  of  15,000  per  cubic  millimeter.  Her 
past  history  did  not  reveal  any  evidence  of 
recent  or  recurrent  otitis  media.  There  was  no 
illness  in  the  other  members  of  the  family.  Her 
tonsils  were  red,  hypertrophied,  and  had  exu- 
date in  the  crypts.  A myringotomy  was  per- 
formed, and  beta  hemolytic  streptococcus  was 
cultured  from  the  aural  discharge  and  also  from 
the  nasopharynx.  In  spite  of  adequate  paren- 
teral penicillin  therapy  and  profuse  drainage 
from  the  external  auditory  canal,  both  the 
fever  and  pain  persisted.  She  was  hospitalized 
thirty-six  hours  later;  investigation  revealed 
osteomyelitis  of  the  mastoid  process  of  the  tem- 
poral bone.  A simple  mastoidectomy  was  per- 
formed. Cultures  of  the  pus  within  the  mastoid 
revealed  hemolytic  Staphylococcus  aureus  which 
was  resistant  to  penicillin  by  disk  method. 
Cultures  of  the  nasopharynx  and  aural  and  mas- 
toid areas  failed  to  grow  beta  hemolytic  strep- 
tococcus. Following  operation  her  recovery 
was  rapid,  uneventful,  and  without  otologic 
sequelae. 

Case  2.  An  eight-year-old  presented  herself 
during  the  period  of  observation  with  a Type  I 
otitis  media  with  no  evidence  of  bacterial  infec- 
tion elsewhere  in  the  respiratory  tract.  She  re- 
ceived symptomatic  therapy  and  seven  days 
later  was  found  to  have  significant  hearing  loss 
and  serous  otitis  media.  It  is  significant  that 
during  the  previous  six  months  she  had  visited 
an  otolaryngologist  because  of  otalgia  in  the 


same  ear  for  which  he  had  prescribed  a tetra- 
cycline on  each  occasion.  The  patient  received 
therapy  for  serous  otitis  media,  and  her  hearing 
has  improved  but  is  not  yet  completely  normal. 

All  but  2 of  the  335  patients  were  evalu- 
ated either  in  the  immediate  or  long-term 
period  of  follow-up.  The  2 lost  to  follow- 
up were  patients  presenting  symptoms  of 
Type  I otitis  media  who  were  seen  by  the  in- 
vestigator for  the  first  time  with  this  com- 
plaint and  failed  to  take  advantage  of  the 
proffered  follow-up  visits.  Since  91  per  cent 
of  such  patients  recover  from  otitis  media 
without  complications,  it  was  assumed  in 
these  observations  that  these  2 individuals 
followed  a similar  course. 

Among  the  other  333  patients  there  re- 
mains only  1 child  who  may  suffer  some 
residual  impairment  of  hearing. 

Satisfactory  audiograms  have  been  ob- 
tained in  234  (70  per  cent)  of  the  remaining 
332  patients,  and  there  has  been  no  evidence 
of  hearing  loss.  Among  the  remaining  98 
patients  there  has  been  no  evidence  of  hear- 
ing loss  as  judged  by  parents  and  teachers. 

Table  II  correlates  the  complication  rate 
with  the  predominant  organism  present  on 
culture. 
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TABLE  Hi.  Evaluation  of  the  tonsils  at  the  time  of  the  initial  visit  in  relation  to  the  development  of  com- 
plications to  otitis  media 


Type  of  Otitis  Media 

Tnn  qi1  c 

In 

Out 

JL  Ulloilo 

Infected 

Total 

I.  Total  cases 

147 

46 

25 

218 

Complication  rate  (per  cent) 

7 

13 

17 

9 

II.  Total  cases 

29 

8 

6 

43 

Complication  rate  (per  cent) 

9 

27 

50 

21 

III.  Total  cases 

14 

6 

3 

23 

Complication  rate  (per  cent) 

21 

0 

33 

17 

IV.  Total  cases 

41 

6 

4 

51 

Complication  rate  (per  cent) 

12 

17 

25 

14 

Total 

231 

66 

38 

335 

Complication  rate  (per  cent) 

9 

12 

24 

11 

TABLE  IV.  Type  I otitis  media.  Relationship  of  temperature  at  initial  visit  to  development  of  complica- 
tions 


, 100  F. 

or  less ' 

100  to  101.8  F. 

102  to  103.8  F. 

104  F.  plus 

/ Total 

Com- 

Com- 

Com- 

Com- 

Com- 

plica- 

plica- 

plica- 

plica- 

plica- 

tion 

tion 

tion 

tion 

tion 

Num- 

Rate 

Num- 

Rate 

Num- 

Rate 

Num- 

Rate 

Num- 

Rate 

ber  of 

(Per 

ber  of 

(Per 

ber  of 

(Per 

ber  of 

(Per 

ber  of 

(Per 

Treatment 

Cases 

Cent) 

Cases 

Cent) 

Cases 

Cent) 

Cases 

Cent) 

Cases 

Cent) 

Symptomatic 

88 

7 

46 

10 

35 

6 

9 

178 

7 

Plus  antimicrobial  agents 

7 

28 

10 

20 

8 

25 

6 

31 

17 

Total 

95 

8 

56 

10 

43 

10 

15 

209 

8 

Thus  it  seems  that  infection  with  beta 
hemolytic  streptococcus  is  more  likely  to 
lead  to  complications  of  otitis  media  if  the 
drum  remains  intact  (statistically  significant 
with  p = <0.05).  Of  12  Type  III  and  IV 
patients  infected  with  Diplococcus  pneu- 
moniae, 4,  or  33  per  cent,  developed  com- 
plications. The  drums  of  2 of  these  patients 
ruptured  spontaneously.  It  is  likely  that 
these  2 would  have  benefited  from  an  early 
myringotomy,  since  penicillin  did  not  pre- 
vent progression  of  the  otitis  to  the  point  of 
spontaneous  rupture. 

The  presence  or  absence  of  the  tonsils  was 
noted.  If  present  and  judged  to  be  infected, 
this  physical  finding  was  evaluated  in  rela- 
tion to  the  development  of  complications  of 
otitis  media.  These  observations  are  sum- 
marized in  Table  III. 

The  presence  of  tonsils  did  not  influence 
the  complication  rate;  however,  if  the  tonsils 
were  infected  at  the  time  of  the  initial  ex- 
amination, the  complication  rate  was  dou- 
bled. Thus,  complications  of  otitis  media 
depend  more  on  evidence  of  infection  else- 
where in  the  respiratory  tract  than  on  the 
appearance  of  the  eardrum  itself. 

The  type  of  otitis  media  does  not  depend 
on  age.  The  average  age  by  type  was: 


Type  I,  five  years  of  age;  Type  II,  six  years; 
Type  III,  six  years;  and  Type  IV,  five 
years.  The  age  range  within  each  type  was 
comparable. 

Because  of  the  large  number  of  patients 
with  Type  I otitis  media,  the  role  of  fever 
could  be  studied. 

The  temperature  at  the  initial  visit  did 
not  influence  the  choice  of  the  treatment 
program  and  was  not  helpful  in  predicting 
which  patients  would  go  on  to  develop  com- 
plications. Contrariwise,  there  were  no 
complications  in  patients  with  Type  I otitis 
media  whose  initial  temperature  was  re- 
corded at  104  F.  or  more.  This  is  shown  in 
Table  IV. 

Table  V presents  the  several  types  of 
otitis  media  versus  the  significance  of  the 
earache  among  the  patient’s  respiratory 
complaints.  “Otalgia  alone”  (159  individ- 
uals, 47  per  cent  of  the  patients)  encompasses 
those  patients  whose  only  complaint  was  an 
earache.  “Otalgia  with  other  complaints” 
included  those  patients  (53,  or  15  per  cent  of 
the  patients)  who  at  the  time  of  the  initial 
examination  complained  of  other  respiratory 
symptoms  in  addition  to  earache.  It  may 
be  that  the  difference  between  these  two 
groups  was  only  the  intensity  of  the  pain; 
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TABLE  V.  The  role  of  otalgia  in  respiratory  complaints  and  its  relationship  to  the  development  of  com- 
plications 


Type  of  Otitis 

Otalgia 

Alone 

Otalgia  with 
Other 
Complaints 

Otalgia 
Subsequent 
to  Other 
Complaints* 

Total 

I.  Total  cases 

90 

37 

91 

218 

Complication  rate  (per  cent) 

10 

0 

12 

7 

II.  Total  cases 

25 

5 

13 

43 

Complication  rate  (per  cent) 

24 

20 

15 

21 

III.  Total  cases 

13 

2 

8 

23 

Complication  rate  (per  cent) 

15 

0 

25 

21 

IV.  Total  cases 

31 

9 

11 

51 

Complication  rate  (per  cent) 

13 

11 

18 

14 

Total 

159 

53 

123 

335 

Complication  rate 

12 

5 

14 

12 

* This  group  designed  to  include  those  cases  of  otitis  media  which  some  physicians  might  judge  to  be  a complication  of  a 
respiratory  infection. 


TABLE  VI.  Cultures  of  aural  discharge  compared 
to  the  bacterial  flora  of  nasopharynx 

Organism  in 
Aural  Discharge 
Found  in 

Aural  Nasopharyngeal 
Dis-  Flora 


Organism 

charge 

Yes 

No 

No  growth* 

11 

Streptococcus  hem- 
olyticus 

25 

10 

6 

D.  pneumoniae 

19 

8 

7 

Otherf 

24 

3 

4 

Total 

79 

21 

17 

* One  case  of  “no  growth,”  culture  of  aural  discharge  was 
obtained  twenty-four  hours  after  antimicrobial  agents  had 
been  started. 

t Primarily  streptococcus  viridans  (12  cases). 


the  former  suffering  to  such  a degree  that 
neither  the  patient  nor  his  parents  were 
aware  of  other  respiratory  symptoms.  This 
group  is  contrasted  with  “otalgia  subsequent 
to  other  complaints”  which  consists  of  123 
patients  (38  per  cent)  whose  earache  ap- 
peared after  other  respiratory  complaints. 
This  group  of  patients  was  designed  to  in- 
clude those  cases  of  otitis  media  which  some 
physicians  might  judge  to  be  a complication 
of  a respiratory  infection  and,  on  such  judg- 
ment, initiate  antimicrobial  therapy. 

It  is  suggested  by  Table  V that  the  inten- 
sity of  the  earache  and  its  time  of  appearance 
during  the  course  of  a respiratory  infection 
do  not  influence  the  complication  rate  re- 
gardless of  the  therapeutic  program  decided 
on  at  the  initial  visit. 

Cultures  of  the  aural  discharge  were  ob- 
tained in  79  cases:  40  cases  of  Type  IV  and, 


after  myringotomy,  39  cases  of  Type  III  or 
the  complication  of  Types  I and  II.  Simul- 
taneous cultures  of  the  nasopharynx  were 
obtained  in  38  cases.  The  results  are  pre- 
sented in  Table  VI. 

Cultures  from  the  nasopharynx  correlated 
with  those  of  the  aural  discharge  in  only  50 
per  cent  of  the  cases  investigated.  Sixty  - 
eight  cultures  of  the  aural  discharge  revealed 
the  presence  of  bacteria  of  which  56  (80  per 
cent)  were  sensitive  to  penicillin. 

The  white  blood  count  was  done  in  69 
cases  and  ranged  from  7,000  to  32,000  with 
the  majority  between  12,000  and  18,000. 
It  was  not  helpful  in  predicting  which  cases 
would  go  on  to  develop  complications. 

The  past  history  did  not  help  in  predicting 
which  patient  might  develop  complications. 
The  one  exception  to  this  statement  was  a 
patient  whose  deafness  was  attributable  to 
otitis  media.  This  patient  had  suffered  four 
bouts  of  otitis  media  in  the  previous  four 
months.  There  was  no  other  instance  of 
such  persistent  recurrence  of  the  illness. 

The  presence  of  similar  or  dissimilar  ill- 
nesses within  the  family  unit  was  of  no 
assistance  in  predicting  which  patient  might 
develop  complications.  Otitis  media  seemed 
to  be  an  individual  affair. 

This  study  is  limited  to  the  ear  of  which 
the  patient  complained  at  the  time  of  the 
initial  visit.  The  changes  occurring  in  the 
contralateral  ear  were  noted,  but  in  only  1 
case  was  the  contralateral  ear  observed  to 
develop  a complication.  Of  the  51  cases  of 
Type  IV  otitis  media,  7 had  involvement  of 
the  contralateral  ear.  In  Type  I there  were 
5 instances  and  in  Type  II  2 instances  of 
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contralateral  ear  involvement.  There  were 
no  complications.  Of  Type  III  otitis  media, 
4 (17  per  cent)  had  bilateral  involvement 
resulting  in  bilateral  myringotomy.  There 
was  a similar  random  relationship  between 
the  two  ears  in  the  other  two  groups  so  that 
otitis  media  seemed  to  be  not  only  individ- 
ualized as  to  patient  but  as  to  ear  as  well. 

The  cases  have  not  been  recorded  as  to 
the  month  in  which  they  occurred,  but  two 
winters  were  included  to  minimize  the  effect 
of  any  epidemic  of  respiratory  disease. 
Otitis  media  is  primarily  a disease  of  the 
“respiratory  season/’  but  the  proposed  clas- 
sification and  therapy  dependent  on  such  a 
scheme  was  independent  of  the  season. 

No  complications  occurred  in  any  other 
organ  or  system  secondary  to  the  otitis 
media. 

Comment 

Otitis  media  is  a common  problem  in  pedi- 
atric practice,  and  since  only  1 patient  (Case 
1)  was  hospitalized  during  the  period  of 
observation,  it  is  a problem  which  must  be 
studied  in  the  practice  of  pediatrics.  Since 
antimicrobial  agents  do  not  prevent  the 
occurrence  of  otitis  media,1*2  and  since  otitis 
media  occurring  during  the  course  of  a 
respiratory  illness  may  not  require  the  use  of 
antimicrobial  agents,3  this  evaluation  of  the 
treatment  of  otitis  media  has  provided 
further  evidence  which  should  help  to  reduce 
the  exposure  of  pediatric  patients  to  anti- 
microbial agents.  Furthermore,  when  it 
was  thought  that  pus  was  present  in  the 
middle  ear,  myringotomy  was  as  significant 
in  the  treatment  program  as  was  the  use  of 
antimicrobial  agents  in  the  prevention  of 
complications. 

The  classification  of  otitis  media  as  herein 
employed  was  helpful  to  the  observer  in  the 
management  of  his  patients.  There  are 
obvious  instances  of  overlap  in  assessment 
of  the  physical  characteristics  of  the  ear 
drum.  For  instance,  the  major  difference 
between  Type  I and  Type  III  is  a color 
evaluation  of  red  versus  yellow.  Therefore, 
one  might  assume  that  the  7 patients  of 
Type  I (less  than  3 per  cent  of  the  type 
population)  whose  complication  presented 
as  Type  III  necessitating  myringotomy  were 
instances  of  poor  appreciation  of  color  by 
the  observer.  On  the  other  hand,  since  none 
of  these  7 patients  suffered  any  further  or 


permanent  damage  to  the  auditory  ap- 
paratus or  sense,  it  may  be  said  that  98  per 
cent  of  patients  with  Type  I otitis  media 
were  spared  the  use  of  antimicrobial  agents. 

The  existence  of  bacterial  illness  elsewhere 
in  the  respiratory  tract  prompted  the  use  of 
antimicrobial  agents  in  otitis  media  of 
Types  I and  II;  such  patients  suffered  a 
complication  rate  of  20  per  cent.  The 
evaluation  of  a patient  for  the  presence  of 
bacterial  illness  is  a difficult  daily  challenge 
to  the  practicing  pediatrician.  Yet,  as- 
suming the  subjective  nature  of  this  de- 
cision, antimicrobial  agents  did  not  prevent 
the  progression  of  the  purulent  pathologic 
process  within  the  middle  ear  in  all  cases. 

In  Types  III  and  IV  of  otitis  media, 
presumed  to  be  bacterial  because  pus  was 
present,  the  complication  rate  was  greater 
than  in  Type  I,  yet  all  but  2 of  these  74 
patients  received  antimicrobial  agents. 
Therefore,  physicians  cannot  rely  on  anti- 
microbial agents  alone  to  prevent  com- 
plications of  otitis  media  in  any  respiratory 
infection.  Thorough  therapy  demands  con- 
scientious follow-up. 

The  classification  was  helpful  to  the 
observer  in  that  patients  showing  the  in- 
flamed drum  could  be  separated  from  those 
in  whom  pus  was  released  from  or  draining 
from  the  middle  ear.  This  last  group  was 
presumed  to  have  bacterial  infections,  and 
antimicrobial  agents  were  employed.  The 
former  group  represents  inflammation  of  the 
tympanic  membrane,  and  antimicrobial 
agents  were  used  only  when  there  was 
evidence  of  a bacterial  infection  elsewhere  in 
the  respiratory  tract. 

These  observations  confirm  previous  re- 
ports that  the  majority  of  cases  of  otitis 
media  do  not  require  antimicrobial  therapy 
and  that  even  when  antimicrobial  agents  are 
used,  complications  can  occur.  It  is  of 
interest  that  the  three  most  serious  com- 
plications in  this  group  developed  while  the 
patients  were  receiving  antimicrobial  agents. 
Case  1 and  2 cases  with  Type  III  were 
patients  treated  with  penicillin  alone  who 
developed  serous  otitis  media  with  deafness 
requiring  myringotomy  for  recovery. 

Serous  otitis  media  has  become  a more 
common  sequela  to  otitis  media  since  the 
advent  of  antimicrobial  agents.9-13  This 
may  be  related  to  recovery  from  infection 
afforded  by  these  agents  after  which  the  fluid 
in  the  middle  ear  undergoes  organization. 
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Other  causes  of  serous  otitis  media 
exist,  but  the  increased  incidence  of  this 
entity  during  recent  decades  and  the  ob- 
servations herein  recorded  suggest  that  one 
contributory  cause  is  the  use  of  antimicrobial 
agents  alone  for  the  treatment  of  pus  within 
the  middle  ear.  Serous  otitis  media  was  not 
observed  after  myringotomy.  Therefore, 
the  use  of  myringotomy  in  pediatric  practice 
must  be  re-evaluated.  Since  the  conclusion 
of  these  observations,  the  author  has  per- 
formed myringotomies  based  on  the  pro- 
posed classification  and  has  encountered  no 
additional  cases  of  serous  otitis  as  a 
complication.  Myringotomy  was  performed 
primarily  to  release  pus.  Myringotomy  also 
relieved  the  pain.  After  myringotomy  it  was 
possible  to  obtain  a direct  culture  giving 
more  accurate  information  from  which  to 
choose  the  appropriate  antimicrobial  agent. 
The  discrepancy  between  the  bacteria  found 
in  the  nasopharynx  and  the  middle  ear 
(Table  VI)  is  in  keeping  with  the  reports 
of  others.14*15 

Summary 

Three  hundred  thirty-five  cases  of  otitis 
media  were  studied  during  a nineteen- 
month  period,  November,  1961,  through 
May,  1962.  Treatment  was  prescribed 
according  to  criteria  evaluating  the  presence 
of  presumed  bacterial  infection  elsewhere  in 
the  respiratory  tract  as  well  as  on  the 
physical  characteristics  of  the  tympanic 
membrane. 

Most  children  suffering  otitis  media  need 


Enzyme  promotion  called 
“deplorable” 

The  promotion  of  nonprescription  digestive 
enzymes  for  oral  use  has  been  termed  “deplor- 
able,” according  to  an  article  in  Today’s  Health. 

The  fanciful  claims  made  for  these  prepara- 
tions are  either  false  or  so  exaggerated  that  they 
are  meaningless,  writes  Philip  L.  White,  Sc.D., 


not  be  exposed  to  the  dangers  of  anti- 
microbial agents.  Antimicrobial  agents  do 
not  prevent  complications.  Myringotomy 
should  be  employed  frequently  as  a thera- 
peutic tool  by  all  pediatricians.  A con- 
scientious program  of  adequate  follow-up 
should  be  an  important  part  of  the  treatment 
of  otitis  media. 

26  South  Goodman  Street,  Rochester  7 
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There  is  no  acceptable  evidence  that  digestion 
is  improved  in  the  normal  person  by  the  use  of 
supplementary  enzymes,  nor  is  there  evidence 
that  reduction  of  digestive  capacity  with  age 
results  in  impaired  digestion  as  claimed  or  im- 
plied in  the  sales  promotion  of  these  products. 
“The  digestive  capacity  of  the  human  being 
greatly  exceeds  the  demands  put  upon  it.” 
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Choriocarcinoma  and 
Related  Trophoblastic 
Tumors  in  Women 

JOHN  C.  LATHROP,  M.D. 

Providence,  Rhode  Island* 

Fellow,  Department  of  Oncology,  Rhode  Island  Hospital 

T rophoblastic  tumors  and  particularly 
choriocarcinoma  have  long  been  considered 
rather  academic  in  nature  because  of  their 
rare  occurrence  and  the  relative  hopelessness 
of  the  case  when  the  diagnosis  was  es- 
tablished. In  recent  years  giant  steps 
forward  have  been  taken  in  this  area  so  that 
the  diagnosis  is  far  more  accurate,  the  treat- 
ment is  revolutionary,  and  the  prognosis  is 
greatly  improved. 

Trophoblastic  tumors  are  derived  from 
the  chorionic  epithelium  and  are  gestational 
in  origin  in  99  per  cent  of  cases.  Because 
of  their  unique  development,  they  are 
considered  to  be  homologous  with  the 
host  rather  than  autologous  as  is  their  male 
counterpart.  Significantly,  they  contain 
genetic  elements  of  both  the  host  and  her 
connubial  partner.  The  tumors  are  pre- 
ceded by  gestational  situations  in  the  fol- 
lowing approximate  percentages:1  (1)  hyda- 
tidiform  mole,  50  per  cent;  (2)  abortion, 
30  per  cent;  and  (3)  term  pregnancy,  20 
per  cent. 

The  incidence  of  choriocarcinoma  is 
variable  in  different  parts  of  the  world. 
In  the  United  States  it  is  said  to  occur 
once  in  about  30,000  to  50,000  pregnancies. 2 
In  the  Far  East  the  incidence  is  far  more 
frequent  with  rates  ranging  from  1 in  496 
deliveries3  to  1 in  3,708  deliveries.4  In  a 
special  study  planned  to  investigate  this 
wide  differential  in  different  parts  of  the 
globe,  only  one  reasonably  significant  fact 
could  be  derived.6  This  was  the  greater 
frequency  of  pregnancy  in  the  older-age 
groups  in  patients  with  trophoblastic  disease. 
A pertinent  question  raised  in  the  discussion 

* Present  address:  Roswell  Park  Memorial  Institute, 

666  Elm  Street,  Buffalo,  New  York. 


of  this  investigation  concerned  the  possibility 
of  the  causal  factor  being  a nonselective 
gene,  an  example  of  such  being  the  gene  for 
type  B blood,  which  is  present  in  dis- 
proportionate concentrations  in  different 
parts  of  the  world.  This  makes  an  attrac- 
tive theory,  but  at  the  moment  it  lacks 
scientific  support.  A study  in  Mexico 
City  implies  that  socioeconomic  factors  are 
very  important  in  that  the  incidence  of 
hydatidiform  moles  was  5 times  greater  on 
the  ward  service  than  among  private  patients 
in  the  same  area.6  A comparison  of  parity 
in  ward  and  private  patients,  however,  was 
not  carried  out  in  that  study. 

Pathology 

Trophoblastic  disease  is  probably  best 
understood  if  it  is  thought  of  as  a spectrum 
with  hydatidiform  mole  as  alpha  and  chori- 
ocarcinoma as  omega.  Somewhere  in  the 
center  falls  chorioadenoma  destruens  or 
malignant  hydatidiform  mole.  The  path- 
ologic changes  are  dynamic  in  that  the  more 
benign  groups  may  progress  to  the  form  of 
choriocarcinoma,  although  the  reverse  is 
not  known  to  occur.  Perhaps  the  simplest 
way  for  the  clinician  to  think  of  these 
entities  is  to  consider  a hydatidiform  mole 
as  being  confined  to  the  endometrial  cavity. 
Chorioadenoma  destruens  has  the  his- 
tologic appearance  of  a hydatidiform  mole 
but  is  found  to  have  invaded  the  myo- 
metrium. Death  from  this  entity  is  usually 
due  to  sepsis  and  hemorrhage  due  to  per- 
foration of  the  uterus.  This  lesion  rarely 
metastasizes  but  may  do  so  and  act  clinically 
as  a choriocarcinoma. 

Choriocarcinoma  is  characterized  by  mas- 
sive invasion  of  vascular  channels  as  well  as 
the  myometrium,  with  large  quantities  of 
trophoblastic  cells  producing  much  hemor- 
rhage and  necrosis  and,  most  importantly, 
bearing  no  evidence  of  the  original  villous 
pattern.  Both  syncytial  and  Langhans 
elements  participate  in  this  process  with 
either  one  predominating.  This  lesion  me- 
tastasizes early  and  widely.  There  are 
numerous  variations  of  degree  of  malignancy 
in  this  group  of  lesions,  and  their  precise 
classification  is  best  left  to  the  pathologist. 

Immunology  and  genetics 

In  recent  years  advances  have  been  made 
in  these  fields  which  have  given  us  new 
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insight  into  the  etiology  and  treatment 
of  this  group  of  diseases.  Scott,7  in  review- 
ing the  cases  of  choriocarcinoma  in  the  Albert 
Mathieu  Chorionepithelioma  Registry 
makes  several  interesting  observations.  The 
maternal  blood  group  distribution  showed  a 
shift  from  group  O towards  groups  A,  B,  and 
AB.  In  cases  in  which  the  types  of  both 
husband  and  wife  were  known,  it  was  shown 
that  the  patient  was  capable  of  being  a 
recipient  of  the  offspring’s  blood  in  a ratio 
double  that  of  the  population  in  general. 
These  findings  are  in  agreement  with  the 
hypothesis  that  choriocarcinoma  tends  to 
occur  in  patients  who  could  receive  trans- 
fusions from  the  fetus.  The  size  of  the 
series  is  far  too  small,  at  present,  to  be 
statistically  significant.  In  studying  the 
relation  of  gravidity  to  choriocarcinoma,  it 
was  observed  that  the  disease  occurred  most 
commonly  following  the  first  pregnancy,  or 
after  the  first  pregnancy  following  a new 
mating  by  multiparous  females.  This  is  in 
accord  with  the  concept  of  lack  of  maternal 
antibody  response  as  a cause  of  choriocarci- 
noma. Attempting  to  carry  this  theory  out, 
Doniach8  in  England  and  Bardawil  et  al. 9 in 
Boston  have  been  attempting  to  improve  the 
maternal  antibody  response  against  em- 
bryonic tissue  by  grafting  skin  of  the  father 
onto  the  mother.  The  principle  is  that  the 
host  will  produce  antihusband  antibodies 
from  the  grafting  procedure,  and  these 
antibodies  will  be  directed  at  the  paternal 
component  of  the  tumor  and  thereby  reject 
it.  Bardawil  and  his  co workers 9 noted  1 
case  of  metastatic  choriocarcinoma  which 
showed  complete  regression  following  hys- 
terectomy and  skin  graft.  It  is  entirely 
possible  that  this  tumor  may  have  regressed 
spontaneously,  and  therefore,  no  conclusions 
are  warranted  at  this  time  regarding  the 
efficacy  of  the  treatment. 

Diagnosis 

Because  of  the  extreme  rarity  of  chorio- 
carcinoma and  the  many  bizarre  patterns 
the  disease  may  produce,  a high  index  of 
suspicion  is  an  essential  factor  in  diagnosis. 
If  a given  patient  has  had,  in  the  recent 
past,  a hydatidiform  mole,  then  the  index  of 
suspicion  is  already  elevated,  and  the 
alert  physician  should  easily  pick  up  per- 
sistently positive  reactions  to  the  Aschheim- 
Zondek  test  in  the  follow-up  period.  Eighty 
per  cent  of  patients  should  have  a normal 


trophoblastic  tumors  are  preceded  by  the 
following  gestational  situations:  hydatidiform 
mole,  50  per  cent;  abortion,  30  per  cent; 
and  term  pregnancy,  20  per  cent.  In 
localized  choriocarcinoma  and  chorioadenoma 
destruens,  the  treatment  of  choice  is  abdominal 
hysterectomy  with  bilateral  salpingo - 
oophorectomy.  In  patients  with  proved  meta- 
static disease,  treatment  consists  of  inter- 
mittent courses  of  methotrexate  in  high  doses. 
High  toxicity  precludes  prophylactic  use  of 
the  drug.  A 48  per  cent  complete  remission 
rate  is  reported  in  a group  of  patients  so 
treated.  Hysterectomy  does  not  improve  the 
survival  rate  of  patients  with  metastatic  dis- 
ease. 


gonadotrophin  level  sixty  days  following 
the  passage  of  a mole. 10  Unfortunately, 
however,  only  one  half  of  choriocarcinoma 
patients  have  had  their  disease  preceded  by 
a mole.  In  patients  whose  heralding  event 
is  an  abortion  or  a normal  delivery,  ab- 
normal vaginal  bleeding  is  the  hallmark  of 
the  disease.  An  endometrial  biopsy  or  a 
dilation  and  curettage  done  to  investigate 
this  symptom  will  usually  demonstrate 
trophoblastic  disease  when  it  is  the  cause. 
That  this  is  not  always  so  was  proved  to  us 
recently  by  a patient  with  advanced  met- 
astatic choriocarcinoma  who  had  under- 
gone dilation  and  curettage  twice,  both 
times  showing  only  decidual  reaction.  Ap- 
parently in  some  cases,  the  disease  invades 
the  myometrium  from  which  place  it 
becomes  disseminated  while  leaving  the 
endometrial  cavity  devoid  of  trophoblastic 
tissue.  Fortunately,  however,  the  chorionic 
gonadotrophin  level  is  elevated  almost 
universally,  and  this  readily  produces  a 
positive  reaction  to  a test  for  pregnancy. 

Not  uncommonly,  the  disease  presents 
symptoms  of  a manifestation  of  the  me- 
tastases,  such  as  pulmonary  or  cerebral 
symptoms  or  vaginal  masses.  In  these 
cases,  the  diagnosis  is  usually  established  by 
a biopsy  of  the  affected  area.  The  common 
sites  of  metastatic  spread  are:  lungs,  80 
per  cent;  vagina,  30  per  cent;  brain,  10 
per  cent;  and  liver,  kidney,  and  ovary, 
less  than  10  per  cent. 

In  1946,  the  Albert  Mathieu  Chorionepi- 
thelioma Registry  came  into  existence  and 
continues  to  function  at  present,  not  only  to 
accumulate  and  authenticate  submitted 
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material  to  gain  a wider  knowledge  of 
trophoblastic  disease,  but  also  to  provide  a 
diagnostic  service.  All  submitted  specimens 
are  shown  to  five  pathologists  who  are 
recognized  authorities  on  trophoblastic  dis- 
ease, and  an  aggregate  opinion  is  obtained, 
recorded  in  the  registry,  and  forwarded  to 
the  referring  physician.  In  the  first  twelve 
years  of  operation,  the  registry  contained 
537  cases,  of  which  240  were  benign  moles 
and  147  were  choriocarcinoma.11 

Treatment 

Prior  to  the  middle  of  the  last  decade  the 
only  effective  treatment  for  choriocarcinoma 
was  hysterectomy.  If  the  patient  was  for- 
tunate enough  to  be  operated  on  before 
metastases  had  occurred,  a cure  could  be 
expected.  Unfortunately,  however,  most 
patients  had  widespread  metastases  at  the 
time  of  operation,  and  this  meant  that  spon- 
taneous regression  was  the  only  hope. 
Amazingly,  this  phenomenon  did  occur  in  up 
to  10  per  cent  of  some  series.  Radiation 
therapy,  testosterone,  Thio-TEPA  (tri- 
ethylene thiophosphoramide),  nitrogen  mus- 
tard, stilbestrol,  and  local  resection  of  metas- 
tases were  all  tried  without  any  appreci- 
able effect  on  the  survival  statistics. 12 

The  keystone  of  therapy  of  choriocarci- 
noma limited  to  the  uterus  is  still  hysterec- 
tomy with  bilateral  salpingo-oophorectomy. 
If  postoperative  hormonal  titers  drop  to 
normal  and  no  radiologic  or  physical  evi- 
dence of  spread  occurs,  the  patient  may 
be  followed  conservatively  with  monthly 
examinations  and  gonadotrophin  determina- 
tions. Such  a patient  who  survives  two 
years  with  no  recurrence  can  be  considered 
probably  cured,  and  a five-year  survival  is 
assuredly  cured. 

In  1953,  Li  at  Memorial  Hospital  for 
Cancer  and  Allied  Diseases  in  New  York  City 
observed  that  an  elevated  gonadotrophin 
level  in  a patient  being  treated  for  meta- 
static melanoma,  who  had  undergone  hy- 
pophysectomy  previously,  was  reduced 
promptly  following  a short  course  of 
methotrexate  therapy.13  This  chance  ob- 
servation stimulated  him  to  attempt  treat- 
ment of  patients  with  chorionic  gonado- 
trophin, producing  tumors,  with  this  drug, 
a folic  acid  antagonist. 

In  those  patients  with  evidence  of  meta- 
static disease,  and  who  have  had  a definite 
histologic  diagnosis  established,  the  treat- 


ment of  choice  consists  of  intermittent 
courses  of  methotrexate  in  high  doses.  As 
worked  out  by  Li,  Hertz,  and  Spencer,13 
the  regimen  consists  of  10  to  30  mg.  (usually 
25  mg.)  of  methotrexate  daily,  intramuscu- 
larly, for  five  days  unless  it  is  necessary  to 
stop  earlier  because  of  drug  toxicity.  Treat- 
ment is  then  stopped  for  a period  usually 
lasting  seven  to  twelve  days  until  all  signs 
of  drug  toxicity  have  disappeared.  A second 
course  is  then  carried  out  using  the  same 
dosage  as  before.  This  cyclic  type  of  therapy 
is  continued  until  all  radiologic,  physical, 
and  hormonal  evidence  of  the  disease  ac- 
tivity has  disappeared.  It  should  be  em- 
phasized at  this  point  that  methotrexate 
should  be  reserved  for  only  those  cases 
showing  evidence  of  metastatic  disease. 
The  toxicity  of  the  drug  is  too  great  to 
warrant  its  prophylactic  use  when  evidence 
of  metastasis  is  absent  at  operation  or 
through  hormonal  determinations. 

Through  experience  it  has  been  found  that 
the  hormonal  titer  is  the  most  sensitive  in- 
dex of  disease  activity.  The  hormonal  test 
most  commonly  used  is  the  twenty-four-hour 
excretion  of  chorionic  gonadotrophin  in  the 
urine  as  determined  by  the  method  of  Kline- 
felter, Albright,  and  Griswold.14  A normal 
value  is  considered  to  be  anything  less  than 
50  mouse  units.  A value  of  200  to  500 
mouse  units  is  considered  a normal  value  for 
females  who  have  undergone  oophorectomy. 
Hertz,  Lewis,  and  Lipsett15  utilize  a serum 
gonadotrophin  determination,  as  described 
by  Delfs,16*17  as  a check  when  urinary  values 
have  become  normal.  Various  clinical  pro- 
cedures, such  as  chest  film,  intravenous 
pyelograms,  electroencephalography,  electro- 
cardiography, frequent  neurologic  and  pelvic 
examinations,  and  isotopic  brain-scanning 
tests  are  performed  as  indicated  to  follow  the 
course  of  therapy.  Bone  marrow  examina- 
tions should  be  done  before  therapy  begins 
and  repeated  at  intervals  during  treatment. 
Daily  peripheral  hemograms  are  very  im- 
portant in  following  the  course  of  the  bone 
marrow  depression.  Hematopoietic  depres- 
sion usually  begins  a day  or  two  after  the 
last  dosage  of  the  drug.  First,  the  hemo- 
globin drops,  followed  by  the  white  count 
and  the  platelets.  Quite  characteristically, 
a marked  depression  of  polymorphonuclear 
leukocytes  may  occur.  The  reticulocyte 
count  then  rebounds,  sometimes  to  amazing 
heights;  finally,  the  marrow  recovers,  the 
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peripheral  blood  returns  to  normal,  and  the 
time  has  arrived  to  begin  the  next  course. 
If  the  marrow  depression  is  severe  enough  it 
may  be  advisable  to  place  the  patient  in 
reverse  barrier  and  begin  prophylactic  anti- 
biotics. 

Other  significant  forms  of  toxicity  include 
stomatitis,  alopecia,  and  drug  rash.  The 
stomatitis  may  be  so  severe  that  the  patient 
requires  intravenous  fluids,  topical  anesthetic 
mouthwash,  and  narcotics.  There  may  be  a 
marked  sloughing  of  the  oral  mucous  mem- 
brane, but  secondary  infection  in  the  mouth, 
strangely,  is  extremely  rare.  Hertz18  has 
found  only  one  case  of  Monilia  in  the  pa- 
tients treated  in  his  series. 

Hepatic  and  renal  status  are  carefully 
checked  before  and  frequently  during  ther- 
apy. Jaundice  or  oliguria  is  considered  an 
irreversible  sign  of  toxicity  during  therapy 
and  requires  the  immediate  curtailment  of 
treatment. 

The  philosophy  of  this  method  of  treat- 
ment is  to  give  the  maximum  tolerated  dose 
of  the  drug  as  often  as  possible  and  as  quickly 
as  possible,  because  in  time  the  patient  may 
become  fast  to  the  drug.  Therefore,  if  the 
patient  can  obtain  a remission  before  becom- 
ing resistant  to  methotrexate,  her  chances  of 
cure  will  be  much  improved. 

I 

Results 

At  the  present  writing,  Hertz,  Lewis,  and 
Lipsett15  have  reported  the  only  series  of 
cases  treated  with  methotrexate  which  is 
large  enough  to  have  any  significance.  They 
have  summarized  the  treatment  of  63  pa- 
tients, 44  with  choriocarcinoma  and  19  with 
related  trophoblastic  disease.  Of  the  63 
patients,  30  had  no  evidence  of  disease  (a 
complete  remission),  7 had  an  incomplete 
remission,  22  had  a remission  followed  by  a 
relapse  and  death,  and  only  4 had  no  re- 
sponse to  therapy.  Of  these  4,  3 died  before 
adequate  time  in  treatment  had  elapsed  to 
evaluate  the  drug  effect.  No  relapse  was 
noted  longer  than  twelve  months  following 
complete  remission.  Of  the  28  patients 
obtaining  a remission  with  methotrexate,  24 
had  done  so  by  the  end  of  the  sixth  course; 
11  was  the  maximum  number  of  courses  in 
patients  having  a complete  remission. 

The  follow-up  extends  from  two  and  one- 
half  to  seven  years.  All  patients  treated  in 
this  series  had  evidence  of  metastatic  dis- 
ease. In  this  group  of  diseases  a two-year 


follow-up  is  significant,  as  Brewer,  Smith, 
and  Pratt12  report  that  only  2 out  of  34 
fatalities,  with  no  evidence  of  metastases  at 
the  time  of  hysterectomy,  survived  two 
years.  All  patients  with  metastases  at  the 
time  of  hysterectomy,  who  did  not  survive 
five  years,  died  in  the  first  eighteen  months. 

An  evaluation  of  the  position  of  hysterec- 
tomy as  a therapeutic  regimen  was  at- 
tempted. Nineteen  patients  (47  per  cent) 
who  had  a hysterectomy  performed  had  a 
complete  remission,  and  11  patients  (50  per 
cent)  who  had  no  hysterectomy  performed 
had  a complete  remission.14  Brewer11  re- 
cently compiled  the  data  from  the  Albert  F. 
Mathieu  Chorionepithelioma  Registry  and 
showed  a 19.2  per  cent  five-year  survival  in 
patients  with  metastases  at  the  time  of 
hysterectomy.  Of  52  patients  treated  by 
hysterectomy  without  chemotherapy,  10  had 
complete  remission.12  As  a result  of  these 
findings  it  is  the  feeling  of  both  Hertz18  and 
Brewer19  that  hysterectomy  does  not  sig- 
nificantly improve  the  survival  figures  in  the 
presence  of  metastatic  trophoblastic  disease. 

An  important  correlation  demonstrated 
was  that  an  inverse  relationship  existed  be- 
tween the  number  of  complete  remissions 
and  the  duration  of  disease  before  diagno- 
sis. No  significant  relationship  could  be 
established  between  complete  remissions  and 
the  type  of  preceding  gestational  state, 
height  of  initial  gonadotrophin  titer,  or  sites 
of  metastases. 

That  methotrexate  is  not  a benign  drug  is 
demonstrated  by  the  fact  that  1 death  was 
considered  to  be  due  directly  to  drug  toxic- 
ity, and  in  4 other  deaths,  the  drug  was 
contributory.  For  this  reason,  very  careful 
medical  and  nursing  care  must  be  given  to 
these  patients  with  great  attention  given  to 
toxic  signs  and  symptoms. 

Another  significant  observation  in  this 
series  of  patients  is  that  4 patients,  who  were 
diagnosed  initially  histologically  as  having 
some  of  the  more  benign  forms  of  tropho- 
blastic disease,  were  found  at  autopsy  to 
have  extensive  choriocarcinoma.  This  again 
points  up  the  histologic  peculiarities  of  this 
disease. 

As  previously  indicated,  nearly  one  half  of 
the  patients  treated  with  methotrexate  be- 
came resistant  to  the  drug.  Initially,  with 
this  group,  vinblastine  sulfate  (Velban)  was 
used,  but  the  number  of  remissions  were  few 
and  were  usually  incomplete. 20  More  re- 
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cently,  actinomycin  D has  been  used  in  the 
dosage  range  of  7 to  11  micro grams  per 
kilogram  intravenously,  daily,  for  five  days.21 
All  precautions  and  routines  utilized  with 
methotrexate  were  carried  out.  Six  of  13 
patients  given  this  treatment  had  complete 
remissions,  and  1 of  the  remaining  7 patients 
had  a complete  remission  after  chlorambucil 
was  added  to  the  program.  More  time  for 
follow-up  must  pass  before  these  latter  two 
drugs  can  be  definitely  added  to  the  recom- 
mended therapeutic  armamentarium. 

Conclusions 

For  years  medicine  has  been  fighting  a 
losing  battle  with  disheartening  odds  against 
this  highly  malignant  neoplasm.  It  would 
now  appear  that  for  the  first  time  a drug  has 
been  demonstrated  to  have  the  ability  of 
literally  curing  a cancer  in  a significant  num- 
ber of  cases.  Hopefully,  this  represents  the 
first  of  a long  line  of  chemotherapeutic  agents 
which  will  demonstrate  this  effect.  Already 
actinomycin  D has  been  added  in  cases  of 
Wilms  tumor. 

In  localized  choriocarcinoma  and  chorio- 
adenoma destruens  the  treatment  of  choice 
is  abdominal  hysterectomy  with  bilateral 
salpingo-oophorectomy. 

In  patients  with  metastatic  disease  chemo- 
therapy is  the  primary  weapon  to  be  utilized. 
After  the  disease  has  been  controlled  chemo- 
therapeutically,  prophylactic  hysterectomy 
is  not  recommended  since  it  has  been  shown 
that  this  procedure  does  not  improve  the 
survival  statistics. 

Chemotherapy  of  this  disease  is  a matter 
of  considerable  undertaking  and  should  be 
handled  only  by  individuals  who  have  had 
extensive  experience  with  the  particular 
agents  involved.  An  absolute  requirement 
for  the  adequate  management  of  these  pa- 
tients is  the  availability  of  facilities  to  per- 
form accurate  hormonal  assays. 

Patients  should  be  advised  strongly 
against  pregnancy  for  at  least  two  years 
since  an  inadvertent  gestation  would  elevate 
gonadotrophin  titers  which,  in  turn,  would 
precipitate  possible  calamitous  therapy. 

To  gain  maximum  insight  and  knowledge 
about  choriocarcinoma,  every  case  should  be 
reported  to  the  Albert  Mathieu  Chorion- 
epithelioma  Registry.  Through  this  means 
a broad  enough  series  of  cases  will  be  studied 
to  obtain  meaningful  information  about  the 
vagaries  of  this  unusual  and  virulent  disease. 


Summary 

Choriocarcinoma  and  related  trophoblastic 
tumors  are  reviewed.  The  pitfalls  and  mod- 
ern methods  of  diagnosis  are  discussed.  The 
method  of  treatment  of  metastatic  tropho- 
blastic tumors  with  methotrexate  is  out- 
lined. The  results  of  chemotherapy  of  meta- 
static disease  show  a 48  per  cent  complete 
remission  rate. 

The  role  of  hysterectomy  in  this  group  of 
diseases  is  discussed. 
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T he  surgical  management  of  abdominal 
aortic  aneurysms,  especially  those  already 
ruptured,  still  carries  a high  mortality,  and 
any  procedure  which  helps  to  lessen  the 
hazards  encountered  at  operation  should  be 
employed. 

Resection  of  the  aneurysmal  sac,  especially 
when  complicated  by  extensive  retroperi- 
toneal hemorrhage,  is  fraught  with  danger, 
articularly  to  the  inferior  vena  cava  and 
lumbar  veins  and  sometimes  also  to  the 
receptaculum  chyli.  To  insert  a prosthesis 
between  the  transected  aorta  above  and 
aortic  bifurcation  or  both  common  iliac 
arteries  below,  most  vascular  surgeons 
spend  valuable  time  dissecting  out  the 
offending  segment  of  aorta.  This  is  un- 
necessary, for  the  aneurysm  can  be  ex- 
cluded quite  easily,  its  contents  removed, 
and  the  prosthesis  laid  in  the  trough  thus 
formed  (Figs.  1 and  2). 

It  is  nearly  always  possible  to  insinuate  a 
finger  between  the  aorta  and  vertebral 
bodies  above  the  aneurysm  and  to  follow 
this  with  an  aortic  clamp.  Clamps  are  then 
placed  across  each  common  iliac  artery,  the 


THE  HIGH  MORTALITY  RATE  associated,  with 
the  surgical  management  of  abdominal  aortic 
aneurysms,  especially  those  already  ruptured, 
may  be  lessened  by  ( 1 ) leaving  the  evacuated 
aortic  aneurysmal  sac  in  situ,  with  place- 
ment of  the  prosthesis  in  the  trough  thus 
created  and  ( 2 ) transposing  the  left  renal 
vein  behind  the  aorta  before  beginning  the 
upper  anastomosis. 


inferior  mesenteric  artery  is  divided  between 
ligatures,  and  the  aneurysm  can  now  be 
laid  widely  open  in  its  full  length  (Figs.  1A 
and  IB).  The  necrotic  contents  are  easily 
removed,  and  rarely  is  there  any  serious  back 
bleeding  from  the  lumbar  arteries.  In  this 
event  the  bleeding  is  readily  controlled, 
either  by  a stitch  inserted  from  within  the 
sac  or  by  clamping  and  tying  the  offending 
lumbar  vessel  from  without.  At  this  stage 
the  upper  anastomosis  is  fashioned,  and  it  is 
useful  to  slip  the  left  renal  vein  off  the  front 
of  the  aorta  and  to  transpose  it  behind  the 
vessel  before  commencing  the  suturing. 
This  is  possible  if  the  level  of  aortic  transec- 
tion is  just  below  the  left  renal  vein,  as  it 
often  is.  By  transposing  the  vein,  an 
extra  1 to  2 cm.  of  aortic  stump  is  made 
available,  either  for  trimming  of  the  athero- 
sclerotic margins  and/or  for  easier  and  there- 
fore safer  anastomosis. 

Another  advantage  of  leaving  the 
aneurysm  in  situ  is  that  the  two  halves  of 
the  sac  can  be  held  outwards  by  Kocher 
clamps  applied  to  their  edges,  thus  serving 
as  useful  retractors  while  the  prosthesis  is 
being  inserted  (Figs.  IB  and  1C). 

When  the  reconstruction  is  completed, 
the  two  halves  of  the  sac  can  be  approxi- 
mated in  front  of  the  aorta  (Fig.  ID).  This 
obviates  the  need  to  reperitonealize  the 
vessel.  I have  seen  one  patient  develop 
intestinal  obstruction  when  a loop  of  ileum 
became  entrapped  behind  the  prosthesis. 
In  addition,  the  procedure  will  eliminate 
the  potential  hazard  of  aortoenteric  fistula 
formation  in  the  postoperative  period. 

The  points  of  technic  described  have  been 
used  without  complication  on  numerous 
occasions.  Indeed,  operating  time  has  been 
reduced  appreciably,  thus  aiding  in  lower- 
ing the  high  morbidity  and  mortality  rates 
of  aortic  surgery. 
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FIGURE  1.  (A)  Aneurysm  in  situ.  Note  intimate  relationship  with  inferior  vena  cava.  (B)  Aneurysm 

excluded  from  circulation  and  laid  open  in  its  length.  Flaps  serve  as  good  retractors.  (C) 
Prosthesis  inserted.  (D)  Sac  of  aneurysm  being  closed  around  prosthesis.  Upper  suture  line 
usually  can  be  covered  by  sac. 


FIGURE  2.  (A)  Photograph  of  prosthesis  in  place.  Note  clamp  retracting  left  leaf  of  sac  with  right  leaf 
in  immediate  foreground.  (B)  Photograph  showing  complete  coverage  of  prosthesis. 


Summary 

The  simple  expedient  of  leaving  the  evacu- 
ated aortic  aneurysmal  sac  in  situ  with 
placement  of  the  prosthesis  in  the  trough 
thus  created,  and  the  usefulness  of  trans- 


posing the  left  renal  vein  behind  the  aorta 
before  commencing  the  upper  anastamosis, 
are  described. 
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|n  1847  the  Boston  Medical  and  Surgical 
Journal 1 recorded  in  detail  the  administra- 
tion of  anesthetic  for  the  plastic  repair  of  a 
cicatrix  of  the  lip  in  a twelve-year-old  boy. 
The  anesthetist  was  William  Thomas  Green 
Morton  who  just  one  year  before  had 
demonstrated  the  feasibility  of  ether  as  an 
anesthetic  agent.  It  was  the  first  anesthetic 
given  for  plastic  surgery  in  the  United  States. 
Furthermore,  it  was  the  first  anesthetic 
given  to  a child  for  surgery  in  the  region  of 
the  head  and  neck.  Today,  more  than  one 
hundred  years  later,  the  anesthesiologist 
administering  an  anesthetic  for  the  plastic 
repair  of  cleft  lips  and  palates  still  must  cope 
with  many  of  the  same  problems  that 
challenged  Morton.  This  is  true  despite 
the  addition  of  new  anesthetic  agents  and 
technics  which  have  extended  the  scope  of 
both  anesthesiologist  and  surgeon  far  beyond 
the  most  daring  aspirations  of  those  who 
first  witnessed  Morton’s  astounding  feat. 

Before  the  discovery  of  anesthetics,  the 
repair  of  the  cleft  lip  was  achieved  by 
mummifying  the  infant,  and  the  operation 
on  the  palate  was  deferred  until  the  patient 
was  old  enough  to  understand  the  ordeal. 
The  cosmetic  effect  achieved  in  this  primary 
repair  of  the  lip  was  poor  and  the  psychologic 
effect  on  the  child  often  devastating.  De- 
laying repair  of  the  palate  until  late  child- 
hood or  adolescence  resulted  in  death  from 
infection  because  of  the  absence  of  the 
mechanical  partition  between  the  oral  and 
nasal  cavities  and  made  normal  speech 
almost  impossible.  The  earlier  the  palatal 
defect  is  repaired,  the  greater  the  chance  to 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  May  14,  1963. 


a study  was  made  of  175  patients  who 
received  general  anesthetic  agents  for  repair 
of  cleft  lip  or  palate  from  1938  to  1962. 
There  were  no  deaths , no  cardiac  arrests, 
and  a decreasing  incidence  of  complications 
during  and  after  surgery.  Use  of  endo- 
tracheal intubation  increased  progressively 
until  in  the  last  seven  years  it  was  100  per 
cent,  all  orotracheal.  Incidence  of  concurrent 
congenital  anomalies  was  9 per  cent.  In  the 
newborn  infant,  anesthesia  is  usually  intro- 
duced with  open-drop  ether  and  maintained 
with  ether-nitrous  oxide-oxygen  or  halothane- 
nitrous  oxide-oxygen ; in  the  older  infant,  it 
is  introduced  with  the  open-hose  gravity 
method  using  cyclopropane  and  oxygen  or 
halothane-nitrous  oxide-oxygen  and  main- 
tained with  open-drop  ether  or  halothane- 
nitrous  oxide-oxygen  in  a nonrebreathing 
system. 


develop  normal  speech.  It  is  also  true  that 
if  the  original  palate  operation  is  not  suc- 
cessful, a secondary  repair  is  far  more 
difficult,  and  the  chances  of  a successful 
speech  result  are  greatly  reduced. 

It  was  not  until  1865  that  anesthetics 
came  into  general  use  for  lip  and  palate 
operations  in  this  country.  As  more  pro- 
ficiency with  anesthetic  agents  developed, 
nasopharyngeal  catheters  were  employed 
so  that  anesthesia  could  be  maintained 
during  the  procedure  without  resorting  to 
intermittent  open  drop  administration  of 
agents.  Today,  the  routine  use  of 
endotracheal  intubation  for  these  pro- 
cedures is  commonplace. 

Despite  the  great  decrease  in  mortality, 
anesthesia  for  infants  and  children  under- 
going surgery  for  the  repair  of  cleft  lip  or 
palate  still  remains  the  bete  noire  of  both 
anesthesiologist  and  plastic  surgeon.  In 
1938,  Veau2  reported  the  operative  mortality 
for  corrective  procedures  on  lip  and  palate, 
when  operating  with  insufflated  pharyngeal 
chloroform,  to  be  3.8  per  cent.  In  1953, 
Davies  and  Danks3  reported  their  mortality 
to  be  0.2  per  cent.  In  a study  done  from 
1949  to  1959  at  Babies  Hospital,  New  York 
City,  Salanitre  and  Rackow4  reported  no 
deaths,  but  this  included  1 patient  who 
developed  cardiac  arrest,  was  resuscitated, 
but  remained  mentally  retarded.  In  our 
institution,  a busy  general  hospital  which  is 
neither  a pediatric  hospital  nor  a cleft 
palate  center,  careful  records  of  the  surgery 
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TABLE  I.  Chronologic  distribution  of  general 
anesthetic  agents  administered  for  cleft  lip  and 
palate  surgery 

< — Number  of  Cases — - 
Lip  Palate 

Year  Repair  Repair  Total 


1938  to  1948 

39 

13 

52 

1949  to  1954 

14 

32 

46 

1955  to  1962 

55 

22 

77 

and  anesthetic  agents  in  cleft  lip  and  palate 
repairs  have  been  kept  since  1938.  In 
addition,  a majority  of  the  repairs  have  been 
performed  by  one  surgeon.  In  view  of 
these  facts  and  the  recent  advances  in  the 
science  of  anesthesiology,  it  was  felt  that  a 
study  of  all  the  patients  given  general 
anesthetic  agents  for  cleft  lip  and  palate 
surgery  over  the  past  twenty-five  years 
would  yield  illuminating  information  and 
perhaps  suggest  areas  for  improvement. 

The  patients  were  divided  into  three 
chronologic  groups:  1938  to  1948,  1949  to 
1954,  and  1955  to  1962.  These  intervals  of 
time  were  selected  because  they  are  rep- 
resentative of  three  different  eras  in  the 
changing  management  of  anesthesia  for 
cleft  lip  and  palate  surgery. 

This  report  will  present  data  concerning 
the  number  of  cases  and  the  type  of  pro- 
cedure performed,  the  kind  and  incidence  of 
concurrent  congenital  anomalies,  the 
anesthetic  agents  and  technics,  and  the  kind 
and  incidence  of  difficulties  during  ad- 
ministration of  anesthetic  agents  and  in  the 
immediate  postoperative  period.  A brief 
review  of  our  current  anesthesia  regimen 
for  these  procedures  also  will  be  included. 

Material 

The  case  records  of  all  patients  receiving 
general  anesthetic  agents  for  the  plastic  repair 
of  cleft  lip  or  palate  from  1938  to  1962  were 
reviewed.  There  were  175  cases,  108  for 
repair  of  cleft  lip  and  67  for  repair  of  cleft 


palate.  There  were  101  males  (63  cleft 
lip  repairs  and  38  cleft  palate  repairs)  and 
74  females  (45  cleft  lip  repairs  and  29  cleft 
palate  repairs).  Sixty-four,  or  36.6  per 
cent,  were  patients  readmitted  for  one  or 
more  successive  procedures.  The  age  of  the 
patients  ranged  from  seven  days  to  sixty- 
two  years:  seven  days  to  thirty-four  years 
for  the  cleft  lip  repairs  and  one  year  to 
sixty-two  years  for  the  cleft  palate  repairs. 
Most  of  the  primary  lip  repairs  were  per- 
formed in  the  first  three  months  of  life  and 
most  of  the  primary  palate  repairs  before  the 
age  of  five  years.  However,  1 cleft  palate 
patient  was  sixty-two  years  of  age  at  the 
time  of  the  primary  repair. 

Findings 

Here  are  listed  the  concurrent  congenital 
anomalies  in  patients  with  cleft  lip  and  cleft 
palate  found  in  our  series. 

1.  Interventricular  septal  defect 

2.  Congenital  heart  murmur 

3.  Pectus  excavatum 

4.  Anomalies  of  upper  and  lower  ex- 

tremities (syndactyly,  polydactyly, 

atresia) 

5.  Anomalies  of  eyes  (strabismus, 

nystagmus) 

6.  Anomalies  of  tongue  and  ears  (macro- 

glossia,  microtia) 

7.  Anomaly  of  face  and  skull 

8.  Imperforate  anus 

9.  Cryptorchidism 

10.  Alopecia  universalis 

11.  Very  large  umbilical  hernia 

Anomalies  which  could  adversely  in- 
fluence the  course  of  anesthesia  are  those  of 
the  head  and  neck  and  cardiovascular 
system.  Sixteen,  or  9 per  cent,  of  the 
patients  had  concurrent  anomalies.  Dif- 
ferent investigators  have  reported  the  as- 
sociation of  other  congenital  defects  with 
cleft  formation  to  be  4.9  per  cent  in  one 
series5  and  as  high  as  20  per  cent  in  another.6 


TABLE  II.  Incidence  of  endotracheal  intubation  in  patients  receiving  general  anesthetic  agents  for  cleft 

lip  and  palate  surgery 

Both  Lip  and 

— Lip  Repair  Cases — Palate  Repair  Cases — . - — Palate  Repair  Cases — 

Num-  Per  Num-  Per  Num-  Per 

Year  ber  Cent  Total  ber  Cent  Total  ber  Cent  Total 


1938  to  1948  5 12.8  39  4 30.8  13  9 17.3  52 
1949  to  1954  5 35.7  14  21  65.6  32  26  56.5  46 
1955  to  1962  55  100.0  55  22  100.0  22  77  100.0  77 
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TABLE  III.  Percentage  incidence  of  difficulty 
performing  laryngoscopy  and  endotracheal  intuba- 
tion in  patients  for  cleft  lip  and  palate  surgery 


Year 

Lip 

Repair 

Palate 

Repair 

1939  to  1948 

20.0 

0.0 

1949  to  1954 

20.0 

47.6 

1955  to  1962 

5.4 

13.6 

Table  I shows  the  number  of  cases  in  the 
three  chronologic  groups.  In  the  first 
group,  1938  to  1948,  the  anesthetic  agents 
most  commonly  used  in  children  were  divinyl 
ether  and  ethyl  chloride  for  induction  and 
ethyl  ether  and  nitrous  oxide  for  maintenance. 
One  two-month-old  infant  received  open- 
drop  chloroform  followed  by  insufflation 
via  nasopharyngeal  catheter  for  repair  of 
cleft  lip.  A few  adults  received  cyclopro- 
pane. From  1949  to  1954,  ethyl  ether  and 
nitrous  oxide  again  were  employed  for 
maintenance.  Ethyl  chloride,  however, 
was  no  longer  utilized  for  induction,  and  the 
open-hose  gravity  administration  of  cyclo- 
propane or  nitrous  oxide  followed  by  open- 
drop  divinyl  ether  was  the  regimen  most 
often  followed  to  induce  anesthesia  in 
pediatric  patients.  Muscle  relaxants  were 
sometimes  given  to  adult  patients  in  the 
course  of  anesthesia  for  secondary  repairs  of 
the  palate.  During  the  last  era,  1955  to 
1962,  two  major  additions  to  the  arma- 
mentarium of  anesthetic  agents,  namely, 
succinylcholine  and  halo  theme,  were  em- 
ployed with  increasing  frequency.  Ethyl 
ether,  however,  still  remained  the  agent  of 
choice  for  small  infants  undergoing  primary 
lip  repair. 

Table  II  shows  the  increasing  use  of 
endotracheal  intubation  over  the  years. 
In  the  1938  to  1948  era,  insufflation  via 
nasopharyngeal  catheter  or  buccal  hook  was 
the  rule.  Occasionally  an  Ayre’s  T tube 
was  used,  and  in  3 cases  the  Flagg  ether  can 
was  employed.  From  1949  to  1954,  the 
majority  of  patients  for  cleft  palate  repair 


were  intubated  using  either  the  oral  or 
nasal  route;  the  nonrebreathing  technic 
utilizing  valve  and  reservoir  bag  was  used  in 
most  of  these  children.  The  nasopharyngeal 
catheter  or  Ayre’s  T tube  was  the  technic 
predominantly  employed  for  the  lip  repair 
in  small  infants.  The  closed  system  utilizing 
the  to-and-fro  carbon  dioxide  absorber  was 
sometimes  used  in  older  children  and  adults. 
From  1955  to  1962,  all  patients  undergoing 
repair  of  cleft  lip  or  palate  were  intubated 
orally.  The  Ayre’s  T or  Barsky  Y tubes 
were  used  in  small  infants,  and  the  Digby 
Leigh  (or  Lewis)  valve  and  reservoir  bag 
in  small  children.  In  older  children  and 
adults  the  circle  absorber  (closed  or  semi- 
closed)  was  employed. 

Table  III  shows  the  decreasing  incidence 
of  difficulty  in  performing  laryngoscopy  on 
patients  with  cleft  lip  or  palate  despite  the 
fact  that  through  the  years  many  more 
endotracheal  intubations  were  performed. 

Table  IV  shows  the  incidence  of  difficulties 
during  induction  and  maintenance  of 
anesthesia  for  cleft  lip  and  palate  repairs. 

Table  V fists  the  various  kinds  of  com- 
plications that  have  occurred  during  and 
after  general  anesthesia  for  repair  of  cleft 
lip  or  palate. 

Table  VI  shows  the  decreasing  incidence 
of  postoperative  complications  over  the 
years  in  patients  receiving  general  anesthesia 
for  the  repair  of  cleft  lip  and  palate. 

Table  VII  shows  the  decreasing  incidence 
of  respiratory  complications  over  the  years 
both  during  and  after  anesthesia  for  cleft 
lip  and  palate  repairs. 

Comment 

Over  the  years,  general  anesthesia  for  the 
repair  of  cleft  lip  and  palate  has  improved 
slowly,  allowing  a more  tranquil  operating 
field  for  the  surgeon  engaged  in  performing 
a precise  plastic  repair  and  providing  a safer 
course  for  the  patient  both  during  and  after 
surgery.  These  results  have  been  achieved 


,BLE  IV.  Percentage  incidence  of  difficulties  during  induction  and  maintenance  of  anesthesia  for  cleft 

lip  and  palate  repair 


1938  to  1948 
1949  to  1954 
1955  to  1962 


25.6 
7.1 

12.7 


0.0 

3.1 

22.7 


12.8 

5.1 

17.7 


12.9 

6.8 

3.6 


14.2 

9.6 

0.0 


13.5 

8.2 

1.8 


Induction . — Maintenance 

Lip  Palate  Lip  Palate 

Year  Repair  Repair  Total  Repair  Repair  Total 
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TABLE  V.  Complications  related  to  general 
anesthesia  for  cleft  lip  and  palate  surgery 


During  Anesthesia 
Prolonged  induction 

Convulsions  during 
open- drop  ether 
Convulsions  after  top- 
ical cocaine 
Cyanosis 
Periods  of  apnea 
Depressed  respirations 
Difficult  laryngoscopy 
Hyperthermia* 

Kinked  endotracheal 
tube 

Dislodged  endo- 
tracheal tube 


After  Anesthesia 

Upper  respiratory  in- 
fection 

Transient  hoarseness 

Severe  edema  of  glottis 

Atelectasis 
Pneumonitis 
Tachycardia 
Hyperthermia  * 


* Indicates  rectal  temperature  of  101  F.  or  higher 


because  of  two  important  factors:  a better 
understanding  of  pediatric  physiology  and 
increasing  use  of,  and  facility  with,  endo- 
tracheal intubation. 

Since  many  patients  (in  this  study  36.6 
per  cent),  most  of  them  in  the  pediatric  age 
group,  return  for  successive  repairs  on 
either  the  lip  or  palate,  skillful  psychologic 
preparation  and  preoperative  sedation  are 
of  the  utmost  importance.  The  procedure 
followed  in  our  hospital  will  be  discussed 
here. 

The  high  incidence  (in  this  study  9 per 
cent)  of  concurrent  congenital  anomalies 
found  in  children  with  cleft  lips  and  palates 
may  help  to  account  for  the  large  number  of 
anesthetic  complications  in  this  group. 
The  distorted  oral  anatomy  caused  by  the 
cleft  lesions  themselves  is  compounded  by 
the  presence  of  other  anomalies  of  the  head 
and  neck.  Anomalies  affecting  circulation 
and  respiration  increase  the  risk  of  ad- 
ministering anesthetic  agents  to  these 
patients  and  affect  morbidity  and  mortality. 

Infants  and  small  children  who  have 
cleft  lesions  are  difficult  subjects  for 
laryngoscopy  and  atraumatic  insertion  of  an 
endotracheal  tube  requires  skill.  In  the 


TABLE  VI.  Percentage  incidence  of  postoperative 
complications  in  patients  receiving  general  anes- 
thetic agents  for  cleft  lip  and  palate  repair 


Year 

Lip 

Repair 

Palate 

Repair 

Total 

Cases 

1938  to  1948 

42.5 

38.7 

40.6 

1949  to  1954 

25.6 

19.4 

22.5 

1955  to  1962 

15.4 

8.7 

12.1 

three  chronologic  groups  the  incidence  of 
intubation  was  17.3,  56.5,  and  100  per  cent 
respectively,  yet  the  incidence  of  difficulty  in 
laryngoscopy  decreased  from  20  to  5.4  per 
cent  in  the  cleft  lip  patients  and  from  47.6 
to  13.6  per  cent  in  the  cleft  palate  patients. 
Therefore,  it  is  apparent  that  as  more  endo- 
tracheal intubations  were  performed  the 
anesthesiologist’s  dexterity  in  laryngoscopy 
improved. 

Although  the  incidence  of  difficulties 
during  maintenance  of  anesthesia  decreased 
successively  in  each  chronologic  era,  the 
difficulties  during  induction  actually  in- 
creased in  number.  These  latter  difficulties 
occurred  almost  entirely  during  the  use  of 
open-drop  ether  anesthesia,  and  the  in- 
creased incidence  may  be  attributed  either 
to  the  anesthesiologist’s  waning  skill  in  this 
technic  or  to  the  increased  depth  of 
anesthesia  needed  to  perform  endotracheal 
intubation.  However,  endotracheal  intuba- 
tion is  probably  the  most  important  means 
available  for  maintaining  control  of  the 
course  of  anesthesia  and  the  reason  for  the 
decrease  in  incidence  of  complications  during 
maintenance  of  anesthesia  for  cleft  lip  and 
palate  surgery. 

It  must  be  noted  here  that  even  more 
important  than  the  decreased  number  of 
difficulties  encountered  during  anesthesia  is 
the  less  serious  nature  of  the  difficulty. 
Before  the  routine  use  of  the  endotracheal 
tube  and  with  the  technic  of  insufflation  via 
nasopharyngeal  catheter  or  buccal  hook 
there  was  no  reliable  means  of  maintaining 
a constant  level  of  anesthesia  or  of  controlling 


TABLE  VII.  Percentage  incidence  of  respiratory  complications  during  and  after  anesthesia  for  cleft  lip  and 

palate  surgery 

- — - — —During  Anesthesia — * . After  Anesthesia ' 

Lip  Palate  Lip  Palate 


Year 

Repair 

Repair 

Total 

Repair 

Repair 

Total 

1938  to  1948 

17.8 

13.2 

15.5 

35.6 

32.8 

34.2 

1949  to  1954 

6.7 

6.3 

6.5 

22.3 

14.8 

18.5 

1955  to  1962 

6.8 

4.1 

5.4 

6.8 

4.2 

5.5 
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or  assisting  respirations.  Periods  of  apnea 
or  depressed  respirations  accompanied  by 
cyanosis,  bouts  of  laryngospasm,  coughing, 
or  regurgitation  were  not  uncommon.  There 
were  frequent  interruptions  of  surgery  to 
suction  the  tracheobronchial  tree  or  to  re- 
suscitate the  patient.  All  this  made  it 
rather  difficult  for  even  an  experienced 
surgeon  to  perform  a cosmetically  and 
functionally  good  repair.  During  the  most 
recent  era,  when  endotracheal  intubation 
was  routine,  difficulty  with  a tube  during  the 
course  of  the  operation  was  encountered  in 
only  1 case  in  which  the  tube  kinked,  was 
dislodged,  and  had  to  be  reinserted.  There- 
fore, one  must  appreciate  that  the  results  of 
improved  anesthesia  are  not  manifest  only 
in  better  statistics  on  anesthetic  complica- 
; tions  but  also  in  superior  surgical  accom- 
plishments. 

Postoperatively,  there  has  been  a 
I significant  decrease  in  complications  in  the 
three  chronologic  groups.  The  decrease  is 
i even  more  marked  when  only  respiratory  com- 
plications  are  studied.  The  only  case  of  se- 
| vere  edema  of  the  glottis  was  in  a three-day- 
old  infant  who  was  intubated  with  a Cole  tube. 
Inspiratory  stridor  developed  shortly  after  ex- 
! tubation  and  lasted  for  ten  hours,  gradually 
decreasing  in  severity.  The  infant  was  kept 
in  the  recovery  room  in  an  Isolette 
that  administered  high-humidity  oxygen, 
under  the  constant  observation  of  an 
otolaryngologist.  Tracheostomy  was  not 
necessary,  and  the  infant  had  no  further 
sequelae.  There  were  2 cases  of  atelectasis 
and  pneumonitis,  1 occurring  immediately 
postoperatively  and  clearing  within  twenty- 
four  hours  and  1 occurring  following  aspira- 
tion of  formula  on  the  first  postoperative  day 
and  also  clearing  within  twenty-four  hours. 
Tachycardia  occurred  postoperatively  in  2 
children  who  had  cleft  palate  repairs.  One 
was  due  to  hemorrhage  from  the  suture  line, 
and  1 was  due  to  blood  loss  during  surgery. 
Both  were  transfused  with  good  results. 
The  decrease  in  postoperative  complications 
following  anesthesia  for  cleft  lip  and  palate 
surgery  is  attributed  to  improved  anesthetic 
technic,  better  pediatric  equipment,  in- 
creased knowledge  of  pediatric  anatomy  and 
physiology,  the  use  of  antibiotics,  and 
superior  postoperative  care. 

Since  this  study  is  an  attempt  to  elucidate 
the  problems  involved  in  administering 
■ anesthetic  agents  to  patients  for  cleft  lip  and 


palate  surgery,  it  is  fitting  and  proper  that 
the  current  anesthetic  management  of  these 
patients  be  discussed,  for  the  technic  that 
is  employed  currently  is  that  which  was 
evolved  from  a distillation  of  past  experience. 
It  is  hoped  that  as  newer  agents  and  equip- 
ment are  developed  and  increasing  knowl- 
edge is  gained,  this  evolution  will  continue 
in  the  never-ending  search  for  perfection. 

Current  management 

Preoperative  preparation.  The  usual 
age  for  repair  of  cleft  lip  is  that  which  is  as 
close  to  birth  as  the  infant’s  condition 
permits;  that  for  repair  of  cleft  palate  is 
from  eighteen  to  twenty -four  months.  The 
infant  or  child  should  be  in  excellent  physical 
condition.  The  infant  should  be  gaining 
weight  and  should  weigh  at  least  seven 
pounds  at  the  time  the  corrective  procedure 
for  cleft  lip  is  anticipated.  The  hemoglobin 
and  hematocrit  should  be  normal  for  that 
particular  age.  The  children  with  cleft  lip 
and  palate  tend  to  have  low  hemoglobin 
levels  possibly  due  to  nutritional  deficiency. 
Anemia  may  presage  hypoxia  if  any  res- 
piratory difficulty  takes  place  during 
anesthesia.  Most  surgeons  and  anesthesiolo- 
gists believe  that  10  Gm.  of  hemoglobin  per 
100  ml.  of  blood  is  the  minimal  hemoglobin 
value  necessary  for  elective  operation. 

A normal  temperature  and  absence  of 
infection  are  mandatory.  The  infants 
should  be  admitted  at  least  twenty-four 
hours  prior  to  surgery  to  enable  complete 
investigation.  The  preoperative  visit  paid 
by  the  anesthetist  serves  two  main  func- 
tions: first,  appraisal  of  the  patient’s  size 
and  physical  status  to  determine  the  kind 
and  amount  of  preanesthetic  medication; 
and  second,  if  the  child  is  old  enough,  to 
make  friends  with  him  and  gain  his  con- 
fidence. 

Young  infants  should  be  fed  their  regular 
formula  until  six  hours  before  anesthesia  is 
administered  and  may  be  given  water  three 
hours  before  being  sent  to  the  operating 
suite.  Older  infants  and  children  should  not 
be  fed  for  eight  to  ten  hours  prior  to 
anesthesia  but  may  receive  water  by  mouth 
five  to  six  hours  beforehand. 

Pre anesthetic  medication.  We  have 
found  that  a combination  of  secobarbital 
and  scopolamine  given  intramuscularly  one 
to  one-and-a-half  hours  prior  to  induction 
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of  anesthesia  is  the  most  suitable  medication 
for  infants  and  children.  Under  six  months 
of  age  scopolamine  0.05  mg.  intramuscularly 
is  the  only  medication  given,  and  in  warm 
weather  this  is  usually  eliminated.  There- 
after, the  amount  of  secobarbital  given  is 
about  10  mg.  per  year  of  age,  and  the 
amount  of  scopolamine  0.05  mg.  from  six 
months  to  one  year  of  age,  0.1  mg.  from  one 
to  three  years,  0.2  mg.  from  four  to  eight 
years,  and  0.3  mg.  from  eight  to  fourteen 
years  of  age.  The  dose  of  scopolamine,  of 
course,  should  be  reduced  in  the  presence 
of  fever  or  dehydration.  Narcotics  should 
not  be  used  because  they  depress  respiration 
and  consequently  prolong  induction  of 
inhalation  anesthesia  and  delay  post- 
operative awakening.  It  is,  however,  de- 
sirable for  the  child  to  be  asleep  on  reaching 
the  induction  room  and  for  the  major  part  of 
the  drug  effect  to  have  disappeared  by  the 
end  of  operation,  so  that  reflexes  will  have 
returned  before  extubation.  The  described 
preoperative  medication  regimen  achieves 
these  goals. 

Technic  and  agents.  Oral  endotracheal 
anesthesia  is  the  technic  of  choice  in  all 
children  who  undergo  cleft  lip  and  palate 
procedures.  Anesthesia  in  the  newborn 
infant  is  induced  with  open-drop  ether,  and 
oxygen  is  given  via  catheter  under  the  mask. 
Just  before  intubation  a cotton  applicator 
moistened  with  a topical  anesthetic  solution 
(hexylcaine  5 per  cent)  is  touched  to  the 
vocal  cords.  Oral  intubation  is  performed 
using  a Miller  blade  size  number  1 attached 
to  a pediatric  laryngoscope  handle.  In  the 
presence  of  a cleft  lip  one  finds  that  the 
laryngoscope  may  sink  into  the  cleft  lip  and 
alveolus.  Adhesive  tape  placed  across  the 
cleft  alveolus  eliminates  this  difficulty. 
The  protruding  premaxilla  and  the  relative 
shortening  of  the  mandible  also  may  be  im- 
pediments to  an  easy  laryngoscopy.  A 
sterile  transparent  vinyl  plastic  thin-walled 
but  firm  tube  with  a short  bevel  is  the  type 
of  endotracheal  catheter  preferred  in  the 
newborn  infant.  The  size  should  be  the 
largest  which  can  be  passed  easily  between 
the  cords.  In  the  newborn,  the  size  is 
usually  Magill  0 or  1 or  French  12  or  14. 
The  outside  diameter  of  the  tube  should  be 
5 to  6 mm.  and  the  length  8 to  10  cm.  A 
small  moist  gauze  pack  may  be  placed  in 
the  pharynx  around  the  tube.  The  endo- 
tracheal tube  is  connected  to  a Barsky  angle 


and  Y piece.  The  rebreathing  limb  of  the  Y 
piece  should  have  its  length  adjusted  to 
give  a volume  approximately  equal  to  that 
of  the  infant’s  tidal  volume,  that  is,  5 to  10 
cm.  long.  A small  pediatric  operating 
table  is  preferred.  A rolled  sheet  or  pad  is 
placed  under  the  shoulders,  and  a sandbag 
is  placed  on  either  side  of  the  head.  Eleva- 
tion of  the  shoulders  not  only  allows  for 
better  surgical  exposure  but  also  aids  pooling 
of  blood  and  secretions  in  the  nasopharynx 
instead  of  the  glottis.  The  sandbag  stabilizes 
the  position  of  the  head.  A small  Mayo 
stand  is  placed  over  the  infant  so  that  air 
can  circulate  under  the  sterile  drapes  and 
so  that  the  anesthesiologist  has  access  to  the 
infant  both  visually  and  manually. 

Maintenance  of  anesthesia  in  the  newborn 
infant  is  best  accomplished  with  ether- 
nitrous  oxide-oxygen  or  halothane-nitrous 
oxide-oxygen.  Only  light  planes  of 
anesthesia  are  required. 

The  older  infant  who  is  to  have  a cleft 
palate  repaired  has  anesthesia  induced  with 
the  open-hose  gravity  method  using  cyclo- 
propane and  oxygen  or  halothane-nitrous 
oxide-oxygen.  This  should  be  administered 
in  the  crib  without  awakening  the  child. 
He  is  then  transferred  to  the  table,  and 
induction  is  continued  with  either  open-drop 
ether  or  halothane-nitrous  oxide-oxygen  in 
a nonrebreathing  system.  If  the  latter 
agents  are  used,  a muscle  relaxant  is 
routinely  administered  prior  to  intubation. 
Succinylcholine  5 to  20  mg.  intravenously, 
depending  on  the  size  of  the  infant  or  child, 
is  employed  because  of  its  rapid  onset  and 
short  duration.  Oral  intubation  is  per- 
formed using  a Miller  blade  size  1 or 
Macintosh  blades  sizes  1 or  2.  A roll  of 
gauze  may  be  packed  into  the  cleft  to  pre- 
vent the  laryngoscope  blade  from  falling 
into  the  cleft.  A topical  anesthetic  agent  is 
applied  to  the  cords  before  insertion  of  the 
tube,  and  0.5  cc.  of  a very  dilute  solution, 
for  example,  hexylcaine  1 per  cent,  is  in- 
jected through  the  tube  following  its  inser- 
tion into  the  trachea.  This  prevents 
coughing  on  the  tube  during  the  light  planes 
of  anesthesia  used  for  this  procedure  and 
minimizes  trauma  to  the  vocal  cords  and 
trachea. 

The  endotracheal  tube  should  have  the 
same  attributes  as  those  chosen  for  newborn 
infants.  The  sizes  are  Magill  2 or  3,  and 
French  20  or  22.  The  length  should  be 
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about  12  to  14  cm.  and  the  outside  diameter 
6 to  7.5  mm.  In  older  infants  instead  of  the 
clear  plastic  tubes  a metal  spiral-imbedded 
latex  (anode)  tube  may  be  substituted. 
A nonbreathing  valve  and  reservoir  bag  are 
preferable  to  the  Ayre’s  T piece  or  Barsky 
Y piece  in  the  older  infant.  The  oral  tube 
is  secured  by  means  of  the  Dott’s  mouth 
gag.  This  is  essentially  a Boyle-Davis  gag 
with  a longitudinal  slot  in  the  tongue  blade. 
On  opening  the  gag  the  surgeon  adjusts  the 
position  of  the  tube  so  that  it  lies  in  the  slot. 
Care  must  be  taken  to  avoid  kinking  or 
flattening  the  tube  if  an  anode  type  is  not 
used.  A moist  gauze  packing  is  placed 
around  the  tube  by  the  surgeon.  Once  the 
endotracheal  tube  is  in  position,  the 
anesthesia  can  be  lightened.  The  child  is 
maintained  on  ether-nitrous  oxide-oxygen 
or  halothane-nitrous  oxide-oxygen  mixtures 
at  the  lightest  possible  levels.  Position  on 
the  table  is  as  described. 

Throughout  the  operation  the  respirations 
should  remain  smooth,  unlabored,  and  un- 
hurried. A hand  placed  quietly  on  the 
baby’s  abdomen  underneath  the  drapes  will 
give  one  a good  idea  of  the  respiration  and 
the  degree  of  muscle  relaxation.  The  baby 
should  be  warm*  pink,  dry,  and  have  good 
muscle  tone.  The  use  of  the  Barsky  Y piece 
or  nonrebreathing  technic  gives  a smooth, 
quiet,  adult  type  of  respiration  which  re- 
sults in  little  accumulation  of  carbon  dioxide, 
vascular  congestion,  or  oozing.  A stetho- 
scope always  should  be  placed  over  the 
precordium  and  an  infant  blood  pressure  cuff 
employed  where  feasible.  Prior  to  extuba- 
tion  100  per  cent  oxygen  is  given  to  mitigate 
the  consequences  of  laryngeal  spasm,  should 
it  occur.  The  infant  or  child  should  be 
awake  as  soon  as  surgery  is  terminated. 
No  tongue  suture  or  artificial  airway  should 
be  necessary.  Small  sterile  plastic  suction 
catheters  are  used  to  suction  the  pharynx 
and  endotracheal  tube.  These  should  be 
available  for  the  anesthesiologist  before  and 
after  the  procedure  and  for  the  surgeon 
while  he  is  operating. 

Transfusion  and  infusion  should  not  be 
necessary  where  preoperative  preparation  is 
adequate.  However,  as  a precaution,  an 
intravenous  infusion  should  be  started  in  all 
children  in  whom  venipuncture  is  possible. 
Where  placement  of  a reliable  percutaneous 
needle  is  impossible,  insertion  of  a catheter 
by  venous  cut-down  may  be  necessary.  The 


latter  may  be  eliminated  if  hydration  is 
adequate,  excessive  blood  loss  is  not  antici- 
pated, surgery  is  not  too  long,  and  the 
temperature  is  not  rising.  The^  infusion 
bottle  should  not  contain  a volume  of 
liquid  more  than  one  third  of  the  estimated 
twenty-four  hour  fluid  requirement.  This 
helps  to  avoid  the  hazard  of  overhydration. 
It  is  recommended  that  the  fluid  used  be 
5 per  cent  dextrose  in  water  and  the  rate  of 
administration  be  not  more^than  20  drops 
per  minute,  or  60  ml.  per  hour. 

Postoperative  care.  At  the  termination 
of  anesthesia  the  child  is  placed  on  his  side  in 
the  crib.  Elbow  splints  or  arm  restraints  are 
used  to  prevent  destruction  of  the  recent 
repair.  Utilization  of  a “croupette”  or  at 
least  a source  of  cold  moist  air,  such  as  the 
Air  Shields  Company’s  Mistifier  is  de- 
sirable. If  signs  of  tracheitis  appear, 
treatment  in  the  croupette  should  be  con- 
tinued overnight.  If  it  is  severe,  cortisone 
and  antibiotics  are  used. 

Feeding.  As  soon  as  the  infant  is  able  to 
retain  fluids,  feedings  should  be  given. 
This  is  usually  one  hour  following  surgery. 

Postoperative  complications.  The 
most  feared  complication  in  the  infant  is 
laryngeal  edema.  The  use  of  a sterile, 
endotracheal  tube  of  correct  size,  atrau- 
matically inserted,  and  a croupette  post- 
operatively  reduce  this  danger  considerably. 
Frequent  and  abrupt  head  movements  during 
surgery  and  pre-existing  subclinical  respir- 
atory infections  may  be  contributing  factors. 

Pneumonitis  and  atelectasis  from  aspira- 
tion either  during  or  after  the  procedure  can 
be  reduced  by  using  a pharyngeal  pack 
around  the  tube  during  surgery,  by  careful 
suctioning  before  extubation,  and  by  diligent 
feeding.  In  operations  on  the  palate,  packs 
may  be  inserted  into  the  areas  from  which 
the  flaps  have  been  raised.  These  may  be- 
come dislodged  and  cause  obstruction,  but 
this  is  rare.  Hyperpyrexia,  hypothermia, 
and  postoperative  infection  are  hazards 
just  as  they  are  in  other  pediatric  surgical 
procedures  and  are  treated  accordingly. 

In  summary,  the  words  of  Apgar,7  written 
in  1944,  are  still  appropriate: 

Our  ultimate  aim  is  to  understand  thor- 
oughly the  problems  of  the  plastic  surgeon 
and  to  adapt  our  technics  to  provide  him  with 
an  optimal  surgical  field,  and  at  the  same  time 
never  to  forget  that  the  safety  of  the  patient 
is  the  one  most  important  consideration. 
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Summary 

1.  There  were  175  patients  who  received 

general  anesthetic  agents  for  repair  of  cleft 
lip  or  palate  from  1938  to  1962  at  Beth 
Israel  Hospital.  One  hundred  eight  were 
cleft  lip  repairs,  and  67  were  cleft  palate 
repairs.  These  patients  were  divided  into 
three  chronologic  groups:  1938  to  1948, 

1949  to  1954,  and  1955  to  1962,  which  re- 
flected the  changing  management  of 
anesthesia. 

2.  There  were  no  deaths,  no  cardiac 
arrests,  and  a decreasing  incidence  of 
complications  during  and  after  surgery.  The 
incidence  of  endotracheal  intubation  in- 
creased progressively  until  in  the  last  era  it 
was  100  per  cent,  all  orotracheal. 

3.  The  incidence  of  concurrent  congenital 
anomalies  was  9 per  cent.  Some  of  these 
anomalies  were  of  a nature  which  could 
adversely  affect  the  course  of  anesthesia. 

4.  The  decrease  in  difficulties  during  and 
after  anesthesia  over  the  years  is  attributed 
to  a better  understanding  of  pediatric 
anatomy  and  physiology,  improved  pediatric 
equipment,  routine  use  of  orotracheal  intuba- 
tion, and  superior  postoperative  care. 

5.  The  current  management  of  anesthesia 
for  patients  having  cleft  lip  or  palate  surgery 
is  described. 

6.  The  technic  we  now  use  is  a distillation 
of  our  past  experience,  and  it  is  hoped  that 
with  the  introduction  of  new  agents  and 
equipment  the  search  for  perfection  will  re- 
sult in  a sedulously  changing  regimen. 

10  Nathan  D.  Perlman  Place 
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Discussion 

Merel  H.  Harmel,  M.D.,  Brooklyn , New 
York.  Dr.  Lipton  has  added  another  chapter 
in  the  problems  relating  to  management  of 
cleft  lip  and  cleft  palate  repair.  It  is  clear 
from  her  report,  and  I believe  from  the 
experience  of  most  of  us,  that  the  difficulties 
associated  with  anesthesia  for  these  opera- 
tions have  diminished  considerably  as  our 
skill  in  management  has  increased.  The 
commonplace  acceptance  of  intubation  to- 
day is  a case  in  point  and  is  documented  by 
the  fact  that  all  the  patients  in  the  last  group 
(1955  to  1962)  have  been  intubated.  I am 
interested  in  the  observation  that  there 
appears  to  be  a higher  incidence  of  com- 
plications in  patients  who  have  lip  repairs 
despite  the  fact  that  the  palate  operation  is 
associated  with  greater  surgical  and 
anesthetic  problems.  Can  statistical 
significance  be  established  between  the 
differences  in  these  two  groups?  It  also 
would  be  interesting  to  see  if  there  is  any 
correlation  between  the  length  of  induction, 
or  length  of  procedure,  and  complications. 
Is  there  any  correlation  between  the  age  of 
the  patient  and  development  of  complica- 
tions? It  has  been  noted  that  patients  with 
cleft  lip  are  operated  on  at  birth  or  as  soon 
thereafter  as  weight  and  general  condition 
will  permit  in  contrast  to  the  patients  with 
cleft  palate  who  are  not  operated  on  until 
eighteen  to  twenty-four  months  of  age. 

More  recently,  repair  of  cleft  bps  in  our 
institution  has  been  undertaken  under  local 
anesthetic  agents  administered  by  the 
surgeon  with  some  small  supplement  of 
narcotic  usually  given  intravenously.  It 
is  essential,  however,  that  the  babies  be  fed 
not  less  than  three  hours  prior  to  operation 
if  one  is  to  be  successful  in  producing  a 
tranquil,  quiet  child.  It  is  also  our  practice 
to  attempt  nasotracheal  intubation  for  all 
cleft  palate  repairs,  especially  those  of  the 
soft  palate.  The  endotracheal  tube  tucked 
away  behind  the  palate  is  a surgical  con- 
venience. However,  in  some  patients  de- 
formity of  the  internal  nares  makes  this 
impossible.  This  technic  is  obviously  un- 
suitable for  cleft  lips  where  the  catheter  may 
further  contribute  to  the  anatomic  deformity. 

The  success  of  Dr.  Lipton  and  her  col- 
leagues in  bringing  the  anesthesia  of  cleft  lip 
and  palate  to  the  degree  of  success  which 
they  have  is  to  be  commended. 
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the  incidence  of  prematurity  has  in- 
creased in  New  York  City  in  the  last  decade , 
and  there  has  been  no  substantial  reduction  in 
the  over-all  premature  mortality  rate.  The 
Premature  Center  Program,  including  the 
Premature  Transport  Service,  was  developed 
in  1948;  from  the  beginning  of  the  program 
until  the  end  of  1962,  13,076  infants  were 
transported  to  premature  centers.  Approval 
of  the  centers  is  granted  on  a yearly  basis. 
Blue  Cross  reimbursement  to  hospitals  is 
contingent  on  the  quality  of  care.  There 
are  15  centers  in  operation  and  15  premature 
care  units  in  large  voluntary  hospitals  which 
are  equally  qualified  but  which  cannot  accept 
transfers  from  other  hospitals. 


Medical  Care 
Program  for  Low 
Birth  Rate  Infants 
in  New  York  City 

HAROLD  JACOBZINER,  M.D. 

New  York  City 

Assistant  Commissioner,  The  City  of  New  York 
„ Department  of  Health 


I mmaturity  was  listed  as  the  cause  of  death 
in  35  per  cent  of  all  deaths  occurring  in 
New  York  City  in  1962  during  the  first 
twenty-eight  days  of  life  and  in  26  per  cent 
of  all  deaths  in  the  first  year  of  life.  In 
addition,  many  infants  who  died  from  other 
causes  were  also  “premature  infants”  at 
birth,  that  is,  weighing  less  than  2,500  Gm. 
It  is  estimated  that  about  60  to  70  per  cent 
of  all  neonatal  deaths  occur  in  the  low-weight 
group.1  About  50  per  cent  of  all  stillborn 
infants  weigh  less  than  2,500  Gm.  at  birth 

(Figs.  1 and  2). 

It  is  pertinent  to  point  out  that  in  spite 
of  the  excellent  care  programs  for  low- weight 
infants  in  New  York  City,  there  has  been  no 
substantial  reduction  in  any  of  the  major 
categories  of  causes  of  death  in  the  last 
decade. 

Thus,  if  any  substantial  reduction  in  in- 
fant mortality  and  morbidity  is  to  be 

Presented  at  the  Annual  Meeting  of  the  American  Academy 
of  Pediatrics,  Sarah  Morris  Hospital  for  Children,  Chicago, 
Illinois,  Clinical  Session  in  honor  of  the  late  Julius  Hess, 

M.D.,  and  Miss  Evelyn  Lundeen,  Nurse-in-Charge,  Premature 

Center,  October  10,  1963. 


achieved,  the  primary  focus  must  be  on  the 
prevention  of  low- weight  births.  Pre- 
maturity has,  however,  multiple  causes,  and 
most  of  these  are  still  obscure  and  unknown. 

Recent  knowledge  has  shed  some  fight 
and  identified  a few  possible  causes  which 
conceivably  are  preventable  such  as: 

1.  Low- weight  births  occur  more  fre- 
quently among  women  who  smoke  during 
pregnancy  than  among  nonsmokers. 2 * * ~5 

2.  Low- weight  births  are  also  more  fre- 
quent in  pregnant  women  who  have  an 
asymptomatic  urinary  tract  infection  during 
pregnancy.6 

3.  High  rates  of  low-weight  infants  have 
been  reported  also  in  women  who  have  in- 
fections of  the  vagina  and  or  cervix. 

4.  Pregnant  women  who  have  anemia 
and  a small  heart  size  also  have  a higher  in- 
cidence of  low-weight  infants. 

5.  Women  who  receive  no  prenatal  care 
and  out-of-wedlock  mothers  have  a high 
incidence  of  newborn  infants  of  low  birth 
weight.7 

Although  the  recent  developments  men- 
tioned previously  are  very  promising,  no 
significant  breakthrough  has  been  made  as 
yet,  and  the  total  prevention  of  low-weight 
births  is  a goal,  but  still  an  unfulfilled  hope. 

Incidence  and  epidemiology 

Because  of  a changing  population,  the 
incidence  of  prematurity  in  New  York  City 
is  on  the  increase.  For  the  city  as  a whole, 
9.6  per  cent  of  all  five  births  in  1962  were 
reported  to  be  infants  weighing  5 pounds,  8 
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FIGURE  1.  Total  infant  deaths  by  cause  in  New 
York  City  from  1S53  to  1961. 
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FIGURE  2.  Neonatal  deaths  by  cause  in  New 
York  City  from  1953  to  1961. 


ounces  or  less,  15,988  in  number  out  of  a total 
of  165,528  live  births,  an  increase  of  2.6 
per  cent  since  1961.  The  incidence  by  dis- 
trict varied  from  a low  of  6.7  per  cent  in 
Richmond,  a high  socioeconomic  district,  to 
a high  of  16.2  per  cent  of  the  total  live  births 
in  central  Harlem,  a very  low  socioeconomic 
district  (Fig.  3).  The  incidence  of  low  birth 
weight  newborn  infants  also  varied  strikingly 
by  ethnic  group  from  7.5  per  cent  among 
white  persons  to  15.1  per  cent  in  non  white 
persons  and  10.2  per  cent  in  Puerto  Rican 
persons  (Table  I).  It  is  believed  that  the 
high  incidence  in  the  nonwhite  and  Puerto 
Rican  groups  is  not  due  to  predetermined 
genetic  factors,  but  rather  is  possibly  a 
reflection  of  socioeconomic  conditions,  such 
as  inadequate  or  no  prenatal  care  and  a 
higher  frequency  of  complications  of  preg- 
nancy. The  complications  of  pregnancy 
associated  with  low  birth  weights  in  order 
of  frequency  are:  preeclampsia  and  eclamp- 
sia, uterine  bleeding,  and  hypertension; 
also  poor  nutrition,  poor  housing,  anemia,  a 
greater  percentage  of  mothers  working  late 
in  pregnancy,  a high  percentage  of  out-of- 
wedlock  births,  and  so  forth. 

The  incidence  of  low-weight  births  was 
higher  in  infants  whose  mothers  were  de- 
livered on  the  ward  services:  12.7  per  cent 
of  all  live  births  compared  with  an  incidence 
of  7.2  per  cent  on  the  private  services,  a 
statistically  significant  difference. 

Women  who  had  no  prenatal  care  also 


had  a higher  incidence  of  infants  with  a low 
birth  weight,  an  incidence  of  26.1  per  cent 
for  women  with  no  prenatal  care  compared 
with  a total  city- wide  incidence  of  9.6  per 
cent.  About  5 per  cent  of  all  live  births  in 
New  York  City  have  no  prenatal  care,  and 
about  18  per  cent  have  late  prenatal  care. 
No  apparent  difference,  however,  was  ob- 
served in  either  private  or  ward  deliveries 
between  women  who  received  prenatal  care 
early  in  pregnancy,  that  is,  between  one  and 
six  months,  and  those  who  received  care 
late,  between  seven  and  nine  months.  The 
incidence  was  8.3  per  cent  of  all  live  births  for 
women  who  received  early  care  and  9.9  per 
cent  for  those  who  reported  for  care  late  in 
pregnancy.  The  difference  is  not  statisti- 
cally significant. 

The  proportion  of  low-weight  births 
among  unmarried  women  is  significantly 
higher  than  among  married  women.  This 
holds  true  for  all  ethnic  groups,  white,  non- 
white, and  Puerto  Rican.  This  also  con- 
firms a finding  which  was  reported  previously 
by  us.7  It  is  almost  twice  as  high  as  the 
city -wide  average:  16.7  per  cent  compared 
with  9.6  per  cent. 

The  higher  incidence  of  low  birth  weight 
infants  among  unmarried  persons  cannot  be 
ascribed  to  the  influence  of  age.  In  New 
York  City  the  average  age  for  the  unmarried 
mother  was  24.6  years,  compared  with  27.6 
years  for  the  married  mother.  The  dif- 
ference in  age  among  nonwhite  women  was 
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FIGURE  3.  Live  births  with  birth  weight  under  2,500  Gm.  in  districts  with  high  and  low  perinatal  mortality 
in  New  York  City  in  1961. 


2.4  years,  and  for  white  women  there  was  a 
four-year  difference.  There  was  practically 
no  difference  in  age  between  the  married 
Puerto  Rican  mother  (25.6  years)  and  the 
unmarried  (25.3  years).  The  percentage  of 
unmarried  mothers  under  eighteen  years  of 


age  in  New  York  City  is  approximately 
12  per  cent,  which  is  much  lower  than  for 
the  country  as  a whole.  The  prematurity 
rate  is  also  influenced  by  parity,  age  of 
mother,  multiple  births,  previous  low-weight 
birth,  previous  fetal  loss,  birth  interval, 


TABLE  I.  Number  and  per  cent  of  premature  live  births  by  ethnic  group  from  1960  to  1962 

Total  Live  Births  ^ Premature  Live  Births  ' Per  Cent  of  Premature  Births 

Non-  Puerto  Non-  Puerto  Non-  Puerto 


Year 

All 

White 

white 

Rican 

All 

White 

white 

Rican 

All 

White 

white 

Rican 

1960 

166,300 

108,045 

34,233 

24,022 

15,544 

7,715 

5,322 

2,507 

9.3 

7.1 

15.5 

10.4 

1961 

168,383 

107,135 

36,502 

24,746 

16,085 

7,777 

5,670 

2,638 

9.6 

7.3 

15.5 

10.7 

1962 

165,244 

102,379 

37,890 

24,975 

15,979 

7,683 

5,738 

2,558 

9.7 

7.5 

15.1 

10.2 
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complications  of  pregnancy  and  illness  dur- 
ing pregnancy,  employment  during  preg- 
nancy, and  probably  a host  of  other  as  yet 
unidentified  factors.  When  prevention  of 
prematurity  fails,  the  survival  of  the  infant 
with  a low  birth  weight  must  be  the  primary 
objective.  This  presentation  is  concerned 
with  the  Medical  Care  Program  for  infants 
of  low  birth  weight  in  New  York  City. 

Special  care 

Julius  Hess,  M.D.,  “the  father  of  pre- 
mature infants,”  and  Miss  Evelyn  Lundeen 
were  the  first  in  this  country  to  emphasize 
that  low  birth  weight  infants  (premature  in- 
fants) are  in  urgent  need  of  specialized  care 
for  their  survival.  Dr.  Hess  established  the 
first  “premature  station”  at  Sarah  Morris 
Hospital  in  Chicago  in  1922,  forty-two  years 
ago,  outdistancing  New  York  City  by  fifteen 
years. 

It  may  be  said  with  due  modesty,  how- 
ever, that  at  present  New  York  City  oper- 
ates probably  the  largest  single  unit  in  the 
world,  including  a very  comprehensive  pro- 
gram for  premature  care. 

Concrete  steps  to  improve  premature  care 
were  initiated  in  New  York  City  in  1938, 
such  as  the  development  of  standards  of 
care,  follow-up  care  at  home  by  visiting 
nurses,  and  institutes  for  the  professional 
staff,  both  doctors  and  nurses.  It  was 
not  until  1948,  however,  that  the  Premature 
Center  Program,  including  the  Premature 
Transport  Service,  was  fully  developed. 

The  Medical  Care  Program  is  not  limited 
to  the  approved  centers  but  is  designed  to 
raise  the  quality  of  care  provided  to  infants 
of  low  birth  weight  throughout  the  city 
everywhere. 

With  the  help  of  the  Pediatric  and  Ob- 
stetric Advisory  Committees  which  are 
composed  of  leading  pediatricians  and  ob- 
stetricians from  both  academic  and  pri- 
vate practice,  recommended  standards  of 
hospital  obstetric  and  pediatric  care  were 
promulgated.  A hospital  consultation  serv- 
ice, which  conists  of  qualified  pediatricians, 
obstetricians,  consultant  public  health 
nurses,  and  consultant  social  workers,  visits 
each  hospital  with  maternity  and  newborn 
services  periodically  to  determine  the  ade- 
quacy of  care  provided. 

Minimum  standards  for  the  care  of  such 
infants  have  been  promulgated  and  are  an 


integral  part  of  the  Health  Code  of  the  City 
of  New  York.  The  regulations  pertain 
not  only  to  physical  facilities,  but  also  to 
medical  care,  nursing,  and  social  service 
staff. 

The  New  York  City  Health  Code  states 
that  “any  maternity  and  newborn  service 
which  gives  continuing  care  to  newborn 
infants,  weighing  2,000  grams  or  less  at 
birth,  must  thus  provide  a special  nursery 
service  for  the  use  of  such  infants  and  for 
other  cases  of  immature  or  jeopardized  in- 
fants.” 

Hospitals  which  desired  to  care  for  pre- 
mature infants  had  to  comply  with  the  pro- 
visions of  the  Health  Code  relating  to  pre- 
mature care  to  obtain  the  necessary  equip- 
ment, required  space,  and  medical  and  nurs- 
ing personnel  trained  in  the  care  of  infants 
of  low  birth  weight.  Obviously,  not  every 
hospital  with  maternity  and  newborn  serv- 
ices could  meet  these  standards  or  maintain 
a special  nursery  and  trained  staff  for  pre- 
mature infant  care. 

Since  many  infants  are  born  in  hospitals 
with  inadequate  facilities  for  the  care  of 
newborn  infants  of  low  weight,  such  infants 
had  to  be  transferred  to  hospitals  which  had 
adequate  services  for  the  care  of  such  in- 
fants. 

Transport  service 

For  this  reason  in  November,  1948,  the 
Department  of  Health,  with  the  cooperation 
of  the  Department  of  Hospitals,  initiated 
the  Premature  Infant  Transport  Service. 
A special  ambulance,  equipped  with  heat, 
oxygen,  and  portable  incubators  and  a staff 
of  trained  public  health  nurses  is  on  call 
twenty-four  hours  a day,  seven  days  a week, 
to  transport  premature  infants  from  homes 
or  hospitals  not  equipped  to  provide  the 
needed  specialized  care  which  such  infants 
require  to  special  centers  for  premature  in- 
fants in  a number  of  the  larger  institutions  in 
the  city.  During  the  first  year  of  operation 
(1949),  560  premature  infants  born  in 
64  hospitals  were  transported  to  15  hospitals 
which  were  capable  of  providing  the  special- 
ized nursing  and  medical  care  the  infants 
needed  to  survive.  Priority  was  given  to 
transportation  of  the  smallest  and  the  most 
debilitated  infants.  Larger  infants  are  also 
transported  when  a medical  problem  exists. 
The  transport  service  also  includes  the  serv- 
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ices  of  a transport  clerk  who  receives  all 
requests  for  transfer,  dispatches  the  am- 
bulance, and  determines  where  vacancies 
exist.  It  is  very  gratifying  to  relate  that  in 
1962,  94.4  per  cent  of  the  infants  were  placed 
in  centers  within  twenty -four  hours  following 
request  for  transport. 

A new  ambulance  especially  designed  for 
the  transporting  of  premature  infants  was 
delivered  and  accepted  by  the  Mayor  on 
March  8,  1962,  at  the  City  Hall  Plaza.  The 
new  ambulance,  especially  equipped  to  meet 
the  needs  of  the  transport  service,  contains  a 
heated  compartment  in  which  portable  in- 
cubators are  placed  and  oxygen  tents.  This 
ambulance  replaced  the  one  which  has  been 
in  use  since  1948  when  the  program  began. 
Among  the  children  present  at  the  ceremony 
was  one  who  was  the  smallest  baby  ever 
transported;  she  weighed  21  ounces  at 
birth,  but  at  the  time  of  the  ceremony,  she 
was  four  and  one-half  years  old,  hale,  bright, 
and  hearty.  From  the  start  of  the  program 
until  the  end  of  1962,  13,076  infants  have 
been  transported  to  premature  centers,  in- 
cluding over  1,000  twins  and  34  triplets. 

Approved  centers 

During  the  first  few  years  of  the  program  a 
handful  of  the  larger  institutions  generously 
accepted  premature  infants  from  the  smaller 
hospitals.  Space  was  not  always  available 
in  qualified  units,  resulting  in  many  delays 
and  an  inability  to  meet  more  than  50  per  cent 
of  the  requests.  It  was  obvious  that  an 
increase  in  the  number  of  accommodations 
for  premature  infants  was  imperative.  In 
anticipation  of  State  approval  of  payment 
for  the  care  of  premature  infants  in  approved 
centers,  emphasis  was  laid  on  the  early 
development  of  such  centers.  Funds  made 
available  through  the  Federal  Hospital 
Construction  Act  also  were  helpful  in  pro- 
viding the  necessary  funds  for  the  con- 
struction costs  of  approved  centers. 

With  the  help  of  the  Pediatric  Advisory 
Committee,  a set  of  standards  and  require- 
ments relating  to  facilities,  personnel,  and 
program  were  promulgated.  On  the  basis 
of  these  requirements,  6 hospitals  were 
approved  for  payment  under  the  Premature 
Care  Program.  These  hospitals  were  New 
York,  Flushing,  Babies,  St.  Vincent’s,  Lin- 
coln, and  Harlem,  that  is,  4 voluntary  and 
2 municipal  hospitals.  Payment  for  care 


TABLE  II.  Transport  service  for  premature  infants 
from  November  1,  1948,  to  December  31,  1962, 
inclusive 


Year 

Transport 

Requests 

Babies 

Placed 

Per  Cent 
of 

Requests 

Granted 

1948 

(2  months) 

96 

94 

98 

1949 

642 

560 

87 

1950 

887 

691 

78 

1951 

1,095 

825 

75 

1952 

1,114 

784 

70 

1953 

1,116 

897 

80 

1954 

1,143 

978 

86 

1955 

1,095 

891 

81 

1956 

1,146 

929 

81 

1957 

1,276 

1,053 

82 

1958 

1,236 

968 

78 

1959 

1,331 

1,103 

82 

1960 

1,263 

1,069 

83 

1961 

1,266 

1,109 

87.5 

1962 

1,265 

1,125 

88.9 

Totals 

15,971 

13,076 

82 

was  first  initiated  on  July  1,  1950,  and  the 
Department  of  Health  of  the  State  of  New 
York  approved  a $12  per  diem  rate  for 
payment  to  hospitals  for  the  care  of  pre- 
mature infants  in  such  approved  centers. 
The  rate  has  been  constantly  increased,  and 
it  is  now  $36  per  diem,  depending,  however, 
on  the  actual  hospital  cost  per  patient. 
The  State  Department  of  Health  reimburses 
the  city  50  per  cent  of  the  cost  of  the  pro- 
gram. It  may  be  pertinent  to  indicate  that 
from  the  start  the  Medical  Care  Program 
received  the  wholehearted  support  of  or- 
ganized medicine,  including  that  of  the 
Coordinating  Council  of  the  five  county 
medical  societies  and  the  New  York  Acad- 
emy of  Medicine.8-10 

Approval  of  the  centers  is  granted  on  a 
yearly  basis.  Prior  to  approval  or  reap- 
proval each  center  is  surveyed  to  determine 
whether  or  not  it  complies  with  the  standards 
and  requirements  established  by  the  Pedi- 
atric Advisory  Committee.  The  financial 
eligibility  plan  is  very  liberal  and  is  revised 
upward  periodically  to  allow  for  increased 
costs  of  living. 

Development  of  the  program 

It  is  now  fifteen  years  since  the  program 
was  initiated.  Table  II  shows  the  growth 
of  the  approved  centers  from  1948  to  date. 
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TABLE  III.  Comparative  mortality  rates  among  premature  infants 


- — - — — — City-Wide Born  in  Centers 

Weight  - — Live  Births — -»  Mor-  - — Live  Births — s Mor- 

Group  Per  tality  Per  tality 

(Gm.)  Number  Cent  Deaths  Rate  Number  Cent  Deaths  Rate 


1,000 

1,218 

7.6 

1,074 

88.2 

438 

9.2 

388 

88.6 

1,001  to  1,500 

1,190 

7.4 

579 

48.7 

475 

9.9 

195 

41.1 

1,501  to  2,000 

2,896 

18.1 

486 

16.8 

1,098 

23 

120 

10.9 

2,001  to  2,500 

10,675 

66.8 

487 

4.6 

2,763 

57.9 

55 

2 

Totals 

15,979 

99.9 

2,626 

16.4 

4,774 

100 

758 

15.9 

Fifteen  centers  are  now  in  operation: 
8 in  voluntary  hospitals  and  7 in  municipal 
hospitals,  qualified  to  provide  the  specialized 
care  which  premature  infants  need.  They 
have  a potential  capacity  to  accommodate 
434  infants,  but  an  operating  capacity  for 
only  340  because  of  staff  shortages,  par- 
ticularly nursing.  Thus,  their  potential 
operating  capacity  is  71  per  cent  of  their 
over-all  capacity. 

For  the  first  time  since  1948,  when  the 
Premature  Transport  Program  began,  there 
is  an  approved  center  in  every  borough. 
In  addition  to  the  centers,  there  are  15 
additional  premature  care  units  in  large 
voluntary  hospitals  where  equivalent  high 
quality  care  is  provided.  Those  units 
adhere  to  all  the  recommended  standards 
and  serve  their  own  premature  infants  well, 
but  they  do  not  accept  transfers  from  other 
hospitals. 

Scope  of  the  program 

During  1962, 1,125  premature  infants  were 
transported  to  approved  premature  centers, 
the  largest  number  ever  accommodated,  89 
per  cent  of  all  requests.  Over  43  per  cent 
of  the  transported  infants  were  less  than 
twelve  hours  old  at  the  time  of  transport, 
and  94.4  per  cent  of  the  infants  were  trans- 
ported within  twenty-four  hours  after  the 
request  for  transport  was  made.  The 
majority  of  the  infants  transported  weighed 
between  1,000  and  2,000  Gm. 

Survival  of  transported  infants 

The  over-all  mortality  of  the  transported 
infants  was  14.7  per  cent.  Although  16 
more  infants  were  transported  in  1962  than 
in  1961,  16  more  infants  survived  than  in 
the  preceding  year. 


If  the  survival  rate  which  prevails  in  the 
approved  centers  had  been  obtained  on  a 
city-wide  basis,  500  more  infant  lives  would 
have  been  saved  during  the  past  year  in 
New  York  City  (Table  III). 

It  must  be  admitted  regrettably,  however, 
that  in  spite  of  the  excellent  medical  care 
program  provided  in  approved  centers,  thus 
far  there  has  been  no  substantial  reduction 
in  the  over-all  premature  mortality  rate  in 
New  York  City  since  1950. 

Requests  for  transport 

Over  58  per  cent  of  the  requests  came  from 
ward  services  and  41  per  cent  from  private 
services.  This  is,  perhaps,  a reflection  of 
the  high  incidence  of  premature  births  in  the 
lower  socioeconomic  groups. 

Centers  accepting  infants 
from  other  sources 

It  is  of  interest  that  5 centers,  all  in 
voluntary  hospitals,  accepted  64.5  per  cent 
of  all  the  transported  infants.  Of  the 
centers  located  in  municipal  hospitals, 
Kings  County  and  Lincoln  Hospitals,  on  the 
other  hand,  accepted  only  4 and  8 infants, 
respectively.  They  are  located  in  very 
deprived  districts,  and  their  clientele  is 
entirely  nonwhite.  The  incidence  of  pre- 
maturity within  these  hospitals  is  very 
high  and  tax  their  facilities  to  the  limit. 
Thus  these  centers  are  hardly  ever  able  to 
accommodate  infants  from  the  outside. 
Only  40  per  cent  of  the  infants  born  in 
Brooklyn  could  be  accommodated  in  Brook- 
lyn centers.  An  additional  center  in  that 
borough  is  needed,  and  another  facility  in  a 
voluntary  hospital  is  planned,  therefore,  for 
the  near  future. 
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Payment 

The  total  amount  paid  to  approved  centers 
during  1962  was  $2,122,409.65  for  the  care 
of  2,961  low-weight  infants.  The  average 
cost  per  infant  was  $733.95.  The  per  diem 
cost  per  infant  since  July,  1963,  is  $36. 
The  average  length  of  stay  in  an  approved 
center  is  thirty  days.  The  total  parent 
payment  amounted  to  $72,338.45  with  an 
average  parent  payment  of  $24.43.  About 
90  per  cent  of  the  families  of  the  infants 
cared  for  in  approved  centers  require 
financial  assistance,  and  without  the  com- 
munity program,  the  majority  of  these  low 
birth  weight  infants  would  have  been  de- 
prived of  the  skilled  and  specialized  services 
which  they  require  for  survival. 

Blue  Cross  program 

In  November,  1960,  the  Blue  Cross  of  New 
York  City,  on  the  recommendation  of  the 
Department  of  Health,  made  reimburse- 
ment to  hospitals  for  the  care  of  infants 
whose  birth  weight  is  less  than  2,000  Gm. 
contingent  on  the  quality  of  care.  It  was 
history-making  in  that  never  before  were 
payments  by  Blue  Cross  related  to  quality 
of  medical  care  provided,  and  it  was  at- 
tempted first  in  New  York  City.  Only  ap- 
proved centers  or  units  certified  by  the 
Department  of  Health  as  being  capable  of 
providing  equivalent  care  are  included  in  this 
program.  The  Department  has  certified 
14  voluntary  hospitals  as  qualified,  for  these 
hospitals  meet  all  standards  as  did  the  ap- 
proved centers,  but  did  not  seek  approval, 
since  their  units  were  not  large  enough  to 
accept  premature  infants  from  the  outside. 

The  Blue  Cross  program  not  only  helped 
in  maintaining  community  resources  for 
premature  infants  in  New  York  City  but  also 
had  a salutary  effect  on  other  communities. 
The  New  York  City  recommended  standards 
were  accepted  as  indices  for  programs  outside 
of  New  York  City  such  as  Upstate  New 
York,  Connecticut,  and  New  Jersey.  As  a 
matter  of  fact,  New  York  City  standards 
and  guides  were  sent  to  the  health  depart- 
ments of  the  preceding  localities. 

Contrary  to  some  trepidations  prior  to  the 
initiation  of  the  program,  the  Blue  Cross 
reimbursement  plan  did  not  deter  hospitals 
for  requesting  transport  and  placement  of 
premature  infants  born  in  nonapproved  or 


certified  centers  to  approved  centers.  As  a 
matter  of  fact,  more  requests  for  transfer 
were  received  this  year  as  compared  with  the 
preceding  year. 

Because  of  the  stipulation  by  Blue  Cross 
payment  to  standards  of  care,  the  certified 
hospitals  are  very  meticulous  about  meeting 
the  required  standards  of  care  and  have  sent 
members  of  their  professional  staffs  to  the 
Premature  Institute  for  further  indoctrina- 
tion and  orientation  on  the  care  of  low- 
weight  infants. 

It  may  be  pointed  out  that  the  hospital 
units  which  were  certified  for  reimbursement 
are  those  which  hardly  ever  utilize  the  trans- 
port service  for  they  are  capable  of  caring 
adequately  for  their  own  intramural  pre- 
mature births.  Of  all  the  requests  received 
for  transport,  22.1  per  cent  or  209  infants 
came  from  families  who  had  Blue  Cross 
coverage,  and  of  all  infants  placed,  nearly 
25  per  cent  had  such  coverage.  Nearly 
all  were  placed  in  approved  centers. 

Aside  from  the  saving  of  funds  to  the  city 
for  the  care  of  infants  with  Blue  Cross 
coverage,  the  program  has  a far-reaching 
effect  on  improving  services  for  the  care  of 
premature  infants,  not  only  in  centers  but 
also  in  other  hospitals  and  localities  outside 
of  New  York  City.  It  may  also  be  blazing 
a trail  for  Blue  Cross  to  follow  with  regard 
to  reimbursement  for  other  medical  services. 

Follow-up  program 

To  improve  the  follow-up  program,  it  was 
suggested  at  the  annual  meeting  of  the  pre- 
mature center  directors  that  a teaching 
program  for  parents  and  a follow-up  program 
for  infants  be  instituted  in  the  center  nearest 
to  the  patient’s  residence,  regardless  of 
whether  or  not  the  infant  was  cared  for  in 
that  particular  center.  It  was  agreed 
that  this  service  must  be  offered  at  the  local 
area,  rather  than  inconveniencing  parents 
by  asking  them  to  come  to  the  center  where 
the  infant  was  placed  for  care.  Such  a 
center  may  often  be  in  another  borough  and 
cause  great  hardship  for  the  parent. 

All  centers  agreed  to  participate  in  this 
modified  follow-up  program. 

The  care  of  premature  infants  following 
discharge  from  the  center  is  in  need  of 
strengthening.  At  present,  less  than  50 
per  cent  of  the  centers  have  sustained  follow- 
up programs.  In  some,  only  special  study 
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groups  are  followed.  Although  all  children 
are  referred  for  follow-up  care,  either  to  a 
private  physician  or  a child  health  station, 
only  one  center  actually  checks  whether  or 
not  follow-up  appointments  are  kept. 

Prior  to  the  infant’s  discharge,  a home 
visit  is  made  by  a visiting  public  health 
nurse  while  the  infant  is  still  in  the  hospital 
to  evaluate  the  home  situation  and  to  deter- 
mine whether  or  not  the  home  is  suitable 
to  help  the  family  prepare  for  the  infant. 
Infants  who  cannot  be  returned  to  their 
own  homes  after  their  discharge  from  hos- 
pitals are  placed  temporarily  in  interim 
foster  home  care  with  the  help  of  the  Speed- 
well Society.  Mothers  are  also  urged  to 
report  to  the  center  for  instruction  prior 
to  discharge  of  the  infant  so  that  they  may 
familiarize  themselves  with  the  infant  and 
his  needed  care. 

Eradication  of  retrolentai  fibroplasia 

In  March,  1954,  the  Department  of 
Health,  on  the  recommendation  of  the 
Pediatric  Advisory  Committee,  directed  to 
all  hospitals  with  maternity  and  newborn 
services  that  oxygen  be  administered  only 
when  there  was  a specific  medical  indication 
for  its  use  and  in  controlled  concentrations 
not  to  exceed  40  volumes  per  cent.  A 
prompt  decline  in  the  number  of  cases  of 
retrolentai  fibroplasia  followed. 

In  the  year  before  this  control  measure  was 
undertaken  (1953)  64  infants  born  during 
that  year  in  New  York  City  were  classified 
as  blind  because  of  retrolentai  fibroplasia 
by  the  State  Commission  for  the  Blind. 
In  1954  the  number  was  drastically  reduced 
to  17.  No  cases  were  reported  in  children 
born  during  1955  and  1956.  Only  1 case  of 
blindness  due  to  retrolentai  fibroplasia  was 
reported  in  children  born  between  1959  and 
1962. 

We  have  not  relaxed  our  vigilance,  how- 
ever, and  every  reported  case  is  still  carefully 
investigated  to  determine  cause  and  pre- 
ventability.  The  disease  which  was  the 
leading  cause  of  blindness  in  children  is 
thus  being  totally  eradicated. 

Training  of  professional  staff 

With  financial  support  from  the  Children’s 
Bureau  and  the  State  of  New  York  Depart- 
ment of  Health,  in  1949  a training  program 


in  the  care  of  premature  infants  was  de- 
veloped for  pediatricians  and  nurses  at  the 
New  York  Hospital.  Five  institutes  are 
held  annually  under  the  aegis  of  the  Chair- 
man of  Pediatrics.  Members  of  the  Cornell 
University  Medical  College  and  of  the  State 
and  City  of  New  York  Departments  of 
Health  participate  actively  in  this  impor- 
tant program.  Each  institute  offers  a two- 
week  course  for  doctors  and  nurses  alone. 
Five  such  institutes  are  held  annually. 
Since  1949,  nearly  700  doctors  and  nurses 
from  this  country  and  abroad  have  attended 
these  seminars. 

Reports  from  “graduates”  indicate  clearly 
that  because  of  this  orientation,  improve- 
ments in  staffing,  policies,  procedures,  and 
physical  layouts  have  resulted  from  what 
they  have  learned  at  the  institutes. 

In  addition  to  training  institutes  for 
physicians  and  nurses  provided  at  the  New 
York  Hospital-Cornell  Medical  Center,  a 
nurses’  institute  is  being  developed  with  the 
Department  of  Pediatrics  at  Albert  Einstein 
Medical  College  under  the  direction  of  the 
Chairman  of  Pediatrics.  This  program  is 
jointly  sponsored  with  the  State  and  City  of 
New  York  Departments  of  Health.  Five 
seminars  will  be  given  annually  with  6 
nurses  in  each  group,  3 from  New  York  City 
and  3 from  Upstate  New  York. 

Periodic  “workshops”  are  also  held  for 
supervisors  and  head  nurses  from  each  cen- 
ter. In  the  most  recent  workshop  the  focus 
was  on  the  adequate  utilization  of  less  trained 
personnel  in  premature  centers.  Problems 
of  administration  and  the  selection  and  train- 
ing of  personnel  were  considered.  A special 
program  for  training  team  “leaders”  was 
suggested.  A workshop  is  also  held  for  special 
workers  affiliated  with  premature  centers, 
and  for  the  coming  year  an  interdisciplinary 
workshop  is  being  planned. 

Annual  meeting  of  directors 
of  approved  centers 

Every  year  a meeting  is  held  with  the 
directors  of  approved  centers  and  the  re- 
spective nurses  in  charge.  Topics  of  mu- 
tual concern  are  discussed.  The  agenda  of 
this  year’s  meeting  included  the  following 
items:  (1)  “Hyperbilirubinemia  and  Jaun- 
dice in  the  Newborn”;  (2)  “Functional 
Limitations  of  Incubators”;  (3)  “Manage- 
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ment  of  Premature  Infant  Following  Dis- 
charge From  Center”;  (4)  “Statistics”; 
(5)  “Present-Day  Feeding  Routines  in 
Centers”;  and  (6)  “Present-Day  Use  of 
Antibiotics  and  Drugs.” 

This  annual  meeting  has  proved  an  ex- 
cellent medium  for  the  exchange  of  informa- 
tion and  thus  is  very  helpful  to  the  premature 
care  program  centrally  and  locally. 

It  was  also  suggested  at  the  annual  meeting 
that  centers  engage  in  collaborative  studies 
relating  to  various  aspects  of  health  and 
disease  of  premature  infants.  A committee 
to  implement  the  development  of  such 
studies  was  appointed. 

Conclusions 

While  the  ultimate  goal  is  total  prevention 
of  low-weight  births,  the  incidence  of 
“prematurity”  (low-weight  infants)  is  still 
on  the  increase  in  New  York  City.  Next 
to  prevention,  the  most  comprehensive 
services  must  be  provided  to  infants  of  low 
birth  weight  to  increase  their  chances  for 
survival.  These  services  can  best  be  pro- 
vided in  approved  centers. 

It  is  emphasized  that  infants  weighing 
2,000  Gm.  and  above  are  generally  not  in 
need  of  these  specialized  services  provided 
in  approved  premature  centers.  Although 
such  infants  at  present  are  classified  as 
“premature”  by  weight,  they  could  well  be 
cared  for  in  the  regular  newborn  nurseries 
in  the  same  manner  as  full-term  infants. 
The  specialized  services  should  be  reserved 
for  the  low-weight  infants  of  2,000  Gm. 
and  under.  If  an  intervening  medical  con- 
dition exists  requiring  specialized  care,  a 
larger  infant  should  also  be  admitted.  A 
plea  is  also  made  here  to  substitute  the  term 
“low-weight  infant”  for  “premature  in- 
fant.” 

The  New  York  City  program  of  medical 


care  for  low-weight  newborn  infants  was 
made  possible  only  because  of  the  pioneering 
efforts  of  Dr.  Hess  and  Miss  Lundeen,  to 
whom  all  individuals  concerned  with  the 
health  and  welfare  of  children  owe  an  ever- 
lasting debt  of  gratitude. 

While  the  New  York  City  comprehensive 
Medical  Care  Program  for  infants  of  low 
birth  weight  has  been  instrumental  in  saving 
many  lives  of  such  infants,  it  has  not  suc- 
ceeded in  altering  in  any  significant  way  the 
over-all  infant  mortality  rate  or  the  over- 
all “premature”  mortality  rate  for  the  city. 
If  any  substantial  inroads  are  to  be  made  in 
lowering  the  neonatal  and  infant  mortality 
rates,  we  must  redouble  our  efforts  and  focus 
our  attention  on  the  prevention  of  births 
of  low- weight  infants. 
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Mucocele  of  the  Appendix 


Case  history 

The  patient  is  a sixty-nine-year-old  single 
woman.  Two  months  before  admission 
she  noticed  a right  lower  abdominal  bulge 
which  increased  slowly  in  size,  measuring 
10  by  10  cm.  at  the  time  of  admission. 
There  was  no  pain  or  evidence  of  obstruc- 
tion. The  patient’s  history  was  noncon- 
tributory. She  had  always  been  in  good 
health.  Her  blood  pressure  was  164/80, 
and  her  physical  examination  was  normal 
except  for  an  easily  reducible,  nontender 
bulge  in  the  right  inguinal  region. 

Laboratory  values  and  proctoscopy  were 
normal.  There  was  no  anemia,  melena,  or 
leukocytosis. 

A barium  enema  was  performed  as  part 
of  the  work-up  for  hernia  developing  in  an 
elderly  person.  An  abnormality  of  the 
cecum  was  suspected,  and  further  study 
was  advised. 

Right  inguinal  and  femoral  hernias  were 
repaired.  Four  days  postoperatively  the 
patient  had  a well-documented  myocardial 
infarction.  During  her  uneventful  con- 
valescence, careful  examination  of  the  ab- 
domen revealed  a 2 by  2 cm.  mass  in  the 
cecal  area. 

Radiologic  discussion 

William  Colaiace,  M.D.:  The  chest 

roentgenogram  showed  cardiomegaly  and 
arteriosclerotic  tortuosity  of  the  thoracic 
aorta.  The  lungs  were  clear. 

A barium  enema  examination  showed 
normal  retrograde  flow  of  the  barium  from 


rectum  to  cecum.  There  was  diverticulosis 
of  the  sigmoid  colon  without  spasm  or  ob- 
struction. 

A filling  defect  was  noted  in  the  cecum, 
appearing  round  and  smooth  at  the  very  tip 
of  the  cecum  (Fig.  1A).  The  rounded  mass 
appeared  distinct  from  the  terminal  ileum 
which  was  visualized  by  reflux  (Fig.  IB). 
The  appendix  was  not  seen,  and  the  rounded 
mass  appeared  to  be  separated  from  the 
ileocecal  valve. 

The  air  contrast  examination  confirmed 
these  findings  and  disclosed  no  evidence  of 
rigidity  or  ulceration  (Fig.  2). 

Examination  of  the  upper  gastrointestinal 
tract  and  small  intestine  showed  no  ab- 
normality. The  terminal  ileum  and  cecum 
were  again  carefully  studied  at  this  time  and 
confirmed  the  presence  of  a normal  terminal 
ileum  and  ileocecal  valve.  The  cecal  mass 
was  again  visualized. 

The  radiologic  differential  diagnosis  in- 
cludes benign  lesions  such  as  lipoma  or 
leiomyoma.  Carcinoid  tumors  are  also  seen 
in  this  area.  Despite  the  lack  of  evidence 
of  mural  invasion  or  ulceration  and  rounded, 
smooth  contours,  a polypoid  cancer  could 
not  be  excluded. 

Pathologic  discussion 

Harold  A.  Zintel,  M.D.:  Despite  a 
myocardial  infarction  five  weeks  previously, 
surgery  was  performed  because  of  the  possi- 
bility of  a carcinoma  of  the  cecum.  At 
surgery,  a golf  ball-sized,  spherical  mass  was 
felt  in  the  cecum,  and  the  appendix  was 
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FIGURE  1.  (A)  Round  filling  defect  clearly  defined  in  lateral  border  of  cecal  tip.  (B)  Spot  film  demon- 
strates tumor  mass  and  its  relation  to  terminal  ileum. 


FIGURE  2.  Air  contrast  examination  showing  dis- 
tensibility  of  cecal  wall  and  separation  of  mass  from 
ileocecal  valve. 


tensely  distended.  The  mass  appeared 
to  be  freely  movable,  and  the  impression  of  a 
benign  mass  was  confirmed  by  immediate 
pathologic  study.  The  ileocecal  valve  seemed 
to  be  partially  obstructed  by  the  mass,  but 
there  was  no  evidence  of  tumor  elsewhere 
in  the  abdominal  cavity. 

Kendall  Kane,  M.D.:  The  specimen 

consisted  of  terminal  ileum  and  an  8-cm. 


length  of  cecum  and  ascending  colon.  The 
entire  appendix  was  distended  with  gelat- 
inous white  material  and  did  not  com- 
municate with  the  cecal  lumen.  The  prox- 
imal portion  of  the  appendix  was  ballooned 
out  into  a spherical  mass  3 cm.  in  diameter 
which  lay  between  the  mucosa  and  the 
muscular  is  of  the  cecum.  This  spherical 
portion  communicated  with  the  remainder 
of  the  appendix,  which  was  distended  but 
to  a lesser  degree;  there  was  a well-defined 
constriction  between  the  two  portions  at  the 
level  of  the  muscular  is  of  the  cecum.  The 
proximal  portion  bulged  into  the  lumen  of 
the  cecum.  The  overlying  mucosa  of  the 
cecum  was  normal.  Figure  3 shows  the 
distended  proximal  portion  of  the  appendix 
with  overlying  cecal  mucosa;  its  location  and 
configuration  correspond  to  the  smooth  in- 
traluminal bulge  seen  in  the  x-ray  film. 
Microscopically,  the  appendiceal  mucosa 
is  absent  and  its  lumen  is  filled  with  mucin. 
In  addition  to  the  mucocele,  there  was  a 
lipoma  beneath  the  mucosa  of  the  cecum, 
just  above  and  behind  the  ileocecal  valve. 

Figure  4 illustrates  the  apex  of  the  intra- 
luminal bulge  of  the  mucocele.  On  the 
cecal  side,  there  is  intact  colonic  mucosa. 
On  the  appendiceal  side,  the  mucosal 
epithelium  is  absent  and  mucin  covers  the 
surface.  In  the  appendiceal  wall,  there  is 
the  residue  of  an  inflammatory  reaction 
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FIGURE  3.  Dilated  appendix  is  constricted  near 
proximal  end  by  muscularis  of  cecum.  Spherical 
proximal  end  lies  between  muscularis  and  cecal 
mucosa  at  top  of  photo. 


suggesting  that  the  mucocele  formed  as  a 
result  of  inflammatory  stricture. 

Comment 

Nathaniel  Finby,  M.D. : In  an  excellent 
recent  review  of  cecal  lesions,  Bartone, 
Grieco,  and  Vasilas1  attempt  to  clarify  the 
terminology  and  significance  of  roentgen 
signs  in  this  area.  According  to  their  con- 
sideration, our  cecal  study  shows  an  in- 
trusion (filling  defect)  into  the  cecum  of  a 
smooth,  circumscribed,  round  mass  without 
fixation,  distortion,  or  calcification. 

This  certainly  suggests  a benign  lesion  of 
the  cecum.  Nevertheless,  it  is  important 
to  recognize  our  inability  to  differentiate  it 
from  a cecal  cancer  which  can  present 
similar  symptoms.  Cecal  cancer  can  also 
be  an  incidental  finding,  although  anemia 
and  melena  are  often  present. 

The  roentgen  study  of  a cecal  mass  must 
always  attempt  to  define  the  relation  of  the 
abnormality  to  the  terminal  ileum,  ileocecal 
valve,  and  appendix.  If  the  appendix  is 
not  visualized  in  a patient  who  has  not  had 
an  appendectomy,  it  must  be  seriously 
considered  as  a possible  cause  of  the  mass 
lesion. 

The  differential  diagnosis  in  this  area  is  a 
difficult  one  and  thus  the  lesion  is  a fre- 
quent clinicopathologic  conference  challenge. 
The  roentgen  features  of  appendiceal  mu- 
cocele are  not  specific  unless  calcification  is 
present  in  the  wall.  The  calcification  often 
is  of  a semicircular  configuration  and  may 


FIGURE  4.  Proximal  appendix  is  filled  with  mucin 
and  is  separated  from  cecum  by  fibrous  tissue  and 
cecal  muscularis  mucosae.  Inflammatory  residue 
in  cecal  wall  suggests  that  mucocele  formed  as  a 
result  of  inflammatory  stricture. 


incompletely  outline  a large  round  or  lobu- 
lated  mass.  The  appendix  does  not  fill  on 
barium  enema,  but  a history  of  appendec- 
tomy does  not  exclude  the  diagnosis,  since  a 
mucocele  may  develop  in  an  appendiceal 
stump.  The  cystic  mass  may  displace  the 
cecum  medially  and  stays  with  the  cecum 
if  it  remains  mobile.2 

Charles  F.  Begg,  M.D.:  As  in  the 

majority  of  reported  cases3’  4 this  mucocele 
had  produced  no  symptoms  and  was  dis- 
covered only  because  elderly  patients  with 
recently  discovered  hernias  are  routinely 
studied  by  barium  enema  to  see  if  there  is 
any  intra-abdominal  lesion  causing  an  in- 
crease in  intraperitoneal  pressure.  Defini- 
tive diagnosis  can  be  made  only  by  surgery, 
since  such  other  lesions  as  lipoma  and  leio- 
myoma may  not  be  distinguishable  from 
mucoceles  radiologically. 

Most  cystic  lesions  of  the  appendix  are 
entirely  benign,  as  seen  in  a study  from  the 
Mayo  Clinic  in  1940  where  there  was  car- 
cinoma present  in  only  10  out  of  146  cases.4 
However,  gross  inspection  does  not  always 
distinguish  benign  from  malignant  lesions, 
and  these  authors  also  noted  evidence  sug- 
gesting that  adenocarcinoma  might  arise  in 
benign  lesions.  Furthermore,  8 of  the  be- 
nign lesions  in  their  series  ruptured  either 
just  before  or  at  the  time  of  surgery.  Re- 
moval of  these  lesions  is,  therefore,  essential 
no  matter  how  innocent  they  appear. 

The  term  pseudomyxoma  peritonaei  de- 
serves some  comment  because  it  is  a source  of 
confusion.  Large  quantities  of  mucin  have 
been  found  in  the  abdominal  cavity  of 
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patients  with  ruptured  mucocele  of  entirely 
benign  character,  and  there  are  cases  re- 
ported where  there  is  no  recurrence  following 
removal  of  the  mucocele  and  the  mucin. 

In  cases  of  this  sort  the  term  may  properly 
be  used.  However,  in  those  cases  where 
there  are  large  quantities  of  mucin  present 
and  the  lesion  is  an  adenocarcinoma  of  the 
appendix,  the  course  is  similar  to  any 
other  instance  where  there  are  mucin-pro- 
ducing carcinoma  implants.  In  these  cases 
the  term  pseudomyxoma  peritonaei  does 


not  apply,  and  carcinomatosis  peritonaei 
is  the  correct  term. 
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Breast  cancer  findings 


The  risk  of  breast  cancer  is  related  statistically 
to  the  number  of  years  a woman  menstruates 
and  the  number  of  months  she  lactates  during 
her  lifespan,  according  to  findings  reported  by 
the  American  Cancer  Society. 

The  shorter  the  time  spent  menstruating  and 
the  longer  the  time  spent  nursing  children,  the 
less  the  danger  of  breast  cancer. 

A study  was  made  at  Roswell  Park  Memorial 
Institute  in  Buffalo  between  1955  and  1958. 
The  study  showed  that  breast  cancer  patients 
experience  more  than  the  average  years  of 
menstruation  and  fail  to  nurse  as  many  months 
as  the  average  mother  does. 

Many  investigators  heretofore  had  observed 
that  breast  cancer  is  most  frequent  among 
these  categories  of  women  and  in  this  order: 
spinsters,  married  women  with  no  children,  and 
married  women  with  few  children  and  who  do 
not  nurse  them.  The  Roswell  Park  studies 
showed  that  the  risk  of  breast  cancer  was  in- 
creased for  women  who  never  married,  who 
have  never  been  pregnant,  who  have  had  their 
pregnancies  late  in  life  and  who  have  never 
nursed.  Decreased  risk  of  breast  cancer  was 
shown  for  those  who  had  an  artificial  menopause 
(surgical  or  radiation  castration)  and  who  nursed 


a total  of  more  than  thirty-six  months  during 
their  lifetime. 

Control  studies  were  carried  out.  Each  pair 
of  women  were  matched  for  age,  race,  religion, 
marital  status,  number  of  children,  and  native 
or  foreign  birth;  they  differed  in  that  one  of  the 
pair  had  breast  cancer  and  the  other  had  neither 
any  kind  of  cancer  nor  any  disease  of  the  repro- 
ductive system.  The  results  showed  that  dur- 
ing their  lifetimes  the  breast  cancer  patients 
nursed  an  average  of  17.8  months,  whereas  the 
healthy  members  of  the  pairs  nursed  22.2 
months  on  an  average.  Breast  cancer  patients 
spent  an  average  of  29.1  years  menstruating,  as 
compared  with  27.6  years  for  controls. 

While  both  the  breast  cancer  patients  and 
the  controls  began  menstruating  at  the  same 
age,  there  was  a 30-month  average  difference 
in  the  ages  at  which  they  attained  the  meno- 
pause— 49.7  years  for  the  breast  cancer  patients 
and  47.2  years  for  controls. 

With  the  ordinary  woman  having  a risk  of 
1.00  for  breast  cancer,  this  is  how  that  risk  goes 
up  or  down,  according  to  these  factors:  artificial 
menopause  0.50;  nursed  thirty-six  months  or 
more  0.46;  never  married  1.07;  married,  never 
pregnant  1.08;  married  more  than  once,  never 
pregnant  1.42;  married  after  age  twenty-five, 
one  or  more  live  births  1.47;  first  pregnancy 
after  age  twenty-five,  1.36;  married,  pregnant, 
live  births,  never  nursed  1.24;  nursed  less  than 
thirty-six  months  1.21. 
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Misuse  of  Respirator 
in  the  Recovery  Room 


Automatic  lung  ventilators  are  com- 
monly  employed  in  the  postoperative  man- 
agement of  patients  whose  spontaneous 
respiration  is  either  inadequate  or  associated 
with  excessive  expenditure  of  energy.  While 
the  “educated  hand”  can  be  satisfactorily 
replaced  by  a mechanical  device,  the  regula- 
tion and  adjustment  of  the  latter  require 
continued  care  and  vigilance.  The  follow- 
ing case  report  illustrates  the  importance  of 
responsible  supervision  of  the  patient  whose 
respiration  is  being  maintained  by  a ma- 
chine. 

Case  report 

A seventy-nine-year-old  obese  man  was 
scheduled  to  undergo  emergency  laparotomy  for 
intestinal  obstruction.  Physical  examination 
was  unremarkable  except  for  marked  abdominal 
distention  and  moderately  severe  emphysema. 
Blood  pressure  was  130  mm.  Hg  systolic  and  70 
diastolic,  pulse  92  and  regular,  respiratory 
rate  16,  and  temperature  101.4  F.  Preanesthetic 
medication  consisted  only  of  atropine  0.4  mg. 
intramuscularly.  Following  the  application  of 
topical  anesthetic  spray  to  pharynx,  larynx,  and 
trachea  and  the  administration  of  oxygen  by 
mask,  an  endotracheal  tube  (size  38  French)  was 
inserted  and  the  cuff  inflated.  All  of  this  was 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  February  3, 
1964.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


accomplished  with  the  patient  awake.  Anes- 
thesia was  then  induced  with  thiopental  (Pento- 
thal)  sodium  125  mg.  intravenously  and  main- 
tained with  a mixture  of  nitrous  oxide,  oxygen, 
and  diethyl  ether.  Succinylcholine  infusion  was 
administered  intermittently  as  needed  to  pro- 
vide muscular  relaxation.  Respirations  were 
assisted  throughout.  Blood  pressure  varied 
from  140  to  120  mm.  Hg  systolic  and  from  80  to 
70  mm.  diastolic,  with  pulse  rate  between  88  and 
76.  Central  venous  pressure  rose  from  8 to  12 
cm.  of  water.  The  electrocardiographic  monitor 
revealed  occasional  premature  ventricular  con- 
tractions during  induction  with  regular  sinus 
rhythm  during  the  remainder  of  the  operation. 

A perforated  appendix  with  generalized  peri- 
tonitis was  found  and  removed.  Closure  of  the 
abdomen  was  difficult  because  of  intestinal  dis- 
tention, and  the  rate  of  succinylcholine  infusion 
was  increased.  After  three  and  one-half  hours 
of  surgery,  systolic  blood  pressure  was  130  mm. 
Hg,  diastolic  80,  and  pulse  rate  80.  Respira- 
tions were  20  per  minute  and  shallow. 

In  the  recovery  room  the  tidal  volume  was 
measured  and  found  to  be  less  than  100  ml.,  so 
the  endotracheal  tube  was  connected  to  a 
pressure-controlled  assistor-controller  type  of 
mechanical  ventilator  (Bird)  whose  action  the 
patient  initiated  himself.  Chest  excursions  at 
this  time  were  judged  to  be  adequate.  Ap- 
proximately one  and  one-half  hours  later  his 
blood  pressure  began  to  rise,  and  thirty  minutes 
later  he  stopped  “tripping”  the  assistor.  Con- 
trolled ventilation  was  immediately  instituted. 
Examination  of  the  patient  disclosad  him  to  be 
unresponsive  and  areflexic,  with  pink  color, 
pupils  equal  but  dilated  and  not  reacting  to 
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light,  and  no  neurologic  localizing  signs. 
Blood  pressure  was  190  mm.  Hg  systolic,  110 
diastolic,  and  pulse  rate  112.  Carbon  dioxide 
narcosis  was  suspected  and  proved  by  analysis  of 
an  expired  air  sample  which  revealed  a carbon 
dioxide  tension  of  over  100  mm.  Hg  (the 
apparatus  used  does  not  register  higher  than 
100).  Examination  of  arterial  blood  showed 
carbon  dioxide  tension  also  over  100  mm.  Hg, 
oxygen  pressure  205,  and  pH  7.05.  Ventilatory 
excursions  were  increased  in  gradual  stages  so  as 
not  to  decrease  the  oxygen  pressure  too  abruptly. 
Spontaneous  respiration  returned  after  one 
hour,  at  which  time  the  arterial  carbon  dioxide 
tension  was  85  mm.  Hg.  Thereafter,  the  same 
degree  of  hyperventilation  was  maintained. 
Six  hours  later  the  patient  was  fully  conscious 
with  an  arterial  carbon  dioxide  tension  of  43 
mm.  Hg  and  a pH  of  7.37.  Subsequent  recovery 
was  uneventful. 

Comment 

This  patient’s  anesthetic  course  was,  in 
general,  well  managed.  The  greatest  risk, 
that  of  pulmonary  aspiration  of  regurgitated 
material,  was  prevented  by  isolation  of  the 
airway  prior  to  induction  of  anesthesia. 
When  closure  of  the  abdomen  proved  diffi- 
cult, deflation  of  the  intestines  and  flexion  of 
the  operating  table  might  have  resulted  in 
better  surgical  conditions,  thereby  lessening 
the  need  for  a muscle-relaxant  drug,  but  this 
point  need  not  be  labored. 

Postoperatively  the  need  for  ventilatory 
assistance  was  recognized,  and  this  was 
provided  by  means  of  a Bird  respirator. 
Then,  however,  a vital  omission  occurred: 
The  patient’s  ventilation  was  not  measured 
accurately  but  instead  was  merely  estimated 
by  observation  of  thoracic  and  abdominal 
movements.  While  an  experienced  observer 
may  be  reasonably  secure  in  a subjective 
evaluation  of  ventilation  adequacy,  objective 
measurements  are  essential  to  avoid  error. 
This  is  particularly  true  in  the  patient  with 
intrinsic  lung  disease,  such  as  the  severe 


emphysema  of  the  patient  under  discussion. 
One  either  may  measure  expiratory  air  vol- 
umes with  a ventilation  meter  or,  better  yet, 
determine  the  partial  pressures  or  concentra- 
tions of  respiratory  gases  in  expired  air  or 
arterial  blood.  In  the  present  case,  the 
finding  of  an  arterial  carbon  dioxide  tension 
in  excess  of  80  mm.  Hg  confirmed  the  clinical 
diagnosis  of  carbon  dioxide  narcosis.  The 
physiologic  effects  of  carbon  dioxide  excess, 
such  as  hypertension,  tachycardia,  hyperp- 
nea,  and  tachypnea,  may  be  obscured  par- 
tially by  depressant  drugs.  Thus,  it  was 
not  until  after  one  and  one-half  hours  of 
hypoventilation,  when  the  carbon  dioxide 
tension  was  over  100  mm.  Hg,  that  this 
patient  began  to  exhibit  clinical  signs  of 
hypercapnia.  The  syndrome,  once  mani- 
fested, was  managed  appropriately:  The 

prime  consideration  in  the  treatment  of  such 
marked  hypercapnia  is  a gradual  reduction 
of  alveolar  carbon  dioxide.1  Rapid  carbon 
dioxide  washout  following  hypercapnia  could 
have  resulted  in  arterial  hypotension  and 
serious  cardiac  arrhythmias;  ventricular 
fibrillation  has  been  observed.2  In  experi- 
mental animals,  these  complications  of  rapid 
washout  all  can  be  prevented  by  simultane- 
ous intravenous  administration  of  hyper- 
tonic sodium  chloride  solution.3  Alterna- 
tively they  are  avoidable,  as  in  the  present 
case,  by  more  leisurely  reduction  of  the  high 
alveolar  and  arterial  tensions  of  carbon  di- 
oxide. 
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On  such  occasions  as  the  day  one’s  in- 
come tax  has  been  paid  or  at  the  close  of  a 
tough  winter  it  is  pleasant  to  recount  some  of 
the  clinical  successes  which  have  brightened 
the  picture  in  particularly  troublesome  cases. 
In  the  field  of  cancer  surgery  this  oppor- 
tunity rarely  exists.  In  the  even  more 
specialized  sphere  of  neurosurgery  for  brain 
neoplasia  these  opportunities  can  be  re- 
counted once  or  twice  in  a lifetime. 

The  2 case  presentations  to  follow  Eire 
certainly  special  in  many  aspects.  It  will 
be  the  theme  of  this  communication  to 
demonstrate  in  these  2 instances  the  rewards 
of  multiple  radical  surgical  procedures  and 
to  ask  and  answer,  if  possible,  the  relevant 
question:  How  much  is  enough? 

Case  reports 

Case  1.  This  patient  was  twenty-seven 
years  old  at  the  onset  of  his  initial  illness. 
At  present  he  is  thirty-eight  years  old, 
married,  and  has  children.  A tumor  mass 
of  the  left  testicle  was  noted  and  removed  at 
another  hospital  on  September  2,  1952,  and 
a diagnosis  of  teratocarcinoma  was  made. 

First  admission.  In  October,  1952,  the 
patient  was  admitted  to  Roswell  Park 
Memorial  Institute,  where  a radical  retro- 
peritoneal lymph  node  dissection  was  per- 


formed. Pathologic  examination  of  the 
nodes  obtained  at  that  time  indicated 
lymphadenitis  without  evidence  of  meta- 
static involvement.  Following  an  unevent- 
ful postoperative  course  he  was  treated  with 
radiation  (1,500  rads)  to  the  lower  and  upper 
left  side  of  the  abdomen.  He  was  dis- 
charged on  January  7,  1953,  without  evi- 
dence of  active  disease. 

Second  admission.  The  patient  was  re- 
admitted on  December  8,  1953,  with  a 
nodular  shadow  in  the  upper  field  of  the  left 
lung  (Fig.  1),  headaches,  speech  impairment, 
bizarre  behavior,  and  flaccid  paralysis  of  the 
right  upper  extremity.  The  seriousness  of 
the  situation  can  be  appreciated  readily. 
A letter  from  one  of  the  staff  surgeons  at  this 
time,  addressed  to  the  patient’s  family 
physician,  described  this  admission  as  ter- 
minal. However,  on  December  22,  1953, 
a left  temporoparietal-occipital  craniotomy 
was  performed,  with  removal  of  a large  cystic 
tumor  from  the  left  temporo-occipital  region. 
This  was  diagnosed  as  a metastatic  terato- 
carcinoma. The  postoperative  course  was 
uneventful,  with  complete  neurologic  re- 
covery except  for  a right  homonymous  visual 
field  defect.  A left  pneumonectomy  was 
then  carried  out  on  February  9,  1954. 
Microscopic  examination  of  various  nodules 
indicated  metastatic  teratocarcinoma.  He 
was  discharged  on  February  20,  1954,  with 
only  moderate  shortness  of  breath. 

On  September  9,  1954..  he  returned  to  the 
outpatient  clinic,  having  had  three  jackson- 
ian  convulsive  episodes,  the  last  one  about 
five  days  prior  to  the  visit.  Examination 
at  this  time  indicated  that  the  right  ho- 
monymous field  defect  was  still  present. 
No  other  symptoms  or  signs  were  recorded. 

Third  admission.  The  seizures  increased 
in  frequency  and  severity,  and  the  patient 
was  admitted  on  October  16,  1954,  for 
further  neurologic  evaluation.  On  October 
22,  1954,  following  ventriculography  (Fig. 
2),  the  craniotomy  site  was  re-explored.  A 
large  brownish-black  tumor  mass  was  iden- 
tified and  again  was  removed,  again  ap- 
parently totally.  The  postoperative  course 
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FIGURE  1.  Case  1.  Chest  film  made  in  1953  dem- 
onstrating metastatic  nodule  in  left  lung. 


was  uneventful.  Radiation  therapy  to  the 
area  of  the  excised  tumor  mass  was  begun. 
A total  of  3,500  rads  was  administered  to  this 
general  vicinity,  and  the  patient  was  dis- 
charged on  December  14,  1954.  No  sub- 
sequent seizures  were  reported,  and  once 
again  all  neurologic  deficits  disappeared 
except  for  the  right  homonymous  field  de- 
fect. The  right  lung  remained  free  of  disease. 

Fourth  admission.  The  patient  did  well 
until  May  18,  1955,  when  he  began  to 
notice  abdominal  discomfort,  vomiting, 
and  convulsions.  It  was  reported  that  he 
had  become  quite  dull  and  confused.  On 
examination  he  was  found  to  be  markedly 
dehydrated  and  relatively  unresponsive. 
There  appeared  to  be  weakness  of  the  right 
arm  and  leg  and  some  impairment  of  sensa- 
tion. Following  rehydration,  he  improved 
considerably.  It  was  felt,  however,  that 
further  exploration  of  the  old  craniotomy 
site  was  indicated,  and  this  was  carried  out 
on  June  1,  1955.  The  underlying  brain 
tissue  was  found  to  be  under  no  increased 
pressure,  but  there  were  areas  of  necrotic 
and  yellowish-white  matter  along  the  oc- 
cipital lobe  and  posterior  portion  of  the 
temporal  lobe.  A cystic  area  was  encoun- 
tered, and  this  was  partially  excised.  Path- 


FIGURE2. Case  1.  Ventriculogram  demonstrating 
marked  displacement  of  ventricular  system  from 
left  to  right.  Silver  clips  are  present  as  a result  of 
first  craniotomy  performed  in  December,  1953. 


ologic  examination  of  the  excised  tissue 
indicated  gliosis  and  foreign  body  reaction, 
but  no  evidence  of  a tumor.  Postopera- 
tively,  he  continued  to  improve  and  was 
discharged  to  the  outpatient  department. 

Fifth  admission.  Within  three  weeks 
after  discharge,  he  developed  signs  of  in- 
testinal obstruction  with  nausea  and  vomit- 
ing. X-ray  examination  indicated  marked 
dilatation  of  the  first  portion  of  the  jejunum, 
with  an  obstruction  approximately  3 feet 
from  the  duodenal  jejunal  junction.  On 
August  3,  1955,  a 10  by  6 cm.  tumor  of  the 
jejunum  causing  intussusception  of  ap- 
proximately 8 to  10  inches  was  removed, 
and  an  end-to-end  anastomosis  was  per- 
formed. A large  tumor  in  the  suprarenal 
area  was  partially  removed,  but  because  of 
its  intimate  adherence  to  the  right  renal 
vein  and  inferior  vena  cava  total  excision 
was  not  possible.  Radiation  was  therefore 
employed  in  this  area  of  renal  vein  involve- 
ment during  the  postoperative  period.  A 
tumor  dose  of  4,836  rads  was  delivered  to 
the  right  upper  abdominal  quadrant,  and 
the  patient  was  discharged  markedly  im- 
proved. 
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Sixth  admission.  The  patient  was  then 
followed  periodically  in  the  outpatient 
clinic  and  did  very  well  until  April  13,  1958, 
when  he  was  readmitted  with  a thirty -hour 
history  of  abdominal  pain,  vomiting,  and 
distention.  On  admission,  his  blood  pres- 
sure was  66/40  and  his  pulse  118.  An 
emergency  laparotomy  was  performed,  and 
an  adhesive  band  was  found  extending 
across  the  mesentery  to  the  bowel,  producing 
a volvulus  and  gangrene.  A resection  was 
performed,  with  an  end-to-end  anastomosis. 
No  abdominal  tumor  was  observed  at  this 
operation.  The  patient  recovered  rapidly 
and  was  discharged  on  May  13,  1958. 

Subsequent  visits  to  the  outpatient  clinic 
failed  to  reveal  any  evidence  of  tumor  re- 
currence. The  patient  was  not  allowed 
driving  privileges  until  1961,  at  which  point 
he  had  been  free  of  seizures  for  a period  of 
approximately  five  years,  and  anticonvulsant 
medication  had  not  been  employed  for  two 
and  one-half  years.  His  homonymous  vis- 
ual field  defect  was  still  present,  but  he  had 
adequate  visual  training  to  circumvent  this 
deficit. 

Seventh  admission.  In  February,  1963, 
the  patient  was  readmitted  for  repair  of  a 
hydrocele  on  the  right.  The  postoperative 
course  was  uneventful.  He  has  been  free  of 
his  disease  for  eight  years  (Fig.  3). 

Eight  major  surgical  procedures  asso- 
ciated directly  with  his  tumor  and  one  elec- 
tive operation  have  left  this  man  remarkably 
free  of  residual  complaints.  No  one  can 
assume,  however,  that  his  troubles  are  at  an 
end. 

Case  2.  History.  Five  years  prior  to 
her  first  admission  to  Roswell  Park  Memo- 
rial Institute,  this  thirty-one-year-old  former 
nurse  had  suffered  a convulsion  while  on 
duty.  The  results  of  a neurologic  examina- 
tion, including  a pneumoencephalogram 
and  an  electroencephalogram,  at  that  time 
were  found  to  be  within  normal  limits. 
Approximately  two  and  one-half  years  prior 
to  admission  she  had  begun  to  complain  of 
progressively  severe  headaches,  numbness 
of  the  right  face  and  tongue,  and  pares- 
thesias in  these  areas  and  had  been  admitted 
to  another  hospital  on  May  3,  1959,  where 
arteriography  indicated  a left  frontal  lesion. 
On  May  13,  1959,  a craniotomy  had  been 
performed,  with  partial  excision  of  a glioma 
which  had  involved  the  region  of  the  chiasm. 


FIGURE  3.  Case  1.  A recent  chart  film  demonstrat- 
ing postpneumonectomy  changes. 


Microscopic  examination  of  the  tumor  had 
indicated  that  it  was  an  astrocytoma  grade 
III  to  IV.  She  had  been  discharged  on 
anticonvulsant  medication  because  of  daily 
seizures. 

First  admission.  The  patient  was  ad- 
mitted to  Roswell  Park  Memorial  Institute 
on  February  21,  1961,  with  an  increasing 
visual  deficit  most  pronounced  in  the  left 
eye.  During  the  examination,  she  had 
multiple  seizures,  with  transitory  loss  of 
consciousness  lasting  for  approximately  one 
minute.  She  had  marked  left  exophthal- 
mos. Neurologic  examination  indicated  that 
she  was  blind  in  the  left  eye  and  had  preser- 
vation of  vision  only  in  the  upper  temporal 
quadrant  of  the  right  eye.  Funduscopic 
examination  of  the  left  eye  revealed  optic 
atrophy.  There  was  no  indication  of  a 
motor  or  sensory  deficit,  however.  An 
arteriogram  indicated  a displacement  of  the 
left  anterior  cerebral  artery  across  the  mid- 
line (Fig.  4).  On  March  1,  1961,  the  left 
frontal  craniotomy  site  was  re-explored. 

Marked  increased  intracranial  pressure 
was  encountered,  requiring  the  use  of  urea, 
and  multiple  cystic  areas  were  observed. 
The  left  frontal  lobe,  which  was  almost 
totally  replaced  by  tumor,  was  excised. 
Tumor  extended  into  the  left  temporal  lobe 
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FIGURE  4.  Case  2.  Left  carotid  arteriogram  made 
in  February,  1961,  demonstrating  shift  of  left  an- 
terior cerebral  artery  from  left  to  right. 


and  into  the  right  hemisphere  via  the  corpus 
callosum  and  in  the  vicinity  of  the  optic 
chiasm.  A diagnosis  of  astrocytoma  grade 
II  was  made.  The  postoperative  course  was 
uneventful,  and  the  patient  was  discharged 
on  March  13,  1961.  She  was  followed  in 
the  outpatient  clinic,  where,  on  April  18, 
1961,  further  loss  of  vision  was  noted  but 
without  apparent  increased  intracranial 
pressure. 

Second  admission.  After  six  months  of 
minimal  progression  of  symptoms,  in  Sep- 
tember, 1961,  seizure  activity  reappeared 
and  was  associated  with  headaches,  nausea, 
and  vomiting.  The  patient  was  therefore 
readmitted  to  the  neurosurgical  service  on 
September  25,  1961.  She  had  a tense,  bulg- 
ing left  frontoparietal  craniotomy  flap. 
There  was  anosmia,  exophthalmos  of  the 
left  eye,  total  blindness  in  the  left  eye,  and 
light  vision  only  in  the  right  eye.  The  optic 
disks  bilaterally  were  pale,  without  papille- 
dema. There  was  hyperesthesia  of  the  left 
forehead  and  zygoma.  The  remaining  cra- 
nial nerves  were  intact.  The  results  of 


motor  and  sensory  examinations  were  with- 
in normal  limits.  Electroencephalograms 
demonstrated  bilateral  frontal  slow- wave 
activity. 

On  September  28,  1961,  re-exploration 
of  the  old  tumor  site  was  carried  out, 
and  a large  cystic  tumor  mass  was  en- 
countered and  partially  excised.  The  left 
temporal  lobe  seemed  to  be  massively  in- 
volved at  this  time.  The  bone  flap  was 
removed  because  of  severe  edema.  The 
tumor  tissue  was  diagnosed  as  astrocytoma 
grade  III. 

Following  surgery  the  patient  was  aphasic 
and  had  a right  hemiparesis.  On  October 
20  it  was  noted  that  she  was  able  finally  to 
flex  the  fingers  of  the  right  hand,  although 
with  little  dexterity.  Her  aphasia  improved 
considerably,  and  she  had  only  moderate 
difficulty  in  naming  objects.  Her  sentence 
construction  was  still  markedly  impaired. 

On  October  25,  a percutaneous  left  carotid 
catheterization  was  carried  out,  and  slow 
infusion  of  nitrogen  mustard  via  the  internal 
carotid  artery  was  begun;  2 mg.  of  nitrogen 
mustard  were  given  daily  over  a period  of 
three  days  for  a total  of  6 mg.  On  the 
second  day  of  infusion  the  patient  com- 
plained of  drowsiness  and  of  severe  pain 
behind  the  left  eye.  After  the  third  in- 
fusion it  was  noted  that  she  had  complete 
ipsilateral  ophthalmoplegia  on  the  left. 
Following  the  third  infusion  the  catheter 
was  removed  because  of  the  very  marked 
response  to  the  drug.  No  hemopoietic 
alterations  were  encountered,  since  sodium 
thiosulfate  had  been  given  simultaneously  by 
vein  to  neutralize  the  systemic  effects  of 
nitrogen  mustard.  Because  of  the  marked 
response  to  nitrogen  mustard  it  was  felt 
that  further  intra-arterial  infusion  was  not 
indicated.  Therefore,  radiation  therapy 
was  advised  and  instituted  on  December  15, 
and  she  received  a total  tumor  dose  of  3,400 
rads.  She  was  discharged  on  January  14, 
1962,  to  a nursing  home,  having  developed 
only  moderately  effective  movement  of  the 
right  hand  and  some  activity,  although  not 
functional  activity,  of  the  right  leg.  Over 
the  course  of  the  next  twelve  months,  she 
was  given  physiotherapy  at  the  nursing 
home  and  was  followed  by  a visiting  nurse 
service.  Infrequent  communications  be- 
tween the  patient  and  the  Institute  indi- 
cated that  there  was  gradual  neurologic 
improvement. 
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FIGURE  5.  Case  2.  Radiographic  identification  of 
cholelithiasis  made  in  January,  1963. 


Third  admission.  Because  of  this  im- 
provement, it  was  felt  that  further  hos- 
pitalization for  evaluation  of  the  patient 
was  indicated,  and  she  was  therefore  ad- 
mitted to  the  neurosurgical  service  on 
January  17,  1963.  At  that  time  the  left 
frontal  bony  defect  at  the  site  of  the  previous 
craniotomies  was  found  to  be  concave,  with 
normal  pulsation.  The  patient  was  rational 
and  talkative,  with  only  a minimal  amount 
of  speech  impairment.  She  was  using  the 
right  upper  extremity  with  dexterity  and  was 
able  to  walk,  needing  assistance  only  because 
of  her  blindness.  She  had  light  perception 
only  in  the  right  eye.  There  had  been  no 
evidence  of  tumor  growth  since  her  last 
admission  one  year  before.  There  had 
been  no  seizures  since  the  last  operation, 
and  she  had  not  required  anticonvulsant 
medication.  The  ophthalmoplegia  had  to- 
tally disappeared.  The  obvious  improve- 
ment in  the  neurologic  picture  was  apparent 
to  all  concerned. 

However,  she  had  developed  symptoms  of 
fatty  food  intolerance,  and  radiologic  ex- 
amination during  the  admission  indicated 


cholelithiasis,  (Fig.  5).  On  the  strength  of 
her  favorable  progress  over  the  past  year, 
a cholecystectomy  was  performed  on  Jan- 
uary 25,  1963.  Multiple  stones  were  en- 
countered. Her  postoperative  course  was 
uneventful,  and  she  was  discharged  im- 
proved on  February  3, 1963. 

This  woman  although  blind,  is  happy  and 
with  some  assistance  can  manage  the 
children  and  household.  There  can  be  no 
prediction  as  to  how  long  she  will  remain  in 
this  favorable  condition.  Progression  of 
tumor  growth  is  anticipated,  although  an 
amazing  period  has  already  elapsed  during 
which  she  improved  rather  than  reached  a 
plateau  and/or  deteriorated. 

Comment 

The  management  of  these  2 patients  ex- 
emplifies an  aggressive  therapeutic  ap- 
proach to  primary  and  metastatic  neoplastic 
disease.  However,  it  is  proper  at  this  point 
to  indicate  clearly  that  neurosurgical  thera- 
peutic failures  in  neoplastic  disease  are 
about  50  times  as  common.  With  such  a 
figure  it  becomes  easy  for  the  physician  to 
undersell  radical  therapy.  Rightly  or 
wrongly,  economic  considerations  usually 
cloud  the  thinking  of  all  concerned.  In  the 
end,  however,  it  is  necessary  to  meld  two 
philosophies.  The  patient  must  want  to 
live  at  all  costs  and  be  in  a position  to  make 
this  decision  or  to  indicate  his  wishes  when 
competent  to  do  so,  and  the  physician  must 
see,  although  hazily,  the  possibility  of  a 
happy  end  result.  The  patient  cannot  de- 
mand aid  when  none  is  available,  nor  can 
the  physician  oversell  a therapeutic  effort 
through  enthusiasm  or  self-interest. 

The  cumulative  effect  of  the  desire  to  sur- 
vive at  all  costs  and  the  energy  to  look  for  a 
possible  solution  despite  difficult  odds  will 
permit  the  answer,  “Nothing  is  too  much,” 
to  the  question,  “How  much  is  enough?” 
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Chronic  Aphthous  Ulcers 
(Canker  Sores)  Due 
To  Inhalant  Allergen 
Sensitivity 
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Chronic  aphthous  ulcers  (canker  sores, 
ulcerative  stomatitis)  frequently  present  the 
physician  with  a problem  of  finding  the 
etiologic  agent  or  agents  responsible.  Many 
diverse  causes  have  already  been  proved  to 
be  capable  of  precipitating  these  extremely 
painful  and  distressing  phenomena,  some 
by  contact  sensitivity,  such  as  dentifrices, 
teeth  whiteners,  mouth  purifiers,  soaps, 
detergents,  chewing  gum,  drugs,  foods, 
acrylic  resin  liquid  monomers  in  dentures, 
metals,  and  tobacco  and  some  by  infectious 
agents  such  as  herpes  simplex,  Vincent’s 
spirochetes,  syphilis,  and  moniliasis;  some 
are  concurrent  ulcerations,  the  result  of  avi- 
taminoses (pellagra,  scurvy),  pemphigus, 
leukemia,  and  agranulocytosis,  and  others  are 
carcinomatous  ulcers  of  the  oral  mucosa.1-3 
Once  the  infectious  and  neoplastic  types  are 
ruled  out,  the  problem  then  boils  down  to  a 
possible  contact  sensitivity,  local  irritants, 
electrolytic  ulceration,  or  some  other  un- 
known cause. 

Gray,  Harten,  and  Walzer4  have  shown  by 
their  studies  that  the  mucous  membrane  of 
the  oral  cavity  can  be  sensitized  by  contact 
allergenic  substances  in  the  same  manner  as 
the  mucous  membrane  lining  of  the  remain- 
der of  the  gastrointestinal  tract.  The  studies 
of  Tuft  and  Ettelson5  and  Tuft  and  Girsh6 
of  sensitivity  to  weak  organic  acids  (citric 
and  acetic)  plus  their  technics  of  investiga- 


tion were  a great  step  in  proving  etiology  to 
contact  allergens  by  reproduction  of  the 
lesions  with  the  etiologic  agents.  The  food 
allergy  studies  by  Rowe7  and  his  associates 
have  proved  that  some  cases  are  due  to 
various  foods.  Many  investigators,  how- 
ever, were  unable  to  corroborate  the  findings 
of  Tuft  and  Rowe,  namely  Kutscher  et  al.s 
who  found  none  of  their  series  of  patients 
sensitive  to  citric  or  acetic  acids,  or  Barbash 
et  al .9  who  could  not  establish  allergy  to 
foods  as  a cause  in  their  series  of  patients. 
This  latter  was  also  corroborated  by  the 
studies  of  Sircus,  Church,  and  Kelleher. 3 

Obviously,  in  any  series  of  cases  many 
different  etiologic  agents  can  possibly  in- 
volve the  mucous  membranes  of  the  oral 
cavity  since  it  is  the  major  portal  of  entry  of 
the  body,  and  it  comes  in  contact  with  an 
infinite  variety  of  substances.  Certainly 
many  of  these  cases  are  allergic  in  character 
due  to  specific  sensitization5;  others  are 
perchance  local  irritants.  Cultures  and 
smears  of  the  ulcers  usually  reveal  the  com- 
mon oral  bacterial  flora  except  in  cases  of  drug 
sensitivities  when  Candida  albicans  may 
be  predominating,  or  in  the  true  infectious 
cases  when  the  spirochetes  of  Vincent’s  or 
syphilis  would  be  noted  with  dark  field 
microscopic  technics. 

Treatment  in  cases  of  contact  sensitivity, 
food  allergy,  or  local  irritants  involves  re- 
moval or  avoidance  of  the  suspected  sub- 
stances with  eventual  clearing  of  the  symp- 
toms within  a few  days.  Occasionally  appli- 
cation of  silver  nitrate  plus  hydrogen  per- 
oxide or  saline  mouth  rinses  will  accelerate 
the  healing  process. 

Once  the  differential  diagnosis  has  ruled 
out  infectious  processes,  neoplasm,  avitami- 
noses, contact  sensitivities,  or  local  irritants 
and  foods,  then  further  investigation  is  in 
order.  The  following  case  report  is  pre- 
sented to  demonstrate  another  possible  cause 
of  chronic  aphthous  ulcers. 

Case  report 

A twenty-eight-year-old  office  clerk  with 
the  chief  complaint  of  chronic  perennial 
stuffiness  of  the  nose,  had  nasal  discharge, 
postnasal  drip,  and  sneezing  spells  of  four 
years  duration.  Incidental  with  these  symp- 
toms he  had  been  suffering  with  constant 
and  numerous  canker  sores  in  the  mouth, 
gums,  palate,  tongue,  and  throat  for  over 
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two  years.  No  seasonal  variation  in  the 
severity  of  any  symptoms  was  noted.  His 
family  physician  had  advised  him  to  stop 
smoking,  discontinue  the  use  of  all  types  of 
dentifrice  (using  only  sodium  bicarbonate), 
and  no  citrus  fruits,  spices,  or  raw  foods  in 
any  form. 

He  was  taking  large  doses  of  multivitamin 
capsules  to  no  avail.  There  was  no  history 
of  his  having  had  any  antibiotic  treatments 
prior  to  onset  of  the  ulcers.  Antibiotics, 
namely  sulfonamides  and  tetracycline,  were 
given  later  to  attempt  healing  the  ulcers  but 
were  also  to  no  avail.  Local  treatments  in 
the  mouth  consisted  of  hydrogen  peroxide, 
sodium  perborate,  and  gentian  violet,  also 
to  no  avail.  Elimination  diets  attempted  in 
addition  gave  no  relief.  This  patient  had  no 
pets  in  the  house,  used  feather  pillows,  and 
had  no  history  of  any  drug  sensitivities. 
His  family  history  revealed  that  his  mother 
suffered  with  frequent  episodes  of  urticaria. 
The  patient  had  no  history  of  any  previous 
allergic  phenomena. 

Physical  examination  revealed  marked 
bogginess  and  pallor  of  the  nasal  mucosa 
with  a bilateral  mucoid  discharge  but  no 
evidence  of  secondary  infection.  Oral  mu- 
cosa exhibited  numerous  ulcerations,  varying 
in  size  from  1 mm.  in  diameter  to  3 by  5 
mm.,  over  the  mucous  membrane  lining  of 
cheeks,  gums,  soft  palate,  inside  of  bps, 
under  the  tongue,  and  oral  pharynx.  The 
tonsils  had  been  removed.  The  anterior 
cervical  lymph  nodes  were  enlarged  and 
tender  as  were  the  submental  nodes.  The 
rest  of  the  physical  examination  was  normal. 

Laboratory  tests  revealed  a hemoglobin 
of  12.4  Gm.,  4,150,000  red  blood  cells, 
14,800  white  blood  cells,  polymorphonuclear 
leukocytes  78,  lymphocytes  14,  and  eosino- 
phils 8.  The  urine  was  normal  and  the 
sedimentation  rate  14  mm.  per  hour.  Cul- 
tures of  oral  ulcers  revealed  hemolytic 
Staphylococcus  albus,  Neisseria  catarrhalis, 
nonhemolytic  streptococcus,  and  Candida 
albicans. 

Intradermal  skin  testings  revealed  marked 
immediate  wheal- type  reactions  to  house 
dust,  feathers,  Mucor,  Candida,  Hormo- 
dendrum,  Alternaria,  Aspergillus,  and  Peni- 
cillium  molds,  with  moderate  reaction 
to  staphylococcus  toxoid.  Food  testings 
showed  no  sensitivities  on  immediate  or 
delayed  reactions.  Oral  mucosal  tests  with 
citric  and  acetic  acid  gave  negative  results. 


Antihistamines  were  given  with  moderate 
relief  of  nasal  symptoms  but  with  only  slight 
relief  of  oral  symptoms. 3 Hyposensitization 
was  started  to  the  house  dust,  molds, 
feathers,  and  staphylococcus  toxoid,  pri- 
marily to  control  the  allergic  rhinitis. 

In  the  course  of  the  following  ten  weeks 
the  patient  noted  marked  relief  of  the 
rhinitis  and  complete  clearing  of  the  canker 
sores  for  the  first  time  in  over  two  years. 
The  patient  continued  with  hyposensitiza- 
tion for  one  year,  still  remaining  clear  of 
rhinitis  and  ulcers  in  his  mouth;  then  he 
voluntarily  discontinued  treatment.  The 
patient  was  seen  again  four  months  later 
with  recurrence  of  rhinitis  and  the  canker 
sores.  Reinstitution  of  hyposensitization 
brought  both  the  rhinitis  and  canker  sores 
under  control  with  no  other  therapy. 

At  this  point  it  was  decided  to  do  buccal 
mucosal  testings  using  the  technic  of  Tuft,6 
but  using  instead  the  skin-testing  strengths 
of  house  dust,  feathers,  the  six  molds,  and 
staphylococcus  toxoid.  After  twenty  min- 
utes the  tested  areas  were  checked  revealing 
redness  and  mild  desquamation  in  the  area 
of  the  application  of  house  dust,  feathers, 
and  the  combined  molds.  These  same  areas, 
checked  after  twenty-four  hours,  revealed  a 
2-mm.  diameter  ulcer  at  site  of  house  dust, 
a 1-mm.  ulcer  at  site  of  feathers,  and  a 1-cm. 
by  3-cm.  ulcer  at  site  of  the  combined  molds. 
The  patient  was  continued  on  treatment  by 
hyposensitization  for  the  next  two  years 
with  no  further  recurrence  of  the  canker 
sores. 

Comment 

This  case,  originally  treated  specifically 
for  a perennial  allergic  rhinitis  and  with  co- 
incidental history  of  chronic  aphthous  ulcers, 
was  found  to  respond  to  treatment  with 
apparent  complete  subsidence  of  the  canker 
sores  as  well  as  the  rhinitis.  When  later 
recurrence  of  both  rhinitis  and  canker  sores 
appeared,  as  the  result  of  having  discon- 
tinued treatment  voluntarily,  and  then 
rapidly  subsided  after  reinstitution  of  treat- 
ment, it  was  decided  to  use  the  buccal  mu- 
cosal testings  according  to  the  technic  of 
Tuft6  to  determine  if  the  allergens  responsi- 
ble for  the  respiratory  symptoms  could  in 
any  way  have  contributed  to  the  recurrence 
of  the  oral  lesions.  The  results  of  these 
buccal  mucosal  tests  were  in  keeping  with 
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the  reason  for  the  clinical  course  of  this  pa- 
tient while  under  treatment. 

Controlled  experiments  were  run  on  6 
patients  with  perennial  allergic  rhinitis  and 
no  oral  symptoms,  using  the  buccal  mucosal 
tests  with  the  allergens  to  which  they  showed 
marked  immediate  wheal  skin  test  reactions, 
and  all  cases  showed  no  apparent  changes  in 
the  mucosa  after  twenty  minutes  nor  after 
twenty-four  hours. 

Summary 

The  case  presented  is  apparently  a prob- 
lem of  an  allergic  individual  with  proved 
inhalant  sensitivities  causing  an  allergic 
rhinitis  and  who  incidentally  was  also  suffer- 
ing with  chronic  aphthous  ulcers  due  to  the 
same  inhalant  allergens.  It  is  hoped  that 
this  presentation  will  stimulate  further 
studies  and  diagnostic  procedures  into  the 
origin  of  chronic  aphthous  ulcers  when  all 
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Mental  impairment  in  kwashiorkor 


Researchers  at  Cornell  University  have  found 
apparently  permanent  impairment  of  the 
mental  ability  of  baby  pigs  in  which  they  had 
induced  symptoms  of  kwashiorkor. 

Discovery  of  behavioral  abnormalities  in 
animals  with  a “kwashiorkor-like  syndrome” 
means  researchers  now  have  a highly  useful  tool 
with  which  to  study  the  biochemical  ways  in 
which  the  disease  may  affect  mental  ability. 

As  an  experimental  animal,  the  pig  has  at 
least  two  advantages  in  almost  any  study  in- 
volving nutrition.  He  normally  eats  foods 
like  those  of  humans,  yet  he  will  also  stuff  him- 
self on  abnormal  or  unusual  diets. 

Littermates  were  divided  into  controls  and 
test  animals.  This  began  when  the  pigs  were 
three  weeks  old,  weaning  time.  The  controls 
received  a normal  diet,  with  what  seems  to  be 
the  required  amount  of  protein  for  good  growth. 
The  experimental  animals  were  fed  a diet  mark- 


previously known  methods  have  failed  to 
reveal  the  cause. 

596  Hampton  Road 
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edly  short  of  protein.  Growth  in  the  test  pigs 
almost  stopped,  while  “control”  pigs  doubled 
their  weight  during  the  eight- week  experimental 
period. 

During  this  eight-week  time  the  responses 
of  both  sets  of  piglets  were  observed  when  they 
were  subjected  to  changes  in  the  lighting  of  a 
test  room  followed  by  a mild  electric  shock  to  a 
foreleg.  The  poorly-nourished  pigs  responded 
less  predictably  than  their  well-fed  brothers  and 
sisters.  The  response  could  not  be  trained  out 
of  them,  whereas  the  controls  soon  ceased  to  re- 
spond to  the  light  signal  when  the  practice  of 
following  it  with  shock  was  discontinued. 

Furthermore,  the  team  found  that  even  pigs 
cured  of  kwashiorkor — put  back  on  a complete 
diet  until  all  symptoms  had  disappeared  and 
with  apparently  normal  growth  taking  place — 
would  not  stop  responding  to  the  light  change. 
In  other  words,  some  permanent  impairment 
of  mental  ability  had  occurred  in  the  test  pigs. 
This  procedure  was  used  for  many  sets  of  in- 
fant pig  littermates  of  varying  ages.  The  re- 
sults always  followed  the  same  basic  pattern. 
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FIGURE  1.  Foreign  bodies  seen  on  x-ray  examination  of  gastrointestinal  tract  on  (A)  February  5,  1961; 
(B)  February  4, 1962;  (C)  April  7, 1962;  (D)  July  6, 1962;  (E)  December  5, 1962;  and  (F)  February  1, 1963. 
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From  the  Surgical  Service 
of  the  Brooklyn  State  Hospital 


On  December  17,  1960,  we  reported  the 
case  of  a male  patient  at  the  Brooklyn  State 


Hospital.  * This  patient  had  ingested  a 
considerable  number  of  foreign  bodies. 
They  were  removed  by  laparotomy  from 
a diverticulum  that  had  formed  on  the 
posterior  aspect  of  the  stomach.  Post- 
operatively  the  patient  did  well  and  con- 
tinued to  be  under  observation.  He  had 
been  ambulatory  and  had  the  privilege  of 
walking  about  the  hospital  grounds. 

During  the  period  following  the  first 
surgical  procedure,  scout  films  of  the  ab- 
domen were  taken  at  intervals.  On  Febru- 
ary 5,  1961,  two  opaque  foreign  bodies  were 
seen  in  the  gastrointestinal  tract.  These 
were  identified  as  coins  and  were  in  the 
colon.  From  this  time  onward  a rapid  ac- 
cumulation of  material  was  seen  (Fig.  1). 

On  February  1,  1963,  the  patient  was  am- 
bulatory and  did  not  complain  of  pain. 

* Kane,  A.  A.,  Ginn,  B.,  and  Mora,  B.  A.:  Multiple  foreign 
bodies  in  the  stomach,  J.A.M.A.  174:  2073  (Dec.  17)  1960. 


1636  New  York  State  Journal  of  Medicine  / June  15,  1964 


FIGURE  2.  Foreign  bodies  removed  from  pouch 
in  jejunum. 


FIGURE  3.  Fistulous  opening  between  stomach 
and  jejunum. 


There  was  no  vomiting.  He  was  unaltered 
in  appearance,  and  his  mental  status  was 
unchanged.  He  appeared  to  have  lost 
several  pounds.  On  physical  examination 
the  only  abnormal  findings  were  in  the 
abdomen.  There  was  an  incisional  hernia 
at  the  site  of  the  previous  surgery.  A mass 
could  be  palpated  in  the  left  upper  quadrant 
just  under  the  costal  margin. 

Laboratory  studies  revealed  a red  blood 
cell  count  of  3,852,000,  a hemoglobin  level 
of  10.9  Gm.  per  100  ml.,  hematocrit  36, 
white  blood  cell  count  8,300,  polymorpho- 
nuclear leukocytes  20,  lymphocytes  17,  and 
monocytes  3.  The  blood  urea  nitrogen  was 
14.3,  creatinine  1.2,  and  glucose  135  mg. 
per  100  ml.  His  electrocardiogram  showed 
low  voltage  of  main  complexes  in  limb  and 


unipolar  leads.  This  was  interpreted  by 
the  cardiologist  as  suggesting  myocardial 
damage. 

In  view  of  the  large  amount  of  material 
collected,  the  decision  was  made  to  operate 
on  the  patient.  This  procedure  was  per- 
formed under  general  anesthesia  on  Febru- 
ary 13,  1963.  The  abdomen  was  opened 
through  a left  paramedian  incision.  After 
freeing  numerous  intraperitoneal  adhesions, 
the  stomach  was  mobilized.  It  was  freed 
anteriorly.  The  transverse  mesocolon  was 
opened,  and  the  lesser  sac  was  entered. 
A large  mass  was  felt  posterior  to  the 
stomach.  After  the  mass  was  freed,  it  was 
found  to  be  a portion  of  the  jejunum.  This 
structure  was  dilated  to  form  a pouch.  It 
was  found  to  be  the  repository  of  the  largest 
portion  of  the  retained  foreign  bodies,  which 
were  removed  (Fig.  2).  These  included: 


Keys  (various  sizes)  34 

Key  rings  2 

Fountain  pen  1 

Key  holder  1 

Pipe  ends  2 

Cigar  holder  1 

Religious  medals  and  crosses  (6  Catholic, 

2 Jewish)  8 

Chains  (various  sizes  and  lengths)  9 

Bracelets  3 

Benzedrex  inhaler  1 

Pocket  knives  3 

Beer  can  openers  2 

Tie  clip  1 

Money  clip  1 

Nail  files  4 

Thimble  1 

Sewing  machine  needle  1 

Glass  button  1 

Pencils  2 

Drink  mixer  1 

Name  plate  1 

Dress  pin  1 

Broken  beads  39 

Fruit  seeds  2 

Unidentified  articles  8 

Money  (Pieces)  29 

Dollar  bill  1 

Half  dollar  1 

Dimes  2 

Quarters  17 

Nickels  7 

Penny  1 


$6.31 

Total  articles:  159 

Total  weight:  sludge,  2 pounds,  1 ounce 

After  evacuation  of  the  mass  a fistulous 
opening  was  seen  between  the  stomach  and 
the  jejunum  (Fig.  3).  It  was  for  this  reason 
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that  we  had  never  found  any  objects  in  the 
duodenum  on  x-ray  examination.  Several 
other  foreign  bodies  were  found  in  the  ileum 
and  in  the  sigmoid  colon.  These  were  re- 
moved by  opening  the  bowel.  All  openings 
were  repaired  with  a two-layer  closure  using 
chromic  catgut  number  00  for  the  mucosal 
and  submucosal  suture  and  number  000 
silk  for  the  seromuscular  layer.  The  ab- 
domen was  closed  without  drainage. 

Postoperatively  the  patient  did  well  ex- 
cept for  a slough  of  a 3 -inch  square  of  skin 
on  the  abdominal  wall.  This  was  repaired 
with  a split-skin  graft.  The  muscle  and 


fascia  were  intact.  There  was  a rapid 
convalescence.  The  patient  is  now  ambu- 
latory and  is  permitted  to  walk  about  the 
grounds  of  the  hospital. 

On  May  29,  1963,  the  patient  weighed 
154  pounds.  His  hemoglobin  level  was  12 
Gm.  per  100  ml.,  hematocrit  40,  red  blood 
cell  count  4,120,000,  white  blood  cell  count 
8,000,  polymorphonuclear  leukocytes  60 
per  cent,  lymphocytes  30,  and  basophils  1. 
He  will  continue  to  be  under  observation. 

Acknowledgment.  Drawings  are  by  Daniel  Kane,  M.D. 
Mr.  W.  H.  Anderson,  senior  maintenance  supervisor,  mounted 
the  specimens. 
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Seventh  Charles  R.  Mathews,  M.D.,  Monroe 

Eighth  Walter  S.  Walls,  M.D.,  Erie 

Ninth  Reid  R.  Heffner,  M.D.,  Westchester 

At  large  Leo  S.  Drexler,  M.D.,  Kings 

At  large  John  E.  Lowry,  M.D.,  Queens 
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History  of  Medicine 


Butterfield 
Memorial  Hospital 

LEONARD  K.  SUPPLE,  M.D. 

Beacon,  New  York 

From  the  Julia  L.  Butterfield  Memorial  Hospital 


As  one  of  the  physicians  with  the  greatest 
number  of  years  of  service  at  the  Butter- 
field Memorial  Hospital  in  Cold  Spring, 
New  York,  it  has  been  pleasing  to  me  to 
observe  the  changes  that  have  taken  place 
recently  in  that  institution  and  are  still 
continuing  to  take  place  there.  Butter- 
field was  opened  as  a hospital  in  this  small 
town  in  the  northwest  corner  of  Putnam 
County  on  February  13,  1925.  At  that  time 
the  resident  medical  staff  of  the  village 
consisted  of  Coryell  Clark,  M.D.,  Ralph  M. 
Hall,  M.D.,  Leslie  M.  Stevenson,  D.D.S., 
and  Louis  J.  Genesse,  D.D.S.  These  were 
aided  and  assisted  by  a group  of  some  ten 
visiting  physicians  from  Poughkeepsie, 
Peekskill,  and  Newburgh,  New  York.  The 
nursing  staff  consisted  of  Miss  Margaret  F. 
Hiller,  R.N.,  Superintendent,  and  five  other 
registered  nurses. 

Founding  of  hospital 

The  Julia  L.  Butterfield  Memorial  Hos- 
pital was  begun  by  Mrs.  Julia  L.  Butter- 
field who  left  money  for  its  construction 
and  an  endowment  of  $100,000  at  her  death 
in  1913  in  her  ninetieth  year.  Prior  to  that 
time,  patients  in  Cold  Spring  and  the  sur- 
rounding area  were  forced  to  go  either  7 
miles  north  over  a rough  and  rocky  road  to 
a hospital  in  Beacon  or  about  15  miles 
south  along  an  equally  uninviting  road  to 
Peekskill  if  hospitalization  was  necessary. 


One  can  see  that  Butterfield  Hospital  was 
indeed  manna  from  heaven  to  the  residents 
of  the  Phillipstown  area.  In  its  first  year 
Butterfield  Memorial  Hospital  admitted 
218  patients,  and  21  infants  were  born  in  the 
hospital.  There  were  13  deaths,  7 resulting 
from  senility  and  6 from  other  causes. 
During  that  year  43  major  operations  and 
44  tonsil  and  adenoid  operations  and  much 
other  work  was  performed.  At  that  time 
the  patient’s  board  was  $25  a week  or  $4.00 
a day.  The  operating  room  charge  was 
$5.00  to  $10,  and  the  delivery  room  fee  was 
$5.00.  X-rays  cost  $5.00  and  upward. 

War-time  operation 

In  1940  I began  to  take  patients  to  the 
Butterfield  Hospital,  and  both  my  patients 
and  I were  well  received  there.  At  that 
time  Dr.  Hall  and  Dr.  Clark  were  still 
practicing  medicine  and  surgery  and  J. 
Cowan,  M.D.,  had  begun  to  practice  in 
Cold  Spring  shortly  prior  to  this  time. 
In  those  days  ether  or  spinal  were  the  only 
two  anesthetics  generally  used,  although 
nitrous  oxide  was  employed  occasionally  for 
major  operations.  Dr.  Hall,  Dr.  Clark,  and 
I formed  a team,  alternating  in  operating, 
assisting,  and  administering  the  anesthetic. 

There  was  no  air  conditioning  in  the 
operating  room  then,  and  on  hot  summer 
days  the  administration  of  ether  was  a 
tremendous  job.  I remember  one  particu- 
lar Saturday  afternoon  when  I was  giving 
open-drop  ether  to  a patient  for  a ruptured 
duodenal  ulcer;  Dr.  Hall  and  Dr.  Clark 
were  attempting  to  close  the  perforation. 
The  temperature  was  about  95  F.  in  the 
operating  room,  and  there  was  not  a breath 
of  air  stirring.  The  patient  was  not  taking 
the  anesthetic  well  because  of  his  previous 
alcoholism.  There  is  a marked  contrast  be- 
tween such  a scene  and  the  present  day  in  the 
operating  room  and  the  anesthetics  being 
given  there. 

From  that  time  until  the  end  of  World 
War  II  there  was  a dearth  of  physicians 
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in  the  entire  area.  It  was  not  unusual  for 
all  of  us  to  work  in  the  hospital  from  8:00 
a.m.  until  1:00  p.m.  then  dash  madly  to  our 
respective  offices  and  take  care  of  the 
patients  there.  After  this,  we  would  go  out 
to  make  house  calls  and  return  to  the  office 
for  evening  hours.  On  many  nights  we  would 
operate  again  at  9:00  p.m.  to  finish  up  the 
surgery  for  that  day  and  be  ready  to  start 
surgery  at  8:00  a.m.  the  next  morning 
again.  We  did  not  do  this  seven  days  a 
week  routinely,  but  there  were  many  opera- 
tions performed  on  Saturday  and  Sunday 
in  those  days.  The  one  important  thing 
that  existed  at  that  time  and  still  exists  at 
the  Butterfield  Memorial  Hospital  was  the 
rapport  among  the  physicians,  nurses, 
office  help,  nurses’  aides,  kitchen  help, 
and  janitors  who  worked  there.  Many 
a night  during  World  War  II  I saw  one 
of  the  janitors  take  the  money  which  we 
gave  him  and  go  to  a nearby  restaurant  to 
buy  sandwiches  for  all  of  those  who  were 
working  at  that  late  hour.  The  coffee  was 
made  at  the  hospital,  and  between  oper- 
ations, perhaps  at  10 : 30  p.m.,  we  would  have 
sandwiches  and  coffee  and  return  once  more 
to  the  operating  room;  but  no  one  ever 
felt  bitter  about  this.  The  spirit  of  camara- 
derie still  exists  in  this  fortunate  institution. 
Patient  care  there  was  and  still  is  at  least 
as  excellent  as  one  can  get  in  any  univer- 
sity hospital  anywhere  in  the  United  States. 

Growth  of  hospital 

In  1941,  thanks  to  the  generosity  of  the 
people  in  Phillipstown  and  the  surrounding 
area,  an  addition  was  put  on  the  hospital  at 
considerable  expense.  When  this  addition 
was  opened  to  the  public  for  patient  care,  it 
seemed  to  all  of  us  who  worked  there  that 
we  had  the  best  hospital  in  the  United  States. 
In  retrospect,  we  were  probably  correct  in 
feeling  that  way.  However,  about  three 
years  ago  it  became  evident  that  the  Butter- 
field Memorial  Hospital  as  it  existed  at  that 
time  was  inadequate,  unfortunately,  to  give 
proper  medical  care  of  the  caliber  needed. 
Accordingly,  application  was  made  for  Hill- 
Burton  funds  to  enlarge  and  improve  the 
hospital.  A grant  was  given,  and  a public 
drive  was  put  on  which,  with  the  Hill- 
Burton  funds,  gave  sufficient  money  to  pro- 
duce the  new  Butterfield  Memorial  Hospital. 
Once  again,  more  than  twenty  years  since 


the  first  addition,  all  of  us  who  now  practice 
medicine  in  this  institution  feel  that  we  now 
have  the  best  possible  hospital  facilities, 
and  I believe  that  once  again  we  are  correct 
in  so  feeling. 

Additional  personnel 

In  1950  Dr.  Hall  felt  that  he  was  so  busy 
that  he  needed  an  assistant  and  also  someone 
who  could  give  anesthetics.  Accordingly, 
he  obtained  the  services  of  Robert  A. 
Seitz,  M.D.,  who  assisted  Dr.  Hall  in  the 
medical  care  of  his  patients  and  administered 
anesthetics  for  all  of  his  operations.  Dr. 
Seitz  is  still  extremely  active  and  now  con- 
ducts his  own  practice  in  the  same  office 
where  Dr.  Hall  held  forth  for  so  many  years. 
Dr.  Hall  died  about  six  years  ago;  his  loss 
was  felt  severely  by  everyone  in  the  entire 
area.  Dr.  Clark  died  somewhat  earlier 
than  Dr.  Hall,  and  his  loss  also  was  mourned 
by  everyone.  The  new  wing  in  the  Butter- 
field Memorial  Hospital  was  named  the 
Clark  Wing. 

Eugene  Luisardi,  M.D.,  purchased  the 
home,  office,  and  practice  of  Dr.  Cowan 
some  ten  years  ago  and  now  conducts  an 
active  surgical  and  general  practice  in  Cold 
Spring.  About  two  years  ago,  Ivars  Spro- 
gis,  M.D.,  came  to  Cold  Spring  to  engage  in 
the  general  practice  of  medicine.  He  did 
this  primarily  at  the  instigation  of  Dr. 
Seitz  and  Dr.  Luisardi  who  are  very  over- 
worked and  felt  acutely  the  need  of  a third 
physician  in  Cold  Spring.  Dr.  Sprogis  is 
eminently  successful.  Some  years  ago 
Walter  P.  Gage,  M.D.,  who  was  on  the  at- 
tending staff  of  St.  Vincent’s  Hospital  in 
New  York  City  as  an  obstetrician  and  gyne- 
cologist, decided  he  would  like  to  practice 
obstetrics  and  gynecology  in  Cold  Spring 
at  least  part-time  and  began  to  do  this. 
In  a short  time  he  became  so  busy  in  the  Cold 
Spring  area  that  he  was  forced  to  give  up  his 
entire  New  York  City  practice  and  concen- 
trate entirely  on  the  one  in  Cold  Spring. 
He  also  became  extremely  busy  and  secured 
the  services  of  an  associate,  M.  Lawrence 
Giampe,  M.D.,  who,  like  Dr.  Gage,  has  an 
office  in  both  Beacon  and  Cold  Spring. 
These  physicians,  as  well  as  others  of  us, 
practice  at  both  Butterfield  Hospital  in 
Cold  Spring  and  the  Highland  Hospital  in 
Beacon. 

In  1957  I was  fortunate  enough  to  form  a 
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partnership  with  a very  competent  surgeon 
who  previously  had  been  associate  professor 
of  surgery  at  the  Upstate  Medical  Center 
in  Syracuse.  He  and  I,  like  some  of  the 
others  in  the  area,  became  very  busy  and 
secured  the  services  of  Paul  C.  Garell,  M.D., 
who  is  now  a junior  partner  in  our  group. 
The  three  of  us  work  at  both  hospitals,  one 
of  our  group  doing  much  major  surgery  of 
varied  types. 

With  the  new  addition,  of  course,  the 
bed  capacity  of  the  Butterfield  Memorial 
Hospital  has  been  increased  markedly. 
It  is  very  gratifying  when  we  make  our 
rounds  to  have  a patient  say,  “Gee,  Doctor, 
I have  been  in  one  or  more  hospitals  pre- 
viously in  other  communities  and  have 
never  received  the  type  of  care  I am  getting 
here  at  Butterfield.”  We  are  certain  that 
the  esprit  de  corps  at  the  Julia  L.  Butter- 


Contact lenses  in  industry 

The  Council  on  Occupational  Health  of  the 
American  Medical  Association  has  recommended 
careful  evaluation  of  the  use  of  contact  lenses 
by  industrial  workers.  The  council  said  it 
“does  not  condemn  all  use  of  contact  lenses  by 
industrial  workers,  nor  does  it  necessarily  ap- 
prove their  use  in  any  situation  where  spectacles 
will  meet  the  visual  need.”  However,  it  recom- 
mended “careful  evaluation  of  their  use,  based 
on  thorough  study  of  the  hazards  of  each  job, 
the  ocular  status  of  each  employee,  and  the 
visual  requirements  of  each  occupation.” 

Accidental  dislodgement  of  a contact  lens  may 
occur  without  warning.  The  wearing  of  the 


field  Memorial  Hospital  is  still  being  main- 
tained now  as  it  has  been  since  1925.  I 
feel  that  Mr.  Thomas  Ely,  the  administrator, 
Mrs.  Ethel  McCaffrey,  the  business  mana- 
ger, and  Mrs.  Ruth  Lahey,  the  supervisor  of 
nurses,  are  in  great  part  tied  in  with  this 
spirit  of  the  new  Butterfield  Memorial 
Hospital,  but  I feel  that  all  of  the  others 
who  work  there  must  be  given  some  credit 
for  this  also. 

Comment 

The  work  begun  by  Mrs.  Butterfield, 
Dr.  Hall,  Dr.  Clark,  Miss  Hiller,  and  the 
others  has  been  done  well,  and  I am  con- 
fident that  the  future  of  Butterfield  Memo- 
rial Hospital  and  its  staff  will  be  equally 
rewarding. 

226  Fishkill  Avenue 


lenses  is  contraindicated  in  certain  jobs  that 
require  critical  emergency  action  or  that  ex- 
pose the  worker  to  unusual  hazard  of  injury  to 
the  eyes.  Many  physicians  believe  that  sub- 
stituting contact  lenses  for  spectacles  in  indus- 
trial workers  is  contraindicated  in  workers 
whose  eyes  may  be  exposed  to  dusts,  molten 
metals,  or  irritant  chemicals. 

Small  foreign  bodies,  normally  washed  away 
by  tears,  sometimes  become  lodged  beneath 
contact  lenses,  where  they  may  cause  injury  to 
the  cornea.  Similarly,  chemicals  splashed  into 
the  eye  may  be  trapped  under  a contact  lens 
and  cause  extensive  corneal  damage  before  the 
lens  can  be  removed  and  the  eye  adequately 
irrigated.  Although  the  contact  lens  covers  at 
least  part  of  the  cornea,  it  does  not  afford  more 
than  partial  protection  for  the  eye. 
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Special  Article 


Out-of-Home  Care 
for  Aging  Persons 

ROBERT  SHULMAN,  M.A.,  M.S.S.W. 

Albany,  New  York 

Deputy  Commissioner, 
State  Department  of  Social  Welfare 


\A/hen  I received  the  program  for  today’s 
meeting,  I noted  that  my  subject  was  listed 
as  “Extra-Institutional  Services.”  If  we 
omit  the  hyphen,  I believe  we  will  be  closer 
to  the  mark.  Institutional  services  and 
other  resources  for  the  care  of  the  aged  which 
only  a short  time  ago  were  thought  of  as 
“extras”  have  become  essential  parts  of  any 
adequate  community  program. 

In  developing  a community  plan  of  serv- 
ices for  aging  or  aged  persons,  it  is  impor- 
tant that  we  recognize  two  basic  facts:  one, 
that  aging  persons  are  individuals  and  can- 
not be  lumped  together  in  a mass  called 
“the  aged”  as  though  they  all  need  identical 
services,  and  two,  that  many  aging  people  are 
chronically  ill,  with  the  degree  of  severity  of 
their  illnesses  covering  a wide  range.  Aging 
gracefully  is  pretty  much  a matter  of  learn- 
ing to  live  with  handicaps,  and  it  is  gratify- 
ing to  find  how  little  activity  and  usefulness 
are  affected  by  some  of  the  ailments  that  we, 
in  our  younger  days,  would  have  considered 
disabling.  With  the  help  of  medical  science 
and  continuing  professional  advances  in  the 
technics  of  care,  we  are  constantly  lessening 
the  areas  of  helplessness.  People  used  to 
enter  institutions  for  the  aged  at  sixty-five. 
Now  it  is  unusual  for  anyone  to  seek  shel- 
tered living  arrangements  before  the  age  of 

Presented  at  the  Tenth  Annual  Capital  District  Conference 
on  Aging,  Ann  Lee  Home,  Watervliet,  New  York,  November 
16,  1961. 


seventy,  and  persons  living  in  institutions 
are  much  more  likely  to  be  those  with  chronic 
illnesses  than  was  formerly  the  case.  What 
is  more,  many  of  them  get  satisfaction  out  of 
life  in  spite  of  their  illnesses.  I am,  there- 
fore, speaking  of  chronic  illness  as  related  to 
aging  and  of  aging  as  an  individual  matter 
that  does  not  begin  at  any  particular  point 
in  life  or  bring  with  it  a predictable  degree  of 
infirmity. 

Resources  for  the  care  of  the  aging  and 
chronically  ill,  both  those  that  we  have  and 
those  that  should  be  developed  further,  in- 
clude many  in  addition  to  institutions  and 
group  care  facilities.  Outpatient  clinics, 
meals-on-wheels,  homemaker  services,  social 
centers,  and  other  resources  help  the  aging 
and  chronically  ill  person  to  live  with  his 
handicaps.  I am  limiting  my  discussion, 
however,  to  the  resources  available  to  the 
individual  who  for  one  reason  or  another 
cannot  live  in  his  own  home  or  with  his  own 
family:  in  other  words,  to  what  we  com- 
monly think  of  as  institutional  or  group  care 
facilities. 

There  have  been  major  developments  over 
the  past  several  years  in  the  provision  of 
out-of-home  care  for  those  who  are  aging 
and  chronically  ill.  In  New  York  State, 
institutions  providing  such  care  fall  into 
three  major  categories:  public  homes  and 
public  home  infirmaries,  voluntary  homes 
for  the  aged,  and  proprietary  nursing  homes. 
Major  changes  have  been  taking  place  in 
each  type  of  facility,  and  I am  going  to  dis- 
cuss each  separately. 

Public  homes 

Public  homes  have  been  undergoing  a 
transformation  during  the  past  few  decades, 
as  you  undoubtedly  know.  Formerly,  they 
were  catchalls  where  the  blind,  the  sick,  the 
inebriate,  the  incompetent,  and  the  infirm 
and  helpless  of  all  ages  and  degrees  of  de- 
pendency were  placed  together.  Now  they 
are  gradually  being  transformed  into  facili- 
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ties  for  the  aging  and  chronically  ill.  This 
change  is  shown  by  recent  statistics. 

In  1951  when  the  State  Department  of 
Social  Welfare  first  began  approving  public 
home  infirmaries  as  medical  care  facilities, 
there  were  just  1,350  beds  in  11  infirmaries 
that  could  be  approved.  One  year  later 
there  had  been  enough  upgrading  to  bring 
the  number  of  approved  infirmary  beds  to 
5,502.  By  1958  the  number  had  increased 
to  6,839.  During  the  same  period  the 
number  of  beds  in  the  domiciliary  sections  of 
the  homes  decreased  from  9,513  to  7,043. 
During  the  year  1959,  279  beds  were  added 
in  four  infirmaries,  about  50  of  them  in  an 
entirely  new  facility.  No  beds  at  all  were 
added  in  domiciliary  sections,  and  one  50- 
bed  home,  which  had  no  infirmary  section, 
ceased  operation.  We  now  have  55  public 
homes  in  the  State;  43  of  them  have  ap- 
proved infirmaries.  They  can  accommo- 
date over  14,000  persons,  with  the  accommo- 
dations divided  almost  equally  between 
domiciliary  and  infirmary  sections. 

Many  of  the  new  infirmaries  measure  up 
to  high  standards  as  facilities  for  the  care  of 
the  chronically  ill.  They  are  housed  in  at- 
tractive, functional  buildings  and  provide,  in 
addition  to  medical  care,  planned  recreation, 
physical  rehabilitation,  occupational  ther- 
apy, and  the  other  things  which  we  now  know 
to  be  important  in  institutional  living. 
Some  public  home  infirmaries  are  better 
than  others,  but  in  many  cases,  the  infir- 
maries get  more  attention  than  the  domi- 
ciliary sections  of  public  homes.  It  is  dis- 
appointing to  find  that  some  of  the  latter 
have  not  kept  pace  with  the  infirmaries. 
Buildings  are  not  adequate  from  a structural 
and  fire  safety  standpoint,  the  housekeeping 
standards  are  not  sufficiently  high  to  pre- 
vent unhygienic  conditions,  there  is  no  pre- 
ventive health  care  program,  and  the  food 
is  poor.  In  one  home  our  worker  found  that 
the  food  service  in  the  domiciliary  section 
included  no  citrus  fruit  or  fruit  juice  of  any 
kind,  no  eggs,  only  one  vegetable  a day,  and 
a completely  inadequate  evening  meal  which 
included  no  protein,  that  is,  no  meat  or  meat 
alternate.  One  would  like  to  excuse  the 
county  officials  responsible  for  operation  of 
such  an  institution  by  saying  they  did  not 
know  what  constitutes  nutritionally  ade- 
quate food.  However,  they  did  know, 
because  the  meals  served  in  the  infirmary 
included  all  of  these  important  foods  not 


provided  to  the  home  residents.  Their  ex- 
planation was  that  while  they  could  afford 
the  food,  they  could  not  afford  enough  staff 
to  serve  more  complete  meals  in  the  domi- 
ciliary section.  Good  health  could  not  be 
maintained  very  long  on  the  kind  of  diet 
provided  in  the  home  section.  Hopefully, 
such  county  homes  are  on  the  way  out. 

Private  incorporated  homes 

The  second  group  of  facilities  I wish  to 
discuss  is  the  private  incorporated  homes  for 
the  aged.  There  are  197  of  these  institutions 
in  the  State.  There  has  been  little  change 
in  their  capacity  since  1952.  That  year 
they  had  accommodations  for  about  17,000 
people;  by  1958  approximately  1,000  beds 
had  been  added.  During  1959  two  new  in- 
corporated homes  began  operation  and  four 
closed.  Those  which  closed  were  smaller 
than  those  which  opened.  The  total  num- 
ber of  accommodations  was  not  substantially 
changed:  18,185  in  1960. 

The  private  incorporated  homes  for  the 
aged  have  traditionally  been  the  havens  for 
aged  persons  who  needed  or  wanted  group 
living  arrangements.  They  were  also  the 
agencies  which  gave  leadership  in  the  field  of 
institutional  care.  They  have  a long  his- 
tory in  this  State.  Some  are  as  much  as  a 
hundred  years  old.  Lately  there  have  been 
some  very  interesting  and  progressive  experi- 
ments and  program  expansions  in  some  of 
these  homes.  Others  have  remained  quies- 
cent and  have  done  very  little  to  keep  in 
step  with  the  needs  of  the  times.  All  of 
them  are  finding  that  their  facilities  are  less 
and  less  in  demand  as  residences  for  well 
people  but  are  badly  needed  for  the  care  of 
those  who  are  chronically  ill. 

The  Department  of  Social  Welfare  deter- 
mined, about  two  or  three  years  ago,  to 
undertake  a program  to  bring  the  incor- 
porated homes  for  the  aged,  as  a group, 
closer  to  the  mainstream  of  State-wide  ac- 
tivity for  the  care  of  the  aged.  We  hoped, 
also,  to  stimulate  them  to  provide  the  leader- 
ship that  they  are  in  a unique  position  to 
give.  To  those  ends  we  decided  to  develop 
new  rules  and  recommendations  for  practice, 
to  be  applied  to  our  supervision  of  the  incor- 
porated nonprofit  homes.  We  asked  a 
group  of  administrators  of  homes  for  the 
aged,  board  members,  and  representatives 
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of  sectarian  federations  to  assist  us,  as  mem- 
bers of  an  advisory  committee,  in  develop- 
ing principles,  rules,  and  recommendations. 
The  new  rules  were  adopted  by  the  State 
Board  of  Social  Welfare  on  September  15, 
1959,  and  became  effective  January  1,  1960. 
The  institutions  have  received  them  as  use- 
ful instruments  for  improving  services. 

To  me,  one  of  the  most  important  things 
about  these  new  rules  and  recommendations 
is  that  they  take  into  consideration  the  fact 
that  persons  who  enter  institutions  for  the 
aged  generally  stay  for  a long  period  of  time. 
Most  of  them  will  be  living  the  rest  of  their 
lives  in  these  institutions,  and  they  will  have 
many  needs  besides  the  need  for  medical  and 
nursing  care,  whether  they  require  such  care 
or  not.  Because  there  is  so  much  at  stake 
for  the  person  who  is  entering  a home  for  the 
aged,  the  new  rules  mandate  that  no  one 
shall  be  admitted  without  a preadmission 
interview.  The  purpose  of  this  is  to  insure 
that  the  wishes  and  preferences  of  the  person, 
who  may  well  be  making  the  last  move  of 
his  life,  will  be  given  consideration.  It  will 
also  act  as  a deterrent,  we  hope,  to  the  all- 
too-common  practice  of  “dumping”  aged 
persons  because  they  are  a burden  to  those 
responsible  for  their  care.  In  instances  in 
which  a person  is  not  able  to  make  decisions 
for  himself,  this  interview  will  have  to  be 
with  the  referring  agency  or  hospital.  In 
any  event,  every  effort  must  be  made  to  give 
consideration  to  the  best  interests  and,  inso- 
far as  possible,  the  wishes  of  the  aged  person 
himself. 

Another  requirement  in  these  new  rules  for 
incorporated  homes  for  the  aged  that  I wish 
to  mention  is  that  every  home  shall  have  a 
planned  program  of  activity  designed  to 
meet  the  needs  of  all  residents.  All  resi- 
dents, in  this  context,  includes  those  who  are 
able-bodied  and  ambulant,  those  with  men- 
tal symptoms,  and  those  who  are  bedfast. 
While  we  do  not  think  that  all  aged  persons 
wish  to  engage  in  recreational  or  diversional 
activities,  we  certainly  think  that  the  oppor- 
tunity to  do  so  should  be  available  to  all.  A 
planned  activity  program  is  an  elementary 
measure  for  maintaining  interest  in  life  and 
forestalling  deterioration.  To  facilitate  such 
a program  there  is  a requirement  that 
buildings  provide  space  for  social  and  recrea- 
tional activities  and  space  for  a common 
dining  service. 


Proprietary  facilities 

This  brings  me  to  the  subject  of  the  pro- 
prietary facilities,  which  include  primarily 
the  nursing  homes.  Although  they  have 
presented  many  problems  during  the  past 
ten  years,  they  have  also  provided  us  with 
accommodations  that  we  desperately  needed 
for  the  care  of  the  chronically  ill  and  aged. 
They  serve  more  people  than  any  other 
single  category  of  institution  for  the  aged 
and  infirm.  In  1958  there  were  almost 

24.000  beds  in  proprietary  nursing  homes  as 
compared  with  about  18,000  beds  in  volun- 
tary homes  for  the  aged  and  about  14,000  in 
tax-supported  homes.  The  period  of  growth 
in  the  proprietary  nursing  home  field  has  ex- 
tended over  the  past  two  decades.  In  this 
State  we  did  not  keep  these  statistics  prior  to 
1950,  but  we  know  that  from  1950  to  1958 
the  number  of  beds  in  proprietary  facilities 
which  met  our  definition  of  a nursing  home 
increased  from  about  12,000  to  24,000.  In 
the  same  period  the  number  of  homes  di- 
minished. 

When  our  Department  first  began  close 
supervision  of  nursing  homes,  there  were  824 
of  them  in  the  State  with  approximately 

12.000  beds.  Now  the  number  of  nursing 
homes  has  come  down  to  709,  while  the 
number  of  beds  has  increased  to  24,633. 

This  means  that  the  facilities  which  are 
now  opening  are  larger  and,  on  the  whole, 
more  stable  and  better  financed  than  those 
that  were  operating  before  we  began  to 
apply  rules  and  regulations  to  them.  I 
do  not  wish  to  say  that  there  is  not  a place 
for  small  family-like  facilities.  However,  it 
is  extremely  difficult  for  small  operations, 
where  only  10  or  15  patients  can  be  cared 
for,  to  finance  the  kind  of  staffing,  program, 
and  physical  plant  that  are  necessary  where 
sick  and  helpless  people  are  cared  for. 

Raising  standards  of  practice  in  nursing 
homes,  as  in  other  types  of  facilities,  is  a 
gradual  process.  Prior  to  1951  there  was 
little  regulation  and  we  had  to  begin  by 
insisting  on  such  elementary  safeguards  as 
fire  protection,  sanitation,  and  staff  adequate 
to  give  necessary  services.  Now  we  are 
working  on  areas  such  as  quality  of  food, 
activity  programs,  and  rehabilitation 
services.  Most  nursing  homes,  through 
their  association,  are  working  to  improve 
the  services  offered  in  their  member  homes. 
The  people  of  the  State  have  a right  to 
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expect  that  nursing  home  care  for  the  aged 
and  infirm  will  be  improved  still  further. 

In  the  field  of  sheltered  care,  the  private 
home  for  adults  fulfills  an  important 
community  responsibility  through  the  pro- 
vision of  a protected  and  supervised  living 
situation  for  the  aged  and  infirm  who  do 
not  need  continuous  nursing  care  but  are 
incapable  of  living  independently  in  a 
boarding  home.  For  the  past  several  years 
we  have  been  encouraging  the  develop- 
ment of  homes  for  adults  with  a capacity  of 
four  or  less  residents.  These  facilities  we 
designate  as  “family-type  homes.”  In  some 
areas  of  the  State  they  are  playing  an 
increasingly  important  role  in  providing 
care  for  those  aging  and  infirm  who  for  a 
variety  of  reasons  cannot  accept  the  idea  of 
congregate  living  and  will  be  happiest  in 
small  homes  where  attendant  care  will  be 
provided  for  the  routines  of  daily  living  in  a 
comfortable  family  setting. 

Mental  health  care 

I would  be  remiss  if  I did  not  report  on 
this  occasion  on  the  series  of  institutes  on 
mental  health  care  in  homes  and  institutions 
for  the  aged  which  the  State  Department  of 
Social  Welfare  has  been  conducting  around 
the  State  in  cooperation  with  the  New 
York  State  Department  of  Mental  Hygiene. 
These  institutes  have  included  presentations 
by  a psychiatrist,  an  internist,  a physiatrist, 
and  a psychologist  and  were  well  attended 
and  well  received  by  administrators  and 
staff  of  the  institutions  caring  for  aged  and 
chronically  ill  persons. 

Research  conducted  by  Alvin  I.  Goldfarb, 
M.D.,  Consultant  on  Services  for  the  Aged, 
State  Department  of  Mental  Hygiene,  and 
his  staff  suggests  that  there  are  many 
aged  persons  in  nonpsychiatric  facilities 
whose  mental  condition  would  make  possible 
certification  for  mental  hospital  care.  Con- 
versely, there  are  now  people  in  mental 
hospitals  who  from  a medical  and  psychiatric 
viewpoint  could  be  cared  for  outside  of 
psychiatric  hospitals. 

Partly  based  on  these  findings,  the  Com- 
missioners of  Mental  Hygiene  and  Social 
Welfare  together  outlined,  on  January  28, 
1958,  that 

. . . under  proper  safeguards  certain  types 

of  mentally  sick,  older  persons  can  be  treated 


in  existing  nonhospital  facilities  for  the  aged. 
Such  cases  include  older  persons  with  mild 
mental  symptoms  where: 

1.  The  mental  disorder  consists  chiefly  of 
confusion,  memory  defect,  and  general  weak- 
ening of  the  mental  faculties; 

2.  The  behavior  is  not  seriously  disturbing 
to  other  patients  in  the  facility  and  where 
their  presence  would  not  be  detrimental  to  the 
welfare  of  others; 

3.  The  psychiatric  condition  is  such  that 
the  patient  does  not  require  care  and  treat- 
ment in  a fully  organized  psychiatric  facility. 
Psychiatric  consultation,  however,  must  be 
available. 

The  series  of  institutes  on  mental  health 
care  was  presented  for  the  purpose  of  dis- 
cussing how  this  policy  can  be  followed, 
how  improvements  in  the  over-all  operation 
of  out-of-home  facilities  for  the  aging  can  be 
achieved,  and  how  psychiatric  consultation 
services  acceptable  to  the  Department  of 
Mental  Hygiene  can  be  developed  in 
nursing  homes,  voluntary  homes  for  the 
aged,  public  homes,  and  public  home 
infirmaries. 

Conclusion 

In  conclusion,  I can  say  that  in  spite  of 
the  problem  areas  already  noted,  the  over-all 
picture  of  institution  resources  for  the 
aging  and  chronically  ill  in  this  State  is 
encouraging.  During  the  past  eight  or  ten 
years  there  has  been  a sufficient  increase  in 
the  number  of  accommodations  so  that  we 
no  longer  are  obliged,  through  sheer  necessity, 
to  use  whatever  is  available  regardless  of  the 
quality  of  care  and  service  offered. 

Among  our  publicly  operated  and  financed 
institutions,  the  old-fashioned  catchall  county 
home  is  on  its  way  out,  and  modern  in- 
firmary facilities  are  taking  its  place. 
Among  proprietary  nursing  homes,  the 
small,  substandard  operations  are  being 
eliminated  through  the  application  of  rules 
and  regulations  which  make  stable  financing 
a necessity.  The  historically  important 
private  nonprofit  homes  for  the  aged  have 
welcomed  new  rules  and  recommendations 
promulgated  by  the  State  Board  of  Social 
Welfare  as  an  instrument  they  can  use  to 
revitalize  their  programs  and  educate  com- 
munities on  the  needs  of  aged  persons  in 
out-of-home  care. 
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In-Plant  Medical 
Services  and  Safety 

Occupational  medicine  has  been  de- 
veloped  on  the  basis  of  industrial  accidents, 
but  its  organization  is  not  by  accident,  and 
the  interest  of  the  industrial  medical 
department  in  safety  is  by  no  means  ac- 
cidental. 

Objectives 

Prime  objectives  of  occupational  health 
programs  include  the  protection  of  in- 
dividuals against  health  hazards  in  their 
work  environment  and  the  placement  of 
workers  in  positions  suitable  to  their  physical 
capacity  and  emotional  makeup,  where 
they  will  not  endanger  their  own  health  and 
safety  or  that  of  their  fellow  employes. 

To  obtain  these  objectives  the  medical 
department  conducts  a program  of  preplace- 
ment and  periodic  physical  examinations  to 
determine  the  health  status  of  workers,  a 
program  of  supervision  of  the  work  environ- 
ment from  a health  standpoint,  and  a 
program  of  health  and  safety  education 
designed  to  encourage  the  use  of  safeguards 
provided  to  protect  employes  against  any 
hazard  to  their  health  which  may  be  inherent 
in  their  jobs. 

The  cooperation  between  health,  safety, 
and  operating  personnel  is  absolutely  es- 
sential in  carrying  out  a successful  educa- 
tional program.  The  medical  department 
must  take  an  active  part  in  safety  education 


and  often  will  conduct  classes  in  first  aid 
and  promote  preventive  health  procedures. 
The  finest  ear  protectors,  safety  shoes,  safety 
glasses,  and  protective  gloves  or  clothing  are 
of  no  value  if  the  persons  for  whom  they  are 
intended  do  not  use  them  properly,  are  not 
informed  about  the  consequences  of  non- 
compliance  with  safety  rules  and  recom- 
mended personal  hygiene  measures,  or  are 
physically  unable  to  avail  themselves  of 
safety  measures.  Thus,  flashing  colored 
lights  or  color-coded  valves,  levers,  gears,  or 
piping  are  of  no  value  to  the  color  blind; 
ringing  bells  or  horns  may  be  missed  by 
employes  with  impaired  hearing;  and  nox- 
ious odors  admixed  as  a safety  indicator  to 
specific  chemicals  will  not  be  detected  by 
persons  with  certain  sensory  impairments 
which  may  be  found  on  examination  in  a 
properly  conducted  in-plant  medical  de- 
partment. 

Technologic  advances 

Technologic  advances  may  contribute 
greatly  to  environmental  safety,  but  the 
total  elimination  of  human  error  as  a factor 
in  accidental  injury  appears  a long  way 
off.  Automation  itself,  in  its  effort  to 
eliminate  human  errors,  may  affect  persons 
watching  the  controls  in  such  a way  as  to 
cause  them  to  disregard  certain  warning 
signals  or  to  become  careless  or  slow  in 
their  reactions.  Monotony  and  fatigue  are 
important  factors  which  will  require  much 
study  before  they  can  be  thoroughly  evalu- 
ated and  controlled. 

Therefore,  the  plant  physician  and  the 
industrial  nurse  must  have  full  under- 
standing of  what  constitutes  a safe  working 
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environment  and  must  be  familiar  with 
safety  standards,  safety  protection,  and 
safety  devices  used  in  the  plant. 

Examinations 

The  examination  of  industrial  workers  to 
determine  whether  or  not  they  are  fit  to 
perform  hazardous  duties  is  clearly  an  es- 
sential part  of  an  industrial  safety  program. 
The  physically  unfit  and  emotionally  un- 
stable or  disturbed  constitute  a great  threat 
to  individual  safety  which  can  be  con- 
trolled only  through  the  cooperation  of  the 
medical  department. 


Frequently  injurious  qualities  of  new 
material  or  new  products  can  be  detected, 
studied,  tested,  and  evaluated  by  the 
industrial  medical  department,  and  methods 
of  safe  handling  and  storage  can  be  devised 
in  collaboration  with  industrial  hygienists 
and  safety  engineers  to  reduce  hazards  and 
prevent  harmful  reactions  or  accidents. 
This  activity  is  of  special  value  in  our 
rapidly  changing  and  competitive  economy 
where  new  processes  and  compounds  are 
the  order  of  the  day. 

It  is  therefore  no  accident  that  safety 
committees  in  industry  number  plant  phy- 
sicians and  industrial  nurses  among  their 
members. 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  particularly 
specialty  journals. 

This  is  a direct  “Doctor- to-Doctor”  program  which  is  being  promoted  by 
the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association, 
10  Columbus  Circle,  New  York  19,  New  York. 


June  15, 1964  / New  York  State  Journal  of  Medicine  1647 


Necrology 


Max  Bernard  Arensberg,  M.D.,  of  New  York 
City,  died  on  November  14,  1963,  at  the  age  of 
eighty-four.  Dr.  Arensberg  received  his  med- 
ical degree  from  the  University  of  Berlin  in  1904. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  Brancato,  M.D.,  of  Ozone  Park  and 
Brooklyn,  died  on  February  9 at  the  age  of  fifty- 
seven.  Dr.  Brancato  graduated  in  1930  from 
St.  Louis  Medical  College.  He  was  a consulting 
neuropsychiatrist  at  Lutheran  Hospital  an 
attending  neuropsychiatrist  at  St.  Mary’s  and 
St.  Catherine’s  Hospitals,  and  an  attending 
psychiatrist  at  Kew  Gardens  General  Hospital. 
Dr.  Brancato  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychia- 
try), a Fellow  of  the  American  Psychiatric 
Association,  and  a member  of  the  Brooklyn 
Psychiatric  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

R.  Robert  De  Nicola,  M.D.,  of  Manhasset  and 
Hollis,  died  on  December  17,  1963,  at  the  age  of 
forty-seven.  Dr.  De  Nicola  graduated  in  1941 
from  Boston  University  School  of  Medicine. 
He  was  a member  of  the  surgical  staff  of  the 
North  Shore  Hospital,  an  attending  surgeon  at 
Bethany  Deaconess  Hospital,  and  an  assistant 
attending  surgeon  at  Mary  Immaculate  Hos- 
pital. Dr.  De  Nicola  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  Edwards,  M.D.,  of  East  Hampton,  died 
on  May  7 at  the  age  of  eighty-seven.  Dr. 
Edwards  graduated  in  1899  from  New  York 
University  and  Bellevue  Hospital  Medical  Col- 
lege. He  was  a consulting  surgeon  at  South- 
ampton Hospital  Association.  Until  1903  when 
the  Suffolk  County  Health  Board  was  formed  he 
served  as  town  health  officer  and  from  1903  until 
his  death  he  served  as  a member  of  the  Suffolk 
County  Health  Board.  Also  in  1903  he  was 
named  acting  assistant  surgeon  of  the  United 
States  Public  Health  Service  at  Sag  Harbor 
where  he  cared  for  personnel  of  the  Life  Saving 
Service  (later  Coast  Guard)  from  Montauk 
Point  to  East  Moriches  until  he  resigned  this 
post  in  1955.  Dr.  Edwards  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Nelson  Robinson  Frasier,  M.D.,  of  Glens 
Falls,  died  on  March  30  at  the  age  of  seventy- 
one.  Dr.  Frasier  graduated  in  1916  from  New 
York  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  honorary  consulting  sur- 
geon at  Glens  Falls  Hospital.  Dr.  Frasier  was  a 
Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  Glens  Falls  Academy  of  Medi- 
cine. 

Louis  Samuel  Goldstein,  M.D.,  of  Van  Nuys, 
California,  formerly  of  Yonkers,  died  on  Jan- 
uary 24  at  the  age  of  fifty-eight.  Dr.  Goldstein 
graduated  in  1931  from  the  University  of  Mich- 
igan Medical  School.  He  was  a member  of  the 
American  Thoracic  Society,  the  American 
Academy  of  Tuberculosis  Physicians,  and  the 
Yonkers  Academy  of  Medicine. 

Frank  Peter  Haft,  M.D.,  of  Buffalo,  died  on 
January  28  at  the  age  of  sixty-four.  Dr.  Haft 
graduated  in  1925  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

James  F.  Looram,  M.D.,  of  Elmhurst,  died 
on  April  28  at  the  age  of  seventy-five.  Dr. 
Looram  graduated  in  1915  from  New  York 
Homeopathic  Medical  College  and  Flower  Hos- 
pital. For  twenty  years  he  was  a medical 
consultant  to  the  Veterans  Administration  until 
his  retirement  in  1958. 

Thomas  Earl  McQuade,  M.D.,  of  Coxsackie, 
died  on  April  3 at  the  age  of  fifty-eight.  Dr. 
McQuade  graduated  in  1929  from  Albany  Med- 
ical College.  He  was  chief  of  obstetrics  at 
Memorial  Hospital  of  Greene  County,  president 
of  the  Greene  County  Medical  Board,  and  school 
physician  for  the  Coxsackie- Athens  School. 
Dr.  McQuade  was  a member  of  the  Greene 
County  Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Dabney  Moon-Adams,  M.D.,  of  New  York 
City,  died  on  January  15  at  the  age  of  sixty- 
eight.  Dr.  Moon-Adams  graduated  in  1925 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  derma- 
tologist at  the  United  States  Public  Health 
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Service  Hospital,  Staten  Island.  Dr.  Moon- 
Adams  was  a Diplomate  of  the  American  Board 
of  Dermatology,  Inc.,  and  a member  of  the 
Society  for  Investigative  Dermatology,  the 
American  Academy  of  Dermatology,  and  the 
New  York  Academy  of  Medicine. 

Morris  Newberg,  M.D.,  of  Queens  Village, 
died  on  May  7 at  the  age  of  fifty-five.  Dr.  New- 
berg graduated  in  1932  from  Long  Island  College 
Medical  School.  He  was  an  associate  attending 
physician  at  Queens  Hospital  Center  and  an 
associate  attending  cardiologist  at  Jamaica 
Hospital.  Dr.  Newberg  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Chest  Physicians,  a 
Fellow  of  the  American  College  of  Cardiology, 
and  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Francesco  Pagano,  M.D.,  of  the  Bronx  died 
on  April  30  at  the  age  of  sixty-seven.  Dr. 
Pagano  received  his  medical  degree  from  the 
University  of  Rome  in  1921.  He  was  chief  of 
ophthalmology  at  St.  Elizabeth’s  Hospital  and 
an  attending  ophthalmologist  at  Mother  Ca- 
brini  Memorial  Hospital.  Dr.  Pagano  was  a 
Diplomate  of  the  American  Board  of  Ophthal- 
mology and  a member  of  the  Bronx  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Robert  Maxin  Robbins,  M.D.,  of  Flushing, 
died  on  April  27  at  the  age  of  fifty-six.  Dr. 
Robbins  graduated  in  1933  from  the  University 
of  St.  Andrews  Conjoint  Medical  School  and  in 
1947  received  his  Master  of  Public  Health  from 
Columbia  University.  He  was  a supervising 
school  health  physician  for  the  Department  of 
Health  and  had  worked  with  the  department 


since  1936.  He  was  formerly  a consulting 
psychiatrist  to  its  Child  Care  Center  in  Astoria, 
Queens.  A founder  and  the  president  of  the 
Doctors  Association  of  the  Department  of 
Health,  Dr.  Robbins  was  a member  of  the 
American  Public  Health  Association,  the  Amer- 
ican Society  for  Clinical  Hypnosis,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Schulman,  M.D.,  of  New  York  City, 
died  on  November  6,  1963,  at  the  age  of  seventy- 
nine.  Dr.  Schulman  graduated  in  1912  from 
Long  Island  College  Hospital  Medical  School. 

Benjamin  Schwartz,  M.D.,  of  New  York 
City,  died  on  October  12,  1963,  at  the  age  of 
seventy-seven.  Dr.  Schwartz  graduated  in  1907 
from  Cornell  University  Medical  College. 

Clyde  Frank  Secoy,  M.D.,  of  Jamaica,  died 
on  January  23  at  the  age  of  thirty-five.  Dr. 
Secoy  graduated  in  1954  from  McGill  University 
Faculty  of  Medicine. 

David  Williams  Sinton,  M.D.,  of  Albany, 
died  on  January  23  at  the  age  of  thirty-nine. 
Dr.  Sinton  graduated  in  1947  from  the  Uni- 
versity of  Colorado  School  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  (Neurology),  and 
a member  of  the  American  Academy  of  Neu- 
rology and  the  American  Association  of  Neuro- 
pathologists. 

Elsie  C.  Ward,  M.D.,  of  Gloversville,  died  on 
November  30,  1963,  at  the  age  of  seventy-five. 
Dr.  Ward  graduated  in  1927  from  Cornell  Uni- 
versity Medical  College.  She  had  served  as 
school  physician  for  Gloversville  public  schools. 
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Letters  to  the  Editor 


Iatrogenic  cataract 

To  the  Editor:  The  editorial,  “Iatrogenic  Cat- 

aract,” by  Anthony  A.  Albanese,  Ph.D.,1  deals 
with  one  of  the  many  side-effects  caused  by 
long-term  corticosteroid  therapy. 

The  last  paragraph  of  the  editorial  reads: 
“The  present  state  of  knowledge  suggests,  there- 
fore, that  the  mechanism  of  cataract  formation 
may  be  revealed  by  more  extensive  studies  on 
the  effect  of  corticosteroids  on  the  availability  of 
amino  acids  and  some  of  the  B vitamins.  Such 
an  approach  could  be  expected  to  yield  practical 
modalities  which  would  reduce  the  hazard  inci- 
dent to  the  use  of  these  necessary  and  very 
useful  drugs.” 

As  a physician  who  has  investigated  cortisone 
acetate  even  before  it  was  available  commer- 
cially2 and  who  has  used  it  continuously  ever 
since,  I have  the  following  comments  to  offer 
on  corticosteroid  therapy  without  undesirable 
side-effects. 

In  a letter  to  the  editor  of  the  Journal  of  the 
American  Medical  Association ,3  I have  already 
stated:  “Steroids  are  either  administered  orally 
or  hypodermically.  When  given  by  mouth,  the 
problem  of  absorption  enters  the  picture  and 
is  bound  to  complicate  it.”  So  far,  it  is  impos- 
sible to  predict  how  much  of  a certain  amount 
of  an  orally-administered  corticosteroid  will  be 
absorbed  from  the  intestinal  tract  and  enter  the 
liver.  One  of  the  important  functions  of  this 
organ  is  the  synthesis  of  the  blood  proteins,  and 
it  seems  the  normal  maintenance  of  this  function 
is  the  key  to  the  solution  of  the  problem  of 
avoiding  the  development  of  iatrogenic  cataracts 
in  patients  receiving  “high-dosage,  long-term, 
systemic  corticosteroid  therapy.” 

In  a paper,  “Liver  Function  and  Liver  Condi- 
tion,”4 I stated  that  the  normal  liver  function 
depends  on  a sufficient  supply  of  substances 
from  the  liver  and  spleen  and  of  insulin  from  the 
pancreas.  These  substances  have  been  com- 
pounded into  an  injection  for  intramuscular  use. 

In  1950,  cortisone  acetate  was  available  only 
for  intramuscular  use,  and  in  order  to  avoid  side- 
effects  I decided  on  adding  it  to  the  above- 
described  injection. 

Since  then,  many  patients  have  been  treated 
with  this  compound  for  longer  or  shorter 
periods  of  time.  But  two  special  cases  concern 

Editor’s  Note:  Because  of  space  limitations,  the  page 
of  “Letters  to  the  Editor”  has  not  appeared  regularly  but 
will  be  included  when  it  is  possible  to  do  so. 


female  patients  suffering  from  multiple  sclerosis, 
twenty-nine  and  fifty-one  years  of  age  when 
they  were  started  on  this  new  treatment.  The 
first  patient  has  received  1,047  injections  from 
October  9,  1950,  to  February  28,  1963.  Her 
ophthalmologist  reported  on  October  18,  1962, 
that  her  eyes  were  in  excellent  condition.  The 
second  patient  has  had  724  injections  from 
September  5,  1955,  to  February  28,  1963,  and 
according  to  her  ophthalmologist’s  report  of 
December  4,  1962,  her  eyes  did  not  show  any 
side-effects  from  the  prolonged  corticosteroid 
therapy. 

These  two  cases  seem  to  prove  that  only 
intramuscular  use  of  corticosteroids  com- 
pounded with  the  substances  required  for  nor- 
mal liver  function  will  be  safe  for  patients  who 
have  to  be  on  long-term  maintenance  therapy. 
Given  by  injection,  the  amount  of  the  corticos- 
teroid which  will  enter  the  human  body — I am 
using  from  1.6  to  3.2  mg.  of  dexamethasone 
27-phosphate  per  injection — can  be  determined 
exactly.  If  the  drug  is  given  orally,  it  is  impos- 
sible to  predict  how  much  of  it  will  be  absorbed 
and  finally  be  admitted  through  the  portal  vein 
into  the  liver  where  it  can  interfere  with  the 
protein  metabolism.  Since  each  patient  is  a 
specific  unit  which  not  will  be  duplicated  in  any 
other  person  the  danger  that  iatrogenic  cataract 
and  other  dangerous  side-effects  can  develop  is 
always  present.  Having  administered  the  intra- 
muscular compound  as  described  above  to 
scores  of  patients,  I have  never  noticed  any  side- 
effects  whatever  but  only  excellent  results  in  a 
variety  of  diseases. 

Joseph  H.  Isenstead,  M.D. 

33  Barclay  Street 
Canajoharie 

1.  Albanese,  A.  A.:  Iatrogenic  cataracts,  New  York 

State  J.  Med.  63:  514  (Feb.  15)  1963. 

2.  Isenstead,  J.  H.:  Cortisone  therapy  without  undesir- 
able physiologic  side  effects  and  the  pronor-cortone  com- 
pound; an  experimental  investigation  of  three  cases.  Inter- 
nal Rec.  Med.  164:  689  (Dec.)  1951. 

3.  Idem:  Letter  to  the  editor,  J.A.M. A.  181:  10  (Sept.  8) 
1962. 

4.  Idem:  Liver  function  and  liver  condition;  the  blood 
proteins  and  the  use  of  pronor  in  the  physiologic  diagnosis 
of  liver  disease,  including  a report  of  a clinical  study,  Am.  J. 
Gastroenterol.  24:  655  (Dec.)  1955. 

Addendum:  In  the  meantime,  the  treatment 
of  the  patients  has  continued  as  described  in  the 
above  letter.  On  April  20, 1964,  the  first  patient 
had  her  1,165th  and  the  second  her  924th  injec- 
tion. No  side-effects  whatever  have  developed. 
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Analgesics 

Protamide  (Sherman  Laboratories) 1565 

Soma  Compound  (Wallace  Laboratories) 1569 

Antibiotics 

Chloromycetin  (Parke,  Davis  & 

Company) 2nd  cover 
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pHisoHex  (Winthrop  Laboratories) 1561 

Sardo  (Sardeau,  Inc.) 1581 

Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 

Diuretics 

HydroDIURIL-Ka  (Merck  Sharp  & Dohme) 1575 

Energizers 

Deprol  (Wallace  Laboratories) 1558-1559 

Hematinics 

Heptuna  Plus  (J.  B.  Roerig  & Company) 1577 

Infant  food  formulas 

Soyalac  (Loma  Linda  Foods) 1590 

Medical  instruments 

Electro-Medical-Surgical  Instruments 
(Birtcher  Corp.) 1563 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 1571 


Steroids  & hormones 

Aristocort 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 1572-1573 

Tranquilizers 

Thorazine 
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COURSES  FOR  GENERAL  PRACTITIONERS 

Basic  psychiatry  for  general  practitioners,  internists  and 
medical  specialists 

Oct.  7 to  June  30:  Wed.  & Sat.,  9 to  1 P.M. 

Differential  diagnosis  in  gastro-intestinal  radiology 
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Diseases  of  the  Liver 
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Clinical  Hematology 

Nov.  2 to  Nov.  4:  Mon.  to  Wed.,  9 to  5 P.M. 

Spatial  vectrocardiography  and  vector  interpretation  of  the 
electrocardiogram 

Nov.  30  to  Dec.  4:  Mon.  to  Fri.,  9 to  3 P.M. 


COURSES  FOR  SPECIALISTS 

Trans-meatal  (Endaural)surgery 

Sept.  8 to  Sept.  18:  1st  week— Tues.  through  Sat. 

2nd  week— Mon.  through  Fri., 
9 to  6:00  P.M. 

Clinical  use  of  radioactive  isotopes 

Sept.  21  to  May  10:  Mon.,  3 to  6 P.M. 

Introduction  to  Clinical  Electroencephalography 
Oct.  15  to  Dec.  24:  Thur.,  9 to  12  noon 


For  application  forms  and  information,  address  the 
Registrar  for  Postgraduate  Medical  Information 
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Books  Received 


The  following  books  were  received  during  the  month  of  March,  1964.* 


Gastroenterology.  By  Henry  L.  Bockus, 
M.D.  Volume  II.  The  Small  Intestine, 
Absorption  and  Nutrition.  The  Colon, 
Peritoneum,  Mesentery  and  Omentum. 

Second  edition.  Quarto  of  1,241  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1964.  Cloth,  $28. 

Textbook  of  Medical-Surgical  Nursing. 
By  Lillian  Sholtis  Brunner,  R.N.,  Charles 
Phillips  Emerson,  Jr.,  M.D.,  L.  Kraeer  Fergu- 
son, M.D.,  and  Doris  Smith  Suddarth,  R.N. 
Quarto  of  1,198  pages,  illustrated.  Philadel- 
phia, J.  B.  Lippincott  Company,  1964.  Cloth, 
$11. 

The  Medical  Clinics  of  North  America. 
Nationwide  Number.  Volume  48,  Number 
2,  March,  1964.  Efficacy  of  New  Drugs. 
Howard  F.  Conn,  M.D.,  Guest  Editor.  Octavo. 
Philadelphia,  W.  B.  Saunders  Company,  1964. 
Published  Bi-Monthly  (six  numbers  a year). 
Cloth,  $18  net. 

A Practical  Manual  for  the  Treatment  of 
Burns.  By  EH  Rush  Crews,  M.D.  Octavo 
of  119  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1964.  Cloth,  $6.75. 

Essays  on  Ego  Psychology.  Selected  Prob- 
lems in  Psychoanalytic  Theory.  By  Heinz 
Hartmann.  Octavo  of  492  pages.  New  York, 
International  Universities  Press,  Inc.,  1964. 
Cloth,  $10. 

What  is  Sportsmedicine?  By  Ernst  Jokl, 
M.D.  Octavo  of  86  pages.  Springfield,  111., 
Charles  C Thomas,  1964.  Cloth,  $4.75. 
(American  Lecture  Series  No.  578) 

Advances  in  Psychoanalysis.  Contribu- 
tions to  Karen  Horney’s  Holistic  Approach. 

Edited  by  Harold  Kelman,  M.D.  Octavo  of 
255  pages.  New  York,  W.  W.  Norton  & 
Company,  Inc.,  1964.  Cloth,  $5.00. 

Accident  Injuries  of  the  Conjoined  Femur. 

By  Jacob  Kulowski,  M.D.  Octavo  of  294 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1964.  Cloth,  $12.50. 

Foetal  and  Neonatal  Pathology.  By  J. 

Edgar  Morison,  M.D.  Octavo  of  538  pages, 
illustrated.  Second  edition.  Washington, 
Butterworths,  1963.  Cloth,  $19.50. 

Handbook  of  Legal  Medicine.  By  Alan  R. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


Moritz,  M.D.,  and  C.  Joseph  Stetler,  LL.B. 
Second  edition.  Octavo  of  239  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company, 
1964.  Cloth,  $5.75. 

Treatment  of  Cancer  and  Allied  Diseases. 
Second  edition.  Volume  IX.  Lymphomas 
and  Related  Diseases.  By  Twenty-nine 
Authors.  Edited  by  George  T.  Pack,  M.D., 
and  Irving  M.  Ariel,  M.D.  Quarto  of  395 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Pubfishers,  Inc.,  1964. 
Cloth,  $18.50. 

Chemistry  and  Treatment  of  Adrenocor- 
tical Diseases.  By  F.  T.  G.  Prunty,  M.D. 
Octavo  of  380  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1964.  Cloth,  $14. 

Cancer  of  the  Stomach.  By  Wilfiam  H. 
ReMine,  M.D.,  James  T.  Priestley,  M.D., 
Joseph  Berkson,  M.D.,  and  Members  of  the 
Staff  of  the  Mayo  CHnic.  Octavo  of  255  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1964.  Cloth,  $11.50. 

Atlas  of  Urologic  Endoscopy.  By  H.  J. 
Reuter,  M.D.  Translated  by  Hubert  G.  W. 
FrohmiiHer,  M.D.  Octavo  of  114  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1964.  Cloth,  $13.50. 

Pathophysiology  of  Peptic  Ulcer.  Edited 
by  Stanley  C.  Skoryna,  M.D.  Quarto  of  498 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott Company,  1963.  Cloth,  $20. 

Modern  Ophthalmology.  Edited  by  Arnold 
Sorsby,  M.D.  Volume  1 — Basic  Aspects. 
Volume  2 — Systemic  Aspects.  Octavo  of 

I, 247  pages,  illustrated.  Washington,  Butter- 
worths,  1963.  Cloth,  volume  1,  $26,  volume 
2,  $30. 

Case  Studies  in  Obstetrics  and  Gynecology. 
By  F.  Jackson  Stoddard,  M.D.  Octavo  of  312 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1964.  Cloth,  $8.50. 

Hemoglobin,  Its  Precursors  and  Metab- 
olites. Edited  by  F.  Wilfiam  Sunderman, 
M.D.,  and  F.  Wilfiam  Sunderman,  Jr.,  M.D. 
Quarto  of  360  pages,  illustrated.  Philadelphia, 

J.  B.  Lippincott  Company,  1964.  Cloth,  $16. 

Patient  Care  and  Special  Procedures  in 
X-Ray  Technology.  By  Carol  Hocking  Ven- 
nes,  R.N.,  and  John  C.  Watson,  R.T.  Second 
edition.  Quarto  of  228  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $6.25. 
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“ The  sink  is  not  piled  high  with  dirty  dishes.  I've 
stacked  them  neatly  in  the  pantry .” 
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to  save  your  valuable  time,  assume  responsibility  for  appoint- 
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words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you're 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Wrile  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  4*f.  Send  just  letterhead  to: 
Jackrabbit  Service,  Box  299,  East  Norwich,  N.Y. 


EQUIPMENT 


FOR  SALE:  COMPLETE  E.N.T.  INSTRUMENTS  & 

equipment,  including  office  furniture  in  very  good  con- 
dition. Box  939,  % N.Y.  St.  Jr.  Med. 


FOR  SALE:  X-RAY  MACHINE.  200  M.A.  MOTOR 
driven  table  and  spot  device;  rotating  anode  tube.  Serviced 
monthly:  in  excellent  condition.  Call  914  AR  3-3047. 
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M.D.  or  Physiologist  ISRAEL 

Experienced  in  experimental  medicine,  to  head  an  en- 
vironmental physiology  lab  at  the  world-famous  Negev 
Institute  for  Arid  Zone  Research,  Beer-Sheva,  Israel. 
Work  involves  effects  of  arid  environment  on  human 
physiology.  Additional  info,  and  inquiries  to:  COMOI, 
515  Park  Ave.,  N.Y.  22,  Attn:  H.  W.  Klein. 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


ANESTHESIOLOGY  CAREER  RESIDENCY  AVAIL- 
able  at  Veterans  Administration  Hospital,  Syracuse,  N.  Y. 
This  active,  488  bed  GMS  Hospital  is  affiliated  with  the  As- 
sociated Hospitals  of  the  Upstate  Medical  Center  State 
University  of  New  York.  Fully  approved  training  in  all 
aspects  of  anesthesia  under  the  direction  of  Allen  B.  Dob- 
kin,  M.D.  Depending  upon  qualifications,  stipend  may 
range  from  $8,410  to  $11,725  per  annum.  Licensure  and 
American  citizenship  are  prerequisite.  Apply  to:  Chief  of 
Staff,  V.  A.  Hospital,  Syracuse,  New  York 


G.P.  ASSOCIATE  NEEDED  FOR  GROWING  G.P. 
group,  L.I.,  N.Y.  suburb.  Eventual  full  partnership. 
Unusual  opportunity.  Box  920,  % N.Y.  St.  Jr.  Med. 

FAMILY  PHYSICIAN  WANTED  BY  MEDICAL  GROUP 
in  New  York  Metropolitan  area.  Qualifications:  1 yr. 

internship  and  2 yrs.  residency  in  internal  medicine. 
Starting  salary  $15,000  and  fringe  benefits.  No  nights, 
full  specialists  staff.  Box  917,  % N.Y.  St.  Jr.  Med. 

OBSTETRICIAN  GYNECOLOGIST.  EXCELLENT  Op- 
portunity to  join  established  practice.  Proximity  to  New 
York  City.  Box  918,  % N.  Y.  St.  Jr.  Med. 


POSITIONS  AS  FULL  TIME  EMERGENCY  ROOM 
physicians  available  at  the  Greenpoint  Hospital  in 
Brooklyn,  starting  July  1,  1964.  Apply  Department  of 
Surgery,  Jewish  Hospital  of  Brooklyn,  555  Prospect  Place, 
Brooklyn,  New  York. 

WANTED:  BOARD  TRAINED  ANESTHESIOLOGIST. 
Join  group,  2 partners.  Salary  first  year,  then  partner- 
ship. Small  community  near  metropolitan  New  York. 
Box  895,  % N.Y.  St.  Jr.  Med. 

OPENINGS  IN  ISRAEL.  GPS,  PEDIATRICIANS, 
psychiatrists,  Ear,  Nose  & throat,  dermatologists,  ortho- 
pedics, anesthetists,  neurologists,  urologists.  Relocation, 
housing  provided.  Send  resume  to:  PATWA,  The  Jewish 
Agency,  515  Park  Avenue,  New  York  22,  New  York. 

GENERAL  PRACTITIONER  TO  BE  ASSOCIATED 
with  internist,  surgeon,  and  obstetrician.  Small  city  in 
Finger  Lakes  Region.  Modern  school  system.  Within 
short  drive  of  two  metropolitan  medical  centers.  Area 
serves  40,000.  Two  local  accredited  hospitals.  Guaran- 
teed minimum  salary.  Box  929,  % N.Y.  St.  Jr.  Med. 


PEDIATRICIAN  TO  BE  ASSOCIATED  WITH  INTERN- 
ist,  surgeon,  and  obstetrician.  Small  city  in  Finger  Lakes 
Region.  Modern  school  system.  Within  short  drive  of 
two  metropolitan  medical  centers.  Area  serves  40,000. 
Two  local  accredited  hospitals.  Guaranteed  minimum 
salary.  Box  930,  % N.Y.  St.  Jr.  Med. 

PHYSICIAN,  RESIDENT,  LIC’D.  SMALL  HOME  FOR 
the  aged  in  Brooklyn.  Private  quarters  provided;  must 
sleep  in.  Box  927,  % N.  Y.  St.  Jr.  Med. 

PHYSICIAN  WANTED  FOR  MONTHS  OF  JULY  AND 
August.  Write  or  call  Charles  Rosenstock,  M.D.,  Ellen- 
ville  Medical  Group,  Ellenville,  N.  Y.  Tel:  900. 

WANTED:  INTERNIST  FOR  GROUP  IN  SOUTHERN 
New  York  State.  Must  be  Board  certified  or  Board 
qualified.  Box  938,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


WANTED:  ASSOCIATE  OR  PARTNER  IN  GENERAL 
practice,  town  1,900;  Finger  Lakes  area  near  Cornell 
University;  10  min.  from  hospital;  3 doctors  in  town. 
Call  607-387-7921,  Eugene  S.  Farley,  Jr.,  M.D.,  Trumans- 
burg,  N.  Y. 

WANTED:  TWO  (2)  CONNECTICUT  LICENSED 

M.D.s  for  House  Officer  positions  for  an  expanding  ac- 
credited hospital:  1)  5-day  week,  7 AM  to  6 PM;  salary 
$12,000  a year.  2)  5-night  week,  6 PM  to  7 AM;  salary 
$14,000  a year.  Reply  to:  P.O.  Box  638,  Bridgeport, 

Conn.  06601. 

PHYSICIAN  (LICENSED  N.Y.  STATE)  FULL  TIME, 
(4  to  5 days  per  week).  Light  work.  Social  Security, 
retirement  and  health  benefits.  American  Red  Cross, 
Buffalo  Regional  Blood  Center,  786  Delaware  Avenue, 
Buffalo,  N.Y.  14209.  TT  6-7400. 

PERU,  NEW  YORK  NEEDS  A G.P.  GENERAL  PRAC- 
titioner  desired  for  4,000  pop.  community  at  Peru,  N.Y. 
Two  hospitals  within  10  miles;  3,000  pupil  central  school. 
$6,000  guaranteed  income  from  municipal  sources.  Ideal 
area  in  heart  of  Adirondacks  on  Lake  Champlain.  Call 
reverse  or  write  to:  Mr.  Charles  H.  Lewis,  24  Clinton  St., 
Plattsburgh,  N.Y.,  Tel:  518  JO  1-1980  or  Mr.  Wilfred 
Rock,  Supvr.,  Peru,  N.Y.,  Tel:  518  MI  3-9001. 

PHYSICIANS,  EMPLOYEE  HEALTH  SERVICES. 
New  and  complete  program  of  occupational  medicine  for 
the  State  of  New  York;  positions  in  Albany;  eligibility 
for  New  York  license;  brochure  from  Joseph  C.  Springer, 
M.D.,  Med.  Director,  Employee  Health  Service.  R-73B, 
1220  Washington  Avenue,  Albany,  New  York  12226. 

DERMATOLOGIST  FOR  NEW  MEDICAL  CENTER  IN 
new  expanding  IBM  area,  Westchester  County.  914 
AR  3-3046. 

GENERAL  PRACTITIONER— ASSOCIATE  WITH 

well  established  medical  group  on  the  South  Shore  of  Long 
Island’s  summer  resort  area.  $12,000  per  annum,  $1,500 
car  allowance,  bonus  arrangement,  partnership.  Write 
or  call  Patchogue  Medical  Group,  1 Roe  Blvd.,  Patchogue, 
New  York.  516  GRover  5-3900. 

LOST:  GOOD  COUNTRY  DOCTOR  AFTER  50  YEAR 
PRACTICE.  Wanted:  replacement.  Year  around  resi- 
dents, summer  and  winter  sports.  Children’s  camps, 
summer  homes;  community  spirit  excellent.  Doctor’s 
house  and  office  available.  Box  194,  Pottersville,  New 
York. 

G.P.  URGENTLY  NEEDED;  TOWN  OF  8,000,  ONE 
hour  from  NYC.  Excellent  recreational  & educational 
facilities.  Min.  $30,000;  potential  unlimited.  Box  942, 
% N.Y.  St.  Jr.  Med. 

STAFF  PSYCHIATRIST,  BOARD  ELIGIBLE  OR 
certified,  for  402-bed  GM&S  Hospital  with  Mental  Hygiene 
Clinic.  Salary:  $11,725  to  $17,210  depending  on  ex- 

perience and  qualifications.  U.S.  citizenship  and  licensure 
required.  Write  Chief  of  Staff,  VAH,  Tucson,  Arizona. 

OBSTETRICIAN  FOR  NEW  MEDICAL  CENTER  IN 
new  expanding  IBM  area,  Westchester  County.  914  AR 
3-3046. 


PRACTICE  WANTED 


INTERNIST,  36,  BD.  CERTIFIED,  DESIRES  PUR- 
chase  of  established  practice,  Manhattan  (prefer  West 
Side,  Wash.  Hts.)  or  Bronx.  Box  944,  % N.Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


RADIOLOGIST— SEMI-RETIRED,  LICENSED  IN  N.Y. 
and  N.J.  Available  2 or  3 afternoons  a week.  Box  893, 
% N.Y.  St.  Jr.  Med. 

UROLOGIST,  34,  PROTESTANT,  EXCELLENT  BACK- 
ground,  seeks  initial  practice  or  association  opportunity. 
All  replies  answered  immediately.  Box  898,  % N.Y.  St. 
Jr.  Med. 
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POSITIONS  WANTED— CONT’D 


LOCUM  TENENS  WANTED  BY  THIRD  YEAR  MED- 
ical  resident  for  August  1964.  New  York  City  location 
Box  921,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Requests  for  Sept,  graduates  are  being  processed  now. 

INTERNIST,  BOARD  ELIGIBLE,  AGE  30,  SEEKS 
association  with  individual  or  group,  Westchester  or  Rock- 
land County.  Box  933,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  QUALIFIED,  SEEKS 
position  in  New  York  City  or  vicinity.  Box  935,  % 
N.Y.  St.  Jr.  Med. 

ANESTHESIOLOGIST,  FACA,  BOARD  ELIGIBLE, 
desires  fee  for  service  or  group  arrangement  in  Metro- 
politan area.  Box  941,  % N.Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


LINDENHURST,  L.I.,  N.Y.  NEW  PROFESSIONAL 
offices  for  rent.  Two  specially  designed  medical  suites; 
air  conditioned,  2 lavatories;  ample  parking  space.  600 
sq.  ft.  each.  $200.  Karp,  30  E.  Sunrise  H’way,  516  TU 
8-1683. 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


GENERAL  PRACTICE.  EXCELLENT  LOCATION, 
Queens.  Equipment  like  new;  100  MA  X-ray.  Approx. 
1,000  sq.  ft;  can  be  used  by  one  or  more  generalists  or 
generalist  and  specialist.  $8,000.  Call  HA  8-6564  or 
write  Box  924,  % N.Y.  St.  Jr.  Med. 

GENERALIST  TO  TAKE  OVER  OLD,  ESTABL:  PRAC- 
tice  in  beaut,  home-office,  compl.  equipped,  furn.  Up- 
state, throughwy  exit.  Accred.  hosp..  Health  Off.,  school 
phys.  pos.  Immed.  income.  Box  934,  % N.Y.  St.  Jr. 


GENERAL  AND  INDUSTRIAL  PRACTICE,  NORTH- 
ern  New  York,  for  sale.  8,000  population  town.  Fully 
equipped,  9 room,  modern  building.  Gross  average  over 
$40,000  per  year.  Write:  Mrs.  E.  C.  Soults,  32  Bridge 
St.,  Carthage,  N.Y. 

IMMEDIATELY  AVAILABLE,  BECAUSE  OF  DEATH, 
general  practice.  Furnished  office,  equipment  with  X-Ray; 
15  minutes  from  96-bed  hospital.  Very  reasonable  terms. 
Contact,  Mrs.  T.  E.  McQuade,  Coxsackie,  N.Y.  731-6840. 


REAL  ESTATE  FOR  SALE  OR  RENT 


WICOPEE  ESTATES— 42  MILES  FROM  NYC-TOMP- 
kins  Corners.  New  filtered  swimming  pools;  modern 
4 & 5 room  cottages  desirable  for  physicians,  each  on  (1) 
acre.  All  sport  facilities;  priv.  lake;  day  camp;  social 
hall;  lunch’tte;  wash’g  machines.  Taconic  Parkway  to 
Peekskill  Hollow  Road  (exit  P 2A),  follow  signs.  NYC: 
CH  4-2624  or  TW  6-1169. 


JACKSON  HI’S.  PROFESSIONAL  SUITE.  EXCL.  IN 
large  development;  sep.  entrances,  good  location;  exc. 
oppty.  Call  Mrs.  O’Hare,  OX  7-8800. 


EXCELLENT  OPPORTUNITY:  OFFICE  SPACE  IN 

fast  growing,  lovely  suburban  town;  outstanding  location 
next  to  municipal  parking  and  Long  Island  Railroad. 
Phone  516  AN  5-2459. 


TO  SHARE  ON  PART-TIME  BASIS,  NEW,  MODERN, 
spacious,  fully  equipped  office,  X-Ray  room,  etc.  in  beauti- 
ful building  on  excellent  block  (Park-Madison).  Must  be 
seen  to  be  appreciated.  AT  9-7555. 


FOR  SALE:  MEDICAL  OFFICE  WITH  HOUSE  AVAIL- 
able.  Ideal  for  young  physician  with  family.  Home 
completely  furnished;  4 bedrooms,  2'/2  baths,  etc.  Located 
close  to  hospitals,  churches,  and  schools.  Physician  with 
established  practice  moving  out.  Asking  $21,500.  Box 
940,  % N.Y.  St.  Jr.  Med. 

LONG  BEACH,  L.  I.:  NEW  MEDICAL  OFFICE  FOR 
rent,  in  apartment  building.  Excellent  location.  Rent 
reasonable.  914  OW  9-5656. 


PROFESSIONAL  SUITE;  SUBLET,  2 PRIVATE  Ex- 
amining rooms  and  1 private  consultation  room,  plus  a 
common  waiting  room  and  receptionist  area.  Part  of 
large  orthodontic  suite.  Location  opposite  Deepdale 
General  Hospital,  corner  little  Neck  Parkway  and  Long 
Island  Expressway,  at  54-44  Little  Neck  Parkway. 
Ample  adjacent  parking.  For  further  information  call: 
Leonard  Gorelick,  D.D.S.,  LI  4-4183  or  HA  8-5757. 

FOR  RENT:  284-9  STREET,  5V>  ROOMS;  DECEASED 
doctor’s  office.  Excellent  transportation.  Ideal  location. 
SOuth  8-9710. 


DOCTOR  NEEDED,  YONKERS,  BX  RIVER  RD.  FOR 
sale,  new  2 fm.  brick,  lge.  prop.;  cor.  parking.  Exc.  loc. 
in  area  of  new  luxury  apts.  914  BE  7-5271  eves. 

HUNTINGTON  (MELVILLE),  L.I.  BUILDING, 
Route  110.  Now  medical  office;  ideal  location;  sale  or 
rent.  Call  516  HA  1-3656. 


OFFICES  AVAILABLE,  BEECHURST  MEDICAL  CEN- 
ter.  Excellent  opportunities — all  medical,  surgical,  and 
dental  specialties;  especially  suitable  for  ENT  and  pedia- 
trics. Attractive,  growing  area.  For  information,  call 
212  IN  3-3200. 


NEW  PROFESSIONAL  BUILDING,  LAKE  RONKON- 
komo,  Suffolk  County,  L.I.  Urgent  need  for  GPs  and 
specialties.  Hospitals  nearby.  516  JU  8-5100  or  JU 
8-9041. 


PROFESSIONAL  OFFICE  BUILDING  IN  THE  HEART 
of  Smithtown  (formally  headed  by  David  MolinofF,  now 
under  new  ownership).  Centrally  air-conditioned  build- 
ing with  elevator  service.  Suites  to  suit_  your  needs. 
Large  area  available  for  clinic  use.  Radiology  equip- 
ment and  practice  available.  Box  943,  % N.Y.  St.  Jr. 
Med. 


PROFESSIONAL  OFFICE  BUREAU 


Park  Ave.  70  s E 

Existing  office,  luxury 
co-op.  500  sq.  ft.  3 rms 
plusdarkrm,  bath.  Rent 
($250  a month)  or  buy 
($15,000,  easy  terms.) 


60’s  E.,  bet  3rd 
& Lexington  Aves. 

Existing  office,  luxury 
bldg.  1200  sq.ft.,  5 rms. 
2 baths.  Rent  — $450 
month. 


For  other  choice  locations,  call  Mr.  Manning  Brown,  LE  5-1960 
— — — — — — — — 


BROWN,  HARRIS,  STEVENS,  INC. 
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[Clinicopathologic  Conference],  776 
Coronary  artery  disease,  tobacco  allergy  in,  1287 
Correlation  Conferences  in  Radiology  and  Pathology  (Series), 
284, 540, 789, 1010, 1198, 1622 
Corticosteroids 

advances  in  physiologic  technics  for  rehabilitation  of 
asthmatic  patient  [Proceedings,  New  York  Allergy 
Society],  993 

management  of  pulmonary  insufficiency,  1308 
office  management  of  rheumatoid  arthritis,  876 
Cosmic  medicine,  dynamics  of,  225 

Critique  on  Cancer  Detection  Program  [Practical  Manage- 
ment of  the  Cancer  Patient]  (Symposium  and  Panel 
Discussion)  (Day), 365 

Crohn’s  disease:  granulomatous  disease  of  colon,  1018 
Cutaneous  carcinomas  of  face,  multiple,  treatment  of,  by 
Mohs’s  chemosurgery  method,  410 
Cyst,  hydatid,  of  liver,  1024 

Cytomegalic  inclusion  disease,  autoimmune  hemolytic  anemia 
with  terminal  lymphoma  and , 1 2 1 1 


Dengue  in  New  York  City  (Dwork) , 543 
Dermatitis,  irradiation,  and  Tricho  Institute,  1193 
Development  of  Current  Concept  of  Mycotic  Aneurysm 
[Recent  Advances  in  Medicine  and  Surgery]  (Blum),  1317 
Development  of  Malaria  Control  and  Public  Health  in  South- 
east Pacific  and  Asia  (Cilento),  1222 
Devices,  medical  and  surgical,  for  improvement  of,  1179 
Dexamethasone:  nutritional  and  metabolic  effects  of  some 
newer  steroids.  III.  Stanozolol,  864 
Diabetes,  Hypertension,  Renal  Failure,  Additional  Complica- 
tions [Clinicopathologic  Conference],  635 
Diabetic  patient,  anabolic  steroids  in  management  of  [Recent 
Advances  in  Medicine  and  Surgery  ],  1001 
Diagnosis  of  Disorders  of  the  Ureterovesical  Junction 
[Problems  and  Advances  in  Diagnosis  and  Management  of 
Urinary  Tract  Disorders  in  Children]  (Symposium  and 
Panel  Discussion)  (Parry) , 744 

Diagnosis  of  Disorders  of  the  Vesical  Neck  in  Girls  [Problems 
and  Advances  in  Diagnosis  and  Management  of  Urinary 
Tract  Disorders  in  Children]  (Symposium  and  Panel 
Discussion)  (Lattimer),  736 
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Dibenzazepines:  rational  use  of  psychopharmaceutic  agents, 
1084 

Diet : see  N utrition  Excerpts  (Series) 

Disaster  Medical  Care  (Series),  309 
Diverticulum,  Meckel’s,  carcinoid  tumor  of,  1208 
Donovanosis,  granuloma  inguinale,  treated  with  metha- 
cycline,  804 
Drugs 

administered  during  pregnancy,  fetal  and  neonatal  hazards 
from,  493 

advances  in  physiologic  technics  for  rehabilitation  of 
asthmatic  patient  [Proceedings,  New  York  Allergy 
Society  ] , 993 

anabolic  steroids  in  management  of  diabetic  patient 
[Recent  Advances  in  Medicine  and  Surgery],  1001 
causes  of  unsuccessful  antimicrobial  therapy,  976 
chemotherapy  on  cancer  team  [Practical  Management  of 
the  Cancer  Patient]  (Symposium  and  Panel  Discussion), 
388 

chlordiazepoxide  and  clidinium  bromide  in  management  of 
acute  gastrointestinal  upset,  405 
gonococcal  urethritis  treated  with  ampicillin,  synthetic  oral 
penicillin,  985 

granuloma  inguinale  (donovanosis)  treated  with  metha- 
cycline,  804 

nutritional  and  metabolic  effects  of  some  newer  steroids. 
III.  Stanozolol,  864 

office  management  of  rheumatoid  arthritis,  876 
problems  and  advances  in  diagnosis  and  management  of 
urinary  tract  disorders  in  children  (Symposium  and 
Panel  Discussion),  729 

rational  use  of  psychopharmaceutic  agents,  1084 
reactions  to  use  of  amphetamines  as  observed  in  psychiatric 
hospital,  1186 

Dumping  syndrome,  jejunal  morphology  in,  800 
Dynamics  of  Cosmic  Medicine  (Generales),  225 

Ear:  otitis  media  in  pediatric  practice,  1591 
Echinococcosis : hydatid  cyst  of  liver  ,1024 
Electroconvulsive  treatment:  rational  use  of  psychopharma- 
ceutic agents , 1084 

Embolism,  pulmonary  amnio  tic  fluid,  afibrinogenemia  sec- 
ondary to, 1119 

Emotional  Symptoms  Accompanying  Acute  and  Chronic 
Illness  (Perkins),  520 
Emphysema 

management  of  pulmonary  insufficiency,  1306 
polycythemia,  backache,  and  sudden  death  [Clinico- 
pathologic  Conference],  776 

splenomegaly  and  hematemesis  [Clinicopathologic  Con- 
ference], 898 

Enovid:  thromboembolic  disease  in  patient  receiving  nor- 
ethynodrel,  302 

Epinephrine:  advances  in  physiologic  technics  for  rehabilita- 
tion of  asthmatic  patient  [Proceedings,  New  York  Allergy 
Society],  993 

Esophagus , subclinical  carcinoma  of ; study  of  second  primary 
carcinoma,  524 

Evaluation  of  Prostatic  Biopsy  (Melicow),  236 
Evolution  of  Anesthesia  for  Neurosurgery  (Schapira),  1301 
Exercise:  preventive  aspects  of  physical  fitness,  1182 
Expectorants:  management  of  pulmonary  insufficiency,  1308 
Eye,  tropical  diseases  of  [Tropical  Medicine  for  Temperate 
Climates],  535 

Eyeing  the  Eye  (Bland) , 1313 

Face,  treatment  of  multiple  cutaneous  carcinomas  of,  by 
Mohs’s  chemosurgery  method,  410 
Factitious  Hypoglycemia  in  Chronic  Myelogenous  Leukemia 
(Messeloff,  Stolz,  and  Schoenfeld) , 551 
Fallout  [Safe  Procedures  in  Medical  Radiation]  (Panel 
Discussion)  (Harley) , 964 

Fatalities  Associated  with  Abortions  [Maternal  and  Child 
Welfare]  (Schoeneck),  1216 

Fetal  and  Neonatal  Hazards  from  Drugs  Administered 
During  Pregnancy  (Cohlan),  493 
Fitness,  physical,  preventive  aspects  of,  1182 
Fluorescence,  tetracycline,  of  some  human  tumors,  981 
Fluoroscopy:  safe  procedures  in  medical  radiation  (Panel 
Discussion) , 963 

Food  poisoning,  Salmonella  [Nutrition  Excerpts],  1112 
For  the  Improvement  of  Medical  and  Surgical  Devices 
(Dobelle),  1179 

Foreign  Bodies  in  the  Stomach  (Kane,  Ginn,  and  Mora),  1636 
Fracture  of  patella,  pathologic,  caused  by  metastatic  car- 
cinoma, 430 

Fractured  Hip  in  an  Elderly  Patient  [Clinicopathologic 
Conference],  528 

“Full  Stomach” — A Continuing  Problem  in  Anesthetic 
Management  [Clinical  Anesthesia  Conference],  1114 

Gallbladder,  congenital  absence  of,  914 

Gallbladder:  pneumocholecystitis;  variation  of  acute  chole- 
cystitis, 662 

Gastrectomy:  jejunal  morphology  in  dumping  syndrome,  800 
Gastric  hypothermia,  local,  in  bleeding  gastric  ulcers,  1116 
Gastrointestinal  Diseases  of  Medical  Progress  (Scott),  607 
Gastrointestinal  upset,  acute,  chlordiazepoxide  and  clidinium 
bromide  in  management  of,  405 
Genetic  Effects  [Radiation  Effects]  (Symposium)  (Quastler), 
861 

Gigantism  and  ruptured  abdominal  aneurysm;  Marfan 
syndrome,  436 


Gold  salts:  office  management  of  rheumatoid  arthritis,  876 
Gonococcal  Urethritis  Treated  with  Ampicillin,  a Synthetic 
Oral  Penicillin  (Marmell,  Sills,  Brown,  and  Prigot),  985 
Granuloma  Inguinale  (Donovanosis)  Treated  with  Metha- 
cycline  (Marmell  and  Prigot) , 804 
Granulomatous  Disease  of  Colon  (Vogl  and  Bahadori),  1018 
Gynecologic  cancer,  optimum  management  of,  1306 


Head  trauma,  transient  loss  of  vision  following,  916 
Heart 

advances  in  physiologic  technics  for  rehabilitation  of 
asthmatic  patient  [Proceedings,  New  York  Allergy 
Society],  993 

aortic  regurgitation  and  azotemia  in  young  man  [Clinico- 
pathologic Conference],  1321 

chest  pain  and  systolic  murmur  [Clinicopathologic  Con- 
ference], 1101 

diabetes,  hypertension,  renal  failure,  additional  complica- 
tions, [Clinicopathologic  Conference],  635 
management  of  pulmonary  insufficiency,  1308 
massive  intestinal  infarction  secondary  to  acute  vasospasm 
of  mesenteric  vessels,  295 

pain  in  chest  and  left  arm  [Correlation  Conferences  in 
Radiology  and  Pathology],  1198 
pheochromoeytoma  and  neurofibromatosis  [Correlation 
Conferences  in  Radiology  and  Pathology],  1010 
polycythemia,  backache,  and  sudden  death  [Clinico- 
pathologic Conference],  776 
self-induced  air  pollution:  smoking,  806 
tobacco  allergy  in  coronary  artery  disease,  1287 
see  also  Cardiac 

Heat:  miscellaneous  tropical  diseases  [Tropical  Medicine  for 
Temperate  Climates],  783 

Hematemesis  and  splenomegaly  [Clinicopathologic  Confer- 
ence], 898 

Hemiplegic  upper  extremity,  heterotopic  calcification  in,  432 
Hemolytic  agents:  fetal  and  neonatal  hazards  from  drugs 
administered  during  pregnancy,  493 
Hemorrhage:  gastrointestinal  diseases  of  medical  progress, 
607 

Hemorrhage:  polycythemia,  backache,  and  sudden  death 

[Clinicopathologic  Conference],  776 
Hemorrhagic  Diathesis  Due  to  Salicylate-Induced  Hypopro- 
thrombinemia  (Pomerantz,  Hyman,  Lai,  and  Wallach),  795 
Hemosiderosis:  chest  pain  and  systolic  murmur  [Clinico- 

pathologic Conference],  1101 
Hepatic:  see  Liver 

Hepatitis:  gastrointestinal  diseases  of  medical  progress,  607 
Hepatitis:  liver  function  and  needle  biopsy  findings  in  Weil’s 
disease,  1032 

Hetero topic  Calcification  in  the  Hemiplegic  Upper  Extremity 
(Moskowitz  and  Steinman),  432 
HIAA,  5,  normal,  malabsorption  in  malignant  carcinoid  with, 
1128 

Hip,  fractured,  in  elderly  patient  [Clinicopathologic  Confer- 
ence], 528 

Hormones:  fetal  and  neonatal  hazards  from  drugs  admin- 
istered during  pregnancy,  493 

Hormones,  role  of,  in  management  of  cancer  [Practical 
Management  of  the  Cancer  Patient]  (Symposium  and 
Panel  Discussion) , 383 

How  to  Live  and  Work  with  Radiation  [Radiation  Effects] 
(Symposium)  (Warren),  853 
Hydatid  Cyst  of  the  Liver  (Zeifer  and  Antzis),  1024 
Hydatidiform  mole:  choriocarcinoma  and  related  tropho- 

blastic tumors  in  women,  1598 

Hydrazide:  rational  use  of  psychopharmaceutic  agents,  1084 
Hydrothorax:  oliguria  and  anuria  in  infant  [Clinicopathologic 
Conference],  270 

Hydroxy  indole  acetic  acid:  malabsorption  in  malignant 

carcinoid  with  normal  5 HIAA,  1128 
Hypertension,  diabetes,  renal  failure,  additional  complica- 
tions [Clinicopathologic  Conference],  635 
Hypertension  and  Recurrent  Cerebrovascular  Episodes 
[Clinicopathologic  Conference],  414 
Hyperthyroidism:  safe  procedures  in  medical  radiation 

(Panel  Discussion),  963 

Hypertrichosis:  irradiation  dermatitis  and  Tricho  Institute, 
1193 

Hypnosis,  treatment  by  ; sleep  problems  of  children,  629 
Hypoglycemia,  alcohol-induced,  1014 

Hypoglycemia,  factitious,  in  chronic  myelogenous  leukemia, 

551 

Hypoprothrombinemia,  salicylate-induced,  hemorrhagic  di- 
athesis due  to,  795 

Hypotensive  agents:  fetal  and  neonatal  hazards  from  drugs 
administered  during  pregnancy,  493 
Hypothermia:  evolution  of  anesthesia  for  neurosurgery,  1301 
Hypothermia,  local  gastric,  in  bleeding  gastric  ulcers,  1116 
Hypovolemia,  acid-base  disturbances  during,  243 


1 131 : see  Radioactive  iodine 
Ileocecal  valve,  carcinoma  of,  299 

Indications  for  X-ray  [Safety  Procedures  in  Medical  Radia- 
tion] (Panel  Discussion)  (Seaman),  965 
Industrial  Health  (Series),  1646 

Infants,  low  birth  weight,  medical  care  program  for,  in  New 
York  City,  1613 

Infarction,  massive  intestinal,  secondary  to  acute  vasospasm 
of  mesenteric  vessels,  295 
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Infarction,  myocardial:  chest  pain  and  systolic  murmur 

[Clinicopathologic  Conference],  1101 
Infection:  otitis  media  in  pediatric  practice,  1591 
Infection:  problems  and  advances  in  diagnosis  and  manage- 
ment of  urinary  tract  disorders  in  children  (Symposium 
and  Panel  Discussion) , 729 

Influenza:  respiratory  virus  isolation  and  identification  in 

New  York  State,  1962  to  1963;  preliminary  report,  249 
In-Plant  Medical  Services  and  Safety  [Industrial  Health] 
(Katz  and  Tebrock),  1646 

Intestinal  infarction,  massive,  secondary  to  acute  vasospasm 
of  mesenteric  vessels,  295 

Irradiation  Dermatitis  and  the  Tricho  Institute  (Crikelair, 
Beasley,  and  Cosman),  1193 

Isoniazid  Intoxications  [Accidental  Chemical  Poisonings],  664 

Jaundice:  gastrointestinal  diseases  of  medical  progress,  607 
Jaundice:  liver  function  and  needle  biopsy  findings  in  Weil’s 
disease,  1032 

Jejunal  Morphology  in  Dumping  Syndrome  (Cohen  and 
Gallo),  800 

Kernicterus:  gastrointestinal  diseases  of  medical  progress, 
607 

Kidney 

oliguria  and  anuria  in  infant  [Clinicopathologic  Confer- 
ence], 270 

problems  and  advances  in  diagnosis  and  management  of 
urinary  tract  disorders  in  children  (Symposium  and 
Panel  Discussion) , 729 
size  in  polycythemia  vera,  study  of,  882 
see  also  Renal 

Knee,  osteochondritis  dissecans  of  [Correlation  Conferences 
in  Radiology  and  Pathology],  540 
Kuru:  miscellaneous  tropical  diseases  [Tropical  Medicine 

for  Temperate  Climates],  783 

Laboratory  Aids  in  Diagnosis  of  Significant  Urinary  Tract 
Infection  (Simon,  Dickstein,  and  Dunbar),  255 
Laryngospasm  [Clinical  Anesthesia  Conference],  793 
Lead  poisoning,  “possible”  [Accidental  Chemical  Poisonings], 
1233 

Lead  Poisoning  Treated  with  BAL  [Accidental  Chemical 
Poisonings  ],  441 

Leukemia,  chronic  myelogenous,  factitious  hypoglycemia  in, 
551 

Leukemogenesis:  safe  procedures  in  medical  radiation  (Panel 
Discussion),  963 

Librium:  chlordiazepoxide  and  clidinium  bromide  in  manage- 
ment of  acute  gastrointestinal  upset,  405 
Light  eruptions,  polymorphous;  office  diagnosis  and  manage- 
ment, 619 

Lip,  cleft,  and  palate  surgery,  review  of  anesthetic  manage- 
ment for,  1605 

Lipochrome  Pigmentation  and  the  Malabsorption  Syndrome 
(Parkhurst,  Grube,  and  Neumann),  657 
Liposarcoma;  malignant  neoplasms  of  spermatic  cord,  1213 
Liver  Function  and  Needle  Biopsy  Findings  in  Weil’s  Disease 
(Erichson  and  Dadey) , 1032 
Liver 

aortic  regurgitation  and  azotemia  in  young  man  [Clinico- 
pathologic Conference],  1321 
hydatid  cyst  of,  1024 
see  also  Hepatic 

Local  Gastric  Hypothermia  in  Bleeding  Gastric  Ulcers  (Scherl 
and  Reynolds),  1116 

Lung,  collapsed,  and  impaired  chest  wall  [Recent  Advances 
in  Clinical  Pulmonary  Disorders]  (Symposium),  891 
Lung:  see  also  Pulmonary 

Lymphoma,  terminal,  autoimmune  hemolytic  anemia  with, 
and  cytomegalic  inclusion  disease,  1211 

Malabsorption  in  Malignant  Carcinoid  with  Normal  5 HIAA 
(Nash  and  Brin),  1128 

Malabsorption  syndrome  and  lipochrome  pigmentation,  657 
Malaria  [Tropical  Medicine  for  Temperate  Climates]  (Cahill), 
278 

Malaria  control  and  public  health  in  Southeast  Pacific  and 
Asia,  development  of , 1222 

Malignant  Neoplasms  of  Spermatic  Cord;  Liposarcoma 
(Samellas),  1213 

Malnutrition:  tropical  diseases  of  eye  [Tropical  Medicine 
for  Temperate  Climates],  535 

Management  of  the  Child  with  Urinary  Infection  [Problems 
and  Advances  in  Diagnosis  and  Management  of  Urinary 
Tract  Disorders  in  Children]  (Symposium  and  Panel 
Discussion)  (Marshall) , 733 

Management  of  Pulmonary  Insufficiency  (Blake) , 1308 
Management  of  Respiratory  Failure  [Recent  Advances  in 
Clinical  Pulmonary  Disorders]  (Symoosium)  (Siekers),  894 
Marfan  Syndrome;  Gigantism  and  Ruptured  Abdominal 
Aneurysm  (Heitzman  and  Bryant),  436 
Mass  in  Right  Lower  Quadrant  [Correlation  Conferences  in 
Radiology  and  Pathology  ],  789 

Massive  Intestinal  Infarction  Secondary  to  Acute  Vasospasm 
of  Mesenteric  Vessels  (Crampton,  Scheinerman,  Derrico, 
and  Buetow) , 295 

Maternal  and  Child  Welfare  (Series),  557,  907,  1216 
Maximal  Permissible  Dose  [Radiation  Effects]  (Symposium) 
(Brucer),  857 

Meckel’s  diverticulum,  carcinoid  tumor  of,  1208 


Medical  Care  Program  for  Low  Birth  Weight  Infants  in  New 
York  City  (Jacobziner),  1613 

Medical  and  Physical  Activity  Forms  for  the  Cardiac  School 
Child  [Cardiac  Rehabilitation ] (Hamburg),  1333 
Medical  and  surgical  devices,  for  improvement  of,  1179 
Medicine:  see  Recent  Advances  in  Medicine  and  Surgery 
(Series) 

Mental  health:  out-of-home  care  for  aging  persons,  1642 
Meprobamate:  rational  use  of  psychopharmaceutic  agents, 
1084 

Methacycline,  granuloma  inguinale  (donovanosis)  treated 
with,  804 

Methotrexate:  choriocarcinoma  and  related  trophoblastic 
tumors  in  women,  1598 

Miscellaneous  Tropical  Diseases  [Tropical  Medicine  for 
Temperate  Climates]  (Cahill),  783 
Misuse  of  Respirator  in  the  Recovery  Room  [Clinical  Anes- 
thesia Conference],  1626 

Mohs’s  chemosurgery  method,  treatment  of  multiple  cutane- 
ous carcinomas  of  face  by , 410 

Mucocele  of  the  Appendix  [Correlation  Conferences  in 
Radiology  and  Pathology],  1622 
Mucopolysaccharides,  possible  role  of  vitamin  A in  metab- 
olism of  [Nutrition  Excerpts],  905 
Multiple  Radical  Operations  in  Neoplastic  Disease;  How 
Much  is  Enough?  (Owens) , 1628 
Muscle  relaxants:  perinatal  morbidity  and  mortality  (Con- 
ference), 511 

Mycotic  aneurysm,  development  of  current  concept  of 
[Recent  Advances  in  Medicine  and  Surgery],  1317 
Myocardial  infarction:  chest  pain  and  systolic  murmur 

[Clinicopathologic  Conference],  1101 
Myocardial  infarction:  pheochromocytoma  and  neurofibro- 
matosis [Correlation  Conferences  in  Radiology  and  Pathol- 
ogy], 1010 

Myringotomy:  otitis  media  in  pediatric  practice,  1591 

Narcotics:  perinatal  morbidity  and  mortality  (Conference), 
511 

Necrosis,  renal  papillary,  769 
Neglect  and  Abuse  of  Children  (Fontana),  215 
Neoplasms,  malignant,  of  spermatic  cord;  liposarcoma,  1213 
Neoplastic  disease,  multiple  radical  operations  in;  how  much 
is  enough?,  1628 

Nephrosclerosis:  splenomegaly  and  hematemesis  [Clinico- 

pathologic Conference],  898 

Neurofibromatosis  and  pheochromocytoma  [Correlation 
Conferences  in  Radiology  and  Pathology],  1010 
Neurosurgery,  evolution  of  anesthesia  for,  1301 
New  Concept  in  Therapy  of  Cerebral  Arterial  Insufficiency; 

An  Experimental  and  Clinical  Report  (Owens),  1077 
New  Trends  in  Public  Assistance  Medical  Care  in  New  York 
City  (Haughton  and  Agress),  1236 
Nicotine:  tobacco  allergy  in  coronary  artery  disease,  1287 
Norethynodrel,  thromboembolic  disease  in  patient  receiving, 
302 

Nutrition  Excerpts  (Series),  288,  651,  905,  1112,  1329 
Nutritional  and  Metabolic  Effects  of  Some  Newer  Steroids. 
III.  Stanozolol  (Albanese,  Lorenze,  Orto,  and  Smullyan), 
864 

Obesity:  polycythemia,  backache,  and  sudden  death  [Clin- 
icopathologic Conference],  776 
Office  Management  of  Rheumatoid  Arthritis  (Davison),  876 
Oliguria  and  Anuria  in  an  Infant  [Clinicopathologic  Con- 
ference], 270 

Omentum,  primary  torsion  of,  in  childhood,  1205 
Ophthalmic  plastic  surgery,  anesthesia  for,  259 
Optimum  Management  of  Gynecologic  Cancer  (Graham), 
1306 

Osteochondritis  Dissecans  of  the  Knee  [Correlation  Confer- 
ences in  Radiology  and  Pathology],  540 
Osteoporosis:  fractured  hip  in  elderly  patient  [Clinico- 

pathologic Conference],  528 
Otitis  Media  in  Pediatric  Practice  (Townsend),  1591 
Out-of-Home  Care  for  Aging  Persons  (Shulman),  1642 
Ovarian  Pregnancy  (Rosenberg  and  Molinoff),  546 
Ovary:  optimum  management  of  gynecologic  cancer,  1306 

Pacific,  Southeast,  and  Asia,  development  of  malaria  control 
and  public  health  in,  1222 

Pain  in  Chest  and  Left  Arm  [Correlation  Conferences  in 
Radiology  and  Pathology],  1198 
Palate,  cleft,  and  lip  surgery,  review  of  anesthetic  manage- 
ment for,  1605 

Palate,  cleft,  velar  dysfunction  in  absence  of,  263 
Pancreatitis:  gastrointestinal  diseases  of  medical  progress, 

607 

Papillary  necrosis,  renal,  769 

Pathologic  Fracture  of  Patella  Caused  by  Metastatic  Car- 
cinoma (Taylor) , 430 

Pathologv:  see  Clinicopathologic  Conference  (Series  ),  Corre- 
lation Conferences  in  Radiology  and  Pathology  (Series) 
Pediatric  practice,  otitis  media  in,  1591 

Penicillin,  synthetic  oral,  ampicillin,  gonococcal  urethritis 
treated  with,  985 
Peptic  ulcer , progress  a nd , 500 

Perforative  Appendicitis  with  Pneumoperitoneum  (Stuben- 
bord,  Johnson,  and  Jensen),  1125 
Perinatal  Morbidity  and  Mortality  (Conference)  , 511 
Perisplenitis:  splenomegaly  and  hematemesis  [Clinico- 

pathologic Conference],  898 
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Peritonitis,  starch,  1202 

Phenothiazines:  rational  use  of  psychopharmaceutic  agents, 
1084 
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pregnancy,  in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of 
demethylchlortetracycline  HCI.  Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d. 
1.  Sweeney,  W.  M.;  Dornbush,  A.  C.,  and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetra- 
cycline Compared.  Relative  in  vitro  Activity  and  Comparative  Serum  Concentrations  During 
7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci.  243:296  (Mar.)  1962. 
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Theophylline  (120  mg.) 

Ephedrine  HCI  (15  mg.) 

Phenobarbital  (8  mg.) 
(Barbituric  acid  derivative) 

Prednisone  (1.5  mg.) 


for  safer  steroid  protection  from  asthma 


Deltasmyl®  opens  the  airways  and  suppresses 
inflammation  by combiningtheanti-allergic,  anti- 
inflammatory action  of  prednisonewith  the  bron- 
chodilating,  decongestant  and  quieting  effects 
of  theophylline,  ephedrine  and  phenobarbital. 

Deltasmyl  provides  prompt,  prolonged  relief  of 
asthma  with  prednisone  protection  against  aller- 
gens and  stress,  and  a wider  margin  of  safety 
through  reduction  of  the  effective  corticoid  dose. 

The  aim  of  therapy  in  asthma  should  be  relief  of 
bronchospasm  by  means  of  decongestant  and 
bronchodilating  agents — plus  prednisone,  not 
just  prednisone  alone.1  Uhde2 — using  theophyl- 
line-ephedrine-phenobarbital  with  prednisone — 
reports  an  increase  of  about  25%  in  the  action 
of  prednisone  with  quicker  arrest  of  inflam- 
mation, hypersecretion,  and  alveolar  stasis;  a 
marked  sedative  action  on  heart  and  circulation; 
improved  ventilation.  Bopp3  also  has  obtained 
satisfactory  results  with  the  same  combination, 
probably  through  synergistic  enhancement  of 
prednisone  potency. 

Dosage:  One  Deltasmyl  tablet  provides  sympto- 
matic relief  for  4 hours  or  longer.  Not  more  than 
6 tablets  should  be  taken  in  24  hours.  Withdraw 
gradually. 


Precautions:  Deltasmyl  contains  ephedrine  and 
should  not  be  given  with  epinephrine  since  both 
drugs  may  cause  tachycardia.  Carefully  observe 
patients  hypersensitive  to  sympathomimetic 
amines.  Phenobarbital  is  a barbituric  acid  deriv- 
ative which  may  be  habit  forming.  Despite  the 
low  prednisone  dose,  all  precautions  and  contra- 
indications of  corticosteroids  must  be  heeded, 
since  warning  signs  such  as  fluid  retention  or 
moon  face  may  not  be  present.  When  corti- 
costeroids are  given  to  patients  with  acute  or 
chronic  bacterial  infections,  appropriate  protec- 
tion should  be  provided. 

Contraindications:  Hyperthyroidism,  cardiovas- 
cular diseases,  peptic  ulcer,  diabetes  mellitus, 
psychotic  tendencies,  ocular  herpes  simplex, 
glaucoma,  prostatic  hypertrophy,  Cushing's  syn- 
drome, arrested  tuberculosis. 

Supplied:  Bottles  of  50  tablets,  on  prescription 
only. 

References:  1.  Barach,  A.  L.  and  Bickerman,  H.  A.: 
Pulmonary  Emphysema,  Baltimore,  Williams  & Wilkins, 
1956,  p.  523.  2.  Uhde,  H.:  Med.  Monatsschr.  No.  8, 
505,  1959.  3.  Bopp,  K.  Ph.:  Medizinische  Klinik 
53:186,  1958  and  Algerie  Medicale  62:1081,  1958. 
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MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  1 0 PATIENTS* 


His  dizzy  notes  got  the  critics1  votes. 


His  doctor  (a  hep  M.  D.  ) prescribed. . . 


Antivert,  which  stopped  vertigo  the  most. 


Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin, 
increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a 
desirable  physiological  sign  that  the 
nicotinic  acid  is  carrying  out  its 
intended  function  of  vasodilation.  Be- 
cause of  this  vasodilation,  severe  hypo- 
tension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

♦Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 


Antivert© 

(meclizine  HCI,  nicotinic  acid) 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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a 15  mm.  Hg.  drop 
in  diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 

HYDROMOX 

QUINETHAZONE-TABLETS 

antihypertensive  diuretic 

HYDROMOX  Quinethazone  is  excellent  for  use  in  early 
hypertension.  Extremely  well  tolerated,  the  average  ; 
reported  reduction  in  diastolic  pressure  is  15  mm. 
Hg.,1,2  just  right  for  patients  with  mild  to  moderate 
diastolic  elevations.  Systolic  pressure  lowered 
accordingly.  A convenient  single  daily  dose  of  one  to 
two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be  helpful  in  some  cases  of 
lymphedema,  idiopathic  edema  and  edema  due  to  venous  obstruction. 
SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be  stopped. 
Generally,  the  adverse  effects  sometimes  associated  with  the  thiazide 
diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria. 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc.  11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients  with 
Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the  Clinical 
Meeting  of  the  American  Medical  Association,  Los  Angeles,  California, 
Nov.  25-28,  1962. 
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disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • we  1 1 -tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROi:  brand  of  STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  7 
tablet  t.i.d.;  children  (pre-school  age),  % tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  7 00. 

W/nfhrop 

Winthrop  Laboratories,  New  York,  N.  Y. 
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an  easier  way? 

■methedrine:: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  “...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (¥2  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 
1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

2 BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Relieved.. 


Positive  Results  Without  lodism 
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In  a clinical  study  of  sinusitis,1  the  use  of  Iodo- 
Niacin  tablets  provided  a significant  relief.  The 
principal  symptoms  were  pain,  headaches,  nasal 
congestion,  postnasal  drip,  tinnitus  and  vertigo. 

Niacinamide  hydroiodide  has  been  shown  to  pre- 
vent the  occurrence  of  iodism.  Hence  Iodo-Niacin 
may  be  administered  in  full  dosage  for  a year 
or  longer  without  iodism.2  The  usual  dose  is  2 
tablets  three  times  a day,  followed  by  a full  glass 
of  water. 

Iodo-Niacin  loosens  the  secretion  of  mucus  in  the 
sinuses  and  promotes  freer  drainage  and  aera- 
tion. Best  results  were  observed  in  severe  infected 
cases  of  sinusitis.  It  may  be  used  in  conjunction 
with  penicillin  or  other  antibiotics. 

Other  important  indications  for  Iodo-Niacin  in- 
clude chronic  bronchitis,  bronchial  asthma,  otitis 
media,  simple  colloid  goiter,  arteriosclerosis, 
retinal  and  vitreous  hemorrhages,  and  vitreous 
floaters. 

Availability : Slosol  coated  pink  tablets,  in  bottles 
of  100.  Also  available  in  ampuls. 

Summary:  Effective  iodide  medication  protected 
by  niacinamide  against  hazard  of  iodism. 


Potassium  Iodide 135  mg. 

Niacinamide  Hydroiodide  ___  25  mg. 


1.  Adams,  J.N.,  Iodo-Niacin  in 
treatment  of  sinusitis,  bron- 
chitis and  otitis,  Southwestern 
Med.  40:120,  1959. 

2.  Feinblatt,  T.M.,  Feinblatt, 
H.M.;  and  Ferguson,  E.A., 
Jr.,  Treatment  of  arterioscler- 
osis and  vague  abdominal  dis- 
tress with  niacinamide  hydro- 
iodide  (without  side-effects). 
Am.  J.  Digest.  Dis.  22:5, 1955. 


COLE  CHEMICAL  COMPANY  NYS-7 

| 3715-31  Laclede  Avenue 
St.  Louis,  Missouri  63 1 08 

1 Gentlemen:  Please  send  me  professional  sample  of  Iodo-Niacin  and  reprint 
of  article  entiled  Iodo-Niacin  in  Treatment  of  Sinusitis,  Bronchitis  and  Otitis. 
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Medical  News 


Claims  for  medical  service 

A new  claim  payment  procedure  for  United 
Medical  Service  will  go  into  effect  on  July  16. 
Under  the  system,  doctors  will  receive  one 
total  payment  check  every  two  weeks  for  all 
payable  services  reported  during  these  fourteen 
days  unless  ten  payable  services  accumulate 
before  the  end  of  the  two-week  period. 

The  system,  called  “Periodic  Claim  Pay- 
ment,” is  expected  to  result  in  a saving  of  up  to 
$65,000  a year  in  postage  and  other  adminis- 
trative costs  to  the  New  York  plan. 

Physicians  will  be  notified  of  details  of  the 
new  procedure  prior  to  the  start  of  the  system. 


Long  Island  Psychoanalytic  Society 

The  recently  formed  Long  Island  Psycho- 
analytic Society  was  approved  as  an  affiliate 
society  of  the  American  Psychoanalytic  Asso- 
ciation at  its  May  meeting  in  Los  Angeles, 
California. 

Officers  of  the  Society  for  1964-1965  will  be: 
Isidor  Bernstein,  M.D.,  president;  Herbert 
Wieder,  M.D.,  vice-president;  Jules  Glenn, 
M.D.,  secretary;  and  Henry  Schneer,  M.D., 
treasurer. 

The  society  holds  its  bimonthly  meetings  at 
the  Nassau  Academy  of  Medicine,  1200  Stewart 
Avenue,  Garden  City. 

Inquiries  concerning  the  society  may  be 
addressed  to  Dr.  Glenn  at  8 Preston  Road, 
Great  Neck,  New  York. 


American-European  Medical  Societies 

The  Federation  of  American-European  Medi- 
cal Societies,  Inc.,  is  now  in  its  second  year  of 
existence  in  New  York  City.  This  association 
represents  the  union  of  the  American-Hungarian 
Medical  Association,  the  Rudolf  Virchow  Medi- 
cal Society,  and  the  Pirquet  Society  for  Clinical 
Medicine.  Early  this  year  the  Medical  Alliance, 
Inc.  joined  them.  Scientific  meetings  will  be  an 
annual  event,  with  the  participating  societies 
rotating  as  hosts. 

Officers  of  the  Federation  for  1964  are:  Aron 

Goldschmidt,  M.D.,  president;  Jerome  Geren- 
dasy,  M.D.,  secretary;  and  Otto  Deutschberger, 
M.D.,  treasurer.  All  are  from  New  York 
City. 

All  societies  composed  of  physicians  of  Euro- 
pean origin  or  training  are  welcome  to  apply  for 
admission.  Address  inquiries  to  Dr.  Gerendasy 
at  150  East  69th  Street,  New  York  City. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Personalities 

Elected.  Charles  L.  Poskanzer,  M.D.,  Albany, 
president;  G.  Rehmi  Denton,  M.D.,  Albany, 
president-elect;  George  J.  Riley,  M.D.,  Troy, 
secretary;  Harry  M.  Judge,  M.D.,  Albany, 
treasurer;  and  Robert  J.  Gilston,  M.D.,  Amster- 
dam; Martin  F.  Stein,  Sr.,  M.D.,  Manhasset; 

B.  L.  Vosburgh,  M.D.,  Schenectady;  Robert  H. 
Randles,  M.D.,  Albany;  Michael  Melas,  M.D., 
Albany;  Donald  C.  Walker,  M.D.,  Delanson; 
and  Frank  C.  Maxon,  Jr.,  M.D.,  Albany,  di- 
rectors of  the  Alumni  Association  of  Albany 
Medical  College  . . . Frederick  Reiss,  M.D., 
New  York  City,  honorary  member  of  the  Asso- 
ciation Argentina  de  Dermatologia  and  the 
Dermatological  Society  of  Israel. 

Awarded.  Robert  A.  Brown,  M.D.,  New  York 
City,  renewal  for  the  second  year  of  a fellowship 
at  Bellevue  Hospital;  Donna  O’Hare  Brayton, 
M.D.,  New  York  City,  renewal  of  her  fellowship 
at  Bellevue  Hospital  and  New  York  University 
School  of  Medicine;  and  Herbert  W.  Wallace, 
M.D.,  Yonkers,  renewal  of  a fellowship  at  The 
Mt.  Sinai  Hospital,  from  the  New  York  Tubercu- 
losis and  Health  Association,  Inc.,  and  the 
National  Tuberculosis  Association  . . . Alfred 
M.  Freedman,  M.D.,  director  of  psychiatry  at 
Metropolitan  Hospital,  New  York  City,  a 
scroll  for  his  contribution  to  mental  health  from 
the  Manhattan  Society  for  Mental  Health  . . . 
John  C.  A.  Gerster,  M.D.,  chairman  emeritus  of 
the  American  Cancer  Society,  New  York  City 
Division,  Inc.,  the  1963  National  Annual  Divi- 
sional Award  of  the  New  York  City  Division 
and  the  Society  in  recognition  of  his  contribu- 
tions to  the  cause  of  cancer  control. 

Appointed.  Aaron  W.  Bortin,  M.D.,  Roslyn 
Harbor,  as  clinical  director  of  the  Louden  Hall 
Neuropsychiatric  Hospital  and  chief  of  psychia- 
try of  the  Brunswick  General  Hospital,  both 
divisions  of  the  Brunswick  Hospital  Center, 
Amity ville  . . . Henry  Brill,  M.D.,  first  deputy 
commissioner  of  the  New  York  State  Depart- 
ment of  Mental  Hygiene,  as  director  of  Pilgrim 
State  Hospital,  West  Brentwood,  Long  Island; 
Christopher  F.  Terrence,  M.D.,  deputy  commis- 
sioner for  program  administration,  as  first  deputy 
commissioner  of  the  Department;  Herman  B. 
Snow,  M.D.,  director  of  Hudson  River  State 
Hospital,  Poughkeepsie,  as  deputy  commis- 
sioner for  program  administration;  Leonard  C. 
Lang,  M.D.,  associate  commissioner  for  com- 
munity services,  as  associate  commissioner  for 
mental  hospitals;  and  Alan  B.  Miller,  M.D., 
associate  chief  for  operations  research,  Com- 
munity Research  and  Services  Branch,  National 
Institute  of  Mental  Health,  Bethesda,  Maryland, 

continued  on  page  1680  [ 
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Vhen  you  put  patients  on“special”fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit,they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert's  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotalfattyacid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition : The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:411-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3.  1962). 
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as  associate  commissioner  for  community  serv- 
ices . . . Karl  Easton,  M.D.,  New  York  City, 
as  director  of  psychiatry  for  the  New  York 
City  Community  Mental  Health  Board. 

Speakers.  James  M.  Blake,  M.D.,  director  of 
Glenridge  Hospital,  Schenectady,  before  the 
Health  Association  of  Wayne  County,  Inc., 
on  May  7 ...  A.  W.  Martin  Marino,  Sr.,  M.D., 
and  A.  W.  Martin  Marino,  Jr.,  M.D.,  on  “Ob- 
servation and  Experience  with  Low  Anterior 
Resection  of  the  Rectum”  before  the  combined 
meeting  of  the  American  Proctologic  Society 
and  the  Proctologic  Section  of  the  Royal  Col- 
lege of  Surgeons,  London,  England,  on  May  13  in 
Philadelphia,  Pennsylvania  . . . Howard  A. 
Rusk,  M.D.,  director  of  physical  medicine  and 
rehabilitation  at  New  York  University  Medical 
Center,  before  the  Westchester  Children’s 


Association  on  June  11,  marking  fifty  years  of 
service  for  children  . . . Robert  Turell,  M.D., 
New  York  City,  at  the  annual  meeting  of  the 
Minnesota  State  Medical  Association  on  “Pre- 
malignant  Lesions  of  the  Colon”  and  “Hemor- 
rhoids and  Anogenital  Pruritus.” 

Honored.  Leslie  MacNaughton,  M.D.,  West 
Winfield,  at  an  open  house  to  mark  his  retire- 
ment from  active  practice  . . . Robert  Turell, 
M.D.,  New  York  City,  made  an  honorary 
F ellow  of  the  Tucson  Surgical  Society  and  of  the 
San  Diego  Society  of  General  Surgeons. 

New  Offices.  Charles  Prespare,  M.D.,  at 
127  Main  Street,  Cold  Spring  . . . Eugene  Renzi, 
M.D.,  Watertown,  practice  of  obstetrics  and 
gynecology  in  a branch  office  in  Lowville  . . . 
Richard  J.  Rosenberg,  M.D.,  practice  of  obstet- 
rics and  gynecology  in  Pearl  River. 


Medical  Meetings 


Summer  Research  Institute 

The  Will  Rogers  Hospital  and  O’Donnell 
Memorial  Research  Laboratories  at  Saranac 
Lake,  New  York,  will  hold  a series  of  seminars 
during  the  third  season  of  its  Summer  Research 
Institute.  As  formerly,  these  will  be  on  Mon- 
days at  1:00  p.m.  from  June  29  to  August  31  in 
the  hospital  auditorium.  For  further  informa- 
tion write  to  L.  Fred  Ayvazian  M.D.,  Medical 
Director,  Will  Rogers  Hospital,  Saranac  Lake, 
New  York. 

Lectures  in  ophthalmology 

The  Division  of  Ophthalmology  of  the  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry  will  conduct  a graduate  series  of  lec- 
tures and  demonstrations  in  ophthalmology 
July  27  through  29.  The  course,  which  is  open 
to  all  qualified  ophthalmic  practitioners,  will 
feature  lecturers  of  national  prominence.  In 
addition,  the  University  faculty  in  ophthal- 
mology will  offer  clinical  sessions  the  third  day. 

Among  the  visiting  lecturers  will  be  Robert 
S.  Coles,  M.D.,  New  York  University  Medical 
Center,  and  Ira  S.  Jones,  M.D.,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Radiation  courses 

The  Radiation  Medicine  Department  of  the 
Queens  Hospital  Center  will  offer  a course  in 
special  radiation  procedures  in  the  treatment 
of  cancer  October  19  through  24;  will  hold  an 
operative  radium  day  on  October  21;  and  will 
give  a course  in  radioactive  isotopes  for  tech- 
nicians on  Wednesday  afternoons  from  1:00  to 
5:00  p.m.  September  30  through  December  2, 
and  April  7 through  May  26,  1965.  Further 
information  may  be  obtained  from  Leonard  B. 
Goldman,  M.D.,  Director,  Radiation  Medicine 
Department,  Queens  Hospital  Center,  82-68 
164th  Street,  Jamaica,  New  York  11432. 

Urologic  pathology  course 

Columbia  University  College  of  Physicians 
and  Surgeons  is  offering  the  annual  postgraduate 
course  in  urologic  pathology  on  Mondays  and 
Thursdays  from  3:00  to  5:30  p.m.,  January  4 
through  28,  1965.  Fee  is  $150.  Courses  will 
be  held  at  the  Columbia-Presbyterian  Medical 
Center  under  the  direction  of  M.  M.  Melicow, 
M.D.,  and  A.  C.  Uson,  M.D.  For  application 
forms,  write  to:  Melvin  D.  Yahr,  M.D., 

Assistant  Dean,  College  of  Physicians  and  Sur- 
geons, 630  West  168th  Street,  New  York,  New 
York  10032. 
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epilepsy  can  limit  educational  opportunities 


“Epileptics  need  the  knowledge  and  the  skills  that  will  per- 
mit them  to  compete  with  those  not  handicapped.  Possession 
of  educational  assets  strengthens  self-confidence  and  mo- 
rale.’’1 For  the  epileptic  child,  the  stimulation  of  regular 
school  and  the  companionship  of  fellow  students  are  also 
important.  In  making  such  goals  possible,  effective  medical 
treatment  is  vital.1-2  As  a rational  approach  to  the  therapy 
required,  DILANTIN  (diphenylhydantoin)  has  become  a stan- 
dard measure  because  it  combines  effectiveness  with  a rela- 
tively wide  margin  of  safety.  It  has  minimal  hypnotic  effect 
...does  not  cause  general  depression.1  Moreover,  the  drug 
often  engenders  improvement  in  the  patient’s  memory,  intel- 
lectual performance,  and  emotional  stability.1-2 


INDICATIONS:  Grand  mal  epilepsy  and  certain  other  convulsive 
states.  PRECAUTIONS:  Toxic  effects  are  infrequent:  allergic 
phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and 
acute  generalized  morbilliform  eruptions  with  or  without  fever. 


Rarely,  dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingi- 
val hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
occasionally  encountered,  especially  in  children,  adolescents, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may 
include  gastric  distress,  nausea,  weight  loss,  transient  nervous- 
ness, sleeplessness,  and  a feeling  of  unsteadiness.  All  usually  sub- 
side with  continued  use.  Megaloblastic  anemia,  aplastic  anemia, 
leukopenia,  granulocytopenia,  and  pancytopenia  have  been  re- 
ported. Nystagmus  may  develop.  Nystagmus  in  combination  with 
diplopia  and  ataxia  indicates  dosage  should  be  reduced.  Periodic 
examination  of  the  blood  isadvisable.  DILANTIN  (diphenylhydantoin 
sodium)  is  supplied  in  several  forms  including  Kapseals®  con- 
taining 0.1  Gm.  and  0.03  Gm.  REFERENCES:  (1)  Lennox,  W.  G.: 
Epilepsy  and  Related  Disorders,  vol.  2,  Boston,  Little,  Brown  and 
Company,  1960.  (2)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharma- 
cological Basis  of  Therapeutics, 

ed.  2,  New  York,  The  Macmillan  PARKE-DAVIS 
Company,  1955,  p.  187.  3C 
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extends  academic  horizons 
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Abstracts 


Remington,  J.  H.:  Carcinoma  of  colon  and 

rectum;  conservatism  and  palliation  in  manage- 
ment, New  York  State  J.  Med.  64:  1713  (July 
1)  1964. 

In  a population  living  to  an  increasing  age,  the 
treatment  of  choice  in  carcinoma  of  the  colon 
and  rectum  is  often  conservative,  consisting  of 
fulguration  and  local  excision  of  low  lesions. 
Palliation  is  necessary  in  almost  70  per  cent  of 
patients  with  carcinoma  of  the  colon  or  rectum, 
but  it  can  accomplish  only  relief  of  pain,  relief 
or  prevention  of  obstruction,  prolongation  of  a 
useful  life,  and  support  of  the  patient’s  morale. 

Beasley,  R.  W.:  Shoulder-hand  syndrome, 

New  York  State  J.  Med.  64:  1717  (July  1) 
1964. 

The  shoulder-hand  syndrome  may  follow 
minor  disorders  of  the  shoulder  or  arm.  The 
combination  of  immobilization  and  edema  may 
result  in  progression  to  an  irreversibly  painful, 
useless  extremity  unless  one  makes  an  early 
diagnosis  and  institutes  early  treatment,  con- 
sisting of  immobilization  of  only  the  joint  in 
proximity  to  the  injury,  elevation  of  the  part, 
and  maintenance  of  active  motion  in  all  other 
joints  with  vigorous  muscle  movements.  Far- 
advanced  cases  are  discouraging,  but  reconstruc- 
tive procedures  may  offer  significant  improve- 
ment. 

Giannini,  M.  J.:  Hydroxyzine  hydrochloride 

in  treatment  of  behavioral  disturbances  in 
mentally  retarded  children,  New  York  State 
J.  Med.  64:  1721  (July  1)  1964. 


Hazards  of  summer  drink 


Persons  allergic  to  quinine  are  advised  by  the 
University  of  Rochester  Department  of  Pharma- 


In a study  of  50  mentally  retarded  children, 
hydroxyzine  (Atarax)  hydrochloride  produced 
excellent  results  in  control  of  hyperactivity, 
with  definite  improvement  in  general  behavior  in 
29  per  cent,  good  results  in  16  per  cent,  fair 
results  in  41  per  cent,  and  poor  results  in  14 
per  cent.  Fifty  control  patients  who  did  not 
receive  the  drug  showed  no  change.  Younger 
retardates  on  higher  hydroxyzine  hydrochloride 
dosages  benefited  most. 

Courey,  N.  G.,  and  Graham,  J.  B.:  Charac- 
teristics of  women  with  uterine  body  cancer, 
New  York  State  J.  Med.  64:  1724  (July  1) 
1964. 

A study  was  made  of  100  consecutive  patients 
with  primary  cancer  of  the  uterine  body;  79 
were  Stage  I,  Group  I cases.  The  patients  were 
often  postmenopausal,  in  their  sixties  or  seven- 
ties, and  obese.  They  frequently  had  heart  dis- 
ease. They  were  married  and  had  children  at 
about  the  same  frequency  as  the  general  popu- 
lation. The  presenting  symptom  was  usually 
bleeding. 

Blake,  J.  M.:  A facet  of  chronic  respiratory 

disease,  New  York  State  J.  Med.  64:  1727 
(July  1)  1964. 

The  increase  in  chronic  bronchitis,  emphy- 
sema, and  cancer  of  the  lung  may  be  related 
to  interference  with  ciliary  stream  activity,  the 
primary  defense  mechanism  of  the  lung.  Air 
pollution  from  any  source,  particularly  from 
cigaret  smoke,  causes  a slowing  or  stoppage  of 
the  ciliary  stream. 


cology  to  avoid  gin  and  tonic  this  summer. 
Even  the  relatively  small  amount  of  quinine 
used  in  popular  brands  of  tonic  can  cause 
adverse  reactions.  Reactions  may  range  from 
dizziness,  nausea,  and  temporary  impairment 
of  vision  to  severe  skin  eruptions. 
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Why  the  Treasury  has  2 prices 
for  $500  Savings  Bonds 


It’s  really  for  your  convenience. 

One  of  the  $500  Bonds  shown 
above  is  a Series  E Bond.  The  grow- 
ing type.  You  pay  $375  for  it  and 
collect  your  interest  when  you  cash 
it  in  for  $500  at  maturity.  It’s  de- 
signed for  people  who  want  their 
savings  to  accumulate. 

The  other  $500  Bond  is  a Series 
H.  It  costs  $500  to  begin  with,  and 
you  collect  your  interest  by  check 
twice  a year.  It’s  for  people  who  want 
their  Bonds  to  give  them  an  income. 
Retired  people,  for  instance. 


You  can  also  buy  7 other  Series 
E denominations  (starting  at  $25), 
and  3 other  Series  H’s.  Whichever 
type  you  buy,  you  make  the  same 
sound  investment;  and  get  the  same 
guaranteed  rate  of  interest. 

Both  Bonds  do  the  same  job  of 
helping  your  country,  too,  by  build- 
ing the  financial  strength  Uncle  Sam 
needs  to  manage  his  affairs  and  safe- 
guard our  rights. 

Whichever  suits  your  needs — 
Series  E or  Series  H — buy  some  Bonds 
soon.  They’re  good  for  your  future. 


Help  yourself  as  you  help  your  country 

BUY  U.S.  SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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Good  reason  for 
intense  anxiety 
yet  he  can  be  calmed... 


that’s  tranquilization! 

In  your  own  daily  practice,  this  usefully  different  tranquilizer  can 
be  equally  effective.  What  it  has  done  to  dispel  the  oppressive 
dismay  of  the  “heart  patient/’  it  can  do  in  almost  any  case  of  anxiety. 

Used  to  overcome  anxiety  and  apprehension  in  102  coronary 
patients,1  including  many  whose  infarcts  had  been  silent  or  painless, 
Vistaril  (hydroxyzine  pamoate),  in  doses  up  to  100  mg.  t.i.d.,  was 
found  to  be  “very  useful  and  beneficial”  as  a tranquilizer. 

Administered  to  any  of  your  patients  requiring  tranquilization, 

Vistaril  (hydroxyzine)  affords  an  outstanding  record  of  systemic  safety. 
It  is  available  for  both  oral  and  parenteral  administration. 


1.  Gelfand.  M.  L..  and  C.oodkin,  L.:  Painless  Myocardial  Infarction,  Scientific  Exhibit, 
A.M.A.  Ann.  Meet.,  Atlantic  City,  N.  J.,  June  16-20, 1963. 


Vistaril  (hydroxyzine) 


Side  Effects : Drowsiness,  usually  transitory  and  correctable  by 
j dosage  reduction,  may  occur.  Dryness  of  mouth  may  be  seen  with  higher 
I:  doses.  Involuntary  motor  activity  has  been  reported  in  some  hospitalized 
I;  patients  on  high  dosage. 

Precautions:  Vistaril  (hydroxyzine)  may  potentiate  the  action  of 
central  nervous  system  depressants,  anticoagulants,  narcotics  such  as 
■ meperidine,  and  barbiturates.  In  conjunctive  use,  dosage  for  these  drugs 
, should  be  decreased.  Patients  receiving  anticoagulants  should  be  followed 
j closely,  and  appropriate  laboratory  studies  performed  regularly. 

; The  usual  precautions  for  intramuscular  injection  should  be  followed 
with  the  parenteral  form.  Intravenous  injection  should  not  exceed  a rate 
of  1 cc.  per  minute  or  100  mg.  per  dose.  As  with  other  injectables, 
soft-tissue  reactions  have  been  rarely  reported,  and  are  usually  associated 
with  faulty  technique. 

Formulas:  Vistaril  (hydroxyzine pamoate)  Capsules:  25 mg.,  50 mg., 

' 100  mg.;  Vistaril  (hydroxyzine  pamoate)  Oral  Suspension:  25  mg. 
per  5 cc.;  Vistaril  (hydroxyzine  HC1)  Parenteral  Solution:  25  mg.  and 
50  mg.  per  cc. 

! More  detailed  professional  information  available  on  request . 

a usefully  different  tranquilizer 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 
Science  for  the  world’ swell-being^  (PflZCF,  Since  1849 


Abstracts  in  Interlingua 


Remington,  J.  H.:  Carcinoma  de  colon  e 

recto;  conservatismo  e palliation  in  le  tracta- 
mento  ( anglese ),  New  York  State  J.  Med. 
64:  1713  (1  de  julio)  1964. 

In  un  population  attingente  de  plus  in  plus 
alte  etates,  le  tractamento  de  election  in  car- 
cinoma del  colon  e recto  es  frequentemente 
conservatori,  consistente  de  fulguration  e 
excision  local  de  basse  lesiones.  Palliation  es 
necessari  in  quasi  70  pro  cento  del  patientes  con 
carcinoma  del  colon  e recto,  sed  illo  pote  effec- 
tuar  solmente  alleviamento  del  dolores,  allevia- 
tion o prevention  de  obstruction,  prolongation 
de  un  vita  de  utilitate,  e reinfortiamento  del 
moral  del  patiente. 

Beasley,  R.  W.:  Le  syndrome  spalda-mano 

{anglese),  New  York  State  J.  Med.  64:  1717 

(1  de  julio)  1964. 

Le  syndrome  spalda-mano  pote  sequer  minor 
disordines  del  spalda  o del  bracio.  Le  combina- 
tion de  edema  e immobilisation  resulta  a vices 
in  un  progresso  verso  un  irreversibilemente  do- 
lorose  e inutile  extremitate.  Iste  risco  es 
reducite  per  un  precoce  diagnose  e le  prompte 
institution  del  tractamento  que  consiste  de  im- 
mobilisation de  solmente  le  articulation  in  le 
proximitate  del  trauma,  de  elevation  del  mem- 
bro  in  question,  e del  mantenentia  de  un  active 
motion  in  omne  le  altere  articulationes  con 
vigorose  movimentos  muscular.  Multo  avan- 
tiate  casos  es  pauco  incoragiante,  sed  mesuras 
de  reconstruction  offere  a vices  grados  significa- 
tive de  melioration. 

Giannini,  M.  J.:  Hydrochloruro  de  hydroxy- 

zina  in  le  tractamento  de  disturbationes  com- 
portamental  de  mentalmente  retardate  juveniles 
{anglese),  New  York  State  J.  Med.  64:  1721 

(1  de  julio)  1964. 


In  un  studio  de  50  mentalmente  retardate  ju- 
veniles, hydrochloruro  de  hydroxyzina  (Atarax) 
produceva  excellente  resultatos  in  le  controlo 
de  hyperactivitate  con  (1)  melioration  definite 
del  comportamento  general  in  29  pro  cento,  (2) 
bon  resultatos  in  16  pro  cento,  (3)  satisfacente 
resultatos  in  41  pro  cento,  e (4)  pauco  satis- 
facente resultatos  in  14  pro  cento.  Cinquanta 
patientes  de  controlo  qui  non  recipeva  le 
pharmaco  monstrava  nulle  alteration.  Retarda- 
tos  plus  juvene,  recipiente  doses  plus  alte  de 
hydrochloruro  de  hydroxyzina,  beneficiava  le 
plus. 

Courey,  N.  G.,  e Graham,  J.  B.:  Charac- 

teristicas  de  feminas  con  cancere  del  corpore 
uterin  {anglese).  New  York  State  J.  Med.  64: 
1724  (1  de  julio)  1964. 

Esseva  studiate  100  consecutive  patientes 
con  cancere  primari  del  corpore  uterin.  Septan- 
ta-novem  esseva  casos  de  stadio  I,  gruppo  1. 
Le  patientes  esseva  frequentemente  de  etate 
postmenopausal  (in  le  septime  o octave  decennio 
de  lor  vitas)  e obese.  Frequentemente  illas 
habeva  morbo  cardiac.  Illas  esseva  maritate 
e habeva  prole  con  quasi  le  mesme  frequentia 
como  le  population  general.  Le  symptoma  de 
presentation  esseva  usualmente  sanguination. 

Blake,  J.  M.:  Un  aspecto  de  chronic  morbo 

respiratori  {anglese),  New  York  State  J.  Med. 
64:  1727  (1  de  julio)  1964. 

Le  crescente  frequentia  de  bronchitis  chronic 
e de  emphysema  e cancere  pulmonar  es  possibile- 
mente  relationate  con  interferentias  in  le  activi- 
tate  del  fluxo  ciliari,  le  qual  es  le  defensa  primari 
in  le  mechanismo  protectori  del  pulmon. 
Pollution  del  aere,  particularmente  ab  fumo  de 
cigarrettas,  causa  un  relentamento  o arresto  del 
fluxo  ciliari. 
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NEW...Delfen  Vaginal  Foam 

TRADEMARK 


Look  forward  to  enthusiastic  patient  acceptance 
for  the  new,  effective  contraceptive  foam  (contains 
nonylphenoxypolyethoxyethanol  12.5%). Ten  clinical  studies 
demonstrate  its  outstanding  effectiveness. .. a 2.7  pregnancy 
rate.  DELFEN  Vaginal  Foam  is  truly  considerate  of 
patients’  well-being.  Snow-white,  feather-light. ..  does  not 
diminish  coital  sensation ..  .vanishes  with  scarcely  a 
trace.  Easy  to  use. . .diaphragm  definitely  not  needed. 
Exceptionally  well -tolerated ...  pH  of  4.5.  Clinically  effective 
. . . pharmaceutically  elegant.  Another  fine  product  of 
ORTHO’s  unmatched  experience  in  fertility  control. 
Available:  20  Gm  aerosol  vial  with 
applicator  and  cosmetic  bag.  Also,  ( 

20  Gm  aerosol  vial  only. 

ORTHO  PHARMACEUTICAL  CORPORATION 
Raritan,  New  Jersey 
for  a complete  choice  of  medically 
accepted  contraceptives 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 

Miltown 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range  — may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

^/►WALLACE  LABORATORIES/Cranbury,  N.  J. 
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Seventh  Annual  Teaching  Seminar 

MEDICAL  WRITERS’  INSTITUTE 

At  the  Princeton  Club, 

15  W.  43rd  St.  N.Y.C. 

Sept.  25th  and  26th,  1964 
Membership  Limited 
J.  F.  Montague,  M.D., 
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NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
Slate  Journal  of  Medicine. 
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Under  the  generic  name 

for  lower  costs  to  your  patients 

Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 

Quality  controlled  by  West- ward 


Sample  and  literature  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward's  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

NYS  7-1 
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for  bladder  instillation 
in  urethrotrigonitis  and  postoperatively 


FURACIN  SOLUTION 

BRAND  OF 

NITROFURAZONE 


■ dependable  antibacterial  action  against  a wide  range  of  gram-positive  and  gram- 
negative pathogens  ■ prompt  and  profound  relief  of  symptoms,  such  as  dysuria,  fre- 
quency and  urgency,  in  the  great  majority  of  cases  ■ no  mucosal  irritation  observed 
following  instillations  in  recommended  dilutions 

For  urethral  irrigation  or  bladder  instillation  it  is  recommended  that  Furacin  (nitro- 
furazone)  Solution  be  diluted  1 in  10  or  1 in  6,  using  aseptic  technic.  Sterile  distilled 
water  is  preferred  to  saline.  Use  within  1 week  to  avoid  precipitation  and  mycotic 
contamination.  In  urethrotrigonitis,  instill  50  to  60  cc.  (2  fl.  oz.)  of  diluted  Solution 
into  bladder  after  urination.  Retain  for  at  least  30  minutes.  Repeat  2 or  3 times  weekly. 

The  incidence  of  irritation  or  sensitization  to  Furacin  (nitrofurazone)  Solution  in 
urologic  and  surgical  practice  is  probably  less  than  2%.  Discontinue  if  signs  or  symp- 
toms of  irritation  develop. 

supplied:  Bottles  of  60  cc.  and  473  cc.,  containing  Furacin  (nitrofurazone)  0.2%. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.  Y. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health * 


Children  in  the  Hospital.  Sound,  black  and 
white,  16  mm.,  forty-four  minutes. 

The  film  is  a record  of  the  spontaneous 
activity  of  children  on  the  wards  at  Boston  City 
Hospital.  It  illustrates  types  of  emotional 
responses  of  four-  to  eight-year- olds  to  the  stress 
of  hospitalization,  illness,  and  separation. 
Mary  Frances,  age  five,  is  controlled  and  seems 
unperturbed.  It  is  almost  impossible  for  her  to 
admit  that  she  misses  her  parents.  On  the 
other  hand,  Diane,  age  four,  illustrates  a con- 
trasting frightened  and  withdrawn  behavior 
which  gradually  evolves  into  a natural  expres- 
siveness. A visual  and  auditory  picture  of 
hospital  life  as  the  child  sees  it,  the  film  includes 
its  noises,  its  joys,  and  its  isolation.  There  are 
evidences  of  the  varying  defense  mechanisms 
that  children  use,  as  well  as  the  types  of  sup- 
portive help  which  one  child  can  give  another 
and  which  the  various  adults  in  contact  with 
children  can  offer.  There  is  a close  look  at 
social  group  work,  one  of  the  specialized  care 
givers,  by  means  of  film  sequences  of  selected 
group  sessions.  We  see  instances  of  the  im- 
portance of  the  attendant,  the  volunteer,  the 
nurse,  the  physician,  and  the  parent.  The  film 
has  application  in  considering  the  management 
of  children  on  the  ward  and  in  understanding  the 
variety  of  ways  children  can  cope  with  stress. 

Source:  International  Film  Bureau,  332 

South  Michigan  Avenue,  Chicago  4,  Illinois. 

Produced  and  filmed  by  Edward  A.  Mason, 
M.D.  Made  with  cooperation  of:  Boston 

University  School  of  Social  Work,  Children’s 
Mission  to  Children,  Harvard  School  of  Public 

* Film  evaluations  provided  by  the  Film  Review  Subcom- 
mittee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 

Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser . 


Health,  and  National  Institute  of  Mental 
Health. 

A Depression.  Sound,  black  and  white,  16 
mm.,  thirty  minutes. 

The  film  considers  specific  mental  illness  to 
show  how  emotional  factors  can  affect  the  mind. 
The  case  of  a young  man  who  has  recovered 
from  a depression  so  desperate  that  he  at- 
tempted to  kill  his  wife,  child,  and  himself  is 
explored.  Of  interest  to  professional  people  and 
to  the  general  public,  the  film  is  a valuable  teach- 
ing tool  for  undergraduates  and  postgraduates 
in  all  branches  of  medicine  and  allied  pro- 
fessions: students  of  medicine,  nursing  psy- 

chology, and  social  work  and  trainees  in  psy- 
chiatry, as  well  as  for  public  health  per- 
sonnel, workers  in  mental  health  fields,  and  per- 
sonnel of  welfare  agencies. 

Source:  International  Film  Bureau,  332 

South  Michigan  Avenue,  Chicago  4,  Illinois. 

Producer:  Robert  Anderson  Associates,  Ltd., 
Canada. 

Nursing  the  Cancer  Patient:  Diagnosis — 

Cancer  of  the  Rectum.  Sound,  black  and 
white,  16  mm.,  twenty  minutes. 

This  film  depicts  the  problems  of  a patient 
who  has  cancer  of  the  rectum  and  undergoes  a 
colostomy,  and  shows  how  the  nurse  can  assist 
him  and  his  family  in  adjusting  to  the  operation. 
Produced  by  the  American  Cancer  Society, 
Inc.,  and  the  National  Cancer  Institute,  the 
film  has  been  added  to  the  State  Department 
of  Health  Professional  Film  Library  and  is 
available  for  professional  audiences  only. 

Source  and  producer:  American  Cancer 

Society,  Inc.,  40  Franklin,  Rochester  14,  New 
York. 
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Book  Notes 


Language  for  the  Preschool  Deaf  Child. 

By  Grace  M.  Harris.  Second  edition.  Octavo 
of  354  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $6.75. 

Since  the  original  edition  of  this  book,  increas- 
ing attention  has  been  given  to  testing  and 
assessing  children  handicapped  with  hearing 
losses.  Now  there  is  need  for  effective  teaching 
procedures,  particularly  at  preschool  levels. 
This  new  edition  includes  such  educational  in- 
formation, as  well  as  most  of  the  material 
found  in  the  original  text. 

Disease  in  Infancy  and  Childhood.  By 
Richard  W.  B.  Ellis,  M.D.  Fourth  edition. 
Octavo  of  717  pages,  illustrated.  Edinburgh, 
E.  & S.  Livingstone,  Ltd.,  (Baltimore,  Wil- 
liams & Wilkins  Co.),  1963.  Cloth,  $12.50. 

The  fourth  edition  of  this  popular  text  is  pub- 
lished so  soon  after  the  preceding  one  that  the 
changes  are  mainly  minor  and  mostly  relate  to 
treatment.  The  book’s  aim  is  to  emphasize  the 
features  of  the  growing  child  which  will  de- 
termine his  reaction  to  disease  processes — as 
differentiated  from  the  response  of  an  adult  to 
similar  stimuli. 

The  Care  of  the  Geriatric  Patient.  Edited 
by  E.  V.  Cowdry,  Ph.D.  Second  edition. 
Duodecimo  of  566  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1963. 
Fabrikoid,  $11.85. 

The  increased  longevity  of  ever  greater  numbers 
of  the  population  of  the  United  States  poses 


serious  geriatric  problems.  This  text  empha- 
sizes the  need  for  increased  concern  for  the  aged, 
and  the  disorders  of  the  aging  process.  There 
are  more  specialties  covered  in  this  edition  than 
in  the  first.  Also,  the  approach  to  the  subject 
matter  is  strictly  clinical,  which  should  enhance 
the  value  of  this  book  to  physicians  treating 
geriatric  patients. 


The  Medical  Assistant.  By  Miriam  Bredow. 
Second  Edition.  Octavo  of  477  pages,  illus- 
trated. New  York,  Blakiston  Division,  Mc- 
Graw-Hill Book  Company,  1964.  Cloth,  $7.95. 

This  book  aims  to  help  the  medical  assistant  be 
as  fully  informed  as  possible  about  her  job. 
New  material  in  this  edition  covers  the  manage- 
ment of  children  in  the  doctor’s  office,  informa- 
tion on  the  use  of  disposable  equipment,  and 
data  on  today’s  popular  antifat  diets.  Also,  due 
to  the  increase  in  health  insurance  policies  and 
greater  need  of  releases  or  consent  forms,  there 
is  a more  thorough  treatment  of  the  same. 

Electrocardiographic  Notebook.  By  M. 
Irene  Ferrer,  M.D.  Second  Edition.  Duo- 
decimo of  111  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
1964.  Paper,  $2.75. 

This  notebook  is  a compact  summary  of  electro- 
cardiographic data  of  value  to  beginners. 
Tables,  illustrations  of  reproductions  of  tracings 
made  from  unretouched  clinical  electrocardio- 
graphic records  are  included. 


Announcement  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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testing  the  twist 


Putting  the  cap  on  a bottle  sounds  sim- 
ple. Just  make  it  tight  enough  to  keep 
the  contents  in,  prevent  leakage,  and 
protect  the  product;  loose  enough  to  be 
opened  with  ease.  However,  that  isn’t 
quite  as  simple  as  it  sounds.  ■ At  Eli  Lilly 
and  Company,  there  are  exact-tightness 
specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  adjusted  to  apply 
just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps;  and  then  they  are 
double-checked  . . . just  to  be  sure.  ■ 
That’s  where  the  torque  tester  comes  in. 
At  least  once  every  fifteen  minutes,  five 
bottles  are  tested  as  they  come  out  of 
the  capping  machine.  They  are  placed  on 
the  torque  tester,  and  the  twist  on  the 
caps  is  measured  . . . just  one  more  of  the 
many  controls  that  add  immeasurably 
to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


The  cardiac  alert 


Many  hospitals  have  devised  a system  for 
instant  response  to  cardiac  emergency  any- 
where within  the  premises.  This  mobiliza- 
tion of  intensive  care  has  made  the  difference 
between  life  and  death  for  many  a patient. 

One  such  system  in  use  at  Bethany  Hos- 
pital in  Kansas  City,  Kansas,  is  described 
in  a recent  issue  of  Hospitals , the  journal  of 
the  American  Hospital  Association.  It  is 
known  as  “Code  Blue” — blue  for  cyanosis. 

If  resuscitation  can  be  started  within  four 
minutes  of  the  time  of  cardiac  standstill  there 
is  a possibility  of  restoring  circulation  and 
respiration.  This  critical  time  is  grasped  at 
once.  At  Bethany,  when  the  signal  “Code 
Blue”  is  given,  a team  of  six  highly  trained 
people  proceeds  swiftly  to  the  bedside  of  the 
stricken  patient  with  a “crash  cart”  of  special 
equipment  and  supplies.  Within  seconds, 
resuscitation  is  started.  Code  Blue  has  been 
in  operation  three  years  and  has  amply  justi- 
fied its  existence.  During  the  first  six 
months  of  the  operation  of  a cardiac  rehabil- 
itation unit,  where  most  patients  with  heart 
disorders  are  admitted  to  the  hospital,  7 
patients  who  experienced  unexpected  cardiac 
arrest  were  successfully  revived. 

Three  mobile  units  are  maintained — one 
permanently  stationed  in  the  operating  suite 


and  the  other  two  located  at  positions  where 
they  can  be  wheeled  anywhere  within  the 
hospital  in  a matter  of  seconds. 

Surgical  personnel  as  well  as  personnel  in 
other  departments  of  the  hospital  are  trained 
in  the  special  procedures  involved  in  Code 
Blue.  The  crash  cart  carries  a portable 
electronic  pacemaker,  an  external-internal 
defibrillator,  potent  drugs,  intravenous 
fluids,  and  sterile  packs  with  instruments  for 
performing  emergency  tracheotomy  or  thora- 
cotomy if  necessary. 

When  cardiac  arrest  occurs  in  a patient 
outside  the  operating  room,  the  nurse  in 
charge  immediately  notifies  the  hospital’s 
switchboard  operator,  who  sounds  Code 
Blue.  The  first  nurse  to  reach  the  emer- 
gency location  starts  external  heart  massage, 
while  another  inserts  an  airway  into  the 
patient’s  mouth  and  begins  mouth-to-mouth 
breathing.  Seconds  later,  when  the  mobile 
cart  with  its  more  sophisticated  equipment 
and  supplies  arrives,  the  Code  Blue  team 
takes  charge. 

A cardiac  alert  system  such  as  Code  Blue 
brings  order.  The  personnel  know  exactly 
what  to  do  when  the  alert  is  sounded.  Vital 
equipment  and  supplies  are  immediately  on 
the  spot,  and  lives  are  saved. 


The  diminishing  hazards  of  surgery 


Recent  figures  released  by  statisticians  of 
the  Metropolitan  Life  Insurance  Company 
show  notable  progress  in  the  reduction  of 
mortality  in  all  areas  of  surgical  interven- 
tion. 

This  is  all  the  more  impressive  in  view  of 
the  greatly  broadened  scope  of  surgery  to 
include  conditions  formerly  considered  in- 


operable and  in  view  of  the  increased  com- 
plexity of  some  of  the  newer  operative  pro- 
cedures and  the  more  frequent  use  of  surgery 
in  infants  and  the  aged,  in  whom  the  risk 
tends  to  be  higher. 

A report  from  one  large  center  on  mortal- 
ity in  more  than  9,000  major  operations  on 
the  digestive  and  urogenital  tracts  showed  a 
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decrease  of  60  per  cent  between  the  periods 
1930  to  1943  and  1944  to  1957.  During 
the  last  five  years  of  this  series,  the  surgical 
mortality  rate  was  consistently  below  1 per 
cent.  In  another  study,  surgical  mortality 
for  duodenal  ulcer  was  reduced  in  a single 
decade  by  more  than  one-half  to  a level  of 
about  1 per  cent. 

Other  centers  report  a reduction  of  one- 
half  in  operative  mortality  in  pulmonary 
resection  between  1945  to  1950  and  1951  to 
1955.  Most  of  these  operations  were  for 
tuberculosis,  but  an  appreciable  number 
were  for  bronchiectasis  and  lung  cancer. 

Even  in  the  admittedly  difficult  field  of 
neurosurgery,  significant  improvement  has 
been  made  in  surgical  mortality,  particularly 
in  the  past  decade.  One  center  recently 
reported  only  3 operative  deaths  in  100 
consecutive  patients  operated  upon  for  brain 
tumor. 


This  imposing  record  is  attributable  to  a 
variety  of  factors:  Surgeons  are  better 
trained  and  make  earlier  accurate  diagnoses 
— this  is  the  principal  factor.  Advances 
in  anesthesiology  play  a very  important  role. 
The  modern  surgeon  gives  first  consider- 
ation to  the  patient  and  next  consideration 
to  his  anesthetist.  The  use  of  recovery 
rooms,  meticulous  preoperative  and  post- 
operative care,  improved  technics  and  in- 
struments, the  control  of  homeostasis  and 
infection  by  chemotherapy  and  antibiotics, 
and  timely  blood  replacement  have  all  been 
important  factors. 

Advances  have  been  so  firm  and  bold  that 
we  may  now  be  on  the  threshold  of  success- 
ful organ  transplant. 

The  careful,  methodical,  step-by-step 
advance  of  medical  science  adds  its  share  of 
wonders  to  this  astounding  age.  Not  the 
least  of  these  is  surgical  safety. 
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ANNUAL 
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in  acute  nausea  and  vomiting 

Nausea  and  vomiting,  whether  induced  by  vertigo,  dizzi- 
ness or  motion  sickness,  are  effectively  controlled  by 
Dramamine  (dimenhydrinate).  Available  in  easy-to-take 
liquid  form  and  the  tablet  form  which  is  ideal  for  the 
traveler. 

Precautions:  Patients  should  be  cautioned  against  oper- 
ating automobiles  or  dangerous  machinery  because  of  pos- 
sible drowsiness.  Dimenhydrinate,  notably  nontoxic  itself, 
may  mask  the  symptoms  of  streptomycin  toxicity. 


■^dramatic  results  with 

Dramamine 

■ ■ ORAN°  OF  - | ■ • 

dimenhydrinate 
classic  antinauseant 

LIQUID/TABLETS/ AMPULS  (FOR  I M OR  I V.  USE)/SUPPOSICONES* 

Research  in  the  Service  of  Medicine  searle 


TUBERCULIN, TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT’S  ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 
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PROCEEDINGS 

NEW  YORK  ALLERGY  SOCIETY 

Recent  Advances  in  the 
Diagnosis  of  Penicillin  Allergy 

LEONI  N.  CLAMAN,  M.D.,  Editor 


Newer  Concepts  in 
Penicillin  Allergy 

MICHAEL  H.  GRIECO,  M.D. 

New  York  City 

Senior  Resident  in  Infectious  Diseases, 
Cornell  Division,  Bellevue  Hospital 


T HE  study  that  was  performed  and  which 
we  will  summarize  briefly  this  evening  was 
conducted  at  the  Robert  A.  Cooke  Institute  of 
Allergy  at  Roosevelt  Hospital. 

We  will  divide  the  discussion  into  two 
short  periods.  Initially,  I will  attempt  to 
review  in  a brief  way  some  of  the  newer  con- 
cepts in  penicillin  allergy,  and  this  will  be 
followed  by  Stanley  Finke,  M.D.,  who  will 
review  and  summarize  the  results  of  our 
study  at  Roosevelt  Hospital. 

Tests  for  allergy 

Recently  an  extensive  effort  has  been  made 
to  delineate  the  specific  antigenic  determi- 
nants responsible  for  penicillin  hypersensi- 
tivity. The  principal  clinical  motive  was  to 
develop  a reliable  skin-testing  reagent.  In- 


tracutaneous  tests  with  penicillin  itself  have 
proved  unsuitable  for  four  principal  reasons. 
First,  it  appears  clear  that  occasional  false- 
positive reactions  occur, 1 that  a patient  may 
have  a positive  response  to  intracutaneous 
penicillin  and  yet  remain  able  to  tolerate 
penicillin  therapeutically.  This  appears  to 
be  rare.  Second,  documented  negative 
skin  test  results  have  been  found  in  some 
patients  studied  soon  after  anaphylactic  re- 
actions.2 Third,  some  patients  tested  prior 
to  anaphylactic  reactions  have  also  shown 
negative  reactions  with  intracutaneous  peni- 
cillin.3-4 Finally,  numerous  nonfatal  ana- 
phylactic reactions  to  intradermal  penicillin 
have  occurred  even  with  test  doses  as  small 
as  0.000003  units.5  As  far  as  I can  ascer- 
tain, only  one  fatal  reaction  has  been  re- 
ported following  a penicillin  skin  test.6 

Previous  immunologic  evidence  with  di- 
nitrophenyl  haptens  indicates  that  only 
those  low  molecular- weight  compounds  which 
react  irreversibly  with  proteins  in  vitro  and 
in  vivo  by  means  of  covalent  linkages  can 
sensitize  or  elicit  an  allergic  reaction.7  “9 

While  salts  of  penicillin  can  bind  reversibly 
to  serum  albumin  by  van  der  Waal’s  and 
ionic  forces, 10  Eisen,  Orris,  and  Belman8  have 
demonstrated  that  such  easily  dissociable 
complexes  are  incapable  of  inducing  the 
allergic  state.  Consequently,  it  is  assumed 
that  a degradation  product  of  penicillin  is 
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responsible  for  the  allergic  manifestations 
rather  than  penicillin  itself. 

One  derivative  of  penicillin,  penicillenic 
acid,  has  been  proposed  as  a possible  inter- 
mediate in  the  development  of  penicillin 
allergy.11-16  There  are  three  reasons:  (1) 
It  forms  from  penicillin  apparently  quite 
easily  in  neutral  solutions;  (2)  it  can  be 
identified  in  small  quantities  in  vials  of 
penicillin  used  for  injection;  and  (3)  it  is 
highly  reactive  at  physiologic  pH  and  tem- 
perature. 

The  reaction  of  penicillenic  acid  to  a 
protein  can  produce  at  least  three  protein 
substituents:  penicilloyl  bound  in  amide 

linkage  to  protein  lysyl  residue,  penicil- 
lenate  bound  in  disulfide  linkage  to  protein 
half-cystinyl  residue,  and  penamaldate 
bound  in  amide  linkage  to  protein  lysyl  resi- 
due or  in  disulfide  linkage  to  protein  half- 
cystinyl  residue.  However,  there  are  other 
derivatives  such  as  penicillamine  and  6- 
aminopenicillanic  acid  which  might  form 
from  penicillin  in  vivo  and  combine  with 
protein  to  produce  penicillin  allergy.  The 
side  chain,  in  addition,  may  offer  still  another 
antigenic  determinant. 

Penicilloyl-polylysine 

In  1961  Levine  and  Ovary16  demonstrated 
in  rabbits  that  following  injections  of  peni- 
cillin G in  complete  Freund’s  adjuvant,  anti- 
bodies could  be  detected  only  against  the 
penicilloy  1-lysine  groups.  Since  that 
demonstration  in  animals,  an  effort  has 
been  made  to  evaluate  the  significance  of 
this  antigenic  determinant  in  human  peni- 
cillin allergy.  To  avoid  the  antigenic 
potential  of  protein  conjugates  and  to 
satisfy  the  requirement  of  two  or  more 
antigenic  determinants  per  molecule  (multi- 
valent antigen)  necessary  to  elicit 
reactions,17-18  penicilloyl-polylysine  was  de- 
veloped as  a skin-testing  reagent.  The 
particular  preparation  used  in  this  study 
contains  13  to  15  penicilloyl  and  lysine  units 
per  molecule.  In  addition,  since  stable, 
univalent  antigenic  determinants  specifi- 
cally inhibit  biologic  response  produced  by 
the  corresponding  multivalent  derivatives,19 
they  can  be  used  to  demonstrate  the  spec- 
ificity of  the  reactions.  Epsilon-penicilloyl- 
aminocaproate  was  utilized  in  our  study  for 
this  purpose. 

Following  these  animal  studies  and  the 


preparation  of  penicilloyl-polylysine,  several 
pilot  studies  have  been  carried  out  in  patients 
with  past  symptoms  of  penicillin  allergy 
and  also  in  patients  about  to  receive  penicil- 
lin without  such  histories. 

The  first  study  was  reported  in  1962  by 
Parker  et  a/.13  in  which  they  presented  the 
results  of  skin  tests  with  penicilloyl-polyly- 
sine in  1,250  patients.  Of  the  patients 
with  a past  history  of  penicillin  allergy  75 
per  cent  had  positive  skin  test  reactions. 
Note  that  the  patients  in  their  study  were 
principally  studied  within  two  years  follow- 
ing their  allergic  reactions. 

Simpson20  in  a preliminary  report  of  a 
nationwide  study  in  selected  venereal  dis- 
ease clinics  conducted  by  the  U.S.  Public 
Health  Service  indicated  that  36  per  cent  of 
patients  with  past  histories  of  penicillin 
allergy  showed  positive  findings.  Only  4 
to  7 per  cent  of  the  subjects  in  both  studies 
without  a previous  history  of  penicillin 
allergy  had  cutaneous  reactions  of  the  im- 
mediate type  to  penicilloyl-polylysine.  In 
those  patients  without  a history  of  peni- 
cillin allergy  and  with  a positive  skin  test 
result,  clinical  reactions  occurred  in  8 to 
39  per  cent  on  therapeutic  courses  of  penicil- 
lin. In  patients  without  a history  of  peni- 
cillin allergy  and  with  a negative  skin  test  re- 
sponse, clinical  reactions  occurred  in  only  0.1 
to  0.7  per  cent,  at  least  a tenfold  difference. 

However,  it  is  clear  that  patients  can 
have  a positive  skin  test  reaction  to  this 
reagent  and  still  tolerate  penicillin  clinically. 

2-peniciUoyl-aminocaproate,  the  univa- 
lent derivative,  was  able  to  inhibit  the 
positive  skin  test  result  completely  or 
partially  in  39  or  43  subjects,  provided  that 
the  univalent  hapten  was  used  in  sufficient 
excess  and  that  the  level  of  penicilloyl-poly- 
lysine employed  gave  less  than  a maximal 
response.13 

Comment 

Our  study  in  120  patients  with  penicillin 
allergy,  which  is  what  we  are  about  to  re- 
port on,  was  designed  to  help  answer  the 
following  questions: 

1.  Is  the  time  interval  following  allergic 
reaction  an  important  variable  in  determin- 
ing positive  response  to  intracutaneous 
penicilloyl-polylysine? 

2.  Do  all  patients  studied  immediately 
following  penicillin  allergic  reactions  demon- 
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strate  positive  responses  to  intracutaneous 
penicilloyl-polylysine? 

3.  Are  positive  skin  test  results  to 
penicillin  due  to  its  in  vivo  protein-bound 
penicilloyl  derivative?  In  other  words,  are 
all  reactions  to  penicillin  due  to  the  peni- 
cilloyl group? 

4.  Do  inhibition  studies  with  the  uni- 
valent hapten,  2-peniciUoyl-aminocaproate, 
confirm  the  specificity  of  the  cutaneous 
reaction  to  penicilloyl-polylysine? 
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T he  study  on  which  I am  about  to  report 
was  initiated  for  the  purpose  of  answering 
the  questions  just  raised  by  Dr.  Grieco. 
One  hundred  and  twenty  patients  with  con- 
vincing histories  of  allergic  reactions  to 
penicillin  in  the  past  were  studied  in  detail. 
Most  of  this  group  were  regular  patients  at 
the  Robert  A.  Cooke  Institute  of  Allergy 
who  had  reacted  to  penicillin  for  up  to 
twenty  years.  Eleven  of  the  patients 
were  seen  at  the  time  of  their  allergic  re- 
actions in  the  emergency  room  of  The 
Roosevelt  Hospital. 

The  penicillin  reactions  were  subdivided 
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into  six  categories:  (1)  immediate,  when 

generalized  systemic  reactions  such  as 
urticaria,  hypotension,  or  arthritis  occurred 
within  two  hours  of  penicillin  administration; 
(2)  accelerated,  when  the  same  type  of  reac- 
tion occurred  from  two  to  forty-eight  hours 
after  penicillin  therapy;  (3)  late,  when  the 
time  interval  was  from  three  to  fourteen  days; 
(4)  delayed,  if  the  reaction  was  a maculo- 
papular-vesiculopapular  type  of  skin  erup- 
tion occurring  from  one  to  seven  days  after 
penicillin  administration;  (5)  local  reactions 
when  a sterile,  indurated,  usually  painful 
swelling,  greater  than  5 cm.  in  diameter, 
occurred  at  the  site  of  a procaine  penicillin 
injection;  and,  finally,  (6)  we  had  a small 
group  of  atypical  reactions  which  did  not 
fit  into  any  of  the  previous  five  categories 
but  which  seemed  clearly  to  represent 
penicillin  allergic  reactions. 

Reagents 

The  reagents  used  for  skin  testing  were 
penicilloyl-polylysine  6 times  10  _5M.  per  liter 
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for  the  penicilloyl  radical,  benzyl-penicillin  G 
10,000  units  per  ml.  equivalent  to  2 times  10  ~2 
M.,  2-penicilloyl-aminocaproate  7 times  10~3 
M.  as  the  univalent  inhibitor,  and  this  rea- 
gent combined  with  penicilloyl-polylysine  in 
a ratio  of  100:1.  Preliminary  tests  were 
performed  with  dilutions  of  the  reagents  as 
a safety  factor.  Testing  was  performed 
with  approximately  0.01  ml.  injected  intra- 
cut aneously,  and  the  results  were  inter- 
preted as  0 to  + + + + in  fifteen  minutes 
according  to  the  criteria  of  Sherman  and 
Kessler. 1 

Results 

Our  over-all  results  showed  positive  skin 
test  results  with  penicilloyl-polylysine  in 
37  per  cent  of  the  group,  while  only  15  per 
cent  gave  positive  reactions  with  penicillin 
G.  When  the  per  cent  of  positive  test  re- 
sults with  both  reagents  was  analyzed  with 
respect  to  the  length  of  time  between  reaction 
and  test,  it  was  found  that  an  inverse  re- 
lationship existed.  A greater  per  cent  of 
positive  findings  occurred  with  penicilloyl- 
polylysine  than  with  penicillin  G at  all  time 
intervals.  Within  the  first  three  months, 
test  results  were  positive  with  the  former 
reagent  in  78  per  cent  and  54  per  cent  with 
the  latter.  After  these  first  three  months 
only  approximately  10  per  cent  gave  posi- 
tive results  with  the  penicillin  G in  any  time 
interval,  while  the  penicilloyl-polylysine 
gave  positive  reactions  in  54  per  cent  for 
the  period  of  three  months  to  three  years, 
a highly  significant  difference.  These  re- 
sults may  well  explain  why  Parker  et  al2 
were  able  to  demonstrate  76  per  cent  positive 
results  for  patients  who  were  tested  with 
penicilloyl-polylysine  for  the  most  part 
within  two  years  after  their  reactions.  On 
the  other  hand,  Simpson3  showed  only  36 
per  cent  positive  in  a group  where  the  time 
interval  between  reaction  and  test  was  not 
specified  and  presumably  not  limited. 

When  the  time  interval  between  positive 
intracutaneous  test  results  and  the  reac- 
tions were  examined  separately  for  each 
type  of  penicillin  allergic  reaction,  no 
significant  differences  could  be  demonstrated. 

Four  patients  had  negative  test  results  to 
penicilloyl-polylysine  although  tested  within 
one  month  of  their  reactions.  This  has 
clinical  significance  in  that  a negative  test 
finding  cannot  be  used  with  certainty  to 


rule  out  penicillin  as  the  cause  of  a hyper- 
sensitivity reaction.  Because  of  these  nega- 
tive test  reactions  with  the  penicilloyl  radi- 
cal, the  possibility  exists  that  other  deriva- 
tives of  penicillin  G combined  with  protein 
may  be  responsible  for  the  reactions  in 
certain  cases.  These  would  include  other 
penicillenic  acid  derivatives,  penicillamine, 
and  6-aminopenicillanic  acid. 

An  analysis  was  made  of  the  grade  of 
positivity  for  skin  tests  to  both  penicilloyl- 
polylysine  and  penicillin  G for  the  different 
types  of  penicillin  reactions.  While  there 
was  no  correlation  between  the  type  of 
penicillin  reaction  and  the  grade  of  penicil- 
loyl-polylysine skin  test,  -h  + -f  + tests  to 
penicillin  G occurred  only  in  patients  who 
had  experienced  immediate  systemic  re- 
actions to  penicillin,  while  other  types  of 
reactions  showed  no  more  than  -f-  + tests 
to  this  reagent.  Siegel  and  Levine4  have 
reported  on  5 patients  with  immediate  sys- 
temic reactions  to  penicillin.  Four  of  these 
had  positive  passive  transfer  test  reactions 
to  penicillin  G but  negative  ones  to  penicil- 
loyl and  other  derivatives  of  penicillin. 
This  material  again  suggests  that  the 
penicilloyl  radical  may  not  be  the  antigenic 
determinant  in  all  cases  of  penicillin  allergy, 
especially  those  involving  immediate  re- 
actions. 

Inhibition  studies  using  a 100-fold  molar 
excess  of  the  univalent  inhibitor  2-penicil- 
loyl-aminocaproate  combined  with  peni- 
cilloyl-polylysine were  conducted  in  31  of 
the  patients.  As  in  previous  studies,  we 
found  that  weak  reactions  to  penicilloyl- 
polylysine  alone  tended  to  be  completely 
inhibited,  while  many  stronger  reactions 
were  incompletely  inhibited.  Testing  with 
the  univalent  inhibitor  alone  resulted  in 
+ to  + + reactions  in  12  cases.  Ten  of 
these  patients  showed  no  significant  differ- 
ence between  the  skin  test  reaction  to  the 
univalent  inhibitor  alone  and  to  the  com- 
bination with  penicilloyl-polylysine.  The 
mechanism  by  which  a univalent  hapten  can 
elicit  a positive  response  remains  speculative 
at  the  present  time.  Parker  and  Thiel5  have 
recently  reported  similar  findings  on  testing 
with  the  univalent  inhibitor  alone  in  one 
patient. 

We  performed  a limited  prospective  study 
on  59  patients  about  to  receive  penicil- 
lin for  upper  respiratory  infections.  All 
gave  negative  past  histories  for  penicillin 
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or  other  allergies.  Fifty-three  of  these 
patients  showed  negative  test  results  to  both 
penicilloy  1-poly  lysine  and  to  penicillin  G. 
All  but  2 of  these  still  showed  negative  re- 
actions when  tested  two  to  three  weeks 
after  their  course  of  penicillin.  One  patient 
reacted  positively  to  both  reagents  about 
one  month  after  her  penicillin  therapy  which 
was  tolerated  without  difficulty.  A second 
patient  developed  a large  local  reaction  and 
a weakly  positive  test  result  to  penicillin 
alone.  Five  of  the  original  59  patients  had 
positive  reactions  to  penicilloyl-polylysine 
while  a sixth  also  reacted  positively  to  peni- 
cillin G.  None  of  these  6 had  any  reactions 
to  their  penicillin  therapy  nor  did  their 
test  results  change  when  they  were  re- 
tested later. 

Summary 

It  would  appear  that  time  after  reaction 
is  most  important  in  determining  whether 
or  not  a skin  test  will  show  positive  findings. 
Test  results  are  usually  positive  to  penicillin 
G for  three  months  after  a reaction,  while 
this  is  extended  to  three  years  for  penicilloyl- 
polylysine.  While  the  penicilloy  1 radical 
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Despite  the  enormous  literature  and  re- 
cent advances  in  the  subject  of  penicillin 
hypersensitivity,  many  areas  of  confusion 
exist.  This  results,  in  part,  from  the 
tendency  of  many  workers  to  group  the 
various  types  of  penicillin  allergy  as  a single 
entity  and  their  attempts  to  find  a single 
antigenic  determinant  or  a single  immuno- 
logic mechanism  to  explain  human  penicillin 
hypersensitivity  in  its  entirety.  The  authors 
of  this  article  are  to  be  commended  for  being 
“splitters”  rather  than  “lumpers”  and  pre- 
senting data  on  the  different  types  of  peni- 
cillin reactions. 


is  usually  the  responsible  hapten,  in  certain 
cases,  especially  when  the  penicillin  reactions 
are  of  the  immediate  type,  other  penicillin 
derivatives  may  be  responsible.  Finally,  we 
have  found  that  2 -penicilloy  1-aminocapro- 
ate,  the  univalent  hapten  which  is  used  to 
prove  the  specificity  of  the  skin  test,  can 
itself  on  occasion  elicit  a positive  test  re- 
sponse. The  reasons  for  this  are  not  well 
understood. 
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Anaphylactic  reactions 

For  practical  as  well  as  didactic  reasons, 
it  has  always  seemed  proper  to  separate  the 
immediate  systemic,  so-called  “anaphylac- 
tic” reactions  from  the  accelerated  and  late 
serum  sickness-like  reactions,  as  is  the  prac- 
tice in  the  case  of  serum  allergy.  The  im- 
mediate systemic  reaction  is  an  explosive 
one,  reaching  its  height  usually  within  min- 
utes after  penicillin  administration  and,  in 
my  experience,  rarely  occurs  after  twenty  to 
thirty  minutes.  This  reaction  involves  the 
skin  and  frequently  the  mucous  membranes 
in  the  form  of  asthma  and  rhinitis,  and  shock 
is  a common  accompaniment.  In  about  10 
per  cent  of  the  reported  cases,  this  reaction 
ended  in  a fatality.  Penicillin  is  the  most 
common  cause  of  so-called  “anaphylactic” 
fatality  today.  This  immediate  reaction 
is  the  one  we  fear  the  most  and  is  uppermost 
in  our  minds  when  we  discuss  new  methods 
to  detect  penicillin  sensitivity.  This  im- 
mediate reaction  is  the  one  we  must  strive 
to  prevent. 
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Serum  sickness-like  reactions 

In  contrast  to  this  type  of  penicillin  re- 
action, the  serum  sickness-like  reactions  are 
later  in  onset,  involve  the  skin  and  occasion- 
ally the  joints,  but  rarely  if  ever  affect  the 
mucous  membranes.  The  accelerated  vari- 
ety may  have  its  onset  in  an  hour,  but 
usually  occurs  within  twenty-four  to  forty- 
eight  hours  after  penicillin  administration. 
This  variety  has  frequently  been  confused 
with  the  immediate  systemic  reaction  in 
that  cardiovascular  collapse  has  occasionally 
occurred  with  it,  but  fatalities  do  not  result 
from  it.  Thus,  I would  place  some  of  the 
cases  classified  by  the  authors  as  immediate 
reactors  in  their  accelerated  group.  Al- 
though I do  not  completely  agree  with  the 
authors’  classification  of  cases,  I realize  that 
no  classification  is  fully  satisfactory  in  view 
of  the  confusion  in  terminology  and  the 
lack  of  knowledge  of  the  immunologic  mecha- 
nisms involved. 

Incidence  of  atopy 

In  relation  to  the  incidence  of  atopy 
among  the  various  types  of  systemic  re- 
actions to  penicillin,  my  own  studies  and 
those  of  others  have  indicated  that  the  great 
majority  of  patients  with  immediate  sys- 
temic reactions  are  atopic  individuals. 
Thus,  the  finding  in  this  study  that  only  53 
per  cent  of  the  immediate  systemic  reactors 
were  atopic  individuals  seems  rather  low. 
The  remainder  of  the  authors’  figures  for 
the  incidence  of  atopy  among  the  other 
categories  appears  high,  but  this  may  be 
explained  by  the  fact  that  the  study  covers 
a rather  select  group  of  subjects,  the  ma- 
jority of  whom  were  patients  in  an  allergy 
clinic. 

Importance  of  interval 

Another  area  of  confusion  in  the 
field  of  penicillin  hypersensitiveness  is  the 
result  of  the  tendency  to  report  the  incidence 
of  positive  skin  reactions  among  penicillin 
reactors  without  regard  to  the  interval  which 
has  intervened  between  the  time  of  the  al- 
lergic incident  and  the  time  of  testing  for 
penicillin  sensitivity.  The  authors  bring 
out  the  importance  of  this  time  interval  in 
relation  to  the  incidence  of  positive  skin  re- 
actions to  multivalent  benzylpenicilloyl  con- 


jugate and  potassium  penicillin  G among 
patients  who  have  experienced  systemic 
penicillin  reactions. 

The  authors  confirm  our  own  experience 
in  respect  to  the  frequent  finding  of  a rapid 
decline  of  reagins  to  potassium  penicillin  G 
in  the  serum  of  immediate  systemic  reactors. 
The  clinical  significance  of  these  findings  is 
that  skin-sensitizing  antibodies  to  these 
antigens  are,  for  the  most  part,  transient 
and  of  variable  duration.  However,  in  view 
of  the  probability  of  recalling  these  anti- 
bodies with  further  antigenic  stimulation, 
it  has  been  our  practice,  at  least  among 
the  immediate  systemic  reactors,  to  avoid 
further  use  of  penicillin. 

Comment 

Under  the  circumstances,  the  most  en- 
lightening statistics  presented  by  the  authors 
are  those  covering  the  first  three  months 
following  the  penicillin  reaction,  and  almost 
of  equal  importance,  those  covering  the 
first  year.  When  the  intensity  of  the  skin 
reactions  is  considered,  the  -f  + or  greater 
positive  reactions  to  benzylpenicilloyl  con- 
jugate were  found  among  5 immediate,  3 
accelerated,  7 late  urticarial,  3 delayed, 
7 local,  and  1 atypical  reactors. 
On  the  other  hand,  the  + + or  greater  posi- 
tive reactions  to  potassium  penicillin  G were 
found  among  4 immediate  and  2 local  reac- 
tors. The  difference  between  these  two 
groups  is  highly  significant.  It  reveals  that 
in  this  study  large  positive  intracutaneous 
reactions  to  benzylpenicilloyl  conjugate  are 
found  among  patients  who  have  experienced 
all  types  of  penicillin  reactions,  whereas 
large  positive  intracutaneous  reactions  to 
potassium  penicillin  G are  found  predomi- 
nantly among  the  immediate  reactors.  In 
other  words,  a good-sized  intracutaneous 
reaction  to  potassium  penicillin  G appears 
to  single  out  the  potentially  dangerous  imme- 
diate reactors  more  effectively  than  a good- 
sized  intracutaneous  reaction  to  benzyl- 
penicilloyl conjugate. 

In  our  studies,  which  have  dealt  particu- 
larly with  the  immediate  systemic  reactors, 
we  preferred  to  investigate  this  problem  by 
means  of  passive  transfer  technics  for  two 
reasons.  First,  it  has  been  our  experience 
that  direct  testing  with  penicillin  materials 
in  this  group  is  most  hazardous,  especially 
when  it  is  done  within  several  months  after 
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the  clinical  reaction.  Second,  passive  trans- 
fer furnishes  more  critical  and  decisive  evi- 
dence of  a mediating  immunologic  mecha- 
nism than  is  provided  by  a direct  test. 

Passive  transfer  studies  done  on  the  sera 
of  18  immediate  systemic  reactors  showed 
that  the  passive  transfer  reactions  with 
undiluted  serum  samples  from  each  patient, 
tested  with  a potassium  penicillin  G solu- 
tion containing  50,000  units  per  milliliter, 
were  positive  in  all  except  one  instance. 
The  reactions  ranged  from  + to  + + + +. 
To  give  some  idea  of  the  sensitivity  of  the 
sera,  in  1 case  as  little  as  0.000005  unit  of 
potassium  penicillin  G was  sufficient  to 
elicit  a positive  passive  transfer  reaction 
with  undiluted  serum.  In  5 cases  0.00005 
unit  was  sufficient.  It  should  be  stressed 
that  each  patient  in  this  series  had  an  imme- 
diate systemic  reaction  within  fifteen  to 
twenty  minutes  after  exposure  to  penicillin 
and  in  each  case  the  initial  serum  sample 
was  drawn  within  three  months  after  the 
last  immediate  reaction. 

With  the  advent  of  the  newer  multivalent 
haptenic  conjugates  derived  from  penicillin, 
Bernard  Levine,  M.D.,  and  I studied  the 
sera  from  4 of  18  cases,  including  a negative 
potassium  penicillin  G reactor,  as  well  as 
the  sera  from  1 additional  immediate 
systemic  reactor,  in  an  attempt  to  determine 
the  antigenic  specificity  of  their  skin-sensi- 
tizing antibodies. 

Passive  transfer  studies  were  done  with 
sera  from  the  5 immediate  systemic  reactors 
with  the  simple  chemicals,  penicillin  G,  the 
sodium  salt  of  penicilloic  acid  (sodium 
penicilloate),  and  d -penicillamine,  as  well 
as  with  the  multivalent  conjugates  of  the 
haptens  of  the  benzylpenicilloyl  conjugate 
group.  We  studied  several  polylysine-ben- 
zylpenicilloyl  conjugates,  a human  gamma 
globulin-benzylpenicilloyl  conjugate,  and 
also  conjugates  of  d -penicillamine  and  peni- 
cillenic  acid.  The  latter  haptenic  conjugate 
is  the  one  which  was  previously  believed  to 
be  an  important  antigenic  determinant  in 
penicillin  hypersensitivity  by  De  Week  and 
Eisen.11 

For  comparative  purposes,  the  sera  from 

Question  and 

Maury  Sanger,  M.D.:  Thank  you  for 

that  very  stimulating  discussion.  The  floor 
is  now  open  for  any  additional  discussion. 


2 cases  with  accelerated  urticarial  reactions 
were  similarly  studied.  However,  these  2 
cases  should  not  be  considered  as  typically 
representative  of  serum  sickness-like  reac- 
tions to  penicillin.  They  were  selected 
because  they  had  circulating  skin-sensitizing 
antibodies  and  served  as  a basis  for  compari- 
son with  the  immediate  systemic  reactors. 

With  the  sera  of  4 of  the  5 immediate 
systemic  reactors,  positive  reactions  were 
obtained  to  potassium  penicillin  G,  negative 
or  equivocal  reactions  to  the  penicilloate, 
and  negative  reactions  to  all  the  multivalent 
haptenic  conjugates  tested.  With  the  sera 
from  the  exceptional  case,  positive  reactions 
were  obtained  with  the  benzylpenicilloyl 
haptenic  conjugates  and  negative  reactions 
with  all  the  other  materials  including  potas- 
sium penicillin  G.  With  the  sera  from  the 
accelerated  urticarial  reactors,  a reactivity 
spectrum  was  obtained  similar  to  that  in 
the  unusual  case.  Positive  reactions  were 
elicited  with  the  benzylpenicilloyl  conjugate 
and  negative  responses  with  the  other  ma- 
terials tested. 

Utilizing  the  univalent  hapten,  benzyl- 
penicilloyl-2-aminocaproate,  attempts  were 
made  to  inhibit  the  passive  transfer  reac- 
tions to  potassium  penicillin  G with  the 
potassium  penicillin  G-reactive  sera.  No 
inhibition  could  be  demonstrated  even  of 
threshold  reactions  using  a 1:4  dilution  of 
serum.  On  the  other  hand,  the  passive 
transfer  reactions  to  the  benzylpenicilloyl 
conjugate  obtained  with  sera  from  the  accel- 
erated urticarial  reactors  were  almost  com- 
pletely inhibited  by  the  benzylpenicilloyl- 
2-aminocaproate.  In  our  studies,  this  uni- 
valent hapten  alone  failed  to  elicit  positive 
passive  transfer  reactions. 

These  studies,  therefore,  suggest  that  the 
benzylpenicilloyl  conjugate  haptenic  groups 
tested  thus  far  are  not  the  antigenic  deter- 
minants for  the  skin-sensitizing  antibodies  in 
circulation  of  most  immediate  systemic  reac- 
tors. Whether  another  previously  undetected 
hapten  or  a different  carrier  protein  is 
needed  to  react  with  these  antibodies  or 
whether  penicillin  in  itself  is  acting  as  the 
complete  antigen  remains  to  be  determined. 

Answer  Period 

Sheppard  Siegal,  M.D.:  I,  too,  would 

like  to  congratulate  the  speakers  and  also 
Dr.  Siegel  as  the  discussant  on  this  important 
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subject.  It  is  certainly  agreed  that  the 
major  and  most  important  practical  problem 
is  the  prevention  of  immediate  reactions, 
but,  apropos  of  what  was  said,  are  we  dealing 
with  more  than  one  antigen  or  a different 
antigen  under  different  circumstances? 

I would  like  to  ask  the  authors  whether 
or  not  they  have  had  any  experience  in  test- 
ing patients  who  have  positive  delayed  reac- 
tions to  penicillin  G,  such  as  have  been 
described  by  many  observers  and  which 
occur  under  a number  of  different  circum- 
stances. For  example,  it  may  occur  in  the 
erythema  of  a vesicular  type  of  reaction  to 
penicillin.  It  also  sometimes  occurs  in  very 
long-delayed  forms  of  urticaria  following 
penicillin,  especially  when  these  are  ery- 
thematous and  are  not  specifically  urti- 
carial in  character.  Has  this  antigen 
been  used  in  contact  dermatitis  to  see 
whether  you  get  a positive  delayed  reaction 
under  those  circumstances  or  whether,  in 
any  of  these  circumstances,  you  seem  to  get 
differences  which  indicate  that  the  allergy 
is  actually  due  to  different  components  and 
not  to  the  same  one? 

Finally,  I wonder  whether  or  not  you 
have  tested  with  procaine  penicillin  in  these 
people  as  a regular  procedure.  There  is 
some  evidence,  especially  in  some  work 
recently  published  in  Scandinavia,  that  some 
of  these  cases  are  actually  due  to  procaine 
sensitivity.  I would  be  particularly  inter- 
ested in  the  local  indurative  type  because, 
as  you  know,  other  workers  and  I have  been 
particularly  interested  in  the  kind  of  local 
edema  that  sometimes  occurs  because  of 
procaine  and  which  perhaps  in  some  in- 
stances is  actually  induced  by  procaine 
penicillin. 

Dr.  Sanger:  Would  you  like  to  answer 

that  question,  Dr.  Grieco? 

Dr.  Grieco:  With  regard  to  the  first 

question,  we  studied  2 patients  who  had 
what  we  considered  delayed  hypersensitivity 
responses  to  penicillin.  One  was  a gener- 
alized maculopapular  eruption  and  the  other 
a generalized  papulovesicular  eruption. 

In  both  patients  initial  test  results  with 
penicillin  and  penicilloyl-polylysine  were 
negative.  Positive  wheal-and -flare  responses 
to  intracutaneous  penicilloyl-polylysine  oc- 
curred at  two  and  three  weeks  respectively. 
Both  patients  reported  delayed  “tuberculin- 
type’ ’ reactions  to  intracutaneous  aqueous 
penicillin.  We  did  not  observe  the  delayed 


reactions  because  these  occurred  at  forty- 
eight  hours,  and  the  patients  were  not  seen 
by  us. 

We  did  not  observe  delayed  reactions  to 
penicilloyl-polylysine  in  any  of  our  patients. 
The  second  question  will  be  answered  by 
Dr.  Finke. 

Dr.  Finke:  Every  patient  was  tested 

with  2 per  cent  procaine  and  the  test  result 
was  negative  in  every  case.  While  I 
mentioned  that  there  was  no  significant 
difference  between  any  of  the  different 
classifications  of  penicillin  reactions  as  far 
as  the  percentage  of  positive  test  findings 
was  concerned,  actually  a slightly  larger  per 
cent  of  positive  results  was  obtained  with 
local  reactions  than  with  any  other  group. 
If  anything,  this  would  seem  to  be  evidence 
that  the  local  reaction  is  due  to  the  penicillin 
or  the  penicilloyl  radical,  if  you  will,  rather 
than  to  procaine. 

Dr.  Sanger:  Are  there  any  other  ques- 

tions? 

Arthur  Goldfard,  M.D.:  I want  to 

thank  the  speakers  for  a wonderful  evening. 
I would  like  to  ask  them  specifically  whether 
or  not  they  have  differentiated  the  age  levels 
of  these  individuals  tested.  In  other  words, 
no  one  mentioned  the  age  of  the  subjects 
tested,  and  we  all  know  the  statistical  differ- 
ence in  the  reactions  in  children  versus  adults. 

The  other  point  which  I would  like  to 
make  is:  Have  the  speakers  used  the 

scratch  test,  the  Pirquet  test,  differentiated 
from  the  intradermal,  with  any  of  these 
derivatives  of  penicillin  G in  an  attempt  to 
cut  down  the  possible  systemic  reactions? 

Dr.  Sanger:  Dr.  Finke,  would  you  take 

that? 

Dr.  Finke:  We  did  not  test  any  children, 

therefore,  the  problem  of  children  versus 
adults  did  not  arise. 

As  far  as  adult  patients  per  se,  there 
seemed  to  be  no  breakdown  of  significance 
as  far  as  age  was  concerned.  We  did  not 
do  scratch  tests.  All  the  tests  done  in  this 
study  were  intracutaneous. 

Dr.  Sanger:  Any  other  questions? 

Murray  Dworetzky,  M.D.:  May  1 

ask  a practical  question  on  testing?  At 
what  concentration  above  distilled  water 
would  you  feel  completely  safe  in  testing  a 
patient  with  respect  to  penicillin  allergy,  to 
the  Pirquet  scratch  testing  first  and  then 
both  to  the  penicillin  G and  perhaps  to  the 
fraction? 


1710  New  York  State  Journal  of  Medicine  / July  1,1964 


Dr.  Finke:  Is  this  to  penicilloyl-poly- 

lysine? 

Dr.  Dworetzky:  Penicillin. 

Dr.  Finke:  With  the  penicillin,  the 

answer  is  obvious.  People  who  are  very 
sensitive  have  reacted  to  as  little  as  3 times 
10  units  (0.000003)  of  injected  penicillin. 
Consequently,  as  Dr.  Siegel  pointed  out, 
no  skin  test  dose  is  completely  safe. 

From  a practical  point  of  view,  in  this 
series  we  tested  people  who  were  all  con- 
sidered sensitive  by  history.  The  amount 
of  penicillin  actually  injected  initially  was  1 
unit,  and  then  we  worked  our  way  up.  With 
penicilloy  1-poly  lysine  the  initial  injected 
dose  was  6 times  10“ 11  M.  These  corre- 
spond to  concentrations  of  100  units  per  milli- 
liter and  6 times  10  ~6  M.  respectively. 

Stuart  A.  Pomeroy,  M.D.:  I wonder 

if  you  might  know  of  any  case  in  which  an 
immediate  anaphylactic  type  reaction  has 
occurred  where  there  was  a negative  reac- 
tion to  penicilloyl-polylysine? 

Dr.  Sanger:  Dr.  Siegel,  would  you  take 

that? 

Dr.  Siegel:  Are  you  speaking  about 

intracutaneous  tests  in  an  immediate  ana- 
phylactic reactor?  No,  I cannot  say  so 
because  I did  not  test  any  of  these  patients 
directly.  There  is  one  patient  that  I know 
of  who  had  had  an  immediate  systemic  reac- 
tion, was  tested  with  penicillin-polylysine- 
benzylpenicilloyl,  and  did  have  a positive 
skin  reaction.  In  addition,  he  developed  a 
generalized  pruritus  and  urticaria  about  ten 
minutes  after  the  skin  test  was  inserted. 

In  regard  to  the  other  question  about 
direct  skin  testing  with  the  polylysine- 
benzylpenicilloyl  conjugates,  we  started 
our  tests  with  a concentration  of  0.01  mg. 
per  milliliter,  and,  in  some  instances,  with 
a 0.001  mg.  per  milliliter  strength.  In 
respect  to  testing  with  potassium  penicillin 
G,  I certainly  agree  that  if  you’re  dealing 
with  an  immediate  systemic  reactor,  it  is 
difficult  to  determine  a safe  starting  concen- 
tration. One  unit  per  milliliter  would  be, 
except  for  the  very  unusual  patient,  an 
adequate  starting  strength,  and  then  gradu- 
ally increasing  concentrations  may  be  used 
for  testing  up  to  10,000  units  per  milliliter. 
If  you  will  just  adopt  the  one  principle  in 
your  practice  of  not  testing  a patient  directly 
who  has  had  a recent  history  of  a systemic 
reaction,  then  I think  that  most  of  the  hazard 
will  be  removed  from  direct  testing. 


Dr.  Sanger:  Dr.  Fontana,  do  you 

want  to  ask  a question  of  the  speakers  or 
make  some  comments? 

Vincent  J.  Fontana,  M.D.:  I think 

the  investigators  are  to  be  congratulated 
on  their  work.  I think  this  is  for  publication, 
and  it’s  most  important  from  the  standpoint 
of  practicality.  Dr.  Krugman  and  other  pe- 
diatricians have  brought  up  the  fact  that  skin 
tests  to  penicillin  are  not  reliable.  We  also 
know  the  medicolegal  complications;  we 
have  heard  of  the  physician  who  gave  a 
penicillin  injection,  the  patient  died,  and 
the  physician  was  held  liable  simply  on  the 
basis  of  the  fact  that  he  had  not  done  a skin 
test. 

On  this  basis,  I say  it  is  most  important, 
from  the  practical  medicolegal  standpoint. 
I’d  like  to  ask  the  investigators  in  their 
opinion  and  from  the  opinion  of  other  work 
that  has  been  done  in  this  field,  whether  one 
can  say  that  a positive  skin  test  result,  as 
such,  is  a reliable  criterion  for  giving  a peni- 
cillin shot  or  not.  In  other  words,  it 
must  be  carefully  stated,  because  the  state- 
ments that  have  been  made  at  meetings 
such  as  this,  which  are  published,  will,  for 
the  most  part,  go  into  legal  cases.  A 
physician  who  might  not  have  done  a skin 
test  and  who  might  have  given  a penicillin 
injection  can  be  held  liable. 

If  this  is  based  on  scientific  evidence, 
that’s  fine,  and  I think  it’s  most  important 
that  we  get  an  answer  to  this  question. 

Dr.  Sanger:  Dr.  Siegel,  would  you 

want  to  take  that? 

Dr.  Siegel:  I frankly  don’t  think  that 

our  knowledge  of  penicillin  hypersensitivity 
is  at  the  point  where  one  can  establish 
a safe  and,  at  the  same  time,  practical 
method  of  skin  testing,  or  where  we  can 
evaluate  absolutely  the  results  of  such  test- 
ing. 

It  is  simple  to  employ  a scratch  test  with 
the  penicillin  solution  or  suspension  which 
the  patient  is  going  to  receive,  and  possibly 
one  will  detect  some  of  the  more  sensitive 
reactors  in  this  way.  Although  one  may 
induce  a systemic  reaction  with  the  test, 
if  it  is  considered  that  the  patient  might 
possibly  have  developed  a fatal  reaction  if  he 
received  the  penicillin  injection  without 
preliminary  testing,  it  probably  is  safer  to 
test  in  this  way. 

I don’t  think  that  it’s  proper  to  lay  down 
any  general  rules  for  testing  for  the  general 
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practitioner  in  our  present  state  of  knowl- 
edge. 

Dr.  Sanger:  Another  question  is:  What 
should  be  the  attitude  of  a VD  clinic  in 
giving  penicillin?  Do  one  of  you  gentlemen 
want  to  answer  that?  Dr.  Grieco? 

Dr.  Grieco:  It  seems  to  me  that  a VD 

clinic  is  in  a perfect  position  to  evaluate 
skin  test  reagents  as  they  apply  to  penicillin 
allergy.  Patients  with  a past  history  of 
penicillin  allergy  should  not  receive  peni- 
cillin, since  other  adequate  antibiotics  are 
available.  Patients  without  such  a history 
and  about  to  receive  penicillin  should  be 
skin-tested  with  aqueous  penicillin,  either 
0.01  cc.  of  a dilution  of  10,000  units  per  cc. 
intracutaneously  or  a drop  of  a dilution  of 
100,000  units  per  cc.  as  a scratch  test,  since 
positive  responses  herald  probable  anaphy- 
lactic reaction.  The  results  of  tests  with 
the  various  new  reagents  should  be  disre- 
garded in  deciding  whether  or  not  to  admin- 
ister further  penicillin,  since  their  interpre- 
tation is  still  at  an  investigational  stage. 

Dr.  Sanger:  Now,  the  evening  has  been 

long  and  the  ladies  and  gentlemen  have  been 
very  cooperative.  Before  we  close,  we  have 
Bernard  Levine,  M.D.,  in  the  audience,  and 
we  would  like  a few  words  from  him.  Would 


Swimming  safety 

If  past  averages  hold,  more  than  6,000  Ameri- 
cans will  drown  this  summer,  and  most  of  these 
drownings  could  be  avoided. 

Everyone  able  to  read  is  aware  of  the  basic 
rules  of  water  safety,  but  drownings  occur  when 
someone  violates  the  rules.  The  fundamentals 
are:  never  swim  alone;  don’t  swim  just  after 
eating  or  when  overly  tired;  don’t  overestimate 


he  step  forward,  please. 

Bernard  Levine,  M.D.:  I would  like 

to  congratulate  the  speakers  on  presenting 
the  current  status  of  the  clinical  aspects  of 
penicillin  hypersensitivity.  I think  it  is 
clear  that  there  are  a number  of  determinants 
that  cause  penicillin  hypersensitivity.  With 
regard  to  the  clinician,  what  a positive  or 
negative  skin  test  reaction  means  is  not 
completely  clear  yet. 

Certainly,  we  know  that  some  patients 
with  positive  skin  test  results  can  receive 
penicillin;  that  patients  with  positive  skin 
test  reactions  to  both  penicilloyl-polylysine 
as  published  by  Parker  and  as  seen  by  Dr. 
Siegel,  the  Roosevelt  group,  and  by  all  of 
us  who  are  working  with  this  and  patients 
who  react  both  to  penicilloyl-polylysine  and 
to  penicillin  can  receive  penicillin  without 
reaction. 

On  the  other  hand,  a high  percentage  of 
these  patients  cannot  tolerate  penicillin 
without  reaction.  We  cannot  distinguish 
between  those  who  will  react  and  those  who 
won’t. 

There  are  many  other  problems  associated 
with  penicillin  hypersensitivity.  The  study 
is  just  in  its  early  phases,  and  perhaps  a year 
from  now  we’ll  know  a little  more  about  it. 


your  ability  and  endurance;  swim  at  protected 
pools  or  beaches  under  the  supervision  of  a 
trained  lifeguard;  if  a boat  overturns  stay 
wdth  it  and  don’t  try  to  swim  a long  distance  to 
shore;  never  dive  into  unknown  waters. 

Know  how  to  apply  mouth-to-mouth  artificial 
respiration.  Take  a course  in  underwater  sur- 
vival if  you  plan  to  be  a skin  or  SCUBA  diver. 
Even  strong  swimmers  should  wear  a life  jacket 
when  water  skiing. 

Private  pools  must  be  kept  sanitary  and 
should  be  fenced  to  keep  out  small  children. 
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Conservative  measures  in  managing  car- 
cinoma of  the  colon  and  rectum  will  be 
indicated  more  frequently  in  the  future  as 
the  population  lives  to  even  more  advanced 
age.  Advanced  age  will  bring  with  it  the 
problems  of  cardiovascular  disease  which 
must  be  considered  in  determining  the 
procedure  of  choice  in  each  individual 
patient. 

Palliation  in  some  form  eventually  is 
necessary  in  nearly  70  per  cent  of  patients 
with  carcinoma  of  the  colon  and  rectum 
(Fig.  1).  The  usual  figure  quoted  for 
survival  is  50  per  cent.  This,  however, 
is  the  survival  rate  for  those  who  are 
operated  on  for  cure  and  does  not  take  into 
account  those  who  cannot  withstand  op- 
eration or  in  whom  metastases  are  found. 
It  has  been  shown  that  there  is  a considerable 
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in  a population  living  to  an  increasing  age, 
the  treatment  of  choice  in  carcinoma  of  the 
colon  and  rectum  is  often  conservative,  con- 
sisting of  fulguration  and  local  excision  of 
low  lesions.  Palliation  is  necessary  in  almost 
70  per  cent  of  patients  with  carcinoma  of  the 
colon  or  rectum,  but  it  can  accomplish  only 
relief  of  pain , relief  or  prevention  of  obstruc- 
tion, prolongation  of  a useful  life , and  support 
of  the  patient's  morale. 


rate  of  recurrence  after  the  so-called  “five 
year  cure.”1-2  Extending  the  scope  of 
surgery  by  doing  radical  abdominal  and 
pelvic  lymphadenectomies  will  do  little  or 
nothing  to  change  this. 3 

Until  more  is  known  about  cancer  and 
until  other  methods  of  treatment  are  de- 
veloped, no  improvement  in  current  survival 
statistics  can  be  expected.  The  only  im- 
mediate improvement  obtainable  is  by 
earlier  diagnosis.  In  1833  Lisfranc4  urged 
earlier  diagnosis  to  improve  results.  The 
difference  between  a statistically  valid  cure 
in  carcinoma  of  the  rectum  of  80  per  cent 
and  9 per  cent,  depending  on  nodal  involve- 
ment, is  mute  evidence  of  the  importance  of 
early  diagnosis  (Fig.  2). 2 At  present,  delay 
in  the  diagnosis  occurs  in  8 out  of  10  cases,5 
and  this  delay  averages  over  six  months.6 

A discussion  of  conservatism  and  pal- 
liation does  not  condone  timidity  in  surgery 
of  cancer  of  the  colon  and  rectum.  All 
patients  who  are  a good  or  fair  risk  must  be 
given  every  chance  of  cure  by  accepted 
standard  surgical  procedures.  However, 
when  the  operative  risk  is  unduly  high,  a 
conservative  procedure  in  suitable  cases 
will  allow  a living  patient  to  leave  the 
hospital  with  a reasonable  chance  of  a good 
period  of  useful  life. 

Ultraradical  surgery  has  produced  some 
five-year  survivals  that  seemingly  would 
have  succumbed  to  the  disease  if  a standard 
surgical  procedure  had  been  employed. 
In  the  individual  case,  however,  one  never 
knows  whether  or  not  the  patient  would 
have  survived  if  such  a radical  procedure 
had  not  been  done.7  Gilbertsen1  has  shown 
that  the  operative  mortality  is  400  per  cent 
greater  when  an  enlarged  or  radical  resection 
is  done.  The  surgeon  does  nothing  con- 
structive to  the  progress  of  surgery  nor  to 
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FIGURE  1.  Expectation  of  survival  of  patients 
having  carcinoma  of  the  colon. 


FIGURE  2.  Cancer-free  five-year  survival 
carcinoma  of  the  rectum.2  Stage  of  disease  ac- 
cording to  Dukes’  classification  of  tumors.25 


the  patient  by  causing  his  demise  as  the 
result  of  an  ill-conceived  radical  operation 
when  a lesser  procedure  might  have  given 
him  a reasonable  period  of  useful  and  happy 
life  and  sometimes  also  a cure  of  his  disease.8 

The  basic  problem  in  the  management  of 
carcinoma  of  the  colon  is  one  of  selection; 
it  must  be  done  objectively  in  every  case 
using  sound,  solid,  surgical  judgment.  In 
treating  carcinoma  we  are  on  every  occasion 
treating  a patient  and  not  a disease.8  In 
determining  the  management  of  each  patient 
the  surgeon  should  always  ask  himself, 
“Just  what  are  we  attempting  to  accomplish 
in  treating  this  individual?”  Not  only 


should  it  be  asked,  it  should  be  answered.9 
The  surgeon  can  attempt  to  accomplish 
one  or  more  of  three  things:  First,  to  cure 

the  patient  of  his  disease  without  unduly 
incapacitating  him;  second,  to  rehabilitate 
the  patient  and  not  debilitate  him;  and 
third,  to  give  some  measure  of  relief  and 
comfort  from  the  inexorable  course  of  the 
disease  that  occurs  in  most  patients. 

Conservative  procedures 

In  treating  carcinoma  of  the  rectum 
conservative  procedures  have  a definite, 
important  role  in  the  attempt  to  accomplish 
the  purported  goals.  The  conservative  pro- 
cedures employed  are  fulguration,  local 
excision  either  through  the  anus  or  by 
transecting  the  sphincter,  and  posterior 
resection  and  anastomosis.  Suitable  can- 
didates are  those  patients  in  whom  the  risk 
of  immediate  death  from  a “standard” 
operation  is  as  great  or  greater  than  the 
eventual  death  in  the  future  from  malignant 
cells  not  destroyed  by  a conservative  pro- 
cedure or  those  in  whom  the  tumor  is 
of  such  size,  position,  and  mobility  that  it 
can  be  so  treated.  The  majority  in  this 
selected  group  can  be  fulgurated.  Posterior 
excision  or  posterior  resection  is  necessary 
in  larger  lesions.  The  technic  has  been 
described  adequately.10-11 

What  results  can  be  expected  from 
conservative  management  of  carcinoma  of 
the  rectum?  Jackman12  has  followed  211 
patients  from  eight  to  eighteen  years  who 
were  so  treated.  All  of  the  lesions  were  over 
2 cm.  in  diameter,  and  were  definite  adeno- 
carcinomas. The  procedure  was  curative 
in  96  per  cent.  He  concludes  that  in  a 
selected  group  of  poor-risk  patients,  the 
operative  mortality  rate  of  resection  would 
be  over  the  4 per  cent  of  failure.  The 
truth  of  this  statement  is  substantiated  by 
the  recent  findings  of  Mayo.13  In  154 
patients  eighty  to  ninety-three  years  of  age 
with  carcinoma  of  the  colon  or  rectum  the 
mortality  rate  was  12  per  cent.  This  is 
more  than  twice  the  usual  operative  mor- 
tality rate. 

Ochsner14  recently  stated  that  many 
elderly  patients  can  withstand  destruction 
of  a tumor  by  cautery  much  better  than 
they  can  tolerate  an  operation  necessary  to 
eradicate  it  by  dissection.  He  called  at- 
tention to  the  work  of  Kolischer15  that 
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indicates  that  antibodies  develop  because 
of  the  presence  of  destroyed  malignant  cells 
and  thus  explaining  the  destruction  of  other 
malignant  lesions  not  cauterized.  Hens- 
chen16  noted  lymph  nodes  were  destroyed 
after  cauterization  of  the  original  tumor. 
He  also  noted  disappearance  of  the  original 
tumor,  although  it  had  not  been  completely 
cauterized.  This  has  been  reported  by 
Strauss17  in  carcinomas  of  the  rectum. 
This  phenomenon  has  been  demonstrated 
in  animals  by  injecting  Brown-Pearse  car- 
cinoma into  both  testicles  of  rabbits.  The 
carcinoma  disappeared  in  both  testicles  after 
one  had  been  fulgurated. 14 

Before  any  palliative  measure  is  instituted 
the  surgeon  must  be  sure  that  some  curative 
operation  still  could  not  be  done.  Extensive 
local  involvement  of  adjacent  abdominal  or 
pelvic  organs  frequently  is  still  in  a curative 
stage.18-19  It  has  been  demonstrated  that 
even  in  the  presence  of  recurrent  carcinoma, 
40  per  cent  can  be  resected  again  with  one 
third  of  the  patients  alive  five  to  sixteen  years 
later. 20  The  patient  should  have  the  benefit 
of  exploratory  celiotomy  if  any  doubt  exists 
as  to  re-resectability. 

Palliation 

Palliation  can  accomplish  four  things 
only:9  relieve  pain,  prevent  or  relieve 
obstruction,  prolong  a useful  life,  and  give 
moral  support.  This  should  be  kept  in 
mind  if  the  patient  is  to  receive  the  most 
that  we  have  to  offer  and  to  avoid  unneces- 
sary suffering  by  neglect  or  unnecessary 
operations  and  colostomies. 

Relief  of  pain.  Aspirin  and  non-nar- 
cotic drugs  should  be  used  at  first.  As  the 
disease  progresses  narcotics  will  become 
necessary  and  should  be  used  in  sufficient 
dosage  to  accomplish  their  purpose.  Opi- 
ates, and  especially  codeine,  should  be 
avoided,  as  they  are  very  constipating. 
Tranquilizers  can  enhance  the  effects  of  the 
narcotics  and  allay  apprehension. 

Prefrontal  lobotomy  should  be  considered 
in  carcinomatosis  when  the  pain  cannot  be 
controlled  by  drugs.  The  absence  of  pain 
and  the  altered  attitude  after  this  procedure 
affords  relief  to  the  patient  and  his  family. 

Radiation  therapy  will  relieve  pain  in 
metastases  in  over  half  of  patients  so 
treated.21  Prolonged  survival  has  been 
reported.22 


Prevention  and  relief  of  obstruction. 
Palliative  resection  of  a primary  tumor  of 
the  colon  or  rectum  in  the  presence  of 
metastases  should  be  done  unless  the 
involvement  is  so  extensive  that  the  pro- 
cedure obviously  would  be  useless.  Swin- 
ton,  Moszkowski,  and  Snow23  reported  15 
per  cent  five-year  survival  in  patients  having 
resection  of  the  primary  tumor  in  the 
presence  of  metastases. 

When  the  primary  tumor  cannot  be  re- 
moved in  the  presence  of  widespread  hepatic 
or  visceral  metastases,  a colostomy  should 
not  be  done  to  prevent  obstruction  that 
might  occur  at  some  future  date.  It  should 
be  done  only  if  there  is  definite  evidence 
that  clinical  obstruction  already  is  present. 
A “preventive  colostomy”  is  an  unnecessary 
colostomy  and  brings  unnecessary  suffering 
to  the  patient  and  his  family.19  Only 
occasionally  will  it  be  necessary  later  to  do  a 
loop  colostomy. 

Side-tracking  procedures,  such  as  colo- 
colostomy  or  ileocolostomy  around  lesions 
that  cannot  be  resected  locally,  will  relieve 
ensuing  obstruction  without  the  necessity 
of  establishing  a colonic  stoma. 

Fulguration  is  a useful  procedure  in  poor- 
risk  elderly  patients  to  retard  the  growth  of  a 
low  lesion  and  to  keep  the  lumen  patent.9 
It  also  can  be  used  to  decrease  the  blood  loss 
and  reduce  the  amount  of  mucus  secreted. 

Prolongation  of  a useful  life.  The 
aforementioned  procedures,  when  properly 
employed,  can  aid  in  the  prolongation  of  a 
useful  life.  Although  life  per  se  may 
not  be  prolonged,  a useful,  more  comfortable 
life  can  be  extended.  Radical  surgical 
procedures  and  exenterations  for  metastases 
from  carcinoma  of  the  colon  and  rectum 
increase  the  suffering  of  the  patient  and 
prolong  the  period  of  hospitalization.  It  is 
extremely  doubtful  if  they  prolong  life. 
Fansler24  has  stated  that  when  palliation  is 
the  object  of  treatment,  simple  procedures 
will  give  the  patient  more  comfort  and  as 
many  years  of  life  as  exenterations  and 
similar  radical  procedures.  Transfusions 
and  heroic  measures  during  the  last  few 
days  or  hours  will  not  prolong  a useful  life 
and  often  add  to  the  patient’s  suffering. 

Support  of  patient  morale.  The  fourth 
object  of  palliation  will  be  achieved  if  some 
attention  is  given  to  the  patient.  Regard- 
less of  results,  the  patient’s  outlook  will  be 
helped  if  something  is  being  done.  To  be 
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seemingly  abandoned  and  alone  forces 
some  terminal  patients  or  their  families  to 
seek  aid  from  unscrupulous  sources.  Even 
a show  of  interest  and  talking  to  the  patient 
will  help.  The  aphorism  of  Trudeau  is 
appropriate:  “To  cure  sometimes,  to  relieve 
often,  to  comfort  always.” 

Summary 

Conservatism  will  play  an  ever  more  im- 
portant role  in  the  management  of  car- 
cinoma of  the  colon  and  rectum  as  the  popu- 
lation lives  to  an  increasing  age.  The 
surgeon  must  keep  in  mind  just  what  he  is 
attempting  to  accomplish  in  each  individual 
patient  and  must  select  the  procedure  that 
will  best  fit  that  individual.  In  selected 
poor-risk  patients  this  often  will  be  a con- 
servative procedure.  Fulguration  and  local 
excision  of  low  lesions  frequently  is  the  pro- 
cedure of  choice  in  this  group. 

Palliation  in  some  form  eventually  is 
necessary  in  nearly  70  per  cent  of  patients 
in  whom  a diagnosis  of  carcinoma  of  the 
colon  or  rectum  is  made.  Palliation  can 
accomplish  four  things  only:  relief  of  pain, 
relief  or  prevention  of  obstruction,  pro- 
longation of  a useful  life,  and  support  of 
the  patient’s  morale.  Palliative  exentera- 
tions and  similar  radical  palliative  procedures 
have  little  to  offer  in  prolonging  the  patient’s 
life  and  relieving  his  pain.  A “preventive 
colostomy”  should  not  be  established  in 
the  expectation  that  obstruction  might 
develop  at  some  time  in  the  future.  A 
“preventive  colostomy”  is  an  unnecessary 
colostomy. 

An  active  interest  and  a positive  approach 
to  the  problem  of  palliation  will  do  much 
to  help  the  patient  without  subjecting  him 
to  unnecessary  operations  and  suffering. 

Medical  Arts  Building,  Rochester  7 
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Injury  to  the  shoulder  or  upper  arm,  even 
of  a nominal  severity,  can  precipitate  a 
vicious  cycle  of  events  culminating  in  a 
painful,  totally  functionless  extremity.  An 
awareness  of  this  syndrome  is  important 
for  both  physicians  and  surgeons  because  its 
bizarre  variety  of  predominant  symptoms 
at  various  stages  of  development  may  cause 
the  patient  to  consult  initially  the  internist, 
neurologist,  rheumatologist,  physiatrist,  gen- 
eral surgeon,  orthopedic  surgeon,  or  hand 
surgeon.  An  understanding  of  its  patho- 
genesis is  essential  for  both  recognition  and 
rational  treatment. 

Pathogenesis 

The  components  of  the  shoulder-hand 
syndrome  fall  into  an  expanding  vicious 
cycle  of  events  which  if  uninterrupted  leads 
to  disability  completely  out  of  proportion 
to  the  severity  of  the  initiating  disorder 
(Fig.  1).  This  occurs  in  a manner  similar 
to  the  enlargement  of  a snowball  rolling 
down  a hill.  Understanding  of  the  mech- 
anism is  the  key  to  recognition  of  the  syn- 
drome at  any  of  its  various  stages  and  to  its 
successful  treatment. 

Injury,  arthritis,  bursitis,  or  other  causes 
of  pain  in  the  shoulder  or  arm  result  in  re- 
flexive muscle  spasm  (autosplinting).  This 


The  shoulder-hand  syndrome  may  follow 
minor  disorders  of  the  shoulder  or  arm.  The 
combination  of  immobilization  and  edema 
may  result  in  progression  to  an  irreversibly 
painful , useless  extremity  unless  one  makes 
an  early  diagnosis  and  institutes  early  treat- 
ment, consisting  of  immobilization  of  only 
the  joint  in  proximity  to  the  injury,  elevation 
of  the  part , and  maintenance  of  active  motion 
in  all  other  joints  with  vigorous  muscle 
movements.  Far-advanced  cases  are  dis- 
couraging, but  reconstructive  procedures  may 
offer  significant  improvement. 


immobilization  may  be  further  implemented 
by  application  of  therapeutic  splints  and 
slings.  Without  intervention  the  hand  will 
assume  a position  of  injury  or  nonfunction, 
with  flexion  of  the  wrist  and  hyperextension 
of  the  metacarpophalangeal  joints.  Con- 
sequent muscle  inactivity  profoundly  affects 
circulation  in  the  extremity. 

The  heart  propels  blood  through  the 
arterial  system  into  the  extremity,  but  it 
does  not  provide  propulsion  for  the  return 
of  blood  and  lymph.  This  is  accomplished 
by  the  pumping  action  of  muscle  movements 
and  a system  of  check  valves  in  the  veins  and 
lymph  channels.  Contraction  of  a muscle 
empties  the  vessels  within  its  compartment, 
much  as  making  a tight  fist  empties  the  veins 
on  the  dorsum  of  the  hand.  The  check 
valves  allow  flow  to  occur  in  a proximal  di- 
rection only.  When  the  muscle  relaxes,  the 
vessels  within  its  fascial  compartment  im- 
mediately are  refilled.  When  muscles  are 
able  to  move  joints,  circulation  is  further 
aided  by  transmission  of  compression  or 
pumping  action  to  the  vessels  in  the  skin, 
ligaments,  and  other  structures. 

Elevation  of  the  extremity  effectively  aids 
return  of  venous  blood  and  lymph  as  readily 
demonstrated  by  the  prompt  collapse  of  the 
veins  in  the  forearm  when  the  extremity  is 
elevated.  It  should  be  rigidly  enforced 
after  an  injury  and  continued  as  long  as 
muscle  action  is  significantly  limited  or 
edema  is  apparent. 

Edema,  the  clinical  manifestation  of  ac- 
cumulation of  excessive  interstitial  fluids, 
results  from  circulatory  stasis  and  changes 
in  capillary  permeability.  Inflammatory 
and  physiologic  changes  resulting  directly 
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FIGURE  1.  Diagrammatic  representation  of  the  pathogenesis  of  the  shoulder-hand  syndrome. 


from  the  initial  injury  or  disorder  further 
increase  edema.  A secondary  vicious  cycle 
may  be  initiated  at  this  phase.  Venous 
stasis  results  in  an  increased  carbon  dioxide 
level  which  causes  vasodilatation  and  in- 
creased capillary  permeability.  The  con- 
sequences are  augmentation  of  circulatory 
stasis  and  increased  edema. 

Edema  in  combination  with  immobiliza- 
tion is  a double-edged  sword.  A serious 
consequence  is  its  promotion  of  the  posi- 
tion of  nonfunction,  breaking  both  trans- 
verse and  longitudinal  arches  of  the  hand1; 
but  even  more  serious  is  that  this  protein- 
laden fluid  is  the  “glue”  from  which  ad- 
hesions form.  With  prolonged  stasis,  the 
serofibrinous  precipitate  organizes  into  dense 
adhesions  involving  all  structures.  Joint 


fixation  and  intermuscular  and  tendinous 
adhesions  further  diminish  muscular  activity 
and  increase  edema.  As  adhesions  formed 
along  nerves  contract,  strangulation  results, 
and  peripheral  neuropathies  and  sympathetic 
nervous  system  disturbances  appear.  Pain 
increases  and  motion  is  further  diminished. 
Hyperesthesia  is  common  and  favors  disuse. 
Once  this  stage  is  reached,  permanent  dep- 
osition of  scar  tissue  has  occurred  and  re- 
mains even  if  the  edema  is  subsequently 
resolved. 

Sympathetic  nervous  system  disturbances 
are  generally  seen  only  if  the  syndrome  was 
initiated  by  injury.2  Nutrition  of  the  ex- 
tremity is  poor,  the  skin  atrophies,  and  a 
full-blown  causalgia  may  develop. 

The  cycle  of  more  edema,  less  motion, 
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and  more  edema,  with  its  various  secondary 
ramifications,  may  progress  to  a final  stage 
in  which  the  dominant  feature  is  contrac- 
tion. Vessels  and  nerves  are  incarcerated  in 
scar,  fibrotic  muscles  are  contracted,  joints 
are  painful  and  stiff,  the  skin  is  atrophic,  and 
pain  is  constantly  present.  In  this  stage 
of  the  hand -shoulder  syndrome  the  extremity 
is  essentially  useless  and  a source  of  great 
suffering. 


Treatment 

The  key  to  successful  treatment  lies  in 
early,  accurate  diagnosis  and  implementa- 
tion of  rational  steps  to  prevent  or  sub- 
sequently break  the  vicious  cycle.  The  crux 
of  averting  the  problem  is  to  immobilize 
only  injured  parts,  which  will  permit  their 
rapid  healing  and  alleviate  pain,  while 
preventing  edema  by  elevation  and  en- 
couraging vigorous  active  movement  (mus- 
cle-pumping to  prevent  circulatory  stasis) 
of  all  other  parts.  During  early  stages  the 
secondary  pathologic  conditions  such  as 
joint  stiffness  are  readily  reversible,  but 
once  adhesions  are  formed,  improvement 
is  so  slow  as  to  discourage  the  patient, 
family,  and  physician  alike. 

As  emphasized  by  Watson- Jones, 3 im- 
mobilization in  a functional  position  does 
not  in  itself  cause  troublesome  stiffness. 
Even  simple  joint  injury  usually  does 
not  cause  irreversible  stiffness  if  the  joint 
is  carefully  protected  until  healed.  How- 
ever, when  the  tissues  are  saturated  with 
protein-rich  edema,  great  danger  is  present, 
for  this  fluid  carries  the  precursor  to  adhe- 
sions. 

Optimal  management  of  injured  joints 
requires  adequate  immobilization,  limited  to 
the  involved  parts  and  maintained  until 
healing  is  achieved.  With  early  healing, 
early  motion  will  follow.  Conversely,  if  one 
forces  movement  of  an  unhealed  joint,  re- 
peated tearing  and  outpouring  of  sero- 
fibrinous exudate  ensue  and  eventually  re- 
sult in  dense  adhesions  and  permanent 
stiffness.  Once  the  joint  is  healed,  active 
exercises  should  be  begun.  Passive  move- 
ments will  cause  tears  and  exudation  as  in 
the  unhealed  joint.  The  only  form  of  pas- 
sive stretching  that  is  not  harmful  is  the 
gentle  constant  traction  of  a dynamic 
splint,  but  this  will  rarely  be  needed  if 


edema  to  the  area  is  averted  by  immobilizing 
only  the  joint  in  proximity  to  the  injury, 
elevating  the  part,  and  maintaining  active 
motion  in  all  other  joints  with  vigorous 
muscle  movements. 

Extension  of  the  wrist  is  of  utmost  im- 
portance in  maintaining  proper  dynamics 
for  strong  active  movement  of  the  forearm 
flexor  musculature.  With  injury,  the  wrist 
tends  to  fall  into  flexion,  but  the  biome- 
chanics are  such  that  the  forearm  muscles 
contract  ineffectively  with  the  wrist  so  posi- 
tioned. If  the  patient  cannot  maintain 
wrist  extension,  it  should  be  supported  for 
him,  but  all  distal  joints  should  be  left  un- 
restrained for  exercising. 

Once  adhesions  have  formed,  massage 
or  any  form  of  passive  stretching  is  con- 
traindicated. It  results  in  microscopic 
tears  and  additional  adhesions  and  more 
exudation  and  adhesions  in  another  vicious 
cycle.  This  delays  recovery  and  is  among 
the  commonest  causes  of  diminishing  im- 
provement at  this  stage.  Skillfully  su- 
pervised occupational  therapy  rather  than 
physical  therapy  is  indicated.  Except  in 
the  far-advanced  case,  if  a patient  is  not 
doing  well  on  prescribed  exercises,  admission 
to  the  hospital  for  constant  surveillance  and 
supervision  of  his  exercises  will  often  produce 
dramatic  improvement  in  two  to  three 
weeks. 

Manipulation  of  stiff  joints  under  anes- 
thesia is  never  indicated.  The  studies  of 
McLaughlin4  on  the  “frozen”  shoulder  sup- 
port the  wisdom  of  never  manipulating  these 
joints  forcibly.  He  stresses  that  almost  all 
patients  will  respond  to  active  exercise 
therapy  but  that  in  the  rare  case  where 
manipulation  might  be  considered,  surgical 
exploration  and  division  of  appropriate 
tissues  with  the  most  atraumatic  technic 
offers  the  best  chance  for  success. 

In  the  far-advanced  stages  of  the  shoulder- 
hand  syndrome,  when  the  grip  is  feeble, 
joints  stiff,  muscles  contracted,  pain  con- 
stant, nutrition  poor,  skin  atrophic,  and 
the  extremity  essentially  functionless,  the 
situation  is  indeed  discouraging,  but  the 
therapeutic  approach  is  the  same:  break 

the  vicious  cycle  by  actively  moving  any 
functional  muscles,  which  will  reduce  cir- 
culatory stasis  and  edema  and  in  turn  per- 
mit more  motion. 

The  reconstructive  surgeon  may  be  able 
to  offer  help  in  far-advanced  cases  by  re- 
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leasing  intrinsic  muscle  contractures,  sur- 
gically mobilizing  some  joints,  and  liberating 
nerves  incarcerated  in  dense  scar,  but  the 
opportunity  to  regain  normal  arm  and  hand 
function  is  forever  lost. 

Summary 

The  shoulder-hand  syndrome  may  follow 
minor  disorders  of  the  shoulder  or  arm  and 
presents  such  a variety  of  predominant 
symptoms  at  various  stages  of  development 
that  the  patient  may  first  seek  consultation 
with  the  internist,  neurologist,  rheuma- 
tologist, surgeon,  or  almost  any  other  spe- 
cialist. 

Awareness  of  its  many  facets  will  lead  to 
early,  accurate  diagnosis,  and  early  institu- 
tion of  rational  treatment  will  result  in 


Chemical  causes  bizarre  effects 


Thiram,  a widely  used  chemical  compound, 
is  a rare  cause  of  allergy  but  can  cause  a bizarre 
reaction  in  conjunction  with  the  ingestion  of 
alcohol. 

Thiram  and  its  derivatives  are  components  of 
numerous  fungicides,  insecticides,  seed  disin- 
fectants, larvacides,  germicidal  soaps,  lotions, 
ointments,  rubber  goods,  and  disulfiram,  a drug 
used  to  treat  alcoholism,  according  to  an  article 
in  the  May  4 Journal  of  the  American  Medical 
Association. 

The  alcohol  reaction  can  cause  flushing  and  an 
itching  skin  eruption  shortly  after  alcohol  is 
taken  by  persons  who  ingest  disulfiram  or  are 
exposed  externally  to  thiram.  Danish  physi- 
cians discovered  in  1948  that  thiram  and  its 
derivatives  sensitize  an  individual  to  alcohol. 
The  drug,  disulfiram,  later  came  into  use  as  a 
means  of  dissuading  alcoholics  from  drinking. 

That  external  exposure  to  thiram  also  pro- 
duces alcohol  sensitization  was  first  reported 
in  1954.  A man  using  thiram  ointment  and 
powder  developed  temporary  flushing,  swelling, 


uniformly  good  recovery.  Skillful  neglect, 
wishful  thinking,  or  inappropriate  therapy, 
especially  any  which  involves  tissue-stretch- 
ing, may  allow  and  even  aid  progression 
to  an  irreversibly  painful,  useless  extrem- 
ity. 

Far-advanced  cases  are  most  discourag- 
ing, but  significant  improvement  can  fre- 
quently be  offered  by  appropriate  recon- 
structive procedures. 
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and  burning  of  the  face  and  neck  when  he  drank 
wine  or  other  alcoholic  beverages. 

The  alcohol  phenomenon  is  a pharmacologic 
reaction.  More  rare  is  the  allergic  reaction 
which  occurs  when  a person  previously  sensi- 
tized to  thiram  later  comes  into  contact  with  the 
chemical. 

The  case  of  a fifty-one-year-old  man  who 
developed  a progressively  more  severe  skin 
inflammation  from  July,  1959,  until  August, 
1963,  was  reported.  Investigation  revealed 
that  he  had  regularly  used  a soap  which  at  one 
time  contained  thiram  and  later  had  come  into 
contact  with  the  chemical  through  a thiram 
turf  fungicide  used  to  spray  a golf  course  on 
which  he  played. 

Thiram  has  been  known  to  be  a skin  sensitizer 
since  the  early  1920’s  when  it  was  first  detected 
as  the  cause  of  a skin  disease  in  certain  workers 
in  the  rubber  industry,  according  to  the  article. 
Thiram  is  used  as  a catalyst  in  the  vulcanization 
of  rubber. 

In  the  1930’s  it  was  discovered  that  thiram 
was  a powerful  fungicide,  and  it  is  now  being 
used  to  treat  the  soil,  the  seeds,  the  plants,  and 
even  the  products  of  fruits,  vegetables,  nuts, 
and  mushrooms. 
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Degrees  of  impaired  intellectual  develop- 
ment in  mentally  retarded  children  vary 
greatly.  Approximately  3 out  of  4 of  these 
patients  are  only  mildly  retarded.  Through 
specialized  education,  mildly  impaired  chil- 
dren may  be  trained  for  self-care,  socially  and 
economically,  in  their  adult  lives.  Moder- 
ately mentally  retarded  children,  although 
they  will  probably  require  supervised  or 
sheltered  occupations  as  adults,  may  also  be 
specially  trained  for  various  levels  of  in- 
dependence. Severely  retarded  children  are 
usually  capable  of  minimal,  if  any,  achieve- 
ment and  require  close  supervision  through- 
out their  lives. 

Enlightened  approaches  to  mental  retarda- 
tion show  that  early  institutional  placement 
of  the  retardate  is  often  ill  considered. 
Short-term  or  immediate  expediency  is 
sacrificed  for  what,  in  the  long  run,  may  be 
best  for  the  child,  the  parents,  and  the 
community.  Home  care  of  the  retarded 


in  a study  of  50  mentally  retarded  children, 
hydroxyzine  {Atarax)  hydrochloride  produced 
excellent  results  in  control  of  hyperactivity , 
with  definite  improvement  in  general  behavior 
in  29  per  cent,  good  results  in  16  per  cent, 
fair  results  in  41  per  cent,  and  poor  results  in 
14  per  cent.  Fifty  control  patients  who 
did  not  receive  the  drug  showed  no  change. 
Younger  retardates  on  higher  hydroxyzine 
hydrochloride  dosages  benefited  most. 


child  is  advisable  unless  serious  problems 
will  arise  as  a result  of  it.  The  best  institu- 
tion is  no  substitute  for  the  parent-child 
relationship.  With  the  support  of  com- 
munity facilities  and  under  professional 
direction  to  promote  their  development,  a 
home-training  program  for  retarded  children 
may  be  carried  out  by  parents. 

Guidance  of  the  parents  is  one  of  the  most 
important  aspects  of  management  of  the 
retarded  child.  The  family  must  be  oriented 
to  the  child’s  needs.  Parents  cannot  other- 
wise intelligently  help  carry  out  various 
aspects  of  the  treatment  plans.  Without 
realistic  understanding  of  both  the  potentiali- 
ties and  limitations  of  the  child,  adults  may 
exert  too  much  pressure  and  have  too  little 
patience.  Tension  created  by  a mother’s 
urging  and  a child’s  inability  to  respond  can 
only  intensify  a situation  in  which  neither 
parent  nor  child  can  find  reward. 

The  diagnosis  and  treatment  of  mental 
retardation  encompass  multiple  medical  and 
allied  disciplines.  Although  diagnosis  is 
primarily  a medical  problem,  management 
of  the  child  requires  the  services  of  social 
workers,  psychologists,  psychiatrists,  speech 
therapists,  nurses,  and  specially  trained 
educators.  In  a cooperative  program, 
the  individual  child  with  mental  retarda- 
tion is  likely  to  reach  his  own  best  levels  of 
growth  and  development. 

Young  retardates  first  undergoing  diag- 
nosis and  treatment  designed  for  them 
often  present  difficulties.  Behavioral  dis- 
turbances and  hyperactivity  in  these  chil- 
dren, whether  functional  or  organic,  may  in- 
terfere with  management  and  thereby  re- 
duce opportunities  as  well  as  receptivity  for 
mental,  social,  and  emotional  change  and 
growth.  Control  of  disordered  behavior 
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helps  clear  the  picture  for  maximally  effec- 
tive management. 

The  use  of  hydroxyzine  (Atarax)  hydro- 
chloride has  been  reported  as  effective 
adjunctive  therapy  in  controlling  pediatric 
behavior  problems.  l~7  The  reports  led  us  to 
undertake  a study  using  this  agent  in  be- 
havioral disturbances  associated  with  mental 
retardation  in  children.  The  objective  was 
to  determine  whether,  by  permitting  fuller 
cooperation  with  adults,  the  ataraxic  would 
help  these  children  attain  the  treatment 
goals  set  for  them. 

Mental  Retardation  Clinic 

The  Mental  Retardation  Clinic,  New  York 
Medical  College,  Flower  and  Fifth  Avenue 
Hospitals,  functions  exclusively  for  the 
comprehensive  care  of  the  mentally  re- 
tarded child.  Diagnosis,  treatment,  and 
research  in  the  entire  field  of  mental  re- 
tardation are  the  purposes  of  the  clinic. 
Children  are  accepted  from  birth  through 
the  age  of  twelve,  and  services  are  continued 
through  adolescence  and  young  adulthood. 

The  parent’s  first  clinic  contact  is  with  a 
social  worker  who  obtains  a detailed  history 
of  the  child’s  development  and  picture  of  the 
family  constellation.  The  social  worker 
explains  the  general  procedures  and  services 
offered  by  the  clinic  and  makes  himself 
available  for  problems  which  may  arise  at 
any  time.  Following  this,  an  appointment 
is  made  with  a psychologist  who  undertakes 
psychologic  examination  and  evaluation  of 
the  patient.  Considerable  time  is  spent 
determining  the  child’s  intellectual,  emo- 
tional, and  social  development  and  his  po- 
tential in  these  areas.  The  clinic  pedia- 
trician next  sees  the  child,  and  a complete 
examination  is  given.  The  pediatrician, 
who  remains  the  child’s  physician  through- 
out his  association  with  the  clinic,  arranges 
whatever  laboratory  test,  x-ray  studies,  and 
special  consultations  the  child  requires, 
such  as  orthopedic,  neurologic,  and  dental 
consultations. 

Speech  evaluation  is  part  of  the  diagnostic 
study.  A speech  diagnostician  evaluates 
the  child’s  language  development  and  sug- 
gests a plan  of  therapy  if  it  is  indicated. 

A psychiatrist  then  evaluates  the  child 
in  terms  of  any  emotional  problem  that 
may  be  interfering  with  the  child’s  function- 
ing. If  psychotherapy  is  indicated,  the 


child  is  assigned  to  an  individual  therapist 
or  to  a therapy  group.  An  educational 
consultation  usually  completes  the  clinical 
study  of  the  child.  Guidance  is  given  in 
locating  the  best  educational  placement  for 
the  patient. 

On  completion  of  all  of  these  studies,  the 
pediatrician  discusses  all  of  the  diagnostic 
findings  with  the  parent.  A plan  of  treat- 
ment is  outlined  for  child  and  parent.  Treat- 
ment of  the  child  is  highly  individualized 
and  may  include  medication,  physical  ther- 
apy, visiting  nurse  services,  speech  therapy, 
individual  or  group  psychotherapy,  and  art, 
play,  music,  and  dance  therapies.  Parents 
are  offered  individual  or  group  counseling 
programs  so  that  they  may  be  better  able 
to  understand  and  help  the  child  and,  in 
turn,  promote  better  intrafamily  relation- 
ships. 

Materials  and  methods 

Within  this  general  background,  50  clinic 
patients  were  selected  for  inclusion  in  the 
drug  study.  The  population  consisted  of 
34  mentally  retarded  boys  and  16  mentally 
retarded  girls  with  intelligence  quotients 
from  35  to  70  and  ranging  in  age  from  four 
to  fifteen  years,  except  for  1 six-month-old 
baby.  A group  of  50  patients,  matched  for 
such  criteria  as  age,  sex,  etiology,  degree 
of  retardation,  and  behavioral  manifesta- 
tions, served  as  controls  and  did  not  receive 
the  drug. 

In  the  experimental  group,  46  of  the  re- 
tardates had  brain  damage.  It  was  due  to 
birth  injury  in  39,  to  organic  causes  in  1, 
and  was  secondary  to  plumbism  in  1. 
One  child  with  mongolism  was  included  in 
the  group.  The  remaining  4 children  had 
congenital  cerebral  hypoplasia. 

All  these  children  were  difficult  to  manage 
because  of  various  behavioral  problems,  in- 
cluding hyperactivity,  shortened  attention 
span,  and  irritability.  Medication  other 
than  hydroxyzine  hydrochloride  had  been 
unsuccessful  in  quieting  the  children  so 
that  they  could  be  readily  managed  by 
physicians,  therapists,  and  parents. 

Dosages  of  the  ataraxic  were  varied  and 
individualized  according  to  the  patient’s  age, 
needs,  and  responses.  The  six-month-old 
baby  was  given  1/2  teaspoonful  (10  mg.  per 
teaspoon)  of  hydroxyzine  hydrochloride 
three  times  a day;  2 patients  received  1 
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teaspoonful  twice  a day;  32  were  given  1 
teaspoonful  three  times  a day;  8 received 

1 teaspoonful  five  times  daily;  2 were  given 

2 teaspoonfuls  three  times  a day;  and  4 
received  3 teaspoonfuls  three  times  a day. 

Where  the  drug  appeared  effective,  it  was 
continued  for  indefinite  periods  of  time. 
It  was  discontinued  after  a three-week  trial 
period  at  varying  dosages  in  those  who 
showed  no  behavioral  changes.  Patients 
were  systematically  observed  by  the  physi- 
cians, teachers,  therapists,  and  parents. 
Objective  testing  was  periodically  carried 
out. 

The  effectiveness  of  the  drug  was  evalu- 
ated by  objective  testing  and  by  the  obser- 
vations of  the  pediatrician,  teacher,  thera- 
pists, and  parents  in  accordance  with 
established  behavioral  criteria.  Four  cate- 
gories were  established  to  rate  changes  in 
behavior.  If  the  total  evaluation  showed 
that  hydroxyzine  hydrochloride  definitely 
controlled  the  deviant  behavior,  the  result 
was  termed  “excellent.”  Where  there  were 
degrees  of  control,  results  were  called  “good” 
or  “fair,”  depending  on  the  extent  of  im- 
provement. In  cases  where  the  drug  did 
not  appear  to  reduce  the  hyperactivity  and 
other  behavior,  the  result  was  called  “poor.” 

Results 

An  over-all  benefit  from  hydroxyzine 
hydrochloride  therapy  was  observed  in  42 
(86  per  cent)  of  the  children.  The  results 
were  rated  as  excellent  in  14  (29  per  cent), 
indicating  definite  control  of  hyperactivity 
with  definite  improvement  in  general  be- 
havior. Good  results  were  obtained  in  8 
children  (16  per  cent)  and  fair  results  in  20 
(41  per  cent).  The  results  in  7 patients 
(14  per  cent)  were  rated  as  poor,  indicating 
that  for  this  group  the  drug  had  no  value  as 
a tranquilizer.  One  child  in  the  drug  group 
not  included  in  the  evaluation  experienced  a 
mild  skin  rash  on  the  second  day  of  treatment 
and  was  eliminated  from  the  study.  No 
other  side-effects  were  evident.  Children  in 

Ethe  control  group,  who  did  not  receive  the 
drug,  showed  no  observable  or  measurable 
change  in  either  direction. 

Further  analysis  of  the  results  indicated 
that,  in  general,  the  younger-age  groups 
showed  the  greatest  improvement  with  hy- 
droxyzine hydrochloride.  In  addition,  the 


younger  children  received  the  higher  dosages 
of  the  drug.  The  importance  of  carefully 
individualizing  the  dosages  of  hydroxyzine 
hydrochloride  in  accordance  with  the  needs 
and  responses  of  the  mental  retardate  was 
clearly  demonstrated. 

Summary 

Current  concepts  of  the  management  of 
mentally  retarded  children  emphasize  the 
need  for  multidisciplinary  teamwork  in 
diagnosis  and  treatment;  home  care  of  the 
patient  where  at  all  feasible;  and  therapies, 
including  medication,  which  will  help  the 
patient  reach  the  greatest  degree  of  develop- 
ment and  independence  possible. 

Since  behavioral  disturbances  frequently 
interfere  with  the  diagnosis  and  treatment 
of  retardates,  tranquilizers  may  be  used  to 
control  or  reduce  hyperactivity,  irritability, 
and  so  on,  in  the  patient.  Hydroxyzine 
hydrochloride  was  clinically  tested  with 
50  mentally  retarded  children  whose  over- 
activity had  not  been  helped  by  other 
ataraxics  and  resulted  in  excellent  to  fair 
control  in  42  of  the  49  children  (86  per  cent) 
to  whom  the  drug  was  administered.  Con- 
trol patients,  who  were  not  given  the  drug, 
demonstrated  no  improvement.  No  side- 
effects  other  than  a mild  skin  rash  in  a 
single  patient  were  observed.  Younger 
retardates  on  higher  hydroxyzine  hydro- 
chloride dosages  benefited  most.  There- 
fore, the  use  of  hydroxyzine  as  a tranquilizer 
for  the  management  of  behavior  disturbances 
in  mentally  retarded  children  is  warranted. 

Fifth  Avenue  at  106th  Street, 
New  York  29 
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Roswell  Park  Memorial  Institute 


\N  omen  with  cancer  of  the  uterine  body 
have  personal  characteristics,  symptoms, 
signs,  and  associated  pathologic  conditions 
that  set  them  apart  from  the  general 
population.  These  attributes  are  reviewed 
here.  A series  of  100  consecutive  patients 
with  primary  cancer  was  seen  at  Roswell 
Park  Memorial  Institute  in  the  thirty- 
nine-month  period  from  September,  1958, 
to  December,  1961.  This  institution  offers 
free  service  and  care  to  any  patient  with 
cancer  or  suspicion  of  cancer  who  is  a 
resident  of  New  York  State  and  is  refer- 
red by  a physician. 

After  being  screened  in  the  clinic,  all  of 
the  patients  in  the  study  were  admitted  to 
the  hospital  and  worked  up  in  a standard 
fashion,  including  examination  under  an- 
esthesia, dilatation,  and  fractional  curettage. 

Characteristics  of  the  patients 

International  classification.  Ac- 
cording to  the  International  Classification, 
most  of  the  patients  were  found  to  be  in  a 
favorable  category.  There  were  79  Stage 


Number 

of 

Patients 

10 


‘‘O  45  50  55  60  65  70  75  80  85  90 
Age  in  Years 

FIGURE  1.  Age  distribution  in  five-year 

increments. 

I,  Group  1 cases  (tumor  apparently  con- 
fined to  the  uterus,  and  the  general  condition 
of  the  patient  allows  hysterectomy);  10 
Stage  I,  Group  2 cases  (tumor  confined  to 
the  uterus,  but  poor  general  condition 
precludes  hysterectomy);  and  11  Stage  II 
cases  (tumor  extends  beyond  the  uterus). 

Age.  Cancer  of  the  uterine  body  is  a 
disease  of  middle  and  late  life.  In  our 
series,  although  the  ages  ranged  from  thirty- 
five  to  eighty-nine,  the  average  was  sixty- 
five  and  the  median  sixty-six;  94  per  cent 
of  the  women  were  fifty  or  older  (Fig.  1). 

Menopause.  By  our  definition  of  the 
menopause,  that  is,  a one-year  period  of 
amenorrhea  after  the  last  regular  menstrual 
period,  87  of  the  patients  were  postmeno- 
pausal, 5 were  in  the  menopause,  and  8 
were  premenopausal.  The  average  age  at 
the  last  menstrual  period  was  48.3  years  and 
the  median  was  49  years  (Fig.  2.)  This  is 
comparable  to  a contemporary  series  of  100 
postmenopausal  patients  with  cancer  of  the 
cervix  who  had  an  average  age  at  the  last 
menstrual  period  of  46.3  years  and  a median 
age  of  48  years,  which  is  not  significantly 
different. 

Troublesome  menopausal  bleeding  was 
recorded  in  27  per  cent  (25  of  91)  of  our 
patients.  Randall1  2 has  suggested  that  13 
per  cent  of  the  general  female  population 
suffer  in  this  way.  Troublesome  meno- 
pausal bleeding  would  appear  to  be  doubled 
in  frequency  in  patients  with  cancer  of  the 
uterine  body.  However,  little  significance 
can  be  attached  to  this  finding,  for  this  is 
a poorly-defined  symptom,  and  we  lack 
controls  in  our  clinical  material. 

Parity.  Only  4 of  our  patients  were 
single  and  25  were  nulliparous.  Those 
who  were  parous  averaged  2.3  children, 
with  a range  up  to  12  children. 
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FIGURE  2.  Age  at  menopause  in  87  patients,  in 
five-year  increments. 
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FIGURE  3.  Percentage  of  patients  with  various 
diagnoses  who  were  obese  or  thin. 


Weight.  Obesity  is  defined  as  10  per 
cent  or  more  of  the  average  weight  taken 
from  height-weight  tables  (Spector).  By 
this  criterion,  59  were  obese,  34  were  of 
normal  weight,  and  7 were  underweight 
according  to  the  height-weight  tables.  Our 
patients’  weights  ranged  from  92  to  340 
pounds  (Fig.  3.). 

Bleeding.  Bleeding  was  the  presenting 
symptom  in  95  patients,  including  85  post- 
menopausal patients.  One  each  on  admis- 
sion had  anemia,  a foul  discharge,  weight 
loss,  a watery  discharge,  and  a fibroid  uterus. 
An  additional  patient  had  a positive  vaginal 
smear  but  no  symptoms. 

Diabetes  and  heart  disease.  Frank 
diabetes  was  present  in  7 patients  (7  per 
cent)  in  this  series,  which  is  higher  than  the 
2 per  cent  in  the  general  population  but  not 
remarkably  more  than  expected  in  this 
aging,  obese  group.  An  oral  glucose  tol- 
erance test  in  patients  showed  a diminished 
tolerance  in  16  (elevated  fasting  level, 
higher  prolonged  rise  with  the  curve  40 
per  cent  above  the  fasting  level  at  two  hours3) . 

Among  these  100  women,  49  had  heart 


a study  was  made  of  100  consecutive  patients 
with  primary  cancer  of  the  uterine  body;  79 
were  Stage  I,  Group  1 cases.  The  patients 
were  often  postmenopausal,  in  their  sixties  or 
seventies,  and  obese.  They  frequently  had 
heart  disease.  They  were  married  and  had 
children  at  about  the  same  frequency  as  the 
general  population.  The  presenting  symptom 
was  usually  bleeding. 


disease,  including  5 with  infarcts  and  3 with 
fibrillation. 

Cytologic  diagnosis  and  biopsies.  All 
gynecologic  patients  coming  to  Roswell 
Park  Memorial  Institute  have  a vaginal 
smear  interpreted  by  Ruth  Graham’s  lab- 
oratory. The  only  information  attached  to 
the  smear  is  the  patient’s  name  and  assigned 
hospital  number.  These  smears  are  obtained 
with  a pipette,  aspirating  the  secretions 
from  the  posterior  vaginal  fornis.  First 
smears  in  these  100  patients  were  reported 
as  frankly  positive  in  63,  doubtful  in  21, 
and  negative  in  16.  Repeat  smears  on  the 
21  doubtful  cases  were  reported  as  positive 
in  13,  doubtful  in  7,  and  negative  in  1. 
Assuming  that  any  clinician  receiving  two 
doubtful  smears  on  any  patient  would 
undertake  other  diagnostic  procedures  such 
as  endometrial  and  cervical  biopsies  and 
fractional  curettage,  we  can  attribute  an 
accuracy  rate  of  83  per  cent  to  the  cytologic 
diagnosis  of  adenocarcinoma  of  the  body  of 
the  uterus. 

Interestingly  enough,  our  accuracy  with 
endometrial  biopsies  was  not  as  good  as 
with  cytologic  methods.  There  were  re- 
ports of  only  37  endometrial  biopsies  in  the 
records.  Of  these,  22  had  a positive 
diagnosis,  4 were  questionable,  and  11  were 
negative.  This  gives  an  accuracy  rate  of 
70  per  cent.  This  figure  probably  is  high 
because  there  was  no  record  of  how  many 
biopsies  were  attempted  and  either  were 
unsuccessful  or  from  which  no  tissue  was 
obtained. 

Conclusions 

Cancer  of  the  uterine  body  as  seen  in  a 
State  cancer  hospital  is  usually  recognized 
at  a favorable  stage  as  shown  by  our  79 
Stage  I,  Group  1 cases.  It  is  found  in  a 
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postmenopausal  woman,  usually  in  her  sixties 
or  seventies,  who  is  obese  and  frequently 
has  heart  disease.  Her  presenting  symptom 
is  bleeding. 

Our  patients  were  married  and  had 
children  at  about  the  same  frequency  as  the 
general  population.  Corscaden4  reported  a 
higher  incidence  of  spinsters  and  nulliparity 
in  his  series.  Way,3  in  Newcastle,  Eng- 
land, found  a much  higher  incidence  of 
diabetes  (28  per  cent)  and  diminished  glucose 
tolerance  (44  per  cent).  We  can  only 
conclude  that  patients  in  Newcastle  and 
Buffalo  are  different. 

The  83  per  cent  accuracy  rate  for  cytologic 
examination  is  not  necessarily  applicable  to 
all  laboratories,  for  most  reports  in  the 


Tips  on  tanning 

The  American  Medical  Association  is  certain 
that  at  least  ten  million  people  will  succeed  in 
roasting  to  a turn  on  the  first  long,  hot  week- 
end at  the  beach  or  pool,  or  even  in  the  back- 
yard. The  A.M.A.  reminds  sun  worshippers 
that  the  physical  benefits  of  tanning  are  at  best 
dubious,  and  that  continued  exposure  to  sun 
weathers  and  ages  the  skin. 

But  since  such  warnings  are  not  likely  to  deter 
those  who  regard  a tan  as  a status  symbol  (or 
those  who  don’t  feel  their  pasty  complexions 
are  attractive),  the  A.M.A.  offers  tips  on  how 


literature  are  lower  than  this.  It  does 
indicate  that  the  achievement  in  cytologic 
detection  can  be  as  good  as  that  for  cancer 
of  the  cervix.  Endometrial  biopsy  is  also 
a useful  procedure;  72  per  cent  of  those  in 
whom  a specimen  was  obtained  showed 
cancer  or  suspicion  of  cancer. 
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to  tan  without  too  much  burning. 

Gradual  exposure  to  the  sun  is  the  best  way — 
fifteen  minutes  exposure  the  first  day,  and  a few 
minutes  more  each  day.  Burning  is  more  likely 
to  occur  at  mid-day,  when  the  sun  is  directly 
overhead. 

Continued  tanning  brings  gradual  changes  in 
the  blood  vessels  of  the  exposed  surfaces.  The 
connective  tissue  of  the  skin  degenerates,  caus- 
ing wrinkles  and  a coarsening  of  texture. 
Freckle-like  dark  spots  appear  on  the  skin,  and 
these  can  sometimes  be  the  start  of  skin  cancer. 

The  only  really  beneficial  effect  of  sunlight  on 
the  skin  is  formation  of  vitamin  D,  but  the 
American  diet  already  provides  an  adequate 
supply  of  this  vitamin. 
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the  increase  in  chronic  bronchitis,  emphy- 
semai,  and  cancer  of  the  lung  may  be  related 
to  interference  with  ciliary  stream  activity, 
the  primary  defense  mechanism  of  the  lung. 
Air  pollution  from  any  source,  particularly 
from  cigaret  smoke,  causes  a slowing  or 
stoppage  of  the  ciliary  stream. 


A Facet  of  Chronic 
Respiratory  Disease 


JAMES  M.  BLAKE,  M.D. 
Schenectady,  New  York 

Medical  Director,  Glenridge  Hospital 


Those  of  us  who  have  been  interested 
primarily  in  chronic  pulmonary  diseases 
have  devoted  the  greater  part  of  our  time 
and  effort  in  the  past  to  the  control  and 
treatment  of  tuberculosis,  giving  a very 
limited  amount  of  attention  to  other  chronic 
pulmonary  diseases.  During  the  past  ten 
years,  however,  we  have  been  devoting  a 
lesser  amount  of  time  to  tuberculosis  and  an 
increasing  amount  of  time  to  the  other 
chronic  respiratory  diseases.  This,  of  course, 
is  due  primarily  to  the  control  and  treat- 
ment of  tuberculosis  with  specific  drugs 
which  have  reduced  the  time  necessary  for 
the  treatment  of  this  disease,  allowing  the 
patient  not  only  to  recover  from  his  illness 
more  rapidly  but  also  to  return  to  normal 
activity  and  gainful  employment.  Even 
more  important,  this  has  resulted  in  reducing 
the  incidence  of  the  disease. 

During  this  same  period  of  time,  while 
there  has  been  a decrease  in  the  incidence 
of  tuberculosis,  there  has  been  an  evident 
increase  in  other  chronic  pulmonary  diseases, 
particularly  cancer  of  the  bronchus,  chronic 
bronchitis,  and  emphysema,  as  exemplified 
by  the  data  in  Tables  I and  II. 

Why  have  we  seen  such  a rapid  increase 

Adrian  Ehler  Memorial  Lecture,  presented  at  Albany 
Medical  College,  Albany,  New  York,  May  2,  1963. 


TABLE  I.  Chest  disease  service  admission  data, 
Glenridge  Hospital,  1952  and  1962 


Number  of  Patients 


1952 

1962 

Total  admissions 

140 

651 

Patients  treated 

239 

755 

Discharges 

Patients  with  tuber- 

culosis* 

126 

81 

N ontuberculous 

patients* 

598 

Outpatient  examinations 

3,065 

5,580 

* In  1952  the  average  stay  for  patients  with  tuberculosis 
was  358  days,  and  it  1962  it  was  185  days.  The  average  stay 
of  nontuberculous  patients  in  1962  was  30  days. 


TABLE  II.  Number  of  patients  with  various  chest 
diseases  among  585  patients  admitted  to  the  chest 
service  of  Glenridge  Hospital  in  1956  and  1962 


Number  of 
Patients 


Disease 

1956 

1962 

Emphysema 

16 

70 

Chronic  bronchitis 

12 

157 

Cancer  of  bronchus 

16 

93 

Cardiovascular  disease 

8 

66 

Serous  pleurisy 

7 

7 

Metastatic  pleural  effusion 

20 

Bronchopneumonia 

6 

48 

Other  primary  tumor 

27 

Miscellaneous  diagnoses 

37 

97 

in  the  incidence  of  cancer  of  the  bronchus? 
In  the  United  States  in  1935  there  were 
some  4,000  deaths  from  cancer  of  the  lung. 
By  1945  this  figure  had  risen  to  11,000  and 
in  1960  to  36,000.  It  is  estimated  that 
there  will  be  ever  42,000  deaths  from  lung 
cancer  during  the  current  year.  This  is 
a further  increase  of  almost  17  per  cent 
during  the  past  three  years. 

In  the  treatment  of  cancer  of  the  bron- 
chus, as  in  cancer  elsewhere  in  the  body,  we 
try  to  remove  it  surgically  or  utilize  various 
other  methods  of  treatment  available  to  us, 
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none  of  which  is  really  satisfactory.  Again 
I ask,  why  have  we  had  such  an  increase  of 
cancer  in  this  anatomic  location? 

Why  have  we  also  seen  such  an  increase 
in  the  incidence  of  chronic  bronchitis  and 
emphysema  and  changes  in  their  clinical 
characteristics?  Here,  again,  we  have  avail- 
able certain  therapeutic  agents  which  aid  in 
the  symptomatic  care  of  the  patient.  We 
are  able  to  help  him  lead  a more  comfortable 
life  and  in  the  majority  of  instances  to 
carry  on  a fairly  active  physical  regimen 
and  work  at  gainful  employment.  Never- 
theless, we  now  find  ourselves  with  a new 
major  medical  problem  which  in  the  past 
has  been  considered  a “do-nothing-about-it” 
disease. 

While  we  have  developed  certain  thera- 
peutic aids  to  help  us  in  the  management  of 
these  diseases,  we  really  have  not  done  very 
much  toward  true  prevention  or  cure,  simply 
because  as  yet  we  do  not  know  too  much 
about  the  true  cause  and  effect  in  these  con- 
ditions. We  must  not  overlook  the  fact, 
however,  that  efforts  to  control  a disease 
have  never  waited  until  all  the  cause-and- 
effect  phenomena  were  determined. 

Defensive  mechanism  of  the  lung 

The  lungs  are  the  portal  of  entry  of  the 
majority  of  known  infectious  diseases  and 
undoubtedly  the  portal  of  entry  of  some 
other  diseases  known  to  us,  although  the 
pathogenic  mechanisms  remain  obscure. 
The  defense  mechanism  of  the  lung  would 
therefore  seem  to  be  a most  important  facet 
in  pulmonary  diseases— a facet  to  consider 
in  chronic  pulmonary  disease. 

The  defense  mechanism  of  the  lung  begins 
with  the  nose  and  upper  respiratory  tract 
and  extends  to  the  terminal  bronchioles. 
Normally,  we  breathe  through  our  nose, 
and  the  air  we  take  into  our  lungs  first 
passes  through  the  rather  narrow  passages 
of  the  nose  in  a relatively  thin  layer,  main- 
taining close  contact  with  the  moist  mucous 
membrane  lining  the  upper  respiratory  pas- 
sages. This  area  is  said  to  be  the  prepara- 
tion chamber  of  atmospheric  air  for  passage 
on  into  the  lungs,  and  this  preparation  is 
extremely  rapid.  Actually,  by  the  time  a 
breath  of  air  passes  through  to  the  larynx, 
it  is  not  only  fully  saturated  with  moisture 
but  also  is  at  body  temperature  regardless 
of  the  atmospheric  temperature. 


Respiratory  epithelium.  The  epithe- 
lium of  the  respiratory  tract  is  primarily  a 
pseudostratified,  columnar,  ciliated  epithe- 
lium. The  surface  of  this  epithelium  if 
covered  with  cilia  and  with  a thin  layer  os 
mucinous  secretions.  These  two  factors  of 
cilia  and  mucous  layer  are  frequently  referred 
to  as  the  ciliary  stream  of  the  bronchial 
tree. 

Ciliary  stream.  How  much  do  we 
really  know  about  the  ciliary  stream?  How 
much  attention  do  we  normally  give  to  it, 
and  how  important  is  it?  Are  we  possibly 
overlooking,  at  least  in  part,  an  important 
facet  in  chronic  pulmonary  disease? 

It  is  my  impression  that  in  the  average 
medical  school  the  student  is  told  briefly 
about  the  “wheat  field  action  of  the  cilia” 
in  his  first  year  of  medical  histology,  but 
seldom,  if  ever,  is  it  considered  or  referred 
to  thereafter  throughout  his  entire  career 
in  medical  school. 

I would  like  to  review  briefly  the  activity 
of  this  ciliary  stream.  It  begins  in  the 
respiratory  bronchioles  and  flows  constantly 
along,  regardless  of  body  position,  twenty- 
four  hours  a day,  moving  toward  the  larynx 
and  esophageal  opening.  The  cilia  and  the 
mucous  stream  have  been  demonstrated  by 
numerous  investigators  to  be  constantly 
moving  in  a well-coordinated  and  efficient 
manner,  indicating  what  seems  to  be  a very 
purposeful  action. 

The  intensity  of  purpose  of  the  ciliary 
action  is  well  demonstrated  by  those  ex- 
periments which  have  shown  that  even  when 
portions  of  the  respiratory  epithelium  are 
removed,  the  cilia  continue  to  beat.  Even 
the  cilia  of  a single  cell  or  a single  cilium 
by  itself  continue  with  apparent  specific 
action.  Surely  the  intensity  and  the  stub- 
bornness of  such  activity  must  have  truly 
great  significance. 

This  ciliary  stream,  moving  forever  on- 
ward, following  the  bronchial  tree,  may  be 
likened  to  the  tributaries  of  a great  river 
cleansing  the  countryside  as  it  flows.  It 
moves  into  a progressively  narrowing  stream 
bed,  flowing  from  the  many  division  bron- 
chioles and  bronchi  on  into  the  trachea. 
Experiments  have  also  shown  that  the 
stream  divides  at  the  bronchial  openings, 
flowing  around  them.  This  also  occurs  at 
any  other  obstructions  that  it  might  en- 
counter. In  addition  to  the  separating 
and  flowing  around,  there  is  a slowing  of 
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the  stream,  and  a so-called  eddy  is  set  up 
in  these  areas  of  obstruction.  As  the 
stream  collects  in  the  major  bronchi  and  the 
trachea,  it  then  flows  on  without  obstruction 
to  the  posterior  portion  of  the  larynx  and 
the  esophageal  opening. 

Protection  against  foreign  materials. 
The  ciliary  activity  and  the  mucous  flow 
in  the  upper  respiratory  tract  is  downward 
and  backward,  again  leading  into  the 
esophageal  opening.  The  nose  and  the 
pharynx  are  to  a great  extent  a very  efficient 
filter  for  the  air  we  breathe.  A large  por- 
tion of  the  foreign  material  in  the  air  we 
breathe  is  trapped  in  this  area.  Even 
though  much  inhaled  material  normally 
is  trapped  in  the  upper  respiratory  tract, 
some  does  get  through  to  the  lower  respira- 
tory tract,  and  essentially  all  gets  through 
when  we  inhale  through  the  open  mouth. 

Whether  or  not  a material  gets  through 
the  upper  respiratory  defense  depends  on 
the  size  of  the  particle,  its  diffusion  charac- 
teristics, and  perhaps  its  viscosity. 

Phagocytosis.  Phagocytosis,  the  engulf- 
ing and  elimination  of  material  by  cells, 
is  a process  well  known  to  everyone.  Most 
pathologists  over  the  years  have  maintained 
that  all  elimination  in  the  lung  is  carried  out 
by  phagocytes,  which  enter  the  air  spaces  to 
pick  up  foreign  material  and  then  return  to 
the  interstitial  tissues  and  proceed  on 
through  the  lymphatics  to  the  corresponding 
lymph  nodes.  Exceptions  have  been  taken 
to  this  theory  by  a number  of  investigators 
in  recent  years,  and  some  excellent  work  has 
been  done  more  recently  on  the  origin  and 
the  destination  of  the  phagocytes. 

Phagocytic  action  is  not  always  constant, 
however,  and  it  may  be  absent  under  certain 
conditions.  Joyner  and  Calhoun,1  for  ex- 
ample, has  demonstrated  that  a number  of 
different  substances,  including  silica  and  coal 
dust,  can  effectively  stop  the  action  of 
phagocytes  on  tubercle  bacilli. 

Materials  affecting  ciliary  action. 
Dalhamn2  and  Krueger  and  Smith3-4  have 
demonstrated  that  there  are  a number  of 
materials,  sulfur  dioxide,  for  example,  known 
to  have  a slowing  or  deleterious  effect  on 
the  ciliary  action  of  the  bronchi.  Hilding5 
and  others  have  shown  clearly  that  cigaret 
smoke  is  a most  potent  deterrent  to  ciliary 
action.  Not  only  does  it  slow  ciliary  action 
and  mucous  flow  but  will,  in  fact,  completely 
stop  ciliary  activity. 


Sources  of  air  pollution 

Air  pollution  has  become  an  important 
subject  in  environmental  medicine  and,  in 
reality,  has  established  itself  as  a significant 
public  health  problem.  There  are  a number 
of  known  sources  of  air  pollution,  all  of 
which  vary  somewhat  in  their  intensity  and 
in  their  danger  to  the  health  of  the  indi- 
vidual. Cigaret  smoke,  however,  is  un- 
doubtedly the  most  intense  source  of  air 
pollution  and  the  most  dangerous,  according 
to  our  current  knowledge.  In  addition  to 
its  intensity,  cigaret  smoke  is  taken  di- 
rectly into  the  lungs  in  full  concentration, 
thus  bypassing  the  normal  filtering  action 
of  the  upper  respiratory  passages. 

Relation  of  cigaret  smoke  to  chronic 
pulmonary  disease.  What  relation,  if 
any,  do  cigaret  smoke  and  other  air  pollu- 
tants have  to  ciliary  stream  defense  action 
and  thus  to  chronic  pulmonary  diseases  such 
as  bronchitis,  emphysema,  and  cancer  of 
the  bronchus? 

One  needs  only  to  observe  his  own  smoking 
habits  or  the  smoking  habits  of  others  to 
realize  that  all  the  smoke  in  a cigaret  is  not 
returned  to  the  atmosphere.  A substantial 
amount  of  it  is  retained  in  the  lungs,  and 
only  a small  proportion  actually  is  returned 
with  expiration. 

If  this  is  true  of  cigaret  smoke,  then  it 
must  also  be  true  in  varying  degrees  of 
the  air  pollutants  from  other  sources, 
whether  or  not  we  can  see  them  in  the  air. 
Thus,  under  certain  conditions  the  total 
inspired  air  is  filled  with  smoke  or  other 
noxious  fumes,  and  these  pollutants  actually 
are  inhaled  as  far  as  the  inspired  air  goes, 
that  is,  to  the  bronchioles  and  alveoli. 

The  deposition  of  carcinogenic  com- 
pounds. Tar  in  cigaret  smoke  is  considered 
carcinogenic,  and  it  has  been  estimated  that 
up  to  50  per  cent  of  this  tar  is  deposited  in 
the  bronchi  when  the  smoke  is  retained  in 
the  lungs  for  two  to  three  seconds.  Nicotine 
is  dissolved  and  absorbed,  but  what  becomes 
of  all  the  other  compounds  has  not  been 
definitely  determined.  The  same  is  pre- 
sumably true  of  the  compounds  inhaled 
from  other  forms  of  air  pollution. 

The  deposition  of  tar  and  other  compounds 
in  the  slowed  or  static  mucous  stream  is 
undoubtedly  greatest  at  the  points  of  ob- 
struction such  as  the  bronchial  openings  or 
the  islands  of  metaplasia.  The  distribu- 
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tion  of  squamous  cell  carcinoma  of  the 
bronchus  therefore  suggests  that  the  re- 
peated deposition  of  a carcinogenic  substance 
from  any  source  might  well  be  associated 
with  alterations  in  the  flow  of  the  ciliary 
stream. 

Chronic  bronchitis  and  emphysema 

Chronic  bronchitis  and  emphysema  are, 
in  reality,  two  distinct  entities,  but  they 
are  so  closely  related  and  occur  so  fre- 
quently together  that  we  usually  consider 
them  in  conjunction.  It  is  thought  by 
some  observers  that  emphysema  is  pri- 
marily the  result  of  a previously  existing 
chronic  bronchitis.  Many  more  laboratory 
and  clinical  studies  need  to  be  done  before 
we  can  be  certain  about  the  exact  relation- 
ship of  these  conditions  and,  more  important, 
about  the  actual  causative  factors.  Neither 
chronic  bronchitis  nor  emphysema  is  a 
new  disease,  but  in  recent  years  there  has 
been  an  increasing  incidence  of  both,  as 
well  as  certain  changes  in  their  clinical 
manifestations. 

To  recapitulate  briefly:  In  chronic  bron- 
chitis there  is  an  increase  in  the  thickness  of 
the  bronchial  wall,  due  primarily  to  an 
increase  in  the  number  of  mucous  glands, 
and  there  is  also  an  increase  in  the  secretory 
activity  of  these  glands.  In  pure  em- 
physema these  changes  do  not  take  place, 
and  the  bronchial  anatomy  remains  fairly 
normal.  However,  there  is  a thinning-out 
of  the  alveolar  membrane  and  lining  of  the 
air  cells,  with  subsequent  rupture  of  air 
spaces,  one  into  another. 

With  air  pollution  from  any  source,  par- 
ticularly from  cigaret  smoke,  causing  a 


slowing  or  stoppage  of  the  ciliary  stream, 
could  not  this  result  in  increased  secretory 
activity  of  the  mucous  glands  of  the  bronchi 
in  an  attempt  by  the  body  to  maintain  the 
stream  defense  of  the  lung?  Further,  the 
associated  drying  effect  of  the  air  pollutant 
on  the  delayed  mucous  stream  could  result 
in  the  thick,  tenacious  obstructing  secre- 
tions so  common  in  chronic  bronchitis,  and 
those  “unknown  compounds,”  many  prob- 
ably in  gaseous  state,  that  reach  the  very 
depths  of  the  bronchial  tree  could  have  a 
destructive  effect  on  the  lining  of  the  air 
cells. 

Why  have  the  clinical  manifestations  of 
chronic  bronchitis  changed?  Why  are  we 
seeing  so  much  disabling  emphysema? 
Why  has  there  been  such  an  increase  in 
the  incidence  of  cancer  of  the  lung? 

I cannot  keep  from  wondering  how  much 
effect  this  single  facet  of  interference  with 
ciliary  stream  activity,  the  primary  de- 
fense mechanism  of  the  lung,  may  have  on 
the  increasing  occurrence  of  chronic  pul- 
monary disease. 
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A modification  of  a standard  five-inch 
tissue  forceps  (Fig.  1A)  is  presented  to  dem- 
onstrate the  increased  versatility  that  can  be 
obtained  by  a change  in  design.  The  tissue 
forceps  is  specifically  designed  to  hold  the 
soft  tissue  of  the  body  in  an  appropriate 
grasp.  It  is  occasionally  improperly  used  to 
grasp  a needle  that  has  been  passed  through 

Modified  forceps  are  available  from  Robbins  Instrument 
Co.,  Chatham,  New  Jersey. 


the  tissue  when  suturing.  The  tissue  forceps 
is  not  designed  for  this  function  and  there- 
fore does  not  offer  adequate  purchase  on  the 
needle.  In  order  that  this  deficiency  in 
function  may  be  overcome,  a traction  surface 
is  added  to  the  forceps  (Fig.  IB)  specifically 
to  hold  the  needle  and  withdraw  it  from  the 
tissue  in  its  natural  arc. 

When  the  instrument  is  closed,  the  distal 
2.5  cm.  meet  in  a carefully  balanced  closure. 
Their  opposing  surfaces  are  deeply  serrated 
to  afford  adequate  traction  when  applied  to 
the  needle.  This  change  in  design  does  not 
prevent  the  complete  approximation  of  the 
instrument’s  teeth,  and,  therefore,  does  not 
interfere  with  its  prime  function.  The  posi- 
tion of  the  forceps  need  not  be  changed  when 
using  the  newly  added  surfaces.  A brief 
experience  with  the  instrument  will  demon- 
strate the  decrease  in  motion  obtained  during 
suturing. 

Summary 

A modified  five-inch  tissue  forceps  is  pre- 
sented that  accommodates  the  original  func- 
tion and  that  of  needle  retrieval. 
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Joint  Pain  and  Oliguria 


Case  history 

Lawrence  R.  Tartow,  M.D.:  A sev- 

enty-three-year-old woman  was  admitted  to 
Knickerbocker  Hospital  on  August  7,  1963, 
because  of  joint  pain.  She  had  had  an 
episode  of  acute  polyarthritis  in  childhood 
with  complete  recovery  and  no  sequelae. 
She  had  had  one  normal  full-term  pregnancy. 
A hysterectomy  was  performed  because  of 
“fibroids”  about  forty  years  before  this  ad- 
mission. In  June,  1960,  she  was  seen  in  our 
outpatient  department  complaining  of  pal- 
pitations. The  blood  pressure  at  that  time 
was  190/100.  A complete  blood  count, 
urinalysis,  blood  nonprotein  nitrogen,  and  an 
electrocardiogram  showed  findings  within 
normal  limits.  She  was  treated  with  small 
doses  of  phenobarbital  with  symptomatic 
improvement.  Her  last  visit  to  the  clinic 
was  in  August,  1960,  at  which  time  her  blood 
pressure  was  140/70. 

She  felt  well  until  eight  months  before 
admission  when  she  began  to  have  migratory 
joint  pains  involving  the  ankles,  toes,  knees, 
fingers,  wrists,  elbows,  and  shoulders.  These 
pains  were  not  associated  with  swelling  or 
redness  of  the  joints  and  varied  in  intensity 
and  duration.  She  consulted  several  physi- 
cians and  was  given  diverse  medications,  none 
of  which  permanently  relieved  her  symptoms. 
She  had  a transient  rash  during  this  period 
which  she  associated  with  one  of  the  drugs 
she  had  taken,  although  she  knew  of  no 
specific  drug  allergy.  Three  months  before 
admission  she  began  to  complain  of  anorexia 
and  nausea  without  vomiting  or  weight  loss. 
At  about  the  same  time  she  noticed  dyspnea 
on  effort  which  was  relieved  by  some  pills 
she  was  given.  Three  days  before  admis- 


sion she  developed  severe  pain  in  the  right 
shoulder,  as  well  as  edema  of  the  feet, 
which  persisted  until  she  entered  the  hospital. 

Her  mother  had  died  of  jaundice  at  age 
thirty-eight,  and  her  father  had  died  of  a 
respiratory  disease  at  age  seventy-eight. 
One  sister  had  died  of  heart  disease  at  age 
seventy.  Her  only  son  was  alive  and  well. 

Physical  examination  revealed  a somewhat 
obese  woman  in  moderate  distress  from 
shoulder  pain.  The  temperature  was  98.6 
F.,  pulse  72  and  irregular,  respirations  18, 
and  blood  pressure  140/70.  The  mucous 
membranes  were  pale.  The  neck  veins  were 
flat,  and  the  lungs  were  clear  to  percussion 
and  auscultation.  The  heart  rhythm  was 
irregular;  no  murmurs  were  heard.  No 
organs  or  masses  were  palpable  in  the 
abdomen.  Rectal  examination  produced 
negative  findings.  On  pelvic  examination  a 
smooth  cervical  stump  was  felt.  There  was 
limitation  of  motion  and  pain  on  active  and 
passive  mobilization  of  the  right  shoulder, 
with  marked  tenderness  on  palpation  of  the 
joint.  One  plus  edema  of  the  left  ankle  was 
noted.  The  other  joints  were  free  of  pain 
and  swelling.  The  terminal  phalangeal 
joints  of  the  hands  were  deformed.  There 
was  an  area  of  ecchymosis  in  the  right  pre- 
tibial  region. 

Urinalysis  on  admission  revealed  a spe- 
cific gravity  of  1.010,  2 plus  albumin,  15  to 
20  red  blood  cells,  14  to  17  white  blood  cells, 
and  a few  coarse  granular  casts  per  high- 
power  field.  The  hemoglobin  was  9.7  Gm 
per  100  ml.,  with  a red  cell  count  of  3,700,000 
and  a hematocrit  of  32.  The  white  blood 
count  was  9,500  with  78  per  cent  neutrophils, 
20  per  cent  lymphocytes,  and  2 per  cent 
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monocytes.  The  reticulocyte  count  was  1 
per  cent.  The  sedimentation  rate  was  92 
mm.  per  hour.  A VDRL  test  result  was 
negative.  The  blood  sugar  was  110  mg.  per 
100  ml.,  urea  nitrogen  29  mg.,  uric  acid  3.6 
mg.,  and  creatinine  2.8  mg.  The  total 
protein  was  5.1  Gm.  per  100  ml.  with  3.1  Gm. 
of  albumin.  A lupus  erythematosus  prep- 
aration, a latex  fixation  test,  a Hyland 
rheumatoid  arthritis  test,  and  a test  for  C- 
reactive  protein  showed  negative  findings. 
The  antistreptolysin-0  titer  was  12  Todd 
units. 

An  electrocardiogram  showed  auricular 
fibrillation  with  a ventricular  response  of  60. 
A chest  x-ray  film  revealed  mild  generalized 
cardiac  enlargement  and  moderate  uncoiling 
of  the  aorta.  The  pulmonary  markings  were 
somewhat  prominent.  X-ray  examination 
of  the  hands  showed  osteoarthritic  changes, 
and  films  of  the  feet  revealed  bilateral  hallux 
valgus.  Films  of  both  ankles  and  the  right 
shoulder  demonstrated  no  abnormalities. 

The  venous  pressure  was  120  mm.  of 
saline  and  the  arm-to-tongue  circulation  time 
with  dehydrocholic  acid  (Decholin)  was 
fifteen  seconds.  A Rumpel-Leede  test  was 
described  as  giving  weakly  positive  results. 
The  patient  was  given  phenylbutazone 
(Butazolidin),  nitrofurantoin  (Furadantin), 
and  digoxin  0.25  mg.  a day.  There  was 
gradual  improvement  in  the  right  shoulder 
pain,  but  on  the  third  day  the  tempera- 
ture rose  to  101  F.  without  chills,  and  the 
patient  complained  of  pain  in  the  left 
shoulder.  Limitation  of  motion  and  tender- 
ness were  elicited  in  this  joint.  The  patient 
remained  afebrile,  and  the  joint  pain  sub- 
sided during  the  next  few  days.  Phenyl- 
butazone was  discontinued  after  six  days. 

On  the  fifth  hospital  day  the  patient  began 
to  complain  of  nausea,  anorexia,  and  gen- 
eralized weakness.  She  was  afebrile  but 
appeared  lethargic.  There  were  no  new 
physical  findings  except  for  a few  moist 
basal  rales.  A white  blood  count  revealed  a 
leukocytosis  of  13,800  with  85  per  cent 
neutrophils,  12  per  cent  lymphocytes,  and 
3 per  cent  eosinophils.  Urinalysis  was  essen- 
tially unchanged.  Urea  nitrogen  was  51  mg. 
per  100  ml.  and  creatinine  3.1  mg.  An  initial 
urine  culture  had  grown  out  Aerobacter 
aerogenes,  Bacillus  proteus,  and  hemolytic 
staphylococci.  Nitrofurantoin  was  discon- 
tinued, and  sulfisoxazole  (Gantrisin)  was 
started.  She  continued  to  feel  weak  and 


complained  frequently  of  generalized  pain 
and  discomfort  and  transient  paresthesias 
which  she  was  unable  to  describe  clearly. 
On  the  eighth  day  she  stated  that  she  was 
passing  very  little  urine.  The  urea  nitrogen 
had  risen  to  70  mg.  per  100  ml.  and  the 
creatinine  to  4.9  mg.  The  serum  chlorides 
were  78.6  mEq.,  sodium  115  mEq.,  and 
potassium  5.9  mEq.  per  liter;  carbon  dioxide 
was  21  millimols  per  liter.  Dullness,  de- 
creased breath  sounds,  and  decreased  vocal 
fremitus  were  detected  in  the  right  lung  base, 
and  a chest  x-ray  film  revealed  a homoge- 
neous area  of  increased  density  in  this  region 
with  blunting  of  both  costophrenic  angles. 

An  indwelling  catheter  was  inserted. 
Urine  output  varied  between  500  and  700  cc. 
daily.  Fluid  and  protein  intake  were  re- 
stricted, and  supplements  of  sodium  were 
given  by  mouth  and  intravenously.  The 
urinary  sodium  on  August  18  was  11.2  mEq. 
per  liter  with  a total  volume  of  500  cc. 
There  was  gradual  improvement  in  the 
weakness  and  lethargy  and  a gradual  rise  in 
the  serum  and  urinary  sodium  to  131  mEq. 
and  64.5  mEq.  per  liter,  respectively,  on 
August  28.  The  urea  nitrogen,  which  had 
risen  to  115  mg.,  was  67  mg.  on  that  date. 
Creatinine  was  4.65  mg.  per  100  ml.,  serum 
chloride  99  mEq.  per  liter,  and  carbon 
dioxide  18  millimols  per  liter. 

During  this  period  the  patient  developed 
edema  of  the  lower  extremities  and  the 
sacral  region,  but  this  was  reduced  by  further 
fluid  restriction.  She  remained  afebrile  and 
normo tensive,  and  fibrillation  continued. 
Digoxin  had  been  discontinued  on  several  oc- 
casions because  of  a slow  ventricular  response. 
Polymorphonuclear  leukocytosis  up  to  17,- 
000  had  been  present  with  from  0 to  5 per 
cent  eosinophils.  Albuminuria,  microscopic 
hematuria,  pyuria,  and  granular  casts  were 
present  on  repeated  urinalyses.  Red  cell 
casts  were  present  on  one  occasion.  Repeat 
urine  cultures  showed  the  same  organisms. 
Sulfisoxazole  was  discontinued  after  five  days, 
and  chloramphenicol  (Chloromycetin)  was 
started  shortly  thereafter. 

On  August  29  the  temperature  rose  to 
101  F.  Examination  revealed  dullness  to 
percussion  in  both  lung  bases  and  moist  basal 
rales,  greater  on  the  left.  The  pulse  was 
110  and  irregular.  A chest  x-ray  film  showed 
clearing  of  the  previously  noted  density  in 
the  base  of  the  right  lung,  a density  in  the 
left  base,  and  blunting  of  both  costophrenic 
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angles.  Urinalysis  showed  no  changes. 
Leukocytosis  was  still  present,  and  the  hemo- 
globin had  fallen  to  7.5  Gm.  per  100  ml. 
Three  blood  cultures  were  sterile.  A repeat 
urine  culture  grew  out  A.  aerogenes. 

The  dose  of  chloramphenicol  was  in- 
creased. Following  supplemental  doses  of 
digoxin,  the  pulse  rate  returned  to  70  to  80 
per  minute.  The  temperature  fluctuated  be- 
tween 98  and  101  F.  The  edema  of  the 
extremities  and  the  sacral  region  increased 
in  spite  of  salt  and  fluid  restriction,  and  the 
patient  became  progressively  more  lethargic 
and  confused.  The  urea  nitrogen  rose  grad- 
ually to  150  mg.  per  100  ml.  and  the  creati- 
nine to  10  mg.  The  hemoglobin  fell  to  6 Gm. 
per  100  ml.  The  patient  lapsed  into  stupor 
and  expired  on  September  8,  thirty -two  days 
after  admission. 

Discussion 

Marcel  Tuchman,  M . D . * : On  August  7 

this  patient,  a seventy-three-year-old  woman, 
was  admitted  because  of  acute  shoulder 
pain.  Initial  laboratory  studies  revealed 
mild  albuminuria,  pyuria,  microscopic  hema- 
turia, mild  azotemia,  and  anemia.  She  was 
given  phenylbutazone  for  the  next  seven 
days  because  of  a presumptive  diagnosis  of 
subdeltoid  bursitis.  However,  on  the  sixth 
hospital  day  she  developed  fever,  became 
lethargic,  and  complained  of  weakness, 
anorexia,  and  nausea.  Laboratory  studies 
showed  increasing  azotemia,  and  oliguria 
was  present.  She  also  had  lost  a good  deal 
of  sodium  and  chloride.  Despite  minor 
improvement  following  electrolyte  replace- 
ment therapy,  she  developed  edema;  azo- 
temia increased  progressively;  confusion  and 
coma  appeared.  She  died  in  uremia  one 
month  after  admission.  The  obvious  ques- 
tion is  whether  or  not  the  two  prominent 
features  of  the  case,  the  joint  pain  and  the 
renal  disease,  are  causally  related. 

I saw  this  patient  briefly  shortly  after  she 
arrived  in  the  hospital.  At  that  time  I was 
impressed  by  the  localized  appearance  of  the 
joint  manifestations  rather  than  by  their 
systemic  nature.  It  appeared  to  me  to  be  an 
uncomplicated  subdeltoid  bursitis.  Exam- 
ination of  the  other  joints  merely  showed  the 
well-known  features  of  osteoarthritis.  Per- 

* Attending  Physician,  Knickerbocker  Hospital;  Assistant 
Professor  of  Clinical  Medicine,  New  York  University  School 
of  Medicine. 


haps  prejudiced  by  this  impression,  I am 
not  in  favor  of  connecting  the  kidney  and 
joint  disease  under  one  diagnosis.  How- 
ever, I proposed  to  analyze  the  protocol  from 
both  sides  of  the  fence.  Let  us  first  con- 
sider those  diseases  in  which  both  joint  in- 
volvement and  renal  disease  are  often  asso- 
ciated. These  are:  (1)  rheumatoid  arthritis, 
(2)  lupus  erythematosus,  (3)  polyarteritis 
nodosa,  (4)  Henoch-Schoenlein  purpura,  and 
(5)  multiple  myeloma.  In  contradistinction 
to  these,  secondary  kidney  disease  has  been 
reported  as  the  result  of  overuse  of  anal- 
gesics, often  in  the  context  of  chronic  joint 
disease.  A form  of  interstitial  nephritis 
often  associated  with  necrotizing  papillitis 
has  been  described  following  abuse  of  phe- 
nacetm-containing  analgesics,  but  other  anal- 
gesics also  have  been  incriminated. 

To  return  to  our  joint  diseases  with  renal 
disease,  a biopsy  study  of  renal  function  and 
structure  in  rheumatoid  arthritis  disclosed 
that  about  30  per  cent  of  patients  had 
arterio-  and  arteriolosclerosis,  10  per  cent 
had  amyloid  deposits,  and  5 per  cent  had 
lupus  nephritis.  Our  patient’s  renal  pic- 
ture does  not  fit  any  of  these  conditions. 
The  glomerulitis  described  by  Baggenstoss 
and  Rosenberg1  in  some  patients  with 
rheumatoid  arthritis  does  not  fit  the  clinical 
picture.  In  fact,  there  is  nothing  to  sup- 
port the  diagnosis  of  rheumatoid  arthritis. 
The  joint  deformities  were  not  typical,  nor 
were  the  x-ray  findings;  the  latex-fixation 
test  was  also  negative.  Gouty  arthritis 
can  be  excluded  in  the  absence  of  hyper- 
uricemia. I am  also  willing  to  exclude  lupus 
in  the  absence  of  such  hallmarks  as  skin  in- 
volvement, leukopenia,  false-positive  serol- 
ogy, elevated  globulins,  and  a positive  L.E. 
preparation. 

Many  of  the  prominent  features  of  poly- 
arteritis nodosa  are  also  absent,  namely, 
multisystem  involvement,  muscle  pain,  hy- 
pertension, and  eosinophilia.  Henoch- 
Schoenlein  purpura  which  causes  an  acute 
hemorrhagic  glomerulitis  is  difficult  to  dis- 
tinguish from  chronic  glomerulonephritis. 
It  is  more  frequent  in  children  and  adoles- 
cents, more  common  in  males,  and  is  asso- 
ciated with  rash,  gastrointestinal  symptoms, 
and  hematuria.  Hypertension  is  often  pres- 
ent. As  in  our  case,  death  in  uremia  often 
follows.  However,  without  purpura,  I 
would  be  wary  of  the  diagnosis. 

Nephrosis  may  be  associated  with  renal 
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failure  in  myeloma  or  amyloidosis.  There  is 
no  evidence  of  myeloma  in  the  protocol. 
When  amyloidosis  complicates  myeloma, 
involvement  of  the  spleen,  liver,  tongue,  and 
cardiac  muscle  is  common.  These  features 
are  absent  here. 

It  is  my  impression  that  this  patient’s  joint 
disease  was  only  incidental,  possibly  related 
to  her  renal  disease  by  inducing  her  to  abuse 
analgesic  medication.  The  protocol  states 
that  several  physicians  were  consulted  and 
prescribed  a variety  of  medications.  I am 
also  sure  that  the  patient  herself  used  the 
readily  available  phenacetin-salicylate  com- 
pounds without  seeking  medical  advice. 
The  necrotizing  papillitis  and  interstitial 
nephritis  (resembling  chronic  pyelonephritis) 
which  have  been  reported  in  such  patients 
develop  only  after  large  dosage  over  long 
periods  of  time.  The  clinical  features  of  this 
disease  may  be  either  renal  colic  as  a seques- 
tered necrotic  papilla  passes  down  the 
urinary  outflow  tract  or  else  those  of  acute 
pyelonephritis  often  with  a silent  early  phase 
and  late  development  of  uremia  or  a fulmi- 
nant septic  pyelonephritis. 

In  such  patients  the  blood  pressure  is 
usually  normal,  albuminuria  mild,  anemia 
marked,  and  loss  of  urinary  concentrating 
power  very  striking.  I would  like  to  com- 
ment on  the  oliguria,  sodium  loss,  and  edema. 
Oliguria  occurs  in  two  forms  of  pyelone- 
phritis without  overt  obstruction:  either  in  a 
disseminated,  fulminating  inflammatory 
process  with  replacement  of  renal  substance 
by  multiple  abscesses,  or  a necrotizing 
papillitis  involving  several  pyramids.  I feel 
that  the  latter  probably  took  place  here. 

Further  evidence  of  pyelonephritis  is  pro- 
vided by  the  bacteriologic  findings;  the 
same  organism  was  repeatedly  recovered 
from  the  urine.  The  edema  probably  oc- 
curred as  a result  of  overloading  an  oliguric 
patient  with  fluids  which  she  could  not  elim- 
inate. Hyponatremia  resulted  from  urinary 
sodium  loss,  a defect  which  can  occur  in 
pyelonephritis  chiefly  from  a loss  of  func- 
tioning renal  mass.  As  the  number  of 
functioning  nephrons  diminishes,  the  in- 
creased osmotic  load  on  the  remaining 
nephrons  leads  to  a lesser  amount  of  tubular 
reabsorption  of  filtered  sodium.  This  defect 
of  sodium  concentration  is  common  in 
pyelonephritis.  In  most  cases  of  chronic 
pyelonephritis  the  pathologic  changes  in  the 
medulla  seriously  impair  the  capacity  to 


FIGURE  1.  Kidney  showing  interlobar  artery  with 
fibrinoid  necrosis  of  its  wall  and  mixed  periarterial 
infiltrate. 


maintain  hyper  tonicity.  In  this  disease 
there  is  even  greater  impairment  of  maxi- 
mum concentration  than  could  be  antici- 
pated from  the  loss  of  nephron  population 
alone.  In  addition,  a specific  concentration 
defect  involving  the  distal  convoluted  seg- 
ment and  collecting  tubules  must  be  re- 
sponsible. One  does  not  see  it  in  advanced 
nephrosclerosis  or  in  chronic  glomerulo- 
nephritis. Even  though  the  protocol  does 
not  clarify  the  relationship  of  white  blood 
cells  to  red  blood  cells  in  the  urinary  sedi- 
ments, one  gains  the  impression  that  pyuria 
predominated.  Albuminuria  was  mild,  and 
the  degree  of  anemia  was  out  of  proportion 
to  the  degree  of  azotemia.  The  red  cell  casts 
seen  on  one  occasion  are  not  necessarily 
pathognomonic  of  glomerulonephritis.  The 
absence  of  hypertension  likewise  militates 
against  glomerulonephritis. 

In  conclusion,  I believe  this  patient  had 
chronic  osteoarthritis  with  a good  deal 
of  joint  pain.  For  this  she  took  excessive 
amounts  of  various  analgesics  over  a long 
period  of  time.  These  analgesics  may  well 
have  contained  phenacetin,  but  other  anal- 
gesics including  pyrazolones,  antipyrine, 
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FIGURE  2.  (A)  Spleen  showing  fibrinoid  necrosis  and  periarterial  inflammation  involving  a follicular  arte- 
riole. (B)  Spleen  showing  slightly  more  advanced  lesion  than  in  (A).  Section  stained  with  periodic  acid- 
Schiff  reagent  shows  high  glycoprotein  content  in  fibrinoid  necrosis. 


aminopyrine,  and  phenylbutazone  also  have 
been  incriminated  as  nephrotoxins.  I be- 
lieve that  this  led  to  a diffuse  interstitial 
nephritis  on  which  pyelonephritis  was  super- 
imposed and,  as  a complication  of  pyelone- 
phritis, necrotizing  papillitis. 

This  entity  has  been  extensively  described 
in  the  European  literature;  only  sporadic 
cases  have  been  reported  in  America.  Some 
observers  have  hypothesized  that  different 
technics  in  chemical  manufacture  of  anal- 
gesics may  leave  traces  of  different  im- 
purities and  that  this  may  account  for  the 
difference  in  the  appearance  of  the  entity  in 
the  two  continents. 

Perry  Berg,  M.D.:  A number  of  fea- 

tures are  reported  in  this  protocol  which 
strongly  suggest  the  presence  of  polyarteritis. 
For  example,  the  paresthesias  might  be  the 
result  of  involvement  of  peripheral  sensory 
nerves  by  an  arteritis  of  their  intrinsic 
vascular  supply. 

Abraham  Sunshine,  M.D.:  Given  the 

aforementioned  circumstances,  I feel  that 
the  most  likely  diagnosis  is  chronic  glomer- 
ulonephritis in  acute  exacerbation. 

Michael  S.  Bruno,  M.D.:  I think  that 


Dr.  Von  Pein  is  familiar  with  the  European 
literature  on  phenacetin-induced  renal 
lesions. 

Berthold  Von  Pein,  M.D.:  Over  the 

past  ten  or  twelve  years  there  have  been 
several  reports  in  the  European  literature, 
especially  emanating  from  Switzerland  and 
Sweden,  regarding  renal  disease  in  patients 
who  have  taken  large  doses  of  acetophenet- 
idin-containing  compounds  for  a number  of 
years.  It  appears  that  the  dosage  has  to  be 
fairly  high  and  the  ingestion  of  the  drug 
fairly  continuous;  individuals  taking  aver- 
age doses  do  not  appear  to  develop  renal 
damage.  An  interesting  example  was  un- 
covered in  the  Swiss  watch-making  industry. 
In  these  factories  the  workers  frequently  de- 
velop headaches  as  the  result  of  the  close, 
fine  handiwork.  It  is  quite  common  for  the 
management  to  have  large  bins  containing 
analgesics  placed  at  strategic  intervals 
throughout  the  workshop,  and  workers  are 
encouraged  to  help  themselves  ad  libitum  to 
avoid  headache  or  to  mitigate  the  discomfort 
of  eyestrain  and  tension.  A surprising 
number  of  such  individuals,  as  high  as  40  per 
cent  of  the  personnel,  have  developed  urinary 
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FIGURE  3.  Typical  lesion  of  periarteritis  nodosa 
in  periadrenal  fat. 


abnormalities,  and  a somewhat  smaller  num- 
ber have  developed  serious  renal  disease.  At 
autopsy,  the  latter  are  found  to  have  an 
interstitial  nephritis  and  glomerular  dam- 


age. Necrotizing  papillitis  has  been  found 
in  about  30  per  cent. 

Clinical  diagnoses 

1.  Chronic  glomerulonephritis  with  acute 
exacerbation 

2.  ( Uremia ) 

3.  Subdeltoid  bursitis 

Dr.  Tuchman's  diagnoses 

1.  Chronic  pyelonephritis  with  necrotizing 
papillitis  secondary  to  excessive  analgesic 
medication  (Iphenacetin) 

2.  ( Uremia ) 

3.  Chronic  osteoarthritis,  severe,  with  acute 
subdeltoid  bursitis 

Pathologic  report 

William  B.  Ober,  M.D.:  The  kidneys 

had  a combined  weight  of  290  Gm.  Then- 
capsules  stripped  with  difficulty  revealing 
diffuse  fine  granularity  to  their  surfaces. 
On  section  the  cortices  were  not  notably 
thinned,  nor  was  the  cortico-medullary- 
pyramidal  architecture  distorted.  Micro- 
scopic observations  revealed  a diffuse  peri- 
arteritis with  fibrinoid  necrosis  of  the  walls  of 
medium-sized  arteries  (Fig.  1).  Similar 


FIGURE  4.  (A)  Kidney  stained  with  periodic  acid-Schiff  reagent  showing  both  a cross  section  through 
interlobar  artery  with  fibrinoid  necrosis  and  periarterial  infiltration  and  a glomerulus  with  atrophy  and 
destruction  of  the  capillary  loops  as  well  as  an  epithelial  crescent.  (B)  High-power  view  of  a glomerulus 
stained  with  methenamine  silver.  The  glomerular  basement  membrane  is  coarse;  there  is  a large  epithelial 
crescent;  the  basement  membrane  of  Bowman's  capsule  has  been  destroyed.  (C)  High-power  view  of  a 
glomerulus  stained  with  methenamine  silver.  The  peripheral  capillary  loops  are  probably  normal,  but  the 
pale-staining  central  area  is  devoid  of  capillary  basement  membrane  as  well  as  showing  poor  nuclear 
staining.  This  is  an  area  of  fresh  necrosis  or  “acute  glomerulitis.” 
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periarterial  infiltrates  with  fibrinoid  necrosis 
were  found  in  the  spleen  (Fig.  2),  liver,  and 
characteristically  in  the  periadrenal  fat  (Fig. 
3).  This  is  the  classical  microscopic  picture 
of  the  periarteritis  nodosa  first  described  in 
1866  by  Kussmaul  and  Maier.2  Extensive 
search  failed  to  disclose  arteritis  in  the  lungs. 
However,  there  was  a rather  prominent 
necrotizing  alveolitis  in  the  lungs,  of  a type 
recently  described  by  Moskowitz,  Baggen- 
stoss,  and  Slocumb.3 

In  addition  to  the  periarteritis,  the  kidneys 
were  the  seat  of  a subacute  glomerulone- 
phritis (Fig.  4 A and  B)  with  areas  of  fresh 
necrosis  in  some  glomeruli  (Fig.  4C).  The 
glomerular  lesion  accounts  for  the  urinary 
findings,  the  rapid  development  of  oliguria, 
and  the  relentless  uremia. 

The  absence  of  pulmonary  arteritis  and 
the  presence  of  glomerulitis  would  tend  to 
place  this  case  in  the  group  of  so-called 
“idiopathic”  periarteritis  nodosa  as  dis- 
tinguished from  the  “allergic  angiitis”  type 
of  arteritis.4-6 

There  was  no  arteritis  in  the  heart  or 
coronary  tree.  Actually,  the  heart  was 
hypertrophied,  weighing  400  Gm.,  presum- 
ably the  result  of  extensive  aortic  athero- 
sclerosis with  calcification  and  stenosing 
coronary  arteriosclerosis. 

A lesion  found  at  autopsy  which  was  not 


Flying  no  risk  in  glaucoma 

Since  increased  pressure  within  the  eyeball 
is  a cause  of  glaucoma,  tests  were  made  at 
various  levels  of  pressure  to  determine  the  risks 
in  flying  for  the  person  who  has  glaucoma.  The 
study,  conducted  at  the  U.S.A.F.  School  of 
Aerospace  Medicine,  has  been  reported  in  the 
American  Journal  of  Ophthalmology. 

Findings  indicate  that  even  at  simulated  alti- 
tudes of  30,000  feet  there  is  no  significant 
change  in  intraocular  pressure  nor  interference 
with  flow  of  fluids  within  the  eye.  Removal  of 


noted  clinically  was  a small  vesicovaginal 
fistula. 

Anatomic  diagnoses 

1.  Periarteritis  nodosa , involving  kidneys, 
spleen,  liver,  and  retroperitoneal  fat 

2.  Subacute  glomerulonephritis  with  focal 
necrotizing  glomerulitis 

3.  Necrotizing  pulmonary  alveolitis 

4.  Cardiac  hypertrophy  with  stenosing 
coronary  arteriosclerosis  and  advanced  aortic 
arteriosclerosis 

5.  Vesicovaginal  fistula 

6.  ( Uremia ) 
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individuals  from  flying  status  because  of  the 
possibility  that  altitude  might  aggravate  early 
or  questionable  glaucoma  does  not  appear  to  be 
necessary.  To  date  it  has  not  been  possible 
to  conduct  laboratory  studies  under  weightless- 
ness, and  experience  with  orbital  flights  is 
limited.  However,  preflight  and  postflight 
ocular  examinations  and  debriefing  conducted  on 
the  astronauts  reported  no  signs  or  symptoms 
suggesting  glaucoma  or  hypotony.  It  is  most 
likely  that  the  compensatory  neurocirculatory 
mechanisms  under  conditions  of  weightlessness 
will  not  allow  conditions  favorable  for  the  de- 
velopment of  glaucoma. 
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|n  1943  the  Food  and  Nutrition  Board  of 
the  National  Academy  of  Sciences-National 
Research  Council  first  published  its  Rec- 
ommended Dietary  Allowances  based  on 
some  two  years  of  study  of  pertinent  data. 
The  Board  has  revised  and  republished  these 
allowances  as  new  information  has  developed. 
The  latest  or  sixth  revised  edition  was 
adopted  by  the  Board  in  November,  1963, 
and  is  issued  as  NAS-NRC  Publication 
1146,  1964.  Table  I showing  these  new 
allowances  is  here  reproduced  by  permission 
of  the  Board  (National  Academy -National 
Research  Council).  The  report  represents 
many  hours  of  work  during  the  past  two 
years  by  the  Committee  on  Dietary 
Allowances  and  other  scientists  who  were 
consulted.  In  the  present  article  it  is  pro- 
posed to  note  the  changes  which  have  been 
made  from  the  last  report  (1958)  and  give 
some  explanation  as  to  why. 

It  is  noted  that  the  allowances  are  de- 
signed “for  the  maintenance  of  good  nutri- 
tion of  practically  all  healthy  persons  in  the 
United  States”  and  “are  intended  for 
persons  normally  active  in  a temperate 
climate.”  In  providing  for  the  needs  of 
practically  all  healthy  persons  the  al- 
lowances are  designed  to  be  in  excess  of 
average  physiologic  requirements.  Ac- 


cording to  the  report:  “They  provide  a buf- 
fer against  the  increased  needs  during  the 
common  stresses  and  permit  full  realization 
of  growth  and  productive  potential;  but 
they  are  not  to  be  considered  adequate  to 
meet  additional  requirements  of  persons 
depleted  by  disease  or  traumatic  stresses.” 

Bases  for  allowances 

The  question  of  what  is  meant  by  normally 
active  is  particularly  pertinent  with  respect 
to  the  calorie  allowances.  The  widespread 
occurrence  of  overweight  among  adults 
caused  the  Board  to  give  special  attention  to 
the  re-examination  of  the  basis  for  arriving 
at  these  allowances  for  adults.  In  the 
previous  report  the  Board  adopted  the  basis 
established  in  an  F.A.O.  (Food  and  Agricul- 
tural Organization)  report  which  set  forth  the 
needs  of  a * ‘reference  man”  and  a “reference 
woman,”  twenty -five  years  of  age,  of  a 
specified  weight  and  height,  living  in  a 
given  environmental  temperature,  and  en- 
gaged in  eight  hours  of  working  activities, 
eight  hours  of  nonoccupational  activities, 
and  eight  hours  rest  in  bed.  On  this  basis 
the  Board’s  allowances  for  the  reference 
man  were  set  at  3,200  Cal.  and  for  the 
reference  woman,  2,300  Cal. 

The  Board  adopted  the  same  basis  for  its 
1963  recommendations  but  felt  that  adults 
in  the  United  States  were  less  physically 
active  during  the  eight  hours  of  gainful  work 
and  the  eight  hours  of  other  activities  than 
specified  in  the  F.A.O.  report.  Thus  the 
calorie  figures  for  adults  shown  in  Table  I are 
from  200  to  300  less  for  the  different  age 
groups  than  were  recommended  in  the 
1958  report.  The  age  categories  are  ex- 
pressed as  ranges  instead  of  as  the  single 
figures  used  previously.  The  report  dis- 
cusses the  adjustments  which  should 
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TABLE  I.  Food  and  Nutrition  Board,  National  Academy  of  Sciences -National  Research  Council 
Recommended  daily  dietary  allowances,1  revised  1963 

Designed  for  the  maintenance  of  good  nutrition  of  practically  all  healthy  persons  in  the  U.S.A. 
(Allowances  are  intended  for  persons  normally  active  in  a temperate  climate) 
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be  made  in  the  allowances  specified,  in  ac- 
cordance with  body  size,  physical  activities, 
and  climate.  Mention  is  made  that  in  the 
United  States  reduced  requirements  for 
sedentary  people  are  more  common  than  in- 
creased needs  for  heavy  labor. 

There  is  a discussion  of  the  calorie  contri- 
bution of  alcohol.  The  report  points  out 
that  there  are  many  unanswered  questions 
about  the  metabolism  of  alcohol  but  states 
that  it  “seems  to  be  interchangeable  with 
carbohydrate  and  fat  as  a source  of  energy 
when  it  furnishes  a small  proportion  of  the 
edible  calories.” 

Revisions  in  recommendations 

The  table  contains  certain  changes,  down- 
ward rather  than  otherwise,  in  the  calorie 
figures  for  children,  based  on  the  results  of 
recent  research.  There  are  some  changes 
in  the  age  categories  and  in  corresponding 
weights.  The  allowances  for  boys  and  girls 
diverge  beginning  at  nine  years  instead  of 
thirteen  in  the  previous  report.  With  re- 
spect to  all  of  the  figures  in  Table  I it  is 
stated:  “Calorie  allowances  are  established 
with  the  objective  of  providing  energy  in 
amounts  sufficient  to  maintain  body  weight 
or  rate  of  growth  at  levels  most  conducive  to 
well-being  and  health.” 

The  protein  allowances  for  adults  remain 
unchanged,  based  on  a figure  of  1 Gm.  per 
kilogram  body  weight,  which  is  considered 
fully  adequate  for  protein  of  low  biologic 
value.  It  is  recognized  that,  as  calorie  needs 
decrease  with  age,  the  achievement  of  this 
protein  level  requires  a higher  proportion 
in  the  diet.  Primarily  because  of  the  wide 
difference  in  protein  level  in  human  and 
cow’s  milk,  both  of  which  are  used 
successfully  in  feeding  infants,  the  Board 
was  unable  to  reach  any  agreement  in  1958 
on  a recommended  allowance  for  the  first 
year  of  life,  and  thus  no  figure  was 
included  in  its  table.  It  is  noted  that  this 
blank  has  been  filled  in  the  present  table. 
The  protein  allowances  for  children,  boys, 
and  girls  have  been  decreased.  They 
provide  approximately  10  per  cent  of  the 
calorie  intake  as  protein,  in  contrast  to  the 
11  to  12  per  cent  for  the  1958  figures.  It  is 
specified  that  the  recommendations  assume 
that  the  dietary  protein  consists,  to  the 
extent  of  25  to  50  per  cent,  of  animal  or 
other  sources  of  high-quality  protein. 


The  Board  devoted  much  study  to  the 
question  of  the  calcium  allowance  for  adults. 
The  report  discusses  the  question  of  the 
highly  variable  results  under  different  con- 
ditions obtained  by  the  balance  method 
which  largely  provided  the  basis  for  the 
previous  figures  and  reviews  data  obtained 
from  other  procedures.  The  previous  figure 
of  800  mg.  was  reaffirmed,  principally  on  the 
basis  of  recently  accumulated  specific  data 
on  mandatory  endogenous  losses  and 
absolute  absorption.  An  increase  of  500 
mg.  is  recommended  for  the  second  and  third 
trimesters  of  pregnancy  and  for  lactation. 
The  calcium  allowances  for  children  up  to 
nine  years  are  set  at  800  mg.  instead  of  the 
previous  1,000  mg. 

Compared  with  the  1958  figures,  the  iron 
allowances  are  increased  for  adult  women 
through  fifty -five  years,  then  decreased. 
There  is  also  some  increase  for  children. 
The  reasons  for  these  changes  are  given  in 
the  report.  The  allowances  for  vitamin  A 
remain  unchanged  for  all  categories. 

As  a result  of  a restudy  of  the  older  litera- 
ture and  a review  of  the  latest  reports,  a 
major  change,  applying  to  all  the  allowances 
for  thiamine,  has  been  made.  In  contrast  to 
the  previous  figures  based  on  0.5  mg.  per 
1,000  Cal.,  the  present  ones  for  all  ages 
are  based  on  0.4  mg.  per  1,000,  with  added 
allowances  for  pregnancy  and  lactation. 
The  changes  from  the  previous  figures  are 
greater  in  the  case  of  adults  because  of  the 
lowering  of  the  calorie  allowances. 

The  riboflavin  allowances  are  based  on  a 
figure  of  0.6  mg.  per  1,000  Cal.,  plus 
increments  for  pregnancy  and  lactation, 
and  are  somewhat  lower  than  the  previous 
ones  for  all  categories. 

As  in  the  previous  report  the  niacin  (nico- 
tinic acid)  allowance  is  expressed  as  niacin 
equivalent,  taking  account  of  the  fact  that 
60  mg.  of  dietary  tryptophan  is  equivalent 
to  1 mg.  of  niacin.  The  figures  in  the  table 
are  based  on  an  allowance  of  6.6  mg.  of 
niacin  equivalent  per  1,000  Cal.,  involving 
some  lowering  of  all  values  for  adults  and 
some  small  changes  otherwise. 

The  ascorbic  acid  allowances  for  men  are 
lowered  from  75  to  70  mg.  Those  for  women 
remain  unchanged.  There  are  small  changes 
for  some  of  the  categories  of  the  growth 
period.  The  Board  feels  that  these  levels  of 
intake  are  desirable  to  permit  the  main- 
tenance of  appropriate  tissue  and  plasma 
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concentrations  even  though  minimum  levels 
which  will  protect  against  gross  signs  of 
scurvy  for  several  months  are  only  one 
third  to  one  sixth  of  the  recommendations. 

The  recommendations  for  vitamin  D are 
unchanged.  The  report  states  that  the  re- 
quirement for  adults  remains  unknown  and 
that,  while  a need  exists,  the  requirement  is 
probably  so  low  that  it  can  be  met  by  the 
average  diet  and  casual  exposure  to  sun- 
light. 

Comment 

The  report  discussed  various  other 
nutrients  not  listed  in  Table  I with  respect 
to  their  functions  and  reviews  information 
available  on  human  requirements.  The 
nutrients  thus  considered  are  carbohydrates 


Screening  method  seen 
for  lung  cancer 


A potential  screening  test  for  lung  cancer  has 
been  described  in  the  May  Archives  of  Internal 
Medicine. 

It  might  be  possible  to  discover  some  cancer 
cases  earlier  by  means  of  a simple  test  of  the 
skin’s  electrical  resistance,  a technic  currently 
used  to  map  denervated  skin  areas.  Thousands 
of  routine  skin  resistance  tests  at  Johns  Hopkins 
over  the  last  twenty  years  revealed  “striking 
patterns”  in  a number  of  patients  with  chest 
tumors,  particularly  lung  cancer. 

Skin  areas  of  relatively  high  and  relatively 
low  resistance  can  be  mapped  by  means  of  the 
test,  according  to  the  report.  Relatively  high 
resistance  indicates  denervated  areas,  and  cer- 
tain patterns  of  denervated  areas  are  believed 
to  result  from  an  underlying  cancer. 

The  technic  consists  of  measur  ing  and  record- 
ing resistance  of  the  skin  to  a minute  direct  cur- 


and fats,  water,  sodium  and  potassium, 
phosphorus,  magnesium,  copper,  fluoride, 
iodine,  other  trace  elements,  the  vitamin 
B6  group,  vitamin  Bi2,  folacin,  biotin, 
vitamin  E,  and  vitamin  K.  An  appendix 
table  presents,  for  comparative  purposes, 
the  dietary  standards  for  adults  for  eleven 
foreign  countries  and  F.A.O.,  with  explana- 
tions as  to  their  meaning. 

In  presenting  this  brief  statement  re- 
garding the  new  allowances  the  author 
recognizes  that  the  interested  reader  will 
find  many  questions  unanswered.  The  re- 
port itself  must  be  consulted  to  gain  an 
adequate  idea  of  its  scope  and  content.  It 
can  be  purchased  for  $1.00  from  the  Printing 
and  Publishing  Office,  National  Academy  of 
Sciences,  2101  Constitution  Avenue,  N.W., 
Washington,  D.C. 


rent.  The  current  is  transmitted  by  electrodes 
attached  to  a machine  that  indicates  the  degree 
of  resistance,  called  a dermometer.  The  test 
is  quick,  inexpensive,  and  causes  no  discomfort. 
A mapping  for  screening  purposes  may  take 
only  ten  minutes.  The  equipment  is  portable 
and  can  be  operated  by  a single  technician. 

Of  37  patients  with  previously  proved  lung 
cancer,  satisfactory  records  were  obtained  on  33, 
and  21  of  these  showed  one  of  the  specific  skin 
resistance  patterns.  None  had  a completely 
normal  pattern. 

In  1 of  these  patients,  “the  pattern  was  so 
clear-cut  that  . . .the  diagnosis  could  have  been 
made  at  least  six  months  and  more  likely  a full 
year  earlier  by  use  of  the  skin  resistance 
method.” 

Satisfactory  evaluation  of  a new  method  re- 
quires a large-scale  experimental  design  in 
which  skin  resistance  studies  would  be  ordered 
at  the  same  time  as  bronchoscopy  and  cytology 
in  every  patient  with  suspected  bronchogenic 
carcinoma,  and  the  results  tabulated  with  re- 
gard to  immediate  results  and  long-term  follow- 
up, the  article  said. 
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T he  use  to  which  a work  evaluation  unit 
is  put  will  depend  on  its  purpose  and  the 
method  of  achieving  its  goal.  The  large 
majority  of  patients  with  heart  disease  who 
are  successfully  and  safely  employed  have 
no  real  need  for  this  type  of  help.  The 
unemployed  person  with  heart  disease  or 
the  one  who  is  poorly  adjusted  to  his  job 
can  often  be  helped  by  a work  evaluation 
unit. 

Cardiac  rehabilitation  is  undertaken  by 
every  practicing  physician,  but  the  scope 
is  limited  and  hindered  by  a lack  of  the 
detailed  information  necessary  before  sound 
advice  can  be  given.  To  perform  the  best 
type  of  cardiac  rehabilitation,  the  team 
approach  such  as  is  practiced  by  work 
evaluation  units  becomes  necessary.  The 
average  unit  consists  of  one  or  more 
cardiologists,  a social  worker,  a vocational 
counselor,  and  a clinical  psychologist  or 
psychiatrist.  Such  a team  approach  permits 
a detailed  study  of  the  patient’s  physical, 
social,  economic,  vocational,  and  emotional 
characteristics  as  well  as  their  dynamic 
interrelationships.  It  is  only  when  these 
various  disciplines  combine  to  study  and 
understand  an  individual  with  heart  disease 

* In  cooperation  with  the  Nassau  Heart  Association,  Inc. 


and  a work  problem  that  the  most  con- 
structive advice  can  be  offered. 

Evaluations 

The  cardiologist  assesses  the  heart  in 
terms  of  diagnosis,  functional  state,  and 
prognosis  so  that  he  may  match  the 
individual  against  various  physical  activities. 
In  addition  to  the  usual  history  and  physical 
examination,  he  will  have  available  an 
electrocardiogram  and  a roentgenogram  of 
the  heart.  He  may  undertake  a study  of  the 
effect  of  graded  exercise  on  the  cardio- 
vascular system  of  the  patient. 

The  social  worker  gathers  together  a 
picture  of  the  social  and  family  background 
of  the  individual,  including  such  things  as 
education  and  economic  status.  Ideally,  the 
social  worker  will  have  visited  the  patient’s 
home  so  that  the  conditions  under  which  he 
lives  can  be  described  accurately  to  the  unit 
team. 

The  psychologist  or  psychiatrist  gains  an 
understanding  of  the  individual’s  personality 
and  will  be  able  to  inform  the  team  of  his 
emotional  problems,  such  as  the  intra-  and 
interpersonal  difficulties.  As  part  of  his 
interview  he  may  administer  diagnostic 
tests  to  help  him  evaluate  each  case.  He 
ascertains  the  individual’s  attitude  toward 
work,  toward  his  family,  and  toward  his 
illness.  He  will  be  able  to  recognize  the 
presence  of  fear,  depression,  denial,  passiv- 
ity aggressiveness,  rigidity,  and  so  on. 

Then  the  vocational  counselor  reviews  the 
work  history  and  will  go  into  great  detail 
concerning  the  nature  of  the  present  job  or 
the  last  one  held  by  the  patient.  He  obtains 
information  as  to  the  patient’s  skills,  the 
physical  demands,  the  environmental  con- 
ditions, and  the  interpersonal  relationships 
pertinent  to  the  job.  He  will  elicit  informa- 
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tion  concerning  feelings  of  adequacy  and 
satisfaction  resulting  from  performing  the 
work.  To  understand  fully  what  is  involved 
in  many  different  jobs  requires  an  expert 
knowledge  which  is  possessed  by  specialists 
of  this  order. 

When  all  the  information  is  available  the 
team  meets  to  discuss  the  findings.  At  the 
conference  one  can  observe  the  value  of  the 
multidisciplinary  approach  to  a central 
problem  when  an  individual’s  physical 
state  as  well  as  his  social  and  economic 
pressures  are  considered  in  relation  to  his 
emotional  needs  and  his  job  requirements. 

Finally,  it  has  been  the  practice  in  our 
unit  for  the  patient  and  his  spouse  to  be 
interviewed  by  the  entire  team  after  the 
conference.  All  aspects  of  the  problem  are 
fully  discussed  so  that  the  patient  has  some 
idea  of  his  disease,  his  physical  abilities  and 
limitations,  and  the  general  way  in  which  he 
should  conduct  himself  at  work  and  at  home. 
The  necessity  for  continuous  medical  super- 
vision is  stressed.  Steps  to  cope  with  vital 
problems  are  outlined,  and  necessary  re- 
ferrals may  be  made. 

Concept  by  patient 

Let  us  examine  the  concept  of  the  work 
evaluation  unit  from  the  point  of  view  of  a 
patient.  How  can  a unit  help  a person  with 
heart  disease  who  has  a work  problem? 
Frequently,  patients  who  come  to  a unit 
indicate  a fear  of  working.  Others,  while 
not  afraid  of  work  per  se,  are  concerned 
about  the  specific  conditions  of  their 
particular  jobs.  Included  in  these  work 
conditions  are  such  problems  as  travel,  the 
physical  aspects  of  work,  the  pressures  of 
time,  difficulties  with  fellow  workers,  an 
unpleasant  foreman,  or  a demanding  boss. 
Many  people  are  vague  about  their  true  state 
of  health  and  are  consequently  frightened 
so  that  they  come  for  clarification  of  things 
such  as  what  they  can  safely  undertake  and 
what  may  prove  dangerous.  Many  are 
partially  or  completely  immobilized  by 
emotional  problems  which  are  reflected  in 
attitudes  toward  work.  Still  others  refuse  to 
accept,  consciously  or  unconsciously,  the 
presence  of  a cardiac  disability. 

Exposure  of  a patient  with  heart  disease 
to  the  thorough  study  of  a work  evaluation 
unit  immediately  lends  authority  to  any 
opinion  or  advice  which  may  be  offered. 


Such  authority  by  itself  is  of  the  utmost 
value  in  reassuring  an  anxious  individual 
who  is  afraid  of  working.  The  unit  not  only 
recommends  work  in  the  large  majority  of 
cases,  but  also  defines  the  type  of  work 
which  is  suitable  and  spells  out  details  such 
as  the  number  of  work  hours  per  day,  the 
limitations  on  physical  effort,  the  avoidance 
of  stressful  situations,  and  the  need  for 
adequate  rest.  The  unit’s  intensive  work- 
up often  has  the  effect  of  mobilizing  a person 
who  is  afraid,  thereby  returning  him  to  use- 
fulness and  productivity.  In  many  instances 
it  will  advise  a change  of  occupation  for  a 
variety  of  reasons.  Such  advice  has  not 
infrequently  led  to  a happier  work  situation. 

The  experience  of  individual  work 
evaluation  units  varies  in  some  respects, 
depending  on  many  factors  peculiar  to  the 
area  in  which  it  operates  and  to  a lesser 
extent  on  its  philosophy.  It  has  been  the 
experience  of  the  Nassau  unit  that  the 
emotional  aspects  of  work  problems  are 
more  common  and  more  important  than  the 
physical  ones  in  the  patients  it  handles. 
Therefore,  it  frequently  becomes  necessary 
to  point  out  to  such  patients  the  advisability 
of  seeking  psychological  help  as  a way  of 
overcoming  their  problems.  Such  advice 
has  often  been  accepted  with  improve- 
ment as  judged  by  follow-up  studies. 

Patients  seen  by  the  Nassau  unit  are 
asked  to  come  back  so  that  we  may  assess 
the  value,  if  any,  of  the  advice  originally 
given.  More  than  85  per  cent  of  our  patients 
have  returned  for  at  least  one  follow-up 
interview.  The  question  is  routinely  asked, 
“Has  the  unit  been  of  any  help  to  you,  and 
if  so,  how?”  A common  reply  is  “Yes,  the 
unit  answered  many  questions  and  told  me 
what  I could  and  could  not  do;”  or  “Yes,  the 
unit  helped  me  to  get  started  again.” 

Point  of  view  of  physician 

We  can  now  look  at  the  unit  from  the 
point  of  view  of  the  practicing  physician. 
Of  what  value  can  such  a unit  be  to  him? 
Even  the  clinician  with  a wide  experience 
does  not  have  the  background  to  obtain  the 
pertinent  information  and  to  evaluate  the 
various  factors  that  enter  into  a specific 
work  problem  which  his  patient  may  face. 
He  may  have  some  idea  of  the  social  and 
economic  problems  involved,  but  it  is  very 
doubtful  that  he  will  be  able  to  assess  them 
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accurately.  He  may  realize  that  there  are 
emotional  problems  involved,  but  he  is  not 
trained  to  elicit  them  rapidly  and  efficiently. 
His  knowledge  of  work  and  the  heart  may 
be  sound,  but  it  is  most  unlikely  that  he  can 
equate  the  patient’s  physical  state  with  the 
requirements  of  the  job  in  question,  a skill 
which  is  possessed  by  relatively  few  people, 
those  trained  in  the  field.  It  is  clear  that  the 
large  majority  of  physicians  who  advise 
patients  with  heart  disease  about  work 
problems  have  neither  the  time  nor  the 
knowledge  to  investigate  these  problems 
adequately.  Fortunately,  most  patients 
with  heart  disease  do  not  require  study  by  a 
cardiac  work  evaluation  unit  since  they  do 
not  have  important  work  problems. 

It  has  been  the  experience  of  work  evalua- 
tion units  that  family  physicians  are  over- 
conservative in  decisions  regarding  return  to 
work  on  the  part  of  patients  with  myocardial 
infarction,  similarly,  they  are  overcautious 
in  the  amount  of  work  they  will  allow  such 
patients  to  undertake.  This  attitude  has 
been  very  noticeable  in  our  experience  and 
may  reflect  uncertainty  and  fear  on  the  part 
of  physicians  which,  in  turn,  exaggerates  the 
patient’s  fears  about  work.  If  this  be  so,  the 
need  to  educate  the  medical  profession 
about  the  benefits  of  early  return  to  work 
and  the  relative  safety  of  suitable  work  is 
obvious. 

Benefits  to  employer 

What  can  the  employer  gain  from  a 
cardiac  work  evaluation  unit?  He  may  have 
a valuable  employe  who  has  sustained  a 
myocardial  infarct,  and  the  problem  of  how 
to  retain  his  services  has  arisen.  The 
employer  is  afraid  of  exposing  himself  to  the 
risk  of  being  responsible  for  further  heart 
attacks  or  even  for  his  employe’s  death. 
On  the  other  hand,  he  may  be  genuinely 
interested  in  standing  by  this  individual, 
particularly  if  he  has  a good  employment 
record.  The  unit  will  be  able  to  provide 
detailed  advice  as  to  the  type  and  the 
extent  of  work  which  can  safely  be  under- 
taken. The  employer  is  far  more  likely  to 
heed  the  advice  of  a team  which  is  able  to 
spell  out  the  details  of  a suitable  job.  The 
fact  that  patients  with  heart  disease  rarely 
die  on  the  job  helps  employers  to  overcome 
their  fear  of  hiring  such  individuals  or  of 
keeping  them  on  after  a cardiac  illness. 


This  statement  is  particularly  true  if  the  job 
is  suitable  as  it  stands  or  needs  only  slight 
modification  for  the  particular  individual 
doing  it.  It  can  be  shown  for  the  benefit  of 
industry  and  individual  employers  that 
people  with  heart  disease  as  a group  have  an 
excellent  work  record. 

Need  for  education 

In  examining  the  functions  of  a work 
evaluation  unit  one  is  struck  by  the  fact 
that  the  patient,  his  physician,  and  his 
employer  seek  information  and,  in  fact,  have 
to  be  educated  about  the  ability  of  the 
cardiac  patient  to  work  successfully.  The 
patient  has  to  be  made  to  understand  that 
suitable  work  is  therapeutic  and  therefore 
highly  desirable.  The  family  physician 
often  has  to  be  reassured  about  the  beneficial 
effects  of  early  return  to  work.  The 
employer  has  to  be  reminded  that  such 
persons  can  compete  successfully  in  industry. 
This  process  has  to  go  on  continuously,  and 
the  most  forceful  means  of  teaching  it  at 
present  is  by  the  efforts  of  cardiac  work 
evaluation  units.  As  part  of  their  educative 
process,  they  also  train  personnel  so  that 
additional  units  may  be  established.  This 
process  can  then  be  expanded,  exposing 
increasingly  bigger  segments  of  the  popula- 
tion to  this  knowledge. 

Since  the  large  majority  of  patients  with 
heart  disease  can  work,  units  are  never  short 
of  cases  with  which  to  demonstrate  this  fact. 
An  analysis  of  154  cases  seen  by  the  Nassau 
Work  Evaluation  Unit  and  followed  for  at 
least  a year  showed  that  142  (92  per  cent) 
were  working  or  being  trained  for  new  jobs. 
The  need  for  a change  in  occupation  or  for 
job  reclassification  is  frequent,  and  it  is  in 
this  area  that  the  Work  Evaluation  Unit 
can  be  of  great  assistance  in  spelling  out 
suitable  work  conditions. 

Several  illustrative  case  histories  may  help 
to  clarify  the  service  offered  by  such  units. 

Case  reports 

Case  1.  A forty-eight-year-old  male  was 
seen  in  March,  1961,  having  been  unemployed 
since  September,  1960,  when  he  sustained  a myo- 
cardial infarct.  His  family  physician  had  told 
him  that  he  could  return  to  his  old  job  in  the 
clothing  industry  as  a foreman  cutter  in  April. 
However,  to  the  unit’s  psychologist  he  expressed 
fear  of  returning  to  work  and  also  indicated  that 
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he  hated  this  job  which  he  had  done  since  World 
War  II.  He  was  concerned  about  the  physical 
aspects  of  the  work  and  also  about  the  pres- 
sures to  which  he  was  exposed.  Discussion  with 
the  vocational  counselor  indicated  that  he  had 
attempted  to  practice  law  rather  unsuccessfully 
for  six  years  during  the  depression.  He  was 
therefore  advised  by  the  unit  to  consider  a civil 
service  position  in  which  he  might  utilize  his 
legal  background.  He  is  now  working  as  a 
revenue  agent  in  the  Department  of  Internal 
Revenue,  and  for  the  first  time  in  his  life  he 
likes  what  he  is  doing  and  has  actually  increased 
his  income  at  the  same  time. 

Case  2.  A forty-three-year-old  male  sus- 
tained a myocardial  infarct  in  January,  1960, 
and  was  not  seen  by  the  unit  until  September  of 
that  year.  His  physician  had  informed  him 
that  he  should  not  return  to  his  job  as  a floor 
sander,  waxer,  and  refinisher.  The  unit  agreed 
with  this  advice,  but  because  of  nebulous  voca- 
tional aspirations  referred  him  to  the  New  York 
State  Division  of  Vocational  Rehabilitation 
where  he  was  tested  and  sent  to  a training 
school.  He  became  a precision  technician, 
doing  a semisedentary  job,  and  was  offered 
employment  immediately  after  his  training 
ended.  He  is  working  happily  at  his  new  skill. 

Conclusion 

Since  each  case  referred  to  a unit  for 
evaluation  and  advice  represents  a con- 


Teratogens and  conception 

Added  evidence  of  the  advisability  of  early 
confirmation  of  pregnancy  as  a step  in  preven- 
tion of  birth  defects  comes  from  the  Workshop 
in  Teratology  held  at  the  J.  Hillis  Miller  Health 
Center  of  the  University  of  Florida,  Gainesville. 
The  conference  was  sponsored  by  the  Com- 
mission on  Drug  Safety  and  financed  by  a grant 
from  the  Pharmaceutical  Manufacturers  Asso- 
ciation. 

The  biological  scientists  attending  the  sessions 
were  told  that  the  human  embryo  becomes  sus- 
ceptible to  malformations  seven  or  eight  days 
after  conception  and  that  “many  teratogenic 
agents  produce  their  highest  incidence  of  mal- 
formations shortly  thereafter.” 

In  general,  the  embryonic  stage  at  the  time  an 
agent  acts  determines  which  tissues  are  sus- 
ceptible to  teratogenesis.  Embryos  become 
susceptible  to  malformation  about  the  time  the 


siderable  investment  of  time  on  the  part  of 
the  team  and  since  it  cannot  deal  with  large 
numbers  of  individuals,  it  should  select 
those  patients  who  have  a reasonable  chance 
of  working.  A unit  should  not  be  used  by 
physicians  for  the  purpose  of  obtaining  a 
cardiac  diagnosis.  Some  units  find  that 
there  is  no  evidence  of  heart  disease  in  a con- 
siderable proportion  of  cases  referred  to 
them.  Units  should  not  be  used  for  advice 
as  to  medical  treatment.  Patients  who  are 
obviously  so  incapacitated  as  to  be  unable  to 
work  should  not  be  referred,  nor  should 
those  patients  who  admit  frankly  that  they 
do  not  want  to  work. 

The  patient  with  heart  disease  who  is 
motivated  for  work  can  usually  be  helped. 
Since  attitudes  toward  work  on  the  part  of 
patients,  physicians,  and  employers  often 
have  to  be  influenced  in  order  that  the  out- 
come may  be  successful,  it  is  the  Cardiac 
Work  Evaluation  Unit  that  is  most  likely  to 
be  able  to  influence  these  attitudes  in  a 
positive  manner. 
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germ  layers  differentiate.  How  the  very  early 
embryo  is  able  to  escape  teratogenic  damage  is 
not  known,  although  it  may  be  related  to 
whether  or  not  the  component  cells  have  become 
differentiated  or  if  they  retain  some  of  the 
original  totipotency  of  the  fertilized  egg. 

As  long  as  all  or  many  of  the  cells  retain  toti- 
potency, destruction  or  damage  to  a certain 
percentage  can  be  tolerated,  it  was  reported. 
Cells  become  susceptible  as  soon  as  they  are 
chemically  differentiated,  which  may  be  several 
days  before  morphological  differentiation  occurs. 
Most  organs  have  a period  of  particular  sus- 
ceptibility, but  if  large  enough  doses  of  terato- 
gens are  used,  most  organs  can  be  deformed  at 
other  times  as  well.  Susceptibility  wanes  as 
differentiation  and  organogenesis  proceed,  and 
larger  doses  are  needed  to  produce  comparable 
malformations,  if  they  can  be  produced  at  all. 
Individual  organs  and  the  embryo  as  a whole 
become  progressively  more  resistant  to  tera- 
togenesis. 
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Lactic  Acid  Dehydrogenase 
Levels  in  Dissecting 
Aneurysm  of  Aorta 


JAMES  W.  MOLD,  M.B.* 
Jamestown,  New  York 

From  the  Jamestown  General  Hospital 


|n  recent  years  the  clinician  has  been 
offered  considerable  help  by  the  introduction 
into  most  clinical  laboratories  of  reliable 
methods  for  the  estimation  of  serum  trans- 
aminase and  lactic  acid  dehydrogenase. 
The  extent  to  which  these  tests  are  of  help 
has  been  extensively  discussed  in  recent 
reviews.1*2  They  have  great  value  in  dif- 
ferentiating myocardial  infarction  from  other 
diseases  giving  rise  to  similar  symptoma- 
tology with  chest  pain.  Also,  they  are  used 
frequently  as  a guide  to  liver  disease  with  or 
without  necrosis. 

The  purpose  of  this  article  is  to  draw 
attention  to  a case  of  dissecting  aneurysm 
which  was  initially  considered  to  be  an 
acute  myocardial  infarction,  a diagnosis 
that  was  supported  by  the  laboratory  finding 
of  markedly  elevated  SGOT  (serum  glutamic 
oxaloacetic  transaminase)  and  lactic  acid 
dehydrogenase. 

Case  report 

Physical  findings.  A previously 
healthy  fifty-one-year-old  white  man  was 
admitted  to  the  hospital,  having  been 

* Present  address:  Providence  Lying-In  Hospital,  Provi- 
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found  unconscious  and  slumped  across  the 
wheel  of  his  parked  car.  He  was  semicon- 
scious, perspiring,  and  complaining  of  con- 
stricting pain  over  the  chest.  His  heart 
rate  was  50  per  minute,  and  his  blood 
pressure  was  160/100.  A grade  2 systolic 
murmur  was  heard  to  the  left  of  the  sternum. 

Laboratory  findings.  On  the  day  of 
admission  a blood  count  showed  a neutrophil 
leukocytosis  of  15,300  per  cubic  millimeter. 
An  electrocardiogram  taken  a few  hours 
later  showed  a sinus  bradycardia  and  cone- 
shaped  S-T  segments  in  leads  1,  V4,  V5,  V6, 
and  VL.  T waves  were  inverted  in  leads 
1,  2,  VL,  V4,  V5,  and  V6  and  were  interpreted 
as  showing  myocardial  ischemia  of  the  an- 
terolateral wall  of  the  left  ventricle. 

That  evening  his  condition  appeared 
improved.  At  this  time  his  blood  pressure 
was  170/100.  The  next  morning  a number 
of  enzyme  determinations  were  made,  with 
the  following  results:  SGOT,  SGPT  (serum 
glutamic  pyruvic  transaminase),  and  lactic 
acid  dehydrogenase  were  all  over  2,000  units. 
Blood  nonprotein  nitrogen  was  60  mg.  per 
100  ml.,  and  blood  sugar  was  46  mg.  per  100 
ml.  by  the  Folin  and  Wu  method. 

That  morning  the  patient  again  com- 
plained of  severe  pain  in  the  left  anterior 
chest  and  failed  to  void  urine.  Shortly 
thereafter  he  became  extremely  restless  and 
cyanotic  and  died  approximately  three 
hours  after  the  enzyme  determinations  were 
made. 

Autopsy  findings.  An  autopsy  was 
performed  seven  hours  after  death.  There 
were  300  ml.  of  fluid  red  blood  within  the 
pericardium,  without  pericardial  reaction. 
The  heart  weighed  350  Gm.,  and  the  myo- 
cardium of  both  ventricles  was  unremarkable 
and  showed  no  evidence  of  recent  or  old 
infarction.  The  coronary  vessels  were  patent 
throughout  their  course.  There  was  a 3- 
cm.  horizontal  tear  3 cm.  from  the  aortic 
ring,  with  a secondary,  cruciate  longitudinal 
tear  involving  the  intima.  There  was  a 
complete  separation  of  the  intima  from  the 
medial  coat  from  the  intimal  tear  onwards, 
involving  the  innominate,  left  carotid,  and 
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left  subclavian  arteries  and  the  abdominal 
aorta  as  far  as  its  bifurcation.  The  separa- 
tion continued  for  a short  distance  around 
the  celiac  axis.  The  renal  vessels  were  not 
involved.  The  aorta  appeared  of  small 
size;  the  circumference  at  the  level  of  the 
diaphragm  was  6 cm.  The  separation 
showed  a slight  proximal  extension  but  no 
involvement  at  the  aortic  ring  or  around 
the  coronary  ostia. 

The  liver  was  of  normal  size  and  on  sec- 
tion had  a dark  brown-red,  even,  lobular 
pattern  throughout,  with  a slightly  greasy 
cut  surface.  The  kidneys  were  of  normal 
size  and  appeared  unremarkable.  The 
spleen  was  acutely  distended.  There  were 
no  unusual  findings  in  other  viscera.  The 
central  nervous  system  was  not  examined. 

Microscopic  examination  of  the  heart 
muscle  showed  no  evidence  of  myocardial 
disease.  The  aorta  showed  extensive  medial 
cystic  mucoid  degeneration,  with  a notice- 
ably thin  medial  wall.  The  liver  showed  an 
early  centrilobular  necrosis  of  liver  cells, 
with  infiltration  by  few  neutrophils  into 
the  periphery  of  the  necrotic  zones.  Ex- 
amination of  the  kidneys  showed  no  micro- 
scopic abnormalities. 

Comment 

SGOT  is  reported  to  give  a false-positive 
result  in  suspected  myocardial  infarction 
in  7 per  cent  of  cases,  and  these  are  usually 
associated  with  pulmonary  embolus,  acute 
pericarditis,  or  acute  right  ventricular 
strain.2  However,  persons  with  these  dis- 
eases do  not  usually  show  significant  eleva- 
tions of  this  enzyme  in  the  serum.  SGPT 
shows  a lower  and  less  constant  elevation 
in  myocardial  infarction.3  In  liver  disease 
with  cellular  necrosis  there  is  marked  eleva- 
tion of  the  SGPT  and  of  lactic  acid  de- 
hydrogenase as  well  as  similar  but  lower 
elevation  of  the  SGOT.2 

It  is  interesting  and  surprising  to  note 
that  both  in  reviews  by  Wroblewski1  and 
by  Tagnon  and  Rymenant2  no  reference  is 
made  to  enzyme  levels  in  cases  of  dissect- 
ing aneurysm  of  the  aorta.  In  a recent 
clinical  and  pathologic  study  of  30  patients 
with  dissecting  aneurysm  of  the  aorta, 
laboratory  data  were  available  in  27  cases.4 
In  the  1 patient  in  whom  the  SGOT  level 
was  determined,  there  was  an  elevation 
(88  units),  with  electrocardiographic  evi- 


dence of  acute  posterior-wall  myocardial 
infarction  but  no  evidence  at  autopsy  to 
confirm  the  electrocardiographic  interpreta- 
tion. A case  of  surgically  treated  dissect- 
ing aneurysm  of  the  aorta  was  described  by 
Rubin,  Rubin,  and  Seidenberg5  in  which 
an  unspecified  serum  transaminase  was 
elevated  to  70  units. 

The  findings  in  this  case  indicate  that 
the  cause  for  the  high  serum  enzyme  levels 
was  principally  the  liver  cell  necrosis  re- 
sulting from  constriction  of  the  lumen  of 
the  celiac  axis  through  separation  of  the 
intima  from  the  medial  coat,  which  was 
brought  about  by  the  extensive  dissecting 
aneurysm  and  severe  shock.  High  trans- 
aminase levels  are  found  in  liver  cell  necrosis 
from  many  causes,  including  carbon  tetra- 
chloride intoxication,6  infective  hepatitis,3 
and  infectious  mononucleosis  involving  the 
liver7;  in  the  latter  the  levels  may  go  up  to 
and  over  2,000  units.  The  other  viscera 
examined  showed  no  microscopic  evidence 
of  necrosis.  This  finding,  however,  does  not 
preclude  the  liberation  of  such  enzyme  from 
the  other  viscera  and  skeletal  muscle. 
Enzyme  liberation  from  cells  can  occur  with- 
out visible  evidence  of  necrosis,  being  de- 
pendent on  the  physiologic  concept  of  cell 
membrane  integrity.8 

The  terminal  anuria  and  raised  nonprotein 
nitrogen  level  indicate  a renal  failure  which 
shows  little  microscopic  evidence  in  the  first 
twenty-four  hours.  The  changes  which 
take  place  in  the  levels  of  SGOT  and  lactic 
acid  dehydrogenase  in  cases  of  acute  renal 
failure  have  been  variable.  Chinsky, 
Shmagranoff,  and  Sherry9  in  1 case  found  no 
increased  activity  of  SGOT,  but  in  an  exami- 
nation of  the  SGOT  and  lactic  acid  dehydro- 
genase in  71  cases  of  renal  disease,  West 
and  Zimmerman10  found  elevated  levels  of 
both  enzymes  in  all  4 cases  of  acute 
renal  failure  in  the  series.  However,  3 of 
these  were  due  to  carbon  tetrachloride 
poisoning,  with  concomitant  hepatic 
necrosis;  the  other  showed  microscopic 
tubular  necrosis,  which  was  not  seen  in  this 
case. 

The  SGOT  level  in  400  patients  with 
varying  diseases,  chiefly  cardiac  and  hepatic 
disease,  was  investigated  by  Chinsky, 
Shmagranoff,  and  Sherry9;  97  of  these 
patients  were  classified  as  suffering  from 
miscellaneous  diseases.  The  great  majority 
in  the  miscellaneous  diseases  group  had 
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normal  enzyme  levels,  but  of  7 patients  with 
abnormal  levels,  the  3 highest  levels  in 
; autopsied  cases  were  found  in  patients  with 
microscopic  centrilobular  liver  cell  necrosis 
who  died  in  shock.  This  is  the  most 
probable  cause  of  the  high  enzyme  levels 
found  in  this  case. 

The  clinical  finding  of  a systolic  murmur 
is  unexplained  but  has  also  been  noted  by 
Erb  and  Tullis4  in  other  cases  of  dissecting 
aneurysm.  In  the  same  article  these  in- 
vestigators also  note  that  16  of  20  patients 
in  whom  electrocardiograms  were  taken 
had  abnormal  records,  5 with  a pattern 
indicating  acute  myocardial  infarction. 
Thus,  it  is  possible  for  a patient  with  a dis- 
secting aneurysm  to  have  chest  pain,  a 
systolic  precordial  murmur,  and  an  electro- 
cardiographic record  suggestive  of  acute 
myocardial  infarction,  together  with  high 
transaminase  levels. 

Summary 

A case  of  dissecting  aneurysm  in  which 
myocardial  infarction  was  suspected  is 


Vaccines  against  blindness 

Experimental  vaccines  have  been  used  suc- 
cessfully to  prevent  trachoma,  which  afflicts  an 
estimated  500  million  persons,  or  one  sixth  of  the 
world’s  population. 

A report  published  in  the  Archives  of  Environ- 
mental Health  describes  the  preparation  of  ex- 
perimental vaccines  and  tests  in  monkeys  and 
human  beings  for  antibody  response  and  pro- 
tection. 

Although  trachoma  can  be  cured  by  several 
antibiotics  and  sulfa  drugs,  attempts  to  eradi- 
cate the  disease  through  mass  antibiotic  cam- 
paigns have  shown  success  only  in  the  more 
developed  countries.  Even  in  the  southwestern 
Indians  of  the  United  States  where  the  disease 
was  believed  to  have  been  virtually  wiped  out, 
there  has  been  a recurrence. 

After  observation  for  periods  of  up  to  three 
years,  an  early  vaccine  developed  by  the  in- 


presented. Confusion  occurred  because  of 
the  high  serum  transaminase  and  lactic  acid 
dehydrogenase  levels,  previously  unreported. 
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vestigating  group,  with  relatively  low  potency, 
was  found  to  have  a preventive  effectiveness  of 
60  per  cent  among  preschool-aged  children.  It 
also  had  a favorable  effect  on  the  course  of  the 
disease  and  the  response  to  treatment  with  anti- 
biotic eye  ointment  in  experimentally  infected 
volunteers. 

Despite  these  favorable  results,  there  was 
difficulty  in  preventing  experimental  infections 
in  man  or  monkeys  with  vaccine  apparently 
because  the  experimental  inoculation  is  a 
stronger  challenge  than  natural  infection. 

After  earlier  failures,  however,  successful 
protection  was  obtained  by  adding  mineral  oil 
to  the  vaccine  to  improve  its  potency.  Re- 
cently, highly  purified  concentrated  vaccines 
have  been  prepared  which  have  been  shown  to  be 
very  effective  in  preventing  experimental  in- 
fection. 

Studies  show  that  a vaccine  containing  one 
virus  strain  will  protect  against  that  strain  but 
not  against  any  of  three  other  strains  tested  so 
far. 
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FIGURE  1.  (A)  Enlargement  of  all  of  neural  foramina  on  left  with  marked  erosions  of  cervical  1 to  2 fora- 
men. (B)  Enlargement  of  all  right  foramina. 


Neurofibromatosis  with 
Extensive  Involvement  of 
Cervical  Nerve  Roots 


Multiplicity  of  “dumbbell”  type  tumors 
is  well  documented  in  neurofibromatosis.1-2 
It  is  our  purpose  to  present  an  unusually 
extensive  case  in  which  there  was  involve- 
ment of  all  of  the  cervical  nerve  roots. 
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Case  report 

A thirty -year-old  Negro  male  was  ad- 
mitted to  the  hospital  because  of  increasing 
weakness  and  spasticity  of  his  left  extremi- 
ties during  the  five  months  prior  to  admis- 
sion. His  family  history  was  significant  in 
that  his  father  had  had  skin  lesions  and  had 
died  of  “progressive  weakness.” 

His  blood  pressure  was  160/110.  Multi- 
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pie  soft  nodules  of  varying  size  were  present 
on  anterior  and  posterior  chest  walls  and  on 
both  upper  extremities.  A large  mass  meas- 
uring 6 cm.  in  diameter  was  palpated  in  the 
left  sciatic  region.  There  were  brownish 
discolorations  (cafe  au  lait  spots)  over  the 
back  and  on  the  anterior  chest  wall. 

Neurologic  examination  disclosed  weak- 
ness and  spasticity  of  the  left  extremities. 
Hypesthesia  was  present  from  the  left  knee 
to  the  dorsum  of  the  foot,  from  the  left 
twelfth  rib  to  the  iliac  crest,  and  over  the 
posterior  neck. 

The  large  mass  in  the  left  sciatic  region 
was  excised  and  histologically  identified  as  a 
neurofibroma. 

Plain  films  of  the  cervical  spine  revealed 


marked  enlargement  and  erosion  of  the 
cervical  vertebrae  1 to  2 foramen  on  the  left. 
The  remaining  foramina  appeared  large  but 
were  not  obviously  eroded  (Fig.  1).  A com- 
plete skeletal  survey  showed  no  other  bony 
abnormality  except  for  thoracic  scoliosis. 

Total  myelography  disclosed  findings  of 
note  only  in  the  cervical  region.  Here, 
tumefactions  were  found  involving  every 
nerve  root,  the  largest  of  which  corresponded 
to  the  first  to  second  cervical  erosion  pre- 
viously described  (Fig.  2).  It  appeared 
likely  the  suspected  enlargement  of  other 
foramina  was  real  and  due  to  neurofibromas. 

Subsequently  the  tumor  at  the  first  to 
second  cervical  vertebrae  was  removed  with- 
out improvement. 


1.  CALVARIUM 

2.  CERVICAL  SPINAL  CORD 

3.  NEUROFIBROMATA 


FIGURE  2.  (A)  lophendylate  (Pantopaque)-filled  cervical  spinal  canal  presents  scalloped  appearance  be- 
cause of  multiple  neurofibromas.  Largest  of  these  corresponds  to  erosion  seen  in  Figure  1A.  (B)  Line 
drawing  of  (A). 
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Summary 

A case  of  neurofibromatosis  with  involve- 
ment of  every  cervical  nerve  root  is  pre- 
sented. These  tumors  were  responsible  for 
erosion  of  one  foramen  and  for  probable 
enlargement  of  the  others. 
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Granular  cell  myoblastomas  are  tumors 
that  occur  virtually  anywhere  in  the 
body.  Of  the  400  or  more  cases  reported  to 
date,  about  35  per  cent  have  involved  the 
tongue,  30  per  cent  the  skin  or  subcutaneous 
tissue,  and  35  per  cent  various  other  sites.1 
These  tumors  are  generally  benign,  but 
malignant  pleomorphic  variants  with  me- 
tastases  and  death  have  also  been  recorded.2 
About  6 to  7 per  cent  appear  in  the  region 
of  the  female  breast;  they  are  usually  small 
and  attached  to  the  skin  or  underlying 
fascia.3  Haagensen4  reports  that  all  5 of 
the  cases  he  studied  occurred  in  the  medial 
portion  of  the  female  breast.  Malignant 
myoblastoma  with  visceral  metastases  from 
the  female  breast  has  been  described  by 
Crawford  and  De  Bakey.5 

Myoblastoma  arising  in  the  male  breast 
is  distinctly  rare.  In  a review  of  the  litera- 
ture only  the  single  case  mentioned  by 
Simon6  was  found.  The  patient  was  a 
sixty-year-old  man  who  had  noted  a mass 
palpable  in  the  upper  inner  quadrant  of  the 
right  breast  twelve  years  prior  to  admission. 
Grossly,  the  tumor  simulated  carcinoma  but 
was  encapsulated. 

A myoblastoma  in  the  central  portion  of 
the  male  breast  was  recently  seen  in  our 

* Present  address:  c/o  Department  of  Pathology,  Michael 
Reese  Hospital,  29th  Street  and  Ellis  Avenue,  Chicago  16, 
Illinois. 


institution.  To  our  knowledge  it  is  the 
first  case  of  a myoblastoma  within  the  sub- 
stance of  the  male  breast.  Although  a 
rarity  in  this  location,  it  is  felt  that  report  of 
this  case  may  have  significance  in  the  dif- 
ferential diagnosis  of  such  a mass. 

Case  report 

The  patient,  a twenty-one-year-old  Negro 
man,  entered  Bellevue  Hospital  complaining 
of  urethral  discharge  and  of  pain  in  his 
right  breast.  He  stated  that  he  had  re- 
ceived a human  bite  in  his  right  breast 
approximately  three  years  before,  followed 
by  the  development  of  a small  nodule  which 
gradually  increased  in  size.  Three  months 
prior  to  admission  it  became  painful  and 
extremely  tender. 

Physical  findings.  Physical  exami- 
nation revealed  a well-developed,  well- 
nourished  person  with  normal  vital  signs. 
The  blood  pressure  was  110/85  mm. 
Hg,  the  pulse  was  90  per  minute  and 
regular,  and  the  temperature  was  99.6  F. 
The  right  breast  was  tender  and  enlarged. 
Directly  under  the  nipple  there  was  a firm, 
freely  movable,  nodular  mass  3 by  3 cm. 
The  left  breast  was  normal,  and  no  axillary 
adenopathy  was  present.  The  external 
genitalia  showed  a yellowish-white  urethral 
discharge,  positive  by  smear  and  culture 
for  gonococcus.  The  findings  in  the  re- 
mainder of  the  physical  examination  were 
within  normal  limits. 

Laboratory  studies.  Laboratory  exam- 
ination revealed  the  following:  hematocrit 
40;  white  cell  count  3,400,  with  55  per  cent 
polymorphonuclear  leukocytes,  44  per  cent 
lymphocytes  and  1 per  cent  monocytes; 
erythrocyte  sedimentation  rate,  42.  A 
VDRL  test  gave  a negative  result.  The  pre- 
operative diagnoses  were  divided  between 
abscess  and  tumor  of  undetermined  type. 

Pathologic  examination.  Surgical  ex- 
posure revealed  a rounded,  firm,  solid,  well- 
circumscribed  nodule  measuring  1.8  by 
1.5  cm.  and  located  beneath  the  nipple.  The 
cut  surface  was  grayish-white  and  finely 
granular  (Fig.  1).  Microscopically  it  was 
composed  of  large  polygonal  cells,  with 
round  vesicular  nuclei  and  abundant  eosino- 
philic granular  cytoplasm.  Breast  ele- 
ments appeared  both  around  the  tumor  and 
within  its  substance.  Bands  of  fibrous 
tissue,  both  at  the  periphery  and  within  the 
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FIGURE  1.  Well-circumscribed  tumor  mass  within 
breast  tissue. 


FIGURE  3.  Higher  magnification  of  granular  cell 
elements  composing  tumor. 


FIGURE  2.  Breast  elements  within  substance  of 
tumor. 


tumor,  divided  it  into  small  nests  (Figs. 
2 and  3).  Mitotic  figures  were  not  observed. 
The  diagnosis  was  benign  granular  cell 
myoblastoma. 

Comment 

The  origin  of  this  tumor  is  controversial. 
Haagensen4  suggests  that  the  medial  tumors 
he  has  encountered  may  arise  in  the  in- 
constantly present,  so-called  “sternal  mus- 
cle,M which  is  skeletal  in  type.  He  also 
suggests  an  origin  in  fibers  of  the  platysma, 
which  may  be  pertinent  to  our  centrally 
located  tumor.  Any  relationship  to  trauma 
appears  to  be  purely  accidental. 

The  clinical  importance  of  granular  cell 
myoblastoma  in  the  female  breast  is  that  it 
can  produce  all  the  signs  of  early  carcinoma. 
The  tumor  is  firm  and  may  be  fixed  within 


the  breast  tissue  surrounding  it.  It  may 
be  attached  to  the  underlying  pectoralis 
fascia  and  may  even  cause  dimpling  of  the 
overlying  skin. 4 Although  the  present 
tumor  showed  no  fixation,  its  presentation 
as  a firm  nodule  simulated  the  clinical  ap- 
pearance of  the  majority  of  breast  carcino- 
mas in  the  male.  In  a report  of  146  cases  of 
cancer  of  the  male  breast  by  Treves  and 
Holleb,7  89  cases  (67.4  per  cent)  presented  a 
breast  mass  without  other  signs. 

Summary 

A case  of  granular  cell  myoblastoma  aris- 
ing in  the  male  breast  is  documented.  To 
our  knowledge  it  is  the  second  reported  case 
in  the  male  and  the  first  to  occur  in  the 
central  substance  of  the  breast. 
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Birth  injuries  are  stated  to  result  from 
abnormal  tension  within  the  head  resulting 
from  cephalopelvic  disproportion;  abnormal 
pressures  within  the  head;  or  other  causes 
resulting  in  hemorrhage  into  the  cranial 
vault,  viscera,  or  spinal  cord. 

The  Potter  Classification  of  causes  of 
fetal  and  neonatal  deaths1  includes  this 
group  of  perinatal  mortalities  as  trauma, 
with  subdivisions  of  symptoms  of  trauma 
without  autopsy,  cerebral  hemorrhage  within 
the  cranial  cavity  due  to  lacerations  of  the 
tentorium  cerebelli  or  vein  of  Galen,  sub- 
dural hemorrhage,  other  types  of  cerebral 
hemorrhage,  hemorrhage  or  laceration  of  the 
spinal  cord,  hemorrhage  of  the  adrenal  gland, 
hemorrhage  of  the  liver,  and  other  types  of 
trauma. 

Birth  injuries  may  result  primarily  from 
oxygen  deficiency  associated  with  ventricu- 
lar and  subarachnoid  hemorrhages,  subepen- 
dymal hemorrhages,  and  isolated  hemor- 
rhages of  the  pia  mater  or  those  produced 
by  mechanical  trauma  associated  with  sub- 
dural hematoma  and  dural  tears. 

The  location  of  cerebral  hemorrhages 
which  cause  anoxia  are  felt  to  be  due  to 
hemorrhage  from  the  choroid  plexus,  some- 

* Obstetrical  Director,  Central  New  York  Maternal  and 
Perinatal  Mortality  Study. 


times  with  extension  into  the  ventricles  and 
subarachnoid  space;  isolated  hemorrhages 
into  the  pia  mater;  and  subependymal 
hemorrhages  with  subsequent  rupture  into 
the  lateral  ventricle. 

The  site  of  hemorrhage  in  mechanical 
trauma  involves  rupture  of  the  superior 
cerebral  vein  with  subdural  hematoma  or 
general  subdural  hemorrhage;  rupture  of 
the  greater  cerebral  vein  (vein  of  Galen)  with 
subtentorial  tear  at  the  base  of  the  brain; 
tentorial  lacerations  into  the  straight  sinus 
or  transverse  sinus;  subtentorial  or  general- 
ized hemorrhage;  and  rupture  at  the 
junction  of  the  falx  and  tentorium.2-3 

Hospital  perinatal  mortality  committees 
from  the  Central  New  York  area  have  been 
submitting  case  reports  of  neonatal  deaths 
which  occur  in  the  first  seven  days  after 
birth  and  fetal  deaths  to  the  Central  New 
York  Maternal  and  Perinatal  Study,  f The 
cases  are  analyzed  by  the  study  group  and 
classified  pathologically.  Obstetric  and  pe- 
diatric management  are  reviewed.  The 
deaths  are  classified,  when  sufficient  details 
are  available,  as  to  potential  preventability. 

The  study  group  returns  their  opinion  on 
the  conduct  of  the  cases  if,  in  their  judgment, 
a different  type  of  management  could  have 
prevented  the  death.  The  case  reports  are 
often  returned  to  the  attending  physicians 
or  chairmen  of  the  perinatal  mortality 
committees  for  additional  details  to  allow  a 
better  evaluation  of  the  management.  They 
are  asked  to  confirm  impressions  of  the 
study  group  which  aid  in  accurate  con- 
clusions. One  example  of  this  type  of 
contact  is  that  some  of  the  physicians  are 

t Sponsored  by  the  Council  Committee  on  Public  Health 
and  Education  of  the  Medical  Society  of  the  State  of  New 
York  and  the  Bureau  of  Maternal  and  Child  Health  of  the 
Department  of  Health  of  the  State  of  New  York.  Supported 
by  a grant  from  the  Department  of  Health  of  the  State  of 
New  York  to  the  Empire  State  Medical,  Scientific  and 
Educational  Foundation,  Inc. 
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reconsidering  their  use  of  predelivery  oxy- 
tocics  which  at  times  may  be  a factor  in 
producing  cerebral  hemorrhage. 

The  study  group  has  received  reports  on 
838  perinatal  deaths.  Sufficient  data  have 
been  obtained  on  703  patients  to  allow  for 
proper  evaluation. 

Trauma 

Twenty-three  deaths  have  been  placed 
under  the  classification  of  trauma  with  sub- 
groupings of:  no  autopsy — symptoms  in- 

terrupted as  trauma,  cranial  cavity — hemor- 
rhage from  laceration  of  tentorium  cerebelli 
or  vein  of  Galen,  and  hemorrhages  of  other 
parts  of  the  cranial  cavity.  No  case  reports 
have  been  received  which  would  be  classified 
as  hemorrhages  of  the  spinal  cord,  adrenal 
gland,  liver,  or  other  traumatic  conditions. 

Sixteen  cases  (69.  6 per  cent)  were  based 
on  autopsy  diagnosis.  One  case  (4.3  per 
cent)  was  classified  as  a confirmed  clinical 
diagnosis,  and  the  remaining  6 (26.1  per 
cent)  were  grouped  as  unconfirmed  clinical 
diagnoses.  (Unconfirmed  clinical  diagnoses 
are  used  in  cases  in  which  available  data 
were  such  that  we  could  not  ascertain  the 
specific  cause  of  the  death.) 

The  perinatal  deaths  are  analyzed  as 
follows. 

No  AUTOPSY SYMPTOMS  INTERPRETED  AS 

trauma.  Six  perinatal  deaths  were  classi- 
fied as  due  to  trauma  on  the  basis  of  clinical 
interpretation.  One  was  a stillbirth,  and 
the  remainder  were  neonatal  deaths. 

Case  1.  The  stillbirth  involved  a forty-one- 
year-old  patient  with  1 previous  abortion  who 
started  labor  at  the  thirty-sixth  week.  She  be- 
came fully  dilated  within  three  hours.  An 
examination  revealed  a compound  presentation 
of  vertex,  foot,  and  hand.  The  fetal  heart  is 
recorded  as  having  ceased  ten  minutes  after 
complete  dilatation.  A 5-pouna  stillborn  fetus 
was  delivered  by  podalic  version  and  breech 
extraction. 

Case  2.  A twenty-five-year-old  primigravida 
with  a multiple  pregnancy  (twins)  started  labor 
at  the  thirty-sixth  week.  She  became  fully 
dilated  within  nine  hours,  with  a questionable 
abruption  of  the  placenta  complicating  the 
labor.  Caudal  anesthesia  was  administered  but 
was  ineffectual.  The  patient  received  trichloro- 
ethylene (Trilene)  for  anesthesia.  A 5-pound, 
11-ounce  infant  was  delivered  from  a breech 
presentation  with  Piper  forceps.  The  infant 
was  in  fair  condition.  Pediatric  consultation 
established  a clinical  diagnosis  of  probable 


cerebral  and/or  adrenal  hemorrhage.  The 
infant  failed  to  respond  to  pediatric  care,  includ- 
ing laryngoscopy,  and  expired  twenty- three 
hours  after  delivery.  The  other  twin  survived. 

Case  3.  The  mother  had  had  one  previous 
successful  pregnancy.  Her  second  pregnancy, 
which  occurred  when  she  was  twenty- two  years 
old,  was  normal,  with  the  onset  of  labor  at  the 
thirty-ninth  week.  Labor  was  uneventful 
during  the  fifteen-hour  first  stage.  The  position 
was  right  occipitoposterior.  Progress  was 
unsatisfactory  in  the  second  stage  (two  hours, 
fifty  minutes).  Four  attempts  at  forceps  rota- 
tion in  midpelvis  were  unsuccessful.  A con- 
sultant was  called  who  successfully  completed 
the  delivery  by  forceps  rotation  and  a difficult 
extraction.  The  infant  failed  to  respond  to 
emergency  measures  and  expired  in  ten  min- 
utes. The  cord  was  wound  twice  around  the 
neck  and  may  have  been  contributory  to  the 
neonatal  mortality. 

Case  4.  A hypertensive  woman  in  her  early 
forties  had  had  7 children  and  1 abortion.  She 
had  an  uneventful  labor  at  the  thirty-fourth 
week,  with  the  delivery  (vertex  presentation 
without  anesthesia)  of  a 3-pound,  15-ounce  in- 
fant in  good  condition  despite  three  loops  of 
cord  around  the  neck.  A pathologic  examina- 
tion of  the  placenta  showed  it  50  per  cent  fi- 
brotic.  The  infant  responded  well  to  pediatric 
care  until  the  third  day  when  she  became  cya- 
notic immediately  after  a feeding.  The  infant 
also  had  spastic  movements  and  convulsions. 
Cyanosis  and  spastic  movements  continued, 
with  death  occurring  early  on  the  fourth  day 
after  delivery.  It  was  the  clinical  impression 
that  the  infant  suffered  cerebral  hemorrhage, 
with  a possibility  that  the  immediate  cause  of 
death  involved  aspiration. 

Case  5.  An  elderly  multipara  who  had  no 
prenatal  care  was  admitted  in  labor  at  thirty- 
one  weeks.  She  delivered  an  infant  spon- 
taneously from  a breech  presentation.  The 
baby  was  in  critical  condition  and  was  not 
weighed  (estimated  weight,  5 pounds).  The 
infant  expired  one  hour  after  delivery.  No 
autopsy  was  performed,  and  it  was  conjectured 
that  a cerebral  hemorrhage  might  have  been  in- 
volved. 

Case  6.  Premature  rupture  of  the  membranes 
occurred  in  a nineteen-year-old  primipara  ten 
days  before  the  spontaneous  onset  of  labor  at 
thirty-eight  weeks.  The  patient  had  an  unusu- 
ally short  labor,  with  the  first  stage  recorded  as 
thirty  minutes  and  the  second  stage  as  fifteen 
minutes.  Presentation  was  found  to  be  trans- 
verse with  a prolapsed  hand.  Delivery  was 
accomplished  under  general  anesthesia  by  con- 
verting the  presentation  to  a single  footling  and 
a difficult  breech  extraction.  A 6-pound,  3- 
ounce  infant  was  delivered  in  critical  condition. 
Vital  functions  were  not  established,  and  the 
infant  expired  one  hour  after  delivery.  The 
clinical  diagnosis  was  birth  trauma,  transverse 
presentation,  and  version  and  extraction. 
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Comment:  The  question  arises  as  to  whether 
or  not  the  diagnosis  of  transverse  presentation 
was  established  at  the  time  of  the  premature 
rupture  of  the  membranes.  If  this  were  true, 
consideration  should  have  been  given  to 
abdominal  delivery  which  conceivably  could 
have  prevented  the  neonatal  death. 

Cranial  cavity:  hemorrhage  from 

LACERATION  OF  TENTORIUM  CEREBELLI  OR 

vein  of  galen.  Five  neonatal  deaths  were 
proved  by  autopsy  to  be  due  to  cerebral 
hemorrhage  resulting  from  tears  of  the 
tentorium  cerebelli  or  rupture  of  the  vein  of 
Galen.  Three  of  the  mothers  were  mul- 
tipara. 

Case  7.  One  case  was  delivered  by  repeat 
cesarean  at  thirty- three  weeks  because  of  prema- 
ture rupture  of  the  membranes.  A spinal  tap 
was  performed  on  the  infant  which  showed  red 
blood  cells  in  the  spinal  fluid.  Death  occurred 
twelve  hours  after  delivery,  with  an  autopsy 
diagnosis  of  subarachnoid  hemorrhage,  prema- 
turity (weight  5 pounds,  3 ounces),  and  unex- 
panded lungs. 

Case  8.  The  second  mother  developed 
measles  two  weeks  before  the  onset  of  labor  in 
the  thirty-second  week.  A 3-pound,  8-ounce 
fetus  delivered  spontaneously  (left  occipito- 
anterior) with  signs  of  respiratory  distress. 
The  infant  responded  satisfactorily  to  treat- 
ment until  the  third  day  when  convulsions  were 
observed.  The  infant  expired  early  on  the  fifth 
day  with  an  autopsy  diagnosis  of  subarachnoid 
hemorrhage  and  bilateral  atelectasis  of  the  lungs 
with  hyaline  membrane  disease. 

Case  9.  The  third  multipara  had  an  unevent- 
ful pregnancy  and  labor  resulting  in  the  spon- 
taneous delivery  of  an  8-pound  infant  in  good 
condition.  Two  loops  of  cord  were  found  around 
the  infant’s  neck.  Several  hours  after  delivery 
the  baby  became  cyanotic,  with  the  develop- 
ment of  respiratory  distress  and  central  nervous 
system  symptoms.  A spinal  tap  confirmed  the 
clinical  impression  of  cerebral  hemorrhage. 
The  infant  expired  thirty-seven  hours  after  de- 
livery. Pertinent  autopsy  findings  were  sub- 
tentorial hemorrhage  without  evidence  of 
laceration,  agenesis  of  the  right  adrenal  gland, 
and  a minute  left  adrenal  gland  (diameter  0.5 
mm.). 

Case  10.  The  fourth  primipara  had  a normal 
pregnancy  until  painless  vaginal  bleeding  was 
noted  at  the  thirty-seventh  week.  A diagnosis 
of  marginal  placenta  previa  was  made.  Labor 
was  induced  with  sparteine  (Tocosamine)  sul- 
fate, followed  by  artificial  rupture  of  membranes 
for  control  of  bleeding.  A 4-pound  infant  was 
delivered  spontaneously  in  poor  condition.  A 
clinical  diagnosis  of  respiratory  distress  and 
subarachnoid  hemorrhage  was  made.  The 
infant  failed  to  respond  to  treatment  and  ex- 
pired three  and  one-half  hours  after  delivery. 


Case  11.  The  other  patient  in  this  group  was 
a thirty-year-old  primipara  who  had  been  taking 
thyroid  medication  throughout  the  pregnancy. 
She  was  delivered  of  a 5-pound,  12-ounce  baby 
under  saddle  anesthesia  by  prophylactic  forceps 
after  a six-hour  labor.  The  infant  was  in  poor 
condition,  with  evidence  of  a respiratory  dis- 
tress syndrome.  Excessive  molding  of  the  head 
was  noted.  The  infant’s  condition  continued 
to  be  critical  until  he  expired  two  hours  after 
delivery.  The  autopsy  findings  were  intracranial 
hemorrhage  in  the  posterior  fossa,  caput  suc- 
cedaneum,  microgyria,  and  collapse  of  both 
lungs  with  focal  emphysema. 

Comment:  Microgyria  is  described  as  a 

congenital  anomaly  associated  with  faulty 
developments  of  the  convolutions  of  the  brain 
and  is  frequently  accompanied  by  mental  re- 
tardation in  infants  who  survive. 

Cranial  cavity — subdural  hematoma. 
Two  neonatal  deaths  were  classified  under 
the  heading  of  subdural  hemorrhage. 

Case  12.  A gravida  4 entered  the  hospital  in 
active  labor  at  term,  with  a diagnosis  of  twin 
pregnancy.  The  first  twin  was  delivered  with- 
out difficulty,  under  saddle  block,  and  survived. 
Membranes  of  the  other  twin  ruptured  spontane- 
ously, allowing  the  cord  to  prolapse.  The  head 
remained  above  the  pelvic  brim,  and  constric- 
tion of  the  lower  segment  was  encountered. 
Attempts  at  version  were  unsuccessful,  and  de- 
livery was  accomplished  by  manual  rotation 
and  high  forceps  extraction.  The  infant  was  in 
critical  condition  but  responded  to  intubation 
and  external  cardiac  massage.  Convulsions 
and  respiratory  distress  entered  the  picture,  with 
death  occurring  thirty-six  hours  after  delivery. 
Autopsy  findings  were  subdural  and  subarach- 
noid hemorrhage  in  the  occipitoparietal  region 
and  pulmonary  atelectasis  and  hemorrhage  of 
the  lungs,  subpericardial  area,  kidneys,  and 
adrenal  glands. 

Case  13.  No  difficulty  was  encountered  until 
the  second  stage  when  a twenty-eight-year-old 
gravida  2 was  diagnosed  as  having  a positional 
dystocia  problem.  A diagnosis  of  persistent 
posterior  position  was  made.  The  infant  was 
delivered  in  poor  condition  by  a difficult  forceps 
rotation  and  extraction  under  general  anes- 
thesia. The  infant  had  hyperactive  ventilation, 
bulging  of  the  anterior  fontanel,  lateral  devia-. 
tion  of  the  left  eye,  and  other  neurologic  signs. 
A subdural  tap  revealed  negative  findings. 
Death  occurred  nine  hours  after  delivery.  An 
autopsy  showed  death  due  to  subdural  hemor- 
rhage of  the  right  side  of  the  brain,  associated 
with  fracture  of  the  right  occipito  and  parietal 
bones. 

Cranial  cavity — other  types  of  cere- 
bral hemorrhage.  Ten  cases  were  placed 
in  the  subclassification  of  types  of  cerebral 
hemorrhage  other  than  hemorrhages  from 
laceration  of  the  tentorium  cerebelli  or  vein 
of  Galen. 
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3 1,050  28  Vertex  Spontaneous  None  6 hours  None  Extensive  subarachnoid  hemorrhage 

(1  abortion)  and  bilateral  pulmonary  atelectasis. 


Case  14.  The  patient  was  a twenty-five- 
year-old  gravida  2 who  had  been  under  clinic 
care.  Labor  started  at  thirty-three  weeks. 
Twins  were  delivered  in  an  ambulance  in  which 
the  patient  was  being  transported  to  the  hos- 
pital. One  twin,  a breech  presentation  weighing 
approximately  3 pounds,  was  treated  with  anti- 
biotics and  given  pediatric  care  in  an  isolation 
nursery.  The  infant  continued  in  critical 
condition  until  death  twenty-four  hours  after  de- 
livery. Pertinent  autopsy  findings  were  sub- 
arachnoid and  intraventricular  hemorrhage  and 
atelectasis,  with  extensive  hyaline  membrane 
disease.  The  other  twin,  also  a breech  presen- 
tation, weighing  3 pounds,  5 ounces,  was 
treated  in  a similar  manner  and  expired  shortly 
after  the  death  of  the  first  twin.  Pertinent 
autopsy  findings  consisted  of  focal  hemorrhages 
into  the  subarachnoid  and  dural  areas,  hema- 
topoiesis of  the  spleen  and  liver,  glomerulo- 
genesis,  pulmonary  atelectasis,  laryngeal  edema, 
and  acute  esophagitis. 

Data  of  the  remaining  cases,  including  one 
stillbirth,  are  presented  in  Table  I. 

Comment 

Twenty  perinatal  mortalities  (87  per  cent) 
were  judged  unavoidable,  2 (8.7  per  cent) 
were  classified  as  preventable,  and  in  1 
case  (4.3  per  cent)  there  was  insufficient 


Facts  on  coronary  disease  obscured 


The  continuing  rise  in  mortality  ascribed  to 
coronary  heart  disease  tends  to  obscure  the  fact 
that  most  people  with  this  disease  live  many 
years  after  its  onset,  according  to  statisticians 
of  Metropolitan  Life  Insurance  Company. 

Evidence  supporting  this  observation  results 
from  a new  study  by  the  statisticians  of  the 
survivorship  record  of  insured  men  who  become 
disabled  by  the  disease,  but  who  subsequently 
were  able  to  return  to  work. 

According  to  this  study,  the  record  for  sur- 
vival was  best  among  men  without  occlusion 
and  without  known  hypertension.  A little 
over  70  per  cent  of  these  persons,  the  statis- 
ticians said,  were  living  at  the  end  of  ten  years 
from  the  date  of  recovery  from  disability,  and  36 
per  cent  at  the  end  of  twenty  years.  Somewhat 


information  to  allow  classification  on  pre- 
ventability. 

It  is  felt  that  some  of  the  factors  which 
could  decrease  deaths  due  to  trauma  include 
avoiding  difficult  operative  vaginal  de- 
liveries, the  judicious  use  of  analgesics,  and 
proper  choice  of  anesthesia.  Advances  in 
pediatric  management  will  undoubtedly  aid 
in  decreasing  neonatal  deaths  caused  by 
trauma. 

Perinatal  mortality  committees  are 
demonstrating  that  the  perinatal  mortality 
and  morbidity  problem  can  be  improved  by 
the  use  of  better  medical  judgment  in 
evaluation  of  cephalopelvic  and  positional 
dystocias  and  proper  use  of  available  con- 
sultations. 

Room  2023, 
766  Irving  Avenue,  Syracuse  10 
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less  favorable  were  the  results  among  men  with 
a history  of  either  occlusion  or  hypertension, 
although  30  per  cent  in  each  of  these  groups 
survived  at  least  twenty  years. 

The  results  were  generally  more  favorable 
among  men  under  fifty  than  over  that  age  at 
recovery.  Among  men  forty  to  forty-nine 
without  a history  of  coronary  occlusion,  nearly 
three-fourths  lived  at  least  ten  years  from  the 
date  of  recovery  from  disability,  and  one  half  of 
them  lived  at  least  twenty  years.  Among  the 
men  aged  fifty  and  over,  nearly  two-thirds 
lived  at  least  ten  years  and  one-fourth  at  least 
twenty  years. 

Although  the  mortality  rate  is  appreciably 
higher  among  heart  disease  sufferers  than 
among  standard  insured  risks,  the  statisticians 
said  that  this  study,  as  well  as  those  from  other 
sources,  provide  further  evidence  that  the  out- 
look “is  relatively  favorable  for  a large  number 
of  people  with  coronary  disease,  even  for  those 
who  experience  an  occlusion.” 
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Brief  Preliminary  Reports 


Behcet’s  Syndrome: 

Skin  Puncture  Test 
as  Guide  in  Therapy 

MICHAEL  J.  FELLNER,  M.D.* 
New  York  City 
IRWIN  KANTOR,  M.D. 
New  York  City 

Resident  in  Dermatology  (Dr.  Fellner)  and 
Associate  Attending  Dermatologist  (Dr.  Kantor) 
The  Mount  Sinai  Hospita 


T he  triple-symptom  complex  of  ophthal- 
mic, oral,  and  genital  ulcerations  was  first 
described  in  1933  by  Behget.1  Berlin2  and 
Katzenellenbogen3  reported  a test  suppos- 
edly diagnostic  for  this  syndrome.  The  test 
consists  of  injecting  saline  into  the  skin  or 
pricking  the  skin  with  a sterile  needle.  The 
appearance  of  a pustule  at  the  site  of  injec- 
tion was  considered  diagnostic.  Recently, 
we  had  the  opportunity  of  following  a pa- 
tient with  Behget’ s syndrome  in  which  the 
“prick  test”  served  as  a reliable  guide  in 
determining  the  dosage  of  steroid  needed  to 
keep  the  patient  symptom-free.  The  test 
seems  to  be  an  index  of  the  skin’s  altered 
reactivity.  Salient  features  of  the  history 
are  summarized,  including  management 
after  one  year,  not  previously  reported. 

Case  report 

The  patient  was  a twenty-five-year-old 
housewife  with  recurrent  genital  ulcerations 
of  several  years  duration.  Pustules  and 
ulcerations  of  the  mouth,  conjunctiva,  and 

Presented  to  the  Section  of  Dermatology,  New  York  Acad- 
emy of  Medicine,  February  5,  1963. 

* National  Institutes  of  Health  Research  Training  Fellow 
in  Dermatology,  New  York  University  School  of  Medicine. 


extremities  were  also  recurrent  but  less  pain- 
ful. Another  dermatologic  abnormality  was 
the  presence  of  nodules  on  extensor  surfaces. 
Migratory  polyarthritis  was  also  present 
involving  the  fingers,  wrists,  elbows,  knees, 
and  ankles.  Most  laboratory  studies  were 
within  normal  limits  except  for  persistent 
leukocytosis  of  12,000  to  16,000  with  normal 
differential  and  hyperglobulinemia  4 Gm. 
per  100  ml.  Biopsies  of  active  lesions 
showed  a vasculitis.  Symptomatic  treat- 
ment including  antibiotics,  analgesics,  and 
one  blood  transfusion  was  of  no  help.  Pus- 
tules were  observed  at  sites  of  recent  veni- 
punctures. Cleansed  skin  pierced  with  a 
sterile  needle  developed  a pustule  within 
twenty-four  hours.  The  same  phenomenon 
was  observed  when  0.1  cc.  of  saline  or  water 
was  injected  intradermally.  Definite  sub- 
jective improvement  was  noted  one  week 
after  starting  therapy  with  methylpredniso- 
lone,  15  mg.  daily.  Intradermal  saline  test 
and  needle  puncture  showed  no  inflamma- 
tory response.  Within  four  weeks  there  was 
almost  complete  clearing  of  all  skin  lesions. 
As  the  dosage  of  steroid  was  decreased,  the 
prick  test  was  repeated.  It  was  found  that 
the  patient  could  be  maintained  comfortably 
on  a dosage  which  showed  either  slight  skin 
prick  test  reactivity  or  none.  When  the 
dosage  was  reduced  to  the  level  at  which  a 
pustule  developed  on  skin  testing,  the  patient 
invariably  complained  of  weakness  and 
arthralgia,  and  the  skin  lesions  flared.  At 
the  present  time,  one  year  after  initial  ther- 
apy, she  is  being  maintained  on  a daily  dose 
of  10  mg.  of  prednisone. 

Comment 

Involvement  of  internal  organs  may  occur 
in  Behget’s  syndrome  as  seen  in  this  patient 
with  splenomegaly  and  arthralgia.  Central 
nervous  system  lesions  including  cerebral 
abscesses  have  been  reported  to  cause  death. 4 
For  this  reason,  the  prognosis  is  uncertain. 
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Morbidity  is  great  since  the  ulcerations 
which  develop  on  the  skin  are  often  ex- 
tremely painful.  The  labial  ulcers  in  this 
patient  were  deep  and  tender  resembling 
ulcus  vulvae  acutum  of  Lipschutz  and  pre- 
vented the  patient  from  walking. 

The  peculiar  reactivity  of  the  skin  which 
develops  pustulation  when  traumatized  was 
noted  by  Katzenellenbogen. 3 Berlin2  found 
a positive  reaction  in  all  8 cases  tested,  al- 
though Jadassohn,  Franceschetti,  and  Hun- 
ziker5  reported  2 cases  with  negative  test 
results.  The  dramatic  and  complete  re- 
sponse of  our  patient  when  treated  with 
steroid  was  coincident  with  reversal  of  skin 
test  reactivity.  These  findings  and  the  ab- 
sence of  identifiable  virus  led  us  to  believe 
that  hypersensitivity  probably  plays  an 
important  role  in  the  development  of  the  skin 
lesions.  The  histopathology  shows  definite 
perivascular  infiltration  also  seen  in  other 
types  of  “allergic  vasculitis.”  If  the  re- 
sponse is  related  to  an  autoimmune  mech- 
anism, the  good  results  with  steroid  therapy 
may  be  related  to  a suppression  of  host 
response  to  autologous  protein  antigen. 


Summary 

The  appearance  of  pustulation  within 
twenty-four  hours  after  pricking  the  skin 
may  be  specific  for  Behget’s  syndrome.  This 
test  may  be  used  as  an  indication  of  skin 
response  to  steroid  dosage.  Dosage  should 
be  increased  to  the  point  where  the  prick 
test  becomes  nonreactive.  Failure  of  treat- 
ment in  previous  cases  may  have  been  at- 
tributable to  insufficient  amounts  of  sup- 
pressive steroids. 
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Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts/’  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York,  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Accidental 

Chemical 

Poisonings 


From  the  Poison  Control  Center 

The  City  of  New  York  Department  of  Health 

A series  prepared  by 

HAROLD  JACOBZINER,  M.D.,  Assistant  Commissioner, 

The  City  of  New  York  Department  of  Health; 

Medical  Director,  Poison  Control  Center 

HARRY  W.  RAYBIN,  M.S.,  Technical  Director,  Poison  Control  Center 


Naphthalene  Poisoning 


A twenty-one-month-old  Negro  male  in- 
fant  obtained  a naphthalene  moth  ball  and 
swallowed  some  of  it.  He  was  taken  to  the 
hospital  emergency  room  and  admitted  to 
the  inpatient  service. 

On  admission  to  the  hospital  the  patient 
had  diarrhea  and  a bloody  urine.  On  the 
basis  of  complete  blood  work-up  a diagnosis 
of  acute  hemolytic  anemia  was  made.  The 
patient  received  several  transfusions,  and 
there  was  a gradual  decrease  of  the  hemo- 
lytic process  following  the  transfusions. 

After  six  days  in  the  hospital  with  sup- 
portive and  symptomatic  therapy  the  pa- 
tient made  an  apparent  recovery. 

Comment 

Naphthalene  is  an  ingredient  of  some 
moth  repellents  and  is  a constituent  of  coal 
tar.  It  is  a white  crystalline  powder  and  of 
very  low  solubility  in  water.  Because  of  its 
relative  insolubility  and  poor  absorbability, 
its  potential  toxicity  has  not  been  ap- 
preciated sufficiently.  It  is  emphasized  that 
the  toxic  agent  responsible  for  hemolysis  is 
not  naphthalene  but  its  metabolic  products 
alpha-  and  beta-naphthol  and  naphtho- 
quinone. These  substances  require  con- 
jugation with  glucuronic  acid  for  their  ex- 
cretion, and  newborn  infants  are,  therefore, 
more  susceptible  to  the  toxic  actions  of  these 
substances  because  of  their  poor  conjugating 
capacity.  Reports  have  indicated  that  even 
small  quantities  swallowed  by  young  chil- 
dren may  cause  extreme  intestinal  and 
neurologic  symptoms,  as  in  the  case  cited 


here.  Naphthalene  is  not  only  toxic  when 
swallowed,  but  also  the  inhalation  of  its 
vapors  may  cause  nausea,  vomiting,  head- 
aches, loss  of  appetite,  and  somnolence. 
Contact  with  the  skin  may  cause  severe 
dermatitis.  Skin  contact,  however,  usually 
will  not  cause  systemic  effects  except  in 
sensitive  individuals.  There  have  been 
several  reports  in  the  literature  where  very 
small  amounts  of  naphthalene  contained  in 
the  diapers  caused  hemolytic  anemia  in  in- 
fants. Reports  of  corneal  ulceration  and 
cataracts  following  exposure  to  vapors  also 
have  been  reported. 

There  is  a marked  variation  in  suscepti- 
bility to  naphthalene.  A dose  as  low  as  2 
Gm.  in  an  infant  was  reported  to  be  fatal,  but 
much  larger  doses  have  not  caused  any  ill- 
effects.  In  the  last  34  cases  of  naphthalene 
ingestions  reported  to  our  Center  no  serious 
sequellae  were  noted.  Both  central  nervous 
system  excitation  and  depression  have  been 
reported  by  others,1  however,  and  optic 
neuritis  also  has  been  reported  by  the  Ameri- 
can Petroleum  Institute.  There  is  no  specific 
antidote  for  naphthalene  poisoning  except 
a transfusion,  and  the  treatment  in  the  main 
is  supportive  and  symptomatic.  Cortisone 
therapy  has  been  reported  as  being  beneficial 
in  a few  cases  of  hemolytic  anemia  due  to 
naphthalene.  If  hemoglobinuria  is  present, 
the  urine  should  be  alkalinized  by  giving 
small  amounts  of  sodium  bicarbonate.  The 
presence  of  alfa-naphthol  as  a metabolite  of 
naphthalene  is  at  times  detectable  in  the 
urine.  Until  recently  most  of  the  hemolytic 
anemia  following  naphthalene  poisoning  was 
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thought  to  be  due  to  absorption  or  direct 
contact. 

Other  reports 

A recent  report  from  Greece  includes  21 
cases  of  hemolytic  anemia  due  to  naph- 
thalene inhalation  in  the  newborn.2  The 
series  included  16  males  and  5 females. 
There  was  also  a seasonal  variation  noted. 
Most  of  the  cases  were  admitted  to  the  hospi- 
tal during  the  autumn  and  winter  months. 
The  source  of  the  naphthalene,  according  to 
the  authors,  was  a blanket  or  woolen  clothes 
kept  with  naphthalene  moth  balls  during  the 
summer.  The  authors  stated  that  the  com- 
mon element  in  these  cases  was  a period  of 
exposure  to  naphthalene  inhalation.  It  is 
difficult,  however,  to  understand  how  the 
authors  excluded  the  possibility  of  skin  ab- 
sorption. Hemolysis  was  evident  in  these 
infants,  and  high  indirect  serum  bilirubin 
values  were  found  in  all  at  a time  when  other 
causes  of  neonatal  jaundice  are  no  longer  a 
causative  factor.  Anemia  was  also  present 
in  all  cases.  The  infants  varied  in  age  from 
three  to  forty -two  days.  The  majority  were 
between  three  and  ten  days  old.  Eight  of  the 
21  children  developed  kernicterus,  and  2 of 
these  terminated  fatally.  All  of  the  8 
children  who  developed  kernicterus  were  less 
than  ten  days  of  age,  and  their  serum  bili- 
rubin values  were  over  30  mg.  per  100  ml. 
The  authors  emphasize  that  the  danger  of 
naphthalene  inhalation,  particularly  in  a 
newborn  child,  should  be  considered  not 
only  in  areas  where  G6PD  (glucose-6-phos- 
phate  dehydrogenase)  deficiency  is  present 
but  in  all  areas  where  naphthalene  is  used 
for  any  purpose.  The  possibility  of  naph- 
thalene inhalation  should  be  investigated  in 
infants  with  acute  hemolysis,  and  a search 
should  be  made  for  the  presence  of  frag- 
mented erythrocytes  and  Heinz  bodies  in  the 
blood. 

The  test  most  generally  used  at  this  time 


to  determine  G6PD  deficiency  is  the  Motul- 
sky  test,  and  since  the  details  of  this  test  are 
not  readily  available  it  is  reproduced  here: 3 

0.02  ml.  whole  blood 

1 ml.  water 

0.1  ml.  sodium  glucose-6-phosphate  (825  mg. 
per  100  ml.)* 

0.1  ml.  triphosphopyridine  nucleotide  (50  mg. 
per  100  ml.)  * 

0.25  ml.  brilliant  cresyl  blue  (32  mg.  per  100 
ml.f 

0.2  ml.  TRIS  amine  buffer  (pH  8.5)  (8.96  Gm. 
per  97  ml.  plus  3 ml.  concentrated  hydro- 
chloric acid) 

Top  with  oil.  Incubate  at  37  C. 

Observe  decolorization  time 

Normals:  Forty  to  sixty  minutes 

Abnormal  males:  Ninety  minutes  to  twenty- 
four  hours 

This  center  received  a preliminary  report 
some  time  ago  of  a child  who  had  developed 
hemolytic  anemia  following  exposure  to  a 
blanket  which  had  been  kept  in  naphthalene 
in  the  home.  At  the  present  time  the  moth- 
preventing chemicals  most  frequently  used 
are  paradichloro -benzene  (para  crystals) 
and  naphthalene.  There  is  now  an  increased 
supply  of  naphthalene  available  because  of 
new  petrochemical  synthetic  methods  which 
have  been  developed.  This  poses  a threat 
that  the  use  of  naphthalene  in  the  home 
may  increase.  It  is  recommended  that 
physicians  advise  families  against  the  use 
of  naphthalene  in  the  home.  Hopefully, 
this  will  prevent  at  least  one  genetic  menace. 

* Parentheses  indicate  that  these  reagents  may  be  pre- 
mix  ed. 

f It  is  essential  that  National  Aniline  dye  be  used;  Cole- 
man and  Bell  dye  does  not  decolorize  in  the  test  system. 
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History  of  Medicine 


The  Life  of 
George  M.  Kober,  M.D.* 

WILLIAM  J.  FITZGERALD,  M.D. 

Albany,  New  York 

Clinical  Instructor  in  Obstetrics  and  Gynecology, 
Albany  Medical  College  of  Union  University 


George  Martin  Kober,  M.D.,  was  a grad- 
uate of  the  medical  school  of  Georgetown 
University  and  was  one  of  the  outstanding 
pioneers  in  the  fields  of  public  health,  hy- 
giene, and  sanitation  in  the  United  States. 

Dr.  Kober  was  born  in  Alsfeld,  Hessen- 
Darmstadt,  Germany,  March  28,  1850, 
and  was  educated  at  the  Grosshevzogliche 
Reachule  of  his  native  town.  In  1867,  he 
emigrated  to  the  United  States  and  secured 
an  assignment  to  the  hospital  corps  at 
Carlisle  Barracks,  Pennsylvania.  He  com- 
menced his  medical  studies  under  J.  B. 
Wright,  M.D.,  U.S.  Army,  and  in  January 
of  1870  was  appointed  Hospital  Steward 
and  ordered  to  Frankford  Arsenal  near 
Philadelphia.  There  he  continued  his  med- 
ical studies  until  October,  1871,  when  he 
was  ordered  to  duty  in  the  office  of  the 
Surgeon  General  of  the  Army  at  Wash- 
ington. He  studied  medicine  under  John- 
son Eliot,  M.D.,  and  Robert  Rayburn, 
M.D.,  and  received  the  M.D.  degree  from 
Georgetown  University  in  1873.  In  the 
same  year,  he  was  the  first  to  complete  the 
postgraduate  course  instituted  by  Harry  J. 
Thompson,  M.D.,  Samuel  C.  Bussey,  M.D., 
and  others  at  the  Columbia  Hospital  for 
Women. 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session  on 
History  of  Medicine,  February  14,  1964. 

* Presented  in  conjunction  with  the  175th  anniversary  of 
the  founding  of  Georgetown  University,  Washington,  D.C. 


Army  career 

In  July,  1874,  he  was  appointed  Acting 
Assistant  Surgeon,  U.S.  Army,  then  Post 
Surgeon  at  Alcatraz  Island,  California; 
he  was  next  Post  Surgeon  at  Fort  McDer- 
mott to  July,  1877.  He  was  in  the  field 
expedition  in  northeastern  Nevada  against 
the  Indians  in  the  fall  of  1875,  in  the  Nez 
Perce  expedition,  and  in  charge  of  the  field 
Hospital  at  Kamiah  on  the  Clearwater, 
Idaho,  from  July  to  October,  1877.  He 
then  became  a Post  Surgeon  at  Fort  Coeur 
d’Alene  from  November,  1877,  to  Novem- 
ber, 1879;  at  Fort  Klamath,  Oregon,  to 
June,  1880;  and  at  Fort  Bid  well  from  1882 
to  1888. 1 

He  was  engaged  actively  in  the  practice 
of  medicine  among  civilians  at  Fort  Bidwell, 
army  post  until  June,  1887,  when  he  traveled 
extensively  in  this  country  and  in  Europe, 
returning  to  Fort  Bidwell  in  1888. 


Georgetown  University 

Later  in  the  same  year  he  returned  to 
Washington,  and  in  1889  was  appointed 
Professor  of  State  Medicine,  Georgetown 
University  School  of  Medicine,  where,  in 
1890,  he  was  appointed  Professor  of  Hygiene. 
In  August,  1890,  he  was  appointed  a mem- 
ber of  the  Tenth  International  Medical 
Congress  and  honorary  Secretary  of  one  of 
its  sections.  He  returned  to  Fort  Bidwell, 
California,  in  December,  1890,  but  in  1894 
he  established  his  permanent  residence  in 
Washington. 

Dr.  Kober  became  Dean  of  Georgetown 
University  School  of  Medicine  in  1901,  a 
position  he  retained  until  1928,  marking  the 
longest  tenure  in  the  entire  history  of  the 
deanship.  He  was  a member  of  the  con- 
sultant staff  at  Children’s  Hospital,  George- 
town University  Hospital,  and  of  Gallinger 
Municipal  Hospital  (now  D.C.  General 
Hospital)  from  1916  until  his  death. 
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Dr.  Kober  was  a Fellow  of  the  American 
Association  for  the  Advancement  of  Science, 
a member  of  the  Association  of  American 
Physicians,  a Fellow  of  the  American 
Medical  Association,  an  honorary  member 
of  the  Association  of  Military  Surgeons,  a 
member  and  ex-President  of  the  Medical 
and  Surgical  Society  of  the  District  of  Co- 
lumbia, a member  and  ex-President  of  the 
Medical  Society  of  the  District  of  Columbia, 
a member  of  the  Washington  Academy  of 
l Sciences,  a member  and  ex-President  of  the 
Washington  Anthropological  Society,  and  an 
ex-President  of  the  Association  of  American 
Medical  Colleges;  he  had  been  a Fellow  of 
the  American  College  of  Physicians  since 
March  10,  1923,  and  in  1906  was  President 
of  the  Association  of  American  Medical 
Colleges.2 

Public  health,  hygiene,  and  sanitation 

Dr.  Kober  was  the  only  one  in  1890  who 
directed  attention  to  the  pollution  of  the 
Potomac  water  as  a factor  in  the  undue 
prevalence  of  typhoid  fever  in  Washington, 
and  in  1895,  at  the  request  of  the  Health 
Officer  and  the  District  Commissioners,  he 
investigated  more  fully  the  causes  of  typhoid 
fever  in  Washington  and  was  the  first  to 
point  out  the  agency  of  flies  in  carrying  the 
germ.  His  reports  were  published  in  1895. 
His  public  addresses  on  the  relation  of 
water  supply  and  sewers  to  the  health  of  the 
city  helped  to  secure  the  necessary  sanitary 
legislation  and  appropriation  by  Congress. 
These  actions  helped  to  protect  the  people 
of  the  District  of  Columbia  from  the  menace 
of  typhoid  fever. 

He  was  one  of  the  principal  promoters  of 
the  Washington  Sanitary  Improvement 
Company,  which  offered  to  provide  capital 
at  a safe  5 per  cent  investment  and  at  the 
same  time  secured  to  wage  earners,  and 
others  of  moderate  resources,  sanitary  homes 
at  reasonable  rentals.  Dr.  Kober  had  been 
at  one  time  or  another  a member  of  the 
consulting  staff  of  nearly  every  hospital 
in  Washington.  In  May,  1907,  he  was  ap- 
pointed a member  of  the  President’s  Home 
Commission.  As  Chairman  of  the  Com- 
mittee on  Social  Betterment,  he  published 
in  1908  the  Senate  Document  644.  This, 
with  his  monograph  on  milk  in  relation  to 
public  health,  had  been  published  in  1902,  as 
Senate  Document  44.  These  and  his  work 


on  urinology  and  its  practical  applications 
constitute  his  most  important  writings. 
He  was,  however,  author  of  numerous  other 
articles  and  co-author  of  the  books  Industrial 
Health  and  Diseases  of  Occupational  and 
Vocational  Hygiene .2-3 

Dr.  Kober  was  a man  of  many  capacities. 
He  began  his  association  with  J.  J.  Kinyou, 
M.D.,  in  1905,  as  a consultant  in  sanitation 
and  hygiene  in  the  old  Hygienic  Laboratory, 
now  the  National  Institutes  of  Health. 
This  unit  is  now  the  research  department  of 
the  U.S.  Public  Health  Service  at  Bethesda, 
Maryland.  He  was  first  a doctor,  then  a 
hygienist,  an  expert  in  sanitation,  and  well 
ahead  of  this  time  as  a specialist  in  public 
health  work. 

In  an  age  when  almost  the  entire  emphasis 
was  on  the  great  bacterial  causes  of  disease, 
Kober  was  one  of  the  few  scientists  urging 
the  study  of  man  in  relation  to  his  environ- 
ment. As  an  Army  surgeon  he  made  a 
comprehensive  study  of  the  living  habits  of 
civilian  populations  attached  to  the  various 
Army  posts  where  he  served.  He  spoke  with 
great  vigor  of  the  importance  of  clean  milk 
for  the  health  of  babies;  the  relation  of 
good  housing  to  health;  and  protection  of 
public  water  supplies  in  the  various  com- 
munities of  the  United  States.  For  many 
years  he  was  very  active  in  providing  specific 
recommendations  as  to  the  importance  of 
proper  ventilation  and  industrial  hygiene 
among  the  factory  workers  of  the  United 
States.  He  was  a world  leader  in  his  time  in 
the  diagnosis  and  treatment  of  tuberculosis 
and  designed  the  first  special  tuberculosis 
hospital  for  patients  in  the  District  of 
Columbia. 

Kober  was  concerned  with  man  and  his 
total  environment,  in  the  interaction  be- 
tween population  growth  and  the  effects  of 
the  industrialized  and  urbanized  world  on 
the  general  health  of  mankind.  Between 
1900  and  1923,  the  records  of  Congress  show 
he  dealt  many  mighty  blows  against  the 
efforts  of  antivivisectionists  to  halt  animal 
experimentation  and,  therefore,  interfere 
with  the  progress  of  medical  science. 

Conclusion 

Dr.  Kober  loved  Georgetown.  Although 
not  a Catholic,  he  had  profound  respect  and 
admiration  for  the  Jesuits  who  have  been  in 
charge  of  Georgetown  University  since  its 
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founding  in  1789.  Georgetown  University 
recognized  Dr.  Kober’s  contributions  to 
medical  science  when  it  conferred  on  him  on 
June  14,  1906,  an  honorary  LL.D.  degree. 

In  1923,  to  commemorate  the  fiftieth 
anniversary  of  his  graduation  from  George- 
town Medical  School,  Dr.  Kober  established 
a fund,  the  income  of  which  was  to  be  used 
to  support  four  projects:  (1)  a scholarship 
in  the  School  of  Medicine;  (2)  a gold  medal 
to  be  awarded  annually  to  the  top  student 
in  public  health  and  preventive  medicine; 

(3)  a gold  medal  to  be  awarded  annually 
to  a member  of  the  Association  of  American 
Physicians  who  has  contributed  to  the  prog- 
ress and  achievement  of  the  medical 
sciences  in  the  prevention  of  diseases;  and 

(4)  the  support  of  an  annual  lecture  known 
as  the  Kober  Lecture  to  be  given  by  out- 
standing men  in  the  field  of  medicine.  The 
lecturers  were  to  be  chosen,  in  turn,  by  the 
Board  of  Military  Surgeons  of  the  United 
States,  the  Association  of  American  Physi- 
cians, and  the  Medical  Society  of  the  District 
of  Columbia.  The  first  lecture  was  given 
in  1925. 

Dr.  Kober  was  one  of  the  founding  mem- 
bers of  the  National  Association  for  the 
Study  of  Tuberculosis  in  the  United  States 
and  an  honorary  member  of  the  Association 
of  Military  Surgeons  of  the  United  States. 
He  was  the  first  chairman  of  the  Board  of 


Don’t  knock— boost 


We  have  had  a rash  of  ridicule  at  research 
projects  which  seem  unrelated  to  practical  life. 
Around  1915,  the  humorists  had  a field  day  over 


Charities  of  the  District  of  Columbia;  and 
was  very  active  as  a member  of  the  District 
of  Columbia  Housing  Unit  to  help  eradicate 
several  slum  areas  in  Washington  by 
building  suitable  homes  with  proper  sanita- 
tion and  hygiene  for  those  of  lower  income 
brackets. 

He  was  a bachelor  and  eighty-one  years 
old  at  the  time  of  his  death  of  heart  disease 
in  his  home  in  Washington  on  April  24, 
1931. 2"4 

437  Western  Avenue 
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a thesis  at  Johns  Hopkins  entitled,  “A  Proper 
Diet  for  White  Mice.”  As  it  happened,  this 
was  a pioneer  study  on  vitamins,  and  many  of 
us  today  who  are  free  from  rickets  and  blessed 
with  sound  teeth  owe  that  circumstance  to  this 
apparently  frivolous  doctoral  thesis. — Paul  B. 
Sears,  Yale. 
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T he  amount  of  chronic  disability  pro- 
duced by  a structural  derangement  or  loss 
is  not  constant  among  different  individuals. 
The  disability  is  the  result  of  the  intrinsic 
crippling  effect  of  the  deformity  and  the  ex- 
trinsic, or  imposed,  crippling  that  the  de- 
formity evokes. 

Intrinsic  crippling 

Intrinsic  crippling  from  a condition  is  in- 
herent and  constant  for  the  given  lesion  in- 
volved. A person  with  a paralysis  of  a 
certain  group  of  muscles  may  cover  up  the 
loss  of  function  through  unusual  action  of 
certain  other  muscles  and  trick  motions. 
These  compensatory  activities  do  not  alter 
the  intrinsic  crippling  effects  of  the  con- 
dition. 

Extrinsic  crippling 

The  extrinsic  crippling  effect  is  the  sum  of 
the  restrictions  imposed  by  the  patient  and 
those  imposed  or  intimated  by  his  physician. 
The  reasons  for  the  imposition  of  crippling 
by  the  patient  himself  are  numerous.  Some 
arise  from  the  counseling  of  well-intentioned 


persons;  some  from  the  individual’s  own 
reactions  to  the  injury  situation.  Whether 
the  restriction  of  activities  is  through  a con- 
scious mechanism  or  not  is  of  no  particular 
relevance  to  this  discussion.  Among  the 
reasons  for  the  form  of  crippling,  the  one 
that  most  readily  comes  to  mind  is  the 
restriction  of  limb  or  body  activities  for 
monetary  gain.  Although  this  is  important, 
in  the  majority  of  cases  it  does  not  seem  as 
important  a factor  as  the  satisfaction  of  a 
need  for  attention. 

Also,  the  process  may  be  important  as  an 
apparent  defense  against  shortcomings  or 
inadequacies  of  the  patient  in  his  situation. 
Movement  toward  the  recognition  of  this 
factor  may  be  actively  blocked  by  the 
patient.  The  emotional  need  once  satisfied 
by  the  crippling  may  be  transformed  into  a 
resentment,  open  or  disguised,  against  the 
physician.  The  parent  of  a child  may  ac- 
tively aid  in  extrinsic  crippling.  The  pro- 
duction of  a cardiac  cripple  is  not  just  the  re- 
sult of  a physician’s  statement  about  a heart 
murmur;  it  also  requires  the  vector  of  the 
parent’s  psychodynamics. 

Although  gain  may  be  a factor  that  in- 
duces crippling,  fear  may  be  the  stronger 
force.  There  may  be  fear  of  causing  pain 
by  certain  activities  or  fear  that  the  activi- 
ties may  increase  disability  that  might  result 
in  loss  of  position  or  necessitate  a more 
vigorous  treatment,  that  is,  a surgical  pro- 
cedure. As  one  listens  to  enough  examples 
in  this  last  group,  a separate  category 
emerges:  persons  who  find  it  more  socially 
acceptable  to  proclaim  fear  of  increased 
disability  as  a reason  for  the  crippling  rather 
than  the  admission  of  the  factor  of  personal 
or  social  gain. 

The  extrinsic  crippling  effect  imposed 
by  the  physician  can  be  considerable. 
He  has  a natural  repugnance  toward  per- 
mitting stress  beyond  tolerance  to  be 
applied  to  damaged  tissue,  as  he  can  visual- 
ize the  local  havoc  it  may  cause.  However, 
in  many  cases  the  interior  local  strain 
produced  by  certain  activities  is  not  clearly 
recognized.  Over-all  restrictions  are  applied 
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which,  besides  causing  a generalized  crip- 
pling effect  on  the  patient,  may  actually 
be  locally  harmful.  This  point  can  be 
illustrated  by  noting  the  clinical  picture 
presented  by  the  effects  of  some  various 
forms  of  knee  injury  and  a useful  functional 
program  for  each  (Table  I).  The  clinical 
breakdown  is  rough,  but  it  will  serve  to 
illustrate  the  point  that  there  are  particular 
restrictions  that  serve  a purpose  for  certain 
damaged  components  of  a joint.  Re- 
strictions beyond  those  relevant  and  neces- 
sary can  delay  return  of  function. 

Activity  prevention  deals  with  the  pos- 
sibilities or  the  projected  risk.  The  physi- 
cian may  not  allow  activities  on  the  grounds 
that  certain  motions  may  take  place  which 
could  do  damage.  However,  if  the  amount 
of  force  necessary  to  do  damage  is  almost 
great  enough  to  damage  a normal  joint, 
then  the  question  arises  as  to  whether  or 
not  the  medical  adviser  is  applying  an 
unnecessary  extrinsic  crippling  force. 

Rehabilitation 

Undoubtedly,  the  nature  of  the  crippling 
process  is  of  greatest  importance  to  the 
physician  who  attempts  to  rehabilitate 
the  patient  after  an  injury  or  an  operation. 
The  rehabilitation  officer  must  decide  which 
portion  of  the  disability  can  be  ascribed  to 
intrinsic  crippling  and  which  portion  to 
extrinsic  crippling.  Before  the  intrinsic 
crippling  can  be  helped  or  compensated 
for,  he  must  analyze  from  all  sources — 
patient,  relatives,  and  previous  medical 
history — the  derivation  of  the  extrinsic 
crippling.  If  this  is  an  appreciable  force, 
its  importance  to  the  patient  must  also  be 
considered.  If  there  is  a deep  personal 
need  for  the  self-imposed  crippling,  and  if 
personality  revision  or  readjustment  is  not 
within  the  scope  of  the  therapy  allotment, 
then  another  plan  of  action  is  necessary. 
The  rehabilitation  of  the  patient  has  to  be 


TABLE  I.  Functional  program  for  various  types  of 
knee  injury 


Illustrative 

Diagnosis 

Clinical 

Picture 

Functional 

Program 

Traumatic  synovi- 

Diffuse pain  and 

Early:  restriction  of 

tis 

swelling 

all  types  of  mo- 
tion 

Late:  graduated  in- 
crease in  motion 
with  limitation  of 
weight-bearing 

Traumatic  medial 

Local  pain  and 

Restriction  of  full 

collateral  liga- 

tenderness 

flexed  position  or 

mentitis 

medially 

lateral  stress 
Later:  graduated 

increase  in  activ- 
ity 

Recurrent  internal 

Recurrent  swell- 

Restriction of  full 

derangement 

ing  and  epi- 

flexion and  tor- 

caused by 

sodes  of  catch- 

sional stress 

meniscal  injury 

ing  or  locking 

Early  and  late: 
encouragement 
of  quadriceps 
function 

Prepatellar  bursitis 

Local  prepatellar 
swelling 

Restriction  of  di- 
rect pressure  that 
can  occur  by 
kneeling 

through  an  oblique  or  shearing  attack  that 
will  shift  the  disability  to  more  acceptable 
lines.  For  example,  by  the  use  of  a brace, 
patients  with  certain  types  of  post-traumatic 
residuals  can  be  brought  to  a position  of 
relative  function  with  regard  to  themselves 
and  society.  The  brace  may  not  offer 
significant  structural  support,  but  by  its 
use  the  manifest  evidence  of  a crippling 
situation  may  then  satisfy  a portion  of  the 
need  which  caused  the  external  crippling 
pressure. 

Summary 

The  disability  persisting  after  trauma  is 
the  sum  of  both  an  intrinsic  and  extrinsic 
crippling  process.  The  intrinsic  crippling 
component  is  determined  by  the  local  situa- 
tion. The  extrinsic  crippling  causes  the 
alteration  of  normal  activities  and  is  im- 
posed by  the  patient  and  the  physician. 
The  source  and  importance  of  the  external 
crippling  must  be  determined  if  the  reha- 
bilitation of  the  patient  is  to  be  attempted. 
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Dean  Sperry  of  the  Harvard  Theological 
School  tells  us  that  at  one  time  in  the  Middle 
Ages  a certain  cardinal  might  have  been  able 
to  learn  everything  that  was  known  in  the 
Europe  of  his  time.  “Who  will  say,”  Dean 
Sperry  asks,  “how  many  men  are  required 
to  compass  the  sum  of  knowledge  of  our  own 
time?”1 

It  is  at  least  certain  that  no  one  man 
could  do  it.  It  is  equally  certain  that  no 
one  man  could  compass  the  sum  of  knowl- 
edge in  the  science  of  medicine  alone.  That 
is  why  specialization  is  necessary,  if  the 
truism  may  be  forgiven.  Even  an  Osier 
could  not  hope  also  to  be  a Cushing.  Lesser 
men  cannot  hope  to  be  even  reasonably 
competent  in  several  specialties  at  the 
same  time. 

Need  for  continuing  study 

We  can  hope,  however,  to  be  truly  com- 
petent in  our  field  of  choice  if  we  put  our 
minds  and  hearts  into  our  “homework.” 
But  to  do  it,  if  we  are  not  humble  and 
studious  by  nature  we  must  become  so  by 
main  strength  and  awkwardness.  Of  course 
we  cannot  afford  to  restrict  ourselves  en- 
tirely to  one  field.  We  must  learn  how  to 
make  intelligent  use  of  the  pertinent  knowl- 
edge of  adjacent  specialties.  To  plead 


lack  of  time  as  an  excuse  for  not  doing  so 
deserves  little  sympathy.  The  plea  deserves 
even  less  sympathy  when  it  is  an  excuse  for 
not  keeping  abreast  of  our  own  specialties. 
Murder  will  out,  and  so  will  the  skimping  of 
home  work,  for  the  final  test,  which  is  teach- 
ing and  practice,  will  nail  the  skimper  to  the 
mast. 

Bluffing,  the  boon  companion  of  skimp- 
ing, will  also  be  found  out.  To  pretend  to 
any  knowledge  not  actually  possessed  is  a 
form  of  arrogance,  and  being  only  ignorance 
in  transparent  disguise,  will  infallibly  be  seen 
through. 

Of  course,  because  of  unlucky  oversight  or 
preoccupation  or  the  press  of  work,  any 
physician  may  miss  a new  development  in 
his  own  field  for  a time;  but  if  he  is  worthy 
of  his  profession,  he  at  least  tries  not  to  be 
long  behindhand.  If  he  neglects  his  home- 
work one  week  or  one  month,  he  will  make 
it  up  at  the  first  opportunity,  for  the  good 
physician  is  an  inveterate  student.  He  is 
more  aware  of  the  gaps  in  his  own  knowledge 
than  anyone  else.  Unlike  the  complacent 
and  the  arrogant,  he  is  appalled  by  his  own 
shortcomings. 

Willingness  to  learn 

The  physician  who  is  also  a true  student 
of  medicine  will  sit  at  the  feet  of  anyone  who 
can  teach  him,  however  generally  inferior 
to  him  the  teacher  may  be.  For  example, 
on  a second  attempt  to  remove  a thyro- 
glossal  duct  cyst  that  had  not  been  com- 
pletely excised  by  another  surgeon  at  an 
earlier  operation,  the  surgeon,  after  a pains- 
taking dissection,  said  he  thought  the 
cyst  was  completely  excised.  His  sharp- 
eyed  second  assistant  was  not  so  sure. 
He  said  he  saw  a blue  speck  that  might  be 
part  of  the  cyst.  The  surgeon  looked  but 
could  not  see  it  and  asked  to  have  it  pointed 
out  again.  This  time  he  saw  the  speck,  and 
further  dissection  disclosed  a large  cyst  ex- 
tending upward  to  the  root  of  the  tongue. 
The  cyst  was  removed,  and  the  wound 
healed  promptly. 

In  this  case  the  master  sat  humbly  at  the 
feet  of  the  pupil,  who,  to  be  sure,  did  not 
have  more  knowledge  but  only  sharper  eyes. 
In  another  case,  in  1935,  the  pupil,  another 
young  assistant,  with  a stroke  of  beginner’s 
luck,  had  happened  to  study  an  Arnold- 
Chiari  malformation  at  autopsy.  In  1935 
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the  malformation  was  not  well  known,  since 
Russell  and  Armour  had  only  redescribed  it 
as  recently  as  1932,  so  that  not  being  able  to 
recognize  it  at  operation  in  1935  was  not  a 
disgrace.  The  disgrace  in  this  case  was 
that  of  arrogant  superiority,  or  ignorance 
in  disguise.  For  at  operation,  when  the 
intern  modestly  suggested  that  he  thought 
they  might  be  dealing  with  this  anomaly, 
the  surgeon  impatiently  said,  “Yes,  yes,  I 
know,”  and  brushed  the  suggestion  aside. 
The  anomaly,  it  turned  out,  was  still  in- 
tact at  the  end  of  the  operation.  The 
surgeon’s  “Yes,  yes,  I know”  was  pure  bluff. 

The  great  leaders  in  medicine,  when  they 
have  spoken  out,  have  always  aligned  them- 
selves with  the  doctor  who  listened  to  the 
young  assistant  with  the  sharp  eyes  and  with 
those  who  recognize  that  young  minds  are 
fresher  and  quicker  than  old  ones,  although 
the  younger  minds  may  still  be  largely  empty 
of  medical  knowledge  and  experience;  for 
that  matter,  our  own  are  moderately  empty. 
We  of  the  rank  and  file  could  do  worse  than 
to  follow  the  example  of  our  great  men. 
Listen  to  Zinsser:2 

. . . As  we  grow  wiser  we  learn  that  the  rela- 
tively small  fractions  of  our  time  we  spend 
with  well- trained,  intelligent  young  men  is 
more  of  a privilege  than  an  obligation. 
. . . they  force  the  teacher  continually  to  renew 
the  fundamental  premises  of  the  sciences  ...  . 

It  keeps  us  as  keen  as  we  are  individually  able 
to  be,  for,  in  a rapidly  moving  subject,  there  is 
a vis  a tergo  that  keeps  pushing  us  up,  and  we 
profit  from  it  most  directly  through  the  fresh 
young  blood  that  is  pumped  into  our  brains 
each  year  by  the  eager  youngsters  who  won’t 
stand  for  pedagogic  nonsense. 

Listen  to  Osier:3 

The  successful  teacher  is  no  longer  on  a 
height  pumping  knowledge  at  high  pressure 
into  passive  receptacles  ...  he  is  a senior  stu- 
dent anxious  to  help  his  juniors.  When  a 
simple  earnest  spirit  animates  a college,  there 
is  no  appreciable  interval  between  the  teacher 
and  the  taught — both  are  in  the  same  class, 
the  one  a little  more  advanced  than  the 
other. 

The  physician-teacher 

The  student  learns  from  the  teacher,  not 
from  the  curriculum,  Zinsser  says,  and  the 
teacher  from  the  student.  We  may  be  sure 
Osier  would  have  agreed.  When  a simple 
earnest  spirit  animates  both  teacher  and 
student,  there  is  engendered  a warm  mutual 


regard  and  friendliness  that  makes  learning 
easy  and  teaching  a constantly  refreshing 
delight  and  education.  For  how  often  does 
a student’s  searching  question  send  the 
teacher  to  library,  clinic,  or  laboratory  to 
fill  a lamentable  gap  in  his  own  knowledge? 

But  the  value  of  an  atmosphere  of  mutual 
regard  between  teacher  and  student  in  the 
medical  school  lies  chiefly  in  its  value  to  the 
student,  who  is  the  physician  of  the  future. 
It  will  be  his  original  studies,  undertaken  first 
through  the  stimulus  of  good  teaching,  that 
will  fill  some  of  the  gaps  in  medical  knowledge 
that  the  best  and  most  knowledgeable  of 
teachers  at  any  given  time  in  history  cannot 
know  enough  to  fill.  These  are  gaps  in 
substantive  knowledge,  that  is,  not  gaps  in 
procedural  knowledge,  to  borrow  and  adapt 
terms  from  the  lexicon  of  the  United  Na- 
tions. Gaps  in  substantive  medical  knowl- 
edge will  doubtless  always  be  with  us,  but 
our  procedural  knowledge,  which  we  call  the 
scientific  method,  is  essentially  without  gaps. 
The  well-trained  scientist  and  teacher  knows 
how  to  approach  unsolved  problems,  even 
though  a given  problem  may  foil  him  and  his 
whole  generation,  may  foil  a series  of  genera- 
tions, may  indeed  never  be  solved  Never- 
theless procedural  knowledge,  knowledge  of 
the  scientific  method,  must  remain  our 
chief  hope,  although  empirical  trial  and  error 
and  mere  lucky  stabs  in  the  dark  also  make 
important  contributions. 

Scientific  method 

The  scientific  method  must  remain  the 
chief  hope  of  medicine  because  it  is  the 
mother  of  scientific  skepticism,  the  sine  qua 
non  of  medical  advance.  Armed  with  this 
weapon,  the  student,  like  the  good  teacher, 
will  look  with  jaundiced  eye  on  all  notions, 
however  traditional  and  sacrosanct,  that  do 
not  accord  with  observed  facts  carefully 
tested.  He  will  have  learned  to  agree  with 
Learmouth  that  although  every  man  has  a 
right  to  his  opinion,  no  man  has  a right  to  be 
wrong  in  his  facts.  When  a new  treatment 
comes  along,  he  wifi  be  ready  with  the  64- 
dollar  question  of  science:  What  is  the 

evidence?  Was  there  a control  series  of 
cases?  He  will  always  heed  Cannon’s4 
warning:  “The  Error  of  Omitted  Control  is 
another  and  an  inexcusable  scientific  de- 
meanor.” 

Of  course,  to  hark  back  to  Osier  for  a 
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moment,  the  physician-teacher  does  pump 
a great  many  medical  facts  into  a student’s 
head,  but  if  the  pumping  is  done  by  a teacher 
imbued  with  the  spirit  of  science,  he  will 
also  pump  in,  as  we  have  said,  a scientific 
critique  for  discriminating  between  a fact 
and  a mere  notion  as  well  as  an  enthusiasm 
for  research,  by  means  of  which  the  student 
himself  will  be  able  to  establish  facts  on  his 
own.  The  student’s  head  is  thus  prevented 
from  becoming  a “passive  receptacle,”  and 
the  student  himself  becomes  a scientist  who, 
as  Peabody5  says,  “is  not  known  by  his 
technical  processes  but  by  his  intellectual 
processes.”  He  says  again: 

Even  a limited  experience  in  a research 
problem  undertaken  under  skilled  guidance  is 
valuable  discipline  for  everyone,  including  the 
man  who  subsequently  goes  into  practice,  for 
among  other  things  it  teaches  him  to  estimate 
the  worth  of  the  publications  of  other  men. 
Finally,  it  is  generally  true  that  the  investiga- 
tor is  a more  stimulating  leader  than  the  man 
who  is  not  actively  laboring  at  the  forefront  of 
scientific  advance.  . . . Moreover,  it  is  no 
paradox  that  the  practical  use  of  knowledge  in 
clinical  medicine  is  achieved  best  by  those 
whose  training  has  directly  or  indirectly  been 
influenced  by  exposure  to  research. 

Teacher,  student,  and  practitioner  alike 
are  better  off  when  guided  by  the  critical 
and  skeptical  spirit  bred  by  research  properly 
conducted.  Above  all,  our  patients  are 
better  off,  for  “the  true  ends  of  knowledge,” 
as  Francis  Bacon  says,  are  “the  benefit  and 
use  of  life.”  Here  is  expressed  the  great 
tradition  of  humanism  in  which  all  knowl- 
edge and  skill  and  feeling  are  subordinated 
to  the  the  benefit  and  use  of  life.  It  is  the 
subordination  to  which  great  art  and  great 
artists  submit,  the  subordination  to  which 
great  healing  and  great  physicians  also  sub- 
mit. For  the  great  ones,  both  in  art  and 
medicine,  are  above  all  sensitive,  although  in 
different  ways:  the  artist  to  ugliness  and 
beauty,  the  physician  to  the  needs  of  his 
patient’s  body  and  heart  and  mind. 

Nor  need  we  or  our  patients  fear,  despite 
the  perversion  of  these  true  ends  of  knowl- 
ege  manifest  in  some  fields  of  science  today, 
that  the  critical  and  skeptical  spirit  in  medi- 
cine will  lead  physicians  out  of  the  great 
tradition  of  humanism  into  an  unfeeling, 
Nazi-like  experimentalism.  Indeed,  our  pa- 
tients seem  to  have  no  such  fear  and  are 
usually  glad  to  know  that  investigation  as 
well  as  teaching  are  going  on  in  the  hospital. 


“It  isafalse  legend,”  writes  Atchley,*  “that 
a scientific  training  with  its  inculcation  of 
logic  and  critique  smothers  man’s  finer  feel- 
ings and  leads  to  cold,  wholly  objective 
attitudes  . . . that  an  interest  in  accurate 
data  precludes  compassion  and  affection.” 
It  is  rather  the  other  way  around.  Actually, 
Williams7  has  said,  “when  a humanist 
bathes  in  scientific  knowledge  the  hu- 
manism is  not  washed  away  but  acquires 
greater  charm  and  a deeper  rooting  as  a 
result  of  greater  wisdom  and  understanding.” 

Comment 

Science,  although  young  compared  with 
literature,  philosophy,  and  the  arts,  has 
come  fully  of  age  and  won  an  honored  place 
in  the  great  tradition  of  world  culture  that 
we  know  as  humanism.  As  a teacher  it  is 
the  physician’s  privilege  and  responsibility 
to  maintain  the  honored  place  of  medical 
science  in  this  tradition  and  to  make  it 
even  more  honored.  To  succeed  in  his 
mission,  he  must  keep  abreast  of  develop- 
ments in  his  own  and  adjacent  fields, 
engage  in  at  least  a minimal  amount  of  re- 
search, and  be  willing  to  turn  student  himself 
when  he  can  learn  from  his  colleagues,  pa- 
tients, and  students. 

Humility  he  must  have,  then,  and  a clear 
head,  but,  as  Osier  says,  he  must  also  have 
a kind  heart.  With  these  tools  it  is  possible 
to  make  a hospital  not  only  a place  of  science 
but  a place  of  kindness  and  charity.  One 
result  is  a new  strength  in  the  doctor,  which 
diffuses  from  one  to  another  and  is  the 
source  of  the  best  teaching — teaching  by 
example.  Another,  and  better,  is  that  the 
brotherhood  we  practice  among  ourselves  as 
doctors  gives  birth  to  sound  progressive 
principles  of  patient  care. 
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The  Rise  and  Fall  of  the  Art  of  Conversation 


It  started  long  before  the  dawn  of  recorded 
history,  when  primitive  man  was  learning  to 
stand  on  his  hind  feet  but  before  he  developed 
his  front  legs  into  functional  arms.  For  a long 
time  his  vocal  production  was  limited  to  the 
monosyllabic  “Ugh”;  then  somewhere  along 
the  line  he  learned  to  change  inflection  and 
so  express  fear,  surprise,  and  satisfaction. 
As  he  continued  his  experiment  in  cooperative 
living,  he  mastered  other  sounds  called  words, 
too  meager  for  conversation  and  hardly  adequate 
for  his  needs  of  communication. 

With  the  irresistible  advance  of  what  we 
grandiloquently  call  progress  and  somewhat 
brazenly  term  civilization,  small  groups  amal- 
gamated to  become  larger  blocs,  and  thus  tribes 
became  a people,  camps  became  a nation,  and 
his  few  primitive  words  blossomed  into  a 
language:  one  composed  of  a large  and  varied 
vocabulary,  capable  of  expressing  every  emotion 
and  elucidating  every  thought.  It  would  be 
ridiculous  to  expect  that  once  given  this  pliable 
and  facile  tool,  he  would  limit  its  use  to  the 
functional  and  utilitarian  process  of  communi- 
cation; and  so  it  was  quite  natural  for  him  to 
start  using  it  to  exchange  greetings,  describe 
his  fantasies,  recount  experiences,  exchange 
pleasantries,  and  engage  in  banter,  for  his  own 
amusement  and  the  entertainment  of  others; 
and  in  this  diversionary  use  of  language  the 
art  of  conversation  was  born. 

Cultivated  by  successive  generations,  it  grew 
in  stature,  to  achieve  brilliance  and  polish  and 
build  a tradition  of  its  own.  In  the  awkward 
formative  years  and  after  reaching  maturity, 
it  was  characterized  by  fluctuations  of  popu- 
larity of  usage — peaks  when  it  flourished  to 
dominate  the  social  scene  and  corresponding 
periods  of  neglect.  The  up  periods  were  identi- 
fied with  times  of  peace  and  prosperity,  as  the 
days  of  Grecian  splendor,  the  middle  eighteenth 
century,  and  the  Victorian  era.  Conversely, 
with  the  stresses  of  economic  depression  or  of 
war  or  social  unrest,  people’s  attention  was 
focused  on  the  basic  and  vital  problem  of  sur- 
vival and  there  was  neither  the  time  nor  inclina- 
tion to  engage  in  the  luxury  of  clever  conversa- 
tion; and  so  it  was  left  dormant  until  a less 
strenuous  time  and  a better  climate  sparked  its 
resurgence. 

During  these  recurring  periods  of  social  pre- 
eminence it  established  a fixed  pattern  as  to 
how,  where,  and  by  whom  it  was  usually 
practiced.  As  is  true  of  so  many  of  the  so- 


called  good  things  in  life,  this  pattern  was  de- 
termined by  sex.  The  masculine  phase  could  be 
found  in  clubs,  sporting  arenas,  barber  shops, 
and  saloons;  while  the  feminine  used  the  home, 
the  tea  party,  women’s  organizations,  and,  of 
course,  beauty  parlors.  So  important  was  such 
sex-segregated  conversation  that  an  established 
custom  at  dinner  parties  was  for  the  ladies  to 
retire  after  the  dessert  course,  to  provide  a 
chance  for  free  and  easy  exercise  for  each  group 
within  the  security  of  sexual  peers  before  facing 
the  more  taxing  and  challenging  demands  of 
performing  in  mixed  company.  The  polite 
assumption  would  be  that  one  group  busied  it- 
self with  business,  politics,  and  sport,  while 
the  other  discussed  home,  children,  and  clothes; 
but  we  suspect  that  much  of  the  talk  on  either 
of  the  two  fronts  was  concerned  mainly  with  the 
other  group.  It  was  in  mixed  company, 
whether  formal  or  informal  dinner,  dance,  or 
reception  or  the  age-old  twosome,  that  saw  the 
art  at  its  brightest,  most  highly  developed 
form,  sparkling  with  glittering  generalities  and 
scintillating  repartee,  flaunting  blatantly  that 
exhibitionism  inherent  to  the  technic  of  flirta- 
tion, or  glowing  with  the  emotionally  charged 
sincerity  of  true  love. 

The  art  boasted  many  champion  exponents; 
to  name  them  all  or  even  most  of  them  is  an 
obvious  impossibility,  and  to  name  any  would 
be  prejudicial  and  unfair;  but  although  it  is 
unpardonable  brashness,  we  must  mention 
Madame  de  Stael  and  Samuel  Johnson.  There 
were  still  many  more  lesser  lights  wont  to 
practice  their  spontaneous  (ad  lib)  bon  mots  in 
the  privacy  of  their  own  rooms  before  a mirror, 
and  they  were  not  above  claiming  as  their  own 
shafts  of  wit  gleaned  from  any  reasonably  safe 
and  unknown  source.  As  well  as  the  natural 
fluctuations  in  usage,  an  occasional  cataclys- 
mic disaster  stultified  these  drawing  room 
vocal  pyrotechnics,  as  in  the  case  of  the 
French  Revolution  when  the  basic  tools  of 
thousands  of  the  more  experienced  practi- 
tioners of  the  art  were  destroyed  by  the  sum- 
mary application  of  the  crude  but  effective 
headache  cure  devised  by  Dr.  Guillotine.  Also 
there  were  providential  artificial  stimuli,  for 
example,  the  concurrent  discovery  of  the 
anesthetic  properties  of  ether  (take  your  choice 
whether  by  Morton,  Long,  or  Jackson)  with 
the  development  of  antisepsis  by  Lister, 
uniting  to  make  surgery  commonplace  and 
infuse  new  life  into  a tiring  and  deteriorating 
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social  exercise  by  providing  a novel  and  engross- 
ing subject  matter. 

After  centuries  of  recurring  ups  and  downs, 
a successive  number  of  social  changes  caused  the 
death  of  the  art  early  in  this  twentieth  century. 
World  War  I followed  in  America  by  Pro- 
hibition marked  the  end  of  social  separation  of 
the  sexes;  no  longer  was  the  smoking  car,  the 
corner  bar,  or  the  barber  shop  a masculine 
haven  (they  were  lucky  to  hang  on  to  the  Men’s 
Room),  and  the  male  club  became  an  anachro- 
nism. The  popular  acceptance  of  the  movie  and 
radio  sealed  the  death  warrant.  Yet,  dinner 
parties  were  still  a social  fact  of  life  and  dinner 
table  talk  still  a necessity,  but  general  partici- 
pation declined  to  superficial  chatter  and  was 
replaced  by  the  solo  performer;  and  so  table 
conversation  became  a monologue. 

There  is  the  clever  opportunist,  directing  his 
talk  to  the  known  prejudices  of  his  audience, 
the  other  guests,  to  discuss  sympathetically  a 
subject  dear  to  the  heart  and  interest  of  this 
audience.  He  exhibits  an  intelligible  knowledge 
of  the  matter  and  implies  inferential  or  out- 
right support  of  the  viewpoint  of  his  listeners. 
He  consequently  is  much  admired;  he  is  in 
constant  demand  as  either  a guest  or  panelist 
and  is  assured  of  an  enthusiastic  welcome 
whether  it  be  his  first  or  twentieth  appearance. 
He  encounters  only  one  major  hazard — the 
unconventional  hostess  who  surrounds  her 
table  with  guests  of  varied  interests,  social 
backgrounds,  and  political  philosophies. 

Then,  there  is  the  truth-seeker;  voluble,  in- 
cisive, and  authoritative;  he  plunges  into  a dis- 
cussion of  a subject  of  personal  interest  without 
waiting  for  an  opening.  He  displays  a com- 
prehensive understanding  of  the  basic  problem, 
a familiarity  with  its  underlying  philosophy,  as 
well  as  mastery  of  all  details.  He  is  didactic 
and  uses  constructive  or  destructive  argument 
to  support  his  positive  opinion,  oblivious  to  the 
attitudes,  beliefs,  or  prejudices  of  his  audience. 
He  is  a sort  of  slide-rule  talker  and  is  usually 
accorded  respect  but  seldom  given  attention; 
for  while  man  may  have  come  a long  way  along 
the  pathway  from  the  primitive,  he  has  not 
reached  the  millenium  which  permits  him  to 
recognize  or  appreciate  a point  of  view  inimical 
to  his  best  interests  and  contrary  to  his  aspira- 
tions. One  can  readily  understand  that  invita- 
tions to  this  verbal  monopolist  are  few,  fre- 
quently limited  to  a single  one — and  that,  the 
first. 

Finally,  consider  the  more  common  character 
who  seizes  any  opening  to  launch  into  an  ex- 
haustive recital  of  personal  accomplishment, 
experience,  or  wishful  fantasy,  expressed  with 
dedicated  verbosity.  His  is  a predictable 


pattern  of  contrived  immodesty,  as  he  narrates 
a story  of  some  occupational  or  recreational 
exploit,  sometimes  real,  sometimes  imaginary, 
and  frequently  a curious  admixture  of  both. 

If  it  be  occupational,  then  the  arena  of 
triumph  is  the  field  of  the  speaker’s  livelihood. 
It  may  be  a physician  repeating  an  oft-told  tale 
of  diagnostic  brilliance,  always  at  the  expense 
and  to  the  chagrin  of  some  well-known  clinic 
or  nationally  known  colleague;  or  perhaps  a 
business  man  bragging  of  a major  coup  which 
confounded  some  astute  financial  authority  or 
outwitted  a famed  corporation. 

When  it  is  recreational,  as  is  more  frequent, 
then  it  deals  with  sport.  There  is  the  former 
participant,  now  inactive,  his  graphic  account 
of  some  former  athletic  triumph  reinforced,  if 
challenged,  by  press  notices.  It  was  probably 
interesting  enough  if  read  in  the  sports  pages 
the  morning  after  the  deed;  but  some  twenty 
years  of  repetition  provide  ample  proof  of  the 
depressing  fact  that  while  age  might  improve 
wine,  it  does  little  or  nothing  for  either  people 
or  their  stories. 

Or  it  may  be  an  active  participant,  invariably 
golfer  or  fisherman,  who  eructates  in  bilious 
detail.  There  is  the  drowsy  beginning,  droning 
through  the  interminable  and  weary  middle, 
only  finally  to  reach  a dismal  climax  of  some 
“hole  in  one”  or  “the  big  one  that  got  away.” 

Last,  but  certainly  the  least,  is  the  represent- 
ative from  sports  fandom,  not  one  of  the  healthy, 
loyal,  and  interested  partisan  rooters  but 
one  of  that  small  but  vocal  know-it-all  fringe 
who  always  has  “the  inside  story”  and  lays 
personal  claim  to  a degree  of  prognostic  sense 
so  remarkable  as  to  astound  the  experts  and 
make  mishmash  of  then'  educated  predictions. 
Gleefully  and  gloatingly  he  burbles  of  winning 
this  bet  and  that  bet,  all  long  shots,  until  one 
begins  to  consider  seriously  the  advisability  of 
initiating  a drive  for  the  relief  of  impoverished 
bookmakers. 

The  present  time  of  the  middle  twentieth 
century  marks  a complete  360-degree  turn  of 
the  cycle.  We  see  television  erupting  on  the 
social  scene  to  fascinate  and  dominate  the  in- 
terest and  leisure  of  people  of  all  classes.  Visit 
then-  homes,  and  wherever  you  go,  you  will  find 
children  and  adults  sitting  in  entranced  adula- 
tion before  the  flickering  shrine  that  has  become 
the  modern  household  icon.  Jealous  of  any 
deviation  of  attention,  resistant  to  interruption, 
they  have  solved  the  problem  of  necessary  and 
unavoidable  demands  of  communication  by  the 
simple  expedient  of  answering  with  the  mono- 
syllabic “Ugh,”  denoting  assent,  surprise,  ir- 
ritation, and  negation  by  a change  of  voice  in- 
flection. 

WRC 
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Philip  George  Crosbie  Bishop,  M.D.,  of 

New  York  City,  died  on  May  12  at  the  age  of 
sixty-eight.  Dr.  Bishop  graduated  in  1922  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  American 
Thoracic  Society,  the  New  York  Trudeau  So- 
ciety, the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Michael  James  Buonaguro,  M.D.,  of  Brook- 
lyn, died  on  February  14  at  the  age  of  sixty-six. 
Dr.  Buonaguro  graduated  in  1921  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a senior  attending  ophthal- 
mologic surgeon  at  Brooklyn  Eye  and  Ear 
Hospital  and  a consulting  ophthalmologist  at 
St.  Catherine’s  Hospital.  Dr.  Buonaguro  was  a 
Diplomate  of  the  American  Board  of  Ophthal- 
mology, a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  Brooklyn  Ophthalmological  Society, 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Arthur  Caravella,  M.D.,  of  Garden 
City  and  Brooklyn,  died  on  May  14  at  the  age  of 
fifty-eight.  Dr.  Caravella  received  his  medical 
degree  from  the  University  of  Rome  in  1933. 
He  was  an  assistant  attending  surgeon  at 
Prospect  Heights  Hospital.  Dr.  Caravella  was 
a member  of  the  Kings  County  Surgical  Society, 
the  Medical  Society  of  the  County  of  Kings, 
and  the  Medical  Society  of  the  State  of  New 
York. 

Henry  Wisdom  Cave,  M.D.,  of  New  York 
City,  died  on  May  20  at  the  age  of  seventy-six. 
Dr.  Cave  graduated  in  1913  from  Johns  Hopkins 
University  School  of  Medicine.  He  was  a 
consulting  surgeon  at  Roosevelt  and  Harlem 
Hospitals  and  an  honorary  surgeon  at 
Southampton  Hospital  Association.  From  1945 
until  1953  he  was  a clinical  professor  of  surgery 
at  Columbia  University  College  of  Physicians 
and  Surgeons.  Dr.  Cave  was  a Diplomate 
(a  founder  Diplomate  in  1937)  of  the  American 
Board  of  Surgery,  a Fellow  (president  in  1950) 
of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Surgical  Association, 
the  New  York  Academy  of  Medicine,  the  New 
York  Surgical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Lawrence  Nelson  Cheeley,  M.D.,  of  Buffalo, 
died  on  January  26  at  the  age  of  fifty.  Dr. 
Cheeley  graduated  in  1939  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a 
member  of  the  Erie  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New 
York. 

Marjorie  Eleanore  Devlin,  M.D.,  of  The 
Bronx,  died  on  May  15  at  the  age  of  forty- 
three.  Dr.  Devlin  received  her  medical  degree 
from  the  University  of  Lausanne  in  1953. 

Henry  M.  Friedman,  M.D.,  of  New  York 
City,  died  on  May  27  at  the  age  of  seventy- 
nine.  Dr.  Friedman  graduated  in  1905  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  the  retired  supervisor  of 
the  Manhattan  office  of  the  Port  of  New  York 
(the  Barge  Office)  and  from  his  appointment  to 
the  United  States  Public  Health  Service  in 
1907  until  his  retirement  in  1955,  Dr.  Friedman 
had  been  responsible  for  the  medical  clearance 
of  all  ship  passengers  entering  the  port.  In 
1953  Dr.  Friedman  received  the  Superior 
Service  Award  of  the  Department  of  Health, 
Education,  and  Welfare  and  in  1954  he  was 
named  Waterfront  Man  of  the  Year  by  the 
Barnacles,  a well-known  waterfront  organiza- 
tion. He  was  a member  of  the  New  York 
County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Max  Griboff,  M.D.,  of  Brooklyn,  died  on 
January  17  at  the  age  of  seventy.  Dr.  Griboff 
graduated  in  1925  from  Yale  University  School 
of  Medicine.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings  and  the  Medical 
Society  of  the  State  of  New  York. 

George  William  Henry,  M.D.,  of  New  York 
City,  died  on  May  23  at  the  age  of  seventy-four. 
Dr.  Henry  graduated  in  1916  from  Johns 
Hopkins  University  School  of  Medicine.  He 
was  a consulting  psychiatrist  at  United  Hospital, 
Port  Chester,  and  medical  director  of  the  Brook- 
lea  Farm  Sanitarium.  Dr.  Henry  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry),  a Life  Fellow  of 
the  American  Psychiatric  Association,  and  a 
member  of  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  Westchester 
Academy  of  Medicine,  the  New  York  Society 
for  Clinical  Psychiatry,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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Irving  Jacobs,  M.D.,  of  Brooklyn,  died  on 
May  14  at  the  age  of  sixty-four.  Dr.  Jacobs 
graduated  in  1926  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
an  adjunct  ophthalmologist  at  Brooklyn  Eye 
and  Ear  Hospital.  Dr.  Jacobs  was  a Diplomate 
of  the  American  Board  of  Ophthalmology,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  New  York  Society  for  Clinical 
Ophthalmology,  the  Brooklyn  Ophthalmological 
Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Rose  Coleman  Lipton,  M.D.,  of  New  York 
City,  died  on  May  14  at  the  age  of  forty-four. 
Dr.  Lipton  graduated  in  1942  from  the  Uni- 
versity of  Texas  School  of  Medicine. 

Alfred  L.  Malabre,  M.D.,  of  New  York  City, 
died  on  May  24  at  the  age  of  seventy-nine. 
Dr.  Malabre  graduated  from  Georgetown 
University  School  of  Medicine  in  1908  and  the 
University  of  London  in  1916.  Retired  in 
1962,  he  was  an  honorary  surgeon  at  St.  Eliza- 
beth’s Hospital.  During  World  War  I he 
served  in  the  U.S.  Army  in  France  with  the 
rank  of  lieutenant  colonel,  and  before  the 
United  States  entry  into  the  war  was  a member 
of  the  Hoover  Commission  for  Relief  of  Belgium 
and  was  cited  for  his  work  by  King  Albert. 
Dr.  Malabre  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Natale  Salvatore  Scozzaro,  M.D.,  of  Brook- 
lyn, died  on  March  12  at  the  age  of  fifty-seven. 
Dr.  Scozzaro  received  his  medical  degree  from 
the  University  of  Bari  in  1936.  He  was  an 
associate  attending  physician  at  the  Hospital 
of  the  Holy  Family.  Dr.  Scozzaro  was  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Alvin  Murray  Street,  M.D.,  of  Putnam  Valley 
and  New  York  City,  died  on  May  17  at  the 
age  of  sixty-nine.  Dr.  Street  graduated  in 
1920  from  the  University  of  Texas  School  of 
Medicine.  He  was  a consulting  physician  in 
ear,  nose,  and  throat  at  St.  Clare’s  Hospital. 
Dr.  Street  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Norman  Treves,  M.D.,  of  New  York  City 
and  Hempstead,  died  on  May  17  at  the  age  of 
seventy.  Dr.  Treves  graduated  in  1920  from 
Johns  Hopkins  University  School  of  Medicine. 
He  was  an  emeritus  surgeon  at  Memorial  Hospi- 
tal for  cancer  and  Allied  Diseases,  New  York 
City,  a consulting  surgeon  at  New  York 
Infirmary,  a consulting  neoplastic  surgeon  at 
Nassau  Hospital,  Long  Beach  Memorial  Hospi- 
tal, South  Nassau  Communities  Hospital,  and 
Community  Hospital  of  Glen  Cove,  a consulting 
physician  in  neoplastic  disease  at  Mercy 
Hospital  and  a consulting  surgeon  in  breast 
surgery  at  Meadowbrook  Hospital.  A former 
associate  professor  of  clinical  surgery  at  Cornell 
University  Medical  College,  in  1933  Dr.  Treves 
was  founder  of  the  Nassau  Tumor  Clinic  at  the 
Nassau  County  Sanatorium,  Farmingdale,  later 
moved  to  Meadowbrook  Hospital,  and  for  his 
work  at  the  clinic  received  a medal  and  certifi- 
cate from  the  American  Cancer  Society.  In 
1940  he  received  the  Frank  Billings  gold  medal 
of  the  American  Medical  Association  and  in 
1959  the  James  Ewing  Society  gold  medal. 
Dr.  Treves  was  a Diplomate  of  the  American 
Board  of  Radiology,  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  American  Association  for  Cancer  Re- 
search, the  American  Radium  Society,  the 
James  Ewing  Society,  the  New  York  Academy 
of  Medicine,  the  Nassau  Surgical  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Books  Reviewed 


Hernia.  By  Amos  R.  Koontz,  M.D.  Octavo 
of  227  pages,  illustrated.  New  York,  Apple- 
ton- Century- Crofts,  1963.  Cloth,  $11.95. 

This  monograph  is  the  product  of  a long 
period  of  study  on  the  subject  of  hernia.  It 
represents  a surgeon’s  views  based  on  many 
years  of  thought  and  observation.  The  ideas 
and  convictions  expressed  by  the  author  in 
many  surgical  papers  are  compressed  into  a 
more  permanent  form  through  this  volume. 

The  author  emphasizes  the  thought  that 
operations  should  not  be  performed  by  rote  but 
by  careful  analysis  of  each  case.  He  discusses 
the  treatment  of  inguinal  hernia  as  well  as  the 
management  of  all  other  types  of  hernia.  Line 
drawings  and  photographs  abundantly  illustrate 
the  text. 

The  chapter  on  general  considerations  is  a 
most  valuable  portion  of  the  book.  In  this 
section  the  author  presents  general  principles 
of  diagnosis  and  treatment,  including  suture 
material  and  various  types  of  prosthesis. 

I recommend  this  book  for  the  resident  in 
surgery. — Allan  A.  Kane,  M.D. 

The  Psychological  Basis  of  Medical  Prac- 
tice. By  52  authors.  Edited  by  Harold  I. 
Lief,  M.D.,  Victor  F.  Lief,  M.D.,  and  Nina  R. 
Lief,  M.D.  Octavo  of  572  pages,  illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  Inc.,  1963.  Cloth,  $12.50. 

The  authors  are  well  qualified  to  undertake 
the  collaboration  and  editing  of  this  monumental 
work,  the  first  of  its  kind  to  bring  about  a 
balanced  blending  of  the  broad  array  of  psycho- 
logic factors  which  are  always  operating  in 
health  and  disease. 

This  much-needed  book  has  been  written 
primarily  for  the  medical  student  and  the  non- 
psychiatric physician.  All  those  working  with 
varying  degrees  of  mentally  ill  persons,  pre- 
vention of  mental  illness,  as  well  as  the  positive 
aspects  of  total  health  potential,  could  do  no 
better  than  to  carefully  browse  through  this 
well-organized,  comprehensive,  and  readable 
volume.  The  first  contribution,  “The  Doctor’s 
Task,”  by  Dr.  Tinsley  R.  Harrison,  sets  the 
key  for  the  multiplicity  of  facts  and  factors 
which  the  well-educated  physician  must  keep 
in  mind  if  he  is  to  continue  functioning  opti- 
mally. 

Each  section  is  followed  by  “Suggested  Read- 
ings” and  the  volume  is  rounded  out  by  an  ade- 
quate index. — Frederick  L.  Patry,  M.D. 

Vascular  Allergy  and  Its  Systemic  Mani- 
festations. By  Joseph  Harkavy,  M.D.  Oc- 


tavo of  304  pages,  illustrated.  Washington, 
Butterworths,  1963.  Cloth,  $10.75. 

The  author  of  this  textbook  on  allergy  has 
had  extensive  clinical  and  teaching  experience. 
Furthermore,  through  his  many  years  as  a prac- 
ticing allergist  in  the  period  of  development  and 
formulation  of  this  field  of  specialization,  he 
has  seen  much  to  write  about. 

Dr.  Harkavy’s  interest  in  tobacco  allergy, 
thromboangiitis  obliterans  and  vascular  allergy 
is  well  known.  Understandably,  his  coverage 
of  these  facets  is  instructive. 

The  vascular  syndromes  have  become  in- 
creasingly defined.  Furthermore,  the  auto- 
immune processes  which  explain  ever-increasing 
numbers  of  clinical  entities  make  it  apparent 
that  sensitization  of  the  vascular  systems  can  be 
either  generalized  or  localized.  The  book  calls 
attention  to  these  varied  patterns,  relating 
many  different  syndromes  to  immunologic 
alterations  in  the  vasculature. 

Dr.  Harkavy’s  studious  observations  and 
detailed  clinical  reports  are  highly  informative. 
His  book  will  have  a ready  appeal  to  the  al- 
lergist, internist,  and  even  the  heavily  occupied 
practitioner.  Personally,  I found  of  most  value 
the  chapters  on  allergic  vasculitis,  tobacco 
allergy,  and  allergic  carditis. — Joseph  H.  Fries, 
M.D. 

Applied  Gynecologic  Pathology.  By  J. 
Edward  Hall,  M.D.  Octavo  of  404  pages, 
illustrated.  New  York,  Appleton- Century- 
Crofts,  1963.  Cloth,  $10.95. 

The  author  says  in  his  preface  that  stressing 
the  knowledge  of  the  pathology  of  the  various 
clinical  entities  is  one  of  the  most  important 
features  of  the  book  and  the  reason  for  its  title. 

The  text  runs  the  gamut  of  gynecologic  dis- 
eases accompanied  by  their  related  pathology 
and  is  immediately  followed  by  their  treatment. 
The  symptoms,  pathology,  and  treatment  are 
thus  closely  associated.  The  book  is  clear,  con- 
cise, and  illustrated  with  numerous  well-chosen 
photomicrographs.  It  is  easy  to  read  and  easy 
to  commit  to  memory. 

Every  textbook  on  gynecologic  pathology 
claims  to  have  a simplified  classification  of 
ovarian  tumors  and  no  two  books  are  alike. 
This  book  is  no  exception  and  it,  too,  offers 
another  classification.  While  this  one  also  is 
not  simple,  it  at  least  has  the  virtue  of  lending 
itself  to  commitment  to  memory.  Every  chap- 
ter is  followed  by  a list  of  references. 

The  book  finishes  with  a chapter  on  exfoliative 
cytologic  examination  with  excellent  photomi- 

continued  on  page  1 778 
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Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 1681 

Antihypertensive  diuretics 

Hydromox 


Lous., 

Div.  Amer.  Cyanamid  Co.) 1670-1671 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 1669 

Dramamine  (G.  D.  Searle  & Co.) 1701 


Appetite  suppressants 

Methedrine  (Burroughs  Wellcome  & Company). . 1675 


Diagnostic  aids 

Hema-Combistix  (Ames  Company) 3rd  cover 

Tine  Test 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 1702 

Foods 

Corn  Oil  Margarine  (J.  H.  Filbert,  Inc.) 1679 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Co.) 1677 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 

Topical  antibiotics 

Furacin  (Eaton  Laboratories) 1693 

Tranquilizers 

Miltown  (Wallace  Laboratories) 1690-1691 

Vistaril  (Pfizer  Laboratories) 1684-1687 

Vaginal  hygiene 

Delfen  (Ortho  Pharmaceutical  Corporation) 1689 
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crographs.  The  chief  value  of  this  chapter  is 
not  so  much  in  learning  how  to  read  the  stained 
slides  but  being  able  to  know  how  to  take  the 
smear  properly  and  spread  it  on  the  slide  prop- 
erly for  staining  by  someone  who  has  experience 
in  this  field  of  pathology. 

This  has  now  become  an  important  part  in  the 
private  practice  of  gynecology  and  in  the  gy- 
necologic clinics.  The  laity  is  now  so  well  in- 
formed that  they  ask  for  the  “Cancer  Smear.” 
It,  therefore,  behooves  all  practitioners  who  do 
even  occasional  gynecology  to  learn  how  to  take 
the  exfoliative  smear  properly. 

The  book  is  highly  recommended  for  medical 
students,  interns,  residents  in  gynecology, 
and  general  practitioners. — Jacob  Halperin, 
M.D. 

Steroid  Drugs.  By  Norman  Applezweig. 
Octavo  of  742  pages,  illustrated.  New  York, 
The  Blakiston  Division,  McGraw-Hill  Book 
Company,  Inc.,  1962.  Cloth,  $25. 

This  book  is  an  excellent  answer  to  the  needs 
of  those  interested  in  developing  research  and 
the  production  of  steroids.  It  is  masterfully 
written  by  an  exceptionally  well  informed  and 
capable  pioneer  who  has  studied  all  its  phases. 
It  is  replete  with  production  flow  sheets,  process 
data,  charts  showing  relation  of  structure  to 
function,  and  tables  of  compounds  having  simi- 
lar biologic  activity.  It  is  written  for  business 
men,  government  officials  who  must  spend  re- 
search dollars,  pharmaceutical  executives,  chem- 
ists, and  teachers.  Even  the  biologist  and 
clinician  will  find  it  interesting.  The  chapter 
on  adrenal  hormones  is  particularly  well  done. 
The  chapter  on  atherosclerosis  could  be  im- 
proved by  the  mention  of  congenital  cholesterol 
deposits  in  blood  vessels.  The  format  is  per- 
fect and  the  reading  is  easy  on  the  eye  and  brain. 
More  than  half  of  the  book  is  a complete  catalog 
of  1,800  biologically  active  steroids  coded  ac- 
cording to  their  structure. — Bernard  Seligman, 
M.D. 

External  Infections  of  the  Eye.  By  Helena 
Biantovskaya  Fedukowicz,  M.D.  Octavo  of 
228  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1963.  Cloth,  $16.50. 

This  superb  study  fills  a void  as  the  subject 
matter  has  not  previously  been  covered  in  a 
textbook  in  English.  It  is  lucid,  comprehen- 
sive, and  beautifully  illustrated,  mostly  in  color. 
In  addition  to  descriptions  of  bacteria,  viruses, 
fungi,  and  miscellaneous  agents  (Pityrosporum 
ovale,  Aspergillus,  Mucor,  Superficial  Mycoses) , 
there  is  a valuable  chapter  on  the  technic  of 
laboratory  procedures.  Every  ophthalmologist 
and  bacteriologist  should  have  this  book  in  his 
library. — Jesse  M.  Levitt,  M.D. 

Obstetrics  and  Gynecology.  By  J.  Robert 
Willson,  M.D.,  Clayton  T.  Beecham,  M.D.,  and 
Elsie  Reid  Carrington,  M.D.  Second  edition. 
Octavo  of  738  pages,  illustrated.  St.  Louis, 


The  C.  V.  Mosby  Company,  1963.  Cloth, 
$13.75. 

This  second  edition  continues  the  trend,  al- 
ready established  in  the  earlier  edition,  of  in- 
tegrating the  varied  facets  of  obstetrics  and 
gynecology  into  a unified  discipline.  From 
conception  to  senescence,  the  sequential  events 
experienced  by  the  female  are  effectively  pre- 
sented. The  addition  of  a provocative  chapter 
on  the  psychology  of  women  serves  to  emphasize 
the  comprehensive  care  of  the  patient.  Discus- 
sions of  pediatric  gynecology,  fetal  and  placental 
physiology,  endocrinology  and  cardiovascular- 
renal  function  have  been  carefully  revised. 
The  practical  considerations  in  the  manage- 
ment of  abortion,  ectopic  pregnancy,  bacterial 
shock,  coagulation  defects,  and  trophoblastic 
tumors  are  updated. 

The  authors  have  succeeded  in  their  purpose 
of  writing  an  authoritative  text  suitable  for 
medical  students.  The  added  description  of 
operative  technics  also  makes  this  work  particu- 
larly useful  for  the  general  practitioner. — 
Alexander  H.  Rosenthal,  M.D. 

The  Complications  of  Modem  Medical 
Practices.  By  David  M.  Spain,  M.D.  Oc- 
tavo of  342  pages,  illustrated.  New  York, 
Grune  & Stratton,  1963.  Cloth,  $12.75. 

The  editor  and  principal  author  David  M. 
Spain,  M.D.,  an  authority  in  the  field  of  pa- 
thology, points  out  many  of  the  disorders  due  to 
diagnostic  and  therapeutic  intervention.  The 
91  illustrations  are  chiefly  gross  and  microscopic 
views  of  lesions  caused  by  drugs  and  doctors. 
Rare  and  bizarre  iatrogenic  conditions  are 
discussed  in  detail,  while  a few  common  and 
serious  illnesses  such  as  gastric  bleeding  from 
aspirin  and  other  salicylates  are  not  mentioned. 
On  the  whole  this  is  an  excellent  encyclopedia 
of  the  undesirable  complications  of  modern 
medicine.  Browsing  through  it  should  have  a 
sobering  effect  on  any  enthusiast  for  Galenical 
practice,  needle  biopsy,  and  routine  digitaliza- 
tion.— William  Dock,  M.D. 

Calcifications  of  the  Heart.  By  Jerome  H. 
Shapiro,  M.D.,  Harold  G.  Jacobson,  M.D., 
Berta  M.  Rubinstein,  M.D.,  Maxwell  H. 
Poppel,  M.D.,  John  B.  Schwedel,  M.D.,  and 
A Contribution  on  Cineradiography  by 
Joseph  Jorgens,  M.D.  Octavo  of  198  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
1963.  Cloth,  $12.50. 

The  authors  jointly  have  many  years  of  ex- 
perience with  and  exposure  to  heart  disease.  In 
this  monograph  they  attempt  to  describe  the 
appearances  of  the  variously  encountered 
cardiac  calcifications  and  thus  provide  a single 
reference  source  for  a subject  about  which  much 
has  been  written  but  in  scattered  publications. 
Such  a reference  should  be  of  interest  to  all 
concerned  with  interpretation  of  heart  films. 

Chapters  are  devoted  to  technic,  calcification 
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CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 .00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


PINEWOOD  Physician  in  Charge 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR"SG 

Five  Acres  of  Pinewo-'  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


WANTED:  ASSOCIATE  OR  PARTNER  IN  GENERAL 
practice,  town  1,900;  Finger  Lakes  area  near  Cornell 
University;  10  min.  from  hospital;  3 doctors  in  town. 
Call  607-387-7921,  Eugene  S.  Farley,  Jr.,  M.D.,  Trumans- 
burg,  N.  Y. 


GENERAL  PRACTITIONER  TO  BE  ASSOCIATED 
with  internist,  surgeon,  and  obstetrician.  Small  city  in 
Finger  Lakes  Region.  Modern  school  system.  Within 
short  drive  of  two  metropolitan  medical  centers.  Area 
serves  40,000.  Two  local  accredited  hospitals.  Guaran- 
teed minimum  salary.  Box  929,  % N.Y.  St.  Jr.  Med. 


PEDIATRICIAN  TO  BE  ASSOCIATED  WITH  INTERN- 
ist,  surgeon,  and  obstetrician.  Small  city  in  Finger  Lakes 
Region.  Modern  school  system.  Within  short  drive  of 
two  metropolitan  medical  centers.  Area  serves  40,000. 
Two  local  accredited  hospitals.  Guaranteed  minimum 
salary.  Box  930,  % N.Y.  St.  Jr.  Med. 


PHYSICIAN,  RESIDENT,  LIC’D.  SMALL  HOME  FOR 
the  aged  in  Brooklyn.  Private  quarters  provided;  must 
sleep  in.  Box  927,  % N.  Y.  St.  Jr.  Med. 


POSITIONS  AS  FULL  TIME  EMERGENCY  ROOM 
physicians  available  at  the  Greenpoint  Hospital  in 
Brooklyn,  starting  July  1,  1964.  Apply  Department  of 
Surgery,  Jewish  Hospital  of  Brooklyn,  555  Prospect  Place, 
Brooklyn,  New  York. 


WANTED:  BOARD  TRAINED  ANESTHESIOLOGIST. 
Join  group,  2 partners.  Salary  first  year,  then  partner- 
ship. Small  community  near  metropolitan  New  York. 
Box  895,  % N.Y.  St.  Jr.  Med. 


PERU,  NEW  YORK  NEEDS  A G.P.  GENERAL  PRAC- 
titioner  desired  for  4,000  pop.  community  at  Peru,  N.Y. 
Two  hospitals  within  10  miles;  3,000  pupil  central  school. 
$6,000  guaranteed  income  from  municipal  sources.  Ideal 
area  in  heart  of  Adirondacks  on  Lake  Champlain.  Call 
reverse  or  write  to:  Mr.  Charles  H.  Lewis,  24  Clinton  St., 
Plattsburgh,  N.Y.,  Tel:  518  JO  1-1980  or  Mr.  Wilfred 
Rock,  Supvr.,  Peru,  N.Y.,  Tel:  518  MI  3-9001. 


DERMATOLOGIST  FOR  NEW  MEDICAL  CENTER  IN 
new  expanding  IBM  area,  Westchester  County.  914 
AR  3-3046. 


GENERAL  PRACTITIONER— ASSOCIATE  WITH 

well  established  medical  group  on  the  South  Shore  of  Long 
Island’s  summer  resort  area.  $12,000  per  annum,  $1,500 
car  allowance,  bonus  arrangement,  partnership.  Write 
or  call  Patchogue  Medical  Group,  1 Roe  Blvd.,  Patchogue, 
New  York.  516  GRover  5-3900. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario;  heart  of  dairy  and  fruit  farm- 
ing area.  Well  equipped  office  and  attractive  home  avail- 
able, excellent  schools.  Unlimited  practice.  Please  reply 
to:  John  Hall,  Red  Creek,  New  York. 


STAFF  PSYCHIATRIST,  BOARD  ELIGIBLE  OR 
certified,  for  402-bed  GM&S  Hospital  with  Mental  Hygiene 
Clinic.  Salary:  $11,725  to  $17,210  depending  on  ex- 

perience and  qualifications.  U.S.  citizenship  and  licensure 
required.  Write  Chief  of  Staff,  YAH,  Tucson,  Arizona. 


PHYSICIANS  WANTED— CONT’D 


OBSTETRICIAN  FOR  NEW  MEDICAL  CENTER  IN 
new  expanding  IBM  area,  Westchester  County.  914  AR 
3-3046. 


LOST:  GOOD  COUNTRY  DOCTOR  AFTER  50  YEAR 
PRACTICE.  Wanted:  replacement.  Year  around  resi- 
dents, summer  and  winter  sports.  Children’s  camps, 
summer  homes;  community  spirit  excellent.  Doctor’s 
house  and  office  available.  Box  194,  Pottersville,  New 
York. 


GENERALIST  TO  ESTABLISH  STAFF  2 MEN.  BEAU- 
tiful  new  medical  building,  equipped  to  suit.  Independent 
practice,  prosperous  upstate  community.  Excellent 
schools,  recreation.  On  thruway.  Box  946,  % N.Y.  St. 
Jr.  Med. 


ONCE-IN-A-CAREER  OPPORTUNITY  FOR  AN 
M.D.  to  become  an  associate  in  a well  established  practice 
in  Queens.  Salary  to  start  $12,000.  State  age,  training, 
experience,  availability,  etc.  P.O.  Box  233,  Forest  Hills  75, 
New  York. 


G.P.  OR  SPECIALIST  FOR  WANTAGH-SEAFORD 
area,  L.I.,  N.Y.  Dentist  will  consider  sharing  space. 
Luxurious  grounds.  Front  106  feet.  Box  945,  % N.Y. 
St.  Jr.  Med. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed, 
due  to  three  recent  vacancies.  Recreation  Center;  ade- 
quate hospital,  education  and  social  activities.  Minimum 
income  guarantee.  W.  B.  Sheldon,  Admin.,  Margaret- 
ville Hospital. 


RESIDENT  PHYSICIAN  FOR  GIRLS  A-l  MAINE 
Camp.  July  28-August  28.  Call  Plaza  3-7261  for  in- 
terview. 


ORTHOPEDIST  SEEKING  SPECIALIST  TO  SHARE 
office  in  choice  office  building  at  A-l  location  in  central 
Queens.  Box  950,  % N.Y.  St.  Jr.  Med. 


HOUSE  PHYSICIAN— FOR  100  BED  MODERN  PRO- 
gressive  general  hospital,  located  60  miles  from  New 
York  City.  Applicants  must  be  E.C.F.M.G.  qualified 
and  eligible  for  permanent  visa.  Offer  $500  monthly, 
plus  complete  maintenance  and  large  furnished  house. 
Start  July  1,  August  1,  or  September  1,  1964.  Contact 
Robert  L.  Feil,  Administrator,  Cornwall  Hospital,  Corn- 
wall, New  York,  Kellogg  4-3240. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Requests  for  Sept,  graduates  are  being  processed  now. 


INTERNIST,  BOARD  ELIGIBLE,  AGE  30,  SEEKS 
association  with  individual  or  group,  Westchester  or  Rock- 
land County.  Box  933,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  QUALIFIED,  SEEKS 
position  in  New  York  City  or  vicinity.  Box  935,  % 
N.Y.  St.  Jr.  Med. 
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POSITIONS  WANTED— CONT’D 


ANESTHESIOLOGIST,  FACA,  BOARD  ELIGIBLE, 
desires  fee  for  service  or  group  arrangement  in  Metro- 
politan area.  Box  941,  % N.Y.  St.  Jr.  Med. 


INTERNIST-CARDIOLOGIST  (ADULT  & PEDI- 
atric),  Board  eligible;  age  34;  Cardiac  Catheterization 
experience.  Seeks  hospital  or  other  association.  Box 
947,  % N.Y.  St.  Jr.  Med. 


Calling  Dr. ? 

A PROFESSIONAL  SUITE  AT 

THE  CHELSEA  LANE 

16  West  16th  St.  at  5th  Ave. 

IS  NOW  AVAILABLE 

A spacious  professional  apartment  in  a modern  building. 
Choice  location,  every  convenience,  every  fine  appoint- 
ment. Apply  on  premises  daily  & Sunday. 

YU  9-7887 


PRACTICES  FOR  SALE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


GENERALIST  TO  TAKE  OVER  OLD,  ESTABL:  PRAC- 
tice  in  beaut,  home-office,  compl.  equipped,  furn.  Up- 
state, through wy  exit.  Accred.  hosp.,  Health  Off.,  school 
jffiys.  pos.  Immed.  income.  Box  934,  % N.Y.  St.  Jr. 


LONG  BEACH,  L.  I.:  NEW  MEDICAL  OFFICE  FOR 
rent,  in  apartment  building.  Excellent  location.  Rent 
reasonable.  914  OW  9-5656. 


NEW  PROFESSIONAL  BUILDING  NEXT  TO  MIDWAY 
Shopping  Center,  Scarsdale.  All  fields  of  medicine.  Air- 
conditioned,  ample  parking.  Will  build  to  suit.  August 
occupancy.  (914)  Owens  3-2141. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  4*5.  Send  just  letterhead  to: 
Jackrabbit  Service,  Box  299,  East  Norwich,  N.Y. 


( 


PROFESSIONAL  OFFICE  BUREAU 


85th  St.  Off  Park  Ave. 

3 rms  and  bath.  Fine 
co-op  bldg.  Private 
street  entrance. 

$330.33  mo. 


57th  St.  Off  Sutton  Place 

Co-op  for  Sale.  Ap- 
prox. 500  sq.  ft.  3 rms 
and  bath.  Private 
street  entrance. 

$11,550,  easy  terms 


For  other  choice  locations,  call  Mr.  Manning  Brown,  LE  5-1960 


BROWN,  HARRIS,  STEVENS,  INC. 


J 


EQUIPMENT 


FOR  SALE:  COMPLETE  E.N.T.  INSTRUMENTS  & 
equipment,  including  office  furniture  in  very  good  con- 
dition. Box  939,  % N.Y.  St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT 


DOCTOR  NEEDED,  YONKERS,  BX  RIVER  RD.  FOR 
sale,  new  2 fm.  brick,  lge.  prop.;  cor.  parking.  Exc.  loc. 
in  area  of  new  luxury  apts.  914  BE  7-5271  eves. 


HUNTINGTON  (MELVILLE),  L.I.  BUILDING, 
Route  110.  Now  medical  office;  ideal  location;  sale  or 
rent.  Call  516  HA  1-3656. 


OFFICES  AVAILABLE,  BEECHURST  MEDICAL  CEN- 
ter.  Excellent  opportunities — all  medical,  surgical,  and 
dental  specialties;  especially  suitable  for  ENT  and  pedia- 
trics. Attractive,  growing  area.  For  information,  call 
212  IN  3-3200. 


LINDENHURST,  L.I.,  N.Y.  NEW  PROFESSIONAL 
offices  for  rent.  Two  specially  designed  medical  suites; 
air  conditioned,  2 lavatories;  ample  parking  space.  600 
sq.  ft.  each.  $200.  Karp,  30  E.  Sunrise  H’way,  516  TU 
8-1683. 


FOR  SALE:  MEDICAL  OFFICE  WITH  HOUSE  AVAIL- 
able.  Ideal  for  young  physician  with  family.  Home 
completely  furnished;  4 bedrooms,  2 ' /i  baths,  etc.  Located 
close  to  hospitals,  churches,  and  schools.  Physician  with 
established  practice  moving  out.  Asking  $21,500.  Box 
940,  % N.Y.  St.  Jr.  Med. 


FOR  SALE:  OFFICES,  PRACTICE,  RESIDENCE 

plus  third  floor  income  apartment.  Equipment  with 
x-ray.  Midtown  Buffalo.  Priced  below  real  estate  value. 
Box  948,  % N.Y.  St.  Jr.  Med. 


EXCEPTIONAL  LOCATION,  MANHATTAN.  NO 
medical  specialist  in  upper  and  middle  income  2500 
apartment  city.  Dentist  will  rent  half  of  his  large  suite. 
Call  212  MOnument  3-8200. 


FOR  RENT.  ESTABLISHED  DECEASED  OPHTHAL- 
mologist  equipped  office,  private  building  entrance,  suit- 
able other  specialties;  1 block  subway,  buses.  Ja.  3-7300 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


July  1,1964  / New  York  State  Journal  of  Medicine  1781 


continued  from,  page  1778 

of  coronary  arteries,  sinus  of  Valsalva 
aneurysms,  ductus  arteriosus,  left  atrium,  car- 
diac tumors,  pericardial,  myocardial,  valves, 
and  rings.  The  text  concludes  with  a chapter 
on  cineradiography  by  Dr.  Jorgens. 

With  the  exception  of  posteroanterior  films  to 
demonstrate  valvular  calcifications,  reproduc- 
tions are  excellent.  Several  figures  are  in  many 
parts  and  occupy  more  than  one  page;  captions, 
however,  appear  only  under  the  initial  part  of 
such  figures.  This  makes  for  unnecessary  back 
reference  to  previous  pages. 

Text  is  in  need  of  revision.  Some  discussions 
are  cursory  and  others  are  tedious  reviews  of 
argumentative  literature.  Many  clinical  dis- 
cussions seem  tangential  to  the  purpose  of  the 
monograph.  There  is  a lack  of  needed  illus- 
trative diagrams  except  in  the  section  by  Dr. 
Jorgens.  Pulmonic  and  tricuspid  valvular 
calcifications  are  not  considered. 

It  is  hoped  that  in  future  editions,  the  authors 
will  more  strictly  adhere  to  their  intent  to 
demonstrate  cardiac  calcifications  and  will 
expand  the  scope  of  their  work  to  include 
calcifications  of  the  great  vessels  — Solomon 
Schwartz,  M.D. 


Medical  Hydrology.  Edited  by  Sidney  Licht, 
M.D.  Assisted  by  Herman  L.  Kamenetz, 
M.D.  Octavo  of  714  pages,  illustrated.  New 
Haven,  Conn.,  Elizabeth  Licht,  Publisher, 
1963.  Cloth,  $16. 

This  is  a very  extensive  volume  with  numerous 
contributors  from  various  parts  of  the  world 
concerning  the  therapeutic  use  of  water.  The 
major  content  of  the  book  is  devoted  to  “spa 
therapy.”  There  are  several  chapters  of  an  ex- 
tremely technical  nature  devoted  to  the  chemis- 
try and  physiology  of  water  and  several  chapters 
on  the  history  of  spa  therapy,  both  in  America 
and  abroad. 

The  editor  of  the  book  states  he  is  “neither 
for  or  against  spa  therapy  but  is  for  the  publi- 
cation of  knowledge  that  gives  sick  people 
comfort  or  true  hope.”  He  recognizes  that  a 
book  of  this  type  is  highly  controversial  and 
may  not  receive  universal  acceptance,  especially 
by  American  physicians.  He  admits  that 
proponents  of  spa  therapy  have  made  “many 
false  claims  in  the  past,”  but  states  that  “dur- 
ing this  century  there  has  been  a fairly  good 
balance  and  that  a patient  with  progressive 
joint  stiffening  prefers  to  sit  out  the  debate  in  a 
soothing  warm  bath  of  a spa.”  From  a 
scientific  point  of  view,  a statement  of  this  sort 
admittedly  will  cause  some  lifting  of  eyebrows 
and  possibly  weigh  the  balance  in  favor  of  the 
skeptics. 

However,  when  one  reviews  the  various  chap- 
ters the  present  composition  of  some  of  the 
spas  described,  one  cannot  help  but  come  to  the 
conclusion  that  all  other  things  failing,  what 
harm,  if  not  much  good,  can  come  from  a visit 
to  a spa.  As  described,  a patient  relaxes  in  a 


very  pleasant  environment,  usually  in  a com- 
fortable climate,  with  people  whose  complaints 
and  ailments  are  similar,  where  diets  are  con- 
trolled, medical  advice  is  available,  and,  in 
many  instances,  rehabilitation  facilities  are 
present  to  aid  those  who  are  suffering  from 
marked  physical  disabilities.  The  one  major 
difference  of  a spa  is  that  it  is  useful  not  just  for 
the  so-called  “ailing  in  body”  but  for  well  people 
who  are  seeking  relaxation  and  possible  relief  of 
daily  pressures  and  tensions. 

The  author  points  out  that  until  this  book 
was  published  the  average  physician  did  not 
have  available  to  him  some  of  the  alleged 
physiologic  benefits  of  water  and  the  listing  and 
location  and  description  of  various  spas  in  all 
parts  of  the  world.  Included  in  this  volume  are 
excellent  chapters  on  exercise  and  swimming, 
several  chapters  on  “peloids”  (mud  baths  and 
packs),  and  the  current  very  popular  “sauna.” 

This  rather  technical  reference  book  should 
prove  useful  in  the  libraries  of  physiatrists, 
orthopedists,  rheumatologists,  and  medical 
libraries  where  such  references  should  be 
sought.  It  has  a limited  usefulness  for  the 
general  practicing  physician. — S.  G.  Feuer, 
M.D. 


An  Rh-Hr  Syllabus;  The  Types  and  Their 
Applications.  By  Alexander  S.  Wiener,  M.D., 
and  Irving  B.  Wexler,  M.D.  Second  edition. 
Octavo  of  108  pages,  illustrated.  New  York, 
Grune  & Stratton,  1963.  Cloth,  $4.50. 

This  monograph  represents  a revision  seven 
years  after  its  first  presentation.  It  presents 
concisely  the  authors  wide  experience  in  the 
field  of  immuno-hematology.  As  such,  few 
other  people  could  have  produced  this  fine  re- 
view of  a rather  complex  field.  The  mono- 
graph is  highly  recommended  for  its  authorita- 
tiveness and  importance  to  those  interested  in 
hematology  and  transfusion. — Alan  N.  Morri- 
son, M.D. 


Physiology  of  the  Circulation  in  Human 
Limbs  in  Health  and  Disease.  By  John  T. 
Shepherd,  M.D.  Octavo  of  416  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1963.  Cloth,  $12. 

In  writing  this  book,  Dr.  Shepherd  attempts 
to  correlate  and  analyze  the  available  data  of 
the  past  ten  years  on  physiologic  research  in  the 
cardiovascular  system.  The  text  is  intended 
for  the  graduate  student,  the  young  investigator, 
the  experienced  investigator,  and  the  clinician 
who  wishes  to  have  a basic  source  of  informa- 
tion on  the  behavior  of  human  blood  vessels  in 
health  and  disease. 

The  author  describes  normal  phenomena 
and  discusses  how  blood  vessel  activity  is 
modified  in  disease  entities. 

All  in  all,  the  book  is  an  excellent  reference  on 
particular  vascular  problems  brought  up  to  date 
in  the  physiology  of  the  circulation  in  health 
and  disease  in  man. — Hugh  L.  Murphy,  M.D. 
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Useful  for  control  of 
—psychic  tension, 

whether  situational  or  stress-induced 
—psychic  tension 
of  the  common  psychoneuroses 
— psychic  tension  mixed  with 
depressive  symptoms 
—emotional  tension 
intensified  by  somatic  complaints 


Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reactions  stem- 
ming from  stressful  circumstances  or  whenever  somatic  complaints  are  concomi- 
tants of  emotional  factors.  It  is  useful  in  psychoneurotic  states  manifested  by 
anxiety,  tension,  fear  and  fatigue.  Valium  (diazepam)  may  also  be  useful  in  acute 
agitation  due  to  alcohol  withdrawal.  Valium  (diazepam)  may  be  of  use  to  alleviate 
muscle  spasm  associated  with  cerebral  palsy  and  athetosis. 


Dosage  and  administration 

Mild  to  moderate  psychoneurotic  reactions:  Manifested  by 
anxiety-tension  alone  or  with  depressive  symptomatology, 
agitation,  restlessness,  psychophysiological  disturbances 

Severe  psychoneurotic  reactions:  Where  severe  anxiety, 
fear,  agitation,  aggression  or  hostility  exist  alone  or  with 
depressive  symptoms 

Alcoholism:  As  an  aid  in  symptomatic  relief  of  acute  agi- 
tation, tremor,  impending  or  acute  delirium  tremens  and 
hallucinosis 


Muscle  spasm  associated  with  cerebral  palsy  or  athetosis 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times  daily 


5 mg  to  10  mg, 

3 or  4 times  daily 


10  mg,  3 or  4 times 
during  the  first  24 
hours;  reducing  to 
5 mg,  3 or  4 times 
daily  as  needed 

2 mg  to  10  mg, 

3 or  4 times  daily 


Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  patients  with 
a history  of  convulsive  disorders  or  patients  with  a history  of  glaucoma. 

Warning:  Valium  (diazepam)  is  not  of  value  in  dealing  with  psychotic  patients 
manifesting  anxiety  and  should  be  avoided  when  there  is  reason  to  believe  the 
patient  is  psychotic. 

Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the  dosage 
to  the  smallest  effective  amount  to  preclude  the  development  of  ataxia  or  over- 
sedation (not  more  than  1 mg,  1 or  2 times  daily  initially,  to  be  increased  gradu- 
ally as  needed  and  tolerated).  As  is  true  of  all  CNS-acting  drugs,  until  the  correct 
maintenance  dosage  is  established,  patients  receiving  Valium  (diazepam)  should 
be  advised  against  possibly  hazardous  procedures  requiring  complete  mental  alert- 
ness or  physical  coordination.  Driving  an  automobile  during  the  period  of  Valium 
(diazepam)  therapy  is  not  recommended.  In  general,  the  concurrent  administra- 
tion of  Valium  (diazepam)  and  other  psychotropic  agents  is  not  recommended.  If 
such  combination  therapy  is  used,  careful  consideration  should  be  given  to  the 
pharmacology  of  the  agents  to  be  employed  with  Valium  (diazepam)  — particularly 
with  known  compounds  which  may  potentiate  the  action  of  Valium  (diazepam), 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and  other  antidepressants. 
Since  Valium  (diazepam)  has  a central  nervous  system  depressant  effect,  patients 
should  be  advised  against  the  simultaneous  ingestion  of  alcohol  and  other  central 
nervous  system  depressant  drugs  during  Valium  (diazepam)  therapy.  Safe  use  of 
Valium  (diazepam)  during  pregnancy  has  not  been  established.  The  usual  pre- 
cautions are  indicated  when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety 
states  where  there  is  any  evidence  of  impending  depression;  particularly  the  recog- 
nition that  suicidal  tendencies  may  be  present  and  protective  measures  may  be 
necessary.  The  usual  precautions  in  treating  patients  with  impaired  renal  or 
hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been  reported;  in 
most  instances  these  are  dose-related  and  may  be  avoided  by  proper  dosage  adjust- 
ment. Mild  nausea  and  dizziness  may  occur  on  occasion.  As  with  any  new  agent, 
when  it  is  administered  for  protracted  periods  of  time,  periodic  blood  counts  and 
liver  function  tests  are  advisable.  Abrupt  cessation  after  prolonged  overdosage 
may,  in  some  patients,  produce  withdrawal  symptoms  (e.g.,  convulsions,  tremor, 
abdominal  and  muscle  cramps,  vomiting,  sweating)  similar  to  those  seen  with 
barbiturates,  meprobamate  and  Librium®  (chlordiazepoxide  HC1).  Changes  in 
EEG  patterns  have  been  observed  in  patients  during  and  after  Valium  (diazepam) 
treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation,  sleep  disturb- 
ances, acute  hyperexcited  states  and  hallucinations  have  been  reported.  Other  side 
effects  noted  have  been  blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash. 

Valium  (diazepam)  is  available  as  S-mg  and  2 -mg  tablets.  For  convenience  and 
economy  in  prescribing,  both  strengths  are  supplied  in  bottles  of  50. 

Roche  Laboratories  endorses  the  principle  of  caution  in  the  administration  of  any 
therapeutic  agent  to  pregnant  patients. 
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“...No  other  disease  has  caused 
so  much  feeling  of  inferiority"  as 
acne.1  pHisoHex  “...is  a valuable 
part  of  the  management... since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora.”2 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.3 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
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of  100  patients  using  pHisoHex 
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CONTACT  DERMATITIS?  ECZEMA?  ATOPIC  DERMATITIS? 

ARISTOCORT®  Triamcinolone  Acetonide  offers  unsurpassed  topical  treatment  for 
inflammatory  dermatoses.  Sparing  application  to  the  affected  area  3 or  4 times  daily 
provides  effective  symptomatic  relief  and  objective  improvement.  It  is  available  both  as 
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Systemic  steroid  effects  (including  subcapsular  cataract)  are  uncommon  but  are  pos- 
sible, particularly  when  occlusive  dressing  is  used.  Contraindicated  in  Tuberculosis  of 
the  skin,  herpes  simplex,  chickenpox,  vaccinia  and  fungal  diseases. 
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BARB A-NIACIN  provides  prompt  and  effective  relief  without 
the  hazards  of  phenobarbital  hypersensitiveness.*  This  safer 
and  better  sedative  is  indicated  for  all  the  uses  of  pheno- 
barbital. 


Tranquility  restored,  the  path  to  recovery  is  opened  up  in 
many  diseases.  For  example,  the  prognosis  may  be  improved 
in  angina  pectoris,  peptic  ulcer,  renal  or  gallstone  colic. 

BARBA-NIACIN  tablets  contain  phenobarbital  Vi  gr.  and 
niacin  XA  gr.  The  side  effects  of  phenobarbital,  due  to  hyper- 
sensitiveness, are  avoided  by  combination  with  niacin.*  The 
recommended  adult  dose  is  1 tablet  up  to  4 times  a day. 

For  insomnia,  a single  dose  of  BARBA-NIACIN  FORTE 
(phenobarbital  IV2  gr.  and  niacin  3A  gr.)  should  be  taken  on 
retiring. 


BARBA-NIACIN® 

Phenobarbital  14  gr*  — Niacin  % gr. 


Supplied  in  bottles  of  1 00  scored  tablets . 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the  side 
effects  due  to  hypersensitiveness.  Like 
phenobarbital,  it  is  contraindicated  for  drug 
addicts  or  patients  with  impaired  renal  or 
hepatic  elimination. 


COLE  CHEMICAL  COMPANY  nys-7 

3715-31  Laclede  Avenue 
St.  Louis,  Missouri  63108 


♦Feinblatt,  T.  M.,  and  Ferguson, 
E.  A.,  Jr.,  Phenobarbital  idio- 
syncrasy, avoidance  by  use  of 
phenobarbital-niacin,  New  York 
State  J.  Med.  62:221-3,  1962. 


Gentlemen:  Please  send  me  clinical  sample,  reprint  and 
professional  literature. 


...  Street 


City Zone State 
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Month  in  Washington 


A new  Food  and  Drug  Administration  regula- 
tion requires  manufacturers  to  submit  proof  of 
effectiveness  of  drugs  cleared  between  1938  and 
June  20,  1963,  and  still  on  the  market. 

This  retroactive  regulation  was  the  most  con- 
troversial of  a group  of  new  drug  regulations 
issued  under  the  Kefauver- Harris  F.D.A.  Act 
amendments  enacted  into  law  in  1962. 

The  Pharmaceutical  Manufacturers  Associa- 
tion said  the  government  was  “making  a mis- 
take in  blanketing  in  drugs  which  have  been 
regarded  as  old,  safe  and  effective.”  The 
P.M.A.  questioned  whether  the  F.D.A.  “has 
put  too  broad  an  interpretation  on  the  1962  drug 
amendments.” 

In  protesting  such  a regulation  before  it  was 
issued  in  final  form,  the  P.M.A.  said  a retroac- 
tive regulation  would  comprise  “such  sweeping 
requests  for  information  as  to  be  unreasonably 
burdensome  on  the  industry.  . .and  ultimately 
on  the  Food  and  Drug  Administration.” 

“The  consumption  of  manpower,  particularly 
of  scarce,  highly  trained  scientific  personnel,  that 
would  be  required  to  comply  with  the  proposed 
regulations  is  staggering  and  bears  no  reasonable 
relationship  to  any  possible  benefit  to  the 
public,”  the  P.M.A.  said. 

“In  fact,  the  demand  on  the  time  of  the 
scientific  personnel  of  our  member  companies 
would  be  of  such  magnitude  that  it  would  im- 
pede and  delay  clinical  research  and  the  de- 
velopment of  new  drugs.  Needless  to  say  such 
a result  would  not  be  in  the  public  interest.” 

Drug  manufacturers  had  argued  that  so- 
called  “grandfather  rights”  allowed  them  to 
continue  to  make  claims  contained  in  new  drug 
applications  cleared  in  the  past,  and  that  they 
should  not  now  have  to  produce  medical  evi- 
dence to  support  these  claims. 

The  F.D.A.  disagreed.  It  held  that  Con- 
gress, in  passing  the  drug  amendments  in  1962, 
specifically  made  it  the  agency’s  duty  to  review 
all  medical  claims  for  “new  drugs”  cleared  in 
the  past  on  safety  alone,  “with  the  intention  that 
any  claim  unsupported  by  substantial  medical 
evidence  should  be  discontinued  after  next 
October.” 

The  F.D.A.  held  that  the  “grandfather 
clause”  gives  the  right  to  make  unsupported 
claims  for  only  two  classes  of  drugs:  (1)  those 
on  the  market  before  1938  and  therefore 
exempted  from  new-drug  clearance  by  the  1938 
Act,  and  (2)  those  introduced  after  1938  which 
were  generally  recognized  as  safe  and  therefore 
were  never  cleared  as  “new  drugs.” 

“We  are  glad  that  Congress  has  given  us  this 
unique  opportunity  to  review  past  medical 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


decisions  permitting  several  thousand  new  drugs 
to  go  on  the  market.  This  review  will  include 
not  only  a new  look  at  the  safety  of  these  drugs, 
but  a first-time  comparison  of  the  actual  pro- 
motional claims  with  the  medical  evidence  on 
which  they  are  based,”  F.D.A.  Commissioner 
George  P.  Larrick  said. 

The  new  regulations  require  firms  marketing 
drugs  approved  since  1938  to  examine  both  their 
promotional  materials  and  their  clinical  records 
to  be  sure  that  all  claims  being  made  are  justi- 
fied by  experience  and  that  the  promotional 
materials  include  all  necessary  warnings,  con- 
traindications, side-effects,  and  untoward  reac- 
tions which  may  have  shown  up  after  the  drugs 
were  originally  placed  on  the  market. 

Under  the  old  law,  new  drugs  were  cleared 
on  the  basis  of  safety  alone.  There  was  no 
requirement  that  they  be  shown  to  be  effective 
as  well  as  safe  for  their  intended  uses,  other  than 
that  claims  of  benefits  be  supported. 

* * * 

Boisfeuillet  Jones  resigned  as  Special  As- 
sistant to  the  Secretary  of  Health,  Education, 
and  Welfare  effective  June  30. 

Jones  told  President  Johnson  in  his  letter  of 
resignation  that  when  he  began  the  job  as 
Special  Assistant  for  Health  and  Medical  Affairs 
in  January,  1961,  he  expected  to  stay  about  two 
years,  but  challenges  in  the  position  kept  him 
there  longer. 

“I  shall  return  now  to  private  life  in  Atlanta,” 
Jones  said,  “in  a unique  situation  which  will 
permit  me  to  engage  in  a wide  range  of  philan- 
thropic activity,  including  health,  education, 
and  welfare  with  which  my  interests  have  long 
been  identified.” 

Johnson  replied  that  he  acceded  with  re- 
luctance to  Jones’  wish  to  return  to  private  life. 

Jones  had  been  considered  influential  in 
H.E.W.  policy  matters  and  often  had  been 
spokesman  for  the  department  and  H.E.W. 
Secretary  Anthony  J.  Celebrezze.  There  was 
no  advance  indication  that  Jones  would  leave 
the  department  and  his  resignation  came  as  a 
surprise. 

* * * 

The  Public  Health  Service  has  reported  that 
the  nation’s  birth  rate  has  been  declining 
steadily  for  the  past  two  years.  But  the  P.H.S. 
anticipated  a reversal  of  the  downward  trend. 

There  were  49,000  fewer  births  in  the  United 
States  during  the  year  ended  March  31,  1964, 
than  in  the  previous  twelve  months.  The 
337,000  births  registered  in  this  March  was  the 
smallest  number  for  the  month  since  1955. 

An  increase  in  marriages  in  March — to  a total 

continued  on  page  1 794 
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—colloidal  solution  of  denatured 


proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 

DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer.  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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Under  the  generic  name 

for  lower  costs  to  your  patients 


Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 


Quality  controlled  by  West- ward 


Sample  and  literature  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 

NYS  7-15 


dryj  pitchy 
skin 


the  most  widely  used 

THERAPEUTIC  BATH  OIL 

also  available:  SARDOETTES 

disposable  compresses  impregnated 
withSARDO 


Sardeau,  Inc.,  Dept.  Y-4S 

845  Third  Ave.,  New  York,  N.  Y.  10022 

Please  send  samples 


street. 


city. 


.state. 


Pat.  Pend.  T.M.©  1964  by  Sardeau,  Inc. 


of  109,000 — was  interpreted  as  foreshadowing 
a reversal  in  the  decline  in  the  birth  rate. 

“The  marriage  trend,”  the  P.H.S.  said,  “is 
now  showing  signs  of  increase,  but  it  would  take 
some  time  for  this  to  affect  the  birth  rate.  The 
age  composition  of  the  female  population,  with 
increasing  numbers  of  women  entering  the 
childbearing  ages,  is  also  favorable  to  a higher 
level  of  fertility.” 

* * * 

The  National  Academy  of  Sciences  has  re- 
duced its  recommended  daily  calorie  intake  for 
adults  on  the  ground  that  Americans  are  living 
a softer  life  with  less  physical  activity. 

The  calorie  requirement  of  the  so-called 
“reference  man” — twenty-five  years  old,  weight 
145  pounds,  and  moderately  active — was  cut 
to  2,900  calories  daily  from  the  3,200-calorie 
diet  recommended  in  1958. 

The  recommended  diet  of  the  so-called 
“reference  woman” — twenty-five  years  old, 
weight  128  pounds,  and  moderately  active — was 
reduced  to  2,100  calories  per  day  from  the  2,300 
calories  of  1958. 

The  recommended  daily  consumption  of  the 
nutrients  thiamin,  niacin,  and  riboflavin  also 
were  cut. 

The  new  revision  included  alcohol  for  the 
first  time  in  the  consideration  of  nutrients. 
The  Board  estimated  that  Americans,  on  a per 
capita  basis,  consume  76  calories  of  alcohol  per 
day.  This  estimate  includes  children  and  other 
nonusers,  and  the  average  consumption  of 
drinking  adults  is  much  higher. 

The  P.H.S.  also  has  reported  that  the  decline 
in  the  U.S.  death  rate  has  been  halted.  This 
was  attributed  to  (1)  the  leveling  off  of  in- 
fectious disease  deaths  and  (2)  increased  death 
rates  from  some  chronic  diseases  and  accidents. 

Any  further  declines  in  the  U.S.  death  rate 
probably  will  be  small,  the  P.H.S.  said. 


Two  is  tops  for  accidents 


Two-year-old  boys  run  a very  high  risk  of 
being  injured  accidentally.  This  is  the  result 
of  a year-long  study  of  9,206  suburban  children 
under  seven  years  of  age  in  Rockland  County 
reported  in  the  American  Journal  of  Diseases  of 
Children. 

The  highest  accident  rate  was  among  two- 
year-old  boys.  Boys  had  higher  accidental 
injury  rates  than  girls  at  all  ages,  except  under 
one  year.  Falls  were  the  cause  of  48  per  cent  of 
accidental  injuries.  About  55  per  cent  of  the 
accidents  occurred  out  of  doors  with  the  yard  far 
outranking  all  other  sites.  The  kitchen  was  the 
most  frequent  indoor  site  with  the  bedroom  a 
close  second. 
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potassium 
grows  on  trees 

Liberal  intake  of  high-potassium  foods, 
such  as  oranges  and  bananas,  will  in 
many  instances  offset  potassium 
losses  that  may  occur  during  diuretic 
therapy.  However,  you  may  not  wish 
to  leave  potassium  supplementation 
solely  to  dietary  discretion,  particu- 
larly in  patients  especially  vulnerable 
to  potassium  deficiency. 

It  is  for  such  patients  that  HydroDIURIL-Ka 
was  developed.  A proved,  dependable  diuretic/ 
antihypertensive  with  added  potassium  chlo- 


IND1CATIONS:  Edema;  hypertension. 
CONTRAINDICATIONS:  Anuria. 

PRECAUTIONS:  Reduce  dosage  of  coadminis- 
tered antihypertensive  agents  by  at  least  50  per- 
cerit.  Use  caution  during  intensive  or  prolonged 
diuresis,  in  dietary  inadequacy  or  salt  restric- 
tion, impaired  renal  function,  hepatic  disease, 
rising  level  of  BUN,  hyperuricemia  or  history  of 
gout,  patients  receiving  other  antihypertensive 
agents,  surgical  patients.  Avoid  hypokalemia 
especially  during  digitalis  administration  and 
in  myocardial  ischemia. 

SIDE  EFFECTS:  Electrolyte  imbalance  with  hypo- 
kalemia or  hypochloremic  alkalosis  may  occur. 
A low-salt  syndrome  may  be  precipitated.  Other 
possible  reactions:  hepatic  coma,  jaundice,  azo- 
temia, altered  insulin  requirements  in  diabetes, 
hyperuricemia  and  gout,  blood  dyscrasias,  nau- 
sea, vomiting,  diarrhea,  dizziness,  paresthesias, 
rash,  photosensitivity. 


Before  prescribing  or  administering,  read  product  circular 


with  package  or  available  on  request. 


effective  diuresis  with  added  potassium 


ride,  HydroDIURIL-Ka  may  be  employed  when- 
ever diuresis  is  indicated,  particularly  among 
the  following:  • in  the  needy,  the  elderly,  pen- 
sioners, finicky  eaters  — all  patients  on  potas- 
sium-low diets  * in  loss  of  potassium  through 
gastrointestinal  disturbances  • in  cirrhosis 


HYDROCHLOROTHIAZIDE 
with  POTASSIUM  CHLORIDE 


• in  conditions  requiring  vigorous  diuresis  • in 
patients  receiving  digitalis  • in  cardiac  arrhy- 
thmias • in  secondary  aldosteronism  • in  para- 
centesis • in  the  postoperative  period. 


SUPPLIED:  Hyd ro D I U R I L-Ka ®-25 .-  Each  tablet  contains  25  mg.  of 
hydrochlorothiazide  and  572  mg.  of  potassium  chloride  (equiv- 
alent to  300  mg.  of  potassium);  bottles  of  100  and  1000. 
HydroDIURlL-Ka®-50;  Each  tablet  contains  50  mg.  of  hydro- 
chlorothiazide and  572  mg.  of  potassium  chloride  (equivalent 
to  300  mg.  of  potassium);  bottles  of  100  and  1000. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 


where  today's  theory  is  tomorrow's  therapy 


when  fear  of  labor  reflects 


the  intensity  of  your  patient’s  tension... 

71171 R7IX® 

(hydroxyzine  HCI) 

for  any  age-for  any  stage  of  anxiety 


Powerful  enough  to  relieve  pain-engendering  anxiety 

Because  fear  is  often  the  chief  pain-producing  agent  in  otherwise  normal  labor, 
parturient  patients  experience  greater  ease  of  mind  and  body  when  you  pre- 
scribe Atarax  (hydroxyzine  HCI).  Among  its  other  advantages  are  the  added 
antiemetic  property  which  minimizes  postanesthetic  vomiting,  and  its  mild  po- 
tentiating action  which  frequently  reduces  requirements  for  adjunctive  narcotics. 

Well  tolerated  by  both  mother  and  child 

Hydroxyzine  HCI  can  be  used  without  fear  of  adverse  effects  on  vital  functions 
of  either  mother  or  fetus. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on 
hydroxyzine  HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms 
makes  administration  flexible  by  any  standards  of  convenience,  patient  prefer- 
ence, or  emergency  requirements. 

FOR  EVERY  DEGREE  OF  ANXIETY  IN  PATIENTS  UNDER  6 TO  OVER  60 


Side  effects  and  precautions:  Therapeutic  doses  of  Atarax 
(hydroxyzine  HCI)  seldom  impair  mental  alertness.  If 
drowsiness  occurs,  it  is  usually  transitory  and  may  dis- 
appear after  a few  days  of  therapy  or  with  reduced 
dosage.  Mouth  dryness  may  occur  at  high  doses.  In 
some  hospitalized  patients  on  high  doses,  involuntary 
motor  activity,  not  unlike  that  seen  with  high  doses  of 
other  psychotropic  drugs,  has  been  reported  although 
continued  therapy  with  1 Gm.  daily  has  been  used  in 
some  cases  without  producing  this  effect.  When  some 


patients  receive  anticoagulants  and  hydroxyzine  HCI  con- 
currently, the  anticoagulant  requirement  may  be  de- 
creased; patients  receiving  both  should  be  followed 
closely  and  appropriate  laboratory  studies  performed 
regularly.  When  hydroxyzine  HCI  is  used  with  CNS  de- 
pressants, its  mild  potentiating  action  should  be  taken 
into  consideration.  Soft  tissue  reaction,  as  seen  with  other 
injectables,  has  rarely  been  reported  with  parenteral 
hydroxyzine  HCI. 


In  any  condition  where  tissue  depletion  of  the  water-soluble  vitamins  is  found, 
Rx  RoeriBeC*  therapeutic  B complex  with  500  mg.  of  vitamin  C • ^TRADEMARK 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being^ 
New  York,  N.Y.  10017 


Medical  Schools 


Albany  Medical  College 

Grants.  The  National  Institute  of  Neurologi- 
cal Diseases  and  Blindness  has  granted  $328,530 
in  support  of  the  College’s  graduate  training 
program  in  neurology.  The  grant  covers  a 
five-year  period  beginning  July  1,  1964.  Fred- 
erick H.  Hesser,  M.D.,  professor  and  chairman, 
Department  of  Neurology,  is  directing  the  pro- 
gram. 

A Federal  grant  of  $58,206  has  been  received 
by  the  College.  This  will  be  used  to  pursue 
studies  which  indicate  that  carriers  of  a rare 
childhood  disease  (Tay-Sachs  disease)  can  be 
detected  by  a telltale  abnormality  in  the  fat 
composition  of  their  red  blood  cells.  John  A. 
Balint,  M.D.,  associate  professor  of  medicine 
and  head,  Department  of  Gastroenterology, 
discovered  the  abnormal  pattern  in  the  blood 
cells  of  six  patients  with  Tay-Sachs  disease,  and 
will  continue  his  work  under  the  grant. 

New  appointment.  A.  David  Goodman, 
M.D.,  a member  of  the  medical  and  research 
staffs  of  the  Peter  Bent  Brigham  Hospital, 
Boston,  has  been  named  head  of  the  medical 
sub-department  of  endocrinology  and  metabolic 
diseases.  Dr.  Goodman  succeeds  Thomas  F. 
Frawley,  M.D.,  who  resigned  last  year  to  accept 
an  appointment  to  the  faculty  of  the  St.  Louis 
University  School  of  Medicine.  Dr.  Goodman 
will  hold  the  academic  rank  of  assistant  pro- 
fessor of  medicine  in  the  College  and  will  be- 
come a member  of  the  attending  staff  of  the 
Hospital.  In  addition  to  his  clinical  responsi- 
bilities he  will  teach  and  do  research  in  the 
College. 

Albert  Einstein  College  of  Medicine 

Fellowship  awarded.  Edward  J.  Hehre, 
M.D.,  has  been  awarded  a Guggenheim  Founda- 
tion fellowship.  Dr.  Hehre  is  the  Samuel  H. 
Golding  professor  of  microbiology  on  the  studies 
in  the  biologic  synthesis  of  complex  carbohy- 
drates. 

Columbia  University  College  of  Physicians 
and  Surgeons 

First  cancer  clinic.  The  first  cancer  clinic  es- 
tablished by  an  American  university  in  a 
foreign  country  will  be  created  by  the  Uni- 
versity this  year  in  Athens,  Greece.  It  will  be 
operated  by  doctors  who  are  natives  of  Greece 
and  who  have  been  trained  at  the  Francis 
Delafield  Hospital.  Space  will  be  provided  in 
King  Paul  General  Hospital,  Athens,  and  will 
open  in  the  fall  of  1964.  Funds  for  the  opera- 


tion are  being  raised  by  a “Committee  of 
Friends”  of  the  clinic  and  the  Matheson 
Foundation  has  agreed  to  pay  half  the  costs. 

To  receive  honorary  degree.  David  Nach- 
mansohn,  M.D.,  will  receive  the  honorary  de- 
gree of  Doctor  of  Medicine  in  the  fall  from  the 
University  of  Berlin  to  note  his  contributions 
to  medical  research  and  his  success  in  fostering 
international  scientific  cooperation.  The  honor 
follows  his  recent  selection  as  a member  of  the 
German  Academy  of  Sciences.  Professor  of 
biochemistry,  Department  of  Neurology,  Dr. 
Nachmansohn  organized  the  first  international 
symposium  after  World  War  II  on  nerve  and 
muscle  activity. 

Lederle  medical  faculty  award.  Richard 
P.  Bunge,  M.D.,  assistant  professor  of  anatomy, 
has  been  granted  a Lederle  Medical  Faculty 
Award.  He  will  receive  $27,900  during  the 
next  three  academic  years  to  continue  studies 
toward  a more  thorough  understanding  of  the 
structure  and  function  of  the  human  nervous 
systems. 

1964  essay  award.  Richard  D.  Penn,  a second- 
year  student,  won  the  1964  essay  award  in 
neurology.  The  prize  included  a $100  cash 
award  and  was  created  three  years  ago  by  the 
American  Academy  of  Neurology  to  nourish 
student  interest  in  fields  of  neurology. 

Cornell  University  College 

Ophthalmologist  and  student  serve  on 
Hope.  Edward  A.  Dunlap,  M.D.,  clinical 
associate  professor  of  surgery  (ophthalmology), 
spent  February  and  March  aboard  the  Hope. 
Dr.  Dunlap  also  lectured  at  the  medical  schools 
in  Guayquil  and  Quito  while  aboard  the  Hope 
where  he  was  one  of  ten  ophthalmologists 
volunteering  their  services  to  disseminate 
knowledge  of  modern  medical  technics  and 
perform  necessary  surgery.  Kim  A.  Keepey, 
a fourth-year  student,  spent  a six-week  elective 
period  aboard  the  Hope,  and  returned  to  the 
College  February  15. 

Faculty.  Eliot  Hochstein,  M.D.,  was  pro- 
moted to  the  rank  of  clinical  professor  of  medi- 
cine, effective  March  1.  Appointed  visiting 
assistant  professor  of  pediatrics,  effective  Jan- 
uary 1,  was  Enrico  Gandini,  M.D. 

Given  Foundation  Professorship  of  Ob- 
stetrics and  Gynecology.  The  Irene  Heinz 
Given  and  John  LaPorte  Given  Foundation  has 
presented  a gift  of  $1  million  to  endow  and 

continued,  on  page  1800 
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What  are  your  fellow  physicians 
doing  right  now?  Reading  the 
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of  course. 
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name  the  chairmanship  of  the  Department  of  Ob- 
stetrics and  Gynecology  the  “Given  Foundation 
Professorship  of  Obstetrics  and  Gynecology.” 
The  chairmanship  is  now  held  by  R.  Gordon 
Douglas,  M.D.,  who  is  retiring  this  year. 
Effective  January  1,  1965,  Dr.  Fritz  F.  Fuchs, 
gynecologist-in-chief,  Kommunehospitalet,  Co- 
penhagen, Denmark,  will  assume  the  post. 

Lederle  Medical  Faculty  Award.  Wilbur  D. 
Hagamen,  M.D.,  associate  professor  of  anatomy, 
has  received  a Lederle  Medical  Faculty  Award 
for  the  academic  years  1964  to  1967.  Dr. 
Hagamen  will  receive  $9,900  over  a period  of 
three  years. 


New  subscribers  are  invited  to  join  the 
thousands  of  doctors  who  regularly  read  the 
Journal — with  relaxed,  purposeful  pleasure. 


The  New  York  State  Journal  of  Medicine 
750  Third  Avenue,  New  York  17.  N.  Y. 


PAIN 

STOPS 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably, 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores.  


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen:  NYS'7 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 


Dr 

Street. 


New  York  Medical  College 

Special  cardiopulmonary  team.  Robert  E. 
Kahn,  M.D.,  assistant  professor,  Department  of 
Pediatrics,  and  Alvin  A.  Bakst,  M.D.,  associate 
professor,  Department  of  Surgery,  who  headed 
the  team  which  also  included  two  nurses,  one  a 
cardiac  expert  and  the  other  a heart  pump  tech- 
nical specialist,  spent  two  weeks  at  the  Uni- 
versity of  Santiago  at  the  invitation  of  the 
Chilean  government  to  “set  up  an  open  heart 
surgery  program”  in  that  country.  During 
their  stay  at  the  University  of  Santiago,  they 
conducted  a series  of  lectures  and  seminars  and 
demonstrated  their  technic  in  ten  open  heart 
cases. 

Honor  received.  Alfred  M.  Freedman,  M.D., 
professor  and  director,  Department  of  Psychia- 
try, received  a 1964  Henry  Wisner  Miller  award 
from  the  Manhattan  Society  for  Mental  Health 
for  his  accomplishments  in  reorganizing  and 
expanding  the  psychiatric  services  at  Metro- 
politan Hospital. 


New  York  University  Medical  Center 

Three-year  project.  A new  grant  of  $269,766 
by  the  John  A.  Hartford  Foundation,  Inc.,  has 
been  received  by  the  Center  for  the  electro- 
physiologic  studies  of  neuromuscular  diseases. 
Chief  investigator  for  the  project  is  Joseph 
Goodgold,  M.D.,  associate  professor  of  physical 
medicine  and  rehabilitation,  and  coinvestigator 
will  be  Clark  T.  Randt,  M.D.,  professor  of 
neurology.  Howard  A.  Rusk,  M.D.,  professor 
and  chairman,  Department  of  Physical  Medi- 
cine and  Rehabilitation,  will  serve  as  a senior 
consultant. 

1964  Alumni  Meritorious  Service  Medal. 

Among  the  recipients  of  the  University’s  1964 
Alumni  Meritorious  Service  Medal,  presented 
by  the  Medallion  Alumni  Association,  was  Ber- 
nard J.  Pisani,  M.D.,  a member  of  the  Uni- 
versity’s School  of  Medicine  and  Post-Graduate 
Medical  School  and  director  of  obstetrics  and 
gynecology,  St.  Vincent’s  Hospital. 


City. 


Zone  State. 


continued  on  page  1802 


1800  New  York  State  Journal  of  Medicine  / July  15,  1964 


TRAUMA! 


/.■'■  ‘5=\W\^\  li:  ii "■ 
' MW  :l  - !{1 
dml  i|6J;!'j 


4 ■•  vv 


m 


relieves 

pain 

and 

relaxes 

muscle 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound. 


„ s 

carftojmdal  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 
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Side  effects:  Although  there  has  been  no  evidence  of 
tolerance,  withdrawal  symptoms  or  excessive  self-medi- 
cation, ‘Soma’  Compound  and  ‘Soma’  Compound  with 
Codeine,  like  other  central  nervous  system  depressants, 
should  be  used  with  caution  in  addiction-prone  individu- 
als. While  codeine  addiction  is  relatively  rare  and  easily 
broken,  the  same  precautions  must  be  observed  as  for 
any  other  opium  alkaloid.  Nausea,  vomiting,  constipation 
and  miosis  are  possible  codeine  side  effects.  Should  symp- 
toms of  hypersensitivity  occur,  discontinue  medication. 


Also  available  with  Va  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  LABORATORIES 
Cr anbury,  N.  J. 


Contraindications:  None  reported. 


Complete  product  information  available  in  the  product 
package,  and  to  physicians  upon  request. 

Dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange, 
scored  tablets;  bottles  of  50.  ‘Soma’  Compound  with 
Codeine  (narcotic  order  form  required)  is  available  in 
white,  lozenge-shaped  tablets;  bottles  of  50. 
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State  University  of  New  York  Downstate 
Medical  Center 

Faculty  appointments.  Two  visiting  pro- 
fessors and  three  assistant  professors  appointed, 
were:  Dr.  Dennis  S.  Persons,  university  lec- 

turer in  biochemistry  and  senior  fellow  in 
physiology,  Oxford  University,  England,  as 
visiting  professor,  Department  of  Anesthesiology, 
from  March  16  to  April  16,  and  Dr.  S.  V. 
Perry,  professor  of  biochemistry,  University 
of  Birmingham,  England,  was  visiting  professor 
for  the  month  of  May  in  the  Department  of 
Biochemistry.  Elizabeth  Decker,  M.D.,  for- 
merly assistant  professor  of  clinical  neurology, 
New  York  University  Medical  School,  has  been 
appointed  professor  of  pyschiatry  . . . Dr.  Junji 
Ushiyama,  Kobe,  Japan,  has  been  appointed 
assistant  professor  of  physiology  . . . Harold 
Paul  McDonald,  Jr.,  M.D.,  Seattle,  Washing- 
ton, has  been  named  assistant  professor,  De- 
partment of  Surgery  . . . Marvin  L.  Gliedman, 
M.D.,  assistant  professor  of  surgery,  has  been 
named  a Scholar  in  Academic  Medicine  by  the 
John  and  Mary  R.  Markle  Foundation. 

Special  Lectures.  Special  lectures  sponsored 
by  the  Department  of  Pediatrics  in  April  were: 
“The  Battered  Child, ” by  Harry  Bakwin,  M.D., 
New  York  University  Medical  School  . . . 
“Hyaline  Membrane  Diseases,”  by  Peter  Auld, 
M.D.,  New  York  Hospital  Cornell  Medical 
Center  . . . “Hemoglobin  Genetics,”  by  Helen 
Ranney,  M.D.,  Albert  Einstein  College  of  Medi- 
cine. Sponsored  by  the  Department  of  Surgery 
in  March  and  April  were:  “Hiatal  Hernia,” 

by  George  H.  Humphreys,  M.D.,  Columbia 
University  College  of  Physicians  and  Surgeons 
. . . “Shock:  Pathogenesis,  Pathophysiology, 

and  Treatment,”  by  Lloyd  D.  Maclean,  M.D., 
Royal  Victoria  Hospital,  Montreal,  Canada. 
The  pulmonary  division  of  the  Department  of 
Medicine  sponsored  lectures  on  “Practical 
Aspects  of  Pulmonary  Surfactant  Activity,” 
by  Capt.  Donald  Kent,  St.  Albans  Naval  Hos- 
pital, on  March  31  ...  on  April  21,  “Demon- 
stration of  Anatomic  Structures  of  the  Lung,” 
by  Harry  Gruber,  M.D.,  Kings  County  Hospital 
Center.  Other  special  lectures  were  “History 
and  Geography  of  Diseases,”  by  Professor  Erwin 
Ackerknecht,  University  of  Zurich,  Switzerland, 
sponsored  by  the  Graduate  Educational  Pro- 
gram on  April  1,  and  “Aspects  of  Intestinal  Ab- 
sorption,” by  Dr.  Dennis  S.  Parsons,  Oxford 
University,  England,  visiting  professor  of 
anesthesiology,  which  was  sponsored  by  the 
Department  of  Anesthesiology  on  April  13. 


State  University  of  New  York 
Upstate  Medical  Center 

Appointed.  John  B.  Henry,  M.D.,  of  Elmira, 
has  been  appointed  professor  of  pathology  and 
director  of  clinical  pathology  laboratories. 


University  of  Rochester  School  of 
Medicine  and  Dentistry 

Retirement  of  chairman.  William  L. 
Bradford,  M.D.,  professor  and  chairman, 
Department  of  Pediatrics,  and  a member  of  the 
faculty  since  1926,  retired  as  chairman  of  the 
Department  in  June.  Dr.  Bradford  plans  to 
devote  his  time  to  practice,  teaching,  and  re- 
search. Robert  Johns  Haggerty,  M.D.,  Har- 
vard Medical  School,  and  chief,  Child  Health 
Division  of  Children’s  Hospital  Medical  Center, 
Boston,  succeeded  Dr.  Bradford  on  July  1. 

New  appointment.  Lowell  W.  Lapham, 

M. D.,  assistant  professor  of  pathology,  Western 
Reserve  University,  was  appointed  associate 
professor  of  pathology  effective  July  1.  Dr. 
Lapham  was  an  assistant  pathologist  in  charge 
of  neuropathology  at  University  Hospitals  of 
Cleveland. 

Grants  and  awards.  A five-year  renewal 
grant  totaling  more  than  a quarter  of  a million 
dollars  to  support  continuing  heart  and  lung 
research  has  been  received  by  the  School  from 
the  National  Heart  Institute  of  the  U.S. 
Public  Health  Service.  The  grant  provides 
$97,428  for  1964  and  about  $48,000  annually 
for  the  next  four  years  provided  funds  con- 
tinue to  be  appropriated  by  Congress.  Paul 

N.  Yu,  M.D.,  professor  of  medicine  and  director 
of  the  Medical  Center’s  cardiopulmonary  unit, 
directs  the  project.  Three  grants  from  the 
Monroe  County  Chapter  of  the  Arthritis  and 
Rheumatism  Foundation  totaling  more  than 
.$26,000  for  the  study  of  rheumatoid  arthritis 
have  been  received.  Eugene  V.  Barnett,  M.D., 
assistant  professor  of  medicine  and  micro- 
biology, is  the  recipient  of  the  five-year  senior 
investigatorship.  John  H.  Vaughan,  M.D., 
professor  of  medicine,  will  continue  to  collabo- 
rate with  Dr.  Barnett.  The  other  two  grants  are 
one-year  post  doctoral  fellowships  which  will 
enable  William  B.  Chodirker,  M.D.,  to  con- 
tinue research  begun  at  the  University  of 
Vermont  and  John  S.  Johnson,  M.D.,  to  analyze 
the  rejection  of  transplanted  kidneys  in  animals. 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 
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POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 

Available:  In  15  Gm.  tubes. 


'NEOSPORir  brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  V2  oz.  and  Va  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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In  Insomnia... 

wine  9 

...why  not; 


The  ancients 
recommended  it . . . 

“the  invigorator  of  mind  and  body,  antidote 
to  sleeplessness,  sorrow  and  fatigue.” 

— Quoted  from  the  Charaka  Samhita,  2nd 
Century  A.D. 

So  do  modern 
physicians . . . 

“Taken  with  a little  food  at  bedtime,  wines — 
especially  port — are  highly  recommended  for 
insomnia.” 

— Lucia,  S.  P.:  “Wine  as  Food  and  Medicine,” 
New  York,  The  Blakiston  Company,  Inc., 
1954. 


HThe  fermented  juice  of  the  grape  is  the  oldest 
^ medicine  known  to  man.  (It  is  also  one  of 
the  best  tasting.)*  Many  physicians  recognize 
its  value  in  convalescence,  old  age  and  diabetes. 

This  coupon  will  bring  you  an  informative 
booklet — “Uses  of  Wine  in  Medical  Practice.” 


WINE  ADVISORY  BOARD 

California  State  Department  of  Agriculture 
717  Market  Street,  San  Francisco  3,  California 

F 

Please  send  free  copy  of  “Uses  of  Wine  in  Medical  Practice" 

Name 

Address 

City State j 

| □ Also  send  recipe  booklet. 
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*P.S.— Try  a crisp,  golden  Chablis  at  dinner 
or  a ruby  port  at  bedtime.  A fine  food  in 
liquid  form.  Check  the  coupon  if  you’d  like  a 
booklet  on  the  gastronomic  delights  of  Cali- 
fornia wines. 
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B.  B.,  Age  10— atopic  dermatitis  all  her  life . . . and  after  two  weeks  of  treatment. 


Case  History:  B.  B.  is  a 10-year  old  girl  with  a life-long  history  of  atopic  dermatitis.  Previous 
diet  therapy,  lamp  treatment,  and  antihistamine  were  of  no  avail.  First  photograph  shows  a 
severely  excoriated,  eczematized  area  with  intractable  pruritus.  ARISTOCORT® 
Triamcinolone  Acetonide  0.1%  Cream  was  prescribed,  and  relief  was  obtained  in  24  hours. 
Follow-up  photo  was  taken  two  weeks  later. 

Effective  in  atopic  dermatitis,  eczematous  dermatitis,  seborrheic  dermatitis  and  certain 
cases  of  psoriasis.  The  use  of  occlusive  dressing  in  psoriasis  will  normally  enhance  effectiveness. 
The  0.1%  Cream  or  Ointment  is  usually  effective  in  abating  symptoms  of  skin  conditions 
responsive  to  topical  triamcinolone,  but  the  0.5%  Cream  may  be  found  preferable  in  more 
resistant  cases.  Dosage:  Apply  small  quantity  to  area  3 or  4 times  daily.  Side  Effects  are  rare. 
Contraindications:  tuberculosis  of  the  skin,  herpes  simplex  and  chicken  pox.  Use  with  care  on 
infected  areas.  Supplied  in  5 and  15  Gm.  tubes  and  V2  lb.  jars.  Also  available  with  Neomycin. 

f CREAM  0.1%,  0.5% 
OINTMENT  0.1% 

Triamcinolone  Acetonide 


Photographs  courtesy  of  Orentreich  Medical  Group 

» LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Medical  News 


Placing  foreign  physicians 

The  counselling  and  placement  of  refugee 
physicians  in  the  United  States,  a service 
formerly  performed  by  the  National  Committee 
for  the  Resettlement  of  Foreign  Physicians,  is 
now  being  done  by  the  American  Council  for 
Emigres  in  the  Professions,  Inc.,  345  East  46th 
Street,  New  York,  New  York  10017,  according  to 
Robert  Boggs,  M.D.,  former  chairman  of  the 
National  Committee  for  the  Resettlement  of 
Foreign  Physicians.  The  latter  organization 
discontinued  its  operations  as  of  December  31, 
1963,  as  an  independent  corporation. 

The  American  Council  for  Emigres  in  the 
Professions,  Inc.,  is  a nonprofit,  nonsectarian 
service  organization  devoted  to  the  talent  con- 
servation of  refugee  professionals.  To  accom- 
modate the  needs  of  emigrating  physicians,  a 
Physicians  Division  has  been  organized  within 
ACEP  to  continue  the  work  of  the  National 
Committee.  Since  its  founding  in  1939,  the 
National  Committee  (NCRFP)  has  enabled 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


almost  23,000  refugee  doctors  to  become  part  of 
the  medical  community  of  our  country. 

Further  information  may  be  obtained  from: 
Director,  Physicians  Division  of  the  American 
Council  for  Emigres  in  the  Professions,  Inc., 
345  East  46th  Street,  New  York,  New  York 
10017. 


A.E.C.  educational  grants 

State  University  of  New  York  Downstate 
Medical  Center  Department  of  Radiology  in 
Brooklyn  is  a recipient  of  one  of  72  educational 
assistance  grants  totaling  $858,742  from  the 
U.S.  Atomic  Energy  Commission.  The  Uni- 
versity received  an  award  of  $9,500. 

Directory  of  education  courses 

The  National  Institute  of  Mental  Health  is  en- 
gaged in  the  compilation  of  a comprehensive 
directory  of  available  courses  in  continuing 

continued,  on  page  1808 


ama’s  new  catalog  ol 
MEDICAL  AND  SURGICAL 
MOTION  PICTURES 

over  3000  films  listed 


FILMS  LISTED  cover  every  aspect  of  medicine  and  the  healing  arts.  The 
MEDICAL  AND  SURGICAL  MOTION  PICTURES  Catalog,  compiled  by  the 
AMA,  can  be  an  invaluable  tool  in  the  training  and  education  of  students, 
nurses,  graduates,  physicians  and  all  others  concerned  with  the  healing  arts. 

HANDY  REFERENCE  . . . The  catalog  is  divided  into  three  main  sections: 
Basic  Sciences,  Clinical  Medicine  and  Surgery,  and  Para-Medical  Sci- 
ences. It  is  then  subdivided  into  some  600  subject  classifications  with  the 
films  listed  alphabetically  under  each  classification.  Included  in  the  list- 
ings are  a brief  summary,  running  time,  names  of  authors  and  producers, 
and  the  address  of  the  primary  rental  sources.  In  many  cases  critical 
evaluations  are  included. 

ORDER  TODAY,  ONLY  $5.00.*  Use  the  coupon  below  for  your  order. 
Please  include  your  remittance  with  the  order! 

American  Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois  60610 

MEDICAL  AND  SURGICAL  MOTION  PICTURES 

□ ^U.S.,  U.S.  Posssessions  and  Canada $5.00 

□ All  other  countries $5.50 

No.  of  copies- Total  remittance 

Name : 


CURRENT 
AND  COMPLETE 
THRU 

COMPUTER 
PROCESSING 


Address. 
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.State. 
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What  benefits  do  you  look  for  in  a douche? 


More  prompt  and  effective  symptomatic  relief 


When  vaginitis  is  a problem,  there  is  increasing 
evidence  in  medical  literature  that  an  alkaline 
douche  such  as  StomAseptine  provides  superior 
benefits. 

In  pruritus  vulvae,  Glynn1  found  “that  an  alkaline 
douche  produced  outstanding  results  in  the  relief 
of  this  vaginal  itch.... this  can  be  attributed  to  the 
effective  removal  of  leukorrheal  secretions,  which 
probably  initiate  and  propagate  the  itch.”  Davis2 
had  better  success  “with  alkaline  preparations... 
patients  reported  them  more  soothing  than  the  pre- 
viously used  acid  solutions.”  MacGuigan3  recently 
reported  that  the  alkaline  douche  is  his  method  of 


choice  in  treating  vaginal  moniliasis.  StomAseptine 
was  found  most  satisfactory  in  relieving  symptoms 
of  vaginal  irritation,  soreness,  and  burning. 

StomAseptine  releases  nascent  oxygen  which 
interferes  with  the  growth  of  the  essentially  anaero- 
bic Trichomonas  vaginalis,  making  it  more  vulner- 
able to  specific  trichomonicidal  agents. 

Glynn4  has  found  an  alkaline  douche  to  be  more 
mucolytic  and  to  provide  more  effective  cleans- 
ing. Peel5  has  emphasized  the  value  of  alkaline 
douches  in  removing  the  highly  acid  discharge  as- 
sociated with  Trichomonas  and  Monilia  vaginitis. 


an  oxidizing  mucolytic  cleansing  agent  for  adjunctive  therapy 


sodium  perborate,  sodium  bicarbonate, 

sodium  chloride,  borax,  menthol,  thymol,  eucalyptol, 

methyl  salicylate,  aromatics. 


Literature  and  professional  supply  on  request. 

References:  1.  Glynn,  R.:  Obst.  & Gynec.  20:369  (Sept.)  1962; 

2.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955;  3.  MacGuigan,  J.  F.: 
Personal  Communication,  Nov.  1,  1963;  4.  Glynn,  R.:  Obst.  & Gynec. 
22:640  (Nov.)  1963;  5.  Peel,  J.  H.:  Textbook  of  Gynecology,  5th  Ed., 
London,  Wm.  Heineman,  1958,  p.  383. 

HARCLIFFE  LABORATORIES,  INC.,  Brooklyn,  N.Y. 
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education  in  psychiatry  for  the  nonpsychiatric 
practicing  physician.  Widespread  interest  in 
these  valuable  courses  exists,  and  there  is 
considerable  need  for  a compendium  which  will 
indicate  topic,  location,  and  dates  of  courses. 
A questionnaire  to  gather  the  necessary  informa- 
tion has  been  sent  to  institutions  known  to  con- 
duct such  courses,  either  under  an  NIMH  grant 
or  under  other  sponsorship;  included  in  this 
group  are  hospitals,  clinics,  medical  and  psychi- 
atric societies,  departments  of  psychiatry  in 
medical  schools,  schools  of  osteopathy,  and 
psychoanalytic  institutes.  If  any  individual 
or  institution  giving  or  planning  to  give  such 
continuing  education  courses  between  Septem- 
ber 1,  1964,  and  October  30,  1965,  has  not  re- 
ceived questionnaires  from  the  Training  and 
Manpower  Resources  Branch,  NIMH,  they  are 
asked  to  notify  the  following,  and  questionnaires 
will  be  provided:  Chief,  Program  Analysis 

Section,  Training  and  Manpower  Resources 
Branch,  National  Institute  of  Mental  Health, 
Bethesda,  Maryland  20014. 

Diplomates  in  pathology 

Thirty-six  New  York  State  physicians  have 
been  certified  as  diplomates  in  pathology  by  the 
American  Board  of  Pathology.  To  become 
eligible  for  certification,  a doctor  must  have  one 
year  of  internship  and  three  or  four  years  of 
training  as  a resident  physician  in  pathology. 
The  new  diplomates  are: 

Ruben  Medina,  M.D.,  Buffalo;  Joseph  Bel- 
lamy, M.D.,  Hudson;  Matthew  J.  Bennett, 
M.D.,  Hempstead;  Neville  W.  Harper,  M.D., 
Hempstead;  Norman  C.  Pfeiffer,  M.D.,  Middle- 
town;  Imogene  G.  Johnson,  M.D.,  Orchard  Park; 
Douglas  W.  Smith,  M.D.,  Rochester;  Thomas 
F.  D.  Oram,  M.D.,  Schenectady;  Iradge  Ar- 
gani,  M.D.,  Bronx;  Wolfgang  M.  Auerbach, 
M.D.,  Brooklyn;  Olive  P.  Barlow,  M.D.,  New 
York  City;  Russell  H.  Clare,  Jr.,  M.D.,  Flush- 
ing; Martin  P.  Dumler,  M.D.,  New  York  City; 
Sanford  H.  Edberg,  M.D.,  Bronx;  Joseph  G. 
Fink,  M.D.,  New  York  City;  Gerald  C. 
Finkel,  M.D.,  New  York  City;  N.  Richard 
Gershon,  M.D.,  New  York  City;  Ivan  Herzog, 
M.D.,  New  York  City;  Julian  I.  Joseph,  M.D., 
Bronx. 

Also:  Micheline  J.  M.  Kaempfer,  M.D., 

New  York  City;  Yutaka  Kikkawa,  M.D.,  New 
York  City;  Francis  M.  King,  M.D.,  New  York 
City;  David  Koffler,  M.D.,  New  York  City; 
Sydney  S.  Lazarus,  M.D.,  Brooklyn;  Robert 
W.  McDivitt,  M.D.,  New  York  City;  David  M. 
Maeir,  M.D.,  New  York  City;  Peter  T.  H. 
Mao,  M.D.,  New  York  City;  Willy  Mautner, 
M.D.,  New  York  City;  'Stanley  Minkowitz, 
M.D.,  Brooklyn;  Fiorenzo  Paronetto,  M.D., 
New  York  City;  Raymond  J.  Schiffman,  M.D., 
New  York  City;  Irving  Soifer,  M.D.,  Bronx; 
Carl  Teplitz,  M.D.,  New  York  City;  Edward 


Wagman,  M.D.,  Brooklyn;  Henry  H.  Kobrin, 
M.D.,  Long  Beach;  and  Russell  H.  Clark,  Jr., 
M.D.,  Flushing. 

Medical  reporting  awards 

The  fifth  annual  Empire  State  Awards  for 
Excellence  in  Medical  Reporting,  sponsored  by 
Annual  Health  Conference,  Inc.,  on  behalf  of  the 
New  York  State  Health  Department  and  the 
Medical  Society  of  the  State  of  New  York, 
were  presented  to  Mr.  John  Van  Buren  of  the 
Rochester  Democrat  & Chronicle  and  Mr.  Keith 
George  of  the  Binghamton  Sun-Bulletin.  The 
$500  awards  were  made  by  Hollis  S.  Ingraham, 
M.D.,  New  York  State  Commissioner  of 
Health. 

Personalities 

Elected.  Herbert  Chasis,  M.D.,  associate  pro- 
fessor of  medicine  at  the  New  York  University 
School  of  Medicine,  New  York  City,  re-elected 
president  of  the  New  York  Heart  Association.  . . 
John  M.  Cotton,  M.D.,  director  of  psychiatry 
at  St.  Luke’s  Hospital,  New  York  City,  presi- 
dent; John  A.  Lawler,  M.D.,  vice-president; 
and  Carl  Goldmark,  Jr.,  M.D.,  president-elect, 
of  the  New  York  County  Medical  Society. 

Appointed.  John  Daly,  M.D.,  New  York 
City;  James  A.  Moore,  M.D.,  New  York  City; 
and  Edward  C.  Brandow,  M.D.,  Albany,  as 
cochairmen  of  the  Deafness  Research  Founda- 
tion, a national  voluntary  nonprofit  organiza- 
tion that  promotes  scientific  research  into  all 
types  of  ear  disorders.  . .Guy  M.  Walters,  Roch- 
ester, as  director  of  Rochester  State  Hospital 
. . .John  L.  Watters,  M.D.,  Huntington,  as 
medical  director  of  Pfizer  Laboratories. 

Awarded.  Joseph  H.  Burchenal,  M.D.,  Sloan- 
Kettering  Institute  for  Cancer  Research,  a 
distinguished  service  award  from  Princeton 
University’s  class  of  1934.  . .Rene  Jules  Dubos, 
Ph.D.,  pathologist  and  microbiologist  at  Rocke- 
feller Institute,  New  York  City,  the  Scientific 
Achievement  Award  of  the  American  Medical 
Association.  . .David  Hamerman,  M.D.,  rheu- 
matologist at  Albert  Einstein  College  of  Medi- 
cine, Yeshiva  University,  New  York  City,  a 
$50,000  medical  research  grant  by  the  Alexan- 
drine and  Alexander  L.  Sinsheimer  Fund.  . . 
Hollis  S.  Ingraham,  M.D.,  New  York  State 
Commissioner  of  Health,  the  Hermann  M. 
Biggs  Memorial  Award  for  outstanding  work  in 
public  health.  . .Leo  Mayer  M.D.,  president 
of  the  Federation  of  the  Handicapped,  the 
Citation  for  Meritorious  Services  by  the 
President’s  Committee  on  Employment  of  the 
Handicapped.  . .C.  Richard  Minick,  M.D., 
provisional  assistant  pathologist  of  The  New 
York  Hospital- Cornell  Medical  Center  first 
prize  in  the  Francis  Carter  Wood  Prize  com- 
petition of  the  New  York  Pathological  Society. 
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FOR  JUST  PENNIES  A DAY 
you  can  have  these  BIRTCHER 
ELECTRO-MEDICAL-SURGICAL 
INSTRUMENTS  IN  YOUR  OFFICE 


CRUSADER 
Shortwave  Diathermy 

Low  in  price,  high  in 
quality.  Only  shortwave 
diathermy  in  its  class 
equipped  for  large  area 
technic.  Simple  to  oper- 
ate. 2 year  guarantee. 


MEGASON  XII  ULTRASONIC 


Compact  unit  for  effective  therapy  to  concave 
and  convex  areas.  Lightweight  and  portable. 
Use  with  exclusive  5-position  transducer.  2 
year  guarantee. 


ELECTROCARDIOGRAPH  — 335 


Provides  the  utmost  in  compact  portability  with- 
out sacrifice  in  trace  size  or  accuracy.  Features 
simplicity  of  operation  — maximum  reliability. 


HYFRECATOR® 

This  versatile,  time  prov- 
en device  provides  the 
physician  with  an  accu- 
rately controlled  method 
for  electro-desiccation 
and  fulguration.  Over 
250,000  in  daily  use. 


CHECK  HERE  FOR: 

□ Demonstration  on 

□ FREE  64  Page  Booklet  "Medical  Ultrasonics  in  a Nutshell" 

□ Information  on  BIRTCHER  LEASE  PLAN 

□ Literature  on 

□ Information  on  cost  of 

□ Advise  me  what  liberal  trade-in  you  offer  on  my 

toward  purchase  of 

DR 

ADDRESS 

CITY STATE ZIP  CODE 
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RECOGNIZE 
THIS  PATIENT? 


„ 

i ""I  can’t  cope  any  more  ...  the  kids 

drive  me  crazy.  I worry  about  every- 
thing . . . feel  exhausted  all  the  time.  55 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

- start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial 
worries  ■ fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ 
pre-  and  post-operative  apprehensions  ■ retirement  problems, 
and  many  other  stressful  situations  which  cause  the  patient  to  feel 
a sense  of  loss,  guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 
of  the  depressed  patient  without  the  agitation  and  “jitters” 
that  often  accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’ 
is  compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg, 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions,  due  to  meprobamate,  and 
occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benactyzine,  may  occur. 
Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subse- 
quent use  of  meprobamate  or  meprobamate-containing  drugs.  Precautions:  Should  administration  of 
meprobamate  cause  drowsiness,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  meprobamate.  Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Massive  over- 
dosage of  meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Even  though  it  has  not  been  reported  with  ‘Deprol’,  consider  the  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged  use 
at  high  dosage.  Complete  product  information  available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  increased  gradually,  as  needed,  to  6 tablets  daily. 
With  establishment  of  relief,  may  be  gradually  reduced  to  maintenance  levels.  Supplied:  Light-pink, 
scored  tablets.  Bottles  of  50.  , 

WALLACE  LABORATORIES/ Cranbury,  N.  J.  co-79« 
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Films  Reviewed 


WORRY  FREE! 

SUGAR  FREE!  SALT  FREE! 
CARBOHYDRATE  FREE! 
PROTEIN  FREE!  FAT  FREE! 


IT’S  FUN  TO  KEEP  FIT 
WITH  NO-CAL! 

No-Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it’s 
America's  first  and  most  famous  sugar- 
free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

10  delicious  flavors  and  zesty  mixers, 
No-Cal  is  the  only  carbonated  beverage  to 
add  so  much  can 
regimens.  (You'll 
enjoy  it,  too!) 

Convenient  no- 
deposit bottles. 


KIESCH  BEVERAGES,  INC.,  BROOKLYN  6.  N.  Y. 


e-free  sparkle  to  limited 


These  films  are  available  to  physicians,  hospitals, 
medical  schools,  and  others,  from  the  Film  Library 
of  the  State  of  New  York  Department  of  Health * 

A Practical  View  of  Syphilis.  Sound,  color, 
16  mm.,  thirty  minutes. 

The  film  stresses  the  importance  of  suspecting 
syphilis  in  patients,  the  necessity  of  being  able 
to  recognize  signs  of  early  syphilis,  and  the  need 
for  prompt  and  effective  epidemiology. 

Source  and  Producer:  Communicable  Dis- 

ease Center,  Atlanta  22,  Georgia.  Attn:  Audio- 
visual. 

Taking  Blood  Pressure.  Sound,  color,  16  mm., 
sixteen  minutes. 

The  film  depicts  the  technic  of  taking  blood 
pressure  for  the  first  nine  minutes  of  the  film. 
At  this  point  the  film  discusses  a few  abnormali- 
ties and  difficulties  in  taking  accurate  blood 
pressure  readings.  Useful  to  schools  of  nursing, 
schools  of  practical  nursing,  and  for  medical 
students. 

Source  and  Producer:  Division  of  Health 

of  Missouri,  Department  of  Public  Health  and 
Welfare,  Jefferson  City,  Missouri. 

In  Mortal  Combat.  Sound,  black  and  white, 
16  mm.,  fifty-six  minutes. 

The  film  reveals  the  way  in  which  a vast  and 
complex  teaching  hospital  can  channel  its 
medical  equipment,  personnel,  skills,  knowledge, 
and  experience,  and  focus  them  on  the  problem 
of  extending  one  life.  The  story  follows  a young 
woman  from  the  moment  she  enters  Barnes 
Hospital,  in  St.  Louis,  for  her  first  appointment. 
Through  the  many  tests  leading  up  to  her  diag- 
nosis, we  see  the  ways  in  which  medical  science 
achieves  a step  by  step  solution  to  the  identity 
and  location  of  her  illness.  The  solution  leads 
to  action:  the  operation  for  the  removal  of  a 

brain  tumor.  The  film  was  photographed  on 
location  at  Barnes  Hospital  with  the  doctors, 
nurses,  and  staff  portraying  themselves.  In 
fact,  Thomas  Holmes,  M.D.,  the  neurosurgeon 
in  the  film,  actually  perfomed  the  craniotomy 
which  was  photographed  and  used. 

Source  and  Producer:  Guggenheim  Produc- 

tions, Inc.,  14  N.  Newstead,  St.  Louis  6,  Mis- 
souri. 

* Film  evaluations  provided  by  the  Film  Review  Subcom- 
mittee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman ; 
Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 
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an  orally  active  progestogen  -estrogen  combination 


Duosterone 


Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 

Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  Duosterone  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  TOO  tablets. 
(Roussel) 

Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y. 


testing  the  twist 


Putting  the  cap  on  a bottle  sounds  sim- 
ple. Just  make  it  tight  enough  to  keep 
the  contents  in,  prevent  leakage,  and 
protect  the  product;  loose  enough  to  be 
opened  with  ease.  However,  that  isn’t 
quite  as  simple  as  it  sounds.  ■ At  Eli  Lilly 
and  Company,  there  are  exact-tightness 
specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  adjusted  to  apply 
just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps;  and  then  they  are 
double-checked  . . . just  to  be  sure.  ■ 
That’s  where  the  torque  tester  comes  in. 
At  least  once  every  fifteen  minutes,  five 
bottles  are  tested  as  they  come  out  of 
the  capping  machine.  They  are  placed  on 
the  torque  tester,  and  the  twist  on  the 
caps  is  measured  . . . just  one  more  of  the 
many  controls  that  add  immeasurably 
to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


Necessities  versus  luxuries 


The  appointment  by  the  governor  of  New 
York  State  of  a committee  to  study  and 
report  on  the  costs  of  hospitalization  is  a 
logical  step  in  the  orderly  processes  of  govern- 
ment. We  are  pleased  to  note  that  organ- 
ized medicine  is  to  be  represented  on  the 
committee.  Theirs  is  a gigantic  task. 
They  must  weigh  social  values  as  well  as 
money  values.  They  must  explore  customs 
as  well  as  trends.  They  must  be  aware  that 
there  can  be  wastefulness  of  human  energies 
and  skills  as  well  as  wastefulness  of  mate- 
rials. 

Central  to  the  whole  problem  of  hospitali- 
zation is  the  patient’s  interest.  What  is 
good  for  him  is  good  for  society.  With  the 
focus  here,  many  peripheral  things  will 
assume  their  rightful  place,  and  it  will  be- 
come apparent  that  certain  areas  need 
strengthening  and  others  need  pruning. 

The  increasing  sophistication  of  medical 


skill  inevitably  brings  added  cost  for  instru- 
mentation and  personnel.  This  is  a fact  of 
life  with  which  the  committee  will  have  to 
deal. 

We  might  hope  that  during  their  deliber- 
ations the  members  would  keep  close  at  hand 
the  national  expenditures  for  health  neces- 
sities and  luxury  options  for  the  last  full 
year  provided  by  the  Department  of  Com- 
merce: 


Hospitals 

Physicians 

Drugs 

Total 

Liquor 

Tobacco 

Cosmetics 

Total 


$6.2  billion 
5 . 3 billion 

4 . 2 billion 
$15.7  billion 

$10.7  billion 
7 . 8 billion 

6 . 2 billion 
$24.7  billion 


Senile  keratosis:  possible  synonyms 


The  term  “senile  keratosis”  is  objection- 
able. It  is  misleading,  since  the  condition 
sometimes  occurs  in  young  persons.  It  also 
tends  to  be  insulting,  since  the  word  “senile” 
is  commonly  used  in  the  sense  of  “mentally 
debilitated  as  a result  of  age.”  Under  the 
circumstances,  a good  synonym  is  highly 
desirable,  at  least  to  use  in  the  presence  of 
the  patient  and  his  relatives. 

Unfortunately,  the  term  “senile  keratosis” 
is  firmly  established.  The  term  that  is 
listed  in  Standard  Nomenclature  of  Diseases 
and  Operations * is  merely  its  Latin  equiva- 
lent, keratosis  senilis.  Webster's  New  Inter- 
national Dictionary  defines  keratosis  as 


follows:  “Any  affection  of  the  skin  marked 
by  overgrowth  of  horny  tissue;  also,  the 
portion  of  skin  so  affected.  A patch  of 
overgrown,  markedly  keratinized  epithelium 
developed  on  the  skin  of  an  old  person  is 
called  senile  keratosis.  ’ ’ Evidently,  this  term 
“senile  keratosis”  is  established  even  as  a 
part  of  the  English  language  in  general. 

Few  textbooks  on  dermatology  fist  any 
synonym  for  “senile  keratosis”  other  than 
its  Latin  equivalent,  keratosis  senilis.  With- 
in the  past  several  years,  however,  the  term 
“solar  keratosis”  has  come  into  use  as  a 
name  for  this  condition.  In  fact,  according 
to  members  of  the  Roswell  Park  Memorial 
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Institute's  Department  of  Dermatology,  “so- 
lar keratosis”  has  completely  replaced  “senile 
keratosis”  in  all  contexts  except  ones  in 
which  standard  nomenclature  is  mandatory. 
Considering  the  speed  with  which  this  change 
in  usage  has  taken  place,  it  is  obvious  that 
the  great  majority  of  dermatologists  regard 
the  advantages  of  the  term  “solar  keratosis” 
over  its  predecessor,  “senile  keratosis,”  as 
overwhelming. 

The  term  “solar  keratosis”  seems  to  have 
only  two  disadvantages:  First,  it  may  be 
that  exposure  to  the  sun  is  not  a universal 
prerequisite  to  development  of  the  disease; 
and  second,  the  new  term  is  not  standard 
nomenclature.  Neither  of  these  disadvan- 
tages is  of  much  importance.  Exposure  to 

* Plunkett,  R.  J.,  and  Hayden,  A.  C.,  Eds.:  Standard 
Nomenclature  of  Diseases  and  Operations,  4th  ed.,  New 
York,  The  Blakiston  Company,  1952. 


the  sun  is  a major  etiologic  factor  in  almost 
all  cases  of  the  disease,  and  the  diagnostic 
status  of  the  remaining  cases  is  doubtful. 
Not  being  standard  nomenclature  is  far  less 
of  a disadvantage  to  the  term  “solar  kera- 
tosis” than  the  word  “senile”  is  to  “senile 
keratosis,”  and  it  may  well  be  that  “solar 
keratosis”  will  replace  “senile  keratosis”  in 
standard  nomenclature  just  as  it  has  in 
general  dermatologic  usage. 

My  recommendation  is  that  use  of  the 
term  “solar  keratosis”  rather  than  “senile 
keratosis”  should  be  continued  in  all  situ- 
ations where  standard  nomenclature  is  not 
mandatory.  I also  suggest  that  efforts 
should  be  made  to  replace  “senile  keratosis” 
with  “solar  keratosis”  in  standard  nomen- 
clature. 

G.E.M. 


Tonsillectomy  during  the  poliomyelitis  season 


A new  policy  of  the  New  York  State 
Department  of  Health  concerning  tonsil- 
lectomies during  the  poliomyelitis  season  has 
been  announced  by  Hollis  S.  Ingraham, 
M.D.,  commissioner,  as  follows: 

“Because  of  the  continuing  decline  in 
the  incidence  of  poliomyelitis  as  a result  of 
widespread  immunization,  if  a person  has 
been  adequately  immunized  against  polio- 
myelitis, the  New  York  State  Department 
of  Health  does  not  recommend  that  elective 
operations  of  the  nose  and  throat  be  dis- 
continued in  the  summer  months,  provided 
that  cases  of  poliomyelitis  are  not  occur- 
ring in  the  geographic  area  involved.  For 
the  purpose  of  this  recommendation,  ade- 


quate immunization  is  defined  below. 
The  course  of  either  inactivated  or  oral 
vaccine  should  have  been  completed  at 
least  thirty  days  prior  to  the  operation. 

“ Formaldehyde-inactivated  ( Salk  Vac- 
cine)— A basic  series  of  2 or  3 doses,  six 
weeks  apart,  followed  by  a booster  six  or 
more  months  later  and  another  booster 
one  or  more  years  thereafter. 

“Oral  Monovalent  (Sabin)  Vaccine — One 
dose  of  each  type.  If  vaccination  was 
initiated  between  six  weeks  and  three 
months  of  age,  a booster  of  all  3 types  six 
or  more  months  thereafter. 

“Oral  Trivalent  Vaccine — Two  doses,  eight 
or  more  weeks  apart.” 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  15  through  18,  1965 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman,  Convention 
Committee,  Medical  Society  of  the  State  of  New  York, 
750  Third  Avenue,  New  York,  New  York  10017,  before 
August  1,  1964.  A short  abstract  of  the  proposed  presenta- 
tion should  accompany  the  letter. 

Scientific  Exhibits 

Requests  for  application  for  scientific  exhibit  space  at  the 
1965  Convention  should  be  addressed  to  William  L.  Watson, 
M.D.,  Chairman,  Scientific  Exhibits  Committee,  Medical 
Society  of  the  State  of  New  York,  at  the  above  address,  as 
soon  as  possible. 
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in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 

TABLETS/ LIQUID  — Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 

The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  LomQtil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 


SEARLE 
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In  systole  and  diastole,  the  human  heart  produces 
a maximum  signal  of  only  a few  millivolts  between 
two  ECG  limb  electrodes.  Mixed  in  with  this  tiny 
signal  may  be  some  unwanted  electrical  “noise”, 
caused  by  power  lines,  nearby  X-ray  or  diathermy 
machines,  or  even  ordinary  office  equipment.  Until 
now,  eliminating  this  noise  from  the  record  usually 
meant  time-consuming  adjustments  and  rerunning 
records  until  the  complexes  were  clear. 

The  new  Sanborn  500  Viso-Cardiette  now  iso- 
lates such  noise  from  the  cardi- 
ac signal  to  an  extent  never 
before  achieved — and  simulta- 
neously maintains  even  greater 
protection  for  the  patient  with- 
out the  use  of  fragile  patient 
fuses.  The  “500”,  in  effect,  sees 
all  of  the  wanted  ECG  signal 
and  little  or  no  noise,  to  give 
you  a diagnostically  useful  trac- 
ing with  greater  ease  and  speed. 


This  highly  refined  new  instrument  also  uses 
the  new  Redux®  Creme  — an  improved  non- 
abrasive electrolyte  easily  applied  and  removed 
without  rubbing  . . . and  has  operating  features 
including  two  chart  speeds  and  three  recording 
sensitivities,  simplified  control  arrangement,  color- 
coded  patient  cable  and  pictorial  connection  dia- 
gram on  the  instrument  panel.  Housed  in  a com- 
pact, vinyl-clad  aluminum  case  that’s  easy  to  carry, 
or  effortlessly  rolled  on  a matching  mobile  cart, 
this  newest  Sanborn  contribu- 
tion to  cardiography  costs  only 
$695  complete  (delivered,  con- 
tinental U.S.)  or  $820  with 
mobile  cart.  Call  your  local 
Sanborn  office  now  for  details 
and  a demonstration.  Sanborn 
Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a 
division  of  Hewlett-Packard. 


NEW 

SANBORN 

500 
Vi  SO 


Isolates  the  noise  so  only  the  cardiac  signal  goes  on  paper 


New  York  Branch  Office  1841  Broadway 
Circle  7-5794  and  7-5795 

Rochester  Branch  Office  528  Mt.  Hope  Ave.,  Browning  1-2005 
Buffalo  Resident  Representative  284  Delaware  Ave.,  TL  6-4850 


Scientific  Articles 


Physical  Fitness 
in  Children 

CHARLES  H.  BAUER,  M.D. 

New  York  City 

Clinical  Assistant  Professor  of  Pediatrics, 
Cornell  University  Medical  College 


T he  term  “physical  fitness”  has  been  used 
frequently  and  rather  loosely,  but  few  of  us 
have  attempted  to  define  it  in  terms  of  our 
young  people.  Physical  fitness  is  not  merely 
muscular  development  or  the  ability  to  pass 
one  of  the  fitness  tests  used  more  and  more 
in  our  schools.  This  reflects  only  one  phase 
of  total  fitness.  To  arrive  at  a concept  of 
total  fitness  as  it  applies  to  our  children, 
let  us  trace  a child’s  development  in  terms  of 
physical  fitness  requirements. 

Infancy 

The  first  year  of  life  has  often  been  ig- 
nored. This  is  the  time  when  the  infant  is 
uniquely  dependent  on  external  influences. 
In  our  society  this  means  that  the  mother  has 
the  dominant  influence.  The  father  usu- 
ally dissociates  himself  from  simple  tasks 
such  as  feeding,  dressing,  or  even  playing 
with  the  young  infant.  Mothers,  thus  left 
on  their  own,  with  little  help  from  their 
mates  and  often  inadequate  pediatric  super- 
vision, all  too  frequently  continue  to  resort 
to  rearing  practices  that  were  popular  fifty 
years  ago. 

Infants  should  be  given  an  opportunity 
for  active  development.  They  must  be 

Presented  at  the  Annual  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Physi- 
cal Medicine  and  Rehabilitation,  May  15, 1963. 


PHYSICAL  FITNESS  is  part  of  total  fitness. 
In  addition  to  regular  and  reasonable  physical 
activity,  it  requires  proper  health  supervision, 
adequate  nutrition,  rest,  leisure,  relaxation, 
and  recreation.  The  physician  should  play 
an  important  part  in  physical  fitness  pro- 
grams, through  parent  education,  participa- 
tion in  youth  clubs  and  organizations,  and 
direct  contact  with  young  people. 


permitted  to  kick,  squirm,  and  at  times  even 
cry.  Their  rapidly  developing  muscles  urge 
them  to  intense  activity,  and  they  must  be 
allowed  to  play  freely. 

The  cry  of  a baby  understandably  means 
to  a mother  that  it  is  hungry,  and  more 
food,  usually  milk,  is  still  regarded  as  the 
universal  remedy.  Seldom  do  mothers  ap- 
preciate that  too  much  milk  can  be  just  as 
harmful  as  an  insufficient  quantity,  and  that 
the  fat,  flabby,  six-month-old  baby  who 
gets  a bottle  every  hour  may  not  be  re- 
ceiving adequate  nutrients  for  optimal  body 
development.  Milk  alone  may  produce  a 
more  than  adequate  weight  gain  in  an  infant, 
but  it  is  deficient  in  certain  essential  min- 
erals that  are  necessary  for  good  infant 
nutrition.  The  net  result  may  be  a fat  but 
irritable,  weak,  and  anemic  child.  Proper 
infant  nutrition  under  qualified  medical 
supervision  is  therefore  essential  for  optimal 
development. 

Nutrition,  however,  is  not  the  only  factor. 
Infants  must  be  permitted  to  develop  bodily 
resistance  to  the  stresses  of  the  external  en- 
vironment. Heat  and  cold  are  experiences 
we  all  must  get  used  to.  Why  then  are 
our  infants  nearly  always  overdressed? 
Even  on  warm  days,  four  or  five  layers  of 
clothing  are  wrapped  about  babies  to  “pro- 
tect” them.  Protect  them  from  what? — 
certainly  not  from  the  weather. 

The  overdressed  child  is  quite  susceptible 
to  respiratory  infections.  Ask  a mother  of 
a newborn  baby  when  she  takes  the  child 
out  into  the  fresh  air.  It  is  indeed  a rarity 
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not  to  get  answers  such  as  “at  three  weeks 
of  age,”  or  “when  the  temperature  is  over 
40  F.,”  or  “on  sunny  days.”  Many  new- 
born children  rarely,  if  ever,  see  sunlight 
during  the  colder  winter  months.  Yet  it 
is  often  these  very  children  who  become  sick 
at  the  slightest  exposure  to  a noxious  stimu- 
lus. It  is  well  known  that  infants  growing 
up  in  some  of  our  colder  areas  of  the  country 
are  among  the  healthiest  and  do  not  suffer 
an  increased  number  of  intercurrent  infec- 
tions. With  proper  clothing,  exposure  to 
the  outdoors,  regardless  of  the  temperature, 
allows  for  acclimatization  that  builds  up 
fitness.  Proper  clothing,  however,  does  not 
mean  overdressing,  as  is  our  practice.  Cer- 
tainly, cold  weather  per  se  does  no  harm. 

Toddler  stage 

Let  us  now  examine  our  toddler.  The  age 
between  one  and  three  is  a truly  exciting 
and  adventurous  one.  This  is  the  age  when 
children  become  interested  in  their  environ- 
ment and  start  to  explore  their  surroundings. 
Delayed  development  of  independence  and 
self-confidence  often  results  when  parents 
are  overprotective  and  grandparents  con- 
stantly admonish  children  with  “No,  don’t 
do  that — you  will  get  hurt”;  or  “watch  out, 
you  will  fall”!  Warnings  such  as  these 
must  be  used  with  discretion  and  saved  for 
truly  hazardous  conditions. 

Children  have  little  fear  at  this  time  and 
should  be  introduced  to  indoor  and  outdoor 
activities  as  well  as  to  good  nutritional 
habits.  Many  children  lose  their  appetites 
at  this  age  and  are  perfectly  happy  to  subsist 
on  candy  sometimes  offered  to  them  by 
well-meaning  parents  and  grandparents. 
Candy  should  be  offered  only  on  special 
occasions,  as  it  will  spoil  a child’s  appetite. 
Meat,  eggs,  fruit,  and  vegetables  should  be 
offered  at  regular  meals.  I have  never 
known  a healthy  child  to  lose  weight  on  an 
adequate  diet,  but  none  can  subsist  on 
candy  alone.  Forced  feeding  at  this  time 
can  lead  to  a chronic  feeding  problem. 
Mothers  must  not  show  concern  in  the  child’s 
presence  about  the  subject  of  eating. 

Ages  five  to  seven 

Children  between  five  and  seven  years  of 
age  are  prone  to  ceaseless  activity,  exuber- 


ance, and  daring.  They  are  little  individu- 
alists without  interest  in  group  activities. 
They  tire  easily  and  are  quite  willing  to  rest 
often  unless  overstimulated  by  other  children 
or  adults.  This  is  the  time  when  parents 
can  buy  toys  that  will  give  children  a good 
physical  workout  as  well  as  fun.  A hori- 
zontal bar  that  fits  in  a doorway  will  be- 
come an  intriguing  object  to  a boy,  especially 
if  the  child  sees  his  father  or  older  brother 
chin  himself  before  passing  through.  As  the 
child  grows  older  he  too  will  want  to  try  it. 
Rope  jumping  is  an  excellent  exercise  for 
girls.  Similarly,  by  now  a child  should 
have  lost  all  fear  of  the  water  and  have 
learned  how  to  swim,  as  well  as  having 
mastered  the  basic  skills  such  as  running, 
jumping,  climbing,  crawling,  and  throwing, 
in  addition  to  the  recreational  skills  of  ice 
skating  and  roller  skating. 

Ages  eight  to  nine 

Eight-  and  nine-year-old  children  are  less 
likely  to  do  things  just  for  the  sake  of  doing, 
but  have  a true  desire  to  learn  to  play  more 
skillfully.  They  are  willing  to  obey  some 
rules  and  accept  some  competition  but  not 
too  much  of  either.  They  still  do  not  like 
to  have  their  athletic  achievements  measured 
against  those  of  others.  Winning  has  only 
transitory  importance  unless  an  adult  is 
about  to  make  winning  seem  glorious  and 
losing  dishonorable. 

Television  is  an  antagonist  to  healthy 
activity  and  should  be  limited.  Instead 
of  playing  in  the  park,  children  now  gather 
about  television  sets.  Although  this  may 
be  convenient  to  parents  who  thus  do  not 
have  to  search  for  them  at  suppertime,  it 
is  not  in  the  best  interests  of  the  child.  By 
no  means  do  I suggest  the  elimination  of 
television.  However,  I do  recommend 
that  it  should  not  be  a substitute  for  healthy 
outdoor  activities.  Viewing  it  too  fre- 
quently and  at  improper  distances  many 
impair  not  only  physical  fitness  but  mental 
fitness  as  well. 

Parents  can  help  by  equipping  the  base- 
ment or  back  yard  with  climbing  ropes,  a 
trapeze,  a badminton  net,  a table  tennis 
set,  and  the  like.  Parents  should  encourage 
children  of  this  age  level  to  walk  or  to  ride 
their  bicycles  to  school  and  other  not-too- 
distant  places.  The  practice  of  taking 
children  to  school  by  car  or  bus  should  be 
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discouraged.  Also,  we  should  encourage 
joint  activities,  with  parents  and  children 
going  hiking,  camping,  bowling,  swimming, 
roller  skating,  ice  skating,  or  skiing  together. 
Youngsters  can  now  be  asked  to  partake  in 
work  schedules  about  the  house  which  might 
include  mowing  the  lawn,  shoveling  snow, 
and  other  jobs  which  provide  healthful 
physical  activity.  When  children  find 
pleasure  in  participating  in  such  work, 
games,  and  sports,  they  will  establish  a life- 
time habit  of  physical  activity. 

Preadolescence 

From  the  age  of  ten  through  junior  high 
school  age  children  are  ardent  team  mem- 
bers. Proficiency  in  such  complicated  team 
activities  as  baseball  and  touch  football 
is  a highly  important  social  asset,  but  a 
great  many  children  still  are  not  too  pro- 
ficient at  them.  Some,  but  not  all,  are 
ready  for  after-school  intramural  competi- 
tion and  like  to  do  their  own  organizing. 
Adult  planning  is  resented.  Little  League 
baseball  as  well  as  bantam  football  and 
basketball  are  desirable  insofar  as  they 
help  a greater  number  of  children  to  partici- 
pate actively  and  thus  release  pent-up 
energy.  However,  many  of  the  adults  who 
supervise  them  are  untrained  and  unfit. 
The  ten-year-old  child  of  one  of  my  col- 
leagues recently  remarked  to  his  mother, 
“I  must  win,  because  otherwise  my  coach 
thinks  I let  him  down.” 

In  general,  the  preadolescent  also  forms 
deep  attachments  to  children  of  the  same 
age  and  sex,  joins  clubs  and  groups,  talks  of 
“despising”  members  of  the  opposite  sex, 
and  yet  teases  others  about  interest  in  them 
or  brags  about  a sophistication  about  the 
subject. 

Adolescence 

In  high  school,  the  more  skill  a sport  re- 
quires the  more  interesting  it  is,  partic- 
ularly if  attended  by  trappings  such  as  uni- 
forms, special  equipment,  and  cheering  sec- 
tions. Competition  is  now  a driving  force, 
and  adolescents  often  must  be  protected 
from  themselves  in  their  will  to  win.  Nei- 
ther fatigue  nor  even  actual  injury  will  stop 
the  zealous  players  unless  they  are  carefully 
supervised. 

Varsity  teams  now  become  of  prime  im- 


portance. I myself  was  a three-year  varsity 
award  winner  in  high  school  and  two-year 
varsity  letter  award  winner  at  college.  As  I 
now  look  back  at  those  years  I will  always 
remember  the  team  spirit  and  lasting  friend- 
ships that  developed  as  a result  of  wise 
leadership  by  well-trained  coaches.  If  a 
varsity  team  tends  only  to  make  spectators 
out  of  a student  body,  it  should  be  con- 
demned. If  it  is  part  of  a well-planned  and 
coordinated  sports  schedule  of  which  the 
backbone  is  intramural  and  group  activities, 
its  program  serves  the  vital  function  of  in- 
creasing interest  and  proficiency  in  physical 
activities  rather  than  just  training  and 
building  up  a varsity-type  team. 

During  the  high  school  years  the  emphasis 
in  school  and  in  other  organizations  such  as 
the  Y.M.C.A.,  Y.M.H.A.,  Big  Brothers, 
and  so  forth,  has  been  on  team  sports.  It 
would  seem  important  to  shift  this  emphasis 
to  activities  that  can  be  continued  in  later 
life.  How  many  of  us,  once  we  reach  twenty 
or  thirty,  can  find  enough  people  who  are 
interested  in  playing  football  or  basketball? 
Yet  all  of  us  can  easily  find  one,  two,  or 
three  companions  to  play  tennis,  golf,  or 
handball.  The  activities  that  one  can 
engage  in  in  later  life  should  be  emphasized. 

In  general,  this  is  the  period  in  which  the 
most  important  physical  development  is 
the  maturing  of  the  reproductive  organs. 
This  sometimes  can  cause  immature  be- 
havior such  as  self-stimulation  of  genitals, 
physical  awkwardness,  and  experimenta- 
tion with  “petting,”  smoking,  the  use  of 
a lipstick,  and  alcohol.  Parents  must  ex- 
plain the  sexual  and  reproductive  functions 
and  if  unable  or  unwilling  to  do  this,  must 
get  advice  from  their  family  physician. 

President's  Council  on  Youth  Fitness 

The  President’s  Council  on  Youth  Fitness 
has  outlined  a broad  program  emphasizing 
physical  aspects  of  fitness: 

School  programs  should  be  directed  toward 
helping  all  pupils  attain  a high  degree  of 
fitness,  with  special  attention  being  given  to 
those  children  who  are  physically  under- 
developed. Physically  gifted  youngsters  usu- 
ally have  adequate  programs  . . . The  needs 
of  the  physically  underdeveloped  frequently 
have  been  overlooked;  these  pupils  require 
particular  assistance  . . . The  school  physical 
education  program  offers  the  best  means  of 
reaching  these  children. 
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Fitness  programs  should  give  emphasis 
to  a program  for  girls  as  well  as  boys.  The 
program  proposed  herein,  while  basically 
aimed  at  physical  fitness,  will,  in  its  broad 
aspects,  never  neglect  moral,  mental,  social, 
and  spiritual  fitness. 

Since  it  is  impossible  to  achieve  physical 
fitness  without  good  health,  our  schools  should 
continue  to  emphasize  and  improve  school 
health  programs  ...  . Every  boy  and  girl  can 
be  helped  to  achieve  and  maintain  lasting 
fitness  through  sound  programs  of  health 
education  and  physical  education,  based  on 
developmental  activities,  including  sports  and 
recreation,  in  the  elementary,  junior  and 
senior  high  schools,  and  colleges.  An  ef- 
fective school  program  provides  basic  instruc- 
tion in  vigorous  activities  and  opportunity  for 
participation  for  all  students,  regardless  of 
age,  sex,  and  physical  ability.  It  also  pro- 
vides intramural  and  interschool  sports 
competition  at  the  appropriate  levels  as  well 
as  opportunity  for  active  forms  of  recreation. 
While  this  effort  centers  in  the  schools,  it 
must  be  strongly  supported  by  other  com- 
munity agencies.  School  and  community 
cooperation  is  basic  to  the  success  of  any  fit- 
ness program. 

Physical  fitness  is  a basic  objective  of 
physical  education.  It  is  essential  that  all 
students  learn  to  attain  and  appreciate  a 
high  level  of  physical  development  so  that 
foundation  skills  of  sports  and  other  activities 
are  engaged  in  with  confidence  and  pleasure. 

The  specific  recommendations  on  the 
President’s  Council  on  Youth  Fitness  were 
as  follows: 

1.  Pupils  who  have  a low  level  of  muscular 
strength,  agility,  and  flexibility  should  be 
identified  by  a screening  test  as  part  of  the 
health  appraisal.  Pupils  so  identified  should 
be  required  to  participate  in  a program  of  de- 
velopmental exercises  and  activities  designed 
to  raise  their  physical  performance  to  de- 
sirable levels. 

2.  At  least  fifteen  minutes  of  vigorous 
exercises  and  developmental  activities  should 
be  included  in  the  daily  physical  education 
period. 

3.  Objective  valid  tests  of  physical 
achievement  should  be  used  to  determine 
pupil  status,  measure  progress,  and  motivate 
pupils  to  achieve  increasingly  higher  levels 
of  physical  fitness. 

4.  While  giving  priority  to  these  three 
basic  recommendations,  the  school  should 
strive  to  provide  a comprehensive  program  of 
health  education  and  physical  education  for 
all  pupils. 

Comparison  of  American 
with  foreign  youth 

Up  to  now  I have  tried  to  trace  the  child’s 
development,  pointing  out  some  major 


shortcomings  in  his  physical  fitness  training 
at  various  age  levels.  Let  us  now  attempt 
to  compare  the  physical  fitness  of  American 
youth  with  those  of  foreign  nations.  Kraus’s 
work  in  this  area  is  classic. 

In  1958  or  1959,  the  physical  fitness  of 
20,000  Japanese  children  was  compared 
to  that  of  children  in  the  United  States. 
It  was  found  that  they  excelled  American 
children  in  almost  every  basic  component 
of  physical  fitness . Japanese  leaders  proudly 
pointed  to  the  unusual  results  that  have 
been  obtained  and  declared  that  if  the  pres- 
ent rate  of  emulating  and  adopting  Ameri- 
can ways  of  living  continues,  they  will 
soon  lose  this  superiority  and  lapse  into  a 
state  of  unfitness  similar  to  that  in  America. 
The  Japanese  comparisons  are  all  the  more 
striking  when  it  is  realized  that  our  nation 
has  made  significant  progress  in  health  and 
dental  care,  prevention  and  control  of 
disease,  and  the  discovery  and  use  of  many 
wonder  drugs. 

Prof.  Robert  E.  Kennedy,  on  the  staff  of 
the  University  of  Connecticut,  in  1961 
made  some  very  interesting  observations 
about  fitness  in  people  in  Africa.  People 
with  a cultural  background  different  from 
ours,  in  many  cases  they  were,  by  our  stand- 
ards, backward,  undernourished,  under- 
clothed, and  undereducated.  Their  bodies 
were  wracked  with  disease  that  would 
destroy  the  “civilized”  child  within  a week. 
Yet  they  could  travel  50  miles  per  day  on 
foot  (this  was  reported  long  before  President 
Kennedy’s  50-mile  walk  idea),  survive  ex- 
treme weather  conditions,  and  run  a deer  to 
exhaustion.  They  were  fit. 

We  have  never  attempted  to  extend  the 
American  child.  We  do  not  have  to  take 
the  automobile  and  the  many  enjoyable 
leisure  activities  away  from  our  children. 
We  need  only  to  bring  them  to  realization 
of  their  tremendous  physical  potential. 

In  the  United  States,  periods  of  war  bring 
a renewed  interest  in  physical  fitness.  Fol- 
lowing the  Korean  War,  physical  fitness  in 
peacetime  became  a national  concern  at  top 
government  levels.  Shocked  by  the  un- 
favorable findings  on  American  children 
compared  with  European  children,  President 
Eisenhower  established  the  President’s 
Council  on  Youth  Fitness. 

In  August,  1957,  the  U.  S.  News  and  World 
Report  made  an  extensive  survey  on  the 
question  “Is  American  Youth  Physically 
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Fit?”  The  findings,  briefly,  were  these: 

1.  Young  Americans,  in  general,  are 
softer  than  the  youth  of  Europe  and  many 
other  countries  of  the  world.  They  are 
softer,  too,  than  the  youth  of  previous  gen- 
erations in  this  country.  The  exceptions 
today  are  found  in  the  minority  that  were 
raised  on  farms  or  “make  the  team”  in  high 
school  and  college  sports.  The  problem 
traces  to  the  fact  that  muscle-building 
chores  have  disappeared  from  the  scene  in 
most  American  homes.  Gone,  too,  even 
in  most  suburbs,  are  the  woods  and  fields 
where  previous  generations  of  young  people 
blew  off  energy  and  got  body-building  exer- 
cise. 

2.  Children  no  longer  do  a great  deal  of 
walking.  Buses  deliver  them  to  school,  and 
parents  have  fallen  into  the  habit  of  chauf- 
fering  their  children  even  for  short  distances. 

3.  With  less  time  spent  in  walking  to 
school  and  other  activities  and  freed  from 
chores  at  home,  today’s  young  people  have 
much  leisure  time.  With  fewer  places  to 
play  and  use  up  their  leisure  time,  they  have 
turned  more  to  television  and  movies  or 
gathering  around  soda  fountains. 

The  situation,  however,  is  not  of  emer- 
gency proportions.  Military  men,  for  ex- 
ample, report  that  the  young  people  who 
come  to  them  respond  well  to  training,  be- 
come “hard  as  nails,”  and  can  stand  up  to 
those  of  any  other  country  in  combat. 
However,  there  is  broad  agreement  that  the 
nation  needs  to  be  alerted  to  the  problem. 
Dr.  Peter  Karpovich,  professor  of  physiology 
at  Springfield  College,  writes:  “It  may  be 

that  an  average  American  boy  living  in  a 
large  city  has  musculature  less  developed 
than  that  of  a European  child,  but  the 
situation  can  hardly  be  called  alarming 
because,  with  very  little  extra  attention 
given,  children  show  a miraculous  improve- 
ment in  physical  fitness.” 


Dr.  Jean  Mayer,  Department  of  Nutri- 
tion, Harvard  University,  found  in  a^  study 
he  made  that  over  10  per  cent  of  the  boys 
and  girls  from  kindergarten  through  high 
school  were  overweight  if  not  definitely 
obese.  Mayer  found  that  these  children 
differed  from  normal  children  not  in  that 
they  ate  more  but  in  that  they  were  extra- 
ordinarily inactive. 

Role  of  physicians  in  physical  fitness 

I sincerely  believe  that  physicians  who 
see  children  at  regular  intervals  have  not 
done  as  much  as  they  can  to  aid  the  physical 
fitness  program.  It  is  indeed  discouraging 
that  not  a single  physician  played  a major 
part  in  the  mayor’s  conference  on  physical 
fitness  through  education  held  in  New  York 
City  in  1962.  We  must  give  common-sense 
advice  if  we  believe  in  the  concept  of  total 
fitness.  We  must  cooperate  with  schools 
and  private  organizations  that  attempt  to 
set  up  programs  for  improving  physical 
fitness.  Most  of  these  programs  are  now 
designed  and  run  by  a group  of  dedicated 
physical  educators  and  laymen  interested  in 
physical  fitness.  Very  few,  if  any,  have 
physicians  as  an  integral  part  of  these  pro- 
grams. This,  I believe,  is  one  of  the  reasons 
why  physical  fitness  programs  have  not 
captured  the  imagination  of  our  youth  and 
their  parents. 

We  must  emphasize  that  physical  fitness 
is  part  of  total  fitness,  which  requires  not 
only  regular  and  reasonable  physical  activi- 
ties but  also  proper  health  supervision, 
adequate  nutrition,  rest,  leisure,  relaxation, 
and  recreation.  Through  parent  education, 
participation  in  youth  clubs  and  organiza- 
tions, and  direct  contact  with  our  youth,  the 
physician  must  help  to  integrate  all  these 
factors  into  a satisfying  pattern  of  daily 
living. 
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Many  infants  with  biliary  atresia  die 
before  nine  months  of  age,1  but  recent  re- 
ports2 show  that  some  are  reputed  to  be 
alive  after  fifteen  or  more  years  even  if  no 
surgical  procedure  has  been  done.  Con- 
comitant factors  of  increased  life  span  in 
these  babies  include  improved  nutrition  and 
medications  such  as  vitamin  K and  Ki, 
antibiotics,  corticosteroids,  iron,  intravenous 
albumen,  and  plasma  and  blood  transfusions. 
That  the  increased  life  span  of  patients  with 
biliary  atresia  may  very  readily  be  associated 
with  modern  pediatric  care,  technic,  and 
management  is  undeniable. 

Clinical  data 

Of  the  100  babies  with  obstructive  jaun- 
dice who  have  been  studied  in  the  past  six 
years,  75  infants  had  atresia  of  extrahepatic 
hepatic  ducts.  In  these,  an  operation  was 
used  after  three  to  four  months  of  age  to 
establish  an  internal  hepatic  fistula  with 
artificial  bile  ducts.3  Nearly  one  third 
of  these  babies  are  alive  from  six  to  sixty 
months  afterwards.  Their  prolonged  life 
span  gives  an  opportunity  to  observe  the 


effects  of  their  congenital  and  acquired 
impairments. 

As  children  with  biliary  atresia  survive 
beyond  a year,  certain  features  have  been 
noted.4 

1.  Anemia  is  associated  with  a shortened 
survival  time  of  the  red  blood  cell. 

2.  Alterations  are  present  in  bilirubin 
metabolism  and  excretion. 

3.  Hypoproteinemia  is  manifest  particu- 
larly as  hypoalbuminemia. 

4.  Hypoprothrombinemia  is  correctible 
by  vitamin  K and  its  analogues. 

5.  Vitamin  E deficiencies  may  be  present. 

6.  Vitamin  D deficiencies  are  associated 
with  osteoporosis  and  hepatic  rickets,  but 
changes  in  parathyroid  function  or  struc- 
ture are  absent. 

7.  Retardation  in  growth  is  seen  as  dwarf- 
ism. 

8.  Deficient  adrenal  steroid  excretion  in 
the  urine  is  associated  with  deficient  or 
altered  adrenal  cortical  lipoid. 

9.  Huge  hepatomegaly  and  usually  sple- 
nomegaly and  hypersplenism  are  present. 

10.  Portal  hypertension  is  usually  present 
after  three  to  six  months  of  age.  This  is 
associated  with  hepatic  fibrosis  (cirrhosis). 

11.  Abnormal  and  deficient  immunity 
responses  affect  (depress)  hepatic  function. 

12.  Cardiac,  pulmonary,  and  nervous 
system  deficits  are  seen. 

13.  There  is  normal  mentality. 

Experience  with  the  use  of  artificial  bile 

ducts  in  infants  who  have  atresia  of  hepatic 
ducts  indicates: 

1.  Bile  is  made  in  their  livers. 

2.  Bile  can  reach  the  intestinal  tract 
through  an  artificial  internal  fistula. 

3.  The  production  and  flow  of  bile  through 
an  internal  fistula  is  intermittent.  Bile 
flow  may  resume  through  a fistula  after 
periods  of  absence. 

4.  Where  possible,  an  anastomosis  can 
be  made  between  a bile  duct  with  distal 
stenosis  and  the  intestinal  tract,  and  if  this 
is  done  early  enough,  there  is  a possibility 
that  the  hepatic  parenchyma  will  return  to 
normal.4 

5.  Some  compensating  or  adaptive  mecha- 
nisms exist  in  some  infants  with  biliary 
atresia  which  permit  their  survival  when 
the  anatomic  anomaly  is  not  corrected. 

6.  Bile  lakes  may  be  present  in  the 
liver. 
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FIGURE  1.  Operative  cholangiogram  similar  to 
that  obtained  in  Case  1.  Radiopaque  medium  in- 
jected into  ampulla  of  gallbladder  demonstrates 
duct  entering  duodenum.  Hepatic  ducts  are  not 
visualized.  (Reproduced  with  permission  of  McC. 
Todd,  M.D.,  Ottawa,  Ontario). 


7.  Epithelization  can  develop  in  and 
drain  to  artificial  (iatrogenic)  tracts. 

8.  In  biliary  atresia  the  evidence,  at 
this  time,  is  that  the  presence  of  giant  cells 
and  of  severe  hepatic  fibrosis  indicates  a 
poor  prognosis.  On  the  other  hand,  the 
presence  of  slight  fibrosis  and  the  absence 
of  bile  ducts  in  the  portal  triads  are  not  of 
prognostic  significance. 

9.  Observations  have  been3  or  are  being 
published5  and  do  not  indicate,  as  yet, 
that  the  natural  history  of  biliary  atresia  is 
modified  by  the  anatomy  of  the  biliary  ap- 
paratus or  as  a direct  result  of  an  artificial 
internal  hepatic  fistula. 

Case  report 

Case  1.  The  patient  was  a premature  Negro 
bom  October  11,  1960.  A percutaneous  liver 
biopsy  was  done  because  of  obstructive  jaundice 
in  the  absence  of  hematologic,  inflammatory,  and 
toxic  factors.  A diagnosis  was  made  of  bile 
stasis,  liver  fibrosis,  and  bile  duct  agenesis. 

An  operation  was  done  in  January,  1961. 


a study  was  made  of  100  babies  with  ob- 
structive jaundice  of  whom  75  had  atresia  of 
extrahepatic  bile  ducts,  for  which  an  opera- 
tion was  done  after  three  to  four  months  of 
age  to  establish  an  internal  hepatic  fistula 
with  artificial  bile  duct.  Nearly  one  third 
of  these  babies  are  alive  from  six  to  sixty 
months  afterward.  The  presence  of  bile 
in  the  intestinal  tract  of  infants  with  biliary 
atresia  may  not  permit,  of  itself,  a return  to 
normal  growth  and  development  patterns. 


The  anatomy  noted  was  the  absence  of  extra- 
hepatic  ducts.  This  was  confirmed  by  a 
cholangiogram  (Fig.  1).  A gallbladder  was 
present.  Fluid  injected  into  the  gallbladder 
entered  the  duodenum. 

Henry  Brody,  M.D.,  the  pathologist,  re- 
ported: 

The  hepatic  cells  appear  slightly  swollen 
and  granular  (Fig.  2).  In  a few  of  these 
coarse  golden  yellow  granules  are  found. 
Similar  golden  yellow  pigment  is  found  in 
Kupffer  cells  and  in  occasional  macrophages 
in  portal  areas.  In  the  few  portal  spaces 
found  in  the  pieces,  virtually  no  normal  bile 
ducts  are  found.  There  is  a rare  tiny  cavity, 
filled  with  bile  pigment  and  lined  by  almost 
flat  cells  (these  might  represent  distorted  bile 
ducts).  There  is  some  increase  in  fibrous 
tissue  of  the  portal  spaces,  and  this  extends 
out  into  the  parenchyma,  producing  some 
degree  of  lobular  distortion. 

The  histologic  picture  is  consistent  with  a 
diagnosis  of  (intrahepatic)  biliary  atresia 
with  beginning  cirrhosis. 

Eight  artificial  bile  ducts  were  placed  between 
the  stomach  and  the  fiver.  Two  plastic  biliary 
trees  into  the  fiver  were  also  used,  one  through 
the  stomach  and  the  other  through  the  gall- 
bladder. Artificial  bile  ducts,  one  metal  and 
two  plastic,  were  inserted  from  the  gallbladder 
directly  into  the  fiver. 

Postoperatively,  the  jaundice  regressed,  the 
serum,  bilirubin  became  normal,  and  bile  pig- 
ment appeared  in  the  intestinal  tract. 

Several  months  later  neurologic  deficits  were 
noted.  Various  consultants  noted  muscular 
weakness,  craniostenosis  (?),  mental  retarda- 
tion, and  myoclonic  seizures.  Cataracts  were 
present.  At  St.  Christopher’s  Hospital  for 
Children,  Philadelphia,  in  July,  1962,  H.  Burt 
Richardson,  M.D.,  reported  that  an  electro- 
encephalogram showed  a diffusely  abnormal 
pattern.  Studies  indicated  no  aminoaciduria 
and  no  galactosuria.  A normal  hepatic  profile 
was  found  with  the  exception  of  slight  elevation 
of  the  serum  alkaline  phosphatase  (Table  I). 
At  that  time,  eighteen  months  after  the  artificial 
fistula,  the  x-ray  department  of  St.  Christopher’s 
Hospital  for  Children  did  an  intravenous 
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FIGURE  2.  Case  1,  age  four  months.  Liver 
biopsy.  Histologic  picture  consistent  with  biliary 
atresia  (hematoxylin  and  eosin  stain). 


cholangiogram  and  reported  a normal  gall- 
bladder to  be  present  (Fig.  3). 

Comment 

Recently  a conference  on  “Fetal  and  In- 
fant Liver  Function  and  Structure”5  was 
held  in  New  York  City.  All  told,  there 
were  many  variables  identified  in  the  anat- 
omy and  pathology,  some  being  those  of 
nomenclature,  some  of  geography,  and 
others  of  metabolic  functions  of  the  liver. 

For  example,  it  was  shown  that  not  only 
has  the  cause  for  biliary  atresia  not  been 
identified  but  also  that  the  criteria  for 
diagnosis  are  not  clear.  The  following 
states  have  been  considered  diagnostic 
of  biliary  atresia:  stenosis  of  the  distal 

common  bile  duct,  obliteration  of  the 
extrahepatic  ducts,  absence  of  the  in- 
trahepatic  ducts,  altered  location  of  hepatic 
fibrous  tissue,  proliferations  of  the  small 
bile  ducts,  dysplasia  or  aplasia  of  various 
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* Cephalin  and  thymol  flocculations,  negative. 


FIGURE  3.  Intravenous  cholografin  given  ninety 
minutes  before  this  radiograph.  Egg-shaped 
opacification  in  juxtaposition  to  silver  tube  which 
parallels  vertebral  column  is  radiopaque  medium  in 
gallbladder.  Eight  metal  artificial  bile  ducts  seen, 
seven  between  stomach  and  liver.  Plastic  pros- 
theses  not  visible  on  x-ray  examination. 


hepatic  cellular  elements,  mural  hyper- 
trophy of  the  hepatic  arteries,  or  oblitera- 
tion of  hepatic  veins.  An  infant  with  biliary 
atresia  might  have  common  bile  duct 
stenosis,  atresia  of  the  extrahepatic  hepatic 
ducts,  parenchymal  dysplasia,  fibrosis, 
agenesis  of  the  hepatic  acini,  or  multi- 
nucleated  cellular  infiltration.  These  multi- 
ple states  cause  an  awkwardness  in  manage- 
ment, fallacies  in  prognosis,  and  differences 
in  opinions. 

Concurrent  with  the  confusion  in  anatomy 
and  in  pathology  is  the  vague  clinical  pic- 
ture. Part  of  this  is  due  to  the  primary 
hepatic  disease,  and  part  is  due  to  other 
organ  or  system  defects. 

With  all  these,  we  have  a clinical  paradox: 
Some  infants  with  cirrhosis,  for  whom  a 
gloomy  prognosis  has  been  given,  can  sur- 
vive, and  some  infants  with  a presumably 
normal  hepatic  cell  structure  will  not  sur- 


vive because  of  erratic  metabolism.  Sur- 
vival may  be  due  to  the  continued  existence 
of  some  normal  liver  tissue.  This  organ  re- 
tains a capacity  for  regeneration,  and  it  is 
conceivable  that  some  of  the  regenerated 
tissue  might  be  normal.  It  has  been  noted 
that  in  the  adult,  three  weeks  after  partial 
(75  per  cent)  hepatectomy,  liver  function  is 
restored.6  This  has  been  known  for  some 
years,  experimentally.  In  this  regenerat- 
ing liver  tissue  there  is  normal  acinar  con- 
figuration, but  also  there  are  occasional 
failures  of  glycogenation  of  the  liver  cells, 
evidences  of  focal  bile  duct  proliferation, 
and  distended  and  tortuous  sinusoids.  Of 
interest  are  transition  phenomena  which  can 
be  seen  between  bile  duct  epithelium  and 
parenchymal  cells. 

If  stimuli  to  abnormal  formation  and 
function  of  the  liver  were  removed,  it  should 
be  possible  that  the  damaged  hepatic  paren- 
chyma in  infants  with  cirrhosis  secondary  to 
atresia  might  return  to  normal.4  The  use  of 
artificial  bile  ducts  helps  to  overcome  the 
structural  defect.  It  now  remains  to  iden- 
tify and  overcome  the  functional  defects. 

There  are  other  paradoxes  seen  in  biliary 
atresia.  These  babies  who  cannot  dispose 
of  bile  do  not  have  high  levels  of  serum 
bilirubin  nor  do  they  have  kernicterus;  the 
serum  bilirubin  frequently  is  less  than  10 
mg.  per  100  ml.  This  fact  may  indicate 
that  mechanisms  prevent  the  formation  of 
bilirubin.  Perhaps  the  failure  of  bile  pro- 
duction may  be  an  etiologic  factor  in 
atresia  of  hepatic  ducts. 

On  the  other  hand,  many  additional  routes 
are  available  for  the  disposal  of  bilirubin. 
Although  their  kidneys  are  full  of  bile  pig- 
ment, they  do  not  die  of  bile  nephrosis  or 
uremia.  They  demonstrate  increased  ac- 
tivity of  the  reticuloendothelial  system  in  the 
spleen  and  lymph  nodes.  Recently,  Schmid 
demonstrated,  under  selective  experimental 
conditions,  that  there  is  significant  excretion 
of  bilirubin  through  the  intestinal  walls.5 
Furthermore,  the  use  of  a resin  (Cholestyra- 
mine) has  been  found  to  accelerate  bile 
elimination.  And  in  the  successful  use  of 
corticosteroids  to  relieve  jaundice  in  some 
cases,  an  explanation  is  not  forthcoming,  so 
that  we  have  the  familiar  question  of 
“wonder  where  the  yellow  went.,, 

The  use  of  artificial  bile  ducts  alone  with- 
out the  improvement  of  adjuvant  therapies 
and  without  further  data  concerning  the 
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etiology  and  pathogenesis  cannot  be  ex- 
pected to  overcome  the  anomaly  of  biliary 
atresia. 

Even  though  bile  may  be  present  in  the 
intestinal  tract,  as  a result  of  an  operative 
procedure,  other  changes  which  may  have 
occurred  in  the  prenatal,  perinatal,  and 
immediate  postnatal  periods  may  prevent  a 
return  to  normal.  Even  though  the  liver  re- 
tains its  capacity  for  regeneration  of  normal 
tissue,  this  cannot  occur  if  the  stimuli 
toward  cirrhosis  are  not  overcome.  Even 
the  capacity  of  the  liver  cells  to  form  new 
bile  duct  epithelium  may  be  of  no  avail. 

Nonetheless,  it  is  recommended  that  an 
artificial  hepatogastric  fistula  be  established 
in  infants  who  have  hepatic  duct  atresia; 
if  the  gallbladder  has  a duct  to  the  duo- 
denum, artificial  bile  ducts  can  also  be  in- 
serted through  the  gallbladder  into  the  liver. 
These  should  be  done  as  soon  as  the  di- 
agnosis of  hepatic  duct  atresia  is  established. 

Greater  selectivity  will  be  possible  in  the 
future  regarding  indications  for  surgical 
procedures  in  these  babies.  This  selection 
will  depend  on: 

1.  More  study  in  the  use  of  artificial  bile 
ducts  as  an  internal  hepatic  fistula. 

2.  Additional  information  concerning  the 
basis  for  diagnosis,  etiology,  and  patho- 
genesis. 

3.  Improved  adjuvant  therapies. 

4.  Clarification  of  the  anatomic,  his- 
tologic, and  functional  capacities  of  the  new- 


born liver  in  normal  infants  as  well  as  in  in- 
fants with  hepatic  or  bile  duct  atresia, 
agenesis,  or  dysplasia. 

Summary 

Observations  of  babies  with  biliary  atresia 
who  are  living  beyond  a year  have  been 
summarized. 

A case  was  reported  of  roentgen  demon- 
stration of  media  (bile)  passing  to  the  gall- 
bladder from  the  liver  in  an  infant  in  whom 
this  could  not  be  demonstrated  prior  to  the 
use  of  artificial  bile  ducts. 

The  presence  of  bile  in  the  intestinal 
tract  in  infants  with  biliary  atresia  may  not 
of  itself  permit  a return  to  normal  growth 
and  development  patterns. 

1351  Tabor  Road,  Philadelphia  41 
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| n the  literature  on  the  subject  of  gastric 
mucosa  in  the  esophagus,  it  has  been  stated 
that  the  anomaly  is  related  to  peptic  ulcer 
of  the  esophagus,  reflux  esophagitis,  eso- 
phageal stenosis,  sliding  hiatal  hernia,  and 
adenocarcinoma  of  the  esophagus.1-10  In 
spite  of  the  knowledge  of  these  relationships, 
very  little  progress  has  been  made  toward  an 
understanding  of  the  histogenesis  of  ectopic 
gastric  mucosa  of  the  esophagus.  It  is  not 
known  how  and  by  what  mechanism  the 
squamous  epithelium  of  the  esophagus  is 
replaced  by  glandular  epithelium;  is  it  by 
a simple  process  of  metaplasia,  is  it  a mal- 
function in  the  delicate  balance  that  exists 
at  the  junction  of  columnar  epithelium  with 
squamous  epithelium  with  an  overgrowth 
of  the  columnar  portion,  or  is  it  a congenital 
anomaly?  The  present  study  was  under- 
taken to  answer  these  questions.  Special 
attention  has  been  given  to  the  glands  of 
the  esophagus  and  their  relationship  to  the 
histogenesis  of  ectopic  esophageal  gastric 
mucosa. 

Materials  and  methods 

Five  hundred  esophagi  were  studied  from 
unselected  consecutive  autopsies.  They 
were  prepared  for  study  as  follows:  The 


a study  was  made  of  500  esophagi  obtained 
from  consecutive  autopsies  in  which  the  inci- 
dence of  ectopic  gastric  mucosa  was  12  per 
cent.  When  loss  of  epithelium  ( from  ulcera- 
tion of  the  esophagus  due  to  trauma , infection, 
or  regurgitation ) occurs  in  an  area  in  which 
there  are  ectopic  glands  in  the  lamina  propria 
( congenital  anomalies ),  the  defect  may  not  heal 
from  regeneration  of  the  squamous  epithelium 
but  by  surfacing  of  the  ectopic  glands,  which 
may  pierce  the  squamous  epithelium,  even- 
tually reach  the  surface,  and  replace  the  lining 
squamous  epithelium  without  ulceration. 


esophagus  was  stretched  and  pinned  to 
plastic  boards  and  fixed  in  a 1:10  dilution 
of  buffered  formalin  for  variable  periods  of 
time.  After  fixation,  each  esophagus  was 
cut  longitudinally  into  strips  0.5  cm.  wide. 
The  mucous  membrane  was  separated 
from  the  muscular  wall,  rolled  to  form  a 
“swiss  roll,”  and  processsed  through  ap- 
propriate solutions  to  obtain  paraffin  blocks. 
A 7-micron-thick  section  from  each  block 
was  cut  and  stained  with  hematoxylin  and 
eosin.  On  an  average,  5 sections  were  ob- 
tained from  each  esophagus.  The  slides 
were  then  studied  carefully,  and  those  slides 
that  showed  ectopic  gastric  mucosa  (60 
esophagi)  were  separated  and  re-examined 
as  a group.  In  many  esophagi  portions  of 
either  the  upper  or  lower  parts  of  the  organ 
had  been  removed  during  the  autopsy  pro- 
cedure, and  these  portions  were  not  avail- 
able for  sectioning.  Therefore,  the  fre- 
quency of  ectopic  gastric  mucosa  in  this 
study  is  lower  than  that  generally  quoted. 
This  discrepancy  is  of  no  consequence,  since 
the  purpose  of  the  investigation  concerns 
histogenesis. 

Findings 

In  60  esophagi  there  were  areas  of  ectopic 
gastric  glands.  In  many  the  anomalous 
glandular  epithelium  was  superficial  and 
replaced  the  lining  squamous  epithelium, 
but  in  others  the  glands  were  entirely  sub- 
epithelial.  The  gastric  glands  were  seen 
most  frequently  in  the  lower  part  of  the 
organ,  adjacent  to  the  cardia.  Esophageal 
ulceration  or  erosion  was  quite  common, 
occurring  in  38  per  cent  of  the  patients. 
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Comment 

To  evaluate  the  findings,  one  must  have 
a clear  understanding  of  the  normal  histology 
and  anatomy  of  the  esophagus.  The  first 
problem  is  to  establish  by  definition  the 
organ’s  boundaries.  There  is  no  complete 
agreement  as  to  where  the  esophagus  ends 
and  where  the  stomach  begins.  Those  who 
define  the  esophagus  in  terms  of  a tube 
extending  from  the  pharynx  to  the  stomach 
include  the  lower  end,  even  if  it  is  lined  by 
simple  glandular  epithelium,  as  part  of  the 
esophagus.11  The  esophagus  is  generally 
considered  as  that  portion  of  the  tube  ex- 
tending from  the  pharynx  to  the  stomach 
which  is  lined  by  squamous  epithelium. 
For  the  purpose  of  this  paper  we  shall  use 
the  latter  definition. 

Histologically  the  esophagus  is  made  up 
of  6 distinct  layers:  (1)  epithelium,  (2) 

lamina  propria,  (3)  muscularis  mucosae, 
(4)  submucosa,  (5)  muscularis  propria,  and 
(6)  tunica  adventitia.  The  discussion  will 
be  limited  to  those  structures  of  the  surface 
epithelium,  lamina  propria,  and  submucosa 
which  may  be  involved  in  the  histogenesis 
of  ectopic  gastric  mucosa. 

Epithelium.  From  case  to  case  and  in 
the  same  person,  the  squamous  epithelium 
exhibits  variations  in  thickness  and  in  cel- 
lular activity,  probably  representing  differ- 
ences in  the  active  regeneration  resulting,  in 
part,  from  destruction  of  the  epithelium  by 
the  regurgitated  gastric  juice.  Such  reflux 
frequently  occurs  in  normal  individuals12*13 
or  when  there  is  loss  of  competence  as  com- 
monly seen  with  sliding  hiatal  hernia.14"16 
Sustained  contact  of  acid  gastric  juice  with 
the  squamous  epithelium  of  the  esophageal 
mucosa,  whether  it  is  brought  about  by 
vomiting,  regurgitation,  or  direct  applica- 
tion, has  a very  rapid  and  devastating 
effect.17-18  This  liability  of  the  squamous 
epithelium  to  gastric  juice  is  exhibited  at  all 
levels  of  the  organ. 19 

Before  death  many  of  the  patients  in  this 
study  had  nasogastric  tubes,  sepsis,  and 
various  degrees  of  malnutrition.  It  is  no 
wonder,  then,  that  the  squamous  epithelial 
lining  of  the  esophagus  showed  considerable 
variations  in  cellular  activity. 

According  to  Barrett,20  experimental  de- 
fects produced  in  dogs  healed  by  squamous 
regeneration,  contrary  to  the  theory  that  in 
man  the  lower  end  of  the  esophagus  may  be 


replaced  by  glandular  epithelium  when  ul- 
ceration occurs.  The  assumption  that  the 
squamous  epithelium,  when  it  is  destroyed, 
may  give  way  to  the  more  resistant  epi- 
thelium from  the  cardia21  implies  that  the 
anomaly  is  acquired  and  that  the  epithelium 
actually  came  from  the  cardia.  If  that  is 
true,  why  is  not  the  condition  more  common, 
and  how  does  it  explain  the  presence  of 
isolated  islets  of  ectopic  gastric  mucosa  com- 
pletely unrelated  to  the  cardia? 

Epithelial  structures  of  the  lamina 
propria.  The  ducts  of  the  submucosal 
esophageal  glands,  as  they  pass  through  the 
loose  connective  tissue  of  the  lamina  propria, 
are  frequently  surrounded  by  collections  of 
lymphocytes.  These  ducts  may  show  all 
degrees  of  atrophy,  dilatation,  and  metapla- 
sia, as  secondary  changes  from  primary 
atrophy  of  the  gland  proper. 

Other  epithelial  structures  that  are  seen  in 
the  lamina  propria  are  glands  called  eso- 
phageal cardiac  glands  because  they  resemble 
the  cardiac  glands  of  the  stomach.  Two 
main  groups  of  them  can  be  distinguished: 
One  is  in  the  upper  part  of  the  esophagus  at 
the  level  between  the  cricoid  cartilage  and  the 
fifth  tracheal  cartilage;  the  other  is  in  the 
lower  part  of  the  esophagus  near  the  cardia,22 
but  we  have  also  found  them  at  other  levels. 
The  cells  are  columnar  and  have  eosinophilic 
cytoplasm.  It  is  not  unusual  for  the  indi- 
vidual glands  to  show  cystic  dilatation,  and 
very  frequently  around  these  glands  there 
are  lymphocytic  infiltrates  (Fig.  1).  These 
structures  have  been  described  under  an- 
other name:  superficial  glands  of  the  esoph- 
agus. 23 

Esophageal  cardiac  glands  were  found  in 
12  per  cent  of  the  esophagi  in  this  study. 
Rector  and  Connerley24  drew  the  conclusion 
that  these  glands  are  congenital  defects. 
They  postulated  that  during  the  descent  of 
the  stomach  in  the  embryo,  some  gastric 
glands  were  left  scattered  in  the  lamina 
propria  of  the  esophagus.  Although  we  did 
not  observe  parietal  cells  in  our  cases,  they 
have  been  described  by  other  investiga- 
tors.10-23-25 The  presence  of  these  typically 
gastric  cells  in  the  ectopic  glandular  epi- 
thelium serves  to  confirm  the  gastric  nature 
of  these  rests. 

Epithelial  structures  of  the  sub- 
mucosa. Below  the  muscularis  mucosae  are 
located  the  true  esophageal  glands.  They 
are  largely  mucous  ones,  but  contrary  to 
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FIGURE  1.  Two  different  areas  of  "swiss  roll.” 
In  lower  segment,  ectopic  gastric  glands  have  re- 
placed squamous  epithelium  and  show  diffuse 
lymphocytic  infiltration. 

some  statements, 26  serous  cells  were  present 
in  14  per  cent  of  these  esophagi.  This  would 
probably  mean  that  their  function  is  not 
merely  concerned  with  lubrication,  but  also 
that  perhaps  they  may  play  a role  as  ac- 
cessory salivary  glands.  The  number  of  true 
esophageal  glands  varies.  They  were  absent 
in  a considerable  portion  of  cases  (22  per 
cent).  When  present  the  number  may  be 
extremely  low.  It  is  rare  to  find  more  than 
8 glands  in  a section  from  the  entire  length 
of  the  organ.  They  are  frequently  atrophic, 
and  their  ducts  commonly  are  cystic  with 
squamous  metaplasia.  In  fact  they  may  be 
a disappearing  structure  as  suggested  by 
Goetsch.26 

Histogenesis  of  ectopic  gastric 
mucosa.  The  esophageal  cardiac  glands  are 
involved  in  the  histogenesis  of  ectopic  gastric 
mucosa.  Their  relation  to  the  muscular  is 
mucosae  is  important.  They  are  always 
located  in  the  lamina  propria  superficial  to 
the  muscular  is  mucosae  (Fig.  2).  They 
appear  to  be  identical  with  the  cardiac 
glands,  and  in  the  lower  part  of  the  esoph- 


FIGURE 2.  Ectopic  gastric  glands  in  their  typical 
location  between  squamous  epithelium  and  thin 
bundle  of  muscularis  mucosae. 


agus  they  frequently  are  in  direct  continuity 
with  the  cardiac  glands.  In  many  cases, 
however,  this  continuity  does  not  exist.  A 
careful  study  of  these  glands  shows  other 
interesting  features.  Although  many  times 
they  are  entirely  subepithelial,  frequently 
they  appear  to  have  pushed  the  epithelium 
or  actually  to  have  pierced  it  to  reach  the 
surface  (Fig.  3).  Other  sections  show  a 
replacement  of  the  surface  epithelium  by 
these  glands. 

It  is  proposed  that  this  surfacing  phenom- 
enon is  a dynamic  process  and  plays  an 
important  role  in  the  development  of 
“ectopic”  gastric  mucosa  of  the  esophagus. 
A factor  contributing  to  this  replacement  of 
squamous  epithelium  by  these  columnar  cells 
is  erosion  of  the  epithelium  by  action  of 
gastric  juice,  infection,  or  trauma.  The 
trauma  may  be  in  association  with  gastric 
tubes,  swallowing  of  rough  foodstuffs,  vomit- 
ing, or  regurgitation,  particularly  in  those 
patients  with  incompetence  of  the  cardiac 
sphincter  with  sliding  hiatal  diaphragmatic 
hernias.  Erosion  of  the  epithelium  of  the 
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FIGURE  3.  Different  stages  of  what  we  consider  an  active  process,  whereby  ectopic  glands  reach  surface 
of  esophageal  mucosa.  Some  glands  are  seen  “pushing”  epithelium,  and  another  gland  has  already 
reached  surface. 


esophagus  is  indeed  very  common.  Super- 
ficial ulceration  was  present  in  38  per  cent 
of  our  cases  on  histologic  examination.  If 
ulceration  occurs  in  an  area  over  ectopic 
cardiac  glands,  the  healing  process  may  be 
accomplished  under  certain  circumstances  by 
surfacing  of  these  glands  rather  than  by 
regeneration  of  the  squamous  epithelium 
(Fig.  4).  Therefore,  ectopic  gastric  mucosa 
of  the  esophagus  is  an  acquired  phenomenon 
arising  from  ectopically  placed  gastric  cells  in 
the  lamina  propria. 

Sometimes  esophageal  ulceration  in  its 
severe  form  undermines  the  muscularis 
mucosae  and  reaches  the  upper  surface  of  the 
true  esophageal  glands.  However,  the  sur- 
facing of  these  glands  was  not  observed  in 
this  study. 

This  conception  of  ectopic  gastric  mucosa 
is  valid  from  the  following  standpoints:  It 
represents  a unifying  theory  and  explains  the 
presence  of  both  the  isolated  columnar  islets 
surrounded  by  squamous  epithelium  and  the 
junctional  ones  in  contact  with  the  stomach 
mucosa.  It  also  gives  an  explanation  for  the 
irregular  demarcation  between  the  esophagus 
and  the  stomach,  which  becomes  even  more 
pronounced  in  the  presence  of  chronic  reflux, 


vomiting,  and  so  forth.  Ectopic  glands  are 
quite  common  in  this  critical  area  of  the 
esophagus  where  reflux  acid  juices  may  cause 
ulceration  repeatedly. 

Summary 

This  article  reports  our  findings  in  500 
esophagi  obtained  from  consecutive  autop- 
sies performed  at  Roswell  Park  Memorial 
Institute.  Ectopic  gastric  mucosa  was 
found  in  only  12  per  cent  of  the  cases,  which 
is  a lower  frequency  than  has  been  noted, 
because  in  many  cases  the  upper  and  lower 
ends  of  the  esophagus  were  not  examined. 
Ectopic  gastric  glands  in  the  lamina  propria 
are  congenital  anomalies  and  represent  rests 
of  gastric  mucosa  from  faulty  descent  during 
embryologic  development. 

In  areas  of  ulceration  of  the  esophagus 
from  any  reason  (trauma,  infection,  or  re- 
gurgitation) repair  is  completed  by  the 
regeneration  of  the  squamous  epithelium  in 
most  individuals.  However,  when  the  loss 
of  epithelium  occurs  in  an  area  in  which 
there  are  ectopic  gastric  glands  in  the  lamina 
propria,  the  defect  may  not  heal  from  re- 
generation of  the  squamous  epithelium,  but 


1834  New  York  State  Journal  of  Medicine  / July  15, 1964 


FIGURE  4.  Two  different  areas  of  “swiss  roll,"  separated  by  empty  space.  Lower  one  shows  area  of 
superficial  ulceration  of  esophagus  in  process  of  healing.  Ectopic  glands  have  become  superficial. 


by  surfacing  of  the  ectopic  glands.  It  is 
possible  that  these  glands  may  also  pierce  the 
squamous  epithelium,  eventually  reach  the 
surface,  and  replace  the  lining  squamous 
epithelium  without  ulceration.  The  mucosal 
position  in  most  cases  then  is  acquired. 

The  lack  of  a clear-cut  demarcation  be- 
tween the  esophagus  and  the  stomach  is  the 
result  of  surfacing  of  the  subepithelial  inclu- 
sions of  ectopic  gastric  epithelium  which 
occur  quite  commonly  in  this  area. 
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Speech  After 
Glossectomy 
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Buffalo,  New  York 

From  the  Speech  Therapy  Clinic, 
Roswell  Park  Memorial  Institute 


F ROM  earliest  times,  the  tongue  has  been 
associated  in  the  public  mind  with  the  pro- 
duction of  speech.1  From  time  immemorial 
the  tongue  has  been  recognized  as  the  chief 
constituent  of  the  mechanism  of  articula- 
tion.2 Among  the  organs  of  articulation  the 
tongue  because  of  its  great  motility  and  flexi- 
bility assumes  a paramount  position. 3 In  the 
entire  realm  of  human  physiology  there  is  no 
muscular  mechanism  of  greater  complica- 
tion, more  varied  functions,  unusual  motility 
and  importance  in  social  contacts  than  the 
tongue.  . . ,4  One  never  realizes  how  far- 

reaching  a mouth  condition  can  be  in  its 
influence  on  personality.6 

Keeping  in  mind  these  expressions  of 
attitudes  relevant  to  glossectomy,  is  it  any 
wonder  that  the  patient,  the  speech  thera- 
pist, and  even  the  surgeon  view  the  problem 
of  surgical  removal  of  part  or  all  of  the  tongue 
with  some  degree  of  reluctance? 

“Until  recently,  in  the  majority  of  these 
cases  the  loss  of  lingual  tissue  was  due  to 
accidental  causes  (chemical  or  electrical 
destruction,  gun  shot  or  shell  wounds),  or 
to  infection  or  gangrene.”3  Trauma  by 
such  sharp  instruments  as  ice  picks,  knives, 
barbed  wire  and  by  freezing,  lye,  and  other 
agents  has  resulted  in  mutilation  or  de- 
struction of  previously  normal,  healthy 
tongues. 

With  the  advent  of  new  surgical  technics 
and  the  availability  of  antibiotics,  more  and 
more  formerly  inoperable  tongue  lesions 


have  been  treated  successfully  for  malignant 
disease.  After  reviewing  the  early  literature 
on  this  topic,  Bakamjian  and  Cramer6 
comment: 

Evidently  surgeons  have  been  unwilling 
and  hesitant  to  perform  adequately  extensive 
excisions  for  advanced  lingual  cancer,  being 
legitimately  afraid  of  ending  up  with  indi- 
viduals crippled  functionally,  esthetically,  and 
socially  to  such  an  extent  that  life  would  be- 
come a burden  to  both  the  patients  and  those 
destined  to  live  with  them.  . . . We  believe 

that  a more  positive  and  vigorous  approach 
than  currently  exists  is  indicated  in  the  sur- 
gical management  of  these  cases. 

Other  authors  support  this  view.  Kre- 
men7  reports  excellent  results  obtained  in  23 
cases  by  means  of  a primary  combined  en 
bloc  resection  of  the  tongue,  the  floor  of  the 
mouth,  and  the  cervical  lymphatics.  A 
study  from  the  Mayo  Clinic,  concerned  with 
168  patients  treated  there  for  tongue  lesions, 
concludes  with  this  statement:  “The  re- 

sults of  this  study  have  made  us  reaffirm  our 
belief  that  cancer  of  the  tongue  is  best 
treated  by  wide  excision  or  hemi- glossectomy 
except  for  lesions  that  are  inoperable  or  are 
situated  at  the  base  of  the  tongue  and  are  of 
a high  degree  of  malignancy.”8  It  seems  to 
be  agreed,  then,  that  effective  surgical  treat- 
ment in  cases  like  these  must  necessarily  be 
radical. 

Case  report 

A fifty-two-year-old  widowed  white  female 
schoolteacher  was  referred  to  the  Roswell  Park 
Memorial  Institute.  Intraoral  examination  re- 
vealed a small  ulcerated  area  measuring  ap- 
proximately 1 cm.  in  the  floor  of  the  mouth,  in 
line  with  the  left  submaxillary  gland.  Subse- 
quent biopsies  showed  that  the  lesion  was  an 
adenocystic  carcinoma  of  the  left  sublingual 
gland. 

The  preferred  modality  of  treatment  offered 
to  the  patient  was  surgical  excision  of  the  lesion. 
The  patient  expressed  some  reluctance  to  under- 
go surgery,  and  verbalized,  as  a major  anxiety, 
her  fear  of  the  loss  or  long-term  interruption  of 
her  ability  to  speak  in  case  a partial  glossectomy 
had  to  be  performed.  Apparently  the  economic 
and  social  consequences  contingent  on  impair- 
ment of  her  ability  to  speak  were  sufficiently 
threatening  that  she  was  willing  to  risk  even 
death  to  preserve  this  ability  for  the  remainder 
of  her  life.  Nevertheless,  after  counseling  and 
explanations  of  therapeutic  plans  by  medical 
staff,  with  additional  encouragement  from  the 
author,  she  agreed  to  surgery. 

A portion  of  the  left  side  of  the  floor  of  the 
mouth  was  excised,  together  with  an  adjacent 
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portion  of  the  tongue,  the  mandible  being  pre- 
served by  means  of  a modified  pull-through 
procedure,  and  a left  radical  neck  dissection  was 
performed  in  continuity.  For  approximately 
eight  weeks  after  the  immediate  postoperative 
period,  a problem  involving  salivation  made  her 
speech  somewhat  “juicy”  in  quality.  This  diffi- 
culty has  subsided,  and  her  speech  is  now  well 
articulated  and  perfectly  intelligible.  At  the 
time  of  preparation  of  this  paper  for  publication, 
nearly  three  years  after  surgery,  she  is  living  and 
healthy,  with  no  evidence  of  residual  or  recur- 
rent disease.  She  also  has  resumed  her  teaching 
position. 


Comment 

Other  patients  needing  radical  surgery  in 
the  region  of  the  mouth,  especially  total 
extirpation  of  the  tongue,  can  be  expected  to 
face  such  an  ordeal  with  similar  misgivings. 
These  patients  must  be  helped  to  under- 
stand, however,  that  articulate  and  in- 
telligible speech  is  possible  even  after  partial 
or  complete  glossectomy.  Failure  to  accept 
adequate  therapy  for  malignant  lesions  of  the 
tongue  has  tragic  consequences. 

Speech  rehabilitation  after  glossectomy 

“The  restoration  of  speech  after  the  loss 
of  a larger  part  of  the  tongue  is  one  of  the 
oldest  recorded  samples  of  speech  rehabilita- 
tion. Since  the  time  of  antiquity  the  ‘mi- 
raculous’ recovery  of  speech  after  loss  of  the 
tongue  (as  a punishment  or  through  an 
accident)  has  been  mentioned  repeatedly 
as  a medical  curiosum.”3  Keaster2  reports 
that  individuals  have  had  intelligible  speech 
in  spite  of  divided  or  supernumerary  tongues 
or  even  congenital  aglossia. 

What  are  the  adjustments,  modifications, 
compensations,  and  substitutions  that  can 
be  made  to  achieve  intelligible  speech  after 
partial  or  total  glossectomy?  According  to 
Goldstein,4  the  “fascia  of  the  floor  of  the 
mouth  moves  actively  and  effectively  to  the 
positions  in  the  oral  cavity  to  simulate  the 
movements  of  the  tongue.  Other  accesso- 
ries, such  as  the  lips,  lower  jaw,  soft  palate, 
uvula,  and  buccal  muscles  assume  exagger- 
ated positions  to  assist  in  these  newly  estab- 
lished mechanics  of  articulation.” 

For  example,  if  the  lower  lip  is  retracted 
and  pressed  against  the  alveolar  margin  of 
the  upper  jaw,  the  sound  of  “L”  can  be  pro- 
duced fairly  well  even  when  the  tongue  is 
completely  lacking,  since  remnants  of  the 


patients  undergoing  radical  surgery  for 
malignant  disease  in  the  region  of  the  mouth , 
especially  total  extirpation  of  the  tongue , can 
be  taught  to  use  other  parts  of  the  mouth  cav- 
ity to  produce  understandable,  fluent  speech. 


TABLE  1. 

Acceptable  acoustic  approximations 

Sounds 

Possible  Substitutes* 

P,  B,  F,  V,  M 
K,  G,  NG 


T,  D,  N,  L 


TH  (voiceless 
and  voiced) 

S,  Z,  SH,  ZH 

CH,  J 

R 


Generally  unaffected  by  glos- 
sectomy. 

(1)  Contact  of  buccinator  mus- 
cles with  molars,  or  (2) 
movements  approximating 
palatal  arches,  or  (3)  re- 
placement of  K and  G with 
glottal  stop  and  NG  with 
nasalization  of  preceding 
vowel. 

(1)  Floor  of  mouth  elevated  to 
make  contact  with  upper  in- 
cisors, or  (2)  lower  lip  drawn 
back  and  elevated  to  a posi- 
tion on  upper  incisors. 

Position  for  F and  V modified 
to  give  acoustic  approxima- 
tion to  TH. 

Air  blown  through  teeth,  bps 
protruded,  f 

Glottal  (or  oral)  stop  plus  SH 
or  ZH,  respectively. 

(1)  Vocal  cords  trilled  (“laryn- 
geal R”)  so  as  to  give  acous- 
tic approximation  to  R,  or 
(2)  uvular  (guttural)  R. 


* Alternatives  are  given  in  order  of  preference, 
t If  the  tip  of  the  tongue  is  lacking,  S will  generally  come 
out  close  to  SH,  and  Z close  to  ZH. 


genioglossus  muscle  are  available  to  lift  the 
bottom  of  the  mouth,  thus  forming  an  im- 
pediment in  the  center  of  the  emanating  air 
column.5  Eskew  and  Shepard9  state  that  a 
similar  acoustic  effect  can  be  obtained  by 
elevating  the  floor  of  the  mouth  to  make  con- 
tact with  the  anterior  maxillary  teeth. 
The  blade  of  the  tongue,  when  available,  can 
be  substituted  for  the  tip.  One  variety  of 
“L”  that  is  common  in  American  English 
does  not  actually  require  any  contact  at  all 
between  the  tongue  and  the  roof  of  the 
mouth. 10 

The  accompanying  Table  I may  be  helpful 
in  showing  the  various  types  of  articulatory 
adjustments  and  substitutions  that  can  be 
made  by  glossectomy  patients.  The  in- 
formation included  is  based  on  reports  in 
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the  literature,  supplemented  by  the  author’s 
personal  observations  of  2 patients  with  total 
glossectomy  at  the  Roswell  Park  Memorial 
Institute,  as  well  as  possibilities  suggested 
by  a knowledge  of  articulatory  phonetics. 

Conclusion 

This  table  will  be  most  helpful  if  the  user 
keeps  in  mind  certain  principles  that  are  so 
obvious  that  they  are  easily  overlooked. 
First,  if  the  appropriate  parts  of  the  tongue 
are  available,  the  patient  should  of  course 
pronounce  a sound  normally.  Second,  when 
there  are  alternative  ways  to  approximate  a 
sound,  the  one  that  gives  the  best  results  in 
an  individual  case  is  the  one  that  should  be 
used  in  that  case. 

Over  twenty  years  ago,  Goldstein11  dis- 
cussed the  question  of  speech  without  a 
tongue  and  came  to  the  following  con- 
clusions: 

1.  The  tongue  is  not  absolutely  indis- 
pensable as  an  organ  of  articulate  speech. 

2.  Various  other  parts  of  the  mouth 
cavity  may  be  utilized  to  replace  it. 

3.  Understandable,  fluent  speech  can  be 
produced  without  a tongue. 


The  author  would  like  to  offer  Dr.  Gold- 
stein’s thesis,  together  with  the  contents  of 
this  paper,  to  the  doctor,  the  speech  thera- 
pist, and  the  prospective  glossectomy  pa- 
tient, in  the  sincere  hope  that  insights  of 
some  value  in  the  total  therapy  of  malignant 
lesions  of  the  tongue  may  be  achieved  in 
this  way. 
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P ain  is  a frequent  complaint  of  the  patient 
with  vascular  disease  of  the  limbs.  It  may 
consist  of  mild  discomfort  or  can  be  severe 
and  unremitting,  thereby  interfering  with 
locomotion  and  important  body  functions. 

Most  commonly  the  pain  is  caused  by 
ischemia  of  muscular  tissues,  for  example, 
intermittent  claudication;  or  it  may  be 
rest  pain  from  the  embolic  or  thrombotic 
closure  of  a major  vessel  of  a limb.  These 
conditions  having  been  excluded  from  our 
study,  it  may  seem  that  very  few  painful 
peripheral  vascular  disorders  would  re- 
main. Such  is  not  the  case.  The  disorders 
discussed  in  this  paper,  with  one  important 
exception,  are  not  benefited  by  measures 
used  to  improve  arterial  blood  flow.  In- 
stead, they  yield,  often  dramatically,  to 
chemical  agents  or  measures  not  commonly 
considered  as  analgesic  or  intended  for  re- 
lief of  pain. 

The  conditions  treated  fell  into  two 
groups:  in  one  the  peripheral  circulation  was 
essentially  normal,  and  in  the  other  it  was 
disturbed. 


a study  was  made  of  relief  of  pain  in  certain 
peripheral  circulatory  conditions  by  drugs  not 
primarily  designated  as  analgesics.  Pro- 
methazine, an  antihistamine,  was  particularly 
effective  for  “ burning  pain,”  a functional 
vascular  disorder,  and  for  the  pain  associated 
with  stasis  ulcers  and  with  ischemic  neuritis. 
Quinine  was  effective  in  treating  nocturnal 
cramping  and  “ restless  legs.”  The  action  of 
both  drugs  appears  to  be  an  inhibition  or  de- 
pression of  nerve  cell  or  synaptic  function. 


In  the  first  group  were  patients  who  com- 
plained either  of  burning  of  the  feet  or  of 
cramping  of  the  legs.  Clinically,  their 
extremities  appeared  normal.  The  periph- 
eral arteries  were  all  patent.  Varicose 
veins  were  not  a common  finding  but  when 
present  were  found  oftener  in  those  with 
muscle  ache  or  cramp. 

The  second  group  comprised  patients  with 
organic  disease  of  the  peripheral  veins  and 
arteries.  Some  had  thrombophlebitis  of 
the  superficial  or  deep  veins,  and  some  had 
stasic  ulcerations  caused  by  chronic  venous 
insufficiency.  Those  with  arterial  involve- 
ment, the  exception  that  has  been  men- 
tioned, included  patients  in  whom  ischemia 
had  impaired  the  nutritional  state  of  the 
peripheral  nerves  to  the  point  where  an 
ischemic  neuropathy,  with  its  attendant  dis- 
tressing symptoms,  had  arisen. 

Selection  of  patients 

The  single  criterion  for  admission  to  the 
study  was  the  presence  of  pain  or  one  of  its 
variants.  About  one  half  of  the  patients 
were  seen  in  the  private  practice  of  one  of  us 
(I.D.S.)  and  the  other  half  in  the  vascular 
disease  clinics  of  Grasslands  and  Mount 
Vernon  Hospitals.  The  series,  which  totaled 
251,  was  divided  into  the  categories  shown  in 
Table  I. 

Choice  of  drugs 

Our  choice  of  drugs  was  in  some  ways 
arbitrary  but  not  haphazard.  Earlier  clini- 
cal observations  by  many  investigators  in 
the  field  of  peripheral  vascular  disease  had 
concerned  the  empiric  use  of  certain  of  the 
antihistamines:  diphenhydramine  (Bena- 


July  15,  1964  / New  York  State  Journal  of  Medicine  1839 


TABLE  I.  Common  types  of  painful  peripheral  vascular  disorders  and  response  to  promethazine  or  quinine 

in  251  patients 


Peripheral 
Vascular  Disorder 

Num- 

ber 

of 

Pa- 

tients 

Type  of  Pain 

Origin  of  Pain 

Conventional 

Conservative 

Treatment 

Response  to 
Promethazine 
Treatment 

Functional 

Symptom  complex 
without  peripheral 
vascular  involve- 
ment as  a rule 

22 

Burning 

Histamine  effect  (?) 

Ephedrine,  aspirin, 
cold  applications, 
sedatives,  anti- 
histamines 

Moderate  (14)  to  com- 
plete (8)  relief  in  all. 

39 

Muscle  cramping  or 
aching 

Muscle  imbalance,  strain 
or  fatigue,  venous 
stasis 

Quinine,  calcium, 
aspirin,  amino- 
phyllin 

Moderate  to  complete 
relief  in  all.  Of  par- 
ticular value  when 
quinine  is  contrain- 
dicated. 

Organic 

Arterial 

22 

Intermittent 

claudication 

Depletion  of  vascular 
supply  to  exercising 
muscle 

Vasodilator  drugs 

Of  little  value  in  almost 
all.  Discontinued  as 
a method  of  treat- 
ment early  in  study. 

58 

Burning,  numbness, 
paresthesias,  con- 
stant or  periodic 
(ischemic  neuritis) 

Advanced  arterial  deple- 
tion with  selective 
effect  on  peripheral 
nerves 

Vasodilators,  anal- 
gesics, narcotics 

Moderate  to  pro- 
nounced relief  in  28 
patients;  complete 
relief  in  6 patients; 

24  not  helped.  How- 
ever, no  need  of 
narcotics  in  most 
patients. 

43 

Constant,  boring, 
and  lancinating 
pain  in  tissue  ne- 
crosis and  gan- 
grene 

Tissue  death  with  or 
without  secondary  in- 
fection 

Vasodilators,  anal- 
gesics, narcotics 

Ineffective.  Use  of 
analgesics  and  nar- 
cotics was  slightly 
reduced. 

Venous 

25 

Burning  or  aching 
(phlebitis) 

Inflammatory  reaction  in 
venous  and  perivenous 
structures 

Anticoagulants, 
anti-inflammatory 
agents,  local 
therapy 

Excellent  analgesia  in 
all. 

42 

Boring  and  lancinat- 
ing pain  of  stasis 
ulcer,  constant 
or  periodic 

Tissue  breakdown  with 
inflammation  and  ex- 
posure of  nerve  endings 

Bed  rest,  elevation; 
wet  dressings  an- 
algesics, narcotics 

Moderate  (28)  to  com- 
plete (14)  relief  in 
all.  Permits  rest 
and  sleep  without 
narcotics. 

dryl)  hydrochloride  and  tripelennamine 
(Pyribenzamine)  hydrochloride  for  the  treat- 
ment of  burning  or  “burning  pain”  in  the 
feet.  When,  where,  and  by  whom  this 
practice  was  started  remains  vague  even 
to  this  day;  that  it  brought  relief  from 
such  distressing  symptoms  was  a common 
experience.  The  use  of  quinine  and  cal- 
cium salts  in  the  management  of  muscular 
aching  and  cramping  has  a secure  physiologic 
basis  and  has  been  used  for  a longer  period 
of  time.1 

In  addition  to  diphenhydramine  and  tri- 
pelennamine, we  made  use  of  other  agents 
of  a similar  nature,  notably,  promethazine 
(Phenergan)  hydrochloride.  At  times  we 
also  used  compounds  with  different  types  of 
pharmacologic  activity,  such  as  carisoprodol 
(Soma),  phenylbutazone  (Butazolidin),  a 
combination  of  narcotic  and  non-narcotic 
analgesics  (Percodan),  propoxyphene  hydro- 
chloride (Darvon),  ethoheptazine  citrate 
with  aspirin,  chlorpromazine  (Thorazine), 


promazine  (Sparine)  hydrochloride,  and 
prochlorperazine  (Compazine).  These 
agents  possessed  antirheumatic,  muscle- 
relaxing,  anti-inflammatory,  or  ataractic 
activity  or  were  synthetic  analgesics. 

This  was  not  a “double-blind”  study,  nor 
was  it  felt  essential  to  have  it  so,  since  these 
patients  and  their  pain  had  already  proved 
resistant  to  an  imposing  array  of  drugs  and 
treatments.  If  there  was  doubt  of  the 
validity  of  the  patient’s  reported  response  to 
the  experimental  drug,  or  difficulty  on  our 
part  in  evaluating  it,  either  aspirin  or  APC 
was  substituted  as  a modified  control. 
Within  a week,  a return  to  the  experimental 
drug  gave  a clear-cut  end  point. 

Because  of  the  greater  frequency  with 
which  success  was  achieved  with  prometha- 
zine in  our  preliminary  trials,  we  decided 
shortly  after  the  start  of  our  study  to  make 
it  our  “work  horse”  for  the  treatment  of 
“burning  pain”  and  the  pain  of  arterial  and 
venous  disorders.  Our  first  choice  for 
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the  control  of  muscle  cramp  or  ache  was 
quinine.  If  these  substances  proved  ineffec- 
tive or  were  contraindicated,  some  of  the 
other  agents  that  have  been  mentioned  were 
used  instead. 

The  dosage  of  promethazine  for  burning 
pain  ranged  from  12.5  mg.  to  25  mg.  three 
times  a day.  For  treatment  of  pain  in  or- 
ganic vascular  disease  the  dose  was  25  mg. 
three  times  a day,  with  an  additional  25  to 
50  mg.  at  bedtime.  Quinine  was  adminis- 
tered in  capsule  form  for  better  absorption 
and  in  doses  of  0.2  Gm.  three  times  a day 
until  the  muscular  cramping  was  controlled, 
and  then  0.2  Gm.  was  given  at  bedtime  only. 

Criteria  for  therapeutic  effectiveness 

Patients  were  interviewed  and  examined 
separately  by  each  of  us.  The  physical 
status  and  degree  of  pain  and  incapacity 
present  were  recorded.  Since  pain  is  purely 
subjective,  any  attempt  at  quantification 
must  be  derived  from  indirect  sources. 
Severity  of  pain  was  estimated  on  the  basis 
of  the  patient’s  complaints  as  well  as  on  the 
basis  of  his  answers  to  specific  questions  on 
loss  of  sleep,  appetite,  and  weight,  type  and 
amount  of  medication  used  in  the  past,  ina- 
bility to  work,  and,  finally,  any  influence  of 
the  therapeutic  agent  on  the  pain  pattern. 
Thus  pain  was  classified  as  mild,  moderate, 
or  severe.  For  example,  a patient  who  had 
lost  interest  in  food,  was  unable  to  perform 
ordinary  daily  activities,  and  was  unable 
to  sleep  four  hours  in  continuity  was  classi- 
fied as  having  severe  pain.  Certain  physical 
features,  such  as  reddened  eyes,  dozing  off 
while  talking,  rubbing  of  the  affected  limb, 
tremulousness,  and  the  like  were  in  them- 
selves indications  of  the  intensity  of  the 
pain. 

Improvement  or  lack  of  improvement  also 
was  determined  separately  by  each  of  us 
and  reported  as  none,  moderate,  or  com- 
plete. Patients  with  mild  symptoms  were 
excluded  to  make  the  effect  of  treatment 
meaningful.  In  the  case  of  patients  seen 
in  the  office  or  at  another  institution,  the 
patients  were  selected  and  the  degree  of 
improvement  was  evaluated  by  a single 
observer  (I.D.S.)  according  to  the  same 
criteria.  The  degree  of  unanimity  with 
the  evaluations  by  the  Grasslands  group 
led  us  to  feel  that  this  would  make  for  a valid 
survey  for  the  whole. 


Results 

Table  I lists  the  conditions  treated,  the 
presumed  or  established  etiology  of  each, 
the  origin  of  the  pain  complex,  the  treatment 
administered,  and  the  therapeutic  result. 
Of  22  patients  with  burning  pain  in  the  feet 
who  were  treated  with  antihistamines,  re- 
lief was  complete  in  14  and  moderate  in  8. 
The  effective  preparations  in  this  group 
were  diphenhydramine,  tripelennamine,  and 
promethazine;  the  latter  was  most  specific 
in  our  estimation.  The  following  case 
describes  the  management  of  a patient  with 
moderately  severe  pain  and  illustrates  the 
approach  to  the  patient’s  problem  and  the 
way  an  effective  pattern  of  treatment  was 
eventually  reached. 

Case  1.  The  patient,  a forty-five-year-old 
road  construction  boss,  complained  of  burning 
in  both  feet,  which  became  almost  unbearable  in 
warm  weather.  The  unpleasant  sensation 
would  come  on  toward  afternoon  and  rise  to  a 
peak,  so  that  by  the  time  he  got  home  he  was 
most  uncomfortable  and  depressed. 

On  examination,  the  feet  were  warm  and  of 
normal  pink  color.  They  were  a trifle  sweaty 
and  puffy,  which  is  not  unusual  in  persons  who 
have  been  on  their  feet  all  day.  There  were  no 
neurologic  abnormalities.  All  of  the  arterial 
pulses  were  palpable,  and  there  were  no  vari- 
cosities. The  foot  arches  were  normal.  No 
history  of  trench  foot  or  frostbite  was  elicited. 

Removal  of  shoes  and  exposure  to  air  were 
of  some  help  in  alleviating  the  pain.  A volun- 
tary change  to  light  shoes,  with  cotton  instead 
of  nylon  socks,  afforded  only  moderate  relief. 
The  burning  persisted  for  hours  and  gradually 
subsided  after  bathing  and  powdering  of  the 
feet. 

Diphenhydramine  and  then  tripelennamine 
in  this  patient  helped  but  little.  Promethazine 
in  oral  doses  of  12.5  mg.  three  times  a day 
proved  dramatically  effective  and  led  to  com- 
plete relief. 

Of  the  39  patients  with  muscle  cramping 
and  aching,  particularly  at  night,  or  the 
syndrome  of  “restless  legs”2  in  the  daytime, 
all  were  completely  relieved  by  quinine. 
Of  distinctly  lesser  value  but  useful  under 
certain  circumstances  were  other  agents 
such  as  calcium  lactate  and  promethazine. 
Illustrating  the  management  of  this  type  of 
pain  are  the  following  cases. 

Case  2.  This  patient  had  become  pregnant 
for  the  first  time  at  the  age  of  thirty-eight.  F or 
the  twelve  years  prior  to  this  event  she  had  been 
taking  0.3  Gm.  of  quinine  at  night  to  prevent 
muscular  cramping  in  her  calves  and  thighs. 
This  could  be  so  severe  that  without  the  medi- 
cation she  was  unable  to  sleep.  Her  obstetrician 
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permitted  the  use  of  quinine  in  the  first  two 
trimesters  of  pregnancy  but  felt  such  medica- 
tion was  absolutely  contraindicated  because  of 
its  oxytocic  effect  in  the  last  trimester  of  preg- 
nancy. Promethazine  was  therefore  substituted 
and  proved  equally  effective. 

Case  3.  This  patient,  a woman  of  forty-two 
had  had  “restless  legs”  and  muscle  cramping 
for  seventeen  years  and  stated  that  she  had 
never  been  able  to  sleep  a night  through. 
She  had  never  experienced  relief  with  any  of 
the  many  analgesics  and  sedatives  she  had  taken 
previously  and  had  had  to  get  up  three  to  four 
times  nightly  to  stretch  her  legs. 

After  the  first  day  of  quinine  therapy  all  of 
her  muscle  complaints  subsided  completely  and 
never  have  recurred.  It  has  taken  seventeen 
years  to  find  a simple  but  satisfactory  thera- 
peutic agent  for  this  problem. 

The  organic  vascular  diseases  we  treated 
are  notoriously  unresponsive  to  medication. 
The  pain  of  stasis  ulcer,  for  example,  can 
be  unremitting  and  almost  unbearable.  In 
such  conditions  promethazine  proved  of 
greatest  value  and  is  our  drug  of  choice. 

Case  4.  This  patient,  a woman  eighty-nine 
years  old  when  first  seen,  had  been  confined 
to  her  home  for  many  years  with  osteoarthritis 
of  the  knees  and  had  become  accustomed  to 
sitting  in  an  easy  chair  with  her  legs  down  for 
the  greater  part  of  the  day.  She  had  a history 
of  swelling  of  the  right  leg  after  a pregnancy 
more  than  half  a century  before.  Residual 
swelling  had  remained,  and  she  attempted  as 
best  she  could  to  relieve  this  with  elastic  stock- 
ings and  bandages.  Immobility,  dependency, 
and  lack  of  effective  elastic  support  had  re- 
sulted in  the  development  of  a stasis  ulcer  just 
above  the  left  medial  malleolus.  This  ulcer 
was  three-fourths  of  an  inch  in  diameter,  was 
rather  superficial,  and  in  appearance  certainly 
did  not  indicate  the  degree  of  pain  it  produced. 

In  addition  to  the  constant  boring  pain  at 
the  ulcer  site,  this  elderly  patient  would  startle 
suddenly  because  of  the  frequent  jabs  of  lanci- 
nating pain  that  would  spread  up  and  down  her 
leg.  Sleep  was  impossible  in  spite  of  many 
sedatives  as  well  as  codeine  and  meperidine 
hydrochloride.  Most  of  the  night,  as  well  as 
the  day,  was  now  spent  in  a chan*.  The  rest 
of  the  family  led  a nightmarish  existence  as  a 
result. 

The  liberal  use  of  promethazine  (25  mg.  three 
times  a day)  proved  surprisingly  effective. 
Her  pain  diminished  during  the  day,  and  she 
slept  without  additional  sedation  at  night. 
Since  the  patient  was  now  able  to  stay  in  bed 
with  her  legs  elevated,  the  peripheral  edema 
could  now  be  controlled,  and  the  ulcer  soon 
healed. 

The  entire  group  of  42  patients  of  this  type 
responded  similarly  to  promethazine.  Such 
medication  affords  one  of  the  better  ways  of 


controlling  pain  without  using  narcotics  and 
of  permitting  sleep. 

Most  interesting  and  gratifying  was  the 
beneficial  effect  on  ischemic  neuritis.  Pain 
in  this  condition  is  notoriously  unrespon- 
sive to  most  measures.  Since  we  were  able 
to  provide  better  than  50  per  cent  of  our 
patients  with  a degree  of  relief,  this  was  an 
exciting  observation.  In  some,  the  use  of 
narcotics  could  be  eliminated;  in  others, 
it  was  significantly  reduced.  The  following 
case  is  illustrative. 

Case  5.  This  seventy-seven-year-old  male 
diabetic  patient  had  been  controlled  on  tolbut- 
amide, 0.5  Gm.,  twice  daily.  For  a year  he 
had  been  experiencing  intermittent  claudica- 
tion in  the  right  leg  after  having  walked  one  and 
a half  blocks.  In  the  past  two  months  the  pain 
had  changed  in  character  and  had  become  con- 
stant; it  was  present  chiefly  in  the  toes  and 
foot.  The  feet  were  “wooden”  and  numb. 
More  disturbing,  however,  was  the  “electricity” 
(paresthesias)  in  the  toes  and  the  burning  sen- 
sation. The  patient  had  not  had  a restful 
night  throughout  this  period  and  had  not 
obtained  any  relief  from  aspirin,  codeine, 
secobarbital,  or  frequent  drinks  of  whiskey. 
Examination  of  the  limb  showed  a weakened 
femoral  pulse  on  the  right,  with  absence  of 
distal  pulses  and  right  ankle  jerk,  pallor  of  the 
right  forefoot,  and  sensory  changes  of  a sock 
distribution.  It  was  evident  that  the  patient 
had  peripheral  arteriosclerosis  involving  the 
iliac  and  femoral  arteries  on  the  right,  with  an 
associated  ischemic  neuritis. 

Promethazine  was  begun  in  doses  of  12.5 
mg.  three  times  a day  and  25  mg.  at  bedtime. 
By  the  end  of  the  first  week  all  the  pain  had 
subsided,  and  the  patient  was  able  to  sleep 
through  the  night. 

We  have  treated  a total  of  58  patients 
with  this  pain  complex;  28  experienced 
moderate  to  pronounced  relief,  and  6 had 
complete  relief.  All  were  able  to  get  along 
comfortably  on  promethazine  alone,  al- 
though addition  of  aspirin  and  other  sup- 
portive measures  was  not  prohibited. 

Comment 

Few  people  would  quarrel  with  the  state- 
ment that  promethazine  is  an  extremely 
versatile  drug  with  pharmacologic  properties 
that  are  of  potential  value  in  managing 
painful  conditions.  It  was  our  interest  in 
the  pain  associated  with  peripheral  vascular 
disorders  that  led  us  to  determine  the  place 
of  this  compound  in  the  treatment  of  such 
disturbances. 

Inability  to  sleep  is  common  in  peripheral 
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vascular  disease.  The  soporific  effect  of 
promethazine,  even  in  small  doses,  is  its 
most  frequent  side-effect.  The  drug  may 
be  employed  in  doses  of  from  12.5  mg.  to 
25  mg.  solely  for  this  purpose;  the  sleep 
induced  is  light,  restful,  and  lasts  through 
the  night.  On  awakening,  there  is  seldom 
the  light-headedness  and  feeling  of  unreality 
complained  of  by  patients  who  frequently 
take  barbiturates.  After  larger  doses  of 
promethazine,  up  to  50  mg.,  the  drowsiness 
may  extend  into  the  waking  hours.  This, 
we  have  found,  is  often  a distinct  advantage. 
However,  if  not  desired,  somnolence  can  be 
modified  readily  by  adjustment  of  dosage. 

Increase  of  the  individual  dose  or  combi- 
nation with  other  compounds  with  action  on 
the  central  nervous  system  produces  a pro- 
portional increase  in  sedation,  analgesia,  and 
surgical  anesthesia.  A voluminous  world 
literature  testifies  to  the  popularity  and  use- 
fulness of  promethazine  in  all  fields  of  medi- 
cine and  surgery  in  which  such  effects  are  a 
major  objective. 3 “6 

Members  of  the  phenothiazine  group  of 
drugs  have  been  implicated,  as  have  prac- 
tically all  drugs  at  some  time  or  other,  as 
occasionally  toxic  to  the  human  being.  Until 
recently,  promethazine  was  singularly  free 
from  this  stigma,  but  there  have  been  scat- 
tered reports  of  implication  in  instances  of 
blood  dyscrasia,  so  this  potential  must  be 
recognized.7  We  feel  that  in  properly  se- 
lected and  supervised  cases,  the  benefits 
afforded  completely  overshadow  the  possi- 
bility for  harm.  We  have  not  seen  a single 
instance  of  toxicity  in  five  years  of  wide  and 
intensive  use. 

At  this  point,  a logical  question  is:  How 
and  why  does  promethazine  relieve  pain  in 
conditions  that  are  not  alleviated  by  so- 
called  specific  analgesics?  To  our  knowl- 
edge, no  answer  has  been  clearly  formulated 
as  yet. 

Because  of  the  clinical  and  experimental 
studies  reported  in  the  world  literature  de- 
tailing the  drug’s  multiple  sites  of  action  and 
because  of  our  personal  observations,  we 
believe  that  promethazine  has  a catholic 
affinity  for  all  nervous  tissue  in  the  brain  and 
in  the  periphery  rather  than  having  the 
limited  action  on  a specific  function  or  single 
brain  center  which  is  characteristic  of  most 
agents.  Its  action,  we  feel,  seems  to  be  an 
inhibition  or  depression  of  activity  in  the 
nerve  cell  and  its  fibers  and  in  the  receptor 


organs.  Blocking  of  acetylcholine,  inhibi- 
tion of  oxygen  exchange,  and  the  consump- 
tion of  energy  within  the  cell  boundaries, 
among  other  effects  demonstrated  in  the 
animal,  could  very  well  be  the  locus  of  such 
action.  This  would  offer  a logical  explana- 
tion for  the  seemingly  diverse  clinical  effec- 
tiveness of  promethazine.8-9 

Some  of  the  local  or  peripheral  effects  are 
dependent  on  anesthesia  of  sensory  end- 
organs.  This  action  is  reputedly  twice  as 
strong  as  that  of  cocaine9  and  is  a valid 
reason  for  the  popularity  of  the  compound 
with  certain  groups  as  an  antipruritic,  for 
suppression  of  sweating,  for  the  relief  of 
painful  hemorrhoids,  and  for  muscle  cramp- 
ing in  the  limbs. 

Cramping  is  not  commonly  associated  with 
arterial  disease  but  is  found  often  in  persons 
with  varicose  veins  or  chronic  venous  in- 
sufficiency and  may  be  present  in  limbs 
appearing  completely  normal.  Theoret- 
ically, it  is  caused  by  hyper  irritability  of  the 
myoneural  junction,  with  explosive  dis- 
charges into  localized  groups.  The  predis- 
posing factors  include  edema,  stagnation  of 
the  blood,  and  inflammatory  changes  in  the 
tissues.  The  precipitating  factors  may  be 
excessive  use  of  muscles  and  conflict  in  the 
reciprocal  tonus  of  extensors  and  flexors 
after  exercise.  For  many  years,  administra- 
tion of  quinine  at  bedtime  has  been  the 
standard  treatment.  Quinine  decreases  the 
excitability  at  the  motor  end -plate  so  that 
there  is  a curare-like  effect  on  skeletal 
muscles.10  Occasional  drug  idiosyncrasy  is 
seen,  usually  manifested  as  skin  rash  or 
disturbance  of  vision  or  hearing.  This  may 
be  a function  of  dosage  but  may  be  a true 
toxicity,  as  has  been  reported  with  the  use 
of  quinine  in  a small  but  significant  number 
of  patients.  The  physician  must  remain 
alert  to  this  possibility. 

Promethazine  has  proved  of  value  in  all 
these  variations  of  muscle  dysfunction,  pro- 
viding gratifying  relief  of  symptoms.  The 
compound  has  the  additional  advantage  of 
inducing  sleep  and  of  lacking  oxytocic  prop- 
erties. Sometimes  reinforcement  with  cal- 
cium supplements,  aminophyllin,  aspirin,  or 
a pillow  under  the  knee  has  been  required  to 
prevent  hyperextension  and  “triggering”  of 
the  cramps. 

A most  noteworthy  and  important  clinical 
use  of  promethazine  is  the  relief  of  pain  in 
certain  cases  of  advanced  and  diffuse  pe- 
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ripheral  arterial  insufficiency.  In  these  pa- 
tients, it  is  not  possible  to  re-establish  blood 
flow  by  insertion  of  a “bypass”  graft,  nor 
does  the  condition  lend  itself  to  therapy  with 
chemical  vasodilators  or  lumbar  sympathec- 
tomy. Relief  of  pain  in  such  cases  becomes, 
in  essence,  the  finding  of  a means  to  modify 
the  pain  threshold. 

Pain  from  ischemic  tissues  is  usually  an 
expression  of  protest  against  exercise;  the 
pain  is  more  ominous  when  the  involved 
tissues  are  at  rest.  High  on  the  list  of  these 
recalcitrant  conditions  is  the  ischemic  neu- 
ritis that  develops  in  severely  damaged  limbs. 
In  these  cases,  all  tissues,  not  just  the  meta- 
bolically  active  ones  such  as  muscle,  show  the 
effects  of  anoxia.  There  are  the  visible 
changes  such  as  atrophy  of  muscle,  skin, 
hair,  and  nails  and  the  changes  that  are 
invisible,  at  least  to  the  naked  eye,  such  as 
degenerative  and  inflammatory  changes  in 
the  regional  nerve  trunks.  The  disease  is 
readily  recognized  in  the  affected  extremity 
by  the  characteristic  pain  complex  and  the 
clinical  findings.  Restoration  of  blood  flow 
is  the  rational  approach  and  may  prove 
feasible  in  the  person  in  whom  bypassing  of 
the  blocked  segment  is  frequently  a success- 
ful procedure.'  Neuritic  symptoms  then  may 
disappear  with  rapidity,  and  nutritional  and 
ulcerative  lesions  seem  practically  to  “melt 
away.” 

Surgical  sympathectomy  is  almost  auto- 
matically the  next  step  for  those  in  whom 
such  arterial  repair  is  not  possible.  In  our 
experience  this  procedure  may  elevate  the 
temperature  of  the  skin  a little  but  does  not 
influence  the  level  of  pain.  This  supports 
our  present  concept  that  interruption  of  the 
sympathetic  fibers  causes  a shift  of  blood  to 
the  skin  but  does  not  produce  a total  increase 
in  blood  flow  that  would  be  of  benefit  also  to 
the  deeper  structures. 

The  therapeutic  resources  and  media  avail- 
able to  the  physician  are  sorely  taxed  when 
the  measures  that  have  been  described  fail. 
A variety  of  sedatives  and  analgesics  are 
given  to  retard  the  slow  but  inexorable  down- 
hill course  induced  by  lack  of  sleep,  loss  of 
appetite,  and  inability  to  walk  or  work. 
The  picture  of  a patient,  usually  unshaven 
and  unkempt,  seated  upright  in  bed  or  more 
commonly  in  a chair,  with  his  leg  bent  at 
the  knee  and  with  one  or  both  hands  stroking 
or  holding  the  foot,  is  one  not  easily  forgot- 
ten. All  too  soon  narcotics  are  resorted  to. 


Although  these  provide  a measure  of  relief, 
they  also  bring  habituation  and  addiction. 

Therefore  it  was  with  tremendous  satis- 
faction that  we  found  we  could  rely  on  the 
vigorous  oral  use  of  promethazine  to  give 
relief  of  symptoms  in  a substantial  number 
of  patients  with  ischemic  neuritis.  It  en- 
abled them  to  get  sound  sleep,  a return  of 
appetite,  and  enabled  them  to  withstand 
the  rigors  of  each  new  day.  This  is  a unique 
situation  and,  to  say  the  least,  merits  further 
and  intensive  study.  Our  personal  observa- 
tions seem  to  show  that  in  those  cases  where 
promethazine  was  most  effective,  the  devel- 
opment of  collateral  circulation  was  rapid 
and  progressive.  Its  action  would  then  be 
chiefly  analgesic  and  of  value  in  tiding  the 
patient  over  the  transition  stage  following 
arterial  closure. 

Finally,  an  important  and  integral  part  of 
the  beneficial  action  of  promethazine  in 
peripheral  vascular  disease  stems  from  its 
antihistaminic  properties,11  explaining  why 
this  compound  is  effective  in  conditions 
associated  with  “burning  pain.”  When  the 
affected  extremity  is  warm,  slightly  swollen, 
and  erythematous,  and  there  is  no  evidence 
of  neurologic,  dermatologic,  or  vascular  dis- 
ease, there  is  reason  to  suppose  that  we  are 
dealing  with  a histaminic  effect  on  the  tissues 
involved.  Promethazine  is  superior  to  both 
diphenhydramine  and  tripelennamine  in 
treating  this  condition,  for  the  antihistaminic 
activity  of  promethazine  is  greater  than  that 
of  either.  There  is  also  the  possibility  that 
because  of  its  antagonism  to  histamine, 
promethazine  may  reduce  pain  in  an  acutely 
inflamed  vein  or  in  and  about  a stasis  ulcer 
by  suppressing  the  inflammatory  response. 
There  seems  little  question,  however,  that 
the  particular  adaptiveness  of  promethazine 
to  the  treatment  of  stasis  ulcers  is  the  result 
of  its  central  and  local  effects  on  the  pain 
processes  and  its  ability  to  induce  sleep. 

Summary 

The  relief  of  pain  in  certain  peripheral 
circulatory  conditions  can  be  affected  satis- 
factorily by  certain  drugs  not  primarily 
designated  as  analgesics. 

Promethazine,  an  antihistaminic,  is  of 
particular  interest.  It  has  proved  to  be 
more  or  less  specific  for  “burning  pain,”  a 
functional  vascular  disorder,  for  the  pain 
associated  with  stasis  ulcers,  and,  more 
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uniquely,  for  the  pain  of  an  ischemic  neu- 
ritis; in  50  per  cent  of  the  patients  we 
treated,  the  pain  of  ischemic  neuritis  was 
controlled  partially  or  completely.  Promis- 
ing clinical  results  have  been  obtained  in 
diabetic  and  alcoholic  polyneuritis  as  well  as 
in  the  neuritis  resulting  from  disk  trauma. 

Our  experience  with  quinine  corroborates 
the  fact  that  it  is  specific  for  treating  noc- 
turnal cramping  and  “restless  legs.” 

The  action  of  both  promethazine  and 
quinine  appears  to  be  an  inhibition  or  depres- 
sion of  nerve  cell  or  synaptic  function. 
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Nuclear-powered  lighthouse 


The  first  nuclear-powered  U.S.  Coast  Guard 
lighthouse  is  now  in  operation. 

An  isotopic  power  generator  developed  by  the 
Atomic  Energy  Commission  is  operating  an  un- 
manned beacon  in  Baltimore  Lighthouse  located 
in  Chesapeake  Bay,  Maryland,  south  of  Balti- 
more. The  nuclear  division  of  the  Martin  Com- 
pany, Baltimore,  is  the  prime  A.E.C.  contractor. 

The  60-watt  generator,  designed  to  operate 
unattended  for  ten  years,  was  installed  in  the 
lighthouse  after  undergoing  initial  testing  at  the 
Coast  Guard’s  Testing  and  Development  Unit 
at  Curtis  Bay,  Maryland,  since  last  November. 
It  supplants  batteries  that  had  to  be  replaced 
every  year.  In  about  a year  the  generator  will 
be  moved  to  a lighthouse  in  a remote  location, 
not  yet  selected,  where  it  will  replace  batteries  or 
diesel  engines. 

The  lighthouse  generator  was  developed  under 
the  A.E.C.’s  SNAP  (Systems  for  Nuclear  Auxil- 
iary Power)  program.  The  program’s  objective 
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is  the  development  of  small  nuclear  auxiliary 
power  sources  for  specialized  land,  sea,  and 
space  uses. 

The  nuclear  generator  is  34.5  inches  high  and 
22  inches  in  diameter.  It  weighs  about  4,600 
pounds,  including  shielding  (depleted  uranium) . 
The  generator  is  fueled  with  about  20  pounds 
of  strontium  titanate,  a form  of  strontium  90. 
A special  high-strength,  corrosion-resistant 
metal,  Hastelloy  C,  encases  the  14  fuel  capsules. 
Inside  the  generator,  heat  from  the  decaying 
fuel  is  converted  into  electricity  through  120 
pairs  of  lead  telluride  thermocouples  which 
surround  the  fuel. 

The  fuel  capsules  are  enclosed  in  a sealed 
heat  accumulator  block  which  is  used  to  con- 
duct the  heat  energy  to  the  thermocouples. 
The  heat  accumulator  block,  also  constructed  of 
Hastelloy  C.,  provides  additional  protection 
against  the  release  of  the  fuel. 

Since  no  moving  parts  are  involved,  nothing 
in  the  generator  is  subject  to  mechanical  failure. 
The  heavy  shielding  reduces  external  radiation 
to  safe  levels  and  contributes  to  the  over-all 
ruggedness  of  the  unit. 
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F ew  physicians  have  had  experience  in  the 
treatment  of  narcotic  addiction.  This  is 
largely  a result  of  choice.  First,  prescrib- 
ing narcotics  for  a patient  known  to  be  ad- 
dicted subjects  a physician  to  the  risk  of 
litigation.  Second,  the  therapeutic  goal  is 
ill  defined,  and  all  methods  of  therapy  are 
unsatisfactory.  Nevertheless,  as  the  daily 
press  keeps  reminding  us,  the  number  of 
narcotic  addicts  is  growing.  There  are  an 
estimated  50,000  in  New  York  City,  many 
of  them  in  the  middle  class.  The  medical 
profession  cannot  continue  to  ignore  their 
existence  and  their  needs. 

As  a consequence  of  the  traditional  neglect 
of  addicted  persons,  there  were  no  medical 
facilities  for  the  treatment  of  indigent  addicts 
in  New  York  City  at  the  time  the  experi- 
ment reported  here  was  initiated.  It  was 
this  lack  which  prompted  a medical  group, 
including  public  health  nurses,  internists, 
and  a psychiatrist,  to  endeavor  to  provide 
ambulatory  medical  care  for  over  200  heroin 

Supported  by  a grant  (U-1015)  from  the  Health  Research 
Council  of  the  City  of  New  York  to  Cornell  University  Med- 
ical College. 


addicts.  The  project  started  in  August, 
1958,  and  terminated  in  December,  1961. 

The  purpose  of  this  experiment  was  to 
determine  whether  or  not  drug  addicts  liv- 
ing in  a slum  area  would  avail  themselves  of 
medical  and  psychiatric  assistance  in  with- 
drawing from  drugs,  and  when  they  did  so, 
to  determine  whether  or  not  abstinence 
would  be  maintained. 

Medical  and  psychiatric  services  were  pro- 
vided through  an  existing  neighborhood 
family  clinic.  The  clinic  was  located  in 
the  two  ground-floor  apartments  of  a tene- 
ment on  East  100th  Street,  New  York  City. 
This  area  is  notorious  for  its  illegal  drug 
traffic.  The  clinic  was  open  five  days  a 
week.  One  of  the  nurses  who  lived  in  the 
neighborhood  was  on  call  at  other  times,  and 
the  physicians  could  be  contacted  by  tele- 
phone out  of  clinic  hours. 

The  staff  held  weekly  meetings  to  discuss 
cases  with  the  Narcotics  Committee  of  the 
East  Harlem  Protestant  Parish  Church,  the 
most  active  church  group  in  the  neighbor- 
hood. This  committee  had  been  attempt- 
ing to  help  addicts  in  the  community  for 
eight  years  before  the  clinic  undertook  to 
assist  them. 

General  procedure 

The  study  was  divided  into  two  phases. 
In  the  first  phase,  unselected  patients  were 
admitted,  and  in  the  second  phase  selected 
patients  were  admitted.  The  first  phase 
lasted  for  thirteen  months  (August,  1958,  to 
September,  1959).  During  this  period  an 
addict  either  could  arrange  entry  or  walk 
into  the  clinic  directly  from  the  street. 
The  expression  on  his  part  of  a desire  for 
assistance  in  withdrawal  from  narcotics, 
plus  the  payment  of  two  dollars  to  the  Nar- 
cotics Committee,  were  accepted  as  sufficient 
indication  of  motivation. 

During  the  first  phase,  194  patients  were 
seen;  84  came  only  once.  It  turned  out 
that  111  persons  lived  outside  the  neighbor- 
hood, which  we  defined  as  extending  from 
96th  Street  north  to  106th  Street,  east  of 
Third  Avenue. 

After  this  opening  period  new  require- 
ments for  admission  to  the  clinic  were  put 
into  effect.  To  be  admitted  for  treatment 
to  the  clinic,  the  following  conditions  had  to 
be  met  by  the  addict:  He  had  to  be  known  to 
members  of  the  Narcotics  Committee  of  the 
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East  Harlem  Protestant  Parish  Church  and 
to  be  a resident  of  the  neighborhood;  and 
before  admission  to  the  clinic  both  the  addict 
and  the  family  must  have  attended  at  least 
two  orientation  meetings  of  the  Church’s 
Narcotics  Committee.  These  meetings  were 
designed  to  educate  the  family  about  the 
problems  of  addiction  and  to  anticipate  for 
them  some  of  the  problems  to  be  encoun- 
tered in  a home  withdrawal. 

The  Narcotics  Committee  of  the  East 
Harlem  Protestant  Parish  Church  was  re- 
sponsible for  gathering  and  recording  each 
patient’s  name,  age,  and  address.  Also 
taken  were  the  names  of  relatives,  educa- 
tional and  occupational  records,  hospitaliza- 
tions (the  Public  Health  Service  Hos- 
pital in  Lexington,  Kentucky,  or  Riverside 
Hospital  in  New  York),  convictions,  and 
prison  terms  connected  with  addiction. 

A medical  and  social  history  was  taken  by 
the  nurse  or  physician,  and  all  patients  ac- 
cepted were  given  a physical  examination. 
Pregnant  women  addicts  were  referred  for 
admission  to  Riverside  Hospital.  Those 
addicts  with  a history  of  chronic  asthma, 
diabetes,  epilepsy,  cardiac  disease,  or  other 
chronic  or  debilitative  conditions  were  re- 
ferred for  admission  to  the  Public  Health 
Service  Hospital  in  Lexington,  Kentucky. 

When  an  addict  requested  help  in  with- 
drawing from  narcotics  and  had  met  the  re- 
quirements, he  and  his  family  were  referred 
by  the  Narcotics  Committee  to  the  physician 
— psychiatrist  or  internist — handling  the 
withdrawal  program.  The  addict  and 
family  members  were  seen  individually  and 
together  in  the  clinic.  An  effort  was  made 
to  reassure  the  entire  family  as  well  as  the 
addict  about  the  withdrawal  procedures, 
and  specific  instructions  were  given  on  the 
administration  of  medication  at  home. 
The  families  were  advised  that  they  could 
contact  the  physician  at  any  time  should  a 
problem  arise. 

Withdrawal  procedures 

The  method  of  withdrawal  generally  used 
evolved  largely  out  of  necessity.  There 
were  no  facilities  for  hospitalization  of  adult 
addicts  for  purposes  of  withdrawal  until 
1960  to  1961. 

The  major  medications  used  for  a home 
withdrawal  consisted  of:  meprobamate, 

400  mg.  every  four  hours;  chlor promazine, 


OVER  a period  of  thirty-nine  months  268 
indigent  heroin  addicts  applied  for  with- 
drawal treatment  from  the  use  of  narcotics  to 
a neighborhood  family  clinic  in  East  Harlem, 
New  York  City.  A combination  of  non-nar- 
cotic drugs  to  alleviate  withdrawal  symptoms 
was  prescribed  over  periods  of  from  two  to 
four  weeks  and  entrusted  to  the  patient's 
family.  Withdrawal  treatment  was  not  com- 
pleted in  215  patients,  of  whom  168  were  seen 
before  the  institution  of  a screening  procedure. 
Treatment  was  completed  in  53  patients  of 
whom  10  abstained  from  the  use  of  narcotics 
for  periods  ranging  from  six  to  twenty-five 
months. 


25  mg.  every  four  hours;  and  glutethimide 
(Doriden),  1.5  mg.  at  night  with  an  addi- 
tional 1.5  mg.  if  necessary.  In  addition  a 
few  other  drugs  were  used  occasionally: 
multiple  vitamins,  methylphenidate  (Ritalin) 
hydrochloride,  and  chloral  hydrate.  In  no 
case  was  the  patient  handed  the  drugs  and 
allowed  to  give  himself  the  medication. 
Both  the  nurses  and  the  physicians  made 
sure  that  an  accompanying  relative  received 
the  drugs  and  also  understood  the  impor- 
tance of  keeping  full  control  of  the  medica- 
tion at  all  times.  A further  precaution  was 
to  give  amounts  of  medication  sufficient  only 
for  two  or  three  days  at  one  time. 

The  purpose  of  the  drugs  administered 
was  to  ease  withdrawal  symptoms.  The 
patient’s  reactions  served  as  a guide  to  the 
dosage.  An  attempt  was  made  to  keep  him 
drowsy  during  the  daytime  and  allow  sleep 
during  the  night.  Dosages  were  maintained 
at  the  amounts  that  have  been  stated  during 
the  first  four  days  of  withdrawal,  when  symp- 
toms were  most  generally  at  their  peak. 
In  most  cases  the  withdrawal  symptoms  di- 
minished progressively  after  the  fourth  day. 
The  course  of  withdrawal  ranged  over  pe- 
riods of  from  two  weeks  to  a month. 

The  reactions  of  patients  varied  from  one 
patient  to  the  next,  and  the  amount  of 
medication  prescribed  depended  on  the  in- 
dividual’s response.  The  postwithdrawal 
abstinence  period  also  varied  greatly  from 
patient  to  patient.  Some  addicts  felt  “on 
their  feet”  within  two  weeks  after  cessation 
of  narcotics;  they  were  able  to  eat,  sleep, 
and  engage  in  various  activities.  The  large 
majority  of  the  patients,  however,  did  not 
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fare  so  well.  They  suffered  from  numerous 
disorders,  including  sleeplessness,  restless- 
ness, depression,  and  related  emotional  dis- 
turbances. In  general,  the  abstinence  pe- 
riod was  characterized  by  unpleasant  physical 
and  emotional  changes.  Medication,  chiefly 
sedatives  and  tranquilizers,  was  given  in  an 
attempt  to  alleviate  patients’  tensions. 

In  no  case  did  abstinence  bring  about  a 
dramatic  change  in  the  work  habits  or  social 
behavior  of  these  patients.  Off  drugs,  as  on, 
their  characterologic  limitations  remained 
constant.  Inability  to  communicate  with 
others  was  not  lessened  off  drugs,  and  in 
some  cases  it  was  increased.  Participation 
in  communal  projects  and  social  activities 
were  neither  increased  nor  decreased  during 
the  abstinence  period. 

Many  addicts  worked  when  addicted. 
They  remained  employed  until  their  nar- 
cotic needs  became  so  great  that  the  time 
needed  to  locate  drugs  did  not  permit  them 
to  remain  employed.  During  periods  of 
abstinence,  these  patients  would  return  to 
work. 

Results 

The  cases  were  divided  into  the  following 
categories:  those  who  completed  full  with- 
drawal (53  patients)  and  those  who  did  not 
complete  full  withdrawal  (215  patients) . Of 
the  215  patients  who  did  not  complete  with- 
drawal treatment,  168  were  seen  in  the  first 
phase  when  no  screening  procedures  were 
used.  The  immediate  outcome  is  unknown 
in  103  of  the  215  patients;  1 died  of  an  over- 
dose; 20  were  hospitalized,  either  in  River- 
side for  more  prolonged  treatment  or  in  a 
municipal  hospital  in  Manhattan  when  beds 
became  available  for  detoxification;  and  91 
continued  to  take  narcotics. 

In  the  case  of  the  53  patients  who  com- 
pleted withdrawal  during  the  thirty-nine 
months  in  which  the  program  was  in  opera- 
tion, attempts  to  maintain  contact  with 
them  and  to  determine  the  period  of  absti- 
nence extended  over  the  entire  period  and  in  a 
few  instances  over  the  following  year.  It 
was  believed  that  2 of  these  patients  had 
abstained  for  two  years  following  the 
initial  withdrawal  and  were  still  abstaining 
when  the  study  was  terminated.  Un- 
fortunately, we  learned  subsequently  (No- 
vember, 1963)  that  1 of  them  had  died  from 
an  overdose.  Eight  others  abstained  for 


periods  ranging  from  six  to  fourteen  months. 
In  a later  follow-up,  1 of  these  was  known  to 
have  relapsed,  1 had  been  hospitalized,  and 
1 was  in  prison.  Eleven  others  abstained 
from  two  to  four  months  before  relapsing;  2 
of  these  died  subsequently,  1 from  inter- 
current disease  and  the  other  from  an  over- 
dose. The  remaining  32  returned  to  the  use 
of  drugs  in  less  than  one  month  following 
completion  of  withdrawal.  Some  of  these 
sought  hospitalization;  1 of  these  had  had  15 
hospital  admissions  for  detoxification  in  the 
course  of  three  years,  the  interval  between 
admissions  growing  shorter  on  each  occasion. 
A number  went  to  prison,  having  been 
arrested  for  possession  of  narcotics  and  a 
hypodermic  needle. 

Summary 

1.  A group  of  268  indigent  heroin  addicts 
applied  for  treatment  for  withdrawal  from 
the  use  of  narcotics  to  a neighborhood  family 
clinic  in  East  Harlem  over  a period  of  thirty- 
nine  months. 

2.  At  the  time  the  program  was  initiated, 
in  August,  1958,  there  were  no  medical 
facilities  for  the  detoxification  of  adult 
addicts  in  New  York  City. 

3.  The  staff  consisted  of  public  health 
nurses,  internists,  and  one  psychiatrist  work- 
ing in  close  cooperation  with  an  active  neigh- 
borhood church  group. 

4.  A combination  of  non-narcotic  drugs 
was  prescribed  to  alleviate  the  symptoms  of 
withdrawal  over  periods  of  from  two  to  four 
weeks.  Dosage  varied,  depending  on  the 
patient’s  reactions.  Medication  was  en- 
trusted to  the  patient’s  family.  Contact 
was  maintained  with  the  clinic  at  three-day 
intervals  or  more  frequently  if  necessary. 

5.  Withdrawal  treatment  was  completed 
in  53  patients  and  not  completed  in  215. 
Of  those  who  did  not  complete  treatment, 
80  per  cent  were  seen  before  the  institution 
of  a screening  procedure  involving  educa- 
tion of  the  patient  and  his  family.  Absten- 
tion from  the  use  of  narcotics  for  periods 
ranging  from  six  to  twenty-five  months  was 
obtained  in  the  case  of  10  of  the  53  patients 
who  completed  withdrawal. 

6.  In  the  withdrawal  of  narcotics  from 
addicts  on  an  ambulatory  basis,  the  major 
difficulties  encountered  did  not  lie  in  the 
withdrawal  procedure  but  in  helping  the 
patient  to  remain  abstinent. 
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Based  on  data  for  1938  to  1942,  it  was  re- 
ported by  Dublin,  Lotka,  and  Spiegelman  in 
1949 1 that  clergymen,  teachers,  lawyers,  and 
nurses  had  greater  life  expectancy  than  the 
general  United  States  population.  How- 
ever, these  authors  stated  that  “physicians 
at  age  twenty-five  have  a life  expectancy 
only  a fraction  of  a year  greater  than  that  of 
white  males  in  the  general  population ... 
From  age  thirty -five  onward,  the  prospec- 
tive lifetime  for  physicians  is  somewhat  less 
than  for  white  males,  but  the  difference  is 
not  significant.”  Cursory  reading  of  the 
death  reports  in  the  Journal  of  the  American 
Medical  Association  led  the  authors  of  this 
report  to  feel  that  this  is  not  true  at  the 
present  time. 


a comparative  study  was  made  of  the 
ages  of  death  of  1,077  physicians  and  755,401 
white  males  in  the  general  population  who 
died  at  age  twenty-five  or  over  during  1959. 
There  was  no  difference  up  to  age  fifty-five ; 
however,  the  physicians  were  shown  to  have  an 
increasingly  greater  life  expectancy  for  every 
age  group  to  ninety  or  over. 


To  check  the  current  longevity  of  physi- 
cians, the  ages  at  death  of  male  physicians 
reported  in  Volume  178,  1961,  of  the  Journal 
of  the  American  Medical  Association , a total 
of  1,077,  were  distributed  in  five-year  inter- 
vals, and  the  percentages  were  calculated. 
The  mortality  rates  for  white  males  for 
1959,  as  reported  by  the  U.S.  Department  of 
Health,  Education,  and  Welfare,2  were  used 
for  the  general  population  figures.  Of  these, 
the  ages  at  death  of  755,401  who  died  at  age 
twenty-five  or  over  are  represented  in  five- 
year  groups  for  comparison  with  the  physi- 
cians. The  medians  and  upper  and  lower 
quart iles  were  calculated,  as  well  as  the 
percentages  dying  under  fifty-five  and  at 
eighty  or  over.  For  these  measures,  the 
significances  of  differences  between  physi- 
cians and  the  general  population  of  white 
males  were  also  calculated.  The  data  appear 
in  Table  I. 

Results 

In  the  comparison  of  the  cumulative  per- 
centages, no  difference  appears  up  to  age 
fifty-five;  17.4  per  cent  of  the  total  white 
male  population  versus  17.6  per  cent  of 
physicians  died  by  this  age.  Up  to  age 
fifty-five,  then  the  chances  of  survival  are 
equivalent  for  the  two  groups.  For  each 
five-year  group  from  age  fifty -five  to  eighty, 
the  mortality  of  white  males  in  the  general 
United  States  population  is  consistently 
higher  than  that  of  physicians  alone.  For 
ages  fifty-five  and  over,  then,  the  available 
figures  indicate  greater  longevity  for  physi- 
cians. Such  survival  disparity  is  significant 
at  the  median,  age  sixty -nine  for  white  males 
and  seventy-two  for  physicians,  and  at  the 
upper  quartile,  age  seventy-nine  for  white 
males  versus  eighty-two  for  physicians. 
Only  20  per  cent  of  all  white  males  in  the 
United  States  may  expect  to  reach  or  exceed 
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TABLE  I.  Comparison  of  age  of  death  for  physicians  and  white  males  in  the  general  population 


. Deaths,  All  Causes 

White  Males  in  General  Population  Physicians — . 

Age  (Years)  Number  Per  Cent  Number  Per  Cent 


95- 

3,929 

0.6 

10 

0.9 

90- 

17,153 

2.3 

52 

4.8 

85- 

47,658 

6.3 

91 

8.5 

80- 

80,649 

10.7 

129 

12.0 

75- 

104,127 

13.8 

158 

14.7 

70- 

113,800 

15.0 

135 

12.5 

65- 

105,816 

14.0 

122 

11.3 

60- 

84,118 

11.2 

111 

10.3 

55- 

64,936 

8.6 

79 

7.3 

50- 

49,053 

6.5 

81 

7.5 

45- 

33,374 

4.4 

42 

3.9 

40- 

20,892 

2.7 

32 

3.0 

35  - 

13,540 

1.7 

20 

1.8 

30- 

9,266 

1.2 

9 

.8 

25- 

7,090 

0.9 

6 

.6 

Totals 
First  quartile 
Over  70  years 
Over  80  years 
Under  55  years 

755,401 
59  years  of  age 
48.6  per  cent 
20  per  cent 
17.4  per  cent 

99.9 

60  years  of  age 
53.4  per  cent 
26.3  per  cent 
17.6  per  cent 

1,077 

99.9 

CR*  not  significant 
CR  3.04;  p,  < 0.01 
CR  4.96;  p,  < 0.001 
CR,  not  significant 

* Critical  ratio. 


age  eighty,  as  contrasted  with  26.3  per  cent 
of  the  physicians.  This  last  percentage  dif- 
ference of  6.3  is  highly  significant  statis- 
tically. The  difference  between  those  who 
reach  the  age  of  ninety  or  more,  3 per  cent 
for  white  males  versus  5.7  per  cent  of 
physicians,  is  also  very  significant. 

From  these  data,  the  conclusion  is  war- 
ranted that  physicians,  on  the  average,  live 
longer  than  do  all  white  males  in  the  general 
United  States  population.  These  findings 
are  in  line  with  the  life  expectancy  of  other 
groups  of  similar  socioeconomic  status.3-6 

Summary 

The  ages  of  death  of  1,077  physicians, 
whose  deaths  were  reported  in  the  Journal 
of  the  American  Medical  Association , Volume 
178,  were  compared  with  those  of  755,401 
white  males  in  the  general  population  who 
died  at  age  twenty -five  or  over  during  1959. 

To  age  fifty -five  there  was  no  difference 


between  the  two  groups  for  age  of  death. 
For  those  who  reached  age  fifty-five,  how- 
ever, the  physicians  have  an  increasingly 
greater  life  expectancy  for  every  age  group 
to  ninety  or  over.  High  socioeconomic 
status  is  suggested  as  a reason  for  this  in- 
creased life  expectancy. 
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Between  10  and  15  per  cent  of  all  patients 
with  ulcerative  colitis  have  their  first 
clinical  manifestations  of  the  disease  before 
the  sixteenth  birthday.  In  children,  just  as 
in  adults,  the  onset  may  be  insidious  or 
abrupt,  the  local  and  systemic  features  may 
be  moderate  or  severe,  and  the  extent  of 
colonic  involvement  varies  from  a local 
proctitis  to  universal  disease  with  or  with- 
out involvement  of  the  terminal  ileum.1 
The  problems  in  management  when  the 
disease  process  spares  the  rectum,  when 
the  colonic  inflammation  appears  radio- 
logically  to  be  of  a granulomatous  nature, 
or  when  the  disease  occurs  in  association  with 
ileitis,  are  common  to  all  age  groups.  Chil- 
dren are  subject  to  all  the  known  ravages 
and  complications  of  ulcerative  colitis,  in- 
cluding rectal  tenesmus  and  urgency, 
multiple  fecal  passages  which  are  usually 
bloody,  abdominal  cramping  pains,  debilita- 
tion and  dehydration,  depression,  arthralgias 
and  arthritis  (26  per  cent),  erythema  nodo- 
sum (12  per  cent),  iritis,  pustular  skin 
eruptions,  toxic  dilation  (at  least  3.6  per 
cent),  perforations  (12  per  cent),  massive 
hemorrhage  (7  per  cent),  and  rectovaginal 
fistula  and  perirectal  abscesses  and  fistula 
(24  per  cent).  Potentially  irreversible  re- 


tardation of  growth  and  development  of 
sexual  characteristics  (at  least  12  per  cent) 
are  additional  complications  common  to 
the  disease  and  seriously  influencing  its 
management. 

The  cause  or  causes  of  ulcerative  colitis 
remain  unknown.  Also  to  be  clarified  is 
whether  this  is  a disease  sui  generis  or  a 
pathologic  state  of  the  mucous  membrane 
of  the  colon  secondary  to  numerous  condi- 
tions which  initiate  the  degenerative  process. 
In  recent  years  the  most  investigated  hypoth- 
esis concerning  cause  is  that  of  auto- 
immunity. 

Course  of  disease 

Large  studies2-7  have  become  available 
since  Jackman,  Bargen,  and  Helmholz8  first 
suggested,  and  Bargen  and  Kennedy9  later 
confirmed,  that  the  course  in  children  was 
likely  to  be  more  severe  than  in  adults 
and  the  response  to  therapy  less  satisfactory. 
A recent  study  at  The  Mount  Sinai  Hospital 
in  New  York  City  concerned  the  prognosis 
of  84  children  with  onset  in  the  presteroid 
era,  85  per  cent  of  whom  were  traced  for  an 
average  of  twenty-one  years,  and  revealed  a 
grim  picture. 10  Eighty-five  per  cent  of  these 
children  experienced  a series  of  major  and 
minor  systemic  and  local  complications. 
The  more  fortunate  patients  were  spared 
the  complications  or  they  endured  them 
throughout  the  high  school  and  college 
years,  eventually  attaining  a tolerable 
physical  status  or  even  a state  of  mental 
and  physical  well-being.  However,  they 
were  still  subject  to  carcinoma  of  the  rectum 
or  colon  (10  per  cent)  or  to  stricture  forma- 
tions (18  per  cent)  with  possible  histologic 
changes  of  carcinoma  and  complicating 
obstruction. 

The  incidence  of  carcinoma  of  the  colon  or 
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carcinoma  OPERATED  NON-OPERATED 

16  v*  44  (52.4  %)  40(47.6  %) 


LIVING  LIVING  DIED  DIED 

29(34.5%)  29(34.5%)  15(17.87.)  11(13.17.) 


ILEOSTOMIES  * NO  SURGERY  DECEASED 

34.5  7,  34.5  7,  317. 


AVERAGE  FOLLOW-UP  : 21.3  YEARS 
* 3 ANASTOMOSES 

FIGURE  1.  Prognosis  of  84  children  with  ulcerative 
colitis. 


rectum  complicating  ulcerative  colitis  in- 
creased with  the  duration  of  the  disease. 
The  diagnosis  has  been  made  as  early  as 
five  years  after  onset10-11  and  as  late  as  fifty  - 
six  years.8  Michener  et  al.12  followed  401 
patients  with  onset  in  childhood  and  found 
that  46  (11.5  per  cent)  developed  carcinoma 
of  the  large  intestine.  In  The  Mount  Sinai 
study  5 per  cent  developed  carcinoma  within 
fifteen  years  and  10  per  cent  within  twenty- 
five  years.  In  16  per  cent  of  children  who 
eventually  had  colectomies  carcinoma  was 
discovered  in  the  surgical  specimen. 

Fifty-five  per  cent  required  definitive 
surgery  for  ulcerative  colitis  or  its  complica- 
tions; 21  per  cent  were  operated  on  during 
puberty  or  adolescence  within  five  years  of 
onset.  Forty-three  per  cent  died  directly  or 
indirectly  as  a result  of  ulcerative  colitis. 
Ratios  of  surgical  intervention  and  mortal- 
ity in  patients  with  onset  at  all  ages  were 
34  per  cent  and  21  per  cent  respectively.13 

After  definitive  surgery  for  ulcerative 
colitis,  two  thirds  of  the  cases  were  tempo- 
rarily incapacitated  by  mechanical  or  func- 
tional problems  of  the  ileostomy  or  complica- 
tions related  to  the  wound,  more  than  half  of 
these  requiring  surgical  correction.  In  the 
vast  majority  the  complications  were  well 
tolerated  both  emotionally  and  physically 
but  occasionally  required  urgent  surgery  and 
in  1 case  proved  fatal. 

Figure  1 draws  the  course  of  the  84 
children  with  ulcerative  colitis.  At  twenty- 
one  years,  roughly  one-third  had  functioning 
ileostomies,  one-third  were  alive  without 


surgery,  and  one- third  had  died  as  a result  of 
ulcerative  colitis. 

Therapy 

The  purpose  of  medical  therapy  in  ulcera- 
tive colitis  is  to  counteract  the  fever,  toxicity, 
abdominal  pain,  purulent  fecal  dejections, 
blood  loss,  malabsorption,  electrolyte  loss, 
anxiety,  depression,  and  exhaustion;  pro- 
mote healing  of  the  ulcerated  colon;  and  re- 
store the  patient  to  a productive  status  of 
well-being  coincident  with  return  of  the 
stools  to  a normal  consistency.  The  vast 
majority  of  children  with  ulcerative  colitis 
are  hospitalized  at  least  one  time  for  this 
purpose.  Varying  degrees  of  physical  and 
emotional  rest  are  provided.  Sedatives  are 
chosen  nonspecifically,  the  choice  influenced 
by  coincident  symptoms,  such  as  nausea. 
Bowel  motility  is  reduced  by  cautious  use  of 
opiates,  most  often  in  the  form  of  deodorized 
tincture  of  opium  or  paregoric.  Anti- 
cholinergics are  infrequently  of  any  value. 
The  diet  is  well  rounded,  emphasizing  total 
nutrition  and  encouraging  appetite.  Only 
those  foods  considered  frank  roughage,  un- 
diluted citrus  fruits,  fruit  juices,  and  cold 
beverages  need  be  eliminated,  as  well  as  any 
food  which  the  patient  specifically  does  not 
tolerate. 

Food,  per  se,  does  not  appear  to  be  an 
etiologic  factor  in  ulcerative  colitis,  except 
perhaps  for  milk,  which  provokes  symptoms 
in  about  5 per  cent.  Intravenous  fluids  and 
electrolytes  and  blood  are  administered  as 
indicated.  The  patient  often  profits  by 
multiple  small  transfusions  of  blood  to  a 
degree  beyond  that  expected  from  blood 
replacement  alone.  On  a statistical  basis 
the  oral  sulfonamide  drugs  and  antibiotics 
are  of  no  value  unless  there  are  infectious 
complications.10-14  Occasionally  there  is  a 
remission  of  the  disease  coincident  with  use 
of  one  of  these.  Since  the  introduction  of 
salicylazosulfapyridine  (Azulfidine),  a con- 
nective tissue-penetrating  sulfonamide  drug, 
by  Svartz,15  there  have  been  many  reports  of 
its  favorable  influence  on  the  course  of  the 
disease.16-  17 

Although  it  appears  to  have  some  place 
in  the  management  of  attacks  of  mild  to 
moderate  severity,  the  over-all  results  are  not 
impressive,  and  most  failures  are  remedied 
by  hormonal  therapy. 

During  the  past  decade  there  have  been 
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more  dramatic  remissions  in  the  course  of 
ulcerative  colitis  than  ever  before.  These 
can  be  attributed  for  the  most  part  to 
adrenocorticotropic  hormone  and  the  adrenal 
steroids.  The  ideal  response  includes  an 
immediate  fall  in  temperature  followed  by  an 
increase  in  appetite  and  sense  of  well-being 
within  a very  few  days  by  return  of  normal 
bowel  function.  Since  there  is  no  evidence 
for  adrenal  or  pituitary  insufficiency  as  a 
primary  manifestation  of  ulcerative  colitis, 
the  hormonal  agents  promote  these  beneficial 
results  through  their  anti-inflammatory 
properties  as  in  other  unrelated  diseases. 

A program  of  steroid  management  has 
been  outlined  by  Kirsner  et  a/.18  In  most 
cases  the  disease  will  respond  to  oral  medica- 
tion if  it  is  administered  in  adequate  dosage. 
Currently  the  most  popular  preparation  is 
the  synthetic  steroid  prednisone,  having 
fewer  side-effects  proportionately  than  corti- 
sone or  hydrocortisone.  After  response  to 
an  initial  dose  of  60  mg.,  the  medication  is 
reduced  gradually,  at  first  by  5 mg.  at  a time 
and  then  by  2.5  mg.,  until  a maintenance 
dose  is  reached  at  which  the  patient  remains 
symptom-free.  If  symptoms  begin  to  re- 
appear, the  dose  should  be  increased 
abruptly  to  a level  above  that  considered 
adequate  and  then  again  reduced  gradually. 
If  initially  the  patient  is  febrile  and  toxic  or 
if  symptoms  have  escaped  control  of  a high 
maintenance  level  of  oral  medication, 
treatment  should  be  started  utilizing  aqueous 
ACTH,  20  to  40  units  in  1,000  cc.  of  5 per 
cent  glucose  in  water,  by  intravenous  drip 
over  an  eight-hour  period  one  or  more  times 
daily.  The  response  is  often  dramatic  even 
when  a theoretically  equivalent  dose  of  oral 
steroid  drugs  has  failed.  The  intravenous 
fluids  themselves  aid  the  total  clinical  pic- 
ture by  correcting  the  dehydration  which  is 
often  disproportionately  marked  in  this 
disease.  However,  many  gastroenterologists 
who  have  treated  large  numbers  of  patients 
with  ulcerative  colitis  have  been  impressed 
by  the  value  of  ACTH  above  and  beyond 
that  of  oral  steroids  in  the  management  of 
this  disease,  “particularly  during  a relapse.’’19 
After  the  response  to  intravenous  ACTH 
has  been  evident,  the  transition  step  is  ac- 
complished in  the  form  of  intramuscular 
aqueous  ACTH,  usually  20  mg.  four  times  a 
day,  and  when  the  improvement  is  clearly 
secured,  the  dose  is  then  gradually  dimin- 
ished while  the  oral  steroids  are  introduced 


and  gradually  raised.  They  in  turn  are  then 
slowly  reduced  after  all  ACTH  has  been 
stopped.  There  is  little  place  for  long-act- 
ing ACTH  forms  in  the  treatment  of  ulcera- 
tive colitis  when  dosages  have  to  be  titrated 
carefully. 

A dosage  schedule  for  corticosteroids  in- 
volving the  administration  of  the  total  forty- 
eight-hour  dosage  at  one  time  every  other 
day,  rather  than  in  divided  doses  during  the 
same  period,  has  been  recommended  re- 
cently with  evidence  of  approximately  equal 
efficacy  and  of  substantially  reduced  side- 
effects.20 

The  dosage  required  by  children  seems  to 
be  proportional  to  weight.  If  anything,  the 
necessary  dose  seems  to  be  larger  than  that 
required  by  the  adult  under  equivalent 
circumstances. 

The  role  of  local  rectal  steroid  therapy  has 
been  under  investigation  over  the  past 
eight  years.21-23  The  most  commonly  used 
preparation  has  been  hydrocortisone  by 
intrarectal  drip,  but  prednisolone  and  other 
synthetic  steroids  in  solution  have  become 
available,  and  the  disposable  enema  has  to  a 
great  extent  replaced  the  slow-drip  method. 
The  advantages  of  local  therapy  are  evident 
when  the  disease  is  limited  to  the  rectal 
segment  or  occasionally  even  extending  more 
proximally  into  the  colon,  in  that  there  is 
a concentration  of  the  local  therapeutic 
effect  without  the  proportional  degree  of  side 
actions  expected  with  systemic  therapy. 
Infrequently  is  there  any  role  for  local 
therapy  in  universal  disease  unless  the  most 
marked  involvement  is  distal  and  local  sup- 
plemental therapy  accelerates  the  reduction 
of  oral  dosage.  There  is  a predictable  role 
for  steroid  suppositories  in  the  management 
of  distal  disease,  but  none  is  available 
in  optimum  dosage. 

The  problem  of  retarded  growth  and  de- 
velopment is  common  to  many  diseases  of 
childhood  and  also  to  the  prolonged  con- 
tinuous use  of  anti-inflammatory  steroids.24 
In  the  child  with  ulcerative  colitis  this  com- 
plication is  not  necessarily  proportional  to 
the  severity  of  the  disease.  Occasional 
patients  will  manifest  retardation  of  growth 
for  variable  periods  before  symptoms  sug- 
gesting ulcerative  colitis  occur.  A defect  in 
growth  might  persist  after  the  primary  mani- 
festations of  the  disease  have  responded  to 
therapy — in  some  while  maintained  on  oral 
steroids  and  in  others  while  no  therapy 
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seems  otherwise  indicated.  It  is  very 
tempting  to  introduce  anabolic  hormonal 
agents  under  these  circumstances  to  aid 
growth  and  development  directly.  Investi- 
gations concerning  the  effect  of  these  agents 
have  revealed,  however,  that  they  influence 
bone  age  to  a greater  extent  than  height.25-28 
An  occasional  study  has  revealed  opposite 
results.29  Bongiovanni30  has  decried  the 
“impetuous  resort  to  anabolic  drug  treat- 
ment,’’ stating  that  “we  must  not  let  our- 
selves be  misguided  into  precipitous,  en- 
thusiastic and  reckless  treatment  of  all 
apparently  undersized  children  by  pharma- 
cologic means.”  In  the  ulcerative  colitis 
children  as  well,  these  agents  should  be 
used  only  after  careful  consideration,  until 
it  is  clarified  whether  or  not  the  initial  surge 
in  growth  is  followed  by  the  ultimate  sacrifice 
of  full  potential  height. 

Psychiatric  aspects 

To  what  extent  psychiatric  patterns  pre- 
cede or  result  from  the  symptoms  of  ulcera- 
tive colitis  remains  a very  controversial  issue. 
On  the  basis  of  a study  of  psychoanalytically 
treated  children,  Sperling31  concluded  that 
ulcerative  colitis  originates  in  childhood  to 
which  it  is  predisposed  by  unresolved  con- 
flicts, although  it  may  remain  latent  and 
the  clinical  manifestations  may  not  appear 
until  later  in  life.  On  the  other  hand,  the 
relief  of  depression  and  improvement  in 
personality  following  definitive  surgery  of 
the  disease  is  often  striking.  Until  the  vary- 
ing points  of  view  are  reconciled,  and  allow- 
ing for  the  occasional  long-term  remission 
coincident  with  psychoanalysis  or  some 
form  of  psychotherapy,32  a new  patient  with 
the  disease  should  be  evaluated  by  a psychia- 
trist to  determine  whether  or  not  he  would 
profit  by  some  form  of  psychiatric  manage- 
ment. If  the  patient  is  helped  emotionally, 
then  the  ulcerative  colitis  in  turn  is  likely  to 
be  helped.  Once  there  are  destructive 
organic  changes,  however,  there  is  little 
hope  that  this  approach  can  contribute  to 
the  reversal  of  the  process. 

Prognosis 

Although  ACTH  and  the  adrenal  steroids 
have  been  primarily  responsible  for  more 
rapid  and  complete  remissions  in  individ- 
ually severe  attacks  of  ulcerative  colitis,  the 


influence  on  the  later  course  has  been  less 
satisfactory.  When  the  response  is  com- 
plete and  medication  can  be  terminated  with- 
in a brief  period,  the  advantages  of  this  type 
of  therapy  are  evident.  The  clinical  re- 
sponse to  steroid  therapy  may  be  incomplete, 
however,  but  sufficient  to  delay  surgery  until 
an  irreversible  complication  ensues.  The 
dosage  of  medication  necessary,  when  it  is 
given  over  a long  period,  may  result  in 
disfiguration  or  contribute  to  complications 
which  may  cause  considerably  more  incapac- 
ity than  a permanent  ileostomy. 

These  problems  have  been  evaluated  in 
the  study  at  The  Mount  Sinai  Hospital  of  37 
children  treated  with  ACTH  or  adrenal 
steroids  at  some  time  during  the  first  three 
years  of  disease33  in  comparison  with  the 
results  of  the  presteroid  era.10  The  steroid- 
treated  children  were  followed  from  two  and 
one-half  to  eleven  and  one-half  years.  Al- 
though the  acute  complications,  such  as 
perforation,  seemed  to  be  diminished,  the 
incidence  of  chronic  complications,  such  as 
perirectal  suppurations  and  rectovaginal 
fistula  have  not  changed.  The  frequency  of 
retarded  growth  and  development  might 
even  have  been  increased,  possibly  accen- 
tuated by  direct  hormonal  effect.24  The 
number  of  patients  treated  by  ileostomy 
and  colectomy  had  not  been  reduced  in  the 
early  years  of  the  steroid  era  although  far  less 
urgent  procedures  were  required  and  many 
more  elective  procedures  were  performed. 
Even  those  patients  operated  on  during  an 
exacerbation,  as  opposed  to  a chronic  phase 
with  or  without  complications,  were  often 
improved  coincident  with  steroid  therapy 
preliminary  to  surgical  intervention.  Ac- 
cordingly, there  was  a reduction  in  the 
mortality  rate.  Furthermore,  the  number 
and  duration  of  hospitalizations  had  lessened, 
and  the  physical  status  of  patients  between 
hospital  admissions  had  improved.  The 
number  of  ileostomy  complications  also  had 
decreased,  reflecting  improvement  in  the 
construction  of  the  ileostomy,  and  surgical 
correction  of  the  complications  was  required 
less  often. 

Although  resection  of  the  colon  may  be  a 
life-saving  procedure  and  may  restore  the 
patient  to  a state  of  good  health,  the  full 
potentialities  of  cure  are  sacrificed  unless  the 
operation  is  performed  before  the  epiphyses 
are  closed  or  damaged  and  other  areas  of 
destruction  are  irreversible.  Lyons  and 
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Baronofsky34  described  three  examples  of  no 
recovery  of  growth  or  development  when 
definitive  surgery  had  been  performed  as  late 
as  nine,  six,  and  three  and  one-half  years. 
Lyons  and  Korelitz  have  had  experience  with 
persistent  skin  infections  and  recurrent  ankle 
ulcerations  with  resulting  ankylosis. 

Program  of  management 

Influenced  by  the  poor  prognosis  of  ulcera- 
tive colitis  in  childhood,  Lagercrantz,  Erics- 
son, and  Rudhe35  advised  that  most  children 
with  the  disease  should  be  subjected  to  ile- 
ostomy and  colectomy.  This  is  in  contrast  to 
the  attitude  prevailing  in  the  literature  that 
surgical  intervention  should  be  delayed  as 
long  as  feasible  both  in  the  hope  that  there 
will  be  a medical  remission  and  with  the 
expectation  that  an  adult  will  adjust  to  an 
ileostomy  more  successfully  than  a child. 
Actually  children  have  adapted  to  ileos- 
tomies remarkably  well. 

Korelitz  and  Gribetz33  have  followed  a 
program  for  management  of  moderate  or 
severe  ulcerative  colitis  in  children  which  is 
summarized  as  follows: 

1.  If  there  is  no  response  to  more  con- 
servative management,  hormonal  therapy 
should  be  initiated,  usually  in  the  form  of  oral 
steroids,  but  rather  as  ACTH  intravenously 
if  the  patient  is  febrile  or  toxic. 

2.  If  the  response  to  therapy  is  adequate, 
the  steroid  dosage  should  be  reduced  very 
gradually  and  maintained  at  low  levels  until 
the  sigmoidoscopic  appearance  is  normal. 
If  symptoms  worsen  or  recur,  the  medica- 
tion should  be  increased  or  restarted  accord- 
ingly, but  always  with  a dosage  higher  than 
that  expected  to  be  necessary  to  suppress 
symptoms.  The  dose  would  then  again  be 
reduced  but  still  more  slowly. 

3.  If  the  response  to  therapy  is  inade- 
quate, surgical  intervention  should  be  con- 
sidered: 

A.  Urgently,  for  perforation,  massive 
rectal  hemorrhage,  or  when  impending 
perforation  or  moderate  to  severe  rectal 
hemorrhage  are  not  reversed  by  raising 
dosage  level  of  steroid  therapy. 

B.  Electively,  for  carcinoma,  colonic 
and  some  rectal  strictures,  and  pericolic 
abscess. 

C.  Electively,  if  after  a prolonged  pe- 
riod, usually  two  years,  there  are: 
smouldering  symptoms  of  the  primary 


disease;  complications,  such  as  arthritis, 
fistula,  pyoderma,  skin  ulcerations,  iritis, 
retarded  growth  and  development, 
which  are  not  reversed  by  adequate 
therapy;  or  complications  of  the  steroid 
therapy  itself,  such  as  osteoporosis, 
facial  mooning,  severe  acne,  and  again 
delayed  growth  and  development,  when 
combined  with  an  inadequate  thera- 
peutic response.  If  at  the  end  of  the 
two-year  period  a further  trial  of  medical 
therapy  seems  indicated,  the  patient 
should  be  re-evaluated  periodically 
thereafter. 

Accordingly,  the  child  is  given  a reason- 
able opportunity  to  respond  to  a medical 
program,  supplemented  by  hormonal  ther- 
apy,  even  at  the  sacrifice  of  developing  a 
bizarre  or  even  grotesque  appearance. 
Most  parents  are  willing  to  tolerate  and 
perhaps  enthusiastically  accept  these  cir- 
cumstances when  they  are  reassured  of  their 
complete  reversibility,  and  know  that  a 
medical  program  might  suffice  indefinitely, 
thus  avoiding  surgical  intervention.  Dur- 
ing this  period  there  is  an  opportunity  for 
those  children  with  remediable  emotional 
problems  to  receive  the  appropriate  pro- 
fessional help  which  would  hopefully  im- 
prove the  prognosis.  If,  however,  the  goals 
of  this  program  are  not  satisfied,  surgery  is 
performed  under  elective  circumstances,  with 
minimum  or  no  mortality  and  before  com- 
plications of  the  disease  become  irreversible. 
With  this  program  of  earlier  surgery  there 
is  one  further  advantage:  the  rectal  segment 
is  less  likely  to  be  destroyed  and  might  be 
saved  for  later  re-anastomosis  or  even  uti- 
lized for  a primary  anastomosis  as  popular- 
ized by  Aylett.36 

Of  20  children  with  ulcerative  colitis  who 
have  been  managed  according  to  the  prin- 
ciples of  this  program  since  1958,  6 are  well 
and  without  steroid  therapy  for  three  to 
eighteen  months,  11  have  been  maintained 
on  steroid  therapy  for  six  months  to  six 
years  and  are  well  or  with  mild  symptoms 
not  favoring  surgical  intervention  as  yet, 
and  3 patients  have  been  medical  failures 
requiring  surgical  intervention  after  one  to 
one  and  one-half  years  of  steroid  therapy. 
There  have  been  no  deaths. 

45  East  85th  Street,  New  York  10028 
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dustry-university  discoveries,  with  none  com- 
ing directly  from  internal  governmental  agency 
research.  Basic  research  continues  to  be  an 
essential  element  in  the  total  drug  industry  pro- 
gram, a larger  portion  of  its  aggregate  research 
and  development  budget  being  directed  to 
fundamental  study  than  in  any  other  industry. 
Research  as  a function  of  government  agencies 
is  relatively  new. — Austin  Smith,  M.D.,  Presi- 
dent, Pharmaceutical  Manufacturers  Associa- 
tion, in  letter  to  Honorable  Carl  Elliott,  Chair- 
man, House  of  Representatives’  Select  Com- 
mittee on  Government  Research,  December  20, 
1963. 
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Recurrent  Pneumonia 


Case  history 

A thirty-one-year-old  white  female  had 
been  troubled  with  pneumonia  each  autumn 
for  the  three  years  before  admission.  Each 
episode  had  lasted  from  four  to  six  weeks  and 
was  characterized  by  chills  and  fever.  The 
disease  was  located  in  the  left  lung  each  time. 
The  last  episode  was  in  October,  1960, 
twelve  months  prior  to  this  hospitalization. 
Follow-up  x-ray  films  revealed  incomplete 
clearing  of  the  changes  in  the  left  lung,  al- 
though she  had  been  asymptomatic. 

The  past  history  was  otherwise  negative. 
On  physical  examination  the  patient  was  a 
well-developed,  well-nourished,  white  female, 
in  no  apparent  distress  but  coughing  non- 
productively  throughout  the  examination. 
Head,  eyes,  ears,  nose,  and  throat  showed 
negative  findings.  The  neck  was  supple. 
The  lungs  revealed  flat  sounds  which  were 
slightly  diminished  in  the  base  of  the  left 
lung.  The  diaphragmatic  movement  was 
ill  defined  at  the  base  of  the  left  lung.  The 
heart  revealed  a Grade  II  soft  systolic  mur- 
mur, and  the  abdominal  examination  was 
normal. 

The  laboratory  values  were  a hemoglobin 
of  12.4  Gm.,  hematocrit  35,  white  count 
9,400,  with  60  segmented  neutrophils,  34 
lymphocytes,  and  6 eosinophils.  The  uri- 
nalysis gave  negative  results. 

Radiologic  discussion 

Edward  W.  Carsky,  M.D.*:  We  have 

* Assistant  Professor  of  Radiology,  State  University  of 
New  York  Upstate  Medical  Center. 


FIGURE  1.  Frontal  film  of  the  chest  shows  slight 
atelectasis  of  the  lower  lobe  of  the  left  lung 
and  slight  shift  of  the  heart  to  the  left.  Some  of 
the  density  in  the  lungs  represents  residual  opaque 
material  from  bronchography. 


a thirty-one-year-old  female  with  recurrent 
bouts  of  pneumonia  and  with  a very  slight 
anemia. 

The  heart  is  within  normal  limits.  There 
is  a prominent  pulmonary  outflow  tract,  but 
I don’t  think  unusually  prominent  for  age 
thirty-one  (Fig.  1). 

The  right  lung  is  clear,  the  diaphragm  is  in 
normal  position,  and  the  bones  appear  to  be 
normal  throughout.  The  heart,  although 
normal  in  size,  may  be  shifted  slightly  to  the 
left.  There  is  a linear  density  in  the  lateral 
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FIGURE  2.  Right  anterior  oblique  view  showing 
atelectasis  of  the  lower  lobe  of  the  left  lung  to 
better  advantage. 


film  which  represents  the  major  fissure  on  one 
side.  There  is  a very  fine  sort  of  density 
almost  granular  in  type  which  is  scattered 
throughout  the  lower  two  thirds  of  the  left 
lung  in  the  frontal  projection.  There  is  a 
linear  shadow  of  density  which  may  be 
pleurodiaphragmatic  adhesions  posteriorly. 
The  quality  of  the  granular  density  suggests 
that  it  is  either  calcific  or  else  that  there  is  a 
very  small  amount  of  residual  iodine  within 
the  alveolar  cavities  from  a previous  broncho- 
gram  about  which  we  have  no  history. 

In  a young  woman  who  has  had  repeated 
bouts  of  pneumonia  confined  to  the  lower 
lobe  of  the  left  lung  one  must  think  of  some- 
thing which  is  partially  obstructing  the 
bronchus.  The  most  likely  cause  would  be 
a bronchial  adenoma.  Probably  this  has 
been  considered  previously  because  a 
bronchogram  was  apparently  done.  There 
is  a condition  of  alveolar  microlithiasis  which 
resembles  this  slightly.  The  density  in  this 
patient,  however,  looks  almost  as  though 
there  are  little  ring  shadows  of  density  such 
as  one  would  expect  with  opaque  material 
coating  an  alveolus. 

I think  the  heart  is  slightly  shifted  to  the 
left,  with  some  vessels  which  seem  to  be 
slightly  crowded  in  the  left  lower  lobe.  With 
a history  of  recurring  chest  infection,  I 
would  be  inclined  to  think  that  there  is  a 
very  slight  degree  of  collapse  of  the  left  lower 


FIGURE  3.  Right  anterior  oblique  film  of  the  bron- 
chogram shows  filling  defect  which  completely  ob- 
structs the  lower  lobe  bronchus. 


lobe  (Fig.  2),  and  I think  that  one  should 
proceed  to  some  further  study  such  as  a 
bronchogram  at  this  point.  I do  not  see 
any  evidence  of  a mass  in  the  hilar  areas. 

The  bronchogram  films  are  helpful.  The 
dorsal  segment  does  fill.  The  density  that 
we  have  seen  is  probably  just  residual  iodine 
rather  than  actual  disease. 

There  is  good  filling  of  the  left  upper 
lobe  bronchus  and  the  lingular  bronchus. 
There  is  good  delineation  of  the  major 
bronchus  to  the  lower  lobe,  and  at  this  point 
there  is  a very  sharply  circumscribed  filling 
defect  which  completely  occludes  the  major 
bronchus  to  the  basilar  segments  (Fig.  3). 
This  is  very  smooth  and  sharp  in  outline 
and  has  the  appearance  of  a benign  neo- 
plastic process  in  the  bronchus.  I think  it 
represents  a bronchial  adenoma. 

A physician:  What  about  a foreign 

body? 

Dr.  C arsky:  I think  that  a foreign 

body  is  probably  remote  because  there 
ought  not  to  be  a history  this  long.  It  is  an 
asymmetrical  defect,  too.  It  looks,  in  this 
particular  projection,  as  though  it  is  at- 
tached to  the  bronchial  wall,  whereas  a 
foreign  body  would  be  surrounded  by  con- 
trast material  regardless  of  the  projection. 

Dr.  Carsky's  diagnosis 

Bronchial  adenoma 
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FIGURE  4.  Surgical  specimen.  The  major  bron- 
chus to  the  basilar  segments  has  been  opened 
and  the  smooth  oval  mass  is  seen  filling  the  lumen. 


On  opening  the  left  side  of  the  chest  the 
basal  segments  of  the  lower  lobe  of  the  left 
lung  were  found  to  be  totally  collapsed. 
The  bronchus  of  the  occluded  segments  was 
cut  across  and  a tumor  1 cm.  in  diameter 
was  noted  plugging  the  bronchus.  A left 
lower  lobectomy  was  done. 

Pathologic  discussion 

Barbara  F.  Rosenberg,  M.D.*:  On 

further  opening  the  bronchi  the  smooth, 
whitish-yellow  rounded  mass  measuring  1.5 
by  0.7  by  0.7  cm.  was  found  to  be  attached 
to  the  wall  by  a pedicle,  with  some  sub- 
mucosal extension,  but  its  major  bulk  filled 
the  major  bronchus  to  the  basilar  segments 
(Fig.  4).  The  bronchi  distal  to  this  obstruc- 
tion were  dilated  and  filled  with  a brownish 
purulent  exudate.  Grossly  the  lesion  was 
thought  to  be  a typical  so-called  “bronchial 
adenoma”  or  grade  I carcinoma. 

On  microscopic  examination,  we  were  sur- 
prised to  find  that  much  of  the  tumor  was 
composed  of  spindle-shaped  cells  which  re- 
sembled smooth  muscle  (Fig.  5).  Scattered 
through  it  and  particularly  congregated  in 
some  areas  are  gland-like  structures  which 
resemble  the  accessory  glands  present  in  the 
bronchus  and  are  perfectly  normal  in  their 

* Assistant  Professor  of  Pathology,  State  University  of 
New  York  Upstate  Medical  Center. 


FIGURE  5.  Low-power  photomicrograph  showing 
tumor  filling  bronchus.  T umor  is  composed  largely 
of  smooth  muscle,  with  scattered  dilated  glands. 
Note  that  approximately  half  of  lesion  lies  beneath 
bronchial  wall. 

epithelial  lining.  There  is  nothing  here  to 
suggest  a carcinoma.  Unlike  most  hamar- 
tomas of  the  lung,  this  lesion  contains  no 
cartilage  and  no  fat,  but  it  does  appear  to  be 
composed  of  tissue  that  is  normally  present 
in  the  lung  but  here  present  in  abnormal 
amounts  so  it  would  fit  the  definition  of  a 
hamartoma. 

Histologic  diagnosis 

Bronchial  hamartoma 
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Hemorrhagic  Diathesis 
Due  to  Defibrination 


A hemorrhagic  tendency  is  occasionally 
observed  during  or  after  surgery,  due  to 
intravascular  clotting  and/or  lysis  of  clotting 
factors.  In  either  case  the  abnormal  bleed- 
ing results  from  a drastic  reduction  in  fibrino- 
gen content  of  the  circulating  blood.  The 
following  case  report  is  an  example  of  this 
acute  defibrination  syndrome. 

Case  report 

A fifty-seven-year-old  male  was  admitted  for 
investigation  of  periumbilical  pain,  vomiting, 
dark  stools,  and  a 40-pound  weight  loss  in  the 
preceding  four  months.  A heavy  smoker  and 
drinker,  thirteen  years  earlier  he  had  undergone 
simple  closure  of  a perforated  duodenal  ulcer. 
In  the  hospital  he  developed  acute  thrombo- 
phlebitis of  the  left  leg.  This  subsided  after 
several  days  of  anticoagulant  therapy  but  was 
followed  by  pulmonary  embolism  with  sudden 
onset  of  pleuritic  pain,  hemoptysis,  and  a 
pleural  friction  rub  on  auscultation.  Explora- 
tory laparotomy  with  ligation  of  the  inferior 
vena  cava  was  planned.  Hemoglobin  was  10 
Gm.  per  100  ml.,  systolic  blood  pressure  was 
90  mm.  Hg,  diastolic  60,  and  pulse  110  per 
minute.  The  electrocardiogram  showed  equiv- 
ocal evidence  of  right  ventricular  strain. 
Lanatoside  C 0.8  mg.  was  administered  intra- 
venously and  secobarbital  sodium  100  mg., 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  March  2,  1964. 
Clinical  Anesthesia  Conferences  are  held  on  the  first  Monday 
of  each  month. 


meperidine  hydrochloride  50  mg.,  and  atropine 
0.4  mg.  intramuscularly  one  and  one-half  hours 
prior  to  the  induction  of  general  anesthesia. 
Since  shortly  before  admission  he  had  ingested 
an  unknown  quantity  of  liquids,  “full  stomach” 
precautions  were  instituted.  After  several 
minutes  of  oxygen  inhalation  in  the  semi-sitting 
position,  he  received  two  injections  of  thiopental 
sodium,  totaling  125  mg.  intravenously,  followed 
immediately  by  succinylcholine  60  mg.  A 
9 mm.  Murphy  endotracheal  tube  was  quickly 
inserted,  and  the  cuff  at  once  inflated.  Nitrous 
oxide-oxygen  anesthetic  was  administered  at  a 
rate  of  5 L.  per  minute.  As  the  operation 
started,  d-tubocurarine  6 mg.  was  administered 
intravenously.  Within  five  minutes  the  systolic 
blood  pressure  had  fallen  to  60  mm.  Hg; 
ephedrine  25  mg.  intravenously  was  without 
effect.  Whole  blood,  1,000  cc.,  was  infused 
rapidly,  and  nitrous  oxide  was  replaced  by 
cyclopropane  as  the  anesthetic  agent.  With 
restoration  of  blood  pressure  to  preanesthetic 
values,  exploratory  laparotomy,  ligation  of  the 
inferior  vena  cava,  and  liver  biopsy  were  ac- 
complished. During  closure  the  surgeon  com- 
mented on  the  continued  ooze  from  the  wound 
surfaces.  Petechial  hemorrhages  were  noted 
in  the  skin  beneath  the  diaphragm  of  the  stetho- 
scope taped  over  the  brachial  artery  and  be- 
neath the  straps  of  the  electrocardiographic 
leads  on  both  arms  and  left  calf.  Immediate 
inspection  of  the  blood  bank  slips  verified  that 
no  transfusion  error  had  occurred. 

In  the  recovery  room  the  patient  was  awake, 
rational,  and  mildly  orthopneic.  Systolic  blood 
pressure  was  100  mm.  Hg,  diastolic  70,  and 
pulse  rate  145.  A third  unit  of  blood  was 
administered.  Next  morning  the  pulse  was 
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TABLE  I.  Laboratory  studies  in  patient 


Plasma 


Fibrinogen 

Thrombin 

(Mg.  per 

Profibrinolysis 

Time 

Time  of  Measurement 

100  ml.) 

Free 

Total 

Inhibitor 

(Seconds) 

Normal  Range 

200  to  400 

0.8  to  2.8 

4.7  to  6.7 

2.4  to  5.4 

12  or  13 

First  postoperative  day 

129 

0.4 

0.4 

0.0 

17 

Third  postoperative  day 

157 

0.7 

1.8 

1.1 

Sixth  postoperative  day 

138 

1.6 

3.1 

1.5 

* Courtesy  of  Louise  Phillips,  M.D. 


150,  despite  full  digitalization;  abundant 
oozing  from  the  wound  continued.  At  this 
time  plasma  fibrinogen  was  129  mg.  per  100 
ml.,  venous  clotting  time  8 minutes,  prothrom- 
bin time  17  seconds  (control  13  seconds), 
platelet  count  39,000,  and  hematocrit  35. 
Freshly  drawn  whole  blood,  500  cc.,  was  ad- 
ministered. On  the  second  postoperative  day, 
with  continued  ooze,  another  500  cc.  of  fresh 
whole  blood  were  infused.  Subsequently,  the 
fibrinogen  level  was  158  mg.  per  100  ml., 
platelets  73,000,  and  prothrombin  time  16 
seconds  (control  14  seconds).  After  a final 
500  cc.  of  whole  blood  on  the  third  postopera- 
tive day,  the  prothrombin  time  was  17  seconds 
(control  15),  and  there  was  no  further  evidence 
of  clotting  deficit. 

Special  enzyme  studies  were  performed  by 
Louise  Phillips,  M.D.,  and  are  summarized  in 
Table  I.  The  liver  biopsy  taken  during  opera- 
tion showed  slight  pericentral  necrosis  of  cells 
with  a few  intravascular  thrombi;  there  was  no 
evidence  of  cirrhosis. 


Comment 

Acute  defibrination  syndrome  may  be 
caused  by  intravascular  clotting,  by  the  lysis 
of  clotting  factors,  or  by  both  mechanisms, 
proteolysis  complicating  intravascular  clot- 
ting. Two  chief  causes  are:  incompatible 
blood  transfusion,  with  release  of  erythrocyte 
thromboplastic  factor  from  the  damaged  red 
blood  cells,  destruction  of  platelets  with 
release  of  thromboplastin  and  plasminogen 
activator,  and  release  of  similar  activators 
from  tissue  damage  at  sites  of  lodgement  of 
agglutinated  erythrocytes;  and  traumatic  or 
hemorrhagic  shock  with  sudden  decrease  in 
leukocytes  and  platelets  and  liberation  of 
active  enzymes,  especially  plasminogen  ac- 
tivator, and  tissue  injury,  with  release  of 
tissue  thromboplastin  and  tissue  plasmin- 
ogen activator.  Tissue  activators  are  espe- 
cially active  in  lung,  myometrium,  and 
malignant  neoplasms,  accounting  for  defibri- 
nation in  thoracic  and  cancer  surgery  and  in 
obstetrics.  In  addition,  prostatic  and  pan- 
creatic disease  may  be  associated  with  ab- 


normal proteolytic  activity  due  to  release 
into  the  circulating  blood  of  proteolytic 
enzyme  from  the  prostate  or  trypsin  from  the 
pancreas.  In  all  the  instances  cited,  fresh 
whole  blood  is  the  essential  treatment.  Al- 
ternatively fresh  plasma,  dried  plasma,  or 
fibrinogen  may  be  injected  in  amounts  equiv- 
alent to  at  least  5 to  10  Gm.  of  clottable 
fibrinogen.  Fibrinolysin  inhibitor  therapy 
may  ultimately  prove  useful  but  is  at  present 
still  in  the  early  experimental  stages. 

Other  causes,  not  pertinent  here,  of  ab- 
normal bleeding  tendency  complicating  sur- 
gery should  be  mentioned.  They  include 
inadequate  reversal  of  anticoagulant  ther- 
apy, platelet  inhibition  from  the  use  of  exces- 
sive amounts  (over  20  ml.  per  kilogram)  of 
low  molecular  weight  dextran,  and  citrate 
intoxication  from  massive  blood  transfusion 
in  association  with  severe  liver  impairment 
and  inability  to  eliminate  citrate  ions. 

In  the  present  case,  the  cause  of  the  acute 
defibrination  syndrome  remains  obscure. 
Hypotension  may  be  implicated,  since  early 
in  the  procedure  blood  pressure  did  fall  to 
systolic  levels  of  60  mm.  Hg.  The  fiver 
biopsy  was  consistent  with  the  diagnosis  of 
disseminated  intravascular  clotting,  but  this 
was  not  conclusive  since  it  was  noted  that 
the  specimen  had  been  obtained  from  an  area 
near  the  site  of  retraction  during  surgical 
exposure.  Defibrination  itself  was  confirmed 
by  the  laboratory  findings  (Table  I)  of  low 
fibrinogen  levels  and  especially  of  low  total 
profibrinolysins  and  inhibitors,  which  sug- 
gested that  previous  activation  of  fibrinoly- 
sins  had  occurred.  While  measurements  of 
profibrinolysins  and  inhibitors  are  probably 
as  yet  unavailable  in  all  but  a few  labora- 
tories, measurement  of  plasma  thrombin 
times  should  be  more  readily  obtainable, 
involving  only  the  addition  of  thrombin  solu- 
tion to  a sample  of  plasma.  The  therapeutic 
benefit  of  fresh  whole  blood  was  manifest 
both  clinically  and  in  the  progressive  return 
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of  total  profibrinolysins  and  inhibitors 
toward  normal  values,  despite  the  more 
leisurely  restoration  of  the  depleted  fibrin- 
ogen. 
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Insecticide  hazard  negligible 

A chemical  insecticide  used  to  spray  crops  has 
only  a negligible  effect  on  persons  living  nearby, 
a study  has  showed.  The  study,  made  in  the 
Phoenix,  Arizona,  area,  compared  city  dwellers 
unexposed  to  insecticides  with  persons  living 
less  than  500  yards  from  sprayed  fields  who 
frequently  complained  about  the  insecticide, 
primarily  because  of  the  odor  and  nasal  irrita- 
tion, according  to  a report  in  a recent  Journal  of 
the  American  Medical  Association.  Most  of  the 
exposed  group  lived  within  50  yards  of  the 
sprayed  fields  and  probably  had  as  much  ex- 
posure as  any  individuals  not  occupationally 
involved  with  insecticides,  it  was  pointed  out. 

Results  of  the  study  “support  the  conclusions 
of  others  that  hazards  of  insecticidal  poisoning 
to  persons  with  environmental  or  incidental 
exposure  are  negligible,”  according  to  the 
authors. 

The  high  toxicity  of  some  organic  phosphorus 
insecticides  is  well  known,  but  proper  safety 
precautions  can  eliminate  danger  to  persons 
who  work  with  them,  the  researchers  said. 
With  increasing  use  of  these  chemicals  there  has 
been  growing  concern  about  the  possible  haz- 
ard among  unprotected  persons,  particularly 
in  residential  areas  adjacent  to  treated  crops. 

A total  of  122  volunteers  were  studied  in  an 
effort  to  determine  absorption  of  the  chemical, 


symptoms  associated  with  insecticide  poisoning 
and  laboratory  evidence  of  chemical  intoxica- 
tion. 

For  comparison,  the  volunteers  were  divided 
into  exposed,  unexposed,  and  occupationally  ex- 
posed groups  and  further  subdivided  into  asth- 
matics and  nonasthmatics.  They  were  checked 
monthly  from  May  through  December,  1958. 
Although  the  number  complaining  of  symptoms 
was  higher  for  the  exposed  groups,  the  differences 
were  not  significant  for  any  month,  it  was 
found.  Neither  was  there  found  a single  in- 
dividual with  symptoms  resembling  those  of 
organic  phosphorus  poisoning. 

The  differences  in  absorption  between  the 
city  dwellers  and  those  living  near  the  treated 
fields  were  “small  and  not  significant.”  Only 
one  person,  a farmer,  produced  laboratory 
evidence  of  intoxication,  and  he  had  no 
symptoms  of  poisoning. 

Evaluation  of  the  effect  of  insecticide  on 
asthma  is  much  more  difficult  than  evaluation  of 
its  effect  as  a poison,  it  was  pointed  out.  Many 
of  the  exposed  asthmatics  maintained  that 
their  asthmatic  attacks  were  related  to  insecti- 
cide exposure.  The  authors  said  the  com- 
plexity and  variability  of  the  disease  made  it 
impossible  to  draw  definitive  conclusions  but, 
if  insecticides  do  affect  pre-existing  bronchial 
asthma,  their  findings  indicate  that  the  effect  is 
a relatively  minor  one. 
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Brief  Preliminary  Reports 


Surgical  Approach  to 
Lumbar  Sympathectomy 

New  Concept 
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New  York  City 
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A properly  executed  lumbar  sympathec- 
tomy requires  a precise  knowledge  of  the 
anatomy  of  the  lumbar  area  along  with 
skillful  retraction.  When  these  basic  prin- 
ciples are  accomplished,  the  sympathetic 
chain  is  removed  with  a few  simple  maneu- 
vers. This  procedure  may  then  be  classified 
for  practical  purposes  as  an  exacting  exercise 
in  applied  surgical  anatomy. 

The  anatomy  and  refinements  of  lumbar 
sympathectomy  have  been  thoroughly  cov- 
ered in  the  literature.1-11  It  is  not  the 
purpose  of  this  report  to  repeat  these  details; 
rather  to  emphasize  two  modifications  which 
have,  in  our  hands,  dramatically  contributed 
to  an  improved  surgical  technic. 

Several  years  ago,  we  modified  the  tradi- 
tional muscle-splitting  incision  into  a com- 
bined muscle-splitting  and  muscle-cutting 
approach.  Approximately  3 cm.  of  the 
external  oblique  muscle  and  the  internal 
oblique  muscle  are  divided.  This  enables 
the  surgeon  to  approach  the  lumbar  chain 
comfortably,  eliminating  undue  and  unneces- 
sary trauma. 

With  the  first  phase  of  the  operation  ac- 
complished, attention  is  directed  to  the 
second  phase  which  encompasses  identifica- 
tion of  the  lumbar  sympathetic  chain.  The 
problem  presenting  itself  at  this  stage  is  the 
powerful  psoas  muscle,  especially  in  the 
pyknic  patient. 


Need  for  proper  retraction 

The  key  to  identification  of  the  lumbar 
sympathetic  chain  is  proper  retraction  of  the 
psoas  muscle.  The  lumbar  sympathetic 
chain  is  located  beneath  the  medial  lip  of  the 
psoas  muscle  and  cannot  be  identified  until 
the  muscle  is  properly  retracted  in  a lateral 
direction. 

Time  and  again,  we  have  found  younger 
surgeons  struggling  in  a futile  search  for  the 
chain  because  of  improper  and  inadequate 
retraction  of  the  psoas  muscle.  The  char- 
acteristic picture  is  that  of  a second  as- 
sistant pulling  and  tugging  on  the  psoas 
muscle  while  the  surgeon  is  interrupted  every 
few  minutes  as  the  retractor  slips  and  grates 
across  the  body  of  the  psoas  muscle.  These 
constant  interruptions  interfere  with  the 
efficiency  and  smoothness  of  the  operative 
procedure  and  lead  to  needless  trauma  of  the 
psoas  muscle  along  with  the  accompanying 
genitofemoral  nerve.  Trauma  to  this  nerve 
frequently  results  in  the  patient  experiencing 
annoying,  persistent,  anterior  thigh  pain 
which  may  last  for  many  weeks  following 
surgery. 

Method 

As  a result  of  these  problems,  we  were 
stimulated  to  devise  a retractor  with  an 
angulated  serrated  lip  which  slips  under  the 
medial  lip  of  the  psoas  muscle  (Fig.  1).  The 
second  assistant  is  able  to  maintain  steady, 
gentle  traction  with  very  little  effort.  The 
use  of  this  type  of  retractor  eliminates  need- 
less pulling  and  tugging,  inevitable  hand 
fatigue,  trauma  to  the  psoas  muscle  and 
genitofemoral  nerve,  and  frequent  interrup- 
tions and  distractions  in  the  operative  pro- 
cedure. Most  important,  the  patient  has  a 
more  rapid  and  comfortable  convalescence. 

These  two  modifications  which  consist  of 
partial  division  of  the  external  and  internal 
oblique  muscles  and  the  use  of  this  simple 
modification  of  the  traditional  deep  retractor 
have  made  the  lumbar  sympathectomy,  in 
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NERVE 


MUSCLE 
SYMPATHETIC  CHAIN 
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FIGURE  1.  (A)  (a)  Appearance  of  psoas  muscle  prior  to  retraction,  (b)  Appearance  of  retractor.  Note 
serrated  lip.  (B)  With  proper  psoas  retraction,  the  sympathetic  chain  is  visualized.  Anatomic  cross 
section  demonstrates  position  of  retractor  along  with  psoas  muscle  and  sympathetic  chain. 


our  hands,  an  infinitely  more  comfortable, 
more  exacting,  and  better-executed  surgical 
procedure. 

1919  Madison  Avenue 
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Announcement 


Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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The  intensive  search  for  a potent  oral 
diuretic  has  been  rewarded  recently  by 
the  discovery  of  a group  of  benzothiadiazine 
compounds  of  which  chlorothiazide  and 
hydrochlorothiazide  are  the  most  popu- 
lar.1-4 Although  toxic  reactions  are  in- 
frequent, considering  their  broad  usage, 
nevertheless  a number  of  side-effects  have 
been  recorded  as  the  drugs  have  been  em- 
ployed extensively.  These  include  skin 
rash,5  6 gastrointestinal  symptoms  of  nausea 
and  epigastric  pain  with  pancreatitis,7  jaun- 
dice,8 ammonia  intoxication  and  hepatic 
coma,9  thrombocytopenia  with  purpura,10 
agranulocytosis, 11  gouty  arthritis, 12  and  renal 
colic.13  In  addition  several  reports  of 
nephrotoxicity  consisting  of  azotemia,  hy- 
peruricemia, fatal  glomerulonephritis,  hy- 
ponatremia, and  fatal  tubular  necrosis  have 
also  appeared  in  the  literature. 14-19 

Recently,  we  have  encountered  2 patients 


with  underlying,  chronic,  hypertensive  renal 
disease  who  developed  acute  anuria  during 
thiazide  therapy  and  recovered.  The  pur- 
pose of  this  communication  is  to  report  these 
patients  and  to  call  attention  to  this  serious 
complication. 

Case  reports 

Case  1.  A sixty-six-year-old  white 
woman  was  admitted  to  the  hospital  because 
of  epigastric  burning,  vomiting,  and  de- 
creased urinary  output  of  three  days  dura- 
tion. She  had  been  completely  anuric  for 
the  twenty-four  hours  preceding  entry. 

Mild  diabetes  mellitus  was  first  recognized 
thirteen  years  previously,  and  hypertension 
was  first  recorded  two  years  later.  Eight 
years  prior  to  admission,  pyelonephritis 
was  diagnosed  and  treated  with  a variety 
of  antibiotics  with  a favorable  response. 
Less  than  a year  previously  an  episode  of 
congestive  heart  failure  required  hospitaliza- 
tion and  was  treated  by  digoxin,  0.25  mg. 
daily,  a salt-free  diet,  and  hydrochloro- 
thiazide, 50  mg.  daily.  She  was  observed 
at  regular  intervals  thereafter,  and  the 
dosage  of  hydrochlorothiazide  was  regulated 
depending  on  the  degree  of  edema  noted. 

An  examination  revealed  an  elderly  obese 
woman  in  acute  distress.  The  temperature 
was  100  F.,  pulse  90,  respiration  18,  and 
blood  pressure  200/100.  Sclerotic  changes 
and  several  minute  hemorrhages  were  seen 
in  the  ocular  fundi.  The  neck  veins  were 
not  distended.  The  heart  was  enlarged  to 
the  left;  a soft  systolic  murmur  was  heard 
over  the  entire  precordium,  and  the  rhythm 
was  regular.  The  lungs  were  clear.  The 
epigastrium  was  moderately  distended,  and 
the  liver  was  felt  2 fingerbreadths  below  the 
costal  margin.  There  were  many  varicosi- 
ties and  2 plus  ankle  edema  of  the  legs. 
A chest  x-ray  film  showed  left  ventricular 
enlargement  and  increased  tortuosity  of 
the  aorta  with  calcification  of  the  aortic 
knob.  The  lungs  and  costophrenic  angles 
were  clear.  A flat  film  of  the  abdomen 
showed  gaseous  distention  of  the  stomach, 
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TABLE  I.  Case  1.  Daily  electrolyte  and  chemical  studies 


Hospital 

Day 

Urine 

Volume 

(cc.) 

Blood 
Urea 
Nitrogen 
(mg.  per 
100  ml.) 

Blood 
Sugar 
(mg.  per 
100  ml.) 

Sodium 

(mEq.) 

Potassium 

(mEq.) 

Uric  Acid 
(mg.  per 
100  ml.) 

Chloride 

(mEq.) 

1 

30 

52 

180 

134 

4.4 

93 

2 

0 

65 

190 

132 

4.8 

3 

0 

74 

134 

136 

4.2 

10.8 

100 

4 

30 

78 

136 

134 

4.8 

5 

40 

90 

160 

132 

5 

8.6 

6 

75 

74 

154 

134 

4.8 

7 

150 

76 

160 

135 

5 

9 

8 

1,000 

50 

150 

132 

4.8 

8 

107 

9 

2,000 

45 

140 

131 

4.6 

10 

4,000 

30 

150 

132 

4.8 

11 

1,500 

25 

140 

130 

4.6 

12 

1,800 

24 

145 

132 

4.8 

4.5 

but  there  was  no  intestinal  obstruction  or 
intra-abdominal  calcification.  Both  kidney 
outlines  were  visualized,  and  the  kidneys 
were  thought  to  be  of  normal  size.  An 
electrocardiogram  was  interpreted  as  con- 
sistent with  left  ventricular  hypertrophy. 

The  hemoglobin  was  11.2  Gm.  per  100 
ml.,  the  red  cell  count  4.4  million,  and  the 
white  cell  count,  6,700  with  normal  dif- 
ferential. The  blood  urea  nitrogen  was 
52  mg.  per  100  ml.,  sugar  180  mg.,  total 
protein  6.6  Gm.  with  3.9  Gm.  albumin  and 
2.7  Gm.  globulin.  The  serum  sodium  was 
134  mEq.  per  liter,  potassium  4.8  mEq., 
and  chlorides  93  mEq. 

Because  of  the  anuria,  catheterization  was 
done  and  30  ml.  of  urine  recovered  from  the 
bladder.  This  specimen  contained  a trace 
of  albumin,  no  sugar,  an  occasional  red  blood 
cell,  several  white  blood  cells,  and  many 
urate  crystals.  A culture  proved  to  be 
sterile. 

Anuria  persisted  for  two  days  and  oliguria 
for  four  days,  during  which  time  the  patient 
was  treated  conservatively  with  particular 
attention  to  fluid  balance  and  electrolytes 
(Table  I).  She  was  given  1,000  ml.  of 
glucose  in  water  intravenously  and  25  units 
of  regular  insulin  daily.  Oral  fluids  could 
not  be  given  because  of  persistent  nausea. 
Daily  electrolyte  and  chemical  studies  are 
summarized  in  Table  I. 

On  the  fourth  hospital  day  she  passed 
30  ml.  of  urine,  and  the  amount  voided  con- 
tinued to  increase  up  to  150  ml.  on  the  sev- 
enth day.  On  the  fourth  hospital  day  the 
right  ankle  became  red,  warm,  and  swollen; 
the  blood  uric  acid  was  10.7  mg.  per  100  ml. 


She  was  treated  with  intravenous  colchicine, 
and  the  symptoms  of  gouty  arthritis  dis- 
appeared the  following  day.  Profuse  di- 
uresis developed  on  the  eighth  hospital  day 
at  which  time  the  fluid  intake  was  increased, 
and  recovery  ensued.  All  drugs  were  dis- 
continued except  for  digoxin,  0.25  mg.  daily. 
She  was  discharged  improved  on  the  twenty- 
seventh  hospital  day. 

Case  2.  A seventy -two-year-old  white 
male  was  admitted  to  the  hospital  because 
of  anuria  of  twenty-four  hours  duration. 
He  had  been  seen  several  hours  before  ad- 
mission by  his  physician  who  had  attempted 
to  catheterize  him  without  success.  It  was 
suspected  that  the  acute  anuria  was  sec- 
ondary to  prostatic  hypertrophy.  Because 
of  this,  another  attempt  was  made  at  ure- 
thral catheterization.  However,  because 
this  procedure  also  failed  to  obtain  urine, 
a suprapubic  cystostomy  was  performed  at 
which  time  it  was  discovered  that  no  urine 
was  present  in  the  bladder. 

Hypertension  and  diabetes  mellitus  had 
been  present  for  many  years.  Two  years 
before  this  admission  he  had  been  hos- 
pitalized because  of  the  nephrotic  syndrome, 
and  a diagnosis  of  intercapillary  glomerulo- 
sclerosis was  made  on  clinical  grounds. 
Digitalis  and  chlorothiazide,  1,000  mg.  daily, 
were  given  for  some  time  with  relief  of 
edema.  On  discharge,  maintenance  medi- 
cation was  digoxin,  0.25  mg.,  chlorothiazide, 
500  mg.  daily,  and  a salt-free  diet.  Diabetes 
mellitus  was  controlled  by  tolbutamide 
(Orinase),  1 Gm.  daily.  One  year  later, 
hydrochlorothiazide,  50  mg.  daily,  was  sub- 
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TABLE  II.  Case  2.  Daily  electrolyte  and  chemical  studies 


Hospital 

Day 

Urine 

Volume 

(cc.) 

Blood 
Urea 
Nitrogen 
(mg.  per 
100  ml.) 

Blood 
Sugar 
(mg.  per 
100  ml.) 

Sodium 

(mEq.) 

Potassium 

(mEq.) 

Uric  Acid 
(mg.  per 
100  ml.) 

Chloride 

(mEq.) 

1 

0 

45 

165 

130 

4.8 

6.8 

90 

2 

0 

75 

170 

128 

5 

3 

0 

90 

128 

5.2 

8 

4 

0 

100 

190 

132 

4.8 

5 

0 

98 

130 

5 

7.8 

95 

6 

40 

104 

170 

128 

4.7 

7 

150 

100 

180 

130 

5 

6 

8 

1,000 

98 

160 

127 

5.2 

9 

3,000 

70 

168 

126 

4.8 

10 

2,000 

60 

11 

1,500 

40 

160 

130 

4.6 

4.8 

107 

stituted  for  the  chlorothiazide.  He  was 
observed  at  regular  intervals,  and  the  medi- 
cation was  adjusted  to  his  clinical  status. 

An  examination  on  admission  disclosed 
sclerotic  changes  in  the  ocular  fundi  and  a 
few  old  exudates  but  no  hemorrhages. 
The  heart  was  enlarged  to  the  left,  there 
was  a systolic  murmur  at  the  base,  and  the 
rhythm  was  regular.  The  lungs  were  clear. 
The  blood  pressure  was  180/100.  No  masses 
were  felt  in  the  abdomen.  There  was  3 
plus  edema  of  the  legs.  A chest  x-ray  film 
confirmed  the  clinical  impression  of  cardiac 
enlargement  and  pulmonary  clarity.  An 
electrocardiogram  was  consistent  with  left 
ventricular  hypertrophy. 

The  hemoglobin  was  11.5  Gm.  per  100 
ml.,  the  red  cell  count  4.6  million,  and  the 
white  cell  count  8,200  with  a normal  dif- 
ferential. The  blood  urea  nitrogen  was 
45  mg.  per  100  ml.,  sugar  165  mg.,  uric  acid 
6.8  mg.,  cholesterol  420  mg.,  and  total 
protein  5.8  Gm.  with  2.4  Gm.  albumin  and 
2.4  Gm.  globulin.  The  serum  sodium 
was  130  mEq.  per  liter,  potassium  4.8 
mEq.,  and  chlorides  90  mEq. 

Anuria  persisted  for  five  days.  On  the 
sixth  hospital  day  he  voided  40  ml.  of  urine 
which  demonstrated  2 plus  albumin,  1 
plus  sugar,  2 to  3 white  cells,  and  innumer- 
able red  cells.  A culture  of  this  specimen 
was  reported  sterile.  His  urine  output 
increased  progressively  to  the  tenth  hospital 
day  when  the  output  became  adequate. 
Daily  electrolyte  and  chemical  studies  are 
summarized  in  Table  II. 

Conservative  treatment  with  control  of 
fluid  intake  and  attention  to  electrolytes 
was  instituted.  Daily  infusions  of  1,000 


ml.  of  glucose  in  water  covered  by  25  units  of 
regular  insulin  and  supplemented  by  butter 
balls  by  mouth  were  employed  for  five  days, 
and  the  fluid  intake  was  increased  progres- 
sively as  diuresis  appeared.  Repeated  elec- 
trocardiograms showed  no  evidence  of  potas- 
sium intoxication. 

After  the  eighth  hospital  day  the  patient 
was  much  improved  but  had  developed  weak- 
ness in  both  lower  extremities.  At  this 
time  the  knee  and  ankle  jerks  were  unob- 
tainable. A diagnosis  of  peripheral  neur- 
opathy was  made,  and  treatment  with  large 
doses  of  vitamin  B complex  was  instituted. 
Within  a week,  this  complication  had  im- 
proved to  the  point  where  he  could  walk 
again.  He  was  discharged  on  the  twenty- 
first  hospital  day  improved. 

Comment 

The  patients  described  suffered  from 
chronic  renal  disease  which  in  itself  might 
have  been  responsible  for  the  development  of 
acute  renal  failure.  However,  when  the 
latter  ensues  in  such  a background,  it  often 
reflects  a catastrophic  vascular  occlusion  of 
the  kidneys  which  is  terminal  and  rarely 
reversible.  There  was  no  history  of  expo- 
sure to  any  of  the  well-known  nephrotoxic 
agents  or  preceding  episode  of  severe  vom- 
iting, diarrhea,  or  hypotension,  thus  ex- 
cluding the  possibility  of  either  acute  tubular 
necrosis  or  renal  anoxic  syndrome.  On 
admission,  nevertheless,  it  was  difficult  to 
distinguish  between  anuria  of  an  end-stage 
kidney  or  that  due  to  an  extrarenal  factor. 
Only  in  retrospect,  following  the  restora- 
tion of  renal  function  to  its  previous  level, 
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do  we  suggest  that  the  renal  shutdown  was 
in  some  way  related  to  the  prolonged  usage 
of  the  thiazide  derivatives. 

The  drugs  employed  in  our  patients,  that 
is,  chlorothiazide  and  hydrochlorothiazide, 
have  been  shown  to  be  very  valuable  in  the 
treatment  of  hypertension  and  edema  of 
varying  causes,  and  since  both  subjects 
presented  signs  and  symptoms  of  edema  and 
hypertension,  there  was  a clear-cut  indica- 
tion for  their  use.41520’21  The  amounts 
employed  were  well  within  the  physiologic 
limits  quantitively,  hence  the  dosage  per  se 
was  not  a factor.  Potassium  supplements 
were  not  employed;  however,  increased 
fruit  juice  intake  was  encouraged.  Other 
drugs  given  were:  digitalis,  tolbutamide, 

and  an  occasional  injection  of  an  organo- 
mercurial  diuretic.  These  may  have  had  a 
contributory  deleterious  effect,  but  proof  is 
lacking. 

The  pharmacologic  action  of  the  thiazide 
compounds  depends  on  their  selective  action 
on  the  renal  tubular  epithelium  to  promote  a 
profound  increase  in  sodium  and  chloride 
excretion  and  to  a lesser  degree  potassium 
and  bicarbonate  excretion.3’4-7-17  Under 
conditions  of  fluid  retention,  regardless  of 
the  cause,  they  increase  water  excretion. 
This  is  consistent  with  the  hypothesis  that 
similar  mechanisms  operate  in  the  abnormal 
renal  retention  of  sodium  and  water  in  heart 
disease,  cirrhosis,  and  nephrosis.  These 
drugs,  in  addition,  exhibit  a definable 
capacity  for  lowering  the  blood  pressure  in 
hypertensive  subjects  but  not  in  normo ten- 
sive individuals.17-20-21  This  selectivity  of 
action  is  not  clearly  understood.  Many 
theories  have  been  proposed,  and  it  is  gen- 
erally agreed  that  more  than  one  factor 
either  alone  or  in  combination  may  be  re- 
sponsible. 

The  long-term  use  of  the  thiazide  com- 
pounds may  produce  a variety  of  electrolyte 
disturbances  which  are  potentially  harm- 
ful.3-4-14-15-17- 22  This  is  particularly  true 
in  chronic  renal  disease  in  which  the  glo- 
merular filtration  is  often  reduced,  the 
nephron  population  is  markedly  compro- 
mised, and  a diminished  ability  to  conserve 
sodium,  potassium,  and  chloride  ions  exists. 
Hypokalemia  has  been  observed  not  in- 
frequently. At  times  the  total  body  potas- 
sium remains  normal,  and  in  such  instances 
it  is  felt  that  the  diminished  blood  level  of 
potassium  may  reflect  a redistribution  of 


the  ion  rather  than  a true  depletion.22 
Laragh,  Heinemann,  and  Demartini15  be- 
lieve that  potassium  depletion  of  some 
degree  occurs  in  almost  every  patient  given 
full  dosage,  and  this  may  be  apparent  after 
only  three  or  four  days  of  treatment.  This 
may  present  itself  with  varying  degrees  of 
muscular  weakness  and  only  rarely  by 
paralysis.  Hyponatremia  often  occurs  be- 
cause the  thiazides  produce  relatively  greater 
excretion  of  the  solute  than  of  free  water. 
This  is  augmented  by  the  fact  that  most  pa- 
tients receiving  these  drugs  are  also  urged 
to  restrict  their  sodium  intake.  Moderate 
hypochloremic  alkalosis  with  elevated  plasma 
bicarbonate  is  almost  a constant  finding.22 
Hyperuricemia,  with  or  without  symptoms 
of  gout  or  renal  colic,  has  been  noted 
also.12-13-15  Azotemia  is  a rather  common 
complication  and  may  appear  even  in  pa- 
tients without  obvious  renal  disease. 15- 17 

Acute  renal  shutdown,  that  is,  acute  renal 
failure  associated  with  oliguria  or  anuria, 
may  be  reversible  or  irreversible.  It  is  a 
most  harrowing  experience  to  the  physician 
particularly  when  it  occurs  in  the  wake  of 
chronic  renal  disease.  The  diagnosis  can- 
not easily  be  made  at  the  outset,  and  treat- 
ment must  be  supportive.  The  prognosis 
must  be  guarded  until  there  is  unequivocal 
evidence  that  the  lesion  is  an  irreversible 
one,  at  which  time  heroic  measures  may  be 
instituted,  such  as  peritoneal  dialysis  or  the 
use  of  an  artificial  kidney.  Although  the 
therapy  directed  to  our  patients  was  purely 
conservative,  renal  dialysis  was  considered, 
but  it  was  delayed  because  of  the  normal 
potassium  levels.  Fortunately  cautious 
waiting  was  rewarded  by  diuresis  in  about 
one  week. 

It  is  recognizably  difficult  to  explain  the 
exact  cause  of  the  acute  renal  failure  in  the 
patients  presented.  However,  it  is  not  un- 
reasonable to  suspect  that  patients  who  are 
on  the  brink  of  renal  failure  may  be  thrown 
into  frank  uremia  when  they  are  treated 
with  thiazide  compounds  for  a long  time. 
Laragh  has  often  stated  that  uremia  may  be 
precipitated  in  susceptible  patients  on  pro- 
longed chlorothiazide  therapy  at  any  time 
and  without  warning.15  He  believes  that 
this  is  very  likely  due  to  sodium  depletion 
which  in  turn  reduces  the  blood  volume  and 
renal  perfusion  to  a point  at  which  irreversi- 
ble failure  of  excretory  function  ensues. 
Once  the  drug  is  withdrawn,  symptoms  often 
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abate,  and  abnormal  blood  chemistries  re- 
turn to  physiologic  levels.  The  develop- 
ment of  uremia  during  prolonged  thiazide 
administration  should  alert  one  to  suspect 
acute  renal  failure  as  a complication  of  the 
therapy. 

Exposure  to  any  of  the  known  nephrotoxic 
agents  can  be  safely  dismissed  since  it  was 
denied  by  the  patients.  In  the  same  vein 
the  other  common  causes  of  acute  renal  shut- 
down, that  is,  shock  and  hypotension, 
trauma,  hemorrhage,  and  mismatched  trans- 
fusion reaction,  need  not  be  considered  since 
the  history  contains  no  mention  of  their 
existence.  The  only  other  possible  cause  of 
acute  renal  failure  that  might  be  entertained 
is  infection  in  the  kidney  per  se,  that  is,  an 
acute  exacerbation  of  an  underlying  py- 
elonephritis. However,  the  absence  of  fever 
and  leukocytosis  and  the  negative  urine 
culture  would  not  support  this  possibility. 

There  are  however  a number  of  nonspecific 
factors  that  govern  the  over-all  reaction  of 
patients  treated  with  drugs  that  are  worth 
mentioning.  They  are:  (1)  the  degree  and 
type  of  underlying  disease  present;  (2) 
the  state  of  nutrition  at  the  time  therapy  is 
begun;  (3)  the  acid -base  balance  already 
existing;  (4)  additional  drugs  being  em- 
ployed; (5)  the  cardiac  output;  (6)  the 
emotional  state  of  the  patient;  and  (7)  the 
dietary  restriction  imposed.  From  this 
list  it  is  apparent  that  almost  all  of  these 
applied  to  our  two  patients.  It  is  generally 
agreed  that  patients  with  long-standing 
diabetes  no  matter  how  mild  have  some 
degree  of  renal  damage,  and  as  a result 
they  are  more  sensitive  to  shifts  in  acid-base 
balance  and  electrolyte  alterations.  The 
cardiac  output  is  alleged  to  be  reduced  dur- 
ing thiazide  therapy,  and  this  in  turn  causes 
a diminution  in  glomerular  filtration  with 
resultant  compromise  in  renal  function.23*24 
The  combination  of  drugs  employed  in  our 
subjects,  that  is,  digitalis,  tolbutamide, 
and  the  thiazides,  might  have  produced 
a deleterious  effect  synergistically,  either  on 
the  myocardium  directly  or  on  the  kidney 
indirectly. 

The  last  possibility  that  may  explain  the 
sudden  diminution  in  urinary  excretion  is 
that  of  an  obstructive  uropathy.  Since 
both  tolbutamide  and  the  thiazide  com- 
pounds are  sulfonamide  derivatives,  it  is 
conceivable  that  during  their  chemical 
degradation  in  the  presence  of  dehydration, 


sulfonamide  crystals  may  have  been  pre- 
cipitated in  the  renal  tubules.  Less  likely, 
the  hyperuricemia  present  in  both  patients 
may  also  have  acted  in  a similar  manner. 

Thus,  although  a clear-cut  cause  is  lacking, 
the  fact  remains  that  anuria  did  develop  in 
the  previously  described  patients  after  pro- 
longed thiazide  therapy  and  that  recovery 
ensued  following  withdrawal  of  the  drug. 
Whether  or  not  a relation  between  the  two 
actually  exists  requires  further  study.  It 
is  strongly  urged  that  patients  receiving 
thiazide  compounds  be  watched  carefully  for 
their  urinary  volume  and  serum  electrolytes. 
Early  deviations  from  the  normal  are  in- 
dications for  cessation  of  therapy,  or  serious 
complications  may  ensue. 

Summary 

Two  patients  with  chronic  renal  disease 
treated  with  chlorothiazide  and  hydro- 
chlorothiazide for  a long  period  of  time  sud- 
denly developed  acute  renal  failure.  With 
conservative  management  they  recovered. 
It  is  felt  that  the  drugs  were  probably  the 
cause  of  this  anuria  since  they  are  known  to 
produce  a variety  of  electrolyte  abnormali- 
ties following  their  usage.  The  cause  and 
the  exact  mechanism  of  the  anuria  are  not 
known.  It  is  strongly  urged  that  in  pa- 
tients on  thiazide  therapy  the  urinary  vol- 
ume and  serum  electrolytes  be  carefully 
watched  to  detect  potential  renal  failure. 
Early  recognition  may  prevent  the  develop- 
ment of  irreversible  changes. 
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Rapid clearing  in  pulmonary 
tuberculosis 


Combined  treatment  with  corticosteroids  and 
antituberculosis  drugs  produced  clearing  of  chest 
x-rays  in  eight  days  to  two  weeks  in  3 male 
patients  with  hematogenous  pulmonary  tubercu- 
losis, according  to  an  article  in  Archives  of 
Internal  Medicine. 

Three  cases  are  presented,  and  in  each  case 
chest  films  showed  diffuse  miliary  infiltrate  of 
the  lungs  prior  to  treatment.  The  first  patient, 
aged  forty-seven  and  seriously  ill,  received 
isoniazid  (300  mg.)  and  aminosalicylic  acid 
(PAS)  for  one  day,  and  then,  in  addition, 
streptomycin  (1  Gm.  twice  a day)  and  40  mg. 
of  prednisone  daily  for  two  days.  Despite  these 
four  drugs  there  was  no  improvement.  Then 
isoniazid  was  increased  to  1 Gm.  daily,  and  100 
mg.  of  hydrocortisone  sodium  succinate  (Solu- 
Cortef)  was  given  intravenously  every  four 
hours.  Within  forty-eight  hours  clinical  im- 
provement was  noted;  moderate  clearing  of  the 
chest  x-ray  occurred  after  seventy-two  hours, 
and  complete  clearing  was  evident  after  nine 
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days.  One  month  later  choroidal  tubercles 
were  seen  on  fundal  examination.  The  steroids 
were  gradually  tapered  without  difficulty,  and 
the  patient  did  very  well  on  isoniazid  and  PAS. 

The  second  patient,  aged  fifty,  received  a 
combination  of  isoniazid,  PAS,  and  hydrocorti- 
sone sodium  succinate.  Clinical  improvement 
was  obvious  after  forty-eight  hours,  and  there 
was  marked  clearing  of  the  miliary  infiltrate 
within  two  weeks.  The  growth  of  Mycobacter- 
ium tuberculosis  from  the  pleural  fluid  con- 
firmed the  diagnosis  of  tuberculosis. 

The  third  patient,  forty-four  years  old,  was 
given  isoniazid  and  corticosteroids.  Eight 
days  later  a chest  x-ray  film  showed  very  marked 
clearing  of  the  diffuse  infiltrate. 

The  authors  suggest  that  a rapid  improvement 
in  the  roentgen  appearance  of  acute  hema- 
togenous pulmonary  tuberculosis  probably  oc- 
curs more  frequently  than  is  realized,  because 
physicians  are  accustomed  to  the  slower  healing 
of  adult,  nonhematogenous  pulmonary  tuber- 
culosis and  do  not  obtain  chest  films  at  frequent 
intervals  in  cases  of  the  acute  diseases.  These 
3 cases  also  illustrate  that  rapid  roentgen  clear- 
ing should  not  rule  out  a diagnosis  of  tuberculosis 
in  patients  with  diffuse  pulmonary  infiltrates 
when  combination  therapy  is  used. 
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T he  literature  of  the  past  twenty  years, 
here  and  abroad,  has  carried  reports  of 
lymphangiomas  of  the  mesentery  and  retro  - 
peritoneum.  However,  the  scarcity  of  such 
cases  makes  their  report  worth  while. 

Lymphangiomas  are  invariably  lesions  of 
a benign  nature,1*2  and  they  may  show  great 
variability  in  size,  symptoms,  and  severity 
of  manifestation.  In  many  instances  they 
have  been  removed  with  relative  ease  in 
spite  of  their  size  and  location. 

Parsons  in  1936 3 reported  500  cases  of 
mesenteric  cyst,  and  of  these  only  10  cases 
were  classified  as  cystic  lymphangiomas. 
Gerster,4  three  years  later,  in  an  extensive 
review  of  the  literature  found  18  cases  of 
chyle  cysts  of  the  retroperitoneum.  Beahrs, 
Judd,  and  Dockerty5  analyzed  the  files  of 
the  Mayo  Clinic  from  1911  to  1947  and 
found  only  9 cases  of  chylous  mesenteric  and 
retroperitoneal  cysts.  Also  noteworthy  is 
the  series  of  Pack  and  Tabah,6  who  in  1954 
found  no  cases  of  lymphatic  tumors  among 
120  primary  retroperitoneal  tumors  at 
the  Memorial  Hospital  for  Cancer  and 
Allied  Diseases  in  New  York  City.  Harrow 
in  19577  reviewed  600  cases  of  mesenteric 
cyst,  and  of  these  only  14  were  of  lymphatic 
nature. 


Since  these  lesions  are  often  asympto- 
matic, it  is  perhaps  even  more  significant 
to  consider  their  incidence  in  autopsy 
reports.  Thus  Collins  and  Berdez8  found 
no  chylous  cysts  in  15,000  necropsies  at 
the  University  of  Minnesota;  in  a larger 
series  two  chylous  cysts  were  found  among 
200,000  cases  in  St.  Mary  and  St.  Luke’s 
Hospital  in  Duluth. 

Case  report 

The  patient,  a thirty-seven-year-old 
German-born  white  woman,  entered  New 
York  Polyclinic  Hospital  on  July  10,  1960, 
complaining  that  for  the  previous  three 
years  she  had  experienced  three  episodes  of 
abdominal  pain  and  epigastric  fullness,  each 
lasting  approximately  one  week.  The  pain 
was  described  as  constant  and  dull,  was 
located  in  the  right  para-umbilical  area  with- 
out radiation,  and  was  accompanied  by 
intermittent  nausea.  There  had  been  no 
vomiting,  no  changes  in  bowel  habits,  and 
no  weight  loss.  In  addition,  the  pain  did 
not  appear  to  be  influenced  by  or  related 
to  meals;  an  ulcer  diet  and  a fat-free  diet 
had  been  ineffective  in  relieving  her  symp- 
toms. Some  tachycardia,  dizziness,  and 
loss  of  consciousness  had  occurred  episodi- 
cally several  times  in  the  two  to  three  years 
prior  to  this  admission. 

The  patient’s  past  history  revealed  cured 
pulmonary  tuberculosis,  an  appendectomy 
at  the  age  of  fourteen,  and  one  episode  of 
nephrolithiasis  in  1959.  There  was  also  a 
history  of  hospitalization  in  1941  for 
“stomach  pains,”  but  the  patient  was  unable 
to  provide  more  information  about  this 
illness. 

Physical  findings.  Physical  examina- 
tion revealed  that  the  patient  was  well 
nourished,  well  developed,  and  not  in  acute 
distress.  There  were  no  pathologic  findings 
in  the  major  body  systems  except  for  a 
questionable  firm,  round,  moderately  ten- 
der, and  somewhat  irregular  mass  in  the 
right  upper  quadrant  of  the  abdomen. 
No  rebound  pain  was  present. 

Laboratory  findings.  The  hemoglobin 
and  white  cell  count  were  within  normal 
limits.  On  routine  urinalysis,  which  other- 
wise showed  negative  results,  the  white 
cells  numbered  3 to  5 per  microscopic 
field.  Blood  urea  nitrogen,  fasting  blood 
sugar,  and  total  cholesterol  were  at  normal 
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levels.  A gastric  analysis  by  test  meal 
revealed  nothing  abnormal.  The  stools 
were  negative  for  occult  blood,  ova  and 
parasites,  and  for  amebae.  An  electro- 
cardiogram was  interpreted  as  normal. 
X-ray  examinations,  consisting  of  chest 
x-ray  films,  a gastrointestinal  series,  and  a 
barium  enema,  were  interpreted  as  showing 
normal  results. 

An  intravenous  pyelogram  was  inter- 
preted as  showing  normally  functioning 
kidneys.  The  impression  was  that  a 5 
by  7 cm.  soft  tissue  mass  below  and  medial 
to  the  right  kidney  was  displacing  the  right 
ureter  medially,  but  without  dilatation  or 
urinary  stasis.  The  findings  were  con- 
sistent with  a soft  tissue  mass,  probably 
retroperitoneal,  below  the  right  kidney,  not 
involving  the  gastrointestinal  tract. 

Treatment  and  course.  The  patient 
had  a preoperative  colon  preparation,  and 
on  July  18,  1960,  under  general  anesthesia, 
a lumbo -inguinal  extraperitoneal  incision 
was  made  on  the  right.  The  retroperito- 
neal space  on  the  right  was  found  to  be  nor- 
mal. A mass  was  palpated  intraperitone- 
ally.  The  peritoneum  was  then  opened. 
An  intramesenteric  tumor  mass  approxi- 
mately 10  cm.  in  diameter  was  identified  at 
the  hepatic  flexure,  firmly  adherent  to  the 
colon,  mesocolon,  and  greater  omentum.  A 
standard  right  hemicolectomy  followed  by 
an  end-to-end  ileotransverse  colostomy  was 
performed,  removing  the  entire  lesion. 

The  postoperative  course  was  complicated 
by  a staphylococcal  enteritis  which  re- 
sponded to  erythromycin.  The  patient 
was  discharged  on  the  twelfth  postoperative 
day.  She  was  last  seen  in  July,  1962,  in 
good  health. 

Specimen.  Gross  examination.  The  sur- 
gical specimen  consisted  of  10  cm.  of  ter- 
minal ileum,  cecum,  ascending  colon  and 
the  right  half  of  the  transverse  colon  measur- 
ing altogether  35  cm.  in  length.  The  bowel 
wall  appeared  perfectly  intact.  A bos- 
selated,  firm,  gray -white  cystic  mass  was 
situated  at  the  level  of  the  hepatic  flexure 
within  the  mesocolon  and  covered  by  its 
serosa.  Cystic  spaces  filled  with  clear 
fluid  measured  up  to  about  1 cm.  in  di- 
ameter. The  portion  of  mesentery  distal 
to  the  main  mass  measured  approximately 
18  cm.  in  its  greatest  diameter  and  showed 
one  small  area  occupied  by  cystic  bubble- 
like structures  also  filled  with  clear  fluid. 


Microscopic  examination.  Sections  of  the 
large  mesenteric  mass  showed  it  to  consist 
of  multiple,  small,  cystically  dilated  struc- 
tures (Fig.  1A).  The  cyst  varied  in  size  and 
for  the  most  part  were  lined  by  flat  endo- 
thelial cells;  the  larger  ones  also  showed  a 
few  smooth  muscle  fibers  in  their  walls 
(Fig.  IB).  The  intervening  tissue  was  of  a 
fibrous,  connective  nature  and  showed 
scanty  infiltration  by  chronic  inflammatory 
cells,  with  areas  of  granulation  tissue.  The 
surface  of  the  mass  was  covered  by  flat 
mesothelial  cells.  Sections  from  the  grossly 
described  area  of  cystic  structures  in  the 
portion  of  mesentery  distal  to  the  main  mass 
showed  similar  cystic  spaces  lined  by  endo- 
thelium and  surrounded  by  lymphatic  tissue 
with  lymph  follicles.  Nearby  it  was  a small 
lymph  node  showing  dilated  sinusoids  (Fig. 
1C  and  ID).  The  pathologic  diagnosis  was 
benign  multiloculated  cystic  lymphangioma. 

Comment 

A number  of  theories  regarding  the  histo- 
genesis of  lymphangiomas  have  been  ad- 
vanced. The  origin  of  the  tumors  has  been 
attributed  variously  to:  embryonic  segrega- 
tion of  lymphatic  vessels,  with  prolifera- 
tion at  a later  date2;  sequestration  of  cells 
from  the  wolffian  body9;  lymph  node  de- 
generation5 10;  trauma511-12;  obstruction 

(not  accepted  today) 5- 13;  obstruction  second- 
ary to  inflammation  (rejected  by  Rauch14); 
and  effects  secondary  to  radical  pelvic 
surgery  with  or  without  roentgen-ray  ther- 
apy.15 

The  benign  invasive  nature  of  lymphan- 
giomas has  been  considered  neoplastic  by 
Goetsch16  and  Parsons3  and  nonneoplastic 
and  contingent  to  the  vascular  malforma- 
tion by  Willis.17  Hygromatous  tissue  is 
reported  capable  of  producing  lymphoid 
tissue,  germinating  follicles  and  possibly 
lymph  nodes.16  Infiltration  of  adjacent 
organs  has  been  reported.18’19  Engel, 
Clagett,  and  Harrison15  and  Japanese  au- 
thors have  cautioned  that  acquired  lym- 
phangiomas following  a Wertheim  hyster- 
ectomy have  regressed  spontaneously. 
Rauch14  and  Ackerman1  have  stated  that 
direct  and  indirect  evidence  points  to  the 
lack  of  connections  between  tumor  spaces 
and  the  normal  lymphatic  network  adjacent 
to  lymphangiomas.  The  fluid  is  not  charac- 
teristic.20 Chyle  may  effuse  into  a pre- 
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FIGURE  1.  (A)  Main  tumor  showing  variably  sized  cystic  spaces  containing  coagulated  lymph.  (B)  Endo- 
thelial lining  and  scattered  smooth  muscle  cells  in  wall.  (C)  Section  of  separate  omental  nodule  with 
cystic  dilatation  of  lymphatic  sinuses  within  lymph  node  (left  half).  Note  adjacent  uninvolved  node  (right 
half).  (D)  Detail  of  dilated  sinuses  shown  in  (C)  with  rim  of  compressed  cortex  of  lymph  node.  (Hema- 
toxylin and  eoxin  stain) 


formed  cyst21  or  may  result  from  fatty 
degeneration  of  tissue  lining  the  cyst.5-  22 

It  has  been  postulated  that  both  mesen- 
teric and  retroperitoneal  tumors  should  be 
considered  as  a single  form.18  We  agree, 
believing  that  the  intramesenteric  space  is 
embryogenetically  part  of  the  retroperi- 
toneum. 

Recurrent  mesenteric  lymphangioma  as 
late  as  seven  years  after  the  excision  of  a 
similar  retroperitoneal  lesion  has  been 
reported.18  Recurrences  in  all  cases  known 
to  us  show  the  same  histologic  pattern  of 
the  original  lesion.  Whether  or  not  a 
lymphangioma  can  invade  adjacent  areas  in 
one  direction  while  disappearing  at  the  site 
of  origin  has  not  been  proved.  However, 
in  regard  to  chylous  cysts,  Lahey  and 
Eckerson23  and  Beahrs,  Judd,  and  Dockerty5 
believe  that  all  cysts,  whether  congenital  or 
developmental,  are  or  were  originally  retro- 
peritoneal. 

Since  in  our  case  there  was  no  mechanical 
obstruction  of  or  encroachment  on  surround- 
ing structures,  and  considering  the  episodic 


nature  of  the  pain  and  its  duration,  the 
symptom  complex  may  be  best  explained 
by  acute  inflammatory  episodes  within  the 
tumor  itself.  The  microscopic  evidence  is 
given  by  areas  of  granulation  tissue  and  in- 
filtration of  inflammatory  cells  at  the  main 
tumor  mass. 

Our  case  is  also  indicative  of  the  im- 
portance of  exhaustive  roentgen-ray  exami- 
nations. The  visualization  of  the  upper 
genitourinary  tract,  a purely  retroperitoneal 
structure,  indicated  the  presence  of  a tumor 
mass  which,  although  occupying  an  intra- 
peritoneal  position  as  demonstrated  at 
operation,  produced  a distortion  of  the  nor- 
mal upper  genitourinary  tract  pattern. 
On  the  other  hand,  roentgen-ray  examina- 
tion of  the  whole  gastrointestinal  tract 
showed  an  entirely  normal  pattern. 

Correct  primary  diagnosis  is  seldom  ar- 
rived at  in  this  condition,  and  even  the  cri- 
terion of  probability  is  futile.  However, 
awareness  of  such  a possibility  will  con- 
tribute a higher  incidence  of  correct  pre- 
operative diagnoses. 
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Since  the  complete  excision  of  the  tumor  is 
desirable  and  sometimes  may  of  necessity 
require  colon  resection,  we  strongly  recom- 
mend preoperative  bowel  preparation. 

Good  results  have  been  reported  with 
marsupialization.5  Simple  drainage  or  mar- 
supialization of  a cystic  lesion  may  be 
rightly  employed  as  a first  step  to  total 
excision  when  a short  procedure  is  required 
by  the  situation.  However,  others  condemn 
all  procedures  short  of  total  extirpation. 3 
Choice  of  procedure  at  celiotomy,  when 
evaluation  of  the  case  is  complete,  will  afford 
the  best  chance  for  correct  treatment. 

Summary 

The  scarcity  of  cases  and  reports  of 
mesenteric  and  retroperitoneal  lymphan- 
gioma is  pointed  out  and  some  data  offered. 
A case  of  lymphangioma  of  the  mesentery 
necessitating  a right  hemicolectomy  is  pre- 
sented in  detail.  A review  of  the  reported 
opinions  on  the  subject  unfolds  during  the 
discussion.  A brief  comment  including  the 
outstanding  features  of  the  case  presented 
is  made. 
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Correction 


Unfortunately,  the  title  of  the  article  by  Harold  Jacobziner,  M.D.,  that 
appeared  on  page  1613  in  the  June  15,  1964,  issue  of  the  Journal  was  in- 
correct. The  correct  title  is  “Medical  Care  Program  for  Low  Birth  Weight 
Infants  in  New  York  City.”  The  Journal  regrets  this  error. 
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N ot  long  ago,  at  a medical  meeting  in  a 
nearby  city,  I encountered  a group  of  several 
friends  and  a stranger.  As  I came  into  the 
group  to  join  in  the  conversation,  I heard  the 
stranger  saying  “Do  you  realize  what  it  takes 
to  evaluate  a new  drug  in  the  clinic  these 
days?”  Somehow  I couldn’t  resist  the 
temptation  to  interject,  “No,  but  hum  me  a 
few  bars  and  I’ll  ‘fake  it.’  ” Of  course, 
the  stranger  was  then  introduced  to  me  as  a 
physician  from  the  medical  department  of 
another  pharmaceutical  company.  Both  he 
and  I knew  the  answers  to  the  question,  and 
there  was  no  need  to  fake  it.  Nor  will  there 
be  any  faking  today,  except  about  our 
mythical  drug,  Lunacol.  This  legendary 
compound,  the  generic  name  of  which,  Dr. 
Peterman  tells  us,  is  lunethylacetylpolor- 
amine,  is  one  which  combats  the  hydrophilia 
syndrome,  a sinister  and  fearsome  disease 

Presented  at  the  Third  Annual  Medical  Communications 
Day  (jointly  sponsored  by  the  New  York  State  Journal 
of  Medicine  and  the  Metropolitan  New  York  Chapter  of 
the  American  Medical  Writers’  Association),  New  York 
City,  February  15,  1964. 


contracted  by  astronauts  who  land  on  the 
moon.  Those  afflicted  have  an  insane  desire 
to  ingest  water  endlessly.  This  new  com- 
pound is  a tranquilizer  as  well  as  a specific 
antidote  for  this  dread  malady  of  fixation  for 
water,  now  commonly  known  as  “luneurosis” 
or  “moon  madness.” 

Before  I give  you  further  detailed  infor- 
mation about  the  fabulous  remedy  for  this 
disorder,  I would  like  to  make  some  remarks 
that  apply  to  clinical  investigation  in  general 
and  will  attempt  to  give  a broad  view,  first, 
of  laboratory  and  animal  considerations.  I 
will  begin  by  speaking  briefly  about  chem- 
istry, microbiology,  pharmacology,  and  prod- 
uct development  at  the  laboratory  end  of  the 
wide  spectrum  of  research  activities.  I am 
not  a specialist  in  any  of  these  areas  and  so 
will  confine  my  remarks  to  broad  considera- 
tions . 

Chemical  research 

Constantly,  studies  aimed  at  uncovering 
and  isolating  new  chemical  entities  with 
potential  therapeutic  usefulness  are  proceed- 
ing in  chemistry  laboratories  in  pharmaceu- 
tical companies,  universities,  government- 
supported  research  laboratories,  and  private 
laboratories.  Some  studies  are  empiric,  and 
some  involve  known  or  suggestive  chemical 
structure-effect  relationships.  Often,  ana- 
logs with  potentially  greater  usefulness  than 
known  drugs  are  studied  and  developed. 
The  wide  variety  of  compounds  referred  to 
include  antibiotics,  chemotherapeutic  agents, 
cancer  chemotherapeutic  agents,  antimetab- 
olites, steroids,  psychotropic  agents,  anal- 
gesics, sedatives,  hypnotics,  muscle  relax- 
ants,  and  cardiovascular  agents.  They  also 
extend  to  anti-inflammatory,  antihistaminic, 
and  antiallergic  agents,  as  well  as  other 
drugs.  Sometimes,  promising  leads  are  pro- 
vided by  the  basic  structure  of  the  molecule, 
as  is  the  case  with  the  penicillins.  At  other 
times,  simple,  random  screening  of  naturally 
occurring  products  or  of  newly  synthesized 
molecules  leads  to  the  demonstration  of  ac- 
tivity. The  chemists  can  only  produce  the 
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substances  with  which  the  pharmacologist 
can  work.  The  evaluation  by  the  pharma- 
cologist of  a chemical  for  useful  activity  and, 
thereafter,  for  tolerance  and  safety  goes  hand 
in  hand  with  further  studies  and  refinements 
by  the  chemist  and  biochemist.  There  are 
times  when  the  pharmacologist  screens  nat- 
urally occurring  products  and,  finding  activ- 
ity of  a desired  nature,  turns  over  the  mate- 
rial to  the  chemist  for  identification  and 
purification.  The  chemist  may  find  that 
he  can  synthesize  the  naturally  occurring 
material. 

Microbiologic  research 

If  a product  is  found  to  have  antibac- 
terial, antiviral,  or  antifungal  effects,  the 
microbiologist  gets  into  the  act  early  in  the 
game.  Only  impure  specimens  of  a chem- 
ical may  be  available  at  first,  but  because 
of  some  indication  of  antimicrobial  effect, 
the  chemist  may  want  the  microbiologist  to 
screen  it,  that  is,  to  test  its  antimicrobial 
activity  on  culture  plates  or  in  test-tube 
solutions  containing  microorganisms.  The 
microbiologist  then  uses  various  dilutions 
of  the  drug  in  such  tests  and  establishes 
values  for  the  minimum  inhibitory  concen- 
tration or  minimum  bactericidal  concentra- 
tion of  the  drug.  Once  a definite  indication 
of  its  effectiveness  in  vitro  is  found,  the 
chemists  are  motivated  to  see  if  there  is  more 
than  one  active  chemical  compound  involved 
(unless  they  knew  that  at  the  start)  and/or 
whether  or  not  there  are  isomers,  that  is, 
two  or  more  compounds  having  the  same 
percentage  composition  but  differing  in  the 
relative  positions  of  the  atoms  within  the 
molecule.  The  chemists  can  then  attempt 
to  isolate  the  most  active  component  or  com- 
ponents and  purify  them.  Even  with  a rela- 
tively impure  compound,  animal  studies  can 
begin.  This  brings  us  to  the  third  considera- 
tion -the  pharmacologist. 

Pharmacologic  research 

In  the  animal  pharmacology  laboratories, 
screening  among  small  numbers  of  normal 
animals  can  be  started  to  determine  whether 
or  not  the  compound  is  absorbed  when 
administered  orally,  intravenously,  intra- 
muscularly, and/or  by  other  routes;  whether 
or  not  it  is  tolerated;  and  whether  or  not  it 
has  any  measurable,  desirable,  and/or  toxic 


effects.  The  preliminary  testing  can  be  done 
with  small  amounts  of  the  new  drug.  Ro- 
dents are  usually  used  first,  and  the  toxicity 
can  be  established  initially  by  a variety  of 
measurements  while  observations  are  made 
for  tolerance  and  desired  activity.  If  in- 
terest in  the  drug  continues,  as  it  will  if 
desirable  effectiveness  is  demonstrated,  and 
if  no  important  intolerance  or  toxicity  is 
observed  thus  far,  then,  with  a reasonably 
pure  form  of  the  drug,  further  testing  in  more 
animals  can  proceed.  If  the  drug  is  an  anti- 
biotic, it  can  be  tested  for  effectiveness  in 
induced  infections  in  animals — infections 
caused  by  microorganisms  that  have  been 
demonstrated  to  be  killed  or  slowed  down 
by  the  drug  in  their  growth  in  the  labora- 
tory. While  the  CD50  (curative  dose  in  50 
per  cent  of  the  animals)  is  being  established, 
further  observations  can  be  made  simultane- 
ously for  tolerance  and  toxicity  potential. 
With  a really  pure  form  available,  the  ab- 
sorption of  the  drug  from  the  gastrointes- 
tinal tract,  from  intravenous  and  intra- 
muscular injection,  and  from  other  sites  of 
administration  or  application  can  be  studied 
further.  The  excretion  of  the  material  in 
the  urine  and  the  bile,  as  well  as  its  distribu- 
tion in  various  tissues,  can  also  be  observed. 
If  all  has  gone  well,  and  desirable  mech- 
anisms of  action  and  adequate  tolerance 
have  been  established,  next  come  subacute 
(two  to  four  weeks)  or  chronic  (six  weeks  to 
six  months  or  longer)  studies  of  low,  medium, 
and  high  doses  of  the  drug.  These  studies 
may  be  performed  in  two  or  more  species — at 
least  one  rodent  and  one  nonrodent  species 
(for  example,  the  dog).  Special  attention  is 
given  to  studies  of  the  effect  of  the  drug  in 
newborn  and  weanling  animals.  Other 
special  studies  include  those  of  drug  effects  in 
pregnant  animals  through  two  or  more 
breedings. 

In  all  of  the  acute,  subacute,  and  chronic 
animal  studies,  controls  are  included,  that  is, 
groups  of  comparable  animals  who  are 
maintained  under  the  same  living  conditions 
but  are  given  placebos  instead  of  the  drug. 
When  a certain  minimum  amount  of  work 
in  animals  has  been  completed  without  indi- 
cations of  lack  of  safety  or  effectiveness, 
human  trials  can  begin.  Safety  evaluation 
prior  to  single-dose  clinical  trial  is  usually 
short  term  in  nature;  long-term  studies  are 
reserved  for  agents  that  have  shown  con- 
firmed activity  in  the  clinic. 
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Before  I go  into  the  clinical  aspect  of 
things,  let  me  mention  the  fourth  major 
member  of  the  basic  science  team:  the 

product  development  man  or  the  pharma- 
ceutical technologist.  At  the  same  time 
that  supplies  of  the  drug  are  being  made 
available  for  the  animal  pharmacologist, 
amounts  are  given  to  the  product  develop- 
ment people,  who  formulate  one  or  more 
preparations  expected  to  be  suitable  for 
human  administration.  Capsules,  tablets, 
and  other  formulations  are  made  if  absorp- 
tion from  the  gastrointestinal  tract  is  effi- 
cient. Intramuscular  and  intravenous  for- 
mulations are  prepared  if  these  are  con- 
sidered to  be  potentially  useful  routes  of 
administration,  or  if  the  compound  is  not 
absorbed  from  the  gastrointestinal  tract. 
Preparations  for  topical  use  may  be  made. 
This  is  time-consuming  work.  Much  atten- 
tion is  paid  to  the  color,  taste,  and  so  on,  of 
oral  preparations  and  to  the  pain  or  irrita- 
tion-producing qualities  of  injectables,  as 
well  as  to  the  stability  of  the  drug  in  the 
various  formulations.  Compatibility  with 
other  drugs  is  another  prime  concern  of  the 
pharmaceutical  technologist. 

Clinical  studies 

At  length,  the  drug  is  available  for  its  first 
administration  to  human  beings.  Let  me 
pause  here  to  say  that  the  rapid  introduction 
of  new  drugs  effective  in  modifying  the 
natural  course  and  symptoms  of  various 
diseases  has  not  yet  been  matched  in  many 
medical  schools  by  a parallel  development 
of  clinical  pharmacology.  Medical  educa- 
tors continue  to  stress  the  animal  experi- 
mental aspects  of  pharmacology  and  meth- 
ods of  clinical  diagnosis  and  have  put  less 
emphasis  on  the  scientific  aspects  of  drug 
therapy.  As  a result,  the  number  of  physi- 
cians adequately  trained  in  clinical  pharma- 
cology and  therapeutics  is  limited.  Critical 
assessment  of  new  remedies  needs  to  be 
broadened  and  refined.  There  are  presently 
many  potentially  useful  new  drugs  to  be 
evaluated  and  too  few  physicians  qualified 
to  carry  out  this  work.  The  medical  de- 
partments and  departments  of  clinical  in- 
vestigation of  the  major  pharmaceutical 
companies,  together  with  the  departments  of 
clinical  pharmacology  of  a limited  number 
of  medical  schools,  represent  today  the  main 
training  ground  for  physicians  interested  in 


clinical  research  on  new  drugs.  The  devel- 
opment or  expansion  of  medical  school  de- 
partments of  clinical  pharmacology  is  ur- 
gently required,  so  that  more  research  can  be 
directed  to  the  use  of  new  agents  in  the 
treatment  of  human  disease.  Special  atten- 
tion must  now  be  given  to  the  improvement 
of  methods  of  conducting  therapeutic  trials 
and  of  evaluating  efficacy.  Efficacy  evalua- 
tions should  include  comparing  the  relative 
merits  of  new  drugs.  Careful  consideration 
must  be  given  to  the  proper  recognition  of 
toxic  effects  as  well  as  to  the  study  of  the 
mechanism  of  action,  dose  response,  and  so 
on,  of  drugs  in  human  disease. 

Pharmaceutical  firms,  especially  in  the 
United  States  and  Great  Britain,  in  the  past 
twenty  years  or  more  have  often  lead  the 
way  in  the  development  of  refinements  of 
methods  in  clinical  pharmacology  and 
clinical  investigation.  Thus,  when  the 
thalidomide  disaster  occurred,  the  major 
ethical  pharmaceutical  companies  in  this 
country  in  large  measure  were  already 
doing  the  studies  which  came  to  be  required 
by  the  new  drug  law  of  1962  and  the  new 
drug  regulations  of  1963.  The  new  drug 
regulations  caused  a transitory  flurry  of 
anxiety  in  medical  school  circles  as  well  as 
in  the  drug  industry,  more  because  of  the 
immense  paper  work  load  imposed,  the 
increase  in  time  requirements  for  administra- 
tive work,  the  great  increase  in  costs  of 
studies,  and  the  puzzling  wording  of  the 
* ‘patient-consent’ ’ provisions  of  the  law 
than  because  the  two  groups  had  any  basic 
differences  with  the  Food  and  Drug 
Administration  with  respect  to  scientific 
objectives  and  moral  attitudes. 

Pharmacologic  evaluations  are  really  far 
more  difficult  to  perform  in  man  than  they 
are  in  the  animal.  The  training  and  the 
attitude  of  the  physician,  as  well  as  his 
relationship  to  the  patient,  make  him  an 
intent  and  purposive  observer  rather  than 
an  entirely  objective  one.  As  opposed  to 
animal  experiments,  drug  trials  in  man  are 
subject  to  certain  limitations  with  respect 
to  the  methods  of  observation  employable. 
These  restrictions  limit  the  extent  of  clinical 
experiments,  sometimes  quite  sharply. 
Social,  cultural,  moral,  and  religious  in- 
fluences affect  the  frail  human  being.  His 
intellectual  activity  makes  it  uniquely 
difficult  to  use  him  as  an  experimental 
subject.  All  of  these  factors  make  the 
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establishment  of  controls  in  a human 
experiment  quite  a different  problem  from 
the  laboratory  procedure  of  dividing  litter 
mates  into  two  equal  groups. 

About  one  hundred  years  ago,  Claude 
Bernard,  the  famous  French  physiologist, 
said  of  experimental  medicine: 

To  be  valid,  comparative  experiments  have 
to  be  made  at  the  same  time  and  on  as  com- 
parable patients  as  possible.  In  spite  of 
that,  comparisons  still  bristle  with  immense 
difficulties  which  physicians  must  strive  to 
lessen;  for  comparative  experiment  is  the 
sine  qua  non  of  scientific  experimental 
medicine;  without  it,  a physician  walks  at 
random  and  becomes  the  plaything  of  endless 
illusions. 

During  the  last  two  decades,  the  problems 
implicit  in  this  statement  have  begun  to  be 
pursued,  thanks  to  the  breakthroughs  of  vari- 
ous scientists,  many  of  them  in  the  pharma- 
ceutical industry,  the  immense  development 
of  the  pharmaceutical  industry  itself,  and  the 
awakening  of  interest  in  the  really  new 
science  of  clinical  pharmacology.  There 
are  many  things  that  have  been  said  about 
controls  on  human  pharmacologic  studies 
and  many  more  that  might  and  will  be  said. 
Notions  of  the  adequacy,  applicability,  and 
quality  of  controls  vary  considerably  and 
form  the  core  of  a scientific  debate  which 
will  go  on  for  years  to  come.  It  is  a pity  we 
do  not  have  more  time  to  discuss  controls 
today. 

I must  go  back  now  to  the  main  framework 
of  my  presentation  and  very  briefly  outline 
the  steps  that  occur  in  the  clinical  study  of  a 
new  drug  from  the  time  it  emerges  from  the 
laboratory  and  is  given  to  the  first  human 
subject  to  the  time  it  is  accepted  for 
marketing  by  the  Food  and  Drug  Adminis- 
tration. 

Prospectus.  When  the  physicians  of  the 
pharmaceutical  company  have  completed 
their  review  of  the  basic  data  of  a new  drug 
or  antibiotic  gathered  in  the  laboratory 
division  of  the  company  and  when  they 
have  acquainted  themselves  sufficiently  with 
the  medical  and  scientific  literature  on  prod- 
ucts of  a similar  chemical  makeup, 
especially  products  which  are  considered  to 
be  comparable  or  competitive,  a prospectus 
may  be  prepared.  For  our  purposes  a 
prospectus  may  be  defined  as  a general 
outline  or  statement  of  the  over-all  aims  of 
the  investigational  program  for  the  new  drug 
proposed  for  the  clinic.  On  the  other  hand,  a 


protocol  may  be  defined  as  the  special 
study  design  of  a single  investigator,  a plan 
that  may  encompass  some  or  all  of  the 
general  points  contained  in  the  prospectus 
but  is  tailored  to  the  clinical  situation  in 
which  the  individual  investigator  finds  him- 
self. Thus  the  prospectus  covers  the  con- 
tents of  all  the  protocols  of  the  individual 
investigators,  insofar  as  it  is  possible  to  do 
so  in  advance  of  actual  implementation  of 
clinical  studies. 

Major  categories  considered  essential  in 
the  assembly  of  a model  prospectus  are: 
aims  or  objectives;  general  plan;  bacterio- 
logic  studies  (if  required  by  the  nature  of  the 
drug);  efficacy  evaluation;  toxicity  studies; 
tolerance  evaluation;  absorption,  excretion, 
and  distribution  studies  and  other  observa- 
tions on  metabolic  activity;  available  for- 
mulations of  the  drug;  record-keeping; 
and  precautionary  statements.  In  the 
general  plan  of  the  study,  information  will  be 
included  about  thp  type  and  numbers  of 
subjects  and  patients  and  their  expected 
breakdown  with  respect  to  race,  color, 
height,  weight,  and  sex;  the  various  age 
groups  to  be  included;  the  disease  entities 
to  be  treated;  expected  dosage  schedules; 
and  the  number  of  investigators  who  will  be 
involved.  The  expected  duration  of  the 
studies  is  stated.  In  this  section  of  the 
prospectus  it  should  be  made  clear  which 
groups  of  patients  will  be  excluded  from 
treatment. 

To  evaluate  tolerance,  observations  are 
scheduled  for  evidences  of  nausea,  diarrhea, 
headache,  emesis,  skin  rash,  pain  at  the  site 
of  injection,  arid  so  on.  Included  in  the 
scheduled  tests  for  the  evaluation  of  toxicity 
are  representative  laboratory  tests  of  renal, 
hepatic,  and  hematopoietic  function.  Since 
so  many  different  parameters  are  apt  to 
require  measurement,  special  report  forms 
must  be  prepared  for  the  recording  of  data 
gathered  in  the  clinical  investigation  of  each 
new  category  of  drugs. 

I have  been  speaking  about  the  prospectus 
as  if  it  were  a single  document;  actually,  it 
is  made  up  of  three  parts:  the  prospectuses 
for  phases  1,  2,  and  3.  Prior  to  the  issuance 
of  the  new  drug  regulations  of  1963,  phase  1, 
2,  and  3 clinical  investigation  meant  some- 
what different  things  to  different  phar- 
maceutical companies  and  to  different 
clinical  investigators.  Now  that  the  new 
drug  regulations  have  defined  very  clearly 
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what  is  involved  in  phase  1,  2,  and  3 in- 
vestigations, we  may  expect  a uniform 
terminology  to  be  used,  one  which  will 
enable  us  to  understand  one  another  with 
a minimum  of  difficulty.  Phase  1 starts 
when  the  new  drug  is  first  introduced  into 
man  (only  animal  and  in  vitro  data  are 
available)  with  the  purpose  of  determining 
its  toxicity  in  human  beings,  as  well  as  metab- 
olism, absorption,  elimination  and  other 
pharmacologic  action,  preferred  route  of 
administration,  and  safe  dosage  range. 
Phase  2 covers  the  initial  trials  on  a limited 
number  of  patients  for  specific  disease  con- 
trol or  prophylaxis  purposes.  Phase  3 clin- 
ical studies  provide  a broader  assessment  of 
the  drug’s  safety  and  effectiveness  and 
optimum  dosage  schedules  in  the  diagnosis, 
treatment,  or  prophylaxis  of  groups  of 
patients  affected  by  specific  diseases.  The 
facts  accumulated  in  the  earlier  phases  are 
given  due  consideration.  This  phase  is 
conducted  by  separate  groups  following  the 
same  prospectus  (their  protocols  demon- 
strating reasonable  variations  and  alter- 
natives permitted  by  the  plan)  to  produce 
well-controlled  clinical  data. 

For  practical  purposes,  it  seems  desirable 
to  subdivide  phase  1 into  1(a)  and  1(b). 
Phase  1 (a)  is  the  stage  wherein  the  drug  has 
just  been  received  from  the  laboratory 
division  of  the  company,  and  the  clinical 
investigators  feel  that  it  is  safe  to  administer 
single  doses  to  volunteers.  Phase  1(b) 
studies  include  multiple  dose,  absorption, 
excretion,  distribution,  tolerance,  toxicity, 
efficacy  evaluations  and  or  multiple  dose 
effect,  tolerance,  dose-response,  pilot  studies. 
The  majority  of  these  phase  1(a)  and  (b) 
studies  are  carried  out  among  volunteers  in 
institutional,  university,  or  industrial  set- 
tings. These  volunteers  are  commonly  paid 
for  their  services,  the  funds  coming  from  the 
pharmaceutical  company  requesting  the 
drug  evaluation.  This  is  in  contrast  to  the 
situation  in  England,  where  the  first  human 
trials  are  commonly  carried  out  among 
nurses,  medical  students,  or  physician 
volunteers. 

Phase  1 must  be  completed  before  phase  2 
is  begun,  and  phase  3 may  not  start  till 
phase  2 is  finished.  Phase  1 studies  may 
require  up  to  two  months  or  more;  phase  2 
studies  may  last  another  two  months,  de- 
pending on  the  nature  of  the  drug;  and 
phase  3 studies  may  require  anywhere  from 


three  months  to  two  years  or  more.  These 
studies  represent  the  very  best  efforts  of  all 
the  medical  people  involved  (the  physicians 
in  industry,  clinical  investigators  at  univer- 
sities and  other  hospital  centers,  and  medical 
people  at  the  Food  and  Drug  Administration) 
to  provide  as  complete  and  as  broad  an 
evaluation  of  the  drug  in  human  beings  as  is 
practically  possible  before  the  new  agent 
becomes  available  for  distribution  by 
physicians  to  the  general  public. 

I have  purposely  mentioned  the  physicians 
at  the  Food  and  Drug  Administration  here 
because  it  is  very  important  to  point  out 
that  before  any  of  the  study  designs  I have 
referred  to  can  be  implemented,  before  a 
single  dose  of  a new  drug  may  be  given  to  a 
single  human  being,  a certain  ritual  must  be 
followed,  in  accordance  with  the  new  drug 
regulations  of  1963.  A form  known  as 
“FD1571”  or  simply  as  “IND”  (in- 
vestigational new  drug)  must  be  submitted 
to  the  Food  and  Drug  Administration.  The 
IND  is  prepared  by  the  pharmaceutical 
company,  and  all  of  the  major  divisions  of 
the  company  contribute  to  its  assembly. 
The  names  of  physician  investigators  who 
are  expected  to  carry  on  the  clinical  work 
with  the  drug  are  listed  in  the  IND,  as  are 
statements  regarding  their  qualifications 
and  their  research  facilities.  Before  he  can 
be  supplied  with  the  drug,  each  investigator 
must  sign  an  FD1572  form  (if  he  plans  to 
work  in  phase  1 or  phase  2)  or  an  FD1573 
form  (if  he  plans  to  work  in  phase  3).  And 
before  the  investigator  can  sign  these  forms 
he  must  be  supplied  by  the  manufacturer 
with  full  information  on  the  chemical  nature 
of  the  drug  and  all  of  the  laboratory  and 
clinical  work,  if  any,  that  has  been  ac- 
complished up  to  the  point  where  the 
sponsor  (company)  asks  him  to  perform 
clinical  tests.  This  process  tends  to  be 
rather  complex,  and  the  administrative  and 
paper  work  requirements  are  far  from 
inconsiderable. 

Selection  of  investigators.  One  is 
often  asked:  “How  do  you  find  investigators 
to  work  with  your  new  drugs?”  There  are 
several  avenues  which  lead  us  to  competent, 
honest,  and  conscientious  investigators  of 
new  drugs.  The  number  of  medical  men 
trained  in  clinical  drug  evaluation  on  the 
American  scene  is  not  great.  Medical 
publications  are  one  of  the  most  important 
sources  of  names  of  persons  capable  of 
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carrying  out  meaningful  drug  trials  in  the 
clinic.  Another  source  is  medical  directories 
of  several  types.  Still  another  source  is 
personal  introduction  by  physicians  with 
whom  we  are  already  acquainted. 

Reporting  of  results.  Once  an 
investigator  has  committed  himself  to  the 
study  of  a new  drug,  his  protocol  is  rapidly 
worked  out  and  agreed  on,  usually  within  the 
framework  of  the  prospectus  but  sometimes 
as  an  extension  of  it.  As  the  study  pro- 
gresses, information  is  constantly  transferred 
back  and  forth  between  the  physicians  at 
the  company  and  the  investigator  in  the 
field.  The  latter  reports  verbally  at  first 
and  later  reports  fully  in  writing.  The 
former  pass  on  to  the  clinical  investigator 
additional  information  from  animal  and 
other  basic  studies  as  well  as  additional 
human  pharmacology  data  as  they  become 
available.  Also,  the  physicians  in  the 
medical  department  of  the  company,  with 
the  permission  of  those  clinical  investigators 
who  have  gathered  significant  data,  report  on 
interesting  observations  from  the  phase  2 
and  3 studies  to  other  investigators  who  can 
benefit  in  their  own  studies  from  such 
knowledge. 

Report  forms  must  be  complete,  and  this 
sometimes  means  that  they  are  rather 
complex.  Full  reporting  is  very  important 
to  the  physician  in  industry,  the  clinical 
investigator,  the  medical  officer  of  the  Food 
and  Drug  Administration,  and  to  all  three 
for  essentially  the  same  reasons:  Important 
advances  in  drug  therapy  must  be  made 
available  to  the  public  at  the  earliest 
moment;  the  tolerance  of  a drug  and  its 
toxicity  potential  must  be  evaluated  as 
exhaustively  as  is  humanly  possible,  so  that 
the  public  is  fully  protected;  the  physician 
must  be  convinced  that  he  has  constructed 
the  best  possible  study  design  for  the 
purpose  envisioned  and  that  he  has  executed 
this  design  to  the  best  possible  advantage. 
Moreover,  he  must  be  satisfied  that  he  has 
gathered  and  recorded  all  pertinent  data 
from  the  study  as  completely  and  accu- 
rately as  possible,  so  that  when  he  comes 
to  report  his  findings  to  his  medical  col- 
leagues— whether  this  be  in  the  form  of  case 
reports  submitted  to  the  Food  and  Drug 
Administration  via  the  medical  department 
of  the  pharmaceutical  company  or  publica- 
tion in  a reputable  medical  journal — he  can 
feel  that  he  has  made  a significant  contribu- 


tion to  the  progress  of  medicine  and  to  the 
welfare  of  mankind.  All  of  this  takes  a 
great  deal  of  hard  work  and  time. 
Physicians  dislike  paper  work,  as  so  many 
professional  people  do.  There  is  a tre- 
mendous amount  of  record-keeping  going 
on  these  days  in  all  walks  of  life  and  there 
probably  will  be  more.  The  research 
physician  must  constantly  prod  himself  to 
pay  closer  and  closer  attention  to  the  details 
of  the  recording  of  the  data  he  gathers,  so 
that  the  full  significance  of  his  work  may 
ultimately  be  appreciated  by  all  members  of 
the  health  team  and  so  that  he  may  take 
fully  justifiable  pride  in  the  reports  he 
presents  to  his  colleagues. 

Of  course,  in  gathering  data  in  phase  1,  2, 
and  3 the  objective  of  the  physicians  in  the 
medical  department  of  the  pharmaceutical 
company,  is  to  assemble  a report  for  sub- 
mission to  the  Food  and  Drug  Administra- 
tion which  will  convince  all  concerned  that 
the  drug  under  test  is  actually  efficacious, 
well  tolerated,  and  without  significant  tox- 
icity to  man.  During  those  many  months 
when  the  clinical  reports  are  being  gathered 
from  the  investigators  in  the  field  and 
evaluated,  analyzed,  and  summarized  at 
the  company,  information  transfers  are 
constantly  in  progress  between  the  labora- 
tory division,  production  departments,  and 
other  segments  of  the  pharmaceutical 
company  and  the  medical  department 
and  department  of  clinical  investigation. 
Somewhere  along  the  line,  of  course,  a 
final  decision  has  to  be  made  as  to  whether 
or  not  the  company  wishes  to  market  the 
drug.  Because  of  borderline  questions  of 
efficacy,  tolerance,  or  toxicity,  even  in  the 
face  of  a mass  of  favorable  data  it  may  be 
decided  not  to  market  a particular  drug  be- 
cause the  potential  hazards  seem  to  out- 
weigh the  potential  usefulness.  Decisions 
will,  at  times,  go  the  other  way. 

When  a final  decision  is  made,  contingent 
on  approval  by  the  Food  and  Drug  Admin- 
istration of  the  new  drug  application  to  mar- 
ket a drug,  the  application,  after  extensive 
review  within  the  company,  is  sent  to  Wash- 
ington with  a proposed  official  package  circu- 
lar. The  official  package  circular  contains  in 
as  concise  a form  as  possible  all  the  essential 
information  about  indications,  dosage,  and 
the  like.  Although  the  Food  and  Drug 
Administration  has  been  slow  to  process 
new  drug  applications  in  the  past  two  years, 
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indications  are  that  increases  in  the  number 
of  their  personnel  will  allow  them  to  process 
these  documents  more  rapidly. 

Evaluation  of  Lunacol 

One  might  well  ask  at  this  point:  What 
about  Lunacol?  How  was  it  discovered? 
What  problems  were  encountered  during  the 
various  phases  of  clinical  investigation? 
Has  a new  drug  application  been  submitted, 
and  has  it  been  approved? 

Our  mythical  company  was,  I think,  quite 
lucky  in  its  discovery  of  Lunacol.  This  sub- 
stance was  a component  of  one  of  the 
naturally  occurring  substances  that  was 
screened  some  time  ago  in  our  animal 
pharmacology  laboratory.  One  of  the 
observations  made  was  that  the  material 
caused  animals  to  ingest  less  water.  A purer 
material  was  extracted,  and  greater  activity 
was  demonstrated.  From  there,  the  com- 
pound went  through  all  the  steps  which  I 
have  outlined.  Fortunately,  in  its  evalua- 
tion in  human  volunteers,  Lunacol  was 
demonstrated  to  have  no  important  toxicity 
potential,  and  it  was  found  to  be  very  well 
tolerated  even  at  large  doses. 

The  selection  of  investigators  and  of  sub- 
jects for  the  clinical  evaluation  of  the 
compound  was  quite  simple.  Three 
specialists  in  space  medicine,  all  at  a hospital 
in  Washington,  D.C.,  were  charged  with  the 
care  of  the  astronauts  who  had  returned  from 
the  moon  with  this  alarming  malady.  Early 
clinical  testing  clearly  showed  the  efficacy 
of  the  product  in  effecting  a cure  of  luneuro- 
sis,  and  the  phase  3 studies,  (which  were, 
incidentally,  carried  out  on  a rocket  load  of 
some  200  vacationists  from  Sausalito, 
California,  who  had  spent  a two-week 
holiday  at  a new  spa  at  Blue  Moon,  near  the 


mouth  of  the  Moon  River)  showed  beyond  a 
shadow  of  a doubt,  within  a period  of  four 
months,  that  the  medication  was  indeed 
efficacious  and  safe  and  that  only  tempo- 
rary treatment  with  slow  tapering-off  of  the 
dosage  was  necessary  to  bring  the  illness 
under  control  and  eradicate  it. 

A new  drug  application  was  duly  prepared 
and  submitted,  and  it  is  now  pending  at  the 
Food  and  Drug  Administration,  where  the 
medical  officer  responsible  for  this  particular 
application  has  guaranteed  us  attention 
within  the  next  few  weeks,  because  he  is 
planning  an  excursion  to  Moon  River  him- 
self before  summer  and  feels  that  it  is  only 
fitting  and  proper  that  the  general  public, 
some  of  whom  will  be  accompanying  him  on 
his  expedition,  have  access  to  the  remedy 
through  their  physicians,  since  they  are  not 
as  fortunate  as  he  is  in  being  able  to  obtain 
complimentary  supplies  of  the  drug  on  an 
experimental  basis  from  us. 

We  expect  the  market  for  Lunacol  to 
continue  to  be  quite  limited,  and  we  feel 
certain  that  the  company  is  not  going  to 
realize  any  substantial  profit  from  this 
particular  project.  It  is  perhaps  significant 
that  no  other  pharmaceutical  manufacturer 
has  asked  us  for  the  rights  to  market  the 
drug. 

I have  attempted  in  this  brief  period  to 
give  a somewhat  clearer  picture  than  per- 
haps has  been  given  heretofore  of  the  various 
steps  required  in  the  processing  of  a new 
drug  from  the  time  of  its  discovery  to  that 
fateful  day  when  the  Food  and  Drug  Ad- 
ministration decides  that  the  substance  is 
indeed  a safe  and  efficacious  drug  and  one 
which  physicians  should  have  at  their 
disposal  to  further  their  basic  objectives: 
to  alleviate  pain  and  suffering,  to  prolong 
life,  and  to  conquer  disease. 

Box  657,  Syracuse 
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Recent  data  on  nursing  homes  in  the 
United  States  indicate  that  there  are  almost 
340,000  beds  in  9,700  homes,  with  the  pro- 
vision of  skilled  nursing  care  as  their  major 
purpose.1  The  majority  of  persons  in  these 
homes  are  elderly,  with  a mean  age  of  about 
eighty.  Almost  half  of  the  financial  sup- 
port for  their  nursing  home  care  comes 
from  public  funds,  although  the  majority  of 
the  homes  are  privately  owned. 

Several  forces  have  led  to  public  and  pro- 
fessional pressures  for  rehabilitating  elderly 
nursing  home  residents.  Among  these  forces 
are  the  rapid  increase  in  the  number  of 
nursing  homes  in  the  last  ten  years  and  in 
the  number  of  aged  persons  with  their  low 
incomes,  high  disability  rates,  and  rela- 
tively high  degree  of  social  isolation.  The 

popularization  of  rehabilitation  medicine 

has  itself  been  a major  force  for  applying 
rehabilitation  to  elderly  nursing  home 

residents.  It  is  our  contention  that  these 
pressures  are  being  applied  to  the  wrong 
social  site — the  nursing  home — and  at  an 
inappropriate  time  in  the  life  history  of  many 
of  the  persons  involved. 

The  people  who  make  up  the  public  assist- 
ance population  in  the  nursing  homes  have 
many  social  characteristics  in  common,  but 
their  medical  needs  vary  widely.  Both 
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factors  affect  the  capacity  of  patients  to 
respond  to  rehabilitation  efforts.  The  re- 
habilitation potential  of  the  population  will 
also  vary  with  the  definition  of  rehabilitation 
goals.  Our  study2-4  defined  the  goals  in 
terms  of  improvement  or  maintenance  of 
self-care  activities  in  comparison  with  an 
untreated  control  population.  Persons  were 
declared  eligible  for  attempted  team  re- 
habilitation efforts  if  there  was  a physiatric 
disability,  that  is,  a physical  impairment 
limiting  at  least  one  of  the  core  activities  of 
daily  living. 

Method  of  study 

About  one  half  of  the  public  assistance 
population  residing  in  New  York  City 
nursing  homes  were  screened  by  physiat- 
rists  to  identify  all  persons  with  any  de- 
gree of  physiatric  impairment.  Almost  all 
such  patients  proved  to  have  a neuromuscu- 
lar or  musculoskeletal  defect.  Patients  in  a 
terminal  state,  or  with  a clearly  limited 
life  expectancy,  or  whose  over-all  condition 
did  not  permit  any  rehabilitation  services 
were  declared  ineligible.  Persons  without 
any  functional  disability  due  to  physical 
impairments  also  were  ruled  out.  However, 
all  persons  with  impairment  in  one  or  more 
of  the  central  activities  of  daily  living,  re- 
gardless of  the  clinician’s  estimate  of  re- 
habilitation potential,  were  considered  eligi- 
ble for  study. 

Some  400  persons  in  a population  of 
2,000  were  selected;  300  patients,  matched 
by  diagnostic  category,  were  randomly  di- 
vided into  two  treatment  groups  and  one 
control  group.  An  additional  control  popu- 
lation of  100  patients  was  established  in 
nursing  homes  into  which  our  treatment 
teams  would  not  enter.  This  group  fur- 
nished a control  for  any  indirect  effect  on 
the  untreated  population  that  might  result 
from  rehabilitation  services  administered  to 
other  patients  in  the  same  home.  Among 
the  1,600  persons  declared  ineligible  were 
about  400  extremely  ill  persons  with  limited 
life  expectancy  or  an  inability  to  establish  any 
contact.  The  remaining  1,200  were  judged 
to  have  the  capacity  for  full  independence 
in  self-care.  Clinical  impressions  and  the 
results  of  a small  survey  of  records  indicated 
that  medical  insufficiencies,  mostly  cardio- 
vascular-renal conditions,  predominated. 

There  are,  then,  at  least  three  groups, 
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quite  different  in  their  medical  needs,  in 
our  nursing  homes:  a more  or  less  ambula- 
tory group  independent  in  self-care  and 
needing  regular  but  not  constant  nursing 
supervision;  a group  with  overwhelming 
medical  problems  requiring  almost  constant 
nursing  attention;  and  a small  group  with 
predominantly  neuromuscular  or  musculo- 
skeletal defects  which  interfere  with  self- 
care  activities  and  call  for  some  assistance  in 
these  activities.  The  potential  for  response 
to  the  traditional  maximum  effort  of  a 
rehabilitation  team  is  limited  to  this  20  per 
cent  of  the  nursing  home  population  in  the 
first  place.  This  proportion  will  vary  in 
different  nursing  home  systems,  but  our 
reviews  of  the  literature  and  our  own  ex- 
perience suggest  that  in  the  United  States 
this  proportion  will  never  be  very  large. 
Furthermore,  our  physiatrists  who  did  the 
screening  did  not  consider  that  more  than 
10  per  cent  of  this  small  group,  or  about  2 
per  cent  of  the  over-all  nursing  home  popu- 
lation, had  both  a good  general  medical  prog- 
nosis and  a good  rehabilitation  potential — 
43  patients  in  all!3  It  is  our  feeling  that 
programs  reporting  a higher  proportion  of 
study  patients  in  nursing  homes  as  respon- 
sive to  rehabilitation  efforts  are  talking  about 
a population  very  different  from  ours,  se- 
lected for  a good  prognosis  by  design  or 
chance.  We  studied  a population  at  large, 
unselected  for  prognosis  or  rehabilitation 
potential,  so  that  we  might  test  the  applica- 
bility of  rehabilitation  efforts  to  the  nursing 
home  population  at  large. 

To  study  the  effect  of  rehabilitation,  we 
applied  its  services  aggressively  to  200  pa- 
tients, while  200  control  patients  received 
the  routine  services  available  to  public 
assistance  recipients  in  New  York  City 
nursing  homes  at  that  time.  To  obtain 
activity  of  daily  living  scores  all  patients 
were  tested  by  a special  team  unrelated  to 
the  treatment  teams,  serving  at  a separate 
hospital  and  using  a standardized  technic 
and  form.  The  testers  were  not  informed 
whether  patients  were  in  treatment  or  con- 
trol groups. 

Results 

Test  scores  were  generally  higher  than 
clinical  observation  in  the  nursing  homes 
had  suggested.5  Many  persons  were  able 
to  accomplish  more  in  the  test  situation  than 


they  appeared  able  to  manage  in  the  everyday 
setting  of  the  nursing  home.  The  result  of 
high  initial  scores  was  that  differences  be- 
tween treated  and  control  populations  were 
concerned  mainly  with  maintenance  of 
function  rather  than  improvement.  The 
results  at  the  end  of  a year  showed  that  the 
same  proportion  of  persons  in  the  treated  and 
in  the  control  populations  improved,  main- 
tained function,  or  lost  function. 

Certainly,  there  were  a few  dramatic  re- 
sponses to  treatment,  mostly  predictable, 
but  there  were  also  a few  dramatic  improve- 
ments without  treatment.  In  most  cases — 
ranging  from  50  to  74  per  cent,  depending  on 
which  of  the  five  different  activities  was 
being  scored — patients  maintained  their 
scores.  If  one  groups  all  of  the  activity  of 
daily  living  scores,  one  finds  that  about  one 
quarter  of  each  population  deteriorated, 
one  quarter  improved,  and  about  one  half 
remained  the  same,  regardless  of  treatment. 
Treatment  made  no  significant  difference  in 
frequency  of  recurrent  hospitalizations  in 
this  medically  fragile  population,  nor  did 
it  affect  mortality.  There  is  no  evidence 
to  suggest  that  “improvers”  in  the  control 
groups  received  any  special  treatment  from 
other  sources  or  that  they  were  treated 
differently  from  the  “worseners”  in  the 
control  groups. 

Comment 

The  weight  of  our  evidence  suggests  that 
it  is  not  socially  productive  to  direct  ex- 
tensive rehabilitation  efforts  to  nursing 
home  populations  at  large.  We  would  sug- 
gest that  maximum  rehabilitation  efforts 
need  to  be  applied  earlier  and  in  sites  other 
than  the  nursing  home.  Once  the  patient 
is  in  the  nursing  home,  a rehabilitation  orien- 
tation to  maintain  optimum  function  is 
certainly  called  for.  For  example,  almost 
one  half  of  our  treatment  population 
was  incontinent,  and  much  of  the  incon- 
tinence was  overcome  by  good  rehabilita- 
tion nursing. 

What  evidence  in  the  social  and  medical 
history  of  our  patients  points  to  the  need 
for  an  earlier  rehabilitation  effort?  The 
nursing  home  population  is  old,  highly 
debilitated,  often  acutely  ill,  and  poorly 
motivated.  The  history  of  disability  is 
often  fairly  long,  with  extended  economic 
dependence  and  successive  hospital  and 
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nursing  home  experiences.  In  our  study 
the  median  duration  for  receipt  of  public 
assistance  was  seven  years;  and  one  third 
of  the  population  had  been  recipients  for 
ten  or  more  years.  A majority  of  the 
patients  had  had  more  than  one  institutional 
placement,  and  over  30  per  cent  had  had 
four  to  five  placements  since  separation 
from  the  community.  Few  persons  had 
meaningful  family  ties.  One  half  of  the 
patients  had  lived  alone  before  their  nursing 
home  placement.  Clearly,  a large  propor- 
tion of  the  current  nursing  home  popula- 
tion had  been  known  to  public  agencies  with 
medical  care  resources  for  some  years  prior 
to  the  current  placement.  The  median 
duration  of  this  current  stay  was  only  one 
year. 

Most  physicians  would  agree  that  chronic 
disability,  particularly  in  the  aged,  has  its 
onset  in  an  acute  episode,  often  inter- 
current in  the  course  of  a chronic  disease. 
What  we  are  proposing  is  the  transposition  of 
the  basic  concept  of  well-child  care,  that  is, 
the  idea  of  anticipatory  guidance,  to  geri- 
atric rehabilitation.6  Disability  can  be 
anticipated,  particularly  in  the  face  of  an 
acute  intercurrent  illness,  in  an  aged  person 
with  a pre-existing  chronic  condition.  The 
prevention  of  deconditioning  and  the  im- 
mobilization syndrome  by  appropriate  main- 
tenance of  activity — passive  or  active,  as 
medically  indicated — deserves  more  of  a 
trial  than  the  lip  service  currently  offered 
in  most  everyday  medical  care. 

Other  factors  contributing  to  the  creation 
of  the  “failure”  population  of  today’s 
nursing  homes  will  require  still  more  long- 
range  social  and  medical  planning.  The 
low  income,  limited  education,  and  the  lack 
of  meaningful  social  ties  so  widely  seen  in 
our  population  antedated  nursing  home 
placement.  Bridging  the  social  gap  be- 


tween the  therapeutic  goals  of  the  re- 
habilitation team  and  the  desire  of  many 
patients  to  be  let  alone  requires  a reorienta- 
tion of  life  goals  on  the  part  of  the  patient, 
if,  indeed,  this  is  justified  at  all;  and  on  the 
part  of  the  rehabilitation  team  it  requires 
greater  understanding  of  the  problems  of 
motivation. 

Conclusions 

Regardless  of  the  age  of  the  patient,  the 
nursing  home,  especially  the  proprietary 
nursing  home,  is  hardly  the  social  institu- 
tion in  which  to  begin  to  achieve  the  funda- 
mental changes  necessary  for  rehabilitation. 
The  time  at  which  a patient  is  admitted  to  a 
nursing  home  is  not  the  point  in  life  at  which 
to  reorient  life  goals.  The  earlier  applica- 
tion of  geriatric  rehabilitation  services, 
with  some  suggestion  of  success,  in  a general 
hospital  setting  geared  to  acute  illness  has 
been  reported  on  recently  from  the  Jewish 
Hospital  of  St.  Louis.7  Further  effort  in 
this  direction,  with  objective  study  of  the 
results  of  such  preventive  rehabilitation 
efforts,  seems  indicated. 

Fifth  Avenue  at  106th  Street 
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Necrology 


Leon  Badler,  M.D.,  of  The  Bronx,  died  on 
April  13  at  the  age  of  fifty-four.  Dr.  Badler 
received  his  medical  degree  from  the  University 
of  Edinburgh  Faculty  of  Medicine  in  1935. 
He  was  a clinical  assistant  ophthalmologist  at 
Lebanon  Hospital.  Dr.  Badler  was  a member 
of  the  American  Academy  of  General  Practice, 
the  Bronx  County  Medical  Society,  the  Medical 
Society,  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walter  Wolf  Bennigson,  M.D.,  of  Kew 

Gardens,  died  on  May  26  at  the  age  of  seventy- 
eight.  Dr.  Bennigson  received  his  medical 
degree  from  the  University  of  Konigsberg  in 
1913.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  Ira  Bishop,  M.D.,  of  Minoa,  died  on 
February  14  at  the  age  of  eighty-four.  Dr. 
Bishop  graduated  in  1907  from  the  University  of 
Syracuse  School  of  Medicine.  He  was  an  hon- 
orary physician  at  Crouse-Irving  Hospital. 

Joseph  L.  Carch,  M.D.,  of  Brooklyn,  died  on 
February  18  at  the  age  of  eighty-one.  Dr.  Carch 
graduated  in  1913  from  New  York  University 
and  Bellevue  Hospital  Medical  College.  He 
was  director  of  Kings  County  Hospital  Center 
Outpatient  Department. 

George  Upshur  Carneal,  M.D.,  of  Naxera, 
Virginia,  formerly  of  Bronxville  and  New  York 
City,  died  on  March  3 at  the  age  of  sixty-six. 
Dr.  Carneal  graduated  in  1923  from  Johns  Hop- 
kins University  School  of  Medicine.  Re- 
tired in  1960,  Dr.  Carneal  was  a member  of 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Russell  Dennis,  M.D.,  of  New  York  City, 
died  on  May  29  at  the  age  of  forty-eight.  Dr. 
Dennis  graduated  in  1959  from  New  York 
Medical  College.  He  was  formerly  an  actor 
under  contract  to  Universal-International  Stu- 
dios. At  the  time  of  his  death  he  was  adminis- 
trator of  the  Child  Guidance  Clinic  at  Metro- 
politan Hospital. 

William  Samuel  Fink,  M.D.,  of  Brooklyn, 
died  on  May  22  at  the  age  of  seventy-eight. 
Dr.  Fink  graduated  in  1915  from  Fordham 
University  School  of  Medicine.  He  was  a 


member  of  the  Brooklyn  Gynecological  Society, 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Henry  Fobes,  M.D.,  of  Montclair, 
New  Jersey,  and  New  York  City,  died  on  May  29 
at  the  age  of  eighty-five.  Dr.  Fobes  graduated 
in  1901  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  an 
attending  surgeon  at  Flower  and  Fifth  Avenue 
Hospitals,  a consulting  surgeon  at  Metro- 
politan, Prospect  Heights,  Community  (Mont- 
clair), and  Barnert  Memorial  (Paterson,  New 
Jersey)  Hospitals,  an  adjunct  consulting  sur- 
geon at  Paterson  (New  Jersey)  General  Hospital, 
and  an  honorary  member  of  the  surgical  staff  of 
St.  Francis  Hospital,  Poughkeepsie.  From 
1922  to  1928  he  was  head  of  the  Department 
of  Gynecology  at  Flower  and  Fifth  Avenue 
Hospitals,  professor  and  head  of  surgery  from 
1936  to  1940,  chief  of  graduate  surgery  from 
1940  to  1943,  and  professor  of  graduate  surgery 
from  1943  to  1957.  At  his  death  he  was  di- 
rector of  medical  education  at  Newark’s  City 
Hospital.  Dr.  Fobes  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  New  York  Academy  of  Medicine,  the 
New  York  Surgical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jesse  Harold  Goodman,  M.D.,  of  Floral  Park, 
died  on  February  20  at  the  age  of  sixty.  Dr. 
Goodman  graduated  in  1929  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Medical  So- 
ciety of  the  County  of  Queens  and  the  Medical 
Society  of  the  State  of  New  York. 

Vincent  Hurley,  M.D.,  of  New  York  City, 
died  on  May  29  at  the  age  of  seventy-one.  Dr. 
Hurley  graduated  in  1919  from  National 
University  of  Eire,  Dublin.  He  was  an  assist- 
ant medical  examiner  for  New  York  City. 
Dr.  Hurley  was  a Diplomate  of  the  American 
Board  of  Surgery  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Arthur  Edward  Lee,  M.D.,  of  New  York 
City,  died  on  January  26  at  the  age  of  seventy- 
five.  Dr.  Lee  graduated  in  1915  from  Long 
Island  College  Hospital  Medical  School. 
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Louis  Loeffler,  M.D.,  of  Miami,  Florida, 
formerly  of  Wingdale,  died  on  February  19  at  the 
age  of  seventy-one.  Dr.  Loeffler  received  his 
medical  degree  from  the  University  of  Halle- 
Wittenberg  in  1920.  He  had  been  director  of 
the  clinical  laboratories  at  Harlem  Valley  State 
Hospital.  Dr.  Loeffler  was  a Diplomate  of  the 
American  Board  of  Pathology  (Pathologic 
Anatomy  and  Clinical  Pathology)  and  a member 
of  the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Daniel  Michael  McCarthy,  M.D.,  of  Brook- 
lyn, died  on  June  3 at  the  age  of  eighty-five. 
Dr.  McCarthy  graduated  in  1903  from  Queens 
University  Faculty  of  Medicine,  Ontario. 
He  was  a consulting  physician  at  Kings  County 
Hospital  Center  and  Caledonian  Hospital.  Dr. 
McCarthy  was  a Fellow  of  the  American  College 
of  Physicians  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Nicholas  Mestrandrea,  M.D.,  of  Brooklyn, 
died  on  January  29  at  the  age  of  fifty-three. 
Dr.  Mestrandrea  received  his  medical  degree 
from  the  University  of  Bologna  in  1937.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Louis  Oringel,  M.D.,  of  Brooklyn,  died  on 
February  22  at  the  age  of  sixty-nine.  Dr. 
Oringel  graduated  in  1925  from  St.  Louis 
Medical  College. 

Joseph  B.  Polakoff,  M.D.,  of  Montrose,  died 
on  December  4,  1963,  at  the  age  of  sixty-three. 
Dr.  Polakoff  graduated  in  1928  from  Long 
Island  College  Hospital  Medical  School.  He 
was  an  attending  physician  on  the  staff  for  con- 
tinued treatment  service  at  the  Veterans  Ad- 
ministration Hospital  in  Montrose. 

Ernest  Carl  Presto,  M.D.,  of  Jackson  Heights, 
died  on  March  25  at  the  age  of  thirty-nine. 
Dr.  Presto  graduated  in  1949  from  George 
Washington  University  School  of  Medicine. 
He  was  an  assistant  attending  ophthalmologist 
at  Queens  Hospital  Center  and  director  of 
ophthalmology  at  St.  John’s  Hospital.  Dr. 
Presto  was  a Diplomate  of  the  American  Board 
of  Ophthalmology  and  a member  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Harry  E.  Reynolds,  M.D.,  of  Schenectady, 
died  on  February  25  at  the  age  of  sixty-seven. 
Dr.  Reynolds  graduated  in  1925  from  Albany 
Medical  College.  He  was  a consulting  physi- 
cian at  Eastern  New  York  Orthopedic  School 
and  St.  Clare’s  Hospital  and  an  attending 
physician  at  Ellis  Hospital.  Dr.  Reynolds 
was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American 
College  of  Gastroenterology,  and  a member  of 
the  Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Milton  Schechter,  M.D.,  of  New  York  City, 
died  on  April  11  at  the  age  of  fifty-six.  Dr. 
Schechter  received  his  medical  degree  from 
the  University  of  Geneva  in  1934.  He  was  an 
adjunct  physician  at  Grand  Central  Hospital 
and  an  assistant  adjunct  physician  at  Jewish 
Memorial  Hospital.  Dr.  Schechter  was  a 
member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Emery  Studdiford,  M.D.,  of  Bay 

Head,  New  Jersey,  formerly  of  New  York  City, 
died  on  May  29  at  the  age  of  sixty-six.  Dr. 
Studdiford  graduated  in  1922  from  New  York 
University  and  Bellevue  Hospital  Medical  Col- 
lege. He  was  emeritus  professor  of  obstetrics 
and  gynecology  at  New  York  University  College 
of  Medicine,  had  been  director  of  the  obstetrics 
and  gynecology  service  at  Bellevue  Hospital  for 
nineteen  years  until  he  retired  in  1956,  a 
consulting  obstetrician  and  gynecologist  at 
St.  Vincent’s,  St.  Joseph’s  (Far  Rockaway), 
Monmouth  Memorial  (Long  Branch,  New 
Jersey),  Lawrence  (Bronxville) , and  United 
(Port  Chester)  Hospitals.  Dr.  Studdiford  was 
a Diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Association  of  Obstetricians  and 
Gynecologists,  the  American  Gynecological 
Society,  the  New  York  Academy  of  Medicine, 
and  the  New  York  Obstetrical  Society. 

Nathan  Uris,  M.D.,  of  Long  Island  City,  died 
on  May  31  at  the  age  of  eighty-two.  Dr.  Uris 
graduated  in  1920  from  the  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Louis  Weiss,  M.D.,  of  Brooklyn,  died  on  April 
13  at  the  age  of  fifty-three.  Dr.  Weiss  received 
his  medical  degree  from  the  University  of 
Prague  in  1939.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Abstracts 


Bauer,  C.  H.:  Physical  fitness  in  children, 

New  York  State  J.  Med.  64:  1821  (July  15) 
1964. 

Physical  fitness  is  part  of  total  fitness.  In 
addition  to  regular  and  reasonable  physical 
activity,  it  requires  proper  health  supervision, 
adequate  nutrition,  rest,  leisure,  relaxation, 
and  recreation.  The  physician  should  play 
an  important  part  in  physical  fitness  programs, 
through  parent  education,  participation  in  youth 
clubs  and  organizations,  and  direct  contact  with 
young  people. 

Sterling,  J.  A.:  Hepatic  bile  duct  atresia, 

New  York  State  J.  Med.  64:  1826  (July  15) 

1964. 

A study  was  made  of  100  babies  with  ob- 
structive jaundice  of  whom  75  had  atresia  of 
extrahepatic  bile  ducts,  for  which  an  operation 
was  done  after  three  to  four  months  of  age  to 
establish  an  internal  hepatic  fistula  with  artificial 
bile  duct.  Nearly  one  third  of  these  babies  are 
alive  from  six  to  sixty  months  afterwards. 
The  presence  of  bile  in  the  intestinal  tract  of 
infants  with  biliary  atresia  may  not  permit,  of 
itself,  a return  to  normal  growth  and  develop- 
ment patterns. 

de  la  Pava,  S.,  Pickren,  J.  W.,  and  Adler, 

R.  H.:  Ectopic  gastric  mucosa  of  the  esopha- 

gus; a study  on  histogenesis,  New  York  State 
J.  Med.  64:  1831  (July  15)  1964. 

A study  was  made  of  500  esophagi  obtained 
from  consecutive  autopsies  in  which  the  inci- 
dence of  ectopic  gastric  mucosa  was  12  per  cent. 
When  loss  of  epithelium  (from  ulceration  of  the 
esophagus  due  to  trauma,  infection,  or  regurgi- 
tation) occurs  in  an  area  in  which  there  are 
ectopic  glands  in  the  lamina  propria  (con- 
genital anomalies),  the  defect  may  not  heal 
from  regeneration  of  the  squamous  epithelium 
but  by  surfacing  of  the  ectopic  glands,  which 
may  pierce  the  squamous  epithelium,  eventually 
reach  the  surface,  and  replace  the  lining  squa- 
mous epithelium  without  ulceration. 

Duguay,  M.  J.:  Speech  after  glossectomy, 

New  York  State  J.  Med.  64:  1836  (July  15) 

1964. 

Patients  undergoing  radical  surgery  for  malig- 
nant disease  in  the  region  of  the  mouth,  espe- 


cially total  extirpation  of  the  tongue,  can  be 
taught  to  use  other  parts  of  the  mouth  cavity 
to  produce  understandable,  fluent  speech. 

Stein,  I.  D.,  and  Macaulay,  A.  I.:  Control 

of  pain  in  certain  peripheral  vascular  disorders, 
New  York  State  J.  Med.  64:  1839  (July  15) 

1964. 

A study  was  made  of  relief  of  pain  in  certain 
peripheral  circulatory  conditions  by  drugs  not 
primarily  designated  as  analgesics.  Prometha- 
zine, an  antihistamine,  was  particularly  effective 
for  “burning  pain,”  a functional  vascular  disor- 
der, and  for  the  pain  associated  with  stasis 
ulcers  and  with  ischemic  neuritis.  Quinine  was 
effective  in  treating  nocturnal  cramping  and 
“restless  legs.”  The  action  of  both  drugs  ap- 
pears to  be  an  inhibition  or  depression  of  nerve 
cell  or  synaptic  function. 

Berle,  B.  B.,  and  Nyswander,  M.:  Ambula- 

tory withdrawal  treatment  of  heroin  addicts, 
New  York  State  J.  Med.  64:  1846  (July  15) 

1964. 

Over  a period  of  thirty-nine  months  268  in- 
digent heroin  addicts  applied  for  withdrawal 
treatment  from  the  use  of  narcotics  to  a neighbor- 
hood family  clinic  in  East  Harlem,  New  York 
City.  A combination  of  nonnarcotic  drugs  to 
alleviate  the  withdrawal  symptoms  was  pre- 
scribed over  periods  of  from  two  to  four 
weeks  and  entrusted  to  the  patient’s  fam- 
ily. Withdrawal  treatment  was  not  completed 
in  215  patients,  of  whom  168  were  seen  be- 
fore the  institution  of  a screening  procedure. 
Treatment  was  completed  in  53  patients  of 
whom  10  abstained  from  the  use  of  narcotics  for 
periods  ranging  from  six  to  twenty-five  months. 

Wagner,  M.  E.,  Schubert,  H.  J.  P.,  and 
Schubert,  D.  S.  P.:  Comparative  longevity  of 

physicians  and  general  population  of  white 
males,  New  York  State  J.  Med.  64:  1849 

(July  15)  1964. 

A comparative  study  was  made  of  the  ages  of 
death  of  1,077  physicians  and  755,401  white 
males  in  the  general  population  who  died  at 
age  twenty-five  or  over  during  1959.  There  was 
no  difference  up  to  age  fifty-five;  however,  the 
physicians  were  shown  to  have  an  increasingly 
greater  life  expectancy  for  every  age  group  to 
ninety  or  over. 
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Medical  Meetings 


Civil  Defense  exercise  set 

The  largest  Civil  Defense  medical  service 
exercise  ever  conducted  in  New  York  State  will 
be  held  at  Tupper  Lake  July  21  through  23. 

The  817th  Evacuation  Hospital,  Camp  Drum, 
Physicians  Hospital  of  Plattsburgh,  Platts- 
burgh Air  Base,  and  Sun  Mount  Veteran’s  Hos- 
pital will  participate  under  the  coordination  of 
the  State  Civil  Defense  Commission. 

The  exercise,  designated  as  Sun- Drum  II,  will 
test  the  capabilities  of  these  organizations  to  co- 
ordinate their  activities  under  emergency  situa- 
tions involving  the  reception,  treatment,  and 
care  of  casualties. 

Two  mobile  hospital  outfits  will  be  supplied 
by  the  Bureau  of  Medical  Defense  of  the  New 
York  State  Department  of  Health  along  with 
professional  and  administrative  personnel  to 
assist  with  the  exercise. 

One  mobile  hospital  outfit  will  be  used  at  the 
Sun  Mount  Veteran’s  Hospital  and  one  at  the 
Holy  Ghost  Academy  to  teach  a military  team 
and  a civilian  team  to  set  up  and  operate  impro- 
vised emergency  hospitals.  An  aid  station  will 
be  set  up  at  the  rail  head  in  Memorial  Park 
where  hundreds  of  mock  casualties  will  be  re- 
ceived, sorted,  and  sent  either  to  the  aid  station 
or  to  the  hospitals. 

In  addition  to  the  medical  service,  the  follow- 
ing services  will  also  be  participating:  com- 

munications, police,  fire  and  rescue,  welfare, 
radiological,  and  public  information. 

There  will  be  a visitors’  bureau  at  the  adminis- 
tration building  at  the  Veterans  Administration 
Hospital  at  Tupper  Lake,  which  will  arrange 
conducted  tours  of  the  exercise.  A detailed 
schedule  of  the  exercise  may  be  obtained  by 
writing  to  the  Bureau  of  Medical  Defense,  New 
York  State  Department  of  Health,  Albany,  New 
York. 

Medical  aspects  of  sports 

The  University  of  Rhode  Island,  in  Kingston, 
will  sponsor  the  third  postgradua  te  conference  on 
the  medical  aspects  of  sports,  August  20  and  21 
at  the  University  gym  in  cooperation  with  the 
Rhode  Island  Medical  Society.  Credit  is 
given  to  all  registrants  completing  the  program, 
and  15  credit  hours  are  also  given  to  general 
practitioners  by  the  American  Academy  of 
General  Practice. 

James  Nicholas,  M.D.,  orthopedic  surgeon  for 
the  New  York  football  Jets,  and  Anthony 
Pisani,  M.D.,  who  holds  a similar  post  with  the 
New  York  Giants,  will  join  a staff  of  physicians 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


and  athletic  coaches  and  trainers  for  this  con- 
ference. 

Topics  will  include  the  physiology  of  exercise, 
pediatric  aspects  of  sports,  field  diagnosis  and 
decisions,  conditioning  of  athletes,  knee  injury 
problems,  ski  injuries,  taping  and  wrapping, 
injuries  to  the  upper  extremities,  prevention  of 
head  and  neck  injuries,  and  physical  therapy 
in  the  training  room. 

For  additional  information  write  the  Rhode 
Island  Medical  Society,  106  Francis  Street, 
Providence,  Rhode  Island  02903,  or  the  Uni- 
versity of  Rhode  Island,  Kingston,  Rhode 
Island. 

Course  in  hypnosis 

The  College  of  Physicians  and  Surgeons, 
Columbia  University,  will  present  a post- 
graduate course  in  hypnosis  under  the  direction 
of  Herbert  Spiegel,  M.D.,  on  seven  Saturdays 
from  10:00  a.m.  to  1:00  p.m.  and  2:00  to  5:00 
p.m.  October  3 through  November  21. 

The  course  includes  lectures,  case  presenta- 
tions, practice  sessions,  movies,  slides,  and 
seminars  designed  to  present  technics  and 
theories  of  hypnosis  and  to  demonstrate  the 
practical  uses  of  hypnosis  in  clinical  medicine 
from  the  perspectives  of  diagnosis,  therapy,  and 
research.  The  course  is  open  to  psychiatrists 
as  well  as  to  other  physicians.  A personal  in- 
terview may  be  required  for  admission. 

For  application  forms,  write  to:  Melvin  D. 
Yahr,  M.D.,  Assistant  Dean,  College  of  Physi- 
cians and  Surgeons,  630  West  168th  Street,  New 
York,  New  York  10032. 

Ophthalmology  course 

The  Department  of  Ophthalmology  of  the 
State  University  of  New  York  Upstate  Medical 
Center  at  Syracuse  will  present  its  fifteenth 
annual  postgraduate  course  in  ophthalmology 
at  the  Hotel  Syracuse,  December  4 and  5. 
Charles  Campbell,  M.D.,  New  York  City; 
Albert  E.  Sloane,  M.D.,  Boston,  Massachusetts: 
and  George  N.  Wise,  M.D.,  New  York  City,  will 
be  participating  lecturers. 

The  tuition  fee  is  $30,  payable  to  the  State 
University  of  New  York  Upstate  Medical 
Center  at  Syracuse,  766  Irving  Avenue,  Syra- 
cuse, New  York  13210.  This  fee  covers 
tuition,  daily  luncheons,  and  dinner  on  Decem- 
ber 4.  The  course  is  limited  to  70  members. 
These  will  be  accepted  in  the  order  in  which 
applications,  accompanied  by  checks,  are  re- 
ceived. Inquiries  regarding  the  course  may  be 
sent  to  James  L.  McGraw,  M.D.,  at  the  Medical 
Center. 
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Index  to  Advertised  Products 


Analgesics 

Protamide  (Sherman  Laboratories) 1793 

Soma  Compound  (Wallace  Laboratories) 1801 

Anorectics 

Eskatrol 

(Smith,  Kline  & French  Laboratories) 1894 

Antacids 

Romach  (ROR  Chemical  Company) 1800 

Antibiotics 

Chloromycetin  (Parke  Davis  & Company) 1799 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.; 1784-1785 

Neosporin 

(Burroughs  Wellcome  & Company,  Inc.) 1803 

Tetracycline  HCI  (West-Ward,  Inc.) 1794 

Antidiarrheals 

Lomotil  (G.  D.  Searle  & Company) 1819 

Beverages 

No-Cal  (Kirsch  Beverages,  Inc.) 1812 

Dermatologic  preparations 

§HisoHex  (Winthrop  Laboratories) 1787 

ardo  (Sardeau,  Inc.) 1794 

Diagnostic  instruments 

ECG  (Sanborn  Company) 1820 

Electro-Medical -Surgical  instruments 
(Birtcher  Corp.) 1809 

Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 


Diuretics 

Hydro-Diuril  Ka  (Merck  Sharp  & Dohme) 1795 

Energizers 

Deprol  (Wallace  Laboratories) 1810-1811 

Laxatives 

Eucarbon 

(Standard  Pharmaceutical  Company,  Inc.) 1889 

Ovarian  hormones 

Duosterone  (Roussel  Corp.) 1813 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 1791 

Valeria  nets-Dispert 

(Standard  Pharmaceutical  Company,  Inc.) 1889 

Steroids  & hormones 

Aristocort 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 1789, 1805 

Tranquilizers 

Atarax  (J.  B.  Roerig  & Company) 1796-1797 

Valium  (Roche  Laboratories) 2nd  cover,  1783 

Vaginal  hygiene 

Stomaseptine  (Harcliffe  Laboratories) 1807 

Vitamins 

Stresscaps 

^Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Wet-dressing  antiinflammatory 

Presto-Boro 

(Standard  Pharmaceutical  Company,  Inc.) 1889 

Wines 

Wine  (Wine  Advisory  Board) 1804 
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Abstracts  in  Interl'mgua 


Bauer,  C.  H.:  Aptitude  physic  in  juveniles 

(anglese),  New  York  State  J.  Med.  64:  1821 

(15  de  julio)  1964. 

Le  aptitude  physic  es  un  parte  del  aptitude 
total.  A parte  un  quota  regular  e rationabile  de 
activitate  physic,  illo  require  un  intelligente 
surveliantia  hygienic,  un  adequate  nutrition, 
reposo,  tempore  libere,  relaxation,  e recreation. 
Le  medico  deberea  haber  un  rolo  importante  in 
programmas  de  aptitude  physic  per  informar  e 
educar  le  parentes,  per  participar  in  clubs  e 
organisationes  de  juvenes,  e per  mantener  un 
contacto  directe  con  le  veniente  generation. 

Sterling,  J.  A.:  Atresia  de  hepatic  ducto 

biliari  (anglese).  New  York  State  J.  Med.  64: 
1826  (15  de  julio)  1964. 

Esseva  studiate  100  babies  con  jalnessa 
obstructive.  Septanta-cinque  de  illes  habeva 
atresia  de  extrahepatic  ductos  biliari  e esseva 
operate  a etates  de  tres  a quatro  menses  pro 
establir  un  interne  fistula  hepatic  con  ducto 
biliari  artificial.  Quasi  un  tertio  de  iste  babies 
vive  al  tempore  del  presente  reporto,  sex  a 
sexanta  menses  post  le  operation.  Le  presentia 
de  bile  in  le  vias  intestinal  de  infantes  con 
atresia  biliari  suffice  a vices  a prevenir  un  re- 
torno  spontanee  a normal  modos  de  crescentia  e 
disveloppamento. 

de  la  Pava,  S.,  Pickren,  J.  W.,  e Adler,  R. 

H.:  Ectopic  mucosa  gastric  del  esophago; 

un  studio  de  histogenese  (anglese),  New  York 
State  J.  Med.  64:  1831  (15  de  julio)  1964. 

Esseva  studiate  500  esophagos  ab  necropsias 
consecutive,  resultante  in  le  constatation  de  un 
incidentia  de  12  pro  cento  de  ectopic  mucosa  gas- 
tric. Quando  perdita  de  epithelio  (per  ulcera- 
tion del  esophago  in  consequentia  de  trauma, 
infection,  o regurgitation)  occurre  in  un  area  in 
que  il  exist e glandulas  ectopic  in  le  lamina 
proprie  (como  anormalitate  congenite) , il  es 
possibile  que  le  defecto  es  reparate  non  per  rege- 
neration del  epithelio  squamose  sed  per  le  revesti- 
mento  superficial  del  glandulas  ectopic,  le 
quales  pote  perciar  le  epithelio  squamose, 
arrivar  al  superficie  in  le  curso  del  tempore,  e 
reimplaciar  le  revestiente  epithelio  squamose 
sin  ulceration. 

Duguay,  M.  J.:  Le  potentia  del  parolar  post 

glossectomia  (anglese),  New  York  State  J. 
Med.  64:  1836  (15  de  julio)  1964. 

Patientes  subjicite  pro  morbiditate  maligne 
a chirurgia  radical  in  le  region  del  bucca,  special- 
mente  a extirpation  total  del  lingua,  pote 
esser  inseniate  a utilisar  altere  partes  del  cavitate 


buccal  pro  producer  un  comprehensible  e fluente 
parolage. 

Stein,  I.  D.,  e Macaulay,  A.  I.:  Subjugation 

del  dolor  in  certe  disordines  periphero-vascular 
(anglese).  New  York  State  J.  Med.  64:  1839 

(15  de  julio)  1964. 

Esseva  interprendite  un  studio  del  allevia- 
mento  de  dolores  effectuabile  in  certe  conditiones 
periphero-circulatori  per  medio  de  drogas  non 
primarimente  designate  como  analgesicos.  Pro- 
methazina,  que  es  un  antihistamina,  se  provava 
particularmente  efficace  contra  le  “dolor  de 
ardentia”  (un  functional  disordine  vascular)  e 
contra  le  dolor  associate  con  ulcere  de  stasis  e 
neuritis  ischemic.  Quinina  esseva  efficace  in  le 
tractamento  de  crampos  nocturne  e de  “gambas 
inquiete.”  Le  action  de  ambe  le  mentionate 
drogas  pare  esser  que  illos  inhibi  o deprime  le 
cellulas  nerval  o le  function  synaptic. 

Berle,  B.  B.,  e Nyswander,  M.:  Tractamento 

non-institutional  de  dishabituation  pro  heroino- 
manos  (anglese).  New  York  State  J.  Med. 
64:  1846  (15  de  julio)  1964. 

In  le  curso  de  un  periodo  de  trenta-novem 
menses,  268  indigente  heroinomanos  se  pre- 
sentava  pro  un  tractamento  de  dishabituation 
ab  le  uso  de  narcoticos  a un  clinica  de  servicio 
de  familia  in  un  quartiero  de  Harlem  Est  in  le 
Citate  New  York.  Un  combination  de  drogas 
non-narcotic  esseva  prescribite  pro  alleviar  le 
symptomas  de  dishabituation  durante  periodos 
de  inter  duo  e quatro  septimanas.  Le  adminis- 
tration del  drogas  esseva  confidite  al  familia  del 
patiente.  Le  tractamento  de  dishabituation  non 
esseva  completate  in  215  del  patientes.  Iste 
gruppo  include va  168  acceptate  ante  le  institu- 
tion de  un  programma  de  selection.  Le  tracta- 
mento esseva  completate  in  53  patientes.  Dece 
de  istes  se  abstineva  ab  le  uso  de  narcoticos  pro 
periodos  de  inter  sex  e vinti-cinque  menses. 

Wagner,  M.  E.,  Schubert,  H.  J.  P.,  e Schu- 
bert, D.  S.  P.:  Longevitate  comparative  de 

medicos  e del  population  general  de  masculos  de 
racia  blanc  (anglese).  New  York  State  J. 
Med.  64:  1849  (15  de  julio)  1964. 

Esseva  executate  un  studio  comparative  del 
etates  de  morte  in  1.077  medicos  e 755.401 
masculos  de  racia  blanc  del  population  general, 
le  quales  moriva  in  le  curso  del  anno  1959  post 
haber  complite  le  vinti-quinte  anno  de  lor  vitas. 
Nulle  differentia  esseva  trovate  usque  al  etate 
de  cinquanta-cinque  annos.  Tamen,  le  studio 
monstrava  un  crescentemente  plus  grande  super- 
viventia  probabile  pro  omne  le  subsequente 
gruppos  de  etate  usque  a novanta  e plus. 


1890  New  York  State  Journal  of  Medicine  / July  15,  1964 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1.00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7 , N.  Y. 


PI  NF  WOOD  Walter  A-  Thompson,  M.D.,  F.A.P.A. 
ll  IN  C,  W vvL/  Physician  in  Charge 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
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Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  "SSG 

Five  Acres  of  Pinewo^ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab,  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  has  been  training  in  these 
fields  for  40  years;  our  graduates  have  sound  professional 
skills.  Free  Placement  Service. 


Mo*uU  School  ft&D’ 


175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  • Licensed  by  the  State  of  New  York 


You  say  this  is  only  July,  Doctor? 

On  the  contrary,  it  is  July  + 7 (seven  months)  before  your  Society’s 
Annual  Convention  at  the  Americana  of  New  York — February  15-18. 

Great  things  are  in  the  works  for  that  convention — you  can  be 
right  in  the  middle  of  them  if  you  have  a mind  to.  Write  down  the 
dates  in  your  appointment  book.* 

And  watch  future  pages  of  the  Journal  for  interesting  developments 
concerning  the  next  meeting. 

*When  you  do  this,  you  might  also  think  about  a continuing  and  richly  deserved  winter  vacation, 
going  on  from  New  York  to  islands  or  elsewhere  after  the  sessions  are  over. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


WANTED:  ASSOCIATE  OR  PARTNER  IN  GENERAL 
practice,  town  1,900;  Finger  Lakes  area  near  Cornell 
University;  10  min.  from  hospital;  3 doctors  in  town. 
Call  607-387-7921,  Eugene  S.  Farley,  Jr.,  M.D.,  Trumans- 
burg,  N.  Y. 


DERMATOLOGIST  FOR  NEW  MEDICAL  CENTER  IN 
new  expanding  IBM  area,  Westchester  County.  914 
AR  3-3046. 


GENERAL  PRACTITIONER— ASSOCIATE  WITH 

well  established  medical  group  on  the  South  Shore  of  Long 
Island’s  summer  resort  area.  $12,000  per  annum,  $1,500 
car  allowance,  bonus  arrangement,  partnership.  Write 
or  call  Patchogue  Medical  Group,  1 Roe  Blvd.,  Patchogue, 
New  York.  516  GRover  5-3900. 


STAFF  PSYCHIATRIST,  BOARD  ELIGIBLE  OR 
certified,  for  402-bed  GM&S  Hospital  with  Mental  Hygiene 
Clinic.  Salary:  $11,725  to  $17,210  depending  on  ex- 

perience and  qualifications.  U.S.  citizenship  and  licensure 
required.  Write  Chief  of  Staff,  VAH,  Tucson,  Arizona. 


OBSTETRICIAN  FOR  NEW  MEDICAL  CENTER  IN 
new  expanding  IBM  area,  Westchester  County.  914  AR 
3-3046. 


LOST:  GOOD  COUNTRY  DOCTOR  AFTER  50  YEAR 
PRACTICE.  Wanted:  replacement.  Year  around  resi- 
dents, summer  and  winter  sports.  Children’s  camps, 
summer  homes;  community  spirit  excellent.  Doctor’s 
house  and  office  available.  Box  194,  Pottersville,  New 
York. 


GENERALIST  TO  ESTABLISH  STAFF  2 MEN.  BEAU- 
tiful  new  medical  building,  equipped  to  suit.  Independent 
practice,  prosperous  upstate  community.  Excellent 
schools,  recreation.  On  thruway.  Box  946,  % N.Y.  St. 
Jr.  Med. 


ONCE-IN-A-CAREER  OPPORTUNITY  FOR  AN 
M.D.  to  become  an  associate  in  a well  established  practice 
in  Queens.  Salary  to  start  $12,000.  State  age,  training, 
experience,  availability,  etc.  P.O.  Box  233,  Forest  Hills  75, 
New  York. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed, 
due  to  three  recent  vacancies.  Recreation  Center;  ade- 
quate hospital,  education  and  social  activities.  Minimum 
income  guarantee.  W.  B.  Sheldon,  Admin.,  Margaret- 
ville Hospital. 


MEDICAL  JOURNAL  EDITOR.  PHYSICIAN  WITH 
extensive  experience  in  medical  journalism,  to  head 
editorial  board  of  a new  medical  publication  in  New  York 
City.  Box  952,  % N.Y.  St.  Jr.  Med. 


DOCTOR  NEEDED  IN  VILLAGE  OF  3,000.  INDUSTRY 
and  farming  area,  30  miles  from  Albany,  N.Y.  22  room 
house  on  large  lot  for  sale,  incl.  equipment  and  some  furni- 
ture. Call  or  write  Hilda  Stern  at  O’Connor-Sullivan  Inc., 
Albany,  N.Y.  HO  5-2271. 


PHYSICIANS  WANTED— CONT'D 


WANTED:  GENERAL  PRACTITIONER  OR  IN- 

ternist,  preferably  under  45  years  of  age.  Must  be  quali- 
fied for  New  York  State  license.  Hospital  privileges. 
Box  953,  % N.Y.  St.  Jr.  Med. 


PSYCHIATRIST,  BOARD  CERTIFIED,  N.Y.  STATE 
license  required.  Training  in  psychotherapy  essential. 
Eclectic  orientation,  experienced  in  all  modalities.  Ac- 
credited, large,  expanding  private  hospital  offers  $18,000 
per  annum,  plus  house  and  monthly  allowance,  plus 
privileges  for  out-patient  practice.  Brunswick  Hospital 
Center,  Amityville,  L.I.,  New  York.  Contact  A.  W. 
Bortin,  M.D.,  Director  of  Psychiatry. 


ANESTHESIOLOGIST  TO  DIRECT  AND  TAKE 
charge  of  Anesthesia  Department  * in  150  bed  general 
hospital  with  approximately  2900  major  and  minor  sur- 
gical operations  per  year.  Wonderful  opportunity  to 
develop  and  enlarge  anesthesia  service.  Financial  arrange- 
ments: fee  for  service  plus  guaranteed  minimum.  Box 
954,  % N.Y.  St.  Jr.  Med. 


HOUSE  PHYSICIAN— FOR  100  BED  MODERN  PRO- 
gressive  general  hospital,  located  60  miles  from  New 
York  City.  Applicants  must  be  E.C.F.M.G.  qualified 
and  eligible  for  permanent  visa.  Offer  $500  monthly, 
plus  complete  maintenance  and  large  furnished  house. 
Start  July  1,  August  1,  or  September  1,  1964.  Contact 
Robert  L.  Feil,  Administrator,  Cornwall  Hospital,  Corn- 
wall, New  York,  Kellogg  4-3240. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Requests  for  Sept,  graduates  are  being  processed  now. 


ANESTHESIOLOGIST,  FACA,  BOARD  ELIGIBLE, 
desires  fee  for  service  or  group  arrangement  in  Metro- 
politan area.  Box  941,  % N.Y.  St.  Jr.  Med. 


INTERNIST- CARDIOLOGIST  (ADULT  & PEDI- 

atric),  Board  eligible;  age  34;  Cardiac  Catheterization 
experience.  Seeks  hospital  or  other  association.  Box 
947,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  QUALIFIED,  SEEKS 
position  in  New  York  City  or  vicinity.  Box  935,  Vc 
N.Y.  St.  Jr.  Med. 


PHYSICIAN  DESIRES  POSITION  IN  AN  INDUSTRIAL 
plant  or  geriatric  institution.  Certified  by  specialty 
Board  of  Internal  Medicine  and  Physical  Medicine  & 
Rehabilitation.  Part  time  or  full  time.  Further  details 
supplied  upon  inquiry.  Box  949,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  FRENCH  BOARD  CERTIFIED, 
12  years  experience;  training  2 years  N.Y.  hosp.;  N.Y.  S. 
license.  Desires  position  N.Y.  Metropolitan  area.j  Box 


951,  % N.Y.  St.  Jr.  Med. 
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PROFESSIONAL  OFFICE  BUREAU 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


GENERALIST  TO  TAKE  OVER  OLD,  ESTABL:  PRAC- 
tice  in  beaut,  home-office,  compl.  equipped,  furn.  Up- 
state, throughwy  exit.  Accred.  hosp.,  Health  Off.,  school 
phys.  pos.  Immed.  income.  Box  934,  % N.Y.  St.  Jr. 
Med. 


LARGE  PRACTICE,  EQUIPPED  MANHATTAN 
office  of  recently  deceased  internist  specializing  gastroent. 
available  immed.  Liberal  terms.  SA  2-6922. 


MISCELLANEOUS 


( 


85th  St.  Off  Park  Ave. 

3 rms  and  bath.  Fine 
co-op  bldg.  Private 
street  entrance. 

$330.33  mo. 


57th  St.  Off  Sutton  Place 

Co-op  for  Sale.  Ap- 
prox. 500  sq.  ft.  3 rms 
and  bath.  Private 
street  entrance. 

$11,550,  easy  terms 


For  other  choice  locations,  call  Mr.  Manning  Brown,  LE  5-1960 


BROWN,  HARRIS,  STEVENS,  INC. 


I 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FOR  RENT.  ESTABLISHED  DECEASED  OPHTHAL- 
mologist  equipped  office,  private  building  entrance,  suit- 
able other  specialties;  1 block  subway,  buses.  Ja.  3-7300 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  4jf.  Send  just  letterhead  to: 
Jackrabbit  Service,  Box  299,  East  Norwich,  N.Y. 


GRAMERCY  PARK:  5 ROOMS,  COMPLETELY 

equipped  surgeons  office  in  Co-Op  building.  Irving 
Greenspan,  CO  7-2423. 


PROFESSIONAL  OFFICE  FOR  SALE:  87th  St.,  309 

East.  Fully  eqpd.  & furn.,  air  cond.,  doctor’s  office. 
Rent:  $175.  TR  6-8235  between  4-7  PM. 


EQUIPMENT 


FOR  SALE:  E.N.T.  & PLASTIC  SURGERY  INSTRU- 
ments,  & portable  suction  machine.  Retiring;  very 
reasonable.  J.  Watnick,  M.D.,  12  West  96  St.,  N.Y.C. 
RI  9-2424. 


REAL  ESTATE  FOR  SALE  OR  RENT 


HASTINGS-ON-HUDSON:  BEAUTIFUL  10  ROOM 

split  ranch,  home  and  office  combination.  Situated  on 
route  9,  accessible  to  schools,  churches,  and  shopping. 
Corner  plot  4/5  acre  with  many  large  trees  and  nicely 
landscaped.  5 years  old,  brick  and  frame  construction. 
Living  section — 3 bedrooms,  2 baths,  large  living  room 
with  fireplace.  Office  section — 4 rooms  with  separate 
entrance,  panelled  waiting  room  and  consultation  room. 
Gas  heated  water,  three  zone  heat,  storm  screens,  4 
windows  on  triple  track,  carpeting  throughout.  G.E. 
refrigerator,  washer  and  dryer,  dishwasher,  freezer, 
finished  playroom  30  X 20  with  bar  and  sectional  furni- 
ture. Leaving  to  specialize.  Excellent  for  G.P.  or  speci- 
alist. Priced  in  $60’s.  Call  evenings  GR  8-3561. 


DOCTOR  NEEDED,  YONKERS,  BX  RIVER  RD.  FOR 
sale,  new  2 fm.  brick,  lge.  prop.;  cor.  parking.  Exc.  loc. 
in  area  of  new  luxury  apts.  914  BE  7-5271  eves. 


OFFICES  AVAILABLE,  BEECHURST  MEDICAL  CEN- 
ter.  Excellent  opportunities — all  medical,  surgical,  and 
dental  specialties;  especially  suitable  for  ENT  and  pedi- 
atrics. Attractive,  growing  area.  For  information,  call 
212  IN  3-3200. 


LINDENHURST,  L.I.,  N.Y.  NEW  PROFESSIONAL 
offices  for  rent.  Two  specially  designed  medical  suites; 
air  conditioned,  2 lavatories;  ample  parking  space.  600 
sq.  ft.  each.  $200.  Karp,  30  E.  Sunrise  H’way,  516  TU 
8-1683. 


LONG  BEACH,  L.  I.:  NEW  MEDICAL  OFFICE  FOR 
rent,  in  apartment  building.  Excellent  location.  Rent 
reasonable.  914  OW  9-5656. 


TERRIFIC  OPPORTUNITY— GENERAL  PRAC- 

titioner.  Ten  room  doctor’s  residence,  office,  two  car 
garage;  landscaped  garden;  main  str.,  busy  Catskill 
community.  50  bed  hospital.  Summer  resorts,  skiing. 
Sale  Price:  23,000.  POB  422,  Margaretville,  N.Y. 


2 UNFURNISHED  PROFESSIONAL  APARTMENTS 
available  August  1st  in  Murray  Hill.  4 rooms,  $225;  3 
rooms,  $185.  Call  OR  9-7444. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 
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. . their  feelings  of  anxiety  seemed  to  contribute  to  the  urge 
to  overindulge  in  cake,  candy,  and  other  rich  food.”1 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 

Brief  Summary  of  Principal  Side  Effects  and  Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hypertension, 
advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though  little  likelihood, 
of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms)  from  the  phenothiazine 
component  in  ‘Eskatrol’  Spansule  capsules. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Viglione,  J.P.:  Clin.  Med.  69:1157  (May)  1962. 

Smith  Kline  & French  Laboratories 


ESKATROL 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSULE * 

brand  of  sustained  release  capsules 


epilepsy  can  limit  educational  opportunities 


"Epileptics  need  the  knowledge  and  the  skills  that  will  per- 
mit them  to  compete  with  those  not  handicapped.  Possession 
of  educational  assets  strengthens  self-confidence  and  mo- 
rale.”1 For  the  epileptic  child,  the  stimulation  of  regular 
school  and  the  companionship  of  fellow  students  are  also 
important.  In  making  such  goals  possible,  effective  medical 
treatment  is  vital.1-2  As  a rational  approach  to  the  therapy 
required,  DILANTIN  (diphenylhydantoin)  has  become  a stan- 
dard measure  because  it  combines  effectiveness  with  a rela- 
tively wide  margin  of  safety.  It  has  minimal  hypnotic  effect 
...does  not  cause  general  depression.1  Moreover,  the  drug 
often  engenders  improvement  in  the  patient’s  memory,  intel- 
lectual performance,  and  emotional  stability.1-2 


INDICATIONS:  Grand  mal  epilepsy  and  certain  other  convulsive 
states.  PRECAUTIONS:  Toxic  effects  are  infrequent:  allergic 
phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and 
acute  generalized  morbilliform  eruptions  with  or  without  fever. 


Rarely,  dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingi- 
val hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
occasionally  encountered,  especially  in  children,  adolescents, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may 
include  gastric  distress,  nausea,  weight  loss,  transient  nervous- 
ness, sleeplessness,  and  a feeling  of  unsteadiness.  All  usually  sub- 
side with  continued  use.  Megaloblastic  anemia,  aplastic  anemia, 
leukopenia,  granulocytopenia,  and  pancytopenia  have  been  re- 
ported. Nystagmus  may  develop.  Nystagmus  in  combination  with 
diplopia  and  ataxia  indicates  dosage  should  be  reduced.  Periodic 
examination  of  the  blood  is  advisable.  DILANTIN  (diphenylhydantoin 
sodium)  is  supplied  in  several  forms  including  Kapseals®  con- 
taining 0.1  Gm.  and  0.03  Gm.  REFERENCES:  (1)  Lennox,  W.  G.= 
Epilepsy  and  Related  Disorders,  vol.  2,  Boston,  Little,  Brown  and 
Company,  1960.  (2)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharma- 
cological Basis  of  Therapeutics,  

ed.  2,  New  York,  The  Macmillan  PARKE-DAVIS 
Company,  1955,  p.  187  • 36 


PARKE.  DAVIS  A COMPANY.  Otlr 


Dilantin* 

(diphenylhydantoin) 

PARKE-DAVIS 

extends  academic  horizons 
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IF 

AMPHETAMINE 

PUTS 

HER 

ON 

EDGE, 

PUT 

HER 

ON 

DESBUTAL 

GRADUMET 


She’s  the  overweight  patient  who’s  edgy,  i| 
nervous,  a compulsive  eater  — the  type  j 
who  may  overreact  to  plain  ampheta-  ; 
mine— yet  fails  to  respond  at  all  to  less  | 
potent  drugs. 

TWOFOLD  THERAPY:  Visualize  two  tab- 
let sections,  back  to  back— each  with  its  | 
own  release  rate.  One  section  contains 
Desoxyn®  (methamphetamine)  to  curb  ; 
the  appetite  and  lift  the  mood.  The  other  I 
contains  Nembutal®  (pentobarbital)  to 
calm  her  and  counteract  any  excessive 
stimulation.  The  release  rates  are  de- 
signed to  make  the  drugs  available  in  an 
optimal  dosage  ratio,  minute  by  minute 
throughout  the  clay. 

REMARKABLE  release:  The  release  ac- 
tion relies  on  only  one  factor  found  in 
every  patient:  gastrointestinal  fluid,  j 
There  is  no  dependence  on  enteric  coat-j 
ings,  enzymes,  motility,  or  “an  ideal”  ion  I 
concentration  in  the  gastrointestinal  ! 
tract.  The  Gradumet  release  rate  is  pre-  \ 
else  and  constant  throughout  the  body.  1 

PATIENT  BENEFITS:  With  peaks  and  val- 
leys of  drug  release  eliminated,  she  feels  f 
more  comfortable  and  confident  of  sue- 1 
cess.  And  she  won’t  forget  to  take  | 
Desbutal  Gradumet  because  dosage  is  ‘ 
just  once  a day. 

PRECAUTIONS:  Use  with  caution  in  pa- 
tients with  hypertension,  cardiovascular 
disease,  hyperthyroidism  or  those  who  | 
are  sensitive  to  ephedrine  and  its  deriva- 
tives. Careful  supervision  is  advisable 
with  maladjusted  individuals. 

DESBUTAL  GRADUMET 

Brand  of  Methamphetamine  Hydrochloride  and  Pento- 
barbital Sodium  in  Long-Release  Dose  Form,  Abbott. 
Desbutal  10— lOmg.  Methamphetamine, 

60  mg.  Pentobarbital.  Desbutal  15—15 
mg.  Methamphetamine,  90  mg.  Pento- 
barbital. Gradumet—  Long-Release  Dose 
Form,  Abbott:  U.  S.  Pat.  No.  2,987,445. 

Calms  her  anxieties  even  as  it 
controls  her  compulsive  urge  to  eat 
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Howard  G.  Rapaport,  M.D. 
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Richard  D.  Wiseman , M.D.,  and  Joseph  R.  Wiseman , M.D. 

1952  Ventricular  Tachycardia  of  Twenty-Two  Days  Duration,  Treatment  by  External 
Electric  Countershock 

Monroe  M.  Edelstein,  M.D.,  Daniel  Porte , M.D.,  Robert  W.  Duffy , M.D.,  and 
Arnold  Nathan , M.D. 
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Knickerbocker  Hospital 
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Case  Reports 
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Joseph  G.  Fortner,  M.D.,  and  Robert  J.  Booher,  M.D. 
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For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


“...No  other  disease  has  caused 
so  much  feeling  of  inferiority"  as 
acne.1  pHisoHex  “...is  a valuable 
part  of  the  management. ..since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora.”2 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.3 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
with  pHisoHex.4  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.2 
The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied:  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.:  Indust. 
Med.  30:498,  Nov.,  1961.  2.  Wexler,  Louis: 
Clin.  Med.  70:404,  Feb.,  1963.  3.  Hodges, 
F.  T.:  GP  14:86,  Nov.,  1956.  4.  McLean, 
I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.: 
Practitioner  189:82,  July,  1962. 
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for  bladder  instillation 
in  urethrotrigonitis  and  postoperatively 


FURACIN  SOLUTION 

BRAND  OF 

NITROFURAZONE 


■ dependable  antibacterial  action  against  a wide  range  of  gram-positive  and  gram- 
negative pathogens  ■ prompt  and  profound  relief  of  symptoms,  such  as  dysuria,  fre- 
quency and  urgency,  in  the  great  majority  of  cases  ■ no  mucosal  irritation  observed 
following  instillations  in  recommended  dilutions 

For  urethral  irrigation  or  bladder  instillation  it  is  recommended  that  Furacin  (nitro- 
furazone)  Solution  be  diluted  1 in  10  or  1 in  6,  using  aseptic  technic.  Sterile  distilled 
water  is  preferred  to  saline.  Use  within  1 week  to  avoid  precipitation  and  mycotic 
contamination.  In  urethrotrigonitis,  instill  50  to  60  cc.  (2  fl.  oz.)  of  diluted  Solution 
into  bladder  after  urination.  Retain  for  at  least  30  minutes.  Repeat  2 or  3 times  weekly. 

The  incidence  of  irritation  or  sensitization  to  Furacin  (nitrofurazone)  Solution  in 
urologic  and  surgical  practice  is  probably  less  than  2%.  Discontinue  if  signs  or  symp- 
toms of  irritation  develop. 

supplied:  Bottles  of  60  cc.  and  473  cc.,  containing  Furacin  (nitrofurazone)  0.2%. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.  Y. 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


«•  ‘CORTISPORIN’;„ 

POLYMYXIN  B— NEOMYCIN— GRAMICIDIN  , 


with  HYDROCORTISONE  ACETATE  0.5% 


a new  vanishing  cream  base  | 


POLYMYXIN  B . BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  1% 

OINTMENT 


a special  low  melting  point  base 


anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 

CREAM —Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT  — Ingredients:  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  Ms  oz.  and  oz. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications:  Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

C ontraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Medical  News 


Trudeau  Foundation 

The  Trudeau  Foundation  Research  Labora- 
tories at  Saranac  Lake  will  be  dedicated  August 
1,  according  to  Francis  B.  Trudeau,  Jr.,  M.D., 
president  of  the  Trudeau  Foundation,  Inc. 

The  new,  million- dollar  research  unit,  seven 
years  in  the  planning  and  two  years  in  the  build- 
ing, is  situated  on  land  given  the  Foundation  by 
philanthropist  Edmond  A.  Guggenheim, 
formerly  a resident  of  Saranac  Lake.  The 
two-story  and  basement  red  brick  building  con- 
tains 38,000  square  feet  and  will  house  twenty 
laboratories,  animal  rooms,  offices,  x-ray  units, 
and  chambers  equipped  with  modem,  highly- 
specialized  research  apparatus.  A large  library 
and  stack  room  are  included  in  the  facilities. 

The  new  laboratory  will  increase  the  staff  of 
the  present  laboratory  from  35  to  70,  and 
Trudeau  officials  also  estimated  that  within  ten 
years  the  laboratory  may  have  150  scientists, 
skilled  technicians,  assistants,  and  other  re- 
search personnel  at  work  on  projects  for  govern- 
ment and  industry. 

Medical  assistants  training 

The  following  accredited  junior  colleges  in 
New  York  State  offer  medical  assistants  train- 
ing courses.  The  colleges  are  accredited  with 
the  Middle  States  Association.  The  American 
Medical  Association  does  not  list,  evaluate,  or 
accredit  schools  which  offer  this  type  of  train- 
ing. 

The  colleges  are:  Bronx  Community  College, 
The  Bronx;  Broome  Technical  Community 
College,  Binghamton;  Cazenovia  Junior  Col- 
lege, Cazenovia;  Orange  County  Community 
College,  Buffalo;  and  New  York  Agricultural 
and  Technical  Institute,  Alfred. 

Tuberculosis  testing 

In  view  of  the  more  than  10  per  cent  increase 
in  the  number  of  newly  reported  active  cases  of 
tuberculosis  in  1963  as  compared  with  1962,  the 
Department  of  Health  of  the  City  of  New  York 
has  undertaken  several  measures  to  strengthen 
its  tuberculosis  control  program.  One  of  these 
is  the  use  of  BCG  vaccination,  since  adolescents 
and  young  adults  have  been  responsible  for  a 
significant  share  of  the  increase,  particularly  in 
low-income  areas.  In  this  connection,  an 
advisory  committee  of  expert  consultants  met 
in  New  York  City  on  February  18  aud  19. 
Their  basic  recommendations  were: 

1.  To  tuberculin  test  seventh  grade  students 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


in  junior  high  schools  using  the  Mantoux  technic 
with  5 TU  (0.0001  mg.)  PPD. 

2.  To  vaccinate  with  freeze-dried  BCG  vac- 
cine those  students  whose  cutaneous  reaction  to 
this  test  is  less  than  8 mm.  of  induration.  The 
intracutaneous  method  will  be  used  in  the  right 
deltoid  area. 

3.  To  x-ray  those  students  whose  tuberculin 
reaction  is  8 mm.  of  induration  or  more. 

A pilot  project  for  such  a program  was  carried 
out  in  18  junior  high  schools  during  May.  On 
the  basis  of  those  experiences,  a full-scale  pro- 
gram will  be  planned  for  the  fall. 

Questions  about  the  program  should  be 
directed  to  the  Bureau  of  Tuberculosis,  125 
Worth  Street,  New  York,  New  York  10013. 

Albany  modernization  program 

Albany  Medical  Center  Hospital  will  under- 
take a $7,000,000  modernization  program  de- 
signed to  replace  outmoded  patient-care  facili- 
ties. 

The  program  consists  of  the  erection  of  an 
eight-story  addition  to  house  patient-care  beds 
and  a new  operating  room  complex;  razing  or 
closing  down  four  sixty-six-year-old  pavilions 
housing  a total  of  160  beds;  and  building  of  a 
two-story  wing  to  permit  expansion  of  the 
hospital’s  emergency  room,  outpatient  clinics, 
and  intensive  care  unit. 

The  modernization  program  will  start  after 
the  completion  of  an  eight-story  wing  now  under 
construction.  This  wing  is  scheduled  to  be 
completed  in  the  summer  of  1965. 

The  hospital  hopes  to  qualify  for  Federal 
assistance  under  terms  of  the  modernization 
and  renovation  section  of  the  Hill-Burton  Act. 

With  the  opening  of  its  new  wing  next  year, 
Albany  Medical  Center  Hospital  will  have  an 
800-bed  capacity,  making  it  the  largest  private 
hospital  in  upstate  New  York.  The  hospital 
admits  about  24,000  patients  annually,  and 
serves  as  a regional  medical  center  for  acutely 
ill  or  injured  patients  from  20  surrounding 
counties  in  eastern  New  York  and  western  New 
England. 

Mental  hospital  admissions  up 

Thirty-three  thousand  patients  were  admitted 
to  New  York  State  mental  hospitals  during  the 
last  fiscal  year,  2,300  more  than  the  year  before, 
Paul  H.  Hoch,  M.D.,  New  York  State  Com- 
missioner of  Mental  Hygiene,  has  announced. 
A substantial  portion  of  the  increase  was  ac- 
counted for  by  the  increasing  demand  for 
specialized  services,  such  as  narcotics  units, 

continued  on  page  1906 
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TUBERCULIN, TINE  TEST 


(Rosenthal)  Lederle 


TAKE  5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THEARM- 
U l\l CAP  A TINE  TEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 
They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 
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alcoholism  units,  and  children’s  units.  More 
than  a thousand  of  the  excess,  however,  were 
admissions  to  the  regular  facilities. 

In  the  same  one-year  period,  24,688  patients — 
a record  number — were  released  from  state 
hospitals,  representing  a 13  per  cent  increase 
over  the  previous  year.  Because  of  this  rise  in 
releases,  resident  population  in  the  hospitals 
decreased  from  85,961  on  March  31,  1963,  to 
85,278  on  March  31,  1964,  maintaining  a down- 
ward trend  for  the  ninth  consecutive  year.  The 
total  decrease  since  the  peak  population  was 
reached  in  1955  amounts  to  8,281.  During 
these  nine  years,  admissions  have  increased  by 
55  per  cent,  and  releases  have  increased  by  81 
per  cent. 

In  the  state  schools  for  the  mentally  retarded 
the  number  of  residents  rose  during  the  year 
from  24,416  to  24,982,  an  increase  of  566  pa- 
tients. “The  pattern  developing  in  the  state 
schools  seems  to  be  one  of  an  increasing  number 
of  long-stay  patients  with  a small  degree  of 
turnover.  This  undoubtedly  results  from  the 
increasing  proportion  of  severely  retarded  pa- 
tients entering  the  state  schools,”  Dr.  Hoch 
said. 

New  curriculum  scheduled 

The  University  of  Rochester  School  of  Medi- 
cine and  Dentistry  this  fall  will  introduce  the 
first  total  revision  of  its  curriculum  for  medical 
students  since  the  school  opened  in  1925. 

Donald  G.  Anderson,  M.D.,  dean  of  the 
school,  has  announced  that  the  curriculum, 
which  has  been  developed  by  the  faculty  over 


the  past  three  years,  will  go  into  effect  with  this 
fall’s  entering  class  of  medical  students. 

Principal  features  of  the  new  curriculum  are: 
a tutorial  program;  a program  of  elective 
courses;  development  of  a new  type  of  com- 
bined M.D.-Ph.D.  program;  and  expansion  of 
the  “year  out”  fellowship  program,  which 
enables  students  annually  to  spend  a year  in 
independent  work  under  the  guidance  of  a senior 
faculty  member. 

Personalities 

Elected.  William  Hammond,  M.D.,  editor, 
New  York  State  Journal  of  Medicine , as  presi- 
dent-elect of  the  American  Geriatrics  Society 
at  the  Society’s  annual  meeting  in  San  Francisco 
in  June. 

Awarded.  Donald  G.  Anderson,  M.D.,  dean 
of  the  University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  a one-year  fellowship  by  the 
Commonwealth  Fund  for  study  and  research  in 
this  country  and  abroad. 

Appointed.  Harold  F.  Dallas,  M.D.,  Seneca 
Falls,  to  the  active  medical  staff  of  the  Seneca 
Falls  Hospital.  . .Walter  W.  Frederick,  M.D., 
to  the  medical  staff  of  the  Placid  Memorial 
Hospital,  Lake  Placid.  . .Jack  Hammond,  M.D., 
assistant  director  of  Rome  State  School,  as 
director  of  Willowbrook  State  Hospital,  Staten 
Island. 

New  offices.  Anthony  F.  Massaro,  M.D., 
Spring  Valley,  practice  of  general  surgery  at  the 
Physicians  and  Surgeons  Building,  Suffern.  . . 
Kay  E.  Roberts,  M.D.,  general  practice  of 
medicine  in  Owego. 


Medical  Meetings 


SandorRado  lecture 

The  eighth  annual  Sandor  Rado  lecture  will 
be  delivered  September  25  at  8:45  p.m.  and 
September  26  at  9:30  a.m.  at  the  New  York 
Academy  of  Medicine,  2 East  103rd  Street,  New 
York  City.  The  lectures,  sponsored  by  the 
Psychoanalytic  Clinic  for  Training  and  Re- 
search, Columbia  University,  and  its  alumni 
association,  will  be  given  by  Gardner  Murphy, 
Ph.D.,  director  of  research  at  the  Menninger 
Foundation.  Dr.  Murphy’s  topic  will  be  “A 
Cross-Cultural  View  of  Ego  Dynamics.”  Pro- 
fessional personnel  from  psychoanalysis  and 
allied  disciplines  are  invited  to  attend. 

Glaucoma  seminar 

The  Glaucoma  Clinic  of  the  Brooklyn  Eye 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


and  Ear  Hospital  will  conduct  a seminar  on 
glaucoma  at  the  hospital  November  16  through 
18.  Particular  emphasis  will  be  placed  on  the 
use  of  the  gonioprism  and  applanation 
tonometer.  Tonography  and  the  use  of  the 
perilimbal  suction  cup  will  be  demonstrated  and 
discussed.  The  registrant  will  be  given  practi- 
cal experience  using  patients  selected  from  this 
clinic. 

Registration  is  limited  to  six  ophthal- 
mologists. The  course  will  be  given  by  D. 
Dravitz,  M.D.,  A.  Rosenberg,  M.D.,  and  J. 
Goldstein,  M.D. 

Applications  and  the  fee  of  $75  will  be  ac- 
cepted in  the  order  of  receipt  and  may  be 
addressed  to  A.  S.  Rosenberg,  M.D.,  Brooklyn 
Eye  and  Ear  Hospital,  29  Greene  Avenue, 
Brooklyn,  New  York  11238. 
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His  dizzy  notes  got  the  critics'  votes. 


His  doctor  (a  hep  M.  D.  ) prescribed. . • 


Antivert,  which  stoppedvertigo  the  most. 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  1 0 PATIENTS* 


Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin, 
increased  gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a 
desirable  physiological  sign  that  the 
nicotinic  acid  is  carrying  out  its 
intended  function  of  vasodilation.  Be- 
cause of  this  vasodilation,  severe  hypo- 
tension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

Antivert  © 

(meclizine  HCI,  nicotinic  acid) 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  N.Y.  10017 
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Books  Reviewed 


Columbia-Presbyterian  Therapeutic  Talks. 

Edited  by  Hamilton  Southworth,  M.D.,  and 
Frederick  G.  Hofmann,  Ph.D.  Octavo  of  198 
pages,  illustrated.  New  York,  The  Macmillan 
Company,  1963.  Cloth,  $7.00. 

This  is  a late  entry  in  the  series  of  therapeutic 
conferences,  annual  reviews,  and  annual  sym- 
posia on  treatment.  It  will  be  most  enjoyed 
by  Columbia  alumni  who  will  hear  their  teachers 
as  they  read,  but  it  can  be  read  with  profit  and 
pleasure  by  any  doctor  who  seeks  a brief, 
authoritative  summary  of  the  views  on  therapy 
of  the  medical  staff  of  a great  hospital.  Thirteen 
chapters  cover  a wide  range,  from  anticoagulants 
to  sedatives  and  tranquilizers.  The  point  of 
view  is  conservative,  the  information  is  up  to 
date,  and  the  writing  has  style  as  well  as 
brevity. — William  Dock,  M.D. 

Medical  Department,  United  States  Army. 
Surgery  in  World  War  II.  Thoracic  Sur- 
gery. Volume  I.  Editor  in  Chief,  Colonel 
John  Boyd  Coates,  Jr.,  MC,  USA.  Editor  for 
Thoracic  Surgery,  Frank  B.  Berry,  M.D. 
Associate  Editor,  Elizabeth  M.  McFetridge, 
M.A.  Octavo  of  394  pages,  illustrated.  Wash- 
ington, D.C.,  Office  of  the  Surgeon  General, 
Department  of  the  Army,  1963.  Cloth,  $4.25. 

This  is  the  first  volume  of  a projected  two 
volume  text  on  the  development,  attitudes,  and 
technics  of  thoracic  surgery  in  the  United  States 
Army  Medical  Department  in  World  War  II. 
Under  the  editorship  of  Dr.  Frank  Berry,  a group 
of  notable  surgeons  have  written  with  candor 
and  frankness  about  their  failures  and  finally 
successes  in  this  (at  that  time)  relatively  new 
field  in  surgery. 

The  book  is  divided  into  three  sections. 
The  first  includes  an  excellent  historical  review 
of  the  development  of  thoracic  surgery  from 
the  advent  of  gunpowder  to  the  practices  of 
World  War  I.  A general  consideration  of 
thoracic  wounds  is  also  discussed  in  this  section. 
The  second  portion  deals  with  administrative 
considerations  and  is  of  minimal  interest  to  the 
civilian  surgeon.  The  last  section,  and  most 
important,  deals  with  the  general  management 
of  wounds  of  the  chest  and  lays  down  principles 
based  on  pathophysiology  which  are  valid  at 
this  time.  The  treatment  of  hemothorax,  the 
avoidance  of  the  trapped  lung,  and  initial  wound 
care  are  intensively  discussed.  An  excellent 
section  on  reconditioning  and  rehabilitation 
together  with  the  appendix  or  thoracic  exer- 
cises bear  reading  today  since  this  phase  is  all 
but  neglected  in  civilian  surgery. 

This  is  a good  and  interesting  book.  It 


reads  easily  and  should  be  read  by  thoracic 
surgeons  if  only  to  reaffirm  what  are  now  es- 
tablished as  basic  truths. — Edward  Hirsch, 
M.D. 

Fluid  and  Electrolytes  in  Practice.  By 

Harry  Statland,  M.D.  Third  edition.  Octavo 
of  329  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1963.  Cloth,  $8.50. 

Wholly  practical  and  preeminently  useful, 
this  is  a book  which  will  provide  both  the  stu- 
dent and  practitioner  with  authoritative  yet 
concise  and  simply  stated  information  on  the 
latest  concepts  of  fluid  therapy. 

A revision  of  a monograph  within  years  of  the 
first  edition  is  a priori  evidence  of  the  value  and 
popularity  of  a text.  The  intellectual  nu- 
trition offered  by  this  monograph  is  excep- 
tionally good.  By  “good”  we  imply  desirable, 
profitable,  honest,  and  clear. 

This  book  succeeds  in  presenting  in  a com- 
prehensive, organized,  and  lucid  form  a subject 
whose  complexities  often  frighten  the  neophyte. 
After  reading  this  text,  the  student  and  prac- 
titioner will  be  able  to  approach  the  electrolyte- 
depleted  patient  with  lessened  fear  of  compound- 
ing his  problem. — John  A.  Monfort,  M.D. 

Hypoxia.  By  Edward  J.  Van  Liere,  M.D.,  and 
J.  Clifford  Stickney,  Ph.D.  Octavo  of  381 
pages,  illustrated.  Chicago,  The  University  of 
Chicago  Press,  1963.  Cloth,  $8.75. 

Hypoxia  is  a condition  produced  not  only  by 
high  altitudes  but  by  diseases  of  the  blood, 
lungs,  heart,  and  circulation.  With  the  exi- 
gencies of  space  medicine  hypoxia  has  been  the 
object  of  intensive  research  in  recent  years. 

In  writing  this  book,  Drs.  Van  Liere  and  Stick- 
ney attempt  to  review  the  effects  of  hypoxia  on 
various  organs  and  systems  of  the  body.  The 
effects  of  hypoxia  on  the  circulatory  system 
and  the  respiration  are  considered  in  great  de- 
tail. Although  the  subject  of  the  effect  of  hy- 
poxia on  pulmonary  circulation  is  included  in 
the  text,  its  coverage  is  rather  brief.  On  the 
other  hand,  the  effect  of  hypoxia  on  the  gastro- 
intestinal tract,  to  which  Dr.  Van  Liere  has 
contributed  a great  deal  of  original  literature, 
receives  a rather  attentive  review. 

This  book  will  be  of  interest  to  physiologists, 
biochemists,  pharmacologists,  and  in  particu- 
lar, physicians  engaged  in  aviation  and  space 
medicine.  The  publication  of  this  volume  is 
rather  timely  in  view  of  the  recent  resurgence  in 
the  interest  in  hyperbaric  oxygenation. — Tsung 
O.  Cheng,  M.D. 
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PAIN  RELIEF  s 
^IU^N  RE0  ON 
comes  in  minutes . . 
7asts  for 


PERCODAN 


in  moderate  to 
moderately  severe  pain... 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  1_ 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.1 9 mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2.628.185  and  2,907.768 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York 
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Good  reason  for 
intense  anxiety 
yet  he  can  be  calmed... 


that’s  tranquilization! 

In  your  own  daily  practice,  this  usefully  different  tranquilizer  can 
be  equally  effective.  What  it  has  done  to  dispel  the  oppressive 
dismay  of  the  “heart  patient/’  it  can  do  in  almost  any  case  of  anxiety. 

Used  to  overcome  anxiety  and  apprehension  in  102  coronary 
patients,1  including  many  whose  infarcts  had  been  silent  or  painless, 
Vistaril  (hydroxyzine  pamoate),  in  doses  up  to  100  mg.  t.i.d.,  was 
found  to  be  “very  useful  and  beneficial”  as  a tranquilizer. 

Administered  to  any  of  your  patients  requiring  tranquilization, 

Vistaril  (hydroxyzine)  affords  an  outstanding  record  of  systemic  safety. 
It  is  available  for  both  oral  and  parenteral  administration. 

1.  Gelfand,  M.  L.,  and  Goodkin,  L.:  Painless  Myocardial  Infarction,  Scientific  Exhibit, 
A.M.A.  Ann.  Meet.,  Atlantic  City,  N.  J.,  June  16-20,  1963. 

Vistaril  (hydroxyzine) 


Side  Effects:  Drowsiness,  usually  transitory  and  correctable  by 
dosage  reduction,  may  occur.  Dryness  of  mouth  may  be  seen  with  higher 
doses.  Involuntary  motor  activity  has  been  reported  in  some  hospitalized 
patients  on  high  dosage. 

Precautions:  Vistaril  (hydroxyzine)  may  potentiate  the  action  of 
central  nervous  system  depressants,  anticoagulants,  narcotics  such  as 
meperidine,  and  barbiturates.  In  conjunctive  use,  dosage  for  these  drugs 
should  be  decreased.  Patients  receiving  anticoagulants  should  be  followed 
closely,  and  appropriate  laboratory  studies  performed  regularly. 

The  usual  precautions  for  intramuscular  injection  should  be  followed 
with  the  parenteral  form.  Intravenous  injection  should  not  exceed  a rate 
of  1 cc.  per  minute  or  100  mg.  per  dose.  As  with  other  injectables, 
soft-tissue  reactions  have  been  rarely  reported,  and  are  usually  associated 
with  faulty  technique. 

Formulas:  Vistaril  (hydroxyzine pamoate)  Capsules:  25  mg.,  50 mg., 

100  mg.;  Vistaril  (hydroxyzine  pamoate)  Oral  Suspension:  25  mg. 
per  5 cc.;  Vistaril  (hydroxyzine  HC1)  Parenteral  Solution:  25  mg.  and 
50  mg.  per  cc. 

More  detailed  professional  information  available  on  request . 

a usefully  different  tranquilizer 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 
Science  for  the  world’s  well-being®  (PflZCiy  Since  1849 


al5mm.Hg.  drop 
in  diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 

HYDROMOX 

QUINETHAZONE-TABLETS 

antihypertensive  diuretic 

HYDROMOX  Quinethazone  is  excellent  for  use  in  earl 
hypertension.  Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure  is  15  mm. 
Hg.,1,2  just  right  for  patients  with  mild  to  moderate 
diastolic  elevations.  Systolic  pressure  lowered 
accordingly.  A convenient  single  daily  dose  of  one  to 
two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all  types  o 
edema  involving  salt  retention.  May  be  helpful  in  some  cases  of 
lymphedema,  idiopathic  edema  and  edema  due  to  venous  obstruction. 
SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be  stopped. 
Generally,  the  adverse  effects  sometimes  associated  with  the  thiazide 
diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria.  1 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a New 
Diuretic.  /.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients  with 
Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the  Clinical 
Meeting  of  the  American  Medical  Association,  Los  Angeles,  California, 
Nov.  25-28,  1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


Books  Received 


The  following  books  were  received  during  the  month  of  April,  1964* 


The  lung  and  Its  Disorders  in  the  Newborn 
Infant.  By  Mary  Ellen  Avery,  M.D.  Major 
Problems  in  Clinical  Pediatrics — Volume  I. 

Octavo  of  224  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1964.  Cloth, 
$7.50. 

When  and  How  to  Quit  Smoking.  By  Dr. 

Eustace  Chesser.  Duodecimo  of  126  pages, 
illustrated.  New  York,  Emerson  Books,  Inc., 
1964.  Cloth,  $2.95. 

Hey  Groves*  Synopsis  of  Surgery.  Edited 
by  L.  T.  Cotton,  M.A.  Sixteenth  edition. 
Duodecimo  of  778  pages,  illustrated.  Balti- 
more, The  Williams  and  Wilkins  Company, 

1963.  Cloth,  $9.00. 

Leukemia.  By  William  Dameshek,  M.D., 
and  Frederick  Gunz,  M.D.  Second  edition — 
Revised  and  Enlarged.  Quarto  of  594  pages, 
illustrated.  New  York,  Grune  & Stratton, 

1964.  Cloth,  $25. 

Diabetes  as  a Way  of  Life.  By  T.  S.  Danow- 
ski,  M.D.  Octavo  of  186  pages,  illustrated. 
New  York,  Coward-McCann,  Inc.,  1964.  Cloth, 
$4.50. 

Surgery  of  Facial  Fractures.  By  Reed  O. 
Dingman,  M.D.,  and  Paul  Natvig,  M.D. 
Quarto  of  380  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1964.  Cloth, 
$22.50. 

The  Martyrdom  of  Jewish  Physicians  in 
Poland.  Studies  by  Dr.  Leon  Wulman  and 
Dr.  Joseph  Tenenbaum.  Research  and  Docu- 
mentation by  Dr.  Leopold  Lazarowitz  and 
Dr.  Simon  Malowist.  Edited  by  Louis  Fal- 
stein.  Octavo  of  500  pages,  illustrated.  New 
York,  Exposition  Press,  1963.  Cloth,  $10. 

Modern  Trends  in  Plastic  Surgery — 1. 

Edited  by  Thomas  Gibson,  M.B.  Octavo  of  311 
pages,  illustrated.  Washington,  Butterworths, 
1964.  Cloth,  $14.75. 

A Chemical  Background  to  Nursing  and 
Other  Paramedical  Programs.  By  Gerald 

F.  Grillot.  Octavo  of  398  pages,  illustrated. 
New  York,  Harper  & Row,  1964.  Cloth,  $5.75. 

Space  Law  and  Government.  By  Andrew 

G.  Haley.  Octavo  of  584  pages,  illustrated. 
New  York,  Appleton-Century-Crofts,  1963. 
Cloth,  $15. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


Physical  Factors  and  Modification  of  Radi- 
ation Injury.  L.  D.  Hamilton,  Consulting 
Editor.  Annals  of  the  New  York  Academy  of 
Sciences,  Volume  114,  Art.  1.  Harold  E. 
Whipple,  Editor.  Octavo  of  716  pages,  illus- 
trated. New  York,  The  New  York  Academy  of 
Sciences,  1964.  Paper,  $12. 

Tow  ards  Earlier  Diagnosis.  By  Keith  Hodg- 
kin, B.M.  Duodecimo  of  459  pages,  illustrated. 
Edinburgh,  E.  & S.  Livingstone,  Ltd.  (Balti- 
more, The  Williams  and  Wilkins  Co.)  1963. 
Fabrikoid,  $6.50. 

Diagnosis  and  Treatment  of  Blood  Diseases. 

By  M.  C.  G.  Israels,  M.D.  Octavo  of  204 
pages,  11  plates.  Springfield,  111.,  Charles  C 
Thomas,  1963.  Cloth,  $7.25. 

Evolution  of  the  Atherosclerotic  Plaque. 

Edited  by  Richard  J.  Jones,  M.D.  Octavo  of 
360  pages,  illustrated.  Chicago,  The  University 
of  Chicago  Press,  1963.  Cloth,  $6.75. 

Islands  of  Compassion.  A History  of  the 
Jewish  Hospitals  of  New  York.  By  Tina 
Levitan.  Octavo  of  304  pages,  illustrated. 
New  York,  Twayne  Publishers,  Inc.,  1964. 
Cloth,  $5.00. 

An  Essay  on  Color  Vision  and  Clinical 
Color-Vision  Tests.  By  Arthur  Linksz,  M.D. 
Quarto  of  254  pages,  illustrated.  New  York, 
Grune  & Stratton,  1964.  Cloth,  $15.75. 

Experimental  Surgery.  By  J.  Markowitz, 
M.B.E.,  J.  Archibald,  D.V.M.,  and  H.  G. 
Downie,  D.V.M.  Fifth  edition.  Quarto  of 
659  pages,  illustrated.  Baltimore,  The  Williams 
and  Wilkins  Company,  1964.  Cloth,  $13. 

Tumors  of  Infancy  and  Childhood.  By 

Paul  Michael,  M.D.  Octavo  of  461  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1964.  Cloth,  $18.50. 

Accident  Surgery.  Volume  Two.  Edited 
by  H.  Fred  Moseley.  Octavo  of  374  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1964.  Cloth,  $12. 

The  Tired  Business  Man.  By  Sir  Heneage 
Ogilvie,  M.D.  Octavo  of  92  pages.  Spring- 
field,  111.,  Charles  C Thomas,  1964.  Cloth,  $4.75. 

Human  Labor  and  Birth.  By  Harry  Oxorn. 
M.D.,  and  William  R.  Foote,  M.D.  Octavo  of 
485  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1964.  Paper,  $7.95. 

The  Control  of  Diseases.  By  Hugh  Paul, 

continued  on  page  1919 
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Effectively 

Relieved.. 


Positive  Results  Without  lodism 


In  a clinical  study  of  sinusitis,1  the  use  of  Iodo- 
Niacin  tablets  provided  a significant  relief.  The 
principal  symptoms  were  pain,  headaches,  nasal 
congestion,  postnasal  drip,  tinnitus  and  vertigo. 

Niacinamide  hydroiodide  has  been  shown  to  pre- 
vent the  occurrence  of  iodism.  Hence  Iodo-Niacin 
may  be  administered  in  full  dosage  for  a year 
or  longer  without  iodism.2  The  usual  dose  is  2 
tablets  three  times  a day,  followed  by  a full  glass 
of  water. 

Iodo-Niacin  loosens  the  secretion  of  mucus  in  the 
sinuses  and  promotes  freer  drainage  and  aera- 
tion. Best  results  were  observed  in  severe  infected 
cases  of  sinusitis.  It  may  be  used  in  conjunction 
with  penicillin  or  other  antibiotics. 

Other  important  indications  for  Iodo-Niacin  in- 
clude chronic  bronchitis,  bronchial  asthma,  otitis 
media,  simple  colloid  goiter,  arteriosclerosis, 
retinal  and  vitreous  hemorrhages,  and  vitreous 
floaters. 

Availability : Slosol  coated  pink  tablets,  in  bottles 
of  100.  Also  available  in  ampuls. 

Summary:  Effective  iodide  medication  protected 
by  niacinamide  against  hazard  of  iodism. 


® 


Potassium  Iodide 135  mg. 

Niacinamide  Hydroiodide 25  mg. 


3.  Adams,  J.N.,  Iodo-Niacin  in 
treatment  of  • sinusitis,  bron- 
chitis and  otitis,  Southwestern 
Med.  40:120,  1959. 

2.  Feinblatt,  T.M.,  Feinblatt, 
H.M.;  and  Ferguson,  E.A., 
Jr.,  Treatment  of  arterioscler- 
osis and  vague  abdominal  dis- 
tress with  niacinamide  hydro- 
iodide  (without  side-effects). 
Am.  J.  Digest.  Dis.  22:5, 1955. 
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Membership  Limited 
J.  F.  Montague,  M.D., 

30  E.  40th  St.  N.Y.  16,  N.Y. 
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for  lower  costs  to  your  patients 

Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 

Quality  controlled  by  West-ward 


Sample  and  literature  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.  Y. 
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M.D.  Second  edition.  Octavo  of  538  pages, 
illustrated.  Baltimore,  The  Williams  and  Wil- 
kins Company,  1964.  Cloth,  $13. 

Atlas  of  Topographical  and  Applied  Human 
Anatomy  in  2 Volumes.  By  Eduard  Pern- 
kopf.  Edited  by  Dr.  Helmut  Ferner.  Trans- 
lated from  German  by  Dr.  Harry  Monsen. 
Volume  Two,  Thorax,  Abdomen  and  Ex- 
tremities. Quarto  of  421  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1964. 
Cloth,  $37.50. 

Ciba  Foundation  Symposium  on  Disorders 
of  Language.  Edited  by  A.  V.  S.  de  Reuck, 
M.Sc.,  and  Maeve  O’Connor,  B.A.  With  35 
illustrations.  Duodecimo  of  356  pages.  Bos- 
ton, Little,  Brown  and  Company,  1964.  Cloth, 
$11. 

The  Exceptional  Child  in  the  Family.  By 

Alan  O.  Ross,  Ph.D.  Octavo  of  230  pages. 
New  York,  Grune  & Stratton,  1964.  Cloth, 
$6.75. 


The  Atrioventricular  Node  and  Selected 
Cardiac  Arrhythmias.  By  David  Scherf, 
M.D.,  and  Jules  Cohen,  M.D.  Octavo  of  466 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1964.  Cloth,  $18.75. 

Communicable  and  Infectious  Diseases. 

By  Franklin  H.  Top,  M.D.  Fifth  edition. 
Octavo  of  902  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1964.  Cloth, 
$21. 

Cosmetics  and  the  Skin.  F.  V.  Wells  and 
Irwin  I.  Lubowe,  M.D.  Octavo  of  690  pages. 
New  York,  Reinhold  Publishing  Corp.,  1964. 
Cloth,  $22. 

Ciba  Foundation  Study  Group  No.  16. 
The  Immunologically  Competent  Cell: 
Its  Nature  and  Origin.  Edited  by  G.  E.  W. 
Wolstenholme,  M.B.,  and  Julie  Knight,  B.A. 
With  18  illustrations.  Duodecimo  of  110 
pages.  Boston,  Little,  Brown  and  Company, 
1963. 
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Recent  Advances  in  Medicine.  (Beaumont 
and  Dodds)  Edited  by  D.  N.  Baron,  M.D., 
Nigel  Compston,  M.D.,  and  A.  M.  Dawson, 
M.D.  Fourteenth  edition.  Octavo  of  440 
pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1964.  Cloth,  $13. 

Modern  Treatment.  Volume  1,  Number  1, 
January,  1964.  Treatment  of  Renal  Dis- 
ease. Guest  editor,  E.  Lovell  Becker,  M.D. 
Treatment  of  Thyroid  Disease.  Guest  edi- 
tor, Edward  A.  Carr,  Jr.,  M.D.  Octavo  of  228 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1964. 
Published  bimonthly  (six  numbers  a year) . 
Paper,  $16  per  year. 

Special  Procedures  in  Roentgen  Diagnosis. 
By  Samuel  L.  Beranbaum,  M.D.,  and  Phillip 
H.  Mayers,  M.D.  Octavo  of  597  pages. 
Springfield,  111.,  Charles  C Thomas,  1964. 
Cloth,  $21.75. 

Fundamentals  of  Otolaryngology.  By  Law- 
rence R.  Boies,  M.D.,  Jerome  A.  Hilger,  M.D., 
and  Robert  E.  Priest,  M.D.  Fourth  edition. 
Octavo  of  553  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1964.  Cloth,  $8.50. 

Bunnell’s  Surgery  of  the  Hand.  Revised 
by  Joseph  H.  Boyes,  M.D.  Fourth  edition. 
Octavo  of  791  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1964.  Cloth, 
$26.50. 

The  Specialties  in  General  Practice.  Edited 
by  Russell  L.  Cecil,  M.D.,  and  Howard  F.  Conn, 
M.D.  Third  edition.  Octavo  of  676  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1964.  Cloth,  $17.50. 

Textbook  of  Otolaryngology.  By  David  D. 
DeWeese,  M.D.,  and  William  H.  Saunders, 
M.D.  Second  edition.  Octavo  of  523  pages, 


illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964.  Cloth,  $9.25. 

Introduction  to  Psychiatry.  By  O.  Spur- 
geon English,  M.D.,  and  Stuart  M.  Finch, 
M.D.  Third  edition.  Octavo  of  656  pages. 
New  York,  W.  W.  Norton  & Company,  1964. 
Cloth,  $7.95. 

The  Adolescent  in  Psychotherapy.  By 

Donald  J.  Holmes,  M.D.  Octavo  of  337  pages. 
Boston,  Little,  Brown  and  Company,  1964. 
Cloth,  $9.50. 

Current  Psychiatric  Therapies.  Volume 
IV — 1964.  Edited  by  Jules  H.  Masserman, 
M.D.  Octavo  of  315  pages,  illustrated.  New 
York,  Grune  & Stratton,  1964.  Cloth,  $9.75. 

The  Small  Intestine:  Its  Function  and 

Diseases.  By  Thomas  W.  Sheehy,  M.D.,  and 
Martin  H.  Floch,  M.D.  Quarto  of  479  pages, 
illustrated.  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers,  1964.  Cloth, 
$20. 

Bones,  Bodies,  and  Disease.  By  Calvin 
Wells.  Octavo  of  279  pages,  illustrated.  New 
York,  Frederick  A.  Praeger,  1964.  Cloth, 
$6.95. 

Fitness  for  the  Whole  Family.  Edited  by 
Paul  Dudley  White,  M.D.,  and  Curtis  Mitchell. 
Octavo  of  302  pages,  illustrated.  Garden  City, 
New  York,  Doubleday  & Company,  Inc.,  1964. 
Cloth,  $4.95. 

The  Medical  Clinics  of  North  America. 
Vanderbilt  University  Number.  Volume 
48,  Number  3,  May,  1964.  Syphilis  and 
Other  Venereal  Diseases.  John  B.  Youmans, 
M.D.,  Guest  Editor.  Octavo.  Philadelphia, 
W.  B.  Saunders  Company,  1964.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $18 
net. 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 


ClkcL 


Miltown 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

^jj^W ALLACE  LABORATORIES/Cranbury,  N.  J. 
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thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  pro- 
duction areas  is  important,  yet  entrances 
must  accommodate  heavy  traffic  of  peo- 
ple and  materials.  In  fact,  at  Eli  Lilly 
and  Company,  the  entrances  to  certain 
production  facilities  where  traffic  is 
heaviest  have  no  screens  or  doors.  □ This 
makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked 
up  by  a fast-moving  blast  of  air  and 
thrown  for  a loss — back  outside.  This 
"curtain  of  air,”  moving  down  and  out 
from  the  top  of  the  open  doorway,  bars 
the  entrance  and  keeps  flies  out  . . . still 
another  step  demonstrating  the  care  that 
goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana , U.S.A. 
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Editorials 


Dangerous  nonsense 


Two  instances  of  irresponsibility  touching 
on  the  public  health  and  safety  have  come 
recently  to  attention. 

One,  reproduced  in  Advertising  Age , quotes 
from  a speech  by  an  advertising  expert  as 
follows: 

“The  time  is  ripe  through  advertising  to 
the  public  to  install  sophisticated  self-medi- 
cation in  its  proper  role  as  a true  health 
service  for  the  American  people.  Among  the 
factors  now  encouraging  self-medication  in 
America  are  higher  education,  greater  dis- 
cretionary purchasing  power,  the  doctor 
shortage,  rampant  commercialism  in  medical 
practice,  delegating  professional  functions 
to  semiprofessionals,  the  abundance  of 
popular  medical  columns  in  newspapers  and 
magazines,  and  medical  shows  on  television. 
Along  with  a breakdown  of  traditional 
totalitarian  authority  of  the  physicians 
there  is  also  a diminishing  public  esteem 
where  the  druggist  is  concerned.”  The  ex- 
pert went  on  to  make  these  recommenda- 
tions, among  others: 

1.  Produce  still  better  proprietaries  and 
package  them  for  a more  sophisticated 
public. 

2.  Find  another  word  for  “proprietary.” 

3.  Make  drugs  available  wherever  the 
public  wants  to  buy  them — more  and  more 
health  aids  will  become  available  in  non- 
drug outlets.” 

The  author  is  entranced  with  the  word 
“sophisticated.”  Does  he  know  that  it 
stems  from  a line  of  reasoning  that  is  super- 
ficially plausible  but  actually  fallacious? 
The  promotion  of  self-medication  is  no  true 
health  service.  It  is  not  that  the  drug  itself 
may  do  a person  harm  in  a pharmacologic 
sense,  but  all  too  often,  false  reliance  is  en- 
gendered and  early  diagnosis  is  delayed. 
Who  is  dumbfounded  when  the  acid  indi- 
gestion develops  into  a bleeding  ulcer  or 
reveals  itself  as  carcinoma?  Not  the  writer 


of  advertisements,  not  the  manufacturer, 
not  the  space  seller  but  the  patient  himself. 

If  higher  education  is  an  argument  for 
self-medication  then  there  must  be  something 
wrong  with  higher  education.  Its  real  pur- 
pose is  to  teach  people  to  think  clearly  and 
logically. 

Note  the  outworn  cliche  about  commer- 
cialism in  medical  practice.  This  deni- 
gration of  the  medical  and  pharmaceutical 
professions  is  a popular  sport  in  certain 
places.  It  is  great  fun,  but  it  is  like  a two- 
year-old  child  playing  with  matches.  This 
sowing  of  distrust  leads  only  to  the  reaping 
of  misery. 

Science  writing  in  the  public  press  is  all 
to  the  good.  The  writers  are  responsible, 
check  facts  carefully,  and  present  them 
clearly. 

If  the  term  “proprietary”  is  reproachful, 
perhaps  it  might  be  changed  to  “sophisti- 
cary.” What’s  in  a name? 

The  recommendation  that  proprietaries 
be  made  available  everywhere  staggers  the 
imagination.  One  can  foresee  “Sophisti- 
cated Stomach  Spasules”  in  a dispenser 
next  to  the  chewing  gum  on  the  subway 
platform.  The  experts  should  know  that 
health  is  too  precious  a thing  to  be  “sold” 
in  this  way.  We  firmly  believe  that  an 
intelligent  public  will  not  be  “sold”  in  this 
way. 

The  other  incident  is  even  more  repre- 
hensible. As  reported  in  the  press  and  con- 
firmed by  a Food  and  Drug  Administration 
representative,  a fringe  magazine  dealing  in 
sex  exploitation  instructed  its  readers  in  a 
recent  issue  to  dissolve  two  of  its  pages  in 
methyl  alcohol  and  drink  the  results.  The 
magazine  stated  that  the  ink  on  pages  15 
and  16  was  mixed  with  a hallucination- 
provoking  drug.  Readers  were  asked  to 
write  to  the  editor  and  say  what  effect  they 
had  from  drinking  the  ink  and  methyl  alcohol 
concoction.  The  publishers  said  the  whole 
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thing  was  intended  as  a joke  and  that  they 
didn’t  know  methyl  alcohol  was  a deadly 
poison. 

Even  if  the  ink  were  nothing  but  printer’s 
ink,  readers  had  been  directed  to  drink  wood 
alcohol.  This  is  joking  with  blindness  and 
death.  Needless  to  say,  this  issue  was 
promptly  removed  from  circulation,  and 


we  hope  the  publisher  was  also  promptly 
dealt  with  by  the  responsible  authorities. 

Irresponsibility  of  the  sort  described  will 
inevitably  crop  up  from  among  the  men- 
dacious in  our  society.  This  places  a burden 
on  the  responsible  to  be  on  the  watch  and  act 
summarily  within  the  due  process  of  law 
set  up  for  our  protection. 


Announcement  1964  District  Branch  Meeting  Schedule 


Branch 

Date 

Place 

First 

February  9 

The  Americana,  New  York  City 

Second 

Thursday  and 

Friday,  Septem- 
ber 10  and  11 

Montauk  Manor,  Montauk  Point, 
New  York 

Third 

and 

Fourth 

Saturday, 
October  17 

Edison  Club,  Schenectady, 
New  York 

Fifth 

and 

Sixth 

Friday,  Saturday, 
and  Sunday, 
September  11, 
12,  and  13 

Gideon  Putnam  Hotel, 
Saratoga  Springs, 
New  York 

Seventh 

AND 

Eighth 

Thursday,  Friday, 
Saturday,  and 
Sunday,  October 
1,  2,  3,  and  4 

Concord  Hotel,  Kiamesha  Lake, 
New  York 

Ninth 

February  10 

The  Americana,  New  York  City 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  15  through  18,  1965 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Bernard  J.  Pisani,  M.D.,  Chairman,  Convention 
Committee,  Medical  Society  of  the  State  of  New  York, 
750  Third  Avenue,  New  York,  New  York  10017,  before 
August  1,  1964.  A short  abstract  of  the  proposed  presenta- 
tion should  accompany  the  letter. 

Scientific  Exhibits 


Requests  for  application  for  scientific  exhibit  space  at  the 
1965  Convention  should  be  addressed  to  William  L.  Watson, 
M.D.,  Chairman,  Scientific  Exhibits  Committee,  Medical 
Society  of  the  State  of  New  York,  at  the  above  address,  as 
soon  as  possible. 
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. . . unfettered 

From  the  beginning, 
woman  has  been  a vas- 
sal to  the  temporal  de- 
mands—and  frequently 
the  aberrations— of  the 
cyclic  mechanism  of 
her  reproductive  sys- 
tem. Now,  to  a degree 
heretofore  unknown, 
she  is  permitted  nor- 
malization, enhance- 
ment, or  suspension  of 
cyclic  function  and  procreative  potential.  This  new 
medical  control  is  symbolized  in  an  illustration  bor- 
rowed from  ancient  Greek  mythology— Andromeda 
freed  from  her  chains. 

Indications:  To  control  dystunctional  uterine 
bleeding,  regulate  an  abnormal  menstrual  cycle,  en- 
hance or  suspend  fertility,  advance  or  postpone  the 
menses,  dysmenorrhea,  test  for  pregnancy,  premen- 
strual tension  and  correct  endometriosis,  often  with- 
out surgery. 

Basic  ENOVID  Action:  Enovid  (1)  induces  and 
maintains  a pseudodecidual  endometrium,  prevent- 
ing uterine  bleeding,  and  (2)  inhibits  pituitary 
gonadotropin,  suspending  ovulation.  Bleeding  usu- 
ally occurs  about  three  days  after  Enovid  is  with- 
drawn. 

Cyclic  therapy  will  frequently  restore  a normal 
pattern  in  women  with  menorrhagia,  metrorrhagia 
and  primary  or  secondary  amenorrhea.  Taken  as 
prescribed,  Enovid  is  virtually  100  per  cent  effective 
in  controlling  conception.  After  the  drug  is  discon- 
tinued the  usual  ovulatory  and  menstrual  patterns 
return.  Indeed,  the  probability  of  subsequent  preg- 
nancy appears  to  be  enhanced  through  a possible 
"rebound”  phenomenon.  Thus,  cyclic  administra- 
tion of  Enovid  has  been  successful  in  treating  endo- 
crine infertility.  Women  taking  the  drug  for  long- 
term suspension  of  fertility  experience  certain 
typical  “Enovid  effects.”  Characteristically,  cyclic 
regularity  is  achieved,  and  usually  the  duration  of 
menstrual  flow  is  shortened  and  its  volume  lessened. 
Dysmenorrhea  and  premenstrual  tension  are  usu- 
ally eliminated  or  significantly  improved.  The 
monthly  cost  to  the  patient  is  nominal.  (Enovid-E 
provides  even  greater  economy  to  patients  using  it 
for  family  planning;  there  is  none  at  lower  cost.) 

Continuous  therapy  usually  suspends  menstrua- 
tion as  well  as  ovulation.  In  endometriosis  continu- 
ous administration  of  Enovid  produces  a pseudo- 
decidual reaction  with  subsequent  absorption  of 
aberrant  endometrial  tissue,  often  eliminating  the 
need  for  radical  surgery.  Enovid  is  an  effective  pre- 
operative adjunct  when  surgery  is  indicated,  as  well 
as  postoperatively  to  prevent  recurrence.  Continu- 
ous therapy,  in  adequate  dosage,  is  also  utilized  in 
habitual  abortion,  providing  more  balanced  hor- 
mone support  of  the  endometrium  and  often  per- 
mitting continuation  of  pregnancy. 

Emergency  therapy  of  high  doses  of  Enovid  has  a 
prompt  hemostatic  effect  and  will  usually  control 
severe  dysfunctional  uterine  bleeding  within  six  to 
twenty-four  hours.  Prompt,  high-dosage  adminis- 
tration of  Enovid  is  also  a rational  recourse  in 
threatened  abortion. 

Basic  Dosage:  One  Enovid  5-mg.  tablet  daily  in 
cyclic  therapy,  beginning  on  day  5 and  continuing 
through  day  24  (one  tablet  daily  for  twenty  days) ; 


or  one  Enovid  10-mg.  tablet  daily  in  continuous 
therapy  as  indicated  (see  Physicians’  Product  Bro- 
chure No.  67) . Higher  doses  may  be  prescribed 
to  prevent  or  to  control  occasional  “spotting”  or 
breakthrough  bleeding  during  Enovid  therapy. 

Side  Effects:  Nausea,  spotting  or  breakthrough 
bleeding  and  amenorrhea  (sometimes  called  “silent 
menstruation”)  may  occur.  Less  frequently  chlo- 
asma, breast  enlargement  or  discomfort  and  mild 
salt  and  water  retention  have  been  reported;  the 
last  should  be  considered  in  patients  with  heart  or 
kidney  disease  or  hypertension.  A variety  of  other 
effects  typical  of  estrogenic  compounds  may  also 
occur.  Alterations  in  certain  thyroid  function  tests 
but  not  thyroid  function  may  occur. 

Precautions:  Enovid  may  suppress  lactation.  Pre- 
menstrual tension  has  been  both  improved  and  in- 
tensified during  Enovid  therapy.  Patients  should 
receive  periodic  examinations  for  cervical  erosions 
and  any  found  should  be  treated  by  accepted  means. 
Pre-existing  fibroids  may  increase  in  size  during 
therapy  but  they  usually  regress  when  therapy 
ceases.  One  instance  of  masculinization,  probably 
coincidental,  has  been  reported;  thus,  although 
Enovid  is  not  androgenic  this  report  should  be  con- 
sidered when  it  is  prescribed. 

Contraindications:  Thromboembolic  phenomena 
with  some  fatalities  have  been  reported;  no  statisti- 
cal significance  to  these  occurrences  has  been  dem- 
onstrated and  no  causal  relationship  has  been 
proved  or  disproved;  this  possibility  should  be  con- 
sidered in  women  with  factors  known  to  be  contrib- 
utory to  thrombophlebitis.  Enovid  is  contraindicated 
in  women  with  a history  of  previous  thromboem- 
bolism. Pre-existing  genital  or  breast  carcinoma, 
liver  disease,  dysfunction  or  jaundice  are  also  con- 
traindications. The  status  of  liver  function  should 
be  noted,  since  in  large  doses  Enovid  may  cause 
bromsulphalein  retention. 

A Note  on  Safety:  A limit  of  four  years  for  cyclic 
medication  is  presently  recommended  for  Enovid; 
three  years  for  Enovid-E.  In  more  than  eight  years 
Enovid  has  been  prescribed  for  more  than  6,100,000 
women  for  more  than  32,000,000  menstrual  cycles. 
There  has  been  no  evidence  of  impairment  of  sub- 
sequent fertility  and  no  effect,  which  can  be  attrib- 
uted to  the  drug,  on  children  born  to  women  who 
conceived  after  discontinuing  Enovid  therapy. 

the  first  comprehensive  regulator 
of  female  cyclic  function 

ENOVID* 

Each  tablet  contains:  5-mg.  size  10-mg.  size 

norethynodrel  5.0  mg.  9.85  mg. 

mestranol  0.075  mg.  0.15  mg. 


new-for  conception  control 

enovid-e* 
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Each  tablet  contains: 

norethynodrel  2.5  mg. 

mestranol  01  mS- 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey'vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor 
Mrs.  Filbert’s  Corn  Oil  Mar 
garine  is  a special  margarine 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid, 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information 
including  detailed  listings  of 
component  characteristics 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3.  1962). 
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Scientific  Articles 


Cardiopulmonary 

Resuscitation 

Review  of  One  Year's 
Experience  in 
a General  Hospital 

WILLIAM  R.  AYERS,  M.D. 

Albany,  New  York 
JOSEPH  T.  DOYLE,  M.D. 
Albany,  New  York 

U.S.  Public  Health  Service  Assignee 
(Dr.  Ayers);  Professor  of  Medicine,  Albany  Medical 
College,  and  head  of  Subdepartment  of  Cardiovascular 
Medicine,  Albany  Medical  Center  (Dr.  Doyle) 


T he  old  technic  of  mouth-to-mouth 
insufflation1 2 combined  with  the  new  tech- 
nic of  circulatory  support  by  transthoracic 
compression  of  the  heart3  can,  in  favorable 
instances,  restore  the  victim  of  cardiac  syn- 
cope to  life.  Early  in  1962  a Cardiac  Resus- 
citation Unit  was  established  at  the  700-bed 
Albany  Medical  Center  Hospital  to  combat 
unexpected  cardiac  arrest  occurring  on  the 
wards  and  in  the  emergency  room.  This 
report  covers  the  experience  of  this  unit  from 
January  1, 1963,  through  December  31, 1963. 

Methods 

For  the  past  three  years  a continuous  edu- 
cational program  in  cardiopulmonary  resus- 
citation has  been  conducted  by  the 
Subdepartment  of  Cardiovascular  Medicine 
utilizing  the  well-known  training  mannequin 


cardiopulmonary  resuscitation  was  un- 
dertaken 59  times  in  48  patients  in  a general 
hospital;  16  patients  survived  longer  than 
one  hour,  but  only  8 left  the  hospital,  1 with 
anoxic  brain  damage,  and  4 of  these  survivors 
died  within  the  year.  The  ideal  candidate 
for  cardiac  resuscitation  is  young  and  healthy; 
however,  the  usual  candidate  is  elderly,  has 
severe  cardiovascular  disease,  and  often  has 
suffered  prolonged  anoxia  with  resultant 
metabolic  acidosis. 


as  well  as  actual  resuscitative  experiences. 
All  members  of  the  medical  house  staff  have 
been  thoroughly  trained,  and  graduate  and 
student  nurses  have  been  indoctrinated.  A 
resuscitation  cart  is  kept  in  the  electrocardio- 
graphic laboratory.  The  equipment  of  this 
cart  is  itemized  in  Table  I.  When  cardiac 
arrest  occurs,  a house  officer  or  nurse  initiates 
resuscitative  measures,  the  resuscitation 
team  is  paged,  and  a member  of  the  Depart- 
ment of  Anesthesiology  is  summoned. 

The  clinical  diagnosis  of  cardiac  arrest  is 
based  on  the  sudden  disappearance  of  a de- 
tectable pulse  and  blood  pressure  irrespective 
of  respiratory  activity.  This  report  in- 
cludes only  such  episodes  detected  in  the 
emergency  room  or  in  the  hospital  and  ex- 
cludes cardiac  arrest  occurring  during  surgi- 
cal operations  or  in  the  recovery  room. 

The  usual  procedure  is  to  place  the  patient 
on  the  floor  and  to  institute  mouth-to-mouth 
insufflation  and  closed -chest  cardiac  com- 
pression. On  arrival  of  the  team,  the 
anesthesiologist  intubates  the  trachea  and 
begins  assisted  respiration  with  oxygen. 
The  sternum  is  compressed  70  times  per 
minute.  Electrodes  are  applied  to  the  chest 
in  the  position  employed  for  electrical  stim- 
ulation of  the  heart,  and  the  cardiac  mecha- 
nism is  diagnosed  on  the  monitoring  oscillo- 
scope. A vein  is  surgically  exposed  and 
cannulated,  and  large  amounts  of  sodium 
bicarbonate  are  infused.  Intracardiac  epi- 
nephrine is  given.  Ventricular  fibrillation  is 
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TABLE  I.  Resuscitation  cart  equipment:  units 


Drugs 

4— Epinephrine  hydrochloride  (similar  to 
Adrenalin) 

1:1000  (1  ml.  = 1 mg.)  1-ml.  ampule 

2 —  Isoproterenol  (similar  to  Isuprel) 

(1  ml.  = 0.2  mg.)  1-ml.  ampule 

3 —  Lanatoside  C (Cedilanid) 

(1  ml.  = 0.2  mg.)  4-ml.  ampule 
2 — Procaine  amide  hydrochloride  (Pronestyl) 
(1  ml.  = 0.1  mg.)  10-ml.  vial 
2 — Quinidine  gluconate 

(1  ml.  = 80  mg.)  10-ml.  vial 
2 — Levarterenol  bitartrate  (Levophed) 

(1  ml.  = 2 mg.)  1-ml.  ampule 
1 — Atropine  sulfate  solution 
(1  ml.  = 0.5  mg.)  20-ml.  vial 
7 — Sodium  bicarbonate 

(1  ml.  = 75  mg.)  50-ml.  ampule 

1 —  Hydrocortisone  succinate  (Solu-Cortef) 

(1  ml.  = 50  mg.)  2-ml.  vial 

2 —  Calcium  gluconate  10-cc.  vial 

2- — Metaraminol  bitartrate  (Aramine) 

(1  cc.  = 100  mg.)  25-cc.  size 


2 — Aminophylline 
500-mg.  vial 
Equipment 

Electrodyne — cardiac  monitor-pacemaker 
Electrodyne — AC  defibrillator 
Ambu  rescue  breathing  apparatus 

1 Surgical  cutdown  tray 
2 Pairs  sterile  gloves 

2 Sterile  knife-blade  sets 
1 8316  anesthesia  intravenous  tubing — low 
Y 

1 Tandem  solution  administration  set 
6 Intravenous  catheters  (small,  medium, 
and  large) 

Miscellaneous 
Electrode  paste 

Plastic  mouth-to-mouth  airways 

2 Rochester  needles 

2 Intracardiac  needles 

1 Extension  cord 

Sponges 

Needles 

Syringes 


abolished  by  a transthoracic  discharge  of 
alternating  current.4  Transthoracic  cardiac 
pacing  is  attempted  when  ventricular  asys- 
tole persists.  In  one  instance  open- chest 
cardiac  massage  was  undertaken  after  failure 
of  closed-chest  compression.  The  patient 
failed  to  survive.  Resuscitative  efforts  are 
rarely  continued  beyond  forty-five  minutes. 
Persistent  asystole,  progressive  deteriora- 
tion of  the  cardiac  mechanism,  and  irre- 
versible cerebral  anoxia  attested  by  fixed 
pupillary  dilatation  are  taken  as  indications 
to  cease  efforts.5 

Results 

Cardiopulmonary  resuscitation  was  un- 
dertaken 59  times  in  48  patients.  Figure  1 
shows  the  age  distribution  of  these  patients. 
There  were  32  men  and  16  women.  The 
average  age  of  the  men  was  forty-three 
years  and  of  the  women  fifty-one.  Sixteen 
individuals  survived  for  longer  than  one 
hour. 

Table  II  shows  the  primary  diagnosis  of 
these  48  patients.  As  would  be  expected, 
the  majority  were  known  to  have  advanced 
cardiovascular  disease. 

Figure  2 shows  the  cardiac  mechanism  pre- 
vailing when  the  electrocardiograph  was 
attached.  The  poor  prognosis  of  asystole 
is  especially  striking. 

The  effectiveness  of  resuscitative  efforts 


FIGURE  1.  Age  distribution  of  patients. 


has  been  classified  as  temporary  when  an 
effective  cardiac  mechanism  was  achieved 
but  maintained  no  longer  than  one  hour; 
as  short-term  when  the  patient  was  revived 
but  succumbed  after  one  hour;  and  sustained 
when  the  patient  survived  long  enough  to 
leave  the  hospital.  By  these  criteria,  as 
shown  in  Table  III,  only  8,  or  17  per  cent, 
of  the  resuscitated  patients  were  able  to  leave 
the  hospital.  One  of  these  had  moderate 
anoxic  brain  damage.  Within  the  year, 
however,  4 of  these  survivors  had  died,  1 
suddenly,  1 of  congestive  heart  failure,  1 of 
a carcinoma  of  the  urinary  bladder,  and  1 
of  staphylococcal  pneumonia. 

Of  the  43  patients  who  died  in  this  hos- 
pital, 29  were  autopsied.  The  injuries  at- 
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TABLE  II.  Primary  diagnosis  in  48  patients 
undergoing  resuscitative  attempts 


Diagnosis 

Number 
of  Patients 

Myocardial  infarction 
Hypovolemia  and/or 

20 

electrolyte  imbalance 

10 

Anoxia 

5 

Pulmonary  emboli 

2 

Miscellaneous 

5 

Unknown 

6 

Total 

48 

tributable  to  compression  of  the  chest  are 
listed  in  Table  IV. 


Comment 

It  is  obvious  from  the  gratifyingly  large 
number  of  individuals  revived  after  cardio- 
pulmonary collapse  in  operating  theaters 
and  recovery  rooms  that  young  and  healthy 
hearts  are  readily  salvaged  under  ideal  cir- 
cumstances.6 In  melancholy  contrast,  the 
high  fatality  rate  of  cardiac  syncope  on 
hospital  wards  is  usually  evidence  of  severe 
pre-existent  heart  disease  and  often  of  pro- 
longed and  irreversible  tissue  anoxia  and 
acidosis.  The  very  high  mortality  rate  of 
cardiac  asystole  and  the  considerable  mortal- 
ity rate  of  ventricular  fibrillation  support  this 
observation.  It  is  further  noteworthy  that 
in  our  experience  successful  resuscitative 
efforts  were  initiated  on  an  average  of 
two  and  one-half  minutes  after  detection  of 
cardiac  syncope  and  that  success  was 
promptly  achieved,  usually  within  twenty 
minutes. 

Empirically,  11.25  Gm.  of  sodium  bicar- 
bonate in  750  ml.  of  5 per  cent  dextrose 
in  water  were  given  rapidly  by  vein  to  com- 
bat metabolic  acidosis.  Fifteen  of  16  sur- 
vivors were  so  treated,  while  25  of  32 
decedents  received  alkali. 

The  effectiveness  of  ventilatory  assist- 
ance was  judged  by  disappearance  of  cyano- 
sis and  by  pupillary  constriction.  Cardiac 
compression  was  deemed  effective  if  a pe- 
ripheral pulse  was  palpated . It  is  clear,  how- 
ever, from  recent  studies  that  this  pulse  may 
be  only  an  insignificant  pressure  transient.7-8 
Mean  arterial  pressure  in  3 cases  was  not 
maintained  at  levels  adequate  to  sustained 


FIGURE  2.  Prevailing  cardiac  rhythm  on  initial 
monitoring. 


TABLE  III.  Success  rate* 


Results 

Number 

Per 

Cent 

Failure 

19 

39 

Temporary  success 

13 

27 

Short-term  success 

8 

17 

Sustained  success 

8 

17 

48 

100 

*See  text  for  definitions 


TABLE  IV.  Complications  attributable  to  external 
cardiac  compression 

Complication 

Number 

Rib  fracture;  2 to  5 ribs 

9 

Epicardial  petechiae 

3 

Contusions  of  chest  wall 

2 

Pulmonary  bone  marrow  emboli* 

2 

? Chylous  ascites 

1 

? Intra-alveolar  hemorrhage 

1 

*Ribs  intact  in  1 patient 


perfusion,  and  cardiac  output  was  far  below 
minimal  requirements.8 

Summary 

During  the  calendar  year  of  1963  cardio- 
pulmonary resuscitation  was  undertaken  59 
times  in  48  patients  in  the  emergency  room 
and  on  the  wards  of  a 700-bed  teaching 
hospital.  Eight  of  these  patients  left  the 
hospital,  1 with  moderate  anoxic  brain  dam- 
age. A year  later,  4 of  these  patients  were 
dead,  2 of  heart  disease. 
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Conclusions 

The  ideal  candidate  for  cardiac  resusci- 
tation is  young  and  healthy.  Cardiac  syn- 
cope has  resulted  from  reflex  depression, 
asphyxia,  or  drug  poisoning  and  is  readily 
reversed  by  withdrawal  of  these  noxious 
stimuli  and  the  application  of  simple  resus- 
citative  measures. 

The  usual  candidate  for  cardiopulmonary 
resuscitation  encountered  on  hospital  wards 
is  elderly,  has  severe  cardiovascular  disease, 
and  often  has  suffered  prolonged  anoxia 
with  resultant  metabolic  acidosis.  While 
pulmonary  ventilation  can  be  effectively 
maintained,  it  is  doubtful  that  useful  cardiac 
action  can  be  restored  by  external  com- 
pression if  the  myocardium  has  been 
depressed  severely.  In  view  of  the  poor 
results  of  currently  available  resuscitative 
measures  even  though  applied  early  and 
vigorously,  it  seems  unlikely  that  better 
results  can  be  anticipated  unless  easily 
applied  technics  of  extracorporeal  circula- 
tory assistance  are  perfected,  such  as  the 
counterpulsation  methods  now  being  in- 
vestigated.9 
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P ROLONGED  ADMINISTRATION  of  chemo- 
therapeutic  agents  via  a cannulated  artery 
for  therapy  of  neoplasia  can  be  accomplished 
simply.  The  benefits  derived  from  such 
therapy,  however,  come  about  as  the  result 
of  a fortuitous  marriage  between  the  neo- 
plasm and  the  chemical  agent.  Much  of 
the  information  about  neoplastic  chemo- 
therapy has  been  accumulated  following  its 
empirical  use  via  such  routes.  To  a great 
extent  the  rationale  for  using  the  drugs  em- 
ployed in  this  study  could  be  described  as 
tenuous  also.  It  was  felt,  however,  that  a 
beginning  was  necessary,  and  within  the 
boundaries  of  existing  information,  two 
drugs  have  been  used. 

Nitrogen  mustard  (HN2)  has  been  de- 
scribed as  the  most  potent  universal  anti- 
cancer agent.1-2  Several  reports  have  indi- 
cated that  undesirable  changes  occurred  in 
the  brain  following  arterial  administration.3  4 
It  appeared  to  us,  however,  that  the  existing 
information  was  insufficient  since  variations 
of  the  dose  schedule  had  not  been  explored. 
For  that  reason,  beginning  in  the  fall  of 


thirty  patients  with  primary  gliomas  of 
the  brain  were  treated  by  internal  carotid 
artery  infusion  of  nitrogen  mustard  (18 
patients ) or  leurocristine  sulfate  (12  patients) . 
No  significant  drug  response  was  seen  in  17 
of  the  18  patients  treated  with  nitrogen 
mustard.  Leurocristine  produced  dramatic, 
although  temporary,  improvement  in  7 of  12 
patients,  consisting  of  reduction  of  intra- 
cranial pressure,  recovery  of  neurologic  defi- 
cits, and  reduction  of  cerebral  spinal  fluid 
protein. 


1960,  nitrogen  mustard  was  administered  to 
a consecutive  series  of  18  patients  with  pri- 
mary gliomas  of  the  brain.  In  two  previous 
communications  from  the  Neurosurgical 
Service  at  Roswell  Park  Memorial  Institute, 
preliminary  reports  have  outlined  our  early 
experiences  with  this  drug.5  6 

After  satisfying  ourselves  that  sufficient 
information  was  at  hand  pertaining  to  nitro- 
gen mustard  administered  via  the  internal 
carotid  artery  in  therapy  of  primary  gliomas, 
other  drugs  were  considered.  An  alkaloid 
of  the  periwinkle  plant  (Vinca  rosea  Linn), 
leurocristine  sulfate,  * had  demonstrated 
important  activity  in  refractory  acute  leu- 
kemic problems.78  It  was  observed  here 
and  at  other  clinics,  however,  that  a high 
incidence  of  neurologic  complications  were 
found  in  patients  receiving  the  drug  intra- 
venously over  a period  of  many  weeks.9 
These  included  ulnar  and  peroneal  nerve 
palsies,  paresthesias,  ophthalmoplegias,  and, 
in  several  instances,  transverse  myelitis. 
Dose  schedules  ranged  at  around  1 to  2 
mg.  per  week  with  a total  of  20  to  25  mg. 
It  was  a drug,  therefore,  that  seemed  to 
have  a specific,  although  undesirable,  affinity 
for  the  nervous  system.  Our  interest,  there- 
fore, was  stimulated  in  exploring  its  effect 
on  primary  brain  neoplasia.  This  drug  had 
another  advantage  in  that  no  hematopoietic 
system  damage  was  associated  with  its 
intravenous  administration.  A series  of  12 
patients  during  the  past  year  have  been 
treated  with  leurocristine. 

The  following  report  includes  the  long- 
term results,  complications,  and  benefits 

♦The  drug  was  kindly  supplied  as  Vincristine  (NSC- 
67574)  by  J.  G.  Armstrong,  M.D.,  Eli  Lilly  and  Company, 
Indianapolis,  Indiana.  It  is  now  called  Oncovin. 
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FIGURE  1.  View  of  cannula  in  left  internal  carotid 
artery  after  ten  days  of  nitrogen  therapy  mustard. 
Receding  left  temporal  hair  line  indicated  drug 
action.  Discoloration  of  forehead  cannot  be  ob- 
served in  black-and-white  photograph. 


observed  during  two  and  one-half  years  of 
intra-arterial  (internal  carotid)  infusion  ther- 
apy of  primary  gliomas. 

Methods 

Percutaneous  cannulation  of  the  internal 
carotid  artery  with  a number  18  polyethy- 
lene catheter  was  carried  out  in  each  instance. 
The  proper  location  of  the  catheter  was 
noted  radiographically  following  the  injec- 
tion of  2 cc.  of  a contrast  dye  (Fig.  1). 

A rotary  type  pump  was  used  as  the 
propelling  mechanism,  at  a speed  delivering 
1 cc.  per  minute.  Nitrogen  mustard  was 
administered  optimally  at  doses  ranging 
from  2 to  4 mg.  per  day,  given  over  a period 
of  two  to  six  hours.  The  total  dosage  of 
nitrogen  mustard  ranged  from  19  to  69  mg., 
with  a standard  amount  ranging  from  20  to 
30  mg.  Simultaneously,  250  mg.  of  sodium 
thiosulfate  per  milligram  of  nitrogen  mus- 
tard were  given  intravenously  in  normal 
saline  at  such  a rate  that  the  administration 


of  each  drug  was  completed  at  the  same  time. 
Previous  reports  have  indicated  the  efficacy 
of  this  chemical  in  protecting  the  hemato- 
poietic system  from  the  expected  damage 
produced  by  nitrogen  mustard.5 

Leurocristine  was  administered  optimally 
at  doses  ranging  from  1 to  2 mg.  daily,  dis- 
solved in  from  200  to  400  cc.  of  normal 
saline.  Two  to  six  hours  were  found  to  be 
optimum  periods  of  administration.  The 
total  dosages  ranged  from  20  to  30  mg. 

The  indwelling  catheters  were  filled  with 
heparin  solution,  and  intermittently  during 
the  course  of  the  day  a small  quantity  was 
flushed  through  the  catheter.  The  catheters 
were  allowed  to  remain  in  place  up  to  a 
period  of  three  weeks.  Multiple  insertions 
of  the  catheter  were  found  possible  in 
patients  who  required  additional  therapy  or 
in  those  in  whom  the  catheter  was  displaced. 
During  the  course  of  therapy,  ambulation 
was  permitted  depending  on  neurologic  limi- 
tations. Daily  hematopoietic,  monthly  cer- 
ebral spinal  fluid,  and  weekly  blood  chem- 
istry examinations  were  carried  out  in  all 
patients. 

A microscopic  diagnosis  of  glioblastoma 
multiforme  was  made  in  16  of  the  18  pa- 
tients receiving  nitrogen  mustard  and  in  all 
12  of  the  patients  receiving  leurocristine. 
One  of  the  tumors  in  the  former  group  was 
diagnosed  as  an  astrocytoma  and  one  as  an 
oligodendroglioma. 

Results 

Nitrogen  mustard.  Nitrogen  mustard, 
if  administered  in  amounts  of  over  4 mg.  per 
day,  was  found  to  be  dangerous  early  in  the 
course  of  therapy.  At  ranges  of  16  to  18 
mg.  total  dosage,  cerebral  edema  could  be 
anticipated  whether  this  amount  had  been 
given  over  a period  of  two  or  eight  days. 
The  manifestations  of  edema  were  char- 
acterized by  focal  seizures,  loss  of  con- 
sciousness, and  contralateral  hemiparesis. 
It  was  possible  to  withhold  administration 
of  the  agent  for  a period  of  several  days  dur- 
ing which  time  the  cerebral  edema  usually 
subsided.  Therapy  then  could  be  con- 
tinued. 

Premature  death  in  4 patients  was  at- 
tributed to  the  local  effects  of  the  mustard 
on  the  central  nervous  system.  It  was 
found  advantageous  to  have  a bone  decom- 
pression, although  at  the  dose  ranges  and 
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schedules  which  were  finally  employed,  it 
was  possible  to  administer  the  drug  without 
the  presence  of  a bone  defect. 

Local  effects  of  the  alkylating  agent  were 
evidenced  in  each  instance  by  one  or  more 
of  the  following:  the  appearance  of  skin 
discoloration  over  the  ipsilateral  superorbital 
region,  ipsilateral  periorbital  edema,  a rapid 
increase  of  neurologic  disturbances,  and  loss 
of  ipsilateral  hair.  Transitory  ipsilateral 
ophthalmoplegia  occurred  also.  Seventeen 
of  these  patients  are  dead.  Excepting  the 
4 patients  who  expired  acutely,  the  patients 
survived  the  therapy  for  periods  of  from  two 
to  sixteen  months.  The  average  duration 
of  survival  following  the  completion  of  intra- 
arterial therapy  was  eight  months. 

Five  of  these  patients  had  simultaneous 
radiation  therapy  directed  at  the  tumor 
site  in  association  with  or  following  nitrogen 
mustard  therapy.  It  was  observed  that 
radiation  therapy  had  a synergistic  response 
with  nitrogen  mustard  as  measured  by  an 
earlier  loss  of  hair  at  smaller  dose  ranges. 
No  significant  improvement  in  the  long-term 
survival  could  be  attributed,  however,  to  the 
combination  therapy. 

One  patient  with  the  diagnosis  of  astro- 
cytoma, grade  II  to  III,  survives  at  the 
present  time.  There  may  be  some  reason 
to  attribute  the  survival  of  this  patient 
to  the  therapy,  for  the  rapid  growth  of  the 
tumor  necessitated  three  successive  crani- 
otomies for  decompressive  excision  of  the 
tumor.  Following  the  last  procedure,  which 
was  performed  twenty -four  months  ago, 
intra-arterial  infusion  therapy  was  em- 
ployed, and  subsequently  the  patient  has 
required  no  further  surgery  or  therapy. 

During  the  course  of  nitrogen  mustard 
therapy,  7 patients  demonstrated  a plateau 
effect  in  the  progression  of  their  disease. 
No  significant  improvement  could  be  identi- 
fied otherwise.  Postmortem  examinations 
were  obtained  in  14  instances.  No  evidence 


FIGURE  2.  Clump  of  cells  recovered  in  cystic 
fluid  withdrawn  from  glioblastoma  multiforme 
tumor.  Such  debris  had  not  been  found  prior  to 
nitrogen  therapy  mustard. 


of  specific  cellular  responses  to  the  nitrogen 
mustard  could  be  obtained.  Cystic  tumor 
fluid  from  1 patient  demonstrated  the  ap- 
pearance of  cellular  debris  following  the 
therapeutic  efforts  (Fig.  2). 

At  the  conclusion  of  these  studies,  we  were 
dissatisfied  with  our  results.  It  was  pos- 
sible, as  previously  reported,  to  protect  the 
hematopoietic  system  by  simultaneous  intra- 
venous administration  of  sodium  thiosulfate 
(Table  I).  The  neutralization  of  the  mus- 
tard was  effected  apparently  in  the  circulat- 
ing blood  after  passage  through  the  infused 
region.  This  assumption  was  made  on  the 
basis  of  the  local  changes  observed  and  re- 
ported in  the  preceding  paragraphs. 

Leurocristine.  Twelve  patients  with 
the  diagnosis  of  glioblastoma  multiforme 
have  been  treated  with  leurocristine  to 
date.  Three  patients  expired  during  the 


TABLE  I.  Tabulation  of  hematopoietic  effects  of  sodium  thiosulfate 

Nitrogen  White  Blood  Count  Hemoglobin  « Platelets * 

— Mustard . Before  After  Before  After  Before  After 

Period  Total  Mg.  Treat-  Treat-  Treat-  Treat-  Treat-  Treat- 
Course  (Days)  Mg.  per  Kg.  ment  ment  ment  ment  ment  ment 

1 9 34  26,600  3,600  12.1  9.1  530  X 103  227  X 103 

2 7 8 ..  4,700  6,000  9.1  11.7  170  X 103  390  X 103 

3 6*  27  7,900  1,100  11.0  10.5  250  X 103  142  X 103 

* Nitrogen  mustard,  12  mg.,  administered  without  sodium  thiosulfate.  Patient  served  as  his  own  control.  Pronounced  drop 
n white  blood  count  and  platelet  count  recorded. 
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course  of  therapy.  Death  in  2 instances 
was  related  to  progression  of  symptoms 
present  prior  to  therapy.  One  other  patient 
expired  as  a result  of  complications  asso- 
ciated with  the  drug.  Seven  patients  im- 
proved during  or  shortly  following  the  cessa- 
tion of  the  administration  of  leurocristine. 
This  was  measured  by  the  improvement 
of  neurologic  symptoms,  diminution  of 
intracranial  pressure,  and  a drop  in  spinal 
fluid  protein;  loss  of  hair  and  scalp  ery- 
thema occurred  also.  None  of  these 
changes  individually  or  together  were  ob- 
served during  the  course  of  nitrogen  mustard 
therapy.  A certain  degree  of  enthusiasm 
was  thereby  generated.  This,  unfor- 
tunately, has  not  been  warranted  over  long- 
term observation.  Seven  of  the  12  patients 
have  expired  from  two  to  six  months  follow- 
ing completion  of  the  therapy.  Excluding 
the  3 early  deaths,  4 of  these  patients  sur- 
vived for  periods  of  six  to  seven  months. 
One  patient  survives  eight  months  at  the 
time  of  this  writing,  although  in  a vegetative 
state.  One  patient  is  demonstrating  a con- 
tinued state  of  improvement  five  months 
following  the  completion  of  therapy.  Four 
other  patients  have  completed  their  therapy 
for  from  two  to  four  months.  Significant 
information  as  to  their  long-range  expecta- 
tions is  unavailable.  All  4 of  these  patients 
demonstrated  the  triad  of  improved  con- 
ditions listed.  Three  of  the  12  patients 
had  combined  radiation  therapy  and  intra- 
arterial administration  of  the  drug  with  no 
significant  alteration  in  the  course  of  events 
to  date.  Postmortem  examinations  of  the 
7 patients  who  died  indicated  no  specific 
pathologic  response  to  the  drug.  In  2 
patients,  the  previously  necrotic  and  poorly 
demarcated  tumor,  as  observed  at  operation, 
had  assumed  a well-demarcated  and  firm 
consistency.  A microscopic  examination 
indicated,  however,  that  a glioblastoma 
multiforme  pattern  remained. 

Complications  observed  during  treatment 
with  leurocristine  included  1 patient  who 
died  during  the  course  of  therapy  of  an  over- 
whelming dermatologic  problem.  This  pa- 
tient had  an  existing  papulomacular  rash 
over  the  thorax,  and  following  the  ad- 
ministration of  a total  of  7 mg.,  developed  in 
a space  of  thirty-six  hours  total  desquama- 
tion giving  the  appearance  of  a 100  per  cent 
second-degree  burn.  Transitory  ipsilateral 
ophthalmoplegia  occurred  in  5 patients  in 


whom  drug  therapy  was  instituted  within 
seven  days  following  surgery.  In  1 patient, 
in  whom  observations  were  made  for  a period 
of  seven  months,  ipsilateral  optic  nerve 
neuropathy  was  encountered.  During  the 
course  of  therapy,  a mild  erythema  and/or 
dermatitis  was  encountered  in  the  vicinity 
of  the  forehead,  conjuctiva,  and  lids.  No 
paresthesias,  motor  palsies,  atrophy,  or 
spinal  cord  disturbances  were  observed. 
This  was  interesting  in  view  of  the  complica- 
tions during  intravenous  therapy.  No  ex- 
planation is  presently  available  for  this 
variation. 

Comment 

Cannulation  of  the  common  carotid  artery 
by  percutaneous  technic  has  been  per- 
formed in  30  patients  with  a high  degree  of 
success.  At  postmortem  examinations,  4 of 
23  internal  carotid  arteries  studied  were 
found  to  be  occluded.  In  none  of  these 
situations  had  a significant  neurologic  de- 
velopment heralded  the  occlusion.  The 
occluded  arteries  found  at  post  mortem  were 
present  in  those  patients  in  whom  multiple 
cannulations  had  been  employed.  One  pa- 
tient in  the  leurocristine  group  who  was 
treated  for  a second  time  (fifth  cannulation) 
developed  an  infection  about  the  carotid 
catheter.  Twenty-four  hours  later  death 
occurred  on  the  basis  of  widespread  cerebral 
ventricular  metastasis.  A small  abscess  was 
found  in  the  subcutaneous  tissue  at  autopsy. 
With  the  exceptions  noted  previously,  our 
experience  has  been  satisfactory  with  can- 
nulation of  an  internal  carodd  artery  for 
periods  up  to  three  weeks.  It  should 
be  pointed  out  that  the  quantity  of  drug 
reaching  an  occipital  lobe  tumor  from  in- 
ternal carotid  artery  administration  is  un- 
known and  may  be  minimal.  We  observed 
hair  loss  in  the  occipital  area  in  one  instance 
after  internal  carotid  infusion,  however,  in- 
dicating that  collateral  circulation  via  the 
carotid  circulation  is  poorly  understood 
(Fig.  3). 

All  patients  had  a tissue  diagnosis  of 
glioma  prior  to  infusion  therapy.  Whether 
nitrogen  mustard  or  leurocristine  was  em- 
ployed, a smaller  quantity  of  the  drug  was 
required  to  produce  signs  of  drug  action  dur- 
ing the  first  two  weeks  following  surgery. 
This  observation  is  consistent  with  the 
studies  employing  radioactive  meralluride 
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FIGURE  3.  Loss  of  hair  in  posterior  left  scalp 
region  observed  during  nitrogen  mustard  infusion 
of  left  internal  carotid  artery. 


(Mercuhydrin)  in  our  radioisotope  labora- 
tories, indicating  that  a break  in  the  blood 
brain  barrier  exists  up  to  one  month  follow- 
ing surgery. 

We  are  continuing  our  efforts  at  chemical 
therapy  of  primary  neoplasia  of  the  brain. 
We  do  not  have  the  drug  to  control  the 
lesions  adequately  at  the  present  time. 
It  would  seem  that  leurocristine,  at  least, 
will  be  associated  with  the  temporary  con- 
trol of  the  lesion. 

The  present  leurocristine  therapeutic  regi- 
men consists  of:  (1)  percutaneous  cannula- 
tion  of  the  ipsi  lateral  common  and  internal 
carotid  artery;  (2)  radiologic  localization 
of  cannula;  (3)  daily  infusion  of  1 to  2 mg. 
of  leurocristine  in  200  cc.  normal  saline  at  1 
cc.  per  minute;  (4)  total  dose  range  of  20 
to  30  mg.;  (5)  daily  white  blood  cell,  hemo- 


globin, and  platelet  counts;  (6)  weekly 
sodium,  potassium,  blood  urea  nitrogen,  and 
alkaline  phosphatase  determinations;  and 
(7)  monthly  cerebral  spinal  fluid  protein, 
cell,  and  pressure  determinations. 

Summary 

Thirty  patients  with  primary  gliomas  have 
been  treated  by  internal  carotid  artery 
infusion  of  nitrogen  mustard  and  leurocris- 
tine sulfate  (Oncovin,  formerly  called  Vin- 
cristine). No  significant  evidence  of  drug 
response  was  seen  in  17  of  18  patients 
treated  with  nitrogen  mustard.  One  pa- 
tient, the  lone  survivor  of  this  group,  may 
have  derived  beneficial  alterations  in  the 
course  of  events.  In  contrast,  leurocristine, 
produced  dramatic,  although  temporary, 
improvement  in  7 of  12  patients  character- 
ized by  reduction  of  intracranial  pressure, 
recovery  of  neurologic  deficits,  and  reduction 
of  cerebral  spinal  fluid  protein. 
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Calcium  and  phosphorus  metabolism  in 
hyperthyroidism  have  been  the  subjects  of 
several  investigations.  In  1929  Aub  et  al.1 
noted  increased  urinary  and  fecal  losses  of 
calcium  and  phosphorus  in  hyperthyroidism 
and  decreased  losses  in  hypothyroidism. 
Golden  and  Abbott2  reported  x-ray  evidence 
of  demineralization  of  bone  while  Follis3 
found  histologic  evidence  that  osteitis  fibrosa 
generalisata  is  more  common  than  osteoporo- 
sis in  hyperthyroidism.  Elevation  of  the 
concentration  of  alkaline  phosphatase  of 
blood4  and  bone5  following  the  adminis- 
tration of  thyroid  hormone  suggests  that 
there  is  an  acceleration  of  bone  formation 
as  well  as  bone  destruction.  Furthermore, 
negative  calcium  and  phosphorus  balances 

* Present  address:  Long  Island  Jewish  Hospital,  Queens, 
New  York. 


in  the  presence  of  nitrogen  equilibrium 
indicates  that  thyroid  hormone  may  be 
specifically  responsible  for  losses  of  calcium 
and  phosphorus  in  the  presence  of  active 
bone  formation.6  Relief  of  tetany  in  para- 
thyroidectomized  subjects  indicates  that 
thyroid  hormone  is  capable  of  restoring 
normocalcemia  at  the  expense  of  the 
skeletal  system.7 

Although  hypercalcemia  not  infrequently 
is  associated  with  hyperthyroidism,8-10  Stan- 
ley and  Fazekas11  reported  the  first  case  of 
symptomatic  hypercalcemia  in  hyper- 
thyroidism in  1949.  Since  then  only  7 
additional  cases  have  been  described.12-16 
In  all  instances  gastrointestinal  symptoms 
characteristic  of  hypercalcemia  over- 
shadowed features  of  hyperthyroidism.  The 
patients  were  quite  ill  for  varying  periods  of 
time  but  recovered  promptly  as  the  hyper- 
thyroidism was  controlled.  The  following 
case  is  unique  because  of  parallelism  be- 
tween recurrent  hypercalcemia,  sympto- 
matic and  asymptomatic,  and  recurrent 
thyrotoxicosis. 

Case  report 

Case  1.  A fifty-three-year-old  Negro  female 
was  admitted  to  Grasslands  Hospital  for  the 
second  time  on  April  9,  1962,  because  of 
anorexia,  nausea,  vomiting,  diarrhea,  profound 
weakness,  and  weight  loss  of  50  pounds  in  a 
month.  Additional  history  disclosed  an  unin- 
tentional total  weight  loss  exceeding  100  pounds 
in  about  one  year. 

In  1954  she  was  hospitalized  for  infection  and 
ulceration  of  the  lower  extremities  and  obesity. 
Several  of  the  female  members  of  her  family  had 
excessive  facial  hair  but  were  otherwise  normal. 

On  physical  examination  the  patient  was  still 
moderately  obese  with  abundant  facial  hair,  nor- 
mal voice,  and  normal  adult  female  distribution 
of  pubic  hair.  She  could  not  walk,  the  lower 
extremities  were  weak,  and  flexion  deformities 
were  present.  The  blood  pressure  was  160/90, 
there  was  a regular  sinus  tachycardia  of  150  per 
minute,  the  tempera ture  was  99.4  F.,  and  respira- 
tions were  30  per  minute.  The  thyroid  gland  was 
twice  normal,  but  it  was  very  low  in  the  neck, 
and  only  the  upper  part  could  be  felt.  One 
could  not  establish  whether  the  gland  was 
diffusely  enlarged  or  multinodular.  No  bruit 
was  heard.  Tremor  of  the  hands  and  tongue 
was  obvious.  Eye  signs  were  absent. 

The  initial  laboratory  work  was  as  follows: 
hemoglobin  15  Gm.  per  100  ml.;  packed  red  cell 
volume,  44  per  cent;  normal  white  blood  cell 
count  and  distribution;  fasting  blood  glucose, 
113  mg.  per  100  ml.;  serum  sodium,  142  mEq. 
per  liter,  potassium  3.8,  mEq.  per  liter,  blood 
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urea  nitrogen,  18  mg.  per  100  ml.;  cholesterol, 
177  mg.  per  100  ml.;  calcium,  14.4  mg.  per  100 
ml.;  phosphorus,  3.2  mg.  per  100  ml.;  and 
twenty-four-hour  values  for  urine,  total  neutral 
and  17-OH-corticosteroids  of  7.07  mg.  and  4.86 
mg.,  respectively.  X-ray  films  of  the  chest, 
skull,  and  gastrointestinal  tract  were  unremark- 
able. Intravenous  urography  performed  on 
April  13,  1962,  showed  negative  findings;  forty- 
eight  hours  later  the  serum  calcium  level  was 
10  mg.  per  100  ml.  and  phosphorus  3.4  mg.  per 
100  ml.  The  patient  was  greatly  improved 
symptomatically  with  subsidence  of  gastro- 
intestinal symptoms.  On  April  18  to  19,  1962, 
I131  (radioactive  iodine)  tracer  studies  were  per- 
formed. The  thyroid  clearance17  was  114  ml. 
per  minute  (normal  8 to  45),  and  the  twenty- 
four-hour  uptake  was  70  per  cent.  On  April 
23  to  24,  1962,  the  twenty-four-hour  uptake  was 
84.3  per  cent.  The  I131  was  distributed  dif- 
fusely above  and  at  the  superior  border  of  the 
mediastinum. 

By  this  time  it  was  clear  that  the  basic  prob- 
lem was  hyperthyroidism,  of  which  the  hyper- 
calcemia was  only  a symptom,  and  the  patient 
received  a therapeutic  dose  of  4.3  millicuries  of 
I131.  Seventy-two  hours  later  a full  blocking 
dose18  of  2-mercapto-imidazole,  25  mg.  every 
eight  hours,  was  started.  When  improvement 
was  evident  after  a few  weeks,  the  dose  was  de- 
creased to  30  mg.  daily.  She  was  discharged  on 
May  10,  1962. 

The  patient  did  well  until  she  discontinued 
therapy  in  August,  1962.  In  mid-September 
the  entire  constellation  of  symptoms  reap- 
peared including  nausea,  vomiting,  anorexia, 
weakness,  and  weight  loss.  These  persisted 
until  she  was  readmitted  on  October  9,  1962. 
Serum  calcium  was  11.4  mg.  per  100  ml.  and 
phosphorus  4.3  mg.  per  100  ml.  Intravenously 
injected  radioactively  labeled  thyroxine  had  a 
half-time  of  four  days  (normal  six  to  eight).19 
The  thyroid  clearance  was  585  ml.  per  minute, 
and  the  twenty-four-hour  uptake  was  87.5 


a ninth  case  of  symptomatic  hypercalcemia 
due  to  thyrotoxicosis  is  presented.  Unique 
findings  consisted  of  recurrent  hypercalcemia 
with  recurrent  hyperthyroidism.  As  in  other 
cases,  the  striking  symptoms  on  two  occasions 
were  anorexia,  nausea,  vomiting,  severe 
weakness,  and  weight  loss;  however,  the  third 
time  the  hypercalcemia  was  asymptomatic. 
Effective  control  of  the  hyperthyroidism  re- 
sulted in  reversion  of  calcium  values  to 
normal. 


per  cent.  A diagnosis  of  recurrent  symptomatic 
hypercalcemia  secondary  to  thyrotoxicosis  was 
made,  and  a second  therapeutic  dose  of  6.7 
millicuries  of  I131  was  administered.  Propyl- 
thiouracil, 200  mg.  every  eight  hours,  was 
started  on  December  13,  1962. 

By  February  7,  1963,  the  patient  had  again 
improved.  She  weighed  166  pounds.  The 
twenty-four-hour  uptake  was  33  per  cent,  and 
values  for  serum  calcium  and  phosphorus  were 
normal.  Over  the  next  month,  symptoms  of 
hyperthyroidism  recurred  but  without  gastro- 
intestinal manifestations,  even  though  the  cal- 
cium concentration  in  the  serum  was  12.4  mg. 
per  100  ml.  The  twenty-four-hour  uptake  was 
again  elevated  to  81  per  cent.  On  March  5, 
1963,  the  patient  received  a third  therapeutic 
dose,  of  9.7  millicuries  of  I131. 

By  early  June  the  patient  was  again  euthyroid 
with  a thyroid  clearance  of  17.1  ml.  per  minute 
and  a twenty-four-hour  uptake  of  42.6  per  cent. 
Her  weight  had  ascended  to  198  pounds.  Of 
particular  interest  was  the  striking  improvement 
in  muscle  strength  and  coordination  that  per- 
mitted her  to  progress  from  a chair-ridden  state 
to  a point  where  she  could  walk  with  minimum 
support. 


TABLE  I.  Case  1.  Clinical  and  laboratory  data 


Date 

Serum 
Calcium 
(Mg.  per 
100  ml.) 

Serum 
Inor- 
ganic 
Phos- 
phorus 
(Mg.  per 
100  ml.) 

Alkaline 

Phos- 

phatase 

(Bodan- 

sky 

Units) 

Weight 

(Pounds) 

Thyroid 
Clearance 
(Ml.  per 
minute) 

Twenty- 

Four- 

Hour 

Uptake 

(Per 

Cent) 

Treatment 

J131 

(Milli-  Blocking 

curies)  Agent 

Severity  of 
Symptoms 

April  10 

14.4 

3.3 

7.7 

151 

4 + 

Completely 

April  13 
April  16 

10 

3.4 

10 

Intravenous  pyelography  performed 

chair 

ridden 

April  18  to  19 

114 

70 

Methimazole 

2 + 

April  23  to  24 

84 

4.3 

(Tapazole) 

May  9 

10 

3.3 

7 

158 

1 + 

October  5 to  6 

11.4 

4.3 

9.5 

150 

88 

6.7 

Propyl- 

4  + 

February  7 

10 

3.8 

12 

166 

33 

thiouracil 

0 

=fc 

Partially 

March  4 to  5 

12.4 

4.1 

169 

81 

9.7 

0 

2 + 

ambulatory 

March  7 

11.8 

3.6 

185 

0 

1 + 

June  5 

10.4 

2.7 

14 

198 

17.1 

43 

0 

0 Walking  with 

July  15  to  16 

10.8 

4 

10.5 

200 

15.8 

36 

0 

0 

cane 
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TABLE  II.  Summary  of  significant  clinical  and  laboratory  data  of  all  9 cases  of  symptomatic  hypercalcemia 


Authors 

Year  Num- 
of  her  of  Age 

Report  Cases  (Years) 

Sex 

Race 

Presenting  Symptoms 

Other  Outstanding 
Features 

Thyroid 

Size 

Stanley  and 

1949 

1 

44 

M 

W* ** 

Vomiting,  weakness, 

Mental  changes 

Slightly 

Fazekasd 

weight  loss 

enlarged 

Rose  and  Boles12 

1953 

3 

53 

F 

W 

Nausea,  vomiting,  epigas- 

Generalized  muscle  weak- 

Normal 

trie  pain,  weight  loss 

ness,  skeletal  decalci- 

fication 

41 

F 

N 

Anorexia,  nausea,  vomit- 

Peritonitis  suspected, 

Normal; 

ing,  weight  loss 

mental  changes 

later  2 X 

58 

F 

N 

Nausea,  vomiting,  epigas- 

Mental changes,  anemia 

Moderately 

i 

l 

tric  discomfort 

due  to  rectal  polyp; 

enlarged 

fibroids 

(48  Gm.) 

Koenig,  Scholz,  and 

1957 

1 

36 

M 

W 

Weight  loss,  nausea 

Renal  calculi  twelve 

Not 

Salassa13 

years  before 

enlarged 

Pribek  and  Meade14 

1957 

1 

30 

M 

W 

Anorexia,  nausea,  vomit- 

Mental changes 

Slightly 

ing,  abdominal  pain. 

enlarged 

weakness 

Kleeman,  Tuttle, 

1958 

1 

56 

M 

N 

Anorexia,  weight  loss. 

Hyperthyroidism  readily 

2 X 

and  Bassett15 

epigastric  “soreness,” 

diagnosed 

pruritus 

Epstein,  Freedman, 

1958 

1 

25 

M 

W 

Fatigue,  headache,  nerv- 

Mental changes,  gyneco- 

Diffusely 

and  Levitin16 

ousness,  vomiting, 

mastia 

enlarged 

weight  loss 

Bauman  and  Rosen 

1963 

1 

53 

F 

N 

Anorexia,  nausea,  vomit- 

Diarrhea,  huge  weight 

2 X 

ing,  severe  weakness,  loss,  recurrent  hyper- 
inability to  walk  calcemia  with  and 


without  symptoms 


* W = white;  N = Negro, 
t N.R.  = not  recorded. 

**  Normal  values,  9.2  to  10.4  mg.  per  100  ml. 


Table  I summarizes  the  clinical  and  lab- 
oratory data  in  this  case. 

Comment 

Although  it  is  not  clear  why  a serum 
calcium  level  was  requested  initially,  it  is 
likely  that  hypercalcemia  had  been  con- 
sidered in  the  differential  diagnosis  of  in- 
tractable gastrointestinal  symptoms.  Even 
retrospective  analysis  of  cases  of  proved 
hyperparathyroidism  has  failed  to  reveal 
the  rationale  for  obtaining  the  first  serum 
calcium  level. 20  Significant  numbers  of 
hypercalcemic  disorders  may  be  found  on 
screening  a random  population.21  Among 
the  causes  of  hypercalcemia  are  neoplastic 
invasion  of  the  parathyroid  bone,  hormone- 
like action  of  certain  neoplasms,  sarcoidosis, 
milk  alkali  syndrome,  hypervitaminosis  D, 
administration  of  excessive  quantities  of 


sex  hormones  (male  or  female),  steroid 
withdrawal,  hyperparathyroidism,  and 
hyperthyroidism.910  Inasmuch  as  the  pa- 
tient’s symptoms  were  thought  to  be  due 
primarily  to  hypercalcemia,  the  work-up 
was  directed  toward  clarification  of  this 
process.  When  the  serum  calcium  level  was 
found  to  be  14.4  mg.  per  100  ml.  and  in- 
sufficient evidence  was  present  to  support 
the  other  causes  of  hypercalcemia,  hyper- 
parathyroidism was  favored.  Renal  func- 
tion and  calculi  formation  were  assessed 
with  intravenous  pyelography,  a procedure 
which  proved  to  be  of  striking  therapeutic 
as  well  as  unexpected  diagnostic  value. 
Large  amounts  of  iodine  or  iodide  would  not 
be  expected  to  produce  normocalcemia  in 
subjects  with  hyperparathyroidism  but  could 
do  so  in  subjects  with  hyperthyroidism. 
Within  a few  days  the  patient’s  symptoms 
had  improved,  and  the  serum  calcium  level 
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Table  II  continued 


Serum  Calcium 
(Mg.  per  100  ml.) 
Before  After 

Treat-  Treat- 
ment ment 

Serum 
Inorganic 
Phosphorus 
(Mg.  per 
100  ml.) 
Before  After 
Treat-  Treat- 
ment ment 

Alkaline 

Phosphatase 

(Bodansky 

Units) 

Before  After 
Treat-  Treat- 
ment ment 

Treatment 

Comment 

17.7 

10.3 

4.2 

3.8 

3.4 

N.R.t 

Propylthiouracil 

First  reported  case  of  symptomatic  hypercalcemia 
with  hyperthyroidism.  Diagnosis  established 
during  fourth  hospitalization. 

13 . 7 to 
18 

9.6 

2. 8 to 
4 

4 

2. 9 to 
3.2 

4.9 

J 131 

Suggestive  thyroid  storm  following  negative  neck 
exploration  for  parathyroid  tumor  first  real  clue 
to  basic  disease.  No  recurrence  of  hypercal- 
cemia with  exacerbation  of  hyperthyroidism. 

11.2  to 
19.9 

10.9 

5 . 2 to 
5.7 

3.9 

3.7  to 
5.2 

N.R. 

Subtotal  thyroid- 
ectomy; I131 

Differential  diagnosis  included  infection,  lymphoma, 
and  so  forth.  Normal  parathyroids  at  surgery. 
Unexplained  persistence  of  hypercalcemia  (11.8 
to  12.1)  for  one  month  before  return  to  normal. 
No  recurrence  of  hypercalcemia  after  return  to 
normal  despite  mild  recurrent  thyrotoxicosis. 

13 . 2 to 
16.9 

10.6 

3 to 
3.6 

3 to 
3.4 

5 .9  to 
11.3 

N.R. 

Subtotal  thyroid- 
ectomy; I131 

Two  normal  parathyroids  identified  at  surgery. 
Difficult  diagnosis  due  to  significant  independent 
illnesses. 

10 . 8 to 
11.2** 

9.6 

4.4  to 
3.8 

4.4 

N.R. 

N.R. 

Right  lobectomy; 
subtotal  left 
lobectomy 

Follicular  and  adenocarcinoma  of  thyroid  plus  hy- 
perplasia. Two  parathyroids  devascularized  dur- 
ing surgery  and  a third  identified. 

11.7  to 
14.2 

10.5 

3 . 7 to 
4.1 

Nor- 

mal 

Nor- 

mal 

Nor- 

mal 

1131 

No  recurrence  of  hypercalcemia  with  recurrence  of 
thyrotoxicosis. 

11.3  to 
13.6 

9.9 

3.9 

3. 2 to 
4.9 

4 . 7 to 
5.2 

N.R. 

1131 

Hyperthyroidism  recurred  but  not  hypercalcemia. 
Balance  studies  performed.  High  phosphate  diet 
appeared  to  cause  reversion  to  normocalcemia, 
improved  calcium  and  phosphorus  balances. 

15.8  to 
11.5 

10 . 9 to 
10.3 

4 . 5 to 
2.1 

2 . 5 to 
3 

3.9 

19  4 to 
7.4 

I131;  surgery 

Renal  biopsy  disclosed  calcinosis  and  scarring. 
Improvement  in  renal  function  after  euthyroid. 
Parathyroids  normal  at  surgery.  Calcium  11.5 
mg.  two  months  after  surgery.  Rebound  of 
inhibited  parathyroid  function? 

14.4 

10  to 
10.5 

3.3 

2.7 

7 to 
14 

14  to 
10.5 

I131;  propylthio- 
uracil; meth- 
imazole 

Dramatic  improvement  in  strength;  ambulatory. 
Recurrent  hypercalcemia  (see  text  for  details). 

had  fallen  to  normal  without  invalidating  the 
radioiodide  tracer  studies.  In  “hot”  hyper- 
thyroid subjects,  iodide  metabolism  is 
stepped  up  sharply,  and  diagnostic  tracer 
studies  may  be  helpful  as  soon  as  twenty- 
four  to  forty-eight  hours  following  massive 
doses  of  stable  iodide  or  iodine.22  Contrary 
to  reports  in  the  literature,1623  no  renal 
impairment  was  observed  in  this  patient 
despite  longstanding  hypercalcemia. 

On  occasion  anorexia,  nausea,  vomiting, 
dehydration,  apathy,  and  severe  muscular 
weakness  may  occur  in  conjunction  with 
hyperthyroidism.24  Diarrhea  is  the  one 
symptom  that  might  have  suggested  that 
hypercalcemia  due  to  hyperparathyroidism 
was  not  the  whole  story  in  this  patient,  inas- 
much as  constipation  is  usually  observed  in 
the  presence  of  an  excessive  concentration 
of  blood  calcium.9-10  Unexplained  is  the 
absence  of  diarrhea  in  all  previous  hyper- 


thyroid subjects  with  symptomatic  hyper- 
calcemia. 

In  7 of  the  8 previous  cases,  prompt 
normocalcemic  levels  were  attained  fol- 
lowing restoration  to  euthyroidism,  even 
though  thyrotoxicosis  recurred  in  4 pa- 
tients. In  a case  of  Rose  and  Boles,12 
the  serum  calcium  remained  elevated  for  one 
month  after  surgery  before  returning  to 
normal.  In  the  present  case,  severe  gastro- 
intestinal distress  was  present  in  April  and 
again  in  October,  1962,  when  calcium  levels 
were  14.4  mg.  and  11.4  mg.  per  100  ml., 
respectively,  but  not  in  March,  1963,  when 
the  calcium  concentration  was  12.4  mg.  per 
100  ml.  On  all  three  occasions  hypercal- 
cemia was  present  with  overt  thyrotoxicosis 
and  receded  when  the  primary  condition 
was  corrected. 

Recurrent  hypercalcemia,  symptomatic 
or  asymptomatic,  has  not  been  previously 
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reported  in  association  with  recurrent 
thyrotoxicosis. 

Review  of  reported  cases  (Table  II) 

Age,  sex,  and  race.  The  ages  of  the  9 
patients  ranged  from  twenty-five  to  fifty- 
eight  years:  One  patient  was  twenty-five, 
2 in  their  thirties,  2 in  their  forties,  and  the 
rest  in  their  fifties.  There  were  5 males  and 
4 females,  indicating  a disproportionately 
large  group  of  males  considering  the  preva- 
lence of  thyrotoxicosis  in  females.  Four  of 
the  patients  were  Negro  and  5 Caucasian. 
The  group  consisted  of  4 white  males,  3 
Negro  females,  1 white  female,  and  1 Negro 
male. 

Symptoms.  In  all  subjects  the  striking 
features  consisted  of  anorexia,  nausea, 
vomiting,  severe  weakness,  and  weight  loss. 
Only  in  the  present  case  was  diarrhea  pres- 
ent. The  gastrointestinal  symptoms  usually 
lasted  from  several  weeks  to  several  months. 
Features  of  hyperthyroidism  were  usually 
obscured.  The  patient  of  Stanley  and 
Fazekas11  had  been  hospitalized  on  three 
previous  occasions  because  of  bowel  and 
other  complaints.  In  the  Rose  and  Boles12 
series  of  3 patients,  1 was  regarded  as  a 
case  of  acute  hyperparathyroidism.  Only 
after  an  exploration  of  the  neck  showed 
negative  findings  and  a possible  thyroid 
storm  was  recognized  in  the  postoperative 
period  was  a therapeutic  trial  of  Lugol’s 
solution  given.  In  another  case  the  ab- 
dominal problem  was  so  severe  that  peri- 
tonitis was  suspected.  Their  third  case  was 
confused  by  the  coexistence  of  severe  anemia 
due  to  a rectal  polyp  and  uterine  fibroids. 
Severe  mental  changes  regularly  occur  in 
hypercalcemia,  and  5 of  the  patients  ex- 
hibited mental  changes12-14;  these  were 
reversible  with  improvement  in  the  hyper- 
thyroid state.  Severe  muscular  weakness 
and  atrophy  were  invariably  present. 

Characteristics  of  the  thyroid  gland. 
In  4 patients  the  thyroid  gland  was  not  en- 
larged or  slightly  enlarged  at  the  onset 
of  observation,  and  in  5 cases  the  thyroid 
was  about  twice  normal.  Thyroid  size  may 
have  been  exaggerated  in  some  of  the  cases 
because  of  severe  weight  loss.  No  bruit  was 
present  over  any  of  the  glands. 

Blood  chemistries.  The  initial  values 
ranged  from  11.2  to  19.9  mg.  per  100  ml. 
for  calcium  and  2.1  to  5.2  mg.  per  100  ml. 


for  phosphorus.  Control  of  the  hyperthy- 
roidism witnessed  reversion  to  normal  values 
of  9.6  to  10.5  mg.  for  calcium  and  3.2  to  4.9 
mg.  for  phosphorus.  An  explanation  for 
persistent  hypercalcemia  for  one  month  in 
one  subject  following  thyroidectomy12  after 
inspection  of  normal  parathyroid  glands  is 
not  apparent  unless  a parathyroid  tumor 
was  present  but  became  infarcted13  as  a 
result  of  inadvertent  disruption  of  the  blood 
supply.  Rebound  hypercalcemia  due  to 
resumption  of  parathyroid  hormone  secre- 
tion would  be  another  explanation  for 
transitory  elevation  of  the  calcium  level 
after  removal  of  excess  thyroid  hormone. 
In  subjects  who  have  undergone  para- 
thyroidectomy, thyroid  hormone  may  raise 
the  serum  calcium  level,7  a phenomenon 
not  normally  seen  when  parathyroid  glands 
remain  intact.17-  25  Hypercalcemia  usually 
suppresses  parathyroid  hormone  release, 
causing  migration  of  calcium  back  into  the 
bone,  restoring  normocalcemia,  and  in- 
creasing renal  clearance  of  calcium.26- 27 
Kyle  et  al .28  found  less  decrease  in  phosphate 
clearance  in  patients  with  sarcoidosis  and 
pulmonary  carcinoma  compared  with  normal 
persons  and  suggested  that  normal  parathy- 
roid glands  may  be  relatively  unresponsive 
to  persistent  hypercalcemia.  Although  se- 
rum phosphorus  levels  may  not  be  con- 
sistently low  in  hypercalcemia  of  hyper- 
thyroidism, extremely  low  value  may  occa- 
sionally be  encountered  and  hasten  a 
negative  surgical  exploration  of  the  neck.16 

Assuming  an  upper  limit  of  4.5  Bodansky 
units,  elevations  were  seen  in  4 subjects 
prior  to  treatment  of  hyperthyroidism.  In 
3 out  of  4 patients  in  whom  alkaline  phos- 
phatase levels  were  recorded  during  their 
return  to  euthyroidism,  the  values  were 
significantly  elevated,  suggesting  that  while 
osteoblastic  activity  is  observed  during 
thyrotoxicosis,  stimulation  is  even  greater 
as  bone  repair  proceeds  in  subjects  recovering 
from  hyperthyroidism,  at  which  time  nitro- 
gen, calcium,  and  phosphorus  balances  are 
markedly  positive.  Hyperalkaline  phos- 
phatasemia  may  be  due  to  impaired  hepatic 
function,  but  this  would  not  explain  rises 
during  the  healing  phase  of  the  disease. 

Renal  function.  Persistent  hypercal- 
cemia may  produce  either  reversible  or  ir- 
reversible renal  damage.16-27  Inability  to 
concentrate  urine  is  frequently  seen.  The 
renal  biopsy  of  the  patient  of  Epstein,  Freed- 
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man,  and  Levitin16  revealed  permanent 
kidney  damage  in  the  form  of  calcinosis  and 
scarring.  Nevertheless,  improvement  oc- 
curred when  hypercalcemia  and  hyper- 
thyroidism were  corrected;  the  improvement 
probably  resulted  from  restoration  of  enzy- 
matic activity  required  for  renal  tubular 
resorption  and  hypertrophy  of  the  remaining 
nephrons  rather  than  from  dissolution 
of  calcium  deposits.  A random  specimen 
of  urine  in  our  patient  when  she  was  de- 
hydrated had  a specific  gravity  of  1.023  and 
a 1 plus  albumin  which  subsequently  dis- 
appeared. The  blood  urea  nitrogen  was 
normal  (18.8  mg.  per  100  ml.).  No  abnor- 
malities in  renal  function  have  been  noted 
since. 

Blood  count.  Epstein,  Freedman,  and 
Levitin16  called  attention  to  low  hemo- 
globin values  in  the  first  5 cases11*1216  in  the 
range  of  7.2  to  9.5  Gm.  per  100  ml.  Sub- 
sequently, values  of  11  to  12  Gm.  per  100  ml. 
were  reported,15  and  Pribek  and  Meade14 
noted  normal  hemo  graphic  findings  in  their 
patient.  In  the  present  case  the  hemo- 
globin was  15  Gm.  per  100  ml.  on  admission 
but  fell  to  9 Gm.  per  100  ml.  on  rehydration. 
Recent  values  have  been  in  the  neighbor- 
hood of  12  Gm.  per  100  ml. 

Diagnosis.  With  the  exception  of  the 
patients  reported  by  Kleeman,  Tuttle,  and 
Bassett15  and  Epstein,  Freedman,  and  Levi- 
tin,16 the  patients  all  presented  rather  dis- 
concerting diagnostic  problems.  Asthenia, 
weakness,  cachexia,  and  gastrointestinal  dis- 
turbances predominated.  Diagnostic  possi- 
bilities included  hyperparathyroidism,  lym- 
phoma, and  cryptogenic  infection.  Repeated 
hospital  admissions  occurred11  and  sur- 
gery12* 16  performed  before  the  correct 
diagnosis  was  suspected.  Once  hyper- 
thyroidism was  considered,  little  difficulty 
was  encountered  in  amassing  sufficient 
clinical  and  laboratory  data  to  support  this 
diagnosis  which  was  then  readily  established. 
Radioactive  iodine  studies,  protein-bound 
iodine  levels,  and  rate  of  oxygen  consump- 
tion invariably  indicated  that  hyper- 
thyroidism was  present. 

Association  of  hyperthyroidism  with 

OTHER  ENDOCRINOPATHIES  AND  MYASTHENIA 
gravis.  The  association  of  hyperpara- 
thyroidism and  hyperthyroidism  occurs 
about  twice  as  frequently  as  symptomatic 
hypercalcemia  associated  with  hyperthyroid- 
ism, 16  cases  of  the  former  appearing  in  the 


literature . 2 9 ~ 3 1 Thirteen  cases  of  Addison’ s 
disease  and  hyperthyroidism  have  been 
reported.32  Chronic  thyrotoxic  myopathy 
and  myasthenia  gravis  may  present  diag- 
nostic difficulties  especially  since  both  may 
be  present  in  the  same  patient.33*34  Only 
1 case  of  hyperthyroidism  and  idiopathic 
hypoparathyroidism  has  been  described.35 

Treatment.  In  the  absence  of  precise 
diagnosis,  treatment  is  usually  ineffective. 
Disappearance  of  symptoms  attributable 
to  hypercalcemia  may  be  seen  soon  after  the 
initiation  of  antithyroid  therapy.  Thyroid 
blockers  (propylthiouracil,  2-mercapto-im- 
idazole),  therapeutic  I131,  large  doses  of 
stable  iodide,  and  surgery  are  all  effective 
means  of  therapy. 

When  the  patient  of  Kleeman,  Tuttle, 
and  Bassett15  received  a high  phos- 
phate diet,  the  serum  calcium  value  re- 
turned to  normal.  In  addition,  both  cal- 
cium and  phosphorus  balances  improved,  the 
latter  actually  becoming  positive.  A direct 
effect  on  bone  was  postulated.  Unfor- 
tunately, there  is  no  mention  of  its  effects 
on  other  laboratory  or  clinical  features 
of  the  thyrotoxicosis.  It  would  also  be 
interesting  to  observe  the  possible  benefit  of 
a high-phosphate  diet  in  other  hypercalcemic 
situations. 

The  present  case  indicates  that  hypercal- 
cemia, with  and  without  symptoms,  may 
recur  with  exacerbations  of  hyperthyroidism. 

Summary 

A ninth  case  of  symptomatic  hyper- 
calcemia due  to  thyrotoxicosis  is  presented 
in  a fifty-three-year-old  Negro  female. 
Unique  findings  consisted  of  recurrent 
hypercalcemia  with  recurrent  hyperthyroid- 
ism. On  two  occasions  the  usual  gastro- 
intestinal manifestations  of  hypercalcemia 
were  present,  but  on  a third  the  hypercal- 
cemia was  asymptomatic.  By  abolishing 
the  hypercalcemia  and  symptoms  due  to 
hypercalcemia  with  inorganic  iodide  re- 
ceived during  intravenous  urography,  the 
basic  disorder  was  obviously  hyperthyroid- 
ism and  not  hyperparathyroidism.  Effective 
control  of  the  hyperthyroidism  resulted 
in  reversion  of  calcium  values  to  normal. 
The  8 previously  reported  cases  are  reviewed. 
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X he  problem  of  allergy  is  a growing  one. 
According  to  the  results  of  an  extensive  sur- 
vey completed  in  1961,*  at  least  one  fifth  of 
all  the  children  in  the  United  States  have 
major  allergic  disease,  that  is,  bronchial 
asthma,  perennial  allergic  rhinitis,  seasonal 
pollinosis,  or  infantile  allergic  dermatitis. 
As  if  that  is  not  bad  enough,  less  than  half 
of  these  children  receive  adequate  treatment 
for  their  disease. 

Most  allergy  appears  first  in  childhood. 
It  is  easier  to  control  in  these  early  stages, 
but  it  is  also  more  difficult  to  diagnose. 
Many  of  the  common  ills  of  childhood — 
croup,  colic,  head  colds,  urticaria,  bouts  of 
coughing  or  sneezing,  bronchitis,  and  stom- 
ach ache — may  actually  be  the  first  mani- 
festations of  chronic  allergic  disease.  Al- 
lergy is  a great  masquerader.  It  may  ap- 
pear in  any  or  all  of  a number  of  guises. 
It  may  disappear  and  not  return  for  years. 
It  is  worthy  of  our  best  medical  thinking. 

Signs  and  symptoms 

There  are  relatively  few  clear-cut  signs 
of  allergy,  but  there  are  two  factors  which 
always  warrant  a high  degree  of  suspicious 
investigation.  The  first  of  these  is  wheez- 
ing, and  the  second  is  recurrence  or  chronic- 
ity  of  symptoms. 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Allergy,  February  13,  1964. 

* Appel,  S.  J.,  Szanton,  V.  L.,  and  Rapaport,  H.  G.: 
Survey  of  allergy  in  a pediatric  population,  Pennsylvania 
M.  J.  64:  621  (May)  1961. 


two  important  factors  in  identification  of 
the  allergic  child  are  wheezing  and  recurrence 
or  chronicity  of  symptoms.  Other  factors 
are  given  certain  values  in  the  author's 
Allergic  Index.  The  diagnosis  is  based  on  a 
thorough  allergic  history,  physical  examina- 
tion, and  tests,  of  which  the  scratch  test  is  the 
most  commonly  used.  Other  skin  tests  in- 
clude intradermal  and  patch  tests,  and  oph- 
thalmic and  provocative  tests  may  be  used 
under  certain  circumstances. 


The  child  with  wheezing  should  always 
be  investigated  fully  for  allergy,  even  if  the 
wheezing  is  associated  undeniably  with  upper 
or  lower  respiratory  infection.  The  weight 
of  evidence  today  indicates  that  wheezing, 
whatever  its  supposed  cause,  is  a manifesta- 
tion of  allergy. 

Repetition  or  chronicity  of  symptoms 
may  also  point  clearly  to  the  presence  of 
allergy.  A parent  often  will  remark  that 
symptoms  persist  for  inordinately  long 
periods  or  that  they  recur  over  and  over,  de- 
spite all  attempts  at  prophylaxis  or  relief. 
This  usually  can  be  traced  either  to  a con- 
tinuing etiologic  factor,  such  as  pollen  or  a 
specific  food,  or  to  the  inadequacy  of  pal- 
liative medications  such  as  nose  drops  or 
cough  medicines. 

Allergy  has  been  defined  as  altered  or 
abnormal  reactivity.  It  can  manifest  itself 
literally  in  any  organ  system  of  the  body, 
although  in  actuality  it  occurs  most  often  in 
those  systems  that  are  exposed  most  fre- 
quently to  foreign  substances:  the  respira- 
tory tract,  the  skin,  and  the  gastrointestinal 
tract. 

Precisely  what  are  the  early  manifesta- 
tions of  allergy?  In  an  attempt  to  answer 
this  question,  I have  developed  the  Allergic 
Index,  a list  of  clinical  conditions  and  other 
factors  which  may  be  symptomatic  of  allergy 
(Table  I).  Each  factor  has  been  given  a 
numerical  weight,  based  on  its  relevance  to 
the  total  picture  of  allergy,  relation  to  other 
symptoms,  and  so  on.  A total  of  5 or  more 
units  for  any  individual  patient  indicates 
the  necessity  for  a thorough  allergic  diagnos- 
tic study.  A few  minutes  of  studying  the 
Allergic  Index  will  familiarize  one  with  the 
common  and  uncommon  early  clinical  mani- 
festations of  allergy. 

Once  the  suspicion  of  allergy  is  present, 
there  are  a number  of  logical  steps  to  be 
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TABLE  I.  Allergic  Index 


Symptom 

Unit 

Weight* 

Heredity 

Bilateral  inheritance 

2 

Unilateral  inheritance 

1 

Bronchial  asthma 

5 

Colic 

1 

Chronic  gastroenteritis  of  allergic  eti- 
ology 

1 

Infantile  allergic  dermatitis 

3 

Asthmatic  bronchitis:  see  Bronchial 

asthma 

Tonsillectomy  and  adenoidectomy 
twice  or  more 

3 

Pollinosis 
One  season 

2 

Two  or  more  pollinosis  seasons 

3 

Recurrent  upper  respiratory  infections 

1 

If  associated  with  perennial  allergic 
rhinitis  or  seasonal  repetition 

2 

Perennial  allergic  rhinitis 

2 

Chronic  allergic  cough  (repeated  tra- 
cheobronchitis) 

2 

Intermittent  hearing  loss 

1 

Allergic  conjunctivitis 

1 

Croup,  recurrent 

1 

Bronchiolitis,  two  or  more  episodes 

1 

Paroxysmal  sneezing 

1 

Urticaria 

1 

Tracheal  clearing,  recurrent 

y2 

Visceral  pain  syndromes,  including 
pylorospasm 

V* 

Drug  allergy,  including  Henoch’s  pur- 
pura 

Vt 

Migraine 

V* 

Epistaxis,  recurrent 

72 

Idiopathic  hematuria 

V* 

Canker  sores 

72 

* When  the  “unit  weight”  of  symptoms  totals  5 or  more 
units,  experience  has  indicated  that  the  patient  should  undergo 
an  allergic  investigation.  Any  of  these  symptoms,  even 
though  given  a relatively  low  unit  value  in  the  Allergic  Index, 
may  of  and  by  itself  indicate  a significant  allergy,  requiring 
appropriate  study  and  treatment,  if  it  manifests  itself  to  a 
severe  degree  or  if  it  tends  to  recur  with  frequency. 

taken  in  determining  the  specific  nature  of 
the  illness.  These  are  a complete  history,  a 
physical  examination,  and  various  testing 
procedures. 

History 

A thorough  allergic  history  concerns  itself 
not  only  with  details  of  any  previous  episodes 
that  may  have  been  allergic,  but  also  with 
facts  pertaining  to  the  presence  of  allergy  in 
other  members  of  the  family:  history  of  colic, 
croup,  rash,  and  so  forth;  untoward  re- 
actions to  foods,  animals,  plants,  drugs, 
and  so  forth;  and  the  results,  positive  or 
negative,  of  previous  treatments. 

Leading  questions  should  be  asked  during 


the  history-taking.  Such  questions  are 
based  on  knowledge  of  the  nature  of  allergic 
disease  and  may  help  significantly  in  arriving 
at  a correct  diagnosis.  For  example,  is 
there  a seasonal  pattern  in  the  symptoms: 
Can  they  be  related  to  a pollen  season,  to 
severe  fluctuations  in  the  pollen  count,  or  to 
spring  housecleaning?  Is  there  a geographic 
pattern:  Do  symptoms  appear  only  when 
the  child  is  at  summer  camp  or  when  he  is  at 
home  but  not  when  he  is  in  the  mountains 
or  at  the  shore?  Are  there  any  strong  food 
dislikes?  Do  specific  foods  seem  to  cause 
diarrhea,  heartburn,  gastrointestinal  dis- 
tress, or  rash  or  edema?  Is  there  anything 
unusual  in  the  child’s  sleeping  habits:  Does 
he  need  to  be  propped  up  with  pillows 
to  sleep  without  respiratory  problems? 
Does  he  get  short-winded  easily? 

Physical  examination 

In  addition  to  a thorough  allergic  history, 
a close  look  at  the  patient  may  reveal  many 
indications  of  the  chronic  or  recurrent  symp- 
toms of  allergy.  The  presence  of  a rash  or 
evidence  of  scratching  can  be  revealing. 
The  so-called  “allergic  salute,”  in  which  the 
tip  of  the  nose  is  pushed  up  with  the  palm 
of  the  hand  or  with  a finger,  is  a common  and 
effective  means  of  temporarily  increasing 
the  patency  of  a stuffy  nose.  The  nasal  | 
fold,  or  wrinkle,  is  evidence  of  prolonged  use 
of  the  “allergic  salute”  to  compensate  for 
impaired  breathing  capacity.  Another  com-  i 
mon  means  of  compensation  is  mouth- 
breathing. Constant  clearing  of  the  throat, 
dry  lips,  reddened  eyes,  vernal  catarrh,  and 
short-windedness  all  are  readily  noticeable 
and  may  indicate  an  allergic  condition. 

Tests 

There  are  a number  of  specific  tests  de- 
signed to  clarify  an  allergic  situation;  most 
physicians  have  had  experience  with  at  least 
some  of  them.  The  most  widely  known,  and 
the  first  to  use,  are  the  skin  tests. 

The  safest  and  most  commonly  used  of 
the  three  types  of  skin-testing  procedures  is 
the  scratch  test,  in  which  a minimal  amount 
of  a specific  allergen  is  introduced  with  a 
vehicle  into  a small  scratch  in  the  skin, 
usually  in  the  forearm.  Although  there  are 
hundreds  of  possible  antigens,  it  is  not  usu- 
ally necessary  to  use  all  of  them,  since  the 
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history,  the  presenting  symptoms,  and  en- 
vironmental factors  almost  always  will 
tend  to  limit  the  number  of  possible  trigger- 
ing elements. 

A scratch  test  with  positive  results  will 
give  an  erythematous  or  whealing  reaction 
or  both  within  fifteen  minutes.  Adequate 
controls  should  be  used  with  each  series  of 
scratch  tests  to  be  certain  that  the  reaction 
is  not  to  the  vehicle.  In  addition,  it  should 
be  remembered  that  about  10  per  cent  of  the 
population  have  dermographically  reactive 
skin. 

The  other  two  types  of  skin  tests  are  the 
intradermal,  in  which  concentrated  antigen 
is  injected  into  the  folds  of  the  skin,  and  the 
patch  test,  in  which  the  antigen  is  left  in 
contact  with  the  intact  skin,  with  a suitable 
control,  for  a period  of  twenty-four  hours. 
The  intradermal  test  should  be  used  onty 
when  a scratch  test  to  that  specific  antigen 
has  shown  negative  results;  intradermal 
tests  entail  the  risk  of  anaphylactic  reactions 
and  must  be  used  with  caution. 

Skin  tests  are  definitive  and  invaluable  in 
an  investigation  and  identification  of  allergic 
disease,  but  all  positive  skin  responses  do  not 
necessarily  relate  to  the  presenting  clinical 
symptoms.  A positive  skin  reaction,  es- 
pecially in  a child,  may  indicate  either  past 
or  present  sensitization,  and  a positive  skin 
test  in  the  absence  of  past  or  present  symp- 
toms may  indicate  a potential  future  clinical 
allergy.  Children  between  the  ages  of  two 
and  five  years  commonly  show  positive 
reactions  to  skin  tests  for  pollens  without 
exhibiting  any  symptoms  in  the  pollen 
season.  The  majority  of  such  children 
develop  symptoms  within  two  years.  This 
has  led  to  increased  use  of  hyposensitization 
on  a prophylactic  basis  with  a considerable 
degree  of  success. 

The  results  of  skin  tests  must  be  correlated 
with  clinical  symptoms  and  the  patient’s 
history  if  one  is  to  arrive  at  a correct  assess- 
ment of  the  condition  and  plan  a successful 
program  of  management. 

In  addition  to  skin  tests,  an  ophthalmic 
test  may  be  used  to  determine  pollen  sensi- 
tivity, but  only  after  a scratch  test  of  the 
same  antigen  has  shown  negative  results. 
In  this  procedure,  a small  amount  of  antigen 
is  dropped  into  one  eye,  and  the  reaction, 
if  any,  is  compared  with  a control  done 
simultaneously  in  the  other  eye. 

Provocative  tests  may  also  be  used  under 


certain  circumstances.  In  these  a suspected 
antigenic  element  is  fed  to  the  patient, 
if  a food,  or  insufflated  cautiously,  if  an  in- 
halant, and  the  reaction  is  noted.  Extreme 
care  should  be  exercised  to  avoid  precipitat- 
ing a severe  reaction  during  the  course 
of  such  tests.  The  immediate  availability 
of  injectable  epinephrine  can  be  lifesaving  in 
the  event  of  a severe  systemic  reaction, 
which  happens  not  infrequently. 

An  examination  of  nasal  smears,  stools, 
and  peripheral  blood  for  the  presence  of 
eosinophil  cells  can  sometimes  be  of  diag- 
nostic help.  When  food  allergies  are  sus- 
pected, elimination  diets  may  prove  useful 
if  the  cooperation  of  the  patient  can  be 
secured. 

Sometimes,  despite  a thorough  history  and 
exhaustive  testing,  the  complex  interplay 
of  antigens,  emotions,  infectious  processes, 
and  other  contributory  etiologic  factors 
may  so  complicate  the  situation  that  a 
definitive  diagnosis  is  still  lacking.  In  these 
cases,  hospitalization  of  the  child  to  minimize 
outside  influences  and  permit  further  study 
within  a controlled  environment  may  be  of 
diagnostic  help. 

Conclusion 

Perhaps,  in  the  final  analysis,  it  would 
help  to  consider  the  problem  of  recognizing 
and  identifying  the  allergic  child  much  as  a 
geographer  might  look  at  a string  of  coral 
islands.  Just  as  he  is  interested  in  more 
than  the  shape  and  configuration  of  an  in- 
dividual peak,  so  must  we  be  interested  in 
more  than  just  the  nature  and  control  of  an 
individual  symptom.  The  geographer  is 
concerned  also  with  relations  between  the 
peaks,  relations  that  may  lie  totally  under 
water.  So  must  we  be  interested  in  connec- 
tions between  symptoms  and  how  one  may 
lead  to  another  and  relate  to  all  the  others. 
Most  important,  however,  is  the  fact  that 
the  geographer,  first  of  all,  must  recognize 
that  he  is  dealing  with  a chain  of  islands 
and  not  simply  a group  of  unrelated  pieces 
of  land.  This,  too,  is  our  task:  to  recognize 
that  allergic  disease  is  a single,  complex, 
chronic  condition  that  may  manifest  itself 
here  or  there  in  one  way  or  another,  but 
that  all  parts  relate  and  that  with  intensive 
seeking  we  can  find  the  relationships,  make 
the  proper  diagnosis,  and,  in  the  end,  learn 
to  control  its  disabling  effects. 
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In  the  half  century  since  allergy  first 
made  its  appearance  on  the  horizon  of 
medicine,  progress  in  understanding  its 
true  nature  has  been  painfully  slow.  Re- 
search has  gradually  added  to  our  knowl- 
edge, yet  immensely  more  remains  to  be 
learned.  In  some  instances  the  allergic 
manifestations  have  cleared  partially  or 
completely,  but  we  cannot  yet  say  that  we 
have  actually  corrected  the  fundamental 
tendency  to  develop  allergic  disease. 

Rackemann1*2  and  many  other  phy- 
sicians have  stressed  the  importance  of 
the  home  environment  in  which  the  patient 
lives.  Since  Tuft3  has  shown  that  in- 
halant allergens  are  significant  factors  in 
the  causation  of  atopic  dermatitis,  en- 
vironmental precautions  may  be  just  as 
important  in  the  treatment  of  allergic  skin 
disease  as  in  respiratory  allergy.  Any 
procedure  that  is  still  not  widely  practiced 
and  yet  substantially  helps  the  treatment  of 


allergic  disease  would,  therefore,  seem  most 
worth  while. 


Home  visits 

During  the  past  eleven  years  it  has  been 
our  custom  to  make  home  visits  wherever 
possible  on  all  patients  undergoing  investi- 
gations with  respect  to  allergies.  This 
procedure  has  been  so  valuable  to  us  that 
we  wish  to  summarize  our  experience  with 
approximately  2,000  visits. 

It  is  always  important  that  the  utmost 
cooperation  between  patient  and  physician 
be  obtained.  Better  insight  into  the  mean- 
ing of  environmental  control  can  be  ob- 
tained if  the  physician  takes  time  to  visit 
the  home  and  to  explain  to  the  family  as 
well  as  to  the  patient  how  his  suggestions 
should  be  followed.  We  have  found  that 
the  treatment  of  families  rather  than  indi- 
viduals produces  better  results. 

Amusing  things  are  sometimes  found. 
An  example  is  the  case  of  a patient  sensitive 
to  horse  dander  who  slept  with  a saddle 
under  the  bed.  An  asthmatic  patient’s 
bed  may  be  properly  protected,  but  a 
second  bed  often  is  found  in  the  same  room 
with  no  protection  at  all.  A few  plants 
in  a home  seem  harmless  if  they  are  free 
of  mold,  but  150  African  violets  were  found 
in  one  house.  The  wife  of  a feather- 
sensitive,  severely  asthmatic  patient  raised 
canaries,  of  which  more  than  50  lived  in  a 
room  adjoining  the  bedroom.  Recently, 
we  found  a davenport  cover  so  torn  that  the 
stuffing  was  seeping  out  into  the  room,  but 
the  patient  had  said  nothing  about  it 
during  the  office  consultation. 

The  value  of  home  visits  is  illustrated 
by  the  following: 

Case  1.  A thirteen-year- old  boy  had  a history 
of  severe  eczema  during  the  first  sixteen 
months  of  life.  The  eczema  went  into  com- 
plete remission  when  he  developed  severe 
asthma.  Passive  transfer  studies  were  done  at 
age  two,  after  which  instructions  as  to  environ- 
mental precautions  were  given,  and  various 
elimination  diets  and  medication  for  sympto- 
matic relief  were  prescribed.  When  he  was  be- 
tween the  ages  of  two  and  nine  his  symptoms 
were  quite  adequately  controlled.  The  asthma 
became  more  active  after  the  family  moved 
from  northern  New  York  State  to  a small  com- 
munity on  the  southern  border  near  Pennsyl- 
vania. He  was  started  on  active  immuniza- 
tion therapy  in  January,  1959,  but  developed 
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repeated  constitutional  reactions  and  ob- 
tained no  benefit  from  the  therapy  in  spite  of 
frequent  consultations  to  correct  these  re- 
actions. His  asthma  was  so  severe  that  hos- 
pitalization was  required  on  several  occasions. 
Following  the  last  hospital  stay  in  October, 
1961,  when  the  patient’s  weight  was  only  80 
pounds  and  his  condition  appeared  desperate, 
his  pediatrician  recommended  that  the  family 
move  to  Arizona  as  the  only  possible  chance  for 
his  survival.  Although  the  boy  lived  120  miles 
away,  it  was  decided  that  a fresh  approach 
through  a home  visit  was  badly  needed. 

A thorough  inspection  of  the  thirty-year-old, 
two-story  home  revealed  that  the  boy  was 
sleeping  in  a small  bedroom  on  the  first  floor 
immediately  opposite  a kerosene  space  heater 
located  in  the  living  room.  The  exhaust  fumes 
from  the  heater  blew  directly  into  his  bedroom 
8 feet  away.  In  spite  of  numerous  earlier  con- 
versations with  his  parents  it  was  not  discovered 
until  the  home  visit  was  made  that  they  used 
this  type  of  heating  system.  The  parents  were 
immediately  advised  to  move  the  patient  to  an 
upstairs  bedroom  and  to  install  a small  portable 
electrostatic  air  cleaner  to  remove  the  dust  and 
fumes. 

During  the  next  twelve  months  he  used  the 
upstairs  bedroom  with  the  electronic  filter  in 
operation  and  was  given  immunization  therapy 
by  his  mother  under  careful  supervision  to  avoid 
constitutional  reactions.  Since  then  he  has 
continued  to  progress  well,  has  gained  30 
pounds,  and  rarely  requires  medication  for 
symptomatic  relief.  Prior  to  the  home  visit 
he  was  dangerously  ill;  now  he  participates  in 
various  sports  and  is  essentially  well. 


Case  2.  A thirteen-year-old  girl  was  re- 
ferred for  treatment  after  she  moved  to  this 
area  from  the  midwest  so  that  she  might  con- 
tinue her  immunization  therapy  under  our 
supervision.  She  had  suffered  from  recurrent 
attacks  of  bronchial  asthma  since  she  was  three 
years  of  age  and  had  been  receiving  regular 
immunization  treatment  for  the  past  ten  years. 
In  spite  of  this  prolonged  therapy,  she  still 
required  the  daily  use  of  epinephrine  by  inhala- 
tion, together  with  other  types  of  antiasthmatic 
medications  and  frequent  antibiotics. 

The  family  had  moved  into  a fine,  new,  two- 
story  home  after  locating  in  this  area.  Her 
mother  had  assured  us  that  she  had  installed  all 
the  proper  types  of  dust  precautions  and  that 
it  would  be  a waste  of  time  to  make  a home 
visit.  Since  daily  symptoms  persisted,  after 
much  persuasion  the  mother  finally  permitted 
us  to  visit  the  home. 

The  patient  was  sleeping  in  a second  floor  bed- 
room on  foam  pillows  and  a foam  mattress. 
During  the  day,  several  stuffed  pillows  and 
stuffed  animals,  all  of  which  contained  well- 
known  allergens,  were  placed  on  the  bed. 
There  was  also  a large  overstuffed  chair  in  the 
room  and  a 12-  by  14-foot  wool  carpet  with  a 
rubber  pad  underneath.  We  therefore  im- 
mediately advised  the  parents  to  remove  the 


home  visits  are  one  of  the  most  valuable 
contributions  to  the  successful  treatment  of 
allergic  patients.  The  house  should  be 
examined  thoroughly  from  basement  to  attic 
so  that  appropriate  precautions  can  be  taken 
against  allergens.  The  importance  and  mean- 
ing of  environmental  control  should  be  ex- 
plained to  the  whole  family. 


stuffed  chair,  animals,  and  pillows  from  the 
bedroom  and  to  use  a small  washable  rug  in- 
stead of  the  carpet.  It  was  further  suggested 
that  they  obtain  a nonallergenic  encasing  for 
the  box  spring  underneath  the  foam  rubber 
mattress.  Now  that  these  procedures  have 
been  carried  out,  the  patient  no  longer  requires 
daily  medication  for  symptomatic  relief,  and 
her  mother  readily  admits  that  there  has  been  a 
very  significant  improvement  in  her  condition. 

Case  3.  A sixteen-year-old  girl  was  seen  for 
the  first  time  because  of  a severe  eczematoid 
dermatitis  covering  almost  half  of  her  body. 
The  severe  reaction  on  her  scalp  had  produced 
an  alopecia.  She  also  had  suffered  intermittent 
attacks  of  bronchial  asthma  for  many  years  but 
had  never  had  skin  tests  or  immunization 
therapy.  After  a passive  transfer  was  done, 
her  parents  were  advised  regarding  the  insti- 
tution of  elimination  diets,  environmental 
precautions,  and  active  immunization  therapy. 

Even  though  the  patient  lived  175  miles  away, 
it  was  decided  to  visit  the  home  to  make  certain 
that  no  causative  factors  had  been  overlooked. 
On  entering  the  fifty-year-old,  two-story  home, 
a strong  odor  of  oil  fumes  was  immediately  de- 
tected. After  careful  inspection,  it  was  dis- 
covered that  the  last  time  oil  had  been  delivered 
a considerable  amount  had  been  spilled  on  the 
dirt  floor  of  the  cellar  and  had  left  a strong 
residual  odor  permeating  the  house.  The  oil 
fumes  were  not  only  irritating  the  patient’s 
skin  by  direct  contact  but  were  also  causing 
an  aggravation  of  her  respiratory  allergy 
secondary  to  inhalation.  Interestingly  enough, 
when  one  had  been  in  the  house  for  several 
minutes,  the  odor  was  not  nearly  as  perceptible, 
and  neither  the  patient  nor  her  family  was 
aware  that  they  were  inhaling  the  fumes,  as 
they  apparently  had  become  so  accustomed  to 
the  odor. 

The  patient’s  family  was  advised  to  ask  their 
oil  company  to  spread  a chemical  on  the  cellar 
floor  to  neutralize  the  oil  and  stop  the  continu- 
ous discharge  of  fumes  throughout  the  house. 
This  suggestion  and  others  previously  mentioned 
were  followed,  and  the  patient  gradually  im- 
proved remarkably.  During  the  past  three 
years  she  has  had  almost  a complete  clinical  re- 
mission of  her  allergic  disease.  Without  the 
home  visit,  it  could  not  have  been  determined 
that  the  oil  fumes  were  constantly  aggravating 
and  perpetuating  both  her  allergic  skin  disease 
and  respiratory  disease. 
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Comment 

It  is  not  possible  to  detect  a musty, 
moldy  odor  by  asking  questions  in  the 
office  or  to  obtain  more  than  a rough 
idea  of  the  location  of  the  home  and  the 
type  of  living  quarters.  A few  minutes  in 
the  home  may  give  more  information  than 
an  hour  of  history-taking  in  the  office.  A 
home  visit  is  conducted  by  thoroughly 
examining  the  house  from  basement  to 
attic  and  looking  at  the  surrounding  grounds. 
Since  most  people  spend  nearly  a third  of 
their  lifetime  in  their  bedroom,  this  is  the 
most  important  room  to  examine.  Beds 
are  checked  to  see  if  pillows  and  mattresses 
are  of  the  nonallergenic  type  or  have  pro- 
tective zippered  encasings.  Because  of  the 
quantity  of  organic  allergens  usually  found 
in  the  living  room,  it  is  advisable  to  locate 
the  patient’s  bedroom  as  far  as  possible 
from  this  area. 

The  inspection  of  the  cellar  is  often 
rewarding.  Dampness  predisposes  to  the 
growth  of  molds,  and  a cement  floor  creates 
dust  which  can  be  overcome  by  painting 
with  a sealer  or  rubber-based  paint.  Often, 
discarded  stuffed  furniture  is  found  which 
the  patient  neglected  to  mention  during 
the  office  visit.  The  conglomeration  of 
odds  and  ends  which  sit  undisturbed, 
gathering  dust,  in  some  cellars  is  amazing. 
Individuals  may  be  classified  as  “throwers” 
or  “savers,”  and  it  is  the  latter  who  usually 
have  the  worst-looking  cellars.  Furnace 
pipes  and  cold  air  systems  should  be  cleaned 
by  strong  suction  each  summer  and  the 
filters  of  heating  units  changed  frequently 
throughout  the  winter. 

The  avoidance  of  animal  dander  in  cases 
in  which  a pet  may  be  an  important  cause  is 
a potentially  loaded  subject  familiar  to 
all  allergists.  When  the  danger  of  inhal- 
ing such  a potent  substance  day  after  day 
is  carefully  explained,  most  patients  will 
gradually  yield.  When  a pet  is  taken 
from  a child,  a harmless  replacement 
should  be  offered  to  lessen  the  emotional 
impact.  Stuffed  animals  and  toys  can 
be  replaced  by  nonallergenic  types  of  foam 
rubber  or  synthetic  fibers.  Stuffed  animals, 
toys,  blankets,  carpeting,  and  stuffed  furni- 
ture should  be  inspected.  We  advise  elimi- 
nation of  all  rugs  from  the  bedroom  and 
strongly  urge  that  all  felt  rug  pads,  which 
usually  contain  crude  cattle  hair,  be  re- 


moved from  the  house  and  rubber  pads 
substituted.  Ordinary  cosmetics  should  be 
kept  away  from  the  bedroom  area  and 
replaced  by  the  nonallergenic  variety.  We 
urge  that  wool  clothing  which  needs  protec- 
tion by  moth-repellent  chemicals  be  kept 
in  tightly  closed  plastic  bags  away  from 
the  sleeping  area. 

It  is  desirable  but  not  always  practical 
for  patients  to  dispose  of  stuffed  furniture 
which  contains  dust  from  the  breakdown  of 
cotton  and  other  vegetable  allergens.  We 
therefore  recommend  that  all  cloth-covered 
furniture  not  made  of  foam  rubber  or 
other  nonallergenic  materials  be  sprayed 
with  an  odorless  compound  that  forms  an 
emulsion  with  water  and  produces  an 
invisible  coating*  which  covers  the  small 
apertures  in  the  fabric  and  usually  lasts 
for  six  months  before  respraying  is  neces- 
sary. Unfortunately,  only  the  cushions 
generally  are  considered  when  the  term 
“foam  rubber”  furniture  is  used  by  sales- 
men, but  the  backs,  arms,  and  body  are 
usually  of  allergenic  materials.  This  can 
be  verified  by  checking  the  manufacturer’s 
tab  underneath.  Wool  rugs  throughout 
the  house  should  also  be  sprayed  to  hold 
down  the  lint  factor,  which  Prince4  has 
recently  stressed  as  a prominent  component 
of  that  complex  mixture  known  as  house 
dust.  Hale  and  Cawley5  recently  have 
reviewed  studies  on  the  origin  of  house 
dust,  particularly  in  relation  to  cotton 
linters,  and  they  append  a bibliography. 
They  state:  “As  a result  of  our  work, 

correlated  with  others,  we  feel  that  although 
house  dust  allergen  will  not  form  in  cotton 
linters  as  a result  of  age  alone  as  was 
suggested  by  Cohen  (Cohen,  Nelson,  and 
Reinarz6),  cotton  is  still  the  prime  source 
of  dust  allergen.”  Rugs  composed  solely 
of  chemical  fibers  such  as  nylon,  Aery lan, 
and  the  like  may  not  require  spraying.  Small 
cotton  rugs  should  be  washed  frequently 
in  the  home  washing  machine.  Light- 
weight curtains  of  cotton  or  Fiberglass  are 
preferable  to  heavy  drapes. 

These  procedures  may  seem  to  present  a 
formidable  list  that  necessarily  upsets  the 
routine  of  housekeeping,  but  they  should 
never  be  presented  in  a manner  which  will 
overwhelm  the  patient.  With  tact  and 

* Dust-Seal,  obtainable  from  L.  S.  Green  Associates,  160 
West  59th  Street,  New  York  19,  New  York. 
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patience  the  allergist  can  usually  succeed 
in  getting  the  patient  or  his  family  to 
take  the  necessary  precautions. 

We  firmly  believe  that  home  visits  are 
one  of  the  most  valuable  contributions  to 
the  successful  treatment  of  allergic  patients 
and  urge  all  physicians  to  employ  this 
procedure  more  often.  The  enhancement 
of  the  patient’s  response  to  allergic  therapy 
will  more  than  justify  the  additional  ex- 
penditures of  time  and  energy. 


Longevity  increasing 

Advances  in  medical  practice,  improvements 
in  environmental  sanitation,  and  a rise  in 
general  standards  of  living  have  helped  to  in- 
crease the  longevity  of  middle-aged  people  in 
most  areas  of  the  world,  according  to  statis- 
ticians of  Metropolitan  Life  Insurance 
Company. 

On  the  basis  of  a recent  study  on  expectation 
of  life  in  51  countries,  the  statisticians  found  that 
the  greatest  gains  in  expectation  of  life  for 
people  at  age  forty-five  occurred  in  areas  which 
previously  had  the  least  favorable  experience. 

This  was  true  in  Puerto  Rico,  for  example, 
where  the  remaining  lifetime  at  age  forty-five 
rose  from  24.7  years  in  1939-1941  to  31.9  years 
in  1960,  an  increase  of  more  than  seven  years 
within  two  decades. 

Almost  as  dramatic  was  the  progress  in  Spain, 
where  life  expectancy  rose  from  24.2  years  in 
1940  to  30.2  years  in  1960,  or  at  a rate  of  0.3 
years  per  annum.  Similar  gains  also  were 
experienced  in  Venezuela,  Mexico,  Ceylon,  and 
Guatemala. 

India  was  a notable  exception  to  the  general 
pattern,  the  statisticians  said.  In  that  country 
the  rise  in  expectation  of  life  at  age  forty-five 
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averaged  less  than  one  tenth  of  a year  annually 
over  the  twenty-year  period  since  1921-1931. 

Progress  also  has  been  relatively  slow  in  the 
United  States,  where  remaining  lifetime  at  age 
forty-five  rose  from  26.9  years  in  1939-1941  to 

29.6  years  in  1962,  an  increase  of  little  more 
than  one  tenth  of  a year  per  annum.  Such 
small  gains  were  recorded  also  in  most  of  the 
European  countries  and  in  New  Zealand  and 
Canada,  the  statisticians  noted. 

Although  the  international  differences  in 
survival  after  midlife  have  diminished  since 
World  War  II,  the  range  still  is  wide.  Ac- 
cording to  the  latest  available  data,  the  expecta- 
tion of  life  at  age  forty-five  ranges  from  a low  of 
about  eighteen  years  in  India  to  a high  of  thirty- 
two  years  in  Norway. 

Near  the  top  of  the  list  are  Puerto  Rico,  the 
Netherlands,  Sweden,  and  Israel,  where  the 
remaining  lifetime  of  midlife  is  at  least  thirty- 
one  years.  In  Canada  the  current  figure  is 

30.7  years,  the  same  as  that  in  the  Soviet  Union. 

At  the  other  extreme  are  the  countries  where 

expectation  of  life  at  age  forty-five  is  only  a 
little  above  India’s.  In  such  widely  separated 
areas  as  the  Congo,  Greenland,  and  Thailand, 
the  average  still  is  under  twenty-four  years,  or 
well  below  the  figure  for  the  United  States  a 
century  ago,  the  statisticians  said. 
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Ventricular  tachycardia,  a commonly 
occurring  cardiac  arrhythmia,  originates 
from  an  ectopic  focus  in  the  ventricular 
conducting  system.  It  can  occur  in  children 
or  adults  in  the  presence  or  absence  of 
demonstrable  heart  disease.1  Most  often  it 
occurs  in  association  with  coronary  artery 
atherosclerosis,  hypertensive  cardiovascular 
disease,  rheumatic  valvular  heart  disease, 
or  during  the  course  of  an  acute  myocardial 
infarction.2  It  has  been  precipitated  ac- 
cidentally by  cardiac  catheterization  or 
cardiac  surgery.  Thyro toxicosis,  congenital 
heart  disease,  and  the  Wolff- Parkinson- 
White  syndrome  contribute  an  occasional 
case.3 

Armbrust  and  Levine2  reported  a study  of 


107  cases  of  ventricular  tachycardia. 
Seventy-nine  (73  per  cent)  were  associated 
with  coronary  artery  atherosclerosis  or 
acute  coronary  artery  occlusions.  Thirteen 
patients  had  no  demonstrable  heart  disease. 
Nine  (8  per  cent)  were  associated  with 
rheumatic  valvular  heart  disease,  5 with  the 
Wolff- Parkinson- White  syndrome,  and  1 with 
congenital  heart  disease. 

Herrmann,  Park  and  Hejtmancik3  col- 
lected 59  cases.  Arteriosclerotic  heart  dis- 
ease caused  71  per  cent  and  rheumatic 
valvular  heart  disease  12  per  cent,  and  10 
per  cent  had  no  organic  heart  disease. 
Congenital  heart  disease  and  thyrotoxicosis 
made  up  the  remainder  of  the  series. 

It  is  well  known  that  digitalis  toxicity  will 
precipitate  ventricular  tachycardia.34 
Quinine  and  quinidine  have  been  reported  as 
causative  agents.4-7  Procainamide,  co- 
caine, and  other  drugs  have  been 
implicated.7  8 

In  normal  individuals,  attacks  may  be 
produced  by  emotional  stress,  exercise, 
alcoholic  excess,  or  smoking.2 

Although  the  probable  diagnosis  of  ven- 
tricular tachycardia  can  be  made  from  the 
patient’s  history  and  physical  examination, 
the  electrocardiographic  tracing  shows  the 
characteristic  configuration.  The  QRS  de- 
flections in  the  standard  and  precordial 
leads  are  widened,  notched,  and  occur  at  a 
rate  of  180  to  250  per  minute.  The  slower 
auricular  P waves  are  superimposed  on  the 
ventricular  complexes  (Fig.  1).  Ventricular 
tachycardia  must  be  differentiated  from 
ventricular  fibrillation,  supra ventricular 
tachycardia,  and  auricular  flutter  with 
atrioventricular  block. 

Symptoms  follow  immediately  after  the 
onset  of  the  arrhythmia.  Most  prominent 
are  fainting,  weakness,  palpitations,  anginal 
pain,  dyspnea,  or  pulmonary  edema.9  The 
physical  manifestations  include  a state  of 
shock  (due  to  inadequate  cardiac  output) 
with  marked  fall  in  blood  pressure,  absence 
of  radial  pulse,  distant  heart  sounds  which 
appear  as  a single  sound,  and  visible  jugular 
venous  pulse  waves. 

The  immediate  prognosis  for  the  successful 
termination  of  attacks  of  ventricular  tachy- 
cardia is  reasonably  good.  Strauss10  reported 
that  oral  quinidine  was  useful  in  terminating 
46  of  57  attacks.  Intravenous  quinidine  was 
successful  in  20  of  31  attacks.  Herrmann, 
Park,  and  Hejtmancik3  found  oral  quinidine 
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useful  in  5 cases  and  procainamide  in  10  of 
12  cases. 

The  ultimate  prognosis  is  poor.  Of  50 
patients  whom  Strauss10  followed,  40  died 
within  six  months  of  the  initial  attack. 
The  average  duration  of  life  was  twenty -four 
days.  Williams  and  Ellis9  stated  that  20  of 
their  36  patients  died  within  one  month  of 
the  onset  of  ventricular  tachycardia.  The 
prognosis  is  influenced  by  the  cause  of  the 
underlying  heart  disease,  the  age  of  patient, 
and  the  response  to  treatment.  The  highest 
death  rate  was  in  patients  with  myocardial 
infarction.  Cooke  and  White11  reported  on 
21  patients  with  ventricular  tachycardia. 
Seventeen  of  these  died  within  a few  hours 
to  eighteen  months. 

Successful  termination  of  attacks  of 
ventricular  tachycardia  by  the  use  of 
quinidine  or  procainamide  has  been  reported 
in  large  series.2  9- 12  These  drugs  have  been 
the  treatment  of  choice.  Either  can  be 
administered  orally  or  intravenously,  de- 
pending on  the  gravity  of  the  situation. 
Other  drugs  have  been  used.  Quinidine  with 
potassium  was  used  by  Stempien  and  Katz.13 
Atropine,14  morphine,15  acetylcholine,16 
magnesium  sulphate,10  and  the  chelating 
agent,  disodium  ethylene  diamine,17  have 
been  used  by  various  authors. 


ventricular  tachycardia  originates  from 
an  ectopic  focus  in  the  ventricular  conducting 
system.  The  immediate  prognosis  is  reason- 
ably good,  but  the  ultimate  prognosis  is  poor. 
Quinidine  and  procainamide  are  the  drugs  of 
choice  for  termination  of  attacks,  but  they 
are  not  always  effective.  In  such  cases, 
external  electric  countershock  is  sometimes 
used.  A successful  case  is  reported  in  which 
abrupt  and  permanent  conversion  to  sinus 
rhythm  followed  the  use  of  an  external  de- 
fibrillator to  provide  a single  electrical 
countershock. 


In  1956,  Zoll  and  others18  studied  the 
effects  of  the  direct  application  of  an 
electric  current  to  the  mammalian  heart. 
The  following  effects  were  noted:  stimula- 
tion of  ectopic  beats,  induction  of  arrhyth- 
mias (including  cardiac  arrest),  and  ter- 
mination of  cardiac  arrhythmias.  The  same 
effects  can  be  obtained  when  currents  are 
applied  to  the  chest  wall.  Wiggers19  and 
Beck20  proved  the  efficacy  of  direct  applica- 
tion of  electric  currents  to  the  heart  to  stop 
ventricular  fibrillation.  In  recent  years, 
numerous  authors21-23  have  shown  that  exter- 


FIGURE 1.  Electrocardiogram  taken  after  admission  typical  of  ventricular  tachycardia. 
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nal  cardiac  countershock  is  an  established 
method  for  treating  drug-refractory  ar- 
rhythmias, including  tachycardias  (ventric- 
ular and  supraventricular),  atrial  fibrilla- 
tion, and  flutter. 

In  1962,  Lown,  Amarasingham,  and 
Neuman24  devised  an  apparatus  for  the 
treatment  of  cardiac  arrhythmias.  Called 
the  Lown  Cardioverter,  it  synchronizes  the 
discharge  of  a direct  electrical  current  with 
the  R wave  of  the  patient’s  monitored 
electrocardiogram  (20  milliseconds  following 
the  peak  of  the  R wave).  Lown  found  that 
a current  applied  in  this  phase  of  the  cardiac 
cycle  was  less  prone  to  the  induction  of 
ventricular  fibrillation. 

Lown  converted  to  sinus  rhythm  the 
following  arrhythmias  that  were  refractive 
to  quinidine  and  procainamide:  5 patients 
with  ventricular  tachycardia,  10  patients 
with  chronic  atrial  fibrillation,  1 patient 
with  atrial  flutter,  and  1 patient  with 
supraventricular  tachycardia. 

The  case  to  be  reported  herein  is  one  of  a 
seventy-three-year-old  male  with  arterio- 
sclerotic heart  disease  who  experienced  an 
attack  of  ventricular  tachycardia  of  twenty- 
two  days  duration.  Treatment  with  quinidine 
and  procainamide  was  of  no  avail.  Exter- 
nal electrical  countershock  applied  on  the 
twenty-second  day  to  the  patient’s  chest 
was  immediately  successful  in  converting  the 
abnormal  rhythm  to  a normal  one. 

Case  report 

A seventy-three-year-old  male  was  admitted 
to  the  Jamaica  Hospital  by  ambulance  on 
August  18,  1962.  The  patient  was  well  until 
the  moment  of  onset  of  his  present  illness,  which 
occurred  while  he  was  walking  to  his  work  as  an 
usher  in  a local  theater.  Sudden  collapse  was 
the  first  manifestation.  On  admission  to  the 
hospital,  the  patient  was  mentally  clear,  alert, 
and  able  to  answer  questions.  He  complained 
of  precordial  pain,  marked  weakness,  and  palpi- 
tations. 

This  patient  had  previously  recovered  from 
an  attack  of  acute  myocardial  infarction  due 
to  arteriosclerotic  heart  disease  in  1944,  when 
he  was  fifty-five  years  of  age.  He  had  gradually 
resumed  his  usual  physical  activities  and  was 
free  of  cardiac  symptoms  (angina,  dyspnea, 
palpitations,  or  edema  of  the  extremities)  until 
the  abrupt  onset  of  his  present  symptoms. 
He  had  never  taken  digitalis,  quinidine,  nitrites, 
or  diuretics. 

A physical  examination  revealed  a well- 
developed  and  well- nourished  male,  acutely  ill. 
He  was  perspiring  profusely.  His  skin  was 


cold.  Pallor  was  evident.  The  body  tempera- 
ture was  normal;  the  pulse  was  unobtainable  at 
the  wrist.  Respirations  were  rapid  and  orthop- 
neic.  His  systolic  blood  pressure  was  70  mm.  of 
mercury.  No  definite  diastolic  pressure  could  be 
made  out.  Irregular  jugular  pulsations  were 
present.  An  examination  of  the  head,  eyes, 
ears,  nose,  throat,  and  thyroid  gland  was  un- 
remarkable. The  patient’s  lungs  were  clear  on 
initial  examination.  Within  an  hour,  decom- 
pensatory  rales  appeared  at  both  bases.  Aus- 
cultation of  his  heart  showed  a single  heart 
sound  of  poor  quality;  the  rate  was  too  rapid 
to  be  counted  with  accuracy.  No  murmurs 
were  heard.  The  abdomen  was  free  of  scars, 
soft,  and  nontender.  The  liver  edge  was  pal- 
pable on  deep  inspiration.  The  spleen  was  not 
felt.  There  were  no  abdominal  masses  or 
hernias.  The  external  genitals,  rectum,  and 
lower  extremities  were  normal  on  examination. 
There  was  no  pretibial  edema.  Tendon  re- 
flexes of  the  upper  and  lower  extremities  were 
normal.  Babinski’s  sign  was  normal. 

An  electrocardiogram  taken  after  admission 
(Fig.  1)  was  typical  of  ventricular  tachycardia. 
The  ventricular  rate  was  210  per  minute.  The 
width  of  the  QRS  deflection  was  0.12  seconds. 
Occasional  P waves  were  superimposed  on  the 
ventricular  complexes.  A diagnosis  of  ventric- 
ular tachycardia  secondary  to  arteriosclerotic 
heart  disease  was  made. 

The  results  of  laboratory  tests  were  as  fol- 
lows: The  hemogram  showed  a red  blood  count 
of  4.5  million  per  cubic  millimeter;  hemoglobin, 
13.3  Gm.  per  100  cc.  whole  blood;  hematocrit, 
46;  and  white  blood  count,  13,950  with  85  per 
cent  polymorphonuclear  neutrophilic  leuko- 
cytes. 

The  blood  chemistry  showed:  blood  urea 

nitrogen,  18  mg.  per  100  ml.,  and  blood  sugar, 
215  mg.  per  100  ml.  (intravenous  glucose  was 
administered) . The  prothrombin  time  was 
15  seconds  (13  seconds  control).  The  serum 
enzymes  were  serum  glutamic  oxaloacetic 
transaminase  (SGOT)  36  units  per  milliliter 
(daily  determinations  varied  between  36  units 
and  48  units  for  the  first  week),  and  lactic  acid 
dehydrogenase  (LDH)  55  units  per  milliliter 
(daily  determinations  varied  between  30  units 
and  55  units  for  the  first  week) . 

An  x-ray  film  of  the  chest  (portable  film) 
showed  moderate  enlargement  of  the  left 
ventricle,  a cardiothoracic  ratio  of  17  to  31  cm., 
and  a moderate  degree  of  pulmonary  con- 
gestion. 

Treatment  was  instituted  immediately  with 
the  administration  of  5 per  cent  glucose  in  dis- 
tilled water  with  4 ml.  of  levarterenol  (Levo- 
phed)  bitartrate.  The  rate  of  flow  was  adjusted 
to  the  blood  pressure  level.  Blood  pressure 
determinations  were  made  every  thirty  minutes. 
The  patient  was  placed  in  an  oxygen  tent, 
where  he  remained  for  twenty-two  days.  An 
indwelling  catheter  was  placed  in  the  urinary 
bladder.  Fluid  intake  and  output  were  meas- 
ured. Meperidine  hydrochloride  was  given 
when  necessary  to  control  pain  and  restlessness. 
An  anticoagulant  of  the  warfarin  type  was  given 
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FIGURE  2.  Electrocardiogram  taken  on  eleventh  hospital  day  showing  widening  of  QRS  deflections  to  0.16 
seconds. 


to  maintain  the  prothrombin  time  at  two  and 
one-half  times  the  normal.  Oral  fluids  and  a 
semisoft  diet  were  given  when  tolerated. 
Intramuscular  administration  of  quinidine  sul- 
fate was  begun.  The  initial  dose  was  0.3  Gm. 
every  four  hours.  This  was  increased  to  0.6  Gm. 
every  four  hours  by  the  second  day.  On  the 
third  day,  oral  quinidine  was  substituted,  with  a 
gradual  increase  in  dosage  until  1 Gm.  was 
administered  every  four  hours.  With  no  change 
in  cardiac  rate  or  rhythm  occurring,  quinidine 
was  increased  to  1 Gm.  every  two  hours  for  six 
doses.  Tinnitus,  nausea,  and  anorexia  were 
caused  by  the  increased  dosage  of  quinidine.  On 
the  fifth  hospital  day  signs  of  increasing  cardiac 
output  failure  were  apparent.  Intravenous 
meralluride  (Mercuhydrin)  and  intramuscular 
digoxin  to  full  digitalization  were  instituted. 
Improvement  in  vital  signs  resulted.  There- 
after, meralluride  was  given  intramuscularly 
whenever  indicated  by  signs  of  decreasing  uri- 
nary output  and  increasing  pulmonary  con- 
gestion. Parenteral  antibiotics  were  given  as 
indicated. 

On  the  seventh  hospital  day,  no  change  in  the 
basic  abnormal  rhythm  had  occurred.  Varia- 
tions in  the  rate  from  day  to  day  were  ob- 
served. An  electrocardiographic  machine  was 
at  the  patient’s  bedside  continuously,  and 
tracings  were  obtained  several  times  each  day. 
Intramuscular  procainamide,  0.5  Gm.  every 
four  hours,  was  then  given  for  six  doses.  On  the 
eleventh  hospital  day  (August  29)  procainamide 
was  given  intravenously;  1 Gm.  was  adminis- 
tered slowly.  The  tachycardia  was  unaffected. 
Widening  of  the  QRS  deflections  to  0.16  second 


was  noted  (Fig.  2).  The  rate  was  150  per 
minute.  Oral  quinidine  was  reinstituted  follow- 
ing the  failure  of  procainamide  to  convert  the 
rhythm.  Meanwhile,  plans  to  treat  the  pa- 
tient by  application  of  external  electric  counter- 
shock were  being  made. 

On  September  8,  1962,  twenty-two  days 
after  the  onset  of  the  arrhythmia,  the  patient 
was  removed  to  the  operating  room  and  was 
given  intravenous  thiopental  (Pentothal)  so- 
dium and  nitrous  oxide.  Intravenous  glucose 
and  levaterenol  bitartrate  were  continued. 
Electrocardiographic  monitoring  was  main- 
tained continuously.  The  patient’s  chest  was 
bared  and  prepared  for  the  application  of  the 
electrodes  of  the  external  cardiac  defibrillator.* 
One  electrode  was  placed  over  the  right  sternal 
border,  the  other  in  the  left  axilla.  A single 
electrical  discharge  of  350  volts  (Z.C.)  of  0.15 
seconds  duration  was  given.  This  produced  a 
generalized  tonic  muscular  contraction.  Im- 
mediate cessation  of  the  ventricular  tachycardia 
and  restoration  of  sinus  rhythm  with  a rate  of 
84  per  minute  were  observed  (Fig.  3).  The 
general  anesthesia  was  discontinued.  As  the 
patient’s  blood  pressure  rose  to  140/60,  the 
levarterenol  bitartrate  was  discontinued. 
Thereafter,  all  medication  was  stopped.  All 
signs  of  cardiac  failure  cleared,  and  within  a 
few  days  the  patient  was  fully  ambulatory. 
He  was  discharged  from  the  hospital  on  Septem- 
ber 16,  1962. 

* Electrodyne  cardiac  pacemaker  and  external  defibrillator, 
courtesy  of  P.  J.  Kahan,  M.D.,  Superintendent,  Triboro 
Hospital,  Jamaica,  New  York,  and  C.  F.  Sequoy,  M.D., 
resident  in  thoracic  surgery. 
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FIGURE  3.  Electrocardiogram  taken  after  external 
electric  countershock  treatment,  showing  im- 
mediate cessation  of  ventricular  tachycardia  and 
restoration  of  sinus  rhythm  with  rate  of  84  per  min- 
ute. Old  posterior  wall  infarction  and  right  bundle 
branch  block  are  also  present. 

Comment 

This  patient's  recovery  was  attributed 
directly  to  the  use  of  external  electric 
countershock.  Therapy  with  adequate  doses 
of  quinidine  and  procainamide  was  consid- 
ered a failure.  Electroshock  was  given  with 
due  regard  to  the  dangers  inherent  to  such 
therapy,  such  as  cardiac  arrest  or  ventricular 
fibrillation.  That  quinidine  or  procainamide 
are  not  always  successful  in  converting 
ectopic  cardiac  rhythms  is  attested  to  by 
numerous  authors.25-27  The  hazards 
inherent  in  the  drugs  are  well  docu- 
mented.28-30 

Ventricular  tachycardias  of  duration  of 
longer  than  twenty-two  days  have  been 


reported  numerous  times.  Moia  and 
Campana25  treated  a patient  who  lived  for 
one  hundred  and  twenty-three  days.  Intra- 
venous quinidine  was  used  without  success 
in  this  case.  Weisbert,  Weinstein,  and 
Rosenhaus,  observed  a patient  who  died 
after  twenty-three  days,  and  Mays27  re- 
ported a case  of  seventy-seven  days  dura- 
tion. 

Summary 

Ventricular  tachycardia  in  a seventy- 
three-year-old  male  with  arteriosclerotic 
heart  disease  lasted  for  twenty-two  days 
before  its  termination.  Therapy  with 
quinidine  and  procainamide  was  unsuccess- 
ful. Abrupt  and  permanent  conversion  to 
sinus  rhythm  followed  the  use  of  an  external 
defibrillator  to  provide  a single  electrical 
countershock.  Twenty-two  months  have 
elapsed  since  the  event.  The  patient  is  well 
and  without  recurrence  of  the  arrhythmia. 
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Newborn's  vision  better 
than  supposed 

A newborn  baby  has  greater  visual  acuity 
and  coordination  of  eye  movements  than 
previously  supposed,  Los  Angeles  researchers 
have  found.  Two  studies  of  infants  averaging 
one  to  two  days  old  were  reported  in  the 
Archives  of  Ophthalmology. 

Estimates  of  visual  acuity  at  birth  have 
ranged  from  20/2,000  to  20/670,  and  the 
development  of  normal  20/20  vision  has  been 
believed  to  evolve  during  the  first  five  years  of 
life.  However,  in  a study  of  39  full-term,  ap- 
parently normal  infants,  nine  demonstrated 
20/150  vision,  according  to  the  report. 

The  test  was  performed  by  means  of  a 
canopy  placed  over  the  baby’s  bed.  Eye  move- 
ments were  recorded  electrically.  Not  only 
the  motor  but  also  the  sensory  capacity  for  co- 
ordinated eye  movement  may  already  be  pres- 
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ent  in  the  newborn,  the  researchers  noted. 
Only  infrequently  were  dissociated  eye  move- 
ments observed. 

Having  determined  that  some  newborns  have 
sufficient  visual  acuity  to  fix  both  eyes  on  a 
single  target,  the  researchers  tested  a group  of 
45  full-term,  normal  infants  on  their  ability  to 
follow  a series  of  dots  moving  across  the  canopy. 
Seventeen  of  the  infants,  the  majority  of  those 
whose  eyes  were  open  during  the  test,  were 
capable  of  locating  the  moving  dots  and 
following  them  across  the  canopy.  Each  eye 
moved  simultaneously  in  the  direction  of  the 
target,  and  both  eyes  moved  over  the  same 
period  of  time.  Tracings  of  the  individual  eye 
movements  were  similar,  indicating  close  con- 
jugation of  the  eyes. 

The  study  documents  a fixation  reflex  which 
is  innately  better  developed  than  heretofore 
reported,  with  the  ocular  movement  purposeful 
and  well  coordinated  rather  than  aimless  and 
unconjugated,  although  not  as  smooth  as  in  the 
adult,  the  authors  said. 
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Jaundice,  Ascites,  and  Death 


Case  history 

Lawrence  R.  Tartow,  M.D.:  A fifty- 
year-old  Chinese  man  was  admitted  to 
Knickerbocker  Hospital  on  September  16, 
1963,  complaining  of  epigastric  pain.  He 
had  been  well  until  about  six  months  earlier 
when  he  began  to  have  dull,  persistent,  non- 
radiating epigastric  pain,  which  was  aggra- 
vated by  hunger  and  by  food  intake  and 
somewhat  relieved  by  retching.  The  pain 
was  associated  with  anorexia  and  a weight 
loss  of  10  pounds  during  the  six-month 
period,  but  the  patient  denied  nausea, 
vomiting,  and  diarrhea.  Three  months 
before  admission  he  noticed  yellow  discolora- 
tion of  his  scleras,  without  change  in  the 
color  of  his  stool  or  urine.  Progressive 
weakness  began  at  about  the  same  time. 
Two  weeks  before  admission  he  had  several 
black,  diarrheic  bowel  movements  which 
subsided  spontaneously. 

He  had  been  a heavy  drinker  until  the 
onset  of  his  present  illness.  The  past 
history  was  unremarkable  except  for  an 
episode  of  “liver  disease”  five  years  previ- 
ously, which  was  treated  by  an  herb  doctor 
in  Formosa.  Two  years  before  admission 
he  noted  the  onset  of  vitiligo.  He  had 
worked  as  a seaman  until  his  entry  into  the 
United  States  one  year  before  admission  and 
had  been  a dishwasher  since. 

Physical  examination  on  admission  re- 
vealed a poorly  nourished  Chinese  man  with 
marked  vitiligo.  He  was  in  no  acute  dis- 
tress. The  temperature  was  98.8  F.,  pulse 
76  and  regular,  respirations  20,  and  blood 
pressure  120/85.  The  scleras  were  jaun- 


diced. Examination  of  the  heart,  lungs, 
and  nervous  system  was  unremarkable. 
The  abdomen  was  slightly  distended,  and 
shifting  dullness  was  elicited.  No  organs 
or  masses  were  palpable.  There  was  1 plus 
pretibial  edema,  and  varicosities  were  pres- 
ent on  the  lower  extremities.  There  was  an 
eczematoid  lesion  on  the  lower  third  of  the 
right  leg.  Rectal  examination  was  unre- 
vealing. The  stool  was  normal  in  color  and 
gave  a negative  reagent  (Hematest)  reac- 
tion. Hair  distribution  was  normal,  and 
no  palmar  erythema  or  spider  angiomas 
were  found. 

The  initial  hemoglobin  was  10.9  Gm.  per 
100  ml.  The  white  blood  count  and  differ- 
ential smear  were  within  normal  limits. 
The  reticulocyte  count  was  0.6  per  cent. 
The  urine  contained  a trace  to  1 plus  bile 
and  urobilinogen  in  1:20  dilution.  Three 
stool  examinations  for  ova  and  parasites 
were  negative.  The  blood  sugar  was  87  mg. 
per  100  ml.,  urea  nitrogen  18  mg.,  total 
cholesterol  216  mg.  with  156  mg.  esterified, 
total  bilirubin  3.4  mg.,  of  which  1.45  mg.  was 
indirect  reacting.  The  alkaline  phosphatase 
was  7.9  Bodansky  units,  the  cephalin  floc- 
culation 2 plus,  the  thymol  turbidity  11.5 
units,  and  the  total  protein  7.1  Gm.  with  3.2 
Gm.  albumin  and  3.9  Gm.  globulin.  The 
prothrombin  time  was  18.4  seconds  with  a 
control  of  14.4.  Serum  sodium  was  139 
mEq.  per  liter,  potassium  4 mEq.,  chloride 
108  mEq.,  and  carbon  dioxide  22  mM.  The 
SGOT  (serum  glutamic  oxaloacetic  trans- 
aminase) was  150  units.  A VDRL  test  pro- 
duced negative  findings. 
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The  patient  was  given  a low-salt  diet  and 
hydrochlorothiazide  with  subsequent  clear- 
ing of  the  ascites  and  edema.  Following  the 
administration  of  vitamin  K,  the  prothrom- 
bin time  was  14  seconds  with  a control  of 
12.4.  During  the  two  weeks  after  admission 
the  liver  was  described  as  slightly  enlarged 
and  tender  by  some  observers,  who  also 
noted  a palpable  splenic  tip.  The  jaundice 
remained  unchanged,  and  the  patient  con- 
tinued to  complain  of  epigastric  pain  during 
this  period.  An  upper  gastrointestinal  series 
revealed  only  a slight  extrinsic  pressure 
defect  high  on  the  lesser  curvature  of  the  pars 
media,  thought  to  be  caused  by  the  enlarged 
liver.  A sigmoidoscope  was  passed  to  20 
cm.,  and  no  abnormalities  were  seen.  A 
barium  enema  showed  downward  displace- 
ment of  the  splenic  flexure  and  several  di- 
verticula in  the  sigmoid  and  descending 
colon. 

A percutaneous  liver  biopsy  was  done  on 
September  30  and  another  on  October  9. 
On  October  21  the  total  cholesterol  was  198 
mg.  with  an  esterified  fraction  of  140  mg., 
bilirubin  3.55  mg.  of  which  1.10  mg.  was 
indirect,  alkaline  phosphatase  10.9  Bodansky 
units,  cephalin  flocculation  4 plus,  thymol 
turbidity  12.3  units,  and  SGOT  86  units. 
On  October  24  an  operation  was  performed. 

Reaccumulation  of  ascites  following  sur- 
gery responded  to  treatment  with  hydro- 
chlorothiazide and  spironolactone.  During 
the  postoperative  period,  the  patient  con- 
tinued to  complain  of  upper  abdominal  pain, 
and  there  was  progressively  severe  anorexia, 
weakness,  nausea,  and  vomiting,  as  well  as 
increasing  jaundice.  On  December  4 the 
total  bilirubin  was  46.4  mg.  per  100  ml.  He 
became  obtunded  on  the  following  day,  and 
on  December  6 he  had  several  tonic-clonic 
seizures  and  expired. 


Discussion 

William  S.  Rosenthal,  M.D.*:  In  re- 
viewing this  patient's  course,  the  initial 
phase  of  his  illness  strongly  suggested  an 
upper  gastrointestinal  neoplasm,  either  gas- 
tric or  pancreatic.  The  constant  nature  of 
the  pain,  but  not  its  lack  of  radiation,  also 
could  suggest  a retroperitoneal  tumor.  The 

* Assistant  Professor  of  Medicine,  New  York  Medical 
College;  Assistant  Attending  Physician,  Flower  and  Fifth 
Avenue  Hospitals,  Metropolitan  Hospital. 


absence  of  periodicity  or  colicky  pain  helps 
rule  out  a duodenal  ulcer  or  cholelithiasis. 
Some  patients  with  benign  gastric  ulcer, 
either  uncomplicated  or  with  penetration, 
may  have  pain  syndromes  similar  to  that 
described  in  the  protocol.  Another  con- 
sideration in  an  alcoholic  patient  is  chronic 
gastritis,  which  may  have  quite  a variable 
pain  pattern.  Alcoholic  gastritis,  however, 
is  usually  accompanied  by  nausea  and  vomit- 
ing, particularly  on  arising  in  the  morning. 

The  next  important  milestone  in  this 
patient’s  illness  is  the  appearance  of  jaun- 
dice. Unfortunately  we  do  not  know  of 
associated  symptoms  such  as  pruritus.  In 
the  natural  history  of  a neoplasm,  jaundice 
could  represent  spread  of  tumor,  with  re- 
placement of  a large  part  of  the  liver 
parenchyma,  or  a small  strategically  located 
metastasis  blocking  all  or  part  of  the  biliary 
drainage.  On  the  other  hand,  in  this  patient 
jaundice  could  also  be  a manifestation  of 
cholestasis  occurring  as  part  of  the  evolution 
of  portal  cirrhosis.  This  is  a strong  possi- 
bility in  an  alcoholic  patient  with  a history 
of  “liver  disease”  five  years  earlier.  Was 
this  episode  acute  fatty  liver,  viral  hepatitis, 
or  the  first  manifestation  of  alcoholic  cir- 
rhosis? 

At  this  point,  I would  like  to  enter  a plea 
for  more  widespread  use  of  the  liver  biopsy 
in  the  evaluation  of  patients  with  transient 
jaundice,  especially  in  the  older-age  group. 
Although  virtually  any  parenchymal  liver 
disease  can  be  manifested  by  jaundice,  all  too 
frequently  the  diagnosis  of  “hepatitis”  is 
made  on  the  basis  of  laboratory  tests  which 
can  only  indicate  the  presence  of  hepatic 
decompensation,  but  not  necessarily  the 
cause.  An  exact  diagnosis  makes  later  eval- 
uation and  treatment  easier  and  far  more 
precise.  In  the  patient  under  consideration, 
cultural  and  language  problems  prevented  us 
from  finding  out  details  of  his  previous  illness 
as  well  as  any  information  about  the  inges- 
tion of  potential  hepatotoxins  which  could 
have  been  administered  for  treatment  of  his 
pain.  Such  rarities  as  Clonorchis  sinensis 
infestation  with  secondary  biliary  fibrosis 
should  be  excluded  in  this  Chinese  patient. 

The  next  phase  of  this  patient’s  course 
immediately  precedes  admission  and  is  char- 
acterized by  melena.  Since  bleeding  indi- 
cates that  the  lesion  is  related  to  the  lumen 
of  the  gastrointestinal  tract,  this  would  be  a 
good  time  to  see  the  x-ray  studies. 
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Joseph  M.  Moynahan,  M.D.:  The  only 
roentgenographic  studies  which  were  made 
were  contrast  examinations  of  the  upper  and 
lower  portions  of  the  gastrointestinal  tract. 
As  the  protocol  states,  no  mucosal  lesion  was 
found  in  the  stomach  or  duodenum.  How- 
ever, there  was  an  extrinsic  pressure  defect 
in  the  pars  media  of  the  stomach  which  I 
felt  was  caused  by  an  enlarged  liver.  A 
barium  enculade  showed  a few  diverticula  in 
the  descending  colon  and  sigmoid  region,  but 
there  was  no  narrowing  of  the  lumen  at  this 
point  and  no  x-ray  evidence  of  significant 
diverticulitis.  The  splenic  flexure  was  dis- 
placed downward,  presumably  by  a mod- 
erately enlarged  spleen. 

Dr.  Rosenthal:  The  failure  to  find  a 
lesion  in  these  carefully  performed  studies 
has  been  most  helpful  in  directing  our  atten- 
tion toward  gastrointestinal  disease  which 
does  not  lend  itself  to  radiologic  demonstra- 
tion. Rarely,  a superficially  spreading  car- 
cinoma of  the  stomach  may  not  affect  the 
x-ray  characteristics  but  can  be  seen  easily 
on  gastroscopy.  This  diagnosis  can  be  ex- 
cluded on  the  basis  of  incompatibility  with 
the  historical  data.  Similarly,  we  need  not 
consider  many  other  occult  causes  of  gastro- 
intestinal bleeding,  such  as  telangiectasia  of 
the  Osier- Weber  variety,  hetero topic  pan- 
creas, and  others. 

But  bleeding  lesions  of  great  importance, 
which  cannot  be  detected  by  the  radiologist, 
frequently  occur  in  the  alcoholic  patient. 
It  is  widely  accepted  that  esophageal  varices 
can  be  missed  in  30  to  50  per  cent  of  cases. 
On  the  other  hand,  it  is  not  so  well  known 
that  one  of  the  most  common  causes  of  bleed- 
ing in  alcoholic  persons,  with  or  without 
cirrhosis,  is  gastric  erosions.  Palmer1  first 
pointed  this  out  using  the  vigorous  diagnostic 
approach,  including  esophagogastroscopy 
and  x-ray  during  the  first  twenty-four  hours 
after  admission.  Our  group  has  confirmed 
his  findings.2  In  a continuing  study  at  New 
York  Medical  College-Metropolitan  Hospital 
Center  of  upper  gastrointestinal  bleeding 
comprising  274  patients  to  date,  the  most 
common  cause  of  these  episodes  in  alcoholic 
patients  was  gastric  erosions.  Bleeding  from 
erosions  has  been  observed  to  occur  in  the 
presence  of  severe  portal  hypertension,  meas- 
ured by  splenic  pulp  manometry  and  mani- 
fested by  large,  nonbleeding  esophageal 
varices.  Other  less  common  causes  of  ‘ ‘x-ray 
negative”  bleeding  are  small  hiatus  hernias 


and  nonpenetrating  mucosal  tears  as  seen 
in  formes  frustes  of  the  Mallory-Weiss  syn- 
drome. In  this  patient  I will  stay  with  the 
averages  and  say  that  he  either  bled  from 
esophageal  varices  or  gastric  erosions.  The 
choice  is  impossible  on  the  basis  of  the  avail- 
able data  and  really  has  no  bearing  on  the 
final  diagnosis. 

The  physical  examination  was  not  helpful 
in  demonstrating  any  stigmata  of  chronic 
fiver  disease,  such  as  palmar  erythema, 
spider  angiomas,  parotid  gland  enlargement, 
or  Dupuytren’s  contractures.  Diagnosti- 
cally, the  finding  of  ascites  does  not  help  too 
much.  Ascitic  fluid  protein  concentration 
would  be  interesting,  but  not  diagnostic. 
Pathologic  and  cytologic  examination  of  the 
fluid  might  have  been  useful.  The  absence 
of  hepatomegaly  on  admission  after  three 
months  of  icterus  would  be  strong  evidence 
against  extrahepatic  biliary  obstruction. 
Schiff 3 has  pointed  out  that  after  a relatively 
short  period  of  extrahepatic  biliary  obstruc- 
tion, mild  to  moderate  hepatic  enlargement 
almost  always  occurs  because  of  “hydro- 
hepatosis” which  follows  distention  of  the 
ductal  system.  Later  enlargement  of  the 
fiver  in  this  patient  would  best  be  interpreted 
as  secondary  to  some  expanding  lesion. 

Liver  function  test  results  are  remarkable 
only  in  the  relatively  mild  abnormalities 
noted. 

Two  fiver  biopsies  were  performed,  fol- 
lowed by  an  operation.  Whenever  two  bi- 
opsies are  performed  in  rapid  sequence,  one 
must  conclude  that  the  first  was  unsuccessful 
in  obtaining  adequate  tissue.  The  tissue 
can  be  inadequate  in  amount  or  fragmented, 
as  is  seen  frequently  in  cirrhosis,  or  can  be 
completely  normal  where  there  is  clinically 
obvious  metastatic  disease.  The  incidence 
of  positive  biopsies  in  neoplasia  of  the  fiver, 
or  course,  depends  on  the  location  and  extent 
of  the  disease.  An  unusual  cause  of  a nor- 
mal biopsy  is  the  entry  of  the  biopsy  needle 
into  a well  organized  nodule  as  is  sometimes 
seen  in  coarse  nodular,  so-called  postnecrotic 
cirrhosis.  In  this  case  the  second  biopsy 
was  followed  by  an  operation.  Since  I can- 
not fit  the  finding  of  a remediable  lesion  into 
my  concept  of  the  problem,  I assume  that 
the  second  biopsy  gave  no  more  help  than  the 
first,  and  the  operation  was  performed  for 
diagnostic  purposes. 

The  data  we  have  are  quite  helpful  in 
enabling  us  to  arrive  at  a final  diagnosis. 
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FIGURE  1.  (A)  Close-up  view  of  liver  showing  the  coarse  nodules  of  postnecrotic  scarring  with  two  larger 
nodules  of  necrotic  tumor.  (B)  Low-power  photomicrograph  of  liver  showing  broad  scars  with  bile  duct 
proliferation  separating  large  nodules  of  liver  tissue  with  abnormal  sinusoidal  pattern. 


A gastrointestinal  neoplasm  is  ruled  out  by 
the  absence  of  x-ray  evidence.  Furthermore, 
in  secondary  neoplasms  jaundice  is  usually 
due  to  massive  replacement  of  hepatic 
parenchyma  and  accompanied  by  marked 
hepatomegaly.  Could  this  entire  story  have 
been  due  to  alcoholic  cirrhosis  alone?  I 
would  have  expected  hepatomegaly  because 
of  fat  deposition.  In  addition,  one  usually 
finds  improvement  in  the  patient’s  condition 
after  alcohol  ingestion  is  stopped.  The  ab- 
sence of  stigmata  of  chronic  liver  disease  is 
disturbing.  Most  important,  if  this  were 
alcoholic  cirrhosis  and  the  patient  had  been 
ill  for  six  months,  the  fiver  function  tests 
should  have  been  much  more  abnormal. 
The  albumin,  for  example,  should  have  been 
1.8  or  2 Gm.  per  100  ml.  instead  of  3.2  Gm. 
The  diagnosis  of  postnecrotic  or  cryptogenic 
cirrhosis  should  be  considered.  There  is  an 
increased  incidence  of  this  entity  in  various 
groups  including  the  Chinese.  Furthermore, 
in  recent  years  it  has  been  pointed  out  that 
as  many  as  50  per  cent  of  alcoholic  persons 
may  have  postnecrotic  cirrhosis  either  on 


biopsy  or  postmortem  study.  The  reasons 
for  this  finding  are  not  yet  clear.  Perhaps 
the  alcoholic  individual  is  more  susceptible 
to  hepatic  injury  from  virus  or  hepato toxin. 
Perhaps  it  represents  an  evolution  from 
portal  cirrhosis;  such  a process  has  been 
demonstrated  in  rats.  Perhaps,  when  the 
patient  with  alcoholic  cirrhosis  survives  be- 
cause of  advances  in  the  therapy  of  complica- 
tions, small  nodules  may  be  better  perfused 
by  chance  with  nutrient  materials,  and  thus 
a nodule  might  enlarge  at  the  expense  of  its 
neighbors  to  result  eventually  in  coarse 
nodular  cirrhosis.  Although  the  mechanism 
is  obscure,  the  observation  is  certainly  valid. 
The  diagnosis  of  postnecrotic  cirrhosis  is 
favored  by  the  absence  of  a palpable  fiver 
on  admission  in  this  patient.  The  fiver 
function  tests  would  be  compatible  with 
relatively  inactive  disease. 

To  explain  this  patient’s  illness,  some 
complication  would  have  to  be  invoked. 
Could  he  have  had  an  hepatic  vein  thrombo- 
sis? The  course  of  Budd-Chiari  syndrome 
can  be  quite  variable,  but  I would  have 
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FIGURE  2.  (A)  A tumor  nodule  with  a necrotic  center  and  a thin  rim  of  viable  tumor  cells  abuting  a zone  of 
postnecrotic  scarring.  (B)  Higher  power  of  (A)  showing  pleomorphism  of  the  viable  rim  of  tumor  cells 
which  mimic  poorly  a trabecular  arrangement. 


expected  ascites  to  be  a more  prominent 
finding,  and  certainly  hepatomegaly  is  the 
rule  in  such  patients.  Another  complication 
of  postnecrotic  cirrhosis  in  7 to  14  per  cent 
of  cases  is  hepatoma.  The  most  common 
symptom  in  patients  with  hepatoma  is  pain, 
which  was  this  patient’s  initial  complaint. 
The  patient’s  gastrointestinal  hemorrhage 
could  have  been  secondary  to  bleeding 
varices  resulting  from  portal  vein  obstruction 
due  to  tumor  invasion,  a characteristic 
phenomenon  in  the  life  history  of  a hepa- 
toma. The  alkaline  phosphatase  was  not 
in  the  range  which  would  have  strongly  sug- 
gested a neoplasm,  but  despite  the  fact  that 
this  has  been  emphasized  as  important  by 
some,  a review  of  39  cases  of  hepatoma  seen 
at  Flower-Fifth  Avenue  Hospitals  did  not 
confirm  the  alkaline  phosphatase  as  a critical 
test  in  the  differential  diagnosis.  One  also 
looks  for  hypoglycemic  episodes  and  poly- 
cythemia in  this  disease,  but  apparently  it  is 
not  common  in  reported  series  in  this  coun- 
try, as  contrasted  with  experience  in  Hong 
Kong  by  McFadzean  and  Yeung.4 


So  far  as  the  patient’s  mode  of  death  is 
concerned,  it  seems  apparent  that  post- 
operatively  the  functional  status  of  his  liver 
declined  at  an  increased  pace,  and  he  died  in 
hepatic  coma. 

Michael  S.  Bruno,  M.D.:  Do  you  have 
any  further  information  about  Dupuytren’s 
contracture  as  a stigma  of  liver  disease? 

Dr.  Rosenthal:  I don’t  have  any  ex- 
planation for  it.  However,  in  our  series  of 
patients  and  in  other  series  Dupuytren’s 
contracture  seems  to  be  very  common  in 
association  with  alcoholic  liver  disease, 
whether  by  chance  or  not  no  one  can  yet  say. 
If  this  were  based  on  my  own  experience,  I 
might  be  reluctant  to  set  it  forth  as  a real 
association,  but  Summerskill  et  al .5  have  also 
observed  it. 

Dr.  Bruno:  What  significance  can  you 
attach  to  the  vitiligo  this  patient  had  to  such 
a pronounced  degree? 

Dr.  Rosenthal:  There  is  a higher  inci- 
dence of  vitiligo  among  alcoholic  persons 
than  the  nonalcoholic  population.  One 
theory  to  account  for  it  is  that  hyperpigmen- 
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FIGURE  3.  Gross  view  of  portal  vein  occluded  and 
distended  by  necrotic  tumor  tissue.  The  hepatic 
artery  is  at  the  left  lateral  margin  and  the  common 
bile  duct  on  the  left  inferior  aspect. 


tation  in  alcoholic  individuals  is  due  to  in- 
creased tyrosinase  activity  and  that  the 
target  effects  of  this  may  be  patchily  dis- 
tributed. Collateral  evidence  in  support  of 
this  theory  is  that  in  hemochromatosis  the 
skin  pigment  is  often  melanin  rather  than 
iron. 

Dr.  Bruno:  How  would  you  relate  the 
abdominal  pain  to  the  presence  of  the  tumor 
you  have  diagnosed? 

Dr.  Rosenthal:  In  this  situation  I would 
implicate  stretching  of  Glisson’s  capsule, 
especially  over  the  left  lobe,  by  an  expanding 
tumor. 

William  B.  Ober,  M.D.:  If  this  patient 
had  hepatoma  as  you  believe,  could  not  the 
rapid  terminal  decline  have  been  due  to 
intrahepatic  metastases? 

Dr.  Rosenthal:  That  is  a good  possibil- 
ity. However,  one  should  also  consider  the 
fact  that  many  patients  with  severe  liver 
disease  who  are  subjected  to  surgery  may 
develop  acute  hepatic  decompensation  for 
reasons  which  are  not  entirely  clear. 

Clinical  diagnosis 

Cirrhosis  of  liver  with  hepatoma 

Dr.  Rosenthal's  diagnoses 

1.  Postnecrotic  cirrhosis  of  liver 

2.  Hepatoma 

Pathologic  report 

John  Kwittken,  M.D.:  In  spite  of  two 
attempts  at  percutaneous  liver  biopsy  and 


FIGURE  4.  Subpleural  metastasis  of  tumor. 
Anthracotic  pigment  is  admixed,  and  the  pleural 
surface  is  on  the  right. 


an  open  liver  biopsy,  this  patient’s  primary 
disease  remained  a mystery  until  the  time  of 
autopsy.  Both  percutaneous  biopsies  were 
diagnosed  as  undifferentiated  carcinoma  with 
no  liver  tissue  being  identified.  The  open 
biopsy  showed  typical  postnecrotic  scarring 
but  no  tumor.  On  gross  inspection  at 
laparotomy,  the  surgeon  noted  only  a firm, 
coarsely  nodular  liver  with  no  external  evi- 
dence of  neoplasm. 

Postmortem  examination  revealed  a poorly 
nourished  man  with  deep  jaundice  and  ex- 
tensive vitiligo.  The  abdomen  was  dis- 
tended and  contained  a liter  of  ascitic  fluid. 
As  anticipated,  the  primary  seat  of  disease 
was  in  the  liver,  which  weighed  1,550  Gm. 
Although  normal  in  size,  it  was  hard  and 
composed  of  many  coarse  nodules  which  were 
greenish-tan  and  varied  in  size  from  3 to  15 
mm.  The  nodules  were  separated  from  each 
other  by  broad  bands  of  fibrous  tissue  (Fig. 
1A).  Scattered  throughout  both  lobes  were 
numerous  larger  nodules  ranging  from  20  to 
40  mm.  in  size  composed  of  friable  yellow-tan 
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FIGURE  5.  Embolus  of  hepatoma  cells  in  a med- 
ium-sized branch  of  the  pulmonary  artery. 


and  greenish  tumor  tissue,  often  in  the  form 
of  a homogenous  rim  of  tissue  surrounding  a 
pasty,  necrotic  center  (Fig.  1A).  Histo- 
logically, it  was  evident  that  two  distinct 
pathologic  processes  were  present,  both  of 
which  were  extensive.  There  was  a classical 
cirrhosis  of  the  postnecrotic  type  charac- 
terized by  numerous  nodules  of  liver  tissue 
showing  areas  of  regeneration,  foci  of  bile 
stasis,  bile  infarcts,  and  broad  fibrous  scars 
with  bile  duct  proliferation  and  an  inflam- 
matory reaction  (Fig.  IB).  There  was  no 
fatty  metamorphosis  in  the  nodules  of  liver 
tissue,  and  there  were  occasional  normal- 
appearing portal  zones.  The  larger  nodules 
which  riddled  the  liver  showed  extensive 
central  necrosis  (Fig.  2A)  and  were  composed 
of  trabeculae  of  polygonal  cells  bearing  some 
resemblance  to  hepatic  parenchymal  cells 
but  showing  the  cytologic  stigmata  of  malig- 
nancy (Fig.  2B).  Many  of  these  nodules 
appeared  to  lie  within  endothelial-lined 
channels.  There  was  no  evidence  of  bile  for- 
mation by  the  neoplastic  cells.  The  portal 
vein  was  distended  and  occluded  by  partly 
necrotic  tumor  tissue  (Fig.  3). 

The  lungs  were  congested  and  edematous, 
containing  rare  deposits  of  metastatic  tumor, 
chiefly  subpleural  in  location  (Fig.  4).  Oc- 
casional tumor  emboli  were  identified  in  the 
pulmonary  arterial  tree  (Fig.  5).  There  were 
no  esophageal  varices.  The  spleen  weighed 
450  Gm.  and  showed  the  fibrocongestive 
changes  secondary  to  portal  obstruction. 
The  kidneys  showed  bile  nephrosis;  bile 
casts  were  present  in  tubular  lumina,  and 
tubular  epithelial  cells  contained  intracyto- 
plasmic  droplets  of  bile.  An  unusual  ob- 
servation was  the  discovery  of  two  small 


FIGURE  6.  Low-power  view  of  pituitary  gland 
showing  two  small  subcapsular  infarcts  in  the 
anterior  lobe. 


subcapsular  zones  of  fresh  infarction  in  the 
anterior  lobe  of  the  pituitary  gland  (Fig.  6). 

Primary  carcinoma  of  the  liver  may  be 
classified  morphologically  as  massive,  nod- 
ular, or  diffuse.6  Our  case  is  of  the  nodular 
type  in  which  the  liver  is  so  extensively 
replaced  by  multiple  nodular  masses  that  a 
primary  growth  cannot  be  distinguished. 
Very  often  there  is  extensive  intrahepatic 
venous  spread  and  occlusion  of  the  portal 
vein  and  its  radicles  as  in  the  present  case. 
This  finding  is  almost  pathognomonic  of  liver 
cell  cancer  and  results  in  greater  accumula- 
tions of  ascitic  fluid. 

Primary  liver  cancer  is  very  uncommon 
among  Occidentals,  accounting  for  only  2.5 
per  cent  of  all  forms  of  cancer  in  the  United 
States.7  It  is  relatively  common  among  the 
Bantu  and  in  the  Orient  where  it  may  be 
almost  40  times  as  frequent  as  in  this  coun- 
try. Contrary  to  much  textbook  teaching, 
hepatomas  arise  most  often  in  livers  which 
are  the  seat  of  postnecrotic  cirrhosis;  they 
are  relatively  infrequent  in  nutritional  cir- 
rhosis of  the  typical  Laennec  or  portal  type.8 
A history  of  alcoholism  does  not  necessarily 
imply  that  the  cirrhosis  is  of  the  latter  type. 
I have  seen  many  patients  with  a history  of 
alcoholism  in  whom  the  cirrhosis  was  of  the 
postnecrotic  type.  Speaking  in  the  same 
vein,  a diagnosis  of  postnecrotic  cirrhosis 
does  not  necessarily  incriminate  an  ante- 
cedent viral  hepatitis.  Different  etiologic 
agents  can  be  associated  with  different  types 
of  cirrhosis. 
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Dr.  Berg:  One  interesting  feature  of  this 

case  is  that  the  needle  biopsies  revealed  the 
neoplastic  process  but  the  open  biopsy 
showed  only  the  cirrhosis. 

It  might  have  been  useful  in  this  circum- 
stance to  perform  a needle  biopsy  of  the 
liver  at  the  time  of  laparotomy  to  sample 
the  central  areas  of  the  organ  instead  of 
merely  the  subcapsular  zone. 

Anatomic  diagnoses 

1.  Hepatocellular  carcinoma  with  obstruc- 
tion of  portal  vein  and  pulmonary  metastases 

2.  Postnecrotic  cirrhosis , liver 

3.  Ascites , 1,000  cc. 

4.  Fibrocongestive  splenomegaly 

5.  Bile  nephrosis 

6.  Icterus 

7.  Acute  pulmonary  edema 


Answers  on  additives 

To  answer  the  questions  consumers  ask  most, 
the  Food  and  Drug  Administration  has 
published  the  following  definitions  and  de- 
scriptions: 

The  active  ingredient  in  meat  tenderizers  is  a 
natural  plant  enzyme  called  papain,  which  is 
obtained  from  the  papaya  fruit.  It  is  generally 
considered  safe  to  use  on  foods  that  are  sub- 
sequently cooked,  as  papain  is  readily  destroyed 
by  heat.  However,  if  some  of  the  enzyme 
remained,  it  would  be  destroyed  by  the  gastric 
juices  in  the  body. 

Monosodium  glutamate,  made  from  such 
vegetable  sources  as  soybeans,  wheat  and  corn, 


8 . Recent  anoxic  infarcts  of  anterior  lobe , 

pituitary  gland 
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is  not  a preservative  or  a tenderizer.  It  is  used 
to  enhance  natural  food  flavors  and  is  generally 
recognized  as  safe. 

The  normal,  daily,  moderate  use  of  artificial 
sweeteners  is  regarded  as  safe,  but  sugar  is  an 
important  part  of  the  normal  diet  and  sub- 
stitution of  an  artificial  sweetener  in  foods  for 
general  use  would  constitute  “adulteration” 
under  the  law.  Such  products  must  bear  the 
information  that  they  contain  a nonnutritive, 
artificial  sweetener  that  should  be  used  only  by 
persons  who  must  restrict  their  intake  of 
ordinary  sweets.  Possible  revision  of  the 
labeling  is  being  considered,  but  artificially 
sweetened  foods  will  still  be  clearly  distinguish- 
able from  those  sweetened  with  nutritive 
sweeteners,  the  agency  said. 
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P eople  severely  handicapped  by  cardiac 
disease  and  other  chronic  exacerbating  ill- 
nesses often  require  comprehensive,  con- 
tinuous, integrated  services.  Approaches 
to  the  implementation  of  this  goal  have  taken 
many  forms  and  are  found  in  a wide  variety 
of  settings,  medical  and  nonmedical.  This 
report  will  highlight  some  of  the  elements  in 
the  program  of  the  Altro  Health  and  Re- 
habilitation Services,  Inc.,  which  has  served 
cardiac  patients  for  fifteen  years.  Psycho- 
social factors,  increasingly  recognized  by 
physicians  as  crucial  to  the  course  of  the 
patient’s  rehabilitation,  will  be  emphasized. 

The  Altro  program 

Altro  Health  and  Rehabilitation  Services, 
Inc.,  is  a community-based  rehabilitation 
center  with  an  array  of  professional  services 
and  a workshop  which  simulates  normal  in- 


dustry. The  workshop  offers  opportunities 
for  rehabilitation  in  a sizable  garment  fac- 
tory that  manufactures  hospital  garments, 
a clerical  service  bureau,  and  a machine  shop. 
Although  real  work  and  training  are  pro- 
vided, basically  the  workshop  is  used  to  test 
and  gradually  to  increase  work  tolerance,  to 
assess  the  individual’s  capacity  to  relate 
to  other  people  (supervisors  and  peers),  to 
develop  or  restore  good  work  habits,  and 
to  assess  skills  and  capacity  to  return  to  the 
normal  world  of  work.  Foremen  are  indus- 
trial people  who  are  responsible  for  produc- 
tion. The  professional  staff  consists  of 
cardiologists,  social  caseworkers,  psychia- 
trists, a vocational  specialist,  a clinical 
psychologist,  nurses,  and  teachers.  Every 
cardiac  patient  applying  for  admission  to  the 
program  is  examined  by  one  of  our  cardiolo- 
gists who  recommends  the  number  of  hours 
the  patient  may  work  at  the  shop  and  in- 
creases and  decreases  these  hours  when  ap- 
propriate. He  re-examines  the  patient  at 
regular  intervals  at  the  shop  and,  when  indi- 
cated, confers  with  the  treating  cardiologist. 
He  determines  when  a patient  is  medically 
ready  for  work  in  outside  industry.  The 
cardiologist  works  with  the  other  members 
of  the  professional  team  in  individual  con- 
sultations and  as  a member  of  intake  and 
evaluation  committees. 

Altro  is  a transitional  workshop  which 
aims  at  preparation  for  outside  work.  It  has 
long  been  empirically  recognized,  however, 
that  the  extent  to  which  this  goal  is  attained 
depends  on  a multiplicity  of  factors:  in- 
ternal, external,  medical,  psychological, 
socioeconomic,  and  cultural.  This  was  il- 
luminated by  a study  of  the  Altro  experience 
in  cardiac  rehabilitation  completed  in  1956. 
Abraham  Jezer,  M.D.,  directed  this  study 
under  a grant  from  the  National  Heart 
Institute. 
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The  chief  factors  found  associated  with 
success  or  failure  were  as  follows: 

The  most  definitive  factor  was  found  to  be 
the  proper  functional  classification;  93  per 
cent  of  the  best  functional  classification  (class 
IB,  1C,  and  2B)  were  either  successes  or 
partial  successes,  while  38  per  cent  of  the 
3C  group  were  partially  or  fully  rehabili- 
tated. 

No  prognostic  significance  emerged  with 
respect  to  sex,  ethnic  background,  age  on 
admission,  or  etiology. 

Significant  prognostic  factors  were  also 
found  in  the  patient’s  ability  to  cope  with 
illness  and  his  previous  ability  to  cope  with 
life  stress;  current  family  stability  and 
stable  early  family  background;  and  sta- 
bility of  premorbid  work  history. 

Prognostic  and  treatment  methods  must 
obviously  include  the  understanding  and 
appropriate  handling  of  psychosocial  factors 
such  as  these.  From  our  experience  we 
shall  consider  particularly  the  following 
elements  which  seem  to  us  to  be  of  major 
significance:  (1)  Premorbid  personality. 

How  did  the  patient  cope  with  previous  ill- 
ness and  crises?  What  strengths  and  weak- 
nesses characterized  his  personality?  What 
was  the  attitude  of  the  patient  and  his 
family  toward  illness  and  work  in  the  past? 
(2)  The  response  of  significant  people  in 
the  patient’s  situation — physician,  family, 
and  other  professionals.  (3)  Community 
opportunities  for  restitution  of  self-esteem 
and  functioning  capacity. 


Premorbid  personality 

Responses  to  the  reality  of  serious  illness 
may  be  individually  quite  different,  de- 
pending on  one’s  personality  structure. 
There  are,  however,  three  phases  of  reaction 
to  illness  which  most  people  experience. 
The  first  phase  is  usually  represented  by 
denial,  “this  isn’t  happening  to  me,”  or 
projection,  “this  is  happening  to  someone 
else.”  One  does  not  grasp  the  danger  fully 
or  necessarily  respond  with  appropriate  be- 
havior. Although  most  people  regress  some- 
what to  the  dependency  imposed  by  medical 
necessity,  there  are,  of  course,  those  who 
refuse  to  heed  medical  orders.  It  is  during 
the  second  phase  that  the  full  loss  of  the 
bodily  part  or  function  is  realized  with  con- 
comitant grief  and  sorrow  and  frequently 


with  shame  and  guilt  as  well.  This  has  been 
described  as  a period  of  “mourning.”  The 
third  phase  is  that  of  convalescence  or  re- 
habilitation. It  is  then  that  the  pattern 
of  later  functioning  begins  to  emerge.  The 
three  obvious  possibilities  are  the  attainment 
of  a level  equal  to,  above,  or  below  the  pre- 
illness adaptation. 

The  following  patients  who  have  reached 
the  third  or  rehabilitation  stage  reveal 
different  methods  of  coping  with  crises,  con- 
sonant with  their  premorbid  personalities: 

Case  reports.  Casel.  A woman  aged  fifty- 
five  years  had  responded  to  her  illness  by  almost 
complete  inactivity  during  the  five  years  before 
referral  to  our  agency  by  a relative.  At  the 
time  of  admission  her  diagnosis  was  hypertensive 
heart  disease  and  coronary  insufficiency  from 
arteriosclerotic  heart  disease.  She  complained 
of  dyspnea  on  climbing  a flight  of  stairs,  pre- 
cordial pain  after  mild  exertion,  and  constant 
weakness.  She  had  suffered  from  hypertension 
intermittently  for  twenty-five  years.  Medica- 
tion had  been  used  for  the  treatment  of  the 
hypertension.  However,  each  medication  had 
to  be  stopped  because  of  side-effects,  the  most 
important  of  which  was  a “depressed  mental 
state  developed  after  reserpine.” 

During  her  adult  life  she  had  accepted  re- 
sponsibility for  an  alcoholic  husband  and  had 
worked  to  support  him  and  her  child.  Her 
illness  seemed  to  permit  her,  however,  to  mani- 
fest her  deep  wish  for  dependency.  She  felt 
martyred  because  her  family  could  not  give  her 
the  attention  she  craved.  When  her  son  came 
from  the  army  he  married  and  left  her  alone. 
Her  husband  had  deserted  her.  Her  initial  reac- 
tion to  rehabilitation  was  one  of  intense  resist- 
ance to  any  involvement  and  later  to  any  in- 
crease in  hours  of  work.  She  spent  her  time 
in  self-pity  and  weeping,  feeling  frustrated  that 
she  was  not  receiving  adequate  attention.  Her 
passive  wishes  were  quite  acceptable  to  her,  but 
unfortunately  did  not  produce  the  care  she  felt 
was  due  her.  She  might  easily  have  settled  for 
a fairly  complete  dependent  level  of  adjustment 
had  the  agency  facilities,  both  the  workshop 
and  professional  services,  not  been  made  availa- 
ble to  her.  In  her  relationship  with  the  social 
caseworker  she  was  gradually  able  to  accept  the 
fact  that  some  of  the  secondary  gains  of  her 
illness  were  largely  in  her  fantasy,  and  as  the 
worker  helped  her  minimize  the  rewards  of  these 
fantasies  and  express  some  of  her  hostility,  at 
the  same  time  reinforcing  her  strength,  this 
woman  was  able  to  redirect  her  energy  toward 
work,  although  on  a limited  level. 

Case  2.  In  contrast,  a patient  with  more 
severe  medical  disability  attained  a higher  level 
of  rehabilitation.  She  was  a woman  who  had 
always  enjoyed  work  and  psychologically  used 
work  to  help  her  cope  with  anxiety  and  crises. 
Her  diagnosis  at  the  time  of  admission  to  the 
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workshop  was  rheumatic  heart  disease,  mitral 
stenosis,  atrial  fibrillation  in  a compensated 
phase  of  myocardial  failure,  and  classification  2C 
or  possible  3C.  She  complained  of  dyspnea, 
beginning  several  years  earlier.  This  had  in- 
creased to  the  point  where  she  could  not  climb 
stairs  at  all.  She  was  referred  to  us,  two  months, 
after  cardiac  surgery,  to  test  her  work  capacity. 
Now  fifty- two,  she  had  since  the  age  of  eleven 
suffered  from  rheumatic  heart  disease.  At  six- 
teen she  had  a recurrence  of  rheumatic  heart 
fever  with  crippling  effects  on  her  joints.  She 
could  not  walk  for  a year.  Subsequently  her 
medical  history  included  two  cerebral  emboliza- 
tions, a mitral  valvulotomy,  in  1959  hospitiliza- 
tion  for  low-sodium  syndrome,  and  repair  of 
hiatus  hernia  in  1961.  Her  work  history  during 
the  intervals  between  illness  was  remarkable  for 
its  quality,  intensity,  and  continuity.  She  was 
the  oldest  of  eight  children  for  whom  she  had 
carried  much  responsibility.  She  noted  that 
whenever  there  was  a crisis  in  her  family  her 
mother  became  ill  and  it  was  she  who  handled  it. 
She  saw  herself  as  the  person  to  whom  ah 
members  of  the  family  turned  for  help,  and  she 
had  maintained  this  executive  role.  Work  for 
her  was  a compulsive  need  and  essential  to  her 
personality  integration.  In  spite  of  her  many 
medical  problems,  she  is  now  working  full  time 
in  a factory,  carrying  limited  forelady  responsi- 
bility. 

Responses  of  significant  people 

How  we  view  ourselves  depends  to  a 
great  extent  on  how  we  think  others  view  us. 
The  appraisals  we  consider  most  significant 
are  those  of  our  families,  our  teachers,  our 
peers.  In  times  of  illness  the  attitudes  of 
professional  people  may  also  be  crucial. 
When  family  equilibrium  is  challenged  by 
serious  illness,  usual  roles  may  be  reversed 
or  abandoned.  For  example,  the  father  may 
suddenly  turn  all  responsibility  over  to  his 
wife  or  conversely  struggle  to  carry  on  “busi- 
ness as  usual.”  The  family  may  construc- 
tively or  destructively  change  roles. 

The  role  of  the  physician.  In  our  ex- 
perience the  attitude  of  the  physician  in- 
fluences not  only  the  patient’s  responses  but 
those  of  the  family  and  of  all  the  other  pro- 
fessionals. True,  his  assessment  may  be  in- 
fluenced by  the  contributions  of  others  on 
the  team,  but  in  the  last  analysis  only  he 
takes  responsibility  for  the  diagnosis  of 
heart  disease,  the  determination  of  physical 
functioning  capacity,  and  prognosis.  Of 
particular  concern  to  rehabilitation  teams  is 
the  question  of  life  prognosis. 

Not  too  long  ago  our  staff  was  informed  by 
a physician  that  a twenty-one-year-old  man 


probably  had  only  one  year  to  live.  Ob- 
viously, under  these  circumstances,  no  ex- 
tensive training  was  planned.  The  attitude 
of  all  surrounding  him  was  like  that  toward 
handling  fragile  china.  When  another  opin- 
ion offered  the  prospect  of  a life  span  of  forty 
years  or  more,  the  rehabilitation  team  be- 
came reoriented  toward  much  more  am- 
bitious goals.  While  one  or  the  other  opin- 
ion was  obviously  incorrect,  this  experience 
pinpoints  the  lack  of  validity  of  criteria  for 
establishing  the  prognosis  of  disease  as  it 
relates  to  life.  One  can  only  re-emphasize 
the  need  to  “avoid  treating  people  like 
statistics,”  in  the  words  of  Dr.  Jezer. 
Fortunately  the  incidence  of  iatrogenic  heart 
disease  has  vastly  decreased  in  the  last  fifteen 
years,  but  periodically  it  still  occurs. 

The  cardiologist,  of  course,  sets  the  tone, 
but  individual  professionals  need  to  be  aware 
of  their  own  feelings  about  cardiac  disease, 
feelings  determined  by  their  own  life  ex- 
periences and  attitudes  toward  illness.  We 
recall  a young  social  worker  who  could  not 
treat  a child  because  in  her  opinion  he  had 
two  “dead  parents,”  since  one  had  tubercu- 
losis and  the  other  heart  disease.  Most  of 
us  do  try  to  protect  ourselves  from  pain, 
but  only  if  we  are  psychologically  unsophis- 
ticated can  we  persuade  ourselves  that  we  are 
helping  people  when  we  do  not  permit  them 
to  express  their  fears  and  sorrows.  The 
work  of  Eric  Lindemann,  M.D.,  and  of 
Gerald  Caplan,  M.D.,  on  crises  and  their  em- 
phasis on  healthy  aspects  of  “mourning  re- 
actions” has  helped  dissipate  this  notion. 

Vocational  counseling.  In  this  era  of 
specialization,  collaborative  professional  re- 
lationships are  becoming  increasingly  neces- 
sary. At  various  stages  the  roles  of  pro- 
fessionals may  change.  At  times  it  is  the 
vocational  counselor  who  can  best  meet  the 
needs  of  the  patient,  since  it  is  he  who  has 
the  specialized  knowledge  of  the  world  of 
work.  This  type  of  counseling  may  be  in- 
itially more  acceptable  to  certain  individuals 
than  help  from  other  professions.  The  vo- 
cational counselor  also  can  appraise  aspira- 
tions realistically  and  help  assess  vocational 
adjustments. 

Social  casework  counseling.  In  our 
agency  the  social  caseworker  assumes  a con- 
tinuous integrative  role,  offering  concrete  and 
counseling  services  throughout  the  time  of 
the  patient’s  stay  at  the  workshop  and  for  a 
considerable  time  thereafter.  As  an  ex- 
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ample  of  the  need  for  accurate  understanding 
of  the  meaning  of  illness  and  the  type  of 
counseling  offered,  we  cite  the  following  case: 

Case  3.  At  age  fifty,  a man  was  admitted  to 
our  workshop  who  had  suffered  from  rheumatic 
heart  disease  since  childhood.  At  the  time  of 
admission  the  diagnosis  was:  rheumatic  heart 
disease,  enlarged  heart,  mitral  stenosis,  and 
regular  sinus  rhythm,  functional  classification 
2C.  He  had  been  reared  in  an  environment  of 
extreme  overprotection  under  the  aegis  of  his 
mother  and,  later,  of  his  aunt  and  niece.  He 
came  to  us  a shy,  dwarf-like,  intellectually  slow 
man  who  had  a childish  high-pitched  voice. 
He  demanded  nothing  from  his  family  and  pre- 
sented himself  in  the  same  way  at  the  workshop. 
When  he  was  unable  to  learn  any  of  the  occupa- 
tions we  offered  in  our  programs,  a special  job 
was  created  for  him  as  a messenger  within  the 
shop.  Working  in  this  capacity  made  him  feel, 
for  the  first  time,  as  an  adult  with  a status  of 
his  own.  His  capacity  for  pleasure,  ready  com- 
munication, and  responsibility  rapidly  de- 
veloped. He  had  had  previous  scattered,  mean- 
ingless, brief  opportunities  to  work,  but  no  con- 
sistent experience.  After  a year  at  the  work- 
shop he  was  able  to  tolerate  an  eight-hour  work 
day.  Some  months  later,  however,  his  medical 
picture  changed,  and  heart  surgery  was  deemed 
necessary.  His  initial  refusal  to  undergo  such  a 
procedure  was  at  first  felt  to  be  the  normal  reac- 
tion to  fear  of  death,  reinforced  by  the  attitudes 
of  his  family.  However,  when  we  began  to  sur- 
mise that  the  possibility  of  attaining  good 
health  was  even  more  frightening  to  him,  then 
we  were  really  able  to  help  him.  Then  he  could 
begin  to  verbalize  his  fear  that  if  he  became 
well  we  would  not  take  him  back  to  the  work- 
shop. Once  reassured  about  this,  he  readily  ac- 
cepted surgery  despite  the  resistance  of  the  other 
members  of  the  family.  He  is  currently  back  at 
his  job,  and  this  shy,  inarticulate  man  freely 
tells  visitors  to  the  shop  about  the  meaning  and 
value  of  his  workshop  experience. 

Community  opportunities 

Understanding  of  the  multiple  factors  that 
have  been  noted  is  not  enough.  Concrete  op- 
portunity for  work  must  be  available  in  in- 
dustry and  sheltered  workshops  if  self-esteem 
is  to  be  maintained  or  restored.  The  fol- 
lowing cases  illustrate  the  effective  use  of 
such  opportunities  and  the  meaning  of  work 
to  the  individuals  described. 

The  unique  contribution  of  a rehabilita- 
tion center  is  the  provision  of  an  oppor- 
tunity for  useful  activity.  It  is  there  for 
the  youngster  who  has  never  worked 
outside  of  his  home  and  for  the  worker  with 
long  years  of  productivity. 

Case  4 . To  a fifty-five-year-old  man  inability 
to  work,  “uselessness,”  was  intolerable.  He 


had  worked  since  his  midteens.  He  had  main- 
tained his  wife  and  son.  Financed  with  his 
earnings,  his  son  had  completed  university 
education.  Moreover,  work  meant  more  to 
him  than  money.  From  production  in  a ma- 
chine shop  grew  the  pride  of  acquired  skill,  of 
good  workmanship,  and  of  physical  strength. 
During  the  war  his  mechanical  work  for  air- 
craft and  steel  companies  provided  the  added 
satisfaction  of  serving  his  country  and,  as  a 
supervisor,  of  teaching  others  his  trade.  After 
the  war  his  work  as  a grocery  store  owner  was 
perhaps  less  satisfying  but  more  remunerative 
and  steady.  Most  reluctantly  he  sold  his  busi- 
ness at  a loss  when  he  suffered  his  first  major 
heart  attack.  The  diagnosis  was  arteriosclerotic 
heart  disease,  coronary  sclerosis,  and  old  myo- 
cardial infarction  with  anginal  syndrome  and, 
five  months  before  his  referral  to  us,  an  acute 
inferior  wall  infarction,  functional  classification 
3C. 

After  this  infarction  the  patient  was  treated 
with  bed  rest  for  seven  weeks,  followed  by  addi- 
tional weeks  of  strictly  modified  activity.  He 
was  nursed  by  his  wife  to  whom  he  affectionately 
referred  as  “my  jailer.”  She  concealed  all  bad 
news  from  him.  He  felt  “insignificant  and  iso- 
lated, not  belonging  to  the  world.”  The  initial 
value  of  our  workshop,  he  told  his  social  worker, 
was  to  make  him  feel  useful,  to  recreate  his  self- 
respect.  The  exhilaration  of  this  discovery, 
combined  with  a need  to  deny  his  illness,  even 
caused  him  to  dream  that  once  he  became  in- 
volved in  work,  his  heart  condition  would  clear 
up  altogether  with  no  physical  traces. 

Although  he  became  more  realistic,  he  re- 
mained in  our  sewing  machine  operation  depart- 
ment. He  considered  work  there  less  strenuous 
than  bench  mechanics,  although  alien  to  his 
former  work  experience.  He  persisted  despite 
our  foreman’s  opinion  that  he  could  not  master 
sewing  sufficiently  to  achieve  adequate  produc- 
tion. The  expenditure  of  energy  required  in  our 
bench  mechanics  department  was  scarcely  more 
than  in  the  sewing  machine  operation  and  was 
medically  approved.  Yet  he  feared  it;  a 
brother  had  died  of  a sudden  heart  attack.  The 
machine  work  the  patient  had  previously  per- 
formed had,  indeed,  been  more  strenuous  than 
either  of  our  programs.  Also,  he  begrudged  the 
time  necessary  to  brush  up  on  his  mechanical 
skills,  so  great  was  his  drive  for  financial  inde- 
pendence. Renewed  confidence  in  his  work 
capacity  in  itself  was  worth  while. 

A second  phase  of  this  man’s  rehabilitation 
was  launched  when  our  social  worker  at  length 
enabled  him  to  transfer  to  the  bench  mechanics 
program.  There  he  permitted  himself  to  enjoy 
the  work  itself,  not  only  its  side-effects.  This 
new  venture  might  have  failed  had  not  the  shop 
instructor  and  vocational  consultant  observed 
that  he  drove  himself  in  a manner  that  was  per- 
haps in  part  responsible  for  the  previous  over- 
work that  had  contributed  to  his  cardiac  impair- 
ment. They  observed,  too,  as  they  had  sus- 
pected when  he  was  working  on  the  sewing 
machine,  that  there  was  a rigidity  which  ham- 
pered his  relationship  to  authority.  Attempts 
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to  instruct  him  evoked  inappropriate  anger  and 
feelings  of  insecurity.  Where  aggressiveness  to 
authority  was  appropriate,  he  could  no  longer 
assert  himself.  The  social  worker  in  her  weekly 
interviews  helped  him  to  discuss  and  alter  these 
attitudes.  He  began  to  enjoy  his  work  more, 
driving  himself  less  and,  nevertheless,  accom- 
plishing more  and  better  work. 

The  third  phase  began  when  he  was  entrusted 
with  training  others  in  the  workshop.  No 
longer  an  isolated  maker  of  tools,  he  now  ex- 
perienced the  highest  level  of  work  satisfaction, 
that  of  working  cooperatively  with  others. 
There  were  several  episodes  of  illness  during  the 
five  years  of  our  contact  with  this  patient,  but, 
on  the  whole,  his  cardiac  condition  became 
stable;  pain  and  discomfort  decreased  as  did  the 
accompanying  anxiety. 

The  most  dramatic  proof  of  the  meaning  of 
work  to  this  man  was  his  decision  to  give  up  his 
Social  Security  payments  when  he  increased  his 
earnings  and  worked  seven  hours  a day. 

Case  5.  How  different  was  the  meaning  of 
work  to  a petite,  twenty-five-year-old  woman. 
She  had  never  worked.  Laborious  work  was 
the  way  of  life  for  her  impoverished  family. 
Even  the  small  children — there  were  nine  of 
them — were  required  to  work  in  the  fields  of 
the  sugar  cane  plantation  near  their  company 
shack  in  Puerto  Rico.  For  her,  the  eldest,  to 
be  excused  from  this  work  is  a measure  of  the 
seriousness  with  which  her  family  regarded  her 
heart  disease.  A diagnosis  of  rheumatic  heart 
disease  was  made  when  she  was  seven.  There 
were  frequent  attacks.  She  did  not  work,  and 
even  school  attendance  was  discontinued  after 
the  third  grade.  She  was  unhappy  at  the 
forced  isolation,  causing  her  to  be  shy  and  un- 
communicative to  this  day.  She  suffered  from 
the  deepened  poverty  due  to  the  loss  of  her 
income.  There  were  satisfactions  in  the  situa- 
tion for  her  too!  The  parents,  brothers,  and 
sisters  catered  to  her  and  protected  her. 

When  economic  necessity  increased  and  there 
was  a remission  from  the  heart  attacks,  the 
family  sent  her  to  New  York.  They  hoped  that 
with  better  living  conditions  she  might  be  well 
enough  to  work  and  to  send  them  additional 
support.  Within  a month  after  her  arrival  here, 
she  became  ill  again.  There  were  successive 


hospitalizations,  during  one  of  which  a mitral 
comissurotomy  was  performed.  An  almost 
pure  mitral  stenosis  was  found.  There  was 
marked  improvement,  but  for  three  years  after 
the  surgery  the  patient  feared  to  make  any 
attempt  to  work.  Although  clinical  symptoms 
decreased,  the  thought  that  she  had  undergone 
this  surgery  made  her  feel  more  of  an  invalid 
than  ever. 

Her  initial  adjustment  to  the  shop  was 
characterized  by  boredom,  petulance,  fatigue, 
and  fear  of  work.  She  flared  up  easily,  and  at 
such  times  would  run  away,  as  her  father  had 
done  in  response  to  provoking  situations. 

We  helped  her  to  look  at  the  difficulties  she 
was  creating  for  herself  and  to  tolerate  condi- 
tions which  closely  simulated  outside  employ- 
ment. It  required  three  years  of  patient,  emo- 
tional support  to  help  her  to  grow  up  and  assume 
the  responsibility  of  working.  She  has  now 
been  employed  for  five  years,  her  cardiac  condi- 
tion has  remained  stable,  and  she  looks  and 
feels  well.  Her  social  adjustment  has  paralleled 
her  vocational  gains  to  the  point  where  she  is 
seriously  considering  marriage. 


Conclusion 

We  have  shown  that  cardiac  patients  of- 
ten require  individualized  and  compre- 
hensive services  for  rehabilitation.  We 
recognize  that  many  communities  do  not 
have  these  services  available.  There  also 
exists  the  problem  of  placing  people  with 
cardiac  disease  in  industry  even  when  there 
is  no  medical  contraindication  to  this.  It  is 
our  hope  that  ultimately  the  communities 
will  provide  a wide  range  of  graduated  work 
opportunities  needed  by  people  with  cardiac 
limitations.  Physicians  can  contribute  in- 
creasingly to  the  public  understanding  of  the 
potential  usefulness  and  productivity  of  a 
person  with  cardiac  disease. 
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Recurrent  cancer  of  the  stomach  is  oc- 
casionally amenable  to  resection  with  long- 
term survival  of  the  patient.  This  observa- 
tion increases  the  need  for  a most  careful 
study  of  patients  who  have  evidence  of  re- 
currence of  their  gastric  neoplasm.  Histo- 
logic proof  of  recurrent  disease  has  long  been 
considered  necessary  in  the  diagnostic  work- 
up. Information  given  in  other  reports  and 
in  the  following  case  history  indicates  that 
such  patients  must  be  evaluated  to  determine 
if  the  recurrence  is  localized  to  a surgically 
resectable  area.1-3  Admittedly,  the  can- 
cer usually  will  involve  multiple  sites  and 
thus  not  be  curable  by  present-day  methods 
of  treatment. 

Case  report 

A forty-nine-year-old  white  female  was 
first  admitted  to  Memorial  Hospital  on 
July  1,  1942,  with  epigastric  distress  of  one 
and  one-half  years  duration  and  weight  loss 
of  40  pounds  occurring  over  a period  of  two 
years.  Physical  examination  revealed  a 
firm  epigastric  mass.  X-ray  examination  of 
the  stomach  demonstrated  a filling  defect  in 
the  pyloric  region  with  the  characteristics 
of  an  annular  carcinoma. 

A subtotal  gastric  resection  was  performed 
on  July  6,  1942,  for  a small  gastric  cancer  in 


the  pyloric  region  of  the  stomach.  The 
serosa  was  not  involved,  but  a suprapan- 
creatic  lymph  node  measuring  about  6 cm. 
in  diameter  was  found  immediately  be- 
neath the  gastric  tumor.  The  node  was 
dissected  with  some  difficulty  from  the  sur- 
rounding pancreatic  tissue.  During  the 
course  of  dissection  the  node  was  ruptured, 
and  tissue  spilled.  The  patient’s  postopera- 
tive course  was  essentially  uneventful  except 
for  a period  of  delayed  gastric  emptying. 
Pathologic  examination  of  the  resected  spec- 
imen showed  an  adenocarcinoma  Grade  2 
with  metastases  to  multiple  nodes  including 
the  ruptured  suprapancreatic  node. 

The  patient  remained  well  for  about 
twelve  years,  but  on  November  27,  1954, 
she  was  readmitted  to  Memorial  Hospital 
with  epigastric  discomfort  of  six  months 
duration.  This  distress  was  most  pro- 
nounced after  meals.  A weight  loss  of  20 
pounds  also  had  occurred.  Nausea  and  vom- 
iting were  occasionally  experienced.  Physi- 
cal examination  failed  to  reveal  evidence 
of  recurrent  or  metastatic  cancer.  An  upper 
gastrointestinal  series,  however,  showed  a 
filling  defect  at  the  site  of  the  previous  gas- 
trojejunostomy. Stool  examinations  were 
strongly  positive  for  occult  blood.  There 
was  no  free  hydrochloric  acid  on  gastric 
analysis.  The  total  acid  values  were  ex- 
tremely low  with  occult  blood  being  found 
in  all  specimens. 

On  December  3,  1954,  an  exploratory 
laparotomy  was  performed  with  the  patient 
in  the  lateral  position.  At  this  time  evi- 
dence of  recurrent  disease  was  confined  to  a 
10-  to  12-cm.  mass  which  involved  the  pos- 
terior wall  of  the  gastrojejunostomy  and  a 
greater  portion  of  the  body  of  the  pancreas. 
The  mass  was  deemed  resectable,  and  the 
incision  was  extended  through  the  eighth  in- 
terspace. After  incising  the  diaphragm,  the 
proximal  and  distal  loops  of  jejunum  form- 
ing the  gastrojejunostomy  were  transected 
at  a convenient  level  below  the  site  of  the 
recurrent  tumor.  The  transverse  colon  was 
transected  at  both  the  splenic  and  hepatic 
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flexures.  The  spleen,  tail,  and  body  of  the 
pancreas  were  then  mobilized  and  the 
pancreas  transected  just  lateral  to  the  supe- 
rior mesenteric  vessels.  The  esophagus  was 
transected  and  the  recurrent  tumor  removed 
en  bloc  with  surrounding  normal  tissue 
(Fig.  1).  An  end-to-end  esophagojejunos- 
tomy,  end -to -side  jejunojejunostomy,  and 
an  end-to-end  anastomosis  of  the  colon 
were  performed  to  restore  continuity  of  the 
alimentary  tract.  Pathologic  examination 
of  the  resected  specimen  showed  an  adeno- 
carcinoma Grade  3 of  the  stomach  extending 
through  the  entire  thickness  of  the  wall. 
There  was  direct  extension  of  the  tumor  into 
the  muscular  and  submucosal  layers  of  je- 
junum and  into  the  pancreas.  Lymph 
nodes  in  the  specimen  were  negative  for 
metastases. 

The  patient’s  postoperative  course  was 
essentially  uneventful  except  for  the  de- 
velopment of  phlebothrombosis  which  re- 
sponded to  conservative  medical  measures. 
She  was  discharged  on  the  thirty -fourth  post- 
operative day,  eating  a normal  diet  taken  in 
small  amounts  at  five  meals  per  day.  There 
have  been  no  symptoms  suggestive  of  the 
dumping  syndrome.  The  patient  is  now 
well  over  eight  years  after  operation  for  re- 
current gastric  cancer.  She  is  gainfully 
employed,  and  there  is  no  evidence  of  re- 
currence of  her  disease. 


Comment 

Recurrent  disease  is  the  most  common 
cause  of  upper  gastrointestinal  obstruction 
in  a patient  who  has  previously  had  a 
gastrectomy  for  cancer.  In  evaluating  such 
patients,  thorough  search  for  metastatic 
cancer  by  physical  examination  and  labora- 
tory investigation  is  essential.  Failure  to 
find  definite  evidence  of  metastases  beyond 
the  local  gastric  area  forms  the  basis  for 
surgical  exploration.  The  possibility  of  a 
successful  outcome  is  greatly  increased  if  a 
period  of  several  years  has  elapsed  between 
the  gastrectomy  and  the  recurrent  symp- 
toms. 

In  a previous  report  from  the  Gastric  Serv- 
ice at  Memorial  Hospital,  37  patients  were 
reviewed  who  had  been  explored  for  re- 
current gastric  cancer.3  Fifteen,  or  40.5 
per  cent,  were  found  suitable  for  resection, 
while  22  patients  had  recurrences  too  ex- 


FIGURE  1.  Gross  appearance  of  resected  speci- 
men showing  the  cancer  to  be  recurrent  at  the 
gastrojejunal  anastomosis. 


tensive  to  permit  resection.  The  average 
interval  between  gastrectomy  for  the  pri- 
mary cancer  and  resection  for  recurrence  in 
the  15  patients  was  33.3  months.  Eight 
of  the  latter  survived  an  average  of  8.1 
months,  2 were  living  with  metastases,  2 
were  free  of  evident  metastases  at  fifteen  and 
eighteen  months  respectively,  and  1 had 
survived  more  than  five  years  at  the  time 
of  the  report.  The  latter  patient  is  well 
more  than  fourteen  years  after  his  second 
operation. 

Resection  of  recurrent  cancer  which  is 
confined  to  the  gastric  remnant  is  of  consider- 
able palliative  value  even  in  cases  where  a 
five-year  cure  is  not  obtained.  As  pre- 
viously indicated,  such  resections  afford 
patients  greater  comfort  and  longevity  than 
do  other  surgical  and  nonsurgical  methods 
of  palliation.2-4-5 

The  pathogenesis  of  cancer  in  the  gastric 
remnant  is  debatable.  Nicolaysen  and 
Travaag6  considered  such  cancers  to  be  a new 
primary  neoplasm  with  a development  sim- 
ilar to  that  of  cancer  occurring  in  patients 
who  have  had  a subtotal  gastrectomy  for 
benign  ulcer.  They  cited  the  long  interval 
of  freedom  from  symptoms  as  factors  in 
favor  of  the  “recurrence”  being  a second 
primary  gastric  cancer.  In  support  of  this 
concept,  Collins  and  Gall7  found  22,  or  19 
per  cent,  of  119  surgical  and  necropsy  speci- 
mens to  have,  microscopically,  one  or  more 
preinvasive  carcinomas  in  grossly  intact 
mucosa  surrounding  gastric  carcinoma.  In 
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addition,  four  specimens  showed  more  than 
one  cancer  on  gross  examination.  Mortell, 
Bar  gen,  and  Soule8  reported  40  instances  of 
two  simultaneous  primary  gastric  cancers  in 
a series  of  1,835  gastric  cancers  seen  in  a 
ten-year  period  at  the  Mayo  Clinic,  an  inci- 
dence of  2.2  per  cent.  In  this  same  period 
they  found  2 cases  which  were  considered  as 
multiple,  nonsimultaneous  cancers,  one  being 
secondarily  resected  many  years  after  the 
initial  cancer.  Similarly,  Guiss9  found  16  or 
1.2  per  cent  of  1,334  gastric  cancer  patients 
to  have  more  than  one  primary  neoplasm  in 
the  stomach. 

Another  concept  of  the  pathogenesis  is 
that  recurrence  actually  represents  the  per- 
sistence of  cancer  which  has  an  indolent 
growth  rate.  Supporting  this  view  is  the 
work  of  Cobau,  Bartlett,  and  Pollard10  who 
reported  a patient  dying  seventeen  years 
after  subtotal  gastrectomy  of  a neoplasm 
histologically  similar  to  the  primary  cancer. 
They  collected  from  the  literature  11  similar 
cases  of  patients  surviving  twelve  years  or 
longer.  Other  examples  of  death  from  gas- 
tric cancer  ten  or  more  years  after  gastrec- 
tomy have  been  reported.11-13  Palmer14 
considered  the  late  recurrence  as  an  example 
of  “chronic  gastric  carcinoma”  and  mentions 
1 patient  with  recurrence  at  the  anastomosis 
twelve  years  after  gastrectomy.  He  also 
refers  to  Konjetsny’s  3 patients  who  survived 
two,  eleven,  and  fifteen  years  respectively 
with  gastric  cancer  with  lymph  node  metas- 
tases,  the  latter  not  being  removed  at  opera- 
tion. Examples  of  resectable,  late  recur- 
rence of  gastric  cancer  have  been  reported 
by  various  authors. 2- 3- 15  -18 

The  more  rapid  growth  rate  of  most  gastric 
neoplasms  is  characterized  by  the  observa- 
tions of  State,  Moore,  and  Wangensteen.19 
They  reported  that  where  cancer  is  left  at 
the  proximal  site  of  resection,  an  interval 
of  fifteen  to  twenty  months  may  elapse  after 
gastric  resection  before  symptoms  of  recur- 
rence develop.  Another  four  to  six  months 
may  evolve  during  which  the  symptoms  are 
so  vague  that  the  patient  fails  to  seek  med- 
ical help. 

Interpretation  of  the  pathogenesis  of  the 
second  tumor  in  the  patient  of  the  current 
report  is  obviously  speculative.  Considera- 
tion of  several  factors  suggests  that  the 
second  cancer  represents  persistence  of  the 
initial  neoplasm  which  had  a slow  growth 
rate.  The  chronologically  separate  neo- 


plasms were  adenocarcinomas  of  comparable 
histologic  grade.  Furthermore,  the  second 
cancer  developed  at  the  gastro jejunal  anas- 
astomosis,  suggesting  the  possibility  that 
cancer  cells  were  implanted  at  the  time 
of  construction  of  the  gastrojejunostomy. 
Tumor  cells  were  apparently  available  for 
just  such  an  event  since  tumor  was  inad- 
vertently spilled  at  the  initial  operation. 
Intraluminal  “free”  cancer  cells  also  might 
have  been  present,  providing  an  additional 
source  of  cells  for  transplantation.  Cole20 
and  Cohn,21  as  well  as  Ackerman  and 
Wheat,22  have  presented  clinical  and  experi- 
mental evidence  that  neoplastic  cells  can 
be  transplanted  by  sutures  into  anastomotic 
sites. 

Precautionary  measures  against  cancer 
cell  contamination  of  the  operative  area  and 
of  the  peritoneal  cavity  might  include  de- 
struction of  all  viable  “free”  cancer  cells  in 
the  lumen  before  opening  the  gastrointestinal 
tract  at  the  time  of  gastrectomy.23  Locally 
effective  cytotoxic  agents  could  be  admin- 
istered via  a Levin  tube  after  clamping  off 
the  duodenum  and  major  blood  supply  of  the 
stomach.  An  aseptic  technic  for  duodenal 
closure  and  for  the  anastomosis  would  fur- 
ther minimize  the  danger  of  spillage. 

Summary 

Patients  with  signs  and  symptoms  of 
recurrence  after  gastrectomy  for  cancer  must 
be  evaluated  to  determine  if  the  recurrence  is 
localized  to  a surgically  resectable  area.  In 
the  event  that  localized  recurrence  is  present, 
long-term  survival  of  the  patient  is  possible 
as  shown  in  the  case  reported. 
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Announcement  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Chronic  Colitis 
Due  to  Sensitivity 
To  Inhalant  Allergens 

CARMELO  P.  CANCELLIERI,  M.D. 

Southampton,  New  York 

Chronic  colitis  due  to  definite  allergic 
disturbances  resulting  from  food  sensi- 
tivities is  a well-accepted  and  established 
clinical  entity.1-3  More  recently,  Rowe4 
presented  cases  of  chronic  ulcerative  colitis 
found  to  be  a manifestation  of  pollen  sensi- 
tivity. The  following  case  reports  reveal  the 
possibility  of  other  inhalant  allergens,  peren- 
nial in  nature,  causing  intestinal  symptoms 
which  were  previously  uncontrolled  by 
palliative  drug  therapy. 

Case  reports 

Case  1.  This  patient,  a thirty-three- 
year-old  woman,  complained  of  having  had 
chronic  perennial  nasal  stuffiness  associ- 
ated with  frequent  headaches  and  morn- 
ing sore  throats  for  seventeen  years.  Con- 
comitant with  this,  she  complained  of  chronic 
colitis  of  perennial  character  for  approxi- 
mately the  same  length  of  time.  She  had 
8 to  12  very  loose  and  frequently  watery 
bowel  movements  per  day  and  could  not  re- 
member when  she  had  ever  had  a formed 
movement.  She  had  no  known  allergic 
disease  in  childhood  and  no  serious  illnesses. 
She  had  had  a tonsillectomy  and  adenoidec- 
tomy  as  a child.  The  family  history  indica- 
ted that  the  patient’s  mother  suffered  from 
eczema  and  generalized  pruritis  and  that  the 
patient’s  two  children  suffered  from  allergic 
rhinitis. 

A physical  examination  revealed  marked 
pallor  and  edema  of  the  nasal  mucosa  but  no 
evidence  of  secondary  infection.  The  re- 
mainder of  the  physical  examination  showed 
nothing  abnormal  except  moderate  general- 
ized abdominal  tenderness.  A proctoscopic 
examination  revealed  no  visualized  patho- 
logic processes.  X-ray  films  showed  marked 
irritability  of  the  colon,  with  spasticity  but 
no  evidence  of  ulcerations. 

A stool  examination  showed  no  blood,  ova, 


or  parasites,  and  cultures  revealed  no 
pathogenic  organisms.  The  urine  was 
normal.  The  hemoglobin  was  11.6  Gm. 
per  100  ml.;  the  red  cell  count  was  4.25 
million;  and  the  white  cell  count  was  8,400, 
with  62  per  cent  polymorphonuclear  leuko- 
cytes, 30  per  cent  lymphocytes,  and  8 per 
cent  eosinophils. 

Intracutaneous  skin  testings  revealed  im- 
mediate wheal-type  reactions  to  house  dust, 
potato  farm  dust,5  Hormodendrum,  and 
Alternaria  and  moderate  reactions  to  Can- 
dida albicans  and  Aspergillis  niger.  All 
pollen  tests  showed  negative  results.  In- 
tracutaneous food  testings  revealed  positive 
reactions  of  2 plus  to  4 plus  to  the  following 
foods:  tomato,  lima  bean,  white  potato, 

banana,  chocolate,  string  bean,  apple,  peach, 
celery,  black  pepper,  strawberry,  beet,  and 
cherry. 

Treatment.  Hyposensitization  was  started 
against  the  offending  inhalant  allergens 
and  at  the  same  time  the  patient  was  ad- 
vised to  avoid  completely  those  foods  show- 
ing positive  test  reactions.  Antihistamines 
were  of  no  avail  in  relieving  the  colitis. 
After  a period  of  four  to  five  months,  all 
symptoms,  respiratory  and  intestinal,  had 
markedly  subsided;  then  it  seemed  judicious 
to  attempt  ingestion  tests  to  the  eliminated 
foods.  Apparently,  none  of  these  foods 
on  ingestion  was  capable  of  reproducing  the 
colitis.  Over  the  past  four  years  the  pa- 
tient has  been  free  of  colitis  and  respiratory 
symptoms  except  for  occasional  flare-ups 
during  a severe  mold  season  or  during  the 
plowing-up  of  potato  fields  during  very 
dry  seasons. 

Case  2.  This  patient,  a fifty-two-year- 
old  housewife,  had  a three-year  history  of 
severe  seasonal  hay  fever  (March  to  May 
and  July  to  December)  and  a chronic  stuffi- 
ness of  the  nose  the  remainder  of  the  year. 
She  had  suffered  with  chronic  nasal  stuffiness 
prior  to  this  for  a period  of  over  ten  years. 
In  addition,  the  patient  complained  of  a 
constant  diarrhea  (12  to  15  bowel  move- 
ments per  day)  for  the  preceding  six  years, 
accompanied  by  indigestion,  gaseous  eructa- 
tion, severe  cramps,  and  anorexia.  The 
family  history  revealed  that  her  mother  had 
suffered  with  severe  hay  fever  for  most  of  her 
life.  The  patient  had  had  no  serious  ill- 
nesses, no  allergic  disease  in  childhood,  and 
no  operations. 


August  1,  1964  / New  York  State  Journal  of  Medicine  1975 


A physical  examination  revealed  marked 
pallor  and  edema  of  the  nasal  mucosa,  but 
the  remainder  of  the  examination,  including 
an  abdominal  examination,  showed  nothing 
abnormal.  A proctoscopic  examination  re- 
vealed nothing  pathologic. 

X-ray  films  showed  a normal  upper  gas- 
trointestinal tract  but  marked  irritability 
of  the  colon  and  lower  portion  of  the  small 
intestine  plus  questionable  ulcerations  in 
the  lower  sigmoid. 

Stool  examinations  were  negative  for 
blood,  ova,  parasites,  or  pathogenic  bacteria. 
Intracutaneous  skin  testings  to  inhalant 
allergens  showed  marked  immediate  wheal- 
type  reactions  to  house  dust,  Mucor,  and 
C.  albicans;  pollens  and  additional  molds 
gave  negative  reactions.  Intracutaneous 
food  testings  showed  a 4-plus  reaction  to 
prune,  apple,  grape,  and  lettuce  and  a 3- 
plus  reaction  to  white  potato,  banana, 
chocolate,  rye,  strawberry,  radish,  squash, 
cherry,  peach,  apricot,  and  beet. 

Treatment.  Hyposensitization  was 

started  against  the  inhalant  allergens  along 
with  avoidance  of  the  foods  that  gave  a posi- 
tive skin  test  reaction.  Symptomatic  relief 
of  the  respiratory  allergy  was  noted  in  the 
first  year  of  treatment,  and  the  intestinal 
symptoms  subsided  within  twelve  weeks. 
After  a period  of  four  months  the  patient 
was  advised  to  try  taking  the  foods  that  had 
been  eliminated.  Ingestion  of  all  these 
foods  separately  and  later  in  the  regular  diet 
failed  to  precipitate  intestinal  symptoms. 
The  patient  continued  hyposensitization  for 
four  years,  after  which  time  the  treatment 
was  discontinued.  A three-year  follow-up 
showed  no  recurrence  of  either  respiratory  or 
intestinal  symptoms. 

Case  3.  This  patient  was  a forty-eight- 
year-old  housewife  with  an  eighteen-year 
history  of  severe  perennial  rhinitis  with  oc- 
casional episodes  of  bronchial  asthma.  In 
addition,  she  complained  of  having  had 
“ulcerative  colitis”  for  the  preceding  fifteen 
years,  with  six  to  ten  bowel  movements  per 
day,  usually  watery  and  blood-tinged,  with 
much  mucus,  a foul  odor,  and  accompanied 
by  severe  cramps  and  tenesmus. 

The  patient  had  been  suspected  of  having 
amebiasis  and  was  treated  empirically  with 
emetine,  diiodohydroxyquin  (Diodoquin) 
and  finally  with  oral  streptomycin — all  to  no 
avail.  At  no  time  had  Entamoeba  his- 


tolytica been  demonstrated  in  any  form  in 
stools  or  scrapings  of  the  ulcers.  A careful 
history  of  the  diarrhea  revealed  that  for  the 
first  four  to  five  years  it  occurred  during  the 
summer  and  fall  of  each  year  (July  to 
November)  then  gradually  became  a peren- 
nial affair.  The  patient  had  had  typhoid 
fever  at  the  age  of  twelve  and  severe  scarlet 
fever  at  the  age  of  ten.  The  family  history 
was  negative  for  allergies,  but  the  patient’s 
mother  was  a known  typhoid  carrier. 

The  physical  examination  revealed  pale, 
edematous  nasal  mucosa  with  profuse  post- 
nasal mucoid  discharge.  There  were  nu- 
merous expiratory  wheezes  through  all  lung 
lobes,  but  no  areas  of  dullness  or  moist  rales. 
The  abdomen  was  markedly  tender  through- 
out and  exquisitely  so  in  the  left  lower 
quadrant.  A proctoscopic  examination  re- 
vealed internal  hemorrhoids  plus  numerous 
ulcerations  in  rectal  and  sigmoid  areas  as 
far  up  as  the  proctoscope  could  be  extended. 
Smears,  scrapings,  and  cultures  revealed 
numerous  nonpatho  genic  bacteria  but  no 
evidence  of  E.  histolytica  or  Salmonella 
typhosa.  The  stools  were  4 plus  for  blood, 
but  no  ova  or  other  parasites  were  present. 
X-ray  films  showed  evidence  of  scattered 
ulceration  in  the  descending  and  sigmoid 
colon.  The  chest  x-ray  film  showed  noth- 
ing abnormal.  The  laboratory  findings  were 
as  follows:  hemoglobin,  16  Gm.  per  100  ml.; 
red  blood  cells,  4.66  million;  white  blood 
cells,  9,200,  with  75  per  cent  polymorpho- 
nuclear leukocytes,  16  per  cent  lymphocytes, 
and  9 per  cent  eosinophils.  The  urine  was 
normal. 

Intracutaneous  skin  testing  with  the  in- 
halant allergens  showed  a 3-plus  reaction  to 
house  dust,  feathers,  C.  albicans,  Hormo- 
dendrum,  and  Aspergillis.  Reactions  to  the 
remainder  of  the  inhalant  allergens,  includ- 
ing the  pollens,  were  slight  or  negative. 
Intracutaneous  food  testings  showed  a 4-plus 
reaction  to  celery,  white  potato,  pear,  corn 
meal,  beet,  string  bean,  spinach,  and  cherry 
and  a 2-plus  reaction  to  beef,  pork,  tomato, 
lima  bean,  banana,  chocolate,  radish,  and 
strawberry. 

Treatment.  Hyposensitization  to  control 
the  respiratory  allergy  was  begun,  and  the 
patient  was  told  to  avoid  the  foods  to  which 
she  reacted  positively,  was  put  on  a low- 
residue  diet,  and  was  given  antispasmodics 
and  antihistamines.  She  experienced  a con- 
stitutional reaction  to  injections  on  three 
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occasions  within  the  first  two  months  of 
treatment,  with  marked  aggravation  of  the 
rhinitis,  asthma,  and  diarrhea.  More  care- 
ful hyposensitization  over  the  succeeding 
months  resulted  in  good  control  of  the 
respiratory  symptoms  and,  coincidentally, 
the  intestinal  symptoms  as  well.  After  a 
period  of  approximately  eight  months  the 
respiratory  symptoms  were  well  under  con- 
trol, and  the  diarrhea  seemed  to  have  com- 
pletely subsided. 

In  the  following  three  months  all  the  foods 
to  which  the  patient  had  reacted  positively 
were  gradually  added  to  her  diet,  without 
inciting  any  diarrhea  or  other  intestinal 
symptoms.  The  patient  continued  with 
hyposensitization  treatment  for  a period  of 
six  years  with  no  further  recurrence  of 
diarrhea.  A four-year  follow-up  revealed 
that  she  was  still  free  of  respiratory  or  in- 
testinal symptoms. 

Case  4.  The  chief  complaint  of  this 
forty-two-year-old  housewife  was  that  for 
twelve  years  she  had  had  severe  hay  fever 
in  damp  weather  and  especially  in  the  fall 
of  the  year  when  the  farms  around  her  house 
were  being  plowed.5  In  addition,  she  had 
had  chronic  colitis  for  fourteen  years,  with 
10  to  12  bowel  movements  per  day,  mostly 
watery  in  character  and  containing  mucus 
but  never  with  any  evidence  of  fresh  or  oc- 
cult blood.  From  the  age  of  eight  until 
age  twelve  she  had  suffered  with  severe 
urticaria  during  the  fall  of  each  year. 
She  had  had  a tonsillectomy  and  adenoid- 
ectomy  at  the  age  of  three  years  and  had 
had  three  cesarean  sections.  Her  family 
history  revealed  that  her  mother  suffered 
with  bronchial  asthma,  a brother  had 
bronchial  asthma,  and  her  father  suffered 
with  chronic  sinus  trouble  and  hypertension. 
The  patient  was  known  to  be  sensitive  to 
sulfa  drugs. 

A physical  examination  revealed  pale, 
edematous  nasal  mucosa,  with  profuse 
bilateral  mucoid  discharge  and  mucoid  post- 
nasal drip.  There  was  generalized  abdomi- 
nal tenderness,  but  the  remainder  of  the 
examination  showed  nothing  abnormal. 
The  results  of  a proctoscopic  examination 
were  negative.  X-ray  films  showed  marked 
generalized  irritability  of  the  colon  but  no 
ulceration  or  other  pathologic  condition. 
Stool  examination  showed  no  blood,  ova, 
or  parasites,  and  cultures  were  negative  for 


pathogenic  bacteria.  Intracutaneous  skin 
testings  showed  3-  to  4-plus  reactions  to 
house  dust,  potato  farm  dust,5  Candida, 
Hormodendrum,  Alter naria,  and  Aspergillis 
and  a 2-plus  reaction  to  Mucor  and  Peni- 
cillium.  The  remainder  of  the  inhalant 
allergens  including  the  pollens  gave  negative 
results.  Intracutaneous  food  testings 
showed  a 2-plus  reaction  to  shellfish,  tomato, 
celery,  and  black  pepper.  Reactions  to 
the  remainder  of  the  food  tests  were  nega- 
tive. 

Treatment . The  patient  was  started  on 
hyposensitization  to  the  offending  inhalant 
allergens  to  relieve  the  allergic  rhinitis 
and  in  addition  was  advised  to  eliminate 
the  foods  to  which  she  reacted  positively. 
She  responded  satisfactorily  to  hyposensiti- 
zation, with  good  relief  of  both  respiratory 
and  intestinal  symptoms.  After  a period 
of  five  months  she  was  advised  to  try  eating 
the  foods  that  had  been  eliminated.  This 
trial,  regardless  of  amounts  of  the  foods 
ingested,  failed  to  reproduce  the  diarrhea. 

The  patient  was  continued  on  hyposensi- 
tization for  a period  of  four  years,  with 
no  evidence  of  either  respiratory  or  intestinal 
symptoms.  Then  treatment  was  dis- 
continued for  six  months.  After  this  period 
the  patient  noted  recurrence  of  both  the 
respiratory  and  intestinal  symptoms. 
When  hyposensitization  was  reinstituted, 
all  symptoms  rapidly  came  under  control. 
The  patient  is  still  under  treatment  at 
present  time. 

Comment 

As  has  been  noted,  all  4 of  these  patients 
originally  sought  help  primarily  for  their 
respiratory  allergic  disease  and  only  in- 
cidently  mentioned  their  problems  of  chronic 
colitis — not  hopeful  or  expecting  any  help 
in  that  respect,  since  many  forms  of  treat- 
ment in  the  past  were  of  no  avail.  As  a 
result  of  the  food  testings,  it  was  decided  to 
eliminate  those  articles  of  food  on  the 
suspicion  that  they  might  be  causative 
factors  of  the  colitis.6-10  Since  treat- 
ment of  the  allergic  respiratory  disease  by 
hyposentization  was  concurrent  with  the 
elimination  diet,4  it  was  assumed  that  the 
two  processes  were  separate  allergic  phe- 
nomena. However,  after  the  colitis  symp- 
toms were  well  controlled,  it  was  decided  to 
permit  the  patients  to  consume  those  foods 
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that  were  eliminated  because  of  the  test 
reactions.  This  was  done  gradually,  ad- 
vising each  patient  to  try  one  food  at  a 
time  every  three  or  four  days  in  normal 
portions.  In  this  manner  alone  can  true 
determination  of  the  food  allergy  be 
made.1-3*7  In  all  of  these  cases  the  patients 
were  able  to  return  to  completely  normal 
diets  that  included  all  those  foods  to  which 
they  showed  positive  reactions.  In  Case 
3,  constitutional  reactions  to  the  injections 
of  the  inhalant  allergens  aggravated  both 
respiratory  and  intestinal  symptoms  simul- 
taneously on  three  separate  occasions. 
In  Case  4,  having  discontinued  hypo- 
sensitization treatment  too  soon  resulted 
in  the  recurrence  of  both  respiratory  and 
intestinal  symptoms.  Reinstitution  of 
treatment  in  this  case  resulted  in  relief  of 
both  conditions. 

The  occurrence  of  allergic  colitis  has 
been  well  proved  by  the  work  of  Cooke,1*6 
Rowe,2-4-7-s  Feinberg,3  Hampton,9  Gay,10  and 
others;  and  it  is  also  well  accepted  that 
food  sensitivities  are  most  usually  mani- 
fested by  gastrointestinal  symptoms.  The 
concept  that  an  inhalant  allergen  can  also 
produce  a colitis  was  presented  by  Rowe,4 
who  reported  6 cases  of  colitis  due  to 
inhalant  pollen  sensitivity.  Only  1 of 
the  reported  cases  in  this  series  (Case  3) 
showed  a true  ulcerative  colitis.  This  may 
have  been  due  to  the  long  duration  of  the 
disease  or  previous  injury  to  the  mucosa 
by  an  infectious  process.  In  any  event, 
true  chronic  ulcerative  colitis  is  beset  with 
other  complications  such  as  secondary 
infection,11  auto-immunity,12  and  possibly 
local  bacterial  sensitivity. 

The  evaluation  of  food  testings  by  the 
intracutaneous  method  leaves  much  to  be 
desired.  Frequently,  positive  food  test 
reactions  may  erroneously  point  to  non- 
existent food  allergy.  As  explained  by 
Sherman  and  Kessler,13  “the  relatively 
greater  incidence  of  false-positive  skin 
reaction  to  foods  than  to  inhaled  allergens” 
is  by  virtue  of  the  fact  that  inhalants  “come 
into  direct  contact  with  the  sensitized 
tissues,”  whereas  “food  allergens  are  al- 
tered by  cooking,  by  digestion,  and  by 
metabolism  before  reaching  the  shock  organ 
through  the  circulation.”  Furthermore,  the 
4 cases  presented  exhibited  no  psychosomatic 
factors,14* 15  although  all  showed  evidence 
of  irritability,  nervousness,  and  various 


degrees  of  mental  depression  as  the  result 
of  their  chronic  discomfort.  However,  as 
the  patient  improved  physically,  these 
symptoms  gradually  subsided. 

Since  it  has  been  reported  that  chronic 
colitis  can  be  due  to  various  causes,  it 
should  be  emphasized  that  any  combination 
of  these  can  be  operating  in  the  individual 
at  the  same  time.  The  preceding  report 
of  4 cases  was  carefully  selected  from  a 
larger  series  of  cases,  since  they  indicated  a 
possibility  of  being  chronic  colitis  problems 
primarily  resulting  from  inhalant  allergen 
sensitivity. 

Summary 

Four  cases  have  been  presented  of  per- 
sons with  known  respiratory  allergic  disease 
who  also  complained  of  concurrent  chronic 
colitis  in  a severe  form.  All  these  patients 
showed  evidence  of  food  sensitivity  with 
intracutaneous  skin  testing  as  well  as 
inhalant  allergen  sensitivity.  Treatment 
by  hyposensitization  to  the  inhalant  al- 
lergens apparently  also  relieved  the  colitis 
symptoms.  Challenge  by  the  ingestion 
of  the  foods  to  which  they  were  sensitive 
failed  to  reproduce  the  diarrhea. 
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Imipramine 
Myocardial  Toxicity 


CAPT.  ADRIAN  L.  EDWARDS  (MC) 
U.S.  ARMY 
Honolulu,  Hawaii 

Chief  Resident,  Internal  Medicine, 
U.  S.  Army  Tripler  General  Hospital* 


Imipramine  hydrochloride  (Tofranil),  an 
iminodibenzyl  derivative  similar  to  pheno- 
thiazine  in  structural  formula,  is  widely  used 

* As  of  September  1,  1964,  Dr.  Edwards’  address  will  be 
Chief,  General  Medicine  Service,  Ft.  Carson  Army  Hospital, 
Colorado  Springs,  Colorado. 


for  control  of  depressive  states.  Dosage 
schedules  vary,  but  amounts  up  to  500  mg. 
per  day  are  usually  recommended.  Side 
reactions  include  certain  atropine-like  ef- 
fects such  as  dryness  of  the  mouth,  tachy- 
cardia, constipation,  and,  occasionally,  dis- 
turbances of  accommodation.  Other  un- 
toward reactions  include  dizziness,  sweating, 
tremor,  pruritus  and  skin  rash,  nausea, 
vomiting,  and  transient  rise  in  serum  alkaline 
phosphatase  levels.1  Orthostatic  hypoten- 
sion occurs  in  some  patients,  and  substantial 
reduction  of  blood  pressure  may  occur  in 
some  hypertensive  patients. 

Myocardial  effects  of  therapeutic  ad- 
ministration of  imipramine  hydrochloride 
are  unusual,  but  several  reports  of  myo- 
cardial infarction  during  imipramine  therapy 
have  appeared.2,3  These  patients  were 
either  at  an  age  when  myocardial  infarction 
is  not  uncommon,  or  they  were  receiving 
treatments  such  as  subcoma  insulin  therapy 
which  would  predispose  to  myocardial  in- 


FIGURE  1.  Admission  electrocardiogram  shows  atrial  fibrillation,  widened  and  bizarre  ventricular  com- 
plexes, and  marked  S-T  and  T-wave  alterations. 


August  1,  1964  / New  York  State  Journal  of  Medicine  1979 


farction  in  patients  with  arteriosclerotic 
heart  disease. 

With  toxic  amounts  of  the  drug,  electro- 
cardiographic abnormalities  such  as  dropped 
beats,  widening  of  QRS  complexes,  non- 
specific S-T  and  T-wave  changes,  prema- 
ture auricular  contractions,  and  varying 
P-R  intervals  have  been  noted.4-7  These 
changes  probably  represent  a direct  local 
action  of  the  drug  on  conducting  tissue  since 
central  effects  of  drugs  primarily  alter 
cardiac  rate.  Reversion  to  normal  sinus 
rhythm  depends  on  the  amount  of  drug 
ingested,  but  it  usually  occurs  within 
forty-eight  hours. 

Cardiac  tissue  has  affinity  for  imipramine 
hydrochloride;  Hafliger8  found  in  animal 
experiments  that  following  intravenous  in- 
jection of  this  agent,  highest  concentrations 
were  found  in  kidney,  brain,  heart,  muscle, 
body  fat,  liver,  and  plasma,  in  that  order. 

We  have  recently  seen  a patient  with 
serious  myocardial  toxicity  due  to  imipram- 


ine hydrochloride,  and  this  is  the  subject 
of  this  report. 

Case  report 

At  9:30  a.m.  on  August  15,  1962,  a thirty- 
three-year-old  Caucasian  male  sailor  was 
admitted  to  U.S.  Army  Tripler  General 
Hospital,  Honolulu,  having  been  found 
comatose  forty-five  minutes  previously.  On 
physical  examination,  his  pulse  was  100, 
respirations  26,  and  blood  pressure  118/76. 
There  was  no  response  to  painful  stimula- 
tion, and  the  corneal  reflex  was  absent. 
Cardiac  examination  revealed  a totally 
irregular  rhythm.  An  electrocardiogram 
was  taken  five  minutes  after  admission  (Fig. 
1).  The  tracing  showed  atrial  fibrillation 
and  widened  and  bizarre  ventricular  com- 
plexes measuring  0.24  seconds  in  some  leads 
and  marked  S-T  and  T-wave  alterations. 
The  patient  was  given  methylphenidate 
(Ritalin)  hydrochloride,  100  mg.  intra- 


1980  New  York  State  Journal  of  Medicine  / August  1,  1964 


FIGURE  3.  The  rhythm  is  normal  sinus,  but  intraventricular  conduction  time  is  still  prolonged. 


venously  at  9:40.  In  thirty  minutes  there 
had  been  no  response,  and  an  additional  45 
mg.  of  methylphenidate  hydrochloride  were 
given  intravenously.  An  electrocardiogram 
at  10:20  showed  persisting  atrial  fibrillation 
with  bizarre  QRS  complexes  that  measured 
0.20  seconds  (Fig.  2).  Physical  examina- 
tion at  this  time  revealed  deep  tendon  re- 
flexes in  the  upper  and  lower  extremities; 
spontaneous  swallowing  movements  were 
present.  At  10:10  he  was  given  his  third 
and  final  dose  of  methylphenidate,  100  mg. 
intravenously.  By  12:10  there  was  re- 
sponse to  pain,  and  plantar  withdrawal  to 
stimulation  was  noted.  Respirations  had 
slowed  to  16.  By  3:00  p.m.  the  patient  was 
out  of  coma  and  was  attempting  to  sit  up. 
His  electrocardiogram  at  that  time  is  re- 
produced in  Figure  3.  Intraventricular 
conduction  time,  decreased  progressively 
but  did  not  return  to  the  patient’s  normal 
QRS  time  of  0.08  seconds  until  August  18, 
1962  (Fig.  4). 


It  was  later  discovered  that  the  patient 
had  ingested  approximately  eighty  25-mg. 
imipramine  tablets,  three  10-mg.  chlor- 
diazepoxide  hydrochloride  (Librium)  tablets, 
and  one  amitriptyline  (Elavil)  hydrochloride 
tablet.  All  were  taken  approximately  eight 
hours  prior  to  admission  to  the  medical  ward. 

Comment 

Figure  1 demonstrates  a bizarre  rhythm 
with  atrial  fibrillation,  bursts  of  ventricular 
tachycardia,  QRS  complexes  of  varying 
widths  (up  to  0.24  seconds),  and  abnormal 
S-T  and  T waves.  Approximately  eighty 
hours  were  required  before  a completely 
normal  pattern  was  obtainable.  An  elec- 
trocardiogram taken  one  week  after  dis- 
charge showed  no  change  from  that  noted  in 
Figure  4 which  was  obtained  on  August  18. 
No  specific  antiarrhythmic  drugs  were  used. 
The  only  known  cardiac  effect  of  methyl- 
phenidate hydrochloride  is  tachycardia.  It 
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is  felt  that  death  from  ventricular  tachy- 
cardia and  fibrillation  induced  by  imipram- 
ine  intoxication  could  easily  be  the  final 
outcome  of  such  a case. 

Summary 

After  ingestion  of  about  4,000  mg.  of 
imipr  amine  hydrochloride  (Tofranil),  30 
mg.  of  chlordiazepoxide  hydrochloride  (Lib- 
rium), and  25  mg.  of  amitriptyline  (Elavil) 
hydrochloride,  a thirty-three-year-old  male 
with  no  antecedent  heart  disease  developed 
an  arrhythmia  characterized  by  atrial  fibril- 
lation, widened  QRS  complexes,  with  bouts 
of  ventricular  tachycardia  and  abnormal 
S-T  and  T waves.  Eighty  hours  passed 
before  the  electrocardiogram  returned  to  a 
normal  pattern. 


Acknowledgment.  I wish  to  thank  Lt.  Col.  Robert  H. 
Moser  for  his  advice  and  criticism  in  preparing  this  case 
report. 
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FIGURE  4.  Portions  of  the  patient's  normal  electrocardiogram. 


Cyclic  Sciatica  Due 
to  Endometriosis 

MAURICE  VAISBERG,  M.D. 
Long  Beach,  New  York 


An  increasing  body  of  observations  and 
data  indicate  a definitive  syndrome  of 
cyclic  sciatica  caused  by  pressure  of  endo- 
metrial transplants  on  the  sciatic  nerve. 
The  evidence  is  both  of  a direct  and  of  an 
inferential  clinical  nature  substantiated  by 
surgical  and/or  hormonal  diagnostic  and 
therapeutic  procedures. 

While  there  are  many  organic  causes  for 
severe  sciatic  pain  and  dysfunction, 1 interest 
and  popularity  have  centered  around  the 
herniated  intervertebral  disk  as  a direct  and 
most  common  etiologic  factor.  Although 
there  has  been  a considerable  degree  of 
dramatic  success  by  surgical  attack  on  this 
defect,  yet  in  many  well-documented  cases 
patients  have  either  obtained  no  relief  or 
have  been  made  much  worse  both  physically 
and  psychologically  after  operative  inter- 
ference. Some  time  ago  at  the  Mayo  Clinic, 
an  operating  team  of  2 neurosurgeons  and  1 
orthopedic  surgeon  was  asked  to  write  a re- 
port on  a laminectomy  without  consulting 
one  another.  There  were  3 different  versions 
of  the  visual  pathologic  condition.  This 
type  of  experience,  coupled  with  unsatis- 
factory response  in  a significant  number  of 
those  operated  on,  has  led  to  greater  caution 
and  diagnostic  effort  in  cases  of  disabling 
sciatica.  Armstrong1  published  a table 
indicating  all  of  the  lesions  associated  with 
sciatic  pain.2-3  Among  these  are  herniated 
intervertebral  disk,  spinal  arthritis,  neo- 

This  study  was  supported  in  part  by  a grant  of  G.  D.  Searle 
& Co.  of  Chicago,  Illinois. 


plasms  of  the  pelvis,  infections  and  other  dis- 
eases of  the  sacroiliac  joints,  osteoarthritis  of 
the  hip,  peripheral  neuritis,  osteoid  osteoma 
or  eosinophilic  granuloma  of  the  femur  or 
pelvic  bones,  soft-tissue  tumors  of  the 
popliteal  space,  fractures  of  the  vertebrae, 
myositis  or  bursitis  in  the  gluteal  region,  and 
tumors  of  the  sciatic  nerve  itself. 

There  have  been  reported  to  date  3 proved 
cases  of  endometrioma  of  the  sciatic  nerve. 
While  I do  not  have  biopsy  confirmation  in 
our  patient,  yet  I feel  that  from  previous 
reports,  from  the  over-all  history  of  the 
patient,  from  the  response  to  the  endo- 
metropic  agent,  and  finally,  from  the  com- 
plete relief  of  symptoms  by  radiation 
sterilization,  I am  justified  in  the  assump- 
tion that  we  have  most  likely  been  dealing 
with  such  a syndrome. 

Case  report 

A thirty-six-year-old  white  female,  born  of 
Scotch-Welsh  parents  in  Calcutta,  India, 
was  married  at  nineteen  in  1945,  and  moved 
to  the  United  States.  She  had  a series  of  5 
viable,  uneventful  pregnancies  between  1946 
and  1952.  In  1955  there  was  a miscarriage 
of  unknown  etiology  in  the  sixth  month. 
She  had  not  conceived  since  despite  the  lack 
of  contraceptive  measures. 

In  1955  she  began  a progressive  weight 
gain  reaching  200  pounds  which  was  main- 
tained until  December,  1962.  Her  periods, 
occurring  regularly  at  three-week  intervals 
and  lasting  five  or  six  days,  were  unremark- 
able until  1957,  when  she  developed  severe 
right  sciatic  pains  associated  with  the 
menstrual  flow.  At  first,  moderate  distress 
started  three  to  four  days  before  the  flow,  in- 
creasing to  a severe  disabling  intensity  on  the 
fourth  or  fifth  day  and  gradually  subsiding 
three  to  four  days  after  cessation  of  the  flow. 
As  time  went  on,  the  duration  of  the  sciatic 
discomfort  increased  until  it  was  con- 
stantly present  with  excruciating  exacerba- 
tions during  the  actual  period  and  for  a few 
days  after,  along  with  associated  abdominal 
distress. 

There  was  progressive  weakness  of  the 
right  lower  extremity  with  inguinal  numb- 
ness and  anesthesia  on  the  lateral  aspect  of 
the  leg  and  thigh  along  with  severe  pain 
radiating  to  the  big  toe.  Standing,  sitting, 
and  walking  were  unbearable.  Neurologic 
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examination  confirmed  those  findings  and 
showed  diminished  right  knee  jerk  and  an 
atrophy  of  1 cm.  of  the  midcalf  of  the  right 
leg.  She  was  hospitalized  and  observed 
further  in  January,  1960.  Lumbar  puncture 
gave  negative  findings,  and  x-ray  films  and 
lumbar  myelography  on  January  4,  showed 
the  following: 

X-ray  examination  of  the  lumbar  and 
lumbosacral  spine  shows  a bony  defect  in  the 
pedicle  of  the  fifth  lumbar  body  with  the 
body  of  the  fifth  lumbar  having  slipped  for- 
ward approximately  one-quarter  inch  in  rela- 
tion to  the  sacrum. 

X-ray  lumbar  myelography  shows  a marked 
deformity  in  the  contour  of  the  dye  column 
beginning  at  the  interspace  between  the 
fourth  and  fifth  lumbar  vertebrae  and  extend- 
ing down  to  the  cul-de-sac.  The  column  is 
loculated  in  appearance  with  the  greatest 
indentation  on  the  right  side  of  the  dye  col- 
umn opposite  the  disk  space  between  the  fifth 
lumbar  and  first  sacral,  and  to  a lesser  extent 
between  the  fourth  and  fifth  lumbar  verte- 
brae. 

A surgical  operation  was  performed  on 
January  5,  1960.  This  consisted  of  a 
laminectomy,  at  the  fourth  to  fifth  lumbar, 
with  foraminotomy,  of  the  fifth  lumbar  to 
the  first  sacral  vertebrae  right,  unroofing  the 
sacral  arch  and  exposing  the  second  sacral 
nerve  root.  The  floating  lamina  of  the  fifth 
lumbar  vertebra  was  removed  including  the 
fibrous  attachments  at  the  interarticular 
joint  which  was  adherent  to  the  underlying 
nerve  root  on  both  sides.  The  lamina  of 
the  fourth  lumbar  vertebra  was  removed  to 
expose  the  large  defect  noted  on  the  myelo- 
gram more  accurately  at  the  multiple  levels 
and  to  explore  the  floor  of  the  canal  fully. 
The  sharp  shelf  at  the  area  of  slip  was  fully 
exposed,  and  the  disk  was  quite  resilient  and 
could  not  be  perforated  with  bayonet  forceps 
and  was  consequently  not  entered.  It  was 
seen  that  there  was  no  frank  extrusion  of  disk 
material  at  this  level  or  the  space  above  or 
space  below.  Care  was  taken  to  free  the 
nerve  root  from  all  surrounding  structures. 
There  was  a considerable  volume  of  blood 
in  the  upper  dural  venous  plexus  which 
was  quite  profuse,  especially  at  the  fifth  lum- 
bar to  first  sacral  vertebral  level.  Foram- 
inotomy was  performed  at  this  level  and 
the  facet  removed.  The  facet  at  the  fourth 
to  fifth  lumbar  was  inadvertently  exposed 
and  removed,  destroying  the  nerve  root  and 
interspace  at  this  level.  The  nerve  root 
on  the  left  af  the  fifth  lumbar  to  first  sacral 


vertebral  level  was  also  carefully  separated 
from  all  surrounding  scar  tissue  in  approxi- 
mation to  the  interarticular  joint  so  that  this 
area  was  similarly  relieved  of  any  compres- 
sion due  to  the  fibrous  tissue  at  this  level. 
It  was  decided  that  further  surgery  should  be 
deferred  and  that  a spinal  fusion  should  not 
be  done  at  this  time;  that  the  patient  should 
be  followed,  and  should  she  not  have  ade- 
quate relief  of  the  symptoms,  spinal  fusion 
should  then  be  considered.  Blood  loss  was 
estimated  at  approximately  500  cc.,  the 
major  portion  occurring  from  the  epidural 
plexus.  The  postoperative  diagnosis  was: 
spondylolisthesis,  no  evidence  of  herniated 
disk,  and  ridges  of  the  floor  of  the  spinal  canal 
of  the  three  levels  indicated. 

Following  this  major  spinal  operation  she 
had  no  improvement  whatsoever.  In  fact, 
she  worsened  and  began  having  frequent 
definitive  dissociative  episodes  which  she 
described  as  “blackouts.”  These  were 
associated  with  the  intolerable  right  sciatic 
pains  she  experienced  during  each  period. 
There  was  a complete  amnesia  for  these 
episodes  which  would  last  from  ten  minutes 
to  several  hours.  Her  family  relates  that 
she  acted  as  if  she  were  back  in  India  during 
her  childhood  and  was  unable  to  recognize 
either  her  husband,  her  children,  or  her 
surroundings.  In  this  state  of  ‘ ‘other  world” 
lucidity,  all  of  her  illusions  were  related  to 
her  stay  in  India;  yet  she  complained  of 
right  sciatic  pain,  although  of  lessened  in- 
tensity. A general  practitioner  who  fol- 
lowed her  postoperatively,  noting  the  rela- 
tionship of  the  pain  and  dissociative  episodes 
to  the  menstrual  period,  had  given  her  an 
endome  tropic  agent  containing  norethy- 
nodrel  and  mestranol  (Enovid).  Thispseu- 
dodecidual-producing  product  was  given  on 
a trial  basis,  but  she  refused  to  continue 
taking  it  after  the  second  day  because  of 
nausea.  It  is  significant  that,  despite  intra- 
muscular doses  of  as  much  as  100  mg. 
meperidine  hydrochloride,  the  relief  of  pain 
was  only  minimal. 

The  patient  was  admitted  to  the  psychiatric 
inservice  department  at  a hospital  on  May  6, 
1962,  for  apparent  confusion  caused  by  one 
of  her  episodes  of  dissociative  reaction  dur- 
ing which  she  was  quite  agitated.  She  im- 
proved rapidly  and  was  discharged  May  17, 
1962.  During  this  period  her  blood  choles- 
terol was  found  to  be  479  mg.  per  100  ml., 
her  radioactive  iodine  uptake  was  50  per 
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cent.  An  x-ray  examination  of  the  lumbar 
spine  showed:  postoperative  lumbar  spine, 
following  laminectomy,  and  surgical  defects 
involving  the  lamina  and  spinous  processes 
of  the  fourth  and  fifth  lumbar  vertebrae. 
There  was  also  forward  slipping  (spondylo- 
listhesis) of  the  fifth  lumbar  on  the  first 
sacral  body  and  residual  opaque  medium  in 
the  subarachnoid  space  region  of  the  lumbar 
spine. 

On  discharge  she  was  first  seen  by  me  in 
the  outpatient  mental  health  clinic  of  the 
hospital.  I had  recently  read  the  article  on 
cyclic  sciatica  by  Head,  et  al.,3  and  was 
struck  by  the  similarity  in  symptomatology 
between  the  patient  and  the  case  described 
in  the  Journal.  She  was  given  the  same 
endometropic  agent  as  previously,  along 
with  some  encouragement  and  a short 
period  of  administration  of  an  antiemetic 
substance.  There  was  a complete  supres- 
sion  of  the  menses  and  marked  alleviation 
of  the  pain  within  two  weeks  after  initia- 
tion of  the  combined  hormone  therapy. 
The  beginning  dose  was  20  mg.  daily  which 
was  raised  to  30  mg.  daily  on  two  occasions 
when  breakthrough  bleeding  occurred.  At 
these  times  there  was  a recrudescence  of  the 
severe  sciatica  followed  by  a complete  sub- 
sidence of  the  pain  on  elevation  of  the  dose. 
Because  of  almost  complete  amelioration  of 
symptoms  related  to  her  menses  for  over  six 
months,  she  then  received  radiation  steri- 
lization totaling  960  r to  each  ovary.  There 
was  a short  three-day  period  of  postradia- 
tion bleeding  with  moderate  recurrence  of 
her  sciatica. 

Since  then,  a period  of  over  eighteen 
months,  she  has  been  completely  free  of  her 
sciatic  pain,  of  dissociative  reactions,  has  lost 
30  pounds,  is  alert  and  full  of  the  joie-de- 
vivre,  and  is  actively  engaged  in  her  house- 
hold duties. 

Comment 

In  1946  Schlicke4  reported  a case  of  a 
thirty-five-year-old  Filipino  army  nurse  with  a 
small  nodule  4 cm.  in  diameter  in  the  posterior 
midline  of  the  left  thigh  3 inches  below  the 
gluteal  fold.  This  mass  would  swell  and 
become  more  tender  with  each  menstrual 
period  and  then  subside  between  periods.  It 
did  not  directly  involve  the  sciatic  nerve  and 
the  condition  cleared  after  surgical  excision. 
Pathologic  examination  showed  a hetero- 


tropic endometrial  lesion.  Schlicke  quoted 
from  previous  observers  who  had  noted 
endometrial  transplants  in  distant  locations 
as  in  the  neck  and  axillas.  Recently  others 
made  similar  reports.5-6 

In  1947  Dagnelie,7  combining  keen  clinical 
observation  and  therapeutic  acumen,  was 
able  to  relieve  severe  sciatic  pain  of  the  left 
side  in  a thirty-two-year-old  female.  Her 
distress  was  intensified  during  her  menstrual 
period  and  was  completely  alleviated  when 
she  became  pregnant.  Pelvic  palpation  re- 
vealed nodules  along  the  course  of  the  left 
sciatic  nerve,  and  pressure  on  these  masses 
intensified  the  sciatic  pain.  He  was  able  to 
relieve  the  discomfort  with  testosterone  in- 
jections and  to  exacerbate  the  pain  either 
by  discontinuing  the  male  hormone  or  by 
injections  of  estrogen. 

Ferreira  in  19528  reported  a case  of  sciatica 
(side  not  stated)  in  which  he  found  an 
endometrioma  in  the  sacrococcygeal  region 
verified  by  histopathologic  examination. 

In  1953  Caprioglio9  reported  the  case  of  a 
forty-five-year-old  woman  with  supposed 
endometriosis  who  had  sciatica  of  the  left 
side,  but  no  operative  procedures  were 
carried  out. 

Only  3 cases  of  biopsy-proved  endometri- 
osis involving  the  sciatic  nerve  have  been 
reported.  The  patients  of  Dagnelie7  and 
the  present  case  can  be  said  to  have  a high 
degree  of  diagnostic  probability  since  the 
evidence  in  both  of  our  reports  seems  to  be 
convincing. 

Denton  and  Sherrill2  reported  the  case  of  a 
forty- two-year-old  female  with  cyclic  sciatica 
of  the  right  side  along  with  tenderness  in  the 
right  sciatic  notch,  diminished  right  ankle 
jerk,  and  slight  atrophy  of  the  right  thigh 
and  calf.  A myelogram  showed  bulging  of 
the  fourth  lumbar  interspace.  However, 
a spinal  operation  was  not  performed. 
Instead  an  endometrioma  involving  iy2 
inches  of  the  right  sciatic  nerve  at  its  exit  be- 
low the  piriformis  muscle  was  removed. 

The  second  proved  case  was  reported  by 
Granberry  et  al.  in  1959. 16  This  thirty-two- 
year-old  female,  gravida  4,  para  2,  had  had 
cyclic  sciatica  on  the  right  side  for  two  and  a 
half  years,  which  was  intensified  during  her 
period  and  relieved  in  the  intermenstrual 
span.  Protruded  disks  at  the  fourth  and 
fifth  lumbar  vertebrae  were  removed  with 
complete  relief  for  six  months.  On  recur- 
rence of  the  cyclic  pain,  an  endometrioma, 
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measuring  IV2  inches,  intimately  connected 
with  the  right  sciatic  nerve  at  the  level 
of  the  sciatic  notch,  was  found  and  in- 
completely removed.  There  was  a recur- 
rence of  the  pain  at  the  first  and  sub- 
sequent menstrual  periods.  Radiation  ster- 
ilization was  performed  with  complete  re- 
mission of  all  the  symptoms.  The  authors 
advanced  the  theory  that  the  most  logical 
explanation  for  the  occurrence  of  endo- 
metriosis of  the  sciatic  nerve  is  metaplasia 
from  the  pelvic  peritoneal  mesoderm.  This 
is  the  hypothesis  first  postulated  by  Meyer11 
and  supported  by  Novak12  and  independ- 
ently by  Madding  and  Kennedy.13  The 
other  currently  held  theory  is  that  of  Samp- 
son.14 He  propounded  that  transtubal  re- 
gurgitation of  menstrual  blood  containing 
endometrial  particles,  that  is,  retrograde 
menstruation,  was  responsible  for  the  endo- 
metrial implants  on  the  pelvic  structures. 

Head  et  al.  in  1962, 3 in  a masterly  presenta- 
tion and  review,  reported  the  third  proved 
case  of  a sciatic  endometrioma.  The  patient 
was  a thirty-three-year-old  female,  gravida 
3,  para  3,  who  had  gradually  increasing  pain 
down  her  right  leg  in  association  with  her 
menstrual  period  for  the  past  four  years. 
After  a time  the  torture  become  constant 
through  the  entire  month  with  exacerba- 
tions during  her  menses.  In  January,  1960, 
after  negative  myelogram  findings,  an  ex- 
ploratory hemilaminectomy  failed  to  reveal 
any  evidence  of  a protruded  disk.  Later  a 
second  myelogram  gave  negative  results, 
after  which  an  abdominal  exploratory  opera- 
tion revealed  an  unsuspected  gastric  ulcer 
which  was  excised.  Further  search  revealed 
an  unusual  finding,  “the  pocket  sign,”  in 
which  a peritoneal  evagination  extending 
toward  the  right  sciatic  notch  was  discovered. 
At  the  distal  end  of  this  hernia-like  process 
several  small  endometriomas  adherent  to 
the  sciatic  nerve  were  found.  There  was  no 
other  evidence  of  endometriosis.  Radiation 
castration  through  each  lower  abdominal 
quadrant  was  given.  Within  five  months 
the  pain  had  disappeared  completely. 

Concerning  the  matter  of  ultimate  treat- 
ment, whether  progestational  suppression, 
radiation,  or  surgery,  I received  a personal 
communication  from  John  S.  Welch,  M.D.,  a 
coauthor  with  Head.3  He  informed  me  that 
in  a total  of  364  patients,  ages  forty  to  sixty 
treated  from  1944  to  1958  with  a meno- 
pause-inducing dose  of  radium  for  benign 


uterine  bleeding,  there  were  5 patients  who 
developed  endometrial  carcinoma  subse- 
quent to  their  completed  radiation  therapy. 
These  all  had  a diagnostic  preradiation  dilata- 
tion and  curettage.  This  subsequent  devel- 
opment comes  to  1.4  per  cent  of  all  cases  so 
treated.  Hence,  if  at  all  possible,  Dr.  Welch 
tends  to  favor  surgical  castration  which  in- 
cludes hysterectomy.  It  is  to  be  noted  that 
the  incidence  of  endometrial  carcinoma  in 
the  general  population  is  0.4  per  cent.15-16  In 
view  of  the  rather  close  relationship  of  these 
figures  (1.4  and  0.4  per  cent),  and  because 
of  other  considerations,  some  prefer  radia 
tion.  This  procedure  obviates  immediate 
surgical  risk;  eliminates  anesthetic  and  post- 
operative complications  including  adhesions, 
infections,  hemorrhage,  and  so  on;  and,  in 
addition,  radiation  tends  to  produce  less 
undesirable  psychological  reaction. 

It  is  of  interest  to  note  that  1 case  had  a 
pathologic  condition  of  the  disk  on  which  no 
surgery  was  done;  1 patient  had  two  herni- 
ated disks  removed  at  operation;  1 person 
had  a negative  laminectomy;  and  1 (this 
case)  showed  some  pathologic  condition  of 
the  lower  spinal  canal  which  was  probably 
due  to  congenital  fibrosis  along  with  vari- 
cosities. Thus,  3 of  the  patients  recorded 
thus  far  had  some  form  of  lower  spinal 
abnormality.  We  must,  therefore,  await 
further  reports  on  cases  of  cyclic  sciatica 
before  we  can  evaluate  the  correlative  sig- 
nificance of  such  a spinal  condition  in  this 
syndrome.  Three  patients  had  radiation 
sterilization,  and  there  were  no  cases  of 
surgical  castration. 

In  any  case  of  sciatica  in  a female  of  child- 
bearing age  it  seems  that  it  is  cogent  to 
the  diagnosis  that  a detailed  menstrual  his- 
tory be  taken,  bearing  in  mind  the  possi- 
bility of  an  endometrial  implant  on  the 
sciatic  nerve.  And  this  might  well  be  con- 
sidered even  though  a myelogram  and/or 
operation  reveals  either  a herniated  disk  or 
other  pathologic  condition  of  the  spine. 

Conclusion 

There  is  presented  here  a case  of  cyclic 
sciatica  due  to  presumptive  endometriosis, 
which  diagnosis  is  based  on  previous  experi- 
ence by  others  and  convincing  evidence  in 
this  case.  This  report  further  confirms  the 
discovery  of  the  syndrome  of  cyclic  sciatica 
due  to  endometriosis  by  several  previous 


1986  New  York  State  Journal  of  Medicine  / August  1,  1964 


authors.  The  symptomatology  can  be  fairly 
well  delineated  and  borne  in  mind  in  every 
case  of  sciatica  in  a female  of  child-bearing 
age.  The  pathognomonic  symptom  of  the 
condition  is  cyclic  sciatic  pain  related  to 
and  concomitant  with  the  menstrual  period. 

After  the  presumptive  diagnosis  of  cyclic 
sciatica  is  made  by  careful  examination  and 
considered  anemnesis,  one  can  perform  a 
confirmatory  therapeutic  test  with  adequate 
hormonal  administration,  with  or  without 
peritoneal  culdoscopy  and  possible  biopsy 
at  the  time  of  culdoscopy.  Then  the 
physician  can  choose  either  surgery,  radia- 
tion, or  hormonal  therapy  in  accordance  with 
the  context  of  the  over-all  situation.  If 
surgery  is  chosen  (and  it  is  preferred  by 
some),  it  would  appear  to  be  most  ex- 
pedient to  perform  bilateral  oophorectomy 
and  hysterectomy.  However,  there  are 
others  who  feel  strongly  that  radiation 
sterilization  is  preferable  in  most  cases. 
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The  chloride  content  of  urine  may  be 
used  as  a clinical  guide  in  several  situations. 
Low  concentrations  are  noted  in  patients 
who  follow  dietary  salt  restrictions  or  in 
those  losing  electrolytes  as  a result  of  naso- 
gastric suction,  ileostomy,  or  diarrheal 
states.  Higher  urinary  concentrations  are 
noted  in  patients  practicing  inefficient  salt 
restriction  and  after  chloride  loading  prior  to 
diuretic  therapy. 

The  laboratory  procedures  available  for 
chloride  determination  include  flame  pho- 
tometry, silver  nitrate  titration,1  and  mer- 
curic nitrate  titration.2  Although  all  of 
these  procedures  have  been  used  extensively 
in  hospital  laboratories,  none  have  ac- 
quired popularity  in  physicians’  offices, 
where  very  rapid  simple  test  procedures  are 
of  the  greatest  utility. 

A test  paper  impregnated  with  silver 
chromate  has  been  used  to  produce  chloride 
“prints”  of  the  hand  and  is  a useful  means 
to  approximate  sweat  chloride  in  the  diag- 
nosis of  cystic  fibrosis.3  Unfortunately, 
these  test  papers,  for  two  reasons,  are  not 
suitable  for  urine  chloride  testing.  First, 
silver  chromate  papers  are  quite  photo- 
sensitive, and  once  darkened,  lose  their 
reactivity  to  chloride.  Second,  silver  chro- 
mate papers  cannot  be  made  to  give  a 


graded  response  over  the  full  clinical  range 
of  20  to  200  mEq.  (1  to  12  Gm.)  of  chloride 
per  liter. 

A simple  rapid  chloride  paper  strip  test 
would  be  of  value  to  clinicians.  Papers 
impregnated  with  various  silver  salts  were 
screened,  and  those  impregnated  with  silver 
dichromate  were  found  to  be  suitable  for 
clinical  use,  if  prepared  in  the  following 
manner. 

Technic  for  preparing  test  papers 

The  materials  used  are  commercial  white 
blotting  paper  (80-pound  weight),  silver 
nitrate  (commercial  grade)  in  3 per  cent 
solution,  potassium  dichromate  (commercial 
grade)  in  1.3  per  cent  solution,  and  distilled 
water.  Sheets  of  the  blotting  paper  are 
dipped  in  the  silver  nitrate  solution  and  hung 
up  to  dry  in  air,  preferably  in  the  dark. 
After  thorough  drying,  the  silver  impreg- 
nated sheets  are  then  dipped  in  the  po- 
tassium dichromate  solution.  The  silver 
nitrate  and  potassium  dichromate  react  with 
one  another,  and  a highly  colored  reddish 
brown  silver  dichromate  is  deposited  within 
the  paper.  The  excess  potassium  dichro- 
mate is  washed  out  of  the  paper  with  dis- 
tilled water.  The  impregnated  sheets  are 
again  dried  in  air  and  are  then  ready  for 
use  after  they  have  been  cut  into  test  strips 
3 inches  long  and  3/8  inch  wide. 

When  exposed  to  chloride  in  aqueous 
solution,  whitish  yellow  silver  chloride  is 
deposited  on  the  surface  of  the  red-brown 
strip,  producing  a color  change  which  is 
proportional  to  the  chloride  content  of  the 
specimen  tested.  As  might  be  anticipated, 
somewhat  similar  color  changes  may  be 
produced  on  exposure  to  iodide  or  bromide, 
but  these  are  ordinarily  not  present  in  urine 
in  any  significant  concentration.  Am- 
monium ion  produces  no  effect,  but  free 
ammonia,  which  combines  with  silver  ion, 
leads  to  a greater  reaction  than  the  chloride 
content  would  produce  by  itself.  This 
potential  source  of  error  may  be  avoided  by 
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TABLE  I.  Urine  chloride  content  estimates  from  silver  dichromate  test  strips 


, Chloride  Content . 

Gm.  per 

mEq.  per 

Presumed 

Liter 

Liter 

Test  Result 

Salt  Intake 

0 to  2 

0 to  34 

No  color  change  seen;  strip  remains  brown 

Very  low 

4 

68 

Whitish  frost  appears  on  surface  of  strip 

Low 

8 

136 

Heavy  yellow  and  brown  mottled  effect 

Average 

12 

204 

Strip  turns  all  yellow 

High 

analyzing  only  fresh  urine  or  by  inhibiting 
ammonia  release  with  a formalin  tablet 
which  prevents  bacterial  growth. 

Silver  dichromate  test  strips  have  been 
exposed  to  high  concentrations  of  phosphate, 
sulphate,  glacial  acetic  acid,  and  10  per  cent 
normal  sodium  hydroxide.  No  visible  re- 
action occurred  with  any  of  these  solutions. 

The  test  strips  are  quite  photoresistant, 
and,  therefore,  precautions  for  handling 
light-sensitive  papers  are  not  required.  The 
test  strips  are  highly  resistant  to  heat  and 
have  been  stored  for  more  than  a year  with- 
out change  in  appearance  or  reactivity. 

Performance  of  test 

A test  strip  is  dipped  briefly  into  the  urine 
specimen.  Vertical  dipping  has  been  found 
best,  since  it  insures  equal  exposure  of  both 
sides  of  the  strip.  The  reaction  produced 
is  proportional  to  the  chloride  content  and 
may  be  estimated  as  shown  in  Table  I. 

Twenty-five  urine  specimens  from  hos- 
pitalized patients,  many  of  them  salt- 
restricted,  were  tested  according  to  this 
technic  and  the  results  noted.  Chloride 
contents  were  then  determined  by  the 
Schales  and  Schales  mercuric  nitrate  titra- 
tion method. 

In  10  instances  the  dichromate  strip  re- 


mained brown,  and  the  quantitative  chlo- 
rides ranged  from  17  to  55  mEq.  per  liter. 
In  7 instances  a whitish  frost  appeared  on 
the  test  strip.  The  range  of  chloride 
content  in  these  cases  was  34  to  85  mEq. 
per  liter.  In  7 other  specimens  a heavy 
yellow  and  brown  mottling  of  the  test 
strips  was  noted.  The  chloride  content  in 
these  cases  ranged  from  102  to  170  mEq.  per 
liter.  In  a single  case  the  test  strip  turned 
bright  yellow;  the  chloride  content  was  187 
mEq.  per  liter. 

This  correlation  between  the  two  methods 
indicates  that  silver  dichromate  test  strip 
results  may  be  used  to  approximate  the 
range  of  urine  chloride  content. 

Conclusion 

Paper  strips  impregnated  with  silver 
dichromate  provide  a simple,  inexpensive, 
effective,  and  stable  test  vehicle  for  the 
approximate  estimation  of  urine  chloride. 
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Special  Article 


Medical  Advertising 

Its  Role,  Ethics, 
and  Concepts 


ED  F.  LINDNER 
New  York  City 

Advertising  Consultant 


T he  physician  is  not  merely  a recipient  of 
drug  advertising.  Very  often  he  is  an 
active  participant  in  the  grand  design  of 
the  marketing  effort  for  a drug.  His 
clinical  reports  readily  become  sources 
of  reference  to  be  cited  and  quoted;  results 
of  scientific  investigation  find  their  way 
into  promotional  literature,  sometimes  even 
before  publication  of  the  original  article. 
Even  the  least  communicative  practitioner 
indirectly  makes  his  contribution  to  drug 
promotion  as  his  prescription  habits  are 
carefully  scrutinized  by  the  searching  eye  of 
market  analysis,  and  data  so  extracted 
serve  to  guide  the  conduct  of  campaigns. 

While  on  the  receiving  end,  a physician 
may  complain  at  times  about  the  volume  of 
the  uninvited  prose  which  reaches  out  for 
his  attention.  And  yet  if  the  information 
it  contains  were  not  brought  to  him,  he 
would  go  seeking  it  in  stacks  and  stocks  of 
libraries  and  bookstores. 

This  mutual  interest  and,  indeed,  this 
collaboration  between  physician  and  in- 
dustry deserves  not  only  recognition  but 
also  a more  comprehensive  understanding 
of  the  function  of  drug  advertising  and  its 
technics. 


The  role  of  advertising 

As  anything  else  that  looks  extremely 
complex,  the  role  of  advertising,  too,  can 
be  reduced  to  a clear  and  simple  definition: 
It  is  the  effective  communication  of  in- 
formation designed  to  encourage  the  pur- 
chase of  merchandise. 

The  reason  why  some  pharmaceutical  ad- 
vertising does  not  look  at  all  as  if  it  would 
fit  this  definition  is  not  so  much  a matter  of 
poor  technic  per  se.  Rather,  it  reflects  an 
emotional  denial  of  the  definition  itself. 
Some  practitioners  of  advertising  feel  a need 
to  identify  with  the  medical  profession 
rather  than  with  an  industry;  they  revolt 
at  the  thought  of  being,  in  fact,  salesmen. 
Some  others  may  have  outright  guilt  feel- 
ings: they  hero-worship  the  physician  as  a 
“man  of  science”  who  should  be  protected 
from  commercial  interference,  not  be  sub- 
jected to  it.  These  conscious  and  uncon- 
scious feelings  naturally  lead  to  distortion  of 
the  true  purpose  of  the  task. 

Pharmaceutical  advertising  has  been  de- 
scribed as  fulfilling  a function  of  post- 
graduate education;  it  has  been  justified 
as  a means  of  putting  valuable  information 
before  the  physician  for  the  benefit  of  his 
patients;  it  has  been  hailed  as  the  welcome 
moneybag  that  supports  medical  journals; 
and  it  has  been  praised  for  the  economic 
benefits  derived  from  its  effect:  lower 

prices  because  of  larger  sales  volume  or, 
failing  this,  an  increase  in  research  to 
create  even  better  drugs.  All  these  de- 
scriptions are  true  enough,  but  they  have 
nothing  to  do  with  the  real  function  of 
advertising.  They  are  the  welcome  bi- 
effects, not  the  raison  d’etre. 

Wastefulness  caused  by  false  “ethics” 

There  is  no  doubt  that  the  quality  of 
medical  advertising  has  improved  over  the 
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years.  Still,  a fair  amount  of  mediocrity 
and  wastefulness  exists.  It  is  mostly  the 
result  of  misguided,  rationalized  orientation 
of  the  very  purpose  of  the  advertising 
effort. 

Vance  Packard,1  in  one  of  his  diatribes 
against  Madison  Avenue,  warns  of  the 
Hidden  Persuaders  who  “exploit”  the  con- 
sumers’ innermost,  unconscious  motivations 
to  become  servants  of  the  “corrosive” 
practice  of  advertising.  Medical  advertis- 
ing, much  to  the  contrary,  may  have  a 
problem  with  a different  species:  the 

Hidden  Detractors.  These  people,  whose 
own  unconscious  often  gets  in  the  way, 
have  difficulty  in  presenting  a clear  and 
compelling  concept  of  a drug’s  advantages. 
Very  often  they  take  a more  tangential 
approach,  introducing  a philosophic,  so- 
ciologic, or  anthropologic  subject,  for  in- 
stance. As  a gentle  lead-in  to  an  ad- 
vertisement, they  may  “startle”  us  with 
the  discovery  that  “it  took  1,000,000,000 
years”  to  put  Homo  sapiens  on  his  two 
feet  (Fig.  1).  Or,  meaning  to  be  apologetic 
about  the  whole  thing,  they  take  the  pa- 
tronizing route:  “ . . .nothing  is  more  ef- 

fective” than  “ . . . your  good  advice  . . .” 
and,  incidentally,  this  new  drug. 

No  matter  how  oblique  the  approach, 
the  physician  is  quite  aware  that  they  are 
not  advertising  his  good  advice.  Knowing 
how  much  good  his  advice  is  doing,  he 
actually  is  looking  for  a better  drug  to  get 
him  out  of  his  predicament  with  that  advice- 
refractory  patient.  Furthermore,  he  would 
much  prefer  to  write  a prescription  for  a 
sensible  drug  for  myalgia  or  postnasal 
drip  than  to  demonstrate  quadrupedism  to 
his  patient. 

Some  feel  that  proper  decorum  might 
mitigate  the  blatancy  of  crass  commer- 
cialism; they  write:  “ . . . enthusiastic 

clinical  reports  from  physicians  and  medical 
institutions  throughout  the  country  heralded 
the  advent  of  an  important  new  therapeutic 
agent.  . . .”  With  all  that  pomp  and 

circumstance  it  is  disappointing  to  find  that 
this  celebrated  therapeutic  agent  doesn’t 
turn  out  to  be  the  physician’s  “good  advice.” 

Another  technic  of  the  Hidden  Detractors 
is  the  deliberate  casualness  with  which  a 
valuable  and  important  drug  may  be 
presented:  “ . . an  adjunct  in  the  treat- 

ment of”  or,  better  still,  “ . . .an  addition 
to  the  armamentarium  of  the  physician.” 


30  evolutionary  inh«i(ance 


,Ta<l 


It  took  1,000,000,000  years 
to  develop  low  back  pain 


nocturnal  feecumr  f 

b“  * *>■>*  of  obei7i!t0J^'UlUms 

‘y  m Homo  sapiens 

medical  institutions  throughout  the  country 
of  an  important  nev>'  therapeutic  agent  — 


FIGURE  1.  The  oblique  approach  is  wasteful.  It 
beats  around  the  bush  before  coming  to  the  point— 
or  worse. 


Intended  to  soften  the  blow  or  to  “butter 
up”  the  physician,  these  disclaimers  only 
add  insult  to  injury.  Why,  wouldn’t  a 
physician  know  that  these  adjuncts  are  just 
that  and  no  more? 


The  direct  approach 

Those  who  are  so  worried  about  their 
image  with  the  physician  and  are  so  intent 
on  pleasing  him  might  consider  this:  The 

more  efficiently  the  advertising  is  con- 
ceived, the  less  the  physician’s  time  is 
wasted  and  the  more  he  will  be  pleased. 
Efficient  advertising  gets  to  the  point  fast 
and  directly,  always  remains  relevant  in 
both  copy  and  art,  pinpoints  the  uniqueness 
and  benefits  of  a drug  in  a simple,  attractive, 
short  statement:  “This  antacid  coats  the 

ulcer”;  “Numbs  the  pain  . . . not  the 
patient”;  “Improves  liver  function,  flushes 
the  biliary  tree”;  “Better  than  vasodilators 
alone”;  “Prevent  morning  sickness  the 
night  before  (Fig.  2).” 

A recent  advertisement  for  a pentaeryth- 
ritol  tetranitrate  preparation,  although 
lacking  a headline  statement  which  easily 
could  have  been  written  very  effectively, 
consists  of  a supremely  relevant  illustration 
of  medication  benefits.  It  presents  evidence 
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FIGURE  2.  Efficient  advertisements  are  to  the 
point.  They  contain  a meaningful  headline  state- 
ment, directly  related  to  product  benefits. 


of  the  drug’s  ability  to  achieve  almost  three 
times  the  survival  rate  following  gradual 
coronary  occlusion  in  experimental  animals. 
It  is  an  efficient  advertisement. 


Specific  objectives 

As  a general  rule,  an  advertising 
campaign  should  be  oriented  competitively 
with  the  objective  of  securing  a greater 
share  of  an  established  market  for  a given 
drug.  But  there  are  instances  in  which  the 
advertising  program  may  pursue  a somewhat 
different  objective.  This  may  be  the  case 
when  the  drug  already  is  in  a leading 
position.  The  campaign  may  then  be 
oriented  toward  an  expansion  of  the  market 
itself.  It  may  attempt  to  broaden  the 
range  of  indications  for  the  drug;  or  it  may 
bring  about  a market  expansion  through 
dissemination  of  new  knowledge,  new 
medical  concepts,  and  improved  diagnostic 
technics. 

Thus  one  leading  estrogen  producer  is 
conducting  an  advertising  campaign  which 
creatively  proposes  this  stimulating  con- 


cept: “Estrogen — the  metabolic  strength  of 
woman.”  This  advertisement  unfolds  the 
wide  evidence  of  sex-linked  metabolic  func- 
tions and  the  benefits  of  estrogen  replace- 
ment therapy.  Only  thereafter  does  it 
attempt  to  sell  competitively.  It  is  an 
effective  and  interesting  campaign. 

Mental  depression,  as  we  now  know,  is 
one  of  the  most  freauently  occurring 
emotional  disturbances.  Yet,  until  re- 
cently, cases  reported  outside  of  psychiatric 
practice  were  few  and  far  between.  It 
seemed  that  the  milder  forms  of  the  disorder, 
because  of  the  deceptive  nature  of  related 
symptoms,  largely  went  undiagnosed.  Thus 
one  hardly  could  have  predicted  a com- 
mercial success  for  a new  antidepressant 
drug  at  the  time.  Then,  a drug  manu- 
facturer began  supplying  physicians  with 
service  materials  (reprints  from  specialized 
literature,  a diagnostic  aid  booklet,  and  a 
rating  scale)  which  increased  awareness  and 
to  some  extent  facilitated  diagnosis.  The 
result:  A vast,  new  prescription  potential 
revealed  itself. 

In  that  way,  advertising  can  be  very 
efficient  even  though  its  emphasis  may 
not  be  on  the  uniqueness  of  the  drug  itself. 
Often  it  may  be  more  effective  if  it  conveys 
new  ideas  as  to  how  and  when  an  increasing 
number  of  various  patients  may  benefit  from 
the  drug. 


Creative  concepts 

In  many  cases  it  is  helpful  to  key  an 
advertisement  to  the  indications  for  the  drug, 
especially  when  an  attempt  is  made  to  widen 
the  range  of  indications.  Here  again,  a 
thought-provoking  creative  concept,  a 
stimulating  reason  why,  will  communicate 
more  effectively  than  a listless  “in  such  and 
such”  indication.  One  of  the  anorectic- 
tranquilizer  drugs  puts  it  right  on  the  line: 
“Overeating  is  often  an  outlet  for  . . . 
hostility.”  The  eminent  logic  for  the 
use  of  this  drug  becomes  self-evident. 

A gynecology-indication  advertisement  for 
a tranquilizer  carried  a gynecologic  situation 
illustration  and  the  simple  headline, 
“psychic  cycle.”  The  parallelism  with  the 
menstrual  cycle  was  inescapable.  It  made 
a memorable  imprint  on  the  gynecologist’s 
mind.  Consequently,  he  would  be  more  apt 
to  be  on  the  lookout  for  symptoms  of 
anxiety  and  tension  and  consider  the  use- 
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fulness  of  that  drug  in  a greater  number  of 
patients.  That,  too,  widened  the  market 
for  the  drug. 

These  examples  demonstrate  how  thera- 
peutic logic  and  pharmacologic  fact  can  be 
expressed  through  a simple  and  relevant 
creative  concept. 


Substantiation 

It  is  essential,  of  course,  that  both  the 
logic  and  the  facts  contained  in  these 
creative  concepts  be  supported  by  full 
substantiation.  At  this  juncture  it  is  again 
the  Hidden  Detractor  who  will  throw  out 
and  forego  any  creative  concept  for  the  sake 
of  his  idea  of  truth  and  ethical  approach. 
He  is  apt  to  confuse  the  meaning  of  “sub- 
stantiation” with  “quotation  from  the 
literature”  and  will  insist  that  “if  those  very 
words”  cannot  be  found  in  a paper,  they  can- 
not be  used. 

Many  believe  that  direct  quotations  from 
published  sources  are  both  more  effective 
and  more  reliable  than  the  copywriter’s 
creative  concept  and  written  word.  But  the 
literature  is  only  good  for  what  it  is.  In  fact, 
to  convey  its  actual  intent  and  meaning  it 
relies  on  the  reader’s  judgment  of  its  text  in 
full.  How  reliable,  then,  is  but  a single 
phrase  of  unknown  weight  in  relation  to  the 
total  work?  Moreover,  it  is  not  reasonable 
to  assume  that  a report  or  scientific  paper, 
when  published  in  a journal,  is  ipso  facto 
valid  or  even  accurate  in  all  respects. 
Some  clinical  reports  deal  with  single, 
isolated  experiences;  some  papers  are  pub- 
lished solely  because  of  a hypothesis  or 
theory;  and,  occasionally,  a report  may  be 


faulty  because  of  an  error  in  method  of 
investigation. 

The  now  famous  study  of  analgesics 
published  in  the  Journal  of  the  American 
Medical  Association 2 has  been  widely  quoted. 
Yet  the  report  was  based  not  on  objective 
criteria  but  on  subjective  evaluation  alone 
by  a group  of  patients  among  whom  the 
emotionally  labile  individual  is  not  uncom- 
mon, namely,  patients  post  partum.  Quota- 
tions taken  from  such  literature  may  well 
represent  “truth,”  or  they  may  not. 

Obviously,  an  ethical  appearance  of 
advertising  is  no  warranty  either  of  ethics  or 
of  truth;  and  truth  is  all  the  more  elusive 
when  self-deception  leads  the  search,  and 
the  purpose  is  obscured.  One  cannot  help 
but  wonder  who,  in  the  first  place,  coined  the 
term  “ethical  advertising.”  The  very  name 
inspires  some  suspicion.  Somehow,  as  Ben 
Jonson  said,  “the  dignity  of  truth  is  lost  with 
much  protesting.” 

Advertising  truth  begins  with  the 
cognizance  of  advertising  function,  to  be  no 
more  or  no  less  than  effective  communication 
of  information  designed  to  encourage  the 
purchase  of  merchandise.  When  it  deals 
with  medicine,  then  it  is  simply  “medical 
advertising.” 

205  West  95th  Street, 
New  York  10025 
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Although  hydrogen  bombs  are  now  avail- 
able for  destructive  purposes,  the  types  of 
casualties  resulting  from  these  weapons 
differ  little  from  the  injuries  sustained  from 
the  smaller  atomic  bombs  used  during  World 
War  II.  The  basic  principles  of  the  care  of 
mass  casualties  are  essentially  the  same  after 
the  explosion  regardless  of  the  type  of 
weapon,  the  only  difference  being  the  num- 
ber and  distribution  of  casualties. 

Body  damage  and  protection 

Before  a realistic  evaluation  can  be  made 
regarding  the  casualty  load  following  an 
atomic  attack,  one  must  consider  the  various 
forces  exerted  on  the  human  body  by  this 
type  of  weapon.  The  detonation  of  an 
atomic  bomb  is  followed  immediately  by  a 
heat  wave  that  lasts  approximately  a second. 
The  heat  produced  initially  has  been  esti- 
mated to  be  in  the  millions  of  degrees 
centigrade.  Despite  this  tremendous  ra- 
diant energy,  its  destructive  power  is  dis- 
sipated rapidly  as  the  distance  from  the 

Presented  at  the  thirteenth  County  Medical  Societies  Con- 
ference on  Disaster  Medical  Care,  Chicago,  Illinois,  Novem- 
ber 3 and  4,  1962. 


epicenter  increases.  Heat  in  excess  of  8 
calories  per  square  inch  will  char  clothing 
and  skin;  heat  of  2 to  3 calories  per  square 
inch  will  produce  first  degree  burns. 

Ordinary  clothing  offers  protection  against 
the  flash  burn  beyond  a distance  of  from 
3,500  to  4,500  feet.  Within  this  range, 
however,  both  clothing  and  skin  are  burned, 
so  that  the  unsheltered  casualty  will  receive 
third  degree  burns.  Up  to  a range  of  12,000 
feet  from  the  epicenter,  unprotected  people 
may  receive  first  and  second  degree  burns. 
Whereas  the  initial  flash  will  produce  many 
primary  burns,  many  other  thermal  injuries 
will  result  from  secondary  burns  as  a con- 
sequence of  burning  clothing,  houses,  gas 
fines,  overturned  stoves,  and  disrupted 
electrical  fines. 

Immediately  after  the  explosion  there  is 
a tremendous  surge  of  increased  pressure. 
This  blast  wave  is  relatively  sustained  as 
it  moves  outward,  carrying  dirt,  stones, 
tiles,  shingles — any  and  all  debris,  including 
millions  of  fragments  of  shattered  buildings. 
Following  the  primary  pressure  phase  of  the 
blast  there  is  a secondary  suction  phase 
resulting  from  the  return  rush  of  air  into  the 
partial  vacuum  created  by  the  explosion 
and  by  the  loss  of  the  rising  air  created  by  the 
fire  ball.  This  suction  phase,  which  lasts 
approximately  two  to  three  minutes,  exerts 
pressure  on  buildings  from  an  opposite  di- 
rection to  the  first  pressure  wave,  thereby 
causing  additional  buildings  to  fall  and 
disintegrate. 

The  blast  per  se  produces  few  harmful 
effects  on  the  human  body.  In  close 
proximity  to  the  blast  ear  drums  will  rupture, 
and  some  harm  may  accrue  to  air-filled 
lungs  and  intestines,  but  the  body  with- 
stands the  pressure  exceedingly  well.  It  is 
the  secondary  effects  of  the  blasts  that  are 
so  devastating.  From  the  epicenter  to 
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about  2,500  feet,  most  of  the  mechanical 
injuries  from  the  indirect  blast  effect  are 
fatal.  From  2,500  feet  to  7,000  feet  most 
of  the  injuries  are  serious;  from  7,000  to 
12,000  feet  minor  injuries  predominate. 
These  distances  apply  to  the  smaller  bombs 
only,  but  they  offer  a method  of  planning 
which  can  be  adapted  to  larger  weapons. 

The  radiation  injuries,  resulting  chiefly 
from  the  gamma  radiation,  constitute  a 
moderate  problem,  although  initially  this 
factor  is  less  important  than  that  of  the 
blast  and  heat,  particularly  if  the  bomb 
bursts  in  the  air  in  contradistinction  to 
bursting  on  the  ground.  The  delayed  ef- 
fects of  moderate  to  severe  irradiation  are 
those  of  wound  disruption  and  secondary 
infection. 

Distribution  of  casualties 

The  relative  distribution  of  casualties 
can  be  better  appreciated  if  some  of  the 
pertinent  facts  learned  following  the  bomb- 
ing of  Hiroshima  are  reviewed.  Detonation 
of  the  atomic  bomb  over  Hiroshima  (with 
a population  of  300,000)  resulted  in  80,000 
fatal  casualties  and  85,000  injured  inhab- 
itants. The  distribution  of  casualties  from 
the  epicenter  is  of  interest  to  analyze. 
In  Zone  3,  near  the  area  of  maximal  casualty 
load,  75  per  cent  of  the  individuals  sur- 
vived, 90  per  cent  of  the  latter  sustaining 
injuries.  This  is  in  contrast  to  Zone  5, 
a greater  distance  from  the  epicenter, 
where  all  the  inhabitants  survived,  75  per 
cent  of  the  latter  sustaining  injuries. 

The  distribution  of  casualties  among  those 
individuals  injured  immediately  following 
the  atomic  blast  was  as  follows:  70  per  cent 
suffered  from  secondary  mechanical  injuries, 
65  to  80  per  cent  suffered  from  flash  burns, 
and  30  per  cent  from  both  immediate  and 
delayed  radiation  effects. 

In  the  group  of  casualties  dying  within 
the  first  twenty -four  hours,  half  of  these 
deaths  were  the  result  of  mechanical  in- 
juries and  half  the  result  of  incinerating 
burns. 

Fifty  to  60  per  cent  of  those  individuals 
who  survived  the  Hiroshima  disaster  in- 
itially died  later  as  the  result  of  secondary 
injuries,  20  to  30  per  cent  as  the  result  of 
flash  burns,  and  15  to  20  per  cent  as  the 
result  of  delayed  radiation  effects.  It  has 
been  estimated  that  a far  greater  salvage 


would  have  been  achieved  had  the  popula- 
tion been  aware  of  the  impending  disaster 
and  if  an  effective  first  aid  program  could 
have  been  instituted. 

The  nature  of  the  wounds  resulting  from 
mechanical  trauma  following  the  Hiroshima 
attack  involved  contusions  in  52  per  cent, 
lacerations  in  37  per  cent,  and  fractures  in 
11  per  cent  of  the  injured  group.  The  head, 
face,  and  neck  were  involved  in  12  per  cent, 
thorax  in  15  per  cent,  abdomen  in  14  per 
cent,  upper  extremities  in  22  per  cent,  and 
the  lower  extremities  in  37  per  cent  of  the 
casualties. 

Where  there  is  no  disparity  between 
casualty  load  and  adequate  medical  per- 
sonnel and  facilities,  all  patients  are  treated, 
and  the  treatment  given  is  commensurate 
with  the  severity  of  the  injury.  When, 
however,  there  is  a disparity  between  the 
casualty  load  and  the  available  medical 
facilities,  a priority  for  treatment  becomes 
necessary.  Under  mass  casualty  conditions, 
categories  of  treatment  and  priorities  for 
the  various  types  of  injuries  must  be  estab- 
lished. This  classification  and  separation 
of  the  sick  and  wounded  into  priority  groups 
for  treatment  is  basic  to  any  effective  pro- 
gram designed  to  meet  this  problem. 

Those  casualties  resulting  from  an  atomic 
disaster  and  requiring  minimal  treatment 
can  be  categorized  as  follows:  small  lacera- 
tions or  contusions,  simple  fractures  of  small 
bones,  and  burns  of  less  than  10  per  cent 
of  the  body  but  not  involving  the  hands  or 
face. 

The  casualties  where  delayed  treatment 
will  not  jeopardize  survival  are  those  with 
closed  fractures,  moderate  lacerations  with- 
out extensive  bleeding,  and  burns  involving 
less  than  20  per  cent  of  the  total  body  sur- 
face. 

Those  victims  sustaining  respiratory  in- 
juries of  a critical  nature,  penetrating  or 
perforating  wounds  of  the  abdominal  wall 
and  abdomen,  multiple  severe  injuries, 
and  burns  involving  40  per  cent  or  more  of 
the  total  body  surface  will  of  necessity  be 
placed  in  the  expectant  category  where  no 
immediate  treatment  will  be  given. 

Medical  care 

Immediate  care  will  be  directed  toward 
those  victims  who  have  sustained  hemor- 
rhage from  accessible  sites,  correctable  me- 
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chanical  respiratory  defects,  severe  crushing 
wounds  of  the  extremities,  incomplete  ampu- 
tations, severe  lacerations  involving  open 
fractures,  and  burns  involving  between  20 
and  30  per  cent  of  the  total  body  surface. 

It  has  been  estimated  from  the  Hiroshima 
experience  that  approximately  40  per  cent 
of  the  casualty  load  will  require  little  or  no 
medical  attention  in  the  immediate  post- 
bomb period.  Those  injured  individuals 
requiring  immediate  medical  care  will  repre- 
sent approximately  20  per  cent  of  the  total 
casualty  load.  The  remaining  40  per  cent 
will  be  composed  of  those  individuals  placed 
in  the  delayed  or  expectant  priority  groups. 

The  general  plan  for  the  care  of  this  group 
of  casualties  must  be  formulated  along  lines 
of  accomplishing  the  greatest  good  for  the 
greatest  number  of  people.  Because  of  the 
overwhelming  disparity  between  the  casualty 
load  and  available  medical  facilities,  certain 
compromise  measures  must  be  instituted. 
Some  of  the  basic  and  fundamental  concepts 
and  principles  of  treatment  learned  and  re- 
learned in  previous  conflicts  which  will  help 
to  accomplish  this  end  are  as  follows:  All 
traumatic  wounds  are  contaminated  wounds 
and  will  contain  both  aerobic  and  anaerobic 
bacterial  flora.  The  prevention  of  infec- 
tion will  depend  on  adequate  debridement 
or  incision  and  drainage  of  all  wounds. 
All  soft  tissue  wounds  must  be  left  open, 
and  the  use  of  pressure  dressings  must  be 
relied  on  for  hemostasis.  Because  of  the 
lack  or  limited  supply  of  antibiotics,  in- 
fections must  be  prevented  by  adequate 
wound  care  and  antibiotic  therapy  reserved 
for  established  infections  only. 

The  ever-threatening  problem  of  gas  gan- 
grene must  be  borne  in  mind,  and  prevention 
of  this  fatal  complication  under  these  cir- 
cumstances will  probably  depend  on  the 
surgical  removal  of  all  non  viable  tissue. 
Amputation  may  be  required  to  prevent 
death  from  this  anaerobic  infection  compli- 
cation. 

Such  a circumstance  is  compatible  with 
the  principle  that  the  saving  of  a life  takes 
precedence  over  the  saving  of  a limb. 

It  is  unlikely  that  intravenous  therapy 
will  be  available  in  the  early  post-blast 
period.  If  such  facilities  are  available, 
their  use  should  be  limited  to  the  treatment 
of  external  injuries  where  pressure  can  be 
applied,  as  opposed  to  the  intra-abdominal 
or  intra thoracic  injuries. 


Types  of  injury 

Flash  burns  sustained  under  thermo- 
nuclear conditions  differ  from  those  seen 
under  civilian  conditions.  These  burns 
involve  exposed  surfaces,  are  partial  thick- 
ness in  depth  in  the  majority  of  cases,  and 
are  many  times  associated  with  radiation 
injuries.  It  is  of  interest  to  note  that  in 
the  Hiroshima  disaster  50  per  cent  of  the 
casualties  sustaining  burns  had  involvement 
of  5 to  20  per  cent  of  the  total  body  surface; 
25  per  cent  had  involvement  of  20  to  30 
per  cent  of  the  total  body  surface;  15  per 
cent  of  the  casualties  had  30  to  40  per  cent 
of  the  total  body  surface,  and  only  10  per 
cent  of  the  casualties  who  survived  had 
involvement  of  over  50  per  cent  of  the  body 
surface.  Ten  per  cent  of  the  burn  casualties 
sustained  both  second  and  third  degree 
burns,  while  90  per  cent  sustained  only 
second  degree  burns. 

Under  ideal  circumstances,  optimal  ther- 
apy for  burns  involving  20  to  40  per  cent 
of  the  total  body  surface  should  include: 
first,  sedation;  second,  the  establishment  of 
a venous  lifeline;  third,  determination  for 
the  need  of  a tracheotomy;  fourth,  the  in- 
sertion of  an  indwelling  catheter  to  monitor 
fluid  therapy;  fifth,  a plan  of  fluid  therapy; 
and  sixth,  the  use  of  antibiotics  and  tetanus 
prophylaxis. 

Under  mass  casualty  conditions  the  relief 
of  pain  will  depend  on  the  liberal  use  of  a 
bland  water-soluble  ointment.  Fluid  ther- 
apy will  depend  on  the  availability  of  water 
and  stock-piled  packets  of  salt  and  soda. 
If  3 Gm.  of  salt  and  1.5  Gm.  of  soda  can  be 
dissolved  in  1 quart  of  water,  an  effective 
hypotonic  fluid  can  be  made  available  for 
replacement  therapy.  If  3 to  5 L.  of  this 
salt  and  soda  mixture  can  be  ingested  per 
day,  a significant  reduction  in  mortality 
from  burns  would  be  accomplished.  Partial 
thickness  burns  of  the  face  and  neck  rarely 
require  a tracheotomy  even  under  ideal 
circumstances  of  burn  management.  Anti- 
biotics, if  available,  should  be  reserved  for 
the  treatment  of  infectious  complications, 
such  as  transient  bacteremia. 

If  the  signs  and  symptoms  of  septicemia, 
namely,  disorientation,  abdominal  disten- 
tion secondary  to  paralytic  ileus,  elevation 
in  temperature,  sinus  tachycardia,  rapid 
respiratory  rate,  refractory  hypotension, 
or  a falling  urinary  output  present  them- 
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selves,  it  will  be  necessary  to  place  these 
casualties  in  the  expectant  category  of 
treatment. 

The  local  care  of  the  partial  thickness 
burn  wound  lends  itself  well  to  open  or 
exposure  type  of  treatment.  Exposure  to 
the  air  tends  to  minimize  the  proliferation 
of  bacteria  on  the  burn  surface.  In  cir- 
cumferential burns  it  is  important  that  the 
burn  areas  be  intermittently  exposed  to  the 
atmosphere  to  prevent  maceration  and 
serious  secondary  wound  infections.  Com- 
plete healing  of  the  partial  thickness  burn 
wound  can  be  expected  in  approximately 
two  to  three  weeks  when  judicious  exposure 
therapy  has  been  used.  The  National 
Research  Council  dressings  currently  being 
stockpiled  could  be  well  utilized  in  the  treat- 
ment of  patients  by  the  exposure  method. 

The  application  of  these  principles  will 
depend  on  the  tactical  situation  and  the 
competency  of  the  surviving  personnel, 
medical  or  otherwise.  Careful  considera- 
tion makes  it  obvious  that  initially  medical 
support  will  be  essentially  nonexistent  and 
that  survival  will  depend  on  “first  aid” 
measures  that  are  self-administered.  When 
the  tactical  situation  improves,  it  is  antici- 
pated that  the  compromise  measures  can 
be  instituted  and  carried  out.  When  the 
tactical  situation  permits,  it  is  hoped  that 
the  more  serious  casualties  can  be  evacuated 
to  treatment  centers  for  definitive  and  spe- 
cific therapy.  Such  centers  should  be  con- 
templated for  the  handling  of  soft  tissue 
trauma,  fractures,  thermal  injuries,  and 
delayed  irradiation  injuries.  These  centers 
would  be  utilized  for  the  closure  of  burn 
wounds  by  autografting  and  homografting, 
secondary  closure  of  large  soft  tissue  wounds, 
intensive  intravenous  replacement  therapy, 
specific  appropriate  antibiotic  therapy,  and 
the  management  of  severe  combined  injuries. 

Summary 

In  conclusion,  a plan  of  mass  casualty 
care  which  will  result  in  the  greatest  salvage 


of  human  life  should  embody  an  apprecia- 
tion of  the  following  time-proved  principles 
of  wound  care: 

1.  All  traumatic  wounds  are  contaminated 
wounds  containing  both  aerobic  and  anaero- 
bic organisms. 

2.  Prevention  of  infection  will  depend  on 
adequate  debridement  or  incision  and  drain- 
age. 

3.  Following  debridement,  all  traumatic 
soft  tissue  wounds  will  be  left  open. 

4.  Hemostasis  will  be  controlled  largely 
by  the  application  of  pressure  dressings. 

5.  Only  established  infections  will  be 
treated  with  the  limited  available  supply  of 
antibiotics. 

6.  Gas  gangrene  can  be  prevented  only 
by  surgical  removal  of  all  nonviable  tissue. 

7.  Compound  fractures  will  be  placed  in 
the  immediate  care  priority  group. 

8.  Intravenous  therapy  will  be  available 
on  a limited  basis  only. 

9.  If  a limited  supply  of  blood  or  volume 
expanders  is  available,  these  should  be  used 
for  the  treatment  of  extremity  injuries  rather 
than  for  intra-abdominal  injuries. 

10.  Initial  fluid  therapy  in  thermal  and 
soft  tissue  casualties  will  depend  on  the  oral 
administration  of  a hypotonic  salt  and  soda 
solution. 

11.  Patients  developing  early,  overwhelm- 
ing infectious  complications  will  be  placed 
in  the  expectant  group  of  casualties. 

12.  Exposure  therapy  will  be  used  ex- 
clusively for  the  local  care  of  all  burn 
wounds. 

13.  A bland  ointment  applied  to  the  burn 
wound  will  minimize  the  need  for  narcotics. 

14.  When  the  tactical  situation  permits, 
evacuation  to  treatment  centers  should  be 
initiated  for:  Closure  of  burn  wounds  by 
autografting  or  homografting,  intensive 
intravenous  replacement  therapy,  specific 
antibiotic  therapy,  and  treatment  of  severe 
combined  injuries. 
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Ole  Doc  Mixes  a Few  Quotables 


When  he  was  asked  at  a regional  youth  con- 
ference: “Does  experience  result  in  wisdom  or 
fixation?”  he  answered,  “Experience  always 
brings  wisdom;  it  is  habit  that  breeds  fixation.” 
* * * 

An  excerpt  from  a speech  concerning  the 
resiliency  of  the  individual,  first  said  while 
speaking  at  a Rotary  Club  luncheon  at  Ottawa, 
but  admittedly  often  repeated:  “Frankly,  I 

don’t  know  if  there  will  always  be  an  England, 
but  of  one  thing  I am  sure,  there  will  always  be 
an  Englishman.” 

* * * 

An  excerpt  from  a speech  entitled  “The  New 
and  the  Old”  made  at  a conference  of  school 
counselors:  “It  is  time  we  realized  that  a man 
may  be  modern  enough  to  learn  how  to  pilot  a 
jet  plane  and  still  old-fashioned  enough  to 
remember  how  to  walk.” 

* * * 

On  progress:  “I  suppose  the  transition  from 
the  rack  of  the  Inquisition  to  the  couch  of  the 
psychoanalyst  must  be  considered  progress  of  a 
sort.” 

* * * 

On  lack  of  progress:  “The  jet  plane  has  re- 
placed the  prairie  schooner  with  an  incredible 
reduction  in  production  time  of  the  vehicle  of 
transportation  and  in  the  elapsed  time  of  per- 
formance; but  we  forget  this  unfortunate  fact — 
the  production  time  of  the  plane  pilot  and  wagon 
driver  has  not  altered  one  iota,  it  is  still  two 
hundred  eighty  days,  while  the  elapsed  time  of 
his  performance  has  been  unbelievably  pro- 
longed.” 

* * * 

On  critics  and  criticism:  “One  would  be 

peculiarly  lacking  in  finer  sensibility  not  to 
appreciate  the  immortal  phrase  of  Joyce  Kilmer 
that  only  God  can  make  a tree;  but  he  would  be 
particularly  obtuse  not  to  realize  that  any  moron 
can  chop  it  down.” 

* * * 

On  the  King-Anderson  proposal  to  finance 
hospitalization  for  the  aging  citizen  by  levy  of  a 
tax  (under  the  pseudonym  of  Social  Security) 
on  the  lowest  income  group  most  of  whom  are 
exempt  from  income  tax  because  of  limited 
income:  “The  Robin  Hood  concept — to  take 

from  the  rich  and  give  to  the  poor  and  those  of 
moderate  income — has  been  used  in  varied 
forms  by  many  world  governments;  but  the 
King-Anderson  proposal  is  one  of  few  instances 


which  plans  to  take  from  the  poor  and  give  to 
the  rich  and  the  moderate  income  group.” 

* * * 

An  excerpt  from  an  address  to  a medical 
alumni  group:  “A  good  doctor  is  one  who  knows 
about  disease  but  treats  people.” 

* * * 

From  a staff  meeting  discussion:  “Too  often 
we  forget,  psychoneurotic  patients  die  of  organic 
disease.” 

* * * 

On  the  perversity  of  human  nature:  “It  is  one 
of  the  inscrutable  mysteries  of  life,  why  it  is  so 
easy  to  attract  a crowd  at  a blood-letting  on  the 
street  but  so  difficult  at  a blood  donor  session.” 

* * * 

On  the  problem  of  medical  communication: 
“Negatively  conditioned  as  he  is  by  a daily 
bombardment  through  the  mail  and  by  too  many 
medical  journals  featuring  articles  by  authors 
written  to  please  themselves  or  their  department 
chiefs  rather  than  to  disseminate  information, 
the  doctor  of  today  is  practically  inaccessible. 
About  the  only  way  I know  to  reach  them  all  by 
published  word  is  to  insert  your  message  in  (1) 
the  obituary  column,  which  will  reach  all  over 
sixty-five,  and  (2)  in  the  Wall  Street  Journal , 
which  will  get  most  of  the  rest.” 

* * * 

On  emotional  maturity:  “When,  I wonder, 

if  ever,  will  the  adolescent  adult  or  the  pseudo- 
adult adolescent  learn  that  the  measure  of 
his  masculinity  and  maturity  is  in  his  ability  to 
fill  a rival’s  shoes,  not  in  sneaking  into  his  bed.” 

* * * 

On  the  traffic  choking  cities  of  the  United 
States:  “I  would  not  be  so  brash  as  to  suggest 
any  solution,  yet  the  essence  of  the  problem 
seems  fairly  clear:  the  use  of  twentieth  century 
automobiles  on  nineteenth  century  street  pat- 
terns by  5000  B.C.  drivers.” 

* * * 

On  the  symptomatology  of  myocardial  infarc- 
tion: “Myocardial  infarction  is  characterized 

by  one  symptom  which  is  found  so  often  it  can 
be  considered  an  invariable  accompaniment  of 
the  condition,  and  that  symptom  is  apprehen- 
sion. One  finds  it  evidenced  by  the  patient 
early  in  the  attack,  usually  in  the  first  thirty-six 
hours;  it  becomes  evident  in  the  physician  at 
about  the  end  of  the  second  week.” 
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* * * 

On  the  everyday  office  practice  of  medicine: 
;‘As  do  most  doctors,  I am  sure,  whenever  I go 
to  a national  meeting  or  hear  the  many  ‘talking 
experts’  associated  with  politics,  government 
bureaus,  labor  unions,  insurance  companies,  and 
voluntary  health  organizations- — which  we  have 
seen  not  only  generate  these  experts  recently  by 
a process  of  spontaneous  production  but  also 
multiply  them  alarmingly — as  they  expound  on 
the  great  strides  we  have  made  in  medicine  and 
listen  to  their  optimistic  predictions  of  what  will 
be  accomplished  in  the  near  future,  I experience 
a sense  of  personal  pride,  a glow  of  hope,  a 
dream  of  progress,  and  the  nearness  of  tomorrow 
when  armed  with  a computer  and  a magic  potion 
I will  be  able  to  send  a patient  home  not  only 
comforted  but  cured.  Then  I return  to  the 
office  and  the  grim  reality  that  fogs  and  darkens 
those  rose-colored  futurities.  Not  that  we  deny 
the  record  of  tremendous  progress- — the  elimina- 
tion by  control  of  the  epidemic  destroyers  such 
as  smallpox,  diphtheria,  typhoid,  yellow  fever; 
control  of  diabetes  and  pernicious  anemia;  the 
disappearance  of  general  paresis;  the  slow 
steady  suppression  of  tuberculosis;  the  anti- 
biotics, with  their  reduction  of  the  30  per  cent 
death  rate  in  pneumonia;  the  control  and  pre- 
vention of  septicemia;  tetanus  relegated  to  a 
status  of  a medical  rarity,  and  even  when  it  does 
occur  it  might  well  have  been  prevented;  cere- 


Athletes warned  on  vaulting  poles 


High  school  pole  vaulters  are  warned  by  the 
Committee  on  the  Medical  Aspects  of 
Sports  of  the  American  Medical  Association 
and  the  National  Federation  of  State  High 
School  Athletic  Associations  about  the  possible 
hazards  associated  with  fiberglass  poles  due  to 
their  “apparent  vulnerability  to  breakage.” 

A joint  statement  by  the  two  organizations 
notes  “the  potential  hazard  from  falls  and 


brospinal  meningitis  (meningococcus)  and  an- 
terior poliomyelitis,  the  dread  bugaboos  of  all 
parents,  virtually  conquered;  heart  surgery, 
artificial  valves,  organ  transplantation,  and  one 
could  go  on  and  on. 

Yet,  when  you  return  to  the  office,  day  in  and 
day  out,  your  patients  come,  each  with  his  pri- 
vate cross  to  carry,  and  trustingly,  belligerently, 
or  hopefully  lay  their  burdens  in  your  lap.  They 
ask  restoratives  for  their  weariness,  they  seek 
to  be  relieved  of  their  burdens.  You  search 
your  medical  knowledge  to  find  an  answer,  you 
review  in  your  mind  the  latest  medical  advances, 
perhaps,  particularly  if  this  is  somewhat  new  to 
you,  order  a battery  of  laboratory  and  x-ray 
tests  in  the  hope  of  finding  something  tangible 
you  can  come  to  grips  with.  You  think  in  what 
can  only  be  described  as  a yearning  and  forlorn 
manner  of  those  confident  pronouncements 
about  the  science  of  medicine.  All  this  you  will 
do,  and  much  as  a rat  in  a maze  after  he  has  been 
given  an  electroshock  you  travel  one  blind  alley 
after  another:  this  new  book,  this  authoritative 
journal  article,  advice  from  this  consultant. 
But  when  your  sensorium  clears  and  your  con- 
fusion resolves,  you  come  face  to  face  with  this 
reality:  Most  of  the  time  you  can’t  whittle 

even  a sliver  off  the  cross  your  patient  carries, 
and  all  that  is  left  to  you  is  to  stiffen  his 
back. 


possible  impaling  of  the  vaulter”  when,  “in  an 
attempt  to  achieve  the  publicized  whiplike 
action,  the  aspiring  athlete  turns  to  a pole 
lighter  than  that  specified  for  his  weight.” 
Pole  manufacturers  warn  that  the  poles  must  not 
be  overloaded  as  much  as  five  pounds  or 
breakage  may  occur.  There  is  no  excuse  for  a 
coach  to  allow  his  vaulters  to  use  a pole  lighter 
than  that  specified  for  their  weight.  In  addition, 
“the  athlete  must  share  this  responsibility  by 
respecting  the  need  for  the  fundamentals  of  a 
progressive  training  program  rather  than  seek- 
ing glamorous  unsound  shortcuts  to  competitive 
success.” 
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Abstracts 


Ayers,  W.  R.,  and  Doyle,  J.  T.:  Cardio- 

pulmonary resuscitation;  review  of  one  year’s 
experience  in  a general  hospital.  New  York 
State  J.  Med.  64:  1929  (Aug.  1)  1964. 

Cardiopulmonary  resuscitation  was  under- 
taken 59  times  in  48  patients  in  a general  hos- 
pital; 16  patients  survived  longer  than  one 
hour,  but  only  8 left  the  hospital,  1 with  anoxic 
brain  damage,  and  4 of  these  survivors  died 
within  the  year.  The  ideal  candidate  for  cardiac 
resuscitation  is  young  and  healthy;  however, 
the  usual  candidate  is  elderly,  has  severe  cardio- 
vascular disease,  and  often  has  suffered  pro- 
longed anoxia  with  resultant  metabolic  acidosis. 

Owens,  G.,  Javid,  R.,  Tallon,  M.,  Stepan- 
ian,  G.,  and  Belmusto,  L.:  Chemotherapy 

of  primary  gliomas  of  the  brain,  New  York 
State  J.  Med.  64:  1933  (Aug.  1)  1964. 

Thirty  patients  with  primary  gliomas  of  the 
brain  were  treated  by  internal  carotid  artery  in- 
fusion of  nitrogen  mustard  (18  patients)  or 
leurocristine  sulfate  (12  patients).  No  signifi- 
cant drug  response  was  seen  in  17  of  the  18 
patients  treated  with  nitrogen  mustard.  Leuro- 
cristine produced  dramatic,  although  temporary, 
improvement  in  7 of  12  patients,  consisting  of 
reduction  of  intracranial  pressure,  recovery  of 
neurologic  deficits,  and  reduction  of  cerebral 
spinal  fluid  protein. 

Bauman,  A.,  and  Rosen,  K.:  Recurrent 

hypercalcemia  associated  with  recurrent  hyper- 
thyroidism; with  and  without  symptoms, 
New  York  State  J.  Med.  64:  1938  (Aug.  1) 

1964. 

A ninth  case  of  symptomatic  hypercalcemia 
due  to  thyrotoxicosis  is  presented.  Unique 
findings  consisted  of  recurrent  hypercalcemia 
with  recurrent  hyperthyroidism.  As  in  other 
cases,  the  striking  symptoms  on  two  occasions 
were  anorexia,  nausea,  vomiting,  severe  weak- 
ness, and  weight  loss;  however,  the  third  time 
the  hypercalcemia  was  asymptomatic.  Effec- 
tive control  of  the  hyperthyroidism  resulted  in 
reversion  of  calcium  values  to  normal. 


Rapaport,  H.  G.:  Identification  of  the  aller- 
gic child,  New  York  State  J.  Med.  64:  1945 

(Aug.  1)  1964. 

Two  important  factors  in  identification  of  the 
allergic  child  are  wheezing  and  recurrence  or 
chronicity  of  symptoms.  Other  factors  are 
given  certain  values  in  the  author’s  Allergic  In- 
dex. The  diagnosis  is  based  on  a thorough 
allergic  history,  physical  examination,  and  tests, 
of  which  the  scratch  test  is  the  most  commonly 
used.  Other  skin  tests  include  intradermal  and 
patch  tests,  and  ophthalmic  and  provocative 
tests  may  be  used  under  certain  circumstances. 


Wiseman,  R.  D.,  and  Wiseman,  J.  R.:  Value 
of  home  visits  in  the  treatment  of  the  allergic 
patient,  New  York  State  J.  Med.  64:  1948 

(Aug.  1)  1964. 

Home  visits  are  one  of  the  most  valuable  con- 
tributions to  the  successful  treatment  of  allergic 
patients.  The  house  should  be  examined 
thoroughly  from  basement  to  attic  so  that  ap- 
propriate precautions  can  be  taken  against  al- 
lergens. The  importance  and  meaning  of 
environmental  control  should  be  explained  to 
the  whole  family. 


Edelstein,  M.  M.,  Porte,  D.,  Duffy,  R.  W., 
and  Nathan,  A.:  Ventricular  tachycardia 

of  twenty-two  days  duration;  treatment  by  ex- 
ternal electric  countershock,  New  York  State 
J.  Med.  64:  1952  (Aug.  1)  1964. 

Ventricular  tachycardia  originates  from  an 
ectopic  focus  in  the  ventricular  conducting  sys- 
tem. The  immediate  prognosis  is  reasonably 
good,  but  the  ultimate  prognosis  is  poor. 
Quinidine  and  procainamide  are  the  drugs  of 
choice  for  termination  of  attacks,  but  they  are 
not  always  effective.  In  such  cases,  external 
electric  countershock  is  sometimes  used.  A 
successful  case  is  reported  in  which  abrupt  and 
permanent  conversion  to  sinus  rhythm  followed 
the  use  of  an  external  defibrillator  to  provide  a 
single  electrical  countershock. 
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Abstracts  in  Interlingua 


Ayers,  W.  R.,  e Doyle,  J.  T.:  Resuscitation 

cardiopulmonar;  revista  de  un  anno  de  experi- 
entia  in  un  hospital  general  ( anglese ),  New 
York  State  J.  Med.  64:  1929  (1  de  augusto) 

1964. 

Resuscitation  cardiopulmonar  esseva  inter- 
prendite  59  vices  in  48  patientes  in  un  hospital 
general.  Dece-sex  patientes  superviveva  plus 
que  un  hora,  sed  solmente  8 quitava  le  hospital, 
1 con  anoxic  damno  cerebral.  Quatro  del  8 
moriva  intra  un  anno.  Le  candidato  ideal  pro 
resuscitation  cardiac  es  juvene  e in  bon  stato  de 
sanitate.  Tamen,  le  candidato  usual  es  de  etate 
avantiate,  ha  sever  morbo  cardiovascular,  e 
frequentemente  veni  de  suffrer  un  prolongate 
anoxia  con  resultant e acidosis  metabolic. 

Owens,  G.,  Javid,  R.,  Tallon,  M.,  Stepan- 
ian,  G.,  e Belmusto,  L.:  Chimotherapia  de 

primari  gliomas  cerebral  {anglese).  New  York 
State  J.  Med.  64:  1933  (1  de  augusto  ) 1964. 

Trenta  patientes  con  primari  gliomas  cerebral 
esseva  tractate  con  infusion,  ad  in  le  arteria 
carotidic  interne,  de  mustarda  de  nitrogeno  (18 
patientes)  o de  sulfato  de  leurocristina  (12 
patientes).  Nulle  significative  responsa  al  in- 
fusion del  agente  esseva  notate  in  17  del  18  pa- 
tientes tractate  con  mustarda  de  nitrogeno. 
Leurocristina  produceva  un  frappante,  ben  que 
transiente,  melioration  in  7 de  12  patientes. 
Iste  melioration  consisteva  de  reduction  del 
pression  intracranial,  replenation  del  deficits 
neurologic,  e reduction  del  proteina  in  le  liquido 
encephalo-rhachidee. 

Bauman,  A.,  e Rosen,  K.:  Hypercalciemia 
recurrente,  associate  con  hyper  thy  roidismo  re- 
currente;  con  e sin  symptomas  {anglese).  New 
York  State  J.  Med.  64:  1938  (1  de  augusto) 
1964. 

Es  presentate  un  none  caso  de  hypercalciemia 
symptomatic  causa te  per  thyrotoxicosis.  Le 
constatationes,  de  character  unic,  consisteva 
de  hypercalciemia  recurrente  con  hyperthyroi- 
dismo  recurrente.  Como  in  alt  ere  casos  re- 
portate,  le  frappante  symptomas — notate  in  duo 
occasiones — esseva  anorexia,  nausea,  vomito, 
sever  grados  de  debilitate,  e perdita  de  peso. 
Tamen,  le  tertie  vice  le  hypercalciemia  esseva 
asymptomatic.  Le  efficace  regulation  del  hyper- 


thy roidismo  resultava  in  le  reversion  del  valores 
de  calcium  a nivellos  normal. 

Rapaport,  H.  G.:  Identification  de  juveniles 

allergic  {anglese).  New  York  State  J.  Med. 
64:  1945  (1  de  augusto)  1964. 

Duo  importante  factores  in  le  identification 
del  juvene  allergic  es  respiration  sibilante  e re- 
currentia  o chronicitate  del  symptomas.  II  ha 
altere  factores  al  quales  un  certe  valor  es  at- 
tribuite  in  le  Indice  Allergic  elaborate  per  le 
autor.  Le  diagnose  se  basa  in  un  meticulose 
studio  del  antecedentes  de  allergia,  un  examine 
physic,  e tests  inter  le  quales  le  test  a grattage 
es  usate  le  plus  communmente.  Altere  tests 
cutanee  es  le  tests  intradermal  e a timbro. 
In  certe  circumstantias,  tests  ophthalmic  e pro- 
vocatori  pote  esser  usate. 

Wiseman,  R.  D.,  e Wiseman,  J.  R.:  Le 

valor  del  visitas  domiciliari  in  le  tractamento  del 
patiente  allergic  {anglese).  New  York  State  J. 
Med.  64:  1948  (1  de  augusto)  1964. 

Visitas  domiciliari  es  un  importantissime  ele- 
mento  in  le  successose  tractamento  del  patiente 
allergic.  Le  casa  debe  esser  examinate  meti- 
culosemente  ab  le  cellario  usque  ad  le  mansarda 
a fin  que  appropriate  precautiones  pote  esser 
prendite  contra  omne  possibile  allergenos.  Le 
importantia  e le  signification  de  surveliar  e 
regular  le  ambiente  debe  esser  explicate  a omne 
le  membros  del  familia. 

Edelstein,  M.  M.,  Porte,  D.,  Duffy,  R.  W.,  e 
Nath  an , A . : Tachycardia  ventricular  de  vinti- 

duo  dies  de  duration;  tractamento  per  un  ex- 
teme  contrachoc  electric,  {anglese)  New  York 
State  J.  Med.  64:  1952  (1  de  augusto)  1964. 

Tachycardia  ventricular  ha  su  origine  in  un 
foco  ectopic  in  le  sy  sterna  de  conduction 
ventricular.  Le  prognose  immediate  es  satis 
bon,  sed  le  prognose  a longe  vista  es  mal. 
Quinidina  e procainamida  es  le  drogas  de  election 
pro  terminar  le  attaccos,  sed  illos  non  es  efficace 
in  omne  casos.  In  tal  situationes,  un  ext  erne 
contrachoc  electric  es  a vices  applicate.  Es 
reportate  un  caso  successose  in  que  un  abrupte 
e permanente  conversion  al  rhythmo  sinusal 
sequeva  le  uso  de  un  exteme  defibrillator  pro- 
vidente  un  sol  contrachoc  electric. 
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Necrology 


Edgar  Birdsall,  M.D.,  of  Glens  Falls,  died  on 
June  6 at  the  age  of  eighty-eight.  Dr.  Birdsall 
graduated  in  1899  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
a consulting  radiologist  at  Glens  Falls  Hospital. 
Dr.  Birdsall  was  a Diplomate  of  the  American 
Board  of  Radiology  (Roentgenology),  a Fellow 
of  the  American  College  of  Radiology,  and  a 
member  of  the  American  Roentgen  Ray  Society, 
the  Radiological  Society  of  the  State  of  New 
York,  the  Warren  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  Alfred  Blaisdell,  M.D.,  of  Jamestown 
and  Lakewood,  died  on  February  19  at  the 
age  of  sixty-eight.  Dr.  Blaisdell  graduated 
in  1923  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  an  attending  physician 
and  surgeon  at  Woman’s  Christian  Association 
and  Jamestown  General  Hospitals.  Dr.  Blais- 
dell was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Chautauqua 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Philip  Alexander  Corn,  M.D.,  of  Floral  Park, 
died  on  June  24  at  the  age  of  sixty-seven.  Dr. 
Corn  graduated  in  1924  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Patrick  Vincent  Costello,  M.D.,  of  Brooklyn, 
died  on  June  12  at  the  age  of  eighty-seven.  Dr. 
Costello  graduated  in  1901  from  Yale  University 
School  of  Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Joseph  Enright,  M.D.,  of  Kenmore, 
died  on  March  13  at  the  age  of  forty-nine.  Dr. 
Enright  graduated  in  1940  from  St.  Louis  Uni- 
versity School  of  Medicine.  He  was  an  asso- 
ciate attending  surgeon  in  general  practice  at 
Sisters  of  Charity  Hospital  of  Buffalo.  Dr. 
Enright  was  a member  of  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Thomas  Maurice  Fitzgerald,  M.D.,  of 

Brooklyn,  died  on  June  17  at  the  age  of  sixty- 


four.  Dr.  Fitzgerald  graduated  in  1923  from 
Long  Island  College  Hospital  Medical  School. 
He  was  medical  director  of  the  Brooklyn  Union 
Gas  Company.  Dr.  Fitzgerald  was  a member  of 
the  Brooklyn  Gynecological  Society. 

Edward  Hollander,  M.D.,  of  New  York  City, 
died  on  June  13  at  the  age  of  seventy-three.  Dr. 
Hollander  graduated  in  1917  from  Cornell  Uni- 
versity Medical  College.  He  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

I.  Jesse  Levy,  M.D.,  of  New  York  City,  died 
on  June  14  at  the  age  of  eighty-one.  Dr.  Levy 
graduated  in  1908  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a 
consulting  physician  at  Hillside  Hospital.  Dr. 
Levy  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

David  A.  Newman,  M.D.,  of  The  Bronx,  died 
on  June  13  at  the  age  of  seventy-one.  Dr. 
Newman  graduated  in  1917  from  Long  Island 
College  Hospital  Medical  School.  He  was  a 
consulting  ophthalmologist  at  Lebanon  Hospital 
and  an  attending  ophthalmologist  at  the  Home 
and  Hospital  of  the  Daughters  of  Jacob.  Dr. 
Newman  was  a Diplomate  of  the  American 
Board  of  Ophthalmology,  a F ellow  of  the  Amer- 
ican College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  New  York  Academy  of 
Medicine,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Carl  Conrad  Salzman,  M.D.,  of  Jackson 
Heights,  died  on  June  11  at  the  age  of  sixty-two. 
Dr.  Salzman  graduated  in  1924  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  attending  obstetrician 
and  gynecologist  at  Flower  and  Fifth  Avenue 
and  Metropolitan  Hospitals,  and  an  attending 
gynecologist  at  Bird  S.  Coler  Memorial  Hospital 
and  Home.  At  the  time  of  his  death  he  was  a 
clinical  professor  of  obstetrics  and  gynecology 
at  New  York  Medical  College.  Dr.  Salzman 
was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  New  York 
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County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Norman  Survis,  M.D.,  of  New  Rochelle,  died 
on  May  9 at  the  age  of  sixty-six.  Dr.  Survis 
graduated  in  1922  from  Harvard  University 


Medical  School.  He  was  an  attending  pedi- 
atrician at  New  Rochelle  and  Grasslands  Hos- 
pitals. Dr.  Survis  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of 
the  American  Academy  of  Pediatrics,  the  West* 
Chester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  ond  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Life  In  Your  Hands.  Sound,  black  and  white, 
16  mm.,  eleven  minutes. 

Manual  heart  compression  (also  called  ex- 
ternal cardiac  massage)  is  a technic  developed 
by  a research  team  at  The  Johns  Hopkins 
Medical  Institutions  in  Baltimore,  Maryland, 
for  nonsurgical  heat-lung  resuscitation.  If  used 
within  four  minutes  after  the  heart  stops  beating, 
manual  heart  compression,  in  conjunction  with 
direct  breathing,  can  restart  the  heart  in  time  to 
prevent  damage  to  the  brain  and  other  organs. 
The  technic  was  described  in  the  Journal  of  the 
American  Medical  Association  in  July,  1960, 
and  has  been  widely  used  both  at  Johns  Hopkins 
and  other  hospitals  and  by  physicians  in  private 
practice.  Because  manual  heart  compression 

* Film  evaluations  provided  by  the  Film  Review  Subcom- 
mittee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 

Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


must  be  applied  promptly  when  the  heart  stops, 
attention  has  not  turned  to  those  trained 
groups  who  are  frequently  first  on  the  scene  of 
an  emergency — ambulance  squads,  police  and 
fire  emergency  squads,  and  industrial  safety 
personnel.  Under  careful  medical  supervision, 
steps  are  being  taken  to  train  these  groups. 
Again,  as  a public  service.  Smith  Kline  & 
French  Laboratories,  in  cooperation  with  The 
Johns  Hopkins  Medical  Institutions,  has  pro- 
duced a special  teaching  film,  “Life  in  Your 
Hands,”  for  use  by  physicians  in  carrying  out 
such  training  programs. 

Source  and  Producer:  Smith  Kline  & French 

Laboratories,  1500  Spring  Garden  Street, 
Philadelphia,  Pennsylvania  19101. 

Introducing  the  Mentally  Retarded.  Sound, 
black  and  white,  16  mm.,  twenty-four  minutes. 

This  film  introduces  the  mentally  retarded, 
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beginning  with  some  of  the  severely  retarded 
to  those  who  are  only  moderately  to  mildly  re- 
tarded and  points  up  the  fact  that  there  are 
those  who  are  trainable  and  those  who  are 
educable.  This  is  an  educational  film,  pri- 
marily for  adult  groups,  particularly  those  who 
may  have  an  interest  in  mental  retardation. 
It  is  designed  to  give  an  individual  a realistic 
introduction  to  the  mentally  retarded  and 
some  of  the  problems  they  face  and  some  of  the 
programs  which  are  most  helpful  for  them. 

Source  and  Producer:  Division  of  Health  of 

Missouri,  Department  of  Public  Health  and 
Welfare,  Jefferson  City,  Missouri. 

Kinetics  and  Orthotics  for  Function. 

Sound,  black  and  white,  16  mm.,  twenty-five 
minutes. 

Primarily  a teaching  film  for  doctors,  occu- 
pational therapists,  and  anyone  interested  in 
the  field  of  rehabilitation,  the  film  covers  the 
four  aspects  of  the  rehabilitation  program: 
analysis  of  various  activities  for  the  necessary 
motions,  evaluation  of  the  patient  for  remaining 
function,  selection  of  proper  orthosis  for  each 
patient,  and  training  in  the  use  of  orthosis, 
demonstrated  by  a traumatic  quadriplegic. 

Source:  Aegis  Productions,  319  East  44th 

Street,  New  York,  New  York  10017. 

Producer:  Institute  of  Physical  Medicine 

and  Rehabilitation,  New  York  University  Medi- 
cal Center. 

Management  of  the  Leprosy  Patient. 

Sound,  color,  16  mm.,  nineteen  minutes. 

This  explains  the  procedures  of  the  Public 
Health  Service  Hospital  at  Carville,  Louisiana,  in 
treating  and  rehabilitating  leprosy  patients,  and 
shows  the  effectiveness  of  the  sulfone  drugs,  dis- 
covered at  Carville,  which  are  the  principal 
agents  of  treatment  today.  It  explains  the  im- 
portance of  rehabilitation:  restoring  muscular 

function,  teaching  vocational  skills,  and  gener- 
ally building  self-confidence  so  that,  on  dis- 
charge, the  patient  can  face  nonacceptance  by 
society. 

Source  and  Producer:  The  Surgeon  General, 

U.S.  Public  Health  Service,  Public  Inquiries 
Branch,  Washington  25,  D.C. 

Emergency  Medical  Service.  Sound,  black 
and  white,  16  mm.,  sixteen  minutes. 


An  orientation  film  for  all  emergency  medical 
personnel,  it  may  be  used  as  a training  film  for 
persons  already  enrolled  in  the  Emergency 
Medical  Service  or  as  a recruitment  film  suitable 
for  general  showings. 

Source  and  Producer:  New  York  State  De- 

partment of  Health,  Office  of  Public  Health  Edu- 
cation, 84  Holland  Avenue,  Albany  8,  New  York. 

Is  Smoking  Worth  It.  Sound,  color,  16  mm., 
nineteen  minutes. 

This  film  presents  facts  about  the  relation- 
ship between  cigaret  smoking  and  lung  cancer. 
Graphs,  chemical  tests  on  smoking  machines, 
and  laboratory  tests  on  mice  are  used  to  demon- 
strate the  smoking-lung  cancer  relationship. 
A discussion  among  teenagers  on  their  attitudes 
toward  smoking  is  presented.  The  adult  side 
of  the  smoking  problem  is  discussed  by  a clinical 
psychologist  and  two  persons  who  tried  to  give 
up  smoking,  one  unsuccessfully. 

Source  and  Producer:  American  Cancer 

Society,  Inc.,  40  Franklin  Street,  Rochester  14, 
New  York. 

First  Aid  Now.  Sound,  color,  16  mm.,  twenty- 
six  minutes. 

The  film  was  prepared  under  the  direction  of 
hospital  and  research  physicians.  It  presents 
in  a realistic  manner  procedures  in  the  four  major 
areas  of  first  aid — bleeding,  breathing,  broken 
bones,  and  burns — and  the  film  offers  detailed 
instructions  on  mouth-to-mouth  resuscitation 
and  external  cardiac  massage. 

Source  and  Producer:  Johnson  & Johnson, 

New  Brunswick,  New  Jersey. 

Who  Cares  About  Jamie.  Sound,  black  and 
white,  16  mm.,  sixteen  minutes. 

The  film  tells  the  story  about  a little  boy  who 
is  helped  to  maturity  by  the  important  adults 
around  him.  The  film  is  planned  for  use  with 
groups  of  parents,  teachers,  and  other  adults 
who  work  with  children  to  demonstrate,  in 
simple,  common-sense  terms,  the  importance  of 
preventing  mental  and  emotional  illness  before 
it  occurs,  as  a means  of  combatting  the  alarming 
amount  of  mental  illness  in  this  country. 

Source  and  Producer:  Smart  Family  Founda- 
tion, 65  East  South  Water  Street,  Chicago  1, 
Illinois. 
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Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories) 1909 

Antibiotics 

Cortisporin 

(Burroughs  Wellcome  & Company,  Inc.) 1903 

Tetracycline  HCL  (West-Ward,  Inc.) 1918 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 1895 

Antihypertensive  diuretics 

Hydromox 


^LCUCIIC  l_a  UC5. , 

Div.  Amer.  Cyanamid  Co.) 1914-1915 

Antiseptics 

Alkalol  (Alkalol  Company) 1918 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 1907 

Appetite  suppressants 

Desbutal  (Abbott  Laboratories) 1896-1897 


Beverages 

Coca-Cola  (Coca-Cola  Company) 2008 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 1899 

Diagnostic  aids 

Hema-Combistix  (Ames  Company,  Inc.) 3rd  cover 

Tine  Test 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 1905 

Foods 

Corn  Oil  Margarine  (J.  H.  Filbert,  Inc.) 1928 

Hormones 

Enovid  (G.  D.  Searle  & Company) 1927 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 1917 


Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 

Topical  antibiotics 

Furacin  (Eaton  Laboratories) 1901 

Tranquilizers 

Miltown  (Wallace  Laboratories) 1920-1921 

Vistaril  (Pfizer  Laboratories) 1910,  1911,  1912,  1913 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L. F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR'S0 

Five  Acres  of  Pinewo  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


CLASSIFIED  RATES 

Effective  July  7,  7 962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


GENERAL  PRACTITIONER— ASSOCIATE  WITH 

well  established  medical  group  on  the  South  Shore  of  Long 
Island’s  summer  resort  area.  $12,000  per  annum,  $1,500 
car  allowance,  bonus  arrangement,  partnership.  Write 
or  call  Patchogue  Medical  Group,  1 Roe  Blvd.,  Patchogue, 
New  York.  516  GRover  5-3900. 


GENERALIST  TO  ESTABLISH  STAFF  2 MEN.  BEAU- 
tiful  new  medical  building,  equipped  to  suit.  Independent 
practice,  prosperous  upstate  community.  Excellent 
schools,  recreation.  On  thruway.  Box  946,  % N.Y.  St. 
Jr.  Med. 


ON  CE-IN- A-C  AREER  OPPORTUNITY  FOR  AN 

M.D.  to  become  an  associate  in  a well  established  practice 
in  Queens.  Salary  to  start  $12,000.  State  age,  training, 
experience,  availability,  etc.  P.O.  Box  233,  Forest  Hills  75, 
New  York. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed, 
due  to  three  recent  vacancies.  Recreation  Center;  ade- 
quate hospital,  education  and  social  activities.  Minimum 
income  guarantee.  W.  B.  Sheldon,  Admin.,  Margaret- 
ville Hospital. 


DOCTOR  NEEDED  IN  VILLAGE  OF  3,000.  INDUSTRY 
and  farming  area,  30  miles  from  Albany,  N.Y.  22  room 
house  on  large  lot  for  sale,  incl.  equipment  and  some  furni- 
ture. Cedi  or  write  Hilda  Stern  at  O’Connor-Sullivan  Inc., 
Albany,  N.Y.  HO  5-2271. 


WANTED:  GENERAL  PRACTITIONER  OR  IN- 

ternist,  preferably  under  45  years  of  age.  Must  be  quali- 
fied for  New  York  State  license.  Hospital  privileges. 
Box  953,  % N.Y.  St.  Jr.  Med. 


PSYCHIATRIST,  BOARD  CERTIFIED,  N.Y.  STATE 
license  required.  Training  in  psychotherapy  essential. 
Eclectic  orientation,  experienced  in  all  modalities.  Ac- 
credited, large,  expanding  private  hospital  offers  $18,000 
per  annum,  plus  house  and  monthly  allowance,  plus 
privileges  for  out-patient  practice.  Brunswick  Hospital 
Center,  Amityville,  L.I.,  New  York.  Contact  A.  W. 
Bortin,  M.D.,  Director  of  Psychiatry. 


ANESTHESIOLOGIST  TO  DIRECT  AND  TAKE 
charge  of  Anesthesia  Department  in  150  bed  general 
hospital  with  approximately  2900  major  and  minor  sur- 
gical operations  per  year.  Wonderful  opportunity  to 
develop  and  enlarge  anesthesia  service.  Financial  arrange- 
ments: fee  for  service  plus  guaranteed  minimum.  Box 
954,  % N.Y.  St.  Jr.  Med. 


HOUSE  PHYSICIAN— FOR  100  BED  MODERN  PRO- 
gressive  generad  hospital,  located  60  miles  from  New 
York  City.  Applicants  must  be  E.C.F.M.G.  qualified 
and  eligible  for  permanent  visa.  Offer  $500  monthly, 
plus  complete  maintenance  and  large  furnished  house. 
Start  July  1,  August  1,  or  September  1,  1964.  Contact 
Robert  L.  Fed,  Administrator,  Cornwall  Hospital,  Corn- 
wall, New  York,  Kellogg  4-3240. 


UNIQUE  POSITION  FOR  RADIOLOGIST,  BOARD 
eligible  or  certified.  Large  community  hospital  with  X-ray 
department  undergoing  expansion;  located  in  a university 
city  with  medical  school.  Largest  growing  community 
in  N.Y.  State,  Finger  Lake  area.  Excellent  salary  first 
year  according  to  qualifications.  Please  give  complete 
data  first  letter.  Box  957,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


PHYSICIAN  WANTED  FOR  DIAGNOSTIC  PROGRAM 
with  travelling  medical  center,  equipped  with  lab  and 
X-ray.  Wife  could  be  assistant.  Midwest  locations. 
Box  956,  % N.Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED  FOR  INDUSTRIAL  OFFICE, 
part  time;  age  no  barrier.  Box  961,  % N.Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Requests  for  Sept,  graduates  are  being  processed  now. 


ANESTHESIOLOGIST,  FACA,  BOARD  ELIGIBLE, 
desires  fee  for  service  or  group  arrangement  in  Metro- 
politan area.  Box  941,  % N.Y.  St.  Jr.  Med. 


INTERNIST- CARDIOLOGIST  (ADULT  & PEDI- 

atric),  Board  eligible;  age  34;  Cardiac  Catheterization 
experience.  Seeks  hospital  or  other  association.  Box 
947,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  QUALIFIED,  SEEKS 
position  in  New  York  City  or  vicinity.  Box  935,  % 
N.Y.  St.  Jr.  Med. 


PHYSICIAN  DESIRES  POSITION  IN  AN  INDUSTRIAL 
plant  or  geriatric  institution.  Certified  by  specialty 
Board  of  Internal  Medicine  and  Physical  Medicine  & 
Rehabilitation.  Part  time  or  full  time.  Further  details 
supplied  upon  inquiry.  Box  949,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  FRENCH  BOARD  CERTIFIED, 
12  years  experience;  training  2 years  N.Y.  hosp.;  N.Y.  S. 
license.  Desires  position  N.Y.  Metropolitan  area.  Box 
951,  % N.Y.  St.  Jr.  Med. 


GENERAL  SURGEON,  BOARD  ELIGIBLE,  AGE  35, 
seeks  association  with  individual  or  group.  Westchester 
or  lower  Conn.  Willing  to  work.  Box  955,  % N.Y.  St. 
Jr.  Med. 


YOUNG  GENERAL  SURGEON,  BOARD  ELIGIBLE, 
desires  association  in  N.Y.  Available  immediately. 
Write  % Box  305,  Media,  Pa. 


EQUIPMENT 


FOR  SALE:  X-RAY  MACHINE,  100  M.A.  MOTOR 

driven  table  and  spot  device;  rotating  anode  tube;  change- 
able for  fluoroscope.  Box  958,  % N.Y.  St.  Jr.  Med. 


X-RAY  THERAPY  MACHINE,  KELEKET  220  C, 
200  KV-20  Ma,  XPT  tube.  Excellent  condition;  make 
offer.  A.  Winter,  M.D.,  98-50  67th  Ave.,  Forest  Hills, 
N.Y.  11374. 
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PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


GENERALIST  TO  TAKE  OVER  OLD,  ESTABL:  PRAC- 
tice  in  beaut,  home-office,  compl.  equipped,  furn.  Up- 
state, throughwy  exit.  Accred.  hosp..  Health  Off.,  school 
phys.  pos.  Immed.  income.  Box  934,  % N.Y.  St.  Jr. 
Med. 


GENERAL  PRACTICE.  LOWER  WESTCHESTER; 
20  yrs.  in  community.  Good  hospital  appointments 
avail.;  equipment.  Will  introduce;  leaving  to  specialize. 
Priced  for  quick  sale.  Box  959,  % N.Y.  St.  Jr.  Med. 


GENERAL  PHYSICIAN’S  OFFICE,  FULLY  EQUIPPED, 
complete  with  patients  file  for  sale.  Contact  Mrs.  N. 
Hoeltzer,  428  Parkside  Ave.,  Buffalo  16,  N.Y.  (716) 
832-5130. 


E.N.T.  OFFICE,  FULLY  EQUIPPED,  2 OPERATING 
rooms,  1 examination  room,  2 consultation  rooms,  re- 
ception room,  sec’y  office;  good  for  team  of  ENT  doctors 
and/or  EENT  specialists.  Excellent  referrals;  excellent 
remuneration.  Rental  basis.  Call  or  write  Mrs.  Paul 
Lindenberg,  5 Ivy  Lane,  New  City,  N.Y.  or  914  New 
City  4-6006. 


GENERAL  PRACTICE  IMMEDIATELY  AVAILABLE 
because  of  retirement.  Fully  equipped  office.  Average 
gross  over  $50,000  yearly.  Capitol  district  suburb. 
Teaching  hospitals.  Box  960,  % N.Y.  St.  Jr.  Med. 


PRACTICE  WANTED 


INTERNIST,  36,  BD.  CERTIFIED,  DESIRES  PUR- 
chase  of  established  practice,  Manhattan  (prefer  West 
Side,  Wash.  Hts.)  or  Bronx.  Box  944,  % N.Y.  St.  Jr.  Med 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  Send  just  letterhead  to: 

Jackrabbit  Service,  Box  299,  East  Norwich,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT 


LINDENHURST,  L.I.,  N.Y.  NEW  PROFESSIONAL 
offices  for  rent.  Two  specially  designed  medical  suites; 
air  conditioned,  2 lavatories;  ample  parking  space.  600 
sq.  ft.  each.  $200.  Karp,  30  E.  Sunrise  H’way,  516  TU 
8-1683. 


LONG  BEACH,  L.  I.:  NEW  MEDICAL  OFFICE  FOR 
rent,  in  apartment  building.  Excellent  location.  Rent 
reasonable.  914  OW  9-5656. 


FOR  RENT.  ESTABLISHED  DECEASED  OPHTHAL- 
mologist  equipped  office,  private  building  entrance,  suit- 
able other  specialties;  1 block  subway,  buses.  Ja.  3-7300 


MIDTOWN  CORNER,  1200  FT.  OFFICE  FOR  RENT; 
suit  comp,  doctor,  dentist.  Call  MU  4-8768  before  5— 
Mr.  Milton. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT — CONT’D 


GRAMERCY  PARK:  5 ROOMS,  COMPLETELY 

equipped  surgeons  office  in  Co-Op  building.  Irving 
Greenspan,  CO  7-2423. 


PROFESSIONAL  OFFICE  FOR  SALE:  87th  St.,  309 
East.  Fully  eqpd.  & furn.,  air  cond.,  doctor’s  office. 
Rent:  $175.  TR  6-8235  between  4-7  PM. 


HASTINGS-ON-HUDSON:  BEAUTIFUL  10  ROOM 

split  ranch,  home  and  office  combination.  Situated  on 
route  9,  accessible  to  schools,  churches,  and  shopping. 
Corner  plot  4/5  acre  with  many  large  trees  and  nicely 
landscaped.  5 years  old,  brick  and  frame  construction. 
Living  section — 3 bedrooms,  2 baths,  large  living  room 
with  fireplace.  Office  section — 4 rooms  with  separate 
entrance,  panelled  waiting  room  and  consultation  room. 
Gas  heated  water,  three  zone  heat,  storm  screens,  4 
windows  on  triple  track,  carpeting  throughout.  G.E. 
refrigerator,  washer  and  dryer,  dishwasher,  freezer, 
finished  playroom  30  X 20  with  bar  and  sectional  furni- 
ture. Leaving  to  specialize.  Excellent  for  G.P.  or  speci- 
alist. Priced  in  $60’s.  Call  evenings  GR  8-3561. 


TERRIFIC  OPPORTUNITY— GENERAL  PRAC- 

titioner.  Ten  room  doctor’s  residence,  office,  two  car 
garage;  landscaped  garden;  main  str.,  busy  Catskill 
community.  50  bed  hospital.  Summer  resorts,  skiing. 
Sale  Price:  23,000.  POB  422,  Margaretville,  N.Y. 


SMITHTOWN,  L.I.,  NON-DEVELOPMENT,  HOME- 
office  combination;  outstanding  corner  location,  one  mile 
to  hospital  or  town;  1/3  acre;  house  lx/»  story,  four 
bedrooms,  two  full  baths;  office  500  sq.  ft.,  five  rooms  and 
lavatory,  central  air-conditioning;  two  car  garage,  many 
extras.  Inspection  by  appointment.  $39,500.  Phone 
ANdrew  5-3319. 


RENT  PART  TIME,  SUTTON  PLACE  MANHATTAN 
office.  Well  equipped,  beautifully  furnished,  5 rooms 
plus  X-ray  suite;  air  conditioned.  212  MA  4-8566. 


TO  SHARE,  WEST  90TH  ST.,  COR.  BROADWAY; 
air-conditioned,  fully  equipped  3 room  office,  electro- 
cardiograph, shortwave,  & metabolism.  Street  entrance. 
Call  before  noon,  EN  2-6083  or  EN  2-6043. 


W.  NYACK— UNUSUAL  ACRE,  DEAD  END  STREET; 
beautiful  site  for  home  or  office  combo.  Box  962,  % N.Y. 
St.  Jr.  Med. 


FOR  SALE:  OFFICE  COMPLETELY  FURNISHED. 

Double  set-up;  2 consultation,  2 examining  rooms. 
Ideal  2-3  physicians.  Central  Queens  location;  all 
transportation.  Air  conditioned.  Asking  $4,000.  212 

OL  7-5454. 
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Whether  you're  a teacher  correcting  exams. 

A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working 
late  at  night.  Whoever  you  are,  things  go  better 
when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


Valium 


<§> 

(diazepam) 


^ROCHEJ-, 


Useful  for  control  of 

— psychic  tension, 

whether  situational  or  stress-induced 
—psychic  tension 
of  the  common  psychoneuroses 

— psychic  tension  mixed  with 
depressive  symptoms 

—emotional  tension 
intensified  by  somatic  complaints 


Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reactions  stem- 
ming from  stressful  circumstances  or  whenever  somatic  complaints  are  concomi- 
tants of  emotional  factors.  It  is  useful  in  psychoneurotic  states  manifested  by 
anxiety,  tension,  fear  and  fatigue.  Valium  (diazepam)  may  also  be  useful  in  acute 
agitation  due  to  alcohol  withdrawal.  Valium  (diazepam)  may  be  of  use  to  alleviate 
muscle  spasm  associated  with  cerebral  palsy  and  athetosis. 


Dosage  and  administration 

Mild  to  moderate  psychoneurotic  reactions:  Manifested  by 
anxiety-tension  alone  or  with  depressive  symptomatology, 
agitation,  restlessness,  psychophysiological  disturbances 

Severe  psychoneurotic  reactions:  Where  severe  anxiety, 
fear,  agitation,  aggression  or  hostility  exist  alone  or  with 
depressive  symptoms 

Alcoholism:  As  an  aid  in  symptomatic  relief  of  acute  agi- 
tation, tremor,  impending  or  acute  delirium  tremens  and 
hallucinosis 


Muscle  spasm  associated  with  cerebral  palsy  or  athetosis 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times  daily 


5 mg  to  10  mg, 

3 or  4 times  daily 


10  mg,  3 or  4 times 
during  the  first  24 
hours;  reducing  to 
5 mg,  3 or  4 times 
daily  as  needed 

2 mg  to  10  mg, 

3 or  4 times  daily 


Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  patients  with 
a history  of  convulsive  disorders  or  patients  with  a history  of  glaucoma. 

Warning:  Valium  (diazepam)  is  not  of  value  in  dealing  with  psychotic  patients 
manifesting  anxiety  and  should  be  avoided  when  there  is  reason  to  believe  the 
patient  is  psychotic. 

Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the  dosage 
to  the  smallest  effective  amount  to  preclude  the  development  of  ataxia  or  over- 
sedation (not  more  than  1 mg,  1 or  2 times  daily  initially,  to  be  increased  gradu- 
ally as  needed  and  tolerated).  As  is  true  of  all  CNS-acting  drugs,  until  the  correct 
maintenance  dosage  is  established,  patients  receiving  Valium  (diazepam)  should 
be  advised  against  possibly  hazardous  procedures  requiring  complete  mental  alert- 
ness or  physical  coordination.  Driving  an  automobile  during  the  period  of  Valium 
(diazepam)  therapy  is  not  recommended.  In  general,  the  concurrent  administra- 
tion of  Valium  (diazepam)  and  other  psychotropic  agents  is  not  recommended.  If 
such  combination  therapy  is  used,  careful  consideration  should  be  given  to  the 
pharmacology  of  the  agents  to  be  employed  with  Valium  (diazepam)  — particularly 
with  known  compounds  which  may  potentiate  the  action  of  Valium  (diazepam) , 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and  other  antidepressants. 
Since  Valium  (diazepam)  has  a central  nervous  system  depressant  effect,  patients 
should  be  advised  against  the  simultaneous  ingestion  of  alcohol  and  other  central 
nervous  system  depressant  drugs  during  Valium  (diazepam)  therapy.  Safe  use  of 
Valium  (diazepam)  during  pregnancy  has  not  been  established.  The  usual  pre- 
cautions are  indicated  when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety 
states  where  there  is  any  evidence  of  impending  depression;  particularly  the  recog- 
nition that  suicidal  tendencies  may  be  present  and  protective  measures  may  be 
necessary.  The  usual  precautions  in  treating  patients  with  impaired  renal  or 
hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been  reported;  in 
most  instances  these  are  dose-related  and  may  be  avoided  by  proper  dosage  adjust- 
ment. Mild  nausea  and  dizziness  may  occur  on  occasion.  As  with  any  new  agent, 
when  it  is  administered  for  protracted  periods  of  time,  periodic  blood  counts  and 
liver  function  tests  are  advisable.  Abrupt  cessation  after  prolonged  overdosage 
may,  in  some  patients,  produce  withdrawal  symptoms  ( e.g .,  convulsions,  tremor, 
abdominal  and  muscle  cramps,  vomiting,  sweating)  similar  to  those  seen  with 
barbiturates,  meprobamate  and  Librium®  (chlordiazepoxide  HC1).  Changes  in 
EEG  patterns  have  been  observed  in  patients  during  and  after  Valium  (diazepam) 
treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation,  sleep  disturb- 
ances, acute  hyperexcited  states  and  hallucinations  have  been  reported.  Other  side 
effects  noted  have  been  blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash. 

Valium  (diazepam)  is  available  as  5-mg  and  2 -mg  tablets.  For  convenience  and 
economy  in  prescribing,  both  strengths  are  supplied  in  bottles  of  50. 

Roche  Laboratories  endorses  the  principle  of  caution  in  the  administration  of  any 
therapeutic  agent  to  pregnant  patients. 

ROCHE  LABORATORIES  • Division  of  Hoffmann -La  Roche  Inc  • Nutley,  N.J.  07110 


RECOGNIZE 
THIS  PATIENT? 


2010 


When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 


Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep 
and  revives  interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions,  due  to  meprobamate,  and 
occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benactyzine,  may  occur. 
Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subse- 
quent use  of  meprobamate  or  meprobamate-containing  drugs.  Precautions:  Should  administration  of 
meprobamate  cause  drowsiness,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  meprobamate.  Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Massive  over- 
dosage of  meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Even  though  it  has  not  been  reported  with  ‘Deprol’,  consider  the  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged  use 
at  high  dosage.  Complete  product  information  available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  increased  gradually,  as  needed,  to  6 tablets  daily. 
With  establishment  of  relief,  may  be  gradually  reduced  to  maintenance  levels.  Supplied:  Light-pink, 
scored  tablets.  Bottles  of  50. 


- add  ‘Deprol’  to  your  therapy 


Advantages  of  ‘Deprol’ 


meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES  / Cranbury.  N.  J. 
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Posed  by  professional  models. 


Yes,  it’s  a 
dual-purpose  drug 
that  will  calm  you  down 
and  also  relax 
those  taut  muscles.” 


Trancopal  “is  effective  in 
the  symptomatic  treatment 
of  anxiety.”*  Trancopal 
has  tranquilizing  properties 
similar  to  those  of  other  ' 
mild  tranquilizers  * 

Indications:  Anxiety  and  tensior 
states,  ulcer  syndrome,  premenstrua: 
tension,  dysmenorrhea,  alcoholism 
skeletal  muscle  spasm,  low  back  pain 
rheumatoid  arthritis,  osteoarthritis; 
disc  syndrome,  torticollis,  bursitis! 
neurologic  disorders. 

Dosage  and  Administration 

Adults,  1 Caplet®  (200  mg.)  three  oi 
four  times  daily;  in  some  patients 
100  mg.  three  or  four  times  dailj 
suffices.  Children  (5  to  12  years), 
from  50  to  100  mg.  three  or  four 
times  daily. 

Precautions:  Side  effects  such  as 
occasional  drowsiness,  dizziness, 
flushing,  nausea,  depression,  weak- 
ness and  drug  rash  have  been  ob- 
served in  less  than  3 per  cent  of 
patients.  If  severe,  medication  should 
be  discontinued.  In  most  patients, 
however,  side  effects  are  minor  and 
do  not  necessitate  interruption  of 
treatment.  There  are  no  known  con- 
traindications. 

Available: 200  mg.  Caplets  (green 
colored,  scored),  100  mg.  Caplets 
(peach  colored,  scored) , each  in  bot- 
tles of  100. 

♦A.M.A.  Council  on  Drugs:  J.A.M.A 
183U69  (Feb.  9)  1963. 


In  other  words,  this  medication,  Trancopal,  acts  both  as  a tranquilizer 
and  as  a muscle  relaxant.  As  a tranquilizer,  it  exerts  a calming  effect, 
easing  emotional  tension  and  anxiety.  As  a muscle  relaxant,  Trancopal 
relaxes  the  muscle  spasm  which  is  so  frequently  a part  of  emotional  ten- 
sion. Another  important  fact  about  Trancopal  is  that  it  doesn’t  change 
one’s  normal  mood  — almost  never  causes  euphoria,  any  sort  of  intoxi- 
cating sensation,  or  depression.” 


WINTHROP  LABORATORIES 
NEW  YORK,  N.Y. 
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In  systole  and  diastole,  the  human  heart  produces 
a maximum  signal  of  only  a few  millivolts  between 
two  ECG  limb  electrodes.  Mixed  in  with  this  tiny 
signal  may  be  some  unwanted  electrical  “noise”, 
caused  by  power  lines,  nearby  X-ray  or  diathermy 
machines,  or  even  ordinary  office  equipment.  Until 
now,  eliminating  this  noise  from  the  record  usually 
meant  time-consuming  adjustments  and  rerunning 
records  until  the  complexes  were  clear. 

The  new  Sanborn  500  Viso-Cardiette  now  iso- 
lates such  noise  from  the  cardi- 
ac signal  to  an  extent  never 
before  achieved  — and  simulta- 
neously maintains  even  greater 
protection  for  the  patient  with- 
out the  use  of  fragile  patient 
fuses.  The  “500”,  in  effect,  sees 
all  of  the  wanted  ECG  signal 
and  little  or  no  noise,  to  give 
you  a diagnostically  useful  trac- 
ing with  greater  ease  and  speed. 


This  highly  refined  new  instrument  also  uses 
the  new  Redux®  Creme  — an  improved  non- 
abrasive electrolyte  easily  applied  and  removed 
without  rubbing  . . . and  has  operating  features 
including  two  chart  speeds  and  three  recording 
sensitivities,  simplified  control  arrangement,  color- 
coded  patient  cable  and  pictorial  connection  dia- 
gram on  the  instrument  panel.  Housed  in  a com- 
pact, vinyl-clad  aluminum  case  that’s  easy  to  carry, 
or  effortlessly  rolled  on  a matching  mobile  cart, 
this  newest  Sanborn  contribu- 
tion to  cardiography  costs  only 
$695  complete  (delivered,  con- 
tinental U.S.)  or  $820  with 
mobile  cart.  Call  your  local 
Sanborn  office  now  for  details 
and  a demonstration.  Sanborn 
Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a 
division  of  Hewlett-Packard. 


NEW 

SANBORN 

500 

ViSO 


Isolates  the  noise  so  only  the  cardiac  signal  goes  on  paper 
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Waterlogged  in 
Warsaw 

Mention  flooded  basements  to  Lloyd 
Adams  of  Warsaw,  New  York,  and 
he’ll  probably  take  a friendly  swipe 
at  your  head. 

It  all  started  when  Mr.  Adams 
buried  a glass  jar  containing  $1625 
in  Savings  Bonds  under  his  home. 
A heavy  rainstorm,  an  unusual 
amount  of  seepage,  and  a leak  in  the 
jar  produced  a gummy  wad  that  bore 
little  resemblance  to  the  former 
family  savings. 

Fortunately,  the  Chicago  office  of 
the  Treasury  Department  could 
check  the  record  of  Mr.  Adams’  pur- 
chase, and  issue  new  Bonds — no 
charge.  (Mr.  Adams  sent  them  the 


Bailed  out  in 
Chicago 

serial  numbers,  but  the  Treasury 
could  have  traced  the  Bonds  even  if 
he  hadn’t.) 

Every  Bond  purchase  is  recorded 
on  film  so  it  can  be  quickly  traced, 
and  the  Bond  replaced  if  lost  or 
destroyed.  This  helps  make  Savings 
Bonds  one  of  the  safest  places  in  the 
world  to  put  your  money.  Uncle  Sam 
guarantees  it. 

And  incidentally,  the  more  Bond 
dollars  you  lend  Uncle  Sam,  the 
stronger  our  country  will  be.  And  the 
straighter  Uncle  Sam  can  stand  up 
for  freedom.  Aren’t  those  both 
pretty  good  reasons  for  you  to  buy 
Bonds? 


Help  yourself  as  you  help  your  country 

BUY  U.S.  SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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Month  in  Washington 


The  House  Ways  and  Means  Committee 
handed  the  Administration  a defeat  by  refusing 
to  act  this  year  on  the  controversial  King- Ander- 
son plan  for  a compulsory  Social  Security  hos- 
pital-medical program  for  the  aged. 

However,  King- Anderson  supporters  expressed 
the  hope  the  Senate  would  add  the  proposal  to  a 
flat  Social  Security  cash  benefit  and  tax  increase 
bill  adopted  by  the  Ways  and  Means  panel. 

Rep.  Cecil  King  (D.,  Calif.),  a committee 
member  and  a sponsor  of  the  King- Anderson 
bill,  conceded  the  bill  did  not  have  enough 
votes  to  pass  in  committee.  “I  don’t  want  ever 
to  have  an  adverse  vote,”  he  told  reporters. 

In  addition  to  blocking  King-Anderson,  the 
Ways  and  Means  Committee  decided  to  take  no 
action  on  proposed  changes  in  the  Kerr-Mills 
program  of  Federal  aid  to  states  for  health  care 
benefits  for  the  elderly  who  need  financial  as- 
sistance to  pay  hospital  and  medical  bills. 

The  5 per  cent  boost  in  the  current  maximum 
$127  monthly  payment  for  retired  Social 
Security  beneficiaries  would  be  the  first  Social 
Security  cash  increase  in  six  years.  It  is  de- 
signed to  keep  the  pension  payments  abreast  of 
the  cost  of  living.  The  increased  benefit  would 
be  financed  by  a tax  rise  that,  in  addition  to 
already-slated  tax  boosts,  would  bring  the 
Social  Security  levy  by  1971  to  4.8  per  cent 
paid  by  both  worker  and  employer  on  the  first 
$5,400  of  salary.  Present  tax  is  3.625  per 
cent  on  $4,800.  The  benefits  would  add  up  to 
an  extra  $1  billion  a year. 

The  first  motion  before  the  committee  was  to 
increase  benefits  by  6 per  cent,  but  Representa- 
tive King  urged  the  King-Anderson  supporters 
on  the  Democratic  side  of  the  panel  to  oppose 
this  on  grounds  it  would  bring  the  Social  Se- 
curity tax  so  high  it  would  be  difficult  to  attach 
King-Anderson  and  even  higher  taxes  to  Social 
Security. 

Other  Social  Security  changes  in  the  legisla- 
tion would: 

Extend  Social  Security  to  an  estimated 
150,000  self-employed  physicians; 

Allow  widows  to  receive  benefits  at  age  sixty 
instead  of  sixty-two  with  a slight  cut  in  pay- 
ments; 

Continue  payments  to  widows  with  dependent 
children  in  school  until  the  children  reach  age 
twenty-two  instead  of  eighteen. 

Commenting  on  the  Ways  and  Means  action, 
Norman  A.  Welch,  M.D.,  president  of  the 
American  Medical  Association,  declared  the 
committee  “acted  wisely  and  responsibly”  in 
refusing  to  approve  the  King-Anderson  bill. 

In  a statement,  he  declared:  “We  are  con- 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


fident  that  this  decision  is  in  keeping  with  the 
attitude  of  the  majority  of  the  American  people 
toward  this  legislation,  as  reflected  in  numerous 
surveys  by  members  of  Congress  and  by  private 
opinion  sampling  organizations.” 

Dr.  Welch  said,  “We  have  opposed  King- 
Anderson  legislation  because  it  would  force 
heavy  payroll  tax  increases  on  the  nation’s 
workers  and  their  employers  to  provide  hospital- 
ization benefits  indiscriminately  to  all  the 
elderly,  the  wealthy  and  the  well-to-do  in- 
cluded.” 

* * * 

The  drug  industry  decided  to  challenge  in 
court  the  controversial  Food  and  Drug  Ad- 
ministration regulation  requiring  drug  makers 
to  produce  proof  of  efficacy  for  virtually  all  new 
drugs  approved  since  1938,  in  addition  to  other 
provisions. 

The  industry  has  argued  that  Congress  in- 
tended for  the  law  to  apply  only  to  new  drugs 
since  enactment  of  the  legislation.  The  F.D.A. 
asserted  that  “what  Congress  intended  was  a 
comprehensive  review  of  all  drugs  now  on  the 
market  as  a result  of  new  drug  clearance.” 

* * * 

The  American  Medical  Association  recom- 
mended that  retired  military  personnel  receive 
health  care  benefits  under  a contributory  private 
health  insurance  plan  similar  to  that  now  in 
operation  for  civilian  F ederal  workers. 

Reuben  A.  Benson,  M.D.,  chairman  of  the 
A.M.A.  Council  on  National  Security,  told  a 
House  Armed  Services  Subcommittee  that  by 
1980  it  is  estimated  that  the  number  of  retired 
military  will  reach  4,397,000.  “Any  health 
care  program  devised  or  conceived  must  be 
sufficiently  elastic  and  effective  to  adjust  to 
these  demands,”  he  noted. 

He  said  the  A.M.A.  recommends  the  adoption 
of  a plan  patterned  after  the  Federal  Employes 
Health  Benefits  Program.  “It  is  the  A.M.A.’s 
opinion  that  to  the  maximum  extent  possible, 
this  care  should  be  provided  by  civilian  physi- 
cians in  civilian  facilities,”  Dr.  Benson  testified. 
“The  Association,  however,  recognizes  that  the 
retiree  and  his  dependents  may  be  authorized 
the  use  of  military  facilities  but  recommends 
that  such  use  be  limited  to  present  military 
facilities  on  a space-available  basis.” 

* * * 

The  American  Medical  Association  asked 
Congress  to  reject  proposals  that  would  reim- 
burse qualified  Federal  workers  for  chiropractic 
treatment  under  the  Federal  Employes  Com- 
pensation Act. 

In  a letter  to  a Senate  Labor  Subcommittee, 
F.  J.  L.  Blasingame,  M.D.,  A.M.A.  executive 
vice-president,  declared  that  chiropractic  is 
not  based  on  sound  scientific  principles. 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in 
maintaining  the  nutritional  status  of  the  emotionally  disturbed  pa- 
tient. With  STRESSCAPS,  B and  C vitamins  are  present  in  thera- 
peutic amounts  to  meet  increased  metabolic  demands.  Patients  with 
anxiety,  and  many  others  undergoing  physiologic  stress,  may  bene- 
fit from  vitamin  therapy  with  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i(asThiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin  defi- 

ciencies.  Supplied  in  decorati 

ive  "re- 

minder"  jars  of  30  and  100;  bottles  of  500. 
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Medical  Meetings 


Disease  prevention  in  elderly 

The  annual  fall  institute  on  prevention  of 
disease  and  disability  in  the  elderly  will  be  held 
September  24  at  the  Jewish  Home  and  Hospital 
for  Aged,  100  West  Kingsbridge  Road,  The 
Bronx. 

American  Medical  Writers’  Association 

The  twenty-first  annual  meeting  of  the  Amer- 
ican Medical  Writers’  Association  will  be  held 
September  24  through  27  in  Philadelphia,  Penn- 
sylvania, with  headquarters  at  the  Benjamin 
Franklin  Hotel.  The  program  includes  sessions 
on  “The  Effectiveness  (or  Ineffectiveness)  of 
Medical  Communication”  and  “Current  Con- 
troversies in  Medical  Communication,”  and 
craft  clinics  on  the  medical  journal  editor,  the 
pharmaceutical  publication,  preparing  for  the 
medical  talk,  and  programmed  learning. 

Among  speakers  included  on  the  program 
are:  I.  S.  Ravdin,  M.D.,  Philadelphia,  vice- 

president  of  medical  affairs,  University  of  Penn- 
sylvania; Alexander  Gutman,  M.D.,  New 
York  City,  director  of  medicine,  The  Mount 
Sinai  Hospital,  and  editor,  American  Journal  of 
Medicine;  Frank  Woolsey,  M.D.,  Albany, 
associate  dean,  Albany  Medical  College;  Aims 
McGuiness,  M.D.,  New  York  City,  executive 
secretary  for  postgraduate  education,  New  York 
Academy  of  Medicine;  Morris  Fishbein,  M.D., 
Chicago,  editor,  Medical  World  News;  Mark 
D.  Altschule,  M.D.,  Philadelphia,  editor,  Medi- 
cal Science;  and  Hugh  H.  Hussey,  M.D., 
Chicago,  director  of  scientific  affairs,  American 
Medical  Association. 

Officers  of  the  A.M.W.A.  are:  W.  D.  Snively, 

Jr.,  M.D.,  Indianapolis,  executive  vice-presi- 
dent, Mead  Johnson  & Company,  president; 
Edward  C.  Rosenow,  M.D.,  Philadelphia,  ex- 
ecutive director,  American  College  of  Physi- 
cians, president-elect;  and  Alvina  Rich  Lewis, 
New  York  City,  managing  editor,  New  York 
State  Journal  of  Medicine,  secretary-treas- 
urer. 

Resident  physicians,  interns,  and  medical 
students  are  invited  to  attend  as  guests  of  the 
A.M.W.A.;  registration  is  free  also  for  mem- 
bers; registration  fee  for  nonmembers  is  $15. 

Further  information  may  be  obtained  from 
the  national  office,  American  Medical  Writers’ 
Association,  2000  P Street,  N.W.,  Washington, 
D.C. 20036. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Seminar  on  treatment  of  heart  block 

On  October  10  and  11,  a seminar  on  “The 
Treatment  of  Complete  Heart  Block,”  spon- 
sored by  the  Vermont  Heart  Association  and  the 
University  of  Vermont  College  of  Medicine, 
will  be  held  at  the  DeGoesbriand  Memorial 
Hospital,  Burlington,  Vermont.  Further  infor- 
mation can  be  obtained  from  Eugene  Lepesch- 
kin,  M.D.,  Cardiovascular  Research  Unit, 
DeGoesbriand  Memorial  Hospital,  Burlington, 
Vermont. 


American  College  of  Nutrition 

The  annual  scientific  meeting  of  the  American 
College  of  Nutrition  wall  be  held  at  the  Ameri- 
cana Hotel,  New  York  City,  on  Sunday,  October 
25,  at  9:00  a.m.  For  further  information  con- 
tact Robert  A.  Peterman,  M.D.,  secretary- 
treasurer,  3 Craig  Court,  Totowa  Boro,  New 
Jersey  07512. 

Conference  on  cardiovascular  research 

The  New  York  Academy  of  Sciences  will 
sponsor  a conference  on  “Computation  for 
Cardiovascular  Research”  on  October  29  and 
30  at  the  Waldorf-Astoria  Hotel,  New  York 
City.  Conference  chairmen  are  Lee  D.  Cady, 
Jr.,  M.D.,  and  Menard  M.  Gertler,  M.D.,  of  the 
Institute  of  Physical  Medicine  and  Rehabilita- 
tion, New  York  University  Medical  Center. 

Topics  to  be  covered  include:  personality 

and  constitutional  factors  in  cardiovascular 
diseases;  relationship  of  blood  pressure  and 
heredity  as  research  areas  in  vascular  diseases; 
processing  of  statistics,  records,  and  biochemical 
determinations  for  studies  of  cardiovascular 
disease;  pattern  recognition,  storage,  and  re- 
trieval technics  for  mass  processing  of  cardio- 
graphic  wave  forms. 

For  further  information  contact  Dr.  Cady  at 
the  New  York  Academy  of  Sciences,  2 East 
63rd  Street,  New  York,  New  York  10021. 

Conference  on  obesity 

The  New  York  Academy  of  Sciences  will 
sponsor  a conference  on  “Adipose  Tissue  Me- 
tabolism and  Obesity”  on  December  14  through 
17  at  the  Waldorf-Astoria  Hotel,  New  York 
City.  The  conference  wall  gather  currently 

continued,  on  page  2022 
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A storm  at  sea  is  no  more  violent  than  the  emotional 
frenzy  .of  many  nervous  or  hysterical  patients. 


BARBA-NIACIN  provides  prompt  and  effective  relief  without 
the  hazards  of  phenobarbital  hypersensitiveness.*  This  safer 
and  better  sedative  is  indicated  for  all  the  uses  of  pheno- 
barbital. 


Tranquility  restored,  the  path  to  recovery  is  opened  up  in 
many  diseases.  For  example,  the  prognosis  may  be  improved 
in  angina  pectoris,  peptic  ulcer,  renal  or  gallstone  colic. 

BARBA-NIACIN  tablets  contain  phenobarbital  V2  gr.  and 
niacin  lA  gr.  The  side  effects  of  phenobarbital,  due  to  hyper- 
sensitiveness, are  avoided  by  combination  with  niacin.*  The 
recommended  adult  dose  is  1 tablet  up  to  4 times  a day. 


For  insomnia,  a single  dose  of  BARBA-NIACIN  FORTE 
(phenobarbital  1 V2  gr.  and  niacin  3A  gr.)  should  be  taken  on 
retiring. 


BARBA-NIACIN 

Phenobarbital  Vk  gr. — Niacin  14  Sr* 


Supplied  in  bottles  of  100  scored  tablets. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the  side 
effects  due  to  hypersensitiveness.  Like 
phenobarbital,  it  is  contraindicated  for  drug 
addicts  or  patients  with  impaired  renal  or 
hepatic  elimination. 


» §t®: 

St.  Louis,  Mo.  63108 


. 


*Feinblatt,  T.  M.,  and  Ferguson, 
E.  A.,  Jr.,  Phenobarbital  idio- 
syncrasy, avoidance  by  use  of 
phenobarbital-niacin,  New  York 
State  J.  Med.  62:221-3,  1962. 
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IT’S  FUN  TO  KEEP  FIT 
WITH  NO-CAL! 

No-Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it's 
America’s  first  and  most  famous  sugar- 
free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

10  delicious  flavors  and  zesty  mixers, 
No-Cal  is  the  only  carbonated  beverage  to 
add  so  much  care-free  sparkle  to  limited 
regimens.  (You'll 
enjoy  it,  too!) 

Convenient  no- 
deposit bottles. 


KIRSCH  BEVERAGES,  INC.,  BROOKLYN  6.  N.  Y. 
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available  scientific  data  on  factors  other  than 
mere  overeating  in  the  genesis  of  obesity,  with 
emphasis  given  to  studies  on  adipose  tissue  me- 
tabolism. Bernard  N.  Brodoff,  M.D.,  physi- 
cian-in-charge, Nutrition  Clinic,  Montefiore 
Hospital,  New  York  City,  will  be  the  conference 
chairman. 

American  Psychosomatic  Society 

The  twenty-second  annual  meeting  of  the 
American  Psychosomatic  Society  will  be  held  at 
the  Sheraton  Hotel  in  Philadelphia  on  May  1 
and  2,  1965. 

The  program  committee  invites  interested 
persons  to  attend  the  meeting  and  to  submit 
abstracts  of  original  work  to  be  considered  for 
presentation.  Abstracts  should  be  limited  to 
300  words.  Those  accepted  will  be  printed  and 
circulated  to  the  members  of  the  Society  prior 
to  the  meeting,  and  will  be  available  at  a mini- 
mal price  at  the  meeting. 

Abstracts  should  be  submitted,  in  11  copies, 
by  November  15,  to  Eugene  Meyer,  M.D., 
Chairman,  265  Nassau  Road,  Roosevelt,  New 
York. 

American  Thoracic  Society 

The  1965  meeting  of  the  American  Thoracic 
Society,  medical  section  of  the  National  Tuber- 
culosis Association,  will  be  held  in  Chicago, 
Illinois,  May  31  to  June  2,  1965.  The  sub- 
mission of  papers  on  all  scientific  aspects  of 
tuberculosis  and  nontuberculous  respiratory  and 
cardiopulmonary  diseases  for  presentation  at 
the  meeting  is  invited.  Membership  in  the 
Society  is  not  a prerequisite  to  participation  on 
the  program.  Abstracts  of  papers  should  be 
submitted  before  January  6,  1965.  Specifi- 
cations for  preparing  abstracts  may  be  obtained 
from  Benjamin  Burrows,  M.D.,  chairman, 
Medical  Sessions  Committee,  American 
Thoracic  Society,  1790  Broadway,  New  York, 
New  York  10019. 
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of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound. 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
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Side  effects:  Although  there  has  been  no  evidence  of 
tolerance,  withdrawal  symptoms  or  excessive  self-medi- 
cation, ‘Soma’  Compound  and  ‘Soma'  Compound  with 
Codeine,  like  other  central  nervous  system  depressants, 
should  be  used  with  caution  in  addiction-prone  individu- 
als. While  codeine  addiction  is  relatively  rare  and  easily 
broken,  the  same  precautions  must  be  observed  as  for 
any  other  opium  alkaloid.  Nausea,  vomiting,  constipation 
and  miosis  are  possible  codeine  side  effects.  Should  symp- 
toms of  hypersensitivity  occur,  discontinue  medication. 
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X n carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

Also  available  with  Va  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  LABORATORIES 
Cr anbury,  N.  J. 


Contraindications:  None  reported. 

Complete  product  information  available  in  the  product 
package,  and  to  physicians  upon  request. 

Dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange, 
scored  tablets;  bottles  of  50.  ‘Soma’  Compound  with 
Codeine  (narcotic  order  form  required)  is  available  in 
white,  lozenge-shaped  tablets;  bottles  of  50. 


Books  Received 


The  following  books  were  received  during  the  month  of  June,  1964.* 


Cell  pH.  By  E.  Edward  Bittar,  M.D.  Duo- 
decimo of  129  pages,  illustrated.  Washington, 
Butterworths,  1964.  Cloth,  $5.75. 

Medical  Department,  United  States  Army. 
Surgery  in  World  War  II.  Volume  II. 
Activities  of  Surgical  Consultants.  Editor 
in  Chief,  Colonel  John  Boyd  Coates,  Jr.,  MC, 
USA.  Editor  for  Activities  of  Surgical  Con- 
sultants, B.  Noland  Carter,  M.D.  Associate 
Editor,  Elizabeth  M.  McFetridge,  M.A.  Octavo 
of  1,062  pages,  illustrated.  Washington,  D.C., 
Office  of  the  Surgeon  General,  Department  of  the 
Army,  1964.  Cloth,  $8.50. 

Bailey’s  Textbook  of  Histology.  Revised  by 
Wilfred  M.  Copenhaver,  Ph.D.  Fifteenth 
Edition.  Octavo  of  679  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1964.  Cloth,  $13.50. 

Annual  Review  of  Medicine.  Volume  15. 

Arthur  C.  DeGraff,  Editor.  William  P.  Creger, 
Associate  Editor.  Octavo  of  476  pages,  illus- 
trated. Palo  Alto,  California,  Annual  Reviews, 
Inc.,  1964.  Cloth,  $8.50. 

Textbook  of  Medical  Treatment.  Edited 
by  Sir  Derrick  Dunlop,  M.D.,  Sir  Stanley 
Davidson,  M.D.,  and  Stanley  Alstead,  M.D. 
Ninth  Edition.  Octavo  of  979  pages,  illus- 
trated. Edinburgh,  E.  & S.  Livingstone, 
(Baltimore,  The  Williams  & Wilkins  Company), 
1964.  Cloth,  $11. 

The  Prospect  of  Immortality.  By  Robert 
C.  W.  Ettinger.  Octavo  of  188  pages.  Garden 
City,  New  York,  Doubleday  & Company,  Inc., 
1964.  Cloth,  $3.95. 

Diagnostic  Urology.  Edited  by  James  F. 
Glenn,  M.D.  Octavo  of  415  pages,  illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1964.  Cloth,  $13.50. 

Medical  Management  of  Ocular  Disease. 
Edited  by  Dan  M.  Gordon,  M.D.  Octavo  of 
452  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 
1964.  Cloth,  $13.50. 

Selected  Papers  on  Virology.  Edited  by 
Nicholas  Hahon.  Octavo  of  363  pages,  illus- 
trated. Englewood  Cliffs,  New  Jersey,  Pren- 
tice-Hall, Inc.,  1964.  Cloth,  $10. 

*Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  cour- 
tesy of  those  sending  them  for  this  purpose.  Selection  for 
review  is  made  on  the  basis  of  merit  and  reader  interest. 


The  Armed  Forces  Institute  of  Pathology 
— Its  First  Century  1862-1962.  By  Robert 
S.  Henry,  A.B.,  LL.B.,  Litt.D.  Octavo  of  422 
pages,  illustrated.  Washington,  D.C.,  Office 
of  the  Surgeon  General,  Department  of  the 
Army,  1964.  Cloth,  $4.25. 

Readings  in  Pharmacology.  Selected  and 
Edited  by  B.  Holmstedt  and  G.  Liljestrand. 
Octavo  of  395  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1963.  Cloth,  $7.50. 

Anxiety  and  Tension  Control.  By  Edmund 
Jacobson,  M.D.  Octavo  of  216  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1964.  Cloth,  $9.00. 

Restoration  of  Function  After  Brain  In- 
jury. By  A.  R.  Luria.  Translated  from  the 
Russian  by  Basil  Haigh,  M.A.  Translation 
edited  by  O.  L.  Zangwill.  Octavo  of  277  pages, 
illustrated.  New  York,  The  Macmillan  Com- 
pany, 1963.  Cloth,  $10. 

Hemochromatosis  and  Hemosiderosis.  By 
Richard  A.  MacDonald,  M.D.  Octavo  of  374 
pages,  illustrated.  Springfield,  Illinois,  Charles 
C Thomas,  Publisher,  1964.  Cloth,  $12.75. 

Textbook  of  Urology.  By  Victor  F.  Marshall, 
M.D.  Second  Edition.  Octavo  of  355  pages, 
illustrated.  New  York,  Hoeber  Medical  Di- 
vision, Harper  & Row,  Publishers,  1964. 
Cloth,  $8.50. 

Audiological  Evaluation  of  the  Pediatric 
Patient.  By  Maurice  H.  Miller,  Ph.D.,  and 
Ira  A.  Polisar,  M.D.  Octavo  of  117  pages, 
illustrated.  Springfield,  Illinois,  Charles  C 
Thomas,  Publisher,  1964.  Cloth,  $5.75. 

Advances  in  Biology  of  Skin.  Volume  IV. 
The  Sebaceous  Glands.  Edited  by  William 
Montagna,  Richard  A.  Ellis,  and  Alene  F. 
Silver.  Octavo  of  260  pages,  illustrated.  New 
York,  The  Macmillan  Company,  1963.  Cloth, 
$12.50. 

Medical  History  in  Philately.  By  Gerhard 
J.  Newerla,  M.D.  Octavo  of  143  pages,  illus- 
trated. Milwaukee,  American  Topical  Associa- 
tion, 1964.  Paper,  $6.00. 

The  Fear  of  Being  a Woman.  By  Joseph  C. 
Rheingold,  M.D.  Quarto  of  756  pages.  New 
York,  Grime  & Stratton,  1964.  Cloth,  $10. 

The  Difficult  Child.  Edited  by  Joseph  S. 
Roucek.  Octavo  of  292  pages.  New  York, 
Philosophical  Library,  1964.  Cloth,  $7.50. 

continued  on  page  2026 
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Complete  information  for  usage  available  to  physicians  upon  request. 


continued  from  page  2024 

Fundamental  Aids  in  Roentgen  Diagnosis. 

By  Charles  B.  Storch,  M.D.  Octavo  of  370 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1964.  Cloth,  $14.75. 

Progressive  Patient  Care,  An  Anthology. 
Edited  by  Lewis  E.  Weeks  and  John  R.  Griffith. 


Octavo  of  385  pages,  illustrated.  Ann  Arbor, 
The  University  of  Michigan,  1964.  Cloth, 
$5.00. 

Clinical  Nursing:  A Helping  Art.  By  Er- 
nestine Wiedenbach,  R.N.  Octavo  of  118  pages, 
illustrated.  New  York,  Springer  Publishing 
Company,  1964.  Paper,  $2.75. 


Books  Reviewed 


A Primer  of  Medicine.  By  M.  H.  Pappworth, 
M.D.  Second  edition.  Octavo  of  292  pages, 
illustrated.  London,  Butterworths,  1963. 
Cloth,  $6.50. 

This  text  has  enjoyed  yearly  reprinting  since 
its  initial  edition  appeared,  attesting  to  its 
value  and  popularity.  Few  alterations  were 
necessary  despite  the  considerable  advances  in 
the  interim.  It  is  written  with  the  concise 
clarity  so  typical  of  British  medical  texts. 

The  introductory  chapter  on  “Learning  and 
Teaching  Clinical  Medicine,”  with  its  excerpts 
and  quotations,  epitomizes  the  essence  of  medi- 
cine. The  book  contains  a separate  section  on 
each  of  the  subspecialties  of  internal  medicine, 
and  is  not  so  elementary  as  its  title  “Primer” 
implies.  It  is,  in  fact,  the  sublimation  of 
'‘essential  knowledge”  winnowed  from  the 
gleanings  of  years  of  experience  in  private 
practice  and  teaching,  and  constitutes  the  text 
for  the  author’s  course  given  to  candidates  for 
membership  in  the  Royal  College  of  Physicians 
(London).  As  an  “introduction”  to  clinical 
neurology,  alimentary,  respiratory,  and  cardio- 
vascular disease,  it  is  far  too  incomplete  to 
replace  the  standard  texts  and,  therefore,  in- 
sufficient for  the  needs  of  American  under- 
graduates. It  might,  however,  serve  as  a pre- 
examination refresher.  Despite  its  small  size, 
it  amply  fills  the  wide  niche  between  the 


“Outlines”  and  the  reference  texts. — Milton  B. 
Spiegel,  M.D. 

System  of  Ophthalmology.  Edited  by  Sir 
Stewart  Duke-Elder.  Volume  III.  Normal 
and  Abnormal  Development.  Part  1,  Em- 
bryology. By  Sir  Stewart  Duke-Elder, 
G.C.V.O.,  F.R.S.,  and  Charles  Cook,  F.R.C.S. 
Octavo  of  313  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$16.50. 

Embryologic  aberrations  can  only  be  under- 
stood in  the  light  of  normal  development. 
This  volume,  in  two  parts,  combines  and  cor- 
relates in  one  book,  the  normal  and  embryo- 
logic  abnormalities  frequently  seen  clinically. 

Some  of  the  topics  covered  are:  anomalies  in 
organogenesis — anophthalmos  and  extreme  mi- 
crophthalmos, congenital  nonattachment  of  the 
retina,  closure  of  the  embryonic  fissure;  and 
ocular  adnexa,  such  as  eyelids,  conjunctiva, 
and  lacrimal  apparatus.  There  are  chapters  on 
anomalies  df  the  central  nervous  system  and 
deformities  of  the  head  and  neck. 

Duke-Elder  considers  this  book  inadequate 
because  of  the  multitude  of  embryologic  aberra- 
tions, although  in  my  opinion  it  is  sufficiently 
detailed  and  should  be  useful  for  the  clinical 
ophthalmologist  and  the  medical  student. — 
Norris  C.  Elvin,  M.D. 
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potassium 
grows  on  trees 

Liberal  intakeof  high-potassium  foods, 
such  as  oranges  and  bananas,  will  in 
many  instances  offset  potassium 
losses  that  may  occur  during  diuretic 
therapy.  However,  you  may  not  wish 
to  leave  potassium  supplementation 
solely  to  dietary  discretion,  particu- 
larly in  patients  especially  vulnerable 
to  potassium  deficiency. 

It  is  for  such  patients  that  HydroDIURIL-Ka 
was  developed.  A proved,  dependable  diuretic/ 
antihypertensive  with  added  potassium  chlo- 
ride, HydroDIURIL-Ka  may  be  employed  when- 
ever diuresis  is  indicated,  particularly  among 
the  following:  • in  the  needy,  the  elderly,  pen- 
sioners, finicky  eaters  — all  patients  on  potas- 
sium-low diets  • in  loss  of  potassium  through 
gastrointestinal  disturbances  • in  cirrhosis 
• in  conditions  requiring  vigorous  diuresis  • in 
patients  receiving  digitalis  • in  cardiac  arrhy- 
thmias • in  secondary  aldosteronism  • in  para- 
centesis • in  the  postoperative  period. 


CONTRAINDICATIONS:  Anuria. 


PRECAUTIONS:  Reduce  dpsage  of  coadminis- 
tered antihypertensive  agents  by  at  least  50  per- 
cent. Use  caution  during  intensive  or  prolonged 
diuresis,  in  dietary  inadequacy  or  salt  restric- 
tion, impaired  renal  function,  hepatic  disease, 
rising  level  of  BUN,  hyperuricemia  or  history  of 
gout,  patients  receiving  other  antihypertensive 
agents,  surgical  patients.  Avoid  hypokalemia 
especially  during  digitalis  administration  and 
in  myocardial  ischemia. 

SIDE  EFFECTS:  Electrolyte  imbalance  with  hypo- 
kalemia or  hypochloremic  alkalosis  may  occur. 
A low-salt  syndrome  may  be  precipitated.  Other 
possible  reactions:  hepatic  coma,  jaundice,  azo- 
temia, altered  insulin  requirements  in  diabetes, 
hyperuricemia  and  gout,  blood  dyscrasias,  nau- 
sea, vomiting,  diarrhea,  dizziness,  paresthesias, 
rash,  photosensitivity. 

Before  prescribing  or  administering,  read  product  circular 

with  package  or  available  on  request. 


effective  diuresis  with  added  potassium 
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HYDROCHLOROTHIAZIDE 
with  POTASSIUM  CHLORIDE 


SUPPLIED:  Hyd ro D I U R I L-Ka®-25 : Each  tablet  contains  25  mg.  of 
hydrochlorothiazide  and  572  mg.  of  potassium  chloride  (equiv- 
alent to  300  mg.  of  potassium);  bottles  of  100  and  1000. 
HydroDIURIL-Kaf-SO:  Each  tablet  contains  50  mg.  of  hydro- 
chlorothiazide and  572  mg.  of  potassium  chloride  (equivalent 
to  300  mg.  of  potassium);  bottles  of  100  and  1000. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  I nc. , West  Point,  Pa. 


where  today’s  theory  is  tomorrow's  therapy 


Rx 


the  intensity  of  your  patient’s  tension... 

71771  R7I X® 

(hydroxyzine  HCI) 


tablets 
syrup 
parenteral 


for  any  age-for  any  stage  of  anxiety 


Powerful  enough  to  relieve  pain-engendering  anxiety 

Because  fear  is  often  the  chief  pain-producing  agent  in  otherwise  normal  labor, 
parturient  patients  experience  greater  ease  of  mind  and  body  when  you  pre- 
scribe Atarax  (hydroxyzine  HCI).  Among  its  other  advantages  are  the  added 
antiemetic  property  which  minimizes  postanesthetic  vomiting,  and  its  mild  po- 
tentiating action  which  frequently  reduces  requirements  for  adjunctive  narcotics. 

Well  tolerated  by  both  mother  and  child 

Hydroxyzine  HCI  can  be  used  without  fear  of  adverse  effects  on  vital  functions 
of  either  mother  or  fetus. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on 
hydroxyzine  HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms 
makes  administration  flexible  by  any  standards  of  convenience,  patient  prefer- 
ence, or  emergency  requirements. 

FOR  EVERY  DEGREE  OF  ANXIETY  IN  PATIENTS  UNDER  6 TO  OVER  60 


Side  effects  and  precautions:  Therapeutic  doses  of  Atarax 
(hydroxyzine  HCI)  seldom  impair  mental  alertness.  If 
drowsiness  occurs,  it  is  usually  transitory  and  may  dis- 
appear after  a few  days  of  therapy  or  with  reduced 
dosage.  Mouth  dryness  may  occur  at  high  doses.  In 
some  hospitalized  patients  on  high  doses,  involuntary 
motor  activity,  not  unlike  that  seen  with  high  doses  of 
other  psychotropic  drugs,  has  been  reported  although 
continued  therapy  with  1 Gm.  daily  has  been  used  in 
some  cases  without  producing  this  effect.  When  some 


patients  receive  anticoagulants  and  hydroxyzine  HCI  con- 
currently, the  anticoagulant  requirement  may  be  de- 
creased; patients  receiving  both  should  be  followed 
closely  and  appropriate  laboratory  studies  performed 
regularly.  When  hydroxyzine  HCI  is  used  w'lh  CNS  de- 
pressants, its  mild  potentiating  action  should  be  taken 
into  consideration.  Soft  tissue  reaction,  as  seen  with  other 
injectables,  has  rarely  been  reported  with  parenteral 
hydroxyzine  HCI. 


In  any  condition  where  tissue  depletion  of  the  water-soluble  vitamins  is  found, 
Rx  RoeriBeC*  therapeutic  B complex  with  500  mg.  of  vitamin  C . #TRADEMARK 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  N.Y.  10017 
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In  Diabetes... 

wine  r 

...why  not  [ 


The  ancients 
recommended  it . . . 

“Sixteen  hundred  years  before  the  discovery  of 
insulin,  Aretaeus  the  Cappadocian . . . described 
diabetes  and  used  wine  in  its  treatment . . .” 

— S.  P.  Lucia, “A  History  of  Wine  as  Therapy,” 
Lippincott,  1963. 

So  do  modern 
physicians... 

. . wine  can  be  safely  and  usefully  included  in 
the  diet  of  very  large  segments  of  the  diabetic 
population.” 

— “Alcohol  and  Civilization,”  McGraw-Hill, 
1963. 

“. . . in  diabetic  patients  . . . wine  probably  con- 
tributed to  the  maintenance  of  reasonably  low 
blood  sugar  levels.” 

— Lolli,  G.:  Quarterly  Jl.  Studies  on  Alcohol, 
Sept.  1963. 

rFhe  fermented  juice  of  the  grape  is  the  oldest 
medicine  known  to  man.  (It  is  also  one  of 
the  most  delightful.)*  It’s  an  unparalleled 
mild  sedative  ...  a tranquilizer  ...  a tonic 
...  of  value  in  convalescence  and  in  old  age. 

This  coupon  will  bring  you  an  informative 
booklet — “Uses  of  Wine  in  Medical  Practice.” 

WINE  ADVISORY  BOARD 

California  State  Department  of  Agriculture 
717  Market  Street,  San  Francisco  3,  California 


Please  send  free  copy  of  "Uses  of  Wine  in  Medical  Practice.” 

"1 

1 

1 

Name 

1 

Address 

1 

1 

City 

state 

1 

1 

□ Also  send  recipe  booklet. 

1 

-J 

*P.S. — With  your  own  steak,  tonight,  try  a 
California  burgundy.  At  bedtime,  try  a glass 
of  port— a food  in  liquid  form.  Check  the 
coupon  for  a booklet  on  the  gastronomic 
delights  of  California  wines. 
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Medical  News 


American  Board  of  Obstetrics  and 
Gynecology 

The  following  physicians  from  New  York 
State  were  examined  and  certified  by  the  Ameri- 
can Board  of  Obstetrics  and  Gynecology  on 
May  1. 

John  G.  Allen,  M.D.,  Coming;  James  A. 
Austin,  M.D.,  New  York  City;  John  D.  Bartels, 
M.D.,  Kenmore;  Judah  Bauman,  M.D.,  Corn- 
mack;  Michael  R.  Billinson,  M.D.,  Albany; 
Jerome  H.  Blumen,  M.D.,  Brooklyn;  Andrew 
M.  Bozena,  M.D.,  New  York  City;  Joseph  R. 
Brandy,  M.D.,  Ogdensburg;  John  Plimpton 
Dodds,  M.D.,  Plattsburgh;  James  J.  Finnerty, 
M.D.,  Watertown;  Mahlon  V.  R.  Freeman, 
M.D.,  New  York  City;  Ronald  I.  Goldberg, 
M.D.,  New  York  City;  Richard  U.  Haus- 
knecht,  M.D.,  New  York  City;  Ralph  John 
Hessekiel,  M.D.,  Brooklyn;  Malcolm  G.  Idel- 
son,  M.D.,  Poughkeepsie;  Wallace  Bill  Kalt, 
M.D.,  Massapequa;  David  M.  Kawasaki, 
M.D.,  New  York  City;  William  H.  Kreien- 
berg,  M.D.,  Rochester;  Jerome  S.  Levitan, 
M.D.,  Syosset;  Ambrose  A.  Macie,  M.D., 
Buffalo;  Antonio  Magagnini,  Brooklyn; 
Cyril  C.  Marcus,  M.D.,  New  York  City;  Jacob 
Mayron,  M.D.,  Forest  Hills;  and  Seymour  J. 
Molinoff,  M.D.,  Patchogue. 

Also : John  W.  Paggioli,  M.D.,  New  York 
City;  Joseph  A.  Panzarella,  M.D.,  Rockville 
Centre;  Harry  J.  Pappas,  M.D.,  Snyder; 
Joseph  M.  Plukas,  M.D.,  Rochester;  Martin 
Rosengart,  M.D.,  Long  Beach;  Martin  Salz- 
man,  M.D.,  New  York  City;  John  W.  Schel- 
pert,  III,  M.D.,  Bronxville;  Robert  H.  Sein- 
feld, M.D.,  Patchogue;  Jerrold  L.  Sharoff, 
M.D.,  New  York  City;  Lawrence  R.  Singer, 
M.D.,  New  York  City;  Robert  Neal  Smith, 
M.D.,  New  York  City;  Jacob  Solome,  M.D., 
Brooklyn;  Lawrence  J.  Sonders,  M.D.,  White 
Plains;  Daniel  L.  Vaughn,  M.D.,  New  York 
City;  George  Emil  Verrilli,  M.D.,  Rhinebeck; 
John  F.  Vittrup,  M.D.,  New  York  City;  Allan 
Byrne  Weingold,  M.D.,  New  York  City; 
Howard  Weinstein,  M.D.,  Bronx;  Ralph 
Matthew  Wynn,  M.D.,  Brooklyn;  and  Harvey 
S.  Zuckerman,  M.D.,  Commack. 

Payment  for  diagnostic  procedures 

The  Office  for  Dependents’  Medical  Care, 
Denver,  Colorado,  has  issued  the  regulations 
regarding  Medicare  payment  for  diagnostic 
procedures  and  postoperative  care: 

In  general,  diagnostic  procedures  are  payable 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


at  100  per  cent  of  the  negotiated  fee.  Excep- 
tions are: 

1.  When  the  diagnostic  procedure  is  per- 
formed in  a different  operative  field  at  the  same 
sitting  in  conjunction  with  definitive  surgery, 
the  diagnostic  procedure  is  payable  at  only  50 
per  cent  of  the  negotiated  fee.  Examples  of 
this  are  bronchoscopy  immediately  preceding 
thoracotomy  and  cystoscopy  immediately  pre- 
ceding intra-  or  retroperitoneal  surgery. 

2.  When  the  diagnostic  procedure  is  per- 
formed in  the  same  operative  field  at  the  same 
sitting  in  conjunction  with  definitive  surgery, 
the  diagnostic  procedure  is  not  payable.  Exam- 
ples of  this  are  proctoscopy  immediately  pre- 
ceding rectal  or  perineal  surgery  and  laryngos- 
copy immediately  preceding  laryngeal  surgery. 

Where  certain  procedures  in  the  Medicare 
Manual  and  Schedule  of  Allowances  can  be 
either  diagnostic  or  therapeutic  in  nature,  a 
statement  from  the  attending  physician  as  to 
whether  the  procedure  is  diagnostic  or  thera- 
peutic is  sufficient  to  process  the  claim. 

Column  1 of  the  surgery  section  of  the  Medi- 
care Manual  and  Schedule  of  Allowances  re- 
flects the  days  of  ordinary  postoperative  care 
included  in  the  surgical  fee.  This  postoperative 
care  is  defined  as  that  care  or  treatment  neces- 
sary for  the  proper  after-care  of  the  patient 
which  is  directly  related  to  the  procedure  per- 
formed. It  does  not  include  medical  care  or 
treatment  for  other  conditions  during  the  speci- 
fied period  of  ordinary  postoperative  care. 

Corneal  service  fellowship 

A six-month  fellowship  on  the  Corneal  Service 
of  the  Brooklyn  Eye  and  Ear  Hospital  is  avail- 
able starting  November  1 to  June  1,  1965.  The 
applicant  must  be  a U.S.  citizen  and  should 
have  completed  a recognized  residency  in  oph- 
thalmology. 

Further  details  may  be  obtained  from  A. 
Benedict  Rizzuti,  M.D.,  director  of  the  Corneal 
Service,  or  from  Mr.  Frederick  C.  Upton,  admin- 
istrator of  the  Brooklyn  Eye  and  Ear  Hospital, 
29  Greene  Avenue,  Brooklyn  38,  New  York. 

Drug  labeling  revised 

The  Food  and  Drug  Administration,  Depart- 
ment of  Health,  Education,  and  Welfare,  has 
announced  that  it  has  accepted  a drastic  revision 
of  the  labeling  of  the  drug  Parnate  (tranylcy- 
promine, Smith  Kline  & French  Laboratories, 
Philadelphia)  which  will  allow  this  drug  to  re- 
enter the  market  for  use  only  in  severe  cases  of 
mental  depression. 

F.D.A.’s  acceptance  of  the  proposed  label 
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changes  was  based  on  study  of  the  world’s  medi- 
cal literature  on  the  drug,  evaluation  of  con- 
trolled studies  conducted  with  the  drug,  and  a 
consideration  of  the  views  of  top  experts  in  the 
field  of  psychotherapy. 

F.D.A.  said  that  two  major  issues  had  to  be 
resolved:  First,  how  toxic  is  the  drug;  second, 

does  its  effectiveness  justify  its  use  despite  the 
known  hazards?  Since  the  drug  is  intended 
for  the  treatment  of  severe  depression  in  which 
suicide  is  possible  and  in  which  electroshock 
therapy  may  sometimes  not  be  used,  the  con- 
clusion has  been  reached  that  the  hazards,  in- 
cluding the  possibility  of  strokes  and  even  some 
deaths,  were  justified.  These  hazards  can  be 
minimized  and  substantially  avoided  by  careful 
use  of  the  drug,  the  F.D.A.  said. 


Blue  Cross  has  successful  year 

Blue  Cross  achieved  the  most  successful  year 
in  its  history  by  posting  records  in  both  enroll- 
ment and  benefits  paid  in  behalf  of  subscribers, 
governors  of  the  nonprofit  organization  have 
been  told. 

U.S.  Blue  Cross  plans  provided  coverage  for 
59,141,262  persons  in  1963,  an  increase  of  ap- 
proximately one  million  over  the  previous  record 
attained  in  1962.  Hospitalization  benefit  pay- 
ments in  1963  totaled  $2,343,781,000,  an  in- 
crease of  $240,000,000  over  the  previous  year. 
This  amount  was  paid  in  behalf  of  approxi- 
mately 8.5  million  persons  throughout  the 
United  States. 

Enrollment  in  Blue  Cross  has  been  doubled 
in  fifteen  years  from  30  million  in  1948  to  60 
million  at  the  end  of  1963. 


Physicians  in  Peace  Corps 

A new  Peace  Corps  policy  concerning  married 
doctors  who  wish  to  volunteer  for  overseas  as- 
signments has  been  announced  by  Director 
Sargent  Shriver.  Peace  Corps  volunteer  physi- 
cians will  be  allowed  to  take  their  families  with 
them  to  overseas  posts. 

In  the  past,  volunteer  physicians  have  been 
subject  to  the  same  rules  governing  all  other 
Peace  Corps  volunteers:  no  children  allowed, 

and  wives  accepted  only  if  they  are  qualified  and 
willing  to  serve  in  the  same  project.  Under  the 
new  policy,  wives  of  physicians  will  not  be  re- 
quired to  serve  as  volunteers  although  they 
must  complete  a Peace  Corps  application  for 
information  purposes.  Doctors  with  children 
can  be  accepted,  and  adequate  family  living 
allowances  will  be  provided. 

The  new  policy  was  adopted  as  requests  for 
doctors  continued  to  pour  in  from  Peace  Corps 
host  countries  in  Africa,  Asia,  and  Latin 
America.  General  practitioners,  surgeons,  pe- 
diatricians, gynecologists,  and  all  types  of  spe- 
cialists are  needed.  Specialists  will  be  assigned 
to  projects  where  they  can  work  in  their  specific 
fields  and  gain  professional  experience  while 
helping  the  Peace  Corps  do  its  job. 


Society  for  Surgery  of  Alimentary  Tract 

Robert  Turell,  M.D.,  New  York  City,  was  re- 
elected secretary-treasurer  of  the  Society  for 
Surgery  of  the  Alimentary  Tract  at  its  annual 
meeting  June  21  in  San  Francisco,  California. 

New  York  surgeons  who  are  members  of  the 
Society  include  the  following:  Albany — Stuart 

Welch,  M.D.;  Brooklyn — Drs.  I.  F.  Enquist 
and  Harry  H.  LeVeen;  Buffalo — Drs.  Theo- 
dore Drapanas,  Harry  W.  Hale,  Jr.,  Elmer 
Milch,  and  John  D.  Stewart;  New  York  City — 
Drs.  William  A.  Barnes,  Warner  F.  Bowers, 
Jose  M.  Ferrer,  Jr.,  Frank  Glenn,  Robert  S. 
Grinnell,  David  V.  Habif,  Martin  J.  Healy, 
Frederic  P.  Herter,  Robert  S.  Hiatt,  Walter 
Lawrence,  Jr.,  Stanley  M.  Levenson,  S.  A. 
Localio. 

Also:  New  York  City  {continued) — Drs.  Jere 

W.  Lord,  Albert  S.  Lyons,  John  L.  Madden,  W. 
Ross  McCarty,  Walter  L.  Mersheimer,  Samuel 
Moore,  William  F.  Nickel,  Howard  A.  Patter- 
son, Robert  B.  Pfeffer,  Milton  R.  Porter,  John 
F.  Prudden,  Henry  T.  Randall,  Louis  M.  Rous- 
selot,  Thomas  V.  Santulli,  David  State,  Robert 
Turell,  Herbert  Volk,  John  P.  West,  and  Harold 
S.  Zintel;  Sands  Point — Charles  Jones,  M.D.; 
Syracuse — Drs.  Herbert  D.  Gullick  and  C. 
Barber  Mueller. 

Westchester  Allergy  Society  organized 

The  Westchester  Allergy  Society  was  or- 
ganized at  a meeting  on  June  3 and  officers  were 
elected.  Requirements  for  membership  are 
(1)  participation  as  a physician  in  any  allergy 
clinic  in  Westchester  County  or  New  York  City 
or  (2)  training,  experience,  and  research  in 
allergy  and  allied  fields. 

Officers  chosen  are:  Paul  F.  deGara,  M.D., 

Pelham  Manor,  president;  Howard  G.  Rapa- 
port,  M.D.,  Scarsdale,  president-elect;  Robert 

B.  Lerrick,  M.D.,  Yorktown  Heights,  secretary  - 
treasurer;  and  Earl  Brown,  M.D.,  Scarsdale; 
George  Everett  Gaillard,  M.D.,  White  Plains; 
and  Frederick  A.  Stenbuck,  M.D.,  Mount 
Vernon,  governors. 

Application  blanks  for  membership  may  be 
obtained  from  the  secretary,  Dr.  Lerrick,  at 
2414  Crompond  Road,  Yorktown  Heights, 
New  York. 

Winners  announced  for  color  slide  contest 

Winners  of  the  first  annual  35-mm.  color 
slide  contest,  sponsored  by  the  United  States 
Committee  of  the  World  Medical  Association, 
have  been  announced  by  Gerald  D.  Dorman, 
M.D.,  New  York  City,  secretary- treasurer. 
First,  second,  and  third  place  awards  were 
presented  in  three  categories:  (1)  scenes  in 

host  countries  of  W.M.A.  Assemblies;  (2) 
scenes  of  W.M.A.  Assembly  events,  and  (3) 
health  and  medicine  around  the  world.  Each 
winner  received  an  engraved  plaque. 

Among  the  first  contest  winners  are:  Otho 

C.  Hudson,  M.D.,  Hempstead,  category  2, 
scene  in  Greece,  second  place;  statue  in 
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Vienna,  Austria,  third  place;  and  Aaron  H. 
Meister,  M.D.,  Jamaica,  category  3,  scene  in 
India,  second  place. 

Physicians  may  obtain  further  information 
on  the  1965  contest  by  writing  to:  The  World 

Medical  Association,  United  States  Committee, 
10  Columbus  Circle,  New  York,  New  York 
10019. 

Tobacco  research  grants  awarded 

Seven  new  tobacco  research  grants  have  been 
approved  by  the  American  Medical  Association 
Education  and  Research  Foundation.  Included 
in  the  group  is  a grant  of  $13,358  to  George  E. 
Moore,  M.D.,  Roswell  Park  Memorial  Institute, 
Buffalo,  to  undertake  a quantitative  evaluation 
of  the  distribution  of  labeled  (radioactive) 
smoke  through  the  system. 

Personalities 

Awarded.  Harold  W.  Dargeon,  M.D.,  New 
York  City,  chairman  emeritus  of  the  Depart- 
ment of  Pediatrics,  Memorial  Hospital,  the  an- 
nual Janeway  Medal  by  the  American  Radium 
Society,  in  recognition  of  his  scientific  attain- 
ments. . .John  C.  A.  Gerster,  M.D.,  New 
York  City,  chairman  emeritus  of  the  American 
Cancer  Society,  the  1963  National  Annual 
Divisional  Award  of  the  New  York  City  Divi- 
sion and  Society,  in  recognition  of  his  contribu- 
tions to  the  cause  of  cancer  control. 

Appointed.  Rudolph  R.  Del  Giacco,  M.D., 
Albany,  as  director  of  medical  education  at 
St.  Peter’s  Hospital.  . .Donald  Louis  Gerard, 
M.D.,  New  York  City,  as  clinical  director  of 
Linden  Hill  School,  Hawthorne,  a residential 
treatment  center  for  severely  disturbed  adoles- 
cents, operated  by  the  Jewish  Board  of  Guard- 
ians. 

Elected.  As  officers  for  1964-1965  of  the 
Association  for  the  Advancement  of  Psycho- 
analysis, all  from  New  York  City:  Melvin 

Boigon,  M.D.,  president;  Morton  B.  Cantor, 
M.D.,  vice-president;  Norman  J.  Levy,  M.D., 
secretary;  Albert  L.  Deutsch,  M.D.,  treasurer, 
and  B.  Joan  Harte,  M.D.,  Frederick  A.  Weiss, 
M.D.,  and  Antonia  Wenkart,  M.D.,  councillors 
...  as  officers  of  the  medical  staff  society  of 
Maimonides  Hospital,  Brooklyn,  for  1964-1965: 
Hubert  S.  Pearlman,  M.D.,  president;  Ber- 
tram D.  Cohn,  M.D.,  vice-president;  Bernard 
Greenberg,  M.D.,  secretary,  and  Seymour  N. 
Sussman,  M.D.,  treasurer.  Austin  Schlecker, 
M.D.,  is  president-elect. 

New  Offices.  Robert  B.  Brown,  M.D.,  prac- 
tice of  pediatrics  in  Watertown.  . .Donald  M. 
Frey,  M.D.,  practice  of  radiology  in  Niagara 
Falls.  . .Donald  D.  Hutchings,  M.D.,  general 
practice  in  Albion.  . .Peter  Koenig,  M.D., 
Walworth,  general  practice  in  Red  Creek.  . . 
Richard  D.  Piampiano,  M.D.,  New  York  City, 
general  practice  in  Troy. 
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Keeping  flies  out  of  pharmaceutical  pro- 
duction areas  is  important,  yet  entrances 
must  accommodate  heavy  traffic  of  peo- 
ple and  materials.  In  fact,  at  Eli  Lilly 
and  Company,  the  entrances  to  certain 
production  facilities  where  traffic  is 
heaviest  have  no  screens  or  doors.  □ This 
makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked 
up  by  a fast-moving  blast  of  air  and 
thrown  for  a loss — back  outside.  This 
''curtain  of  air,”  moving  down  and  out 
from  the  top  of  the  open  doorway,  bars 
the  entrance  and  keeps  flies  out  . . . still 
another  step  demonstrating  the  care  that 
goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S. A. 
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Editorials 


A well-deserved  award 


Workmen’s  Compensation  in  New  York 
State  passes  its  fiftieth  anniversary  this 
year.  At  a celebration  of  this  event  held 
recently  at  the  Concord  Hotel  at  Lake 
Kiamesha,  among  those  honored  for  out- 
standing contributions  to  the  development 
and  implementation  of  the  law  was  David  J. 
Kaliski,  M.D. 

Dr.  Kaliski  was  appointed  by  Governor 
Herbert  H.  Lehman  in  1933  as  one  of  a 
ten-member  committee  of  physicians  repre- 
senting the  Medical  Society  of  the  State  of 
New  York  and  the  New  York  Academy  of 
Medicine  to  investigate  the  operation  of  the 
Workmen’s  Compensation  Law  and  make 
recommendations  for  its  improvement.  Dr. 
Kaliski  entered  into  this  service  with  com- 
plete dedication  and  remained  in  it  for  the 
rest  of  his  active  professional  life. 

As  a result  of  the  committee’s  recommen- 
dations, the  law  was  amended  in  1935, 
giving  the  injured  employe  free  choice  of 
physician  and  giving  the  County  and  State 
Medical  Societies  definite  responsibilities 
in  the  application  and  enforcement  of  the 
law  affecting  physicians’  services.  A Bureau 
of  Workmen’s  Compensation  was  estab- 
lished within  the  Medical  Society  of  the 
State  of  New  York,  and  Dr.  Kaliski  became 
its  first  administrator.  He  developed  over 
the  years  the  fine  working  relationship 
which  exists  between  the  State  Work- 
men’s Compensation  Board  and  the  phy- 
sicians of  the  State.  His  influence  for 
fairness  in  carrying  out  the  intent  of  the 
law  went  far  to  assure  the  cooperation  of  all 
concerned,  including  employer  and  employe, 
insurance  carrier  and  lawyer,  as  well  as 
physician. 

Dr.  Kaliski’s  citation  by  the  Workmen’s 
Compensation  Board  reads  as  follows: 


DAVID  J.  KALISKI  M.D. 


In  recognition  of  fifty  years 

OF  SERVICE 

DAVID  J.  KALISKI,  M.D. 

Whose  sympathetic  understand- 
ing of  the  Law  has  contributed 
significantly  in  the  unfoldment 
and  progress  of  the  Workmen’s 
Compensation  System. 

Dr.  Kaliski  was  also  made  an  honorary 
member  of  the  Workmen’s  Compensation 
Board’s  Committee  on  Medical  Fee  Schedule. 

Dr.  Kaliski  now  serves  as  a trustee  of 
the  Physicians’  Home,  and  his  days  are 
still  filled  with  accomplishment  for  others. 
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Medicine  in  the  computer  culture 


The  science  of  cybernetics  and  its  out- 
growth in  the  modern  computing  machine 
has  produced  changes  in  the  working  world 
around  us  only  dimly  perceived  at  present. 
Perfection  of  tools  has  extended  physical 
capability  measured  in  horsepower  equiva- 
lents. The  computer  extends  mental  capa- 
bility, and  this  will  be  measured  in  brain- 
power equivalents.  The  computer  is  the 
first  decision-making  tool.  Equipped  with 
a memory  system,  programmed  logic,  and 
feedback,  the  computer  can  learn  and  com- 
municate. “Dataphone”  service — transmis- 
sion of  data  between  computers  over  tele- 
phone wires — is  already  in  existence.  Ex- 
tension of  this  to  direction  and  control, 
whereby  one  computer  can  direct  others, 
is  only  a stage  away. 

The  impact  of  this  automation  is  already 
strongly  felt  in  manufacturing,  bookkeeping, 
and  in  research  laboratories  and  libraries. 
Sociologists  are  worrying  over  what  this 
new  development  will  do  to  the  labor  market 
and  are  talking  about  a new  philosophy  of 
leisure. 


What  can  this  multiplication  of  brain 
power  do  for  medicine?  It  can  certainly 
keep  our  records  in  better  shape  than  they 
are  at  present.  Advanced  instrumentation 
can  monitor  vital  signs  in  the  operating 
room,  the  recovery  room,  and  the  intensive 
care  unit.  It  can  quantitate  our  experience, 
but  at  this  point  we  cannot  foresee  how  it  can 
replace  the  carefully  taken  history,  the 
thorough  physical  examination,  and  the 
individual  judgment  based  on  these  findings. 
Perhaps  the  time  is  not  far  distant  when  the 
facts  in  the  history  and  physical  examination 
may  be  programmed  in  one  of  these  ma- 
chines, which  like  a tote  board  will  give  us 
the  odds.  But  the  result  can  only  be  a 
generalization,  since  despite  a similar  clini- 
cal picture  no  two  patients  are  ever  alike. 

The  computer  will  help  us  in  the  same  way 
that  the  x-ray  and  the  clinical  laboratory 
help  us.  It  will  be  a means — not  an  end. 

We  are  greatly  privileged  to  have  this 
great  new  tool  at  hand.  Used  wisely  it 
will  advance  us  further  toward  the  goal  of 
health. 


ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  15  through  18,  1965 

The  Americana,  New  York  City 
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Announcement  1964  District  Branch  Meeting  Schedule 


Branch 


First 


Second 


Third 

and 

Fourth 


Fifth 

and 

Sixth 


Seventh 

and 

Eighth 


Ninth 


Date 


Place 


February  9 


The  Americana,  New  York  City 


Thursday  and  Montauk  Manor,  Montauk  Point, 

Friday,  Septem-  New  York 

her  10  and  11 


Saturday, 
October  17 


Edison  Club,  Schenectady, 
New  York 


Friday,  Saturday,  Gideon  Putnam  Hotel, 
and  Sunday,  Saratoga  Springs, 

September  11,  New  York 

12,  and  13 


Thursday,  Friday,  Concord  Hotel,  Kiamesha  Lake, 

Saturday,  and  New  York 

Sunday,  October 
1,  2,  3,  and  4 


February  10  The  Americana,  New  York  City 
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in  acute  nausea  and  vomiting 

Nausea  and  vomiting,  whether  induced  by  vertigo,  dizzi- 
ness or  motion  sickness,  are  effectively  controlled  by 
Dramamine  (dimenhydrinate).  Available  in  easy-to-take 
liquid  form  and  the  tablet  form  which  is  ideal  for  the 
traveler. 

Precautions:  Patients  should  be  cautioned  against  oper- 
ating automobiles  or  dangerous  machinery  because  of  pos- 
sible drowsiness.  Dimenhydrinate,  notably  nontoxic  itself, 
may  mask  the  symptoms  of  streptomycin  toxicity. 


■^dramatic  results  with 

Dramamine 

-.BRAND  OF  , . . _ 

dimenhydrinate 
classic  antinauseant 

LIQUID/TABLETS/ AMPULS  (FOR  I.M  OR  I V.  USE)/SUPPOSICONES» 

Research  in  the  Service  of  Medicine  I searle 


WHEN  BRONCHIAL  ASTHMA  IS  COMPLICATED  BY 
HYPERTENSION  • HEART  DISEASE  • HYPERTHYROIDISM 


ELIXOPHYLLIN 

Each  15  cc.  contains  THEOPHYLLINE  80  mg.;  ALCOHOL  3 cc. 

...provides  relief  quickly,  dependably,  safely.18 

...avoids  the  side  effects  and  contraindications  of 
ephedrine  polypharmaceuticals  or  similar  sympathomimetics 
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ELIXOPHYLLIN  75  cc. 
(aminophylline  equiv.  500  mg.) 


Rapid— therapeutic 
theophylline  blood 
levels  (equal  to  I.  V. 
aminophylline)  reached 
in  minutes.'  * 


n 
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0 15  30  60  120  240 

Minutes  after  administration.  Mean  values  in  adult  subjects  following 
administration  of  the  single  dose  commonly  used  in  clinical  practice.8 


Sustained— theophyl- 
line is  inherently  ‘iong- 
acting’— t.i.d.  dosage 
provides  day  and  night 
relief.1'7 


Acute  Attacks:  single  dose  of  75  cc.  for  adults;  0.5  cc.  per  lb.  of  body  weight  for 
children. 

24  Hour  Control:  for  adults  45  cc.  doses  before  breakfast,  at  3 P.M.,  and  before 
retiring;  after  two  days,  30  cc.  doses.  Children,  first  6 doses  0.3  cc— then  0.2  cc. 
per  lb.  of  body  weight  as  above.  May  be  contraindicated  in  peptic  ulcer  and  gout. 
Gastric  distress  rarely  encountered. 
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(March)  1957.  (2)  Burbank,  B.;  Schluger,  J.p  and  McGinn, 
J.:  Am.  J.  Med.  Sci.  234:28  (July)  1957.  (3)  Spielman,  A.D.: 
Ann.  Allergy  15: 270  (June)  1957.  (4)  Greenbaum,  J.:  Ann. 
Allergy  75:312  (May-June)  1958.  (5)  Kessler,  F.:  Medical 
Times  37:1298  (Oct.)  1959.  (6)  Bickerman,  H.A.,  and  Barach, 


A.  L.,  In  Model!,  W.:  Drugs  of  Choice  1960-1961,  St.  Louis, 
The  C.  V.  Mosby  Company,  1960,  p.  516.  (7)  Wilhelm,  R.  E. 
in  Conn.,  H.  F.:  Current  Therapy— 1961,  Philadelphia,  W.  B. 
Saunders  Company,  p.  417.  (8)  Schluger,  J.  McGinn,  J.  T., 
and  Hennessy,  D.  J.:  Am.  J.  Med.  Sci.  233:296,  1957. 


Detroit  11,  Michigan 


2040 


Scientific  Articles 


Prevention  of  Alcoholism 

How  to  Drink 
and  Stay  Sober 


alcoholism  is  a destructive  disease  which  is 
culturally  contagious;  it  is  a medical  problem 
which  the  physician  can  do  much  to  prevent. 
He  should  familiarize  himself  with  the  de- 
grees and  classifications  of  alcoholism,  the 
nature  of  the  so-called  alcoholic  personality  or 
alcohol-prone  person,  and  the  conditions  under 
which  addiction  to  alcohol  flourishes.  He 
should  incorporate  into  every  medical  history 
queries  relating  to  this  habit  and  follow  them 
up.  Nationwide  medical  organizations  should 
take  the  lead  in  programs  of  alcoholism  pre- 
vention. 


WILLIAM  B.  TERHUNE,  M.D. 
New  Canaan,  Connecticut 

Medical  Director,  The  Silver  Hill  Foundation 


Neither  a prohibitionist  nor  a teetotaler, 
I seek  to  reduce  the  occasion  for  both.  Food, 
water,  fire,  and  alcohol  are  part  of  man’s 
life — any  of  these,  uncontrolled,  may  destroy 
him.  Can  the  nonaddicted  person  drink, 
enjoy  it,  stay  sober,  and  not  become  al- 
coholic? 

Since  this  is  an  approach  to  prevention, 
I shall  not  define  the  total  alcoholic  issue. 
This  report  is  based  on  the  intensive  study 
and  treatment  of  1,500  alcoholic  patients, 
8 per  cent  of  the  emotionally  ill  people 
treated  in  The  Terhune  Clinic,  covering  a 
period  of  forty  years.  Most  were  privileged 
adults,  such  as  engineers,  professors,  bank 
presidents,  and  well-to-do  housewives. 
There  were  approximately  as  many  women 
as  men,  and  most  of  the  patients  were 
in  their  middle  years.  They  were  given 
comprehensive  physical,  laboratory,  psycho- 
logic, and  psychiatric  tests.  Most  were 
diagnosed  as  alcoholic  neurotic;  psychotic 
and  psychopathic  patients  were  not  ac- 
cepted. 

There  are  more  alcoholic  neurotic  patients 
than  formerly.  Many  neurotic  patients 
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treated  years  ago  for  hysterical  reactions, 
psychosomatic  complaints,  neurotic  depres- 
sions, and  anxiety  states  return  years  later 
and  although  free  of  former  complaints  have 
become  alcoholic  neurotic.  Over  indulgence 
in  alcohol  is  the  new  symptom,  substituted 
for  the  old,  as  often  happens  with  neurotic 
people. 

The  thesis  of  this  paper  is  dual:  Alcoholism 
is  primarily  a medical  problem,  and  pre- 
vention is  the  ultimate  answer  to  its  con- 
trol. Undesirable  social  and  psychologic 
manifestations  are  the  results  of  this  disease. 
Physicians  recognizing  this  illness  must 
accept  the  urgent  challenge  to  prevent  it. 
If  a widespread  epidemic  of  typhus  or 
diphtheria  swept  the  country,  incapacitating 
many  people,  every  physician  would  take 
an  active  part  in  bringing  it  under  control. 
Alcoholism  is  now  epidemic;  10  per  cent 
of  the  population  are  alcohol  dependent, 
and  5 per  cent  are  alcoholic.  The  Boston 
Committee  on  Alcoholism  states  that  3 per 
cent  of  the  people  in  business  and  industry 
are  alcoholic.  An  incredible  amount  of 
money  is  spent  on  alcohol.  The  Moreland 
Commission  reported  in  August,  1963,  that 
this  nation  spends  between  10  and  11  billion 
dollars  annually  on  alcohol  and  that  there 
is  an  ever-increasing  rate  of  alcohol  con- 
sumption. The  alcoholic  population  of  New 
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York  State  alone  increases  by  200,000 
annually. 

Three  out  of  four  alcoholic  persons  end 
up  with  broken  homes,  cease  being  produc- 
tive, jeopardize  their  jobs,  and  sometimes 
ruin  the  lives  of  their  relatives.  They  sur- 
round and  encase  themselves  with  an  al- 
coholic barrier  of  lies,  deceit,  projection, 
excuses,  and  threats,  existing  in  a miniscule, 
barricaded  world  of  complete  unreality. 
If  the  drinking  is  long  continued,  the  result 
is  death  by  accident,  organic  deterioration, 
or  suicide.  Statistics  show  that  people  who 
regularly  take  only  two  drinks  daily  have 
a 15  per  cent  higher  death  rate  than  those 
who  do  not  drink.  There  is  now  a low 
cost  hospitalization  coverage  available  to 
nondrinkers  only,  since  it  has  been  found 
that  those  who  do  not  drink  are  sick  less 
often  and  spend  less  time  in  hospitals. 

Until  the  medical  profession  assumes  full 
responsibility  for  the  prevention  of  al- 
coholism, all  other  efforts  are  makeshift 
and  will  be  ineffective.  Physicians  have 
failed  to  accept  this  challenge  for  two  rea- 
sons: First,  quite  a few  physicians  are  in  a 
state  of  alcohol  dependency  themselves 
(not  many  physicians  are  drunkards — they 
cannot  afford  to  be).  Second,  others  do 
not  investigate  this  problem  with  patients, 
friends,  and  family,  and  if  they  recognize 
potential  alcoholism  they  may  lack  the 
courage  to  tell  patients  that  unwelcome 
truth.  When  a man  discovers  that  his 
wife  has  concealed  in  a florist  box  or  put  in 
the  trash  can  that  empty  bottle  of  sherry 
she  opened  only  yesterday,  he  and  we  have 
a job  on  our  hands ! Alcoholism  is  in- 
fectious— it  spreads  from  husband  to  wife, 
to  child,  and  from  employer  to  employe. 

Physicians  know  that  alcohol  is  poor 
medicine  in  spite  of  the  loose  talk  about  a 
drink  to  help  the  appetite  or  to  relax  or 
about  a little  alcohol’s  being  good  for  the 
coronaries.  Physicians  must  have  the 
courage  to  say  unequivocally  that  alcohol 
as  medicine  is  useless.  Few  physicians  ever 
prescribe  alcohol,  but  some  rationalize 
about  it  because  they  drink  it  themselves 
and  because  they  do  not  want  to  upset 
friends. 

Little  of  the  voluminous  literature  on 
alcoholism  has  been  written  by  physicians. 
Few  of  them  are  familiar  with  the  treatment 
of  acute  alcoholism;  few  know  what  to  do 
for  an  alcoholic  patient  after  he  is  sober; 


almost  none  take  definite  steps  to  prevent 
their  patients  from  becoming  alcoholic. 
But  no  matter  what  specialty  a physician 
practices,  all  of  his  patients  have  a good 
chance  of  becoming  alcoholic. 

The  laity  regards  alcoholism  as  sin,  lack 
of  will  power,  and  weakness,  which  are 
only  the  symptoms  produced  by  the  disease. 
On  every  occasion  physicians  must  inform 
the  public  that  this  popular  concept  is 
mistaken  and  harmful,  encourage  people 
to  support  scientific  medical  efforts,  and 
ask  that  they  do  not  impede  progress  through 
a colossal,  often  self-protective  ignorance. 

The  classification  and  diagnosis 
of  alcoholism 

As  an  approach  to  specific  measures  of 
prevention,  let  us  consider  the  six  categories, 
or  stages,  of  alcohol  usage.  The  first  three 
are  the  moderate,  occasional  social  drinker 
(no  problem  per  se);  the  regular  social 
drinker  (some  of  these  are  heading  for 
trouble) ; and  the  alcohol-dependent  drinker, 
the  stage  preceding  alcoholism  (their  number 
is  legion).  In  the  latter,  the  condition 
varies  in  degree  and  is  usually  unsuspected. 

The  alcohol-dependent  person.  An 
alcohol-dependent  person  is  capable  of 
running  his  business  and  holding  a job. 
His  marriage  may  stay  intact,  although 
alcohol  strains  the  matrimonial  bonds. 
Alcohol-dependent  persons  have  friends, 
and  they  maintain  their  self-respect  be- 
cause the  society  in  which  they  five  is 
itself,  to  an  appalling  measure,  alcohol 
dependent.  Being  not  too  greatly  out  of 
harmony  with  the  social  climate,  these  people 
do  not  recognize  their  dependency  and 
consider  themselves  free  men  living  a free 
life,  whereas  actually  the  bonds  of  addic- 
tion are  closing  in  on  them. 

Among  the  characteristics  of  the  alcohol- 
dependent  person  are  the  following: 

1.  He  cannot  have  a good  time  without 
alcohol;  it  is  a “must”  for  golf,  fishing, 
card-playing,  and  social  encounters. 

2.  He  usually  drinks  as  he  sells  his 
products  or  services  in  private  business. 
Alcohol  becomes  a habit  for  business  en- 
tertainment— two  to  three  Martinis  before 
the  business  luncheon. 

3.  He  looks  forward  to  a few  drinks  im- 
mediately after  work,  perhaps  in  the  bar 
car  on  the  way  home. 


2042  New  York  State  Journal  of  Medicine  / August  15, 1964 


4.  He  has  a marked  tendency  to  drink 
“by  signal”:  lunch,  dinner,  fatigue,  party, 
sex,  boredom,  frustration,  bedtime,  and 
so  on. 

Executives  sometimes  become  alcohol 
dependent  to  meet  the  grind  of  routine 
pressure;  habitually,  they  must  have  al- 
cohol for  fatigue,  worry,  stimulation,  relaxa- 
tion, and  sleep.  It  has  been  aptly  said  that 
the  “four  horsemen”  of  the  daily  grind  are 
anxiety,  discouragement,  frustration,  and 
fatigue.  Alcohol  dependency  results  when 
one  employs  alcohol  daily  in  an  effort  to 
overcome  these  feelings. 

Many  married  women  who  begin  to  re- 
treat from  the  society  of  others,  live  badly 
regulated  lives,  and  become  inadequate  to 
meet  the  usual  daily  requirements  of  then- 
lives  are  on  the  verge  of  the  next  classifica- 
tion— the  addict.  These  women  usually 
have  completely  unrealistic  conceptions  of 
fife,  marriage,  and  how  to  carry  responsi- 
bilities. A girl’s  training  today  often  does 
not  fit  her  to  be  a wife;  she  has  dreamy 
ideas  of  what  marriage  is.  Many  do  not 
know  how  to  work  and  do  not  realize  that 
marriage  is  a technical  business  and  that  its 
success  depends  on  the  wife.  There  is 
much  secret  nipping  among  such  people; 
sherry,  Dubonnet,  and  beer  lead  to  spirits. 
Husbands  say,  “I  really  do  not  know  when  it 
started.  I was  shocked  to  come  home  and 
find  her  tight  and  then  gradually  discovered 
what  was  really  occurring.” 

The  addictive  drinker.  In  the  fourth 
category  is  the  addictive  drinker.  Such  a 
person  is  compelled  by  force  of  habitua- 
tion; the  habit  itself  calls  for  alcohol, 
without  other  inner  needs.  The  nervous, 
glandular,  and  metabolic  alcoholic  patterns 
have  been  established . N ever  underestimate 
the  strength  of  habit.  Interrupted  for  a 
few  days  or  months,  it  is  only  lying  low, 
to  return  with  renewed,  unbelievable  force. 
Habit  is  not  under  the  dominion  of  intel- 
ligence or  will  power. 

The  true  essential  alcoholic  person. 
The  fifth  category  is  the  true  essential 
alcoholic  person,  in  whom  there  is  both  a 
physiologic  condition  and  a psychologically 
compulsive  state.  There  is  no  cure  for 
alcoholism.  Once  a person  has  become 
alcoholic,  many  irreversible  changes  have 
occurred  in  organic  functioning,  metabolism, 
body  chemistry,  and  personality;  once 
alcoholic,  always  alcoholic.  The  best  that 


can  be  done  is  to  educate  and  lead  that 
person  into  a state  of  “nondrinking  alco- 
holism,” which  can  be  likened  to  a keg  of 
dynamite  that  needs  only  one  small  match 
to  detonate  and  destroy.  Therefore,  pre- 
vention offers  the  only  hope. 

The  essential  alcoholic  person  experiences 
continual  distress,  centered  around  his 
inner  feeling  of  self-depreciation,  self-hate, 
self-pity,  and  guilt.  He  is  in  jail  and  he 
knows  it,  although  he  continually  hopes  for 
a miraculous  reprieve  through  someone 
else’s  efforts. 

He  regresses  to  marked  immaturity, 
expressed  by  rapid  mood  swings,  childish 
rationalizations,  denials,  extreme  self-con- 
sciousness, and  projection.  Truly  weakened 
in  ability  and  power,  his  ego  is  diminished 
(the  superego  does  not  exist),  and  he  bolsters 
his  ego  by  fantasy  and  lies.  Such  a patient 
deviates  greatly  from  social  norms  and 
eventually  becomes  completely  isolated. 

His  over-all  attitude  becomes  one  of  ex- 
treme egocentricity.  This  leads  to  under- 
socialization, which  in  turn  leads  to  fewer 
compensations  and  satisfactions.  This  is 
the  vicious  alcoholic  circle. 

The  physically  and  psychologically 
DEGENERATED  ALCOHOLIC  PERSON.  In  the 
final  category  is  the  physically  and  psycho- 
logically degenerated  alcoholic  person. 
There  are  not  very  many  of  these  so-called 
“drunks.”  If  he  does  not  belong  in  this 
class,  the  patient  denies  being  alcoholic. 
Most  degenerated  alcoholic  persons  are 
hidden  from  sight.  Without  alcohol,  they 
would  become  human  again. 

The  alcoholic  personality 

Application  of  measures  for  prevention 
requires  an  understanding  of  the  alcoholic 
personality.  Although  there  is  no  evidence 
to  support  the  theory  of  an  alcoholic  per- 
sonality per  se,  it  has  been  found  that  cer- 
tain types  of  people  who  have  been  reared 
under  specific  circumstances  and  who  live 
under  particular  conditions  are  more  vulner- 
able than  others  to  alcohol.  If  recognized, 
these  people  should  receive  intensive  pro- 
phylaxis designed  to  protect  them  against 
their  predispositions.  For  example,  the 
following  types  of  people  may  have  an 
alcoholic  personality  structure: 

1.  Children  who  grow  up  without  love, 
and  those  who  have  cold,  undemonstrative 


August  15, 1964  / New  York  State  Journal  of  Medicine  2043 


parents — the  emotionally  neglected  and 
deprived  children. 

2.  People  who  come  from  alcoholic 
families. 

3.  People  who  have  been  markedly  un- 
disciplined as  adolescents. 

4.  People  with  a history  of  poor  ad- 
justment to  school,  work,  and  social  obliga- 
tions. 

5.  All  who  adjust  to  marriage  very 
badly. 

6.  People  who  show  evidence  of  ir- 
responsibility and  superficiality;  those  who 
have  unrealistic  values  and  who  lack  prac- 
tical ideals. 

7.  People  with  a low  frustration  index. 

8.  People  with  extra-shy,  sensitive  per- 
sonalities and  lacking  drive. 

9.  People  who  are  markedly  retiring 
and  passive  individuals. 

10.  People  who  react  neurotically. 

11.  Mild  manic-depressive  patients. 

12.  Psychopathic  personalities  (alcohol 
is  only  incidental  in  their  turbulent  and 
dangerous  lives). 

It  is  important  to  note  that  Manson’s  study 
shows  that  persons  who  are  alcoholic  differ 
from  those  who  are  nonalcoholic  in  seven  par- 
ticularly noticeable  characteristics:  chronic 
anxiety;  depressive  fluctuations;  marked 
emotional  sensitivity;  easily  aroused  feelings 
of  resentment;  a history  of  failure  to  com- 
plete social  objectives;  chronic  feelings  of 
aloneness,  frequently  with  self-pity;  and 
poor  interpersonal  relationships.  These 
seven  characteristics  represent  a significantly 
larger  number  of  neurotic  and  psychopathic 
responses  than  those  found  in  nonalcoholic 
persons.  Therefore,  the  physician  should 
be  on  the  alert  for  people  with  these  char- 
acteristics, since  they  are  potentially  al- 
coholic. 

Circumstances  and  conditions 
fostering  alcoholic  habituation 

Special  circumstances  breed  and  en- 
courage alcoholic  habituation,  dependency, 
and  neuroses  in  alcohol- vulnerable  people. 
Among  these  are: 

1.  Lack  of  motivation  in  education, 
work,  and  life.  Among  the  retired,  for 
example,  many  people  have  no  work  or 
purpose  and  feel  unneeded. 

2.  Conditions  that  encourage  prolonged 
frustration  with  a sense  of  defeat,  frequently 


accompanied  by  self-pity  and  unjustified 
anger. 

3.  Marital  maladjustments,  the  greatest 
single  factor  in  alcoholic  women. 

4.  Having  children  with  severe  problems 
to  deal  with. 

5.  Sickness. 

6.  Few  absorbing  interests,  hobbies,  or 
sound  sublimations  and  few  useful  com- 
pensations. 

7.  Being  in  an  intensely  unrewarding, 
competitive  situation,  such  as  trying  to  do  a 
job  for  which  one  is  completely  unfitted. 

8.  Chronic  emotional  stress,  often  fanned 
and  heightened  by  the  person  himself. 

9.  Periods  of  prolonged  physical  stress. 

10.  Fatigue  and  true  emotional  or  phys- 
ical exhaustion. 

11.  Old  age  (alcohol  is  bad  for  elderly 
people — it  hastens  senility). 

The  physician  interested  in  prevention 
is  on  the  alert  for  these  alcohol-vulnerable 
personalities  as  well  as  those  situations 
that  encourage  neurotic  drinking.  His 
attitude  is  that  only  a person  who  has 
learned  to  drink  moderately,  who  never 
uses  alcohol  to  escape  difficulties,  and  who 
knows  the  safe  technics  of  drinking  can 
use  alcohol. 

Prevention  of  alcoholism 

Role  of  the  family  physcian.  The 
general  practitioner  is  the  first  line  of  de- 
fense, the  first  link  in  the  chain  of  preven- 
tion. Physicians  have  sworn  to  protect  the 
health  of  their  patients,  and  even  if  their 
patients  do  not  willingly  accept  the  truth, 
fundamentally,  patients  respect  the  medical 
profession  most  when  it  is  scientifically 
exacting. 

What  can  physicians  do  in  a practical 
way  to  reduce  the  incidence  of  alcoholism? 

It  is  customary  for  physicians  to  question 
patients  regarding  their  health  and  such 
habits  as  food  intake,  elimination,  exercise, 
medication,  and  so  forth.  It  should  be 
part  of  the  regular  history-taking  and 
examination,  no  matter  what  brings  the 
patient  in — indigestion,  pregnancy,  or  sore 
throat — to  inquire  about  and  make  a 
record  of  his  addictive  habits.  How  much 
alcohol  does  he  or  she  consume?  When? 
How  often?  What  kind?  Why?  How 
long  has  he  been  drinking?  Is  he  increasing 
the  amount  and  frequency?  When  a patient 


2044  New  York  State  Journal  of  Medicine  / August  15, 1964 


reports  taking  one  or  two  drinks  every  day, 
he  should  be  told  of  the  possible  threat  of 
becoming  alcohol  dependent  and  be  warned 
that  the  dangers  of  alcohol  are  much 
greater  than  he  wants  to  think.  This  line 
of  inquiry  could  be  followed  up  in  sub- 
sequent interviews. 

Many  people  have  an  unconscious  re- 
sentment toward  being  told  they  use  alcohol 
inordinately  and  have  a deep  fear  of  be- 
coming alcoholic.  If  a physician  remains 
objective  in  his  medical  approach,  not 
pointing  the  finger  of  admonition,  and  a 
patient  nonetheless  leaves  because  he  is 
resentful  of  this  line  of  inquiry,  he  will  in 
all  probability  return  soon  in  a more  co- 
operative frame  of  mind.  All  people  seek 
leadership,  and  all  patients  need  and  seek 
a kind,  firm,  courageous  physician  who  gives 
decisive  and  repeated  suggestions  as  to  the 
proper  use  of  alcohol  for  more  enjoyment, 
better  health,  efficiency,  and  greater  at- 
tractiveness. 

Role  of  medical  organizations.  The 
medical  profession,  through  its  county, 
state,  and  national  societies,  should  appoint 
active  committees  for  the  prevention  of 
alcoholism.  If  a committee  on  alcoholism 
already  exists,  its  function  should  be  ex- 
tended to  include  prevention.  These  com- 
mittees, composed  of  physicians  represent- 
ing all  branches  of  medicine,  could  operate 
as  individual  units  and  report  through  the 
channels  of  their  own  organizations  to  the 
council,  board  of  trustees,  and  so  on.  If 
such  measures  were  employed,  within  ten 
years  a significant  drop  in  the  percentage  of 
alcoholic  patients  would  be  obvious,  the 
incidence  of  dependent  drinkers  would  de- 
crease, the  general  population  would  know 
how  to  use  alcohol  intelligently,  and  they 
would  enjoy  it  more. 

Medical  organizations  should  call  on  the 
National  Advertising  Council,  a powerful, 
public-spirited  organization,  to  devote  one 
month  each  year  for  the  next  ten  years  to 
familiarizing  citizens  with  the  insidious 
dangers  of  alcohol  and  making  practical 
suggestions  on  the  technics  of  safe,  pleasant 
drinking.  Many  people  do  not  drink 
alcohol,  they  “inject”  it — “down  the  hatch” 
and  now  another.  This  is  no  fun  and  elim- 
inates the  one  value  of  alcohol,  which  is 
social  companionship. 

Role  of  the  Public  Health  Service. 
Alcoholism,  a national  disease  of  almost 


endemic  proportions,  is  tremendously  in- 
capacitating to  our  citizens.  The  Public 
Health  Service  must  increase  the  efforts 
which  it  is  already  making. 

The  word  “endemic”  reminds  me  of  a 
true  story  which  demonstrates  the  popular 
attitude  toward  drinking:  A Sunday  School 
class  was  putting  on  a nativity  play  for 
Christmas.  The  director  had  difficulty 
finding  a child  willing  to  accept  the  un- 
sympathetic role  of  the  innkeeper  who  turned 
Joseph  away.  Finally,  a six-year-old  boy 
undertook  it.  The  night  of  the  play, 
Joseph  knocked  on  the  inn  door.  The  little 
innkeeper  opened  the  door  a crack,  and 
Joseph  asked  for  lodging  for  his  wife,  Mary, 
and  himself.  The  little  innkeeper  replied, 
“I  am  sorry,  there  is  no  room  in  the  inn, 
but  do  come  in  and  have  a drink!”  Thus 
our  children  interpret  the  civilization  of 
today  in  these  United  States. 

There  are  several  things  the  Public 
Health  Service  could  do.  It  could  initiate 
a nationwide  study  to  determine  the  general 
use  of  alcohol  in  its  varying  degrees.  Based 
on  this  study,  a report  of  the  drinking  habits 
of  the  population  could  be  compiled,  with 
graphs  presenting  valid  medical  information 
about  the  detrimental  physiologic,  psy- 
chiatric, and  sociologic  results  of  the  use  of 
alcohol.  The  Public  Health  Service  could 
distribute  this  information  through  all 
available  channels.  The  Federal  and  state 
governments  collect  large  sums  of  money 
in  taxes  on  alcohol,  and  some  of  this  money 
should  be  spent  on  the  prevention  of 
alcoholism. 

Role  of  the  alcohol  industry.  The 
alcohol  industry  should  discipline  itself  in 
advertising  and  refuse  to  perpetuate  the 
alcoholic  myth.  If  this  sounds  impractical, 
remember  that  necessity  has  brought  it  to 
pass  in  cigaret  advertising,  and  alcohol  is 
more  dangerous  and  more  malignant  to 
many  people  than  cigarets.  If  the  men  in 
the  alcohol  industry,  well-intentioned,  good 
people,  could  agree  on  a few  principles, 
drastic  changes  could  be  effected  in  the 
emphasis  in  each  piece  of  advertising  copy. 
For  example,  what  if  the  label  on  every 
bottle  of  liquor  read,  “Sip  Slowly,  Enjoy  It 
Longer,”  or  “Good  Liquor  Deserves  Not  To 
Be  Gulped”?  The  power  of  suggestion  is 
potent. 

The  role  of  public  education.  Since 
alcoholism  is  a medical  problem,  educational 
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forces  should  be  mobilized  to  circulate 
medical  findings.  People  can  be  awakened 
and  alerted  to  the  medical  truth  that  if  they 
drink  carelessly,  they  may  become  alcohol 
dependent  and  end  up  as  incurably  al- 
coholic. It  should  be  reiterated  constantly 
that  alcoholism  is  not  a sin,  nor  a crime,  nor 
due  to  weakness  of  character  but  a disease 
to  which  no  one  is  immune.  The  emphasis 
must  be  on  prevention,  with  rewards  for  ob- 
serving the  technics  of  sobriety.  It  is  true 
that  much  has  been  written  on  restoring  vic- 
tims of  alcoholism  to  a rewarding  life;  many 
well-known  lay  people  have  described  their 
experiences  in  conquering  the  disease,  and 
booklets  on  how  to  help  the  alcoholic  person 
are  available.  This  is  all  to  the  good,  but 
there  is  a far  more  important  step  to  be  taken: 
education  in  the  prevention  of  alcohol  de- 
pendency and  alcoholism. 

Role  of  industrial  medicine.  Most 
industrial  organizations  employ  a full- 
time medical  team.  Industry  knows  that 
workers  who  take  alcohol  regularly  not  only 
function  at  a lower  level  but  become  a 
hindrance  to  their  fellows.  The  person  who 
uses  alcohol,  from  the  laborer  to  the  chair- 
man of  the  board,  is  a less  valuable  em- 
ploye than  the  one  who  does  not.  Just  as 
industrial  medical  department  personnel 
examine  employes  for  organic  disease,  so 
should  they  routinely  inquire  into  their 
drinking  habits.  Industry  can  no  longer 
consider  that  what  a man  does  off  duty  is 
none  of  its  business;  this  attitude  is  not 
justified  by  the  facts.  Many  accidents 
occur,  faulty  products  are  made,  and  sales 
and  delivery  are  obstructed  because  an 
employe  drank  the  night  before  or  over  the 
weekend.  Today,  industry  operates  as  a 
team.  A drinker  is  always  a poor  teammate; 
he  jeopardizes  team  results  and  endangers 
his  associates.  Industry’s  medical  policy 
on  alcohol  must  be  firm  and  definite:  An 

alcoholic  person  is  a poor  risk  in  any  under- 
taking, and  no  company  can  afford  such 
risks. 

Alcoholism  prevention  by 
individual  physicians 

As  a general  measure,  all  physicians  should 
teach  all  their  patients  that  good  habits 
of  living — work,  rest,  exercise  (particularly 
exercise),  and  play — dissipate  or  absorb 
emotional  stress.  Therefore,  if  one  feels 


the  need  of  a drink,  he  should  try  walking 
instead — for  hours,  if  necessary ! Physicians 
can  show  people  how  to  five  less  stressfully  by 
simplifying  their  lives  and  following  a 
balanced  schedule.  Physicians  can  teach  a 
sound  philosophy  of  fife,  one  that  is  realistic, 
strong,  positive,  and  purposeful,  and  can 
demonstrate  that  all  problems  must  be 
decided  in  terms  of  one’s  life  purpose. 
If  a person  has  no  fife  purpose,  he  must 
find  one.  A personal  philosophy  and  a 
practical  religion  enable  man  to  navigate 
the  turbulent  seas  of  life.  The  variant 
emotional  gales  are  strong,  and  the  sudden 
explosive  attacks  of  aggression  and  the 
force  of  buried  hostility  can  destroy.  But 
these  shoals  can  be  avoided  and  the  storms 
weathered  if  one  has  stability  of  direction 
and  a purposeful  life,  guided  toward  ideals. 

Instruction  in  ten  commandments  to 
prevent  alcoholism.  Physicians  should 
instruct  their  patients  to  follow  these  ten 
rules  to  avoid  the  development  of  alcohol 
dependency: 

1.  Never  take  a drink  when  you  “need” 
one. 

2.  Sip  slowly  and  space  your  drinks: 
the  second  drink  thirty  minutes  after  the 
first;  the  third  an  hour  after  the  second; 
and  never  a fourth. 

3.  Dilute  alcohol.  Have  a long,  weak- 
drink — never  on  the  rocks,  never  straight, 
and  never,  never  out  of  the  bottle ! 

4.  Keep  an  accurate  and  truthful  record 
of  the  amount  and  number  of  drinks  you 
take.  Never  take  a drink  every  day.  Be 
vigilant  and  alert  about  the  amount  of 
each  drink,  whether  you  mix  it  or  your 
host  does.  Does  it  consist  of  1,  2,  or  3 
ounces  of  alcohol,  or  was  it  poured  without 
measure — “just  a wee  drop”? 

5.  Never  conceal  the  amount  of  alcohol 
you  drink.  Instead,  exaggerate  it.  If  you 
say  you  drink  twice  as  much  as  you  think 
you  do,  this  will  probably  be  nearly  ac- 
curate. 

6.  Do  not  drink  on  an  empty  stomach. 

7.  Stop  drinking  on  signal.  The  signals 
are:  “luncheon,”  “left  office,”  “on  the  way 
home,”  “before  dinner,”  “before  bed,” 
“meeting  people,”  “celebrating,”  and  “to 
get  me  through.”  Substitute  something 
in  place  of  alcohol  at  these  times,  such  as  a 
big  cup  of  hot,  strong  tea  before  dinner  to 
refresh  and  energize  (mountain  climbers 
drink  tea,  not  alcohol);  a bowl  of  hot  bouil- 
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Ion  before  lunch  in  place  of  a Martini; 
a cup  of  hot  Ovaltine  at  bedtime;  and  the 
habitual  drinking  of  water.  If  one  uses 
these  beverages  as  alcohol  substitutes,  he 
will  feel  better,  be  a better  companion,  and 
enjoy  happier  evenings.  The  use  of  some 
of  these  measures  will  interrupt  the  habit  of 
“signal  drinking.,, 

8.  When  tired  or  tense,  soak  in  a hot 
tub  and  follow  with  a cold  shower. 

9.  Never  take  a drink  to  escape  dis- 
comfort, either  physical  or  mental. 

10.  Never,  never  take  a drink  in  the 
morning,  thinking  it  will  offset  a hangover. 

Avoid  alcohol  dependency  as  you  would 
the  plague.  It  is  most  insidious  and  unless 
you  are  very  careful,  it  will  steal  up  with- 
out your  knowing  it.  A person  is  on  his 
way  to  alcoholism  when  alcohol  has  an 
effect  on  him  that  is  stronger  than  usual; 
when  he  takes  a drink  as  “medicine”; 
when  he  drinks  compulsively  (has  to  have  a 
drink);  and  when  he  drinks  when  he  knows 
he  should  not. 

When  a person’s  body  chemistry  and 
psychologic  reactions  become  alcoholic,  he 
has  “had”  it.  If  he  continues  drinking  at 
all,  he  will  become  either  alcohol  dependent 
or  a true  alcoholic.  Once  a person  repeatedly 
becomes  inebriated  he  will  never  again  under 
any  circumstances  be  able  to  use  alcohol 
safely  no  matter  how  small  the  amount, 
because  one  drink  will  demand  another. 

To  sum  up  what  has  been  said  so  far  about 
measures  the  individual  physician  can  take 
to  prevent  alcoholism: 

1.  Each  physician  should  investigate 
and  record  the  alcohol  habits  of  all  patients 
and  follow  them  up  each  time  they  return 
for  consultation.  Most  people  would  be 
shocked  if  they  marked  on  a calendar 
each  day  every  drink  they  took.  Even  for 
one  month  the  total  would  amaze  them. 
All  people  have  a protective  amnesia  about 
how  much  they  drink. 

2.  He  should  tell  patients  the  facts 
about  the  use  of  alcohol  and  teach  them 
individually  how  to  drink  safely. 

3.  He  should  recognize  the  alcohol-prone 
personality  and  secure  psychiatric  guidance 
for  such  people  before  alcohol  becomes  a 
further  complication  to  an  already,  often 
increasingly  inefficient  personality.  Per- 
suade neurotic  patients  to  seek  help  before 
they  become  alcohol  dependent. 

4.  He  should  give  all  patients  a printed 


copy  of  “The  Ten  Commandments  for 
Safe  and  Happy  Drinking,”  and  reiterate 
that  even  one  drink  never  made  a person 
more  attractive;  it  merely  put  his  self- 
critical  faculty  to  sleep. 

Alcoholism  prevention  by 
medical  profession 

The  medical  profession  as  a whole  should 
take  the  following  steps  to  aid  in  the  goal 
of  alcoholism  prevention.  They  should: 

1.  Make  a public  statement  to  the  effect 
that  alcohol  is  a poor  and  dangerous  med- 
icine. 

2.  Adopt  and  widely  circulate  resolu- 
tions outlining  the  nature  of  alcohol  de- 
pendency and  stating  it  is  a malignant  con- 
dition when  once  developed.  Call  on  in- 
dividuals, government,  and  all  public  agen- 
cies to  make  positive  efforts  to  interrupt 
the  process. 

3.  Clean  their  own  house  by  outlawing 
the  practice  whereby  pharmaceutical  con- 
cerns and  other  business  organizations 
underwrite  medical  convention  cocktail  par- 
ties or  operate  hospitality  rooms.  Further, 
medical  program  committees  and  governing 
boards  of  medical  societies  should  frown 
on  the  ubiquitous  cocktail  parties  that  are  a 
part  of  most  medical  conventions.  If 
physicians  and  their  wives  wish  to  invite 
their  friends  for  cocktails,  the  program 
committee  and  the  business  manager  of  the 
association  should  have  no  part  in  it,  and 
notes  regarding  parties  or  reunions  should 
not  be  printed  in  the  programs  or  announced 
on  the  bulletin  board. 

4.  Dedicate  itself  to  the  prevention  of 
alcoholism  and  appoint  active  committees 
charged  with  the  responsibility  of  alcoholism 
prevention. 

Forces  opposing  alcoholism  prevention 

The  forces  working  against  efforts  to 
prevent  alcoholism  are  as  follows: 

1.  The  tendency  of  human  beings  to 
dislike  or  refuse  to  take  suggestions  which 
they  consider  an  infringement  on  their 
personal  freedom. 

2.  The  sense  of  false  well-being  alcohol 
provides.  The  temporary  feeling  of  suc- 
cess, charm,  and  status  anesthetizes  one’s 
self-critical  faculty. 

3.  The  power  of  the  alcohol  interests. 
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Tremendous  sums  of  money  are  at  stake. 
Revenue  collected  by  the  government  from 
the  sale  of  alcohol  plays  a part  in  the 
national  economy.  Efforts  to  reduce  the 
use  of  alcohol  will  undoubtedly  be  met  by 
counterattacks . 

4.  Experience  with  prohibition,  or  the 
Volstead  Act,  that  unfortunate  attempt 
at  temperance  in  the  past,  which  was  led  by 
fanatics  and  resulted  in  a great  social 
fiasco.  This  prejudices  people  against  new, 
more  intelligent  efforts  to  prevent  alcoholism. 

5.  The  neurotic  reactions  of  human 
beings.  Frantic  efforts  to  escape  difficulties 
and  discomfort  and  equally  frantic  efforts 
to  pursue  pleasure  at  any  cost  are  equally 
detrimental. 

6.  A society  composed  of  many  im- 
mature, unstable  individuals  who,  in  spite 
of  these  traits,  are  also  intelligent  and 
usually  expert  rationalizers.  Such  people 
wear  the  mask  of  sanity  and  unfortunately 
have  the  ability  to  influence  other  people. 

7.  The  fear  of  being  unpopular  or  dif- 
ferent. 

8.  The  ready,  easy  acceptance  of  the 
alcoholic  culture. 

Challenge  to  medical  profession 

The  challenge  to  the  medical  profession 
is  enormous.  Yet  if  it  espouses  this  cause, 
it  will  be  miraculously  successful.  Unless 
physicians  undertake  it,  no  one  else  will. 
Physicians,  always  pioneers,  are  stubborn 
individualists  who  never  acknowledge  de- 
feat. They  must  do  this  job;  they  can  do  it; 
and  they  are  going  to  do  it.  They  expect 
attacks,  frustration,  deceitfulness,  and  some 
failures,  but  these  old  soldiers  in  the  war 
against  disease  never  lose  a battle. 

Consider  the  important  social  side-ef- 
fects: There  will  be  a reduction  in  juvenile 
delinquency  and  a decrease  in  adult  crimes, 
many  of  which  are  hatched  around  a bottle 
of  liquor.  (Often  the  police  learn  of  a 
proposed  crime  because  the  bartender  tele- 
phoned the  chief  that  he  heard  “the  boys” 
planning  a crime.)  Many  marriages  will 
be  saved,  many  children  saved  from  an  un- 
happy childhood,  which  predisposes  them  to 
alcoholism,  and  many  disasters  prevented, 
to  say  nothing  of  the  prevention  of  the 
degenerative  diseases  resulting  from  al- 
coholism. 

To  date,  prevention  is  the  only  key  to 


control.  Since  alcohol  is  a drug,  only  the 
medical  profession  can  speak  about  its 
physical  effects  with  scientific  authority. 
Teaching  people  how  to  drink,  physicians 
can  cut  the  rate  of  alcoholism  50  per  cent, 
and  yet  people  can  enjoy  alcohol,  when  used 
moderately.  There  is  no  need  for  this 
disease  to  continue  to  be  the  third  most 
important  menace  to  human  health. 

Let  us  dedicate  ourselves  to  this  effort  to 
promote  good  health.  As  we  undertake  the 
job,  the  results  will  be  felt  at  once,  in  our 
own  practice  and  in  our  own  fives.  Let  us 
make  a beginning,  each  one  of  us,  applying 
the  magnetic  strength  and  energy  the  med- 
ical profession  possesses.  Let  us  take  the 
lead  in  the  fight  to  save  hundreds  of  thou- 
sands of  our  people,  perhaps  even  to  save 
civilization  as  we  know  it  in  the  twentieth 
century,  by  stemming  the  tide  of  the  dev- 
astating wave  of  neurotic  drinking. 

Summary 

Physicians  are  not  opposed  to  the  use  of 
alcohol.  Rather,  they  offer  safe  technics 
for  enjoying  it.  They  are  deeply  concerned 
about  the  ever-rising  tide  of  alcoholism  in 
this  country. 

Alcoholism  is  a medical  problem,  and 
only  the  medical  profession  can  successfully 
combat  it.  It  is  a malignant,  dangerous, 
and  destructive  disease.  Factually,  we  five 
in  and  accept  the  alcohol  culture.  Pri- 
marily a disease  of  severely  neurotic  people, 
it  is  culturally  contagious.  “The  alcohol 
neurosis”  is  an  appropriate  designation. 
It  is  already  of  endemic  proportions  and 
rapidly  increasing,  especially  among  mar- 
ried women. 

The  number  of  alcohol-dependent  people 
is  shocking.  Since  it  takes  little  to  make  a 
neurotic  person  alcohol  dependent,  the  per 
capita  increase  in  consumption  is  not  a 
true  gauge.  Furthermore,  it  is  not  the 
amount  of  alcohol  consumed  that  deter- 
mines alcoholism.  Regular  use  of  very 
little  of  it  can  produce  it  in  an  alcohol- 
prone  personality.  The  disease  process 
becomes  fixed  by  virtue  of  the  addictive 
mechanism,  conditioned  responses,  and  psy- 
chologic rationalization.  Once  established, 
alcoholism  is  an  irreversible,  organic-psy- 
chologic syndrome  and  is  incurable — once 
alcoholic,  always  alcoholic,  although  many 
become  nondrinking  alcoholic  persons. 


2048  New  York  State  Journal  of  Medicine  / August  15, 1964 


The  wide  indulgence  in  diluted  alcohol, 
that  is,  beer,  among  young  people  is  alarm- 
ing. It  obstructs  their  judgment  at  a time 
when  values  are  being  weighed  and  char- 
acter formed  and  in  far  too  many  cases  lays 
the  foundation  for  future  alcoholism. 

There  are  many  ways  in  which  the  pro- 
fession can  proceed,  individually  and  through 
medical  organizations,  to  contend  with  the 
problem  of  alcoholism.  The  physician  can 
do  much  to  prevent  the  alcohol  syndrome 
from  developing.  He  can  familiarize  him- 
self with  the  degrees  and  classifications  of 
alcoholism,  the  nature  of  the  so-called 
alcoholic  personality  or  alcohol-prone  person, 
and  the  conditions  under  which  addiction 
to  alcohol  flourishes.  He  can  incorporate 
into  every  medical  history  specific  queries 


relating  to  this  habit  and  follow  them  up. 
He  can  dynamically  support  a public 
education  program. 

Nationwide  medical  organizations,  in- 
cluding the  Public  Health  Service,  can  step 
up  whatever  existing  programs  exist  in  this 
field  and  initiate  a nationwide  study  of  the 
whole  problem.  The  alcohol  industry  and 
industry  itself  can  be  instrumental  in  this 
battle. 

The  network  of  educational  facilities 
across  the  country  can  be  utilized  to 
educate  the  populace  to  the  true  nature  of 
alcoholism  and  its  danger  to  our  society. 

A concerted  effort  by  the  medical  profes- 
sion is  necessary  if  the  battle  against  the 
epidemic  of  alcoholism  is  to  be  waged 
successfully. 
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Philadelphia,  Pennsylvania 
CHARLES  POPOVITS,  M.D. 
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(Dr.  Ipsen) 


Various  authors1-5  have  reported  that 
poisonoak  extract  (Anergex) , an  alcoholic  ex- 
tract, was  efficacious  in  treating  all  allergic 
syndromes,  regardless  of  cause.  The  studies 
were  not  controlled,  and  the  favorable  results 
were  difficult  to  substantiate.  Kamin  et  aZ.6 
treated  56  patients  with  poisonoak  extract 
or  a placebo  and  found  no  essential  differ- 
ence. Wachtel,  Suie,  and  Meissner7  were 
of  the  opinion  that  the  preparation  appeared 
to  exert  some  degree  of  anti-inflammatory 
prophylactic  action  in  immunologic  uveitis 
in  rabbits. 

In  view  of  the  use  of  poisonoak  extract  by 
many  general  physicians  as  the  only  treat- 

* This  study  was  partially  supported  by  a grant  of  the 
Research  Council,  the  American  Academy  of  Allergy. 


ment  of  allergic  disease,  the  Drug  Committee 
of  the  Research  Council,  of  the  American 
Academy  of  Allergy,  was  awarded  a grant  to 
investigate  the  efficacy  of  this  preparation 
in  an  allergic  syndrome.  Previous  studies 
had  proved  the  reliability  of  comparing 
patients  suffering  from  ragweed  hay  fever 
as  a means  of  clinically  evaluating  the  thera- 
peutic usefulness  of  anti-allergic  medica- 
tion.8 ~10  Pollen  counts  are  easily  accessible, 
and  as  the  pollen  count  rises,  patients’ 
symptoms  are  increased.  Other  variables, 
such  as  humidity  and  temperature,  were 
found  to  have  only  minor  additional  effects 
on  patients’  symptoms.11  The  usefulness  of 
a medication  can  be  measured  by  the  degree 
of  relief  a patient  obtains. 

Sixty  patients  with  ragweed  pollinosis, 
whose  diagnosis  was  confirmed  by  history  and 
skin  testing,  were  injected  during  the  period 
from  August  8 to  September  30,  1962. 
Each  was  given  daily  injections  of  either  the 
poisonoak  extract  (Anergex)  f or  placebo  for 
eight  consecutive  days.  The  study  material 
was  packaged  in  ampules.  The  poisonoak 
extract  and  placebo  were  given  numbers  by 
the  random  method  of  choice.  The  code  for 
identifying  each  number  was  kept  by  the 
statistician  until  the  end  of  the  trial.  Six 
patients  refused  to  continue  after  the  first 
injection  because  of  the  pain  at  the  site  of 
administration,  and  3 patients  did  not  re- 
turn the  symptom  record  cards.  Each 
patient  was  given  a card  previously  de- 
scribed which  provided  a daily  record  of 
symptoms  (severe,  moderate,  slight,  none) 
with  the  criteria  clearly  and  simply  defined 
on  the  bottom  of  the  card.8  These  cards 
were  collected  weekly,  at  which  time  patients 
were  queried  as  to  side-effects,  and  a new 
card  for  the  next  week  was  given  to  the 
patient.  The  remaining  51  patients  had 
cooperated  by  recording  their  symptoms 
for  at  least  one  week  after  receiving  either 
preparation.  Symptom  severity  was  scored 
as  3 for  severe,  2 for  moderate,  1 for  slight, 
and  0 for  none.  Patients  were  allowed  to 
take  only  antihistamines  at  will  and  to  note 
how  many  tablets  were  needed  daily.  The 
daily  pollen  counts  used  represented  an 
average  of  the  count  within  a 50-mile  radius 
of  New  York  City  and  were  those  of  the 
Jewish  Hospital  of  Brooklyn.  The  average 

t The  poisonoak  extract  and  placebos  used  in  this  study 
were  supplied  through  the  courtesy  of  the  Mulford  Colloid 
Laboratories,  Philadelphia,  Pennsylvania. 
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pollen  counts  in  the  six-day  period  were  com- 
pared with  the  average  symptoms  and  the 
patient-days  in  which  antihistaminic  medi- 
cation was  taken.  Table  I tabulates  the 
average  symptoms  arranged  by  week  of 
treatment  and  the  appropriate  pollen  counts 
for  each  week  of  study,  as  patients  were 
entered  at  different  times  during  the  study 
period.  The  average  pollen  count  did  not 
vary  significantly  from  week  to  week  during 
the  time  of  the  investigation.  The  average 
severity  of  symptoms  decreased  following  the 
administration  of  either  poisonoak  extract 
or  the  placebo  in  both  groups  of  patients. 
This  decrease  was  apparently  not  related 
to  the  decrease  in  pollen  count.  To  estimate 
the  relationship  between  pollen  count  and 
the  patients’  symptoms,  the  regression  of 
decrease  of  symptoms  on  pollen  count  was 
computed  and  found  to  be  0.0237,  which 
means  that  on  the  average,  severity  of  symp- 
toms increased  by  0.0237  for  each  unit  in- 
crease in  pollen  count.  This  dependency 
was  highly  significant  (correlation  coefficient 
plus  0.43)  and  is  shown  in  Table  II. 

The  average  pollen  count  for  all  patient- 
days  studied  was  9.88.  In  correcting  the 
patients’  symptoms  for  pollen  count,  the 
following  formula  was  used: 

corrected  severity  = observed  severity  — 0 . 0237 
(pollen  count  — 9.88) 

Of  the  29  patients  on  poisonoak  extract, 
13  required  antihistamines,  while  16  re- 
quired none.  Of  the  22  on  placebo,  12  re- 
quired antihistamines,  while  10  required 
none.  Table  I indicates  the  average 
severity  of  symptoms  corrected  for  pollen 
count  for  both  treatment  groups.  The  aver- 
age weekly  decrease  of  symptoms  is  indi- 
cated in  Table  III,  with  the  appropriate 
standard  error.  The  average  decrease  was 
0.103  for  poisonoak  extract  and  0.128  for 
placebo,  with  a standard  error  of  0.033  and 


sixty  patients  with  proved  ragweed  hay- 
fever,  divided  into  two  groups  by  random 
selection,  were  given  a daily  injection  of  either 
poisonoak  extract  ( Anergex ) or  a placebo  for 
eight  consecutive  days.  There  was  no  signifi- 
cant difference  between  the  groups  as  measured 
by  relief  of  symptoms  of  hay  fever;  however,  65 
per  cent  of  patients  taking  poisonoak  extract 
complained  of  significant  side-effects  as 
compared  with  40  per  cent  of  those  receiving 
placebo  injections. 


0.025,  respectively.  Obviously,  there  is  no 
difference  of  severity  between  the  two  treat- 
ment groups. 

The  same  analysis  was  performed  using 
the  per  cent  patient-days  in  which  anti- 
histamines were  taken  as  an  expression  of 
severity  in  symptoms.  It  had  been  assumed 
that  those  patients  needing  this  medication 
were  having  more  symptoms  than  those  who 
did  not.  While  there  was  a notable  correla- 
tion between  severity  of  symptoms  and 
percentage  increase  of  patients  taking  the 
antihistamines  when  both  groups  are  cor- 
related with  the  pollen  count,  the  partial 
correlation  of  severity  and  “medication 
days”  (antihistamines)  is  not  significant 
when  corrected  for  pollen  count  (Table  IV). 
“Medication  days”  seems  to  be  a measure- 
ment relatively  independent  of  severity  of 
symptoms.  In  fact,  it  may  be  a better 
measurement  of  treatment  effect,  since  the 
antihistamines  may  decrease  or  entirely  alle- 
viate symptoms  of  hay  fever.  In  approxi- 
mately half  of  the  patients  who  did  record 
taking  this  medication,  this  measurement 
seems  to  be  specific  for  hay  fever  relief,  since  a 
significant  correlation  between  rise  in  pollen 
count  and  taking  the  tablets  existed  (correla- 


TABLE  I.  Average  severity  of  symptoms  by  week  and  type  of  treatment 


Week  of  Study 

Patient 

Days 

Poisonoak  Extract- 
Severity 

Pollen 

Count 

Patient 

Days 

Placebo — 

Severity 

Pollen 

Count 

Week  before 

23 

1.47 

6.4 

24 

1.38 

4.3 

First 

197 

1.55 

13.4 

154 

1.42 

10.7 

Second 

165 

1.35 

9.6 

129 

1.25 

9.1 

Third 

124 

1.21 

8.0 

112 

1.22 

10.7 

Fourth 

52 

1.10 

8.9 

93 

1.18 

8.9 

Fifth 

6 

1.33* 

12.2 

71 

0.66 

7.1 

* Figure  not  significant  in  view  of  disparity  in  size  of  two  groups;  that  is,  6 versus  71. 
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TABLE  II.  Total  number  of  days  for  which  patients  recorded  symptoms 


Date 

Patient 

Days 

Average 
Pollen  Count 

Average  Severity 
of  Symptoms 

Per  Cent  of  Days 
With  Medication 

August 

6 through  13 

19 

0.2 

1.05 

5 

14  through  19 

68 

2.2 

1.12 

16 

20  through  25 

97 

6.8 

1.34 

31 

26  through  31 

137 

8.3 

1.30 

26 

September 

1 through  6 

165 

12.0 

1.34 

29 

7 through  12 

220 

21.8 

1.51 

24 

13  through  18 

194 

9.3 

1.40 

15 

19  through  24 

152 

3.3 

1.13 

14 

25  through  30 

98 

0.2 

0.88 

9 

TABLE  III.  Average  severity  of  symptoms  by  week 
of  treatment  corrected  for  pollen  count  exposure 

Poisonoak 

. — W eek E xtract — Pla  cebo- — - 


Week  before 

1.56 

1.51 

First 

1.47 

1.41 

Second 

1.36 

1.27 

Third 

1.25 

1.20 

Fourth 

1.12 

1.21 

Fifth 

1.28 

0.27 

Decrease  per  week  — 0 . 103  —0.128 

Standard  error  ±0.033  ±0.025 

Adjusted  severity  = severity  = 0.0237  (Pollen  count  = 
9.88) 

tion  coefficient  plus  0.252) . Table  IV  was  ar- 
ranged similarly  to  Table  I.  The  correction 
for  pollen  count  was  formed  from  the  re- 
gression coefficient,  giving  an  increase  in 
patient  medication  days  of  0.56  per  increase 
in  pollen  count.  Therefore,  corrected  med- 
ication days  = observed  medication  days  — 
0.56  (pollen  count  — 9.88).  Table  V gives 
the  corrected  percentages  (medication  days 
refer  to  the  taking  of  antihistamines). 
Except  for  the  days  before  injection  and  the 
fifth  week  after,  the  poisonoak  extract 
group  shows  a decrease  in  medication  intake 


from  the  first  week  to  the  fourth  week 
(Table  V).  This  weekly  decrease  is  5.3  per 
cent.  In  the  same  period,  the  placebo 
group  shows  practically  no  decrease,  the 
average  decrease  being  0.96  per  cent.  The 
standard  errors  of  these  decreases  are  1.7 
per  cent  for  the  poisonoak  extract  group  and 
1.6  per  cent  for  the  placebo  group.  The 
difference  in  decrease  between  the  two 
groups  is  4.3,  with  a standard  error  of  about 
±2.3.  Although  there  is  an  indication  that 
those  patients  taking  poisonoak  extract 
needed  less  antihistamines  following  their 
injection,  this  diminished  intake  is  not  signifi- 
cantly different  from  that  of  the  placebo 
group.  The  patients  who  by  random  selec- 
tion received  poisonoak  extract  recorded 
somewhat  more  severe  symptoms  and  did  take 
more  additional  medication  prior  to  the  time 
of  injection  than  those  who  were  assigned 
to  the  placebo  group. 

An  analysis  was  done  in  which  the  de- 
crease of  severity,  or  days  of  medication 
respectively,  was  computed  for  each  in- 
dividual patient.  The  weighted  mean  of 
the  decrease  of  symptoms  was  then  com- 
puted for  both  groups  and  corrected  for 


TABLE  IV.  Per  cent  of  patient  days  on  which  extra  medication  was  taken  by  week  of  study 


Week  of  Study 

r moDTirio  It  LP  v fvo  f 

Patient 

Days 

i OlSuIlOaK  JuXllaCl 

Days  of 
Medication 
(Per  Cent) 

Pollen 

Count 

Patient 

Days 

riatcuu 

Days  of 
Medication 
(Per  Cent) 

Pollen 

Week  before 

23 

0 

6.4 

24 

17 

4.3 

First 

197 

34 

13.4 

154 

19 

10.7 

Second 

165 

25 

9.6 

129 

30 

9.1 

Third 

124 

19 

8.0 

112 

13 

10.7 

Fourth 

52 

15 

8.9 

93 

18 

8.9 

Fifth 

6 

33* 

12.2 

71 

6 

7.1 

* Figure  not  significant  in  view  of  disparity  in  size  of  two  groups;  that  is,  33  versus  71. 
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TABLE  V.  Per  cent  of  "medication  days”  cor- 
rected for  pollen  counts 


Week 

Poisonoak 
Extract 
(Per  Cent) 

Placebo 
(Per  Cent) 

Week  before 

2 

20 

First 

32 

19 

Second 

25 

21 

Third 

20 

13 

Fourth 

16 

18 

Fifth 

32 

7 

Weekly  decrease  first 

through  fourth  week 

5.3  per  cent 

0.96  per  cent 

Standard  error 

±1.75 

±1.60 

the  pollen  counts.  The  details  of  this 
comprehensive  computation  are  not  recorded 
here  since  the  result  was  approximately  the 
same  as  in  the  foregoing  analysis.  No  sig- 
nificant difference  was  found  between  the 
poisonoak  extract  and  the  placebo  groups. 

Comment 

In  all,  1,150  patient-days  were  recorded. 
All  cards  with  the  symptoms  recorded  were 
collected  at  weekly  intervals,  at  which  time 
the  patient  was  given  a new  card  and 
queried  as  to  side-effects.  Since  there  is  no 
significant  difference  in  the  relief  of  symp- 
toms between  the  two  groups  of  patients 
in  this  study,  it  can  be  concluded  that  poison- 
oak  extract  is  without  value  in  treating 
pollinosis,  particularly  since  recorded  symp- 
toms and  need  for  extra  medication  are 
significantly  correlated  with  the  increase 
or  decrease  of  the  daily  pollen  counts, 
indicating  the  specificity  of  these  measure- 
ments. Tabulation  of  the  side-effects  were 
made  in  both  groups.  Of  the  34  patients 
on  poisonoak  extract,  3 discontinued  because 
of  pain  at  the  site  of  injection,  7 had  a 
twenty-four-hour  local  reaction  at  the  site 
of  administration,  4 had  three-day  local  re- 
action, and  1 had  a vasomotor  reaction,  with 
sweating  and  palpitations.  A total  of  22 
out  of  the  34  patients  receiving  poisonoak 
extract  continued  to  have  swelling  and  pain 
at  the  site  of  injection,  4 for  four  weeks,  1 
for  two  months,  1 for  three  months,  and  1 
for  six  months.  Of  the  27  patients  receiv- 
ing the  placebo,  3 also  discontinued  because 
of  pain  after  the  first  injection,  5 complained 
of  pain  at  the  time  of  injection,  2 had  a local 
reaction  lasting  three  weeks,  and  1 had  a 
vasomotor  reaction  for  a total  of  11  out  of 


27.  None  of  these  patients  had  a residual 
local  reaction  as  seen  with  the  active  medica- 
tion. 

In  view  of  the  fact  that  poisonoak  ex- 
tract seems  to  have  no  salutary  effect  on  the 
relief  of  symptoms  and  gives  a high  per- 
centage of  undesirable  side-effects,  there 
seems  to  be  no  purpose  in  administering 
this  medication  rather  than  antihistamines, 
which  are  more  effective  and  certainly  do  not 
have  the  same  degree  of  unpleasant  side- 
reactions. 

Summary 

Sixty  patients  with  proved  ragweed  hay 
fever  were  divided  by  random  selection  into 
two  groups.  Each  patient  was  given  a 
daily  injection  of  either  poisonoak  extract 
(Anergex)  or  a placebo  for  eight  consecutive 
days.  Fifty-one  people,  34  in  the  poisonoak 
group  and  27  in  the  placebo  group,  furnished 
data  for  analysis.  There  was  no  significant 
difference  as  measured  by  the  relief  of  symp- 
toms of  hay  fever  in  either  group.  Twenty- 
two  (65  per  cent)  patients  taking  poisonoak 
extract  complained  of  significant  side- 
reactions  as  compared  to  eleven  (40  per  cent) 
receiving  the  placebo  injections.  Poisonoak 
extract  is  without  value  for  the  treatment 
of  ragweed  hay  fever. 
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During  the  past  five  years  the  number 
of  individuals  receiving  drug  therapy  under 
the  supervision  of  public  agencies  in  New 
York  State,  exclusive  of  New  York  City, 
has  approximately  doubled.  Therefore, 
it  seems  to  be  of  interest  to  compare  cur- 
rent statistics  with  those  published  earlier 
to  see  whether  or  not  any  significant  changes 
in  pattern  have  become  manifest.  * 

The  analysis  is  based  on  quarterly  reports 
which  these  agencies  submit  to  the  Tuber- 
culosis Control  Program  of  the  Division  of 
Chronic  Disease  Services,  New  York  State 
Department  of  Health.  On  January  1, 
1958,  there  were  6 state  hospitals,  13  county 
hospitals,  and  8 local  health  departments 
reporting.  On  the  same  date  in  1963,  these 
reports  were  received  from  3 state  hospitals, 
2 state  chest  clinics,  8 county  hospitals,  and 
17  local  chest  clinics.  The  change  in  re- 
porting agencies  was  caused  by  the  closing 
of  certain  hospitals  and  the  inauguration  of 
clinic  services.  It  should  be  noted  that  all 
public  agencies  in  New  York  State  exclusive 
of  New  York  City  have  been  required  to 
submit  these  reports  for  a period  long 

* Ruppe,  J.  P.,  and  Mikol,  E.  X.:  Trends  in  the  drug 
treatment  of  nonhospitalized  tuberculosis  patients.  New 
York  State  J.  Med.  59:  622  (Feb.  15)  1959. 


antedating  the  statistics  under  considera- 
tion in  this  report. 

Two  sets  of  information  are  being  col- 
lected: one  pertaining  to  the  hospitaliza- 

tion status  of  the  patients  and  the  other 
classifying  the  patients  on  whom  such  drug 
treatment  was  discontinued  during  the 
three-month  period  of  the  report.  The 
specific  items  are  shown  in  Tables  I and 
II  respectively. 

Because  information  is  being  collected 
from  many  different  agencies,  an  attempt 
is  made  to  keep  it  as  simple  as  possible. 
Later  attempts  will  be  made  to  collect 
specific  detailed  information  in  any  category 
in  which  the  reporting  agency  deviated  from 
the  norm. 

Hospitalization  status 

Table  I shows  that  the  total  number  of 
patients  receiving  drug  therapy  increased 
from  2,345  on  record  as  of  January  1, 
1958,  to  3,948  on  January  1,  1963. 

Significantly,  however,  2,109,  or  89.9  per 
cent,  of  the  2,345  patients  receiving  drug 
therapy  in  1958  had  been  hospitalized,  while 
in  1963  only  2,927,  or  74.1  per  cent,  of  the 
3,948  patients  had  a previous  history  of 
hospitalization. 

In  considering  the  patients  who  had  been 
previously  in  a hospital  there  was  remark- 
ably little  difference  in  those  discharged 
and  placed  on  drug  therapy  during  the 
five-year  period.  The  percentage  of  those 
discharged  on  hospital  recommendation 
added  to  those  discharged  with  medical 
consent  was  92.9  per  cent  in  1958  and  92.8 
per  cent  in  1963. 

Those  discharged  against  advice,  in- 
cluding disciplinary,  remained  constant  at 
7.2  per  cent  over  the  five-year  span. 

The  large  shift  is  in  the  number  of  patients 
who  had  no  history  of  previous  hospitaliza- 
tion and  who  were  placed  on  drug  therapy. 
These  patients  numbered  only  236  or  10.1  per 
cent  of  the  total  in  1958,  but  showed  a 
significant  increase  to  1,021  or  25.9  per 
cent  of  the  total  in  1963. 

The  number  of  patients  refusing  to 
accept  hospital  care  doubled  from  60  to 
120  in  the  five-year  period,  but  because  of 
the  larger  number  of  patients  nonhospitalized 
in  1963  as  compared  with  1958,  there  was  a 
percentage  dip  from  25.4  per  cent  to  11.8 
per  cent. 
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There  was  a decided  increase  in  the  num- 
ber of  individuals  for  whom  hospital  therapy 
was  not  deemed  necessary  by  the  clinician. 
The  numerical  increase  was  from  173  to 
894.  Of  the  894  individuals  receiving  drug 
therapy  in  1963  for  whom  hospital  care 
was  not  considered  necessary  415,  or  46.4  per 
cent,  were  primary  cases  or  positive  reactors 
to  tuberculin.  An  analysis  of  the  remaining 
479  individuals  placed  on  drug  therapy 
without  the  benefit  of  initial  hospitalization 
does  not  as  yet  present  any  pattern  which 
can  be  analyzed. 

Reasons  for  discontinuation 
of  treatment 

Statistics  of  the  number  of  patients  for 
whom  drug  therapy  was  discontinued  are 
compiled  on  a quarterly  basis.  For  the 
purpose  of  this  publication  patients  on 
whom  therapy  was  discontinued  during  the 
fourth  quarter  of  1957  are  compared  with 
the  same  statistics  available  for  the  last 
quarter  of  1962  (Table  II). 

The  most  significant  group  is  that  of 
patients  who  completed  the  prescribed 
course  of  drug  therapy.  During  the  last 
quarter  of  1957  this  group  constituted  244 


a comparison  was  made  of  certain  charac- 
teristics of  nonhospitalized  tuberculosis  pa- 
tients who  received  antituberculosis  drug 
therapy  under  public  auspices  in  1958  and 
1963.  The  number  of  patients  increased  from 
2,345  in  1958  to  3,948  in  1963.  In  1958  ap- 
proximately 90  per  cent  had  had  previous 
hospitalization  for  tuberculosis  as  compared 
with  74  per  cent  in  1963.  The  number  of 
patients  for  whom  hospitalization  is  not  recom- 
mended is  increasing.  The  number  of  pa- 
tients who  fail  or  refuse  to  return  for  drug 
therapy  is  still  a problem. 


individuals,  or  53.6  per  cent  of  those  for 
whom  therapy  was  discontinued.  During 
the  comparable  quarter  of  1962,  317  in- 
dividuals, or  54.7  per  cent,  completed  their 
prescribed  therapy.  Thus,  the  figure  has 
remained  consistent  over  a span  of  five 
years. 

The  next  largest  group  is  composed  of 
those  who  failed  or  refused  to  return  to  the 
clinic  for  continuation  of  therapy.  During 
the  last  quarter  of  1957  this  group  of  83 
individuals  constituted  18.2  per  cent  of  the 


TABLE  I.  Nonhospitalized  tuberculosis  patients  in  Upstate  New  York  receiving  drug  treatment  under 
medical  supervision  of  State  and  local  hospitals  and  State  and  local  chest  clinics,  January  1,  1958,  and 

January  1,  1963 


January  1,  1958  January  1,  1963  — — 

Type  of  Patients  Total  Per  Cent  Total  Per  Cent 


All  types 

Previously  hospitalized  at  any 
hospital  for  tuberculosis: 

2,345 

100.0 

3,948 

100.0 

total 

Discharged  on  hospital  recom- 
mendation with  consent  and 

2,109 

89.9 

2,927 

74.1 

advice* 

Discharged  with  consent  but 

1,775 

84.2 

2,529 

86.4 

against  medical  advice* 
Discharged  without  consent 
and  against  medical  advice 

183 

8.7 

186 

6.4 

including  disciplinary* 
Never  hospitalized  for  tubercu- 

151 

7.2 

212 

7.2 

losis:  total 

236 

10.1 

1,021 

25.9 

Awaiting  hospitalization  f 
Patient  refused  hospitaliza- 

3 

1.3 

7 

0.7 

tion  f 

Hospitalization  not  recom- 

60 

25.4 

120 

11.8 

mended:  total 

173 

73.3 

894 

87.6 

Primary  or  reactors 

Not  available 

415 

Other 

Not  available 

479 

* Based  on  total  patients  hospitalized  = 100.0  per  cent 
t Based  on  total  patients  never  hospitalized  = 100.0  per  cent 
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TABLE  II.  Reasons  nonhospitalized  tuberculosis  patients  receiving  drug  treatment  under  medical  super- 
vision of  State  and  local  tuberculosis  hospitals  and  State  and  local  chest  clinics  were  dropped  from  out- 
patient drug  treatment  by  the  agency  concerned  during  last  quarter  1957  and  last  quarter  1962 


Reasons  Patient  Dropped  from 
Treatment 

- — Fourth  Quarter  1957  — > 
Number  Per  Cent 

' — Fourth 
Number 

Quarter  1962  — - 
Per  Cent 

All  reasons 

455 

100.0 

579 

100.0 

Died  any  cause 

12 

2.6 

43 

7.4 

Developed  toxicity 

Admitted  or  readmitted  to  tuberculosis 

11 

2.4 

2 

0.3 

hospital 

56 

12.3 

66 

11.4 

Moved  out  of  area 

15 

3.3 

33 

5.7 

Failed  or  refused  to  return 

83 

18.2 

81 

14.0 

Completed  drug  treatment 
Transferred  to  another  clinic  or  pri- 

244 

53.6 

317 

54.7 

vate  physician 

30 

6.6 

35 

6.0 

Unknown 

4 

0.9 

2 

0.3 

total  number  for  whom  drug  therapy  was 
discontinued.  Although  the  number  re- 
mained comparatively  high,  81  during  the 
comparable  1962  quarter,  the  percentage 
had  decreased  to  14  per  cent.  A constant 
evaluation  of  this  group  is  being  maintained 
by  both  the  Tuberculosis  Control  Program 
and  the  local  authorities.  Improvement  can 
be  achieved  only  by  renewed  effort  on  the 
part  of  the  local  public  health  departments 
to  follow  up  immediately  all  patients  who 
fail  to  appear  for  their  examination  and 
renewal  of  drug  prescriptions.  In  many 
areas  of  the  State  this  approach  has  met 
with  considerable  success;  in  other  areas 
increased  public  health  emphasis  is  indicated. 

The  percentage  of  patients  admitted  or 
readmitted  to  tuberculosis  hospitals  has 
shown  little  variation  over  the  five-year 
span.  This  group  consisted  of  56  individuals, 
or  12.3  per  cent  of  those  for  whom  drug 
therapy  was  no  longer  supplied  in  clinics 
in  the  last  quarter  of  1957  as  compared  to 
11.4  per  cent,  or  66  individuals,  in  compa- 
rable 1962. 

Those  who  died  during  the  quarter 
number  12,  or  2.6  per  cent,  during  the  com- 
parable quarter  of  1957  as  compared  with 
43,  or  7.4  per  cent,  of  a much  larger  group 
in  1962.  The  cause  of  death  and  the  age 
group  involved  are  not  available  in  the 
tuberculosis  statistics  submitted.  With- 
out these  two  factors  no  conclusion  can 
be  drawn. 

The  group  transferred  to  another  clinic 
or  private  physician  has  remained  constant. 
Insofar  as  these  individuals  are  continuing 
therapy,  their  inclusion  in  these  statistics 
is  merely  of  academic  interest. 


The  number  who  moved  out  of  their 
local  area,  namely  15,  or  3.3  per  cent  of  the 
total  in  the  1957  quarter,  increased  to  33, 
or  5.7  per  cent  of  the  total  in  the  compa- 
able  1962  period.  It  is  to  be  hoped  that 
many  of  these  individuals  continue  under 
medical  supervision  in  their  new  location, 
but  at  the  time  of  submitting  these  reports 
definite  knowledge  of  transfer  to  other  med- 
ical agencies  had  not  yet  been  received  by 
the  original  treatment  facility. 

The  group  for  whom  drug  therapy  was 
discontinued  because  of  toxicity  remains 
surprisingly  small.  While  there  were  11 
individuals  in  this  category  in  the  1957 
period,  the  number  reported  had  dropped  to 
2,  or  0.3  per  cent,  in  the  1962  period.  The 
low  number  can  be  explained  partially  by 
the  fact  that  the  majority  of  these  patients 
had  their  early  course  of  therapy  in  a hos- 
pital and  developed  any  toxicity  during  their 
early  course  of  treatment.  The  category 
also  only  consists  of  patients  for  whom 
drug  therapy  was  completely  discontinued 
because  of  drug  toxicity.  Thus,  a change  in 
regimen,  a modification  of  dosage,  or  the 
elimination  of  a toxic  drug  would  not  cause 
inclusion  as  long  as  the  individual  was  con- 
tinuing a satisfactory  course  of  therapy. 
It  is  also  possible  that  a proportion  of  those 
who  failed  or  refused  to  return  did  so  be- 
cause of  toxicity  which  was  not  known  to 
the  local  agency.  However,  the  number  of 
patients  reported  by  the  reporting  agencies 
as  discontinued  because  of  toxicity  has  re- 
mained consistently  low  for  the  eight  years 
during  which  these  reports  have  been  re- 
ceived. 

In  considering  all  factors  which  compelled 
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the  clinic  to  discontinue  drug  therapy,  it  may 
be  considered  that  in  the  following  groups 
the  agency  fulfilled  its  mission:  Completed 
drug  therapy,  317,  or  54.7  per  cent;  ad- 
mitted or  readmitted  to  tuberculosis  hos- 
pital, 66,  or  11.4  per  cent;  died  of  any 
cause,  43,  or  7.4  per  cent;  transferred  to 
another  clinic,  35,  or  6 per  cent;  moved  out 
of  area,  33,  or  5.7  per  cent.  These  con- 
stituted 494,  or  85.2  per  cent,  of  all  for 
whom  drug  therapy  was  discontinued  by  the 
agency  during  the  final  quarter  of  1962. 
Comparable  figures  for  the  group  during 
the  same  quarter  in  1957  comprised  357 
individuals,  or  78.4  per  cent.  The  clinic 
failed  in  its  mission  to  continue  drug  therapy 
in  the  following  groups:  Those  who  failed 
or  refused  to  return,  81,  or  14  per  cent; 
the  unknown  group,  2,  or  0.3  per  cent;  and 
those  developing  toxicity,  2,  or  0.3  per  cent. 
These  constituted  85  patients,  or  14.6  per 
cent  of  those  for  whom  therapy  was  dis- 
continued during  the  last  quarter  of  1962. 
Comparable  figures  for  the  1957  quarter 
showed  98  individuals,  21.5  per  cent  of  the 
total  during  that  period.  Slow  but  steady 
progress  is  apparently  being  made  in 
keeping  patients  under  drug  supervision. 

Comment 

The  patients  who  are  the  subject  of  this 
report  include  all  individuals  receiving  drug 
therapy  under  public  health  agencies  in  New 
York  State  exclusive  of  New  York  City, 
with  the  exception  of  patients  receiving 
drugs  under  the  auspices  of  the  Veterans 
Administration.  In  the  group  analyzed 
the  findings  in  general  are  favorable. 

There  has  been  no  definite  trend  toward 
a change  in  philosophy  over  the  past  five 
years  concerning  the  importance  of  long- 
term drug  therapy.  However,  in  all  hos- 
pitals there  has  been  a shortening  of  the 


hospital  component  of  this  period  and  a 
subsequent  prolongation  of  the  nonhos- 
pitalized  period.  During  this  same  span 
there  has  been  a considerable  increase  in  the 
number  of  primary  cases  and  tuberculin 
reactors  receiving  drugs.  The  considerable 
increase  in  numbers  from  2,345  to  3,948  in 
five  years  points  out  the  vital  public  health 
importance  of  drug  therapy  clinics  for 
tuberculosis. 


Summary 

1.  An  analysis  of  certain  characteristics 
of  nonhospitalized  tuberculosis  patients  who 
received  antituberculosis  drug  therapy  under 
public  auspices  was  made  to  note  any 
changes  during  the  past  five  years. 

2.  The  number  of  such  patients  in- 
creased from  2,345  at  the  beginning  of  the 
period  to  3,948  at  the  end. 

3.  Approximately  75  per  cent  of  the 
patients  had  had  previous  hospitalization 
for  tuberculosis  as  against  90  per  cent  five 
years  earlier. 

4.  Of  those  discharged  from  the  hospital 
over  90  per  cent  had  been  discharged  under 
favorable  circumstances. 

5 . The  percentage  of  recalcitrant  patients 
has  not  altered  in  the  five-year  span. 

6.  The  number  of  patients  for  whom 
hospitalization  is  not  recommended  is  in- 
creasing; slightly  less  than  half  of  this 
group  consists  of  primary  cases  or  tuber- 
culin reactors. 

7.  In  somewhat  better  than  one  half  of 
the  patients  in  whom  drug  therapy  was 
discontinued  the  reason  was  completion  of 
the  course  of  treatment. 

8.  The  number  of  patients  who  failed 
or  refused  to  return  for  drug  therapy  still 
present  a problem  to  the  local  health  de- 
partments. 
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Intratypic  genetic  strain  differences  or 
markers  in  the  three  types  of  poliomyelitis 
viruses  have  been  known  for  several  years. 
Some  of  the  differences  concern  growth 
characteristics  under  various  conditions, 
biophysical  properties,  degree  of  neuropatho- 
genicity, and  antigenic  structure.1  The 
development  of  non-neuropathogenic  strains 
has  made  possible  live  poliomyelitis  virus 
vaccines  of  all  three  types.  The  wide- 
spread use  of  the  live  vaccines  increased 
interest  in  intratypic  variations  of  the  polio- 
myelitis viruses  for  several  reasons.  The 
occasional  incidence  of  paralytic  disease  in 
recently  vaccinated  individuals  raises  the 
question  of  whether  or  not  there  is  an 
accidental  or  causal  association  of  vaccina- 
tion and  illness.  Although  epidemiologic 
and  clinical  observations  may  provide  the 
answer,  it  is  desirable  to  have  a laboratory 
method  for  the  identification  of  strains  re- 
covered from  patients,  as  vaccine-like  or 
nonvaccine-like.  It  also  would  be  helpful, 
as  Gelfand,  Nakano,  and  Cole1  have  pointed 
out,  to  know  the  genetic  characteristics  of 
wild  poliomyelitis  virus  strains  prior  to  a 
community  vaccination  program  and  to 


know  whether  or  not  the  use  of  live  polio- 
myelitis vaccine  causes  changes  in  the 
genetic  characteristics  of  the  poliomyelitis 
virus  reservoir.  Finally,  a continuous  study 
of  poliomyelitis  viruses  could  show  whether 
or  not  there  are  changes  in  their  character- 
istics over  the  years.  If  such  changes  in- 
volve the  antigenic  structure,  they  might 
well  have  a bearing  on  the  epidemiology  of 
poliomyelitis  outbreaks. 

The  suitability  of  serodifferentiation  tests 
for  detecting  intratypic  antigenic  differences 
was  first  demonstrated  by  Wenner,  Kamit- 
suka,  and  Lenahan  in  1956 2 and  Dubes, 
Archetti,  and  Wenner.3  Such  tests  are 
believed  to  be  more  advantageous  than 
other  marker  tests  for  the  detection  of  strain 
differences.  l> 4 ~6  This  article  describes  stud- 
ies on  poliomyelitis  virus  Type  III  strains 
isolated  from  January,  1960,  to  May,  1963, 
in  our  laboratory.  Type  III  was  chosen 
because  little  information  is  available  on 
variations  within  this  type3-7-8  and  because 
several  cases  of  poliomyelitis  have  been  re- 
ported after  administration  of  the  oral 
poliomyelitis  virus  Type  III  vaccine. 

Material  and  methods 

Virus.  The  Sabin  Type  III  vaccine 
virus*  was  passed  once  in  FL(Fogh-Lund)- 
cell  cultures  in  this  laboratory. 

The  prototype  strain  Leon  was  carried 
through  four  monkey  kidney  cell  passages 
and  one  FL-cell  passage  in  our  laboratory. 
The  complete  passage  history  is  not  known. 

Information  on  the  18  test  strains  is  given 
in  Table  I.  Poliomyelitis  virus  Type  III 
strains  were  rarely  isolated;  only  about  0.5 
per  cent  of  the  specimens  which  were  sub- 
mitted yielded  this  type. 

Calf  serum.  The  calf  serum  used  for 
media  was  tested  to  ascertain  that  it  was  free 
of  inhibitors  against  poliomyelitis  viruses. 

Maintenance  medium.  The  mainte- 
nance medium  consisted  of  Eagle’s  medium, 
5 per  cent  calf  serum,  100  units  of  penicillin, 
and  100  micrograms  of  streptomycin  per 
milliliter. 

Cell  cultures  for  stock  virus  prep- 
aration AND  PLAQUE  ASSAYS.  FL-Cells 
were  transferred  and  grown  according  to  the 
method  of  Fogh  and  Lund.9 

French  square  bottles,  100-ml.  capacity, 

* Supplied  through  the  courtesy  of  Chas.  Pfizer  & Co.,  I nc. 
Brooklyn,  New  York. 
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TABLE  I.  Poliomyelitis  virus  Type  III  test  strains 


Strain 

Passage  Level 

60-0028* 

MK4f 

60-0306 

mk3 

60-0320 

MK3 

60-0418 

mk4 

60-0536 

MKj 

61-0524 

MK, 

61-0712 

mk2 

61-0754 

MK, 

61-0795 

MK, 

61-0843 

MK, 

62-0425 

mk2 

62-0457 

mk2 

62-0592 

MK, 

62-0674 

MK, 

62-0751 

MK, 

62-0786 

mk3 

62-1040** 

mk3 

63-0066** 

HA3t 

* First  two  digits  indicate  year  of  isolation, 
t MK  = monkey  kidney;  HA  = human  amnion. 

**  Isolated  from  the  same  patient  in  a five-week  interval. 


were  seeded  with  5 ml.  of  FL-cell  suspension, 
100,000  cells  per  milliliter.  On  the  second 
or  third  day  the  growth  medium  was  re- 
placed by  maintenance  medium.  After  one 
or  two  days  the  cell  sheets  were  complete. 

Agar  overlay.  Agar  overlay  for  plaque 
counts  was  prepared  essentially  the  same  as 
was  described  elsewhere,  except  that  the 
amount  of  calf  serum  was  doubled.10 

Stock  virus  preparation.  Stock  virus 
was  prepared  in  the  FL-cells  in  100-ml. 
prescription  bottles.  Three  tenths  of  a 
milliliter  of  virus  was  adsorbed  for  thirty 
minutes  at  35  C.  before  the  maintenance 
medium  was  added.  When  the  cytopathic 
effects  showed  an  almost  complete  destruc- 
tion of  the  cell  sheets,  the  cells  and  fluid  were 
harvested  and  centrifuged  at  450  g for  ten 
minutes,  and  the  supernatant  was  dispensed 
into  1-ml.  amounts,  quickly  frozen,  and 
stored  at  —20  C. 

Immune  serums.*  Immune  rabbit  se- 
rums against  Sabin  Type  III  virus  (anti- 
vaccine serum)  and  strain  61-0754  were 
prepared  by  inoculating  young  adult  males 
with  stock  virus:  5 ml.  intraperitoneally  and 
1 ml.  intramuscularly  on  the  first  day  and 
1 ml.  intramuscularly  on  days  fourteen  and 
twenty-eight.  Bleedings  were  taken  on  day 
forty-two: 

Serodifferentiation  technic.  Essen- 

* Monkey  anti-Leon  immune  serum  was  obtained  from  the 
National  Foundation,  New  York  City. 


SERODIFFERENTIATION  TESTS  were  used  to 
distinguish  between  vaccine-like  and  non- 
vaccine-like  poliomyelitis  virus  Type  III 
strains  but  did  not  show  vaccine-like  charac- 
teristics in  virus  strains  isolated  prior  to  the 
widespread  use  of  oral  Sabin  poliomyelitis 
virus  Type  III  vaccine.  Wild  poliomyelitis 
virus  Type  III  strains  were  shown  to  have  dif- 
ferent antigenic  structures;  the  data  suggested 
that  strains  of  certain  antigenic  characteris- 
tics may  be  prevalent  in  one  year. 


tially  the  technic  was  that  of  Wassermann 
and  Fox.5  Stock  viruses  were  used  in  a dilu- 
tion to  give  104-7  to  105-3  plaque-forming  units 
(PFU)  per  milliliter.  Immune  serums  were 
used  in  a dilution  which  previously  had  given 
99.9  per  cent  neutralization  of  homologous 
virus  at  37  C.  in  one  hour.  The  anti- 
vaccine serum  was  used  in  a dilution  of 
1:50,  the  anti-Leon  serum  in  a dilution  of 
1:500,  and  the  anti-61-0754  serum  in  a 
dilution  of  1 : 125.  The  same  lots  of  serums 
were  used  throughout  the  entire  study. 

The  diluted  virus  and  serum  were  kept  in 
an  ice  bath  until  just  prior  to  use  when  each 
was  warmed  up  to  37  C.  A sample  of  the 
virus  was  diluted  1:2  in  BSS  (Hanks’  bal- 
anced salt  solution),  and  a plaque  titration 
was  made  as  a zero -minute  control.  Equal 
volumes  of  virus  and  serum  were  mixed, 
placed  in  a water  bath  at  37  C.,  and  agitated 
frequently.  Samples  were  taken  at  various 
intervals,  diluted  in  ten-fold  increments  in 
ice  cold  BSS,  and  plaque  titrations  per- 
formed immediately.  The  virus  was  al- 
lowed to  adsorb  for  thirty  minutes  at  37  C.; 
thereafter,  8 ml.  of  overlay  medium  were 
added.  On  the  third  day  of  incubation  a 
second  overlay  of  4 ml.  with  a concentration 
of  1 : 20,000  neutral  red  was  added.  Plaque 
counts  were  made  on  the  fourth  to  fifth  days 
postinoculation.  The  plaque-forming  titers 
were  calculated  according  to  the  method  of 
Lorenz.11  Neutralization  constants  or  K 
values  and  normalized  K values  or  NK  were 
determined  as  described  by  McBride. 4 

Experiments  and  results 

Neutralization  kinetics  in  homolo- 
gous COMBINATIONS  OF  VIRUS  AND  ANTI- 
SERUM. To  obtain  information  about  the 
kinetics  of  neutralization  in  homologous 
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FIGURE  1.  Survival  of  Sabin  poliomyelitis  virus  Type  III  vaccine  strain,  Leon  strain,  and  strain  61-0754  at  37 
C.  in  the  presence  of  (A)  antivaccine  serum,  (B)  anti-Leon  serum,  and  (C)  anti-61-0754  serum. 


combinations,  each  of  three  poliomyelitis 
virus  strains  was  tested  against  its  homol- 
ogous antiserum.  The  strains  chosen  were 
the  vaccine  virus,  the  prototype  Leon,  and 
strain  61-0754.  The  last  one  was  isolated 
prior  to  the  large-scale  use  of  live  polio- 
myelitis virus  vaccine  from  a child  with 
paralytic  poliomyelitis  and  supposedly 
represents  a wild  strain.  The  number  of 
infectious  virus  survivors  was  determined 
after  different  periods  of  time  and  expressed 
in  percentage  of  the  value  at  zero  minutes. 
The  log  of  the  survival  rate  was  plotted 
against  the  different  incubation  periods  of 
the  serum-virus  mixture,  and  a curve  show- 
ing the  kinetics  of  neutralization  was  ob- 
tained. A similar  pattern  of  neutralization 
in  all  three  homologous  serum-virus  com- 
binations was  obtained:  greater  than  95  per 
cent  neutralization  within  the  first  five 
minutes  and  inflection  of  the  curve  after 
about  twenty  to  thirty  minutes  (Fig.  1). 

Neutralization  kinetics  in  heterolo- 
gous COMBINATIONS  OF  VIRUS  AND  ANTI- 
SERUM. Heterologous  virus-antiserum  com- 
binations were  tested  in  another  set  of  ex- 
periments and  the  results  are  also  shown  in 
Figure  1.  With  the  antivaccine  serum  and 
the  anti-Leon  serum,  essentially  similar  re- 


sults were  obtained  in  differentiating  the 
three  virus  strains  tested.  Both  serums 
neutralized  the  vaccine  virus  and  the  Leon 
strain  at  much  higher  ratios  than  the  strain 
61-0754.  The  anti-61-0754  serum  gave 
similarly  low  neutralization  rates  in  recipro- 
cal tests  with  both  heterologous  strains. 
The  vaccine  virus  and  the  Leon  strain  were 
neutralized  at  a somewhat  higher  rate  by 
the  homologous  than  by  the  heterologous 
serum. 

SERDIOFFERENTIATION  TESTS  USING  ANTI- 
VACCINE serum.  With  the  antivaccine 
serum  one  could  distinguish  an  attenuated 
strain  from  the  wild  strain  61-0754.  We 
therefore  tested  all  the  poliomyelitis  virus 
Type  III  strains  isolated  for  strain  char- 
acteristics against  the  antivaccine  serum. 
The  survival  rate  was  determined  at  five 
minutes  and  at  twenty-five  minutes.  In  the 
previous  experiments,  in  five  minutes,  ten- 
fold differences,  and,  in  twenty-five  minutes, 
twenty-  to  thirty-fold  differences  in  the 
number  of  survivors  had  been  found.12’13 
The  interpretation  may  offer  some  problems 
since  certain  criteria  for  the  characterization 
have  to  be  set  up.  When  we  tested  our 
strains  in  the  first  series,  we  arbitrarily 
called  vaccine-like  those  strains  showing  less 


2060  New  York  State  Journal  of  Medicine  / August  15,  1964 


TABLE  II.  Incubation  of  antivaccine  serum  with  different  poliomyelitis  virus  Type  III  strains:  survival 
rates  and  variations  in  replicate  K value  determination 


K Values 

Uninterpolated 

* Preliminary  Experiment  — > 5-Minute 

Survival  (Per  Cent)  Survivor  Slope  of 


After 

After 

Rates  in 

Line 

5 

25 

Replicate 

Obtained  by 

Final 

Strain 

Minutes 

Minutes 

Interpretation 

Experiments 

Interpolation 

Interpretation 

Vaccine 

2.7 

0.07  1 

36,  33,  34,  39,  32 

27 

62-0425 

0.9 

0.12 

Vaccine-like 

46,  36,  23 

26 

Vaccine-like 

62-0457 

2.1 

0.03 

38,  33 

25  | 

62-0751 

9.4 

0.04 

Intermediate 

23,  30 

25 

| 

62-0674 

18.6 

0.65 

N on  vaccine-like 

17,  30 

22  < 

| 

Leon 

7.8 

0.13 

Intermediate 

25,  20,  22 

20 

l 

Intermediate 

62-0592 

18.3 

0.4 

17,  24 

19 

60-0028 

34 

0.81 

11,  12 

15  ] 

I 

61-0712 

21 

1.5 

16,  19 

14 

61-0843 

40 

10.4 

9,  11 

13 

62-1040 

53.4 

7.3 

5,  7,  13 

12  | 

60-0418 

31.2 

2.3 

11,  4 

10 

60-0306 

49 

6 

1 Non  vaccine-like 

7,  18 

8 

1 

61-0524 

23 

2.3  | 

14,  8 

7 

f 

N on  vaccine-like 

62-0786 

52 

8.9 

6,  12 

7 

60-0320 

46 

8.7 

8,  7 

7 

63-0066 

55 

3.5 

5,  6 

7 

61-0795 

38.5 

8.2 

10,  4 

7 

61-0754 

57 

15 

5,  10,  6 

6 

60-0536 

45 

18 

8,  3,  6 

5 

than  5 per  cent  survivors  after  five  minutes 
of  incubation  with  the  immune  serum,  since 
the  survivor  rates  for  the  vaccine  virus  were 
within  this  range.  Strains  with  18  per  cent 
survival  rates  at  five  minutes  were  desig- 
nated as  non  vaccine-like,  and  strains  with 
values  in  between  were  characterized  as 
intermediate.  Under  these  standards,  a pre- 
liminary classification  of  two  strains  as 
vaccine-like,  the  Leon  strain,  and  one  other 
as  intermediate,  and  the  remaining  as  non- 
vaccine-like was  made  (Table  II). 

Since  there  may  be  differences  in  the 
neutralization  ratio  in  different  experiments, 
an  evaluation  from  a single  time  point  can 
lead  to  erroneous  results.  The  tests  were 
therefore  repeated  at  least  once.  Further- 
more, in  another  set  of  experiments  the  sur- 
vival rates  at  five,  fifteen,  twenty-five,  and 
thirty-five  minutes  were  determined,  and  a 
straight  line  was  drawn  through  the  points. 
The  K value  for  the  antivaccine  serum  was 
then  calculated  from  the  slope  of  the  line,  and 
the  K values  against  the  different  strains 
were  listed  in  decreasing  order  (Table  II). 
The  vaccine-like  strains  had  K values  of  25 
or  more,  and  the  nonvaccine-like  had  values 
of  15  or  less.  The  strains  fell  into  the  same 


groups  as  in  the  preliminary  experiment 
with  the  exception  of  three  borderline  strains 
(Table  II).  These  changes  in  interpretation 
do  not  invalidate  the  usefulness  of  the 
technic  but  reflect  only  the  difficulty  of 
setting  standards  for  the  intermediate  range. 
With  two  exceptions,  all  the  strains  isolated 
in  1962  gave  high  K values. 

A comparison  of  the  outcome  of  the  tests 
with  the  clinical  data  is  given  in  Table  III. 
Strains  with  vaccine-like  characteristics 
were  found  only  in  patients  who  had  direct 
or  indirect  contact  with  the  vaccine  virus. 
The  intermediate  strain  62-0592  was  iso- 
lated from  a patient  who  had  received  oral 
Type  III  poliomyelitis  virus  vaccine  three 
to  four  weeks  prior  to  stool  collection.  No 
such  history  could  be  established  for  the 
patient  from  whom  another  intermediate 
strain  62-0674  was  isolated.  However,  since 
the  patient  became  ill  at  the  time  of  wide- 
scale  use  of  oral  Type  III  vaccine,  an  in- 
direct contact  may  have  occurred  unnoted. 

A summary  of  all  the  results  for  the  anti- 
vaccine serum  shows  a good  reproducibility 
of  results  (Table  II).  Some  of  the  K values 
calculated  from  the  interpolated  neutrali- 
zation rates  are  slightly  lower  than  the  K 
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TABLE  III.  Clinical  data  of  patients  from  whom  Type  III  poliomyelitis  viruses  were  isolated  and  strain 
characteristics  in  the  serodifferentiation  test  with  an  antivaccine  serum 


Characteristics 

in  Sero- 

Age 

Diagnosis  or 

Date  of  Sabin  Type 

Date  of  Onset 

Date  Stool 

differentiation 

Case 

Strain 

(Years) 

Symptoms 

III  Poliovirus  Vaccine 

of  Illness 

Collected 

Test 

1 

60-0028 

49 

Progressive  weakness 

Jan.  11,  1960 

Jan.  18,  1960  ) 

arms,  legs;  unex- 
pected death;  his- 
tology of  cervical 
spinal  cord  sug- 
gestive of  acute 
poliomyelitis 

2 

60-0306 

31/2 

Fever,  limping,  rash 

July  26,  1960 

Aug.  10,  1960 

on  abdomen 

3 

60-0320 

27 

Poliomyelitis;  re- 

Oct.  30,  1959 

Nov.  13,  1959 

spiratory  difficulty, 

tracheotomy, 

respirator 

60-0418 

2 

Stiffness  of  neck; 

Aug.  28,  1960 

9 

right  leg  could  not 
extend  properly 

5 

60-0536 

5 

Aseptic  meningitis 

Oct.  15,  1960 

Oct.  23,  1960  | 

6 

61-0524 

5 

Aseptic  meningitis 

Aug.  27,  1961 

Aug.  28,  1961  | 

7 

61-0712 

23 

Refusal  to  stand  on 

Sept.  12,  1961 

Sept.  13,  1961  | 

- Non  vaccine-like 

months 

right  leg,  weakness 
right  leg,  polio- 
myelitis III  and 
Coxsackie  Al  iso- 
lated 

8 

61-0754 

5 

Left  dorsiflexors  and 

Sept.  11,  1961 

Sept.  14,  1961 

plantar  flexors  out, 
back  and  neck  stiff 

9 

61-0795 

3 

Difficulty  with  bend- 

Sept. 13,  1961 

Sept.  19,  1961 

ing  leg,  arm  paral- 
ysis, pain  in  back 
and  right  leg 

10 

61-0843 

21/2 

Intermittent  fever 

About  Sept.  18, 

Sept.  26,  1961 

eight  days;  weak- 
ness of  right  leg, 
unsteady  gait 

1961 

11 

62-0425 

51 

Headache,  loose 

May  21,  1962 

May  25,  1962 

May  31,  1962  ' 

12 

62-0457 

7 

stool,  nausea 
Fever,  vomiting. 

June  7,  1962 

Beginning  of 

June  18,  1962 

-Attenuated 

swelling  of  cheek 

June 

13 

62-0592 

20 

Sore  throat,  head- 

mid-July 

July  24,  1962 

Aug.  5,  1962  ; 

ache,  backache, 
fever,  pain  in  right 

arm 

Intermediate 

14 

62-0674 

25 

Fever,  chills,  weak- 

Aug. 11,  1962 

Aug.  28,  1962 

ness  left  arm  and 
leg 

15 

62-0751 

26 

Pain  in  neck,  paraly- 

Son of  this  patient  re- 

Sept. 14,  1962 

Sept.  20,  1962  ' 

Attenuated 

sis  right  leg 

ceived  vaccine  on 
Aug.  28,  1962 

16 

62-0786 

22 

Grippe-like  feeling 

About  Sept.  26 

Oct.  23,  1962 

one  week  prior; 
some  weakness  in 
lower  extremities, 
inability  to  lift 
left  leg 

to  28,  1962 

Non  vaccine-like 

17 

62-1040 

1 3 

Loose  bronchial 

Dec.  20,  1962 

Dec.  21,  1962 

cough,  stools  loose, 
temperature  <101 

63-0066 

J 

F. 

Dec.  20,  1962 

Jan.  26,  1963  J 

values  derived  from  uninterpolated  neu- 
tralization rates  at  five  minutes.  This  is 
found  only  in  strains  for  which  the  serum 
gave  relatively  high  K values.  Since,  as 
mentioned  previously,  the  curve  of  the 
neutralization  rates  often  shows  an  inflection 
at  about  thirty  minutes,  it  is  obvious  that 
any  interpolation  of  rates  at  time  points  up 
to  thirty-five  minutes  by  a straight  fine  will 
result  in  a somewhat  lower  slope  of  this  line, 
that  is,  lower  K values. 


Serodifferentiation  tests  using  the 
anti  - 61  - 0754  SERUM.  To  investigate 
whether  or  not  the  strains  characterized  as 
nonvaccine-like  form  a uniform  group,  sero- 
differentiation tests  were  performed  with  the 
anti-61-0754  serum  prepared  from  a polio- 
myelitis virus  Type  III  isolated  in  1961. 

Under  the  same  conditions  as  described 
in  the  preceding  section,  the  K values  were 
determined  from  the  slope  of  a line  drawn 
through  the  points  representing  the  survival 
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TABLE  IV.  Neutralization 

rate  constants 

(K)  of 

anti-61-0754  serum  against  different  poliomyelitis 

virus  strains 

K 

Number 

Strain 

Value 

Antigenically  related  with 

each  other 

1 

61-0843 

64 

2 

61-0754 

58 

3 

62-0766 

55 

4 

61-0524 

53 

5 

61-0795 

45 

6 

60-0320 

43 

7 

62-1040 

37 

Intermediate  group 

8 

62-0028 

26 

9 

Leon 

24 

10 

63-0066 

23 

11 

Antigenically  unrelated  to 

62-0674 

19 

strain  61-0754 

12 

Vaccine 

15 

13 

60-0418 

12 

14 

60-0536 

11 

15 

62-0425 

10 

16 

62-0457 

10 

17 

62-0592 

7 

18 

61-0712 

6 

19 

60-0306 

6 

20 

62-0751 

4 

rates  at  zero  minutes,  five  minutes,  fifteen 
minutes,  twenty-five  minutes,  and  thirty-five 

minutes. 

Table  IV  gives  the  results  in  the  order  of 

the  K values  obtained. 

Four  of  the  five 

1961  strains  are  high-ranking  (Table  IV), 
which  indicates  an  antigenic  relationship 

between  these  strains. 

The  same 

serum 

shows  significantly  lower  K values,  with  one 
exception,  when  tested  against  the  1960 
strains.  The  1960  strains  obviously  possess 
a different  antigenic  structure.  One  1960 
strain  (60-0320)  is  related  to  the  1961 
strains. 

Attempt  to  demonstrate  different 

ANTIGENIC  FRACTIONS  WITHIN  ONE  POLIO- 
MYELITIS virus  strain.  Attempts  were 
made  to  explain  the  “bending-off”  effect 
often  observed  in  the  curves  of  the  neutrali- 
zation kinetics  of  the  virus-antiserum 
combinations  tested.  Similar  neutralization 
curves  were  obtained  by  others  in  different 
systems.514  According  to  Dulbecco,  Vogt, 
and  Strickland,14  the  change  of  the  slope  in 
these  curves  is  not  due  to  a dissociation  of 
the  virus  from  the  virus-antibody  complex, 
nor,  as  Wassermann  and  Fox5  demonstrated, 
to  an  exhaustion  of  antibody.  We  thought 


TABLE  V.  NK  values  of  plaque-purified  virus 
strains  obtained  after  zero  and  one  hundred  twenty 
minutes  incubation  with  antivaccine  serum  at  37  C. 

NK  Value 

Poliomyelitis 

0 

120 

Virus 

Minutes 

Minutes 

Sabin  Type  III 

100 

105 

61-0754 

35 

30 

that  the  inflection  might  indicate  a two- 
component  population  of  the  virus,  one 
component  becoming  rapidly  neutralized 
and  the  other  one  exhibiting  a relative  resist- 
ance to  neutralization.  To  test  these 
possibilities,  material  was  selected  from 
plaques  of  the  zero-  and  one  hundred  and 
twenty -minute  time  point  titrations  of 
serodifferentiation  tests  using  vaccine  virus 
against  antivaccine  serum  and  61-0754  virus 
against  antivaccine  serum.  Stock  virus  from 
this  material  was  prepared  in  the  usual 
way,  and  the  different  plaque-purified  virus 
strains  were  tested  in  a serodifferentiation 
test  against  the  antivaccine  serum.  It  was 
assumed  that,  if  the  two-component  theory 
were  correct,  variations  in  the  NK  values 
should  be  demonstrable.  No  such  signifi- 
cant differences  were  obtained  (Table  V). 

Comment 

To  study  antigenic  differences  of  polio- 
myelitis virus  strains  of  the  same  type,  three 
strains  were  tested  against  their  homologous 
antisera.  Each  of  these  strains  had  a differ- 
ent history.  Strain  61-0754  represents  a 
wild  neuropatho genic  strain;  the  strain 
Leon,  originally  a wild  strain,  was  passed 
over  the  years  as  a prototype  strain  for 
reference  purposes  in  laboratories;  and  the 
third  strain,  derived  from  the  prototype 
strain  Leon,  was  carefully  attenuated  with 
the  purpose  of  obtaining  a non-neuropatho- 
genic  vaccine  virus.  Although  these  strains 
have  entirely  different  backgrounds,  their 
neutralization  by  strain-homologous  anti- 
serums follows  remarkably  similar  kinetics 
(Fig.  1).  Reciprocal  neutralization  studies 
showed  differences  in  antigenic  structure  of 
the  vaccine  virus  and  the  wild  virus  which 
were  sufficient  to  characterize  them.  Simi- 
lar differences  were  observed  between  the 
Leon  and  the  wild  strain.  These  findings 
are  in  agreement  with  McBride’s4  findings 
for  poliomyelitis  virus  Type  I that  wild 
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strains  isolated  in  different  areas  and  years 
vary  in  their  antigenic  structure.  There  is  a 
reciprocal  relationship  between  the  vaccine 
virus  and  the  Leon  strain  which  is  not  sur- 
prising since  the  vaccine  virus  was  originally 
obtained  and  developed  from  the  Leon  strain. 
Considering,  however,  that  both  strains  were 
carried  through  numerous  passages  in  differ- 
ent laboratories  under  different  conditions, 
it  is  remarkable  that  their  antigenic  struc- 
ture is  still  so  similar.  Such  stability  may 
not  obtain  when  the  virus  is  passed  in 
human  beings.  A tendency  for  vaccine 
virus  strains  to  drift  antigenically  during  the 
course  of  intestinal  multiplication  has  been 
demonstrated  for  attenuated  poliomyelitis 
virus  Type  I strains  by  Wassermann  and 
Fox5  and  Gelfand,  Nakano,  and  Cole.1  We 
have  not  yet  been  able  to  perform  a similar 
study  for  the  Sabin  Type  III  vaccine  virus 
because  of  a lack  of  serial  specimens  from 
vaccinees. 

The  short  time,  a week  or  less,  between 
vaccination  and  onset  of  disease  and  the  non- 
poliomyelitis-like  symptoms  in  the  patients 
from  whom  vaccine-like  strains  62-0425  and 
62-0457  were  recovered  make  it  likely  that 
the  virus  originated  from  the  preceding  oral 
vaccination  and  that  this  virus  was  not  the 
cause  of  the  symptoms  (Table  III).  In 
contrast,  strains  62-0751  and  62-0592  were 
isolated  from  cases  in  whom  the  onset  of 
symptoms  and  the  time  interval  between 
vaccination  and  onset  are  compatible  with 
the  view  that  the  isolated  virus  originated 
from  the  vaccine  virus  and  caused  the 
disease.  In  the  light  of  the  experience  in 
Upstate  New  York  during  1962  where 
400,000  doses  of  oral  poliomyelitis  virus 
Type  III  vaccine  were  administered  without 
subsequent  complications,  these  2 cases 
would  not  represent  an  unreasonable  risk, 
particularly  since  these  figures  exclude 
individuals  who  were  given  the  vaccine  by 
doctors  in  private  practice.  In  a review  of 
15  million  doses  of  oral  poliomyelitis  virus 
Type  III  vaccine  given  in  the  United  States, 
Gelfand15  found  an  even  lower  rate  of  1 
compatible  case  per  1.4  million  doses  of 
vaccine. 

The  limited  number  of  strains  available 
for  this  study  does  not  allow  the  conclusion 
of  an  antigenic  drift  between  the  1960  and 
1961  strains.  Our  results  using  the  anti-61 - 
0754  serum,  however,  are  compatible  with 
such  a hypothesis.  In  contrast,  we  believe 


that  the  finding  of  low  K values  of  the  anti- 
61-0754  serum  against  the  1962  strains  does 
not  indicate  another  antigenic  drift  but  may 
be  a reflection  of  the  broad  use  of  oral  polio- 
myelitis virus  vaccine.  It  is  obvious  that 
the  four  strains,  62-0425,  62-0457,  62-0592, 
and  62-0751,  which  were  isolated  from 
patients  with  prior  contact  with  the  vaccine 
virus  and  show  vaccine-like  or  intermediate 
characteristics  against  the  anti  vaccine  serum, 
are  neutralized  at  the  lowest  rates  when 
incubated  with  the  serum  of  the  nonvaccine- 
like strain  61-0754.  These  findings  sup- 
port, in  our  opinion,  the  conclusion  that 
these  four  strains  are  of  vaccine  virus  origin. 

With  a few  crude  experiments  we  tested 
the  possibility  of  genetically  stable  com- 
ponents with  different  antigenic  structure 
within  one  strain.  Such  a finding  would  of 
course  complicate  the  evaluation  of  sero- 
differentiation  tests.  No  evidence,  how- 
ever, could  be  demonstrated  to  maintain 
this  hypothesis.  These  results  are  in  ac- 
cordance with  those  of  Dulbecco,  Vogt,  and 
Strickland14  who  showed  for  poliomyelitis 
virus  Type  I that  such  genetically  resistant 
viruses  do  not  exist,  a finding  which  was 
confirmed  by  McBride4  for  the  same  type  of 
poliomyelitis  virus. 

Summary 

Serodifferentiation  tests  are  suitable  for 
distinguishing  between  vaccine-like  and  non- 
vaccine-like poliomyelitis  virus  Type  III 
strains.  Vaccine-like  characteristics  could 
not  be  demonstrated  by  serodifferentiation 
in  virus  strains  isolated  prior  to  the  wide- 
spread use  of  oral  Sabin  poliomyelitis  virus 
Type  III  vaccine. 

Evidence  is  presented  that  wild  polio- 
myelitis virus  Type  III  strains  have  differ- 
ing antigenic  structures.  The  data  sug- 
gested that  strains  of  certain  antigenic  char- 
acteristics may  be  prevalent  in  one  year. 

Two  cases  with  poliomyelitis-like  disease 
compatible  with  the  possibility  of  having 
been  caused  by  oral  poliomyelitis  virus 
Type  III  vaccine  are  discussed  briefly. 
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Medical  plan  for  pets 

Our  affluent  society  now  has  a medical  care 
plan  for  pets.  Originated  by  a Larchmont 
veterinarian,  the  Animal  Care  Plan  Association 
has  a total  of  22  participating  veterinarians  in 
New  York  State.  Dogs,  cats,  birds,  and  one 
rabbit  are  covered  by  about  2,000  pet  owners. 

Hospitalization  plans  for  animals  patterned 
on  similar  insurance  for  human  beings  failed 
in  the  past  because  of  abuses  and  collusion  be- 
tween veterinarians  and  pet  owners.  The  pres- 
ent plan  eliminates  the  middleman  and  amounts 
to  a contract  between  the  veterinarian  and  the 
individual  pet  owner.  For  a flat  fee  of  about 
$20  a year  the  veterinarian  guarantees  to  give 
the  owner’s  animal  medical  care.  In  addition 
to  the  flat  fee,  the  owners  must  pay  $2.00  each 
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time  he  brings  his  animal  in  for  an  examination 
and  a boarding  fee  of  $2.50  to  $3.00  for  each  day 
of  hospitalization.  Medical  care,  surgery, 
drugs,  and  services  are  free.  The  examination 
and  boarding  fees  inhibit  pet  owners  from 
bringing  in  animals  that  are  not  sick  or  leaving 
them  in  hospital  longer  than  needed. 

A typical  Animal  Care  Plan  contract  offered 
by  one  New  York  City  veterinarian  includes 
x-ray  and  fluoroscopy,  surgery,  enemas,  intra- 
venous therapy,  obstetrical  service  or  caesarean 
section  if  required,  anesthesia,  general  nursing 
care,  use  of  oxygen  equipment  and  drugs,  and 
medications  and  antibiotics  for  use  in  the 
hospital. 

Not  covered  by  the  basic  fee  are  house  calls 
and  ambulance  service;  vaccinations;  elective 
surgery,  such  as  spaying,  castration,  and  ear 
cropping;  euthanasia;  and  cremation. 
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Our  discussion  is  concerned  with  the 
effects  of  light  of  certain  wave  lengths  on  the 
skin  and  the  comparison  between  these 
effects  and  those  of  aging.  Light  and  life 
are  inexorably  interwoven;  in  green  plants, 
the  energy  of  sunlight  is  used  to  produce  the 
chemicals  we  oxidize  in  our  living  processes 
and  also  the  oxygen  with  which  to  carry  out 
this  metabolism.  Before  oxygen  production 
began,  the  atmosphere  was  reducing  and 
also  transparent  to  much  shorter  wave 
lengths  of  ultraviolet  radiation  than  now 
penetrate.  The  shorter  wave  lengths  would 
be  extremely  inimical  to  organisms  on  the 
surface  of  the  earth. 

The  energy  of  these  shorter  wave  lengths 
may  have  been  one  of  the  sources  of  energy 
for  the  so-called  chemical  evolution  which 
produced  organic  compounds  from  simple 
chemicals,  creating  the  purines,  pyrimidines, 
and  amino  acids  which  could  aggregate  to 
form  the  first  living  organisms.1  From 
these  very  early  organisms,  life  as  we  know 
it  has  evolved,  based  on  the  self-replicating 
properties  of  DNA  (desoxyribose  nucleic 
acid)  and  the  evolutionary  changes  brought 
about  by  mutations  in  the  DNA.  This 
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whole  picture  is  very  exciting  as  it  has 
emerged  in  the  past  few  years  with  some  of 
the  major  breakthroughs  in  the  under- 
standing of  life.  The  evolutionary  process 
requires  the  frequent  dividing  and  recom- 
bination of  DNA  to  produce  a spectrum  of 
individual  organisms  of  sufficiently  varying 
properties  to  adapt  to  a variety  of  ecologic 
niches.  Individual  participation  in  this 
dividing  and  recombination  aspect  of  the 
evolutionary  process  has  long  enjoyed  great 
popularity  in  the  human  species. 

The  necessity  for  individual  death  as  a 
part  of  the  general  evolutionary  process  has 
never  had  the  same  popularity.  The  aging 
process,  which  acts  to  prepare  the  individual 
for  his  own  death  as  part  of  the  general 
biologic  process,  also  has  rarely  been  popular. 
The  outward  signs  of  aging  are  changes  in 
the  skin,  its  appendages,  and  subcutaneous 
fat.  The  conspicuous  changes  include  loss, 
thinning,  and  depigmentation  of  hair;  de- 
creased secretion  of  sebum,  increased  dry- 
ness, and  thinning  and  atrophy  of  the  epi- 
dermis. The  dermis  loses  elasticity  and 
becomes  thinner,  and  the  skin  develops 
wrinkles,  folds,  and  sags.  Of  particular 
importance  from  its  apparent  premalignant 
nature  is  the  loss  of  homogeneity  of  the 
body’s  surface;  some  blood  vessels  become 
dilated;  pigmentation  becomes  less  even 
with  the  development  of  keratoses  and  of 
lentigines;  melanin  pigmentation  on  the 
neck  often  becomes  mottled;  and  small 
angiomas  appear.  These  changes  indicate 
that  whatever  the  local  regulatory  factors 
are,  they  are  not  operating  as  accurately  as 
they  did  in  the  younger  skin.  We  note 
that  many  of  the  changes  seen  in  the  aging 
skin  also  are  produced  or  aggravated  by 
ionizing  radiation  or  by  the  ultraviolet 
radiation  which  is  of  particular  concern  to 
our  discussion. 

Senile  elastosis 

One  of  the  changes  produced  by  repeated 
ultraviolet  radiation  is  of  particular  im- 
portance and  has  led  to  some  confusion  as 
to  the  nature  of  aging  in  human  skin.  Some 
skin  sections  from  older  persons,  when  they 
are  stained  with  hematoxylin  and  eosin,  show 
a bluing  of  the  dermis,  described  as  baso- 
philic degeneration  of  the  dermis.  Special 
stains  for  elastic  fibers  show  that  the  area  of 
basophilic  degeneration  contains  a tangle  of 
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enlarged  blunted  elastic  fibers  leading  to  the 
description  of  these  changes  as  senile 
elastosis. 

Several  authors  have  studied  the  distri- 
bution of  senile  elastosis  and  found  that  the 
distribution  correlates  highly  with  the  areas 
of  solar  exposure. 2-4  This  has  led  some 
writers  to  advance  the  idea  that  the  skin 
does  not  age  but  that  what  we  call  aging 
clinically  is  the  effect  of  ultraviolet  radi- 
ation. Knox  and  his  coworkers, 45  for 
example,  compared  the  histologic  appearance 
of  senile  elastosis  in  Negro  and  white  skin 
in  exposed  and  unexposed  portions  of  the 
body  and  found  that  senile  elastosis  occurred 
only  in  exposed  white  skin.  Clinically  we 
have  the  same  evidence  in  farmer’s  or  sailor’s 
skin  in  which  yellowing  and  wrinkling  ap- 
pear on  the  face  and  neck  particularly.  I 
have  seen  a patient  with  long-standing 
vitiligo  in  whom  elastosis  was  evident  only 
in  the  vitiligo  areas.  Cockerell,  Freeman, 
and  Knox4  also  pointed  out  the  fact  that  in 
heavily  pigmented  skin,  little  difference  in 
texture  was  visible  between  the  side  of  the 
neck  and  the  adjacent  shoulder,  whereas  in 
lighter-skinned  people  there  was  a marked 
contrast  between  the  exposed  skin  showing 
senile  elastosis  and  the  adjacent  skin  showing 
none  of  these  changes. 

The  point  is  well  taken  that  much  of  the 
evident  aging  of  the  skin  can  be  avoided  in 
white-skinned  subjects  by  a decrease  in  the 
solar  exposure.  However,  the  concept  that 
only  ultraviolet  causes  aging  might  tempt 
us  to  develop  a mental  image  of  plump, 
smooth  - skinned,  seventy  - five  - year  - old 
“bunny  girls”  spending  their  entire  nocturnal 
lives  as  attractions  in  night  clubs  and  scurry- 
ing into  darkrooms  or  coal  mines  before 
sunrise,  thus  maintaining  their  smoothness 
and  roundness,  but  making  them  very  pale. 

Aside  from  its  importance  in  the  picture 
of  aging,  sun-damaged  skin  is  precancerous 
skin.  Clinical  experience  as  well  as  many 
epidemiologic  studies  show  a close  relation- 
ship between  the  ultraviolet  exposure  of  the 
skin  and  skin  cancer.6-7  Studies  in  Australia 
have  even  implicated  the  frequency  and 
location  of  malignant  melanomas  with  solar 
exposure.8 

However,  it  is  obvious  that  there  are 
clinically  evident  age  changes  in  all  aging 
skin,  even  if  the  histologic  diagnosis  of 
senile  elastosis  is  not  made.  Tindall  and 
Smith9  have  reported  that  94  per  cent  of  a 


some  of  the  changes  in  older  skin,  particu- 
larly that  of  senile  elastosis,  apparently  are 
radiation  effects  and  not  pure  aging  effects. 
Aging  of  the  skin  provides  outward  manifesta- 
tions of  the  aging  process;  it  also  serves  as 
an  example  of  the  various  general  theories  of 
aging,  but  it  does  not  support  any  one  to  the 
exclusion  of  others. 


group  of  community  volunteers  over  sixty- 
four  years  of  age  had  a loss  of  skin  turgor 
and  subcutaneous  tissue  which  gave  the  skin 
a “lax”  appearance. 

Similarity  between  sunburned 
and  cancerous  epidermis 

A prominent  feature  in  actinic  or  senile 
keratoses,  which  are  widely  regarded  either 
as  precancerous  lesions  or  as  “squamous 
cell  carcinomas,  grade  one-half,”  is  indi- 
vidual cell  keratinization.  Premature  or 
dyskeratotic  changes  in  cells  are  also  prom- 
inent features  of  squamous  cell  carcinomas 
of  the  skin.  Therefore,  it  is  noteworthy 
that  in  the  epidermal  reaction  to  sunburn 
radiation,  following  an  erythema  dose  of 
ultraviolet  radiation,  there  are  scattered 
dyskeratotic  cells. 10  The  similarity  of  these 
abnormal  epidermal  cells  in  the  three  con- 
ditions is  striking,  whether  in  a hematoxylin 
and  eosin  stain  or  in  the  more  dramatic 
demonstration  of  keratin  with  an  acridine 
orange  fluorochrome  stain.11 

Dermal  changes  of  ultraviolet 
damaged  and  aging  skin 

A number  of  studies  on  alterations  in 
human  skin  connective  tissue  in  both  chronic 
sun  damage  and  aging  have  been  reported  by 
Smith  and  his  colleagues  from  Duke  Uni- 
versity.12 The  aging  skin  without  sun 
damage  shows  a decrease  in  the  hexosamine- 
hydroxyproline  ratio.  Hydroxyproline  is 
the  amino  acid  characteristic  of  collagen; 
hexosamine  is  one  of  the  constituents  of  the 
ground  substance.  The  hydroxyproline- 
hexosamine  ratio  is  considered  therefore  to 
measure  increased  deposition  of  collagen. 
Aging  skin  without  sun  damage  shows  little 
dramatic  histologic  alteration.  In  contrast 
to  the  aging  skin  without  sun  damage,  the 
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skin  showing  actinic  elastosis  has  increased 
hexosamine  and  decreased  hydroxyproline, 
thus  presenting  an  opposite  pattern  from 
that  found  with  simple  aging. 

A sample  of  the  findings  of  studies  of  the 
amino  acid  composition  of  normal  human 
elastin,  actinic  elastosis,  and  bone  collagen 
shown  in  terms  of  grams  of  amino  acid  per 
100  Gm.  of  dry  ash  free  protein  is  summarized 
in  Table  I.12 

Comment 

Thus  the  amino  acid  evidence  apparently 
settles  the  argument  that  senile  elastosis 
represents  elastic  tissue  rather  than  de- 
generated collagen.  The  controversy  be- 
tween the  collagen  and  elastic  origins  of  the 
dermal  changes  in  senile  elastosis  has 
centered  around  the  interpretation  of  altered 
staining  reactions.  Since  the  chemical  basis 
of  many  staining  reactions  is  poorly  under- 
stood, such  controversies  are  not  easily 
resolved  without  other  information. 

One  aspect  of  the  collagen-versus-elastic 
tissue  controversy  in  actinic  or  senile  elasto- 
sis has  received  little  comment.  Elastic 
tissue  is  autofluorescent;  when  it  is  observed 
under  long-wave  ultraviolet  light,  the  elastic 
fibers  fluoresce  without  any  staining.  In 
photochemistry  and  photobiology,  the  fluo- 
rescence of  a compound  or  structure  provides 
evidence  that  some  type  of  photochemical 
phenomenon  is  possible.  Among  compounds 
which  photosensitize  biologic  systems,  all  are 
fluorescent,  although  not  necessarily  all 
fluorescent  compounds  have  been  shown  to 
photosensitize  biologic  systems.  The  elastic 
tissue  of  senile  elastosis  fluoresces  as  does 
normal  elastic  tissue.13 

Shuster  and  Bottoms14  stated  that  they 
had  difficulty  reconciling  the  idea  that 
thinning,  wrinkling,  and  loss  of  elasticity 
demonstrate  aging  with  the  concept  that 
skin  collagen  increases  with  age.  They 
believed  that  errors  in  interpretation  had 
been  introduced  by  the  use  of  ratios  between 
hydroxyproline,  representing  collagen,  and 
other  skin  constituents,  representing  total 
protein  or  ground  substance.  These  au- 
thors measured  the  collagen  in  terms  of  areas 
instead  of  in  terms  of  constituent  ratios. 
They  used  6-mm.  punch  biopsies  of  the 
thigh  and  arm.  In  both  areas  they  found  a 
decrease  in  hydroxyproline  content  which 
paralleled  the  appearance  of  aging.  The 


TABLE  I.  Amino  acid  composition  of  human 
dermal  elastin  and  bone  collagen  (Gm.  amino  acid 
per  100  Gm.  dry  ash  free  protein) 


Component 

Control 

Elastin 

Actinic 

Elas- 

tosis 

Elastic 

Bone 

Col- 

lagen 

Alanine 

20.9 

21.5 

10.9 

Valine 

16.1 

14.1 

3.0 

Tyrosine 

3.7 

1.7 

0.9 

Arginine 

0.8 

1.2 

8.8 

Glutamic  acid 

2.7 

4.3 

11.4 

Hydroxyproline 

1.4 

1.4 

14.1 

thigh  and  arm  showed  parallel  changes  which 
tended  to  rule  out,  at  least  in  English  sub- 
jects, sun  exposure  as  responsible  for  this 
aspect  of  aging.  Individuals  showed  good 
correlation  between  the  hydroxyproline  con- 
tent per  unit  of  body  surface  on  the  arm  and 
thigh  suggesting  a genetic  factor  for  each 
individual.  The  authors  do  not  explain  the 
finding  that  in  women  the  thigh  skin  loses 
collagen  more  rapidly  than  does  the  similar 
area  in  aging  males. 

Becker15  has  summarized  succinctly  some 
of  the  social  aspects  of  the  sunburn  and 
chronic  solar  damage  problem.  He  stated: 

Older  cultures  regarded  tanning  and 
weathering  of  the  skin  by  sunlight  as  stigmata 
of  the  lower  classes.  The  pale  translucent 
complexion  was  most  desired.  This  identified 
a personage  as  above  laboring  in  the  fields. 
The  industrial  revolution  moved  the  lower 
classes  indoors.  Increasing  leisure  has  altered 
the  attitude  toward  outside  activity.  Many 
segments  of  current  American  society  endow  a 
deep  tan,  especially  out  of  season,  with  an 
aura  of  virility,  leisure,  and  wealth.  The 
last  two  decades  have  seen  Americans  indulge 
in  historically  unique  sun  worship — ancient 
peoples  offered  sacrifices  other  than  them- 
selves. 

There  are  several  general  theories  of  aging 
which  are  reviewed  by  Strehler.16  Curtis17 
also  has  reviewed  recently  some  of  the  gen- 
eral biologic  concepts  of  aging,  which  con- 
sist of: 

1.  A group  of  theories  postulating  ac- 
cumulation of  deleterious  products  of  me- 
tabolism as  a cause  of  aging.  Accumulation 
of  collagen  in  the  skin  with  aging  is  given  as 
a familiar  example.  The  accumulation  of 
various  pigments  in  various  organs  is  another 
example.  Irreversible  cross-linking  of  mac- 
romolecules is  emphasized  by  many  investi- 
gators of  aging. 

2.  Wear-and-tear  theories.  Those  theo- 
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ries  postulate  that  each  stress  to  which  the 
organism  is  subjected  takes  its  toll  and  that 
the  organism  finally  wears  out.  Various 
concepts  of  a “rate  of  living”  and  of  a bio- 
logic quantum  of  life  energy  are  related  hy- 
potheses. 

3.  Theories  involving  the  accumulation 
of  somatic  mutations.  Curtis17  reviews  the 
logic  and  evidence  on  this  point.  The 
spontaneous  mutations  accumulating  in  both 
dividing  and  nondividing  cells  are  certain 
to  be  deleterious.  Since  the  cell  nucleus 
contains  the  information  on  which  the  cell 
operates,  damage  to  the  DNA  of  even  non- 
dividing cells  will  be  harmful. 

General  support  for  the  idea  that  somatic 
mutations  may  be  involved  in  aging  is  the 
evidence  that  ionizing  radiation  produces 
both  chromosome  aberrations  and  a non- 
specific reduction  in  the  life  span  of  experi- 
mental animals.  Since  free  radicals  are 
produced  in  normal  oxidative  metabolism, 
the  processes  of  fife  can  be  viewed  as  muta- 
genic and  carcinogenic. 18 

Curtis  further  develops  the  concept  that  a 
cell  population  with  continual  turnover,  such 
as  the  epidermis  and  the  bone  marrow, 
effectively  replaces  defective  somatic  mu- 
tants with  healthier  cells,  whereas  brain, 
muscle,  and  connective  tissue  cells  which  are 
not  replaced  gradually  accumulate  delete- 
rious changes  in  their  DNA  and  hence  show  a 
progressing  cellular  dysfunction  and  indi- 
vidual cell  mortality. 

In  this  concept,  loss  of  brain  cell  and 
muscle  cell  is  emphasized.  In  the  aging  of 
the  skin,  changes  do  occur  in  the  connective 
tissue  of  the  dermis  which  is  replaced  only 
to  a small  degree  in  the  absence  of  wound 
repair,  but  epidermal  thinning  is  also  evi- 
dent. However,  the  general  evidence  for 
both  the  ultraviolet-damaged  skin  and  the 
purely  aging  skin  involves  the  dermal  con- 
nective tissues  to  a large  degree. 

Conclusion 

In  our  discussion,  we  have  pointed  out 
that  some  of  the  changes  in  older  skin, 


particularly  that  of  senile  elastosis,  appar- 
ently are  radiation  effects  and  not  pure 
aging  effects.  On  the  basis  of  our  consider- 
ations, I think  we  can  realize  that  some 
confusion  has  arisen  because  of  the  fact  that 
the  histologic  concept  of  senile  elastosis  was 
on  occasion  extrapolated  to  the  entire  picture 
of  aging. 

Aging  of  the  skin  not  only  provides  the 
outward  manifestations  of  the  aging  process, 
but  also  serves  as  samples  of  the  various 
general  theories  of  aging.  On  present  evi- 
dence it  does  not  support  any  of  the  general 
theories  to  the  complete  exclusion  of  others. 

525  East  68th  Street,  New  York  10021 
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|n  general,  psychiatrists  agree  that  many 
anxious  and  depressed  adult  patients  profit 
considerably  more  from  psychotherapy  when 
it  is  combined  with  the  use  of  selected 
psychotropic  drugs  than  from  psycho- 
therapy alone.  Although  such  agreement 
has  not  commonly  applied  to  the  treatment 
of  the  disturbed  child,  the  recent  intro- 
duction of  many  new  psychotropic  agents 
has  made  it  imperative  to  evaluate  the  role 
of  chemotherapy  in  child  psychiatry.1 

Carefully  directed  research  in  this  field 
may  lead  to  fruitful  solutions  of  many 
hitherto  perplexing  questions,  particularly 
the  following:  Does  chemotherapy  increase 
the  efficacy  of  treatment  or  shorten  treat- 
ment? Which  disorders  are  most  amenable 
to  combined  therapy,  and  which  could 
benefit  from  chemotherapy  alone?  Which 
drugs  are  most  effective  and  best  tolerated? 

To  be  effective  in  children,  a drug  should 
relieve  the  anxiety  as  well  as  the  depressive 
components  of  the  emotional  illness.  In 
addition,  it  must  not  interfere  with  the 

Presented  at  the  10th  Annual  Meeting  of  the  Academy  of 
Psychosomatic  Medicine,  San  Francisco,  California,  October 
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child’s  intellectual  or  emotional  maturation. 
In  other  words,  the  ideal  drug  for  children 
should  have  calming  as  well  as  moderately 
stimulating  properties  and,  of  course,  should 
be  comparatively  free  of  side-effects. 

Opipramol  hydrochloride,  * one  of  the 
newer  psychotropic  agents,  appears  to 
embody  these  qualifications.  It  is  an  ana- 
log of  the  widely  used  antidepressant, 
imipramine  (Tofranil),  and  like  the  parent 
compound  is  related  chemically  to  certain 
of  the  phenothiazine  tranquilizers  such  as 
perphenazine.  (Fig.  1).  Opipramol  hydro- 
chloride has  been  shown  to  be  an  effective 
mood  regulator  in  a variety  of  emotional  dis- 
orders.2-10 Its  action  is  characterized  by  a 
rapid  onset,  and  the  drug  is  tolerated  very 
well. 

Because  of  its  biphasic  action  as  tran- 
quilizer and  antidepressant,  opipramol  hy- 
drochloride was  chosen  for  trial  in  a group 
of  severely  disturbed  children.  They  had 
been  ill  for  periods  ranging  from  four  weeks 
to  eight  years,  and  most  of  them  had  re- 
sponded poorly  to  previous  treatment  with 
other  drugs  or  psychotherapy. 

Method 

The  study,  conducted  at  a child  guidance 
clinic,  included  100  children  ranging  in  age 
from  four  to  seventeen  years.  Of  the  67 
boys  and  33  girls,  7 were  four  to  five  years 
old  (4  boys,  3 girls),  63  were  in  the  six  to 
twelve  age  group  (45  boys,  18  girls),  and  30 
were  thirteen  to  seventeen  (18  boys,  12 
girls).  The  children’s  disorders  could  be 
traced  to  broken  homes,  parental  malad- 
justment, family  illness,  or  other  environ- 
mental causes.  In  some  cases,  birth  in- 
jury or  other  trauma,  disease,  or  genetic 
factors  was  the  causative  agent. 

Diagnosis  was  based  on  history,  physical 
examination,  interviews  with  parent  and 
child,  psychologic  tests,  and  an  electro- 
encephalogram, if  indicated.  The  diag- 
noses according  to  the  American  Psychiatric 
Association  nomenclature  are  listed  in 
Table  I.  Patients  with  more  than  one  dis- 
order were  listed  under  the  diagnostic  cate- 
gory of  the  predominant  disorder. 

Opipramol  hydrochloride  was  used  as  an 
adjunct  to  the  customary  orthopsychiatric 

* Ensidon,  [4-3-(5H-dibenz  [b,f]azepine-5-yl)propyl]-l-pi- 
perazine-ethanol  dihydrochloride,  Geigy  Pharmaceuticals, 
Ardsley,  New  York. 
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approach  of  the  clinic.  However,  certain 
modifications  of  the  usual  procedures  were 
followed.  These  consisted  in  less  emphasis 
on  psychotherapy  and  more  attention  to 
drug  therapy  in  treatment  of  the  child  and 
greater  emphasis  on  counseling  and  psy- 
chotherapy of  parents,  particularly  the 
mother,  either  by  individual  or  group 
methods.  Only  20  children,  those  with 
schizophrenia,  obsession-compulsion,  or  se- 
vere depressive  traits,  received  psychotherapy 
in  addition  to  opipramol  hydrochloride. 
Approximately  60  per  cent  of  the  parents 
were  in  therapy,  and  the  others  were  under 
supervision  of  various  cooperating  social 
service  agencies. 

Periodic  laboratory  tests  in  the  children 
included  urinalyses,  complete  blood  counts, 
and  liver  function  tests  (alkaline  phospha- 
tase, cephalin  flocculation,  and  serum  glu- 
tamic oxaloacetic  transaminase).  Weight 
and  blood  pressure  were  recorded  every 
two  or  four  weeks,  and  throughout  treat- 
ment patients  were  carefully  followed  for  the 
appearance  of  any  side-effects.  The  chil- 
dren were  seen  once  a week  during  the  first 
few  weeks  and  then  at  monthly  intervals. 

Dosage.  Oral  doses  of  opipramol  hydro- 
chloride, usually  adjusted  to  age  and  weight 
at  the  beginning  of  treatment,  were  started 
in  most  cases  at  50  to  100  mg.  daily  and  were 
increased  gradually  up  to  100  or  150  mg. 
A few  of  the  very  young  children  required  no 
more  than  50  to  75  mg.  daily  for  adequate 
maintenance,  while  several  adolescents  did 
best  on  a 200-mg.  dose.  As  treatment 
progressed,  it  was  found  that  the  amount  of 
the  drug  needed  was  not  necessarily  corre- 


opipramol hydrochloride,  an  analog  of 
imipramine,  was  administered  orally  to  100 
children  four  to  seventeen  years  of  age  with 
severe  emotional  disturbances.  Over-all  satis- 
factory response  of  symptoms,  including 
manifestations  of  anxiety,  depression,  un- 
toward behavior,  and  school  and  other  en- 
vironmental maladjustments,  occurred  in  77 
of  the  children.  Mild  side-reactions  in  11 
patients  disappeared  on  reduced  doses,  and  the 
drug  was  withdrawn  in  3 cases  of  hyper- 
activity and  1 of  drowsiness.  Only  20  pa- 
tients received  psychotherapy,  while  all 
parents  received  therapy  or  counseling. 


lated  with  age  and  weight.  A number  of 
children  under  twelve  years  of  age  seemed 
to  require  150  mg.  daily  and  experienced  no 
side-effects  from  the  increased  amount. 

The  duration  of  drug  treatment  varied 
from  one  to  nine  months  (Table  I).  So  far, 
80  patients  have  received  the  drug  for  at 
least  three  months;  28  for  three  to  four 
months;  30  for  five  to  six  months;  and  22 
for  seven  to  nine  months.  Most  of  the 
children  are  still  under  treatment. 

Concurrent  therapy.  Concurrent  ther- 
apy, as  required,  was  given  to  29  patients. 
Therapy  was  of  the  following  types:  psy- 
chotherapy, given  to  20;  anticonvulsant 
therapy,  given  to  4;  sedatives,  given  to  3; 
analgesics,  given  to  1;  anticholinergic  ther- 
apy, given  to  1;  antidiabetic  agents,  given 
to  1;  iron  preparations,  given  to  1;  and  a 
reducing  diet,  given  to  1. 


I /CH3 

CH2-CH-CH2-N^  -HC1 

xch3 

Imipramine  hydrochloride 


Perphenazine 


CH=CH 


CH2-CH2-CH2-N^ ^N— CH2— CH2— OH  -2  HC1 

Opipramol  hydrochloride 

FIGURE  1.  Chemical  structure  of  opipramol  hydrochloride  and  related  compounds. 
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TABLE  I.  Over-all  response  of  100  children  to  treatment  and  duration  of  treatment  with  opipramol  hy- 
drochloride 


Excel- 


Diagnosis  lent 


Adjustment  reaction  of  child- 
hood or  adolescence  with 
Neurotic  traits  12 

Behavior  disorder  6 

Habit  disorder  0 

Neurosis  with 

Anxiety  0 

Depression  5 

Phobia  8 

Obsession-compulsion  1 

Dissociation  1 

Psychophysiologic  disorder 

Gastrointestinal  reaction  1 

Mental  deficiency  with 

Behavior  disorder  4 

Behavior  and  convulsive 
disorder  1 

Chronic  brain  syndrome  with 
Behavior  and  convulsive 
disorder  1 

Schizophrenia 

Childhood  type  0 

Totals  40 


Results 


Duration  of  Treatment  (Months)  * 
Good  Slight  None  Total  1 to  2 3 to  4 5 to  6 7 to  9 Total 


11  4 6 
10  1 3 
3 0 2 


33  5 11  8 9 
20  4 5 8 3 
5 3 0 0 2 


33 

20 

5 


10  0 1 
3 3 0 11 

0 0 0 8 

2 0 0 3 

0 0 0 1 


10  0 0 

2 4 3 2 

2 13  2 

0 2 0 1 

10  0 0 


1 

11 

8 

3 

1 


10  0 
3 10 


2 0 1 

8 13 


0 12 

4 19 


10  1 


3 10  10 


2 


0 

2 

37 


0 

1 

10 


0 

1 

13 


1 

4 

100 


0 

0 

20 


0 

1 

28 


1 

2 

30 


0 

1 

22 


1 

4 

100 


* Duration  of  treatment  indicated  here  is  “to  date.” 


Most  children  are  continuing  on  the  drug. 


Evaluation  of  response.  The  over-all 
response  to  opipramol  hydrochloride  was 
evaluated  as  excellent,  good,  slight,  or  none, 
according  to  remission  of  target  symptoms 
(Table  I).  An  excellent  response  denoted 
complete  remission  of  all  or  almost  all 
symptoms,  and  a good  response  denoted  a 
marked  alleviation  of  symptoms.  Addi- 
tional factors  taken  into  consideration  in 
evaluation  of  the  over-all  response  were: 
amelioration  of  functional  or  physical  dis- 
order; improvement  in  school,  social,  and 
family  relations;  increased  amenability  to 
therapy;  and  improvement  in  findings  on 
psychologic  testing. 

Results 

As  noted  in  Table  I,  an  over-all  satisfac- 
tory response  (excellent  or  good)  occurred  in 
77  of  the  100  patients;  10  showed  a slight 
response,  and  13  did  not  respond  to  therapy. 
The  23  with  unsatisfactory  results  included 
16  children  with  adjustment  reactions  of 
childhood  and  adolescence,  10  of  whom  had 
neurotic  traits,  4 a behavior  disorder,  and  2 
a habit  disorder.  Among  the  other  patients 
in  whom  the  results  were  unsatisfactory  were 


3 neurotic  children  with  a depressive  reaction, 
2 with  mental  deficiency  and  behavior  dis- 
order (1  of  these  children  also  had  a con- 
vulsive disorder),  and  2 with  schizophrenia. 
Among  the  23  children,  the  parents  in  7 
cases  were  either  uncooperative,  had  moved 
away,  or  for  various  reasons  had  stopped 
medication.  In  9 cases,  despite  poor  results 
after  a few  months  of  therapy,  medication 
was  continued  since  it  was  felt  these  children 
might  benefit  from  further  treatment.  In 
the  remaining  7 cases,  inpatient  therapy  was 
considered  advisable,  the  drug  was  discon- 
tinued, and  the  children  were  referred  to 
other  agencies  for  treatment. 

In  those  patients  showing  satisfactory 
results,  onset  of  response  became  evident  in 
many  cases  within  one  to  two  weeks.  As 
anxiety  and  tension  were  relieved,  hostility 
and  antisocial  behavior  disappeared,  and  the 
children  were  able  to  work  more  efficiently 
and  contentedly  both  at  school  and  at  home. 
They  also  quickly  established  a cooperative 
attitude  toward  therapy  and  participated 
more  willingly  in  psychotherapy  whenever 
such  treatment  was  part  of  their  regimen. 
Depressive  elements,  when  present,  re- 
sponded more  gradually. 
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TABLE  II.  Response  of  target  symptoms  in  100  children  treated  with  opipramol  hydrochloride 


Percentage 

of 

Number  of  Symptoms * Symptoms 


Symptom  Group 

Com- 

plete 

Marked 

Slight 

None 

Responding 
Total  Satisfactorily 

Anxiety* 

169 

116 

21 

50 

356 

80.0 

Aggression  acting-out  f 

151 

191 

34 

88 

464 

73.7 

Neurotic  traits  and  symptoms** 

58 

23 

7 

15 

103 

78.6 

Symptoms  of  habit  disorder  ft 

9 

10 

2 

10 

31 

61.3 

Psychophysiologic  symptoms*** 

22 

3 

1 

2 

28 

89.3 

Symptoms  of  more  severe  disorder  ft  t 

6 

11 

3 

6 

26 

65.4 

Totals 

415 

354 

68 

171 

1,008 

* Includes  hyperactivity,  short  attention  span,  anorexia,  hyperphagia,  insomnia,  nightmares,  tiredness,  and  excessive  crying, 
f Includes  irritability,  impulsivity,  hostility,  unsociability,  disobedience,  destructiveness,  temper  tantrums,  negativism, 
stealing,  lying,  school  failure,  excessive  masturbation,  excessive  sex  interest,  and  jealousy. 

**  Includes  phobias,  dissociation,  sleep  talking,  sleep-walking,  obsession-compulsion,  depression,  suicidal  threats  and/or 
attempts,  hypochondriasis,  tics,  and  speech  defects. 

ff  Includes  enuresis,  fecal  soiling,  thumb-sucking,  and  nail-biting. 

***  Includes  gastrointestinal,  musculoskeletal,  and  dermatologic  symptoms  and  headache, 
tff  Includes  withdrawal,  delusions,  bizarre  behavior  (including  autism). 


The  response  of  individual  target  symp- 
toms is  listed  in  Table  II.  As  can  be  seen, 
most  of  the  children  became  free  of  anxiety 
and  its  attendant  symptoms.  This  usually 
occurred  early  in  treatment.  The  numerous 
complaints  of  sleep  disturbances  decreased 
markedly,  and  attention  span  increased  in 
about  three  fourths  of  the  children.  Among 
the  psychophysiologic  symptoms,  nausea 
and  vomiting  disappeared  completely  in 
every  case.  In  the  habit  disorder  group, 
nail-biting  stopped  almost  completely.  Al- 
though enuresis  ceased  or  diminished  in 
only  8 of  15  patients,  this  was  considered  a 
very  satisfactory  result,  since  a remission 
rate  much  higher  than  this  in  this  difficult 
problem  is  unusual.  Neurotic  traits  and 
symptoms  showed  a good  response,  and 
satisfactory  alleviation  of  most  depressive 
symptoms  was  evident  after  the  first  few 
weeks  of  therapy.  However,  in  several 
severely  depressed  neurotic  patients  and 
in  2 schizophrenic  patients,  little  or  no  im- 
provement occurred.  A satisfactory  re- 
sponse, indicated  by  complete  remission  or 
marked  improvement,  occurred  in  76.3  per 
cent  of  the  total  symptoms. 

Side-effects,  usually  mild  and  transient, 
were  reported  in  15  patients  as  follows: 
drowsiness  in  5;  lethargy  in  2;  pallor  in  2; 
dizziness,  rash,  and  headache  in  1 each;  and 
hyperactivity  in  3.  The  drug  was  dis- 
continued at  the  mother’s  request  in  1 
patient  with  drowsiness.  In  the  3 cases  of 
hyperactivity  reaction,  medication  was  also 


withdrawn;  1 of  these  children,  who  showed 
no  response  to  therapy  and  had  not  re- 
sponded previously  to  chlordiazepoxide  or 
imipramine,  was  referred  for  inpatient  treat- 
ment. Since  the  other  2 children  showed 
good  improvement  after  three  to  four 
months  of  treatment,  it  was  thought  advis- 
able to  discontinue  the  drug.  Follow-up 
after  four  and  six  months  showed  that  both 
children  were  making  satisfactory  progress. 

The  use  of  opipramol  hydrochloride  alone 
was  very  effective  in  most  neurotic  disturb- 
ances with  a recent  acute  onset,  in  mental 
retardation,  and  in  psychophysiologic  dis- 
orders. In  this  last  category,  a remarkable 
response  was  seen  in  2 children  with  ulcer- 
ative colitis  of  one  year’s  duration:  1 showed 
good  improvement,  and  the  other  responded 
with  complete  remission  of  all  symptoms. 
In  many  other  patients  classified  under 
different  diagnoses  according  to  the  pre- 
dominant disorder,  severe  gastrointestinal 
symptoms,  particularly  vomiting,  disap- 
peared completely.  The  greatest  benefit 
from  the  drug  was  observed  in  the  children 
with  brain  damage  and  in  those  with  a pri- 
mary behavior  disorder.  In  certain  neuro- 
ses with  marked  depressive  traits  and  in 
schizophrenia  the  drug  alone  appeared  to  be 
less  effective  (Table  I). 

Comment 

The  beneficial  results  observed  during  this 
study  confirm  Nichtern’s1  view  that  chemo- 
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therapy  is  of  paramount  value  in  the  treat- 
ment of  the  emotionally  disturbed  child. 
When  freed  from  anxiety  and  its  many 
manifestations,  the  patient  becomes  not 
only  happier  but  also  better  behaved.  He 
no  longer  clashes  with  his  environment  but 
becomes  capable  of  progressing  smoothly 
through  the  successive  stages  of  emotional 
development.  Improved  behavior  inter- 
rupts the  vicious  cycle  linked  with  environ- 
ment. With  the  control  of  impulsivity  and 
the  decrease  in  compulsive  motor  activity, 
he  can  begin  to  reclaim  his  self-esteem. 
Such  changes  prompt  his  parents,  siblings, 
teachers,  and  peers  to  react  in  a more 
benevolent  manner.  This,  in  turn,  halts  the 
feedback  mechanism. 

Among  the  100  children  under  treatment, 
only  20  (in  the  neurotic  or  schizophrenic 
categories)  were  concurrently  in  psycho- 
therapy. It  was  thus  evident  that  the  re- 
sponse among  the  other  children  was  not 
dependent  on  psychotherapy  but  could  be 
attributed  directly  to  the  effects  of  the  drug 
and  indirectly  to  the  benefits  of  counseling 
and  psychotherapy  received  by  the  parents. 
A child’s  behavior  is  influenced  by  the 
attitude  of  his  parents,  particularly  the 
mother.11.12  When  certain  disruptive  or 
otherwise  disturbing  elements  in  the  home 
environment  can  be  improved,  treatment  of 
the  child  progresses  more  smoothly. 

In  answer  to  the  first  question  posed  at  the 
beginning  of  this  report,  it  can  be  said  that 
chemotherapy  does  increase  the  efficacy  of 
treatment,  both  in  a quantitative  and  a 
qualitative  sense.  Most  of  the  children 
responded  promptly,  and  psychotherapy, 
when  necessary,  became  easier.  The  general 
improved  attitude  seemed  responsible  for 
the  shorter  period  required  to  establish  a 
meaningful  therapeutic  relationship. 

The  second  question  can  be  answered 
decisively  by  our  observations  that  chemo- 
therapy combined  with  psychotherapy  was 
most  effective  in  cases  of  neurosis  with 
severe  depressive  traits  and  in  cases  of 
schizophrenia.  On  the  other  hand,  chemo- 
therapy alone  seemed  responsible  for  satis- 
factory improvement  in  psychophysiologic 
reactions,  particularly  those  related  to  the 
upper  gastrointestinal  tract,  in  most  neurotic 
disorders,  and  in  behavior  disorders  as- 
sociated with  mental  deficiency.  The  great- 
est benefit  from  the  drug  alone  was  observed 
in  those  children  with  brain  damage,  with 


or  without  retardation,  and  in  the  group 
with  primary  behavior  disorders. 

Concerning  these  last  two  categories,  I 
feel  that  the  use  of  effective  drugs  may 
eventually  become  the  sole  method  of  treat- 
ment, provided  the  parents  receive  individual 
or  group  counseling  or  psychotherapy. 
The  child  with  a primary  behavior  dis- 
order seems  able  to  muster  his  own  resources 
and  build  healthy  defenses  if  his  anxiety  can 
be  diminished  for  a prolonged  period  and  if 
his  environment  can  be  influenced  so  that 
the  hostile  interactions  are  substantially 
reduced.  During  treatment,  many  parents 
voluntarily  commented  that  their  children 
had  become  warmer  in  their  interpersonal 
responses  and  made  friends  more  readily. 
They  further  commented  that  the  children 
had  improved  remarkably  in  school. 

In  regard  to  the  last  question  as  to  which 
drugs  are  most  effective  and  best  tolerated, 
the  results  of  this  study  show  that  opipra- 
mol  hydrochloride  is  a very  effective  psy- 
chotropic agent  and  was  well  tolerated  in  the 
doses  used.  Its  dual  action  of  tranquilizer 
and  antidepressant  seems  to  fulfill  the 
therapeutic  requirements  for  children,  par- 
ticularly for  those  who  do  not  improve  on 
other  drugs  or  on  psychotherapy  alone. 
Further  trials  should  prove  its  value  in  the 
field  of  child  psychiatry  and  ultimately, 
perhaps,  help  to  eradicate  some  of  the 
neurotic  disorders  permitted  to  develop  into 
the  adult  years. 

Summary 

With  the  advent  of  many  new  psycho- 
tropic drugs,  it  has  become  necessary  to 
evaluate  the  role  of  chemotherapy  in  the 
management  of  the  emotionally  disturbed 
child.  It  is  important  to  assess  the  efficacy 
of  drugs  when  used  alone  and  their  value  as 
adjuncts  to  psychotherapy;  their  specificity 
in  a wide  variety  of  emotional  disorders; 
and  their  degree  of  tolerance  in  children. 

Opipramol  hydrochloride,  an  analog  of 
imipr  amine,  was  administered  orally  to 
100  children  four  to  seventeen  years  of  age. 
All  had  severe  emotional  disturbances, 
associated  in  most  cases  with  behavioral 
reactions,  brain  damage,  or  both.  Illness 
was  of  one  month  to  eight  years  duration 
and  in  most  cases  had  responded  poorly  to 
previous  treatment  with  other  drugs  or 
psychotherapy . 
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The  customary  psychiatric  approach  of 
the  clinic  was  modified  to  emphasize  drug 
therapy  rather  than  psychotherapy  for  the 
child.  Only  20  children  received  psycho- 
therapy, while  all  parents  were  either  under 
therapy  or  receiving  counseling  and  super- 
vision. 

The  doses  of  opipramol  hydrochloride, 
usually  started  at  50  to  100  mg.  daily,  were 
gradually  increased  up  to  200  mg.  as  re- 
quired and  then  reduced  for  maintenance. 
Duration  of  dosage  varied  from  one  to  nine 
months.  To  date,  more  than  half  of  the 
group  have  received  the  drug  for  five  to  six 
months. 

Over-all  satisfactory  response  of  symp- 
toms, including  manifestations  of  anxiety, 
depression,  untoward  behavior,  and  school 
and  other  environmental  maladjustments 
occurred  in  77  of  the  100  children.  Mild 
side-reactions  in  11  patients  disappeared  on 
reduced  doses,  and  the  drug  was  withdrawn 
in  3 cases  of  hyperactivity  and  1 of  drowsi- 
ness. 

Onset  of  response  was  often  observed 
within  two  weeks  and  in  some  patients  was 
more  gradual.  The  best  results  from  use 
of  the  drug  alone  were  seen  in  cases  of  brain 
damage  with  or  without  retardation,  in 
primary  behavior  disorders,  and  in  psycho- 
physiologic  disorders.  In  certain  neuroses 
with  severe  depressive  traits  and  in  some 
cases  of  schizophrenia,  concomitant  use  of 
psychotherapy  produced  greater  improve- 
ment than  the  drug  alone. 

Conclusions 

Opipramol  hydrochloride  may  be  char- 
acterized as  a well-tolerated,  effective  psy- 


chotropic agent  ideally  suited  for  the  treat- 
ment of  emotional  disorders  in  children. 
Its  combined  calming  and  stimulating  action 
promptly  reduce  anxiety,  hyperactivity,  and 
impulsivity,  while  depressive  traits  are 
relieved  more  gradually.  The  child  thus 
becomes  able  to  function  more  confidently 
and  enjoyably  in  his  total  environment, 
particularly  when  harmful  parental  in- 
fluences can  be  reoriented  toward  more 
understanding  attitudes. 

202-A.  Cornelia  Street 
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Rational  management  of  any  pathologic 
process  depends  on  a sound  knowledge  of 
its  natural  history.  Neglect  of  this  truism 
explains  the  continuing  controversy  over 
treatment  of  infantile  hemangiomas. 

A comprehensive  classification  of  heman- 
giomas is  that  of  Pack  and  Miller.1  By  far 
the  commonest  lesions  in  infants  however, 
are  the  strawberry  nevus  and  the  port-wine 
stain  (nevus  flammeus).  The  strawberry 
nevus  is  called  hemangioma  simplex,  capil- 
lary hemangioma,  cavernous  hemangioma, 
hypertrophic  hemangioma,  and  vascular 
nevus.  It  may  be  superficial  or  have  mixed 
superficial  and  subcutaneous  elements  and 
is  well  described  elsewhere.  It  is  in  the 
treatment  of  strawberry  nevi  that  contro- 
versy principally  exists,  although  the  be- 
havior of  these  lesions  was  systemically 
observed  and  recorded  by  Lister.2  Several 
authors  have  amply  confirmed  his  observa- 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session  on 
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tions,3-14  and  as  a result  of  these  findings, 
hemangiomas  may  be  divided  into  two 
groups. 

The  involuting  group  includes  the  ma- 
jority of  strawberry  nevi  and  erythema 
nuchae.  The  noninvoluting  group  includes 
a small  minority  of  strawberry  nevi  and  all 
other  types  of  hemangiomas,  for  example, 
port-wine  stain,  special  regional  hemangio- 
mas, racemose  aneurysms,  congenital  neuro- 
cutaneous  syndromes  associated  with  an- 
giomatosis, hemangiopericytoma,  angio- 
sarcoma, and  endothelioma. 

The  characteristic  behavior  of  the  in- 
voluting type  of  strawberry  nevus  is  that 
it  is  present  at  birth  or  shortly  after,  en- 
larges, often  rapidly,  in  the  first  few  months, 
spontaneously  ceases  growth  usually  by 
twelve  months  of  age,  and  then,  after  a 
variable  latent  period,  slowly  and  spon- 
taneously regresses.  By  the  fifth  year 
disappearance  is  usually  complete,  but  a 
longer  period  may  be  necessary  for  final 
resorption  of  redundant  skin  in  large  lesions. 

In  contrast,  the  occasional  noninvoluting 
type  of  infantile  strawberry  nevus  is  char- 
acterized by  little  or  no  growth  during  the 
first  year.  The  lesion  persists  unchanged 
until  later  on  in  life  (at  or  after  puberty  or 
during  pregnancy  being  cited  as  danger 
periods)  when  it  may  possibly  grow  or 
undergo  malignant  change. 

Neither  type  of  lesion  requires  or  deserves 
treatment  in  infancy  or  early  childhood. 
The  former  will  ultimately  disappear  spon- 
taneously. Treatment  of  the  latter,  which 
characteristically  does  not  enlarge  in  in- 
fancy, can  be  left  until  school  age,  when 
surgical  excision  can  be  performed  easily. 
This  latter  approach  is  perfectly  safe,  since 
to  our  knowledge,  malignant  change  in 
such  a hemangioma  has  not  been  reported 
in  infancy  or  childhood,  prior  to  puberty. 

Argument  for  active  intervention 

Although  it  has  been  established  that  most 
infantile  strawberry  nevi  will  regress  spon- 
taneously and  that  those  which  will  not 
regress  can  be  differentiated  from  the  in- 
voluting type,  many  physicians  hesitate  to 
adopt  conservative  management  for  various 
reasons  which  deserve  some  critical  discus- 
sion. These  include: 

1 . Fear  of  unlimited  growth  or  malignant 
change 
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2.  Fear  of  ulceration,  infection,  and 

bleeding 

3.  Belief  that  lesions  can  be  eradicated 

when  small  initially 

4.  Fear  of  psychological  trauma  to 

untreated  children. 

Fears  of  unlimited  growth  or  malignant 
change  are  answered  by  knowledge  of  the 
natural  history.  The  danger  of  spontaneous 
ulceration  and  secondary  infection  is  real, 
and  this  is  the  reason  given  for  treatment  by 
some  authorities.  However,  this  situation 
usually  can  be  handled  by  conservative 
measures,  including  hot  soaks  and  systemic 
antibiotics.  Severe  scarring  rarely  follows 
conservative  care  in  such  cases  but  may 
follow  aggressive  therapy.  Bleeding  is  often 
referred  to  as  a problem,  but  actually  the 
only  troublesome  cases  are  those  exhibiting 
the  rare  syndrome  of  associated  thrombo- 
cytopenia with  purpura.8.15 

Another  justification  of  early  active 
treatment  of  hemangiomas  is  that  the  lesions 
are  more  difficult  to  treat  when  they  are 
large.  It  is  not  necessary  to  treat  heman- 
giomas actively,  just  to  avoid  a temporary 
increase  in  size.  If  left  alone,  most  of  such 
lesions  eventually  undergo  spontaneous  reso- 
lution with  minimal  scarring. 

It  is  important  to  consider  seriously  the 
objection  that  nontreatment  is  psycholog- 
ically traumatizing  to  children  and  parents. 
In  point  of  fact  the  young  infant  and  child  is 
not  self-conscious  of  his  appearance  at  the 
time  when  the  lesion  is  most  prominent,  and 
it  is  primarily  the  mother  who  suffers 
distress.  By  the  time  the  child  is  of  school 
age  and  maximally  exposed  to  ridicule  and 
rejection  by  his  contemporaries,  these  lesions 
have  either  completely  disappeared  or 
their  minor  residue  are  no  longer  cosmeti- 
cally objectionable.  Injudicious  and  un- 
necessary earlier  therapy  may  leave  scars 
that  are  much  more  of  a problem. 

Dangers  and  disadvantages  of  common 
methods  of  therapy  of  strawberry  nevi 

Surgery.  Acceptable  surgical  treatment 
in  the  infant  may  be  precluded  by  the  site, 
such  as  the  eyelid  or  elsewhere  on  the  facial 
features.  In  undertaking  operation  one 
exposes  the  very  young  infant  to  hazards  of 
general  anesthesia,  and  an  inevitable  scar 
is  imposed  when  nature  may  produce  an 


most  strawberry  nevi,  among  the  most 
common  hemangiomas  in  infants,  are  in- 
voluting; they  are  present  at  birth  or  shortly 
afterward,  enlarge  in  the  first  few  months, 
spontaneously  cease  growth  by  twelve  months 
of  age,  and  after  a variable  latent  period, 
slowly  and  spontaneously  regress.  Conserv- 
ative management  isreco  mmended,  especially 
in  large  facial  lesions,  since  active  intervention 
by  surgery,  radiotherapy,  cryotherapy,  or 
injection  of  sclerosants  usually  has  poor  re- 
sults. 


excellent  result  without  undergoing  these 
risks. 

Radiotherapy.  Many  physicians  dis- 
like radiation  therapy  at  any  stage  because  of 
the  following  dangers:  (1)  Late  radiation 

skin  damage  possibly  ending  in  skin  cancer, 
(2)  subsequent  occurrence  of  other  child- 
hood cancers,  (3)  epiphyseal  damage  with 
arrest  of  bone  growth,  and  (4)  breast  and 
gonadal  atrophy. 

It  has  been  stated  that  a small,  safe 
dosage  of  radiation  therapy  at  the  most 
only  slightly  increases  the  natural  rate  of 
disappearance  without  causing  any  improve- 
ment in  cosmetic  results.10  Dosage  large 
enough  to  cause  rapid  eradication  is  gener- 
ally regarded  as  unsafe,  although  Andrews16 
states  that  with  a radiation  technic  using 
brass-filtered  contact  radium  plaques,  early 
tiny  lesions  can  be  completely  and  safely 
eradicated.  Lampe  and  Latourette, 10  radio- 
therapists whose  account  of  their  own  per- 
sonal change  of  outlook  on  treatment  of 
hemangiomas  is  of  interest,  state  that  radia- 
tion therapy  may  be  essential,  however,  in 
the  following  limited  circumstances:  (1) 

Lesions  of  tongue  or  larynx  causing  re- 
spiratory obstruction,  (2)  hemangiomas  of 
the  eyelid  causing  closure  of  the  eye  and 
possible  difficulties  from  nonuse.  (However, 
this  may  be  managed  as  advocated  by 
Blackfield,  as  quoted  by  Lampe  and  Latou- 
rette,10 by  repeated  manipulative  retraction 
of  the  lid.),  and  (3)  to  attempt  to  initiate 
regression  in  a large  hemangioma  associated 
with  thrombocytopenic  purpura  and  hemor 
rhage. 

Cryotherapy.  Application  of  carbon 
dioxide  snow  has  a very  superficial  effect. 
At  most  it  only  produces  a change  of  the 
usual  red  color  of  the  hemangioma  as  a 
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FIGURE  1.  Case  1.  Cavernous  hemangioma  of 
right  side  of  upper  lip  in  six-month-old  child. 


result  of  white  surface  scarring  following  the 
initial  blistering  and  edema  caused  by  this 
form  of  skin  burn. 

Injection  of  sclerosants.  Solutions 
advocated  for  use  have  included  boiling 
water,  hypertonic  saline  solution,  sodium 
morrhuate,  sodium  psylliate,  and  others. 
Although  these  solutions  will  not  normally 
cause  ulceration  or  skin  breakdown  if  care- 
fully injected  subcutaneously  in  reasonable 
dosage,  they  inevitably  cause  necrosis  of 
the  subcutaneous  tissues  with  later  subcu- 
taneous scarring  and  distortion  of  contour. 

Does  active  treatment  enhance 
final  cosmetic  result? 

The  involuting  type  of  infantile  heman- 
gioma is  not  invasive  or  premalignant. 
The  ultimate  criterion  of  successful  manage- 
ment must,  therefore,  be  the  final  cosmetic 
result.  The  time  taken  to  achieve  this  is 
irrelevant.  Treatment  undertaken  merely 
with  the  idea  of  “hastening  spontaneous 
regression”  is  at  best  unnecessary,  if  not 
meddlesome.  On  theoretical  grounds  at 
least,  it  seems  logical  to  postulate  that  if  a 
given  lesion  will  regress  spontaneously,  and 
if  the  natural  process  gives  good  and  often 
perfect  results,  then  any  interference  by  use 
of  noxious  physical  or  chemical  agents  has 
the  potential  of  making  the  cosmetic  result 
less  desirable.  The  larger  the  lesion  and  the 
more  exposed  and  esthetically  offensive  is 
its  site,  the  greater  is  the  truth  of  this  hy- 
pothesis. Thus  the  advocates  of  active 
intervention  should  carry  the  onus  of  proof 
that  their  final  results  are  at  least  as  good 
as  those  obtained  by  individuals  who  believe 


FIGURE  2.  Case  1.  Effects  of  sclerosant. 


in  the  wisdom  of  management  by  masterful 
inactivity. 

The  following  4 cases  are  presented  to 
illustrate  the  inherent  dangers  of  two  of  the 
commonest  methods  of  treatment  of  in- 
fantile hemangiomas,  namely,  cryotherapy 
and  the  injection  of  sclerosing  solutions. 

Case  reports 

Case  1.  A white  female  was  seen  at  age  six 
months  for  a 1-  by  2-cm.,  well-defined  bluish 
subcutaneous  cavernous  hemangioma  of  the 
right  side  of  her  upper  lip  near  the  outer  angle 
which  had  first  appeared  at  age  two  and  one-half 
months  (Fig.  1).  The  first  treatment  with 
sclerosing  solution  was  uneventful.  At  the  next 
treatment  0.5  cc.  of  5 per  cent  sodium  psylliate 
solution  was  injected  into  the  lesion.  Aspira- 
tion of  needle  after  insertion  produced  no  back- 
flow  of  blood.  Two  minutes  later  deep  blue  dis- 
coloration of  the  lip  appeared,  extending  to  the 
middle  and  tip  of  the  nose.  A diagnosis  of 
“probable  venous  thrombosis  and  arteriolar 
spasm”  as  a local  reaction  to  sclerosant  was 
made  and  the  patient  was  admitted.  The 
changes  in  the  lip  progressed  from  cyanosis  and 
edema  to  gray  discoloration  and  slough  (Fig.  2). 
After  two  weeks  of  tube  feeding  because  of  re- 
fusal to  suck,  the  child  was  discharged  on  the 
seventeenth  day.  Scab  separated  by  the  twenty- 
eighth  day,  and  at  two  months  there  was  heal- 
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FIGURE  3.  Case  2.  (A)  Extent  of  hemangioma, 
age  eight  and  a half  years. 

ing  of  the  lip  with  a small  soft  residual  bluish 
swelling  of  0.5-  by  0.5-cm.  diameter  to  the  right 
of  the  scar.  At  age  three  years  the  child  had 
residual  cicatrix  and  slight  deformity  of  the 
right  side  of  the  upper  lip  according  to  the 
answers  given  by  the  family  doctor  to  a follow- 
up circular.  There  was  no  mention  of  the  small 
post- therapy  residual  lesion  noted  previously. 

Comment.  There  was  a relatively  lucky  out- 
come from  an  example  of  a serious  hazard  of 
sclerosing  solution  injections.  In  this  case  the 
solution  probably  entered  or  caused  spasm  of  the 
superior  labial  branch  of  the  facial  artery. 
Despite  the  severe  necrosis  produced,  a small 
lateral  portion  of  the  hemangioma  survived 
treatment  and  trauma  and  apparently  even- 
tually regressed  spontaneously  in  accordance 
with  the  natural  history  of  these  lesions.  The 
residual  iatrogenic  scar  contrasts  markedly  with 
the  probable  excellent  cosmetic  result  had  the 
whole  lesion  been  allowed  to  take  its  natural 
course. 

Case  2.  A white  female  had  extensive 
hemangioma  involving  the  left  forehead,  eye- 
lids, cheek,  side  of  nose  and  upper  lip,  and  right 
forehead  and  upper  eyelid  (Fig.  3A).  In  the 
next  eleven  months  the  patient  received  40 
applications  of  carbon  dioxide  snow  from  6 to  10 
(majority  10)  seconds  duration  each  and  15 
injections  of  a sclerosant  of  from  0.25  to  1 cc. 
each.  At  age  eighteen  months  one  last  injec- 
tion of  0.5  cc.  of  sclerosant  was  given  at  the  right 
side  of  the  nose.  At  this  time  no  “active  disease” 
was  considered  to  be  present.  Photographs  at 
this  stage  show  a white  mottled  color,  thickening 
and  lumpiness  of  the  skin,  and  also  a nasal  de- 
formity which  contrasts  markedly  with  the 
initial  appearance  of  the  nose  (Fig.  3B).  Start- 
ing at  the  age  of  two  years,  nine  months,  this 
child  has  had  six  operations  for  scar  excision 
and  a seventh  procedure  in  which  wire  suspen- 
sion of  the  left  cheek  was  carried  out. 

At  the  age  of  five  years,  nine  months,  a social, 
worker  described  this  child  as  shy  and  fearful  of 
going  out.  When  last  seen  personally  at  the 
age  of  eight  and  a half  years,  her  greeting  at  the 


(B)  Photograph  at  age  eighteen  months.  (C)  Child  at 


outpatient  clinic  was  “I  hate  you,  Doctor” 
(Fig.  3C).  Solemn  and  resentful,  she  stood 
with  head  toward  the  left  to  hide  the  worse- 
appearing side  of  her  face  and  was  obviously  ill 
at  ease  with  the  world. 

Case  3.  A white  female  had  a widespread 
irregular  mottled  lesion  of  the  right  side  of  the 
face  extending  a little  beyond  the  midline  of  lip 
and  nose,  upward  to  the  midline  of  the  fore- 
head and  to  right  parietal  and  temporal  regions, 
and  downward  to  the  lower  border  of  the  man- 
dible. There  was  also  involvement  of  right 
buccal  mucosa,  hard  palate,  and  right  pharyn- 
geal wall  (Fig.  4A).  This  child  was  treated 
with  multiple  injections  of  sclerosing  solutions 
(sodium  morrhuate)  and  carbon  dioxide  applica- 
tions given  between  the  age  of  one  month  and 
sixteen  months,  by  which  time  the  entire  right 
cheek  and  temporal  regions  showed  scarring, 
and  the  skin  was  noted  to  be  flabby  and  re- 
dundant (Fig.  4B) . From  age  twenty  to  twenty- 
two  months,  the  child  had  four  operations  for 
excision  of  hemangiomatous  tissue  of  the  face 
with  primary  closure.  By  age  eight  years  the 
parents  began  to  notice  a personality  change 
which  was  apparently  related  to  scarring  of  her 
face,  and  for  this  reason  it  was  decided  to  begin 
reparative  surgery  (Fig.  4C).  Between  the 
ages  of  fourteen  and  seventeen  years  she  had  ten 
operations  for  plastic  reconstruction  of  the  face 
involving  scar  excisions,  skin  grafting,  and 
reconstruction  of  the  right  eyebrow  and  right 
eyelids.  At  age  sixteen  a social  worker  pointed 
out  that  the  patient’s  lack  of  acceptance  by 
parents,  schools,  and  so  on,  had  created  such  a 
demanding,  anxious  child  that  at  a time  when 
her  physical  deformity  had  been  much  lessened, 
her  emotional  disturbance  still  provoked  rejec- 
tion. 

Case  4.  A Negro  female  was  normal  at 
birth;  at  age  two  weeks  a reddish  area  ap- 
peared on  the  right  side  of  the  face  and  rapidly 
spread  over  the  entire  right  side  of  the  face  with 
involvement  of  eyelids,  nose,  forehead,  and  ear, 
with  associated  swelling  of  the  cheek  extending 
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FIGURE4.  Case3.  (A)  Extent  of  hemangioma.  (B)  Effect  of  treatment,  age  sixteen  months.  (C)  Effects 
of  reparative  surgery,  with  scarring,  at  age  eight  years. 


intraorally  over  the  lower  gum,  hard  palate,  and 
pharynx,  to  tonsillar  fossa  (Fig.  5 A) . The  right 
eye  was  almost  closed.  At  age  eight  months, 
treatment  was  begun  with  multiple  periodic 
applications  of  carbon  dioxide  snow  and  injec- 
tions of  a sclerosing  fluid.  By  age  thirty- two 
months,  a large  lesion  was  still  present  but  was, 
because  of  therapy,  in  most  areas  sclerotic.  Be- 
tween thirty-two  and  forty-five  months  of  age, 
three  operations  were  performed  for  excision  of 
hemangioma  and  scar  tissue  (Fig.  5B).  From 
age  four  and  a half  to  eight  and  a half  years,  six 
further  operations  have  been  performed  for 
plastic  reconstruction  of  the  face  including 
excision  of  scars  and  reconstruction  of  the  right 
cheek  with  a rotation  flap  from  the  right  neck. 
The  social  environment  of  this  patient  contrasts 
strikingly  with  that  of  the  previous  2 cases.  At 
the  age  of  eight  and  a half  she  was  a well-ad- 
justed child  and  happy  at  school.  Investiga- 
tions by  social  workers  revealed  that  acceptance 
of  the  child’s  looks  by  the  mother  had  con- 
vinced the  daughter  that  whereas  half  of  her 
face  was  marred,  the  other  half  was  prettier 
than  that  of  any  other  child. 

Analysis  of  Cases  2,  3,  and  4 

Cases  2,  3,  and  4 are  extreme  examples  of 
large  lesions  in  the  worst  possible  situation 
from  the  standpoint  of  conspicuousness 
and  the  potential  harmful  effects  of  a poor 
cosmetic  result.  Much  is  at  stake  as  is 
illustrated  by  the  ultimate  psychological 
disturbances  in  Cases  2 and  3.  However, 
this  occurred  after  the  age  at  which  spon- 
taneous involution  under  conservative  man- 
agement might  have  solved  the  cosmetic 
problem.  Basic  nonunderstanding  or  non- 
acceptance  of  the  natural  history  of  these 
lesions  is  brought  out  by  the  over-all  vigor 


and  urgency  with  which  treatment  was 
applied.  Yet  none  of  these  lesions  became 
smaller  in  total  peripheral  extent  as  a result 
of  treatment. 

Obliteration  of  the  natural  red  color  of  a 
hemangioma  produced  by  cryotherapy  re- 
sulted, as  always,  in  a whitish  superficial 
scar.  This  is  certainly  a poor  exchange 
merely  for  an  early  color  change.  Sub- 
cutaneous sclerosant  fluid  resulted  in  deeper- 
seated  fibrosis  as  an  inevitable  tissue  reac- 
tion to  the  agent  used.  The  extreme  post- 
therapeutic  scarring  in  these  cases  reflects  the 
size  of  the  lesions  concerned  and  the  quantity 
of  noxious  material  necessary  to  encompass 
them.  Despite  the  unpleasant  appearance 
of  each  lesion  in  the  first  photographs,  one 
observes  that  the  basic  contour  of  the  under- 
lying facial  structure  is  nevertheless  in- 
itially present.  Just  as  the  edema  of  an 
injury  subsides,  revealing  again  the  normal 
morphology  of  the  affected  part,  so  natural 
involution  of  such  hemangiomas  could 
presumably  have  occurred  with  maximum 
preservation  of  normal  features.  Surgical 
revision,  if  necessary,  could  then  have  been 
left  until  at  least  the  age  of  five  years,  the 
time  at  which  natural  regression  ceases. 

Conclusion 

The  chance  for  a satisfactory  natural 
outcome  should  not  be  denied  to  such  cases 
when  the  results  of  accepted  methods  of 
treatment  can  be  so  bad.  We  feel  that  the 
larger  and  more  conspicuous  the  lesion  is, 
the  more  strongly  should  a conservative 
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FIGURE  5.  Case  4.  (A)  Extent  of  hemangioma.  (B) 
five  months. 

attitude  prevail,  in  that  the  greater  the 
amount  of  treatment  given,  the  greater  the 
hazard  of  the  effects  of  the  agents  used. 

These  cases  were  treated  with  diligence, 
vigor,  and  persistence.  They  were  cer- 
tainly not  neglected.  The  ultimate  cos- 
metic results  were  undeniably  poor.  To 
say  the  very  least,  the  results  of  conservative 
management  could  hardly  have  been  worse. 

Summary 

1.  The  classification  of  hemangiomas  is 
discussed  with  particular  reference  to  in- 
fantile hemangiomas  and  their  natural 
history.  Classification  serves  as  a basis  for 
treatment. 

2.  Evidence  supporting  the  concept  of 
conservative  management  of  a spontane- 
ously involuting  type  of  lesion  is  presented. 

3.  Common  methods  of  active  treat- 
ment are  critically  reviewed. 

4.  Four  cases  treated  by  accepted  active 
means,  with  poor  results,  are  presented  and 
their  outcome  discussed  in  relation  to  ther- 
apy. Conservative  management  is  sup- 
ported. It  is  potentially  most  important 
with  regard  to  large  facial  lesions. 


Effects  of  therapy  and  three  operations,  age  forty- 
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Stenosing  Lesion 
of  the  Anorectal  Canal 

A Problem  in 
Differential  Diagnosis 


Case  history 

This  thirty-nine-year-old  Puerto  Rican 
man  was  admitted  because  of  rectal  pain  and 
bleeding  of  one  month  duration.  For 
many  years  the  patient  had  suffered  chronic 
constipation  which  had  become  more  severe 
during  the  three  months  preceding  admis- 
sion. The  rectal  pain  and  bleeding  were 
associated  with  bowel  movements  of  small 
caliber.  The  patient  had  noted  an  asso- 
ciated weight  loss  of  30  pounds  and  anorexia 
during  the  previous  six  months. 

A positive  Wassermann  reaction  had  been 
discovered  in  1946,  and  the  patient  was 
treated  for  latent  syphilis.  He  was  hospital- 
ized in  1954  for  coronary  insufficiency  but 
had  remained  well  between  1954  and  his 
present  admission. 

Examination  disclosed  a well-developed 
but  slender,  hyperexcitable  man  complaining 
of  severe  rectal  pain.  There  was  evidence 
of  recent  weight  loss,  but  examination  was 
otherwise  normal  except  for  a small  left 
inguinal  hernia  and  a hard  constricting  lesion 
of  the  distal  rectum. 

Laboratory  examination  showed  a low 
hemoglobin  of  7.5  Gm.  with  a negative 
Mazzini  test  result  at  this  time.  The  Frei 
test  showed  markedly  positive  results. 


Radiologic  discussion 

Nathaniel  Finby,  M.D.:  Barium  enema 
examination  shows  an  unusual,  narrow, 
elongated  lumen  of  the  rectum  beginning  at 
the  level  of  the  rectosigmoid  junction  and 
extending  distally  to  the  anus  (Fig.  1). 
There  is  a loss  of  normal  mucosal  structure, 
and  the  rigid  margin  of  the  lumen  shows  an 
irregular  lobulated  contour.  There  is  an 
abrupt  shelffike  transition  from  the  roentgen- 
ographically  normal  sigmoid  to  the  rigid 
narrowed  rectum  (Fig.  2).  There  is  neither 
a retrograde  nor  antegrade  obstruction  to 
the  flow  of  barium,  although  the  colon  prox- 
imal to  the  rectal  lesion  appears  slightly 
dilated. 

The  roentgen  differential  diagnosis  in- 
cludes carcinoma,  lymphogranuloma  vene- 
reum, or  an  unusual  villous  adenoma. 

Surgical  discussion 

Harold  A.  Zintel,  M.D.:  Proctoscopic 
examination  revealed  the  lower  irregular 
edge  of  a lesion  which  encircled  the  bowel 
wall  completely.  This  lesion  was  quite  solid 
and  its  surface  was  irregular  and  friable. 
The  lower  edge  of  the  lesion  was  approxi- 
mately 4 cm.  from  the  mucocutaneous  junc- 
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FIGURE  1.  Barium  enema  examination  showing 
irregular  narrowing  of  rectum  with  dilatation  and 
fecal  retention  in  colon  proximal  to  this  area. 


tion  of  the  anus.  Biopsy  of  the  anal  lesion 
was  interpreted  as  a squamous  cell  car- 
cinoma. 

Six  days  later  an  abdominal  perineal  re- 
section was  performed.  On  opening  the 
abdomen,  a mass,  approximately  6 cm.  in 
length,  was  palpated  penetrating  through 
the  anterior  rectal  wall.  This  mass  was 
intimately  adherent  to  the  structures  just 
behind  the  bladder  and  the  prostate. 

A cystoscopic  examination  disclosed  no 
abnormalities,  and  a number  5 ureteral 
catheter  was  inserted  into  each  ureter.  At 
one  time,  the  dissection  entered  the  tumor; 
however,  it  was  not  felt  that  any  gross  tumor 
was  left  behind  at  the  completion  of  the 
operation.  None  of  the  retroperitoneal 
lymph  nodes  appeared  to  be  involved. 

A left  lower  quadrant  colostomy  was 
established.  The  peritoneal  floor  was  closed, 
and  the  remainder  of  the  perineal  wound  was 
packed  with  a Mikulicz  pack  and  gauze. 
The  specimen  which  was  removed  was  a 
52-cm.  segment  of  the  anus,  rectum,  and  a 
small  portion  of  the  sigmoid  colon. 

Pathologic  discussion 

Kendall  Kane,  M.D.:  A 52-cm.  length 
of  sigmoid,  rectum,  and  anus  was  received. 
Figure  3 shows  a circumferential  lesion  10 
cm.  long  which  has  its  lower  margin  at  the 
mucocutaneous  junction.  The  lesion  is  rub- 
bery and  firm  and  up  to  1.8  cm.  thick.  The 


FIGURE  2.  Spot  film  showing  loss  of  normal  muco- 
sal pattern  and  marginal  undulation  in  rigid  nar- 
rowed rectum.  There  is  sharp,  shelflike  transition 
between  normal  sigmoid  and  rectum. 

mucosal  surface  of  the  bowel  in  this  area  is 
raised,  nodular,  and  superficially  eroded, 
and  the  cut  surface  of  the  wall  is  moist, 
homogeneous,  and  pale.  The  lesion  has 
reduced  the  caliber  of  the  rectum,  and  the 
colon  above  it  is  moderately  dilated. 

Microscopically,  the  lesion  is  composed  of 
basophilic  cells  with  a narrow  rim  of  cyto- 
plasm and  large  nuclei  which  are  finely 
stippled.  The  cells  are  fairly  uniform  in  size 
and  arranged  in  round  or  oval  masses  with 
palisade  arrangement  of  cells  at  the  pe- 
riphery (Fig.  4).  There  is  a resemblance  to 
basal  cell  carcinoma  of  the  skin  in  such  areas, 
but  in  a few  areas  the  cells  vary  in  size  and 
are  less  well  differentiated. 

The  tumor  extends  for  a short  distance 
beneath  the  squamous  epithelium  of  the 
anus  but  is  not  in  continuity  with  it.  It 
forms  a free  luminal  surface  only  in  the  area 
just  above  the  mucocutaneous  junction.  It 
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FIGURE  3.  Anusand  mucocutaneous  injection  are 
at  left.  Above  mucocutaneous  junction,  rectal  wall 
is  thickened  by  tumor  (note  cut  surfaces).  M ucosa 
in  this  area  is  thin,  stretched,  and  has  superficial 
erosions.  The  specimen  has  been  laid  open. 


extends  through  all  layers  of  the  wall  in  a few 
places,  and  small  groups  are  found  in  peri- 
vascular lymphatics.  No  mucin  can  be 
demonstrated. 

Comment 

Dr.  Finby:  Most  radiologists  believe  that 
the  rectum  is  best  studied  by  digital  exam- 
ination and  proctoscopy  rather  than  contrast 
radiography.  The  presence  of  catheters,  oc- 
clusion devices,  and  the  nature  of  the  ex- 
amination interferes  with  the  demonstration 
of  small  lesions  on  routine  barium  enema 
examinations.  Thus  it  is  well  to  remind  all 
physicians  that  the  barium  enema  examina- 
tion must  be  supplemented  by  digital  and 
proctoscopic  study  for  complete  diagnostic 
evaluation. 

The  presence  of  a stenosing  lesion  of  the 
rectum  poses  a different  problem  since  the 
proximal  portion  of  the  diseased  rectum  may 
not  be  seen  or  palpated  satisfactorily  because 
of  the  nature  of  the  disease.  The  rigid, 
narrow  colon  often  seen  with  lymphogran- 
uloma venereum,  ulcerative  colitis,  cancer, 
or  perirectal  infectious  disease  warrants 
careful  study  by  the  radiologist.  In  recent 
years,  special  roentgenographic  technics  for 
study  of  the  rectum  have  proved  of  value  in 
special  instances. 1 

Lymphogranuloma  venereum  character- 
istically produces  an  anorectal  stricture,  al- 
though the  disease  may  be  present  for  many 
years  as  proctocolitis  without  stricture.  It 
is  well  to  remember  that  the  entire  colon 
may  be  affected  with  strictures  at  various 


FIGURE  4.  There  are  masses  of  cells  of  uniform 
appearance  with  peripheral  cells  palisaded. 


levels  proximal  to  the  rectum.2  In  almost 
all  instances,  however,  there  is  a definite 
rectal  stricture.  The  roentgen  appearance 
may  show  a smooth,  rigid  narrowing  of  the 
rectum,  but  pararectal  inflammatory  disease 
with  sinus  tracts,  abscesses,  diverticula,  and 
fistulas  are  frequently  present. 3 

The  usual  appearance  is  a tubular  narrow- 
ing involving  the  entire  rectum  and  oc- 
casionally extending  into  the  sigmoid.  The 
narrowing  may  be  severe,  producing  a rectal 
“string”  sign.  Associated  inflammatory  dis- 
ease can  sometimes  produce  a beaded  or 
wavy  appearance  somewhat  similar  to  the 
appearance  in  Figures  3 and  4. 

Even  though  the  colon  proximal  to  the 
rectosigmoid  diseased  area  may  be  involved, 
complete  filling  of  the  colon  during  a barium 
enema  should  not  be  attempted  in  the  pres- 
ence of  severe  narrowing  and  obstruction. 

The  differential  diagnosis  of  rectal  stric- 
ture includes  ulcerative  colitis,  infection 
(such  as,  syphilis,  tuberculosis,  amebiasis, 
and  actinomycosis)2-3  and,  as  shown  in  the 
present  patient,  anorectal  cancer.  Occa- 
sionally, a very  large  villous  adenoma  of  the 
rectum  may  present  a bizarre  appearance 
and  even  simulate  a rectal  stricture.  Cancer 
of  the  rectum  is  usually  brought  to  examina- 
tion before  the  lesion  has  reached  this  enor- 
mous size.  The  rigidity  of  the  rectal  wall, 
loss  of  normal  mucosal  pattern,  and  narrow- 
ing of  the  rectum  are  usually  the  signs  of 
advanced  malignant  change  and  cannot 
be  differentiated  easily  from  the  changes 
of  lymphogranuloma  venereum  without 
clinical  and  histologic  aid. 

It  is  worthy  of  note  that  cancer  and 
lymphogranuloma  venereum  frequently  co- 
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exist,4  and  Wright5  points  out  that  “the 
presence  of  lymphogranuloma  venereum 
should  make  every  doctor  immediately 
study  the  patient  minutely  to  determine  the 
stage  of  the  disease  and  also  to  determine 
the  presence  of  coexisting  cancer.” 

Charles  F.  Begg,  M.D.:  The  history  of 
venereal  disease,  especially  the  positive 
Frei  test  reaction,  suggested  the  possibility 
of  lymphopathia  venereum  as  the  cause  of 
this  rectal  narrowing.  Roentgen  examina- 
tion also  suggested  this  diagnosis,  but  the 
diagnosis  could  not  be  certain  because,  as 
mentioned  previously,  carcinoma  may  create 
a similar  roentgenologic  appearance.  Ex- 
amination of  tissue  from  the  lesion  thus  re- 
mains as  the  only  certain  way  of  establishing 
a diagnosis.  Had  the  final  pathologic  con- 
dition revealed  a squamous  carcinoma,  we 
still  might  have  considered  the  possibility 
of  lymphogranuloma  as  the  predisposing 
disease  because  squamous  carcinoma  is 
known  to  occur  in  strictures  of  such  origin. 
However,  the  histology  is  that  of  basaloid 
carcinoma,  a lesion  not  known  to  occur 
in  lymphogranuloma  inguinale  strictures. 
Furthermore,  in  the  resected  specimen,  there 
was  no  histologic  evidence  of  lymphogran- 
uloma inguinale. 

The  histology  and  location  of  the  lesion 
are  characteristic  of  what  has  been  described 
under  various  names:  basaloid  carcinoma, 
carcinoma  of  anal  duct  origin,  or  transitional 
cloacogenic  carcinoma.6-7  These  tumors 
originate  in  a narrow  zone  of  transitional 
epithelium  just  above  the  mucocutaneous 
junction  from  anal  ducts  and  usually 
appear  as  an  undermining,  constricting 
lesion  just  above  the  pectinate  line  with 
the  rectal  mucosa  smoothly  stretched  over 


the  surface  or  superficially  eroded.  This 
gross  appearance  is  different  from  the  usual 
rectal  adenocarcinoma  with  its  raised,  firm 
borders  and  central  ulceration.  In  contrast 
to  squamous  carcinomas  of  the  anus  which 
tend  to  extend  laterally  in  the  perineal  area, 
these  tumors  usually  extend  upward  be- 
neath the  rectal  mucosa,  although  they  may 
also  grow  under  the  anal  epithelium  for  a 
short  distance. 

The  histology  of  the  lesion  is  distinctive. 
The  cells  have  the  character  of  transitional 
epithelium,  although  there  are  occasionally 
areas  of  squamous  differentiation.  The 
resemblance  to  basal  cell  carcinoma  of  the 
skin  is  striking,  but  the  behavior  is  more 
aggressive. 

The  prognosis  is  better  than  for  squamous 
carcinoma  of  the  anus,  with  twice  as  many 
survivors  free  of  disease  after  a five-year 
period  according  to  the  series  from  Memorial 
Hospital  in  New  York.7  The  usual  treat- 
ment is  abdominoperineal  resection,  al- 
though inguinal  node  resection  is  to  be  con- 
sidered in  some  cases. 
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Methoxaminefor 
Supraventricular  Tachycardia 


P AROXYSMAL  SUPRAVENTRICULAR  TACHY- 
cardia  in  conscious  patients  can  be  termi- 
nated by  the  intravenous  administration  of 
the  peripherally  acting  vasoconstrictor  meth- 
oxamine  hydrochloride  ( Vasoxyl) . 1 ~ 3 The 
present  case  report  illustrates  similar  man- 
agement of  this  arrhythmia  during  general 
anesthesia. 

Case  report 

A sixty-five-year-old  male  was  admitted  to 
the  hospital  with  a chronic  cough  of  many  years 
duration,  a five- week  history  of  headache,  and  a 
weight  loss  of  15  pounds.  He  smoked  two 
packs  of  cigarets  daily.  Physical  examination 
showed  a well-developed  patient  in  good  general 
health  with  a systolic  blood  pressure  of  120  mm. 
Hg  and  a diastolic  of  70,  pulse  rate  80,  and  re- 
spiratory rate  16  per  minute.  His  chest  was 
clear  to  percussion  and  auscultation  except  for 
some  wheezing  in  the  left  apex.  The  electro- 
cardiogram was  interpreted  as  regular  sinus 
rhythm  with  left  axis  deviation  and  low  voltage 
in  extremity  leads.  An  x-ray  film  of  the  chest 
revealed  in  the  upper  lobe  of  the  left  lung  a large 
infiltrating  lesion  whose  appearance  was  strongly 
suggestive  of  bronchogenic  carcinoma  with 
central  necrosis.  Laboratory  findings  were  all 
within  normal  limits,  and  bronchoscopy  findings 

Presented  and  discussed  at  a conference  held  at  Columbia 
Presbyterian  Medical  Center,  New  York  City,  March  2, 1964. 
Clinical  Anesthesia  Conferences  are  held  on  the  first  Monday 
of  each  month. 


were  reported  as  negative.  Exploratory  tho- 
racotomy for  pneumonectomy  was  planned. 

Secobarbital  50  mg.,  meperidine  50  mg.,  and 
atropine  0.4  mg.  were  administered  intra- 
muscularly sixty  minutes  prior  to  the  scheduled 
time  of  operation.  On  arrival  in  the  operating 
room  the  patient  had  a blood  pressure  of  100 
mm.  Hg  systolic  and  60  mm.  Hg  diastolic,  pulse 
rate  70,  and  respiratory  rate  16.  An  electro- 
cardiographic monitor  was  attached.  Anes- 
thesia was  induced  with  thiopental  sodium  2.5 
per  cent  intravenously  and  succinylcholine  40 
mg.  to  facilitate  intubation  of  the  trachea. 
Thereafter,  anesthesia  was  maintained  with 
nitrous  oxide  and  oxygen  at  flow  rates  of  3 L. 
and  1 L.  per  minute  respectively,  with  inter- 
mittent injections  of  thiopental  sodium,  meperi- 
dine, and  d-tubocurarine  as  required.  For  two 
and  one-half  hours  the  blood  pressure  was 
stable  at  about  110  mm.  Hg  systolic  and  60  mm. 
Hg  diastolic,  with  a pulse  rate  of  80.  Respira- 
tion was  controlled  by  rhythmic  manual  com- 
pression of  the  breathing  bag.  By  this  time 
cumulative  drug  dosages  were  510  mg.  of  thio- 
pental sodium,  60  mg.  of  meperidine,  and  30  mg. 
of  d-tubocurarine.  The  surgeons  had  ligated 
the  pulmonary  artery  and  were  dissecting  the 
other  hilar  structures  when  the  pulse  rate  rose 
sharply  to  160  per  minute,  and  the  blood  pres- 
sure fell  to  70  mm.  Hg  systolic  and  50  mm.  Hg 
diastolic.  The  electrocardiographic  monitor 
revealed  a supraventricular  tachycardia.  The 
operation  was  interrupted  and  vigorous  hyper- 
ventilation instituted  with  no  apparent  influence 
on  either  the  tachycardia  or  the  arterial  pres- 
sure. Methoxamine  hydrochloride  5 mg.  intra- 
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venously  had  no  effect,  but  a second  dose  of  5 
mg.  five  minutes  later  restored  the  blood  pres- 
sure to  120  mm.  Hg  systolic  and  80  mm.  Hg 
diastolic,  while  the  pulse  rate  fell  to  80  with 
normal  sinus  rhythm  observed  in  the  electro- 
cardiographic monitor.  The  operation  was 
resumed  and  completed  uneventfully. 

Comment 

The  incidence  of  cardiac  arrhythmias 
during  anesthesia  has  been  reduced  greatly 
by  the  simple  device  of  maintaining  adequate 
pulmonary  ventilation.  Yet  irregularities 
of  rhythm  are  not  infrequently  encountered 
in  thoracic  surgery,  especially  during  manip- 
ulation of  the  hilus  of  the  lung.  If  the  na- 
ture of  the  arrhythmia  is  such  that  it  inter- 
feres with  diastolic  filling  and/or  the  force 
of  systolic  ejection,  cardiac  output  and 
arterial  blood  pressure  will  both  fall,  as  in  the 
present  case.  Paroxysmal  supraventricular 
tachycardias  have  been  treated  by  methods 
which  involve  mechanical  stimulation  of 
vagal  reflexes,  for  example,  carotid  sinus  or 
eyeball  pressure,  or  by  means  of  drugs, 
such  as  cardiac  glycosides,  quinidine,  pro- 
caine amide,  neostigmine,  or  methoxamine 
hydrochloride. 

The  last-named  drug  seems  peculiarly  ap- 
propriate when  the  supraventricular  tachy- 
cardia is  associated  with  hypotension: 
Methoxamine  hydrochloride  is  a vasopressor 
agent  whose  action  results  almost  exclusively 
from  an  increase  in  peripheral  resistance  with- 


out a concomitant  positive  inotropic  action 
on  the  myocardium.  The  rise  in  blood  pres- 
sure is  usually  accompanied  by  a reflex  slow- 
ing of  the  pulse  rate,  mediated  via  afferent 
pathways  from  baroreceptors  in  the  carotid 
sinus  and  aortic  arch.  The  vagus  nerve  is 
the  efferent  limb,  as  indicated  by  the  aboli- 
tion of  the  bradycardia  when  atropine  is 
administered  in  vagal  blocking  dosage. 
Other  peripherally  acting  vasopressors,  such 
as  phenylephrine  (Neo-Synephrine)  and 
perhaps  norepinephrine  (Levophed)  should 
be  similarly  effective  for  the  termination  of 
supraventricular  tachycardia. 

On  the  other  hand,  paroxysmal  tachy- 
cardia of  ventricular  origin  is  not  ordinarily 
amenable  to  attempts  to  achieve  vasopressor- 
induced  reflex  cardiac  slowing,  requiring  in- 
stead the  use  of  some  of  the  other  drugs 
listed,  which  act  directly  on  the  heart. 
Consequently,  precise  identification  of  the 
arrhythmia  by  means  of  the  electrocardio- 
graph is  required  for  proper  therapy. 
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|t  has  been  the  general  impression  that 
etiologic  factors  of  congenital  anomalies 
were  divided  approximately  equally  between 
faulty  germ  plasm  and  environmental  factors. 

The  Central  New  York  Maternal  and 
Perinatal  Mortality  Study  has  been  survey- 
ing perinatal  deaths  in  Cayuga,  Cortland, 
Hamilton,  Herkimer,  Madison,  Oneida,  and 
Onondaga  counties  for  the  past  three  years. 
Reports  on  perinatal  mortalities  were  pre- 
pared by  hospital  perinatal  mortality  com- 
mittees and  submitted  to  the  study  group 
for  analysis.  Cases  studied  consisted  of 
fetal  deaths  and  early  neonatal  deaths, 
from  birth  to  the  seventh  day  of  life. 

Seventy- two  perinatal  mortalities,  in- 
cluding three  sets  of  twins,  involving  con- 
genital malformations  were  analyzed  and 
catalogued  according  to  the  Potter  classi- 
fication of  causes  of  fetal  and  neonatal 
deaths. 

Potter’s1  classification  of  malformations 
is  subdivided  into  11  subgroupings,  namely, 
brain  and  spinal  cord;  heart  and  blood 
vessels;  lungs  and  trachea;  stomach  and 
intestine,  including  tracheo-esophageal  fistu- 
las; kidneys,  bladder,  and  organs  of  re- 
production; skeleton;  skin  and  muscle; 

* Obstetrical  Director,  Central  New  York  Maternal  and 
Perinatal  Mortality  Study. 


tumors;  inborn  errors  of  metabolism;  more 
than  one  potentially  lethal  malformation; 
and  a subclassification  which  is  headed 
“other.” 

The  results  of  our  analyses  of  perinatal 
deaths  are  shown  in  Table  I.  We  en- 
deavored from  the  data  available  in  the  case 
reports  to  ascertain  the  etiologic  factors  in- 
volved in  the  anomalies.  In  our  judgment, 
67  cases  (93.3  per  cent)  were  due  to  faulty 
germ  plasm,  2 cases  (2.7  per  cent)  were  due 
to  environmental  factors,  and  in  3 cases  (4 
per  cent)  we  did  not  feel  there  were  sufficient 
data  available  to  justify  an  attempt  at 
etiologic  classification. 

We  were  surprised  at  the  small  number  of 
malformations  which  were  classifiable  as 
anomalies  due  to  environmental  factors. 
It  would  seem  that  the  impression  that 
approximately  50  per  cent  of  anomalies 
were  due  to  faulty  germ  plasm  factors  and 
50  per  cent  to  environmental  factors  may  be 
erroneous.  It  is  more  probable,  however, 
that  additional  malformations  might  have 
been  ascribed  to  environmental  factors  if 
more  details  had  been  known  about  the 
pregnancies.  Very  few  of  the  reports  con- 
tained specific  details  concerning  the  early 
months  of  pregnancy. 

In  commenting  on  the  etiologic  factors 
of  congenital  malformations,  Neel2  has 
estimated  that  genetic  factors  are  entirely 
or  largely  responsible  for  not  more  than  20 
per  cent  of  all  malformations,  chromosomal 
aberrations  for  not  more  than  10  per  cent, 
and  viral  infections  for  another  10  per  cent 
or  less,  leaving  more  than  60  per  cent  pre- 
sumed to  be  attributable  to  some  other  cause. 

We  are  presenting  case  reports  of  the 
perinatal  deaths  which  were  classified  as 
due  to  environmental  factor  and  those 
we  were  unable  to  classify  etiologically. 

The  following  is  a summary  of  cases  in 
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TABLE  I.  Results  of  analyses  of  perinatal  deaths 


Factors 

Environ- 

ment 

Conditions 

Germ 

Plasm 

Undeter- 

mined 

Anomalies  of  brain  and  spinal  cord 
(10) 

No  associated  complications 

20 

Associated  complications 
Prematurity 

10 

1 

Prematurity  and 
hypertension 

1 

Prematurity  and  toxemia 

1 

Prematurity  and  placental 
pathology 

4 

Cord  pathology 
Cord  compression 
Maternal  hypertension 
Difficulty  in  delivering  after- 
coming head 

1 

1 

2 

1 

Maternal  diabetes 

1 

Anomalies  of  heart  and  blood 
vessels  (11) 

No  associated  complications 

5 

1 

Associated  complications 
Prematurity 

1 

Prematurity  and  placental 
pathologic  conditions 

1 

Prematurity  and  diabetes 

1 

Maternal  epilepsy 

1 

Possible  Rh  incompatibility 

1 

Cord  and  placental 

pathologic  conditions  plus 
maternal  urinary  infection 

1 

Anomalies  of  lung  and  trachea 
(12) 

No  associated  complications 

1 

Anomalies  of  kidneys,  bladder, 
and  organs  of  reproduction 
(14) 

Associated  complications 
Prematurity 

1 

Prematurity  and  maternal 
hypothyroidism 

1 

Anomalies  of  skin  and  muscles 
(16) 

Associated  pathologic  condi- 
tions 

Prematurity 

1 

Anomalies  associated  with  inborn 
errors  of  metabolism  (18) 
Associated  complications 

1 

More  than  one  potentially 
lethal  anomaly  (19) 

No  associated  complications 

3 

Associated  complications 
Prematurity 

3 

Prematurity  and  multiple 
pregnancy 

1 

Prematurity  and  placental 
pathologic  conditions 

1 

Maternal  syphilis 

1 

Preeclampsia 

1 

Incompetent  cervix 

1 

Anomalies  (other)  (1  — X) 
No  associated  pathologic 
conditions  (mongoloid) 

1 

Totals 

67 

2 

3 

which  the  anomaly  was  classified  as  having 
environmental  etiologic  factors. 

Case  reports 

Case  1 . The  mother  was  a twenty-three-year- 
old  gravida  2 whose  first  pregnancy  was  compli- 
cated by  albuminuria  and  terminated  with  the 
delivery  of  a 3-pound,  12-ounce  premature  infant 


which  survived.  She  started  prenatal  care  in 
the  present  pregnancy  in  the  ninth  week.  She 
again  had  albuminuria  throughout  and  was  re- 
ported to  have  been  anemic.  Pyuria  developed 
in  the  seventh  month.  Intrauterine  death  oc- 
curred approximately  at  the  thirty-fifth  week, 
and  a stillborn  infant  weighing  1,645  Gm.  was 
delivered  spontaneously  at  the  thirty-seventh 
week.  Examination  of  the  placenta  revealed 
numerous  areas  of  infarction  on  the  surface. 
The  cord  was  unusually  short,  8 inches,  and 
showed  evidence  of  degeneration. 

Autopsy  summary.  The  heart  was  in  normal 
position,  and  the  great  vessels  were  normal. 
There  was  an  interventricular  septal  defect  high 
on  the  septum  which  measured  3 mm.  in  its 
greatest  diameter.  There  were  no  other  ab- 
normalities. The  pathologist’s  summary  of  the 
basic  cause  of  death  was  undetermined  etiologic 
factors,  possibly  secondary  to  myocardial  mal- 
function from  a moderately  large  interventricu- 
lar septal  defect. 

Comment.  There  is  a possibility  that  the 
albuminuria  in  the  first  trimester  was  on  an  in- 
fectious basis  which,  in  combination  with  ma- 
ternal anemia,  produced  sufficient  anoxia  to 
interfere  with  normal  first  trimester  physiology. 

Case  2.  A twenty -nine-year-old  gravida  4 
had  three  living  children.  No  specific  prenatal 
complications  were  recorded  until  hydramnios 
occurred.  Diuretics  were  administered  at  an 
unspecified  time  during  the  pregnancy.  Intrau- 
terine death  occurred,  and  the  patient  was  ad- 
mitted at  the  twenty-eighth  week  for  induction  of 
labor.  Induction  by  artificial  rupture  of  the 
membranes  was  successful,  and  eventually  the 
fetus,  which  presented  as  a breech,  was  delivered 
spontaneously.  The  fetus,  which  weighed  1,850 
Gm. , was  macerated.  There  was  definite  clinical 
evidence  of  hydrocephalus.  Examination  of  the 
placenta  showed  enlargement  and  edema.  A 
microscopic  examination  revealed  evidence  of 
immaturity  with  the  presence  of  Hofbauer  cells. 
There  was  also  evidence  of  calcification. 

Autopsy  findings.  A macerated  twenty-eight- 
week  fetus  was  found  which  was  decapitated. 
The  pathologist  reported  that  an  examination  of 
the  tissues  of  this  macerated,  premature  female 
stillborn  showed  extensive  postmortem  changes 
which  appeared  somewhat  more  advanced  than 
should  be  expected  three  to  four  days  after 
death.  No  specific  diagnostic  patterns  could  be 
identified. 

Comment.  We  classified  this  stillbirth  as  a 
possible  lethal  anomaly  of  environmental  origin 
on  the  basis  of  some  unrecorded  or  unrecognized 
environmental  factor.  We  feel,  however,  that 
the  classification  was  controversial. 

The  following  cases  were  perinatal  deaths 
due  to  congenital  anomalies  which  were 
unclassifiable  on  an  etiologic  basis. 

Case  3.  A twenty-six-year-old  patient  with 
three  living  normal  children  was  admitted  at 
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term  in  active  labor.  There  was  no  record  of 
any  abnormalities  during  the  present  pregnancy. 
A 3,529-Gm.  infant  was  delivered  spontaneously 
under  general  anesthetic  in  poor  condition  due  to 
a clinically  diagnosed  knot  in  the  cord.  On  ad- 
mission to  the  nursery,  the  infant  had  shallow 
respirations  and  cyanosis.  The  infant  was  seen 
by  a pediatric  consultant  who  discovered  a 
cardiac  murmur  and  made  a diagnosis  of  heart 
disease  with  congestive  failure.  Nursery  man- 
agement consisted  of  oxygen  administration, 
multiple  antibiotics,  nikethamide  (Coramine), 
and  digoxin  (Lanoxin).  A bedside  x-ray  film 
showed  massive  enlargement  of  the  heart  with 
both  lungs  expanded  and  aerated.  The  x-ray 
diagnosis  was  probable  congenital  heart  disease. 
Despite  treatment,  there  were  increased  episodes 
of  cyanosis,  and  the  infant  expired  on  the  second 
day. 

Autopsy  findings.  The  autopsy  report  of 
cardiovascular  defect  was  anomalous  insertion  of 
left  pulmonary  artery  into  the  aorta  rather  than 
from  the  main  pulmonary  artery;  recent  myo- 
cardial failure  with  passive  congestion  of  liver, 
spleen,  lungs,  and  kidney;  and  cardiac  hyper- 
trophy, secondary  to  anomalous  insertion  of  left 
pulmonary  artery  into  the  aorta. 

According  to  the  pathologist,  death  was 
caused  predominantly  by  myocardial  failure  and 
anoxia,  secondary  to  a malformation  of  the  pul- 
monary artery  tree  with  incomplete  separation 
of  the  blood,  since  only  one  lung  was  being  aer- 
ated properly  by  means  of  the  pulmonary  artery. 

Comment.  Data  concerning  early  pregnancy 
seemed  insufficient  for  us  to  determine  if  en- 
vironmental factors  could  have  been  con- 
tributory to  the  lethal  anomaly. 

Case  4.  The  mother  was  a twenty- three- 
year-old  primipara  with  a noncontributory  past 
history.  She  was  first  seen  at  the  ninth  week  of 
pregnancy.  There  was  a small  amount  of  vagi- 
nal spotting  during  the  second  month.  The 
patient  became  ill  with  influenza  during  the 
third  month.  She  had  intermittent  cramps  and 
vaginal  bleeding  throughout  the  entire  preg- 
nancy. Labor  started  spontaneously  at  the 
thirty-fourth  week.  The  patient  was  delivered 
of  a fetus  which  presented  as  a breech  with  the 
aid  of  Piper  forceps  to  the  aftercoming  head. 
Anesthesia  consisted  of  trichloroethylene  (Tri- 
lene)  and  pudendal  block.  A 1,985-Gm.  female 
infant  with  a massive  omphalocele  was  delivered 
in  good  condition.  The  baby  was  transferred  to 
the  premature  nursery  under  the  care  of  a pedia- 
trician. Surgical  consultation  was  obtained 
promptly,  and  it  was  the  consensus  that  con- 
servative management  should  be  employed. 
The  infant’s  temperature  during  the  first 
twenty-four  hours  ranged  between  97  and  100.8 
F.  Definitive  and  supportive  medical  and 
nursery  management  were  adequate.  Evidence 
of  sepsis  was  noted,  and  the  temperature 
on  the  second  day  ranged  between  99.4  and 
100.8  F.  Convulsions  developed  late  on  the  first 
day.  Despite  treatment,  the  infant’s  condition 
deteriorated,  and  death  occurred  twenty-nine 
hours  after  delivery. 


TABLE  II.  Perinatal  deaths 


Type 

Number 

Per  Cent 

Stillborn 

31 

43.1 

Neonatal 

41 

56.9 

Totals 

72 

100.0 

Autopsy  findings.  There  was  deficient  pul- 
monary ventilation  due  to  small  focal  areas  of 
atelectasis.  In  the  anomaly  the  anterior  ab- 
dominal wall  exhibited  a large  defect  extending 
from  above  the  symphysis  pubis  to  1 cm.  below 
the  xiphoid  process.  Eventration  of  dilated 
loops  of  bowel  and  a large  dilated  stomach  were 
present.  The  peritoneal  cavity  communicated 
with  the  exterior  through  a large  defect.  The 
stomach  and  loops  of  the  bowel  were  markedly 
discolored  and  were  covered  with  a thick 
exudate  of  yellowish-gray  material. 

Final  autopsy  diagnosis.  The  final  autopsy 
findings  were  omphalocele,  general  peritonitis, 
prematurity,  and  focal  pulmonary  atelectasis. 

Comment.  The  history  of  vaginal  spotting 
during  the  second  month  and  the  occurrence  of 
“flu”  during  the  third  month  suggest  a possi- 
bility that  the  anomaly  was  due  to  environ- 
mental factors.  We  did  not  feel  justified  in 
classifying  the  anomaly  as  definitely  due  to 
environmental  factors  because  it  has  not  yet 
been  established  conclusively  that  the  influenzal 
virus  can  cause  malformations. 

Case  5.  A thirty-one-year  old  multipara  with 
two  living  children  was  known  to  have  diabetes 
mellitus.  The  patient  was  first  seen  at  the  be- 
ginning of  the  second  trimester,  and  subse- 
quently the  prenatal  period  was  uncomplicated. 
The  patient  was  admitted  at  the  thirty-sixth 
week  of  gestation  and  delivered  by  repeat  ce- 
sarean section  under  spinal  anesthesia.  A 
1,957-Gm.  infant  was  delivered  in  poor  condition 
with  an  obvious  anomaly  of  the  cranium.  A 
pediatrician  was  present,  and  the  infant  was 
transferred  to  the  premature  nursery  with  a 
diagnosis  of  anencephalus.  Oxygen  was  ad- 
ministered, but  vital  functions  ceased  one  hour 
after  delivery.  There  was  no  autopsy.  The 
final  diagnosis  was  monstrosity  (anencephalus) 
and  prematurity. 

Comment.  It  could  be  conjectured  that  the 
maternal  diabetes  might  have  been  contributory 
in  some  manner  to  the  lethal  anomaly.  Details 
of  the  status  of  the  diabetes  during  the  first  tri- 
mester were  unavailable,  and  we  felt  that  there 
were  insufficient  data  to  attempt  a differentia- 
tion between  germ  plasm  and  an  environmental 
cause  of  the  anomaly. 

Additional  statistical  data  on  the  perinatal 
deaths  due  to  congenital  malformations  are 
shown  in  Tables  II,  III,  and  IV.  Table  II 
shows  the  number  of  stillbirths  and  the 
number  of  neonatal  deaths.  Table  III  is  a 
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TABLE  III.  Perinatal  deaths 


TABLE  IV.  Perinatal  deaths 


Weight  (Gm.) 

Number 

Per  Cent 

501  to  2,500 

41 

56.9 

2,500  to  5,000 

31 

43.1 

72 

100.0 

breakdown  according  to  weight.  Table  IV 
gives  the  number  of  autopsy  diagnoses  and 
the  number  of  deaths  in  which  the  diagnosis 
was  based  on  clinical  evidence.  Confirmed 
clinical  diagnosis  refers  to  cases  in  which  the 
diagnosis  was  obvious.  Unconfirmed  clini- 
cal diagnosis  refers  to  cases  in  which  we 
felt  the  diagnosis  might  possibly  have  been 
pathologically  inaccurate. 

Comment 

It  has  been  estimated  by  Potter3  that 
there  is  an  annual  loss  of  30,000  fives  in  the 
United  States  due  to  congenital  malforma- 
tions. The  estimate  is  based  on  statistics 
from  the  National  Office  of  Vital  Statistics 
and  the  Chicago  Lying-In  Hospital. 

There  were  4,203,812  five  births  in  the 
United  States  in  1958  of  which  8,990  died  of 
malformations  in  the  first  two  weeks  of  life. 
In  1958, 12,798  deaths  due  to  anomalies  oc- 
curred after  the  first  two  weeks  of  fife.  Potter 
estimates  that  there  were  5,158  stillbirths 
due  to  congenital  malformations.  Hyda- 
tidiform  moles  were  also  included  in  the 
estimate.  However,  abortions  associated 
with  malformations  were  not  included  in 
the  estimate. 

McIntosh, 4 in  discussing  causative  factors 
of  congenital  anomalies,  states,  “three 
types  of  causes  may  operate,  singly  or  in 
conjunction,  to  produce  congenital  malfor- 
mations. The  first  is  altered  genes,  the 
second  is  modifications  of  chromosomal 
structure,  and  the  third  is  circumstances  of 
uterine  environment.” 

The  relationship  of  congenital  malforma- 
tions to  changes  in  chromosome  structure 
has  been  explored  only  in  comparatively 
recent  times  and  is  still  to  a large  extent 
under  investigation.  In  three  clinically 
well-defined  syndromes — mongolism,  Tur- 
ner’s syndrome,  and  Klinefelter’s  syndrome 
— the  relationship  is  now  well  established. 

The  early  environmental  factors  Mc- 


Type of  Diagnosis 

Number 

Per  Cent 

Autopsy 

31 

43.1 

Confirmed  clinical 

37 

51.4 

Unconfirmed  clinical 

4 

5.5 

72 

100.0 

Intosh  fists  are  exposure  to  x-ray,  radium, 
and  other  short-wave  irradiation;  infections 
experienced  by  the  mother  during  the  first 
three  months  of  her  pregnancy;  vagaries 
of  the  mother’s  diet,  illness  other  than  in- 
fection, and  additional  episodes  and  aspects 
of  her  fife  in  the  early  stages  of  pregnancy; 
drug  administration  in  early  pregnancy; 
numerous  and  well-established  substantiated 
instances  now  known  of  clitoral  enlarge- 
ment in  girls  caused  by  administration  of 
progesterone-like  substances  to  the  mother. 

Greenhill,5  in  an  editorial  comment  states: 

Pseudohermaphroditism,  unassociated  with 
adrenal  hyperplasia,  has  been  observed  in 
female  infants  of  mothers  receiving  various 
steroids,  17-ethinyltestosterone  and  17-meth- 
yltestosterone,  during  pregnancy.  However, 
masculinization  is  only  occasionally  observed 
in  female  infants  whose  mothers  are  so  treated. 
The  explanation  for  its  occurrence  in  some  fe- 
male infants  but  not  in  others  whose  mothers 
received  steroids  is  not  apparent. 

Rhodes,6  in  writing  on  the  causative 
effects  of  viruses  in  reference  to  malforma- 
tions, states: 

The  original  Australian  observation  that  ru- 
bella in  the  first  three  months  of  pregnancy  is 
often  followed  by  birth  defects  in  the  baby  has 
been  abundantly  confirmed.  No  other  virus 
has  been  shown  to  exert  the  same  effect.  In 
any  event,  there  is  room  for  much  further 
study  on  the  part  played  by  viruses  in  the 
causation  of  birth  defects.  Quite  possibly, 
other  known  viruses  and  viruses  as  yet  undis- 
covered, when  affecting  the  mother  in  early 
pregnancy,  may  cross  the  placenta  and  cause 
birth  defects,  as  does  rubella  virus. 

Sabin,7  in  discussing  possible  etiologic 
relationship  of  poliomyelitis  to  birth  de- 
fects states: 

Studies  showed  that  there  was  no  evidence  of 
an  increase  in  congenital  defects,  although  the 
physiologic  disturbances  in  paralyzed  mothers 
may  contribute  to  an  excess  of  fetal  deaths 
during  the  first  six  months  of  pregnancy. 
Only  rarely  have  mothers,  paralyzed  during 
the  last  trimester  of  pregnancy,  transmitted 
the  disease  in  the  utero.  On  the  basis  of  these 
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Date 

6TH  WEEK  OF  PREGNANCY  Mon.  Toes.  Wed.  Thors.  Fri.  Sat.  Son. 


No  Signs  or  Symptoms  (check) 

Nausea  (No)  (Yes -mild,  moderate,  severe) 

Vomiting  (No)  (Yes* mild,  moderate,  severe) 

Heavy  Vaginal  Discharge  (No-Yes) 

Vaginal  Bleeding  (Spotting,  moderate,  severe) 

Number  of  cigarettes  smoked 

Number  of  Alcoholic  Drinks  (Note  kind) 

Diet  (Normal* Special)  note  kind  - ^d“cin9'  sa,t  fr#e' 

high  protein,  etc. 

Medication  (Aspirin,  Bisodol,  etc.)  Note  kind  & No.  taken 

Seen  by  doctor  (check) 

In  space  below  note  any  illness  you  may  have  (cold,  virus,  diarrhea,  etc.)  — Any  illness  in  your  immediate  family.  Any  emotional  experience, 
unusual  physical  activity,  travel,  etc.  How  you  feel  generally  each  day.  Any  other  information  you  might  wish  to  record.  Day  to  day  happenings. 


Monday 

Tuesday 

Wednesday 

Thursday 

Friday 

Saturday 

Sunday 


FIGURE  1.  Reproduction  of  page  from  pregnancy  diary. 


experiences  with  the  virulent  polio-viruses, 
there  was  no  reason  for  expecting  any  increase 
in  congenital  defects  from  the  administration 
of  the  attenuated  live  oral  polio-virus  vac- 
cines and  none  has  been  found. 

McIntosh,  in  referring  to  late  environ- 
mental defects  states:  “Malformations  and 
apparent  malformations  can  be  caused  by 
the  infants  remaining  in  a cramped  position 
during  the  final  weeks  of  intrauterine  life.” 
Potter, 1 in  discussing  birth  defects  in 
twin  pregnancies,  estimates  the  incidence  of 
fatal  anomalies  is  approximately  twice  that 
found  in  single  pregnancies.  She  further 
states  a twin  has  a greater  chance  of  dying 
before  birth  because  of  defective  develop- 
ment in  the  uterus.  This  is  especially  true 
when  both  twins  come  from  one  egg. 
When  everything  is  normal,  development 
of  the  two  is  ordinarily  identical,  but  oc- 
casionally the  part  of  the  placenta  belong- 
ing to  one  twin  develops  poorly.  That 
twin  then  has  an  inadequate  oxygen  supply 
and  is  almost  certain  to  be  abnormal. 

Greenhill5  in  another  editorial  comment 
writes: 

In  some  instances,  moreover,  environmental 
factors  may  influence  the  manifestations  of 
genetic  defects,  both  factors  playing  a role  in 
the  specific  defect.  Some  evidence  of  such 


relationship  between  genetic  and  environ- 
mental factors  is  afforded  by  a study  of  twins. 
In  mongolism  and  club  foot,  for  example,  if 
one  twin  is  affected  the  other  is  more  fre- 
quently so  when  the  twins  are  monozygotic 
than  when  they  are  dizygotic.  This,  of  course, 
suggests  a genetic  origin,  but  the  fact  that  it 
may  occur  in  only  one  monozygotic  twin  indi- 
cates that  environment  may  also  play  a role 
in  its  origin.  More  must  be  learned  about 
normal  and  abnormal  intrauterine  environ- 
ment and  about  human  genetics  to  under- 
stand the  mechanisms  responsible  for  many 
congenital  malformations. 

Coulton  et  al .8  in  a report  on  monoamni- 
otic  twins  note  a high  incidence  of  fetal 
death  associated  with  placental  anomaly. 
They  reported  an  accumulated  collection  of 
monoamniotic  twins  from  papers  by  five 
other  authors  and  2 of  their  own  cases  of 
this  rare  complication.  There  were  major 
anomalies  in  9 (7.8  per  cent)  of  116  cases  of 
monoamniotic  twins. 

It  has  been  evident  for  some  time  that 
more  information  concerning  details  of 
pregnancy  is  needed,  especially  information 
about  the  early  weeks  of  pregnancy.  This 
type  of  knowledge  would  be  helpful  as  a 
basis  for  differentiating  between  germ  plasm 
defects  and  environmental  factors.  One 
method  of  obtaining  this  information,  with 
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which  we  have  had  some  experience,  in- 
volves keeping  pregnancy  diaries.  The 
diaries  are  kept  by  the  patient  under  the 
supervision  of  her  attending  physician. 
Figure  1 is  a reproduction  of  a page  from 
a pregnancy  diary.  It  is  designed  to  ob- 
tain the  information  which  seems  necessary 
to  get  the  knowledge  which  could  lead  to  a 
reduction  in  perinatal  mortality,  including 
malformations  and  mental  retardation. 

Part  of  the  instructions  contained  in  the 
pregnancy  diary  is: 

Information  is  needed  particularly  on  what 
happens  very  early  in  pregnancy,  even  before 
you  see  your  doctor.  You  may  know  when 
you  become  pregnant,  but  there  is  a good 
possibility  that  you  will  have  to  ask  your  doc- 
tor’s advice  on  the  time  of  conception,  because 
it  is  important  that  the  weeks  of  pregnancy  be 
properly  recorded. 

It  will  be  obvious  to  you  how  the  upper  part 
of  each  page  should  be  filled  in.  We  want  to 
make  it  clear  that,  if  possible,  you  record  your 
diet  before  you  first  see  your  doctor.  It  prob- 
ably would  be  “normal,”  but  we  would  want 
you  to  specify  really  unusual  diets,  such  as 
“crash-reducing  diets.”  We  would  also  want 
to  know  about  diet  peculiarities  such  as  a yen 
for  pickles,  potato  chips,  ice  cream,  and  so 
forth. 

We  would  want  to  know  under  the  column 
medication  the  types  of  drugs  your  doctor  or- 
dered and  any  medicine  you  took  such  as 
aspirin  and  others.  The  lower  part  of  each 
page  is  quite  flexible  according  to  your  judg- 
ment. Significant  accidents  would  be  con- 
sidered as  one  of  your  illnesses,  and  we  would 
want  to  know  about  any  illness,  even  those 
you  did  not  consider  important  enough  to  re- 


port to  your  doctor.  Illness  in  your  im- 
mediate family  would  generally  mean  mem- 
bers of  your  household,  but  we  would  want  to 
know  if  you  had  any  personal  contact  with 
members  of  your  family,  or  others  who  had 
contagious  diseases. 

Various  methods  had  been  employed  to 
have  the  patients  start  the  diaries  as  soon  as 
possible  after  they  had  become  pregnant. 
We  are  of  the  impression  that  a large  amount 
of  valuable  data  which  might  lead  to  the 
reduction  of  perinatal  mortalities  and  mor- 
bidities could  be  obtained  if  vast  numbers  of 
pregnancy  diaries  were  accumulated  and 
analyzed. 

Room  2023, 
766  Irving  Avenue, 
Syracuse  10 
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T.  c - * 

allergens  as  chemicals  have  received  little 
study,  since  immunologists  have  focused 
their  attention  on  the  inflammatory  re- 
sponses to  allergenic  stimuli.  Many  stand- 
ardized preparations  of  naturally  occurring 
allergens  now  exist,  which  usually  consist  of 
either  protein,  lipid,  or  carbohydrate.1  In  a 
preliminary  communication,  the  growth- 
stimulating  effect  of  the  PPD  (purified  pro- 
tein derivative)  of  M.  tuberculosis  on  Mucor 
species  was  reported,  as  part  of  a study  of  the 
effect  of  bacterial  allergens  on  fungi. 2 


Materials 

The  filamentous  fungi  lend  themselves  to 
study  as  visible  and  uniformly  growing 


my  celia: 

Altemaria  sp. 
Aspergillus  sp. 
Blastomyces  derma- 
titidis 

Candida  sp. 
Cephalosporium  sp. 
Epidermophyton  floc- 
cosum 

Fusarium  sp. 
Geotrichum  candidum 
Helminthosporium  sp. 


Histoplasma  capsul- 
atum 

Hormodendrum  sp. 
Microsporum  audouini 
Microsporum  canis 
Microsporum  gyp- 
seum 
Mucor  sp. 

Penicillium  sp. 
Pullularia  pullulans 
Rhizopus  nigricans 


Scopulariopsis  sp.  permum 

Sepedonium  chrysos-  Trichosporon  sp. 

Sabouraud  dextrose  agar  (polypeptone, 
dextrose,  agar,  10:10:15),  PPD  of  M.  tu- 
berculosis, second  strength,*  undenatured 
bacterial  antigen-mixed  pollen  allergen 
(Panoral),  and  peptone-proteose  broth  num- 
ber 3 were  used. 


Method 

One  drop  of  PPD  or  suspension  of  pollen 
allergen  was  placed  over  the  point  of  trans- 
plant of  the  fungus  on  Sabouraud  agar 
plates  with  and  without  coverslips.  Con- 
trols of  distilled  water,  peptone-proteose 
solution,  and  fungus  alone  were  used.  Cul- 
ture plates  were  grown  at  room  temperature 
for  several  weeks  and  kept  for  several 
months.  The  uniformity,  spreading,  thick- 
ness, and  height  of  the  fungi  were  ob- 
served.3 4 


Results 

Each  of  the  21  fungi  form  normal  visible 
mycelia  when  cultured  with  allergenic  addi- 
tives. A liquid-over-solid  medium  is  pro- 
duced in  this  manner  which  does  not  impair 
the  growth  of  the  fungus. 

An  increased  growth  of  Mucor  species  was 
consistently  seen  in  repetitive  series  of 
plates,  with  height  and  thickness  of  growth 
approximately  2 to  3 times  controls  in 
plates  with  PPD  additive.  The  increase 
in  growth  became  visible  on  the  third  day 
and  remained  consistently  greater.  A far 
greater  increase  in  Mucor  sp.  was  obtained 
with  suspension  of  mixed  pollen  allergen, 
producing  a culture  which  rapidly  filled  the 
plate.  When  controls  were  grown  to  their 
fullest  extent,  they  in  no  way  approached 
the  growth  obtained  with  pollen  allergen. 

The  origin  of  the  phenomenon  could  not 
be  explained  by  earlier  spreading.  The 
efficacy  of  the  liquid-over-solid  medium  was 

* Parke,  Davis  & Company,  Detroit,  Michigan. 
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further  tested  by  using  more  distilled  water 
in  one  control,  which  produced  earlier 
spreading  without  increase  in  the  mycelial 
growth  over  other  controls. 4 

The  amount  of  light  transmitted  through 
the  white  lacy  mycelium  gives  a clear  pic- 
ture of  the  differences  in  growth,  with  a 
sufficiently  profuse  growth  preventing  the 
transmission  of  light. 

Comment 

A better  method  of  growing  Mucor  sp. 
has  been  described.  The  effect  of  the  al- 
lergens may  include  the  nutrient  effect  of 
its  protein  rather  than  an  “auxin.”78  The 
agar  formula  required  by  fungi  includes  high 
protein.  The  PPD  and  pollen  allergen 
provide  a source  of  available  protein  and 
amine.  The  use  of  allergens  as  nutrients 
suggests  how  significant  their  role  is  in 
hypersensitivity,  postulating  that  hyper- 
sensitivity may  represent  the  reaction  to  the 
growth  substances  of  microorganisms.  This 
method  provides  a view  adduced  from  in 
vitro  evidence.  Studies  of  bronchial  hyper- 
sensitivity have  shown  an  environment  of 
pollen  and  fungi,  including  Mucor  and  as- 
pergilli,  providing  an  in  vivo  correlation.9 


Cardiologist  warns  millions 

A prominent  cardiologist  has  told  physicians 
that  there  are  up  to  six  million  Americans  walk- 
ing around  with  potentially  fatal  heart  disease 
who  don’t  know  it.  Arthur  M.  Master,  M.D.,  of 
The  Mount  Sinai  Hospital  in  New  York  City, 
said  that  more  than  a third  of  the  patients  sent 
to  him  with  a diagnosis  of  heart  disease  had  no 
symptoms  at  all.  They  were  referred  by  in- 
surance companies  and  preventive  medical 


Summary 

An  increase  in  the  in  vitro  growth  of 
Mucor  species  was  obtained  with  PPD 
(purified  protein  derivative)  of  M.  tuberculo- 
sis and  with  mixed  pollen  allergen,  added  to 
Sabouraud  agar  plates  as  a liquid-over-solid 
medium. 
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groups  that  had  found  evidence  of  heart  mal- 
function in  routine  diagnostic  tests. 

Dr.  Master  feels  that  everyone  over  thirty- 
five  years  of  age  should  have  an  annual  check-up 
that  includes  special  x-ray  examination  and  car- 
diograms. He  also  cited  postmortem  examina- 
tions of  young  soldiers  killed  in  Korea.  These 
showed  that  70  per  cent  of  young  men  whose 
average  age  was  twenty-two  had  some  narrow- 
ing of  the  arteries.  He  also  said  that  Royal 
Canadian  Air  Force  doctors  have  found  ab- 
normal electrocardiograms  in  5.5  per  cent  of 
17,000  young  volunteers. 
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Case  Reports 


Multiple  Myeloma 
in  Siblings 
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X he  occurrence  of  multiple  myeloma  in 
more  than  one  member  of  a family  appears 
to  be  exceedingly  rare.  Herrell,  Ruff,  and 
Bayrd  in  1958 1 reported  the  cases  of  2 
brothers  who  developed  back  pain  four 
years  apart  at  ages  fifty-three  and  fifty-five. 
In  each  case  the  diagnosis  of  multiple 
myeloma  was  well  established.  These  au- 
thors were  unaware  of  previous  reports  of 
multiple  myeloma  in  siblings. 

Manson  in  1961 2 reported  multiple  mye- 
loma in  2 sisters.  The  first  case  occurred  in 
1948  in  a seventy-six-year-old  woman.  In 
1955  her  sister  developed  multiple  myeloma 
at  the  age  of  sixty-seven.  Manson  referred 
to  Nadeau,  Magalini,  and  Stefanini,3  who 
reported  in  1956  the  cases  of  a father,  son, 
and  daughter  with  probable  multiple  mye- 
loma. The  father,  at  age  fifty-eight,  had 
round,  osteolytic  bone  lesions  but  did  not 
have  a confirmatory  cellular  diagnosis  or 
postmortem  examination.  Later,  his  son, 
age  sixty-seven,  had  osteolytic  lesions  of  the 
spine  with  a reversed  albumin- globulin  ratio 
and  was  presumed  to  have  multiple  mye- 
loma. The  daughter,  at  age  sixty-six,  had 
osteolytic  lesions  and  a reversed  albumin- 
globulin  ratio.  A bone  marrow  study  es- 
tablished the  diagnosis  of  multiple  myeloma. 
These  authors  studied  the  sedimentation  rates 
and  electrophoretic  patterns  of  9 other  mem- 
bers of  this  family,  finding  one  other  female 
member  who  had  an  increased  sedimenta- 


tion rate  and  an  increased  alpha  and  beta 
globulin.  Unfortunately,  she  refused  to 
have  a bone  marrow  study  made,  but  the 
implication  is  that  she  may  possibly  have 
had  early  multiple  myeloma.  These  authors 
also  stated  that  the  occurrence  of  multiple 
myeloma  in  more  than  one  member  of  a 
family  was  exceptional  and  noted  that  it 
had  not  been  mentioned  previously  in  ex- 
tensive monographs.  One  or  two  possible 
situations  referred  to  in  previous  reports  had 
been  poorly  documented. 

Hirsch  and  Schwarz  reported  in  1959 4 
the  case  of  a woman  who  was  first  seen  at 
age  fifty-nine.  At  that  time  she  had  a 
high  sedimentation  rate.  When  seen  again 
a year  later,  she  had  pains  in  her  back  and 
hips.  The  following  year,  osteolytic  lesions 
were  found  in  the  femoral  neck,  and  general- 
ized osteoporosis  had  developed.  A year 
later  the  electrophoretic  pattern  confirmed 
the  diagnosis  of  multiple  myeloma.  Her 
family  history  had  revealed  a high  incidence 
of  alterations  or  anomalies  of  the  spine  and 
locomotor  system  over  five  generations. 
One  sister,  at  age  fifty-seven,  had  developed 
thickening  and  swelling  of  her  sternum  and 
general  fatigue.  Sternal  puncture  demon- 
strated a marked  plasma  cellular  reaction, 
and  the  urine  showed  a positive  Bence  Jones 
reaction.  At  autopsy  two  months  later, 
multiple  myeloma  was  again  confirmed. 

I have  had  the  opportunity  to  care  for  a 
sixty-year-old  Jewish  woman  with  well- 
documented  multiple  myeloma  (Case  2) 
whose  brother  (Case  1),  at  age  fifty-six,  also 
had  multiple  myeloma.  Each  of  these  pa- 
tients was  treated  with  x-ray  therapy  and 
urethan,  with  only  partial  palliation  of 
symptoms.  The  brother  died  after  ten 
months  and  the  sister  after  thirteen  months. 

Case  reports 

Case  1.  First  admission.  A fifty-six- 
year-old  Jewish  male  was  admitted  to  the 
Syracuse  Memorial  Hospital  on  October  1, 
1956,  for  the  study  of  “anemia.”  He  had 
not  felt  well  for  the  past  year,  having  had 


2096  New  York  State  Journal  of  Medicine  / August  15,  1964 


repeated  respiratory  infections.  Prior  to 
admission,  his  hemoglobin  was  low,  and  a 
palpable  spleen  was  observed.  His  past 
medical  history  and  family  history  were 
noncontributory.  A systemic  review  re- 
vealed that  he  had  a good  appetite  and  no 
specific  complaint  other  than  that  he  had 
recently  noticed  a slight  pain  in  the  right 
lower  quadrant  of  the  chest. 

A physical  examination  revealed  that  he 
was  well  developed  and  well  nourished. 
His  height  was  5 feet,  10  V2  inches,  and  he 
weighed  182  pounds.  His  temperature  was 
99  F.,  pulse  rate  80,  and  blood  pressure 
150/100.  Positive  findings  included  a slight 
decrease  in  hearing,  a few  petechial  spots  on 
the  lip,  a few  crackling  rales  in  the  right  side 
of  the  chest  which  cleared  on  deep  breathing, 
and  tenderness  over  the  anterior,  lower  rib 
margin.  The  heart  findings  were  within 
normal  limits,  but  the  tip  of  the  spleen  was 
firm  and  palpable  2 fingerbreadths  below  the 
left  costal  margin.  In  other  respects  the 
physical  examination  revealed  nothing  re- 
markable. 

The  laboratory  reported  that  the  hemo- 
globin was  11  Gm.,  and  the  hematocrit  was 
34.  The  white  cell  count  was  7,500,  with 
34  per  cent  neutrophils  (3  per  cent  non- 
filament and  31  per  cent  filament),  1 per  cent 
eosinophils,  and  65  per  cent  lymphocytes. 
The  urine  showed  a slight  trace  of  albumin. 
Nonprotein  nitrogen  was  30  mg.  per  100  ml., 
total  protein  5.8  Gm.,  albumin  3.6  Gm.,  and 
globulin  2.2  Gm.  The  albumin- globulin 
ratio  was  1.6 : 1.  The  stool  was  negative  for 
occult  blood.  Heterophil  agglutination  and 
a serologic  examination  revealed  nothing 
positive. 

The  bone  marrow  showed  60  to  70  per  cent 
plasma  cells,  and  the  condition  was  diagnosed 
as  “unequivocal  multiple  myeloma.”  X-ray 
films  of  the  skeleton  showed  diffused  de- 
mineralization, most  marked  in  the  spine. 
There  was  some  superior  and  inferior  col- 
lapse of  the  vertebral  bodies  in  the  mid- 
dorsal  region,  but  no  discreet  areas  of 
destruction  were  noted.  The  patient  was 
discharged  on  October  3. 

Second  admission.  The  patient  was  re- 
admitted on  May  31,  1957,  for  transfusions. 
At  that  time  he  complained  of  pain  in  the 
back  and  ribs  in  spite  of  having  received  a 
course  of  x-ray  therapy  covering  the  mid- 
dorsal area  in  addition  to  taking  1 Gm.  of 


urethan  three  times  a day.  He  was  pro- 
gressively weakening. 

On  physical  examination  he  appeared 
pale  and  chronically  ill.  Rales  were  heard 
in  both  bases  of  the  lungs.  The  spleen  tip 
was  still  palpable  2 fingerbreadths  below  the 
left  costal  margin.  Some  purpura  of  the 
skin  and  slight  edema  were  noted.  The 
laboratory  reported  that  his  hemoglobin 
was  7.9  Gm.,  hematocrit  24,  and  white  cell 
count  3,300,  with  65  per  cent  neutrophils 
and  35  per  cent  lymphocytes.  The  platelets 
appeared  decreased  on  smear.  The  pa- 
tient was  given  three  units  of  blood  and  was 
discharged  the  following  day. 

Final  admission.  The  patient  was  re- 
admitted on  July  21,  1957,  in  a semi- 
comatose,  critical  condition.  His  blood 
pressure  was  118/90,  temperature  102  F., 
pulse  rate  130,  and  respirations  30.  He  had 
a large  quantity  of  tracheal  secretions,  and 
coarse  rhonchi  were  heard  bilaterally  in  the 
chest;  rales  were  heard  at  both  bases.  A 
Grade  I apical  systolic  murmur  was  re- 
corded. The  abdomen  was  slightly  dis- 
tended, and  the  spleen  was  still  palpable,  as 
before.  There  was  ankle  edema  and  some 
swelling  and  tenderness  over  the  superior 
aspect  of  the  sternum. 

The  patient’s  hemoglobin  was  9.5  Gm., 
and  the  hematocrit  was  29.  The  white  cell 
count  was  5,800,  with  64  per  cent  neutro- 
phils (10  per  cent  nonfilament),  20  per  cent 
lymphocytes,  and  2 per  cent  eosinophils. 
The  specific  gravity  of  the  urine  was  1.017, 
and  it  contained  8 to  10  finely  granular  casts 
and  8 to  10  white  blood  cells.  On  July  7, 
the  hemoglobin  was  11.2  Gm.,  hematocrit 
35,  chlorides  98  mEq.  per  liter,  carbon  di- 
oxide-combining  power  56  volumes  per  cent, 
sodium  132  and  potassium  4.1  mEq.  per 
liter.  On  July  26,  the  nonprotein  nitrogen 
had  risen  to  83  mg.  per  100  ml. 

A portable  chest  film  showed  marked  pul- 
monary vascular  engorgement  and  possible 
fluid  in  the  right  hemithorax.  The  patient’s 
temperature  remained  elevated,  and  he  was 
given  tetracycline  hydrochloride  (Achromy- 
cin). Two  units  of  whole  blood  were  also 
given.  Nonetheless,  his  condition  worsened, 
clinical  signs  of  bronchopneumonia  increased, 
and  he  died  on  July  26. 

Case  2.  First  admission.  The  patient 
was  a sixty-y ear-old  Jewish  woman  admitted 
to  Syracuse  Memorial  Hospital  on  February 
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3,  1959,  with  a chief  complaint  of  low  back 
pain.  The  pain  had  suddenly  developed 
five  weeks  before  admission,  radiating  around 
her  waist  like  a vise.  She  had  been  in  good 
health  until  two  months  previously,  when 
rectal  bleeding  had  occurred.  Studies  in 
another  hospital,  including  a gastrointestinal 
series,  barium  enema,  proctosigmoidoscopy, 
and  pelvic  examination,  showed  nothing 
positive. 

A breast  tumor  had  been  removed  from 
the  patient  in  1934  and  had  been  reported 
as  a colloid  intraductal  type  of  tumor  of 
low-grade  malignancy.  In  1936  biopsies 
and  a left  radical  mastectomy  showed  no 
residual  tumor.  A hysterectomy  was  per- 
formed when  the  patient  was  forty  years  of 
age. 

The  patient’s  father  had  died  at  age  fifty- 
six  of  heart  disease.  Her  mother  was  alive 
at  age  ninety-one.  One  brother  had  died  of 
heart  disease  at  age  fifty-eight  and  another 
committed  suicide  at  forty-five.  One  brother 
remained  alive  and  well  at  age  fifty.  A 
fourth  brother  (Case  1)  had  died  two  years 
earlier  of  multiple  myeloma.  The  patient 
had  no  children. 

On  physical  examination  the  patient  was 
apprehensive,  pale,  and  showed  a slight 
kyphoscoliosis.  Palpation  over  the  lower 
dorsal  spine  was  painful.  There  was  no 
lymphadenopathy,  and  the  left  mastectomy 
scar  was  well  healed.  The  lungs  were  clear. 
The  heart  was  enlarged  to  the  left,  with  a 
heaving  apex  and  an  apical  rate  of  120. 
A systolic  murmur  was  noted  over  the  pre- 
cordium,  as  was  a Grade  I “aortic  murmur.” 
The  liver  was  palpable  1 fingerbreadth  below 
the  right  costal  margin.  The  spleen  was  not 
felt.  The  lower  abdominal  midline  scar  was 
well  healed.  Neurologic  reflexes  were  equal 
and  active. 

The  laboratory  reported  that  the  hemo- 
globin was  5.2  Gm.,  hematocrit  19,  red  cell 
count  2.4  million,  and  white  cell  count 
8,200,  with  55  per  cent  filament  and  9 per 
cent  nonfilament  neutrophils,  17  per  cent 
lymphocytes,  14  per  cent  atypical  cells,  2 per 
cent  eosinophils,  and  1 per  cent  basophils. 
A blood  smear  revealed  marked  anisocytosis, 
macrocytosis,  and  slight  poikilocytosis.  An 
occasional  target  cell  was  observed,  as  were 
a few  polychromatic  cells.  The  urine  was 
loaded  with  white  blood  cells  and  contained 
a trace  of  albumin.  The  stool  was  positive 
for  occult  blood.  The  blood  urea  nitrogen 


was  13  mg.  per  100  ml.,  fasting  blood  sugar 
71  mg.  per  100  ml.,  total  protein  7.8  Gm., 
albumin  3 Gm.,  globulin  4.8  Gm.,  albumin- 
globulin  ratio  reversed  at  0.6 : 1,  and  alkaline 
phosphatase  1.4.  Blood  cultures  and  the 
Bence  Jones  reaction  were  negative.  The 
electrocardiographic  findings  were  abnormal, 
with  evidence  of  left  ventricular  enlargement. 
X-ray  films  showed  pathologic  fractures  of 
the  bodies  of  the  tenth  and  eleventh  thoracic 
vertebrae,  with  evidence  of  blastic  and 
lytic  metastases  to  the  skull.  The  serum 
electrophoretic  pattern  revealed  a dark 
band  in  the  beta  range,  which  was  in- 
terpreted as  characteristic  of  multiple  mye- 
loma. The  sternal  bone  marrow  showed  60 
to  70  per  cent  of  the  cells  in  the  plasmacytic 
series,  which  indicated  an  almost  certain 
diagnosis  of  multiple  myeloma. 

The  patient  remained  in  the  hospital  for 
five  days,  during  which  the  diagnosis  was 
made  and  two  transfusions  were  given.  On 
February  7 the  hemoglobin  was  8.4  Gm.  and 
the  hematocrit  26.  The  patient  was  dis- 
charged home  with  instructions  to  take  1 
Gm.  of  urethan  three  times  a day.  Arrange- 
ments were  made  for  her  to  have  a course  of 
radiation  to  the  spine. 

Second  admission.  The  patient  was  next 
hospitalized  in  Faxton  Hospital  by  the 
author  on  March  9,  1959,  for  transfusions. 
Although  she  had  been  on  1 Gm.  of  urethan 
three  times  a day,  she  was  not  receiving  the 
full  dose,  as  she  was  having  nausea  and 
vomiting.  Physically,  she  was  fairly  com- 
fortable, although  very  pale.  Her  chest  was 
clear,  and  her  heart  remained  enlarged  to 
the  left,  with  a systolic  murmur  at  the 
apex.  Her  blood  pressure  was  160/110,  and 
her  heart  rate  was  96.  Her  back  showed 
an  angulation  of  the  dorsal  spine  at  the  level 
of  the  tenth  and  eleventh  thoracic  vertebrae 
and  some  hyperemia  secondary  to  radiation. 
The  findings  in  her  extremities  were  within 
normal  limits. 

The  laboratory  reported  that  the  hemato- 
crit was  22  and  the  hemoglobin  8 Gm.  The 
white  blood  cell  count  was  5,250,  with  70 
per  cent  segmented  neutrophils,  3 per  cent 
bands,  27  per  cent  lymphocytes,  1 per  cent 
monocytes,  and  1 per  cent  eosinophils.  The 
platelet  count  was  76,000.  The  urine  showed 
a trace  of  protein  and  2 plus  bacteria.  Re- 
sults of  the  Wassermann  test  were  negative. 
Three  pints  of  O positive  blood  were  given 
the  patient  during  her  uneventful  hospital 
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course,  and  she  was  discharged  on  the  second 
hospital  day. 

Third  admission.  During  her  third  ad- 
mission, from  April  7 to  April  10,  1959,  the 
patient  was  acutely  ill  with  chills  and  fever. 
She  was  again  extremely  pale  and  seriously 
ill.  She  had  been  unable  to  continue  her 
urethan  regularly. 

At  this  time  the  laboratory  reported  that 
the  hemoglobin  was  5 Gm.  and  the  hemat- 
ocrit 16.  The  white  blood  cell  count  was 
5,000,  with  71  segmented  neutrophils,  11 
per  cent  bands,  and  18  per  cent  lympho- 
cytes. The  platelet  count  was  40,000. 
The  urine  showed  1 plus  protein  and  15  to  18 
white  blood  cells  per  high-power  field.  A 
stool  examination  showed  negative  results. 

With  penicillin  and  three  transfusions,  she 
improved,  and  her  hemoglobin  was  raised  to 
10  Gm.  A fourth  transfusion  was  given,  and 
she  was  discharged  home  and  instructed  to 
continue  penicillin. 

Fourth  and  fifth  admissions.  The  pa- 
tient’s fourth  and  fifth  admissions  were  for 
transfusions.  Her  general  condition  was 
continuing  to  deteriorate,  and  she  was  be- 
coming more  uncomfortable,  unhappy,  and 
irritable. 

Sixth  admission.  The  patient  was  re- 
admitted for  the  sixth  time  on  October  27, 
1959,  for  transfusions.  Her  hemoglobin 
had  fallen  to  6.1  Gm.  Her  spirits  had  con- 
tinued to  deteriorate,  and  she  was  quite 
depressed.  Hospital  procedures  such  as 
needle  punctures  and  transfusions  were 
quite  upsetting  to  her.  During  her  fourth 
transfusion  on  this  admission,  she  fell 
asleep,  breaking  a thermometer  in  her 
mouth  and  infiltrating  the  blood  in  her  arm. 
Following  this  upsetting  situation,  she  re- 
solved not  to  return  to  the  hospital  again. 
She  was  discharged  on  October  31. 


For  the  next  five  months  the  patient  was 
cared  for  at  home  by  her  devoted  husband, 
who  gave  her  twenty-four-hour  care.  Fre- 
quent supportive  visits  were  made  by  the 
author,  and  the  laboratory  graciously  made 
house  calls  for  blood  counts.  Nine  suppor- 
tive transfusions  were  given  at  home  with- 
out mishap.  Symptomatic  care  for  her 
pain  and  discomfort  was  fairly  successful 
as  her  general  condition  deteriorated.  Her 
back  deformity  increased,  and  several  ribs 
were  believed  to  have  fractured.  Terminally, 
she  developed  clinical  bronchopneumonia 
and  died  quietly  on  March  24, 1960.  A post- 
mortem examination  was  not  allowed. 

Summary 

The  case  reports  of  a brother  and  sister, 
each  dying  of  multiple  myeloma,  are  pre- 
sented. The  occurrence  of  multiple  mye- 
loma in  siblings  or  in  the  same  family  is 
rarely  reported  in  the  literature.  This  would 
appear  to  be  the  fourth  such  report  in  the 
medical  literature  in  English. 
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Rigid  technical  interpretation  of  electro- 
cardiograms without  recourse  to  concomitant 
clinical  data  may  catastrophically  condemn 
to  invalidism  persons  with  functional  or 
benign  disorders  of  the  heart.  In  the 
absence  of  detectable  heart  disease,  RS-T 
segment  and  T-wave  abnormalities  often 
have  been  induced  by  such  factors  as 
digitalis,1-3  quinidine,4-  5 hyperventila- 
tion,6-8 cold,9-11  the  drinking  of  ice  water,12 
tobacco,13-  14  meals,15-  16  exercise,14  body  po- 
sition,17- 18  chest  deformity,19  “juvenile  pat- 
tern,”8-20 and  stressful  and  anxiety  states.8-21,22 
Thus,  mere  recognition  and  reporting  of 
aberrant  patterns  in  the  electrocardiogram 
by  the  precise  electrocardiographer  without 
consideration  of  the  entire  patient  often 
erroneously  implicates  ischemic  myocardial 
disease.  T-wave  inversions  are  the  most 
easily  discernible  and  impressive  of  all 
electrocardiographic  abnormalities  and  are 
often  associated,  fallaciously  and  tragically, 
with  ominous  forebodings. 

The  incidence  of  “electrocardiographic 
heart  disease”  is  probably  increasing  in 
direct  proportion  to  the  vast  numbers  of 
electrocardiographs  being  utilized  by  physi- 
cians with  short  courses  in  electrocardiog- 


raphy who  anticipate  an  exact  infallible 
cardiac  diagnosis  to  be  recorded — and  this 
despite  the  many  admonitions  as  to  the  non- 
specificity  of  primary  T-wave  inversion. 
Mattingly23  emphasized  the  existence  of 
spurious  heart  disease,  the  result  of  errone- 
ous diagnosis,  and  consequent  treatment 
for  nonexistent  coronary  heart  disease. 

Physiologic  mechanisms  may  produce 
abnormal  electrocardiographic  findings. 
Thomas  in  1944 2 4 estimated  that  there  were 
probably  20,000  persons  in  the  Army  with 
electrocardiographic  readings  showing  T- 
wave  inversion  in  leads  I and  II  without  any 
clinical  cardiac  abnormalities.  If  these 
were  found  in  civilian  hospitals  the  interpre- 
tations would  vary  from  a bold  “indicates 
myocardial  disease”  or  “coronary  disease” 
to  a more  cautious  “suggests  myocardial 
damage,”  depending  on  the  degree  of  cau- 
tion of  the  interpreter.  In  1962  Hiss  and 
Lamb,25  in  122,043  routine  electrocardio- 
grams of  flying  personnel,  found  5,773 
persons  with  electrocardiographic  abnormal- 
ities, an  incidence  rate  of  4.7  per  cent.  In 
the  group  with  abnormalities  there  were 
1,405  (11.5  per  thousand)  with  nonspecific 
T-wave  changes.  True  T-wave  inversion 
in  lead  I was  recorded  in  only  32  healthy 
asymptomatic  persons,  and  the  more  fre- 
quent right  precordial  T-wave  inversion  was 
considered  nonspecific.  Edeikin  in  1962 26 
observed  cyclic  T-wave  inversion  in  the  in- 
termenstrual  period  which  cleared  following 
bilateral  oophorectomy.  Most  revealing  are 
the  cases  reported  by  Likoff,  Segal,  and 
Dreifus27  of  6 white,  asymptomatic  men 
sixteen  to  twenty-four  years  of  age,  with 
only  low-intensity  systolic  murmurs  but 
pronounced  multiple  T-wave  inversions  and 
other  alterations  suggestive  of  “myocardial 
ischemia,  injury,  and  necrosis”  in  the  pres- 
ence of  normal  coronary  arteriograms. 
Recently,  Levine  and  White28  stressed  the 
presence  of  a prolonged  Q-T  interval  and 
multiple  T-wave  inversions  in  brain  injury 
or  cerebral  damage  in  the  absence  of  signifi- 
cant coronary  artery  disease. 

In  the  case  reported  here,  several  episodes 
of  paroxysmal  ventricular  tachycardia  were 
followed  by  prolonged,  striking  electrocar- 
diographic abnormalities,  predominantly  T- 
wave  inversions,  without  clinical  or  other 
laboratory  evidence,  including  serum  en- 
zyme assays,  of  ischemic  myocardial  necro- 
sis. 
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FIGURE  1.  Electrocardiograms.  (A)  Inversion  of  T2,  T3,  T aVf,  V4,  and  V5  thirty-six  hours  after  an  episode 
presumed  to  be  ventricular  tachycardia  (October  17,1950).  (B)  Upright  T waves  are  shown  (October  30, 
1950).  (C)  Flat  T2  and  inverted  V4  and  V5  appear  five  days  after  an  incident  presumed  to  be  ventricular 

tachycardia  (October  27, 1953).  (D)  Ventricular  tachycardia  revealed  (December  20, 1954). 


Case  report 

A thirty-four-year-old  white  male  assembly 
worker  sought  consultation  on  October  17, 
1950,  because  of  frequent  episodes  of  rapid 


heart  action  for  the  past  fifteen  years.  The 
most  recent  attack,  thirty-six  hours  earlier 
and  abrupt  in  onset,  persisted  for  eight 
hours,  was  accompanied  by  apprehension 
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but  no  respiratory  or  circulatory  embarrass- 
ment, and  ceased  abruptly  after  0.5  Gm.  of 
quinidine  sulfate  was  taken  orally. 

Routine  examination  revealed  a co- 
operative, afebrile,  tense,  sthenic  white  man 
who  had  been  rejected  by  the  Armed 
Forces  because  of  purported  “psychoneuro- 
sis.” A cardiac  evaluation  disclosed  no 
retinopathy,  hypertension,  cardiomegaly, 
or  adventitious  sounds  over  the  precordium. 
However,  an  electrocardiogram  demon- 
strated pronounced  T-wave  inversions  un- 
accompanied by  significant  RS-T  displace- 
ments, Q waves,  or  prolongation  of  the 
Q-T  interval  (Fig.  1A).  The  results  of  a sero- 
logic examination,  urinalysis,  and  hemogram, 
including  an  erythrocyte  sedimentation 
rate,  were  not  remarkable.  In  the  absence 
of  convincing  evidence  of  ischemic  heart 
disease  other  than  the  abnormal  electro- 
cardiographic findings,  the  patient  was 
permitted  to  return  to  normal  activities 
after  superficial  psychotherapy,  consisting 
largely  of  reassurance.  No  untoward  signs 
or  symptoms  ensued,  but  not  until  October 
30,  1950,  did  the  electrocardiographic  pat- 
tern return  to  normal  (Fig.  IB). 

His  subsequent  course  was  uneventful 
up  to  October  27,  1953,  when  he  purportedly 
suffered  an  episode  of  paroxysmal  rapid 
heart  action  of  five  hours  duration.  An 
electrocardiogram  on  November  2,  1953, 
revealed  a flat  T2  and  inverted  T V4  and  V6, 
with  a normal  Q-T  interval  (Fig.  1C). 
Minimal,  ill-defined  left  precordial  discom- 
fort did  not  interfere  with  his  daily  activities 
and  could  be  attributed  to  anxiety  neurosis. 
An  electrocardiogram  on  November  13, 
1953,  showed  a spontaneous  reversion  to 
normal. 

Again,  on  December  20,  1954,  while  at 
work,  the  patient  experienced  paroxysmal 
rapid  heart  action.  He  drove  his  car  to  the 
office,  and  at  1:30  p.m.  an  electrocardiogram 
demonstrated  paroxysmal  ventricular  tachy- 
cardia, unattended,  surprisingly  enough,  by 
any  untoward  signs  or  symptoms  (Fig.  ID). 
Within  four  hours,  regular  sinus  rhythm 
was  clinically  noted,  perhaps  influenced  by 
the  patient’s  taking  1 Gm.  of  quinidine  sul- 
fate orally.  He  continued  with  his  usual 
activities,  and  an  electrocardiogram  on 
December  21,  1954,  revealed  regular  sinus 
rhythm  with  inverted  T2,  aVf,  V4,  and  V6 
and  a slightly  prolonged  Q-T  interval 
(Fig.  2A).  An  electrocardiogram  on  Decem- 


ber 24,  1954,  exhibited  a spontaneous  re- 
version to  normal. 

The  patient  was  free  from  attacks  until 
May  24,  1956,  when  an  episode  of  rapid 
heart  action  of  twelve  hours  duration  ceased 
spontaneously.  An  electrocardiogram  forty- 
eight  hours  later  on  May  26,  1956  (Fig.  2B), 
exhibited  inverted  Ti,  T2,  aVf,  V4,  and  V5, 
with  a normal  Q-T  interval  (Fig.  2B). 
Again,  he  was  free  from  any  signs  or  symp- 
toms of  myocardial  or  coronary  insufficiency, 
and  the  electrocardiographic  findings  on 
June  8,  1956,  were  within  normal  limits. 

Subsequently,  the  patient  was  asymp- 
tomatic, but  on  December  23,  1957,  he  en- 
dured another  episode  of  paroxysmal  rapid 
heart  action  recorded  as  ventricular  tachy- 
cardia three  hours  later.  Reversion  to 
regular  rhythm  was  clinically  noted  four 
and  one-half  hours  later  after  he  took  1 Gm. 
quinidine  sulfate  orally.  Again,  he  was 
singularly  free  from  suggestive  symptoms 
of  coronary  or  myocardial  insufficiency.  An 
electrocardiogram  on  December  24,  1957, 
revealed  low-amplitude  T2,  V4,  and  V6,  with 
tiny  terminally  inverted  T V4  (Fig.  2C) . On 
December  27,  1957,  good,  upright  T waves 
were  noted  in  the  latter  leads. 

On  May  8,  1961,  he  underwent  another 
episode  of  recorded  ventricular  tachycardia 
(Fig.  2D)  which  clinically  reverted  within 
five  hours  to  regular  sinus  rhythm  after  he 
took  1.2  Gm.  quinidine  sulfate.  Again, 
singularly  absent  were  signs  and  symptoms 
of  coronary  or  myocardial  insufficiency,  and 
an  electrocardiogram  taken  on  May  13, 1961, 
revealed  the  inversion  of  Ti,T2,  a VI,  aVf,  V4, 
and  V5  (Fig.  3A).  Within  three  days  the 
electrocardiographic  pattern  reverted  to  nor- 
mal. 

The  patient  was  admitted  to  the  Kingston 
Hospital,  Kingston,  New  York,  on  Novem- 
ber 15, 1962,  referred  by  the  New  Paltz  Asso- 
ciates because  of  pain  in  the  left  leg  at- 
tributed to  mild  superficial  thrombophlebitis. 
According  to  his  own  story,  the  previous 
evening  he  had  sustained  another  episode  of 
paroxysmal  rapid  heart  action  which  ceased 
spontaneously  after  eight  hours.  An  elec- 
trocardiogram on  November  15,  1962, 

revealed  inverted  Ti,  T2,  aVl,  aVf,  V4, 
and  V6,  with  a slightly  prolonged  Q-T  in- 
terval (Fig.  3B).  Pertinent  laboratory  data 
included  the  following:  erythrocyte  sedi- 

mentation rate  of  11  mm.  per  hour  (Win- 
trobe);  SGOT  (serum  glutamic  oxalo- 
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FIGURE  2.  Electrocardiograms.  (A)  Inversion  of  T2,  aVf,  V4,  and  V5  appears  twenty-four  hours  after  cessa- 
tion of  paroxysmal  ventricular  tachycardia  (December  21,  1954).  (B)  Inversion  of  Ti,  T2,  aVf,  V4,  and  V5  is 

shown  forty-eight  hours  after  termination  of  paroxysmal  ventricular  tachycardia  (May  26, 1956).  (C)  Shows 
low  amplitude  T2,  V4,  and  V5,  with  tiny,  terminally  inverted  T V4  twenty-four  hours  after  conclusion  of  parox- 
ysmal ventricular  tachycardia  of  four  and  one-half  hours  duration  (December  24,  1957).  (D)  Ventricular 

tachycardia  is  shown  (May  8,  1961). 


acetic  transaminase)  20  units  per  milliliter; 
LDH  (lactic  acid  dehydrogenase)  229  units 
per  milliliter;  and  white  blood  count 


5,200,  with  74  per  cent  granulocytes.  The 
patient’s  temperature  was  101.2  F.  Except 
for  slight  pain  in  the  extremity  he  was  free 
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FIGURE  3.  Electrocardiograms.  (A)  Inversion  of  Ti,  T2,  aVI,  AVf,  V4,  and  V5  appears  five  days  after  termina- 
tion of  paroxysmal  ventricular  tachycardia  (May  13, 1961).  (B)  Inversion  of  T , , T2,  aVI,  aVf,  V4,  and  V5  sixteen 
hours  after  an  episode  of  paroxysmal  ventricular  tachycardia  (November  15,  1962).  (C)  Persistence  of  car- 
diac abnormalities  recorded  (November  23, 1962).  (D)  Return  to  normal  pattern  nineteen  days  after  an  in- 

cident of  paroxysmal  ventricular  tachycardia  is  shown  (December  4,  1962). 


of  complaints,  and  on  November  18,  1962, 
defervescense  coincided  with  subsidence  of 
the  thrombophlebitis. 

An  electrocardiogram  on  November  23, 
1962,  showed  flat  Ti,  tiny  inverted  T2,  small 


upright  T aVI,  minimal  inversion  of  T aVf 
and  V5,  with  less  inversion  of  T V4  (Fig.  3C). 
Again,  the  SGOT,  LDH,  and  erythrocyte 
sedimentation  rate  were  well  within  normal 
limits  and  remained  constant  throughout 
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his  hospitalization.  Not  until  December  4, 
1962,  did  the  electrocardiographic  findings 
return  to  a normal  pattern,  and  again  the 
patient  remained  singularly  free  from  coro- 
nary or  myocardial  insufficiency  while  par- 
ticipating in  his  usual  physical  activities 
(Fig.  3D). 

Comment 

In  1934  Graybiel  and  White29  noted  Tx, 
T2,  and  T3  inversions  with  gradual  return  to 
upright  form  in  2 healthy  young  men  follow- 
ing paroxysmal  ventricular  tachycardia  and 
stated  that  they  believed  “the  paroxysm  of 
ventricular  tachycardia  to  be  in  some  way 
responsible  for  the  temporary  inversion  of 
the  T waves.” 

Eight  years  later,  Currie30  observed  low- 
ered S-T  segment  with  inverted  T2  and  T3 
and  slight  Tx  inversion  of  thirty  days  dura- 
tion in  a healthy  young  woman  after  an 
episode  of  paroxysmal  ventricular  tachy- 
cardia of  thirty-six  hours  extent.  Because 
a subsequent  three-hour  episode  was  fol- 
lowed by  less  T2  and  T3  inversion  without  S-T 
segment  degression  of  only  sixteen  days 
duration,  they  surmised  that  the  duration 
and  hence  “strain”  on  the  myocardium  af- 
fected the  amount  of  temporary  change  in 
the  cardiogram. 

In  1943  Geiger31  reported  electrocardio- 
grams simulating  those  of  coronary  throm- 
bosis after  cessation  of  paroxysmal  supra- 
ventricular tachycardia  of  forty-four  hours 
duration  characterized  by  deeply  inverted 
T-wave  inversion  in  leads  II  and  III  ac- 
companied by  a prolonged  Q-T  interval  of 
thirty-seven  days  duration.  These  pur- 
portedly differed  from  the  pattern  of  myo- 
cardial infarction  by  absence  of  Q waves  and 
S-T  segment  depression  in  the  leads  with  in- 
verted T waves.  Geiger  stated  that  “The 
persistence  of  the  abnormalities  for  several 
weeks  would  seem  to  imply  that  some  in- 
jury to  the  heart  muscle  had  occurred,  but 
the  ultimately  complete  electrocardiographic 
and  clinical  recovery  suggest  that  the  in- 
jury was  of  reversible  nature  and  did  not 
lead  to  death  of  tissue.  One  might  offer  the 
hypothesis  that  the  changes  resulted  from 
myocardial  ischemia  associated  with  a 
sharply  diminished  cardiac  output  during  the 
many  hours  of  the  unusually  high  ventricular 
rate  of  the  paroxysm.”  He  also  stressed 
the  relationship  between  the  length  of  the 


attack  and  the  duration  of  T-wave  inver- 
sion. 

However,  Zimmerman  in  1944, 32  in  record- 
ing transient  T-wave  inversions  in  2 pa- 
tients following  paroxysmal  ventricular 
tachycardia  and  in  1 patient  following  par- 
oxysmal supraventricular  tachycardia,  did 
not  concur  with  Geiger’s  belief,  because 
following  the  episode  of  supraventricular 
tachycardia  of  eleven  hours  and  twenty  min- 
utes duration  the  electrocardiographic  ab- 
normalities of  small  T!  and  aVf  inversion 
reverted  to  normal  within  forty-eight  hours. 
Further,  in  the  same  patient,  in  two  separate 
paroxysms  of  paroxysmal  ventricular  tachy- 
cardia of  four  and  one-half  and  six  days 
duration  respectively  the  electrocardio- 
graphic abnormalities  persisted  for  two 
months  and  one  month  respectively. 

Smith  in  194633  described  an  electrocardio- 
graphic syndrome  following  ventricular 
tachycardia  characterized  by  broad-based, 
deep  T-wave  inversion  in  one  or  more  leads, 
with  depression  of  S-T  segments  in  leads 
with  most  prominent  T-wave  inversion  and 
prolongation  of  the  Q-T  interval.  He  be- 
lieved this  to  be  the  nineteenth  case  reported. 
He  justified  this  electrocardiographic  entity 
by  reasoning  that  although  supraventricular 
tachycardia  is  at  least  ten  times  more  fre- 
quent than  paroxysmal  ventricular  tachy- 
cardia, only  two  pure  instances  of  electro- 
cardiographic abnormalities  following  supra- 
ventricular tachycardia  have  been  recorded 
— and  these  with  relatively  modest  T-wave 
alterations.  It  was  postulated  that  the 
syndrome  was  caused  by  the  same  auto- 
matic focus  responsible  for  the  paroxysmal 
ventricular  tachycardia  retaining  some  of 
its  activity  and  influencing  the  electrical 
phenomenon. 

After  a critical  review  of  the  literature  it 
has  become  obvious  that  the  finite  mecha- 
nism of  the  electrocardiographic  “syndrome” 
following  ventricular  tachycardia  is  obscure. 
Quinidine  has  been  administered  in  relatively 
negligible  dosage  and  could  not  possibly  re- 
sult in  such  a dramatic  persistent  abnormal 
electrocardiogram.  In  addition  to  the  va- 
riety of  opinions  that  have  been  referred  to, 
Levine34  postulates  post- tachycardia  heart 
muscle  fatigue  or  local  relative  anoxia  of 
parts  of  the  ventricles  and  would  thus  in- 
voke the  existence  of  acute  prolonged  non- 
occlusive coronary  artery  insufficiency 
caused  by  the  increased  work  of  the  heart  in 
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the  presence  of  physiologically  patent  coro- 
nary arteries.  With  this  hypothesis  the  per- 
sistent T-wave  inversions  might  be  ascribed 
to  cogent  myocardial  alterations.  How- 
ever, pertinent  data  so  far  seem  to  negate 
this  possibility. 

Enzymatic  biologic  assays35*  36  are  now  an 
important  facet  in  the  diagnostic  armamen- 
tarium of  ischemic  myocardial  disease,  and 
appreciable  myocardial  necrosis  is  ac- 
companied by  elevated  levels  of  SGOT  and 
LDH  in  a chronologic  pattern.  This  is  the 
first  reported  case  in  which  these  levels  were 
recorded  concurrently  with  the  syndrome 
following  ventricular  tachycardia.  The  lack 
of  clinical  symptoms  during  the  prolonged 
period  of  post-tachycardia  electrocardio- 
graphic abnormalities,  the  absence  of  leuko- 
cytosis and  accelerated  rate  of  sedimentation, 
and  the  failure  to  obtain  elevated  specific 
serum  enzyme  levels  seemingly  eliminate 
the  factor  of  significant  ischemic  myo- 
cardial necrosis  and  further  confirm  the 
benign  nature  of  the  T-wave  inversions  in  the 
electrocardiographic  abnormalities  following 
ventricular  tachycardia. 

Summary 

A case  is  reported  of  prolonged  T-wave  in- 
versions following  paroxysmal  ventricular 
tachycardia  in  an  otherwise  healthy  male 
without  other  laboratory  evidence  of  is- 
chemic myocardial  alterations. 
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An  unusual  case  of  simultaneous  bilateral 
popliteal  cysts,  multiple  joint  subluxations, 
and  connective  tissue  atrophy  in  a patient 
suffering  from  rheumatoid  arthritis  has  been 
observed  in  our  unit  and  is  thought  worthy 
of  report. 

Case  report 

The  patient  is  a sixty-four-old  white  male 
who  has  suffered  from  progressively  de- 
forming rheumatoid  arthritis  for  the  past 
thirteen  years.  In  the  last  eight  years  he 
has  received  between  10  and  15  mg.  of 

* This  study  was  supported  by  a grant  from  the  Arthritis 
and  Rheumatism  Foundation  and  the  Jack  E.  Horn  Fund  for 
Research  in  the  Rheumatic  Diseases,  Montefiore  Hospital. 

t Trainee,  National  Institute  of  Arthritis  and  Metabolic 
Diseases,  National  Institutes  of  Health,  Bethesda,  Maryland. 


prednisone  each  day.  Since  1960  he  has 
been  unable  to  walk  without  assistance. 
Bilateral  popliteal  cysts  were  first  noted  in 
1954  and  described  as  “lemon-sized.”  Since 
June,  1960,  the  cysts  have  increased  rapidly 
in  size.  Laboratory  studies  have  indicated 
hypergammaglobulinemia  and  multiple  posi- 
tive L.E.  (lupus  erythematosus)  cell  re- 
actions. X-ray  films  of  the  joints  through 
1958  revealed  generalized  osteoporosis,  nar- 
rowing of  the  joint  spaces,  and  multiple 
cystic  erosions  of  the  subchondral  bone. 
Until  this  time  no  joint  subluxations  were 
present. 

In  March,  1962,  the  patient  was  seen  in 
the  Arthritis  Clinic  of  Montefiore  Hospital. 
He  complained  of  inability  to  extend  his  legs 
and  severe  knee  pain.  On  physical  exami- 
nation a right  popliteal  cyst  and  a large  left 
calf  cyst  were  noted.  The  circumference  of 
the  left  cyst  measured  41  by  22.5  cm.  (Fig. 
1A).  There  was  generalized  atrophy  of  the 
peripheral  musculature  and  loss  of  motor 
strength.  There  was  subluxation  of  both 
knee  joints,  the  right  elbow,  and  both  wrist 
joints.  There  was  ulnar  deviation  bilater- 
ally and  “swan-neck”  deformities  of  all  the 
interphalangeal  joints.  Every  joint  in  the 
upper  extremities  was  hyperextendable. 
Moon  facies  and  a cervicodorsal  fat  pad  were 
present.  Laboratory  findings  included:  a 
latex  fixation  test  which  showed  positive 
findings  in  a dilution  of  1:1,260;  hyper- 
gammaglobulinemia demonstrated  by  elec- 
trophoresis; a reversed  albumin- globulin 
ratio  of  2.9  Gm.  per  100  ml.  albumin  and 
4 Gm.  per  100  ml.  globulin;  a hematocrit  of 
37 ; and  an  erythrocyte  sedimentation  rate  of 
47  per  millimeter  per  hour,  Wester gren 
method.  The  serologic  findings,  fasting 
blood  sugar,  and  blood  urea  nitrogen  were 


FIGURE  1.  Left  calf  cyst  measuring  41  by  22.5  cm.  (A)  Exterior  view.  (B)  Removal  at  surgery. 
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normal.  Roentgeno graphic  studies  revealed 
marked  generalized  osteoporosis.  There 
were  multiple  healed  rib  fractures  and  a 
left  olecranon  fracture  of  undetermined  age. 
In  addition  there  were  multiple  subluxations 
of  the  cervical  vertebrae,  wrists,  knees, 
elbows,  and  carpal  bones. 

Aspiration  of  the  left  calf  cyst  yielded  500 
cc.  of  chocolate-colored  fluid  which,  on 
microscopic  examination,  contained  crenated 
erythrocytes.  On  March  27,  1962,  under 
general  anesthesia  the  left  calf  cyst  was 
excised  by  a surgeon  (Fig.  IB).  At  the 
time  of  surgery  it  was  found  to  contain  1,800 
cc.  of  dark  brown  material.  The  lining  of 
the  cyst  consisted  of  dense  fibrous  tissue  in- 
filtrated by  many  lipid-containing  macro- 
phages. There  were  no  inflammatory  foci. 
The  patient  recovered  uneventfully  from  the 
surgical  procedure,  but  the  subluxation  of 
the  left  knee  joint  has  not  resolved.  The 
patient  now  is  receiving  physical  therapy  on 
an  outpatient  basis. 

Comment 

The  etiologic  factors  involved  in  the 
formation  of  posterior  knee  cysts  are  still 
undergoing  scrutiny.  In  1840  Adams1  noted 
a high  incidence  of  intrinsic  disease  of  the 
knee  joint  associated  with  popliteal  cysts. 
Baker2  confirmed  this  finding  in  1870,  and 
the  eponym  “Baker  cyst”  has  been  applied 
to  synovial  cysts  in  knee  joint  disease  since 
that  time.  Meyerding  and  VanDemark,3 
after  study  of  the  dynamics  of  popliteal  cyst 
formation,  postulated  an  extrusion  of  the 
posterior  capsular  synovium  or  an  escape  of 
joint  fluid  into  adjacent  bursal  sacs,  in  these 
cysts.  More  recently,  in  4 cases  of  calf 
cysts,  Harvey  and  Corcos4  demonstrated  by 
surgical  dissection  and  arthrogram  the  con- 
nection between  these  calf  cysts  and  the 
popliteal  space.  It  is  assumed  that  these 
calf  cysts  have  a popliteal  origin5  and  that 
they  are  extruded  through  weakened  struc- 
tures into  the  calf  tissue  planes.  It  was 
noted  by  Harvey  and  Corcos  that  their  4 
cases  were  patients  with  rheumatoid  ar- 
thritis who  had  received  steroid  medication 
for  a long  period  of  time. 

The  propensity  of  any  body  structure  to 
herniate  through  connective  tissue  is  de- 
termined by  the  local  strength  of  the  con- 
nective tissue  and  focal  pressures.  In  our 


case  the  most  striking  feature  is  the  general- 
ized weakness  and  atrophy  of  all  of  the  sup- 
portive tissue  reflecting  itself  in  the  forma- 
tion of  the  calf  and  knee  cysts,  the  multiple 
subluxations  of  many  joints,  the  laxity  of 
the  muscular  structures,  and  the  hyper- 
motility of  the  joints.  A case  of  this  pro- 
nounced degree  is  rare  even  in  advanced 
rheumatoid  arthritis. 

At  this  time  we  do  not  know  the  effect  of 
long-term  steroid  therapy  in  patients  suffer- 
ing from  chronic  debilitating  disorders. 
Corticosteroid  drugs  in  certain  instances 
have  induced  acute  and  severe  myopathy.6 
Experimental  work  has  demonstrated  that 
large  amounts  of  corticosteroids  have  in- 
hibited fibroblastic  proliferation  in  vitro  and 
have  delayed  wound  healing  in  surgically 
induced  wounds  in  rabbits.7’8 

The  articular  devastation  and  muscle 
wasting  induced  by  rheumatoid  disease  of 
the  joints  is  well  documented.  The  possible 
deleterious  effects  of  long-term  steroid 
administration  of  connective  tissue  deserves 
continued  clinical  consideration. 

Summary 

A case  of  bilateral  popliteal  cysts  and 
multiple  joint  subluxations  in  a patient  with 
rheumatoid  arthritis  on  corticosteroid  medi- 
cation for  many  years  is  reported.  The 
effect  of  long-term  corticosteroid  therapy  on 
all  periarticular  connective  tissue  structure 
and  the  relationship  of  articular  disease  and 
popliteal  knee  cysts  to  this  therapy  have 
been  discussed. 
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Bowel  disturbances  due  to  endometriosis 
are  not  uncommon.1  Superficial  implants 
on  the  serosal  surface  of  the  large  bowel  are 
known  to  cause  recurrent  diarrhea  coincident 
with  the  menstrual  periods.2  On  the  other 
hand,  deep  implants,  with  bleeding  and 
eventual  fibrosis,  may  lead  to  intestinal 
obstruction,  particularly  when  the  small 
intestine  is  involved.3 

It  is  our  purpose  to  report  an  unusual  case 
of  mechanical  obstruction  of  the  small 
bowel  due  to  direct  invasion  of  the  wall  of 
the  cecum  and  ileocecal  valve  by  endo- 
metrial implants. 

Case  report 

A forty-two-year-old  white  woman  was 
admitted  to  Beth  Israel  Hospital  on  April 
13,  1961,  because  of  crampy  abdominal  pain 
of  six  days  duration.  Her  past  history  re- 
vealed episodes  of  frequent  bowel  movements 
during  the  past  ten  years,  the  relationship 
to  her  menses  being  questionable.  A barium 
enema  five  years  ago  had  revealed  nothing 
remarkable.  In  the  final  three  menstrual 
periods  prior  to  admission,  there  were  epi- 
sodes of  crampy  abdominal  pain  and  consti- 


pation, each  lasting  two  to  three  days  and 
followed  by  two  days  of  loose,  watery  bowel 
movements.  A second  barium  enema,  two 
months  before  admission,  again  revealed 
nothing  positive.  For  six  days  prior  to 
admission,  the  patient  had  repeated  episodes 
of  crampy  abdominal  pain  unaccompanied 
by  a bowel  movement  or  passage  of  gas  per 
rectum. 

Clinical  and  laboratory  findings.  A 
physical  examination  revealed  that  the  pa- 
tient was  acutely  ill,  thin,  and  complaining  of 
severe  lower  abdominal  pain.  The  blood 
pressure  was  140/80,  pulse  88  and  regular, 
temperature  98  F.,  and  respirations  20  per 
minute  and  regular.  Examination  of  the 
head,  neck,  heart,  and  lungs  showed  nothing 
remarkable.  The  abdomen  was  distended 
with  visible  peristalsis,  and  intestinal  erec- 
tions could  be  palpated.  At  the  height  of 
intestinal  contractions,  borborygmi  were 
heard. 

An  obstructive  series  revealed  marked 
dilatation  of  many  loops  of  small  intestine  in 
the  upper  abdomen,  with  very  little  gas 
seen  in  the  colon.  The  laboratory  re- 
ported the  following:  hemoglobin  12.5  Gm. 
per  100  ml.;  white  blood  count  9,600  per 
cubic  millimeter,  with  a normal  differential; 
and  erythrocyte  sedimentation  rate  5 mm. 
per  hour.  A urinalysis  revealed  nothing 
positive  except  for  a 1 plus  acetonuria.  A 
chest  x-ray  film  showed  normal  findings. 

Treatment.  A Cantor  tube  was  passed 
into  the  intestine,  and  administration  of 
intravenous  fluid  was  begun.  Radiologic 
study  using  gastrograffin  as  a contrast 
medium  was  done,  injecting  it  through  the 
tube  (Fig.  1).  An  exploratory  laparotomy 
under  spinal  anesthesia  was  carried  out  on 
fifth  hospital  day.  The  lumen  of  the  entire 
small  bowel,  especially  its  most  distal  por- 
tion, was  enormously  dilated  and  its  walls 
hypertrophied  and  edematous.  There  was 
extreme  narrowing  at  the  ileocecal  valve, 
with  a rare  greenish-black  nodule  visible  on 
the  serosal  surface.  The  process  seemed  to 
extend  almost  completely  around  the  ter- 
minal ileum  at  its  junction  with  the  cecum. 
The  remainder  of  the  upper  peritoneal  cavity 
showed  no  evidence  of  endometriosis. 

Exploration  of  the  pelvis  revealed  oblitera- 
tion of  the  space  between  the  uterus  and 
sigmoid  colon,  with  cyst  formation,  hemor- 
rhagic fluid,  and  fibrosis  covering  most  of  the 
pelvis.  The  ovaries  were  visualized  and 
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FIGURE  1.  Gastrograffin  study  of  intestine. 


contained  small  black  areas.  An  ileocolic 
resection  with  end-to-end  ileotransverse 
colostomy  was  performed. 

Pathologic  findings.  Gross.  Accord- 
ing to  the  pathologic  report  the  gross 
specimen  consisted  of  a 12-cm.  segment  of 
ascending  colon.  The  lumen  of  the  termi- 
nal 2 cm.  of  ileum  was  moderately  narrowed 
by  a nodular  thickening  of  the  wall  of  the 
ileum  and  contiguous  portion  of  the 
cecum.  On  the  inferior  surface  at  the  ileo- 
cecal valve  there  was  a 1.5-cm.  mass  within 
the  wall  of  the  cecum,  which  on  cut  section 
was  firm,  pinkish- grey,  and  contained  nu- 
merous cystic  spaces  which  varied  from  0.1 
to  0.3  cm.  and  contained  greenish-black 
liquid.  This  nodule  was  covered  on  one 
surface  by  ileal  mucosa  and  on  the  other 
surface  by  colonic  mucosa.  The  mucosa 
was  intact  throughout. 

Microscopic.  Microscopic  study  of  sec- 
tions of  the  specimen  revealed  that  the  mus- 
cularis  of  the  terminal  ileum  and  cecum  and 
the  surrounding  pericolonic  fat  contained  nu- 
merous deposits  of  endometrium  composed 
of  stoma  and  nonsecretory  glands.  There 
was  marked  fibrosis  of  the  involved  tissues. 


FIGURE  2.  Section  through  ileocecal  valve  show- 
ing endometriosis. 


The  pathologist  diagnosed  the  condition  as 
endometriosis  of  the  ileocecal  valve  (Fig.  2). 

Postoperative  course.  Postopera- 
tively,  the  patient’s  course  was  uneventful. 
She  received  a course  of  x-ray  therapy  to  the 
ovaries  shortly  after  her  discharge  from  the 
hospital,  receiving  2,500  r in  depth  over  one 
month’s  time.  When  she  was  seen  eighteen 
months  after  laparotomy,  the  patient  had 
gained  25  pounds  and  wa  j feeling  well  except 
for  occasional  diarrhea.  Radiation  has  ef- 
fectively stopped  her  menstrual  periods. 

The  patient  remained  well  until  April, 
1963,  when  she  developed  nausea,  vomiting, 
and  crampy  lower  abdominal  pains.  A mass 
was  present  in  the  left  fornix,  and  a barium 
enema  showed  an  extrinsic  constriction  in 
the  mid-sigmoid.  She  was  begun  on  150 
mg.  of  medroxyprogesterone  acetate  (Depo- 
Provera)  intramuscularly  injected  weekly. 
This  was  continued  for  the  next  eight 
months,  with  marked  improvement  in 
symptomatology  and  disappearance  of  the 


This  case  illustrates  many  of  the  features 
of  intestinal  endometriosis.  The  long 
history  of  diarrhea,  although  not  specifically 
related  to  the  menstrual  cycle,  is  typical  of 
involvement  of  the  rectovaginal  septum  with 
superficial  implants  on  the  large  bowel. 
Subsequent  episodes  of  more  severe  diarrhea 
accompanying  three  consecutive  menstrual 
periods  were  due  to  incomplete  intestinal 
obstruction  and  culminated  in  complete 
small  bowel  obstruction  during  the  next 
period.  The  chronicity  of  the  obstruction 
is  illustrated  by  the  clinical  findings  of  visible 
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mass. 

Comment 


peristalsis,  borborygmi,  and  palpable  in- 
testinal erections  and  the  operative  finding  of 
hypertrophied  bowel.  In  this  type  of  case 
conservative,  that  is,  nonoperative,  manage- 
ment is  of  no  avail,  and  intestinal  intubation 
serves  as  an  adjunct  to  surgery  rather  than 
as  definite  treatment. 

The  nature  of  the  obstruction  here  is  par- 
ticularly unusual  in  that  the  ileocecal  valve 
was  the  sole  site  of  small  bowel  endometriosis 
and  caused  the  complete  obstruction.  Pre- 
viously reported  cases  of  ileal  obstruction 
involved  kinking  of  the  bowel  secondary  to 
serosal  implants,  usually  some  inches  prox- 
imal to  the  cecum.4,5 

It  was  the  opinion  of  the  surgeon  that 
endometriosis  was  undoubtedly  present. 
However,  the  question  arose  whether  the 
condition  was  due  entirely  to  endometriosis 
or  to  carcinoma  involving  the  cecal  portion 
of  the  ileocecal  valve  and  concurrent  endo- 
metriosis. Because  of  the  latter  possibility 
it  was  decided  to  do  an  ileocolic  resection 
with  end-to-end  ileo transverse  colostomy. 
As  resection  was  necessary  in  either  case,  the 
contamination  ths  t would  inevitably  occur 
with  opening  the  bowel  to  obtain  a biopsy 
did  not  seem  warranted.  Because  an  exten- 
sive resection  had  to  be  performed,  it  was  not 
deemed  advisable  to  carry  out  a pelvic  pro- 
cedure which  would  have  been  extensive 
because  of  the  numerous  adhesions  in  the 
pelvis,  particularly  because  it  was  felt  that 


Marriages  on  increase 

Despite  the  struggles  of  stalwart  bachelor 
remnants,  marriages  are  on  the  increase. 

Statisticians  of  Metropolitan  Life  Insurance 
Company  report  that  in  the  United  States  last 
year  the  number  of  marriages  increased  by 
nearly  5 per  cent,  the  largest  relative  rise  for 
any  year  in  more  than  a decade.  In  Canada  the 
rise  was  1.5  per  cent.  Moreover,  the  spurt  in 
marriages  has  continued  through  the  early 
months  of  this  year  and  is  expected  to  persist  for 
many  years  to  come. 

The  upward  trend  in  wedlock  is  associated 
with  a growing  number  of  persons  reaching 
marriageable  age  which,  in  turn,  is  a consequence 


radiation  castration  could  be  used  to  termi- 
nate the  active  endometriosis. 

It  must  be  emphasized  that  once  small 
bowel  obstruction  is  evident,  castration  alone 
is  not  sufficient  to  halt  the  progress  of  the 
disease,  and  bowel  surgery  must  be  carried 
out.  Whether  or  not  this  should  be  com- 
bined with  pelvic  surgery  depends  on  the 
findings  in  each  case.  In  addition,  the  value 
of  the  newer  progestational  drugs  in  treating 
symptomatic  intestinal  endometriosis  re- 
mains to  be  evaluated. 

Summary 

A case  of  complete  small  bowel  obstruction 
due  to  endometriosis  of  the  ileocecal  valve 
has  been  presented,  with  comments  on  di- 
agnosis and  management.  The  presence  of 
obstructive  symptoms  coincident  with  the 
menstrual  cycle  should  bring  this  diagnosis 
to  mind. 
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of  the  baby  boom  during  and  immediately 
following  World  War  II,  the  statisticians  said. 

Another  factor  contributing  to  the  rise  of 
marriages  in  the  United  States,  they  believe,  is 
the  Executive  Order  of  last  September  that  de- 
ferred the  drafting  of  married  men  into  the 
armed  forces. 

In  the  United  States  last  year  there  were 
about  1,657,000  marriages,  compared  with 
1,582,000  in  1962  and  1,550,000  in  1961.  The 
marriage  rate  last  year  was  8.8  per  1,000  popu- 
lation, the  highest  it  has  been  in  six  years. 

Canada  had  about  131,000  marriages  last 
year,  or  slightly  above  the  annual  number  in  the 
preceding  three  years.  But  the  marriage  rate 
there  was  6.9  per  1,000,  the  lowest  in  nearly 
thirty  years,  the  statisticians  report. 
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A.  Raymond  Dochez,  M.D.,  of  New  York 
City,  died  on  July  31  at  the  age  of  eighty-two. 
Dr.  Dochez  graduated  in  1907  from  Johns 
Hopkins  University  School  of  Medicine.  He 
was  a consulting  physician  at  Presbyterian 
Hospital.  Among  his  achievements  were  the 
discovery  of  a successful  antitoxin  against  scar- 
let fever,  the  seriologic  classification  of  pneumo- 
cocci causative  agent  in  lobar  pneumonia,  and 
the  development  of  a serum  treatment  for  lobar 
pneumonia.  A John  E.  Borne  professor-emeri- 
tus of  medical  and  surgical  research  at  Columbia 
University  College  of  Physicians  and  Surgeons, 
a former  trustee  of  the  Rockefeller  Institute,  and 
the  holder  of  the  Kober  Medal  of  the  Association 
of  American  Physicians,  Dr.  Dochez  was  a 
member  of  the  American  Society  for  Clinical 
Investigation,  the  American  Clinical  and  Cli- 
matological Association,  the  American  Society 
for  Experimental  Pathology,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Henry  Doubilet,  M.D.,  of  New  York  City, 
died  on  July  6 in  Elberon,  New  Jersey,  at  the 
age  of  fifty-seven.  Dr.  Doubilet  graduated  in 
1929  from  McGill  University  Faculty  of  Medi- 
cine. He  was  an  attending  surgeon  at  Bellevue, 
Goldwater  Memorial,  University,  and  Veterans 
Administration  Hospitals,  and  an  associate 
professor  of  surgery  at  New  York  University- 
Bellevue  Medical  Center  School  of  Medicine. 
Dr.  Doubilet  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
Surgical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Hilde  Leffmann,  M.D.,  of  Rochester,  died  on 


June  9 at  the  age  of  fifty-six.  Dr.  Leffmann 
received  her  medical  degree  from  the  University 
of  Wurzburg  in  1934.  She  was  an  attending 
physician  in  general  practice  at  Highland  Hos- 
pital of  Rochester.  Dr.  Leffmann  was  a mem- 
ber of  the  American  Academy  of  General  Prac- 
tice, the  Monroe  County  Medical  Society,  and 
the  Medical  Society  of  the  State  of  New  York. 

Samuel  Harry  Lieberman,  M.D.,  of  Belle 
Harbor,  died  on  June  28  at  the  age  of  sixty- 
eight.  Dr.  Lieberman  graduated  in  1920  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  adjunct  surgeon  at  Unity 
Hospital  (Brooklyn).  Dr.  Lieberman  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  American  Geriatrics  Society,  the 
International  Academy  of  Proctology,  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Stanley  Carroll  Pettit,  M.D.,  of  St.  George, 
Staten  Island,  died  on  July  2 at  the  age  of  sixty- 
three.  Dr.  Pettit  graduated  in  1926  from  the 
University  of  Vermont  College  of  Medicine. 
He  was  an  attending  physician  at  Staten  Island 
Hospital.  Dr.  Pettit  was  a member  of  the 
Richmond  County  Medical  Society  (a  past- 
president),  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Edward  Stadlinger,  M.D.,  of  Buffalo, 
died  on  June  14  at  the  age  of  ninety.  Dr. 
Stadlinger  graduated  in  1897  from  Niagara 
University  Medical  Department.  He  was  a 
consulting  physician  at  Deaconess  Hospital. 
Dr.  Stadlinger  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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Abstracts  in  Interlingua 


Terhune,  W.  B.:  Prevention  de  alcoholismo; 
le  arte  de  biber  sin  inebriar  se  ( anglese ),  New 
York  State  J.  Med.  64:  2041  (15  de  augusto) 
1964. 

Alcoholismo  es  un  morbo  que  es  destructive  e 
que  es  culturalmente  contagiose.  Illo  representa 
un  problema  medical,  e le  medico  pote  con- 
tribuer  grandemente  a su  prevention.  Ille 
debe  familiarisar  se  con  le  grados  e le  classes 
de  alcoholismo,  le  si-appellate  personalitate 
alcoholic  (i.e.  le  typo  susceptibile  de  alcohol- 
ismo), e le  conditiones  sub  le  quales  le  dip- 
somania foresee.  Ille  deberea  inserer  in  omne 
historia  medical  un  serie  de  questiones  con- 
cemente  iste  habitude  e tener  le  constatationes 
sub  observation.  Organisationes  medical  de- 
berea, a base  national,  prender  le  initiativa  in 
le  institution  de  programmas  pro  le  prevention 
de  alcoholismo. 

Brown,  E.  B.,  Ipsen,  J.,  e Popovits,  C.: 

Le  uso  de  extracto  de  Rhus  quercifolia  in  le 
tractamento  de  febre  de  feno  per  ambrosia; 
un  studio  a duple  anonymato  {anglese),  New 
York  State  J.  Med.  64:  2050  (15  de  augusto) 
1964. 

Sexanta  patientes  con  febre  de  feno  demon- 
stratemente  causate  per  ambrosia  esseva  dividite 
in  duo  gruppos  per  selection  aleatori  e tractate 
durante  octo  consecutive  dies  con  injectiones 
diume  de  un  extracto  de  Rhus  quercifolia 
(Anergex)  o de  un  placebo.  Esseva  trovate 
nulle  significative  differentia  inter  le  duo  gruppos 
in  le  mesuras  de  alleviamento  del  symptomas 
de  febre  de  feno.  Tamen,  65  pro  cento  del 
patientes  recipiente  le  extracto  se  plangeva  de 
significative  adverse  effectos  secundari.  In  le 
gruppo  tractate  con  le  placebo,  ille  proportion 
esseva  40  pro  cento. 

Ruppe,  J.  P.:  Le  chimotherapia  de  non-hos- 
pitalisate  patientes  tuberculotic  in  le  passato 
recente  {anglese),  New  York  State  J.  Med. 
64:  2054  (15  de  augusto)  1964. 

Esseva  facite  un  comparation  de  certe  charac- 
teristicas  de  non-hospitalisate  patientes  con 
tuberculosis  tractate  per  pharmacotherapia 
antituberculotic  sub  auspicios  public  in  1958 
e in  1963.  Le  numero  del  patientes  cresceva 
ab  2.345  in  1958  ad  3.948  in  1963.  In  1958, 
approximativemente  90  pro  cento  del  patientes 
habeva  previemente  essite  hospitalisate  pro 
tuberculosis,  durante  que  iste  proportion  in  1963 
esseva  74  pro  cento.  Le  numero  del  patientes 
pro  le  quales  hospitalisation  non  es  recom- 
mendate  accresce  progressivemente.  Le  facto 
que  un  non  inconsiderabile  numero  de  patientes 


non  retoma  o refusa  retornar  pro  le  pharma- 
cotherapia remane  un  problema. 

Deibel,  R.,  e Macdonald,  D.:  Variationes 

antigenic  in  virus  de  poliomyelitis  typo  III 
{anglese).  New  York  State  J.  Med.  64:  2058 
(15  de  augusto)  1964. 

Tests  de  serodifferentiation  esseva  usate  pro 
distinguer  inter  vaccino-simile  e non-vaccino- 
simile  lineas  de  virus  de  poliomyelitis  type  III, 
sed  iste  tests  non  demonstrava  characteristicas 
vaccino-simile  in  lineas  de  virus  isolate  ante  le 
extense  uso  de  oral  vaccino  de  Sabin  contra 
virus  de  poliomyelitis  typo  III.  Esseva  mon- 
strate  que  salvage  lineas  de  virus  de  poliomyeli- 
tis type  III  habeva  differente  structuras  anti- 
genic. Le  datos  suggere  que  lineas  con  certe 
characteristicas  antigenic  prevale  in  un  anno 
particular. 

Daniels,  F.,  Jr.:  Exposition  al  sol  e invetula- 
tion  del  pelle  {anglese),  New  York  State  J. 
Med.  64:  2066  (15  de  augusto)  1964. 

Certes  del  alterationes  occurrente  in  pelle 
senescente,  particularmente  le  alterationes  de 
senil  elastosis,  pare  esser  effectos  de  radiation 
e non  directe  effectos  del  invetulation.  Le 
invetulation  del  pelle  provide  extememente 
visibile  manifestationes  del  processo  invetulatori. 
Illo  etiam  representa  un  illustration  pro  varie 
theorias  del  invetulation  in  general,  sed  illo 
non  supporta  ulle  de  ille  theorias  al  exclusion 
del  alteres. 

Krakowski,  A.  J.:  Tractamento  de  emotional  - 
mente  malade  juveniles;  essayos  perdurative 
con  un  nove  agente  {anglese),  New  York  State 
J.  Med.  64:  2070  (15  de  augusto)  1964. 

Hydrochloruro  de  opipramol,  un  analogo  de 
imipramina,  esseva  administrate  per  via  oral  a 
100  juveniles  de  quatro  a dece-septe  annos  de 
etate  qui  suffreva  de  sever  disturbationes  emo- 
tional. Un  satisfacente  responsa  general  del 
symptomas — incluse  le  manifestationes  de  anxie- 
tate,  de  depression,  e de  comportamento  rebelle 
e le  maladjustamento  scholar  e alteremente 
ambiental — occurreva  in  77  casos.  Adverse 
reactiones  secundari  de  leve  grado  esseva  notate 
in  11  patientes  sed  dispare va  con  le  reduction 
del  dosage.  Le  uso  del  pharmaco  esseva  sus- 
pendite  in  tres  casos  de  hyperactivitate  e in 
un  caso  de  somnolentia.  Solmente  20  del  pa- 
tientes esseva  tractate  psychotherapeutica- 
mente.  Omne  le  parent  es  esseva  tractate  o 
influentiate  per  consilios. 
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Richardson,  P.,  e Snyderman,  R.  K.: 
Tractamento  de  hemangiomas  infantil;  inter- 
vention active  o tractamento  conservatori  de 
nevos  fraga?  ( anglese ),  New  York  State  J. 
Med.  64:  2076  (15  de  augusto)  1964. 

Le  majoritate  del  nevos  fraga  (que  es  inter  le 
hemangiomas  le  plus  commun  in  infantes)  es 


involutionante.  Illos  es  presente  a nato  o 
brevemente  postea,  se  allarga  in  le  curso  del 
prime  menses,  e — post  varie  periodos  de  latentia 
— regrede  lente  e spontaneemente.  Tracta- 
mento conservatori  es  recommendate,  special- 
mente  in  large  lesiones  facial.  Un  intervention 
active  per  chirurgia,  radiotherapia,  cryotherapia, 
o le  injection  de  sclerosantes  es  generalmente 
pauco  successose. 


Medical  Schools 


Albany  Medical  Center 

Anniversary.  The  125th  anniversary  of  the 
founding  of  the  Center  will  be  held  on  October 
2 and  3.  The  Center  traces  its  founding  to  the 
opening  of  the  College  in  1839,  which  is  the 
second  oldest  in  the  State. 

Columbia  University  College  of  Physicians 
and  Surgeons 

Appointed.  Daniel  Clifton  Baker,  Jr.,  M.D., 
has  been  named  chairman  of  the  Department  of 
Otolaryngology  and  director  of  the  Service  of 
Otolaryngology  at  The  Presbyterian  Hospital. 
The  appointment  was  effective  on  July  11. 

Cornell  University  Medical  College 

Research  grant.  The  John  A.  Hartford 
Foundation  has  made  a grant  of  $181,000  to 
finance  a three-year  study  to  learn  why  patients 
with  a variety  of  common  ailments  do  not  get 
proper  nourishment  from  their  food.  Marvin 
Sleisenger,  M.D.,  associate  professor  of  medicine 
at  the  College,  and  director  of  the  Division  of 
Gastroenterology,  The  New  York  Hospital, 
will  direct  the  study.  Working  with  him  will  be 
Graham  H.  Jeffries,  M.D.,  assistant  professor  of 
medicine,  Elliot  Weser,  M.D.,  instructor  in 
medicine,  and  two  other  physicians. 

State  University  of  New  York  Downstate 
Medical  Center 

Appointed  assistant  dean.  Edwin  P. 


Maynard,  Jr.,  M.D.,  has  been  appointed  an 
assistant  dean  of  the  College.  Dr.  Maynard  is 
senior  attending  physician  at  Brooklyn  Hospital 
and  professor  emeritus  of  medicine. 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

New  curriculum  to  start.  The  Common- 
wealth Fund  has  awarded  the  Medical  School  a 
three-year  grant  totalling  $396,000,  to  help  in- 
troduce its  new  curriculum  for  medical  students 
this  fall  for  the  first-year  class.  The  new  cur- 
riculum will  require  the  addition  of  approxi- 
mately 25  faculty  members  over  the  next  three 
years  and  the  grant  will  help  to  provide  some  of 
the  funds  needed  for  the  additional  faculty 
salaries  involved. 

Milbank  Faculty  Fellowship.  The  Milbank 
Memorial  Fund  has  awarded  a Milbank  Faculty 
Fellowship  in  the  name  of  James  G.  Zimmer, 
M.D.,  senior  instructor  in  preventive  medicine 
and  community  health.  The  purpose  of  the 
five-year  $40,000  award  is  to  develop  preventive 
medicine  teaching  at  the  University  and  certain 
joint  programs  with  medical  schools  in  de- 
veloping countries.  In  addition,  the  grant 
provides  for  research  and  training  in  preventive 
medicine. 

Two  grants.  The  National  Foundation- 
March  of  Dimes  has  awarded  two  grants  total- 
ling nearly  $100,000  for  continued  support  of  the 
Arthritis  Clinical  Study  Center  and  for  continu- 
ing research  on  constituents  of  human  blood. 
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Abstracts 


Terhune,  W.  B.:  Prevention  of  alcoholism; 

how  to  drink  and  stay  sober,  New  York  State 
J.  Med.  64:  2041  (Aug.  15)  1964. 

Alcoholism  is  a destructive  disease  which  is 
culturally  contagious;  it  is  a medical  problem 
which  the  physician  can  do  much  to  prevent. 
He  should  familiarize  himself  with  the  degrees 
and  classifications  of  alcoholism,  the  nature  of 
the  so-called  alcoholic  personality  or  alcohol- 
prone  person,  and  the  conditions  under  which 
addiction  to  alcohol  flourishes.  He  should  in- 
corporate into  every  medical  history  queries 
relating  to  this  habit  and  follow  them  up.  Na- 
tionwide medical  organizations  should  take  the 
lead  in  programs  of  alcoholism  prevention. 

Brown,  E.  B.,  Ipsen,  J.,  and  Popovits,  C.: 

Use  of  poisonoak  extract  in  ragweed  hay  fever; 
a double-blind  study,  New  York  State  J.  Med. 
64:  2050  (Aug.  15)  1964. 

Sixty  patients  with  proved  ragweed  hay  fever, 
divided  into  two  groups  by  random  selection, 
were  given  a daily  injection  of  either  poisonoak 
extract  (Anergex)  or  a placebo  for  eight  con- 
secutive days.  There  was  no  significant  dif- 
ference between  the  groups  as  measured  by  re- 
lief of  symptoms  of  hay  fever;  however,  65 
per  cent  of  patients  taking  poisonoak  extract 
complained  of  significant  side- effects  as  com- 
pared with  40  per  cent  of  those  receiving  placebo 
injections. 

Ruppe,  J.  P.:  Recent  drug  treatment  of  non- 

hospitalized  tuberculosis  patients,  New  York 
State  J.  Med.  64:  2054  (Aug.  15)  1964. 

A comparison  was  made  of  certain  character- 
istics of  nonhospitalized  tuberculosis  patients 
who  received  antituberculosis  drug  therapy  un- 
der public  auspices  in  1958  and  1963.  The 
number  of  patients  increased  from  2,345  in  1958 
to  3,948  in  1963.  In  1958  approximately  90  per 
cent  had  had  previous  hospitalization  for  tuber- 
culosis as  compared  with  74  per  cent  in  1963. 
The  number  of  patients  for  whom  hospitaliza- 
tion is  not  recommended  is  increasing.  The 
number  of  patients  who  fail  or  refuse  to  return 
for  drug  therapy  is  still  a problem. 

Deibel,  R.,  and  Macdonald,  D.:  Antigenic 

variations  among  Type  III  poliomyelitis  viruses, 
New  York  State  J.  Med.  64:  2058  (Aug.  15) 

1964. 

Serodifferentiation  tests  were  used  to  distin- 
guish between  vaccine-like  and  nonvaccine-like 


poliomyelitis  virus  Type  III  strains  but  did  not 
show  vaccine-like  characteristics  in  virus  strains 
isolated  prior  to  the  widespread  use  of  oral 
Sabin  poliomyelitis  virus  Type  III  vaccine. 
Wild  poliomyelitis  virus  Type  III  strains  were 
shown  to  have  different  antigenic  structures; 
the  data  suggested  that  strains  of  certain  anti- 
genic characteristics  may  be  prevalent  in  one 
year. 

Daniels,  F.,  Jr.:  Sun  exposure  and  skin  aging, 

New  York  State  J.  Med.  64:  2066  (Aug  15) 

1964. 

Some  of  the  changes  in  older  skin,  particularly 
that  of  senile  elastosis,  apparently  are  radiation 
effects  and  not  pure  aging  effects.  Aging  of  the 
skin  provides  outward  manifestations  of  the 
aging  process;  it  also  serves  as  an  example  of 
the  various  general  theories  of  aging,  but  it  does 
not  support  any  one  to  the  exclusion  of  others. 

Krakowski,  A.  J.:  Management  of  the  emo- 

tionally ill  child;  long-term  trials  with  a new 
agent,  New  York  State  J.  Med.  64:  2070 

(Aug.  15)  1964. 

Opipramol  hydrochloride,  an  analog  of  imi- 
pramine,  was  administered  orally  to  100  children 
four  to  seventeen  years  of  age  with  severe  emo- 
tional disturbances.  Over-all  satisfactory  re- 
sponse of  symptoms,  including  manifestations 
of  anxiety,  depression,  untoward  behavior,  and 
school  and  other  environmental  maladjust- 
ments, occurred  in  77  of  the  children.  Mild 
side-reactions  in  11  patients  disappeared  on  re- 
duced doses,  and  the  drug  was  withdrawn  in  3 
cases  of  hyperactivity  and  1 of  drowsiness. 
Only  20  patients  received  psychotherapy,  while 
all  parents  received  therapy  or  counseling. 

Richardson,  P.,  and  Snyderman,  R.  K.: 

Treatment  of  infantile  hemangiomas;  active 
intervention  or  conservative  management  of 
strawberry  nevi?  New  York  State  J.  Med. 
64:  2076  (Aug.  15)  1964. 

Most  strawberry  nevi,  among  the  most  com- 
mon hemangiomas  in  infants,  are  involuting; 
they  are  present  at  birth  or  shortly  afterward, 
enlarge  in  the  first  few  months,  spontaneously 
cease  growth  by  twelve  months  of  age,  and  after 
a variable  latent  period,  slowly  and  spontane- 
ously regress.  Conservative  management  is 
recommended,  especially  in  large  facial  lesions 
since  active  intervention  by  surgery,  radio- 
therapy, cryotherapy,  or  injection  of  sclerosants 
usually  has  poor  results. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from  the  Film  Library  of 

the  State  of  New  York  Department  of  Health* 


Mrs.  Reynolds  Needs  a Nurse.  Sound,  16 
mm.,  thirty-eight  minutes. 

This  is  the  story  of  a middle-aged  woman* 
“Mrs.  Reynolds,”  who  enters  the  hospital  with 
a long  history  of  illness  and  a number  of  personal 
worries  and  concerns.  What  will  the  new 
hospital  be  like?  Will  the  doctors  be  able  to 
diagnose  her  condition?  Will  she  get  better? 
Unable  to  express  her  fears  and  anxieties  di- 
rectly, and  given  no  opportunity  to  do  so  by 
the  staff,  Mrs.  Reynolds  resorts  to  awkward 
and  frequently  annoying  attempts  to  get  at- 
tention. The  staff  views  these  maneuvers  with 
increasing  annoyance  and  a vicious  cycle  is  set 
in  motion  as  both  staff  members  and  Mrs.  Rey- 
nolds become  increasingly  anxious  and  irritable. 
How  the  staff  deals  with  these  problems  is  the 
theme  of  this  film. 

Source  and  Producer:  Smith  Kline  & French 
Laboratories,  1500  Spring  Garden  Street, 
Philadelphia,  Pennsylvania  19101. 


Early  Clinical  Signs  of  Intra-Oral  Malig- 
nancies. Sound,  16  mm.,  color,  thirty  minutes. 

This  film  shows  a systematic  procedure  for 
examining  the  oral  cavity.  It  also  demon- 
strates the  Papanicolaou  smear  technic  and 
points  out  maturational  disorders  of  the  oral 
epithelium  progressing  from  hyperplasia  to 
carcinoma. 


* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman ; 
Eli  E.  Lazarus.  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D..  Albany,  Adviser. 


Source:  Norwood  Films,  926  New  Jersey 

Ave.,  N.W.,  Washington  1,  D.  C. 

Producer:  V.A.  Hospital,  Chicago,  Illinois. 

Oral  Exfoliative  Cytology.  Sound,  16  mm., 
color,  fifteen  minutes. 

This  motion  picture  depicts  the  value  of 
exfoliative  cytology  as  a diagnostic  aid  in  the 
detection  of  early  and  unsuspected  cancers  of  the 
mouth.  Several  clinical  examples  of  unsus- 
pected mouth  cancers  are  shown,  the  technic 
for  obtaining  a cytology  specimen  is  demon- 
strated in  detail,  variation  of  microscopic  ap- 
pearance of  normal  cells  and  of  cancer  cells  is 
presented,  and  direct  application  in  several  ac- 
tual cases  is  shown. 

Source:  Norwood  Films,  926  New  Jersey 

Ave.,  N.W.,  Washington  1,  D.  C. 

Producer:  V.A.  Hospital,  Brooklyn  28, 

New  York. 

The  Day  Life  Begins.  Sound,  16  mm., 
twenty- three  minutes. 

“The  Day  Life  Begins”  portrays  the  beauty 
and  understanding  of  reproduction.  The  di- 
versity of  nature  is  underscored  with  scenes 
showing  how  various  types  of  animals  repro- 
duce their  own  kind.  The  film  advances  step 
by  step,  tracing  the  division  of  the  one-celled 
amoeba  to  the  more  complicated  two-celled 
animals,  and  finally  the  reproductive  processes 
of  man.  Excellent  and  unusual  nature  footage 
shows  actual  birth  sequences  of  turtles,  sea 
horses,  snakes,  and  puppies.  The  development 
of  the  human  baby  at  three  and  six  months  is 
graphically  depicted. 

Source  and  Producer:  Carousel  Films,  Inc., 
1501  Broadway,  New  York,  New  York  10036. 
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Analgesics 

Soma  Compound  (Wallace  Laboratories) 2023 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  has  been  training  in  these 
fields  for  40  years;  our  graduates  have  sound  professional 
skills.  Free  Placement  Service. 
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A psychiatric  hospital  offering  individual  treatment  for  all 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


GENERAL  PRACTITIONER— ASSOCIATE  WITH 
well  established  medical  group  on  the  South  Shore  of  Long 
Island’s  summer  resort  area.  $12,000  per  annum,  $1,500 
car  allowance,  bonus  arrangement,  partnership.  Write 
or  call  Patchogue  Medical  Group,  1 Roe  Blvd..  Patchogue, 
New  York.  516  GRover  5-3900. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed, 
due  to  three  recent  vacancies.  Recreation  Center;  ade- 
quate hospital,  education  and  social  activities.  Minimum 
income  guarantee.  W.  B.  Sheldon,  Admin.,  Margaret- 
ville Hospital. 


DOCTOR  NEEDED  IN  VILLAGE  OF  3,000.  INDUSTRY 
and  farming  area,  30  miles  from  Albany,  N.Y.  22  room 
house  on  large  lot  for  sale,  incl.  equipment  and  some  furni- 
ture. Call  or  write  Hilda  Stern  at  O’Connor-Sullivan  Inc., 
Albany,  N.Y.  HO  5-2271. 


WANTED:  GENERAL  PRACTITIONER  OR  IN- 

ternist,  preferably  under  45  years  of  age.  Must  be  quali- 
fied for  New  York  State  license.  Hospital  privileges. 
Box  953,  % N.Y.  St.  Jr.  Med. 


PSYCHIATRIST,  BOARD  CERTIFIED,  N.Y.  STATE 
license  required.  Training  in  psychotherapy  essential. 
Eclectic  orientation,  experienced  in  all  modalities.  Ac- 
credited, large,  expanding  private  hospital  offers  $18,000 
per  annunj,  plus  house  and  monthly  allowance,  plus 
privileges  for  out-patient  practice.  Brunswick  Hospital 
Center,  Amityville,  L.I.,  New  York.  Contact  A.  W. 
Bortin,  M.D.,  Director  of  Psychiatry. 


ANESTHESIOLOGIST  TO  DIRECT  AND  TAKE 
charge  of  Anesthesia  Department  in  150  bed  general 
hospital  with  approximately  2900  major  and  minor  sur- 
gical operations  per  year.  Wonderful  opportunity  to 
develop  and  enlarge  anesthesia  service.  Financial  arrange- 
ments: fee  for  service  plus  guaranteed  minimum.  Box 
954,  % N.Y.  St.  Jr.  Med. 


HOUSE  PHYSICIAN— FOR  100  BED  MODERN  PRO- 
gressive  general  hospital,  located  60  miles  from  New 
York  City.  Applicants  must  be  E.C.F.M.G.  qualified 
and  eligible  for  permanent  visa.  Offer  $500  monthly, 
plus  complete  maintenance  and  large  furnished  house. 
Start  July  1,  August  1,  or  September  1,  1964.  Contact 
Robert  L.  Feil,  Administrator,  Cornwall  Hospital,  Corn- 
wall, New  York,  Kellogg  4-3240. 


SURGEON:  TO  JOIN  ACTIVE  GROUP  IN  OMAHA, 
Nebraska.  First  year  salary  $18,000;  second  year  $20,000; 
thereafter  partnership.  Medical  school  affiliation  avail- 
able. Box  964,  % N.Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED— FULL  TIME  MEDICAL  CON- 
sultant  to  Orange  County  Welfare  Dept.,  and  Medical 
Director  of  Orange  County  Public  Home  Infirmary. 
Adequate  salary;  house  and  usual  county  employee  bene- 
fits of  Social  Security,  pension  rights  and  hospitalization 
provided.  Write  to  Commissioner  of  Public  Welfare, 
Orange  County,  Goshen,  N.Y. 


PEDIATRICIAN:  TO  JOIN  ACTIVE  GROUP  IN 

Omaha,  Nebraska.  Starting  salary  $20,000.  Medical 
school  affiliation  available.  Box  965,  % N.Y.  St.  Jr.  Med. 


WANTED:  PHYSICIAN  FOR  FULL  TIME  FAMILY 
practice  in  established  medical  group,  Brooklyn,  New  York. 
At  least  two  years  approved  residency  in  internal  medicine 
required.  Box  963,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


INTERNIST:  TO  JOIN  ACTIVE  GROUP  IN  OMAHA, 
Nebraska.  First  year  salary  $18,000;  second  year  $20,000; 
thereafter  partnership.  Medical  school  affiliation  avail- 
able. Box  966,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER:  TO  JOIN  ACTIVE 

group  in  Omaha,  Nebraska.  First  year  salary  $18,000; 
second  year  $20,000;  thereafter  partnership.  Medical 
school  affiliation  available.  Box  967,  % N.Y.  St.  Jr.  Med. 


4 MAN  GROUP,  STEUBEN  COUNTY,  SEEKING 
young  G.P.  1st  yr.  $17,000;  ptnsp.  offered  after  1st  yr. 
Also  excellent  opening  for  G.P.  in  2 man  ptnsp.,  Long 
Island  City.  Others  listed.  Inquire.  Medical  Dental 
Search  Services,  5 Beekman  Street,  N.Y.C.  BE  3-8390. 


ANESTHESIOLOGIST:  POSITIONS  AVAILABLE 

with  our  group.  We  practice  in  Queens,  Brooklyn, 
and  Manhattan.  Contact  D.  Bizzarri,  M.D.,  Metropolitan 
Hospital,  EN  9-6300. 


WANTED:  PHYSICIAN  WITH  SOME  TRAINING 

internal  medicine,  age  to  35,  for  permanent  position  life  in- 
surance company,  NYC.  Two  doctor  office.  Clinical 
associations  encouraged.  Excellent  future — prospect  of 
becoming  Medical  Director.  Duties:  clinical,  underwrit- 
ing. Outstanding  fringe  benefits.  Inquiries  and  cur- 
riculum vitae  to  Box  971,  % N.Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Requests  for  Sept,  graduates  are  being  processed  now. 


ANESTHESIOLOGIST,  FACA,  BOARD  ELIGIBLE, 
desires  fee  for  service  or  group  arrangement  in  Metro- 
politan area.  Box  941,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  QUALIFIED,  SEEKS 
position  in  New  York  City  or  vicinity.  Box  935,  % 
N.Y.  St.  Jr.  Med. 


PHYSICIAN  DESIRES  POSITION  IN  AN  INDUSTRIAL 
plant  or  geriatric  institution.  Certified  by  specialty 
Board  of  Internal  Medicine  and  Physical  Medicine  & 
Rehabilitation.  Part  time  or  full  time.  Further  details 
supplied  upon  inquiry.  Box  949,  % N.Y.  St.  Jr.  Med. 


GENERAL  SURGEON,  BOARD  ELIGIBLE,  AGE  35, 
seeks  association  with  individual  or  group.  Westchester 
or  lower  Conn.  Willing  to  work.  Box  955,  % N.Y.  St. 
Jr.  Med. 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % N.Y.  St.  Jr.  Med. 


EQUIPMENT 


FOR  SALE:  X-RAY  MACHINE,  100  M.A.  MOTOR 

driven  table  and  spot  device;  rotating  anode  tube;  change- 
able for  fluoroscope.  Box  958,  % N.Y.  St.  Jr.  Med. 


X-RAY  THERAPY  MACHINE,  KELEKET  220  C, 
200  KV-20  Ma,  XPT  tube.  Excellent  condition;  make 
offer.  A.  Winter,  M.D.,  98-50  67  Ave.,  Rego  Park, 
N.Y. 
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PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


GENERALIST  TO  TAKE  OVER  OLD,  ESTABL:  PRAC- 
tice  in  beaut,  home-office,  compl.  equipped,  furn.  Up- 
state, throughway  exit.  Accred.  hosp.,  Health  Off.,  school 
phys.  pos.  Immed.  income.  Box  934,  % N.Y.  St.  Jr. 
Med. 


GENERAL  PRACTICE.  LOWER  WESTCHESTER; 
20  yrs.  in  community.  Good  hospital  appointments 
avail.;  equipment.  Will  introduce;  leaving  to  specialize. 
Priced  for  quick  sale.  Box  959,  % N.Y.  St.  Jr.  Med. 


GENERAL  PHYSICIAN’S  OFFICE,  FULLY  EQUIPPED, 
complete  with  patients  file  for  sale,  due  to  death.  Contact 
Mrs.  N.  Hoeltzer,  428  Parkside  Ave.  Buffalo  16  N.Y. 
(716)  832-5130. 


GENERAL  PRACTICE  IMMEDIATELY  AVAILABLE 
because  of  retirement.  Fully  equipped  office.  Average 
gross  over  $50,000  yearly.  Capitol  district  suburb. 
Teaching  hospitals.  Box  960,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  TO  TAKE  OVER  ACTIVE 
practice.  Easy  terms;  sure  income.  Will  sell  for  cost  of 
equipment.  Nassau  County.  516  IV  5-5226  or  Box  968, 
% N.Y.  St.  Jr.  Med. 


PRACTICE  WANTED 


INTERNIST,  36,  BD.  CERTIFIED,  DESIRES  PUR- 
chase  of  established  practice,  Manhattan  (prefer  West 
Side,  Wash.  Hts.)  or  Bronx.  Box  944,  % N.Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  4*5.  Send  just  letterhead  to: 
Jackrabbit  Service,  Box  299,  East  Norwich,  N.Y. 


PRIVACY  AT  LAST  FOR  YOU  AND  YOUR  PATIENTS! 
Now  you  can  eliminate  embarrassing  and  distressing  sounds 
from  penetrating  your  walls.  We  sound  condition  your 
walls  quickly,  inexpensively  and  decoratively.  For  free 
estimate,  call  Scientific  Safety  Corp.,  CHelsea  3-3874. 
NYC  only. 


REAL  ESTATE  FOR  SALE  OR  RENT 


LONG  BEACH,  L.  I.:  NEW  MEDICAL  OFFICE  FOR 
rent,  in  apartment  building.  Excellent  location.  Rent 
reasonable.  914  OW  9-5656. 


GRAMERCY  PARK:  5 ROOMS,  COMPLETELY 

equipped  surgeons  office  in  Co-Op  building.  Irving 
Greenspan,  CO  7-2423. 


PROFESSIONAL  OFFICE  FOR  SALE:  87th  St.,  309 

East.  Fully  eqpd.  & furn.,  air  cond.,  doctor’s  office. 
Rent:  $175.  TR  6-8235  between  4-7  PM. 


TERRIFIC  OPPORTUNITY— GENERAL  PRAC- 

titioner.  Ten  room  doctor’s  residence,  office,  two  car 
garage;  landscaped  garden;  main  str.,  busy  Catskill 
community.  50  bed  hospital.  Summer  resorts,  skiing. 
Sale  Price:  23,000.  POB  422,  Margaretville,  N.Y. 


INVESTMENTS 

N.Y.  Prof,  of  Finance  with  considerable  Wall  Street 
experience  offers  his  services  to  physicians  in  port- 
folio management  on  a highly  personalized  basis. 

Box  970,  c/o  N.  Y.  St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


HASTINGS-ON-HUDSON:  BEAUTIFUL  10  ROOM 

split  ranch,  home  and  office  combination.  Situated  on 
route  9,  accessible  to  schools,  churches,  and  shopping. 
Corner  plot  4/5  acre  with  many  large  trees  and  nicely 
landscaped.  5 years  old,  brick  and  frame  construction. 
Living  section — 3 bedrooms,  2 baths,  large  living  room 
with  fireplace.  Office  section — 4 rooms  with  separate 
entrance,  panelled  waiting  room  and  consultation  room. 
Gas  heated  water,  three  zone  heat,  storm  screens,  4 
windows  on  triple  track,  carpeting  throughout.  G.E. 
refrigerator,  washer  and  dryer,  dishwasher,  freezer, 
finished  playroom  30  X 20  with  bar  and  sectional  furni- 
ture. Leaving  to  specialize.  Excellent  for  G.P.  or  speci- 
alist. Priced  in  $60’s.  Call  evenings  GR  8-3561. 

RENT  PART  TIME,  SUTTON  PLACE  MANHATTAN 
office.  Well  equipped,  beautifully  furnished,  5 rooms 
plus  X-ray  suite;  air  conditioned.  212  MA  4-8566. 


TO  SHARE,  WEST  90TH  ST.,  COR.  BROADWAY; 
air-conditioned,  fully  equipped  3 room  office,  electro- 
cardiograph, shortwave,  & metabolism.  Street  entrance. 
Call  before  noon,  EN  2-6083  or  EN  2-6043. 


W.  NYACK— UNUSUAL  ACRE,  DEAD  END  STREET, 
beautiful  site  for  home  or  office  combo.  Box  962,  % N.Y ; 
St.  Jr.  Med. 


FOR  LEASE— RIVERDALE,  NEW  YORK.  MODERN 
professional  suites  in  established  medical  building.  Highly 
populated  area.  Residents  above  average  income  brackets. 
This  office  needs  coverage;  pediatrics,  orthopedics,  general 
practice.  Management  will  furnish  to  suit  and/or,  offer 
exceptional  rent  concessions.  This  is  a tremendous  op- 
portunity for  initial  or  second  practice.  For  further  in- 
formation call  or  write:  George  C.  Jones,  Agent,  2057 

Flatbush  Ave.,  Brooklyn,  N.Y.  ESplanade  7-3010. 


WESTCHESTER  COUNTY:  PROFESSIONAL  BUILD- 
ing  next  to  large  shopping  center;  ready  for  occupancy; 
fully  air-conditioned;  large  parking  area;  near  buses, 
hospitals,  etc.;  excellent  location  for  all  phases  of  med- 
icine. 914  OWens  3-2141. 


DOCTOR’S  RESIDENCE  AND  OFFICE  FOR  SALE: 
Located  in  fast  growing  Rockland  County,  20  minutes 
from  New  York  City.  In  practice  for  over  18  years, 
retiring.  Beautiful,  modern  9 room  residence  with  2 
baths.  Modern  7 room  office  attached  with  all  facilities, 
just  4 years  old.  Approximately  2/3  acre  of  beautifully 
landscaped  grounds.  Many  extras  included.  Asking  in 
low  60’s.  Cornell  & Sheridan  Associates  (Sole  Agency), 
32  So.  Main  St.,  Pearl  River,  N.Y.  10964  Pearl  River 
5-4668 


NEW,  MODERN  MEDICAL  CENTER  HAS  OFFICE 
space  to  rent  to  doctors  or  dentists.  Located  sixty-five 
miles  from  NYC.  Park  Medical  Center,  226  Fishkill  Ave.. 
Beacon,  N.  Y. 


PERFECT  SPOT  FOR  A PROFESSIONAL.  HOSPITAL 
zone.  Beautiful  7 rooms,  2 V2  baths,  brick  & stucco, 
double  garage,  sun  room,  corner  lot,  near  shopping 
schools,  church,  RR.  Owner:  7 Walnut  Rd.,  Glen  Cove. 
Long  Island,  N.Y.  Phone  ORiole  1-1353. 


TO  SHARE  ON  PART-TIME  BASIS,  NEW,  MODERN, 
spacious,  fully  equipped  office.  X-Ray  room,  etc.  in 
beautiful  building  on  excellent  block  (Park-Madison). 
Must  be  seen  to  be  appreciated.  AT  9-7555. 


MEDICAL  OFFICE,  FULLY  EQUIPPED,  FAR  ROCK- 
away,  Lawrence  area.  Doctor’s  row.  Previous  M.D. 
retired.  Share  waiting  room  with  orthodontist.  $160 
mo.  incl.  medical  equipment.  HI  4-5975  or  GR  1-0614. 
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one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  salicylism 

Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  mav  occur*  but  it  responds  readily  to  ad- 

tients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  justment  of  dosage.  Precaution:  In  the 

cardiac  damage,  latent  chronic  infection  and  other  common  geriat-  sh0U|d  be  taken  to  avoid  accumulation  of 

ric  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can-  salicylate  and  paba.  Contraindicated:  An 

not  contribute  to  sodium  retention ..  .the  enteric  coating  assures  hypersensitivity  to  any  component, 

gastric  tolerance ...  and  clinical  experience  shows  that  this  prepara-  Also  aVa//ab/e:  PABALATE-when  sodium 

tion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-hc— 

corticosteroids  or  pyrazolone  derivatives.  Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new , convenient  way  to  prescribe 


PABALATE-SODIUM  FREE 


Protein?  They  couldn’t  care  less! 


The  adolescent  years  are  nutritionally  vul- 
nerable years  when  food  selection  is  sub- 
ject to  teen-age  whims.  Total  protein 
requirements  reach  unprecedented  heights. 
Therefore,  a good  source  of  high  quality 
protein  is  essential  for  the  formation  of 
protein-rich  tissues. 

The  adolescent  years  are  years  of  accel- 
erated growth  and  activity.  They  are  nutri- 
tionally  vulnerable  years  when  all 
nutritional  needs  are  greatly  increased  and 
when  food  selection  is  subject  to  teen-age 
whims  and  fancies.  Total  protein  require- 
ments reach  unprecedented  heights  as  an 
abundance  of  protein-rich  muscle,  blood 
and  other  tissues  must  be  formed  in  syn- 
chrony with  the  adolescent  spurt  in  skele- 
tal growth  and  sexual  maturation. 

The  teen-ager  is  not  blessed  with  an  in- 
herent or  acquired  capacity  to  store  essen- 
tial amino  acids  against  the  time  when  they 


may  be  in  short  supply.  Animal  studies 
indicate  that  a substandard  intake  of  any 
one  essential  amino  acid  may  serve  as  a 
limiting  factor  in  the  utilization  of  all.  To 
assure  maximal  growth  and  efficient  tissue 
production,  the  teen-age  daily  diet  should 
contain  adequate  amounts  of  all  essential 
amino  acids  along  with  sufficient  calories 
and  other  essential  nutrients.  The  optimal 
daily  protein  requirement  during  adoles- 
cence has  been  estimated  at  15  percent  of 
the  caloric  needs  of  the  individual. 

As  a prime  source  of  readily  available 
high  quality  protein,  calcium  and  phos- 
phorus, milk  is  particularly  well  endowed 
to  help  meet  the  unique  nutritional  de- 
mands of  adolescence.  When  included  as 
an  integral  part  of  a well-balanced  varied 
diet,  one  quart  of  milk  per  day— or  its 
equivalent  in  other  dairy  products  — pro- 
vides from  33  to  50  percent  of  teen-age 
protein  requirements. 

Since  1915  . . . promoting  better  health  through  nutrition  research  and  education 

NATIONAL  DAIRY  COUNCIL 

Greater  New  York  Program  • a non-profit  organization 
202  E.  44TH  STREET  • NEW  YORK.  NEW  YORK  10017 


Reprints  of  this  series  on  “Teen-Age  Nutrition”  available  on  request. 
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epilepsy  can  limit  educational  opportunities 


“Epileptics  need  the  knowledge  and  the  skills  that  will  per- 
mit them  to  compete  with  those  not  handicapped.  Possession 
of  educational  assets  strengthens  self-confidence  and  mo- 
rale.”1 For  the  epileptic  child,  the  stimulation  of  regular 
school  and  the  companionship  of  fellow  students  are  also 
important.  In  making  such  goals  possible,  effective  medical 
treatment  is  vital.1-2  As  a rational  approach  to  the  therapy 
required,  DILANTIN  (diphenylhydantoin)  has  become  a stan- 
dard measure  because  it  combines  effectiveness  with  a rela- 
tively wide  margin  of  safety.  It  has  minimal  hypnotic  effect 
...does  not  cause  general  depression.1  Moreover,  the  drug 
often  engenders  improvement  in  the  patient’s  memory,  intel- 
lectual performance,  and  emotional  stability.1-2 


INDICATIONS:  Grand  mal  epilepsy  and  certain  other  convulsive 
states.  PRECAUTIONS:  Toxic  effects  are  infrequent:  allergic 
phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and 
acute  generalized  morbilliform  eruptions  with  or  without  fever. 


Rarely,  dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingi- 
val hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
occasionally  encountered,  especially  in  children,  adolescents, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may 
include  gastric  distress,  nausea,  weight  loss,  transient  nervous- 
ness, sleeplessness,  and  a feeling  of  unsteadiness.  All  usually  sub- 
side with  continued  use.  Megaloblastic  anemia,  aplastic  anemia, 
leukopenia,  granulocytopenia,  and  pancytopenia  have  been  re- 
ported. Nystagmus  may  develop.  Nystagmus  in  combination  with 
diplopia  and  ataxia  indicates  dosage  should  be  reduced.  Periodic 
examination  of  the  blood  isadvisable.  DILANTIN  (diphenylhydantoin 
sodium)  is  supplied  in  several  forms  including  Kapseals®  con- 
taining 0.1  Gm.  and  0.03  Gm.  REFERENCES:  (1)  Lennox,  W.  G.: 
Epilepsy  and  Related  Disorders,  vol.  2,  Boston,  Little,  Brown  and 
Company,  1960.  (2)  Goodman,  L.  $.,  & Gilman,  A.:  The  Pharma- 
cological Basis  of  Therapeutics,  

ed.  2,  New  York,  The  Macmillan  PARKE-DAVIS 
Company,  1955,  p.  187.  3< 


PARKE.  DAVIS  A COMPANY.  Del  ter  M c'.gsn  43232 


Dilantin* 

(diphenylhydantoin) 

PARKE-DAVIS 

extends  academic  horizons 
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Warner  F.  Bowers,  M.D.,  Ph.D.,  F.A.C.S. 
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For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


“...No  other  disease  has  caused 
so  much  feeling  of  inferiority”  as 
acne.1  pHisoHex  “...is  a valuable 
part  of  the  management... since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora.’’2 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.3 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
with  pHisoHex.4  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.2 
The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied:  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.:  Indust. 
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Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
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Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U  S Pats  2,628,185  and  2.907.768 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York 


Officers 


Medical  Society  of 
the  State  of  New  York 


George  A.  Burgin,  M.D.,  Herkimer 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
Waring  Willis,  M.D.,  Westchester 
John  C.  Brady,  M.D.,  Erie 
Walter  T.  Heldmann,  M.D.,  Richmond 
Philip  D.  Allen,  M.D.,  New  York 
Samuel  Z.  Freedman,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 


President 
Past- President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councillors 

Term  Expires  1965 

James  M.  Blake,  M.D.,  Schenectady 
William  T.  Boland,  M.D.,  Chemung 
Charles  M.  Brane,  M.D.,  Westchester 
Gecrge  J.  Lawrence,  Jr.,  M.D.,  Queens 

Term  Expires  1966 
George  Himler,  M.D.,  New  York 
Edward  C.  Hughes,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Solomon  Schussheim,  M.D.,  Kings 

Term  Expires  1967 
John  F.  Kelley,  M.D.,  Oneida 
John  C.  McClintock,  M.D.,  Albany 
Walter  S.  Walls,  M.D.,  Erie 
Joseph  G.  Zimring,  M.D.,  Nassau 

Trustees 

Norman  S.  Moore,  M.D.,  Tompkins,  Chairman 

Renato  J.  Azzari,  M.D.,  Bronx 

Thurman  B.  Givan,  M.D.,  Kings 

Gerald  D.  Dorman,  M.D.,  New  York 

Joseph  A.  Lane,  M.D.,  Monroe 

John  M.  Galbraith,  M.D.,  Nassau 

Leo  E.  Gibson,  M.D.,  Onondaga 

The  Council  is  composed  of  the  officers,  the 
councillors,  and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Assistant  to  the 

Executive  Vice-President 
Doris  K.  Dougherty,  Executive  Assistant 
William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
James  Greenough,  M.D.,  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen's  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Avenue,  New  York, 
New  York  10016 

Tel:  212  MUrray  Hill  4-3211 


2128 


NEW...  Delfen  Vaginal  Foam 
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for  the  new,  effective  contraceptive  foam  (contains 
nonylphenoxypolyethoxyethanol  12.5%). Ten  clinical  studies 
demonstrate  its  outstanding  effectiveness. .. a 2.7  pregnancy 
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Abstracts 


De  Leon,  A.  S.,  and  Bergstrom,  W.  H.: 

Hypertonic  dehydration,  New  York  State  J. 
Med.  64:  2157  (Sept.  1)  1964. 

Experiments  were  done  to  test  the  effects  of 
treatment  with  varying  concentrations  of 
sodium  and  potassium  on  the  tissue  and  serum 
composition  of  dehydrated  hypertonic  rats; 
salt,  potassium,  and  water  were  required  for 
repair.  In  6 infants  with  hypertonic  dehydra- 
tion caused  by  diarrhea,  treatment  was  begun 
with  a solution  containing  75  mEq.  of  sodium 
and  50  mEq.  of  chloride  per  liter;  the  average 
serum  sodium  concentration  at  twenty-four 
hours  was  still  in  the  hypertonic  range,  al- 
though the  clinical  appearance  was  satisfactory. 
The  principles  of  this  treatment  schedule  are 
rapid  expansion  of  body  fluid  volume,  gradual 
correction  of  hypertonicity,  and  provision  of 
exogenous  potassium. 

Mintz,  I.  L.:  The  post-traumatic  neuroses  of 
industry,  New  York  State  J.  Med.  64:  2161 
(Sept.  1)  1964. 

A study  was  made  of  100  cases  of  post- 
traumatic  neuroses  of  industry.  Head  and 
back  injuries  were  the  most  common.  Symp- 
toms included  head  and  back  aches,  dizziness, 
anxiety,  tension,  irritability,  intolerance  to 
noise,  startle  reaction,  insomnia,  nightmares, 
fatigue,  difficulty  in  concentrating,  generalized 
fearfulness,  sexual  disturbances,  and  depression. 
Forty-eight  per  cent  of  the  patients  had  prior 
emotional  difficulties.  Treatment  consists  pri- 
marily of  early  diagnosis,  appropriate  rest,  and 
return  to  work  for  which  the  patient  feels  suited. 
Monthly  compensation  payments  may  prolong 
dependency,  whereas  lump  sum  payments  may 
permit  the  patient  to  find  a position  within  his 
limited  capacity. 

Nusbacher,  J.:  Migratory  venous  thrombosis 
and  cancer,  New  York  State  J.  Med.  64: 
2166  (Sept.  1)  1964. 

A study  was  made  of  80  cases  of  migratory 
venous  thrombosis  in  patients  with  carcinoma. 
Pancreatic  and  lung  cancers  were  the  most 
frequent  malignant  conditions,  with  an  absence 
of  breast  and  uterine  cancer.  In  76.4  per  cent 
of  the  cases,  the  presenting  symptoms  were 
those  in  venous  thrombosis.  The  significance 
of  the  histologic  type  of  carcinoma,  location  of 
the  tumor,  and  changes  in  various  coagulation 
factors,  shown  experimentally,  is  unclear. 

Vincent,  R.  G.,  Marchetta,  F.  C.,  and  Nigo- 
gosyan,  G.:  Incidence  of  cirrhosis  in  oral 


cancer,  New  York  State  J.  Med.  64:  2174 
(Sept.  1)  1964. 

In  106  patients  with  oral  cancer,  clinical 
evidence  of  liver  damage  was  found  in  45  per 
cent.  In  144  autopsies  performed  on  patients 
with  oral  cancer,  histologic  evidence  of  cir- 
rhosis was  found  in  28  per  cent,  and  second 
primary  lesions,  usually  in  the  respiratory  or 
upper  gastrointestinal  tracts,  were  found  in  13.9 
per  cent.  Liver  incompetence  has  a high 
incidence  of  association  with  oral  carcinoma, 
but  the  etiologic  mechanism  is  not  understood. 

Lear,  E.,  Tangoren,  G.,  Chiron,  A.  E., 
Pallin,  I.  M.,  and  Allen,  A:  New  phenoxy- 
acetamide  systemic  anesthetic;  toxicity  and 
clinical  studies,  New  York  State  J.  Med.  64: 
2177  (Sept.  1)  1964. 

Extensive  animal  studies  and  limited  clinical 
investigations  were  carried  out  with  a new 
systemic  anesthetic  of  the  phenoxyacetamide 
group,  B1420.  Brief  periods  of  anesthesia  with 
rapid  and  complete  recovery  were  produced. 
Hypertension,  tachycardia,  and  increased  myo- 
cardial irritability  occurred  in  the  dog,  hypoten- 
sion and  tachycardia  in  the  clinical  series. 
There  were  no  significant  biochemical  or  hema- 
tologic findings.  Pathologic  disturbances  in 
the  animal  toxicity  studies  were  phocomelia, 
hypogenesis  of  small  bowel,  and  abnormalities 
in  litter  size  of  female  dogs  injected  during 
pregnancy. 

Markello,  R.,  and  King,  B.  D.:  Practicality 
of  halothane-air  anesthesia,  New  York  State 
J.  Med.  64:  2185  (Sept.  1)  1964. 

Thirty-two  patients  were  anesthetized  with 
halothane-air,  using  a draw-over  inhaler,  self- 
inflatable  bag,  nonrebreathing  valve,  and  mask. 
Respiratory  acidosis  and  hypoxia  occurred 
frequently,  especially  in  patients  premedicated 
with  meperidine  hydrochloride,  and  hypoten- 
sion was  a frequent  complication.  Although 
the  technic  is  convenient  for  administering 
anesthesia  with  minimal  equipment,  it  has  too 
narrow  a margin  of  safety  to  be  advocated  for 
use  by  unskilled  anesthetists. 

Melicow,  M.  M.,  and  Uson,  A.  C.:  Clas- 
sification of  tumors  of  testis,  New  York  State 
J.  Med.  64:  2191  (Sept.  1)  1964. 

Germinal  tumors  of  the  testis  are  composed  of 
two  groups:  (1)  seminomas,  which  metastasize 
via  lymphatics  to  lymph  nodes  or  lungs  and 

continued,  on  page  2132 
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“eased  up  nasal  drip”* 

DimetappExtentaM 

(Dimetane®[brompheniramine  maleate],  12  mg.;  Phenylephrine  HCI,  15  mg.;  Phenylpropanolamine  HCI,  15  mg.) 


i sinusitis,  colds,  U.R.I.,  Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again.  Each 
mg-acting  Extentab  provides  clear  relief  for  up  to  10-12  hours,  yet  seldom  causes  drowsiness  . 
: overstimulation.  (The  balanced  Dimetapp  formula  is  the  key  to  success.) 


UEF  SUMMARY:  Indications : Dimetapp  reduces  nasal 
cretions,  congestion,  and  postnasal  drip  for  symptomatic 
lief  of  colds,  U.R.I.,  sinusitis,  and  rhinitis.  Side  Effects: 
high  dosages,  occasional  drowsiness  due  to  the  antihis- 
mine  or  CNS  stimulation  due  to  the  sympathomimetics 
be  observed.  Precautions:  Administer  with  caution 


in  the  presence  of  cardiac  or  peripheral 
and  hypertension.  Contraindications 
sensitivity.  Not  recommended  for  use  di 


ihistamn 


1 


*Clinical  report  on  file,  Medical  Department,  A.H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VA. 
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are  highly  sensitive  to  radiation;  and  (2) 
embryonal  tumors,  including  embryomas,  cho- 
riocarcinomas, embryonal  carcinomas,  terato- 
carcinomas,  and  adult  teratomas;  these  metas- 
tasize via  blood  and  lymphatics  and  are  radio- 
resistant. Nongerminal  tumors  of  the  testis  are 
rare.  Secondary  tumors  of  the  testis  may  occur 
also. 


Gonder,  M.  J.,  Ricci,  P.,  Shulman,  S., 
Soanes,  W.  A.,  and  Minsley,  N.  M.:  Com- 


parative evaluation  of  oxytetracycline  and 
chloramphenicol  in  surgery  of  urinary  tract, 
New  York  State  J.  Med.  64:  2201  (Sept.  1) 
1964. 

A comparative  study  was  made  of  oxytetra- 
cycline and  chloramphenicol  in  surgery  of  the 
urinary  tract  in  23  patients  with  chronic  prosta- 
titis, 30  patients  who  had  undergone  prosta- 
tectomy, and  8 patients  who  had  had  a lumbar 
nephrectomy.  The  drugs  were  equally  ef- 
fective and  well  tolerated.  Clinical  judgment, 
rather  than  bacterial  count  alone,  should  be 
used  in  instituting  antibacterial  therapy. 


Abstracts  in  Interlingua 


De  Leon,  A.  S.,  e Bergstrom,  W.  H.:  Dis- 
hy dration  hypertonic  ( anglese ),  New  York 
State  J.  Med.  64:  2157  (1  deseptembre)  1964. 

Esseva  effectuate  experimentos  pro  testar  le 
effecto  del  tractamento  con  varie  concentra- 
tiones  de  natrium  e kalium  super  le  composition 
del  tissus  e del  sero  de  dishydrate  rattos  hy- 
pertonic. Sal,  kalium,  e aqua  esseva  requirite 
pro  le  reparo.  In  6 infantes  con  dishydration 
hypertonic  causate  per  diarrhea,  le  tracta- 
mento esseva  comenciate  con  un  solution  con- 
tinente  75  mEq  de  natrium  e 50  mEq  de  chloruro 
per  litro.  Le  valor  medie  del  concentration  de 
natrium  serai  al  fin  de  24  horas  esseva  ancora 
in  le  area  hypertonic,  ben  que  le  apparentia 
clinic  esseva  satisfacente.  Le  principios  de 
iste  programma  de  tractamento  es  un  rapide 
expansion  del  volumine  de  liquido  corporee,  le 
correction  gradual  del  hypertonicitate,  e le 
provision  de  kalium  exogene. 

Mintz,  I.  L.:  Neuroses  post-traumatic  in  le 
industria (anglese) , New  York  State  J.  Med. 
64:  2161  (1  de  septembre)  1964. 

Esseva  studiate  100  casos  de  neurosis  post 
trauma  industrial.  Vulnerationes  de  capite  e 
dorso  esseva  le  plus  commun.  Le  symptomas 
include va  dolores  de  capite  e dorso,  vertigine, 
anxietate,  tension,  irritabilitate,  intolerantia  pro 
ruitos,  reaction  precipitose,  insomnia,  incubos, 
fatiga,  difficultate  de  concentrar  se,  timorositate 
general,  disturbationes  sexual,  e depression. 
Quaranta-octo  pro  cento  del  patientes  habeva 


previemente  habite  difficultates  emotional.  Le 
tractamento  consiste  primarimente  de  un 
prompte  diagnose  con  reposo  appropriate  e 
retorno  al  typo  de  travalio  pro  le  qual  le  patiente 
se  reguarda  como  apte.  Pagamentos  mensual 
de  compensation  pote  prolongar  le  dependentia, 
durante  que  complete  pagamentos  de  indemni- 
fication in  un  sol  summa  incoragia  le  patiente 
a trovar  un  position  intra  le  limites  de  su  res- 
tringite  capacitates. 

Nusbacher,  J.:  Migratori  thrombosis  venose 
e cancere  (anglese).  New  York  State  J.  Med. 
64:  2166  (1  deseptembre)  1964. 

Esseva  studiate  80  casos  de  migratori  throm- 
bosis venose  in  patientes  con  carcinoma.  Can- 
cere  pancreatic  o pulmonar  esseva  le  plus 
frequent e conditiones  maligne;  cancere  mam- 
mari  e uterin  esseva  absente.  In  76,4  pro 
cento  del  casos,  le  symptomas  de  presentation 
esseva  illos  de  thrombosis  venose.  Le  signi- 
fication del  typo  histologic  de  carcinoma,  del 
location  del  tumor,  e del  alterationes  in  varie 
factores  de  coagulation  (que  es  experimental- 
mente  demonstrabile)  es  pauco  clar. 

Vincent,  R.  G.,  Marchetta,  F.  C.,  e Nigo- 
gosyan,  G.:  Incidentia  de  cirrhosis  in  can- 

cere oral  (anglese).  New  York  State  J.  Med. 
64:  2174  (1  deseptembre)  1964. 

In  un  gruppo  de  106  patientes  con  cancere 

continued  on  page  2136 
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Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100% 
corn  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content . . . the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 
Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


Lightly  Salted  in  golden  package 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5%  cis,  cis 
linoleic  acid).  Using  Fleisch- 
mann’s instead  of  butter  or  regu- 
lar margarines  increases  intake  of 
polyunsaturates  while  lowering 
intake  of  saturated  fat. 

(2)  Made  from  100%  corn  oil... 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor. .. Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability. ..  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Unsalted  in  green  foil  package 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 





For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX 

PNETHAZONE  TABLETS 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M. : Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 
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oral,  45  pro  cento  monstrava  evidentia  clinic  de 
damnos  hepatic.  In  un  gruppo  de  144  necrop- 
sias  in  patientes  con  cancere  oral,  28  pro  cento 
resultava  in  le  constatation  de  evidentia  his- 
tologic de  cirrhosis;  in  13,9  pro  cento,  secunde 
lesiones  primari  esseva  presente,  usualmente  in 
le  vias  respiratori  o supero-gastrointestinal. 
Incomp etentia  hepatic  ha  un  alte  incidentia  de 
association  con  carcinoma  oral,  sed  le  mechan- 
ismo  etiologic  non  es  clar. 

Lear,  E.,  Tangoren,  G.,  Chiron,  A.  E., 
Pallin,  L.  M.,  e Allen,  A.:  Un  nove  anesthetico 
constitutional  del  gruppo  phenoxyacetamidic; 
toxicitate  e studios  clinio  ( anglese ),  New  York 
State  J.  Med.  64:  2177  (1  de  septembre) 

1964. 

Extense  studios  animal  e restringite  investi- 
gationes  clinic  esseva  effectuate  con  B1420,  un 
nove  anesthetico  constitutional  pertinente  al 
gruppo  del  phenoxyacetamidas.  Breve  per- 
iodos  de  anesthesia  con  complete  e rapide 
restablimento  esseva  producite.  Hyperten- 
sion, tachycardia,  e augmentos  del  irritabilitate 
myocardial  occurreva  in  le  canes.  Hypoten- 
sion e tachycardia  esseva  notate  in  le  serie 
clinic.  Le  constatationes  biochimic  e hemato- 
logic esseva  sin  signification.  In  le  studios 
de  toxicitate  in  animales,  le  disturbationes 
pathologic  notate  esseva  phocomelia,  hypo- 
genesis  del  intestino  tenue,  e anormalitates  in 
le  grandor  del  portatas  ab  canes-femina  que 
recipe va  injectiones  del  pharmaco  durante  le 
pregnantia. 

Markello,  R.,  e King,  B.  D.:  Le  practicitate 
de  anesthesia  a halothano  e aere  (anglese).  New 
York  State  «T.  Med.  64:  2185  (1  de  septembre) 
1964. 

Trenta-duo  patientes  esseva  anesthesiate  con 
halothano  e aere.  Le  equipamento  consisteva 
de  un  inhalator  typo  siphonante,  un  sacco 
auto-inflationante,  un  valvula  anti  re-inhala- 
tion,  e un  masca.  Acidosis  respiratori  e hy- 


poxia occurreva  frequentemente,  super  toto 
in  patientes  previemente  tractate  con  hydro- 
chloruro  de  meperidina.  Hypotension  esseva 
un  complication  commun.  Ben  que  le  technica 
es  convenibile  pro  le  effectuation  de  anesthesia 
con  un  minimo  de  equipamento,  su  margine  de 
securitate  es  troppo  restringite  e on  non  pote 
recommendar  lo  al  uso  per  anestheticos  pauco 
experte. 

Melicow,  M.  M.,  e Uson,  A.  C.:  Classifica- 
tion de  tumores  testicular  (anglese),  New  York 
State  J.  Med.  64:  2191  (1  de  septembre) 

1964. 

Tumores  germinal  del  testes  es  componite  de 
duo  gruppos.  Istos  es  (1)  le  seminomas,  que 
se  metastasisa  via  le  vasos  lymphatic  al  nodos 
de  lympha  o al  pulmones  e que  es  altemente 
sensibile  pro  irradiation,  e (2)  le  tumores  em- 
bryonal— incluse  embryomas,  choriocarcinomas, 
carcinomas  embryonal,  teratocarcinomas,  e 
teratomas  adulte — que  se  metastasisa  via  le 
vasos  de  sanguine  e de  lympha  e que  es  radio- 
resistente.  Tumores  non-germinal  del  testes 
es  rar.  Tumores  secundari  del  testes  etiam 
occurre. 

Gonder,  M.  J.,  Ricci,  P.,  Shulman,  S., 
Soanes,  W.  A.,  e Minsley,  N.  M.:  Evalua- 
tion comparative  de  oxytetracyclina  e chlor- 
amphenicol in  le  chirurgia  del  vias  urinari 
(anglese),  New  York  State  J.  Med.  64:  2201 
(1  de  septembre)  1964. 

Esseva  interprendite  un  studio  comparative 
del  valor  de  oxytetracyclina  e chloramphenicol 
in  le  chirurgia  del  vias  urinari.  Le  casuistica 
consisteva  de  23  patientes  con  prostatitis 
chronic,  30  patientes  qui  habeva  experientiate 
prostatectomia,  e 8 patientes  qui  habeva  ex- 
perientiate nephrectomia  lumbar.  Le  phar- 
macos  esseva  equalmente  efficace  e equalmente 
ben  tolerate.  Human  judicamento  clinic,  e 
non  exclusivemente  le  numeration  bacterial, 
debe  esser  usate  in  instituer  le  therapia  antibac- 
terial. 
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inusitis 


Effectively 

Relieved.. 


Positive  Results  Without  lodism 


IODO-NIACIN 

L$!f &$<&pp*3>£  ,..N 
*«„  W «E1 

^ **>•**«  7*  w 


In  a clinical  study  of  sinusitis,1  the  use  of  Iodo- 
Niacin  tablets  provided  a significant  relief.  The 
principal  symptoms  were  pain,  headaches,  nasal 
congestion,  postnasal  drip,  tinnitus  and  vertigo. 

Niacinamide  hydroiodide  has  been  shown  to  pre- 
vent the  occurrence  of  iodism.  Hence  Iodo-Niacin 
may  be  administered  in  full  dosage  for  a year 
or  longer  without  iodism.2  The  usual  dose  is  2 
tablets  three  times  a day,  followed  by  a full  glass 
of  water. 

Iodo-Niacin  loosens  the  secretion  of  mucus  in  the 
sinuses  and  promotes  freer  drainage  and  aera- 
tion. Best  results  were  observed  in  severe  infected 
cases  of  sinusitis.  It  may  be  used  in  conjunction 
with  penicillin  or  other  antibiotics. 

Other  important  indications  for  Iodo-Niacin  in- 
clude chronic  bronchitis,  bronchial  asthma,  otitis 
media,  simple  colloid  goiter,  arteriosclerosis, 
retinal  and  vitreous  hemorrhages,  and  vitreous 
floaters. 

Availability : Slosol  coated  pink  tablets,  in  bottles 
of  100.  Also  available  in  ampuls. 

Summary:  Effective  iodide  medication  protected 
by  niacinamide  against  hazard  of  iodism. 


Potassium  Iodide 135  mg. 

Niacinamide  Hydroiodide 25  mg. 


1.  Adams,  J.N.,  Iodo-Niacin  in 
treatment  of  • sinusitis,  bron- 
chitis and  otitis,  Southwestern 
Med.  40:120,  1959. 

2.  Feinblatt,  T.M.,  Feinblatt, 
H.M.;  and  Ferguson,  E.A., 
Jr.,  Treatment  of  arterioscler- 
osis and  vague  abdominal  dis- 
tress with  niacinamide  hydro- 
iodide (without  side-effects). 
Am.  J. Digest.  Dis.  22:5,  1955. 
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Chemical  Company 
St.  Louis,  Mo.  63108 


COLE  CHEMICAL  COMPANY  NYS-9 

3715-31  Laclede  Avenue 
St.  Louis,  Missouri  63108 

Gentlemen;  Please  send  me  professional  sample  of  Iodo-Niacin  and  reprint 
of  article  entiled  Iodo-Niacin  in  Treatment  of  Sinusitis,  Bronchitis  and  Otitis. 


DOCTOR. 


STREET. 
CITY 


ZONE STATE. 
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nnouncing  a new  intramuscular 


reserve 
this  much 
space  in 
your  bag 
for 


NEW  OLEANDOMYCIN® 
INTRAMUSCULAR 


1 111 n 


Oleandomycin  IM  is  the 
intramuscular  form  of 

TAO  (triacetyloleandomycin) 
This  product  should  be 
dissolved  by  adding  2 cc.  of 
sterile  water  to  each  vial. 

The  solution  will  then  contain 
200  mg.  of  oleandomycin 
(as  the  phosphate)  per  2 cc., 
with  1%  (w/v)  Xylocaine®.* 
This  product  should  not  be 
given  intravenously. 


Four  reasons  to  consider  this  convenient  new  dosage  form  to 

your  bag,  emergencies  or  hospital  use: 

J the  bacterial  spectrum  includes:  streptococci,  pneumococci,  gon 
ococci  and  staphylococci;  particularly  effective  against  sonri' 
strains  of  staphylococci  resistant  to  other  antibacterial  agents 

2 most  strains  of  staphylococci  do  not  demonstrate  cross-resist 
ance  between  oleandomycin  and  erythromycin. 

J allergic  reactions  or  other  systemic  side  effects  have  been  en 
countered  only  rarely  with  parenteral  use  of  oleandomycin. 

4 easily  reconstituted— freely  water  soluble. 


:: 

: 

- 

: 

i: 

: 

: 

■ 

: 

i 

: 


precautions  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication.  Aside  fron  * 
occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intramuscular  injection  ha:  «j 
been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but  constant  observation  for  sue!  H 
effects  should  be  maintained.  When  used  for  local  infiltration,  allergic  manifestations  and  sensitizing  j* 
reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been  reported.  *Xylocaine  is  the  Registered  Trade)  • 
mark  of  Astra-Pharmaceutical  Products,  Inc.  for  its  brand  of  lidocaine. 


J.  B.  Roerig  and  Company  • New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being® 


companion  to 

TAO 

(triacetyloleandomycin) 

a leading  antibiotic 
in  nationwide  hospital  survey 


Outpatient  Department— Overall  in  vitro  Susceptibility  Results: 

TAO 

CHLORAMPHENICOL 
ERYTHROMYCIN 
TETRACYCLINE 
PENICILLIN 
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The  1963  antibiotics  survey1  provides  a nationwide  comparison  of 
microbial  susceptibility  to  5 leading  antibiotics.  In  all,  susceptibility 
results  of  9,331f  cultures  were  obtained  from  66  hospitals  in  26 
states.  These  in  vitro  findings  confirmed  the  over-all  superiority  of 
TAO.  When  analyzed  by  results  from  1,746ft  cultures  obtained  from 
the  Outpatient  Department  of  hospitals,  TAO  also  produced  the  best 
over  all  susceptibility  results,  as  shown  above.1 


1. ..and  confirmed  in  clinical  practice.2  Of  129  patients  with  upper  or  lower  respira- 
tory infections  treated  with  TAO,  120  had  a good  response.  A “good"  response  gener- 
ally showed  reduction  in  temperature  and  toxicity  within  48  hours  after  initiation  of 
n therapy,  with  subsequent  clinical  and  bacteriological  cure  of  infection. 

'Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumo- 
cocci and  gonococci.  Recommended  for  acute,  severe  infections  where  adequate 
Sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance 
|:o  less  toxic  agents.  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infec- 
tious processes  which  may  require  more  than  ten  days  continuous  therapy.  In  view 
tbf  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment 
ilictates  continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile 
s recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any 
:orm  of  liver  abnormality. 

Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  contraindicated 
n pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hyper- 
iensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions. 
Based  uporithe  usage  of  this  drug,  the  evidence  of  jaundice,  considering  all  reports 
ivailable  to  J.  B.  Roerig  and  Company  referable  to  this  effect  is  5.5  per  million 
courses  of  therapy.  When  only  those  which  definitely  can  be  related  to  this  drug  are 
equated  to  usage,  the  incidence  is  1.6  per  million  courses  of  treatment. 

References:  1.  Isenberg  Henry  D.,  Ph.D.:  “A  Comparison  of  Nationwide  Microbial  Susceptibility 
‘esting  Using  Standardized  Discs,”  Health  Laboratory  Science,  1:1-72  (July)  1964.  2.  Shubin, 
f.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959. 

lased  on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  5,440; 
liplococcus  pneumoniae,  1,130;  streptococcus  pyogenes  (d-hemolytic),  1,519;  streptococcus 
jyogenes  Group  D (enterococcus),  1,242. 

tased  on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  1,023; 
liplococcus  pneumoniae,  134;  streptococcus  pyogenes  (/3-hemolytic),  455;  streptococcus 


Available  as:  Capsules 
(250  mg.;  125  mg.)  Ready- 
Mixed  Oral  Suspension 
(raspberry-flavored,  125 
mg./5  cc.)  Pediatric  Drops 
(100  mg./cc.) 


Rx  New,  improved 

VITERRA®  THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 


Medical  News 


Child  protection  unit 

To  implement  a law  passed  by  the  New  York 
State  Legislature  which  requires  that  physicians 
treating  children  who  appear  to  have  been 
neglected  or  abused  report  the  matter  to  a child 
protective  agency  or  public  welfare  official,  the 
Commissioner  of  Welfare  of  the  City  of  New 
York,  James  R.  Dumpson,  has  announced  a 
Child  Protective  Services  Unit  set  up  as  part  of 
the  Bureau  of  Child  Welfare. 

This  unit  is  located  in  the  Bronx  office  of  the 
Bureau  of  Child  Welfare.  As  part  of  the  unit, 
the  Department  of  Welfare  will  operate  a central 
registry  where  all  cases  of  child  abuse  will  be 
recorded  and  where  all  information  relevant  to  a 
child  or  its  family  may  be  readily  available. 
Thus,  parents  or  guardians  of  abused  children 
who  might  go  to  different  doctors  or  hospitals 
after  each  assault  can  be  identified  at  once  as 
soon  as  a report  is  received  from  any  source. 

Reports  should  be  addressed  to  the  Bronx 
Office  of  the  Bureau  of  Child  Welfare,  260 
East  161st  Street,  The  Bronx,  New  York  10451. 
Initial  reports  may  be  made  immediately  by 
telephone  to  MOtthaven  5-5100,  to  be  followed 
by  written  reports  as  soon  as  possible.  The 
Department  will  shortly  issue  appropriate  forms 
on  which  such  reports  may  be  made.  The  De- 
partment of  Welfare  is  prepared  to  receive  re- 
ports of  child  abuse  on  a twenty-four-hour-per- 
day,  seven-day-a-week  basis.  Calls  may  be 
made  after  the  regular  working  hours  during 
weekends  and  holidays  to  the  Children’s  Center 
of  the  Department  of  Welfare,  1 East  104th 
Street,  New  York,  New  York  10029,  LEhigh 
4-4900. 

Pollen  sampling 

Twenty-seven  communities  are  participating 
this  year  in  the  daily  pollen  sampling  network 
which  began  providing  reports  on  August  4 and 
will  continue  through  October  2,  Hollis  S. 
Ingraham,  M.D.,  New  York  State  Health  Com- 
missioner, has  announced. 

The  daily  pollen  counts  will  be  made  available 
to  newspapers  and  radio  and  television  stations 
from  the  Office  of  Public  Health  Education  in 
Albany. 

“Ragweed  Hay  Fever,”  a pamphlet  which  ex- 
plains the  ragweed  problem  and  what  can  be  done 
to  control  the  problem,  is  available  without 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


cost  to  residents  of  New  York  State  from  county 
and  city  health  departments,  district  health 
offices,  and  from  the  Office  of  Public  Health 
Education,  New  York  State  Department  of 
Health,  84  Holland  Avenue,  Albany,  New  York 
12208. 


Personalities 

Elected.  Kenneth  H.  Eckhert,  M.D.,  Buffalo, 
a past  president  of  the  Erie  County  Medical 
Society,  to  the  Board  of  Theological  Education 
of  the  Lutheran  Church  in  America . . . James 
Monroe  Jones,  M.D.,  Bronxville,  immediate 
past  president  of  the  Westchester  County  Medi- 
cal Society  and  attending  physician  in  medicine 
at  Lawrence  Hospital,  as  president  of  the  West- 
chester Heart  Association. 

Appointed.  Louis  Dlugasch,  M.D.,  F.A.C.S., 
New  York  City,  as  consultant  in  the  Depart- 
ment of  Otolaryngology  of  Beth  Israel  Hospital 
in  New  York  City.  . Walter  W.  Fischer,  M.D., 
Pelham  Manor,  an  associate  professor  of  clinical 
surgery  at  New  York  University’s  Bellevue 
Medical  Center,  as  director  of  surgery  at  Lenox 
Hill  Hospital,  New  York  City.  . Paul  V.  New- 
land,  M.D.,  Oxford,  as  chief  of  the  Division 
of  Gastroenterology  of  Eaton  Laboratories, 
Norwich  Martha  L.  Smith,  M.D.,  assistant 
clinical  professor  of  pediatrics  at  New  York 
Hospital-Cornell  Medical  Center,  as  associate 
medical  director  of  Winthrop  Laboratories, 
New  York  City. 

Honored.  Peter  Marshall  Murray,  M.D., 
New  York  City,  by  St.  Clare’s  Hospital,  New 
York  City,  on  the  occasion  of  his  fiftieth  an- 
niversary as  a practicing  physician  in  the  field 
of  obstetrics  and  gynecology . . George  T.  Pack, 
M.D.,  New  York  City,  made  an  honorary  citi- 
zen of  the  state,  honorary  professor  of  surgery 
at  the  university,  and  recipient  of  the  honorary 
degree  of  “Doctor  Honoris  Cause”  by  the  Uni- 
versity of  Carabobo  in  Valencia,  Venezuela. 

Representative.  Marie  Pichel  Warner,  M.D., 
New  York  City,  delegate  of  the  American 
Women’s  Medical  Association  to  the  Medical 
Women’s  International  Association  Assembly  in 
Sandefjord,  Norway  June  28  to  July  3. 

Retired.  Emanuel  Eckstein,  M.D.,  from  his 
eye,  ear,  nose,  and  throat  practice  in  Glovers- 
ville. 
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Whether  you're  a teacher  correcting  exams. 

A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working 
late  at  night.  Whoever  you  are,  things  go  better 
when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 
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Under  the  generic  name 

for  lower  costs  to  your  patients 

Tetracycline  HCI  Caps. 

250  mg.  U.S.P. 

Quality  controlled  by  West-ward 


Sample  and  literature  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 
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® Theophylline  (120  mg.) 

Ephedrine  HCI  (15  mg.) 

Phenobarbital  (8  mg.) 
(Barbituric  acid  derivative) 

Prednisone  (1.5  mg.) 

for  safer  steroid  protection  from  asthma 


Deltasmyl®  opens  the  airways  and  suppresses 
inflammation  bycombiningtheanti-allergic,  anti- 
inflammatory action  of  prednisone  with  the  bron- 
chodilating,  decongestant  and  quieting  effects 
of  theophylline,  ephedrine  and  phenobarbital. 

Deltasmyl  provides  prompt,  prolonged  relief  of 
asthma  with  prednisone  protection  against  aller- 
gens and  stress,  and  a wider  margin  of  safety 
through  reduction  of  the  effective  corticoid  dose. 

The  aim  of  therapy  in  asthma  should  be  relief  of 
bronchospasm  by  means  of  decongestant  and 
bronchodilating  agents — plus  prednisone,  not 
just  prednisone  alone.1  Uhde2 — using  theophyl- 
line-ephedrine-phenobarbital  with  prednisone — 
reports  an  increase  of  about  25%  in  the  action 
of  prednisone  with  quicker  arrest  of  inflam- 
mation, hypersecretion,  and  alveolar  stasis;  a 
marked  sedative  action  on  heart  and  circulation; 
improved  ventilation.  Bopp3  also  has  obtained 
satisfactory  results  with  the  same  combination, 
probably  through  synergistic  enhancement  of 
prednisone  potency. 

Dosage:  One  Deltasmyl  tablet  provides  sympto- 
matic relief  for  4 hours  or  longer.  Not  more  than 
6 tablets  should  be  taken  in  24  hours.  Withdraw 
gradually. 


Precautions:  Deltasmyl  contains  ephedrine  and 
should  not  be  given  with  epinephrine  since  both 
drugs  may  cause  tachycardia.  Carefully  observe 
patients  hypersensitive  to  sympathomimetic 
amines.  Phenobarbital  is  a barbituric  acid  deriv- 
ative which  may  be  habit  forming.  Despite  the 
low  prednisone  dose,  all  precautions  and  contra- 
indications of  corticosteroids  must  be  heeded, 
since  warning  signs  such  as  fluid  retention  or 
moon  face  may  not  be  present.  When  corti- 
costeroids are  given  to  patients  with  acute  or 
chronic  bacterial  infections,  appropriate  protec- 
tion should  be  provided. 

Contraindications:  Hyperthyroidism,  cardiovas- 
cular diseases,  peptic  ulcer,  diabetes  mellitus, 
psychotic  tendencies,  ocular  herpes  simplex, 
glaucoma,  prostatic  hypertrophy,  Cushing's  syn- 
drome, arrested  tuberculosis. 

Supplied:  Bottles  of  50  tablets,  on  prescription 
only. 

References:  1.  Barach,  A.  L.  and  Bickerman,  H.  A.: 
Pulmonary  Emphysema,  Baltimore,  Williams  & Wilkins, 
1956,  p.  523.  2.  Uhde,  H.:  Med.  Monatsschr.  No.  8, 
505,  1959.  3.  Bopp,  K.  Ph.:  Medizinische  Klinik 
53:186,  1958  and  Algerie  Medicale  62:1081.  1958. 

(Roussel) ■“ 

Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y, 
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CHALKY  TASTE 
A PROBLEM? 


FLAVOR  FATIGUE 
A PROBLEM? 


ACID  REBOUND 
A PROBLEM? 


GRITTY  TEXTURE 
A PROBLEM? 


ASTRINGENCY 
A PROBLEM? 


MESSY  PREPARATION 
A PROBLEM? 


CONSTIPATION 
A PROBLEM? 


POWDERY  RING 
A PROBLEM? 


INADEQUATE  NEUTRALIZATION 
A PROBLEM? 
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CREAM/MILK 

antacso 

FORMULA 


CREAM /MILK 

antacid 

FORMULA 


NO  WONDER  NEW  KREM  WINS  THE  APPROVAL 
OF  MOST  EXPERIENCED  ANTACID  USERS! 

What  happens  when  "experts”— hyperacid  patients  who  have  "tried  'em 
all"— are  asked  to  compare  Krem  with  other  antacids  they  have  taken? 

"Thirty-six  patients  had  taken  antacids  previously  and  25  (70%)  found 
Krem  to  be  superior."1 

"A  substantial  percentage  of  [50]  patients  (68%)  preferred  this  antacid 
to  previously  taken  antacids."2 

In  a study  surveying  141  patients,  their  physicians  reported  78%  pre- 
ferred Krem  to  other  antacids.3 

Shouldn't  all  your  hyperacidity  patients— old  or  new— be  on  Krem,  not  only 
for  its  remarkable  patient  acceptance  but  also  for  its  outstanding  effective- 
ness and  rapidity  of  relief? 

KREM* 

the  first  antacid  tablet  to  provide  the  cream /milk  principle 


Available  in  Mint  or  Cherry  Flavored  Tablets.  Each  tablet  contains  Kamanel  (specially 
prepared  cream  and  milk  formula),  500  mg.;  Precipitated  Calcium  Carbonate,  400  mg.; 
Magnesium  Carbonate,  200  mg. 

1 . Igloe,  M.  C. : Gen.  Pract.  26  : 6,  1 963.  2.  Clinical  report  in  the  files  of  the  Medical  Department,  Neisler 
Laboratories,  Inc.,  1964.  3.  Research  study  conducted  by  Neisler  Laboratories,  Inc.,  1964. 


NEISLER  LABORATORIES,  INC.  • 78TH  YEAR  • DECATUR,  ILLINOIS 
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'ike&Ms 


The  One  Tranquilizer  that  Belongs  in  Every  Practice 

Miltown 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range  — may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

^[^WALLACE  LABORATORIES/Cranbury,  N.  J. 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey'vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor, 
Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Of  thetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information 
including  detailed  listings  of 
component  characteristics 
please  write  to  us:  J.H.  Filbert,! 
Inc.,  Baltimore  29,  Maryland; 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:411-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:71* 
(March  3,  1962). 
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What  benefits  do  you  look  for  in  a douche? 


More  prompt  and  effective  symptomatic  relief 


When  vaginitis  is  a problem,  there  is  increasing 
evidence  in  medical  literature  that  an  alkaline 
douche  such  as  StomAseptine  provides  superior 
benefits. 

In  pruritus  vulvae,  Glynn1  found  “that  an  alkaline 
douche  produced  outstanding  results  in  the  relief 
of  this  vaginal  itch.... this  can  be  attributed  to  the 
effective  removal  of  leukorrheal  secretions,  which 
probably  initiate  and  propagate  the  itch.”  Davis2 
had  better  success  “with  alkaline  preparations... 
patients  reported  them  more  soothing  than  the  pre- 
viously used  acid  solutions.”  MacGuigan3  recently 
reported  that  the  alkaline  douche  is  his  method  of 


choice  in  treating  vaginal  moniliasis.  StomAseptine 
was  found  most  satisfactory  in  relieving  symptoms 
of  vaginal  irritation,  soreness,  and  burning. 

StomAseptine  releases  nascent  oxygen  which 
interferes  with  the  growth  of  the  essentially  anaero- 
bic Trichomonas  vaginalis,  making  it  more  vulner- 
able to  specific  trichomonicidal  agents. 

Glynn4  has  found  an  alkaline  douche  to  be  more 
mucolytic  and  to  provide  more  effective  cleans- 
ing. Peel5  has  emphasized  the  value  of  alkaline 
douches  in  removing  the  highly  acid  discharge  as- 
sociated with  Trichomonas  and  Monilia  vaginitis. 


an  oxidizing  mucolytic  cleansing  agent  for  adjunctive  therapy 


DOUCHE  POWDER 


sodium  perborate,  sodium  bicarbonate, 

sodium  chloride,  borax,  menthol,  thymol,  eucalyptol, 

methyl  salicylate,  aromatics. 


Literature  and  professional  supply  on  request. 

References:  1.  Glynn,  R.:  Obst.  & Gynec.  20:369  (Sept.)  1962; 

2.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955;  3.  MacGuigan,  J.  F.: 
Personal  Communication,  Nov.  1, 1963;  4.  Glynn,  R.:  Obst.  & Gynec. 
22:640  (Nov.)  1963;  5.  Peel,  J.  H.:  Textbook  of  Gynecology,  5th  Ed., 
London,  Wm.  Heineman,  1958,  p.  383. 

HARCLIFFE  LABORATORIES,  INC.,  Brooklyn,  N.  Y. 
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thrown 

for 

a loss ... 


Keeping  flies  out  of  pharmaceutical  pro- 
duction areas  is  important,  yet  entrances 
must  accommodate  heavy  traffic  of  peo- 
ple and  materials.  In  fact,  at  Eli  Lilly 
and  Company,  the  entrances  to  certain 
production  facilities  where  traffic  is 
heaviest  have  no  screens  or  doors.  □ This 
makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked 
up  by  a fast-moving  blast  of  air  and 
thrown  for  a loss— back  outside.  This 
"curtain  of  air,”  moving  down  and  out 
from  the  top  of  the  open  doorway,  bars 
the  entrance  and  keeps  flies  out  . . . still 
another  step  demonstrating  the  care  that 
goes  into  the  finished  product. 


Eli  Lilly  and  Company  • 


Indianapolis  6 , Indiana,  U.S.A. 
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Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York,  N.  Y.,  10017. 

Preparation  of  Manuscript:  Manuscripts 

should  be  face  copy  typed  double-spaced  with 
adequate  margins  on  firm  paper.  Carbon  copy 
flimsy  can  not  be  used.  The  first  page  should 
list  the  title,  the  name  of  the  author  (or  authors) , 
degrees,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order:  author’s  name  with  initials,  title,  peri- 
odical abbreviation,  volume,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 


text.  The  number,  indication  of  the  top,  and  the 
author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 
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Editorials 


Elizabeth  and  Frances  in  Wonderland 


By  an  unusual  combination  of  circum- 
stances two  members  of  our  editorial  staff 
have  been  exposed  to  VIP  treatment  at  that 
wonder  of  wonders — the  New  York  World’s 
Fair.  It  came  about  in  this  fashion:  A 

friendly  manufacturer  played  host  for  a 
day  at  the  Fair  to  the  editors  of  some  40 
newspapers,  magazines,  and  scientific 
journals,  among  which  this  Journal  was 
numbered.  Fate  decreed  that  on  the  ap- 
pointed day  the  Editor  was  committed  to 
be  3,000  miles  away,  but  the  gracious  host 
was  kind  enough  to  permit  two  of  the  editor’s 
staff  to  replace  him. 

Chosen  by  lot  in  true  democratic  fashion, 
two  wide-eyed  redactresses  found  them- 
selves whisked  by  helicopter  through  the 
looking  glass  into  the  bright  new  world  of 
the  future. 

Crossing  the  East  River  Drive  to  get  to 
the  heliport  at  the  foot  of  Wall  Street  was 
an  adventure  in  calculated  recklessness 
right  at  the  start.  Tweedledum,  the  watch- 
ful policeman,  thought  they  would  never 
make  the  other  side  and  suggested  a 25- 
cent  taxi  ride  as  the  only  safe  way  to  do  it. 
But  this  being  their  lucky  day,  they  made 
it. 

At  the  heliport  they  were  met  by  Mr.  Fox, 
the  friendly  manufacturer’s  advertising  rep- 
resentative (bright-eyed  and  bushy-tailed 
as  all  foxes  and  advertising  representatives 
should  be).  Hardly  had  they  fastened 
their  seat  belts,  when  with  a great  rush  of 
air  they  were  lifted  by  the  nape  of  the  neck 
and  suspended  over  a mammoth  panorama 
of  New  York  City  and  its  surrounding 
waterways.  Jack  Robinson  had  just  been 
said  when  they  were  hovering  over  the 
heliport  at  the  Fair  and  were  let  down  to  the 
rooftop  ever  so  gently. 

After  a warm  welcome  from  the  heliport 
manager  (whoever  heard  of  such  a thing?)  a 
white  knight  led  them  all  to  the  Hall  of 
Science  and  to  the  manufacturer’s  special 
exhibit,  which  he  was  so  proud  to  show — and 


rightly  so.  This  was  a large  fiberglass 
capsule  where  they  looked  onto  a pit  and 
saw  displayed  models  of  the  actual  complex 
workings  of  living  cells  magnified  by  electron 
microscope  a half  million  times.  Here 
Uncle  Don’s  coloring  book  was  distributed, 
and  you  could  color  the  hydrogen  atoms  red, 
the  oxygen  atoms  blue,  and  the  carbon 
atoms  black.  What  a time  they  had  pro- 
gressing from  glucose  to  fructose,  from  en- 
zyme to  coenzyme,  from  RNA  to  DNA ! 

The  Red  Queen  had  decreed:  Off  with 

their  heads — there  shall  be  no  more  VIP 
parties  in  the  royal  dining-room.”  Regard- 
less of  this  sound  and  fury  somehow  or 
other  they  did  have  a royal  lunch  in  the 
royal  dining  room. 

Then  away  from  science  to  industry. 
Being  VIPs  they  were  whisked  through  the 
family  entrance  into  the  General  Motors 
exhibit.  This  is  a whole  new  world  of  the 
future,  and  if  General  Motors’  foresight  is 
as  accurate  as  it  was  in  their  1939  exhibit, 
much  of  this  will  come  true — underwater 
vacationing,  automated  traffic,  and  pent- 
house living. 

The  last  part  of  the  guided  tour  took 
them  to  the  Chrysler  exhibit,  an  entrancing 
puppet  show,  which  gave  living  personality 
to  the  essential  parts  of  an  automobile. 
The  time  had  come  the  carburetor  said  to 
talk  of  other  things — of  torsion,  torque,  and 
tensile  strength,  and  timing  gears  and  rings. 
Interest  here  was  heightened  by  a combina- 
tion of  motion  pictures,  puppets,  and  five 
actors,  a technic  used  frequently  throughout 
the  Fair.  As  VIPs  they  were  conducted 
behind  the  scenes  and  met  Bil  Baird,  the 
puppeteer. 

After  being  given  theater  tickets,  the 
party  was  on  its  own.  Our  adventurers 
absorbed  the  serenity  and  simplicity  of  the 
Spanish  and  Japanese  pavilions  and  then 
were  drawn  to  the  religious  centers.  They 
saw  the  war-charred  Cross  of  Coventry  and 
the  Vatican’s  Pieta  and  thought  if  only  the 
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angry  men  would  stop  here  a while,  perhaps 
hostility  and  unruly  haste  might  be  tem- 
pered. 

The  finale  came  with  attendance  at  the 
show  To  Broadway  with  Love.  The  show 
was  nostalgically  beautiful — a review  of 
reviews  since  1900,  with  all  the  well-known 
songs.  The  group  gathered  here  as  if  at 
an  alumni  reunion  and  talked  of  what  they 
had  seen  and  done  since  their  dispersal  in 
mid-afternoon. 

Nighttime  at  the  Fair  was  indescribably 


Editor’s  note 

At  the  request  of  Leoni  N.  Claman,  M.D. 
editor  of  the  Proceedings  of  the  New  York 
Allergy  Society,  the  following  discussion  by 
Bernard  B.  Levine,  M.D.,  on  the  use  of  skin 
tests  to  predict  clinical  allergic  reactions  to 
penicillin,  is  printed,  to  be  substituted  for 
the  discussion  which  appeared  with  the 
Proceedings  on  page  1712  of  the  July  1. 
1964,  issue. 

Bernard  B.  Levine,  M.D.:  The  clinical 

significance  of  positive  or  negative  skin  tests 
to  penicilloyl-polylysine  and  to  penicillin  is 
as  yet  not  completely  established.  These 
procedures  must  still  be  considered  as  in- 
vestigational, and  are  not  yet  suggested,  at 
the  present  writing,  for  routine  clinical  use. 
Several  clinical  points  bear  emphasis,  how- 
ever: (1)  In  order  to  detect  the  maximum 

number  of  patients  manifesting  wheal-and- 
flare  type  hypersensitivity  to  penicillin, 
skin  tests  with  both  crystalline  penicillin 


beautiful:  rainbow  colors,  water,  and  fire- 
works tossed  into  the  air — a fitting  climax 
to  the  day.  T’was  brillig. 

Elizabeth  Smith,  Frances  Casey,  and  the 
editor  wish  to  thank  Mr.  Cain,  President  of 
Abbott  Laboratories,  and  Mrs.  Cain,  Mr. 
James  Fox  of  the  Fox  Agency,  and  Mr.  Don 
Cooley,  who  wrote  the  marvelously  clear  and 
concise  brochure  on  The  Chemical  Man , for 
a most  rewarding  and  unforgettable  day. 

Come  to  the  Fair — it’s  wonderful! 


and  penicilloyl-polylysine  should  be  per- 
formed (rather  than  with  penicilloyl-poly- 
lysine alone).  (2)  Negative  skin  tests  to 
both  materials  probably  means  that  the 
patient  will  be  able  to  receive  penicillin  with- 
out having  an  immediate  systemic  reaction 
Many  more  patients  will  have  to  be  studied 
to  establish  the  point.  Negative  skin  tests 
do  not  rule  out  the  subsequent  occurrence  of 
late  allergic  reactions. 

(3)  A positive  skin  test  to  one  or  both 
reagents  does  not  necessarily  mean  that  the 
patient  will  certainly  experience  an  allergic 
reaction  on  the  administration  of  penicillin, 
but  it  increases  its  probability.  (4)  Before 
skin  testing  can  be  recommended  as  a routine 
clinical  procedure,  further  information  must 
be  obtained  concerning  toxicity  and  anti- 
genicity of  the  skin  test  reagents,  and  the 
precise  clinical  significance  of  positive  and 
negative  skin  tests.  Such  studies  are  cur- 
rently in  progress. 
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Announcement  1964  District  Branch  Meeting  Schedule 


Branch 

Date 

Place 

First 

February  9 

The  Americana,  New  York  City 

Second 

Thursday  and 

Friday,  Septem- 
ber 10  and  11 

• 

Montauk  Manor,  Montauk  Point, 
New  York 

Third 

and 

Fourth 

Saturday, 
October  17 

Edison  Club,  Schenectady, 
New  York 

Fifth 

and 

Sixth 

Friday,  Saturday, 
and  Sunday, 
September  11, 
12,  and  13 

Gideon  Putnam  Hotel, 
Saratoga  Springs, 
New  York 

Seventh 

AND 

Eighth 

Thursday,  Friday, 
Saturday,  and 
Sunday,  October 
1,  2,  3,  and  4 

Concord  Hotel,  Kiamesha  Lake, 
New  York 

Ninth 

February  10 

The  Americana,  New  York  City 
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. . . unfettered 

From  the  beginning, 
woman  has  been  a vas- 
sal to  the  temporal  de- 
mands—and  frequently 
the  aberrations— of  the 
cyclic  mechanism  of 
her  reproductive  sys- 
tem. Now,  to  a degree 
heretofore  unknown, 
she  is  permitted  nor- 
malization, enhance- 
ment, or  suspension  of 
cyclic  function  and  procreative  potential.  This  new 
medical  control  is  symbolized  in  an  illustration  bor- 
rowed from  ancient  Greek  mythology— Andromeda 
freed  from  her  chains. 

Indications:  To  control  dystunctional  uterine 
bleeding,  regulate  an  abnormal  menstrual  cycle,  en- 
hance or  suspend  fertility,  advance  or  postpone  the 
menses,  dysmenorrhea,  test  for  pregnancy,  premen- 
strual tension  and  correct  endometriosis,  often  with- 
out surgery. 

Basic  ENOVID  Action:  Enovid  (1)  induces  and 
maintains  a pseudodecidual  endometrium,  prevent- 
ing uterine  bleeding,  and  (2)  inhibits  pituitary 
gonadotropin,  suspending  ovulation.  Bleeding  usu- 
ally occurs  about  three  days  after  Enovid  is  with- 
drawn. 

Cyclic  therapy  will  frequently  restore  a normal 
pattern  in  women  with  menorrhagia,  metrorrhagia 
and  primary  or  secondary  amenorrhea.  Taken  as 
prescribed,  Enovid  is  virtually  100  per  cent  effective 
in  controlling  conception.  After  the  drug  is  discon- 
tinued the  usual  ovulatory  and  menstrual  patterns 
return.  Indeed,  the  probability  of  subsequent  preg- 
nancy appears  to  be  enhanced  through  a possible 
"rebound”  phenomenon.  Thus,  cyclic  administra- 
tion of  Enovid  has  been  successful  in  treating  endo- 
crine infertility.  Women  taking  the  drug  for  long- 
term suspension  of  fertility  experience  certain 
typical  "Enovid  effects.”  Characteristically,  cyclic 
regularity  is  achieved,  and  usually  the  duration  of 
menstrual  flow  is  shortened  and  its  volume  lessened. 
Dysmenorrhea  and  premenstrual  tension  are  usu- 
ally eliminated  or  significantly  improved.  The 
monthly  cost  to  the  patient  is  nominal.  (Enovid-E 
provides  even  greater  economy  to  patients  using  it 
for  family  planning;  there  is  none  at  lower  cost.) 

Continuous  therapy  usually  suspends  menstrua- 
tion as  well  as  ovulation.  In  endometriosis  continu- 
ous administration  of  Enovid  produces  a pseudo- 
decidual reaction  with  subsequent  absorption  of 
aberrant  endometrial  tissue,  often  eliminating  the 
need  for  radical  surgery.  Enovid  is  an  effective  pre- 
operative adjunct  when  surgery  is  indicated,  as  well 
as  postoperatively  to  prevent  recurrence.  Continu- 
ous therapy,  in  adequate  dosage,  is  also  utilized  in 
habitual  abortion,  providing  more  balanced  hor- 
mone support  of  the  endometrium  and  often  per- 
mitting continuation  of  pregnancy. 

Emergency  therapy  of  high  doses  of  Enovid  has  a 
prompt  hemostatic  effect  and  will  usually  control 
severe  dysfunctional  uterine  bleeding  within  six  to 
twenty-four  hours.  Prompt,  high-dosage  adminis- 
tration of  Enovid  is  also  a rational  recourse  in 
threatened  abortion. 

Basic  Dosage:  One  Enovid  5-mg.  tablet  daily  in 
cyclic  therapy,  beginning  on  day  5 and  continuing 
through  day  24  (one  tablet  daily  for  twenty  days) ; 


or  one  Enovid  10-mg.  tablet  daily  in  continuous 
therapy  as  indicated  (see  Physicians’  Product  Bro- 
chure No.  67) . Higher  doses  may  be  prescribed 
to  prevent  or  to  control  occasional  "spotting”  or 
breakthrough  bleeding  during  Enovid  therapy. 

Side  Effects:  Nausea,  spotting  or  breakthrough 
bleeding  and  amenorrhea  (sometimes  called  "silent 
menstruation”)  may  occur.  Less  frequently  chlo- 
asma, breast  enlargement  or  discomfort  and  mild 
salt  and  water  retention  have  been  reported;  the 
last  should  be  considered  in  patients  with  heart  or 
kidney  disease  or  hypertension.  A variety  of  other 
effects  typical  of  estrogenic  compounds  may  also 
occur.  Alterations  in  certain  thyroid  function  tests 
but  not  thyroid  function  may  occur. 

Precautions:  Enovid  may  suppress  lactation.  Pre- 
menstrual tension  has  been  both  improved  and  in- 
tensified during  Enovid  therapy.  Patients  should 
receive  periodic  examinations  for  cervical  erosions 
and  any  found  should  be  treated  by  accepted  means. 
Pre-existing  fibroids  may  increase  in  size  during 
therapy  but  they  usually  regress  when  therapy 
ceases.  One  instance  of  masculinization,  probably 
coincidental,  has  been  reported;  thus,  although 
Enovid  is  not  androgenic  this  report  should  be  con- 
sidered when  it  is  prescribed. 

Contraindications:  Thromboembolic  phenomena 
with  some  fatalities  have  been  reported;  no  statisti- 
cal significance  to  these  occurrences  has  been  dem- 
onstrated and  no  causal  relationship  has  been 
proved  or  disproved;  this  possibility  should  be  con- 
sidered in  women  with  factors  known  to  be  contrib- 
utory to  thrombophlebitis.  Enovid  is  contraindicated 
in  women  with  a history  of  previous  thromboem- 
bolism. Pre-existing  genital  or  breast  carcinoma, 
liver  disease,  dysfunction  or  jaundice  are  also  con- 
traindications. The  status  of  liver  function  should 
be  noted,  since  in  large  doses  Enovid  may  cause 
bromsulphalein  retention. 

A Note  on  Safety:  A limit  of  four  years  for  cyclic 
medication  is  presently  recommended  for  Enovid; 
three  years  for  Enovid-E.  In  more  than  eight  years 
Enovid  has  been  prescribed  for  more  than  6,100,000 
women  for  more  than  32,000,000  menstrual  cycles. 
There  has  been  no  evidence  of  impairment  of  sub- 
sequent fertility  and  no  effect,  which  can  be  attrib- 
uted to  the  drug,  on  children  born  to  women  who 
conceived  after  discontinuing  Enovid  therapy. 

the  first  comprehensive  regulator 
of  female  cyclic  function 

ENOVID 

Each  tablet  contains:  5-mg.  size  10-mg.  size 

norethynodrel  5.0  mg.  9.85  mg. 

mestranol  0.075  mg.  0.15  mg. 
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for  bladder  instillation 
in  urethrotrigonitis  and  postoperatively 


FURACIN  SOLUTION 

BRAND  OF 

NITROFURAZONE 


■ dependable  antibacterial  action  against  a wide  range  of  gram-positive  and  gram- 
negative pathogens  ■ prompt  and  profound  relief  of  symptoms,  such  as  dysuria,  fre- 
quency and  urgency,  in  the  great  majority  of  cases  ■ no  mucosal  irritation  observed 
following  instillations  in  recommended  dilutions 


For  urethral  irrigation  or  bladder  instillation  it  is  recommended  that  Furacin  (nitro- 
furazone)  Solution  be  diluted  1 in  10  or  1 in  6,  using  aseptic  technic.  Sterile  distilled 
water  is  preferred  to  saline.  Use  within  1 week  to  avoid  precipitation  and  mycotic 
contamination.  In  urethrotrigonitis,  instill  50  to  60  cc.  (2  fl.  oz.)  of  diluted  Solution 
into  bladder  after  urination.  Retain  for  at  least  30  minutes.  Repeat  2 or  3 times  weekly. 

The  incidence  of  irritation  or  sensitization  to  Furacin  (nitrofurazone)  Solution  in 
urologic  and  surgical  practice  is  probably  less  than  2% . Discontinue  if  signs  or  symp- 
toms of  irritation  develop. 

supplied:  Bottles  of  60  cc.  and  473  cc.,  containing  Furacin  (nitrofurazone)  0.2%. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.  Y. 
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Scientific  Articles 


Hypertonic  Dehydration 


AGNES  S.  DE  LEON,  M.D. 
Syracuse,  New  York 
WILLIAM  H.  BERGSTROM,  M.D. 

Syracuse,  New  York 

From  the  Department  of  Pediatrics,  State 
University  of  New  York  Upstate  Medical  Center 


Approximately  20  per  cent  of  children 
hospitalized  for  dehydration  have  serum 
sodium  concentrations  over  150  mEq.  per 
liter.1  The  clinical  features  of  hypertonic 
dehydration  are  well  known.  Seizures,  cer- 
ebral hemorrhage,  and  consequent  perma- 
nent brain  damage  are  complications  super- 
imposed on  the  immediate  threat  to  life 
posed  by  dehydration.1-5  Hypertonicity 
represents  failure  of  renal  adjustment,  the 
kidney  being  handicapped  by  the  decreased 
plasma  volume  of  the  dehydrated  subject.1 
Successful  therapy,  therefore,  requires  res- 
toration of  renal  function  through  correction 
of  dehydration.  However,  rapid  dilution  of 
extracellular  fluid  carries  the  risk  of  inducing 
water  intoxication  by  upsetting  the  equilib- 
rium between  extra-  and  intracellular  fluid.1.2 
It  is,  therefore,  necessary  to  include  sodium 
in  dehydrating  solutions  even  when  the  ini- 
tial serum  sodium  concentration  is  high. 
Sodium  concentrations  recommended  range 
widely  from  15  mEq.  per  liter  upward.  The 
desirability  of  early  potassium  administra- 
tion has  been  pointed  out  by  Finberg  and 
Harrison.2 

The  present  experiments  were  designed  to 
test  the  effects  of  treatment  with  varying 
concentrations  of  sodium  and  potassium  on 
the  tissue  and  serum  composition  of  de- 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Pediatrics,  February  13,  1964. 


experiments  were  done  to  test  the  effects  of 
treatment  with  varying  concentrations  of 
sodium  and  potassium  on  the  tissue  and  serum 
composition  of  dehydrated  hypertonic  rats; 
salt,  potassium,  and  water  were  required  for 
repair.  In  6 infants  with  hypertonic  de- 
hydration caused  by  diarrhea,  treatment  was 
begun  with  a solution  containing  75  mEq.  of 
sodium  and  50  mEq.  of  chloride  per  liter ; 
the  average  serum  sodium  concentration  at 
twenty-four  hours  was  still  in  the  hypertonic 
range,  although  the  clinical  appearance  was 
satisfactory.  The  principles  of  this  treat- 
ment schedule  are  rapid  expansion  of  body 
fluid  volume,  gradual  correction  of  hyper- 
tonicity, and  provision  of  exogenous  po- 
tassium. 


hydrated  hypertonic  rats.  Since  hypertonic 
dehydration  can  result  either  from  excessive 
salt  intake  or,  more  commonly,  from  large 
losses  of  water  with  small  losses  of  salt,  total 
body  sodium  content  may  be  either  increased 
or  decreased.  Both  situations  were  repro- 
duced experimentally. 

Method  and  material 

Salt  loading  and  dehydration  were  accom- 
plished by  intraperitoneal  dialysis  against 
hypertonic  salt  solution  in  dehydrated  rats. 
After  three  days  of  water  deprivation, 
hypertonic  saline  (450  mEq.  per  liter)  was 
injected  intraperitoneally;  10  ml.  were  given 
per  100  Gm.  of  body  weight;  after  three 
hours  an  equal  volume  was  withdrawn. 
The  sodium  concentration  in  the  fluid  with- 
drawn averaged  200  mEq.  per  liter.  The 
sodium  absorbed  by  the  rat  amounted  to 
25  mEq.  per  kilogram  of  body  weight. 

After  three  dialyses  on  successive  days,  all 
of  the  rats  were  severely  dehydrated  and 
had  the  doughy  skin  texture  characteristic  of 
hypertonic  dehydration.  About  half  of  the 
animals  developed  generalized  tremors,  and 
several  died  in  convulsions,  exhibiting  at 
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autopsy  cerebral  congestion,  petechiae,  and 
gross  hemorrhages.  Survivors  were  divided 
into  six  groups  of  4 rats  each.  Members  of 
the  first  group  were  killed  within  three  hours 
of  the  third  dialysis  for  determination  of 
serum  and  muscle  composition  and  total 
body  water.  Four  treatment  groups  were 
as  follows:  (1)  5 per  cent  dextrose  in  water, 
(2)  5 per  cent  dextrose  in  saline,  (3)  dextrose 
and  saline  with  35  mEq.  per  liter  of  potas- 
sium bicarbonate,  and  (4)  potassium  bi- 
carbonate alone,  35  mEq.  per  liter.  All 
solutions  were  injected  intraperitoneally,  the 
dose  being  100  cc.  per  kilogram  of  body 
weight.  A final  group  received  no  fluid. 
Twenty-four  hours  after  dialysis  all  animals 
were  killed  for  serum  and  muscle  analysis 
and  for  total  body  water  measurements. 
Analytical  methods  have  been  described 
elsewhere.6 

Results 

Results  of  this  procedure  are  shown  in 
Figure  1.  The  average  serum  sodium  con- 
centration was  200  mEq.  per  liter;  total 
body  sodium  was  increased.  Intracellular 
potassium  concentration  was  high,  ap- 
parently as  a result  of  water  loss,  as  the  total 
amount  of  potassium  present  was  reduced. 
Total  body  water  was  low. 

Untreated  animals  looked  well  at  twenty- 
four  hours  and,  as  the  chart  shows,  had  al- 
most completely  corrected  their  hypertonic- 
ity. This  was  accomplished  by  excretion 
of  sodium  and  a shift  of  water  into  cells  with 
dilution  of  the  previously  concentrated  cell 
potassium. 

The  various  treatment  schedules  had  little 
effect  on  clinical  appearance  or  serum  sodium 
concentration.  Total  sodium  was  somewhat 
lower  when  potassium  was  given.  The 
limited  amount  of  fluid  given  (100  cc.  per 
kilogram)  permitted  only  slight  repair  of 
total  body  water,  which  may  explain  the 
failure  to  retain  potassium.  Exogenous  so- 
dium was  excreted  promptly  and  did  not 
prevent  reduction  of  total  sodium.  It  is 
obvious  from  the  chart  that  more  water  and 
potassium  would  be  needed  for  complete 
repair,  but  the  good  appearance  of  the  ani- 
mals and  their  satisfactory  composition  data 
suggest  that  this  was  not  urgent. 

Apparently  the  correction  of  hypertonic 
dehydration  in  the  presence  of  excess  sodium 
depends  chiefly  on  preservation  of  renal 
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FIGURE  1.  Effects  of  salt  loading  and  subsequent 
treament  on  serum  sodium  concentration  and  tis- 
sue composition,  (ser  = serum,  t = cation  concen- 
tration in  total  body,  icw  = mEq.  per  liter  of  intra- 
cellular water  (muscle).  FhOt  = total  body  water. 
The  mean  is  given  for  each  constituent;  the 
shaded  areas  indicate  ±1  standard  deviation). 
The  treatment  groups  discussed  are  arranged  from 
left  to  right  across  the  diagram;  initial  and  final  val- 
ues for  each  constituent  are  shown  by  connected 
dots. 


function,  a point  emphasized  by  Weil  and 
Wallace.1  In  clinical  dehydration,  renal 
function  is  best  restored  by  prompt  expan- 
sion of  circulating  blood  volume.  To  do 
this  without  danger  of  water  intoxication  it 
is  necessary  to  use  solutions  containing 
generous  amounts  of  sodium.  Such  solu- 
tions appear  to  work  well  in  the  experimental 
model  presented. 

The  more  common  clinical  problem  of 
hypertonicity  combined  with  sodium  deficit 
was  simulated  in  rats  by  urea  loading.7  This 
substance,  given  by  mouth,  induced  an 
osmotic  diuresis  with  loss  of  both  sodium  and 
potassium.  Gavage  twice  daily  (with  5 cc. 
of  3-mol  urea)  resulted  in  a weight  loss  of  15 
per  cent  within  two  days,  accompanied  by 
tremors,  convulsions,  and  brain  hemorrhages 
as  in  the  salt-loaded  group.  The  same 
treatment  groups  were  established  as  in  the 
previous  experiment  with  three  changes: 
First,  solutions  were  given  by  mouth  in  the 
amount  of  300  cc.  per  kilogram  per  day. 
Second,  the  concentration  of  sodium  chloride 
was  75  mM.  per  liter  and  that  of  potassium 
bicarbonate  35  mM.  per  liter.  Third,  the 


2158  New  York  State  Journal  of  Medicine  / September  1,  1964 


DW 


Na 


Na-K 


Na 

ser 

mEq/L 


Naf 

mEq/ioo 
gm  ffds 


icw 

mEq/L 


mEq/ioo 
gm  ffds 


H2Ot 
ml/ioo 
gm  ffds 


BODY 

WEIGHT 


percent 

recovery 


100 

75 

50 

25 

0 


FIGURE  2.  Hypertonic  dehydration  and  electro- 
lyte depletion  following  urea  loading;  effects  of 
treatment.  For  each  treatment  group,  x desig- 
nates the  initial  concentration  of  the  constituent 
under  study  and  one,  two,  and  three  successive 
treatment  days. 


effects  of  both  one-  and  three-day  treatment 
schedules  were  studied.  The  chemical  data 
at  the  conclusion  of  urea  loading  and  results 
of  treatment  are  shown  in  Figure  2.  The 
rats  were  hypertonic  and  the  total  body 
content  of  both  sodium  and  potassium  was 
reduced,  as  was  total  body  water. 

In  contrast  to  the  salt-loaded  group,  with- 
holding treatment  for  the  first  twenty-four 
hours  after  urea  loading  led  to  death  in  all 
cases.  Treatment  with  glucose  water  or  any 
of  the  three  electrolyte  solutions  brought 
about  survival  and  clinical  improvement. 

After  three  days  on  5 per  cent  dextrose  in 
water,  only  two-fifths  of  the  original  water 
deficit  was  repaired.  Weight  gain  ceased 
after  the  first  day. 

Addition  of  sodium  improved  hydration 
and  weight  gain  slightly  but  exaggerated 
the  potassium  deficit.  Total  sodium  over- 
shot the  normal  level,  and  serum  sodium  was 
still  elevated  at  the  end  of  the  first  day. 
This  had  no  apparent  effect  clinically. 
There  was  no  weight  gain  after  twenty-four 
hours. 


TABLE  I.  Results  of  therapy  of  6 infants  with 
hypertonic  dehydration  (mEq.  per  liter) 


Patient 

-—Serum  Sodium—, 
Initial  24-hour 

Intravenous 
Solution* 
(cc.  per  Kg.) 

1 

162 

150 

120 

2 

192 

167 

120 

3 

162 

148 

150 

4 

158 

155 

180 

5 

169 

159 

90 

6 

164 

158 

110 

Mean 

167 

156 

128 

* Sodium  = 75,  chloride  = 50,  and  potassium  chloride  = 
20  mEq.  per  liter  after  first  voiding. 


When  both  cations  were  given,  repair  was 
more  satisfactory,  all  parameters  measured 
being  at  or  near  normal  at  three  days. 
Weight  gain  was  progressive  in  this  group. 

The  use  of  potassium  alone  resulted,  of 
course,  in  persistence  of  the  sodium  deficit. 
Weight  gain  was  slow  after  twenty -four 
hours. 

In  summary,  these  electrolyte-depleted, 
dehydrated  animals  required  sodium,  po- 
tassium, and  water  for  repair.  Large 
amounts  of  sodium  (25  mEq.  per  Kilogram 
per  day),  if  given  in  combination  with  potas- 
sium, had  no  ill  effects,  even  though  serum 
sodium  was  elevated  at  the  beginning  of 
treatment. 

Human  studies 

In  1961  and  1962,  50  patients  were  ad- 
mitted to  the  pediatric  service  of  the  Up- 
state Medical  Center  with  dehydration  and 
with  analyses  of  serum  sodium  on  admis- 
sion. Of  these,  9 (18  per  cent)  had  serum 
sodium  concentrations  greater  than  154 
mEq.  per  liter,  23  had  less  than  138  mEq. 
per  liter,  and  the  remainder  were  within 
normal  limits.8 

Table  I shows  the  results  of  therapy  of  6 
infants  admitted  with  hypertonic  dehydra- 
tion caused  by  diarrhea.  Treatment  was 
begun  with  a solution  containing  75  mEq.  of 
sodium  and  50  mEq.  of  chloride  per  liter. 
The  rate  of  administration  was  30  ml.  per 
kilogram  within  the  first  two  hours  and 
approximately  6 to  7 ml.  per  kilogram  per 
hour  thereafter.  After  the  first  or  second 
voiding,  potassium  chloride  was  added  to 
give  a concentration  of  20  mEq.  of  potassium 
per  liter  of  solution.  Within  twenty-four 
hours  all  patients  in  this  group  showed 
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clinical  improvement,  with  lowering  of 
serum  sodium  concentration;  recovery  was 
uneventful  thereafter.  It  is  noteworthy 
that  the  average  serum  sodium  concentration 
at  twenty-four  hours  (156  mEq.  per  liter) 
was  still  in  the  hypertonic  range,  although 
the  clinical  appearance  was  satisfactory. 
This  phenomenon  was  also  seen  in  the  rats, 
as  has  been  noted. 

The  three  principles  of  this  treatment 
schedule,  which  are  not  original  with  the 
authors,  are  rapid  expansion  of  body  fluid 
volume,  gradual  correction  of  hypertonicity, 
and  provision  of  exogenous  potassium.  The 
first  encourages  early  resumption  of  renal 
function,  the  second  minimizes  the  risk  of 
water  intoxication,  and  the  third  repairs  the 
potassium  deficit  which  may  be  hidden  by  a 
normal  serum  potassium  concentration. 
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T he  innumerable  descriptions  of  the  post- 
traumatic  neuroses  of  war  contrast  sharply 
with  the  more  circumscribed  data  available 
on  the  post-traumatic  reactions  of  peace. 
During  World  War  II  the  entire  energies  of 
the  nation  were  mobilized  in  a concentrated 
effort  against  the  enemy.  Part  of  this 
effort  took  the  form  of  an  organized  at- 
tempt by  military  psychiatrists  to  deal  as 
effectively  as  possible  with  the  manifold 
psychic  disturbances  of  war  stress,  in  the 
hope  of  maintaining  morale  and  fighting 
efficiency  and  avoiding  the  markedly  re- 
gressive traumatic  syndromes  of  World 
War  I.1  The  study  of  peacetime  traumatic 
neurosis  has  not  been  aided  by  such  an 
impetus;  consequently,  while  its  toll  is 
considerable  in  the  form  of  chronically  de- 
formed personalities,  with  their  attendant 
unhappiness  and  loss  of  social  and  economic 
productivity,  the  syndrome  is  less  under- 
stood, recognized,  and  treated. 

Background 

Kelman2  cites  an  early  use  of  the  term 
traumatic  neurosis  by  Oppenheim  in  1889, 
when  he  described  the  mental  picture  follow- 
ing a head  injury  and  suggested  that  the 

* This  study  was  supported  by  Research  Grant  P-62-26 
from  the  U.S.  Public  Health  Service. 


A STUDY  WAS  MADE  of  100  cases  of  post- 
traumatic  neuroses  of  industry.  Head  and 
back  injuries  were  the  most  common.  Symp- 
toms included  head  and  back  aches,  dizziness, 
anxiety,  tension,  irritability,  intolerance  to 
noise,  startle  reaction,  insomnia,  nightmares, 
fatigue,  difficulty  in  concentrating,  generalized 
fearfulness,  sexual  disturbances,  and  de- 
pression. Forty-eight  per  cent  of  the  patients 
had  prior  emotional  difficulties.  Treatment 
consists  primarily  of  early  diagnosis,  appro- 
priate rest,  and  return  to  work  for  which  the 
patient  feels  suited.  Monthly  compensation 
payments  may  prolong  dependency,  whereas 
lump  sum  payments  may  permit  the  patient  to 
find  a position  within  his  limited  capacity. 


psychologic  effects  were  a result  of  the 
physical  trauma. 

As  late  as  1934,  however,  the  general 
reluctance  of  the  medical  profession  to 
recognize  the  psychologic  repercussions  of 
trauma  without  gross  neurologic  signs  was 
assailed  by  Strauss  and  Savitsky3  in  an 
article  which  emphasized  the  traumatic 
syndrome  and  minimized  the  frequency  of 
malingering. 

In  1935  Wechsler4  described  a series  of  100 
cases  of  head  injury  with  symptoms  in  which 
74  demonstrated  no  organic  signs.  He 
described  a uniform  symptom  complex  con- 
sisting of  headache,  dizziness,  fears,  anxiety, 
concentration  difficulties,  vasomotor  changes, 
and  work  disturbance.  He  thought  that 
while  all  the  patients  might  have  exag- 
gerated their  symptoms,  he  found  only  1 
case  of  malingering.  He  also  noted  that  a 
slight  blow  to  the  head  could  produce  severe 
brain  damage. 

Ruesch  and  Bowman  in  1945 5 compared 
125  nonindustrial  cases  of  chronic  post- 
traumatic  reaction  with  a group  of  patients 
with  head  trauma,  brain  disease,  and 
neurosis.  These  patients  were  evaluated  in 
terms  of  their  pretraumatic  personality 
structure,  the  severity  of  the  physical  in- 
jury, and  the  psychologic  trauma,  in  an 
attempt  to  evaluate  the  relative  importance 
of  these  factors  on  the  development  of  the 
post- traumatic  reaction.  The  authors  con- 
cluded that  those  patients  who  showed  a 
higher  incidence  of  neurotic  conflict  prior  to 
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the  injury  were  more  prone  to  develop  the 
chronic  post-traumatic  reaction. 

Auerbach  and  his  collaborators  in  I9606 
also  attempted  to  define  the  factors  respon- 
sible for  the  development  of  a post-traumatic 
reaction.  Their  series  contained  50  patients 
with  head  injury.  Among  their  conclusions 
was  the  suggestion  that  the  severity  of  the 
injury  was  less  important  than  the  pre- 
traumatic  personality  in  the  development  of 
the  post -traumatic  reaction,  except  in  pa- 
tients with  persistent  neurologic  defect. 

The  books  of  Kardiner1  and  Grinker  and 
Spiegel7  8 on  the  traumatic  war  neuroses 
have  produced  a wealth  of  clinical  and  theo- 
retical material  including  a specific  clinical 
syndrome  that  closely  resembles  the  peace- 
time traumatic  neurosis.  They  described  a 
syndrome  composed  of  the  following  symp- 
toms: anxiety,  tension,  irritability,  noise 

intolerance,  jumpiness,  insomnia,  night- 
mares, fears,  depression,  conversion  symp- 
toms, and  psychosomatic  symptoms.  While 
there  was  a relative  degree  of  uniformity  to 
this  symptom  complex,  the  exact  symptoms 
were  related  more  closely  to  the  type  of 
trauma  and  the  stage  of  development  of  the 
traumatic  syndrome. 

Data 

The  purpose  of  this  paper  is  to  clarify 
further  and  to  delineate  more  clearly  the 
post-traumatic  syndrome  with  its  clinical 
and  dynamic  features,  to  discuss  the  role  of 
compensation,  and  to  discuss  the  therapeu- 
tic management  as  it  emerges  from  an 
understanding  of  the  underlying  clinical  and 
dynamic  implications. 

A post-traumatic  neurosis  may  be  defined 
as  a psychogenic  disorder  following  a physi- 
cal or  psychic  injury,  with  or  without  central 
nervous  system  changes,  in  which  the  psy- 
chologic changes  which  are  present  represent 
a distinct  change  from  the  pretraumatic 
personality. 

The  clinical  material  from  which  the  data 
are  drawn  consists  of  100  of  the  most  clear- 
cut  of  the  post-traumatic  reactions  seen  in 
psychiatric  consultation  over  the  past  five 
years.  The  data  to  be  evaluated  are  drawn 
from  a specific  pool  of  patients:  100  Federal 
civil  service  employes,  93  per  cent  men, 
injured  while  at  work,  eligible  for  compen- 
sation, and  in  most  cases  having  a chronic 
post-traumatic  reaction  at  the  time  of 


TABLE  I.  Injuries  in  100  cases  of  post-traumatic 
neuroses 


Type  of  Injury 

Number 
of  Cases 

Head 

57 

Back 

30 

General  bodily 

9 

Explosions 

6 

Electric  shock 

5 

Fire  and  smoke 

3 

Operation 

3 

Miscellaneous 

4 

referral.  In  reviewing  the  length  of  time 
between  the  date  of  injury  and  the  date  of 
the  first  psychiatric  referral,  it  is  reasonable 
to  assume  that  we  are  dealing  with  a hard 
core  residual  of  post-traumatic  patients  and 
that  those  patients  whose  symptoms  were 
relatively  evanescent  never  reached  the 
point  of  psychiatric  consultation.  It  must 
be  noted  that  the  patients  chosen  for  this 
series  represent  100  of  the  most  typical  of 
the  post-traumatic  reactions  and  that  a 
large  number  of  patients  with  back  injury, 
in  whom  the  diagnosis  was  uncertain,  were 
excluded.  Auerbach  and  his  co workers 6 
have  previously  described  difficulties  in 
making  a clear  diagnosis  in  a series  of  patients 
with  head  injury.  For  the  purpose  of  high- 
lighting a specific  syndrome,  this  group  of 
patients  with  back  injury  was  omitted  and 
the  data  will  consequently  reflect  this 
omission. 

Table  I lists  the  type  of  accident  with  head 
and  back  injuries  making  up  the  large 
majority  of  the  injuries.  Some  patients 
have  head  and  back  injuries,  as  well  as  other 
injuries.  Table  II  is  a listing  of  the  symp- 
toms broken  down  into  categories  for  con- 
venience. Table  III  is  an  attempt  at  evalu- 
ating the  most  prominent  diagnostic  features 
in  the  patient’s  premorbid  personality 
structure. 

Comment 

As  might  be  anticipated,  those  patients 
with  head  injury  reported  a large  number  of 
headaches.  Every  one  of  the  57  patients 
with  head  injuries,  except  2,  reported  the 
presence  of  headaches,  and  in  addition  8 
others  without  head  injury  also  reported 
chronic  headaches.  In  contrast,  7 of  the  30 
patients  with  back  injury  did  not  report 
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TABLE  II.  Categories  of  symptoms 


Symptoms 

Number 

of 

Cases 

Physical 

Headaches 

63 

Backaches 

30 

Other 

55 

Tinnitus 

6 

Dizziness 

38 

Anxiety 

Anxiety 

81 

Tension 

81 

Irritability 

71 

Noise  intolerance 

48 

Startle  reaction 

52 

Insomnia 

53 

Nightmares 

22 

Fatigue 

23 

Difficulty  concentrating 

36 

Anorexia 

9 

Symbolic  elaborations 

F earfulness 

58 

Phobias  relating  to  accident 

22 

Other  phobias 

34 

Sexual  difficulties 

30 

Preoccupation  with  trauma  or 

death  22 

Depression 

39 

Hysterical  symptoms 

16 

Psychotic  symptoms 

15 

Restricted  behavior 

Decreased  interests 

22 

Decreased  social  contacts 

20 

Decreased  speaking 

7 

chronic  backaches.  Dizziness  was  also 
noted  to  be  a frequent  symptom  following 
head  injury  and  was  present  in  36  of  the  57 
cases  of  head  injury.  The  high  incidence  of 
anxiety,  tension,  irritability,  intolerance  to 
noise,  startle  reaction  (jumpiness  to  sudden 
noises),  insomnia,  nightmares,  fatigue,  and 
difficulty  in  concentrating  suggests  that 
these  symptoms  are  quite  characteristic  of 
the  traumatic  syndrome. 

In  the  group  of  symbolic  symptoms  there 
is  a high  frequency  of  generalized  fearfulness 
(58  per  cent).  The  patient  anticipates 
damage  coming  from  everywhere  in  the 
environment.  This  plays  a role  in  the  un- 
usual number  of  fears  related  to  accidents  as 
well  as  generalized  fears.  The  worker  who 
was  almost  trapped  in  the  burning  hold  of  a 
ship  is  fearful  of  returning  to  work  on  a ship 
and,  in  addition,  is  anxious  in  closed  spaces 
and  preoccupied  with  looking  for  exits,  the 
smell  of  smoke,  and  so  forth. 

Various  degrees  of  sexual  impotence  were 
present  in  32  per  cent  of  the  patients,  in- 


TABLE  III.  Most  prominent  diagnostic  features 
in  patients’  premorbid  personality  structure 


Number 


of 

Condition  Cases 


Clear-cut  previous  neurosis  12 

Previous  severe  character  disorder  14 

Clear-cut  previous  schizophrenia  16 

Previous  severe  psychosomatic  disease  6 
Relatively  free  of  severe  emotional  dis- 
order 52 


eluding  complete  loss  of  interest,  inability 
to  maintain  an  erection,  and  pain  during 
coitus,  found  especially  in  those  patients 
with  painful  backs. 

The  unusually  large  number  of  depressed 
patients  is  accounted  for  in  considerable 
part  by  their  chronic  illness,  with  reactions 
due  to  their  deflated  self-esteem,  financial 
difficulty,  inability  to  work,  family  pres- 
sures attendant  on  their  invalidism,  and 
guilt  over  their  aggressive  outbursts.  The 
relatively  low  number  of  hysterical  symp- 
toms (16  per  cent)  may  be  due  in  part  to 
the  lack  of  other  associated  symptoms  in  the 
presence  of  hysterical  pain  reactions  and  the 
difficulty  in  making  the  diagnosis,  so  that 
this  group  is  undoubtedly  minimized.  A 
decrease  in  general  interests  and  in  social 
contacts  is  present  in  more  than  the  22  cases 
or  20  per  cent  listed,  since  at  the  beginning 
of  the  collection  of  data,  the  examiner  did 
not  inquire  specifically  into  this  area  of 
functioning. 

Diagnostically,  48  per  cent  of  these 
patients  have  had  previous  evidence  of  neuro- 
sis, schizophrenia,  severe  character  disorder, 
or  psychosomatic  illness.  Thirteen  patients 
had  what  the  examiner  felt  was  a clear-cut 
organic  mental  syndrome,  reflecting  brain 
damage  without  gross  neurologic  signs. 

Composite  picture 

If  we  attempt  then,  to  present  a composite 
picture  of  the  100  patients,  what  kind  of  a 
person  would  he  or  she  appear  to  be?  First 
of  all,  although  48  per  cent  of  these  patients 
showed  evidence  of  prior  emotional  difficul- 
ties, the  syndrome  itself  is  not  easily  recog- 
nizable, if  we  are  to  judge  by  the  relatively 
long  average  period  of  illness  following  in- 
jury (nineteen  months)  prior  to  referral  for 
psychiatric  consultation.  These  patients 
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all  had  some  kind  of  traumatic  experience 
and,  in  almost  all  cases,  were  fearful  initially 
that  they  were  in  danger  of  dying.  They 
felt  overwhelmed  by  the  onslaught.  The 
trauma  varied  from  sudden  head  or  body 
injury  to  fires,  explosions,  electric  and 
lightning  shocks,  general  injuries,  auto- 
mobile accidents,  and  operative  procedures. 

The  patient  complains  of  head  and  back 
aches  and  is  dizzy.  He  exhibits  a startle 
reaction  and  is  irritable,  intolerant  of  noise, 
insomniac,  tense,  anxious,  and  fearful  of  all 
kinds  of  accidents,  so  that  he  withdraws 
from  activities.  He  is  afraid  to  continue  at 
his  previous  occupation  out  of  fear  of  another 
accident.  He  stops  driving  his  car,  and  he 
avoids  crowds.  He  feels  guilty  about  his 
constant  outbursts  at  his  wife  and  children 
who  begin  to  regard  him  as  an  ogre.  He 
can’t  stand  the  television  on  loud  and  turns 
it  off  or  walks  out  of  the  room.  Sudden 
noises  make  him  jump.  He  has  sexual 
disturbances.  Often  he  begins  to  weep  in 
the  office  after  expressing  so  many  of  his 
difficulties. 

This  syndrome  may  be  further  clarified  in 
a different  dimension  if  we  attempt  to  under- 
stand the  dynamic  meaning  of  the  accident 
for  the  patient.  The  trauma  suffered  from 
the  accident  tends  to  overwhelm  the 
patient’s  ability  to  continue  functioning 
normally.  He  feels  that  he  has  narrowly 
escaped  death.  The  patient  becomes  pre- 
occupied with  thoughts  of  death  or  vital 
bodily  damage;  as  he  attempts  to  control 
his  anxiety  attendant  on  these  preoccu- 
pations, he  demonstrates,  on  superficial 
examination,  what  appears  to  be  a paradoxi- 
cal situation:  He  both  withdraws  from 

experience  and  social  contact,  and  at  the 
same  time  he  re-experiences  the  accident. 
His  thinking  and  fantasy  about  the  accident, 
and  similar  accidents,  and  nightmares  about 
the  accident  and  death  serve  the  purpose  of 
attempting  to  master  the  trauma  and  adapt 
to  its  repercussions.  The  concomitant  nar- 
rowing of  interest  and  functioning  is  an 
attempt  to  retreat  from  the  threatening  en- 
vironment and  to  develop  a self-contained 
system  away  from  the  accident.  His  capac- 
ity to  deal  with  the  world  is  markedly  im- 
paired, and  feelings  of  helplessness,  aggres- 
sion, and  manipulation,  which  may  have 
played  a minor  role  in  his  previous  behavior, 
now  emerge  with  increasing  prominence,  as 
his  regression  unfolds. 


Many  of  these  patients  have  a consider- 
able problem  with  aggression  which  prior  to 
the  accident  had  been  held  in  check  by 
certain  rigidities  in  their  personalities. 
They  present  a picture  of  hard-working, 
honest,  almost  overly  idealistic  workers, 
never  late  or  absent,  always  ready  to  do  the 
most  difficult  job,  highly  sensitive  to  any 
slur  cast  on  their  character  and  quick  to 
take  affront.  After  the  accident,  their 
problems  with  aggression  become  com- 
pounded. They  can  no  longer  control  their 
feelings  as  they  could  prior  to  the  accident, 
and  there  is  an  emergence  of  marked  ir- 
ritability and  angry  outbursts  at  home  and 
at  work.  This  results  in  pressures  from  the 
environment  and  strong  feelings  of  guilt. 
In  addition,  any  latent  feelings  of  resent- 
ment against  authority  becomes  rapidly 
mobilized  toward  the  supervisors  at  work  for 
realistic  or  fancied  affronts.  When  these 
feelings  cannot  be  expressed,  out  of  fear  of 
jeopardizing  the  job  or  the  compensation, 
the  feelings  get  fed  back  into  an  exacerbation 
of  symptoms. 

Treatment 

What  are  the  implications  for  a treatment 
plan  based  on  an  understanding  of  this 
syndrome?  The  stress  of  being  ill  and  un- 
able to  maintain  previous  levels  of  inde- 
pendence, self-assertion,  physical  prowess, 
financial  security,  and  the  previously  ef- 
fective role  in  the  family  evokes  strong  feel- 
ings of  helplessness  and  dependency  in  the 
patient.  When  this  has  been  a previously 
unrecognized  and  unresolved  experience,  its 
current  revival  can  result  in  considerable 
regressive  pressures,  with  the  emergence  of 
strong  feelings  of  helplessness  and  the  desire 
to  be  cared  for.  When  these  feelings  are 
sufficiently  powerful,  they  interfere  with  the 
patient’s  normal  recovery  potential  and 
produce  inordinate  unconscious  needs  to 
remain  ill,  in  spite  of  conscious  protestations 
to  the  contrary.  Patently  what  is  needed  is 
early  recognition  of  the  syndrome  before  the 
personality  breakdown  proceeds  too  far  and 
before  the  secondary  gain  attendant  on  not 
working — being  supported  by  compensation 
and  being  cared  for  by  a solicitous  family  and 
friends — tends  to  reactivate  and  consolidate 
the  needs  to  remain  helpless.  The  patient 
needs  strong  support  for  his  faltering  ego, 
recognition  and  appropriate  ventilation  and 
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discussion  of  the  traumatic  experience, 
explanations  of  the  development  and  mean- 
ing of  his  symptoms,  and  reassurance  as  to  a 
positive  outcome.  He  also  requires  removal 
from  the  traumatic  arena  and  time  to  shore 
up  the  cracks  in  his  faltering  self-image. 

After  this  period  of  time,  he  should  be 
encouraged  to  return  to  work  in  a capacity 
for  which  he  feels  suited  and  capable  even  if 
this  requires  a change  in  his  job  status. 
Grinker  and  Spiegel7.8  describe  the  need  for 
the  soldier  to  be  given  a job  to  which  he  can 
adapt  successfully  and  from  which  he  can 
ultimately  be  discharged  with  a sense  of 
pride.  And  so  the  peacetime  "combatant” 
also  needs  the  recognition  of  being  able  to 
work  successfully,  even  at  a less  taxing 
situation  than  his  former  job,  for  which  he 
may  currently  be  phobic.  When  he  is  able 
to  re-establish  a normal  living  pattern  in- 
cluding a regular  work  week,  he  no  longer  is 
forced  to  suffer  from  the  disorganizing 
effects  of  excessive  idle  time  and  a preoc- 
cupation with  symptoms,  a loss  of  self- 
respect  and  security  through  his  inability  to 
earn  a living,  and  the  consolidation  of  un- 
resolved dependency  problems  and  feelings 
of  inadequacy. 

The  role  of  work  may  be  seen  then  as  an 
organizer  of  the  personality  structure,  as  a 
stimulus  around  which  the  patient  can  re- 
assert his  mastery  of  the  environment,  and 
as  a factor  which  tends  to  dissolve  the  emer- 
gence of  pathologic  psychologic  trends  in  the 
patient.  Conversely,  not  having  a job 
facilitates  a regressive  attitude,  helplessness, 
and  rage  response  and  exacerbates  symptom 
formation. 

Compensation 

The  problem  of  compensation  is  complex 
and  involves  more  than  the  field  of  psychi- 
atric management,  and  its  resolution  is  as 
tenacious  as  some  of  these  patients’  symp- 
toms. Within  the  confines  of  psychiatric 
experience  and  competence,  however,  some 
general  features  are  evident.  The  most 
prominent  difficulty  is  that  the  patient  un- 
consciously realizes  that  he  is  being  paid  to 
remain  ill  and  that  when  he  gets  well,  he  will 
have  to  relinquish  this  support  and  financial 


security.  With  patients  who  already  have 
a marked  need  to  be  cared  for  and  great 
difficulty  in  re-establishing  an  independent 
and  self-sufficient  self-image  and  behavior 
pattern,  this  may  well  overwhelm  and  de- 
stroy the  patient’s  recovery  potential  and 
increase  the  regressive  push  toward  chronic 
invalidism.  Thus  the  monthly  compen- 
sation checks,  ostensibly  paid  to  tide  the 
patient  over  during  his  convalescence,  un- 
wittingly subvert  his  recovery.  In  ad- 
dition, in  contrast  to  the  war  neuroses,  these 
patients  do  not  suffer  the  pangs  of  guilt, 
attendant  on  being  ill  and  deserting  their 
comrades  in  danger,  and  consequently  do 
not  have  this  pressure  toward  getting  better. 
By  contrast  however,  lump  sum  payments, 
while  having  many  objections,  do  not  im- 
pede the  patient’s  ability  to  recover.  He 
has  the  money,  and  it  is  up  to  him  to  use  it 
most  effectively.  It  may  permit  him  to 
find  a position  within  his  limited  capacity 
and  facilitate  a return  to  some  kind  of 
occupation,  so  that  he  is  not  told  contin- 
ually that  there  are  no  "light  duty”  jobs 
available. 

Summary 

A series  of  100  typical  cases  of  post- 
traumatic  reaction  are  presented.  The  clin- 
ical and  dynamic  features  are  elaborated  on. 
A therapeutic  regimen  is  suggested,  based  on 
the  clinical  and  dynamic  picture  in  which 
early  diagnosis,  appropriate  rest,  and  the  role 
of  work  and  compensation  are  examined. 

39  Park  Place 
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When  you  are  undecided  about  the  nature  of 
a disease  of  the  stomach,  when  you  hesitate  be- 
tween a chronic  gastritis,  a simple  ulcer,  and  a 
carcinoma,  a phlegmasia  alba  dolens  occurring 
in  the  leg  or  arm  will  put  an  end  to  your  inde- 
cision and  you  will  be  able  to  assert  positively 
that  a carcinoma  is  present.  I have  shown  you 
analogous  cases  in  my  wards  and  I have  asked 
you  to  notice  that  the  obliterative  phlebitis  did 
not  pertain  exclusively  to  carcinoma  of  the 
stomach  and  that  it  might  occur  with  cancer 
affecting  any  internal  organ  whatever. — 
Trousseau1 

T he  frequent  occurrence  of  thrombo- 
phlebitis in  patients  with  carcinoma  was 
probably  first  noted  by  Trousseau  in  1865. 1 
Indeed,  it  is  an  ironic  historical  note  that 
when  Trousseau  later  died  of  gastric  cancer, 
the  presenting  symptoms  were  those  of 
venous  thrombosis.  After  these  initial  ob- 
servations, sporadic  cases  were  reported  in 
the  literature  in  support  of  Trousseau’s 
original  contention. 2 “9  However,  it  was  not 
until  seventy-three  years  later  that  the  first 
extensive  report  on  the  subject  appeared. 
In  a review  of  4,258  consecutive  autopsies, 
Sproul10  noted  a very  high  incidence  of 
thrombosis  in  patients  with  pancreatic 
cancer  (29.7  per  cent),  especially  cancer  of 
the  body  and  tail  of  the  pancreas  (56.2  per 
cent).  Since  then,  numerous  articles  have 
appeared  supporting  these  early  obser- 
vations, and  carcinomas  other  than  those  of 


the  pancreas  also  have  been  established  as 
being  associated  with  venous  thrombosis. 
It  now  appears  appropriate  to  review  the 
literature  on  this  entity  and  attempt  to 
define  and  understand  this  relationship 
better. 

Definition 

In  preparing  this  review,  I immediately 
encountered  differences  in  terminology  in 
characterizing  the  venous  occlusive  disease 
of  patients  with  carcinoma.  Most  authors 
use  the  term  thrombophlebitis,  but  others 
carefully  use  the  term  phlebothrombosis  or 
simply  venous  thrombosis  in  describing  what 
is  apparently  the  same  process.  This  dis- 
crepancy is  undoubtedly  due  to  the  fact  that 
while  some  writers  distinguish  thrombo- 
phlebitis from  phlebothrombosis,  others  do 
not  feel  this  distinction  is  of  significance. 
In  the  present  review,  it  might  have  been 
more  consistent  to  choose  just  one  of  the 
terms  and  utilize  it  throughout.  However, 
this  would  mean  imposing  one’s  interpre- 
tation on  another’s  terminology.  Therefore, 
I have  used  the  terms  venous  thrombosis  and 
thrombophlebitis  as  they  are  used  in  the 
literature,  synonymously. 

There  is  also  some  confusion  in  the  litera- 
ture as  to  what  constitutes  the  entity  of 
thrombophlebitis  associated  with  carcinoma. 
When  such  cases  are  reported,  the  implica- 
tion is  that  in  some  unknown  humoral  way 
the  carcinoma  produces  a thrombophyllic 
state.  However,  some  of  the  reported  cases 
are  undoubtedly  examples  of  thrombo- 
phlebitis only  coexisting^  with  a malignant 
condition  since  other  causes  of  venous 
thrombosis,  such  as  varicose  veins  or  local 
venous  compression  by  the  tumor  appear  to 
be  present.  In  other  instances,  the  patient 
with  the  malignant  condition  had  only  a 
single  unexplained  venous  thrombus,  usually 
in  the  lower  extremity.  While  it  cannot  be 
denied  that  these  cases  may  indeed  be 
representative  of  the  carcinoma-thrombo- 
phlebitis relationship,  since  single  venous 
thrombosis  is  so  frequent  an  occurrence  in 
the  lower  extremities,  it  is  questionable 
whether  these  cases  are  indeed  characteristic 
of  this  association. 

Many  of  the  reported  cases,  however,  are 
very  striking  in  that  multiple  or  migratory 
thrombophlebitis  is  described.  Often,  the 
site  of  involvement  is  the  upper  extremities, 
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a location  which  is  uncommonly  involved  in 
thrombosis  unassociated  with  a malignant 
condition.  In  others,  intra-abdominal  veins 
are  involved.  Characteristically,  the  throm- 
bophlebitis in  these  cases  is  resistant  to 
anticoagulant  therapy  with  either  heparin  or 
one  of  the  coumarin  drugs. 

The  frequent  association  of  thrombo- 
phlebitis with  cancer  is  not  universally 
recognized.  Anlyan,  Shingleton,  and  De- 
Laughter11  reviewed  301  cases  of  acute  or 
subacute  venous  thrombosis  seen  during  a 
five-year  period.  Forty -four  of  these  oc- 
curred in  patients  with  carcinoma  and  only  5 
preoperatively.  The  authors  point  out  that 
in  the  same  period  792  patients  with  cancer 
of  the  pancreas,  stomach,  and  bronchus  were 
seen.  These  findings  indicate  that  the 
occurrence  of  venous  thrombosis  preopera- 
tively in  patients  with  carcinoma  is  very 
uncommon.  Also,  in  the  same  five-year 
period,  23  patients  with  idiopathic  deep 
thrombophlebitis  of  the  lower  extremities 
were  seen.  No  cancer  was  found  in  these 
patients.  The  authors  conclude  that  there 
is  no  relationship  between  venous  thrombo- 
sis and  carcinoma. 

In  spite  of  these  findings,  the  great 
majority  of  the  literature  supports  the  prem- 
ise that  thrombophlebitis  occurs  with 
unusual  frequency  in  patients  with  can- 
cer.  io. 1 2 —i6  The  discrepancy  between  the 
findings  of  Anlyan,  Shingleton,  and  De- 
Laughter11  cited  previously  and  those  of 
other  writers  on  the  subject  may  be  more 
apparent  than  real.  Most  of  the  reviews 
which  stress  the  high  incidence  of  venous 
thrombosis  in  neoplastic  disease  are  retro- 
spective studies  of  autopsy  records.  The 
review  of  Anlyan  and  his  associates  was  a 
clinical  one.  Thus,  as  Hoerr  and  Harper17 
have  suggested,  peripheral  thrombophlebitis 
may  not  have  a very  high  incidence  in 
patients  with  carcinoma  when  they  are  seen 
by  the  clinician.  However,  at  autopsy  this 
may  be  a frequent  finding.  These  authors 
also  point  out  that  in  their  series,  patients 
with  carcinoma  did  not  have  a high  incidence 
of  thrombophlebitis,  while  patients  with 
spontaneous  thrombophlebitis  did  have  a 
high  incidence  of  cancer  (15  per  cent). 
This  feature  also  may  explain  some  of  the 
discrepancies  in  the  literature. 

In  view  of  the  difficulty  in  defining  this 
entity,  it  is  not  surprising  to  discover  that  in 
evaluating  the  significance  of  an  unexplained 


a study  was  made  of  80  cases  of  migratory 
venous  thrombosis  in  patients  with  carcinoma. 
Pancreatic  and  lung  cancers  were  the  most 
frequent  malignant  conditions,  with  an  ab- 
sence of  breast  and  uterine  cancer.  In  76.4 
per  cent  of  the  cases,  the  presenting  symptoms 
were  those  in  venous  thrombosis.  The  signifi- 
cance of  the  histologic  type  of  carcinoma,  lo- 
cation of  the  tumor,  and  changes  in  various 
coagulation  factors,  shown  experimentally,  is 
unclear. 


venous  thrombus  differences  of  opinion 
exist.  Some  writers18  recommend  that  “a 
vigorous  diagnostic  effort  should  be  under- 
taken to  identify  the  site  (of  an  obscure 
visceral  neoplasm)”  in  patients  with  spon- 
taneous venous  thrombosis.  This  implies 
that  the  mere  presence  of  an  idiopathic 
thrombus  is  suggestive  of  a carcinoma. 
Others19  have  more  stringent  requirements, 
such  as  repeated  thrombophlebitis  or  resist- 
ance to  therapy  before  they  recommend  ex- 
tensive search  for  a possible  malignant  con- 
dition. Durham,20  however,  claims  that 
“the  presence  of  typical  thrombophlebitis 
migrans  is  usually  pathognomonic  of  well- 
advanced  visceral  carcinoma.” 

The  lack  of  uniformity  in  the  case  reports 
also  makes  a review  of  the  literature  difficult. 
In  attempting  to  make  this  review  as  ac- 
curate and  meaningful  as  possible,  I have 
used  the  following  three  criteria  in  the  se- 
lection of  cases  to  be  reviewed:  First,  the 
venous  thrombosis  must  be  multiple  or 
migratory;  second,  the  case  reports  or 
retrospective  studies  to  be  reviewed  must 
contain  sufficient  clinical  or  autopsy  data  to 
enable  the  reader  to  rule  out  local  factors  in 
the  production  of  the  thrombi;  third,  only 
reports  of  the  occurrence  of  venous  thrombo- 
sis in  any  cancer  will  be  considered.  This 
last  condition  is  necessary  since  most  of  the 
large  retrospective  series  are  confined  to 
ascertaining  the  incidence  of  thrombo- 
phlebitis in  pancreatic  cancer.  If  one  were 
to  include  these  reports  in  this  review,  the 
incidence  of  thrombophlebitis  in  pancreatic 
cancer  undoubtedly  would  be  much  higher 
than  in  other  types  of  cancers.  By  in- 
cluding only  single  case  reports  or  retro- 
spective series  of  thrombophlebitis  in  any 
cancer,  such  an  inaccuracy  is  avoided. 
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TABLE  I.  Location  of  thrombi 


Location 

Number 

of 

Cases 

Per 

Cent 

Veins  of  lower  extremities 

70 

87.5 

Veins  of  upper  extremities 

46 

57.5 

Other  veins 

29 

36.3 

Pulmonary  emboli 

40 

50.0 

Clinical  features 

Eighty  cases  from  30  different  papers  have 
been  collected. 2 ~10- 18- 19- 21  “39  All  but  two  of 
the  papers10-38  were  in  the  form  of  case  re- 
ports. Both  of  the  exceptions  were  retro- 
spective series  which  contained  detailed 
clinical  and  autopsy  information  of  the 
individual  cases.  In  all  cases  the  thrombo- 
phlebitis was  migratory  or  multiple,  and 
when  examined,  no  tumor  cells  could  be 
found  in  any  of  the  thrombosed  veins. 

Age  and  sex 

The  average  age  of  the  patients  in  this 
series  was  51.3  years.  Sixty -three  per  cent 
of  the  patients  were  in  the  forty-  to  fifty- 
nine-year  age  group.  The  youngest  patient 
was  twenty-five  years  old,  the  oldest  seventy  - 
seven.  These  figures  are  basically  in  agree- 
ment with  the  age  incidence  of  cancer  in  the 
general  population. 

Of  the  75  cases  where  the  sex  of  the 
patient  was  noted,  48  were  men  and  only  27 
women.  Undoubtedly,  the  absence  in  this 
series  of  any  cases  of  uterine  or  mammary 
cancer,  the  most  frequent  malignant  con- 
ditions in  women,  was  an  important  factor 
in  producing  this  male  preponderance. 

Location  of  thrombi 

The  locations  of  the  various  thrombi  are 
fisted  in  Table  I. 

The  group  fisted  as  “other  veins”  is  a 
large  and  heterogeneous  one  but  includes 
mainly  intra-abdominal  veins.  Thrombi  in 
the  cerebral  and  jugular  veins,  the  veins  of 
the  chest  wall,  the  pampiniform  plexus,  and 
corpora  cavernosa  are  also  included  in  this 
group. 

The  striking  feature  of  these  data  is  the 
high  incidence  of  thrombi  found  in  the  upper 
extremities.  In  the  great  majority  of 
cases,  phlebitis  occurred  in  one  extremity, 
disappeared,  and  recurred  in  another.  Many 


TABLE  II.  Location  of  primary  neoplasms  in  80 
cases 


Tumor 

Number 

of 

Cases 

Per  Cent 

Pancreas 

31 

38.8 

Head 

7 

8.8 

Body  and  tail 

19 

23.8 

Unspecified 

5 

6.3 

Lung 

19 

23.8 

Stomach 

9 

11.3 

Ovary 

6 

7.5 

Colon 

4 

5.0 

Gallbladder 

3 

3.8 

Liver 

1 

1.3 

Prostate 

1 

1.3 

Unknown 

5 

6.3 

times,  all  four  extremities  were  involved, 
usually  at  different  times.  This  pattern 
was  very  characteristic  of  thrombophlebitis 
associated  with  cancer. 

Pulmonary  emboli  were  found  in  50  per 
cent  of  the  cases.  This  finding  is  of  great 
importance  since  it  emphasizes  the  poten- 
tially fatal  nature  of  a thrombus  in  patients 
harboring  a neoplasia.  Thus,  the  finding  of 
migratory  venous  thrombi  is  of  ominous 
significance  not  only  because  it  is  indicative 
of  an  underlying  malignant  condition  but 
also  because  it  portends  impending  pul- 
monary embolization. 

The  question  of  whether  or  not  surgical 
removal  of  the  cancer  would  put  an  end  to 
the  thrombus  formation  cannot  be  answered 
on  the  basis  of  the  information  available. 
Womack  and  Castellano30  report  a case  of  a 
forty-three-year-old  female  who  had  signs 
and  symptoms  of  migratory  thrombophle- 
bitis of  the  upper  and  lower  extremities  and 
nine  months  later  was  found  to  have  a car- 
cinoma of  the  ovary.  The  carcinoma  was 
removed,  and  no  signs  of  recurrent  phlebitis 
or  tumor  were  noted  up  to  eighteen  months 
postoperatively.  The  authors  feel  that  the 
total  removal  of  the  tumor  was  directly  re- 
sponsible for  preventing  the  recurrence  of 
the  thrombophlebitis. 

Presenting  symptoms 

It  has  often  been  stressed  that  the  occur- 
rence of  migratory  phlebitis  is  a valuable 
clue  in  the  diagnosis  of  an  occult  neoplasm 
since  the  patient’s  initial  complaints  may  be 
related  to  the  thrombi  rather  than  the 
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tumor.  This  was  found  to  be  true  in  this 
series  as  well.  Out  of  68  patients  where  such 
information  was  available,  the  presenting 
symptoms  were  those  of  venous  thrombosis 
in  52  (76.4  per  cent).  These  symptoms  often 
occurred  many  months  prior  to  the  early 
manifestations  of  the  cancer  and  thus 
offered  an  early  clue  to  the  underlying 
pathologic  condition.  The  frequent  occur- 
rence of  symptoms  of  migratory  phlebitis 
prior  to  those  of  the  cancer  is  also  important 
in  pointing  out  the  fact  that  prolonged  bed 
rest,  malignant  cachexia,  and  operative 
trauma  were  not  factors  in  the  production  of 
these  thrombi. 

Location  of  the  carcinoma 

The  location  of  the  primary  cancers  in  the 
80  cases  reviewed  are  listed  in  Table  II. 

Pancreatic  carcinoma  was  the  malignant 
condition  associated  most  frequently  with 
migratory  thrombophlebitis.  The  body  and 
tail  of  the  pancreas  was  involved  more  than 
2.5  times  as  frequently  as  the  head.  These 
findings  are  in  general  agreement  with  those 
of  other  authors,  who  noted  a higher  inci- 
dence of  thrombi  associated  with  cancer  of 
the  body  and  tail  of  the  pancreas  as  com- 
pared with  the  head.10-12-40  The  theoretic 
explanations  for  this  unusual  association 
will  be  discussed  later. 

The  lung  was  the  primary  site  of  the  can- 
cer as  frequently  as  was  the  body  and  tail  of 
the  pancreas.  This  incidence  of  migratory 
thrombophlebitis  in  patients  with  lung  car- 
cinoma was  noted  only  by  Lieberman  et  al. 14 
who  found  neoplasia  of  this  organ  to  be  even 
more  frequently  associated  with  thrombo- 
phlebitis than  pancreatic  cancer. 

One  might  speculate  as  to  the  reason  for  so 
high  an  incidence  of  pancreatic  cancer  in 
these  cases.  The  main  impetus  in  this  field 
came  from  Sproul’s10  article  which  stressed 
the  association  of  venous  thrombosis  with 
pancreatic  cancer.  Thus,  the  pancreas  be- 
came the  prime  organ  of  interest  in  this 
entity,  and  migratory  thrombophlebitis  was 
probably  diligently  searched  for  in  carci- 
noma of  this  organ.  Whether  this  is  the  pri- 
mary reason  for  the  high  incidence  of  pan- 
creatic cancer  in  this  series  or  whether  there 
is  actually  some  thrombo  genic  factor  in 
pancreatic  cancer  that  is  not  present  in 
others  remains  to  be  seen. 

Another  point  of  interest  in  the  data  pre- 


sented in  Table  II  is  the  striking  absence  of 
cases  of  uterine  and  breast  cancer  in  this 
series.  These  tumors  are  the  two  most  fre- 
quent cancers  in  females,  and  the  absence  of 
any  cases  of  migratory  thrombophlebitis 
associated  with  them  is  inexplicable. 

Pathology 

Histologic  examination  of  the  throm- 
bosed veins  in  this  entity  has  shown  no  tumor 
cells  in  the  thrombi  or  in  the  walls  of  the 
vein.10-27-41  This  finding  is  essential  if  one 
is  to  postulate  a humoral  mechanism  in  the 
pathogenesis  of  the  thrombi.  However,  in 
one  case  report  of  a patient  who  presented 
symptoms  of  migratory  thrombophlebitis 
and  was  found  to  have  a gastric  cancer, 
tumor  cells  were  found  within  the  organized 
thrombi,  in  the  perivenous  lymphatics,  and 
in  the  lymphatics  of  the  vein  wall.42  The 
authors  found  no  venous  obstruction.  They 
postulated  that  these  tumor  cells  which  were 
in  close  proximity  to  the  vein  released  some 
substance  that  predisposed  to  thrombus 
formation.  They  do  not  consider  local 
mechanical  irritation  to  the  vein  wall  or 
disruption  of  the  endothelium  as  the 
thrombus-inducing  factor,  although  these 
appear  to  be  the  more  reasonable  expla- 
nations, especially  in  view  of  the  fact  that 
considerable  inflammatory  reaction  asso- 
ciated with  the  thrombi  was  noted.  It  is 
immediately  obvious  that  to  settle  definitely 
these  discrepancies  and  establish  a humoral 
mechanism  in  the  causation  of  thrombi  in 
patients  with  cancer,  histologic  examination 
of  these  thrombosed  veins  in  search  of  tumor 
cells  is  essential. 

Microscopic  study  of  the  tumors  them- 
selves has  been  confined  to  pancreatic  car- 
cinoma. Sproul,10  attempting  to  explain 
the  different  incidence  of  migratory  venous 
thrombosis  in  cancer  of  the  head  of  the 
pancreas  as  compared  with  the  body  and 
tail,  noted  that  in  the  former  there  was 
usually  duct  obstruction  with  atrophy  and 
fibrosis  of  the  organ.  In  her  series,  of  the  3 
cases  of  cancer  of  the  head  of  the  . pancreas 
that  did  show  multiple  thrombi,  2 did  not 
have  ductal  obstruction  and  showed  pres- 
ervation of  the  acinar  structure.  The 
author  hypothecated  that  these  factors 
might  be  associated  with  alterations  in  blood 
trypsin  levels  which  would  in  some  way  alter 
blood  coagulability.  That  such  a mechanism 
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was  later  discovered  is  a tribute  to  SprouTs 
insight.43  These  findings  will  be  discussed 
later. 

Correlation  between  the  histology  of  the 
carcinomas  and  the  occurrence  of  thrombo- 
phlebitis has  been  found.  In  a comparative 
study  of  30  cases  of  carcinoma  of  the  head 
of  the  pancreas  versus  21  of  the  body  and 
tail,  Kenney22  found  that  33  per  cent  of  the 
latter  were  associated  with  multiple  venous 
thrombi  while  none  of  the  former  were.  In 
every  case  in  which  multiple  thrombi 
occurred,  a mucinous-type  tumor  was  found. 
The  author  suggests  that  this  histologic- 
type  tumor  elaborates  a thrombo genic  sub- 
stance. Similarly,  Jennings  and  Russel,25 
in  a report  of  phlebothrombosis  in  2 patients 
with  cancer  of  the  body  and  tail  of  the 
pancreas,  noted  that  the  tumor  cells  were 
producing  a mucinous  substance.  Whether 
the  production  of  mucin  by  these  tumors  is 
important  in  predisposing  these  patients  to 
thrombus  formation  or  whether  it  is  just  an 
incidental  finding  has  not  yet  been  eluci- 
dated. 

In  another  attempt  to  relate  the  histology 
of  pancreatic  cancer  to  venous  thrombosis, 
Lafler  and  Hinerman,13  in  a review  of  106 
autopsy  cases  of  pancreatic  carcinoma,  noted 
that  the  development  of  multiple  thrombi 
was  not  specifically  related  to  the  location  of 
the  tumor  within  the  gland  but  to  the  dis- 
tribution of  certain  histologic  types  of  car- 
cinoma anywhere  in  the  pancreas.  Thus, 
they  found  that  in  23  of  the  25  cases  (92 
per  cent)  in  their  series  that  showed  multiple 
venous  thrombi,  a “differentiating  ductal” 
type  carcinoma  was  found;  that  is,  the  car- 
cinomas were  composed  of  glandular  epi- 
thelium that  formed  acini-like  structures  as 
well  as  ductal  epithelium,  as  opposed  to 
those  tumors  that  showed  only  ductal  epi- 
thelium and  thus  little  ability  to  differen- 
tiate. The  pancreatic  carcinomas  that 
showed  this  latter  histologic  characteristic 
had  only  a 4 per  cent  incidence  of  venous 
thrombi.  Most  of  these  tumors  were  located 
in  the  head  of  the  pancreas,  however. 

It  is  thus  apparent  that  no  definite  con- 
clusions can  be  drawn  from  these  findings. 
The  question  of  whether  thrombophlebitis 
is  associated  with  all  histologic  types  of 
carcinoma  or  only  with  special  types  or  with 
tumors  in  critical  locations  is  still  unsettled. 
Histologic  correlation,  which  up  to  now  has 
been  limited  to  pancreatic  carcinoma,  should 


be  expanded  to  other  malignant  conditions 
so  that  definite  morphologic  patterns,  if 
present,  may  be  detected.  It  is  also  worth 
re-emphasizing  that  histologic  examination 
of  the  thrombosed  veins  in  search  of  tumor 
cells  should  be  carried  out  wherever  possible. 
Only  cases  in  which  the  veins  are  free  of 
malignant  cells  should  be  considered  char- 
acteristic of  the  carcinoma-thrombophlebitis 
relationship. 

Experimental  data 

There  is  a paucity  of  experimental  data 
concerning  the  pathogenesis  of  thrombo- 
phlebitis in  patients  with  carcinoma.  Most 
of  the  work  has  been  done  in  pancreatic 
disease  where  changes  in  the  coagulability  of 
the  blood  have  been  noted  in  both  benign 
and  malignant  states.  Undoubtedly,  the 
apparent  high  incidence  of  thrombophlebitis 
in  pancreatic  cancer  as  compared  with  other 
types  of  carcinoma  added  incentive  to  in- 
vestigation of  the  pancreas  for  clues  to  the 
pathogenesis  of  this  entity. 

An  interesting  demonstration  of  the 
thromboplastic  property  of  neoplasms  was 
performed  by  Lawrence  et  al .44  These  in- 
vestigators injected  intravenously  suspen- 
sions of  transplantable  V2  carcinoma  into 
adult  rabbits.  Of  194  animals  so  injected, 
136  died.  Death  usually  occurred  within 
one  minute  of  injection,  the  animals  experi- 
encing respiratory  difficulty  and  convulsions 
terminally.  At  autopsy,  thrombi  were  found 
consistently  in  the  right  side  of  the  heart  and 
pulmonary  vessels.  Presumably,  these  ani- 
mals died  of  acute  thromboembolic  phenom- 
ena. Another  group  of  animals  was  given 
heparin  prior  to  injection  of  the  tumor  sus- 
pension. None  of  these  animals  died. 
Animals  preinjected  with  bishydroxycou- 
marin  (Dicumarol)  also  showed  a lower 
mortality  (33  per  cent)  than  those  that  were 
not  pretreated  with  an  anticoagulant.  Pre- 
injection with  diphenhydramine  hydrochlo- 
ride (Benadryl)  did  not  decrease  the  mortal- 
ity, thus  indicating  that  the  mechanism  of 
death  was  probably  not  allergic.  Another 
substance  that  markedly  decreased  the 
mortality  of  these  animals  was  the  soy  bean 
inhibitor.  This  substance  is  present  in 
beans  and  has  the  properties  of  an  anti- 
trypsin and  antithromboplastin.  The  de- 
gree of  protection  obtained  by  this  substance 
was  second  only  to  that  of  heparin.  The 
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authors  quantitated  the  degree  of  thrombo- 
plastic  activity  by  using  the  tumor  sus- 
pension in  place  of  commercial  thromboplas- 
tin in  the  Quick  prothrombin  test.  Those 
tumor  suspensions  that  produced  the  short- 
est prothrombin  times  induced  the  highest 
mortality  rate  in  vivo. 

These  experiments  indicate  that  neo- 
plastic tissue  produces  some  thromboplastic 
substance  (s)  which  appears  to  be  inhibited 
by  heparin,  bishy droxycoumarin,  and  soy 
bean  inhibitor  in  varying  degrees.  The  sub- 
stance involved  is  not  delineated,  however. 
It  is  unfortunate  that  these  experimenters 
do  not  report  the  microscopic  findings  in  the 
thrombi  found  in  the  pulmonary  vessels. 
Thus,  the  possibility  of  tumor  cell  emboli  has 
not  been  ruled  out.  However,  the  finding  of 
these  thrombi,  the  protection  afforded  by 
anticoagulants,  and  the  in  vitro  correlation 
of  the  thromboplastic  activity  of  the  neo- 
plasms with  the  clinical  findings  certainly 
indicate  that  tumor  cells  do  have  great 
thromboplastic  properties. 

In  1949,  Moolten  et  aZ.45  suggested  that  in 
patients  with  carcinoma  there  is  an  increased 
adhesiveness  of  platelets.  The  high  platelet 
adhesiveness  is  seen  even  when  the  thrombo- 
cyte count  is  normal  and  is  more  important 
than  the  count  in  the  pathogenesis  of  throm- 
bophlebitis. They  postulated  that  the  tis- 
sue breakdown  occurring  in  carcinoma  leads 
to  activation  of  a lipid  substance  called 
thrombocytosin.  This  substance  may  be 
mobilized  from  normal  body  fat  by  trauma 
or  by  lipolytic  ferments,  such  as  lipase,  in 
cancer  of  the  pancreas.  Thrombocytosin 
then  acts  on  platelets  to  increase  their  ad- 
hesiveness. Thus,  the  formation  of  thrombi 
becomes  more  likely.  While  this  mecha- 
nism may  play  some  role  in  the  production  of 
venous  thrombi  in  carcinoma,  especially 
pancreatic  cancer,  other  factors  are  most 
certainly  involved.  These  will  be  discussed 
later. 

Another  defect  in  the  clotting  system  in 
patients  with  cancer  was  discovered  by 
Innerfield,  Angrist,  and  Benjamin.43  These 
investigators  evaluated  the  plasma  anti- 
thrombin titer  in  patients  with  various  pan- 
creatic disturbances  and  noted  a direct  re- 
lationship between  blood  trypsin  and  anti- 
thrombin activity.  They  found  high  trypsin 
and  antithrombin  titers,  and  thus  possibly 
decreased  coagulability,  in  patients  with 
acute  pancreatitis,  cancer  of  the  head  of  the 


pancreas,  exacerbations  of  chronic  relapsing 
pancreatitis,  pancreatic  cysts,  and  fibro- 
cystic disease  in  the  stage  of  interstitial 
pancreatitis.  This  finding  was  so  consistent 
that  these  authors  felt  that  the  level  of  anti- 
thrombin was  a better  test  for  acute  pan- 
creatitis than  the  serum  amylase  or  lipase 
levels.4*'47  On  the  other  hand,  extensive 
cancer  of  the  pancreas  and  cystic  fibrosis  of 
the  pancreas  with  duct  obstruction  and 
acinar  atrophy  were  associated  with  de- 
creased antithrombin  titers  and  a thrombo- 
phyllic  state. 

This  relationship  between  trypsin  level 
and  antithrombin  titer  would  explain  the 
reported  difference  in  the  incidence  of 
thrombophlebitis  in  carcinoma  of  the  head 
of  the  pancreas  as  compared  with  the  body 
and  tail.10’22  The  former  has  obstructive 
and  pancreatic  components  and  is  asso- 
ciated with  high  serum  trypsin  and  anti- 
thrombin levels.  The  latter,  on  the  other 
hand,  usually  results  in  widespread  gland 
destruction  with  ensuing  low  trypsin  and 
antithrombin  levels.  In  these  cases,  venous 
thrombosis  is  thus  more  likely  to  occur. 

The  apparent  value  of  these  findings  is 
twofold.  First,  the  relationship  between 
antithrombin  titers  and  pancreatic  carci- 
noma might  provide  a diagnostic  test  for 
occult  pancreatic  cancer.  The  finding  of  a 
low  antithrombin  titer  in  a patient  sus- 
pected of  harboring  occult  carcinoma  would 
be  suggestive  of  cancer  of  the  body  or  tail  of 
the  pancreas.  Second,  the  low  anti  thrombin 
titer  in  patients  with  cancer  of  the  body  and 
tail  of  the  pancreas  seems  to  explain  the  in- 
creased incidence  of  thrombophlebitis  in 
these  patients  and,  as  explained  previously, 
supports  the  observed  differences  in  the 
occurrence  of  thromboses  in  these  cases  as 
compared  with  those  in  which  the  head  is 
the  primary  site  of  the  malignant  condition. 

Unfortunately,  neither  of  these  conten- 
tions has  proved  entirely  correct.  The  anti- 
thrombin titer  has  not  gained  wide  support 
as  a diagnostic  test  for  pancreatic  cancer. 
This  is  probably  because  the  level  of  anti- 
thrombin depends  on  the  degree  of  glandu- 
lar destruction.  Therefore,  early  in  a case  of 
carcinoma  of  the  body  or  tail  of  the  pancreas, 
the  antithrombin  level  will  probably  be 
normal  since  there  is  not  much  parenchymal 
destruction.  Conversely,  late  in  the  course 
of  cancer  of  the  head  of  the  pancreas,  when 
there  is  extensive  atrophy  and  fibrosis  second- 
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ary  to  recurrent  bouts  of  pancreatitis,  the 
antithrombin  titer  will  be  low.  The  incon- 
sistencies in  the  antithrombin  titer  relative 
to  the  stage  of  the  disease  make  the  anti- 
thrombin titer  of  little  value  in  the  diagnosis 
of  these  malignant  states. 

Changes  in  the  antithrombin  titer  do  not 
entirely  explain  the  increased  incidence  of 
venous  thrombosis  in  patients  with  carci- 
noma either.  In  a critical  analysis  by  Mc- 
Lachlin,  Paul,  and  Paterson48  of  the  efficacy 
of  the  antithrombin  test  as  an  indicator  of 
thrombosis  or  incipient  thrombosis,  no 
correlation  could  be  found  between  the 
level  of  antithrombin  and  the  occurrence  of 
venous  thrombi  as  revealed  by  autopsy. 
These  findings  imply  that  a decrease  in  anti- 
thrombin level  is  not  the  sole  factor  in  the 
production  of  venous  thrombosis.  While 
there  may  be  alterations  of  the  antithrombin 
titer  in  patients  with  carcinoma,  these  alter- 
ations alone  do  not  entirely  explain  the 
predilection  for  the  formation  of  thrombi  in 
these  patients. 

Changes  in  the  plasma  proteins  in  patients 
with  cancer  were  noted  by  Mider,  Ailing, 
and  Morton.49  Plasma  electrophoresis  per- 
formed on  222  cancer  patients  revealed  an 
abnormal  distribution  of  plasma  proteins 
which  correlated  well  with  the  extent  of  the 
cancer.  Hypoalbuminemia  was  found,  even 
in  patients  whose  cancer  was  well  localized. 
The  total  globulins  were  increased,  mainly 
reflecting  an  elevation  of  the  alpha  globulin 
fraction.  Fibrinogen  levels  were  relatively 
more  elevated  than  the  total  globulins. 
The  significance  of  elevated  fibrinogen  levels 
in  patients  with  cancer  is  unknown,  but  it 
certainly  may  be  a factor  in  the  induction  of 
venous  thrombi.  A single  case  describing  a 
cryofibrinogen  in  a patient  with  lung  cancer 
also  has  been  reported.35 

Recent  research  by  Amundsen  et  al.b0  has 
shed  new  light  on  the  extent  of  changes  in 
the  coagulability  of  blood  in  patients  with 
carcinoma.  In  their  study,  11  of  13  patients 
with  primary  carcinoma  of  the  lungs, 
measuring  more  than  3 cm.  in  diameter, 
showed  accelerated  generation  of  thrombo- 
plastin, the  increased  rate  being  at  least  twice 
normal.  Similar  acceleration  was  found  in 
11  of  15  patients  with  invasive  or  meta- 
static extrapulmonary  tumors.  Patients 
with  small  or  localized  tumors  did  not  show 
these  changes.  Thus,  a relationship  be- 
tween the  size  and  extent  of  a neoplasm  and 


acceleration  of  the  TGT  (thromboplastin 
generation)  was  demonstrated  by  test.  The 
specific  factor  responsible  for  this  acceler- 
ation was  indistinguishable  from  anti- 
hemophilic globulin  (factor  VIII)  which  was 
found  to  be  significantly  elevated. 

Studies  on  the  fourth  stage  of  coagulation- 
lysis  of  the  clot  also  have  produced  inter- 
esting results.  Fibrinolysis  is  induced  by 
plasmin  which  is  derived  from  plasminogen. 
There  are  a number  of  activators  of  this 
system;  among  them  are  streptokinase  and 
urokinase.  The  latter  is  found  in  the  urine, 
but  its  primary  source  is  unknown.  Riggen- 
bach  and  von  Kaulla51  investigated  urokin- 
ase excretion  in  25  patients  with  carcinoma. 
Those  patients  with  the  poorest  prognosis 
had  the  lowest  urokinase  excretion.  Those 
who  received  surgical  cures  excreted  normal 
quantities  of  urokinase.  The  reason  for  de- 
creased urokinase  excretion  in  advanced  can- 
cer is  unknown.  Whether  or  not  this  factor 
plays  a significant  role  in  the  thrombotic 
diathesis  of  cancer  patients  is  equally  un- 
known. 

It  is  obvious  that  there  is  still  much  to  be 
discovered  concerning  the  pathogenesis  of 
thrombi  in  patients  with  cancer.  Evalu- 
ation of  the  various  clotting  factors  and 
platelet  function  studies  are  needed.  Re- 
search in  this  area  would  be  valuable  in  that 
it  might  shed  some  new  light  on  the  physiol- 
ogy of  coagulation  and  might  also  provide  a 
diagnostic  test  for  occult  carcinoma. 

Summary 

1.  Eighty  cases  of  migratory  venous 
thrombosis  in  patients  with  carcinoma  are  re- 
viewed. Pancreatic  carcinoma  was  the  most 
frequent  malignant  condition  found  (38.8 
per  cent),  the  body  and  tail  of  the  pancreas 
being  involved  more  than  2.5  times  as  often 
as  the  head.  Lung  cancer  was  associated 
with  migratory  phlebitis  as  frequently  as 
cancer  of  the  body  and  tail  of  the  pancreas. 
The  curious  absence  of  cases  of  breast  and 
uterine  cancer  is  noted. 

2.  The  presenting  symptoms  were  those 
of  venous  thrombosis  in  76.4  per  cent  of  the 
cases.  The  importance  of  migratory  venous 
thrombosis  as  a clue  suggesting  the  presence 
of  an  occult  neoplasm  is  stressed. 

3.  Pathologic  studies  are  presented. 
Whether  or  not  the  histologic  type  of  car- 
cinoma or  the  location  of  the  tumor  is  of 
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significance  in  producing  a thrombophyllic 
state  is  unclear.  Examination  of  the  throm- 
bosed veins  for  tumor  cells  is  urged. 

4.  Experimental  data  showing  changes  in 
various  coagulation  factors  are  presented. 
Their  relative  importance  in  the  production 
of  migratory  thrombosis  in  patients  with 
cancer  is  uncertain. 

225  East  26th  Street 
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T wo  of  the  authors  recently  have  sub- 
mitted a report  with  supporting  evidence 
that  cancer  of  the  mouth,  larynx,  and 
pharynx  is  related  to  the  habitual  use  of 
tobacco  and  alcohol. 1 An  associated  finding 
and  probable  related  factor  is  a high  inci- 
dence of  fiver  incompetence  or  frank  cir- 
rhosis in  the  patients  with  cancers  of  the 
oropharyngeal  mucous  membranes. 

Method 

A group  of  106  successive  patients  with  a 
malignant  lesion  of  any  part  of  the  oral 
cavity  were  selected  from  the  head  and  neck 
clinic.  Of  this  group,  89  were  males  and  17 
females.  The  hemoglobin,  prothrombin 
time,  cephafin  flocculation,  and  sulfobromo- 
phthalein  sodium  * excretion  were  deter- 
mined on  each  of  these  patients.  Liver 
function  was  not  considered  to  be  abnormal 
unless  the  sulfobromophthalein  sodium  re- 
tention was  more  than  10  per  cent  or  the 
cephafin  flocculation  was  3 plus  or  above. 
By  these  criteria  48  cases,  or  45  per  cent  of 

* Sulfobromophthalein  sodium  (Bromsulphalein)  test  was 
done  on  the  basis  of  5 mg.  per  kilogram  of  patients’  weight. 
The  tested  blood  sample  was  drawn  forty-five  minutes  after 
intravenous  injection  of  sulfobromophthalein  sodium. 


in  106  patients  with  oral  cancer,  clinical 
evidence  of  liver  damage  was  found  in  45 
per  cent.  In  144  autopsies  performed  on 
patients  with  oral  cancer , histologic  evidence 
of  cirrhosis  was  found  in  28  per  cent,  and 
second  primary  lesions,  usually  in  the  respira- 
tory or  upper  gastrointestinal  tracts,  were 
found  in  13.9  per  cent.  Liver  incompetence 
has  a high  incidence  of  association  with  oral 
carcinoma,  but  the  etiologic  mechanism  is  not 
understood. 


the  patients,  had  abnormal  fiver  function. 
Of  these  patients  with  abnormal  fiver 
function,  40  per  cent  also  had  prothrombin 
time  below  85  per  cent.  In  an  attempt  to 
determine  how  many  of  these  patients  with 
abnormal  fiver  function  actually  had  hepatic 
cirrhosis,  a needle  biopsy  of  the  fiver  was 
done  in  15  cases.  The  degree  of  accuracy 
and  reliability  was  found  to  be  so  low,  how- 
ever, that  this  series  of  biopsies  was  dis- 
continued. 

It  was  decided  to  investigate  a series  of 
patients  with  malignant  lesions  of  the  oral 
cavity  where  the  status  of  the  fiver  was 
definitely  known.  Such  a series  was  readily 
available  since  complete  autopsies  had  been 
performed  on  144  patients  with  cancer  of 
the  oral  cavity  who  had  expired  at  this 
hospital  between  1955  and  1960.  The  fiver 
slides  from  autopsies  of  these  patients  were 
examined  by  one  of  us  (G.N.)  simultaneously 
with  100  autopsy  fiver  slides  of  patients  who 
had  died  in  this  hospital  with  some  type  of 
gastrointestinal  malignant  condition.  The 
slides  were  examined  by  the  pathologist  as  a 
blind  study.  Twenty -eight  per  cent  of  the 
patients  who  had  died  of  causes  secondary  to 
cancers  of  the  oral  cavity  had  some  micro- 
scopic evidence  of  fiver  cirrhosis.  Eleven 
per  cent  of  the  control  group  or  patients  who 
had  succumbed  from  some  type  of  gastro- 
intestinal malignant  condition  had  micro- 
scopic evidence  of  cirrhosis. 

Treiger  et  al.2  Z have  indicated  that  they 
believe  that  the  presence  or  absence  of 
cirrhosis  influences  both  the  age  of  onset  of 
this  disease  and  the  survival  time  of  the 
patient.  In  evaluating  our  figures  we  did 
not  find  substantiating  evidence  for  this 
belief.  The  median  age  of  diagnosis  for 
both  the  autopsy  series  and  the  clinical 
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MONTHS 


FIGURE  1.  Five-year  survival  curve  based  on  au- 
topsies of  144  patients  with  oral  carcinoma  (not  sig- 
nificant below  twentieth  percentile). 


series  was  sixty -two.  The  presence  or 
absence  of  liver  damage  did  not  appreciably 
affect  the  median  age  of  diagnosis.  The 
percentage  survival  curve  is  shown  in 
Figure  1 for  the  series  of  144  patients  on 
whom  autopsies  were  performed.  It  is 
apparent  that  the  question  of  whether  or 
not  the  patient  has  cirrhosis  is  hardly 
significant,  since  80  per  cent  of  the  patients 
with  oral  carcinoma  who  die  will  do  so 
within  the  first  twenty  months. 

Multiple  primary  carcinomas 

Of  144  autopsies  reviewed  there  were  20 
patients  (13.9  per  cent)  who  had  multiple 
primary  lesions.  The  frequency  of  the 
sites  involved  with  second  primary  lesions 
were:  esophagus,  5;  lung,  3;  skin,  3;  colon, 
2;  parotid,  1;  cervix,  1;  pancreas,  1; 
stomach,  1;  prostate,  1;  urinary  bladder,  1; 
and  lymphosarcoma,  1. 

Comment 

Because  of  the  large  amount  of  alcohol 
that  is  habitually  consumed,  it  is  not  sur- 
prising that  there  is  a high  incidence  of  fiver 
damage  in  patients  with  oral  cancer.  It  is 


possible  that  this  fiver  damage  does  help  to 
initiate  or  accelerate  malignant  changes  in 
the  oral  cavity.  There  are  several  factors 
that  lend  credence  to  the  view  that  the 
fiver  supplies  or  withholds  certain  sub- 
stances that  are  essential  to  the  integrity  of 
the  mucosa  of  the  oral  cavity.  Experi- 
mentally, it  has  been  shown  that  hamsters 
will  develop  oral  carcinomas  more  rapidly 
with  7.12  dimethylbenz(a)anthracene  if  they 
are  first  put  on  a diet  deficient  in  vitamin 
A. 4 The  fiver  plays  a major  role  in  vitamin 
synthesis  and  storage.  Endocrine  imbal- 
ance also  has  been  noted  in  the  presence  of 
cirrhosis,  and  some  hormones  have  been 
observed  to  affect  the  mucous  membranes  of 
the  oral  cavity.5  It  is  interesting  to  note 
that  all  of  the  female  patients  in  this  study 
were  postmenopausal  and  that  the  incidence 
of  fiver  dysfunctions  (59  per  cent)  was 
higher  than  that  of  the  male  patients. 
Ahlbom6  states  that  in  Sweden  50  to  90  per 
cent  of  females  with  oral  cancer  show  evi- 
dence of  the  Plummer- Vinson  syndrome. 
Associated  with  the  Plummer- Vinson  syn- 
drome are  iron  deficiencies  and  achlorhydric 
anemia.  The  fiver  is  known  to  play  a 
major  role  in  the  metabolism  of  iron  as  well 
as  of  other  metals,  such  as  copper  and 
zinc.7  It  is  apparent  that  the  exact  role  the 
fiver  plays  in  the  development  of  carcinoma 
of  the  oral  cavity  cannot  as  yet  be  defined. 
The  possibility  is  very  real,  however,  that 
the  mucosa  is  altered  secondarily  by  in- 
adequate fiver  function  and  that  it  is  more 
readily  susceptible  to  the  combined  effect  of 
alcohol  and  tobacco. 

Summary 

1.  Clinical  evidence  of  fiver  damage  was 
found  in  45  per  cent  of  patients  with  oral 
cancer.  Histologic  evidence  of  cirrhosis  was 
found  to  be  present  in  28  per  cent  of  autop- 
sies performed  on  patients  with  oral  cancers. 

2.  The  age  of  diagnosis  and  the  survival 
time  after  diagnosis  did  not  appear,  in  this 
series,  to  be  influenced  by  the  presence  of 
fiver  damage  or  cirrhosis. 

3.  Of  all  the  patients  with  oral  carcinoma 
in  the  autopsy  series  of  this  study,  13.9  per 
cent  developed  a second  primary  lesion, 
usually  in  the  respiratory  or  upper  gastro- 
intestinal tracts. 

4.  It  is  suggested  that  in  addition  to  the 
consumption  of  tobacco  and  alcohol,  the 
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presence  of  liver  incompetence  may  play  an 
important  role  in  the  cause  of  oral  carci- 
noma. The  etiologic  mechanism  is  not 
understood  at  present. 
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Hardening  of  cerebral  arteries  not 
caused  by  aging 


Aging  accompanies  hardening  of  the  cerebral 
arteries  but  is  not  a causal  factor  in  this  de- 
generative process,  Drs.  J.  A.  Resch  and  A.  B. 
Baker,  Minneapolis,  reported  recently.  Their 
conclusion  was  drawn  from  a study  of  athero- 
sclerosis within  the  circle  of  Willis  based  on 
3,839  autopsies.  A preliminary  report  on  the 
study  appears  in  the  June  Archives  of  Neurology. 

Within  the  brain,  true  atherosclerotic  changes 
are  found  chiefly  along  the  vessels  of  the  circle 
of  Willis  and  the  changes,  even  in  the  earliest 
stages,  are  visible  to  the  naked  eye.  The  study 
revealed  a correlation  between  age  of  the  patient 
and  atherosclerotic  changes,  where  parts  of  the 
artery  lining  have  thickened  because  of  de- 
posits of  fat  or  other  material. 

“There  can  be  no  question  that  atherosclerosis 
gradually  increases  in  the  cerebral  arteries  with 
age,”  the  physicians  said.  “This  is  particularly 
true  of  the  more  severe  degenerative  lesions. 
However,  it  is  readily  apparent  that  age  alone 
is  not  specifically  related  to  this  process. 

“In  our  series,  the  atherosclerotic  process 
was  first  apparent  in  the  second  decade  of 
life  where  5 per  cent  of  the  cases  showed  some 
vascular  changes.  Our  youngest  patient  was 
fourteen  years  of  age.  Moreover,  4 per  cent  of 
our  patients  in  the  ninth  and  tenth  decades  of 
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life  showed  no  grossly  visible  atherosclerotic 
changes. 

“These  observations  would  suggest  that  age 
alone  is  not  specifically  related  to  this  process 
but  rather  that  atherosclerosis  is  a chronic 
degenerative  disease  of  blood  vessels  requiring 
years  for  its  development  and  in  which  many 
factors  no  doubt  play  an  etiologic  role.  It  ap- 
pears more  commonly  in  older  individuals 
where  the  causative  factors  have  ample  time  to 
produce  the  changes.  Age,  therefore,  would 
be  an  accompanying  factor  rather  than  an 
etiologic  agent  in  this  degenerative  process.” 

The  study  also  revealed  sex  differences  in  the 
occurrence  of  atherosclerosis. 

Cerebral  atherosclerosis  is  less  common  in 
younger  women  than  in  men  of  the  same  age 
groups,  the  researchers  reported.  This  was 
particularly  true  in  women  between  forty  and 
sixty  who  had  from  11  to  19  per  cent  less  athero- 
sclerosis than  men  of  the  same  age.  Beyond 
the  age  of  sixty,  the  two  sexes  showed  very 
little  difference. 

“From  our  present  studies,  it  would  appeal’ 
that  there  probably  is  a sex  difference  in  cerebral 
atherosclerosis  and  that  this  degenerative 
process  is  represented  in  women  in  the  younger 
age  groups  in  whom  estrogenic  activity  is 
active,”  the  authors  concluded. 

When  a larger  series  of  autopsies  have  been 
completed,  the  question  of  sex  differences  and 
the  possible  importance  of  estrogens,  the  female 
sex  hormone,  in  cerebral  atherosclerosis  may 
finally  be  settled. 
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X he  desirability  of  rapid  recovery  follow- 
ing the  use  of  intravenous  anesthetic  agents 
has  lead  to  the  synthesis  and  investigation  of 
many  drugs.  Recent  studies  have  centered 
about  nonbarbiturate  compounds  in  an  at- 
tempt to  uncover  drugs  which  possessed 
analgesic  properties  in  contrast  to  the  anti- 
analgesic nature  of  the  short-acting  bar- 
biturates. Derivatives  of  phenoxyacet- 
amide have  been  studied  primarily  in  Japan, 
Great  Britain,  and  the  Continent. 1 -8  Three 
representative  members  of  this  series  are 
shown  in  Figure  1. 

The  “4-propyl”  and  “4-ally  1”  phenoxy- 
acetamides  have  already  undergone  exten- 
sive study  in  Japan  and  Great  Britain.  Re- 
ports have  emphasized  the  short  action  and 
rapid  recovery  following  the  intravenous  use 
of  these  compounds  for  minor  therapeutic 
and  diagnostic  procedures.  A brief  period  of 
analgesia  followed  anesthesia.  A major 
difficulty  encountered,  however,  was  the 
frequent  occurrence  of  venous  irritation  and 
thrombosis. 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  February  11,  1964. 

* Director,  Department  of  Anesthesia,  Queens  Hospital 
Center,  Jamaica,  Long  Island,  New  York. 


extensive  animal  studies  and  limited 
clinical  investigations  were  carried  out  with  a 
new  systemic  anesthetic  of  the  phenoxy- 
acetamide group,  B1420.  Brief  periods  of 
anesthesia  with  rapid  and  complete  recovery 
were  produced.  Hypertension,  tachycardia, 
and  increased  myocardial  irritability  oc- 
curred in  the  dog,  hypotension,  and  tachy- 
cardia in  the  clinical  series.  There  were  no 
significant  biochemical  or  hematologic  find- 
ings. Pathologic  disturbances  noted  in  the 
animal  toxicity  studies  were  phocomelia, 
hypogenesis  of  small  bowel,  and  abnormalities 
in  litter  size  of  female  dogs  injected  during 
pregnancy. 


Within  the  past  two  years  German  chem- 
ists synthesized  a “4- n,  propylaceto-”  phenox- 
yacetamide which  in  testing  was  found  to 
be  less  irritating  to  the  veins  and  to  have  a 
shorter  duration  of  action  than  its  predeces- 
sors.9 This  compound,  herein  referred  to 
as  B1420,  is  a yellow-colored  oil  with  a boil- 
ing point  of  210  to  212  C.  It  is  prepared  as  a 
5 per  cent  colloidal  solution  with  the  aid  of  a 
wetting  agent,  a polyethoxy  derivative  of 
castor  oil  (Cremophor  El),  which  is  soluble 
in  water,  alcohol,  and  chloroform;  it  is  in- 
soluble in  mineral  oil  and  ether.  Its  density 
is  1.05  to  1.07  at  25  C. 

The  purpose  of  this  study  was  the  inves- 
tigation of  the  new  nonbarbiturate,  short- 
acting anesthetic,  B1420.  This  compound 
was  studied  in  the  laboratory  animal  prior 
to  the  onset  of  clinical  testing.  The  animal 
selected  for  these  investigations  was  the 
mongrel  dog.  The  following  parameters 
were  measured  in  the  laboratory  dog  prior  to 
the  onset  of  the  study  and  during  the  entire 
study. 

1.  Blood  chemistries.  Blood  chemis- 
try determinations  included  sulfobromo- 
phthalein,  SGOT  (serum  glutamic  oxaloace- 
tic transaminase),  cephalin  flocculation, 
alkaline  phosphatase,  total  cholesterol,  and 
blood  urea  nitrogen. 

2.  Hematology.  Hematologic  determi- 
nations included  complete  blood  counts, 
platelet  estimate,  and  marrow  smears. 

3.  Ventilation.  Ventilation  determi- 
nations included  respiratory  rates,  tidal 
volumes,  and  minute  volumes. 

4.  Cardiovascular  determinations. 
Cardiovascular  tests  included  electrocardio- 
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FIGURE  1.  Derivatives  of  phenoxyacetamide. 
*R  = phenoxyacetic  acid-N,N-diethylamide. 

graphic  monitoring,  blood  pressures,  and 
pulse  rates. 

5.  Pathology.  Gross  and  microscopic 
examinations  of  the  major  organs  and  glands 
were  performed. 

Procedure 

Four  groups  of  dogs  were  injected  and 
studied  in  the  animal  research  laboratories 
of  our  hospital. 

Group  1.  Acute  toxicity  studies. 
Sixteen  mongrel  dogs  of  both  sexes  received 
B1420  intravenously  once  each  day  for  four 
consecutive  days.  Chemistries  and  hema- 
tologic studies  were  carried  out  prior  to  the 
onset  of  the  study  and  after  the  series  of  in- 
jections was  completed.  Cardiopulmonary 
parameters  were  monitored  daily  with  each 
test  run.  On  the  fifth  day  the  animals  were 
sacrificed,  and  postmortem  studies  were 
carried  out. 

Group  2.  Subacute  toxicity  studies. 
Sixteen  mongrel  dogs  of  both  sexes  received 
B1420  intravenously  once  each  day  for 
fourteen  consecutive  days.  Eight  animals 
were  then  kept  for  an  additional  fourteen- 
day  observation  period,  while  the  remaining 
8 were  observed  for  twenty-one  days.  Bio- 
chemical and  hematologic  studies  were  done 


prior  to  the  study  and  at  seven-day  intervals 
thereafter  until  the  animals  were  sacrificed 
at  the  end  of  their  respective  observation 
periods.  Postmortem  studies  were  done  on 
these  animals. 

Group  3.  Chronic  toxicity  studies. 
Six  male  mongrel  dogs  were  injected  daily 
for  one  month.  All  testing  was  carried  out 
in  this  group  as  in  previous  groups.  The 
animals  were  sacrificed  the  day  following  the 
completion  of  injections. 

Group  4.  Chronic  toxicity  studies. 
Six  female  mongrel  dogs  were  mated  with 
virile  males  from  the  hospital  animal  colony. 
Two  females  were  injected  once  daily,  on 
alternate  days,  for  the  first  half  of  the  preg- 
nancy; thus  they  received  a total  of  15  drug 
doses  in  thirty  days.  These  females  were 
sacrificed  and  examined  at  the  end  of  this 
thirty-day  period. 

The  four  remaining  females  were  carried 
through  one  control  pregnancy  (no  drug  in- 
jection) and  one  test  pregnancy.  Two  fe- 
males were  injected  on  alternate  days  (once 
daily)  for  half  their  period  of  gestation  (15 
drug  doses  in  thirty  days).  Two  females 
were  injected  on  alternate  days  (once  daily) 
for  the  entire  gestational  period  (30  drug 
doses  in  sixty  days).  Biochemical,  hema- 
tologic, and  cardiopulmonary  studies  were 
carried  out  in  these  animals  as  in  the  previous 
studies. 

Technics 

All  animals  were  studied  by  the  same  team 
of  observers  which  included  the  hospital 
veterinarian.  Control  data  for  all  objective 
parameters  were  obtained  prior  to  the  onset 
of  testing.  Hematologic,  biochemical,  and 
pathologic  studies  were  carried  out  in  the 
laboratories  of  The  Jewish  Hospital  of 
Brooklyn. 

Minute  volume  was  computed  from  the 
respiratory  rate  and  the  tidal  volume.  Tidal 
volume  was  monitored  by  a Bennett  ventila- 
tion meter  utilizing  a specially  designed  face- 
piece  and  a unidirectional  (nonrebreathing) 
valve. 

Cardiac  activity  was  monitored  by  a 
Cambridge  cardioscope  and  recorded  with  a 
direct  writer  electrocardiogram  (Cambridge 
“Simpli-Scribe”).  Pulse  rates  were  obtained 
manually  and  confirmed  by  electrocardio- 
gram. Blood  pressures  were  taken  with  an 
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inflatable  pediatric  cuff  and  mercury  manom- 
eter utilizing  the  femoral  artery. 

The  onset  and  duration  of  anesthesia  were 
determined  by  the  animal’s  response  to  a 
noxious  stimulus  (hemostat  clamp  to  the 
ear).  Reaction  time  was  taken  as  the  time 
interval  between  the  administration  of  B1420 
and  the  return  of  the  righting  reflex.  Re- 
covery time  was  the  time  interval  between 
the  administration  of  test  material  and  the 
animal’s  ability  to  move  about  on  all  four 
extremities. 

The  anesthetic  dose  of  B1420  in  the  dog 
had  been  determined  previously  and  found  to 
range  from  30  to  70  mg.  per  kilogram.  All 
the  studies  herein  reported  are  based  on  the 
use  of  a 40  mg.-per-kilogram  single  dose, 
intravenously,  in  mongrel  dogs  who  received 
no  other  medications  during  the  study. 

Results 

The  biochemical  and  hematologic  studies 
revealed  no  significant  abnormalities  asso- 
ciated with  the  use  of  B1420  in  the  experi- 
mental animal  studies.  Gross  and  micro- 
scopic postmortem  studies  revealed  no  ab- 
normalities except  as  noted  later  under  the 
results  in  the  pregnant  series. 

Cardiovascular  system.  Hypertension 
was  a common  occurrence  in  the  dogs  follow- 
ing the  intravenous  administration  of  B1420. 
A rise  in  blood  pressure  of  30  mm.  of  mercury 
or  greater  occurred  in  all  animals.  The 
frequency  of  this  side-effect  ranged  from  50 
to  85  per  cent  of  all  drug  administrations. 
The  blood  pressure  returned  to  control  or 
below  control  levels  in  from  eight  to  twelve 
minutes. 

Tachycardia  was  a frequent  occurrence 
following  the  injection  of  the  study  material; 
a return  to  control  levels  was  noted  in  ten  to 
twelve  minutes.  A sample  tracing  is  shown 
in  Figure  2.  There  were  no  rhythm  dis- 
turbances noted  on  electrocardiographic 
monitoring  when  the  study  material  was 
administered  alone.  Sensitization  of  the 
myocardium  by  exogenous  epinephrine  (0.02 
mg.  per  kilogram)  one  to  two  minutes  prior 
to  the  injection  of  B1420  produced  ventric- 
ular tachycardia,  fibrillation,  and  death  in 
3 out  of  5 dogs.  The  electrocardiographic 
tracings  of  2 of  these  animals  are  shown  in 
Figure  3. 

The  respiratory  response  to  intravenous 
B1420  was  characterized  by  an  initial  hy- 


FIGURE  2.  Tachycardia  noted  following  adminis- 
tration of  study  material.  Return  to  control  rate 
occurred  four  minutes  after  drug  was  given. 


perpnea  within  the  first  minute,  followed  next 
by  a marked  slowing  (occasionally  there  were 
periods  of  apnea)  of  the  respiratory  rate 
which  lasted  two  minutes.  The  respiratory 
rate  then  increased;  the  mean  increase 
ranged  from  25  to  33  per  cent.  Tidal  volume 
fell  following  drug  injection  so  that  there  was 
a mean  reduction  in  minute  volume  of  25 
per  cent.  The  ventilation  parameters  re- 
turned to  control  levels  at  fifteen  minutes 
from  the  onset  of  anesthesia.  The  change  in 
minute  volume  following  B1420  is  shown  in 
Figure  4. 

Anesthesia.  The  onset  and  duration  of 
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FIGURE  3 (A,  B,  and  C).  Production  of  ventricular  fibrillation  following  administration  of  study 
material  in  dog  sensitized  by  the  prior  administration  of  epinephrine. 


B 1420  I V. 


FIGURE4.  Depression  of  ventilation  in  representa- 
tive group  of  dogs  following  injection  of  B1420 
(40  mg.  per  kilogram). 

anesthesia  were  determined  by  the  animals’ 
responses  to  a noxious  stimulus  supplied  by 
means  of  an  hemostatic  clamp  to  the  ear. 
Anesthesia  commenced  at  the  time  that  half 
the  total  dose  had  been  administered  (usually 
forty  seconds).  The  duration  of  useful  an- 
esthesia following  a single  intravenous  injec- 
tion of  B1420  (40  mg.  per  kilogram)  in  the 
dog  was  three  to  four  minutes.  Reaction 
time  was  five  to  eight  minutes  with  full 
recovery  at  fifteen  minutes. 


All  the  animals  exhibited  varying  degrees 
of  involuntary  skeletal  muscle  activity;  this 
side-effect  was  most  marked  during  induction 
of  and  emergence  from  anesthesia.  The 
frequency  and  types  of  disturbances  are 
illustrated  in  Figure  5.  There  were  no 
residual  neurologic  disturbances  once  anes- 
thesia was  terminated.  Electroencephalo- 
graphic  studies  in  monkeys  who  had  received 
B1420  indicated  an  increased  cortical  irrita- 
bility. 10 

Miscellaneous  observations.  Miscel- 
laneous observations  included  the  incidence 
of  retching  which  was  3.8  per  cent  and  vomit- 
ing which  was  2.5  per  cent.  There  was  no 
gross  evidence  of  venous  irritation  from  the 
drug.  In  1 animal  the  total  dose  of  anes- 
thetic (14  cc.  of  drug  solution)  was  admin- 
istered paravenously,  inadvertently.  The 
limb  remained  slightly  swollen  until  the  drug 
material  was  absorbed.  There  was  no  pain 
or  tenderness  as  far  as  could  be  determined 
by  frequent  examinations  of  the  limb.  Once 
the  limb  returned  to  its  normal  size  the  vein 
was  used  again  for  the  balance  of  the  experi- 
ment. On  the  other  hand,  paravenous  in- 
filtration of  the  rabbit  ear  vein  with  B1420 
produced  severe  slough. 

Pregnancy  series.  The  results  of  the 
pregnancy  series  are  summarized  as  follows: 

Three  out  of  the  4 females  which  were 
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FIGURE  5.  Frequency  and  types  of  disturbances 
after  intravenous  B1420. 

injected  during  pregnancy  and  permitted  to 
deliver  had  abnormal  litters  as  compared 
with  their  own  control  litters.  One  female 
with  a control  litter  of  6 pups  had  a 5 -pup 
litter  on  the  injected  run.  Two  of  these 
pups  had  significant  anomalies:  phocomelia 
and  hypogenesis  of  the  small  bowel  (Fig.  6). 
A third  pup  in  this  same  fitter  had  a large 
urachal  cyst  on  postmortem  examination. 

The  second  female  to  deliver  had  a 2-pup 
fitter  on  the  drug  run  compared  with  a con- 
trol fitter  of  10  pups.  The  2 pups  from  the 
drug-injected  run  developed  severe  anemia 
at  the  end  of  one  month  (2.9  and  3 Gm. 
respectively).  When  1 pup  died,  its  fitter 
mate  was  sacrificed,  and  both  were  submitted 
to  postmortem  examination  and  marrow 


smears.  We  were  unable  to  determine  the 
cause  of  the  severe  anemia  and  sudden  death. 
Hematologic  and  biochemical  studies  carried 
out  on  the  mother  during  pregnancy  and  at 
term  revealed  no  unusual  findings.  A con- 
trol pup  from  another  fitter  was  sacrificed  at 
the  same  time  and  examined  for  parasites  to 
evaluate  this  source  of  infection.  The  con- 
trol pup  contained  nearly  twice  the  amount 
of  bowel  parasites  as  the  pups  from  the  in- 
jected fitter,  and  yet  his  hemoglobin  was 
found  to  be  9 Gm. 

The  third  female  had  a control  fitter  of  10 
pups.  On  the  injected  run  she  had  a 2-pup 
fitter.  Both  pups  appeared  normal  and 
were  observed  for  four  months  at  which  time 
their  total  development  appeared  within 
normal  limits. 

The  fourth  female  had  a 6 -pup  fitter  on 
her  injected  run.  All  offspring  were  ob- 
served for  four  months,  and  development 
appeared  normal. 

The  fifth  and  sixth  females  in  this  series 
were  injected  as  the  others  but  sacrificed  at 
midterm.  On  postmortem  examination  of 
the  fifth  female,  each  tube  contained  one 
small  tumor  of  necrotic  tissue  about  the  size 
of  a small  grape;  both  ovaries  were  intact 
and  contained  luteal  cysts. 

The  sixth  female  on  postmortem  examina- 
tion had  10  developing  fetuses  occupying 
both  uterine  horns.  Each  placenta  and 
amnio  tic  sac  were  intact;  the  fetuses  were 


FIGURE  6.  (A)  Normal  pup.  (B)  Phocomelia  of  front  limbs  of  litter  mate  whose  mother  received 
B1420  during  pregnancy.  RIGHT.  Gastrointestinal  tract  removed  in  2 pups.  Normal  coils  of  small  bowel  in 
normal  pup  (A).  Hypogenesis  of  small  bowel  (see  arrow)  in  litter  mate  (B)  whose  mother  received  B1420 
during  pregnancy. 
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examined  grossly  and  appeared  normal  for 
their  developmental  stage. 

Comment 

The  continuing  search  for  the  “ideal” 
intravenous  anesthetic  has  challenged  the 
imagination  of  pharmacologists  and  anes- 
thesiologists. Many  compounds  have  been 
synthesized  and  tested  since  Ore  of  France 
first  used  intravenous  chloral  hydrate  in 
1872.  The  thiobarbiturates,  at  present, 
have  stood  the  test  of  time,  although  not 
without  their  limitations.  Two  major  dis- 
advantages of  these  compounds  are  the  lack 
of  analgesic  activity  (thiobarbiturates  are 
actually  antianalgesic11.12)  and  the  long  re- 
covery period.  The  latter  is  a particular 
hindrance  when  these  drugs  are  used  for 
ambulatory  patients.  The  thiobarbiturates 
are  also  depressants  to  the  respiratory  and 
cardiovascular  systems.  In  recent  years 
derivatives  of  phenoxyacetamide  have  been 
investigated  as  intravenous  anesthetics  and 
as  induction  agents.  These  compounds  pro- 
duce anesthesia  characterized  by  a rapid 
onset  of  action  of  less  than  one  minute,  short 
duration  (three  to  five  minutes  per  injection), 
and  a rapid  recovery  time  of  from  fifteen  to 
twenty-five  minutes. 

The  current  study  was  undertaken  to 
evaluate  a new  member  of  this  series, 
2-methoxy-4-n,  propylaceto-phenoxyacetic 
acid-N,  N, -diethylamide,  designated  as  B- 
1420.  The  mongrel  dog  was  the  subject. 
The  various  parameters  monitored  have  been 
noted  previously. 

The  solvent  material  was  not  made  avail- 
able to  us  so  that  all  data  in  this  report  are 
based  on  the  B1420  5 per  cent  colloidal  solu- 
tion which  contained  the  study  drug  and  its 
polyethoxylated  castor  oil  derivative  as  sol- 
vent in  distilled  water.  Laboratory  studies 
reported  to  us  by  the  manufacturer  absolved 
the  solvent  of  any  side-effects  except  that 
salivation,  urination,  and  defecation  are  en- 
hanced by  the  material  in  the  dog. 

The  rapid  recovery  from  the  anesthesia 
produced  by  B1420  is  thought  to  result  from 
the  splitting  of  the  ester  link  at  the  number  4 
position  of  the  molecule.  Although  the 
exact  esterase  system  involved  is  not  known 
at  present,  serum  and  liver  appear  to  contain 
the  enzymes  necessary  for  the  detoxification 
process.  In  view  of  the  probable  role  of  the 
liver  for  the  inactivation  of  B1420,  our  chem- 


ical studies  in  the  dog  focused  primarily  on 
screening  liver  function.  There  were  no 
significant  alterations  in  liver  function  within 
the  limitations  of  our  chemical  parameters. 
Postmortem  studies,  both  gross  and  micro- 
scopic, were  within  normal  limits. 

Involuntary  skeletal  muscle  activity  has 
been  observed  during  normal  sleep  in  the 
unmedicated  dog.  The  administration  of 
B1420,  however,  is  associated  with  a more 
severe  degree  of  involuntary  muscle  activity. 
These  experimental  observations  have  been 
confirmed  by  electroencephalograms  per- 
formed on  monkeys  injected  with  B1420; 
abnormal  electrical  activity  appeared  follow- 
ing the  administration  of  the  study  drug. 
In  clinical  studies  reported  to  the  manu- 
facturer, the  incidence  of  this  side -effect 
ranged  from  7 to  12  per  cent.  Dundee  and 
Rajagopalan,4  working  with  the  “4-allyl” 
derivative,  reported  a 14  per  cent  incidence 
of  involuntary  muscle  activity  in  their  series 
as  compared  with  a 4 per  cent  incidence  with 
thiopental  sodium. 

Hypertension,  tachycardia,  and  increased 
myocardial  irritability  were  observed  in  the 
mongrel  dog  injected  with  B1420.  This 
sympathomimetic  response  suggests  an 
epinephrine-like  action.  British  investiga- 
tors working  the  “4-allyl”  phenoxyacetamide 
(G.  29,505)  also  reported  an  epinephrine 
release  associated  with  the  use  of  G.  29,505 
in  human  beings. 

In  a small  clinical  series  with  B1420, 
tachycardia  was  also  noted  following  the 
induction  dose  of  drug.  Forty  per  cent  of 
the  patients  exhibited  an  increase  of  over  40 
beats  per  minute.  On  the  other  hand,  hypo- 
tension was  a frequent  finding,  suggesting 
that  in  human  beings  the  inhibitory  phase  of 
epinephrine  was  predominant.  Twenty -four 
per  cent  of  these  patients  experienced  hypo- 
tension ranging  between  20  and  30  mm.  Hg, 
and  40  per  cent  exhibited  blood  pressure  falls 
greater  than  30  mm.  Hg  compared  with 
patients’  control  levels.  The  cardiovascular 
effects  were  self-limited  and  returned  to 
control  levels  within  two  to  three  minutes. 

The  mechanism  responsible  for  the  neo- 
natal deformities  observed  in  the  mongrel 
dog  under  the  study  conditions  reported 
previously  remains  obscure.  The  possible 
role  of  an  increase  in  circulating  epinephrine 
is  worthy  of  consideration.  Constriction  of 
arteriolar  vessels  with  periods  of  placental 
hypoxia  may  have  contributed  to  the  resorp- 
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tion  of  ova  so  that  the  dog  produced  fewer 
offspring  than  normal.  Survival  of  ova  with 
subsequent  fetal  hypoxia  secondary  to  vaso- 
constriction may  account  for  the  phocomelia 
and  hypogenesis  of  small  bowel  that  we 
encountered.  While  these  two  types  of 
anomalies  appear  unrelated,  it  is  interesting 
to  note  that  the  extremities  and  gastroin- 
testinal tract  contain  significant  amounts 
of  mesenchymal  elements.  Both  systems 
(extremities  and  bowel)  undergo  differentia- 
tion into  specific  structures  at  the  same  time 
period  in  fetal  development,  and  therefore 
hypoxic  insult  could  produce  either  or  both 
anomalies  described  previously  in  offspring  in 
the  same  litter. 

The  epinephrine-like  response  to  B1420 
differed  in  the  human  subject  as  compared 
with  the  dog.  Vasoconstriction  has  not  been 
encountered  in  limited  clinical  studies.  The 
study  dose  of  B1420  has  been  higher  in  the 
dog,  however,  than  in  human  beings  so  that 
caution  is  advised  in  choosing  the  total  dose 
to  be  employed  in  clinical  practice.  Further 
animal  experimentation  is  in  progress  in  an 
attempt  to  delineate  therapeutic  dose  from 
teratogenic  dose. 

In  a clinical  study  with  B1420  as  the  sole 
anesthetic  agent  for  minor  procedures,  anes- 
thesia was  considered  unsatisfactory  (move- 
ment on  stimulation)  in  9 of  23  cases  (35  per 
cent).  The  most  frequently  used  induction 
dose  was  500  mg.  of  drug.  The  total  dose 
required  for  a procedure  ranged  from  10  to 
28  mg.  per  kilogram  with  a mean  dose  of  15 
mg.  per  kilogram.  The  amount  of  drug 
required  was  somewhat  less  in  the  elderly 
than  in  the  more  youthful  patient.  Surgical 
procedures  of  more  than  two  or  three  min- 
utes required  multiple  injections  of  B1420. 
Emergence  with  this  drug  was  extremely 
rapid  so  that  patients  moved  frequently 
before  the  succeeding  dose  became  effective. 
The  possibility  of  using  a continuous  drip 
technic  was  not  evaluated  in  the  human 
being,  although  3 dogs  were  kept  anes- 
thetized for  up  to  two  hours  by  continuous 
infusion  of  experimental  drug.  Under  these 
conditions,  however,  the  recovery  time  was 
prolonged  significantly. 

Summary 

Extensive  animal  studies  and  limited  clin- 
ical investigations  have  been  carried  out 
with  a new  systemic  anesthetic  of  the  phenox- 


yacetamide  series  of  compounds. 

The  “4-n,  propyl-aceto”  phenoxyacet- 
amide  administered  intravenously  produced 
brief  periods  of  anesthesia  following  single 
doses  of  40  mg.  per  kilogram  in  the  dog  and 
15  mg.  per  kilogram  in  the  human  being. 
Recovery  from  anesthesia  was  rapid  and 
complete. 

Hypertension,  tachycardia,  and  increased 
myocardial  irritability  were  noted  in  the  dog. 
Hypotension  and  tachycardia  occurred  in 
the  clinical  series;  no  electrocardiographic 
changes  were  seen. 

There  were  no  significant  biochemical, 
hematologic,  or  pathologic  disturbances 
noted  in  the  animal  toxicity  studies  except 
for  phocomelia,  hypogenesis  of  small  bowel, 
and  abnormalities  in  litter  size  of  female  dogs 
injected  during  pregnancy. 
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Discussion 

Sarah  Joffee,  M.D.,  New  York  City. 
Undue  enthusiasm  for  certain  desirable  fea- 
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tures  of  new  drugs  often  leads  to  the  under- 
statement of  disadvantages,  and  so  early 
reports  frequently  fail  to  give  proper  evalua- 
tion. The  use  of  the  phenoxyacetamides  for 
intravenous  anesthesia  falls  into  this  cate- 
gory. Previous  reports  have  attempted  to 
convey  a favorable  impression  despite  some 
very  obvious  disadvantages.  Dr.  Lear  and 
his  group  have  been  more  forthright  in  the 
presentation  of  their  findings. 

What  have  been  presented  by  others  as 
some  of  the  advantages  of  this  group  of 
drugs?  (1)  Extremely  rapid  induction;  (2) 
rapid  emergence  to  total  wakefulness  within 
a few  minutes;  (3)  a lack  of  antianalgesic 
properties;  (4)  a period  of  hyperpnea  per- 
mitting rapid  introduction  of  nitrous  oxide; 
and  (5)  absence  of  circulatory  changes  as 
measured  by  pulse  rate  and  blood  pressure. 

What  are  some  of  the  disadvantages  that 
have  been  reported  previous  to  today’s 
presentation? 

1.  Severe  venous  thrombosis  with  the 
G.  29,505  (Eunal)  used  in  England  occurred 
so  frequently  that  test  series  often  could  not 
be  completed.  It  was  attributed  to  the 
vehicles  in  which  the  drug  was  suspended. 
Thrombosis  was  not  reported  as  a complica- 
tion in  Japan. 

2.  Because  of  the  condition  of  the  vein 
immediately  following  injection,  it  is  impos- 
sible to  do  a second  venipuncture  if  addi- 
tional drug  is  required.  The  needle  has  to 
be  maintained  in  the  vein  for  such  a con- 
tingency. 

3.  Considerable  skill  must  be  developed 
in  the  timing  of  the  introduction  of  nitrous 
oxide  when  it  is  used  with  the  G.  29,505  for 
a short  procedure  such  as  a dilatation  and 
curettage.  However,  the  drug  cannot  be 
used  satisfactorily  for  induction  prior  to 
other  inhalation  agents  because  the  rapid 
awakening  from  the  intravenous  dose  leads 
to  coughing  and  laryngospasm. 

There  were  several  disadvantages  that 
were  de-emphasized  but  which  nevertheless 
are  important. 

1.  The  duration  of  anesthesia  from  a 
single  dose  is  so  short  that  only  the  shortest 
procedures  lasting  just  a few  minutes  can  be 
performed,  and  all  preoperative  preparation 
has  to  be  done  while  the  patient  is  still 
awake. 

2.  The  patient  gives  no  sign  that  he  is 
about  to  waken,  and  the  point  for  the  further 
addition  of  drugs  cannot  be  judged. 


3.  When  repeated  doses  of  the  drug  are 
given,  the  awakening  is  not  as  rapid. 

4.  There  is  considerable  fasciculation  and 
muscular  movement  during  anesthesia. 

5.  The  patients  exhibit  considerable  rest- 
lessness in  the  recovery  room. 

6.  The  incidence  of  retching  is  much 
higher  during  the  first  hour  postoperatively 
than  with  thiopental  sodium. 

Dr.  Lear’s  report  on  the  study  of  B1420  is 
the  first  for  the  phenoxyacetamides  in  which 
so  many  laboratory  parameters  were  actually 
monitored.  With  the  exception  of  venous 
thrombosis,  all  actions  described  previously 
for  the  other  drugs  in  the  group  were  noted 
in  this  B1420  series.  Dr.  Lear  has  described 
two  more  which  warrant  some  comment. 

The  first  is  the  production  of  ventricular 
tachycardia,  fibrillation,  and  death  in  3 out 
of  5 dogs  with  the  use  of  the  B1420  following 
intravenous  injection  of  epinephrine.  Fur- 
ther study  is  indicated.  The  dose  of  epi- 
nephrine used  was  0.02  mg.  per  kilogram. 
This  may  possibly  be  excessive  as  compared 
with  that  used  in  previous  studies  of  epi- 
nephrine sensitization.  A predetermination 
of  the  standard  arrhythmic  doses  of  epi- 
nephrine might  give  greater  meaning  to  the 
arrhythmia  produced  with  the  combined  use 
of  intravenous  epinephrine  and  B1420. 

The  second  effect  is  that  on  the  pregnant 
females.  Only  6 dogs  were  studied.  How- 
ever, of  the  4 that  came  to  term,  3 litters 
showed  some  abnormalities.  Two  of  these 
were  2-pup  litters.  The  size  of  these  litters 
are  suspicious  since  both  mothers  before  and 
since  have  had  litters  of  from  5 to  10  pups. 
The  third  mother  had  a normal-sized  litter 
with  2 abnormal  pups,  1 exhibiting  phoco- 
melia  and  the  other  hypo  genesis  of  the  small 
bowel.  We  cannot  state  what  doses  and 
classes  of  drugs  are  apt  to  produce  congenital 
anomalies.  Nor  do  those  drugs  which  pro- 
duce these  effects  in  one  species  necessarily 
produce  them  in  another.  However,  when 
the  possibility  of  teratogenesis  does  occur, 
further  studies  are  indicated  before  the  drug 
is  released  for  use  in  the  adult  human  female. 
This  would  apply  to  B1420.  In  addition, 
similar  study  of  the  other  phenoxyacet- 
amides now  in  use,  namely,  G.  29,505  and 
2-M-4-P  (Propinal),  seems  to  be  indicated. 

It  appears  that  the  position  of  thiopental 
sodium  in  the  anesthesiologist’s  armamen- 
tarium has  not  been  challenged  by  either 
B1420  or  the  other  phenoxyacetamides. 
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T he  administration  of  halothane  using  an- 
as a vehicle  for  “a  number  of  routine  hospital 
situations  requiring  portable  nonflammable 
inhalation  anesthesia,  as  well  as  under  cer- 
tain unusual  circumstances  which  might 
occur  in  civilian  or  wartime  disaster”  was 
reported  by  Landmesser1  and  has  since  been 
studied  by  others.2-6  The  main  concern  of 
the  anesthetist  using  air  as  a vehicle  is  ade- 
quacy of  ventilation  of  the  patient  and 
maintenance  of  arterial  respiratory  blood 
gases.  Norton  and  Kubota5  have  reported 
adequate  maintenance  of  arterial  oxygen 
saturation  during  spontaneous  respiration, 
while  Papantony  and  Landmesser1  and  Cole 
and  Parkhouse6  have  advocated  either  as- 
sisted respiration  or  supplemental  oxygen. 
The  disadvantage  of  utilizing  oxygen  satura- 
tion is  that  one  is  often  dealing  with  the 
plateau  portion  of  the  dissociation  curve  for 
hemoglobin,  where  large  changes  in  Pa02 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  February  11,  1964. 


thirty-two  patients  were  anesthetized  with 
halothane-air,  using  a draw-over  inhaler , self- 
inflatable  bag,  nonrebreathing  valve,  and 
mask.  Respiratory  acidosis  and  hypoxia  oc- 
curred frequently,  especially  in  patients  pre- 
medicated with  meperidine  hydrochloride,  and 
hypotension  was  a frequent  complication. 
Although  the  technic  is  convenient  for  ad- 
ministering anesthesia  with  minimal  equip- 
ment, it  has  too  narrow  a margin  of  safety 
to  be  advocated  for  use  by  unskilled  an- 
esthetists. 


(arterial  oxygen  pressure)  are  associated  with 
minor  changes  in  oxygen  saturation. 

Since  air  appeared  to  be  a practical  vehicle 
for  inhalation  agents  in  the  underdeveloped 
nations  of  the  world,  it  seemed  worth  while 
to  investigate  halothane-air  further,  pri- 
marily from  the  standpoint  of  maintenance 
of  respiratory  blood  gases  in  the  hands  of 
relatively  unskilled  anesthetists. 

Method 

Patients  who  were  in  apparent  good  health 
were  selected  from  the  daily  operating  sched- 
ule. About  half  of  the  group  received  no 
premedication,  and  the  others  received  50 
to  75  mg.  meperidine  hydrochloride  along 
with  0.4  to  0.6  mg.  scopolamine;  2 patients 
were  given  barbiturates.  An  indwelling 
needle  was  placed  in  the  brachial  artery  prior 
to  the  administration  of  the  anesthetic. 
Samples  of  blood  were  obtained  prior  to  and 
at  various  intervals  during  and  after  anes- 
thesia and  analyzed  for  Pa02,  PaC02  (arte- 
rial carbon  dioxide  partial  pressure),  and 
pH.  P a02  was  measured  with  a modified 
Clark  electrode,  PaC02  with  a Severinghaus 
electrode,  and  pH  with  a Beckman  pH  elec- 
trode, all  mounted  in  a constant  temperature 
bath  at  37  C.  Oxygen  saturation  was  deter- 
mined spectrophotometrically.7  Halothane 
was  vaporized  from  a draw-over  halothane 
vaporizer.  An  Ambu  bag  with  nonrebreath- 
ing valve  developed  by  Elam8  was  used  at 
the  face.  The  valve  contains  a plastic  ball 
which  unseats  itself  as  the  patient  inhales. 
This  serves  as  a guide  to  monitoring  ventila- 
tion and  also  indicates  to  the  anesthetist  at 
what  precise  moment  to  assist  ventilation. 
Anesthesia  was  induced  by  allowing  the 
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TABLE  I.  Mean  changes  in  arterial  blood  parameters  during  halothane-air  anesthesia 


No  Premedication . Premedication* 


Oxygen  Oxygen 

Satura-  Satura- 


Stage  of  Anesthesia 

pH 

PaC02 

(mm. 

Hg) 

pao2 

(mm. 

Hg) 

tion 

(Per 

Cent) 

pH 

PaC02 

(mm. 

Hg) 

Pa02 

(mm. 

Hg) 

tion 

(Per 

Cent) 

Before  anesthesia 

7.42 

31 

90 

96 

7.41 

31 

86 

95 

Plane  1 

7.36 

37 

69 

89 

7.33 

40 

55 

80 

After  surgical  stimulation 

7.36 

37 

76 

92 

7.33 

39 

67 

87 

During  assisted 

respiration 

7.36 

35 

87 

95 

7.35 

37 

74 

92 

Time  of  highest  Pa02  val- 
ues during  spontaneous 

respiration 

7.36 

35 

83 

94 

7.34 

37 

75 

91 

Time  of  lowest  Pa02  val- 
ues during  spontaneous 

respiration 

7.33 

38 

71 

89 

7.32 

40 

57 

81 

Postanesthesia,  asleep 

7.36 

34 

84 

91 

7.36 

35 

84 

94 

Postanesthesia,  awake 

7.41 

31 

90 

95 

7.37 

33 

90 

95 

* Patients  were  given  50  to  75  mg.  of  meperidine  hydrochloride  plus  0.4  to  0.6  mg.  of  scopolamine;  2 patients  given  barbiturates 
were  counted  in  the  no  premedication  group. 


patient  to  breathe  spontaneously  concentra- 
tions up  to  5 per  cent  halo  thane.  The  con- 
centration was  then  regulated  to  maintain 
operating  conditions. 

One  would  assume  that  in  a field  situation, 
anesthetics  would  be  administered  by  people 
with  little  training,  and  hence  a minimum  of 
adjuncts  would  be  desirable.  With  this  in 
mind,  we  thought  it  best  to  use  merely  a face 
mask,  allowing  the  patient  to  breathe  spon- 
taneously for  the  most  part.  The  anesthetic 
was  administered  by  residents  in  anesthesia, 
nurse  anesthetists,  and  medical  students. 
An  attending  anesthesiologist  was  always 
present.  If  patients  became  cyanotic  or 
Pa02  remained  below  70  mm.  Hg,  the  anes- 
thetist was  instructed  to  assist  ventilation. 

Results 

A total  of  32  patients  was  included  in  the 
study.  Of  these,  14  patients  were  pre- 
medicated with  meperidine  hydrochloride 
and  scopolamine;  2 received  a barbiturate; 
and  16  patients  were  given  no  premedica- 
tion. Induction  of  anesthesia  required  three 
to  five  minutes  and  was  associated  with  a 
brief,  mild  excitement  stage  in  most  cases. 
Oral  or  nasopharyngeal  airways  were  used 
when  necessary,  but  endotracheal  intubation 
was  avoided  throughout.  Most  operations 
were  minor  gynecologic  and  urologic  proce- 
dures of  approximately  thirty  minutes  dura- 
tion, but  there  were  several  lower  abdominal 


and  extremity  operations  lasting  two  to 
three  hours. 

The  results  of  the  arterial  blood  studies  are 
shown  in  Table  I.  Values  for  pH  decreased 
after  onset  of  anesthesia  and  remained  so 
throughout,  returning  to  preanesthetic 
values  when  patients  were  fully  awake. 
Mean  values  for  pH  were  generally  within 
normal  limits,  7.34  or  greater,  for  unpre- 
medicated  patients.  Premedicated  patients 
tended  to  exhibit  slightly  lower  pH  values 
throughout  anesthesia,  but  even  the  lowest 
value,  7.32,  did  not  indicate  severe  acidosis. 
Mean  values  for  PaC02  were  within  normal 
limits  throughout  (40  mm.  Hg  or  less), 
tending  to  be  slightly  lower  in  patients  who 
were  not  premedicated,  as  one  might  expect. 
It  was  interesting  that  when  Pa02  values 
were  lowest,  PaC02  values  were  not  appreci- 
ably elevated. 

The  P a02  data  were  the  most  important 
obtained.  Figure  1 depicts  graphically  the 
changes  in  Pa02  and  arterial  oxygen  satura- 
tion. The  lowest  values  occurred  when 
plane  1 of  stage  III  anesthesia  was  attained. 
Maximum  decrease  in  oxygen  saturation  to  a 
low  of  80  per  cent  for  premedicated  patients 
and  89  per  cent  for  unpremedicated  patients 
corresponded  to  Pa02  levels  of  55  and  69  mm. 
Hg.  Surgical  stimulation  improved  Pa02, 
but  the  values  were  still  far  below  the  control 
values.  All  values  for  PaO>  and  oxygen 
saturation  during  anesthesia  were  less  than 
the  control,  with  premedicated  patients  hav- 
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anesthesia  was  reached,  the  patient  had  a 
minute  volume  of  14.4  L.,  of  which  at  least 
7 L.  was  alveolar  ventilation.  At  this  seem- 
ingly adequate  alveolar  ventilation,  PaC02 
was  elevated  to  41  mm.  Hg — certainly  not 
very  remarkable — but  the  Pa02  had  de- 
creased to  58  mm.  Hg.  The  pH,  at  7.22, 
was  lower  than  one  might  expect  from  simple 
elevation  of  PaC02.  At  one  point,  when  the 
patient’s  ventilation  was  27  L.  per  minute, 
his  PaC02  was  not  decreased  (34  mm.  Hg), 
and  his  Pa02  was  only  85  mm.  Hg.  Thus, 
spontaneous  hyperventilation  did  not  pro- 
duce the  blood  gas  changes  of  decreased 
PaC02  and  elevated  Pa02  that  one  would 
expect. 

Another  difficulty  with  this  patient  was 
that  he  tended  to  become  hypotensive  on  as 
little  as  0.5  per  cent  halo  thane.  At  one 
point  he  was  moving  his  legs,  yet  his  aus- 
cultatory blood  pressure  was  only  70/40  mm. 
Hg.  Halothane-air  was  discontinued  at  this 
point  and  ether-air  started  to  see  what  effect 
it  would  have  on  blood  gases  as  well  as  on 
blood  pressure.  At  a level  of  anesthesia 
which  provided  operating  conditions,  the 
patient’s  Pa02  was  higher  during  ether-air 
anesthesia  than  during  halothane-air,  that  is, 
91  to  81  versus  59  to  75  mm.  Hg.  Blood 
pressure  rose  to  levels  that  were  not  as 
alarming,  that  is,  from  70/40  to  95/60.  In 
the  immediate  postanesthesia  period  his 
Pa02  was  80  mm.  Hg,  and  blood  pressure  had 
returned  to  the  preanesthetic  level  of  120/70. 


TABLE  II.  Blood  determinations  before,  during,  and  after  anesthesia  for  patient  undergoing  a vein 

ligation  and  stripping. 


Stage  of 
Anesthesia 

Halo- 

thane 

(Per 

Cent) 

Ventilation 

(cc.) 

pH 

paco2 

(mm. 

Hg) 

pao2 

(mm. 

'Hg) 

Oxygen 

Satura- 

tion 

(Per 

Cent) 

Blood 
Pressure 
mm.  Hg) 

Before  anesthesia 

7.34 

31 

76 

93.9 

120/70 

Plane  1 

4 

400  X 36 

7.22 

41 

58 

86.2 

115/70 

After  incision 

0.7 

550  X 36 

7.33 

38 

73 

92.3 

80/50 

Cutting — very  light 

anesthesia 

2.0 

900  X 30 

7.32 

34 

85 

94.6 

110/70 

Cutting — patient 

moving* 

0.5 

600  X 22  f 

7.37 

33 

83 

94.8 

70/40 

During  sewing  of 

skin 

0 

650  X 36** 

7.39 

31 

91 

95.2 

90/60 

Postoperative — pa- 

tient  opens  eyes 

7.36 

33 

80 

93.9 

120/80 

Awake,  in  recovery 

room 

7.35 

34 

97 

95.5 

* Halothene  discontinued  and  6 per  cent  ether-air  substituted, 
t Respiration  assisted. 

**  Spontaneous  respiration. 


FIGURE  1.  Mean  values  for  oxygenation  of  arterial 
blood  in  patients  anesthetized  with  halothane-air. 


ing  lower  values  than  unpremedicated  pa- 
tients. At  the  time  when  the  lowest  Pa02 
values  were  obtained,  PaC02  values  were 
within  normal  limits.  Thus,  hypoventila- 
tion during  halothane-air  anesthesia  is  mani- 
fested primarily  by  hypoxia  without  hyper- 
car bia.  After  anesthesia  had  been  con- 
tinued and  patients  were  breathing  well,  Pa02 
values  were  still  below  preanesthetic  levels. 

The  data  in  Table  II  are  from  a fifty -four- 
year-old  man  of  medium  build  who  under- 
went stripping  of  varicose  veins.  He  re- 
ceived 75  mg.  of  meperidine  hydrochloride 
and  0.6  mg.  of  scopolamine  preoperatively. 
His  preanesthetic  PaC02  level  of  31  mm.  Hg 
would  lead  one  to  believe  he  was  overventi- 
lating. However,  his  Pa02  was  only  76  mm. 
Hg.  When  plane  1 of  stage  III  surgical 
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Approximate^  ninety  minutes  after  anes- 
thesia the  patient’s  Pa02  was  elevated  to  97 
mm.  Hg,  while  his  pH  and  PaC02  were 
similar  to  the  preanesthetic  levels.  Thus, 
his  Pa02  before,  during,  and  immediately 
after  anesthesia  was  depressed,  while  pH  and 
PaC02  values  were  normal.  These  same 
phenomena  of  hypoxia  and  hypotension 
occurred  also  in  patients  receiving  no  pre- 
medication. 

Comment 

The  technic  of  halothane-air  anesthesia 
has  some  serious  limitations.  Often,  it  is 
associated  with  hypoventilation,  which  re- 
sults in  lowered  oxygen  tensions  with  near- 
normal carbon  dioxide  tensions  and  pH. 
In  our  study,  maintaining  adequate  oxygena- 
tion required  frequent  assisted  respiration, 
which  necessitated  a grasp  of  respiratory 
physiology  on  the  part  of  the  anesthetist. 
However,  even  with  assisted  respiration, 
oxygen  tensions  were  not  very  high.  This 
may  have  been  for  two  reasons:  The  use  of 
a mask  increases  respiratory  dead  space, 
and  the  volume  of  the  Ambu  bag  is  such  that 
it  was  difficult  to  eject  large  volumes  of  air. 

Adequacy  of  ventilation  was  very  un- 
predictable in  this  study.  Some  patients 
maintained  Pa02  tensions  well  throughout. 
However,  obese  patients  did  not  do  well, 
particularly  when  placed  in  lithotomy  posi- 
tion. In  some  patients  who  moved  adequate 
quantities  of  air,  the  Pa02  still  remained  low, 
indicating  that  under  halothane  anesthesia 
there  must  be  areas  of  poor  ventilation 
resulting  in  physiologic  right-to-left  shunts.9 
It  may  well  be  that  patients  anesthetized 
with  70  to  80  per  cent  nitrous  oxide  along 
with  halothane  and  oxygen  also  exhibit 
lowered  Pa02  due  to  hypoventilation.  We 
noted  in  a previous  study  that  oxygen  satura- 
tion could  not  be  well  maintained  with  80 
per  cent  nitrous  oxide  during  controlled 
ventilation  at  normal  PaC02  levels.10  Ben- 
dixen11  has  ascribed  this  to  gradual  atelecta- 
sis at  constant  tidal  volumes  and  ensuing 
uneven  ventilation.  This  may  not  be  en- 
tirely the  case,  since  constant  tided  volumes 
at  rates  of  30  to  40  per  minute  with  80  per 
cent  nitrous  oxide  did  maintain  oxygena- 
tion.9 The  present  study  has  indicated  that 
even  with  large  quantities  of  alveolar  venti- 
lation accompanied  by  deep  sighs,  there  is 
uneven  ventilation,  at  least  during  halo- 


thane-air anesthesia,  which  can  be  detected 
by  a decrease  in  Pa02. 

Another  limitation  to  the  technic  of  halo- 
thane-air  is  maintenance  of  blood  pressure. 
First  of  all,  it  was  very  difficult  to  measure 
it  because  the  anesthetist’s  hands  were 
occupied  ventilating  the  patient.  For  this 
reason  Elams  has  been  using  a foot-operated 
device  for  measuring  blood  pressure.  For 
several  procedures  anesthesia  was  inadequate 
to  meet  operating  conditions  at  a time  when 
the  blood  pressure  was  low  enough  to  cause 
concern.  It  seemed  unwise  to  increase  the 
halothane  concentration  for  fear  of  further 
circulatory  depression.  While  it  is  true  that 
a muscle  relaxant  could  have  been  used  at 
this  point,  one  object  of  the  study  was  to 
find  out  to  what  extent  halothane-air  could 
be  used  without  adjuncts.  It  is  our  opinion 
that  muscle  relaxants  would  have  a narrow 
margin  of  safety  in  the  hands  of  unskilled 
anesthetists  ventilating  paralyzed  patients 
with  air. 

As  one  might  expect,  the  patients  in  this 
study  who  had  opiate  premedication  hypo- 
ventilated  more  than  those  without  premedi- 
cation and  as  a result  had  even  lower  Pa02 
levels  and  slightly  higher  PaC02  levels. 

Another  limitation  to  this  technic  is  that 
the  anesthetist  may  well  be  committed  to 
assisting  or  controlling  ventilation  through- 
out and  would  be  unable  to  attend  to  any 
other  problem  in  the  operating  room.  While 
we  personally  advocate  that  the  anesthetist 
in  a modem  hospital  situation  give  his  un- 
divided attention  to  the  patient,  we  appre- 
ciate the  fact  that  this  cannot  always  be 
accomplished  under  the  circumstances  for 
which  this  technic  is  being  studied. 

Several  relevant  areas  were  not  investi- 
gated in  this  study.  For  example,  electro- 
cardiograms were  not  monitored.  However, 
at  least  2 patients  had  obvious  arrhythmia, 
which  was  detected  by  palpating  the  radial 
pulse  during  episodes  of  breath-holding  and 
laryngospasm.  Further,  we  did  not  deter- 
mine the  margin  of  safety  of  this  technic  in 
regard  to  the  liver.  We  were,  of  course, 
aware  that  the  cost  of  halothane  would  make 
this  technic  prohibitive  in  underdeveloped 
nations. 

Another  facet  of  this  study  worthy  of 
emphasis  concerns  Pa02  levels  in  patients 
emerging  from  anesthesia.  At  a time  when 
patients  were  breathing  adequately  and  were 
responding  to  their  names,  they  had  Pa02 
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levels  below  their  preanesthetic  and  post- 
anesthetic levels,  indicating  that  some  lung 
areas  were  poorly  ventilated.  We  believe 
that  many  patients  in  the  immediate  post- 
anesthesia period,  regardless  of  the  mode  of 
anesthesia,  exhibit  the  same  phenomenon. 
Oxygen  therapy  in  the  recovery  room  would 
correct  the  Pa02  but  would  not  prevent  and 
might  even  hasten  atelectasis  of  poorly 
ventilated  areas.  A better  approach  would 
be  to  hyperinflate  patients’  lungs  with  air 
or  to  encourage  deep  breathing  and  coughing 
as  soon  as  possible. 

Halothane-air  has  a narrow  margin  of 
safety  and  probably  should  not  be  used  by 
unskilled  anesthetists.  The  technic  may  be 
used  to  a limited  extent  by  skilled  anesthe- 
tists willing  to  take  a calculated  risk.  It  is 
safer  if  opiate  premedication  is  avoided. 

Summary 

Thirty-two  patients  were  anesthetized 
with  halothane-air,  using  a draw-over  in- 
haler, self-inflatable  bag,  nonrebreathing 
valve,  and  mask.  Arterial  blood  studies 
revealed  that  pH  and  PaC02  values  were 
maintained  within  normal  limits  for  the  most 
part  but  tended  toward  respiratory  acidosis. 
Pa02  values  were  decreased  to  as  low  as  55 
mm.  Hg  from  starting  values  of  90  and 
remained  below  control  value  throughout 
anesthesia,  even  though  alveolar  ventilation 
was  adequate;  this  indicated  varying  de- 
grees of  uneven  ventilation  of  the  lungs.  It 
was  observed  that  low  Pa02  is  a frequent 
occurrence  in  the  immediate  postanesthetic 
period. 

Patients  premedicated  with  meperidine 
hydrochloride  tended  more  toward  respira- 
tory acidosis  and  hypoxia  than  did  patients 
who  received  no  premedication.  Oxygen 
saturation  did  not  reflect  the  magnitude  of 
decrease  in  Pa02.  It  was  frequently  difficult 
to  maintain  anesthesia  with  halothane-air 
because  of  hypotension.  Halothane-air, 
although  convenient  for  administering  an- 
esthesia with  minimal  equipment,  has  too 
narrow  a margin  of  safety  to  be  advocated 
for  use  by  unskilled  anesthetists. 

References 

1.  Papantony,  M.,  and  Landmesser,  C.  M.:  Portable 

unit  for  fluothane-air  anesthesia  (“PUFFA”),  Anesthesi- 
ology 21:  768  (Nov.-Dee.)  1960. 

2.  Nunn,  J.  F.:  Portable  anaesthetic  apparatus  for  use 
in  the  Antarctic,  Brit.  M.  J.  1:  1139  (Apr.  22)  1961. 


3.  McCartney,  H.  H.:  Halothane-air  anesthesia  using 

the  “Pulmotec”  apparatus,  Canad.  Anaes.  Soc.  J.  8:  281 
(May)  1961. 

4.  McNally,  N.  H.,  Neily,  H.  H.,  and  Benoit,  J.: 
Anaesthesia  for  emergency  hospitals,  ibid.  9:  524  (Nov.) 
1962. 

5.  Norton,  M.  L.,  and  Kubota,  Y.:  Experiences  with 

cardiac  catheterization  using  halothane-compressed-air 
anesthesia.  Anesthesiology  21:  374  (July- Aug.)  1960. 

6.  Cole,  P.  V.,  and  Parkhouse,  J. : Blood  oxygen  satura- 
tion during  anaesthesia  with  volatile  agents  vaporized  in 
room  air,  Brit.  J.  Anaesth.  33:  265  (May)  1961. 

7.  Deibler,  G.  E.,  Holmes,  M.  S.,  Campbell,  P.  L.,  and 
Gans,  J.:  Use  of  triton  X-100  as  a hemolytic  agent  in  the 
spectrophotometric  measurement  of  blood  O2  saturation, 
J.  Appl.  Physiol.  14:  133  (1959). 

8.  Elam,  J.  O.:  Personal  communication. 

9.  Comroe,  J.,  et  al .:  The  Lung,  2nd  ed.,  Chicago, 

Yearbook  Publishers,  1952,  p.  44. 

10.  Markello,  R.,  Cutter,  J.  A.,  and  King,  B.  D.:  Hyper- 

ventilation studies  during  nitrous  oxide-narcotic-relaxant 
anesthesia.  Anesthesiology  24:  225  (Mar. -Apr.)  1963. 

11.  Bendixen,  H.  H.,  Hedley- Whyte,  J.,  and  Laver, 

M.  B.:  Impaired  oxygenation  in  surgical  patients  during 

general  anesthesia  with  controlled  ventilation.  A concept 
of  atelectasis.  New  England  J.  Med.  269:  991  (Nov.  7)  1963. 


Discussion 

Louis  R.  Orkin,  M.D.,  The  Bronx , New 
York.  I am  delighted  to  hear  the  presenta- 
tion and  to  have  the  privilege  of  discussing 
this  carefully  conceived  and  executed  study. 

Before  entering  into  the  scientific  aspects, 
let  me  clear  the  air  concerning  the  practical- 
ity of  this  approach  in  terms  of  caring  for 
victims  of  a civilian  atomic  disaster  or  a 
future  wartime  episode.  The  possibility  of 
either  of  these  catastrophies  is  the  sword 
which  hangs  over  our  heads,  but  the  possi- 
bility that  either  would  result  in  an  atmos- 
phere in  which  anesthetics  could  be  admin- 
istered in  an  organized  way  is  a fantasy  we 
should  not  entertain.  Stonier*  estimates 
that  if  a 20-megaton  bomb  detonated  in 
Columbus  Circle  there  would  be  no  relief 
operations  within  16  miles  of  a ground  burst 
or  within  20  miles  of  an  air  burst.  The 
number  of  casualties  will  depend  on  the 
warning  time,  but  Stonier  estimates  that  6 
million  deaths  would  occur  within  a few 
days  if  the  burst  is  during  a weekend  and  7 
million  if  it  occurs  during  working  time. 
Let  us  realize  that  no  method  of  anesthesia, 
portable  or  otherwise,  will  be  effectively 
useful. 

Second,  for  clarity  of  language  and 
thought,  I suggest  that  we  restrict  the  term 
“ventilation”  to  the  movement  of  air  in  and 
out  of  the  lungs  or  use  it  to  indicate  that  the 
volume  is  reasonable  when  it  meets  the 

* Stonier,  T.:  Anticipated  biological  and  environmental 

effects  of  detonating  a twenty-megaton  weapon  on  Columbus 
Circle  in  New  York  City,  Ann.  New  York  Acad.  Sc.  105: 
287  (Aug.  15)  1963. 
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requirements  according  to  a weight,  height, 
or  age  nomogram.  “Adequate”  or  “inade- 
quate” ventilation  is  a dynamic  physiologic 
concept  based  on  the  ability  to  maintain 
a normal  blood -gas  exchange  mechanism. 
Thus,  ventilation  may  be  normal  but  in- 
adequate ventilation  or  hypoventilation  may 
exist  but  be  adequate.  Factors  of  inade- 
quacy may  thus  be  related  to  mixtures  of 
gases  inhaled,  distribution,  diffusion  mem- 
branes, ventilation-perfusion  ratios,  or  circu- 
lation. 

Increased  gradients  between  the  inhaled - 
oxygen  tension  and  the  arterial  oxygen  ten- 
sion during  anesthesia  have  been  seen  in  our 
own  laboratories,  those  of  Dr.  Markello  and 
his  colleagues,  and  others.  Many  patients 
inhaling  oxygen  at  tensions  of  160  mm.  Hg 
have  arterial  oxygen  tensions  of  70  to  80 
mm.  Hg;  patients  inspiring  oxygen  at  ten- 
sions of  600  mm.  Hg  have  arterial  oxygen 
tensions  of  250  to  350  mm.  Hg.  The  present 
explanation  for  this  observation  is  the  possi- 
bility of  miliary  atelectasis  and  a disturbance 
of  ventilation-perfusion  ratios.  Such  dis- 
turbances, as  Markello  and  his  colleagues 
indicate,  can  exist  in  the  postoperative 


period.  The  exact  value  of  the  “sigh,”  or 
periodic  deep  breath,  is  as  yet  unproved  but 
offers  the  best  possibility  for  simple  correc- 
tion. 

The  problem  of  inadequate  ventilation 
occurs  often  during  anesthesia  and  is  not 
related  solely  to  the  inhaled  gas  mixture. 
Even  with  4 per  cent  halothane  in  air,  the 
inhaled  oxygen  concentration  should  be 
about  19  per  cent.  In  the  patients  pre- 
sented, some  factor  other  than  anoxic  anoxia 
must  be  contemplated.  Neither  Dr.  Mar- 
kello and  his  colleagues  or  others  have 
established  the  mechanism  or  the  corrective 
measures  to  be  taken. 

In  relation  to  hypotension,  this  is  a com- 
mon finding  with  halothane  anesthesia.  We 
use  mixtures  of  50  per  cent  oxygen  to  50  per 
cent  nitrous  oxide  as  the  vehicle  to  lessen  this 
effect.  I will  not  prolong  the  discussion  to 
elaborate  on  the  significance  of  such  hypo- 
tension, but  some  evidence  exists  that  tissue 
perfusion  may  be  adequate. 

I know  that  I have  not  brought  many  new 
points  to  Dr.  Markello’s  presentation,  but  I 
hope  I have  emphasized  the  important 
aspects. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York,  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Tumors  of  Testis 


MEYER  M.  MELICOW,  M.D. 

New  York  City 
AURELIO  C.  USON,  M.D. 

New  York  City 
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The  prognosis  in  testicular  cancer  is  de- 
pendent mainly  on  the  histologic  character 
of  the  neoplasm.  Thus  most  patients  with 
a seminoma  testis,  even  in  the  presence  of 
metastases,  have  been  cured  of  the  disease 
following  adequate  surgery  and  radio- 
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germinal  tumors  of  the  testis  are  composed 
of  two  groups:  (2)  seminomas,  which  metas- 
tasize via  lymphatics  to  lymph  nodes  or 
lungs  and  are  highly  sensitive  to  radiation; 
and  ( 2 ) embryonal  tumors,  including  em- 
bryomas,  choriocarcinomas,  embryonal  car- 
cinomas, teratocarcinomas,  and  adult  terato- 
mas; these  metastasize  via  blood  and  lym- 
phatics and  are  radioresistant.  Nongerminal 
tumors  of  the  testis  are  rare.  Secondary 
tumors  of  the  testis  may  occur  also. 


therapy,  while  the  majority  of  those  suffer- 
ing from  one  of  the  subgroups  of  embryonal 
carcinoma  have  fared  badly.  It  is  for  these 
reasons  that  a clear  understanding  of  the 
various  types  of  tumors  of  the  testis  is 
essential  for  the  general  practitioner  as  well 
as  for  the  urologist. 

Any  classification  of  a group  of  related 
entities,  to  be  satisfactory,  should  be  based 
on  the  etiology,  the  histologic  picture,  the 
clinical  course,  and  the  results  of  past 
treatment.  After  all,  the  aim  of  the  pathol- 
ogist is  not  only  to  identify  the  tissue  at 
hand,  but  also  to  suggest  thereby  a prog- 
nosis. An  acceptable  classification  should 
have,  in  addition,  the  merit  of  logic  in  the 
sequential  arrangement  of  items,  making  it 
easy  to  remember.  If  the  classification  is 
supported  by  experimental  findings,  so 
much  the  better. 

The  grouping  of  tumors  of  the  testis  has 
undergone  many  changes  in  several  decades 


TABLE  I.  Classification  of  neoplasms  of  testis4 


Tumors 

Primary 

Germinal 

Seminomas 


Embryomas*  . 


Nongerminal 


Secondary 


Description 


Unicellular  carcinoma  (“caviar”  cells);  tend  to  metastasize  via  lym- 
phatics; radiosensitive;  comprise  about  45  to  50  per  cent  of  total 
(Embryomas,  blastula  (embryoid  bodies),  very  rare 

| Chorionic  carcinoma  (syncytiotrophoblasts  and  cy totrophoblasts) , rare 
\ Embryonal  carcinoma  (mostly  endodermal),  about  25  per  cent  of  total 
i Teratocarcinoma  (partly  differentiated  embryonal  carcinoma) , about  25 
per  cent  of  total 

I Adult  teratoma  (completely  differentiated),  uncommon 
| Interstitial  cell  tumors 
i Sertoli  cell  tumors 

| Tubular  adenomas  (feminizing  testes) 

(Tumors  of  stroma,  and  so  forth 
(Lymphomas,  leukemias,  and  so  forth 
l Multiple  myeloma,  and  so  forth 

(By  metastasis  from  malignant  condition  of  other  organs 


* May  be  present  in  same  tumor  and/or  in  metastases.  which  occur  via  blood  stream  and  lymphatics.  These  tumors  are 
radioresistant. 
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FIGURE  1.  Schematic  representation  of  postulate  which  is  basis  for  classification  of  germinal  tumors  of 
testis,  that  is,  release  of  the  trigerminal  potential  inherent  in  totipotent  germ  cells.  Two  upper  sets  of 
figures  represent  comparison  of  stages  in  normal  fetal  development  with  those  in  embryonal  tumors  of 
testis.  In  pure  seminoma,  trigerminal  potential  is  not  released,  so  that  component  totipotent  germ  cells 
merely  multiply,  and  the  resultant  pattern  is  unicellular. 


and  there  still  is  considerable  disagreement 
both  here  and  abroad  in  regard  to  nomen- 
clature.1 The  important  discovery  in  1936 
by  Peyron2  of  the  presence  of  embryoid 
bodies,  that  is,  in  a testicular  tumor,  and  a 
similar  finding  by  one  of  us  in  1940 3 have 
stimulated  a reappraisal  of  original  concepts 
and  the  presentation  of  a new  classification 
in  1955  (Table  I).4  This  novel  but  logical 
arrangement  has  had  recent  experimental 
support  by  the  work  of  Stevens5-8  and 
Pierce,  Dixon,  and  Verney.9-13  Stevens 
stated  that  “Melicow’s  point  of  view, 
namely,  that  embryonal  carcinoma,  terato- 
carcinoma,  and  adult  teratoma  might  repre- 
sent consecutive  stages  in  the  development  of 
a single  kind  of  neoplasm,  receives  strong 
support  from  experimental  observation.  ” 8 

Our  classification  is  based  on  the  following 
postulates. 

1.  The  majority  of  tumors  of  the  testis 
arise  from  its  component  cellular  elements. 
The  significant  testicular  cells  are: 

Germ  cells,  that  is,  spermatogones  and 
their  derivatives.  Tumors  that  originate 
from  these  cells  comprise  the  family  of 
“germinal  tumors.” 


Interstitial  cells,  Sertoli  cells,  and  epi- 
thelial cells  that  line  the  rete  testis.  Tumors 
arising  from  these  cells  and  from  those  of 
the  testicular  stroma  comprise  the  group  of 
“nongerminal  tumors/’ 

2.  The  family  of  germinal  tumors  is  com- 
posed of  two  groups  each  produced  by  a 
different  response  of  the  spermatogones  to 
some  unknown  carcinogenic  agent  (s)  or 
factor  (s): 

When  the  germ  cells  are  stimulated  to 
divide  and  multiply,  while  retaining  their 
trigerminal  potential  and  original  appear- 
ance, the  resultant  tumor  is  a unicellular 
mass  known  as  seminoma  or  dysgerminoma 
(Figs.  1,  2,  and  3). 

When  the  carcinogenic  agent  (s)  or  fac- 
tor (s)  stimulate  the  cells  not  only  to  divide 
but  also  to  release  the  trigerminal  potential 
inherent  in  their  nuclei,  without  the  benefit 
of  union  with  an  oocyte,  then  a chain  of 
events  is  set  in  motion  simulating  the 
development  of  an  embryo  (Fig.  1),  which 
culminates  in  the  formation  of  embryonal 
tumors.  In  normal  pregnancy  the  fertilized 
ovum  divides  rapidly  to  form  a blastula  with 
an  inner  cell  mass  and  an  outer  ring. 
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FIGURE  2.  (A)  Testicular  tumor  removed  from  thirty-three-year-old  man.  It  measured  6.5  by  5 by  3.5  cm. 
Note  smooth  appearance  of  cut  surface,  with  little  hemorrhage.  (B)  Section  showed  characteristic  uni- 
cellular appearance  of  seminoma  with  lymphoid  stroma.  Patient  was  alive,  well,  and  free  of  metastases 
ten  years  after  orchiectomy. 


Chorionic  cells  differentiate  from  the  latter. 
The  counterpart  for  this  early  fetal  stage  is 
seen  in  embryonal  tumors  only  on  rare  oc- 
casions. The  tumors  contain  blastulas 
(embryoma)  which  are  usually  accompanied 
by  chorionic  tissue  (choriocarcinoma)  (Fig. 
4).  In  normal  pregnancy  the  blastula 
breaks  quickly  into  a well-recognized  pattern 
of  three  germ  layers:  ectoderm,  mesoderm, 
and  endoderm.  The  blastulas  in  embryonal 
tumors  of  the  testis,  too,  are  transformed 
into  such  layers,  but  compression  by  neigh- 
boring tissues  and  the  ‘ ‘unnatural”  environ- 
ment produce  a hodgepodge  distortion  of 
the  primary  layers,  with  endoderm  usually 
outgrowing  the  rest  (embryonal  carcinoma, 
Fig.  5).  In  normal  pregnancy  the  three 
germ  layers  differentiate  progressively  into 
normal  tissues,  organs,  and  systems.  Should 
an  aberration  occur  at  this  stage,  then  a 
teratoid  monster  forms.  On  the  basis  of 
the  postulate,  one  may  surmise  that  similar 
attempts  at  differentiation  into  tissues  and 


organs  within  the  distorted  primitive  layers 
of  an  embryonal  tumor  result  in  the  forma- 
tion of  a teratocarcinoma  (Fig.  6).  Com- 
plete differentiation  into  organs  and  systems 
characterizes  the  normal  fetus  at  term. 
In  an  adult  teratoma  of  the  testis  there  is 
likewise  an  advanced  differentiation  of  the 
tumor  elements  into  tissue  and  organoid 
structures  (Fig.  6). 

Clinical  occurrence  of  the  extreme  sub- 
groups of  embryonal  tumors,  namely  the 
embryomas  and  teratomas,  is  rare:  pure 
embryomas,  because  they  represent  a tem- 
porary and  unstable  stage  which  goes  quickly 
into  embryonal  carcinomas,  and  adult 
teratomas,  because  in  most  instances  metas- 
tases during  the  embryonal  or  teratocar- 
cinoma stage  kill  the  patient  before  local 
differentiation  can  occur  or  removal  of  the 
malignant  condition  has  antedated  differ- 
entiation. Choriocarcinomas,  too,  are  in- 
frequent. They  are  highly  invasive,  cause 
local  hemorrhage,  infarction,  and  scarring, 
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FIGURE  3.  (A)  Cystogram  following  intravenous  injection  of  contrast  medium  showing  soft  tissue  density 
above  bladder  shadow  which  proved  to  be  site  of  tumor  of  ectopic  undescended  testis  in  thirty-five-year-old 
man.  Ureteral  shadows  are  displaced  laterally.  (B)  The  tumor,  a seminoma,  weighed  407  Gm.  Patient 
alive,  well,  and  free  of  metastases  at  last  follow-up,  nine  years  after  orchiectomy. 


FIGURE  4.  (A)  Photomicrograph  of  section  from  testicular  tumor  removed  from  twenty-eight-year-old  man 
who  complained  of  loss  of  weight,  chest  pain,  gynecomastia,  and  rapid  increase  in  size  of  left  scrotal  mass 
which  had  been  present  for  several  months.  Preoperative  Aschheim-Zondek  test  showed  strongly  positive 
results.  Left  orchiectomy  was  performed,  and  testicular  tumor  measuring  9 by  6 by  5.5  cm.  was  removed. 
It  was  markedly  hemorrhagic  on  section.  Note  two  embryoid  bodies  (blastulas)  with  inner  cell  masses  and 
outer  ring.  (B)  Section  showing  area  of  choriocarcinoma.  Note  syncytiotrophoblasts,  underlying  cyto- 
trophoblasts,  and  hemorrhage.  Patient  died  three  months  following  orchiectomy  with  metastases  to  liver 
and  lungs. 
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FIGURE  5.  (A)  Tumor  of  testis,  weighing  31  Gm.,  removed  from  twenty-eight-year-old  man.  Note  areas 
of  hemorrhage.  (B)  Section  revealing  pattern  characteristic  of  embryonal  carcinoma.  Endodermal  ele- 
ments predominate.  Note  pseudogland-like  formation. 


and  leave  little  trace  in  the  testis.  Their 
metastases,  however,  can  grow  luxuriantly 
and  destroy  the  host.  Embryonal  car- 
cinomas and  teratocarcinomas  comprise  the 
largest  number  of  the  group. 

The  line  of  cleavage  between  subgroups 
of  embryonal  tumors  is  not  a sharp  one. 
Chorionic  elements  may  be  found  in  em- 
bryonal carcinomas  and  in  teratocarcinomas. 
The  embryonal  elements  in  a terato- 
carcinoma  are  so  numerous  at  times  that, 
unless  block  sections  are  made,  the  teratoid 
portion  may  be  missed.  It  is  not  surprising 
to  find  that  the  histologic  patterns  in 
embryonal  carcinomas  vary  considerably. 
Local  factors  may  favor  predominance  of  one 
germinal  layer  in  one  tumor  and  a different 
layer  in  another.  Local  factors  may  also 
be  responsible  for  the  formation  of  a nodule 
of  embryonal  carcinoma  in  one  area  of  a 
tumor  and  another  nodule  of  more  differ- 
entiated tissue,  that  is,  a teratocarcinoma 
or  adult  teratoma,  in  a different  area  (Fig. 

7). 

The  embryomatous  tumors,  in  our  series 


of  cases,  showed  great  aggressiveness  and 
tended  to  be  resistant  to  radiotherapy. 
They  invaded  the  blood  stream  as  well 
as  lymphatics.  The  mortality  rates  were 
highest  in  embryoma  and  choriocarci- 
noma and  were  relatively  high  in  embry- 
onal carcinoma.  The  tendency  toward  dif- 
ferentiation evidenced  in  teratocarcinoma 
was  not  significantly  reflected  in  improve- 
ment in  postoperative  results.  This  is  not 
surprising,  since  “no  cancer  is  better  than 
its  worst  part,”  and  in  teratocarcinoma  we 
were  dealing  with  a tumor  that  is  partly 
differentiated  and  partly  undifferentiated 
and  malignant.  There  were  no  deaths  in  a 
five-year  follow-up  of  4 cases  of  adult 
teratoma. 

Seminomas  behave  in  a manner  similar 
to  cancers  of  other  organs  of  the  body, 
that  is,  the  somatic  tumors  (Fig.  8).  Thus 
seminomas  and  somatic  tumors  start  out 
as  well-differentiated  neoplasms  but  show, 
in  their  life  cycle,  a tendency  toward  dediffer- 
entiation and  become  anaplastic.  The 
embryomatous  groups  of  testicular  tumors, 
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FIGURE  6.  (A)  Right  testis  containing  tetratocarcinoma  removed  from  thirty-two-year-old  man.  Topo- 
graphic view  revealing  variegated  pattern  of  embryonal  cartilage  (arrow)  and  wildly  growing  stroma.  Gross 
specimen  on  section  showed  areas  suggestive  of  cyst  formation  and  grayish,  glistening  cartilagenous  for- 
mations. (B)  Section  through  adult  cartilage  present  in  testicular  tumor  removed  from  a nineteen-year-old 
boy  who  was  alive,  well,  and  free  of  metastases  five  years  after  orchiectomy. 


on  the  other  hand,  progress  toward  differ- 
entiation, that  is,  embryonal  carcinoma 
leads  to  teratocarcinoma  which  leads  to 
adult  teratoma.  This  is  a moving  picture 
process  with  a varying  rate  of  development 
and  the  histologic  findings  depend  on  the 
stage  during  which  the  tumor  is  excised. 

Seminoma 

Seminoma  or  dysgerminoma,  the  “so- 
matic’' tumor  of  the  testis,  is  usually  a pain- 
less, smooth,  heavy  mass,  homogenously 
hard  in  consistency,  and  pinkish  on  section. 
Areas  of  hemorrhage  and  greyish  foci  of 
necrosis  are  often  present.  A microscopic 
examination  reveals  masses  composed  of 
a single  type  of  fairly  large  cells,  usually  oval 
or  round  and  possessing  prominent  nuclei. 
It  is  for  this  reason  that  the  tumor  has  been 
called  unicellular,  monocellular,  or  large-cell 
carcinoma.  Connective  tissue  trabeculae 
separate  groups  of  tumor  cells.  A lympho- 


cytic infiltration  of  varying  degrees,  said  to  be 
of  good  prognostic  import  when  prominent, 
may  be  present  in  the  stroma.  The  neigh- 
boring testicular  tissue  is  compressed, 
and  the  seminiferous  tubules  are  usually 
atrophic.  Occasionally  their  lining  germinal 
cells  shows  enlarged,  hyperchromatic  nuclei 
which  resemble  those  seen  in  the  seminoma 
cells.  Anaplasia  is  characterized  by  varia- 
tion in  size  and  shape  of  the  cells  and  in  their 
nuclei,  an  increase  in  mitosis,  and  a decrease 
of  stroma  and  lymphocytes. 

A variant  of  seminoma,  labeled  sperma- 
tocytic  seminoma,  has  been  described  by 
Masson14  and  Scully.15  It  is  said  to  be  a 
more  differentiated  type  of  unicellular 
tumor.  Seminomas  metastasize  usually  via 
lymphatics  into  the  retroperitoneal  lymph 
glands.  Blood-borne  metastases  involve  the 
lungs  most  frequently,  but  metastases  to 
other  areas  or  organs  are  not  uncommon. 
Seminomas  are  usually  highly  radiosensi- 
tive. 
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FIGURE  7.  Findings  in  metastases  from  testicular  tumors:  Seminoma  and  embryonal  tumor  maybe 
present  in  same  testis,  and  metastases  may  contain  one  or  both  components.  Overlapping  of  subgroups 
indicated  by  intersectingcircles.  Chorionic  elements  in  embryoma  may  destroy  themselves  locally  by  vas- 
cular invasion  and  infarction.  Distant  chorionic  metastasis  can  thrive  while  locally  only  scar  remains 
and/or  embryonal  elements  may  differentiate  through  into  teratocarcinoma  or  adult  teratoma. 


FIGURE  8.  Behavior  pattern  of  cell  components  of 
testicular  tumors:  Histologically,  seminoma  be- 
haves like  other  somatic  tumors,  while  embryonal 
testicular  tumors  simulate  processes  in  embryo. 
Former  are  differentiated  at  start  and  tend  to  be- 
come anaplastic;  latter  start  as  anaplastic  cells 
and  tend  to  become  differentiated. 

Embryonal  tumors 

The  embryonal  tumors  include  embryoma, 
choriocarcinoma,  embryonal  carcinoma, 
teratocarcinoma,  and  adult  teratoma.  The 
embryoma  or  blastula  tumor  is  quite  rare 
and  is  usually  found  in  association  with  an 
embryonal  carcinoma  (Fig.  4).  The  inner 
cell  mass  and  outer  ring  characteristic  of  a 
blastula  are  seen  in  varying  sizes  and  shapes. 
Langhans’  cells  may  be  present  nearby. 
Foci  of  choriocarcinoma  are  also  seen,  usually 
near  a blood  vessel  which  apparently  had 
been  eroded,  producing  an  area  of  hemor- 
rhage and  infarction.  At  times  the  chorio- 
carcinoma predominates.  It  is  important  to 
perform  an  Aschheim-Zondek  test  pre- 
operatively  in  all  patients  with  a testicular 
tumor  because  not  all  choriocarcinomas  are 
associated  with  gynecomastia.  The  syn- 
cytial cells  of  a choriocarcinoma  are  large, 
join  one  another,  and  appear  stretched  out, 
and  the  smaller  cytotrophoblasts  may  be 


present  nearby  and  at  times  predominate. 
Occasionally  deep  staining  cells  embrace 
smaller  ones  in  elliptical  fashion.  These  have 
been  called  applique  cells  and  are  looked 
on  as  a variation  of  trophoblasts. 16 

The  embryonal  carcinoma  is  the  common 
tumor  in  the  group  of  embryonal  tumors.  It 
is  a wildly  growing  mass  of  embryonal  cells, 
forming  a hodgepodge,  and  at  times  con- 
tains more  than  one  germinal  layer;  how- 
ever, the  endoderm  predominates  (adeno- 
carcinoma). 

The  frequency  of  teratocarcinoma  is 
equal  to  that  of  embryonal  carcinoma  but  is 
really  an  embryonal  carcinoma  with  foci 
of  tissue  revealing  attempts  at  differentia- 
tion (embryonal  cartilage,  intestinal  glands, 
and  so  forth). 

The  adult  teratoma  shows  well-differ- 
entiated elements,  such  as  adult  cartilage, 
bone,  and  so  forth.  It  is  important  to 
emphasize  that  the  groups  are  not  exclusive 
of  one  another,  but  tend  to  merge.  The 
process  is  a moving  picture,  one  which  comes 
to  a stop  at  the  time  of  orchiectomy. 

Metastases  in  the  embryonal  group  spread 
via  the  blood  stream  and  lymphatics,  and 
the  tumors  in  general  tend  to  be  radio- 
resistant. The  concept  presented  in  this 
classification  clarifies  the  puzzling  finding 
of  one  type  of  tumor  in  the  testis  and  an- 
other in  the  metastases.  It  is  a matter  of 
the  extent  of  differentiation  into  tissue  el- 
ements which  local  factors  may  retard  or  en- 
hance (Fig.  8). 
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FIGURE  9.  (A)  Section  through  tumor  of  testis  from  five-year-old  boy  who  revealed  macrogenitosomia. 
Note  masses  of  large  polygonal  cells  containing  eccentric  nuclei  and  prominent  nucleoli.  (B)  Section 
through  large  scrotal  tumor,  weighing  850  Gm.,  removed  from  fifty-two-year-old  man  with  gynecomastia. 
Note  resemblance  to  ovarian  tumor  with  presence  of  Call-Exner  bodies. 


Testicular  tumors  in  children 

Tumors  of  the  testis  in  children  are  rare 
and  as  a rule  differ  in  histology  and  prognosis 
from  those  in  the  adult.  An  analogy  to 
renal  tumors  may  be  drawn  at  this  point. 
In  the  adult,  renal  cancer  (Grawitz  tumor) 
probably  arises  from  some  portion  of  the 
nephron  unit.17  The  nephroblastoma  or 
Wilms  tumor  of  children,  on  the  other 
hand,  probably  originates  as  a dysgenetic 
growth  in  the  developing  kidney.  Renal 
carcinomas  resembling  those  in  the  adult 
are  very  rare  in  children.  In  general  the 
nephroblastomas  have  a worse  prognosis 
than  the  renal  tumors  that  are  character- 
istic of  adults.  However,  the  younger  the 
child  (under  two  years  of  age),  the  better  is 
the  outlook  following  adequate  surgery.18 
Testicular  tumors  in  children,  like  the  Wilms 
neoplasms  in  the  kidney,  are  probably  con- 
genital. They  may  arise,  according  to 
Teilum,19-20  from  germinal  vitelline  cells.21 
Unlike  the  nephroblastoma,  the  gonadal 


tumors  in  children  have  a better  prognosis 
than  testicular  tumors  of  adults.  However, 
predictions  based  on  the  histologic  patterns 
are  not  reliable  because,  in  general,  our 
knowledge  of  the  oncology  of  these  gonadal 
growths  in  juveniles  is  scanty.22 

Nongerminal  tumors 

The  nongerminal  neoplasms  of  the  testis 
are  quite  rare.  They  may  be  classified  as 
interstitiomas,  Sertoli  cell  tumors  (andro- 
blastomas, gynandroblastoma,  tubular 
adenomas),  and  tumors  of  the  rete  testis. 
The  interstitiomas  induce  precocious 
pseudopuberty  in  boys23;  on  the  other  hand, 
in  men  feminization  is  frequently  present. 
The  majority  of  the  tumors  are  benign  (Fig. 
9).  There  is  a remarkable  resemblance  to 
adrenal  tissue,  and  some  pathologists  re- 
gard the  neoplasms  as  cortical  choristomas 
(adrenal  cortex  rest  tumors).24  The  Sertoli 
cell  neoplasms  are  extremely  rare  and  tend  to 
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FIGURE  10.  (A)  Testicular  tumor  removed  from  fifty-four-year-old  man,  whose  presenting  symptoms  were 
scrotal  mass  and  pronounced  weakness.  Tumor  weighed  100  Gm.  Note  smooth  appearance  of  tumor 
suggestive  of  uniform  cellular  content.  (B)  Section  through  tumor  showing  diffuse  infiltration  of  stroma  by 
plasmacytes  surrounding  seminiferous  tubules.  Sections  of  bone  marrow  also  showed  multiple  myeloma. 
Diagnosis:  multiple  myeloma  invading  testis. 


feminize.  Sometimes  there  is  a pronounced 
histologic  resemblance  to  ovarian  neoplasms, 
and  very  rarely  even  Call-Exner  bodies  are 
present  (Fig.  9).  An  interesting  lesion  is  the 
“feminizing”  testis,  which  frequently  con- 
tains tubular  adenomas  lined  by  Sertoli 
cells  and  in  which  in  spite  of  the  negative 
sex  chromatin  pattern,  a female  phenotype 
and  external  genitalia  are  present.  The 
testes  are  often  intra-abdominal  or  present 
in  the  labia.  There  is  no  evidence  of  a 
uterus  or  tube. 

Secondary  tumors  of  the  testis 

Metastases  to  the  testis  are  not  uncom- 
mon. The  leukemias,  particularly  in 
children,  are  prone  to  show  testicular  infiltra- 
tion. The  presenting  symptom  in  lympho- 
sarcomas and  multiple  myeloma  may  be  a 
lump  in  the  testis.  Lymphosarcoma  may 
resemble  an  anaplastic  small-celled  seminoma 
(Fig.  10).  The  characteristic  feature  of 


secondary  invasion  of  the  testis  is  diffuse 
infiltration  by  the  invading  cells  into  the 
stroma  separating  and  engulfing  tubules. 
This  is  unlike  the  process  in  primary  tumors 
in  which  surviving  seminiferous  tubules 
are  compressed  by  the  expanding  tumor 
mass.25 

Summary 

A table  of  classification  of  tumors  of  the 
testis  has  been  presented.  The  family  of 
germinal  tumors  is  composed  of  two  major 
subgroups:  (1)  the  seminomas  and  (2)  the 
embryonal  tumors. 

The  seminomas  are  unicellular  neoplasms 
which  produce  a solid  mass  and  which  on 
section  appear  pinkish-gray  and  show  little 
hemorrhage  but  some  focal  necrosis.  These 
neoplasms  tend  to  metastasize  via  lym- 
phatics to  lymph  nodes  or  lungs  and  are 
highly  sensitive  to  radiation. 

The  embryonal  tumors  comprise  an  in- 


September  1,  1964  / New  York  State  Journal  of  Medicine  2199 


teresting  subgroup  of  germinal  tumors  and 
are  themselves  divided  into  a number  of 
subgroups:  (1)  embryomas,  containing  em- 
bryoid  bodies  or  blastulas,  (2)  choriocar- 
cinomas, (3)  embryonal  carcinomas,  (4) 
teratocarcinomas,  and  (5)  adult  teratomas. 

Embryonal  tumors  tend  to  show  consider- 
able hemorrhage  on  section.  They  grow 
rapidly,  metastasize  via  blood  and  lymphat- 
ics, and  are  radioresistant. 

A positive  Aschheim- Zondek  reaction  in 
the  urine  is  obtainable  in  choriocarcinoma. 
This  test  should  be  performed  preopera- 
tively  in  all  patients  with  a testicular  mass. 
The  test  can  then  be  repeated  postopera- 
tively  at  regular  intervals  as  a means  of 
determining  whether  metastases  are  present. 

Embryonal  carcinoma  and  teratocarci- 
noma  are  the  two  common  embryonal 
cancers  of  the  testis. 

Tumors  of  the  testes  in  children  are  rare. 
The  majority  may  represent  growths  de- 
veloping in  dysgenetic  testes.  In  general 
they  are  less  malignant  than  those  in  adults. 

Interstitiomas  are  rare  and  tend  to  pro- 
duce precocious  pseudopuberty  in  children; 
the  sertoliomas  are  feminizing. 

Secondary  tumors  of  the  testis,  partic- 
ularly lymphosarcoma  and  leukemic  infiltra- 
tion, do  occur,  and  on  rare  occasion  the  chief 
complaint  may  be  a lump  in  the  testis. 
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a comparative  study  was  made  of  oxytetra- 
cycline  and  chloramphenicol  in  surgery  of  the 
urinary  tract  in  23  patients  with  chronic 
prostatitis,  30  patients  who  had  undergone 
prostatectomy , and  8 patients  who  had  had  a 
lumbar  nephrectomy.  The  drugs  were  equally 
effective  and  well  tolerated.  Clinical  judg- 
ment, rather  than  bacterial  count  alone,  should 
be  used  in  instituting  antibacterial  therapy. 


Comparative  Evaluation 
of  Oxytetracycline  and 
Chloramphenicol  in 
Surgery  of  Urinary 
Tract 

MAURICE  J.  GONDER,  M.D. 

PETER  RICCI,  M.D. 
SIDNEY  SHULMAN,  Ph.D.* 
WARD  A.  SOANES,  M.D. 
NAT  M.  MINSLEY,  M.S.P.H. 

Buffalo,  New  York 

Chief  (Dr.  Gonder)  and  Resident  Physician  (Dr.  Ricci), 
Urology  Service,  Veterans  Administration  Hospital 


Once  the  chemical  structure  of  oxytetra- 
cycline (Terramycin),  shown  in  Figure  1, 
had  been  described  in  1952  by  Hochstein  et 
al.,1  it  soon  was  established  that  the  com- 
pound possessed  a potent  action  in  the 
prevention  and  therapy  of  infectious  diseases. 
Its  high  concentration  in  the  urine  made  the 
new  antibiotic  particularly  indicated  for  the 
treatment  of  urinary  tract  infections,  and 
studies  were  initiated  to  investigate  these 
possibilities.  Thus,  Longley2  mentioned 
that  samples  of  urine  taken  at  random 
yielded  an  oxytetracycline  concentration  be- 
tween 40  and  1,000  micrograms  per  milli- 
liter following  administration  of  only  1 Gm., 
whereas  most  of  the  common  bacteria  pres- 
ent in  infections  of  the  bladder  and  urethra 

* Recipient  of  a Research  Career  Award  (GM-K3-1377) 
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were  sensitive  to  the  antibiotic  in  concentra- 
tions less  than  25  micrograms  per  milliliter. 
Kunin,  Dornbush,  and  Finland3  described 
the  average  urinary  ninety-six-hour  recovery 
of  oxytetracycline  as  70  per  cent  of  the 
administered  dose.  Other  investigators 
found  oxytetracycline  especially  effective  in 
the  therapy  of  prostatitis4-5  and  urologic 
surgery.6-7 

The  preliminary  data  on  chloramphenicol, 
(Chloromycetin),  its  nature,  its  crystalliza- 
tion, and  its  in  vivo  activity,  were  reported 
in  October,  1947,  in  Science  by  Ehrlich  et  al* 
It  also  was  reported  independently  by  Carter, 
Gottlieb,  and  Anderson.9  Shortly  after, 
the  isolation  and  characterization  of  crystal- 
line chloramphenicol  was  reported  by  Bartz. 10 
Chloramphenicol  is  unique  in  the  antibiotic 
field  in  that  it  is  the  first  of  the  important 
antibiotics  produced  synthetically.  The 
acute  toxicity  of  chloramphenicol  is  rela- 
tively low.  When  administered  by  mouth, 
it  is  well  utilized  and  rapidly  absorbed  into 
the  system;  relatively  high  concentrations 
of  the  drug  may  be  found  in  the  body  fluids. 
The  chemical  structure  of  chloramphenicol 
is  also  shown  in  Figure  1. 

The  present  study  was  undertaken  to 
evaluate  and  compare  the  effects  of  the  two 
antibiotics,  oxytetracycline  and  chlor- 
amphenicol, on  urinary  bacterial  flora.  Our 
investigation  also  included  the  therapy  of 
chronic  prostatitis,  hitherto  considered  re- 
fractory to  the  usual  antibiotic  therapy.11 

Method 

To  maintain  objectivity,  our  investiga- 
tions were  performed  at  random.  The  sub- 
jects of  this  study  were  61  male  patients, 
ranging  in  age  from  forty  to  seventy  years 
and  classified  in  three  groups.  In  the  first 
group  were  23  patients  with  chronic  pros- 
tatitis; in  the  second  were  30  patients  who 
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included  hemoglobin  and  hematocrit  deter- 
minations and  white  blood  cell  and  platelet 
counts.  Urine  cultures  were  prepared  and 
colony  counts  made  on  the  first,  fourth,  and 
seventh  days,  as  well  as  three  days  later, 
following  termination  of  therapy.  For  this 
purpose,  the  urine  was  diluted  until  an 
accurate  count  was  possible.  Urine  smears 
also  were  made  and  examined  by  a gram- 
staining  technic.  They  were  then  correlated 
with  the  colony  counts  in  the  urine  cultures. 


FIGURE  1.  Chemical  structure  of  oxytetracycline 
and  chloramphenicol. 

had  undergone  prostatectomy;  and  in  the 
third  were  8 patients  who  had  had  a lumbar 
nephrectomy.  In  each  of  the  three  groups, 
one  half  of  the  patients  were  treated  with 
250  mg.  of  oxytetracycline  given  orally  four 
times  per  day;  the  other  half  received  500 
mg.  of  chloramphenicol  orally  four  times 
daily.  Both  drugs  were  administered  for 
seven  days.  Clinical  judgment  was  em- 
ployed as  the  criterion  for  the  use  of  anti- 
biotic therapy.  This  resulted  in  some  of  the 
patients’  having  low  bacterial  counts  ini- 
tially. 

In  the  course  of  the  study,  four  laboratory 
examinations  were  performed.  The  first 
was  made  on  the  day  prior  to  treatment  with 
one  or  the  other  of  the  two  antibiotics;  the 
second,  on  the  first  day  of  therapy;  the 
third,  on  the  last  day  of  drug  administra- 
tion; and  the  fourth,  three  days  after  com- 
pletion of  treatment.  Routine  urinalysis  was 
done  at  these  same  intervals.  Blood  studies 


Results 

Analysis  of  the  urine  colony  counts  of  the 
three  patient  groups  showed  no  statistically 
significant  difference  whether  therapy  was 
with  oxytetracycline  or  chloramphenicol. 
This  is  demonstrated  in  Table  I,  where  the 
geometric  averages  of  the  urine  colony  counts 
are  shown.  In  patients  who  received  anti- 
biotic therapy  following  upper  or  lower 
urinary  tract  manipulative  surgery  (the 
prostatitis  group),  it  is  noticeable  that  the 
counts  made  three  days  after  completion  of 
treatment  are  approximately  the  same  as 
those  made  in  the  course  of  therapy.  In  the 
patients  undergoing  prostatectomy,  a rather 
marked  rebound  to  pretherapy  counts  three 
days  following  termination  of  the  antibiotic 
treatment  can  be  observed. 

Test  results  concerning  hemoglobin,  hema- 
tocrit, white  blood  cell  count,  reticulocytes, 
and  urine  pH  are  presented  in  Table  II. 
No  significant  differences  are  evident  be- 
tween the  oxytetracycline  and  chloramphen- 
icol groups  attributable  to  one  or  the  other 
antibiotic.  The  organisms  present  in  the 
urine  are  shown  in  Table  III,  and  their 
susceptibility  in  vitro  to  oxytetracycline 
and  chloramphenicol  is  demonstrated. 


TABLE  I.  Geometric  average  of  urine  colony  counts  for  three  groups  of  patients  given  one  of  two 

therapies 


Number 

of 

Days 

After 

Therapy 


Lumbar  Nephrectomy 

Group  * 

Oxytetra-  Chloram- 
cycline  phenicol 


Prostatectomy  Group* 
Oxytetra-  Chloram- 
cycline  phenicol 


Prostatitis  Group* 
Oxytetra-  Chloram- 

cycline  phenicol 


0 148,500  (4)  447  (4)  16,640  (15)  53,250  (14)  69,310  (11)  41,370  (11) 

4 8,052  (3)  281  (4)  1,026  (15)  1,925  (14)  488  (11)  4,513  (9) 

7 488 , 800  (4)  865  (4)  4 , 613  (13)  6 , 707  (10)  10 , 510  (10)  22 , 510  (10) 

10  232,000  (4)  1,635  (4)  40,440  (13)  156,400  (15)  11,970  (12)  13,020  (10) 


* Numbers  in  parentheses  are  the  numbers  of  patients  contributing  to  the  averages. 
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TABLE  II.  Average  of  five  laboratory  tests  performed  on  three  groups  of  patients  given  one  of  two 

therapies 


Labora- 
tory Lumbar  Nephrectomy 

Test  Group* — » Prostatectomy  Group*  - — Prostatitis  Group*— » 


(Days  After 

Oxytetra- 

Chloram- 

Oxytetra- 

Chloram- 

Oxytetra- 

Chloram- 

Therapy) 

cycline 

phenicol 

cycline 

phenicol 

cycline 

phenicol 

Hemoglobin 
(mg.  per  100 
ml.) 


0 

13.5  (4) 

15.3  (4) 

13.6  (15) 

13.9  (15) 

13.5  (12) 

14.1  (11) 

3 

13.1(4) 

14.3  (4) 

12.9  (14) 

13.1  (15) 

13.8  (12) 

13.4  (10) 

7 

11.6  (3) 

14.3  (4) 

12.9  (14) 

13.6  (13) 

14.0  (11) 

13.8  (11) 

10 

12.0  (4) 

13.4  (4) 

12.8  (14) 

13.5  (15) 

13.7  (12) 

13.2  (10) 

Hematocrit 

0 

41  (4) 

48  (4) 

43  (15) 

43  (15) 

42  (12) 

43  (11) 

4 

39  (4) 

44  (4) 

40  (14) 

41  (15) 

43  (12) 

41  (10) 

7 

36  (3) 

44  (4) 

40  (14) 

43  (13) 

43  (11) 

43  (11) 

10 

38  (4) 

43  (4) 

39  (14) 

42  (15) 

43  (12) 

41  (10) 

White  blood 
cell  count 

0 

15,750  (4) 

7,925  (4) 

7,907  (15) 

9,447  (15) 

7,800  (12) 

8,964  (11) 

4 

24,250  (4) 

8,775  (4) 

11,050  (14) 

11,813  (15) 

8,292  (12) 

7,460  (10) 

7 

15,333  (3) 

10,725  (4) 

9,214  (14) 

8,777  (13) 

7,973  (11) 

7,782  (11) 

10 

16,075  (4) 

10,300  (4) 

8,814  (14) 

10,067  (15) 

9,842  (12) 

9,340  (10) 

Reticulocytes 
(per  cent) 

0 

1.8(4) 

1.3(4) 

1.6  (15) 

1.3  (15) 

1.8(11) 

2.0  (11) 

4 

1.6(4) 

1.5(4) 

1.5  (13) 

1.6  (15) 

1.2  (12) 

2.2  (10) 

7 

2.1(3) 

1.2(4) 

1.7  (13) 

1.4(13) 

1.5(11) 

1.6(11) 

10 

1.9(4) 

2.0(4) 

1.8  (13) 

1.4  (15) 

1.5  (12) 

1.4  (10) 

Urine  pH 

0 

5.8(4) 

6.3  (3) 

6.0  (12) 

5.6  (12) 

5.8  (10) 

5.6  (10) 

4 

6.4  (4) 

6.3  (3) 

5.7  (12) 

5.5  (11) 

5.7  (9) 

5.6  (10) 

7 

5.8  (3) 

6.0  (3) 

5.7(11) 

5.7  (10) 

5.6  (9) 

5.8  (10) 

10 

6.0  (4) 

5.7(3) 

6.0  (12) 

6.0  (12) 

5.8  (9) 

5.8  (10) 

* Numbers  in  parentheses  are  the  numbers  of  patients  contributing  to  the  averages. 


Untoward  side-reactions  that  could  be 
attributed  to  either  oxytetracycline  or  chlor- 
amphenicol were  not  observed  in  the  course 
of  our  study.  No  patient  required  a change 
in  medication  because  of  drug  toxicity. 

Comment 

According  to  our  experiences,  we  may  say 
that  oxytetracycline  and  chloramphenicol 
might  be  considered  equally  effective  in  the 
therapy  of  urinary  tract  infections.  Limits 
concerning  the  number  of  bacteria  necessary 
to  produce  an  infection  are  at  times  mislead- 
ing. The  usefulness  of  antibacterial  therapy 
in  operative  urology  should  not  be  limited 
to  those  patients  who  have  numbers  of 
bacteria  in  their  urine  that  fall  within  certain 
artificial  limits.  Also,  in  patients  under- 
going urologic  surgery  who  have  urinary  in- 
festations, it  is  not  judicious  to  withhold  anti- 
bacterial therapy  until  they  run  fevers, 


develop  clinical  pyelonephritis,  and  so  on. 
Dosage  requirements  of  the  two  antibiotics 
also  might  be  taken  into  account.  In  our 
study,  the  daily  intake  of  oxytetracycline 
amounted  to  1 Gm.;  2 Gm.  of  chloramphen- 
icol were  administered  daily.  This  is  a 
difference  that  was  of  no  importance  in  the 
present  investigation.  Eventually,  it  might 
be  significant  in  cases  where  a more  pro- 
longed administration  is  necessary.  Sound 
clinical  judgment  should  be  the  criterion  for 
institution  of  one  or  the  other  antibiotic 
therapy. 

Bacterial  counts  varied  from  100  to  several 
billions  per  cubic  centimeter.  In  almost  all 
our  patients  some  measurable  amounts  of 
bacteria  were  subsequently  found  in  the 
urine.  This  could  be  considered  an  indica- 
tion that  the  clinical  judgment  of  instituting 
antibiotic  treatment  was  rather  accurate. 
Interesting  was  the  marked  increase  in 
bacteria  following  discontinuation  of  therapy 


September  1, 1964  / New  York  State  Journal  of  Medicine  2203 


TABLE  III.  Organisms  present  in  the  urine  and  their  in  vitro  susceptibility  to  oxytetracycline  and  chloram- 
phenicol 


Organism 

Total 

Num- 

ber 

of 

Organ- 

isms 

Lumbar 

Nephrectomy  Group 
Oxytetra-  Chlor- 

cycline  amphenicol 

± + - ± + - 

Total 

Num- 

ber 

of 

Organ- 

isms 

Total 

Num- 

Prostatectomy  Group  b9r 

Oxytetra-  Chlor-  of 

cycline  amphenicol  Organ- 

± + — ± + — isms 

Prostatitis  Group 
Oxytetra-  Chlor- 

cycline  amphenicol 

± + - ± + - 

Escherichia  coli 

4 

4 

4 

25 

7 

2 

16 

11 

1 13 

25 

2 

1 

22 

10 

. . 15 

Coliform  bacilli 

2 

2 

1 

1 

15 

1 

14 

2 

13 

13 

1 

1 

11 

3 

10 

Enterococci 

8 

1 

7 

8 

24 

6 

7 

11 

20 

1 3 

20 

2 

3 

15 

18 

2 

Pseudomonas 

7 

7 

5 

2 

5 

3 

2 

3 

2 

2 

2 

2 

Proteus  mirabilis 

3 

3 

3 

9 

1 

8 

7 

2 

8 

8 

5 

3 

Proteus  rettgeri 
Aerobacter 

6 

6 

1 

5 

aerogenes 

Staphylococcus 

2 

2 

2 

3 

3 

3 

aureus 

(Coagulase  positive) 

7 

7 

6 

1 

1 

1 

1 

Staph,  epidermidis 
Beta  hemolytic 

6 

6 

1 

2 

3 

12 

12 

1 11 

* 

1 

5 

1 

4 

streptococci 
Saprophytic  gram- 

negative bacilli 
N onhemoly  tic 

2 

2 

1 

1 

6 

6 

1 

5 

1 

1 

1 . . 

streptococci 

1 

1 

1 

2 

2 

2 

Micrococci 

2 

1 

1 

1 

1 

4 

4 

i 3 

Totals 

39 

9 

1 

29 

22 

2 15 

102 

24 

11 

67 

46 

3 53 

90 

8 

8 

74 

43 

2 44 

dh  = Slightly  susceptible  to  drug 
+ = Susceptible  to  drug 
— = Not  susceptible  to  drug 

* A total  of  6 were  tested  with  oxytetracycline  and  5 with  chloramphenicol. 


in  most  of  the  patients  who  had  undergone 
prostatectomy;  this  was  somewhat  more 
noticeable  in  the  patients  treated  with 
chloramphenicol.  Bacterial  control  in  some 
form  should  be  maintained  for  prolonged 
periods. 

Conclusion 

In  view  of  our  findings,  we  can  say  that  in 
therapy  of  urinary  tract  infections,  adminis- 
tration of  antibacterial  therapy  is  essential. 
According  to  our  experiences,  oxytetra- 
cycline and  chloramphenicol  are  equally 
effective,  and  both  drugs  were  well  tolerated 
by  our  patients. 

Summary 

The  results  of  a comparative  study  to 
evaluate  the  merits  of  oxytetracycline  and 
chloramphenicol  are  presented.  Subject  to 
the  investigation  were  23  patients  with 
chronic  prostatitis,  30  patients  who  had 
undergone  prostatectomy,  and  8 patients 
who  had  had  a lumbar  nephrectomy.  It 
was  demonstrated  that  in  urinary  surgery, 
oxytetracycline  and  chloramphenicol  are 


equally  effective.  It  also  was  shown  that 
following  prostatectomy,  antibacterial 
therapy  should  be  continued  for  longer 
periods  of  time. 

Moreover,  it  was  established  that  in 
urinary  tract  infections  and  urinary  surgery 
clinical  judgment  is  more  important  in 
justifying  institution  of  antibiotic  therapy 
than  is  the  determinat  on  of  colony  numbers. 
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Chronic  pancreatitis  is  not  a single 
homogeneous  condition  for  which  there  is 
one  clear-cut  type  of  treatment,  but  rather 
the  therapy  must  be  individualized  to  fit  the 
causative  mechanism  as  well  as  the  degree  of 
tissue  change.1-2  A common  failing  among 
surgeons  is  routinely  to  fit  patients  to  the 
treatment,  but  failure  to  individualize  ther- 
apy in  chronic  pancreatitis  is  especially  apt 
to  give  poor  results  since  even  the  most 
rationally  conceived  plan  often  gives  results 
which  are  less  than  brilliant.  Close  team- 
work with  the  medical  gastroenterologist  is 
essential  if  patients  are  to  be  seen  early 
enough  so  that  a good  result  can  be  attained. 
Furthermore,  operations  on  the  pancreas 
usually  leave  an  altered  function  which  re- 
quires continuing  medical  management. 
Proper  individualization  of  cases  is  predi- 
cated on  a thorough  understanding  of  the 
basic  pathophysiology,  and  it  is  useless  to 
reiterate  continually  that  the  cause  of  pan- 
creatitis is  unknown.  Enough  is  known  so 
that  a rational  plan  of  action  can  be  formu- 
lated for  individual  cases  even  if  all  data  do 
not  fit  the  hypothesis. 3 


Basic  mechanisms 

No  single  theory  explains  all  the  data  nor 
is  there  a single  causative  mechanism  of 
pancreatitis.  Rather,  several  factors  operat- 
ing together  seem  to  be  necessary.  There 
must  be  pancreatic  cells  capable  of  secretion 
in  response  to  a stimulus,  there  must  be  some 
degree  of  obstruction  to  egress  of  secretions, 
there  must  be  sufficient  obstruction  to  cause 
interstitial  hemorrhage  or  at  least  moderate 
edema,  and  probably  there  must  be  activa- 
tion of  pancreatic  enzymes  in  an  abnormal 
location.  Mere  mention  of  the  “common 
channel  theory”  causes  such  an  emotional 
block  in  many  minds  that  the  term  is  to  be 
avoided,  but  there  is  ample  evidence  that  in  a 
high  proportion  of  persons  it  is  anatomically 
possible  for  pancreatic  juice  to  find  its  way 
into  the  gallbladder  and,  conversely,  for  bile 
to  enter  the  pancreatic  duct  system  if  se- 
cretory pressure  gradients  and  pressures, 
built  up  as  a result  of  obstruction,  are  favor- 
able.4-10 Gallbladder  bile  in  cases  of  acute 
pancreatitis  and  acute  cholecystitis  can  be 
shown  to  contain  a high  level  of  amylase  if 
the  cystic  duct  is  unobstructed.  Further- 
more, by  electrophoresis  and  paper  chroma- 
tography this  amylase  in  the  gallbladder  can 
be  identified  as  having  originated  in  the 
pancreas.  The  trigger  mechanism  of  patho- 
logic change  is  some  obstruction  either  me- 
chanical or  neurogenic  at  the  sphincter  of 
Oddi,  such  as  the  delayed  emptying  of  the 
gallbladder  in  pregnancy  causing  precipita- 
tion of  cholesterol  gallstones;  neuromuscular 
dysfunction  at  the  sphincter  incident  to 
alcoholic  excesses  or  drug  habituation;  hor- 
monal dysfunction  based  on  dietary  factors 
or  gastric  secretory  aberrations;  mechanical 
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obstruction  at  the  sphincter  from  impacted 
stone  in  the  common  duct;  allergic  edema- 
tous obstruction  of  the  pancreatic  duct  or  the 
sphincter;  and  other  mechanisms  that  upset 
the  delicate  stimulus-secretion-emptying 
cycle.  Both  gallbladder  and  pancreas  share 
this  common  background  for  pathologic 
change.11-17 

Progression  of  tissue  changes 

Mechanical  or  neuromuscular  obstruction 
is  the  important  initiating  basis,  the  end 
result  being  a factor  of  the  severity  and 
duration  of  the  obstruction.  Simple  edema 
may  cause  sufficient  venous  stasis  to  allow 
interstitial  hemorrhage  of  which  pancreatic 
necrosis  may  be  the  final  result.  Should  the 
patient  survive  this  severe  clinical  state, 
liquefaction  of  necrotic  pancreatic  tissue 
follows,  resulting  in  pseudocyst  formation. 
Both  the  size  of  the  pseudocyst  and  the 
degree  of  pancreatic  dysfunction  depend  on 
the  extent  of  destruction  of  pancreatic  tissue. 
Minor  transient  episodes  of  obstruction  cause 
tissue  edema  which  resolves  and  heals  by 
fibrosis  which  is  cumulative  with  each  suc- 
ceeding episode  of  edematous  pancreatitis 
until  fibrosis  itself  may  become  an  obstructive 
mechanism . Other  than  in  hy perparathy roid  - 
ism  where  pancreatic  stones  form  primarily, 
pancreatic  lithiasis  develops  in  the  chronic 
fibrotic  stage  of  recurrent  pancreatitis,  again 
augmenting  the  obstructive  factor.  De- 
crease in  pancreatic  endocrine  and  exocrine 
function  is  a natural  corollary  of  the  destruc- 
tion of  pancreatic  tissue  by  edema,  fibrosis, 
calcification,  and  ductal  obstruction.  De- 
pending on  the  stage  to  which  the  pancreati- 
tis has  progressed  and  the  basic  mechanism 
or  mechanisms  involved,  surgical  therapy 
must  be  adapted  to  the  immediate  need. 

Indications  for  operation 

Operative  intervention  in  chronic  pan- 
creatitis is  not  based  on  changes  in  exocrine 
or  endocrine  secretion  even  though  the  de- 
crease in  function  may  be  grossly  clinically 
evident.  Secretory  tests  may  indicate,  how- 
ever, that  tissue  destruction  has  been  so 
extensive  that  operative  removal  will  not 
further  decrease  function  appreciably.  The 
clearest  indication  for  operation  is  pancreatic 
pseudocyst.  Surgical  drainage  diminishes 


pain  but  also  may  improve  function  by 
promoting  and  permitting  egress  of  secretion. 
Aside  from  this  most  frequent  indication  for 
operation,  pain  of  severe,  intractable,  recur- 
rent, intolerable  character  is  the  next  most 
frequent  reason  for  operation.  This  is  un- 
fortunate because  operation  based  on  a 
purely  subjective  symptom  is  apt  to  be 
disappointing.  The  soundest  indication  and 
surest  indicator  of  success  is  the  presence  of 
gallstones  as  a causative  mechanism.  Cal- 
cification of  the  pancreas  diagnosed  on  ab- 
dominal flat  plate  points  to  a severe  non- 
reversible  pathologic  tissue  change  which 
requires  rather  heroic  measures  for  pain 
relief.  The  possibility  of  carcinomatous 
change  developing  in  destroyed  pancreatic 
tissue  always  is  mentioned  but  must  be  ex- 
tremely infrequent.  Chronic  alcoholism  and 
drug  addiction  often  complicate  the  picture 
when  the  pain  has  become  recurrent  and  un- 
bearable, but  there  is  always  the  possibility 
that  they  are  causative  mechanisms  rather 
than  late  effects.  Alcoholism  and  drug  ad- 
diction initiate  neuromuscular  sphincteric 
dysfunction  which  is  an  etiologic  as  well  as  a 
sustaining  mechanism. 18 

Pancreatitis  secondary 
to  gallstone  disease 

The  surgeon  whose  case  group  is  made  up 
largely  of  the  gallstone  obstruction  cause  of 
chronic  pancreatitis  is  indeed  fortunate  in 
that  his  results  will  be  quite  favorable  com- 
pared with  those  in  a group  made  up  pre- 
ponderantly of  alcohol  and  drug  addicts.19 
This  variation  depends  on  socioeconomic, 
racial,  religious,  and  geographic  factors. 
Demonstration  of  gallstones  or  nonfilling  of 
the  gallbladder  on  proper  cholecystograms  is 
an  indication  for  cholecystectomy  at  least, 
and  with  chronic  pancreatitis  exploration  of 
the  common  bile  duct  is  mandatory  as  a 
routine  measure.  Obviously,  stones  in  the 
common  duct  are  removed  and  a Bakes 
dilator  of  approximately  the  caliber  of  the 
duct  is  passed  to  assess  the  sphincter  area. 
If  there  is  significant  stricture  at  the  sphinc- 
ter, transduodenal  sphincterotomy  is  indi- 
cated, with  complete  division  of  all  sphinc- 
teric muscle  fibers  under  direct  vision.  If 
neither  obstruction  nor  stricture  can  be 
demonstrated  at  the  sphincter  area,  there 
are  those  who  nonetheless  urge  sphincterot- 
omy.20-23 Majority  opinion,  however,  fa- 
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vors  the  view  that  temporary  T-tube  drain- 
age of  the  duct  in  such  cases  suffices.  In 
cases  of  subsequent  incomplete  relief  or  re- 
currence of  pancreatitis,  sphincterotomy  is 
indicated.  If  this  has  been  unsuccessful, 
transplantation  of  the  common  bile  duct  into 
the  duodenum  away  from  the  point  of  entry 
of  the  pancreatic  duct  is  indicated  provided 
the  pancreas  itself  appears  essentially  nor- 
mal. This  will  be  a very  rare  situation.  In 
a very  high  percentage  of  cases  of  chronic 
pancreatitis  in  the  presence  of  gallstones,  the 
previously  described  rationale  and  sequence 
of  thought  or  action  will  give  quite  satisfac- 
tory^ long-term  results. 

Treatment  aimed  at  relief  of  pain 

The  most  serious  objection  to  procedures 
aimed  entirely  at  pain  relief  is  that  they  do 
nothing  to  attack  the  basic  causative  mech- 
anism, and  the  process  goes  on  to  pancreatic 
destruction  without  the  patient  being  aware 
of  it.  It  need  come  as  no  surprise  that  the 
nerve  blocking  or  sectioning  procedures  are 
unsatisfactory  in  most  hands. 24  Pain-reliev- 
ing operations  tend  to  be  less  than  com- 
pletely successful  so  that  recurrence  of 
symptoms  is  almost  the  rule.  Carcinoma- 
tous degeneration  of  the  retained  destroyed 
tissue  is  a possibility.  With  the  exception  of 
splanchnic  block  to  relieve  the  pain  of  severe 
acute  pancreatitis,  pain-relieving  operations 
such  as  splanchnicectomy  or  bilateral  thora- 
columbar sympathectomy  do  not  now  appear 
to  have  a rational  place  in  the  treatment  of 
pancreatitis,  regardless  of  the  cause  or  stage. 

Attempts  at  reduction  of 
pancreatic  secretion 

One  mechanism  in  the  production  of  pain 
and  pathologic  changes  based  on  pressure- 
distention  is  obstruction  to  the  outflow  of 
secretion;  therefore,  it  might  appear  logical 
to  aim  surgical  attack  at  reduction  in  volume 
of  pancreatic  secretion.  Ephedrine  and 
methantheline  (Banthine)  bromide  have  a 
temporary  depressant  effect  and  may  be 
helpful  in  acute  episodes  but  have  no  place 
in  chronic  recurrent  pancreatitis.  Vagot- 
omy, having  been  advocated  for  practically 
all  abdominal  conditions,  has  been  cham- 
pioned for  chronic  pancreatitis  only  to  cause 
this  useful  operation  to  be  still  further 
maligned.  Whether  intended  to  decrease 


gastric  acidity  and  thus  decrease  pancreatic 
secretion  secondarily  or  to  reduce  pancreatic 
function  primarily,  vagotomy  has  no  place 
in  the  surgical  attack  on  chronic  pancreatitis. 
Hydrochloric  acid  bypass  of  the  duodenum 
by  gastrojejunostomy  has  been  advocated 
and  has  failed. 

Gastroenterostomy  in  the  presence  of  a 
normal  pylorus  usually  fails  to  remain  patent 
and  in  any  event  does  not  achieve  complete 
diversion.  More  radical  procedures,  such 
as  gastric  resection  and  pyloric  exclusion, 
have  failed  to  decrease  pancreatic  secretion 
and  therefore  are  of  no  value  in  the  treatment 
of  chronic  pancreatitis.  Since  we  have  no 
means  of  knowing  which  is  the  major  pan- 
creatic duct,  duct  ligation  cannot  be  expected 
to  decrease  pancreatic  secretion  even  if  the 
basic  concept  was  rational. 25 

Operations  to  improve 
pancreatic  drainage 

A much  more  logical  approach  to  the 
problem  is  to  facilitate  pancreatic  drainage 
and,  indeed,  the  most  successful  procedures 
for  chronic  pancreatitis  fall  into  this  cate- 
gory. The  most  straightforward  and  clear- 
cut  result  is  seen  in  drainage  of  pseudocysts 
whether  by  internal  or  by  external  methods. 
External  drainage  by  marsupialization  has 
fallen  into  disrepute  because  there  have  been 
some  instances  of  resultant  pancreatic  fistula 
and  because  at  best,  the  postoperative  period 
of  drainage  onto  the  abdominal  wall  is  messy 
and  disagreeable.  Internal  drainage  into 
the  stomach  has  been  followed  by  late 
hemorrhage  so  that  implantation  into  a 
jejunal  loop  is  widely  favored.  Drainage 
into  the  duodenum  through  the  concave  area 
directly  into  the  pseudocyst  is  highly  satis- 
factory in  some  cases  and  produces  normal 
function.  For  chronic  pancreatitis  other 
than  that  seen  with  pseudocyst,  sphincter- 
otomy is  the  simplest  effective  procedure  to 
improve  drainage,  but  this  should  be  done 
for  cause  and  not  as  a matter  of  routine. 
Either  mechanical  or  neuromuscular  ob- 
struction at  the  sphincter  area  supplies  the 
rationale  for  sphincterotomy.  Removal  of 
stones  from  the  pancreatic  duct  would  seem 
to  be  a logical  procedure,  but  unfortunately, 
it  is  no  more  satisfactory  and  lasting  than 
removal  of  gallstones  without  removal  of  the 
gallbladder.  Too  much  tissue  damage  re- 
mains after  the  stones  have  been  removed. 
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Cleaning  out  of  the  pancreatic  duct  system 
as  part  of  a package  procedure,  however, 
certainly  is  advised.  Some  have  advocated 
stone  removal  with  dilatation  and  curettage 
of  the  duct  system  as  a definitive  procedure, 
but  it  is  evident  that  the  operative  trauma 
simply  will  augment  fibrosis  and  in  no  way 
attacks  the  causative  mechanism.  Excision 
of  the  pancreatic  tail  with  implantation  into 
a jejunal  loop  for  retrograde  drainage  has 
been  advocated,  and  this  is  suitable  in  se- 
lected cases.  However,  usually  there  are  mul- 
tiple duct  obstructions  with  intervening  cys- 
tic dilatations,  multiple  areas  of  calcification, 
small  pseudocysts,  and  other  such  reasons 
why  simple  retrograde  drainage  is  ineffectual. 
These  difficulties  are  met  in  a logical  manner 
by  splitting  the  pancreas  longitudinally, 
opening  and  cleaning  out  the  duct  system, 
and  then  implanting  the  entire  length  of  cut 
surface  into  a defunctionated  Roux-en-Y 
loop  of  jejunum.  This  attains  the  result  of 
a large  flat  surface  which  drains  the  entire 
duct  system  and  at  present  is  the  most 
successful  of  the  drainage-promoting  opera- 
tions. It  is  imperative  that  the  jejunal  loop 
be  in  Roux-en-Y  and  not  in  continuity,  else 
the  enzymes  are  activated  and  the  pancreas 
digests  itself. 26  ~33 

Resection  of  severely  damaged 
pancreatic  tissue 

Pancreatic  fibrosis  usually  responds  to  one 
of  the  drainage  procedures,  but  calcinosis  is 
a further  advance  in  the  degenerative  process 
and  most  often  indicates  the  necessity  for 
an  ablative  procedure.  Serious  functional 
impair  m ant  shown  by  function  tests  and 
stool  examinations  plus  roentgen  evidence 
of  calcification  with  the  clinical  history  of 
severe  recurring  pain,  indicate  that  removal 
of  the  destroyed  tissue  will  be  necessary  if 
maximum  relief  is  to  be  attained.  One  would 
hope  for  involvement  of  the  tail  of  the  pan- 
creas so  that  simple  resection  of  the  distal 
pancreas  and  spleen  would  suffice,  but  un- 
fortunately, except  for  isolated  instances  of 
pssudocyst  in  this  area,  the  tail  is  less  in- 
volved than  the  head.  Consequently,  the 
proximal  pancreas  must  be  removed,  leaving 
the  distal  gland  to  be  dealt  with  if  it  too  is 
not  destroyed.  Reimplantation  of  the  cut 
end  of  the  distal  stump  into  a jejunal  loop 
is  preferable  to  ligation  of  the  cut  end,  but 
the  functional  end  result  is  not  worth  the 


technical  effort  in  most  cases.  In  fact,  if  a 
patient  already  has  diabetes,  total  pancrea- 
tectomy actually  is  followed  by  a decreased 
need  for  insulin,  and  the  diabetes  is  more 
easily  controlled.  In  a recent  case  where 
there  was  a 1,000-cc.  proximal  pseudocyst 
and  distal  destruction  by  calcification  and 
fibrosis,  the  distal  pancreas  was  removed, 
the  distal  opening  in  the  pseudocyst  was 
closed  by  suture,  and  the  pseudocyst  was 
drained  into  the  concavity  of  the  duodenal 
loop.  This  patient  is  relieved  of  pain  and 
does  not  eliminate  sugar  in  the  urine,  no 
insulin  being  given.  Total  pancreatectomy 
for  chronic  pancreatitis  should  be  considered 
the  absolute  last  resort,  and  since  the 
Whipple  procedure  is  too  radical  for  a benign 
disease,  the  pancreas  should  be  removed 
without  sacrificing  the  duodenum.  The 
calcified  fibrosed  pancreas  can  be  removed 
from  the  hollow  of  the  duodenum  without 
jeopardy  to  the  duodenal  blood  supply  and 
without  damage  to  the  common  bile  duct. 
This  procedure  obviates  the  25  per  cent 
mortality  rate  associated  with  pancreato- 
duodenectomy and  is  followed  by  a fatality 
rate  of  less  than  5 per  cent.  Diabetic  man- 
agement with  approximately  25  units  of 
insulin  three  times  daily  and  dietary  manage- 
ment with  pancreatic  granules  is  more  ac- 
ceptable to  the  patient  than  is  the  severe 
incapacitating  pain  of  pancreatitis.34  35 

The  poorest  results  are  seen  in  patients 
who  are  addicted  to  drugs  and  alcohol  be- 
cause these  patients  fail  to  take  care  of  them- 
selves postoperatively,  tend  to  be  totally 
unreliable  in  all  regards,  and  frequently  do 
not  eat  for  days  at  a time,  making  diabetic 
management  impossible.  In  this  group  pa- 
tient cooperation  is  almost  entirely  lacking. 
Even  hypnosis,  which  is  useful  in  patients 
with  chronic  pancreatitis,  is  not  helpful  be- 
cause one  cannot  get  the  necessary  attention 
of  the  patient. 

Summary 

Chronic  pancreatitis  secondary  to  biliary 
tract  disease  is  amenable  to  satisfactory 
treatment  and  gives  predictably  good  re- 
sults. Cholecystectomy,  common  duct  ex- 
ploration, and  sphincterotomy  for  obstruc- 
tion at  the  papilla  are  the  common  proce- 
dures. The  superimposition  of  alcohol  or 
drug  addiction  or  cases  where  this  is  the 
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primary  mechanism  make  surgical  treatment 
much  less  rewarding. 

Operative  procedures  to  control  pain  by 
nerve  ablation  are  not  sufficiently  successful 
to  make  their  use  worth  while.  Procedures 
for  the  reduction  of  pancreatic  secretion  have 
been  unsuccessful.  Surgical  intervention 
has  been  most  successful  when  various  pro- 
cedures to  overcome  obstruction  and  to 
promote  pancreatic  drainage  have  been  em- 
ployed. Resection  of  severely  damaged 
pancreatic  tissue,  although  a formidable 
procedure  and  one  which  should  be  con- 
sidered as  a last  resort,  is  highly  successful  in 
well  selected  cases. 
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Left  Costovertebral 
Angle  Pain  and 
Acute  Abdominal  Condition 


Case  history 

Lawrence  R.  Tartow,  M.D.:  A seventy- 
three-year-old  white  man  was  admitted  to 
Knickerbocker  Hospital  two  days  after  the 
onset  of  severe  left  flank  and  left  costo- 
vertebral angle  pain. 

In  1956  he  had  had  an  episode  of  par- 
oxysmal cardiac  arrhythmia  which  responded 
to  quinidine.  In  1958,  following  inguinal 
herniorrhaphy,  he  was  found  to  have 
rapid  auricular  flutter  with  varying  block. 
Digitalization  and  then  quinidinization,  to 
the  point  of  toxicity,  failed  to  convert  the 
arrhythmia.  He  was  discharged  from  the 
hospital  on  a maintenance  dose  of  digoxin 
and  remained  free  of  symptoms  until 
one  year  later  when  he  developed  chest 
pain.  An  electrocardiogram  revealed  a 
complete  right  bundle  branch  block;  he 
was  hospitalized  and  treated  for  myocardial 
infarction.  Following  discharge  he  did  well, 
although  the  arrhythmia  persisted.  An 
electrocardiogram  in  November,  1959, 
showed  auricular  fibrillation  with  a slow 
ventricular  response.  Digoxin  was  con- 
tinued. Serial  electrocardiograms  remained 
unchanged,  and  the  patient  was  symptom- 
free  except  for  occasional  mild  anginal  pain 
until  twelve  days  before  admission,  when 
he  complained  of  the  sudden  onset  of 
severe  epigastric  pain  associated  with  vomit- 
ing and  diarrhea.  Physical  examination 
revealed  only  epigastric  tenderness.  An 
electrocardiogram  showed  regular  sinus 
rhythm  for  the  first  time  since  1958  and 


persistent  right  bundle  branch  block.  A 
chest  x-ray  film  revealed  platelike  atelectasis 
at  the  base  of  the  left  lung  (Fig.  1A).  Hos- 
pitalization was  advised  but  declined.  He 
was  therefore  placed  on  a bland  diet  and 
given  antacids  and  antispasmodics,  with 
symptomatic  improvement. 

Three  days  before  entry  he  began  to 
complain  of  severe  pain  in  the  left  flank 
and  in  the  region  of  the  left  costovertebral 
angle.  The  pain  was  aggravated  markedly 
by  lying  flat,  so  that  he  was  unable  to 
sleep  in  the  recumbent  position.  It  was 
also  accentuated  by  movement  and  cough- 
ing. He  had  generalized  malaise  but  no 
chills  or  fever.  He  denied  genitourinary 
tract  symptoms.  The  pain  persisted,  and 
two  days  later  examination  of  the  urine 
sediment  revealed  only  an  occasional  clump 
of  white  blood  cells.  Repeat  chest  x-ray 
films  showed  elevation  of  the  left  diaphragm 
and  platelike  atelectasis  at  both  lung  bases 
(Fig.  IB). 

Physical  examination  on  admission  re- 
vealed a well-nourished  man  who  appeared 
acutely  ill  and  in  moderate  distress  from 
pain.  The  temperature  was  103  F.,  the 
pulse  95,  and  the  blood  pressure  140/70. 
The  neck  veins  were  flat.  Breath  sounds 
were  diminished  at  the  left  lung  base; 
dullness  was  not  elicited,  and  no  rales  were 
heard.  There  were  no  murmurs.  There 
was  minimal  tenderness  on  deep  palpation 
of  the  left  upper  quadrant  of  the  abdomen, 
without  guarding,  and  no  organs  or  masses 
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FIGURE  1.  Chest  roentgenograms.  (A)  Twelve 
days  before  entry  showing  minimal  cardiac  enlarge- 
ment and  platelike  atelectasis  at  the  left  lung  base. 
(B)  Admission  film  showing  persistence  of  the 
platelike  atelectasis.  The  left  hemidiaphragm  is 
now  elevated. 

were  palpable.  The  bowel  sounds  were 
normal.  There  was  exquisite  left  costo- 
vertebral angle  tenderness.  Rectal  exami- 
nation was  unrevealing.  There  was  no 
peripheral  edema. 

The  urine  had  a specific  gravity  of  1.020. 
There  was  a faint  trace  of  albumin,  and  the 
sediment  contained  1 or  2 red  cells  and  3 to  5 
white  cells  per  high-power  field.  The  hemo- 
globin was  11.2  Gm.  per  100  ml.,  and  the 


white  cell  count  was  7,400  with  84  per  cent 
neutrophils  and  16  per  cent  lymphocytes. 
The  sedimentation  rate  was  80  mm.  per 
hour.  The  fasting  blood  sugar  was  120 
mg.  per  100  ml.  and  the  urea  nitrogen  22.5 
mg.  Electrolytes  were  within  normal  limits. 
An  electrocardiogram  revealed  a regular 
sinus  rhythm  with  very  frequent  auricular 
premature  beats  and  complete  right  bundle 
branch  block.  An  x-ray  film  of  the  chest 
again  showed  elevation  of  the  left  diaphragm 
and  platelike  atelectasis  at  the  bases  of 
both  lungs.  The  heart  was  slightly  en- 
larged. 

On  the  second  day  the  temperature  spiked 
to  104  F.,  and  the  patient  had  a chill.  Two 
blood  cultures  were  sterile  and  a urine  culture 
yielded  no  significant  growth.  Tetracycline 
was  given  intravenously  with  a subsequent 
fall  in  temperature  to  between  100  and  101 
F.  and  decrease  in  the  intensity  of  the  costo- 
vertebral angle  pain  and  tenderness.  There 
were  no  new  physical  findings.  A barium 
enema  and  an  intravenous  pyelogram 
showed  negative  findings.  On  the  evening 
of  the  fourth  day  he  had  sudden  onset  of 
severe  abdominal  pain,  greatest  in  the  lower 
quadrants  and  radiating  to  the  back.  He 
appeared  acutely  ill  and  was  in  great  dis- 
tress. The  temperature  was  103  F.  and  the 
pulse  105  and  regular.  The  abdomen  was 
distended,  diffusely  tender,  and  somewhat 
rigid,  with  rebound  tenderness  throughout. 
Bowel  sounds  were  absent.  There  was 
moderate  rectal  tenderness.  Recumbent 
and  erect  films  of  the  abdomen  revealed 
residual  barium  in  the  colon.  There  was  no 
evidence  of  intestinal  obstruction  or  free 
air.  The  white  blood  count  was  15,000 
with  a shift  to  the  left.  An  operation  was 
performed  several  hours  later. 

Discussion 

Peter  W.  Stone,  M.D.:*  There  are  few 
positive  physical  findings  in  the  protocol. 
Therefore,  to  assist  me  in  elucidating  this 
problem,  let  us  first  look  at  the  x-ray  films. 

Meyer  Alpert,  M.D.:f  First,  let  us 
look  at  the  chest  roentgenograms.  The 
first  film,  taken  twelve  days  before  admis- 

* Attending  Surgeon,  Knickerbocker  Hospital;  Assistant 
Professor  of  Surgery,  New  York  University  School  of  Medi- 
cine. 

t Assistant  Professor  of  Radiology,  College  of  Physicians  & 
Surgeons,  Columbia  University. 
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sion,  showed  platelike  atelectasis  at  the  left 
lung  base  and  minimal  cardiac  enlargement 
(Fig.  1A).  The  second  film,  taken  on 
the  day  of  admission,  showed  platelike 
atelectasis  at  both  lung  bases  (Fig.  IB). 
In  addition,  there  was  significant  elevation 
of  the  left  hemidiaphragm,  but  there  was 
no  obvious  effusion  or  infiltration  above  it. 
These  findings  remained  unchanged  in 
subsequent  films. 

A flat  film  of  the  abdomen  taken  just 
after  admission  showed  normal  findings. 
There  was  no  distention  of  loops  of  bowel, 
the  kidneys  were  in  normal  position  and 
were  well  outlined,  the  psoas  shadows  were 
well  visualized,  the  spleen  was  not  enlarged, 
and  there  was  no  aberrant  calcification. 
Another  flat  film  of  the  abdomen  was  taken 
just  after  the  acute  abdominal  episode  on 
the  fourth  hospital  day.  It  showed  no 
essential  change  from  the  previous  film. 
There  were  no  distended  loops  of  small  or 
large  intestine;  there  were  no  air-fluid 
levels  and  no  air  under  the  diaphragms. 

The  intravenous  pyelogram  was  entirely 
unremarkable.  There  were  no  renal  or 
ureteral  calculi;  the  kidneys  were  normal 
in  size,  shape,  and  position;  and  the  major 
and  minor  calyces  were  normal  in  contour. 
The  barium  enema  filled  the  entire  large 
bowel  with  reflux  into  the  terminal  ileum. 
There  was  no  obstruction,  narrowing,  or 
tumor  formation.  No  diverticula  were  seen. 
The  splenic  flexure  was  in  normal  position; 
it  was  not  displaced  or  distorted. 

In  short,  the  only  two  positive  roentgeno- 
graphic  findings  are  platelike  atelectasis  and 
elevation  of  the  left  hemidiaphragm.  The 
linear  streaks  of  platelike  atelectasis  were 
first  described  about  1936  by  Felix  Fleisch- 
ner,  the  distinguished  Viennese  radiologist. 
They  are  a nonspecific  finding  which  may 
be  associated  with  intra-abdominal  disease, 
enlargement  of  abdominal  viscera,  intra- 
thoracic  disease,  or  diaphragmatic  disease. 
The  most  common  intra-abdominal  condition 
to  be  associated  with  platelike  atelectasis  is 
peritonitis,  which  accounts  for  over  75 
per  cent  of  the  cases.  However,  it  may  also 
be  present  with  acute  cholecystitis,  acute 
pancreatitis,  or  subdiaphragmatic  abscesses. 
Patients  with  hepatomegaly,  splenomegaly, 
or  ascites  also  may  show  these  linear  streaks. 
The  most  common  intrathoracic  diseases  in 
which  platelike  atelectasis  occurs  are  bron- 
chitis, asthma,  bronchiolitis,  and  the  post- 


operative retention  of  secretions.  Fleisch- 
ner’s  lines  also  are  seen  in  association  with 
any  sort  of  diaphragmatic  irritation,  di- 
aphragmatic hernias,  and  diaphragmatic 
paralyses.  I mention  all  these  entities  to 
show  how  nonspecific  the  observation  is. 
When  found,  it  must  always  be  interpreted 
in  the  light  of  other  radiologic  or  physical 
findings.  The  fact  that  the  left  hemi- 
diaphragm was  elevated  and  that  there  was 
left  flank  pain  point  to  the  presence  of  a 
lesion  beneath  the  left  hemidiaphragm,  either 
intraperitoneally  or  retroperitoneally. 

Perry  Berg,  M.D.:  In  the  intravenous 
pyelogram  was  there  prompt  excretion  of 
dye  on  both  sides? 

Dr.  Alpert:  Yes. 

Dr.  Berg:  It  would  be  important  to 
know  whether  the  diaphragmatic  leaflets 
moved  with  respiration. 

Dr.  Alpert:  On  fluoroscopy  they  moved 
quite  freely.  The  excursion  of  the  left 
hemidiaphragm  was  a bit  restricted,  but  it 
moved. 

Dr.  Stone:  Thank  you  very  much.  The 
x-ray  observations  and  the  clinical  features 
localize  the  disease  to  a fairly  well  circum- 
scribed region.  The  patient  had  a sixteen- 
day  history  of  abdominal  pain  primarily 
in  the  left  costovertebral  area  and  in  the 
left  upper  quadrant.  The  presence  of 
chills  and  fever,  an  elevated  sedimentation 
rate,  and  a leukocyte  shift  to  the  left  suggest 
an  infectious  process.  The  negative  urinal- 
ysis helps  exclude  a urinary  tract  infection, 
and  I can  see  no  evidence  of  a pneumonic 
process. 

Let  us  consider  the  various  organs  which 
are  present  in  the  region  and  establish  the 
most  plausible  explanation  for  the  constel- 
lation of  events  that  transpired.  The 
retroperitoneal  structures  would  be  the  left 
kidney,  the  tail  of  the  pancreas,  and  the 
aorta.  I can  see  no  evidence  of  intrinsic 
renal  disease  in  the  presence  of  a negative 
urinalysis,  a sterile  urine  culture,  and  a 
normal  intravenous  pyelogram. 

I cannot  find  enough  evidence  to  implicate 
a lesion  in  the  tail  of  the  pancreas.  There 
was  no  history  of  previous  pancreatitis. 
No  mass  was  palpable  in  the  region  to  sug- 
gest a cyst  or  tumor.  The  negative  radio- 
logic  findings  are  indirect  evidence  against 
pancreatic  disease. 

The  possibility  of  an  aortic  lesion  always 
fascinates  a vascular  surgeon.  However,  I 
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can  see  no  evidence  for  aortic  disease.  The 
only  aortic  lesion  I could  imagine  giving  this 
clinical  picture  would  be  an  expanding  or  a 
leaking  aneurysm.  It  is  difficult  to  di- 
agnose an  aneurysm  in  the  absence  of  a 
mass,  a bruit,  or  the  radiologic  demonstra- 
tion of  a calcific  outline.  The  signs  of  a 
leaking  aneurysm,  such  as  shock,  a fall  in 
hemoglobin,  or  the  sudden  appearance  of  a 
pulsatile  mass  are  likewise  lacking. 

Let  us  consider  the  intraperitoneal  struc- 
tures in  this  region.  First,  the  colon.  So 
far  as  I am  concerned  the  negative  barium 
enema  findings  exclude  intrinsic  disease  of 
the  large  bowel.  There  is  nothing  to 
suggest  a perforated  diverticulum  or  tumor. 
The  mucosa  of  the  bowel  is  intact,  and  the 
entire  colon  lies  in  its  normal  position  with- 
out any  segment  being  displaced. 

This  brings  me  to  the  spleen.  There  is 
no  history  of  injury,  and  the  clinical  picture 
does  not  fit  the  usual  pattern  found  in  tumor 
or  infection  of  the  spleen.  However,  the 
story  up  until  the  final  episode  is  consistent 
with  single  or  multiple  infarcts  of  this 
organ.  The  patient  was  a seventy-three- 
year-old  man  with  a history  of  arterio- 
sclerotic heart  disease,  coronary  artery 
disease  with  myocardial  infarction,  and 
cardiac  arrhythmias.  For  six  years  he 
suffered  from  auricular  fibrillation.  For 
the  first  time  in  these  six  years  he  was  found 
to  have  converted  to  normal  sinus  rhythm 
just  at  the  onset  of  the  present  illness.  I 
have  little  doubt  that  the  initial  pain  in  the 
left  flank  and  left  upper  quadrant  of  the 
abdomen  was  from  an  intracardiac  thrombo- 
embolus  that  lodged  in  the  spleen  and  pro- 
duced an  infarct. 

A few  days  thereafter  the  patient  was 
hospitalized.  His  condition  remained  rel- 
atively stable  for  three  days.  Suddenly, 
on  the  morning  of  the  fourth  hospital  day 
he  developed  signs  and  symptoms  of  an 
acute  abdominal  condition.  I gather  that 
I am  supposed  to  evaluate  this  acute  pre- 
operative episode.  Using  the  same  ration- 
ale, I think  the  most  likely  explanation  is 
that  the  patient  shot  an  embolus  from  the 
heart  to  the  superior  mesenteric  artery, 
producing  infarction  of  a segment  of  bowel 
with  local  peritonitis.  A patient  who  has 
one  episode  of  embolism  and  infarction  is 
more  likely  to  have  a second  such  episode 
than  any  other  complication  I can  think  of. 
The  presence  of  arteriosclerotic  heart  disease 
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FIGURE  2.  The  spleen  is  considerably  distorted 
and  shows  a central  necrotic  cavity.  Fibrinous  exu- 
date covers  part  of  the  capsule. 


implies  some  degree  of  mesenteric  arterio- 
sclerosis; therefore,  even  a small  thrombus 
can  produce  devastating  results,  even  in  a 
short  period  of  time. 

Michael  S.  Bruno,  M.D.:  Do  you  think 
that  such  an  episode  of  mesenteric  throm- 
bosis would  produce  such  a severely  ill 
patient  in  a matter  of  only  four  or  five  hours? 
Most  patients  who  enter  the  hospital  with 
mesenteric  thrombosis  and  intestinal  in- 
farction have  a history  of  abdominal  pain 
and  intestinal  symptoms  for  two  or  three 
days  or  even  longer. 

Dr.  Stone:  Yes,  the  course  of  events  was 
much  more  rapid  than  one  usually  sees,  but 
I wonder  if  the  process  had  not  really  begun 
twenty-four  to  forty-eight  hours  prior  to 
the  onset  of  the  acute  symptoms. 

Dr.  Alpert:  The  second  flat  film  of  the 
abdomen  taken  just  prior  to  surgery  shows 
no  dilated  loops  of  bowel,  no  air-fluid  levels. 
This  does  not  point  to  intestinal  infarction. 

Kurt  Querschnitt,  M.D.:  In  your 

enumeration  of  the  structures  in  the  region 
you  omitted  the  left  adrenal  gland.  Do  you 
think  any  process  might  have  been  taking 
place  there? 

Dr.  Stone:  No. 

Dr.  Querschnitt:  In  view  of  the  chills 
and  fever  associated  with  flank  pain,  how 
would  you  exclude  a perinephric  abscess 
with  eventual  rupture  through  the  fascia 
into  the  peritoneum? 

Dr.  Stone:  Isolated  perinephric  abscess 
is  quite  unusual.  Usually,  there  is  an 
overt  primary  infection,  and  the  perinephric 
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abscess  is  metastatic.  Very  often  there  are 
white  cells  in  the  urine,  and  the  urine 
culture  is  positive,  although  these  two 
features  are  by  no  means  invariable.  Last, 
both  psoas  shadows  were  very  clearly 
visible,  and  I am  reluctant  to  make  such  a 
diagnosis  in  the  face  of  that  observation. 

Clinical  diagnosis 

Peritonitis  secondary  to  ruptured  viscus, 
? diverticulum  of  colon 

Dr.  Stone’s  diagnoses 

1.  Infarction  of  spleen  due  to  arterial 
embolus 

2.  Infarction  of  small  intestine  due  to 
arterial  embolus 

3.  Arteriosclerotic  heart  disease  with  endo- 
mural  thrombus 

Pathologic  report 

William  B.  Ober,  M.D.:  Before  I 

discuss  the  pathology,  let  us  hear  what  was 
found  at  laparotomy. 

Jerome  Morey,  M.D.:  Prior  to  operation 
I felt  that  the  most  likely  diagnosis  was  a 
ruptured  diverticulum  of  the  colon.  To  be 
sure,  there  was  no  support  for  this  in  the 
barium  enema,  but  there  was  no  substantive 
positive  support  for  alternative  diagnoses. 
In  any  event,  surgical  exploration  was 
mandatory,  as  there  had  been  a sudden  and 
dramatic  change  in  the  patient’s  clinical 
condition,  and  obvious  signs  of  peritonitis 
had  appeared.  Even  though  he  was  in 
critical  condition,  we  could  not  afford  to 
wait;  surgery  was  performed  on  an  emer- 
gency basis. 

On  opening  the  peritoneal  cavity,  there 
were  about  2,000  cc.  of  foul-smelling,  dark- 
brownish  fluid  which  was  not  localized 
but  filled  the  entire  cavity.  Two  cultures 
were  taken  immediately.  The  fluid  was 
aspirated.  We  explored  the  large  bowel 
and  then  the  small  bowel  in  a search  for  a 
perforation,  but  there  was  none.  The 
posterior  peritoneal  surface  was  clean,  and 
the  kidneys  were  normal  to  palpation. 
Brownish  fluid  seemed  to  be  coming  down 
into  the  operative  field  from  the  left  upper 
quadrant  of  the  abdomen,  and  the  region  of 
the  spleen  was  explored.  There  was  a 
diffuse  inflammatory  reaction  around  the 


FIGURE  3.  A recent  thrombo-embolus  is  seen 
occluding  an  artery  within  the  spleen. 


spleen,  and  a rent  was  discovered  in  the 
lower  pole.  Brownish  material  could  be 
expressed  from  this  defect.  It  was  dif- 
ficult to  mobilize  the  spleen  because  of  the 
perisplenitis,  but  we  were  finally  successful 
in  removing  it.  Between  the  spleen  and  the 
left  leaf  of  the  diaphragm  there  was  a mod- 
erate collection  of  partly  loculated  brownish 
fluid. 

The  patient  had  a hypotensive  episode  of 
some  significance  during  the  operation.  He 
went  to  the  recovery  room  in  only  fair 
condition.  I would  like  Dr.  Shapiro  to 
tell  you  about  the  immediate  postoperative 
course. 

Gerald  Shapiro,  M.D.:*  We  were  able 
to  maintain  systolic  pressure  with  some 
difficulty  at  100  mm.,  but  his  extremities 
were  cold  and  clammy.  In  addition,  he 
was  hyperventilating.  Emergency  meas- 
ures to  control  what  appeared  to  be  im- 
pending hypovolemic  shock  and  metabolic 
acidosis  were  instituted,  including  plasma, 
electrolytes,  corticoids  (Solu-Cortef,  1,000 
mg.  in  a twenty-four-hour  period),  and  anti- 
biotics. We  were  gratified  when  his  condi- 
tion appeared  stabilized  some  twenty-four 
hours  after  the  operation. 

* Director  of  Anesthesia,  Knickerbocker  Hospital;  In- 
structor in  Anesthesiology,  New  York  Medical  College. 
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FIGURE  4.  (A)  Low-power  view  of  the  edge  of  the  cavity  showing  infarction  without  significant  inflammatory 
exudate.  (B)  Detail  of  (A)  showing  coagulation  necrosis  of  splenic  parenchyma. 


Dr.  Ober:  The  spleen  was  soft  and 

weighed  280  Gm.  It  was  somewhat  fri- 
able, and  a large  defect  lined  by  necrotic 
tissue  occupied  about  one  third  of  the  organ 
(Fig.  2) . The  peritoneal  surface  was  covered 
by  a fibrinous  exudate.  Microscopic  ex- 
amination revealed  an  extensive  area  of 
infarction  secondary  to  a large  thrombo- 
embolus  (Fig.  3).  The  thrombo -embolus 
was  bland,  showing  no  evidence  of  being  a 
septic  embolus,  possibly  from  a bacterial 
endocarditis.  Sections  through  the  wall 
of  the  necrotic  cavity  merely  revealed 
coagulation  necrosis  without  evidence  of 
infection  (Fig.  4).  Chunks  of  necrotic 
tissue  were  lying  loose  in  the  cavity  (Fig. 
5).  It  was  evident  that  the  primary  process 
in  the  spleen  was  a simple  infarct  and  that 
the  lesion  had  ruptured  into  the  peritoneal 
cavity. 

Although  splenic  infarction  is  common, 
rupture  is  extremely  rare.  In  the  usual 
splenic  infarct  one  sees  the  zone  of  coagula- 
tion extending  up  to  the  fibrous  capsule  and 
respecting  that  barrier.  The  literature  on 
this  lesion  consists  of  isolated  case  reports, 
most  of  which  occurred  in  elderly  patients 
with  heart  disease,  thrombo-embolism,  and 


FIGURE  5.  In  areas  the  necrotic  splenic  tissue  lay 
in  coarse  chunks  within  the  cavity. 

a sequence  of  events  similar  to  the  present 
case. 
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Because  of  the  patient’s  febrile  course,  we 
tried  to  demonstrate  bacteria  in  the  margin 
of  the  lesion.  Bacterial  stains  were  neg- 
ative, and  the  two  cultures  taken  at  op- 
eration by  Dr.  Morey  were  also  negative 
despite  the  foul-smelling  character  of  the 
exudate. 

I know  that  Dr.  Bruno  followed  this 
patient  closely  and  can  add  a few  useful 
comments. 

Dr.  Bruno:  The  instructive  points  in 
this  case  are  both  diagnostic  and  ther- 
apeutic. Reviewing  the  problem  of  di- 
agnosis, I think  the  salient  features  are: 
(1)  the  occurrence  of  acute  pain  in  the 
left  flank  and  upper  quadrant  of  the  ab- 
domen in  a patient  who  had  been  fibrillating 
for  years  and  who  spontaneously  converted 
to  normal  sinus  rhythm,  (2)  the  character 
of  the  pain;  it  was  the  most  severe  costo- 
vertebral pain  I have  ever  seen,  and  it  was 
worst  when  the  patient  lay  down;  in  fact, 
he  had  been  unable  to  sleep  for  three  days 
before  entry  because  he  couldn’t  lie  down, 
and  (3)  the  absence  of  splenomegaly  and  a 
friction  rub  over  the  spleen,  despite  the  later 
demonstration  of  perisplenitis. 

Therapeutically,  we  were  very  much  afraid 
of  gram-negative  bacterial  sepsis  and  hypo- 
volemic shock.  Although  our  fears  about 
infection  were  not  later  confirmed,  it  was 


most  reasonable  to  apply  preventive  meas- 
ures during  the  immediate  postoperative 
period.  The  cold,  clammy,  cyanotic  ex- 
tremities in  a patient  in  whom  blood  pressure 
is  being  maintained  with  difficulty  indi- 
cated vasospasm.  It  seemed  plausible  to 
infer  that  fluid  was  being  pooled  into  the 
third  space  and  that  there  was  an  insuf- 
ficient circulating  blood  volume  with  hy- 
poxia of  vital  organs.  Therefore,  we  em- 
ployed plasma  in  large  volume  to  increase 
effective  circulating  blood  and  large  doses  of 
steroids  to  minimize  the  inflammatory  re- 
action in  the  peritoneum  and  help  seal  off 
whatever  fluid  might  ooze  through  that 
membrane  during  the  first  twenty-four 
hours  after  surgery.  We  were  prepared  to 
use  sympathicolytic  drugs  to  correct  vaso- 
spasm if  these  measures  were  ineffective. 
In  such  situations  the  use  of  sympathicomi- 
metic  drugs  to  increase  blood  pressure  is 
contraindicated;  volume  expansion  and 
effective  circulation  will  restore  systolic 
blood  pressure,  and  one  can  avoid  increasing 
the  vasospasm  and  tissue  hypoxia. 

Final  anatomic  diagnoses 

1.  Ruptured  splenic  infarct  secondary  to 
thrombo-embolism 

2.  Perisplenitis 


Announcement  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 


2216  New  York  State  Journal  of  Medicine  / September  1,  1964 


Cardiac 

Rehabilitation 


Prepared  under  the  auspices  of  the 
Professional  and  Lay  Education  Subcommittee 
of  the  Rehabilitation  Committee, 

New  York  State  Heart  Assembly,  Inc. 

RAYMOND  HARRIS,  M.D.,  Editor 


Rehabilitation  of  the 
Cardiac  Farmer 

STANLEY  H.  FISHER,  ED.D. 

New  York  City 

Rehabilitation  Consultant,  American  Heart  Association 


T he  farmer  with  heart  disease,  like  the  in- 
dustrial worker  with  heart  disease,  faces 
problems  as  to  his  future  as  a worker.  Can 
he  return  to  his  usual  work?  If  so,  are  there 
any  particular  work  activities  that  are  likely 
to  be  damaging  to  his  condition?  If  he 
cannot  work  as  before,  how  may  he  support 
himself  and  his  family?  The  answers  the 
farmer  obtains  to  these  questions  will  deter- 
mine his  future  course  of  action.  He  may 
return  to  his  farm  work  without  restrictions. 
He  may  hire  workers  to  do  all  or  part  of  his 
farm  work.  He  may  give  up,  substitute,  or 
simplify  farm  activities  he  has  been  told  to 
avoid.  He  may  sell  his  farm  and  seek  more 
appropriate  employment.  He  may  retire. 

Today,  specific  information  is  available  to 


help  the  physician  answer  some  of  these 
questions  and  to  help  the  farmer  make  more 
suitable  vocational  decisions.  This  infor- 
mation was  collected  in  part  through  re- 
search at  Purdue  University  and  at  the  State 
University  of  Iowa. 

Purdue  farm  cardiac  research  project 

The  Purdue  project,1  under  the  leadership 
of  Dr.  L.  S.  Hardin,  Dr.  W.  H.  M.  Morris, 
and  Dr.  J.  E.  Wiebers,  had  the  following 
objectives:  (1)  To  determine  energy  require- 
ments for  doing  specific  farm  jobs,  (2)  to 
measure  changes  in  the  physiologic  cost  of 
doing  jobs  with  changes  in  work  methods, 
and  (3)  to  classify  farm  jobs  by  methods 
according  to  energy  requirements. 

In  studying  groups  of  farmers,  the  Purdue 
researchers  have  continually  investigated  the 
physical,  environmental,  and  emotional 
stresses  as  well  as  the  family  and  community 
attitude  toward  the  farmer  with  heart  dis- 
ease. They  have  reported  on  many  of  the 
factors  that  may  have  to  be  considered  in 
behalf  of  the  cardiac  farmer. 2 One  phase  of 
their  investigation  was  the  calculation  of 
estimated  energy  requirements  (in  terms  of 


TABLE  I.  Three  classes  of  work3 


Light* 

Moderate! 

Heavy** 

Sleeping 

Strolling  at  2 mph 
on  pavement 

Walking  at  2l/z  mph  on 
hard  snow 

Sitting  at  ease 

Driving  a tractor 
plowing 

Walking  3 mph  on  plowed 
land 

Standing  at  ease 

Washing  dishes, 

Walking  at  3 mph, 

Pushing  300  pounds  in  wheel- 

other 

ordinary  walking 
speed,  on  pave- 
ment 

barrow  at  2 zf  k mph 

* Many  everyday  activities  not  always  considered  work;  many  simple  tasks  performed  with  hands  and  arms, 
t Most  of  tasks  that  can  be  done  for  several  hours  without  fatigue.  Many  farm  jobs  are  in  this  group. 

**  Hardest  work  that  can  safely  be  done  by  physically  fit  young  men.  A number  of  strenuous  farm  jobs  fall  into  this  class. 
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work  calories  per  minute)  of  176  farm  activi- 
ties. 1 The  American  Heart  Association,  in  a 
booklet  entitled  A Safe  Work  Load  for 
Farmers  with  Heart  Disease 3 has  used  the  in- 
formation obtained  from  the  Purdue  Study 
to  classify  some  farming  activities  into  light, 
moderate,  and  heavy  work  (Table  I). 

Many  factors,  however,  may  place  differ- 
ent individual  meanings  on  activities  that 
may  be  similar  to  the  many  farmers  seen 
collectively  in  a group  research  project. 
One  easily  recognizes  that  the  amount  and 
kind  of  equipment  used  to  accomplish  farm 
work  varies  from  farm  to  farm.  The  meth- 
ods, routines,  and  technics  used  to  accom- 
plish farm  work  varies  from  one  individual  to 
another.  The  attitude  the  farmer  has 
toward  his  work  and  illness  and  those  activi- 
ties on  which  he  places  more  or  less  emphasis 
is  also  an  individual  matter.  Ways  of 
running  a farm  are  based  in  part  on  individ- 
ual values,  standards,  and  family  tradition 
(“the  way  father  used  to  do  it”).  In  addi- 
tion, the  financial  status,  managerial  ability, 
and  the  size  of  the  farmer’s  family  are  all 
individual  matters. 4 

Individual  evaluation  in  Iowa 

At  the  State  University  of  Iowa,  under  the 
direction  of  Lewis  E.  January,  M.D.,  an 
attempt  was  made  to  evaluate  the  individual 
cardiac  farmer’s  ability  to  return  to  work 
based  on  the  general  findings  of  the  Purdue 
Study.5  A team  composed  of  a physician,  a 
county  extension  agent  (a  trained  farm 
advisor  supported  by  Federal,  state,  or 
county  funds),  and  a vocational  counselor 
(from  the  Iowa  Division  of  Vocational  Re- 
habilitation) was  developed.  On  referral 
from  a family  physician,  the  Cardiac  Farmer 
Evaluation  Unit  arranged  for  a thorough 
medical  evaluation  of  the  farmer  to  establish 
a diagnosis  and  to  assign  a functional  and 
therapeutic  classification. 

Forty-six  individuals  between  seventeen 
and  seventy-seven  years  of  age  were  seen 
from  1955  to  1957.  The  county  agent  and 
the  vocational  counselor  visited  each  farmer, 
and  a complete  job  analysis  was  made. 
Details  on  the  farmer’s  buildings,  land, 
equipment,  cropping  and  livestock  practices, 
and  work  habits  were  obtained.  The  finan- 
cial status,  past  performance,  and  future 
goals  were  determined  for  each  case.  Dr. 
January  indicates  this  type  of  information 


must  be  available  before  any  specific  sugges- 
tions can  be  considered  for  changes  to  reduce 
the  physical  stress  of  farm  work.  The  goal 
set  by  this  team  was  to  make  realistic  sugges- 
tions to  enable  the  cardiac  farmer  to  remain 
at  his  work  if  he  so  desired.  Recommenda- 
tions based  on  all  findings  were  presented  to 
the  patient  and  his  family  at  a conference 
attended  by  the  family  physician. 

Of  the  46  patients  evaluated,  11  farmers, 
including  5 found  to  be  without  heart  dis- 
ease, were  able  to  continue  farming  without 
change.  Another  10  farmers  with  significant 
heart  disease  were  able  to  continue  farming 
after  various  changes  were  made  in  their 
farming  procedures  and  activities.  This  in- 
cluded simplifying  their  work  by  additional 
mechanization  such  as  pressure  water  sys- 
tems, self-unloading  wagons  and  automatic 
stock  feeders,  and  other  technics  known  to 
the  extension  agent.  Other  recommenda- 
tions included  changing  crop  rotation  and 
fertilization  practices  and  eliminating  un- 
profitable activities.  Nine  were  able  to  stay 
on  the  farm  by  making  a major  shift  in  their 
work  load  through  partnership  or  lease  ar- 
rangements. Three  continued  farming  only 
temporarily  to  obtain  maximal  Social  Secu- 
rity benefits.  Of  the  3 women  in  the  study, 
one  was  rehabilitated  by  heart  surgery  and  2 
were  advised  to  restrict  their  work  activities. 
Five  men  were  advised  to  seek  more  sed- 
entary work,  and  5 retired  because  of  age, 
disability,  and  financial  status. 

The  results  of  this  study  indicate  that 
individual  evaluation  by  an  appropriate 
team  can  be  made  on  behalf  of  the  cardiac 
farmer.  The  Iowa  authors  state  “The  physi- 
cian is  the  key  to  the  problem.  He  must 
bring  the  patient,  the  extension  agent,  and 
the  vocational  counselor  together  to  help  the 
cardiac  farmer.” 

If  it  is  determined  that  the  cardiac  farmer 
cannot  return  to  his  former  work,  his  par- 
ticular vocational  background  may  qualify 
him  for  employment  in  other  agricultural 
occupations.  The  farmer  who  has  been  self- 
employed  may  be  qualified  to  seek  work  in 
agricultural  business  which  may  involve 
selling  to  farmers,  performing  services  for 
farmers,  or  in  processing  or  in  manufacturing 
farm  products.  If  he  has  the  appropriate 
background  he  may  wish  to  consider  work  as 
an  agricultural  extension  specialist,  county 
agricultural  agent,  county  4-H  club  agent, 
educational  director  for  farm  equipment 
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manufacturers,  or  as  a teacher  of  agriculture. 
Otherjfarmers  may  have  skills  to  enter  work 
as  farm  management  consultants  or  as  public 
relations  directors  in  farm  organizations. 
Each  person’s  qualifications  for  these  oc- 
cupations, where  these  jobs  are  available, 
and  whether  or  not  the  individual  farmer  has 
the  educational  background,  interest,  and 
skills  to  be  placed  or  trained  for  such  work 
require  individual  vocational  evaluation. 
Such  evaluation  can  be  obtained  through 
many  agencies,  such  as  the  state  division  of 
vocational  rehabilitation  and  the  state 
employment  service  that  have  professionals 
trained  in  doing  such  work. 

Conclusion 

Research  at  Purdue  University  in  behalf 
of  the  cardiac  farmer  still  continues,  a new 
Cardiac  Farmer  Evaluation  Unit  has  opened 
in  Iowa,  and  results  from  these  activities  will 
give  us  more  definitive  information  to  help 
rehabilitate  the  cardiac  farmer.  On  the 
basis  of  the  findings  thus  far  the  physician 
can  answer  some  of  the  questions  of  his 


New  concept  in  conductive  footwear 

U.S.  Rubber  Company  has  developed  a con- 
ductive hospital  shoe  with  features  of  interest 
to  everyone  working  in  the  operating  room. 
This  unique  concept  in  hospital  footwear  in- 
corporates a simplified,  scientific  construction 
that  assures  positive  and  trouble-free  protection 
from  the  hazards  of  static  electricity. 

Conductive  rubber  inserts  at  heel  and  toe  are 
vulcanized  to  specially  compounded  conductive 
rubber  insoles,  assuring  safe  contact  at  all  times. 
The  shoe  is  completely  free  of  wires  or  copper 
taping  which  could  pull  out  or  fail.  It  is  fully 
vulcanized,  so  parts  cannot  separate,  and  full 


cardiac  farmer  patients  by  using  not  only 
figures  for  energy  expenditure  and  functional 
therapeutic  classification,  but  also  by  ar- 
ranging for  an  appropriate  team  evaluation 
to  obtain  information  on  the  variables  affect- 
ing the  individual  cardiac  farmer. 

Appraisal  of  the  activities  of  a farmer 
requires  individual  evaluation.  In  practice, 
there  is  no  satisfactory  alternative  to  assess- 
ment and  understanding  of  what  the  indi- 
vidual job  involves.  Such  knowledge  is  an 
indispensable  preliminary  to  intelligent  re- 
habilitation directed  toward  resumption  of 
the  patient’s  job  as  a farmer  or  in  helping 
him  find  more  suitable  employment. 
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conductivity  is  always  assured. 

This  new  shoe  also  incorporates  the  comfort 
features  found  in  all  Keds  footwear:  the  arch 
cushion  and  the  cushioned  insole  which  reduce 
the  incidence  of  foot  fatigue  and  keep  feet  cool 
and  comfortable. 

This  new  shoe  is  completely  washable.  Its 
dacron  and  cotton  uppers  remain  fresh,  clean, 
and  sanitary  after  regular  hospital  laundering. 

Approved  by  the  Underwriters’  Laboratories, 
Inc.,  the  Keds  Conductive  Hospital  Shoe  has 
been  thoroughly  hospital- tested.  In  addition, 
each  shoe,  prior  to  packaging,  is  triple  tested  to 
assure  conductivity.  Available  in  both  slipon 
and  oxford  styles  in  white  and  hospital  green, 
shoes  come  in  men’s  sizes  7 through  14;  women’s 
sizes  4 through  12. 
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Effective  topical  administration  of 
drugs  to  oral  mucosal  lesions  has  con- 
stantly been  hindered  by  a number  of 
difficulties.  Some  of  these  problems  have 
been  overcome  through  the  development  of 
two  new  adhesive  formulations  (Orabase 
and  Orahesive).1-4  However,  certain  other 
difficulties,  not  so  easily  overcome,  have 
persisted;  that  is,  the  need  to  use  large 
quantities  of  active  medications,  which  may 
provoke  undesirable  side  reactions,  in  the 
treatment  of  lesions  which  are  widely  dis- 
tributed throughout  the  mouth. 

It  was  with  the  particular  objective  in 
mind  of  resolving  this  latter  problem  that  a 
new  vehicle  formulation  was  sought  in  the 
form  of  a troche:  one  which  would  have  the 
property  of  dissolving  slowly  over  a period 
of  hours  (rather  than  minutes),  preferably 
from  one  meal  to  the  next,  thus  allowing  for 
maximal  contact  of  an  active  agent  with  the 
mucosal  lesion.  Through  such  a vehicle 
the  active  agent  might  be  released  in  mini- 
mal but  adequate  quantities  with  its  con- 
centration in  the  saliva  being  maintained  at 

Supplies  of  the  long-lasting  troches  employed  in  this  study 
were  prepared  and  made  available  by  The  Squibb  Institute 
for  Medical  Research,  New  Brunswick,  New  Jersey. 


nearly  constant  levels  throughout  the  day 
and  night.  The  present  report  describes 
preliminary  findings  obtained  from  time- 
duration  studies  of  a troche  vehicle  which 
was  specifically  formulated  for  this  purpose. 

Certain  specific  qualities  were  deemed 
essential  before  the  use  of  such  a vehicle 
might  be  employed  in  human  beings:  (1) 
The  components  should  not  be  irritating  to 
the  oral  mucosal  surfaces  which  they  would 
contact;  (2)  the  vehicle  should  be  innocuous 
in  the  gastrointestinal  tract  when  swallowed; 
(3)  it  should  be  relatively  pleasant  as  to 
both  feel  and  taste;  and  (4)  it  should  be 
compatible  (physically  and  pharmacologi- 
cally) with  drugs  which  it  was  intended  to 
carry.  The  ingredients  chosen  for  incorpo- 
ration into  the  vehicle,  all  of  which  are  es- 
sentially nontoxic,  included  carboxymethyl 
cellulose,  gelatin,  pectin,  and  binders.  These 
materials  were  processed  so  that  the  desired 
physical  properties  of  hydration,  contour, 
hardness,  and  so  on  were  obtained. 

Part  I 

Methods.  A group  of  34  male  volunteer 
dental  students  at  the  School  of  Dental  and 
Oral  Surgery,  Columbia  University,  served 
as  subjects  in  the  first  part  of  this  study. 
The  directions  given  to  each  subject  for 
applying  the  unmedicated  troche  were  simi- 
lar to  those  which  would  be  given  to  a 
patient  prior  to  clinical  therapeutic  use. 
Each  subject  was  told  to  hold  the  troche  in 
any  region  or  regions  of  the  mouth  and  to 
make  periodic  (fifteen-minute)  recordings 
regarding  the  continued  presence  of  the 
troche  in  the  mouth  based  on  subjective  and 
objective  observations.  These  notations 
were  to  be  continued  until  either  the  entire 
troche  had  dissolved  or  until  it  had  frag- 
mented to  such  a degree  that  swallowing  of 
the  residual  remnants  became  necessary. 

Results.  The  results  of  this  study  are 
summarized  in  Table  I. 

The  minimal  duration  time  for  the  disso- 
lution of  a troche  was  fifty  minutes;  the 


2220  New  York  State  Journal  of  Medicine  / September  1,  1964 


TABLE  I.  Results  of  part  I tests  of  long-acting 
troche 


Number  of 
Subjects 

Dissolution  Time 
of  Troche 
(Minutes) 

1 

30  to  59 

5 

60  to  89 

5 

90  to  119 

9 

120  to  149 

2 

150  to  179 

5 

180  to  209 

2 

210  to  239 

1 

240 

4 

More  than  240 

maximum  was  over  four  hours  and  forty 
minutes.  The  average  time  was  calculated 
at  approximately  two  hours  and  a half. 

Part  II 

Methods.  The  second  part  of  this  re- 
port is  concerned  with  the  findings  obtained 
from  an  essentially  similar  study  of  36  clinic 
patients  who  received  identical  troches, 
some  of  which,  however,  contained  active 
medicinal  agents  administered  as  part  of 
their  therapeutic  regimen. 

Each  patient  was  instructed  to  insert  a 
troche  in  the  mouth  and  to  record  the  re- 
sults of  periodic  self  observations  regarding 
the  duration  time  for  complete  dissolution 
or  fragmentation  (which  necessitated  swal- 
lowing of  the  residual  remnants)  of  the 
troche.  Repeat  insertions  of  troches,  from 
four  to  six  per  day,  were  requested  when- 
ever time  permitted.  The  role  and  the 
effectiveness  of  any  active  agents  which 
were  incorporated  in  the  troches  of  some 
patients  were  not  considered  as  part  of  this 
study;  these  will,  however,  be  reported 
on  in  a later  paper. 

Results.  The  observations  here  re- 
ported are  derived  from  a total  of  180  troche 
administrations  (placebo  and  therapeutic) 
in  36  patients.  The  average  duration  time 
for  complete  dissolution  or  fragmentation 
of  troches  was  calculated  at  approximately 
three  hours  and  four  minutes,  with  a max- 
imum time  of  twelve  hours,  which  occurred 
in  one  instance,  and  a minimum  time  of 
thirty  minutes,  again  in  one  instance. 


Further  findings 

A clinical  examination  together  with 
questioning  of  patients  in  regard  to  sub- 
jective feelings  revealed  that  no  evidences 
of  tissue  irritation  were  detected;  the  troche 
generally  caused  an  initial  sensation  of  local 
dryness  followed  by  a moist,  slippery  feeling; 
the  troche  was  innocuous  and  not  disagree- 
able, although  it  was  not  entirely  pleasant 
because  of  its  sticky  qualities;  and  no  gas- 
trointestinal disturbances  were  experienced. 

The  observations  obtained  from  this 
investigation  suggest  that  a long-lasting 
troche  is  possible  and  that  it  may  well  pro- 
vide an  adequate  and  useful  vehicle  for  the 
administration  of  topically  applied  drugs 
for  prolonged  periods. 

Other  possible  clinical  applications  have 
become  apparent:  (1)  a medicated  long- 

lasting  troche,  intended  as  a source  of 
systemic  therapy  via  the  gastrointestinal 
tract,  thus  paralleling  the  ingestion  of  a 
“spansule”  formulation  but  having  as  its 
area  of  disintegration  the  oral  cavity  rather 
than  various  segments  of  the  gastrointes- 
tinal tract;  and  (2)  a medicated  long-lasting 
troche  maintained  in  the  sublingual  tissue 
region  to  permit  or  enhance  absorption,  for 
parenteral  effects,  of  an  active  ingredient 
at  this  site,  thus  bypassing  the  gut  wherein 
certain  agents  are  inactivated. 

Summary 

Observations  derived  from  a clinical  in- 
vestigation of  a new  long-lasting  troche 
indicate  that  such  a formulation  may  serve 
as  a useful  vehicle  for  the  intraoral  adminis- 
tration of  topically  applied  drugs  for  pro- 
longed periods. 
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Unused  Knowledge  Equals  Unknowing  Ignorance 


As  is  true: 
of  a jail  sentence,  or 
of  ants  at  a picnic,  or 

of  a crowded  stage  at  a musical  comedy  finale, 
or 

of  a tax-free  congressman’s  expense  account, 

ignorance  is  something 
we  can  do  little  about,  other  than  by  long- 
term educational  programing. 

To  meet  ignorance  is  a daily  experience,  and 
when  it  happens,  we  may  pity  it,  we  may 
formulate  hopeful  plans  to  combat  it,  but  usually 
we  are  forced  to  accept  and  tolerate  it.  There 
is,  however,  another  situation  less  tolerable: 
where  there  is  knowledge  that  is  not  used  or  is 
not  properly  applied;  the  end  result  here  is  no 
different  from  that  found  with  ignorance,  but 
it  does  seem  as  though  we  could  do  something 
about  this  infamous  waste. 

Let  the  reader  clearly  understand,  when  we 
mention  the  use  of  knowledge,  we  do  not  refer 
to  that  ostentatious  display  characteristic 
of  the  obnoxious  immature  intellectual  snob,  so 
devastatingly  pilloried  by  Cowper  in  his  oft- 
quoted  couplet  about  knowledge  and  wisdom; 
nor  do  we  refer  to  the  purposeful,  premeditated 
withholding  of  the  benefit  of  one’s  knowledge: 
This  is  a conscious  deprivation,  done  for  reasons 
that  may  be  capricious,  selfish,  or  hypocritical; 
but  it  is  part  of  the  price  exacted  for  the  privi- 
lege of  associating  with  human  beings.  Rather 
do  we  mean  that  intangible  and  somewhat 
nebulous  but  very  real  unconscious  inability 
which  prevents  us  from  applying  our  basic 
knowledge  to  everyday  situations,  so  beautifully 
discussed  by  Osier  in  a commencement  address 
when  he  compared  knowledge  with  wisdom. 

The  unhappiest  and  one  of  the  more  flagrant 
examples  of  this  curious  dichotomy  can  be 
observed  in  those  who  are  able  to  apply  knowl- 
edge properly  in  the  specialized  sphere  of  their 
daily  occupation  but  who  seem  totally  unable 
to  do  the  same  outside  of  their  work  and  in  the 
sphere  of  everyday  living.  Such  paradoxical 
behavior  is  not  a phenomenon  of  modern  civ- 
ilization, nor  is  its  recognition  either  original  or 
remarkable,  as  evidenced  by  the  old  and  trite 
adage  about  the  shoemaker’s  children  or  cur- 
rently in  visual,  critical  form  in  Hatlo’s  “They’ll 
Do  It  Every  Time.”  It  must  be  admitted 
freely,  however,  that  it  seems  more  tragic  and 
inexcusable  today  when  we  pride  ourselves 
on  our  greater  knowledge  of  human  behavior. 
Indeed,  it  is  difficult  to  reconcile  our  inability  to 
cope  with  this  problem  or  our  general  indif- 
ference to  it  in  an  age  when  we  talk  so  glibly 


about  personality  development  and  support  a 
coterie  of  experts,  all  ready  and  at  times  seem- 
ingly determined  confidently  and  authoritatively 
to  explain  every  human  aberration,  whether 
individual  or  group,  at  the  drop  of  a hat — or 
should  we  say  the  flash  of  a press  card. 

There  is  no  need  to  go  outside  our  own  pro- 
fession to  find  examples.  Every  doctor  either 
intuitively  or  knowingly  uses  human  nature  to 
manipulate  human  behavior  (they  must  do  it, 
otherwise  they  could  not  practice  medicine 
successfully);  but  sad  to  relate  outside  their 
practice  they  are  unable  to  do  the  same:  at 
home,  or  in  the  community,  in  public  rela- 
tions, to  influence  legislation,  or  even  on  the 
golf  links.  Even  more  appalling  and  inex- 
plicable is  the  fact  that  those  whose  professional 
interest  is  confined  to  deviations  of  human 
thinking,  feeling,  or  acting,  divest  themselves  of 
their  vaunted  understanding  and  carefully 
lock  it  fast  away  in  some  confidential  file  when- 
ever they  leave  their  offices. 

If  these  statements  impress  you  as  unsup- 
ported extravagances,  then,  we  fear,  they  must 
remain  so,  because  we  don’t  intend  to' document 
them.  To  do  so  would  necessitate: 

Discussing  the  surgeon  known  to  his  patients 
as  an  equable,  even-tempered  gentleman — - 
compassionate  and  reassuring  when  confronted 
by  their  apprehensions,  unruffled  by  lack  of 
cooperation  and  by  petty  complaints,  but  known 
to  his  assistants  as  an  irascible,  bad-tempered, 
impatient,  instrument- throwing,  knuckle-rap- 
ping autocrat;  or 

Lampooning  some  egocentric  professor,  who 
whines  about  academic  freedom  and  drools 
about  the  Bill  of  Rights  and  the  dignity  of  the 
individual,  but  treats  his  students  with  Prussian 
arrogance,  trampling  on  freedom  of  thought, 
not  only  oblivious  to  individual  rights  and 
dignity  but  also  impervious  to  their  status  as 
human  beings;  or 

Writing  a treatise  about  the  children  of 
psychiatrists  we  have  known;  or 

Comparing  the  actions  of  some  Chambers  of 
Commerce  that  pound  their  collective  breasts 
as  they  demand  economy  in  government,  yet, 
when  their  demands  are  partially  met  by  closing 
a local  installation,  yell  to  high  heaven,  or  at 
least  to  Washington. 

Again,  we  emphasize,  that  if  proving  our 
point  requires  delineation  of  such  paradoxical 
personalities,  then  we  must  refuse.  Already 
have  we  been  banished  from  too  many  operat- 
ing theaters;  too  often  have  we  contracted 
poison  ivy  while  trespassing  in  some  ivory 
tower;  already  have  we  alienated  too  many 
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alienists;  and,  too  often  have  we  been  dubbed  a 
pot  by  too  many  chambers:  Further  ostracism 
we  will  not  risk. 

Yet,  although  it  may  well  be  true  that  we 
must  resign  ourselves  to  the  permanence  of 
such  ambivalent  individual  phenomena,  it  does 
not  necessarily  mean  we  must  remain  helpless 
in  the  influencing  of  group  behavior  in  pro- 
jected social  and  community  programs,  or 
even  to  alter  individual  situations  when  the 
attitude  to  be  changed  is  not  an  integral  com- 
pensatory pattern  necessary  for  adjustment. 
To  do  this  is  not  difficult;  all  it  requires  to 
manipulate  future  human  behavior  is  that  we 
use  in  a positive  manner  the  all-too-little 
knowledge  we  employ  to  explain  the  why  of 
past  behavior,  such  knowledge  as  we  have  of 
mental  mechanisms,  personality  character- 
istics, criteria  of  emotional  maturity,  the  need 
of  each  individual  and  group  to  enjoy  a sense 
of  importance,  and  the  need  for  appreciation. 
Without  any  detailed  invocation  of  Koch’s 
postulates,  it  must  be  evident  that  if  there  are 
feelings  of  hostility,  of  insecurity,  of  rejection,  of 
group  pressure,  and  the  need  to  conform — if 
such  normal  mental  mechanisms  as  rationaliza- 
tion, repression,  projection,  introjection,  and 
sublimation  can  explain  undesirable  behavior  in 
retrospect,  then  surely  this  same  knowledge 
can  be  used  to  manipulate  human  reactions  and 
so  stimulate  desirable  behavior  in  the  future. 

Medicine  today  is  in  the  midst  of  one  of 
those  bandwagon  swings  of  a popular  movement 
to  which  it  always  has  been  as  peculiarly 
susceptible  as  the  fashion  world,  and  this  move- 
ment concerns  itself  with  the  dangers  of  cigaret 
smoking.  The  force  of  this  popular  movement 
has  become  so  great  that  anyone  daring  to  sug- 
gest that  statistical  evidence  should  not  be 
taken  at  face  value  and  to  do  so  puts  one  in 
danger  of  drawing  unwarranted  conclusions, 
must  be  prepared  to  face  not  only  criticism 
but  also  out  and  out  abuse,  allegations  that 
one  is  a tool  of  big  business,  and  he  might  well 
become  a professional  pariah.  On  the  other 
hand  although  one  might  doubt  the  validity  of 
some  conclusions,  nobody  can  justifiably  argue 
that  cigaret  smoking  does  anyone  any  physical 
good,  and  so  even  if  one  does  question  the  reason 
behind  it,  yet  he  can  approve  and  cooperate  with 
the  campaign  to  deter  cigaret  smoking  which 
all  interested  health  groups,  professional,  vol- 
untary, and  governmental,  have  embarked  on. 
Also,  all  these  campaigns,  and  rightfully  so,  are 
geared  to  the  adolescent  group,  in  an  effort  to 
prevent  them  from  starting  to  smoke. 

There  are  well-known  characteristics  as- 
sociated with  the  emotionally  immature,  what- 
ever their  age,  that  are  found  universally  in 
adolescent  persons.  Chief  among  these  is 


their  tendency  to  make  decisions  on  the  basis 
of  immediate  gratification  (the  pleasure  prin- 
ciple) as  compared  with  the  mature  individual 
who  will  make  a decision  on  realistic  long-term 
values.  Adolescents,  rebellious  as  they  are 
against  home  influence  and  the  whole  adult 
world,  still  need  reassurance,  and  so  they  seek 
it  and  find  it  in  the  approval  of  their  peers. 
This  compels  them  to  conform  in  dress,  be- 
havior, attitude,  and  philosophy;  but  beneath 
their  casual  materialistic  mask  they  are  romantic 
idealists,  imbued  with  their  mission  to  extricate 
the  universe  from  the  tangled  mess  adults  have 
made  of  it. 

Now  in  view  of  these  facts,  how  are  these 
agencies  planning  to  influence  the  adolescent? 
By  no  other  means  than  frightening  them  about 
a disease  they  might  get  thirty  or  forty  years 
from  now  or  a death  that  might  come  thirty 
or  fifty  years  from  now  unless  they  stop  smoking 
today?  They  have  about  as  much  chance  of 
succeeding  as  did  Prohibition.  Could  anything 
be  more  ridiculous  than  to  try  with  cartoons 
such  as  the  coffin  with  cover  askew  and  the 
caption  “Flip  Top  Box”  or  match  folders  with 
the  statement  “Cats  May  Have  9 Lives.  You 
Don’t.  Stop  Smoking”  to  frighten  youngsters 
about  death  and  disease  some  forty  years  away, 
and  at  the  same  time  issue  optimistic  state- 
ments about  the  great  progress  being  made  in 
research  that  soon  will  make  cancer  a subject 
for  history  rather  than  hysteria?  The  best 
their  money  can  buy  is  the  inculcation  in  some 
of  the  susceptible  of  a latent  apprehension 
which  will  evidence  itself  in  anxiety  and  cancer 
phobia  later  in  life,  a sort  of  mitosis-breeds- 
neurosis  movement. 

If  they  want  a respectable  number  of  youths 
to  refrain  from  smoking,  let  them  gear  their 
campaign  to  the  group.  Don’t  try  to  scare 
them;  tell  them  you  need  them,  ask  them  to 
volunteer  for  the  sake  of  their  fellow  man, 
appeal  to  their  idealism,  to  sacrifice  for  the 
common  good.  Tell  them  we  need  a genera- 
tion of  abstainers  from  smoking — only  they 
can  do  this  for  the  world.  Ask  them  to  be 
guinea  pigs,  in  fact  call  them  such,  and  organize 
them,  and  give  them  an  insignia.  This  won’t 
stop  all  smoking  but  it  will  give  you  thousands 
of  lifetime  abstainers  that  you  won’t  get  by 
yelling  “bogeyman”  at  them. 

But  what’s  the  use.  About  the  only  agency 
I know  which  has  ever  really  succeeded  in  using 
psychologic  knowledge  in  a positive  workable 
manner  is  a bank.  Somehow  they  solved  it  so 
that  they  have  you  coming  in  on  tiptoe  in 
reverential  awe,  hat  in  hand,  whether  you  are 
going  to  ask  them  to  lend  you  money  or  you 
are  going  to  lend  it  to  them. 

WRC 
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Leslie  A.  A.  Benson,  M.D.,  of  Buffalo,  died 
on  May  19  at  his  home  in  Eggertsville  at  the 
age  of  sixty-six.  Dr.  Benson  was  graduated 
from  the  University  of  Buffalo  School  of 
Medicine  in  1924.  He  was  an  attending  sur- 
geon at  Millard  Fillmore  Hospital.  A Fellow 
of  the  American  College  of  Surgeons,  Dr. 
Benson  was  a member  of  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Roy  Edwin  Borrowman,  M.D.,  of  Fort 
Edward,  died  on  March  17  at  the  age  of  sixty- 
two.  Dr.  Borrowman  was  graduated  from  the 
University  of  Toronto  Faculty  of  Medicine  in 
1927.  He  was  a member  of  the  Washington 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Stanley  Paul  Burnes,  M.D.,  of  Buffalo,  died 
on  March  21  at  the  age  of  fifty-seven.  Dr. 
Burnes  was  graduated  from  the  St.  Louis 
University  School  of  Medicine  in  1935.  He 
was  an  assistant  attending  physician  at  Sisters 
of  Charity  Hospital  of  Buffalo.  Dr.  Burnes 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Cyrus  Earle  Davis,  M.D.,  of  Watervliet, 
died  on  July  3 at  Glenridge  Hospital,  Schenec- 
tady, at  the  age  of  sixty-five.  Dr.  Davis  grad- 
uated from  the  Syracuse  University  College  of 
Medicine  in  1924.  He  was  chief  attending 
physician  in  metabolism  at  Leonard  Hospital, 
Troy.  Dr.  Davis  was  a member  of  the  Rens- 
selaer County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Wakeman  Clark  Egerton,  M.D.,  of  Albany, 
died  on  June  2 at  his  home  in  McKownville 
at  the  age  of  eighty.  Dr.  Egerton  was  graduated 
from  Albany  Medical  College  in  1909  and  had 
been  head  of  the  Department  of  Obstetrics  at 
Memorial  Hospital  until  his  retirement  in  1924. 

Harry  N.  Feltes,  M.D.,  of  Kenmore,  died  on 
May  24  at  Buffalo  General  Hospital  at  the 
age  of  eighty-three.  Dr.  Feltes  was  graduated 
from  the  University  of  Buffalo  School  of  Med- 
icine in  1904  and  had  practiced  for  more  than 
fifty  years  until  his  retirement  in  1957.  He  was 
a member  of  the  Erie  County  Medical  Society, 


the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

James  Flexner,  M.D.,  of  White  Plains,  died 
on  March  5 at  his  home  at  the  age  of  fifty- 
seven.  Dr.  Flexner  was  graduated  from  the 
University  of  Tennessee  College  of  Medicine 
in  1934.  He  was  associate  attending  gastro- 
enterologist at  White  Plains  Hospital.  A Diplo- 
mate  of  the  American  Board  of  Internal  Med- 
icine, Dr.  Flexner  was  a member  of  the  Amer- 
ican Association  for  Research  in  Psychosomatic 
Problems,  the  New  York  Academy  of  Medicine, 
the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  P.  Jehle,  M.D.,  of  Boston,  died  on 
April  27  at  the  age  of  seventy-nine.  Dr.  Jehle 
graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1907.  He  served  as 
medical  examiner  for  Selective  Service  during 
World  War  II,  for  many  years  was  public 
health  officer  for  the  towns  of  Boston  and 
Colden,  and  was  a consultant  in  general  practice 
at  Millard  Fillmore  Hospital.  Dr.  Jehle  was  a 
member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ernest  Kamins,  M.D.,  of  New  York  City  and 
Flushing,  died  on  December  31,  1963,  at  the 
age  of  sixty-four.  Dr.  Kamins  received  his 
medical  degree  from  the  University  of  Bonn, 
Germany,  in  1924.  He  was  a clinical  assistant 
attending  physician  in  gastroenterology  at 
Sydenham  Hospital.  Dr.  Kamins  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Henry  William  Korman,  M.D.,  of  New  York 
City,  died  on  January  6 at  the  age  of  eighty-five. 
Dr.  Korman  was  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical 
School  in  1901.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Christoph  Ulrich  Linder,  M.D.,  of  New  York 
City  and  Spring  Valley,  died  on  July  2 at  the 
age  of  sixty-seven.  Dr  Linder  received  his 
medical  degree  from  the  University  of  Basel 
in  1921.  He  was  an  assistant  attending  physi- 
cian at  Metropolitan  Hospital.  Dr.  Linder 
was  a member  of  the  New  York  County  Medical 
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Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  King  Lucey,  M.D.,  of  Staten  Island, 
died  on  May  12  at  Sea  View  Hospital  at  the 
age  of  fifty-two.  Dr.  Lucey  was  graduated 
from  Georgetown  University  School  of  Medicine 
in  1934.  He  was  an  attending  surgeon  at  St. 
Vincent’s  and  Sea  View  Hospitals.  A Fellow 
of  the  American  College  of  Surgeons,  Dr.  Lucey 
was  a member  of  the  New  York  Academy  of 
Medicine,  the  Richmond  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Alexander  S.  Manne,  M.D.,  of  Brooklyn, 
died  on  February  13  at  the  age  of  seventy.  Dr. 
Manne  was  graduated  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in 
1918.  He  was  an  associate  attending  pediatri- 
cian (off  service)  at  Maimonides  Hospital  and 
a member  of  the  affiliate  staff  in  pediatrics  at 
Coney  Island  Hospital.  A Diplomate  of  the 
American  Board  of  Pediatrics,  Dr.  Manne  was  a 
member  of  the  American  Academy  of  Pediatrics, 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Ray,  M.D.,  of  Brooklyn,  died  on  Novem- 
ber 23,  1963,  at  the  age  of  fifty-five.  Dr.  Ray 
received  his  medical  degree  from  the  Royal 
College  of  Physicians  of  London  in  1937.  He 
was  an  associate  attending  physician  at  Coney 
Island  Hospital.  A Diplomate  of  the  American 
Board  of  Internal  Medicine,  Dr.  Ray  was  a 
member  of  the  American  Geriatrics  Society,  the 
International  Society  of  Internal  Medicine, 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Benjamin  Resnick,  M.D.,  of  New  Rochelle 
and  Mount  Vernon,  died  on  March  9 at  the 
age  of  fifty-seven.  Dr.  Resnick  received  his 
medical  degree  from  the  University  of  Edin- 
burgh Faculty  of  Medicine  in  1932.  A Diplo- 
mate of  the  American  Board  of  Radiology 
(Diagnostic  Roentgenology),  Dr.  Resnick  was 
a member  of  the  Westchester  Academy  of 
Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Harold  Maurice  Robins,  M.D.,  of  Buffalo, 
died  suddenly  on  June  25,  at  the  age  of  fifty- 
four,  in  San  Francisco,  California,  while  attend- 
ing the  American  Medical  Association  conven- 
tion, at  which  he  was  to  deliver  a paper.  Dr. 
Robins  was  graduated  from  the  University 
of  Buffalo  School  of  Medicine  in  1936.  He  was 
an  associate  attending  physician  at  Buffalo 


General  Hospital,  associate  attending  physician 
in  internal  medicine  and  physician-in-charge 
of  arthritis  at  Edward  J.  Meyer  Memorial 
Hospital,  and  physician-in-charge  of  arthritis 
at  Edward  J.  Meyer  Memorial  Hospital  Out- 
patient Department.  Dr.  Robins  was  a mem- 
ber of  the  American  Rheumatism  Association, 
the  Buffalo  Academy  of  Medicine,  the  New 
York  State  Society  of  Internal  Medicine,  the 
Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jaroslaw  Sachno,  M.D.,  of  Rome,  died  on 
April  6 at  St.  Luke’s-Memorial  Hospital  Center, 
Utica,  at  the  age  of  fifty-nine.  A native  of 
Poland,  Dr.  Sachno  received  his  medical  degree 
from  the  University  of  Lwow,  in  1929  and  prac- 
ticed in  Poland  and  Germany  before  coming  to 
the  United  States  in  1949.  He  was  a member 
of  the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alexander  Joseph  Saunders,  M.D.,  of  Wood- 
side,  died  on  February  9 at  City  Hospital  of 
Elmhurst  at  the  age  of  fifty-two.  Dr.  Saunders 
was  graduated  from  Georgetown  University 
School  of  Medicine  in  1935  and  had  served 
during  World  War  II  in  the  U.S.  Army  Medical 
Corps  with  the  rank  of  lieutenant  colonel. 

Israel  Samuel  Schwartz,  M.D.,  of  Lynbrook, 
died  on  December  24,  1963,  at  the  age  of  sixty- 
two.  Dr.  Schwartz  was  graduated  from  George 
Washington  University  School  of  Medicine  in 
1926.  He  was  an  attending  physician  in  gen- 
eral practice  at  South  Nassau  Communities 
Hospital,  Oceanside.  Dr.  Schwartz  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Bernard  Stoll,  M.D.,  of  The  Bronx,  died  on 
April  19  at  The  Mount  Sinai  Hospital  at  the  age 
of  fifty-four.  Dr.  Stoll  was  graduated  from 
New  York  University  and  Bellevue  Hospital 
Medical  School  in  1934  and  served  during 
World  War  II  in  the  U.S.  Army  Medical  Corps, 
stationed  with  the  171st  Station  Hospital  in 
New  Guinea.  He  was  chief  of  physical 
medicine  and  rehabilitation  at  the  Veterans 
Administration  Hospital,  Manhattan,  associ- 
ate attending  physician  in  physical  medicine 
and  rehabilitation  at  Bronx  Municipal  Hos- 
pital Center,  and  an  associate  professor  of 
rehabilitative  medicine  at  Albert  Einstein 
College  of  Medicine.  A Diplomate  of  the 
American  Board  of  Physical  Medicine  and 
Rehabilitation,  Dr.  Stoll  was  a member  of  the 
American  Academy  of  Physical  Medicine  and 
Rehabilitation,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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FIFTY-EIGHTH 

ANNUAL 


DISTRICT  BRANCH  MEETINGS 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Second  District  Branch 

Thursday , Friday , September  10,  11,  1964 
Montauk  Manor,  Montauk,  New  York 


Thursday,  September  1 
Morning 

9:30  a.m.  Anabolic  Steroids 

Ross  Sayers,  M.D.,  New  York  City 
Medical  Director,  Endo  Labora- 
tories, Garden  City 

Friday,  September  11 
Afternoon 

1 : 30  p.m.  Business  Meeting,  Election  of  Offi- 
cers 

1:45  p.m.  Anticoagulant  Therapy 

Ross  Sayers,  M.D.,  New  York  City 
Medical  Director,  Endo  Labora- 
tories, Garden  City 

Evening 

7:30  p.m.  Dinner 

Introduction  of  Officers 


Officers— Second  District  Branch 


President Paul  H.  Sullivan,  M.D., 

Great  Neck 

First  Vice-Pres John  R.  Ruppe,  Jr.,  M.D., 

Riverhead 

Second  Vice-Pres.  Reginald  R.  Steen,  M.D., 
Hempstead 

Secretary Albert  M.  Biglan,  M.D., 

Central  Islip* 


Presidents — Component  County  Societies 

Nassau.  . .Herbert  R.  Zatzkin,  M.D.,  Roslyn 
Suffolk  . .Melville  G.  Rosen,  M.D.,  Deer  Park 

* Deceased 


Fifth  and  Sixth  District  Branches  / Third  Combined  Annual  Meeting 

Friday,  Saturday,  Sunday,  September  11,  12,  13,  1964 
The  Gideon  Putnam,  Saratoga  Springs,  New  York 


Friday,  September  11 
Afternoon 

1 : 00  p.m.  Registration,  Main  Lobby 
4:30  p.m.  Fifth  and  Sixth  District  Branch 
Delegates  Caucus,  Game  Room 
6:00  p.m.  Cocktails,  Patio 
7 : 00  p.m.  Buffet  Supper,  Georgian  and  Garden 
Rooms 

Saturday,  September  12 
Morning 

7:30  a.m.  New  England  Buffet  Breakfast, 
Main  Dining  Room 


9:30  a.m.  Scientific  Program,  Gideon  Putnam 
Room 

Official  Investigation  of 
Sudden,  Suspicious,  and 
Violent  Death:  Findings 

Versus  Conclusions 

Milton  Helpern,  M.D.,  New  York 
City 

Chief  Medical  Examiner,  City  of 
New  York 

11:00  a.m.  Round  Table  Discussion,  Gideon 
Putnam  Room 

11:30  a.m.  Annual  Business  Meeting,  Election 
of  Officers 
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Fifth  District  Branch,  Gideon 
Putnam  Room 

Sixth  District  Branch,  Theatre 
Room 

Afternoon 

12:30  p.m.  Men’s  Business  Luncheon,  Garden 
Room 

2:00  p.m.  Recreation 

Evening 

6:45  p.m.  Reception  for  Officers  of  Medical 
Society  of  the  State  of  New  York, 
Patio 

8:00  p.m.  Banquet,  Georgian  and  Garden 
Rooms 

George  G.  McCauley,  M.D., 
Master  of  Ceremonies 

Awarding  of  Golf  Trophies:  Hugh 
D.  Black,  M.D. 

Introduction  of  Officers 

Remarks:  George  A.  Burgin, 

M.D.,  Little  Falls,  President, 
Medical  Society  of  the  State 
of  New  York 

Remarks:  Mrs.  Dominic  R.  Pi- 
taro,  Troy,  President,  Wom- 
an’s Auxiliary  to  the  Medical 
Society  of  the  State  of  New 
York 

Guest  Speaker:  How  Did  You 

Get  Your  Name? 

George  H.  Healey,  Ph.D., 

Ithaca 

Professor  of  English  and  Cura- 
tor of  Rare  Books,  Cornell 
University 

Entertainment  and  Dancing 


Sunday,  September  13 
Morning 

7:30  a.m.  New  England  Buffet  Breakfast, 
Main  Dining  Room 

9:30  a.m.  Scientific  Motion  Pictures,  Gideon 
Putnam  Room 

The  Four  Seasons 
The  Case  of  the  Doubting 
Doctor 

Not  As  It  Was 

11:00  a.m.  Round  Table  Discussion,  Gideon 
Putnam  Room 

12:00  noon  Luncheon,  Main  Dining  Room 

The  scientific  program  is  sponsored  by  Roche 
Laboratories  Division  of  Hoffmann-LaRoche, 
Inc.,  and  by  Eaton  Laboratories,  Division  of  the 
Norwich  Pharmacal  Company. 


Officers— Fifth  District  Branch 

President William  L.  Dorr,  M.D., 

Auburn 

First  Vice-Pres Felix  Ottaviano,  M.D., 

Oneida 

Second  Vice-Pres..  .Marcus  S.  Richards,  M.D., 
Tully 

Secretary William  R.  Carson,  M.D., 

Potsdam 

Treasurer Theodore  J.  Prowda,  M.D., 

Sherrill 

Delegate Arthur  F.  Gaffney,  M.D., 

Clinton 


Presidents— Component  County  Societies 


Cayuga Alfred  E.  Dooley,  M.D.,  Auburn 

Herkimer John  H.  Hirshfeld,  M.D.,  Mo- 

hawk 

Jefferson Charles  F.  Goodnough,  M.D., 

Watertown 

Lewis Lewis  A.  Steinhilber,  M.D., 

Lowville 

Madison Gareth  S.  West,  M.D.,  Chit- 

tenango 

Oneida Robert  H.  Cross,  M.D.,  Utica 

Onondaga Daniel  Burdick,  M.D.,  Syracuse 

Oswego Kenneth  A.  Kurtz,  M.D.,  Ful- 

ton 


St.  Lawrence.  .Harry  E.  Howe,  M.D.,  Canton 


Sixth  District  Branch— Officers 


President George  G.  McCauley, 

M.D.,  Ithaca 

First  Vice-Pres Hugh  D.  Black,  M.D.,  Ox- 

ford 

Second  Vice-Pres. . . Charles  L.  Shute,  Jr.,  M.D., 
Binghamton 

Secretary Henry  B.  Marshall,  M.D., 

Elmira 

Treasurer Jason  K.  Moyer,  M.D., 

Binghamton 

Delegate Norman  C.  Lyster,  M.D., 

Norwich 


Presidents — Component  County  Societies 

Broome Paul  M.  DeLuca,  M.D.,  Bingham- 

ton 

Chemung..  . F.  W.  Chamberlain,  M.D.,  Elmira 
Chenango ...  Charles  L.  Dubuar,  M.D.,  Sher- 


burne 

Cortland.  . . .Donald  R.  Gibbs,  M.D.,  Cortland 
Delaware.  . . Harry  J.  Wilbur,  M.D.,  Walton 

Otsego Eldred  L.  Leech,  M.D.,  Oneonta 

Schuyler.  . . .James  J.  Norton,  M.D.,  Montour 
Falls 

Tioga Abraham  Novinsky,  M.D.,  Wav- 

erly 


Tompkins.  . .Dale  B.  Pritchard,  M.D.,  Ithaca 
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Medical  Meetings 


Automation  in  analytical  chemistry 

The  Technicon  International  Symposium  on 
Automation  in  Analytical  Chemistry  will  be 
held  at  the  Statler  Hilton  Hotel,  New  York 
City,  September  16  through  18. 

Papers  will  be  delivered  by  specialists  in  lead- 
ing companies,  educational  and  research  in- 
stitutions, hospitals,  and  government  agencies. 
Admission  is  free  but  is  by  pre-registration  only. 
For  registration  and  other  information,  contact 
E.  C.  Barton,  Technicon,  Research  Park, 
Chauncey,  New  York. 


Association  for  the  Advancement  of 
Psychoanalysis,  Inc. 

The  Association  for  the  Advancement  of 
Psychoanalysis  will  meet  on  September  30  at 
the  New  York  Academy  of  Medicine,  Fifth 
Avenue  and  103rd  Street,  New  York  City. 
Helen  Boigon,  M.D.,  of  the  American  Institute 
for  Psychoanalysis,  and  associate  psychoanalyst 
at  the  Karen  Horney  Clinic,  will  speak  on 
“Horney’s  Concept  of  Basic  Anxiety  and  its 
Relationship  to  the  Phenomenon  of  Violence.” 
Discussants  will  be  Rose  Spiegel,  M.D.,  training 
supervisor  at  the  William  Alanson  White  In- 
stitute, and  associate  professor  at  New  York 
School  of  Psychiatry;  and  Samuel  Safirstein, 
M.D.,  assistant  attending  psychiatrist  at  The 
Mount  Sinai  Hospital  in  New  York  City. 


Research  equipment  exhibit 

Plans  have  been  completed  for  the  fourteenth 
annual  instrument  symposium  and  research 
equipment  exhibit  to  be  held  October  5 through 
8 at  the  National  Institutes  of  Health,  Bethesda, 
Maryland. 

More  than  40  scientists  of  national  and  inter- 
national repute  will  discuss  recent  develop- 
ments in  research  methods  and  instrumentation 
in  the  symposium.  The  concurrent  exhibit  will 
display  the  latest  products  of  76  of  the  nation’s 
leading  manufacturers  of  research  equipment. 

Topics  of  discussion  for  subsequent  sessions 
include  artificial  organs,  inorganic  trace  analysis 
and  mass  spectrometry,  luminescence,  and  fast 
reaction  monitoring,  among  others. 

For  additional  information,  write  or  call 
James  B.  Davis,  National  Institutes  of  Health, 
Public  Health  Service,  Bethesda,  Maryland 
20014.  Phone  301-496-2315. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Emotional  problems  in  medicine 

The  New  York  Academy  of  Medicine  will 
sponsor  a course  on  emotional  and  psychiatric 
problems  in  medical  practice  to  be  held  starting 
October  19  at  the  Academy,  2 East  103rd 
Street,  New  York  City.  Deadline  for  registra- 
tion is  September  21. 

The  course,  which  is  supported  by  a grant 
from  the  United  States  Public  Health  Service, 
is  cosponsored  by  the  New  York  County  Chap- 
ter of  the  American  Academy  of  General  Prac- 
tice and  is  acceptable  for  twenty-one  hours  of 
Category  I credit  for  its  completion. 

Requests  for  information  should  be  ad- 
dressed to:  Executive  Secretary  for  Medical 

Education,  The  New  York  Academy  of  Medi- 
cine, 2 East  103rd  Street,  New  York,  New  York 
10029. 

Mental  health  congress 

The  American  Medical  Association,  through 
its  Council  on  Mental  Health,  has  scheduled  a 
second  national  congress  on  mental  illness  and 
health  to  be  held  in  Chicago  November  5 
through  7. 

The  congress  will  be  primarily  a working 
meeting  with  a minimum  of  formal  papers 
and  presentations.  Physicians,  particularly 
those  in  private  practice,  will  be  oriented 
towards  activating  and  participating  in  effective 
mental  health  programs  at  the  community  level. 

Further  information  may  be  obtained  by 
writing  to  the  Department  of  Mental  Health, 
American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

Course  in  radioactive  tracers 

An  introductory  course  in  radioactive  tracers 
in  orthopedics  will  be  held  at  The  Hospital 
for  Special  Surgery  in  New  York  City,  Novem- 
ber 19  through  21 . Tuition  will  be  $50. 

The  program  will  consist  of  lectures,  round 
table  discussions,  demonstrations,  and  practical 
experiments.  The  faculty  will  consist  of  senior 
investigators  from  Cornell  University  Medical 
College  and  Graduate  School  of  Medicine 
(New  York  Hospital,  Hospital  for  Special 
Surgery,  and  Memorial  Hospital-Sloan  Ketter- 
ing Institute)  and  scientists  from  other  centers. 

In  preparation  for  the  course,  all  participants 
will  receive  a list  of  suggested  reading,  and  the 
lecturers  will  prepare  outlines  for  distribution 
before  or  during  the  course. 

Application  for  participation  should  be  mailed 
not  later  than  September  15  to  Goran  C.  H. 
Bauer,  M.D.,  Hospital  for  Special  Surgery,  535 
East  70th  Street,  New  York,  New  York  10021. 
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Letters  to  the  Editor 


Guinea  pigs  unanimous 

To  the  Editor:  Because  subsequent  events  sug- 

gest the  advisability  of  a postscript  to  the 
column  “Billsbord”  carried  in  this  issue,  I am 
availing  myself  of  the  Letters  to  the  Editor  de- 
partment to  bring  any  interested  reader  up  to 
date. 

In  the  fall  of  1962,  my  interest  was  first 
aroused  in  a program  to  influence  adolescents 
to  refrain  from  smoking  based  on  a philosophy 
geared  to  the  psychologic  realities  of  this  age 
group,  rather  than  on  a campaign  of  fear  and 
appeals  to  their  insecurity.  At  that  time  I 
submitted  a plan  of  this  type  of  campaign  to 
the  New  York  State  Division  of  the  American 
Cancer  Society,  and  followed  up  this  proposal 
by  attending  a meeting  of  the  board  of  directors 
held  in  Rochester,  New  York,  in  October,  1962, 
where  I presented  to  the  board  a summary  of 
the  plan.  It  was  taken  under  advisement,  and 
while  some  individual  members  seemed  in- 
terested, I heard  no  more  about  it  except  a single 
communication  indicating  they  were  still  con- 
sidering the  proposal  as  well  as  submitting  it  to 
the  national  group. 

After  hearing  nothing  else  about  it  in  one  and 
one-half  years,  I came  to  the  conclusion  that, 
after  all,  the  proposal  was  predicated  on  theo- 
retic concepts  of  my  own  and  would  remain  so  un- 
less confirmed  in  the  crucible  of  practical  ex- 
perience. Accordingly,  in  May,  1964,  I decided 
at  least  to  satisfy  myself  that  what  I advocated 
was  either  an  approach  realistically  capable  of 
achieving  the  desired  results  or  just  an  exercise 
in  psychologic  nonsense.  Therefore  I contacted 
administrators  of  local  central  school  districts, 
and  while  my  request  to  speak  to  the  age  group 
arbitrarily  selected  (junior  high  school  students) 
met  with  considerable  objections  and  attempts 
to  change  the  basic  elements  necessary  to  the 
philosophic  background  constituting  an  integral 
part  of  the  program,  as,  for  instance,  placing  an 
age  limit  on  the  pledge  to  abstain  from  smoking 
and  contacting  parents  before  appealing  to  the 
youngsters,  they  finally  agreed  to  give  me  per- 
mission but  expressed  considerable  pessimism 
as  to  the  response.  I compromised  to  the 
extent  of  agreeing  to  prepare  a letter  to  parents 
explaining  the  program,  this  letter  to  be  sent 
only  after  the  youngster  had  agreed  to  par- 
ticipate and  only  on  his  or  her  request. 

An  organization  called  “Guinea  Pigs  Unan- 
imous” was  set  up,  and  a pledge  to  stop 
smoking  for  life  drawn  up  as  necessary  to  mem- 
bership. The  students  were  appealed  to  join 


not  for  their  own  sake  but  from  the  idealistic 
angle  of  accepting  the  sacrifice  involved  for  the 
sake  of  society  and  to  provide  research  workers 
and  other  agencies  with  a sociologic  and  medical 
record  of  a generation  of  nonsmokers  through 
an  annual  report  submitted  to  a central  agency 
by  each  member.  Six  schools  were  visited,  and 
an  average  of  85  per  cent  of  the  junior  high 
groups  at  these  schools  signed  the  pledge. 

My  solitary  endeavor  had  to  be  discontinued 
in  the  early  part  of  June  because  of  the  school 
calendars,  but  it  is  expected  to  plan  solidification 
of  the  six  units  now  formed  and  to  continue  the 
recruiting  when  schools  reopen  in  September. 
However,  I can’t  spend  the  rest  of  my  days 
talking  to  junior  high  students,  and  the  value 
of  the  plan  lies  in  establishment  of  a central 
office,  preferably  under  the  jurisdiction  of  some 
organization,  and  I would  hope  one  now  estab- 
lished rather  than  a new  one.  I now  have  some 
two  thousand  signed  pledges  which  demon- 
strates to  me  the  practicality  of  this  approach 
and,  I would  hope,  to  others  interested  in  the 
nonsmoking  program  for  adolescents. 

Following  is  a sample  copy  of  the  pledge  and 
of  the  letter  sent  to  parents  at  the  request  of 
any  member  when  requested  by  them. 

William  R.  Carson,  M.D. 

14  Elm  Street 
Potsdam,  New  York 

Pledge 

Of  my  own  volition,  uninfluenced  by  any 
consideration  other  than  an  earnest  desire  to 
join  with  my  fellow  youth  of  America;  by 
participating  in  a program  of  mutual  and 
voluntary  sacrifice,  designed  and  dedicated  to 
the  provision  of  fundamental  health  knowledge 
of  a generation  of  nonsmokers  and  so  illuminate 
with  the  searchlight  of  factual  information  those 
shadowy  and  dark  comers  of  speculation  and 
ignorance.  In  furtherance  of  this  purpose,  I 

of — , 

do  hereby  promise  to  abstain  from  smoking, 
now  and  in  the  future. 

It  is  my  understanding  that  signing  this 
promise  entitles  me  to  full  membership  in 
Guinea  Pigs  Unanimous  and  to  all  the  rights 
and  privileges  pertaining  to  such  membership; 
and  I agree  with  my  fellow  members  to  submit 
an  annual  report  of  my  medical  history  on  the 
form  provided  and  to  the  office  or  officer  desig- 
nated to  receive  it,  with  an  understanding  and 
assurance  that  such  report  will  represent  a 
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confidential  communication  and  will  never  be 
released  without  my  written  permission  and 
never  used  contrary  to  my  best  interests.  The 
statistical  information  from  this  report  will  be 
evaluated  by  coded  number  so  as  to  maintain 
this  confidential  relationship. 

In  the  event  that  at  some  future  time  I 
should  become  a regular  smoker,  then  I agree  to 
notify  a designated  officer  or  office,  and  so  pre- 
vent impairment  of  the  validity  of  conclusions 
drawn  from  information  furnished  by  my  fellow 
members. 

I accept  the  condition  that  such  notification 
will  represent  a resignation  from  the  organiza- 
tion and  in  such  event  agree  to  surrender  any 
regalia,  membership  card  or  insignia,  or  other 
material  belonging  to  the  society  that  might  be 
in  my  possession,  when  and  if  asked  to  do  so  by 
any  constituted  authority  of  the  organization. 


Signature 


Witness 


Place 


Date 


Letter  to  parents 

As  the  parents  of , 

a student  at , 

you  are,  by  now,  probably  aware  that  recently 
your  youngster,  as  well  as  many  fellow  class- 
mates, joined  an  organization  which  required  a 
promise  to  refrain  from  smoking  now  and  in  the 
future.  This  action  was  voluntary  and  stimu- 
lated only  by  a desire  to  join  with  the  youth  of 
America,  of  similar  age,  to  voluntarily  con- 
tribute valuable  and  fundamental  knowledge 
providing  accurate  data  of  the  medical  history 
of  a generation  of  nonsmokers. 

Those  of  us  responsible  for  promoting  this 
program  debated  a long  time  as  to  whether  you 
as  parents,  and  in  recognition  of  the  moral  and 
legal  guardianship  status  implied  in  parenthood, 
should  not  be  contacted  before  the  matter  was 
submitted  to  the  youngsters  themselves  for  in- 
dependent and  personal  decision.  Our  decision 
not  to  contact  you  first  was  not  in  any  way 
designed  to  ignore  or  to  circumvent  your 
parental  authority,  but  rather  was  based  on  the 


assumption  that  any  chance  of  real  continuous 
success  of  this  program  depended  solely  on  the 
idealism  and  desire  to  help,  which  we  believed 
was  characteristic  of  your  youngster  and  class- 
mates, and  on  the  voluntary  acceptance  of  each 
individual  of  the  sacrifice  he  was  being  asked  to 
make  for  the  sake  of  his  fellow  man.  Any 
prior  adult  knowledge  of  the  proposal  and  any 
adult  influence  either  for  or  against  would  re- 
move it  from  the  realm  of  “their  own”  to  the 
realm  of  something  imposed  on  them  by  adults 
“for  their  own  good.” 

Frankly,  we  believe  that  the  weakness  of 
most  antismoking  campaigns  is  the  fact  that 
they  are  based  on  a fear  of  something  that  might 
happen  some  thirty  or  forty  years  from  now, 
and  people  are  asked  to  do  something  for  their 
“future  good.”  Most  youngsters  have  little 
inclination  of  doing  something  “for  their  own 
good,”  particularly  if  based  on  adult  experience 
and  advice;  but  they  are  capable  and  desirous 
of  “doing  something  for  the  good  of  others.” 
This  is  the  central  factor  of  our  plan;  but  if 
they  are  to  make  this  contribution  and  persist 
in  it,  they  must  know  that  it  is  their  own  deci- 
sion— freely  arrived  at  through  a desire  to  help 
others. 

Therefore,  in  accordance  with  this  conviction, 
it  became  necessary  to  present  it  to  them  first. 
We  realized  in  doing  this  you  might  feel  we  had 
trespassed  on  your  rightful  province,  but  we  also 
thought  that  parents,  being  mature  adults, 
would  understand  and  cooperate  if  we  explained 
the  why’s  and  wherefore’s  after  the  fact,  which 
one  could  not  expect  from  the  immature  young- 
ster if  we  approached  the  problem  from  the  other 
direction. 

We  want  your  help,  and  we  need  your  ap- 
proval. Perhaps  despite  our  explanation  and 
sincere  apology  you  still  feel  the  method  or  our 
objective  is  wrong;  if  so,  we  ask  for  your  under- 
standing. No  one  can  argue  that  smoking  is 
helpful;  perhaps  our  approach  of  voluntary 
abnegation  based  on  a sincere  and  admirable 
desire  to  help  others  is  doomed  to  failure,  but 
won’t  you  agree  to  wait  and  see.  After  all  we 
have  only  asked  and  your  child  has  only  volun- 
tarily agreed  to  either  stop  or  never  start  the 
habit  of  smoking. 

We,  of  course,  stand  ready  to  answer  any 
questions  you  may  have,  relative  to  your  own 
child’s  participation  or  the  program  as  a whole. 

Any  youngster  will  do  for  the  good  of  others  what 
he  will  not  do  for  his  own. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL.. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


JUL1  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  over  forty 
years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
MUrray  Hill  4-3211 


STABILITY . . . 

SUPERVISION  . . . 
SERVICE . . . 
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Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories) 2127 

Anorectics 

Eskatrol  (Smith  Kline  & French  Laboratories) 2236 

Antacid 

Krem  (Neisler  Laboratories) 2144-2145 

Antiasthmatic  bronchodilators 

Deltasmyl  (Roussel  Corporation) 2143 

Antibiotics 

Polysporin 

(Burroughs  Wellcome  & Company,  Inc.) 2231 

Tao  (J.  B.  Roerig  & Company) 2138-2139 

Tetracycline  HCL  (West-Ward,  Inc.) 2142 

Anticonvulsants 

Dilantin  (Parke  Davis  & Company) 2123 

Antihypertensive  diuretics 

Hydromox 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 2134-2135 

Antirheumatics 

Pabalate  (A.  H.  Robins  Company,  Inc.) 2121 

Beverages 

Coca  Cola  (The  Coca  Cola  Company) 2141 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  Cover 


Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 2125 

Diagnostic  aids 

Hema-Combistix  (Ames  Company,  Inc.) 3rd  Cover 

Foods 

Corn  Oil  Margarine  (J.  H.  Filbert,  Inc.) 2148 

Fleischmann’s  Corn  Oil  Margarines 

(Standard  Brands  Incorporated) 2133 

Milk  (National  Dairy  Council) 2122 

Hormones 

Enovid  (G.  D.  Searle  & Company) 2155 

Nasal  congestant 

Dimetapp  (A.  H.  Robins  Company,  Inc.) 2131 

Radiation  therapy 

Radium-Radon  (Radium  Chemical  Co.,  Inc.) 2142 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 2137 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  Cover 

Topical  antibiotics 

Furacin  (Eaton  Laboratories) 2156 

Tranquilizers 

Miltown  (Wallace  Laboratories) 2146-2147 

Vaginal  hygiene 

Delfen  (Ortho  Pharmaceutical  Company) 2129 

StomAseptine  (Harcliffe  Laboratories) 2149 


REFRESHER  COURSE  FOR 
GENERAL  PRACTITIONERS 

Fifteenth  Year 

The  Royal  Victoria  Hospital  will  con- 
duct a five  day  course  for  General  Practi- 
tioners from  November  16  to  20,  inclusive, 
1964.  The  course  will  cover  conditions 
most  commonly  encountered  in  general 
practice  with  emphasis  on  practical  office 
procedures  used  in  Medicine,  Surgery,  Obs- 
tetrics and  Gynaecology,  Paediatrics,  Der- 
matology, Urology,  the  Surgical  Specialties 
and  Psychiatry. 

An  entertainment  programme  for  doc- 
tors’ wives  is  planned. 


Fee:  $75.00 


COURSE  IN  CLINICAL 
CARDIOLOGY 

November  9-13,  Inclusive,  1964 

Royal  Victoria  Hospital 
and 

The  Montreal  Children’s  Hospital 

This  course  is  concerned  with  current 
problems  which  the  practitioner  faces  with 
cardiovascular  disease.  Lecture  periods 
are  correlated  with  the  problems  presented 
during  bedside  teaching  for  which  the  facili- 
ties of  both  the  Royal  Victoria  Hospital 
and  The  Montreal  Children’s  Hospital  will 
be  used.  The  emphasis  is  upon  clinical 
evaluation  and  specialized  techniques  will 
be  discussed  in  relation  to  specific  technical 
problems  requiring  detailed  study. 

Fee:  $60.09 


TO:  THE  SECRETARY,  POST-GRADUATE  BOARD,  ROYAL  VICTORIA  HOSPITAL 

687  Pine  Avenue  West,  Montreal  2,  Quebec 

Please  send  me  further  information  about  — Refresher  Course  for  General  Practitioners 

— Course  in  Clinical  Cardiology 

Name M.D.  Address — — - — — 

City  and  Zone/ZIP — Province/State 


2232 


159th 


ANNUAL  CONVENTION 

Medical  Society 
of  the 

State  of  New  York 

February  15-18,  1965 
Americana  of  New  York 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1.10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pine  wooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD 

Physician  in  Charge 

EST  I9S0 

J.  Epstein,  M.D.,  L.F.A.PA.— L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (ma!e  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3.  N.Y.  (Founded  1936  by  two  member  physicians) 
Early  requests  should  be  made  for  Feb.  and  Sept, 
graduates. 


ANESTHESIOLOGIST,  FACA,  BOARD  ELIGIBLE, 
desires  fee  for  service  or  group  arrangement  in  Metro- 
politan area.  Box  941,  % N.Y.  St.  Jr.  Med. 


GENERAL  SURGEON,  BOARD  ELIGIBLE,  AGE  35, 
seeks  association  with  individual  or  group.  Westchester 
or  lower  Conn.  Willing  to  work.  Box  955,  % N.Y.  St. 
Jr.  Med. 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % N.Y.  St.  Jr.  Med. 


EQUIPMENT 


FOR  SALE:  X-RAY  MACHINE,  100  M.A.  MOTOR 

driven  table  and  spot  device;  rotating  anode  tube;  change- 
able for  fluoroscope.  Box  958,  % N.Y.  St.  Jr.  Med. 


X-RAY  THERAPY  MACHINE,  KELEKET  220  C, 
200  KV-20  Ma,  XPT  tube.  Excellent  condition;  make 
offer.  A.  Winter,  M.D.,  98-50  67  Ave.,  Rego  Park, 
N.Y. 


PRACTICE  WANTED 


INTERNIST,  36,  BD.  CERTIFIED,  DESIRES  PUR- 
chase  of  established  practice,  Manhattan  (prefer  West 
Side,  Wash.  Hts.)  or  Bronx.  Box  944,  % N.Y.  St.  Jr.  Med. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


GENERAL  PRACTITIONER— ASSOCIATE  WITH 

well  established  medical  group  on  the  South  Shore  of  Long 
Island’s  summer  resort  area.  $12,000  per  annum,  $1,500 
car  allowance,  bonus  arrangement,  partnership.  Write 
or  call  Patchogue  Medical  Group,  1 Roe  Blvd.,  Patchogue, 
New  York.  516  GRover  5-3900. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed, 
due  to  three  recent  vacancies.  Recreation  Center;  ade- 
quate hospital,  education  and  social  activities.  Minimum 
income  guarantee.  W.  B.  Sheldon,  Admin.,  Margaret- 
ville Hospital. 


PSYCHIATRIST,  BOARD  CERTIFIED,  N.Y.  STATE 
license  required.  Training  in  psychotherapy  essential. 
Eclectic  orientation,  experienced  in  all  modalities.  Ac- 
credited, large,  expanding  private  hospital  offers  $18,000 
per  annum,  plus  house  and  monthly  allowance,  plus 
privileges  for  out-patient  practice.  Brunswick  Hospital 
Center,  Amityville,  L.I.,  New  York.  Contact  A.  W. 
Bortin,  M.D.,  Director  of  Psychiatry. 


ANESTHESIOLOGIST  TO  DIRECT  AND  TAKE 
charge  of  Anesthesia  Department  in  150  bed  general 
hospital  with  approximately  2900  major  and  minor  sur- 
gical operations  per  year.  Wonderful  opportunity  to 
develop  and  enlarge  anesthesia  service.  Financial  arrange- 
ments: fee  for  service  plus  guaranteed  minimum.  Box 
954,  % N.Y.  St.  Jr.  Med. 


WANTED:  PHYSICIAN  WITH  SOME  TRAINING 

internal  medicine,  age  to  35,  for  permanent  position  life  in- 
surance company,  NYC.  Two  doctor  office.  Clinical 
associations  encouraged.  Excellent  future — prospect  of 
becoming  Medical  Director.  Duties:  clinical,  underwrit- 
ing. Outstanding  fringe  benefits.  Inquiries  and  cur- 
riculum vitae  to  Box  971,  % N.Y.  St.  Jr.  Med. 


WANTED:  PHYSICIAN  FOR  FULL  TIME  FAMILY 
practice  in  established  medical  group,  Brooklyn,  New  York. 
At  least  two  years  approved  residency  in  internal  medicine 
required.  Box  963,  % N.Y.  St.  Jr.  Med. 


PEDIATRICIAN:  TO  JOIN  ACTIVE  GROUP  IN 

Omaha,  Nebraska.  Starting  salary  $20,000.  Medical 
school  affiliation  available.  Box  965,  % N.Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED— FULL  TIME  MEDICAL  CON- 
sultant  to  Orange  County  Welfare  Dept.,  and  Medical 
Director  of  Orange  County  Public  Home  Infirmary. 
Adequate  salary;  house  and  usual  county  employee  bene- 
fits of  Social  Security,  pension  rights  and  hospitalization 
provided.  Write  to  Commissioner  of  Public  Welfare, 
Orange  County,  Goshen,  N.Y. 


SURGEON:  TO  JOIN  ACTIVE  GROUP  IN  OMAHA, 
Nebraska.  First  year  salary  $18,000;  second  year  $20,000; 
thereafter  partnership.  Medical  school  affiliation  avail- 
able. Box  964,  % N.Y.  St.  Jr.  Med. 


4 MAN  GROUP,  STEUBEN  COUNTY,  SEEKING 
young  G.P.  1st  yr.  $17,000;  ptnsp.  offered  after  1st  yr. 
Also  excellent  opening  for  G.P.  in  2 man  ptnsp..  Long 
Island  City.  Others  listed.  Inquire.  Medical  Dental 
Search  Services,  5 Beekman  Street,  N.Y.C.  BE  3-8390. 


PHYSICIANS  WANTED— CONT’D 


INTERNIST:  TO  JOIN  ACTIVE  GROUP  IN  OMAHA, 
Nebraska.  First  year  salary  $18,000;  second  year  $20,000; 
thereafter  partnership.  Medical  school  affiliation  avail- 
able. Box  966,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER:  TO  JOIN  ACTIVE 

group  in  Omaha,  Nebraska.  First  year  salary  $18,000; 
second  year  $20,000;  thereafter  partnership.  Medical 
school  affiliation  available.  Box  967,  % N.Y.  St.  Jr.  Med. 


PHYSICIAN  (LICENSED  N.Y.  STATE)  FULL  TIME, 
(4  to  5 days  per  week).  Light  work.  Social  Security, 
retirement  and  health  benefits.  American  Red  Cross 
Blood  Center,  786  Delaware  Avenue,  Buffalo,  N.Y.  14209, 
TT  6-7500. 


ANESTHESIOLOGIST:  EXCEPTIONAL  OPPORTUN- 
ity  for  Board  qualified  anesthesiologist;  fee  for  service 
practice;  share  expenses.  Busy  associate  leaving  soon 
for  military  service.  Contact:  Central  Anesthesia,  909 
Pine  Ave.,  Niagara  Falls,  New  York. 


APPROVED  RESIDENCIES,  INTERNAL  MEDICINE. 
The  Jewish  Hospital  of  Brooklyn  has  established  an  affili- 
ated and  integrated  training  and  educational  program  at 
the  Greenpoint  Hospital,  a Municipal  hospital  of  the  City 
of  New  York.  Stipend:  $4,500  to  $5,500  per  annum 

plus  living-out  expenses.  License  or  ECFMG  certification 
required.  Apply  Director  of  Medicine,  Jewish  Hospital 
of  Brooklyn,  Greenpoint  Hospital  Division,  Skillman  and 
Kingsland  Avenues,  Brooklyn  11,  New  York. 


PEDIATRICIAN  NEEDED  FOR  NEW  SPECIALITY 
medical  center  in  gracious  but  rapidly  expanding  West- 
chester County  community.  Box  974,  % N.Y.  St.  Jr. 
Med. 


WANTED:  RADIOLOGIST,  PART  OR  FULL  TIME, 
with  group.  Excellent  salary.  Hospital  and/or  office 
practice.  Box  972,  % N.Y.  St.  Jr.  Med. 


PART-TIME  LIGHT  WORK  IN  COUNTY  TB  HOS- 
pital.  Suitable  for  semi-retired  G.  P.  N.  Y.  license  or 
ECFMG  required.  Maintenance  available;  salary  open. 
Box  976  % N.Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  4{f.  Send  just  letterhead  to: 
Jackrabbit  Service,  Box  299,  East  Norwich,  N.Y. 


INVESTMENTS 

N.  Y.  Prof,  of  Finance  with  considerable  Wall  Street 
experience  offers  his  services  to  physicians  in  port- 
folio management  on  a highly  personalized  basis. 

Box  970,  c/o  N.  Y.  St.  Jr.  Med. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


RENT  PART  TIME,  SUTTON  PLACE  MANHATTAN 
office.  Well  equipped,  beautifully  furnished,  5 rooms 
plus  X-ray  suite;  air  conditioned.  212  MA  4-8566. 


TO  SHARE,  WEST  90TH  ST.,  COR.  BROADWAY; 
air-conditioned,  fully  equipped  3 room  office,  electro- 
cardiograph, shortwave,  & metabolism.  Street  entrance. 
Call  before  noon,  EN  2-6083  or  EN  2-6043. 


W.  NYACK— UNUSUAL  ACRE,  DEAD  END  STREET, 
beautiful  site  for  home  or  office  combo.  Box  962,  % N.Y; 
St.  Jr.  Med. 


DOCTOR’S  RESIDENCE  AND  OFFICE  FOR  SALE: 
Located  in  fast  growing  Rockland  County,  20  minutes 
from  New  York  City.  In  practice  for  over  18  years, 
retiring.  Beautiful,  modern  9 room  residence  with  2 
baths.  Modern  7 room  office  attached  with  all  facilities, 
just  4 years  old.  Approximately  2/3  acre  of  beautifully 
landscaped  grounds.  Many  extras  included.  Asking  in 
low  60’s.  Cornell  & Sheridan  Associates  (Sole  Agency), 
32  So.  Main  St.,  Pearl  River,  N.Y.  10964  Pearl  River 
5-4668 


PERFECT  SPOT  FOR  A PROFESSIONAL.  HOSPITAL 
zone.  Beautiful  7 rooms,  2l/z  baths,  brick  & stucco, 
double  garage,  sun  room,  corner  lot,  near  shopping, 
schools,  church,  RR.  Owner:  7 Walnut  Rd.,  Glen  Cove, 
Long  Island,  N.Y.  Phone  ORiole  1-1353. 


TO  SHARE  ON  PART-TIME  BASIS,  NEW,  MODERN, 
spacious,  fully  equipped  office.  X-Ray  room,  etc.  in 
beautiful  building  on  excellent  block  (Park-Madison). 
Must  be  seen  to  be  appreciated.  AT  9-7555. 


BUSINESS  PROPERTY;  EXCELLENT  LOCATION 
for  one  or  more  doctors.  Brick  house  to  be  altered  to  suit 
acceptable  tenants.  One  car  garage  detached  on  plot 
40  X 100.  Also  additional  plot  adjoining,  36  X 100  for 
parking.  Directly  across  from  Kleins,  West  Hempstead. 
Cars  have  to  pass  property  to  enter  Kleins  parking  lot. 
Nelson  H.  Cleverley,  43  Green  Meadow  Lane,  Hunting- 
ton,  L.I.,  New  York.  MY  2-6062. 


PARK  AVE.,  HUNTINGTON,  LONG  ISLAND,  N.Y. 
directly  across  street  from  the  historic  village  green,  in 
fast  growing  community;  a most  desirable  office-residence, 
solid  brick  and  cement  construction,  all  on  one  floor,  on 
one  acre,  200  foot  front;  includes  three  complete  bathrooms, 
two  wood  burning  fireplaces,  9*/2  rooms;  $75,000  (terms) 
or  5-10  year  lease.  Phone  HA  3-6077  or  write. 


PLAINVIEW,  L.I.  OFFICE  SPACE  TO  SHARE.  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 


FOR  LEASE— RIVERDALE,  NEW  YORK.  MODERN 
professional  suites  in  established  medical  building.  Highly 
populated  area.  Residents  above  average  income  brackets. 
This  office  needs  coverage;  pediatrics,  orthopedics,  general 
practice.  Management  will  furnish  to  suit  and/or,  offer 
exceptional  rent  concessions.  This  is  a tremendous  op- 

?>ortunity  for  initial  or  second  practice.  For  further  in- 
ormation  call  or  write:  George  C.  Jones,  Agent,  2057 
Flatbush  Ave.,  Brooklyn,  N.Y.  ESplanade  7-3010. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


GENERAL  PRACTICE.  LOWER  WESTCHESTER; 
20  yrs.  in  community.  Good  hospital  appointments 
avail.;  equipment.  Will  introduce;  leaving  to  specialize. 
Priced  for  quick  sale.  Box  959,  % N.Y.  St.  Jr.  Med. 


GENERAL  PHYSICIAN’S  OFFICE,  FULLY  EQUIPPED, 
complete  with  patients  file  for  sale,  due  to  death.  Contact 
Mrs.  N.  Hoeltzer,  428  Parkside  Ave.  Buffalo  16  N.Y. 
(716)  832-5130. 


GENERAL  PRACTICE  IMMEDIATELY  AVAILABLE 
because  of  retirement.  Fully  equipped  office.  Average 
gross  over  $50,000  yearly.  Capitol  district  suburb. 
Teaching  hospitals.  Box  960,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  TO  TAKE  OVER  ACTIVE 
practice.  Easy  terms;  sure  income.  Will  sell  for  cost  of 
equipment.  Nassau  County.  516  IV  5-5226  or  Box  968, 
% N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER,  FOR  HEALTH  REASONS, 
is  seeking  a successor  to  his  well  established  practice  and 
well  kept  home.  FuUy  equipped  office  (x-ray,  ECG,  etc.). 
Small  town,  dairy  farming,  industries,  near  Finger  Lakes 
region.  Very  reasonably  priced.  Immediate  good  in- 
come. Will  finance  part  or  all.  Box  975,  % N.Y.  St. 
Jr.  Med. 


GENERAL  PRACTICE  AND  MODERN  FULLY 
equipped  office,  including  modern  apartment  upstairs. 
Upstate  New  York  summer  and  winter  resort  area.  Ac- 
credited open  hospital  nine  miles  away.  Grosses  $40,000. 
Will  introduce.  Box  973,  % N.Y.  St.  Jr.  Med. 


BUSY  GENERAL  PRACTICE  FOR  SALE  OR  RENT. 
Sunnyside,  Queens,  N.  Y.  Fully  equipped  office.  212 
TW.  8-8600. 
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“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts.”1 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 

Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 

Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Dorfman,  W.,  and  Johnson,  D.:  Overweight  IsCurable,  New  York,  The  Macmillan  Company,  1948, p.  16. 

Smith  Kline  & French  Laboratories 


ESKATROLt^^ 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSULE I® 

brand  of  sustained  release  capsules 


ValiunY. 


(diazepam) 


Ct&OCME^ 


Useful  for  control  of 

— psychic  tension, 

whether  situational  or  stress-induced 
—psychic  tension 
of  the  common  psychoneuroses 

— psychic  tension  mixed  with 
depressive  symptoms 

—emotional  tension 
intensified  by  somatic  complaints 


Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reactions  stem- 
ming from  stressful  circumstances  or  whenever  somatic  complaints  are  concomi- 
tants of  emotional  factors.  It  is  useful  in  psychoneurotic  states  manifested  by 
anxiety,  tension,  fear  and  fatigue.  Valium  (diazepam)  may  also  be  useful  in  acute 
agitation  due  to  alcohol  withdrawal.  Valium  (diazepam)  may  be  of  use  to  alleviate 
muscle  spasm  associated  with  cerebral  palsy  and  athetosis. 


Dosage  and  administration 

Mild  to  moderate  psychoneurotic  reactions:  Manifested  by 
anxiety-tension  alone  or  with  depressive  symptomatology, 
agitation,  restlessness,  psychophysiological  disturbances 

Severe  psychoneurotic  reactions:  Where  severe  anxiety, 
fear,  agitation,  aggression  or  hostility  exist  alone  or  with 
depressive  symptoms 

Alcoholism:  As  an  aid  in  symptomatic  relief  of  acute  agi- 
tation, tr'-  or  impending  or  acute  delirium  tremens  and 
hallucinosis 


Muscle  spasm  associated  with  cerebral  palsy  or  athetosis 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times  daily 


5 mg  to  10  mg, 

3 or  4 times  daily 


10  mg,  3 or  4 times 
during  the  first  24 
hours;  reducing  to 
5 mg,  3 or  4 times 
daily  as  needed 

2 mg  to  10  mg, 

3 or  4 times  daily 


Contraindications : Valium  (diazepam)  is  contraindicated  in  infants,  patients  with 
a history  of  convulsive  disorders  or  patients  with  a history  of  glaucoma. 

Warning:  Valium  (diazepam)  is  not  of  value  in  dealing  with  psychotic  patients 
manifesting  anxiety  and  should  be  avoided  when  there  is  reason  to  believe  the 
patient  is  psychotic. 

Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the  dosage 
to  the  smallest  effective  amount  to  preclude  the  development  of  ataxia  or  over- 
sedation (not  more  than  1 mg,  1 or  2 times  daily  initially,  to  be  increased  gradu- 
ally as  needed  and  tolerated).  As  is  true  of  all  CNS-acting  drugs,  until  the  correct 
maintenance  dosage  is  established,  patients  receiving  Valium  (diazepam)  should 
be  advised  against  possibly  hazardous  procedures  requiring  complete  mental  alert- 
ness or  physical  coordination.  Driving  an  automobile  during  the  period  of  Valium 
(diazepam)  therapy  is  not  recommended.  In  general,  the  concurrent  administra- 
tion of  Valium  (diazepam)  and  other  psychotropic  agents  is  not  recommended.  If 
such  combination  therapy  is  used,  careful  consideration  should  be  given  to  the 
pharmacology  of  the  agents  to  be  employed  with  Valium  (diazepam)  — particularly 
with  known  compounds  which  may  potentiate  the  action  of  Valium  (diazepam), 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and  other  antidepressants. 
Since  Valium  (diazepam)  has  a central  nervous  system  depressant  effect,  patients 
should  be  advised  against  the  simultaneous  ingestion  of  alcohol  and  other  central 
nervous  system  depressant  drugs  during  Valium  (diazepam)  therapy.  Safe  use  of 
Valium  (diazepam)  during  pregnancy  has  not  been  established.  The  usual  pre- 
cautions are  indicated  when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety 
states  where  there  is  any  evidence  of  impending  depression;  particularly  the  recog- 
nition that  suicidal  tendencies  may  be  present  and  protective  measures  may  be 
necessary.  The  usual  precautions  in  treating  patients  with  impaired  renal  or 
hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been  reported;  in 
most  instances  these  are  dose-related  and  may  be  avoided  by  proper  dosage  adjust- 
ment. Mild  nausea  and  dizziness  may  occur  on  occasion.  As  with  any  new  agent, 
when  it  is  administered  for  protracted  periods  of  time,  periodic  blood  counts  and 
liver  function  tests  are  advisable.  Abrupt  cessation  after  prolonged  overdosage 
may,  in  some  patients,  produce  withdrawal  symptoms  ( e.g convulsions,  tremor, 
abdominal  and  muscle  cramps,  vomiting,  sweating)  similar  to  those  seen  with 
barbiturates,  meprobamate  and  Librium®  (chlordiazepoxide  HC1).  Changes  in 
EEG  patterns  have  been  observed  in  patients  during  and  after  Valium  (diazepam) 
treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation,  sleep  disturb- 
ances, acute  hyperexcited  states  and  hallucinations  have  been  reported.  Other  side 
effects  noted  have  been  blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash. 

Valium  (diazepam)  is  available  as  5-mg  and  2 -mg  tablets.  For  convenience  and 
economy  in  prescribing,  both  strengths  are  supplied  in  bottles  of  50. 

Roche  Laboratories  endorses  the  principle  of  caution  in  the  administration  of  any 
therapeutic  agent  to  pregnant  patients. 

ROCHE  LABORATORIES  • Division  of  Hoffmann -La  Roche  Inc  • Nutley,  N.J.  07110 


from  pian  in  Ubangi 
to  tonsillitis  in  Maine 


there  is  a world  of  experience  behind 

the  ‘OXY”  broad  spectrum 

TERRAMYCIN 

OXY TETRACYCLINE 

a unique  molecule  offering  exceptional  benefits 


Whether  treating  pian  or  a host  of  other  infections,  physicians  throughout  the  world  continue  to  rely  on 
the  special  features  of  oxytetracycline  (with  its  unique  “oxy”  grouping)  because  of  its  outstanding  record 
of  effectiveness,  safety  and  tolerability.  Oxytetracycline  is  distinguished  by  true  broad-spectrum  activity/ 
rapid  systemic  uptake/high  tissue  penetration  and  concentration/high  relative  distribution  volume/low 
degree  of  serum  binding/high  urinary  excretion  in  active  form.  Moreover,  not  a single  case  of  phototoxic 
reaction,  blood  dyscrasia  or  neurologic  disturbance  directly  attributable  to  oxytetracycline  has  been  reported 
in  more  than  3,000  published  papers  in  the  last  14  years.  In  your  practice,  the  next  infection  you  see  will 
very  likely  be  responsive  to  T erramycin  (oxytetracycline). 


Pian  is  a disease  that  is  contagious  in  the  tropics  but  apparently  never  infectious  in  other  areas.  Caused  by 
Treponema  pertenue * it  is  often  acquired  during  childhood  and  is  widespread  among  native  tribes  such 
as  the  Babinga,  a race  of  forest  pigmies  in  Ubangi.  The  organism  enters  the  body  through  cuts  or  abrasions 
of  the  skin,  usually  by  direct  contact,  but  flies,  especially  species  of  Hippelates ,*  can  also  transmit  the 
disease.  Within  three  to  four  weeks  a granulomatous  lesion  (the  “mother  pian”*)  develops  at  the  site  of 
inoculation.  Six  to  twelve  weeks  later  a generalized  eruption  occurs.  After  several  years,  tissue-destructive 
tertiary  lesions  of  the  skin  and  bones  may  be  seen.  Disfiguring  and  disabling,  these  lesions  are  both  a social 
and  economic  handicap  to  many  adult  patients.  Diagnosis  rests  on  appearance  of  lesions,  history  of  contact, 
and  identification  of  the  spirochete  on  dark-field  examination  or  by  Giemsa-stained  smear.  A positive 
reaction  to  serologic  tests  for  syphilis  is  also  obtained,  although  pian  is  not  a venereal  disease.  * illustrated 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


Science  for  the  world’s  well-being® 


side  effects:  Glossitis  and  allergic  reactions  have 
been  reported  as  rare  side  effects.  Use  of  oxytetracy- 
cline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  dis- 
coloration of  developing  teeth. 

prec actions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 


droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 

formulas:  Terramycin  Capsules:  oxytetracycline 
HC1,  250  mg.  and  125  mg.;  Terramycin  Syrup: 
calcium  oxytetracycline,  125  mg.  per  5 cc.:  Terra- 
mycin Pediatric  Drops:  calcium  oxytetracycline, 
100  mg.  per  cc. 

M ore  detailed  professional  information  available  on  request. 
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mepivacaine  hydrochloride 
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Winthrop  Laboratories,  New  York,  N.Y. 


"Rapidity  of  onset” 
most  remarkable' 

A distinct  psychologic  advantage  for  patients. 

"...Longer  duration  of  action 
than  previously  available 
agents  in  this  group”2 

Carbocaine  provides  surgical  working 
conditions  for  2 to  2Vz  hours’— sufficient  to 
finish  procedures  with  only  one  injection. 

"An  increased  scope  of 
effectiveness  with  a wide 
margin  of  safety...”3 

Carbocaine  may  be  used  in  young  children,  in 
the  elderly,  debilitated  or  severely  ill.  Because 
of  its  prolonged  action,  the  addition  of  epineph- 
rine or  other  vasoconstrictor  agents  is  not 
necessary.*  Thus,  Carbocaine  extends  its  use- 
fulness in  patients  in  whom  vasoconstriction 
is  not  desirable. 

“Satisfactory  results  were  obtained  in  95%  of 
cases,  demonstrating  that  under  simple  clinical 
circumstances  it  is  a dependable  agent,  which 
shows  superiority It  is  predicted  that  mepi- 

vacaine will  be  the  popular  local  anesthetic 
agent  during  the  next  decade.”1 

*lf  desired,  epinephrine  may  be  added  for  use  in 
infiltration  anesthesia  for  hemostasis. 

Side  effects:  Carbocaine  is  well  tolerated,  and  serious 
complications  have  not  been  observed  so  far  when  used 
in  recommended  doses.  Excellent  tissue  compatibility 
and  absence  of  irritation  or  tissue  damage  have  been 
emphasized  in  the  clinical  reports.  Mild  side  effects 
consisting  mainly  of  nausea  and  vomiting  have  been 
encountered  in  only  a few  persons.  However,  if  circula- 
tory or  respiratory  complications  or  any  other  toxic 
symptoms  should  occur  due  to  unusual  sensitivity, 
faulty  technic,  relative  overdosage  or  inadvertent  intra- 
vascular injection,  treatment  should  be  the  same  as 
for  other  local  anesthetics. 

Administration  and  dosage:  The  smallest  dose  needed 
to  produce  the  desired  results  should  be  administered. 
A total  dose  of  400  mg.  (40  ml.  of  a 1 per  cent  solution  or 
equivalent)  should  not  be  exceeded.  If  epinephrine 
hydrochloride  is  added  (for  hemostasis),  a 1:200,000 
concentration  is  preferred.  Solutions  to  which  epineph- 
rine has  been  added  should  be  used  cautiously  in 
elderly  patients  or  those  with  hypertension,  cardio- 
vascular disease,  .diabetes  and  hyperthyroidism.  Cau- 
tion should  also  be  exercised  in  using  anesthetic 
solutions  containing  epinephrine  in  such  areas  as  the 
ears,  fingers,  toes  and  penis  to  avoid  prolonged  vaso- 
constriction and  ischemia. 

How  supplied:  For  infiltration  and  nerve  block.  1 per 
cent  and  2 per  cent,  in  sterile  isotonic  solution  (con- 
taining sodium  chloride  and.  as  preservative,  methyl- 
paraben  0.1  per  cent)  Multiple  dose  vials  of  50  ml 
For  caudal  and  epidural  block.  1 per  cent  and  1.5  per 
cent,  in  sterile,  isobaric  modified  Ringer's  solution 
(containing  sodium  chloride,  calcium  chloride  and  po- 
tassium chloride  without  preservative)  Single  dose 
vials  of  30  ml.,  2 per  cent,  in  sterile  isobaric  modified 
Ringer's  solution  (containing  sodium  chloride,  calcium 
chloride  and  potassium  chloride  without  preservative) 
Single  dose  vials  of  20  ml. 

The  pH  of  the  solutions  is  adjusted  between  4.5  and 
6.8  with  sodium  hydroxide  or  hydrochloric  acid.  Solu- 
tions may  be  reautoclaved 

References:  1.  Collins.  V J.,  and  Rovenstine,  E.  A. 
Arch.  Surg.  84:680,  June,  1962.  2.  Council  on  Drugs 
J.A.M.A.  183:880,  March  9,  1963.  3.  Harer,  W B..  Jr 
Gunther.  R.  E.,  and  Stubblefield,  C.  T.:  Am.  J.  Obst.  & 
Gynec.  87:236,  Sept.  15,  1963. 
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B.  B.,  Age  10— atopic  dermatitis  all  her  life . . . and  after  two  weeks  of  treatment. 


Case  History:  B.  B.  is  a 10-year  old  girl  with  a life-long  history  of  atopic  dermatitis.  Previous 
diet  therapy,  lamp  treatment,  and  antihistamine  were  of  no  avail.  First  photograph  shows  a 
severely  excoriated,  eczema tized  area  with  intractable  pruritus.  ARISTOCORT® 
Triamcinolone  Acetonide  0.1%  Cream  was  prescribed,  and  relief  was  obtained  in  24  hours. 
Follow-up  photo  was  taken  two  weeks  later. 

Effective  in  atopic  dermatitis,  eczematous  dermatitis,  seborrheic  dermatitis  and  certain 
cases  of  psoriasis.  The  use  of  occlusive  dressing  in  psoriasis  will  normally  enhance  effectiveness. 
The  0.1%  Cream  or  Ointment  is  usually  effective  in  abating  symptoms  of  skin  conditions 
responsive  to  topical  triamcinolone,  but  the  0.5%  Cream  may  be  found  preferable  in  more 
resistant  cases.  Dosage:  Apply  small  quantity  to  area  3 or  4 times  daily.  Side  Effects  are  rare. 
Contraindications:  tuberculosis  of  the  skin,  herpes  simplex  and  chicken  pox.  Use  with  care  on 
infected  areas.  Supplied  in  5 and  15  Gm.  tubes  and  V2  lb.  jars.  Also  available  with  Neomycin. 

p CREAM  0.1%,  0.5% 
b OINTMENT  0.1% 

Triamcinolone  Acetonide 


Photographs  courtesy  of  Orentreich  Medical  Group 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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THAN 

PHENOBARBITAL 


“The  use  of  phenobarbital-niacin  in  preference  to  phenobarbital 
adds  considerably  to  the  safety  of  that  sedative  and  avoids  most 
of  the  idiosyncratic  reactions.”* 


BARBA-NIACIN  (phenobarbital-niacin)  is  superseding  pheno- 
barbital for  all  of  its  uses  because  of  the  added  safety  factor.  Each 
tablet  contains  phenobarbital  V2  gr.  and  niacin  lA  gr. 

A recent  clinical  study  demonstrated  that  the  niacin  component 
prevents  the  neurological,  cutaneous  and  bizarre  idiosyncratic 
reactions  to  phenobarbital.* 

BARBA-NIACIN  is  the  sedative  of  choice  for  relief  of  nervousness, 
anxiety  and  apprehension.  It  is  also  indicated  as  an  antispasmodic 
in  angina  pectoris,  peptic  ulcer,  and  other  spastic  conditions,  and  in 
epilepsy  as  an  anticonvulsant.  Adult  dose,  1 tablet  up  to  4 times 
a day. 


When  sleep  is  needed,  1 BARBA-NIACIN  FORTE  tablet  (pheno- 
barbital IV2  gr.  and  Niacin  3A  gr.)  on  retiring  is  safe  and  effective. 


Supplied  in  bottles  of  100  scored  tablets. 


BARBA-NIACIN 

Phenobarbital  Vi  gr. 

Niacin  Va  gr. 


Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the 
side  effects  due  to  hypersensitiveness. 
Like  phenobarbital,  it  is  contraindicated 
for  drug  addicts  or  patients  with  impaired 
renal  or  hepatic  elimination. 


1 


•Feinblatt,  T.  M.,  and  Ferguson.  E.  A.,  Jr.,  Pheno- 
barbital idiosyncrasy,  avoidance  by  use  of  pheno- 
barbital-niacin, New  York  State  J.  Med.  62:221-3, 
1962. 
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higher  activity  levels  than 
other  tetracyclines 


I 

1-2  days’ "extra"  activity 
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:etracycline 

duration  of  activity,  tetracycline 

duration  of  therapy, 

DECLOMYCIN  Oemethylchlortetracycline 

1 I | 


gives  you  an  "extra  dimension"  of  antibiotic  control 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive* 


l-)i  :c  I/>MY(  IX 

DEMETHYLCHLOETETRACYCLINE  HC1 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vagin- » 
itis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of 
direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function. 
The  possibility  of  tooth  discoloration  during  development  should  be  considered  in  administering  any  tetra- 
cycline in  the  last  trimester  of  pregnancy,  in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg. 
and  75  mg.  of  demethylchlortetracycline  HCI.  Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


potassium 
grows  on  trees 

Liberal  intake  of  high-potassium  foods, 
such  as  oranges  and  bananas,  will  in 
many  instances  offset  potassium 
losses  that  may  occur  during  diuretic 
therapy.  However,  you  may  not  wish 
to  leave  potassium  supplementation 
solely  to  dietary  discretion,  particu- 
larly in  patients  especially  vulnerable 
to  potassium  deficiency. 

It  is  for  such  patients  that  HydroDIURIL-Ka 
was  developed.  A proved,  dependable  diuretic/ 
antihypertensive  with  added  potassium  chlo- 
ride, HydroDIURIL-Ka  may  be  employed  when- 
ever diuresis  is  indicated,  particularly  among 
the  following:  • in  the  needy,  the  elderly,  pen- 
sioners, finicky  eaters  — all  patients  on  potas- 
sium-low diets  • in  loss  of  potassium  through 
gastrointestinal  disturbances  • in  cirrhosis 
• in  conditions  requiring  vigorous  diuresis  • in 
patients  receiving  digitalis  • in  cardiac  arrhy- 
thmias • in  secondary  aldosteronism  • in  para- 
centesis • in  the  postoperative  period. 


INDICATIONS:  Edema;  hypertension. 
CONTRAINDICATIONS:  Anuria. 

PRECAUTIONS:  Reduce  dosage  of  coadminis- 
tered antihypertensive  agents  by  at  least  50  per- 
cent. Use  caution  during  intensive  or  prolonged 
diuresis,  in  dietary  inadequacy  or  salt  restric- 
tion, impaired  renal  function,  hepatic  disease, 
rising  level  of  BUN,  hyperuricemia  or  history  of 
gout,  patients  receiving  other  antihypertensive 
agents,  surgical  patients.  Avoid  hypokalemia 
especially  during  digitalis  administration  and 
in  myocardial  ischemia. 

SIDE  EFFECTS:  Electrolyte  imbalance  with  hypo- 
kalemia or  hypochloremic  alkalosis  may  occur. 
A low-salt  syndrome  may  be  precipitated.  Other 
possible  reactions.-  hepatic  coma,  jaundice,  azo- 
temia, altered  insulin  requirements  in  diabetes, 
hyperuricemia  and  gout,  blood  dyscrasias,  nau- 
sea, vomiting,  diarrhea,  dizziness,  paresthesias, 
rash,  photosensitivity. 


Before  prescribing  or  administering,  read  product  circular 
with  package  or  available  on  request. 


effective  diuresis  with  added  potassium 
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HYDROCHLOROTHIAZIDE 
with  POTASSIUM  CHLORIDE 


SUPPLIED;  HydroDIURIL-Ka®-25:  Each  tablet  contains  25  mg.  of 
hydrochlorothiazide  and  572  mg.  of  potassium  chloride  (equiv- 
alent to  300  mg.  of  potassium);  bottles  of  100  and  1000. 
HydroDIURIL-Ka ®-50:  Each  tablet  contains  50  mg.  of  hydro- 
chlorothiazide and  572  mg.  of  potassium  chloride  (equivalent 
to  300  mg.  of  potassium);  bottles  of  100  and  1000. 


MERCK  SHARP  & DOHME 

Division  of  Merck  & Co.,  INC. .West  Point,  Pa. 


where  today's  theory  is  tomorrow's  therapy 
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NEPHROPATHIES  SAID  TO  BE 
ASSOCIATED  WITH  ANALGESIC  ABUSE 


Over  the  past  several  years  there  have  appeared  in  medical  literature, 
particularly  in  Europe,  reports  of  toxicities  associated  with  excessive  use  of 
analgesics  and  analgesic  mixtures  containing  drugs  such  as  aspirin,  phen- 
acetin,  acetaminophen,  antipyrine,  aminopvrine,  caffeine,  barbiturates  and 
other  sedatives.  Because  of  this,  the  medical  and  research  staffs  of  Burroughs 
Wellcome  & Co.  have  conducted  in  their  own  research  laboratories  and  in 
collaboration  with  pharmacologists,  nephrologists,  pathologists,  hematol- 
ogists, microbiologists  in  other  institutions  and  medical  schools,  compre- 
hensive animal  and  human  studies  to  elicit  more  information  concerning  the 
mechanism  of  action,  the  usefulness  and  the  extent  of  untoward  effects  of 
various  analgesics. 

Evidence  Does  Not  Prove  “Phenacetin”  is  the  Causal  Agent 

The  first  report  of  possible  toxic  effects  from  long-term  drug  abuse 
came  from  Switzerland  in  1953  where  there  was  observed  what  appeared 
to  be  an  increase  in  the  incidence  of  chronic  interstitial  nephritis.  The 
patients  involved  had  taken  a wide  variety  of  drugs,  including  antibiotics 
and  sulfas,  and  had  also  ingested  over  many  years  large  quantities  of  anal- 
gesic mixtures.  In  this  first  report,  one  of  the  analgesic  mixtures  most 
commonly  used  to  excess  was  a mixture  containing  150  mg.  isopropylanti- 
pyrine,  250  mg.  phenacetin,  50  mg.  3, 3, -diethyl-2, -4-dioxo-tetrahydro-pyri- 
dine  (a  sedative)  and  50  mg.  caffeine.  Despite  the  complexity  and  excessive 
overuse  of  the  mixture,  plus  the  fact  that  patients  were  consuming  various 
other  drugs  as  well,  “phenacetin”  was  arbitrarily  designated  as  the  neph- 
rotoxic agent. 

Other  reports  appeared,  and  with  the  passage  of  time  the  lesion  most 
commonly  associated  with  excessive  use  of  analgesic  mixtures  was  a chronic 
pyelonephritis  accompanied  in  some  instances  by  papillary  necrosis.  In 
these  later  reports  other  types  of  analgesic-sedative-stimulant  mixtures 
were  implicated.  A formula  often  abused  in  Sweden  contained  500  mg. 
antipyrine,  500  mg.  phenacetin  and  100  mg.  caffeine;  one  in  Australia  con- 
tained approximately  7.8  gr.  aspirin,  2.6  gr.  phenacetin  and  2.6  gr.  caffeine 
citrate.  It  should  also  be  noted  that,  according  to  the  reports,  persons  abus- 
ing the  analgesic  mixtures  in  Switzerland,  Sweden,  Australia  and  elsewhere 
often  took  10,  20  or  more  of  the  analgesic  powders  or  tablets  each  day  and 
for  long  periods  of  time.  This  is  a lot  of  aspirin,  antipyrine,  phenacetin  and 
caffeine  to  be  ingested  daily. 

Though  there  has  been  this  tendency  to  associate  “phenacetin”  arbi- 
trarily with  untoward  effects  of  analgesic  abuse,  evidence  available  does 
not  prove  phenacetin  as  such  is  the  specific  causal  agent.  —Continued 
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Abuse  in  Europe,  Australia  and  the  United  States 

Apparently  a great  many  more  cases  of  analgesic  abuse  have  been  re- 
ported in  such  countries  as  Switzerland,  Sweden,  Denmark  and  Australia 
than  in  the  United  States.  The  “drug  mixtures”  commonly  used  and  “abused” 
in  these  overseas  areas  have  contained  larger  amounts  of  aspirin,  caffeine, 
antipyrine,  aminopyrine  and  other  such  drugs  than  would  normally  be 
found  in  formulas  in  the  United  States.  For  example,  although  it  is  rarely 
used  here,  extremely  large  amounts,  5 Gm.  (75  grains)  or  more,  of  anti- 
pyrine or  aminopyrine  were  consumed  daily  by  persons  in  Europe. 

Our  extensive  investigation  of  the  literature  and  discussions  with  men 
knowledgeable  in  various  ways  about  the  problems  of  nephropathy  lead  us 
to  believe  that  in  the  U.S.A.  the  number  of  cases  of  renal  disease  in  which 
the  abuse  of  analgesics  may  be  implicated  is  relatively  very  small. 

Analgesic  Abuse  - The  Crux  of  the  Problem 

Based  on  the  reports  examined,  there  seems  to  be  no  sound  evidence 
that  phenacetin  as  such  is  specifically  the  cause  of  the  cases  of  nephro- 
toxicity which  have  been  ascribed  to  it.  In  the  cases  of  toxicity  reported,  in- 
dividuals consumed  indiscriminately  other  analgesic  drugs  and  analgesic 
mixtures  and  also  the  other  drugs  mentioned,  such  as  stimulants  and  seda- 
tives, in  extraordinarily  excessive  amounts,  chronically  and  for  long  periods 
of  time.  This  would  appear  to  be  the  crux  of  the  matter. 

Other  Factors  May  Be  Involved 

Most  of  the  clinical  reports  of  nephrotoxicity  assumed  to  be  associated 
with  analgesic  abuse  have  resulted  from  retrospective  studies.  Findings 
from  retrospective  research  may  often  be  of  value,  but  since  one  is  dealing 
with  a disease  (pyelonephritis)  of  relatively  high  incidence  (3%  to  6%) 
and  with  drugs  that  are  very  widely  used,  it  is  possible  that  circumstantial 
evidence  could  lead  to  false  or  tenuous  conclusions,  both  as  to  the  causative 
factor  and  the  magnitude  of  the  problem. 

A most  important  factor  to  be  carefully  considered  is  that  many  of  the 
patients  involved  had  bacteriurias  and  pyelonephritis,  conditions  that  un- 
doubtedly would  have  caused  them  to  use  analgesics  for  the  relief  of  asso- 
ciated headache  and  “low-back”  pain. 

Also  of  significance  is  that  a study  of  case  reports  shows  that  many  of 
the  patients  with  adverse  reactions  attributed  to  analgesic  abuse  had  a mul- 
tiplicity of  functional  and  psychic  disorders  and  had  been  using  excessively 
a wide  variety  of  drugs.  These  included  not  only  analgesic  mixtures  but  also 
sedatives,  stimulants,  antibiotics,  sulfas  and  other  antibacterial  agents. 

Acetic-4-Chloranilid  - An  Impurity  in  Phenacetin 

Phenacetin  produced  in  the  U.S.A.  is  virtually  free  of  acetic-4-chlor- 
anilid,  a contaminant  present  in  phenacetin  produced  in  some  other  coun- 
tries. The  British  Pharmacopoeia  allows  up  to  0.17%,  Denmark  allows  up 
to  0.35%.  Burroughs  Wellcome  & Co.  has  a limit  of  0.01%,  and  in  most  in- 
stances there  is  so  little  present  the  amounts  are  not  detectable  by  the  sen- 
sitive tests  used.  So  far  it  is  not  known  if  acetic-4-chloranilid  is  a factor  in 
the  toxicities  reported. 
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Studies  of  Toxicity,  Action  and  Metabolic  Fate  of  Analgesics 

Nephrotoxicity  of  chemical  agents  is  usually  detected  in  experimental 
animals,  but  administration  of  high  doses  of  analgesic  drugs  such  as  aspirin, 
phenacetin  and  acetaminophen,  alone  or  in  mixtures,  to  laboratory  animals 
has  not  provided  conclusive  evidence  of  specific  renal  toxicity.  Extensive 
studies  with  animals  have  been  done  and  are  continuing. 

There  has  also  been  undertaken  comprehensive  research  on  the  meta- 
bolic fate  of  phenacetin,  acetaminophen  and  related  compounds  in  both 
animals  and  man,  and  it  is  hoped  that  eventually  this  work  will  provide 
useful  information. 

So  far  the  effect  of  excessively  high  doses  of  analgesic  drugs  and  mix- 
tures given  to  laboratory  animals  for  long  periods  would  appear  to  be  one 
of  lowering  resistance  to  bacterial  infection.  It  is  probable  that  many  drugs 
ingested  excessively  could  result  in  a lowered  resistance  to  infection. 

Aspirin  and  Phenacetin  - Analgesics  of  Low  Toxicity 

It  is  our  feeling  that  aspirin  and  phenacetin,  both  of  which  have  been 
used  extensively  for  over  60  years,  are : 

Effective,  useful  analgesics  and  antipyretics. 

Drugs  of  low  toxicity. 

Unlikely  to  cause  harmful  effects  when  used  sensibly  in  doses 
as  recommended. 

Why  the  ‘Empirin’  Compound  Formula? 

Based  on  present  knowledge,  we  believe  it  is  unlikely  that  any  replace- 
ment for  aspirin  or  phenacetin  could,  in  the  long  run,  prove  to  have  signifi- 
cantly lower  toxicity.  We  also  believe  that  satisfactory  analgesia  with  fewer 
possible  side-effects  is  achieved  when  aspirin  and  phenacetin  are  combined 
in  smaller  amounts  than  ivoidd  normally  be  used  if  each  were  taken  sepa- 
rately. This  is  the  pharmacologic  basis  for  combining  the  two  analgesic 
drugs,  aspirin  and  phenacetin,  in  ‘Empirin’  Compound. 

In  respect  to  this,  it  is  interesting  to  note  what  Goodman  and  Gilman 
have  to  say  on  page  313  of  their  book,  “The  Pharmacological  Basis  of 
Therapeutics” : 

“As  emphasized  for  barbiturates  and  again  for  sali- 
cylates, a smoother  and  more  efficient  analgesic  action  may 
be  obtained  by  prescribing  a mixture  of  two  or  three  anal- 
gesic chemicals.  These  should  be  selected  from  different 
classes  of  drugs  and  the  dose  of  each  reduced  to  one  half  or 
less.  This  represents  one  of  the  few  valid  uses  of  drug 
combinations.  The  possibility  of  untoward  reactions  is  also 
reduced  because  the  toxic  effects  of  the  salicylates,  pyraz- 
olon,  and  para-aminophenol  derivatives  differ  somewhat 
from  each  other.” 

When  used  in  moderate  doses , as  recommended,  ‘ Empirin ’ Compound 
and  its  combinations  with  Codeine  Phosphate  are  reliable,  effective  and  safe 
analgesics  for  the  relief  of  pain  and  headache.  They  have  a long  record  of 
usefidness  and  safety.  —Continued 
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Conclusion  and  a Recommendation 

Though  authorities  have  stated  there  is  no  public  health  problem  when 
analgesics  are  used  sensibly,  Burroughs  Wellcome  & Co.  will  continue  to 
conduct  and  collaborate  in  further  animal  and  human  studies. 

We  also  recommend  that  all  members  of  the  health  team  and  the  public 
be  alert  to  the  fact  that  harmful  effects  can  result  from  misusing  all  drugs, 
including  analgesics. 

To  discourage  abuse,  labeling  of  ‘Empirin’  Compound  has  included  for 
many  years  a statement  that  adults  should  not  take  more  than  6 tablets  in 
a 24-hour  period.  To  further  minimize  possible  misuse,  we  have  added  a 
statement  that  if  pain  persists  or  recurs  frequently,  the  patient  should  con- 
sult his  doctor.  There  is  also  a warning  on  the  label  that  ‘Empirin’  Com- 
pound, like  all  medicines,  should  be  kept  out  of  the  reach  of  children. 
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A Review  and  Bibliography  Available  on  Request 

We  have  investigated  in  depth  the  reports  of  nephropathies  alleged  to 
be  associated  with  the  abuse  of  analgesic  drugs  and  analgesic  drug  com- 
binations. As  a result  of  these  investigations  and  discussions  with  many 
physicians  and  investigators  expert  in  renal  physiology  and  renal  diseases, 
a Review  and  Comprehensive  Bibliography  on  Analgesic  Abuse  has  been 
prepared.  We  hope  the  information  in  it  will  help  bring  this  complex  sub- 
ject into  better  balance  and  perspective.  A copy  is  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York  Burlingame,  California 
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Complete  information  for  usage  available  to  physicians  upon  request. 


Medical  News 


Fight  for  Sight 

The  National  Council  to  Combat  Blindness, 
Inc.  announces  the  recipients  of  its  1964  Fight 
for  Sight  Citation.  This  award  is  made  annu- 
ally in  cooperation  with  the  Association  for 
Research  in  Ophthalmology,  Inc.  for  the  paper 
published  in  a given  year  deemed  especially 
significant  by  the  Citation  Committee  of  the 
organization’s  Scientific  Advisory  Committee. 

Irving  H.  Leopold,  M.D.,  director,  Depart- 
ment of  Ophthalmology,  The  Mount  Sinai 
Hospital,  New  York  City,  presented  the  cita- 
tion at  the  awards  banquet  of  the  Association 
for  Research  in  Ophthalmology,  Inc.  in  San 
Francisco  in  June  to  Richard  M.  Copenhaver, 
M.D.,  and  Gilbert  D.  Beinhocker  for  their 
paper,  “Evoked  Occipital  Potentials  Recorded 
from  Scalp  Electrodes  in  Response  to  Focal 
Illumination”  published  in  Investigative  Ophthal- 
mology in  August,  1963. 

Additional  information  concerning  the  Fight 
for  Sight  grant  and  fellowship  awards  may  be 
obtained  by  writing  the  National  Council  to 
Combat  Blindness,  Inc.,  41  West  57th  Street, 
New  York,  New  York  10019. 

Psychiatric  residencies  available 

The  Department  of  Psychiatry  of  Kings 
County  Hospital  has  been  awarded  a United 
States  Public  Health  Service  grant  to  be  used  in 
the  residency  training  of  physicians  who  have 
been  in  practice  and  who  would  now  like  to 
specialize  in  psychiatry.  For  eligibility  a 
physician  must  be  a citizen  of  the  United  States 
or  have  filed  a declaration  of  intent,  and  must 
have  been  in  practice  a minimum  of  four  years 
subsequent  to  the  completion  of  internship. 
This  four-year  period  may  include  time  served 
in  the  armed  forces  or  in  residency  training  in 
some  other  specialty. 

Trainees  in  this  program  will  receive  U.S. 
P.H.S.  stipends  which  may  be  as  high  as  $12,000 
per  year.  Except  for  the  higher  stipends,  no 
distinction  is  made  between  residents  paid 
under  this  grant  and  other  residents,  that  is,  the 
training  program  is  identical.  Fully  approved 
for  three  years  of  training,  the  program  is  a 
highly  concentrated  academic  one  which  pre- 
cludes outside  medical  work.  Those  interested 
should  contact  Dr.  Robert  Dickes,  Director, 
Clinical  Services  and  Education,  of  the  Depart- 
ment of  Psychiatry,  Kings  County  Hospital,  606 
Winthrop  Street,  Brooklyn,  New  York  11203. 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


American  Board  of  Obstetrics  and 
Gynecology 

The  next  scheduled  Part  I (written)  examina- 
tion of  the  American  Board  of  Obstetrics  and 
Gynecology  will  be  held  at  various  examining 
centers  in  the  United  States,  Canada,  and 
military  bases  outside  of  the  continental  United 
States  on  December  11  at  2:00  p.m.  Candi- 
dates eligible  to  take  this  examination  will  be 
notified  on  or  about  November  1 where  to 
appear  for  examination. 

The  1964  Bulletin  of  the  Board  is  now  availa- 
ble, and  prospective  candidates  are  urged  to 
request  this  brochure  and  thoroughly  familiarize 
themselves  with  the  change  of  rules,  regulations, 
and  schedules  of  examination  to  take  place 
during  the  next  three  years. 

Bulletins  may  be  obtained  by  writing  to: 
Clyde  L.  Randall,  M.D.,  Secretary,  American 
Board  of  Obstetrics  and  Gynecology,  100  Mea- 
dow Road,  Buffalo,  New  York  14216. 

Diplomates  of  the  Board  are  requested  to 
notify  the  Secretary’s  office  of  any  change  in 
address. 

I nstitutions  granted  awards 

New  grants  and  renewal  awards  totaling 
$396,720.43  have  been  made  by  the  Easter  Seal 
Research  Foundation  for  investigations  into 
causes  and  ways  of  alleviating  crippling.  The 
awards  go  to  leading  medical  schools  and  other 
institutions  in  ten  states. 

The  Hospital  for  Special  Surgery,  Research 
Laboratory,  in  New  York  City,  has  received  two 
of  these  awards.  Goran  C.  H.  Bauer,  M.D., 
director  of  research,  has  received  $40,710,  for  a 
three-year  project  on  “Bone  Tissue  Kinetics  in 
Fracture-Induced  Osteopenia.”  Dr.  Bauer  will 
attempt  to  discover  why,  when  the  tibia  is 
fractured,  there  is  loss  of  bone  tissue  in  the  knee 
area  and  occasionally  in  the  thigh  region.  The 
same  often  is  true  of  polio  patients. 

The  second  grant  will  go  to  Eugene  Lance, 
M.D.,  postgraduate  research  fellow,  to  finance 
“A  Study  of  Intracranial  Parathyroid  Homo- 
grafts in  the  Dog.”  This  will  seek  to  determine 
why  the  rejection  mechanism  in  graft  of  tissue 
from  foreign  bodies  is  not  so  active  in  the  brain 
as  in  other  parts  of  the  body.  The  study  ex- 
tends over  two  years  and  the  total  grant 
awarded  is  $29,000. 

Award  to  handicapped 

The  President’s  Committee  on  Employment 
of  the  Handicapped  calls  the  attention  of  em- 
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ployers  to  its  annual  competition  for  the 
“Handicapped  American  of  the  Year”  award. 
This  competition  is  open  to  any  handicapped 
man  or  woman  who  has  overcome  his  handicap 
to  achieve  gainful  employment.  Rules  also 
require  that  the  individual  has  in  some  way 
helped  other  handicapped  men  and  women  to 
succeed. 

The  winner  of  this  award  will  receive  the 
President’s  Trophy  from  the  President  of  the 
United  States  at  the  committee’s  annual  meet- 
ing in  Washington,  D.C.,  in  April,  1965. 

Any  employer  of  an  outstanding  handicapped 
man  or  woman  should  contact  the  executive 
secretary  of  the  Governor’s  Committee  on  Em- 
ployment of  the  Handicapped  in  his  state.  All 
nominations  must  reach  the  national  office  by 
November  16. 

Personalities 

Appointed.  William  P.  Blackmore,  M.D., 
assistant  director,  clinical  research  division  of 
the  Sterling-Winthrop  Research  Institute,  pro- 
moted to  associate  director  of  the  division  . . . 
Margaret  J.  Giannini,  M.D.,  associate  professor 
in  the  Department  of  Pediatrics  at  New  York 


Medical  College,  as  a member  of  the  New  York 
State  Mental  Retardation  Planning  Committee 
. . . John  G.  Masterson,  M.D.,  director  of  the 
State  University  Tumor  Clinic,  Kings  County 
Hospital,  and  associate  professor  in  obstetrics 
and  gynecology  at  State  University  of  New  York 
Downstate  Medical  Center,  as  chairman  of  the 
Department  of  Obstetrics  and  Gynecology  at 
Loyola  University’s  Stritch  School  of  Medicine 
in  Chicago  . . . Robert  M.  Rees,  M.D.,  former 
medical  director  of  Pfizer  Laboratories  and  direc- 
tor of  clinical  research  of  Chas.  Pfizer  & Co., 
as  director  of  medical  research  of  Winthrop 
Products  Inc.  . . . John  David  Sproul,  M.D., 
director  of  Gynecology  Clinic  at  Jewish  Memo- 
rial Hospital,  to  the  medical  staff  of  Ayerst 
Laboratories  . . . Donald  C.  Walker,  M.D., 
Delanson,  as  secretary  to  the  State  Board  of 
medical  examiners  at  the  Department  of  Educa- 
tion in  Albany. 

Speaker.  Theodore  G.  Klumpp,  M.D.,  presi- 
dent of  Winthrop  Laboratories,  at  the  125th 
anniversary  of  Albany  Medical  Center  in  Al- 
bany on  October  2 and  3 on  “The  Role  of  the 
Pharmaceutical  Industry  in  the  Nation’s 
Health.” 


Medical  Meetings 


Saranac  Lake  Medical  Society 

The  Saranac  Lake  Medical  Society  has  an- 
nounced its  schedule  of  scientific  meetings  for 
1964-1965.  Meetings  are  held  at  8:00  p.m. 
the  second  Wednesday  of  each  month  from 
September,  1964,  through  June,  1965,  at  the 
Trudeau  Foundation  Library. 

On  September  9 “Studies  in  the  Manage- 
ment of  Non-Resectable  Cancer  of  the  Lung” 
was  discussed  by  Nicholas  D’Esopo,  M.D., 
Chief,  Pulmonary  Disease  Service,  V.A.  Hos- 
pital, West  Haven,  Connecticut;  on  October 
14  “The  Management  of  Acute  Intracranial 
Emergencies”  will  be  discussed  by  Herbert 
Martin,  M.D.,  associate  professor  of  clinical 
neurology,  University  of  Vermont  School  of 
Medicine;  on  November  11  “Viral  Hepatitis” 
will  be  discussed  by  John  A.  Balint,  M.D., 
associate  professor  of  medicine  at  Albany 
Medical  College;  and  on  December  9 “Diag- 
nosis and  Management  of  Malignant  Lym- 
phomas” will  be  discussed  by  Anthony  T.  Ladd, 
M.D.,  Chief,  Medical  Service,  V.A.  Hospital, 
Syracuse. 

On  January  13,  1965,  Herbert  Maier,  M.D., 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


associate  clinical  professor  of  surgery  at  College 
of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, will  speak  on  “Selection  of  Patients  for 
Various  Types  of  Chest  Surgery”;  on  February 
10,  1965,  Joseph  T.  Doyle,  M.D.,  director. 
Cardiovascular  Health  Center,  Albany  Medical 
College,  will  discuss  “Surgical  Heart  Disease”; 
on  March  10,  1965,  “Diagnostic  Considerations 
in  Renal  Calculus”  will  be  discussed  by  H. 
Leonard  Schlesinger,  M.D.,  urologist,  Cham- 
plain Valley  and  Physicians  Hospitals,  Platts- 
burgh; on  April  14,  1965,  K.  Jefferson  Thomson, 
M.D.,  professor  of  experimental  medicine  at 
University  of  Vermont  College  of  Medicine, 
will  speak  on  “The  Cardiac  Patient  During 
Surgery”;  on  May  12,  1965,  “Current  Concepts 
and  Management  in  Diabetes”  will  be  discussed 
by  David  H.  P.  Streeten,  M.D.,  associate  pro- 
fessor of  medicine,  Upstate  Medical  Center. 
State  University  of  New  York;  and  on  June  9, 
1965,  Lawrence  G.  Raisz,  M.D.,  associate  pro- 
fessor of  pharmacology  and  medicine,  Univer- 
sity of  Rochester  School  of  Medicine,  will 
speak  on  “Calcium  Metabolism  in  Parathyroid 
and  Bone  Disease.” 

Further  information  may  be  obtained  from 
the  Will  Rogers  Hospital,  Saranac  Lake,  New 
York  12983.  continued  on  page  2261 
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CONTACT  DERMATITIS?  ECZEMA?  ATOPIC  DERMATITIS? 


ARISTOCORT®  Triamcinolone  Acetonide  offers  unsurpassed  topical  treatment  for 
inflammatory  dermatoses.  Sparing  application  to  the  affected  area  3 or  4 times  daily 
provides  effective  symptomatic  relief  and  objective  improvement.  It  is  available  both  as 
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sible, particularly  when  occlusive  dressing  is  used.  Contraindicated  in  Tuberculosis  of 
the  skin,  herpes  simplex,  chickenpox,  vaccinia  and  fungal  diseases. 


Triamcinolone  Acetonide 
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tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance.,  .and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible..  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


In  each  persian- rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

-add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.i.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep 
and  revives  interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions,  due  to  meprobamate,  and 
occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benactyzine,  may  occur. 
Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subse- 
quent use  of  meprobamate  or  meprobamate-containing  drugs.  Precautions:  Should  administration  of 
meprobamate  cause  drowsiness,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  meprobamate.  Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Massive  over- 
dosage of  meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Even  though  it  has  not  been  reported  with  ‘Deprol’,  consider  the  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged  use 
at  high  dosage.  Complete  product  information  available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  increased  gradually,  as  needed,  to  6 tablets  daily. 
With  establishment  of  relief,  may  be  gradually  reduced  to  maintenance  levels.  Supplied:  Light-pink, 
scored  tablets.  Bottles  of  50. 
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Under  the  generic  name 

for  lower  costs  to  your  patients 

Meprobamate  Tablets 

400  mg.  U.S.P. 

U.  S.  Patent  No.  2,724,720 
Quality  controlled  by  West-ward 
Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward's  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.Y. 
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Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably, 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 
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Dosage,  2 tablets  in  warm  water 
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660  and  1000  tablets.  At  all  drug 
stores. 
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College  of  Surgeons 

The  New  York  State  Surgical  Division  of  the 
International  College  of  Surgeons  will  hold  its 
annual  State  congress  in  Rochester  from  Oc- 
tober 1 through  3. 

Dermatology  lecture 

A discussion  of  “Common  and  Uncommon 
Skin  Rashes  Associated  with  Viral  Infection” 
will  be  presented  by  Sumner  Berkovich,  M.D., 
assistant  professor  of  pediatrics,  State  Univer- 
sity of  New  York,  Downstate  Medical  Center, 
on  October  2 at  10:00  a.m.  in  the  “E”  Building 
Auditorium  of  Kings  County  Hospital,  451 
Clarkson  Avenue,  Brooklyn  3,  New  York. 
It  will  be  held  under  the  auspices  of  the  Division 
of  Dermatology  of  the  Department  of  Medicine, 
State  University  of  New  York,  Downstate 
Medical  Center. 

American  Public  Health  Association 

Public  health  aspects  of  the  population  explo- 
sion and  poverty  will  be  explored  by  health 
officials  from  the  United  States  and  abroad 
during  the  92nd  annual  meeting  of  the  American 
Public  Health  Association  in  New  York  City 
October  5 through  9. 

Headquarters  and  technical  and  scientific 
exhibits  will  be  in  the  New  York  Hilton  Hotel, 
with  scientific  sessions  scheduled  for  the  same 
hotel  and  also  the  Park  Sheraton  and  Warwick 
Hotels. 

Conference  on  kidney 

The  sixteenth  annual  conference  on  the  kidney 
will  be  held  at  the  New  York  Academy  of  Medi- 
cine in  New  York  City  on  October  8 and  9. 

The  conference,  sponsored  by  the  National 
Kidney  Disease  Foundation,  will  review  in 
depth  the  background  and  present  status  of 
transplantation  of  the  kidney  and  other  organs 
in  man. 

Formal  papers  will  be  delivered  by  leading 
experts  in  such  fields  as  protein  and  antibody 
synthesis,  homograft  immunity,  homograft 
tolerance,  the  genetic  aspects  of  tissue  im- 
munity, the  present  status  of  heterografting, 
and  the  transplantation  of  kidneys  and  other 
organs. 

For  the  first  time,  attendance  will  be  open  to 
all  physicians  and  surgeons  having  particular 
interest  in  the  renal  field.  Previous  conferences 
had  emphasized  original  work,  while  attendance 
had  generally  been  restricted  to  a relatively 
small  number  of  kidney  specialists  and  in- 
vestigators. 

Diabetes  symposium 

The  twelfth  annual  symposium  of  the  Clinical 
Society  of  the  New  York  Diabetes  Association 
will  be  held  at  the  Barbizon-Plaza  Hotel,  New 
York  City,  on  October  10. 


George  James,  M.D.,  Commissioner  of  Health 
of  New  York  City,  will  be  the  luncheon  speaker. 
Attendance  is  open  to  physicians,  medical  stu- 
dents, and  other  professional  personnel  inter- 
ested in  diabetes. 

Further  information  may  be  obtained  from 
the  New  York  Diabetes  Association,  Inc.,  104 
East  40th  Street,  New  York,  New  York  10016. 

Association  of  Military  Surgeons 

The  71st  annual  meeting  of  the  Association 
of  Military  Surgeons  of  the  United  States  will 
be  held  October  20  through  22  in  Washington, 
D.C.  The  theme  of  the  meeting  is  “Military 
Progress  through  Scientific  Achievement.” 

Among  topics  to  be  discussed  will  be  progress 
on  medicine  in  relation  to  environmental 
challenges  created  by  man’s  exploration  of  the 
unknown,  studies  on  acute  mountain  sickness, 
psychologic  aspects  of  Antarctic  living,  and 
medical  problems  caused  by  the  increasing 
military  involvement  in  the  Far  East. 

For  further  information  contact:  Association 
of  Military  Surgeons  of  the  U.S.,  1500  Massa- 
chusetts Avenue,  N.W.,  Washington,  D.C. 
20005. 

Flying  Physicians  Association 

The  New  York  State  chapter  of  the  Flying 
Physicians  Association  will  be  host  to  the  associ- 
ation’s other  chapters  in  the  northeastern  sec- 
tion of  the  country  on  October  22,  when  the 
Albany  Medical  College  conducts  a one-day 
seminal'  on  aerospace  medicine. 

Congress  on  strokes 

The  first  National  Congress  on  Strokes,  de- 
signed to  stimulate  a wide-spectrum  program 
of  prevention  and  management  of  strokes  and 
rehabilitation  of  stroke  patients,  has  been 
scheduled  for  October  29  through  31  at  the 
Palmer  House  in  Chicago. 

Sponsoring  agencies  are  the  American  Medical 
Association,  American  Heart  Association,  Heart 
Disease  Control  Program  of  the  U.S.  Public 
Health  Service,  and  Vocational  Rehabilitation 
Administration  of  the  Department  of  Health, 
Education,  and  Welfare. 

Among  the  speakers  will  be  Mathew  Lee, 
M.D.,  of  the  New  York  University  Medical 
Center. 

Seminars  in  psychiatry 

The  William  Alanson  White  Institute  is  of- 
fering a series  of  postgraduate  seminars  in 
psychiatry  to  general  practitioners,  internists, 
and  medical  specialists  who  do  not  practice 
psychiatry.  The  seminars  will  be  given  from 
October,  1964,  through  June,  1965,  dates  and 
hours  to  be  arranged.  The  purpose  of  these 
seminars  is  to  enable  the  practicing  physician 
to  better  understand  and  cope  with  the  emo- 
tional problems  which  he  encounters  in  daily 

continued  on  page  2262 
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practice.  Each  seminar  will  consist  of  eight 
two-hour  sessions  and  will  be  limited  to  eight 
physicians.  The  courses  are  accredited  by  the 
American  Academy  of  General  Practice. 

Topics  to  be  covered  include:  “Emotional 

Problems  in  Medical  Practice”;  “Emotional 
Problems  of  Children  and  Adolescents  in 
Medical  Practice”;  “Sexual  Problems  in  Medi- 
cal Practice”;  and  “Emotional  Problems  Aris- 
ing in  the  Practice  of  Obstetrics  and  Gynecol- 
ogy.” 

As  of  September  1,  the  William  Alanson  White 
Institute  will  be  located  at  20  West  74th  Street, 
New  York  City. 

Medical  aspects  of  sports 

The  sixth  national  conference  on  the  Medical 
Aspects  of  Sports  sponsored  by  the  American 
Medical  Association,  under  the  auspices  of  the 
A.M.A.  Committee  on  the  Medical  Aspects  of 
Sports,  will  be  held  at  the  Deauville  Hotel, 
Miami  Beach,  Florida,  on  November  29.  The 
conference  will  be  held  in  conjunction  with  the 
Clinical  Convention  of  the  American  Medical 
Association,  November  29  through  December 
2. 

The  conference  will  include  papers,  panels, 
and  discussions  relating  to  training  and  condi- 
tioning, prevention  and  treatment  of  injuries, 
physiology  of  sports  participation,  and  other 
subjects. 

Those  interested  in  receiving  announcements 
concerning  the  conference  should  address  the 
Secretary,  Committee  on  the  Medical  Aspects 
of  Sports,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 

The  Academy  of  Psychoanalysis 

The  Academy  of  Psychoanalysis’  mid-winter 
meeting  will  be  held  in  New  York  City  on 
December  5 and  6.  The  theme  will  be  “Role 
of  Psychoanalysis  in  Community  Mental  Health 
Programs.”  Inquiries  about  the  meeting  may 
be  addressed  to  Alfred  H.  Rif  kin,  M.D., 
secretary,  The  Academy  of  Psychoanalysis, 
125  East  65th  Street,  New  York,  New  York 
10021. 

At  the  Academy’s  ninth  annual  meeting  in 
Los  Angeles,  Dr.  Rif  kin,  of  New  York  City,  was 
elected  secretary,  and  Earl  G.  Witenberg,  M.D., 
New  York  City,  was  named  treasurer.  Among 
the  trustees  elected  were  Nathan  Freeman, 
M.D.,  and  Montague  Ullman,  M.D.,  Brooklyn; 
and  Harold  Kelman,  M.D.,  and  Lilly  Otten- 
heimer,  M.D.,  of  New  York  City. 

Symposium  in  biochemistry 

The  Carl  Neuberg  Society  for  International 
Scientific  Relations  will  hold  its  second  sym- 
posium on  progress  in  biochemistry  and  thera- 
peutics on  March  23  and  24,  1965,  in  the  Hotel 
Biltmore,  New  York  City.  The  main  topic 
will  be:  “Drugs,  Enzymes,  and  Diseases.” 
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WHEN  BRONCHIAL  ASTHMA  IS  COMPLICATED  BY 
HYPERTENSION  • HEART  DISEASE  • HYPERTHYROIDISM 


ELIXOPHYLLIN 

Each  15  cc.  contains  THEOPHYLLINE  80  mg.;  ALCOHOL  3 cc. 

...provides  relief  quickly,  dependably,  safely.18 

...avoids  the  side  effects  and  contraindications  of 
ephedrine  polypharmaceuticals  or  similar  sympathomimetics 


n 


Rapid— therapeutic 
theophylline  blood 
levels  (equal  to  I.  V. 
aminophylline)  reached 
in  minutes.'  * 


Sustained— theophyl- 
line is  inherently  ‘iong- 
acting’— t'.i.d.  dosage 
provides  day  and  night 
relief.1'7 


Minutes  after  administration.  Mean  values  in  adult  subjects  following 
administration  of  the  single  dose  commonly  used  in  clinical  practice.® 


Acute  Attacks:  single  dose  of  75  cc.  for  adults;  0.5  cc.  per  lb.  of  body  weight  for 
children. 

24  Hour  Control:  for  adults  45  cc.  doses  before  breakfast,  at  3 P.M.,  and  before 
retiring;  after  two  days,  30  cc.  doses.  Children,  first  6 doses  0.3  cc.— then  0.2  cc. 
per  lb.  of  body  weight  as  above.  May  be  contraindicated  in  peptic  ulcer  and  gout. 
Gastric  distress  rarely  encountered. 


References:  (1)  Kessler,  F.:  Connecticut  S.M.J.  21: 205 
(March)  1957.  (2)  Burbank,  B.;  Schluger,  J.,  and  McGinn, 
J.:  Am.  J.  Med.  Sci.  234:28  (July)  1957.  (3)  Spielman,  A.D.: 
Ann.  Allergy  15: 270  (June)  1957.  (4)  Greenbaum,  J.:  Ann. 
Allergy  76:312  (May- June)  1958.  (5)  Kessler,  F.:  Medical 
Times  67:1298  (Oct.)  1959.  (6)  Bickerman,  H.A.,  and  Barach, 


A.  L.,  in  Modell,  W.:  Drugs  of  Choice  1960-1961,  St.  Louis. 
The  C.  V.  Mosby  Company,  1960,  p.  516.  (7)  Wilhelm,  R.  E. 
in  Conn.,  H.  F.:  Current  Therapy— 1961,  Philadelphia,  W.  B. 
Saunders  Company,  p.  417.  (8)  Schluger,  J.  McGinn,  J.  T., 
and  Hennessy,  D.  J.:  Am.  J.  Med.  Sci.  233:296,  1957. 


Detroit  11,  Michigan 
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s not  an  actual  case  history;  it  is  intended  only  for  illustrative  purposes.) 

urinary  tract  infection  of  the  middle  years 

permeates  renal  tissue ...  to  control  infection  and 


Untoward  Reactions  and  Contrain- 
dications: Anuria  and  oliguria  are  con- 
traindications to  therapy.  Infants  under 
one  month  of  age  should  not  receive 
the  drug.  Peripheral  neuropathy  has 
been  reported;  most  of  these  patients 


were  uremic,  anemic,  diabetic  or  had 
other  debilitating  conditions.  Hemo- 
lytic anemia  has  occurred  in  a few 
individuals;  this  appears  to  be  a pri- 
maquine-type  reaction  and  is  revers- 
ible when  the  drug  is  withdrawn. 


Should  nausea  or  emesis  occur,  a 
smaller  dose  is  indicated.  Allergic  skin 
reactions  develop  occasionally;  other 
hypersensitivity  conditions,  such  as  fall 
in  blood  pressure,  asthmatic  symp- 
toms, muscular  aches,  jaundice  and 
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s.  and  beyond...  FUR  AD  ANTIN®  nitrofurantoin 


icj  preserve  vital  structure  and  function  in  every  stage  of  life 


-i 


fever,  are  rare.  Headache  or  malaise 
occurs  occasionally. 

Furadantin  Tablets,  50  mg.  and 
100  mg.  nitrofurantoin,  Furadantin 
Oral  Suspension,  25  mg.  nitrofuran- 
toin per  5 cc.  tsp.,  alcohol  10%. 


Complete  information  in  package 
insert  or  on  request  to  the  Medical 
Director. 

For  round-the-clock  medical  con- 
sultation on  any  Eaton  product,  call 
the  medical  consultant  on  duty,  person 


to  person,  Norwich,  New  York,  Area 
Code  607,  334-9911. 


EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacal  Company 

NORWICH,  NEW  YORK 
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Abstracts 


Iwakata,  S.,  and  Grace,  J.  T.,  Jr.:  Cultiva- 
tion in  vitro  of  myeloblasts  from  human  leu- 
kemia, New  York  State  J.  Med.  64:  2279 
(Sept.  15)  1964. 

Successful  long-term  propagation  of  leukemic 
cells  of  a patient  with  acute  myelogenous  leu- 
kemia was  accomplished.  These  cells  retained 
their  typical  myeloblastic  morphology  after 
more  than  25  subcultures.  The  use  of  the 
irradiated  feeder  layer  was  apparently  impor- 
tant in  initiating  the  culture.  The  significance 
of  the  virus-like  particles  associated  with  these 
cells  has  not  been  determined. 

Kittredge,  R.  D.,  Hemley,  S.  D.,  Kanick, 
V.,  and  Finby,  N.:  Retrograde  aortography; 
retrospective  evaluation  of  its  place  in  the 
general  hospital,  New  York  State  J.  Med.  64: 
2283  (Sept.  15)  1964. 

A study  was  made  of  100  consecutive  patients 
in  whom  percutaneous  femoral  retrograde 
aortography  was  performed  in  the  investigation 
of  hypertension,  tumor,  and  arteries  other  than 
renal.  The  method  is  efficient,  safe,  and  easily 
performed. 

Harkavy,  J.:  Cardiac  manifestations  due  to 

allergy,  New  York  State  J.  Med.  64:  2289 
(Sept.  15)  1964. 

In  certain  allergic  and  so-called  normal  per- 
sons, the  cardiovascular  system  may  constitute 
the  major  shock  tissue.  The  allergenic  excitants 
may  be  found  in  foods  and  in  inhalants,  con- 
sisting of  pollens  and  tobacco;  in  drugs,  sera, 
and  bacterial  products;  and  in  physical  agents 
such  as  cold  and  heat  as  well  as  in  nonspecific 
stimuli  of  psychic  origin.  Cardiac  abnormali- 
ties may  be  reversible  if  the  allergen  is  elimi- 
nated; however,  with  persistence  of  the  antigen 
in  the  tissues,  the  abnormalities  may  become 
irreversible.  Treatment  consists  of  exclusion 
of  the  offending  allergens  and  administration  of 
antihistaminics  and,  if  necessary,  other  orthodox 
therapeutic  preparations. 

Johnstone,  D.  E.:  End  results  of  allergy  in 

infants  and  children.  New  York  State  J. 
Med.  64:  2303  (Sept.  15)  1964. 

Controlled  studies  over  a four-year  period 
have  shown  that  hyposensitization  therapy, 
with  a conventional  dosage  schedule,  is  generally 


effective  in  children  with  hay  fever  and  asthma. 
With  conventional  treatment  of  allergy,  most 
patients  are  free  of  symptoms  of  asthma  by  the 
age  of  thirty.  However,  further  clinical, 
epidemiologic,  and  immunologic  studies  are 
necessary. 

Cardona,  J.  C.,  and  Daly,  J.  F.:  Manage- 
ment of  corrosive  esophagitis;  analysis  of 
treatment,  methods,  and  results,  New  York 
State  J.  Med.  64:  2307  (Sept.  15)  1964. 

Esophagoscopy  is  essential  in  all  cases  of 
ingestion  of  foreign  chemical  agents  for  diag- 
nosis, prognosis,  and  treatment  follow-up; 
it  is  safe  if  the  esophagoscope  is  not  passed 
beyond  the  first  burned  area.  Treatment  con- 
sists of  administration  of  antibiotics  and  steroids 
and  the  elimination  of  food  by  mouth.  Of  96 
patients  with  corrosive  esophagitis,  the  esopha- 
gus healed  with  normal  swallowing  function  in 
91.  If  strictures  form,  dilation  therapy  may 
be  started  when  healing  of  the  esophagus  is 
complete. 

Lipchik,  E.  O.:  Carcinoid  heart  disease; 

roentgenology,  New  York  State  J.  Med.  64: 
2314  (Sept.  15)  1964. 

Carcinoid  heart  disease  is  a recently  described 
clinical  syndrome.  There  is  an  absence  of 
pathognomonic  roentgenographic  signs.  Car- 
diac changes  usually  are  late  manifestations  and 
consist  chiefly  of  tricuspid  and  pulmonary  valve 
lesions.  Intravenous  angiocardiography,  if  clin- 
ically indicated,  should  provide  adequate  visuali- 
zation of  the  valves  and  chambers  of  the  right 
side  of  the  heart.  The  left  posterior  oblique 
position  is  preferable. 

Leibowitz,  H.,  and  Markow,  H.:  Short- 

and  long-term  effects  of  homochlorcyclizine 
in  chronic  bronchial  asthma,  New  York 
State  J.  Med.  64:  2318  (Sept.  15)  1964. 

A study  was  made  of  the  effectiveness  of 
homochlorcyclizine  (SA-97)  in  treatment  of 
chronic  bronchial  asthma.  Of  70  patients 
treated  over  a short-term  period,  58  obtained 
beneficial  effects,  although  the  drug  was  of  no 
value  in  treatment  of  acute  attacks.  The  side- 
effects  were  negligible.  Twenty-four  of  the 
patients  continued  to  receive  the  drug  over  a 
three-year  period  and  remained  greatly  im- 
proved. 
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Coughing  weather!  Clear  the  tract  with  Robitussin 


ROBITUSSIN® 

Each  5 cc.  (1  tsp.)  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5  per  cent 

ROBITUSSIN®  A-C  (Exempt  Narcotic) 
Robitussin  with  antihistamine  and  codeine 
Each  5 cc.  (1  tsp.)  contains: 


Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10  mg. 


(Warning:  may  be  habit  forming) 

Alcohol  3.5  per  cent 

OUR  PHOTO  shows  a famous  5200  class 
“Pacific"  locomotive  high-balling  a Canadian 
National  passenger  train  between  Hamilton 
and  Palmerston,  Ontario,  the  day  after 
Thanksgiving  1958.  It  was  retired  from  service 
the  following  February. 


By  making  coughs  fewer  but  more  productive, 
Robitussin  makes  it  easier  for  coughing  to  fulfill  its 
physiologic  purpose.  Glyceryl  guaiacolate,  Robitus- 
sin’s  active  ingredient,  greatly  increases  the  flow  of 
respiratory  tract  fluid  to  help  clear  the  tract  of 
cough-causing  irritants.  Increased  respiratory  tract 
secretion  promotes  drainage  and  evacuation  of 
tenacious  mucous  plugs  and  soothes  irritated 
bronchial  mucosa.  More  than  thirteen  years  of  use 
and  millions  of  prescriptions  have  established  Robitussin  as  an  unexcelled 
agent  for  effective  cough  management  with  outstanding  palatab ility, 
patient  acceptance,  and  impeccable  safety. 

A.  H.  ROBINS  COMPANY,  INC.  Richmond,  Virginia  23220 


IF 

AMPHETAMINE 

PUTS 

HER 

ON 

EDGE, 

PUT 

HER 

ON 

DESBUTAL 

GRADUMET 


She’s  the  overweight  patient  who’s  edgy, 
nervous,  a compulsive  eater  — the  type 
who  may  overreact  to  plain  ampheta- 
mine—yet  fails  to  respond  at  all  to  less 
potent  drugs. 

twofold  THERAPY:  Visualize  two  tab- 
let sections,  back  to  back— each  with  its 
own  release  rate.  One  section  contains 
Desoxyn^  (methamphetamine)  to  curb 
the  appetite  and  lift  the  mood.  The  other 
contains  Nembutal'  (pentobarbital)  to 
calm  her  and  counteract  any  excessive 
stimulation.  The  release  rates  are  de- 
signed to  make  the  drugs  available  in  an 
optimal  dosage  ratio,  minute  by  minute 
throughout  the  day. 

REMARKABLE  RELEASE:  The  release  ac- 
tion relies  on  only  one  factor  found  in 
every  patient:  gastrointestinal  fluid. 
There  is  no  dependence  on  enteric  coat- 
ings, enzymes,  motility,  or  “an  ideal”  ion 
concentration  in  the  gastrointestinal 
tract.  The  Gradumet  release  rate  is  pre- 
cise and  constant  throughout  the  body. 

PATIENT  BENEFITS:  With  peaks  and  val- 
leys of  drug  release  eliminated,  she  feels 
more  comfortable  and  confident  of  suc- 
cess. And  she  won’t  forget  to  take 
Desbutal  Gradumet  because  dosage  is 
just  once  a day. 

PRECAUTIONS:  Use  with  caution  in  pa- 
tients with  hypertension,  cardiovascular 
disease,  hyperthyroidism  or  those  who 
are  sensitive  to  ephedrine  and  its  deriva- 
tives. Careful  supervision  is  advisable 
with  maladjusted  individuals. 

DESBUTAC  GRADUMET 

Brand  of  Methamphetamine  Hydrochloride  and  Pento- 
barbital Sodium  in  Long-Release  Dose  Form,  Abbott. 
Desbutal  10—  lOmg.  Methamphetamine, 

60  mg.  Pentobarbital.  Desbutal  15—15 
mg.  Methamphetamine,  90  mg.  Pento- 
barbital. Gradumet—  Long-Release  Dose 
Form,  Abbott:  U.  S.  Pat.  No.  2,987,445. 

Calms  her  anxieties  even  as  it 
controls  her  compulsive  urge  to  eat 
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an  orally  active  progestogen -estrogen  combination 


Duosterone 

Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 

Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  Duosterone  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 
(Roussel) 


Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y. 
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relieves 

pain 

and 

relaxes 

muscle 


Side  effects:  Although  there  has  been  no  evidence  of 
tolerance,  withdrawal  symptoms  or  excessive  self-medi- 
cation, ‘Soma'  Compound  and  ‘Soma’  Compound  with 
Codeine,  like  other  central  nervous  system  depressants, 
should  be  used  with  caution  in  addiction-prone  individu- 
als. While  codeine  addiction  is  relatively  rare  and  easily 
broken,  the  same  precautions  must  be  observed  as  for 
any  other  opium  alkaloid.  Nausea,  vomiting,  constipation 
and  miosis  are  possible  codeine  side  effects.  Should  symp- 
toms of  hypersensitivity  occur,  discontinue  medication. 


\ Following  traumatic  injury, 

patient  comfort  can  be  increased 
/ / \ and  recovery  time  shortened  by 

V the  simultaneous  treatment 

of  both  pain  and  muscle  spasm 
with ‘Soma’ Compound. 

Soma’Compound 

1 '^\  carisoprodal  200  mg„  acetophenetidin  160  mg.,  caffeine  32  mg. 


Also  available  with  lA  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  LABORATORIES 

Cranbury,  N.  J. 


Contraindications:  None  reported. 


Complete  product  information  available  in  the  product 
package,  and  to  physicians  upon  request. 

Dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange. 
Scored  tablets;  bottles  of  50.  ‘Soma’  Compound  with 
Codeine  (narcotic  order  form  required)  is  available  in 
white,  lozenge  shaped  tablets;  bottles  of  50. 


thrown 

for 

a loss ... 


Keeping  flies  out  of  pharmaceutical  pro- 
duction areas  is  important,  yet  entrances 
must  accommodate  heavy  traffic  of  peo- 
ple and  materials.  In  fact,  at  Eli  Lilly 
and  Company,  the  entrances  to  certain 
production  facilities  where  traffic  is 
heaviest  have  no  screens  or  doors.  □ This 
makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked 
up  by  a fast-moving  blast  of  air  and 
thrown  for  a loss — back  outside.  This 
"curtain  of  air,”  moving  down  and  out 
from  the  top  of  the  open  doorway,  bars 
the  entrance  and  keeps  flies  out  . . . still 
another  step  demonstrating  the  care  that 
goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Information  for  Authors 

Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
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Editorials 


Requirements — distasteful  and  otherwise 


The  Internal  Revenue  Service,  the  uni- 
versal nemesis,  is  now  so  far  automated  that 
all  transactions  physicians  have  in  regard  to 
third-party  payments  must  contain  the  phy- 
sician’s taxpayer  identification  number. 
When  this  is  omitted  it  is  a source  of  em- 
barassment  to  insurance  carriers  and  self- 
insured  employers.  This  is  a legal  require- 
ment and  one  of  the  facts  of  life  in  these 
times.  The  law  provides  penalties  for  fail- 
ure to  comply.  It  seems  futile  to  argue  with 
the  computers.  They  have  us  surrounded. 

The  Council  Committee  on  Workmen’s 
Compensation  and  the  Commission  on  Medi- 
cal Services  of  the  Medical  Society  of  the 
State  of  New  York  urge  all  physicians  in- 
volved in  third-party  payments  to  comply 
with  this  requirement. 

While  on  the  subject  of  reports  we  wish  to 
call  attention  to  the  “battered  child  law” 
enacted  by  the  New  York  State  Legislature 
at  its  last  session  and  effective  July  1,  1964. 


This  law  makes  it  possible  for  a physician  to 
report  incidents  of  injuries  to  a child  sixteen 
years  of  age  or  less  which  apparently  come 
from  abuse  or  neglect.  The  physician  is 
covered  by  complete  immunity  from  liability 
in  any  form.  Staff  physicians  in  training  as 
well  as  hospital  administrators  may  also  re- 
port. 

Fifteen  states  have  enacted  such  laws,  and 
in  some  of  these  recourse  is  made  immedi- 
ately to  police  action.  In  New  York  State, 
however,  the  report  is  to  be  made  to  the 
county  or  city  welfare  commissioner.  Thus, 
the  problem  is  placed  first  in  the  hands  of 
those  experienced  in  social  problems.  Ac- 
tion will  be  swift,  and  the  child  will  be  safe- 
guarded while  causes  are  determined  and 
corrective  measures  applied.  After  careful 
study  it  seemed  more  intelligent  to  our  leg- 
islative bodies  to  deal  with  such  cases  in 
this  way  rather  than  to  strike  out  precipi- 
tously with  police  power  at  the  outset. 


Where  we  are  and  how  we  got  there 


The  Commission  on  the  Cost  of  Medical 
Care  of  the  American  Medical  Association 
after  three  and  one-half  years  of  study  has 
just  issued  the  first  volume  of  a projected 
four- volume  report.  This  first  volume  sum- 
marizes and  delineates  with  commendable 
clarity  the  growth  and  development  of  what 
we  speak  of  today  as  the  practice  of  medi- 
cine. From  this  sampling  the  entire  series 
bids  fair  to  become  the  bible  of  medical 
economics. 

The  real  revolution  in  medical  practice 
came  about  in  the  past  twenty-five  years, 
and  the  commission  describes  it  as  follows: 

. . .Especially  in  the  period  immediately 
following  World  War  II,  medical  science  and 
its  associated  technologies  developed  at  a 
faster  rate  than  ever  before.  Many  of  the 


items  now  considered  essential  to  the  medical 
armamentarium  were  not  available  a quarter- 
century  ago.  These  advances  in  medical 
science  have  profoundly  affected  such  things 
as  the  financing  of  health  care,  medical  educa- 
tion, specialization  in  medicine,  the  ways  in 
which  physicians  have  organized  their  prac- 
tices, the  number  and  types  of  persons  and 
technologists  working  in  the  area  of  medical 
care,  the  population  trend,  hospital  architec- 
ture and  organization,  and  the  manner  in 
which  services  are  provided  to  patients. 

The  technological  advances  have  also  been 
cited  as  being  responsible  for  the  change  in  the 
so-called  “image”  of  the  physician.  In  the 
old  days,  the  physician  of  necessity  made 
more  house  calls  and  spent  a great  deal  of 
time  with  the  patient  and  the  patient’s 
family.  Much  of  the  physician’s  time  was 
devoted  to  making  the  patient  comfortable, 
because  in  many  cases  this  was  all  he  could  do. 

The  physician  of  today  brings  a tremendous 
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amount  of  clinical  information  and  skill  to  his 
patient.  In  many  instances,  he  has  specific 
drugs  and  vaccines  and  the  knowledge  to  deal 
in  a definitive  way  with  a great  many  ail- 
ments. Because  of  this  direct  and  more 
efficient  approach  to  the  illness,  the  physician 
may  appear  to  be  methodical  and  more  im- 
personal from  the  patient’s  viewpoint.  How- 
ever, even  though  he  sees  less  of  the  physician, 
the  patient  is  receiving  far  better  medical 
care. 

Significant  developments  of  the  past 
twenty-five  years  have  been  the  increased 
demand  for  hospital  services  and  the  rapid 
growth  of  health  insurance  and  prepayment 
plans.  In  the  depression  years  of  the  1930’s, 
demand  for  private  hospital  services  fell  off  to 
such  an  extent  that  700  hospitals  were  forced 
to  close  their  doors.  During  that  period  of 
economic  hardship,  a greater  percentage  of  the 
population  sought  and  obtained  care  from 
public  hospitals. 

In  the  1940’s,  hospital  bed  shortages,  attri- 
butable to  the  lack  of  hospital  construction 
during  the  preceding  “Depression  decade,” 
became  a problem.  This  long  interruption  of 
normal  hospital  facility  expansion  from  1930 
to  1945,  together  with  a growing  population 
and  a growing  appreciation  of  health  services, 
resulted  in  a general  increase  in  demand  for 
available  hospital  facilities. 

In  the  1946-1950  period,  significant  steps 
were  taken  to  increase  the  number  of  general 
hospital  beds  through  the  Hill-Burton  pro- 
gram and  other  construction  projects.  At 
the  same  time,  the  demand  for  hospital  care 
increased  at  an  even  greater  rate  partly  be- 
cause of  higher  employment  and  increased 


employer  contributions  to  health  insurance 
and  prepayment  programs. 

Along  with  the  sharply  increased  demand, 
the  employment  patterns  of  the  hospitals 
changed  significantly.  Nursing  personnel 
and  all  other  institutional  personnel  made 
increasingly  effective  demands  for  wage 
increases,  fringe  benefits,  and  a reduction  in 
working  hours. 

Finally,  the  combination  of  a greater  avail- 
ability of  hospital  beds,  greater  demand  for 
hospital  care,  more  effective  mechanisms  for 
financing  the  cost  of  medical  care,  and  rapid 
advances  in  medical  science  during  the  past 
decade  have  resulted  in  a continually  rising 
period  of  hospital  utilization  and  operating 
cost. 

The  next  twenty-five  years  portend  addi- 
tional dramatic  changes  in  medical  science. 
The  age  of  automation,  the  space  age,  the 
computer  age  are  spewing  new  knowledge, 
new  techniques,  and  new  concepts.  It  is 
apparent  that  developments  in  these  fields  are 
already  having  significant  effects  on  the 
science  of  medicine. 

In  submitting  its  report  to  the  trustees  of 
the  American  Medical  Association,  the  com- 
mission hoped  that  it  would  provide  a better 
insight  into  the  scientific  and  economic 
changes  which  have  taken  place  in  the  past 
quarter  of  a century. 

In  addition,  the  report  should  lead  to 
better  understanding  of  the  accelerated  pace 
of  continuing  change  and  what  this  portends. 


Mark  your  calendar  now  . . . 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
159th  Annual  Convention 
February  15  through  18,  1965 
The  Americana,  New  York  City 
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Announcement  1964  District  Branch  Meeting  Schedule 


Branch 

Date 

Place 

First 

February  9 

The  Americana,  New  York  City 

Second 

Thursday  and 

Friday,  Septem- 
ber 10  and  11 

Montauk  Manor,  Montauk  Point, 
New  York 

Third 

and 

Fourth 

Saturday, 
October  17 

Edison  Club,  Schenectady, 
New  York 

Fifth 

and 

Sixth 

Friday,  Saturday, 
and  Sunday, 
September  11, 
12,  and  13 

Gideon  Putnam  Hotel, 
Saratoga  Springs, 
New  York 

Seventh 

and 

Eighth 

Thursday,  Friday, 
Saturday,  and 
Sunday,  October 
1,  2,  3,  and  4 

Concord  Hotel,  Kiamesha  Lake, 
New  York 

Ninth 

February  10 

The  Americana,  New  York  City 
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. . . eradicates  trichomonads 
with  simple  10-day  oral  treatment 


FLAGYL  (metronidazole)  has  achieved  unprec- 
edented efficiency  in  eradicating  trichomonal  vag- 
initis. Simple  ten-day  oral  treatment  with  Flagyl 
(metronidazole)  eliminates  the  two  principal  fac- 
tors previously  responsible  for  unsatisfactory  con- 
trol of  trichomonal  infections: 

1.  It  destroys  trichomonads  in  vaginal  foci 
inaccessible  to  local  treatment. 

2.  It  controls  reinfection  by  eliminating  the 
parasite  in  male  carriers. 

Published  studies1  indicate  that,  when  tricho- 
monal infection  has  been  demonstrated  in  female 
and  male  partners,  simultaneous  treatment  of 
both  consorts  will  produce  lasting  cures  in  well 
over  90  per  cent  of  patients.  The  unique  therapeu- 
tic activity  of  Flagyl  (metronidazole)  has,  accord- 
ing to  Watt  and  Jennison2,  “rendered  obsolete 
other  methods  of  treatment  in  most  cases  of  tri- 
chomoniasis in  the  female.” 

DOSAGE  AND  ADMINISTRATION 

In  women  the  recommended  dosage  is  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A 
vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  One  vaginal  insert  should 
be  placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets  daily 
should  be  taken.  In  men  the  dosage  is  one  250- 
mg.  oral  tablet  twice  daily  for  ten  days;  the  drug 
should  be  prescribed  only  when  trichomonads 
are  demonstrated  in  the  urogenital  tract. 


CONTRAINDICATIONS 

Although  no  severe  adverse  effects  of  Flagyl 
(metronidazole)  have  been  reported,  the  drug  is 
contraindicated  in  pregnant  patients,  those  with 
disease  of  the  central  nervous  system  and  those 
with  evidence  of  or  a history  of  blood  dyscrasias. 

PRECAUTIONS  AND  SIDE  EFFECTS 

Total  and  differential  leukocyte  counts  should  be 
made  before,  during  and  after  therapy. 

Side  effects  have  been  infrequent  and  minor. 
Most  common  have  been  nausea,  an  unpleasant 
taste,  furry  tongue,  headache  and  darkened  urine. 
Other  effects,  each  reported  in  less  than  1 per  cent 
of  patients,  include  diarrhea,  dizziness,  dryness  of 
the  mouth  or  vagina,  skin  rash,  dysuria,  depres- 
sion, insomnia  and  edema.  Elimination  of  tricho- 
monads may  aggravate  moniliasis. 

ORAL  AND  VAGINAL  DOSAGE  FORMS 

Flagyl  (brand  of  metronidazole)  is  supplied  for 
oral  use  as  uncoated,  unscored,  white  tablets  of 
250  mg.,  and  for  vaginal  use  as  uncoated,  ovoid, 
white  inserts  of  500  mg. 

1.  Detailed  information  and  136  references  are  given  in  Physicians’ 
Product  Brochure  No.  69;  available  from  G.  D.  Searle  & Co.,  P.  O. 
Box  5110,  Chicago,  Illinois  60680. 

2.  Watt,  L.,  and  Jennison,  R.  F.:  Metronidazole  Treatment  of  Tricho* 
moniasis  in  the  Female,  Brit.  Med.  J.  1:276-279  (Feb.  3)  1962. 

SEARLE 

Research  in  the  Service  of  Medicine 


WHEN 

CONGESTION 
MOVES  DOWN 


HYGOMINE 

SYRUP 

Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate 5 mg.  0 

(Warning:  May  be  habit-forming)  I 
Homatropine  f m£* 

methylbromide  1.5  mg.  J 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride  60  mg. 

Sodium  citrate 85  mg. 

(with  methylparaben  0.13%  and 
propylparaben  0.02%  as  preservatives) 

in  a highly  palatable 
cherry-flavored  vehicle 

antitussive  • antihistaminic 
decongestant  • expectorant 


treats  the  multiple 
symptoms  of  the 

COUGH/COLD 

syndrome 


• arrests  both  productive  and  nonproduc- 
tive cough  • decongests  the  airways  • 
liquefies  secretions  responsible  for  irrita- 
tion • provides  prompt  symptomatic  relief 
of  allergic  symptoms  • is  well  tolerated  • 
rarely  causes  constipation 

DOSAGE:  Average  adult  dose  — 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6-12  years , 
V2  teaspoonful ; 3-6  years , XA  teaspoonful ; 1-3  years , 
10  drops ; 6 months  to  1 year,  5 drops.  Administer 
after  meals  and  at  bedtime  with  food.  On  oral  Rx 
where  state  laws  permit. 


CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  hydro- 
chloride and  in  those  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arteriosclero- 
sis. In  these  patients  the  use  should  not  exceed  three 
days.  Hycomine*  Syrup  is  generally  well  tolerated 
but  in  some  patients  drowsiness,  dizziness  or  nausea 
may  occur. 

*U.S.  Pat.  2,630,400 
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Cultivation  in  Vitro 
of  Myeloblasts  from 
Human  Leukemia 


SUTETOSHI  IWAKATA,  M.D. 

Buffalo,  New  York 
JAMES  T.  GRACE  JR.,  M.D. 

Buffalo,  New  York 

From  the  Roswell  Park  Memorial  Institute 


N umerous  past  attempts  in  this  lab- 
oratory to  establish  long-term  cultures  of 
human  leukemic  cells  were  unsuccessful. 
Short-term  cultures  of  leukemic  huffy  coat, 
bone  marrow,  thymus,  and  spleen  were 
readily  accomplished,  but  following  a few 
subpassages  the  cultures  invariably  be- 
came fibroblastic,  with  no  recognizable 
leukemic  cells  remaining. 

This  report  concerns  the  successful  long- 
term propagation  of  leukemic  cells  from  the 
peripheral  blood  of  a patient  with  acute 
myelogenous  leukemia.  The  cells  have  re- 
tained the  appearance  of  myeloblasts,  and 
they  proliferate  rapidly  in  culture.  Electron 
microscopy  of  these  cells  reveals  particles 
which  have  the  morphology  of  viruses. 

Methods 

One  hundred  fifty  ml.  of  peripheral  blood 
were  collected  from  a seventy-eight-year- 
old  male  patient  with  acute  myelogenous 
leukemia.  Figure  1 shows  a peripheral 
blood  smear  from  this  patient.  The  hep- 

* Supported  in  part  by  grants  from  the  John  A.  Hartford 
Foundation  and  the  U.S.  Public  Health  Service. 


SUCCESSFUL  LONG-TERM  PROPAGATION  of 
leukemic  cells  of  a patient  with  acute  myelolo- 
genous  leukemia  was  accomplished.  These 
cells  retained  their  typical  myeloblastic  mor- 
phology after  more  than  25  subcultures.  The 
use  of  the  irradiated  feeder  layer  was  appar- 
ently important  in  initiating  the  culture. 
The  significance  of  the  virus-like  particles  as- 
sociated with  these  cells  has  not  been  deter- 
mined. 


FIGURE  1.  Original  peripheral  blood  smear  show- 
ing leukemic  myeloblasts. 


arinized  blood  was  allowed  to  sediment 
in  the  refrigerator  for  three  hours.  The 
leukocyte-containing  plasma  was  collected, 
and  the  cells  were  sedimented  by  low-speed 
centrifugation.  A total  of  3.27  times  108 
leukocytes  were  collected,  and  6.5  times  107 
cells  were  seeded  into  each  of  two  T-60 
flasks  containing  a cell  feeder  layer.  Con- 
comitantly, a like  number  of  cells  were  seeded 
into  two  flasks  without  feeder  layers.  The 
feeder  layers  were  monolayer  cultures  of 
WI-38  cells  (stable  line  of  human  embryonic 
lung  cells)  which  had  received  5000  r of 
x-irradiation.  The  feeder  layer  medium 
was  changed  immediately  after  irradiation, 
and  the  leukemic  leuckocytes  were  seeded 
onto  these  cells  one  or  two  days  later. 

The  cell  culture  medium  employed  was 
McCoy  5a  medium1  containing  30  per  cent 
fetal  calf  serum,  0.06  per  cent  Bacto-peptone, 
10  mg.  per  liter  of  folic  acid,  and  2 mg.  per 
liter  of  vitamin  Bi«. 

One  half  of  the  medium  was  changed 
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every  other  day,  and  the  cells  were  returned 
to  their  original  flasks.  After  forty-six 
days  in  culture,  the  cells  were  first  separated 
from  their  original  flasks.  At  this  time 
there  were  only  a few  feeder  layer  cells  left, 
and  the  leukemic  cells  were  floating  freely 
in  the  fluid.  The  floating  cells  were  collected, 
centrifuged  at  800  revolutions  per  minute 
for  ten  minutes,  resuspended  in  fresh 
medium,  and  transferred  to  another  bottle. 
The  cells  grew  singly  or  in  clumps  but  re- 
mained in  suspension  with  no  adherence  to 
the  glass.  Subsequently,  the  cultures  were 
split  by  simply  diluting  them  with  an  equal 
volume  of  fresh  medium,  mixing,  and  seeding 
an  additional  bottle.  They  were  split  about 
every  three  to  four  days,  depending  on  the 
cell  density  and  pH  change,  and  0.1  per 
cent  of  trypan  blue  was  used  to  assess  cell 
viability. 

Generation  time  studies  were  performed 
with  one-hundred-thirty-day-old  cultures. 
Forty  ml.  of  a cell  suspension  containing 
7.6  times  10 5 viable  cells  per  milliliter  were 
seeded  into  each  of  three  16-ounce  bottles. 
Cell  counts  were  performed  every  forty- 
eight  hours,  and  the  cultures  were  diluted 
with  an  equal  volume  of  fresh  medium. 
After  thorough  mixing,  one  half  of  the  cell 
suspension  was  discarded.  The  average 
number  of  viable  cells  per  milliliter  from  the 
three  bottles  was  plotted  logarithmically. 

For  electron  microscopy,  packed  cells 
were  fixed  in  chilled  1 per  cent  buffered 
osmic  acid  solution  for  one  hour,  dehydrated 
through  graded  ethanol,  and  embedded 
in  epoxy  resin.  The  sections  were  cut  with 
a Porter-Blum  ultramicrotome  and  ex- 
amined with  a Hitachi  HU-11  A electron 
microscope.  The  tissue  culture  fluid  was 
also  examined  by  the  negative  staining 
technic.2  Equal  volumes  of  a tenfold  con- 
centration of  tissue  culture  fluid  and  the 
phosphotungstic  acid  solution  were  mixed, 
dried  on  specimen  grids,  and  examined  with 
the  microscope. 

Results 

In  the  flasks  without  feeder  layers,  the 
leukocytes  rapidly  degenerated  and  dis- 
appeared within  one  week.  In  the  cultures 
containing  feeder  layers  the  leukocytes 
promptly  attached  to  the  feeder  layer  cells, 
and  mitoses  were  evident  by  the  fourth 
day.  At  this  time  a sizable  number  of  cells 


FIGURE  2.  Cells  after  forty-six  days  in  culture. 


FIGURE  3.  Cells  at  twentieth  subculture. 


was  also  observed  floating  freely  in  the 
fluid.  By  the  sixth  day,  the  number  of 
floating  cells  exceeded  the  original  inoc- 
ulum, and  more  than  95  per  cent  were 
viable. 

During  the  second  week,  the  feeder  layer 
degenerated  and  detached  from  the  glass, 
and  only  a few  of  the  large  feeder  cells  could 
be  detected  at  the  end  of  the  third  week. 
The  viability  of  the  floating  cells  was  about 
80  per  cent  at  this  time.  The  cells  gradually 
increased  their  growth  rate,  as  shown  by 
increasing  cell  density,  decreasing  medium 
pH,  and  the  appearance  of  clumps  of  floating 
cells. 

Figure  2 shows  the  appearance  of  the 
leukemic  cells  at  forty-six  days,  when  they 
were  transferred  to  new  flasks  without  feeder 
layers.  The  cell  population  was  fairly  homo- 
geneous and  ranged  in  size  from  10  to  20 
microns.  The  nuclei  were  round  or  oval 
with  fine  chromatin  structures  and  contained 
two  to  four  prominent  nucleoli.  The  cyto- 
plasm was  scanty  and  stained  strongly 
basophilic.  Vacuoles  in  the  perinuclear 
area  were  common,  but  only  a few  cells  had 
fine  azurophilic  granules  in  the  cytoplasm. 
Multinucleated  cells  were  occasionally  seen. 
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FIGURE  4.  Results  of  generation  experiments. 
Average  doubling  time  was  sixty-four  hours. 


The  mitotic  frequency  at  this  time  was  0.7 
per  cent. 

Three  days  after  transfer  to  flasks  without 
feeder  layers  it  was  necessary  to  split  the 
cultures  because  of  rapid  cell  proliferation 
and  a drop  in  the  pH  of  the  medium.  The 
cultures  were  then  regularly  split  every 
forty-eight  hours  for  the  next  few  weeks. 
During  this  time  the  average  cell  density 
was  4.5  times  10 4 per  milliliter,  and  the 
viability  ranged  from  85  to  95  per  cent.  By 
one  month  later  it  was  possible  to  maintain 
the  cultures  by  subculturing  them  about 
every  four  days.  The  longer  period  between 
subcultures  and  the  better  adaptation  of  the 
cells  to  in  vitro  conditions  increased  the  cell 
density  to  an  average  of  5 times  105  per 
milliliter.  Viability  was  consistently  in 
excess  of  80  per  cent. 

Figure  3 shows  the  cells  after  one  hundred 
days  and  20  subcultures.  The  cells  have 
the  same  morphology  as  the  cells  of  the 
forty-six-day  culture.  The  mitotic  fre- 
quency increased  to  1.6  per  cent. 

Figure  4 shows  the  results  of  the  genera- 
tion time  experiments.  The  average  dou- 
bling time  was  found  to  be  sixty-four  hours. 

Electron  microscopy  of  the  forty-six-day- 
old  culture  revealed  cells  of  rather  simple 
ultrastructure.  There  were  no  definite  struc- 
tures which  might  correspond  to  hematologic 
granules.  A group  of  10  to  20  small  mito- 
chondria was  found,  usually  on  the  side  of 
the  nuclear  indentation.  Development  of 
the  endoplasmic  reticulum  was  poor,  and 
some  lipid  granules  were  found.  In  some 
cells,  particles  with  a virus-like  morphol- 
ogy were  observed.  These  were  relatively 


FIGURE  5.  Virus-like  particle  in  a sixty-day-old 
culture.  Particle  measures  about  110  millimicrons 
in  diameter. 


few  in  number  and  required  considerable 
searching.  However,  their  presence  was 
consistent,  and  their  similarity  to  virus  par- 
ticles is  quite  convincing.  Figure  5 shows 
one  such  particle  in  a sixty-day-old  culture. 
The  size  range  is  110  to  120  millimicrons  in 
diameter.  Such  particles  have  been  observed 
in  the  cytoplasm  and  in  the  intercellular 
spaces. 


Comment 

To  our  knowledge  this  represents  the 
first  reported  large-scale  culture  of  human 
leukemic  myeloblasts.  These  cells  still 
retain  their  typical  myeloblastic  morphology 
after  more  than  25  subcultures. 

The  use  of  the  irradiated  feeder  layer  was 
apparently  important  in  initiating  the  cul- 
ture, since  attempts  to  grow  the  leukemic 
cells  in  the  same  medium  without  the  feeder 
layer  were  unsuccessful.  The  failure  of 
the  cells  to  attach  to  the  glass  of  the  culture 
vessels  and  their  tendency  to  grow  in  clumps 
and  float  in  the  medium  are  similar  to  the 
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pattern  described  for  growth  of  the  Burkitt 
lymphoma  cells.3.4 

We  have  tried  a number  of  times  to  prop- 
agate these  cells  in  suspension  culture  with 
various  types  of  agitation  (for  example, 
spinners,  shakers,  and  so  on),  but  we  find 
that  even  with  very  gentle  agitation  the  cells 
are  so  fragile  that  viability  drops  rapidly. 
Therefore,  the  culture  flasks  are  simply 
tilted  gently  by  hand  one  or  two  times  daily. 

We  do  not  know  the  significance  of  the 
virus-like  particles  which  are  associated 
with  these  cells.  Hopefully,  studies  now  in 


progress  will  help  to  elucidate  this  point. 
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T hree  basic  approaches  to  direct  roent- 
gen visualization  of  the  aorta  and  its 
branches  are  used  today:  intravenous  aor- 

tography, direct  needle  injection,  and  retro- 
grade aortography.  In  certain  aortic  trib- 
utaries, for  example  the  carotid  artery,  the 
direct  needle  injection  technic  is  still  widely 
practiced.1-3  For  opacification  of  the  tho- 
racic and  abdominal  aorta  and  their  primary 
branches  catheterization  is  rapidly  becoming 
the  dominant  method.  Early  technics  uti- 
lized direct  artery  exposure  and  catheteriza- 
tion.4 Peirce  in  1951 5 described  a percu- 
taneous method  of  arterial  catheterization.6 
He  inserted  a polyethylene  catheter  through 
a puncture  needle  into  the  arterial  lumen. 
In  1953  Seldinger7  introduced  a guide  wire 
through  a needle  into  the  lumen  of  the  ar- 
tery. The  needle  was  then  removed  leaving 
the  catheter  in  place.  This  is  the  basic 
method  used  in  our  department  today.8  It 
has  proved  useful  in  a broad  range  of 
diagnostic  problems.9-11 

What  is  the  role  of  this  method  in  the  busy 
general  hospital?  We  have  attempted  to 
answer  this  question  by  analyzing  100  con- 
secutive cases.  Cardiac  catheterizations  of 
the  left  side,  including  evaluation  of  patent 
ductus,  coronary  arteries,  and  aortic  valvular 
disease,  a common  step  in  selective  catheter- 


a  study  was  made  of  100  consecutive  patients 
in  whom  percutaneous  femoral  retrograde 
aortography  was  performed  in  the  investiga- 
tion of  hypertension , tumor,  and  arteries 
other  than  renal.  The  method  is  efficient, 
safe,  and  easily  performed. 


ization,  have  been  excluded  from  this  group. 
Table  I fists  the  age  range  of  the  patients  and 
the  problems  they  presented  for  which  retro- 
grade aortography  was  performed. 

Method 

The  thoracic  aorta  was  visualized  directly 
by  placement  of  a catheter  in  the  aortic  arch. 
In  thoracic  aorta  studies  as  in  all  other  cases 
included  in  this  report  the  femoral  artery 
route  was  employed.  A yellow  Odman 
catheter  was  used  to  evaluate  the  aortic  arch 
and  brachiocephalic  vessels.  Arterioscle- 
rotic occlusive  disease  was  a common  ex- 
pected finding. 

The  vast  majority  of  retrograde  catheter 
studies  involved  the  abdominal  aorta  and  its 
branches.  Retrograde  percutaneous  trans- 
femoral  catheterization  is  the  procedure  of 
choice  for  visualization  of  the  renal  arteries. 
In  abdominal  aorta  and  renal  artery  studies 
a red  Odman  catheter  was  employed.  This 
was  the  major  group  of  patient  referrals. 
Positive  findings  are  fisted  in  Table  I.  In  a 
patient  with  hypertension  of  recent  onset 
renal  artery  visualization  has  become  a 
routine  part  of  the  work-up.  In  all  other 
hypertensive  patients  the  study  is  performed 
whenever  arterial  disease  is  suspected.12-16 

Tumor  masses  can  be  defined  to  advantage 
by  this  roentgen  method  in  terms  of  borders, 
size,  and  vascular  supply.  When  presacral 
gas  insufflation  and  retrograde  aortography 
are  performed  as  a combined  procedure, 
retroperitoneal  tumors  are  studied  in  an 
additional  dimension. 17  -26 

For  the  diagnosis  of  peripheral  vascular 
disease  in  the  older  age  group,  we  have  uti- 
lized intravenous  aortography  which  has 
been  satisfactory  for  visualizing  the  abdom- 
inal aorta  and  vessels  of  the  lower  extrem- 
ity.27 When  greater  detail  is  required  retro- 
grade studies  are  performed.  The  older  the 
patient  the  greater  the  difficulty  in  ad- 
vancing the  guide  wire  past  the  aortic  bifur- 
cation and  into  the  aorta.  Arteriosclerotic 


September  15,  1964  / New  York  State  Journal  of  Medicine  2283 


TABLE  I.  Patients  in  whom  retrograde  aortog- 
raphy performed 


Number 

of 

Age  Range 

Evaluation 

Patients 

(Years) 

Hypertension 

Normal  result 

(24  F 
) 31  M 

( 27  to  57 
) 13  to  61 

Demonstration  of 

abnormality 

( 6 F 

( 27  to  55 

/ 12  M 

/ 12  to  64 

Tumor 

Kidney 

7 

20  to  44 

Other  than  kidney 
Arteries  other  than 

9 

27  to  73 

renal 

11 

15  to  70 

plaque  formation  is  a common  cause  of 
failure  in  this  older-age  group. 

Our  complications  have  been  few.  Com- 
plications will  increase  with  the  increasing 
duration  of  a particular  procedure.  Exces- 
sive manipulation  of  the  needle,  guide  wire, 
and/or  catheter  will  increase  the  chance  of 
complication.  Repeated  changing  of  cath- 
eters in  selective  studies  can  have  the  same 
effect.  All  the  attending  radiologists  par- 
ticipate actively  in  these  studies  allowing  a 
greater  flexibility  for  the  department. 

One  patient,  one  month  post  catheteriza- 
tion, developed  a hematoma  in  the  inguinal 
area  at  the  needle  insertion  site,  which  trans- 
mitted a pulsation  and  was  slightly  painful. 
The  patient  was  seventy  years  old.  The 
study  was  done  for  evaluation  of  the  verte- 
bral arterial  circulation.  The  vertebral 
arteries  were  shown  to  be  normal.  The 
hematoma  was  drained  and  the  femoral  ar- 
tery repaired  uneventfully. 

While  another  patient  was  being  examined 
the  flexible  tip  of  the  guide  wire  broke  away 
and  lodged  in  the  soft  tissues  at  the  needle  in- 
sertion site.  This  was  easily  removed  at  the 
time  of  surgery  for  the  repair  of  the  vascular 
obstruction  of  the  left  ureter.  This  is  not 
an  uncommon  experience  in  several  large 
series.  The  major  cause  is  undoubtedly 
forcing  of  the  guide  wire  which  has  been 
arrested  in  travel  because  of  the  tortuosity  of 
the  lumen  it  is  traversing  or  arteriosclerotic 
plaque  formation.  The  wire  should  be 
withdrawn  to  the  needle  and  with  some 
change  in  the  needle  position  the  guide  wire 
may  advance.  Fluoroscopy  with  image  in- 
tensification will  sometimes  identify  the 
point  of  difficulty  and  help  the  radiologist 
readjust  the  wire.  After  catheterization  a 


guide  wire  tip  may  be  bent  or  weakened. 
It  should  not  be  used  again  when  any  visible 
defect  or  bend  has  developed.  In  one  study 
a 3-cc.  test  hand  injection  of  contrast  mate- 
rial revealed  an  aortic  wall  injection.  The 
catheter  was  removed  and  the  patient  had  no 
difficulty. 

When  the  request  for  consultation  is  re- 
ceived, the  patient  is  studied  carefully  before 
the  procedure  is  scheduled.  Each  patient  is 
seen  the  day  before  the  examination  by  the 
radiologist.  Retrograde  catheter  studies  are 
rarely  done  on  an  outpatient  basis.  After 
the  examination  the  patient  returns  to  his 
room  with  a tight  bandage  and  two  5-pound 
sand  bags  over  the  needle  site.  Bed  rest  is 
ordered.  One  sand  bag  is  removed  that 
evening,  the  other  remains  on  until  morning. 
The  next  morning  the  patient  is  allowed  full 
activit3'. 

Our  average  injection  pressure  with  the 
Gidlund  apparatus  ranges  from  5.2  to  5.6 
Kg.  per  square  centimeter.  Angioconray 
has  been  used  in  all  cases.28  Preliminary 
test  films  with  the  Schonander  film  changer 
are  always  obtained.  Although  posterior 
oblique  projection  has  been  employed  in 
addition  to  the  anteroposterior  projection  in 
several  renal  artery  studies,  we  have  not 
found  it  as  helpful  as  cephalad  and  caudad 
tube  angulation.  The  kilo  voltage  used  is 
held  to  a range  of  70  to  85  Kv.  for  maximum 
contrast.  A special  procedure  room  is  uti- 
lized for  these  examinations  and  they  are 
scheduled  on  a one-hour  basis. 

Some  of  the  more  interesting  studies 
demonstrating  variety  of  pathology  and  ar- 
terial visualization  are  here  reported. 

Case  reports 

Case  1.  This  was  the  fifth  admission  to  St. 
Luke’s  Hospital  of  this  fifteen-year-old  Negro 
female,  with  the  chief  complaint  of  swelling  of 
the  right  leg.  On  previous  admissions  the  diag- 
nosis of  an  arterial  venous  fistula  had  been  made 
by  direct  needle  injection.  Multiple  arterial 
ligations  had  been  performed  including  the  in- 
ternal iliac,  deep  femoral,  and  superficial  cir- 
cumflex arteries.  Since  that  time  there  has  been 
a hypertrophy  of  the  right  lower  extremity  and 
right  hemibuttocks.  It  was  felt  at  this  time  that 
the  arterial  venous  fistula  had  been  recannu- 
lated  and  extended.  Measurements  of  both  legs 
at  the  time  of  admission  revealed  a definite  in- 
crease in  the  size  of  the  thigh  and  patella  area. 
The  skin  was  somewhat  thickened  and  the  entire 
extremity  was  edematous.  Arterial  pulsations 
were  present  but  diminished  in  the  right  foot 
when  compared  with  the  normal  left. 
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FIGURE  1.  Case  1.  Percutaneous  retrograde  aortography  showing  arterial  filling.  (A)  Early  in  filling, 
collateral  circulation  and  arteriovenous  connections  just  starting  to  fill.  (B)  Later  phase  of  filling  shows 
massive  collateral  circulation  around  hip  with  large  arteriovenous  communications. 


A percutaneous  retrograde  aortogram  was  per- 
formed which  revealed  pronounced  enlargement 
of  the  collateral  flow  around  the  right  hip  with 
large  arteriovenous  communications  (Fig.  1). 
A radioisotope  study  revealed  blood  flow  to  the 
right  knee  and  calf  approximately  6 times  the 
flow  to  the  left.  Circulation  time  of  the  superior 
vena  cava  to  the  popliteal  artery  was  2l/-2  sec- 
onds. 

The  patient  was  taken  to  the  operating  room 
and  a ligation  of  branches  to  the  right  iliac  artery 
was  performed.  Follow-up  radioisotope  studies 
after  operation  show  a definite  decrease  in  the 
amount  of  blood  flow  to  the  right  leg.  A six- 
month  follow-up  shows  no  further  increase  in 
size. 

Case  2.  This  was  the  first  St.  Luke’s  Hospi- 
tal admission  of  this  twenty-seven-year-old 
female  who  entered  the  hospital  with  the  chief 
complaint  of  lower  abdominal  pain.  Two  years 
prior  to  admission  the  patient  had  experienced  a 
gradual  onset  of  right  lower  quadrant  pain  radi- 
ating to  the  right  hip  region.  One  month  prior 
to  admission  an  abdominal  film  revealed  a right 
pelvic  mass.  Past  history  was  contributory  in 
that  a spinal  fusion  had  been  performed  fifteen 
years  prior  to  admission  with  a graft  taken  from 
the  right  ileum. 

Films  of  the  bony  pelvis  revealed  a lytic  erod- 
ing lesion  of  the  right  ileum  extending  from  the 
iliac  crest  to  the  acetabulum.  Laterally  it  was 
defined  by  a sclerotic  margin.  Medially  it  in- 
volved the  sacrum  (Fig.  2A).  Percutaneous 
retrograde  aortography  showed  vessels  displaced 
around  the  margins  of  the  mass.  No  tumor  stain 
was  seen  (Fig.  2B). 


At  operation  a tumor  was  found  deep  to  the 
gluteal  muscles.  The  tumor  was  formed  by  a 
cyst-like  lining.  The  depth  of  the  tumor  ex- 
tended to  the  acetabulum  but  did  not  enter  the 
hip.  Posteriorly  it  had  broken  through  the 
ileum  and  evaded  some  of  the  foramena  of  the 
sacrum.  The  cyst  was  curreted.  The  resulting 
cavity  was  packed  and  drained. 

The  gross  specimen  consisted  of  the  wall  of  a 
cyst  containing  irregular-shaped  masses  of  gray- 
ish, reddish  firm  material.  Microscopic  descrip- 
tion revealed  a cyst  wall  formed  by  granulation 
tissue.  Multiple  sections  through  the  irregular 
masses  of  tissue  showed  only  hemorrhage  and 
necrosis.  It  was  felt  that  the  most  likely  path- 
ologic diagnosis  was  an  organized  previous 
hemorrhage.  The  final  diagnosis  was  old  hema- 
toma of  bone. 

Case  3.  This  was  the  first  St.  Luke’s  Hospi- 
tal admission  of  the  sixty-three-year-old  white 
man  who  entered  with  the  chief  complaint  of 
gross  hematuria.  Physical  examination  was 
unremarkable . 

An  intravenous  pyelogram  revealed  an  en- 
larged left  renal  shadow  with  marked  bulging  of 
the  lower  pole  of  the  kidney.  The  collecting 
system  showed  delayed  visualization  on  the  left 
with  hy drone phrotic  changes  in  the  upper  por- 
tion of  the  collecting  system.  A retrograde 
pyelogram  showed  the  calyces  to  the  lower  pole 
of  the  left  kidney  to  be  remarkably  stretched  and 
distorted  (Fig.  3).  A nephrotomogram  revealed 
a mass  in  the  lower  pole  of  the  left  kidney  with 
abnormal  vessels  on  the  arterial  phase.  A selec- 
tive renal  arteriogram  was  performed  showing  a 
large  abnormal  tortuous  group  of  vessels  form- 
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FIGURE  2.  Case  2.  Percutaneous  retrograde  aortography.  (A)  Bony  pelvis  revealing  lytic  eroding  lesion 
of  right  ilium  extending  from  iliac  crest  to  acetabulum.  Laterally  it  was  defined  by  a sclerotic  margin. 
Medially  it  involved  sacrum.  (B)  Vessels  displaced  around  margins  of  mass.  No  tumor  stain  seen. 


ing  an  arteriovenous  communication  in  the 
lower  portion  of  the  left  kidney  (Fig.  4).  The 
impression  was  that  there  was  a malignant 
tumor  of  the  left  kidney. 

At  operation  a left  nephrectomy  was  per- 
formed. Pathologic  diagnosis  was  clear  cell 
carcinoma  of  the  left  kidney. 

Case  4.  This  was  the  first  St.  Luke’s  Hospital 
admission  of  this  thirty-four-year-old  white 
male  with  a three-year  history  of  pain  in  the 
right  shoulder.  About  three  months  prior  to 
admission  the  patient  began  to  experience  pain, 
first  in  the  palm  of  the  hand,  then  gradually 
moving  up  the  extremity  to  the  right  shoulder. 
The  patient  also  noted  that  the  right  forearm 
and  hand  felt  cold.  There  was  no  history  of 
trauma. 

Physical  examination  revealed  tightness  of  the 
scalene  muscle  on  the  right  as  compared  with  the 
left.  The  right  upper  extremity  had  no  brachial 
or  radial  artery  pulse.  The  extremity  was  cool 
and  moist  as  compared  with  the  left.  No  blood 
pressure  was  obtained  in  this  extremity.  There 
was  a 2-cm.  atrophy  at  the  arm  level,  a 1-cm. 
atrophy  of  the  forearm. 

A percutaneous  retrograde  aortogram  showed 
an  intraluminal  obstruction  of  the  right  subcla- 
vian artery  at  its  origin  (Fig.  5) . No  further  sur- 
gery was  performed. 

Case  5.  A forty-one-year-old  Negro  women 
was  admitted  to  St.  Luke’s  Hospital  with  a sharp 
right  upper  quadrant  abdominal  pain  which  had 
been  present  for  six  hours  prior  to  admission. 

The  past  history  revealed  that  she  was  gravida 
7,  para  3.  Following  the  histologic  diagnosis  of 
hydatidiform  mole  in  1960,  a supracervical  ab- 
dominal hysterectomy  and  unilateral  salpingo- 
oophorectomy  were  performed.  Since  that  time, 
monthly  pelvic  examinations  and  Aschheim- 
Zondek  test  results,  including  the  most  recent 
study  one  month  prior  to  admission,  had  been 


FIGURE  3.  Case  3.  Retrograde  pyelogram  show- 
ing calyces  to  lower  pole  of  left  kidney  to  be  re- 
markably stretched  and  distorted. 


negative.  At  the  time  of  admission  the  patient 
had  severe  right  upper  quadrant  pain  radiating 
to  the  right  scapula  and  also  present  in  the  right 
costovertebral  angle  area.  The  pain  was  con- 
tinuous and  was  associated  with  nausea  and 
vomiting. 

Physical  examination  revealed  an  obese  Negro 
female,  complaining  of  intense  right  upper  quad- 
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FIGURE  4.  Case  3.  Percutaneous  retrograde  aortography.  (A)  Early  arterial  phase  showing  marked 
distortion  of  normal  arterial  pattern.  (B)  Closer  view  in  late  arterial  filling  showing  mass  of  abnormal  ves- 
sels. 


FIGURE  5.  Case  4.  Percutaneous  retrograde  aor- 
togram  showing  intraluminal  obstruction  of  right 
subclavian  artery  at  origin. 


rant  abdominal  pain.  Her  temperature  was 
98.6  F.,  blood  pressure  140/90.  The  abdominal 
examination  revealed  excruciating  right  upper 
quadrant  tenderness  below  the  costal  margin, 
without  evidence  of  rebound. 

There  was  associated  guarding  and  spasm  in 
this  area.  Pain  almost  as  severe  was  present  in 
the  costovertebral  angle  on  the  right  side.  The 
pelvic  examination  revealed  a normal  cervix  with 
absent  uterus. 

On  the  second  hospital  day  the  patient’s 
hemoglobin  dropped  from  12.7  to  8.3  Gm.  and 
was  associated  with  a marked  tachycardia.  A 
spiking  temperature  to  levels  of  101  F.  was  noted 
during  this  period.  The  Aschheim-Zondek  test 


FIGURE  6.  Case  5.  Intravenous  pyelogram  dem- 
onstrating marked  degree  of  enlargement  of  lower 
pole  of  right  kidney  (see  arrow)  with  associated 
obliteration  of  psoas  shadow  and  incomplete  filling 
of  internal  structures  of  right  kidney.  Partial  opaci- 
fication of  gallbladder  result  of  former  intravenous 
cholangiogram. 

reaction  was  found  to  be  positive  on  the  second 
hospital  day. 

An  intravenous  cholangiogram  was  normal 
thus  failing  to  confirm  the  clinical  impression  of 
acute  cholecystitis.  A chest  radiograph  re- 
vealed a large  nodular  density  consistent  with  a 
metastatic  focus  within  the  right  upper  lung 
field  adjacent  to  the  horizontal  fissure.  An  in- 
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FIGURE  7.  Case  5.  Retrograde  femoral  arterio- 
gram for  opacification  of  renal  vessels  revealing  de- 
crease in  degree  of  opacification  of  right  renal  vas- 
culature with  decrease  in  arborization  of  right  renal 
vessels.  In  addition,  abnormal  circulation  (see  ar- 
row) involves  lower  pole  of  kidney. 

travenous  pyelogram  demonstrated  a marked 
degree  of  enlargement  of  the  lower  pole  of  the 
right  kidney  with  associated  obliteration  of  the 
psoas  shadow  and  incomplete  filling  of  the  inter- 
nal structures  within  the  right  kidney.  The 
contralateral  kidney  and  urinary  bladder  were 
normal  (Fig.  6).  A percutaneous  retrograde 
aortogram  was  performed.  This  revealed  ab- 
normal circulation  involving  the  lower  pole  of 
the  right  kidney  with  irregularity  of  the  vessels 
in  this  area,  indicative  of  malignant  neoplastic 
involvement,  either  primary  or  secondary. 
There  was  a decrease  in  the  degree  of  opacifica- 
tion of  the  renal  vasculature  on  this  side,  with  a 
decrease  in  the  arborization  of  the  right  renal  ves- 
sels. The  nephrogram  effect  was  absent  in  the 
lower  pole  of  this  kidney  and  there  was  a large 
retroperitoneal  mass,  either  attached  to,  or  a 
portion  of,  the  lower  pole  (Fig.  7) . 

At  operation  a choriocarcinoma  with  extensive 
hemorrhage  was  found.  The  patient  received 
methotrexate  therapy,  developed  agranulocyto- 
sis, and  expired. 

Summary 

Percutaneous  femoral  retrograde  aortog- 
raphy is  an  efficient,  safe,  easily  performed 
method  for  visualization  of  the  aorta  and  its 
tributaries.  Its  commonest  use  has  been  in 
the  investigation  of  the  renal  vasculature  in 
hypertensive  patients.  Because  of  its  flexi- 
bility, we  have  employed  this  method  for  in- 
vestigation of  disease  processes  affecting 
specific  branches  of  the  aorta  other 


than  renal  arteries.  Several  illustrative 
cases  are  presented. 
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OuR  understanding  of  the  various  mani- 
festations of  hypersensitivity  in  man  stems 
from  the  fundamental  observations  of  the 
phenomena  of  anaphylaxis  and  allergy. 

It  is  generally  known  that  the  ana- 
phylactic reaction  represents  the  immediate 
response  of  the  sensitized  animal  to  chal- 
lenge by  a specific  antigen  and  is  dependent 
on  the  interaction  between  the  antigen  and 
serum  antibody.  Allergy  encompasses  both 
the  immediate  and  the  delayed  type  of 
hypersensitivity.  The  delayed  reaction  is 
characterized  by  a slowly  evolving  inflam- 
matory response  due  to  an  altered  immune 
state  dependent  on  an  as  yet  undiscovered 
system  of  antibody-like  substances  which 
are  cell-associated  and  which  differ  from 
serum  antibodies. 1 

The  tissue  reactions  following  anaphylaxis 
to  foreign  proteins  are  usually  limited  to  the 
smooth  muscles,  blood  vessels,  and  collagen. 
By  contrast,  the  delayed  type  of  hyper- 
sensitivity appears  in  a wide  range  of  cells 
and  is  best  exemplified  by  the  reaction  to 
infection  (for  example,  tuberculin  reaction), 
drugs,  antibiotics,  plant  substances,  and 
simple  chemical  compounds. 

Presented  at  the  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York,  New  York  City,  Section  on  Allergy, 
February  13,  1964. 


in  certain  allergic  and  so-called  normal 
persons,  the  cardiovascular  system  may  con- 
stitute the  major  shock  tissue.  The  allergenic 
excitants  may  be  found  in  foods  and  in  in- 
halants, consisting  of  pollens  and  tobacco; 
in  drugs,  sera,  and  bacterial  products;  and  in 
physical  agents  such  as  cold  and  heat  as  well 
as  in  nonspecific  stimuli  of  psychic  origin. 
Cardiac  abnormalities  may  be  reversible  if  the 
allergen  is  eliminated;  however,  with  per- 
sistence of  the  antigen  in  the  tissues,  the  ab- 
normalities may  become  irreversible.  Treat- 
ment consists  of  exclusion  of  the  offending 
allergens  and  administration  of  antihista- 
minics  and,  if  necessary,  other  orthodox 
therapeutic  preparations. 


The  mechanisms  responsible  for  tissue 
injury  in  anaphylaxis  are  these: 

1.  Interaction  between  a sufficiently  high 
concentration  of  antibody  and  injected 
antigen  results  in  a precipitate  which  is  in 
itself  capable  of  damaging  blood  vessel 
walls.  This  is  probably  the  case  in  the 
phenomenon  of  Arthus. 

2.  Severe  tissue  injury  may  also  be  due  to 
mediators  liberated  into  the  surrounding 
tissue  fluids  and  blood  from  sensitized  cells 
by  the  interaction  of  antigen  and  antibody. 
These,  in  turn,  act  on  other  cells.  The  best- 
documented  of  these  mediators  of  anaphy- 
laxis is  histamine,  which  is  generally  re- 
garded as  the  principal  mediator  of  ana- 
phylaxis in  the  guinea  pig  and  dog.  In  the 
rabbit,  both  histamine  and  serotonin  are 
liberated  during  anaphylaxis. 

Histamine  release  is  followed  in  the  guinea 
pig  by  constriction  of  bronchial  smooth 
muscle  and  by  alteration  in  the  walls  of 
small  blood  vessels,  leading  to  deposition  of 
circulatory  antigen-antibody  complexes. 2 
The  acute  allergic  manifestations  in  man, 
such  as  the  immediate  urticarial  wheal  in  the 
skin  and  the  passive  transfer  tests,  as  well 
as  hay  fever  and  certain  types  of  asthma, 
are  likewise  dependent  on  histamine  liber- 
ation. 

Cardiovascular  reactions  in 
experimental  animals 

That  histamine  release  also  plays  a role  in 
the  events  that  transpire  in  the  isolated 
heart  during  anaphylaxis  has  been  clearly 
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shown  by  Feigen  et  al. 3 These  investigators 
have  demonstrated  that  the  response  of  the 
sensitized  guinea  pig  heart  to  perfusion  with 
an  effective  dose  of  homologous  antigen  such 
as  ovo-albumin  was  found  to  consist  of  an 
acceleration  of  the  heart  rate,  an  increase  in 
amplitude  of  contraction,  and  a decrease  in 
the  coronary  flow.  The  characteristic  me- 
chanical response  of  the  isolated  atria  was 
an  increase  in  amplitude  and  frequency  of 
contraction,  the  most  intense  effect  of 
which  resulted  in  fibrillation.  These  ab- 
normalities were  brought  about  by  a release 
in  the  perfusate  of  physiologically  active 
material  elaborated  during  the  anaphylactic 
reaction,  identified  as  histamine  by  pharma- 
cologic methods,  as  well  as  by  paper  chroma- 
tography of  butanolic  extracts.  All  the  me- 
chanical and  electrical  events  noted  in  the 
isolated  heart  and  the  atria  could  also  be 
reproduced  by  an  appropriate  dose  of  hista- 
mine. To  this  may  be  added  the  experi- 
ments of  Brockelhurst, 4 who  also  found  that 
the  sensitized  heart  liberated  a slowly  re- 
acting substance  in  addition  to  histamine. 

It  is  evident  from  these  experiments  and 
those  of  Kellner,  Penna,  and  Schweid,5  that 
the  heart  muscle  per  se  participates  in  the 
process  of  sensitization  and  that  this  organ 
is  capable  of  responding  directly  to  antigenic 
impact  apart  from  any  alteration  in  coronary 
blood  flow.  That  this  response  is  also  in- 
dependent of  nerve  influences  has  been 
demonstrated  by  Szepsenwol  and  Witebsky6 
in  a three-day-old  chick  embryo  containing 
Forssman’s  antigen.  The  vascular  net- 
work went  into  shock  following  the  applica- 
tion of  Forssman’s  antiserum.  This  was 
characterized  by  a total  standstill  of  the 
heart  and  shrinking  of  the  embryo,  which 
sank  into  the  yolk. 

Electrocardiographic  abnormalities  dur- 
ing acute  anaphylaxis  in  guinea  pigs,  dogs, 
and  rabbits  have  been  described  as  charac- 
terized by  bradycardia  and  tachycardia 
preceded  by  extrasystoles,  depressions  in  the 
S-T  segments,  QRS  complexes,  and  T waves, 
as  well  as  heart  block.7  “10  Specific  reactions 
in  the  coronary  arteries  of  guinea  pigs  sensi- 
tized with  horse  serum  following  exposure  to 
a small  amount  of  homologous  antigen  have 
also  been  demonstrated  by  Wilcox  and 
Andrus,11  using  direct  leads  applied  to  the 
isolated  heart.  These  responses  consisted 
of  acceleration  of  the  heart  rate  and  altera- 
tions in  the  amplitude  of  contraction.  The 


P-R  interval  was  prolonged,  and  deviations 
in  the  form  of  R,  S,  and  T complexes  were 
also  present.  The  authors  concluded  that 
the  changes  were  the  results  of  actual  modi- 
fication in  the  caliber  of  the  coronary  vessels 
and  were  not  due  to  an  augmentation  in  the 
rate  or  to  muscle  tonus. 


Reversible  cardiac  reactions  in  man 

Acute  reversible  cardiac  abnormalities 
resembling  those  that  have  been  described 
in  animals  undergoing  anphylaxis  have  been 
observed  by  the  author  and  by  others  in  con- 
stitutionally allergic,  that  is,  atopic,  persons 
and  in  so-called  normal  persons  in  whom  the 
heart  acts  as  a major  shock  organ.  These 
untoward  cardiac  responses  may  appear  in 
persons  with  previously  normal  hearts,  as 
well  as  in  those  with  underlying  organic  dis- 
ease, following  the  ingestion,  inhalation,  or 
parenteral  introduction  of  various  antigenic 
and  allergenic  excitants.  In  many  patients 
the  cardiac  involvement  may  be  associated 
with  concurrent  manifestations  in  the  skin 
such  as  urticaria,  angioneurotic  edema,  and 
so  on.  In  others  the  response  is  limited  to 
the  heart  alone.  The  specific  agents  re- 
sponsible for  the  allergic  reaction  in  the  heart 
are  to  be  found  in  foods,  inhalants  such  as 
pollen,  tobacco,  drugs,  and  foreign  sera,  and 
in  physical  factors  such  as  heat  and  cold. 

The  responses  in  the  heart  vary.  They 
may  be  reversible  and  be  characterized  by 
extrasystoles,  tachycardia,  auricular  fibril- 
lation, or  marked  anginal  pain  following  the 
ingestion  of  foods  or  drugs  or  after  smoking. 
They  may  become  irreversible,  following 
the  administration  of  drugs  such  as  penicil- 
lin, sulfa  compounds,  PAS  (para -aminosali- 
cylic acid),  or  the  injection  of  immune  serum, 
which  may  be  retained  in  the  tissues  for 
long  periods  of  time  and  invoke  an  inflam- 
matory reaction.  Auscultation,  except  for 
the  presence  of  arrhythmia,  usually  reveals 
nothing  positive.  However,  the  electro- 
cardiographic findings,  although  not  pathog- 
nomonic, may  manifest  changes  in  the  T 
waves  and  S-T  segments  just  as  in  the  sensi- 
tized rabbit.  The  T waves  may  be  low  or 
inverted,  with  depression  of  the  S-T  segment, 
suggesting  coronary  insufficiency.  From 
time  to  time  auriculo ventricular  or  bundle 
branch  block  may  also  be  noted. 

Following  anaphylactic  shock,  patients 
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may  have  severe  dyspnea,  marked  precordial 
discomfort,  or  actual  and  agonizing  pain 
radiating  down  the  arms  and  persisting  for 
many  hours.  Under  such  circumstances 
there  may  be  a drop  in  arterial  tension,  a 
rapid,  thready  pulse,  leukocytosis,  and 
acceleration  of  the  sedimentation  rate. 
There  also  can  be  a gallop  rhythm  and  ad- 
ventitious sounds  on  auscultation,  suggesting 
dilatation  of  the  mitral  valve. 

The  changes  in  the  electrocardiographic 
findings  simulate  coronary  occlusion,  with 
transient  infarct  patterns  probably  due  to 
ischemia  of  the  myocardium  as  a result  of 
prolonged  vasoconstriction  following  hista- 
mine release.  The  electrocardiographic 
abnormalities  may  consist  of  P-  and 
Q-wave  changes,  lowering  and  inversions  of 
T waves,  and  elevation  and/or  depressions 
of  the  S-T  segments.  These  acute  changes 
are  usually  reversible.  However,  in  older 
persons  with  coronary  sclerosis,  myocardial 
infarction  may  follow  the  administration  of 
immune  serum  (Table  I,  Case  27).  The 
concurrent  presence  of  urticaria  or  angio- 
neurotic edema  in  many  of  the  cases  studied 
suggests  that  similar  reactions  in  the  coro- 
nary vessels  such  as  vascular  urticaria  may 
account  for  the  electrocardiographic  changes. 
Following  the  ingestion  of  drugs,  morbiliform 
or  scarlatiniform  rashes,  as  well  as  purpura, 
occasionally  may  appear.  Hepatitis  or 
agranulocytosis  and  marked  eosinophilia 
have  also  been  observed  in  certain  cases. 

The  following  cases,  some  of  which  are 
summarized  in  Table  I,  illustrate  the  symp- 
toms that  have  been  described: 

Cardiac  reactions  due  to  food  al- 
lergy. Paroxysmal  tachycardia  and  extra- 
systoles. In  2 cases  studied  by  the  author, 
the  paroxysmal  tachycardia  brought  about 
by  food  allergy  was  characterized  by  heart 
rates  from  110  to  210  and  was  associated 
with  numerous  extrasystoles.  The  symp- 
toms in  the  first  patient  were  due  to  allergy 
to  lamb,  cauliflower,  lettuoe,  and  peas;  in 
the  second  (Case  1)  to  chocolate,  shellfish, 
and  wheat.  Elimination  of  these  foods 
resulted  in  complete  disappearance  of  the 
symptoms  in  each  instance.  In  the  5 cases 
of  paroxysmal  tachycardia  described  by 
Weil,12  one  had  hay  fever,  another  asthma, 
a third  urticaria  and  angioneurotic  edema, 
a fourth  migraine,  and  a fifth  icterus.  Simi- 
lar cases  have  been  described  by  Mussio- 
Fournier,13  Luria  and  Wilensky,14  Davison, 


Thoroughman,  and  Bowcock,15  and  Kern.16 
The  latter  reported  the  case  of  a woman  of 
forty  who  had  been  subject  to  tachycardia 
from  the  age  of  five.  In  a later  communi- 
cation, Kern  expressed  the  opinion  that  25 
per  cent  of  tachycardia  cases  were  due  to 
allergy. 

Angina  pectoris,  auricular  fibrillation,  heart 
block,  and  angioneurotic  edema.  A fifty- 
seven-year-old  woman,  a patient  of  the 
author’s,  for  many  years  was  subject  to 
angioneurotic  edema  associated  with  colitis 
(Case  2).  After  the  ingestion  of  shellfish  or 
milk  she  developed  paroxysms  of  auricular 
fibrillation  that  lasted  from  six  to  twenty- 
four  hours  and  were  usually  terminated  by 
catharsis.  As  she  grew  older,  she  be- 
came subject  to  anginal  seizures  associated 
with  extrasystoles  and  alternating  with 
angioedema  whenever  she  ate  shellfish  or 
milk  products.  With  these  attacks,  the 
blood  pressure  rose  to  200/100.  These  an- 
ginal and  hypertensive  crises,  together  with 
the  angioneurotic  edema,  would  recede 
after  colonic  irrigations.  The  patient  ulti- 
mately died  of  a virus  pneumonia  at  the 
age  of  seventy-four. 

Another  patient  of  the  author’s,  a forty- 
eight-year-old  man,  was  first  seen  in  May, 
1963,  because  of  attacks  of  anginal  pain  and 
arrhythmia  for  the  past  eight  years  (Case  3). 
His  occupation  consisted  of  handling  old 
woolen  clothing  stored  in  camphor.  He  had 
stopped  smoking  because  he  found  that 
after  several  cigarets  his  precordial  pain  was 
very  severe  and  was  associated  with  ar- 
rhythmia. His  symptoms  were  especially 
marked  in  the  early  summer.  In  between 
attacks  his  electrocardiogram  was  normal. 
The  last  attack  had  followed  a meal  of  beef 
and  oyster  sauce.  An  electrocardiogram 
taken  during  this  episode  revealed  auricular 
fibrillation,  which  disappeared  after  four 
days.  As  a rule  most  of  his  seizures  lasted 
from  three  to  four  days. 

Skin  tests  revealed  that  the  patient  was 
sensitive  to  various  inhalants  and  foods: 
grasses,  trees,  ragweed,  tobacco,  wool, 
molds,  tomato,  garlic,  cabbage,  green  pep- 
pers, malt,  wheat,  oysters,  shrimp,  salmon, 
and  various  spices.  Each  of  these  foods 
was  found  on  clinical  trial  to  be  responsible 
for  the  occurrence  of  fibrillation.  He  had  one 
attack  after  opening  a bale  of  woolen  cloth- 
ing containing  camphor  and  after  chewing 
mentholated  cough  drops. 
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TABLE  I.  Cardiac  manifestations  due  to  allergy  reported  in  this  study  and  in  the  literature 


Case 

Number  and 
Author  (s) 

Sex 

and 

Age 

Diagnosis 

Allergens 

Cardiac 
Signs  and 
Symptoms 

Associated 

Symptoms 

Treatment 

Result 

1.  Harkavy 

F,  25 

Tachycardia 

Shellfish, 

chocolate, 

wheat 

EKG:  extra- 
systoles, 
paroxysmal 
tachycardia 

Hay  fever, 
asthma 

Elimination  of 
foods 

Reverted  to 
normal 

2.  Harkavy 

F,  57 

Giant  urticaria 

Shellfish,  milk 

EKG:  auricu- 
lar fibrilla- 
tion 

Angio-edema, 

hypertension 

Elimination  of 
foods 

Normal 

3.  Harkavy 

M,  48 

Auricular 

fibrillation 

Shellfish, 

apples, 

tomatoes, 

camphor, 

menthol, 

tobacco, 

pollen 

EKG:  auricu- 
lar fibrilla- 
tion 

Hay  fever 

Elimination  of 
foods,  di- 
phenhydra- 
mine hydro- 
chloride 
(Benadryl) 

Normal 

4.  Werley17 
(62  cases) 

Angina 

pectoris 

Strawberry 
and  other 
foods 

Heart  block 
and  angina 
pectoris 

Migraine,  giant 
urticaria 

Elimination  of 
foods 

Normal 

5.  Lichtwitz18 

M,  55 

Angina 

pectoris 

Beef 

Angina 

pectoris 

Migraine,  giant 
urticaria 

Elimination  of 
foods 

Normal 

6.  Von  Eisels- 
berg19 

M,  27 

Angina 

pectoris 

Tomatoes, 
milk,  eggs 

Angina 

pectoris 

Migraine, 

colitis 

Elimination  of 
foods 

Normal 

7.  Shookhoff 
and  Lieber- 
man20 

M,  63 

Hay  fever  and 
asthma 

Inhalants: 

ragweed 

pollen 

Angina 
pectoris, 
August;  no 
hay  fever  or 
asthma 

Hypertension, 
coronary 
sclerosis; 
blood  pres- 
sure, 200/90 

Ephedrine, 

pollen-free 

chamber 

Controlled 

8.  Harkavy 

M,  56 

Hay  fever 

Grasses  and 
ragweed 

Angina  pec- 
toris; EKG 
changes 
severe  in 
pollen  season 

Coronary 

sclerosis 

Hyposensi- 
tization with 
pollen 

Partial  remis- 
sion after 
pollen 
season 

9.  Harkavy 

M,  39 

Pollinosis: 
grasses  and 
ragweed 

Tobacco 

Angina  pec- 
toris; EKG: 
coronary  in- 
sufficiency 

Polypoid 

chronic 

vasomotor 

rhinitis 

Elimination  of 
tobacco 

Normal 

10.  Harkavy 

M,  24 

Hay  fever 

Tobacco 

EKG:  auricu- 
lar fibrilla- 
tion 

Hay  fever 

Elimination  of 
tobacco 

Normal 

11.  Hubaytar 
and  Simpson21 

M,  55 

Pulmonary 

tuberculosis 

PAS 

EKG:  auricu- 
lar fibrilla- 
tion 

Fever  and  rash 

Elimination  of 
PAS;  given 
cortisone 

Reverted  to 
normal 

12.  Bickel22 

M,  18 

Pulmonary 

tuberculosis 

PAS 

Angina  pec- 
toris, acute 
coronary  in- 
sufficiency, 
congestive 
failure 

Scarlatiniform 
rash,  pur- 
pura; blood 
eosinophils, 
25  per  cent 

Elimination  of 
PAS;  given 
cortisone 

Normal 

13.  Lilienfeld, 
Hochstein, 
and  Weiss23 

F,  24 

Sore  throat 
and  fever 

Sulfonamides 

Acute  myocar- 
ditis, right 
bundle 
branch  block 

Rash,  liver 
damage 

Elimination  of 
drugs 

Normal  in  8 
weeks 

14.  Foster  and 
Layman2* 

F,  65 

Arthritis 

Cincophen 

compound 

EKG:  coronary  Urticaria  and 

occlusion,  rash 

third  degree 
heart  block 

Elimination  of 
drugs 

Normal  in  12 
days 

15.  Odel  and 
Horton25 

M,  38 

Hypertension 

Potassium 

thiocyanate 

Angina 

pectoris 

Rash,  head- 
ache 

Intravenous 

histamine 

Normal 

16.  Odel  and 
Horton25 

M,  48 

Headache 

Potassium 

thiocyanate 

Angina 

pectoris 

Rash,  head- 
ache 

Intravenous 

histamine 

Normal 

17.  Odel  and 
Horton25 

M,  51 

Headache 

Potassium 

thiocyanate 

Angina 

pectoris 

Rash,  head- 
ache 

Intravenous 

histamine 

Normal 

18.  Rosenfeld, 
Silverblatt, 
and  Grishman26 

M,  51 

Duodenal 

ulcer 

Histamine,  0 . 5 
mg.  (Rehfuss’ 
test) 

Angina;  RST 
depressed; 
precordial 
and  standard 
lead  T-wave 
changes 

Anaphylaxis 

Epinephrine, 
diphenhydra- 
mine hydro- 
chloride 

Reverted  to 
normal  in  24 
hours 

19.  Shookhoff 
and  Lieber- 
man27 

F,  38 

Hypertension 
and  arterio- 
sclerosis 

Aspirin 

Angina  pectoris 

Drop  in  blood 
pressure, 
urticaria 

Elimination  of 
aspirin 

Normal 

20.  Shookhoff 
and  Lieber- 
man27 

F,  35 

N ormotension 

Aspirin 

Angina  pectoris 

Drop  in  blood 
pressure, 
urticaria 

Elimination  of 
aspirin 

Normal 

21.  Shookhoff 
and  Lieber- 
man27 

M,  44 

Normotension 
and  head- 
ache 

Aspirin 

Angina  pectoris 

Drop  in  blood 
pressure, 
urticaria 

Elimination  of 
aspirin 

Normal 

(continued) 
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Table  I ( continued ) 


Case 

Sex 

Cardiac 

Number  and 

and 

Signs  and 

Associated 

Author  (s) 

Age 

Diagnosis 

Allergens 

Symptoms 

Symptoms 

Treatment 

Result 

22.  Rosenfeld,  M,  31  1951:  tooth 

Silver  blatt,  extraction; 

and  Grishman26  1952:  pleuro- 

dynia 


23.  Felder  and  M,  53  External  otitis 
Felder28 


24.  Bernreiter32  M,  74  Cataract 


25.  Meyler33 


Angina  pec- 
toris, coro- 
nary in- 
sufficiency 


26.  Lyon34  M,  48  Dog  bite 


27.  Boas35  M,  34  Thrombo- 

angiitis 
obhterans, 
angina 
pectoris 


28.  Harkavy  M,  57  Angina  pec- 

toris, coro- 
nary disease 

29.  Boas35  M,  46  Cut  finger 


Aspirin 

Asthma 

Aspirin 

EKG:  pseudo- 
infarct 
pattern 

Anaphylaxis, 

asthma 

Oxygen, 

nikethamide 
(Coramine) ; 
epinephrine 
subcutane- 
ously, amino- 
phylline  in- 
travenously 

Normal 

Penicillin 

1949:  angina 
pectoris; 
EKG:  myo- 
cardial in- 
volvement; 
1950  to  1955: 
right  bundle 
branch  block 

General  arth- 
ritis, edema 
of  tongue, 
acute 
hepatitis 

Diphenhydra- 
mine hydro- 
chloride 
epinephrine, 
procaine 
hydrochlo- 
ride 

Residual  right 
bundle 
branch  block 

Procaine 

penicillin 

Auricular  fibril- 
lation, intra- 
ventricular 
conduction 
defect,  multi- 
focal ventric- 
ular prema- 
ture contrac- 
tions 

Anaphylaxis, 

urticaria 

Epinephrine, 
hydrocorti- 
sone (Solu- 
Cortef), 
levarterenol 
bitartrate 

Normal 

Iodopyracet 
(Diodrast) 
concentrated, 
procaine, 
sulfamera- 
zine,  PAS, 
gold,  phenyl- 
butazone, 
iodides 

Angina  pec- 
toris, coro- 
nary in- 
sufficiency 

Elimination  of 
drugs 

Normal 

Antirabies 

vaccine 

Angina  pec- 
toris, auric- 
ular and  ven- 
tricular 
extrasystoles 

Vitamin  E, 
Sedrena 

Recovered 

Two  typhoid 
vaccine  in- 
jections at  4- 
year  interval 
for  thrombo- 
angiitis 
obhterans 

Angina  pec- 
toris afrer 
second 
typhoid  vac- 
cination (in- 
travenous) 

Fall  in  blood 
pressure, 
myocardial 
infarction 

Recovered 

Pansinusitis 

Angina  pec- 
toris, EKG 
changes 

Asthma 

Sinus  washings 

EKG  returned 
to  normal 

Tetanus  anti- 
toxin 

Angina  7 days 
after  tetanus 
prophylaxis 

Recurrent 
angina  and 
rash 

Died;  autopsy 
showed  coro- 
nary scle- 
rosis with 
recent  myo- 
cardial in- 
farct 

30.  Harkavy37.38  F,  17  Sinusitis, 

Infection, 

Sinus  tachy- 

Pulmonary Cortisone 

pulmonary 

penicillin, 

cardia;  bun- 

eosinophilia, 

eosinophilia 

chloram- 

dle branch 

congestive 

phenicol 

block,  Wil- 

heart failure. 

(Chloro- 

son type 

transient 

mycetin) 

periarteritis 

nodosa 

Improved 


31.  Harkavy37.38  F,  61  Pulmonary  Sulfathiazole 
eosinophilia, 
asthma 


Heart  findings  Colitis 
essentially 
negative 


( Continued ) 


Symptomatic  Died;  autopsy 
showed 
eosinophilia, 
pericarditis, 
and  myo- 
carditis 
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Table  I ( continued ) 


Case 

Number  and 
Author  (s) 

Sex 

and 

Age 

Diagnosis 

Allergens 

Cardiac 
Signs  and 
Symptoms 

Associated 

Symptoms 

Treatment 

Result 

32.  Harkavy37>38 

F,  60 

Allergic, 

rhinitis, 

polypoid 

sinusitis 

Penicillin 

Sinus  tachy- 
cardia; low- 
voltage  QRS, 
with  low  T 
waves  in  all 
leads 

Necrotizing 

purpura 

ACTH  and 
cortisone 

Died;  exitus 
autopsy: 
myocardial 
fibrosis, 
necrotizing 
arteritis, 
necrotizing 
purpura, 
and  granu- 
lomatous 
arteritis 

Elimination  of  the  offending  foods  pre- 
vented the  outbreaks  of  fibrillation.  It  was 
found  that  the  attacks  were  controlled  by 
the  use  of  antihistaminics  such  as  diphen- 
hydramine hydrochloride  or  tripelennamine 
(Pyribenzamine)  hydrochloride.  With  the 
elimination  of  the  cardiac  seizures,  which  in 
the  past  had  been  worse  during  the  grass 
pollen  season,  for  the  first  time  the  patient 
developed  severe  hay  fever  that  could  be 
controlled  only  with  steroids.  In  other 
words,  there  was  a shift  of  the  shock  organ 
from  the  heart  to  the  respiratory  system, 
which  had  not  been  previously  affected. 

There  was  not  enough  time  for  him  to  be 
immunized  to  the  grasses.  However,  he 
was  hyposensitized  for  ragweed  and  had  a 
relatively  good  season,  except  for  two  days 
in  October,  1963,  when  he  was  exposed  to  a 
large  quantity  of  wool  dust.  His  nose 
became  clogged,  and  he  had  some  precordial 
pain  and  arrhythmia.  These  symptoms 
were  readily  controlled  with  diphenhydra- 
mine hydrochloride.  Treatment  consisted 
of  desensitization  with  dust,  molds,  and 
wool.  As  of  the  present  time  the  patient 
has  had  no  attacks  since  June,  1963. 

Angina  pectoris  induced  by  various  foods 
was  also  described  by  Werley17  (the  62  pa- 
tients in  Case  4).  In  some  persons  this 
condition  occurred  in  conjunction  with  other 
allergic  symptoms  such  as  migraine,  urti- 
caria, and  angioneurotic  edema.  The  at- 
tacks in  Werley’s  patients  were  accompanied 
by  electrocardiographic  alterations  in  Ti, 
T‘2,  and  T3.  One  of  the  patients  sustained  a 
heart  block  after  eating  strawberries.  Licht- 
witz18  recorded  the  case  of  a patient  whose 
anginal  seizures  followed  the  ingestion  of 
beef  (Case  5).  The  anginal  attacks  in  2 pa- 
tients studied  by  Von  Eiselsberg19  followed 
the  ingestion  of  carrots,  tomatoes,  milk, 


cheese,  eggs,  and  tea  (Case  6).  Elimination 
of  the  offending  foods  resulted  in  complete 
relief. 

Angina  pectoris  due  to  inhalants. 
Paroxysmal  attacks  of  angina  pectoris  in  a 
sixty-three-year-old  man  with  essential 
hypertension,  generalized  arteriosclerosis, 
and  coronary  sclerosis  were  observed  by 
Shookhoff  and  Lieberman20  during  the 
ragweed  season  of  1933  (Case  7).  These 
attacks  were  attributed  to  ragweed  hyper- 
sensitiveness. They  did  not  respond  to 
orthodox  treatment  but  were  partially 
ameliorated  by  ephedrine  and  completely 
controlled  by  isolating  the  patient  in  a pollen- 
free  chamber.  His  hay  fever  and  asthma, 
usually  present  at  this  time,  were  absent, 
having  been  replaced  by  the  cardiac  symp- 
toms. An  abnormal  electrocardiogram 
taken  in  June,  1932,  when  he  had  a coronary 
occlusion,  showed  no  new  changes  during 
the  anginal  attacks  in  1933. 

The  antithesis  of  this  case  is  one  observed 
by  the  author.  It  concerned  a fifty-six-year 
old  hypertensive  patient  with  coronary 
sclerosis  who  suffered  with  hay  fever  and 
occasional  asthmatic  attacks  as  a result  of 
allergy  to  timothy  and  ragweed  (Case  8). 
Following  the  tenth  injection  of  timothy 
pollen,  this  patient  developed  generalized 
urticaria  and  severe  precordial  pain,  with 
electrocardiographic  evidence  of  my  cocar- 
dial  involvement,  characterized  by  marked 
inversions  of  Ti  and  T4,  which  were  cove- 
planed.  He  was  admitted  to  The  Mount 
Sinai  Hospital,  where  he  made  a gradual 
recovery  and  then  entered  the  hospital’s 
allergy  clinic,  where  immunization  for  grass 
pollen  and  ragweed  pollen  was  instituted. 

During  the  pollen  season  of  1941  through 
1943,  immunization  controlled  the  patient’s 
hay  fever,  but  the  anginal  pains  returned 
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after  the  effort  of  walking  three  to  four 
blocks.  Interestingly  enough,  he  had  no 
difficulty  in  walking  during  the  fall  and 
winter,  when  the  atmosphere  was  free  of 
pollen.  The  preseasonal  treatment  was 
changed  to  perennial  treatment,  and  as  a 
result  the  anginal  seizures  markedly  dimin- 
ished, so  that  in  1945  he  only  suffered  one 
attack  during  the  ragweed  season.  Al- 
though the  electrocardiogram  displayed 
marked  alterations  of  the  S-T  segments  dur- 
ing the  period  of  pollination,  these  partly  re- 
verted to  normal  at  the  end  of  the  pollen 
season.  After  five  years  of  pollen  immuniza- 
tion, the  patient’s  cardiac  symptoms  were 
controlled,  although  the  electrocardiogram 
showed  evidence  of  an  old  lesion.  He  died 
of  a virus  pneumonia. 

Two  patients,  studied  by  the  author,  were 
heavy  smokers  and  had  grass  and  ragweed 
hay  fever.  One  of  these  patients  (Case  9) 
also  had  perennial  allergic  rhinitis  with 
marked  polyposis.  He  smoked  two  and 
one-half  packages  of  cigarets  per  day.  In 
June,  1957,  at  age  thirty-nine,  he  experienced 
severe  precordial  pain  that  radiated  down 
both  arms.  This  had  been  preceded  for 
one  week  by  daily  substernal  pain  after 
smoking.  An  electrocardiogram  taken  on 
June  3,  1957,  showed  findings  within  normal 
limits.  This  was  repeated  several  times, 
and  on  June  11,  1957,  the  electrocardiogram 
revealed  a P-R  interval  of  eighteen  seconds, 
a QRS  of  0.4  seconds,  a normal  S-T  segment, 
and  T waves  diphasic  in  leads  V2  and  V3, 
indicating  coronary  insufficiency.  Thirteen 
days  later  the  electrocardiogram  returned 
to  normal  and  has  remained  so,  since  he  has 
stopped  smoking.  Skin  tests  for  reaction 
to  tobacco  showed  a 4 plus  immediate  re- 
action, followed  by  a delayed  response 
characterized  by  marked  edema  of  the  entire 
forearm  and  lasting  ten  days. 

The  second  patient  (Case  10)  was  a young 
physician  who  was  subject  to  hay  fever. 
One  day,  after  his  first  cigaret,  he  experienced 
precordial  pain  and  a totally  irregular  pulse. 
The  electrocardiogram  disclosed  auricular 
fibrillation.  He  stopped  smoking,  and  the 
arrhythmia  disappeared  in  twenty-four 
hours.  Skin  test  reactions  to  tobacco  were 
markedly  positive. 

Cardiac  reactions  due  to  drugs.  PAS. 
A fifty-five-year-old  man,  studied  by  Hubay- 
tar  and  Simpson,21  had  far-advanced,  ac- 
tive pulmonary  tuberculosis,  previously  un- 


treated (Case  11).  He  was  started  on 
isoniazid,  streptomycin,  and  PAS  on  May 
30,  1960.  After  twenty-seven  days  of 

treatment  he  developed  fever  (103  F.)  and 
skin  rash.  The  three  drugs  were  discon- 
tinued, with  rapid  reduction  of  temperature 
to  normal.  Transaminase  values  were  not 
obtained.  Testing  with  the  three  drugs  pro- 
duced a response  to  PAS  only,  with  fever 
(104  F.)  and  increase  in  transaminase 
activity:  SGOT  (serum  glutamic  oxaloacetic 
transaminase)  was  78,  and  SGPT  (serum 
glutamic  pyruvic  transaminase)  was  26. 
“Desensitization”  with  PAS  was  started 
August  8,  1961,  with  simultaneous  adminis- 
tration of  cortisone  acetate.  On  the  fourth 
day,  one  hour  after  the  morning  dose  of 
4 Gm.  of  PAS,  he  was  noted  to  have  an 
irregular  pulse,  and  an  electrocardiogram 
demonstrated  atrial  fibrillation,  interrupted 
occasionally  by  short  periods  of  supraven- 
tricular tachycardia.  The  temperature  was 
103.6  F.  Within  twenty-four  hours,  regular 
sinus  rhythm  had  returned  spontaneously. 
The  SGOT  and  SGPT  remained  normal. 

The  attempt  to  reinstate  PAS  was  aban- 
doned, and  treatment  was  continued,  using 
other  drugs,  with  good  effect.  On  March  1, 
1961,  a right  upper  lobectomy  was  performed 
without  incident.  On  August  15,  1961,  he 
was  given  1 Gm.  of  PAS  (several  electro- 
cardiograms over  the  preceding  year  had 
been  normal),  and  ten  minutes  later  the 
electrocardiogram  demonstrated  atrial  fi- 
brillation, which  disappeared  spontaneously 
after  seventeen  hours.  The  temperature 
rose  to  99  F.;  the  SGOT  and  SGPT  were 
normal.  One  hour  after  the  start  of  the 
arrhythmia  the  serum  potassium  was  6.1, 
but  the  specimen  had  hemolyzed. 

Paroxysmal  attacks  of  angina  pectoris  as- 
sociated with  electrocardiographic  abnormal- 
ities due  to  hypersensitiveness  to  different 
drugs  have  been  reported  by  various  investi- 
gators. Bickel22  described  a case  of  a 
patient  eighteen  years  of  age  who  entered  the 
Therapy  Clinic  in  Geneva,  Switzerland,  on 
December  11,  1952,  because  of  miliary 
tuberculosis  (Case  12).  At  that  time  the 
patient’s  heart  showed  no  abnormalities  as 
confirmed  by  x-ray  and  electrocardiographic 
studies.  He  was  treated  daily  with  1 Gm.  of 
streptomycin,  300  Gm.  of  isoniazid  and  12 
Gm.  of  PAS.  The  temperature  dropped, 
and  the  patient  improved. 

Three  weeks  after  the  start  of  the  treat- 
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ment  there  was  a recurrence  of  fever  to- 
gether with  the  appearance  of  a scarlati- 
niform  rash  with  marked  itching.  Strepto- 
mycin was  eliminated  without  any  effect. 
The  fever  continued.  Examination  of  the 
heart  revealed  a tachycardia  out  of  propor- 
tion to  the  temperature  level,  and  the  electro- 
cardiogram, which  was  previously  normal, 
showed  lowering  and  diphasic  T waves 
throughout  the  precordial  leads.  The  blood 
count  showed  a leukocytosis  of  97,000  per 
millimeter,  with  25  per  cent  eosinophils. 
Isoniazid  and  PAS  were  discontinued.  The 
patient  improved  somewhat,  but  a purpuric 
rash  remained.  The  cardiac  symptoms 
became  worse.  There  was  a systolic  mur- 
mur accompanied  by  a presystolic  gallop 
rhythm.  The  blood  pressure  fell  from  a 
previous  level  of  125/75  to  90/60  mm.  Hg. 
There  was  dyspnea,  cyanosis,  and  edema 
of  the  extremities.  The  precordial  leads 
showed  S-T  depressions. 

Treatment  with  cortisone  resulted  in  the 
disappearance  of  all  the  major  allergic  mani- 
festations as  far  as  the  skin,  blood,  and 
heart  were  concerned.  However,  some  of  the 
cutaneous  eruptions  continued,  and  some 
cardiac  dilatation  and  gallop  rhythm  re- 
mained. Because  the  skin  tests  with  PAS 
showed  negative  results,  the  drug  was 
administered  again.  This  time,  a dose  of 
2.5  mg.  immediately  caused  an  exacerba- 
tion of  fever  to  38.5  C.,  accompanied  by  a 
maculopapular  eruption  and  generalized 
lymph  node  enlargement,  necessitating  dis- 
continuance of  the  drug.  Resumption  of 
treatment  with  streptomycin  caused  no 
reaction  whatever,  indicating  that  PAS  was 
the  offending  drug.  The  patient’s  tubercu- 
losis was  treated  successfully  with  strepto- 
mycin, and  the  cardiac  abnormalities  dis- 
appeared completely. 

Sulfonamides.  Allergy  to  sulfonamides 
resulting  in  acute  myocarditis  and  right 
bundle  branch  block  in  a twenty-four-year- 
old  woman  has  been  described  by  Lilienfeld, 
Hochstein,  and  Weiss23  (Case  13).  The 
patient’s  condition  returned  to  normal  eight 
weeks  after  withdrawal  of  the  drug. 

Cincophen  preparation.  In  a patient  to 
whom  a combination  of  1 mg.  sodium  cinco- 
phenate,  1 Gm.  sodium  salicylate,  and  0.5 
Gm.  sodium  iodide  in  21  cc.  was  given  intra- 
venously for  arthritis,  Foster  and  Layman24 
have  reported  the  occurrence  of  generalized 
urticaria  and  rash  associated  with  electro- 


cardiographic abnormalities  (Case  14).  The 
latter  were  characterized  by  QRS  intervals 
measuring  0.12  seconds,  with  pronounced 
deformity;  monophasic  T waves  in  lead  II 
which  were  inverted  in  leads  II  and  III; 
elevation  of  S-T  segments;  and  the  presence 
of  Q waves  in  leads  II  to  III.  The  tentative 
diagnosis  was  coronary  occlusion.  However, 
in  view  of  the  fact  that  the  electrocardio- 
gram in  this  case  returned  to  normal  in 
twelve  days,  eight  days  after  the  clearing  of 
the  rash  and  urticaria,  it  was  argued  that  the 
myocardial  reaction  was  probably  part  of 
the  generalized  urticarial  response  and  not 
due  to  myocardial  infarction.  The  possi- 
bility that  cincophen  had  a direct  toxic  effect 
rather  than  an  allergic  effect  on  the  myo- 
cardium was  also  dismissed,  since  recovery 
from  toxic  myocarditis  is  usually  prolonged. 

Potassium  thiocyanate.  Sensitization  to 
potassium  thiocyanate  in  the  treatment  of 
hypertension  has  been  reported  by  Odel  and 
Horton25  as  being  responsible  for  anginal 
seizures  in  3 patients  (Cases  15,  16,  and  17), 
who  also  suffered  with  headaches.  In  1, 
a rash  appeared  when  the  concentration  of 
the  drug  reached  1 to  2 mg.  per  100  cc. 
Intravenous  administration  of  histamine 
diphosphate  (2.75  mg.  of  histamine  in  250 
cc.  of  0.9  per  cent  physiologic  sodium  chlo- 
ride) promptly  controlled  the  anginal  pain  as 
well  as  the  rash. 

Histamine.  In  contrast  to  the  cases 
studied  by  Odel  and  Horton  is  the  interest- 
ing one  described  by  Rosenfeld,  Silver blatt, 
and  Grishman26  in  which  shock  followed 
administration  of  histamine  (Case  18). 
The  patient  was  a fifty-one-year-old-white 
man  admitted  to  The  Mount  Sinai  Hospital 
in  1955  for  elective  gastrectomy  because  of 
duodenal  ulcer.  Before  the  age  of  seven- 
teen he  had  had  a history  of  asthma  which 
had  completely  subsided  since  that  time. 

As  a part  of  the  preoperative  procedure 
a Rehfuss’  test  with  histamine  was  performed. 
The  patient  was  injected  with  0.5  mg.  of 
histamine  phosphate.  Within  four  or  five 
seconds  he  went  into  shock.  His  breathing 
became  stentorian,  and  the  radial  pulse  was 
unobtainable.  He  received  1 cc.  of  1:1,000 
epinephrine  subcutaneously  and  50  mg.  of 
diphenhydramine  hydrochloride  intrave- 
nously. Five  minutes  later  he  began  to 
recover.  The  arterial  pressure  rose  to  90  40 
mm.  Hg,  and  the  pulse  became  palpable. 
During  the  following  ten  minutes  he  corn- 
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plained  of  severe  precordial  pain,  typically 
anginal  in  nature,  “as  if  someone  were  tight- 
ening a chain  around  my  chest.”  The  sense 
of  constriction  persisted  for  fifteen  minutes, 
during  which  time  an  electrocardiogram 
was  made.  This  disclosed  RS-T  segment 
depression  in  the  standard  and  precordial 
leads  and  significant  generalized  T-wave 
changes.  The  next  day  the  electrocardio- 
gram returned  to  normal.  Two  days  later 
a subtotal  gastrectomy  was  performed,  fol- 
lowed by  an  uneventful  recovery. 

Acetylsalicylic  acid.  Angina  pectoris  as- 
sociated with  a fall  in  blood  pressure  and 
electrocardiographic  abnormalities  due  to 
sensitivity  to  acetylsalicylic  acid  in  3 patients 
have  been  described  by  Shookhoff  and 
Lieberman27  (Cases  19,  20,  and  21);  2 ot 
these  patients  also  had  recurrent  attacks  of 
urticaria. 

Rosenfeld,  Silver blatt,  and  Grishman26  re- 
ported the  case  of  a young  male  patient, 
aged  thirty-one,  who  developed  a severe 
asthmatic  attack  after  ingesting  aspirin 
following  a tooth  extraction  (Case  22).  He 
avoided  taking  the  drug  until  sometime 
later,  when,  because  of  pleuritic  pain,  he  was 
again  given  two  aspirin  tablets  in  the  out- 
patient department  of  the  hospital.  Twenty 
minutes  later  he  went  into  a state  of  shock 
and  was  treated  with  oxygen,  nikethamide, 
0.5  Gm.  of  aminophylline  intravenously,  and 
0.3  cc.  of  1:1,000  of  epinephrine  sub- 
cutaneously. His  condition  improved  within 
a few  minutes. 

Physical  examination  disclosed  wheezing 
respiration.  The  heart  sounds  were  barely 
audible.  A chest  film  revealed  an  area  of 
diffuse  infiltration  near  the  cardiac  apex  in 
the  left  lower  lobe.  An  electrocardiogram 
shortly  after  the  initial  response  to  therapy 
revealed  abnormally  tall  P waves  in  leads 
II  and  III  and  a Vf  and  a deep,  wide,  notched 
Q wave  in  V3.  He  was  treated  with  ACTH, 
which  was  gradually  reduced  and  finally  dis- 
continued. He  remained  in  the  hospital  for 
seven  weeks. 

A follow-up  electrocardiogram  showed  a 
disappearance  of  the  Q wave  previously 
noted  in  V2  and  a diminution  of  the  P waves. 
The  deep  Q waves  in  lead  V3  followed  by  a 
significant  Q in  V4  suggested  a localized  in- 
farction. However,  this  was  ruled  out  by 
the  rapid  disappearance  of  the  Q wave. 
The  investigators  felt  that  the  localized 


“pseudo-infarct”  pattern  reflected  the  ro- 
tation of  the  cardiac  vector  loop  posteriorly 
and  to  the  left  as  a consequence  of  changing 
dynamics  within  the  chest  cavity. 

Whereas  in  Case  18,  also  reported  by 
Rosenfeld,  Silver  blatt,  and  Grishman,26  the 
entire  clinical  reaction  was  due  to  the  in- 
jected histamine,  in  this  aspirin-sensitive 
patient  the  symptoms  may  be  regarded  as 
sequential  to  the  release  of  endogenous  his- 
tamine as  a result  of  antigen-antibody  re- 
action. These  cases  show  that  electrocardio- 
graphic changes  during  anaphylactic  shock 
characterized  by  signs  of  coronary  insuffi- 
ciency or  pseudo-infarct  patterns  may  be 
due  to  involvement  of  the  myocardium,  the 
coronary  arteries,  and  the  peripheral  vascu- 
lar system,  complicated  by  a broncho- 
pulmonary mechanism. 

Penicillin.  Penicillin  hypersensitiveness 
resulting  in  angina  pectoris  with  electro- 
cardiographic changes  has  been  reported  by 
Felder  and  Felder,28  Binder  etal .,29  Breners,30 
Siegal,31  Bernreiter,32  and  others.  The  pa- 
tient observed  by  Siegal31  manifested  an 
anaphylactic  reaction  following  adminis- 
tration of  penicillin  associated  with  electro- 
cardiographic changes  consisting  of  lower- 
ing and  notching  of  T waves  in  all  leads. 
With  recovery,  all  deviations  returned  to 
normal  within  twenty-four  hours. 

In  the  case  described  by  Felder  and 
Felder28  the  patient  developed  generalized 
urticaria  and  edema  of  the  tongue  following 
the  injection  of  penicillin,  together  with 
abnormal  electrocardiographic  changes  and 
acute  hepatitis  (Case  23).  The  electro- 
cardiographic aberrations  were  characterized 
by  slurring  of  the  QRS  complexes  in  leads  I, 
II,  and  III;  the  T wave  was  low  in  lead  I 
and  inverted  in  leads  II  and  III;  and  the 
CF  lead  had  an  upright  T wave.  These 
changes  were  attributed  to  edema  of  the 
myocardium  or  anoxemia  due  to  diminished 
coronary  flow.  The  electrocardiogram  re- 
turned to  normal  within  one  week  with  the 
general  improvement  of  the  patient. 

The  reaction  in  the  liver,  indicated  by  4 
plus  cephalin  flocculation  and  thymol  tur- 
bidity, as  well  as  by  increased  alkaline 
phosphatase  (13.2  Bodansy  units)  considered 
to  be  due  to  hepatocellular  edema,  termi- 
nated within  two  weeks.  A follow-up 
indicated  that  the  patient  had  developed  a 
right  bundle  branch  block,  which  was  indi- 
cated in  the  electrocardiograms  taken  in 
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1950,  1952,  and  1955.  At  the  present  time, 
the  patient  is  asymptomatic  and  carries  on  a 
normal  life. 

Bernreiter’s32  patient,  a seventy-four-year- 
old  man  with  coronary  sclerosis,  after  re- 
ceiving penicillin  developed  anaphylactic 
shock,  urticaria,  atrial  fibrillation,  multi- 
focal ventricular  premature  contractions, 
and  an  intraventricular  conduction  defect 
indicative  of  myocardial  damage  (Case  24). 
Intravenous  administration  of  epinephrine, 
levarterenol  bitartrate,  and  hydrocortisone 
brought  about  a restoration  of  the  cardiac 
condition  to  a normal  state  in  twelve  days. 

Other  cases  of  electrocardiographic 
changes  characterized  by  S-T  depressions 
and  low  diphasic  T waves  accompanied  by 
palpitation  and  tightness  in  the  chest  have 
been  reported  by  Meyler33  following  injec- 
tion of  iodopyracet  concentrated  and  pro- 
caine, as  well  as  after  injections  of  sulfamer- 
azine,  PAS,  gold,  phenylbutazone,  and 
iodides  (patients  in  Case  25).  In  all  these 
patients  the  electrocardiogram  reverted  to 
normal  about  ten  days  following  the  discon- 
tinuance of  the  specific  drug. 

Immune  serum , antibiotics , and  typhoid 
vaccine.  Allergic  myocarditis  in  a forty- 
eight-year-old  man  who  had  been  bitten  by 
a dog  and  received  a course  of  14  antirabies 
vaccine  injections  has  been  described  by 
Lyon34  (Case  26).  Several  weeks  after  the 
termination  of  treatment,  the  patient  ex- 
perienced palpitation  and  dyspnea.  The 
electrocardiogram  showed  that  both  the 
atrioventricular  and  intraventricular  con- 
duction time  were  at  the  upper  limit  of 
normal  or  had  slightly  surpassed  this  limit  to 
become  normal  in  the  course  of  time.  There 
were  also  auricular  and  ventricular  extra- 
systoles. T-wave  changes  were  observed 
in  CF2,  a high  T in  the  first  and  flatly  nega- 
tive in  the  second  record  which  was  again 
normal  in  the  fifth  record. 

Boas35  reported  the  case  of  a thirty-four- 
year-old  man  (Case  27)  with  typical  throm- 
boangiitis obliterans  of  the  right  foot  who 
was  successfully  treated  with  intravenous 
injections  of  typhoid  vaccine  for  the  control 
of  his  symptoms.  The  patient  discontinued 
smoking  for  four  years,  during  which  period 
he  felt  perfectly  well.  He  resumed  smoking 
and  as  a result  developed  pain  in  the  pre- 
cordium  as  well  as  signs  of  thromboangiitis 
in  the  left  foot.  He  was  again  given 
typhoid  vaccine  intravenously  because  of 


the  previous  favorable  results.  Following 
the  injection,  he  developed  a chill,  fever,  and 
severe  anginal  paroxysm.  His  blood  pres- 
sure fell  to  96/48  mm.  Hg,  and  his  pulse  rate 
rose  to  100.  A diagnosis  of  myocardial  in- 
farction was  made.  After  several  weeks  of 
hospitalization  he  made  a complete  recovery 
and  has  remained  well. 

Angina  pectoris  associated  with  focal 
infection.  A patient  of  the  author’s,  a 
fifty-seven-year-old  man,  was  admitted  to 
The  Mount  Sinai  Hospital  on  February  3, 
1946,  with  a history  of  asthma  of  ten  years 
duration  (Case  28).  Several  days  prior  to 
admission  he  experienced  severe  substernal 
pain  radiating  to  the  left  shoulder  and  down 
the  left  arm.  The  asthma  was  not  very 
severe  and  was  readily  controlled  with 
aminophylline.  The  patient  had  been  tested 
previously  and  found  sensitive  to  various 
inhalants,  dust,  and  foods.  Despite  these 
findings,  it  was  suspected  that  there  was 
also  an  infectious  element  in  his  current 
symptoms. 

X-ray  examination  of  the  sinuses  revealed 
pansinusitis.  To  elucidate  the  cause  of  his 
anginal  pains,  an  electrocardiographic  record 
was  made  on  February  21, 1946,  and  revealed 
S-T  segment  depression  in  three  standard 
leads,  with  deeply  inverted  T2.  It  was 
decided  to  irrigate  the  antral  sinuses  for 
diagnostic  as  well  as  for  therapeutic  pur- 
poses. This  was  done  on  February  24. 
Both  antra  were  found  to  be  full  of  pus. 
Two  days  following  irrigation  another  elec- 
trocardiogram was  made,  and  it  showed  a 
return  of  lead  I to  the  normal  state,  T2 
becoming  upright,  T3  less  inverted,  and  S-T 
depression  less  striking.  On  April  23,  1946, 
the  electrocardiographic  record  was  com- 
pletely normal. 

It  was  thought  that  the  electrocardio- 
graphic abnormalities  were  indicative  of 
acute,  transient  coronary  insufficiency  as- 
sociated with  the  focus  of  infection  in  the 
sinuses.  The  rapid  return  of  the  electro- 
cardiogram to  normal  following  the  evacua- 
tion of  pus  from  the  antra  suggested  a possi- 
ble relationship  between  the  two.  The 
cardiac  reactions  may  have  been  in  the 
nature  of  an  allergic  myocardial  response  to 
infection. 

Angina  pectoris  and  cardiac  arrhy- 
thmias due  to  physical  agents.  Angina 
pectoris,  tachycardia,  and  premature  beats 
due  to  cold  and  heat  hypersensitiveness  in 
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patients  normally  free  of  any  cardiac  dis- 
ease was  first  described  by  Duke  in  1932. 36 
The  cardiac  manifestations  could  be  re- 
produced by  application  of  heat,  cold,  or  by 
effort.  They  were  relieved  by  treatment 
with  the  agents  responsible  for  the  symp- 
toms. Concurrent  sensitivity  to  pollen  was 
present  in  some  of  these  patients. 

Irreversible  cardiac  reactions  in  man 

Irreversible  reactions  due  to  hypersensi- 
tivity to  drugs,  tobacco,  foreign  sera,  and 
infection  may  follow  as  a result  of  persistence 
of  the  antigenic  excitants  in  the  tissues, 
either  from  failure  to  recognize  or  to  elimi- 
nate them.  They  may  occur  in  patients 
with  erstwhile  normal  cardiovascular  tis- 
sues or  in  those  which  are  the  seats  of  de- 
generative disease.  The  cases  that  follow 
illustrate  these  points: 

Boas35  described  the  case  of  a male  pa- 
tient, age  forty-six,  who  developed  a rash, 
precordial  pain,  and  syncope  seven  days 
after  the  administration  of  tetanus  anti- 
toxin because  of  a cut  finger  (Case  29).  A 
week  later  he  sustained  another  attack  of 
precordial  pain  and  died.  An  autopsy 
showed  coronary  sclerosis  with  recent  myo- 
cardial infarction. 

A patient  of  the  author’s,  a seventeen- 
year-old  girl,  was  admitted  to  the  Brooklyn 
Thoracic  Hospital  in  December,  1948,  be- 
cause of  vasomotor  rhinitis,  cough,  fever, 
and  night  sweats  (Case  30).37.38  Exami- 
nation of  the  lungs  disclosed  diffuse  pul- 
monary infiltrations.  These  were  migra- 
tory and  fluctuated  from  interstitial  in- 
filtrations to  massive  involvement  in  one 
lobe  or  another.  The  heart  at  this  time  was 
normal  except  for  sinus  tachycardia.  The 
white  blood  count  varied  from  12,000  to 
29,000,  with  20  to  29  per  cent  eosinophils. 
She  was  treated  with  penicillin,  to  which 
she  was  found  to  be  sensitive,  and  with 
chlortetracycline  hydrochloride  (Aureomy- 
cin),  streptomycin,  and  chloramphenicol, 
which  induced  purpuric  spots  under  the 
nailbeds.  None  of  these  antibiotics  was  of 
any  value.  Her  condition  deteriorated,  and 
she  developed  an  anemia  that  necessitated 
transfusion.  The  tachycardia  became  more 
severe  and  led  to  cardiac  enlargement  and 
insufficiency,  terminating  in  congestive  fail- 
ure. The  electrocardiogram  showed  a 
slurred,  notched,  and  widened  QRS  measur- 


ing 0.12  seconds,  right  axis  deviation,  and 
RS-T  depression  in  leads  II,  III,  and  IV, 
with  inverted  T2  and  T3.  An  x-ray  film  of 
the  lungs  still  showed  recurrent  migratory 
infiltration. 

She  developed  peripheral  neuritis  of  the 
left  leg  and  albuminaria,  which  was  sugges- 
tive of  periarteritis  nodosa.  She  was  given 
cortisone,  and  all  her  symptoms  improved 
except  for  the  cardiac  condition.  The  pe- 
ripheral neuritis,  pulmonary  lesions,  and 
albuminuria  disappeared.  The  electrocardi- 
ogram, however,  revealed  right  bundle 
branch  block  (Wilson  type),  with  a QRS 
measuring  0.12  seconds  and  right  axis  devi- 
ation which  has  remained  to  the  present 
time. 

Another  patient  of  the  author’s,  a woman 
sixty-one  years  of  age,  was  admitted  to  The 
Mount  Sinai  Hospital  with  a history  of 
eczema  and  asthma  since  the  age  of  five 
(Case  31).37-38  As  she  grew  older  she  also 
developed  a chronic  sinus  condition  with 
polyposis.  In  1941  she  had  pneumonia, 
which  was  treated  with  sulfathiazole.  In 
1942  there  was  a recurrence  of  the  sinusitis 
followed  by  fever,  asthma,  and  migratory 
pulmonary  infiltrations,  with  diarrhea  and 
blood  eosinophilia  varying  between  26  to 
49  per  cent.  The  electrocardiographic  find- 
ings were  essentially  negative,  and  an  x-ray 
study  failed  to  disclose  any  cardiac  involve- 
ment. A muscle  biopsy  revealed  “eosino- 
philic myositis.”  She  improved  under 
symptomatic  therapy  until  1943,  when  she 
had  an  exacerbation  of  the  sinusitis  and 
asthma,  which  terminated  in  status  asthma- 
ticus.  Under  symptomatic  treatment  the 
latter  gradually  subsided,  but  nevertheless 
the  patient  went  into  coma  and  died. 
Autopsy  disclosed  scattered  areas  of  pneu- 
monitis in  the  lung.  The  heart  showed 
epicarditis  and  pericarditis,  as  well  as 
eosinophilic  myocarditis. 

A fifty-year-old  woman,  seen  by  the 
author,  was  admitted  to  the  hospital  because 
of  fever,  weakness,  and  purpuric  rash  (Case 
32). 37, 38  Her  past  history  disclosed  that 
she  had  been  subject  to  arthralgias,  poly- 
poid sinusitis,  and  cough.  She  was  sensi- 
tive to  ragweed  pollen  and  various  foods. 
Because  of  the  nasal  obstruction,  polypec- 
tomies were  performed  at  various  intervals. 
Prior  to  a third  polypectomy,  she  was  treated 
with  penicillin  prophylactically  and  post- 
operatively,  together  with  chlortetracycline 
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hydrochloride.  Two  weeks  later  she  de- 
veloped fever  (101  to  102  F.),  purpura, 
wheezing  respiration,  and  tachycardia.  The 
penicillin  was  stopped  and  the  purpura  re- 
ceded. However,  in  view  of  the  fever  and 
respiratory  symptoms,  she  was  again  given 
penicillin.  This  was  followed  by  an  ex- 
tensive hemorrhagic  and  purpuric  rash, 
which  additional  treatment  with  chlor- 
amphenicol, potassium  iodide,  and  barbitu- 
rates aggravated. 

The  patient’s  condition  grew  steadily 
worse.  The  hemorrhagic  necrotic  areas  be- 
came confluent  serpiginous  ulcers,  which  re- 
vealed muscle  and  fascia  in  the  depth  of  the 
wound.  The  electrocardiogram  showed  si- 
nus tachycardia  and  low  voltage  of  the  QRS 
complexes,  with  low  T waves  in  all  leads. 
Chest  films  revealed  diffuse  pulmonary  in- 
filtration and  bilateral  effusions. 

In  view  of  the  lung  lesions  she  was  given 
penicillin  once  again.  This  was  promptly 
discontinued  because  of  pruritus  and  edema 
of  the  left  eyelid.  She  was  then  started  on 
large  doses  of  cortisone  and  ACTH,  which 
were  continued  for  one  month.  The  pul- 
monary and  skin  lesions  showed  signs  of 
healing,  but  the  patient  became  disoriented 
and  irritable  and  developed  hirsutism  and 
diabetes.  ACTH  was  therefore  gradually 
reduced.  Thereupon,  the  temperature  rose 
to  105  F.  She  became  progressively  worse, 
developed  jaundice,  lapsed  into  coma,  and 
died. 

Autopsy  revealed  allergic  granulomatosis 
of  the  aorta,  generalized  necrotizing  arteritis, 
focal  fibrosis,  diffuse  myocardial  fibrosis, 
acute  hepatic  necrosis,  ulceration  of  the 
gastrointestinal  tract,  and  acute  passive 
bleeding.  A culture  of  blood  from  the 
ventricle  showed  no  bacterial  organisms. 

Management  of  allergic 
cardiac  symptoms 

Management  of  patients  with  acute  car- 
diac symptoms  due  to  hypersensitiveness 
consists  in  the  prompt  exclusion  of  the 
offending  allergens— foods  or  drugs,  as  pre- 
determined by  history,  skin  tests,  and  elimi- 
nation diets.  Symptomatically,  cardiac  ar- 
rhythmias should  be  treated  with  anti- 
histaminics  such  as  diphenhydramine  hydro- 
chloride either  alone  or  in  conjunction  with 
triprolidine  and  pseudoephedrine  hydro- 
chloride (Actifed).  Other  orthodox  thera- 


peutic preparations,  including  quinidine, 
digitalis,  and  so  on,  may  be  employed  if  the 
patient  does  not  respond  to  antihistaminic 
drugs.  Antihistaminic  drugs  should  also  be 
tried  in  cases  with  acute  anginal  pains  due  to 
allergy.  If  these  are  ineffective,  the  usual 
therapeutic  agents,  that  is,  nitroglycerin, 
pentaerythritol  tetranitrate  (Peritrate), 
codeine,  and  meperidine  (Demerol)  hydro- 
chloride should  be  administered. 

In  instances  where  anginal  pains  are  as- 
sociated with  anaphylactic  shock,  adminis- 
tration of  epinephrine  (1:1,000)  subcutane- 
ously, antihistaminic  drugs,  and  intra- 
venous administration  of  aminophylline 
are  also  indicated.  In  patients  in  whom 
cardiac  abnormalities  associated  with  diffuse 
vascular  disease  persist  despite  the  elimina- 
tion of  the  incriminating  agent,  the  prompt 
administration  of  steroids  is  of  paramount 
importance. 

Summary 

A review  of  the  cases  that  have  been  dis- 
cussed indicates  that  the  cardiovascular 
system  may  constitute  the  major  shock 
tissue  in  certain  allergic  and  so-called 
normal  persons  who  have  become  sensitized 
to  various  extrinsic  or  intrinsic  factors. 
The  allergenic  excitants  may  be  found  in 
foods;  in  inhalants,  consisting  of  pollens  and 
tobacco;  in  drugs,  sera,  and  bacterial  prod- 
ucts; and  in  physical  agents  such  as  cold 
and  heat  as  well  as  in  nonspecific  stimuli 
of  psychic  origin.  In  some  instances  a 
single  allergen  may  be  responsible  for 
symptoms  that  are  limited  to  one  shock  tis- 
sue only,  such  as  the  heart.  In  other  in- 
stances the  same  allergenic  excitant  may 
evoke  signs  at  the  same  time  in  several  shock 
tissues,  namely,  the  heart,  the  peripheral  and 
systemic  vessels,  and  the  skin. 

The  reactions  in  the  heart  may  be  charac- 
terized by  extrasystoles,  tachycardia,  auricu- 
lar fibrillation,  or  angina  pectoris,  with  or 
without  coronary  insufficiency;  in  many 
instances  these  conditions  may  be  at- 
tributed to  histamine  release.  Many  of 
these  cardiac  manifestations  are  associated 
with  urticaria,  angio-edema,  purpura,  or 
other  cutaneous  eruptions,  especially  follow- 
ing the  ingestion  of  drugs  such  as  the 
sulfonamides  or  penicillin.  The  cardiac 
abnormalities  may  be  completely  reversible, 
provided  the  allergenic  excitant  is  elimi- 
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nated.  In  certain  cases  they  can  be  success- 
fully controlled  by  the  administration  of 
antihistaminics  such  as  diphenhydramine 
hydrochloride. 

Polyvalent  sensitivity,  in  which  a number 
of  excitants  may  induce  reactions  in  the 
same  organ  at  different  times,  may  also  oc- 
cur. This  was  illustrated  in  1 patient  (Case 
3)  who  developed  recurrent  attacks  of  auric- 
ular fibrillation  once  after  ingestion  of  foods 
and  at  other  times  following  inhalation  of 
camphor,  tobacco,  or  pollen.  Another  pa- 
tient (Case  27)  with  typical  thromboangiitis 
obliterans  of  the  right  foot  was  successfully 
treated  with  intravenous  injections  of 
typhoid  vaccine  for  control  of  his  vascular 
symptoms  and  by  eliminating  tobacco  but 
returned  four  years  later  with  pain  over  the 
precordium  and  signs  of  thromboangiitis 
obliterans  in  the  left  foot  because  he  had  re- 
sumed smoking . He  was  again  given  typhoid 
vaccine  intravenously.  Thereupon  he  de- 
veloped a chill,  fever,  and  typical  signs  of 
myocardial  infarction,  presumably  as  a 
sequence  to  an  anaphylactic  reaction  to  the 
typhoid  vaccine.  He  recovered  after  six 
weeks. 

With  the  persistence  of  the  antigen  in  the 
tissues,  the  cardiac  abnormalities  may  be- 
come irreversible.  This  was  illustrated  in 
some  patients  who  developed  a permanent 
right  bundle  branch  block  after  penicillin  and 
sulfa  compound  sensitization  and  in  others 
who  died  because  of  widespread  vascular 
damage. 

Reversible  as  well  as  irreversible  reactions 
due  to  hypersensitivity  may  occur  also 
in  allergic  patients  with  a degenerative  dis- 
ease such  as  arteriosclerosis.  Reversibility 
in  the  allergic  response  was  exemplified  in 
one  of  the  patients  with  coronary  artery 
sclerosis  who  suffered  with  severe  anginal 
pains  due  to  pollen  allergy  which  disappeared 
when  he  was  put  in  a pollen-free  chamber 
(Case  7).  Irreversibility  in  the  allergic  re- 
action was  illustrated  in  another  patient  with 
coronary  sclerosis  who  developed  a serum 
rash  after  administration  of  tetanus  antitoxin 
and  died  seven  days  later  because  of  acute 
myocardial  infarction  (Case  29).  The 
clinicopathologic  studies  of  serum  carditis 
made  by  Clark  and  Kaplan39  lend  support  to 
the  possibility  that  the  horse  serum  contained 
in  tetanus  antitoxin  may  have  been  respon- 
sible for  reactions  in  coronary  vessels  leading 
to  thrombosis  and  myocardial  infarction. 


The  cardiovascular  responses  to  cold  and 
heat  may  be  based  either  on  immunologic 
mechanisms,  as  indicated  by  Rajka40  and 
others,  or  on  neurogenic  mechanisms.  The 
latter  is  suggested  by  Grant,  Pearson,  and 
Cameau41  as  a result  of  their  observations  on 
urticaria  due  to  heat,  cold,  or  emotional 
stimuli.  These  workers  concluded  that 
emotionally  released  impulses  which  pass 
through  the  efferent  peripheral  nerves  liber- 
ate acetylcholine  or  substances  very  closely 
related  to  it  in  their  pharmacologic  effect; 
these,  in  turn,  stimulate  the  cholinergic  nerve 
fibers  and  lead  to  the  release  of  H substance 
(histamine),  which  is  responsible  for  the 
urticaria.  Blocking  of  a cutaneous  nerve 
prevents  this  sequence,  as  noted  following 
the  application  of  heat  in  the  area  of  its 
distribution.  The  possibility  that  a similar 
series  of  events  might  take  place  in  deeper 
structures  may  explain  the  so-called  neuro- 
genic angina  and  coronary  insufficiency  fol- 
lowing emotional  stimuli  or  undue  exposure 
to  cold.  That  repeated  release  of  acetyl- 
choline may  be  responsible  for  pathologic 
changes  in  the  coronary  vessels  is  suggested 
by  the  experimental  work  of  Hall,  Ettinger, 
and  Banting,42  who  were  able  to  induce  de- 
generative changes  in  the  coronary  vessels 
of  dogs  by  repeated  injections  of  acetylcho- 
line. 

It  becomes  apparent  from  these  clinical 
observations  that  cardiovascular  reactions 
induced  by  nonliving  exciting  agents  may 
be  reversible,  especially  in  the  early  stages, 
provided  the  offending  allergen  is  detected 
and  removed.  However,  repeated  insults  re- 
sulting from  the  failure  to  identify  or  elimi- 
nate the  allergenic  excitant  may  lead  to 
irreversible  chronic  inflammatory  and  de- 
generative changes  in  the  blood  vessels  and 
the  tissues  they  supply. 
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served  in  patients  who  develop  hematologic 
depression  while  on  chloramphenicol. 

Of  the  10  patients  in  this  series,  3 had  throm- 
bocytopenia in  addition  to  leukopenia.  Al- 
though several  had  some  abnormalities  in  liver 
function  tests,  none  had  overt  evidence  of  cir- 
rhosis or  enlarged  spleen.  This  suggests  that 
the  bone  marrow  of  alcoholics  may  be  depressed 
even  though  cirrhosis  is  not  present,  contrary  to 
past  thinking  on  the  subject.  This  concept  is 
supported  further  by  corollary  studies  in  which 
noninfected  alcoholics  were  challenged  with 
endotoxin. 
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P hysicians  who  are  responsible  for  the 
general  medical  care  of  adults  ultimately 
see  the  end  results  of  allergy  in  infants  and 
children.  The  results  which  they  witness 
may  be  influenced  by  the  kind  of  treatment 
the  patient  has  received,  by  the  amount  of 
exposure  to  potent  allergens  he  has  had,  and 
by  his  constitutional  makeup.  Another 
important  factor  may  be  the  degree  of  co- 
operation of  the  parent  and  patient.  This 
may  be  influenced  by  housing  and  by  finan- 
cial, ethnic,  intelligence,  medical,  and  psy- 
chologic factors.  Finally,  the  natural  his- 
tory of  the  specific  syndrome  a child  has  may 
be  such  that  it  will  disappear  spontaneously. 

Studies  of  allergic  children 

Unfortunately,  most  of  the  literature  on 
the  natural  history  of  allergic  disease  and 
on  the  influence  of  a particular  type  of 
treatment  in  allergic  children  is  either  of  a 
fragmentary  or  of  a retrospective  nature. 1 -6 
Some  of  the  information  concerns  special 
locations  or  ethnic  groups.7  8 Few  authors 
have  compared  the  degree  of  improvement 
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controlled  studies  over  a four-year  period 
have  shown  that  hyposensitization  therapy, 
with  a conventional  dosage  schedule,  is  gen- 
erally effective  in  children  with  hay  fever 
and  asthma.  With  conventional  treatment  of 
allergy,  most  patients  are  free  of  symptoms  of 
asthma  by  the  age  of  thirty.  However,  further 
clinical,  epidemiologic,  and  immunologic 
studies  are  necessary. 


from  any  type  of  allergic  treatment  in  chil- 
dren with  results  in  children  in  a nontreated 
control  group.6  9-11  Nevertheless,  certain 
helpful  information  may  be  found  in  the 
data  presently  available. 

The  incidence  of  major  allergic  syndromes 
in  children  is  said  to  be  between  10  and  20 
per  cent.12-15  A national  health  survey  of 
the  United  States  in  1957  to  1958  revealed 
that  approximately  2.1  million  American 
children  under  fifteen  years  of  age  had  hay 
fever  or  asthma.16  During  that  period 
thirty-six  million  restricted  activity  days 
were  reported  for  hay  fever  or  asthma  in 
children  kept  away  from  school  or  play. 
The  Allergy  Foundation  of  America  pointed 
out  in  its  1963  report  that  more  persons  die 
each  year  in  the  United  States  from  allergic 
reactions  to  insect  stings  than  from  the 
bites  of  all  poisonous  snakes  combined. 
In  a survey  of  several  thousand  children  in 
the  northeastern  section  of  the  United 
States,  Appel,  Szanton,  and  Rapaport12 
found  that  20  per  cent  suffered  from  a major 
allergy.  Of  the  patients  surveyed  scarcely 
a third  had  received  hyposensitization  ther- 
apy. The  reasons  for  this  are  probably 
many.  One  wonders  if  one  reason  might 
be  the  skepticism  on  the  part  of  some 
parents  and  physicians  about  the  value  of 
this  type  of  therapy.  Another  factor  may 
be  that  there  is  no  general  agreement  as  to 
the  likelihood  of  a child  spontaneously 
“outgrowing”  his  allergic  disease.  We  do 
not  have  enough  reliable  data  on  the  natural 
history  of  allergic  disease  in  children. 

Flensborg1  sent  questionnaires  to  338 
asthmatic  children  seen  between  1926  and 
1939  at  the  Rigshospital  and  at  the  Fugle- 
bakken  children’s  hospital  in  Denmark. 
The  purpose  of  the  inquiry  was  to  determine 
the  chances  of  recovery  from  asthma  in  these 
children  who  had  received  nonspecific  ther- 
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apy.  The  results  were  to  serve  as  a basis 
for  comparison  of  results  of  hyposensitiza- 
tion therapy  in  asthmatic  children  in  these 
hospitals  in  the  future.  Rackemann2  in 
referring  to  this  study  noted  that  Flensborg 
found  that  40  per  cent  of  the  group  ceased 
having  asthmatic  attacks  at  the  time  of 
adolescence.  The  attacks  ceased  in  boys 
between  the  ages  of  twelve  and  fifteen  years, 
whereas  in  girls  this  occurred  between  the 
ages  of  nine  to  twelve.  However,  in  re- 
viewing the  replies  of  the  40  per  cent  who 
reported  cessation  of  attacks  Flensborg 
found  that  44  per  cent  of  these  children 
who  had  “ceased  having  asthma  attacks  at 
adolescence”  reported  at  the  time  of  the 
survey  that  they  were  constantly  dyspneic 
or  had  some  signs  of  emphysema.  Thus 
approximately  80  per  cent  of  the  children 
in  the  study  actually  persisted  with  either 
recurring  attacks  of  asthma  or  had  dyspnea 
or  emphysema.  In  54  per  cent  of  the  chil- 
dren whose  parents  answered  the  survey, 
asthma  seriously  interfered  with  school 
attendance.  Fifty-three  per  cent  of  the 
children  over  fifteen  years  of  age  reported 
that  they  had  either  to  choose  a special  pro- 
fession permitting  restricted  activity  or 
had  to  change  their  occupations  because  of 
their  disease.  It  appears  that  failure  to  give 
specific  hyposensitization  therapy  had  not 
resulted  in  a large  proportion  of  the  asth- 
matic children  in  Flensborg’s  study  “out- 
growing” their  disease. 

Rackemann2  reported  on  a twenty-year 
follow-up  on  370  children  with  asthma  who 
had  received  hyposensitization  therapy. 
He  stated  that  of  these  370  children  seen 
before  the  age  of  thirteen,  about  30  per 
cent  were  entirely  free  of  symptoms.  One 
per  cent  of  his  group  apparently  died  of 
asthma  in  their  third  decade  of  life.  In  26 
per  cent  of  the  children  in  his  study  the 
asthma  was  apparently  caused  by  animal 
danders.  Of  these,  17  per  cent  reported 
in  follow-up  questionnaires  that  they  were 
cured.  Eight  per  cent  had  asthma  caused 
by  foods.  Of  these,  44  per  cent  were 
cured.  Five  per  cent  had  pollen  asthma. 
Of  these,  20  per  cent  were  cured.  The 
author  further  states  that  another  20  per 
cent  of  the  children  then  in  their  late  twen- 
ties were  quite  well,  but  they  knew  that  they 
were  still  sensitive  to  dogs,  cats,  or  kapok 
pillows.  They  had  symptoms  of  asthma 
unless  they  continued  to  avoid  these  specific 


things.  Summarizing,  he  felt  that  three 
quarters  of  these  children  treated  with 
hyposensitization  therapy  and  followed  by 
questionnaires  twenty  years  later  were 
relatively  free  of  asthma.  However,  none 
of  these  children  were  given  either  placebo 
therapy  or  were  observed  untreated  to 
study  the  natural  course  of  the  disease. 
His  data  do  suggest,  however,  that  con- 
ventional hyposensitization  therapy  together 
with  conservative  medical  care  brought  vir- 
tual freedom  from  asthma  by  the  age  of 
thirty. 

Broder,  Barlow,  and  Horton5-17  did  an 
epidemiological  study  of  a small  Michigan 
town.  They  found  that  about  10  per  cent 
of  the  population  had  asthma  and/or  hay 
fever.  They  felt  that  the  diagnosis  of  hay 
fever  could  not  be  made  sufficiently  soon  to 
prevent  the  subsequent  development  of 
bronchial  asthma  by  prompt  hyposensiti- 
zation therapy  for  hay  fever.  However, 
their  study  did  not  include  children  under 
six  years  of  age.  Pedvis,  Fox,  and  Bacal,6 
on  the  other  hand  reported  that  47.6 
per  cent  of  the  children  in  their  study  de- 
veloped hay  fever  before  their  sixth  birth- 
day. Our  data9  and  those  of  Criep14  and 
Pedvis,  Fox,  and  Bacal6  suggest  that  hypo- 
sensitization therapy  of  hay  fever  is  an  effec- 
tive prophylactic  measure  against  the  sub- 
sequent development  of  bronchial  asthma 
in  children. 

In  a long-term  follow-up  study  of  143  chil- 
dren with  ragweed  hay  fever  seen  at  the 
allergy  clinic  at  the  Montreal  Children’s 
Hospital  between  1937  and  1951,  Pedvis, 
Fox,  and  Bacal6  found  that  the  age  of  onset 
of  hay  fever  did  not  affect  the  severity  of 
the  hay  fever  symptoms.  Also,  delay  in 
hyposensitization  therapy  did  not  influence 
the  final  severity  of  the  hay  fever.  They 
found  that  delay  in  hyposensitization  seemed 
to  increase  the  incidence  of  complicating 
asthma.  From  their  follow-up  data  there 
appeared  to  be  a much  higher  incidence  of 
complicating  ragweed  asthma  in  the  non- 
treated  group.  They  concluded  that  if  a 
child  had  ragweed  asthma  when  first  seen, 
the  asthma  showed  marked  improvement 
after  hyposensitization  therapy. 

Peshkin18  noted  that  60  per  cent  of  chil- 
dren with  hay  fever  observed  by  him 
subsequently  developed  asthma.  Vander 
Veer19  estimated  that  about  30  per  cent  of 
untreated  hay  fever  patients  develop  sea- 
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sonal  asthma.  Waldbott20  reported  that  he 
considered  pollinosis  the  most  important 
single  cause  of  perennial  asthma. 

Material  and  method 

In  a series  of  controlled  prospective  studies 
on  the  effectiveness  of  hyposensitization 
therapy  at  the  University  of  Rochester 
pediatric  allergy  clinic,  we  followed  the  clini- 
cal course  of  a group  of  children  with  asthma 
and  hay  fever  receiving  various  regimens 
of  hyposensitization  therapy.9-11  In  the 
first  study  112  children  with  hay  fever,  some 
of  whom  also  had  pollen  asthma,  were 
randomly  placed  in  either  a control  group 
or  a treated  group. 

The  children  in  the  control  group  received 
placebo  injections,  while  the  remainder  re- 
ceived conventional  dosage  of  hyposensiti- 
zation treatment,  using  ragweed  extracts.21-22 

Four  years  later  they  were  evaluated 
clinically.  Nearly  twice  as  many  of  the 
treated  group  were  reported  ‘‘greatly  im- 
proved” compared  with  the  control  group. 
More  than  seven  times  as  many  of  the  control 
group  were  said  to  be  “worse”  than  before 
the  treatment  began.  The  most  striking 
finding,  however,  was  that  whereas  50  per 
cent  of  the  control  group  developed  pollen 
asthma  during  the  four-year  study,  none  of 
the  treated  group  developed  asthma  if  they 
did  not  have  it  before  the  study  began. 

In  the  second  study  in  this  series  the  value 
of  the  so-called  low-dosage  method  of  hypo- 
sensitization therapy  in  perennial  asthma 
in  children  was  studied. 10  Eighty-eight  chil- 
dren with  recurrent  winter  asthma  were 
placed  randomly  in  either  a treated  or  placebo 
group.  The  treated  group  received  as  their 
highest  hyposensitization  dose  0.3  ml.  of  a 
1:10,000,000  weight-by-volume  extract  of 
the  inhalant  allergens  to  which  they  were 
sensitive  by  history  and  skin  testing.  Com- 
pared with  conventional  dose  schedules 
this  dosage  is  infinitesimal. 21  - 22  The  placebo 
group  received  only  buffered  saline  injec- 
tions. 

The  children  were  evaluated  four  years 
later  with  regard  to  numbers  of  attacks  of 
asthma  per  year,  average  number  of  days  of 
wheezing  per  year,  average  number  of  days 
of  school  missed  because  of  asthma,  and  new 
respiratory  allergies  developing  and  original 
allergic  symptoms  lost  during  the  study. 
No  significant  differences  in  the  two  groups 


could  be  found.  It  was  concluded  that  if 
hyposensitization  therapy  was  of  value  in 
perennial  asthma,  the  minute  injection  doses 
used  in  the  treated  group  were  not  suffi- 
ciently large  to  demonstrate  the  effective- 
ness of  this  type  of  therapy. 

In  the  third  study  in  this  series  200  chil- 
dren with  perennial  asthma  were  randomly 
assigned  to  one  of  four  treatment  groups.11 
In  effect  two  of  the  groups  received  either 
placebo  injections  or  doses  so  small  as  to  be 
not  statistically  different  from  placebo 
injections  in  their  effect.  The  other  two 
groups  received  injections  of  hyposensitiza- 
tion materials  consisting  of  extracts  of  the 
inhalable  allergens  to  which  they  had  reacted 
on  skin  testing.  These  were  given  in  con- 
ventional dosages.21-22  The  age  distribu- 
tion of  the  two  groups  was  similar.  At  the 
end  of  the  fourth  year  of  therapy  each 
group  was  evaluated  to  detect  possible  dif- 
ferences in  improvement  or  lack  thereof. 
Fifty-four  per  cent  of  the  placebo  groups 
persisted  with  wheezing  on  exertion  at  the 
end  of  the  study.  Only  20  per  cent  of  the 
treated  group  did  so.  Sixty-four  per  cent 
of  the  placebo  group  still  had  wheezing  with 
febrile  upper  respiratory  illnesses  at  the  end 
of  the  study  compared  with  10  per  cent  of 
the  treated  group.  Twenty-four  per  cent 
of  the  placebo-treated  group  developed  new 
respiratory  allergies,  whereas  none  in  the 
treated  group  did  so.  When  the  groups 
were  compared  as  to  the  per  cent  of  each 
group  having  no  days  of  wheezing  during 
the  fourth  year  of  the  study,  only  37  per 
cent  of  the  placebo-injected  group  so  re- 
ported compared  with  90  per  cent  of  the 
treated  group. 

Summary 

Major  respiratory  allergic  disease  is  a very 
common  problem  among  American  children. 
Untreated,  their  allergies  are  not  usually 
“outgrown.”  With  conventional  allergic 
management,  including  hyposensitization 
therapy,  most  children  probably  lose  then- 
symptoms  of  asthma  by  the  end  of  their 
third  decade.  The  evidence  for  these 
conclusions,  however,  is  not  incontrovertible. 

If  allergists  are  to  try  to  influence  more 
physicians  to  prescribe  a particular  type  of 
therapy,  such  as  hyposensitization  injections, 
for  major  respiratory  allergies  in  children, 
more  reliable  information  is  needed.  We 
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need  clinical,  epidemiological,  and  immuno- 
logic studies  to  describe  more  clearly  the 
natural  history  of  and  the  effect  of  treat- 
ment on  these  conditions.  Such  studies 
must  reflect  thoughtful  experimental  design, 
proper  selection  of  experimental  popula- 
tion, and  unbiased  interpretation  and  presen- 
tation of  the  experimental  data.  At  present 
much  of  the  available  information  on  this 
subject  is  based  on  retrospective  and  un- 
controlled clinical  studies. 

260  Crittenden  Boulevard 
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thyroid  gland  was  on  the  side  exposed  to  the 
largest  amounts  of  radiation. 

After  detection  of  the  enlargement  the  patient 
was  followed  for  seven  years.  At  the  time  of  the 
operation,  when  he  was  twenty-eight,  he  had 
what  appeared  to  be  a large  multinodular 
goiter,  and  the  operation  was  advised  as  a 
prophylactic  measure  in  view  of  the  history  of 
radiotherapy.  Pathologic  examination,  how- 
ever, showed  carcinoma  with  capillary,  lym- 
phatic, and  venous  invasion.  The  predom- 
inant cell  type  was  follicular.  A remnant  of 
2 Gm.  of  thyroid  tissue  was  left  in  place.  This 
did  not  take  up  I131,  so  radioiodine  therapy  was 
considered  futile.  The  patient  was  discharged 
on  indicated  thyroid  medication  and  has  had  no 
symptoms  since  his  discharge. 
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Research  and  the  introduction  of  new 
drugs  have  made  significant  contributions 
to  the  management  of  corrosive  esophagitis. 
Over  the  years,  the  treatment  has  undergone 
various  changes  which  have  reflected  a 
better  knowledge  of  the  pathologic  process. 
Based  on  the  results  of  this  research  and 
new  drugs,  a different  approach  to  the  prob- 
lem of  healing  and  restoration  of  a function- 
ing organ  has  evolved. 

The  ingestion  of  corrosive  agents  causes 
injury  to  the  esophagus  which  in  healing 
may  result  in  various  degrees  of  stricturing 
and  thereafter  inadequate  functioning  of 
this  organ  for  the  maintenance  of  nutrition. 
Once  strictured,  years  of  dilation  may  be 
required  to  restore  and  maintain  adequate 
function,  or  extensive  reconstructive  sur- 
gery may  be  necessary.  Such  treatment  is 
difficult  and  even  hazardous  for  the  pa- 
tient, tedious  and  time-consuming  for  the 
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esophagoscopy  is  essential  in  all  cases  of 
ingestion  of  foreign  chemical  agents  for 
diagnosis,  prognosis,  and  treatment  follow-up ; 
it  is  safe  if  the  esophagoscope  is  not  passed 
beyond  the  first  burned  area.  Treatment  con- 
sists of  administration  of  antibiotics  and 
steroids  and  the  elimination  of  food  by  mouth. 
Of  96  patients  with  corrosive  esophagitis,  the 
esophagus  healed  with  normal  swallowing 
function  in  91.  If  strictures  form,  dilation 
therapy  may  be  started  when  healing  of  the 
esophagus  is  complete. 


medical  staff,  and  economically  taxing  on 
the  community.  The  prognosis  for  a normal 
functioning  esophagus  is  poor.1  The  man- 
agement of  these  patients  before  the  onset  of 
stricturing  assumes  an  urgent  aspect  in  the 
light  of  these  serious  late  sequelae.  A treat- 
ment method  that  can  avoid  this  stricturing 
or  in  severe  cases  can  shorten  the  treatment 
time  from  years  to  weeks  has  been  sought. 

At  the  Bellevue  Hospital  Center,  because 
of  the  relatively  large  number  of  cases  of 
ingestion  that  are  transferred  there,  we  had 
the  opportunity  to  evolve  more  effective 
treatment  routines.  The  authors  have  re- 
corded their  experiences  in  instituting  these 
changes  in  the  past.2-4  This  report  is 
concerned  with  a review  of  our  experiences 
over  the  past  seventeen  years,  our  changing 
concepts  in  treatment  methods  in  this  period, 
and  our  present  method  of  management. 

The  methods  of  treatment  used  by  us  and 
others  in  the  past  may  be  divided  into  three 
periods.  Initially  there  was  the  period  of 
dilation  of  strictures.  Treatment  in  the 
acute  phase  was  passive  and  symptomatic, 
consisting  merely  of  passing  an  indwelling 
Levin  tube  and  waiting  for  strictures  to  oc- 
cur. When  stricturing  occurred,  there  fol- 
lowed years  of  esophageal  dilation.  All 
efforts  during  this  era  were  directed  toward 
evolving  safer  and  better  methods  of  dila- 
tion. 

The  second  period  was  one  of  control  of 
stricture  formation.  This  was  the  first 
treatment  method  that  tried  to  prevent  the 
formation  of  strictures  and  was  based  on 
the  work  of  Salzer  in  1920, 5 and  Bokay  in 
1924.6  The  prophylactic  passage  of  mer- 
cury-weighted bougies  was  started  during 
the  acute  phase  to  try  to  disrupt  the  stric- 
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tures  before  they  formed.  It  was  not  a 
method  of  dilating  an  existing  stricture. 

The  third  period  is  one  of  prevention  of 
stricture  formation.  This  is  the  basis  of 
our  present  management  of  corrosive  esopha- 
gitis. Through  the  use  of  systemic  steroids 
and  antibiotics  and  local  measures  directed 
at  the  esophagus,  scar  formation  and  stric- 
turing  can  be  avoided  entirely  or  greatly 
minimized. 

The  solution  of  problems  and  complica- 
tions which  were  encountered,  and  which  in 
the  beginning  made  this  treatment  hazard- 
ous, has  led  to  the  establishing  of  a routine 
safe  for  general  use. 

The  management  of  any  new  case  of  in- 
gestion must  of  necessity  be  based  on  the 
following  principles:  (1)  diagnosis  and  prog- 
nosis: the  early  recognition  of  those  cases 
of  esophagitis  that  will  go  on  to  stricturing; 

(2)  active  treatment  before  strictures  form; 

(3)  control  of  the  healing  process  to  avoid 
or  minimize  scarring;  and  (4)  the  mainte- 
nance of  an  esophageal  lumen  throughout 
treatment  so  that  if  strictures  form,  subse- 
quent dilation  can  be  resorted  to  as  a supple- 
ment. 

Diagnosis 

The  establishing  of  a diagnosis,  the  degree 
of  esophageal  injury,  and  thereby  a prognosis 
is  the  first  essential  step  in  management. 
History  alone  is  unreliable.  Even  when  an 
accurate  history  is  available,  the  action  and 
effect  of  ingested  agents  is  unpredictable  be- 
cause the  amount  and  concentration  is  not 
known.  Physical  findings  such  as  absence 
or  presence  of  burns  in  the  mouth  is  not  a 
sure  index  of  esophageal  burns.  This  lack 
of  correlation  has  been  noted  frequently  and 
reported  by  others.27 

All  patients  who  are  admitted  to  Bellevue 
Hospital  Center  with  a history  of  ingestion 
of  foreign  agents  undergo  esophagoscopy.  A 
total  of  828  cases  have  been  examined  by  the 
authors.  The  variety  of  agents  encompasses 
almost  every  known  household  and  medicine 
cabinet  solution  that  is  marked  with  a 
poison  sign. 

Table  I shows  how  unpredictable  is  the 
action  of  these  chemicals  said  to  have  been 
ingested.  Of  126  cases  with  a history  of  hav- 
ing ingested  lye,  the  most  corrosive  of 
chemicals,  88  had  actual  corrosive  burns; 
38  had  no  burns. 


TABLE  I.  List  of  common  agents  said  to  have  been 
ingested  with  result  of  esophagoscopy 


Agent  Said 
to  Have  Been 
Swallowed 

N umber  N umber 

of  Cases  of  Cases 

Undergoing  with  Ulcer- 
Esophagos-  Active 
copy  Esophagitis 

Lye 

126 

88 

Ammonia 

74 

48 

Clorox 

150 

21 

Lysol 

177 

11 

KMn04 

42 

7 

Iodine 

140 

7 

Creosote 

9 

1 

Clinitest  tablets 

14 

6 

Glacial  acetic  acid 

2 

2 

Hydrochloric  acid 

1 

1 

Phenol 

6 

1 

Potassium  dichromate 

1 

1 

Boiling  coffee 

1 

1 

Paint  remover 

1 

1 

Peroxide  (bleaching) 

1 

1 

Dry  ice 

1 

1 

Carbolic  acid 

1 

Other  agents  and 
unknowns 

81 

3 

— 

— 

Totals 

828 

202 

The  corrosive  action  of  any  chemical  is 
dependent  on  three  factors:  (1)  the  corrosive 
nature  of  the  agent;  (2)  the  concentration 
and  quantity  ingested;  and  (3)  the  duration 
of  contact  with  the  tissues.  Krey8  showed 
in  his  experiments  that  there  is  a definite 
relationship  between  the  depth  of  pene- 
tration of  lye  into  the  tissues,  its  concen- 
tration, and  the  duration  of  contact. 
Normal  (3.8  per  cent)  solution  of  sodium 
hydroxide  with  a ten-second  contact  with 
the  esophageal  mucosa  produced  necrosis 
of  the  mucosa,  submucosa,  and  some  fibers  of 
the  inner  longitudinal  muscle  layer  in  ex- 
perimental animals.  Using  a solution  of 
3 times  normal  (10.7  per  cent)  the  area  of 
necrosis  extended  to  the  outer  longitudinal 
muscle  layer.  With  a solution  of  7 times 
normal  (22.5  per  cent)  and  a ten-second  con- 
tact, the  necrosis  extended  through  the  en- 
tire wall  of  the  esophagus  and  involved  the 
periesophageal  tissues  as  well. 

The  significance  of  these  figures  is  ob- 
vious when  one  realizes  that  many  common 
household  cleansing  agents  contain  from  8 
to  50  per  cent  sodium  hydroxide  as  their 
base.  Many  of  the  other  agents  fisted  are 
less  corrosive  by  nature.  They  can  cause 
necrosis  and  ulceration,  however,  if  they  are 
in  high  concentration  or  if  the  duration  of 
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contact  is  sufficiently  prolonged.  An  ex- 
ample of  this  is  potassium  permanganate. 
If  it  is  taken  as  a solution,  it  causes  no  harm. 
However,  if  it  is  swallowed  in  the  dry  form  as 
a tablet  or  crystals,  these  may  become  lodged 
in  the  folds  of  the  mucosa  and  remain  there 
to  dissolve  slowly.  With  this  high  concen- 
tration and  prolonged  contact,  severe  and 
deep  ulcerations  occur. 

It  is  obvious  from  this  list  of  cases  that 
history  and  findings  of  mouth  lesions,  while 
suggestive,  are  by  no  means  conclusive  in 
determining  the  degree  of  injury  to  the 
esophagus.  Treatment  based  on  history 
would  have  missed  many  cases  or,  con- 
versely, resulted  in  the  treatment  of  others 
needlessly. 

Direct  visualization  and  examination  by 
esophagoscopy  is  the  only  reliable  means  to 
establish  a diagnosis.  The  esophagoscope 
is  an  essential  instrument  and  an  irre- 
placeable tool  in  the  management  of  any 
case  of  ingestion  of  a potentially  corrosive 
agent.  Any  series  of  cases  not  evaluated 
and  diagnosed  by  esophagoscopy  cannot 
be  considered  valid.  In  brief,  esophagos- 
copy provides  the  following  necessary 
information:  (1)  diagnosis,  degree  of  in- 

jury, and  prognosis;  (2)  follow-up  of  prog- 
ress and  completion  of  healing;  and  (3) 
visual  evaluation  of  the  effect  of  the  various 
treatment  methods. 

All  patients  admitted  to  Bellevue  Hospital 
Center  with  a history  of  having  ingested  a 
foreign  agent  undergo  esophagoscopy  in 
from  two  to  seven  days  after  ingestion  de- 
pending on  their  general  condition.  On 
the  basis  of  the  findings  by  esophagoscopy, 
either  treatment  is  continued  or  the  patient 
may  be  safely  discharged  and  treatment 
terminated. 

Early  esophagoscopy  may  be  performed 
safely  if  the  purpose  of  the  examination  is 
kept  in  mind.  The  esophagoscope  is  passed 
only  as  far  as  the  first  ulcerated  area  and  not 
beyond.  This  is  sufficient  to  establish  the 
diagnosis  and  determine  the  need  for 
further  treatment. 

Pathology 

A knowledge  of  both  microscopic  and  gross 
pathologic  processes  is  necessary  to  an  un- 
derstanding of  this  problem  and  the  com- 
plications. 

The  pathologic  picture  initially  is  one  of 


wide  necrosis  of  tissue  with  sloughing  sur- 
rounded by  intense  inflammation.  This  is 
followed  by  the  process  of  repair  that  is 
commonly  encountered  in  a secondary 
type  of  wound  repair  where  there  has  been 
extensive  loss  of  tissue.  This  pathologic 
course  was  originally  described  and  divided 
by  Belinoff9  into  four  stages:  (1)  necrosis, 
(2)  ulceration,  (3)  granulation,  and  (4) 
scar  formation. 

The  gross  pathologic  process  as  seen 
through  the  esophagoscope  follows  the 
histologic  picture.  In  the  first  week  the 
necrotic  tissue  is  visible  as  a white  mem- 
brane. In  severe  cases  the  entire  mucosa 
is  replaced  by  this  sloughing  membrane. 
The  organ  is  very  edematous,  thickened,  and 
semirigid  because  of  the  accompanying  in- 
tense inflammatory  reaction  and  edema. 

By  the  second  week  the  membrane  is  ob- 
served sloughing  off  leaving  a raw  ulcerated 
bed  from  which  granulation  tissue  begins 
to  fill  in  the  defects.  By  the  third  week 
the  granulation  tissue  becomes  exuberant, 
collagen  fibers  begin  to  contract,  and 
strictures  begin  to  form.  At  this  stage  oc- 
clusion or  narrowing  of  the  lumen  may  be 
due  to  excessive  granulation  tissue  forma- 
tion, to  adherence  occurring  between  ad- 
jacent ulcerated  areas,  to  beginning  collagen 
fiber  contractions,  or  to  loss  of  peristaltic 
function  because  of  involvement  of  Auer- 
bach’s and  Meissner’s  nerve  plexuses  in  the 
inflammation. 

It  is  clinically  significant  that  in  wound 
repair  fibroblast  formation  was  observed  in 
histologic  studies  by  Bosher,  Burford,  and 
Ackerman10  to  begin  as  early  as  the  third  or 
fourth  day  after  injury.  Epithelialization 
takes  place  from  remaining  islands  of  mucosa 
or  from  glands  growing  over  the  bed  of  gran- 
ulation tissue  which  fills  in  the  sloughed-out 
areas  where  tissue  is  lost. 

Healing  is  completed  months  later  by  the 
replacement  of  the  muscular  walls  of  the 
esophagus  with  dense  fibrous  tissue  causing 
obstruction  of  the  esophagus  ranging  from 
single  strictures  to  complete  obliteration  of 
the  esophageal  lumen. 

The  length  of  time  for  this  healing  to  take 
place  depends  on  the  depth  of  necrosis  and 
extent  of  the  original  injury.  A flat,  clean, 
uninfected  bed  of  granulation  tissue  favors 
more  rapid  epithelialization  with  minimal 
scarring,  whereas  exuberant  infected  granu- 
lation tissue  retards  this  process. 
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Classification  of  cases 

For  reasons  of  prognosis  as  well  as  to  eval- 
uate the  effects  of  therapy,  we  classify  our 
cases  on  the  initial  esophagoscopy  accord- 
ing to  the  severity  of  the  injury  into  the 
following  four  categories:  (1)  nonulcerative 
esophagitis;  (2)  ulcerative  esophagitis,  mild; 
(3)  ulcerative  esophagitis,  severe,  uncompli- 
cated; and  (4)  ulcerative  esophagitis,  severe 
with  complications. 

The  nonulcerative  esophagitis  reveals  a 
red  and  swollen  but  intact  mucosa  and  no 
evidence  of  necrosis  of  tissue.  No  treatment 
is  necessary.  Stricturing  cannot  occur. 

Ulcerative  esophagitis,  mild,  is  produced 
by  a weak  corrosive  agent.  Esophagoscopy 
reveals  isolated  areas  of  superficial  destruc- 
tion of  the  mucosa.  Untreated,  these  are 
capable  of  stricturing.  Under  treatment, 
they  will  heal  in  a few  weeks. 

Severe  uncomplicated  esophagitis  is  pro- 
duced by  strong  acids  and  alkalis.  Esopha- 
goscopy reveals  extensive  necrosis.  In  some 
cases  the  entire  mucosa  is  covered  with 
white  slough.  Untreated,  these  cases  in- 
variably will  stricture. 

Severe  ulcerative  esophagitis  with  compli- 
cations is  produced  by  very  strong  alkalis 
or  acids  which  have  caused  necrosis  through 
the  entire  esophagus  or  stomach  to  involve 
adjacent  strictures.  The  clinical  picture  is 
more  grave,  and  the  presenting  signs  and 
symptoms  are  those  of  the  complications. 
Mediastinitis,  perforation  of  the  esophagus 
or  stomach,  pericarditis,  pneumonias,  laryn- 
geal involvement,  peritonitis,  empyemas, 
and  subphrenic  abscesses  are  some  of  the 
severe  complications.  The  mortality  rate 
is  high  in  this  group. 

The  clinical  course  of  the  untreated  eso- 
phageal lesion  is  divided  into  three  phases. 
The  acute  phase  lasts  one  to  three  days,  de- 
pending on  the  severity  of  the  lesions,  and 
is  characterized  by  pain,  dysphagia,  and  a 
slight  rise  in  temperature. 

The  second  phase  is  the  latent  phase 
which  may  last  from  three  to  six  weeks.  It 
is  characterized  by  gradual  improvement 
and  disappearance  of  all  symptoms.  This 
apparently  favorable  course  can  be  very 
misleading. 

The  third  phase  or  chronic  obstructive 
phase  begins  about  the  third  to  the  sixth 
week  and  is  marked  by  recurrence  of  dys- 
phagia which  is  progressive  and  may  reach 


the  degree  of  complete  esophageal  obstruc- 
tion. 

Treatment 

The  clinical  picture  may  vary  widely  so 
that  each  patient  must  be  evaluated  in- 
dividually. In  many  instances  the  general 
condition  of  the  patient  may  be  so  critical 
that,  of  necessity,  the  medical  management 
of  the  patient  and  the  complications  will 
take  precedence  over  specific  therapy  for 
the  esophageal  lesion. 

Immediate  treatment  of  the  esophageal 
lesion  consists  of  efforts  to  neutralize  the 
ingested  agent  by  giving  a weak  acid  or 
alkali  to  drink,  although  these  measures,  to 
be  effective,  should  be  taken  very  early.11 
Gavage  is  rarely  necessary  or  helpful  and  in 
severe  corrosions  may  be  contraindicated  be- 
cause of  the  trauma.  In  this  initial  phase, 
no  food  is  given  by  mouth,  and  intravenous 
infusions  are  used  to  restore  electrolyte  bal- 
ance and  maintain  nutrition. 

Specific  treatment  to  avoid  stricturing  of 
the  esophagus  should  be  started  as  soon  as 
the  patient’s  general  condition  is  stabilized, 
by  the  fourth  day  if  possible.10-12  Origi- 
nally, starting  in  1947,  our  management  of 
the  ulcerated  esophagus  followed  the  method 
advanced  by  Salzer5  and  Bokay6  based  on 
the  theory  that  if  the  forming  adhesive  bands 
and  collagen  fibers  could  be  disrupted  be- 
fore they  became  firm  and  fixed,  healing 
could  be  accomplished  without  stricture  for- 
mation. Mercury-weighted  bougies,  up  to 
the  size  of  40  French,  are  passed  daily, 
starting  during  the  acute  phase  within  two 
or  three  days  after  ingestion  and  continuing 
until  either  the  esophagus  is  seen  to  be  healed 
or  stricture  formation  begins  to  narrow  the 
lumen. 

Our  results  with  prophylactic  bougienage 
were  similar  to  those  reported  by  other  in- 
vestigators.1-2-9-13- 14  Eighty-four  cases  with 
adequate  follow-up  were  so  treated;  69  were 
completely  healed  with  a normal  function- 
ing esophagus,  a rate  of  82  per  cent,  and  15 
cases  strictured  in  spite  of  vigorous  pro- 
phylactic dilation.  These  15  cases  de- 
veloped dense  strictures  which  required 
years  of  forceful,  guided  dilation.  As  com- 
monly experienced  with  this  type  of  stric- 
ture, even  with  intense  dilation,  a fully 
normal  functioning  esophagus  is  never 
achieved.  Many  patients  still  have  to  re- 
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turn  at  periodic  intervals  for  additional 
dilation  or  for  the  removal  of  a bolus  of 
food  which  becomes  lodged  at  a stricture  and 
is  obstructing. 

In  a more  critical  review  of  these  cases, 
it  is  found  that  this  method  of  treatment 
works  well  in  mild  cases,  those  with  shallow 
ulcerations  not  involving  the  deeper  layers 
of  the  esophagus.  In  severe,  extensive,  or 
deep  ulcerations,  it  is  not  possible  to  prevent 
stricture  formation  by  prophylactic  bougie- 
nage. In  the  light  of  our  present  observa- 
tions, the  trauma  of  bougienage  appears  to 
be  a contributory  factor  in  delaying  epitheli- 
alization  of  the  raw  areas  and  in  stimulating 
granulation  tissue  production. 

In  1953,  it  became  evident  that  theoreti- 
cally better  results  should  be  possible  if  the 
healing  process  could  be  controlled  so  as  to 
minimize  scar  tissue  formation  and  achieve 
healing  with  a softer,  more  pliable  wall. 
Rosenberg  et  aZ.15-16  in  1951  and  Weisskopf 
in  1952 17  demonstrated  in  experimental 
animals  that  steroids  could  inhibit  stricture 
formation  and  could  be  used  safely  if  inter- 
current infection  were  controlled  by  the 
simultaneous  use  of  antibiotics.  The  use  of 
these  drugs  combined  with  other  measures 
of  control  that  would  minimize  the  prolifica- 
tion  of  granulation  tissue  should  result  in 
healing  with  less  stricturing.  Early  clinical 
reports  indicated  varying  degrees  of  suc- 
cess.2-4- 17-23 

The  factors  that  have  been  shown  to  stim- 
ulate granulation  tissue  production  are: 
(1)  the  extent  and  depth  of  the  original  in- 
jury; (2)  the  foreign  body  effect  of  food 
particles  lodging  in  the  ulcerated  areas  and 
granulation  tissue  as  demonstrated  by 
Krey8;  (3)  infections  in  the  esophageal 
wall  and  ulcerated  areas;  and  (4)  repeated 
trauma  (bougienage,  passage  of  food). 

Management  at  Bellevue  Hospital  Center 
based  on  the  preceding  principles  is  as 
follows: 

Diagnosis.  Esophagoscopy  is  performed 
in  two  to  seven  days  after  ingestion. 

Treatment  regimen.  Treatment  is 
started  by  the  fourth  day  unless  it  is  contra- 
indicated by  severe  complications: 

1.  Nothing  is  given  by  mouth. 

2.  A small  polyethylene  nasogastric  tube 
is  passed  and  left  in  place  until  healing  is 
complete.  The  purposes  of  the  tube  are: 
feeding;  maintenance  of  an  esophageal  lumen 


if  stricturing  occurs;  and  prevention  of  ad- 
hesions between  adjacent  ulcerations. 

3.  Steroid  therapy  is  instituted.  Adults 
are  given  80  mg.  of  prednisone  the  first  day, 
60  mg.  the  second  day,  40  mg.  the  third  day, 
and  then  20  mg.  daily  until  the  esophagus  is 
healed. 

4.  Systemic  antibiotic  therapy  is  used  and 
continued  throughout  treatment  to  avoid 
the  dangers  of  intercurrent  infection.  Local 
antisepsis  is  promoted  by  giving  suspensions 
of  broad-spectrum  antibiotics  by  mouth  to 
gain  some  sterility  of  the  esophagus. 

Follow-up  esophagoscopy.  Healing  is 
observed  by  repeated  esophagoscopy  at  two- 
to  four-week  intervals,  determined  by  the 
severity  of  the  initial  injury,  until  healing  is 
seen  to  be  complete.  No  ulceration  will 
heal  in  less  than  two  weeks.  In  the  esoph- 
agoscopies  performed  in  these  cases,  the 
avoidance  of  instrumental  perforations  is 
assured  if  the  principle  previously  men- 
tioned is  adhered  to.  The  esophagoscope 
is  never  advanced  beyond  the  first  ulcer- 
ated area  or  large  area  of  granulation 
tissue  and  healing.  The  danger  of  instru- 
mental perforation  we  have  found  by 
experience  is  actually  greater  four  to  six 
weeks  after  cortisone  treatment  than  initially. 
The  reparative  scarring  that  normally  would 
have  occurred  by  this  time  has  been  in- 
hibited, and  the  esophagus  is  thin- walled  and 
extremely  vulnerable  in  the  unhealed  areas. 

Duration  of  treatment.  The  full  rou- 
tine of  treatment  is  continued  until  the 
esophagus  is  fully  healed.  Treatment  is  not 
abandoned  even  if  the  esophagus  appears  to 
be  stricturing  as  noted  through  the  esopha- 
goscope. The  nasogastric  tube  is  retained 
in  place  and  assures  that  a lumen  will  be 
maintained  if  guided  dilation  must  be  used. 
Dilation  is  not  started  until  healing  is  seen 
to  be  complete  with  an  epithelialized  mucosa 
as  far  as  the  esophagoscope  can  be  advanced. 
We  have  found  that  most  of  this  apparent 
stricturing  before  healing  is  complete  re- 
sults from  thickened  esophageal  walls  or 
excess  granulation  tissue  which  later  clears 
completely  when  the  steroid  routine  is  per- 
sisted in. 

Dilation  treatment  of  cases  struc- 
tured. When  healing  is  complete  and 
stricturing  is  present,  the  case  is  evaluated 
by  esophagoscopy  and  esophagograms,  and 
appropriate  guided  dilations  are  started. 
In  single  or  short  strictures,  dilation  is  carried 
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out  from  above,  either  through  the  esophago- 
scope  or  over  a swallowed  string  as  a guide 
with  Plummer- Jackson  bougies.  If  multi- 
ple strictures  are  present,  gastrostomy  is  per- 
formed, and  a program  of  retrograde  dilation 
with  bougies  is  instituted. 

Results 

The  following  is  our  experience  using  the 
preceding  routine  of  treatment.  One  hun- 
dred and  five  cases  of  corrosive  esophagitis 
were  treated.  All  were  proved  to  have 
ulcerative,  sloughing  lesions  by  esophagos- 
copy.  Five  disappeared  or  were  discharged 
to  other  institutions  before  treatment  was 
completed  and  are  therefore  excluded  from 
our  figures;  4 cases  expired  of  complications. 

Of  96  cases  which  were  followed  ade- 
quately 91  cases  healed  without  strictures 
and  with  a normal  functioning  esophagus, 
and  5 cases  healed  with  stricturing  that 
necessitated  subsequent  dilation. 

These  cases  were  classified  according  to 
our  criteria.  In  this  series  there  were  as 
follows:  mild  ulcerative  esophagitis,  51; 

severe  ulcerative  esophagitis,  47 ; and  severe 
ulcerative  esophagitis  with  complications,  7. 

The  duration  of  treatment  necessary  until 
healing  was  complete  in  the  cases  classified 
as  mild  was  from  eight  to  twenty-eight  days: 
eight  to  fourteen  days,  15  cases;  twelve  to 
twenty-one  days,  21  cases;  and  twenty- two 
to  twenty-eight  days,  15  cases.  There  were 
no  patients  who  developed  strictures.  There 
were  no  deaths  in  this  group. 

In  47  cases  classified  as  severe,  the 
duration  of  treatment  was  from  twenty-two 
to  one  hundred  and  sixty-five  days:  twenty  - 
two  to  thirty  days,  11  cases;  thirty  to 
sixty  days,  18  cases;  sixty  to  ninety  days, 
8 cases;  ninety  to  one  hundred  and 
twenty  days,  5 cases;  and  one  hundred  and 
twenty  to  one  hundred  and  sixty-five  days, 
5 cases.  Two  patients  developed  strictures 
in  this  group.  There  were  no  deaths. 

Of  7 cases  classified  as  severe  ulcerative 
esophagitis  with  complications,  4 patients 
died  from  their  complications  early  in  treat- 
ment, and  3 healed  with  stricturing. 

Complications  to  therapy 

Steroid  therapy.  Three  gastric  ulcers 
were  reactivated.  No  other  complications 
to  steroid  therapy  were  encountered. 


Esophagoscopy.  Three  cases  of  in- 
strumental perforation  occurred  and  were 
attributed  to  the  curiosity  necessary  to  the 
investigative  nature  of  this  study.  These 
would  have  been  avoidable  in  the  light  of  our 
present  knowledge  concerning  the  healing 
and  vulnerability  of  the  corroded  esophagus 
under  cortisone  therapy.  None  of  these 
would  have  occurred  if  the  esophagoscope 
had  not  been  passed  beyond  the  first  burned 
area. 


Strictured  cases 

A total  of  5 patients  developed  stric- 
tures. One  patient  left  our  care  and  the 
final  result  is  unknown;  4 remained  and  re- 
quired supplemental  dilation  therapy.  In 
2,  dilation  was  carried  out  with  Plummer- 
Jackson  bougies  over  a swallowed  string  as  a 
guide  line.  In  2 cases,  retrograde  bougienage 
through  a gastrostomy  was  used.  All  4 cases 
had  normal,  healed,  functioning  esophagi 
after  one  to  three  months  of  dilation.  Total 
duration  of  treatment  on  3 of  these  cases 
from  time  of  ingestion  was  six  months.  One 
case,  because  of  severe  psychosis  and  com- 
plications which  caused  delay  in  institution 
of  a program  of  dilation,  was  one  year 
before  a normal  esophagus  was  achieved. 
However,  the  period  of  dilation  necessary 
was  only  one  month. 

Conclusions 

The  described  regimen  of  treatment  in- 
hibits the  degree  of  fibroplasia  so  that 
stricturing  was  avoided  in  95  per  cent 
of  the  patients  treated.  The  strictures 
that  do  occur  are  far  less  dense,  are  more 
pliable,  and  yield  to  dilation  much  more 
readily  than  in  cases  treated  by  other 
methods.  The  time  necessary  for  restor- 
ation of  a functioning,  healed  esophagus 
is  greatly  reduced.  The  healed  esophagus 
that  results  is  more  nearly  normal 
in  appearance  and  functions  with  no 
tendency  to  recurrent  contracture  and 
stenosis.  By  combining  these  treatment 
methods  in  proper  sequence  and  order, 
restoration  of  a normal  esophagus  was 
achieved  in  95  of  96  cases  in  a time  period 
substantially  reduced  from  other  methods 
of  treatment. 
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Summary 

Esophagoscopy  is  necessary  in  all  cases 
with  a history  of  ingestion  of  foreign 
chemical  agents  for  diagnosis,  prognosis, 
and  treatment  follow-up.  Esophagoscopy  is 
safe  provided  the  esophagoscope  is  not  passed 
beyond  the  first  burned  area. 

A regimen  of  treatment,  consisting  of 
administration  of  antibiotics  and  steroids 
and  the  elimination  of  food  by  mouth, 
diminishes  the  production  of  granulation 
tissue  and  promotes  early  healing  with  no 
or  minimal  scarring  and  stricture  formation. 
Of  96  patients  with  corrosive  esophagitis, 
the  esophagus  healed  with  normal  swallow- 
ing function  in  91. 

Strictures  that  occurred  with  this  treat- 
ment are  less  dense,  more  pliable,  and 
yield  more  easily  to  dilation.  Supple- 
mental dilation  therapy  is  not  started 
until  healing  of  the  esophagus  is  complete. 
Four  very  severe  cases  that  formed  some 
degree  of  stricturing  were  dilated.  A 
normal  functioning  esophagus  was  ob- 
tained in  all  4 after  one  to  three  months  of 
dilation. 

References 

1.  Blassingame,  C.  D.,  McArthur,  R.  H.,  and  Atkinson, 

R.  H.:  Ingestion  of  lye,  a serious  problem,  South.  M.  J. 

13:  626  (1947). 

2.  Daly,  J.  F.:  The  early  management  of  corrosive 

bums  of  the  esophagus,  S.  Clin.  North  America  34:  343  (Apr.) 
1954. 

3.  Daly,  J.  F.,  and  Cardona,  J.  C.:  Corrosive  esopha- 


Whither the  itch? 

The  New  York  Herald  Tribune,  commenting 
on  a statement  by  a physician  at  the  recent 
American  Medical  Association  meeting  in  San 
Francisco,  produced  the  following  editorial, 
which  we  pass  on  to  our  readers: 

“A  West  Coast  dermatologist  has  just  shaken 
us  to  attention  by  telling  the  American  Medical 
Association  that  medical  literature  has  no  an- 


gitis, Am.  J.  Surg.  93:  242  (Feb.)  1957. 

4.  Idem:  Acute  corrosive  esophagitis,  A.M.A.  Arch. 

Otolaryng.  74:  629  (Dec.)  1961. 

5.  Salzer,  H.:  Early  treatment  of  corrosive  esophagitis, 

Wien.  klin.  Wchnschr.  33:  307  (1920). 

6.  Bokay,  J.:  Salzer’s  treatment  of  lye  poisoning,  ibid. 

37:  282  (1924). 

7.  Alford,  B.  R.  and  Harris.  H.  H.:  Chemical  burns 

of  the  mouth,  pharynx  and  esophagus,  Ann.  Otol.  Rhin.  & 
Laryng.  68:  122  (Mar.)  1959. 

8.  Krey,  H.:  On  the  treatment  of  corrosive  lesions  in 

the  oesophagus;  an  experimental  study,  Acta  oto-laryng. 
supp.  102:  1 (1952). 

9.  Belinoff.  S.:  Treatment  of  corrosive  esophagitis,  in 

Terracol,  J.,  et  al.:  Les  Maladies  de  l’oesophage,  Paris, 

Masson  & Cie,  1958. 

10.  Bosher,  L.  W.,  Jr.,  Burford,  T.  H.,  and  Ackerman,  L.: 
The  pathology  of  experimentally  produced  lye  burns  and 
strictures  <t>f  the  esophagus,  J.  Thoracic  Surg.  21:  483  (1951). 

11.  Kiviranta,  U.:  Korrosion  des  Oesophagus  and  des 

Ventrikels,  Acta  oto-laryng.  supp.  81:  1 (1949). 

12.  Spain,  D.  M.,  Molomut,  N.,  and  Haber,  A.:  Biologi- 

cal studies  of  cortisone  in  mice,  Science  112:  335  (1950). 

13.  Martin,  J.  M.,  and  Arena,  J.  M.:  Lye  poisoning  and 

stricture  of  the  esophagus,  South.  M.  J.  32:  286  (1939). 

14.  Gellis,  S.  S.,  and  Holt,  L.  E.:  The  treatment  of  lye 

ingestion  by  the  Salzer  method,  Ann.  Otol.  Rhin.  & Laryng. 
51:  1086  (1942). 

15.  Rosenberg,  N.,  Kunderman,  P.  J.,  Vroman,  L.,  and 

Moolten,  S.  E.:  Prevention  of  experimental  lye  strictures  of 

esophagus  by  cortisone,  A.M.A.  Arch.  Surg.  63:  147  (1951). 

16.  Idem:  Prevention  of  experimental  esophageal  stric- 

ture by  cortisone,  ibid.  66:  593  (1953). 

17.  Weisskopf,  A.:  Effects  of  cortisone  on  experimental 

lye  burn  of  the  esophagus,  Ann.  Otol.  Rhin.  & Laryng.  61: 
681  (1952). 

18.  Floberg,  L.  E.,  and  Koch,  H.:  The  effect  of  cortisone 

on  the  scarification  in  corrosive  lesions  of  the  esophagus,  Acta 
oto-laryng.  supp.  109:  33  (1953). 

19.  Aubin:  [Burns  of  the  esophagus],  Ann.  oto-laryng. 

72:  200  (1955)  (Fr.). 

20.  Renault,  M.:  Oesophagite  corrosive  aigue  et  corti- 
sone: A propos  de  deux  cas  (projections),  ibid.  72:  446 

(1955). 

21.  Despons,  J.,  and  Le  Bihan,  J.  B.:  Indications  de  la 

cortisone  dans  l’oesophagite  corrosive  aigue,  Rev.  laryng.  77 : 
1055  (1956). 

22.  Ray,  E.  S.,  and  Morgan,  D.  L.:  Cortisone  therapy  of 

lye  burns  of  the  esophagus,  J.  Pediat.  49:  394  (1956). 

23.  DesPortes,  W.,  and  Ray,  E.  S.:  Lye  burns  of  the 

esophagus  treated  with  steroid  therapy:  rupture  of  esophagus 
following  bougienage,  A.M.A.  Arch.  Otolaryng.  70:  130 
(July)  1959. 


swer  to  what  must  be  one  of  man’s  eternal 
questions:  ‘What  becomes  of  an  itch  when  it  is 
scratched?’ 

“What,  indeed?  We’d  been  so  bound  up  with 
Cyprus,  Southeast  Asia,  the  Poverty  War, 
civil  rights  and  Sen.  Goldwater  that  we’d  for- 
gotten to  wonder.  About  all  we  can  suggest  is 
that  it  goes  the  way  of  good  intentions,  New 
Year’s  resolutions  and  campaign  promises — 
which  means  that  it  simply  vanishes,  leaving  a 
great  feeling  of  relief.” 
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Carcinoid  heart  disease  has  only  lately 
been  recognized  as  a clinical  syndrome. 
Isler  and  Hedinger,  as  recently  as  1953, 1 
were  the  first  to  suggest  this  new  syndrome  of 
chronic,  fibrotic  endocarditis  of  the  right 
side  of  the  heart  in  association  with  me- 
tastasizing carcinoid  tumors. 

Prior  to  these  reports,  several  case 
studies  were  described  of  right  heart  val- 
vular lesions  as  complicating  factors  of 
carcinoid  tumor  of  the  intestine  with 
metastases  to  the  liver,  but  the  carcinoid 
tumor  had  never  been  implicated  as  the 
causative  factor.2-4 

To  date,  there  have  been  excellent 
clinical  reports  of  carcinoid  heart  disease,5-9 
but  to  our  knowledge,  none  from  the 
roentgenologic  point  of  view.  The  diagnosis 
of  tricuspid  stenosis  and  pulmonic  stenosis 
in  association  with  metastasizing  carcinoid 
tumors  is  of  more  than  academic  interest 
since  the  cardiac  disease  is  progressive  and 
may  eventually  lead  to  the  patient’s  demise. 
The  diagnosis  of  tricuspid  stenosis  may  be 
overlooked  very  readily,  even  during  venous 
heart  catheterizations, 10  unless  it  is  thought 
of  specifically.  Angiographic  visualiza- 
tion of  a thickened  and  stenotic  tricuspid 


valve  is  also  rather  unusual,  particularly 
in  the  adult. 

Clinicopathologic  features 

Carcinoid  tumors  are  not  common,  and 
their  association  with  the  carcinoid  syn- 
drome is  even  more  rare.  A review  of  the 
records  of  over  21,000  postmortem  ex- 
aminations, performed  at  Strong  Memorial 
Hospital  since  1925,  revealed  13  cases  of 
carcinoid  tumor  of  the  ileum  with  metastases 
to  the  liver.  Three  patients  of  this  group 
exhibited  the  typical  carcinoid  syndrome 
with  tricuspid  and  pulmonic  valvular  lesions. 
The  clinical  and  surgical  records  of  the  same 
hospital  were  not  perused.  The  sex  dis- 
tribution was  about  equal,  which  cor- 
responds to  other  reports.11 

The  release  of  excess  serotonin  into  the 
circulation  is  considered  one  of  the  chief 
causes  of  the  clinical  manifestations  of  the 
carcinoid  syndrome.  Excess  serotonin  pro- 
duction actually  indicates  a disturbance 
in  the  normal  catabolism  of  tryptophan  with 
resultant  protein  and  vitamin  deficiencies.12 

The  fully  developed  carcinoid  syndrome 
consists  of  gastrointestinal  disturbances 
manifested  by  abdominal  pain  and  diar- 
rhea; cutaneous  vasomotor  disturbances 
consisting  of  paroxysmal  erythematous  and 
violaceous  facial  flushes;  bronchoconstrictive 
episodes  causing  asthma-like  wheezing;  and 
right-sided  heart  changes  of  chiefly  tri- 
cuspid and  pulmonary  valve  lesions. 

The  deformity  and  thickening  of  both 
valves  arise  mostly  from  a reticulocollagen 
deposit  on  the  endocardium  rather  than  an 
intrinsic  change,  as  with  rheumatic  fever.13 
Since  this  fibrotic  process  also  involves  the 
chordae  which  then  shorten,  tricuspid  val- 
vular insufficiency  may  be  more  frequent 
than  stenosis.  The  endocardium  is  also 
usually  involved. 

The  pulmonary  valve  deformity  is  usually 
severe.  Subsequent  changes  of  right  atrial 
dilation  and  right  ventricular  hypertrophy 
are  to  be  expected  as  the  disease  advances 
and  may  contribute  toward  a relative 
tricuspid  insufficiency.  Eventually,  failure 
of  the  right  side  of  the  heart  may  develop. 
It  is  believed  that  in  the  majority  of  cases 
the  cardiac  changes  are  late  manifestations 
and  therefore  are  not  found  in  patients  in 
whom  the  condition  is  recognized  early. 14 

The  left  side  of  the  heart,  when  it  is 
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FIGURE  1.  Posteroanterior  radiograph  showing 
moderate  generalized  cardiomegaly  with  left  ven- 
tricular preponderance.  There  is  barium  in  eso- 
phagus. Right  cardiac  contour  is  not  particularly 
prominent. 

exposed  to  a sufficient  amount  of  serotonin, 
also  may  exhibit  the  previously  described 
valvular  and  endocardial  changes. 15 


carcinoid  heart  disease  is  a recently 
described  clinical  syndrome.  There  is  an 
absence  of  pathognomonic  roentgenographic 
signs.  Cardiac  changes  usually  are  late 
manifestations  and  consist  chiefly  of  tricuspid 
and  pulmonary  valve  lesions.  Intravenous 
angiocardiography,  if  clinically  indicated, 
should  provide  adequate  visualization  of  the 
valves  and  chambers  of  the  right  side  of  the 
heart.  The  left  posterior  oblique  position  is 
preferable. 


also  allows  for  concomitant  visualization 
of  the  pulmonic  valve  area.  Intravenous 
angiocardiography  or  direct  injection  of 
contrast  material  into  the  right  atrium  by  a 
pressure  injector  capable  of  introducing  at 
least  25  cc.  per  second  of  the  more  concen- 
trated media  would  be  the  method  of 
choice.  Serial  rapid  film  exposures  of 
approximately  4 to  6 films  per  second  to 
span  3 to  4 cardiac  cycles  should  suffice. 
Simultaneous  biplane  serial  anteroposterior 
and  lateral  exposures  have  also  been  rec- 
ommended for  visualization  of  the  tri- 
cuspid valve  in  angiocardiography  of  the 
right  side  of  the  heart.16 


Roentgenographic  findings 


Case  report 


There  are  no  specific  cardiac  roentgen 
characteristics  by  which  this  syndrome  can 
be  diagnosed.  Routine  radiographs  of  the 
chest  may  show  changes  of  the  cardiac 
silhouette  due  to  enlargement  of  the  right 
atrium  and  ventricle  if  the  valves  of  the 
right  side  of  the  heart  and  endocardium 
have  been  involved  in  the  disease  process. 
Without  valvular  involvement  the  cardiac 
contour  would  likely  be  normal.  As  the 
disease  progresses,  the  right  side  of  the 
heart  may  enlarge  further  and  congestive 
changes  may  appear.  Calcification  in- 
volving any  of  the  diseased  valves  has  not 
been  reported. 

The  angiographic  findings  may  pinpoint 
the  pathologic  anatomy,  for  example,  the 
pulmonic  valvular  stenosis.  Tricuspid  val- 
vular thickening,  fixation,  or  doming,  all 
indicating  stenosis,  may  be  missed  unless 
the  patient  is  placed  properly  in  a right 
anterior  oblique  position  so  as  to  view  the 
tricuspid  valve  tangentially.  This  position 

September 


A forty-eight-year-old  white  man  enjoyed  ex- 
cellent health  until  1947,  at  thirty-two  years  of 
age,  when  episodes  of  intermittent  abdominal 
pain  began  to  occur.  These  continued  until  1955 
when  an  exploratory  laparotomy  revealed  a 
small  carcinoid  tumor  of  the  midileum  causing 
intermittent  obstruction.  Involvement  of 
lymph  nodes  and  adjacent  mesenteric  spread 
were  noted,  but  no  visible  metastases  to  the 
liver.  An  ileal  segment  resection  was  done. 

In  1958,  dyspnea  on  exertion  began  which 
gradually  worsened  during  the  next  years. 
Daily  episodes  of  facial  “flushes”  began,  lasting 
several  minutes,  as  well  as  increasing  frequency 
of  bowel  movements.  Heart  murmurs  over  the 
apex  and  pulmonic  valve  regions  were  first 
noted. 

A physical  examination  during  his  most  recent 
hospital  admission  in  1963  (age  forty-eight) 
showed  the  patient  to  be  well  developed  and  in 
no  acute  distress.  His  skin  color  was  normal 
during  the  beginning  of  the  examination.  To- 
ward the  end  of  the  examination,  a reddish- 
purple  hue  of  the  skin  of  the  face  and  upper  neck 
appeared  with  no  apparent  change  in  the  pa- 
tient’s clinical  status.  The  neck  veins  were  dis- 
tended. A distinctive,  but  low  venous  A wave 
was  noted.  The  heart  was  enlarged.  A Grade 
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FIGURE  2.  (A)  Left  posterior  oblique  angiocardiograph  after  injection  of  contrast  material  showing  opaci- 
fication of  both  right  atrium  and  right  ventricle  during  atrial  systole.  Pulmonary  valve  leaflets  are  domed 
(large  arrow).  Tricuspid  orifice  is  open,  but  two  valve  leaflets  are  visible  (2  small  arrows)  and  therefore 
thickened.  (B)  Radiograph  somewhat  later,  showing  less  opacification  of  chambers.  Thin,  curved,  lucent 
line  (arrow)  may  represent  partial  visualization  of  closed  tricuspid  valve  during  ventricular  systole. 


Ill  systolic  murmur  was  heard  over  the 
entire  precordium  but  loudest  at  the  apex  and 
lower  sternum.  The  second  pulmonic  sound 
was  somewhat  louder  than  the  aortic.  At  the 
apex,  there  was  a low-pitched,  rumbling, 
diastolic  murmur  which  was  initiated  by  the 
third  heart  sound.  The  liver  was  palpable  1 
inch  below  the  right  costal  margin,  with  no 
nodules  or  pulsations.  The  white  blood  cell 
count  was  9,000  cells  per  cubic  millimeter  with  a 
normal  differential;  the  hematocrit  was  47,  and 
serum  electrolyte  values  were  normal.  There 
was  an  elevated  blood  uric  acid  content,  as  sev- 
eral determinations  ranged  between  7 and  9 mg. 
per  100  ml.  All  urinalyses  showed  normal  find- 
ings. 

The  patient’s  blood  pressure  ranged  near 
160/100  mm.  Hg.  An  electrocardiographic  ex- 
amination revealed  a sinus  rhythm  of  60  per  min- 
ute with  frequent  premature  atrial  contractions. 
Left  ventricular  hypertrophy  was  also  noted. 
Chest  radiographs  revealed  a moderate  general- 
ized cardiomegaly  with  left  ventricular  prepon- 
derance (Fig.  1). 

In  view  of  the  conflicting  findings  of  left-sided 
heart  enlargement  in  the  presence  of  metastasiz- 
ing carcinoid,  a cardiac  catheterization  was  per- 
formed and  followed  by  an  angiocardiographic 
examination. 

During  catheterization  of  the  right  side  of  the 
heart,  difficulty  was  noted  in  traversing  the  tri- 
cuspid orifice  from  the  atrium  into  the  ventricle. 
A systolic  pressure  gradient  was  recorded  during 
pullback  of  the  catheter  from  the  pulmonary 
artery  to  the  main  right  ventricle.  On  further 
withdrawal  of  the  catheter,  a diastolic  pressure 
gradient  was  encountered  across  the  tricuspid 


valve.  There  was  no  evidence  of  an  intracardiac 
shunt.  The  cardiac  output  and  stroke  volume 
were  subnormal.  Approximate  estimation  of 
pulmonary  and  tricuspid  valve  areas  was  0.6 
cm.2  and  1.3  cm.3  respectively,  which  are  below 
normal. 

The  angiocardiogram  was  performed  with  the 
patient  supine  and  rotated  45  degrees  into  the 
left  posterior  oblique  position.  Fifty  cc.  of 
75  per  cent  sodium  diatrizoate  (Hypaque  so- 
dium) were  injected  within  1.75  seconds  into  the 
right  atrium  through  a Brockenbrough  catheter. 

Figure  2 A,  during  atrial  systole,  demonstrates 
the  thickened,  open  tricuspid  valve  leaflets.  The 
fact  that  we  can  see  the  valve  leaflets  at  all  indi- 
cates their  thickening.  The  thin,  curved,  lucent 
line  of  Fig.  2B  may  represent  partial  visualiza- 
tion of  the  closed  tricuspid  valve  during  ventric- 
ular systole.  However,  the  atrioventricular  bor- 
der may  not  be  quite  in  true  profile  since  a tuft  of 
contrast  material  within  the  right  ventricular 
cavity  is  projected  to  the  right  of  this  border. 
The  right  atrium  is  very  dilated,  and  the  right 
ventricle  is  diffusely  hypertrophied  and  dilated. 
The  pulmonary  valves  are  domed,  fixed,  and 
also  thickened  (Fig.  2A),  and  there  is  a mild 
post-stenotic  dilation  of  the  main  pulmonary  ar- 
tery, indicating  a hemodynamically  significant 
pulmonary  valve  stenosis. 


Comment 

The  relationship  between  malignant  car- 
cinoid and  various  systemic  changes  is 
well  known  to  most  clinicians.  The  in- 
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testinal  carcinoid  tumors  are  often  very 
readily  demonstrated  by  barium  studies  of 
the  colon  and  small  bowel,  but  the  radiol- 
ogist should  also  keep  in  mind  the  car- 
cinoid heart  disease  syndrome  despite  the 
absence  of  pathognomonic  roentgeno graphic 
signs.  By  so  doing,  he  may  be  instru- 
mental in  discovering  and  focusing  attention 
on  the  cardiovascular  changes,  particularly 
when  right-sided  heart  enlargement  occurs. 

Angiocardiography  is  not  necessarily  in- 
dicated since  surgery  would  probably  not 
be  contemplated  for  most  cases.  The 
cardiac  changes  are  usually  late  manifesta- 
tions of  the  syndrome  and  may  not  be 
present  in  patients  in  whom  the  condition 
is  recognized  early.14  Intravenous  angio- 
cardiography should  provide  adequate  vis- 
ualization of  the  valves  and  chambers 
of  the  right  side  of  the  heart,  if  this  procedure 
is  clinically  indicated.  We  have  found  the 
left  posterior  oblique  position  to  be  most 
helpful  in  this  regard. 

Summary 

Carcinoid  heart  disease  is  a recently 
described  clinical  syndrome.  The  clinical, 
pathologic,  and  roentgeno  graphic  features 
of  this  syndrome  have  been  discussed. 
An  unusual  angiocardiographic  finding  of 
visualization  of  a thickened  and  stenotic 
tricuspid  valve  has  been  described. 

260  Crittenden  Boulevard, 
Rochester  20 
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Alterations  in  mortality  pattern 

The  diabetic  death  rate  for  females  in  the 
forty-five  through  fifty-four  age  group  ap- 
parently is  leveling  off,  but  the  death  rate  for 
males  in  this  bracket  is  increasing.  Also,  the 
deaths  due  to  diabetes  in  the  nonwhite  popula- 
tion over  fifty-five  years  of  age  are  definitely  on 
the  increase.  Emerging  as  an  important  in- 
fluence on  mortality  trends  are  the  broncho- 
pulmonary diseases.  The  death  rates  for  dis- 
eases of  the  respiratory  system  (excluding  in- 
fluenza and  pneumonia)  are  rising  at  an  ac- 
celerated rate  in  the  older  age  groups,  and  this 
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applies  particularly  to  men. 

In  comparison  with  the  outlook  for  life  ex- 
pectancy of  women,  the  future  course  of  mortal- 
ity of  males  in  the  United  States  does  not  have 
a favorable  prognosis,  especially  for  those  of  the 
white  race.  Formerly,  there  were  two  major 
diseases  in  which  the  male  enjoyed  an  advantage 
over  the  female:  diabetes  and  malignant  neo- 
plasms. Now  this  trend  also  has  changed. 
The  U.S.  Department  of  Health,  Education,  and 
Welfare,  Public  Health  Service  points  out  that 
in  virtually  every  disease  category  the  death 
rate  for  males  is  higher;  also  the  rate  for  females 
is  still  declining,  whereas  among  males  it  either 
is  not  declining  at  all  or  else  at  a slower  rate 
than  that  for  females. 
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Short-  and  Long-Term 
Effects  of 
Homochlorcyclizine 
in  Chronic  Bronchial 
Asthma 
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Brooklyn,  New  York 
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Beth-EI  Hospital 

In  the  course  of  years,  many  drugs  have 
been  introduced  to  relieve  bronchospasm  in 
both  acute  and  chronic  cases  of  bronchial 
asthma.  These  drugs  included  xanthines, 
sympathomimetics,  sedatives,  antihis- 
tamines, and  anticholinergics.  There  is  a 
general  feeling  that  antihistamines  are  of  no 
value  in  the  treatment  of  bronchial  asthma. 
However,  in  our  experience,  the  anti- 
histamines, when  inhaled  as  an  aerosol  spray, 
are  especially  useful  when  the  sputum  shows 
a high  concentration  of  eosinophils.  Never- 
theless, the  popularity  of  the  various  newly 
introduced  drugs  tends  to  subside  when 
further  experience  reveals  their  limitations. 
Although  certain  drugs  continue  to  be  used 
in  the  acute  stage  of  bronchial  asthma,  no 
single  drug  has  been  developed  that  provides 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Allergy,  May  15,  1963. 


continuous  control  in  the  chronic  asthmatic 
patient. 

This  is  a report  of  a three-year  study  of 
the  long-  and  short-term  effects  of  homo- 
chlorcyclizine (SA-97)*  in  patients  suf- 
fering from  chronic  bronchial  asthma. 
From  a study  of  the  pharmacologic 
properties  of  this  drug,  Kimura,  Young,  and 
Richards1  found  that  the  drug  had  anti- 
histamine, antiserotonin,  antianaphylactic 
(animal),  anti-SRA  (slow-reacting  sub- 
stance), and  antiacetylcholine  properties,  as 
well  as  bronchodilator  activity.  Sympto- 
matic improvement  following  clinical  use  of 
the  drug  is  difficult  to  ascribe  to  all  these 
properties.  The  opinion  has  been  expressed 
that  the  good  results  obtained  are  due  to  its 
antagonism  to  SR  A. 2 Kimura,  Young,  and 
Richards1  concluded  that  the  therapeutic 
use  of  homochlorcyclizine  in  clinical  allergy 
is  based  both  on  its  bronchodilator  activity 
and  its  antagonistic  action  toward  serotonin, 
histamine,  acetylcholine,  and  SRA. 

Method 

Homochlorcyclizine  was  administered  to 
patients  who  had  failed  to  show  sufficient 
improvement  in  our  hands  with  both  specific 
and  symptomatic  therapy  and  to  patients 
who  had  been  treated  elsewhere  over  a 
period  of  years  without  relief  of  their 
bronchial  asthma.  All  patients  were  tested 
for  food  and  inhalant  sensitivities.  Through- 
out this  study  they  were  placed  on  elimina- 
tion diets  and  treated  with  hyposensitization 
injections  of  the  necessary  allergens.  Each 
patient  received  a supply  of  25-mg.  tablets 
and  was  instructed  to  take  one  tablet  at 
bedtime.  Other  medication  was  limited  to 
iodides,  but  acute  attacks  were  treated 
either  in  the  emergency  room  of  the  hospital 
or  at  home.  In  20  cases  a placebo  was 
alternated  with  the  drug  at  weekly  intervals, 
the  identity  of  each  tablet  being  unknown  to 
the  patient  and  the  investigator  alike. 

After  this  preliminary  study  the  placebo 
was  eliminated,  and  long-term  therapy  was 
continued  with  the  drug  alone.  The  results 
were  graded  “excellent,”  “improved,”  or 
“poor”  by  patient  observation,  both  sub- 
jective and  objective.  Those  who  responded 
favorably  to  short-term  therapy  have  been 
continued  on  long-term  therapy  up  to  the 

* Supplied  through  the  courtesy  of  Samuel  J.  Anderson, 
Abbott  Laboratories,  North  Chicago,  Illinois. 
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a study  was  made  of  the  effectiveness  of 
homochlorcyclizine  ( SA-97 ) in  treatment  of 
chronic  bronchial  asthma.  Of  70  patients 
treated  over  a short-term  period,  58  obtained 
beneficial  effects,  although  the  drug  was  of  no 
value  in  treatment  of  acute  attacks.  The  side- 
effects  were  negligible.  Twenty-four  of  the 
patients  continued  to  receive  the  drug  over  a 
three-year  period  and  remained  greatly  im- 
proved. 


present  time.  In  the  course  of  this  study, 
new  patients  who  joined  the  study  and  who 
were  benefited  with  the  short-term  therapy 
were  then  continued  on  long-term  therapy. 
Short-term  therapy  usually  lasted  about  six 
weeks.  Patients  in  whom  results  were  un- 
successful were  dropped  from  the  study. 
Those  who  were  benefited  continued  to 
receive  a further  supply  of  the  drug. 

Results 

In  all,  70  patients  with  bronchial  asthma 
were  treated  over  the  short-term  period. 
Of  this  number  46,  or  66  per  cent,  had 
excellent  results;  17,  or  24  per  cent,  reported 
improvement  over  the  results  with  previous 
medication;  and  7,  or  10  per  cent,  were  not 
benefited  at  all  or  felt  no  better  than  with 
previous  medication.  Some  patients  with 
severe  asthma  were  almost  completely 
relieved  except  for  attacks  complicating 
acute  upper  respiratory  infections. 

A placebo,  alternating  with  the  drug,  was 
given  to  20  patients  at  weekly  intervals. 
Of  these,  15  showed  no  response  to  the 
placebo,  or  were  worse  when  on  the  placebo, 
but  responded  therapeutically  to  the  drug 
under  study.  There  was  improvement  in  5 
patients  while  on  the  placebo;  2 of  these 
patients  did  well  on  the  placebo  but  did  not 
respond  to  the  drug,  and  in  3 patients  the 
results  were  as  good  as  or  better  than  with 
the  drug. 

Side-reactions  to  the  drug  were  reported 
by  7 patients.  The  side-effects  included 
dizziness  in  4 and  itching  of  the  body,  weak- 
ness, faintness,  depression,  and  lack  of 
coordination  in  1 each.  Several  side-effects 
occurred  in  1 patient,  and  another,  who  had 
shown  some  improvement  with  other 
medication,  felt  dopey  and  groggy  so  that  he 
could  not  work,  and  the  drug  was  dis- 
continued. In  only  1 other  case  was  it 
necessary  to  stop  the  drug  because  of  the 
severity  of  side-effects.  These  cleared  im- 
mediately on  withdrawal  of  the  medication. 
In  spite  of  mild  side-effects  3 patients  had 
excellent  results  when  they  continued  to 
take  the  drug;  2 patients  who  had  side- 
effects  obtained  a poor  therapeutic  response. 

The  effects  of  short-term  therapy  with 
homochlorcyclizine  were  studied  at  an  out- 
patient clinic  in  33  of  the  patients.  The  re- 
maining 37  were  private  patients,  and  of 
these,  24  continued  to  receive  the  drug  over 


a three-year  period.  Of  those  who  did  not 
continue  beyond  the  period  of  short-term 
therapy,  the  results  were  poor  in  5 patients; 
3 were  not  sufficiently  improved,  and  5 
others  withdrew  from  the  study.  The  24 
patients  who  were  continued  in  the  study 
for  long-term  therapy  were  sufficiently 
improved  to  warrant  continuance  of  the 
drug,  often  at  their  own  request.  Two  who 
originally  reported  poor  results  later  re- 
sumed therapy  and  are  still  taking  the  drug 
with  good  results.  All  patients  on  long- 
term therapy  are  considered  greatly  im- 
proved and  are  doing  well  on  one  tablet 
daily. 

Comment 

In  our  group  of  70  patients,  homochlor- 
cyclizine has  proved  to  be  superior  to  other 
drugs  in  the  treatment  of  chronic  bronchial 
asthma.  It  apparently  was  of  no  value  in 
the  treatment  of  the  acute  attack.  Of  the 
70  patients  63,  or  90  per  cent,  responded 
with  beneficial  results  during  short-term 
therapy.  These  results  were  checked  by 
placebo  therapy  in  20  patients.  In  15  of 
these  the  placebo  gave  no  relief,  and  the 
patients  were  worse  than  on  the  drug 
therapy.  In  5 cases  the  patients  responded 
to  the  placebo  with  good  results.  Since  this 
drug  has  been  shown  to  have  an  antagonistic 
action  against  antihistamines,  serotonin, 
acetylcholine,  and  SRA,  the  exact  mecha- 
nism is  still  in  doubt.  According  to 
Brocklehurst, 3 the  drug  is  antagonistic  to 
SRA,  and  it  was  suggested  that  this  may 
explain  its  beneficial  action  in  these  cases. 
More  study  is  necessary  to  explain  its 
beneficial  effect  in  chronic  asthma.  Our 
results  indicate  it  is  an  excellent  drug  for  the 
treatment  of  this  disorder. 
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Summary 

Homochlorcyclizine  has  been  shown  to 
produce  beneficial  effects  in  the  treatment 
of  chronic  bronchial  asthma.  It  was  superior 
to  other  antiasthmatic  remedies  in  the 
short-term  therapy  of  63  out  of  70  patients 
studied.  The  side-effects  were  negligible. 
In  resistant  cases  of  chronic  asthma,  pro- 
longed steroid  therapy  may  be  avoided  by 
its  use. 


Hypertension  drug  unmasks 
underlying  lupus 

Four  Mayo  Clinic  physicians  have  developed 
the  thesis  that  hydralazine,  a widely-used  drug 
to  combat  high  blood  pressure,  in  some  in- 
stances “unmasks”  latent  evidence  of  pre- 
existing systemic  lupus  erythematosus  (S.L.E.). 

For  several  years,  a bizarre  phenomenon  had 
been  noted  by  many  scientists:  hydralazine, 

while  beneficial  in  the  treatment  of  hypertension, 
nevertheless  seemed  to  activate  the  develop- 
ment of  a disease  bearing  a strong  resemblance 
to  S.L.E.  This  came  to  be  known  as  the 
“hydralazine  syndrome.”  The  Mayo  Clinic 
team,  consisting  of  Drs.  D.  Alarcon-Segovia, 
J.  W.  Worthington,  L.  E.  Ward,  and  K.  G. 
Wakim,  reported  recently  to  the  annual  scientific 
session  of  the  American  Rheumatism  Associa- 
tion, that  a “lupus  diathesis  (or  predisposition) 
antedates  the  appearance  of  the  hydralazine 
syndrome  and  that  the  manifestations  of  the 
syndrome  frequently  persist  upon  discontinua- 
tion of  the  drug.” 

S.L.E.  is  believed  to  be  a complex  autoim- 
mune disorder,  with  irregular  involvement  of 
various  constituents  of  the  blood  and  small 
blood  vessels.  Involvement  at  the  beginning 
may  be  limited  to  one  tissue,  one  organ,  or  one 
blood  cell  constituent,  with  progressively  greater 
involvement.  Finally,  there  may  occur  a 
widespread  generalized  disease,  occasionally 
fatal  due  to  severe  kidney  disease. 

The  history  of  50  patients  with  hydralazine 
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syndrome  were  studied  and  particular  atten- 
tion paid  to  both  the  possible  manifestations  of 
an  antedating  lupus  diathesis  and  of  persistence 
of  their  manifestations  after  discontinuation  of 
the  drug.  They  then  compared  these  findings 
with  those  encountered  in  100  hypertensive 
patients  acting  as  controls. 

The  physicians  found  clinical  and  laboratory 
evidence  of  a “lupus  diathesis”  in  74  per  cent  of 
the  50  patients,  while  a similar  history  was 
present  in  only  20  of  the  100  controls  with  hy- 
pertension. They  found  further  that  the  hy- 
dralazine syndrome  is  usually  not  fully  reversible 
as  previously  believed.  In  addition,  the  authors 
of  the  report  expressed  the  suspicion  that  the 
lupus  diathesis  may  occur  on  a genetic  basis. 
In  34  per  cent  of  the  50  patients  they  found  a 
family  history  of  possible  pertinence,  while 
only  8 of  the  100  controls  showed  such  histories. 

In  conclusion,  the  Mayo  physicians  stated: 
“On  the  basis  of  our  findings  we  postulate  that 
the  hydralazine  syndrome  develops  in  patients 
who  have  an  underlying  lupus  diathesis  that  is 
uncovered  by  the  drug.  Inasmuch  as  it  is 
reported  that  8 to  13  per  cent  of  hypertensive 
patients  treated  with  high  doses  of  hydralazine 
develop  the  syndrome,  it  is  probable  that  the 
lupus  diathesis  is  present  in  a similar  percentage 
of  hypertensive  patients  and  perhaps  of  the 
general  population.  The  magnitude  of  these 
figures  has  served  in  the  past  as  an  argument 
against  the  idea  that  underlying  lupus  is  un- 
masked by  hydralazine.  We  believe  that  our 
findings  suggest  a new  perspective  in  regard  to 
the  prevalence  of  the  predisposition  to  develop 
lupus  erythematosus.” 
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Nausea,  Vomiting,  Weakness, 
and  Cardiac  Arrhythmia 


Case  history 

J.  Higby  Farthingtrout,  M.D.:  A 

seventy -six-year-old  white  male  was  first 
admitted  to  Wonderland  Hospital  in 
October,  1963,  because  of  nausea,  vomiting, 
and  severe  weakness  of  several  hours  dura- 
tion. He  claimed  to  have  been  in  good 
health  until  May,  1963,  when  he  contracted 
“viral  pneumonia.”  Following  this  illness 
he  felt  weak  and  gradually  lost  30  pounds. 
He  denied  any  history  of  chest  pain,  hyper- 
tension, diabetes,  jaundice,  syphilis,  or 
allergy.  He  had  had  no  previous  operations. 
He  denied  drinking  but  admitted  to  moder- 
ate smoking. 

Physical  examination  revealed  an  elderly 
man  appearing  chronically  ill  and  in  moder- 
ate distress.  The  temperature  was  98.6  F., 
pulse  150  and  irregular,  respirations  20,  and 
blood  pressure  140/90.  No  lesions  were 
found  in  the  head,  eyes,  ears,  nose,  and 
throat.  The  neck  veins  were  slightly  dis- 
tended; the  carotid  pulses  were  strong,  and 
the  hepato jugular  reflux  was  negative.  The 
chest  expanded  symmetrically,  and  there 
were  a few  moist  rales  at  the  bases  of  both 
lungs.  The  heart  was  enlarged  to  percussion 
with  the  maximal  impulse  being  felt  in  the 
seventh  in  ter  costed  space  3 cm.  to  the  left  of 
the  mid  clavicular  line.  The  cardiac  rhythm 
was  grossly  irregular,  and  there  was  an  apical 
thrill,  but  no  murmurs  were  heard.  The 
aortic  second  sound  was  distinct  and  louder 
than  the  pulmonic  second  sound.  The 
abdomen  was  soft,  and  no  abnormal  masses 
were  palpable.  The  liver  was  felt  2 finger- 
breadths  below  the  right  costal  margin;  its 


edge  was  smooth  and  sharp.  There  was  no 
edema  or  cyanosis  of  the  extremities  and  no 
clubbing  of  the  fingers.  The  femoral  pulses 
were  equal  and  described  as  “pistol  shot- 
like.”  Neurologic  examination  was  unre- 
vealing. 

Admission  laboratory  studies  showed  that 
the  urine  had  a specific  gravity  of  1.013,  1 
plus  sugar,  and  a rare  white  blood  cell.  The 
hemoglobin  was  12.8  Gm.  per  100  ml.,  and 
the  white  blood  cell  count  was  10,800  with 
85  per  cent  neutrophils  and  15  per  cent 
lymphocytes.  The  sedimentation  rate  was 
45  mm.  per  hour.  The  blood  sugar  was  102 
mg.  per  100  ml.  and  the  urea  nitrogen  12.5 
mg.  Serum  amylase  was  78  Somogyi  units, 
and  the  SGOT  (serum  glutamic  oxaloacetic 
transaminase)  was  60  units.  Successive 
daily  SGOT  values  were  44,  56,  and  56  units 
over  the  next  three  days.  Serum  electro- 
lytes were  normal.  A VDRL  test  produced 
negative  findings. 

An  electrocardiogram  on  admission  showed 
auricular  fibrillation  with  a ventricular 
response  of  160  per  minute.  X-ray  examina- 
tion of  the  chest  revealed  generalized  cardiac 
enlargement  and  prominence  of  the  perihilar 
markings  consistent  with  congestive  changes 
(Fig.  1).  The  trachea  was  deviated  to  the 
right.  X-ray  examination  of  the  abdomen 
with  the  patient  in  erect  and  recumbent 
positions  showed  no  abnormalities. 

The  patient  was  digitalized  rapidly  with 
lanatoside  C (Cedilanid),  and  the  heart  rate 
slowed  to  100  per  minute  later  that  day,  but 
the  rhythm  remained  irregular,  and  he  con- 
tinued to  complain  of  weakness.  Digi- 
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FIGURE  1.  Chest  roentgenogram  on  admission 
showing  cardiac  enlargement,  pulmonary  conges- 
tion, and  tracheal  deviation  to  the  right. 


talization  was  continued  with  digoxin,  and 
the  following  day  the  pulse  was  86  and 
regular.  The  patient  showed  considerable 
subjective  improvement.  An  electrocardio- 
gram showed  normal  sinus  rhythm  with 
frequent  ventricular  premature  contractions. 
The  lungs  remained  clear,  and  a maintenance 
dose  of  digoxin  0.25  mg.  daily  was  initiated. 
Because  of  premature  ventricular  contrac- 
tion, supplemental  oral  potassium  was  also 
given.  On  the  fifth  hospital  day  the  pulse 
was  found  to  be  irregular,  and  an  electro- 
cardiogram showed  auricular  flutter  at  300 
per  minute  with  a 2:1  and  4:1  auriculo- 
ventricular  response.  Quinidine  was  added 
to  the  regimen,  and  the  auriculo ventricular 
response  became  fixed  at  2 : 1 with  a ventricu- 
lar rate  of  150. 

Two  days  later  the  ventricular  rate  was 
130  and  the  2:1  auriculo  ventricular  block 
persisted.  Quinidine  was  discontinued,  and 
the  dosage  of  digoxin  was  increased  to  0.25 
mg.  three  times  daily.  The  following  day  the 
heart  rate  was  100  and  irregular,  and  the 
patient  was  without  subjective  complaints. 
On  the  ninth  hospital  day  he  suddenly  be- 
came dyspneic,  and  no  pulse  could  be  ob- 
tained. An  emergency  electrocardiogram 
showed  ventricular  fibrillation  followed  by 
ventricular  tachycardia.  Emergency  resus- 


citative  procedures  were  to  no  avail,  and  the 
patient  expired. 

Discussion 

Kurt  Querschnitt,  M.D.:  The  art 

form  of  the  clinicopathologic  conference  is 
prescribed  with  some  rigidity.  It  probably 
derives  from  some  primitive  ritual.  First, 
the  protocol  is  read  by  a high  priest.  Then, 
in  the  second  part,  the  sacrificial  victim, 
known  as  the  clinical  discussor,  intones  an 
elaborate,  partly  improvised  invocation. 
The  first  portion  of  his  dithyramb  is  tradi- 
tionally an  attempt  to  arrive  at  a correct 
differential  diagnosis.  He  may  ask  assist- 
ance from  other  priests,  such  as  the  radiolo- 
gists, the  medicine  men  who  attended  the 
patient  during  his  lifetime,  and  even  mem- 
bers of  the  congregation.  The  second  sec- 
tion of  the  dithyramb  is  a rhapsodic  free 
fantasy  in  which  he  tries  to  relate  the  diag- 
nosis to  larger  problems  in  the  medical 
cosmos.  Members  of  the  congregation  may 
then  add  their  prayers  (or  questions).  If  he 
is  successful,  the  rains  will  fall  gently,  the 
crops  will  be  fertilized,  and  peace  and  plenty 
will  descend.  The  third  major  part  of  the 
service  depends  on  the  success  of  the  second 
part;  it  is  conducted  by  the  high  priest, 
known  as  the  pathologist.  If  the  sacrificial 
victim  has  made  a correct  diagnosis,  the 
pathologist  smiles  benignly  and  utters  a 
brief  paean  of  thanksgiving.  If  the  sacrificial 
victim,  the  discussor,  has  failed  to  please  the 
gods,  the  pathologist  chops  his  head  off 
and  uses  it  for  a burnt  offering.  Brethren, 
let  us  pray  for  the  gentle  rain  and  a correct 
diagnosis. 

The  present  protocol  presents  us  with  the 
story  of  an  elderly  man  with  heart  trouble. 
The  onset  of  his  disease  was  insidious;  he  had 
an  illness  which  he  called  “viral  pneumonia” 
in  May,  but  he  never  regained  his  strength. 
Over  the  summer  he  gradually  lost  30 
pounds  and  became  weak.  Late  in  October 
he  had  an  episode  of  nausea  and  vomiting, 
felt  very  weak,  and  was  admitted  to  the 
hospital.  Given  this  bare  outline,  my  first 
thoughts  are  of  a neoplastic  process,  probably 
an  occult  neoplasm,  since  there  was  no  cough 
or  positive  x-ray  observation  in  the  chest,  no 
grossly  visible  bleeding  from  the  gastroin- 
testinal tract  or  urinary  tract,  no  palpable 
masses  or  lymphadenopathy,  no  hint  of 
prostatic  disease.  Could  he  have  had  any 
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of  such  diverse  neoplasms  as  lymphoma, 
carcinoma  of  the  stomach,  or  carcinoma  of 
the  body  and  tail  of  the  pancreas? 

Clearly,  he  could  have,  but  there  is  no 
positive  evidence  pointing  to  any  of  them. 
Patients  with  lymphoma  are  seen  without 
enlarged  lymph  nodes,  without  masses  that 
can  be  felt  or  demonstrated  by  x-ray,  and 
without  anemia.  However,  such  patients 
are  in  the  distinct  minority  of  the  lymphoma 
group.  Had  not  the  patient  been  so  ill  with 
heart  trouble,  I am  sure  that  an  intravenous 
pyelogram  would  have  been  done  to  see  if  a 
retroperitoneal  mass  was  displacing  the  renal 
outflow  tract.  The  episode  of  nausea  and 
vomiting  points  toward  the  stomach.  It  is 
true  that  certain  cases  of  carcinoma  of  that 
organ  which  are  in  the  process  of  disseminat- 
ing widely,  for  example,  multiple  small 
emboli  in  pulmonary  lymphatics  or  miliary 
spread  in  the  bone  marrow,  can  produce  a 
picture  of  weight  loss  and  weakness  without 
many  positive  physical  findings.  However, 
the  chest  x-ray  film  shows  congestion  without 
a hint  of  lymphatic  permeation  by  tumor, 
and  were  the  bone  marrow  replaced  I would 
not  expect  an  admission  hemoglobin  of 
almost  13  Gm.  There  is  no  upper  gastro- 
intestinal series,  and  I cannot  make  a posi- 
tive diagnosis  of  gastric  cancer  on  the  data 
at  hand.  I shall  exclude  the  possibility  of 
cancer  of  the  body  and  tail  of  the  pancreas 
for  similar  reasons  plus  the  absence  of  an 
epigastric  mass,  pain  in  the  epigastrium,  left 
upper  quadrant  of  the  abdomen,  or  lumbar 
region,  and  the  lack  of  thrombotic  episodes. 

I shall  have  to  direct  my  attention  to 
disease  above  the  diaphragm,  specifically  to 
the  heart,  since  the  lungs  were  always  clear. 
We  have  a seventy-six-year-old  man  with 
cardiac  hypertrophy  and  cardiac  arrhyth- 
mias. Mild  congestive  heart  failure  was 
present  on  entry  but  responded  to  conven- 
tional foxglove  therapy.  He  was  not  hyper- 
tensive, and  there  was  no  azotemia  or  un- 
usual finding  in  the  urine.  I shall  firmly 
exclude  hypertensive  heart  disease.  The 
VDRL  test  result  was  negative,  and  I shall 
exclude  luetic  heart  disease.  I am  some- 
what disturbed  by  the  statement  that  there 
was  an  apical  thrill  but  no  audible  murmur. 
A “thrill”  is  defined  as  a palpable  murmur. 
However,  I shall  construe  the  text  literally 
and  opt  for  no  valvular  disease,  excluding 
rheumatic  heart  disease.  The  absence  of  a 
history  of  rheumatic  fever  and  other  rheu- 


matic stigmata  helps  make  this  impression  a 
bit  firmer.  I shall  also  exclude  congenital 
heart  disease;  developing  in  the  eighth 
decade,  it  cannot  reasonably  be  assigned  to  a 
congenital  malformation.  Even  if  this  were 
endocardial  fibroelastosis  in  an  adult,  it 
would  be  acquired. 

Having  excluded  so  much,  what  remains? 
I think  the  main  differential  diagnosis  rests 
among  three  major  categories:  (1)  arterio- 

sclerotic heart  disease,  (2)  primary  myocar- 
dial disease,  and  (3)  thyroid  heart  disease. 
I shall  exclude  without  comment  such  remote 
possibilities  as  cor  pulmonale,  chronic  con- 
strictive pericarditis,  primary  cardiac  am- 
yloidosis, and  so  forth.  Even  if  the  patient 
had  one  of  these  entities,  I could  not  diagnose 
it  from  the  evidence  at  hand. 

Let  us  consider  arteriosclerotic  heart 
disease.  Almost  any  man  of  seventy-six 
years  has  enough  aortic  and  peripheral 
arteriosclerosis  to  account  for  cardiac  hyper- 
trophy progressing  to  congestive  heart 
failure.  Such  patients  may  even  have  ar- 
rhythmias of  considerable  complexity,  par- 
ticularly when  they  are  admitted  in  failure. 
However,  the  conduction  disturbances 
usually  revert  to  sinus  rhythm  after  conges- 
tive failure  is  controlled,  at  least  for  a while. 
The  evidence  of  the  blood  pressure  is  ambig- 
uous. On  entry  it  was  140/90.  With 
significant  peripheral  arteriosclerotic  disease, 
one  usually  sees  a moderate  systolic  elevation 
and  a wide  pulse  pressure,  say  on  the  order  of 
170/90.  Systolic  pressure  may  fall  when 
congestive  failure  develops,  but  it  usually 
rises  when  failure  is  successfully  treated,  at 
least  for  a while.  Did  his  blood  pressure  rise 
somewhat  on  the  second,  third,  or  fourth 
hospital  days? 

Dr.  Farthingtrout:  No,  it  remained 

fairly  constant  at  about  140/90  on  several 
daily  determinations. 

Dr.  Querschnitt:  Then  I shall  say  that 
although  this  man  had  peripheral  arterio- 
sclerosis compatible  with  his  age,  this  was 
not  the  sole  cause  of  his  cardiac  problem. 
Could  he  have  had  coronary  arteriosclerosis 
with  coronary  heart  disease?  There  is  no 
evidence  of  an  acute  infarct — no  chest  pain, 
not  the  right  electrocardiogram.  How- 
ever, despite  the  negative  history,  he  could 
have  had  a healed  silent  infarct  with  the 
gradual  onset  of  failure.  One  wonders  just 
what  the  “viral  pneumonia”  in  May  was. 
Could  it  have  been  an  attack  of  chest  dis- 
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comfort  and  difficulty  in  breathing?  A 
minor  infarct  may  not  produce  much  in  the 
way  of  subjective  symptoms  and  may  heal 
without  bed  rest,  but  in  such  a patient  one 
would  not  expect  progressive  weight  loss  and 
weakness.  Also,  if  he  had  an  infarct  in  May 
that  was  large  enough  to  produce  serious 
heart  failure  by  October,  there  should  be 
something  more  in  the  way  of  electrocardio- 
graphic findings.  Significantly  absent  is  a 
history  of  anginal  pain  during  this  interval. 
My  feeling  is  that  this  man’s  coronary 
arteries  were  not  very  sclerotic. 

Before  we  consider  primary  myocardial 
disease  versus  thyroid  heart  disease,  let  us 
look  at  the  chest  x-ray  films. 

Mir  Tut  Esweh,  M.D.:  The  chest  film 

(Fig.  1)  was  taken  on  the  day  of  admission 
while  the  patient  was  still  in  cardiac  failure. 
The  heart  is  considerably  enlarged,  the  apex 
extending  almost  to  the  lateral  border  of  the 
chest.  I would  think  that  all  chambers  are 
dilated.  The  aortic  knob  is  prominent  but 
not  calcified.  Pulmonary  vascular  markings 
are  prominent  in  both  lung  fields,  again  con- 
sistent with  congestive  changes.  The 
trachea  is  deviated  to  the  right  for  a distance 
of  about  2 to  3 cm. 

Dr.  Querschnitt:  I take  it  you  agree 

with  me  that  the  pulmonary  changes  do  not 
suggest  lymphatic  permeation  by  cancer. 

Dr.  Esweh:  No,  the  picture  doesn’t 

resemble  that  at  all. 

Dr.  Querschnitt:  What  do  you  think 

might  be  causing  the  trachea  to  deviate? 

Dr.  Esweh:  The  deviation  is  maximal 

between  the  laryngeal  cartilage  and  the 
sternal  notch,  a position  occupied  by  the 
thyroid  gland.  The  most  likely  cause  is 
enlargement  of  the  left  lobe  of  the  thyroid. 

Dr.  Querschnitt:  When  the  patient 

was  examined,  did  anyone  feel  a lump  or 
nodule  in  the  left  lobe  of  the  thyroid? 

Dr.  Farthingtrout:  If  so,  nobody 

bothered  to  record  it.  The  notes  in  the 
chart  relating  to  the  examination  of  the  neck 
mention  distention  of  the  neck  veins  and 
suppleness,  but  not  the  thyroid  gland. 

Dr.  Querschnitt:  The  chest  x-ray  films 

show  no  evidence  of  pulmonary  infarction? 

Dr.  Esweh:  No. 

Dr.  Querschnitt:  During  the  nine  days 

this  man  was  in  the  hospital,  did  he  have  any 
episode  suggesting  pulmonary  infarction  or 
any  other  evidence  of  an  embolic  affair? 

Dr.  Farthingtrout:  No.  He  had 


shifting  arrhythmias  but  no  overt  thrombo- 
embolic phenomena. 

Dr.  Querschnitt:  It  is  always  difficult 

to  exclude  primary  myocardial  disease  in  a 
patient  with  heart  failure  because  the  essence 
of  heart  failure  is  that  the  muscle  is  damaged, 
whether  it  be  the  result  of  acute  anoxia  or 
creeping  fibrosis.  However,  in  this  patient 
I can  see  nothing  to  suggest  an  infectious 
myocarditis,  either  bacterial,  mycotic,  viral, 
or  allergic.  There  is  no  evidence  in  other 
organ  systems  of  systemic  disease,  such  as 
amyloidosis  or  a collagen-vascular  disease. 
So-called  idiopathic  myocardial  hypertrophy 
may  produce  extreme  cardiomegaly  and  a 
rapid,  relentless  picture  of  cardiac  failure  of 
short  duration,  but  it  is  almost  always  ac- 
companied by  embolic  phenomena.  A 
weight  loss  of  30  pounds  raises  the  question 
of  nutritional  myocardial  damage,  but  there 
were  no  signs  of  vitamin  deficiency,  and  I 
cannot  make  a diagnosis  of  beriberi  heart 
disease  or  cardiac  failure  complicating 
pellagra. 

The  striking  feature  of  this  patient’s 
course  was  the  cardiac  arrhythmias  as  shown 
by  the  electrocardiogram.  While  arrhyth- 
mias may  complicate  any  form  of  heart 
disease,  they  are  almost  invariably  present  in 
thyroid  heart  disease.  Taking  into  account 
the  tracheal  deviation,  the  arrhythmias,  the 
fact  that  thyroid  disease  often  presents 
itself  in  a bizarre  fashion  in  elderly  patients, 
especially  in  males,  and  the  failure  of  the 
patient  to  respond  more  than  transiently  to 
digitalis,  quinidine,  and  oral  potassium,  I 
strongly  suspect  that  this  patient  had  thyroid 
heart  disease.  Thyrotoxicosis  would  ac- 
count for  the  30-pound  weight  loss  in  four  or 
five  months.  What  other  evidence  do  we 
have  for  thyrotoxicosis?  There  is  no  men- 
tion of  exophthalmos,  but  I wonder  if  the 
lesser  degrees  of  ocular  involvement  were 
checked  as  minutely  as  I would  now  like  to 
do.  Such  phenomena  as  lid  lag,  widening  of 
the  palpebral  fissure,  and  infrequent  blinking 
when  the  eyes  are  fixed  on  a point  are  often 
not  elicited.  Did  the  patient  have  a warm, 
dry  skin?  Did  he  have  a fine  tremor?  Of 
course,  there  are  many  men  in  their  seventies 
who  have  a warm  dry  skin  and  a fine  tremor 
who  don’t  have  thyrotoxicosis.  None  of 
these  physical  signs  is  sufficient  in  itself. 
One  has  to  look  for  them  to  complete  the 
constellation  of  observed  phenomena  which 
may  be  associated  with  an  entity.  This  is 
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FIGURE  2.  Electrocardiograms.  (A)  On  admission  showing  rapid  irregular  rhythm,  absent  P waves.  (B) 
Day  following  admission.  After  digitalization  regular  sinus  rhythm  was  achieved.  (C)  Prior  to  quinidine 
therapy,  auricular  flutter  at  300  with  variable  4 : 1 and  2 : 1 auriculoventricular  block  developed.  (D)  Following 
quinidine  therapy  the  ventricular  rate  became  150  and  the  auriculoventricular  block  became  fixed  at  2 : 1. 
(Leads  I,  II,  III) 


what  is  known  as  “rounding  out  the  picture.” 
Now  in  this  day  and  age  of  emphasis  on 
laboratory  tests,  I do  not  really  expect  that 
most  physicians,  be  they  residents  or  at- 
tendings,  will  actually  do  a detailed  physical 
examination  for  thyroid  disease  unless  their 
attention  is  specifically  directed  to  it.  It  is 
much  easier  to  draw  a blood  sample,  send  it 


off  to  the  laboratory,  and  let  the  technicians 
do  your  thinking  for  you.  When  we  replace 
technicians  with  automated  equipment  and 
computers,  we  can  really  take  the  human 
element  out  of  medicine.  My  only  question 
is  whether  we  shouldn’t  take  the  doctor  out 
too.  In  any  event,  I’m  sure  that  a BMR 
(basal  metabolic  rate  test)  wasn’t  done. 
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FIGURE  3.  The  thyroid  gland  at  autopsy  weighed 
53  Gm.  and  had  a well  demarcated  adenoma  in  the 
left  lobe. 


Not  only  is  this  test  “old  hat,”  but  it  has  its 
limits.  It  is  really  very  difficult  to  make 
sure  that  a patient  is  in  “basal”  condition 
unless  the  service  and  its  staff  is  in  the  habit 
of  doing  BMR’s  regularly.  Besides,  a BMR 
in  a patient  as  sick  as  this  one  is  not  indi- 
cated. However,  a PBI  (protein-bound 
iodine)  is  certainly  no  strain  on  any  doctor’s 
energies.  Tell  me,  was  a PBI  ordered? 

Dr.  Farthingtrout:  Yes.  Blood  was 

drawn  for  this  test  on  the  fifth  hospital  day. 
The  result  of  the  analysis  was  not  reported 
until  after  the  patient  died;  therefore,  this 
datum  was  not  included  in  the  protocol. 

Dr.  Querschnitt:  I think  that  just 

about  clinches  it.  If  the  PBI  was  normal, 
you  would  have  put  it  in  the  protocol.  As 
matters  stand,  I am  now  sure  it  was  elevated. 
I shall  rest  on  my  diagnosis  of  thyroid  heart 
disease.  Whether  it  was  the  result  of  a 
diffuse  thyrotoxicosis  with  the  left  lobe  of 
the  gland  being  larger  than  the  right  or  due 
to  a discrete  adenoma,  a so-called  “toxic 
adenoma,”  I do  not  care  to  hazard  a guess. 

Before  I conclude,  let  us  review  the  elec- 
trocardiographic tracings  and  the  effects  of 
medication  on  them.  The  first  tracing, 
taken  shortly  after  admission,  shows  a rapid, 
irregular  rhythm  with  an  absence  of  P waves 
(Fig.  2A).  This  is  characteristic  of  atrial 
fibrillation.  After  rapid  digitalization,  a 
tracing  taken  the  next  day  shows  a normal 


FIGURE  4.  Section  through  the  toxic  adenoma 
showing  hyperplastic  thyroid  epithelium,  sparse 
colloid,  vacuolated  when  present. 


sinus  rhythm  (Fig.  2B).  So  fair  this  is  a 
satisfactory  result.  I am  not  worried  by  the 
premature  ventricular  contractions.  One 
can  see  these  with  either  under-digitalization 
or  over-digitalization;  it  is  too  soon  in  the 
game  to  evaluate  them  in  terms  of  digitalis 
effect.  We  have  no  way  of  knowing  whether 
or  not  these  premature  contractions  were 
present  before  entry,  since  their  presence 
would  be  masked  by  the  rapid  fibrillation. 
The  patient  was  not  nauseous  at  this  time,  so 
I do  not  think  he  was  receiving  too  much 
digitalis.  Four  days  later  digitalis  therapy 
was  still  being  continued  and  was  supple- 
mented by  oral  potassium  for  the  frequent 
extrasystoles.  We  see  auricular  flutter  with 
regular  P waves  at  a rate  of  300  per  minute 
and  an  irregular  ventricular  response  with  a 
variable  block,  sometimes  4:1,  sometimes 
2:1  (Fig.  2C).  Quinidine  was  added  to  the 
cardiac  regimen,  and  an  electrocardiogram 
taken  the  following  day  showed  that  the 
ventricular  response  to  the  flutter  became 
regular  at  2:1  (Fig.  2D).  Because  the  2:1 
block  persisted,  quinidine  was  discontinued, 
and  the  dose  of  digitalis  was  increased,  pre- 
sumably to  increase  the  block  and  slow  the 
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FIGURE  5.  (A)  Mural  thrombus  is  adherent  in  the  right  auricular  appendage.  (B)  Cross  section  of  spleen 
showing  recent  infarction. 


ventricular  rate.  During  the  next  several 
days  the  heart  rhythm  was  described  as 
regular,  and  the  rate  varied  between  100  and 
120  per  minute.  The  patient  died  in 
ventricular  fibrillation  four  days  later. 

Clinical  diagnosis 

Arteriosclerotic  heart  disease  with  ? myocar- 
dial infarction 

Dr.  Querschnitt's  diagnosis 

Thyroid  heart  disease  (thyrotoxicosis) 

Pathologic  report 

Ben  Trovato,  M.D.:  At  autopsy  the 

thyroid  gland  weighed  53  Gm.,  and  there  was 
a sharply  demarcated  adenoma  in  the  left 
lobe  measuring  5.5  by  4 cm.  (Fig.  3).  The 
nodule  was  composed  of  hyperplastic  thyroid 
tissue  with  sparse  colloid,  and  the  colloid 
present  was  vacuolated  (Fig.  4).  It  was 
surrounded  by  a compressed  rim  of  normal 
thyroid  tissue.  The  right  lobe  of  the  gland 
and  the  isthmus  were  normal.  The  heart 
weighed  420  Gm.  and  showed  moderate  left 


ventricular  hypertropy.  A recent  mural 
thrombus  was  adherent  to  the  endocardium 
in  the  left  auricular  appendage  (Fig.  5A). 
The  coronary  arteries  were  patent  and 
showed  only  slight  atheromatous  change. 
There  was  a moderate  degree  of  aortic 
atherosclerosis  with  only  slight  calcification 
in  the  abdominal  aorta.  The  spleen  weighed 
160  Gm.  and  contained  a large  fresh  infarct 
(Fig.  5B). 

The  nodule  in  the  left  lobe  of  the  thyroid 
is  best  considered  as  a toxic  adenoma.  Sup- 
port for  this  view  is  found  in  the  determina- 
tion of  protein-bound  iodine  reported  after 
the  patient’s  death  as  greater  than  16  mg. 
per  100  ml.  I have  no  hesitation  in  attribut- 
ing this  patient’s  heart  disease  to  the  thyroid 
lesion,  as  other  etiologic  factors  could  be 
reasonably  excluded.  It  is  somewhat  sur- 
prising that  the  large  splenic  infarct  did  not 
produce  symptoms. 

Some  of  the  problems  of  the  clinical  and 
pathologic  relationship  of  the  thyroid  to 
heart  disease  can  be  illustrated  by  a case 
which  was  autopsied  here  about  ten  days 
later.  A seventy -year-old  woman  was  ad- 
mitted here  in  acute  respiratory  distress  and 
died  eight  hours  after  admission.  She  had 
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FIGURE  6.  (A)  Gross  view  of  thyroid  gland  weighing  2 Gm.,  firm  and  fibrous  in  character.  (B)  Microscopic 
view  of  thyroid  in  (A)  showing  scattered  thyroid  follicles  in  a fibrohyaline  stroma  (periodic  acid-Schiff 
stain). 


had  progressively  severe  attacks  of  chest 
pain  for  five  years,  responding  initially  to 
nitroglycerine  but  in  recent  weeks  requiring 
increased  dosage.  There  was  no  history  of 
hypertension. 

Her  terminal  episode  began  a few  hours 
before  entry  with  sudden  onset  of  non- 
radiating chest  pain,  dyspnea,  nausea, 
and  vomiting.  Severe  pulmonary  edema 
was  present  on  admission,  and  further  history 
could  not  be  elicited.  Autopsy  revealed  a 
heart  weighing  530  Gm.  with  healed  myo- 
cardial infarct  scars  in  the  posterior  wall, 
stenosing  arteriosclerosis,  and  severe  aortic 
arteriosclerosis.  The  thyroid  gland  weighed 
2 Gm.  and  was  grossly  atrophic  (Fig.  6A). 
On  section  it  was  firm,  grayish,  and  fibrous 
in  consistency,  and  microscopic  examination 
revealed  a few  scattered  islands  of  thyroid 
follicles,  lined  by  low  cuboidal  epithelium 
and  containing  homogeneous  colloid,  em- 
bedded in  a dense  collagenous,  partly  hy- 


alinized  stroma  essentially  devoid  of  lympho- 
cytic infiltrate  (Fig.  6B). 

In  such  an  instance  one  cannot  make  a 
diagnosis  of  myxedema  heart  disease,  and 
indeed  there  is  no  clinical  evidence  of  hypo- 
thyroidism. There  was  sufficient  coronary 
artery  disease  to  account  for  the  clinical 
course  and  autopsy  observations.  None- 
theless, the  coexistence  of  these  lesions 
raises  many  questions.  Possibly  the  clue  to 
the  failure  of  surgical  or  radiation  thyroid- 
ectomy to  palliate  anginal  pain  by  reducing 
myocardial  fiber  metabolic  requirements  is 
related  to  this  picture. 

Final  anatomic  diagnoses 

1 . Toxic  adenoma , left  lobe  of  thyroid  gland 

2.  Cardiac  hypertrophy 

3.  Mural  thrombus , left  auricle 

4 . Infarct  of  spleen , recent 

5.  ( Cardiac  arrhythmias) 
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Renal  Hypertension 


Case  history 

A forty-four-year-old  white  female  was 
well  until  three  years  before  admission  when 
she  began  having  attacks  of  headache,  dizzi- 
ness, and  a feeling  of  exhaustion.  At  that 
time  she  was  found  to  have  high  blood  pres- 
sure, the  exact  level  of  which  is  unknown. 
She  had  had  a sudden  weakness  of  the  right 
arm  one  year  before.  She  was  admitted  to 
the  hospital  at  this  time  for  study  of  her 
hypertension.  The  history  was  otherwise 
negative. 

She  was  a well-developed,  well-nourished, 
obese,  nervous,  white  female.  Her  blood 
pressure  was  240/148,  pulse  80  and  regular, 
and  temperature  normal.  Her  lungs  were 
clear,  and  her  heart  was  normal.  The 
abdomen  was  soft,  and  the  liver  and  spleen 
were  not  palpable.  The  extremities  re- 
vealed no  edema.  The  urine  was  slightly 
cloudy,  specific  gravity  1.010,  pH  6.5; 
albumin  2 plus  and  a normal  microscopic 
examination.  The  hemoglobin  was  13.3 
Gm.  per  100  ml.,  the  hematocrit  39,  and  the 
white  count  was  9,150  with  a normal  dif- 
ferential. She  had  a blood  urea  nitrogen  of 
17  mg.  per  100  ml. 

Radiologic  discussion 

Theodore  Perl,  M.D.*:  ( Discussant ) 

There  are  films  from  an  intravenous  pye- 
logram  (Fig.  1).  The  first  two  films  were 
made  at  three  and  four  minutes  after  injec- 

* Clinical  Assistant  Professor  in  Radiology,  State  Univer- 
sity of  New  York  Upstate  Medical  Center. 


FIGURE  1.  Intravenous  urogram  showing  bilateral 
good  function  with  grossly  normal  collecting  sys- 
tems. 


tion.  The  liver,  spleen,  and  left  kidney 
appear  normal.  There  are  no  opaque  cal- 
culi. No  abnormal  masses  are  demon- 
strated. The  upper  pole  of  the  right  kidney 
appears  proportionately  a little  smaller  than 
the  rest  of  that  kidney.  I suspect  a slight 
indentation  at  the  midportion  of  the  lateral 
border,  although  I cannot  be  sure  of  that  be- 
cause there  is  gas  overlying  this  area  on 
every  projection  (Fig.  2).  Following  the  in- 
jection of  the  contrast  material  there  is 
prompt  excretion  on  the  left  side.  There  is 
a slight  delay  on  the  right  side,  and  I think 
the  early  density  on  that  side  is  a little 
fainter  in  the  calyces  of  the  upper  pole  than 
in  those  of  the  lower  pole. 

As  the  examination  proceeds,  the  function 
on  the  left  is  excellent  with  good  visualiza- 
tion of  the  calyces  and  pelvis.  On  the  right 
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FIGURE  2.  Close-up  of  right  kidney  showing  in- 
dentation of  lateral  border. 


side  the  function  is  less  adequate  throughout 
the  period  of  observation  and  for  this  reason 
we  see  the  calyces  less  completely.  The 
upper  calyces  are  seen  only  partially  but 
have  a grossly  normal  structure.  I think 
the  lower  calyces  are  normal.  The  bladder 
is  not  remarkable. 

There  is  no  evidence  of  displacement  of  the 
right  kidney  by  an  adrenal  tumor.  With 
this  history  and  these  findings  a study  of  the 
blood  supply  to  the  kidney  should  be  helpful. 

A set  of  abdominal  aorto grams  are  avail- 
able with  injection  through  a catheter  with 
its  tip  in  the  upper  abdominal  aorta  (Fig.  3). 
The  left  renal  artery  starts  out  singly  and 
then  branches  into  two  fair-sized  branches, 
the  upper  being  somewhat  larger  than  the 
lower.  There  is  a complete  blood  supply  to 
the  left  kidney.  During  this  period  there  is 
a very  striking  nephrogram. 

On  the  right  side  there  appear  to  be  two 
renal  arteries  (Fig.  3,  A and  B)  that  arise 
separately  from  the  aorta.  The  two  to- 
gether are  not  as  large  as  the  one  on  the  left, 
and  I have  the  impression  that  the  smaller 
vessels  in  the  upper  pole  are  not  filling  as  well 
as  they  do  on  the  left  side. 

I do  not  see  any  localized  area  of  constric- 
tion in  the  main  vessels,  but  they  are  a bit 
smaller  than  on  the  left  side.  I think  I see 
as  many  arterial  branches  in  the  upper  pole 
as  I do  on  the  other  side. 


FIGURE3.  Film  after  aortic  injection  showingthree 
arteries  to  right  kidney  (A,  B,  C)  and  delayed  neph- 
rogram at  upper  pole. 


FIGURE  4.  Nephrogram  demonstrating  two  sep- 
arate elements  of  right  kidney  with  indentation  be- 
tween them. 


In  the  right  nephrogram  there  is  a very 
peculiar  configuration  (Fig.  4).  I think 
that  what  we  are  seeing  is  two  separate 
kidney  elements  which  in  the  nephrogram 
are  seen  overlapping  each  other  so  that  the 
indentation  we  saw  on  the  preliminary  film 
must  have  been  valid.  Thus  there  are  two 
separate  parenchymal  elements  of  the  right 
kidney,  although  there  appears  to  be  the 
usual  calyceal  distribution  and  a single  col- 
lecting system. 

There  is  also  a third  vessel  (Fig.  3,  C)  to 
the  right  kidney  at  its  upper  pole  which 
seems  to  fill  somewhat  later  than  the  major 
ones.  An  oblique  view  throwing  its  origin 
off  the  spine  might  have  demonstrated  an 
actual  narrowing  within  it.  This  artery 
could  be  the  source  of  poor  nutrition  causing 
a Goldblatt  type  kidney  with  resultant 
hypertension.1 2 
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FIGURE  5.  Kidney  tissue  illustrating  normal  arch- 
itecture in  upper  two  thirds  while  lower  one  third  is 
collapsed  and  dark  red  in  color. 


Dr.  Perl's  diagnosis 

Multiple  arterial  supply  to  the  right  kidney 
with  vascular  insufficiency  of  the  upper  pole 

Pathologic  findings 

A right  subcostal  incision  was  made,  and 
the  right  kidney  was  dissected  free.  The 
upper  pole  was  noted  to  be  contracted  with 
the  renal  hilum  displaced  close  to  the  supe- 
rior margin  of  this  segment.  Two  renal 
arteries  were  noted  to  be  supplying  the  lower 
segment  of  the  kidney,  and  a very  tiny  artery 
was  seen  to  be  supplying  the  contracted 
upper  portion. 

John  T.  Prior,  M.D.*:  (. Discussant ) 

We  received  a wedge  of  renal  tissue,  50 
Gm.  in  aggregate  and  6 cm.  in  diameter 

* Professor  of  Pathology,  State  University  of  New  York 
Upstate  Medical  Center. 


(Fig.  5).  Two  distinct  areas  are  quite  ap- 
parent as  viewed  from  the  surface,  the  lower 
being  an  area  of  reddish  shrunken  renal 
tissue  with  a very  distinct  fine  granularity 
and,  above  it,  what  seems  to  be  relatively 
normal  kidney  tissue,  which  is  tan  and  rela- 
tively smooth.  In  many  of  these  cases 
there  isn’t  always  as  nice  a control  as  there 
is  here,  so  that  I consider  this  is  a very  beau- 
tiful example  of  this  particular  entity. 

Under  microscopic  low  power  you  can  see 
that  there  are  two  distinct  kidney  patterns. 
The  upper  portion  seems  to  be  rather  normal 
kidney,  but  this  tissue  even  under  low  magni- 
fication shows  a marked  shrinkage.  There 
are  purple  areas  streaking  down  through  the 
tubules  which  represent  extremely  collapsed 
renal  architecture. 

This  microscopic  field  represents  normal 
kidney  tissue  with  glomeruli  of  normal  size 
although  they  are  not  particularly  engorged 
with  blood  (Fig.  6A).  The  tubules  are 
negative  except  for  some  evidence  of  cloudy 
swelling.  As  you  move  into  the  diseased 
area  you  see  that  those  streaks  of  purple 
that  I showed  you  are  really  nothing  but 
collapsed  tubular  structure  (Fig.  6B).  The 
glomeruli  themselves  are  small  and  blood- 
less. There  is  some  element  of  hemorrhage, 
but  I think  this  is  quite  recent.  This  is  not 
an  infarction  in  the  usual  concept  of  an 
infarction,  that  is,  a rapid  cessation  of  blood 
flow,  but  rather  this  is  the  pattern  of  gradual 
ischemia  in  which  there  is  still  viable  tissue 
but  the  renal  tissue  is  undergoing  a very  slow 
atrophy.  This  tubular  pattern,  I think,  is 
pathognomonic  of  the  condition  popularly 
known  as  the  “endocrine  kidney.”3 


FIGURE6.  (A)  Normal  renal  cortex  showing  patenttubules  with  slight  cloudy  swelling.  Normal  glomerulus 
is  present  in  right  half  of  illustration.  (B)  Section  from  shrunken  area  showing  tubular  collapse  and  atro- 
phy. Several  ischemic  glomeruli  can  be  seen  in  left  half  of  illustration. 
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The  endocrine  kidney  is  a concept  intro- 
duced by  Selye4  and  refers  to  a kidney  in 
which  the  exocrine  function  has  ceased  while 
the  endocrine  function,  judged  by  the  secre- 
tion of  pressor  substances,  has  actually  in- 
creased. One  can  produce  this  same  condi- 
tion rather  consistently  in  the  rat  by  nar- 
rowing the  aorta  between  the  two  renal 
arteries.5 

One  kidney  then  becomes  relatively 
ischemic,  the  rat  develops  hypertension, 
and  the  histologic  picture  of  the  ische- 
mic kidney  is  characterized  by  cortical 
tubular  collapse  and  atrophy.  This  so- 
called  “endocrine  kidney”  of  Selye  is  best 
regarded  as  a histologic  curiosity  among 
ischemic  Goldblatt  type  kidneys. 


Lack  of  fucose  may  cause  abnormal 

mucus  in  lungs 


A deficiency  of  fucose  may  be  related  to  the 
formation  of  the  deadly  mucus  that  clogs  the 
lungs  of  victims  of  cystic  fibrosis. 

A research  paper  indicating  this  deficiency  was 
presented  recently  in  an  abstract  to  doctors  and 
medical  researchers  concerned  with  cystic 
fibrosis  at  their  annual  meeting  in  Seattle, 
Washington.  After  his  return  from  the  meet- 
ing, Dr.  R.  E.  Knauff,  director  of  the  Cystic 
Fibrosis  Research  Institute  laboratories  at 
Temple  University  Medical  Center,  Philadel- 
phia, indicated  his  studies  may  also  have  “pro- 
found implications”  for  the  structural  and/or 
functional  integrity  of  the  lung. 

Dr.  Knauff,  who  prepared  the  report  with 
J.  A.  Ragone,  also  of  the  Cystic  Fibrosis  Re- 


Pathologic diagnosis 

Ischemia  and  atrophy , upper  pole  right 
kidney,  the  “endocrine  kidney ” 
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search  Institute,  said  their  conclusions  are 
based  on  analytic  profiles  of  cellular  fractions 
from  normal  and  cystic  fibrosis  human  lung 
tissue  and  rat  lung  tissues.  The  results  cited 
the  possibilities  of  an  over-all  excess  of  sialic 
acid  and  a deficiency  of  fucose  in  the  lung  tissue 
from  patients  with  cystic  fibrosis.  There  was 
a particular  deficiency  of  fucose  in  the  nuclear 
and  supernatant  fractions. 

Cystic  fibrosis,  which  afflicts  about  3,000 
babies  born  in  the  United  States  each  year, 
may  be  inherited  when  the  parents  of  a child 
each  carry  one  cystic  fibrosis  gene.  The  disease 
causes  the  mucus-forming  exocrine  glands  to 
create  a thick  mucus  which  collects  in  the  lungs 
and  other  parts  of  the  body. 

About  90  per  cent  of  the  deaths  from  cystic 
fibrosis  are  due  to  lung  obstruction  and  con- 
sequent infection.  About  10  per  cent  of  those 
with  full  cases  live  to  be  adults.  Early  diag- 
nosis and  intensive  care  are  now  improving 
prospects  for  those  bom  with  this  disease. 
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Nonanesthetic  Explosions 
During  Surgery 


T HE  risk  OF  detonation  of  a flammable 
anesthetic  mixture  by  a spark  discharge  from 
electrocautery  or  other  open  electrical  equip- 
ment or  from  static  accumulation  has  been 
amply  documented  in  the  medical  literature 
and  the  lay  press.  Less  well  known  is  the 
fact  that  explosions  also  can  occur  in  the 
operating  room  when  nonflammable  agents, 
regional  technics,  or  even  no  anesthetics  are 
in  use.  In  these  instances,  the  offending 
gases  are  generated  within  the  patient  him- 
self as  a result  of  fermentation,  electrical  or 
thermal  decomposition  of  tissues,  or  elec- 
trolysis. 

Case  reports 

Case  1.  A sixty-three-year-old  male  with  an 
eighteen-year  history  of  recurrent  vesical  car- 
cinoma had  undergone  two  partial  cystectomies 
and  many  fulgurations  of  the  bladder.  Most 
recently  several  biopsies  were  taken  from  high 
in  the  dome  of  the  bladder.  Bleeding  at  this 
time  was  poorly  controlled.  Three  days  later 
he  was  returned  to  the  cystoscopy  room  for  a 
second  attempt  at  hemostasis.  For  preanes- 
thetic medication  he  was  given  secobarbital  100 
mg.  and  scopolamine  0.5  mg.  intramuscularly. 
One  and  one-half  hours  later  sleep  was  induced 
with  thiopental  sodium  200  mg.  intravenously  in 

Presented  and  discussed  at  a conference  held  at  Columbia 
Presbyterian  Medical  Center,  New  York  City,  May  4,  1964. 
Clinical  Anesthesia  Conferences  are  held  on  the  first  Monday 
of  each  month. 


divided  doses.  Anesthesia  was  maintained  with 
nitrous  oxide  and  oxygen  by  semiclosed  technic 
at  flow  rates  of  5 and  2 L.  per  minute  respec- 
tively, supplemented  by  additional  small  in- 
crements of  thiopental  sodium.  Intermittent 
injections  of  succinylcholine  were  given  in  antici- 
pation of  a brief  intervention.  After  an  hour, 
however,  when  0.5  Gm.  of  each  drug  had  been 
administered,  succinylcholine  was  discontinued 
and  meperidine  hydrochloride  introduced  in 
doses  of  20  and  10  mg.  intravenously.  Ten 
minutes  later  there  was  a loud  explosion  within 
the  bladder.  No  one  was  injured.  Cystoscopic 
inspection  of  the  bladder  revealed  no  damage, 
and  the  troublesome  hemorrhage  had  ceased. 

Case  2.  A thirty-eight-year-old  male  pre- 
sented himself  at  the  hospital  for  the  removal 
of  a rectal  tumor  located  2 inches  from  the  anal 
orifice.  No  anesthetic  was  used.  Shortly 
after  the  beginning  of  electrocoagulation  there 
was  a loud  roar,  and  smoke  exuded  through  the 
endoscope  into  the  surgeon’s  face.  The  violence 
caused  a urologist  operating  in  the  next  room  to 
fall  from  his  chair.  Fortunately  the  tumor 
was  low  in  the  rectum,  so  the  force  of  the  ex- 
plosion was  propagated  outward  rather  than 
into  the  bowel.  Both  patient  and  surgeon 
escaped  injury. 


Comment 

Prerequisites  for  an  explosion  are  four 
components:  (1)  a flammable  gas,  (2)  a 

supply  of  oxygen,  (3)  a relatively  confined 
space,  and  (4)  a source  of  ignition.  In  each 
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of  the  cases  cited,  the  equipment  used 
(cystoscope,  endoscope)  provided  for  the 
entry  into  a relatively  confined  space  (blad- 
der, rectum)  of  both  the  igniting  spark  and 
the  supporting  oxygen  of  room  air. 

The  source  and  nature  of  the  flammable 
gas  are  less  obvious  but  may  be  deduced 
from  previously  published  data.  For  ex- 
ample, with  either  the  heat  cautery  or  the 
high-frequency  electric  current  used  for 
transurethral  resections  a mixture  of  flam- 
mable gases,  including  acetylene,  ethylene, 
carbon  monoxide,  and  hydrogen,  can  be 
generated,  presumably  by  thermal  decom- 
position of  the  tissues  attacked.1  The  pro- 
portions of  the  mixtures  evolved  with  the 
two  technics  differ,  probably  because  of 
differences  in  the  temperatures  attained. 
The  resultant  accumulation  of  gases  in  the 
dome  of  the  bladder  is  ordinarily  at  a safe 
distance  from  the  resectoscope  during  pros- 
tatectomy unless  the  Trendelenburg  position 
is  employed  but  is  directly  in  the  danger  zone 
during  fulguration  high  in  the  dome,  as  in 
the  first  case  cited.  Bladder  irrigation  will 
not  ordinarily  empty  this  bubble  of  gases, 
but  intermittent  prophylactic  aspiration 
with  a ureteral  catheter  has  been  recom- 
mended.1 

The  same  authors  observed  that,  with  cur- 
rent strength  not  over  500  milliamperes, 
when  arcing  of  the  cautery  became  more 
forceful,  the  rate  of  gas  production  rose  to  as 
high  as  1 cc.  per  minute.  This  was  too  rapid 
to  be  attributable  to  simple  electrolysis  of 
water  in  the  bladder.  As  a corollary  it 
should  be  noted  that  for  correct  use  of  the 
electrocautery  the  tip  should  make  firm 
contact  at  the  site  of  application  before  the 
foot  switch  is  turned  on.  This  will  prevent 
arc  formation  and  reduce  but  not  eliminate 
the  production  of  flammable  gases. 


The  same  flammable  gases  can  be  liberated 
during  the  use  of  electrocautery  within  the 
lumen  of  the  alimentary  tract.  Here,  how- 
ever, they  are  usually  ignited  as  they  are 
formed  and  thus  dissipated  without  inci- 
dent.2 Naturally  generated  bowel  gases, 
such  as  hydrogen,  hydrogen  sulfide,  and 
methane  are  a more  immediate  hazard,  since 
these  may  have  accumulated  in  considerable 
volumes  before  being  ignited.3  Quenching 
of  this  hazard  may  be  effected  by  a flow  of 
inert  gas,  either  carbon  dioxide  or  nitrogen, 
at  a rate  of  2 L.  per  minute  through  the 
endoscope.  Another  useful  ploy,  when  the 
lesion  permits,  is  to  press  the  end  of  the 
endoscope  into  the  mucosa  surrounding  the 
lesion  to  quarantine  the  working  area  against 
invasion  by  flammable  intestinal  gases. 

Evidence  also  has  been  collected  that 
flammable  gases  can  be  generated  spon- 
taneously not  only  in  the  lower  intestinal 
tract  but  also  in  the  stomach,  as  a result  of 
fermentation  when  gastric  emptying  is 
delayed.3  In  such  circumstances,  gaseous 
eructation  could  result  in  an  explosion  on 
application  of  the  cautery  to  lesions  of  the 
oropharynx  or  esophagus.  This  would  be 
most  likely  to  follow  inadvertent  inflation 
of  the  stomach  during  induction  or  main- 
tenance of  general  anesthesia  but  is  a con- 
ceivable occurrence  even  without  inhalation 
anesthesia. 
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|n  view  of  the  excellent  progress  that  has 
been  made  in  this  country  in  increasing  life 
expectancy  and  reducing  infant  and  mater- 
nal mortality,  why  are  we  becoming  so  con- 
cerned about  problems  of  maternity  care? 
The  substantial  achievements  that  have  been 
made  have  the  effect  of  reducing  the  value  of 
infant  and  maternal  mortality  rates  as  in- 
dices of  progress  as  we  come  closer  to 
minimal  levels.  There  is,  moreover,  much 
more  involved  in  maternity  care  than  the 
outcome  of  survival  or  death,  which  is  all 
that  mortality  rates  tell  us.  It  is  the  kind 
of  maternity  care  that  a large  segment  of  our 
population  is  receiving  that  is  of  increasing 
concern.  Mortality  rates  still  have  value, 
however,  in  analyzing  this  problem  and  in 
pointing  to  some  of  the  areas  which  are  ex- 
periencing difficulties. 

For  the  United  States  as  a whole,  between 
1950  and  1960  infant  mortality  declined  by 
11  per  cent.  However,  between  1955  and 
1960  it  decreased  only  1.5  per  cent.  In 
1960,  nine  of  the  ten  largest  cities  had  infant 
mortality  rates  that  exceeded  the  national 
rate  of  26  per  cent.  (The  exception  was 

* This  is  a condensation  of  an  address  delivered  by  Dr.  Lesser 
on  May  10, 1963,  at  the  School  of  Public  Health,  University  of 
California,  Berkeley,  California.  The  Subcommittee  on 
Maternal  and  Child  Welfare,  F.  J.  Schoeneck,  M.D.,  Chair- 
man, wishes  to  express  its  appreciation  to  Dr.  Lesser 
for  his  permission  to  publish  this  condensation  of  his  address. 


Los  Angeles  with  a rate  of  24.5  per  cent.) 
In  seven  of  these  ten  cities,  there  were  signif- 
icant increases  in  infant  mortality  between 
1950  and  1960,  ranging  from  5.6  to  26.4 
per  cent. 

These  data  point  to  a concentration  of 
problems  of  maternal  and  child  health  in  the 
larger  cities  and  in  the  rural  counties.  This 
has  always  been  true  in  the  rural  areas; 
what  is  new  is  the  growing  seriousness  of  the 
situation  in  the  cities. 

Problems  in  population  shifts 

The  period  since  the  end  of  World  War  II 
has  seen  major  shifts  in  population,  with 
large  numbers  of  people  moving  from  rural 
areas  to  industrial  cities.  The  huge  increase 
in  housing  in  suburban  areas  has  resulted 
chiefly  from  the  movement  of  the  middle- 
class  families  from  the  cities.  The  resident 
population  now  in  our  cities  is  made  up 
increasingly  of  low-income  families  with  a 
larger  proportion  of  nonwhite  than  at  any 
previous  time. 

During  the  past  decade,  the  number  of 
people  residing  in  the  District  of  Columbia 
has  remained  virtually  the  same,  but  the 
proportion  of  low-income  families  in  the  city 
has  increased.  From  data  on  birth  cer- 
tificates, it  is  reported  that  only  40  per  cent 
of  the  births  to  women  residents  in  the  Dis- 
trict of  Columbia  are  attended  by  physicians 
as  private  patients.  Among  nonwhite  ma- 
ternity patients,  who  now  account  for  over 
two  thirds  of  the  births  in  Washington,  less 
than  25  per  cent  are  private  patients. 

In  New  York  City  only  60  per  cent  of  the 
women  who  are  residents  of  the  city,  giving 
birth,  are  private  patients.  Of  all  infants  in 
New  York  City,  30  per  cent  of  the  mothers 
receive  their  health  supervision  at  the  Health 
Department's  well-baby  clinics.  In  one  dis- 
trict it  is  over  80  per  cent. 
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In  Dallas,  a recent  study  revealed  that 
64  per  cent  of  the  maternity  patients  are 
private  patients  and  36  per  cent  make  partial 
or  no  payment,  that  is,  are  service  patients. 

The  crowding  of  maternity  services  in 
Chicago  hospitals  has  reached  such  propor- 
tions that  last  year  the  Cook  County  Hos- 
pital delivered  almost  20,000  patients  and 
the  hospital  is  reported  to  be  about  to  lose 
its  accreditation.  Such  patients  in  appre- 
ciable numbers  find  it  difficult  to  gain  ad- 
mission to  other  hospitals  in  the  county, 
except  at  Michael  Reese.  The  Cook  County 
Hospital  is  required  by  law  to  accept  all 
eligible  patients.  A study  of  the  Cook 
County  Welfare  Department,  done  by 
Greenleigh  Associates  of  New  York,  reveals 
that  the  Michael  Reese  Hospital  periodically 
closes  its  clinic  intake  because  of  the  ex- 
cessive case  load.  The  Cook  County  Hos- 
pital cannot  do  this  and  consequently 
patients  may  have  to  wait  all  day  to  be  seen 
and  sometimes  have  to  return  the  next  day. 
In  Chicago,  the  number  of  Health  Depart- 
ment well-baby  clinics  has  decreased  from  98 
in  1945  to  49  in  1960.  A 26  per  cent  de- 
crease also  took  place  in  well-baby  clinics 
sponsored  by  the  Infant  Welfare  Society. 

Mayor  Wagner  of  New  York  City  an- 
nounced in  1962  the  opening  of  a pediatric 
treatment  clinic  by  the  Health  Department 
at  the  Bedford-Stuyvesant  Health  Center 
in  Brooklyn,  “to  relieve  long  lines  of  mothers 
waiting  with  their  children  for  care  at  the 
overcrowded  hospitals  in  the  area.”  The 
clinic  is  open  daily  from  8:00  a.m.  to  8:00 
p.m.  for  children  with  acute  illnesses  and 
injuries,  including  fractures.  By  1963  the 
clinic  had  provided  care  for  7,500  children. 

Recently,  John  D.  Thompson,  M.D., 
professor  and  chairman,  Department  of 
Obstetrics  and  Gynecology  at  Emory  Uni- 
versity School  of  Medicine,  made  this  com- 
ment about  the  situation: 

The  failure  of  large  charity  hospitals  to 
maintain  programs  of  excellent  maternity  care 
is  often  due  to  circumstances  beyond  their 
control,  such  as  lack  of  funds  to  pay  for  non- 
professional and  professional  staff  sufficient  in 
number  and  competence,  the  lack  of  funds  for 
adequate  facilities,  and  the  overwhelming  task 
of  providing  for  the  medical  needs  of  indigent 
patients. 

On  the  obstetrical  services  of  these  large 
charity  hospitals,  the  massiveness  of  the  pre- 
natal clinics  is  unbelievable.  It  is  simply  not 
possible  to  give  adequate  prenatal  care  under 
these  circumstances  to  many  patients.  Too 


few  doctors,  nurses,  social  workers,  etc.  are 
available,  and  there  are  inadequate  physical 
facilities.  Each  patient  is  seen  for  only  a few 
minutes  by  a doctor.  The  doctor  does  not  get 
to  know  the  patient  and  the  patient  does  not 
get  to  know  the  doctor.  Many  important  as- 
pects of  prenatal  care  have  been  omitted.  In 
a recent  study  in  our  hospital,  it  was  found 
that  23  per  cent  of  all  patients  delivered 
came  to  the  hospital  first  when  they  were  in 
labor,  having  had  no  prenatal  care.  Only  11 
per  cent  of  all  delivered  patients  came  for  pre- 
natal care  in  the  first  trimester  of  their  preg- 
nancy. This  is  a marked  contrast  to  the  ex- 
perience in  private  practice:  90  to  95  per  cent 
of  patients  delivered  by  private  obstetricians 
had  had  prenatal  care  beginning  in  the  first 
trimester.  I point  to  our  hospital  only  as  an 
example  of  a situation  I know  to  exist  in  al- 
most all  of  the  large  charity  hospitals  in  this 
County. 

It  is  interesting  to  me,  and  perhaps  charac- 
teristic of  the  way  we  do  things  in  the  United 
States,  that  a proposal  for  legislation  to  do 
something  about  this  problem  has  been  de- 
veloped, not  in  direct  response  to  the  prob- 
lems of  maternity  care,  but  in  relation  to  the 
current  interest  in  mental  retardations. 

(A  study  was  made  in  Syracuse,  New 
York,  on  the  time  in  pregnancy  at  which 
patients  started  prenatal  care  during 
May,  June,  and  July  of  1961.  The  study 
did  not  represent  a true  cross  section  of 
the  average  pregnant  population  of  the 
Syracuse  area.  Data  were  obtained  on 
all  clinic  patients  in  the  six  prenatal 
clinics  conducted,  but  the  private  patients 
represented  only  a relatively  small  num- 
ber of  all  private  patients.  An  attempt 
was  made  to  obtain  a reasonably  accurate 
distribution  between  patients  under  the 
care  of  general  practictioners  and  obstetri- 
cians, but  the  effort  was  not  accom- 
plished. The  private  patient  material 
is  based  on  data  submitted  by  2 physicians 
who  include  obstetrics  in  their  general 
practice  and  12  physicians  who  are  classi- 
fied as  obstetric  specialists.  The  data  are 
influenced  by  the  fact  one  local  hospital 
admits  a disproportionately  large  number 
of  patients  who  have  had  no  prenatal 
care.  This  hospital,  for  many  years, 
has  conducted  a large  service  for  out-of- 
wedlock  mothers.  The  study  was  made 
by  the  Central  New  York  Maternal  and 
Perinatal  Study  group,  with  the  coopera- 
tion of  the  Syracuse  Department  of 
Health. 

The  requested  information  was  ob- 
tained on  711  patients.  Of  these,  666 
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patients  had  prenatal  care,  which  broke 
down  in  the  following  manner:  started 

prenatal  care  in  the  first  trimester,  204 
(78.2  per  cent)  private  and  84  (20.7 
per  cent)  clinic  patients;  second  tri- 
mester, 46  (17.6  per  cent)  private  and 
227  (56.1  per  cent)  clinic  patients;  and 
third  trimester,  11  (4.2  per  cent)  private 
and  94  (23.2  per  cent)  clinic  patients. 

In  addition  to  these  666  patients,  9 
private  and  36  clinic  patients  had  no 
prenatal  care  prior  to  the  onset  of  labor. 

During  the  three-month  study  period 
2,907  deliveries  occurred  (2,857  livebirths 
and  50  stillbirths) . Approximately  1.5  per 
cent  of  all  the  cases  went  into  labor  without 
having  had  any  prenatal  care.)* 

Prematurity  and  inadequate 
prenatal  care 

The  Report  of  the  President’s  Panel  on 
Mental  Retardation,  made  in  1962,  in 
considering  the  possibilities  of  preventing 
mental  retardation,  states  that:  “The  prev- 
alence of  mental  retardation  is  significantly 
higher  in  those  population  groups  where 
maternal  care  is  frequently  inadequate,” 
and  then  calls  for  the  launching  of  a nation- 
wide program.  There  follows  a discussion 
of  an  increased  disability  of  infants  that  is 
associated  with  prematurity.  Reference  is 
made  to  the  need  for  focusing  attention  on 
women  with  complications  of  pregnancy, 
and  stress  is  placed  on  the  necessity  of  pro- 
viding good  comprehensive  maternity  care 
especially  for  this  group.  The  President’s 
Panel  was  much  concerned  by  reports  of  the 
increase  in  the  number  of  patients  in  low- 
income  families  who  arrive  at  the  hospital  in 
labor  having  had  no  or  very  little  prenatal 
care. 

The  Expert  Committee  on  Maternal  and 
Child  Health  of  the  World  Health  Organi- 
zation has  emphasized  that  the  association 
between  low  birth  rate  and  poor  environ- 
ment is  firmly  established.  This  is  illus- 
trated by  the  situations  prevalent  in  several 
of  our  cities. 

In  Philadelphia,  in  1961,  in  a district 
where  only  1 per  cent  of  the  maternity 
patients  had  had  poor  or  no  prenatal  care, 
the  prematurity  rate  was  7.9  per  cent.  In 

* Summary  of  a study  made  by  F.  J.  Schoeneck,  M.D., 
Director,  Bureau  of  Maternal  Hygiene,  Department  of 
Health,  Syracuse,  New  York. 


another  district  where  36  per  cent  of  the 
women  had  had  poor  or  no  prenatal  care, 
the  prematurity  rate  was  15.7  per  cent. 
There  are  about  10,000  women  in  a year  who 
give  birth  with  no  or  poor  prenatal  care  in 
this  city. 

A study  done  in  New  York  City,  in  1957, 
found  that  among  the  70,952  women  with 
adequate  prenatal  care  the  prematurity  rate 
was  7.8  per  cent.  Among  8,683  women  with 
no  prenatal  care,  the  prematurity  rate  was 
20.3  per  cent. 

In  Chicago,  in  1961,  the  prematurity  rate 
in  the  highest-income  census  tracts  was 
7.5  per  cent;  in  the  lowest,  it  was  14  per  cent. 
Comparable  figures  in  New  York  are  6.2 
and  16.5  per  cent. 

It  is,  therefore,  of  great  concern  that  such 
large  numbers  of  women  are  receiving  little 
or  no  prenatal  care,  and  the  proportion 
seems  to  be  increasing.  From  various 
parts  of  the  country,  we  learned  that  in 
Atlanta,  23  per  cent  of  women  delivered  at 
the  Grady  Hospital  had  had  no  prenatal 
care;  in  Dallas,  approximately  one  third  of 
the  low-income  patients  received  no  pre- 
natal care;  at  the  Los  Angeles  County  Hos- 
pital, in  1958,  it  was  20  per  cent;  at  the  D.C. 
General  Hospital  in  Washington,  it  was 
45  per  cent;  and  in  the  Bedford-Stuyvesant 
section  of  Brooklyn,  New  York,  it  was  41 
per  cent  with  no  or  little  prenatal  care. 
Some  of  the  reasons  for  this  situation  have 
been  published  in  the  Maternal  and  Child 
Welfare  section  of  the  Journal,  f 

Much  of  the  difficulty  in  providing  ade- 
quate care  is  due  to  the  fact  that  there  are 
not  enough  physicians,  nurses,  social 
workers,  and  others  available  to  provide 
the  necessary  services.  Time  is  working 
against  us  in  this  respect:  The  rapid  growth 
of  the  population  has  not  been  accompanied 
by  a proportionate  increase  in  physicians. 
The  actual  number  of  general  practitioners, 
who  do  most  of  the  obstetrics,  was  smaller 
in  1962  than  in  1949.  This  period  has  seen  a 
rapid  increase  in  obstetricians  who  now 
number  about  15,000.  However,  the  lack 
of  increase  in  the  rate  at  which  physicians 
are  graduated,  the  decreasing  interest  in 
general  practice,  and  the  expected  increase 
in  the  number  of  births,  resulting  in  an 
estimated  total  of  5 million  newborns  in 
1970,  mean  that  other  than  traditional 

+ Schoeneck,  F.  J.:  Prenatal  clinic  care  in  New  York  City, 

New  York  State  J.  Med.  64:  557  (Feb.  15)  1964. 
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methods  of  providing  medical  care  must 
be  sought  if  the  situation  is  not  to  deterio- 
rate further. 

Recommendations 

The  problems  of  maternity  care  led  the 
President’s  Panel  on  Mental  Retardation 
to  focus  on  one  of  its  major  recommenda- 
tions. The  panel  urged  that  a new  program 
be  established  with  Federal  funds  authorized 
on  the  basis  of  assisting  state  and  local 
health  departments  to  meet  the  costs  of 
administering  programs  of  comprehensive 
maternity  and  infant  care  for  women  who 
have  problems  associated  with  pregnancy 
which  increase  the  hazards  of  childbearing 
for  themselves  and  for  their  infants  and 
who  are  unlikely  to  receive  the  care  they 
need  because  of  low  income  or  for  other 
reasons.  These  programs  would  make  it 
possible  to  increase  the  number  of  prenatal 
and  postnatal  clinics,  bring  the  prenatal 
and  postpartum  clinics  close  to  the  popula- 
tion served,  establish  special  clinics  for  some 
patients  with  complications  of  pregnancy 
(where  more  time  by  obstetricians,  nurses, 
social  workers,  nutritionists,  and  others  can 
be  provided),  pay  for  hospital  care  not  only 
for  delivery  but  also  during  the  prenatal 
period  as  needed,  relieve  overcrowding  in 
tax-supported  hospitals  by  paying  for  care 
in  voluntary  hospitals,  pay  for  hospital 
care  of  premature  infants  and  other  infants 
needing  special  attention,  and  provide 
consultation  services. 

The  panel  also  recommended  that  the 
Children’s  Bureau  support  some  compre- 
hensive demonstration  programs,  including 
the  provision  of  long-range  child  health 
supervision  especially  among  families  which 
lack  motivation,  are  apathetic,  and  unco- 
operative. The  inclusion  of  maternal  and 
child  care  centers  as  a prominent  part  of 
city  planning,  in  which  the  professional 
staff  would  divide  their  time  between  the 
centers  and  hospitals,  was  proposed.  This 
recommendation  also  has  a relationship  to 
the  problem  of  children  who  become  retarded 
by  living  in  an  environment  in  which  there  is 


little  stimulation  and  communication.  The 
present  and  expected  future  shortage  of 
physicians  led  the  panel  to  recommend  that 
the  Children’s  Bureau  expand  its  interest 
in  studies  to  determine  what  aspects  of 
medical  care  can  be  provided  by  personnel 
who  are  not  physicians.  While  the  subject 
was  not  developed  in  the  report,  the  panel 
was  much  interested  in  the  contributions  of 
nurse-midwifery  to  maternity  care. 

These  and  other  recommendations  related 
to  the  work  of  the  Children’s  Bureau  had 
been  incorporated  in  House  of  Representa- 
tives Bill  3386,*  one  of  the  Administra- 
tion’s bills  introduced  in  the  Congress 
to  follow  up  the  report  of  the  panel. 
This  bill  provides  for  a step-by-step  in- 
crease in  the  authorization  for  the  Maternal 
and  Child  Health  and  Crippled  Children 
Programs  to  $50  million  each  by  1970, 
authorization  for  the  Maternity  Care  Pro- 
gram, additional  authority  for  research 
related  to  Maternal  and  Child  Health  and 
Crippled  Children’s  services,  and  an  authori- 
zation for  one-time  planning  grants  in  the 
field  of  mental  retardation. 

The  Maternity  Care  provisions  constitute 
a different  approach  to  grants-in-aid  that 
will  be  interesting  to  study.  The  funds 
would  be  granted  to  the  state  health  de- 
partment, or  with  its  agreement  directly 
to  a local  health  department.  These  are 
not  demonstrative  projects.  They  are  sup- 
port grants  from  medical  care  programs 
meeting  up  to  75  per  cent  of  the  costs  of  the 
projects.  The  use  of  project  grants  rather 
than  formula  appointments  means  that 
funds  are  to  be  granted,  on  request,  to 
specific  areas  where  most  needed.  Both 
rural  areas  and  cities  are  included.  The 
proposal  will  extend  part  of  the  provisions 
of  Title  5 to  the  cities  and  provide  us  all 
with  the  opportunity  of  gaining  a better 
understanding  of  Federal-state-local  govern- 
ment relationships  in  public  health  and 
medical  care. 

323  University  Avenue, 
Syracuse,  New  York  (Dr.  Schoeneck) 

* Bill  was  passed  October  24,  1963  as  F.L.  88-156. 
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Case  Reports 


Hypoproteinemic  Edema 

A Rare  Complication  of 
Chronic  Ulcerative  Colitis 


MELVIN  S.  ROSH,  M.D. 

New  York  City 

From  the  Department  of  Pediatrics,  The  New  York  Hospital 


H ypoproteinemia  is  a relatively  common 
finding  in  chronic  idiopathic  ulcerative  coli- 
tis. This  was  previously  thought  due  to  a 
markedly  decreased  protein  intake  and  poor 
intestinal  absorption.  Within  the  past  dec- 
ade these  two  presumptions  have  been  shown 
not  to  be  the  major  factors  in  the  production 
of  hypoproteinemia.  However,  generalized 
anasarca  secondary  to  hypoproteinemia  in 
ulcerative  colitis  is  indeed  rare.  In  review- 
ing the  literature  only  brief  references  to  this 
complication  in  2 patients  were  found.1.2 

The  following  case  report  of  a patient  with 
chronic  ulcerative  colitis  demonstrates  the 
active  role  of  serum  protein  degradation  by 
the  gastrointestinal  tract  and  is  the  first  well- 
documented  case  in  which  generalized  edema 
secondary  to  hypoproteinemia  was  a com- 
plication of  the  disease. 

Case  report 

The  patient,  an  eight-year-old  girl,  had 
been  born  on  January  9,  1954,  to  a thirty- 
eight-year-old  housewife,  whose  pregnancy, 
her  first,  had  been  complicated  by  third 
trimester  vaginal  bleeding.  The  patient’s 
infancy  was  unremarkable,  and  at  one  year 
of  age  she  weighed  8.3  Kg. 

Between  the  ages  of  two  and  five,  the  child 
was  noted  to  have  intermittent  rectal  bleed- 
ing. The  first  episode  was  associated  with 
hard,  constipated  stools,  but  subsequent 


rectal  bleeding  was  not  associated  with  fever, 
diarrhea,  or  constipation.  The  results  of  a 
proctoscopic  examination,  a barium  x-ray 
study,  and  an  upper  gastrointestinal  and 
small  bowel  series  were  interpreted  as  normal 
when  the  child  was  five  years  of  age.  The 
stools  were  negative  for  bacterial  pathogens 
as  well  as  for  ova  and  parasites. 

First  admission.  At  six  years  of  age  the 
patient  was  admitted  to  The  New  York 
Hospital  for  the  first  time  in  July,  1960, 
because  of  fever,  pallor,  weight  loss,  and 
bloody  diarrhea.  A diagnosis  of  ulcerative 
colitis  was  made  on  the  basis  of  a sigmoido- 
scopic  examination,  which  revealed  a friable 
inflamed  mucosa,  and  a barium  enema  x-ray 
film,  which  was  interpreted  as  showing  an 
irregular  ulcerative  process  with  pseudo- 
polyps in  the  entire  colon.  The  patient  was 
treated  with  10  mg.  of  prednisone  three  times 
a day,  500  mg.  of  salicylazosulfapyridine3 
every  six  hours,  and  ferrous  gluconate,  with 
good  response. 

Following  discharge  the  patient  did  well, 
and  over  the  next  six  months  a 6-Kg.  weight 
gain  was  noted.  Her  stools  were  not  diar- 
rheal. Flecks  of  bright  red  blood  were 
observed  only  intermittently,  and  steroids 
were  gradually  tapered  off  and  stopped  after 
four  months. 

Second  admission.  One  year  later, 
bloody  diarrheal  stools,  fever,  and  anemia 
recurred.  The  patient  was  readmitted  to 
The  New  York  Hospital  in  December,  1961, 
at  which  time  she  was  markedly  pale  and 
apprehensive.  The  liver  was  palpable  1 cm. 
beneath  the  right  costal  margin,  and  the 
patient  now  had  a Grade  II  soft  functional 
apical  systolic  murmur.  Laboratory  studies 
revealed  a hemoglobin  of  5.6  Gm.  per  100 
ml.,  a white  blood  count  of  17,000,  with  a 
shift  to  the  left.  The  results  of  a urinalysis 
were  normal.  Her  total  proteins  were  5.6 
Gm.,  albumin  3.7,  and  globulin  1.9  per  100 
ml.  A barium  enema  x-ray  film  showed 
progressive  increase  in  the  shagginess  of  the 
colonic  mucosa. 

Medications  prescribed  included  15  mg.  of 
prednisone  and  25  mg.  of  methantheline 
bromide  every  eight  hours.  Bowel  move- 
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FIGURE  1.  Pitting  edema  of  leg. 


FIGURE  2.  Barium  enema  x-ray  film.  Note  pseu- 
dopolypoid  defects. 


merits  decreased  from  twenty  to  three  a day, 
and  the  patient  was  discharged. 

Third  admission.  With  gradual  im- 
provement in  appetite  and  stool  consistency, 
and  appearance  of  Cushingoid  features,  ster- 
oids were  again  tapered  off  and  discontinued 
after  five  months.  Two  days  after  pred- 
nisone was  withdrawn,  periorbital  puffiness 
was  noted.  Shortly  thereafter,  pitting 
edema  of  the  feet  and  legs  occurred.  Rectal 
bleeding  and  frequent  loose  bowel  move- 
ments were  noted  but  were  not  as  marked 
as  in  the  past.  The  patient  complained  of 
crampy  low  abdominal  pain  and  was  noted 
to  be  extremely  irritable.  This  episode  pre- 
cipitated the  third  admission  to  The  New 
York  Hospital. 

Physical  examination  on  admission  re- 
vealed an  acutely  ill  child.  The  positive 
physical  findings  included  pallor,  a liver 
palpable  2 cm.  beneath  the  right  costal 
margin,  and  signs  of  prolonged  steroid  ther- 
apy, such  as  abdominal  striae,  hirsutism,  fat 
distribution  resembling  that  in  Cushing’s 
syndrome,  and  generalized  anasarca.  The 
anasarca  was  characterized  by  periorbital 
edema,  lateral  chest  wall  edema,  dullness  to 
percussion  at  the  lung  bases  bilaterally,  an 
abdominal  fluid  wave,  trace  pitting  sacral 


edema,  puffy  hands,  and  4 plus  pitting  edema 
of  the  feet  extending  to  lesser  degree  up  to 
the  thighs  (Fig.  1). 

Laboratory  findings  revealed  a hemo- 
globin of  11.4  Gm.  per  100  ml.  and  a white 
blood  count  of  12,000.  A twelve-hour  urine 
specimen  had  0.02  Gm.  protein  (normal,  less 
than  0.04  Gm.  protein).  Total  serum  pro- 
tein was  2.5  Gm.,  albumin  1.4  Gm.,  and 
globulin  1.1  Gm.  per  100  ml.  Liver  and 
renal  function  tests  showed  normal  results. 
A chest  x-ray  film  revealed  bilateral  pleural 
effusion,  and  a barium  enema  x-ray  film 
showed  a rigid,  short  colon  with  severe 
pseudopolypoid  defects  (Fig.  2).  An  ab- 
dominal flat  plate  had  the  ground- glass 
appearance  consistent  with  ascites.  There 
were  no  abnormalities  of  the  upper  gastro- 
intestinal tract  indicated  by  x-ray  studies. 

I131  (radioactive  iodine) -labeled  human 
serum  albumin  was  injected  intravenously 
twice,  once  before  and  once  after  therapy 
was  instituted.  The  method  and  results  will 
be  discussed  later.  The  patient  was  placed 
on  15  mg.  of  prednisone  and  500  mg.  of 
salicylazosulfapyridine  every  six  hours.  Five 
days  following  the  institution  of  steroids,  the 
number  of  stools  decreased  from  20  to  5 
loose  movements  per  day.  The  patient 
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became  less  edematous,  and  on  the  sixth 
hospital  day  she  weighed  19.8  Kg.,  having 
lost  4.5  Kg.  since  admission.  Ascites  and 
pleural  effusions  were  no  longer  present  on 
physical  examination.  Steroids  were  grad- 
ually tapered  off  and  stopped  prior  to  dis- 
charge. At  the  time  of  discharge  the  pa- 
tient’s serum  total  proteins  were  5.3  Gm. 
and  she  was  free  of  edema. 

Since  discharge  the  patient  has  been  rela- 
tively well  except  for  a short  period,  and  dur- 
ing that  time  steroids  were  given  again. 
Anasarca  never  recurred.  At  the  present 
time  she  is  receiving  no  medication  and  is 
asymptomatic. 

Methodology 

To  prevent  the  radioactive  iodine  uptake 
by  the  thyroid  gland,  the  patient  was  pre- 
pared with  10  gtt.  of  Lugol’s  iodine  twice  a 
day  two  days  prior  to  the  intravenous  in- 
jection of  8 microcuries  of  I131-labeled  human 
serum  albumin.  Amber lite,  an  iodine-bind- 
ing exchange  resin,  was  given  orally  in  a 
dosage  of  5 Gm.  every  six  hours  for  four 
days  following  the  intravenous  injection  of 
labeled  albumin.  Amber  lite  binds  most  of 
the  radioactive  iodine  which  passes  into  the 
gut  and  prevents  its  reabsorption.  Stools 
and  urine  were  collected  from  the  second  to 
the  fifth  day  following  the  intravenous  in- 
jection of  labeled  albumin,  and  their  radio- 
activity was  measured  by  a well-type  scin- 
tillation counter  and  compared  to  a standard 
prepared  from  the  injected  albumin  I131.4,5 
Radioactive  iodine  studies  were  performed 
before  and  after  steroid  therapy  was  in- 
stituted. Repeated  sampling  of  blood  I131 
levels  gave  a disappearance  curve  of  the 
radioactive  material  (Fig.  3). 

The  total  albumin  pool  is  the  sum  of  the 
vascular  and  extravascular  albumin  and  is 
calculated  by  the  isotope  dilution  principle.4 
The  albumin  turnover  represents  that  al- 
bumin which  is  synthesized  and  catabolized 
per  day.  The  rate  of  albumin  catabolism 
and  synthesis  is  calculated  from  the  plasma 
I131  decay  curve.6 

Figure  3 shows  the  disappearance  curve  of 
I131-labeled  albumin  from  the  plasma  of  the 
patient  prior  to  steroid  therapy.  Stools  for 
radioactive  studies  were  collected  between 
the  second  and  fifth  day.  As  pointed  out 
by  Jeffries,  Holman,  and  Sleisenger, 3 the 
zero  time  value  is  the  concentration  of  I131- 


Dtya 

FIGURE  3.  Disappearance  curve  of  l131-|abeled 
albumin  prior  to  steroid  therapy. 

labeled  albumin  after  complete  mixing  in 
the  intravascular  compartment  has  oc- 
curred (A).  The  following  rapid  decline 
represents  mixing  between  the  intravascular 
and  extravascular  compartments  (B). 
Thereafter,  the  slope  of  the  linear  component 
reflects  the  degradation  of  the  radioactive- 
tagged  albumin,  from  which  the  albumin 
turnover  and  half-life  of  plasma  albumin 
degradation  is  calculated. 

Table  I presents  the  calculated  results 
comparing  presteroid  and  poststeroid  values 
of  the  patient  to  the  norm.  On  steroid 
therapy,  fecal  albumin  loss  decreased  four- 
fold, as  did  the  albumin  turnover. 

Comment 

Hypoproteinemia  secondary  to  protein 
loss  into  the  gastrointestinal  tract  has  been 
described  in  many  diseases,5  7.8  such  as  giant 
hypertrophic  gastritis,9  regional  enteritis, 
diffuse  granulomatous  ileojejunitis,  acute 
gastroenteritis,  nontropical  sprue,  idiopathic 
protein-losing  enteropathy,  and  idiopathic 
chronic  ulcerative  colitis.  A review  of  the 
literature  reveals  that  there  have  been  no 
well-documented  cases  of  hypoproteinemic 
edema  associated  with  chronic  ulcerative 
colitis.  Platt1  lists  among  his  62  cases  of 
ulcerative  colitis  a six-year-old  girl  whose 
course  was  complicated  by  “anemia,  pur- 
pura and  oedema.”  Hijmans  and  Enzer2 
briefly  present  the  case  of  a twenty-two- 
year-old  Negro  woman  whose  disease  was 
complicated  by  “abnormal  urine,  arthro- 
pathy, edema,  rash,  and  pseudo  polyps.” 
The  cause  of  the  edema  in  both  cases  is  not 
mentioned.  Presumably,  it  is  related  to 
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TABLE  I.  Albumin  values  in  patient  with  hypoproteinemic  edema  compared  with  normal  values 


Type  of  Measurement 

Patient’s 

Presteroid 

Values 

Poststeroid 

Normal  Values* 

Normal  Mean 

Plasma  albumin  concentration  (Gm. 
per  100  ml.) 

1.1 

3.7 

3.5  to  4 . 2 

3.8 

Total  albumin  pool  (Gm.  per  Kg.) 

3.44 

3 . 8 to  5 . 0 

4.2 

Plasma  albumin  decay  (half-life, 
days) 

6 

17 

10f 

Albumin  turnover  (mg.  per  Kg.  per 
day) 

569 

140 

144  to  219 

218 

Calculated  albumin  leakage  into  in- 
testine (mg.  per  Kg.  per  day) 

101 

28 

31** 

* From  Jeejeebhoy.4 
f From  Sterling.6 

**  On  the  basis  of  adult  weighing  70  Kg. 


ulcerative  colitis.  To  be  sure,  the  ap- 
pearance of  hypoproteinemic  edema  in  pa- 
tients with  chronic  ulcerative  colitis  is  rare. 

Approximately  one  third  of  patients  with 
idiopathic  ulcerative  colitis  have  serum 
protein  levels  below  6 Gm.  and  serum  al- 
bumin levels  lower  than  3.5  Gm.  per  100 
ml.10  In  these  patients  the  loss  of  albumin 
far  exceeds  albumin  synthesis  by  the  liver. 
This  is  probably  not  related  to  liver  dam- 
age.11 

When  compared  with  normal  controls, 
the  1 13  ^albumin  studies  reveal  that  the 
patient  had  decreased  total  albumin  stores, 
increased  degradation  of  albumin,  increased 
fecal  albumin  excretion,  and  increased 
albumin  turnover.  On  steroid  therapy, 
fecal  albumin  loss  decreased  fourfold,  as  did 
the  albumin  turnover.  These  results  have 
been  confirmed  by  other  authors. 10 

Picou  and  Waterlow12  and  Cohen  and 
Hansen13  independently  showed  that  the 
breakdown  rate  of  plasma  albumin  in  pro- 
tein-deprived infants  is  greatly  reduced,  so 
that  the  albumin  half-life  is  almost  doubled. 
In  the  case  presented,  the  albumin  half-life 
prior  to  therapy  was  halved.  This  would 
confirm  the  I131  studies  which  indicated 
that  the  major  underlying  defect  in  the 
patient  presented  was  the  excessive  fecal 
loss  of  albumin  and  that  inadequate  protein 
intake  played  a lesser  role. 

Wetterfors  et  al ,14  analyzed  the  albumin 
uptake  in  portions  of  the  gastrointestinal 
tract  and  found  it  to  be  high  when  compared 
to  that  in  other  organs  of  the  body.  Por- 
tions of  resected  duodenum  and  small 
intestines  were  analyzed  one  to  ten  days 
after  the  infusion  of  intravenous  I131-labeled 
human  serum  albumin.  They  concluded 


that  in  the  normal  person  at  least  one  third  of 
the  total  body  albumin  was  catabolized  by 
the  upper  gastrointestinal  tract.  Soergel 
and  Ingelfinger15  present  data  suggesting 
that  the  same  phenomenon  occurs  in  the 
lower  gastrointestinal  tract.  The  excreted 
albumin  is  then  digested  and  reabsorbed. 
However,  in  patients  with  ulcerative  colitis 
the  fecal  albumin  loss  is  probably  increased 
because  of  increased  loss  into  the  gut,  in- 
creased transit  time,  and  decreased  reabsorp- 
tion. 

Recently,  much  opposition  has  been 
voiced  against  the  use  of  1 13  ^labeled  albumin 
to  determine  absolute  fecal  albumin  loss. 
This  objection  is  well  founded.  Iodine  is 
reabsorbed  by  the  small  intestines  once 
proteolytic  enzymes  have  destroyed  the 
iodine-albumin  complex,  and  thus  fecal  ex- 
cretion values  of  I131  would  be  artifactually 
low.  To  minimize  the  effect  of  iodine  re- 
absorption, amberlite,  an  iodine-binding 
exchange  resin,  is  orally  administered.  This 
resin  forms  a nonabsorbable  complex  mole- 
cule with  the  iodine,  preventing  its  reabsorp- 
tion and  therefore  giving  a more  reliable 
estimate  of  intestinal  loss  of  albumin.  Op- 
ponents also  argue  that  salivary  and  gastric 
juices  secrete  inorganic  iodine,  and  therefore 
some  of  the  fecal  I131  may  not  represent 
albumin  loss  by  the  gut. 

Other  agents  used  in  place  of  1 13  ^labeled 
albumin  are  I131-labeled  polyvinylpyr- 
rolidone (I131-PVP)  and  Cr51  (radioactive 
sodium  chromate) -labeled  albumin.5  I131- 
PVP  has  the  disadvantage  of  being  a 
foreign  substance  and  a heterogenous  poly- 
mer and  has  a different  distribution  and 
catabolism  than  albumin.  Cr 5 ^labeled  al- 
bumin is  advantageous  in  that  the  chromium 
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ion  is  not  reabsorbed  from  the  gastroin- 
testinal tract  as  is  iodine.  However,  Cr51- 
labeled  albumin  is  catabolized  faster  than 
I131-labeled  albumin  and  therefore  its  plasma 
disappearance  does  not  reflect  albumin  deg- 
radation. To  be  sure,  of  all  the  tools, 
I131-labeled  albumin  is  the  most  advantag- 
eous and  its  I131  levels  in  the  stool  should  be 
used  as  a qualitative  rather  than  a quantita- 
tive determination  of  calculated  albumin 
leakage  into  the  intestines. 

Why  the  patient  developed  hypoprotein- 
emic  edema  shortly  after  steroids  were  dis- 
continued is  not  known.  Indeed,  the  loss  of 
edema  after  the  reinstitution  of  steroids 
coincided  with  the  improvement  of  serum 
albumin  and  the  decreasing  fecal  albumin 
loss.  Steroids  not  only  increase  albumin 
degradation  but  also  increase  the  rate 
of  albumin  synthesis,16-18  resulting  in  only 
a negligible  loss  of  total  body  albumin.  The 
marked  improvement  on  steroids  must 
therefore  be  related  to  its  direct  effect 
on  the  inflamed  bowel  mucosa. 

Summary 

Even  though  hypoproteinemia  is  a rela- 
tively common  finding  in  chronic  idiopathic 
ulcerative  colitis,  associated  anasarca  is 
very  rare.  Decreased  protein  intake  and 
poor  intestinal  absorption  were  previously 
felt  to  be  the  major  factors  responsible  for 
the  hypoproteinemia. 

The  case  presented  is  the  first  well-docu- 
mented case  of  chronic  ulcerative  colitis 
complicated  by  hypoproteinemic  edema.  A 
thorough  investigation  demonstrated  the 
active  role  of  serum  protein  degradation  by 
the  gastrointestinal  tract. 

I131-labeled  human  serum  albumin  studies 
revealed  that  the  patient  had  decreased  total 
albumin  stores,  increased  albumin  degrada- 
tion, increased  fecal  albumin  excretion,  and 
increased  albumin  turnover.  When  placed 
on  steroid  therapy,  fecal  albumin  loss  de- 


creased fourfold.  The  edema  disappeared 
once  the  fecal  protein  loss  was  decreased. 
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I n spite  of  the  great  strides  made  in  vascu- 
lar surgery  in  the  past  decade,  there  is  little 
more  known  today  about  thrombophlebitis 
and  pulmonary  embolism  than  was  known 
when  Welch1  published  his  classic  review  of 
the  subject  in  1899.  The  importance  of 
pulmonary  embolus  as  a cause  of  death  is 
well  known,  being  implicated  in  from  4.5  to 
10  per  cent  of  consecutive  hospital  necrop- 
sies.2-4 

Since  no  adequate  means  for  definitive 
prevention  of  the  initial  pulmonary  em- 
bolus has  yet  been  found,  present-day 
therapy  consists  largely  of  preventing  sub- 
sequent embolization  if  the  patient  survives 
the  first  episode.  This  usually  takes  the  form 
of  giving  anticoagulants  after  the  first  em- 
bolus and  then  ligating  either  both  femoral 
veins  or  the  inferior  vena  cava  if  a second 
embolus  should  occur.  However,  because 
edema  and  ulceration  occur  in  a significant 
proportion  of  patients  after  ligation  of  the 
veins,  the  proportion  varying  from  25  to 
100  per  cent,5-8  there  is  often  an  under- 
standable reluctance  to  perform  the  opera- 
tion. 

Various  methods  have  been  advocated  to 
obviate  the  undesirable  effects  of  venous 
ligation.  One  of  these  has  been  vena  cava 
plication,  as  advocated  by  Spencer  et  al .9 
By  this  means  several  small  channels  are 
created  in  the  vena  cava,  thus  forming  a 
filter  effect  to  prevent  large  emboli  from 
being  carried  to  the  lungs.  We  have 
utilized  vena  cava  plication  in  2 cases. 
Because  of  the  ease  of  its  accomplishment 
and  the  lack  of  postoperative  complications 
these  2 cases  are  reported  here. 


Case  reports 

Case  1.  This  was  the  fourth  admission  to 
The  Mount  Sinai  Hospital  of  this  sixty-one- 
year-old  white  woman  with  a twenty-year 
history  of  ulcerative  colitis.  The  patient  had 
been  doing  well  up  until  four  weeks  prior  to 
admission,  when  she  had  experienced  an  ex- 
acerbation of  her  colitis.  Since  she  did  not 
respond  to  conventional  therapy,  hospitali- 
zation was  advised . The  results  of  a physical 
examination  on  admission  were  unremark- 
able. 

The  patient’s  ulcerative  colitis  slowly 
responded  to  treatment.  Three  weeks  after 
admission  she  experienced  sudden  onset  of 
anterior  chest  pain  radiating  to  the  left 
shoulder.  Chest  x-ray  films  and  electro- 
cardiographic tracings  were  compatible  with 
pulmonary  embolism.  Forty-eight  hours 
later  a deep  thrombophlebitis  of  the  right 
calf  became  apparent.  Cephalad  progres- 
sion of  the  process  occurred  over  the  next 
several  days,  and  it  finally  extended  above 
the  right  inguinal  ligament.  There  was  also 
minimal  involvement  of  the  left  lower  ex- 
tremity. 

Because  of  the  progression  of  the  throm- 
botic process  and  the  inadvisability  of  em- 
ploying anticoagulants  in  the  presence  of 
active  colitis,  a vena  cava  plication  was  per- 
formed through  a right  retroperitoneal  ap- 
proach. The  patient  had  an  uneventful 
convalescence,  with  gradual  resolution  of  the 
phlebitic  process. 

At  the  time  of  discharge  the  patient 
demonstrated  no  edema  of  the  lower  ex- 
tremities. A venogram  revealed  patency 
of  the  inferior  vena  cava,  with  no  evidence 
of  local  collateral  circulation  (Fig.  1). 
When  last  seen,  three  months  after  vena 
cava  plication,  the  patient  was  asympto- 
matic, with  no  limitation  of  activity,  and 
there  was  no  significant  swelling  of  the  lower 
extremities. 

Case  2.  This  was  the  second  admission  to 
The  Mount  Sinai  Hospital  of  this  forty-four- 
year-old  white  woman.  She  was  admitted 
with  an  acute  left  iliofemoral  thrombo- 
phlebitis. Eleven  months  previously  she 
had  undergone  total  abdominal  hysterec- 
tomy and  bilateral  salpingo-oophorectomy 
for  carcinoma  of  the  ovary.  One  month  be- 
fore admission  she  had  experienced  her  first 
episode  of  thrombophlebitis,  complicated  by 
two  clinical  episodes  suggestive  of  pulmonary 
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FIGURE  1.  Case  1.  Venogram  showing  dye  proxi- 
mal and  distal  to  area  of  plication  without  local  col- 
lateral formation. 


embolus,  and  was  placed  on  long-term  anti- 
coagulant therapy  at  that  time.  There  was 
no  further  evidence  of  thrombo-embolic 
complications  until  one  day  before  ad- 
mission, when  she  noticed  that  her  entire 
left  leg  was  painful  and  swollen. 

On  examination,  her  left  lower  extremity 
was  diffusely  swollen  up  to  the  groin,  with 
associated  tenderness  most  marked  in  the 
femoral  triangle.  The  left  thigh  was  3V2 
inches  greater  and  the  left  calf  2 inches 
greater  in  circumference  than  the  right. 

Because  of  the  thrombotic  episodes  that 
recurred  despite  anticoagulation,  and  be- 
cause the  process  extended  above  the  groin, 
it  was  elected  to  perform  a plication  of  the 
inferior  vena  cava.  This  was  done  through 
a transperitoneal  approach  on  the  day  of 
admission.  A thrombus  was  palpated  with- 
in the  left  common  iliac  vein  but  not  in  the 
vena  cava.  Recurrent  tumor  was  noted 
in  the  pelvis. 

The  patient  had  an  uneventful  postopera- 
tive course.  Anticoagulants,  which  had 
been  discontinued  prior  to  operation,  were 
not  given.  At  the  time  of  discharge,  on  the 
twelfth  postoperative  day,  the  circumfer- 


FIGURE  2.  Photograph  of  area  of  vena  cava  plica- 
tion before  removal  of  clamps. 


ence  of  the  uninvolved  right  leg  was  un- 
changed. The  circumference  of  the  left 
thigh  had  decreased  2 inches,  and  the  left 
calf  had  returned  to  normal  size.  The  pa- 
tient walked  freely,  with  no  complaints 
referable  to  the  lower  limbs.  Her  legs  re- 
mained asymptomatic  until  her  death  from 
carcinomatosis  approximately  two  months 
after  the  plication  of  the  inferior  vena  cava. 
Permission  for  a postmortem  examination 
was  not  obtained. 

Operative  technic 

Exposure  of  the  distal  vena  cava  may  be 
obtained  by  the  usual  extraperitoneal  ap- 
proach or  by  a transperitoneal  route.  In 
general,  the  extraperitoneal  approach  is 
preferable.  The  lower  end  of  the  vena  cava 
is  isolated  from  the  surrounding  tissues  for 
a length  of  3 to  4 cm.  Generally,  only  one 
lumbar  vein  has  been  encountered  in  this 
segment,  and  it  is  tied  with  silk  ligatures. 
The  dissection  is  not  difficult.  Atraumatic 
vascular  clamps  are  applied  at  the  upper  and 
lower  extremes  of  the  caval  dissection.  The 
blood  is  milked  out  of  the  isolated  segment 
as  the  second  (proximal)  clamp  is  being  ap- 
plied. This  latter  maneuver  allows  the 
anterior  and  posterior  surfaces  of  the  vena 
cava  to  lie  in  apposition.  If  an  anterior 
transperitoneal  approach  is  used,  the  clamps 
are  applied  so  that  the  lateral  surfaces  are  in 
apposition.  Three  or  four  mattress  sutures 
of  5-0  silk  are  then  carefully  inserted  across 
the  cava  at  intervals  of  3 to  4 mm.  (Fig.  2). 
The  proximal  and  then  the  distal  clamp  are 
removed.  Bleeding  from  the  needle  holes 
in  the  vena  cava  has  not  been  a problem. 
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The  wound  is  closed  in  the  usual  manner 
with  chromic  catgut  and  silk  without  drain- 
age. 

Comment 

Because  of  the  possible  sequelae  of  vena 
cava  ligation,  a means  has  been  sought  to 
prevent  fatal  pulmonary  embolization  with- 
out completely  occluding  the  vena  cava. 
Three  technics  have  recently  been  used  to  ac- 
complish this.  One  of  these  has  been  to 
create  a filter  in  the  vena  cava  with  suture 
material,  as  described  by  DeWeese.10  We 
have  not  used  this  method  because  of  the 
foreign  material  which  remains  in  the  path 
of  the  circulating  blood,  although  this  ob- 
jection may  be  more  theoretical  than  real. 

A second  technic  consists  of  using  a Teflon 
clamp,  which  when  placed  around  the  vena 
cava  creates  several  small  channels.  This 
method  has  been  described  by  Moretz, 
Rhode,  and  Shepherd.7  Recently,  however, 
Moretz11  has  reported  that  in  4 of  10  cases 
the  vena  cava  had  become  occluded  on 
follow-up  examination . The  occlusions  may 
have  been  caused  by  emboli  which  were 
trapped  at  the  “filter  site.”  It  would  seem 
that  further  investigation  of  this  method  is 
necessary  to  assess  fully  its  ultimate  role. 

The  third  technic  consists  of  plication  of 
the  vena  cava  so  that  several  small  channels 
are  created.  The  anterior-posterior  diam- 
eter of  these  channels  is  about  3 mm.,  and 
the  lateral  diameter  is  about  3 mm.  Em- 
boli which  could  pass  through  an  orifice  of 
this  size  would  probably  not  cause  signifi- 
cant distress  to  the  patient.  The  opera- 
tion is  simple  to  perform,  and  suture  ma- 
terial is  not  in  the  main  path  of  blood  flow. 

The  postoperative  results  in  regard  to 
edema  have  been  gratifying.  There  was  no 
increase  in  edema  in  the  extremities  of  either 
of  the  2 patients  undergoing  the  procedure; 
in  fact,  preoperative  edema  in  one  of  the 
patients  subsided  within  seven  days  after 
operation.  The  postoperative  venogram  in 
the  one  patient  reveals  blood  flow  through 
the  area  of  plication,  with  no  local  collateral 
venous  formation  (Fig.  1).  This  is  in 
marked  contrast  to  the  situation  when  the 
vena  cava  is  completely  occluded  (Fig.  3). 
Because  of  the  ease  of  its  accomplishment 
and  the  minimal  postoperative  sequelae, 
vena  cava  plication  should  be  strongly  con- 
sidered in  any  patient  who  is  in  danger  of 


FIGURE  3.  Venogram  showing  marked  local  col- 
lateral formation  around  area  of  vena  cava  ligation. 


having  a pulmonary  embolus  from  a non- 
septic  thrombus  in  the  veins  of  the  pelvis  or 
lower  extremities. 

Summary 

Inferior  vena  cava  plication  has  been  used 
to  prevent  pulmonary  emboli  in  2 patients, 
with  no  short-term  adverse  sequelae.  The 
technic  of  the  procedure  is  outlined. 
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X he  role  of  serum  in  the  transport  of 
ferric  ion  has  stimulated  interest  in  its  effects 
on  serum.  While  the  carrying  mechanism 
for  ferric  ion  in  serum  globulin  may  explain 
the  efficacy  of  iron  compounds  used  in  med- 
ical therapy,1-2  the  high  binding  capacity 
and  reservoir  storage  for  ferric  ion  further 
suggest  that  its  effect  on  serum  be  studied. 

A few  reports  of  clinical  reactions  attrib- 
uted to  iron  compounds  exist.3-5  Van  Oet- 
tingen6  in  his  classic  compendium  of  toxins, 
“Poisoning,”  claims  that  intravenous  pres- 
ence of  free  carbon  monoxide,  chlorine,  or 
ferric  chloride  can  induce  coronary  thrombo- 
sis, although  the  findings  of  the  forensic 
pathologist  usually  are  at  variance  with  this 
in  any  given  case  of  thrombosis. 

Method 

The  effect  of  ferric  chloride  on  serum  was 
investigated  by  adding  fresh  dilutions  of 
stock  solution  of  10  per  cent  ferric  chloride  in 
titration  by  drops  to  0.5  cc.  of  Kolmer-Eagle 
serologically  negative  serum,  which  was 
twenty-four,  forty-eight,  and  seventy-two 
hours  old.7*8 

Results 

Twenty-eight  determinations  made  in  a 
two -hour  period  of  twenty-four-hour-old 
serum  diluted  with  0.1  per  cent  ferric  chlo- 


ride constituted  a typical  assay.  Partic- 
ulate precipitation  which  did  not  clear  on 
agitation  was  noted  in  each  specimen,  with 


titrable 

! values  of: 

0.068, 

0.062, 

0.061, 

0.059, 

0.064, 

0.055, 

0.059, 

0.057, 

0.068, 

0.035, 

0.056, 

0.065, 

0.067, 

0.060, 

0.054, 

0.057, 

0.067, 

0.057, 

0.064, 

0.048, 

0.063, 

0.059,  0.032,  0.049,  0.055,  and  0.066,  with 
an  average  result  of  0.055  per  cent.  Average 
results  at  forty-eight  hours  were  0.062  per 
cent  and  at  seventy -two  hours  0.068  per  cent 
concentrations  of  ferric  chloride,  showing 
decreasing  reactivity  with  age. 

The  addition  of  ferric  chloride  to  serum 
rapidly  or  by  drops  to  a concentration  of 
0.2  per  cent  produced  a uniform  opalescence 
which  remained  unchanged  for  several  days. 
On  standing  several  hours  or  longer,  this 
opalescent  material  tended  to  become  loosely 
gelatinous  while  retaining  a constant  opales- 
cence. 

The  addition  of  ferric  chloride  in  excess  of 
1 per  cent  produced  a uniform,  gelatinous 
substance  which  was  tawny  orange  and 
transparent.  It  hardened  to  a firm  resin- 
like amalgam  within  several  hours.  Stand- 
ing overnight,  this  amalgam  tended  to  con- 
tract and  fissure  slightly,  while  retaining  its 
hardness  and  transparency. 

Comment 

Consistent  values  within  a range  obtained 
with  a 0.1  per  cent  ferric  chloride  titration 
of  serum  enables  a test  for  ferric  chloride  to 
be  devised  in  which  the  presence  of  ferric 
chloride  in  the  serum  sample  presumably 
results  in  lower  additive  amounts  on  titra- 
tion. 9 This  presumptive  test  for  ferric  chlo- 
ride, although  not  excluding  other  factors,10 
may  indicate  whether  susceptibility  or  the 
likelihood  of  a ferric  chloride  effect  does 
exist.  As  an  adjunct  to  the  evaluation  of 
thrombosis,  it  may  achieve  a place  in  deter- 
mining the  presence  or  absence  of  a level  of 
toxic  proportions  Certainly  the  effects 
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show  that  ferric  chloride  can  produce  serum 
alterations  which  may  well  engender  a 
thrombotic  process. 

The  properties  of  the  sero-amalgam  pro- 
duced with  1 per  cent  ferric  chloride  may 
have  practical  significance.  It  has  a poten- 
tial capacity  to  act  as  an  iron  expander  by 
producing  a hard  substance.  Its  amorphous 
structure  conceivably  enables  a form-filling 
or  defect-filling  material  to  be  derived  from 
type-specific  serum. 

Summary 

The  interaction  of  serum  with  ferric  chlo- 
ride produces  flocculation,  opalescent  gel- 
atinization,  and  a hard,  transparent  amal- 
gam, at  higher  concentrations. 


Clinical  experiences  in  gastric 
freezing  for  peptic  ulcer 

Although  the  early  optimism  surrounding 
gastric  freezing  for  peptic  ulcer  has  been  some- 
what modified  by  experience,  results  reported 
recently  in  the  Cleveland  Clinic  Quarterly  sug- 
gest that  with  careful  patient  selection  and  at- 
tention to  technic  it  may  become  a useful  ad- 
junct in  ulcer  therapy.  Attention  is  called  to 
the  general  chronicity  of  peptic  ulcer  and  the 
observation  that  five  years  should  be  permitted 
as  a reasonable  interval  for  evaluation.  The 
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maximum  period  so  far  has  been  two  and  a half 
years,  which  does  not  warrant  the  conclusion  by 
patients  (or  doctors)  that  gastric  freezing  is  a 
cure-all  where  ulcer  is  concerned.  This  is  a 
report  of  experience  with  36  patients. 

Results  in  this  series  warrant  the  following 
conclusions:  (1)  gastric  acidity,  and  results  of 

biopsy,  cinefluoroscopy,  and  gastroscopy  show 
little  change;  (2)  symptomatic  response,  oc- 
casionally striking,  may  be  followed  by  early 
relapse;  (3)  freezing  may  postpone  or  avoid 
surgery  in  selected  patients,  but  more  time  is 
needed  for  evaluation;  (4)  at  present  it  is  not  a 
cure-all  for  peptic  ulcer  nor  does  it  replace 
standard  medical  treatment. 
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Elmira 

Region  Twelve:  Erie,  Niagara,  Chautauqua , 
Cattaraugus,  Genesee,  Wyoming 
Obstetrics — 

Pediatrics — William  J.  Orr,  M.D.,  Buffalo 

Mental  Hygiene  Subcommittee 

C.  Douglas  Darling,  M.D.,  Ithaca,  Chair- 
man 

Mathew  Brody,  M.D.,  Brooklyn 
Frederick  H.  Hesser,  M.D.,  Albany 
Herman  B.  Snow,  M.D.,  Poughkeepsie 
Reginald  R.  Steen,  M.D.,  Hempstead 
Christopher  F.  Terrence,  M.D.,  Albany, 
Adviser 

William  Haddon,  Jr.,  M.D.,  Albany,  Ad- 
viser 

Leonard  C.  Lang,  M.D.,  Albany,  Adviser 
Duncan  Whitehead,  M.D.,  Buffalo,  Adviser 

Operating  Room  Mortality  Subcommittee 
Richard  Ament,  M.D.,  Buffalo,  Chairman 
Milton  Helpern,  M.D.,  New  York  City 
Valentino  D.  B.  Mazzia,  M.D.,  New  York 
City 

Frederick  Beck,  M.D.,  Oneonta,  Adviser 

Physical  Medicine  and  Rehabilitation 
Subcommittee 

George  M.  Raus,  M.D.,  Fayetteville, 
Chairman 

Alexander  F.  Carson,  M.D.,  Oneonta 
George  G.  Deaver,  M.D.,  New  York  City 
William  H.  George,  M.D.,  Buffalo 
Edward  J.  Lorenze,  M.D.,  White  Plains 
Edward  R.  Schlesinger,  M.D.,  Albany, 
Adviser 

Youth  Health  and  Fitness  Subcommittee 
Frederick  A.  Groff,  Jr.,  M.D.,  Schenectady, 
Chairman 

George  Lim,  M.D.,  Rome 
Thomas  S.  Bumbalo,  M.D.,  Buffalo 
Royal  S.  Davis,  M.D.,  New  Rochelle 


Harold  Jacobziner,  M.D.,  New  York  City 
Leo  V.  Feichtner,  M.D.,  Albany,  Adviser 
Dale  Harro,  M.D.,  Albany,  Adviser 

Bar  Association,  Joint  Committee  with 

Medical  Society  of  the  State  of  New 
York 

Milton  Helpern,  M.D.,  New  York  City, 
Chairman 

Samuel  Sanes,  M.D.,  Buffalo 
John  F.  Kelley,  M.D.,  Utica 

New  York  State  Bar  Association 
William  F.  Martin,  Esq.,  New  York  City, 
Chairman 

R.  Newell  Lusby,  Esq.,  New  York  City 
Franklin  R.  Brown,  Esq.,  Buffalo 

Budget  and  Finance 

Frederic  W.  Holcomb,  Sr.,  M.D.,  Kingston, 
Chairman 

Renato  J.  Azzari,  M.D.,  Bronx 

Leo  S.  Drexler,  M.D.,  Brooklyn 

Samuel  Z.  Freedman,  M.D.,  New  York  City 

Thomas  F.  McCarthy,  M.D.,  Bronx 

Constitution  and  Bylaws 

Ezra  A.  Wolff,  M.D.,  Forest  Hills,  Chairman 
Marvin  Brown,  M.D.,  Cleveland 
Norman  C.  Lyster,  M.D.,  Norwich 
William  F.  Martin,  Esq.,  New  York  City,  ex 
officio 

Convention 

Bernard  J.  Pisani,  M.D.,  New  York  City, 
Chairman 

Philip  M.  Standish,  M.D.,  Canandaigua 
Joseph  G.  Zimring,  M.D.,  Long  Beach 
E.  Dean  Babbage,  M.D.,  Buffalo,  ex  officio 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx. 
ex  officio 

Dinner  Subcommittee 

Leonard  L.  Heimoff,  M.D.,  Bronx,  Chair- 
man 

Lawrence  Ames,  M.D.,  Brooklyn 
Harold  T.  Golden,  M.D.,  Herkimer 
Carl  Goldmark,  Jr.,  M.D.,  New  York  City 
Charles  M.  Smith,  M.D.,  Waterloo 

Guest  Reception  Subcommittee 

Arthur  H.  Diedrick,  M.D.,  Port  Chester, 
Chairman 

Marcelle  T.  Bernard,  M.D.,  Bronx 
Anthony  G.  Jaroszewicz,  M.D.,  Utica 
John  E.  Lowry,  M.D.,  Flushing 
Irving  M.  Pallin,  M.D.,  Brooklyn 
Adelaide  Romaine,  M.D.,  New  York  City 
Charles  W.  Shlimbaum,  M.D.,  Bay  Shore 
Leslie  H.  Tisdall,  M.D.,  Brooklyn 
Robert  E.  Wolkwitz,  M.D.,  Staten  Island 
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Technical  Exhibits  Subcommittee 

William  B.  Rawls,  M.D.,  New  York  City, 
Chairman 

Arthur  L.  Knight,  M.D.,  Rochester 

Scientific  Motion  Picture  Subcommittee 
Kenneth  B.  Olson,  M.D.,  Albany,  Chair- 
man 

Lester  Coleman,  M.D.,  New  York  City 
James  J.  Quinlivan,  M.D.,  Albany 

Scientific  Awards  Subcommittee 

Thurman  B.  Givan,  M.D.,  Brooklyn,  Chair- 
man 

C.  Joseph  Delaney,  M.D.,  New  York  City 
James  M.  Jones,  M.D.,  Bronxville 
Robert  F.  McMahon,  M.D.,  Syracuse 

Scientific  Exhibits  Subcommittee 

William  L.  Watson,  M.D.,  New  York  City, 
Chairman 

Francis  P.  Bilello,  M.D.,  Glen  Cove 
Fred  W.  Bush,  M.D.,  Rochester 
Albert  H.  Douglas,  M.D.,  Jamaica 
Frederick  Lee  Liebolt,  M.D.,  New  York 
City 

Gustave  P.  Milkey,  M.D.,  Kenmore 
Beverly  C.  Smith,  M.D.,  New  York  City 
Israel  Steinberg,  M.D.,  New  York  City 
Frank  Raymond  Smith,  M.D.,  New  York 
City 

Scientific  Program  Subcommittee 

Bernard  J.  Pisani,  M.D.,  New  York  City, 
Chairman 

William  J.  Grace,  M.D.,  New  York  City 
P.  Frederic  Metildi,  M.D.,  Rochester 
William  B.  Rawls,  M.D.,  New  York  City 
(Committee  personnel  includes  also  chair- 
men of  scientific  sections  and  sessions.) 

Medicine  and  Religion 

William  T.  Boland,  M.D.,  Elmira,  Chairman 
Solomon  Schussheim,  M.D.,  Brooklyn 
Charles  M.  Smith,  M.D.,  Waterloo 

National  Aeronautics  and  Space  Adminis- 
tration, Liaison  with 

C.  D.  J.  Generales,  M.D.,  New  York  City, 
Chairman 

William  Antopol,  M.D.,  New  York  City 
Harry  Dan  Vickers,  M.D.,  Little  Falls 

Nursing  Education 

Vincent  J.  Tesoriero,  M.D.,  Brooklyn,  Chair- 
man 

Frank  C.  Nichols,  M.D.,  Sea  Cliff 
Charles  M.  Smith,  M.D.,  Waterloo 

Press  Matters,  Special  Advisory  on 

C.  Stewart  Wallace,  M.D.,  Ithaca,  Chairman 
James  M.  Blake,  M.D.,  Schenectady 


Samuel  Z.  Freedman,  M.D.,  New  York  City 
George  J.  Lawrence,  Jr.,  M.D.,  Flushing 

Publication 

George  Himler,  M.D.,  New  York  City,  Chair- 
man 

Clarke  T.  Case,  M.D.,  Utica 
Albert  H.  Douglas,  M.D.,  Jamaica 
Reid  R.  Heffner,  M.D.,  New  Rochelle 
Granville  W.  Larimore,  M.D.,  Albany 
William  Hammond,  M.D.,  Scarsdale,  Editor 
Henry  I.  Fineberg,  M.D.,  New  York  City 
Adviser 

Ad  Hoc  Committees 

To  Study  the  Journal 

Norman  S.  Moore,  M.D.,  Ithaca,  Chairman 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Leo  E.  Gibson,  M.D.,  Syracuse 
George  Himler,  M.D.,  New  York  City 
Granville  W.  Larimore,  M.D.,  Albany 

To  Study  the  Directory 

Thurman  B.  Givan,  M.D.,  Brooklyn,  Chair- 
man 

Samuel  Z.  Freedman,  M.D.,  New  York  City 
John  M.  Galbraith,  M.D.,  Glen  Cove 
Leo  E.  Gibson,  M.D.,  Syracuse 

For  Our  Own  Building 

Renato  J.  Azzari,  M.D.,  Bronx,  Chairman 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Frederic  W.  Holcomb,  Sr.,  M.D.,  Kingston 
Reid  R.  Heffner,  M.D.,  New  Rochelle 
Henry  I.  Fineberg,  M.D.,  New  York  City,  ex 
officio 

On  Osteopathy 

James  M.  Blake,  M.D.,  Schenectady,  Chair- 
man 

John  H.  Carter,  M.D.,  Albany 
George  J.  Lawrence,  Jr.,  M.D.,  Flushing 
C.  Stewart  Wallace,  M.D.,  Ithaca 

Joint,  with  the  Osteopathic  Society 

Medical  Society  of  the  State  of  New 
York 

Philip  D.  Allen,  M.D.,  New  York  City,  Chair- 
man 

John  M.  Galbraith,  M.D.,  Glen  Cove 
James  Greenough,  M.D.,  Cooperstown 
Felix  Ottaviano,  M.D.,  Oneida 

New  York  State  Osteopathic  Society 
William  E.  Kaufman,  D.O.,  Syracuse,  Chair- 
man 

Max  L.  Kamen,  D.O.,  Brooklyn 
Philip  E.  Greenman,  D.O.,  Kenmore 
William  O.  Kingsbury,  D.O.,  New  York  City 
C.  Fred  Peckham,  D.O.,  Oswego 
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To  Study  Resolution  63-53 

Samuel  Z.  Freedman,  M.D.,  New  York  City, 
Chairman 

Frederic  W.  Holcomb,  Sr.,  M.D.,  Kingston 
Solomon  Schussheim,  M.D.,  Brooklyn 

To  Study  Revision  of  Education  Law 

James  Greenough,  M.D.,  Cooperstown, 
Chairman 

Renato  J.  Azzari,  M.D.,  Bronx 
James  M.  Blake,  M.D.,  Schenectady 
Gerald  D.  Dorman,  M.D.,  New  York  City 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
John  M.  Galbraith,  M.D.,  Glen  Cove 
Leo  E.  Gibson,  M.D.,  Syracuse 
Thurman  B.  Givan,  M.D.,  Brooklyn 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City 

Waring  Willis,  M.D.,  Bronxville 

Special  Committees 

Autopsy  and  the  Dead  Human  Body 

Alfred  A.  Angrist,  M.D.,  Bronx,  Chairman 
Herbert  Derman,  M.D.,  Kingston 
Jacob  Taub,  M.D.,  Bronx 
John  V.  Connorton,  Ph.D.,  New  York  City, 
Adviser 

Constitution  and  Bylaws 

Irving  L.  Ershler,  M.D.,  Syracuse,  Chairman 
Philip  D.  Allen,  M.D.,  New  York  City 
Alfred  A.  Hartmann,  M.D.,  Malone 
Ezra  A.  Wolff,  M.D.,  Forest  Hills 
Joseph  G.  Zimring,  M.D.,  Long  Beach 

Disaster  Medical  Care 

Edward  A.  Burkhardt,  M.D.,  New  York  City, 
Chairman 

Irving  G.  Frohman,  M.D.,  Rockaway  Beach 
Vincent  C.  Webb,  M.D.,  Glen  Cove 
James  H.  Lade,  M.D.,  Albany,  Adviser 

Executive  Committee  of  the  Council 

George  A.  Burgin,  M.D.,  Little  Falls,  Chair- 
man 

William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City 

Waring  Willis,  M.D.,  Bronxville 
Walter  T.  Heldmann,  M.D.,  Staten  Island 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Joseph  J.  Kaufman,  M.D.,  Newark 
Solomon  Schussheim,  M.D.,  Brooklyn 

Joint  State  Committee  (Joint  Mediation 
Committee  with  Hospital  Association) 

Hon.  David  W.  Peck,  New  York  City, 
Mediator 

Medical  Society  of  the  State  of  New 
York 


Harold  T.  Golden,  M.D.,  Herkimer 
Henry  T.  Randall,  M.D.,  New  York  City 
Hospital  Association  of  New  York 
State 

Morris  Hinenburg,  M.D.,  New  York  City 
Bernard  A.  Watson,  M.D.,  Clifton  Springs 

Judicial  Council 

Gerald  D.  Dorman,  M.D.,  New  York  City, 
Chairman 

James  Greenough,  M.D.,  Cooperstown 
John  F.  Kelley,  M.D.,  Utica 
Edward  T.  Wentworth,  M.D.,  Pittsford 
A.  W.  Martin  Marino,  M.D.,  Brooklyn 

Labor  Health  Facilities 

William  H.  Foege,  M.D.,  New  York  City, 
Chairman 

S.  Charles  Franco,  M.D.,  New  York  City 
Louis  Venet,  M.D.,  New  York  City 

Malpractice  Insurance  and  Defense  Board 

Raymond  S.  McKeeby,  M.D.,  Binghamton, 
Chairman 

George  H.  Shields,  M.D.,  Utica 
Norton  S.  Brown,  M.D.,  New  York  City 
John  J.  Della  Porta,  M.D.,  Rochester 
Thomas  M.  d’ Angelo,  M.D.,  Jackson  Heights 
David  Kershner,  M.D.,  Brooklyn 
Alfred  L.  L.  Bell,  M.D.,  Brooklyn 
William  F.  Martin,  Esq.,  New  York  City,  ex 
officio 

James  M.  Arnold,  New  York  City,  executive 
secretary 

Nominating  Committee 

William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City,  Chairman 

Raymond  F.  Smith,  M.D.,  Garden  City 
Frederic  W.  Holcomb,  Sr.,  M.D.,  Kingston 
Arthur  Q.  Penta,  M.D.,  Schenectady 
Edward  C.  Hughes,  M.D.,  Syracuse 
C.  Stewart  Wallace,  M.D.,  Ithaca 
Charles  R.  Mathews,  M.D.,  Rochester 
Walter  S.  Walls,  M.D.,  Buffalo 
Reid  R.  Heffner,  M.D.,  New  Rochelle 
Leo  S.  Drexler,  M.D.,  Brooklyn 
John  E.  Lowry,  M.D.,  Flushing 

Planning  Committee  for  Medical  Policies 

Norman  S.  Moore,  M.D.,  Ithaca,  Chairman 
Henry  I.  Fineberg,  M.D.,  New  York  City 
John  M.  Galbraith,  M.D.,  Glen  Cove 
Joseph  A.  Lane,  M.D.,  Rochester 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City 

Renato  J.  Azzari,  M.D.,  Bronx 
Irving  L.  Ershler,  M.D.,  Syracuse 
George  A.  Burgin,  M.D.,  Little  Falls,  ex 
officio 
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Samuel  Z.  Freedman,  M.D.,  New  York  City, 
ex  officio 

Walter  T.  Heldmann,  M.D.,  Staten  Island,  ex 
officio 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx,  ex 
officio 

Prize  Essays 

Alfred  A.  Angrist,  M.D.,  Bronx,  Chairman 
Benjamin  G.  Dinen,  M.D.,  Valhalla 
David  Kimball  Miller,  M.D.,  Buffalo 

New  York  State  Association  of  the  Profes- 
sions 

Henry  I.  Fineberg,  M.D.,  New  York  City, 
Delegate 

Leo  E.  Gibson,  M.D.,  Syracuse,  Alternate 
Frederick  Lee  Liebolt,  M.D.,  New  York  City, 
Legislative  Representative 
Michael  C.  Armao,  M.D.,  New  York  City, 
Legislative  Representative 

Board  of  Trustees  Committees 

Investment 

Renato  J.  Azzari,  M.D.,  Bronx,  Chairman 
Gerald  D.  Dorman,  M.D.,  New  York  City 
Leo  E.  Gibson,  M.D.,  Syracuse 


War  Memorial 

John  M.  Galbraith,  M.D.,  Glen  Cove,  Chair- 
man 

Thurman  B.  Givan,  M.D.,  Brooklyn 
Joseph  A.  Lane,  M.D.,  Rochester 

Representatives  to  Advisory  Committees  to 
Chapters  of  Student  A.M.A. 

Albert  Einstein  College  of  Medicine 

Alfred  A.  Angrist,  M.D.,  Bronx 

New  York  University  College  of  Medicine 
Thomas  M.  d’ Angelo,  M.D.,  Jackson  Heights 

State  University  of  New  York  Downstate 
Medical  Center 

Alfred  P.  Ingegno,  M.D.,  Brooklyn 

State  University  of  New  York  Upstate 
Medical  Center 

Irving  L.  Ershler,  M.D.,  Syracuse 

State  University  of  New  York  at  Buffalo 
School  of  Medicine 

Samuel  Sanes,  M.D.,  Buffalo 
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Necrology 


Allen  Abrahams,  M.D.,  of  New  York  City, 
died  on  May  26  at  the  age  of  fifty-two.  Dr. 
Abrahams  graduated  in  1940  from  Boston 
University  School  of  Medicine.  He  was  an 
assistant  attending  urologist  at  University 
Hospital  and  an  associate  attending  urologist 
at  Bellevue  and  Midtown  Hospitals.  Dr. 
Abrahams  was  a Diplomate  of  the  American 
Board  of  Urology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Ameri- 
can Urological  Association,  the  New  York 
Society  of  the  American  Urological  Association, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lewis  W.  Barton,  M.D.,  of  Albany,  died  on 
April  22  at  the  age  of  fifty.  Dr.  Barton  gradu- 
ated in  1940  from  the  University  of  Vermont 
College  of  Medicine.  He  was  an  attending 
otolaryngologist  at  St.  Peter’s,  Memorial, 
Child’s,  and  Veterans  Administration  Hospitals, 
and  an  assistant  attending  otolaryngologist  at 
Albany  Medical  Center  Hospital,  and  Dis- 
pensary otolaryngologist-in-charge  at  Albany 
Medical  Center  Hospital  Outpatient  Depart- 
ment. Dr.  Barton  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a 
member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Theodore  Leonard  Cohn,  M.D.,  of  New 

York  City,  died  on  August  1 at  his  home  at  the 
age  of  sixty-one.  Dr.  Cohn  graduated  in  1927 
from  New  York  University  and  Bellevue  Hos- 
pital Medical  School.  He  was  an  attending 
orthopedic  surgeon  at  Morrisania  Hospital, 
former  associate  clinical  professor  of  surgery  at 
New  York  Medical  College,  a founder  and 
past-president  of  the  Alumni  and  Clinical 
Society  of  the  Hospital  for  Joint  Diseases  and  of 
the  Morrisania  Alumni  and  Clinical  Society. 
Dr.  Cohn  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Moses  L.  Freundlich,  M.D.,  of  New  York 
City,  died  on  March  30  at  the  age  of  eighty- 
three.  Dr.  Freundlich  received  his  medical 
degree  from  the  University  of  Cracow  in  1906. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


George  Hoeltzer,  M.D.,  of  Buffalo,  died  on 
April  29  at  the  age  of  sixty-two.  Dr.  Hoeltzer 
received  his  medical  degree  from  the  University 
of  Moscow  in  1924.  He  was  a member  of  the 
Erie  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Allan  A.  Jacobs,  M.D.,  of  Jamaica,  died  on 
April  16  at  the  age  of  fifty-two.  Dr.  Jacobs 
graduated  in  1940  from  Anderson  College  of 
Medicine,  Glasgow,  Scotland.  He  was  an 
associate  attending  ophthalmologist  at  Sea 
View  Hospital  and  an  assistant  attending 
ophthalmologist  at  Queens  Hospital  Medical 
Center.  Dr.  Jacobs  was  a Fellow  of  the  In- 
ternational College  of  Surgeons  and  a member 
of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Dudley  R.  Kathan,  M.D.,  of  Schenectady, 
died  on  March  26  at  the  age  of  ninety.  Dr. 
Kathan  graduated  in  1899  from  New  York 
University  and  Bellevue  Hospital  Medical 
School.  He  was  an  honorary  consulting 
gynecologist  at  Ellis  Hospital.  Dr.  Kathan 
was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Schenectady 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Ritner  Keller,  Sr.,  M.D.,  of  Hilton, 
died  on  March  31  at  the  age  of  sixty-six.  Dr. 
Keller  graduated  in  1922  from  the  University 
of  Pennsylvania  School  of  Medicine.  He  was  a 
member  of  the  medical  staff  of  Lakeside  Me- 
morial Hospital,  Brockport.  Dr.  Keller  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Francis  Kennedy,  M.D.,  of  Flushing, 
died  on  January  11  at  the  age  of  sixty-four. 
Dr.  Kennedy  received  his  medical  degree  from 
the  University  of  Dalhousie  in  1927.  He  was  a 
clinical  assistant  ophthalmologist  at  Flushing 
Hospital. 

Paul  Lindenberg,  M.D.,  of  New  City,  died  on 
May  3 at  the  age  of  fifty-six.  Dr.  Lindenberg 
received  his  medical  degree  from  the  University 
of  Vienna  in  1934.  He  was  an  assistant  at- 
tending otolaryngologist  at  Vanderbilt  Clinic. 
Dr.  Lindenberg  was  a Diplomate  of  the  American 
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Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Rockland  County  Medical 
Society,  and  the  Medical  Society  of  the  State  of 
New  York. 

Oscar  William  Loevvy,  M.D.,  of  Watervliet, 
died  on  May  7 at  the  age  of  seventy-one. 
Dr.  Loewy  received  his  medical  degree  from  the 
University  of  Vienna  in  1920.  He  was  a 
consulting  physician  at  Leonard  Hospital,  Troy, 
and  an  honorary  member  of  the  medical  staff  at 
St.  Mary’s  Hospital,  Troy.  Since  last  fall  he 
had  been  Watervliet  school  physician.  Dr. 
Loewy  was  a member  of  the  American  Academy 
of  General  Practice,  the  Rensselaer  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Francis  Murnane,  M.D.,  of  Utica, 
died  on  March  15  at  the  age  of  seventy-five. 
Dr.  Murnane  graduated  in  1917  from  the 
University  of  Vermont  College  of  Medicine. 
He  was  a consulting  surgeon  at  St.  Elizabeth’s 
Hospital.  Dr.  Murnane  was  a member  of  the 
Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Jan  Niwes,  M.D.,  of  The  Bronx,  died  on  July 
19  at  Fordham  Hospital  at  the  age  of  fifty-one. 
Dr.  Niwes  graduated  in  1947  from  the  Uni- 
versity of  London  Faculty  of  Medicine,  London, 
England.  He  was  an  assistant  adjunct  phy- 
sician at  Jewish  Memorial  Hospital.  Dr.  Niwes 
was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Ivan  N.  Peterson,  M.D.,  of  Owego,  died  on 
April  9 at  the  age  of  sixty-two.  Dr.  Peterson 
graduated  in  1929  from  the  Syracuse  University 
College  of  Medicine.  He  was  an  associate 
staff  member  in  general  practice  at  the  Tioga 
County  General  Hospital,  Waverly.  Dr.  Peter- 
son was  a member  of  the  Tioga  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Hugh  M.  Pierce,  M.D.,  of  Rochester,  died  on 
April  30  at  Westside  General  Hospital  at  the 
age  of  sixty-two.  Dr.  Pierce  graduated  in 
1927  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a member  of  the  Monroe 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Willis  Henry  Putney,  M.D.,  of  East  Aurora, 
died  on  February  20  at  the  age  of  seventy. 
Dr.  Putney  graduated  in  1921  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 


a member  of  the  Buffalo  Academy  of  Medicine 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hardy  Thomas  Rhodes,  M.D.,  of  Ithaca, 
died  on  March  22  at  the  age  of  ninety-three. 
Dr.  Rhodes  graduated  in  1893  from  Long 
Island  College  Hospital  Medical  School.  He 
was  a member  of  the  Tompkins  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Fred  Rice,  M.D.,  of  Buffalo,  died  on  March  13 
at  the  age  of  eighty-two.  Dr.  Rice  graduated 
in  1907  from  Albany  Medical  College. 

Mary  J.  Ross,  M.D.,  of  Binghamton,  died  on 
July  8 at  her  home  at  the  age  of  eighty-seven. 
Dr.  Ross  graduated  in  1907  from  Johns  Hopkins 
University  School  of  Medicine.  She  was  senior 
general  practitioner  at  Binghamton  General 
Hospital.  In  1914  she  established  Bingham- 
ton’s first  well-baby  clinic  which  she  directed 
until  the  City  of  Binghamton  took  it  over  in 
1933.  In  1948  she  was  presented  with  a scroll 
from  the  Broome  County  Medical  Society  as  the 
outstanding  general  practitioner  and  in  1953  was 
accorded  the  same  honor  by  the  Medical  Society 
of  the  State  of  New  York.  Dr.  Ross  was  a 
member  of  the  Binghamton  Academy  of  Medi- 
cine, the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Isador  Scher,  M.D.,  of  Brooklyn,  died  on 
February  28  at  the  age  of  seventy-four.  Dr. 
Scher  graduated  in  1916  from  the  Medico-Chi- 
rurgical  College  of  Philadelphia.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Morris  Siegartel,  M.D.,  of  Brooklyn,  died 
on  February  21  at  his  home  at  the  age  of  sixty- 
four.  Dr.  Siegartel  graduated  in  1926  from 
Tufts  College  Medical  School.  He  was  a 
member  of  the  general  practice  staff  of  Loewe 
Hospital.  Dr.  Siegartel  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herbert  Alex  Smith,  M.D.,  of  Buffalo,  died  on 
July  10  at  Buffalo  General  Hospital  at  the  age 
of  eighty-four.  Dr.  Smith  graduated  in  1907 
from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a consulting  surgeon  at  Buffalo 
General,  Children’s,  Millard  Fillmore,  and 
Arnold  Gregory  Memorial  Hospitals,  and  chief 
consulting  surgeon  at  Edward  J.  Meyer  Memo- 
rial Hospital.  In  1909  he  joined  the  University 
of  Buffalo  School  of  Medicine’s  faculty,  retired 
in  1946  as  full  professor  of  surgery,  and  was 
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made  emeritus  professor.  He  was  an  honorary 
life  member  of  the  American  Cancer  Society, 
Erie  County  unit,  which  he  helped  organize. 
Dr.  Smith  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Buffalo  Sur- 
gical Society,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Carl  Fulton  Sulzberger,  M.D.,  of  New  York 
City,  died  on  August  3 at  his  home  at  the  age  of 
fifty-four.  Dr.  Sulzberger  received  his  medical 
degree  from  the  University  of  Zurich  in  1940. 
At  one  time  he  had  acted  as  a consultant  in 
psychiatry  to  the  United  Nations  and  was  a 
founder  and  director  of  the  New  York  Psychiat- 
ric Center.  Dr.  Sulzberger  was  a Fellow  of 
the  American  Psychiatric  Association  and  a 
member  of  the  American  Geriatrics  Society, 
the  American  Association  for  Research  in 
Psychosomatic  Problems,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  Society  for 
Clinical  Psychiatry,  the  New  York  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 


Frank  Teller,  M.D.,  of  Brooklyn,  died  on 
May  26  at  the  age  of  sixty-four.  Dr.  Teller 
graduated  in  1923  from  New  York  University 
and  Bellevue  Hospital  Medical  School.  He 
was  an  associate  attending  surgeon  at  Mai- 
monides  Hospital  of  Brooklyn  and  a consulting 
surgeon  in  thyroid,  head,  and  neck  surgery  at 
Jewish  Hospital  of  Brooklyn.  Dr.  Teller  was 
a Diplomate  of  the  American  Board  of  Surgery, 
a Fellow  of  the  American  College  of  Surgeons, 
a Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  American  Geriatrics 
Society,  the  Brooklyn  Surgical  Society,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Alexander  Joseph  Wysocki,  M.D.,  of  Utica, 
died  on  March  17  at  the  age  of  fifty-seven. 
Dr.  Wysocki  graduated  in  1936  from  New  York 
Medical  College.  He  was  an  attending  physician 
at  St.  Elizabeth  Hospital.  Dr.  Wysocki  was 
a member  of  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York,  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Abstracts  in  Interlingua 


Iwakata,  S.,  e Grace,  J.  T.,  Jr.:  Cultivation 
in  vitro  de  myoblastos  ab  leucemia  human 
0 anglese ),  New  York  State  J.  Med.  64:  2279 
(15  de  septembre)  1964. 

Le  perdurative  propagation  de  cellulas  leu- 
cemic  ab  un  patiente  con  acute  leucemia  myelo- 
gene  esseva  complite  a bon  successo.  Iste 
cellulas  reteneva  lor  typic  morphologia  myelo- 
blastic  post  plus  que  25  subculturas.  Le  uso 
del  irradiate  strato  providitori  esseva  apparen- 
temente  importante  in  initiar  le  cultura.  Le 
signification  del  particulas  virus-simile  que  es 
associate  con  iste  cellulas  ha  non  essite  deter- 
minate. 

Kittredge,  R.  D.,  Hemley,  S.  D.,  Kanick, 
V.,  e Finby,  N.:  Aortographia  retrograde; 

evalutation  retrospective  de  su  rolo  in  le 
hospital  general  {anglese),  New  York  State 
J.  Med.  64:  2283  (1  de  septembre)  1964. 

Esseva  studiate  100  consecutive  patientes  in 
qui  percutanee  retrograde  aortographia  femoral 
habeva  essite  executate  in  le  investigation  de 
hypertension,  tumor,  e arterias  altere  que  renal. 
Le  methodo  es  efficace,  innocente,  e facile  a 
effectuar. 

Harkavy,  J.:  Manifestationes  cardiac  como 

effecto  de  allergia  {anglese),  New  York  State 
J.  Med.  64:  2289  (1  de  septembre)  1964. 

In  certe  subjectos  allergic  e si-dicite  normal, 
il  occurre  que  le  systema  cardiovascular  con- 
stitute le  major  tissu  de  choc.  Le  excitantes 
allergene  pote  esser  trovate  in  alimentos  e 
inhalatos,  consistente  lee  pollines  e tabaco,  in 
pharmacos,  seros,  e productos  bacterial,  o in 
agentes  physic,  como  frigido  o calor,  e etiam  in 
non-specific  stimulos  de  origine  psychic.  Le 
anormalitates  cardiac  es  reversibile  si  le  al- 
lergeno  es  eliminate.  Tamen,  si  le  antigeno 
persiste  in  le  tissus,  il  pote  occurrer  que  le 
anormalitates  deveni  irreversibile.  Le  tracta- 
mento  consiste  del  exclusion  del  incriminate 
allergenos  e del  administration  de  antihistami- 
nicose  e,  si  necessari,  altere  preparatos  ther- 
apeutic de  character  orthodoxe. 

Johnstone,  D.  E.:  Ultime  resultatos  de  allergia 
in  infantes  e juveniles  {anglese),  New  York 
State  J.  Med.  64:  2303  (15  de  septembre) . 

Controlate  studios  in  le  curso  de  un  periodo 
de  quatro  annos  ha  monstrate  que  therapia 
hyposensibilisatori  in  dosage  conventional  es 
generalmente  efficace  in  juveniles  con  febre  de 
feno  e asthma.  Sub  le  conditiones  del  tracta- 
mento  conventional  de  allergia,  le  majoritate 


del  patientes  de  etate  juvenil  attinge  un  stato 
de  libertate  ab  symptomas  de  asthma  quando 
files  attinge  un  etate  de  trenta  annos.  Tamen, 
studios  additional  de  orientation  clinic,  epide- 
miologic, e immunologic  es  necessari. 

Cardona,  J.  C.,  e Daly,  J.  F.:  Le  tractamento 
de  esophagitis  corrosive;  analyse  del  therapia, 
del  methodos  e resultatos  {anglese),  New  York 
State  J.  Med.  64:  2307  (15  de  septembre) 
1964. 

Esophagoscopia  es  essential  in  omne  casos 
de  ingestion  de  exogene  agentes  chimic  pro 
objectivos  de  diagnose,  de  prognose,  e de 
observation  post-therapeutic.  Le  procedimento 
es  innocente  si  le  instrumento  non  es  intro- 
ducite  in  ultra  del  prime  area  de  arditura.  Le 
tractamento  consiste  del  administration  de 
antibioticos  e steroides  e del  elimination  de 
ingestion  oral  de  alimentos.  De  96  patientes 
con  esophagitis  corrosive,  le  esophago  se  guariva 
con  normal  functionamento  del  inglutition  in 
91.  Quando  stricturas  se  forma,  therapia  de 
dilatation  pote  esser  initiate  quando  le  guarition 
del  esophago  es  complete. 

Lipchik,  E.  O.:  Morbo  cardiac  carcinoide; 

roentgenologia  {anglese),  New  York  State  J. 
Med.  64:  2314  (15  de  septembre)  1964. 

Morbo  cardiac  carcinoide  es  un  syndrome 
clinic  de  description  recente.  Illo  es  distinguite 
per  le  absentia  de  pathognomonic  signos 
roentgenographic.  Alterationes  cardiac  occurre 
usualmente  como  manifestationes  tardive  e 
consiste  alora  principalmente  de  lesiones  del 
valvulas  tricuspide  e pulmonari.  Angiocardio- 
graphy intravenose,  si  clinicamente  indicate, 
provide  un  adequate  visualisation  del  valvulas  e 
del  cameras  del  latere  dextere  del  corde.  Le 
oblique  position  sinistro-posterior  es  a preferer. 

Liebowitz,  H.,  e Markow,  H.:  Effectos  a 

curte  e a longe  vista  de  homochlorcylizina  in 
chronic  asthma  bronchial  {anglese).  New  York 
State  J.  Med.  64:  2318  (15  de  septembre) 
1964. 

Esseva  studiate  le  efficacia  de  homochlor- 
cyclizina  (SA-97)  in  le  tractamento  de  chronic 
asthma  bronchial.  In  un  gruppo  de  70  pa- 
tientes assi  tractate  a curte  vista  58  obteneva 
effectos  benefic.  Tamen,  le  pharmaco  esseva 
sin  valor  in  le  tractamento  de  attaccos  acute. 
Le  adverse  effectos  secundari  esseva  negligibile. 
Vinti-quatro  del  patientes  continuava  reciper 
le  medication  durante  un  periodo  de  tres 
annos.  Lor  stato  remaneva  grandemente  me- 
liorate. 
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ANNUAL 


District  Branch  Meetings 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Seventh  and  Eighth  District  Branches/Combined  Annual  Meeting 

Thursday , Friday , Saturday,  Sunday,  October  1,2,3,  4,  1964 
The  Concord  Hotel,  Kiamesha  Lake,  New  York 


Thursday,  October  1 
Afternoon 

2 : 00  to  5 : 00  p.m.  Registration,  Lounge 


Saturday,  October  3 
Morning 

9:00  a.m.  Symposium:  Chest  Diseases, 

Corinthian  Room 


Friday,  October  2 
Morning 

9:00  a.m.  Symposium:  Psychiatry  in 

Everyday  Practice,  Corinthian 
Room 

1.  The  Recognition  of  the  De- 

pressed Patient 

Otto  F.  Thaler,  M.D.,  Rochester 
Associate  Professor  of  Psy- 
chiatry, University  of  Ro- 
chester School  of  Medicine 
and  Dentistry 

2.  Emotional  Interrelationships 

Between  Patient  and  Doctor 

S.  Mouchly  Small,  M.D.,  Buffalo 
Professor  and  Chairman,  De- 
partment of  P sychiatry,  State 
University  of  New  York  at 
Buffalo,  School  of  Medicine 

3.  Incidence  of  Psychiatric  Con- 

ditions of  Nonpsychiatric 
Departments  in  General 
Hospitals 

M.  Ralph  Kaufman,  M.D.,  New 
York  City 

Director  of  Psychiatry,  The 
Mount  Sinai  Hospital 


1.  Hyperventilation  in  Patients 

with  Pulmonary  Emphy- 
sema 

Theodore  H.  Noehren,  M.D., 
Buffalo 

Associate  Professor  of  Med- 
icine, State  University  of 
New  York  at  Buffalo,  School 
of  Medicine 

2.  Present  Concepts  and  Manage- 

ment of  Pulmonary 
Emphysema 

Harold  A.  Lyons,  M.D., 
Brooklyn 

Professor  of  Medicine,  State 
University  of  New  York 
Downstate  Medical  Center 

3.  The  Prevention  and  Manage- 

ment of  Postoperative  Pul- 
monary Complications 

Ben  V.  Branscomb,  M.D.,  Bir- 
mingham, Alabama 
Associate  Professor  of  Med- 
icine, University  of  Alabama 
Medical  Center 

4.  Panel  Discussion:  The  Man- 

agement of  Acute  Respira- 
tory Failure 

Theodore  H.  Noehren,  M.D. 
Harold  A.  Lyons,  M.D. 

Ben  V.  Branscomb,  M.D. 


Support  of  the  symposium  by  Roche  Lab- 
oratories is  hereby  acknowledged. 


12:00  noon  Business  Meeting 

continued  on  page  2362 
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Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


Index  to  Advertised  Products 


Analgesics 

Soma  (Wallace  Laboratories) 2271 

Antacid 

Romach  (Ror  Chemical  Co.) 2260 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 2253 

Decholin-BB  (Ames  Company) 3rd  cover 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid Company) 2246-2247 

Furadantin  (Eaton  Laboratories) 2264-2265 

Terra mycin  (Pfizer  Laboratories) 2238-2239 


Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  & Company) 

2249,  2250,  2251,  2252 


Antirheumatics 

Pabalate  (A.  H.  Robins  Company,  Inc.) 2257 

Antitrichomonads 

Flagyl  (G.  D.  Searle  & Co.) 2277 

Appetite  suppressant 

Desbutal  (Abbott  Laboratories) 2268-2269 

Beverages 

No-Cal  (Kirsch  Beverages,  Inc.) 2267 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2263 

Hycomine  (Endo  Laboratories) 2278 

Robitussin  (A.  H.  Robins  Company,  Inc.) 2267 

Dermatologic  preparations 

Sardo  (Sardeau,  Inc.) 2366 


Diuretics 

HydroDiuril-Ka  (Merck  Sharp  & Dohme) 2248 

Energizers 

Deprol  (Wallace  Laboratories) 2258-2259 

Laxatives 

Eucarbon 

(Standard  Pharmaceutical  Co.,  Inc.) 2361 

Local  anesthetic-injectable 

Carbocaine  (Winthrop  Laboratories) 2241 

Ovarian  hormones 

Duosterone  (Roussel  Corp.) 2270 

Radiation  therapy 

Radium-Radon  (Radium  Chemical  Co.) 2363 

Sedatives 

Barba-Niacin  (Cole  Chemical  Co.) 2245 

Valerianets-Dispert 

(Standard  Pharmaceutical  Co.,  Inc.) 2261 

Steroids  & hormones 

Aristocort 

(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 2243,  2256 

Tranquilizers 

Valium  (Roche  Laboratories) 2nd  cover,  2237 

Vitamins 

Stresscaps 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 


Wet-dressing  antiinflammatory 

Presto-Boro  (Standard  Pharmaceutical  Co..  Inc.)  2361 
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Evening 


continued  from  page  2360 


6:30  p.m.  Cocktail  Party,  Roman-Spartan 
Rooms  (< courtesy  The  Concord) 

7 : 30  p.m.  Annual  Dinner  for  members,  Aux- 
iliary, and  guests 
Introduction  of  Officers 
Address:  George  A.  Burgin,  M.D., 
Little  Falls,  President,  Medical 
Society  of  the  State  of  New 
York 


Seneca David  L.  Koch, M.D., 

Seneca  Falls 

Steuben Milton  Tully,  M.D., 

Hornell 

Wayne Frank  Wood,  M.D., 

Lyons 

Yates John  L.  Schultz, 

M.D.,  Penn  Yan 


Officers— Eighth  District  Branch 


Remarks:  Mrs.  Dominic  R.  Pi- 

taro,  Troy,  President,  Wom- 
an’s Auxiliary  to  the  Medical 
Society  of  the  State  of  New 
York 


Officers— Seventh  District  Branch 

President Joseph  J.  Kaufman, 

M.D.,  Newark 

First  Vice-Pres. Vincent  I.  Bonafede, 

M.D.,  Sonyea 

Second  Vice-Pres .M.  Edgerton  Deuel, 

M.D.,  Geneva 

Secretary Milton  Tully,  M.D., 

Hornell 

Treasurer Merle  D.  Evans, 

M.D.,  Rochester 

Delegate Charles  M.  Smith, 

M.D.,  Waterloo 

Past  President Charles  M.  Smith, 

M.D.,  Waterloo 


Presidents— Component  County  Societies 


Livingston H.  Wallace  Hunter, 

M.D.,  Sonyea 

Monroe William  B.  Forsyth, 

M.D.,  Rochester 

Ontario Daniel  Davis,  M.D., 

Canandaigua 


President John  D.  Naples, 

M.D.,  Buffalo 

Past  President Irwin  Felsen,  M.D., 

Wells  ville 

President-Elect John  T.  Donovan, 

M.D.,  Lockport 

Secretary Paul  A.  Burgeson, 

M.D.,  Warsaw 

Treasurer Herbert  A.  Laughlin, 

M.D.,  Westfield 

Delegate Irwin  Felsen,  M.D., 

Wells  ville 


Presidents— Component  County  Societies 


Allegany Edwin  F.  Comstock 

Sr.,  M.D.,  Wellsville 

Cattaraugus Joseph  E.  Anderson, 

M.D.,  Olean 

Chautauqua Herbert  A.  Laughlin, 

M.D.,  Westfield 

Erie Francis  W.  O’Donnell, 

M.D.,  Buffalo 

Genesee Paul  J.  Maloney, 

M.D.,  Batavia 
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Niagara  Falls 
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M.D.,  Albion 

Wyoming Kenneth  W.  Bone, 

M.D.,  Warsaw 
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159th 

ANNUAL  CONVENTION 

Medical  Society 
of  the 

State  of  New  York 

February  15-18,  1965 
Americana  of  New  York 


CLASSIFIED  RATES 

Effective  July  I,  1962 

1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1.10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


POST  GRADUATE  COURSE 

in 

HEAD  AND  NECK  SURGERY 

to  be  held  at  the 

COLLEGE  OF  PHYSICIANS  AND  SURGEONS 
COLUMBIA  UNIVERSITY  MEDICAL  CENTER 
NEW  YORK  CITY,  N.  Y. 
from 

NOVEMBER  30  - DECEMBER  12,  1964 

under  the  direction  of 

JOHN  CONLEY,  M.D. 


RADIUM— RADON 


SALE— LEASE— RENTAL 


Radium  Chemical  Company  Inc. 

161  E.  42nd  St.  N.Y.C. 

Phone:  Mu  7-2180 


HOLBROOK  MANOR  "Some0 

Five  Acres  of  PinewcK  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Physician  in  Charge 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA.— L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  has  been  training  in  these 
fields  for  40  years;  our  graduates  have  sound  professional 
skills.  Free  Placement  Service. 

Mcutdi  scUoi  19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  • Licensed  by  the  State  of  New  York  
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed, 
due  to  three  recent  vacancies.  Recreation  Center;  ade- 
quate hospital,  education  and  social  activities.  Minimum 
income  guarantee.  W.  B.  Sheldon,  Admin.,  Margaret- 
ville Hospital. 


ANESTHESIOLOGIST  TO  DIRECT  AND  TAKE 
charge  of  Anesthesia  Department  in  150  bed  general 
hospital  with  approximately  2900  major  and  minor  sur- 
gical operations  per  year.  Wonderful  opportunity  to 
develop  and  enlarge  anesthesia  service.  Financial  arrange- 
ments: fee  for  service  plus  guaranteed  minimum.  Box 
954,  % N.Y.  St.  Jr.  Med. 


WANTED:  PHYSICIAN  WITH  SOME  TRAINING 

internal  medicine,  age  to  35,  for  permanent  position  life  in- 
surance company,  NYC.  Two  doctor  office.  Clinical 
associations  encouraged.  Excellent  future — prospect  of 
becoming  Medical  Director.  Duties:  clinical,  underwrit- 
ing. Outstanding  fringe  benefits.  Inquiries  and  cur- 
riculum vitae  to  Box  971,  % N.Y.  St.  Jr.  Med. 


WANTED:  PHYSICIAN  FOR  FULL  TIME  FAMILY 
practice  in  established  medical  group,  Brooklyn,  New  York. 
At  least  two  years  approved  residency  in  internal  medicine 
required.  Box  963,  % N.Y.  St.  Jr.  Med. 


PEDIATRICIAN:  TO  JOIN  ACTIVE  GROUP  IN 

Omaha,  Nebraska.  Starting  salary  $20,000.  Medical 
school  affiliation  available.  Box  965,  % N.Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED— FULL  TIME  MEDICAL  CON- 
sultant  to  Orange  County  Welfare  Dept.,  and  Medical 
Director  of  Orange  County  Public  Home  Infirmary. 
Adequate  salary;  house  and  usual  county  employee  bene- 
fits of  Social  Security,  pension  rights  and  hospitalization 
provided.  Write  to  Commissioner  of  Public  Welfare, 
Orange  County,  Goshen,  N.Y. 


SURGEON:  TO  JOIN  ACTIVE  GROUP  IN  OMAHA, 
Nebraska.  First  year  salary  $18,000;  second  year  $20,000; 
thereafter  partnership.  Medical  school  affiliation  avail- 
able. Box  964,  % N.Y.  St.  Jr.  Med. 


INTERNIST:  TO  JOIN  ACTIVE  GROUP  IN  OMAHA, 
Nebraska.  First  year  salary  $18,000;  second  year  $20,000; 
thereafter  partnership.  Medical  school  affiliation  avail- 
able. Box  966,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER:  TO  JOIN  ACTIVE 

group  in  Omaha,  Nebraska.  First  year  salary  $18,000; 
second  year  $20,000;  thereafter  partnership.  Medical 
school  affiliation  available.  Box  967,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST:  EXCEPTIONAL  OPPORTUN- 
ity  for  Board  qualified  anesthesiologist;  fee  for  service 
practice;  share  expenses.  Busy  associate  leaving  soon 
for  military  service.  Contact:  Central  Anesthesia,  909 
Pine  Ave.,  Niagara  Falls,  New  York. 


APPROVED  RESIDENCIES,  INTERNAL  MEDICINE. 
The  Jewish  Hospital  of  Brooklyn  has  established  an  affili- 
ated and  integrated  training  and  educational  program  at 
the  Greenpoint  Hospital,  a Municipal  hospital  of  the  City 
of  New  York.  Stipend:  $4,500  to  $5,500  per  annum 

plus  living-out  expenses.  License  or  ECFMG  certification 
required.  Apply  Director  of  Medicine,  Jewish  Hospital 
of  Brooklyn,  Greenpoint  Hospital  Division,  Skillman  and 
Kingsland  Avenues,  Brooklyn  11,  New  York. 


PHYSICIANS  WANTED— CONT’D 


PEDIATRICIAN  NEEDED  FOR  NEW  SPECIALITY 
medical  center  in  gracious  but  rapidly  expanding  West- 
chester County  community.  Box  974,  % N.Y.  St.  Jr. 
Med. 


WANTED:  RADIOLOGIST,  PART  OR  FULL  TIME, 
with  group.  Excellent  salary.  Hospital  and/or  office 
practice.  Box  972,  % N.Y.  St.  Jr.  Med. 


PART-TIME  LIGHT  WORK  IN  COUNTY  TB  HOS- 
pital.  Suitable  for  semi-retired  G.  P.  N.  Y.  license  or 
ECFMG  required.  Maintenance  available;  salary  open. 
Box  976  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  WANTED  FOR  NORTH- 
western  Washington  community  with  an  area  population 
of  2500  people.  Public  Health  contracts  available.  For 
further  information  write  Ernest  Borde,  Box  76,  Clallam 
Bay,  Washington. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE, 
large  hospital,  Kansas  City  Area.  Chief  of  Staff,  Veterans 
Administration  Center,  Wadsworth,  Kansas. 


UNUSUAL  PRACTICE  OPPORTUNITY.  FAMILY 
internist  or  generalist  urgently  needed  in  attractive 
western  New  York  village  serving  20,000  population  area; 
modern,  fully  accredited  open  staff  hospital;  excellent 
schools  and  recreation  facilities;  two  nearby  university 
medical  centers.  Coverage  for  free  week-ends,  days  off, 
vacations.  Box  980,  % N.Y.  St.  Jr.  Md. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service-^33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  4<f.  Send  just  letterhead  to: 
Jackrabbit  Service,  Box  299,  East  Norwich,  N.Y. 


TO  SHARE  ON  PART-TIME  BASIS,  NEW,  MODERN, 
spacious,  fully  equipped  office.  X-Ray  room,  etc.  m 
beautiful  building  on  excellent  block  (Park-Madison). 
Must  be  seen  to  be  appreciated.  AT  9-7565. 


Manuscripts  typed  by  experienced  medical  worker  with 
library  background.  Ruth  H.  Dunmore,  301  East  21st 
St.,  New  York  10,  N.Y. 


ONLY  OPHTHALMOLOGIST  IN  50,000  POPULATION 
area.  Wants  to  retire.  No  sales.  Box  981,  % N.Y.  St., 
Jr.  Med. 


HOW  I LOST  36,000  POUNDS  BY  MELVIN  ANCHELL, 
M.D.  A Breakthrough  in  the  treatment  and  reorienta- 
tion in  the  problem  of  obesity.  This  method  and  regi- 
men could  eliminate  obesity  in  all  patients.  Injection 
technique  for  temporary,  safe  rapid  treatment  is  given. 
The  newest  psychological  concepts  about  overweight  and  a 
discussion  of  the  erroneous  concepts  involving  cholesterol 
are  included.  Hard-bound,  jacketed  book.  $4.25.  Order 
from:  Janan  Publishers,  P.O.  Box  49005,  Los  Angeles 

49,  California. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


DOCTOR’S  RESIDENCE  AND  OFFICE  FOR  SALE: 
Located  in  fast  growing  Rockland  County,  20  minutes 
from  New  York  City.  In  practice  for  over  18  years, 
retiring.  Beautiful,  modern  9 room  residence  with  2 
baths.  Modern  7 room  office  attached  with  all  facilities, 
just  4 years  old.  Approximately  2/3  acre  of  beautifully 
landscaped  grounds.  Many  extras  included.  Asking  in 
low  60’s.  Cornell  & Sheridan  Associates  (Sole  Agency), 
32  So.  Main  St.,  Pearl  River,  N.Y.  10964  Pearl  River 
5-4668 


BUSINESS  PROPERTY;  EXCELLENT  LOCATION 
for  one  or  more  doctors.  Brick  house  to  be  altered  to  suit 
acceptable  tenants.  One  car  garage  detached  on  plot 
40  X 100.  Also  additional  plot  adjoining,  36  X 100  for 
parking.  Directly  across  from  Kleins,  West  Hempstead. 
Cars  have  to  pass  property  to  enter  Kleins  parking  lot. 
Nelson  H.  Cleverley,  43  Green  Meadow  Lane,  Hunting- 
ton,  L.I.,  New  York.  MY  2-6062. 


PLAIN  VIEW,  L.I.  OFFICE  SPACE  TO  SHARE.  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 


FOR  LEASE— RIVERD ALE,  NEW  YORK.  MODERN 
professional  suites  in  established  medical  building.  Highly 
populated  area.  Residents  above  average  income  brackets. 
This  office  needs  coverage;  pediatrics,  orthopedics,  general 
practice.  Management  will  furnish  to  suit  and/or,  offer 
exceptional  rent  concessions.  This  is  a tremendous  op- 
portunity for  initial  or  second  practice.  For  further  in- 
formation call  or  write:  George  C.  Jones,  Agent,  2057 
Flatbush  Ave.,  Brooklyn,  N.Y.  ESplanade  7-3010. 


MIDTOWN  CORNER,  1200  FT.  OFFICE  FOR  RENT; 
suit  comp,  doctor,  dentist.  Call  MU  4-8768  before  5 — 
Mr.  Milton. 


RENT  PART-TIME;  AIR-CONDITIONED,  BEAU- 
tifully  furnished;  share- with  dental  specialist.  Medical 
Arts  Bldg.  Brooklyn,  N.  Y.  Ma.  5-2116. 


HOUSE  AND  OFFICE  ADJACENT  HEMPSTEAD 
Country  Club,  Custom  ranch.  3 bedrooms,  2 baths,  formal 
dining  room,  extensive  office  space.  Ideal  professional 
location.  Prestige  Associates,  Inc.  IV.  1-6318. 


HOME  AND  OFFICE  FOR  SALE.  RETIRING  PROC- 
tologist.  3 large  bedroom  house,  2‘A  bathrooms;  4 room 
semi-detached  office;  lavatory;  sink  in  each  treatment 
room,  2-car  garage.  Corner,  nice  section  of  Hempstead, 
L.I.,  New  York,  in  vicinity  of  many  professional  people. 
Built  13  years  ago.  Call  Monday,  Wednesday  or  Friday 
9:00  A.M.— 1:00  P.M.  & Sat.  1-2.  Tel.  (516)  Ivanhoe 
3-7322. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Early  requests  should  be  made  for  Feb.  and  Sept, 
graduates. 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % N.Y.  St.  Jr.  Med. 


INVESTMENTS 

N.  Y.  Prof,  of  Finance  with  considerable  Wall  Street 
experience  offers  his  services  to  physicians  in  port- 
folio management  on  a highly  personalized  basis. 

Box  970,  c/o  N.  Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


GENERAL  PRACTITIONER  TO  TAKE  OVER  ACTIVE 
practice.  Easy  terms;  sure  income.  Will  sell  for  cost  of 
equipment.  Nassau  County.  516  IV  5-5226  or  Box  968, 
% N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER,  FOR  HEALTH  REASONS, 
is  seeking  a successor  to  his  well  established  practice  and 
well  kept  home.  Fully  equipped  office  (x-ray,  ECG,  etc.). 
Small  town,  dairy  farming,  industries,  near  Finger  Lakes 
region.  Very  reasonably  priced.  Immediate  good  in 
come.  Will  finance  part  or  all.  Box  975,  % N.Y.  St. 
Jr.  Med. 


GENERAL  PRACTICE  AND  MODERN  FULLY 
equipped  office,  including  modern  apartment  upstairs. 
Upstate  New  York  summer  and  winter  resort  area.  Ac- 
credited open  hospital  nine  miles  away.  Grosses  $40,000. 
Will  introduce.  Box  973,  % N.Y.  St.  Jr.  Med. 


BUSY  GENERAL  PRACTICE  FOR  SALE  OR  RENT. 
Sunnyside,  Queens,  N.  Y.  Fully  equipped  office.  212 
TW.  8-8600. 


SACRIFICE.  HOME-OFFICE  COMBINATION,  COM- 
plete,  well  appointed  (including  x-ray,  shortwave,  ultra- 
sonic, furniture).  Terms.  Active  general  practice,  suited 
also  for  specialists.  Central  New  York;  University. 
Immediate  access  to  hospitals.  Box  978,  % N.Y.  St.  Jr. 
Med. 


INTERNAL  MEDICAL  PRACTICE.  FULLY  EQUIP- 
ped.  x-ray,  established  office,  will  introduce.  Excellent 
Flushing  location,  near  all  transportation.  Suitable  one 
or  two.  Box  977,  % N.Y.  St.  Jr.  Med. 


LUCRATIVE  GENERAL  PRACTICE  DUE  TO  SUDDEN 
death  of  physician;  fully  equipped,  newly  refurnished 
office;  Bronx.  Call  TA.  8-9220. 


EQUIPMENT 


X-RAY  THERAPY  MACHINE,  KELEKET  220  C, 
200  KV-20  Ma,  XPT  tube.  Excellent  condition;  make 
offer.  A.  Winter,  M.D.,  98-50  67  Ave.,  Rego  Park, 
N.Y. 
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the  most  widely  used 

therapeutic 

bath  oil 


Bottles  of  4, 
8 and  16  oz. 


With  the  very  first  bath  SARDO  allays  itching  and  dryness;  the  skin  feels 
smoother,  softer,  comfortable.  Impressive  clinical  studies1-6  establish  the 


rapid  efficacy  of  Sardo...to  soothe,  lubricate,  augment  natural  skin  lipids, 
restore  essential  skin  moisture  by  preventing  excessive  evaporation.  The  ex- 


clusive Sardo  formula*  assures  maximum  dispersibility 
and  adsorption.  Your  dermatological  patients  will 
appreciate  pleasant, convenient,  economical  Sardo. 

SAMPLES  and  literature  available  from  . . . Dept.  Y-4. 
SARDEAU,  INC.  845  Third  Ave.,  New  York,  N.Y.  10022 


Also  available:  SARDOETTES®,  disposable 
compresses  impregnated  with  SARDO,  for  use 
as  a topical  dressing,  or  for  application  after 
showering  or  local  washing,  in  relieving  skin 
dryness,  itching,  scaliness. 


1.  Spoor,  H.J.:  N.Y.  State  J.M.,  58:3292, 
1958.  2.  Lubowe,  I.  I.:  Western  Med.,  1:45, 
1960.  3.  Weissberg,  G.:  Clin.  Med.,  7:1161, 
1960.  4.  Lieberman,  W.:  Amer.  J.  Proctol- 
ogy, 12:374,  1961.  5.  Borota,  A.,  and 
Guinell,  R.  N.:  J.  Amer.  Geriatrics  Soc., 
10:413,  1962.  6.  Dick,  L.  A.:  Skin,  Derma- 
tology in  General  Practice,  1:341,  1962. 

*Pat.  Pend.  T.M.©  1964  by  Sardeau,  Inc. 
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Once  you  have  used  HEMA-CONIBISTIXT,Mdip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX  \wms\ 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  ^rCTi 
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when  temporary  loss  of  speech  suggests 
CEREBROVASCULAR  INSUFFICIENCY 


VASODl  LAN' 

. i ISOXSUPRINE  HCI 

increases  cerebral  blood  flow1'6  • reduces  number  of  ischemic 
attacks6,7  • well  tolerated  in  long-term  therapy 


When  history  and  clinical  picture  indicate  cerebrovascular  insufficiency,  continued 
physiologic  evidence  documents  the  efficacy  of  Vasodilan  (isoxsuprine  hydrochloride). 

Dosage  and  administration : Oral— 10  to  20  mg.  (1  to  2 tablets)  t.i.d.  or  q.i.d. ; I.M.— 5 to  10  mg.  b.i.d.  or  t.i.d.  Contraindications : 
There  are  no  known  contraindications  to  oral  administration  in  recommended  doses.  Cautions:  Do  not  give  immediately  post- 
partum or  in  the  presence  of  arterial  bleeding.  Parenteral  administration  not  recommended  in  the  presence  of  hypotension  or 
tachycai'dia.  Avoid  intramuscular  doses  above  10  mg.  Side  effects:  Occasional  palpitation  and  dizziness  usually  controllable  by 
dosage  adjustment.  Brief  hypotension  or  tachycardia  may  occur  with  intramuscular  doses  of  10  mg.  or  more.  For  complete 
details  on  indications,  dosage,  administration,  and  clinical  background,  see  the  brochure  of  this  product  available  on  request 
from  Mead  Johnson  Laboratories,  Evansville,  Indiana,  47721. 

References : (1)  Blouin,  L.,  and  Overman,  R.  R.:  Detailed  reports  in  Mead  Johnson  Research  Files.*  (2)  Gloning,  K.,  and 
Klausberger,  E.  M.:  Wien.  klin.  Wchnschr.  70:145-149  (Feb.  28)  1958.  (3)  Whittier,  J.  R.,  and  Dhrymiotis,  A.  D.:  Angiology, 
13: 324-327  (July)  1962.  (4)  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr.:  The  Application  of  Radioisotopes  to  the  Study  of  Cerebral 
Blood  Flow  and  the  Effects  of  Isoxsuprine  (to  be  published).  (5)  Horton,  G.  E.,  and  Johnson,  R C.,  Jr.:  The  Application  of 
Radioisotopes  to  the  Study  of  Cerebral  Blood  Flow,  Comparison  of  Three  Methods,  Angiology,  (to  be  published).  (6)  Whittier, 
J.  R.:  Vasorelaxant  Drugs  and  Cerebrovascular  Disease,  Angiology,  (to  be  published).  (7)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.: 
Current  Therap.  Res.  4:124  129  (April)  1962.  * Available  upon  request. 

A detailed  monograph  on  “Cerebrovascular  Insufficiency ” may  be  obtained  by  writing  to  Mead  Johnson  Laboratories,  Evans- 
ville, Indiana,  ^77 21. 
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Set  the  example-use  seat  belts! 


When  emotional  tension  mount! 

Valium  (diazepam)  helps  control  psychic  An  indication  of  the  wide  usefulness  of  Valium  ( diazepam ) is  illu 

tension  in  mild  to  severe  nonpsychotic  traUi  in  this  *artial  analysis  of  reforts  from  over  900 

conditions.  Its  profile  of  clinical  use  From  the  clinical  record  of  Valium  ( diazepam ) 

extends  from  pure  psychic  tension  states 
—where  an  unremitting  build-up  of 
everyday  emotional  stresses  results  in 
disabling  tension— to  mixed  emotional 
states,  where  psychic  tension  intermingles 
with  restlessness,  depressive  symptoms, 

Diagnosis 

Total 
number 
of  patients  \ 
treated 

Excellent 
to  good 
results 

Per  cent 
improve 

Tension  1 anxiety  associated  with 
Psychoneurotic  reactions 

4593 

3773 

82% 

vague  somatic  symptoms  or  other  emo- 

Depressive symptoms 

1327 

964 

73% 

tional  complaints.  Response  to  Valium 
(diazepam),  many  investigators  report. 

Psychophysiologic 

disturbances 

2950 

2410 

82% 

may  often  be  achieved  without  com- 
promising the  patient’s  mental  faculties 

Muscle  spasm  associated  with 
cerebral  palsy  and  athetosis 

278 

\ 

136 

| 49% 

or  physical  performance. 

— — — i 

“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress. ..as  manifested  by  flatulence,  "nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (y4  gr) 

(Warning:  May  be  habit  forming)  fO  ease  nerVOUS  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  72664 


Ames  Company,  Inc.,  Elkhart,  Indiana,  ames 


In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regenera- 
tion. To  meet  the  increased  metabolic  demands,  STRESSCAPS  offers 
therapeutic  amounts  of  B and  C vitamins  as  an  aid  to  smoother  con- 
valescence and  earlier  rehabilitation.  In  fractures,  as  in  many  other 
conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorat 

ive  “re- 

minder”  jars  of  30  and  100;  bottles  of  500. 
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available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


(Rosenthal)  Lederle 


TAKE 5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THEARM- 
UIVCAPA  TIIVE  TEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 
They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 
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NO  WONDER  NEW  KREM  WINS  THE  APPROVAL 
OF  MOST  EXPERIENCED  ANTACID  USERS! 


What  happens  when  "experts"— hyperacid  patients  who  have  "tried  'em 
all"— are  asked  to  compare  Krem  with  other  antacids  they  have  taken? 

"Thirty-six  patients  had  taken  antacids  previously  and  25  (70%)  found 
Krem  to  be  superior."1 

"A  substantial  percentage  of  [50]  patients  (68%)  preferred  this  antacid 
to  previously  taken  antacids."2 

In  a study  surveying  141  patients,  their  physicians  reported  78%  pre- 
ferred Krem  to  other  antacids.3 

Shouldn't  all  your  hyperacidity  patients— old  or  new— be  on  Krem,  not  only 
for  its  remarkable  patient  acceptance  but  also  for  its  outstanding  effective- 
ness and  rapidity  of  relief? 

KREM 

the  first  antacid  tablet  to  provide  the  cream /milk  principle 


Available  in  Mint  or  Cherry  Flavored  Tablets.  Each  tablet  contains  Kamanel  (specially 
prepared  cream  and  milk  formula),  500  mg.;  Precipitated  Calcium  Carbonate,  400  mg.; 
Magnesium  Carbonate,  200  mg. 


1.  Igloe,  M.  C. : Gen.  Pract.  26: 6,  1963.  2.  Clinical  report  in  the  files  of  the  Medical  Department,  Neisler 
Laboratories,  Inc.,  1964.  3.  Research  study  conducted  by  Neisler  Laboratories,  Inc.,  1964. 


NEISLER  LABORATORIES,  INC.  • 7BTH  YEAR  • DECATUR,  ILLINOIS 
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aging  without  wasting 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 


With  advancing  age,  weakness  and  weight  loss  may  indicate  a "wasting"  of  dietary  protein  due 
to  poor  protein  metabolism.  A potent,  well-tolerated  anabolic  agent  plus  a diet  high  in  protein  can 
make  a remarkable  difference.  Patients  show  a notable  increase  in  strength,  vigor  and  sense  of  well- 
being. There  is  marked  improvement  in  appetite,  measurable  weight  gain.  The  natural  anabolic 
processes  are  helped  in  the  utilization  of  dietary  protein  for  tissue  building  and  other  vital  functions. 


WINSTROL*  brandof  STANOZOLOL 


. . . a new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

*The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  1 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  1 
tablet  t.i.d.;  children  (pre-school  age),  % tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  100. 

Winfhrop 

Winthrop  Laboratories,  New  York,  N.  Y. 
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epilepsy  can  limit  educational  opportunities 


“Epileptics  need  the  knowledge  and  the  skills  that  will  per- 
mit them  to  compete  with  those  not  handicapped.  Possession 
of  educational  assets  strengthens  self-confidence  and  mo- 
rale.”1 For  the  epileptic  child,  the  stimulation  of  regular 
school  and  the  companionship  of  fellow  students  are  also 
important.  In  making  such  goals  possible,  effective  medical 
treatment  is  vital.1-2  As  a rational  approach  to  the  therapy 
required,  DILANTIN  (diphenylhydantoin)  has  become  a stan- 
dard measure  because  it  combines  effectiveness  with  a rela- 
tively wide  margin  of  safety.  It  has  minimal  hypnotic  effect 
...does  not  cause  general  depression.1  Moreover,  the  drug 
often  engenders  improvement  in  the  patient’s  memory,  intel- 
lectual performance,  and  emotional  stability.1-2 


INDICATIONS:  Grand  mal  epilepsy  and  certain  other  convulsive 
states.  PRECAUTIONS:  Toxic  effects  are  infrequent:  allergic 
phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and 
acute  generalized  morbilliform  eruptions  with  or  without  fever. 


Rarely,  dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingi- 
val hypertrophy,  hirsutism,  and  excessive  motor  activity  are 
occasionally  encountered,  especially  in  children,  adolescents, 
and  young  adults.  During  initial  treatment,  minor  side  effects  may 
include  gastric  distress,  nausea,  weight  loss,  transient  nervous- 
ness, sleeplessness,  and  a feeling  of  unsteadiness.  All  usually  sub- 
side with  continued  use.  Megaloblastic  anemia,  aplastic  anemia, 
leukopenia,  granulocytopenia,  and  pancytopenia  have  been  re- 
ported. Nystagmus  may  develop.  Nystagmus  in  combination  with 
diplopia  and  ataxia  indicates  dosage  should  be  reduced.  Periodic 
examination  of  the  blood  isadvisable.  DILANTIN  (diphenylhydantoin 
sodium)  is  supplied  in  several  forms  including  Kapseals®  con- 
taining 0.1  Gm.  and  0.03  Gm.  REFERENCES:  (1)  Lennox,  W.  G.: 
Epilepsy  and  Related  Disorders,  vol.  2,  Boston,  Little,  Brown  and 
Company,  1960.  (2)  Goodman,  L.  S.,  & Gilman,  A.:  The  Pharma- 
cological Basis  of  Therapeutics, 

ed.  2,  New  York,  The  Macmillan  PARKE-DAVIS 
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HOW  TO  BE  SURE 
your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 
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The  dosage  is  1 14  grains  per  tablet.  Mothers  place  such  conh- 
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Medical  News 


Pediatric  fellowships 

Applications  are  being  accepted  for  Wyeth 
Pediatric  Residency  Fellowships  that  will  begin 
on  July  1,  1965.  Sponsored  by  the  Wyeth 
Fund  for  Postgraduate  Medical  Education,  each 
of  these  fellowships  provides  $4,800  over  two 
years  toward  the  advanced  study  required  for 
Board  certification. 

Those  who  receive  these  fellowships  select  as 
their  place  of  residency  any  institution  that  is 
accredited  by  the  A.M.A.’s  Residency  Review 
Committee  of  the  Council  on  Medical  Education 
and  Hospitals,  the  American  Board  of  Pediat- 
rics, and  the  American  Academy  of  Pediatrics. 

Eligible  to  apply  are  interns,  physicians  who 
have  recently  completed  an  internship,  research 
Fellows,  or  physicians  leaving  the  armed  services 
or  U.S.  Public  Health  Service. 

Requests  for  application  forms  and  inquiries 
about  the  program  should  be  directed  to  the 
committee  chairman,  Philip  S.  Barba,  M.D., 
University  of  Pennsylvania  School  of  Medicine, 
Philadelphia,  Pennsylvania  19104.  All  appli- 
cations must  be  received  by  December  1. 

Study  of  chronic  myelogenous  leukemia 

The  cooperation  of  physicians  is  requested  in 
a continuing  study  of  chronic  myelogenous  leu- 
kemia being  conducted  by  the  Medical  Service 
of  the  National  Cancer  Institute  at  the  Clinical 
Center,  National  Institutes  of  Health,  Bethesda, 
Maryland. 

Referrals  of  patients  with  chronic  myeloge- 
nous leukemia  are  needed.  Particularly  needed 
are  those  in  the  twenty-  to  forty-year  age  group 
with  high  white  blood  cell  counts  and  platelet 
counts,  for  studies  of  newer  chemotherapeutic 
agents  and  as  a source  of  white  cells  and  platelets 
for  in  vitro  and  in  vivo  study. 

Physicians  who  wish  to  have  their  patients 
considered  for  the  study  may  write  or  telephone: 
Paul  P.  Carbone,  M.D.,  Clinical  Center,  Room 
10-N-106,  National  Institute  of  Health,  Bethes- 
da, Maryland  20014;  or  telephone  301-496-4251. 

Applications  for  research  awards 

Applications  for  three  categories  of  awards, 
available  under  the  New  York  Heart  Associa- 
tion’s 1965-1966  program  in  support  of  cardio- 
vascular and  related  research,  are  now  being 
accepted  for  consideration,  according  to  Herbert 
Chasis,  M.D.,  Association  president.  ' 

The  three  categories  of  awards,  all  of  which  go 
into  effect  on  July  1,  1965,  include: 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


Fellowships:  Open  to  holders  of  doctoral  de- 
grees who  have  arranged  a program  with  a 
preceptor,  acceptable  to  the  New  York  Heart 
Association.  Fellowships,  which  may  range  in 
scope  from  training  in  basic  science  research  to 
clinical  investigation,  are  awarded  initially 
for  one  or  two  years  subject  to  renewal.  Sti- 
pends, which  range  from  $5,000  to  $6,000  per 
annum,  depending  on  prior  relevant  experience, 
are  also  subject  to  increases  through  dependency 
allowances,  annual  increments,  and  depart- 
mental grants. 

Senior  research  fellowships:  Open  to  holders 
of  doctoral  degrees  who  have  shown,  throughout 
several  years  of  research  experience,  an  ability 
to  carry  out  investigations  without  supervision. 
Initially,  awards  are  for  three  years  and  are 
renewable  for  an  additional  two  years.  Stipends 
are  $8,500  per  annum,  plus  allowances  for  de- 
pendents, departmental  grants,  and  annual  in- 
crements. 

Grants-in-aid:  Available  for  terms  of  one  to 
three  years  for  a limited  number  of  investiga- 
tions in  the  fields  of  basic  and  clinical  sciences  and 
public  health.  Stipends  for  principal  investiga- 
tors and  the  costs  of  permanent  equipment  are 
not  allowed.  Grant  includes  a 15  per  cent  al- 
lowance for  institutional  overhead. 

All  programs  included  in  the  award  categories 
outlined  must  be  carried  out  in  institutions  lo- 
cated in  the  City  of  New  York.  Applicants  for 
fellowships  and  senior  research  fellowships  must 
be  United  States  citizens  or  must  have  filed  a 
Declaration  of  Intention  for  citizenship. 

Applications  must  be  postmarked  on  or  be- 
fore November  15,  1964.  Application  forms 
and  further  information  about  the  program 
may  be  obtained  from  the  New  York  Heart 
Association,  Inc.,  10  Columbus  Circle,  New 
York,  New  York  10019. 


Legislation  for  mentally  ill 

Under  new  Federal  and  State  legislation, 
approximately  $1  million,  or  half  of  the  cost  of 
care  of  approximately  3,000  needy  mentally  ill, 
mentally  defective  or  epileptic  persons  living  in 
private  family  homes  will  be  paid  by  the  Federal 
government,  the  State  Department  of  Social 
Welfare  has  announced. 

The  patients  are  on  conditional  release  from 
the  institutions  of  the  State  Department  of 
Mental  Hygiene  because  they  do  not  require 
the  more  costly  institutional  care  and  treatment. 
However,  psychiatric  outpatient  care  will  con- 
tinue to  be  provided  by  the  mental  hygiene  de- 
partment as  needed. 

continued  on  page  2378 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


ectiveness,  dependability  ■and  reassuring  Safety  Factors  make 
balate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
nts—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
rdiac  damage,  latent  chronic  infection  and  other  common  geriat- 
conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
t contribute  to  sodium  retention ..  .the  enteric  coating  assures 
stric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
n does  not  precipitate  the  serious  reactions  often  associated  with 
rticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Continued  from  page  2376 

Until  now,  Federal  funds  for  this  program 
have  not  been  available;  the  State  has  been 
paying  the  full  cost  of  $2  million  annually 
through  the  State  Department  of  Mental 
Hygiene.  Under  the  new  legislation,  the  Fed- 
eral government  will  pay  half  of  the  cost  and  the 
State,  through  the  State  Department  of 
Social  Welfare,  will  pay  the  remaining  cost. 

The  65  local  public  welfare  departments  in  the 
State  will  be  responsible  for  administering  public 
assistance  to  the  3,000  cases. 

Mental  retardation  program 

Planning  for  a comprehensive  mental  re- 
tardation program  in  New  York  State  has  been 
initiated  with  the  appointment  of  an  86-member 
Statewide  planning  committee,  according  to 
Paul  H.  Hoch,  M.D.,  New  York  State  Com- 
missioner of  Mental  Hygiene. 

Under  a Federal  grant  of  $30,000,  planning 
will  be  directed  toward  determining  present 
resources  in  mental  retardation;  selecting  goals 
for  a comprehensive  program  to  combat  retarda- 
tion; and  recommending  ways  in  which  State 
and  local  activities  can  be  coordinated  for  the 
prevention,  treatment,  and  amelioration  of 
mental  retardation.  The  committee  will  con- 
centrate also  on  developing  public  awareness  of 
the  problems  of  retardation;  proposing  ways 
in  which  planning  and  evaluation  on  a contin- 
uous basis  can  be  achieved;  and  preparing  and 
submitting  reports  on  the  foregoing  together 
with  recommendations  for  action,  including 
new  legislation  or  amendments  to  existing 
statutes  or  local  laws. 

Membership  of  the  Statewide  planning  com- 
mittee for  mental  retardation  includes  repre- 
sentatives from  State  departments  and  agencies; 
local  government  agencies;  Statewide  citizens 
organizations;  and  Statewide  professional  or- 
ganizations. In  this  way,  composition  of  the 
State  Mental  Retardation  Planning  Committee 
is  similar  to  that  of  the  State  Mental  Health 
Planning  Committee,  which  got  under  way  last 
fall. 


Publications  available 

The  sixth  and  seventh  guides  in  the  series  of 
“Guides  to  the  Evaluation  of  Permanent  Im- 
pairment” developed  by  the  Committee  on 
Rating  of  Mental  and  Physical  Impairment  of 
the  American  Medical  Association  are  now 
available.  They  are  entitled:  “Guides  to  the 
Evaluation  of  Permanent  Impairment — The 
Digestive  System”;  and  “Guides  to  the  Evalua- 
tion of  Permanent  Impairment — The  Peripheral 
Spinal  Nerves.” 

These  guides,  and  others  in  the  series,  have 
been  designed  primarily  for  use  by  physicians 


but  are  of  interest  and  use  to  all  concerned  with 
the  medical,  administrative,  or  judicial  aspects 
of  programs  for  the  disabled.  Previously  pub- 
lished guides  in  the  series  deal  with  the  extremi- 
ties and  back;  the  visual  system;  the  cardio- 
vascular system;  ear,  nose,  throat,  and  related 
structures;  and  the  central  nervous  system. 

A limited  number  of  copies  of  these  guides 
may  be  obtained,  without  charge,  on  written 
request  to  the  Committee  on  Rating  of  Mental 
and  Physical  Impairment,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 

Dorman  named  to  Workmen’s 
Compensation  Committee 

Gerald  D.  Dorman,  M.D.,  member  of  the 
Board  of  Trustees  of  the  Medical  Society  of  the 
State  of  New  York,  has  been  named  to  the 
enlarged  and  reconstituted  Workmen’s  Com- 
pensation Advisory  Committee. 

Personalities 

Elected.  Arnold  N.  Fenton,  M.D.,  Great 
Neck,  re-elected  chairman  of  the  medical  board 
of  the  North  Shore  Hospital,  and  Louis  J. 
Lester,  M.D.,  Great  Neck,  as  president  of  the 
hospital’s  medical  staff.  . .Hubert  S.  Pearlman, 
M.D.,  president;  Bertram  D.  Cohn,  M.D., 
vice-president;  Bernard  Greenberg,  M.D.,  sec- 
retary; Seymour  N.  Sussman,  M.D.,  treasurer; 
and  Austin  Schlecker,  M.D.,  president-elect 
of  the  Medical  Staff  Society  of  Maimonides 
Hospital  of  Brooklyn. 

Appointed.  William  S.  Clark,  M.D.,  New 
York  City,  national  president  of  the  Arthritis 
and  Rheumatism  Foundation.  . .L.  Eugene 
Daily,  M.D.,  administrative  vice-president  of 
the  Norwich  Pharmacal  Company,  to  the 
Council  of  the  Upstate  Medical  Center  of  the 
State  University  of  New  York  by  Governor 
Nelson  Rockefeller.  . .Edward  C.  McKeon, 
M.D.,  Hartsdale,  as  administrative  assistant 
to  the  medical  director  of  Geigy  Pharma- 
ceuticals division  of  Geigy  Chemical  Corp.  . . . 
Harold  W.  Mayberger,  M.D.,  Lattingtown,  as 
chief  of  obstetrics  and  gynecology  at  the  Com- 
munity Hospital,  Glen  Cove,  succeeding  Robert 
S.  Millen,  M.D.  . . .Leo  Wollman,  M.D., 
Brooklyn,  as  president  of  the  New  York  Section 
of  the  Society  for  Clinical  and  Experimental 
Hypnosis  by  the  Executive  Council  of  the 
Section. 

Honored.  John  L.  Edwards,  M.D.,  Hudson, 
by  the  naming  of  the  new  Hudson  elementary 
school  in  his  honor. 

Foreign  Service.  Arthur  Penta,  M.D.,  and 
Preston  Reynolds,  M.D.,  Schenectady,  assisting 
at  a Catholic  hospital  on  the  lie  de  La  Tortue, 
off  the  northern  coast  of  Haiti. 
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WAIN  RELIEF  r ^ : 
0h££aN  RELY  ON 
cpmes  m minutes-, 
■lasts  for 


DE Df*  f\T\  J I 11/  in  moderate  to 

■ CA  w w*/Al/V  moderately  severe  pain 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  _/ 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine. ‘U.  S Pats  2,628,185  and  2,907.768 
Literature  on  request. 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  hervery  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


IYDROMOX 

JIN  ETHAZO  NE  -TABLETS 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R. : 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M. : Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 

INAMID  COMPANY,  Pearl  River,  N.  Y. 


Medical  Meetings 


Pan-Pacific  Surgical  Association 

The  tenth  congress  of  the  Pan-Pacific  Surgical 
Association,  Part  I,  will  be  held  September  20 
through  28,  1966,  in  Honolulu,  Hawaii.  Part 

II  will  be  held  September  28  through  October 
10,  1966,  in  Japan  and  Hong  Kong;  and  Part 

III  September  28  through  November  1,  1966, 
in  Japan,  Hong  Kong,  The  Philippines,  Thai- 
land, India,  Singapore,  Australia,  and  New 
Zealand. 

For  further  information,  contact  Pan-Pacific 
Surgical  Association,  Room  236,  Alexander 
Young  Building,  Honolulu,  Hawaii  96813. 

Psychotherapy  in  medical  practice 

The  postgraduate  division  of  the  Department 
of  Psychiatry  of  the  University  of  Southern 
California  announces  its  course,  Psychotherapy 
in  Medical  Practice  to  be  offered  to  practicing 
physicians,  other  than  psychiatrists,  from  Sep- 
tember, 1964,  through  May,  1965. 

One  course  will  be  given  at  the  Memorial 
Hospital  of  Long  Beach  and  another  at  Los 
Angeles  County  General  Hospital. 

The  course  features  supervised  clinical  ex- 
perience in  a comprehensive  clinic  in  which 
physicians  examine  and  treat  patients  in  a 
medical  setting  and  a medical  framework  with 
responsibility  for  psychiatric  and  medical  care 
of  patients.  Instructors  from  the  faculty  of 
the  University  of  Southern  California  supervise 
both  the  psychiatric  and  the  medical  aspects. 
Both  individual  and  group  supervision  are 
offered.  In  addition,  the  physicians  observe  a 
continuing  psychotherapy  using  closed  circuit 
television. 

This  course,  of  thirty-two  weeks  duration, 
requires  four  hours  a week  from  the  partici- 
pants and  is  designed  to  make  the  family  doc- 
tors much  more  proficient  in  their  detection  and 
management  of  psychiatric  problems  encoun- 
tered in  their  practices. 

Televised  seminars 

The  New  York  Academy  of  Medicine  is  cur- 
rently presenting  a series  of  televised  clinical 
science  seminars  on  Tuesday  evenings  from 
9:00  to  10:00  p.m.  over  WNYC-TV,  UHF 
Channel  31. 

The  schedule  includes:  October  6:  “Aids  to 
Better  Diagnosis  of  Heart  Disease”;  October 
13:  “The  Use  of  the  Electrocardiogram  as  a 
Diagnostic  Aid”;  October  20:  “Angiography 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


in  Heart  Disease”;  and  October  27:  “Pan- 

creatitis and  its  Management.” 

Postgraduate  medical  courses 

The  Hahnemann  Medical  College  and  Hos- 
pital, Philadelphia,  Pennsylvania,  will  sponsor 
a series  of  postgraduate  courses  for  physicians. 

Those  to  be  held  in  1964  include  sessions  on 
cardiorenal  mechanisms  and  diseases  directed 
by  Albert  N.  Brest,  M.D.,  at  the  Marriott  Mo- 
tor Hotel,  Philadelphia,  October  12  and  13; 
three  days  of  cardiology  directed  by  William 
Likoff,  M.D.,  at  the  Marriott  Motor  Hotel 
November  9 through  11;  and  the  stomach, 
including  related  areas  in  esophagus  and  duo- 
denum, directed  by  Donald  Berkowitz,  M.D., 
at  the  Sheraton  Hotel,  Philadelphia,  December 
14  through  16. 

Gastroenterology  convention 

The  twenty-ninth  annual  convention  of  the 
American  College  of  Gastroenterology  will  be 
held  at  The  Roosevelt  Hotel  in  New  York  City, 
October  19  through  21. 

In  addition  to  individual  papers  to  be  pre- 
sented, there  will  be  panel  discussions  on  gastric 
freezing  and  on  benign  diseases  of  the  esopha- 
gus; symposiums  on  gastrointestinal  hemor- 
rhage; round  table  discussions  of  various  sub- 
jects, and  motion  pictures.  There  will  be 
scientific  as  well  as  commercial  exhibits,  and 
the  sessions  will  be  open  to  all  physicians  with- 
out charge. 

On  October  22  through  24,  immediately  fol- 
lowing the  convention,  the  annual  course  in 
postgraduate  gastroenterology  will  again  be 
given.  The  session  will  be  held  at  The  Roose- 
velt and  at  The  Mount  Sinai  Hospital.  At- 
tendance at  the  course  will  be  limited  to  those 
who  have  registered  in  advance. 

Copies  of  the  program  and  further  informa- 
tion may  be  obtained  by  writing  to:  American 
College  of  Gastroenterology,  33  West  60th 
Street,  New  York,  New  York  10023. 

Symposium  on  diabetes 

The  New  Jersey  Diabetes  Association,  in 
cooperation  with  the  New  Jersey  State  Depart- 
ment of  Health,  will  present  a symposium  on 
“Peripheral  Complications  of  Diabetes  Melli- 
tus”  on  October  21  from  2:00  to  5:00  p.m.  at 
the  auditorium  of  Newark  City  Hospital, 
Newark,  New  Jersey. 

Max  Ellenberg,  M.D.,  associate  attending  phy- 

continued  on  page  2386 
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len  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetried  it,  they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
23%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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nnouncing  a new  intramusculai 


reserve 
this  much 
space  in 
your  bag 
for 


J 


NEW  OLEANDOMYCIN® 
INTRAMUSCULAR 


Oleandomycin  IM  is  the 
intramuscular  form  of 

TAO  (triacetyloleandomycin) 
This  product  should  be 
dissolved  by  adding  2 cc.  of 
sterile  water  to  each  vial. 

The  solution  will  then  contain 
200  mg.  of  oleandomycin 
(as  the  phosphate)  per  2 cc., 
with  1%  (w/v)  Xylocaine®.* 
This  product  should  not  be 
given  intravenously. 


Four  reasons  to  consider  this  convenient  new  dosage  form  U 
your  bag,  emergencies  or  hospital  use: 

J the  bacterial  spectrum  includes:  streptococci,  pneumococci,  go 
ococci  and  staphylococci;  particularly  effective  against  sorr 
strains  of  staphylococci  resistant  to  other  antibacterial  agent 

2 most  strains  of  staphylococci  do  not  demonstrate  cross-resiS 
ance  between  oleandomycin  and  erythromycin. 

^ allergic  reactions  or  other  systemic  side  effects  have  been  e 
countered  only  rarely  with  parenteral  use  of  oleandomycin. 

4 easily  reconstituted— freely  water  soluble. 

precautions  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication.  Aside  fro 
occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intramuscular  injection  he 
been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but  constant  observation  for  sue 
effects  should  be  maintained.  When  used  for  local  infiltration,  allergic  manifestations  and  sensitizir 
reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been  reported.  *Xylocaine  is  the  Registered  Trad 
mark  of  Astra-Pharmaceutical  Products,  Inc.  for  its  brand  of  lidocaine. 


J.  B.  Roerig  and  Company  • New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being® 


i ompanion  to 

TAO 

(triacetyloleandomycin) 

a leading  antibiotic 
i nationwide  hospital  survey 


Outpatient  Department-Overall  in  vitro  Susceptibility  Results: 

TAO 

HLORAMPHENICOL 
ERYTHROMYCIN 
TETRACYCLINE 
PENICILLIN 
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[The  1963  antibiotics  survey1  provides  a nationwide  comparison  of 
licrobial  susceptibility  to  5 leading  antibiotics.  In  all,  susceptibility 
Results  of  9,331f  cultures  were  obtained  from  66  hospitals  in  26 
states.  These  in  vitro  findings  confirmed  the  over-all  superiority  of 
TAO.  When  analyzed  by  results  from  1,746ft  cultures  obtained  from 
:he  Outpatient  Department  of  hospitals,  TAO  also  produced  the  best 
Dver-all  susceptibility  results,  as  shown  above.1 


r ind  confirmed  in  clinical  practice.2  Of  129  patients  with  upper  or  lower  respira- 
I infections  treated  with  TAO,  120  had  a good  response.  A “good'’  response  gener- 
showed  reduction  in  temperature  and  toxicity  within  48  hours  after  initiation  of 
rapy,  with  subsequent  clinical  and  bacteriological  cure  of  infection. 

i0lications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumo- 
om|ci  and  gonococci.  Recommended  for  acute,  severe  infections  where  adequate 
isitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance 
nMess  toxic  agents.  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infec- 
is  processes  which  may  require  more  than  ten  days  continuous  therapy.  In  view 
is  he  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
essary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment 
ates  continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile 
ecommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any 
elm  of  liver  abnormality. 


Available  as:  Capsules 
(250  mg.;  125  mg.)  Ready- 
Mixed  Oral  Suspension 
(raspberry-flavored,  125 
mg./5  cc.)  Pediatric  Drops 
(100  mg./cc.) 


itraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  contraindicated 
re-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hyper- 
sitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are  infrequent  and 
tom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions, 
ed  upon  the  usage  of  this  drug,  the  evidence  of  jaundice,  considering  all  reports 
pliable  to  J.  B.  Roerig  and  Company  referable  to  this  effect  is  5.5  per  million 
hai  rses  of  therapy.  When  only  those  which  definitely  can  be  related  to  this  drug  are 
^j  ated  to  usage,  the  incidence  is  1.6  per  million  courses  of  treatment. 

• . Jrences:  1.  Isenberg  Henry  D.,  Ph.D.:  “A  Comparison  of  Nationwide  Microbial  Susceptibility 
‘ f:ing  Using  Standardized  Discs,’’  Health  Laboratory  Science,  1:1-72  (July)  1964.  2.  Shubin. 
3det  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959. 

;d  on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  5,440; 
dcoccus  pneumoniae,  1,130;  streptococcus  pyogenes  (/3-hemolytic),  1,519;  streptococcus 
Senes  Group  D (enterococcus),  1,242. 

pd  on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  1,023; 
ococcus  pneumoniae,  134;  streptococcus  pyogenes  (^-hemolytic),  455;  streptococcus 
Irenes  Group  D (enterococcus),  134.  


Rx  New,  improved 

VITERRA®  THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 
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sician  at  The  Mount  Sinai  Hospital,  New  York 
City,  will  speak  on  “Neuropathy  in  Diabetes”; 
Leon  G.  Smith,  M.D.,  director  of  medical  edu- 
cation and  chief  of  infectious  diseases  at  St. 
Michael’s  Hospital  in  Newark,  New  Jersey, 
will  discuss  “Diabetes  Infection:  The  Host  and 
the  Organism”;  and  Kermit  Pines,  M.D., 
associate  professor  of  clinical  medicine,  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons, New  York  City,  will  speak  on  “Lipid 
Metabolism  and  Vascular  Disease  in  the 
Diabetic.” 

Disaster  medical  care 

The  fifteenth  national  conference  on  disas- 
ter medical  care  will  be  held  November  7 and 
8 at  the  La  Salle  Hotel  in  Chicago.  Informa- 
tion may  be  obtained  from  the  American  Medi- 
cal Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 

Methods  of  home  care 

The  Home  Care  Department  of  the  Monte- 
fiore  Hospital  and  Medical  Center,  New  York 
City,  will  hold  a two-day  institute  and  a three- 
week  training  program  on  the  methods  and 
philosophy  of  coordinated  home  care. 

The  Institute  will  be  held  on  November  12 
and  13.  It  is  designed  for  directors  and  ad- 
ministrative officers  of  public  and  voluntary 
health  agencies.  Registration  fee  is  $20  and 
applicants  are  limited  to  70. 

The  three-week  training  program,  for  physi- 
cians, nurses,  social  workers,  administrators, 
and  rehabilitation  specialists  directly  involved 
in  home  care  programs  is  scheduled  for  October 
12  to  October  30.  Tuition  is  $150,  with  regis- 
tration limited  to  seven.  Scholarships  are  avail- 
able for  a limited  number  of  applicants. 

Further  information  and  applications  may 
be  obtained  from  the  Director,  Training  Pro- 
grams in  Home  Care,  Montefiore  Hospital  and 
Medical  Center,  Bronx,  New  York  10467. 

American  Society  of  Cytology 

The  American  Society  of  Cytology  will  hold 
its  twelfth  annual  scientific  meeting  at  the 
Penn-Sheraton  Hotel,  Pittsburgh,  Pennsylvania, 
November  12  through  14. 


Further  information  may  be  obtained  from 
Warren  R.  Lang,  M.D.,  Secretary -Treasurer 
of  the  Society,  1012  Walnut  Street,  Philadelphia, 
Pennsylvania  19107. 

Air  pollution  and  industrial  hygiene 

The  Mid-Atlantic  States  Section  of  the  Air 
Pollution  Control  Association  and  the  Metro- 
politan New  York,  New  Jersey  and  Delaware 
Valley  Sections  of  the  American  Industrial 
Hygiene  Association  will  sponsor  a meeting  on 
November  19  to  discuss  air  pollution  indoors 
and  outdoors. 

The  meeting  will  be  held  in  the  thirteenth 
floor  auditorium  of  the  new  State  Labor  and 
Industry  Building  in  Trenton,  New  Jersey  from 
9:00  a.m.  to  4:00  p.m. 

Eight  to  ten  papers  will  be  presented  on  air 
pollution  and  industrial  hygiene  in  general  and 
on  specific  solutions  of  problems  in  both  fields. 
Further  information  may  be  obtained  from  Her- 
man A.  Lavan,  Health  Officer,  Department  of 
Health,  Hamilton  Township,  Mercer  County, 
New  Jersey. 

Workshop  in  teratology 

A workshop  in  teratology  will  be  held  at  the 
University  of  California,  Berkeley,  January  25 
through  30,  1965.  It  is  sponsored  jointly  by 
the  Drug  Research  Board  of  the  National 
Academy  of  Sciences — National  Research  Coun- 
cil, the  Teratology  Society,  and  the  University 
of  California,  under  a grant  from  the  Pharma- 
ceutical Manufacturers  Association.  Funda- 
mental considerations  in  research  on  problems 
of  congenital  disorders  will  be  presented  in  a 
series  of  lecture  and  laboratory  sessions.  De- 
tails of  the  program  and  applications  for  partici- 
pation may  be  obtained  by  writing  to  C.  W . 
Asling,  M.D.,  Workshop  in  Teratology,  Depart- 
ment of  Anatomy,  University  of  California, 
Berkeley,  California  94720. 

Study  of  headache 

The  American  Association  for  the  Study  of 
Headache  will  meet  June  19,  1965  at  the  New 
York  Hilton  Hotel,  New  York  City.  Lester  S. 
Blumenthal,  M.D.,  5315  Connecticut  Avenue, 
N.  W.,  Washington,  D.C.  20015,  is  chairman. 
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THE 
MODERN 
DRUG 
FOR.. 


ATHEROSCLEROSIS 


THERAPEUTIC  VALUE  WITHOUT  IODISM 


&& 

Chemical  Company 
St.  Louis,  Mo.  63108 


IODO-NIACIN  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potassium 
iodide  in  full  dosage  without  iodism.1 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.2  They  are  used 
in  the  treatment  of  circulatory  diseases  including  atheroscler- 
osis, coronary  sclerosis  and  angina  pectoris.3 

Idiosyncrasy  to  iodides  is  common  and  iodism  may  occur 
after  small  doses.4  Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  Iodo-Niacin,  prevents  and  corrects 
iodism.5 

In  a clinical  study  of  59  cases  of  generalized  atheroscler- 
osis, Iodo-Niacin  relieved  dizziness  in  71%  of  cases,  vague 
abdominal  distress  in  87%,  chronic  headaches  in  61%,  and 
disorientation  in  50%.  No  iodism  in  any  case ! 

Dosage:  2 tablets  three  or  four  times  daily.  May  be  con- 
tinued for  long  periods  without  iodism. 

Availability : Slosol  coated  pink  tablets,  in  bottles  of  100. 
Also  available  in  ampuls. 

SUMMARY : Effective  iodide  medication  pro- 
tected by  niacinamide  against  hazard  of  iodism. 


REFERENCES: 

1.  Am.  J.  Digest,  Dis.  22:5,  1955. 

2.  Circulation  5:647,  1952. 

3.  Sollmann’s  Manual  of  Pharmacology,  8th 
ed.,  1957,  p.  1121. 

4.  Drill's  Pharmacology  in  Medicine,  2nd  ed., 
1958  p.  562. 

5.  M.  Times  84  :741,  1956. 
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3721-27  Laclede  Ave.,  St.  Louis,  Mo.  63108  ' | 

Gentlemen:  Please  send  me  professional  literature  and  samples  of  IODO-NIACIN. 

DOCTOR 
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ANNUAL 


District  Branch  Meetings 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Third  and  Fourth  District  Branches  / Combined  Annual  Meeting 

Saturday , October  17,  1964 
Edison  Club,  Schenectady,  New  York 


Afternoon 

12:00  noon  Registration 

2:00  p.m.  Scientific  Program:  Hypothermia 
in  the  Treatment  of  Gastric 
Ulcer  and  the  Control  of 
Active  Upper  Gastrointes- 
tinal Hemorrhage 
Owen  H.  Wangensteen,  M.D., 
Minneapolis,  Minnesota  Pro- 
fessor and  Chairman,  Depart- 
ment of  Surgery,  University  of 
Minnesota  Medical  School 

4:15  p.m.  Business  Meeting,  Election  of 

Officers 

Evening 

6:30  p.m.  Cocktail  Hour 

7:30  p.m.  Dinner 

Introduction  of  Officers 
Address:  George  A.  Burgin, 

M.D.,  Little  Falls,  President, 
Medical  Society  of  State  of 
New  York 

Remarks:  Mrs.  Dominic  R. 

Pitaro,  Troy,  President,  Wo- 
man’s Auxiliary  to  the  Medical 
Society  of  the  State  of  New 
York 

Entertainment : “Wings  Over  Cen- 
tral America,”  motion  picture 
in  color,  courtesy  Pan  American 
Airways 


Officers — Third  District  Branch 


President Henry  J.  Noerling,  M.D., 

Valatie 

First  Vice-Pres Marshall  Quandt,  M.D., 

Waterford 


Second  Vice-Pres. . . . Robert  J.  Shelmandine, 
M.D.,  Sharon  Springs 

Secretary-Treasurer.  Frances  E.  Vosburgh, 
M.D.,  Albany 

Delegate Lee  R.  Tompkins,  M.D., 

Liberty 


Presidents — Component  County  Societies 

Albany James  A.  Moore,  M.D.,  Albany 

Columbia.  . Joseph  Bellamy,  M.D.,  Hudson 
Greene Robert  G.  Chaloner,  M.D., 


Coxsackie 

Rensselaer.  Thomas  P.  Engster,  M.D.,  Troy 
Schoharie ...  Jacobus  R.  Vrolijk,  M.D., 

Cobleskill 

Sullivan.  . . Edmund  T.  Rumble,  M.D., 

Callicoon 

Ulster John  A.  Cooke,  Jr.,  M.D.,  Kingston 


Officers — Fourth  District  Branch 

President Arthur  Q.  Penta,  M.D., 

Schenectady 

First  Vice-Pres.  . Arthur  Howard,  M.D., 
Johnstown 

Second  Vice-Pres. . August  B.  Korkosz,  M.D., 


Schenectady 

Secretary George  D.  Anderson,  M.D., 

Saratoga  Springs 

Treasurer Walter  Harrison,  M.D., 

Glens  Falls 

Delegate Julius  Gelber,  M.D., 

Schenectady 


Presidents — Component  County  Societies 


Clinton H.  Leonard  Schlesinger,  M.D., 

Plattsburgh 

Essex Herbert  Van  Wie  Bergamini,  Jr., 

M.D.,  Lake  Placid 

Franklin Robert  A.  Henderson,  M.D., 

Malone 

Fulton William  F.  Hesek,  M.D.,  Johns- 

town 

Montgomery..  .Leslie  Saunders,  M.D.,  Amster- 
dam 

Saratoga John  Esposito,  M.D.,  Saratoga 

Springs 

Schenectady ...  Morris  A.  Shapiro,  M.D., 
Schenectady 

Warren Francis  X.  Dever,  M.D.,  Glens 

Falls 

Washington..  . Raymond  Leith  Skinner,  M.D., 
Greenwich 
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Wonderful... haven’t  liad  opening  in  both  nostrils  for  years”* 

(clearly  decongested  with  Dimetapp) 


letapp  lets  your  “stuffed-up”  patients  breathe  easy  again. 
h long-acting  Extentab  works  hard  for  up  to  10-12  hours 
iring  away  stuffiness,  turning  off  the  drip,  and  unplugging 
gestion  that  accompanies  upper  respiratory  conditions. 

patients  seldom  experience  drowsiness  or  overstimu- 
on.  (A  key  to  success:  the  Dimetapp  formula.)  Now 
t the  “stuffy”  season  is  here,  keep  dependable  Dimetapp 
pntabs  on  tap.  They  get  the  job  done. 


FOR  NASAL  DECONGESTION  UP  TO  10-12  HOURS'  CLEAR 
IN  SINUSITIS,  COLDS,  U.R.I.  BREATHING  ON  ONE  TABLET 


netane®  [brompheniramine  maleate],  12  mg.;  Phenylephrine  HCI,  15  mg.; 
Phenylpropanolamine  HCI,  15  mg.) 


brief  summary:  Indications:  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects: 

In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications:  ; 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 
*Clinical  report  on  file,  Medical  Depart-  I 
ment,  A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VA. 


Abstracts 


Amarose,  A.  P.:  Chromosomal  patterns  in 

cancer  patients  during  treatment,  New  York 
State  J.  Med.  64:  2407  (Oct.  1)  1964. 

A study  was  made  of  chromosomes  in  patients 
with  cancer,  principally  carcinoma  of  the  lung, 
who  were  undergoing  radiotherapy.  Chromo- 
somal damage  may  be  quantitative,  with  varia- 
tions from  the  normal  number  of  46,  or  qualita- 
tive, thereby  showing  structural  aberrations. 
The  damage  appears  to  be  largely  random  in  the 
chromosomes  affected  in  the  different  cancers, 
and  the  specific  aberrations  differ  from  cell  to 
cell.  However,  there  seems  to  be  some  correla- 
tion between  the  appearance  of  persistent  aber- 
rant chromosomes  and  their  frequency. 

Borchardt,  K.  A.,  and  Hoflfmeister,  R.  A.: 

Peroral  oxacillin  in  chronic  osteomyelitis; 
preliminary  evaluation,  New  York  State  J. 
Med.  64:  2414  (Oct.  1)  1964. 

Six  patients  with  chronic  osteomyelitis  due  to 
Staphylococcus  aureus  were  treated  with  peroral 


Starvation  to  lose  weight 


Starvation  to  lose  weight  has  been  practiced 
for  ages,  but  there  still  are  a lot  of  overweight 
people.  Thus,  says  Today's  Health , the  maga- 
zine of  the  American  Medical  Association, 
starvation  by  itself  cannot  be  an  entire  program 
for  weight  control. 

There  is  probably  no  harm  from  abstinence 
for  a day  or  two  for  the  norm&l  individual. 
The  danger  is  that  after  a short  time  the  desire 
for  food  subsides,  and  the  individual  on  the  fast 
may  be  tempted  to  extend  it  too  long  for  safety. 
Starvation,  in  addition  to  causing  a depletion 


sodium  oxacillin;  clinical  improvement  was 
noted  in  2 patients,  no  improvement  in  4.  The 
drug  was  not  present  in  adequate  blood  levels 
consistently,  even  with  increased  dosage,  and 
the  clinical  effect  was  of  marginal  significance. 

Hreshchyshyn,  M.  M.:  Experiences  with 

chemotherapy  in  gynecologic  cancer,  New 
York  State  J.  Med.  64:  2431  (Oct.  1)  1964. 

In  325  patients  with  advanced  gynecologic 
cancer  treated  with  chemotherapy  alone,  good 
response  occurred  in  46  (14  per  cent)  and  some 
response  in  114  (35  per  cent).  It  was  most  ef- 
fective in  patients  with  disseminated  tropho- 
blastic tumors.  Some  degree  of  toxicity  is  un- 
avoidable, as  most  of  the  drugs  have  a relatively 
small  safety  margin.  In  355  patients  treated 
with  chemotherapy,  the  mortality  associated 
with  drug  administration  was  1 per  cent, 
and  in  another  4 per  cent  chemotherapy 
was  considered  a contributory  factor  to  the 
mortality. 


of  body  fat  and  protein,  can  induce  other 
hazardous  effects  not  readily  recognized.  A 
form  of  gouty  arthritis,  low  blood  pressure  and 
anemia  have  been  reported  in  some  individuals 
after  relatively  short  periods  of  fasting.  And 
there  are  persons  with  certain  diseases  who 
should  never  attempt  fasting. 

A more  reasonable  approach  to  weight  reduc- 
tion is  a modified  diet  of  foods  high  in  nutrients 
but  low  enough  in  calories  to  cause  a loss  of 
pounds,  coupled  with  suitable  exercise. 

A number  of  physicians  have  incorporated 
periods  of  short-term  starvation  into  their  over- 
all program  of  weight  reduction,  and,  as  a part  of 
a medically  supervised  regimen,  it  sometimes 
can  be  used  successfully. 
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NEW...  DGlfoiL  Vaginal  Foam 

TRADEMARK  ' 


Look  forward  to  enthusiastic  patient  acceptance 
for  the  new,  effective  contraceptive  foam  (contains 
nonylphenoxypolyethoxyethanol  12.5%). Ten  clinical  studies 
demonstrate  its  outstanding  effectiveness. .. a 2.7  pregnancy 
rate.  DELFEN  Vaginal  Foam  is  truly  considerate  of 
patients’  well-being.  Snow-white,  feather-light. .. does  not 
diminish  coital  sensation ..  .vanishes  with  scarcely  a 
trace.  Easy  to  use. . .diaphragm  definitely  not  needed. 
Exceptionally  well-tolerated ...  pH  of  4.5.  Clinically  effective 
. . . pharmaceutically  elegant.  Another  fine  product  of 
ORTHO’s  unmatched  experience  in  fertility  control. 
Available:  20  Gm  aerosol  vial  with 
applicator  and  cosmetic  bag.  Also, 

20  Gm  aerosol  vial  only. 

ORTHO  PHARMACEUTICAL  CORPORATION  I 
Raritan,  New  Jersey 
for  a complete  choice  of  medically 
accepted  contraceptives 


RADIUM— RADON 

SALE— LEASE— RENTAL 

Radium  Chemical  Company  Inc. 

161  E.  42nd  St.  N.Y.C. 

Phone:  Mu  7-2180 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 
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Under  the  generic  name 

for  lower  costs  to  your  patients 

Meprobamate  Tablets 

400  mg.  U.S.P. 

U.  S.  Patent  No.  2,724,720 
Quality  controlled  by  West-ward 
Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 
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* a result  of 
‘METHEDRINE’L 

METHAMPHETAMINE 

HYDROCHLORIDE 

therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


100  and  1000. 


BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC., Tuckahoe,  N.Y. 


2393 


only  the  antibiotic 
from  this  mold  enables 
you  to  prescribe  in 
so  many  convenient 
dosage  forms 


Terramycin  (oxytetracycline)  Intramuscular  Solution  is  only  one 
of  an  unmatched  variety  of  dosage  forms  made  possible  by  the 
unique  chemical  characteristics  of  the  oxytetracycline  molecule. 
This  unique  precotistituted  solution  offers  economy  and  convenience 
as  well.  Always  ready  for  immediate  injection,  it  requires  no  refriger- 
ation and  remains  stable  for  years.  It  is  available  in  ampules,  vials, 
and  in  Isoject,  a sterile  and  completely  disposable  injection  system 
offering  maximum  protection  against  syringe-transmitted  hepatitis. 

Included  in  a wide  range  of  practical  dosage  forms  are  Terramycin 
(oxytetracycline)  and  Terrastatin  (oxytetracycline  plus  nystatin) 
Capsules  as  well  as  pleasantly  fruit- flavored  pediatric  syrup  and  drops, 
supplied  in  a preconstituted  form  and  not  requiring  refrigeration. 
Terramycin  (oxytetracycline)  is  also  available  in  intravenous  prepara- 
tions of  proved  effectiveness  as  well  as  numerous  topical  formulations 
thus  making  available  the  benefits  of  Terramycin  (oxytetracycline)  for 
a wide  range  of  clinical  needs. 

Ahead  of  its  time  for  14  years,  Terramycin  (oxytetracycline)  remains 
a broadly  useful  antibiotic  with  a world  of  experience  to  support  its 
record  of  effectiveness,  safety  and  practicality. 


OXYTETRACYCLINE 


unique  properties  make  the  difference  in  difficult  or  routine  cases... 


Side  effects:  Glossitis  and  allergic  reactions  have  been 
reported  as  rare  side  effects.  Use  of  oxytetracycline 
during  the  last  trimester  of  pregnancy,  neonatal  period 
and  early  childhood  may  cause  discoloration  of  devel- 
oping teeth.  Reduce  usual  dosage  and  consider 
serum  level  determinations  in  patients  with  impaired 
renal  function  to  prevent  possible  liver  toxicity  due 
to  excessive  accumulation  of  antibiotic  in  the  serum. 
Precautions:  Overgrowth  of  nonsusceptible  organisms 
may  occur.  In  such  cases,  discontinue  medication  and 
institute  appropriate  specific  therapy  as  indicated  by 
susceptibility  testing.  Aluminum  hydroxide  gel  given 
with  antibiotics  has  been  shown  to  decrease  their 
absorption  and  is  contraindicated. 


Formulas:  Terramycin  Capsules:  oxytetracycline  HC1, 
250  mg.  and  125  mg.  Terramycin  Syrup:  calcium  oxy- 
tetracycline, 125  mg.  per  5 cc.  Terramycin  Pediatric 
Drops:  calcium  oxytetracycline,  100  mg.  per  cc.  Terra- 
mycin Intramuscular:  100  mg.  of  oxytetracycline/2  cc. 
or  250  mg.  / 2 cc.  Terramycin  Intravenous:  250  mg. 
vials  of  oxytetracycline  HC1  buffered  with  1.0  grams 
of  ascorbic  acid  or  500  mg.  vials  with  2.0  grams. 
Terrastatin  Capsules:  oxytetracycline,  250  mg.  and  ny- 
statin, 250,000  units.  Terrastatin  for  Oral  Suspension: 
When  reconstituted  each  teaspoonful  (5  cc.)  contains 
125  mg.  of  oxytetracycline,  and  125,000  units 
of  nystatin. 

More  detailed  professional  information  available  on  request. 


Science  for  the  world's  well-being®  l*fizer  Since  1849 
PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


Abstracts  in  Interlingua 


Amarose,  A.  P.:  Configurationes  chromosomal 
in  patientes  con  cancere  durante  le  tractamento 
0 anglese ),  New  York  State  J.  Med.  64:  2407 
(1  de  octobre)  1964. 

Esseva  studiate  le  chromosomas  de  patientes 
con  cancere  (principalmente  carcinoma  pul- 
monar)  durante  que  illes  recipe va  radio therapia. 
Damnos  chromosomal  pote  esser  quantitative 
(con  deviationes  ab  le  numero  normal  de  46) 
o qualitative  (con  aberrationes  structural).  Le 
damno  pare  esser  in  grande  mesura  aleatori  in  le 
chromosomas  afficite  in  le  differente  canceres. 
Le  aberrationes  specific  differe  ab  un  cellula 
al  altere.  Tamen,  il  pare  exister  un  certe 
correlation  inter  le  apparition  de  persistente 
chromosomas  aberrante  e lor  frequentia . 

Borchardt,  K.  A.,  e Hoffmeister,  R.  A.: 

Oxacillina  per  via  oral  in  osteomyelitis  chronic; 
evaluation  preliminari  {anglese).  New  York 
State  J.  Med.  64:  2414  (1  de  octobre)  1964. 

Sex  patientes  con  chronic  osteomyelitis  per 
Staphylococcus  aureus  esseva  tractate  con 
oxacillina  natric  per  via  oral.  Melioration  clinic 
esseva  notate  in  2,  nulle  melioration  in  4.  Le 


Body  build  and  obesity 


A study  of  obese  adolescent  girls  indicates 
that  body  build,  and  hence  genetic  factors,  are 
a predisposing  factor  in  obesity,  according  to  a 
report  in  the  Journal  of  the  American  Medical 
Association. 

Among  180  girls  in  the  study,  most  of  whom 
were  twelve  to  seventeen  years  old,  all  but  5 were 
predominantly  endomorphs.  The  researchers 
said  that  the  prime  prerequisite  for  the  develop- 
ment of  obesity  seems  to  be  a physique  with  at 
least  a moderate  amount  of  endomorphy  under 
normal  nutritional  conditions.  "Endomorphy 


pharmaco  non  esseva  presente  in  le  sanguine  in 
uniformemente  adequate  concentrationes,  mes- 
mo  quando  le  dosage  esseva  augmentate.  Le 
effecto  clinic  esseva  de  signification  marginal. 

Hreshchyshyn,  M.  M.:  Experientias  in  le 

chimotherapia  de  cancere  gynecologic  {anglese), 
New  York  State  J.  Med.  64:  2431  (1  de 
octobre)  1964. 

In  325  patientes  con  avantiate  cancere  gyne- 
cologic qui  esseva  tractate  solo  con  agentes 
chimotherapeutic,  un  bon  responsa  occurreva  in 
46  (i.e.  14  pro  cento)  e un  certe  responsa  in  114 
(i.e.  35  pro  cento).  Le  chimotherapia  esseva 
le  plus  efficace  in  patientes  con  disseminate 
tumores  trophoblastic.  Un  certe  grado  de 
toxicitate  es  inevitabile,  proque  le  majoritate 
del  pharmacos  cancerochimotherapeutic  es 
characterisate  per  un  relativemente  restringite 
margine  de  salvitate.  In  355  patientes  tractate 
chimotherapeuticamente,  le  mortalitate  as- 
sociate con  le  medication  esseva  1 pro  cento,  e 
in  4 pro  cento  additional  le  chimotherapia  esseva 
reguardate  como  factor  contributori  in  le  causa- 
tion del  morte. 


predisposes  to  the  laying  on  of  fat  unless  in 
sufficient  diet,  excessive  activity,  disease,  or 
voluntary  weight  control  supervenes.” 

However,  the  authors  added,  even  among 
endomorphs  there  is  considerable  individual 
difference  in  the  tendency  to  accumulate  fat, 
and  not  all  endomorphs  become  obese.  "While 
these  results  in  no  way  detract  from  the  con- 
cept that  caloric  intake  in  excess  of  caloric  ex- 
penditure is  the  immediate  cause  of  obesity,  a 
recognition  of  the  constitutional  individuality 
of  the  person  may  well  give  a greater  under- 
standing of  the  common  observation  that,  under 
similar  environmental  circumstances,  some  of 
us  become  obese  and  others  do  not,”  the  re- 
searchers commented. 
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for  bladder  instillation 
in  urethrotrigonitis  and  postoperatively 


FURACIN SOLUTION 

NITROFURAZONE 


■ dependable  antibacterial  action  against  a wide  range  of  gram-positive  and  gram- 
negative pathogens  ■ prompt  and  profound  relief  of  symptoms,  such  as  dysuria,  fre- 
quency and  urgency,  in  the  great  majority  of  cases  ■ no  mucosal  irritation  observed 
following  instillations  in  recommended  dilutions 


For  urethral  irrigation  or  bladder  instillation  it  is  recommended  that  Furacin  (nitro- 
furazone)  Solution  be  diluted  1 in  10  or  1 in  6,  using  aseptic  technic.  Sterile  distilled 
water  is  preferred  to  saline.  Use  within  1 week  to  avoid  precipitation  and  mycotic 
contamination.  In  urethrotrigonitis,  instill  50  to  60  cc.  (2  fl.  oz.)  of  diluted  Solution 
into  bladder  after  urination.  Retain  for  at  least  30  minutes.  Repeat  2 or  3 times  weekly. 

The  incidence  of  irritation  or  sensitization  to  Furacin  (nitrofurazone)  Solution  in 
urologic  and  surgical  practice  is  probably  less  than  2%.  Discontinue  if  signs  or  symp- 
toms of  irritation  develop. 

supplied:  Bottles  of  60  cc.  and  473  cc.,  containing  Furacin  (nitrofurazone)  0.2%. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.  Y. 
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I 


and  it’s  not  a once-over-lightly  one, 
either.  All  rubber  stoppers  used  in  Lilly 
ampoules  are  scrupulously  cleaned  with 
a detergent  and  hot  deionized  water  in 
a special  washing  machine  like  the  one 
pictured  above.  This  removes  any  for- 
eign matter  adhering  to  them.  Then 
the  stoppers  are  autoclaved  at  120°  to 


121  °C.  for  one  hour.  They  are  now 
clean,  sterile,  and  ready  for  use.  In  case 
the  stoppers  are  not  used  within 
seventy -two  hours,  they  are  returned 
for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safe- 
guards used  to  insure  the  quality  of  the 
finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


A body  blow 

There  is  a cloud  on  the  horizon,  no  bigger 
than  the  shadow  of  a revenuer’s  hand,  which 
portends  great  hardship  for  the  scientific 
publications  of  the  country. 

The  Internal  Revenue  Service,  beguiled 
by  arguments  of  unfairness  to  business 
publications,  is  considering  taxing  the  ad- 
vertising revenues  of  all  publications.  Here- 
tofore the  publications  of  nonprofit  organiza- 
tions have  been  exempt. 

It  is  to  be  hoped  that  the  IRS  will  make 
haste  slowly  and  give  weighty  consideration 
to  the  service  function  performed  by  scien- 
tific publications  as  the  voice  of  the  nation’s 
scientific  societies. 

In  the  case  of  the  journals  that  serve  the 
medical  profession,  taxation  of  this  sort 
would  be  disastrous.  At  a time  when  costs 
of  paper,  printing,  and  distribution  are  at  an 
all-time  high,  advertising  revenue  is  of  in- 
creasing importance. 

The  dissemination  of  scientific  information 


Attempt  to  suborn  psychiatry 

The  turmoil  of  a hard  fought  political 
campaign  bestrews  the  field  of  battle  with 
strange  debris.  One  of  the  weirdest  exam- 
ples that  has  come  to  hand  is  an  attempt  to 
poll  psychiatrists  as  a group  with  a number 
of  set  questions  regarding  the  mental  health 
of  a particular  candidate. 

The  answers  must  in  fact  be  based  on 
hearsay  evidence  and  in  sum  would  be  only 
worth  that  much — a negative  quantity. 

The  questions  are  insulting  to  the  intelli- 
gence of  physicians  trained  to  work  from 
direct  examination.  They  are  leading  ques- 
tions, phrased  to  arouse  predjudicial  judg- 
ments. Following  are  some  samples: 


is  a necessity  for  medical  progress;  its 
publication  is  a requirement  for  storage; 
its  retrieval  is  essential  for  scientific  develop- 
ment. These  services  are  dependent  on  the 
commerce  of  advertising  for  survival. 

It  is  claimed  that  this  source  of  revenue 
makes  inordinate  profit  for  the  nonprofit 
organizations.  The  facts  will  not  bear  this 
out.  Many  of  our  scientific  journals,  those 
most  useful  to  researchers  and  practitioners 
alike,  do  not  break  even.  If  the  IRS  goes 
ahead  with  this  needless  phlebotomy,  many 
worth-while  journals  will  die,  and  many 
worth-while  scientific  observations  and  ex- 
periments will  lie  hidden. 

Medical  journals  are  a prime  means  of 
postgraduate  education — starve  them  and 
you  starve  professional  competence — nourish 
them  and  you  prosper  the  health  of  the 
people. 

We  trust  the  IRS  will  not  burn  down  the 
house  to  get  roast  pork. 


Do  you  think  the  candidate  is  psycho- 
logically fit  to  serve? 

Do  you  think  he  is  stable  enough  to  fill 
this  office? 

We  would  appreciate  any  remarks  you 
might  care  to  make  concerning  the  candi- 
date’s general  mental  stability  insofar  as 
you  are  able  to  draw  inferences  concerning 
it  from  his  public  utterances,  his  political 
viewpoints,  and  whatever  knowledge  you 
may  have  of  his  personality  and  back- 
ground. 

Does  he  seem  to  be  prone  to  aggressive 
behavior  and  destructiveness? 
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Does  he  seem  callous  to  the  downtrod- 
den and  the  needy? 

— and  so  on  to  even  more  outrageous 
questions. 

This  type  of  poll-taking  is  morally  inde- 
fensible to  physicians  trained  to  avoid  snap 
judgments.  They  see  through  this  ama- 
teurish attempt  to  manipulate  their  profes- 
sional standing.  Thoughtful  physicians  will 
have  none  of  it. 


Total  hazard 

Figures  recently  made  available  through 
the  Cancer  Registry  of  the  New  York  State 
Department  of  Health  point  up  the  hazards 
of  therapeutic  technics. 

Study  of  the  Registry  shows  that  the  in- 
cidence of  thyroid  cancer  in  Upstate  New 
York  more  than  doubled  between  1941  and 
1962.  Only  lung  cancer  among  males  has 
increased  at  a higher  rate  over  this  period. 
A review  of  2,767  cases  of  thyroid  cancer 
revealed  a uniform  increase  throughout  the 
State  and  among  both  sexes.  The  increase, 
however,  was  noted  only  in  people  under  age 
fifty-five.  Those  over  fifty-five  in  1962 
were  unaffected  because,  it  is  theorized,  they 
were  born  before  1907  when  it  became  the 
vogue  to  shrink  the  thymus  of  infants  by  x- 
ray  treatment.  Such  radiation  near  the 
thyroid  gland  has  been  implicated  by  re- 
searchers generally  as  a cause  of  thyroid 
cancer. 


If  the  electorate  should  desire  a psychiatric 
evaluation  of  their  candidates  for  office  this 
should  be  enacted  into  law  and  a commission 
of  experts  appointed  to  make  it. 

Polls  have  a legitimate  place  as  straws  in 
the  wind,  but  they  vary  with  the  wind  and 
with  the  soundness  of  their  questioning. 
This  poll  of  psychiatrists  concerning  the 
mental  health  of  a candidate  is  not  only  un- 
sound, it  is  downright  mischievous. 


Since  this  form  of  therapy  has  been  obso- 
lete for  the  past  twenty  years  or  more  the 
incidence  of  thyroid  cancer  should  soon  de- 
crease. Incidentally,  the  marked  rise  in 
thyroid  cancer  cannot  be  attributed  to 
radioactive  iodine  fallout  since  the  rate  be- 
gan to  increase  years  before  fallout  occurred. 

This  suspicion  of  the  late  effects  of  earlier 
therapy  should  give  us  pause  for  thought. 
What  are  we  doing  in  1964  which  may  have 
long-range  implications?  We  well  know  the 
calculated  risks  taken  in  therapy  to  assure  a 
quick  result  and  that  many  are  necessary  in 
order  to  save  life.  However,  sensitization, 
overloading,  and  overlapping  should  be 
seriously  weighed  and  measured  in  long- 
range  terms. 

In  many  cases  we  need  to  ask  ourselves 
the  World  War  II  question,  “Is  this 
trip  necessary?” 


Mark  your  calendar  now  . . . 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
159th  Annual  Convention 
February  15  through  18,  1965 
The  Americana,  New  York  City 
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Announcement  1964  District  Branch  Meeting  Schedule 


Branch 


First 


Second 


Third 

and 

Fourth 


Fifth 

and 

Sixth 


Seventh 

and 

Eighth 


Ninth 


Date 


Place 


February  9 


The  Americana,  New  York  City 


Thursday  and  Montauk  Manor,  Montauk  Point, 

Friday,  Septem-  New  York 

her  10  and  11 


Saturday, 
October  17 


Edison  Club,  Schenectady, 
New  York 


Friday,  Saturday,  Gideon  Putnam  Hotel, 
and  Sunday,  Saratoga  Springs, 

September  11,  New  York 

12,  and  13 


Thursday,  Friday,  Concord  Hotel,  Kiamesha  Lake, 

Saturday,  and  New  York 

Sunday,  October 
1,  2,  3,  and  4 


February  10  The  Americana,  New  York  City 
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“the  pill”.,  a decade  of  progress 

for  a revolutionary  concept  in  ?nedical  science 

Since  1954,  Enovid®  has  been  prescribed  for  more  than  7,000,000  women 
in  the  United  States  alone.  This  massive  clinical  experience  is  reflected  in 
a continuing  program  of  refinement  and  redevelopment,  now  culminat- 
ing in  the  new,  low-cost,  low-dosage  Enovid-E. 


ENOVID  10  mg.  ENOVID  5 mg.  ENOVID-E 

norethynodrel  9.85  mg.,  norethynodrel  5 mg.,  norethynodrel  2.5  mg., 

mestranol  0.15  mg.  mestranol  0.075  mg.  mestranol  0.1  mg. 


m new 

ENOVID-E 

the  “E  is  for  “Experience” 


Research  in  the  Service  of  Medicine  , G.  D.  Searle  & Co.,  R O.  Box  5110,  Chicago,  Illinois  60680  | searle  | 
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What  was  in  it  for  them? 


All  too  often  teen-age  diets  fail  to  meet 
the  Recommended  Dietary  Allowances  for 
calcium,  riboflavin,  vitamin  A and  vitamin 
C.  Milk  and  milk  products  make  an  excel- 
lent base  on  which  to  build  nutritionally 
complete  teen-age  diets. 

More  than  40  different  chemical  ele- 
ments and  compounds  have  been  isolated 
and  identified  as  nutritional  essentials  for 
man.  No  one  food  alone  can  possibly  sup- 
ply all  these  nutrients  in  the  form  and 
quantity  required  by  the  teen-ager.  The 
extremely  heavy  nutritional  commitments 
of  this  age  group  are  best  fulfilled  when  the 
daily  diet  is  selected  judiciously  from  the 
milk,  meat,  fruit-vegetable  and  bread- 
cereal  food  groups  in  the  proper  balance 
consistent  with  individual  needs. 

Specifically,  the  milk  group  serves  as  a 
primary  source  of  calcium,  phosphorus, 


riboflavin,  high  quality  protein,  and  vita- 
mins A and  D in  the  teen-age  diet.  The 
group  also  contributes  generous  quantities 
of  thiamine,  lactose,  easily  digestible  fat, 
sodium,  sulphur,  magnesium  and  trace  to 
moderate  amounts  of  many  other  nutrients. 

This  wealth  of  nutrients  makes  milk  an 
excellent  base  on  which  to  build  nutri- 
tionally complete  and  appetizing  teen-age 
diets.  Available  in  many  different  palata- 
ble forms,  milk  and  other  dairy  products 
provide  flexibility  in  planning  the  balanced 
meals  needed  to  satisfy  the  exacting  nutri- 
tional requirements  of  adolescence. 

The  teen-ager  would  be  hard  put  indeed 
to  meet  the  recommended  allowances  for 
calcium  and  to  a lesser  extent  for  ribofla- 
vin and  protein  without  including  at  least 
one  quart  of  milk— or  its  equivalent  in 
other  dairy  products— in  the  well-balanced 
daily  diet. 

Since  1915  . promoting  better  health  through  nutrition  research  and  education 

NATIONAL  DAIRY  COUNCIL 

Greater  New  York  Program  • a non-profit  organization 
202  E.  44TH  STREET  • NEW  YORK.  NEW  YORK  10017 


Reprints  of  this  series  on  “Teen-Age  Nutrition”  available  on  request. 
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Scientific  Articles 


Chromosomal  Patterns 
in  Cancer  Patients 
During  Treatment 

ANTHONY  P.  AMAROSE,  PH.D.,  F.R.M.S. 

Albany,  New  York 

From  the  Department  of  Obstetrics  and  Gynecology, 
The  Albany  Medical  College  of  Union  University 


F or  the  past  half  century  radiotherapy 
has  been  used  in  the  treatment  of  cancer,  but 
for  the  past  twenty  years  this  beneficial 
form  of  therapy  has  been  overshadowed  by 
the  understandable  concern  about  the  ge- 
netic hazards  of  all  radioactivity,  with  par- 
ticular stress  on  the  reproductive  system. 
This  report  confines  its  data  to  somatic 
changes  induced  by  therapeutic  external 
stimuli. 

That  a relationship  exists  between  the 
disease,  method  of  treatment,  and  chromo- 
some constitution  appears  justified.  Aber- 
rant chromosomal  complements  in  cultured 
leukocytes  obtained  from  cancer  patients 
after  irradiation  and/or  chemotherapy  are 
demonstrable  and  have  been  reported  by 
numerous  investigators. 1 ~9 

The  patients  chosen  for  chromosomal 
study  and  reported  in  this  paper  had,  for  the 
most  part,  carcinoma  of  the  lung.  The 
therapy  consisted  of  treatment  with  2 MEV 
(million  electron  volt)  x-rays,  Co60  (cobalt60) 

* This  work  was  supported  by  U.S.  Public  Health  Service 
grant  (CA  06930-01),  U.S.  Atomic  Energy  Commission  con- 
tract AT(30-1)-901  with  the  New  England  Deaconess  Hos- 
pital; American  Cancer  Society  grant  (IT-286),  and  The 
Tobacco  Industry  Research  Committee  grant  (397)  with  The 
Albany  Medical  College. 


a study  was  made  of  chromosomes  in  pa- 
tients with  cancer,  principally  carcinoma  of 
the  lung,  who  were  undergoing  radiotherapy. 
Chromosomal  damage  may  be  quantitative, 
with  variations  from  the  normal  number  of 
46,  or  qualitative,  thereby  showing  structural 
aberrations.  The  damage  appears  to  be 
largely  random  in  the  chromosomes  affected 
in  the  different  cancers,  and  the  specific 
aberrations  differ  from  cell  to  cell.  However, 
there  seems  to  be  some  correlation  between  the 
appearance  of  persistent  aberrant  chromo- 
somes and  their  frequency. 


teletherapy,  and  sometimes  a combination 
of  one  of  these  with  various  antitumor 
agents.  The  data  were  acquired  on  studying 
the  chromosomes  of  cultured  leukocytes  ob- 
tained from  the  patients’  peripheral  blood. 

Procedures 

Peripheral  blood  samples  were  obtained 
from  patients  therapeutically  exposed  to 
deep  x-rays  and  Co60  gamma  rays,  much  of 
whose  functioning  bone  marrow  lay  in  the 
path  of  the  rays.  Some  of  the  patients 
received  chemotherapeutic  agents  before  and 
during  their  radiotherapy. 

Whenever  possible,  the  peripheral  blood 
samples  were  obtained  prior  to  radiotherapy, 
at  intervals  after  the  onset  of  therapy,  and  at 
the  completion  of  therapy.  The  samples 
were  cultured  with  a slight  modification  of 
the  original  technic  of  Moorhead  et  al.10 
The  data  from  microscopic  analyses  of 
chromosomes  (hereafter  called  histograms) 
were  prepared  from  orcein-stained  slides. 
It  is  a standard  procedure  in  this  laboratory 
to  count  the  chromosomes  of  at  least  50 
intact  cells.  Identification  of  the  individual 
chromosomes  follows  the  criteria  of  the  In- 
ternational or  Denver  system  of  I96011  with 
modifications  by  Patau,12  and  the  London 
Conference  of  1963. 13 

Some  patients  were  treated  at  the  New 
England  Deaconess  Hospital  in  Boston  and 
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NUMBER  OF  CHROMOSOMES 


43  44  45  46  47  48  49 


2 2 16  58  14  8 


FIGURE  1.  Case  1.  Histograms  of  chromosome 
distributions  in  white  blood  cells  from  seventy-four- 
year-old  female  patient  with  metastatic  carcinoma 
of  the  breast.  First  graph  shows  the  distribution 
two  years  after  a cumulative  therapeutic  dose  of 
2,275  r had  been  given.  Second  graph  shows  distri- 
bution after  additional  3,510  r had  been  adminis- 
tered during  several  x-ray  treatments.  Time  lapse 
between  the  graphs  was  thirty-nine  days. 

others  at  the  Albany  Medical  Center  Hospi- 
tal. The  patients  treated  in  Boston  under- 
went 2 MEV  of  x-ray  therapy  involving  one- 
fourth  or  more  of  the  functioning  bone  mar- 
row. Patients  at  the  Albany  Medical  Center 
Hospital  are  treated  with  Co60  teletherapy 
using  anterior  and  posterior  opposing  fields. 
Patients  treated  with  the  2 MEV  x-ray  ap- 
paratus received  rotational  therapy.  This 
was  not  the  case  in  the  Co60-treated  patients. 
In  cases  of  bronchogenic  carcinoma  the  op- 
posing fields  vary  from  4 to  9 by  8 to  12  cm. 
in  size.  The  treatment  fields  will  ordinarily 
include  the  sternum  and  from  five  to  seven 
thoracic  vertebrae  as  well  as  a portion  of  the 
posterior  ribs.  The  total  calculated  mid- 
plane dose  to  the  tumor  and  bone  marrow 
amounts  to  approximately  several  thousand 


rads.  In  addition  to  that  taken  from  treated 
patients,  peripheral  blood  samples  were  ob- 
tained from  healthy  volunteers. 

Results 

Case  1.  This  patient  was  a seventy-four- 
year-old  female  with  carcinoma  of  the  left 
breast,  pulmonary  metastases  to  the  sternum, 
and  erosion  of  the  bronchi.  Figure  1 shows  that 
although  two  years  had  elapsed  since  this  patient 
received  2,275  r of  deep  x-ray  therapy,  only  58 
per  cent  of  the  cells  counted  contained  the 
human  diploid  number  of  46  chromosomes, 
while  the  remaining  42  per  cent  of  the  cells 
showed  a wide  variation  from  the  modal  num- 
ber. After  an  additional  cumulative  x-ray  dose 
of  3,510  r consisting  of  a single  anterior  port 
directed  to  the  base  of  the  neck  and  sternum 
with  the  port  at  8 by  20  cm.,  we  find  the  same 
number  of  cells  with  chromosome  complements 
varying  from  the  norm.  This  patient  received 
no  chemotherapy  at  the  time  these  cultures 
were  prepared. 

Case  2.  The  diagnosis  of  bronchogenic  car- 
cinoma in  a fifty-year-old  white  male  was  made 
at  the  Albany  Medical  Center  Hospital  in  1963. 
Bronchoscopy  revealed  bronchogenic  carcinoma 
obstructing  the  right  main  bronchus  and  extend- 
ing across  the  carina  into  the  left  bronchus.  It 
was  decided  that  this  patient  was  not  operable. 
He  was  treated  with  Co60  teletherapy.  The 
path  of  irradiation  was  of  anterior  and  posterior 
opposing  fields.  From  August  8 through  15  the 
port  was  8 by  12  cm.  with  a total  tumor  dose  of 
1,600  r.  From  August  16  through  September  6 
the  port  was  changed  to  7 by  12  cm.  The  final 
total  dose  to  the  mid-plane  of  the  tumor  was 
5,500  r.  During  this  radiotherapy  he  received  a 
cumulative  intravenous  dose  of  23.2  mg.  of 
nitrogen  mustard  (Mustargen  hydrochloride). 
The  patient  gradually  became  more  obtunded 
and  was  readmitted  eleven  weeks  later  in  poor 
clinical  condition.  He  expired  six  days  after 
admission. 

The  histograms  of  Figure  2 show  the  results 
of  the  combined  therapy.  The  first  histogram 
describes  the  results  twenty-four  hours  after  the 
patient  had  received  100  r plus  23.2  mg.  of 
nitrogen  mustard  intravenously.  The  number 
of  cells  with  46  chromosomes  was  depressed  to 
56  per  cent.  Although  during  the  next  nine  days 
the  patient  received  further  radiotherapy  but  no 
chemotherapy,  the  second  histogram  does  not 
show  a significant  decrease  of  the  modal  number 
of  46  chromosomes  (50  per  cent) . The  last  cul- 
ture was  done  fourteen  days  after  the  nitrogen 
mustard  therapy  and  after  further  radiation 
treatments  totaling  1,800  r.  As  seen  in  the 
first  histogram,  no  further  changes  in  the  distri- 
bution of  chromosomes  was  discernible.  In 
other  words,  a “plateau,”  which  may  have  been 
established  earlier,  was  reached,  possibly  indicat- 
ing that  further  irradiation  and  chemotherapy 
did  not  significantly  affect  the  chromosomal 
counts.  Controls  are  shown  in  Figure  3. 
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FIGURE  2.  Case  2.  Three  histograms  illustrating 
effects  of  combining  chemotherapy  with  radiation 
therapy  in  a fifty-year-old-male  patient  with  broncho- 
genic carcinoma.  Top  graph  shows  depression  of 
cells  with  46  chromosomes  twenty-four  hours  after 
administration  of  100  r to  mid-plane  of  tumors  plus 
two  intravenous  administrations  of  nitrogen  mus- 
tard totaling  23.2  mg.  Note  that  in  middle  graph 
after  additional  800  r but  nine  days  after  the  nitro- 
gen mustard  was  given,  there  is  slight  increase  in 
number  of  cells  containing  45  and  47  chromosomes, 
but  a “plateau”  seems  to  have  been  reached  as  far 
as  variation  from  the  modal  number  of  46  chromo- 
somes. This  “plateau”  appears  stable  as  shown  in 


Case  3.  A forty-eight-year-old  white  male 
was  admitted  to  the  New  England  Deaconess 
Hospital  in  May,  1962.  The  roentgenology  re- 
port stated  that  the  patient  had  pleurisy  with 
scarring,  abnormal  lungs  with  a neoplasm,  and  a 
partial  collapse  of  the  upper  lobe  of  the  right 
lung.  The  impression  was  one  of  irregular  infil- 
tration and  partial  collapse  of  the  right  upper 
lobe  consistent  with  a neoplasm  at  the  right 
hilum.  X-ray  therapy  of  2 MEV  was  begun 
on  May  14,  1962,  with  the  beam  emitted  from  a 
port  size  of  11  by  20  cm.  and  directed  anteriorly 
and  posteriorly  into  the  right  side  of  the  thorax. 
Fifty-eight  per  cent  of  the  air  dose  reached  the 
mid-plane  of  the  tumor.  FUDR  (5  fluorodeoxy- 
uridine)  chemotherapy  began  May  18,  1962, 
with  a dose  of  1.5  mg.  per  kilogram  of  body 
weight  per  day.  This  was  discontinued  after 
the  sixth  treatment  (total  dose  of  670  mg.)  be- 
cause of  a marked  erythema  of  the  skin,  toxicity 
of  the  gastrointestinal  tract,  and  irritation  of 
the  oral  cavity.  Blood  was  withdrawn  before 
radiation  and  chemotherapy  were  begun  and 
after  the  patient  received  3,410  r of  x-irradiation 
(nine  days  after  termination  of  the  chemo- 
therapy) . 

The  combined  effects  of  radiation  and  chemo- 
therapy (Figs.  2 and  4)  caused  chromosome 
damage  in  more  of  the  white  blood  cells  than 
irradiation  alone,  as  previously  reported.8  This 
should  be  expected,  since  chemotherapy  attacks 
tissues  throughout  the  body,  whereas  in  radio- 
therapy the  field  is  localized.  In  Figure  4,  the 
first  histogram,  previous  to  administration  of 
therapy,  depicts  results  quite  different  from 
those  in  the  second  histogram,  when  the  same 
patient’s  blood  was  cultured  twenty-four  hours 
after  the  sixteenth  x-ray  treatment  and  ten 
days  after  a cumulative  dose  of  670  mg.  of 
FUDR  was  administered.  Interestingly 
enough,  this  patient  had  elicited  abnormal 
chromosome  counts  as  low  as  66  per  cent  before 
treatment  was  begun.  Following  treatment,  the 
cells  with  normal  chromosomal  numbers  de- 
creased to  50  per  cent.  Since  the  patient  had 
leukopenia,  it  appears  that  some  of  the  cells  with 
abnormal  counts  ranging  to  50  per  cent  may 
have  been  produced  outside  the  irradiated  area. 
When  further  attempts  to  establish  short-term 
cultures  of  this  patient’s  white  blood  cells  were 
made,  the  cells  failed  to  grow  in  vitro. 

Case  4.  A fifty-nine-year-old  white  male 
was  admitted  to  the  Albany  Medical  Center 
Hospital  in  July,  1963.  The  chest  film  showed  a 
large  lobulated  mass  in  the  right  hilar  region 
which  was  diagnosed  as  a neoplasm.  Bronchos- 
copy revealed  the  trachea  to  be  fixed  and  posi- 
tioned to  the  left  by  a mass.  Biopsy  failed  to 
make  a definite  diagnosis.  However,  the  cyto- 
logic examination  of  the  sputum  showed  signs  of 
cancer.  The  chest  x-ray  film  was  repeated,  and 
a diagnosis  of  a primary  bronchogenic  carcinoma 
with  metastatic  involvement  to  the  mediastinum 
was  made.  The  patient  was  treated  with  leuro- 

bottom  graph  twenty-four  hours  after  a cumulative 
radiation  tumor  dose  of  1,800  r and  sixteen  days 
after  the  cessation  of  chemotherapy. 


October  1,  1964  / New  York  State  Journal  of  Medicine  2409 


NUMBER  OF  CHROMOSOM 
43 44  45  46  47 


2 88  8 

PERCENT  OF  CELLS 


ES 

48 


X 


FIGURE  3.  Histograms  A and  B represent  two  donors  serving  as  controls  for  Cases  2 and  4.  Control  B has 
lower  modal  chromosome  number  than  expected,  and  this  may  be  result  of  persistent  hyperlipemia. 
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FIGURE  4.  Case  3.  Histograms  of  chromosome 
complements  from  forty-eight-year-old  male  pa- 
tient with  carcinoma  of  right  lung.  Top  graph 
shows  chromosome  counts  before  start  of  therapy. 
Bottom  graph  shows  distribution  nine  days  after 
six  treatments  with  FUDR  and  twenty-two  days 
after  16  x-ray  treatments  totaling  3,410  r. 


cristine  (Vincristine)  which  resulted  in  a con- 
sistent leukopenia  throughout  the  treatment. 
He  did  not  respond  to  the  treatment  and  expired 
five  weeks  later. 

The  histograms  of  this  patient  illustrate  the 
conspicuous  effects  of  chemotherapeutic  agents 
(Fig.  5).  Controls  are  shown  in  Figures  3B 
and  6.  The  modal  number  of  chromosomes  be- 
fore the  administration  of  leurocristine  was  al- 
ready depressed  20  per  cent.  After  treatment 
with  leurocristine  a further  depression  of  the 
modal  number  to  22  per  cent  was  noted,  and  the 
number  of  cells  containing  47  chromosomes  in- 
creased sharply  to  60  per  cent.  The  clinical 
condition  of  the  patient  during  therapy  pre- 
cluded further  studies.  Qualitatively  abnormal 
chromosomes  appeared  in  many  cells  from  this 
patient.  Figure  7 shows  some  of  the  chromo- 
somal aberrations. 

Case  5.  Case  5 was  a sixty-two-year-old 
male  with  carcinoma  of  the  cecum.  He  received 
neither  chemotherapy  nor  irradiation,  but  his 
clinical  condition  showed  a rapid  and  marked  de- 
crease of  the  myeloid  elements  in  the  bone 
marrow  and  an  increase  of  the  immature  ele- 
ments of  the  erythroid  series.  A bone  marrow 
culture  from  this  patient  showed  a great  varia- 
tion in  chromosome  number  (Figure  8). 

Comment 

It  is  generally  believed  that  the  cells  in- 
duced to  replicate  their  chromosomes  in 
white  blood  cell  cultures  are  transformed 
lymphocytes.  In  a cell  culture  the  number 
of  cells  synthesizing  DNA  (desoxyribose 
nucleic  acid)  increases  after  twenty-four 
hours  in  vitro,  reaching  a peak  of  40  to  45 
per  cent  by  seventy-two  hours.  However, 
the  rate  and  incidence  of  mitosis  in  blood 
cell  cultures  after  seventy-two  hours  is  ±1 
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FIGURE  5.  Case  4.  Two  histograms  showing 
chromosome  distributions  from  fifty-nine-year-old 
male  patient  with  bronchogenic  carcinoma  and 
treated  with  chemotherapy  only  at  this  stage.  Top 
graph  shows  high  count  of  cells  with  46  chromo- 
somes before  beginning  therapy.  Bottom  graph 
shows  sharp  increase  of  cells  with  47  chromo- 
somes seventy-two  hours  after  intravenous  ad- 
ministration of  0.6  mg.  leurocristine. 


FIGURE  6.  Control  for  Case  4. 


FIGURE  7.  Case  4.  Examples  of  typical  chromo- 
somal aberrations  seen  in  cells  during  cancer  th3r- 
apy.  From  left  to  right:  two  dicentric  chromosomes 
(constricted  regions  are  the  areas  for  spindle 
attachment),  a chromosome  with  an  achromatic 
gap  in  one  chromatid  (arrow),  an  unidentifiable 
chromosome,  a chromosome  with  an  achromatic 
gap  (arrow),  and  paired  fragments  from  three 
chromosomes. 
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FIGURE  8.  Case  5.  Histogram  showing  chromo- 
some distribution  from  sixty-two-year-old  male  pa- 
tient with  metastatic  carcinoma  of  cecum  who  re- 
ceived neither  radiation  nor  chemotherapy.  Data 
resulted  from  sternal  bone  marrow  culture.  In 
this  case  many  of  the  counts  undoubtedly  are  from 
immature  erythroid  elements. 

per  cent  per  hour,  which  leads  to  the  con- 
clusion that  the  cells  induced  to  replicate 
their  chromosomes  are  the  transformed 
small  lymphocytes  and  not  the  cells  syn- 
thesizing DNA.14  It  is  of  particular  interest 
that  some  of  our  patients  with  advanced 
carcinoma  had  a high  proportion  of  ab- 
normal chromosome  counts  before  any  treat- 
ment was  begun.  The  agents  which  are 
capable  of  inducing  aberrations  in  replicating 
chromosomes  in  vitro  under  such  circum- 
stances are  unknown.  It  would  be  of 
tremendous  interest  to  elucidate  the  action 
of  the  agents,  since  one  can  presume  that 
the  phenomenon  of  chromosome  aberrations 
before  the  treatment  of  advanced  carcinoma 
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is  possibly  related  to  the  problem  of  host 
tolerance. 

There  is  considerable  knowledge  about  the 
genetic  effects  together  with  random  data  on 
dose  levels,  of  total,  whole-body  irradiation, 
particularly  with  massive  doses;  but  quan- 
titative information  is  insufficient  about  the 
effect  of  repeated  small  doses  to  fractions  of 
the  body.  The  patients  reported  in  this 
study  cannot  be  considered  normal  and  some 
had  chromosomal  aberrations  before  treat- 
ment was  begun.  Nevertheless,  the  results 
of  chromosomal  analyses  after  radiation  or 
chemotherapy  are  significant,  since  chromo- 
somal counts  were  taken  and  compared  from 
successive  samples  before,  during,  and  after 
therapy.  The  results  also  revealed  that  fol- 
lowing repeated  doses  of  irradiation  no 
further  changes  in  the  distribution  of 
chromosomes  were  found  in  some  patients. 
The  explanation  of  factors  which  are  respon- 
sible for  the  lack  of  a further  response  of  the 
lymphocytes  to  radiation  therapy  is  of  ex- 
treme importance. 

Theoretically,  most  of  the  cells  in  the  field 
of  irradiation  would  be  expected  to  remain 
normal  because  of  the  inactivation  of  a rela- 
tively small  volume  of  bone  marrow.  Such 
a dose-volume  relationship  would  possibly 
preclude  mitosis,  a process  which  is  neces- 
sary for  the  appearance  and  production  of 
chromosomal  aberrations.  On  the  other 
hand,  radiotherapy  actually  might  induce 
chromosome  replication  but  not  a complete 
mitotic,  cycle  which  would  result  in  abnormal 
chromosomal  counts.  Thus,  it  is  possible 
that  the  crucial  factor  in  the  irradiation  and 
chemotherapeutic  treatment  of  cancer  is 
not  the  cessation  of  the  mitotic  process  alone, 
but  chromosome  replication  without  a com- 
plete mitotic  cycle  after  irradiation.  To 
proceed  a step  further,  what  is  important  is 
not  the  number  of  cells  killed,  but  either  the 
inhibition  or  induction  of  cells  to  replicate 
the  chromosome  complement. 

The  persistence  of  a consistent  number  of 
aberrant  cells  long  after  cessation  of  therapy 
is  both  interesting  and  perplexing.  The 
stability  of  such  stem  cells  could  be  a result 
of  some  systemic  chemical  process  induced 
by  the  irradiation  (indirect  effect)  and  not  a 
direct  effect  of  the  radiotherapy  on  particular 
cells.  Data  reported  by  us  previously  sug- 
gest that  some  patients  receiving  a high 
dosage  of  radiation  therapy  show  a replenish- 
ment of  lymphocytes  from  other  sites  in  the 


body  which  are  outside  the  field  of  irradia- 
tion.8 

As  a radiation  dosimeter  for  therapeutic 
irradiation,  chromosomal  change  is  a crude 
guide  in  applying  data  obtained  from  one 
patient  to  others  with  the  same  disease. 
This  is  so  because  the  effects  observed  are 
either  the  direct  result  of  the  treatment 
alone,  of  the  disease  itself,  or  an  effect  of  the 
therapy  on  the  tumor.  The  indirect  effect 
(x-rays  and  gamma  rays  can  affect  key 
molecules  on  the  chromosomes)  is  great  in 
lymphomas  where  the  white  blood  cells  de- 
crease in  number  with  no  replenishment  from 
the  healthy  sites. 

There  are  always  lymphocytes,  wherever 
formed,  in  the  field  of  irradiation,  and  a 
daily  dose  of  300  r in  some  therapeutic  treat- 
ment kills  75  to  80  per  cent  of  these  lympho- 
cytes capable  of  chromosome  replication. 
Some  of  the  transformed  lymphocytes  with 
persisting  induced  chromosome  aberrations 
are  progressively  eliminated  during  and 
after  the  completion  of  therapy. 

Chromosome  numbers  give  valuable  in- 
formation of  genetic  stability  or  variability 
of  a tissue.  Chromosome  numbers  are  highly 
stable  in  normal  tissues  when  cultured  for 
short  periods  in  vitro.  Occasionally,  de- 
viating chromosome  numbers  found  in 
“normal”  individuals  are  of  no  selective 
diagnostic  value,  but  witness  the  contrary 
in  various  syndromes,  for  example,  ovarian 
dysgenesis  and  mongolism,  and  in  patients 
with  some  forms  of  cancer.  In  the  normal 
person,  the  chromosomal  deviation  will 
usually  disappear  and  be  overcome  by  the 
stemline  diploid  number  of  46,  while  some 
forms  of  cancer  will  often  show  persistence  if 
not  consistence  of  the  aberration. 

Figure  9 shows  the  International  form  for 
arranging  chromosomes  from  a cell  of  a 
healthy  volunteer.  In  contrast  to  these 
normal  chromosomes,  after  irradiation 
chromosomal  aberrations  can  be  of  many 
types,  such  as  deletions  with  resulting 
fragments,  and  dicentrics  (Fig.  7)  formed 
when  the  ends  of  two  chromosomes  are 
broken  off,  allowing  the  kinetechore-bearing 
portions  to  join  together  to  form  a single 
chromosome  with  two  kinetechores.  The 
kinetechore,  or  constricted  area  of  the 
chromosome,  is  instrumental  in  the  orienta- 
tion and  distribution  of  the  chromosome  in 
association  with  the  spindle  apparatus  for 
the  completion  of  cell  division.  A trans- 
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FIGURE  9.  Chromosomes  arranged  according  to 
system  described  in  text.  Such  an  arrangement  of 
chromosomes  from  a particular  cell  nucleus  is 
known  as  a karyotype.  This  karyotype  is  from  a 
twenty-three-year-old  female  healthy  volunteer. 

location  (Fig.  7),  or  transfer  of  a chromosome 
fragment  to  another  intact  chromosome, 
may  also  result  from  radiation  therapy. 
This  is  described  in  more  detail  in  the  first 
report  of  this  series  of  investigations.8 

The  histogram  shown  in  Figure  1 may  be 
interpreted  in  one  of  two  ways:  (1)  a certain 
range  of  chromosomal  abnormalities  is 
viable  and  tolerated  by  the  patient  with  no 
relation  between  dose  and  effect  beyond  a 
certain  point;  (2)  the  patient  suffered  a 
relapse  showing  an  abnormal  histogram  two 
years  after  receiving  2,275  r which  did  not 
significantly  differ  from  the  histograms  after 
an  additional  dose  of  3,510  r was  adminis- 
tered. The  histograms  of  Figures  2 and  4 
may  implicate  the  first  or  “plateau”  inter- 
pretation. 

The  histograms  of  Figures  5 and  8 show 
that  chromosomal  aberrations  may  not  be 
attributed  only  to  specific  effects  of  ionizing 
radiation  but  can  be  mimicked  by  other 
agents  and  possibly  by  the  disease  itself. 

Summary 

Radiation  damages  the  chromosomes  of 
human  cells,  and  through  short-term  cultures 
of  white  blood  cells  some  of  this  damage  can 
be  assessed.  Patients  with  cancer  were 
selected  for  this  study  because  of  the  large 
portions  of  the  blood-forming  tissues  ir- 
radiated in  the  course  of  treatment.  Chro- 
mosomal damage  may  be  quantitative  with 
variations  from  the  normal  number  of  46,  or 
qualitative,  thereby  showing  structural  aber- 


rations. Counting  the  chromosomes  in  cells 
from  cultures  grown  prior  to  therapy  and  at 
intervals  during  treatment  enables  us  to 
determine  the  variation. 

Stained  preparations  examined  micro- 
scopically allow  us  to  recognize  these  ab- 
normalities which  are  apparent  before,  dur- 
ing, and  after  radiotherapy.  The  damage 
appears  to  be  largely  random  in  the  chromo- 
somes affected  in  the  different  cancers,  and 
the  specific  aberrations  differ  from  cell  to 
cell.  However,  there  does  seem  to  be  some 
correlation  between  the  appearance  of 
persistent  aberrant  chromosomes  and  their 
frequency.  While  the  peak  incidence  or 
“plateau”  may  remain  unchanged,  the 
frequency  may  change. 
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T his  is  A combined  clinical  and  micro- 
biologic evaluation  of  sodium  oxacillin  in  the 
treatment  of  chronic  osteomyelitis.  Despite 
the  availability  of  many  bactericidal  and 
bacteriostatic  agents,  chemotherapy  for 
chronic  osteomyelitis  has  been  generally 
unsatisfactory.1  Although  the  most  im- 
portant cause  of  failure  has  been  the 
emergence  of  drug-resistant  organisms,  drug 
toxicity  and  expense  of  prolonged  treatment 
have  been  cited  as  contributing  factors  in 
failure  of  treatment.2  In  addition,  local 
problems  peculiar  to  the  physiology  of  bone 
have  led  to  a consideration  of  the  size  of  the 
drug  molecule  as  a factor  in  dispersion  in  the 
interstitial  fluid  of  compact  and  spongy 
bone. 3 

With  these  factors  in  mind,  the  effects  of 
sodium  oxacillin  in  chronic  osteomyelitis 
due  to  Staphylococcus  aureus  were  evaluated 
on  6 patients. 

This  project  was  supported  by  Research  and  Development, 
Letterman  General  Hospital. 


Sodium  oxacillin  was  administered  per- 
orally  in  varying  dosages.  Serum  specimens 
were  obtained  at  precise  intervals  after  the 
administration  of  a dose.  The  serum 
specimens  were  frozen  and  stored  at  — 20  C. 
until  examined. 

In  none  of  the  patients  was  there  any 
evidence  of  gastrointestinal  disturbance  or 
pre-existing  disease.  There  was  no  reason  to 
believe  that  any  gastrointestinal  condition 
existed  that  would  interfere  with  absorption 
of  the  antibiotic. 

Each  serum  concentration  of  the  antibiotic 
was  determined  with  the  bacterium  isolated 
from  the  patient.  Coagulase  and  mannitol 
fermentation  tests  were  performed  on  each 
organism  to  confirm  its  identity. 

In  performing  the  assay  for  sodium 
oxacillin  in  the  patients’  sera,  sodium 
diatrizoate  and  methylglucamine  diatrizoate 
injection  (Resistopen)  was  utilized  for  the 
first  3 patients  and  sodium  oxacillin  (Pro- 
staphlin)  was  used  for  the  last  3. 

Serum  drug  levels  were  determined  by 
making  serial  twofold  dilutions  of  the 
antibiotic  in  brain-heart  infusion  broth 
(BHI-Difco)  in  one  series  of  tubes.  In 
another  series,  twofold  dilutions  of  the  test 
serum  were  made  in  the  broth.  The  sodium 
oxacillin  ranged  in  final  concentration  from 
25  to  0.06  micrograms  per  milliliter, 
whereas  the  serum  specimen  dilutions 
varied  from  1 : 2 to  1 : 128.  The  test  organism 
was  grown  for  eighteen  hours  at  37  C.,  and  a 
10  ~4  concentration  of  the  culture  was  pre- 
pared, adding  0.5  ml.  to  each  tube.  The  final 
volume  in  each  tube  was  1 ml.  The  neces- 
sary controls  were  performed.  The  minimal 
inhibitory  concentration  (MIC)  was  deter- 
mined by  observing  the  lowest  concentration 
of  antibiotic  completely  inhibiting  growth  of 
the  organism.  The  serum  antibiotic  level 
was  determined  by  multiplying  the  minimum 
inhibitory  concentration  by  the  serum  dilu- 
tion with  no  growth. 

Representative  samples  of  each  patient’s 
serums  were  tested  for  minimum  inhibitory 
concentration  levels  using  the  procedure 
previously  described  except  changing  the 
diluent.  The  following  media  were  examined: 
trypticase  soy  broth;  peptone  broth;  thio- 
glycollate  broth;  and  Todd-Hewitt  medium. 

The  cases  treated  with  the  results  obtained 
are  summarized  as  follows. 
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Case  reports 

Case  1.  A thirty-nine- year- old  Caucasian 
woman  sustained  a herniated  disk  in  February, 
1958.  In  September,  1958,  she  had  a lami- 
nectomy at  the  fourth  lumbar  vertebra.  Six 
weeks  later  acute  symptoms  recurred,  and 
laminectomy  at  the  fifth  lumbar  vertebra  was 
done.  Osteomyelitis  of  the  spine  then  followed. 

In  May,  1962,  she  developed  leg  pain  and  was 
admitted  to  Letterman  General  Hospital. 
Cultures  obtained  from  the  draining  lesion  on 
the  back  consisted  of  Staph,  aureus.  At 
operation.  May  25,  1962,  dense  scar  tissue  was 
seen,  with  a deep-seated  abscess  and  apparent 
involvement  of  the  lamina  of  the  fifth  lumbar 
vertebra.  No  intradural  abscess  was  found. 
The  scar  tissue  and  involved  bone  were  removed 
and  granulation  was  allowed  to  occur  over  the 
next  several  months.  The  cultures  continued 
to  contain  Staph,  aureus  until  the  granulation 
of  the  wound  was  complete.  The  patient  was 
given  0.5  Gm.  of  sodium  oxacillin  every  six 
hours  for  eleven  months  in  the  hospital,  start- 
ing the  day  following  surgery.  She  remained 
afebrile  and  there  was  no  recurrence  of  drainage 
or  pain. 

Case  2.  A fifty-seven-year-old  Caucasian 
man  was  retired  from  the  Army  because  of 
severe  degenerative  arthritis  of  both  hips 
of  approximately  fifteen  years  duration.  In 
January,  1960,  an  Austin-Moore  arthroplasty 
of  the  left  hip  was  performed  in  an  attempt 
to  allow  ambulation.  Postoperative  Staph, 
aureus  infection  occurred  and  the  metallic 
prosthesis  was  removed.  Recurrence  of 
drainage  developed  in  March,  1961,  and  again 
in  August,  1961.  In  March,  1962,  the  patient 
was  admitted  to  Letterman  General  Hospital 
because  of  severe  pain  in  the  right  hip.  A 
septic  arthritis  due  to  Staph,  aureus  was  found 
at  surgery.  The  patient  was  given  0.5  Gm. 
of  sodium  oxacillin  every  six  hours  starting 
March  29,  1962.  Drainage  from  the  left  hip 
appeared  on  April  13,  1962.  At  this  time  pain 
developed  in  the  right  shoulder  and  arthro- 
centesis  yielded  fluid  positive  for  Staph,  aureus; 
blood  cultures  were  also  positive  for  this  bac- 
terium. He  was  discharged  October  20,  1962, 
but  failed  to  continue  the  medication.  One 
week  after  going  home  chills  and  fever  de- 
veloped, and  he  was  readmitted  November  2, 
1962.  The  following  day  an  abscess  drained 
spontaneously  from  the  right  hip.  Further 
drainage  was  accomplished  surgically.  Again 
sodium  oxacillin  was  given,  and  by  December 
18,  1962,  granulation  of  the  wound  had  occurred 
and  the  patient  was  discharged.  Although  he 
was  to  continue  the  medication  at  a dosage  of 
0.5  Gm.  three  times  a day,  one  week  later 
therapy  was  discontinued  because  of  generalized 
giant  urticaria  and  swelling  of  the  wrist  and 
finger  joints. 

Case  3.  A thirty-three-year-old  Caucasian 
man  developed  a fistulous  tract  in  the  lumbar 
area  in  December,  1957.  Between  1958  and 
November,  1960,  multiple  incisions  and  drain- 


six patients  with  chronic  osteomyelitis 
due  to  Staphylococcus  aureus  were  treated 
with  peroral  sodium  oxacillin ; clinical 
improvement  was  noted  in  2 patients,  no 
improvement  in  4.  The  drug  was  not 
present  in  adequate  blood  levels  consistently, 
even  with  increased  dosage,  and  the  clinical 
effect  was  of  marginal  significance. 


ages  were  done.  The  organism  was  Staph, 
aureus.  In  November,  1960,  roentgenograms 
for  the  first  time  were  diagnostic  of  osteomyelitis 
involving  the  laminae  and  bodies  of  the  fourth 
and  fifth  lumbar  vertebrae.  Treatment  con- 
sisted of  multiple  antibiotics  from  then  until 
March,  1961.  In  July,  1961,  another  fluctuant 
abscess  of  the  right  flank  developed,  and  the 
patient  was  transferred  to  Letterman  General 
Hospital  in  August,  1961.  There  was  minimal 
drainage  associated  with  radiographic  findings 
of  chronic  osteomyelitis  of  the  lower  lumbar 
spine.  Repeated  cultures  of  the  drainage  pro- 
duced Staph,  aureus.  On  October  9,  1961, 
a left  retroperitoneal  dissection  revealed  some 
necrotic  cartilage  with  no  evidence  of  infection 
at  the  fourth  to  fifth  lumbar  vertebral  inter- 
space. He  was  treated  for  two  months  with  a 
body  cast  and  then  an  ambulatory  back  brace. 
In  January,  1962,  drainage  recurred  at  the  old 
site.  On  April  2,  1962,  a posterior  spinal  fusion 
of  the  fourth  and  fifth  lumbar  vertebrae  was 
done.  Ten  days  postoperatively  sutures  were 
removed,  wound  drainage  occurred,  and  ad- 
ministration of  0.5  Gm.  of  sodium  oxacillin 
every  six  hours  was  begun.  Some  symptomatic 
improvement  was  noted.  He  continued  on 
this  therapy  until  October  30,  1962.  His 
drainage  continued  through  March,  1963. 

Case  4.  A twenty-two-year-old  Oriental 
man  was  originally  hospitalized  in  January, 
1962,  for  hematogenous  osteomyelitis  of  the 
left  ankle  and  knee.  Staph,  aureus  was  cul- 
tured. The  patient  was  treated  with  joint 
irrigation  and  instillation  of  solutions  of  anti- 
biotics by  the  closed  method.  An  abscess  of 
the  anterior  aspect  of  the  tibia  occurred  which 
was  incised  and  drained.  On  x-ray  examination 
development  of  extensive  osteomyelitis  of  the 
tibia  was  noted.  Various  types  of  systemic 
and  peroral  antibiotic  therapy  were  admin- 
istered, and  the  patient  was  discharged  Feb- 
ruary 21,  1962,  with  a cast  on  his  leg.  Films 
in  August,  1962,  showed  sequestra.  On  October 
1,  1962,  the  patient  was  admitted  to  Letterman 
General  Hospital,  at  which  time  a small  sinus 
tract  was  present  on  the  anteromedial  lower 
aspect  of  the  leg  over  the  tibia.  Debridement 
and  sequestrectomy  was  done  on  December  3, 
1962.  Preoperatively  sodium  oxacillin,  0.5 
Gm.  every  six  hours,  was  begun.  On  December 
13,  1962,  the  dosage  was  increased  to  1 Gm. 
every  six  hours.  On  February  11,  1963,  he 
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TABLE  I.  Serum  concentrations  of  sodium  oxacillin* 


Case  Date 

Oxacillin 

per 

Six  Horn's 
(Gm.) 

Time  Specimen 
Obtained  After 
Dose  (Hours) 

MIC 

(meg.  per  ml.) 

Serum  Level 
(meg.  per  ml.) 

[July  27 

0.5 

1 

0.09 

0.72 

1 < Aug . 8 

0.5 

1 

0.07 

0.31 

(Aug.  10 

0.5 

1 

0.78 

0 

(July  27 

0.5 

1 

0.31 

0 

1 Aug.  10 

0.5 

1 

0.31 

1.4 

2 <;Aug.  24 

0.5 

1 

0.31 

0 

| Aug.  31 

0.5 

1 

0.31 

0 

(Sept.  10 

0.5 

1 

0.31 

1.4 

(Aug.  8 

0.5 

1 

0.31 

0 

3 J Aug.  10 

0.5 

1 

0.31 

0 

jAug.  25 

0.5 

1 

0.31 

0 

(Sept.  10 

0.5 

1 

0.31 

0.31 

(Dec.  7 

0.5 

1 

0.07 

0 

Dec.  11 

0.5 

1 

0.07 

0 

4 Dec.  13 

1 

1 

0.07 

0.07 

1 Dec.  19 

1 

1 

0.07 

0.15 

Jan.  4 

1 

1 

0.07 

0.62 

(Jan.  8 

1 

1 

0.07 

0.62 

fDec.  19 

1 

1 

0.15 

0 

Jan.  4 

1 

1 

0.15 

0 

1 Jan. 8 

1 

1 

0.15 

0 

Mar.  4 

1.5 

1 

0.19 

0.76 

i Mar.  5 

1.5 

1 

0.19 

0 

5 Mar.  6 

1.5 

1 

0.19 

0.38 

' Mar.  7 

1.5 

1 

0.19 

1.52 

j Mar.  8 

1.5 

1 

0.19 

0 

Mar.  23 1 

1.5 

3/ 4 

0.19 

0 

Mar.  23  f 

1.5 

iy2 

0.19 

0 

J Mar.  23  f 

1.5 

110  minutes 

0.19 

0 

(Mar.  23 f 

1.5 

135  minutes 

0.19 

0.76 

June  28 

1.5 

1 

0.39 

0 

Jun.  28 

1.5 

2 

0.39 

0 

6 1 July  9 

1.5 

3A 

0.39 

0 

1 July  Ilf 

1.5 

Vt 

0.39 

0 

July  lit 

1.5 

l 

0.39 

0 

July  Ilf 

1.5 

2 

0.39 

0 

* Brain  heart  infusion  medium  employed  as  the  diluent. 

f Patient  did  not  eat  fourteen  hours  before  administration  of  the  drug  or  until  the  last  specimen  was  obtained. 


developed  generalized  giant  urticaria,  which 
responded  to  discontinuance  of  the  drug  and 
antihistamine  therapy.  His  surgical  wound 
healed  primarily  and  no  further  drainage  oc- 
curred. The  patient  was  discharged  March  12, 
1963,  with  a leg  brace. 

Case  5.  A thirty-five-year-old  Negro  man 
was  involved  in  an  automobile  accident  in 
September,  1962,  in  which  he  sustained  a 
fracture  dislocation  of  the  left  hip.  Initial 
closed  reduction  and  subsequent  open  reduction 
and  internal  fixation  were  performed.  Post- 
opera tively,  he  had  a febrile  course  and  drainage 
occurred,  although  the  wound  subsequently 
cleared. 

The  patient  was  transferred  to  Letterman 
General  Hospital  November  12,  1962,  afebrile 
and  with  no  drainage.  Then  he  developed 


pain  in  the  hip  and  on  December  3,  1962,  was 
febrile  and  had  a fluctuant  mass  in  the  hip. 
Incision  and  drainage  were  done  and  the  abscess 
seemed  localized  to  the  soft  tissue.  Cultures 
contained  Staph,  aureus,  and  on  December  11, 
1962,  sodium  oxacillin,  0.5  Gm.  every  six 
hours,  was  started.  On  December  19,  1962, 
the  dosage  was  increased  to  1 Gm.  every  six 
hours  and  then  to  1.5  Gm.  every  six  hours  on 
January  18,  1963.  After  laboratory  demon- 
stration of  ineffective  serum  levels  the  antibiotic 
was  discontinued. 

On  March  1,  1963,  drainage  recurred  and 
sodium  oxacillin  therapy  was  initiated  on 
March  4,  giving  5 Gm.  daily  in  four  divided 
doses.  Antibiotic  therapy  was  discontinued 
on  May  31,  1962.  Since  then,  further  infectious 
process  of  the  femoral  head  has  been  diagnosed 
by  x-ray. 
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Case  6.  A sixty-five-year-old  Caucasian 
man  sustained  multiple  injuries  in  an  automobile 
accident  on  January  2,  1963.  On  March  4, 
1963,  the  patient  was  transferred  to  Letterman 
General  Hospital  where  an  open  reduction  and 
screw  fixation  of  the  left  tibia  with  an  au- 
togenous iliac  crest  and  bone  graft  were  per- 
formed on  March  20,  1963.  Postoperative 
cultures  grew  Staph,  aureus.  He  was  treated 
initially  with  erythromycin  and  later  oxytetra- 
cycline.  On  May  6,  1963,  sodium  oxacillin 
therapy  was  begun,  1.5  Gm.  every  six  hours. 
On  May  28,  1963,  his  leg  was  placed  in  a cast 
and  the  patient  was  discharged.  On  June  11, 
1963,  he  was  readmitted  because  of  recurrent 
drainage.  Incision  and  drainage  were  not 
performed  at  this  time  because  of  the  absence 
of  any  localized  purulent  material  or  seques- 
trums  noted  on  the  radiograph.  Sodium  oxa- 
cillin therapy  was  continued  until  July  17, 
1963,  following  which  drainage  continued. 
Therapy  was  changed  to  another  antibiotic. 

The  serum  concentrations  of  sodium  oxacillin 
of  these  patients  are  shown  in  Table  I.  Brain- 
heart  infusion  was  used  as  the  diluent.  No 
significant  increase  in  serum  levels  was  ob- 
served with  any  of  the  other  diluents  tested. 

Comment 

Data  obtained  from  the  patients’  serums 
indicated  that  either  no  blood  level  or  one  of 
marginal  significance  occurred  in  the  6 
patients.  Even  when  increasing  the  dosage, 
no  significant  changes  resulted  in  the  serum 
levels.  It  is  important  to  note  that  the  serum 
levels  were  obtained  by  utilizing  the 
patient’s  pathogen  rather  than  a stock  strain 
of  Staph,  aureus. 

In  an  attempt  to  determine  any  protein 
binding  of  sodium  oxacillin  by  the  diluent  a 
variety  of  different  media  were  tested. 
No  significant  sera  levels  of  sodium  oxacillin 
were  observed.  However,  this  still  does  not 
eliminate  the  possibility  that  this  phenom- 
enon occurred. 

In  the  patients  with  detectable  serum 
levels  sodium  oxacillin  was  demonstrable 
only  in  the  first  two  hours  after  oral  ad- 
ministration. For  effective  therapy,  how- 
ever, more  prolonged  blood  levels  would 


seem  to  be  required.  The  demonstration  of 
a positive  blood  culture  in  Case  2 while  the 
patient  was  under  treatment  with  sodium 
oxacillin  indicates  an  inadequate  blood  level. 
Certainly,  further  investigation  of  the  ab- 
sorption or  excretion  of  this  drug  is  indicated 
in  view  of  the  fact  that  3 patients  failed  to 
demonstrate  adequate  blood  concentrations 
even  with  increased  dosages. 

It  was  necessary  to  discontinue  sodium 
oxacillin  therapy  in  2 of  the  6 cases  because 
of  allergic  |phenomena  after  administration 
for  two  or  more  months. 

Clinically,  only  1 patient  demonstrated 
excellent  improvement  and  another  was 
somewhat  improved.  Two  patients  showed 
no  beneficial  effect  from  the  sodium  oxacillin 
therapy.  Thus,  the  evidence  seems  to 
indicate  that  sodium  oxacillin  was  not 
present  in  adequate  blood  levels  consistently, 
and  the  clinical  effect  was  of  marginal 
significance. 

Summary 

On  the  basis  of  laboratory  evaluation  of  6 
patients  treated  perorally  with  sodium 
oxacillin,  unsatisfactory  serum  levels  were 
obtained  in  70  per  cent  of  the  tests.  Clinical 
improvement  was  noted  in  2 of  the  patients, 
and  4 demonstrated  no  improvement.  In 
this  study  sodium  oxacillin  appeared  to  be 
of  limited  value  in  the  treatment  of  chronic 
osteomyelitis. 
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Definitions 

Robert  Turell,  M.D.:  Because  the 

subject  we  are  about  to  discuss  is  extremely 
confusing  and  intriguing,  I wish  to  open  it 
with  the  words  of  Hippocrates:  “Life  is 

short.  Art  is  long.  Occasion  is  fleeting, 
experience  fallacious,  and  judgment  dif- 
ficult/’ There  is  very  little  unanimity  of 
opinion  on  the  most  important  aspects. 
We  do  not  expect  agreement  here,  nor  do 
we  expect  disagreement.  The  one  thing 
we  do  like  to  have  is  a comprehensive  debate 
or  discussion. 

In  order  that  we  understand  each  other 
well  and  that  we  understand  particularly 
the  terminology,  I will  define  the  various 
terms  that  we  shall  probably  use  during  our 
discussion. 

The  word  “polyp”  as  you  know  comes 
from  the  Greek  word  “polypodos,”  meaning 
“many  feet.”  The  Romans  used  the  term 
“polypus”  to  indicate  any  projecting  mass  of 
tissue.  Apparently  it  was  Celsus  who  was 
the  first  to  use  this  term  medically  to 
describe  nasal  polyps.  Gradually  the  word 
polyp  came  to  be  applied  to  any  projecting 
soft  tumor  mass  which  was  covered  by 
mucous  membrane.  The  first  reference  in 
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the  literature  that  we  find  to  colonic  polyps 
was  that  made  by  Mendzel  in  1721. 

The  word  polyp  therefore  is  a gross  de- 
scriptive term.  It  may  be  applied  to  any 
soft  mucus-covered  mass  of  many  different 
causes,  associated  with  many  different 
diseases,  and  with  different  prognoses  that 
require  just  as  many  different  treatments. 

The  word  “adenoma”  comes  from  the 
Greek  word  “adenos”  meaning  gland  and 
“oma”  meaning  tumor.  Thus,  this  word 
means  any  tumor  of  gland-like  structure. 
To  the  modern  pathologist,  an  adenoma  is  a 
circumscribed  or  encapsulated  neoplasm 
arising  from  glandular  epithelium.  The 
cells  are  arranged  in  a normal  pattern  and 
are  supported  by  delicate  fibromuscular 
stroma.  Thus,  an  adenoma  is  by  definition 
a neoplasm.  It  is  always  benign  and  may 
appear  grossly  as  a polyp;  hence,  the  term 
adenomatous  polyp.  The  phrase  “benign 
adenomatous  polyp”  is,  therefore,  redundant 
as  well  as  misleading  since  it  connotes  the 
existence  of  a malignant  adenomatous  polyp, 
which,  by  definition,  cannot  exist. 

In  the  literature  one  finds  frequent  ref- 
erence to  the  word  “papilloma.”  I hope 
we  are  not  going  to  use  it,  but  we  may. 
Papilloma  is  derived  from  the  Latin  word 
“pap”  meaning  to  swell  and  “papula” 
meaning  a nipple.  And,  finally  the  di- 
minutive form  is  papilla,  little  nipple.  The 
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first  known  use  of  the  word  in  any  context 
other  than  with  reference  to  the  nipple  of  the 
breast  was  made  by  Berengario,  in  1530, 
when  he  used  that  term  to  describe  renal 
papilla,  which  is  used  today.  Gradually 
the  word  papilloma  came  into  use  to  de- 
scribe the  histologic  appearance  of  tumors 
with  many  small  surface  projections. 

The  modern  pathologist  considers  a papil- 
loma any  tumor  that  is  made  up  of  finger- 
like projections,  neoplastic  epithelial  cells 
supported  on  delicate  vascular  connective 
tissue  cores.  The  papilloma  is,  therefore,  a 
true  epithelial  neoplasm  and,  like  the  term 
polyp,  is  purely  descriptive.  It  may  be 
benign  or  malignant.  Thus,  there  may  be 
papillary  polyps,  papillary  adenomas,  and 
papillary  adenocarcinomas.  Because  this 
word  has  been  used  to  describe  so  many 
other  structures,  its  value  in  describing 
intestinal  tumors  is  outweighed  by  the 
confusion  it  may  create.  Hence,  there  is  a 
logical  reason,  in  addition  to  a good  many 
others,  for  the  abandonment  of  this  term 
and  for  the  continuation  of  the  use  of  the 
term  “villous.” 

This  term  “villous,”  of  course,  comes  from 
the  Latin  “villosus,”  meaning  covered  with 
fine  hairs.  Any  given  adenoma  may  con- 
tain areas  which  are  villous,  adenomatous, 
or  adenocarcinomatous.  Fortunately,  the 
vast  majority  are  of  a single  architectural 
type  so  that  they  may  be  classified  simply 
as  villous,  adenomatous,  or  adenocarcinom- 
atous. Since  each  of  these  three  types  of 
lesions  has  entirely  different  biologic  charac- 
teristics and  diagnoses  from  the  others,  such 
a classification  is  of  great  importance. 

Adenomas  that  possess  a mixed  architec- 
ture, on  the  other  hand,  present  a more 
complex  problem.  In  the  past,  most  pa- 
thologists have  classified  them  as  either  the 
most  serious  or  the  predominant  cell  type. 
The  creation  of  a new  category  for  all 
adenomas  with  mixed  architecture,  as  advo- 
cated recently  by  Morson,  would  only  cause 
more  confusion.  One  is  then  faced  with  the 
problem  of  trying  to  establish  behavior 
patterns  for  heterologous  groups  of  lesions, 
which  could  not  reasonably  be  expected  to 
have  a single  pattern.  Furthermore,  such 
a classification  is  inconsistent  with  the 
modern  concept  that  histologically  different 
lesions  have  different  biologically  predeter- 
mined behavior  patterns. 

Some  authors  have  introduced  new  terms 


in  an  effort  better  to  describe  these  new 
concepts  in  biologic  potential.  However, 
such  terms  as  “adenoma  malignum,”  “ade- 
nocarcinoma, Grade  I,  benign,”  “invasive 
adenoma,”  and  so  forth  when  interpreted 
in  the  light  of  their  original  word  meanings 
emerge  simply  as  double  talk.  How  can  an 
adenoma  by  definition  benign,  be  malignant? 
How  can  a carcinoma,  by  definition  malig- 
nant, be  benign?  Invention  of  such  jargon 
only  points  up  the  lack  of  our  understand- 
ing the  biologic  potential  of  many  different 
histologic  patterns.  The  use  of  such  terms 
only  multiplies  our  confusion.  This  also 
applies  to  the  term  “carcinoma  in  situ.” 
To  compound  this  confusion  further,  a 
new  term  “focal  atypicality,”  which  is  equiv- 
alent to  carcinoma  in  situ,  has  just  been  in- 
troduced by  Castleman  and  Krickstein. 

There  is  a classification  that  is  used  in  the 
pathology  department  of  a very  important 
midwestern  medical  school.  Allusion  is 
made  to  the  words  “malignant”  or  “cancer” 
at  least  three  times.  Such  a classification 
may  be  satisfactory  for  the  well-trained  pa- 
thologist, but  the  average  clinician  will  find 
it  most  confusing. 

I have  described  a more  simplified  classi- 
fication. What  we  are  really  interested  in  is 
to  know  whether  we  are  dealing  with  one  or 
more  adenomas.  If  more,  are  they  acquired 
or  familial?  We  want  to  know  whether  the 
polyp  has  a pedicle,  is  flat,  or  sessile.  Is  it 
nonvillous  or  villous?  Then,  the  sixty- 
four-dollar  question  comes  up:  Is  it  benign 
or  malignant?  Here  we  give  no  quarter, 
we  ask  for  none.  We  want  an  unequivocal 
answer  from  the  pathologist.  If  malignant, 
is  it  noninvasive  or  invasive?  If  it  is 
invasively  malignant,  it  is  no  longer  an 
adenoma;  it  is  a cancer  and  deserves 
proper  consideration  and  treatment. 

We  encounter  trouble  when  we  are  at 
odds  with  the  pathologists.  The  reason 
we  may  be  at  odds  with  the  pathologists  is 
that  they  are  at  odds  with  themselves. 
There  is  very  little  agreement  among  them 
as  to  the  fine  criteria  which  determine  the 
malignancy  or  benignancy  of  an  adenoma. 
Consequently,  for  therapeutic  orientation 
and  teaching  purposes,  we  have  had  to 
set  up  a rule.  And,  no  rule  can  be  perfect. 
The  rule  that  we  have  set  up  is  that  when 
the  muscular  is  mucosae  is  involved,  this  is 
regarded  as  invasive  cancer.  Involvement 
of  the  mucosa  or  the  lamina  propria  is  not 
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considered  invasive  cancer  by  most  pa- 
thologists. I know  there  is  a difference  of 
opinion.  I know  this  is  not  a perfect 
rule,  but  again  I repeat  that  for  teaching 
purposes  and  for  our  therapeutic  orientation 
it  serves  very  well. 

From  the  composition  of  the  panel  you 
know  that  this  is  going  to  be  a strictly 
clinical  discussion. 

We  shall  open  this  discussion  with  S.  W. 
Moore,  M.D.,  who  will  speak  to  us  on  the 
incidence  and  distribution  and  touch  on  the 
value  of  biopsy. 

Incidence  and  distribution 

Samuel  W.  Moore,  M.D.:  I want  to 
clear  up  one  false  impression  that  Dr.  Turell 
may  have  given  you.  I think  it  behooves 
the  surgeon  to  look  at  his  patients’  slides, 
as  well  as  the  gross  specimens.  It  helps 
him  and  he  may  help  the  pathologist,  but  he 
must  let  the  pathologist  make  the  final 
diagnosis.  In  exactly  the  same  way  I 
think  it  helps  the  pathologist  to  see  the 
material  grossly  in  the  operating  room. 

Concerning  the  incidence  of  adenomatous 
polyps  in  the  large  intestine,  this  depends  on 
age,  sex,  color,  and  method  of  examination. 
Their  incidence  in  the  large  intestine  varies 
from  2 to  88  per  cent. 

Dr.  Turell  has  found  the  incidence  of 
adenomatous  polyps  in  the  large  intestine 
among  the  general  population  to  be  about  2 
per  cent.  This  is  supported  by  findings  of 
2.6  per  cent  in  Chicago  and  1.6  per  cent 
in  Washington.  The  incidence  changes  in 
cancer  detection  clinics.  For  example,  in 
Minnesota  17  per  cent  of  patients  were 
found  to  have  adenomatous  polyps. 

One  of  the  best  studies  I’ve  found  is  by 
Chapman,  who  reports  443  consecutive 
autopsies  in  a general  hospital,  all  in 
patients  over  the  age  of  ten  years,  in  whom 
he  alone  studied  the  entire  large  intestine 
for  adenomas.  It  is  unusual  to  find  these 
in  patients  under  the  age  of  thirty  years, 
except  for  juvenile  adenomas.  Chapman 
found  adenomatous  polyps  in  226,  or  51 
per  cent  of  the  total  'large  intestines 
studied.  These  were  found  in  individuals 
from  thirty  to  one  hundred  years  of  age,  and 
the  incidence  increased  progressively  with 
each  decade  of  life.  In  11  autopsies  on  pa- 
tients over  a hundred  years  of  age  the 
percentage  of  adenomas  was  88.2  per  cent. 


Chapman  removed  the  entire  large  intes- 
tine of  each  individual  and  examined  it 
carefully  himself.  The  distribution  in  this 
series  of  patients  did  not  agreee  with  the 
distribution  usually  reported.  He  found 
7 per  cent  in  the  cecum,  33  per  cent  in  the 
ascending  colon,  28  per  cent  in  the  transverse 
colon,  9 per  cent  in  the  descending  colon, 
18  per  cent  in  the  sigmoid,  and  3.9  per  cent 
in  the  rectum. 

Mayo  some  years  ago  found  70  per  cent 
of  adenomas  were  in  the  rectosigmoid  area 
as  well  as  70  per  cent  of  cancers  of  the  large 
intestine. 

Harry  Johnson,  M.D.,  Medical  Director 
of  the  Life  Extension  Institute  in  New 
York  City,  says  they  examine  many  people 
by  proctoscope  and  almost  invariably  find  the 
incidence  of  adenomas  over  age  forty  to  be 
6.5  per  cent,  sometimes  going  up  to  7 per 
cent.  This  figure  is  given  by  others  and 
has  been  most  useful  to  me. 

Concerning  the  value  of  biopsy:  With 

the  advent  of  the  microscope  and  its  use  by 
the  great  German  pathologist  Rudolf  Vir- 
chow, pathology  passed  from  the  humoral 
stage  into  the  cellular,  allowing  a positive 
diagnosis  to  be  made  much  earlier  and  on 
very  small  bits  of  tissue.  It  is  useful  before 
operation  and  during  the  operative  pro- 
cedure as  well. 

Dr.  Turell:  Dr.  Patterson,  would  you 
please  continue  this  discussion?  Will  you 
speak  on  solitary  and  multiple  polyps? 

Solitary  and  multiple  polyps 

Howard  A.  Patterson,  M.D.:  I think 
that  from  the  surgical  standpoint  and  also 
from  the  standpoint  of  the  roentgenologist 
and  the  gastroenterologist,  one  of  our  most 
important  duties  is  to  be  really  vigilant  in 
looking  for  multiple  lesions.  An  obvious 
lesion  is  found  by  the  radiologist;  this  lesion 
is  removed,  and  when  the  operation  is 
all  over  the  surgeon  remembers  that  he 
did  not  examine  the  colon  very  carefully. 
Five  years  later  the  patient  has  a carcinoma 
of  some  other  part  of  the  colon  and  a liver 
full  of  metastases.  When  they  go  back  to 
the  original  film,  five  years  before,  they  may 
find  evidence  of  that  lesion.  We  have  been 
a little  horrified  at  the  incidence  of  multiple 
lesions,  and  this  is  totally  without  regard  to 
familial  polyposis.  This  is  leaving  out  that 
unfortunate  and  rather  rare  group  of  cases. 
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1 remember  making  rounds  with  Lahey 
many  years  ago  and  a patient  who  had 
had  an  abdominoperineal  resection  about 
ten  days  before  said,  “Good  morning, 
Dr.  Lahey,  I have  a surprise  for  you.” 
Dr.  Lahey  said,  “What’s  that?”  The  patient 
said,  “Look  here,”  and  opened  up  his 
dressing  and  there  was  a golf  ball-sized 
polyp  sticking  out  of  his  colostomy.  Out  in 
the  hall,  Dr.  Lahey  said,  “I  must  confess 
that  this  isn’t  the  first  time  that  this  has 
happened  to  me,  and  I’m  afraid  it  won’t  be 
the  last.”  After  that  he  used  to  examine 
the  colostomy  by  sigmoidoscope  before  he  let 
the  patient  leave  the  operating  room. 

Of  course  we  all  know  of  rare  cases  in 
which  a patient  lives  seven,  eight,  ten, 
maybe  twelve  years  after  an  operation  for 
cancer  of  the  colon  and  apparently  dies  of 
the  complications  of  this  original  tumor. 
But,  I think  most  of  our  late  recurrences, 
cases  that  recur  after  four  years  of  apparent 
freedom  from  disease,  are  due  to  a second 
lesion.  After  an  operation  for  carcinoma 
of  the  colon,  if  liver  metastases  develop 
after  four  or  five  years,  everybody  assumes 
that  this  is  from  the  original  tumor.  I 
think  that  this  is  often  not  the  case. 

I hate  to  go  right  into  a hornet’s  nest, 
but  I do  feel  that  those  who  have  come  out 
in  the  last  few  years  with  a lot  of  elaborate 
stastistical  reports  to  say  that  benign 
polyps  of  the  colon  never  become  malignant, 
that  a carcinoma  of  the  colon  was  a car- 
cinoma from  the  very  first  moment  of 
its  existence,  are  taking  a great  deal  of 
responsibility  because  many  people  feel  as  a 
result  that  polyps  of  the  colon  are  of  no 
consequence  unless  they  bleed  profusely  or 
something  of  the  sort.  I think  this  is  a very 
interesting  scientific  discussion  and  I think 
it  is  very  important  to  try  to  find  the  truth 
of  it  and  analyze  the  material  very  care- 
fully. But  I think  in  most  instances, 
although  the  condition  of  the  patient  or 
some  other  situation  may  make  one  shy 
away  from  operation  for  every  polyp,  that 
you  do  not  know  whether  the  polyp  is 
malignant  or  not  until  you  have  it  in 
your  hand  and  subsequently  under  the 
microscope.  I feel  that  the  puzzling  sta- 
tistics that  Dr.  Moore  quoted  about  the 
percentage  of  polyps  that  can  be  seen 
through  the  sigmoidoscope,  varying  any- 
where from  4,  5,  6,  up  to  70  per  cent,  are 
due  in  part  to  the  fact  that  many  things 


that  are  called  polyps  in  the  rectum  are 
not  of  any  importance  at  all.  They  are 
little,  smooth,  rounded  objects  about  the 
size  of  a BB  shot  that  have  exactly  the  same 
color  as  the  surrounding  mucous  membrane 
and  are  very  likely  to  be  multiple.  Very 
conscientious  people  get  excited  about  them 
and  they  send  them  to  some  doctor  for  ful- 
guration.  I think  many  of  these  that  are 
within  reach  of  the  sigmoidoscope  are  not  of 
any  real  importance. 

I’d  like  to  give  if  I may,  four  examples. 

1.  A very  limited  resection  was  done 
because  the  liver  was  full  of  metastases.  The 
specimen  was  from  a girl  of  thirty-one  and 
the  polyp  was  nearly  all  microscopically 
benign.  On  one  side  of  it  there  was  car- 
cinomatous change  which  invaded  the  stalk, 
the  stalk  was  almost  amputated  by  the 
process,  and  I think  within  another  ten 
days  or  two  weeks  it  would  have  gone  out  the 
toilet.  At  the  base  of  the  stalk  there  was  a 
little  circular  carcinoma  beginning  just 
like  ripples  on  a pond  with  ulceration  in  the 
center.  And  I think  in  such  a picture  one 
sees  pretty  much  the  life  history  of  such  a 
polyp,  which  was  a benign  and  which 
became  malignant  and  was  in  the  process  of 
amputating  itself. 

We  have  seen  a similar  polyp  in  the  gall- 
bladder where  it  could  not  get  out  the  cystic 
duct  and  had  amputated  itself  and  was 
dead,  lying  among  stones  and  a little  circular 
carcinoma  of  the  wall  of  the  gallbladder, 
fortunately  on  the  wall  opposite  the  liver. 

2.  Now  just  a word  about  the  pseudo- 
polyps in  ulcerative  colitis.  We  studied  a 
fresh  specimen.  We  could  see  a great  many 
polypoid-looking  lesions  and  there  were 
literally  hundreds  of  them.  Now,  these 
aren’t  polyps  at  all  and  I don’t  think  they  are 
pseudopolyps  but  we  have  to  have  some  term. 
I think  they  are  just  edematous,  residual 
islands  of  mucous  membrane  left  behind.  We 
all  know  that  carcinoma  of  the  colon  is  very 
common  in  cases  of  established  ulcerative 
colitis  that  have  been  present  for  ten  or 
twelve  years.  And  there  is  no  doubt  that 
many  of  the  colons  in  which  they  arise  are 
naked  colons  with  almost  no  mucous  mem- 
brane left  to  gross  inspection.  It  appears 
that  it  has  all  been  scraped  away.  And  I 
suppose  this  might  support  an  argument  that 
carcinoma  starts  between  benign  polyps 
instead  of  in  them,  and  I’m  sure  they 
may. 
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3.  Another  specimen  showed  both  benign 
polyps  and  established  carcinoma.  The 
fact  that  these  carcinomas  and  benign 
polyps  coexisted  certainly  does  not  prove 
that  the  carcinomas  arose  in  benign  polyps. 

4.  Once  again  my  point  is  that  we  must 
always  think  of  a second  lesion  if  we 
find  one  lesion.  And,  if  you  find  a car- 
cinoma in  the  rectum  you  must  think 
immediately  of  carcinoma  somewhere  else 
in  the  colon.  I saw  this  recently  in  a 
retired  fireman  who  had  an  obvious  car- 
cinoma in  the  rectum  at  12  cm.,  and  (al- 
though his  hemoglobin  was  9 Gm.,  which 
was  a real  tell-tale  finding,  and  we  should 
have  thought  of  the  cecum  right  away) 
x-ray  films  of  the  cecum  looked  quite  normal, 
and  the  x-ray  report  showed  negative  find- 
ings. He  had  a huge  carcinoma  of  the 
cecum.  I think  that  each  year  we  have 
become  more  impressed  with  this,  and  it  is 
up  to  the  radiologist,  the  gastroenterologist, 
the  internist,  and  the  surgeon  to  keep  this 
constantly  in  mind. 

Dr.  Turell:  I wish  to  remind  you  once 
again  that  we  are  ready  for  questions. 
Will  you  please  write  them  out  and  hand 
them  to  us  here? 

The  next  speaker  will  be  Thomas  Almy, 
M.D.,  who  will  speak  on  the  role  of  the 
physician  in  this  problem,  and  he  will  touch 
on  or  discuss  at  length,  if  he  chooses,  the 
transformation  of  benign  adenomatous  polyp 
into  carcinoma,  the  positive  or  the  negative 
side,  or  both. 

Role  of  physician 

Thomas  P.  Almy,  M.D..  The  role  of  the 
physician  as  opposed  to  the  surgeon  in  this 
situation  is  basically  rather  dull.  Our  job 
remains  that  of  discovery  and  of  taking  the 
first  steps  toward  diagnosis.  I think  that 
as  long  as  we  limit  ourselves  to  this  and  do 
not  apply  ourselves  to  guessing  about  the 
nature  of  these  things,  we  are  doing  a service 
for  the  public.  The  tools  of  discovery  remain 
essentially  as  they  have  been:  They  are 

proctoscopy  and  barium  enema.  Our  as- 
sociation with  the  radiologist  in  this  work 
must  be  a close  one  and  based  on  a sound 
knowledge  of  the  limits  of  these  two  pro- 
cedures. As  you  know,  anybody  (even  I 
with  my  hyperopia)  can  see  a polyp  of  the 
order  of  a millimeter  in  diameter  through  the 
proctoscope.  The  radiologist,  with  the  best 


technics,  including  air  contrast  and  posi- 
tioning of  the  patients  and  so  forth,  is  not 
likely  to  see  anything  he  can  be  sure  of  less 
than  5 millimeters  in  diameter.  We  are 
certainly  going  to  do  a better  job  and  get 
more  curious  about  the  smaller  lesions  when 
they  are  within  range  of  the  proctoscope. 
These  methods  have  their  limitations,  but 
it  seems  to  me  that  our  major  trouble  in 
bringing  them  to  bear  on  the  problem  has 
not  been  their  intrinsic  limitations  but  our 
failure  to  apply  them  to  the  right  people  at 
the  right  time  It  goes  without  saying  that 
both  of  these  methods  should  be  applied  to 
anyone  with  symptoms  referable  to  the 
lower  bowel,  particularly  any  form  of  rectal 
bleeding.  They  are  also  applied  to  asymp- 
tomatic individuals,  two  groups  in  particu- 
lar: (1)  to  those  relatives  of  patients  with 

colonic  cancer  or  with  multiple  polyps  of 
the  colon,  in  whom  it  is  known  that  the 
incidence  of  colon  cancer  is  a multiple  of, 
perhaps  four  or  five  times,  the  usual 
incidence  of  colon  cancer  of  the  general 
population;  (2)  to  asymptomatic  persons  in 
general.  From  the  results  of  a number  of 
series,  this  group  should  be  limited  to 
individuals  over  the  age  of  forty-five. 

The  experience  of  the  Strang  Clinic  in 
trying  to  apply  these  methods  to  many 
thousands  of  individuals  has  indicated  that 
for  routine  purposes,  only  proctoscopy  is 
worth  while.  After  doing  some  5,000  bar- 
ium enemas  on  asymptomatic  persons  they 
had  not  yet  found  a single  case  in  which  a 
polyp  had  been  disclosed  that  had  not 
already  been  suspected  because  of  some  pre- 
viously unreported  symptoms  or  because 
of  some  indication  at  the  time  of  sigmoidos- 
copy, such  as  blood  coming  down  from  the 
upper  colon.  I would  say  the  sheer  futility 
of  this  method  in  the  asymptomatic  person 
rules  it  out  as  a desirable  procedure. 

How  often  should  one  do  a proctoscopy  in 
these  individuals  forty-five  years  of  age  or 
older?  Again  the  Strang  Clinic’s  statistics 
are  exceedingly  informative.  In  the  many 
thousands  of  individuals  who  were  examined 
by  proctoscopy  yearly  over  many  years,  it 
was  found  that  unless  in  the  first  three  an- 
nual proctoscopies  a polyp  was  revealed,  the 
chance  of  finding  a polyp  on  a subsequent 
proctoscopy  faded  away  to  a negligible 
figure. 

So  I would  recommend  to  any  bank  pres- 
ident (or  teller)  who  came  to  see  me  that 
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if  starting  at  the  age  of  forty-five  he  would 
come  for  an  annual  proctoscopy  three  times 
and  I should  find  nothing,  he  would  not 
have  to  worry  about  it  any  more.  Those 
who  have  exhibited  a polyp,  of  course,  in 
one  of  these  examinations  constitute  the 
population  from  which  recurrent  polyps  are 
seen  with  exceedingly  rewarding  frequency. 

Once  the  lesion  has  been  detected,  the  job 
of  diagnosis  should  be  approached  by  the 
internist  with  great  humility,  the  leading  fact 
being,  of  course,  that  one  does  not  know  the 
histology  of  the  lesion  until  it  is  on  slides 
under  the  microscope.  The  only  rule  to 
follow  is  still  that  of  excisional  biopsy,  with 
total  biopsy  of  the  lesion.  The  possible 
exception  to  this  rule  is  offered  to  us  by 
Hertz  and  Shipkey  of  Memorial  Sloan- 
Kettering  Cancer  Center  who  followed  more 
than  500  patients  with  minute  excrescences 
of  the  rectal  mucosa.  Among  those  with 
lesions  of  5 mm.  in  diameter  or  less,  not  a 
single  case  of  cancer  was  found.  I believe 
these  very  small  translucent  sessile  lesions  in 
the  rectum  can  be  observed  if  you  desire. 

Our  own  procedure  regarding  excisional 
biopsy  has  been  to  attempt  it  ourselves  in  a 
medical  clinic  or  ward  if  the  lesion  is  below 
the  peritoneal  reflection  and  if  it  can  be 
removed  completely  with  one  bite  of  the 
biopsy  forceps.  All  others  we  refer  to  the 
surgeon,  feeling  that  if  the  bowel  is  per- 
forated or  the  patient  hemorrhages  the 
surgeon  will  feel  better  if  he  is  responsible 
for  it  himself. 

When  the  lesion  is  found  by  x-ray,  or  is 
beyond  the  limits  where  one  can  properly 
remove  it  through  the  proctoscope,  then  I 
think  one  must  begin  to  consider  the  very 
palpable  risks  to  the  patient  of  following 
out  the  rule  of  excisional  biopsy. 

First  step,  of  course,  is  to  take  another  good 
look  at  those  films,  in  company  with  the 
radiologist,  and  then  no  matter  what  he 
says  to  repeat  barium  enema  with  air  con- 
trast and  spot-filming  technic.  Certainly 
it  would  be  embarrassing  to  operate  for  air 
bubble  or  a mass  of  feces.  Once  this  is 
done  I think  one  simply  has  to  compare  the 
prognosis  of  the  patient  and  the  significance 
of  other  intercurrent  disease  in  him  with  the 
risks  involved  in  the  operation.  I would 
not  remove  a polyp  on  a person  with  ter- 
minal renal  disease.  I would  certainly 
recommend  such  a procedure  on  an  individual 
who  more  than  six  months  before  had  had  a 


myocardial  infarction  and  was  now  in  good 
physical  shape  with  that  exception.  If  the 
patient  were  under  fifty  or  fifty-five  years 
of  age,  or  if  the  lesion  were  2 cm.  in  size  or 
larger,  or  if  it  had  grown  to  a size  greater 
than  1 cm.  in  diameter  on  comparison  with 
previous  films,  I would  carry  out  this  proce- 
dure. 

Dr.  Turell:  An  impromptu  discussion  or 
speech  has  once  been  described  as  one  that 
is  well  prepared,  but  here  among  our  panel- 
ists we  have  one  who  has  not  had  a chance  to 
prepare  anything  because  until  7:30  this 
morning  he  did  not  know  he  was  going  to  be 
here.  I refer  to  Robert  S.  Grinnell,  M.D. 
The  first  question  I’m  going  to  shoot  at 
him  is:  What  are  some  of  the  reasons  for 
the  existing  confusion  about  the  colorectal 
adenomas? 

Reasons  for  confusion 

Robert  S.  Grinnell,  M.D.:  One  reason 
for  confusion  lies  in  the  interpretation  of  the 
pathologic  condition.  I think  that  Castle- 
man  in  Boston,  for  instance,  must  call  some 
lesions  de  novo  cancers  which  we  would  call 
adenomatous  polyps  with  invasive  cancer; 
in  the  same  way  he  might  call  a lesion  an 
adenomatous  polyp  with  atypism  which  we 
would  call  an  adenoma  with  invasive  can- 
cer. 

Fractional  and  total  biopsy 

Dr.  Turell:  While  you  have  the  floor, 
will  you  continue  with  your  philosophy  re- 
garding fractional  versus  total  biopsy. 

Dr.  Moore:  I do  not  think  that  there 
could  be  any  dispute  as  to  what  we  should 
do  in  the  way  of  taking  a biopsy.  When 
you  can  take  out  the  entire  lesion  at  the 
time  without  danger,  it  should  be  done. 
The  pathologist  needs  the  entire  specimen 
to  make  a complete  examination  and  diag- 
nosis. At  times  it  is  not  feasible  to  take 
out  the  whole  specimen  without  doing  a 
major  procedure.  In  this  instance,  you 
take  an  adequate  biopsy  for  diagnosis. 

Concerning  the  so-called  “villous  adeno- 
mas,” sometimes  they  are  very  large,  as 
large  as  the  palm  of  your  hand,  and  I think 
we  are  misled  by  taking  a little  bite,  then 
going  back  a couple  of  days  later  to  take 
another  little  bite,  and  another  after  that. 
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I think  the  entire  lesions  should  be  excised 
from  these  patients  for  diagnosis.  I know 
that  I disagree  with  Dr.  Turell  concerning 
these  tumors.  His  experience  and  his 
opinion  are  that  if  these  are  benign  they  will 
remain  benign  and  you  do  not  have  to  worry 
about  them.  My  experience  has  been  com- 
pletely opposite,  and  I regard  these  exactly 
as  I would  a rattlesnake.  Since  July  of  last 
year  we  have  had  8,  of  which  4 have  been 
malignant. 

Dr.  Turell:  I still  will  not  let  you  off. 
Would  you  please  say  a few  words  on  the 
frozen  section  diagnosis  of  adenomatous 
polyps? 

Dr.  Moore:  To  be  perfectly  frank,  I 
have  had  very  little  experience  with  it. 
At  operation  I would  remove  an  adenoma 
that  had  a long  pedicle.  I would  not  plan 
to  do  any  more  unless  the  pathologist  re- 
ported it  to  be  malignant,  and  I would  want 
permanent  sections  for  this.  I think  the 
surgeon  frequently  is  at  fault  because  he  has 
had  very  little  pathology  and  knows  very 
little  about  frozen  section  diagnosis  himself. 
My  rule  in  taking  a specimen  for  frozen  sec- 
tion is  to  take  a fair  wedge  of  tissue,  trying 
to  get  2 square  centimeters.  After  taking 
one  piece  of  tissue  which  I think  sufficient,  I 
go  back  and  take  another  one.  You  have 
to  give  the  pathologist  sufficient  tissue  and 
from  the  right  place  in  order  that  he  may 
make  a correct  diagnosis;  even  then,  he  may 
not  always  be  able  to  do  so. 

Dr.  Turell:  Suppose  you  give  him  the 
entire  lesion.  Would  you  rely  on  the  frozen 
section  diagnosis? 

Dr.  Moore:  If  I agreed  with  it  grossly 
and  according  to  history,  yes.  At  times, 
even  if  he  did  tell  me  it  was  cancer,  I might 
not  do  a radical  procedure  immediately.  I 
do  not  think  we  can  rely  on  one  thing  alone. 
That  is  where  we  make  a mistake.  Oc- 
casionally the  pathologist  will  not  commit 
himself  on  a frozen  section  diagnosis. 

Dr.  Turell:  In  other  words  the  pa- 
thologists have  made  mistakes  both  ways: 
called  a benign  adenoma  carcinomatous, 
on  frozen  section  I mean,  and  vice  versa. 
Dr.  Grinnell,  do  you  agree  with  this  tenet? 

Dr.  Grinnell:  I think  that  the  gross 

local  pathology  is  very  important,  as  you 
mentioned.  If  the  lesion  is  soft  and  has  a 
definite  pedicle  the  chances  are  it  is  benign. 
I think  the  size  of  the  lesion  matters  a good 
deal.  If  you  take  a frozen  section  on  a very 


small  polyp,  you  may  destroy  it  so  that  when 
you  come  around  to  your  definitive  therapy 
section  there  will  not  be  anything  left.  On 
the  other  hand  if  it  is  a good-sized  polyp  per- 
haps there  is  room  to  do  both,  and  of  course 
it  depends  on  how  good  a pathologist  you 
have  how  good  this  interpretation  may  be. 
I think  you  can  play  it  either  way.  But  I 
think  if  you  do  not  have  a good  pathologist 
and  the  lesion  clinically  is  benign  and  is 
polypoid,  I would  just  do  a polypectomy 
and  then  go  back  later  if  I had  to. 

Dr.  Moore:  Dr.  Turell,  may  I add  one 
point? 

Dr.  Turell:  Yes. 

Dr.  Moore:  In  taking  the  biopsy  on 

more  than  one  occasion  I have  resected  the 
colon  because  to  me  to  give  the  pathologist 
an  adequate  specimen  to  work  with  it  is 
necessary  to  give  him  that  colon.  We 
have  a patient  with  a tumor  diagnosed 
originally  as  benign.  Three  weeks  later 
there  was  another  diagnosis  on  the  patient; 
now  the  tumor  was  called  malignant.  Some- 
times it  does  take  weeks,  consultation  with 
many  pathologists,  and  special  stains  to 
make  the  diagnosis  of  some  tumors.  If  I 
don’t  feel  satisfied  with  a diagnosis,  no 
matter  what  they  tell  me,  I don’t  hesitate  to 
resect  that  colon  and  do  a definitive  opera- 
tion at  that  time.  That  happened  to  me 
within  the  last  two  weeks. 

Removal  of  small  polyps 

Dr.  Turell:  Have  any  of  the  panelists 
seen  tiny  cancers  of  the  colon  or  rectum 
about  2 or  3 mm.  in  size? 

Dr.  Almy:  Yes.  I find  that  the  follow- 
ing is  not  by  any  means  unique,  but  is  in 
accord  with  our  procedure  of  removing 
a polyp  when  it  can  be  removed  with  one  bite 
of  the  forceps.  We  submitted  a specimen 
to  the  pathologist  not  too  long  ago  and  got 
back  a report  that  it  was  all  cancer.  Ten 
days  later  the  patient  was  recalled  to  the 
surgical  clinic  and  the  site  of  the  excisional 
biopsy  could  not  be  found,  which  presented 
us  with  a rather  special  problem.  This 
patient  was  followed  with  proctoscopy  re- 
peated many  times,  and  no  lesion  was  ever 
found  at  the  site. 

Dr.  Grinnell:  I’ve  never  seen  a 3-mm. 
carcinoma  de  novo.  I’ve  only  seen  it  in  an  ad- 
enomatous polyp.  The  smallest  apparently 
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de  novo  carcinoma  that  we’ve  had  was  5 mm. 
in  diameter.  Smaller  than  that  we’ve 
seen  not  infrequently  in  adenomatous 
polyps,  but  only  in  that  situation. 

Dr.  Patterson:  I think  I have  never 
seen  one  2 or  3 mm.  I think  those  who  have 
asked  this  question  may  have  been  reading 
the  May,  1963,  Surgery,  Gynecology,  and 
Obstetrics  with  its  very  elaborate  editorial 
about  “Where  Are  the  Small  Cancers?” 
and  an  interesting  article.  But,  I’ve  had 
one  about  the  size  of  the  one  that  Dr.  Grin- 
nell  was  talking  about,  about  5 mm.,  in  a 
desperately  ill  cardiac  patient.  We  did  a 
total  biopsy,  removal  of  this  from  below. 
This  patient’s  heart  is  still  bad  but  he  has 
been  well  as  far  as  his  rectum  is  concerned 
for  about  three  years.  Dr.  Almy  mentioned 
earlier  in  the  proceedings  that  he  did  not 
believe  in  nibbling  at  these  lesions  and 
taking  little  pieces  off  polypoid  lesions, 
and  I heartily  agree  with  him.  I think  that 
these  lesions  should  be  removed  entirely 
except,  of  course,  if  you  have  an  obvious 
carcinoma  and  you  want  microscopic  proof 
before  doing  an  abdominoperineal  resec- 
tion or  something  like  that.  You  do  take  a 
little  piece  of  that  lesion  for  confirmation. 
But,  I think  in  doubtful  lesions  one  should 
not  take  little  pieces  out  of  them  but  excise 
the  whole  thing. 

Dr.  Moore:  I have  seen  very  few  tiny 
carcinomas.  I’ve  never  seen  one  2 mm.  in 
size.  Michael  R.  Deddish,  M.D.,  the 
head  of  the  Colon  and  Rectal  Service  at 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  recently  told  me  he  has  seen  very 
few  small  carcinomas  of  the  rectum. 

Dr.  Almy:  I was  trying  to  find  something 
about  a report  not  long  ago  by  a pathologist 
who  concluded  after  a survey  of  several 
hundred  colons  that  the  frequency  with 
which  small  intra-epithelial  carcinomas  were 
found  in  the  colon  is  in  fact  sufficient  to 
explain  the  total  incidence  of  colonic  cancer 
in  the  entire  population  of  the  country. 

Dr.  Turell:  I believe  that  was  Acker- 
man’s report. 

Dr.  Almy:  This  would  seem  to  suggest 
that  because  we  are  only  seeing  a small 
part  of  it  clinically  we  may  be  missing  these 
tiny  carcinomas. 

Dr.  Turell:  That’s  right.  I have  a 

question  from  a gentleman  who  would 
like  the  whole  panel  to  comment  on  it. 
From  what  size  on  would  you  explore  a 


good-risk  patient  where  the  polyp  is  found 
on  barium  enema? 

Dr.  Almy:  I believe  I indicated  before 
that  if  it  were  2 cm.  up  I certainly  would. 
If  I could  prove  it  was  growing  above  1 cm. 
I would. 

Dr.  Grinnell:  If  it  is  1 cm.  or  more  I 
certainly  would  explore.  If  it  is  less  than 
that,  I might  not. 

Dr.  Patterson:  If  by  “good-risk  pa- 

tient” you’re  excluding  very  obese  people 
then  I would  certainly.  I’m  probably  too 
much  influenced  by  this,  but  if  I have  pa- 
tients who  weigh  some  260  pounds,  I am 
much  less  likely  to  explore  them.  Maybe 
I’m  just  getting  lazy,  but  I would  hesitate 
to  operate  on  them  for  very  small  lesions. 
But  I certainly  think  that  Dr.  Grinnell’s 
figures  are  correct.  Any  polyp  of  any  con- 
siderable size,  and  certainly  1 cm.,  is  better 
off  out. 

Dr.  Moore:  I agree  with  what  has  been 
said,  but  would  like  to  bring  up  one  point. 
I think  it  depends  a great  deal  on  the  re- 
ferring physician  and  the  patient.  Many 
patients  are  educated  to  believe  that  every 
adenoma  should  be  removed.  In  such  case 
I think  this  should  be  done,  when  feasible. 

Dr.  Almy:  Is  it  possible  for  the  panel  to 
ask  the  questioner  a question? 

Dr.  Turell:  Yes  sir,  certainly. 

Dr.  Almy:  What  is  a good-risk  patient, 
and  how  did  he  define  it? 

Dr.  Turell:  Dr.  Patterson,  would  you 
give  us  the  answer? 

Dr.  Patterson:  I thought  he  was  asking 
whoever  asked  the  question. 

Dr.  Almy:  I was  getting  at  the  obvious 
thing  that  good  risk  is  always  a relative 
thing,  isn’t  it? 

Dr.  Turell:  We  could  really  discuss 

this  point  alone  for  the  next  two  or  three 
hours. 

Dr.  Moore:  But  I think  the  panel  agrees, 
Dr.  Turell. 

Annual  examination  of  large  intestines 

Dr.  Turell:  Yes,  100  per  cent.  Now, 
the  next  question  is  how  often,  for  how 
many  years,  would  you  repeat  sigmoidos- 
copy and  barium  enema  on  patients  who 
have  had  a polyp  of  the  rectum?  I think 
you  answered  this  before,  but  will  you  re- 
state your  position? 

Dr.  Almy:  I would  say  probably  it  would 
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be  yearly  for  the  rest  of  the  patient’s  life. 

Dr.  Turell:  Is  there  any  disagreement 
here  among  the  panelists? 

Dr.  Almy:  I think  the  Strang  Clinic  was 

in  operation  at  Memorial  for  some  seven- 
teen years.  The  people  doing  the  job  were 
quite  experienced  in  sigmoidoscopy,  and  I 
think  that  a substantial  number  of  these 
people  would  have  been  found  elsewhere  to 
have  polyps  or  cancer  if  the  findings  had 
not  been  reasonably  good. 

Dr.  Patterson:  I think  routine,  absolute 
definite  routine,  is  bad  anywhere  in  surgery 
and  in  the  field  of  medicine.  I think  to 
say  that  these  people  have  to  have  a barium 
enema  every  year  for  the  rest  of  their  lives 
is  bad.  I think  each  patient  must  be  con- 
sidered as  an  individual  problem.  The 
x-ray  men  are  getting  so  enthusiastic  in 
their  air  contrast  studies  that  I’m  scared 
to  death  of  these  people  with  extensive 
diverticulosis  of  the  colon.  Since  diverticu- 
losis  and  carcinoma  and  polypoid  disease 
are  essentially  diseases  of  middle-aged  and 
elderly  people,  a great  many  of  them  have 
extensive  diverticulosis,  and  I think  every 
time  you  turn  one  of  these  fellows  loose,  with 
enthusiasm  for  an  air  contrast  study,  you’re 
taking  a little  risk.  I would,  if  the  patients 
have  extensive  diverticulosis,  always  cau- 
tion the  x-ray  people  to  take  it  a little  easy. 

Dr.  Turell:  Now,  does  the  panel  agree 
that  all  polyps  within  the  reach  of  the 
sigmoidoscope  should  be  removed  for  diag- 
nostic as  well  as  therapeutic  purposes? 

Dr.  Patterson:  Does  that  include  these 
little  2 to  3 mm.  translucent  things? 

Dr.  Turell:  Mammillations?  Well,  no. 
I mean  5 mm.  and  up. 

Dr.  Patterson:  Absolutely. 

Dr.  Turell:  Now,  does  the  same  policy 
apply  to  a polyp  above  the  reach  of  the 
sigmoidoscope  if  diagnosed  by  such  indirect 
means  as  x-ray?  Or  would  you  individualize 
those  patients? 

Dr.  Patterson:  I wouldn’t  hesitate  to 
watch  them  over  a period  of  a few  months 
if  they  are  small. 

Dr.  Moore:  Any  adenoma  I can  see 

through  the  proctoscope  and  remove  safely 
is  removed. 

Dr.  Turell:  No.  Those  above  the 

reach  of  the  sigmoidoscope. 

Dr.  Moore:  No.  I would  individualize 
but  would  tend  to  remove  any  adenoma 
large  enough  to  be  diagnosed  by  roentgen- 


ray,  particularly  if  it  is  symptomatic. 

Dr.  Grinnell:  If  it  is  less  than  a centi- 
meter in  diameter  I would  observe  it  for 
increase  in  size  after  periods  of  from  three 
to  six  months,  especially  if  the  patient  is  a 
poor  risk.  If  it  is  above  a centimeter  in 
size  I would  remove  it. 

Dr.  Almy:  As  I said  before  I would  agree 
with  Dr.  Grinnell. 

Multiple  polyps 

Dr.  Turell:  Agreed.  We  have  a ques- 
tion here  with  a diagram.  The  patient  has 
a polyp  of  the  ascending  colon,  has  another 
polyp  in  the  descending  colon,  and  a car- 
cinoma in  the  sigmoid.  What  operation 
would  you  suggest?  I can’t  ask  Dr.  Almy 
that,  so  Dr.  Patterson,  what  do  you  think? 

Dr.  Patterson:  I think  that  this  problem 
comes  up  now  at  a great  many  surgical 
meetings,  and  the  question  that’s  always 
asked  is  that  if  you  would  do  a subtotal 
colectomy  and  ileoproctostomy  for  10  polyps 
scattered  through  the  colon,  would  you  do 
it  for  9?  for  7?  for  5?  You  might 
mention  3 lesions.  I think  that  many 
of  these  people  with  multiple  polyps,  one 
of  which  is  malignant  as  in  the  diagram 
with  the  question,  are  going  to  die  of  car- 
cinoma of  the  colon  unless  they  have  most 
of  the  colon  removed.  They  can  have  the 
rectum  left  in  and  a segment  long  enough 
to  watch  very  carefully  through  the  procto- 
scope over  the  next  years  to  come.  They 
do  not  have  much  trouble  with  diarrhea  if 
the  terminal  ileum  is  preserved.  In  other 
words,  if  you  take  out  a foot  or  18  inches  of 
the  terminal  ileum  they  are  very  likely  to 
have  trouble.  Of  course  Wangensteen  used 
to  think  that  you  should  save  the  ileocecal 
valve,  and  so  he  took  off  the  right  colon 
above  the  ileocecal  valve  and  turned  the 
cecum  over,  like  a dunce  cap  sitting  on  top 
of  the  rectum,  which  was  divided  so  that 
when  you  looked  through  the  proctoscope 
you  saw  at  the  top,  the  “bottom”  of  the 
cecum.  And,  of  course,  this  twisted  the 
veins  and  was  not  a very  good  procedure. 
He  gave  it  up  and  then  he  found  out  that 
if  he  did  not  take  out  much  terminal  ileum 
the  patients  did  not  have  much  diarrhea. 
I have  one  of  these  patients  who  has  one 
stool  a day  and  another  one  who  has  only 
two.  Most  of  them  have  about  four.  I 
think  this  is  a good  operation.  I think 
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with  multiple  colonic  polyps,  one  of  which 
has  been  proved  to  be  malignant,  it  should 
always  be  considered  with  a good-risk  pa- 
tient. 

Dr.  Moore:  I agree  with  Dr.  Patterson. 
I think  the  colon  should  be  removed.  I 
do  not  think  that  you  can  follow  this  patient 
and  be  absolutely  certain  in  your  mind  that 
you  can  pick  up  a carcinoma  of  the  rectum 
before  it  is  too  late. 

Dr.  Grinnell:  I think  it  is  very  hard 
to  de  definite  about  it,  but  with  a carcinoma 
and  2 polyps,  I think  I’d  be  inclined  to  take 
out  the  cancer  and  do  a polypectomy  on 
the  polyps.  The  age  of  the  patient  enters 
into  it  and  whether  or  not  he  is  the  kind  of 
patient  who  will  come  back  for  further  fre- 
quent examinations.  But,  I think  I would 
try  that  procedure  first. 

Dr.  Turell:  While  we’re  on  this  subject, 
Dr.  Patterson,  would  you  say  a word  or 
two  on  the  effect  of  ileal  contents  on  car- 
cinogenesis as  opposed  to  the  colonic  con- 
tents? 

Dr.  Patterson:  Of  course  William  Hol- 
den, M.D.,  out  in  Cleveland,  has  entertained 
and  interested  us  greatly  by  pointing  out 
that  sometimes  multiple  polyps  if  they  are 
not  too  large  and  not  established  carcinomas 
(and  here,  again,  the  terminology  makes  it 
difficult)  will  go  away  when  subjected  to 
ileal  contents.  For  instance  he  has  had 
patients  with  familial  polyposis,  the  colon 
swarming  with  polyps,  the  larger  ones  toward 
the  rectum  and  the  smaller  ones  around 
toward  the  cecum,  where  as  a matter  of 
interest  he  had  the  surgeon  divide  the  ileum, 
bring  out  the  terminal  ileum,  and  anastomose 
the  proximal  ileum  to  the  sigmoid,  side-to- 
side.  Then  he  has  gone  in  six,  eight,  ten, 
or  twelve  weeks  later  and  taken  out  the 
colon,  done  a subtotal  or  a total  colectomy, 
and  found  that  the  polyps  for  perhaps  6 
inches  below  the  incoming  stream  of  ileal 
content  have  gone  away;  and  even  2 to  3 
inches  above  the  entrance  of  ileal  contents, 
the  polyps  have  disappeared.  Now,  I have 
had  only  one  patient  of  this  sort.  This 
woman  was  seventy-two  and  a very  good 
golfer  even  then,  playing  every  day  in  the 
summer.  She  had  53  colonic  lesions,  of 
which  3 were  large  carcinomas.  We  felt 
her  chance  of  cure  from  any  one  of  these 
carcinomas  was  probably  40  to  45  per  cent. 
The  chance  of  cure  from  all  of  them  was 
pretty  slim.  So  we  took  off  the  rectum  very 


close  to  the  lowest  carcinoma,  knowing 
this  was  a risk,  and  then  did  an  ileoproctos- 
tomy,  leaving  4 inches  of  rectum.  In  the 
lower  rectum  there  were  8 definite  polyps 
about  the  size  of  a small  pea.  We  decided 
we’d  fulgurate  these  later.  We  looked  at 
them  about  six  weeks  later  and  they  were 
all  gone.  What  the  answer  to  this  is  I 
do  not  know,  but  most  of  you  have  read 
about  it  I am  sure.  I think  Holden’s  find- 
ings will  bring  the  matter  up  to  date  and 
give  what  information  we  have  on  it.  It 
certainly  is  an  interesting  problem. 

Margin  in  removal  of  polyps 

Dr.  Turell:  Interesting.  We  have  a 

question  here.  Would  you  advise  further 
surgery  following  removal  of  a malignant 
polyp  where  the  pedicle  has  not  shown  in- 
volvement? If  not,  how  much  margin  in 
millimeters  or  centimeters  would  you  con- 
sider relatively  safe?  Dr.  Grinnell. 

Dr.  Grinnell:  If  in  the  colon  with  a 
malignant  polyp  with  the  carcinoma  con- 
fined to  the  head  I would  do  a resection.  If 
in  the  rectum  and  the  carcinoma  is  confined 
to  the  head  of  the  polyp,  I would  certainly 
think  twice  before  I did  an  abdominoperineal 
resection.  If  it  was  localized  to  the  head, 
and  the  pedicle  was  a well-defined  one,  I 
would  do  just  a polypectomy,  getting  as  low 
as  I could  and  as  far  from  the  lesion  as  I 
could,  because  we  have  never  had  a metasta- 
sis from  a carcinoma  in  the  head  of  a polyp. 

Special  problems 

Dr.  Turell:  How  about  this?  A pedun- 
culate adenoma  shows  an  invasive  cancer 
just  at  the  tip  of  the  body  of  the  polyp  which 
has  a long  pedicle.  Serial  sections  of  this 
pedicle  show  this  to  be  completely  benign. 
Dr.  Grinnell,  would  you  do  anything  further 
if  this  polyp  were  in  the  rectum  within  the 
reach  of  the  sigmoidoscope? 

Dr.  Grinnell:  I’d  just  do  a poly- 

pectomy. 

Dr.  Turell:  And  observe  the  patient 

from  then  on? 

Dr.  Grinnell:  Yes. 

Dr.  Turell:  Now,  if  this  were  in  the 
colon  what  would  you  do?  Would  you  per- 
form a secondary  operation? 

Dr.  Grinnell:  Yes,  I think  I would. 
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Dr.  Turell:  This  happened  to  be  a 

colonic  adenoma.  We  did  not  operate 
again.  We  have  observed  the  patient  for 
well  over  five  years.  There  is  absolutely 
no  recurrence.  This  situation  was  explained 
to  the  patient  and  the  family.  They  knew 
exactly  what  was  going  on  and  they  went 
along  with  that  decision. 

Another  specimen  reveals  almost  the 
same  situation,  but  the  pedicle  is  not  as 
long  as  in  the  preceding  adenoma.  What 
would  you  do  in  this  situation  if  this  were 
rectal? 

Dr.  Grinnell:  What  is  the  extent  of 

the  cancer? 

Dr.  Turell:  The  cancer  is  much  closer 
to  the  base  than  in  the  first  instance. 

Dr.  Grinnell:  I think  I would  do  a re- 
section. 

Dr.  Turell:  This  was  also  a colonic 
polyp  for  which  the  patient  refused  a second- 
ary operation.  He  has  been  followed  now 
for  over  five  years  without  recurrence. 
The  family  as  well  as  the  patient  know  the 
situation.  In  a rectal  situation  I can  see  a 
reason  for  standing  pat,  because  one  can 
easily  follow  this  patient  every  month, 
even  more  often  if  you  want  to. 

We  have  one  more  question  here.  It  is 
probably  a little  bit  of  repetition,  but  we 
are  glad  to  answer  it.  Should  a polyp  be 
removed  because:  (1)  of  danger  of  its  be- 

coming malignant,  or  (2)  uncertainty  as  to 
what  you’re  dealing  with? 

Dr.  Almy:  I think  item  2 is  reason  enough 
because  on  the  average  1 out  of  7 of  these 
polyps  is  malignant  at  the  time  you  remove 
it.  At  least,  it  is  what  is  termed  carcinoma 
in  situ,  or  focal  atypicality,  or  what  you 
will. 

Dr.  Turell:  I call  it  focal  atypicality. 

Dr.  Almy:  But  I think  if  you  don’t  mind, 
Dr.  Turell,  you  earlier  gave  me  the  cue  to 
launch  me  into  this  question  of  the  pre- 
malignant  character  of  the  polyp,  and  this 
is  a good  time  to  do  it. 

This  is,  of  course,  debated  at  the  present 
time.  It  seems  to  me,  however,  that  even 
Ackerman  and  Moyer  and  Castleman  and 
Krickstein  will  agree  that  a few  cases  of 
invasive  cancer  do  arise  from  what  has 
previously  been  thought  to  be  an  adenoma; 
and  a few  are,  in  my  mind,  quite  enough. 
It  seems  to  me  this  gets  us  beyond  a purely 
philosophical  point  about  this.  It  does 
indicate,  however,  the  rarity  of  this  transi- 


tion; does  indicate  that  in  the  group  of  pa- 
tients who  do  have  polyps,  there  are  other 
sites  in  the  mucous  membrane  which  can 
also  give  rise  to  carcinoma  in  the  absence 
of  polyps  at  those  locations.  And  to  the 
internist,  the  most  important  aspect  of 
recognizing  that  a person  has  a polyp  is 
that  it  narrows  down  the  search  for  asymp- 
tomatic carcinoma  to  a group  of  people  in 
whom  the  chance  of  finding  such  a lesion 
is  considerably  greater.  It  labels  an  indi- 
vidual as  more  likely  to  develop  cancer  of 
the  colon  than  the  average  of  the  general 
population. 

Dr.  Turell:  Dr.  Grinnell,  what  posi- 

tion do  you  use  for  the  removal  of  a polyp 
transigmoidoscopically? 

Dr.  Grinnell:  What  postion? 

Dr.  Turell:  Yes.  Knee-chest?  Lithot- 
omy? Sims’  position? 

Dr.  Grinnell:  Knee-chest. 

Dr.  Turell:  Do  you  ever  use  anesthesia? 
In  adults? 

Dr.  Grinnell:  No. 

Dr.  Turell:  Would  you  say  a few  words 
about  polyps  in  children  please,  juvenile 
polyps. 

Dr.  Grinnell:  I have  had  little  experi- 
ence with  juvenile  polyps,  but  I’m  told  that 
they  are  almost  never  malignant.  They 
are  a different  species  from  the  ordinary 
adenomatous  polyp.  They  contain  fat  and 
they  do  not  show  the  anaplastic  changes  that 
you  see  in  adenomatous  polyps.  And  they 
are  much  more  benign  than  adenomatous 
polyps. 

Dr.  Turell:  Is  it  an  adenomatous 

polyp? 

Dr.  Grinnell:  I believe  that  it  is  not. 

Dr.  Turell:  Well,  that’s  the  common 
conception.  In  another  example  part  of  a 
polyp  shows  andeomatous  tissue  and  the 
other  side  shows  an  inflammatory  reaction 
in  a child.  In  other  words  there  is  a mix- 
ture of  inflammatory  reaction  and  adenoma- 
tous tissues  in  the  same  polyp.  It  is  our 
feeling  that  these  children  may  start  with 
an  adenomatous  polyp  in  most  cases.  They 
develop  an  erosion  which  develops  into  an 
acute  inflammatory  reaction  that  sometimes 
replaces  the  adenomatous  architecture. 
Whether  we  are  right  in  most  cases,  I 
don’t  know.  Dr.  Grinnell,  have  you  ever 
seen  cancer  in  a juvenile  polyp? 

Dr.  Grinnell:  No,  I never  have. 

Dr.  Turell:  Has  anybody  seen  a malig- 
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nant  condition  in  a juvenile  polyp?  Dr. 
Moore? 

Dr.  Moore:  No. 

Dr.  Turell:  Dr.  Patterson? 

Dr.  Patterson:  No.  Up  to  what  age 
do  you  call  this? 

Dr.  Turell:  Children,  I’m  sure  I would 
call  up  to  the  age  of  fifteen.  Dr.  Almy? 

Dr.  Almy:  No. 

Dr.  Turell:  Now,  we  have  a few  ques- 
tions given  to  us  by  one  of  the  panelists. 
An  executive,  age  thirty-five,  wants  to  be 
checked  regularly  for  the  presence  of  polyps 
and  early  diagnosis  of  possible  colon  cancer. 
What  would  you  do? 

Dr.  Moore:  I think  this  man  should 

have  a complete  physical  examination  each 
year,  including  a rectal  and  proctoscopic 
examination.  I would  do  a routine  barium 
examination  only  in  case  of  a bad  family 
history  or  if  the  patient  appeared  unduly 
concerned  about  cancer  of  the  colon. 

Dr.  Almy:  I do  not  think  I’d  do  it  every 
year,  unless  he  insists,  because  I don’t 
think  much  is  going  to  turn  up  until  he’s 
forty-five  years  of  age  or  older,  unless  he 
has  a positive  family  history. 

Dr.  Turell:  We’ll  go  to  the  next  ques- 
tion. A man,  age  forty-eight  (thirteen 
years  older),  is  found  on  proctoscopy  to 
have  2 polyps  of  the  upper  rectum,  which 
on  excision  are  benign  adenomas.  What 
would  you  recommend  to  him  regarding 
future  management? 

Dr.  Patterson:  I think  this  patient  is 
suspect  the  rest  of  his  life  as  a potential 
victim  of  carcinoma  of  the  colon.  I would 
probably  try  not  to  frighten  him,  but  I 


would  probably  examine  him  by  sigmoido- 
scope every  six  months  and  do  a barium 
study,  unless  there  was  some  contraindica- 
tion, every  year.  I think  he  is  set  up  for 
trouble. 

Dr.  Turell:  We’ve  mentioned  this  situ- 

ation before.  A man,  aged  sixty-three 
shows  on  proctoscopy  numerous  small,  trans- 
lucent, sessile  polyps,  the  largest  being  4 
mm.  in  diameter.  What  should  be  done? 

Dr.  Grinnell:  I would  certainly  take  an 
excision  biopsy  of  a number  of  them  anyway 
and  see  what  they  showed.  I would  get  a 
barium  enema,  and  then  I would  probably 
check  him  at  yearly  intervals,  gradually 
tapering  off  as  he  grew  older. 

Dr.  Turell:  This  is  a very  difficult 

question  to  answer.  In  the  past  I used  to 
remove  each  and  every  one  of  these  polyps 
with  a cold  biopsy  forceps  and  coagulate  the 
base.  Much  to  my  surprise  I ran  into  an 
adenocarcinoma  in  a 3-mm.  excrescence. 
Since  it  is  impractical  to  remove  50  or  30  or 
even  20  small  excrescences,  I take  out  a few 
for  microscopic  study  and  coagulate  each 
one  to  destroy  them  in  situ,  and  do  not  let 
them  go  untreated. 

Dr.  Almy:  Is  the  color  important? 

Dr.  Turell:  Yes. 

Dr.  Almy:  The  same  color  as  the  sur- 
rounding mucous  membrane? 

Dr.  Turell:  There’s  hardly  any  differ- 
ence. 

Dr.  Almy:  That’s  important,  though. 

Dr.  Grinnell:  Yes,  that’s  important. 

Dr.  Turell:  With  this  we  will  close  the 
panel.  I wish  to  thank  the  panelists  very 
much. 
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In  approximately  one  half  of  all  patients 
with  gynecologic  cancer  treated  by  surgery, 
radiation,  or  both,  there  is  recurrence  or 
progression  of  the  tumor,  which  soon  be- 
comes incurable  by  conventional  methods. 
In  the  past  it  was  thought  that  no  other 
treatment  would  benefit  these  patients. 
More  recently,  chemotherapy  has  provided 
this  50  per  cent  of  patients  with  another 
type  of  treatment. 1-13  Improvement  is  now 
possible  in  many  of  them,  even  though  it 
may  be  only  temporary.  A small  minority 
with  certain  tumors  may  actually  be  cured 
by  chemotherapy. 

Cytotoxic  and  tropic  drugs 

The  drugs  currently  used  in  the  treatment 
of  gynecologic  cancer  are  usually  of  the 
cytotoxic  or  tropic  variety.  The  cytotoxic 
drugs,  which  disrupt  normal  cellular  me- 

* This  study  was  supported  in  part  by  the  National  In- 
stitutes of  Health,  Grant  CA-06723. 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Obstetrics  and  Gynecology,  February  11,  1964. 


in  325  patients  with  advanced  gynecologic 
cancer  treated  with  chemotherapy  alone,  good 
response  occurred  in  46  (14  per  cent)  and  some 
response  in  114  (35  per  cent).  It  was  most 
effective  in  patients  with  disseminated  tropho- 
blastic tumors.  Some  degree  of  toxicity  is 
unavoidable,  as  most  of  the  drugs  have  a 
relatively  small  safety  margin.  In  355  pa- 
tients treated  with  chemotherapy,  the  mortality 
associated  with  drug  administration  was  1 per 
cent,  and  in  another  4 per  cent  chemotherapy 
was  considered  a contributory  factor  to  the 
mortality. 


tabolism,  can  be  classified  further  into  the 
following: 

1.  Alkylating  agents,  including  N,  N', 

N ' '-triethylenethiophosphoramide  (Thio- 

TEP  A) , t cyclophosphamide  (Cytoxan) , t 
nitrogen  mustard,!  A-139,!**-  chlorambucil,! 
and  uracil  mustard. 

2.  Antimetabolites,  including  metho- 
trexate, ! dichloromethotrexate, ! 5-fluorou- 
racil,  5-mercaptouracil,  5 fluorodeoxy uridine, 
and  6-mercaptopurine. 

3.  Antibiotics,  including  actinomycin 
D.! 

4.  Miscellaneous  agents,  including  vin- 
cristine sulfate  (Oncovin ),t  vinblastine  sul- 
fate (Velban) , 1 AB-132(Turloc),t  !!  AB-103 
(Dualar),!!  polyethylene  sulfanate,  methyl- 
glyoxal-bisguanylhydrazone,  and  N dichlo- 
r oacety  1-  DL-ser  ine . 

The  tropic  drugs,  which  are  hormones  or 
hormone-like  compounds,  include  the  fol- 
lowing progestins:  hydroxyprogesterone 

caproate  (Delalutin),!  medroxyprogesterone 
acetate  (Provera),!  and  brom  alpha  keto  pro- 
gesterone. 

Systemic  administration  of  chemotherapy 
is  preferred  over  the  local  use  of  drugs,  since 
the  neoplasm  is  usually  disseminated,  and 
treatment  must  affect  the  tumor  irrespective 
of  its  location.  Intracavitary  drug  instilla- 
tion may  be  employed  for  control  of 
effusions. 

The  cytotoxic  drugs,  in  general,  are  toxic 
both  to  cancer  cells  and  to  the  cells  of 
normal  tissues.  The  normal  tissues  first 

t Drugs  that  we  found  useful  in  the  treatment  of  gyneco- 
logic cancer. 

**  Product  of  Bayer. 

tt  Product  of  Armour. 
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TABLE  I.  Drug  regimens  for  selected  drugs 
effective  in  treatment  of  some  gynecologic  cancers 


Drug 

Route 

Regimens 
(mg.  per  K.g) 

N ,N  ',N ' '-triethylene- 
thiophosphoramide 

Intravenous 

Initial  course:  0.4 

per  day  for  two 
days 

Maintenance  dose 
(optional):  0.2 

weekly  starting 

two  weeks  follow- 
ing initial  course 

Cyclophosphamide 

Intravenous 

A.  2 per  day 

B.  15  per  week 

Chlorambucil 

Oral 

0.2  per  day 

Nitrogen  mustard 

Intrapleural 
or  intraperi- 
toneal 

0.4  single  dose  (can 
be  repeated  after 
two  weeks  if  neces- 
sary) 

Methotrexate 

Oral  or  intra- 
muscular 

0.4  per  day  for  four 
days.  Repeat 

courses  two  weeks 
apart 

H ydroxy  pro  gesterone 
caproate 

Intramuscular 

1 Gm.  per  week 

to  be  affected  are  usually  those  with  a more 
rapid  growth  and  presumably  high  metabolic 
requirements,  for  example,  bone  marrow  and 
gastrointestinal  mucosa. 

Toxic  reactions 

Toxic  manifestations  are  common  with 
most  of  the  cytotoxic  drugs  and  include 
central  nervous  system  effects  such  as 
vomiting  and  anorexia  ;h  ematopoietic  tox- 
icity manifested  by  a decrease  in  the  number 
of  circulating  white  blood  cells  and  platelets; 
and  alimentary  toxicity,  including  diarrhea 
and  ulcerations  of  the  oral  and  gastro- 
intestinal mucosa.  Alopecia,  dermatosis, 
and  peripheral  neurotoxicity  may  occur 
with  some  drugs.  Inasmuch  as  one  usually 
tries  to  obtain  maximum  effect  on  the  tumor 
by  pushing  the  cytotoxic  drug  dose  to 
tolerance,  some  degree  of  toxicity  is  un- 
avoidable. Most  of  these  drugs,  however, 
have  a relatively  small  safety  margin,  and 
because  of  the  variations  in  the  individual 
patient’s  response,  one  should  constantly 
be  on  guard  to  prevent  a potentially  lethal 
overdose.  This  is  not  just  a theoretical 
consideration.  In  the  author’s  experience 
with  355  patients  treated  by  chemotherapy, 
the  mortality  associated  with  the  drug 
administration  was  1 per  cent  (4  patients), 
and  in  another  4 per  cent  (14  patients), 
chemotherapy  was  considered  a con- 
tributory factor  to  the  mortality. 

In  patients  with  active  infection,  those 
who  in  the  recent  past  were  treated  with 


myelosuppressive  drugs  or  other  agents 
such  as  x-ray,  chemotherapy  should  be 
modified  or  deferred.  During  chemother- 
apy? patients  should  be  examined  at  least 
once  a week  for  signs  of  toxicity  and  re- 
sponse, at  which  time  the  hemoglobin, 
white  blood  cell  count,  and  platelet  count 
should  be  determined.  Arbitrarily,  we  have 
considered  a white  blood  count  of  5,000 
and  a platelet  count  of  100,000  per  cubic 
millimeter  or  more  to  be  normal  and  feel 
that  administration  of  full  doses  of  cytotoxic 
drugs  to  those  patients  is  relatively  safe. 
With  the  decrease  in  white  cell  count  to 
3,000  to  5,000  and  platelet  count  to  75,000  to 
100,000,  we  usually  decrease  the  drug  dose 
to  half.  If  the  reduction  in  the  counts  is 
still  greater,  we  withhold  the  drug  com- 
pletely. 

Patients  treated 

Chemotherapy  can  be  employed  as  a sole 
treatment  or  as  an  adjuvant  to  surgery  or 
radiation.  Our  indication  for  chemotherapy 
as  a sole  treatment  is  a progressive  cancer 
unsuitable  for  treatment  with  surgery  and 
radiation.  The  objective  for  the  use  of 
chemotherapy  in  patients  with  completely 
resected  tumors  is  prophylaxis  against  re- 
currence and  as  an  adjuvant  to  radiation  to 
potentiate  its  effect.  The  value  of  chem- 
otherapy in  these  situations  remains  to 
be  proved.  Chemotherapy  as  a sole  treat- 
ment, however,  has  been  found  useful  in  the 
treatment  of  a variety  of  gynecologic 
cancers. 

In  our  clinics,  325  patients  with  advanced 
gynecologic  cancer  have  been  treated  by 
chemotherapy  alone;  44  received  chem- 
otherapy combined  with  radiation,  and 
14  of  these  at  other  times  received  chem- 
otherapy alone.  Among  the  total  of  355 
patients  treated  there  were  108  patients  with 
cervical  carcinoma,  67  with  carcinoma  of  the 
uterine  corpus,  118  with  carcinoma  of  the 
ovary  and  corpus  and  ovary,  6 with  car- 
cinoma of  the  vulva  and  vagina,  31  with 
genital  sarcoma,  14  with  trophoblastic 
tumors,  and  11  with  other  types  of  genital 
cancer.  They  received  484  courses  of 
separate  treatments  with  different  drugs,  as 
described. 

Drug  regimens  for  selected  drugs  of  proved 
clinical  value  in  treatment  of  some  gynecol- 
ogic cancers  are  shown  in  Table  I. 


2432  New  York^State  Journal  of  Medicine  / October  1,  1964 


Results 

The  results  were  measured  primarily  in 
terms  of  responses  that  were  considered  to 
be  of  clinical  value.  Such  “good  responses” 
had  to  show  significant  or  complete  tumor 
regression  associated  with  symptomatic  im- 
provement of  at  least  three  months  dura- 
tion. Mere  shrinkage  of  the  tumor,  sympto- 
matic change  only,  or  responses  of  less  than 
three  months  duration  were  called  “some 
response.”  In  the  325  patients  with  ad- 
vanced gynecologic  cancer  treated  with 
chemotherapy  alone,  good  response  occurred 
in  46  (14  per  cent)  and  some  response  in 
114  (35  per  cent)  of  all  patients. 

Carcinoma  of  cervix.  Vincristine  sul- 
fate,9 a new  drug,  has  been  used  recently  in 
our  clinic.  Of  47  patients  with  cervical 
cancer  treated  with  this  drug,  5 showed  good 
response.  Often  the  severe  neurotoxicity 
frequently  exhibited  in  patients  treated 
with  this  compound  offset  any  benefit  that 
they  derived  from  the  treatment,  and  this 
drug  therefore  cannot  be  recommended  for 
general  use.  We  have  seen  no  clinically 
significant  improvement  in  patients  with 
cervical  cancer  treated  with  alkylating 
agents,  antimetabolites,  actinomycin  D, 
and  hydroxy  progesterone  caproate.  The 
immediate  response  in  15  patients  with 
advanced  primary  or  recurrent  cervical 
cancer  treated  with  a combination  of  radia- 
tion and  AB-132  was  better  than  we  would 
have  expected  had  they  been  treated  with 
radiation  alone.3  One  patient  with  biopsy- 
proved  pulmonary  recurrence  treated  in  this 
fashion  responded  and  is  free  of  detectable 
disease  one  and  a half  years  later.  There 
was  no  noticeable  advantage  over  radiation 
alone  in  6 patients  treated  with  a combi- 
nation of  radiation  and  N-dichloroacetyl- 
DL-serine. 

r ? Adenocarcinoma  of  corpus.  We  have 
employed  alkylating  agents  in  20  patients 
and  have  found  adenocarcinoma  of  the 
corpus  to  be  more  responsive  than  cervical 
cancer.  Some  response,  usually  only  symp- 
tomatic and  of  very  short  duration,  was 
noted  in  14  of  these  patients,  but  a good  re- 
sponse occurred  in  only  1.  This  patient 
sustained  complete  regression  of  tumor  on 
treatment  with  cyclophosphamide.  She 
died  six  months  later  from  myocardial 
infarction,  and  autopsy  failed  to  disclose 
any  residual  cancer. 


In  our  experience,  hydroxy  progesterone 
caproate  has  been  the  most  useful  drug  in 
the  treatment  of  advanced  recurrent  adeno- 
carcinoma of  the  corpus.  This  is  a com- 
pound with  tropic  progestational  effect  on 
normal  and  abnormal  endometrial  tissues. 
It  causes  no  toxic  reaction  that  is  known. 
We  have  treated  40  patients  with  this  drug, 
of  whom  7 showed  a good  response,  usually 
lasting  for  more  than  a year;  6 of  the  7 
patients  are  still  alive.  One  in  whom  the 
vaginal  tumor  regressed  completely  died 
two  years  later  from  pulmonary  embolus, 
and  the  autopsy  revealed  no  residual  cancer. 
Good  response  occurred  in  1 of  9 patients 
treated  with  medroxyprogesterone  acetate. 

Carcinoma  of  ovary.  Of  118  patients 
with  carcinoma  of  the  ovary,  19  (16  per  cent) 
treated  in  our  clinic,  mostly  with  N,N',  N"- 
triethylenethiophosphoramide  have  shown 
a good  response  but,  as  a rule,  a transient  one. 
In  only  3 of  these  patients  did  the  tumor 
regress  completely,  with  no  recurrence  in 
more  than  three  years  observation.  Fifty 
patients  had  ascites  or  pleural  effusion  or 
both.  In  13  (26  per  cent)  the  effusion  was 
completely  controlled,  and  in  19  (38  per 
cent)  it  was  partially  controlled.  In  our 
first  attempts  to  control  effusions  we  used 
N,N  ',N ' '-triethylenethiophosphoramide  in- 
travenously in  preference  to  intracavitary 
instillation  of  nitrogen  mustard. 

Uterine  sarcoma.  Uterine  sarcoma, 
particularly  the  mixed  mesodermal  variety, 
may  sometimes  respond  to  treatment  with 
actinomycin  D alone  or  in  combination  with 
radiation.  Of  9 patients  treated  with  this 
drug  alone,  2 responded,  and  there  was  a 
good  response  in  5 of  11  patients  in  whom  the 
combination  was  employed.  One  patient 
who  had  an  extensive  pelvic  recurrence  of 
the  tumor  after  surgery  and  who  was 
treated  with  a combination  of  actinomycin 
D and  radiation  responded  and  now,  three 
years  later,  is  free  of  detectable  disease. 

Trophoblastic  growth.  Cancer  chem- 
otherapy has  been  most  successful  in 
patients  with  disseminated  trophoblastic 
tumors.  We  have  treated  14  such  patients, 
9 with  choriocarcinoma  and  5 with  metasta- 
sizing hydatidiform  mole.  Of  these  14 
patients,  4 with  metastatic  hydatidiform 
mole  or  chorio -adenoma  destruans  and  4 
with  choriocarcinoma  had  a complete  re- 
mission of  the  disease,  5 of  them  with 
methotrexate,  2 with  dichloromethotrexate, 
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and  1 with  actinomy cin  D ; 3 have  remained 
free  of  disease  for  more  than  five  years. 
One  patient  with  pulmonary  metastases 
from  hydatidiform  mole  who  responded  to 
treatment  with  methotrexate  became 
pregnant  after  three  years  and  gave  birth  to 
her  first  child. 

100  High  Street 
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During  the  last  decade  the  concept  of 
comprehensive  care  in  the  treatment  of 
major  mental  illness  has  received  more  and 
more  interest.  Possibly  one  result  of  the 
new  Federal  legislation  will  be  acceleration 
in  the  rate  of  psychiatric  interest  shown. 
Interest  also  has  centered  on  developing 
services  suitable  for  persons  with  a wider 
range  of  psychiatric  difficulties  and  capable 
of  intervention  at  earlier  periods  in  the  de- 
velopment of  symptoms.1-3  Newer  con- 
cepts, appearing  discrete  and  meaningful  in 
relation  to  specific  areas  or  particular  proj- 
ects, may  seem  more  elusive  in  application 
to  the  problem  of  large  urban  centers. 
How,  then,  are  we  concerned  with  these  con- 
cepts in  New  York  City  for  a population  of 
7.7  million?  And  how  do  we  utilize  the 
newer  models  in  changing  patterns  of 
psychiatric  care  in  New  York  City?4  5 

We  will  first  discuss  generally  the  major 
features  of  comprehensive  care  as  we  have 
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come  to  view  them  in  New  York  City. 
Then  we  will  outline  the  prevalent  patterns 
of  care  given  by  existing  services,  indicating 
the  problems  seen  in  the  light  of  the  new 
concepts.  Finally,  we  will  mention  the 
areas  in  which  measures  are  being  taken  to 
bring  patterns  of  care  in  line  with  new  think- 
ing, giving  examples  of  these  measures. 

If  we  examine  comprehensive  care  in  New 
York  City  from  two  different  perspectives, 
understanding  is  facilitated.  One  would  be 
to  describe  the  characteristics  of  compre- 
hensive care  in  relation  to  a specific  treat- 
ment program.  The  other  is  to  apply  the 
same  characteristics  to  New  York  City  as  an 
entity  to  ascertain  how  the  characteristics 
of  comprehensive  care  may  be  related  to  the 
over-all  pattern  of  services. 

Comprehensive  care  and 
specific  agency  program 

The  basic  features  we  see  as  necessary  to 
the  development  of  a program  embodying 
the  concept  of  comprehensive  care  are  broad 
service  spectrum,  specificity  of  treatment 
regimen,  flexibility  of  service,  and  continuity 
of  care. 

Broad  service  spectrum.  The  first 
feature,  that  of  a broad  service  spectrum, 
calls  for  the  organization  of  a number  of 
discrete  services  which  may  be  employed 
for  a patient  through  the  parent  facility. 
The  services  of  the  spectrum  fall  into  two  dif- 
ferent general  categories:  those  which  are 
primarily  psychiatric  treatment  modes  and 
those  which  in  the  present  context  are  pri- 
marily adjunctive  to  psychiatric  treatment. 
In  the  group  of  primarily  psychiatric  treat- 
ment modes  are  such  services  as  inpatient 
care,  day  care,  night  care,  outpatient  care, 
and  home  care.  In  the  group  of  adjunctive 
services  are  general  medical  services,  rec- 
reation and  socialization  programs,  and 
rehabilitation  and  sheltered  workshop  serv- 
ices. The  psychiatric  treatment  modes  are 
administered  directly  under  the  psychiatric 
division  of  the  general  hospital;  the  ad- 
junctive services  are  generally  under  the 
administration  of  different  services  within 
the  hospital  or  other  community  agencies. 
All  of  these  services  are  related  in  the  context 
of  the  treatment  program  for  the  formally 
identified  patient. 

Specificity  of  treatment  regimen. 
The  structure  that  allows  for  a broad  service 
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spectrum  should  also  allow  for  specificity  in 
an  individual  treatment  regimen.  Compo- 
nents of  a treatment  regimen  should  be 
determined  by  the  needs  of  the  individual 
patient;  in  other  words,  specificity  denotes 
individual  tailoring  of  treatment.  Inpatient 
hospitalization,  for  example,  in  an  agency 
setting,  can  be  regarded  as  but  one  of  several 
closely  related  alternatives.  Other  services, 
such  as  day  care,  outpatient  care,  night 
care,  and  the  adjunctive  services,  are  also 
alternatives  which,  when  prescribed,  increase 
the  potential  to  adapt  a program  closely  to 
the  needs  of  the  patient.  The  amount  of 
time  the  patient  spends  with  his  family  or  in 
the  hospital  can  be  controlled  by  utilizing 
in  appropriate  combination  any  of  several 
treatment  modes.  Negative  features  of  total 
hospitalization  are  minimized,  while  positive 
community,  family,  and  work  ties  are  pre- 
served. Gradation  of  work  stress  can  be 
prescribed  according  to  needs  of  the  patient. 
When  inpatient  hospitalization  is  offered, 
the  treatment  emphasis  is  generally  on  rapid 
reintegration  and  early  return  to  the  sup- 
portive aspects  of  the  patient’s  life  situation. 

Flexibility  of  service.  Closely  related 
to  broad  service  spectrum  and  to  specificity 
of  treatment  regimen  is  flexibility  of  service. 
By  this  is  meant  an  optimum  responsiveness 
to  the  different  needs  of  the  patient  along 
the  course  of  his  illness.  A patient  who 
needs  inpatient  service  at  one  point  and 
night  hospitalization  at  another  should  be 
able  to  utilize  these  services  with  a minimum 
of  dislocation  occasioned  by  administrative 
management  of  the  case.  Flexibility,  which 
is  often  reduced  by  the  need  to  develop 
separate  administrative  units  within  one 
treatment  agency,  can  be  facilitated  by  the 
use  of  a mechanism  such  as  a central  unit  for 
the  control  of  intake  and  transfer  of  patients 
between  units.  The  psychiatric  treatment 
services  can  be  integrated  with  the  ad- 
junctive services  to  allow  the  patient  to  be 
treated  in  more  than  one  unit  of  service  as 
indicated  clinically.  Final  responsibility  for 
the  case  should  reside  in  the  psychiatric 
service  unit  where  the  patient  has  his  major 
treatment  contact. 

Continuity  of  care.  After  establishing 
a broad  service  spectrum,  specificity  of  treat- 
ment regimen,  and  program  flexibility, 
continuity  of  care  begins  to  take  on  signifi- 
cance. With  emphasis  on  brief  hospitaliza- 
tion during  the  periods  of  stress  and  intensive 


treatment  with  early  return  to  the  com- 
munity, the  traditional  boundaries  of  hos- 
pitalization and  aftercare  need  to  become 
less  distinct.  Achievement  of  continuity 
of  care  as  an  objective  may  be  thwarted  by 
administrative  barriers.  It  becomes  an  im- 
portant issue  to  reduce  such  barriers  to  a 
minimum  so  that  all  facilities  within  the 
program  may  be  easily  available  when  the 
patient  needs  them.  To  the  extent  the 
obstacles  are  removed,  continuity  between 
treatment  modes  as  prescribed  may  be 
realized.  The  interchange  between  treat- 
ment units  within  the  spectrum  of  psy- 
chiatric services,  which  is  essential  for  con- 
tinuity of  care,  may  be  aided  by  assigning 
therapeutic  personnel  multiple  duties  in 
overlapping  staffing  patterns  between  units 
by  establishing  uniform  administrative  pro- 
cedures in  all  units  and  by  keeping  stand- 
ardized records. 

Comprehensive  care  and  the  city 

If  we  take  the  city  as  the  “agency”  in 
which  comprehensive  care  is  to  be  given,  the 
scope  of  comprehensive  care  takes  on  a new 
dimension.  The  four  basic  features  of  com- 
prehensive care  must  now  be  seen  in  relation 
to  all  facilities  on  which  the  city  depends 
for  service.  Broad  service  spectrum  here 
also  refers  to  the  availability  within  the 
city  of  a wide  variety  of  necessary  services, 
ranging  from  early  evaluation  to  treatment 
and  aftercare.  Considered  here  is  the  entire 
complex  array  of  psychiatric  and  associated 
facilities  serving  multiple,  sometimes  over- 
lapping, often  nonidentical  functions  and 
operated  under  a variety  of  governmental 
and  nongovernmental  auspices.  Specificity 
of  treatment  program  in  the  broader  picture 
refers  to  the  degree  to  which  this  spectrum 
of  services  can  be  tailored  to  meet  the  re- 
quirements of  persons  with  psychiatric  ill- 
nesses prevalent  in  the  community.  Another 
way  of  expressing  this  is  to  ask  whether  or 
not  these  services  are  so  interrelated  that  the 
kinds  of  disorders  prevalent  in  the  com- 
munity may  be  appropriately  treated. 
Flexibility  of  service,  in  the  context  of  the 
city  as  a whole,  relates  to  the  degree  of  co- 
ordination between  different  facilities.  One 
indication  of  this  is  the  extent  to  which 
patients  can  utilize  the  services  of  separate 
facilities  for  specific  needs  at  different  times 
during  the  course  of  an  illness.  As  in  the 
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case  of  the  specific  program,  continuity  of 
care  reflects  the  manner  in  which  respon- 
sibility for  medical  management  of  patients 
is  maintained.  In  the  broader  picture,  con- 
tinuity of  care  particularly  pertains  to  the 
appropriate  maintenance  of  institutional 
responsibility  on  transfer  of  patients  between 
institutions  and  on  discharge. 

The  characteristics  that  have  meaning  on 
the  level  of  the  agency  program  in  delin- 
eating comprehensive  care  have  meaning 
also  when  applied  to  the  scope  of  the  larger 
administrative  unit — the  community  as  a 
whole.  The  New  York  City  Community 
Mental  Health  Board  has  done  a great  deal 
to  encourage  establishment  of  the  features  of 
comprehensive  care  on  an  agency  program 
level.  However,  the  challenge  of  major 
importance  is  in  securing  an  implementation 
of  these  features  at  governmental  levels,  so 
that  we  may  see  development  of  a compre- 
hensive care  program  for  the  entire  com- 
munity or  city. 

The  areas  in  which  the  Community 
Mental  Health  Board  takes  action  at  govern- 
mental levels  fall  into  three  principal  cate- 
gories: administrative  planning,  legislation, 
and  governmental  coordination.  In  admin- 
istrative planning  are  all  the  activities  en- 
gaged in  by  the  Community  Mental  Health 
Board  to  plan  and  develop  needed  new  and 
expanded  mental  health  services  and  to 
bring  about  effective  coordination  of  these 
services.  In  legislation,  the  Community 
Mental  Health  Board  engages  in  activities 
at  local,  State,  and  Federal  governmental 
levels.  Governmental  coordination  includes 
activities  to  provide  improved  working  rela- 
tionships between  New  York  City  and  the 
State  in  all  areas  of  mental  health  program- 
ming and,  more  specifically,  to  resolve  the 
problems  affecting  municipal  and  State 
psychiatric  facilities.6  Before  we  give  spe- 
cific examples  of  Community  Mental  Health 
Board  activity  in  these  categories,  it  will 
lend  clarity  to  describe  the  problems  in  cur- 
rent services  to  which  measures  are  being 
addressed  in  the  light  of  modern  concepts. 


Current  patterns  of  care  in 
New  York  City 

Aside  from  private  practice,  a pattern  not 
considered  in  this  report,  and  the  voluntary 
general  hospital,  which,  to  the  present  time, 


has  played  a minor  role,  psychiatric  care  for 
mental  disorder  has  been  rendered  almost 
entirely  by  municipal  and  State  hospital 
systems.7  The  work  has  been  divided,  with 
the  municipally  operated  hospitals  having 
responsibility  for  patient  evaluation  and 
short-term  care  and  the  State-operated 
mental  hospitals  having  responsibility  for 
long-term  care.  All  the  municipal  hospitals 
are  located  within  New  York  City;  some  of 
the  State  hospitals  serving  residents  of  the 
city  are  within  the  city  also.  Others  are 
located  relatively  long  distances  from  the 
center  of  population.  The  two  hospital 
systems,  municipal  and  State,  for  years  have 
borne  the  burden  of  providing  evaluation 
and  treatment  in  major  mental  illness. 
These  systems,  moreover,  in  providing  serv- 
ices for  the  more  severely  disturbed,  have 
given  relatively  little  service  to  those  having 
early  or  moderate  symptoms.  This,  on  a 
comparative  basis,  is  less  true  of  the  munici- 
pal than  of  the  State  system. 

Voluntary  general  hospital  services  have 
provided  almost  no  service  for  major  psychi- 
atric disorders.  In  New  York  City,  as 
elsewhere  in  this  country,  few  voluntary 
facilities  to  serve  the  patient  in  his  home 
community  were  established  for  this  group  of 
disorders.  Even  after  establishment,  local 
medical  facilities,  municipal  and  voluntary, 
were  not  deemed  to  be  charged  properly  with 
caring  for  the  severely  disturbed.  Rather, 
the  role  of  the  local  facility  was  ideally 
believed  to  be  to  render  short-term  treat- 
ment to  those  able  to  maintain  at  least  a 
partial  community  adjustment.  Only  in 
recent  years  have  the  voluntary  general 
hospitals  organized  inpatient  services. 
These  do  not  provide  care  in  the  same  way 
as  do  the  municipal  services.  Often,  the 
main  focus  of  the  voluntary  general  hospital 
facility  has  been  on  research  and  training 
that  determines  the  kind  of  care  given  and 
narrowly  defines  the  characteristics  of  pa- 
tients admissible  for  care.8-9 

In  1961  in  New  York  City  the  municipal 
hospitals  accounted  for  about  29,000  psy- 
chiatric admissions,  proprietary  hospitals 
for  7,000,  and  voluntary  hospitals  for  2,000. 
By  way  of  further  comparison,  the  State 
hospitals  accounted  for  14,000  admissions, 
substantially  less  than  half  the  number  ad- 
mitted to  local  services.10  Approximately 
40  per  cent  of  municipal  hospital  admissions 
become  transfers  to  the  State  facilities,  in- 
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dicating  the  extent  of  local  involvement  in 
the  care  of  major  mental  illness.  The 
majority  of  State  hospital  admissions,  in 
fact,  resulted  from  municipal  hospital  ad- 
missions that  were  transferred  to  State 
hospitals. 

First  degree  of  separation.  Services 
in  the  public  facilities  operate  in  the  follow- 
ing manner:  To  receive  psychiatric  evalua- 
tion, a patient  with  a major  psychiatric 
problem  must  be  brought  from  his  home 
community  some  distance  to  a municipal 
hospital.  This  may  be  viewed  as  a first 
degree  of  separation  from  the  home  and 
community,  as  the  patient  in  this  case  does 
not  reside  in  the  vicinity  of  the  hospital. 
This  separation,  produced  by  removal  to  a 
large,  distant  facility  with  unfamiliar  per- 
sonnel, may  be  an  awesome  prospect  to  the 
patient  and  thus  tends  to  foster  delay  in 
seeking  treatment. 

When  the  patient  arrives  at  the  hospital,  a 
decision  by  the  physician  to  admit  may  be 
fostered  by  this  same  geographic  concern. 
The  inconvenience  of  travel  and  the  ad- 
ministrative difficulties  in  arranging  evalua- 
tion in  any  other  way  may  result  in  over- 
hospitalization.11 Other  patients  needing 
care  short  of  hospitalization  are  not  admitted 
but  are  referred  with  recommendations  to 
obtain  treatment  on  an  ambulatory  basis. 
These  patients  are  frequently  lost  to  follow- 
up for  at  least  two  reasons: 

First,  local  community  facilities  providing 
ambulatory  care  are  scarce,  and  thus  more 
initiative  and  motivation  are  required  to 
achieve  acceptance  on  the  part  of  the  ap- 
plicant than  is  characteristic  of  the  average 
patient.  The  second  reason  patients  are 
“lost”  is  related  to  the  first.  For  the  cen- 
trally located  professional  staff  in  a large 
group  of  communities,  making  adequate 
referrals  and  effecting  satisfactory  disposi- 
tion of  cases  is  extremely  cumbersome.  The 
staff,  burdened  by  responsibility  for  a large 
turnover  of  cases  coming  from  the  several 
communities  of  the  large  area,  does  not 
become  familiar  with  all  the  assets  and 
liabilities  of  services  available  in  each  of  the 
smaller  communities  from  which  an  individ- 
ual patient  may  originate.  As  a result,  the 
large  central  hospital  cannot  reach  out  ef- 
fectively to  the  more  remote  communities 
with  which  there  are  few  formal  and  informal 
ties. 

Clinical  evaluation  in  a large  central 


facility  creates  problems  that  interfere  with 
achievement  of  comprehensive  care.  The 
staff  of  the  centralized  hospital  has  less  op- 
portunity to  deal  with  other  family  or  com- 
munity members  who  might  be  involved  in 
the  case,  making  difficult  a thorough  evalua- 
tion of  the  social  factors  in  the  case.  The 
“social  admission,”  in  which  the  disabled 
person  is  ejected  from  the  family  and  com- 
munity for  essentially  social  rather  than 
psychiatric  reasons,  must  be  confronted  in 
preventing  unnecessary  hospitalization.  As- 
sessment is  difficult  when  obstacles  of  dis- 
tance and  administration  prevent  contact 
with  the  family  and  community  by  hospital 
staff.  Also,  evaluation  done  in  this  manner 
puts  the  patient  in  contact  with  personnel 
having  no  familiarity  with  him  and  little 
understanding  of  the  community  from  which 
he  comes.  Thus,  in  terms  of  the  professional 
staff,  there  is  little  prospect  for  continuity 
of  care  from  evaluation  through  treatment 
processes.  From  the  patient’s  point  of  view, 
unless  he  is  admitted,  professional  contacts 
made  during  initial  evaluation  are  essentially 
lost. 

Second  degree  of  separation.  For  the 
patient  who  is  admitted,  whether  for  further 
evaluation  or  treatment,  the  factors  that 
have  been  mentioned  continue  to  interfere 
with  his  receiving  care  that  we  could  prop- 
erly call  comprehensive.  Moreover,  ad- 
mission for  these  purposes  represents  a 
further  or  second  degree  of  separation  from 
the  patient’s  home  community  and  carries 
with  it  additional  undesirable  features.  In 
view  of  the  short  period  of  time  that  pa- 
tients usually  remain  in  the  municipal 
facility,  a treatment  program  is  generally  not 
initiated.  This  time,  15.7  days  for  patients 
transferred  to  State  hospitals,  is  slightly 
longer  than  the  13.5  days  for  those  returned 
home. 

The  period  of  hospitalization  is  poorly 
utilized.  The  absence  of  an  active  treatment 
program  probably  prolongs  the  period  of 
hospitalization  necessary  for  the  many  who 
need  active  treatment  and  also  hinders  the 
development  of  adequate  discharge  plans  for 
those  returning  to  the  community.  Further- 
more, whatever  therapeutic  ties  may  be 
developed  between  the  patient  in  the  munici- 
pal facility  during  this  period  are  neutralized, 
either  on  transfer  to  a State  hospital  or  on 
discharge  back  to  his  home,  by  forces  in  the 
system  operating  to  prevent  continuation  of 
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treatment  with  the  same  professional  person- 
nel and  with  the  same  institution. 

Third  degree  of  separation.  For  the 
admitted  municipal  hospital  patient  found 
to  require  long-term  hospitalization,  transfer 
to  a State  hospital  is  necessary.  This  trans- 
fer, a third  degree  of  separation  from  his 
home  community,  is  often  particularly 
traumatic  for  the  patient.  Many  patients 
object  to  transfer  who  might  not  under  more 
favorable  circumstances.  At  present,  most 
patients  (54  per  cent)  are  transferred  by 
commitment  procedure,  since  commitment 
permits  the  administrative  handling  of  large 
numbers  of  patients  with  a minimum  of 
contact  achieved  with  the  family  and  com- 
munity of  the  patient. 

Even  under  the  best  system  imaginable, 
transferring  patients  from  one  institution  to 
another  may  be  disruptive  to  the  basic 
features  of  comprehensive  care.  With 
transfer,  moreover,  valuable  information 
already  gained  about  the  patient  is  lost,  as 
there  is  little  standardization  of  communica- 
tion procedures  between  institutions.  Liai- 
son between  city  and  State  institutions  is 
difficult  because  of  size,  distance,  and  the 
different  administrative  systems  involved. 
The  discontinuity  of  care  between  municipal 
and  State  hospitals  may  be  assumed  to  result 
in  a degree  of  duplication  of  service  which 
delays  the  progress  of  treatment  for  the  pa- 
tient and  which  consumes  wastefully  a large 
amount  of  professional  and  clerical  staff 
time. 

The  factors  that  militate  against  compre- 
hensive care  as  the  patient  is  separated  from 
his  home  community  continue  to  be  opera- 
tive, making  difficult  the  task  of  the  State 
hospital.  The  scope  of  this  report  cannot  be 
increased  to  describe  how  these  same  prob- 
lems are  carried  through  to  the  State  hospi- 
tal. Suffice  it  to  indicate  that  we  believe 
similar  problems  are  met  in  these  large 
centralized  State  institutions  which  are 
poorly  integrated  with  the  local  community 
in  treatment  and  aftercare  phases. 

To  summarize:  the  prevailing  patterns  of 
care  for  the  severely  psychiatrically  dis- 
turbed is  in  the  main  rendered  by  municipal 
and  State  hospital  facilities  within  two 
highly  centralized,  discontinous  systems.  A 
few  other  facilities  provide  service  in  the 
community,  but  these  are  of  modest  numeri- 
cal importance.  The  patient  must  travel 
relatively  long  distances,  come  in  contact 


with  a variety  of  personnel,  and  go  through 
different  administrative  procedures  in  ob- 
taining evaluation,  treatment,  and  after- 
care. 

Measures  for  altering  existing  patterns 

As  mentioned  earlier,  activities  of  several 
types  are  initiated  in  New  York  City  by  the 
Community  Mental  Health  Board  to  elimi- 
nate discontinuity,  to  promote  decentralized 
service,  and  to  achieve  comprehensive  care. 
These  measures  involve  administrative  plan- 
ning, legislation,  and  governmental  co- 
ordination. 

Administrative  planning.  In  the  area 
of  administrative  planning,  the  Community 
Mental  Health  Board,  in  conjunction  with 
voluntary  and  municipal  agencies,  has 
sought  to  increase  the  evaluative  facilities 
available  in  the  home  community  of  the 
patient.  To  increase  the  accessibility  of 
facilities,  thereby  making  available  more 
opportunities  for  outpatient  evaluation,  the 
Community  Mental  Health  Board  has  sup- 
ported new  local  clinics  through  contacts  for 
service  with  voluntary  agencies.  As  of  July 
1,  1962,  contracts  were  held  with  44  volun- 
tary agencies  operating  outpatient  and  other 
mental  health  services.  These  agencies 
operated  a total  of  60  clinics  in  the  five 
boroughs  of  New  York  City.  These  clinics, 
as  they  become  a part  of  the  city-wide 
program  of  comprehensive  care,  will  vastly 
increase  the  potential  for  the  individual 
patient  to  obtain  psychiatric  evaluation  in  a 
facility  close  to  his  own  home. 

Other  Community  Mental  Health  Board 
activities  in  administrative  planning  are 
geared  to  the  development  of  psychiatric 
facilities  that  may  become  the  focus  of 
comprehensive  care  programs.  The  ob- 
jective here  is  to  develop  new  services  in  in- 
stitutions with  the  resources  and  inclination 
to  work  toward  the  development  of  a broad 
spectrum  of  services.  If  the  basic  capability 
is  present,  a facility  can  gradually  expand 
its  program  according  to  the  needs  of  the 
community  it  serves,  developing  a range  of 
services  that  provide  comprehensive  care. 
Such  a service  would  provide  direct  service 
for  patients  from  evaluation  to  short-term 
care.  There  are  now  six  voluntary  general 
hospitals  in  New  York  City  which  have  de- 
veloped some  of  the  services  necessary  for 
comprehensive  care.  These  are:  Monte- 
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fiore,  Mount  Sinai,  New  York,  Roosevelt, 
St.  Luke’s,  and  St.  Vincent’s  Hospitals. 
All  these  hospitals  have  inpatient  and  out- 
patient services,  and  some  have  programs  in 
day  care,  night  care,  and  community  care  as 
well.12* 

Montefiore  Hospital  in  the  Bronx  is  an 
example  of  a general  hospital  which  is  giving 
special  attention  to  the  development  of 
comprehensive  care  for  the  mentally  ill. 
The  psychiatric  service  there  has  respon- 
sibility for  providing  comprehensive  service 
to  a relatively  small  area  of  the  Bronx, 
an  area  having  a population  of  30,000.  By 
limiting  the  population  to  be  served,  there 
is  increased  feasibility  of  providing  a com- 
prehensive service.  If  psychiatric  service  is 
indicated,  residence  is  actually  the  only  basis 
for  being  admitted.  Services  are  provided 
to  all  persons  without  such  restrictions  as 
“admissions  policies,”  which  are  sometimes 
designated  to  eliminate  patients  considered 
not  amenable  to  traditional  forms  of  treat- 
ment. In  this  way  a treatment  milieu  is  not 
created  for  a favored,  select  sample  of  the 
population  but  is  open  to  all  in  the  com- 
munity served.  Within  this  setting  it  is 
possible  to  study  the  feasibility  of  providing 
whatever  psychiatric  services  are  needed  for 
the  residents  of  the  area.  Also  possible  is 
some  determination  of  the  extent  to  which  a 
working  relationship  to  other  facilities  such 
as  a State  hospital  is  necessary  for  an  ef- 
fective voluntary  general  hospital  program. 
The  psychiatric  service  of  Montefiore  Hospi- 
tal is  expected  to  give  leadership  and  super- 
vision to  the  psychiatric  services  of  a local 
city  institution,  namely,  Morrisania  Hospital. 
This  is  one  of  the  measures  initiated  by  the 
Department  of  Hospitals  and  the  Com- 
munity Mental  Health  Board  to  develop  new 
and  expanded  services  in  the  smaller  munici- 
pal hospitals.  A major  cornerstone  of  these 
programs  is  affiliation  with  medical  schools 
and  teaching  hospitals  for  staffing  and 
program.13 

* To  an  increasing  extent  we  now  seek  to  include  in  these 
programs  some  service  which  can  provide  an  orientation  to- 
ward the  psychiatric  problems  outside  the  hospital.  The 
development  of  psychiatric  consultation  service  to  other 
medical  and  nonmedical  agencies  in  the  community,  with  the 
goal  of  improving  their  competence  to  deal  with  mental 
health  problems,  is  the  best  example  of  a program  in  this 
category.  Agencies  with  which  such  programs  can  be  con- 
ducted are  the  schools,  residential  centers  for  the  aged,  nurs- 
ing homes,  health  department  facilities,  and  settlement 
houses.  Behind  this  approach  lie  important  rationales  in 
extending  the  “arms”  of  the  medical  facility  into  the  com- 
munity, developing  more  communication  with  community 
agencies,  and  providing  a broader  base  for  the  medical  opera- 
tions. 


In  the  category  of  municipal  hospital 
services,  one  new  service  has  been  opened  in 
the  past  year,  three  others  are  in  the  stage 
of  active  planning,  and  three  more  are  in  the 
beginning  stages  of  planning.  The  operating 
program  is  at  Harlem  Hospital,  Manhattan, 
where  inpatient  service  and  day  hospital  care 
have  been  initiated  in  affiliation  with  Colum- 
bia University.  A new  service  is  being  plan- 
ned in  the  Bronx  with  the  Albert  Einstein 
College  of  Medicine  for  the  Lincoln  Hospital; 
a large  expansion  of  service  is  planned  for 
Metropolitan  Hospital,  Manhattan,  in  as- 
sociation with  the  New  York  Medical  Col- 
lege; and  a greater  clinical  capability  is 
planned  for  Queens  General  Hospital. 
Others  in  initial  planning  stages  include 
Greenpoint,  Cumberland,  and  Delafield 
Hospitals. 

Administrative  planning,  then,  has  pro- 
moted the  development  of  evaluative  facil- 
ities in  clinics  and  of  general  psychiatric 
services  in  conjunction  with  the  voluntary 
general  and  municipal  general  hospitals. 
With  new  local  facilities  providing  a spec- 
trum of  services  in  more  and  more  limited 
communities,  we  anticipate  that  the  flow  of 
psychiatric  patients  to  the  large  municipal 
hospitals  eventually  will  be  reduced.  A 
result  of  this  decreased  flow  should  be  to 
permit  these  hospitals  to  act  less  as  a “way 
station”  for  patients  en  route  to  State  hospi- 
tals and  to  develop  increasingly  specific 
treatment  programs.  The  long  over- 
burdened city  hospital  would  then  be  free  to 
develop  a community  program  and  provide 
comprehensive  services  for  a much  smaller 
geographic  area  than  it  now  perforce  must 
cover.  When  an  ample  number  of  facilities 
are  developed,  the  city  may  be  districted 
into  population  units  of  approximately  equal 
size  for  which  complete  coverage  through 
short-term  care  might  be  provided.  Long- 
term care,  now  arbitrarily  defined  as  longer 
than  three  months,  would  remain  the 
province  of  the  State  hospital  system,  ac- 
cording to  this  pattern. 11 14 

Legislation.  In  matters  referable  to 
legislation,  the  Community  Mental  Health 
Board  has  supported  some  and  opposed 
other  measures  at  all  levels  of  government. 
We  have  supported  legislation  that  has  been 
enacted  with  the  goal  of  increasing  the 
handling  of  psychiatric  cases  as  a medical 
responsibility  and  decreasing  involvement 
with  the  judicial  process.  The  rationale  for 
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this  is  basic  to  the  more  recent  concepts  of 
psychiatric  care  and  has  been  discussed  else- 
where. Examples  of  supported  measures  are 
the  Two  Physician  Certificate  (Section  73 A 
of  the  Mental  Hygiene  Law)  and  the  In- 
formal Admission  Procedure  (Section  71  of 
the  Mental  Hygiene  Law).  The  first 
measure  allows  a nonvoluntary  patient  to  be 
admitted  to  a mental  hospital,  with  judicial 
review  only  after  admission.  The  second 
measure  allows  voluntary  patients  to  be  ad- 
mitted to  mental  hospitals  in  a manner 
similar  to  those  required  for  nonpsychiatric 
admission  to  general  hospitals. 

Governmental  coordination.  The 
Community  Mental  Health  Board  is  in- 
volved, in  the  interest  of  comprehensive 
planning,  in  governmental  coordination. 
The  goal  here  is  to  achieve  better  coordina- 
tion between  State  and  local  governments, 
both  of  which  are  engaged  in  the  provision 
of  psychiatric  care.  As  more  locally  based 
community  mental  health  services  are  de- 
veloped, an  increased  need  arises  for  proper 
coordination  between  facilities  of  New  York 
City  and  New  York  State.  Coordination 
between  city  and  State  is  particularly  dif- 
ficult in  view  of  the  different  administrative, 
philosophic,  and  patient  care  orientations. 
Moreover,  the  different  governmental  aus- 
pices of  their  facilities  create  obstacles  to 
setting  up  appropriate  channels  through 
which  problems  can  be  worked  out  on  a 
regular  basis.1516  An  illustration  of  this 
activity  are  the  negotiations  that  were 
carried  on  in  the  past  year  between  the 
State  of  New  York  Department  of  Mental 
Hygiene,  the  Department  of  Hospitals  of 
New  York  City,  and  the  New  York  City 
Community  Mental  Health  Board  to  im- 
prove patient  flow  between  the  city  and 
State  institutions. 

Summary 

To  recapitulate,  then,  we  see  the  problem 
of  initiating  change  in  patterns  of  psychiatric 
care  in  New  York  City  as  one  which  involves 
two  major  parts.  One  is  to  understand  cur- 
rent problems  in  patterns  of  services  against 
the  background  of  the  newer  concepts  of 
care.  Second,  there  are  the  activities  neces- 


sary to  initiate  change.  In  New  York  City 
we  see  inadequate,  discontinuous,  and 
centralized  service  as  the  major  problems  to 
be  dealt  with  in  the  ongoing  services.  These 
problems  must  be  constantly  re-examined  in 
relation  to  criteria  for  a broad  spectrum  of 
services,  specificity  of  treatment  regimen, 
flexibility  of  service,  and  continuity  of  care — - 
features  necessary  to  a comprehensive 
program. 

Measures  to  solve  the  problems  and 
achieve  a comprehensive  program  involves 
integrating  these  basic  features  into  the 
program  on  an  operating  level  as  well  as 
engaging  in  a variety  of  activities  of  which 
examples  have  been  given  in  the  categories 
of  administrative  planning,  legislation,  and 
governmental  coordination. 
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T he  development  of  massive  hepatic  me- 
tastases  in  a patient  with  mammary  carcino- 
ma is  an  ominous  sign,  usually  presaging  a 
rapid  terminal  course  of  several  months  dura- 
tion. Regression  of  metastatic  hepatomegaly 
with  complete  clinical  remission  has  rarely 
been  observed  in  response  to  various  hormo- 
nal and  ablative  methods  of  therapy.  Here- 
tofore, chemotherapeutic  agents  by  systemic 
administration  have  been  deemed  unable  to 
induce  regression  in  any  significant  propor- 
tion of  cases  with  hepatic  metastases  from 
any  form  of  carcinoma.1  In  a large  series  of 
patients  with  advanced  breast  carcinoma  we 
recently  employed  the  simultaneous  com- 
bination of  full  doses  of  the  alkylating  agent, 
thio-TEPA  (triethylene  thiophosphoramide) 
and  the  folic  acid  antagonist,  methotrexate, 
in  conjunction  with  androgens  and  steroids.2 
In  a group  of  8 patients  with  massive 
metastatic  hepatomegaly  so  treated  with 


this  four-drug  regimen,  there  was  only  a 
single  instance  of  objective  regression  of  the 
hepatic  metastases  accompanied  by  a sig- 
nificant clinical  remission. 

In  this  report  we  present  results  of  a five- 
drug  regimen  adopted  since  February,  1962, 
when  the  antipyrimidine  agent,  5-FU  (5- 
fluorouracil),  was  added  to  a multiple-drug 
armamentarium  against  massive  neoplastic 
hepatomegaly  from  mammary  carcinoma. 
Objective  regression  and  clinical  remission 
were  obtained  in  7 of  9 consecutive  cases  of 
massive  hepatic  metastases,  most  of  them 
complicated  by  jaundice  and  ascites.  All 
9 patients  showed  rapid  regression  of  massive 
hepatomegaly  after  this  5-FU  combination 
chemotherapy.  Following  are  summarized 
the  results  in  16  consecutive  patients  treated 
for  massive  hepatic  metastatic  disease  by 
multiple  combinations  of  cytotoxic  agents. 
A preliminary  report  of  this  work  has  al- 
ready been  presented  in  part.3 

Materials  and  methods 

5-FU  was  administered  undiluted,  by 
syringe  technic  intravenously,  with  aggre- 
gate dosage  dependent  on  the  assigned  “risk 
category”  of  the  patient.  Drug  dose  was  not 
based  on  body  weight.  The  clinical  condi- 
tion and  recent  previous  therapy  of  each 
patient  determined  the  extent  and  duration 
of  the  antipyrimidine  “titration.”  The 
aggregate  dose  during  the  first  two  weeks 
of  therapy  was  approximately  30  to  50  per 
cent  of  the  optimum  dose  recommended  for 
good-risk  patients  (Table  I).  Individual 
doses  varied  from  350  to  500  mg.  (5  to  10  mg. 
per  kilogram).  During  the  first  week  the 
priming  dosage  of  5-FU  consisted  of  three  to 
five  350-  to  500-mg.  daily  doses.  After  this 
priming  dosage  was  given,  an  invariable 
three-  or  four-day  lapse  was  observed,  pend- 
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TABLE  I.  Results  of  combination  chemotherapy 
in  hepatic  metastases  from  breast  carcinoma 


Therapy* 

Thio- 

TEPA 

+ 

Metho- 

trexate 

5-FU  + 
Thio-TEPA 
+ Metho- 
trexate 
(cyclophos- 
phamide) 

Number  of  patients 

8 

9 

Liver  regression 

1 

9 

Clinical  remission 

2 

7 

Survival  >3  months 

2 

7 

Regression  >3  months 

1 

7 

>6  months 

1 

2 

>1  year 

0 

1 (2) 

* All  patients  received  testosterone  and  prednisone  (see 
text). 


ing  the  appearance  of  any  early  signs  of 
antipyrimidine  toxicity.  Thereafter  the  pa- 
tient was  placed  on  a maintenance  schedule 
of  two  or  three  doses  of  350  to  500  mg.  of 
5-FU  per  week  for  the  next  three  weeks. 
Methotrexate  was  administered  orally  in 
discrete  courses  at  a scaled-down  dosage  of 
5 to  7.5  mg.  per  day  adapted  for  poor-risk 
patients.2  The  aggregate  weekly  doses  of 
methotrexate  totaled  from  22.5  to  52.5  mg. 
Each  patient  was  carried  to  a recognizable 
minimal  stomatitis  before  the  antifol  (folic 
acid  antagonist)  was  withdrawn.  This  usu- 
ally occurred  on  the  fifth  to  seventh  day  of 
methotrexate  therapy.  It  was  not  always 
possible  to  differentiate  the  antifol  stomatitis 
from  an  oncoming  antipyrimidine  stomatitis 
when  both  5-FU  and  methotrexate  were 
started  simultaneously.  The  priming  dos- 
age of  thio-TEPA  consisted  of  60  mg.  ad- 
ministered in  divided  doses  intramuscularly 
over  a four-day  period.  Aqueous  crystalline 
testosterone  was  the  sole  androgen  prepara- 
tion employed.  Dosage  ranged  from  300 
to  450  mg.  per  week  for  three  weeks,  followed 
by  progressive  reduction  after  masculiniza- 
tion  appeared.  Prednisone  dosage  was 
limited  to  from  15  to  20  mg.  per  day  orally 
during  the  first  week.  Thereafter  it  was 
reduced  to  from  5 to  10  mg.  per  day. 
Cyclophosphamide  (Cytoxan)  was  admin- 
istered intravenously  only  when  nausea 
obviated  the  oral  route. 

All  patients  in  this  series  were  post- 
menopausal after  radical  mastectomy.  The 
metastatic  hepatomegaly  was  confirmed  by 
unequivocal  physical  signs  and  aspiration 
biopsy.  The  16  patients  comprising  this 
study  represent  all  those  with  predominant 


metastatic  hepatomegaly  from  among  a 
series  of  98  patients  who  were  seen  for  com- 
bination chemotherapy  of  advanced  breast 
carcinoma.3 

Results 

The  16  patients  were  divided  into  two 
groups.  Group  I consisted  of  8 patients 
treated  with  the  combination  of  thio- 
TEPA,  methotrexate,  androgens,  and 
steroids  prior  to  February,  1962.  Group 
II  consisted  of  9 patients  (1  patient  is  in 
both  groups)  treated  since  February,  1962, 
when  5-FU  was  added  to  the  previous  four 
agents  employed.  The  extent  of  disease 
and  general  nature  of  the  cases  were  com- 
parable in  both  groups.  In  the  8 Group  I 
cases  there  was  only  1 patient  who  showed 
objective  regression  in  metastatic  hepa- 
tomegaly. Another  patient  showed  sympto- 
matic palliation.  The  single  objective  re- 
sponsive case  showed  a marked  reduction  of 
left  lobe  hepatic  metastases  after  thio- 
TEPA  plus  methotrexate,  without  the  addi- 
tion of  testosterone  or  prednisone.  She  was 
the  sole  patient  in  Group  I with  “fresh’  ’ 
metastases  previously  not  treated  by 
hormone  therapy,  at  her  own  insistence. 
When  recurrence  of  diffuse  hepatic  infiltra- 
tion developed  eleven  months  after  treat- 
ment with  the  thio-TEPA-methotrexate 
maintenance  regimen,  she  was  treated  by  the 
addition  of  5-FU  and  prednisone.  Although 
regression  of  this  thio-TEPA-methotrexate- 
resistant  hepatic  infiltration  occurred  after 
the  5-FU  therapy,  the  patient  slowly  lapsed 
into  a terminal  hepatic  coma  two  months 
after  the  regression  had  occurred.  The  liver 
did  not  re-enlarge  prior  to  death.  The 
single  case  of  palliation  without  objective 
regression  showed  a “plateau”  type  of  symp- 
tomatic remission  for  a four-month  period, 
but  massive  hepatic  metastases  remained 
unchanged.  All  six  of  the  thio-TEPA- 
methotrexate  symptomatic  failures  died  in 
a progressively  downhill  course  within  two 
months  after  onset  of  the  four-drug  com- 
bined regimen  (Table  I). 

All  9 of  the  Group  II  fluorouracil-treated 
cases  showed  rapid  regression  of  hepatic 
metastases  from  the  five-drug  regimen  (Table 
I).  Seven  of  these  patients  developed  strik- 
ing clinical  remissions  in  association  with 
this  rapid  regression  of  massive  hepato- 
megaly (Fig.  1).  These  objective  regressions 
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FIGURE  1.  Metastatic  hepatomegaly  response  to 
5-fluorouracil-combination  therapy.  Regression  of 
liver  size  in  most  recent  4 cases  treated.  Regres- 
sion occurred  when  5-FU  was  added  to  a metho- 
trexate and  alkylating  agent  combination  which 
had  been  insufficient  to  consistently  inhibit  hepatic 
metastases. 


and  remissions  were  associated  with  sub- 
stantial degrees  of  improvement  in  labora- 
tory parameters  of  liver  function.  Three  re- 
verted to  almost  complete  normal  liver  func- 
tion as  judged  by  the  conventional  battery 
of  liver  function  tests.  Only  persistent 
alkaline  phosphatase  elevations,  although  at 
lower  than  pretreatment  levels,  were  ob- 
served during  the  clinical  remissions  in  the 
3 best  responders.  At  the  time  of  this  re- 
port, 5 of  the  7 responding  cases  have  re- 
lapsed three  to  five  months  after  the  five- 
drug  program  (Table  I).  All  of  these  died 
within  four  to  six  weeks  after  relapse  with  a 
syndrome  of  hepatic  failure.  Two  patients 
remain  asymptomatic  in  apparently  complete 
remission  for  twelve  and  fourteen  months  after 
the  onset  of  chemotherapy.  These  two 
long-term  responders  were  the  only  cases  in 
our  series  without  jaundice.  The  most  re- 
cent 4 cases  consecutively  treated  with  this 
combined  five-drug  regimen  are  presented 
briefly  in  Figure  1.  A composite  scheme 
of  the  five-drug  regimen  employed  for  meta- 
static hepatomegaly  is  shown  in  Figure  2. 
Schedule  A was  given  to  7 patients  and 
Schedule  B to  2 patients,  with  minor  varia- 
tions in  dosage  from  case  to  case. 


Case  reports 

Case  1.  This  fifty-year-old  female  was 
admitted  to  the  hospital  on  July  10,  1963,  five 
and  one-half  years  after  left  radical  mastec- 
tomy. She  gave  a nine-month  history  of  pro- 
gressive 40-pound  weight  loss,  anorexia,  and 
fatigue,  culminating  in  extreme  somnolence, 
nausea,  and  inability  to  control  normal  bodily 
functions.  Physical  examination  revealed  a 
chronically  ill  female,  roused  with  difficulty, 
obtunded  in  a stuporous  (precomatose)  state. 
A huge,  hard,  nodular  liver  filled  approximately 
four  fifths  of  the  abdominal  cavity  (Fig.  1,  Case 
1).  There  was  no  jaundice  or  ascites.  Liver 
aspiration  performed  on  admission  revealed 
metastatic  adenocarcinoma  consistent  with  me- 
tastases from  a primary  tumor  arising  from  the 
breast.  The  patient  was  started  immediately 
on  a regimen  including  thio-TEPA,  15  mg. 
intramuscularly  each  day  for  four  days,  metho- 
trexate 2.5  mg.  orally  three  times  a day  for  six 
days,  15  mg.  of  prednisone  per  day  orally,  and 
aqueous  crystalline  testosterone,  100  mg.,  three 
times  weekly  intramuscularly.  Within  forty- 
eight  hours  there  was  a prompt  improvement  in 
her  somnolence,  but  the  other  constitutional 
symptoms  remained  unchanged  during  the 
first  hospital  week.  After  six  days  of  metho- 
trexate at  7.5  mg.  per  day  there  was  no  evidence 
of  stomatitis,  therefore  the  dose  was  increased 
to  10  mg.  per  day  and  carried  on  for  four  more 
days.  On  the  tenth  day  of  methotrexate  dos- 
age the  patient  showed  early  signs  of  stomatitis, 
which  signaled  the  prompt  interruption  of  anti- 
fol  therapy.  At  this  time  the  patient  no 
longer  had  any  nausea.  Her  appetite  was 
rapidly  improving  despite  the  mild  metho- 
trexate stomatitis.  The  liver  had  shown  only 
slight  (10  per  cent)  shrinkage  in  size  at  this 
time.  Her  lowest  peripheral  leukocyte  count 
was  4,500  white  blood  cells  per  cubic  millimeter 
twelve  days  after  the  onset  of  methotrexate 
therapy.  On  the  seventeenth  hospital  day  a 
second  course  of  methotrexate  was  begun. 
This  time  she  received  2.5  mg.  orally  four  times 
daily  for  seven  days.  A second  bout  of  mini- 
mal stomatitis  was  produced.  The  patients 
symptomatic  clinical  improvement  was  now 
striking,  but  the  liver  had  shown  only  an  esti- 
mated 15  per  cent  shrinkage  to  this  time  (Fig. 
1). 

On  the  twenty-fourth  hospital  day,  two  days 
after  recovery  from  the  antifol  stomatitis,  the 
patient  was  started  on  5-FU  therapy,  500  mg. 
intravenously  by  syringe  technic,  given  at  two- 
and  later  three-day  intervals.  She  received  a 
total  of  4.5  Gm.  of  5-FU  in  the  next  three 
weeks  while  ambulatory.  Maintenance  doses 
of  thio-TEPA  (15  mg.)  were  also  continued  at 
ten-day  intervals.  A progressive  and  remark- 
able reduction  in  liver  size  developed  after  the 
institution  of  5-FU  therapy.  Three  weeks  after 
the  addition  of  the  fluorouracil  to  the  combina- 
tion chemotherapy  the  patient’s  liver  had  re- 
gressed to  barely  2 fingers  below  the  costal 
margin.  On  September  18,  nine  weeks  after 
starting  the  initial  chemotherapy,  the  liver  was 
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FIGURE  2.  Patients  with  hepatic  metastases  in  advanced  breast  carcinoma  treated  with  a five-drug  regi- 
men schematically  shown.  Seven  patients  were  treated  with  schedule  A,  that  is,  thio-TEPA,  methotrexate, 
and  5-FU.  Two  were  given  cyclophosphamide,  methotrexate,  and  5-FU.  All  received  testosterone,  pred- 
nisone, and  B12. 


no  longer  palpable  except  under  the  xiphoid 
process  on  deep  inspiration.  5-FU  was  now 
reduced  to  a maintenance  dose  of  500  mg.  twice 
weekly  and  continued  for  the  next  three 
months.  Maintenance  thio-TEPA  and  andro- 
gens were  also  continued  together  with  an  addi- 
tional (third)  course  of  methotrexate  four 
months  after  the  original  onset  of  chemotherapy. 
Steroids,  which  had  been  reduced  during  the 
second  week  of  hospitalization  to  a level  of  5 mg. 
per  day,  were  continued  indefinitely  at  this 
lower  level  during  the  next  eight  months  of 
remission.  The  fourth  course  of  methotrexate 
was  given  six  months  after  the  onset  of  therapy. 
Thio-TEPA  was  given  sufficiently  often  to  keep 
the  peripheral  leukocyte  count  in  the  3,500  to 
4,500  range.  At  the  present  time  the  patient  is 
enjoying  vigorous  health  with  a complete  total 
remission  of  twelve  months  duration.  Liver 
chemical  analysis  is  normal  except  for  slight 
elevation  of  serum  alkaline  phosphatase.  Sedi- 
mentation rates  went  from  85  mm.  to  22  mm.  per 
hour  Westergren.  Transient,  slight  alopecia 
occurred,  following  the  initial  courses  of  antifol 
and  fluorouracil  therapy,  but  recovery  is  now 
complete  despite  maintenance  thio-TEPA  and 
androgens.  Masculinization  has  been  of  mod- 
erate severity , but  well  tolerated . F rom  October, 
1963,  to  September,  1964,  the  patient  maintained 
a full  work  schedule  while  on  the  androgen, 
5-FU,  thio-TEPA  and  intermittent  methotrexate 
therapy.  At  no  time  was  a hematologic  depres- 
sion evident  except  for  an  undulating,  moderate 
leukopenia.  A new  course  of  5-FU  will  be 


administered  at  the  first  clinical  sign  of  regrowth 
of  hepatic  metastases. 

Case  2.  This  fifty-six-year-old  female  was 
admitted  to  The  Mount  Sinai  Hospital  on  No- 
vember 25,  1963,  for  treatment  of  ascites,  jaun- 
dice, and  massive  liver  enlargement  associated 
with  right  pleural  effusion,  cough,  abdominal 
pain,  and  profound  cachexia  (Fig.  3).  All  ob- 
servers deemed  the  patient  to  be  in  moribund 
condition.  Mastectomy  had  been  performed 
one  and  one-half  years  ago  on  the  left  breast. 
Thio-TEPA  had  been  given  nine  months  before 
admission  for  a period  of  three  weeks.  Suppor- 
tive intravenous  fluids  and  radiotherapy  to  the 
right  upper  quadrant  of  the  abdomen  under  the 
direction  of  Milton  Friedman,  M.D.,  had  been 
administered  prior  to  admission  to  The  Mount 
Sinai  Hospital.  After  a total  dose  of  1,800  r to 
the  liver  there  had  been  no  improvement  in  her 
physical  condition  or  clinical  status.  On  admis- 
sion she  was  immediately  placed  on  a regimen  of 
methotrexate  2.5  mg.  twice  a day  for  five  days 
and  cyclophosphamide  300  mg.  intravenously 
every  day  for  five  days,  500  mg.  of  5-FU  every 
forty-eight  hours  intravenously,  prednisone  20 
mg.  every  day  orally,  and  aqueous  crystalline 
testosterone  100  mg.  three  times  weekly  intra- 
muscularly. On  this  regimen  there  was  a rapid 
improvement  in  fatigue,  anorexia,  and  weak- 
ness. However,  improvement  in  the  abdominal 
findings  or  liver  chemistries  did  not  occur  until 
the  second  week  of  combination  chemotherapy. 
Thereafter,  a striking  regression  of  the  massively 
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FIGURE  3.  Case  2.  (A)  Right  pleural  effusion  at  onset  of  five-drug  chemotherapy  (bedside  film).  (B) 
Despite  regression  in  hepatomegaly  pleural  effusion  remains  after  two  months  on  5-fluorouracil,  metho- 
trexate, cyclophosphamide,  and  so  forth.  (C)  X-ray  film  showing  return  of  chest  to  normal  three  months 
after  regression  of  hepatic  metastases  while  on  combination  chemotherapy. 


enlarged  liver  developed  with  a rapid  disappear- 
ance of  her  jaundice  and  reduction  in  ascites. 
She  was  discharged  three  weeks  after  admission 
on  an  ambulatory  regimen  of  500-mg.  intrave- 
nous injections  of  5-FU  twice  weekly,  main- 
tenance androgens,  and  small  doses  of  pred- 
nisone. Residual  pleural  effusion  was  still 
present.  A second  course  of  methotrexate  was 
now  begun,  four  weeks  after  the  initial  three- 
drug  cytotoxic  combination. 

During  the  second  month  of  5-FU  combina- 
tion chemotherapy  the  liver  totally  disappeared 
under  the  costal  margin  (Fig.  1,  Case  2),  and  a 
striking  clinical  remission  developed.  Pleural 
effusion  cleared  completely  three  months  after 
starting  chemotherapy  (Fig.  3C).  She  was  then 
ambulatory  and  carrying  on  household  duties. 
A maximum  leukopenia  of  4,000  occurred  during 
the  second  hospital  week  and  was  not  noted  again 
until  shortly  after  the  second  course  of  metho- 
trexate. At  no  time  was  there  any  bleeding 
either  in  the  gastrointestinal  tract  or  the  sub- 
cutaneous tissues.  The  5-FU  was  continued  at 
a reduced  dosage  of  500  mg.  per  week.  A third 
course  of  methotrexate  was  given  in  the  fifth 
month  of  chemotherapy.  During  the  sixth 
month  of  tumor  regression  the  patient  began  to 
show  signs  of  hepatic  failure  with  development 
of  splenomegaly,  4 plus  cephalin  flocculation, 
reversed  albumin-globulin  ratio,  signs  of  portal 
hypertension,  intractable  epigastric  pain,  and 
hepatic  stupor.  Massive  steroids  were  added  to 
the  maintenance  chemotherapy  without  avail. 
She  lapsed  into  coma  without  ever  developing 
recurrent  hepatic  enlargement.  Autopsy 
showed  a large  peptic  ulcer.  Approximately 
one  fourth  of  a normal-sized  liver  showed 
metastases  with  an  irregular  interstitial  fibrosis 
involving  the  remainder  of  the  liver  tissue.  The 
spleen  was  enlarged  and  congested  but  also 
showed  several  small  metastatic  nodules.  Mul- 
tiple retroperitoneal  nodes  were  observed. 

Case  3.  This  thirty-six-year-old  patient  was 
admitted  to  the  hospital  for  diffuse  osseous 


metastases,  jaundice,  massive  hepatomegaly, 
and  progressive  cachexia.  Radical  mastectomy 
had  been  performed  one  and  one-half  years  pre- 
viously, followed  by  oophorectomy,  testos- 
terone, and  radiation  therapy  for  multiple  bony 
metastases.  Combination  chemotherapy  was 
begun  with  a simultaneous  priming  course  of 
thio-TEPA  and  methotrexate.  When  stoma- 
titis appeared  in  the  second  week  of  therapy, 
there  was  a marked  improvement  in  bone  pain 
and  in  some  of  the  signs  of  hepatic  damage. 
After  a second  course  of  methotrexate  and  the 
onset  of  thio-TEPA  maintenance  therapy  there 
was  some  further  improvement  in  jaundice  and 
constitutional  symptoms.  However,  the  liver 
did  not  regress  in  size.  Therefore,  two  months 
after  the  initial  thio-TEPA-methotrexate  ther- 
apy (three  weeks  after  the  second  course  of 
methotrexate)  a course  of  5-FU  was  begun. 
This  resulted  in  a rapid  shrinkage  (Fig.  1,  Case 
3)  of  the  liver,  accompanied  by  complete  clin- 
ical remission.  Thio-TEPA  maintenance  doses 
of  15  mg.  every  ten  to  fourteen  days  and  5-FU, 
500  mg.  every  three  to  five  days  was  continued 
with  small  doses  of  prednisone  and  moderate 
dosage  of  androgens.  An  excellent  remission 
was  obtained  for  four  months  but  was  suddenly 
interrupted  by  the  development  of  a perforated 
peptic  ulcer  requiring  surgical  intervention. 
Thereafter  she  had  a stormy  course.  She  died 
eight  months  after  the  onset  of  combined  chemo- 
therapy, without  any  further  clinical  remission, 
despite  the  trial  of  cyclophosphamide  combined 
with  5-FU. 

Case  4.  Palliative  mastectomy  was  per- 
formed for  a fungating,  ulcerating  carcinoma  of 
the  breast,  accompanied  by  diffuse,  bilateral 
“lymphangitic”  pulmonary  metastases  (Fig. 
4A)  and  a large,  indurated,  irregular  liver  (Fig. 
1,  Case  4).  A 60-mg.  conventional  postopera- 
tive course  of  thio-TEPA  had  been  adminis- 
tered without  symptomatic  or  objective  re- 
sponse in  the  pulmonary  (Fig.  4B)  or  hepatic 
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FIGURE  4.  Case  4.  (A)  Preoperative 
x-ray  film  showing  small,  bilateral 
pulmonary  infiltrations.  (B)  Six 
weeks  postmastectomy  infiltrations 
have  advanced  despite  postoperative 
thio-TEPA.  (C)  Three  weeks  later 
the  pulmonary  metastases  are  more 
abundant  and  coalescent  despite  the 
first  course  of  methotrexate  with  5- 
FU.  (D)  Definite  improvement  after 
six  weeks  of  cyclophosphamide,  5- 
FU,  and  intermittent  methotrexate. 
The  massive  hepatomegaly  had  re- 
gressed completely.  (E)  Chest  x-ray 
film  six  months  after  onset  of  com- 
bination chemotherapy.  Clinical  and 
x-ray  signs  of  lymphangitic  carcino- 
matosis have  disappeared. 


signs.  Four  weeks  after  this  postoperative 
course  of  thio-TEPA,  the  patient  was  begun  on  a 
combined  course  of  methotrexate  and  5-FU, 
accompanied  by  maintenance  thio-TEPA,  tes- 
tosterone, and  small  doses  of  prednisone.  Her 
metastatic  hepatomegaly  rapidly  regressed  (Fig. 
1)  within  three  weeks  after  the  onset  of  this 
combined  cytotoxic  chemotherapy.  The  lungs 
improved  objectively,  (Fig.  4D)  and  an  excel- 
lent clinical  remission  ensued.  A second  course 
of  methotrexate,  7.5  mg.  daily  for  seven  days 
was  given  four  weeks  after  onset  of  FU-metho- 
trexate  therapy.  A maintenance  program  of 
thio-TEPA  15  mg.  weekly,  testosterone  150  mg. 
twice  weekly,  and  500  mg.  5-FU  twice  weekly, 
was  continued  for  the  third  month  of  chemo- 
therapy. At  the  five-month  mark,  the  5-FU 
was  temporarily  interrupted  for  a four-week 
period.  Cyclophosphamide,  now  substituted 
for  thio-TEPA,  was  maintained  at  150  mg.  daily 
for  twenty  days  of  each  month.  At  the  six- 
month  mark,  a third  course  of  methotrexate  was 
given.  Considerable  improvement  in  pul- 
monary symptoms  and  signs  was  accompanied 
by  partial  clearing  of  the  lymphangitic  infiltra- 
tions seen  on  x-ray  examination  (Fig.  4E). 
The  patient  is  in  vigorous  health  twelve  months 
after  the  onset  of  chemotherapy  for  metastatic 
hepatomegaly  and  lymphangitic  carcinomatosis. 


Comment 

The  toxicity  of  5-fluorouracil  often  de- 
velops in  an  insidious,  unpredictable,  and 
overwhelming  manner.  Mortality  rates 
ranging  from  6 to  19  per  cent  have  been  re- 
ported by  various  investigators4-6  employing 
5-  FU  alone  in  dosage  regimens  originally  ad- 
vocated by  the  Wisconsin  Surgical  Group  in 
1958  to  1960  (15  mg.  per  kilogram  doses). 
On  the  basis  of  this  formidable  toxicity,  the 
manufacturer,  in  an  official  drug  information 
circular  approved  by  the  Food  and  Drug 
Administration,  recommends  that  5-FU  be 
withheld  from  patients  with  hepatic  metas- 
tases, jaundice,  or  hypoproteinemia.7  The 
concomitant  use  of  5-FU  with  alkylating 
agents  and  x-ray  therapy  is  also  considered 
ill-advised.  Contrary  to  these  concepts, 
we  have  found  that  it  is  possible  to  ad- 
minister 5-FU  beneficially  and  safely  in  con- 
junction with  other  chemotherapeutic  agents 
in  patients  with  massive  infiltration  of  the 
liver,  provided  the  dosage  schedule  is  lowered 
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from  the  “optimum  level”  to  below  a “subop- 
timum” level.  No  drug  death  was  induced 
despite  the  use  of  5-FU  in  the  presence  of  all 
the  previously  mentioned  “contraindica- 
tions.” 

The  development  of  fluorinated  pyrimi- 
dines for  the  chemotherapy  of  neoplastic 
diseases  was  originally  stimulated  by  the 
observations  of  Rutman,  Cantarow,  and 
Paschkis8  on  the  preferential  utilization  of 
uracil  C14  in  rat  hepatoma.  Experimental 
evidence  indicates  a preferential  turnover 
and  excretion  of  5-FU  in  the  liver  and  upper 
gastrointestinal  tract.9  This  hepatic  con- 
centration factor  might  account  for  the  effec- 
tiveness of  5-FU  in  reducing  metastatic 
hepatomegaly  since  tumor  inhibition  was 
achieved  by  one  third  to  one  half  of  the 
recommended  optimum  doses  given  to  good- 
risk  patients  without  hepatic  metastases. 
Sullivan,  Norcross,  and  Watkins1  postulate 
that  an  adequate  reserve  of  normal  liver  is 
necessary  to  detoxify  continuous  large  doses 
of  fluorinated  pyrimidines.  Ansfield, 
Schroeder,  and  Curreri10  advised  that  pa- 
tients with  extensive  liver  metastases  should 
not  be  treated  with  5-FU  since  extensive 
liver  metastases  and  jaundice  are  factors 
which  so  markedly  increase  the  toxicity 
of  fluorinated  pyrimidines.  We  would 
counter  this  view  by  our  experience  just 
reported.  The  reduction  of  dosage  permits 
the  safe  and  effective  use  of  5-FU  in  the 
presence  of  liver  metastases,  a fact  now 
verified  by  the  experience  of  other  ob- 
servers.11 It  is  not  clear  whether  concentra- 
tion in  the  tumor  cells  or  in  a reduced  moiety 
of  adjacent  normal  liver  cells  available  for 
“autodetoxification”1  or  simply  an  hepatic 
excretion  mechanism  in  the  liver  and  bile  is 
responsible  for  the  inhibitory  effects  of  5-FU 
on  liver  metastases.12 

While  our  study  was  in  progress,  Dao  and 
Grinberg11  reported  that  5-FU  or  5-fluoro- 
deoxy uridine  alone  could  reduce  liver  size 
for  several  months  in  about  one  third  of  a 
series  of  metastatic  breast  carcinoma  cases 
not  previously  treated  by  any  chemothera- 
peutic agent.  They  were  impressed  by 
the  disappearance  of  jaundice,  presumably 
as  a result  of  regression  of  strategically 
placed  metastases.  Their  remissions  with  5- 
FU  alone  were  short,  only  of  several  months 
duration,  despite  the  fact  that  none  of  their 
cases  had  previously  received  other  chemo- 
therapeutic agents.  Our  remissions  with 


the  triple  cytotoxic  combination  induced 
consistent  regression  which  in  2 cases  has 
persisted  up  to  a year  already.  Moreover, 
our  FU-treated  patients  represented  end- 
stage  disease,  already  proved  to  be  resistant 
to  ablative  and  testosterone  therapy  and  to 
one  or  more  chemotherapeutic  agents. 

Five  of  our  patients  who  had  had  previous 
two-drug  (thio-TEPA  and  methotrexate) 
cytotoxic  chemotherapy  showed  only  short- 
term, two-  to  four-month  remissions  when  5- 
FU  was  added.  However,  the  3 “fresh” 
cases  which  had  recurred  or  failed  to  respond 
to  thio-TEPA  alone  responded  dramatically 
with  relatively  sustained  remissions.  De- 
spite advanced  stages  of  hepatic  infiltration, 
these  cases  remained  in  remission  for  the  long- 
est time:  five,  twelve,  and  fourteen  months, 
thus  far. 

It  would  appear  from  this  small  group  of 
cases  that  the  longest  suppression  of  tumor 
growth  was  obtained  in  non  jaundiced 
patients  when  three  cytotoxic  agents  were 
employed  at  the  first  recognition  of  the 
massive  hepatomegaly.  Our  objective  now, 
in  employing  the  cytotoxic  combination  of 
fluorouracil  with  methotrexate  and  alkylat- 
ing agents  in  “fresh”  cases  of  hepatic  me- 
tastases, is  to  control,  by  a multichemical 
attack,  both  the  extrahepatic  as  well  as 
hepatic  metastases,  in  the  hope  that  the 
patients  may  remain  in  longer  remission 
despite  symptoms  of  an  heretofore  ominous 
massive  hepatic  infiltration. 

The  regression  of  hepatic  metastases  does 
not  necessarily  insure  that  the  patient  will 
escape  from  hepatic  coma.  Necrosis,  col- 
lapse, and  dissolution  of  diffuse  hepatic 
infiltration  could  ultimately  result  in  such 
distortion  and  derangement  of  liver  struc- 
ture as  to  lead  to  a diffuse  fibrosis  or  fine 
cirrhosis  with  death  from  cirrhosis.  We 
have  reported  this  occurrence  in  children 
after  sudden  chemotherapy-induced  regres- 
sion of  large  livers  due  to  massive  leukemic 
infiltrations.13  The  fact  that  several  of  our 
patients,  after  symptomatic  relapse,  died  in 
hepatic  coma  with  small  livers,  indicates  the 
need  for  a careful  pathologic  assessment  of 
the  inhibiting  effects  of  5-FU  on  the  residual 
“normal”  liver  as  well  as  on  the  hepatic 
metastases.  The  development  of  acute 
peptic  ulcer  in  at  least  2 of  these  9 patients 
also  provides  emphasis  to  the  obvious 
ulcerogenic  potency  of  the  combination  of 
multiple  cytotoxic  agents,  steroids,  and 
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androgens  in  a mileu  of  stress  from  ad- 
vanced neoplastic  disease. 

Summary 

Objective  regression  of  massive  hepato- 
megaly was  induced  in  9 consecutive  patients 
with  advanced  breast  carcinoma  by  the  addi- 
tion of  the  antipyrimidine  agent  5-fluoro- 
uracil,  at  “sub-optimal”  doses,  to  a multiple- 
drug  regimen  including  an  alkylating  agent, 
such  as  thio-TEPA  or  cyclophosphamide 
(Cytoxan),  a folic  acid  inhibitor  (metho- 
trexate), testosterone,  and  prednisone. 
Striking  clinical  remissions  were  obtained  in 
5 of  these  9 patients  up  to  six  months,  and 
sustained  in  2 other  patients  for  periods  of  a 
year  or  longer  thus  far.  Continuation  of 
this  multiple  cytotoxic  regimen  may  main- 
tain complete  clinical  remission  despite 
initial  presentation  of  diffuse  hepatic  infiltra- 
tion with  jaundice  or  ascites,  a heretofore 
usually  terminal  manifestation  of  metastatic 
breast  cancer. 

1080  Fifth  Avenue,  New  York  10028 

References 

1.  Sullivan,  R.  D.,  Norcross,  J.  W.,  and  Watkins,  E.,  Jr.: 
Chemotherapy  of  metastatic  liver  cancer  by  prolonged 


hematic-artery  infusion,  New  England  J.  Med.  270:'321  (Feb 
13)  1964. 

2.  Greenspan,  E.  M.,  Fieber,  M.,  Lesnick,  G.,  and  Edel- 

man,  S.:  Response  of  advanced  breast  carcinoma  to  the 

combination  of  the  antimetabolite,  methotrexate,  and  the 
alkylating  agent,  thio-TEPA,  J.  Mt.  Sinai  Hosp.  30:  246 
(May- June)  1963. 

3.  Greenspan,  E.  M.:  Combinations  of  methotrexate, 

thio-TEPA*and  5-fluorouracil  in  advanced  breast  carcinoma, 
Proc.  Am.  A.  Cancer  Res.  5:  23  (Apr.)  1964. 

4.  Curreri,  A.  R.,  et  al .:  Clinical  studies  with  5-fluoro- 
uracil, Cancer  Res.  18:  478  (1958). 

5.  Weiss,  A.  J.,  Jackson,  L.  G.,  and  Carabasi,  R.:  An 
evaluation  of  5-fluorouracil  in  malignant  disease,  Ann.  Int. 
Med.  55:  731  (Nov.)  1961. 

6.  Olson,  K.  B.,  and  Greene,  J.  R.:  Evaluation  of  5- 

fluorouracil  in  the  treatment  of  cancer,  J.  Nat.  Cancer  Inst. 
25:  133  (1960). 

7 . HoffmaUn-La  Roche,  Inc. : Collected  data  on  5-fluoro- 
uracil,  Nutley,  New  Jersey,  Hoffmann-La  Roche,  Inc. 

8.  Rutman,  R.  J.,  Cantarow,  A.,  and  Paschkis,  K.  E.: 
Studies  in  2-acetylaminofluorene  carcinogenesis.  III.  The 
utilization  of  uracil-2-C14  by  preneoplastic  rat  liver  and  rat 
hepatoma.  Cancer  Res.  14:  119  (1954). 

9.  Chaudhuri,  N.  K.,  Mukherjee,  K.  L.,  and  Heidel- 

berger,  C.:  Studies  on  fluorinated  pyrimidines.  VII. 

Degradative  pathway,  Biochem.  Pharmacol.  1:  328  (1958). 

10.  Ansfield,  F.  J.,  Schroeder,  J.  M.,  and  Curreri,  A.  R.: 
Five  years  clinical  experience  with  5-fluorouracil,  J.A.M.A. 
181:  295  (July  28)  1962. 

11.  Dao,  T.  L.,  and  Grinberg,  R.:  Fluorinated  pyrimi- 

dines in  treatment  of  breast  cancer  patients  with  liver 
metastases.  Cancer  Chemother.  Rep.  27:  71  (Mar.)  1963. 

12.  Johnson,  R.  O.,  Wolberg,  W.  H.,  and  Curreri,  A.  R.: 
Studies  on  the  feasibility  of  adjuvant  chemotherapy  with 
5-fluorouracil  (FU)  and  5-fluoro-2'-deoxyuridine  (FUDR)  in 
the  immediate  postoperative  period,  A.M.A.  Arch.  Surg.  85: 
81  (July)  1962. 

13.  Colsky,  J.,  Greenspan,  E.  M.,  and  Warren,  T.  N.: 
Hepatic  fibrosis  in  children  with  acute  leukemia  after  therapy 
with  folic  acid  antagonists,  A.M.A.  Arch.  Path.  59:  198 
(1955). 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York,  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 


October  1,  1964  / New  York  State  Journal  of  Medicine  2449 


Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Knickerbocker  Hospital 
New  York  City 

March  25,  1964 

Conducted  by  MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D. 

Discussed  by  MICHAEL  S.  BRUNO,  M.D. 


Term  Delivery  Followed 
by  Acute  Renal  Failure 

Case  history 

Kurt  Querschnitt,  M.D. : A thirty-four- 
y ear-old  white  gravida  5,  para  4 with  an  ex- 
pected date  of  confinement  of  December  19, 
1963,  was  admitted  to  a community  hospital 
on  December  7 at  6:00  a.m.  in  early  labor 
which  had  begun  three  hours  previously  with 
rupture  of  the  membranes.  The  prenatal 
course  had  been  uneventful,  and  her  total 
weight  gain  had  been  26  pounds.  On  ad- 
mission uterine  contractions  were  occurring 
at  three-  to  five- minute  intervals.  Vital 
signs  were  normal;  the  blood  pressure  was 
118/72.  Examination  revealed  a vertex 
presentation,  station  0,  cervix  2 fingers 
dilated.  A voided  urine  specimen  showed  2 
plus  albumin  and  contained  100  to  150  white 
cells  per  high-power  field.  Shortly  after 
admission  the  patient  began  to  vomit  and 
vomited  three  times  within  the  ensuing 
hour.  Intramuscular  prochlorperazine 
dimaleate  (Compazine)  was  given  and  intra- 
venous fluid  was  administered  three  hours 
after  entry  because  of  her  failure  to  make 
progress.  Oxytocin  (Pitocin)  was  added  to 
the  infusion  with  a good  response,  and  at 
10:00  a.m.  the  patient  was  delivered  un- 
eventfully by  low  forceps  of  an  8-pound, 
1 -ounce  infant  in  good  condition.  The 
placenta  was  extracted  intact. 

Because  of  a tendency  to  uterine  relaxa- 
tion immediately  postpartum,  more  oxytocin 
was  added.  Slight  nausea  and  vomiting 
continued  until  2:30  p.m.  At  this  time  the 
uterus  was  firm.  At  4:00  p.m.  the  tempera- 
ture was  100.6  F.  By  6:30  p.m.  she  com- 
plained of  steady  pain  in  the  right  lower 
quadrant  of  the  abdomen,  and  analgesics 


were  given.  By  8:00  p.m.  she  felt  better,  and 
the  temperature  was  98.6  F.  She  received 
medication  several  times  during  the  night 
for  pain,  and  spontaneous  voiding  of  urine  in 
adequate  quantity  was  noted. 

At  8:00  a.m.  on  the  first  postpartum  day 
the  temperature  was  102.6  F.,  and  she  again 
complained  of  severe  lower  abdominal  pain. 
The  uterus  and  lower  part  of  the  abdomen 
were  now  tender  to  palpation,  but  the  fundus 
was  firm,  and  the  lochia  was  described  as 
moderate  to  heavy.  Intravenous  dextrose 
with  500  mg.  of  tetracycline  (Achromycin) 
was  given  and  followed  by  tetracycline  by 
mouth.  At  11:30  a.m.  a catheterized  urine 
specimen  had  a volume  of  30  cc.,  4 plus 
albumin,  4 to  6 red  cells,  and  1 to  3 white 
cells  per  high-power  field.  Oral  fluid  intake 
was  described  as  adequate.  At  3:30  p.m. 
she  was  nauseous  and  perspiring  profusely. 
The  temperature  was  101.2  F.  and  the  pulse 
120.  At  this  time  the  hemoglobin  was  10.3 
Gm.  per  100  ml.,  hematocrit  39,  and  white 
cell  count  30,000  with  90  per  cent  neutro- 
phils. At  8:00  p.m.  the  temperature  was 
98.8  F.,  pulse  100,  and  the  patient  was  ex- 
periencing profound  diaphoresis. 

At  6:00  a.m.  on  the  second  postpartum 
day  she  complained  of  inability  to  void  and 
was  catheterized  of  10  cc.  of  urine.  One 
hour  later  she  had  a great  urge  to  void  and 
did  so,  in  the  amount  of  15  cc.  She  now 
complained  of  dizziness.  Examination  at 
9:30  a.m.  revealed  a very  weak,  acutely  ill 
patient  with  persistent  lower  abdominal 
pain.  A nurse’s  note  at  this  time  stated 
that  the  patient  spontaneously  voided  a 
fairly  large  volume  of  urine.  Intravenous 
fluids  were  administered  again,  and  an  in- 
dwelling catheter  was  inserted.  The  white 
cell  count  was  42,000  with  97  per  cent 
neutrophils,  and  toxic  granulations  were 
noted.  At  12  noon  only  a small  amount  of 
urine  had  passed  through  the  catheter.  At 
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3:30  p.m.  the  temperature  was  97  F.,  pulse 
128,  and  blood  pressure  normal  and  stable. 
Pelvic  examination  revealed  no  mass,  but 
there  was  bilateral  adnexal  tenderness. 
Antibiotics  and  intravenous  fluids  were  con- 
tinued. The  blood  urea  nitrogen  was  48 
mg.  per  100  ml.  Urinalysis  late  that  after- 
noon revealed  4 plus  albumin,  60  to  80  red 
cells,  and  10  to  15  white  cells.  A medical 
consultant  confirmed  the  presence  of  lower 
abdominal  tenderness  and  noted  slight 
distention.  A surgical  consultant  confirmed 
the  presence  of  abdominal  distention  and  felt 
that  paralytic  ileus  was  present.  An  x-ray 
film  of  the  abdomen  showed  a large  amount 
of  gas  in  both  the  large  and  small  bowel  but 
none  in  the  rectosigmoid  area.  A rectal  tube 
was  inserted  which  produced  small  amounts 
of  flatus.  A nasogastric  tube  aspirated  a 
large  amount  of  dark  greenish  fluid  from  the 
stomach.  Intravenous  fluid  and  tetracycline 
were  administered  again.  Late  that  evening 
she  manifested  dyspnea  and  orthopnea. 
Her  total  output  for  the  second  day  was  200 
cc.  of  which  40  cc.  was  urine;  her  intake 
during  this  period  was  3,580  cc. 

On  the  morning  of  the  third  postpartum 
day  the  temperature  was  102  F.,  pulse  100, 
respirations  32,  and  blood  pressure  108/80. 
At  9:30  a.m.  she  was  given  1,000  cc.  of  5 
per  cent  dextrose  and  saline  with  50  Gm.  of 
mannitol,  administered  slowly  over  the  next 
seven  hours.  Abdominal  pain  improved  and 
distention  decreased;  the  nasogastric  tube 
was  removed,  and  she  took  small  amounts 
of  fluid  by  mouth.  By  evening  the  tempera- 
ture was  97  F.  Laboratory  studies  done 
that  day  were  reported  as  showing  a hemo- 
globin of  9.6  Gm.  per  100  ml.,  hematocrit 
30,  and  white  cell  count  39,000  with  95  per 
cent  neutrophils.  The  urea  nitrogen  was 
reported  as  16  mg.  per  100  ml.,  potassium  3 
mEq.  per  liter,  and  chlorides  89  mEq.  Her 
output  for  the  third  day  was  209  cc.  of  which 
114  cc.  was  urine;  intake  had  been  2,566  cc. 
Late  that  evening  she  was  breathing  rapidly 
and  with  some  difficulty.  Early  the  follow- 
ing morning  she  was  very  apprehensive,  had 
labored  respirations,  and  a nonproductive 
cough  was  present.  At  2:00  a.m.  the  nurse 
noted  that  “apparent  rales  were  heard.” 
Intake  on  the  11:00  p.m.  to  7:00  a.m.  shift 
was  800  cc.  with  an  output  of  40  cc.  Oxygen 
was  given  with  some  improvement. 

On  the  morning  of  the  fourth  postpartum 
day  a previously  taken  urine  culture  was  re- 


ported as  showing  no  growth.  The  hemo- 
globin was  7.7  Gm.  per  100  ml.,  hematocrit 
33,  and  white  cell  count  37,000  with  98  per 
cent  neutrophils.  At  10:00  a.m.  she  became 
markedly  dyspneic.  Pulmonary  edema  was 
obvious.  Rapid  digitalization  with  lana- 
toside  C (Cedilanid),  phlebotomy  of  300  cc., 
and  mercurial  diuretics  were  done  as  emer- 
gency measures.  Arrangements  were  made 
for  renal  dialysis.  However,  the  patient 
died  at  10:45  a.m.,  approximately  ninety- 
six  hours  after  delivery. 

Discussion 

Michael  S.  Bruno,  M.D.:*  I see  from 
the  protocol  that  Dr.  Ober  has  gone  to  a 
hospital  far  removed  from  here  to  select  a 
case  for  me  to  discuss.  According  to  this 
protocol,  we  are  dealing  with  a thirty-four- 
year-old  woman  who  had  given  birth  to  four 
normal,  healthy  children  and  who  arrived  at 
the  hospital  at  term  in  early  labor  at  the  end 
of  her  fifth  pregnancy  which  had  been  normal 
up  to  that  time.  Her  membranes  had 
ruptured  only  three  hours  previously.  Her 
blood  pressure  was  normal  and  remained 
normal  throughout  the  next  three  stormy 
days.  The  only  abnormal  feature  of  her 
antepartum  course  was  some  nausea  and 
vomiting  which  required  the  use  of  an  anti- 
emetic drug  shortly  after  admission.  Labor 
was  facilitated  by  judicious  use  of  oxytocin, 
and  a normal,  8-pound  baby  was  delivered 
by  low  forceps  four  hours  after  admission. 
The  placenta  was  extracted  intact,  and  there 
was  no  bleeding  prior  to,  during,  or  after 
delivery.  I think  that  when  this  patient  was 
returned  to  her  room  no  one  had  any  reason 
to  suspect  what  lay  ahead. 

Six  hours  after  delivery  the  patient  de- 
veloped fever  and  lower  abdominal  pain 
severe  enough  to  require  analgesia.  By  the 
first  postpartum  day  the  temperature  had 
increased  and  continued  remittently  at 
moderately  high  levels  until  death.  Lower 
abdominal  pain  and  tenderness  became  more 
severe,  and  the  uterus  also  became  tender. 
The  lochia  was  described  as  moderate  to 
heavy,  and,  amazing  as  it  may  seem,  it  was 
not  described  further,  and  cultures  were  not 
taken.  Another  serious  oversight  was  the 
failure  to  draw  blood  cultures.  Parenteral 
and  oral  tetracycline  in  unstated  dosage  was 
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administered.  This  antibiotic  was  inef- 
fective in  controlling  a serious,  spreading 
infection.  One  wonders  why  one  of  the 
known  bacteriocidal  agents  was  not  used. 
The  organism  or  organisms  causing  the 
rapidly  spreading  infection  of  the  pelvic 
viscera  was  never  identified.  I strongly 
suspect  that  it  was  a virulent  hospital  strain 
of  either  the  staphylococcal  or  enterocoliform 
group.  Fever  and  pelvic  pain  were  ac- 
companied by  leukocytosis,  the  white  count 
never  being  below  30,000.  There  is  nothing 
in  this  protocol  to  suggest  that  infection  was 
present  before  labor.  Therefore,  this  is  an 
example  of  puerperal  sepsis  in  the  classical 
sense  of  the  term. 

The  decline  of  hemoglobin  over  a three- 
day  period  was  another  index  of  the  severity 
of  the  infection.  There  was  no  overt  bleed- 
ing at  any  time,  and  I do  not  believe  this 
patient  had  either  a ruptured  uterus  or  a 
vascular  accident  of  pregnancy.  I believe 
she  had  acute  endometritis  and  parametritis. 
The  development  of  ileus  requiring  naso- 
gastric decompression  suggests  extension  of 
the  infectious  process  to  the  peritoneum, 
possibly  with  a complicating  abscess.  I 
believe  this  was  the  cause  of  the  urinary 
urgency  reported.  In  spite  of  the  deterio- 
rating situation,  where  infection  was  playing 
so  prominent  a role,  tetracycline  remained 
the  only  antibiotic  given. 

The  most  striking  development  in  this 
patient  was  the  development  of  severe 
oliguria  bordering  on  anuria,  which  led  to 
acute  renal  failure,  azotemia,  and  death  in 
three  days.  There  was  nothing  in  the  history 
or  antepartum  course  to  suggest  underlying 
or  antecedent  renal  disease.  Likewise,  there 
is  nothing  to  suggest  the  diagnosis  of  toxemia 
of  pregnancy,  preeclampsia,  or  eclampsia  in 
this  or  in  any  of  the  four  previous  preg- 
nancies. In  spite  of  the  fact  that  she  entered 
the  hospital  with  normal  kidneys,  renal 
damage  was  severe  enough  to  cause  her 
death  in  three  days;  renal  failure  was  com- 
plicated by  congestive  heart  failure  which 
was  unquestionably  the  result  of  poor  man- 
agement of  her  basic  problem.  The  crucial 
question  is — what  happened?  I shall  try 
to  answer  this  question.  I also  believe  that 
some  comments  about  the  management  of 
the  case  are  in  order  if  we  are  to  learn  by 
experience — that  of  others  as  well  as  our 
own. 

Several  questions  occur  to  one.  Was  the 


puerperal  infection  a primary  cause  of  renal 
insufficiency,  a contributing  cause,  or  was  it 
unrelated?  Was  pregnancy  a factor  in  the 
patient’s  sudden  death  in  spite  of  the  fact 
that  pregnancy,  labor,  and  delivery  were 
normal?  What  was  the  cause  and  what  was 
the  basic  renal  pathologic  condition? 

There  is  nothing  to  suggest  antecedent 
renal  disease.  The  patient  was  followed 
through  five  pregnancies.  If  albuminuria, 
pyuria,  or  azotemia  had  developed,  it  had 
passed  undetected.  I am  forced  to  conclude 
that  the  renal  problem  was  acute,  without 
any  roots  in  the  past.  Do  we  have  evidence 
that  infection  of  the  genitourinary  tract  was 
a primary  problem?  We  do  not.  The  initial 
urinalysis  which  showed  heavy  pyuria  was 
from  a voided,  uncatheter ized  specimen  in  a 
woman  with  ruptured  membranes.  It  is  a 
feeble  reed  on  which  to  base  a supposition  of 
urinary  tract  infection  in  the  presence  of 
perineal  contamination.  Subsequent  urine 
specimens  were  positive  for  albumin  and 
showed  microscopic  hematuria  dispropor- 
tionate to  pyuria.  A portion  of  this  hema- 
turia might  have  been  due  to  local  trauma 
from  the  catheter.  However,  hematuria, 
although  never  gross,  was  persistent  and 
was  the  most  prominent  urinary  finding. 
Casts  and  formed  elements  other  than  cells 
were  never  reported.  A single  urine  culture 
was  sterile.  Pain  and  tenderness  in  the 
costovertebral  angles  or  flanks  was  never 
present.  If  our  patient  had  pyelonephritis,  it 
was  not  her  primary  problem. 

The  insertion  of  an  indwelling  catheter 
into  an  oliguric  patient  with  a disease  other 
than  pyelonephritis  would  be  a perfect 
vehicle  for  the  development  of  secondary 
urinary  tract  infection.  I strongly  oppose 
the  use  of  indwelling  catheters  in  such 
situations  because  of  this  hazard.  However, 
I do  not  believe  that  a primary  urinary  tract 
infection  caused  renal  shutdown.  I do 
believe  that  overwhelming  pelvic  infection, 
probably  invading  the  blood  stream,  did 
initiate  a special  renal  problem  which  caused 
this  patient’s  death.  If  I am  correct,  preg- 
nancy was  another  contributing  factor. 

I would  like  to  mention  a few  causes  of 
renal  failure  merely  to  exclude  them  in  the 
present  case.  There  is  no  evidence  of  ob- 
structive uropathy.  I will  also  exclude  such 
purely  urologic  entities  as  ureteral  calculus, 
periureteral  fibrosis,  and  a stricture  or 
congenital  valve  (s)  of  the  urethra.  Likewise, 
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there  is  nothing  to  support  the  diverse 
medical  entities  subsumed  under  the  eponym 
of  Bright’s  disease.  The  interval  of  three 
days  between  the  first  manifestation  of 
pelvic  infection  and  death  and  an  interval  of 
only  twelve  hours  before  the  first  positive 
urinary  findings  would  be  unacceptable  in 
the  usual  concept  of  Bright’s  disease.  The 
completely  negative  past  history  militates 
against  an  acute  exacerbation  of  an  under- 
lying parenchymatous  disease.  We  have  to 
consider  this  case  as  an  example  of  acute 
renal  failure. 

It  is  convenient  to  divide  acute  renal 
failure  into  three  groups:  prerenal,  renal, 
and  postrenal.  Prerenal  and  postrenal 
lesions  can  be  excluded  in  this  case  almost 
automatically.  I have  no  doubt  that  there 
was  damage  to  renal  parenchyma  sufficient 
to  cause  functional  failure.  Two  main 
types  of  acute  parenchymal  renal  failure 
may  be  delineated:  the  many  circumstances 
associated  with  vasomotor  collapse  and 
hypovolemia  with  resultant  renal  ischemia; 
and  those  caused  by  ingestion,  inhalation,  or 
autodevelopment  of  substances  toxic  to 
renal  parenchyma.  To  this  last  category 
one  must  add  toxic  substances  produced  by 
certain  virulent  bacteria,  such  as  endotoxins. 
The  response  to  hypotension  or  hypovolemia 
is  variable;  different  patients  or  the  same 
patient  at  different  times  may  respond  dif- 
ferently to  this  insult.  Certain  states,  such 
as  pregnancy,  significantly  alter  host  respon- 
siveness and  organ  responsiveness.  Cor- 
relation of  the  degree  of  renal  damage  with 
the  status  of  the  peripheral  circulation  is 
poor. 

Three  lesions  of  importance  associated 
with  acute  renal  failure  must  now  be  con- 
sidered: acute  tubular  necrosis,  renal  medul- 
lary necrosis  (necrotizing  renal  papillitis), 
and  renal  cortical  necrosis. 

Acute  tubular  necrosis  is  the  most  com- 
mon cause  of  renal  failure  after  delivery. 
Classically,  it  is  associated  with  shock  fol- 
lowing blood  loss,  intravascular  hemolysis, 
crushing  trauma,  or  the  ingestion  of  certain 
nephrotoxins.  There  are  many  clinical 
variants  of  this  disorder,  particularly  in 
elderly  patients  where  it  may  develop  as  a 
sequel  to  mild  transient  hypotension,  dehy- 
dration, or  electrolyte  imbalance.  In  re- 
covered cases  oliguria  or  actual  anuria  may 
persist  for  ten  to  twenty  days  until  the 
tubular  epithelium  regenerates.  During  the 


period  of  oliguria,  urinary  output  tends  to 
increase  slightly  each  day  successively,  a 
feature  which  is  often  useful  in  distinguishing 
tubular  necrosis  from  other  causes  of  urinary 
suppression.  After  two  to  three  weeks  urine 
volume  rises  to  supernormal  levels.  At  first 
the  tubules  are  unable  to  modify  the  glo- 
merular filtrate,  and  the  urine  is  char- 
acteristically dilute.  Urea  in  the  filtrate 
tends  to  diffuse  back  into  the  blood  stream 
with  a consequent  rise  in  the  already  ele- 
vated blood  urea  nitrogen.  As  the  re- 
generating tubular  epithelium  matures,  the 
kidney  once  more  can  produce  a concen- 
trated urine  with  a high  urea  moiety,  and 
the  blood  urea  nitrogen  level  falls. 

This  patient  certainly  could  have  had 
acute  tubular  necrosis.  Unfortunately,  she 
did  not  survive  long  enough  for  the  usual 
pattern  of  renal  function  to  evolve.  Al- 
though acute  tubular  necrosis  is  statistically 
the  most  likely  diagnosis,  there  are  several 
features  which  cannot  be  ignored.  Overt 
shock,  collapse,  hemolysis,  bleeding,  and 
trauma  were  conspicuously  absent.  The 
course  of  the  disease  was  fulminating.  Un- 
fortunately, the  course  of  her  illness  was  not 
helped  by  medical  management,  which  was 
poor  at  best.  In  spite  of  this,  the  total 
course  of  the  disease  was  much  shorter  than 
one  would  expect  with  tubular  necrosis 
alone.  Infection  was  a prominent  ancillary 
finding  and  very  likely  an  indirect  contrib- 
uting cause  for  the  renal  failure;  this  is  not 
usual  with  acute  tubular  necrosis.  Hema- 
turia without  casts  was  the  most  prominent 
urinary  finding,  again  unusual  for  acute 
tubular  necrosis.  For  these  reasons,  con- 
trary to  statistical  probability,  I do  not 
believe  this  patient  had  acute  tubular 
necrosis. 

The  second  condition  worthy  of  serious 
consideration  is  renal  medullary  necrosis. 
Classically,  this  lesion  is  a specialized  form  of 
acute  pyelonephritis  developing  most  com- 
monly, but  not  invariably,  against  a back- 
ground of  obstructive  uropathy  and  diabetes 
mellitus.  Because  of  these  two  latter  condi- 
tions, it  is  more  common  in  patients  above 
the  age  of  fifty  or  sixty  than  in  young  in- 
dividuals. The  lesion  may  be  localized  to 
one  or  more  papillae,  hence  the  designation 
of  necrotizing  papillitis.  The  clinical  course 
is  usually  characterized  by  lumbar  pain, 
hematuria,  pyuria,  bacteriuria,  and  sepsis. 
Occasionally,  a sloughed  renal  papilla  may  be 
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found  in  the  urinary  sediment. 1 Renal  colic 
may  be  present  when  necrotic  tissue  and/or 
blood  clot  passes  down  the  ureter.  The 
clinical  course  may  be  abrupt  with  acute 
renal  failure,  but  more  commonly  the  onset 
is  insidious.  In  a patient  with  long-standing 
obstructive  uropathy  and/or  chronic  renal 
infection,  sudden  exacerbation  progressing  to 
renal  insufficiency  should  alert  one  to  this 
disease.2  Not  all  patients  have  diabetes. 
A review  of  the  cases  seen  at  the  Mayo 
Clinic  up  to  1955  revealed  that  the  majority 
did  not  have  diabetes. 3 To  their  series  of  42 
cases  they  added  reports  of  211  cases  from 
the  published  literature;  76  per  cent  of  the 
total  had  acute  pyelonephritis,  and  95  per 
cent  had  acute  or  chronic  pyelonephritis. 
It  merits  serious  attention  that  at  least  10 
per  cent  of  a group  of  250  pathologically 
documented  cases  compiled  from  the  world 
literature  had  had  urethral  catheterization 
immediately  before  the  onset  of  clinical 
deterioration. 2 Forty  patients  in  this  com- 
pilation of  250  cases  had  acute  renal  failure. 

I am  unwilling  to  diagnose  renal  medullary 
necrosis  in  this  patient  because  of  the  urinary 
findings  and  the  context  in  which  renal 
failure  developed.  In  renal  medullary 
necrosis  bacteriuria  is  almost  always  present. 
The  enterocoliform  group,  streptococci,  or 
mixed  bacterial  flora  are  usually  encoun- 
tered. Necrotic  debris  from  the  renal 
parenchyma  is  also  almost  always  described. 
The  absence  of  urinary  tract  obstruction, 
diabetes,  or  pyelonephritis  in  a young, 
recently  pregnant  woman  makes  renal 
medullary  necrosis  an  unlikely  possibility. 

The  last  condition  I would  like  to  discuss, 
and  the  one  which  I think  fits  the  clinical 
picture  best,  is  bilateral  cortical  necrosis. 
This  syndrome  is  characterized  by  the  de- 
velopment of  acute  renal  failure  associated 
with  pregnancy,  usually  in  the  last  trimester 
or  in  the  puerperium.4  Fully  two  thirds  of 
pregnant  women  so  afflicted  are  over  the  age 
of  thirty.  Most  of  the  pregnancies  terminate 
in  the  premature  delivery  of  a stillborn  in- 
fant. The  onset  of  anuria  is  usually  on  the 
day  of  delivery  but  can  range  from  four  days 
prior  to  delivery  to  three  days  after.  Not 
all  patients  who  develop  bilateral  renal 
cortical  necrosis  are  or  have  been  pregnant. 
The  condition  can  be  found  in  association 
with  multiple  fractures,  hemorrhage,  burns, 
dehydration,  dissecting  aneurysm,  Marfan’s 
syndrome,  acute  surgical  conditions  of  the 


abdomen,  and  infections,  especially  those 
due  to  strains  producing  endotoxin.  Shee- 
han and  Moore5  found  that  approximately 
3.5  per  cent  of  all  patients  with  abruptio 
placentae  developed  gross  or  patchy  cortical 
necrosis.  Wahle  and  Muirhead6  tabulated 
149  cases  from  the  world  literature;  86 
were  associated  with  pregnancy,  and  63  were 
not.  Abruptio  placentae  alone  or  in  com- 
bination with  eclamptogenic  toxemia  was 
found  in  60  per  cent  of  the  86  cases  as- 
sociated with  pregnancy.  Of  the  63  cases 
not  associated  with  pregnancy,  infection  was 
the  leading  pathogenetic  agent,  being  sig- 
nificantly dominant  in  25  cases.  Generally 
speaking,  bilateral  renal  cortical  necrosis  is 
associated  with  abruptio  placentae  or  toxe- 
mia in  women;  infection  or  poison  in  men; 
and  vomiting,  diarrhea,  and  dehydration  in 
children.  Our  patient  was  pregnant  and 
had  a significant  puerperal  infection,  an  in- 
teresting combination  indeed!  There  are 
degrees  of  cortical  necrosis  and  variations  in 
the  clinical  picture,  and  the  full-blown 
syndrome  may  not  develop.  Reports  of 
survival  with  the  diagnosis  based  on  per- 
cutaneous renal  biopsy  occur. 4 

The  denominator  common  to  all  cases  of 
experimentally  reproduced  renal  cortical 
necrosis  is  ischemia  secondary  to  vasospasm. 
A variety  of  antigens  and  bacterial  filtrates, 
particularly  endotoxin,  have  reproduced  the 
disease  in  the  laboratory.  The  experi- 
mentally reproduced  lesion  in  rabbits  has 
features  in  common  with  the  Shwartzman 
skin  reaction.  Characteristically,  two  in- 
jections twenty-four  hours  apart  using 
bacterial  filtrates  are  required.  Death 
within  forty-eight  hours  almost  invariably 
ensues,  and  the  characteristic  bilateral  renal 
lesion  is  found.  The  term,  visceral  Shwartz- 
man phenomenon,  has  been  proposed  for  this 
sequence  of  events.  In  pregnant  rabbits  a 
single  intravenous  injection  of  the  endotoxin 
without  prior  sensitization  will  cause  the 
same  bilateral  renal  cortical  necrosis.7  I 
think  that  an  analogous  situation  was 
present  in  our  patient. 

Following  a normal  antepartum  course 
and  an  uneventful  delivery,  a fulminating 
puerperal  infection  developed  with  all  the 
usual  stigmata.  Unfortunately,  the  of- 
fending microorganism  was  not  identified, 
but  there  is  a strong  possibility  that  it  was 
either  a member  of  the  enterocoliform  group 
or  a staphylococcus.  Acute  renal  failure 
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ensued  with  oliguria  approaching  anuria. 
Nitrogen  retention  followed  quickly.  Be- 
cause excess  fluid  was  administered  in  the 
face  of  renal  shutdown,  the  patient  went  into 
irreversible  pulmonary  edema  and  expired 
on  the  fourth  postpartum  day. 

I would  be  remiss  in  my  duty  if  I did  not 
say  some  words  about  the  management  of 
patients  with  acute  renal  shutdown.  Many 
patients  with  acute  renal  failure  may  feel 
well  and  seem  superficially  to  be  overlooked 
until  the  patient  is  seriously  ill.  Trauma, 
infection,  or  major  surgical  procedures  result 
in  increased  protein  and  fat  catabolism.  In- 
creased protein  catabolism  results  in  in- 
creased blood  urea  and  serum  potassium 
concentration.  Increased  fat  catabolism 
contributes  to  increased  body  water.  The 
expansion  of  extracellular  fluid  volume  and 
the  resultant  hyponatremia  reflect  in  part  an 
increase  in  metabolic  water  and  in  part  an 
increase  due  to  excessive  fluid  administration 
to  the  oliguric  patient.  The  therapeutic 
implication  of  this  finding  is  that  water 
restriction  should  be  even  greater  than  pre- 
viously proposed.8  For  the  average  70-Kg. 
adult,  300  to  400  ml.  of  water  per  day  repre- 
sent the  basal  requirement. 

Daily  measurements  of  body  weight  are 
the  best  gauge  of  adequate  fluid  requirement. 
A weight  loss  of  0.2  to  0.3  Kg.  per  day 
should  be  maintained.  Failure  to  lose 
weight  or  weight  gain  in  the  face  of  inade- 
quate caloric  intake  can  only  mean  excess 
administration  of  water.  It  is  a sound 
principal  of  therapy  in  the  oliguric  or  anuric 
patient  that  some  degree  of  weight  loss 
should  be  continued  to  prevent  incipient  or 
actual  pulmonary  edema.  It  is  wise  to  at- 
tempt to  correct  hyponatremia  by  fluid  re- 
striction rather  than  by  sodium  loading, 
unless  it  is  clearly  evident  that  excessive 
sodium  loss  has  occurred. 

Some  degree  of  hyperkalemia  occurs  in 
most  patients  with  acute  renal  failure. 
Serum  potassium  levels  rise  at  first  from  in- 
creased protein  catabolism;  this  may  be 
accentuated  by  breakdown  of  infected  tissue 
or  collections  of  extra vasated  blood.  Po- 
tassium intoxication  is  not  a function  of  the 
serum  potassium  level  alone;  its  occurrence 
is  related  to  the  presence  of  hyponatremia, 
hypocalcemia,  and  acidosis  as  well.  Pro- 
phylaxis of  potassium  intoxication  by  keep- 
ing intake  potassium-free  and  by  the  de- 
bridement and  drainage  of  infection  may 


help.  Minimizing  protein  catabolism  by 
maintaining  adequate  calories  is  also  im- 
portant. Removal  of  potassium  from  the 
gastrointestinal  tract  by  the  use  of  cation 
exchange  resins  such  as  sodium  polystyrene 
sulfonate  (Kayexalate)  is  most  helpful.  If 
hyperkalemia  progresses  in  the  face  of  such 
management,  peritoneal  dialysis  has  proved 
very  effective,  and  this  procedure  should  be 
available  in  any  hospital  today. 

Nutrition  in  acute  renal  failure  is  impor- 
tant to  minimize  protein  catabolism.  While 
fat  yields  twice  as  many  calories  per  gram 
as  carbohydrate,  oral  administration  of  fat 
often  causes  nausea  and  vomiting  and 
often  has  to  be  abandoned.  Since  acute 
renal  failure  is  often  a self-limited  condition, 
body  fat  stores  usually  suffice  to  supply 
adequate  nonprotein  calories  without  the 
administration  of  exogenous  fat  supplements. 

At  least  100  Gm.  of  carbohydrate  per  day 
should  be  provided  to  minimize  ketosis; 
if  more  carbohydrate  can  be  provided,  that 
is  probably  desirable.  A good  combination 
that  I have  found  is  corn  syrup  and  ginger 
ale  mixed  in  equal  parts  with  ice,  the  so- 
called  oliguric  cocktail.  Buttered  toast  and 
heavily  sweetened  tea  make  an  excellent 
dessert.  The  use  of  anabolic  agents  to 
minimize  protein  catabolism  has  been  vali- 
dated. The  administration  of  calcium  glu- 
conate to  avert  tetany  is  often  needed  in  con- 
junction with  the  administration  of  alumi- 
num hydroxide  gel  to  absorb  phosphorus  in 
the  gastrointestinal  tract. 

Administration  of  medications  that  are 
normally  excreted  through  the  kidney  must 
be  watched  with  care,  since  in  the  oliguric 
patient  these  drugs  may  be  retained  in  ac- 
tive form.  Digitalis  intoxication,  for  ex- 
ample, is  common  and  even  fatal  in  such 
patients,  if  a standard  maintenance  dosage 
is  continued  without  reference  to  the  fact 
that  the  glycoside  is  not  being  excreted 
normally.. 

Mannitol,  a low-molecular  weight  alcohol 
of  mannose,  is  filtered  through  the  glomeru- 
lus and  not  resorbed  by  the  tubules.  If  a 
patient  is  normally  hydrated  and  normo- 
tensive,  administration  of  25  Gm.  of  manni- 
tol in  200  ml.  of  5 per  cent  glucose  and 
water  over  a twenty-minute  interval  will 
produce  osmotic  diuresis,  reflected  by  in- 
creased urine  volume,  decreased  urine  con- 
centration, and  a slight  increase  in  serum 
sodium  concentration.  In  prerenal  oliguria 
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FIGURE  1.  Low-power  view  of  cervix  showing 
diffuse  intramural  thrombophlebitis. 


and  in  the  earliest  phases  of  acute  tubular 
necrosis,  before  significant  damage  has  oc- 
curred, mannitol  so  employed  will  cause 
osmotic  diuresis. 

Marcel  Tuchman,  M.D.:  How  do  you 

account  for  the  fall  in  blood  urea  nitrogen 
on  the  third  postpartum  day  in  the  presence 
of  progressive  oliguria? 

Dr.  Bruno:  I can  only  interpret  that  as 

a laboratory  error. 

Thomas  Silverberg,  M.D.:  Do  you 

think  that  the  urinalysis  on  admission  with 
100  to  150  white  blood  cells  per  high-power 
field  might  indicate  urinary  tract  infection? 

Dr.  Bruno:  No,  I do  not.  It  was  a 

casual  specimen  from  a patient  with  rup- 
tured membranes.  The  white  blood  cells 
probably  came  from  perineal  contamination. 
I think  it  a feeble  reed  on  which  to  base  a 
diagnosis  of  urinary  tract  infection. 

Mardoqueo  I.  Salomon,  M.D.:  I agree 

that  this  is  an  example  of  renal  cortical 
necrosis.  The  diagnosis  is  strengthened  by 
the  fact  that  the  patient  had  almost  com- 
plete anuria;  in  acute  tubular  necrosis  oligu- 
ria is  the  rule,  but  rarely  complete  urinary 
suppression.  The  phenomenon  of  cortical 
necrosis  is  not  so  much  an  example  of  the 
Shwartzman  phenomenon  but  of  the  San- 
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FIGURE  2.  Low-power  view  of  uterus  showing  in- 
flammatory exudate  around  vessels  and  infiltrating 
along  septa. 


arelli  phenomenon.9  The  Shwartzman  phe- 
nomenon is  an  example  of  local  necrosis 
following  intravenous  injection  of  a toxin, 
for  example,  endotoxin,  but  Sanarelli  des- 
cribed the  “generalized  Shwartzman  phe- 
nomenon” in  studies  on  patients  with  a 
variety  of  enteric  infections  in  1926  and  even 
earlier  than  that. 

An  interesting  roentgenographic  sequel  to 
nonfatal  bilateral  renal  cortical  necrosis  is 
the  development  of  calcification  in  the  cor- 
tex appearing  as  a rim  or  shell  around  the 
kidney. 

Clinical  diagnoses 

1.  Acute  renal  failure 

2.  Uremia 

3.  Status  postpartum 

Dr.  Bruno’s  diagnoses 

1.  Bilateral  renal  cortical  necrosis 

2.  Acute  renal  failure 

3.  Acute  endometritis  and  parametritis 
with  pelvic  peritonitis  and  ? abscess 
formation 

4.  ‘I Bacteremia  with  endotoxin  shock  and 
generalized  Shwartzman  reaction 

5.  Status  postpartum 
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FIGURE  3.  (A)  Section  of  myometrium  showing  necrosis  of  muscle  by  acute  fibrinopurulent  exudate. 
(B)  Section  of  myometrium  showing  septic  thrombophlebitis  involving  medium-sized  veins  about  halfway 
through  the  thickness  of  the  wall. 


Pathologic  report 

William  B.  Ober,  M.D.:  It  is  always 

difficult  to  find  cases  from  our  own  hospital 
for  this  exercise  that  Dr.  Bruno  is  not 
familiar  with.  Therefore,  when  Sydney 
Weinberg,  M.D.,  Medical  Examiner  of 
Suffolk  County,  and  William  B.  Bissel, 
M.D.,  Director  of  Laboratories  at  the 
Brookhaven,  Long  Island  Memorial  Hospital, 
kindly  sent  me  this  case,  I reserved  it  for 
occasion  when  I might  want  to  pitch  a 
curve  ball  to  Dr.  Bruno. 

The  autopsy  showed  lesions  involving 
the  uterus,  the  kidneys,  and  the  lungs. 
The  uterine  lesion  was  an  example  of 
puerperal  sepsis,  and  this  is  the  major  entity 
under  which  one  must  classify  this  maternal 
death.  The  lesions  in  the  kidneys  and 
lungs  were  secondary  to  the  uterine  infection, 
albeit  they  dominated  the  clinical  picture. 

Much  of  the  cervix  and  lower  uterine  seg- 
ment contained  an  acute  exudative  inflam- 
matory lesion  accompanied  by  diffuse  in- 
fectious thrombophlebitis  (Figs.  1,2,  and  3). 
The  thrombotic  process  was  confined  to  the 
inner  aspect  of  the  womb  and  did  not  ex- 
tend outward  to  form  a pelvic  thrombophle- 
bitis; there  was  no  perimetritis  or  para- 


metritis. It  is  regrettable  that  antemortem 
bacteriologic  studies  were  not  carried  out, 
but  the  pathogens  which  commonly  initiate 
such  a process  are  gram-negative  bacilli  of 
the  colon-aerogenes  group,  enterococci,  and 
hemolytic  streptococci.  One  can  certainly 
account  for  the  patient’s  fever  and  deep 
pelvic  tenderness  as  the  result  of  the 
uterine  infection. 

The  kidneys  showed  bilateral  cortical 
necrosis.  Grossly,  the  necrotic  cortex  was 
not  so  sharply  and  geographically  outlined 
as  it  becomes  after  about  a week,  but  I 
would  estimate  that  about  80  per  cent  of  the 
cortex  of  both  kidneys  was  involved.  Acute 
renal  cortical  necrosis  is  essentially  an 
instance  of  infarctive  coagulation  necrosis  in- 
volving both  the  glomeruli  and  tubules  in 
the  affected  areas.  Extravasation  of  red 
blood  cells  in  interstitial  tissue  is  common; 
red  cells  and  casts  are  occasionally  found 
in  the  necrotic  tubules.  At  four  days,  for 
example,  many  of  the  affected  glomeruli  were 
engorged  with  red  cells,  but  a more  signifi- 
cant feature  was  the  presence  of  multiple 
medium-sized  and  small  fibrin  thrombi  in 
the  intralobular  arteries  (Fig.  4A)  afferent 
arterioles  (Fig.  4B),  glomerular  hilus  (Fig. 
4C),  and  within  the  capillary  loops  of  the 
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FIGURE  4.  (A)  Section  of  kidney  showing  acute  cortical  necrosis  and  prominent  fibrin  thrombi  in  inter- 
lobular vessels.  (B)  The  afferent  arteriole  to  a glomerulus  is  occluded  by  a fibrin  thrombus  and  there  is 
segmental  infarction  of  the  glomerular  tuft.  (C)  Two  glomeruli  are  seen  surrounded  by  tubules  which  have 
undergone  coagulation  necrosis.  A fibrin  thrombus  extends  into  the  bed  of  the  upper  glomerulus,  and 
smaller  fibrin  deposits  are  seen  in  a capillary  lumen  in  the  left  side  of  the  tuft.  Both  glomeruli  show  early 
infarction  accompanied  by  leukocytic  exudate.  (D)  Higher-power  view  of  a glomerulus  with  a small  fibrin 
thrombus  within  a capillary.  Ischemic  changes  are  seen  in  the  tuft  above  the  thrombus. 


glomerular  tuft  (Fig.  4D). 

A somewhat  different  lesion  was  seen  in 


glomeruli  not  involved  by  the  fibrin  thrombi 
and  infarction,  that  is,  an  exudative  glomeru- 
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FIGURE5.  A glomerulus  some  distance  awayfrom 
the  areas  of  cortical  necrosis  shows  endothelial 
swelling,  leukocytic  infiltration,  and  synechiae 
between  the  tuft  and  capsule. 

litis  with  early  synechiae  of  the  capillary 
tufts  to  a swollen  epithelium  in  Bowman’s 
capsule  (Fig.  5).  This  lesion  resembled  the 
glomerulitis  seen  in  acute  poststreptococcal 
glomerulonephritis.  One  does  not  associate 
such  a lesion  with  gram-negative  bacillary 
infection.  Its  presence  suggests  but  does 
not  affirm  the  possibility  that  the  puerperal 
sepsis  was  due  to  either  enterococci  or  strep- 
tococci, or  possibly  a mixed  coccobacillary 
infection. 

The  lungs  showed  both  acute  pulmonary 
edema  and  multiple  small  fibrin  thrombi  in 
medium-sized  branches  of  the  pulmonary 
artery  tree  (Fig.  6).  These  were  diffusely 
scattered  and  presumably  developed  in  situ 
rather  than  being  embolic  from  the  intrau- 
terine septic  thrombophlebitis.  Parenthet- 
ically, there  was  no  inflammatory  reaction 
surrounding  the  thrombosed  pulmonary 
vessels.  The  patient’s  severe  dyspnea  is 
attributable  to  this  diffuse  pulmonary 
arterial  obstruction. 

The  locus  classicus  of  acute  renal  cortical 
necrosis  is  a sequel  to  abruptio  placentae, 
often  on  a toxemic  basis,  associated  with 
uteroplacental  apoplexy,  retroplacental  he- 
matoma, and /or  a Couvelaire  uterus.  There 


is  a strong  tendency  for  patients  with  this 
obstetric  constellation  to  be  multiparous, 
older  than  the  average  obstetric  population, 
and  to  have  antecedent  nephrosclerosis  with 
or  without  hypertension. 10  However,  we 
do  encounter  obstetric  patients  with  acute 
renal  cortical  necrosis  who  do  not  have 
abruptio  placenta  or  preeclampsia.  Less 
commonly,  acute  cortical  necrosis  may  oc- 
cur as  a complication  of  acute  fulminating 
infections  in  children  and  even  in  adult 
nonpregnant  women  or  in  men.  We  are 
indebted  to  McKay  et  al.11  for  elucidating 
the  mechanism  in  such  instances  and  relating 
it  to  an  even  wider  range  of  pathologic 
phenomena. 

Beginning  with  a study  of  obstetric  ma- 
terial, McKay  et  al .n  found  acute  renal  cor- 
tical necrosis  associated  with  such  entities  as 
infected  abortions,  chorioamnionitis  and 
acute  placentitis  following  premature  rup- 
ture of  the  membranes,  and  other  forms  of 
puerperal  sepsis.  The  renal  lesion  was  part 
of  a generalized  picture  which  is  described  as 
endotoxin  shock,  and  to  some  extent  the 
anatomic  lesions  can  be  described  as  re- 
sembling a generalized  Shwartzman  reaction. 
One  of  the  principal  effects  is  the  precipita- 
tion of  small  fibrin  thrombi  in  various  loca- 
tions throughout  the  body.  The  kidneys 
and  lungs,  as  in  the  present  case,  are 
favored  sites,  but  fibrin  thrombi  can  be 
found  in  the  adrenal  glands,  the  liver,  the 
pituitary,  small  intracerebral  blood  vessels, 
and  elsewhere.  When  there  is  extensive 
fibrin  thrombosis  in  the  intrarenal  circula- 
tion, acute  cortical  necrosis  may  develop. 

McKay,  Jewett,  and  Reid7  comment  that 
large  doses  of  bacterial  endotoxin  are  rapidly 
fatal,  leaving  behind  only  minimal  morpho- 
logic traces  in  both  human  beings  and 
animals,  whereas  small  amounts  of  endotoxin 
produce  lesions  in  experimental  animals 
similar  to  those  seen  in  our  case.  In  non- 
pregnant animals,  two  doses  are  required  to 
produce  the  renal  lesion,  a “preparatory” 
dose  and  a “provocative”  dose;  however, 
in  pregnant  animals  only  one  such  dose  is 
necessary.  The  inescapable  inference  is  that 
pregnancy  in  some  unknown  fashion  can 
prepare  or  “sensitize”  a woman  to  endo- 
toxin. In  the  laboratory,  it  is  conventional 
to  employ  Escherichia  coli  endotoxin  as  the 
effective  agent,  and  in  human  material  the 
lesion  is  frequently  associated  with  gram- 
negative  bacillus  sepsis,  but  this  by  no  means 
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FIGURE  6.  (A)  A medium-sized  pulmonary  artery  contains  an  occluding  thrombus  composed  of  fibrin 
and  admixed  leukocytes.  (B)  A smaller  branch  of  the  pulmonary  artery  tree  contains  a similar  thrombus. 


excludes  other  bacterial  toxins  from  the 
ability  to  act  in  the  pathogenesis  of  such  le- 
sions; De  Navasquez12  produced  renal  cor- 
tical necrosis  with  staphylococcal  toxin. 

Despite  the  morphologic  evidence  of  de- 
fibrination, this  patient  did  not  exhibit  any 
clinical  evidence  of  a disturbed  coagulation 
mechanism.  Extreme  fluctuations  of  blood 
fibrinogen  levels  have  been  reported  in 
human  case  material,  and  their  superficially 
paradoxical  values  can  be  attributed  to  the 
fact  that  they  are  usually  estimated  as 
single  random  samples.  In  experimental 
animals,  the  “preparatory”  injection  almost 
doubles  blood  fibrinogen  content;  the  level 
may  continue  to  rise  even  higher.  However, 
after  the  “provocative”  dose,  the  fibrinogen 
falls  precipitately,  coinciding  in  time  with 
the  generalized  formation  of  intravascular 
fibrin  thrombi.  Presumably,  in  this  pa- 
tient, depletion  of  fibrinogen  was  not  quite 
sufficient  to  engender  visible  hemorrhagic 
phenomena. 

Final  anatomic  diagnoses 

1.  Puerperal  sepsis  with  acute  endo- 
myometritis and  uterine  thrombophlebitis 

2.  Generalized  intravascular  fibrin  throm- 


bosis {endotoxin  effect ) with  acute  renal 
cortical  necrosis  and  pulmonary  arterial  bed 
obstruction 

3.  Acute  pulmonary  edema 
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X he  physician  caring  for  elderly  heart  pa- 
tients notes  an  interesting  cardiac  paradox 
not  ordinarily  found  in  his  practice  among 
younger  people.  It  is  that  as  the  incidence 
of  cardiovascular  diseases  increases  with  old 
age,  their  significance  and  severity  become 
less  important  considerations  in  the  over-all 
management  and  prognosis  of  the  patient. 
This  paradox  does  not  imply  heart  disease  in 
the  elderly  is  unimportant.  It  means  that 
the  general  alterations  in  the  organism  due 
to  the  aging  process  become  more  important 
for  the  survival  of  the  individual,  and  at- 
tention must  be  paid  to  them  and  their 
relation  to  heart  disease.  Because  of  these 
changes  the  cardiac  problem  becomes  rela- 
tively minor  in  comparison  with  the  other 
multiple  medical  complications  of  the  elderly 
subject.  Although  the  pessimist  may  think 
otherwise,  these  age-affected  factors  are  not 
necessarily  detrimental  to  the  senior  cardiac 
patient,  and,  at  times,  even  act  to  his  ad- 
vantage. This  report  explains  the  paradox 
and  shows  how  the  physician  can  use  it  to 
benefit  his  elderly  heart  patient. 


The  aging  process  and  heart  disease 

As  a rule,  the  senior  cardiac  patient 
tolerates  his  heart  disease  and  adjusts  to  it 
better  than  his  younger  counterpart.  His 
heart  disease,  like  other  afflictions  of  old  age, 
is  more  benign  and  progresses  slowly.  In 
some  way,  most  likely  through  the  natural 
processes  of  selection  and  survival,  the  older 
cardiac  patient  turns  out  to  be  a tougher  and 
hardier  person  who  has  managed  to  weather 
the  stresses  and  strains  of  young  and  middle 
age  and  who  coasts  into  the  less  turbulent 
waters  of  old  age,  a little  battered  and 
beaten  but  still  capable  of  navigating  the 
shoals  of  old  age.  In  most  instances  he  de- 
veloped heart  disease,  usually  arterio- 
sclerotic or  hypertensive,  late  in  life.  Less 
commonly  is  he  the  person  with  significant 
congenital  heart  disease  or  serious  rheumatic 
or  coronary  heart  disease  contracted  earlier 
in  life.  The  majority  of  such  people  die 
from  their  heart  diseases  between  the  ages  of 
forty-five  and  sixty-five,  leaving  the  re- 
mainder with  less  serious  heart  disease  to 
live  out  their  normal  expected  longevity. 
His  outlook  is  also  more  favorable  because 
over  the  years  he  has  built  up  a more  ex- 
tensive collateral  circulation  which  fre- 
quently tempers  his  acute  coronary  occlusion 
when  he  gets  it.  Then  too,  he  is  psychologi- 
cally stronger  than  the  younger  person  and 
better  able  to  adapt  emotionally  and  physi- 
cally to  his  heart  limitations  than  the 
younger  patient  who  has  still  to  win  his  place 
in  the  sun.  In  the  twilight  of  life  his  fires  of 
ambition  burn  more  dimly,  and  his  needs, 
activities,  and  burdens  are  more  easily 
satisfied. 

Often  these  benefits  of  the  aging  process 
enable  the  doctor  to  handle  with  relative 
ease  the  basic  heart  or  vascular  disorder  of 
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TABLE  I.  Life  expectancy  at  various  ages 


Age  (Years) 

Life  Expectancy 
(Years) 

70 

10.0 

75 

7.6 

80 

5.7 

85 

4.3 

100 

2.1 

his  aged  patient  and  to  offer  a fairly  optimis- 
tic prognosis  for  his  heart  condition  and  his 
expected  longevity.  It  is  encouraging  for  the 
elderly  patient  to  learn  that  despite  his 
heart  condition  he  has  a better  chance  than 
a younger  cardiac  patient  of  attaining  his 
expected  longevity  (Table  I).1 

Of  course,  the  aging  process  has  its  detri- 
mental side  which  poses  additional  problems 
for  the  physician  and  creates  the  previously 
mentioned  cardiac  paradox.  It  causes 
discrete  physiologic  and  structural  differ- 
ences between  the  young  and  old,  in  the  non- 
cardiac and  cardiac  person  alike.  The  older 
person  becomes  more  brittle.  His  organs 
and  tissues  show  greater  wear  and  tear  than 
those  of  the  younger  person.  Even  in  the 
absence  of  known  disease,  the  normal  heart 
in  old  age  differs  from  the  younger  heart.2 
As  a result  of  these  changes  of  age,  there  is  a 
real  danger  that  sudden  stress  to  any  system 
will  set  into  motion  a series  of  physiologic 
disturbances  which,  like  a classic  Greek 
tragedy,  lead  first  to  disability  and  finally 
to  death.  For  example,  many  elderly  people 
with  mild  arteriosclerotic  or  hypertensive 
heart  disease  rarely  suffer  from  it  until  they 
fall,  fracture  a bone,  hemorrhage,  or  become 
emotionally  upset  by  bereavement.  Then 
heart  failure  ensues,  and  kidneys,  lungs,  and 
other  organs  fail  quickly.  Unless  these  com- 
plications are  treated  promptly,  these  patho- 
logic states  become  irreversible,  and  the 
whole  organism  succumbs  like  Holmes’ 
wonderful  one-horse  shay.  Death  comes  to 
the  older  cardiac  patient  in  the  form  of 
multiorgan  failure;  death  in  the  young 
cardiac  patient  is  due  to  heart  disease  alone. 

These  differences  may  make  it  more  dif- 
ficult for  the  physician  to  treat  the  elderly 
cardiac  patient.  As  the  cardiac  paradox 
points  out,  minor  problems  in  the  younger 
cardiac  patient  become  major  considerations 
in  the  elderly.  Successful  treatment  of  the 
senior  cardiac  patient  requires  attention  not 
only  to  the  heart  but  also  to  these  other 


organs.  It  calls  for  a flexible  attitude  on  the 
part  of  the  physician  who  must  assess  and 
treat  not  only  the  cardiovascular  condition, 
but  also  the  aging  factors;  the  associated 
medical  conditions;  and  the  psychologic, 
environmental,  and  social  situation  of  the 
senior  citizen.  Since  it  is  less  difficult  to 
prevent  than  to  treat  the  medical  complica- 
tions, he  must  institute  preventive  measures 
based  on  a knowledge  of  the  age-affected 
factors  and  the  severity  of  the  heart  condi- 
tion. 3 

Diagnosis 

To  benefit  from  the  cardiac  paradox  the 
aging  heart  patient  must  be  accurately  and 
completely  diagnosed.  Every  elderly  pa- 
tient may  be  considered  to  have  some  cardio- 
vascular disease,  usually  arteriosclerotic 
and/or  hypertensive.  It  is  essential  to 
assess  his  cardiac  status  both  when  the 
presenting  symptoms  and  signs  suggest 
heart  disease  and  when  they  do  not.  Many 
elderly  heart  patients  complain  of  chest 
pain,  pressure  in  the  chest,  dyspnea,  and 
other  symptoms  which  suggest  heart  disease 
but  which  actually  arise  from  diseases  of  the 
lungs,  musculo-osseous  system,  or  the  gastro- 
intestinal tract.  Mistakenly  attributing 
these  symptoms  to  the  admittedly  present 
heart  condition  unnecessarily  frightens  the 
patient  and  aggravates  his  disability.  On 
the  other  hand,  elderly  patients  with  com- 
plaints not  suggesting  cardiac  involvement 
may  have  severe  heart  conditions.  Take, 
for  example,  the  case  of  an  eighty-eight-year- 
old  woman  who  got  out  of  bed,  became 
dizzy,  and  slipped  to  the  floor,  fracturing 
her  pelvis.  She  had  no  chest  pain  or  other 
complaints  of  heart  involvement,  but  her  elec- 
trocardiogram disclosed  an  acute  coronary 
thrombosis.  Her  successful  outcome  re- 
quired the  knowledge  of  her  occult  heart 
disease  and  modification  of  her  management 
to  include  treatment  of  an  acute  myocardial 
infarction  as  well  as  her  fractured  pelvis. 

It  is  important  to  strike  a good  balance 
between  clinical  judgment  and  laboratory 
tests.  Since  the  signs  and  symptoms  of 
disease  in  the  elderly  are  less  striking  than 
in  younger  people,  laboratory  tests  are 
essential.  These  should  include  a complete 
blood  count,  urinalysis,  electrocardiogram, 
and  chest  x-ray.  Other  tests  should  be  done 
as  necessary  to  evaluate  all  significant  corn- 
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plaints.  Use  the  latest  scientific  studies  to 
diagnose  and  manage  the  senior  cardiac 
patient,  but  do  not  delay  treatment  and  re- 
habilitation. As  Maritain4  writes, 

Modern  medicine  is  often  hampered  by  the 
very  excellence  of  its  means,  as  for  instance: 
when  a doctor  examines  the  patient’s  reactions 
so  perfectly  and  carefully  in  his  laboratory 
that  he  forgets  the  cure;  in  the  meantime  the 
patient  may  die,  for  having  been  too  well 
tended  or  rather  analyzed. 

Management 

Treatment  must  be  holiatric,  that  is, 
medical  treatment  directed  to  the  patient 
and  his  environment.5  Successful  manage- 
ment of  the  senior  cardiac  person  uses  the 
knowledge  of  the  cardiac  paradox  to  mini- 
mize the  patient’s  concern  with  his  heart  or 
vascular  condition  and  to  reduce  the  iatro- 
genically  induced  or  potential  medical  com- 
plications arising  from  the  heart  condition  or 
the  aging  process.  The  following  principles 
indicate  the  way: 

1.  Manifest  interest  and  concern  for  your 
elderly  cardiac  patient.  Do  not  take  for 
granted  such  interest  and  concern  and  do  not 
conceal  them  by  a gruff  manner.  Allay  his 
anxiety  about  his  heart  by  assuring  him  that 
many  elderly  people  with  heart  disease  have 
a good  chance  to  live  out  their  normal  life 
expectancy.  In  my  experience  this  prin- 
ciple is  more  essential  than  almost  any  other 
aspect  of  the  management  of  the  senior 
cardiac  patient.  With  it,  the  doctor  becomes 
a physician-healer;  without  it,  a plodder. 
The  positive  relationship  between  the  doctor 
and  his  elderly  cardiac  patients  kindles  and 
supports  the  “wish  to  five.”  More  elderly 
cardiac  patients  have  died  from  loss  of  a 
reason  or  will  to  live  than  from  their  heart 
conditions. 

2.  Pay  attention  to  the  age  factor  in  drug 
therapy.  Drugs  may  act  differently  in  the 
aged  cardiac  person.  The  physician  treat- 
ing the  senior  cardiac  patient  must  order 
drugs  with  regard  to  the  patient’s  age  and 
physiologic  status.  The  elderly  have  pre- 
cariously balanced  homeostatic  mechanisms 
which  drugs  may  affect  adversely.  Precipi- 
tous alterations  in  physiologic  function 
should  be  avoided.  Smaller  doses  frequently 
accomplish  the  same  good  as  larger  doses  and 
avoid  toxicity.  The  development  of  irra- 
tionality, confusion,  and  other  mental  symp- 
toms call  for  investigation  of  possible  toxic 


drug  reactions  before  senile  changes  are 
blamed.  The  senior  patient  with  heart  dis- 
ease responds  well  to  digitalis,  quinidine,  pro- 
nestyl,  diuretics,  and  mild  antihypertensive 
agents.  They  may  be  more  sensitive  to 
digitalis  and  usually  require  smaller  doses. 
Ordinarily  the  senior  cardiac  patient  tolerates 
his  heart  disease  well,  and  heroic  treatment 
measures  are  unnecessary.  Atrial  fibrillation 
and  flutter  require  control  rather  than  con- 
version.67 

3.  Early  ambulation  is  a cardinal  part  of 
management.  It  is  imperative  in  the  elderly 
cardiac  patient  to  prevent  medical  complica- 
tions, such  as  bed  sores,  pulmonary  emboli, 
and  a rapidly  deteriorating  psychological 
and  physiologic  condition  that  follows  in  the 
wake  of  undue  bed  rest  for  the  older  patient. 
These  complications  are  far  easier  to  prevent 
than  treat.  As  in  the  case  of  the  patient 
described,  elderly  cardiac  persons  with  acute 
coronary  thrombosis  may  better  sit  com- 
fortably in  a chair  than  be  confined  to  bed 
during  the  acute  phase.  Bathroom  privi- 
leges keep  constipation  from  becoming  a 
major  problem. 

4.  Rehabilitation  is  the  ultimate  restora- 
tion of  the  disabled  person  to  his  maximal 
physical,  emotional,  social,  and  vocational 
capacity.  For  the  elderly  cardiac  patient  it 
is  usually  limited  to  a return  to  activity  and 
social  participation  normal  for  his  age. 
Rarely  is  it  necessary  to  plan  his  return  to 
work,  but  this  possibility  should  not  be  over- 
looked, especially  where  some  income  is 
necessary.  There  are  many  sedentary  jobs 
that  senior  cardiac  patients  can  do.  They 
can  work  as  salesmen  on  a reduced  work 
schedule,  run  elevators,  and  perform  other 
types  of  work  for  which  their  experience  fits 
them.  They  should  be  advised  to  avoid 
employment  which  subjects  them  to  sudden 
emergencies,  protracted  stress,  or  uncom- 
fortable environmental  conditions.  Shel- 
tered workshops  and  craft  sections  in  senior 
citizen  centers  can  also  assist  them  in  earning 
part  of  their  expenses  and  supporting  them- 
selves. 

But  most  elderly  cardiac  patients,  espe- 
cially those  older  than  seventy -five  years,  will 
not  seek  employment.  It  is  essential  for  the 
physician  to  encourage  them  to  engage  in 
social  intercourse  and  participate  in  com- 
munity group  activity.  The  senior  cardiac 
patient  has  more  to  fear  from  sedation, 
social  segregation,  and  senility  than  from 
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cardiac  disease.  Social  intercourse  and  par- 
ticipation often  benefit  him  more  than  digi- 
talis. The  heart  of  the  senior  cardiac  patient 
may  be  enlarged,  its  rhythm  irregular,  and  its 
cardiac  reserve  diminished;  yet  it  is  capable 
of  providing  sufficient  cardiac  output  for  his 
ordinary  needs.  What  the  senior  cardiac 
person  must  avoid  is  not  activity  and  walk- 
ing, but  sudden  emotional  and  physical 
stresses  which,  like  the  proverbial  straw, 
break  his  cardiac  compensation  and  cast  him 
into  acute  failure. 

Summary 

The  cardiac  paradox  of  the  senior  citizen 
is  a phenomenon  of  age  in  which  the  incidence 
of  cardiovascular  diseases  increases,  but 
their  significance  and  severity  become  less 
important  considerations  in  the  over-all 
management  and  prognosis  of  the  patient. 
Knowledge  of  the  effects  of  the  aging  proc- 


Rates of  tolbutamide  dissolution 


A marked  variation  was  found  in  the  dis- 
solution rates  of  18  commercially  available 
brands  of  tolbutamide  tablets  (no  manufacturers 
specified) , all  of  which  met  the  limits  set  by  the 
Food  and  Drug  Regulations  for  tablets  in 
Canada.  The  dissolution  rates  bore  no  relation 
to  the  official  disintegration  time.  The  findings 
were  reported  in  the  Canadian  Medical  Associa- 
tion Journal. 

Reports  of  therapeutic  inadequacies  of  some 
tolbutamide  tablets  led  to  the  investigation  of 
the  pharmaceutical  properties  of  18  brands  of 
tolbutamide.  The  tablets  were  assayed  by 
extraction  with  alkali  and  by  determination  of 
optical  density.  The  official  method  of  the 
Food  and  Drug  Directorate  was  used  to  deter- 
mine disintegration  time.  The  method  for 
determining  dissolution  rate  is  described  in 
some  detail. 

Each  tablet  was  supposed  to  contain  500  mg. 
tolbutamide,  but  the  actual  content  ranged 


esses  in  the  cardiac  patient  enables  the  ex- 
perienced physician  to  use  the  cardiac  para- 
dox to  benefit  his  patient.  Multiple  diag- 
noses, prompt  holiatric  treatment,  attention 
to  the  effects  of  aging  on  the  response  to 
drugs,  early  ambulation,  and  social  rehabilita- 
tion provide  the  fundamental  program  for 
successful  management  of  the  senior  cardiac 
patient. 
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from  491  to  536  mg.,  98.2  to  107.2  per  cent  of 
the  amount  claimed.  The  disintegration  time 
ranged  from  less  than  four  to  less  than  thirty 
minutes,  and  had  no  relation  to  the  dissolution 
rate.  Although  all  the  products  met  speci- 
fications for  tolbutamide  tablets  B.P.  or  U.S.P., 
the  per  cent  of  tolbutamide  dissolved  after 
sixty  minutes  ranged  from  23  to  76  per  cent. 
In  two  instances,  two  different  batches  from 
the  same  manufacturer  were  tested.  In  one 
of  these  cases  the  per  cent  of  tolbutamide  dis- 
solved after  sixty  minutes  varied  from  twenty- 
three  to  sixty-eight  per  cent,  making  it  appear 
that  certain  manufacturers  have  an  extremely 
poor  batch-to-batch  control  over  the  pharma- 
ceutical properties  of  their  tablets. 

The  authors  conclude  that  an  official  test  is 
needed  that  sets  limits  for  the  rate  of  dissolution 
of  tolbutamide  tablets,  in  addition  to  the  one 
that  places  limits  on  disintegration  time,  since 
the  rate  of  absorption  of  the  drug  depends  on  the 
rate  of  dissolution.  Studies  of  human  in  vivo 
effects  of  different  tolbutamide  tablets  are 
presently  underway  at  several  centers  in 
Canada. 
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T he  problem  of  polycystic  disease  of  the 
kidneys  is  often  perplexing,  especially  if  one 
is  confronted  with  the  unilateral  type. 
This  is  well  exemplified  by  the  controversy 
existing  in  the  various  reports  of  the  litera- 
ture on  this  subject. 

It  is  our  purpose  to  report  a case  which 
meets  the  criteria  of  unilateral  polycystic 
disease,  with  a four-year  follow-up.  * 

Case  report 

A fifty-seven-year-old  white  male  was 
admitted  to  the  Concourse  Division  of  The 
Bronx-Lebanon  Medical  Center  on  October 
6,  1958,  with  a chief  complaint  of  dyspepsia 
and  meteorism  after  intake  of  food,  associated 
with  a gradually  increasing  painless  mass  in 
his  right  flank.  The  mass  was  discovered 
accidentally  one  month  prior  to  admission 
and  seemed  to  be  growing  larger  in  size. 
There  was  no  history  of  hereditary  diseases 
in  the  family,  including  polycystic  disease. 
The  patient  did  not  complain  of  any  other 

* The  patient  described  was  referred  by  Herman  L. 
Frosch,  M.D. 


gastrointestinal,  respiratory,  cardiovascular, 
or  urologic  symptoms  and  stated  that, 
generally  speaking,  he  felt  well. 

Physical  findings.  On  physical  exami- 
nation we  noted  that  the  patient  was  well 
developed  and  in  no  apparent  distress.  His 
pulse  was  65  and  regular,  temperature 
98.6  F.,  blood  pressure  (both  arms)  150/90, 
and  respirations  20  per  minute  and  regular. 

The  skin  and  its  appendages  presented  no 
abnormalities.  The  pupils  were  equal  and 
reacted  to  light  and  accommodation.  The 
ears,  nose,  throat,  and  neck  were  normal, 
with  no  cervical  lymphadenopathy  or  thyroid 
enlargement.  The  chest  was  symmetrical 
and  the  lungs  clear  to  percussion  and  auscul- 
tation. The  heart  sounds  were  regular,  of 
good  quality,  and  there  were  no  murmurs. 

Abdominal  examination  revealed  a ballot- 
able,  painless,  huge  mass,  which  moved  with 
respiration.  The  mass  occupied  the  right 
upper  quadrant  and  the  whole  right  flank 
and  extended  downward  to  the  right  lower 
quadrant.  It  was  oblong  in  shape,  ir- 
regular, firm  in  consistency,  and  had  a well- 
defined  margin.  The  overlying  skin  showed 
no  varicosities  or  any  signs  of  active  in- 
flammation. No  other  masses,  viscera,  or 
areas  of  tenderness  were  palpated. 

The  genitalia,  prostate,  and  rectal  exami- 
nations were  essentially  normal  for  the 
patient’s  age.  The  extremities  were  normal, 
and  no  varicosities  or  edema  were  present. 

Laboratory  findings.  The  laboratory 
findings  revealed  the  following:  The  blood 
count  was  entirely  normal.  The  blood  sugar 
was  100  mg.  per  100  ml.,  and  the  blood  urea 
was  20  to  24  mg.  per  100  ml.  The  urinaly- 
sis showed  a specific  gravity  of  1.012,  3 plus 
albumin,  no  sugar,  2 to  4 red  blood  cells,  a 
few  granular  casts,  and  a few  uric  acid 
crystals.  A urine  culture  revealed  Escher- 
ichia coli  sensitive  to  “mycin”  drugs. 

An  electrocardiogram  gave  evidence  of 
myocardial  damage,  with  a possible  old 
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FIGURE  1.  (A)  Multiple  cysts  of  right  kidney.  Note  spreading  of  calyces  and  marked  enlargement  of 
kidney.  (B)  Normal  left  kidney  and  ureter.  Note  barium  in  appendix  postbarium  enema. 


anterior  wall  infarction.  Chest  x-ray  films 
revealed  cardiomegaly  without  evidence  of 
pulmonary  disease.  A barium  enema  showed 
normal  findings.  An  intravenous  pyelo- 
gram  revealed  the  presence  of  multiple  de- 
formities affecting  the  right  kidney,  which 
was  markedly  enlarged,  measuring  19  cm.  in 
length.  The  configuration  of  the  calyceal 
structures  suggested  polycystic  disease.  The 
left  kidney  and  ureter  appeared  within 
normal  limits.  Retrograde  studies  con- 
firmed the  findings  in  the  intravenous 
pyelogram,  namely,  that  there  were  multiple 
cysts  in  the  right  kidney  producing  spreading 
of  the  calyces  and  marked  enlargement 
of  the  kidney  (Fig.  1A).  The  left  kidney 
and  ureter  were  entirely  normal  (Fig.  IB). 

A preoperative  diagnosis  of  polycystic  or 
multicystic  disease  of  the  right  kidney  was 
made.  Because  of  its  large  size  and  its 
associated  pressure  symptoms,  a right  renal 
exploration  was  advised. 

At  operation,  an  enormous  kidney  was 
found.  It  completely  filled  the  right  flank 
from  the  diaphragm  to  the  lower  portion  of 
the  pelvis.  It  measured  25  cm.  in  length, 
15  cm.  across,  and  8 cm.  in  width.  It 
retained  the  reniform  shape  and  was  made  up 


almost  entirely  of  innumerable  cysts.  Many 
of  these  cysts  had  to  be  punctured  before  the 
kidney  was  small  enough  to  be  manipulated 
into  the  wound  area. 

Because  the  other  kidney  and  the  blood 
urea  were  normal  and  because  of  the  age  of 
the  patient,  the  size  of  the  mass,  and  the 
increased  pressure  symptoms,  a right  ne- 
phrectomy was  deemed  advisable  and  per- 
formed. 

Pathologic  report.*  Gross  description. 
The  specimen  consists  of  a totally  resected 
right  kidney.  It  measures  17  by  8 by  5 cm. 
in  greatest  dimensions.  The  kidney  is 
cystic  over  the  major  portion,  comprising 
some  three  fourths  of  the  renal  parenchyma. 
There  are  varying-sized  cysts  from  0.1  to  5 
cm.  in  diameter.  They  are  filled  with  clear 
yellowish  fluid.  On  section  their  walls  are 
noted  to  be  composed  of  a thin,  whitish, 
membranous  tissue,  and  some  of  the  cyst 
walls  are  trabeculated  and  show  whitish 
fibrous  thickening.  A few  tiny  foci  of 
calcification  are  also  noted.  No  inter- 
communication between  the  cysts  is  seen  in 
any  of  the  areas  examined.  No  continuity 

* Joseph  C.  Ehrlich,  M.D.,  pathologist. 
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FIGURE  2.  Microscopic  section  of  cystic  area. 


between  the  cysts  and  the  renal  pelvis  is 
demonstrable.  Fragments  of  renal  paren- 
chyma can  be  discerned  between  some  of  the 
larger  cysts.  The  lower  one  quarter  of  the 
kidney  presents  normal  renal  architecture 
and  on  section  is  seen  to  be  free  of  cysts. 
The  renal  pelvis  is  slightly  dilated,  and  the 
calyces  are  elongated  and  dilated  and  show 
deformity  due  to  pressure  from  adjacent 
cysts  which  abut  on  the  calyces.  The  peri- 
pelvic  fat  tissue  is  moderate  in  amount.  A 
small  portion  of  ureter  attached  to  the  speci- 
men is  normal  in  caliber  and  not  otherwise 
remarkable.  Representative  sections  are 
taken  for  histologic  examination. 

Microscopic  description.  Microscopic  sec- 
tions reveal  multiple  cysts  of  varying  size 
lined  by  low  cuboidal  epithelium  (Fig.  2). 
In  some  areas,  the  lining  epithelium  appears 
flattened.  The  cyst  contents  consist  of 
strands  and  granules  of  protein  material. 
Hemosiderin  pigment  is  noted  in  the  stroma 
connective  tissue.  Areas  of  normal  renal 
parenchyma  are  noted  between  some  of  the 
cysts.  The  renal  parenchyma  not  involved 
by  the  cystic  process  shows  foci  of  chronic 
pyelonephritis  with  collections  of  round 
cells.  A moderate  degree  of  arteriosclerosis 
is  seen  in  the  interlobular  arteries. 

Diagnosis.  The  diagnosis  is  polycystic 
kidney  with  foci  of  chronic  pyelonephritis. 

Follow-up.  The  patient  has  been  fol- 
lowed for  almost  five  years  postoperatively. 
He  has  had  repeated  clinical  and  laboratory 
examinations  and  x-ray  films  of  his  left 
kidney,  all  of  which  have  failed  to  reveal  any 
marked  or  advancing  deviation  from  the 
normal  (Fig.  3). 

He  has  continued  to  be  alert  and  has  a 


FIGURE  3.  Intravenous  pyelogram  four  years 
postoperatively. 


good  urinary  output.  No  blood  urea  de- 
termination has  gone  over  24  mg.  per  100 
ml.,  and  his  electrolytes  and  blood  count 
remain  normal.  The  urine,  which  originally 
showed  a 3 plus  albumin  and  red  blood  cells 
microscopically,  now  has  only  an  occasional 
trace  of  albumin  and  shows  negative  micro- 
scopic findings. 

Comment 

Although  the  general  impression  exists 
that  the  unilateral  type  of  polycystic  renal 
disease  is  very  rare,  it  has  been  reported  in 
increasing  frequency.  Ritchie,1  in  88  au- 
topsy cases  of  polycystic  renal  disease,  found 
2 to  be  unilateral.  Naumann2  noted  2 uni- 
lateral cases  in  10,197  necropsies.  Bugbee 
and  Wollstein3  found  4 unilateral  cases  in 
5,000  autopsies,  and  Bell4  reported  2 uni- 
lateral cases  in  32,360  autopsies.  Dicken- 
son,6 in  his  cumulative  study  of  polycystic 
renal  disease,  stated  that  the  unilateral  type 
occurs  in  4 to  18  per  cent.  Similarly,  Rail  and 
Odel6  give  figures  ranging  from  4 to  13  per 
cent. 

Individual  cases  of  unilateral  polycystic 
disease  of  the  kidney  have  been  reported  by 
Valentine  in  1937, 7 Jona  in  1942, 8 Carlson  in 
1946, 9 Lih  and  Waud  in  1952, 10  and  Marcel  in 
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TABLE  I.  Differential  features  of  polycystic  versus  multicystic  disease  of  the  kidney17 


Polycystic  Disease 

1.  Retention  of  reniform  pattern  but  kidney 
is  riddled  with  cysts  which  in  general  appearance 
are  approximately  the  same  size. 

2.  Grossly  identifiable  renal  parenchyma, 
cysts  being  dispersed  throughout  kidney  with 
islands  of  normal  renal  substance  separating 
them. 

3.  No  communication  between  individual 
cysts  or  between  cysts  and  pelvis. 

4.  Normal  renal  pelvis  and  ureter. 

5.  Normal  renal  blood  vessels. 


Multicystic  Disease 

1.  Loss  of  normal  renal  configuration  with 
organ  appearing  as  cluster  of  cysts  which  vary 
considerably  in  size. 

2 . No  gross  demonstrable  renal  parenchyma . 

3.  Cysts  communicate  between  each  other, 
and  minute  orifices  are  present  between  cysts 
and  renal  pelvis. 

4.  Gross  pathologic  condition  detected  in 
ureter  and  pelvis. 

5.  Aberrant  renal  vessels  often  found. 


1953. 11  In  19,000  autopsies  on  children 
studied  by  Campbell,1213  there  were  72 
cases  of  polycystic  renal  disease.  Of  these, 
46  were  bilateral,  and  26  were  unilateral. 

On  the  other  side  of  the  controversy, 
Oppenheimer  and  Narins14-15  claim  that,  for 
all  practical  purposes,  every  case  of  poly- 
cystic renal  disease  in  the  adult  should  be 
considered  as  bilateral.  This  is  based  on 
their  experience  in  The  Mount  Sinai  Hospi- 
tal, New  York  City,  where,  in  a study  of  the 
records,  there  was  only  1 case  of  unilateral 
disease  found  in  the  period  from  1910  to 
1949.  Braasch  and  Schacht16  assert  that 
polycystic  kidneys  are  always  bilateral  and 
that  cases  described  as  unilateral  sub- 
sequently develop  the  cystic  process  on  the 
other  side.  They  also  state  that  micro- 
scopic study  of  the  alleged  normal  kidney 
in  polycystic  disease  would  present  cysts 
which  elude  the  surgeon’s  hand  and  eye. 

For  these  reasons  and  because  of  the  fact 
that  most  of  these  cases  later  develop  a 
bilateral  process,  many  of  the  reported  cases 
of  unilateral  polycystic  disease  must  be 
questioned. 

The  differential  features  of  polycystic 
versus  multicystic  disease  of  the  kidney  are 
presented  in  Table  I.17 

In  polycystic  disease  it  is  true  that  there  is 
nothing  characteristic  about  the  renal  paren- 
chyma intervening  between  the  cysts.  If 
viewed  apart  from  the  cystic  areas,  it  would 
be  impossible  to  determine  the  basic  lesion. 
This  parenchyma  is  frequently  modified  by 
arteriosclerosis  and  especially  by  arteriolar- 
sclerosis  in  the  adult  or,  as  seen  in  our  case, 
by  the  presence  of  pyelonephritis. 

The  problem  under  discussion  is  more  than 
an  academic  one,  considering  the  relative  in- 


nocuousness of  the  unilateral  type  as  com- 
pared with  the  seriousness  of  the  bilateral 
type  of  polycystic  renal  disease. 

Wakeley18  states  that  the  removal  of  a 
large  polycystic  kidney  on  the  assumption 
that  the  opposite  kidney  is  uninvolved  often 
produces  exaggeration  of  the  process  in  the 
remaining  kidney  within  a very  short  time. 
Simon  and  Thompson19  state  that  a ne- 
phrectomy performed  on  a patient  considered 
to  have  unilateral  polycystic  renal  disease 
will  precipitate  a kidney  shutdown  on  the 
opposite  side  if  it  is  polycystic  in  nature. 
This  is  owing  to  the  fact  that  the  natural 
tendency  toward  compensatory  hypertro- 
phy and  hyperplasia  occurring  in  the  remain- 
ing kidney,  following  the  nephrectomy, 
closes  the  partially  atresic  nephrons.  Shortly, 
thereafter,  this  results  in  a rising  urea  and 
creatinine,  with  an  unfavorable  prognosis. 

Braasch  and  Schacht16  29  state  that  follow- 
ing a nephrectomy,  in  the  presence  of  bilat- 
eral cystic  disease,  the  patient  rarely  sur- 
vives longer  than  four  years. 

Campbell13  states  that  it  is  axiomatic  that 
the  less  surgical  treatment  is  employed  in 
polycystic  disease  of  the  kidney,  the  longer 
the  patient  will  live.  Following  a ne- 
phrectomy in  these  cases,  half  of  the  patients 
die  in  the  immediate  postoperative  period, 
and  another  one  third  die  of  renal  failure 
within  the  postoperative  month.  When 
such  patients  are  treated  medically,  the  life 
expectancy  after  the  onset  of  symptoms  is 
from  two  to  four  years  in  half  of  them  and 
less  than  two  years  in  one  fourth. 

Our  patient  has  survived  almost  five 
years  and  is  much  improved  urologically 
with  an  improved  urea  and  urine  analysis. 
We  present  our  case  as  one  of  unilateral 
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polycystic  renal  disease  on  the  following 
premises: 

1.  The  patient  was  middle-aged  when 
he  was  first  seen,  and  only  one  kidney  was 
involved  with  obvious  cystic  disease.  The 
other  kidney  was  grossly  normal  in  size, 
shape,  and  position. 

2.  Radiologically,  the  kidney  fulfilled  all 
the  criteria  of  polycystic  renal  disease. 

3.  Pathologically  the  kidney  fulfilled  the 
criteria  of  polycystic  renal  disease. 

4.  The  patient’s  postoperative  course 
after  four  years  shows  no  change  in  his  blood 
pressure  and  no  change  in  the  size  or  shape  of 
his  remaining  kidney.  The  urea  and  urine 
analyses  are  improved,  and  there  is  no 
evidence  of  cystic  degeneration  of  his  re- 
maining kidney. 

Summary 

A review  of  the  literature  on  unilateral 
polycystic  renal  disease  is  presented.  A 
case  which  seems  to  meet  the  requirements 
of  this  entity  and  a four-year  follow-up  are 
presented. 

Although  it  is  quite  rare,  unilateral  poly- 
cystic renal  disease  does  seem  to  exist  as  a 
distinct  entity.  A comparison  between 
polycystic  and  multicystic  disease  of  the 
kidney  is  made.  The  presence  of  unilateral 
polycystic  renal  disease  seems  to  offer  a 
much  more  favorable  prognosis  than  the 
bilateral  type. 


Allergy  and  chronic  simple 
glaucoma 

The  mechanism  of  chronic  simple  glaucoma  is 
apparently  that  of  vasospasm  of  the  fine  blood 
vessels  with  subsequent  congestion  and  edema, 
Louis  L.  Raymond,  M.D.,  Caldwell,  New 
Jersey,  reported  recently  in  the  Annals  of 
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Allergy.  The  author  suggests  that  instead  of 
a purely  local  phenomenon,  as  this  condition  is 
generally  regarded,  it  is  in  fact  an  ocular  mani- 
festation of  a systemic  disease  with  an  allergic 
basis.  In  reporting  113  cases  of  primary 
chronic  simple  glaucoma  successfully  treated  on 
this  basis  he  marshals  data  to  support  his  view. 
In  his  opinion,  early  diagnosis  followed  by 
specific  desensitization  therapy  now  offers 
these  patients  a favorable  prognosis. 
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Erythromelalgia 


SAMUEL  BLOOM,  M.D. 
Brooklyn,  New  York 


Erythromelalgia  was  first  described  by 
Mitchell  in  1878. 1 It  is  a rare  primary  or 
idiopathic  form  of  paroxysmal  vasodilata- 
tion, associated  with  burning  pain,  in- 
creased temperature,  and  redness  of  the 
skin,  particularly  of  the  feet.  An  excellent 
description  of  the  condition  is  given  by 
Allen,2  who  states  that  the  symptoms  are 
entirely  dependent  on  temperature  elevation 
of  the  skin  of  the  affected  parts.  The  in- 
creased temperature  is  usually  associated 
with  extreme  vasodilatation  of  the  arterioles 
and  capillaries  of  the  skin,  and  the  critical 
temperature  range  for  the  production  of 
symptoms  has  been  found  to  be  between  32 
and  36  C.2  Relief  can  be  obtained  by 
cooling  the  skin  or  by  elevation  of  the  de- 
pendent extremity.  Occasionally,  the  dis- 
ease may  be  associated  with  hypertension  or 
polycythemia. 

Case  report 

The  patient,  a forty-eight-year-old  white 
woman,  was  first  seen  in  February,  1952,  at 
the  age  of  thirty-seven.  At  that  time  she 
complained  of  pain  in  the  big  toe  and  fifth 
toe  of  the  right  foot  of  three  days  duration. 
Physical  examination  at  that  time  revealed 
a slight  redness  of  the  right  fifth  toe,  with 
moderate  tenderness  over  the  head  of  the 
fifth  metatarsal  bone.  Otherwise,  both  feet 
appeared  normal,  and  there  were  good 
dorsalis  pedis  pulsations  bilaterally.  At 
that  time  it  was  thought  that  she  might 
have  a mild  periostitis  of  the  fifth  metatarsal 
bone,  and  hot  soaks  were  advised. 

One  month  later  the  patient  returned  with 
a complaint  of  a burning  pain  and  a rash  on 


the  left  lower  back  of  several  days  duration. 
Physical  examination  revealed  a diffuse 
maculopapular  rash  in  the  left  sacral  area, 
with  some  small  areas  of  vesiculation.  This 
rash  extended  from  the  vertebral  column  to 
the  middle  of  the  ilium.  There  was  no  rash 
beyond  this  point  or  on  the  abdominal  wall 
anteriorly.  A diagnosis  of  herpes  zoster  was 
made,  and  the  patient  received  four  daily 
injections  of  a colloidal  solution  of  de- 
natured proteolytic  enzyme  (Protamide),  in 
addition  to  local  applications  of  calamine 
lotion.  The  symptoms  gradually  abated, 
and  by  the  following  month  the  pains  and 
the  rash  had  virtually  disappeared.  During 
this  time  the  patient  observed  that  she  was 
still  having  pains  in  the  right  foot,  but 
examination  again  revealed  both  feet  to  be 
normal  in  appearance. 

Several  weeks  later  the  patient  returned 
and  stated  that  the  pains  in  her  right  foot 
had  become  more  severe  and  had  spread  to 
the  left  foot  as  well.  When  she  was  placed 
on  the  examining  table  in  a sitting  position 
with  her  feet  dangling  over  the  edge  of  the 
table,  the  pains  in  the  feet  became  worse. 
At  this  stage  it  was  noted  that  all  the  toes 
and  the  distal  half  of  the  dorsum  of  each  foot 
had  become  deep  red  in  color.  Beads  of 
perspiration  could  be  seen  to  be  forming  on 
several  of  the  toes.  The  dorsalis  pedis 
pulsations  were  present  bilaterally,  and  they 
were  quite  forceful.  Her  blood  pressure 
was  130/80.  The  rest  of  the  physical 
examination  showed  nothing  positive. 

The  patient  was  placed  in  a recumbent 
position,  and  both  legs  were  elevated.  The 
pains  became  fighter  almost  immediately, 
and  both  feet  began  to  assume  a more  normal 
color.  Subsequently,  the  patient  had  a 
complete  blood  count  and  urinalysis.  A 
chest  x-ray  film  and  x-ray  films  of  both  feet 
were  made.  The  results  of  all  these  exami- 
nations were  within  normal  limits.  A 
diagnosis  of  erythromelalgia  was  made,  and 
the  patient  was  instructed  to  take  0.6  Gm. 
of  acetylsalicylic  acid  at  the  very  onset  of 
symptoms  and  to  repeat  the  same  dose  every 
four  hours  if  necessary. 

The  patient  returned  two  weeks  later  to 
state  that  the  acetylsalicylic  acid  had  worked 
“like  a miracle.”  Symptoms  were  relieved 
within  twenty  minutes  after  ingestion  of  the 
drug,  and  she  would  remain  symptom-free 
for  several  days  at  a time.  One  month 
later  she  was  instructed  to  stop  the  acetyl- 
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salicylic  acid  and  to  take  50  mg.  of  thiamine 
chloride,  three  times  daily.  She  was  told 
that  this  was  a new  medication  and  that  it 
should  be  more  effective  than  the  acetyl- 
salicylic  acid.  Two  weeks  later  she  re- 
turned, stating  that  she  had  obtained 
absolutely  no  relief  from  the  new  medication 
and  that  she  was  going  back  to  the  acetyl- 
salicylic  acid. 

Since  then,  the  patient  has  been  followed 
monthly  and  has  done  very  well.  During 
the  first  few  years  her  symptoms  became 
worse  during  the  summer,  but  acetyl- 
salicylic  acid  gave  her  complete  relief  for 
several  days  at  a time.  For  the  past  two 
years  her  symptoms  have  become  much 
milder,  and  she  now  rarely  resorts  to  the  use 
of  acetylsalicylic  acid. 

Comment 

Therapy  of  erythromelalgia  has  been 
varied  and  difficult.  Markel3  treated  a case 
with  intravenous  typhoid  vaccine  given 
every  other  day  for  a total  of  12  injections. 
The  patient  became  symptom-free  at  the  end 
of  this  series  of  injections  and  remained 
symptom-free  as  of  two  years  later.  Ar- 
redondo and  Ferreira4  treated  a sixteen- 
year-old  girl  with  injections  of  thiamine 
chloride  and  obtained  complete  relief  of 
symptoms. 

Telford  and  Simmons5  have  advised  a 
surgical  approach  to  the  treatment  of  this 
condition.  They  have  felt  that  it  is  due  to 
some  disorder  of  the  sympathetic  nervous 
system  and  that  the  symptoms  should  be 
relieved  by  sympathectomy.  Accordingly, 
they  have  performed  lumbar  sympathec- 
tomy in  3 such  patients,  with  complete  and 
permanent  disappearance  of  symptoms. 

Metz6  treated  a fifty -three-year-old  white 
male  by  nasal  insufflations  of  desiccated 
posterior  pituitary  powder.  The  symptoms 
were  markedly  ameliorated  while  the  patient 
was  taking  the  drug  but  returned  when  the 
insufflations  were  discontinued.  The  ration- 
ale behind  this  therapy  is  that  posterior 
pituitary  extract  produces  mild  but  pro- 
longed constriction  of  small  blood  vessels, 
thus  ameliorating  the  symptoms  of  eryth- 
romelalgia. 

Cross7  has  treated  several  patients  with 


sublingual  isoproterenol  (Isuprel)  hydro- 
chloride, which  is  a skin  vasodilating  agent, 
with  excellent  relief  of  the  burning.  He  has 
found,  however,  that  2 per  cent  nitrogly- 
cerin ointment  applied  locally  is  even  more 
effective. 

It  can  be  seen  from  the  variety  of  ther- 
apies used  in  this  disease  that  there  is  no 
unanimity  of  opinion  as  to  what  constitutes 
the  best  treatment.  Acetylsalicylic  acid 
has  been  known  to  produce  marked  relief  in 
patients  with  erythromelalgia . Allen 2 states 
that  there  is  no  known  explanation  for  its 
effectiveness,  but  it  is  so  common  that  he 
has  learned  to  suspect  erythromelalgia 
whenever  patients  mention  marked  relief 
from  the  ingestion  of  acetylsalicylic  acid. 

It  was  this  knowledge  that  prompted  us 
to  use  acetylsalicylic  acid  in  our  patient. 
The  results  certainly  have  been  gratifying. 
Apparently,  the  drug  has  produced  excellent 
symptomatic  relief,  and  over  a period  of 
years  the  disease  has  remitted  spontaneously. 
It  is  interesting  to  note  that  thiamine  chlo- 
ride orally  had  no  effect  on  this  patient’s 
symptoms. 

Summary 

A case  of  erythromelalgia  in  a white 
woman  is  reported.  Excellent  relief  has 
been  obtained  by  the  oral  use  of  acetyl- 
salicylic acid.  At  the  present  time,  after 
eleven  years,  the  symptoms  have  become 
much  milder.  During  the  past  two  years 
the  patient  has  had  to  resort  to  an  occasional 
dose  of  acetylsalicylic  acid  during  the  hot 
summer  months  only. 

9538  Kings  Highway,  Brooklyn  12 
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Brief  Preliminary  Reports 


Primary 
Reading  Epilepsy 

MOSES  ZLOTLOW,  M.D. 
Middletown,  New  York 

Supervising  Psychiatrist  in  Charge  of  Electroencephalography, 

Middletown  State  Hospital 


Various  sensory  stimuli,  emotional  or 
psychological  stresses,  may  trigger  and 
provoke  an  epileptic  attack  in  a susceptible 
person.  This  is  a well-known  and  accepted 
fact.  The  act  of  reading  as  a specific 
epileptogenic  stimulus  and  a new  syndrome 
was  first  described  in  1956  by  Bickford  and 
his  associates.1  Since  that  time  about  two 
dozen  such  cases  have  been  reported  in  the 
medical  literature.  The  clinical  picture  in 
all  these  cases  is  remarkably  similar  to  those 
originally  described  by  Bickford.  He  di- 
vided his  cases  of  reading  epilepsy  into  two 
categories:  primary  and  secondary.  The 

cases  of  primary  reading  epilepsy  had  in  com- 
mon: Demonstrable  lesions  of  the  brain 

were  absent;  generalized  convulsions  oc- 
curred only  while  reading;  a prodromal  sen- 
sation of  involuntary  jerking  or  jaw-clicking 
was  followed  by  a grand  mal  type  of  seizure  if 
reading  continued;  and  when  reading  was 
discontinued  as  soon  as  the  jaw  sensation 
appeared,  no  seizure  occurred.  Spon- 
taneous seizures  were  not  reported  in  these 
cases.  The  electroencephalogram  is  usually 
normal  at  rest,  sleep,  hyperventilation,  and 
photic  stimulation,  but  becomes  dys- 
rhythmic  and  abnormal  when  jaw- jerking 
during  reading  appears.  This  consists  of 
bilateral  synchronous  paroxysms  of  3 to  6 


waves  per  second  or  spike  discharges, 
maximal  in  the  parietal  and  occipital  regions. 
Neurologic  findings  are  essentially  negative. 

Secondary  reading  epilepsy  identified  by 
Bickford  et  al.1  as  a similar  but  separate  en- 
tity manifests  a much  more  general  epileptic 
disorder,  depending  on  the  functional  lesions 
of  the  brain.  Reading  in  these  cases  is  not 
the  sole  factor  in  setting  off  seizures,  but 
one  of  the  various  other  stimuli,  particu- 
larly photic.  A jaw- jerking  or  clicking 
phenomenon  as  a rule  is  absent.  Evidence 
of  brain  lesion  can  be  demonstrated,  so 
that  the  electroencephalogram  is  frequently 
abnormal. 

Case  report 

A twenty-five-year-old  female  reported  that 
for  the  first  time  in  her  life  in  April,  1963,  while 
reading  the  morning  newspaper,  she  felt  a funny 
sensation  in  her  face.  She  opened  her  mouth  to 
say  something  to  her  children,  but  could  not 
close  it  and  lost  consciousness.  She  recalls 
holding  the  paper  in  her  hands  when  she  woke 
up.  The  second  such  episode  occurred  in  the 
first  week  of  August,  1963,  while  she  was  read- 
ing a housekeeping  magazine.  She  again  felt 
the  same  funny  sensation  in  her  face,  with  jaw- 
twitching  and  jerking,  and  lost  consciousness. 
The  patient  recalls  she  found  herself  in  bed 
when  she  woke  up.  Her  sister  told  her  that  she 
had  had  a blackout,  her  eyes  were  rolling,  her 
body  twitched,  and  she  foamed  from  the  mouth. 
She  added,  “My  sister  told  me  I had  a convul- 
sion.” 

She  revealed  that  since  May,  1963,  she  had 
worked  in  a dress  factory.  About  the  end  of 
August  while  sewing  collars,  a very  exact  and 
delicate  work  requiring  a lot  of  attention  and 
fast  reading  of  small  letters,  she  again  ex- 
perienced the  funny  sensation  in  her  face.  This 
time,  however,  being  aware  of  what  was  coming 
on,  she  stopped  working  and  did  not  lose 
consciousness.  Her  foreman  noticed  that  she 
was  not  feeling  well  and  sent  her  home  from 
work.  It  was  this  last  occurrence  that  prompted 
her  to  seek  medical  advice  and  help.  She  de- 
scribed another  of  her  experiences  which  took 
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place  about  two  weeks  before  this  last  episode 
in  the  factory.  At  that  time  she  was  reading 
Dr.  Spock’s  popular  book,  about  the  illness  of 
her  sister’s  baby.  She  continued  the  story  in 
her  own  words:  “While  reading  I felt  the  same 
funny  sensation  in  my  face,  the  jaw- jerking, 
but  being  aware  from  previous  experience  what 
would  come  afterwards,  I threw  the  book  away 
and  did  not  have  a spell  as  on  previous  occa- 
sions.” 

Her  past  life  story  is  not  too  remarkable. 
She  does  not  recall  early  illnesses  or  injury  to 
her  head  or  any  brain  infections.  There  was 
no  personal  or  family  history  of  seizures.  She 
claims  to  have  reached  the  third  year  of  high 
school,  has  been  married  for  the  past  seven 
years,  and  is  the  mother  of  two  children.  She 
reveals  that  for  the  past  year  she  has  been  very 
tense  and  nervous,  everything  bothers  her,  and 
she  ascribes  it  to  some  financial  shortcomings, 
her  husband’s  working  conditions,  and  so  forth. 
Physical  and  neurologic  examinations  did  not 
reveal  any  abnormalities.  The  first  electro- 
encephalogram performed  September  7,  1963, 
while  at  rest,  showed  no  dysrhythmic  activity. 
A second  and  the  last  electroencephalogram  was 
performed  September  15,  1963,  and  this  time 
during  the  test  the  patient  read  aloud  and 
silently  for  ten  or  fifteen  minutes.  No  jerking 
or  jaw-clicking  was  observed,  and  the  tracing 
did  not  bring  out  the  3-  to  6-wave-per-second 
paroxysms  in  the  parietal  or  occipital  regions  as 
described  by  Bickford1  and  considered  normal. 

Comment 

There  seems  to  be  no  doubt  that  our  case 
falls  into  Bickford’s  category  of  primary 
reading  epilepsy.  The  dominant  factor  in 
all  the  case  reports,  including  ours,  is  a gen- 
eralized convulsion  provoked  solely  by  the 
specific  stimulus  of  reading,  with  its  much- 
emphasized  prodrome  of  involuntary  jaw- 
jerking  or  clicking.  Spontaneous  seizures 
never  occur,  and  for  this  reason  the  term 
primary  reading  epilepsy  seems  to  be  appro- 
priate. 

Clinical  data  from  case  reports  have  pro- 
duced evidence  that  fatigue,  concentrated 
attention  on  some  physical  or  mental 
activity,  and,  certainly  not  the  least,  emo- 
tional and  affective  factors  are  pertinent  in 
the  genesis  of  this  form  of  seizures. 

In  some  of  the  case  reports,  the  con- 
tent of  the  material  read,  its  emotional 
connotation,  and  directed  attention  to  the 
subject  matter  seems  to  be  of  great  impor- 
tance in  triggering  a seizure.  Such  an  illus- 
trative example  is  the  case  reported  by 
Stevens,2  of  a twenty-four-year-old  Jewish 
woman  who  had  spells  and  jaw-twitchings 


while  reading.  However,  these  were  more 
promptly  precipitated  by  reading  Hebrew 
prayers,  the  meaning  of  which  she  did  not 
understand. 

Another  interesting  case  is  reported  by 
Critchley,  Cobb,  and  Sears3  of  a female  pa- 
tient who  frequently  had  attacks  only  while 
reading  a suburban  newspaper  on  which  she 
had  previously  been  employed.  Intense 
concentration,  intellectual  and  emotional, 
rather  than  casual  reading  seems  to  be 
in  our  case  the  determining  factor  in  the 
outcome  of  the  seizures.  Reading  epilepsy 
may  be  and  often  is  a severe  handicap  for 
those  whose  work  and  profession  requires 
much  reading,  as  in  college  students  who 
may  be  forced  to  discontinue  their  educa- 
tion or  give  up  their  occupation.  Baxter 
and  Bailey4  and  lately  Norbury  and  Loeff- 
ler5  have  recorded  such  illustrative  examples 
in  young  college  students.  In  these  patients 
treatment  with  anticonvulsive  drugs  seems 
to  be  ineffective  and  practically  unnecessary. 
After  a number  of  such  experiences,  they 
learn  the  so-called  trick  to  avoid  seizures: 
simply  to  stop  reading  as  soon  as  the  funny 
sensation  in  the  jaw  occurs. 

It  is  worth  while  here  to  consider  in  brief 
the  still  poorly  understood  pathogenesis  and 
mechanisms  precipitating  the  seizures  during 
the  act  of  reading.  The  origin  of  seizures  in 
primary  reading  epilepsy,  according  to  Bick- 
ford, 1 seems  to  have  the  same  common  mech- 
anism as  some  forms  of  myoclonic  epilepsy. 
After  reviewing  all  cases  reported  in  the  liter- 
ature, Critchley,  Cobb,  and  Sears3  came  to 
the  conclusion  that  a number  of  mechanisms 
acting  either  singly  or  in  combination  may 
be  pertinent  in  bringing  about  a state  of 
general  hyperexcitability  in  a person  al- 
ready susceptible  to  epilepsy.  He  con- 
sidered the  following  subfactor  as  im- 
portant: a pattern  of  vision  similar  to 

photic  stimulation,  repeated  proprioceptive 
impulses  from  ocular  and  jaw  muscles,  at- 
tention to  reading,  emotional  reaction  de- 
rived from  the  content  matter  read,  and 
possibly  a conditioned  reponse  to  reading. 

Summary 

A case  of  primary  reading  epilepsy  in  a 
twenty-five-year-old  woman  who  experi- 
enced for  the  first  time  in  her  life  a grand 
mal  convulsion  while  reading  is  reported  in 
detail.  This  patient,  like  the  others  in  this 


October  1,  1964  / New  York  State  Journal  of  Medicine  2473 


group,  shared  the  common  factor  of  reading 
as  the  sole  specific  epileptogenic  stimulus, 
with  its  prodromal  sensation  of  jaw-jerking 
followed  by  a grand  mal  type  of  seizure  if 
reading  persists.  Treatment  of  such  pa- 
tients by  anticonvulsants  has  no  thera- 
peutic effect.  From  their  very  own  ex- 
periences, they  learn  the  trick  to  avoid  a 
seizure  in  a very  simple,  effective  way:  by 
discontinuing  reading  as  soon  as  jaw- 
jerking  occurs.  The  absence  of  any  demon- 
strable lesion  of  the  brain  in  these  cases  is  an 
accepted  fact.  Routinely  the  electroen- 
cephalogram is  normal,  but  during  reading 
when  jaw-jerking  appears,  promptly  the 
tracing  shows  paroxysms  of  slow  waves  or 
spike  discharges.  The  still  debatable  patho- 


Tetanus treated  successfully 
in  pressure  chamber 

The  use  of  high  pressure  oxygen  therapy  to 
treat  9 persons  with  tetanus  was  reported 
recently  in  the  Journal  of  the  American  Medical 
Association. 

The  researchers  have  developed  sufficient 
confidence  from  the  response  of  these  patients 
to  hyperbaric  oxygen  to  use  it  almost  exclusively 
and  to  eliminate  essentially  all  standard 
modalities  of  treatment. 

The  first  4 patients  were  treated  with  high 
pressure  oxygen  plus  the  other  standard  pro- 
cedures. The  fifth  patient,  with  a mild  form 
of  the  disease,  underwent  the  same  procedures 
with  the  exception  of  tetanus  antitoxin.  The 
sixth  patient  was  treated  exclusively  with  hy- 
perbaric oxygen.  The  other  3 patients  had 
severe  tetanus  which  standard  treatment  had 
failed  to  arrest.  They  received  intensive  high 
pressure  oxygen  therapy  with  the  addition  of 
only  a sedative  and  antibiotics  for  other  in- 
fections. 


genesis  and  possibly  additional  mechanism 
pertinent  in  the  epileptic  outcome  of  reading 
is  reviewed. 
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Conventional  therapy,  in  essence,  relies  on  the 
use  of  tetanus  antitoxin,  large  doses  of  peni- 
cillin, muscle  relaxing  drugs,  tranquilizers,  and 
different  forms  of  anesthesia,  the  authors  ex- 
plained. Despite  these  measures,  the  mortality 
rate  is  30  to  50  per  cent. 

It  was  believed  on  the  basis  of  earlier  re- 
search that  the  technic,  which  increases  oxygen 
pressure  20  times  the  normal  level,  might 
detoxify  the  tetanus  toxin.  Tetanus  is  caused 
by  a toxin  produced  by  the  bacterium,  Clostrid- 
ium tetani,  which  infects  wounds  lacking 
oxygen.  Oxygen  inhibits  the  bacterium  from 
generating  the  toxin. 

Oxygen  therapy  was  performed  in  a cylindri- 
cal decompression  chamber,  18  feet  long  and  6 
feet  in  diameter. 

The  major  concern  during  therapy  is  that  the 
patient  may  receive  too  much  oxygen.  To 
avoid  oxygen  toxicity,  therapy  was  interrupted 
at  fifteen-  to  twenty-minute  intervals. 

Oxygen  therapy  seems  to  have  a direct  effect 
on  the  course  of  the  disease,  the  physicians  con- 
cluded. In  addition,  patients  are  able  to  be 
fed  by  mouth,  are  more  alert,  and  are  more 
controllable  and  cooperative. 
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Potpourri  of  Persiflage 


There  was  a time  when,  as  was  true  of  Gaul, 
all  cooking  could  be  divided  into  three  parts. 
There  was  first  the  professional  chef,  usually 
male;  the  family  cook  was  second  and  usually 
was  the  woman  of  the  household;  and  there 
was  a third  classification,  the  rough  and  ready 
type  of  cook,  probably  best  called  a camp  cook, 
sometimes  a guide  or  ranch  or  logging  camp 
employe  with  a flair  for  cooking  fast,  simply,  and 
satisfactorily. 

Suddenly  now  a new  character  makes  his 
appearance,  imposing  on  his  friends,  ruining 
their  digestions  and  tempers,  and  contributing 
nothing  to  the  culinary  art.  He  is  the  amateur 
chef. 

He  can  be  recognized  easily  by  his  parapher- 
nalia. There  is  a bizarre  hat,  set  somewhat 
rakishly  on  his  usually  bald  and  rather  fat  head; 
a spotless  white  apron  embroidered  with  such 
cute  sayings  as  “Man  at  Work”;  “Boss  of  the 
Range”;  “If  you  come  to  our  back  yard,  we 
will  Steak  You  to  a Meal”;  and  others  of 
similar  wit.  His  yard  and/or  patio  and/or 
terrace  is  equipped  with  hanging  lanterns,  porta- 
ble bar,  chairs,  and  an  elaborate  cooking  center; 
in  fact,  everything  but  an  outdoor  toilet.  He, 
himself,  is  armed  with  a collection  of  knives  and 
forks,  each  about  three  to  five  feet  in  length,  as 
well  as  multiple  swords  on  which  he  is  destined 
to  impale  some  underdone  meat  which  will  be 
set  afire  with  cheap  brandy.  He  is  further 
equipped  with  an  unquenchable  conversational 
flow  about  sauces  and  spices  and  always,  of 
course,  wild  rice. 

Although  he  invites  you  at  a specified  time, 
he  never  starts  cooking  until  everyone  is  present. 
The  interim  is  spent  in  drinking,  in  which  pur- 
suit he  usually  takes  a leading  part.  As  a re- 
sult, although  you  usually  arrive  at  six-thirty, 
and  you  were  invited  to  dinner  at  seven,  you 
usually  get  to  eat  at  about  nine- thirty  or  ten,  by 
which  time  you  are  so  hungry  or  tired  or  drunk 
that  your  are  quite  apt  to  think  the  food  tasty 
if  not  remarkable. 

Of  course,  over  a period  of  time,  unless  he  is 
totally  lacking  in  adaptation,  he  acquires  some 
experience  and  frequently  learns  to  prepare  a 
single  dish  well,  so  that  one  can  develop  some 
degree  of  confidence  in  his  ability;  but  he  is 
never  satisfied  to  rest  on  these  acquired  laurels. 
He  is  constantly  changing  the  dish  by  the  addi- 
tion of  this  or  that  or  something  else  and  con- 
stantly essaying  new  departures  in  preparation 


which  result  from  directions  received  by  extra- 
sensory perception  or  some  other  occult  means. 

One  can  soon  learn  to  recognize  this  character 
even  if  he  is  removed  from  his  known  habitat. 
For  even  minus  his  uniform  and  whisky  and 
soda,  one  notes  the  look  appearing  in  his  eyes 
whenever  food  is  mentioned.  He  will  agree 
patronizingly  that  certain  restaurants  are  ade- 
quate but  implies  they  lack  the  skill  of  a master 
touch  needed  for  the  perfect  meal.  Soon,  with 
or  without  encouragement,  he  talks  of  his  own 
approach  to  the  problem.  It  may  be  he  uses 
charcoal  produced  from  virgin  hickory  from  the 
isle  of  Madagascar  or  possibly  a special  pepper 
mill,  three  and  three-quarters  feet  in  length, 
that  has  been  aged  in  whisky  for  thirteen  years, 
five  months,  and  three  days;  this  he  gravely 
assures  you  spells  the  difference  between  suste- 
nance and  enchantment. 

It  has  been  said  frequently  that  the  two 
oldest  professions  have  been  ruined  by  ama- 
teurs, but  there  is  reasonable  assurance  that  the 
profession  of  cooking  will  never  be  ruined  by 
this  amateur.  While  there  is  no  apparent 
immediate  solution  to  the  problem,  we  must 
live  in  the  hope  that,  as  did  the  shifters,  the 
goldfish  eaters,  and  bell  bottom  trousers,  some 
day  he  will  also  pass  away  and  a new  and  simpler 
way  of  getting  drunk  will  be  found. 

* * * 

The  social  problem  of  the  average  American 
business  man  can  be  summarized  thus:  a wife 

who  does  not  understand  him  and  a secretary 
who  does. 

* * * 

When  the  Broadway  theater  season  is  at  its 
height  and  spring  training  about  to  start  we  are 
reminded  that  ball  players  and  chorus  girls  are 
just  as  good  as  their  legs. 

* * * 

Grass  roots  suggestions  as  to  fields  of  needed  re- 
search: 

• — An  aphrodisiac  with  contraceptive  qualities. 

• — An  accurate  test  to  measure  desire,  deter- 
mination, and  drive,  to  complement  aptitude 
appraisals. 

* — A.  new  bedpan,  as  efficient  as  the  present 
model  but  more  comfortable  and  a little  warmer. 

— A new  drug,  safe,  without  side-effects,  and 
placentally  impenetrable,  capable  of  inducing 
labor  during  daylight  hours. 

* * * 
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In  these  days  of  uneasy  concern  about  ex- 
posure to  carcinogenic  substances  in  this  modern 
civilization,  and  with  so  many  public  pronounce- 
ments as  to  the  dangers  of  smoking,  smog,  ex- 
haust fumes,  and  like  noxious  substances,  one 
wonders  at  the  lack  of  interest  and  apprehension 
of  the  unwarranted,  persistent,  and  continuous 
overexposure  of  our  civil  servants  to  the  known 
carcinogenic  irritant  of  carbon  paper. 

* * * 

Daffy  definitions: 

Anesthetist — A masked  sandman. 

Urologist- — A privates  physician. 
Ophthalmologist — A C.B.S.  advertising  repre- 
sentative. 

Orthopod — A joint  operator. 

Obstetrician — A population  explosion  engi- 
neer. 

* * * 

Do  you  remember  as  we  do: 

— When  the  only  thing  you  used  a spray  for 
was  insects  and  such  pests? 

— When  a suspension  meant  a suspension  and 
not  an  indefinite  leave  of  absence? 

- — When  the  only  beetle  invasion  that  gave  us 
concern  was  of  the  Japanese  variety? 

— When  the  American  Medical  Association 
and  the  Medical  Society  of  the  State  of  New 
York  were  in  favor  of  compulsory  health  insur- 
ance, and  might  well  have  brought  it  off  if  our 
county  societies  had  not  started  a counter 
movement?  This  swept  the  grass  roots  as 
Dutchess,  Putnam,  Richmond,  Erie,  Washing- 
ton, Schenectady,  and  Cayuga  opposed.  Inci- 
dentally, when  the  first  hearing  was  held  by  the 


Vacationing  from  allergy  seldom  wise 

Moving  to  or  vacationing  in  another  part  of 
the  country  to  escape  the  cause  of  an  allergy 
should  always  be  undertaken  with  planning  and 
caution,  the  Allergy  Foundation  of  America  re- 
cently warned  sufferers  from  hay  fever  and  other 
allergies. 

All  allergy  victims  do  not  benefit  from  a 
change  of  location,  as  they  may  be  sensitive  to 
allergens  in  the  new  environment.  If  possible, 
the  new  location  should  be  tried  out  for  a period 
of  time,  preferably  one  full  year,  before  the 
decision  to  move  permanently  is  made. 


Committee  of  Labor  of  the  House  of  Representa- 
tives from  April  6 to  11,  1916,  the  only  witness 
against  the  compulsory  scheme  was  Samuel 
Gompers,  president  of  the  American  Federation 
of  Labor. 

Perhaps  it  is  time  we  of  the  medical  profession 
in  these  United  States  who  are  desirous  of  keep- 
ing and  maintaining  the  freedom  stated  as 
imperative  to  good  medicine  by  Hippocrates 
should  honor  Mr.  Gompers,  who  prevented  or 
helped  prevent  such  enactment  until  those  of  us 
at  the  grass  roots  could  turn  out  our  leaders  and 
replace  them  with  those  representing  our  convic- 
tions rather  than  what  some  medical  leader  or 
some  university  faculty  thought  best  for  us. 

So  three  rousing  cheers  for  Gompers  and  for 
our  county  societies  with  the  “guts”  to  fight  for 
what  they  thought  despite  the  suffocating  pres- 
sure of  the  professors.  Let  us  hope  we  still 
have  that  sort  of  stamina  today,  otherwise  the 
“eggheads”  will  addle  us  into  an  indescribable 
omelet  of  nothing. 

* * * 

Puzzle  corner: 

The  obstetrician  abuses  it. 

The  urologist  only  approaches  it. 

The  gynecologist  carefully  tends  it. 

The  psychiatrist  only  hears  about  it. 

The  internist  ignores  it. 

Some  nurses  guard  it  tenaciously,  others  are 

lax  in  its  regard. 

What  is  it? 

WRC 


In  the  case  of  hay  fever  in  particular,  although 
there  are  places  in  the  United  States  that  are 
free  from  ragweed— for  example,  the  southern 
tip  of  Florida,  the  California  Coast,  and  the 
Pacific  Northwest — all  hay  fever  is  not  due  to 
ragweed  pollen.  On  the  West  Coast,  due  to  the 
mild  climate,  the  pollen  season  of  trees,  grasses, 
and  weeds  is  almost  ten  months  long,  and  al- 
lergic persons  can  easily  acquire  new  sensitivi- 
ties. 

Arid  regions  and  high  altitudes  may  be  help- 
ful, but  changes  of  climate  must  be  contem- 
plated with  a full  knowledge  of  the  patient’s 
own  particular  allergy  and  the  allergenic  con- 
ditions of  the  territory  being  considered. 
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Joseph  Louis  Ameno,  M.D.,  of  Stamford, 
Connecticut,  formerly  of  New  York  City,  died 
on  December  23,  1963,  at  the  age  of  eighty.  Dr. 
Ameno  was  graduated  from  Tufts  Medical  Col- 
lege in  1904.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Paul  Barron,  M.D.,  of  New  York  City,  died 
on  January  17  at  the  age  of  sixty-three.  Dr. 
Barron  received  his  medical  degree  from  the 
Royal  College  of  Physicians  and  Surgeons  of 
Edinburgh  in  1931.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Max  Bernard  Brahdy,  M.D.,  of  Mount  Ver- 
non, died  on  July  16  at  the  Mount  Vernon 
Hospital  at  the  age  of  sixty-four.  Dr.  Brahdy 
was  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1923 
and  interned  at  Mount  Sinai  Hospital.  He  was 
consulting  pediatrician  at  Mount  Vernon  Hos- 
pital and  attending  pediatrician  at  Grasslands 
Hospital.  A Diplomate  of  the  American  Board 
of  Pediatrics,  Dr.  Brahdy  was  a member  of  the 
American  Academy  of  Pediatrics,  the  American 
Public  Health  Association,  the  New  York 
Pediatric  Society,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Anthony  Charles  DeSimone,  M.D.,  of 

Brooklyn,  died  on  March  13  at  the  age  of 
fifty-three.  Dr.  DeSimone  was  graduated  from 
New  York  University  and  Bellevue  Hospital 
Medical  School  in  1934.  He  was  an  assistant 
attending  physician  at  Adelphi  Hospital.  Dr. 
DeSimone  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Lawrence  William  Ehegartner,  M.D.,  of 

Syracuse,  died  on  July  13  at  his  home  at  the 
age  of  sixty-nine.  Dr.  Ehegartner  was  gradu- 
ated from  the  Syracuse  University  College  of 
Medicine  in  1918.  He  was  a senior  attending 
surgeon  at  St.  Joseph’s  and  Syracuse  Memorial 
Hospitals  and  a senior  consultant  in  surgery 
at  University  Hospital.  He  had  been  a con- 
sultant to  the  U.S.  Public  Health  Service, 
and  from  1924  until  his  retirement  as  emeritus 
professor  of  clinical  surgery  in  1955  he  had  been 


on  the  faculty  of  the  Syracuse  University 
College  of  Medicine.  A Fellow  of  the  American 
College  of  Surgeons,  Dr.  Ehegartner  was  a 
member  of  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Charles  Louis  Engelsher,  M.D.,  of  The 
Bronx,  died  on  August  25  at  his  home  in  Atlantic 
Beach,  Long  Island,  at  the  age  of  sixty-two. 
Dr.  Engelsher  was  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical 
School  in  1925.  He  was  the  owner  of  Park- 
chester  General  Hospital  in  the  Bronx.  Dr. 
Engelsher  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Louis  Rene  Kaufman,  M.D.,  of  New  York 
City,  died  on  August  19  at  the  age  of  eighty- 
three.  Dr.  Kaufman  was  graduated  from  the 
New  York  Homeopathic  Medical  College  and 
Hospital  in  1904.  Former  professor  and  chair- 
man of  the  Department  of  Surgery  at  New  York 
Medical  College,  he  was  an  attending  surgeon 
at  Flower  and  Fifth  Avenue  Hospitals,  a 
consulting  surgeon  at  Metropolitan,  Bird  S. 
Coler  Memorial,  Prospect  Heights,  Medical 
Arts  Center,  and  Mount  Vernon  Hospitals, 
and  a consultant  in  urologic  surgery  at  Yonkers 
General  Hospital.  A Diplomate  of  the  Amer- 
ican Board  of  Urology,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a Fellow  of  the 
International  College  of  Surgeons,  Dr.  Kauf- 
man was  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Abram  Klopman,  M.D.,  of  Brooklyn,  died 
on  April  20  at  the  age  of  fifty- three.  Dr. 
Klopman  received  his  medical  degree  from  the 
University  of  Montpelier  in  1937.  He  was  an 
assistant  attending  general  practitioner  in 
peripheral  vascular  disease  at  Beth-El  Hos- 
pital and  Beth-El  Hospital  Outpatient  Depart- 
ment. Dr.  Klopman  was  a member  of  the 
Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry,  J.  Lange,  M.D.,  of  Astoria,  died  on 
December  24,  1963,  at  the  age  of  sixty-five. 
Dr.  Lange  received  his  medical  degree  from  the 
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University  of  Berlin  in  1923.  He  was  an 
associate  attending  physician  at  St.  John’s 
Queens  Hospital  and  City  Hospital  at  Elm- 
hurst. Dr.  Lange  was  a member  of  the  New 
York  Cardiological  Society,  the  Queens  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Francis  James  Lonergan,  M.D.,  of  North 
Syracuse,  died  on  July  26  at  Crouse-Irving 
Hospital,  Syracuse,  at  the  age  of  forty-eight. 
Dr.  Lonergan  was  graduated  from  Hahnemann 
Medical  College,  Philadelphia,  in  1941.  He 
was  an  attending  physician  in  general  practice 
at  Crouse-Irving  and  St.  Mary’s  Hospitals 
and  for  many  years  had  been  health  officer  for 
the  Town  of  Clay  and  the  Village  of  North 
Syracuse.  Dr.  Lonergan  was  a member  of 
the  American  Academy  of  General  Practice,  the 
American  School  Health  Association,  the  Syra- 
cuse Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Philip  Morris,  M.D.,  of  Brooklyn,  died  on 
March  30  at  the  age  of  sixty-four.  Dr.  Morris 
was  graduated  from  the  University  of  Maryland 
School  of  Medicine  in  1924. 

Isidor  L.  Ritter,  M.D.,  of  New  York  City, 
died  on  August  17  while  vacationing  in  Paris, 
France,  at  the  age  of  eighty-nine.  Dr.  Ritter 
was  graduated  from  Cornell  University  Medical 
College  in  1900.  He  had  practiced  in  New 
York  City  for  fifty-nine  years  until  his  re- 
tirement five  years  ago  and  had  been  for  many 
years  on  the  staff  of  Stuyvesant  Polyclinic. 
Dr.  Ritter,  a Fellow  of  the  American  College  of 
Gastroenterology,  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Abraham  Rubin,  M.D.,  of  Brooklyn,  died 
on  May  29  at  the  age  of  fifty-six.  Dr.  Rubin 
was  graduated  from  the  University  of  Tennessee 
College  of  Medicine  in  1938.  He  was  an  ad- 
junct cardiologist  in  general  practice  at  Beth-El 
Hospital  and  Beth-El  Hospital  Outpatient 
Department.  Dr.  Rubin  was  a member  of  the 
American  Geriatrics  Society,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Grant  Williamson,  M.D.,  of  River- 
head,  died  on  August  12  at  his  home  at  the  age 
of  sixty-one.  Dr.  Williamson  was  graduated 
from  Columbia  University  College  of  Physicians 
and  Surgeons  in  1928.  He  was  clinical  associ- 
ate in  medicine  at  the  State  University  of  New 
York  Downstate  Medical  Center,  Brooklyn, 
an  attending  physician  at  Brooklyn  Hospital, 
chief  of  gastroenterology  at  Brooklyn  Hospital 
Outpatient  Department,  and  a consulting 
gastroenterologist  at  Prospect  Heights  Hospital 
and  the  Veterans  Administration  Outpatient 
Clinic.  A Diplomate  of  the  American  Board 
of  Internal  Medicine  (Gastroenterology)  and  a 
Fellow  of  the  American  College  of  Physicians, 
Dr.  Williamson  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Gastro- 
enterological Society,  the  Suffolk  County  Med- 
ical Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

Samuel  Zane,  M.D.,  of  Brooklyn  and  North 
Merrick,  died  on  June  8 at  the  age  of  fifty-one. 
Dr.  Zane  was  graduated  from  the  Eclectic 
Medical  College,  Cincinnati,  in  1935.  He  was 
a senior  clinical  assistant  attending  ophthal- 
mologist at  the  Brooklyn  Eye  and  Ear  Hos- 
pital. Dr.  Zane  was  a member  of  the  American 
Geriatrics  Society,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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Index  to  Advertised  Products 


Anabolic  agents 

Winstrol  (Winthrop  Laboratories) 2371 


Analgesics 

Aspirin  (Bayer  Company) 2375 

Percodan  (Endo  Laboratories) 2379 


Antacids 

Krem  (Neisler  Laboratories,  Inc.) 2368-2369 


Antibiotics 

Tao  (J.  B.  Roerig  & Company) 2384-2385 

Terramycin  (Pfizer  Laboratories) 2394-2395-2396-2397 


Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 2373 


Antihypertensive  diuretics 

Hydromox  (Lederle  Labs.,  Div.  Amer.  Cyanamid 
Co.) 2380-2381 


Antirheumatics 

Pabalate  (A.  H.  Robins  Company,  Inc.) 2377 


Appetite  suppressants 

Methedrine  (Burroughs  Wellcome  & Company, 

Inc.) 2393 


Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 


Diagnostic  aids 

Hema-Combistix  (Ames  Company,  Inc.) 3rd  cover 

Tine  Test  (Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.)  2367 


Diagnostic  instruments 

ECG  (Sanborn  Company) 2484 

Foods 

Corn  Oil  Margine  (J.  H.  Filbert,  Inc.) 2383 

Milk  (National  Dairy  Council) 2406 

Hormones 

Enovid-E  (G.  D.  Searle  & Company) 2405 

Nasal  decongestants 

Dimetapp  (A.  H.  Robins  Company,  Inc.) 2389 

Radiation  therapy 

Radium-Radon  (Radium  Chemical  Company) 2392 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 2387 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 

Topical  antibiotics 

Furacin  (Eaton  Laboratories) 2399 

Vaginal  hygiene 

Delfen  (Ortho  Pharmaceutical  Company) 2391 


THE  ROYAL  VICTORIA  HOSPITAL 

Montreal,  Canada 

Atuvo-unceA.  tw-0-  *tew-  Po4.LQ^adtuate.  Caun.i.ei. 


DIABETES  MELLITUS 
AND  CLINICAL  ENDOCRINOLOGY 

February  1,  2 and  3,  1965 

This  three-day  course  has  been  arranged  for  prac- 
tising physicians  by  Dr.  Martin  M.  Hoffman  and  Dr. 
Eleanor  E.  McGarry,  and  will  emphasize  practical 
aspects  as  well  as  recent  advances.  One  day  will 
be  devoted  to  discussions  regarding  the  diagnosis  and 
treatment  of  diabetes  mellitus  and  its  complications. 
Two  days  will  be  spent  in  consideration  of  the  major 
endocrine  disorders  with  special  attention  to  those 
commonly  observed  in  office  practice. 

FEE:  $50.00 


PROBLEMS  IN 
GENERAL  SURGERY 

March  31,  April  1 and  2,  1965 

This  course  is  designed  for  the  surgeon  in  active 
practice.  Sessions  will  include  general  surgery,  com- 
mon peripheral  vascular  surgery  and  coverage  of  pre- 
and  post-operative  care. 

Teaching  methods  to  be  utilized  are  practical 
demonstrations,  seminars  and  lectures.  Recent  ad- 
vances will  be  emphasized. 

Enrolment  is  limited  to  30  members. 

FEE:  $50.00 


For  further  details  and/or  to  make  application , 
write  to: 

The  Secretary,  POST-GRADUATE  BOARD, 
ROYAL  VICTORIA  HOSPITAL, 

687  Pine  Avenue  West, 

Montreal  2,  Quebec,  Canada 
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Officers  / County  Medical  Societies  / 1964 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1964—25,528 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus 
Cayuga 
Chautauqua 
Chemung  . . 
Chenango  ... 

Clinton 

Columbia.  . . . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer  . . 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery 
Nassau 
New  York.  . 

Niagara 

Oneida 

Onondaga  . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 
Richmond 
Rockland 
St.  Lawrence 

Saratoga 

Schenectady 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

W arren 

Washington 

Wayne 

Westchester  . 
Wyoming 
Yates 


James  A.  Moore Albany 

Edwin  F.  Comstock,  Jr. . . Wellsville 

Samuel  Lieberman Bronx 

Paul  M.  DeLuca Binghamton 

Joseph  E.  Anderson Olean 

Alfred  E.  Dooley Auburn 

Herbert  A.  Laughlin Westfield 

F.  W.  Chamberlain Elmira 

Charles  L.  Dubuar Sherburne 

H.  Leonard  Schlesinger . Plattsburgh 

Joseph  Bellamy Hudson 

Donald  R.  Gibbs Cortland 

Harry  J.  Wilbur Walton 

H.  Sherman  Hirst Hyde  Park 

Francis  W.  O’Donnell Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

William  F.  Hesek Johnstown 

Paul  J.  Maloney Batavia 

Robert  Gardner  Chaloner . Coxsackie 

John  H.  Hirshfeld Mohawk 

Charles  F.  Goodnough  . . Watertown 

Harry  S.  Lichtman Brooklyn 

Lewis  A.  Steinhilber LowviHe 

H.  Wallace  Hunter Sonyea 

Gareth  S.  West Chittenango 

William  B.  Forsyth Rochester 

Leslie  Saunders Amsterdam 

Herbert  R.  Zatzkin Roslyn 

John  M.  Cotton New  York 

Glenn  E.  Jones Niagara  Falls 

Robert  Henderson  Cross Utica 

Daniel  Burdick Syracuse 

Daniel  Davis Canandaigua 

Paul  H.  Watson Newburgh 

Salvatore  A.  Dispenza Albion 

Kenneth  A.  Kurtz Fulton 

Elf  red  L.  Leech Oneonta 

John  del  Campo Carmel 

Frank  W.  Farrell Flushing 

Thomas  P.  Engster Troy 

Emanuel  J.  Amoury . . Staten  Island 
Michael  P.  Lefkowitz . . . Pearl  River 

Harry  E.  Howe Canton 

John  Esposito Saratoga  Springs 

Morris  A.  Shapiro Schenectady 

Jacobus  P.  Vrolijk Cobleskill 

James  J.  Norton  ....  Montour  Falls 

David  L.  Koch Seneca  Falls 

Milton  Tully Hornell 

Melville  G.  Rosen Deer  Park 

Edmund  Taylor  Rumble.  . Callicoon 

Abraham  Novinsky Waverly 

Dale  B.  Pritchard Ithaca 

John  A.  Cooke,  Jr Kingston 

Francis  X.  Dever Glens  Falls 

Raymond  Leith  Skinner . Greenwich 

Frank  Wood Lyons 

Wallace  M.  Sheridan.  . White  Plains 

Kenneth  W.  Bone Warsaw 

John  L.  Shultz Penn  Yan 


H.  John  Mellen Albany 

Irwin  Felsen Wellsville 

Frank  LaGattuta Bronx 

Edward  M.  Cox Binghamton 

Arthur  L.  Beck,  Jr Olean 

Lawrence  H.  E.  Smith Auburn 

Clyde  L.  Wilson Jamestown 

Henry  B.  Marshall Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

David  M.  Essom Cortland 

Marvin  L.  Huyck Walton 

Elvin  E.  Gottdiener . . . Poughkeepsie 

Ann  A.  Tracy Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

David  R.  Harrington Batavia 

John  A.  Vosburgh Coxsackie 

Harold  F.  Buck  bee Dolgeville 

George  Glynn  Couch . . . Watertown 

Lawrence  Ames Brooklyn 

John  Brooks Lowville 

G.  Emerson  Learn . . . Mount  Morris 

Asa  J.  Smith Oneida 

Robert  C.  Webster Rochester 

John  R.  McNulty Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  New  York 

William  C.  Stein,  Jr Lockport 

John  Billington  Ludin Rome 

William  A.  Schiess Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . Newburgh 

Alan  R.  Johnson Medina 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewster 

Angelo  R.  Bologna Flushing 

Joseph  P.  Lasko Troy 

John  A.  D’Anna Staten  Island 

Sheldon  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  Vickers  Dewell Cobleskill 

Joseph  Y.  Roberts . . .Watkins  Glenn 

Paul  R.  Foote Seneca  Falls 

Stanley  B.  Chapman Bath 

John  P.  Ruppe,  Jr Islip 

Alan  R.  Fried.  . . .Livingston  Manor 

Walter  Dietrich Owego 

Robert  H.  Broad Ithaca 

Frederic  W.  Holcomb,  Jr. . Kingston 

Charles  R.  Bannon Glens  Falls 

Peter  John  Attwood Greenwich 

Joseph  Asin Newark 

George  E.  Froehlich.  New  Rochelle 
Newland  W.  Fountain Warsaw 


Richard  J.  Harpending.  . . Penn  Yan 


Frank  Maxon Albany 

Kurt  Zinner Wellsville 

Harold  E.  Brodman Bronx 

Robert  Bethje Endicott 

Duncan  C.  Wormer Portville 

David  S.  Eisenberg Auburn 

C.  Otto  Lindbeck Jamestown 

Arthur  Duane  Smith Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Joseph  Rignanese ....  Poughkeepsie 

George  W.  Fugitt Tona wanda 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Gloversville 

James  G.  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

G.  Roger  Weeden,  Jr Mohawk 

George  Glynn  Couch. . . . Watertown 
James  L.  O’Leary Brooklyn 

G.  Emerson  Learn . . . Mount  Morris 

George  R.  Kinsella Oneida 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr. .Niagara  Falls 

Fel  Gale  Davies Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . Newburgh 

Alan  R.  Johnson Medina 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Franz  L.  Ebstein Forest  Hills 

Hugh  Gordon  Anderson Troy 

Jacob  J.  Silverman.  . Staten  Island 

Hubert  B.  Segal Spring  Valley 

Maurice  J.  Elder Massena 

William  H.  Moore  . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Joseph  Y.  Roberts . . Watkins  Glenn 

Paul  R.  Foote Seneca  Falls 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried.  . . .Livingston  Manor 

Walter  Dietrich Owego 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

James  A.  Glenn,  Jr Glens  Falls 

Peter  John  Attwood Greenwich 

Joseph  Asin Newark 

Katherine  L.  Friedman Ardsley 

Newland  W.  Fountain Warsaw 

Richard  J.  Harpending. . . Penn  Yan 
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State  of  New  York 
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Americana  of  New  York 


CLASSIFIED  RATES 

Effective  July  7,  7 962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7 , N.  Y. 


HOLBROOK  MANOR  nhomeg 


Five  Acres  of  Pinewo^  ded  Grounds 

SENILE— AGED 


Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  4»f.  Send  just  letterhead  to: 
Jackrabhit  Service,  Box  299,  East  Norwich,  N.Y. 


TO  SHARE  ON  PART-TIME  BASIS  NEW,  MODERN, 
spacious,  fully  equipped  office.  X-Ray  room,  etc.  in 
beautiful  building  on  excellent  block  (Park-Madison). 
Must  be  seen  to  be  appreciated.  AT  9-7555. 


ONLY  OPHTHALMOLOGIST  IN  50,000  POPULATION 
area.  Wants  to  retire.  No  sales.  Box  981,  % N.Y.  St., 
Jr.  Med. 


PRIVACY  AT  LAST  FOR  YOU  AND  YOUR  PATIENTS! 
Now  you  can  eliminate  embarrassing  and  distressing  sounds 
from  penetrating  your  walls.  We  sound  condition  your 
walls  quickly,  inexpensively  and  decoratively.  For  free 
estimate,  call  Scientific  Safety  Corp.,  CHelsea  3-3874. 
NYC  only. 


WANTED:  BACK  ISSUES  OF  MEDICAL  ECONOMICS 
and/or  Physician’s  Management,  1961-64.  Reasonable 
offer.  Call  Mr.  Krohn,  CL  2-2214. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Joseph’s  Hospital,  Yonkers,  N.Y. 


ANESTHESIOLOGIST  TO  DIRECT  AND  TAKE 
charge  of  Anesthesia  Department  in  150  bed  general 
hospital  with  approximately  2900  major  and  minor  sur- 
gical operations  per  year.  Wonderful  opportunity  to 
develop  and  enlarge  anesthesia  service.  Financial  arrange- 
ments: fee  for  service  plus  guaranteed  minimum.  Box 
954,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST:  EXCEPTIONAL  OPPORTUN- 
ity  for  Board  qualified  anesthesiologist;  fee  for  service 
practice;  share  expenses.  Busy  associate  leaving  soon 
for  military  service.  Contact:  Central  Anesthesia,  909 
Pine  Ave.,  Niagara  Falls,  New  York. 


WANTED:  RADIOLOGIST,  PART  OR  FULL  TIME, 
with  group.  Excellent  salary.  Hospital  and/or  office 
practice.  Box  972,  % N.Y.  St.  Jr.  Med. 


PART-TIME  LIGHT  WORK  IN  COUNTY  TB  HOS- 
pital.  Suitable  for  semi-retired  G.  P.  N.  Y.  license  or 
ECFMG  required.  Maintenance  available;  salary  open. 
Box  976  % N.Y.  St.  Jr.  Med. 


UNUSUAL  PRACTICE  OPPORTUNITY.  FAMILY 
internist  or  generalist  urgently  needed  in  attractive 
western  New  York  village  serving  20,000  population  area; 
modern,  fully  accredited  open  staff  hospital;  excellent 
schools  and  recreation  facilities;  two  nearby  university 
medical  centers.  Coverage  for  free  week-ends,  days  off, 
vacations.  Box  980,  % N.Y.  St.  Jr.  Md. 


GENERAL  PRACTITIONER  URGENTLY  NEEDS 
partner.  Solo  now,  more  than  60  patients  daily.  12 
room  modern  office.  No  obstetrics.  Internist,  pediatrician 
and/or  generalist,  interested  in  small  office  accident 
surgery.  Further  tremendous  potential.  Rochester, 
N.Y.  Box  983,  % N.Y.  St.  Jr.  Med. 


OPHTHALMOLOGIST  NEEDED.  BECAUSE  OF  LIM- 
ited  health  lately,  an  unusual  opportunity  exists  to  share 
my  actively  expanding  practice.  On  salary  or  permanent 
partnership.  No  investment.  Binghamton.  Will  in- 
terview at  Academy  meeting.  Box  985,  % N.Y.  St.  Jr. 
Med. 


PHYSICIAN  WANTED:  PARTNER,  BY  30  YEAR  GEN- 
eral  practitioner.  Buy  interest.  Medical  Center  es- 
tablished 9 years.  Equipped  X-ray,  EKG.  Lab,  business 
machines;  trained  personnel.  New  community  hospital 
10  miles.  Central  New  York.  Box  982,  % N.Y.  St.  Jr. 
Med. 


INTERNISTS,  PEDIATRICIANS,  ORTHOPEDISTS  TO 
join  medical  groups  in  either  metropolitan  N.Y.C.  or  in 
N.Y.C.  suburbs.  Medical  groups  are  autonomous  part- 
nerships affiliated  with  a major  pre-payment  health 
insurance  plan.  Partnerships  offered  after  two  years. 
Box  987,  % N.Y.  St.  Jr.  Med. 


G.P.  ASSOCIATE  WANTED  BY  YOUNG  G.P.  WORK 
under  ideal  conditions  with  coverage  for  vacation,  study 
and  family  time.  Small  community  near  Rochester  and 
thruway.  Excellent  schools,  hospitals,  consultants 
nearby.  J.  J.  Gaidula,  M.D.,  Victor,  N.Y.  WA  4-3110. 


PHYSICIANS  WANTED-CONT’D 


WANTED:  PHYSICIAN  WITH  SOME  TRAINING  IN 
pediatrics.  Central  New  York  group.  Guaranteed 
minimum  $12,000;  early  partnership.  Box  990,  N.Y. 
St.  Jr.  Med. 


ASSISTANT  RADIOLOGIST— PART  TIME;  CERTI- 
fied  or  Board  eligible;  for  350  bed  general  hospital  in 
the  city  of  Mount  Vernon,  New  York  State;  salary  open. 
Write:  Director,  Mount  Vernon  Hospital,  Mount  Ver- 

non, N.  Y. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Early  requests  should  be  made  for  Feb.  and  Sept, 
graduates. 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  DESIRES 
position.  New  York  City  or  Westchester  preferred.  Box 
898,  % N.Y.  St.  Jr.  Med. 


INTERNIST,  AGE  38,  MARRIED,  FAMILY,  SEEKS 
permanent  position  with  group  or  association  with  phys- 
ician. N.Y.  State  only.  Prefer  Rochester  or  Buffalo. 
Box  986,  % N.Y.  St.  Jr.  Med. 


INTERNIST,  BOARD  ELIGIBLE,  33  YALE,  VETERAN, 
married,  has  published  clinical  and  research.  National 
Boards,  NY  license.  Interested  in  group  or  partnership 
near  NYC.  212  TR  1-9421. 


ANESTHESIOLOGIST,  LICENSED  N.Y.,  BOARD 
fe  qualified,  veteran.  Metropolitan  area  or  suburbs.  Full 
or  part  time;  starting  hour  not  before  9 AM.  Box  992, 
% N.Y.  St.  Jr.  Med. 
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POSITIONS  WANTED— CONT’D 


FOR.  GRAD  (5  LANG.)  DES.  ASSOC.  BUSY  GP.  SPAN, 
speaking  NYC  area.  Exp.  minor  surg.;  part-time,  full 
time  cons.  On  % basis.  Box  993,  % N.Y.  St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT 


BUSINESS  PROPERTY;  EXCELLENT  LOCATION 
for  one  or  more  doctors.  Brick  house  to  be  altered  to  suit 
acceptable  tenants.  One  car  garage  detached  on  plot 
40X100.  Also  additional  plot  adjoining,  36X100  for 
parking.  Directly  across  from  Kleins,  West  Hempstead. 
Cars  have  to  pass  property  to  enter  Kleins  parking  lot. 
Nelson  H.  Cleverley,  43  Green  Meadow  Lane,  Hunting- 
ton,  L.I.,  New  York.  MY  2-6062. 


PLAINVIEW,  L.I.  OFFICE  SPACE  TO  SHARE.  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 


RENT  PART-TIME;  AIR-CONDITIONED,  BEAU- 
tifully  furnished;  share-with  dental  specialist.  Medical 
Arts  Bldg.  Brooklyn,  N.  Y.  Ma.  5-2116. 


NEW  YORK-DUTCHESS  COUNTY;  OFFICE  SPACE 
available  in  professional  building  being  erected  on  main 
business  highway  between  Fishkill  and  Poughkeepsie. 
Ideal  for  all  specialties.  Address  Martin  Rabin,  D.D.S., 
65  So.  Clinton  Street,  Poughkeepsie,  New  York.  Phone 
454-0322. 


PEDIATRICIAN  OR  G.P.— UNUSUAL  OPPORTUNITY; 
Western  Suffolk.  Beautiful  home-office  combination, 
formerly  occupied  by  dentist  who  has  moved  his  office 
to  larger  quarters.  Professionally  landscaped,  under- 
ground sprinkling  system,  fenced  yard,  2 car  garage; 
adjacent  to  2 schools.  Sacrifice  at  $25,500  for  immediate 
sale.  Box  988,  % N.Y.  St.  Jr.  Med. 


PROFESSIONAL  SUITE;  SUBLET  2 PRIVATE  Ex- 
amining rooms  and  one  private  consultation  room,  plus 
a common  waiting  room  and  receptionist  area.  Part  of 
large  orthodontic  suite.  Location  opposite  Deepdale 
General  Hospital,  corner  Little  Neck  Parkway  and  Long 
Island  Expressway,  at  54-44  Little  Neck  Parkway.  Ample 
adjacent  parking.  For  further  information  call:  Leonard 

Gorelick,  M.D.,  LI  4-4183  or  HA  8-5757. 


OFFICE  FOR  RENT:  CAMBRIA  HEIGHTS,  LAUREL- 
ton,  N.Y.  Pediatrics  or  General  Practice.  No  pediatrician 
in  area.  Excellent  opportunity  for  initial  practice.  Air 
conditioned,  5 rooms.  Rent  reasonable.  516  LI  1-7979. 


MONROE,  NEW  YORK:  SEVEN  ROOM  AIR-COND. 

ranch  office-home.  Ultra  modern;  l1/*  acres  prestige 
location  next  to  700  house  development;  large  drawing 
area;  no  office  nearby.  Estate  affords  unusual  buy, 
incl.  furniture;  $30,000;  no  broker.  Bank  mtg.  to  $25,000. 
Box  200,  Monroe. 


CORNER  HOUSE  AND  OFFICE,  BUSHWICK  AVENUE, 
Bklyn.  Brick  building;  2x/i  baths,  2 car  garage.  Doctor 
retiring.  $35,000.  GL  2-2232 


EQUIPMENT 


X-RAY  THERAPY  MACHINE,  KELEKET  220  C, 
200  KV-20  Ma,  XPT  tube.  Excellent  condition;  make 
offer.  A.  Winter,  M.D.,  98-50  67  Ave.,  Rego  Park, 
N.Y. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTITIONER’S  FULLY  EQUIPPED 
office  and  practice  on  Long  Island,  17  miles  from  New  York 
City.  Suitable  also  for  internist.  Box  901,  % N.Y. 
St.  Jr.  Med. 


GENERAL  PRACTITIONER,  FOR  HEALTH  REASONS, 
is  seeking  a successor  to  his  well  established  practice  and 
well  kept  home.  Fully  equipped  office  (x-ray,  ECG,  etc.). 
Small  town,  dairy  farming,  industries,  near  Finger  Lakes 
region.  Very  reasonably  priced.  Immediate  good  in 
come.  Will  finance  part  or  all.  Box  975,  % N.Y.  St. 
Jr.  Med. 


GENERAL  PRACTICE  AND  MODERN  FULLY 
equipped  office,  including  modern  apartment  upstairs. 
Upstate  New  York  summer  and  winter  resort  area.  Ac- 
credited open  hospital  nine  miles  away.  Grosses  $40,000. 
Will  introduce.  Box  973,  % N.Y.  St.  Jr.  Med. 


SACRIFICE.  HOME-OFFICE  COMBINATION,  COM- 
plete,  well  appointed  (including  x-ray,  shortwave,  ultra- 
sonic, furniture).  Terms.  Active  general  practice,  suited 
also  for  specialists.  Central  New  York;  University. 
Immediate  access  to  hospitals.  Box  978,  % N.Y.  St.  Jr. 
Med. 


G.P.  LEAVING  TO  SPECIALIZE,  WANTS  PARTNER 
or  sale  of  lucrative  practice  in  Brighton  Beach,  Brooklyn. 
Box  984,  % N.Y.  St.  Jr.  Med. 


PEDIATRICIAN  WITH  LARGE  PRACTICE  RETIR- 
ING. Office  available  in  New  City,  New  York,  County 
Seat  of  Rockland  County;  one  hour  from  Manhattan: 
rapidly  growing  community.  Contact  Leonard  Schwall,  49 
Maple  Avenue,  New  City,  New  York.  Tel.:  914  NE 

4-3696. 


GENERAL  PRACTICE  FOR  SALE;  AVAILABLE  IM- 
mediately.  Air  conditioned,  furnished  office  and  patient’s 
files.  Will  introduce:  moving  to  distant  location.  516 
SU  5-  1110. 


FULLY  EQUIPPED  OFFICE,  FINE  BRICK  CORNER 
home,  separate  entrances,  two  streets.  Excellent,  well 
established  general  practice;  thriving  community  Nassau 
County,  South-shore.  Offered  because  illness  in  family. 
Box  991,  % N.Y.  St.  Jr.  Med. 
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N E W 
SANBORN 


500 

ViSO 


Now  you  can  run  cardiograms  in 
your  office  or  on  emergency  calls 
with  even  quicker  instrument 
set-up  and  patient  connection  — 
and  with  far  less  chance  of  any 
“noise”  or  artifacts  getting  into  the 
record.  The  completely  new  500 
VISO  helps  speed  patient  connec- 
tion and  prevent  errors  by  color- 
coded  cable  tips  and  a pictorial 
diagram  on  the  top  panel  . . . the 
“500”  uses  new  non-abrasive 
Redux®  Creme  that  requires  no 
rubbing  . . . the  “500”  input  cir- 
cuit greatly  reduces  the  possibility 
of  “AC”  and  other  electrical“noise” 
appearing  in  the  cardiogram,  and 
affords  added  patient  protection 
as  well. 


Two  speeds,  three  sensitivities,  50 
mm-wide  Sanborn  high-resolution 
inkless  charts,  operating  controls 
logically  grouped  by  frequency  of 
use  — these  are  a few  of  the  added 
operating  advantages  of  this  21- 
pound  compact  ECG.  And  for  a 
fully  mobile  cardiograph,  roll  the 
500  VISO  on  its  optional  match- 
ing cart  wherever  it’s  needed. 

Model  500  Viso-Cardiette,  $695 
complete  (delivered,  continental 
U.S.);  with  optional  Model  500- 
1100  Cart,  $820.  Call  your  local 
Sanborn  Branch  Office  now.  San- 
born Company,  Medical  Division, 
Waltham,  Mass.  (02154),  a Divi- 
sion of  Hewlett-Packard. 


Superior  trace  definition  with  new  operating  ease 


J A-’viU — WW 


New  York  Branch  Office  1841  Broadway 
Circle  7-5794  and  7-5795 

Rochester  Branch  Office  528  Mt.  Hope  Ave.,  Browning  1-2005 
Buffalo  Resident  Representative  284  Delaware  Ave.,  TL  6-4850 


Valium  (diazepam) 


Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reac- 
tions stemming  from  stressful  circumstances  or  whenever  somatic 
complaints  are  concomitants  of  emotional  factors.  It  is  useful  in  psy- 
choneurotic states  manifested  by  anxiety,  tension,  fear  and  fatigue. 
Valium  (diazepam)  may  also  be  useful  in  acute  agitation  due  to  alcohol 
withdrawal. 


Valium  (diazepam)  may  be  of  use  to  alleviate  muscle  spasm 
with  cerebral  palsy  and  athetosis. 

Dosage  and  administration 
Mild  to  moderate  psychoneurotic  reactions: 

Manifested  by  anxiety-tension  alone  or  with 
depressive  symptomatology,  agitation,  restless- 
ness, psychophysiological  disturbances 
Severe  psychoneurotic  reactions:  Where  severe 
anxiety,  fear,  agitation,  aggression  or  hostility 
exist  alone  or  with  depressive  symptoms 
Alcoholism:  As  an  aid  in  symptomatic  relief  of 
acute  agitation,  tremor,  impending  or  acute 
delirium  tremens  and  hallucinosis 


Muscle  spasm  associated  with  cerebral  palsy  or 
athetosis 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times  daily 


5 mg  to  10  mg, 

3 or  4 times  daily 

10  mg,  3 or  4 
times  during  the 
first  24  hours; 
reducing  to  5 mg, 
3 or  4 times  daily 
as  needed 

2 mg  to  10  mg, 

3 or  4 times  daily 


Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants, 
patients  with  a history  of  convulsive  disorders  or  patients  with  a history 
of  glaucoma. 


Warning:  Valium  (diazepam)  is  not  of  value  in  the  treatment  of  psy- 
chotic patients,  and  for  this  reason  should  not  be  employed  in  lieu  of 
appropriate  treatment. 

Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit 
the  dosage  to  the  smallest  effective  amount  to  preclude  the  develop- 
ment of  ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily 
initially,  to  be  increased  gradually  as  needed  and  tolerated).  As  is  true 
of  all  CNS-acting  drugs,  until  the  correct  maintenance  dosage  is  estab- 
lished, patients  receiving  Valium  (diazepam)  should  be  advised  against 
possibly  hazardous  procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  an  automobile  during  the  period  of 
Valium  (diazepam)  therapy  is  not  recommended.  In  general,  the  con- 
current administration  of  Valium  (diazepam)  and  other  psychotropic 
agents  is  not  recommended.  If  such  combination  therapy  is  used,  care- 
ful consideration  should  be  given  to  the  pharmacology  of  the  agents 
to  be  employed  with  Valium  (diazepam) — particularly  with  known 
compounds  which  may  potentiate  the  action  of  Valium  (diazepam), 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and  other 
antidepressants. 

Since  Valium  (diazepam)  has  a central  nervous  system  depressant 
effect,  patients  should  be  advised  against  the  simultaneous  ingestion 
of  alcohol  and  other  central  nervous  system  depressant  drugs  during 
Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam)  during 
pregnancy  has  not  been  established.  The  usual  precautions  are  indi- 
cated when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety 
states  where  there  is  any  evidence  of  impending  depression;  particu- 
larly the  recognition  that  suicidal  tendencies  may  be  present  and  pro- 
tective measures  may  be  necessary.  The  usual  precautions  in  treating 
patients  with  impaired  renal  or  hepatic  function  should  be  observed. 
Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been 
reported;  in  most  instances  these  are  dose-related  and  may  be  avoided 
by  proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur 
on  occasion.  As  with  any  new  agent,  when  it  is  administered  for  pro- 
tracted periods  of  time,  periodic  blood  counts  and  liver  function  tests 
are  advisable.  Abrupt  cessation  after  prolonged  overdosage  may,  in 
some  patients,  produce  withdrawal  symptoms  (e.g.,  convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting,  sweating)  similar  to 
those  seen  with  barbiturates,  meprobamate  and  Librium®  (chlordiaze- 
poxide  HCI).  Changes  in  EEG  patterns  have  been  observed  in  patients 
during  and  after  Valium  (diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation, 
sleep  disturbances,  acute  hyperexcited  states  and  hallucinations  have 
been  reported.  Other  side  effects  noted  have  been  blurred  vision,  di- 
plopia, headache,  incontinence,  slurred  speech,  tremor  and  skin  rash. 
Roche  Laboratories  endorses  the  principle  of  caution  in  the  adminis- 
tration of  any  therapeutic  agent  to  pregnant  patients. 

Valium  (diazepam)  is  available  as  5-mg  and  2-mg  tablets. 

For  convenience  and  economy  in  prescribing,  both 
strengths  are  supplied  in  bottles  of  50. 

ROCHE  LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc  • Nutley,  N.  J.  07110 


She's  the  overweight  patient  who’s  edgy, 
nervous,  a compulsive  eater  — the  type 
who  may  overreact  to  plain  ampheta- 
mine—yet  fails  to  respond  at  all  to  less 
potent  drugs. 

TWOFOLD  THERAPY:  Visualize  two  tab- 
let sections,  back  to  back— each  with  its 
own  release  rate.  One  section  contains 
Desoxyn®  (methamphetamine)  to  curb 
the  appetite  and  lift  the  mood.  The  other 
contains  Nembutal®  (pentobarbital)  to 
calm  her  and  counteract  any  excessive 
stimulation.  The  release  rates  are  de- 
signed to  make  the  drugs  available  in  an 
optimal  dosage  ratio,  minute  by  minute 
throughout  the  day. 

REMARKABLE  RELEASE:  The  release  ac- 
tion relies  on  only  one  factor  found  in 
every  patient:  gastrointestinal  fluid. 
There  is  no  dependence  on  enteric  coat- 
ings, enzymes,  motility,  or  “an  ideal”  ion 
concentration  in  the  gastrointestinal 
tract.  The  Gradumet  release  rate  is  pre- 
cise and  constant  throughout  the  body. 

PATIENT  BENEFITS:  With  peaks  and  val- 
leys of  drug  release  eliminated,  she  feels 
more  comfortable  and  confident  of  suc- 
cess. And  she  won’t  forget  to  take 
Desbutal  Gradumet  because  dosage  is 
just  once  a day. 

PRECAUTIONS:  Use  with  caution  in  pa- 
tients with  hypertension,  cardiovascular 
disease,  hyperthyroidism  or  those  who 
are  sensitive  to  ephedrine  and  its  deriva- 
tives. Careful  supervision  is  advisable 
with  maladjusted  individuals. 

DESBUTAi:  GRADUMET8 

Brand  of  Methamphetamine  Hydrochloride  and  Pento- 
barbital Sodium  in  Long-Release  Dose  Form,  Abbott. 
Desbutal  10— lOmg.  Methamphetamine, 

60  mg.  Pentobarbital.  Desbutal  15-15 
mg.  Methamphetamine,  90  mg.  Pento- 
barbital. Gradumet—  Long-Release  Dose 
Form,  Abbott:  U.  S.  Pat.  No.  2,987,445. 

Calms  her  anxieties  even  as  it 
controls  her  compulsive  urge  to  eat 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A-Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B-Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 
NN-Mrinr  sooner 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  'U  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (Va%) 
and  children  (V4%),  in  solutions  of  Vs,  V4  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


WZ/nthrop 
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Liberal  intake  of  high-potassium  foods, 
such  as  oranges  and  bananas,  will  in 
many  instances  offset  potassium 
losses  that  may  occur  during  diuretic 
therapy.  However,  you  may  not  wish 
to  leave  potassium  supplementation 
solely  to  dietary  discretion,  particu- 
larly in  patients  especially  vulnerable 
to  potassium  deficiency. 


potassium 
grows  on  trees 


INDICATIONS:  Edema;  hypertension. 
CONTRAINDICATIONS:  Anuria. 

PRECAUTIONS:  Reduce  d.osage  of  coadminis- 
tered antihypertensive  agents  by  at  least  50  per- 
cent. Use  caution  during  intensive  or  prolonged 
diuresis,  in  dietary  inadequacy  or  salt  restric- 
tion, impaired  renal  function,  hepatic  disease, 
rising  level  of  BUN,  hyperuricemia  or  history  of 
gout,  patients  receiving  other  antihypertensive 
agents,  surgical  patients.  Avoid  hypokalemia 
especially  during  digitalis  administration  and 
in  myocardial  ischemia. 

SIDE  EFFECTS:  Electrolyte  imbalance  with  hypo- 
kalemia or  hypochloremic  alkalosis  may  occur. 
A low-salt  syndrome  may  be  precipitated.  Other 
possible  reactions:  hepatic  coma,  jaundice,  azo- 
temia, altered  insulin  requirements  in  diabetes, 
hyperuricemia  and  gout,  blood  dyscrasias,  nau- 
sea, vomiting,  diarrhea,  dizziness,  paresthesias, 
rash,  photosensitivity. 


It  is  for  such  patients  that  HydroDIURIL-Ka 
was  developed.  A proved,  dependable  diuretic/ 
antihypertensive  with  added  potassium  chlo- 
ride, HydroDIURIL-Ka  may  be  employed  when- 
ever diuresis  is  indicated,  particularly  among 
the  following:  • in  the  needy,  the  elderly,  pen- 
sioners, finicky  eaters  — all  patients  on  potas- 
sium-low diets  • in  loss  of  potassium  through 
gastrointestinal  disturbances  • in  cirrhosis 


Before  prescribing  or  administering,  read  product  circular 
with  package  or  available  on  request. 


effective  diuresis  with  added  potassium 


HYDROCHLOROTHIAZIDE 
with  POTASSIUM  CHLORIDE 


• in  conditions  requiring  vigorous  diuresis  • in 
patients  receiving  digitalis  • in  cardiac  arrhy- 
thmias • in  secondary  aldosteronism  • in  para- 
centesis • in  the  postoperative  period. 


SUPPLIED:  HydroDIURIL-Ka®-25:  Each  tablet  contains  25  mg.  of 
hydrochlorothiazide  and  572  mg.  of  potassium  chloride  (equiv- 
alent to  300  mg.  of  potassium);  bottles  of  100  and  1000. 
HydroDIURIL-Kafi'-50:  Each  tablet  contains  50  mg.  of  hydro- 
chlorothiazide and  572  mg.  of  potassium  chloride  (equivalent 
to  300  mg.  of  potassium);  bottles  of  100  and  1000. 
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TRAUMA! 


relieves 

pain 

and 

relaxes 

muscle 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
simultaneous  treatment 
pain  and  muscle  spasm 
’ Compound. 


\ sarisopfodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


Also  available  with  lA  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming), 
t * 


WALLACE  LABORATORIES 
Cranbury,  N.  J. 


Side  effects:  Although  there  has  been  no  evidence  of 
tolerance,  withdrawal  symptoms  or  excessive  self-rnedi 
cation,  ‘Soma’  Compound  and  ‘Soma’  Compound  vs/lth 
Codeine,  like  other  central  nervous  system  depressants, 
should  be  used  with  caution  in  addiction-prone  individu- 
als. While  codeine  addiction  is  relatively  rare  and  easily 
broken,  the  same  precautions  must  be  observed  as  for 
any  other  opium  alkaloid.  Nausea,  vomiting,  constipation 
and  miosis  are  possible  codeine  side  effects.  Should  symp 
toms  of  hypersensitivity  occur,  discontinue  medication. 


Contraindications:  None  reported. 


Complete  product  information  available  in  the  product 
package f and  to  physicians  upon  request. 

dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  'Soma'  Compound  is  available  in  orange, 
Scored  tablets;  bottles  of  50.  ‘Soma’  Compound  with 
Codeine  (narcotic  order  form  required)  is  available  in 
white,  lozenge-shaped  tablets;  bottles  of  50. 


Medical  News 


Study  of  thymomas 

The  cooperation  of  physicians  is  requested  in 
a study  of  serums  from  patients  with  thymomas 
being  conducted  at  the  Clinical  Center,  Be- 
thesda,  Maryland,  by  the  National  Cancer  In- 
stitute. 

Serums  from  patients  with  both  thymomas 
and  myasthenia  gravis  reveal  the  presence  of 
cross-reacting  autoantibodies  directed  against 
thymic  epithelial  cells  and  skeletal  muscle. 
Such  reactivities  are  absent  in  the  serum  of  nor- 
mal individuals  and  individuals  with  a wide 
variety  of  diseases. 

However,  the  Institute’s  present  shortage  of 
serums  from  patients  with  thymomas  who  do 
not  have  myasthenia  gravis  is  delaying  attempts 
to  elucidate  the  possible  pathogenetic  relation- 
ships between  autoimmunity  and  the  my- 
asthenia gra vis-thymoma  syndrome  in  particular, 
and  thymic  pathology  and  immunologic  ab- 
normalities in  general. 

Assistance  is  asked  in  obtaining  small  serum 
samples  from  patients  with  present  evidence  of 
anterior  mediastinal  tumors  suggesting  thy- 
momas, with  or  without  associated  myasthenia 
gravis,  aplastic  anemia,  and  so  forth;  and  those 
with  histories  of  resected  thymomas. 

A single  10  to  30  ml.  bleeding  from  each 
patient  is  all  that  would  be  required.  Contain- 
ers and  postage  for  the  serum  samples  will  be 
provided  by  the  Institute  on  request.  Serum 
samples,  not  clotted  blood  specimens,  should 
be  sent  to  the  National  Institutes  of  Health. 
A report  of  findings  will  subsequently  be  sent 
to  the  physician. 

There  are  no  present  plans  to  admit  patients 
with  the  above  described  conditions  to  the 
National  Cancer  Institute.  This  does  not,  how- 
ever, preclude  such  a future  possibility,  or  an 
interest  by  investigators  in  other  Institutes. 

Physicians  who  are  interested  in  assisting 
with  this  study  may  phone  collect  or  write  Ar- 
thur J.  L.  Strauss,  M.D.,  Clinical  Center,  Room 
12-N-258,  National  Institutes  of  Health,  Be- 
thesda,  Maryland  20014.  Telephone:  301  656- 
4000,  Ext.  66381. 

Medical  television  programs 

“Doctors  Today,”  a new  series  of  weekly 
medical  programs  in  which  authentic  cases  and 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


actual  surgery  are  shown  is  currently  being  aired 
by  WCBS-TV  at  2:00  p.m.  on  Saturdays. 

County  medical  societies  in  the  area  are  co- 
operating in  presenting  the  series  jointly  with 
WCBS-TV  and  the  Medical  Society  of  the 
State  of  New  York  as  a public  information  serv- 
ice. 

The  first  half  of  each  program  will  be  on 
film  and  will  present  development  of  a specific 
case.  Diagnosis  and  treatment,  including  ac- 
tual scenes  of  operations  where  required,  will  be 
developed  in  story  fashion. 

Personalities 

Elected.  Frederick  Reiss,  M.D.,  New  York 
City,  re-elected  secretary-general  of  the  Inter- 
national Society  of  Tropical  Dermatology. 

Appointed.  Joseph  H.  Burchenal,  M.D., 
New  York  City,  as  associate  medical  director 
for  clinical  investigation,  Memorial  Hospital  for 
Cancer  and  Allied  Diseases,  and  vice-president 
for  clinical  investigation,  Sloan- Kettering  In- 
stitute for  Cancer  Research  . . . John  Cumming, 
M.D.,  director  of  Syracuse  Psychiatric  Hospital 
. . . Walsh  McDermott,  M.D.,  Cornell  Univer- 
sity Medical  Center,  New  York  City,  to  the 
Board  of  Regents  of  the  National  Library  of 
Medicine,  Public  Health  Service,  by  President 
Johnson  . . . Joseph  M.  Pisani,  M.D.,  formerly 
of  New  York  City,  as  deputy  director  of  the 
Bureau  of  Medicine,  Food  and  Drug  Adminis- 
tration, Department  of  Health,  Education,  and 
Welfare. 

Speakers.  Orlando  Canizares,  M.D.,  New  York 
City,  on  “Physical  Geography  and  Derma- 
tology” and  Frederick  Reiss,  M.D.,  New  York 
City,  on  “We  Move  Ahead”  before  the  first 
congress  of  the  International  Society  of  Tropi- 
cal Dermatology  in  Naples,  Italy,  June  8 
through  13  . . . Milton  Helpern,  M.D.,  chief 
medical  examiner,  City  of  New  York,  at  a sem- 
inar on  forensic  medicine  in  death  cases  pre- 
sented by  the  Boston  University  Law- Medicine 
Institute  September  24  through  26 . . . Conrad 
Stritzler,  M.D.,  clinical  associate  professor,  State 
University  of  New  York  Downstate  Medical 
Center,  before  the  division  of  dermatology  of 
the  Department  of  Medicine,  at  the  Center  on 
November  6 at  10:00  a.m.  in  the  “E”  Building 
Auditorium,  Kings  County  Hospital,  451  Clark- 
son Avenue,  Brooklyn. 
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THAN 

PHENOBARBITAL 


“The  use  of  phenobarbital-niacin  in  preference  to  phenobarbital 
adds  considerably  to  the  safety  of  that  sedative  and  avoids  most 
of  the  idiosyncratic  reactions.”* 


BARBA-NIACIN  (phenobarbital-niacin)  is  superseding  pheno- 
barbital for  all  of  its  uses  because  of  the  added  safety  factor.  Each 
tablet  contains  phenobarbital  Vi  gr.  and  niacin  lA  gr. 


A recent  clinical  study  demonstrated  that  the  niacin  component 
prevents  the  neurological,  cutaneous  and  bizarre  idiosyncratic 
reactions  to  phenobarbital.* 

BARBA-NIACIN  is  the  sedative  of  choice  for  relief  of  nervousness, 
anxiety  and  apprehension.  It  is  also  indicated  as  an  antispasmodic 
in  angina  pectoris,  peptic  ulcer,  and  other  spastic  conditions,  and  in 
epilepsy  as  an  anticonvulsant.  Adult  dose,  1 tablet  up  to  4 times 
a day. 


When  sleep  is  needed,  1 BARBA-NIACIN  FORTE  tablet  (pheno- 
barbital IV2  gr.  and  Niacin  3A  gr.)  on  retiring  is  safe  and  effective. 


BARBA-NIACIN 


Phenobarbital 
Niacin  


Chemical  Company 

St.  Louis,  Mo.  63108 

i 


Supplied  in  bottles  of  1 00  scored  tablets. 

Summary:  Provides  all  of  the  therapeutic 
properties  of  phenobarbital  without  the 
side  effects  due  to  hypersensitiveness. 
Like  phenobarbital,  it  is  contraindicated 
for  drug  addicts  or  patients  with  impaired 
renal  or  hepatic  elimination. 


♦Feinblatt,  T.  M.,  and  Ferguson,  E.  A.,  Jr.,  Pheno- 
barbital idiosyncrasy,  avoidance  by  use  of  pheno- 
barbital-niacin, New  York  State  J.  Med.  62 :221-3, 
1962. 
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Medical  Meetings 


Association  for  the  Advancement 
of  Psychoanalysis 

The  Association  for  the  Advancement  of 
Psychoanalysis  will  meet  on  October  21  at  8:30 
p.m.  at  the  New  York  Academy  of  Medicine, 
Fifth  Avenue  and  103rd  Street,  New  York  City. 

Warren  J.  Muhlf elder,  M.D.,  director,  Bureau 
of  Mental  Health  Research  and  Training,  Com- 
monwealth of  Pennsylvania,  will  speak  on 
“Psychoanalysis  and  Mental  Health.”  Dis- 
cussants will  be  Bertram  Schaffner,  M.D., 
coordinating  consultant,  Caribbean  Federa- 
tion for  Mental  Health;  and  Norman  J.  Levy, 
M.D.,  associate  psychoanalyst,  Karen  Horney 
Clinic. 

Health  care  of  aged 

The  New  York  State  Joint  Council  to  Im- 
prove the  Health  Care  of  the  Aged  will  hold  its 
1964  institute  at  Country  House,  Syracuse,  on 
October  29  from  10:00  a.m.  to  4:00  p.m.  The 
registration  fee  will  be  $1.00;  no  advanced 
registration  is  required. 

Among  the  speakers  will  be  Christopher 
Parnall,  Jr.,  M.D.,  Administrator,  Rochester 
General  Hospital,  Rochester;  and  I.  Jay  Bright- 
man,  M.D.,  Assistant  Commissioner,  New 
York  State  Department  of  Health,  Albany. 

Augustus  B.  Wadsworth  lecture 

The  Fifteenth  Augustus  B.  Wadsworth 
Lecture  will  be  given  at  the  Division  of  Labora- 
tories and  Research,  New  York  State  Depart- 
ment of  Health,  Albany,  on  October  29  at 
8 : 00  p.m.  Gilbert  Dalldorf,  M.D.,  Walker  Labo- 
ratory, Sloan-Kettering  Institute  for  Cancer 
Research,  Rye,  will  speak  on  “Something  from 
the  Past.” 

The  lectureship  was  established  in  1950  by  the 
staff  of  the  Laboratories  and  the  Council  of 
the  New  York  State  Association  of  Public 
Health  Laboratories,  to  honor  Dr.  Wadsworth 
who  was  director  of  the  Laboratories  from 
1914  to  1945. 

Conference  on  cardiovascular  research 

The  New  York  Academy  of  Sciences  will 
sponsor  a conference  on  “Computation  for 
Cardiovascular  Research”  at  the  Waldorf- 
Astoria  Hotel,  New  York  City,  October  29  and 
30. 

Among  the  topics  to  be  discussed  will  be 
personality  and  constitutional  factors  in  cardio- 

Material  for  inclusion  in  the  medical  meetings  section  must 
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vascular  diseases;  the  study  of  blood  pressure; 
processing  of  statistics  records;  and  technics 
for  processing  narrative  medical  records. 

Brooklyn  Psychiatric  Society 

The  Brooklyn  Psychiatric  Society,  Inc.  will 
hold  a dinner  meeting  on  November  19  at  the 
Brooklyn  State  Hospital,  681  Clarkson  Avenue, 
Brooklyn.  Henry  A.  Davidson,  M.D.,  super- 
intendent of  Essex  County  Hospital,  New 
Jersey,  will  be  moderator  of  a discussion  on 
“Psychiatry  and  Criminal  Law.” 

Cocktails  and  dinner  will  be  at  6:30  p.m.  in 
the  Hospital  staff  house  and  will  be  open  to 
members  only.  The  scientific  session  will  be  at 
8:30  p.m.  in  the  Hospital  auditorium  and  is 
open  to  the  profession. 

New  York  Heart  Association  symposium 

Oxygen,  its  structure  and  function  in  biologic 
systems,  will  be  the  subject  of  the  sixth  annual 
international  symposium  on  basic  research 
sponsored  by  the  New  York  Heart  Association 
to  be  held  December  4 and  5 at  the  Hotel  Bilt- 
more,  New  York  City. 

Alfred  P.  Fishman,  M.D.,  associate  professor 
of  medicine,  College  of  Physicians  and  Surgeons, 
Columbia  University,  is  symposium  chairman. 

The  registration  fee  for  the  two-day  session 
is  $10  ($5.00  to  interns,  residents,  and  students) 
which  will  include  the  bound  volume  of  the  pro- 
ceedings when  published.  Capacity,  which  is 
limited  to  1,200,  has  been  exceeded  in  the  past. 
Priority  will  be  given  to  advance  registrants, 
who  may  obtain  further  information  and  forms 
from  the  New  York  Heart  Association,  10 
Columbus  Circle,  New  York,  New  York  10019. 

Blood  bankingconference 

The  American  Medical  Association  will  spon- 
sor a conference  on  blood  and  blood  banking 
December  11  and  12  at  the  Drake  Hotel  in 
Chicago,  Illinois. 

Theme  of  the  conference  will  be:  “Blood 

Banking — Medical  Evaluation  and  Participa- 
tion.” The  program  will  include  discussion 
of  the  different  philosophies  and  concepts  in  the 
field  of  blood  banking. 

Other  topics  on  the  conference  program  in- 
clude studies  of  serum  hepatitis  and  a dis- 
cussion of  single  unit  transfusions,  blood 
research  highlights,  and  medical  responsibility 
and  leadership  in  blood  banking  affairs. 

Further  information  on  the  conference  may 
be  obtained  from  the  Department  of  Environ- 
mental Health,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago. 
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Coughing  weather!  Clear  the  tract  with  Robitussin 


ROBITUSSIN® 

Each  5 cc.  (1  tsp.)  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5  per  cent 

ROBITUSSIN®  A-C  (Exempt  Narcotic) 
Robitussin  with  antihistamine  and  codeine 
Each  5 cc.  (1  tsp.)  contains: 


Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10  mg. 


(Warning:  may  be  habit  forming) 

Alcohol  3.5  per  cent 

OUR  PHOTO  shows  a famous  5200  class 
"Pacific"  locomotive  high-balling  a Canadian 
National  passenger  train  between  Hamilton 
and  Palmerston,  Ontario,  the  day  after 
Thanksgiving  1958.  It  was  retired  from  service 
the  following  February. 


By  making  coughs  fewer  but  more  productive, 
Robitussin  makes  it  easier  for  coughing  to  fulfill  its 
physiologic  purpose.  Glyceryl  guaiacolate,  Robitus- 
sin’s  active  ingredient,  greatly  increases  the  flow  of 
respiratory  tract  fluid  to  help  clear  the  tract  of 
cough-causing  irritants.  Increased  respiratory  tract 
secretion  promotes  drainage  and  evacuation  of 
tenacious  mucous  plugs  and  soothes  irritated 
bronchial  mucosa.  More  than  thirteen  years  of  use 
and  millionsof  prescriptions  have  established  Robitussin  as  an  unexcelled 
agent  for  effective  cough  management  with  outstanding  palatab ility, 
patient  acceptance,  and  impeccable  safety. 

A.  H.  ROBINS  COMPANY,  INC.  Richmond,  Virginia  23220 
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When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

- add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  d dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep 
and  revives  interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions,  due  to  meprobamate,  and 
occasional  dizziness  or  feeling  of  depersonalization  in  higher  dosage,  due  to  benactyzine,  may  occur. 
Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subse- 
quent use  of  meprobamate  or  meprobamate-containing  drugs.  Precautions:  Should  administration  of 
meprobamate  cause  drowsiness,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  meprobamate.  Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Massive  over- 
dosage of  meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Even  though  it  has  not  been  reported  with  ‘Deprol’,  consider  the  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged  use 
at  high  dosage.  Complete  product  information  available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  increased  gradually,  as  needed,  to  6 tablets  daily. 
With  establishment  of  relief,  may  be  gradually  reduced  to  maintenance  levels.  Supplied:  Light-pink, 
scored  tablets.  Bottles  of  50. 
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Month  in  Washington 


Physician  ownership  of  pharmacies  is  ethical 
as  long  as  the  patient  is  not  exploited,  the 
American  Medical  Association  told  Congress. 

Robert  B.  Throckmorton,  A.M.A.  general 
counsel,  testified  before  the  Senate  Subcom- 
mittee on  Antitrust  and  Monopoly  that: 

"The  ownership  of  a pharmacy  by  a physician 
cannot  in  itself  be  equated  with  exploitation. 
The  confidence  and  trust  that  the  patient  re- 
poses in  his  doctor — to  use  his  knowledge,  his 
skill,  his  judgment  in  prescribing  medicines,  and 
his  understanding  of  the  patient’s  financial 
problems — preclude  a blanket  charge  of 
physician-pharmacy-exploitation. 

"It  would  be  a disservice  to  the  public  and  to 
the  medical  profession  if  from  these  hearings 
there  issued  the  unwarranted  impression  that 
physicians  could  not  be  trusted  to  own 
pharmacies  or  to  carry  on  their  professional 
practices  in  other  more  important  respects 
without  exploiting  their  patients.  It  would  be 
unfortunate  ...  if  a small  incidence  of  violations 
and  alleged  violations  came  to  be  accepted  as 
'proof’  of  widespread  unethical  practices.” 
Throckmorton  pointed  out  that  both  the 
A.M.A.  House  of  Delegates  and  the  A.M.A. 
Judicial  Council  had  ruled  that  it  is  not  wrong, 
per  se,  for  a physician  to  have  a financial  interest 
in  a pharmacy.  However,  he  added,  the 
A.M.A.  House  of  Delegates  last  year  adopted 
flat  prohibitions  against  physician  ownership  in 
a drug  repackaging  company  or  controlling 
interest  in  a pharmaceutical  company  while  en- 
gaged in  the  practice  of  medicine.  He  said  there 
were  relatively  few  cases  of  such  ownership. 

Throckmorton  said  that  less  than  2 per  cent 
of  the  nation’s  280,000  physicians  have  any 
financial  interest  in  drug  repackaging  companies. 

"Most  physicians  who  acquired  financial 
interests  in  repackaging  firms  prior  to  the 
A.M.A.  statement  of  policy  acted  in  good  faith,” 
he  said.  "Unless  they  were  a part  of  the 
tattered  fringe  of  practitioners  who  intended  to 
exploit  their  patients,  they  had  no  reason  to 
believe  that  they  were  engaging  in  any  un- 
ethical act.  Many  of  these  physicians  who  still 
retain  their  ownership  can,  at  the  most,  be 
censored  only  for  'good  faith  misbehavior.’ 
However,  any  continued  ownership,  beyond  a 
reasonable  period  of  time  to  permit  severance 
without  undue  hardship,  should  call  for  the 
institution  of  prompt  disciplinary  action  within 
the  ranks  of  medicine.” 

Congressional  prospects  brightened  for 
legislation  exempting  community  and  other 
nonprofit  blood  banks  from  the  antitrust  laws. 

The  chief  counsel  of  the  Senate  Antitrust  and 
Monopoly  Subcommittee,  Bernard  Finsterwald, 
Jr.,  said  he  believed  Congress  eventually  would 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
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approve  this  legislation,  backed  by  the  A.M.A. 

The  bill  was  introduced  by  Sen.  Edward  Long 
(D.,  Mo.)  after  a Federal  Trade  Commission 
examiner  ruled  that  community  blood  banks 
are  subject  to  antitrust  laws  and  charged  the 
Kansas  City  area  community  blood  bank  with 
restraint  of  trade  by  refusing  to  purchase  blood 
from  commercial,  profit  firms. 

Gunnar  Gundersen,  M.D.,  chairman  of  the 
A.M.A.  Blood  Bank  Committee  and  a past 
president  of  A.M.A.,  told  the  Senate  sub- 
committee that: 

“The  A.M.A.  views  with  great  concern  the 
recent  decision  of  the  hearing  examiner  of  the 
Federal  Trade  Commission  finding  that  human 
whole  blood  is  a commodity  or  article  of  com- 
merce and  as  such  is  subject  to  'trade’  and 
'commerce’  within  the  meaning  of  those  terms 
as  used  in  the  Federal  Trade  Commission  Act. 
The  import  of  this  decision  is  fraught  with 
many  dangers  and  creates  serious  problems  for 
the  physician.  Based  upon  this  decision,  the 
physician’s  and  hospital’s  freedom  of  choice  in 
selecting  blood  is  severely  restricted,  lest  they 
be  deemed  in  restraint  of  trade.” 

Congress  sent  to  the  White  House  a record  $1 
billion  budget  for  the  National  Institutes  of 
Health. 

All  told,  the  bill  contained  $6.5  billion  for  the 
H.E.W.  Department’s  activities  during  the 
current  fiscal  year. 

The  lawmakers  provided  $1  million  for  the 
long-delayed  environmental  health  center  but 
specified  that  it  be  located  no  closer  than  50 
miles  from  the  Washington,  D.C.  area. 

Congress  approved  $222.6  million  for  the 
Hill-Burton  program  of  Federal  aid  for  hospital 
construction,  $110.8  million  for  Federal  aid  to 
medical  education,  and  $8  million  for  tuber- 
culosis control  activities. 

As  the  measure  finally  cleared  Congress,  the 
H.E.W.  total  was  $603  million  less  than  the 
Administration  requested,  but  $942  million 
more  than  the  House  had  originally  voted. 

A five-year,  $283  million  program  of  Federal 
aid  to  spur  the  training  of  nurses  was  signed  into 
law  by  President  Johnson. 

The  measure,  supported  in  principle  by  the 
American  Medical  Association,  provides  for 
construction  grants  for  collegiate  schools  of 
nursing,  for  grants  to  help  defray  the  cost  of 
nurses  training,  for  traineeships  for  advanced 
training,  and  for  student  loans. 

The  new  law  authorizes  $35  million  over  four 
years  as  grants  to  assist  in  the  construction  of 
new  facilities  for  collegiate  schools  of  nursing,  or 
for  the  replacement  or  rehabilitation  of  existing 
facilities  of  that  type. 

It  also  provides  for  $55  million  in  four  years 
for  the  construction  of  new  facilities  for  as- 
sociate degree  or  diploma  schools  of  nursing,  or 
for  their  replacement  or  rehabilitation. 
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distinguished  in  its  field 

CHLOROMYCETIN 
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PARKE-DAVIS 


PARKS  DAVIS  A COMPMY  0ttn»t.  MicAtjgut  4 


Complete  information  for  usage  available  to  physicians  upon  request. 
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Books  Received 


The  following  books  were  received  during  the  month  of  July,  1964.* 


The  Liver  and  Portal  Hypertension.  By 
Charles  G.  Child,  3rd,  M.D.  Volume  I 
in  the  Series  Major  Problems  in  Clinical 
Surgery.  J.  Englebert  Dunphy,  M.D.,  Con- 
sulting Editor.  Octavo  of  231  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1964.  Cloth,  $8.50. 

Diabetes  Mellitus:  Diagnosis  and  Treat- 

ment. Edited  by  T.  S.  Danowski,  M.D. 
Octavo  of  209  pages,  illustrated.  New  York, 
American  Diabetes  Association,  Inc.,  1964. 
Cloth. 

Christopher’s  Textbook  of  Surgery.  Edited 
by  Loyal  Davis,  M.D.  Eighth  Edition. 
Quarto  of  1,481  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1964.  Cloth, 
$18.50. 

Physical  Examination  of  the  Surgical 
Patient.  By  J.  Englebert  Dunphy,  M.D., 
and  Thomas  W.  Botsford,  M.D.  Third  Edi- 
tion. Octavo  of  396  pages,  illustrated.  Phil- 
adelphia, W.  B.  Saunders  Company,  1964. 
Cloth,  $8.50. 

Ego  Psychology,  Group  Dynamics,  and  the 
Therapeutic  Community.  By  Marshall 
Edelson,  M.D.  Octavo  of  242  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1964. 
Cloth,  $8.50. 

Insight  and  Responsibility.  By  Erik  H. 
Erikson.  Octavo  of  256  pages.  New  York, 
W.  W.  Norton  & Company,  1964.  Cloth, 
$5.00. 

Better  Health  for  Women.  By  Charles 
Richard  Alsop  Gilbert,  M.D.  Octavo  of  365 
pages,  illustrated.  Garden  City,  New  York, 
Doubleday  & Company,  Inc.,  1964.  Cloth, 
$4.95. 

The  Pediatric  Patient  1964.  Coordinating 
Editor  Sarah  R.  Gustafson,  Ph.D.  Consulting 
Editor  David  Baird  Coursin,  M.D.  Octavo  of 
160  pages,  illustrated.  Philadelphia,  J.  B.  Lip- 
pincott  Company,  1964.  Cloth,  $4.50. 

Rehabilitation.  A Manual  for  the  Care 
of  the  Disabled  and  Elderly.  By  Gerald  G. 
Hirschberg,  M.D.,  Leon  Lewis,  M.D.,  and 
Dorothy  Thomas,  R.N.  Octavo  of  377  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1964.  Cloth,  $7.50. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  cour- 
tesy of  those  sending  them  for  this  purpose.  Selection  for 
review  is  made  on  the  basis  of  merit  and  reader  interest. 


Business  Management  of  a Medical  Prac- 
tice. By  Bernard  D.  Hirsh,  LL.B.  Octavo 
of  190  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1964.  Cloth,  $7.75. 

Second  International  Conference  on  Con- 
genital Malformations.  Papers  and  Dis- 
cussions Presented  at  the  Second  Interna- 
tional Conference  on  Congenital  Mal- 
formations New  York  City,  July  14-19, 

1963.  Compiled  and  edited  by  The  Inter- 
national Medical  Congress,  Ltd.  Octavo  of 
442  pages,  illustrated.  New  York,  The  Inter- 
national Medical  Congress,  Ltd.,  1964.  Cloth. 

Growth  Disorders  in  Children  and  Adoles- 
cents. By  Solomon  A.  Kaplan,  M.D.  Octavo 
of  202  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1964.  Cloth,  $8.50. 

The  Zymogram  in  Clinical  Medicine. 

By  S.  H.  Lawrence,  M.D.  Octavo  of  100 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1964.  Cloth,  $5.75. 

Doctor  to  Doctor.  By  Brian  Lees.  Duo- 
decimo of  411  pages,  illustrated.  Lake  Bluff, 
111.,  The  Lees  Associates,  Inc.,  1964.  Cloth, 
$8.50. 

Science  and  Psychoanalysis.  Volume  VII. 
Development  and  Research.  Edited  by 
Jules  H.  Masserman,  M.D.  Octavo  of  296 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1964.  Cloth,  $9.75. 

The  Medical  Clinics  of  North  America. 
Mayo  Clinic  Number.  July,  1964.  Dis- 
eases of  the  Respiratory  Tract.  Matthew  B. 
Divertie,  M.D.,  and  W.  Spencer  Payne,  M.D., 
Guest  Editors.  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1964.  Published  bi- 
monthly (six  numbers  a year).  Cloth,  $18. 

Modern  Treatment.  Volume  1,  Number 
2,  March,  1964.  Treatment  of  Pulmonary 
Diseases.  Guest  Editor,  Carl  Muschenheim, 
M.D.  Treatment  of  Liver  Disease.  Guest 
Editor,  Richard  B.  Capps,  M.D.  Octavo  of 
526  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  and  Row,  Publishers, 

1964.  Published  bimonthly  (six  numbers  a 
year).  Paper,  $16. 

The  Clinical  Examination  of  the  Nervous 
System.  By  G.  H.  Monrad-Krohn,  M.D., 
and  Sigvald  Refsum,  M.D.  Twelfth  Edition. 
Octavo  of  474  pages,  illustrated.  New  York, 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention .. .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible..  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new , convenient  way  to  prescribe 


PABALATE-SODIUM  FREE 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


As  if  her  daily  chores  were  not  enough . 

...  in  addition,  she  suffers  the  excruciating  discomfort  of 
'pruritus  vulvae.  ARISTOCORT  Triamcinolone  Acetonide  Cream 
is  highly  active  against  the  embarrassing  and  intolerable 
irritation  of  pruritus  vulvae  and  ani.  Sparing  application  to  the 
affected  area— 3 to  4 times  daily— usually  provides  rapid  relief 
when  other  measures  prove  inadequate.  And  when  excoriation 
of  the  area  has  led  to  infection,  NEO-ARISTOCORT  Neomycin 
Sulfate-Triamcinolone  Acetonide  will  also  provide  activity 
against  a wide  range  of  skin  pathogens.  A possible  side  effect 
may  be  local  skin  sensitization  due  to  neomycin.  Steroid-related 
systemic  effects  (including  subcapsular  cataract)  are  possible. 
Contraindications  (both  forms) : tuberculosis  of  the  skin, 
herpes  simplex,  chicken  pox,  vaccinia,  and  fungal  disease. 
Prescribe  tubes  of  5 or  15  Gm.  Also  available  in  % lb.  jars. 


/ V fi?  t A A A "If*  4 TOPICAL  CREAM  0.1%, 

11 1 13  lUvUi  t AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


0.5% 


Neomycin  Sulfate  (0.5%)  — Triamcinolone  Acetonide  (0.1%) 


CREAM  0.1%  AND 
OINTMENT  0.1% 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Atarax®  (hydroxyzine  HCI) 
— to  relieve  the  tension 
which  aggravates 
or  causes  G.l.  symptoms 


oxyphencyclimine  HCI, 
the  anticholinergic 
with  chemically  “built  in” 
prolonged  action- 
tor  relief  of  hyperacidity 
and  hypermotility 


coordinated  for  potent  action  against  G.I.  pain,  spasm  and  anxiety 


Enarax®  5 Provides  concerted  somatopsychic  ac- 
tion against  symptoms  of  peptic  ulcer,  functional 
bowel  syndrome  and  many  other  G.l.  dysfunctions. 
Each  Enarax  5 tablet  contains  oxyphencyclimine 
HCI  5 mg.;  hydroxyzine  HCI  (Atarax)  25  mg. 


Enarax®  10  Prescribed  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions  per- 
mit substantial  flexibility  of  dosage.  Each  Enarax 
10  tablet  contains  oxyphencyclimine  HCI  10  mg.; 
hydroxyzine  HCI  (Atarax)  25  mg. 


Precautions  and  Side  Effects:  As  with  other  anticholinergic  agents,  dryness  of  the  mouth,  blurring  of  vision,  con- 
stipation and  urinary  hesitancy  frequently  occur,  but  may  decrease  or  disappear  as  therapy  continues  or  is 
adjusted.  Use  with  care  in  patients  with  prostatic  hypertrophy.  Not  recommended  for  patients  with  an  associated 
glaucoma  except  with  ophthalmologic  supervision. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 


GEARED  FOR 
CONTROL  OF 
G.l.  DISORDERS 


oxyphencyclimine  HCI  + Atarax  (hydroxyzine  HCI) 
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an  ironclad  case 
against  anemia* 

Heptuna  Plus 

arms  your  patients  to  fight  anemia  due  to 
deficient  iron  intake  and  loss  of  blood. 

Its  formula  has  been  improved  6 times  in  12 
years  to  reflect  findings  of  proven  nutritional 
importance  in  oral  therapy  of  hypochromic 


microcytic  anemias. 

Current  Formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate)  100  mg. 

Desiccated  liver,  N.F.  (undefatted).  50  mg. 

Vitamin  C (from  sodium 
ascorbate)  150  mg. 

Vitamin  B,2  (as  Stablets®) 
with  intrinsic  factor  concentrate 
(noninhibitory) V2  N.F.  oral  unitt 

Bi  (thiamine  mononitrate,  U.S.P.)  ...  3 mg. 

B2  (riboflavin,  U.S.P.) 2 mg. 

B6  (pyridoxine  hydrochloride,  U.S.P.).  2 mg. 

Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P 1 mg. 

Cobalt  (from  cobalt  sulfate) 0.1  mg. 

Copper  (from  copper  sulfate) 1 mg. 

Molybdenum  (from  sodium 
molybdate)  0.2  mg. 

Calcium  (from  dicalcium 
phosphate)  37.4  mg. 

Iodine  (from  potassium  iodide)  . . . 0.05  mg. 

Manganese  (from  manganese 
sulfate) 0.033  mg. 

Magnesium  (from  magnesium 
sulfate)  2 mg. 

Phosphorus  (from  dicalcium 
phosphate)  29  mg. 

Potassium  (from  potassium  sulfate)  . .1.7  mg. 

♦Hypochromic  microcytic  anemia. 


tPotency  established  prior  to  mixture  with  other  in- 
gredients. Stablets,  U.  S.  Pat.  No.  2,830,933. 

Precautions  and  Side  Effects:  Because  some 
patients  with  pernicious  anemia  do  not  re- 
spond to  oral  Vitamin  B12,  they  should  be 
followed  with  periodic  laboratory  studies. 
Anemia  is  a manifestation  of  an  underlying 
disease  and  it  is  necessary  to  make  an  etio- 
logical diagnosis.  In  a small  percentage  of 
patients,  iron  therapy  causes  gastrointesti- 
nal irritation.  In  these  patients,  administering 
Heptuna  Plus  with  meals  or  reducing  the 
dosage  usually  will  alleviate  the  symptoms. 
Supplied  in  bottles  of  100  capsules.  Rx  only. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World's  Well-Being® 

New  York,  N.Y.  10017 
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Hoeber  Medical  Division,  Harper  and  Row, 
Publishers,  1964.  Cloth,  $8.75. 

Allergy  and  Hypersensitivity.  A Pro- 
grammed Review  for  Physicians.  Second 
Edition,  Revised.  Developed  by  Basic  Systems, 
Inc.,  in  collaboration  with  Pfizer  Laboratories’ 
Spectrum.  Quarto  of  94  pages,  illustrated. 
New  York,  Chas.  Pfizer  & Co.,  Inc.,  1964. 
Paper. 

Hippocrates  The  Theory  and  Practice  of 
Medicine.  Dagobert  D.  Runes  and  Thomas 
Kiernan,  General  Editors.  Octavo  of  374 
pages,  illustrated.  New  York,  Philosophical 
Library,  1964.  Cloth,  $7.50. 

The  Clinical  Use  of  Dextran  Solutions. 

By  Amiel  Segal,  B.A.  Octavo  of  74  pages, 
illustrated.  New  York,  Grune  & Stratton, 
1964.  Cloth,  $4.50.  (Modern  Medical  Mono- 
graphs #25) 

Consultations  in  Medicine:  Common  Com- 
plaints. A collection  of  medical  articles 
from  Consultant  magazine.  Octavo  of  206 
pages,  illustrated.  Philadelphia,  Smith,  Kline 
& French  Laboratories,  1964.  Cloth,  $3.00. 

Strong  and  Elwyn’s  Human  Neuroanat- 
omy. By  Raymond  C.  Truex,  Ph.D.,  and 
Malcolm  B.  Carpenter,  M.D.  Fifth  Edition. 
Quarto  of  591  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1964. 
Cloth,  $13.25. 

Hypnoanalysis.  By  Lewis  R.  Wolberg,  M.D. 
Second  Edition.  Octavo  of  424  pages.  New 
York,  Grune  & Stratton,  1964.  Cloth,  $7.50. 

Ciba  Foundation  Study  Group  No.  17. 
Diet  and  Bodily  Constitution.  Edited  by 
G.  E.  W.  Wolstenholme,  M.B.,  and  Maeve 
O’Connor,  B.A.  With  31  illustrations.  Duo- 
decimo of  120  pages.  Boston,  Little,  Brown  and 
Company,  1964.  Boards,  $2.95. 

Physiologic  Principles  of  Surgery.  Edited 
by  Leo  M.  Zimmerman,  M.D.,  and  Rachmiel 
Levine,  M.D.  Second  Edition.  Quarto  of 
858  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1964.  Cloth,  $20. 


Books  Reviewed 


Medical  Department,  United  States  Army. 
Internal  Medicine  in  World  War  II.  Vol- 
ume II.  Infectious  Diseases.  Editor  in 
Chief,  Colonel  John  Boyd  Coates,  Jr.,  MC,  USA. 
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in  very  special  cases 
a very  superior  brandy... 


84  Proof  I Schieffelin  & Co.,  N.Y. 


Under  the  generic  name 

for  lower  costs  to  your  patients 

Meprobamate  Tablets 

400  mg.  U.S.P. 

U.  S.  Patent  No.  2,724,720 
Quality  controlled  by  West-ward 
Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.Y. 
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What  benefits  do  you  look  for  in  a douche? 


More  prompt  and  effective  symptomatic  relief 


When  vaginitis  is  a problem,  there  is  increasing 
evidence  in  medical  literature  that  an  alkaline 
douche  such  as  StomAseptine  provides  superior 
benefits. 

In  pruritus  vulvae,  Glynn1  found  "that  an  alkaline 
douche  produced  outstanding  results  in  the  relief 
of  this  vaginal  itch.... this  can  be  attributed  to  the 
effective  removal  of  leukorrheal  secretions,  which 
probably  initiate  and  propagate  the  itch.”  Davis2 
had  better  success  “with  alkaline  preparations... 
patients  reported  them  more  soothing  than  the  pre- 
viously used  acid  solutions.”  MacGuigan3  recently 
reported  that  the  alkaline  douche  is  his  method  of 


choice  in  treating  vaginal  moniliasis.  StomAseptine 
was  found  most  satisfactory  in  relieving  symptoms 
of  vaginal  irritation,  soreness,  and  burning. 

StomAseptine  releases  nascent  oxygen  which 
interferes  with  the  growth  of  the  essentially  anaero- 
bic Trichomonas  vaginalis,  making  it  more  vulner- 
able to  specific  trichomonicidal  agents. 

Glynn4  has  found  an  alkaline  douche  to  be  more 
mucolytic  and  to  provide  more  effective  cleans- 
ing. Peel5  has  emphasized  the  value  of  alkaline 
douches  in  removing  the  highly  acid  discharge  as- 
sociated with  Trichomonas  and  Monilia  vaginitis. 


an  oxidizing  mucolytic  cleansing  agent  for  adjunctive  therapy 


sodium  perborate,  sodium  bicarbonate, 

sodium  chloride,  borax,  menthol,  thymol,  eucalyptol, 

methyl  salicylate,  aromatics. 


Literature  and  professional  supply  on  request. 

References:  1.  Glynn,  R.:  Obst.  & Gynec.  20:369  (Sept.)  1962; 

2.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955;  3.  MacGuigan,  J.  F.: 
Personal  Communication,  Nov.  1,  1963;  4.  Glynn,  R.:  Obst.  & Gynec. 
22:640  (Nov.)  1963;  5.  Peel,  J.  H.:  Textbook  of  Gynecology,  5th  Ed., 
London,  Wm.  Heineman,  1958,  p.  383. 
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No-Cal  is  the  soft  drink  you  can  pre- 
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America's  first  and  most  famous  sugar- 
free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

10  delicious  flavors  and  zesty  mixers, 
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Editor  for  Internal  Medicine,  W.  Paul  Havens, 
Jr.,  M.D.  Octavo  of  649  pages,  illustrated. 
Washington,  D.C.,  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  1963.  Cloth, 
$6.75. 

This  epic  volume  of  World  War  II  relates  the 
Army  Medical  Corps  accomplishments  of  certain 
infectious  diseases.  Some  of  the  problems  of  in- 
fectious diseases  encountered  in  a global  war 
are  depicted.  The  contributions  to  medical 
knowledge  in  sandfly  fever,  Q fever,  the  typhus 
fevers,  and  primary  atypical  pneumonia  are 
outstanding.  The  serious  problem  of  venereal 
disease  treated  medically  is  interesting  reading. 
Malaria  and  its  management  are  amply  covered. 
The  publication  will  be  well  received  by  all  in- 
terested in  internal  medicine. — Bernard  Selig- 
man,  M.D. 

Positive  Aspects  of  Child  Psychiatry.  By 

Frederick  H.  Allen,  M.D.  Octavo  of  300  pages. 
New  York,  W.  W.  Norton  & Company,  Inc., 
1963.  Cloth,  $6.00. 

This  book  is  a compilation  of  the  major 
scientific  contributions  of  the  author  who  has 
been  director  of  the  Philadelphia  Child  Guidance 
Clinic  for  many  years. 

Part  I includes  the  historical  aspects  of 
child  psychiatry.  In  a paper  published  in  1930, 
the  author  noted  that  the  approach  towards 
understanding  and  treating  the  child’s  be- 
havior necessitated  a more  rational  understand- 
ing of  the  problems  of  adult  living.  “This 
approach,  affecting  as  it  will  the  important  atti- 
tudes that  adults  take  toward  the  child,  will 
make  many  dangerous  or  unhealthy  tendencies 
not  only  harmless,  but  unnecessary.”  He  also 
subsequently  pointed  out  how  much  of  the  prog- 
ress in  the  field  of  psychiatry  in  childhood,  has 
been  achieved  through  a collaborative  relation- 
ship with  the  social  worker  and  psychologist. 

Part  II  takes  up  the  basic  principles  of  child 
psychiatry.  There  is  a particularly  good  article 
on  Horney’s  conception  of  the  basic  conflict 
applied  to  child  psychiatry.  Subsequent  por- 
tions of  the  book  take  up  the  clinical  application 
of  principles,  training  in  child  psychiatry,  and 
the  relation  of  child  psychiatry  to  allied  fields. 
Recognition  is  given  to  the  field  of  pediatrics 
particularly,  where  presenting  complaints  in- 
volve physical  symptoms  which  mask  the  emo- 
tional difficulties.  Dr.  Allen  points  out  how  the 
pediatrician  can  help  the  parent  and  child  over- 
come many  of  the  tensions  and  anxieties  com- 
mon in  the  parent-child  relationship.  There 
are  other  interesting  articles  on  child-guidance 
clinics,  the  relationship  of  the  psychiatrist  to 
the  schools,  especially  the  grade  period  from 
six  to  thirteen  years.  There  are  discussions  of 
family  therapy  and  how  to  handle  “resistance” 
in  children. 

The  author  has  been  an  outstanding  pioneer 
in  the  field  of  child  psychiatry.  In  these  se- 
lected writings  there  is  much  that  is  of  interest 
to  the  psychiatrist,  pediatrician,  and  general 
practitioner. — Stanley  Lamm,  M.D. 


2510  New  York  State  Journal  of  Medicine  / October  15,  1964 


WHEN 

CONGESTION 
MOVES  down 

HYCOMINE 

SYRUP 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate 5 mg. 

(Warning:  May  be  habit-forming)  I 
Homatropine  f mg* 

methylbromide 1.5  mg.  J 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride  60  mg. 

Sodium  citrate 85  mg. 

(with  methylparaben  0.13%  and 
propylparaben  0.02%  as  preservatives) 


in  a highly  palatable 
cherry -flavored  vehicle 


antitussive  • antihistaminic 
decongestant  • expectorant 


• arrests  both  productive  and  nonproduc- 
tive cough  • decongests  the  airways  • 
liquefies  secretions  responsible  for  irrita- 
tion • provides  prompt  symptomatic  relief 
of  allergic  symptoms  • is  well  tolerated  • 
rarely  causes  constipation 

DOSAGE:  Average  adult  dose  — 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6-12  years , 
V2  teaspoonful ; 3-6  years , % teaspoonful ; 1-3  years, 
10  drops;  6 months  to  1 year,  5 drops.  Administer 
after  meals  and  at  bedtime  with  food.  On  oral  Rx 
where  state  laws  permit. 


treats  the  multiple 
symptoms  of  the 

GOUGH/GOLD 

syndrome 


CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  hydro- 
chloride and  in  those  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arteriosclero- 
sis. In  these  patients  the  use  should  not  exceed  three 
days.  Hycomine*  Syrup  is  generally  well  tolerated 
but  in  some  patients  drowsiness,  dizziness  or  nausea 
may  occur. 

*U.S.  Pat.  2,630,400 


ENDO  LABORATORIES  INC. 
Garden  City,  New  York 
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even  in  a 

difficult  and  lengthy 
procedure - 


anxiety  relieved,  patient 
conscious  and 
cooperative 
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In  your  own  daily  practice,  this  usefully 
different  tranquilizer  can  be  equally  ef- 
fective. What  it  has  done  to  relieve  anxi- 
ety and  maintain  mental  clarity  under  pro- 
longed stress  and  extreme  discomfort  of 
cryohypophysectomy,  it  can  do  in  almost 
any  case  of  anxiety. 

Response  obtained  with  parenteral  hy- 
droxyzine in  20  surgical  patients  under- 
going cryohypophysectomy,  which  entails 
freezing  of  the  pituitary  in  intubated  pa- 
tients, demonstrates  how  slight  is  its  effect 
on  mental  acuity.  The  author  states  that 
with  use  of  a local  anesthetic,  small  doses 
of  a narcotic  and  large  doses  of  hydroxy- 
zine, “the  patient  is  conscious  and  can  re- 
spond to  direct  commands.”1 

So  selective  was  the  tranquilizing  ac- 
tion of  hydroxyzine  in  another  study2  em- 
ploying this  surgical  technique,  that 
throughout  the  long  and  trying  procedure, 
all  but  one  of  the  13  patients  were  effec- 
tively tranquilized  and  yet  able  to  com- 
municate with  the  surgeon  by  means  of 
previously  agreed-upon  hand  signals. 


side  effects:  Drowsiness,  usually  transitory  and 
correctable  by  dosage  reduction,  may  occur.  Dry- 
ness of  mouth  may  be  seen  with  higher  doses. 
Involuntary  motor  activity  has  been  reported  in 
some  hospitalized  patients  on  high  dosage. 
precautions:  Vistaril  (hydroxyzine)  may  poten- 
tiate the  action  of  central  nervous  system  de- 
pressants, anticoagulants,  narcotics  such  as 
meperidine,  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased.  Pa- 
tients receiving  anticoagulants  should  be  fol- 
lowed closely,  and  appropriate  laboratory 
studies  performed  regularly.  The  usual  precau- 
tions for  intramuscular  injection  should  be  fol- 
lowed with  the  parenteral  form.  Intravenous 
injection  should  not  exceed  a rate  of  1 cc.  per 
minute  or  100  mg.  per  dose.  As  with  other  in- 
jectables,  soft-tissue  reactions  have  been  rarely 
reported,  and  are  usually  associated  with  faulty 
technique. 

formulas:  Vistaril  (hydroxyzine  pamoate)  Cap- 
sules: 25  mg.,  50  mg.,  100  mg.;  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension:  25  mg.  per  5 cc.; 
Vistaril  (hydroxyzine  HC1)  Parenteral  Solution: 
25  mg.  and  50  mg.  per  cc. 

More  detailed  professional  information  avail- 
able on  request. 


1.  Rand,  R.  W.:  Western  J.  Surg.  72:142,  May-June,  1964.  2.  Morlino,  F.  J.  et  al.:  Paper  presented  at  Stanford 
University  Medical  School,  Palo  Alto,  Calif.,  Jan.,  1964. 
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Vistaril 
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a usefully  different 
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Science  for  the  world’s  well-being®  (JPflZPP)  Since  1849 


SARDO  IN  THE  BATH 

BRINGS  PROMPT,  PROLONGED  RELIEF 


Microfine  globules  of  SARDO  disperse  on  the  surface  of  the  bath  water  and 
produce  an  invisible  protective  film  on  the  skin.  SARDO  soothes,  lubricates, 
augments  skin  lipids,  helps  retain  and  build  up  essential  moisture  in  the 
stratum  corneum ...  relieves  dryness  and  itching  with  the  very  first  bath. 
Adsorbed  by  the  skin,  SARDO  provides  rapid,  dependable,  allover  relief  in 
most  dry,  itchy  skin  conditions.  Your  patients  will  appreciate  non-sensitizing, 
pleasant,  economical  SARDO*,  the  clinically  proven  bath  oil. 


SARDO  ...  the 
most  widely  used 
therapeutic  bath  oil 


SARDOETTES®  (disposable  compresses  impregnated  with  SARDO)  provide  *PabyVa"deIu^ni964 
the  same  skin-comforting  benefits  after  showering  or  local  washing. 

Write  for  samples  and  literature.  SARDEAU,  IflC.,  Dept,  y-4,  845  Third  Ave.,  New  York,  N.  Y.  10022 
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WHEN  BRONCHIAL  ASTHMA  IS  COMPLICATED  BY 
HYPERTENSION  • HEART  DISEASE  • HYPERTHYROIDISM 


ELIXOPHYLLIN 

Each  15  cc.  contains  THEOPHYLLINE  80  mg.;  ALCOHOL  3 cc. 

...provides  relief  quickly,  dependably,  safely.18 

...avoids  the  side  effects  and  contraindications  of 
ephedrine  polypharmaceuticals  or  similar  sympathomimetics 
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EUXOPHYLUN  75  cc. 
(aminophyliine  equiv.  500  mg.) 


~T 


n. 


Rapid— therapeutic 
theophylline  blood 
levels  (equal  to  I.  V. 
aminophyliine)  reached 
in  minutes.'  * 


Sustained— theophyl- 
line is  inherently  ‘iong- 
acting’— t.i.d.  dosage 
provides  day  and  n'ght 
relief  17 
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Minutes  after  administration.  Mean  values  in  adult  subjects  following 
administration  of  the  single  dose  commonly  used  in  clinical  practice.8 


Acute  Attacks:  single  dose  of  75  cc.  for  adults;  0.5  cc.  per  lb.  of  body  weight  for 
children. 

24  Hour  Control:  for  adults  45  cc.  doses  before  breakfast,  at  3 P.M.,  and  before 
retiring;  after  two  days,  30  cc.  doses.  Children,  first  6 doses  0.3  cc.— then  0.2  cc. 
per  lb.  of  body  weight  as  above.  May  be  contraindicated  in  peptic  ulcer  and  gout. 
Gastric  distress  rarely  encountered. 


References:  (1)  Kessler,  F.:  Connecticut  S.M.J.  21: 205 
(March)  1957.  (2)  Burbank,  B.;  Schluger,  J.,  and  McGinn, 
J,:  Am.  J.  Med.  Sci.  234:28  (July)  1957.  (3)  Spielman,  A.D.: 
Ann.  Allergy  15: 270  (June)  1957.  (4)  Greenbaum,  J.:  Ann. 
Allergy  16: 312  (May-June)  1958.  (5)  Kessler,  F.:  Medical 
Times  37:1298  (Oct.)  1959.  (6)  Bickerman,  H.A.,  and  Barach, 


A.  L.,  in  Model!,  W.:  Drugs  of  Choice  1960-1961,  St.  Louis, 
The  C.  V.  Mosby  Company,  1960,  p.  516.  (7)  Wilhelm,  R.  E. 
in  Conn.,  H.  F.:  Current  Therapy— 1961,  Philadelphia,  W.  B. 
Saunders  Company,  p.  417.  (8)  Schluger,  J.  McGinn,  J.  T., 
and  Hennessy,  D.  J.:  Am.  J.  Med.  Sci.  233: 296,  1957. 
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and  it's  not  a once-over-lightly  one, 
either.  All  rubber  stoppers  used  in  Lilly 
ampoules  are  scrupulously  cleaned  with 
a detergent  and  hot  deionized  water  in 
a special  washing  machine  like  the  one 
pictured  above.  This  removes  any  for- 
eign matter  adhering  to  them.  Then 
the  stoppers  are  autoclaved  at  120°  to 


121  °C.  for  one  hour.  They  are  now 
clean,  sterile,  and  ready  for  use.  In  case 
the  stoppers  are  not  used  within 
seventy -two  hours,  they  are  returned 
for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safe- 
guards used  to  insure  the  quality  of  the 
finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6 , Indiana , U.S.A. 
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tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York,  N.  Y.,  10017. 

Preparation  of  Manuscript:  Manuscripts 

should  be  face  copy  typed  double-spaced  with 
adequate  margins  on  firm  paper.  Carbon  copy 
flimsy  can  not  be  used.  The  first  page  should 
list  the  title,  the  name  of  the  author  (or  authors), 
degrees,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order:  author’s  name  with  initials,  title,  peri- 
odical abbreviation,  volume,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 
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Editorials 


Information,  please 


Very  shortly,  the  over  32,000  physicians 
licensed  to  practice  medicine  within  this 
State  will  receive  questionnaire  forms 
requesting  data  for  listing  in  the  1965-66 
edition  of  the  Medical  Directory  of  New  York 
State. 

The  Directory  was  instituted  primarily  as 
a service  to  the  members  of  the  Medical 
Society  of  the  State  of  New  York,  and  it 
continues  as  such.  But  over  the  years  the 
Directory  has  become  a vital  reference  source 
for  hospitals,  libraries,  medical  organizations 
and  foundations,  insurance  companies,  legal 
firms,  governmental  agencies,  and  private 
industry. 

To  enhance  the  reference  value  of  the 
Directory  for  both  physician  members  and 
purchasers,  we  have  re-evaluated  the  con- 
tent of  the  book  to  streamline  its  bulk  by 
eliminating  redundant  and  irrelevant  data. 
We  also  have  simplified  editorial  procedures 
as  a means  of  expediting  production  and 
speeding  up  publication.  This  will  insure 
a more  current  and  accurate  publication. 

Some  of  the  more  important  innovations 
that  will  be  reflected  in  the  next  edition  of 
the  Directory  follow: 

In  the  many  instances  in  which  a physician 
has  more  than  one  office,  we  have  in  the  past 
fisted  a complete  biography  in  each  geo- 
graphic location.  The  possibility  of  re- 
stricting each  physician  to  one  Directory 
fisting  was  considered  and  rejected  as  un- 
fair, since  each  office  address  is  valuable  in 
its  specific  location.  As  an  alternative,  in  the 
next  and  future  editions  of  the  Directory , a 
full  fisting  will  appear  once  in  a principal 
office  location  designated  by  the  physician. 
Any  secondary  office  locations  will  fist  name, 
address,  office  hours,  and  telephone  number, 
with  a reference,  such  as  “See  Manhattan,” 
to  the  principal  fisting.  The  elimination  of 


the  remaining  redundant  material  will  save 
many  pages  of  published  text. 

In  the  case  of  hospital  appointments,  we 
urge  that  the  physician  indicate  his  official 
staff  title  with  voluntary,  governmental,  and 
proprietary  hospitals  approved  by  the  Joint 
Commission  on  Accreditation  of  Hospitals. 
An  accurate  title  is  important,  since  in  in- 
stances of  discrepancy  the  title  as  it  appears 
on  the  official  hospital  roster  will  be  pub- 
lished. This  will  eliminate  our  previous 
practice  of  verifying  all  such  discrepancies 
with  the  individual  hospital,  a procedure 
that  required  a great  deal  of  clerical  time  and 
added  months  to  the  production  period  of 
each  edition  of  the  Directory.  All  hospitals 
have  been  advised  to  inform  the  Directory 
department  of  all  changes  in  staff — new  ap- 
pointments, promotions,  and  the  like — as 
these  occur. 

To  insure  an  up-to-date  fisting  in  the 
next  Directory,  the  questionnaire  must  be 
returned  immediately.  If,  after  the  ques- 
tionnaire has  been  returned,  the  physician 
will  voluntarily  advise  the  Directory  depart- 
ment of  any  future  changes  or  additions  in 
his  fisting  as  they  occur,  we  will  make  every 
effort  to  make  such  changes  right  up  to  our 
final  publication  deadline.  We  will  con- 
tinue to  contact  physicians  periodically  with 
reminders  and  requests  for  new  Directory 
data,  but  it  is  our  hopeful  intention  to  keep 
the  Directory  biographical  files  current  on  a 
continuous  basis  and  thereby  reduce  the 
production  time  on  all  future  editions. 

It  is  essential  that  these  files  be  continu- 
ously up-dated,  not  only  for  purposes  of 
publication  but  also  for  accuracy  in  handling 
daily  telephone  referrals  and  inquiries  di- 
rected to  the  Society.  Your  cooperation  in 
this  respect  will  be  an  essential  contribution 
to  a revitalized,  serviceable  Directory. 
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Interim  report  on  the  A.M.A.  Medical  Education  Loan  Program 


There  follows  a progress  report  as  of  June 
30, 1964,  on  the  A.M.A.  loan  fund  established 
to  aid  medical  students,  interns,  and  resi- 
dents. Most  members  of  the  medical  pro- 
fession have  contributed  to  this  fund  and  will 
be  proud  to  know  how  extensively  and 
wisely  it  is  being  used. 

As  one  might  expect,  the  need  for  help  is 
greatest  in  the  residency  period,  and  the 
fact  that  the  money  is  available  is  a source 
of  as  much  satisfaction  to  the  donor  as  to 
the  recipient. 

Total  borrowing  exceeds  $17  million 

From  the  beginning  of  the  American  Med- 
ical Association  Education  and  Research 
Foundation  Loan  Program  in  March,  1962, 
through  June  30,  1964,  a total  of  15,289  loans 
had  been  made,  with  a combined  principal 
value  of  $17,309,350.  These  loans  were  re- 
ceived by  10,398  persons,  1,917  of  whom 
were  new  borrowers  in  1964.  The  total 
value  of  these  loans,  including  principal  and 
estimated  interest,  was  $21,509,831.  With 
each  dollar  in  the  Loan  Guarantee  Fund  se- 
curing $12.50  worth  of  loans,  $1,720,786,  or 
78  per  cent,  of  the  $2,224,383  in  the  Guar- 
antee Fund,  had  been  committed. 

By  June  30  there  were  488  borrowers  who 
had  completed  their  medical  training  and 
were  repaying  their  loans.  An  additional 
139  had  paid  their  loans  in  full.  Through 
June  30,  8 borrowers  had  defaulted  on  their 
loans,  4 of  them  through  death.  The  de- 
faulted loans  were  purchased  by  A.M.A.- 
E.R.F.  from  the  bank,  with  $11,230  from  the 
Loan  Guarantee  Fund.  After  the  loans 
were  purchased,  borrowers  and  their  es- 
tates made  repayments  to  A.M.A.-E.R.F. 
totaling  $1,546  through  June  30,  leaving  a 
net  loss  of  $9,684  at  that  date. 

Rate  of  borrowing  at  peak 

The  trend  of  increased  borrowing  ex- 
perienced by  the  program  in  1963  became 
more  pronounced  in  the  first  half  of  1964. 
This  is  reflected  by  the  average  number  of 
loans  made  each  month,  as  follows:  1962, 
532;  1963,  546;  and  first  half  of  1964,  569. 
The  increase  is  more  significant  when  com- 
paring the  first  half  of  1964  with  the  first  half 


of  1963.  Last  year,  there  were  2,616  loans 
through  June  30,  or  a monthly  average  of 
436. 

Residents  show  greatest  increase 

Borrowing  was  up  in  all  training  cate- 
gories, but  residents  showed  the  largest  in- 
crease, as  the  table  indicates: 


Training 

Status 

- — Number  of  Loans — 
1963  1964 

(First  (First 

Half)  Half) 

, Per 
Cent 
In- 
crease 

Medical  student 

1,686 

2,043 

20.1 

Intern 

352 

460 

31.5 

Resident 

578 

911 

58.4 

Total  loans 

2,616 

3,414 

30.5 

Some  of  the 

increase  in 

intern  and  resi- 

dent  borrowing  can  be  attributed  to  change 
in  training  status  from  year  to  year,  that  is, 
borrowers  who  were  medical  students  when 
they  received  their  first  loans  in  1962  or 
1963  were  interns  or  residents  when  they 
borrowed  this  year.  Nevertheless,  more 
than  half  the  loans  to  interns  and  residents 
in  1964  went  to  persons  who  had  not 
borrowed  previously  under  the  A.M.A.- 
E.R.F.  program. 

For  the  first  time  since  the  program  began, 
the  proportion  of  loans  going  to  medical 
students  in  a six-month  period  dropped 
below  60  per  cent,  and  the  proportion  to 
residents  climbed  above  25  per  cent: 


Training 

Status 

Number 
of  Loans 
First 
Half 
1964 

Per 
Cent 
of  All 
Loans 

Total 
Number 
of  Loans 

Per 
Cent 
of  All 
Loans 

Medical  Student 

2,043 

59.8 

9,377 

61.4 

Intern 

460 

13.2 

2,170 

13.9 

Resident 

911 

27.0 

3,742 

24.7 

Total  loans 

3,414 

100.0 

15 , 289 

100.0 

Seek  early  funding 

It  is  estimated  that  by  1970  the  loan  pro- 
gram will  be  self-sustaining — new  loans  will 
be  offset  by  repayments,  making  additional 
contributions  to  the  guarantee  fund  un- 
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necessary.  The  income  earned  by  the  fund 
should  be  sufficient  at  that  point  to  cover 
defaulted  loans.  The  guarantee  fund  re- 
quirement at  that  time  should  be  in  the 
neighborhood  of  $6  million,  or  approximately 
$3.7  million  more  than  the  fund  now  con- 
tains. It  is  desirable,  however,  to  achieve 
the  $6  million  total  as  early  as  possible  to 
assure  that  funds  will  continue  to  be  readily 
available  and  that  no  qualified  applicant  need 
ever  be  turned  away  because  of  lack  of  money 
in  the  program. 

The  response  from  physicians  and  private 
industry  to  the  challenge  of  building  the 
guarantee  fund  continues  to  be  forthright 


and  generous.  Contributions  in  the  first 
half  of  1964  totaled  $435,204,  with  $343,350 
of  that  amount  coming  from  industry  and 
the  balance  from  individual  physicians, 
medical  societies,  and  woman’s  auxiliaries. 
Of  the  industrial  contributors  this  year,  17 
gave  for  the  first  time,  and  25  renewed  or 
added  to  their  previous  gifts.  A total  of 
87  companies  are  now  participating  in  the 
program’s  support. 

The  record  shows  that  the  fund  is  reaching 
those  that  get  it  at  a time  when  they  need 
it  most  and  warms  the  heart  of  the  giver 
as  it  encourages  the  receiver  to  prepare  for  a 
great  life  work. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 


February  15  through  18,  1965 
The  Americana,  New  York  City 


Scientific  Motion  Pictures 


be  submitted  to: 


The  Subcommittee  on  Scientific  Motion  Pictures  of  the  Con- 
vention committee  requests  that  suggestions  on 

1.  subject  matter  to  be  presented; 

2.  titles  of  medical  motion  pictures  of  interest  to  the  mem- 

bership; 

3.  names  of  members  who  may  have  medical  motion  pictures 

suitable  for  showing 

James  J.  Quinlivan,  M.D. 
State  Department  of  Health 
84  Holland  Avenue 
Albany,  New  York  12208 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility  promptly 

• relieves  spasm  promptly 
•stops  diarrhea  promptly 


.Lomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months, to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine 
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A request  on  your  professional  letterhead  or 
prescription  form  will  bring  to  you  complete 
information,  and  a supply  of  samples. 


Medical  Products  Division 

LOMA  LINDA  FOODS 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio  • Oshawa,  Ontario-Canada 


Fibre-free 

HYPOALLERGENIC 

formula 

(§  Provides  balanced  nutritional  values. 

@An  excellent  formula  for  regular 
infant  feeding. 

(H  An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 


Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 
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Scientific  Articles 


Closed-Chest 

Cardiopulmonary 

Resuscitation 

Results  and  Criteria 
tor  Application 

ROBERT  M.  LAWRENCE,  M.D. 

Rochester,  New  York 
EDWARD  M.  HALEY,  M.D. 
Woburn,  Massachusetts 
ALASTAIR  J.  GILLIES,  M.D. 
Rochester,  New  York 

From  the  Division  of  Anesthesiology, 
Department  of  Surgery,  University  of 
Rochester  School  of  Medicine  and  Dentistry 


Qardiac  arrest  has  come  to  signify  the 
physiologic  cessation  of  the  circulation  due  to 
inadequate  cardiac  output  from  any  cause. 
Asystole  or  ventricular  fibrillation  are  the 
end  points  of  “cardiac  arrest,”  but  inter- 
mediate states  before  complete  circulatory 
arrest1  occurs  have  been  reported  by  many 
investigators. 2-4 

Since  its  inception,  closed-chest  cardiac 
massage,  as  named  by  Kouwenhoven,  Jude, 
and  Knickerbocker3  has  gained  increasing 
recognition  and  acceptance  by  a wide  variety 
of  physicians.  Its  application  in  obstet- 
rics,5-6 pediatrics, 7-9  psychiatry,10  and  several 
areas  of  the  practice  of  internal  medicine 
31112  are  well  recorded. 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  May  14,  1963. 


closed-chest  cardiopulmonary  resusci- 
tation was  performed  in  123  cardiac  arrests 
in  111  patients;  the  immediate  survival 
rate  was  33  per  cent,  but  only  13.5  per  cent 
were  discharged  from  the  hospital  alive. 
Of  the  patients  suffering  cardiac  arrest  in 
the  operating  room,  37.5  per  cent  survived; 
of  patients  with  myocardial  infarction  com- 
plicated by  ventricular  fibrillation,  19  per 
cent  were  successfully  resuscitated.  Long- 
term survival  did  not  result  if  resuscitative 
efforts  were  delayed  beyond  three  minutes 
after  cardiac  arrest.  There  were  65  compli- 
cations of  closed-chest  cardiac  compression 
in  36  patients.  The  use  of  the  technic  is 
not  yet  sufficiently  successful  or  safe  to  teach 
to  the  public. 


Closed-chest  cardiac  ‘ ‘resuscitation’  ’ 1 3 ■ 1 4 
has  been  reported  to  be  very  effective  in  the 
production  of  clinical  circulatory  improve- 
ment.15-16 Certain  rescuers,  however,  feel 
that  the  systolic  pressure  of  60  to  100  mm. 
Hg  produced  by  closed-chest  compression  is 
insufficient  as  compared  with  that  achieved 
by  the  “open-chest”  cardiac  massage 
method.17-19  Also,  palpation  of  a pulse  at 
the  femoral  artery  below  the  inguinal 
ligament  does  not  necessarily  reflect  the 
adequacy  of  “blood  flow”  to  that  area  or  to 
other  vital  organs.12-20  Several  studies  done 
on  dogs  and  man  have  demonstrated  good 
correlation  between  the  systolic  pressures 
being  delivered,  the  pulse  palpated  at  a 
peripheral  vessel,  and  the  blood  flow  to 
those  distal  areas.13- 21-23  The  best  available 
evidence  suggests  that  the  cardiac  output 
and  peripheral  blood  flow  through  these 
arteries  usually  can  be  maintained  at  25  to 
50  per  cent  of  normal  and  that  this  represents 
a clinically  reasonable  margin  for  closed 
resuscitation  procedures.19-22  There  is  no 
doubt  that  with  manual  cardiopulmonary 
resuscitation  there  may  be  considerable 
delay  in  the  return  of  normal  “pink”  color 
to  the  conjunctival  vessels,  mucous  mem- 
branes, and  skin.23 

Insufficient  blood  flow  is  demonstrable  by 
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a failure  to  achieve  a readily  palpable  pulse 
in  the  femoral  artery,  the  failure  to  obtain 
pupillary  constriction  following  dilation,  or 
the  continued  absence  of  the  pupillary  light 
reaction.  When  insufficient  blood  flow  is 
apparent  during  closed-cardiac  compression, 
some  investigators  favor  immediate  thora- 
cotomy and  open-chest  massage. 19-  23-  24  There 
are  several  obvious  traumatic  and  disease 
conditions  which,  if  suspected,  would  de- 
mand open  thoracotomy  for  their  diagnosis 
and  treatment;  examples  given  are  peri- 
cardial tamponade,  pulmonary  hemorrhage, 
pulmonary  embolism,  tension  pneu- 
mothorax, or  the  unavailability  of  an 
external  defibrillator.19’20-23  However,  the 
decision  to  change  from  closed-chest  to 
open-chest  resuscitation  may  be  greatly  in- 
fluenced by  the  hospital  area  in  which  the 
arrest  has  occurred  as  well  as  by  the  skill  of 
the  resuscitation  team. 

The  misconception  that  closed-chest  com- 
pression is  effective  in  producing  adequate 
pulmonary  ventilation  has  been  corrected. 
All  results  indicate  that  in  man  adequate 
ventilation  cannot  be  obtained  by  closed- 
chest  compression  alone.18-25  Adequate  pul- 
monary ventilation  cannot  be  delivered  suc- 
cessfully by  any  of  the  chest  pressure-arm 
lift  methods.  Safar  et  al.2i  showed  that 
closed-chest  compression  produced  an 
average  tidal  ventilation  of  153  cc.  (range, 
0 to  390  cc.)  in  30  intubated,  curarized 
volunteers  with  head  extended  and  jaw 
supported.  Without  ancillary  resuscitation 
equipment,  mouth-to-mouth  or  mouth-to- 
nose  expired  air  ventilation  with  exaggerated 
head  extension  is  the  best  method  for 
pulmonary  resuscitation.26-27 

During  the  latter  part  of  1960  it  seemed 
to  us  that  the  marked  increase  in  the  use  of 
closed-chest  compression  might  simply  rep- 
resent an  increase  in  the  number  of  at- 
tempted resuscitations  of  the  apparently 
dead.  In  a previous  review  of  cardiac  ar- 
rests in  Strong  Memorial  and  Rochester 
Municipal  Hospitals  covering  a period  of 
eight  and  one-half  years  and  published  in 
1952,  Dale28  listed  12  attempts  at  main- 
tenance of  cardiac  output  by  the  open 
method.  The  present  review  covers  123 
attempts  by  the  closed  method  in  a two-year 
period,  representing  a 40-fold  increase. 
When  it  was  noted  that  the  “success”  rate 
with  the  closed-chest  compression  method 
seemed  to  be  low,  it  was  elected  to  record 


and  examine  as  many  as  possible  of  the 
variables  that  might  be  contributing  to  the 
low  success  rate.  The  analysis  has  been 
done  in  order  to  establish  the  following: 
the  effectiveness  of  the  circulation  produced; 
the  expected  long-term  success  rate;  the 
complications  inherent  in  the  method; 
the  circumstances  requisite  for  instituting 
massage;  and  the  criteria  that  may  justify 
protracted  or  repeated  compressions. 

Method 

All  cardiac  arrests  occurring  in  The  Strong 
Memorial  and  Rochester  Municipal 
Hospitals  between  January  1,  1961,  and 
December  31,  1962,  were  studied.  All 
arrests  in  which  any  closed-chest  resuscita- 
tion technic  was  employed  were  included. 
At  the  time  of  cardiac  arrest,  a member  of 
the  anesthesiology  staff  was  called  in  all  but 
a very  few  of  the  cases.  When  resuscitative 
measures  were  abandoned  or  were  no  longer 
necessary,  a standard  study  form  was  im- 
mediately completed,  giving  as  much  detail 
as  possible  of  the  sequence  of  events. 
Technics  of  resuscitation,  drugs  used,  use  of 
defibrillation,  immediate  survival,  and  final 
outcome  were  included.  Attempts  were 
made  to  record  the  maximum  time  lapse 
between  the  occurrence  of  arrest  and  the 
institution  of  closed- cardiac  compression. 
The  total  duration  of  “effective”  cardio- 
pulmonary resuscitation  effort  also  was 
determined.  In  many  instances,  due  to  the 
exigencies  of  the  situation  or  the  variability 
of  the  diagnosis,  the  recorded  time  intervals, 
of  necessity  are,  approximations.  When 
two  times  were  given,  the  greater  was  re- 
corded. If  the  patient  died,  a detailed 
autopsy  report  was  obtained  on  all  post- 
mortem examinations.  The  postmortem 
findings  of  the  county  medical  examiner 
were  included  whenever  relevant  or 
available.  In  temporary  survivors  a com- 
plete clinical  follow-up  was  obtained  up  to 
the  time  of  death.  In  long-term  survivors, 
a similar  record  was  kept  up  to  the  time  of 
discharge  from  the  hospital  and  after  dis- 
charge in  most  instances.  Many  of  these 
survivors  were  seen  by  members  of  the 
anesthesiology  staff  for  continuing  care  for 
the  duration  of  their  hospital  stay. 

The  diagnosis  and  proof  of  asystole  or 
ventricular  fibrillation  were  charted.  In 
the  absence  of  definite  proof,  “circulatory 
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tion,  and  the  use  of  supporting  therapy  and 
equipment. 

Results 

In  the  specified  two-year  period,  123 
closed-chest  compression  resuscitation  at- 
tempts were  performed  in  111  patients. 
In  1961,  50  treated  arrests  occurred  in  45 
patients,  and  during  1962,  73  occurred  in  66 
patients.  The  age  and  sex  distributions  are 
shown  in  Table  I.  The  age  incidence 
parallels  closely  that  in  a report  of  84  cases 
from  the  Massachusetts  General  Hospital.21 

Survivors.  A total  of  41  patients  (37  per 
cent)  survived  for  two  hours  or  more. 
Only  15  patients  (13.5  per  cent  of  total  with 
cardiac  arrests)  were  discharged  from  the 
hospital.  Their  mental  status  at  the  time  of 
discharge  was  good  to  excellent  in  13, 
impaired  in  1,  and  reduced  to  total  un- 
consciousness with  flaccid  paralysis  in 
another.  The  latter  patient  was  trans- 
ferred to  another  hospital,  where  six  months 
later  he  died  of  complications  of  his  original 
injury  and  the  central  nervous  system 


TABLE  II.  Summary  of  findings  in  this  series  and  Jude’s16  series  of  cardiac  arrest  treated  with  closed- 

chest  compression 


Category 

In  Operating 
and  Recovery 
Rooms 
Num-  Per 

ber  Cent* 

Before  and 
After  Cardiac 
Surgery 
Num-  Per 
ber  Cent* 

In 

Myocardial 
Infarction 
Num-  Per 
ber  Cent* 

Miscel- 
laneous! 
Num-  Per 
ber  Cent* 

Total 

Num-  Per 

ber  Cent* 

Jude’s  series 
Patients 

31 

21 

24 

42 

118 

Arrests 

35 

28 

24 

51 

138 

Resuscitated 

32 

91 

19 

68 

5 

20 

28 

56 

84 

60 

Asystole 

30 

86 

18 

64 

3 

12 

46 

90 

97 

70 

Ventricular 

fibrillation 

5 

14 

10 

36 

21 

88 

5 

10 

41 

30 

Proof  of  arrest 

9 

28 

25 

89 

23 

96 

18 

35 

75 

54 

Cardiac  action 
restored 

35 

100 

21 

75 

10 

42 

41 

80 

107 

78 

Left  hospital 

20 

64 

2 

10 

3 

13 

3 

7 

28 

24 

Our  series 
Patients 

24 

10 

36 

41 

111 

Arrests 

25 

12 

40 

46 

123 

Resuscitated 

12 

48 

2 

17 

12 

30 

15 

33 

41 

33 

Asystole 

20 

80 

10 

83 

24 

60 

36 

78 

90 

73 

Ventricular 

fibrillation 

5 

20 

2 

17 

16 

40 

10 

22 

33 

27 

Proof  of  arrest 

12 

48 

9 

75 

35 

88 

36 

78 

92 

75 

Cardiac  action 
restored 

14 

56 

5 

42 

19 

47.5 

26 

57 

64 

52 

Left  hospital 

9 

37.5 

0 

0 

5 

12.5 

1 

2 

15 

13.5 

* Based  on  number  of  cardiac  arrests  in  category  except  for  per  cent  leaving  hospital,  which  is  based  on  number  of  patients  in 
category. 

t Includes  patients  with  congestive  heart  failure  and  pulmonary  edema,  pulmonary  embolism,  ruptured  aneurysm,  pneu- 
monia, trauma,  infection,  and  so  on. 


TABLE  I.  Age  and  sex  in  111  patients  with  cardiac 
arrest 


Age  (Years) 

Males 

Females 

Total 

0 to  1 

2 

3 

5 

1 to  9 

4 

7 

11 

10  to  19 

4 

4 

8 

20  to  29 

0 

1 

1 

30  to  39 

3 

4 

7 

40  to  49 

5 

2 

7 

50  to  59 

10 

2 

12 

60  to  69 

17 

11 

28 

70  to  79 

9 

15 

24 

80  to  89 

2 

5 

7 

90  to  99 

0 

1 

1 

All  Ages 

56 

55 

111 

arrest”  or  cardiac  arrest  was  assumed.  The 
adequacy  of  the  circulation  was  determined 
from  the  pulse  volume  and  quality,  the 
decrease  in  pupillary  dilation,  the  return  of 
pupillary  light  reflex,  the  quality  of  the 
electrocardiographic  tracing,  and  the  blood 
pressure  readings  when  available.  Also 
included  were  the  age  and  sex  of  the  patient, 
physical  status  and  presumptive  diagnosis 
at  the  time  of  arrest,  cause  of  arrest,  com- 
plications of  the  cardiopulmonary  resuscita- 
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damage.  After  discharge,  the  patient  with 
some  residual  central  nervous  system  dys- 
function has  improved  and  returned  to  his 
former  supervisory  position.  Two  other 
patients  of  the  survival  group  were  sub- 
sequently readmitted  to  the  hospital  after 
seven  months  and  six  months  respectively 
and  died  at  the  time  of  readmission.  Twelve 
patients  (11  per  cent)  are  alive  at  this  time 
and  suffer  no  residua  from  their  episodes  of 
cardiac  arrest. 

Table  II  presents  a direct  comparison  of 
our  results  with  those  of  Jude,  Kouwenhoven, 
and  Knickerbocker. 16  When  compared  with 
the  findings  of  Jude,  Kouwenhoven,  and 
Knickerbocker, 16  our  study  shows  the  follow- 
ing: The  number  of  patients  resuscitated  is 
much  lower  in  each  division,  with  the  excep- 
tion of  those  with  myocardial  infarction;  the 
percentage  of  patients  that  left  the  hospital 
is  lower  (13.5  versus  24  per  cent) ; the  percent- 
ages having  asystole  or  fibrillation  are 
similar  and  the  total  number  of  “arrest 
proofs”  is  higher  in  our  series,  although  in  the 
pre-  and  postoperative  cardiac  surgery  and 
myocardial  infarction  groups  the  percentage 
of  proofs  is  slightly  lower.16 

Rivkin,  Roe,  and  Gardner13  reported  on 
70  patients  who  had  closed-chest  com- 
pression of  whom  15  (21  per  cent)  were  re- 
suscitated and  went  home.  An  additional 
15  were  resuscitated  one  or  more  times  but 
subsequently  died.  Again,  the  proportion  of 
successful  resuscitations  is  somewhat  better 
than  ours,  the  rate  being  42  per  cent. 
Baringer  et  al.21  reported  on  84  patients,  of 
whom  19  lived  over  three  hours.  However, 
only  4 went  home  from  the  hospital,  so  that 
the  “succeess”  percentages  were  23  and  4.8 
respectively.  The  survival  rate  following 
myocardial  infarction  in  their  series  was  zero 
for  resuscitated  patients  leaving  the  hospital, 
and  only  1 per  cent  for  those  alive  longer 
than  three  hours.  Bentall23  reported  a 4 per 
cent  survival  in  50  cases  occurring  outside 
the  operating  room  in  the  Hammersmith 
Hospital.  Safar’s15  results  in  50  cases  oc- 
curring outside  the  operating  room  were 
slightly  better — 15  patients  (30  per  cent) 
were  resuscitated  to  initial  spontaneous 
cardiac  action,  but  in  only  3 patients  (6  per 
cent)  was  this  permanent. 

Ventricular  fibrillation.  Ventricular 
fibrillation  occurred  in  33  patients  at  some 
time  during  cardiac  arrest.  Of  these,  3 
were  successfully  resuscitated  and  discharged 
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DELAY  INSTITUTING  CLOSED  CHEST  COMPRESSION 
( TIME  IN  MINUTES  ) 

FIGURE  1.  Duration  of  closed-chest  compression 
and  estimated  delay  before  institution  in  15  pa- 
tients successfully  resuscitated  in  the  operating 
room  or  on  their  floors. 


alive,  and  11  were  temporarily  defibrillated. 
This  group  is  second  only  to  successful 
operating  room  resuscitations  in  the  per- 
centage resuscitated  from  any  cause 
involving  fibrillation.  Only  2 patients  were 
defibrillated  with  750  volts  (1  alive  after 
three  defibrillations  over  a thirty-minute 
period  and  1 not  successful). 

Onset  and  duration  of  resuscitation. 
As  might  be  expected,  death  was  most 
common  in  those  in  whom  there  was  either  a 
delay  in  the  institution  of  cardiopulmonary 
resuscitation  or  prolonged  duration  of 
cardiac  compression  with  no  success  at 
restoration  of  normal  cardiopulmonary 
activity.  It  was  remarkable,  however,  to 
see  how  prolonged  resuscitative  efforts  could 
produce  an  effective  cardiac  output  which 
kept  the  patient  acyanotic  and  relatively 
miotic,  while  permitting  only  “assistance”  to 
respiratory  effort. 

The  longest  partially  successful  resuscita- 
tive effort  was  in  a seventy-nine-year-old 
woman  with  arteriosclerotic  heart  disease 
and  a history  of  Stokes-Adams  attacks. 
A presumptive  diagnosis  of  carcinoma  of 
the  kidney  was  made  and  surgery  proposed. 
The  woman  sustained  ventricular  fibrillation 
during  intubation  just  after  induction  of 
anesthesia  with  cyclopropane  and  the  intra- 
venous injection  of  45  mg.  of  succinylcholine 
chloride.  She  was  given  positive-pressure 
oxygen  immediately,  and  closed-chest  corn- 
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( TIME  IN  MINUTES  ) 

FIGURE  2.  Duration  of  closed-chest  compression 
and  estimated  delay  before  institution  in  123 
instances  of  cardiac  arrest. 

pression  was  carried  out.  Defibrillation  was 
attempted  five  times  without  success,  even 
though  tissue  perfusion  was  adequate,  as 
evidenced  by  the  patient’s  being  able  to  move 
all  her  extremities  and  to  respond  periodi- 
cally to  some  commands.  After  one  hour 
and  fifty-seven  minutes,  a normal  sinus 
rhythm  was  obtained,  and  the  patient 
appeared  to  be  entirely  normal  to  her 
physician  and  family.  She  lived  for  twenty- 
six  hours  with  the  assistance  of  intermittent 
positive-pressure  respiratory  therapy  before 
irreversible  asystole  occurred. 

Figure  1,  depicting  experience  with  the  15 
patients  who  were  discharged  from  the 
hospital  alive,  shows  the  importance  of 
speed  in  instituting  any  resuscitative  effort, 
in  that  no  patient  in  our  series  was  success- 
fully resuscitated  and  discharged  from  the 
hospital  if  more  than  3.5  minutes  had 
elapsed  between  the  time  of  the  cardiac 
arrest  and  institution  of  resuscitative  meas- 
ures. Of  the  patients  going  home,  66  per 
cent  had  been  resuscitated  in  less  than  ten 
minutes  and  had  delay  no  longer  than  two 
minutes  before  institution  of  therapy. 
Closed  compression  was  started  in  less  than 
one  minute  in  46  per  cent  and  in  less  than 
two  minutes  in  80  per  cent  of  this  same 
successful  survival  group.  The  longest  dura- 
tion of  cardiac  compression  required  in  the 
survival  group  was  thirty  minutes.  Severe 
central  nervous  system  involvement  oc- 
curred in  the  survivor  resuscitated  after  a 
delay  of  3.5  minutes. 

Figure  2 shows  the  entire  series  of  re- 
ported arrests  scattered  on  a duration-delay 
graph  to  picture  how  important  time  of  on- 


set of  therapy  becomes  in  the  resuscitative 
effort.  Of  the  total  cardiac  arrests,  closed 
cardiopulmonary  resuscitation  was  initiated 
in  three  minutes  in  104  (85  per  cent).  In 
69  of  these,  resuscitation  continued  for  thirty 
minutes  or  less.  In  only  15  per  cent  of  the 
total  cardiac  arrests  was  resuscitation  started 
after  a delay  of  three  minutes  or  more. 

Of  the  19  patients  in  whom  there  was  a 
delay  of  three  minutes  or  more  in  instituting 
cardiopulmonary  resuscitation,  4 either  had 
arrived  in  the  emergency  department  after 
unknown  periods  of  asystole  and  apnea  or 
were  said  to  have  “just  stopped.”  All  4 of 
these  patients  had  the  clinical  symptoms  of 
myocardial  infarction,  and  the  diagnosis 
was  verified  in  2 of  the  3 autopsies  per- 
formed in  these  cases.  In  9 (50  per  cent), 
personnel  availability  was  in  some  manner 
a delaying  factor.  In  2 cases  the  patient’s 
cardiac  arrest  was  not  noted  in  time  by  the 
floor  nurses.  In  another  case  it  appeared 
that  the  physician  was  called  at  least  ten 
minutes  after  the  cardiac  arrest.  However, 
in  the  majority  of  cases  resuscitation  was 
begun  as  rapidly  as  the  presumptive  diagno- 
sis was  made  and  help  was  available. 

In  2 patients,  closed-chest  cardiac  com- 
pression was  started  in  less  than  two 
minutes,  but  no  artificial  ventilation  was 
provided.  One  of  these  patients  was  in  a 
tank  respirator  and  was  removed  for  chest 
compression  but  otherwise  was  left  un- 
ventilated. The  other  was  not  artificially 
ventilated  for  unknown  reasons. 

Finally,  2 patients  had  known  prolonged 
hypoxic  episodes  relating  to  airway  obstruc- 
tion. One  man  had  a mass  of  inspissated 
mucus  completely  occluding  his  trachea  and 
preventing  intubation.  Tracheostomy  was 
performed,  and  until  the  patient’s  death 
six  days  later,  he  exhibited  decerebrate 
activity.  The  other  occurred  in  an  ob- 
structed patient  who  had  taken  an  overdose 
of  medication  with  apparent  suicidal  intent. 
Although  an  endotracheal  tube  was  inserted, 
ventilation  was  impossible,  and  before  the 
obstructed  tube  could  be  removed,  hypoxia 
and  cardiac  arrest  occurred.  The  patient 
succumbed  after  six  days  in  spite  of  improve- 
ment with  hemodialysis  for  a six-hour 
period. 

In  the  123  cases  of  arrest,  only  2 episodes 
are  documented  in  which  nurses  undertook 
closed-chest  cardiac  compression  while  other 
help  was  being  called. 
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TABLE  III.  Complications  related  to  closed-chest 
cardiac  compression  in  36  patients 


Type  of  Complication 

Number 

Aspiration 

11 

Emboli 

Marrow 

Mild 

10 

Marked 

2 

Fat 

Mild 

7 

Marked 

1 

Rib  fractures 

One  to  two  ribs 

6 

Three  to  five  ribs 

7 

Over  five  ribs 

2 

Costochondral  separation 

4 

Hemothorax 

4 

Hemopericardium 

3 

Cardiac  trauma 

2 

Pneumothorax 

2 

Defibrillator  burns 

2 

Hemoperitoneum 

1 

Liver  lacerations 

1 

Complications.  Sixty-five  complica- 
tions related  to  the  method  of  cardiopul- 
monary resuscitation  were  recorded  in  36 
patients.  Data  were  obtained  from  the  80 
autopsies  that  were  performed  among  the 
96  fatal  cases  (83  per  cent  autopsy  rate). 
In  the  case  of  rib  fractures,  other  evidence 
was  obtained  from  subsequent  x-ray  exam- 
ination of  the  chest  or  clinical  evidence  of 
intercostal  dysfunction  and  paradoxic 
motion.  At  the  time  of  resuscitation,  aspira- 
tion was  noted  to  have  occurred  before, 
during,  or  after  respiratory  resuscitation 
efforts.  The  variety  and  numbers  of 
complications  are  recorded  in  Table  III. 

Of  15  patients  with  rib  fractures,  7 were 
felt  to  need  endotracheal  intubation  and 
assisted  or  controlled  ventilation.  This  was 
related  to  respiratory  insufficiency,29  due  in 
part  to  the  fractures  themselves.  Two 
patients,  each  with  two  ribs  fractured,  were 
discharged  home  after  successful  resuscita- 
tion. The  4 cases  of  costochondral  separa- 
tion all  were  accompanied  by  rib  fractures  of 
the  left  or  right  side  of  the  chest. 

Of  14  patients  with  fat  or  marrow  em- 
bolism, heavy  trauma  was  present  in  3 
cases.  Fat  emboli  were  found  in  2 patients 
and  marrow  emboli  associated  with  long 
bone  fractures  in  1 patient.  In  3 of  the 
patients  with  bone  marrow  embolism,  most 
pulmonary  artery  radicles  contained  emboli. 
Figure  3 shows  sections  from  some  of  the 
patients  in  whom  emboli  were  found  at 


autopsy.  In  the  remaining  11  patients  in 
this  group  the  only  evidence  of  trauma 
known  was  that  resulting  from  sternal  com- 
pression for  resuscitation. 

In  the  1 patient  who  had  liver  laceration 
there  were  two  lacerations  9 cm.  and  12  cm. 
long  respectively,  and  the  patient  also  had  a 
moderate  amount  of  recent  hemoperitoneum, 
a 2-cm.  rupture  of  the  posterior  wall  of  the 
left  ventricle  through  the  site  of  myocardial 
infarction,  multiple  rib  fractures,  marrow 
fragment  emboli,  and  a left  hemothorax  of 
moderate  amount. 

One  of  the  2 cases  of  pneumothorax  was 
diagnosed  after  successful  cardiopulmonary 
resuscitation,  and  the  condition  was  treated. 
It  is  possible  that  the  second  case  may  have 
occurred  as  a terminal  event  in  the  attempt 
to  inject  intracardiac  medication. 

The  results  of  8 autopsies  in  11  patients 
who  aspirated  showed  specific  pathologic 
signs,  including  severe  bronchopneumonia 
in  2.  One  patient  survived  and  was  dis- 
charged. Six  patients  are  known  to  have 
aspirated  during  the  mouth-to-mouth  or 
mask  ventilation  prior  to  intubation.  Five 
aspirated  before  resuscitative  efforts  began. 

Criteria  for  successful  resuscitation. 
In  an  attempt  to  relate  successful  resuscita- 
tion to  the  return  or  improvement  of  res- 
piration, improvement  in  the  quality  of  the 
electrocardiographic  tracing,  pupillary  con- 
striction and  light  reaction,  and  central 
nervous  system  awareness,  each  of  these  four 
criteria  was  compared  in  the  successes  and 
failures.  The  results  appear  in  Table  IV. 

In  only  2 of  the  “failures”  were  all  four 
parameters  improved  or  normal,  but  these 
patients  did  not  live  two  hours.  The 
electrocardiograph  was  used  in  84  of  the 
123  cardiac  arrests,  and  the  arrest  was 
proved  by  palpation  of  the  heart  or  great 
vessels  in  5 other  episodes.  It  is  important 
to  note  the  difference  in  frequency  of  return  of 
respiratory  function  in  the  successful  and 
unsuccessful  groups.  We  find  that  this  is  an 
excellent  criterion  for  successful  resuscitation. 
The  direct  relationship  of  electrocardio- 
graphic improvement  to  survival  is  also  clear. 
The  femoral  pulse  served  as  a good  measure  of 
immediate  prognosis  because  it  was  absent  or 
weak  in  only  14  of  the  123  resuscitative  efforts. 
In  7 of  these  14  patients,  the  major  reason 
for  inability  to  effect  any  cardiac  output  was 
hypovolemia  due  to  hemorrhage.  In  2 
others,  pulmonary  embolism  obstructed 
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FIGURE  3.  Sections  showing  embolic  complications  following  closed-chest  compression.  (A)  Large  mar- 
row embolus  in  medium-sized  pulmonary  arterial  radicle  in  seventy-eight-year-old  man  with  ruptured 
duodenal  ulcer  who  had  cardiac  arrest  in  x-ray  department.  Resuscitation  attempts  lasted  one  hour. 
(B)  Higher-power  magnification  of  (A)  to  show  section  of  marrow  embolized.  (C)  Marrow  embolism  com- 
pletely occluding  medium-sized  artery  and  parenchymal  and  alveolar  congestion  in  seventy-eight-year- 
old  woman  with  diabetes  and  arteriosclerosis.  Patient  had  ventricular  fibrillation  six  days  after  common 
duct  exploration.  Closed-chest  compression  and  defibrillation  were  done  successfully,  but  patient  died  of 
second  episode  of  ventricular  fibrillation.  No  rib  fractures  were  found  at  autopsy.  (D)  Two  pulmonary  fat 
and  marrow  emboli  in  adjacent  vessels  in  sixty-year-old  tuberculous  and  alcoholic  woman  admitted  in  con- 
vulsions. Cardiac  arrest  occurred,  and  attempts  at  resuscitation,  consisting  of  massage  for  fifteen  to 
twenty  minutes,  were  unsuccessful.  (Hematoxylin  and  Eosin  Stain) 


TABLE  IV.  Criteria  for  successful  resuscitation 
in  patients  with  cardiac  arrest 


Criterion 

Resusci- 
tation 
Success- 
ful* (41) 

Resusci- 
tation 
Unsuc- 
cessful (82) 

Patient  awake 

25 

3 

Pupils  constricted 

35 

17 

Respiratory  return 

34 

8 

Electrocardiographic 

improvement 

38 

22 

* Patients  survived  more  than  two  hours. 


blood  flow  through  the  lesser  circulation. 
Four  thoracotomies  were  done  in  attempts  to 
effect  resuscitation,  but  these  were  all  un- 
successful. 

Pacemaker.  The  external  pacemaker  was 
not  successful  when  external  cardiac  com- 
pression had  failed.  The  pacemaker  was 
also  unsuccessful  in  the  2 cases  in  which  it 


was  used  before  closed-chest  cardiac  com- 
pression. 

Comment 

There  is  little  doubt  that  the  combination 
of  expired-air  resuscitation  and  closed-chest 
compression  is  effective  in  saving  patients 
whose  hearts  have  stopped  or  are  fibrillating. 
The  difficulties  seem  to  be  in  distinguishing 
the  potential  survivors  from  those  who  can- 
not be  saved.  Although  the  successful 
yield  admittedly  has  been  low,  there  may 
be  very  real  reasons  for  this  low  return. 
In  a large  percentage  (41)  of  our  cardiac 
arrest  patients,  some  previous  cardiac  dys- 
function was  present.  In  addition,  in  64  per 
cent  of  the  entire  group,  cardiac,  circulatory, 
or  pulmonary  disease  was  a prominent 
factor  in  the  production  of  cardiac  arrest. 
In  our  study  resuscitation  was  not  successful 
in  any  patient  if  3.5  minutes  had  elapsed 
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FIGURE  4.  Examples  of  proper  use  of  pressure  for  closed-chest  compression  in  (A)  adult,  (B)  small  child, 
and  (C)  infant.  In  each  instance  the  pressure  is  being  delivered  over  small  area  of  lower  third  of  sternum, 
exactly  in  the  midline.  In  (C)  a stethoscope  is  being  used  for  chest  compression  and  simultaneous  moni- 
toring of  cardiac  rate. 


before  cardiopulmonary  resuscitation  was 
begun.  The  elimination  of  delay  in  be- 
ginning the  rescue  effort  is  the  only  way  to 
improve  the  results  of  resuscitation.  The 
longer  the  delay  beyond  two  minutes,  the 
less  the  heart’s  chance  for  recovery.30 

Although  diagnosis  will  be  vital  in  the 
long  run,  no  time  should  be  wasted  in 
analyzing  the  cause  of  the  cardiac  arrest. 
Resuscitation  must  be  started  by  the  first 
person  to  find  the  patient.  Any  delay  to 
search  for  intracavitary  bleeding  (hemo- 
pericardium,  hemothorax,  or  hemo- 
peritoneum)  is  incorrect.  All  physicians 
and  nurses  must  be  carefully  drilled  in  the 
resuscitative  plan.  Figure  4 illustrates  the 
proper  use  of  closed-chest  compression  in 
the  adult,  small  child,  and  infant. 

Since  it  is  impossible  to  prepare  for  or 
predict  where  or  when  a cardiac  arrest  may 
occur,  mouth-to-mouth  or  mouth-to-nose 
respiration  and  closed-chest  compression 
should  be  the  prime  initial  resuscitation 
technics.  No  time  should  ever  be  wasted  in 
attempting  to  find  a bag  and  mask,  oxygen, 
or  an  endotracheal  tube.  These  can  be 
supplied  in  the  next  few  minutes  as  the  call 
goes  out  to  other  areas  for  assistance.31  In 
fact,  endotracheal  intubation  with  a cuffed 
tube  should  only  be  carried  out  after  the 
patient  has  been  well  oxygenated.  An 
electrocardiographic  tracing  is  vital  and 
should  be  obtained  immediately,  and  an 
external  defibrillator  must  be  available. 
If  circulation  is  not  being  produced,  it  is  then 
necessary  for  the  first  available  physician  to 
determine  the  diagnosis  and  the  further 
steps  to  be  taken.  Any  decision  to  change 
to  open  cardiac  massage  must  be  made  with 
full  knowledge  of  the  hospital  area  where  the 


cardiac  arrest  occurred  and  of  the  personnel 
available.32  The  use  of  cardiotonic  or  de- 
pressor drugs  and  vasopressor  drugs  has 
been  reviewed  by  many  authors,  2,3.11,12.16.19, 
20, 33, 34  an(j  wm  not  be  discussed  here. 

The  65  complications  that  were  en- 
countered were  very  similar  to  those  noted 
previously. 11-1316'21' 35-40  Although  the  total 
number  of  injuries  is  not  large,  it  still  repre- 
sents the  appreciable  danger  inherent  in  the 
technic.  It  has  been  our  observation  that 
closed-chest  resuscitation  is  not  performed 
properly  by  the  novice  unless  he  has  had 
prior  practice  on  a manikin  under  experi- 
enced supervision.  The  majority  of  rib 
fractures  are  probably  caused  by  improperly 
extending  the  area  of  application  of  pressure 
beyond  the  boundaries  of  contact  of  the  heel 
of  the  hand  with  the  sternum.  Too  much 
pressure  causes  shearing  forces  on  the  ribs 
and  the  costochondral  junctions.  In  proper 
straight-armed  compression,  only  the  heel 
of  the  hand  is  in  contact  with  the  lower 
third  of  the  sternum. 

The  problem  of  fat  and  marrow  emboli 
undoubtedly  relates  to  the  compression 
trauma.  What  roles  these  emboli  play  in 
contributing  to  death  is  not  well  known. 
The  relationship  between  heavy  trauma, 
long-bone  fractures,  and  the  incidence  and 
pathology  of  bone  marrow  and  fat  emboli  has 
been  reported  by  Aufranc,  Jones,  and 
Harris,41  Peltier,42  and  Winkel  and  Brown.35 
The  relationship  of  sternal  trauma  to  the 
incidence  of  fat  and/or  marrow  emboli 
has  recently  been  discussed  by  Miller 
et  al ,36  who  reported  a greater  degree  of  fat 
embolism  in  thoracic  operations  and  in 
operations  where  median  sternotomy  was 
employed  than  in  abdominal  operations. 
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Adkins  and  Foster,43  as  a result  of  their 
experimental  study,  postulate  that  thrombo- 
plastin released  from  fractured  ribs  and 
sternum  may  cause  the  formation  of  droplets 
of  fat  in  the  blood,  with  resultant  embolic 
plugging  of  small  pulmonary  vessels.  Since 
in  their  study  marrow  emboli  were  present 
in  the  small  to  medium-sized  pulmonary 
arteries,  it  is  certain  that  circulation  was 
maintained  for  some  time  before  death  oc- 
curred. Further  studies  of  deaths  associated 
with  marrow  emboli  are  under  way. 

From  the  results  of  our  study,  and  those 
of  other  investigators  it  is  evident  that  the 
rapidity  and  skill  of  instituting  cardio- 
pulmonary resuscitation  are  the  vital  factors 
for  success.  Cardiac  monitors — electro- 
cardiograms with  oscilloscopes — pulse  mon- 
itors, and  blood  pressure  monitors  may 
be  extremely  useful  while  anesthetizing  poor- 
risk  patients.44  A well- trained  and  practiced 
physician  or  nurse  or  an  emergency  team 
are  the  ideal,  but  every  person  caring  for 
patients  must  be  trained  completely  and 
repetitively  in  all  aspects  of  the  resuscitative 
technic.  We  are  in  agreement  with  the 
opinions  expressed  by  the  American  Heart 
Association,  the  American  National  Red 
Cross,  and  the  Industrial  Medical  As- 
sociation45-46 to  the  effect  that  closed-chest 
cardiac  compression  represents  a “medical” 
procedure,  and  further  experience  is  needed 
before  any  decision  is  made  to  train  any 
segment  of  the  lay  public.  Until  studies 
show  better  total  survival  and  fewer 
complications,  the  lay  public  should  not  be 
instructed  in  closed-chest  cardiac  com- 
pression, although  expired-air  ventilation 
should  be  taught. 

Summary 

1.  In  123  treated  cardiac  arrests  in  111 
patients  the  immediate  survival  rate  was 
33  per  cent,  but  only  13.5  per  cent  were 
discharged  from  the  hospital  alive.  Of  the 
patients  suffering  cardiac  arrests  in  the 
operating  room,  37.5  per  cent  survived. 
Of  the  patients  who  had  myocardial  infarc- 
tion complicated  by  ventricular  fibrillation, 
19  per  cent  were  successfully  resuscitated 
and  discharged. 

2.  Long-term  survival  did  not  result  if 
resuscitative  efforts  were  delayed  beyond 
three  minutes  after  cardiac  arrest.  The  re- 
appearance of  respiratory  effort  in  the 


presence  of  a palpable  peripheral  pulse  is  a 
favorable  early  prognostic  sign. 

3.  The  use  of  this  medical  technic  is  not 
yet  sufficiently  successful  or  safe  to  teach  to 
an  entire  cross  section  of  the  public. 

4.  There  were  65  complications  of  closed- 
chest  cardiac  compression  in  36  patients. 
The  relationship  of  these  complications  to 
errors  in  technic  point  to  the  dangers  of 
the  procedure,  particularly  in  the  hands  of 
novices. 
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Discussion 

Robert  G.  Hicks,  M.D.,  New  York 
City.  Studies  of  the  effectiveness  of  cardio- 
pulmonary resuscitation  are  becoming  more 
appreciated  by  those  of  us  who  have  been 
attempting  to  heal  this  disaster  by  the 
“laying  on  of  hands”  and  have  found  it  does 
not  always  work.  The  thorough  analysis 
made  by  the  authors  is  to  be  commended, 
for  it  is  only  through  such  efforts  that  all 
may  benefit  by  the  clarity  of  statistics 
directing  new  attempts  to  improve  technic 
and  expedite  decision. 

The  statistics  reveal  a pattern  generally 


similar  to  those  of  Jude,  Kouwenhoven,  and 
Knickerbocker, 16  when  compared  after  ex- 
cluding cardiac  arrests  in  the  operating  room. 
In  this  group  the  higher  incidence  and  at- 
tendant successes  markedly  alter  the  final 
percentages  (24  and  13.5  per  cent).  In  our 
own  previously  reported  results  we  did  not 
include  this  group  and  stressed  only  cardiac 
arrests  occurring  outside  the  operating 
room.  When  the  same  basis  of  analysis  is 
applied,  the  series  of  Jude  and  his  colleagues 
had  8 permanent  survivors  out  of  87  patients, 
or  9.2  per  cent;  and  Lawrence,  Haley,  and 
Gillies  had  6 survivors  out  of  87  patients,  or 
6.9  per  cent;  and  we  now  have  33  survivors 
in  235  patients,  or  14  per  cent. 

It  is  apparent  in  all  reporting  sources  that 
a diseased  cardiovascular  system  is  not 
conducive  to  resuscitation.  This,  then,  is  a 
most  important  area  for  research  if  these 
success  rates  are  to  be  significantly 
improved. 

Drug  therapy  in  the  form  of  epinephrine 
administered  prior  to  defibrillation,  as  de- 
scribed by  Jude  and  others,  without  con- 
sidering whether  asystole  or  fibrillation  is 
the  mechanism  of  arrest,  very  recently  has 
shown  startling  results  in  effectiveness  and 
speed  of  resuscitation  in  the  few  cases  we 
have  treated  in  this  way. 

I would  certainly  agree  with  Lawrence, 
Haley,  and  Gillies  that  speed  in  instituting 
resuscitation  is  essential  for  survival.  We 
have  only  to  look  at  the  results,  which  show 
no  permanent  survivors  when  therapy  was 
instituted  after  3.5  minutes.  We  feel  it  is 
essential  that  on  the  floors  and  in  patients’ 
rooms  the  first  person  discovering  an  un- 
expected cardiac  arrest  should  institute 
ventilation  and  closed-chest  massage 
whether  or  not  he  or  she  is  a nurse  or 
physician  and  that  this  person  call  for  as- 
sistance from  the  resuscitative  team.  De- 
cisions as  to  whether  a full,  all-out  effort 
should  commence  can  be  deferred  until 
help  is  available. 

I should  quarrel  with  only  one  concept 
and  that  pertains  to  the  training  of  lay 
personnel.  Certainly,  there  are  lay  groups 
that  would  benefit  from  such  direction.  And 
I can  assure  you  that  a survivor  will  be  as 
grateful  for  the  success  of  a layman  as  for  the 
success  of  a physician,  especially  should  the 
physician  be  more  than  3.5  minutes  away! 
For  this  is  more  than  medical  practice — it  is 
the  last  chance  to  save  a life. 
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T his  study  was  undertaken  because  of  the 
confusion  that  has  existed  in  the  minds  of 
allergists  concerning  the  importance  of  the 
many  saprophytic  molds  that  have  been 
reported  in  the  literature  as  causing  allergic 
symptoms.1-3 

The  study  involved  39  patients,  ranging 
in  age  from  twelve  to  fifty-six  years,  with 
80  per  cent  under  the  age  of  twelve.  All 
these  patients  had  as  their  predominant 
symptoms  seasonal  or  perennial  manifesta- 
tions of  bronchial  asthma,  allergic  rhinitis, 
or  both.  Of  the  39  patients,  38  were  clini- 
cally sensitive  to  Alternaria,  and  1 patient 
was  sensitive  to  Hormodendrum.  They 
were  all  residents  of  Brooklyn  and  lived  in 
tenements  or  apartment  houses. 

The  patients  had  been  observed  over  a 
period  of  two  to  five  years  in  the  allergy 
clinic  of  the  Jewish  Hospital  of  Brooklyn. 
In  each  case  we  were  able  to  correlate  the 
exacerbation  of  the  patient’s  symptoms 
with  the  daily  fluctuations  of  the  atmos- 
pheric Alternaria  and  Hormodendrum  mold 
spore  counts  during  the  summer  and  early 
fall  months  (Fig.  I).4  These  counts  have 
been  done  daily  each  year  since  1948  by  one 
of  us  (D.M.)  in  the  allergy  laboratory  of 
the  Jewish  Hospital  of  Brooklyn.5 
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the  homes  of  39  patients,  38  of  whom  were 
sensitive  to  Alternaria  and  1 to  Hormoden- 
drum, were  investigated  for  the  presence  of 
saprophytic  molds,  which  were  found  in  all 
but  one  home.  Correlation  between  positive 
skin  reactions  and  molds  found  in  the  homes 
was  obtained  in  only  14  out  of  the  71  molds 
found;  however,  the  correlation  between  posi- 
tive skin  test  reactions  to  Alternaria  and  the 
presence  of  that  mold  in  the  home  was  100 
per  cent.  In  a control  group  of  24  homes, 
molds  were  found  in  only  9. 


Method 

Petri  dishes  containing  Sabouraud’s  agar 
medium  were  exposed  for  fifteen  minutes 
in  the  bedroom,  living  room,  or  both  of  each 
of  the  39  patients  under  investigation. 
The  plates  were  exposed  at  different  times 
throughout  the  year  and  then  were  allowed 
to  incubate  at  room  temperature  until  there 
was  sufficient  growth  of  colonies  for  identi- 
fication. * Plates  were  read  as  negative  only 
if  there  was  no  growth  over  a period  of 
fourteen  days  from  date  of  exposure.  Where 
indicated,  a second  or  third  plate  was  ex- 
posed. 

Intracutaneous  tests  were  performed  on 
each  of  the  39  patients  in  whose  homes 
plates  were  exposed,  using  14  individual 
mold  extracts,  f These  included  those 
molds  found  in  the  homes.  As  controls, 
plates  were  exposed  in  the  homes  of  24 
allergic  patients  with  negative  intracutane- 
ous test  reactions  to  the  14  molds  used  for 
skin  testing  in  this  investigation. 

Results 

One  or  more  molds  were  found  in  38  of  the 
39  homes  investigated,  in  the  following 
order  of  frequency: 

Penicillium  and  Aspergillus  were  the  most 
common  molds  identified6  and  were  found 
in  23  (59  per  cent)  and  19  (49  per  cent) 
of  the  homes  respectively.  Yeast  was 
isolated  in  13  (33  per  cent),  Alternaria  in 
10  (26  per  cent),  Rhizopus  in  9 (23  per  cent), 
and  Monilia  in  3 (8  per  cent).  Helmin- 
thosporium,  Fusarium,  Mucor,  and  Hormo- 

* Identification  of  the  mold  colonies  was  made  by  Dorothy 
Crichlow,  Ph.D.,  mycologist  of  The  Jewish  Hospital  of 
Brooklyn. 

t Supplied  by  Abbott  Laboratories,  North  Chicago,  Illinois. 
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NEW  YORK  CITY  - 1963 


FIGURE  1.  Atmospheric  counts  of  ragweed,  Alternaria,  and  Hormodendrum  during  three  months  in 

New  York  City,  1963. 


dendrum  were  found  only  once  each,  or  in 

3 per  cent  of  the  homes.  Only  one  home 
revealed  no  growth  of  molds. 

In  the  homes  of  the  24  patients  used  for 
controls,  molds  were  found  in  only  9 homes 
(38  per  cent).  Again,  Aspergillus,  Penicil- 
lium,  and  yeast  were  the  most  common 
molds  found.  Aspergillus  was  isolated  in 
6 homes  (25  per  cent),  Penicillium  in  4 
homes  (17  per  cent),  and  yeast  in  3 homes 
(13  per  cent).  Mucor  and  Trichothecium 
were  found  once  each  (4  per  cent).  No 
molds  were  found  in  15  homes  (62  per  cent). 
Alternaria  was  not  found  in  any  of  the 
control  homes  studied. 

Intracutaneous  tests.  In  intracu- 
taneous  tests  38  patients  had  strongly  posi- 
tive reactions*  to  Alternaria.  Additional 
positive  reactions  were  as  follows:  Phoma 
23  (58  per  cent),  Helminthosporium  13 
(33  per  cent),  Monilia  11  (28  per  cent), 
Aspergillus  9 (23  per  cent),  Fusarium  8 
(20  per  cent),  Rhizopus  6 (15  per  cent), 
Hormodendrum  5 (13  per  cent),  Penicillium 

4 (10  per  cent),  Mucor  4 (10  per  cent), 
yeast  3 (8  per  cent),  Cephalosporium  3 
(8  per  cent),  and  Chaetomium  2 (5  per  cent). 
No  positive  reactions  to  cephalothecium 
were  obtained. 

An  attempt  was  made  to  correlate  the 
presence  of  molds  in  the  home  with  positive 
intracutaneous  test  reactions  in  each  of 
the  39  patients  under  study.  A total  of  71 
molds  was  found  but  could  be  correlated 
with  respective  skin  reactions  in  only  14 

* The  reactions  were  moderate  to  marked.  Reactions  that 
were  less  than  moderate  were  not  included. 


cases,  or  an  average  incidence  of  20  per  cent. 
There  was  correlation  with  Rhizopus  in  3 
instances  out  of  9 (33  per  cent) ; with  Asper- 
gillus 6 times  out  of  19  (32  per  cent);  with 
Penicillium  3 times  out  of  23  (13  per  cent); 
with  yeast  once  out  of  13  (8  per  cent); 
and  with  Helminthosporium  in  the  1 in- 
stance where  it  was  found.  Fusarium, 
Mucor,  Monilia,  and  Hormodendrum  could 
not  be  correlated  in  any  of  the  cases  where 
they  were  found  in  the  patients’  homes. 

Comment 

Molds  were  found  in  38  out  of  39  homes  of 
patients  clinically  sensitive  to  Alternaria, 
whereas  in  the  control  group,  molds  were 
found  in  only  9 homes  of  24  investigated. 
At  this  time  the  authors  have  no  explana- 
tion for  these  findings.  However,  it  is 
interesting  to  note  that  Alternaria  was  found 
in  10  homes  of  the  clinically  sensitive  pa- 
tients and  not  in  any  of  the  control  homes. 

Penicillium  and  Aspergillus  were  the 
molds  found  most  frequently  in  the  homes 
of  both  the  Alternaria-sensitive  and  the 
control  patients.  This  has  been  reported 
by  other  observers.6  However,  the  in- 
cidence of  correlation  with  positive  skin 
test  reactions  in  the  sensitive  patients  was 
very  low — 13  per  cent  for  Penicillium  and 
32  per  cent  for  Aspergillus. 

From  a clinical  standpoint  the  10  patients 
in  whose  homes  Alternaria  was  found  did 
not  appear  to  have  more  symptoms  than 
the  other  Alternaria-sensitive  patients  under 
study.  In  the  home  of  the  patient  who 
was  clinically  sensitive  to  Hormodendrum 
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alone,  many  other  molds  were  found.  The 
patient  in  whose  home  no  molds  could  be 
found  manifested  strongly  positive  intra- 
cutaneous  test  reactions  to  Phoma,  Helmin- 
thosporium,  and  Fusarium,  in  addition  to 
Alternaria. 

Of  the  patients  under  observation,  38 
received  treatment  only  with  Alternaria, 
the  others  with  Hormodendrum.  More 
than  30  per  cent  of  these  patients  revealed 
strongly  positive  intracutaneous  reactions 
to  other  molds  but  did  not  require  treat- 
ment with  them  to  obtain  a good  therapeutic 
response.  This  seems  to  indicate  that, 
with  the  exception  of  Alternaria,  the  pres- 
ence of  a positive  skin  test  reaction  to  a 
mold  does  not  necessarily  indicate  clinical 
sensitivity  to  that  mold.7  It  is,  of  course, 
more  difficult  to  prove  clinical  sensitivity 
to  molds  such  as  Aspergillus  and  Penicillium 
than  it  is  to  Alternaria  or  Hormodendrum 
because  the  first  two  do  not  have  a seasonal 
incidence. 

With  the  exception  of  1 patient  who  was 
sensitive  to  Hormodendrum,  there  were 
none  who  demonstrated  a positive  reaction 
to  any  mold  in  the  absence  of  a strongly  pos- 
itive intracutaneous  reaction  to  Alternaria. 

We  are  fully  aware  that  environmental 
molds  can  be  of  clinical  importance.  How- 
ever, it  has  been  our  experience  that  their 
presence  in  the  homes  is  of  minimal  impor- 
tance in  relation  to  sensitivity. 

Summary 

The  homes  of  39  patients,  38  of  whom  were 
sensitive  to  Alternaria  and  1 to  Hormoden- 
drum, were  investigated  for  the  presence  of 
saprophytic  molds.  Molds  were  found  in 
all  but  one  of  the  homes  with  the  following 
incidence:  Penicillium  59  per  cent,  Asper- 
gillus 49  per  cent,  yeast  33  per  cent,  Alter- 
naria 26  per  cent,  Rhizopus  23  per  cent,  and 
Monilia  8 per  cent.  Helminthosporium, 
Fusarium,  Mucor,  and  Hormodendrum  were 
each  found  in  3 per  cent. 

The  39  patients  were  tested  with  14 
individual  mold  extracts  using  the  intra- 
cutaneous technic.  Skin  test  of  the  39 
patients  elicited  strongly  positive  reactions 
to  Alternaria  (97  per  cent),  Phoma  (58  per 
cent),  Helminthosporium  (33  per  cent), 
Monilia  (28  per  cent),  Aspergillus  (23  per 
cent),  Fusarium  (20  per  cent),  Rhizopus 
(15  per  cent),  Hormodendrum  (13  per  cent), 


Penicillium  and  Mucor  (10  per  cent),  yeast 
and  Cephalosporium  (8  per  cent),  and 
Chaetomium  (5  per  cent).  No  positive 
reactions  were  obtained  to  Cephalothecium. 

We  were  able  to  correlate  positive  skin 
test  reactions  with  the  molds  found  in  the 
homes  as  follows:  Alternaria  and  Helmin- 
thosporium in  100  per  cent;  Rhizopus  in 
33  per  cent;  Aspergillus  in  32  per  cent; 
Penicillium  in  13  per  cent;  and  yeast  in 
8 per  cent.  There  was  no  correlation  with 
Monilia,  Fusarium,  Mucor,  or  Hormoden- 
drum. In  all,  correlation  was  obtained  with 
only  14  out  of  the  71  molds  found,  an  inci- 
dence of  only  20  per  cent. 

In  the  homes  of  24  control  patients,  not 
sensitive  to  any  of  the  molds,  one  or  more 
molds  were  found  in  only  9 homes,  as  follows: 
Aspergillus  25  per  cent,  Penicillium  17  per 
cent,  yeast  13  per  cent,  and  Mucor  and 
Trichothecium  4 per  cent. 

Conclusions 

While  this  presentation  is  a preliminary 
report,  and  further  studies  along  this  line  are 
being  continued,  we  believe  at  this  time  that 
except  for  Alternaria  there  is  little  correla- 
tion between  the  presence  of  positive  in- 
tracutaneous reactions  and  the  molds  found 
in  the  patients’  homes  in  the  Brooklyn 
area. 

Our  findings  in  this  study  lend  further 
support  to  our  previous  conclusion  in  an 
earlier  paper  that  Alternaria  is  the  most 
important  of  the  saprophytic  molds  from 
the  antigenic  point  of  view.4  The  problem 
of  cross  sensitivity  among  the  many  sapro- 
phytic molds  that  may  be  responsible  for 
allergic  symptoms  in  this  area  is  under 
study  at  this  time. 

References 

1.  Prince,  H.  E.,  Selle,  W.  A.,  and  Morrow,  M.  B.: 
Molds  in  the  etiology  of  asthma  and  hay  fever:  a preliminary 
report,  Texas  J.  Med.  30:  340  (1934). 

2.  Schaffer,  N.,  Seidmon,  E.  E.,  and  Bruskin,  S.:  The 

clinical  evaluation  of  air-borne  and  house  dust  fungi  in  New 
Jersey,  J.  Allergy  24:  348  (1953). 

3.  Karger,  S.,  and  Maunsell,  K.:  Respiratory  allergy  to 

fungus  spores,  Progr.  Allergy  4:  457  (1954). 

4.  Merksamer,  D.,  and  Sherman,  H.:  An  evaluation  of 

atmospheric  mold  spores  as  allergens  in  the  New  York  metro- 
politan area:  a seven  year  study,  J.  Allergy  29:  60  (1958). 

5.  Merksamer,  D.:  Atmospheric  mold  survey  of  the 

New  York  metropolitan  area.  A five  year  study,  presented 
at  the  New  York  Allergy  Society,  November,  1952. 

6.  Swaebly,  M.  A.,  and  Christensen,  C.  M.:  Molds  in 

house  dust,  furniture  stuffing,  and  in  the  air  within  homes, 
J.  Allergy  23:  370  (1952). 

7.  Chobot,  R.,  Dundy,  H.,  and  Schaffer,  N.:  Relation- 

ship of  mold  reactions  to  clinical  symptoms,  ibid.  12:  46 
(1940). 


October  15,  1964  / New  York  State  Journal  of  Medicine  2535 


in  the  earlier  report,  which  covered  the 
period  1953  to  1958. 


Superficial  Fungus 
Infections  in  Northern 
New  York  State.  II 

WILLIAM  SAUNDERS,  M.D. 
Watertown,  New  York 

From  the  City  of  Watertown  Health  Department 


An  evaluation  was  made  in  1961  of  59 
patients  with  superficial  fungus  infections  in 
a region  of  New  York  State  immediately 
east  of  Lake  Ontario  and  bounded  on  the 
north  by  the  St.  Lawrence  River.1  The  in- 
fecting organisms  in  these  cases  were  identi- 
fied by  positive  cultures  except  for  the 
Malassezia  furfur  infections,  which  were 
identified  without  cultures. 

The  present  study  is  based  on  120  addi- 
tional cases  observed  during  the  five-year 
period  from  1958  to  1963  in  the  same  geo- 
graphic area.  A comparison  will  be  made 
between  the  findings  of  this  series  and  those 


Results 

The  organisms  recovered  were  almost 
identical  in  each  five-year  period  (Table  I). 
Exceptions  were  2 cases  of  T.  tonsurans  and 
1 case  of  C.  tropicalis,  neither  of  which  was 
found  in  the  previous  study,  and  the  absence 
of  any  cases  of  M.  canis,  a causative  or- 
ganism found  in  1 case  in  the  1953  to  1958 
period.  The  incidence  of  infections  due  to 
T.  rubrum  was  the  same  in  the  present 
study  as  it  had  been  earlier  (Table  I).  This 
organism  caused  the  greatest  number  of 
infections  in  both  series,  although  in  the 
earlier  study  there  was  an  almost  equal 
number  of  T.  verrucosum  infections. 

Striking  also  was  the  closeness  of  the 
average  age  of  patients  with  various  types  of 
infections  in  both  studies  (Table  II).  The 
similarity  held  also  for  the  group  with  T. 
verrucosum,  despite  its  lower  incidence  in 
the  second  series. 

There  was  no  predominant  occupation  in 
the  second  series.  However,  among  pa- 
tients with  T.  verrucosum  infections,  93  per 
cent  had  opportunity  for  contact  with  cattle, 
while  in  the  remainder  of  the  group  only 
4.6  per  cent  of  the  patients  had  such  op- 
portunity. Here  the  result  closely  paral- 
leled the  previous  study,  in  which  90  per 
cent  of  the  T.  verrucosum  group  had  oppor- 
tunity for  contact  with  cattle. 

The  incidence  of  infections  caused  by  T. 
verrucosum  dropped  over  30  per  cent  from 
the  previous  study  (33.9  to  23.3  per  cent). 
Both  the  proportion  of  infections  in  males 
(Table  II)  and  the  proportion  of  patients 


TABLE  I.  Comparison  of  pathogens  in  two  series  of  patients  in  northern  New  York  State  with  superficial 

fungus  infections 


Causative  Organism 

Patients  in 
Number 

1953  to  1958  Series 
Per  Cent 

Patients  in 
Number 

1958  to  1963  Series 
Per  Cent 

Trichophyton  rubrum 

21 

35.6 

43 

35.8 

Trichophyton  verrucosum 

20 

33.9 

28 

23.3 

Trichophyton  mentagrophytes 

8 

13.5 

18 

15.0 

Candida  albicans 

3 

5.1 

11 

9.2 

Epidermophyton  floccosum 

2 

3.4 

9 

7.5 

M.  furfur 

1 

1.7 

5 

4.2 

Microsporum  audouini 

3 

5.1 

3 

2.5 

Other 

1* 

1.7 

3f 

2.5 

Totals 

59 

100.0 

120 

100.0 

♦Organism  was  Microsporum  canis. 

fOrganisms  were  Try chophy ton  tonsurans  in  2 patients  and  Candida  tropicalis  in  1 patient. 


2536  New  York  State  Journal  of  Medicine  / October  15,  1964 


A STUDY  WAS  MADE  of  a group  of  120  fungUS 
infections  among  patients  in  a northern  New 
York  State  region.  Trichophyton  rubrum 
predominated  and  caused  many  nail  infec- 
tions. T.  verrucosum  was  second  highest  in 
incidence,  causing  infection  and  often  ac- 
companying kerion  in  very  young  people  who 
had  contact  with  cattle.  An  eruption  of  the 
groin  resembling  ringworm  was  shown  on 
culture  to  be  a form  of  candidiasis . 


TABLE  II.  Proportion  of  males  and  average  age  in 
two  series  of  superficial  fungus  infections,  by  type 
of  infecting  organism 


Percentage 
of  Males 

Average  Age 

in  Group 

in  Group 

1953 

1958 

1953 

1958 

Causative 

to 

to 

to 

to 

Organism 

1958  1963 

1958 

1963 

T.  rubrum 

81 

84 

35.0 

35.6 

T.  verrucosum 

80 

68 

16.0 

15.4 

T.  mentagro- 
phytes 

88 

89 

35.0 

31.0 

with  tinea  kerion  were  lowered,  the  latter 
from  55  to  32.1  per  cent.  In  the  present 
study  the  average  age  of  females  infected  with 
T.  verrucosum  was  18.7  years,  which  was 
higher  than  the  group  average  in  both  series. 

As  Table  II  shows,  in  both  series,  males 
predominated  in  the  group  with  T.  menta- 
grophytes,  and  the  average  age  in  this 
group  was  thirty-one  years,  as  contrasted 
with  thirty-five  years  in  the  previous  study. 
The  incidence  of  this  organism  (15  per  cent) 
was  slightly  higher  than  in  the  preceding 
five-year  period  (Table  I)  and  was  less  than 
half  that  found  in  a study  in  metropolitan 
New  Jersey2  and  about  the  same  as  that 
found  in  a Skin  and  Cancer  Unit  study. 3 The 
incidence  of  kerion  in  the  T.  menta graphites 
group  exceeded  the  figure  in  the  1953  to  1958 
series  (22  versus  12  per  cent),  and  there  was 
1 case  of  nail  infection.  The  feet  were 
involved  in  4 patients  and  the  hair  in  5;  scalp 
hair  was  affected  in  only  2 of  the  latter. 

Of  the  Candida  albicans  infections,  82  per 
cent  were  in  males;  90  per  cent  were  in  the 
groin  and  were  clinically  no  different  from 
ringworm  infection  of  this  area.  Direct 
microscopic  examination  showed  hyphae  in 
all  of  these,  and  in  several,  budding  yeast 
cells  were  also  noted.  Culturing,  therefore, 
is  necessary  to  diagnose  correctly  suspected 
ringworm  infections  of  the  groin.  It  is  not 
uncommon  for  this  procedure  to  be  omitted 
in  favor  of  a clinical  diagnosis  when  an 
erythematous,  scaly,  and  fairly  well-deline- 
ated eruption  is  seen  in  the  groin.  In  this 
series  the  age  range  of  patients  with  these 
infections  was  eighteen  to  sixty-five,  the 
average  being  thirty-seven,  and  the  in- 
cidence was  higher  than  in  the  earlier  study 
(Table  I). 


It  is  interesting  to  note  that  neither  of  the 
T.  tonsurans  infections  was  located  on  hairy 
areas  (beard  or  scalp). 

Comment 

Although  no  statistics  are  available,  it  is 
possible  that  there  may  have  been  fewer  T. 
verrucosum  infections  in  the  cattle  of  this 
area  in  the  later  period  studied.  Similar 
phenomena  occur  following  epidemics.  Pre- 
viously, it  had  been  conjectured  that  much 
of  this  infection  had  been  imported  from 
across  the  border  to  the  north,  where  the 
incidence  was  found  to  be  high  in  cattle  at 
that  time.4 

All  too  frequently,  patients  are  seen  with 
rashes  on  the  hands,  feet,  and  elsewhere 
who  have  been  treated  for  fungus  infections 
without  the  benefit  of  laboratory  examina- 
tions. Many  of  these  have  been  given 
griseofulvin  needlessly  for  long  periods  of 
time.  Especially  in  young  or  old  patients, 
physicians  should  avoid  calling  a rash  “a 
fungus  infection”  without  proof.  Fre- 
quently misdiagnosed  in  this  respect  are 
atopic  eczema  of  the  hands  and  feet  in  very 
young  patients  and  contact  and  eczematoid 
dermatitis  of  the  hands  in  middle-  and  older- 
aged  patients. 

The  incidence  of  nail  involvement  was 
37.2  per  cent,  as  opposed  to  25  per  cent  in 
the  previous  series.  All  nail  infections 
found,  with  2 exceptions  (1  each  due  to 
Candida  tropicalis  and  T.  mentagrophytes), 
were  caused  by  T.  rubrum.  The  use  of  gris- 
eofulvin in  these  cases  in  the  1958  to  1963 
period  of  study  was  a notable  step  forward, 
therapeutically  speaking,  from  the  previous, 
almost  hopeless,  era  of  the  first  study. 

Maskin,  Taschdjian,  and  Franks,3  at  the 
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New  York  Skin  and  Cancer  Unit,  found  T. 
rubrum  most  frequently,  by  far,  among  pa- 
tients with  cutaneous  fungus  infections. 
Of  134  positive  cultures,  80  per  cent  were  T. 
rubrum,  18  per  cent  T.  mentagrophytes,  and 
2 per  cent  E.  floccosum.  “Other  organisms 
were  found  too  infrequently  to  be  signifi- 
cant,” the  authors  state.  They  noted  that 
infections  due  to  T.  mentagrophytes  had 
dropped  since  1935,  when  this  organism, 
with  an  incidence  of  80  per  cent,  occupied 
the  place  of  importance  now  held  by 
T.  rubrum.  Goldberg,  Handing,  and  Gold- 
berg,2 in  a study  including  770  cultures  of 
fungi  isolated  from  a metropolitan  area  of 
New  Jersey,  found  T.  rubrum  to  be  the  most 
common  cause  of  superficial  dermatophy- 
tosis  (56  per  cent).  T.  mentagrophytes 
was  next  in  line,  although  its  incidence  was 
substantially  lower  (32.9  per  cent). 

Summary 

A group  of  120  fungus  infections  among 
patients  in  a northern  New  York  State 
region  are  presented.  As  in  many  other 
studies,  T.  rubrum  was  found  to  predom- 
inate and  to  be  practically  identical  in  inci- 
dence to  a study  previously  presented.1 
Nail  infections  in  persons  in  this  geographic 
area  are  usually  caused  by  this  organism. 
T.  rubrum  infection  is  not  common  in  the 
farming  population  in  the  area. 


Seasonal  changes  in  gland  activity 

The  cortex  of  the  adrenal  gland  appears  to  be 
more  active  in  cold  weather  than  in  other  sea- 
sons, a Japanese  investigator  reports  in  the 
August  issue  of  Archives  of  Environmental  Health. 

The  physician  studied  adrenal  cortex  activity 
among  a small  group  of  men  and  women  in 
Niigata  City,  Japan,  where  quite  severe  hot 
weather  immediately  follows  long  cool  seasons. 
It  appears  that  the  adrenal  cortex  is  most  active 
during  winter  and  is  also  active  in  hot  weather 
but  functions  less  in  the  mild  seasons  of  spring 
and  fall.  It  seems  that  either  cold  or  hot  cli- 


In the  region  of  New  York  State  studied, 
T.  verrucosum  infection  is  second  highest 
in  incidence,  in  contrast  to  the  situation  in 
other  parts  of  the  country.  This  organism 
causes  infection  in  very  young  people  who 
have  opportunity  for  contact  with  cattle. 
Kerion  is  a common  accompanying  phenom- 
enon. 

Except  for  T.  verrucosum  infections,  the 
average  age  of  patients  with  superficial 
fungus  infections  is  the  fourth  decade. 

An  eruption  of  the  groin,  clinically  fitting 
the  description  of  a ringworm  infection, 
may,  on  culture,  be  found  to  be  a form  of 
candidiasis  which  does  not  respond  to  topical 
or  oral  antimycotic  agents  for  ringworm. 
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mates  may  be  stressful  for  man,  and  it  is  rea- 
sonable to  assume  seasonal  physiologic  changes 
although  supporting  evidence  so  far  has  been 
imperfect. 

Due  to  the  sudden  temperature  changes  in 
Niigata  City,  the  author  said,  there  is  in- 
sufficient time  for  acclimatization.  Under  these 
circumstances  climatic  stresses,  both  hot  and 
cold,  may  well  activate  the  adrenal  cortex. 

The  findings  may  help  explain  the  varying 
incidence  of  certain  diseases  at  different  times 
of  the  year.  Activity  of  the  adrenal  cortex 
was  determined  in  more  than  10  men  and  10 
women  by  three  tests  performed  at  monthly 
intervals  over  a period  of  more  than  a year. 
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M ALIGNANT  tumors  of  the  renal 

tubular  epithelium,  termed  renal-cell  car- 
cinomas, renal  adenocarcinomas,  or  hyper- 
nephromas, constitute  the  most  common 
and  important  group  of  kidney  neoplasms. 
In  this  three-part  review,  incidence  will  be 
discussed,  etiology  will  be  summarized 
briefly,  and  the  natural  history  of  the  disease 
will  be  presented.  Pertinent  factors  con- 
cerning prognosis  will  be  discussed  and 
evaluated.  Diagnostic  methods  will  be 
reviewed  with  emphasis  on  recently  de- 
veloped technics.  Finally,  our  therapeutic 
rationale  in  various  clinical  circumstances 
will  be  considered. 

Incidence 

Cancer  of  the  kidney  is  the  third  most 
frequent  tumor  of  the  genitourinary  tract 
in  men.  Malignant  lesions  of  the  prostate 
gland  and  bladder  precede  it  in  frequency 
of  occurrence.  In  most  reported  studies, 
renal- cell  cancers  comprise  80  to  85  per  cent 
of  kidney  tumors.1*2  These  tumors  con- 
stitute 1.7  per  cent  of  all  malignant  neo- 
plasms in  men  and  1 per  cent  in  women. 

At  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  46,596  new  patients  with 


cancer  were  seen  from  1949  through  1960. 
Renal  cancer  was  found  in  514  (1.10  per 
cent)  of  this  series.  There  were  240  (0.52 
per  cent)  patients  with  renal  cell  cancer 
which  was  histologically  confirmed,  102 
(0.22  per  cent)  with  Wilms  tumor,  66  (0.14 
per  cent)  with  renal  tumors  of  other  histo- 
logic types,*  and  106  (0.22  per  cent)  with 
a presumptive  diagnosis  of  renal  cancer  but 
no  histologic  confirmation  at  Memorial 
Hospital. 

Renal-cell  cancer  is  seen  primarily  in 
adults.  The  highest  incidence  is  between 
fifty  and  seventy-five  years  of  age.  The 
average  age  of  occurrence  is  fifty-two 
years.3-5  Rarely,  these  tumors  are  ob- 
served in  children.  One  group  had  studied 
46  pediatric  cases  by  1959.  They  empha- 
sized the  absence  of  the  classical  triad  of 
symptoms  noted  in  adults.6  Other  investi- 
gators have  reported  cases  in  children.7-10 
Four  children  seven  to  eleven  years  of  age 
with  renal- cell  cancer  have  been  seen  at  this 
institution,  and  these  cases  have  not  been 
reported  previously. 

Within  the  United  States  in  1958,  4,743 
people  died  of  renal  tumors  of  all  types. 
This  represented  2.7  per  cent  of  all  deaths 
and  included  both  sexes.11 

Etiology 

Most  of  the  studies  concerning  the  cause 
of  renal  adenocarcinoma  have  involved 
laboratory  animals.  Although  these  studies 
provided  no  information  directly  applicable 
to  a study  of  the  problem  in  human  beings, 
they  provided  material  of  clinical  interest. 
Several  observations  made  in  animals  with 
spontaneously  occurring  renal  tumors12  or 
with  chemically  induced  tumors13  are  inter- 
esting in  view  of  certain  known  clinical  and 

* Some  which  were  identified  only  as  carcinoma  may  have 
been  renal-cell  cancer. 
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pathologic  factors  in  patients  with  renal 
cancer,  recent  studies  of  radiation-induced 
tumors,14  and  electron  microscopic  studies 
of  the  kidney.15  These  observations  in  the 
experimental  animal  and  pathologic  studies 
of  human  renal  tumors  are  meager  but 
interesting.  They  suggest  a possible  role 
of  steroids  in  the  genesis  of  human  renal 
cancer.  These  related  factors  were  sum- 
marized,16 and  clinical  studies  since  then 
tend  to  confirm  and  emphasize  the  nature 
and  significance  of  these  findings.1217 

The  previously  mentioned  investigations 
include  three  significant  sets  of  observations. 
In  one,  malignant  adenomas  which  metas- 
tasize throughout  the  abdominal  cavity 
were  produced  by  Kirkman  and  Bacon13  in 
male  hamsters  treated  with  estrogens.  They 
observed  that  chronic  treatment  of  male 
hamsters  with  diethylstilbestrol  was  fol- 
lowed by  the  appearance  of  multiple  cortical 
tumors  in  both  kidneys.  These  tumors 
ultimately  became  malignant.  Such  tumors 
did  not  occur  in  female  animals  similarly 
treated,  in  male  animals  treated  with  choles- 
terol and  diethylstilbestrol,  or  in  the  cas- 
trated male.  The  clinical  significance  of 
these  observations  in  animals  is  unknown. 
One  cannot  say  that  there  is  an  endocrine 
factor  in  the  genesis  of  these  tumors  simply 
because  most  adult  tumors  are  more  com- 
mon in  men.  Further,  while  the  vast 
majority  of  renal-cell  cancers  develop  during 
a period  of  diminishing  testicular  androgen 
and  ovarian  estrogen  production,  so  do 
almost  all  other  cancers. 

The  high  incidence  of  adrenocortical 
hyperplasia  or  adenoma  formation  in  pa- 
tients with  renal  carcinoma  is  of  interest,  too. 
At  autopsy  in  83  patients  with  renal  cancer, 
Whisenand,  Kostas,  and  Sommers17  found 
adrenocortical  hyperplasia  or  adenoma  in 
7 of  50  (14  per  cent)  cases  suitable  for 
analysis.  Pancreatic  islet  tumors  were  noted 
in  26  per  cent  of  these  cases,  parathyroid 
nodules  or  adenomas  in  29  per  cent,  and 
pituitary  adenomas  were  found  in  3 patients. 
Atherosclerosis  of  the  aorta  was  seen  fre- 
quently. 

In  a second  set  of  observations,  the 
occurrence  of  crystalline  cholesterol  esters 
in  the  renal  tubular  epithelium  has  been 
studied,  and  genesis  and  growth  of  adenomas 
has  been  attributed  to  a stimulating  effect 
of  the  lipid.  It  was  observed  that  there 
was  a progressive  increase  in  quantity  of 


cholesterol  esters  as  tumor  size  increased. 
Disappearance  of  cholesterol  esters  was 
followed  by  cessation  of  growth.18  It  is  of 
clinical  interest  that  diabetes  mellitus,  often 
associated  with  hypercholesteremia,  is  com- 
mon in  patients  with  renal- cell  cancer. 
Diabetes  mellitus  was  reported  in  14  per 
cent  of  a series  of  patients  dying  with 
renal-cell  cancer.  This  incidence  of  diabetes 
mellitus  is  five  times  the  frequency  in  the 
general  population. 17 

The  studies  of  possible  relationships  be- 
tween benign  cortical  adenomas  and  cancer 
comprises  the  third  set  of  interesting  investi- 
gations.1419-22 Renal  adenomas  are  ob- 
served in  about  4 per  cent  of  all  kidneys 
routinely  examined  at  autopsy.22  The  high 
incidence  of  distinct  and  separate  adenomas 
in  kidneys  containing  adenocarcinoma,  and 
the  difficulty  in  distinguishing  histologically 
benign  adenomas  from  small  adenocar- 
cinomas, has  led  some  to  suggest  that  renal 
cancers  may  have  had  their  origin  in  adeno- 
mas.19-20’22 

Several  experimental  and  clinical  observa- 
tions are  related  and  warrant  emphasis  as 
they  further  suggest  the  possible  role  of 
endocrine  factors  in  the  pathogenesis  of 
renal  cancer.  The  incidence  of  cortical 
adenomas  in  patients  with  diabetes  mellitus 
is  relatively  high.  Another  pertinent  finding 
is  the  presence  of  cholesterol  esters  in  the 
tubules  of  adenomas.  In  a series  of  230 
cases  with  small  renal  adenomas,  men  out- 
numbered women  4 to  1.  It  is  also  inter- 
esting that  the  highest  incidence  occurred  in 
patients  forty  to  eighty  years  of  age,  that 
the  majority  of  affected  kidneys  were  also 
arteriosclerotic,  and  that  renal  changes  in 
male  hamsters  given  estrogens  seem  to  be 
toward  the  formation  of  potentially  malig- 
nant tumors  while  the  trend  is  toward  glo- 
merulonephritis in  female  hamsters  similarly 
treated.12-13  Recent  histologic  study  of 
1,000  irradiated  mice  and  a variety  of  con- 
trols revealed  that  tumors  were  produced  in 
10  per  cent  of  the  kidneys  examined.14 

The  tubular  origin  of  renal-cell  cancer  is 
fairly  well  recognized  and  accepted.  Cells 
of  human  renal- cell  cancer  have  been  grown 
in  vitro,23-24  and  outgrowth  of  tubules  has 
been  observed  in  tissue  cultures  of  renal 
adenocarcinomas  from  frogs. 12  From  recent 
electron  microscope  studies,  Carlson15  con- 
cluded that  hypernephromas  are  of  tubular- 
cell origin. 
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FIGURE  1.  (A)  Barium  study  performed  on  December  10, 1948.  Mass  in  upper  left  quadrant  of  abdomen  is 
obvious.  (B)  Repeat  barium  enema  on  September  17,  1952.  Upper  pole  renal  mass,  later  proved  to  be 
carcinoma,  is  again  seen.  It  is  larger  and  better  visualized.  During  this  period  of  time  patient  had  no 
urinary  symptoms,  and  pyelograms  were  not  obtained.  Mass  was  either  not  seen  or  ignored.  (C)  Intra- 
venous pyelogram  taken  on  November  4,  1958.  Large  tumor  in  upper  pole  of  left  kidney  is  demonstrated. 
Nephrectomy  revealed  operable  renal  adenocarcinoma. 


Natural  history  and  prognosis 

What  is  the  history  of  a patient  with  an 
hypernephroma  without  metastases  that  is 
left  untreated?  There  are  no  statistics 
which  answer  the  query,  but  it  is  of  more 
than  theoretic  interest.  We  are  often  asked 
to  examine  pyelograms  of  a patient  with  a 
renal  mass  which  may  be  either  a cyst  or  a 
tumor.  The  rationale  behind  the  “watch 
and  wait”  advice  is  that  the  mass  is  probably 
a cyst  if  it  does  not  rapidly  increase  in  size. 
If  it  does  grow  significantly,  it  is  more  likely 
to  be  a tumor  warranting  exploration.  One 
may  reason  with  some  justification  that  one 
should  not  operate  if  growth  rate  is  slow, 
whether  the  lesion  is  a benign  cyst  or  a 
malignant  tumor.  There  are  instances  in 
which  renal-cell  adenocarcinomas  may  in- 
crease slowly  in  size  over  a period  of  years 
without  metastasis  or  extensive  local  damage 
by  invasion.  Figure  1 shows  a renal  car- 
cinoma present  for  approximately  ten  years 
before  removal,  at  which  time  nephrectomy 
was  easily  performed  for  an  operable  tumor. 

A mass  which  proved  to  be  a nonresecta- 
ble,  recurrent,  right  renal  cancer  is  shown 
in  Figure  2.  Exploratory  laparotomy  on 
February  11,  1959,  revealed  a large  fixed 
mass  which  compressed  the  major  vessels. 
It  extended  from  the  right  upper  quadrant 
of  the  abdomen  into  the  pelvis  and  across 
the  midline  into  the  left  lower  abdominal 
quadrant.  Nephrectomy  for  renal  cell  can- 
cer had  been  performed  in  this  patient  in 
1948.  Both  the  original  tumor  and  the 
recurrence  were  diagnosed  as  renal-cell 
cancer.  This  patient  is  now  sixty-two  years 


of  age.  He  has  been  working  five  years 
since  the  exploratory  laparotomy  in  1959 
and  sixteen  years  since  nephrectomy  in  1948. 
The  tumor  is  growing  very  slowly  and  causes 
only  moderate  pain.  Beck  and  Shapiro25 
report  a similar  case  with  a fifteen-year 
survival  with  recurrence. 

These  patients  illustrate  the  difficulty 
of  evaluating  any  forms  of  therapy.  Any 
treatment  used  for  these  patients  might 
well  have  been  given  “credit”  for  the  long- 
term survivals.  Many  factors  concerning 
the  patient  and  the  tumor  influence  the 
prognosis  in  patients  with  renal  tumors  and 
the  natural  history  of  renal-cell  adenocar- 
cinoma. 

Factors  in  the  patient 
which  influence  prognosis 

Patients  whose  symptoms  begin  at  an 
earlier  age  generally  survive  longer  following 
nephrectomy  than  those  whose  symptoms 
start  later  in  life.5  The  clear-cell  adeno- 
carcinoma, which  is  more  benign  than  the 
granular-cell  variety,  is  observed  more  fre- 
quently in  the  young  patient.26  This  may 
be  the  one  factor  accounting  for  a better 
prognosis  in  the  younger  patient.  Informa- 
tion available  about  diminishing  hormone 
production  in  elderly  persons  is  insufficient 
to  suggest  that  this  factor,  per  se,  accounts 
for  poorer  prognoses  in  older  patients.  It  is 
somewhat  difficult  to  reconcile  this  better 
prognosis  in  the  younger  patient  with  the 
traditional  opinion  that  most  tumors  grow 
more  slowly  in  the  older  patient.  I do  not 
believe  that  the  traditional  concept  has 
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FIGURE  2.  (A)  Intravenous  pyelogram  dated  May  23, 1959.  Right  abdominal  mass  and  lateral  deviation  of 
left  ureter  is  revealed.  Nephrectomy  on  right  side  had  been  performed  eleven  years  previously.  Explora- 
tory laparotomy  revealed  inoperable,  recurrent  or  residua!  renal-cell  cancer  filling  the  right  flank,  lower  right 
quadrant  of  abdomen,  and  extending  across  midline  to  lower  left  quadrant.  (B)  Intravenous  pyelogram  in 
same  patient,  February  14,  1962,  reveals  mass  to  have  increased  in  size  and  the  left  ureteral  deviation  to 
have  increased. 


really  been  proved,  although  the  high  in- 
cidence of  certain  tumors,  especially  pros- 
tatic cancer,  in  autopsy  studies  of  elderly 
patients  would  initially  suggest  it. 

Men  with  renal-cell  cancer  usually  have 
symptoms  for  a longer  time  before  nephrec- 
tomy and  survive  longer  afterward  than 
women.  This  suggests  a more  rapid  course 
in  women.5  The  reason  for  the  poorer  prog- 
nosis in  women  is  not  known.  The  longer 
the  duration  of  symptoms  before  surgery, 
the  higher  the  incidence  of  inoperability. 
The  possibility  of  a tumor  which  exists  for  a 
long  time  without  producing  symptoms  and 
a subsequent  greater  opportunity  for  local 
invasion  is  suggested.5 

When  hematuria  alone  is  the  presenting 
symptom,  the  prognosis  is  favorable.27-28 
When  the  classic  triad  of  hematuria,  pain, 
and  a mass  is  present,  the  prognosis  is 
poor.28  Constitutional  symptoms,  such  as 
fever,  weakness,  and  loss  of  weight  do  not 
necessarily  imply  a hopeless  outlook  because 
they  may  disappear  with  removal  of  the 
tumor. 

Anemia  at  the  time  of  diagnosis  usually 
adversely  affects  prognosis.  When  the  pre- 
senting hemoglobin  value  is  below  60  mg.  per 


100  ml.,  only  20  per  cent  of  patients  survive 
ten  or  more  years.  The  ten-year  survival 
rate  is  40  per  cent  when  hemoglobin  is  over 
80  mg.  per  100  ml.  When  the  leukocyte 
count  is  over  6,500,  prognosis  is  more  grave 
than  when  the  white  blood  cell  count  is  below 
this  level.2 

Factors  in  the  tumor 
which  influence  prognosis 

Tumors  of  the  right  kidney  are  associated 
with  a more  favorable  prognosis,  presumably 
because  the  lower  position  of  the  right  kidney 
leads  to  earlier  diagnosis.5  This,  however, 
is  not  in  agreement  with  the  statement  in 
one  study  that  upper  pole  tumors  are  asso- 
ciated with  a greater  life  expectancy  than 
those  in  the  lower  pole  or  middle  section.16 
One  might  reasonably  expect  that  tumors  of 
the  lower  pole  could  be  palpated  earlier  and 
removed.  Calcification  of  the  renal-cell 
tumor  has  been  considered  favorable  by 
some  investigators29-31  and  unfavorable  by 
others.32-33 

Life  expectancy  is  better  with  small 
tumors.  Only  24  per  cent  of  patients  with 
tumors  weighing  over  1,000  Gm.  survived 
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five  or  more  years,  while  46.5  per  cent  of  pa- 
tients with  tumors  weighing  500  Gm.  or  less 
survived  five  or  more  years.2  A small, 
clear-cell  adenocarcinoma  removed  by  ne- 
phrectomy from  a thirty-seven-year-old 
white  man  is  shown  in  Figure  3.  The  pa- 
tient is  alive  and  free  of  disease  thirteen 
years  after  nephrectomy. 

Partial  or  complete  spontaneous  regression 
of  small  cortical  tumors  has  been  described.34 
Most  of  these  were  of  the  clear-cell  variety. 

While  Cole  and  Webb35  feel  that  the  true 
significance  of  cancer  cells  in  the  blood 
stream  is  not  known,  they  relate  lower  sur- 
vival rates  to  histologic  evidence  of  venous 
invasion.  Jonasson  et  al ,36  studied  22  pa- 
tients with  kidney  tumors.  In  this  group 
there  were  17  renal-cell  tumors.  Cancer 
cells  were  isolated  from  the  blood  stream  in 
4 of  11  patients  with  “curable”  disease  and 
in  6 of  11  with  incurable  tumors.  When  4 
children  with  Wilms  tumor  were  excluded, 
only  1 of  8 patients  with  curable  tumors  had 
cancer  cells  in  the  blood  stream.  Five  of  10 
patients  with  “incurable”  disease  had  free 
cancer  cells  in  their  blood.  Three  patients 
with  renal-cell  cancers  invading  the  renal 
vein  had  positive  findings  in  the  blood 
samples,  and  each  of  the  three  had  hematog- 
enous metastases  within  one  year  after 
surgery. 36 

Many  reports  describe  the  effect  of  renal- 
vein  involvement  on  prognosis.  McDonald 
and  Priestley37  noted  a five-year  survival 
rate  of  55.4  per  cent  when  the  renal  vein  was 
not  invaded  and  of  29  per  cent  when  the 
vein  was  involved. 

It  is  generally  accepted  that  the  prognosis 
in  patients  with  clear- cell  tumors  is  some- 
what better  than  that  in  patients  with 
granular-cell  tumors.38-40  Bottiger  and 
Ivemark41  feel  that  there  is  a causative  rela- 
tion between  the  presence  of  clear  cells  and 
the  presence  of  fever  and  elevated  erythro- 
cyte sedimentation  rates.  A PAS-  (para- 
amino  salicylic  acid)  positive  substance, 
possibly  a glycoprotein,  has  been  found  in 
the  cells  of  formalin-fixed  specimens. 

Life  expectancy  is  better  with  Broders’ 
low-grade  tumor.  Priestley2  noted  that 
73.3  per  cent  of  patients  with  Grade  I tumors 
survived  three  or  more  years.  Barrett  and 
McCagne42  agreed  that  tumors  with  the 
greatest  degree  of  cellular  differentiation  and 
grouping  grew  more  slowly  than  other 
tumors. 


The  most  favorable  prognosis  is  associated 
with  tumors  composed  of  clear  cells  arranged 
in  solid  cords  in  alveolar  pattern  with  dense, 
coarse,  fibrous  septa  of  clear  cells  and  iso- 
metric nuclei.  Those  containing  granular 
cells  in  papillary  or  tubular  patterns  with 
irregular  and  thin  septa  offer  a poor  progno- 
sis.38 The  five-year  survival  rate  is  25  to 
50  per  cent  for  clear-cell  adenocarcinoma  and 
only  5 to  10  per  cent  for  patients  with  gran- 
ular-cell tumors.39 

The  better  prognosis  of  clear-cell  tumors 
has  been  emphasized  by  Foot,  Humphreys, 
and  Whitmore39  and  Cahill,26  and  more  re- 
cently by  Murphy  and  Fishbein.40  The 
latter  authors  studied  90  patients  with  renal- 
cell cancer.  Of  those  with  granular-cell 
tumors,  78  per  cent  had  metastases  on  ad- 
mission to  the  hospital,  and  80  per  cent  were 
dead  within  two  years.  Of  those  with  clear- 
cell tumors,  only  26  per  cent  had  metastases 
on  admission,  and  43  per  cent  were  dead 
within  two  years. 

Involvement  of  the  renal  vein  and  vena 
cava,  most  frequently  observed  with  high- 
grade  tumors,  adversely  affects  prognosis. 
Life  expectancy  is  better  when  the  tumor 
has  not  invaded  the  capsule  and  surrounding 
tissues  and  has  not  caused  perirenal  vascular 
dilatation.  With  involvement  of  fibrous 
and  fatty  tissues  and  with  venous  dilatation, 
the  five-year  survival  rate  was  17.4  per  cent. 
Without  invasion,  five-year  survival  was 
52.5  per  cent.  Capsular  breakthrough  or 
venous  dilatation  alone,  however,  was  not 
associated  with  a reduced  five-year  sur- 
vival.43 

We  have  reviewed  recently  clinical  data 
about  215  patients  with  renal- cell  cancer 
seen  at  Memorial  Hospital  between  the  years 
1927  and  1958. 3 We  classified  tumors  by 
stage  as  follows,  and  survival  rates  are  for 
patients  subjected  to  nephrectomy: 

Stage  A.  In  Stage  A the  tumor  capsule 
was  distinctly  visible  and  entirely  surrounded 
the  tumor.  The  mass  was  solitary  and 
sometimes  encroached  on  but  did  not  invade 
the  renal  capsule.  It  did  not  involve  veins, 
nodes,  or  perirenal  tissue.  In  this  group  the 
five-year  survival  rate  was  71  per  cent. 

Stage  B.  In  Stage  B the  tumor  had 
broken  through  its  own  capsule  but  was  con- 
fined by  the  renal  capsule.  It  did  not  in- 
volve veins,  nodes,  or  perirenal  tissue.  Of 
these  patients,  68.7  per  cent  survived  five 
years  or  more. 
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FIGURE  3.  (Top)  Retrograde  pyelograms  in  a thirty-seven-year-old  man  with  a 1.5-cm.  renal-cell  tumor  (clear- 
cell  type)  in  the  upper  pole  of  the  left  kidney.  (Bottom)  Gross  specimens.  Patient  free  of  disease  thirteen 
years  after  nephrectomy  was  performed  in  1951. 


Stage  C.  In  Stage  C the  renal  capsule 
was  infiltrated,  and  the  tumor  sometimes 
involved  veins,  adjacent  lymph  nodes,  or 
perinephric  tissues.  It  sometimes  invaded 


adjacent  viscera  and  muscles  including  the 
diaphragm  and  psoas  muscles.  Only  33 
per  cent  of  our  patients  survived  five  years. 
Stage  D.  In  Stage  D the  tumors  had 
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produced  distant  metastases.  In  this  group 
6 per  cent  of  patients  survived  five  years  or 
more. 

Our  classification  is  similar  to  that  of 
Petkovic44  who  also  described  better  survival 
rates  in  patients  with  “low-stage  tumors.” 
While  none  in  his  series  with  a Stage  C 
tumor  lived  five  years,  2 patients  with 
metastases  did  live  longer  than  five  years. 
This  again  illustrates  the  slow  growth  pat- 
terns of  some  renal-cell  tumors.  Metas- 
tases appearing  twenty  and  fifty  years  after 
nephrectomy  for  renal-cell  cancer  have  been 
reported.4546 

Direct  correlation  between  stage  and 
grade  has  been  documented  in  patients  with 
cancer  of  the  bladder.  As  a rule,  high-stage 
tumors  are  of  high-grade  malignancy,  while 
low-stage  tumors  are  of  low  grade  in  cancer 
of  the  bladder.  This  has  been  taken  for 
granted  in  patients  with  renal-cell  cancer 
but  has  not  been  proved. 
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Fulminating  Renal  Failure 


Case  history 

Murray  Hausner,  M.D.*:  A forty- 

five-year-old  white  male  construction  worker 
was  admitted  to  St.  Luke’s  Hospital  for 
the  first  time  on  March  7,  1956,  because  of 
weakness,  easy  fatigability,  anorexia,  and 
vomiting  associated  with  recent  weight  loss. 
These  symptoms  began  about  three  weeks 
prior  to  admission.  Up  to  this  time  the 
patient  was  apparently  in  good  health 
and  had  passed  an  insurance  physical 
examination  three  months  before.  He  had 
a history  of  chronic  sinusitis  and  chronic 
constipation,  and  the  patient  stated  that 
he  had  had  a gastric  ulcer  since  1954  which 
was  being  treated  conservatively.  For  these 
complaints  he  had  a long  history  of  self- 
medication  with  barbiturates  and  an  anal- 
gesic compound  containing  acetophenetidin, 
aspirin,  and  caffeine  (Empirin)  with  codeine. 
Otherwise,  review  of  systems,  past  medical 
history,  and  family  history  were  non- 
contributory. 

Physical  examination  at  the  time  of 
admission  revealed  evidence  of  dehydration 
and  emaciation.  He  was  afebrile,  and  the 
pulse  was  92,  respirations  14  and  Kussmaul 
in  type,  and  blood  pressure  150/80.  The 
heart  appeared  enlarged  with  the  left 
border  of  cardiac  dullness  in  the  seventh 
intercostal  space  at  the  anterior  axillary 
line.  The  lung  fields  were  clear  except  for 
a few  rhonchi  at  the  bases.  The  liver  edge 
was  felt  3 fingerbreadths  below  the  right 
costal  margin.  No  other  abdominal  masses 
or  organs  were  palpable.  There  was  diffuse 
tenderness  on  palpation  in  the  right  lower 
quadrant,  but  no  costovertebral  angle  ten- 
derness was  elicited.  There  was  no  pe- 
ripheral edema. 

* Associate  Pathologist,  St.  Luke’s  Hospital. 


Urinalysis  revealed  a specific  gravity  of 
1.020,  no  sugar,  2 plus  albumin,  many  white 
blood  cells,  and  a few  red  blood  cells.  The 
hemoglobin  was  9.2  Gm.  per  100  ml.;  hemato- 
crit 28;  and  white  blood  cell  count  18,500  with 
88  per  cent  neutrophils,  7 per  cent  lympho- 
cytes, 3 per  cent  monocytes,  1 per  cent  eosino- 
phils, and  1 per  cent  metamyelocytes.  The 
red  blood  cells  exhibited  anisocytosis  and 
hypochromasia;  there  was  1 nucleated  red 
blood  cell  per  100  white  blood  cells.  The 
serology  findings  were  negative.  The  blood 
urea  nitrogen  was  207  mg.  per  100  ml. 
The  urine  was  negative  for  the  presence  of 
barbiturates.  Urine  culture  grew  out  coli- 
form  organisms  and  Streptococcus  faecalis. 
The  stool  was  guaiac-negative. 

Roentgeno  graphic  studies,  including  a 
barium  enema  and  a retrograde  pyelogram, 
were  reported  as  negative. 

The  patient  was  treated  with  sedatives 
and  analgesics  including  secobarbital  sodium 
(Seconal),  chloral  hydrate,  paraldehyde, 
sodium  luminal,  chlorpromazine  hy- 
drochloride (Thorazine),  aspirin,  codeine, 
and  the  analgesic  compound  with  codeine. 
Tetracycline  (Achromycin)  and  chloram- 
phenicol were  administered.  He  received 
1 unit  of  whole  blood  and  intravenous 
fluids,  calcium  gluconate,  aminophylline, 
and  oxygen.  He  followed  a relentless 
downhill  course,  becoming  increasingly  dis- 
oriented with  uremia  progressing  to  coma 
and  death  on  the  fourth  hospital  day. 

Discussion 

Stanley  J.  Wolfe,  M.D.f:  The  es- 

sential features  of  this  rather  brief  history 

t Director  of  Medical  Education,  St.  Luke’s  Hospital; 
Assistant  Clinical  Professor  of  Medicine,  University  of  Cali- 
fornia School  of  Medicine. 
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are  about  as  follows:  This  is  a forty- 

five-year-old  white  male  who  was  admitted 
in  acute  and  fulminating  renal  failure. 
He  had  been  ill  for  only  three  weeks  and 
indeed  had  been  examined  about  three 
months  previously  for  insurance  and  found 
to  be  normal.  Most  insurance  examinations 
include  at  least  partial  urinalysis  and  one 
would  presume,  if  this  were  done,  that  there 
was  no  significant  albuminuria  or  gly- 
cosuria. Examination  of  the  sediment, 
however,  is  not  a routine  procedure  unless 
the  insurance  is  for  large  sums.  We  are 
told  that  there  is  a long  history  of  ingestion 
of  barbiturates  and  the  analgesic  with 
codeine,  and  I will  have  a great  deal  more 
to  say  about  that  later.  The  patient  had 
a gastric  ulcer  two  years  previously  that 
had  been  treated  medically.  He  gave  a 
history  of  chronic  sinusitis  and  chronic 
constipation,  but  otherwise  no  more  informa- 
tion was  available. 

On  physical  examination  he  was  emaciated 
and  dehydrated.  He  had  cardiomegaly 
without  significant  hypertension.  He  ex- 
hibited Kussmaul  respirations  suggesting 
acidosis.  The  neck  veins  were  said  to 
appear  distended  but  whether  or  not  this 
represents  elevation  of  venous  pressure  can 
only  be  guessed.  That  it  was  is  suggested 
by  the  fact  that  the  liver  was  palpable  3 
fingerbreadths  below  the  right  costal  mar- 
gin. There  was  diffuse  tenderness  in  the 
right  lower  quadrant  of  the  abdomen  but 
no  costovertebral  angle  tenderness.  There 
was  no  edema. 

Laboratory  studies  revealed  a normo- 
chromic anemia,  leukocytosis  with  a modest 
albuminuria,  and  the  sediment  was  loaded 
with  white  cells  and  only  a few  red  cells. 
No  comment  was  made  about  casts.  There 
was  a high  blood  urea  nitrogen.  A stool 
guaiac  test  revealed  trace  reaction.  The 
urine  was  negative  for  barbiturates. 
Coliform  organisms  and  Str.  faecalis  were 
grown,  but  since  this  was  done  prior  to  the 
present  practice  of  performing  colony  counts, 
we  cannot  be  certain  of  their  significance. 
It  is  likely,  however,  that  this  represents 
true  infection. 

X-ray  films  will  be  shown  later.  The 
patient  was  treated  with  a variety  of 
medications  but  died  soon  thereafter. 

What  we  have,  then,  is  acute  fulminant 
renal  disease,  and  I shall  go  very  briefly 
through  a differential  diagnosis  before  set- 


tling on  what  I am  certain  this  patient  did 
have.  When  one  sees  acute  fulminant 
kidney  disease  he  should  certainly  think 
of  poisons,  and  the  two  that  come  to  mind 
are  carbon  tetrachloride  and  bichloride  of 
mercury.  Most  patients  who  have  taken 
carbon  tetrachloride  also  have  liver  necrosis 
and  exhibit  jaundice,  but  this  is  not  always 
the  case  and,  indeed,  one  must  be  very 
suspicious  of  this  poison  in  any  acute  renal 
failure  since  the  exposure  may  not  be 
obvious.  I have  seen  a patient  who  mis- 
takenly took  a mouthful  of  carbon  tet- 
rachloride thinking  it  was  whisky,  im- 
mediately recognized  it  was  not,  and  spat 
it  out.  He  later  died  of  acute  renal  failure. 
I have  seen  another  patient  who  cleaned  a 
hat  band  or  two  with  carbon  tetrachloride, 
at  the  same  time  drinking  several  bottles 
of  beer,  and  he  too  died  of  carbon  tet- 
rachloride intoxication.  Mercuric  chloride 
is  usually  ingested  in  an  obvious  suicide 
attempt,  and  the  patient  is  usually  in  great 
distress  from  abdominal  pain  and  diar- 
rhea. Tubular  and  cortical  necrosis  both 
must  be  considered  in  acute  renal  failure, 
but  there  are  no  predisposing  situations  in 
this  patient,  and  I think  they  can  be  dis- 
carded. Acute  angiitis,  perhaps  of  the 
Wegener’s  type,  might  be  considered  since 
this  patient  did  complain  of  sinusitis.  He 
had  a short  history.  He  developed  car- 
diomegaly with  no  hypertension,  and  he 
reportedly  had  a normal  retrograde  pyelo- 
gram.  However,  there  was  no  evidence  of 
a glomerular  lesion  in  the  urine  sediment 
and  no  red  cell  casts.  There  was,  however, 
a great  deal  of  evidence  of  infection,  so 
I think  angiitis  can  be  ruled  out.  Chronic 
Bright’s  disease  should  also  be  considered, 
but  I doubt  that  a patient  with  this  could 
have  passed  an  insurance  physical  three 
months  before. 

I am  therefore  left  with  one  disease  that 
certainly  fits  nicely  with  this  man’s  clinical 
description;  that  is  renal  medullary  necrosis 
or  acute  papillary  necrosis.  Four  clinical 
types  have  been  described.  The  first  is 
a terminal  complication  with  acute  ful- 
minating pyelonephritis  such  as  this  patient 
had.  The  second  type  presents  recurring 
attacks  of  acute  pyelonephritis  sometimes 
with  renal  colic  due  to  the  passage  of 
necrotic  papillae  down  the  ureters.  Some 
patients  present  signs  and  symptoms  only 
of  progressive  uremia  and  anemia  in  a very 
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slow  and  insidious  manner  finally  culminat- 
ing in  renal  failure;  and  an  occasional  patient 
comes  to  autopsy  without  his  kidney  disease 
having  been  recognized  at  all. 

In  a study  recently  reported  from  George- 
town by  Lauler,  Schreiner,  and  David1 
some  clinical  features  were  described  in  the 
review  of  250  cases.  The  vast  majority  of 
the  patients  were  older,  89  per  cent  being 
over  forty  years  of  age,  and  65  per  cent  were 
female.  In  this  group  diabetes  was  pres- 
ent in  57  per  cent  and,  as  I am  sure  you 
remember,  we  all  have  been  traditionally 
instructed  that  this  disease  is  limited  to 
patients  with  diabetes  and  obstructive 
uropathy.  However,  in  another  series  dia- 
betes and  obstructive  uropathy  occurred 
very  seldom,  as  infrequently  as  10  per  cent 
of  the  time.  Hypertension  was  unusual. 
Forty  per  cent  of  the  patients  died  in  acute 
renal  failure.  Roentgeno graphic  signs  were 
not  infrequently  seen  but  certainly  not  in 
all  patients.  These  signs  included  de- 
formity of  calyceal  fornices;  later  they 
developed  sinus  tracts  through  which  the 
radiopaque  material  would  flow  from  the 
pelvis.  The  presence  of  so-called  ring 
shadows  occurred  when  papillae  actually 
were  disconnected  from  the  main  mass  of 
renal  parenchyma.  In  this  review  ob- 
structive uropathy  occurred  in  31  per  cent 
although  in  other  reviews  it  is  much  less 
frequent.  The  laboratory  findings  usually 
included  leukocytosis,  a modest  proteinuria, 
low  specific  gravity,  massive  pyuria,  or- 
ganisms of  a variety  of  types,  and  an  ele- 
vated blood  urea  nitrogen. 

This  patient  certainly  fits  the  clinical 
picture  of  the  acute  pyelonephritic  type  of 
renal  papillary  necrosis,  and  it  is  certain 
that  occasionally  patients  in  perfectly  good 
health  can  develop  this  fulminating  disease 
without  previous  genitourinary  instrumenta- 
tion, without  the  presence  of  diabetes  or 
anything  else.  The  role  of  acetophenetidin 
must  certainly  be  considered  in  this  patient 
because  the  protocol  tells  us  that  he  admitted 
to  the  long-term  use  and  frequent  ingestion 
of  the  analgesic  compound  with  codeine. 
Each  analgesic  compound  tablet  contains 
150  mg.  acetophenetidin.  About  twelve 
years  ago,  Spiihler  and  Zollinger2  described 
an  interstitial  nephritis  that  occurred  in  in- 
dividuals who  used  acetophenetidin  to  excess. 
This  was  in  Switzerland,  and  I think  most 
people  used  acetophenetidin  because  of 


chronic  headache.  These  patients  with 
interstitial  nephritis  had  very  subtle  onset 
of  their  disease  and  little  or  no  abnormality 
in  the  urine;  their  blood  pressure  was  nor- 
mal, and  the  first  indication  of  anything 
being  wrong  was  the  development  of  poly- 
uria due  to  the  low,  fixed  specific  gravity  of 
the  urine.  Some  of  these  patients  went  on 
to  renal  failure  with  progressive  uremia  and 
anemia,  but  others  developed  acute  papil- 
lary and  medullary  necrosis. 

In  studying  large  numbers  of  these 
patients  in  Europe,  it  was  determined  that 
people  developing  this  abnormality  in- 
gested from  about  1.5  to  2 Kg.  of  ace- 
tophenetidin all  the  way  up  to  12  Kg. 
If  one  were  to  ingest  10  analgesic  compound 
tablets  a day,  each  tablet  containing  150 
mg.  of  acetophenetidin,  he  would  take  in 
1.5  Gm.  per  day  and  550  Gm.  per  year. 
In  ten  years  he  would  have  certainly  have 
ingested  ample  acetophenetidin  to  place 
himself  in  this  group.  I have  seen  a 
patient  who  was  started  on  an  oxycodone 
preparation  (Percodan)  in  1950  because  of 
severe  back  pain.  She  had  been  operated 
on  once  or  twice  unsuccessfully  and  was 
given  this  compound  which  also  contains 
150  mg.  of  acetophenetidin  per  tablet. 
She  went  on  for  some  twelve  years  and 
was  brought  back  into  the  hospital  re- 
cently for  re-evaluation  and  preparation 
for  repeat  back  surgery.  In  the  course  of 
her  work-up  it  was  discovered  that  she  had 
azotemia  and  mild  anemia.  When  I saw 
her  in  consultation,  I was  able  to  elicit 
the  history  that  she  had  ingested  the 
equivalent  of  over  2 Kg.  of  acetophenetidin 
in  this  period.  Although  we  have  no  def- 
inite proof  that  she  had  this  type  of  in- 
terstitial nephritis,  I think  this  certainly 
represents  the  best  explanation. 

If  acetophenetidin  can  be  incriminated 
as  causing  this  type  of  nephritis,  it  is 
necessary  to  inquire  into  the  mechanism. 

While  there  is  no  proof,  a number  of 
theories  have  been  presented.  One  is  that 
patients  who  ingest  large  amounts  of 
acetophenetidin  develop  methemoglobine- 
mia which,  as  you  know,  interferes  with 
the  oxygen  transport  by  red  cells.  It  is 
suggested  that  perhaps  there  is  renal  injury 
from  chronic  renal  hypoxia.  Additionally, 
methemoglobin  precipitates  in  an  acid  urine, 
and  this  may  directly  injure  the  kidneys, 
particularly  the  tubules.  Others  have  sug- 
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gested  that  hypersensitivity  to  aceto- 
phenetidin  exists.  It  has  been  shown  in 
certain  animal  experiments  that  pretreat- 
ment with  acetophenetidin  followed  by  the 
intravenous  injection  of  coliform  organisms 
will  result  in  the  development  of  kidney 
infections  whereas  injection  of  the  coliform 
organism  without  pretreatment  with  ace- 
tophenetidin does  not  result  in  infection. 
Finally,  it  has  been  found  that  newer 
methods  of  manufacturing  acetophenetidin 
have  introduced  the  presence  of  a con- 
taminant known  as  acetic  4-chloranilide 
which  is  thought  to  have  direct  neph- 
rotoxicity. 

I would  like  to  point  out  that  the  ballots 
are  not  all  counted  in  this  argument.  Cer- 
tainly the  producers  of  drugs  containing 
acetophenetidin  feel  rather  strongly  that 
it  should  not  be  incriminated,  and  there  is 
something  to  say  for  their  thesis  since  these 
patients  are  certainly  taking  plenty  of 
aspirin,  caffein,  and  a variety  of  other 
medications  too. 

Thus  the  typical  individual,  at  least  in 
the  United  States,  who  might  be  subject 
to  this  disease  is  a female  who  suffers  from 
severe,  protracted  headaches  for  which  she 
needs  a large  amount  of  analgesics.  The 
other  large  group  must  be  the  residue  of 
orthopedic  and  neurosurgical  failures. 
They  usually  are  siphoned  off  to  the  general 
practitioner  or  internist  who  serves  as 
family  doctor  and  prescribes  analgesia  to 
make  life  bearable.  I might  interject  at 
this  point  that  the  laws  of  the  state  of 
California  contribute  considerably  to  this. 
Most  of  us  prescribe  the  analgesic  compound 
and  codeine  merely  because  it  is  more 
convenient  to  get  the  really  effective 
analgesic,  codeine,  into  the  patient  in 
combination  than  it  is  to  give  codeine 
alone  since  one  has  to  go  through  the  extra 
effort  of  writing  a triplicate  prescription 
for  uncombined  opiates. 

The  patients  in  the  United  States  with 
this  disease  frequently  have  peptic  ulcer 
as  our  patient  under  discussion  exhibited. 
I am  not  sure  I know  the  reason  for  this, 
but  it  has  been  suggested  that  the  ingestion 
of  large  amounts  of  salicylates  and  caffeine 
produce  hypertrophic  gastritis  and  then 
ulceration,  and  this  seems  to  be  a reasonable 
explanation.  These  patients  may  be  cy- 
anotic or  dusky-hued  from  their  methemo- 
globinemia, and  as  I pointed  out  before  they 


may  have  very  little  to  suggest  kidney 
disorder  unless  a moderately  sophisticated 
work-up  of  renal  function  is  embarked 
on. 

Finally,  I would  like  to  point  out  that 
if  the  drug  is  stopped  before  fulminant 
terminal  disease  occurs,  there  may  be  an 
impressive  improvement  in  renal  function. 
I think  this  is  the  most  important  bit 
of  evidence  we  have  incriminating,  if  not 
acetophenetidin,  one  of  the  medications  or 
perhaps  all  of  them  that  are  embodied  in 
these  combinations  which  are  so  liberally 
given  to  patients  without  proper  advance 
warning  as  to  the  implications  of  overuse 
and  abuse. 

I think  the  protocol  and  the  slide  that 
Dr.  Smith  is  about  to  show  us  of  this  man’s 
retrograde  pyelogram  fully  demonstrates 
that  he  suffered  from  acute  papillary  necro- 
sis probably  due  to  the  overuse  of 
an  acetophenetidin-containing  compound. 
However,  without  some  quantitative  esti- 
mate of  the  amounts  ingested  this  etiologic 
statement  must  be  a tentative  one. 

Lawrence  A.  Post,  M.D.*:  The  x-ray 

films  available  in  the  files  are  technically 
unsatisfactory  because  of  the  patient’s 
inability  to  cooperate.  Calyceal  detail  is 
indistinct,  but  there  is  no  obvious  dilata- 
tion of  pelves  or  calyces,  and  the  kidneys 
are  not  displaced. 

Donald  R.  Smith,  M.D.f:  My  apolo- 

gies are  in  order.  I abstracted  the  best 
x-ray  film  from  the  files  when  Alvin  Rutner, 
M.D.,  and  I were  preparing  an  article  on 
this  topic.  May  I show  a lantern  slide 
from  that  film,  one  of  the  sequence  in  the 
retrograde  pyelograms? 

Dr.  Post:  I am  reminded  of  Lord 

Byron’s  line,  “Maid  of  Athens,  ere  we 
part, /Give,  o give  me  back  my  heart.” 
Yes,  please  show  us  the  lantern  slide. 

Dr.  Smith:  This  is  a detail  from  the 

retrograde  pyelogram  of  the  right  kidney 
(Fig.  1).  The  middle  calyx  seems  rough- 
ened. Two  indistinct  streaks  of  radio- 
paque material  are  seen  apparently  ex- 
tending from  the  upper  calyx  into  the 
substance  of  the  pyramidal  parenchyma. 
Would  you  agree  with  my  interpretation? 

* Associate  Radiologist,  St.  Luke’s  Hospital;  Assistant 
Clinical  Professor  of  Radiology,  University  of  California 
School  of  Medicine. 

t Chief,  Department  of  Urology,  St.  Luke’s  Hospital; 
Clinical  Professor  and  Chairman,  Department  of  Urology, 
University  of  California  School  of  Medicine. 


October  15,  1964  / New  York  State  Journal  of  Medicine  2549 


FIGURE  1.  Retrograde  pyelogram  six  hours  before  death.  Arrows  indicate  early  “breaks”  into  paren- 
chyma from  calyces. 


Dr.  Post:  Yes,  I think  that  is  a plausible 

reading  of  the  picture,  allowing  even  for 
the  poor  technical  quality  of  the  films. 

Dr.  Smith:  If  the  diagnosis  is  correct, 

this  is  one  of  the  earliest  changes  to  be  seen 
in  renal  papillary  necrosis.  However,  with- 
out knowing  the  clinical  picture,  one  could 
hardly  make  the  diagnosis  on  the  films  alone. 

Glenn  Molyneaux,  M.D.:  Is  there 

anything  that  the  physician  can  do  which 
would  make  any  difference  in  the  course  of 
this  disease? 

Dr.  Smith:  The  first  thing  is  to  be  reason- 
ably sure  of  one’s  diagnosis.  One  must 
have  a high  index  of  suspicion  to  begin  with. 
The  literature  reveals  a rather  significant 
difference  in  sex  incidence.  With  one  ex- 
ception the  various  reports  indicate  that  80 
to  90  per  cent  of  the  patients  are  psycho- 
logically disturbed  women.  The  one  ex- 
ception was  a series  in  which  80  per  cent  of 
the  patients  were  men,  all  of  whom  worked  in 
one  factory  in  a small  town.  They  ingested 
large  doses  of  acetophenetidin-containing 
analgesics  which  they  felt  stimulating 
enough  to  allow  them  to  complete  then- 
day’s  work  more  efficiently.  Many  of  these 
patients  have  a bluish- grey  tint  to  the  skin 
consistent  with  the  elevated  blood  level  of 
both  methemoglobin  and/or  sulfmethemo- 
globin. 


When  one  suspects  the  disease,  the  best 
action  a physician  can  take  is  to  discontinue 
the  suspected  medication  and  administer  an 
antibiotic  appropriate  to  the  type  of  renal 
infection.  Usually,  the  skin  color  returns  to 
normal  in  a few  days.  Unfortunately, 
whatever  damage  may  have  been  done  to 
kidney  tissue  has  already  been  done.  All 
one  can  hope  for  is  to  prevent  further  renal 
injury. 

Dr.  Wolfe:  Would  you  care  to  comment 
about  surgical  treatment  versus  renal  di- 
alysis? 

Dr.  Smith:  One  must  be  very  chary 

about  rushing  in  to  perform  nephrectomy  for 
apparent  unilateral  disease.  Papillary  ne- 
crosis is  most  likely  to  be  slowly  progressive 
and  involve  new  pyramids  over  a period  of 
months.  Ultimately,  bilateral  renal  in- 
volvement occurs.  The  only  indication  for 
nephrectomy,  as  I see  it,  is  in  a patient  who 
develops  papillitis  in  one  kidney  secondary  to 
unilateral  ureteral  obstruction,  who  remains 
seriously  ill  despite  antimicrobial  therapy, 
and  whose  life  seems  threatened  by  sepsis. 
Using  this  criterion,  I did  perform  nephrec- 
tomy in  1 of  16  patients  in  my  personal  series; 
she  remains  well,  and  the  other  kidney  never 
became  involved.  I have  had  no  experience 
with  dialysis,  but  I suppose  that  given  a 
patient  with  acute  renal  failure  and  bilateral 
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FIGURE  2.  (A)  Capsular  surface  of  right  kidney  showing  coarse  scarring,  greater  in  the  upper  pole.  (B) 
Cut  surface  of  right  kidney  showing  extensive  scarring  of  the  upper  half  with  necrosis  of  the  tips  of  the  pyra- 


mids projecting  into  the  upper  calyces. 

disease  it  might  serve  to  tide  him  over  until 
some  degree  of  healing  could  be  achieved  and 
the  acute  phase  subsided. 

Clinical  diagnoses 

1.  Pyelonephritis , chronic , with  acute  ex- 
acerbation 

2.  Peptic  ulcer  (history) 

3.  ( Uremia ) 

Dr.  Wolfe’s  diagnoses 

1.  Renal  papillary  necrosis  with  pyelone- 
phritis (analgesic  nephropathy ) 

2.  Peptic  ulcer  (history) 

3.  (Uremia) 

Pathologic  report 

Melvin  B.  Black,  M.D.*:  The  post- 

mortem findings  and  clinicopathologic  cor- 
relation will  be  presented  by  William  B. 
Ober,  M.D.,  who  is  visiting  here  this  week 
from  New  York  City,  where  he  is  Director  of 
Laboratories  at  Knickerbocker  Hospital. 
Dr.  Ober  and  his  colleagues  edit  the  Clinico- 
pathologic Conferences  for  the  New  York 
State  Journal  of  Medicine. 

William  B.  Ober,  M.D.:  I deserve  very 
little  credit  for  this  conference.  The  proto- 
col and  pathologic  materials  were  very 
nicely  prepared  for  me  by  Dr.  Black  and  his 
staff.  The  autopsy  was  performed  here 
eight  years  ago  and  has  been  resurrected 
from  the  file  because  recent  reports  in  the 

* Director  of  Laboratories,  St.  Luke’s  Hospital;  As- 
sistant Clinical  Professor  of  Pathology,  Stanford  University 
School  of  Medicine. 


literature  have  caused  us  to  look  on  the  renal 
lesion  with  new  eyes. 

At  autopsy  this  patient  had  a heart  which 
weighed  320  Gm.  and  was  slightly  dilated 
but  not  hypertrophied.  The  impression  of 
cardiomegaly  on  physical  examination  is  not 
confirmed.  A moderate  degree  of  arterio- 
sclerosis involved  the  aorta  and  coronary 
and  iliac  arteries,  but  it  was  nonstenosing  in 
the  coronary  tree  and  without  complications 
in  the  aorta  and  iliac  vessels.  A chronic, 
active  peptic  ulcer  2 cm.  in  diameter  was 
located  on  the  lesser  curvature  of  the  stom- 
ach consistent  with  the  history.  Scattered 
petechial  hemorrhages  were  found  in  an 
edematous  mucosa  along  the  small  and  large 
bowel,  compatible  with  uremic  enteritis. 

Both  kidneys  exhibited  severe  scarring 
when  viewed  from  their  capsular  surfaces 
(Fig.  2A),  and  in  the  right  kidney  the  tips 
of  the  pyramids  in  the  upper  pole  were  soft, 
yellowish,  and  necrotic  (Fig.  2B).  Micro- 
scopic examination  confirmed  Dr.  Wolfe’s 
diagnoses  of  chronic  pyelonephritis  and 
necrotizing  papillitis  (Fig.  3).  The  lesion 
was  somewhat  different  from  the  conven- 
tional form  of  bacterial  pyelonephritis;  there 
was  lesser  exudation  of  inflammatory  cells 
and  more  diffuse  interstitial  fibrosis.  There 
was  no  stainable  iron  in  the  kidneys. 

As  Dr.  Wolfe  pointed  out,  analgesics 
have  been  implicated  in  the  etiology  of  a 
type  of  chronic  nephritis,  and  a number  of 
fatalities  have  occurred,  as  in  this  patient, 
with  death  in  uremia  from  a form  of  bilateral 
parenchymatous  renal  disease  with  papillary 
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FIGURE  3.  Microscopic  views.  (A)  Scanning  view  of  the  tip  of  a necrotic  papilla  showing  ischemia,  pale 
staining,  and  the  suggestion  of  a thin  crevice  between  the  necrotic  tissue  and  the  viable  tissue  on  either 
size,  that  is,  the  beginning  of  sequestration.  (B)  Low-power  view  showing  a band  of  interstitial  scarring  with 
inflammatory  effects  abutting  an  area  of  relatively  spared  cortex.  (C)  Detail  of  (B)  showing  tubular  atrophy 
and  a light,  diffuse  sprinkling  of  lymphocytes  but  no  periglomerular  fibrosis.  (D)  High-power  view  showing 
relative  preservation  of  glomeruli,  severe  tubular  atrophy,  and  periglomerular  hyalinization,  but  almost  no 
inflammatory  cells.  (E)  Tubular  atrophy  and  condensation  of  interstitial  tissue  are  not  accompanied  by 
inflammatory  exudate.  (F)  Medium-power  view  of  cortex  shows  diffuse  interstitial  fibrosis  (Masson  stain). 


necrosis  superimposed.  In  this  patient  we 
do  not  have  quantitative  data  regarding  the 
amount  of  analgesic  ingested.  He  seemed  to 
favor  an  analgesic  compounded  with  codeine. 
One  wonders  whether  or  not  his  peptic  ulcer 
may  have  been  the  result  of  salicylates.  One 
also  wonders  whether  the  development  of  the 
ulcer  may  not  have  impelled  him  to  reduce  his 
drug  intake  over  the  two  years  before  death. 
Also,  as  a general  rule,  a patient  is  more 
likely  to  abuse  self-medication  with  plain 
analgesic  compound  than  with  the  compound 
plus  codeine  phosphate.  Not  only  does  the 
latter  require  a prescription,  but  it  is  rather 


constipating,  and  I would  attribute  this 
symptom  in  this  patient  to  codeine.  At  a 
guess,  I would  think  that  an  “addict”  might 
take  10  to  12  or  more  tablets  of  the  com- 
pound daily,  but  probably  not  more  than  4 
or  5 of  them  plus  codeine.  However,  one 
can  never  predict  what  such  unstable  people 
will  do.  In  any  event,  it  is  evident  that 
renal  damage  had  been  developing  slowly 
over  a period  of  years,  and  even  if  he  did 
decrease  his  dosage  over  the  past  two  years, 
the  renal  changes  were  irreversible,  and  the 
rapid  denouement  with  papillary  necrosis 
inevitable  in  the  Aristotelian  sense. 

Following  initial  reports  by  Spiihler  and 
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Zollinger,2  numerous  additional  examples  of 
renal  disease  following  the  abuse  of  self- 
prescribed  analgesics  appeared  in  the  Swiss 
and  Scandinavian  literature.  The  drug 
incriminated  was  acetophenetidin.  In  1959 
Larsen  and  Miller3  summarized  this  litera- 
ture and  proposed  the  term  chronic  primary 
interstitial  nephritis  in  an  effort  to  distin- 
guish this  lesion  from  pyelonephritis  which 
implies  a bacterial  causation.  The  nephritis 
was  not  always  fatal  nor  did  all  cases  which 
came  to  autopsy  exhibit  papillary  necrosis. 
The  nonfatal  cases  had  symptoms  referable 
to  the  urinary  tract  accompanied  by  loss 
of  urine-concentrating  ability,  minimal  uri- 
nary findings,  and  an  absence  of  hypertension 
and  retinopathy.  Urinary  tract  infection 
was  present  in  a large  proportion  of  patients, 
but  it  was  the  consensus  among  continental 
observers  that  bacterial  infection  was  super- 
imposed on  a kidney  already  damaged  by 
acetophenetidin . 

Parenthetically,  acetophenetidin  is  a drug 
so  generally  used  that  it  is  a component  in 
no  less  than  48  separate  preparations  of 
“ethically  distributed”  drugs  listed  in  the 
current  issue  of  Physicians'  Desk  Referenced 
Seven  of  these  preparations  include  codeine. 
This  does  not  take  into  account  an  even 
larger  number  of  proprietary  compounds. 
I hesitate  to  say  “unethically  distributed” 
and  shall  adhere  to  the  euphemism  of  the 
trade.  I need  not  elaborate  on  the  ready 
availability  of  such  drugs  which  are  freely 
available  without  prescription,  nor  on  the 
growing  tendency  of  the  American  public  to 
medicate  itself,  nor  on  the  constant  stream 
of  propaganda  and  advertising  which  suborn 
this  unceasing  quest  for  analgesia.  Surely, 
analgesia  merits  a high  value  in  a hedonistic 
society,  but  should  it  be  at  the  expense  of 
renal  damage? 

The  first  report  in  the  American  literature 
was  a well- written,  well-documented,  care- 
fully discussed  account  of  a single  fatal  case 
by  Moolten  and  Smith.5  Commenting  that 
previous  observers  have  enphasized  primary 
interstitial  fibrosis,  Moolten  and  Smith 
questioned  whether  this  finding  might  be 
secondary  to  tubular  damage,  most  likely 
incurred  by  preferential  precipitation  of 
methemoglobin  over  hemoglobin  within 
renal  tubules  containing  acid  glomerular 
filtrate.  Support  was  found  for  this  hy- 
pothesis by  the  demonstration  of  iron-staining 
granules  in  the  tubular  epithelium  in  their 


case  and  by  the  experimental  observation 
that  methemoglobin  solutions  have  been 
used  to  produce  degeneration  and  necrosis  of 
tubular  epithelium  in  dogs.  In  our  present 
case  the  tubular  epithelium  was  essentially 
normal  except  for  changes  secondary  to 
sclerosing  atrophy  by  interstitial  fibrosis, 
and  there  was  no  stainable  iron.  However, 
I cannot  exclude  the  possibility  that  the 
initial  damage  to  the  kidneys  in  this  patient 
may  have  been  due  to  methemoglobin  and 
that  the  absence  of  stainable  iron  reflects 
decreased  drug  intake  over  the  two  years 
before  death.  Papillary  necrosis  was  not 
present  in  Moolten  and  Smith’s  case.  The 
explanation  for  this  lesion  lies  in  the  well- 
known  distribution  of  the  intrarenal  arterial 
ramification  and  the  accompanying  hemo- 
dynamic gradient  which  normally  impover- 
ishes the  medulla,  especially  the  tips  of  the 
pyramids,  of  arterial  oxygen  supply.  Even 
as  reduced  oxygenation  in  this  area  favors 
intravascular  sickling  and  hematuria  in 
patients  with  sickle  cell  trait,  so  may  it  pre- 
dispose to  the  ischemic  necrosis  of  papillae 
when  interstitial  scarring  reduces  blood  flow 
and  oxygen  below  the  point  of  viability. 

Individual  case  reports  have  appeared 
subsequently  in  the  American  literature, 
and  the  lesion  has  attracted  the  attention  of 
urologists.  Rutner  and  Smith'5  summarized 
the  histories  and  pathologic  observations  of 
4 cases;  Dr.  Smith  modestly  did  not  mention 
that  the  patient  discussed  today  is  Case  1 
in  this  well-illustrated  report.  Their  em- 
phasis on  early  roentgeno graphic  diagnosis 
was  ably  amplified  by  Fifield7  who  also  re- 
ported 4 cases.  The  first  2 cases  reported  by 
Rutner  and  Smith  died,  but  their  other  2 
cases  as  well  as  the  4 reported  by  Fifield 
survived  following  vigorous  therapy  and 
discontinuance  of  the  implicated  medica- 
tion. Two  other  well-documented  cases 
may  be  cited.8-9 

However,  the  issues  posed  are  by  no  means 
solved.  The  fact  that  acetophenetidin  is 
an  ingredient  common  to  the  various  anal- 
gesic mixtures  does  not  insure  that  it  is  in- 
deed the  offender.  Aspirin,  antipyrine, 
and  caffeine  are  usually  compounded  with 
acetophenetidin;  nephrotoxicity  may  be  the 
result  of  synergistic  action  between  any  two 
or  among  three  or  more  of  these  agents. 
Acetophenetidin  given  alone  does  not  pro- 
duce renal  lesions  in  animals,  even  with  high 
dosage  over  a long  period.  There  is  no 
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reason  to  believe  that  the  mechanisms  for 
nephrotoxicity  are  different  in  animals  from 
those  in  man. 

Acetophenetidin  itself  does  not  bind  or 
oxidize  sulfhydryl  groups  as  nephrotoxic 
heavy  metals  do.  However,  some  of  its 
metabolites  can  be  broken  down  further  to 
intermediates  and  free  radicals  which  modify 
electron  transfer  from  ferrous  heme  groups 
and  sulfhydryl  groups  to  molecular  oxygen. 
It  is  likely,  however,  that  this  occurs  in  red 
blood  cells  only,  not  in  renal  tubular  epi- 
thelium. Both  acetophenetidin  and  its 
principal  metabolite,  N-acetyl-p-amino- 
phenol  can  produce  shortened  red  cell  sur- 
vival, even  to  the  point  of  producing  true 
hemolytic  disease.  However,  unless  hemol- 
ysis is  massive,  neither  free  hemoglobin  nor 
methemoglobin  is  likely  to  produce  renal 
injury.  With  slow,  subclinical  hemolysis 
hemosiderin  may  be  deposited  in  renal 
tubules  in  small  amounts,5  but  there  is  no 
substantive  evidence  that  hemosiderosis  of 
tubular  epithelium  ultimately  leads  to 
interstitial  fibrosis.  Massive  hemolysis  is  a 
real  threat  in  patients  with  glucose-6-phos- 
phate  dehydrogenase  deficiency,  but  one 
questions  whether  a similar  mechanism 
would  operate  to  produce  renal  disease  in 
otherwise  normal  individuals. 

There  is  some  evidence  that  acetophenet- 
idin can  render  the  kidney  more  susceptible 
to  secondary  bacterial  injury;  experiments 
have  involved  intravenous  injection  of 
bacterial  suspensions.  The  relevance  of  this 
concept  to  ascending  urinary  tract  infection 
remains  open.  Nonetheless,  microscopic  ex- 
amination of  the  kidneys  in  the  present  case 
as  well  as  the  descriptions  of  the  renal  lesions 
in  other  autopsied  cases  indicates  that  the 
picture  is  not  one  of  the  conventional  chronic 
active  bacterial  pyelonephritis,  either  hema- 
togenous or  ascending.  Whether  or  not  this 
difference  can  be  ascribed  to  the  anti-in- 
flammatory effects  of  the  salicylates  in- 
gested along  with  the  acetophenetidin  re- 
mains to  be  determined.  Yet  the  anti- 
inflammatory properties  of  salicylates  may 
furnish  a clue  to  the  larger  question  of 
nephrotoxicity,  either  as  a sole  agent  or  in 
combination  with  certain  other  drugs, 
namely,  acetophenetidin,  which  does  not 
possess  an  anti-inflammatory  action.  Pos- 
sibly the  ability  of  aspirin  and  other  sali- 
cylates to  alter  mitochondria  and  to  un- 
couple oxidative  phosphorylation,  depriving 


cells  of  adenosine  triphosphate  and  dis- 
sipating the  energy  of  metabolic  oxidation 
as  heat,  may  play  an  important  role  in  per- 
mitting acetophenetidin  to  damage  cells 
which  otherwise  might  remain  unaltered  or 
in  modifying  the  body’s  resistance  to  bac- 
terial infection. 

From  the  preceding  speculations  it  is 
apparent  that  many  of  the  basic  questions 
remain  to  be  solved.  Although  one  cannot 
say  with  assurance  that  acetophenetidin  per 
se  is  responsible  for  the  renal  lesions  we  have 
seen,  and  it  is  possible  that  salicylates  may 
be  equally  important  in  their  pathogenesis, 
there  is  not  much  need  for  argument  at  a 
practical  level.  Overdosage  with  analgesics, 
like  any  other  drug,  can  be  dangerous. 
It  is  important  for  physicians  to  be  alert  to 
analgesic  abuse  as  a possible  factor  in  cases 
of  atypical  renal  disease  and  to  interrogate 
suspected  patients  closely.  Also,  it  is  al- 
ways wise  to  take  a careful  history  of  the 
medications  a patient  is  taking  or  has  taken; 
otherwise  one  may  overlook  the  possible  re- 
lationship between  such  medications  and 
lesions  later  found  at  autopsy.  Surely,  no 
pathologist  looking  at  these  kidneys  in  the 
absence  of  a clinical  history  of  analgesic 
abuse  could  distinguish  them  with  any 
certainty  from  other  examples  of  pyelone- 
phritis or  interstitial  nephritis  with  papillary 
necrosis. 

Anatomic  diagnoses 

1.  Chronic  interstitial  nephritis  and  pyelo- 
nephritis with  papillary  necrosis , consistent 
with  analgesic  nephrotoxicity 

2.  Peptic  ulcer , stomach , lesser  curvature , 
chronic,  active 

3.  Arteriosclerosis,  moderate 

4.  ( Uremia ) 
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Case  history 

This  fifty-four-year-old  woman  developed 
pain  in  her  left  leg  associated  with  soft- 
tissue  fullness  of  the  thigh  one  year  before 
admission.  There  had  been  no  previous 
trauma  or  infection  in  the  involved  leg. 

Six  months  before  admission,  she  had  been 
treated  symptomatically  and  had  been  ad- 
vised to  avoid  full  weight-bearing  on  the 
affected  leg. 

She  had  been  well  except  for  a pre- 
vious appendectomy,  cholecystectomy,  and 
hysterectomy.  The  hysterectomy  was  fol- 
lowed by  radiation,  presumably  for  cancer  of 
the  uterus. 

Physical  examination  showed  a well- 
developed  woman  complaining  of  pain  in  her 
left  thigh.  Blood  pressure  was  150/90,  and 
the  significant  finding  on  physical  examina- 
tion was  anterior  bowing  of  the  left  thigh 
associated  with  tenderness  at  the  midshaft 
level  of  the  femur  and  atrophy  of  the  thigh 
muscles. 

Laboratory  studies  including  calcium, 
phosphorus,  and  alkaline  phosphatase  deter- 
minations were  within  normal  limits. 

Radiographic  discussion 

Nathaniel  Finby,  M.D.:  Roentgen  study 
of  the  chest  and  skeleton  revealed  normal 
structures  except  for  the  left  femur  which 
showed  bowing  and  widening  of  the  di- 
aphysis  with  cortical  thickening  and  tra- 


FIGURE  1.  Pelvis  and  proximal  femora  normal  ex- 
cept for  abnormality  of  shaft  of  left  femur. 


becular  prominence  in  the  shaft  beginning 
immediately  below  the  trochanters  and 
extending  to  the  lower  third  of  the  femur 
(Fig.  1).  There  is  a “flame-shaped”  (el- 
liptical) radiolucency  associated  with  ex- 
pansion of  the  middle  third  of  the  femoral 
shaft.  This  area  is  about  20  cm.  in  length 
and  shows  mottled  sclerosis  in  its  proximal 
portion  and  a well-circumscribed  radiolucency 
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FIGURE  2.  Roentgenograms.  (A)  Bowing  of  left  femur  associated  with  expanding  “flame  shaped”  lesion 
in  its  middle  third.  Note  sclerosis  and  cortical  thickening  proximal  to  femoral  shaft  and  mixed  blastic  and 
lytic  densities  in  the  area  where  medullary  expansion  begins.  The  distal  portion  of  the  “flame”  is  radio- 
lucent.  (B)  Enlarged  photograph  of  “flame-shaped”  lesion  showing  horizontal  linear  radiolucent  fissures 
along  lateral  cortical  margin. 


distally  (Fig.  2).  Along  the  lateral  margin  of 
this  expanded  area  there  are  two  radiolucent 
linear  zones  with  sclerotic  margins  having 
the  appearance  of  “pseudofractures.” 

The  differential  diagnosis  of  this  femoral 
abnormality  includes  Paget’s  disease  and 
fibrous  dysplasia.  Metastatic  cancer,  bone 
sarcoma,  chronic  osteomyelitis,  hyper- 
parathyroidism, and  the  reticuloses  are  to 
be  considered  but  are  not  likely  possibilities. 

The  “flame-shaped”  lesion,  with  sclerosis 
proximally  and  lysis  distally,  is  strongly  sug- 
gestive of  Paget’s  disease. 

Surgical  discussion 

Frederick  R.  Thompson,  M.D.:  Because 
of  the  history  of  uterine  cancer,  metastatic 
cancer  was  considered  in  the  differential 
diagnosis  of  the  lesion  of  the  left  femur. 
Since  there  were  evidences  of  incomplete 
fracture  both  clinically  and  radiographically, 
it  was  decided  that  internal  and  external 
fixation  of  the  bone  was  necessary  to  pre- 


FIGURE  3.  Cortex  of  femur.  Trabeculae  of  bone 
are  soft,  irregularly  arranged,  and  widened,  and 
the  thickness  of  the  cortex  is  greatly  increased. 
There  is  an  irregular  cystic  area  in  lower  left  hand 
corner  of  specimen. 

vent  the  disability  which  seemed  a threat  as 
the  result  of  progression  of  the  lesion. 

The  femur  was  widely  exposed.  A “trap” 
of  bone  was  removed  anteriorly  from  the 
expanded  portion  at  the  junction  of  the 
upper  and  middle  thirds  of  the  shaft. 
The  exposed  marrow  cavity  contained  white, 
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FIGURE  4.  (A)  The  trabeculae  have  many  cement  lines  which  produce  mosaic  pattern. 

Fibrous  tissue  fills  spaces  between  the  widened  spicules.  (B)  This  is  one  of  the  transverse  lines  seen  in 
the  radiograph.  Parallel  hands  of  dense  fibrous  tissue  fill  the  defect  between  the  separated  areas  of  cortex. 
This  is  a fibrous  union  of  a transverse  fracture  of  the  cortex.  Some  of  the  spicules  on  the  right  are  dead. 


gritty  material  that  was  considered 
metastatic  carcinoma,  and  this  material  was 
removed  by  curet.  An  additional  specimen 
was  taken  from  the  cortex  of  the  lateral  aspect 
of  the  central  portion  of  the  shaft,  the  site  of 
the  transverse  fracture  lines.  The  anterior 
bowing  was  then  corrected  by  osteotomy 
and  fixation  accomplished  with  an  intra- 
medullary nail  and  a plate  on  the  anterior 
surface  of  the  femur.  Bone  grafts  from  the 
ilium  were  placed  near  the  osteotomy  to 
reinforce  this  area.  When  these  grafts  were 
obtained,  light  patches  were  noted  in  the 
marrow  of  the  ilium  and  were  thought  to  be 
metastases.  A biopsy  was  taken  from  one  of 
these  areas. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  two  largest 
bone  fragments  submitted  have  the  gross 
characteristics  of  Paget’s  disease  (Fig.  3). 
The  cortex  is  thickened  and  has  a fluffy, 
spongy  appearance.  Figure  4A  displays  the 
mosaic  pattern  of  cement  lines  in  the 
spicules.  There  is  a lack  of  purposeful 
orientation  of  the  spicules.  Figure  4B 
illustrates  one  of  the  fracture  lines  which 
traversed  the  cortex  perpendicular  to  the 
surface  of  the  bone.  In  place  of  bony 
trabeculae,  there  are  parallel  bundles  of 
hyalinized  scar  tissue.  The  “flame”  area 
described  by  Dr.  Finby  in  the  thickened  bone 
includes  areas  in  which  the  lytic  phase  of 
Paget’s  disease  predominates.  Adjacent  to 
the  fracture  lines,  there  are  numerous  dead 
bone  trabeculae. 

Almost  the  entire  width  of  the  cortex  is 


replaced  by  “Paget’s”  bone;  only  a narrow 
zone  of  lamellated  compact  bone  remains  on 
the  inner  aspect  toward  the  medullary 
cavity.  Bone  from  ilium  is  normal. 

Comment 

Dr.  Finby:  Paget’s  disease  is  a clearly 
defined  osseous  abnormality  of  unknown 
origin  which  is  usually  readily  recognized 
roentgenographically.  Our  present  patient 
is  a woman  with  monostotic  involvement. 
This  is  the  less  common  situation  since 
patients  are  usually  men  with  multiple  areas 
of  involvement.  It  is  interesting  that 
Groh1  observed  9 patients  with  monostotic 
Paget’s  disease  over  a period  of  many  years 
and  felt  that  monostotic  disease  was  more 
common  than  polyostotic  involvement.  In 
my  experience,  the  reverse  is  true,  although 
statistical  evaluation  has  not  been  possible. 

Roentgenographically,  Paget’s  disease  is 
first  seen  as  a lytic  lesion  such  as  osteoporosis 
circumscripta  in  the  skull  or  a flame-shaped 
lesion  in  long  bones.  Indeed,  a 
“flame-shaped”  lytic  lesion  immediately 
suggests  the  possibility  of  Paget’s  disease. 

In  general,  Paget’s  disease  begins  in  one 
end  of  a bone  and  spreads  in  a continuous 
fashion  to  involve  the  major  portion  of  the 
bone.  Multiple  foci  or  skip  areas  are  unusual. 
The  change  from  a lytic  (hot  or  active) 
appearance  to  the  final  sclerotic  (cold  or 
inactive)  appearance  is  gradual  and  usually 
progresses  over  a period  of  years  with  the 
interval  appearance  of  mixed  zones  of 
radiolucency  and  sclerosis  almost  always 
associated  with  an  increase  in  size  of  the 
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bone.  In  a long  bone  one  may  see  the 
advancing  lytic  lesion  in  continuity  with  the 
mixed  type  of  lesion  which  may  be  in  con- 
tinuity with  the  sclerotic  lesions.  Thus 
healing  or  inactivity  may  take  place  at  the 
original  site  of  involvement  while  the 
advancing  margin  of  involvement  remains 
active  and  lytic  in  appearance. 

During  the  active  stages  of  the  disease, 
the  long  bones  of  the  extremities  may  bow 
as  a result  of  weight-bearing  and  other 
stresses.  Fractures  are  common  during  this 
destructive,  lytic  phase  of  the  disease,  and 
it  is  of  interest  that  the  fractures  usually  are 
transverse  but  may  be  oblique  or  incomplete. 
The  classical,  sharp,  transverse  fracture  in  a 
long  bone  has  been  described  as  a “banana” 
fracture  because  of  its  appearance.  The 
fractures  tend  to  heal  readily,  although  the 
callus  may  show  evidence  of  the  underlying 
disease. 

The  “pseudofractures”  are  not  seen  as 
frequently.  They  should  not  be  confused 
with  the  pseudofractures  of  osteomalacia  be- 
cause, as  Steinbach2  points  out,  the  pseudo- 
fractures in  osteomalacia  involve  the  medial 
surface  of  the  shaft,  are  associated  with 
generalized  bone  disease,  and  frequently 
are  bilateral  and  symmetrical.  The  “pseudo- 
fractures” of  Paget’s  disease  occur  along  the 
lateral  surface  of  the  femur  or  the  anterior 
surface  of  the  tibia,  appearing  as  fissures 
lying  perpendicular  to  the  long  axis  of  the 
bone.  As  in  our  patient,  they  may  be  seen 
as  radiolucent  linear  shadows  with  sclerotic 
margins. 

Dr.  Begg:  In  osteitis  deformans  (Paget’s 
disease),  the  normal  bone,  with  its  trabeculae 
arranged  to  withstand  stresses  and  strains,  is 
replaced  by  softer,  weaker  bone  spicules 
which  have  no  regular  alignment.  Fracture 
is  a threat  when  weight-bearing  bones  are 
involved,  and  Jaffe3  notes  that  the  patients 
in  whom  fractures  occur  may  be  bedridden 


for  long  periods  of  time.  The  linear  fissures 
seen  in  the  femoral  cortex  (Figs.  2 and  4B 
demonstrate  the  correlation  of  radiologic 
and  pathologic  features)  are  small,  incom- 
plete fractures  resulting  from  the  stress  of 
standing  and  walking.  The  anterior  bowing 
of  the  bone  literally  pulls  regions  of  the 
cortical  bone  apart,  and  parallel  bands  of 
scar  tissue  develop  between  the  separated 
ends.  It  is  easy  to  see  how  even  minor 
trauma  could  cause  a more  extensive  fracture 
with  marked  comminution  in  these  areas. 
Callus  forms  in  fractured  bones  which  are 
the  site  of  Paget’s  disease,  but  it  has  the 
same  weak  qualities  and  mosaic  appearance 
as  “Paget’s”  bone  and  may  not  be  an 
effective  reparative  tissue. 

Although  Paget’s  disease  is  common  over 
the  age  of  forty  3 symptoms  resulting  from  it 
are  not  common.4  A special  concern  is  the 
possibility  of  development  of  sarcoma. 
The  incidence  of  this,  when  related  to  the 
over-all  incidence  of  Paget’s  disease,  sympto- 
matic and  asymptomatic,  is  probably  about 
0.1  per  cent,  but  in  patients  with  symptoms 
it  may  be  as  high  as  7 per  cent.5  I hope  we 
will  be  able  to  learn  the  result  of  the  treat- 
ment carried  out  in  this  patient  since  I 
have  not  seen  this  mode  of  therapy.  From 
our  examination,  I would  think  that  the  real 
risk  of  serious  fracture  may  be  prevented  by 
the  fixation  and  correction  of  deformity. 
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Recent  reports  of  the  adverse  effects  of 
cholesterol-lowering  agents  on  the  skin  and 
on  other  ectodermal  structures  led  to  a 
new  chapter  in  pharmacology.  Previously, 
drugs  of  similar  chemical  structure  or  con- 
taining similar  chemical  groupings  have 
been  known  to  induce  the  same  or  closely 
related  side-effects.  However,  hypocholes- 
teremic agents  of  widely  differing  chemical 
composition  have  produced  the  same  skin 
changes.  On  the  other  hand,  the  derma- 
toses induced  by  different  drugs,  with  the 
common  pharmacologic  property  of  lowering 
serum  cholesterol,  may  not  be  identical  but 
may  have  certain  clinical  and  histologic 
features  which  are  analogous.  Interestingly 
enough,  within  this  conglomerate  group  of 
drugs,  not  only  have  there  been  many  in- 
stances of  deleterious  side-effects  on  the 
skin,  but  also  one  of  these  agents  has  been 
used  successfully  in  the  treatment  of  a com- 
mon dermatosis. 

Chemical  composition  and 
pharmacologic  effects 

The  first  of  the  hypocholesteremic  agents 
which  was  shown  to  induce  severe  side- 

Prepared  with  the  support  of  grant  AM-05690-04  from  the 
National  Institutes  of  Health,  Bethesda,  Maryland. 


effects  was  triparanol,  which  is  a triaryl- 
substituted  ethanol.1  ~3  Toxic  manifesta- 
tions induced  by  this  compound  are  not 
limited  to  the  skin,  but  also  involve  other 
ectodermal  structures.  Simpson,  Blair,  and 
Cranswick4  have  reported  recently  on  the 
cutaneous  changes  produced  by  a new  butyr- 
ophenone  drug,  designated  WY-3457,  which 
has  been  on  clinical  trial  as  an  antipsychotic 
agent  for  the  control  of  schizophrenic  symp- 
toms. The  clinical  features  of  this  latest 
drug-induced  syndrome  are  extremely  simi- 
lar, if  not  identical,  to  the  triparanol  side- 
effects.  In  the  course  of  the  investigations 
on  WY-3457,  it  was  discovered  that  serum 
cholesterol  levels  were  lowered  significantly. 

In  the  case  of  triparanol,  it  has  been  shown 
that  the  locus  of  action  in  the  biosynthetic 
sequence  leading  to  cholesterol  is  between 
24-dehydrocholesterol  (desmosterol)  and 
cholesterol  itself.5  Wright  in  19626  em- 
phasized that  since  desmosterol  was  present 
in  the  tissues  of  persons  treated  with  tri- 
paranol, in  lieu  of  cholesterol,  caution  should 
be  exercised  in  the  use  of  the  drug  until 
such  time  as  the  properties  of  desmosterol 
were  known. 

It  has  been  shown  that  in  rat  liver  homog- 
enates WY-3457  inhibits  the  incorporation 
of  2-C14-DL  mevalonate  into  cholesterol.7 
It  was  estimated  from  the  high  recovery  of 
labeled  material  in  the  nonsaponifiable 
fraction  that  the  block  occurs  after  squalene 
has  been  formed.  A tentative  suggestion 
that  WY-3457  may  have  a triparanol-like 
action,  in  spite  of  its  differing  chemical 
structure,  has  not  been  confirmed.  All 
that  can  be  said  at  present  is  that  both 
drugs  interfere  with  cholesterol  biosynthesis. 

In  1955  Altschul,  Hoffer,  and  Stephen8 
demonstrated  that  when  nicotinic  acid  was 
administered  to  human  subjects,  it  had  a 
hypocholesteremic  effect,  provided  that  a 
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high  dosage  level  was  maintained.  Their 
findings  have  been  verified  by  many  other 
workers.9-  10  Nicotinic  acid  inhibits  the 
biosynthesis  of  cholesterol  from  acetate 
but  not  from  mevalonate  in  rat  liver  homog- 
enates.11 It  has  been  suggested  that 
nicotinic  acid  inhibits  reactions  between 
acetate  and  mevalonate  in  the  biosynthesis 
of  cholesterol.6  In  another  study  of  rats, 
Gay  lor  and  Villafranca12  showed  that  high 
doses  of  nicotinic  acid  will  depress  the 
incorporation  of  an  injected  dose  of  labeled 
cholesterol  into  serum  lipoproteins.  Since 
1959,  there  have  been  frequent  reports  of 
cutaneous  side-effects,  induced  by  thera- 
peutic doses  of  nicotinic  acid.  While  these 
side-effects  do  not  mimic  those  produced  by 
triparanol  or  the  butyrophenone  drug,  they 
have  certain  features  in  common. 

Cholestyramine  resin  has  been  available 
for  investigational  use  since  1961.  This 
drug  is  the  chloride  salt  of  a strongly  basic 
anion  exchange  resin,  with  great  absorptive 
affinity  for  bile  acids.13  Its  established 
pharmacologic  effects  are  based  on  its 
ability  to  sequester  bile  acids  in  the  intestinal 
tract  and  therefore  prevent  their  reabsorp- 
tion. Thus  serum  cholesterol  is  lowered 
because  the  rate  of  cholesterol  oxidation  in 
the  liver  is  increased  to  replace  the  bile 
acids  sequestered.14  Cholestyramine  has 
been  used  to  control  the  intense  pruritus  as- 
sociated with  biliary  cirrhosis,  and  it  has 
been  postulated  that  the  relief  of  this 
distressing  symptom  is  due  to  the  removal  of 
bile  acids  deposited  in  the  skin  and  their 
excretion  in  the  feces.15-17  However,  there 
has  been  no  experimental  confirmation  of 
this  concept. 

This  summary  has  not  been  compiled  to 
give  an  over-all  picture  of  the  hypocholes- 
teremic  agents  at  present  in  use  or  under 
investigation.  Rather,  its  purpose  is  to 
mention  drugs  of  differing  chemical  structure 
and  diverse  effects  on  the  metabolism  of 
cholesterol.  They  have  in  common  the 
property  of  influencing  the  biochemistry  of 
the  skin. 

Clinical  syndromes  and  cutaneous 
changes 

Triparanol  has  been  shown  to  induce 
ichthyosis,  alopecia,  and  change  in  hair 
color.  These  clinical  signs  could  occur 


together  in  the  same  patient,  or  an  in- 
complete cutaneous  syndrome  might  be 
present.  It  did  not  appear  that  there  was 
any  predictability  about  the  response  in  any 
individual  patients.18  Further,  the  dosage 
levels  did  not  necessarily  influence  the  like- 
lihood of  the  occurrence  of  side-effects  re- 
lated to  the  skin.  Similarly,  the  duration  of 
medication  was  not  important  in  the  pro- 
duction or  severity  of  these  side-effects. 
Apparently  there  was  some  individual 
susceptibility,  and  it  is  significant  that  the 
toxic  reactions  occurred  in  males.  The 
ichthyosis  was  comparable  to  congenital 
ichthyosis  both  on  a clinical  and  on  a his- 
topathologic basis.  Lightening  of  the  hair 
and  alopecia  of  the  telogen  effluvium  type 
was  observed  frequently.19 

In  addition  to  these  changes  in  the  skin 
and  hair,  cataract  formation  was  associated 
with  the  drug  administration.  The  cata- 
racts were  both  anterior  and  posterior  and 
subcapsular  in  location.  They  occurred  at 
most  dosage  levels,  and  unlike  the  cutaneous 
effects,  they  were  not  reversible  when  the 
drug  was  withdrawn.20 

WY-3457,  the  experimental  butyrophe- 
none  drug,  apparently  induces  very  similar 
clinical  effects.  Among  10  male  patients 
with  chronic  schizophrenia  who  were  given 
high  doses  of  the  medication,  5 white  sub- 
jects exhibited  side-effects.  One  of  the  3 
Negro  subjects  in  the  group  also  had  slight 
skin  changes.  The  clinical  syndrome  con- 
sisted in  scaling  and  darkening  of  the  skin, 
blonde  discoloration  of  the  hair,  and  thinning 
of  the  scalp  hair.  The  skin  picture  was  that 
of  ichthyosis  vulgaris,  and  the  brown- grey 
color  of  the  integument  was  due  not  to 
hyperpigmentation  but  to  adherent  scales. 
A cataract  developed  in  1 of  the  affected 
patients  thirty-two  weeks  after  discontinu- 
ing medication,  and  at  this  time  early  cata- 
racts were  also  seen  in  several  of  the  other 
patients.  Only  in  one  instance  did  the 
cataract  resemble  that  previously  seen  with 
triparanol  medication;  in  the  others  the 
cataracts  were  similar  to  the  senile  variety. 
Meibomianitis  was  seen  in  2 patients, 
and  it  is  noteworthy  that  this  symptom  was 
also  associated  with  triparanol  therapy.4 

Nearly  all  the  patients  on  high-dosage 
nicotinic  acid  therapy  have  experienced  sub- 
jective and  objective  flushing,  which  has 
often  been  accompanied  by  pruritus.  This 
flush  reaction  tends  to  decrease  as  treatment 
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is  continued.  Transient  urticaria  has  been 
observed  in  a few  cases.  Among  the  group 
of  44  patients  reported  by  Parsons  and 
Flinn,21  dryness  of  the  skin  was  noted  during 
the  time  they  received  medication.  Two 
of  this  group  also  had  a brown  eruption  in 
the  axillae  and  at  pressure  points,  which 
resembled  acanthosis  nigricans.  This  re- 
action subsided  when  nicotinic  acid  was 
withdrawn  and  nicotinamide  was  substi- 
tuted. The  nicotinamide  was  inactive 
as  a hypocholesteremic  agent.  Ruiter  and 
Meyler22  discussed  this  acanthosis  nigricans- 
like  picture  in  some  detail  and  also  the 
peculiar  dry  skin  effect.  Tromovitch, 
Jacobs,  and  Kern23  published  a further  case 
in  which  the  acanthosis  nigricans  appeared 
while  the  patient  was  receiving  nicotinic 
acid  therapy,  disappeared  when  the  drug 
was  withdrawn,  and  reappeared  when  treat- 
ment was  reinstituted.  A biopsy  from  a 
typical  lesion  showed  slight  changes  of 
hyperkeratosis,  acanthosis,  papillomatosis, 
and  increased  melanin  in  the  epidermis. 

Cholestyramine  has  not  been  shown  to 
produce  deleterious  side-effects  referable  to 
the  skin.  On  the  contrary,  it  has  been 
used  with  some  measure  of  success  in  the 
treatment  and  control  of  psoriasis.  Since 
June,  1961,  the  author  has  treated  41 
psoriatic  patients  with  this  agent,  8 to  20 
Gm.  daily.  Analysis  of  the  results  of  ther- 
apy have  shown  that  the  most  significant 
response  has  been  in  the  control  of  associated 
pruritus.  Of  the  41  patients,  31  initially 
complained  of  itching,  and  of  these,  26  re- 
ported complete  relief  of  this  symptom  as 
long  as  therapy  was  maintained.  Complete 
resolution  of  cutaneous  lesions,  with  the 
remission  lasting  over  the  period  of  experi- 
mental therapy,  was  achieved  in  13  patients 
out  of  the  whole  group.  Twenty-one  other 
patients  reported  diminution  in  the  scaling 
and  in  the  erythema,  size,  and  number  of 
lesions,  with  exacerbation  of  these  symptoms 
when  the  drug  was  withdrawn.  Although 
photographic  records  were  used  to  verify 
or  discount  the  impressions  of  the  patients, 
it  is  thought  that  these  were  insufficient  for 
the  proper  evaluation  of  cholestyramine 
as  an  active  therapeutic  agent  in  psoriasis. 
Since,  however,  these  preliminary  results 
are  of  interest,  objective  methods  are  being 
developed  for  therapeutic  assessment  in  a 
controlled  clinical  trial  of  the  drug.  This 
will  be  a double-blind  study  in  which 


exfoliated  scale  will  be  measured  as  total 
daily  loss  and  the  size  of  the  lesions  will  be 
determined  planimetrically.24  Steatorrhea 
has  been  found  in  subjects  receiving  high 
doses  of  cholestyramine.25-  26  This  was  ob- 
served in  1 patient  of  the  present  group, 
whose  intake  of  cholestyramine  exceeded  16 
Gm.  per  day.  Various  laboratory  technics 
were  employed  as  tests  for  evidence  of  mal- 
absorption. Four  patients,  who  received 
cholestyramine  continuously  for  periods  in 
excess  of  nine  months,  showed  prolonged 
prothrombin  times.  In  one  of  these  there 
was  transient  anal  bleeding,  which  may 
have  been  associated  with  a vitamin  K 
deficiency.  Parenteral  vitamin  K was  ad- 
ministered to  these  persons,  and  the  pro- 
thrombin times  promptly  returned  to  normal 
values.  Coincidently,  the  anal  bleeding 
ceased  in  the  1 patient  exhibiting  this 
symptom.  Serum  cholesterol  levels  were 
lowered  significantly  throughout  the  group 
during  the  initial  one  to  three  months  of 
therapy.  After  this  time,  the  values  tended 
to  remain  rather  constant  or  to  rise  slightly. 
These  observations  may  be  compared  with 
those  reported  by  Schaffner27  in  a recent 
editorial  on  the  use  of  cholestyramine  in 
the  control  of  pruritus  associated  with 
biliary  cirrhosis. 

Biochemical  effects  of 
hypocholesteremic  agents  on  the  skin 

The  lipids  of  the  cutaneous  surface  are 
derived  from  two  sources:  the  sebaceous 

glands  and  the  decomposing  epidermal  cells. 
We  have  evidence  that  within  these  epi- 
dermal cells  there  is  normally  aggregation 
and  orientation  of  the  keratin  fibrils  into 
bundles  and  that  the  bundles  are  separated 
by  a complex  lipid  matrix.28  Under  patho- 
logic conditions,  both  the  aggregation  of  the 
keratin  fibrils  and  the  physical  state  of  the 
lipids  may  be  disturbed.29  Flesch,30  in  his 
recent  review  of  drugs  which  inhibit  kera- 
tinization,  has  postulated  that  chemical  and 
physical  changes  in  the  intracellular  lipids 
may  disrupt  the  formation  of  normal  horny 
structures.  He  has  pointed  out  that  choles- 
terol is  one  of  the  main  constituents  of  cellu- 
lar lipids  and  has  suggested  that  cholesterol 
biosynthesis  may  be  essential  to  normal 
hair  growth  and  epidermal  development. 
By  inference  then,  drugs  of  any  chemical 
structure  which  block  cholesterol  formation 
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may  cause  disturbances  of  keratinization 
in  the  epidermis  and  its  appendages.  Lens 
formation  and  keratinization  have  certain 
features  in  common,  more  particularly 
the  organization  of  protein  fibers  within  an 
amorphous  matrix.  The  chemical  com- 
position of  the  matrix  in  each  case  bears 
certain  features  common  to  both,  especially 
in  reaction  to  the  glycoproteins  present.31 
Although  it  might  seem  attractive  to  ex- 
tend Flesch’s  theories  to  explain  cataract 
formation  induced  by  these  drugs,  this  is 
entirely  unjustified  at  present. 

The  acanthosis  nigricans-like  changes  seen 
with  nicotinic  acid  medication  cannot  as  yet 
be  fully  explained.  They  do  not  conform  to 
any  of  the  varieties  of  acanthosis  nigricans 
described  by  Curth,32  that  is,  malignant, 
benign,  and  pseudo  acanthosis  nigricans. 
On  the  other  hand,  they  resemble  a derma- 
tosis which  has  been  seen  in  phenylketonuric 
subjects.33  It  has  been  suggested  that  in 
these  patients,  in  addition  to  the  known 
defect  of  phenylalanine  metabolism,  there  is 
an  abnormality  of  tryptophan  breakdown, 
with  accumulation  of  metabolites  in  the 
tissues. 

Returning  to  cholestyramine,  there  is 
experimental  evidence  that  this  drug  can 
influence  epidermal  metabolism  in  psoriasis. 
It  appears  that  in  this  disease  there  is  a 
biochemical  error  relating  to  the  transport 
and  excretion  of  the  sulfonic  acid  taurine. 
Orally  administered  taurine  is  retained  and 
may  be  deposited  in  the  skin.  Cholestyra- 
mine, through  its  property  as  a bile  acid 
sequestrant,  induces  an  increased  fecal 
excretion  of  taurine.34  Whether  choles- 
tyramine can  also  influence  the  accumula- 
tion of  complex  lipids  in  the  epidermis  is  at 
present  unknown.  It  is,  however,  of  in- 
terest that  a hypocholesteremic  drug  should 
have  an  active  pharmacologic  function  in  a 
disease  which  is  characterized  by  defective 
keratinization  and  changes  in  the  cement 
substance  of  the  epidermal  cells.35 

Conclusions 

Triparanol  has  received  considerable  pub- 
licity in  both  the  medical  and  lay  press. 
Its  withdrawal  from  the  market  in  April, 
1962,  because  of  toxic  effects  may  have  led 
us  to  question  the  advisability  of  treating 
states  of  hypercholesteremia  by  using  new 
drugs  which  inhibit  cholesterol  biosynthesis. 


Nevertheless,  it  is  perhaps  not  so  well  ap- 
preciated that  drugs  intended  for  other 
pharmacologic  purposes  may  have  chemical 
side  reactions,  so  that  they  interfere  with 
cholesterol  formation.  This  is  the  case  with 
the  butyrophenone  drug,  which  was  in- 
tended as  an  antipsychotic  agent.  Suitable 
animal  studies  on  newly  formulated  drugs 
might  be  set  up  to  avoid  these  pitfalls. 

Since  we  are  still  remarkably  ignorant  of 
the  essential  nutrients  required  by  the 
integument  for  its  proper  development  and 
maintenance,  it  would  be  well  to  exercise 
great  caution  before  advocating  hypocholes- 
teremic drugs  which  may  interefere  with 
cutaneous  lipid  synthesis.  Whether  choles- 
tyramine, which  has  a totally  different  mode 
of  action,  may  prove  to  be  clinically  useful  in 
the  control  of  serum  cholesterol  values  and 
the  prevention  of  lipid  deposition  in  the 
tissues  is  still  not  established.  Perhaps  it 
may  have  significant  practical  application 
in  the  treatment  of  psoriasis,  although  here 
again,  further  evaluation  is  essential. 
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Advice  issued  on  football  gear 

Advice  has  been  offered  to  parents  and  school 
officials  who  purchase  football  equipment. 
In  a statement  prepared  for  athletic  and  school 
officials,  the  American  Medical  Association 
Committee  on  the  Medical  Aspects  of  Sports 
and  the  National  Federation  of  State  High 
School  Athletic  Associations  said  the  selection 
of  protective  equipment  is  a major  factor  in 
safeguarding  the  health  of  the  athlete. 

Specifically,  the  two  groups  recommended: 
For  the  head:  A helmet  of  shock-absorbing 

material  encased  in  a rigid  plastic  shell.  Snug 
fit  and  protection  from  “bottoming”  of  the 
helmet  onto  the  head  must  be  assured.  A 
face  mask,  rigid  with  internal  cushioning,  not 
to  protrude  farther  than  one  and  one-quarter 
inch  from  the  nose  which  can  prevent  elbow 
contact  with  the  eyes.  Also,  a dentist-fitted 
mouthpiece. 

For  the  body:  All  pads  should  incorporate 
shock-absorbing  material  and  cover  the  in- 
tended area  properly.  The  fit  of  the  pants 
must  assure  effective  positioning  of  the  thigh 
and  knee  pads. 

For  the  ankles  and  feet:  All  players  should 
have  their  ankles  routinely  wrapped  with 
nonelastic  two  and  one-half  to  three-inch  width 
bandage.  Cleats  should  be  kept  short;  rubber 
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heels  without  cleats  may  be  preferred. 

The  basic  guiding  principles  to  the  selection 
of  protective  equipment  for  football  or  other 
sports  for  any  age  group  are:  The  best  available 
equipment  should  be  purchased;  equipment 
should  be  carefully  fitted;  equipment  should 
be  conscientiously  maintained;  and  equipment 
should  be  worn  at  all  appropriate  times,  in 
practice  or  in  games. 

The  statement  added  two  notes  of  caution. 
“Inferior  equipment  gives  the  wearer  a false 
sense  of  security  and  puts  him  in  jeopardy  of 
serious  injury.  Coaching  that  utilizes  pro- 
tective equipment  as  a weapon  is  indefensible, 
and  can  produce  injury  to  both  the  aggressor 
and  the  opponent.” 

The  A.M.A.  committee  added  words  of 
warning  to  parents  who  intend  to  purchase  a 
football  helmet  for  young  players.  Recent 
tests  prove  that  low-priced  helmets  sold  as  toys 
are  not  suitable  for  real  play.  A sample  of 
such  helmets  failed  to  withstand  the  lowest  im- 
pact level  of  standard  tests.  In  addition,  edges 
of  these  helmets  were  found  to  be  sufficiently 
sharp  to  cause  lacerations.  Moreover,  the 
suspension  or  internal  padding  provided  literally 
no  protection  on  impact.  Helmets  to  be  used 
in  actual  play  should  possess  the  same  pro- 
tective qualities  as  those  for  varsity  football. 
Otherwise,  the  safety  of  the  wearer  can  be  in 
serious  jeopardy. 
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Anoxia  is  a cause  of  fetal  and  neonatal 
deaths.  Abruption  of  the  placenta  is  fre- 
quently involved. 

The  cause  of  premature  separation  of  the 
placenta  is  unknown.  It  happens  more 
frequently  in  patients  with  toxemia.  The 
villi  are  separated  from  oxygenated  blood 
by  a clot.  Fetal  death  occurs  if  a large 
portion  of  the  placenta  is  detached.  The 
fetus  is  unaffected  if  the  area  of  separation 
is  small  and  the  remainder  of  the  placenta  is 
sufficient  to  oxygenate  the  blood. 

The  Central  New  York  Maternal  and 
Perinatal  Mortality  Study!  is  using  the 
Potter  Pathological  Classification1  in  an 
effort  to  aid  hospital  perinatal  committees 
in  studying  perinatal  deaths. 

Cases  are  analyzed  for  adequacy  of  man- 
agement and  avoidability  and  are  classified 
pathologically.  An  explanation  of  the  Potter 
classification  is  given  in  an  article  published 
in  the  Journal.2 

Hospital  perinatal  committees  in  Cayuga, 
Cortland,  Hamilton,  Herkimer,  Jefferson, 

* Chairman,  Subcommittee  on  Maternal  and  Child  Wel- 
fare. 

t Sponsored  by  the  Council  Comittee  on  Public  Health  and 
Education  of  the  Medical  Society  of  the  State  of  New  York 
and  The  Bureau  of  Maternal  and  Child  Welfare  of  the 
Department  of  Health  of  the  State  of  New  York,  supported 
by  a grant  from  the  Empire  State  Medical,  Scientific  and 
Educational  Foundation,  Inc. 


TABLE  I.  Basic  cause  of  death  abruptio  placentae 
in  mature  fetuses 


Contributory  Causes 

Fetal 

Deaths 

Neonatal 
Deaths 
(Birth 
to  Seven 
Days) 

No  additional  complications 

21 

3* 

Abruptio  and  toxemia 

3 

1 

Abruptio  and  low  implanta- 
tion of  placenta 

1 

0 

Abruptio  and  possible  Rh  in- 
compatability 

2 

0 

Abruptio  and  cord  entangle- 
ment 

1 

0 

Abruptio  and  rheumatic  heart 
disease 

1 

0 

Abruptio  and  omphalitis 

0 

1 

Abruptio  and  compound 
presentation  with  hyper- 
tension 

1 

0 

One  twin. 


Lewis,  Madison,  Onondoga,  Oneida,  Oswego, 
and  St.  Lawrence  counties  have  submitted 
a total  of  811  case  reports  for  analyses. 

A total  of  115  perinatal  deaths  were  due  to 
abruptio  placentae;  16  (14  per  cent)  were 
brought  to  autopsy. 

We  classified  107  (93  per  cent)  cases  as 
adequately  managed.  There  was  insuffi- 
cient detail  in  8 (7  per  cent)  to  justify  con- 
clusions on  management. 

There  were  8 (7  per  cent)  cases  that  were 
judged  to  have  been  potentially  avoidable; 
102  (88.6  per  cent)  perinatal  deaths  were 
felt  to  be  unavoidable.  We  were  unable  to 
classify  5 (4.3  per  cent)  because  we  lacked 
detailed  information. 

The  case  reports  included  60  (52  per  cent) 
fetal  deaths  and  55  (48  per  cent)  early 
neonatal  deaths.  An  additional  32  cases 
involved  placental  abruption  as  a contribu- 
tory cause. 
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TABLE  II.  Basic  cause  of  death  abruptio  placentae 
in  premature  fetuses 


Contributory  Causes 

Fetal 

Deaths 

Neonatal 
Deaths 
(Birth 
to  Seven 
Days) 

Prematurity 

21 

18 

Prematurity  and  pre- 
eclampsia 

3 

2 

Prematurity  and  diabetes 

2 

0 

Prematurity  and  low  implan- 
tation of  placenta 

2 

0 

Prematurity  and  hydramnios 
(twins) 

2 

0 

Prematurity  and  possible  Rh 
incompatibility 

1 

0 

Prematurity  and  prolapse  of 
cord 

1 

2 

Prematurity  and  narcotic  ad- 
diction 

1 

0 

Prematurity  and  maternal 
cystitis 

0 

1 

Prematurity  and  incompetent 
cervix 

0 

1 

Prematurity  and  possible  con- 
genital heart  disease 

0 

1 

Prematurity  (auto  accident) 

0 

1 

Prematurity  with  circumval- 
late  placenta 

0 

1 

The  contributory  causes  are  listed  in 
Tables  I,  II,  and  III.  Table  I deals  with 
deaths  of  mature  babies,  II  lists  viable  pre- 
mature infants,  and  III  contains  data  on 
previable  fetuses. 

Reports  of  32  perinatal  deaths  with 
abruptio  placentae  as  a contributory  cause 
were  received.  The  basic  reasons  for  the 
deaths  are  listed  in  Table  IV. 

Case  reports 

Case  1.  The  patient  was  a forty-one- 
year-old  gravida  5.  She  was  admitted  at 
the  thirty-second  week  with  vaginal  pres- 
sure and  bleeding.  Abdominal  examination 
showed  the  fetus  to  be  presenting  by  breech. 
Pelvic  examination  showed  the  cervix  di- 
lated 1 cm.,  thick,  and  long.  There  was  no 
evidence  of  placenta  previa.  The  finding 
was  confirmed  by  x-ray  examination.  A 
diagnosis  of  abruptio  placentae  was  made  and 
the  membranes  were  ruptured.  An  infusion 
of  5 per  cent  glucose  in  water  with  0.5  cc. 
of  oxytocin  (Pitocin)  was  started.  The 
fetal  heart  was  irregular,  and  oxygen  was 
administered  by  mask.  Uterine  contrac- 


TABLE  III.  Basic  cause  of  death  abruptio  placentae 
in  early  or  previable  fetuses 

Fetal 
Deaths 
(Intra- 
uterine Neonatal 


Death  Deaths 
Before  (Pre- 
Period  viable 
of  Via-  Fe- 

Contributory  Causes  bility)  tuses) 


Early  prematurity  7 17 

Early  prematurity  with  cord 

entanglement  1 2 

Early  prematurity  with  pos- 
sible Rh  incompatibility  0 2 

Early  prematurity  with  in- 
competent cervix  0 1 

Early  prematurity  with  as- 
sociated rupture  of  mar- 
ginal sinus  0 1 

Early  prematurity  with  pre- 
eclampsia 0 1 


TABLE  IV.  Contributory  cause  abruptio  placentae 
in  32  fetal  and  early  neonatal  deaths 


Basic  Causes  Number 


Malformation  of  brain  and  spinal  cord  3 

Malformation  of  heart  and  blood  ves- 
sels 1 

Malformation  of  lungs  and  trachea  1 

More  than  one  lethal  malformation  2* 

Cerebral  hemorrhage  3* 

Placenta  previa  2 

Prolapse  of  cord  3 

Cord  entanglement  2 

Anoxia  from  other  causes  4 

Anoxia  from  unknown  cause  1 

Rh  erythroblastosis  wdth  fetal  hydrops  1 

Rh  erythroblastosis  with  kernicterus  2 

Rh  erythroblastosis  without  hydrops  or 
kernicterus  1 

Pulmonary  atelectasis  with  hyaline 
membrane  disease  4 

Conceptuses  not  included  as  fetal  or 
neonatal  deaths  (fetuses  under  400 
Gm.)  2 


* One  terminal  abruptio  placentae. 


tions  became  established  within  a short 
time.  The  patient  received  a unit  of  blood 
one-half  hour  after  the  infusion  was  started. 
The  cervix  was  fully  dilated  three  hours 
after  the  oxytocin  drip  was  initiated.  A 
3-pound,  15-ounce  infant  was  delivered 
spontaneously,  without  anesthesia,  after  a 
thirty-two-minute  second  stage,  in  fair 
condition  (Apgar  rating  7).  The  patient  re- 
ceived a second  unit  of  blood  during  delivery. 
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The  baby  was  placed  in  an  isolette  in  the  pre- 
mature nursery.  The  stomach  was  aspi- 
rated; caffeine  sodiobenzoate  0.3  mg.  and 
vitamin  K 1 mg.  were  given.  Signs  of 
respiratory  distress  developed.  Pediatric 
management  was  satisfactory.  The  infant 
failed  to  respond  and  expired  twenty-four 
hours  after  delivery. 

Clinical  diagnosis.  The  diagnosis  was 
generalized  atelectasis  with  hyaline  mem- 
brane disease. 

Comment.  We  are  of  the  opinion  the 
case  was  properly  managed.  Some  physi- 
cians, in  the  interest  of  fetal  survival,  might 
have  attempted  to  stabilize  the  patient  by 
supportive  measures  and  accomplished  de- 
livery by  cesarean  section.  This  would  in- 
volve a calculated  risk  of  having  the  in- 
fant expire  from  the  same  disease  which 
actually  caused  his  death. 

Case  2.  An  eighteen-year-old  multipara 
had  an  abruption  of  the  placenta  when  she 
was  thirty-one  weeks  pregnant.  The  dura- 
tion of  the  first  stage  was  eleven  hours. 
She  was  seen  by  a consultant.  The  mem- 
branes were  ruptured  artificially,  and  an  in- 
travenous infusion  of  oxytocin  was  started 
at  the  end  of  the  first  stage.  Twelve  min- 
utes later  she  delivered  a 4-pound,  11-ounce 
infant  spontaneously  from  a breech  presen- 
tation. No  anesthesia  was  required.  The 
baby  was  born  in  poor  condition  and  expired 
on  the  second  day  with  a diagnosis  of  pul- 
monary atelectasis. 

Conclusion.  The  hospital  perinatal  mor- 
tality committee  reported:  “Adequate  ob- 
stetrical treatment  under  adverse  circum- 
stances. Consultant  advised  that  the  pa- 
tient be  delivered  as  soon  as  possible.” 

Comment.  Oxytocin  was  given  in  the 
best  interest  of  the  mother  and  may  have 
been  contributory  to  producing  fetal  anoxia. 
Artificial  rupture  of  the  membranes,  with- 
out this  agent,  probably  would  have  con- 
trolled the  bleeding  and  given  the  infant  a 
better  chance  of  survival. 

Case  3.  A seventeen-year-old  primipara 
first  registered  in  the  prenatal  clinic  at  the 
twenty-second  week.  She  was  seen  five 
times.  Her  pregnancy  was  normal  until  the 
twenty-seventh  week,  when  she  developed 
3 plus  albuminuria  and  edema  of  the 
ankles  and  fingers.  She  was  placed  on 
dietary  restrictions  and  advised  to  return 
to  the  clinic  the  following  week.  She  failed 


to  keep  the  appointment.  She  was  next 
seen  at  the  thirty-second  week,  when  she 
entered  the  hospital  in  premature  labor.  A 
diagnosis  of  severe  preeclampsia  was  made. 
She  received  1/6  grain  morphine  sulphate 
and  0.4  mg.  atropine.  The  labor  was  com- 
plicated by  a partial  abruption  of  the 
placenta.  A 2-pound,  13-ounce  stillborn 
fetus  was  delivered  spontaneously  after  a 
ten-and-a-half-hour  labor. 

A pathologic  description  of  cord  showed 
negative  findings. 

Autopsy  findings.  Findings  at  autopsy 
showed  pulmonary  atelectasis,  with  small 
bits  of  squames,  due  to  aspiration  of  amni- 
otic  fluid,  and  congestion  of  inner  cortex  and 
medulla  of  adrenal  glands. 

Comment.  This  fetal  death  is  considered 
to  be  potentially  avoidable,  principally  on 
the  basis  of  patient  responsibility.  The 
patient  failed  to  keep  her  appointments  at 
the  prenatal  clinic  as  advised.  She  also 
failed  to  reply  to  communications  from 
public  health  nurses,  who  were  making  efforts 
to  have  her  under  proper  medical  observa- 
tion and  care.  There  is,  additionally,  some 
medical  responsibility.  It  would  have  been 
advantageous  to  have  hospitalized  her,  if 
she  had  agreed,  at  the  time  the  albuminuria 
and  edema  were  first  noted.  Proper  man- 
agement might  have  prevented  the  severe 
preeclampsia,  decreased  the  potential  of 
premature  labor,  and  given  the  fetus  in- 
creased possibility  of  survival. 

Conclusion 

A group  of  115  perinatal  deaths  have  been 
classified  pathologically  and  reviewed  for 
the  type  of  obstetric  care  they  received. 
The  neonatal  deaths  were  analyzed  for 
pediatric  management.  All  the  cases  were 
reviewed  to  determine  factors  relating  to 
avoidability. 

In  32  cases  with  various  other  types  of 
basic  causes  of  death,  abruptio  placentae  was 
reported  as  a contributory  cause.  Pulmo- 
nary atelectasis  with  or  without  hyaline 
membrane  disease  was  frequently  encoun- 
tered as  the  immediate  cause  for  the  perinatal 
deaths. 

Snyder3  reviewed  the  autopsy  findings  in 
41  premature  perinatal  deaths  delivered  by 
cesarean  section.  He  states  the  blood  in  the 
amniotic  fluid  enters  fetal  pulmonary  sys- 
tems because  of  respirations  before  birth. 
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Microscopic  examination  of  the  lungs  re- 
vealed contamination  of  the  fetal  air  pas- 
sages by  blood,  epithelial  cells,  and  debris. 
Of  the  36  neonatal  deaths,  80  per  cent  showed 
extensive  hyaline  membrane  disease.  None 
of  the  fetal  deaths  showed  hyaline  mem- 
brane. There  were  12  cases  of  abruptio 
placentae  in  his  series:  3 infants  were  still- 
born and  9 resulted  in  neonatal  deaths,  5 
of  which  had  hyaline  membrane  disease. 

The  principle  objective  in  treating  serious 
cases  of  abruptio  placentae  is  to  stabilize  the 
patient  with  adequate  supportive  treatment. 
Blood  replacement  is  usually  necessary. 
Attention  should  be  paid  to  the  fibrinogen 
level,  with  administration  of  fibrinogen 
when  necessary. 

We  are  of  the  opinion  that  artificial  rupture 
of  membranes  is  usually  the  best  method  of 
treatment  and  oxytocics  are  rarely  needed. 
Some  physicians  feel  cesarean  section  may 
be  advisable  if  the  fetal  heart  is  present  and 
the  patient’s  condition  is  sufficiently  stabi- 


Natural disaster  deaths  down 

Violent  storms  and  floods  took  about  70 
per  cent  fewer  lives  in  the  United  States  during 
the  >ears  1959  to  1963  than  in  the  preceding 
five-year  period,  according  to  statisticians  of 
Metropolitan  Life  Insurance  Company. 

The  combined  toll  from  hurricanes,  tor- 
nadoes, and  floods  was  524  lives  in  1959  to 
1963,  compared  with  1,842  in  1954  to  1958. 
Each  of  these  types  of  cataclysms  recorded  a 
decrease  in  this  period. 

In  the  past  five  years,  tornadoes  killed 
slightly  more  than  40  persons  a year,  compared 
with  100  annually  in  1954  to  1958  and  with 
somewhat  more  than  200  a year  in  the  prior 
decade,  the  statisticians  reported.  In  1962, 
only  28  lives  were  lost  in  tornadoes  in  the  entire 


lized  to  allow  the  procedure.  Abdominal 
delivery  may  also  be  indicated  when  the 
fetus  is  dead  and  there  are  additional  com- 
plications, such  as  previous  cesarean  section, 
cephalopelvic  disproportion,  and  positional 
dystocia,  particularly  transverse  presenta- 
tion. 

Whenever  possible,  general  anesthesia 
should  be  avoided  regardless  of  the  type  of 
delivery.  We  feel  local  anesthesia  is  the 
safest  for  fetal  survival.  Conduction  an- 
esthesia should  be  used  if  conditions  pre- 
vent the  use  of  local  anesthesia. 

323  University  Avenue 
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country — the  lowest  number  ever  recorded  by 
the  Weather  Bureau.  The  record  for  1963  was 
almost  as  favorable. 

Of  the  1,100  deaths  attributed  to  hurricanes 
in  the  past  twenty  years,  some  three  quarters 
occurred  in  just  three  years.  In  1957,  “Audrey” 
took  nearly  400  lives  and  represented  the  largest 
death  toll  in  any  natural  disaster  in  the  past 
twenty  years.  In  each  of  the  years  1954  and 
1955,  approximately  200  persons  were  killed 
in  hurricanes,  whereas  in  most  years  such 
storms  claim  fewer  than  25  lives. 

Floods  killed  about  1,300  persons  in  the 
past  two  decades,  and  nearly  one  fourth  of 
those  fatalities  occurred  in  1955.  In  the  past 
five  years,  however,  the  record  has  been  partic- 
ularly favorable,  with  the  toll  averaging  not 
much  more  than  35  lives  a year,  the  statisticians 
said. 
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From  the  Knickerbocker  Hospital 


Among  the  various  congenital  malforma- 
tions of  structures  in  the  neck,  the  anomalous 
blending  of  thyroid,  thymus,  and  parathy- 
roid tissue  is  extremely  rare.  Brewer1  noted 
parathyroid  nodules  within  the  cervical 
thymus  of  2 infants  in  routine  postmortem 
examination;  he  cited  5 examples  reported 
by  Erdheim  and  2 by  Groschuff,  all  in  in- 
fants. Previously,  Forsyth2  illustrated  a 
nodule  composed  of  thyroid,  parathyroid, 
and  thymus  tissues,  all  confined  in  one 
fibrous  capsule  but  separated  from  each 
other  by  connective  tissue  septa.  Robinson, 
Ferguson,  and  Flake3  reported  the  case  of  a 
ten-year-old  child  with  ectopic  parathyroid 
and  thymus  tissue  in  the  pharynx;  her 
calcium  and  phosphorus  metabolism  was 
normal.  Fontaine,  Kieny,  and  Weill4  re- 
corded a case  of  nephrocalcinosis  without 
osseous  lesions  caused  by  a cervical  intra- 
thymic  parathyroid  adenoma.  Ober  and 
Kaiser5  reported  a large  nonfunctioning 
hamartoma  of  the  parathyroid,  and  Abul- 
Haj,  Conklin,  and  Hewitt6  reported  a similar 
lesion,  labeling  it  a lipo-adenoma,  with  as- 
sociated hyperparathyroidism  which  re- 
gressed following  surgical  removal  of  the 
mass.  To  the  best  of  our  knowledge  there  is 


no  previous  report  of  a malformation  contain- 
ing thyroid,  parathyroid,  and  thymic 
tissue  in  which  there  was  evidence  of 
associated  hyperparathyroidism. 

Case  report 

A thirty-year-old  unemployed  Negro  man 
was  admitted  to  Knickerbocker  Hospital 
on  October  9,  1963,  because  of  epigastric 
pain  and  vomiting  of  two  days  duration. 
He  had  had  several  similar  episodes  in  the 
past  two  years.  He  admitted  to  heavy 
alcohol  intake  for  several  years  and  was  a 
heavy  smoker. 

Physical  examination  revealed  a well- 
nourished  man  in  acute  distress  from  severe 
epigastric  pain.  Vital  signs  were  normal. 
No  positive  physical  findings  were  elicited  in 
the  head,  neck,  chest,  or  extremities.  The 
abdomen  was  soft,  but  there  was  tenderness 
to  deep  palpation  over  the  epigastrium. 
No  organs  or  masses  were  palpable.  Bowel 
sounds  were  present.  The  stools  were 
normal  in  color  but  gave  a 1 plus  reaction  to 
reagent  tablets  to  occult  blood  (Hematest). 
The  hemoglobin  was  13.7  Gm.  per  100  ml., 
and  the  white  blood  cell  count  was  8,600, 
with  80  per  cent  neutrophils  and  20  per  cent 
lymphocytes.  The  urine  contained  1 plus 
albumin,  3 plus  acetone,  and  a trace  of  sugar. 
The  serum  amylase  was  582  units  on  admis- 
sion. 

A diagnosis  of  pancreatitis  was  made. 
Rapid  improvement  followed  treatment  with 
gastric  suction,  antispasmodic  drugs,  hydra- 
tion, and  antibiotics.  By  the  fifth  hospital 
day  the  patient  was  asymptomatic  and  able 
to  take  fluids  by  mouth.  The  serum  amylase 
fell  to  normal  levels,  and  a repeat  urinalysis 
showed  findings  within  normal  limits. 

On  the  second  hospital  day  the  serum 
calcium  was  14.6  mg.  per  100  ml.,  phos- 
phorus 2 mg.,  and  alkaline  phosphatase  7.7 
Bodansky  units.  On  the  ninth  hospital  day 
calcium  was  15.2  mg.,  phosphorus  1.6  mg., 
and  alkaline  phosphatase  6 units.  On  the 
eleventh  hospital  day  these  values  were  14.8 
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FIGURE  1.  (A)  Low-power  view  showing  aggregates  of  thymus  admixed  with  small  nests  of  thyroid  follicles. 
(B)  Medium-power  view  showing  colloid-filled  thyroid  follicles  abuttingthymus  in  which  Hassall’s  corpuscles 
are  seen. 


mg.,  2.1  mg.,  and  5.7  units  respectively.  A 
Sulko witch  test  reaction  was  2 plus. 

An  upper  gastrointestinal  series  showed 
nothing  positive.  An  excretory  urogram 
showed  mild  pyelectasis  on  the  left  and 
minimal  clubbing  of  minor  calyces  on  the 
right  but  no  calculi.  X-ray  examination  of 
the  skull,  vertebral  column,  and  extremities 
showed  only  some  coarsening  of  the  trabecu- 
lar pattern  of  the  fingers  and  slight  increase 
in  convexity  to  the  radial  aspect  of  the  mid- 
dle phalanges. 

Surgical  exploration  of  the  neck  was  car- 
ried out  on  the  sixteenth  hospital  day.  A 
nonencapsulated,  ill-defined  mass  was  ex- 
cised from  the  region  of  the  right  lower  pole 
of  the  thyroid  gland.  It  was  medial  to  and 
separate  and  distinct  from  the  thyroid. 

Pathologic  examination  revealed  an  ir- 
regular piece  of  soft,  yellowish-tan  tissue 
measuring  3 by  1 by  0.7  cm.  and  weighing 
2.8  Gm.  It  did  not  contain  any  discrete 
nodules,  although  on  section  some  areas  ap- 
peared more  brownish  than  others.  Micro- 
scopic examination  revealed  a random  ad- 
mixture of  thyroid,  parathyroid,  and  thymic 
tissue  blended  in  a matrix  of  adipose  tissue 
(Fig.  1).  The  thyroid  component  was 


rather  small  and  composed  of  discrete  nests 
of  a few  follicles  each,  lined  by  banal  cuboidal 
epithelium  and  containing  an  average 
amount  of  homogeneous  colloid.  Thymic 
tissue  was  the  most  prominent  component; 
it  was  histologically  unremarkable,  contain- 
ing the  usual  proportions  of  lymphocytes, 
thymocytes,  and  Hassall’s  corpuscles. 

The  parathyroid  tissue  was  distributed  in 
the  form  of  several  small  aggregates  (Figs. 
2 A and  3A),  usually  separated  from  the 
thyroid  and  thymic  elements  by  adipose 
tissue.  The  parathyroid  nests  were  com- 
posed almost  entirely  of  chief  cells  (Fig. 
3B).  The  parathyroid  nests  were  common 
(Figs.  2B  and  3),  and  occasionally  larger 
cystic  spaces  containing  amorphous  eosino- 
philic material  were  seen  (Figs.  2A  and  3A). 
Only  minute  numbers  of  fat  cells  were  seen 
within  the  parathyroid  islands  (Fig.  3B). 

The  postoperative  course  was  uneventful. 
Three  postoperative  calcium  determinations 
were  11.6  mg.,  10.4  mg.,  and  9 mg.  Cor- 
responding values  for  phosphorus  were  2 mg., 
2.1  mg.,  and  2 mg.  On  the  fifth  postopera- 
tive day  the  alkaline  phosphatase  was  9.3 
Bodansky  units. 

When  re-examined  four  months  after  -the 
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FIGURE  2.  (A)  An  island  of  parathyroid  tissue  embedded  in  fat  and  showing  cystic  change.  (B)  Detail  of 
(A)  showing  parathyroid  tissue  with  microcysts  and  the  wall  of  the  larger  cyst  lined  by  parathyroid  epi- 
thelium. 


operation,  the  patient  was  asymptomatic, 
working,  and  stated  that  he  was  drinking 
only  beer.  The  serum  calcium  was  11.8 
mg.  per  100  ml.,  phosphorus  2.2  mg.,  and 
alkaline  phosphatase  8.8  Bodansky  units. 
The  blood  urea  nitrogen  was  11.3  mg.  per 
100  ml.  The  results  of  a urinalysis  and  a 
Sulkowitch  test  were  normal.  Tubular  re- 
absorption of  phosphorus  was  88  per  cent 
(normal).  Efforts  to  follow  the  patient 
further  were  in  vain  despite  repeated  efforts 
to  locate  him. 

Comment 

The  patient’s  hyperparathyroidism  was 
discovered  incidental  to  investigation  of  an 
episode  of  recurrent  pancreatitis.  The  as- 
sociation between  pancreatic  disease  and 
hyperparathyroidism  is  well  recognized  as  a 
clinical  phenomenon,  albeit  explanations  of 
its  causative  mechanisms  remain  obscure. 
The  evidence  for  hyperparathyroidism  con- 
sisted of  hypercalcemia  and  hypophos- 
phatemia. Urinary  calcium  was  normal; 
alkaline  phosphatase  was  at  the  upper  limit 
of  normal  before  operation  and  rose  slightly 


after  surgical  removal  of  the  mass.  The 
serum  calcium  level  returned  to  normal  fol- 
lowing operation.  There  was  no  evidence 
of  renal  or  osseous  involvement. 

Embryonic  morphogenesis  of  the  thymus, 
thyroid,  and  parathyroid  glands  develops 
from  progressive  modifications  of  the  five 
branchial  arches,  four  branchial  clefts,  and 
four  pharyngeal  pouches.  These  structures 
appear  on  the  lateral  aspect  of  the  head  of 
the  embryo  at  the  fifth  week  and  disappear 
between  the  seventh  and  eighth  weeks.  The 
thymus  is  formed  from  two  distinct  right 
and  left  primordial  masses  in  the  endoderm 
of  the  ventral  portion  of  the  third  pharyngeal 
pouch.  The  thyroid  is  formed  from  the 
median  endoderm  of  the  second  pharyngeal 
pouch,  with  minor  contributions  from  the 
lateral  portion  of  the  fourth  pouch.  The 
parathyroid  glands  develop  from  the  dorsal 
endoderm  of  the  third  and  fourth  pharyngeal 
pouches.  The  parathyroid  cells  originating 
from  the  fourth  pouch,  later  to  become  the 
superior  parathyroid  glands,  remain  at  their 
position  in  close  relationship  to  the  lateral 
thyroid  bodies.  There  is  latter  descent  of 
these  parathyroid  aggregates,  and  changes 
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FIGURE  3.  (A)  Another  small  island  of  parathyroid  tissue  embedded  in  fat,  containing  a microcyst,  and  a 
continuity  with  a larger  cystic  structure.  (B)  Detail  of  (A)  showing  the  parathyroid  nodule  to  be  composed 
of  chief  cells  with  occasional  fat  cells.  The  cells  lining  the  cyst  resemble  parathyroid  chief  cells. 


in  their  position  occur  rarely.  Parathyroid 
primordia  which  originate  from  the  cephalad 
third  pharyngeal  pouch  are  considerably 
more  variable  in  their  migrations. 

Norris7  pointed  out  that  abnormal  dis- 
tribution of  the  inferior  pair  of  parathyroid 
glands  was  considerably  more  frequent  than 
of  the  superior  pair.  As  the  descending 
thymus  fuses  and  migrates  caudad  into  the 
mediastinum,  parathyroid  cells  from  the 
third  pouch  are  drawn  with  it  through  the 
neck  to  be  detached  finally  at  the  lower  pole 
of  the  thyroid  gland.  It  was  precisely  at  this 
location  that  the  anomaly  of  blending  was 
located  in  this  case.  At  times  the  narrowing 
cephalic  end  of  the  thymic  cords  may  become 
divided  in  variable  cervical  locations  instead 
of  only  at  the  thymus-parathyroid  junction. 
This  accounts  for  persistent  cervical  nodules 
or  rests  of  aberrant  thymic  tissue  in  which 
parathyroid  tissue  may  be  present. 

According  to  Norris,7  in  a study  of  322 
parathyroid  adenomas,  10.7  per  cent  were 
aberrant  in  position,  the  majority  being  in 
the  mediastinum.  Brewer1  suggested  the 
importance  of  searching  for  cervical  as  well 
as  thoracic  locations  for  parathyroid  adeno- 


mas in  association  with  thymic  tissue. 
Cope8  also  advised  that  cervical  thymic  rests 
be  investigated  if  no  adenomas  were  identi- 
fied on  dissection.  The  implications  for 
surgical  approaches  to  such  unusual  locations 
and  admixtures  of  pharyngeal  pouch  deriv- 
atives are  clear.  In  a patient  with  ade- 
quately documented  hyperparathyroidism,  if 
surgical  exploration  of  the  more  common 
sites  of  parathyroid  adenoma  fails  to  discover 
an  identifiable  lesion,  it  is  standard  practice 
to  explore  the  mediastinum.  In  addition,  it 
now  appears  that  alternative  locations  in  the 
neck  nust  be  explored  as  well,  particularly 
those  which  present  grossly  as  aberrant 
thymic  tissue  nodules. 

The  relatively  small  amount  of  para- 
thyroid tissue  removed  from  the  patient  was 
histologically  normal,  yet  it  was  followed  by 
a decline  in  serum  calcium  from  a preopera- 
tive high  of  15.2  mg.  per  100  ml.  to  a post- 
operative low  of  9 mg.  on  the  seventh  day. 
However,  persistence  of  fixed  low  values  for 
serum  phosphorus  and  the  rise  in  serum 
calcium  to  11.8  mg.  four  months  later  sug- 
gest the  possibility  of  persistent  hyperpara- 
thyroidism. Unfortunately,  the  patient 
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could  not  be  located  for  further  study  and 
possible  mediastinal  exploration. 


Summary 

Hyperparathyroidism  was  discovered  in  a 
patient  admitted  to  the  hospital  with  recur- 
rent acute  pancreatitis.  Surgical  exploration 
of  the  neck  revealed  a nonencapsulated,  ill- 
defined  mass  medial  to  the  right  lower  pole 
of  the  thyroid  gland.  Microscopically,  the 
mass  was  composed  of  anomalously  blended 
thymus,  thyroid,  and  parathyroid  tissue  in  a 
matrix  of  fibroadipose  tissue.  Serial  post- 
operative determinations  of  serum  calcium 
showed  a sharp  decline  from  15.2  to  9 mg. 
per  100  ml.  Alkaline  phosphatase  values 
rose  slightly.  Serum  phosphorus  levels  re- 
mained fixed  in  the  range  of  2 to  2.2  mg.  per 
100  ml.  Four  months  postoperatively  the 
serum  calcium  was  11.8  mg.  and  the  serum 
phosphorus  unchanged.  The  further  pos- 


Plea for  poison  prevention 

A “dramatic  increase”  in  the  number  of  food 
poisonings  caused  by  salmonella  has  prompted 
a plea  for  greater  preventive  efforts  in  the 
Journal  of  the  American  Medical  Association. 

There  were  9,680  cases  of  salmonellosis  in  the 
United  States  in  1962  compared  with  723  in 
1945,  according  to  a Journal  editorial.  “Effec- 
tive control  of  salmonellosis  can  result  only  if 
physicians  and  health  officials  of  every  country, 
veterinarians  and  wildlife  experts,  farmers  and 
industrialists,  as  well  as  governmental  agencies 
dealing  with  health,  agriculture,  and  food,  and 
the  general  public  will  work  in  cooperation 
toward  this  desirable  and  obtainable  goal,”  the 
editorial  said. 

The  major  sources  of  human  infection  are 


sibility  of  an  additional  aberrant  rest  of 
parathyroid  tissue,  most  likely  in  the  medi- 
astinum, could  not  be  established  as  the  pa- 
tient was  lost  to  follow-up. 
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livestock  and  domestic  animals.  The  foods 
most  often  implicated  are  poultry,  eggs,  milk, 
prepared  meats,  sausage,  meat  pies,  desiccated 
coconut,  cake  mixes,  and  custard-filled  bakery 
products  which  are  lightly  cooked  and  subject 
to  much  handling.  Animal  foods  and  ferti- 
lizers are  also  a source  of  infection. 

The  editorial  called  for  improved  operating 
procedures  in  food  processing  plants,  including 
rapid  handling  and  adequate  refrigeration  of 
food,  and  hygiene  of  plant  and  personnel. 

Salmon ellae  are  susceptible  to  heat,  radiation, 
and  disinfectants.  To  insure  destruction  of 
salmonellae  in  food,  the  temperature  must  be 
raised  throughout  the  food  to  an  appropriately 
high  degree  for  a sufficiently  long  time,  such  as 
140  F.  for  twenty  minutes  or  149  F.  for  three 
minutes.  Refrigeration  will  prevent  multi- 
plication of  bacteria  but  will  not  kill  them. 
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TABLE  I.  Number  of  cases  of  pneumococcic 
arthritis  reported  in  the  literature  from  1888  to  1962 


Suppurative 
Pneumococcic  Arthritis* 

RALPH  J.  ARGEN,  M.D.f 
Buffalo,  New  York 

From  the  Department  of  Medicine,  State 
University  of  New  York  at  Buffalo  School  of 
Medicine  and  the  Edward  J.  Meyer  Memorial  Hospital 


Since  the  introduction  of  antibacterial 
agents,  pneumococcal  arthritis  has  become 
a rare  form  of  joint  disease.  Even  prior  to 
this  period  it  was  considered  interesting 
enough  to  provide  material  for  numerous 
case  reports.1-23  From  1888  to  1920  there 
are  about  185  reported  cases  of  pneumococ- 
cal arthritis,  1-8  and  from  1920  to  1944,  55 
additional  cases9-23  are  reported  in  a review4 
of  the  eight  “Rheumatism  and  Arthritis 
Reviews,”  which  appear  in  the  Annals  of 
Internal  Medicine.  Since  then,  only  29  ad- 
ditional case  reports  of  pneumococcic  arthri- 
tis were  found  in  the  current  literature  and 
the  next  six  “Rheumatism  and  Arthritis  Re- 
views.”24-35 A summary  of  the  findings  in 
the  literature  search  appears  in  Table  I.  Un- 
doubtedly, many  cases  are  never  recorded, 
but  Boger  in  1944 9 observed  that  the  litera- 
ture consists  of  a series  of  case  reports, 
many  of  them  stimulated  by  a single  ob- 
servation. He  further  states  that  few  ob- 
servers have  seen  more  than  1 case. 

During  the  past  two  and  one-half  years,  5 
cases  of  suppurative  pneumococcic  arthritis 
were  seen  on  the  medical  wards  at  the 
Edward  J.  Meyer  Memorial  Hospital. 
These  are  reported  here,  and  the  previous 
literature  is  reviewed.  In  compiling  the 
data36  -40  it  was  noted  that  since  1925  only 
Cecil  and  Larsen,10  Blankenhorn  and  Gru- 
pen,23  Bunim,24  and  Watkins,  Samilson,  and 

* Supported  by  the  National  Institutes  of  Health,  Arthritis 
and  Metabolic  Disease  Grant  2A-5075(C6). 

t At  present:  Chief,  Arthritis  Clinic,  and  Attending  in 

Medicine,  Veterans  Administration  Hospital. 


Number 


Author  (s) 

Year 

of  Cases 

1888  to  1920* 
Weichselbaum 1 

1888 

1 

Vogelius2 

1896 

10 

Leroux3 

1899 

17 

Cave4 

1901 

3 

Herrick5 

1902 

21 

Zesas6 

1909 

44 

Bulkley7 

1914 

77 

Plisson  and  Brousse8 

1920 

12 

Total 

185 

1922  to  1944 

Cecil  and  Larsen10 

1922 

2 

Gubb11 

1924 

1 

Froelich12 

1925 

17f 

Cecil,  Baldwin,  and  Larsen13 1927 

8 

Milch14 

1929 

1 

Fagge15 

1933 

3 

Keefer,  Parker,  and 
Meyers16 

1934 

1 

Bloomberg17 

1935 

1 

Eggers18 

1936 

3 

Chickering19 

1937 

2 

Bullowa20 

1937 

1 

Heberling21 

1941 

2 

Cohn22 

1943 

1 

Blankenhorn  and 
Grupen23 

1943 

Boger9 

1944 

1 

Total 

55 

1946  to  1962 
Bunim24 

1946 

6 

Feffer  and  Hirsh25 

1946 

1 

Hersh26 

1946 

1 

Tucker27 

1946 

1 

Altemeier  and  Largen28 

1952 

3 

Blachford29 

1953 

1 

Lessner  and  Rose30 

1955 

1 

Watkins,  Samilson,  and 
Winters31 

1956 

7 

Samilson,  Bersani,  and 
Watkins32 

1958 

5 

Kellgren,  Ball,  and  Fair- 
brother33 

1958 

1 

Ward,  Cohen,  and  Bauer34 

1960 

1 

Taleisnik,  Peterson,  and 
Martin35 

1962 

1 

Argen 

1962 

5 

Total 

34 

Total  cases,  1888  to 

= 

1962 

274 

* All  of  the  cases  in  this  group  were 

reported  in  Plisson  and 

Brousse.8 

t All  17  patient  were  children. 

* * These  cases  were  not  included  in 

i Boger’s8 

review. 

Winters31  had  collected  larger  series.  Our  5 
patients  were  seen  in  the  period  June,  1960, 
to  November,  1962,  and  all  patients  siir- 
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vived.  A review  of  hospital  records  since 
1950  revealed  no  additional  definite  cases  of 
pneumococcal  arthritis.  This  interesting 
discrepancy  is  consistent  with  the  findings  of 
Chartier,  Martin,  and  Kelly39  who  reported 
77  cases  of  suppurative  arthritis  at  the  Mayo 
Clinic  from  1939  to  1957,  without  a single 
case  of  pneumococcal  arthritis. 

Case  reports 

Case  1.  The  patient,  a fifty-four-year-old 
white  woman,  was  admitted  to  the  Edward 
J.  Meyer  Memorial  Hospital  in  November, 
1961,  with  long-standing  diabetes  mellitus 
and  rheumatoid  arthritis.  Five  days  prior  to 
admission  she  had  developed  diarrhea  and 
fever  and  was  unable  to  control  her  diabetes. 

Examination  on  admission  showed  a 
severely  deformed  arthritic  patient  who  had 
fever  but  no  obvious  source  of  infection. 
The  rest  of  the  physical  examination  was  not 
revealing. 

Initial  laboratory  tests  revealed  a mild 
anemia,  leukocytosis,  serologic  evidence  of 
rheumatoid  factor,  and  lupus  erythematosus 
cells.  Bacteriologic  investigation  over  the 
next  two  days  produced  three  blood  cultures 
positive  for  pneumococcus.  Search  for  a 
source  of  the  blood  stream  infection  gave  no 
evidence  of  pulmonary  infection,  but  the 
right  knee  was  now  warm  and  tender  with 
effusion;  5 cc.  of  thick,  milky  fluid  were  re- 
moved, and  cultures  grew  pneumococci. 
This  was  typed,  using  pooled  antipneumo- 
coccic  serum  from  the  research  laboratory  of 
the  State  of  New  York  Department  of 
Health.  The  pneumococci  from  both  the 
blood  and  knee  was  of  pooled  types  I,  II, 
and  III. 

Treatment  was  begun  with  1 million  units 
of  aqueous  penicillin  intramuscularly  every 
three  hours,  and  initially  100,000  units  of 
penicillin  were  given  intra-articularly.  Con- 
trol of  her  diabetes  and  anemia  was  in- 
stituted. Additional  treatment  of  the 
pneumococcic  arthritis  consisted  of  im- 
mobilization with  a splint  and  drainage  by 
aspiration  every  other  day.  Fluid  reac- 
cumulated rapidly,  and  12  arthrocenteses 
were  necessary;  penicillin  was  instilled  the 
first  four  times.  Thereafter,  the  synovial 
fluid  was  no  longer  purulent. 

After  about  one  week  of  treatment  a small, 
right-sided,  sterile  empyema  became  ap- 
parent and  was  drained  repeatedly  by 


thoracentesis.  At  the  end  of  six  weeks  the 
patient’s  chest  cleared,  and  the  right  knee 
became  asymptomatic.  However,  a low- 
grade  fever  persisted.  A gluteal  abscess  was 
drained,  resulting  in  return  of  the  tempera- 
ture to  normal  and  final  control  of  the 
diabetes.  The  patient  was  discharged  after 
ten  weeks  of  hospitalization,  asymptomatic 
except  for  her  severe  rheumatoid  arthritis. 
On  discharge  serial  x-ray  films  of  the  knee 
revealed  no  further  joint  destruction  other 
than  that  which  resulted  primarily  from  her 
rheumatoid  arthritis. 

Case  2.  A thirty-eight-year-old  white 
male  alcoholic  patient  was  admitted  to  the 
Edward  J.  Meyer  Memorial  Hospital  in 
March,  1962.  On  admission  he  reported 
that  he  had  had  jaundice  for  four  weeks  and 
diarrhea,  chills,  sore  throat,  and  fever  for 
three  weeks.  About  five  days  before  admis- 
sion he  noted  pain  and  swelling  of  the  right 
ankle,  which  he  attributed  to  a sprain. 

The  patient’s  past  history  revealed  polio- 
myelitis at  the  age  of  seven,  which  resulted 
in  weakness  of  the  right  leg.  An  arthro- 
plasty had  been  done  on  the  right  ankle. 
There  was  also  a long  history  of  severe 
alcoholism,  resulting  in  numerous  hospital 
admissions. 

On  examination  the  patient  was  found  to 
be  icteric,  with  hepatosplenomegaly,  fever, 
and  malnutrition.  The  right  ankle  was  red, 
hot,  swollen,  and  tender,  with  signs  of  ef- 
fusion. There  was  also  pain  and  tenderness 
in  the  left  sternoclavicular  joint. 

Markedly  abnormal  liver  function  and  a 
mild  anemia  were  found  on  laboratory  ex- 
amination. The  right  ankle  was  aspirated, 
and  10  cc.  of  grossly  purulent  fluid  were  re- 
moved; this  showed  many  gram-positive 
diplococci  on  smear.  Numerous  blood  cul- 
tures and  the  joint  fluid  grew  pneumococci, 
which  were  of  the  pooled  types  I,  II,  and  III. 
The  New  York  State  pooled  antipneumo- 
coccic  sera  were  used. 

The  ankle  was  aspirated  on  two  successive 
days,  with  instillation  of  15,000  units  of 
penicillin.  There  was  rapid  reaccumulation 
of  purulent  fluid  on  each  occasion.  No 
bacteria  were  obtained  after  the  initial 
aspiration,  however.  The  sternoclavicular 
joint  was  aspirated,  but  no  fluid  was  ob- 
tained. After  the  fourth  ankle  aspiration, 
the  fluid  began  to  clear  of  polymorpho- 
nuclear leukocytes,  and  by  the  sixth  aspira- 
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tion  only  a small  amount  of  fluid  with  1,500 
white  cells  was  obtained. 

Splinting  of  the  involved  ankle  was  done, 
along  with  treatment  of  the  patient’s 
alcoholism  and  cirrhosis.  A total  of  800,000 
units  of  penicillin  was  given  every  four 
hours  over  a four- week  period,  at  the  end  of 
which  the  sternoclavicular  joint  swelling 
had  completely  subsided.  The  ankle  was 
left  with  a mild  amount  of  synovial  thicken- 
ing. Serial  x-ray  films  made  throughout  the 
course  of  the  illness  showed  no  change  of  any 
bony  architecture. 

After  five  weeks  the  patient  was  com- 
pletely asymptomatic  but  still  had  a palpable 
liver.  At  this  time  he  left  the  hospital. 
Follow-up  nine  months  later  showed  no 
residual  joint  disease. 

Case  3.  A fifty-year-old  white  woman 
was  admitted  to  the  Edward  J.  Meyer 
Memorial  Hospital  in  November,  1962. 
She  had  severe  chronic  alcoholism  with 
Laennec’s  cirrhosis  but  had  not  taken  alcohol 
for  the  past  two  years.  Five  weeks  before 
admission  she  had  developed  acute  pain  and 
swelling  of  the  left  ankle,  which  was  thought 
to  be  acute  gout  but  did  not  respond  to 
colchicine.  Because  the  ankle  pain  and 
swelling  continued,  and  a fever  developed, 
she  was  brought  to  the  hospital. 

The  physical  examination  revealed  a red, 
hot,  swollen,  and  tender  left  ankle,  with 
edema  of  the  periarticular  tissue.  The  only 
other  abnormal  finding  was  an  enlarged 
liver. 

Studies  of  liver  function  showed  slightly 
abnormal  findings,  and  aspiration  of  the 
ankle  yielded  cloudy  fluid  which  contained 
90,000  polymorphonuclear  leukocytes  per 
cubic  millimeter.  Further  examination  of 
the  joint  fluid  revealed  findings  consistent 
with  sepsis,  and  on  culture,  the  fluid  grew 
pneumococci  of  pooled  types  I,  II,  and  III; 
blood  cultures  grew  the  same  organisms. 
Attempts  to  isolate  a pneumococcus  from 
other  areas  were  unsuccessful. 

Treatment  consisted  of  8 million  units  of 
penicillin  per  day,  injected  intramuscularly, 
and  15,000  units  of  penicillin,  injected  intra- 
articularly  with  the  first  four  aspirations. 
After  the  fourth  aspiration,  arthrocenteses 
were  done  only  as  necessary  for  drainage. 
Penicillin  treatment  was  concluded  in  four 
weeks.  The  left  ankle  remained  warm  and 
slightly  tender,  with  synovial  thickening  but 
no  changes  demonstrated  on  x-ray  films. 


For  the  next  three  weeks  all  treatment  was 
stopped,  except  rest  and  splinting.  The 
synovial  fluid  was  less  purulent,  with  a white 
cell  count  of  1,000  per  cubic  millimeter. 

After  a total  of  seven  weeks  and  with 
persistent  synovial  thickening,  ambulation 
was  started.  Because  the  aseptic  synovitis 
persisted,  steroids  were  administered  intra- 
articularly  twice  in  the  next  ten  days.  Fol- 
lowing this  there  was  marked  decrease  in  the 
synovial  thickening.  On  the  last  follow-up 
there  were  no  residual  joint  complaints  or 
disease. 

Case  4.  A seventy-five-year-old  white 
woman,  admitted  to  the  Edward  J.  Meyer 
Memorial  Hospital  November,  1962,  had 
been  relatively  well  until  one  week  before 
admission,  when  she  developed  pain  in  her 
right  knee  and  a cough.  Following  this,  she 
developed  fever  and  chills,  and  her  right 
knee  became  swollen  and  very  tender. 
Hospitalization  was  then  advised.  Her  past 
history  and  system  review  revealed  moderate 
hypertension  and  poor  dietary  habits. 

Examination  on  admission  showed  that 
she  was  dyspneic  and  had  severe  right  knee 
pain.  Blood  pressure  was  220/110,  and  there 
was  a harsh  systolic  murmur  in  the  aortic 
area  and  dullness  in  the  right  base,  with 
rales.  The  right  knee  was  held  in  slight 
flexion  and  was  markedly  swollen,  red,  hot, 
and  tender,  with  effusion.  There  was  a 
slight  amount  of  edema  in  the  overlying 
periarticular  tissue  and  severe  pain  with  any 
motion  of  the  joint.  The  other  joints  were 
normal,  and  physical  examination  showed 
nothing  else  remarkable. 

Aspiration  of  the  right  knee  yielded  thick, 
purulent  fluid,  which  on  smear  showed  a 
prominence  of  polymorphonuclear  leuko- 
cytes. Gram  stain  of  the  fluid  revealed 
numerous  gram-positive  diplococci.  About 
30  cc.  of  fluid  were  removed.  A sputum 
smear  also  showed  numerous  gram-positive 
diplococci.  The  joint  fluid  and  sputum  were 
typed  directly  and  were  found  to  be  of  the 
combined  pool  of  types  I,  II,  and  III. 
Several  blood  cultures  were  also  positive  for 
the  combined  pool  types  I,  II,  and  III. 

The  remainder  of  the  laboratory  data 
showed  nothing  remarkable,  except  for  a 
chest  x-ray  film  that  confirmed  a right  mid- 
dle lobe  pneumonia.  There  was  also  a slight 
iron-deficiency  anemia  and  mild  diabetes 
mellitus. 
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Treatment  consisted  of  intramuscular 
administration  of  8 million  units  of  aqueous 
penicillin  daily.  At  the  time  of  bacteriologic 
diagnosis  the  patient  received  20,000  units  of 
penicillin  intra-articularly.  Joint  aspirations 
were  performed  every  other  day  for  adequate 
drainage,  and  penicillin  was  instilled  three 
times.  After  eight  aspirations  there  was  no 
further  reaccumulation  of  purulent  fluid. 
The  joint  fluid  became  sterile  after  the  first 
aspiration,  and  the  leukocyte  count  fell 
from  100,000  to  1,000  after  a total  of  three 
weeks  of  therapy. 

The  patient’s  diabetes  was  controlled  with 
diet,  and  on  completion  of  treatment  she 
had  completely  recovered  except  for  slight 
stiffness  of  the  right  knee,  with  synovial 
thickening.  X-ray  films  revealed  no  bony 
abnormality  or  narrowing  of  the  joint  space. 
A one-month  follow-up  showed  the  patient 
to  be  free  of  pain  on  limited  motion,  with  a 
small  amount  of  synovial  thickening  remain- 
ing. Joint  aspiration  at  this  time  revealed 
1 cc.  of  sterile  normal  fluid,  and  steroids  were 
given  intra-articularly,  with  a rapid  decrease 
of  the  residual  synovitis. 

Case  5.  A thirty-four-year-old  Negro 
man  was  admitted  to  the  Edward  J.  Meyer 
Memorial  Hospital  in  June,  1960.  Three 
weeks  before  admission  he  had  developed  a 
“cold”  with  a cough,  which  was  followed  by 
a 15 -pound  weight  loss.  Two  days  prior  to 
admission  he  developed  pain  in  the  right 
hip,  which  limited  his  activity.  Finally,  he 
began  producing  blood-streaked,  purulent 
sputum  and  was  admitted  to  the  hospital. 

On  examination  there  was  right  upper 
lobe  consolidation  and  marked  pain  and 
limitation  of  motion  of  the  right  hip.  X-ray 
films  showed  right  upper  lobe  pneumonia. 
There  were  no  abnormal  findings  in  the 
right  hip.  The  sputum  and  blood  cultures 
both  grew  pneumococci  of  the  pool  types  I, 
II,  and  III.  The  balance  of  the  laboratory 
studies  showed  normal  findings. 

The  patient  was  treated  daily  with  4.8 
million  units  of  penicillin  intramuscularly 
prior  to  aspiration  of  the  right  hip.  After 
two  days  of  treatment,  aspiration  of  the 
right  hip  yielded  35  cc.  of  purulent  synovial 
fluid,  with  50,000  polymorphonuclear  leuko- 
cytes per  cubic  millimeter.  Culture  of  the 
fluid  was  sterile.  Three  subsequent  aspira- 
tions yielded  decreasing  amounts  of  fluid, 
until  none  was  obtained.  Penicillin  treat- 


ment was  continued  for  four  weeks,  during 
which  time  the  pneumonia  and  hip  symp- 
toms subsided.  Serial  x-ray  films  of  the  hip 
showed  no  bony  or  other  destructive  lesions. 

Although  there  was  no  isolation  of  pneu- 
mococci from  the  hip — most  probably  be- 
cause of  the  prior  penicillin  treatment — the 
existence  of  pneumococcal  pneumonia, 
septicemia,  and  a septic  arthritis,  all  of 
which  responded  to  penicillin,  leaves  little 
doubt  that  this  arthritis  was  caused  by  the 
pneumococcus  infection.  Follow-up  one 
year  later  showed  no  evidence  of  residual 
disease. 

The  findings  in  these  5 patients  are  sum- 
marized in  Table  II. 

Comment 

Classification.  Pneumococcic  arthritis 
can  be  divided  into  three  groups:  arthritis 
complicating  pneumococcal  pneumonia; 
arthritis  without  pneumonia  but  with  extra- 
pulmonary  pneumococcic  infection  (menin- 
gitis, endocarditis,  otitis,  parotitis,  pharyn- 
gitis, osteomyelitis,  and  so  on) ; and  primary 
pneumococcic  arthritis  in  which  no  other 
manifestations  of  pneumococcic  infection  can 
be  found.  Pneumococcic  arthritis,  however, 
should  be  regarded  as  a manifestation  of  a 
blood  stream  infection  even  if  the  primary 
source  cannot  be  located.  By  far,  most 
pneumococcic  arthritis  is  associated  with 
pneumonia,  and  the  last  two  groups  are 
comparatively  rare.  Bulkley7  recorded  that 
70  per  cent  of  the  patients  in  his  series  had 
pneumonia,  and  others  have  found  the  in- 
cidence as  high.15  In  our  series  in  3 cases 
the  arthritis  was  associated  with  pneumonia 
and  in  2 with  a primary  infection. 

Clinical  features.  Pneumococcic  ar- 
thritis complicating  lobar  pneumonia  is  not 
common,  and  Bunim36  cites  various  authors 
who  reported  a total  of  31,757  cases  of 
pneumococcic  pneumonia  in  which  pneu- 
mococcic arthritis  occurred  in  only  97. 
However,  other  factors  probably  account  for 
the  persistent  appearance  of  this  disease  in 
clinical  practice,  namely,  increased  longevity 
and  an  increase  in  chronic  diseases.  This  is 
well  illustrated  in  the  5 cases  presented, 
since  all  had  some  chronic  illness:  rheuma- 
toid arthritis,  diabetes,  or  cirrhosis.  Many  of 
the  recently  reported  cases  of  pneumococcic 
arthritis  were  in  the  aged  with  chronic 
diseases  or  in  infants. 
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TABLE  II.  Summary  of  5 cases  of  suppurative  pneumococcic  arthritis 


Case 

Number 

Age 

Joint  Involved 

Pneumococci* 
From  From 

Joint  Blood 

Pneumo- 

coccus 

Pneu- 

monia 

Other  or  Predisposing 
Disease 

1 

54 

Right  knee 

+ 

+ 

+ 

Rheumatoid  arthritis  and 
diabetes 

2 

38 

Right  ankle,  left 

sternoclavicular  joint 

+ 

+ 

— 

Alcoholic  cirrhosis,  ar- 
throplasty of  ankle 

3 

50 

Left  ankle 

+ 

+ 

— 

Alcoholic  cirrhosis 

4 

70 

Right  knee 

+ 

+ 

+ 

Diabetes,  anemia  (di- 
etary) 

5 

34 

Right  hip 

— 

+ 

+ 

Alcoholism 

+ Present 
— Absent 

* Pneumococci  were  not  found  in  other  sites  in  any  of  the  5 patients. 


Symptoms.  The  usual  presenting  symp- 
tom is  painful  monarticular  arthritis.  Fever, 
chills,  and  other  systemic  signs  of  infection  or 
septicemia  may  be  present.  In  contrast  to 
this,  as  in  Case  3 and  the  case  presented  by 
Taleisnik,  Peterson,  and  Martin,35  mild  joint 
symptoms  may  be  present  for  weeks.  Large 
joints,  such  as  the  knee,  hip,  ankle,  sterno- 
clavicular joint,  or  shoulder,  are  usually  in- 
volved. The  condition  has  been  recorded  in 
every  joint  except  the  acromioclavicular  and 
vertebral  column. 9 

The  original  polymigratory  arthritic  char- 
acteristic of  gonorrheal  arthritis  has  not  been 
noted.  In  some  cases  the  arthritis  can  be 
polyarticular,  however,  as  in  Case  2.  Joints 
involved  show  the  classic  findings  of  infection, 
being  red,  hot,  and  tender,  with  severe  pain 
on  motion.  A fairly  characteristic  finding  is 
edema  of  the  overlying  periarticular  tissue 
and  prominent  venous  collateral  circulation. 
Infection  can  spread  to  the  periarticular 
structures,  with  tendon  destruction  and 
suppuration  in  adjacent  muscle. 

All  the  patients  reported  here  had  positive 
blood  cultures,  four  of  which  were  of  the 
same  typing  pool  as  the  organism  isolated 
from  the  joint.  Direct  trauma  or  direct 
spread  from  surrounding  tissue  are  very  rare 
sources  of  suppurative  pneumococcic  ar- 
thritis. 

Diagnosis.  Specific  bacteriologic  identifi- 
cation of  the  pneumococci  from  the  synovial 
fluid  is  the  only  proof  of  suppurative  pneu- 
mococcic arthritis.  The  joint  fluid  can  be 
cloudy  to  frankly  purulent.  The  viscosity  is 
diminished,  and  acetic  acid  added  to  the 
synovial  fluid  usually  produces  a thin  clot 


because  of  decreased  mucin  content  resulting 
from  hydrolysis  from  the  infection.41 

Decker  et  al.A 2 noted  that  in  infectious 
arthritis  the  distribution  of  proteins  and 
glycoproteins  in  synovial  fluid  resembles  that 
in  the  serum  in  contrast  to  the  normal,  where 
it  does  not.  In  all  our  cases  the  infection 
was  obvious  on  initial  aspiration,  the  fluid 
being  grossly  purulent.  Because  of  the  large 
number  of  types  of  pneumococci  (over  70), 
typing  of  pneumococci  is  rarely,  if  ever, 
done  in  clinical  medical  practice  today.  Our 
laboratory,  however,  uses  pooled  anti- 
pneumococcic  sera  from  the  research  labo- 
ratories of  the  State  of  New  York  Depart- 
ment of  Health.  The  types  of  pneumococci 
are  pooled  in  groups  of  I,  II,  and  III;  IV,  V, 
and  VI;  and  so  on,  and  identified  by  a 
Neufeld  quellung  reaction.  By  this  means  it 
was  possible  to  identify  the  similarity  of 
pneumococci  isolated  from  different  sources. 

In  4 of  our  cases  the  pooled  type  in  the 
joint  was  similar  to  that  in  the  blood  or  other 
infected  area.  In  only  1 case  was  the  joint 
fluid  sterile,  and  this  was  aspirated  after 
antibiotics  were  started.  However,  in  this 
case  pneumococci  were  found  in  the  sputa 
and  blood,  along  with  purulent  joint  fluid, 
and  all  responded  to  penicillin.  Although 
this  was  the  only  one  of  our  cases  in  which  a 
definite  diagnosis  could  not  be  proved,  the 
evidence  is  strongly  in  favor  of  the  diagnosis. 

Because  of  the  high  sensitivity  of  the 
pneumococcus  and  the  liberal  use  of  anti- 
biotics, it  is  quite  possible  that  in  many 
cases  of  infectious  arthritis  a specific 
diagnosis  cannot  be  made  because  of  prior 
antibiotic  therapy.  Two  additional  cases  of 


October  15,  1964  / New  York  State  Journal  of  Medicine  2577 


pneumonia  and  arthritis  with  classical  clinical 
findings  were  seen  in  the  past  three  years  on 
our  medical  wards.  Prior  antibiotic  therapy, 
however,  prevented  the  diagnosis  of  pneu- 
mococcic  infection  by  culture.  In  spite  of  a 
typical  response  to  penicillin,  these  cases 
were  not  included  in  this  series. 

Pathologic  features.  Early  in  the 
course  of  the  disease  there  is  purulent  fluid 
with  thickening  and  inflammation  of  the 
synovium.  At  this  stage,  little  is  noted 
radiologically  except  joint  effusion.  Damage 
to  periarticular  tissue  by  extension  of  in- 
fection can  occur.  Ruptured  tendons  and 
muscle  abscesses  have  been  reported. 37 

Destruction  of  articular  cartilage  matrix 
is  considered  to  be  due  in  part  to  the  diges- 
tive action  of  proteolytic  ferments  derived 
from  the  polymorphonuclear  leukocytes. 43 
When  this  occurs,  complete  joint  function 
can  be  lost  with  ankylosis.  Osteomyelitis 
can  also  occur  as  a complicating  feature. 

Treatment.  Before  antibiotics,  incision 
and  drainage  was  the  accepted  course  of 
management.  Present  management  in  some 
centers  still  includes  these  procedures,  but 
the  evidence  indicates  that  it  is  usually  not 
necessary  in  pneumococcic  arthritis. 

After  identification  of  the  pneumococcus 
by  culture,  penicillin  was  the  drug  of  choice. 
Aqueous  penicillin  was  given,  and  all  our 
patients  were  treated  for  at  least  three 
weeks.  Frequent  joint  aspirations  are  es- 
sential to  prevent  cartilaginous  destruction.43 
Generally,  daily  aspirations  were  performed 
until  purulent  material  was  no  longer 
present. 

White  cell  counts  of  the  synovial  fluid 
were  obtained  as  a method  of  following  the 
inflammation.  Immediately  after  the  diag- 
nosis was  established,  penicillin  was  instilled, 
using  15,000  to  25,000  units;  this  was  re- 
peated two  or  three  times.  One  characteris- 
tic of  these  pneumococcic  effusions  was  their 
rapid  reaccumulation,  requiring  frequent 
arthrocenteses.  The  involved  joint  was  im- 
mobilized in  a splint  which  was  removed 
daily  and  the  joint  gently  put  through  as 
great  a range  of  motion  as  could  be  tolerated. 
Elimination  and  treatment  of  predisposing 
factors  such  as  diabetes,  alcoholism,  and 
pneumonia  were  carried  on  concurrently. 
In  all  of  our  cases  this  program  of  treatment 
produced  excellent  results.  ,Walled-off 
chronic  infection  might  have  required 
surgical  drainage,  however. 


Patients  sensitive  to  penicillin  create  a 
serious  problem,  since  for  many  reasons  it  is 
the  drug  of  choice.  McAdam  et  al.  in  1945 44 
showed  that  the  normal  synovium  is  not 
very  permeable  to  penicillin,  but  inflamed 
or  traumatized  synovium  is.  Rammelkamp 
and  Keefer45  instilled  10,000  units  of  penicil- 
lin into  an  inflamed  knee  and  recovered 
penicillin  in  the  serum  in  twenty-five  min- 
utes. Jocson  in  1955 46  attempted  to  deter- 
mine the  permeability  of  inflamed  synovium 
to  other  antibiotics.  Of  the  drugs  tested, 
only  penicillin  consistently  was  found  in  the 
joint  space;  the  ability  of  other  antibiotics 
to  enter  seemed  to  be  related  to  molecular 
size.  Chloramphenicol  would  probably  be 
the  next  best  drug,  with  streptomycin  and 
tetracycline  being  less  able  to  permeate  and 
less  effective. 

If  diagnosis  is  made  early  the  prognosis 
should  be  excellent,  with  complete  recovery, 
as  occurred  in  all  5 cases  reported.  Joint 
deformity  and  disability  can  be  prevented 
by  adequate  management. 

Residual  synovitis.  These  cases  pre- 
sented an  additional  clinical  feature  hereto- 
fore not  described  in  suppurative  pneumo- 
coccic arthritis.  Weeks  after  complete  re- 
covery from  infection,  each  patient  con- 
tinued to  have  swollen,  thickened  synovium 
in  the  involved  joint.  In  each  case  the 
residual  joint  manifestations  varied  from 
only  slight  swelling  to  mild  warmth  and, 
occasionally,  slight  tenderness.  Repeated 
joint  x-ray  examinations  showed  negative 
results  for  as  long  as  six  months  after  in- 
fection. 

The  synovial  fluid  during  this  phase  was 
normal  in  content  and  difficult  to  obtain.  It 
was  clear,  sterile,  and  had  a normal  white 
cell  count.  These  findings  were  felt  to 
represent  clinically  a chronic  synovitis, 
although  synovial  biopsies  were  not  ob- 
tained. In  all  cases  the  symptoms  com- 
pletely subsided  after  observation  for  many 
months.  In  2 cases  the  subsidence  of  the 
synovitis  was  hastened  by  the  intra-articular 
injection  of  steroids.  In  no  instance  were 
steroids  injected  prior  to  at  least  six  weeks 
after  all  signs  of  purulent  infection  had  sub- 
sided. 

This  postinfectious  synovitis  may  be  the 
result  of  infection  or  of  sensitization  of  the 
synovium  to  products  of  the  pneumococcus. 
Another  possibility  is  that  it  might  be 
secondary  to  the  irritative  effect  of  intra- 
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articular  penicillin.  We  have  not  noted 
chronic  synovitis  following  gonorrheal  ar- 
thritis, in  which  antibiotics  are  rarely  injected 
intra-articularly.  It  seems,  therefore,  that 
the  possible  role  of  intra-articular  penicillin 
in  the  causation  of  this  synovitis  requires 
further  evaluation. 


Summary 

Five  cases  of  suppurative  pneumococcic 
arthritis  are  reported,  with  a review  of  the 
literature.  The  pertinent  clinical  features 
are  discussed,  along  with  treatment  and 
management.  Pneumococcic  arthritis  is 
classified  into  three  types,  two  of  which  are 
demonstrated  in  this  series. 

Complete  recovery  occurred  in  all  5 cases 
and  was  complicated  only  by  a chronic 
synovitis  of  the  involved  joint.  This  com- 
plication eventually  subsided  without  seque- 
lae, but  its  presence  has  not  been  previously 
described. 
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(Bazin's  Disease) 
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Only  a small  percentage  of  patients  in 
the  United  States  have  the  tuberculous  form 
of  erythema  induratum.1  This  incidence, 
however,  may  not  be  applicable  to  the  Negro 
in  whom  the  occurrence  of  tuberculous  dis- 
ease is  higher  than  in  the  Caucasian.  Yet, 
even  in  the  tuberculous  type  of  erythema 
induratum,  overt  internal  tuberculous  foci 
are  usually  difficult  to  detect.  This  difficulty 
extends  also  to  the  finding  of  tubercle  bacilli 
in  cutaneous  lesions  and  to  positive  results 
with  animal  inoculation.  Thus,  the  diagnosis 
will  be  determined  often  by  clinical  features, 
tuberculin  hyperergy,  and  histopathologic 
findings.  Since  the  histopathology  of  Baz- 
in’s disease  may  sometimes  be  nonspecific, 
prolonged  observation  may  be  necessary  for 
diagnosis  in  such  instances. 

Lesions  of  Bazin’s  disease  have  a tendency 
to  ulcerate,  but  on  occasion  they  may  remain 
nonulcerative  or  nodose  for  many  years,2 
and  recurrences  are  common  regardless  of 
type.  Despite  the  nature  of  the  eruption, 
it  may  undergo  spontaneous  healing  within  a 
few  months  without  recourse  to  antitubercu- 
lous therapy.3  Nevertheless,  if  these  pa- 
tients are  observed  for  an  extended  period, 
other  evidences  of  tuberculosis  will  appear.4 

In  the  following  case  the  eruption  consisted 
of  nodose  lesions  which  healed  without 
sequelae  within  a relatively  short  time,  and 
subjective  symptoms  cleared  rapidly  without 
benefit  of  antituberculous  therapy.  How- 
ever, twenty-seven  months  after  the  first 
clinic  admission,  pulmonary  tuberculosis 
was  detected  by  roentgeno graphic  examina- 
tion. 


A Negro  woman,  aged  thirty,  sought  re- 
lief for  a slightly  tender  eruption  which  had 
been  present  on  the  legs  for  one  month. 
She  also  complained  of  weakness  and  painful 
knee  joints  of  three  weeks  duration  and  of  a 
subnormal  appetite  for  one  week.  There 
was  no  history  of  a previous  eruption  or  of 
tonsillitis  or  a family  or  personal  history  of 
tuberculosis. 

The  eruption  evolved  rapidly,  becoming 
complete  within  a few  days.  It  was  sym- 
metrical and  confined  to  the  legs,  involving 
all  surfaces  equally  (Fig.  1).  The  eruption 
consisted  of  discrete,  smooth,  firm,  flat,  coin- 
sized, hyperpigmented  nodules,  some  of 
which  had  erythematous  borders.  At  their 
inception  the  lesions  were  red,  but  they  soon 
became  dark  brown.  The  superficial  lymph 
nodes  were  not  enlarged,  and  the  liver  and 
spleen  were  not  palpable.  The  tonsils  ap- 
peared normal.  The  heart  and  lungs  were 
normal  on  physical  examination.  The  blood 
pressure  was  122/66. 

Serologic  tests  for  syphilis  showed  nega- 
tive results.  Purified  protein  derivative  of 
tuberculin  was  positive  with  the  first 
strength.  Erythrocyte  sedimentation  rate 
(ESR)  was  29  mm.  in  one  hour  (Cutler). 
The  antistreptolysin  O titer  (ASO)  was  100 
Todd  units.  A hemogram,  urinalysis,  liver 
function  tests,  serum  proteins,  cholesterol, 
calcium,  and  phosphorus  were  all  within 
normal  limits.  A throat  culture  showed  a 
growth  of  pneumococci.  Blood  cultures  for 
common  bacteria  and  tubercle  bacilli  were 
sterile.  Cultures  of  biopsied  tissue  for  these 
bacteria  were  sterile  also,  and  guinea  pig 
inoculation  was  negative.  Roentgenograms 
of  the  chest  and  of  the  teeth  showed  nega- 
tive findings. 

A histologic  examination  of  a section  of 
tissue  from  a cutaneous  lesion  showed  the 
features  of  tuberculous  erythema  induratum 
(Fig.  2).  The  granuloma  was  confined  to 
the  subcutis,  and  it  involved  this  layer  en- 
tirely. It  consisted  of  numerous  foci  of 
epithelioid  cells  which  were  arranged  both 
diffusely  and  in  tubercle  formation.  Lang- 
hans’  and  foreign  body  giant  cells  were 
present,  the  former  in  relation  to  the  specific 
infiltrate  and  the  others  adjacent  to  foci  of 
fat  necrosis.  The  blood  vessels  showed  the 
features  of  obliterative  endarteritis  (Fig.  3). 
A small  focus  of  caseous  necrosis  appeared 
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FIGURE  1.  Eruption  was  confined  to  legs  and  involved  all  aspects  equally.  (A)  Front  view.  (B)  Rear  view 


FIGURE  2.  Photomicrograph  of  subcutis  showing 
tuberculoid  structure  (hematoxylin  and  eosin). 

directly  below  an  occluded  vessel,  the  latter 
disclosing  a small  granulomatous  infiltrate 
within  its  wall.  An  acid-fast  stain  showed 
negative  findings. 

Oral  tetracycline  therapy  in  a dosage  of 
250  mg.  at  six-hour  intervals  was  prescribed 
routinely  for  four  days  to  prevent  infection 
of  the  site  from  which  a biopsy  had  been 
taken.  The  response  to  treatment  was  sur- 
prising. The  subjective  symptoms  abated 
in  a few  days,  and  the  patient  became  asymp- 
tomatic in  two  weeks.  The  eruption  also 
showed  evidences  of  resolution  within  a 
week.  In  view  of  this  favorable  therapeutic 
response,  tetracycline  therapy  was  resumed 


FIGURE  3.  Photomicrograph  of  another  view  of 
subcutis.  Vessel  shows  features  of  obliterative 
endarteritis  and  also  small  granulomatous  infiltrate 
within  its  wall.  Note  focal  area  of  necrosis  below 
(hematoxylin  and  eosin). 

eight  days  later  in  the  same  dose  for  one 
week.  The  eruption  was  almost  healed  in 
seven  weeks  save  for  a few  small  superficial 
indurations  which  required  an  additional 
five  weeks  for  complete  clearance.  During 
the  latter  interval  five  daily  injections  of 
procaine  penicillin  G of  600,000  units  each 
were  given  but  curtailed  thereafter  because 
of  a complicating  dermatitis.  This  anti- 
biotic also  seemed  to  accelerate  healing. 
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FIGURE  4.  Roentgenogram  of  chest  taken  twenty- 
seven  months  after  clinic  admission  disclosing 
minimal  tuberculous  process  in  right  upper  lobe. 


No  other  medication  was  given.  Except 
for  transitory  residual  hyperpigmentation, 
the  eruption  resolved  without  sequelae. 

In  the  present  case  the  limitation  of  the 
principal  histopathologic  findings  to  the 
subcutis,  the  obliterative  vascular  abnormal- 
ity, the  focal  area  of  caseous  necrosis,  and 
the  character  of  the  epithelioid  cell  infiltrate 
were  distinctive  of  Bazin’s  disease.  Still, 
the  rapid  clearance  of  the  subjective  symp- 
toms and  the  early  resolving  tendencies  of 
the  eruption  with  tetracycline  therapy  were 
impressive  and  created  a feeling  of  doubt  as 
to  its  tuberculous  nature.  Since  other 
diseases,  namely,  gummatous  syphilid  and 
streptococcal  infection,5  may  simulate 
Bazin’s  disease,  it  was  decided  to  forego 
antituberculous  treatment  and  to  observe 
the  patient  on  a long-term  basis. 

She  became  pregnant  eight  weeks  after 
admission,  but  this  did  not  affect  adversely 
the  course  of  the  disease.  Six  months  after 
the  birth  of  an  apparently  healthy  male 
child,  the  obstetrical  course  being  uneventful, 
the  patient  remained  asymptomatic,  and 
there  was  no  cutaneous  relapse.  Serologic 
tests  for  syphilis  showed  negative  findings, 
the  antistreptolysin  O titer  was  50  Todd 
units,  and  the  erythrocyte  sedimentation  rate 
17  mm.  Tuberculin  hyperergy  was  main- 
tained, but  a roentgenogram  of  the  chest 
showed  normal  findings. 

One  year  later  or  twenty-seven  months 
after  the  patient  was  first  observed,  she  felt 


well  except  for  tiredness  after  mild  exertion. 
She  did  not  cough  or  have  night  sweats, 
weight  loss,  or  a cutaneous  relapse,  but  tuber- 
culin hyperergy  peristed.  Early  afternoon 
temperature  was  98.8  F.  (37  C.),  pulse  88, 
and  respiration  24.  Serologic  tests  for  syph- 
ilis showed  negative  findings,  the  antistrep- 
tolysin O titer  was  125  Todd  units  and  the 
erythrocyte  sedimentation  rate  20  mm.,  the 
C-reactive  protein  was  negative,  and  serum 
albumin,  globulin,  cephalin  flocculation,  and 
alkaline  phosphatase  determinations  gave 
normal  results.  A roentgeno graphic  ex- 
amination of  the  chest  now  revealed  a 
minimal  tuberculous  process  in  the  right 
subclavicular  region  (Fig.  4) . 

The  patient  was  referred  for  antitubercu- 
lous therapy.  One  month  later  there  was 
subjective  improvement;  thereafter  the 
patient  was  lost  to  observation.  Inciden- 
tally, the  tuberculin  Tine  test  showed  nega- 
tive findings  in  the  offspring  at  the  age  of 
eighteen  months. 

Comment 

In  the  case  presented,  the  rapid  evolution 
of  the  entire  eruption,  its  equal  involve- 
ment of  all  aspects  of  the  legs,  the  rapid  dis- 
appearance of  subjective  symptoms  and 
early  healing  response  of  the  eruption  with 
tetracycline  therapy,  the  absence  of  sequelae 
and  also  of  recurrences,  despite  the  inter- 
current pregnancy,  were  all  unusual  features. 
In  retrospect,  the  healing  process  was  not 
the  result  of  treatment  but  was  due  most 
likely  to  a temporary  high  degree  of  immunity 
which  evolved  early  in  the  course  of  the 
disease. 

Even  though  the  histopathologic  findings 
were  characteristic  of  Bazin’s  disease,  anti- 
tuberculous therapy  was  withheld  because 
of  the  remote  possibility  that  the  eruption 
was  nontuberculous.  During  the  observa- 
tion period  the  persistent  elevation  of  the 
erythrocyte  sedimentation  rate  and  the  con- 
tinued hypersensitivity  to  tuberculin  should 
have  forewarned  of  the  existence  of  an  active 
internal  tuberculous  process.  Had  this  been 
heeded,  the  pulmonary  complication  might 
have  been  prevented.  Thus,  it  is  clearly 
evident  that  a histologically  proved  true 
tuberculid  requires  adequate  antitubercu- 
lous therapy  regardless  of  its  clinical  be- 
havior. 


2582  New  York  State  Journal  of  Medicine  / October  15,  1964 


Summary 

A case  of  Bazin’s  disease  of  the  nodose 
type  is  presented  in  a Negro  woman  in  the 
fourth  decade  of  life.  The  clinical  features 
were  atypical,  but  the  histopathologic  find- 
ings were  characteristic. 

Antituberculous  therapy  was  withheld  be- 
cause of  deceptive  results  with  nonspecific 
antibiotic  therapy. 

In  a doubtful  case  of  true  tuber culid,  the 
continued  elevation  of  the  erythrocyte 
sedimentation  rate  and  the  persistence  of 
tuberculin  hyperergy  indicate  the  need  for 
antituberculous  therapy. 

160  Riverside  Drive,  New  York  10024 


What’s  in  a name? 

When  the  English  speak  of  chronic  bronchitis 
and  the  Americans  of  emphysema,  they  are 
usually  talking  about  the  same  lung  disease. 
So,  why  not  call  both  chronic  obstructive  lung 
disease  and  do  away  with  the  confusion  in 
terminology? 

Such  is  the  suggestion  of  American  and  British 
chest  specialists  in  discussing  the  distinguishing 
features  of  chronic  bronchitis  and  emphysema 
in  two  articles  published  recently  in  The  Ameri- 
can Review  of  Respiratory  Diseases,  the  official 
journal  of  the  American  Thoracic  Society, 
medical  arm  of  the  National  Tuberculosis  Asso- 
ciation. 

The  first  report  tells  of  a comparative  study 
of  “American  emphysema  and  British  bron- 
chitis.” Fifty  patients  from  the  Hammersmith 
Hospital  in  London  and  a similar  number  from 
the  emphysema  clinic  of  the  University  of 
Chicago  Hospitals  were  compared  as  to  symp- 
toms, such  as  cough  and  the  production  of 
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sputum,  shortness  of  breath,  x-ray  evidence  of 
lung  abnormality,  and  pulmonary  function. 

Most  of  the  patients  in  both  groups  smoked, 
adding  weight,  the  investigators  state,  “to 
the  increasing  volume  of  evidence  that  cigarette 
smoking  is  a major  etiologic  factor  in  chronic 
bronchitis.” 

The  principal  difference  between  the  two 
groups  was  the  greater  frequency  of  disability 
from  infection  in  London  than  in  Chicago,  and 
the  suggestion  is  made  that  “semantic  diver- 
gences” are  creating  the  appearance  of  diver- 
gence between  chronic  obstructive  lung  disease 
in  America  and  Britain,  whereas  actually  none 
exists. 

In  a second  report  in  the  same  issue  of  The 
Review  by  the  same  groups  of  investigators,  the 
proposal  is  made  that  patients  with  nonspecific, 
chronic,  generalized  airways  obstruction  be 
diagnosed  as  having  “chronic  obstructive  lung 
disease.”  Under  this  general  heading  the 
emphysema  patient  may  be  classified  as  type 
A,  the  bronchitis  patient  as  type  B,  and  a third 
indeterminate  category  as  type  X. 
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In  their  report  for  the  World  Health 
Organization  the  Expert  Committee  on 
Cardiovascular  Diseases  and  Hypertension 
outlined  a “Classification  and  Criteria 
for  Epidemiological  Studies.”  It  recom- 
mended “that  studies  be  done  throughout 
the  world  to  determine  possible  differences 
in  blood  pressure  distribution  in  many 
populations.”1 

The  many  differences  in  blood  pressures 
recorded  on  white  persons  in  temperate  and 
tropical  climates,  in  Negroes  in  different 
parts  of  Africa,  and  in  various  Mongoloid 
peoples  are  well  reviewed  by  Bays  and 
Scrimshaw. 2 

It  was  with  great  interest  I started  to 
record  random  blood  pressures  in  the  course 
of  caring  for  clinic  patients  while  working  in 
the  Hospital  Albert  Schweitzer  in  Lam- 
barene,  Gabon,  in  August,  1961. 3 As  a 
matching  study  I was  able  to  observe  a com- 
parable group  at  the  Hospital  Amazonico 
“Albert  Schweitzer”  in  Pucallpa,  Peru,  in 
May  and  June,  1963. 4 This  report  will 
present  the  results  of  pilot  studies  in  blood 
pressure  of  equatorial  Africans  and  jungle 
Peruvians,  who  have  similar  environments. 


Environmental  comparisons 

Geographically,  climatically,  medically, 
and  culturally  the  areas  resemble  each  other. 
Both  are  just  south  of  the  equator  with  an 
altitude  near  that  at  sea  level  and  drained 
by  rivers  and  lakes.  Albert  Schweitzer, 
M.D.,  chose  a site  on  the  Ogouwe  River 
near  the  city  of  Lambarene,  Gabon,  to 
build  his  forest  village  hospital.  Theodor 
Binder,  M.D.,  located  his  contemporary 
hospital  near  the  expanding  city  of  Pucallpa, 
Peru,  in  the  Montana  region  east  of  the 
Andean  mountains  and  in  the  head  waters  of 
the  mighty  Amazon  River.  Both  climates 
can  be  best  described  as  hot,  steaming 
jungles. 

With  a few  minor  variations  the  problems 
I encountered  medically  were  very  similar. 
Since  I was  both  times  on  vacation  in  our 
summer  season,  I experienced  their  dry  or 
winter  season.  This  was  demonstrated  by  a 
high  incidence  of  respiratory  infections  in- 
cluding full-blown  lobar  pneumonia.  In 
Lambarene  an  epidemic  of  pertussis  com- 
plicated by  bronchopneumonia  and  otitis 
media  was  at  its  height.  In  Pucallpa  we 
were  at  the  end  of  a measles  epidemic,  which 
resulted  in  similar  complications.  Para- 
sitism was  an  ever-pressing  problem,  with 
minor  differences  in  the  offenders.  There 
was  a great  deal  of  malaria  in  Africa;  I saw 
none  in  Pucallpa.  Ascaris,  Ancylostoma, 
and  amoebic  and  dysentery  bacilli  infections 
abound  in  both  regions.  Dietary  defi- 
ciencies, especially  in  protein  and  iron,  are 
marked.  The  average  hemoglobin  for  both 
groups  is  about  10  Gm.  per  100  ml.  In 
Pucallpa  I saw  more  malnutrition  than  in 
Lambarene,  although  kwashiorkor  may  be 
seen  in  both  locales.  The  dietary  staples  are 
remarkably  similar:  rice,  manioc,  vege- 

tables, fruits,  and  a little  river  fish.  Very 
little  meat  or  poultry  is  available.  In  Peru 
there  is  processed  milk  for  the  town  in- 
habitants. 
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TABLE  I.  Data  on  blood  pressure  of  natives  of  Lambarene,  Gabon,  August,  1961 


Males ✓ Females 

Number  .—Average — - Number  - — Average—- 

Age  of  Range ' Sys-  Dias-  of  ^ Range Sys-  Dias- 


(Years) 

Cases 

Systolic 

Diastolic 

tolic 

tolic 

Cases 

Systolic 

Diastolic 

tolic 

tolic 

All  ages 

16 

100  to  180 

60  to  104 

132 

81 

48 

102  to  180 

60  to  120 

134 

81 

17  to  19 

3 

104  to  122 

68  to  80 

116 

75 

3 

112  to  120 

68  to  78 

115 

74 

20  to  39 

5 

100  to  140 

60  to  90 

120 

76 

31 

102  to  172 

60  to  120 

131 

79 

40  to  70 

8 

118  to  180 

80  to  104 

145 

86 

14 

124  to  180 

70  to  100 

144 

85 

The  housing  is  similar  in  that  it  is  of 
flimsy  leaf  and  bough  native  construction 
designed,  nevertheless,  to  withstand  the 
powerful  tropical  sun  and  violent  rain- 
storms. 

In  both  countries  the  culture  has  become 
a compromise  between  native  and  super- 
imposed Western  ways  of  life.  Schooling 
for  the  children,  the  stirring  of  nationalism, 
the  seeds  of  democracy,  and  competition  in 
industry  make  for  similar  conflicts  in  both 
areas. 

The  Negroes  in  Lambarene  are  a rela- 
tively homogeneous  group  who  are  resolving 
their  tribal  differences  in  their  new  national- 
ism. They  are  the  cousins  of  most  of  the 
Negroes  who  were  brought  to  the  Western 
Hemisphere. 

The  Peruvians  of  the  Amazon  jungle,  how- 
ever, are  not  homogeneous.  Over  half  are 
river  Indians,  who  have  lived  as  warring 
tribes  isolated  in  the  jungle.  The  remainder 
are  “mestizos,”  people  of  a varying  mixture 
of  Indian  and  Caucasian  ancestry,  a widely 
varying  group  ranging  from  those  living  a 
simple  life  on  the  edge  of  the  jungle  to  those 
experiencing  a more  sophisticated  city  life. 
The  group  in  Peru  to  be  reported,  therefore, 
represents  three  components:  the  river 

Indians,  the  rural  mestizos,  and  the 
urbanized  mestizos. 


Materials  and  methods 

All  blood  pressures  were  recorded  in  the 
course  of  the  physical  examination  which 
followed  a pertinent  history.  This  was 
always  during  a busy  clinic  session  when 
there  was  a minimum  of  time  and  privacy. 
The  confidence  of  the  patient  was  en- 
couraged by  a sympathetic  attitude  and  the 
presence  of  both  a native  nurse  and  any  ac- 
companying members  of  the  family.  In 
Lambarene  Dr.  Schweitzer  has  trained 
native  nurses  to  aid  the  doctors  and  to 


translate,  when  necessary,  from  one  of  the 
many  native  tongues  into  French.  Ex- 
amining areas  are  partitioned  off  for  privacy. 
The  situation  is  similar  in  Pucallpa.  Dr. 
Binder  gave  me  a young  local  girl  as  an  aid. 
She  helped  with  the  patients  and  elaborated 
on  my  instructions.  There  were  also  inter- 
preters available  to  translate  from  the  Indian 
languages  into  Spanish.  In  Pucallpa  I had 
my  own  office  in  the  hospital.  I found  the 
native  nurse-aid  in  both  countries  a great 
reassurance  to  the  patients  meeting  me,  an 
unknown  foreigner,  for  the  first  time. 

The  instruments  used  are  standard  equip- 
ment. In  Lambarene  I used  a Tyco  mercury 
manometer.  In  Pucallpa  I had  a Heitz 
instrument,  which  operates  similarly. 

Ages  are  usually  unknown  among  the  older 
people  in  both  regions.  Only  one  of  the 
Indian  women  showed  the  various  signs  of 
aging  such  as  gray  hair  and  considerable 
wrinkling.  She  was  the  grandmother  in  her 
family  constellation. 

Results 

In  Lambarene  blood  pressures  were  re- 
corded on  64  individuals,  16  males  and  48 
females.  Of  these,  22  showed  readings  of 
140  mm.  Hg  systolic  and  90  mm.  Hg  diastolic 
or  over*  (5  males  and  17  females).  This  is 
an  incidence  of  elevation  of  34.4  per  cent. 
For  age  forty  and  over  the  blood  pressure 
reaches  an  average  of  145  mm.  systolic  and 
86  mm.  diastolic  in  males  and  144  mm. 
systolic  and  85  mm.  diastolic  in  females,  as 
shown  in  Table  I.  This  is  higher  than  the 
averages  found  in  the  same  age  group  in  two 
American  studies.  Master,  Dublin,  and 
Marks5  report  an  average  of  135  mm.  systolic 
and  83  mm.  diastolic  for  both  sexes,  and  the 
Build  and  Blood  Pressure  Study6  reports  an 
average  of  128  mm.  systolic  and  79  mm. 
diastolic  for  both  sexes  (Table  II). 

* Diastolic  pressures  were  recorded  as  the  fifth  phase  or  the 
fading  of  the  sound. 
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TABLE  II.  Average  systolic  and  diastolic  blood  pressure*  by  sex  and  age 


Sources  and 
Age  (Years) 

M Q 1 PC' 

T?  1 

Systolic 

lVlcllUo 

Diastolic 

Systolic 

T 6IH3.16S — — 

Diastolic 

Master,  Dublin,  and  Marks6 

16  to  19 

120 

74 

116 

72 

20  to  39 

125 

78 

119 

75 

40  to  64 

135 

83 

135 

83 

Build  and  Blood  Pressure  Study6 

15  to  19 

117 

71 

114 

70 

20  to  39 

121 

75 

118 

74 

40  to  64 

128 

79 

128 

79 

* Interpolated  values. 


TABLE  III.  Data  on  blood  pressure  of  Indians,  Pucallpa,  Peru,  May  to  June,  1963 


- Males — - — — ■ — - — - — - — ■ — — - — . / Females 

Number  Average •.  Number  ✓ Average — » 

Age  of  ■ — - — Range — — — — - Sys-  Dias-  of  ✓ Range Sys-  Dias- 


(Years) 

Cases 

Systolic 

Diastolic 

tolic 

tolic 

Cases 

Systolic 

Diastolic 

tolic 

tolic 

All  ages 

14 

77  to  126 

40  to  90 

98 

57 

20 

70  to  156 

30  to  74 

101 

55 

16  to  19 

1 

* 

* 

3 

74  to  104 

40  to  54 

88 

46 

20  to  39 

9 

84  to  126 

40  to  70 

98 

54 

12 

82  to  118 

30  to  72 

96 

56 

40  to  65 

4 

77  to  122 

44  to  90 

96 

61 

5 

70  to  156 

40  to  74 

119 

59 

* Actual  reading  104/70,  age  seventeen. 


TABLE  IV.  Data  of  blood  pressure  of  mestizos,  Pucallpa,  Peru,  May  to  June,  1963 


✓ Males n ^ — ■ — - — — — — Females 

Number  Average . Number  Average 


Age 

(Years) 

of 

Cases 

✓ Range 

Systolic  Diastolic 

Sys- 

tolic 

Dias- 

tolic 

of 

Cases 

/■ Range ■> 

Systolic  Diastolic 

Sys- 

tolic 

Dias- 

tolic 

All  cases* 

All  ages 

31 

80  to  156 

38  to  80 

107 

59 

48 

80  to  147 

40  to  94 

104 

61 

13  to  19 

4 

86  to  112 

48  to  60 

99 

54 

10 

90  to  122 

40  to  70 

105 

59 

20  to  39 

14 

80  to  126 

38  to  80 

107 

59 

21 

80  to  126 

40  to  86 

103 

60 

40  to  65 
Rural 

13 

82  to  156 

50  to  78 

109 

60 

17 

82  to  147 

48  to  94 

105 

62 

All  ages 

16 

82  to  124 

47  to  70 

103 

58 

29 

84  to  147 

40  to  94 

105 

61 

13  to  19 

1 

t 

t 

7 

90  to  122 

40  to  70 

107 

57 

20  to  39 

7 

82  to  114 

47  to  70 

105 

57 

13 

84  to  126 

40  to  86 

101 

60 

40  to  65 
Urban 

8 

82  to  124 

50  to  70 

104 

59 

9 

85  to  147 

50  to  94 

107 

64 

All  ages 

9 

96  to  156 

48  to  80 

116 

62 

15 

82  to  140 

50  to  80 

105 

62 

13  to  19 

3 

96  to  112 

48  to  60 

103 

56 

2 

92  to  108 

60  to  60 

100 

60 

20  to  39 

4 

107  to  126 

52  to  80 

117 

64 

6 

90  to  120 

50  to  80 

108 

62 

40  to  62 

2 

112  to  156 

54  to  78 

134 

66 

7 

82  to  140 

50  to  78 

104 

62 

* Includes  1 staff  and  9 hospital  cases, 
t Actual  reading  86/48,  age  sixteen. 


In  Peru,  on  the  other  hand,  the  blood 
pressures  recorded  were  much  lower. 
Among  the  34  Indians  examined  only  2 
older  women  showed  systolic  values  over  140 
mm.  (Table  III). 

Although  the  pressures  recorded  were 
relatively  low  in  both  the  rural  and  urban 
mestizo  groups,  the  averages  for  the  urban 
group  were  slightly  higher.  There  were  only 
2 cases  showing  pressures  over  140  mm. 
systolic  or  90  mm.  diastolic:  an  urban  male 
in  his  fifties  and  a rural  female  in  her  forties 
(Table  IV). 

Of  the  whole  group  in  Peru,  Indians  and 
mestizos,  represented  by  113  individuals, 


only  one  woman,  in  her  forties,  had  a 
diastolic  reading  over  90  mm.  Three  with 
elevation  of  systolic  readings  only  were 
“elderly”;  their  ages  are  estimated  to  be  in 
the  upper  fifties  or  sixties. 

Comment 

In  random  blood  pressure  samplings  on 
tours  of  duty  in  forest  hospitals  in  equatorial 
Africa  and  the  Peruvian  Amazon  jungle  the 
great  difference  in  basic  blood  pressure  be- 
came very  evident.  In  Gabon,  Africa,  the 
average  rises  after  age  forty  in  both  sexes, 
reaching  values  above  the  140-  over  90-mm. 
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range  in  one  third  of  the  subjects.  In  Peru 
the  average  for  the  Indians  is  very  low  and 
only  starts  to  approach  the  United  States 
values  in  the  urbanized  mestizo  male. 
These  low  readings  apparently  come  as  a 
great  surprise  to  all  physicians  new  to  Peru. 

This  difference  suggests  a factor  operating 
independent  of  the  way  of  life,  climate,  in- 
fectious and  parasitic  diseases,  and  nutri- 
tional deficiencies.  It  may  well  be  related  to 
a difference  in  the  genetic  inheritance  of  the 
African  Negro  and  the  Peruvian  Indian. 

Conclusion 

The  groups  of  subjects  reported  are  much 
too  small  to  provide  definitive  statistical 
results.  The  equatorial  African  Negro  shows 
a tendency  toward  elevation  of  blood  pres- 
sure in  middle  age.  The  Indian  of  the 
Amazon  jungle  has  an  amazingly  low  blood 
pressure,  and  only  after  his  inheritance  is 
combined  with  Caucasian  ancestry  does  his 
blood  pressure  approach  United  States 
averages  in  the  urbanized  males.  It  is  in- 


New test  for  penicillin  allergy 

A new  skin  test  for  detecting  penicillin  allergy 
has  been  described  in  the  Journal  of  the  American 
Medical  Association.  The  test  has  been  used 
in  16,239  patients  and  no  life-threatening  re- 
actions occurred  in  those  with  negative  test 
results  who  later  received  therapeutic  doses  of 
penicillin.  However,  some  false-negative  and 
false-positive  responses  were  recorded. 

Although  the  new  skin  test  is  not  the  ideal 
tool  for  predetermining  penicillin  sensitivity, 
the  authors  said  they  believed  it  was  “clearly 
the  best  at  this  time  and  the  most  promising 
area  for  future  investigation.” 


teresting  to  note  that  coronary  occlusions 
and  cerebrvascular  accidents  are  almost  un- 
known in  both  regions.  Arteriosclerotic 
heart  disease,  however,  is  not  too  unusual 
among  the  mestizos  in  Peru. 

It  is  hoped  that  this  preliminary  report 
will  arouse  interest  in  further  and  more  de- 
tailed investigations. 
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The  compound  used  in  the  new  skin  test  in- 
corporates one  of  the  degradation  products  of 
penicillin,  penicillin ic  acid,  rather  than  peni- 
cillin. In  recent  years  the  theory  has  been 
advanced  that  the  allergic  reaction  is  caused 
not  by  penicillin,  but  by  its  degradation  prod- 
ucts. After  testing  numerous  compounds,  the 
researchers  said  they  found  one,  penicillolyl- 
polylysine,  which  would  evoke  a skin  response 
without  provoking  an  allergic  reaction.  The 
test  is  performed  by  injecting  a tiny  amount  of 
the  compound  in  a solution  within  the  skin  to 
raise  a small  blister.  The  result  is  considered 
negative  if,  after  twenty-minutes,  the  blister 
has  not  changed.  Any  enlargement  or  redness 
around  the  injection  site  is  considered  positive. 
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Necrology 


Joan  Bard,  M.D.,  of  New  York  City,  died  on 
August  6 at  the  age  of  seventy-six.  Dr.  Bard 
received  her  medical  degree  from  the  University 
of  Vienna  in  1927.  She  was  an  assistant  ad- 
junct ophthalmologist  at  Beth  Israel  Hospital. 
Dr.  Bard  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Solomon  S.  Begun,  M.D.,  of  New  York 
City,  was  killed  in  an  accident  in  late  May  at  the 
age  of  seventy-four.  Dr.  Begun  graduated 
from  Fordham  University  School  of  Medicine 
in  1919.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Rebecca  Vera  Bereslavsky,  M.D.,  of  Brook- 
lyn, died  on  June  2 at  the  age  of  seventy-seven. 
Dr.  Bereslavsky  received  her  medical  degree 
from  the  University  of  Kiev  in  1912  and  grad- 
uated from  Woman’s  Medical  College  of 
Pennsylvania  in  1926. 

Gustave  M.  Bero,  M.D.,  of  Brooklyn,  died 
on  June  17  at  the  age  of  fifty-eight.  Dr.  Bero 
graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1932. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Henry  Adolph  Boyer,  M.D.,  of  Farmingdale, 
died  on  June  14  at  the  age  of  sixty-seven.  Dr. 
Boyer  received  his  medical  degree  from  the 
University  of  Berlin  in  1922.  He  was  a member 
of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

M.  Melvin  Clark,  M.D.,  of  Winter  Park, 
Florida,  formerly  of  Rochester,  died  on  August 
17  at  the  age  of  sixty-five.  Dr.  Clark  graduated 
in  1924  from  Syracuse  University  School  of 
Medicine.  He  was  a consulting  orthopedic 
surgeon  at  Rochester  General  and  Genesee 
Hospitals  and  an  assistant  attending  ortho- 
pedic surgeon  at  Strong  Memorial  Hospital. 
Dr.  Clark  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons,  the 
Rochester  Academy  of  Medicine,  the  Rochester 


Pathological  Society,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Marion  Kissel  Colle,  M.D.,  of  Vails  Gate, 
died  on  August  31,  1963,  at  the  age  of  fifty- 
seven.  Dr.  Colle  graduated  in  1932  from 
Boston  University  School  of  Medicine.  He 
was  a senior  attending  surgeon  at  Memorial 
Hospital  of  Greene  County.  Dr.  Colle  was 
a member  of  the  Orange  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Calhoun  Davies,  M.D.,  of  Conyng- 
ham,  Pennsylvania,  formerly  of  Granville,  died 
on  May  13,  1963,  at  the  age  of  ninety-eight. 
Dr.  Davies  graduated  in  1897  from  Albany 
Medical  College.  He  was  a member  of  the 
Washington  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Frederick  Drescher,  M.D.,  of 

Brooklyn,  died  on  August  16  at  the  age  of 
seventy-nine.  Dr.  Drescher  graduated  from 
Long  Island  College  Hospital  Medical  School 
in  1912.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Graves  Hardenbrook,  M.D.,  of 

Rochester,  died  on  June  21  at  the  age  of  fifty  - 
nine.  Dr.  Hardenbrook  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in 
1933.  He  was  a senior  attending  physician 
in  general  practice  at  Park  Avenue  Hospital 
and  an  assistant  attending  physician  in  general 
practice  at  St.  Mary’s  Hospital.  Dr.  Harden- 
brook was  a member  of  the  American  Academy 
of  General  Practice,  the  Rochester  Academy  of 
Medicine,  the  Rochester  Pathological  Society, 
the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Thilo  Heidenheim,  M.D.,  of  New  York  City, 
died  on  May  23  at  the  age  of  eighty-six.  Dr. 
Heidenheim  received  his  medical  degree  from 
the  University  of  Bonn  in  1903.  He  was  a 
member  of  the  New  York  County  Medical 
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Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Edward  Henry  Hyems,  M.D.,  of  New  York 
City,  died  on  October  5,  1963,  at  the  age  of 
seventy-five.  Dr.  Hyems  graduated  from  Long 
Island  College  Hospital  Medical  School  in  1910. 
He  was  a member  of  the  American  Academy  of 
General  Practice,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical 
Association. 


Mortimer  Max  Katz,  M.D.,  of  New  York 
City  and  The  Bronx,  died  on  April  16  at  the  age 
of  sixty-six.  Dr.  Katz  graduated  from  Eclectic 
Medical  College,  Cincinnati,  in  1928.  He  was 
an  assistant  attending  physician  in  general 
practice  at  Manhattan  General  Hospital.  Dr. 
Katz  was  a member  of  the  American  Geriatrics 
Society  and  the  Homeopathic  Medical  Society 
of  the  State  of  New  York. 

Bernard  Seymour  Klauber,  M.D.,  of  New 

York  City,  died  on  April  25  at  the  age  of  fifty- 
four.  Dr.  Klauber  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical 
College  in  1933.  He  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
and  a member  of  the  American  Psychoanalytic 
Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Peter  John  Lampros,  M.D.,  of  New  York 
City,  died  on  July  1 at  the  age  of  forty-one. 
Dr.  Lampros  graduated  from  the  State  Uni- 
versity of  New  York  Upstate  Medical  Center 
at  Syracuse  in  1951.  He  was  director  of 
radiology  at  Brooklyn  Hospital.  Dr.  Lampros 
was  a Diplomate  of  the  American  Board  of 
Radiology  and  a member  of  the  Radiological 
Society  of  North  America,  Inc.,  the  Radiological 
Society  of  New  York  State,  the  Brooklyn 
Radiological  Society,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Jacob  Levbarg,  M.D.,  of  Hollis  Hills, 
died  on  August  5 at  the  age  of  seventy-three. 
Dr.  Levbarg  graduated  from  Long  Island 
College  Hospital  Medical  School  in  1913.  He 
was  an  assistant  attending  neuropsychiatrist 
at  City  Hospital  at  Elmhurst  and  an  honorary 
otolaryngologic  surgeon  at  Harlem  Eye  and  Ear 
Hospital.  Dr.  Levbarg  was  a Diplomate  of 
the  American  Board  of  Otolaryngology  and  a 
member  of  the  American  Society  of  Clinical 
Hypnosis,  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Association  of 
Military  Surgeons  of  the  United  States,  the 
New  York  Society  for  Clinical  Psychiatry, 


the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Hans  M.  Magnus,  M.D.,  of  Cambria  Heights, 
died  on  April  1 at  the  age  of  sixty-six.  Dr. 
Magnus  received  his  medical  degree  from  the 
University  of  Hamburg  in  1923.  He  was  an 
assistant  attending  surgeon  at  Jamaica  Hospital 
and  an  assistant  attending  physician  in  pul- 
monary diseases  at  Queens  Hospital  Center. 
Dr.  Magnus  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  Kings 
County  Surgical  Society,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Max  Podvoll,  M.D.,  of  Brooklyn, 
died  on  June  30  at  the  age  of  sixty-three.  Dr. 
Podvoll  graduated  from  McGill  University 
Faculty  of  Medicine  in  1926.  He  was  an 
adjunct  surgeon  at  Unity  Hospital  and  Unity 
Hospital  Outpatient  Department.  Dr.  Podvoll 
was  a member  of  the  Kings  County  Surgical 
Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Harvey  Romberg,  M.D.,  of  White 
Plains,  died  on  July  24  at  the  age  of  sixty.  Dr. 
Romberg  graduated  from  Yale  University 
School  of  Medicine  in  1928.  He  was  an  ad- 
junct gynecologist  at  Montefiore  Hospital. 
Dr.  Romberg  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Ameri- 
can Society  for  the  Study  of  Sterility,  the  New 
York  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  Bryant  Rooney,  M.D.,  of  Nyack,  died 
on  August  16  at  the  age  of  fifty.  Dr.  Rooney 
graduated  from  Cornell  University  Medical 
College  in  1940.  He  was  an  attending  ob- 
stetrician at  Nyack  Hospital.  Dr.  Rooney 
was  a member  of  the  Rockland  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Andrew  M.  Ross,  M.D.,  of  Huntington,  died 
on  June  24  at  the  age  of  fifty-seven.  Dr.  Ross 
graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1932. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Carl  George  Schwan,  M.D.,  of  Hornell,  died 
on  September  4 at  the  age  of  seventy-five. 
Dr.  Schwan  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1913.  He  was  a 
consulting  ophthalmologist  and  otolaryngologist 
at  St.  James  Mercy  and  Bethesda  (North 
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Hornell)  Hospitals.  Dr.  Schwan  was  a member 
of  the  Steuben  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Leopold  Seidenberg,  M.D.,  of  Forest  Hills, 
died  on  May  14  at  the  age  of  seventy-eight. 
Dr.  Seidenberg  received  his  medical  degree  from 
the  University  of  Leipzig  in  1911.  He  was  a 
senior  clinical  assistant  physician  (off  service)  at 
The  Mount  Sinai  Hospital.  Dr.  Seidenberg 


was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Herbert  John  Wright,  Sr.,  M.D.,  of  Scho- 
harie, died  on  August  26  at  the  age  of  eighty- 
three.  Dr.  Wright  graduated  from  Albany 
Medical  College  in  1907.  He  was  a member  of 
the  Schoharie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Abstracts 


Lawrence,  R.  M.,  Haley,  E.  M.,  and  Gillies, 

A.  J.:  Closed-chest  cardiopulmonary  resuscita- 
tion; results  and  criteria  for  application,  New 
York  State  J.  Med.  64:  2523  (Oct.  15)  1964. 

Closed-chest  cardiopulmonary  resuscitation 
was  performed  in  123  cardiac  arrests  in  111 
patients;  the  immediate  survival  rate  was  33 
per  cent,  but  only  13.5  per  cent  were  discharged 
from  the  hospital  alive.  Of  the  patients  suf- 
fering cardiac  arrest  in  the  operating  room,  37.5 
per  cent  survived;  of  patients  with  myocardial 
infarction  complicated  by  ventricular  fibrilla- 
tion, 19  per  cent  were  successfully  resuscitated. 
Long-term  survival  did  not  result  if  resuscitative 
efforts  were  delayed  beyond  three  minutes  after 
cardiac  arrest.  There  were  65  complications  of 
closed-chest  cardiac  compression  in  36  patients. 
The  use  of  the  technic  is  not  yet  sufficiently  suc- 
cessful or  safe  to  teach  to  the  public. 

Sherman,  H.,  and  Merksamer,  D.:  Skin 

test  reactions  in  mold-sensitive  patients  in 
relation  to  presence  of  molds  in  their  homes, 
New  York  State  J.  Med.  64:  2533  (Oct.  15) 
1964. 


The  homes  of  39  patients,  38  of  whom  were 
sensitive  to  Alternaria  and  1 to  Hormodendrum, 
were  investigated  for  the  presence  of  saprophytic 
molds,  which  were  found  in  all  but  one  home. 
Correlation  between  positive  skin  reactions  and 
molds  found  in  the  homes  was  obtained  in  only 
14  out  of  the  71  molds  found;  however,  the 
correlation  between  positive  skin  test  reactions 
to  Alternaria  and  the  presence  of  that  mold  in 
the  home  was  100  per  cent.  In  a control  group 
of  24  homes,  molds  were  found  in  only  9. 

Saunders,  W.:  Superficial  fungus  infections  in 
northern  New  York  State.  II,  New  York  State 
J.  Med.  64:  2536  (Oct.  15)  1964. 

A study  was  made  of  a group  of  120  fungus 
infections  among  patients  in  a northern  New 
York  State  region.  Trichophyton  rubrum  pre- 
dominated and  caused  many  nail  infections. 
T.  verrucosum  infection  was  second  highest  in 
incidence,  causing  infection  and  often  ac- 
companying kerion  in  very  young  people  who 
had  contact  with  cattle.  An  eruption  of  the 
groin  resembling  ringworm  was  shown  on 
culture  to  be  a form  of  candidiasis. 
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Abstracts  in  Interlingua 


Lawrence,  R.  M.,  Haley,  E.  M.,  e Gillies,  A. 

J.:  Resuscitation  cardiopulmonar  a thorace 

claudite;  resultatos  e criterios  in  su  application 
(anglese) , New  York  State  J.  Med.  64:  2523 
(15  de  octobre)  1964. 

Resuscitation  cardiopulmonar  a thorace 
claudite  esseva  interprendite  in  123  casos  de 
arresto  cardiac  occurrente  in  111  patientes. 
Le  superviventia  immediate  amontava  a 33 
pro  cento,  sed  solmente  13,5  pro  cento  del 
patientes  esseva  congediate  vive  ab  le  hospital. 
Inter  le  patientes  suffrente  arresto  cardiac  in 
le  sala  del  operationes,  37,5  pro  cento  super- 
viveva.  Inter  le  patientes  con  infarcimento 
myocardial  complicate  per  fibrillation  ventri- 
cular, 19  pro  cento  esseva  resuscitate  a bon 
successo.  Superviventia  perdurative  non  oc- 
curreva  quando  le  effortios  resuscitatori  esseva 
retardate  per  plus  que  tres  minutas  post  le  ar- 
resto cardiac.  Esseva  contate  65  complicationes 
de  compression  cardiac  a thorace  claudite  oc- 
currente in  36  patientes.  Le  uso  del  technica  es 
non  ancora  sufficientemente  successose  o salve 
pro  inseniar  lo  al  publico. 

Sherman,  H.,  e Merksamer,  D.:  Reactiones 
a tests  cutanee  in  patientes  sensibile  pro  mucor, 
in  relation  al  presentia  de  mucor  in  lor  domicilios 
{anglese),  New  York  State  J.  Med.  64:  2533 
(15  de  octobre)  1964. 


Lead  neuropathy  in  children 


Although  reports  of  lead  neuropathy  in 
children  are  rare,  early  recognition  “might 
prevent  the  even  more  serious  sequel  of  en- 
cephalopathy,” according  to  an  article  in  the 
American  Journal  of  Diseases  of  Children. 

In  children,  foot  drop  and  generalized  weak- 


In 39  patientes — 38  sensibile  pro  Alternaria 
e 1 pro  Hormodendrum — le  domicilios  esseva 
examinate  pro  le  presentia  de  mucores  sapro- 
phytic. In  omne  casos,  con  un  exception,  tales 
esseva  trovate.  Un  correlation  inter  positive 
reactiones  cutanee  e le  discoperta  de  mucores 
in  le  domicilio  esseva  obtenite  in  solmente  14 
del  71  mucores  trovate.  Tamen,  le  correlation 
inter  un  positive  reaction  cutanee  a Alternaria 
e le  presentia  de  iste  mucor  in  le  domicilio  esseva 
100  pro  cento.  In  un  gruppo  de  controlo  de  24 
domicilios,  mucores  esseva  trovate  solmente  9 
vices. 


Saunders,  W.:  Superficial  infectiones  per 

fungos  in  le  nord  del  stato  de  New  York.  II 
{anglese).  New  York  State  J.  Med.  64:  2536 
(15  de  octobre)  1964. 

Esseva  studiate  un  gruppo  de  120  infectiones 
per  fungos  in  patientes  in  un  region  del  nord  del 
stato  de  New  York.  Trichophyton  rubrum  pre- 
dominava  e causava  numerose  infectiones  de 
ungula.  Infectiones  per  T.  verrucosum  esseva 
secunde  in  le  ordine  de  incidentias.  Istos  esseva 
frequentemente  accompaniate  de  kerion  in 
juvenissime  subjectos  qui  habeva  contacto  con 
bestial.  Un  eruption  inguinal  de  apparentia 
simile  a tinea  esseva  identificate  per  culturation 
como  un  forma  de  candidiasis. 


ness  are  characteristic,  whereas  the  most  com- 
mon manifestation  in  adults  is  wrist  drop.  Of 
9 patients  reported  in  the  literature,  “all  had 
evidence  of  lead  ingestion,  manifest  by  meta- 
physeal lines,  anemia  and  basophilic  stippling.” 
Eight  patients  recovered  from  paralysis  over  a 
period  of  several  weeks  to  six  months  after  re- 
moval from  the  source  of  lead.  The  ninth  died. 
Speed  of  recovery  appeared  related  to  severity 
of  paralysis. 
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Medical  Schools 


Albany  Medical  College 

125th  anniversary  celebration.  James  Bord- 
ley,  III,  M.D.,  director,  Mary  Imogene  Bassett 
Hospital,  Cooperstown;  Austin  Smith,  M.D., 
president,  Pharmaceutical  Manufacturer’s  As- 
sociation; Alexander  Robertson,  M.D.,  execu- 
tive director,  the  Milbank  Memorial  Fund, 
New  York  City;  and  Hollis  S.  Ingraham,  M.D., 
were  among  the  guest  speakers  at  the  125th 
anniversary  celebration  of  the  Albany  Medical 
Center  which  was  held  on  October  2 and  3. 

Albert  Einstein  College  of  Medicine 

Appointee  named  to  new  post.  Dr.  Alfred 
Gilman  has  been  appointed  to  the  newly-created 
post  of  Associate  Dean  in  charge  of  Graduate 
Studies.  Dr.  Gilman  will  direct  a new  combined 
M.D.-Ph.D.  program  recently  initiated  in  the 
Sue  Golding  Graduate  Division  of  the  College. 
The  program,  supported  by  a grant  from  the 
National  Institutes  of  Health,  will  make  it  pos- 
sible for  students  who  are  science  majors  to  com- 
plete the  requirements  for  both  the  M.D.  and 
Ph.D.  degrees  in  six  years. 

Columbia  University  College  of 
Physicians  and  Surgeons 

Coordinated  research  center.  The  nation’s 
first  center  for  coordinated  research  by  many 
branches  of  science  into  diseases  of  the  cornea 
will  be  created  by  a Government  grant  of 
$1,600,000  to  the  College.  The  grant  will  be 
spread  over  seven  years  and  is  made  through 
the  Public  Health  Service’s  National  Institute 
of  Neurological  Diseases  and  Blindness.  A 
major  part  of  the  new  center’s  work  will  be  an 
intensified  study  of  corneal  transplants,  and  the 
new  center  will  coordinate  patient  care  and 
basic  research  on  the  cornea.  Heading  the  new 
center  are  Arthur  G.  DeVoe,  M.D.,  Edward  S. 
Harkness  Professor  of  Ophthalmology,  director 
of  the  Institute,  and  Anthony  Donn,  M.D.,  of 
the  Institute  staff. 

First  Willard  C.  Rappleye  professor. 

Howard  C.  Taylor,  Jr.,  M.D.,  has  been  named 
the  first  Willard  C.  Rappleye  Professor  of  Ob- 
stetrics and  Gynecology,  a new  chair  created  by 
a $500,000  gift  from  the  Josiah  Macy,  Jr.  Foun- 
dation. Dr.  Taylor  has  been  chairman  of  the 
Department  of  Obstetrics  and  Gynecology  since 
1946  and  also  has  been  director  of  the  Service  of 
Obstetrics  and  Gynecology  at  the  Presbyterian 
Hospital.  He  will  continue  in  both  posts. 


New  York  Medical  College 

Soviet  visitor  returns.  Bernard  M.  Wagner, 
M.D.,  professor  and  chairman,  Department  of 
Pathology,  returned  to  the  College  after  a week 
long  visit  to  the  Soviet  Union  at  the  invitation 
of  Dr.  Vassili  V.  Parin,  top  official  in  Russia’s 
space  program.  Dr.  Wagner  reported  that  the 
Soviet  scientists  in  charge  of  the  Russian  cosmic 
program  believe  that  the  most  significant  limit- 
ing factor  to  prolonged  space  flight  is  the  ability 
of  the  human  cardiovascular  system  to  adapt  to 
the  new  environment  and  their  official  concern 
is  that  at  this  time  astronauts  cannot  adequately 
survive  in  space  beyond  a period  of  fourteen 
days.  Dr.  Wagner’s  trip  in  June  was  under  the 
auspices  of  the  College  and  he  expects  to  host  a 
return  visit  by  Dr.  Parin  at  the  College  early 
next  year. 

Downstate  Medical  Center 

Alumni  medal.  Reginald  Lourie,  M.D.,  class 
of  ’36,  received  the  Alumni  Medallion  for 
Distinguished  Service  to  American  Medicine  at 
the  annual  commencement  exercises  in  June. 
Dr.  Lourie  is  director,  Department  of  Psy- 
chiatry, Children’s  Hospital,  Washington,  D.C., 
clinical  professor  of  pediatrics  and  psychiatry, 
George  Washington  University,  and  clinical 
professor  of  psychiatry,  University  of  Mary- 
land. He  is  also  a consultant  to  the  Walter  Reed 
Medical  Center,  the  National  Institute  of 
Mental  Health,  the  National  Bureau  of  Stand- 
ards, the  National  Naval  Medical  Center,  and 
the  Children’s  Bureau. 

New  appointments.  John  F.  Mueller,  M.D., 
formerly  professor  of  medicine,  University  of  Col- 
orado, and  chief,  V.A.  Hospital,  Denver,  was  ap- 
pointed professor  of  medicine  and  physician-in- 
chief of  the  combined  Departments  of  Medicine 
of  the  Brooklyn-Cumberland  Medical  Center, 
effective  July  1.  Stanley  S.  Bergen,  Jr.,  M.D., 
formerly  medical  director,  St.  Luke’s  Convales- 
cent Hospital,  New  York,  and  a faculty  member, 
College  of  Physicians  and  Surgeons,  was  ap- 
pointed associate  professor  of  medicine  at  Down- 
state  and  director  of  medicine,  Cumberland 
Hospital,  effective  August  1.  Howard  Joos, 
M.D.,  chief  of  pediatrics,  National  Jewish 
Hospital,  Denver,  Colorado,  has  been  appointed 
professor  of  pediatrics  and  director,  Pediatrics, 
Maimonides  Hospital  of  Brooklyn.  Franz 
Reichsman,  M.D.,  formerly  associate  professor 
of  medicine  and  assistant  professor  of  psy- 

continued  on  page  2594 
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POSTGRADUATE  COURSES  IN  CLINICAL  MEDICINE 

GIVEN  IN  AFFILIATION  WITH 

COLUMBIA  UNIVERSITY 

January  Through  June  1965 


COURSES  FOR  GENERAL  PRACTITIONERS 

Clinical  Chest  diseases 

Jan.  7 to  Mar.  11:  Thurs.,  4 to  5:30  P.  M. 

Laboratory  methods  in  hematology 

Feb.  1 to  Feb.  6:  Mon.  Tue.  Wed.  & Fri.  9 to  5 P.M. 

Thursday  1 to  5 P.M. 
Saturday  9 to  1 P.M. 

Differential  diagnosis  in  radiology  of  the  chest 
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Clinical  neurology 

Mar.  22  to  Mar.  26:  Mon  to  Fri.,  10  to  5 P.M. 

Laboratory  methods  in  blood  banks 

Mar.  22  to  Mar.  24:  Mon.  Tue.  & Wed.,  9 to  5 P.M. 

Differential  diagnosis  in  gastrointestinal  radiology 
Mar.  23  to  May  25:  Tue.  5 to  6 P.M. 

Gastroenterology 

Mar.  29  to  Apr.  2:  Mon.  to  Fri.,  9 to  5 P.M. 


COURSES  FOR  SPECIALISTS 

Clinical  Electroencephalography-Workshop  course. 

Jan.  4 to  May  21:  4 half-days  per  week 

(hours  to  be  arranged) 

Intranasal  surgery 

Feb.  8 to  Feb.  12:  Mon.  to  Fri.,  9 to  5 P.M. 
Trans-meatal  (Endaural)  Surgery 

Mar.  1 to  Mar.  12:  Mon.  to  Fri.,  9 to  6 P.M. 

Stapes  Surgery 

Apr.  26  to  May  7:  Mon.  to  Fri.,  9 to  5 P.M. 

Radium  therapy 

May  11  to  May  20:  Tue.  Wed.  & Thur.,  5 to  7 P.M. 
Rhinoplasty  and  Otoplasty 

May  15  to  May  25:  Sat  through  Sun.,  9 to  6 P.M. 
Megavoltage  therapy 

May  24  to  June  7:  Mon.  Wed.  & Fri.,  5 to  7 P.M. 

Clinical  Use  of  radioactive  isotopes 

June  7 to  July  2:  Mon.  to  Fri.,  9 to  5 P.M. 


For  application  forms  and  information,  address  the  Registrar  for  Postgraduate  Medical  Instruction 

THE  MOUNT  SINAI  HOSPITAL 

Fifth  Avenue  at  One-Hundredth  Street,  New  York  29,  N.  Y. 
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chiatry,  University  of  Rochester  School  of 
Medicine  and  Dentistry,  was  appointed  profes- 
sor of  psychiatry  effective  August  1. 

Faculty  note.  David  M.  Engelhardt,  M.D., 
professor  of  psychiatry,  has  been  appointed 
director,  the  Psychiatric  Treatment  Research 
Center.  The  Center,  established  within  the 
Department  of  Psychiatry,  under  a grant  from 
the  U.S.P.H.S.  is  devoted  to  research  into  the 
nature  of  the  psychiatric  treatment  process. 
The  present  research  emphasis  is  on  the  com- 
munication between  patient  and  therapist,  the 
identification  of  effective  and  ineffective  treat- 
ment methods,  and  the  study  of  sleep  and 
dreams . 

Alumni  officers.  Newly  elected  officers  of  the 
Alumni  Association  for  1964-1965  are:  Jacob 
J.  Blinn,  M.D.,  as  president;  Lawrence  J. 
Caruso,  M.D.,  president-elect;  Jules  D.  Gordon, 
M.D.,  vice-president;  A.  W.  Martin  Marino, 
Jr.,  M.D.,  secretary;  Stanley  D.  Berliner, 
M.D.,  treasurer;  and  Horace  Herbsman, 
M.D.,  historian.  The  six  alumni  elected  to  the 
Association’s  Board  of  Managers  are:  Barnett 
Binkowitz,  M.D.,  Alvin  H.  Brackup,  M.D., 
Leo  Drexler,  M.D.,  Armand  M.  Patella,  M.D., 
Ira  H.  Tepper,  M.D.,  and  Byron  M.  Treitler, 
M.D. 

September  faculty  appointments.  Dr. 

Tetzuzo  Akutsu,  Nagaya,  Japan,  has  been 
named  assistant  professor  of  surgery;  Hugh  J. 
Carroll,  M.D.,  Brooklyn,  has  been  appointed 
assistant  professor  of  medicine;  Dr.  Rudy  A. 
Bernard,  who  has  just  completed  a postdoctoral 


A thinking  man’s  drinking 


Food  for  thought  has  been  offered  by  a study 
at  Howard  University  on  500  alcoholic  persons. 
There  seems  to  be  a relationship  between  a man’s 
problems  and  what  he  drowns  them  in. 

For  example,  gin  drinkers  are  prone  to  have 


research  fellowship  in  neurophysiology  at  the 
University  of  Wisconsin,  has  been  named  as- 
sistant professor  of  physiology;  Dr.  Mario 
Vassale,  Lucca,  Italy,  has  been  appointed  visit- 
ing assistant  professor  of  physiology;  Irwin 
Feinberg,  M.D.,  Washington,  D.C.,  has  been 
named  assistant  professor  of  psychiatry;  Dr. 
Barnet  Sultzer,  Trenton,  New  Jersey,  has  been 
named  assistant  professor  of  microbiology;  in 
the  Department  of  Pathology,  Harold  Fink, 
M.D.,  Brooklyn,  clinical  associate  professor  of 
pathology,  and  Abraham  R.  Kantrowitz,  M.D., 
Brooklyn,  also  as  clinical  associate  professor  of 
pathology.  Other  clinical  associate  professor- 
ships are:  Peter  Rogatz,  M.D.,  environmental 
medicine;  George  Wallace,  M.D.,  anesthesiol- 
ogy; Irving  J.  Blumenthal,  M.D.,  psychiatry; 
Morris  Weiner,  M.D.,  pathology;  Abraham  A. 
Polachek,  M.D.,  and  Donald  C.  Kent,  M.D., 
medicine;  Anthony  N.  Fazio,  M.D.,  and  Abbey 
C.  Goldfeder,  M.D.,  anesthesiology;  and  Li  via 
F.  Blum,  M.D.,  immunology. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

Three-year  project  grant  awarded.  The 
National  Fund  for  Medical  Education  has 
awarded  a $45,000  grant  for  a three-year  project 
on  the  development  and  evaluation  of  self- 
instructional  materials  in  medical  education. 
Director  of  the  project  will  be  Dr.  Hilliard  Jason 
who  holds  joint  appointments  in  the  Medical 
School  and  College  of  Education.  Aim  of  the 
project,  according  to  Dr.  Jason,  is  to  examine 
the  value  of  self-instruction  in  the  medical 
curriculum. 


nervous  fears,  sexual  uncertainties,  and  a 
strange,  high-stepping  gait.  Rum  drinkers 
talk  too  much  and  squint.  Whiskey  drinkers 
suffer  from  hallucinations  and  upset  stomachs, 
and  they  have  an  unsteady  gait.  Wine  drinkers 
have  blurred  vision,  sadistic  tendencies,  and  a 
loss  of  interest  in  themselves  and  everything 
around  them.  Beer  drinkers  have  a tendency  to 
beer  bellies,  which  should  surprise  no  one. 
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161  E.  42nd  St.  N.Y.C. 

Phone:  Mu  7-2180 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


2595 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


UNUSUAL  PRACTICE  OPPORTUNITY.  FAMILY 
internist  or  generalist  urgently  needed  in  attractive 
western  New  York  village  serving  20,000  population  area; 
modem,  fully  accredited  open  staff  hospital;  excellent 
schools  and  recreation  facilities;  two  nearby  university 
medical  centers.  Coverage  for  free  week-ends,  days  off, 
vacations.  Box  980,  % N.Y.  St.  Jr.  Md. 


GENERAL  PRACTITIONER  URGENTLY  NEEDS 
partner.  Solo  now,  more  than  60  patients  daily.  12 
room  modern  office.  No  obstetrics.  Internist,  pediatrician 
and/or  generalist,  interested  in  small  office  accident 
surgery.  Further  tremendous  potential.  Rochester, 
N.Y.  Box  983,  % N.Y.  St.  Jr.  Med. 


INTERNISTS,  PEDIATRICIANS,  ORTHOPEDISTS  TO 
join  medical  groups  in  either  metropolitan  N.Y.C.  or  in 
N.Y.C.  suburbs.  Medical  groups  are  autonomous  part- 
nerships affiliated  with  a major  pre-payment  health 
insurance  plan.  Partnerships  offered  after  two  years. 
Box  987,  % N.Y.  St.  Jr.  Med. 


G.P.  ASSOCIATE  WANTED  BY  YOUNG  G.P.  WORK 
under  ideal  conditions  with  coverage  for  vacation,  study 
and  family  time.  Small  community  near  Rochester  and 
thruway.  Excellent  schools,  hospitals,  consultants 
nearby.  J.  J.  Gaidula,  M.D.,  Victor,  N.Y.  WA  4-3110. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City,  is  a 247  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program,  and  a progressive 
philosophy  regarding  internship  training.  Stipend  $320/ 
mo.,  plus  apartment  and  $25.  dependent  allowance  for 
each  of  three  children.  We  are  accepting  applications 
for  rotating  internships.  The  program  has  the  approval 
of  the  Council  on  Medical  Education  of  the  American 
Medical  Association.  Address:  Director  of  Medical 

Education,  Northern  Westchester  Hospital,  Mount  Kisco, 
New  York. 


WANTED:  INTERNIST,  BOARD  CERTIFIED  OR 

eligible,  for  large  hospital,  Kansas  City  area.  Box  999, 
% N.Y.  St.  Jr.  Med. 


G.P.  WANTED  MARCH  1,  1965  FOR  LONG  ISLAND 
GP  group.  Eventual  full  partnership.  No  capital  needed; 
initial  salary.  Excellent  opportunity.  Box  102,  % N.Y. 
St.  Jr.  Med. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Early  requests  should  be  made  for  Feb.  and  Sept, 
graduates. 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  DESIRES 
position.  New  York  City  or  Westchester  preferred.  Box 
898,  % N.Y.  St.  Jr.  Med. 


FOR.  GRAD  (5  LANG.)  DES.  ASSOC.  BUSY  GP.  SPAN, 
speaking  NYC  area.  Exp.  minor  surg.;  part-time,  full 
time  cons.  On  % basis.  Box  993,  % N.Y.  St.  Jr.  Med. 


ANESTHESipLOGIST,  ELIGIBLE  N.Y.  STATE 
license,  desires  weekend  employment.  Also  Obstetrics. 
Box  998,  % N.Y.  St.  Jr.  Med. 


HOSPITAL  POSITION  WANTED  BY  SEMI-RETIRING 
GP,  age  59,  experienced  in  surgery  and  medicine;  5 
mornings  a week,  no  nights.  Metropolitan  suburbs  or 
Long  Island  preferred.  Box  997,  % N.Y.  St.  Jr.  Med. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  4<k  Send  just  letterhead  to: 
Jackrabbit  Service,  Box  299,  East  Norwich,  N.Y. 


TO  SHARE  ON  PART-TIME  BASIS,  NEW,  MODERN, 
spacious,  fully  equipped  office.  X-Ray  room,  etc.  in 
beautiful  building  on  excellent  block  (Park-Madison). 
Must  be  seen  to  be  appreciated.  AT  9-7555. 


ONLY  OPHTHALMOLOGIST  IN  50,000  POPULATION 
area.  Wants  to  retire.  No  sales.  Box  981,  % N.Y.  St., 
Jr.  Med. 


PRIVACY  AT  LAST  FOR  YOU  AND  YOUR  PATIENTS! 
Now  you  can  eliminate  embarrassing  and  distressing  sounds 
from  penetrating  your  walls.  We  sound  condition  your 
walls  quickly,  inexpensively  and  decoratively.  For  free 
estimate,  call  Scientific  Safety  Corp.,  CHelsea  3-3874. 
NYC  only. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


PLAINVIEW,  L.I.  OFFICE  SPACE  TO  SHARE,  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 

RENT  PART-TIME;  AIR-CONDITIONED,  BEAU- 
tifully  furnished;  share  with  dental  specialist.  Medical 
Arts  Bldg.  Brooklyn,  N.Y.  Ma.  5-2116. 


NEW  YORK-DUTCHESS  COUNTY;  OFFICE  SPACE 
available  in  professional  building  being  erected  on  main 
business  highway  between  Fishkill  and  Poughkeepsie. 
Ideal  for  all  specialties.  Address  Martin  Rabin,  D.D.S., 
65  So.  Clinton  Street,  Poughkeepsie,  New  York.  Phone 
454-0322. 


CORNER  HOUSE  AND  OFFICE,  BUSHWICK  AVENUE, 
Bklyn.  Brick  building;  2x/2  baths,  2 car  garage.  Doctor 
retiring.  $35,000.  GL  2-2232 


FOR  RENT:  INTERNIST’S  OFFICE,  SHEEPSHEAD 
Bay,  Brooklyn,  Avenue  Z,  Nostrand  Avenue;  fully 
equipped,  air  conditioned,  4x/2  rooms;  densely  populated 
area.  Phone  TW  1-5922. 


DOCTOR’S  OFFICE  & RESIDENCE  FOR  SALE;  15 
rooms,  brick  house,  excellent  condition.  Woodmere, 
N.Y.  Doctor  retiring;  office  fully  equipped.  Box  996, 
% N.Y.  St.  Jr.  Med. 


TWO  LARGE  PROFESSIONAL  APARTMENTS  AVAIL- 
able  with  parking  facilities.  Will  layout  to  suit.  Con- 
veniently located  near  hospitals  in  Flushing- Broadway 
section  of  Queens.  Near  Northern  Blvd.  Occupancy 
Nov.  1st.  OL  1-1070,  NE  9-5352. 


RETIRED  GENERAL  PRACTITIONER’S  HOME-OF- 
fice  for  sale.  Excellent  opportunity.  Upstate  New  York 
village  near  Saratoga  and  Vermont.  Box  103,  % N.Y. 
St.  Jr.  Med. 


FOR  RENT.  FIFTH  AVENUE  (1107).  CORNER  AT- 
tractive  modern  5 room  office  facing  park.  Suitable  hours 
available.  Reasonable.  SAcramento  2-5959. 


EXCEPTIONAL  LOCATION,  MANHATTAN.  NO 
medical  specialist  in  upper  and  middle  income,  2500 
apartment  city.  Dentist  will  rent  half  of  his  large  suite. 
Call  212  M03-8200. 


FOR  SALE:  ELEVEN  ROOM  HOUSE,  INCLUDING 
doctor’s  office,  on  3/4  acres;  short  distance  from  hospital. 
Riverhead,  L.I.,  N.Y.  516  PA  7-3344. 


PRACTICES  FOR  SALE  OR  RENT 


SACRIFICE.  HOME-OFFICE  COMBINATION,  COM- 
plete,  well  appointed  (including  x-ray,  shortwave,  ultra- 
sonic, furniture).  Terms.  Active  general  practice,  suited 
also  for  specialists.  Central  New  York;  University. 
Immediate  access  to  hospitals.  Box  978,  % N.Y.  St.  Jr. 
Med. 


G.P.  LEAVING  TO  SPECIALIZE,  WANTS  PARTNER 
or  sale  of  lucrative  practice  in  Brighton  Beach,  Brooklyn. 
Box  984,  % N.Y.  St.  Jr.  Med. 


35  YEAR  EENT  PRACTICE  (90%  EYE);  OVER  10,000 
records  on  eye.  Retiring.  Price  reasonable.  Location 
Rochester.  Box  994,  % N.Y.  St.  Jr.  Med. 


EENT  PRACTICE,  OFFICE  FULLY  EQUIPPED,  WITH 
records  and  files.  Price  extremely  reasonable.  Contact: 
Shults  & Shults,  9 Seneca  Street,  Hornell,  N.Y.  Tel. 
607-324-1104. 


EQUIPMENT 


X-RAY  THERAPY  MACHINE,  KELEKET  220  C, 
200  KV-20  Ma,  XPT  tube.  Excellent  condition;  make 
offer.  A.  Winter,  M.D.,  98-50  67  Ave.,  Rego  Park, 
N.Y. 


WANTED:  ELLIOT  PELVIC  DIATHERMY  MACHINE 
in  operable  condition.  Box  995,  % N.Y.  St.  Jr.  Med. 


FOR  SALE:  UROLOGIC  SURGERY  INSTRUMENTS, 
all  in  excellent  condition.  Price:  $1,000,  approx.  l/%  their 
value.  Ideal  collection  for  residents  starting  practice: 
28  F ACMI  (Baumrucher)  resectoscope  with  extra  cutting 
loops;  24  F ACMI  double  catheterizing  cystoscope  with 
separate  observation  & operating  telescope;  21  F (Na- 
tional) double  catheterizing,  including  observation  tele- 
scope; 18  F AM  Cl  double  catheterizing  cystoscope  with 
observation  telescope;  12  F ACMI  infant’s  scope  (double 
catheterizing);  16  F ACMI  double  catheterizing  cysto- 
scope with  observation  telescope.  A.  M.  Crance,  M.D., 
525  South  Main  St.,  Geneva,  N.Y.  14456. 


FOR  SALE:  X-RAY,  PICKER  CENTURY  MODEL, 

excel,  condition,  plus  short-wave,  ECG  machine,  etc 
Box  100,  % N.Y.  St.  Jr.  Med. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 
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PERCODAN 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  1 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


in  moderate  to 
moderately  severe  pain.. . 

of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *u.  s.  Pats.  2, 628.185  and  2.907,768 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York 


Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX 

QUINETHAZONE -TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  I 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 
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relief  within  grasp 


stops  asthma  attack 
and  asthma  anxiety 


The  Isuprel  Mistometer  is  one  of  the  “...most  effective 

‘pocket-sized’  sprays  to  relieve  bronchospasm 1,1 

Just  one  inhalation  often  stops  asthma  attack  and 
asthma  anxiety;  it  places  relief  within  easy  grasp.  Hav- 
ing a Mistometer  on  hand  allows  the  asthmatic  to  live 
more  confidently,  freed  from  the  immediate  fear  of 
suffocation  and  constant  apprehension  of  another  at- 
tack. The  Mistometer  is  “...comforting  for  the  patient 
to  have  on  hand.’’2  Acceptable  to  children  — it  is  easy 
for  them  to  use. 

Nebulized  Isuprel  is  a drug  of  choice  for  immediate  re- 
lief of  acute  asthmatic  attacks.  Isuprel  brings  relief 
within  seconds  to  patients  with  mild  or  moderate 
asthma,  within  minutes  to  patients  with  severe  asthma. 
“The  patient  can  obtain  sufficient  relief  from  the  aerosol 
to  permit  sleep  within  a few  minutes.”3 
The  Isuprel  Mistometer,  a complete  convenient  nebuliz- 
ing unit,  contains  15  ml.  of  aerosol  solution  consisting 
of  Isuprel  hydrochloride  1:400  or  0.25  per  cent  w/w 
(=2.8  mg.  per  ml.)  in  inert  propellants  (dichlorodiflu- 
oromethane  and  dichlorotetrafluoroethane)  with  aro- 
matic flavor,  alcohol  33  per  cent  and,  as  preservative, 
ascorbic  acid  0.1  per  cent.  It  delivers  300  measured, 
unvarying  inhalations. 

It  should  be  impressed  on  the  patient  that  one  deep  in- 
halation from  the  Isuprel  Mistometer  generally  will  af- 


ford control  of  an  acute  attack.  A full  minute  should 
elapse  before  a second  inhalation  is  considered;  this  is 
necessary  only  occasionally. 

Side  effects:  Isuprel  by  inhalation  may  occasionally  cause 
tachycardia,  palpitation,  nervousness,  nausea  and  vomit- 
ing, headache  or  transient  throat  irritation,  especially  with 
excessive  dosage.  Adjust  dosage  carefully  in  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma 
or  limited  cardiac  reserve,  and  in  persons  sensitive  to  sym- 
pathomimetic amines.  Caution:  Epinephrine  should  not  be 
administered  with  Isuprel  as  both  drugs  are  direct  cardiac 
stimulants  and  their  combined  effect  may  induce  serious 
arrhythmia.  If  desired  they  may,  however,  be  alternated, 
provided  .an  interval  of  at  least  four  hours  has  elapsed. 
References:  1.  Charlton,  J.  D.:  North  Carolina  M.  J.  23:17, 
Jan.,  1962.  2.  Feinberg,  S.  M.:  M.  Clin.  North  America 
45:1443,  Nov.,  1961.  3.  Seebohm,  P.  M.:  Bronchial  Asthma, 
in  Conn,  H.  F.  (Ed.):  Current  Therapy  1960,  Philadelphia, 

W.  B.  Saunders  Company,  1960,  p.  411.  

Winthrop  Laboratories,  New  York,  N.Y.  j l/v/nf/jrop j 

ISUPREL  hydrochloride 
isoproterenol  hydrochloride 

MISTOMETER® 

Only  the  Mistometer  contains  Isuprel  - isoproterenol-Winthrop 

(1846M) 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

‘EMPRAZIL’ 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed'®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
'Perazil'®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
. . .specify  'Emprazil'. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only— as 

‘EMPRAZIL-C'®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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America's  favorite  winter  playground 
becomes  the  classroom  for  America’s 
practicing  physicians  — offering  you  in 
four  days  a comprehensive,  compact  post- 
graduate course  in  the  most  recent  develop- 
ments in  medical  science. 

Plan  to  attend  — register  now  — and  be  on 
hand  in  Miami  Beach’s  modern,  air-conditioned  Audi- 
torium and  Exposition  Hall  convenient  to  all  the 
luxurious  seashore  hotels. 


BREAKFAST  ROUNDTABLE  DISCUSSION:  Carcinoma  of  the 
Thyroid  • Rectal  Polyps  • Cosmetic  Surgery  • Peptic  Ulcer 
Treatment  • Problems  of  Terminal  Illness  • Comprehensive 
Health  Appraisal.  SCIENTIFIC  SESSIONS:  Rehabilitation  of  the 
Handicapped  • Iatrogenic  Diseases  • Hypertension  • Pulmonary 
Emphysema  • Nuclear  Medicine  • Public  Health  • Aviation  Medicine 
• Depressive  States  • Cardiac  Arrhythmias  • Advanced  Breast  Cancer 
• Gastrointestinal  Diseases  • Autoimmune  Diseases  • Pyelonephritis  • 
Vascular  Occlusive  Diseases.  THREE-SESSION  COURSE  IN  OBSTETRICS  FOR 
THE  GP  • CLOSED  CIRCUIT  TELEVISION  . MOTION  PICTURE  PREMIERES  . 275 
SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 


The  complete  scientific  program,  plus  forms  for  advance  registration  and  hotel  accommodations,  will  be  featured  in  JAMA  October  26 

DON’T  MISS  THE  WINTER’S  BIGGEST  MEDICAL  MEETING 
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Medical  News 


Study  of  Ewing’s  sarcoma 

The  cooperation  of  physicians  is  requested  in  a 
continuing  study  of  Ewing’s  sarcoma  by  the 
Radiation  Branch  of  the  National  Cancer 
Institute  at  the  Clinical  Center,  National  In- 
stitutes of  Health,  Bethesda,  Maryland. 

Referrals  of  patients  with  a radiographic 
diagnosis  of  Ewing’s  sarcoma  are  needed.  It 
is  desired  that  such  patients  be  referred  prior 
to  establishment  of  the  diagnosis  by  biopsy  so 
that  they  may  be  admitted  for  biopsy  and  im- 
mediate institution  of  therapy. 

Physicians  interested  in  having  their  patients 
considered  for  the  study  may  write  or  telephone: 
Ralph  E.  Johnson,  M.D.,  Clinical  Center, 
Room  6-B-09,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014;  or  telephone  301- 
656-4000,  ext.  65147. 

Radioactivity  levels 

Levels  of  radioactivity  in  New  York  State 
in  rainfall,  air,  water,  and  milk  were  within 
acceptable  limits  during  1963,  according  to 
Hollis  S.  Ingraham,  M.D.,  State  Health  Com- 
missioner. 

A summary  of  environmental  radioactivity 
for  1963,  published  by  the  Department’s  Bureau 
of  Radiological  Health  Services,  is  available 
on  request.  Rates  of  intake  for  the  population 
have  been  established  for  Iodine  131,  Strontium 
89,  Strontium  90,  and  Radium  226  by  the  Fed- 
eral Radiation  Council.  The  Bureau  checks  for 
these  radionuclides  as  well  as  other  isotopes 
commonly  found  in  fallout,  such  as  Cesium  137. 
The  evaluation  of  levels  of  environmental  radio- 
activity shows  that  the  population  did  not  re- 
ceive exposures  exceeding  the  guidelines  set 
for  normal  peacetime  operations. 

Institution  requirements 

Revised  requirements  for  the  establishment, 
construction,  or  renovation  of  public  and  private 
institutions  caring  for  the  sick  and  disabled 
became  effective  October  1 in  New  York  State. 

The  principal  change  is  that  applications  from 
such  institutions  to  the  State  Board  of  Social 
Welfare  will  be  reviewed  by  the  State  Hospital 
Review  and  Planning  Council  and  its  regional 
counterparts  for  public  need  and  adequacy  of 
financing. 

The  provisions  are  embodied  in  the  Metcalf- 
McCloskey  bill  which  was  enacted  into  law  by 
the  1964  Legislature  and  approved  by  Governor 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


Nelson  A.  Rockefeller  as  Chapter  730  of  the 
Laws  of  1964. 

Additional  information  may  be  obtained  from 
the  offices  of  the  Department,  as  well  as  the 
offices  of  the  State  planning  councils  and  the 
State  Department  of  Health. 

Health  departments  established 

Establishment  of  two  county  health  depart- 
ments, in  Niagara  and  Chautauqua  counties, 
has  become  final  with  formal  approval  by 
Hollis  S.  Ingraham,  M.D.,  State  health  com- 
missioner. Both  will  open  January  1,  1965. 

The  new  health  departments  will  be  the 
twenty-third  and  twenty-fourth  in  New  York 
State’s  fifty-seven  Upstate  counties. 

The  Board  of  Supervisors  of  Orleans  County 
has  also  voted  for  a county  department,  if  it 
can  arrange  with  an  adjacent  county  or  counties 
to  share  three  top  officials,  those  of  health 
commissioner,  senior  public  health  engineer, 
and  physiotherapist.  If  these  negotiations 
succeed,  the  seven-county  Buffalo  Region  of 
the  State  Health  Department  will  be  the  first 
regioli  in  which  every  county  has  its  own  health 
department. 

Male  birth  control 

Preliminary  studies  with  two  types  of  oral 
contraceptive  agents  for  men  were  reported 
at  the  Second  International  Congress  on  Endo- 
crinology in  London  by  Warren  O.  Nelson, 
M.D.,  of  the  Albany  Medical  College.  One  type 
of  drug  tested  interferes  with  sperm  formation. 
The  other  suppresses  sperm  formation  by  in- 
hibiting the  production  of  gonadotrophin. 

Personalities 

Elected.  Felix  Ottaviano,  M.D.,  Oneida, 
president;  Marcus  S.  Richards,  M.D.,  Tully, 
first  vice-president;  Theodore  J.  Prowda,  M.D., 
Sherrill,  second  vice-president;  William  R. 
Carson,  M.D,  Potsdam,  secretary;  Bernard  J. 
Hartnett,  M.D.,  Auburn,  treasurer;  and  Arthur 
F.  Gaffney,  M.D.,  Clinton,  delegate  of  the 
Fifth  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  at  a recent  meeting  in 
Saratoga  Springs  . . . John  Paul  Ruppe,  M.D., 
Islip,  president;  Reginald  Steen,  M.D.,  Hemp- 
stead, first  vice-president;  Melville  Rosen, 
M.D.,  Deer  Park,  second  vice-president;  Ray- 
mond F.  Smith,  M.D.,  Garden  City,  treasurer; 
DeWitt  C.  Brown,  M.D.,  Bay  Shore,  secretary; 
and  Raymond  F.  Smith,  M.D.,  Garden  City, 

continued,  on  page  2610 
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ATHEROSCLEROSIS 

THERAPEUTIC  VALUE  WITHOUT  IODISM 


IODO-NIACIN  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potassium 
iodide  in  full  dosage  without  iodism.1 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.2  They  are  used 
in  the  treatment  of  circulatory  diseases  including  atheroscler- 
osis, coronary  sclerosis  and  angina  pectoris.3 

Idiosyncrasy  to  iodides  is  common  and  iodism  may  occur 
after  small  doses.4  Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  Iodo-Niacin,  prevents  and  corrects 
iodism.5 


1&& 

Chemical  Company 
St.  Louis,  Mo.  63108 


In  a clinical  study  of  59  cases  of  generalized  atheroscler- 
osis, Iodo-Niacin  relieved  dizziness  in  71%  of  cases,  vague 
abdominal  distress  in  87%,  chronic  headaches  in  61%,  and 
disorientation  in  50%.  No  iodism  in  any  case! 

Dosage:  2 tablets  three  or  four  times  daily.  May  be  con- 
tinued for  long  periods  without  iodism. 

Availability : Slosol  coated  pink  tablets,  in  bottles  of  100. 
Also  available  in  ampuls. 

SUMMARY:  Effective  iodide  medication  pro- 
tected by  niacinamide  against  hazard  of  iodism. 


REFERENCES: 

1.  Am.  J.  Digest,  Dis . 22 :5, 19SS. 

2.  Circulation  5:647,  1952. 

3.  Sollmann’s  Manual  of  Pharmacology,  8th 
ed.,  1957,. p.  1121. 

4.  Drill’s  Pharmacology  in  Medicine,  2nd  ed., 
1958  p.  562. 

5.  M.  Times  84:741,  1956. 


1 

COLE  CHEMICAL  COMPANY  NYS-11  1 

3721-27  Laclede  Ave.,  St.  Louis,  Mo.  63108  I 

Gentlemen:  Please  send  me  professional  literature  and  samples  of  IODO-NIACIN. 

DOCTOR 

STREET 1 | 

CITY ZONE STATE 1 


2609 


continued  from  page  2608 

district  delegate,  of  the  Second  District  Branch 
of  the  Medical  Society  of  the  State  of  New  York. 

Appointed.  Arthur  E.  Harris,  M.D.,  Cayuga 
County  Laboratories;  Scott  N.  Swisher,  M.D., 
Department  of  Hematology,  University  of 
Rochester  School  of  Medicine;  Harold  T. 
Golden,  M.D.,  Herkimer;  Louis  R.  Ferraro, 
M.D.,  Nassau  Hospital,  Mineola;  and  Simon 
Propp,  M.D.,  Department  of  Hematology, 
Albany  Medical  College,  to  the  newly-formed 
Clinical  Laboratory  Advisory  Committee  of  the 
New  York  State  Department  of  Health  . . . 
William  J.  Eisenmenger,  M.D.,  as  director  of 
medicine,  and  Walter  W.  Fischer,  M.D.,  as 
director  of  surgery  at  Lenox  Hill  Hospital, 
New  York  City  . . . Bertram  Gold,  M.D.,  as 
vice-president  and  technical  director  of  the  A.  J. 
Wood  Research  Company  . . . Frank  L.  Hors- 
fall, Jr.,  M.D.,  of  the  Sloan- Kettering  Institute 
for  Cancer  Research,  New  York  City,  to  a 
special  committee  formed  by  the  National 
Academy  of  Sciences  to  advise  Congress  on 
national  policy  problems  involving  scientific 
research  . . . David  B.  Johnson,  M.D.,  Batavia, 
as  associate  compensation  examining  physician 
of  the  Workmen’s  Compensation  Board  . . . 
Henry  B.  Makover,  M.D.,  professor  of  pre- 
ventive medicine  and  research  associate  in 
psychiatry,  Albert  Einstein  College  of  Medicine, 
as  consultant  for  mental  health  services  to  the 


Cats  help  fight  disease 


A “cat  airlift”  has  been  put  into  effect  in 
Bolivia  to  help  in  the  battle  against  haemor- 
rhagic fever  which  is  being  spread  by  rodents  in 
the  small  towns  in  the  tropical  northeast  of  this 


family  and  criminal  courts  of  New  York  City  . . . 
Gordon  W.  Perkin,  M.D.,  as  associate  medical 
director  of  Planned  Parenthood-World  Popula- 
tion . . . John  F.  Roach,  M.D.,  Albany;  Joseph 
P.  Arcomano,  M.D.,  Huntington;  and  Joseph 
J.  Kaufman,  M.D.,  Newark;  to  the  New  York 
State  x-ray  technician  board  of  examiners  by 
Hollis  S.  Ingraham,  M.D.,  State  Health  Com- 
missioner. 

Speakers.  A.  W.  Martin  Marino,  M.D., 
moderator  of  a proctology  panel  at  a meeting 
of  the  American  College  of  Surgeons  in  Phila- 
delphia, Pennsylvania,  February  15  through  17, 
1965  . . . Paul  A.  Riemenschneider,  M.D.,  and 
Joseph  P.  Whalen,  M.D.,  Syracuse,  on  “The 
Relative  Accuracy  of  Estimation  of  Enlarge- 
ment of  the  Liver  and  Spleen  by  Radiographic 
and  Clinical  Methods”  before  the  American 
Roentgen  Ray  Society  in  Minneapolis  Septem- 
ber 29  through  October  2 . . . Louis  A.  Susca, 
M.D.,  Queens  Village,  of  the  clinical  staff  at  the 
clinic  for  children  of  retarded  mental  develop- 
ment at  the  Flower  and  Fifth  Avenue  Hospitals, 
New  York  City,  before  the  Queens  Division  of 
the  Association  for  the  Help  of  Retarded  Chil- 
dren on  September  23  on  “Mental  Retardation 
as  a National  Health  Problem”  . . . Robert 
Turell,  M.D.,  New  York  City,  before  the  Fifth 
National  Cancer  Conference  at  Philadelphia 
on  September  19  on  “Instrumentation  in  the 
Diagnosis  and  Treatment  of  Neoplasms.” 


country.  Health  authorities  have  issued  a 
public  appeal  for  cats  to  kill  the  rats,  and 
scores  of  cats  have  been  flown  to  San  Joaquin, 
the  center  of  the  epidemic.  From  there  they 
are  taken  to  the  plague-ridden  villages. 

More  than  300  persons  have  died,  and 
thousands  have  become  ill  since  the  plague 
broke  out  in  1959. 
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“A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation... improve  his 
prospects  for  employment . . . foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Toxic  effects  are 
infrequent:  allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute  generalized 
morbilliform  eruptions  with  or  without  fever.  Rarely, 
dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival  hypertrophy,  hir- 


sutism, and  excessive  motor  activity  are  occasion- 
ally encountered,  especially  in  children,  adoles- 
cents, and  young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric  distress, 
nausea,  weight  loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystagmus  may 
develop.  Nystagmus  in  combination  with  diplopia 
and  ataxia  indicates  dosage  should  be  reduced. 
Adequate  examination  of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is  supplied 
in  several  forms  including  Kapseals®  containing 
0.1  Gm.  and  0.03  Gm. 

♦Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 

Brown  and  Company,  1960,  vol. 

2,  p.  865.  43264  w*£,  OAVtSl  COMPANY,  DU'mt.  Urhin*  4l}37 


PARKE-DAVIS 


Dilantin* 

(diphenylhydantoin) 

PARKE-DAVIS 

helps  to  restore  confidence 


Medical  Meetings 


New  England  postgraduate  assembly 

The  New  England  postgraduate  assembly  will 
be  held  at  the  Hotel  Statler,  Boston,  Mas- 
sachusetts, November  4 through  6.  The  as- 
sembly will  be  sponsored  by  the  Council  of  the 
New  England  State  Medical  Societies  and  will 
consist  of  lectures,  panels,  symposia,  films,  and 
exhibits.  Registration  is  $15.00. 

Pediatric  program 

A postgraduate  pediatric  program  is  presently 
under  way  at  Maimonides  Hospital  of  Brooklyn, 
4802  Tenth  Avenue,  Brooklyn  19,  New  York. 
Lectures  will  be  held  on  Tuesdays  at  10:00  a.m. 
through  May  18,  1965.  Topics  for  November 
are  as  follows: 

On  November  10  John  S.  Hermann,  M.D.,  as- 
sistant director  of  motor  anomalies  at  The  New 
York  Eye  and  Ear  Infirmary,  will  speak  on 
“Modern  Concepts  in  Strabismus  and  Ambly- 
opia.” 

On  November  17  Israel  Diamond,  M.D., 
director  of  laboratories  at  Lutheran  Medical 
Center,  will  discuss  “Malignancies  of  Child- 
hood.” 

Nutrition  and  metabolism  conference 

The  ninth  annual  conference  on  nutritional 
and  metabolic  considerations  in  disease  will  be 
presented  November  11  at  1:30  p.m.  at  the 
College  of  Physicians,  19  South  22nd  Street, 
Philadelphia,  Pennsylvania. 

Bronx  Pediatric  Society 

The  Bronx  Pediatric  Society  will  hold  a sci- 
entific session  December  9 at  8:30  p.m.  in  the 
Auditorium  of  the  Van  Etten  Hospital. 

Nasser  Fatemi,  M.D.,  chief  resident  at  St. 
Francis  Hospital,  will  speak  on  “Boeck’s 
Sarcoid”;  Josephine  Kerr,  M.D.,  discussant. 

Luis  David,  M.D.,  chief  resident,  Miseri- 
cordia  Hospital,  will  present  a urologic  case; 
Edwin  Alderman,  M.D.,  discussant. 

Peter  Fine,  M.D.,  chief  resident,  Montefiore 
Hospital,  will  speak  on  “Treatment  of  Salicylate 
Poisoning”;  Lawrence  Finberg,  M.D.,  dis- 
cussant. 

Janelle  Bermeje,  M.D.,  chief  resident,  Ford- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


ham  Hospital,  will  speak  on  “Acute  Hemolytic 
Episode  in  a Thalassemia  Intermedia”;  Samuel 
Melamio,  M.D.,  discussant. 

Symposium  on  myasthenia  gravis 

The  New  York  Academy  of  Sciences  in  con- 
junction with  The  Myasthenia  Gravis  Founda- 
tion will  hold  the  third  international  symposium 
on  myasthenia  gravis  February  1 through  3, 
1965,  at  the  Waldorf-Astoria  Hotel,  New  York 
City. 

Fifty  scientists  and  clinicians  of  national  and 
international  repute  will  present  papers  and 
discuss  the  morphology,  physiology,  phar- 
macology, immunology,  and  clinical  aspects  of 
myasthenia  gravis. 

For  additional  information  write  or  call  The 
Myasthenia  Gravis  Foundation,  2 East  103rd 
Street,  New  York,  New  York  10029;  FI 
8-1072. 

Pan  American  Medical  Association 

The  Pan  American  Medical  Association  will 
hold  its  fortieth  anniversary  congress  at  the 
Lucayan  Beach  Hotel,  Lucya,  Grand  Bahama 
Island,  off  the  coast  of  southern  Florida,  from 
April  29  to  May  2,  1965. 

Almost  all  specialties  in  medicine  and  surgery 
will  be  represented  in  the  scientific  program. 
There  will  be  special  panel  discussions. 

Interested  physicians  should  write  to  Irving 
J.  Thorne,  M.D.,  program  secretary,  The  Pan 
American  Medical  Association,  745  Fifth  Ave- 
nue, New  York,  New  York  10022. 

Symposium  on  vectorcardiography 

The  Long  Island  Jewish  Hospital,  New  Hyde 
Park,  will  hold  a symposium  on  vectorcardiog- 
raphy at  the  Sharaton-Tenney  Inn  at  La  Guardia 
Airport  May  11  through  13,  1965. 

The  program  will  consist  of  panel  sessions  and 
an  evening  lecture.  Panel  meetings  will  focus 
on  lead  systems,  display  systems,  pediatric 
problems,  myocardial  infarction,  ventricular 
hypertrophy,  and  new  horizons. 

Programs,  registration  blanks,  and  hotel 
reservation  forms  may  be  obtained  from  Vector- 
cardiography, Room  184,  The  Long  Island 
Jewish  Hospital,  270-05  76th  Avenue,  New 
Hyde  Park,  New  York  11040. 
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NEW...Delfen  Vaginal  Foam 

TRADEMARK  ' 


Look  forward  to  enthusiastic  patient  acceptance 
for  the  new,  effective  contraceptive  foam  (contains 
nonylphenoxypolyethoxyethanol  12.5%). Ten  clinical  studies 
demonstrate  its  outstanding  effectiveness. .. a 2.7  pregnancy 
rate.  DELFEN  Vaginal  Foam  is  truly  considerate  of 
patients’  well-being.  Snow-white,  feather-light. . .does  not 
diminish  coital  sensation ..  .vanishes  with  scarcely  a 
trace.  Easy  to  use. . .diaphragm  definitely  not  needed. 
Exceptionally  well-tolerated ...  pH  of  4.5.  Clinically  effective 
. . . pharmaceutically  elegant.  Another  fine  product  of 
ORTHO's  unmatched  experience  in  fertility  control. 
Available:  20  Gm  aerosol  vial  with 
applicator  and  cosmetic  bag.  Also, 

20  Gm  aerosol  vial  only. 


ORTHO  PHARMACEUTICAL  CORPORATION  I 
Raritan,  New  Jersey 
for  a complete  choice  of  medically 
accepted  contraceptives 

ID 
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Abstracts 


Terry,  R.  N.,  and  Trudnowski,  R.  J.: 

Intraoperative  fluid  therapy;  relationship  to 
anesthetic  and  surgical  complications,  New 
York  State  J.  Med.  64:  2646  (Nov.  1)  1964. 

Sixty  patients  undergoing  major  and  minor 
surgical  procedures  were  given  a large  volume 
infusion  of  balanced  salt  solution  during  surgery. 
A continuous  flow  of  urine  was  observed,  and  a 
significant  reduction  in  intraoperative  and  im- 
mediate postoperative  hypotension  resulted. 
The  use  of  blood  transfusions  was  reduced  by 
approximately  one  third. 


Spring,  M.,  and  Reich,  T.:  Neurovascular 
syndromes  of  upper  extremities,  New  York 
State  J.  Med.  64:  2655  (Nov.  1)  1964. 

Compression  of  the  brachial  plexus  and  sub- 
clavian-axillary vessels  by  elements  of  the 
shoulder  girdle  or  accessory  muscles  of  respira- 
tion may  cause  a group  of  syndromes  char- 
acterized by  numbness,  tingling,  pain,  and 
weakness  of  the  upper  extremities.  An  accurate 
diagnosis  is  essential.  Neurovascular  compres- 
sion syndrome  is  usually  treated  surgically. 
Exercises  to  improve  posture  and  the  avoidance 
of  positions  which  cause  symptoms  are  useful. 


Abstracts  in  Interlingua 


Terry,  R.  N.,  e Trudnowski,  R.  J.:  Thera pia 
a infusion  durante  le  operation;  relation  con 
complicationes  anesthetic  e chirurgic  ( anglese ), 
New  York  State  J.  Med.  64:  2646  (1  de 
novembre)  1964. 

Sexanta  patientes,  subjicite  a major  e minor 
interventiones  chirurgic,  recipeva  infusiones  de 
grande  volumines  de  un  balanciate  solution 
salin  durante  le  operation.  Un  fluxo  continue 
de  urina  esseva  observate,  e un  significative 
reduction  del  hypotension  durante  e immediate- 
mente  post  le  operation  resultava.  Le  uso  de 
transfusiones  de  sanguine  esseva  reducite  per 
approximativemente  un  tertio. 


Spring,  M.,  e Reich,  T.:  Syndromes  neuro- 
vascular del  extremitates  superior  ( anglese ) , 
New  York  State  J.  Med.  64:  2655  (1  de 

novembre)  1964. 

Compression  del  plexo  brachial  e del  vasos 
subclavian-axillari  per  elementos  del  cinctura 
del  spalda  o musculos  accessori  de  respiration 
pote  causar  un  gruppo  de  syndromes  characteris- 
ate  per  torpor,  tinnito,  dolor,  e debilitate  del 
extremitates  superior.  Un  accurate  diagnose 
es  essential.  Un  syndrome  de  compression 
neurovascular  es  usualmente  tractate  per  un 
intervention  chirurgic.  Exercitios  a meliorar 
le  positura  e evitantia  de  positiones  que  causa 
symptomas  es  de  valor. 
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When  you  put  patients  on  “special” fat  diets. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100% corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fattyacid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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nnouncing  a new  intramuscular  t 


I 1 


for 


NEW  OLEANDOMYCIN 
= INTRAMUSCULAR 


Oleandomycin  IM  is  the 
intramuscular  form  of 

TAO  (triacetyloleandomycin) 

This  product  should  be 
dissolved  by  adding  2 cc.  of 
sterile  water  to  each  vial. 

The  solution  will  then  contain 
200  mg.  of  oleandomycin 
(as  the  phosphate)  per  2 cc., 
with  1%  (w/v)  Xylocaine®.* 
This  product  should  not  be 
given  intravenously. 


Four  reasons  to  consider  this  convenient  new  dosage  form  for  J 
your  bag,  emergencies  or  hospital  use:  j 

A 

J the  bacterial  spectrum  includes:  streptococci,  pneumococci,  gon-  !r 
ococci  and  staphylococci;  particularly  effective  against  some  « 
strains  of  staphylococci  resistant  to  other  antibacterial  agents.  J 

2  most  strains  of  staphylococci  do  not  demonstrate  cross-resist-  ? 
ance  between  oleandomycin  and  erythromycin. 

3 5 

allergic  reactions  or  other  systemic  side  effects  have  been  en- 
countered  only  rarely  with  parenteral  use  of  oleandomycin. 

4  easily  reconstituted— freely  water  soluble. 


precautions  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication.  Aside  from  ; 
occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intramuscular  injection  has  c 
been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but  constant  observation  for  such 
effects  should  be  maintained.  When  used  for  local  infiltration,  allergic  manifestations  and  sensitizing 
reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been  reported.  *Xylocaine  is  the  Registered  Trade-  ■ 
mark  of  Astra-Pharmaceutical  Products,  Inc.  for  its  brand  of  lidocaine. 


J.  B.  Roerig  and  Company  • New  York  17,  New  York  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being® 
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i companion  to 

TAO® 

(triacetyloleandomycin) 


a leading  antibiotic 
in  nationwide  hospital  survey 


Outpatient  Department-Overall  in  vitro  Susceptibility  Results: 

TAO 

CHLORAMPHENICOL 
ERYTHROMYCIN 
TETRACYCLINE 
PENICILLIN 

O 10  20  30  40  50  60  70  80  90  100 

The  1963  antibiotics  survey1  provides  a nationwide  comparison  of 
microbial  susceptibility  to  5 leading  antibiotics.  In  all,  susceptibility 
results  of  9,331f  cultures  were  obtained  from  66  hospitals  in  26 
states.  These  in  vitro  findings  confirmed  the  over-all  superiority  of 
TAO.  When  analyzed  by  results  from  1,746ft  cultures  obtained  from 
the  Outpatient  Department  of  hospitals,  TAO  also  produced  the  best 
over  all  susceptibility  results,  as  shown  above.1 
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...and  confirmed  in  clinical  practice.2  Of  129  patients  with  upper  or  lower  respira- 
f tory  infections  treated  with  TAO,  120  had  a good  response.  A “good”  response  gener- 
ally showed  reduction  in  temperature  and  toxicity  within  48  hours  after  initiation  of 
therapy,  with  subsequent  clinical  and  bacteriological  cure  of  infection. 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumo- 
e;cocci  and  gonococci.  Recommended  for  acute,  severe  infections  where  adequate 
sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance 
•■  to  less  toxic  agents.  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infec- 
tious processes  which  may  require  more  than  ten  days  continuous  therapy.  In  view 
of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment 
dictates  continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile 
is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any 
form  of  liver  abnormality. 


Available  as:  Capsules 
(250  mg.:  125  mg.)  Ready- 
Mixed  Oral  Suspension 
(raspberry-flavored,  125 
mg./5  cc.)  Pediatric  Drops 
(100  mg./cc.) 


Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  contraindicated 
in  pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hyper- 
sensitivity to  the  drug.  Although  reactions  of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions. 
Based  upon  the  usage  of  this  drug,  the  evidence  of  jaundice,  considering  all  reports 
1 available  to  J.  B.  Roerig  and  Company  referable  to  this  effect  is  5.5  per  million 
courses  of  therapy.  When  only  those  which  definitely  can  be  related  to  this  drug  are 
equated  to  usage,  the  incidence  is  1.6  per  million  courses  of  treatment. 

References:  1.  Isenberg  Henry  D.,  Ph.D.:  “A  Comparison  of  Nationwide  Microbial  Susceptibility 
Testing  Using  Standardized  Discs,”  Health  Laboratory  Science,  1:1-72  (July)  1964.  2.  Shubin. 
H.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959. 

Based  on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  5,440; 
diplococcus  pneumoniae,  1,130;  streptococcus  pyogenes  (tf-hemolytic),  1,519;  streptococcus 
pyogenes  Group  D (enterococcus),  1,242. 

Based  on  the  following  number  of  cultures:  staphylococcus  aureus  (coagulase  positive),  1,023; 
diplococcus  pneumoniae,  134;  streptococcus  pyogenes  (^-hemolytic),  455;  streptococcus 
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Rx  New,  improved 

VITERRA"  THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 


Books  Received 


The  following  books  were  received,  during  the  month  of  August,  1964* 


Synopsis  of  Pathology.  By  W.  A.  D. 
Anderson,  M.D.  Sixth  edition.  Duodecimo 
of  883  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1964.  Cloth,  $9.75. 

Dynamic  Pathology:  Structural  and  Func- 
tional Mechanisms  of  Disease.  By  Maurice 
M.  Black,  M.D.,  and  Bernard  M.  Wagner, 
M.D.  Quarto  of  296  pages,  illustrated.  St. 
Louis.  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $8.00. 

Diseases  of  Metabolism:  Detailed  Methods 

of  Diagnosis  and  Treatment.  Edited  by 
Garfield  G.  Duncan,  M.D.  Fifth  edition. 
Quarto  of  1,551  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1964. 
Cloth,  $28. 

Corneal  Contact  Lenses.  By  Members  of 
the  Contact  Lens  Section,  Department  of 
Ophthalmology,  Baylor  University  College  of 
Medicine,  Houston,  Texas.  Edited  by  Louis 
J.  Girard,  M.D.  Associate  Editors,  Joseph 
W.  Soper  and  Whitney  G.  Sampson,  M.D. 
Octavo  of  329  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1964.  Cloth, 
$19.75. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


The  Biology  of  Mind.  By  W.  R.  Hess. 
Translated  by  Gerhardt  Von  Bonin,  M.D. 
Octavo  of  203  pages,  illustrated.  Chicago, 
The  University  of  Chicago  Press,  1964.  Cloth, 
$6.00. 

Modern  Treatment.  Volume  1,  Number  3, 
May,  1964.  Treatment  of  the  Anemias. 
Guest  Editor  Edwin  D.  Bayrd,  M.D.  Treat- 
ment of  Cardiac  Arrhythmias.  Guest  Edi- 
tors J.  Willis  Hurst,  M.D.,  and  Robert  C. 
Schlant,  M.D.  Octavo.  Illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1964.  Published  Bi-Monthly 
(six  numbers  a year).  Paper,  $16. 

Give  and  Take:  The  Development  of 

Tissue  Transplantation.  By  Francis  D. 
Moore,  M.D.  Octavo  of  182  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1964. 
Cloth,  $5.50. 

The  Expectant  Father.  By  George  Schaefer, 
M.D.,  and  Milton  L.  Zisowitz.  Duodecimo 
of  157  pages,  illustrated.  New  York,  Simon 
and  Schuster,  1964.  Cloth,  $3.95. 

Agoraphobia  in  the  Light  of  Ego  Psy- 
chology. By  Edoardo  Weiss,  M.D.  Octavo 
of  132  pages.  New  York,  Grune  & Stratton, 
1964.  Cloth,  $5.50. 


Books  Reviewed 


Clinical  and  Experimental  Hypnosis:  In 

Medicine,  Dentistry  and  Psychology.  By 

William  S.  Kroger,  M.D.  Quarto  of  361 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Company,  1963.  Cloth,  $12.50. 

No  single  volume  should  be  expected  to  cover 
the  broad  field  of  medical  hypnosis  as  it  exists 
today.  Nevertheless,  Dr.  Kroger  has  attempted 
this  imposing  task  and  succeeded  to  an  amazing 
degree.  He  considers  both  theoretical  and 
practical  aspects  in  some  detail,  including  dis- 
cussions of  almost  all  the  conceivable  indica- 
tions for  hypnotherapy.  For  the  latter,  he 


supplies  case  histories  illustrating  mechanisms 
and  successful,  or  sometimes  unsuccessful, 
therapeutic  approaches.  The  same  dynamic, 
buoyant  style  which  has  characterized  over  three 
decades  of  teaching  and  writing  permeates  this 
book.  The  approach  is  direct  and  frank, 
shunning  equivocation.  Further,  he  has  studied 
this  work  with  excellent  references  which  may 
be  advantageously  consulted,  if  one  is  so  in- 
clined, for  their  original  flavor  and  for  greater 
detail. 

Like  Meares,  Guze,  Raginsky,  and  most 
modern  hypnotherapists,  he  leans  on  permissive 

continued  on  page  2620 
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for  bladder  instillation 
m urethrotrigonitis  and  postoperatively 


FURACIN  SOLUTION 


NITROFURAZONE 

■ dependable  antibacterial  action  against  a wide  range  of  gram-positive  and  gram- 
negative  pathogens  ■ prompt  and  profound  relief  of  symptoms,  such  as  dysuria,  fre- 
quency and  urgency,  in  the  great  majority  of  cases  ■ no  mucosal  irritation  observed 
following  instillations  in  recommended  dilutions 


For  urethral  irrigation  or  bladder  instillation  it  is  recommended  that  Furacin  (nitro- 
furazone)  Solution  be  diluted  1 in  10  or  1 in  6,  using  aseptic  technic.  Sterile  distilled 
water  is  preferred  to  saline.  Use  within  1 week  to  avoid  precipitation  and  mycotic 
contamination.  In  urethrotrigonitis,  instill  50  to  60  cc.  (2  fl.  oz.)  of  diluted  Solution 
into  bladder  after  urination.  Retain  for  at  least  30  minutes.  Repeat  2 or  3 times  weekly. 

The  incidence  of  irritation  or  sensitization  to  Furacin  (nitrofurazone)  Solution  in 
urologic  and  surgical  practice  is  probably  less  than  2%.  Discontinue  if  signs  or  symp- 
toms of  irritation  develop. 

supplied:  Bottles  of  60  cc.  and  473  cc.,  containing  Furacin  (nitrofurazone)  02%. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.  Y. 
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continued  from  page  2618 

technics.  The  authoritarian  approach  which 
alienated  Freud  and,  of  course,  his  followers  to 
hypnotherapy  for  many  years,  is  resorted  to 
infrequently. 

Inclusion  of  a chapter  on  “Hypnodontics: 
Hypnosis  in  Dentistry”  by  Dr.  Aaron  A.  Moss 
contributes  a refreshing  change  of  pace  by 
another  expert.  Needed  balance  is  struck  by 
Dr.  Moss’s  strong  warning  regarding  possible 
abuse  of  hypnosis  by  the  inexperienced  or  im- 
properly motivated.  A discussion  of  hypnotist 
motivation  and  neurosis,  including  the  use  of 
hypnosis  to  satisfy  the  “power  needs”  of  the 
therapist,  might  well  have  been  included  by 
Dr.  Kroger. 

This  volume  is  a recommended  source  book 
not  only  for  those  in  psychiatry  but  for  all  phy- 
sicians in  the  clinical  practice  of  medicine  who 
wish  to  improve  their  understanding  of  patients 
and  learn  to  motivate  them  effectively  and 
constructively. — Bernard  S.  Goffen,  M.D. 

Clinical  Metabolism  of  Body  Water  and 
Electrolytes.  By  John  H.  Bland,  M.D. 
Quarto  of  623  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1963.  Cloth,  $16.50. 

This  timely  book  deals  with  problems  that  in 
recent  years  have  come  to  the  foreground  of 
clinical  interest  in  medicine  and  surgery,  as  well 
as  in  many  of  the  specialties. 

The  author  has  written  in  a clear,  concise, 
readable  style.  Simple  diagrams  are  used  to 
advantage  and  the  bibliography  is  excellent. 
This  monograph  deserves  strong  recommenda- 
tion. It  should  be  available  to  those  who  are 
charged  with  the  management  of  seriously  ill 
patients. 

The  section  on  renal  physiology  is  particularly 
outstanding  and  the  information  contained 
therein  is  clearly  presented  so  that  it  may  be 
understood  and  appreciated  by  all  clinicians 
with  even  a working  knowledge  of  the  subject. 
This  monograph  is  highly  recommended  as  an 
authoritative  and  lucid  presentation  of  an  im- 
portant subject  with  a very  broad  application. — 
John  A.  Monfort,  M.D. 

Physical  Diagnosis  of  Heart  Disease.  By 
Noble  O.  Fowler,  M.D.  Octavo  of  521  pages, 
illustrated.  New  York,  The  Macmillan  Com- 
pany, 1962.  Cloth,  $12.50. 

The  aim  of  this  volume  is  to  help  the  student 
and  practicing  physician  make  a specific  cardiac 
diagnosis  at  the  bedside.  Although  physical 
diagnosis  is  stressed  the  history  is  not  relegated 
to  a minor  position.  Where  a specific  diagnosis 
cannot  be  made  from  the  history  and  physical 
examination  the  proper  use  of  more  sophisti- 
cated technics  are  evaluated. 

Although  most  of  this  volume  is  concerned 
with  the  more  common  cardiac  problems  the 
rarer  forms  of  heart  disease  are  not  overlooked. 
A section  on  pediatric  cardiology  is  well  pre- 
sented. There  is  also  a fine  chapter  on  the  in- 
nocent murmur.  This  deserves  special  em- 


phasis for  the  tragedy  of  labelling  a patient  as 
a cardiac  just  because  a murmur  is  heard  is  un- 
fortunately too  common. 

This  is  a most  useful  volume  and  should  be  of 
particular  benefit  to  the  student  and  those  prac- 
titioners who  are  not  specially  trained  in 
cardiology. — Felix  Taubman,  M.D. 

Atlas  of  Bone  Tumors:  Including  Tumor - 

like  Lesions.  By  W.  S.  Gilmer,  Jr.,  M.D.,  G. 
B.  Higley,  Jr.,  M.D.,  and  W.  E.  Kilgore,  M.D. 
Quarto  of  165  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$27.50. 

The  diagnosis  of  bone  tumors  always  has  been 
difficult.  Although  there  have  been  several 
excellent  monographs  offered  during  the  past, 
there  is  a place  for  this  atlas. 

It  is  really  an  atlas,  being  brief  with  excellent 
illustrations  of  x-ray  and  histologic  tissue  pat- 
terns. The  legends  are  short  and  concise. 
The  illustrations  of  the  tissues  are  reproductions 
of  35  mm.  color  transparencies.  The  publisher 
has  done  an  outstanding  printing  job  on  re- 
production of  these  transparencies.  Each  chap- 
ter is  supplemented  with  an  excellent  bibliog- 
raphy. 

Jaffee,  in  his  monumental  treatise  on  bone 
tumors,  describes  the  triangle  formed  by  the 
pathologist,  surgeon,  and  radiologist.  It  is  the 
combined  effort  of  the  three  that  makes  the 
diagnosis. 

The  material  in  this  book  is  excellent,  and  has 
great  teaching  value.  It  is  valuable  to  both 
the  pathologist  and  surgeon  and  is  recom- 
mended for  the  hospital  libraries  where  it  should 
be  available  for  consultation  by  students  and 
residents. — Alan  A.  Kane,  M.D. 

Modern  Ophthalmology.  Edited  by  Arnold 
Sorsby,  M.D.  Volume  1 — Basic  Aspects. 
Volume  2 — Systemic  Aspects.  Octavo  of 
1,247  pages,  illustrated.  Washington,  Butter- 
worths,  1963.  Cloth,  volume  1,  $26,  volume 
2,  $30. 

The  editor-in-chief  of  this  work  is  one  of  the 
most  eminent  ophthalmologists  in  England  and 
is  well  known  to  ophthalmologists  throughout 
the  world. 

The  books  under  review  are  a four-volume 
treatise  of  which  only  the  first  two  volumes  are 
presently  available.  Most  of  the  chapters 
are  written  by  eminent  English  ophthalmologists 
and  edited  by  Professor  Sorsby.  The  results 
are  well-balanced,  well- written,  and  thoroughly 
discussed  chapters. 

The  first  volume,  Basic  Aspects,  is  a review  of 
the  history  of  ophthalmology  from  the  earliest 
known  works  and  reviews  of  the  anatomy  and 
physiology  of  the  eye  with,  of  course,  original 
concepts  by  the  authors. 

The  second  volume,  Systemic  Aspects,  dis- 
cusses diseases  of  the  eyes  in  relation  to  systemic 
diseases.  It  is  practically  an  up-to-date  re- 
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Dimetapp  lAlcnlnhs 


(Dimetane®  [brompheniramine  maleate],  12  mg.;  Phenylephrine  HCI,  15  mg.;  Phenylpropanolamine  HCI,  15  mg.) 


n sinusitis,  colds,  U.R.  I.,  Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again.  Each 
ong-acting  Extentab  provides  clear  relief  for  up  to  10-12  hours,  yet  seldom  causes  drowsiness 
>r  overstimulation.  (The  balanced  Dimetapp  formula  is  the  key  to  success.) 

jiRIEF  SUMMARY:  Indications : Dimetapp  reduces  nasal 
ecretions,  congestion,  and  postnasal  drip  for  symptomatic 
elief  of  colds,  U.R. I.,  sinusitis,  and  rhinitis.  Side  Effects: 
n high  dosages,  occasional  drowsiness  due  to  the  antihis- 
amine  or  CNS  stimulation  due  to  the  sympathomimetics 
he  observed.  Precautions:  Administer  with  caution 


in  the  presence  of  cardiac  or  peripheral  vascular  diseases 
and  hypertension.  Contraindications:  Antihistamine 
sensitivity.  Not  recommended  for  use  during  p 
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NO  WONDER  NEW  KREM  WINS  THE  APPROVAL 
OF  MOST  EXPERIENCED  ANTACID  USERS! 


What  happens  when  "experts”— hyperacid  patients  who  have  "tried  'em 
all"— are  asked  to  compare  Krem  with  other  antacids  they  have  taken? 

"Thirty-six  patients  had  taken  antacids  previously  and  25  (70%)  found 
Krem  to  be  superior."1 

"A  substantial  percentage  of  [50]  patients  (68%)  preferred  this  antacid 
to  previously  taken  antacids."2 

In  a study  surveying  141  patients,  their  physicians  reported  78%  pre- 
ferred Krem  to  other  antacids.3 

Shouldn't  all  your  hyperacidity  patients— old  or  new— be  on  Krem,  not  only 
for  its  remarkable  patient  acceptance  but  also  for  its  outstanding  effective- 
ness and  rapidity  of  relief? 

KREM* 

the  first  antacid  tablet  to  provide  the  cream /milk  principle 


Available  in  Mint  or  Cherry  Flavored  Tablets.  Each  tablet  contains  Kamanel  (specially 
prepared  cream  and  milk  formula),  500  mg.;  Precipitated  Calcium  Carbonate,  400  mg.; 
Magnesium  Carbonate,  200  mg. 


1 . Igloe,  M.  C. : Gen.  Pract.  26:6,  1 963.  2.  Clinical  report  in  the  files  of  the  Medical  Department,  Neisler 
Laboratories,  Inc.,  1964.  3.  Research  study  conducted  by  Neisler  Laboratories,  Inc.,  1964. 
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for  lower  costs  to  your  patients 

Meprobamate  Tablets 

400  mg.  U.S.P. 

U.  S.  Patent  No.  2,724,720 
Quality  controlled  by  West-ward 
Literature  available  on  request 

Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx  56,  N.Y. 
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Vertigo  couldn't  stop  beat  Nick  from  painting. . . 


and  his  canvases  brought  him  wealth  and  fame* 


One  day,  a doctor  prescribed  Antivert  for  him. 


Antivert  stopped  the  vertigo  (easel- y). . • 


but.  • • 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  9 OUT  OF  10  PATIENTS" 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere’s  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include: 
cutaneous  flushing,  sensations  of 
warmth,  tingling  and  itching,  burning 
of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity. 
In  explaining  these  reactions  to  the 
patient,  it  is  suggested  that  they  be 
regarded  as  a desirable  physiological 
sign  that  the  nicotinic  acid  is  carrying 
out  its  intended  function  of  vasodilation. 
Because  of  this  vasodilation,  severe  hy- 
potension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

*Scal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

AnTlVPIT  meclizine  HCI 

nilll  ■ wl  l nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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unique  in  effectiveness 
against  infections 
you  treat  daily-or  rarely 


Consistently  reliable  against  common  bacterial  infections, 
Terramycin(oxytetracycline) meets  the  acid  test  of  broad-spectrum 
effectiveness  by  scoring  high  in  activity  against  many  recalci- 
trant and  less  frequently  encountered  organisms  as  well.  Balan- 
tidium, Leptospira,  Pseudomonas,  Listeria,  Shigella,  the  vibrios  — all 
are  responsible  for  difficult-to-treat  infections  and  many  strains 
are  susceptible  to  oxytetracycline. 

No  other  single  broad-spectrum  antibiotic  has  been  more  suc- 
cessfully employed  in  such  a wide  variety  of  infections  — com- 
mon or  difficult  — caused  by  gram-positive  or  gram-negative 
bacteria,  spirochetes,  rickettsiae,  protozoa  and  large  viruses,  as 
well  as  bacteroides  and  Enterobius  vermicularis.  This  vast  clinical 
experience  has  produced  not  a single  published  case  of  photo- 
toxic reaction,  blood  dyscrasia  or  neurologic  disturbance  directly 
attributable  to  the  drug. 

Ahead  of  its  time  for  14  years,  Terramycin  (oxytetracycline) 
remains  a broadly  useful  antibiotic  with  a world  of  experience 
to  support  its  record  of  effectiveness,  safety  and  practicality. 


AMYCIN 

OXYTETRACYCLINE 


unique  properties  make  the  difference  in  difficult  or  routine  cases 


Side  effects:  Glossitis  and  allergic  reactions  have  been 
reported  as  rare  side  effects.  Use  of  oxytetracycline 
during  the  last  trimester  of  pregnancy,  neonatal  period 
and  early  childhood  may  cause  discoloration  of  devel- 
oping teeth.  Reduce  usual  oral  dosage  and  consider 
serum  level  determinations  in  patients  with  impaired 
renal  function  to  prevent  possible  liver  toxicity  due 
to  excessive  accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  organisms 
may  occur.  In  such  cases,  discontinue  medication  and 

Science  for  the  world's  well-being®  ( Pfl < 


institute  appropriate  specific  therapy  as  indicated  by 
susceptibility  testing.  Aluminum  hydroxide  gel  given 
with  antibiotics  has  been  shown  to  decrease  their 
absorption  and  is  contraindicated. 

Formulas:  Terramycin  Capsules:  oxytetracycline  HC1, 
250  mg.  and  125  mg.  Terramycin  Syrup:  calcium  oxy- 
tetracycline, 125  mg.  per  5 cc.  Terramycin  Pediatric 
Drops:  calcium  oxytetracycline,  100  mg.  per  cc. 

More  detailed  professional  information  available  on  request. 

/>/*  Since  1849 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 
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vision  of  his  previous  well-known  book  on  sys- 
temic diseases. 

The  four  books  will  be  a valuable  addition  to 
the  library  of  every  ophthalmologist,  particu- 
larly as  works  of  reference. — Daniel  Kravitz, 
M.D. 

System  of  Ophthalmology.  Edited  by  Sir 
Stewart  Duke-Elder.  Volume  III.  Normal 
and  Abnormal  Development.  Part  2,  Con- 
genital Deformities.  By  Sir  Stewart  Duke- 
Elder,  G.C.V.O.,  F.R.S.  Octavo  of  877  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1963.  Cloth,  $34.50. 

This  one  volume  on  a whole  system  of 
ophthalmology  is  written  with  the  usual  com- 
prehensive detail  characteristic  of  the  author. 
He  classifies  congenital  deformities  in  a manner 
which  is  most  useful. 

Anomalies  of  the  cornea,  sclera,  anterior 
chamber,  uveal  tract,  iris,  pigment  layer,  ciliary 
body,  retina,  lens,  optic  nerve,  vitreous,  and 
anomalies  of  the  adnexa  are  some  of  the  sub- 
jects discussed. 

There  is  a need  for  such  a book  as  a reference 
for  the  specialist,  and  it  is  written  specifically 
for  the  ophthalmologist.  This  book  is  a 
valuable  addition  to  any  medical  library. — 
Norris  C.  Elvin,  M.D. 

The  Posttraumatic  Syndrome  Following 
Head  In j ury : Mechanisms  and  Treatment . 

By  Sherwood  A.  Jacobson,  M.D.  Octavo  of  92 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1963.  Cloth,  $4.75. 

The  author  who  is  a neurosurgeon  offers  a 
brief  common  sense  book. 

Introductory  chapters  dealing  with  historical 
evolution  of  thoughts  concerning  head  injuries 
and  therapy  for  them  from  ancient  times  to  the 
present  are  interesting,  apparently  well  re- 
searched, and  yet  concise.  The  author  then 
presents  his  own  material  consisting  of  200 
unselected  patients  who  have  sustained  a head 
injury  associated  with  transient  alteration  in 
state  of  consciousness.  The  major  disabilities 
associated  with  such  head  injuries  were  found  to 
be  headaches,  vertigo,  and  mental  and  psychic 
disturbances.  Then  the  theories  of  patho- 
genesis for  each  of  these  are  considered  followed 
by  the  author’s  own  conclusions  and  his  sugges- 
tions for  therapy.  The  book  is  concluded  with 
a short  chapter  on  prevention  of  head  injuries. 

The  best  chapter  deals  with  headaches  which, 
in  the  author’s  opinion,  are  caused  by  injuries 
to  skull,  scalp,  and  neck  structures  with  their 
arteries,  nerves,  muscles,  ligaments,  and  joints. 
Good  common  sense  therapeutic  approach  is  sug- 
gested in  satisfactory  detail.  Vertigo  is  thought 
to  be  due  to  disturbance  of  the  inner  ear  rather 
than  affections  of  brain  stem.  Mental  changes, 


it  is  suggested,  are  due  to  well  defined  abnormali- 
ties detectable  in  neuronal  structures  of  the 
brain.  Effects  of  head  injuries  in  children  also 
are  discussed  in  some  detail. 

The  book  is  small  and  well  written.  Few 
mistakes  such  as  misspelled  names  of  some 
authors  and  a reference  to  a nonexisting  table 
are  annoying  but  not  essential.  EEG  considera- 
tions in  the  author’s  own  series  are  omitted  and 
no  discussion  of  the  pathogenesis  of  brain  con- 
cussion is  included.  Although  these  omissions 
do  not  enhance  the  value  of  this  book,  it  is 
nevertheless  a well  prepared  volume  and  it  is 
recommended  to  the  general  practitioner  as 
well  as  to  the  specialists  who  have  an  oppor- 
tunity to  deal  with  head  traumas. — L.  P. 
Hinterbuchner,  M.D. 

Current  Practice  in  Orthopaedic  Surgery — 
1963.  Edited  by  John  P.  Adams,  M.D. 
Octavo  of  217  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1963.  Cloth, 
$12.75. 

This  is  the  first  in  a new  series  of  orthopedic 
monographs  to  be  published  annually  in  an  effort 
to  present  a review  and  interpretation  of  new 
material  in  the  literature.  It  remains  to  be 
seen  whether  the  succeeding  issues  will  fulfill  the 
promise  of  the  initial  publication. 

The  current  presentation  contains  three  sec- 
tions— orthopedic  surgery,  fractures  and  trauma, 
and  miscellaneous.  These  cover  in  all  ten  sep- 
arate articles.  The  editor  has  selected  as  his 
essayists  authoritative  exponents  of  their  re- 
spective subjects.  We  were  particularly  im- 
pressed in  the  first  section  by  “The  Challenge 
of  Spina  Bifida  Cystica”  by  Allan,  presenting  a 
very  readable  and  comprehensive  review  of  a 
difficult  subject  with  particular  attention  to 
the  newest  approaches  in  evaluation  and 
treatment.  Also,  to  be  especially  commended, 
was  the  survey  “Problems  of  the  Knee  Joint 
in  Rheumatoid  Arthritis  of  the  Knee”  in  which 
was  included  an  excellent  bibliography  calling 
attention  to  surgical  procedures  involving  the 
soft  tissues  and  skeletal  structures  as  well  as 
rehabilitation.  The  other  reviews  in  this 
section  did  not  present  any  significant  newer 
contributions. 

In  the  section  on  trauma,  the  much  neglected 
subject  of  finger  tip  injury  was  thoroughly 
covered  in  a well  illustrated  and  detailed 
description  of  many  types  of  injuries  within 
this  category  with  a practical  approach  to  sur- 
gical therapy. 

In  the  miscellaneous  group  the  subjects  of 
electrodiagnosis,  blood  volume,  and  psychiatric 
aspects  of  orthopedics  were  included. 

The  value  of  this  series  will  depend  entirely  on 
the  freshness  with  which  appropriately  selected 
subjects  are  handled.  The  first  volume  is  a 
promising  introduction. — Max  S.  Rabinowitz, 
M.D. 
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$33  is  a Small  Price  for  this  superb 
writing  instrument 


With  this  pen  you  could 
write  300  pages  of  clinical 
notes,  sign  19,000 reports, 
or  write  5,500  prescrip- 
tions without  refilling! 


In  your  office,  laboratory  or  on  your 
rounds,  you  will  soon  come  to  regard 
the  MONTBLANC  “Diplomat”  as  an  in- 
dispensable item  of  personal  equipment! 
Giant  ink  capacity  is  only  one  reason  why. 
Here  are  the  others:  This  pen  has  super- 
smooth writing  action  due  to  exclusive,  pat- 
ented, elastic  wing-tip  that  adapts  to  writing 
pressure,  keeps  ink  evenly  flowing.  It’s  per- 
fectly balanced  to  eliminate  a major  cause  of 
“writer’s  cramp.”  It’s  ruggedly  built  to  fill  a man’s 
grip  and  take  a man’s  handling.  And  distinctive, 
Continental  styling  sets  it  apart  from  other  pens. 
$33.00  is  a small  price  for  this  superb  writing  instru- 
ment, for  yourself  or  a memorable  gift. 

It’s  Europe’s  leading  fountain  pen,  with  lifetime  guar- 
antee, imported  by  Koh-I-Noor,  Inc.  MONTBLANC  pens 
are  considered  by  many  pen  experts  here  and  abroad  to 
be  the  finest  ever  designed. 

$33,  beautifully  gift-boxed.  Engraved  name  or  initials  optional 
at  low  cost.  Order  by  mail  or  come  in  person.  Other  Montblanc 
pens  from  $ 7.50  to  $175. 


The  Magnificent  ''j 

OMOHT 
BLAHC 

' Diplomat " 


ABERCROMBIE  & FITCH  Madison  Avenue  at  45th  St.,  New  York,  N.Y.  10017 
and  at  fine  stores  and  penshops  everywhere. 


KOH-I-NOOR,  INC.  Bloomsbury,  N.J. 
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and  it’s  not  a once-over-lightly  one, 
either.  All  rubber  stoppers  used  in  Lilly 
ampoules  are  scrupulously  cleaned  with 
a detergent  and  hot  deionized  water  in 
a special  washing  machine  like  the  one 
pictured  above.  This  removes  any  for- 
eign matter  adhering  to  them.  Then 
the  stoppers  are  autoclaved  at  120°  to 


121  °C.  for  one  hour.  They  are  now 
clean,  sterile,  and  ready  for  use.  In  case 
the  stoppers  are  not  used  within 
seventy -two  hours,  they  are  returned 
for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safe- 
guards used  to  insure  the  quality  of  the 
finished  product. 


Eli  Lilly  and  Company  * Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


Abuse  of  amphetamines  in  a dangerous  area 


Misuse  of  amphetamines  by  truck  drivers 
is  a hazard  created  by  a minority  to  extend 
their  fatigue  limit. 

The  industry  does  all  it  can  to  circumvent 
this  practice.  Many  drivers  do  not  fully 
recognize  the  potential  dangers  of  amphet- 
amine misuse.  The  unsuspecting  truck 
driver  may  be  continuously  exposed  to  the 
drug  because  of  widespread  misuse  by  other 
truck  drivers  and  through  the  efforts  of 
illegal  peddlers  of  the  drug  who  are  anxious 
to  sell  at  enormous  profit. 

The  drug,  when  used  to  extend  the  normal 
driving  range,  obscures  nature’s  danger 
signals  of  fatigue.  The  driver  may  thus 
force  himself  to  stay  awake  to  the  point  of 
physical  exhaustion.  At  this  point  the 
artificial  occupation  hazard  becomes  a po- 
tent highway  hazard. 

Many  fatal  road  accidents  have  been 
caused  by  the  illegal  use  of  amphetamines. 
The  trucking  industry  has  cooperated  ex- 
tensively with  the  Federal  Drug  Adminis- 
tration in  efforts  to  break  up  the  practice. 

An  illustration  of  what  these  drugs  can  do 
is  an  accident  that  took  place  on  the  West 
Virginia  Turnpike  early  this  year.  A flat- 


New medical  schools 

The  need  to  provide  3,000  more  medical 
graduates  each  year  over  the  next  seven 
years  shows  promise  of  being  met.  A cur- 
rent report*  from  the  Association  of  Ameri- 
can Medical  Colleges  (A.A.M.C.)  describes 
the  situation  as  follows: 

* Submitted  by  the  Division  of  Operational  Studies  of  the 
A.A.M.C.  Source  of  information  will  be  furnished  on  request. 


bed  tractor  trailer  and  a highway  post 
office  van  collided  head  on  with  such 
force  that  both  drivers  and  three  postal 
clerks  sorting  mail  in  the  back  of  the  post 
office  van  were  killed  instantly.  Investiga- 
tion showed  that  the  flat-bed  truck  was 
traveling  on  the  wrong  side  of  the  road  at 
the  point  of  impact.  The  road  was  free  of 
ice,  and  visibility  was  good.  Investigators 
searching  the  wreckage  found  amphet- 
amine capsules  in  a matchbox  in  the  shirt 
pocket  of  the  trailer  truck  driver.  Analysis 
of  the  driver’s  stomach  contents  revealed  the 
presence  of  amphetamine.  It  seemed  evi- 
dent that  the  truck  driver  was  under  the 
influence  of  this  drug  at  the  time  of  the 
accident.  The  four  postal  employes  were 
innocent  victims. 

The  illegal  distribution  of  this  type  of 
drug  has  reached  multimillion-dollar  pro- 
portions and  has  become  one  of  the  FDA’s 
most  troublesome  enforcement  responsibili- 
ties. 

As  physicians  we  should  be  as  aware  of 
the  dangers  of  the  nontherapeutic  use  of 
amphetamines  as  we  are  of  the  abuse  of 
narcotics. 


In  1959  the  Surgeon  General’s  Consultant 
Group  on  Medical  Education  recommended 
10,400  M.D.  graduates  per  year  by  the  year 
1975  to  meet  the  needs  of  our  expanding 
population.  If  the  present  attrition  rates 
continue,  this  will  mean  that  United  States 
medical  schools  must  admit  11,700  first-year 
students  in  1971.  In  the  fall  of  1963,  8,754 
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Medical  school  programs  in  development,  1963  to  1964 


School 

Chief 

Administrative 

Officer 

Tentative 
Starting  Date 
For  Classes 

Maximum 

Enrollment 

Planned 

University  of  Arizona 
School  of  Medicine* 

Merlin  K.  DuVal,  Jr. 
Dean 

Fall  1967 

64 

Brown  University 

Program  in  Medical  Science  f 

M.  V.  Edds,  Jr. 
Division  Chairman 

Fall  1963 

50 

University  of  California 

School  of  Medicine  (San  Diego)  * 

Joseph  Stokes,  III 
Dean 

Fall  1967 

96 

University  of  Connecticut 
School  of  Medicine* 

Lyman  M.  Stowe 
Dean 

Fall  1968 

64 

University  of  Hawaii 

College  of  Biomedical  Curricula  f 

Windsor  C.  Cutting 
Dean 

Fall  1968 

50 

Pennsylvania  State  University 
Hershey  Medical  Center* 

To  be  appointed 

Fall  1967 

64 

University  of  Massachusetts 
School  of  Medicine* 

Lamar  Soutter 
Dean 

Fall  1968 

100 

Michigan  State  University 
College  of  Human  Medicine  f 

Andrew  D.  Hunt,  Jr. 
Dean 

Fall  1965 

50 

Mount  Sinai  Hospital 
School  of  Medicine* 

Hans  Popper 
Acting  Dean 

Fall  1968 

100 

University  of  New  Mexico 
School  of  Medicine f 

Reginald  H.  Fitz 
Dean 

Fall  1964 

48 

Rutgers — The  State  University 
Rutgers  Medical  School  f 

DeWitt  Stetten,  Jr. 
Dean 

Fall  1966 

64 

University  of  Texas 

Robert  C.  Berson 

To  be  announced 

100 

South  Texas  Medical  School  (San  Dean 
Antonio)  * 


* Planning  complete  curriculum  for  M.D.  degree, 
t Planning  programs  to  meet  requirements  of  the  first  two 
years  of  the  medical  curriculum. 


first-year  students  were  enrolled.  Thus, 
over  the  next  seven  years,  United  States 
medical  schools  must  provide  nearly  3,000 
more  first-year  places  than  presently  exist. 
New  places  can  only  be  provided  in  two 
ways:  the  creation  of  new  schools  (either 
two-  or  four-year  programs)  and  the  ex- 
pansion of  existing  schools. 

The  table  indicates  that  commitments 
have  presently  been  made  to  establish  new 
schools  which  will  offer  an  eventual  total  of 
something  over  800  first-year  places.  This 
leaves  approximately  2,200  new  first-year 
places  that  are  still  needed.  Although 
additional  new  schools  are  in  prospect,  most 
of  these  places  must  result  from  the  ex- 
pansion of  existing  schools.  While  the  12 
new  schools  are  still  in  various  stages  of  de- 
velopment, all  except  one  have  appointed 
chief  administrative  officers. 

Institutions  planning  programs  to  meet 
the  requirements  of  the  first  two  years  of  the 
medical  curriculum  are  the  University  of 
New  Mexico,  Rutgers  University,  Michigan 
State  University,  University  of  Hawaii,  and 
Brown  University.  Brown  University  is 


accepting  college  freshmen  in  a six-year 
program  combining  premedical  and  basic 
medical  sciences.  Students  completing  these 
programs  will  transfer  to  the  third-year  class 
in  other  medical  schools. 

Institutions  planning  the  complete  pro- 
gram for  the  M.D.  degree  are  the  University 
of  Arizona,  University  of  California  at  San 
Diego,  University  of  Connecticut,  Pennsyl- 
vania State  University,  University  of  Massa- 
chusetts, Mount  Sinai  Hospital,  New  York, 
and  the  University  of  Texas  at  San  Antonio. 
The  tentative  starting  dates  for  classes  and 
ultimate  planned  enrollments  of  the  twelve 
newly  developing  medical  schools  appear  in 
the  table.  Most  of  the  new  programs  will 
not  admit  the  maximum  enrollment  at  the 
opening  date.  The  naming  of  these  schools 
does  not  imply  that  their  accreditation  status 
has  yet  been  determined.  This  is  the  re- 
sponsibility of  the  joint  A.M.A.-A.A.M.C. 
Liaison  Committee  on  Medical  Education. 
As  these  schools  progress  in  their  develop- 
ment, they  will  be  surveyed  by  representa- 
tives of  the  Liaison  Committee  prior  to 
consideration  for  accreditation. 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  15  through  18,  1965 

The  Americana,  New  York  City 


Scientific  Program 
Scientific  Exhibits 
Technical  Exhibits 
House  of  Delegates 
President's  Dinner 

NOTE  THE  DATES  FOR  THE  159TH  ANNUAL  CONVENTION  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NEW  YORK. 
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“the  pill”.,  a decade  of  progress 

for  a revolutionary  concept  in  medical  science 

Since  1954,  Enovid®  has  been  prescribed  for  more  than  7,000,000  women 
in  the  United  States  alone.  This  massive  clinical  experience  is  reflected  in 
a continuing  program  of  refinement  and  redevelopment,  now  culminat- 
ing in  the  new , low-cost , low-dosage  Enovid-E. 


ENOVID  10  mg.  ENOVID  5 mg.  ENOVID-E 

norethynodrel  9.85  mg.,  norethynodrel  5 mg.,  norethynodrel  2.5  mg., 

mestranol  0.15  mg.  mestranol  0.075  mg.  mestranol  0.1  mg. 

in  new 

ENOVID-E 

the  “E’is  for  “Experience” 

Research  in  the  Service  of  Medicine , G.  D.  Searle  & Co.,  E O.  Box  5110,  Chicago,  Illinois  60680  | searle  | 
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When  you  decide  your  patients*  dietary  fat  should  be  modified,  remember 


Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100% 
corn  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content. . . the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 
Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


Lightly  Salted  in  golden  package 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5%  cis,  cis 
linoleic  acid).  Using  Fleisch- 
mann’s instead  of  butter  or  regu- 
lar margarines  increases  intake  of 
polyunsaturates  while  lowering 
intake  of  saturated  fat. 

(2)  Made  from  100%  corn  oil... 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor. .. Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability ...  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Unsalted  in  green  foil  package 
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Scientific  Articles 


Scientific  Session  held  at  the 
Hotel  Beekman  Tower , 
New  York  City , 
January  22,  1964 
MAURY  SANGER,  M.D. 
President,  Chairman 


PROCEEDINGS 

NEW  YORK  ALLERGY  SOCIETY 

Medicolegal  Aspects  of  the 
Practice  of  Allergy 

LEONI  N.  CLAMAN,  M.D.,  Editor 


Legal  Aspects 

HAROLD  SHAPERO 
New  York  City 

Attorney,  Martin,  Clearwater,  and  Bell 


I t should  be  made  clear  at  the  outset  that, 
despite  what  some  physicians  may  believe, 
the  law  governing  the  duties  and  obligations 
of  a physician  to  his  patient  does  not  de- 
pend on  or  vary  according  to  his  specialty. 
It  embraces  every  aspect  of  the  practice  of 
medicine. 

The  legal  framework  within  which  you 
practice  is  essentially  simple  of  definition 
and  understanding.  The  difficulty  arises 
in  the  application  of  those  principles  of  law 
to  the  particular  circumstances  of  a given 
situation. 

Basic  principles 

Now,  what  are  those  basic  principles  which 
prescribe  the  obligations  you  assume  when 
you  undertake  to  examine,  diagnose,  pre- 
scribe, and  treat? 

Unlike  a mercantile  arrangement,  wherein 
the  obligations  of  the  parties  are  specifically 


defined  by  a written  or  an  express  oral 
contract,  the  physician  does  not  expressly 
describe  those  obligations  which  he  is  as- 
suming. 

The  law  does  this  for  him  by  holding,  once 
the  relationship  is  begun,  that  an  imaginary 
conversation  takes  place  between  the  phy- 
sician and  his  patient  wherein  their  respec- 
tive duties  are  outlined. 

In  effect,  although  not  a word  is  uttered, 
the  physician  states  to  the  patient,  in  under- 
taking a case: 

I will  bring  to  bear  the  degree  of  learning, 
skill,  and  care  which  the  average,  prudent 
physician  possesses  and  exercises  under  like 
circumstances.  I am  not  a guarantor  of  the 
results  of  my  efforts  since  I am  promising  only 
to  use  reasonable,  prudent  care,  which  means 
the  employment  of  those  methods  and  treat- 
ment which  are  generally  employed  in  similar 
circumstances. 

Further,  the  physician  is  regarded  as 
saying: 

I am  not  liable  to  you  for  any  injury  or  con- 
dition which  may  result  from  an  error  of 
judgment,  if  I have  used  reasonable  care  in 
reaching  such  judgment,  nor  are  you  to  infer 
negligence  or  malpractice  from  the  result. 

The  patient  is  regarded  as  promising  the 
physician  that  he  will  follow  such  proper  in- 
structions which  he  receives  from  the 
physician. 


November  1,  1964  / New  York  State  Journal  of  Medicine  2639 


Since,  in  the  vast  majority  of  cases,  the 
issue  as  to  whether  or  not  a physician 
followed  a medically  accepted  method  in 
reaching  a diagnosis  or  in  treatment  is  not 
within  the  knowledge  or  experience  of  the 
average  lay  person,  the  law  requires  the 
patient  to  prove  by  competent  medical 
testimony  that:  (1)  the  defendant  phy- 

sician departed  from  proper  practice,  and  (2) 
the  departure  proximately  caused  the  in- 
jury complained  of  or  substantially  aggra- 
vated the  condition. 

It  comes  as  a shock  to  some  physicians  to 
learn  that  expert  testimony  against  him  may 
come  from  a physician  who  is  not  a special- 
ist or  who  is  not  regarded  by  the  profes- 
sion as  having  the  experience  or  knowledge 
to  give  expert  testimony.  The  law,  how- 
ever, permits  the  testimony  but  leaves  to 
the  trier  of  the  facts  the  weight  to  be  given 
to  such  testimony. 

So  far  we  have  been  discussing  the  basic 
principles  of  law  in  the  abstract.  Now  let 
us  turn  to  a few  examples  to  illustrate  their 
meaning. 

Proper  practice 

Where  there  are  two  or  more  acceptable 
methods,  the  fact  that  a physician  uses 
one  which  other  physicians  may  not  con- 
sider the  best  of  the  alternative  acceptable 
procedures  or  methods  will  not  subject  the 
physician  to  liability.  Thus,  in  an  instance 
in  which  electroshock  therapy  had  been 
given,  with  fractures  resulting,  it  was  claimed 
that  a muscle  relaxant  should  have  been 
given,  and  the  plaintiff’s  experts  so  testified. 
The  defense  experts  testified  that  many 
doctors  give  relaxants  but  others  do  not 
because  of  the  risks  involved  in  their  use,  and 
that  both  methods  are  acceptable.  The 
court  found  for  the  defendant  since  he 
followed  a medically  acceptable  practice. 
The  issue  in  a patent  ductus  arteriosus  case 
was  whether  the  patent  ductus  should  have 
been  divided  as  against  tying  off.  Proof  was 
adduced  that  both  were  acceptable  pro- 
cedures. The  jury  exonerated  the  physi- 
cian. In  another  case  the  needle  broke  dur- 
ing an  injection  and,  consequently,  whether 
a longer  or  shorter  needle  should  have  been 
used  was  the  key  point.  It  was  shown  that 
both  long  and  short  needles  were  used  in 
the  community,  and  the  court  found  for 
the  defendant. 


In  the  trial  of  the  issue  of  proper  practice 
the  adequacy  of  office  records  and  hospital 
records  may  very  well  mean  the  difference 
between  loss  of  the  case  or  a successful  de- 
fense. It  is  totally  irrelevant  to  say,  and 
some  doctors  have,  “Good  heavens,  I know 
what  took  place,  what  I found,  what  I was 
told,  what  tests  I performed,  and  what  I 
prescribed”  if  the  essentials  are  not  recorded. 
When  recorded,  the  issue  concerning  them 
is  not  dependent  on  recollections  or  the  cred- 
ibility of  the  doctor.  Let  us  illustrate. 

In  a death  following  a penicillin  injection, 
it  was  claimed  the  deceased  patient  had 
told  the  physician  that  he  had  a severe 
reaction  to  a past  injection,  and  a relative 
testified  to  such  a conversation.  Fortu- 
nately, not  only  had  the  physician  noted 
the  absence  of  allergies,  but  also  he  had 
noted  when  the  patient  had  received  the 
prior  injections,  the  conditions  for  which 
they  were  given,  the  absence  of  any  reaction, 
and  the  name  of  the  physician  who  had  given 
the  injections. 

All  advices  in  person  or  over  the  telephone 
should  be  noted,  as  well  as  the  reasons 
therefor;  and  if  given  over  the  phone  to  a 
nurse  at  the  hospital,  the  nurse  should  be 
required  to  repeat  such,  and  the  physician 
should,  on  his  next  visit  to  the  hospital, 
check  the  order  as  written.  Some  years 
ago  a patient  was  admitted  to  a hospital. 
He  was  in  delirium  tremens,  had  been  a 
chronic  alcoholic  person  whose  head  had 
been  injured  while  on  the  job.  The  physi- 
cian, as  I recall  it,  prescribed  0.25  mg. 
reserpine  (Serpasil)  over  the  phone  and,  on 
another  occasion,  dilute  paraldehyde  by 
rectum.  The  patient  died  from  the  exhaus- 
tion of  his  delirium  tremens. 

Among  the  contentions  of  malpractice 
was  the  claim  that  the  physician  had  over- 
dosed his  patient  with  excessive  dosages  of 
reserpine  and  paraldehyde  by  rectum.  The 
telephonic  order  had  been  written  as  25,  not 
0.25  mg.,  and  there  was  no  reference  to  the 
dilution  of  the  paraldehyde.  The  medica- 
tion record,  if  taken  literally,  established 
those  facts.  Hence  it  was  a simple  matter 
for  the  plaintiff’s  experts,  and  there  were 
three,  to  assume  such  facts,  and  properly  so. 
In  defense,  however,  we  established  what 
orders  had  actually  been  given  and  what 
dosage  had  been  administered.  Testimony 
was  given  by  a most  competent  expert, 
whose  integrity  could  not  be  challenged 
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successfully.  He  established  the  fact  that 
had  the  nurses  given  the  medications  as  re- 
corded on  the  order  sheet  and  medication 
sheet,  the  patient  not  only  would  have  been 
as  inert  as  a fallen  tree,  but  also  he  would 
have  died  shortly  thereafter;  whereas  in 
fact  he  lived  for  days  with  a pattern  of  be- 
havior which  demonstrated  that  the  order 
sheet  and  medication  sheet  could  not  be 
taken  literally.  Of  course,  what  had  hap- 
pened was  that  the  nurse,  in  recording  the 
medications  given,  did  not  put  the  decimal 
point  before  the  25  and  did  not  note  that  the 
paraldehyde  was  diluted,  because  she  knew 
as  well  as  everyone  at  the  hospital  that  the 
pharmacist  would  not  issue  it  unless  it  was 
diluted.  The  jury  was  out  almost  twelve 
hours  before  it  returned  a verdict  for  the 
physician.  The  worry,  the  loss  of  time,  and 
the  expense  entailed  in  litigation  could  have 
been  avoided. 

One  other  case  on  record  concerns  a 
hypertensive  patient  who  was  admitted  be- 
cause of  nosebleed  to  a fine  hospital.  His 
nose  was  packed,  he  was  to  go  home,  and 
just  then  the  bleeding  recommenced.  His 
conduct  thereafter  was  not  irrational.  That 
night  about  midnight  he  asked  his  special 
nurse  for  some  gelatin  dessert.  While  she 
was  out  of  the  room,  altogether  about  two 
minutes,  he  jumped  to  his  death.  The 
physician  knew  the  family  well,  and  in  seek- 
ing not  to  stigmatize  the  decedent  as  a 
suicide,  noted  on  the  chart  “jumped  out 
window  due  to  confusion  from  uremia.” 

A law  suit  followed,  and  the  claim  was  that 
the  physician  had  not  treated  the  patient 
for  uremia  and  therefore  was  negligent.  Of 
course  the  plantiff’s  expert  was  asked  merely 
to  assume  the  truth  of  the  doctor’s  note,  and 
he  expressed  his  opinion  of  a departure  from 
accepted  practice.  However,  on  cross-ex- 
amination, he  admitted  that  the  laboratory 
work-up,  the  nurses’  notes,  and  the  findings 
did  not  establish  or  prove  uremia.  The 
doctor  called  as  a witness  by  the  plaintiff 
testified  to  the  reason  for  his  note.  The 
court  dismissed  the  suit — a suit  which  never 
would  have  been  started  but  for  the  note. 

Clinical  judgment 

An  erroneous  diagnosis  does  not  prove 
malpractice.  It  must  be  shown  that  the 
diagnosis  was  arrived  at  negligently. 


Let  us  now  turn  to  the  questions  which 
both  John  F.  Connell,  M.D.,  and  Maury 
Sanger,  M.D.,  posed  for  discussion. 

1.  Is  there  liability  where  a bad  reaction 
follows  an  injection? 

Where  the  medication  injected  is  proper 
for  the  condition  and  the  injection  is  ad- 
ministered in  the  usual  acceptable  manner, 
the  physician  is  not  responsible  for  the  un- 
usual reaction.  There  may  be  an  exception 
which  we  shall  discuss  in  answer  to  the  next 
question. 

2.  What  should  be  told  a new  patient 
about  procedures  in  the  treatment  of  al- 
lergy, the  possibility  of  generalized  reactions, 
and  the  outcome  of  treatment? 

Although  most  injection  treatment  is  given 
in  a seemingly  routine  and  relaxed  manner, 
serious  consequences  may  result,  and  pos- 
sibly the  death  of  a patient  may  follow  an 
injection.  Some  moderate  generalized  re- 
action occurs  in  about  1 of  500  injections,  a 
severe  reaction  might  occur  in  1 out  of  10,000 
injections,  and  death  may  result  in  1 of 
1,000,000  injections. 

Increasingly  of  late,  attorneys  have  been 
asserting  the  claim,  where  there  has  been  no 
malpractice  in  the  actual  treatment,  surgical 
or  otherwise,  that  the  patient  was  not  in- 
formed of  the  risk  involved,  and  hence  the 
consent  was  not  an  informed  consent. 

Generally  speaking  it  is  our  position  that 
whether  a physician  is  bound  to  disclose  the 
risks  rests  on  whether  it  is  the  general  prac- 
tice of  physicians,  similarly  situated,  to  make 
such  disclosure,  and  that  it  is  for  the  plantiff 
to  prove  such  is  the  customary  practice. 

For  example,  do  physicians  disclose  to  a 
mother  that  vaccine  for  smallpox  can  pro- 
duce encephalitis  in  1 in  100,000  or  300,000 
of  such  injections?  You  know  and  mothers 
know  it  is  not.  Nor  is  it  the  practice  in 
antirabies  injections  to  warn  of  possible 
polyneuritis  or  neuropathy  in  a very  small 
number  of  the  total  of  such  injections.  Nor 
does  common  experience  demonstrate  it  is 
the  practice  in  the  community  to  warn  of 
the  risks  of  penicillin,  when  there  is  no  his- 
tory of  an  untoward  reaction  to  a previous 
injection. 

The  sense  of  the  decisional  law  would  seem 
to  be  that  if  there  is  a high  incidence  of  ad- 
verse consequences,  although  the  treatment 
is  properly  given,  the  physician,  out  of  an 
abundance  of  precaution,  would  be  very 
prudent  to  advise  the  patient  of  the  possible 
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substantial  risks.  I do  not  suggest  he  should 
go  into  every  possible  risk  and  its  details, 
but  rather  the  substantial  risks  in  general 
terms.  Of  course,  a note  of  such  explana- 
tion when  given  should  be  entered  on  the 
patient’s  chart. 

If  the  incidence  of  adverse  results  is 
minimal,  again  out  of  excess  caution,  a 
physician  might  very  well  advise  his  patient 
that  in,  let  us  say,  a half  of  1 per  cent  a cer- 
tain type  of  reaction  may  follow. 

Of  course,  a physician  should  never  use 
words  conveying  a warranty  of  treatment  or 
a cure.  No  matter  how  proper  his  treat- 
ment, if  he  promises  a cure  and  it  does  not 
result,  he  is  liable  for  a breach  of  such  express 
warranty. 

3.  Should  treatment  consisting  of  injec- 
tions be  given  to  children  unaccompanied 
by  a parent  or  guardian? 

As  one  might  expect,  parents  accompany 
their  children  to  the  allergist’s  office  when 
the  diagnosis  is  made  and  for  a number  of 
injections.  Since  this  course  of  treatment 
by  injections  may  be  given  at  intervals  of  a 
week  to  a month  for  years,  there  is  a resis- 
tance on  the  part  of  the  parent  to  continue 
to  accompany  the  minor,  I gather,  to  the 
physician’s  office.  No  complaints  will  be 
heard  as  long  as  the  course  of  treatment  is 
uneventful,  but  what  would  be  the  position 
of  the  physician  in  the  event  of  an  allergic 
reaction  following  an  injection  in  a child 
whose  parent  was  not  present?  To  make 
matters  worse,  suppose  the  reaction  occurred 
after  the  child  left  the  doctor’s  office? 

Generally  the  claim  of  assault,  when  an  in- 
fant is  treated,  is  made.  You  should  get  the 
parents’  consent,  and  where  the  parents  con- 
sent in  advance  and  understand  the  child  is 
to  return  for  treatment,  there  is  a continuing 
consent.  However,  if  between  injections — 
I don’t  know  how  old  the  child  would  be,  it 
would  depend  on  the  child’s  age,  and  you 
men  would  know  this  better  than  I — if 
something  should  occur  between  the  last 
injection  to  the  child,  I don’t  mean  from 
your  treatments,  and  the  next  injection 
which  might  contraindicate  that  next  in- 
jection, then  it  would  be  risky  indeed  for  a 
physician  to  rely  entirely  on  what  some  child 
ten  to  twelve,  or  even  fourteen,  years  stated 
had  occurred  in  the  meantime. 

4.  Many  physicians  are  called  on  to  ad- 
minister allergy  treatment  in  allergy  clinics 
to  student  nurses  of  the  hospital.  Most 


often  these  student  nurses  are  minors.  In 
these  cases  since  the  course  of  injection 
therapy  is  a long  drawn-out  affair  and  no 
acute  emergency  exists,  should  specific 
parental  permission  be  obtained? 

I would  presume  if  one  is  a student  nurse, 
she  would  have  to  be  eighteen  or  so;  and 
while  technically  a child  is  not  emancipated 
until  he  or  she  is  twenty-one  years  of  age, 
yet  the  modern  decisions  seem  to  suggest 
that  if  the  child,  technically  child,  is  close  to 
the  age  of  majority  or  possesses  sufficient 
intelligence  and  understanding,  the  courts 
are  not  going  to  spell  out  a case  of  assault, 
and  that  makes  common  sense. 

Question  and  answer  period 

Question:  About  telling  the  patient 

about  complications:  I read  an  article  con- 
cerning a doctor  who  told  his  patient  about 
some  complications  such  as  cancer;  the 
patient  began  to  worry  so  much  about  the 
complications  that  he  went  into  a mental 
breakdown,  then  sued  the  doctor  and  re- 
covered. Do  you  know  anything  about 
that? 

Mr.  Shapero:  That  was  a case  tried  in 
Kings  County  before  Judge  Brenner.  The 
patient  had  had  tuberculosis,  and  then  she 
had  some  trouble  with  her  stomach.  The 
doctor  had  suggested,  as  I recall,  that  she 
undergo  certain  tests  or  a certain  treatment, 
I forget  which  at  the  moment.  The  patient 
apparently  was  reluctant  to  do  it.  The 
doctor  then  told  her  there  was  a possibility,  I 
think  it  was,  of  tuberculosis  of  the  stomach. 
This  she  never  had  and  she  sued,  claiming 
damages  for  fright.  Judge  Brenner  threw 
the  case  out  and  said  that  the  doctor  acted 
in  good  faith;  that  since  there  was  such  a 
possibility,  the  doctor  felt  he  was  duty- 
bound  to  tell  her  of  such  a possibility.  In 
effect,  Judge  Brenner  said  “I  wonder  what 
would  have  been  the  claim  if  the  doctor 
hadn’t  told  her  about  it  and  she  had  de- 
veloped tuberculosis  of  the  stomach.”  Does 
that  answer  your  question? 

Question:  Under  what  conditions  or 

under  what  circumstances  can  a physician 
enter  a countersuit  against  the  plaintiff  and 
against  the  plaintiff’s  attorneys  in  an  un- 
justified malpractice  complaint  which  ob- 
viously is  an  attempt  at  quasilegal  black- 
mail? 

Mr.  Shapero:  In  our  country,  if  a plain- 
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tiff  loses  a suit,  the  only  thing  that  a defend- 
ant, no  matter  who  the  defendant  is,  doctor 
or  otherwise,  can  do  is  to  collect  costs,  and 
those  are  statutory  costs.  If  you’re  on 
trial  a month,  and  the  case  is  dismissed,  or 
the  jury  renders  a verdict  for  the  doctor,  no 
matter  who  the  defendant  may  be,  you  can 
recover  somewhere  between  $200  and  $300 
in  costs.  In  England  the  costs  are  heavy 
and  counsel  fees  can  be  awarded.  The 
theory  held  in  our  society  is  that  if  you 
penalize  people  for  bringing  suits  by  im- 
posing this  type  of  costs,  you  might  dis- 
courage meritorious  suits.  When  the  jury 
came  in  and  rendered  a verdict  in  his  favor,  a 
doctor  asked  me  “Why  can’t  I bring  a suit 
for  libel  or  slander?”  Well,  you  can’t. 

Question  : Is  a doctor  engaged  in  research 
or  investigation  of  a drug  required  to  inform 
his  patient? 

Mr.  Shapero:  I would  say  that  anybody 
who  is  resorting  to  experimental  investiga- 
tion is  duty  bound  to  disclose  that  fact. 

I was  telling  Dr.  Siegel  and  Dr.  Sanger 
that  a certain  doctor  in  town  thought  he  had 
rheumatoid  arthritis,  and  he  went  to  see  a 
very  well-known  specialist  in  that  field. 
This  doctor  was  then  working  on  phenyl- 
butazone (Butazolidin).  He  gave  the  usual 
tests  and  advised  the  patient-doctor  that  the 
drug  was  under  investigation  and  of  its 
then-known  side-effects.  He  gave  him  a 
presciption  which  could  be  filled  only  in  the 
hospital  pharmacy,  and  on  it  was  marked 
“research.” 

The  plaintiff  doctor  came  back  at  various 
times  and  was  checked.  Three  weeks  after 
he  last  saw  the  doctor,  he  was  admitted  to  a 
world-famous  institute.  A diagnosis  was 
made  of  infectious  hepatitis.  A lawsuit  was 
then  started  against  the  treating  doctor  and 
against  the  manufacturer,  charging  against 
the  latter  that  it  put  out  an  experimental 
drug  which  was  hazardous;  that  the  doctor 
had  administered  a drug  then  under  investi- 
gation and  hadn’t  disclosed  that  fact  or  its 
possible  side-effects.  The  plaintiff-doctor 
had  a former  medical  examiner,  not  in  New 
York  City  but  elsewhere,  act  as  his  expert. 
He  testified  the  plaintiff  had  chemical  hepa- 
titis. He  said  he  could  distinguish  clinically 
between  chemical  and  infectious  hepatitis. 

The  plaintiff  denied  flatly  that  the  doctor 
had  told  him  the  drug  was  under  investiga- 
tion. The  defendant  asserted  the  contrary. 
The  jury  found  in  favor  of  the  defendant- 


doctor.  Certainly  the  defendant  did  not 
expect  that  a physician  would  deny  what  he 
was  told.  A written  consent  would  have 
avoided  the  suit. 

Question  : In  the  case  of  a minor  coming 
to  an  office,  what  constitutes  consent? 
Must  it  be  a signed  consent  or  an  oral  con- 
sent to  show  that  the  parents  gave  consent? 
What  can  the  doctor  do  about  the  record? 
I ask  this  of  you  in  view  of  the  current 
publicity  over  oral  versus  signed  consent  in 
experiments  by  means  of  injections  at  two 
hospitals. 

Mr.  Shapero:  A written  consent  is  always 
preferable;  while  legally  it  doesn’t  have  any 
greater  weight  than  an  oral  consent,  it  is 
proof  that  consent  was  obtained. 

If  a mother  sends  a child  over  to  receive 
an  injection,  I would  make  a note  in  the 
record  of  the  day  you  spoke  to  her  and  the 
fact  that  the  mother  gave  consent.  But  I 
would  suggest  you  thereafter  send  her  a 
written  consent  for  the  treatment,  to  be 
signed.  It  depends  on  whom  you’re  dealing 
with.  You  can  sense  potential  trouble- 
makers, and  when  you  do,  use  your  common 
sense  and  get  written  consent. 

Question:  Mr.  Shapero,  would  you  com- 
ment on  an  anaphylactic  reaction  occurring 
after  administration  in  a physician’s  office 
by  the  registered  nurse  and  by  the  assistant? 

Mr.  Shapero:  I don’t  think  anybody 

ought  to  give  any  kind  of  injections  who 
isn’t  well  trained.  I understand  some  nurses 
are  far  more  proficient  in  giving  injections 
than  doctors. 

Question:  Is  skin-testing  considered  an 
injection? 

Mr.  Shapero:  I must  ask,  before  I 

answer,  does  the  substance  which  is  going  to 
be  injected  carry  a substantial  risk  to  the 
patient?  If  it  does,  then  any  allergenic  in- 
jection is  so  considered. 

Question:  May  a nonphysician  or  a 

medical  assistant,  truly  trained  by  us  for  that 
matter,  give  injections?  Would  this  be  a 
defensible  situation? 

Mr.  Shapero:  When  you’re  in  a hospital 
and  a nurse  is  giving  it,  that’s  one  thing. 
If  you  have  a nonprofessional  person  giving 
injections,  that  carries  a substantive  risk  to 
the  patient,  I think  plaintiffs  would  be  able 
to  get  doctors  to  say  it  shouldn’t  be  done; 
it  should  be  given  by  a trained  person. 

Question:  Is  it  all  right  for  a registered 
nurse  to  give  it? 
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Mr.  Shapero:  I can’t  see  any  objection 
to  that  if  she’s  trained  and  trained  in  reac- 
tions, yes. 

Question:  What  if  the  doctor  is  there 
supervising  it? 

Mr.  Shapero:  I thought  I was  being 

asked  what  is  acceptable  if  the  doctor  is  down 
the  hall,  let’s  say,  and  somebody  else,  a 
nurse,  gives  it. 

Question  : Can’t  somebody  else? 

Mr.  Shapero:  Not  unless  the  person  is 
well  trained. 

Question:  If  allergenic  extracts  for  injec- 
tion are  supplied  to  various  patients  away 
from  doctors’  offices,  in  summer  camps,  for 
example,  the  injections  are  given  with  in- 
structions. Many  summer  camps  have  no 
physicians  but  have  a trained  nurse  on  the 
premises  to  give  these  allergenic  extracts 
according  to  instructions.  How  do  you  feel 
about  that,  and  where  does  the  responsibility 
lie? 

Mr.  Shapero:  If  a physician  gives  this 
extract  to  a mother  and  a nurse  injects  it, 
he’s  not  responsible  for  the  nurse’s  act. 
The  doctor  assumes  that  if  he  gives  this  in- 
jectable material,  it’s  going  to  be  injected  by 
someone  who  knows  how  to  do  the  injection 
and  do  it  properly  and  should  so  advise  the 
mother. 

Question:  The  American  Medical  Asso- 
ciation has  various  forms  signed  for  things; 
do  you  think  it’s  necessary  or  the  right  thing 
to  do  to  have  each  individual  sign  such  a 
proper  release? 

Mr.  Shapero:  Doctor,  you  have  to;  as 
I’ve  said  before,  use  your  common  sense  in 
practice. 

Medical  Aspects 

HENRY  SIEGEL,  M.D. 

New  York  City 

Deputy  Chief  Medical  Examiner  of  the  City  of  New  York 


I n a program  devoted  to  a discussion  of  the 
legal  environment  of  the  practice  of  allergy 
in  which  a lawyer  and  a medical  examiner 
have  been  invited  to  participate,  a lawyer 
finds  himself  in  his  element.  What  can  a 
medical  examiner  contribute  to  such  a pro- 


gram? By  the  nature  of  his  specialty, 
forensic  pathology,  and  his  official  responsi- 
bility, he  necessarily  deals  with  the  dead 
human  body.  This  is  one  phase  of  medicine 
with  which  an  allergist  is  rarely  concerned. 
When  he  is,  and  the  death  has  occurred  in 
his  office,  the  event  is  disturbing  and  dra- 
matic, particularly  if  it  was  associated  with 
a diagnostic  or  therapeutic  procedure.  Such 
deaths  must  be  reported  to  that  medicolegal 
arm  of  the  government  which  scrutinizes  all 
deaths  due  not  wholly  to  natural  causes  or 
those  occurring  under  any  but  wholly  non- 
suspicious  circumstances.  This  also  includes 
those  occurring  under  circumstances  which 
may  be  construed  as  such. 

For  that  reason  the  medical  examiner  is 
charged  with  the  responsibility  of  investigat- 
ing all  deaths  associated  with  diagnostic, 
therapeutic,  surgical,  or  anesthetic  proce- 
dures. A complete  investigation  at  the 
scene  of  death  includes  elicitation  of  all  the 
circumstances  surrounding  the  death,  as  well 
as  all  the  pertinent  past  history,  an  examina- 
tion of  the  scene  including  all  the  equipment 
and  supplies  used,  a careful  scrutiny  of  the 
body,  and  the  removal  of  any  substances  for 
analysis  as  may  be  indicated.  In  this  type 
of  death  an  autopsy  and  all  the  indicated 
ancillary  tests  are  performed. 

After  a thorough  investigation,  including 
a complete  autopsy  and  all  the  necessary 
laboratory  tests,  the  medical  examiner  must 
reach  a conclusion  as  to  why  death  occurred 
at  the  time  and  under  the  circumstances  that 
it  did.  The  responsibility  further  devolves 
on  him  to  report  to  the  proper  legal  authori- 
ties any  such  death  in  which  criminality  is 
a factor  and,  where  the  public  health  is 
involved,  to  the  appropriate  public  health 
agencies.  His  conclusions  are  expressed  in 
the  “cause  of  death”  which  is  an  epitomized 
statement  of  the  closest  approximation  which 
can  be  made  of  the  lesion  or  lesions,  be  they 
structural,  functional,  or  chemical,  which 
resulted  in  death  in  the  particular  circum- 
stances. 

In  this  type  of  case  the  determination  of 
the  “cause  of  death”  requires  the  utmost  in 
skill,  experience,  and  even  more,  in  judg- 
ment: skill  and  tact  in  eliciting  the  pertinent 
facts  in  the  past  history  and  those  surround- 
ing the  death  and  experience  in  evaluating 
the  autopsy  findings  properly.  The  autopsy 
will  reveal  the  pathologic  conditions  for 
which  the  deceased  was  being  treated,  other 
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pathologic  changes  with  which  the  deceased 
may  have  been  afflicted,  the  changes  result- 
ing from  the  resuscitative  measures,  the 
results  of  the  therapeutic  or  diagnostic  pro- 
cedures used,  and  the  effects  of  the  dying 
process  itself.  In  recent  years  because  of 
the  improved  technics  developed  to  prolong 
life,  the  dying  process  itself  is  introducing 
increasingly  complex  functional  and  struc- 


Corneal contact  lens  solutions 

Before  insertion  of  a contact  lens  most 
patients  prefer  a lens  that  has  been  previously 
lubricated.  The  various  proprietary  solutions 
available  for  soaking,  wetting,  and  cleaning 
contact  lenses,  their  definition,  description,  and 
classification,  have  had  little  attention  in  the 
literature.  In  an  effort  to  shed  some  light  on  the 
subject,  a study  was  undertaken  by  Herbert  L. 
Gould,  M.D.,  and  Richard  Inglima,  B.S., 
Manhattan  Eye,  Ear,  and  Throat  Hospital, 
New  York  City,  and  reported  in  the  Eye,  Ear , 
Nose  and  Throat  Monthly. 

The  study  undertook  to  evaluate  containers 
and  solutions  with  special  emphasis  on  pH  and 
bactericidal  properties;  set  up  safety  standards 
against  contamination;  study  subjective  re- 
sponses of  patients  on  the  various  regimens; 
and  measure  any  corneal  changes  during  the 
adaptation  period. 

After  observing  60  patients  for  a period  of  ten 
weeks,  the  authors  concluded  as  follows: 
Laboratory  investigation  of  14  lens  solutions 


tural  changes  that  must  be  evaluated. 
After  all  the  facts  have  been  accumulated, 
proper  judgment  is  required,  above  all,  to  so 
word  the  “cause  of  death”  as  to  give  the  cor- 
rect weight  to  each  factor  and  to  each  cir- 
cumstance. 

{The  remainder  of  Dr.  Siegel's  talk  con- 
sisted of  the  presentation  of  typical  cases , 
illustrated  by  slides .) 


indicated:  only  those  containing  the  chelating 
agent  ethylene  diamine  tetra-acetate  (EDTA) 
showed  marked  activity  against  P.  aeruginosa; 
when  compounded  with  0.1  per  cent  EDTA, 
solutions  preserved  with  either  benzalkonium 
chloride  or  chlorobutanol  showed  a 50  per  cent 
increase  in  antimicrobial  activity  against 
pseudomonas. 

Evaluation  of  the  various  contact  lens  con- 
tainers revealed:  those  made  of  soft  colored 
plastic  or  containing  rubber  inserts  release 
highly  irritating  products  which  reduce  the 
bactericidal  properties  of  the  solutions  and  alter 
pH;  strongly  buffered  solutions  better  resist  the 
alterations  occurring  during  lens  storage. 

Measurements  before  and  during  the  adapta- 
tion period  showed  no  significant  corneal  sen- 
sitivity or  thickness  changes. 

Corneal  curvature  toward  the  end  of  the 
adaptive  phase  were  within  0.5  diopters  of  the 
original  reading. 

An  improved  soaking  regimen  applicable  to 
clinic  patients  consists  of  the  use  of  a soa  king- 
wetting  agent  along  with  a cleaning  and  disin- 
fecting solution. 
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H ypoten sion  has  been  consistently  the 
major  anesthetic  and  postanesthetic  com- 
plication in  our  practice.  The  careful 
measurement  of  operative  blood  losses  and 
meticulous  replacement  by  transfusion  have 
proved  most  disappointing  maneuvers  in 
the  prevention  of  postoperative  hypotension. 

The  possiblity  of  encouraging  results  in  the 
management  of  operative  hypotension  have 
been  suggested,  however,  by  Wilson  and 
Adwan1  in  quite  an  opposite  approach.  In 
1960  they  reported  a reduced  incidence  of 
shock  and  hypotension  by  avoiding  trans- 
fusion and,  instead,  infusing  large  volumes 
of  salt  solutions.  In  a series  of  100  con- 
secutive elective  gastric  resections,  in  which 
only  2 patients  received  operative  trans- 
fusions, shock  and  other  morbidity  was 
lower  than  in  a comparable  series  in  which 
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some  40  per  cent  of  the  patients  were 
transfused  during  operation. 

The  rationale  for  the  substitution  of  salt 
solution  for  transfusion  was  based  on 
measurements  of  plasma  volume  and  ex- 
tracellular fluid  which  indicated  that  the 
greatest  fluid  loss  attending  gastric  resection 
is  characteristically  extracellular  fluid.2 
Typical  in  gastric  resection  was  an  over-all 
fluid  loss  of  4 L.,  of  which  3 L.  were  extra- 
cellular fluid,  1 L.  was  blood,  but  only  450 
cc.  were  red  cells. 

In  1961,  in  a continuing  investigation  of 
surgical  fluid  losses,  Shires,  Williams,  and 
Brown2  reported  acute  reductions  of  extra- 
cellular fluid  stores  during  major  surgery, 
amounting  to  as  much  as  28  per  cent  of 
total  extracellular  reserves  during  chole- 
cystectomy. The  losses  were  in  proportion 
to  the  magnitude  of  the  surgery  and  were 
recorded  as  high  as  10  L.  for  a single  opera- 
tion. It  was  felt  that  these  extracellular 
deficits  were  due  largely  to  internal  redis- 
tribution, not  being  accounted  for  by  whole 
blood  loss,  plasma  oozing,  or  ultrafiltrate 
drainage.  Fluids  so  “lost”  have  been 
termed  “sequestered  fluid,”  “post-traumatic 
edema,”  “translocation  fluid,”  or  “third- 
space”  fluids.  Shires,  Williams,  and  Brown2 
suggested  that  such  fluids  might  locate  with- 
in the  splanchnic  bed,  the  bowel  lumen,  in 
tissues  adjacent  to  the  wound,  and  intra- 
cellularly.  Serum  levels  of  sodium  and 
potassium  following  such  fluid  “losses” 
remain  within  normal  ranges,  indicating 
that  electrolytes  of  the  plasma  are  carried 
with  them.  Thus,  replacement  solutions 
containing  plasma  electrolyte  concentrations 
are  needed. 

This  concept  of  fluid  lost  “to”  the  body, 
as  opposed  to  fluid  lost  “from”  the  body, 
would  appear  to  be  of  profound  significance, 
since  translocation  losses  may  be  in  addition 
to,  and  several  times,  the  conventionally 
measured  surgical  fluid  losses. 

The  clinical  significance  of  this  fluid  loss, 
by  exclusion  from  the  dynamic  compart- 
ments of  the  body,  is  an  acute  reduction  in 
“expendable”  extracellular  fluid.  The  re- 
sultant restriction  of  plasma  dilutional  ad- 
justment for  blood  loss  leads  to  hypovolemia 
and  hypotension.  Compensatory  dis- 
tributional reduction  in  mesenteric  and 
portal  blood  flow  could  be  factors  in  post- 
surgical  ileus  and  metabolic  disturbance. 
Oliguria  and  antinatruresis3  follow  anti- 
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FIGURE  1.  Diagram  showing  nature  of  transloca- 
tion fluid. 


diuretic  response  to  preserve  the  remaining 
extracellular  fluid  and  electrolytes. 

Oliguria  during  anesthesia  and  operation 
has  been  an  almost  universal  observation  in 
the  past.  Recent  investigations,  however, 
suggest  that  urinary  output  is  not  sup- 
pressed by  surgery  and  anesthesia  but  by 
salt  and  fluid  deficits.3-6 

A diagram  of  the  features  of  translocation 
fluid  that  have  been  discussed  appears  in 
Figure  1. 

In  the  experimental  subject,  the  kidney 
output  is  primarily  a response  to  intake  of 
salt  and  fluids,7-9  computing  and  executing 
fluid  requirements  necessary  to  maintain 
constant  the  interior  environment.  Essen- 
tial water  and  electrolytes  are  accumulated 
and  unessential  water  and  electrolytes  are 
promptly  discarded.  There  appears  to  be 
no  evidence  at  this  time  that  this  function 
is  significantly  altered  by  anesthesia  and 
surgery  per  se.10 

Recently  Hutchin,  McLaughlin,  and 
Hayes5  have  added  to  the  evidence  sub- 


sixty  patients  undergoing  major  and 
minor  surgical  procedures  were  given  a large 
volume  infusion  of  balanced  salt  solution 
during  surgery.  A continuous  flow  of 
urine  was  observed,  and  a significant  reduc- 
tion in  intraoperative  and  immediate  post- 
operative hypotension  resulted.  The  use  of 
blood  transfusions  was  reduced  by  approxi- 
mately one  third. 


stantiating  this  concept,  demonstrating  that 
during  anesthesia  and  surgery,  lactated 
polyionic  intravenous  solutions  in  excess  of 
surgical  requirements  were  readily  excreted, 
while  dextrose  and  water  solutions  were  re- 
tained, leading  to  water  intoxication.  Con- 
sidering the  profound  catabolism  taking 
place  at  surgery,  they  suggested  that  a con- 
tinuous urinary  output  during  the  opera- 
tive period  is  essential  to  maintenance  of 
metabolic  homeostasis.  Inevitable  meta- 
bolic acidosis  of  surgery,  of  a degree  pro- 
portionate to  the  magnitude  of  the  proce- 
dure, results  from  the  traumatic  release  of 
acid  cell  juices  and  from  cells  made  anoxic 
by  surgical  disruption  of  their  capillary 
blood  supply. 

Two  years  ago  we  began  cautiously  to 
replace  dextrose  in  water  with  lactated 
Ringer’s  solution  for  intraoperative  infu- 
sions and  were  encouraged  to  increase 
quantities  by  the  ready  flow  of  urine  that 
now  was  seen  during  surgical  procedures. 
While  following  Jacobs,  Howland,  and 
Goulet’s11  recommendations  for  micro- 
hematocrit estimation  of  fluid  and  blood 
requirements,  we  were  astounded  to  find 
that  infusion  of  even  as  much  as  8 to  10  L. 
of  lactated  Ringer’s  solution  during  re- 
pair of  aortic  aneurysm  was  insufficient  to 
prevent  hemoconcentration.  Moreover, 
steady,  copious  urine  flow  was  maintained 
without  resort  to  mannitol,  which  we  had 
previously  believed  essential  to  overcome 
“cross-clamp”  renal  inhibition.  Apparently, 
the  renal  “hydrostatic”  mechanism  was  con- 
tinuing to  function  despite  anesthesia,  ad- 
vanced arteriosclerotic  cardiovascular  dis- 
ease, and  extensive  surgery,  since  massive 
amounts  of  the  balanced  salt  solution  did 
not  result  in  the  electrolyte  and  fluid  in- 
toxication we  had  been  led  to  expect  in  the 
past. 
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We  then  instituted  a regimen  of  an  in- 
travenous “fluid  formula”  of  1 L.  of  lac- 
tated  Ringer’s  solution  per  hour  of  surgery, 
with  the  anticipation  that  this  would  more 
than  restore  extracellular  fluid  losses  and 
thus  insure  a continuous  urinary  output. 
However,  this  was  insufficient,  as  urine  flow 
was  frequently  delayed  until  well  into  the 
first  hour  of  surgery.  Oliguria  in  this  in- 
stance was  attributed  to  preoperative  fluid 
deficits  arising  from  fasting  and  the  ex- 
cessive sweat  losses  of  the  apprehensive 
patient.  This  conclusion  is  supported  by 
the  observation  that  immediate  preopera- 
tive hematocrits  were  appreciably  higher 
than  admission  values  in  20  per  cent  of  the 
patients  in  our  series.  To  compensate  for 
such  extensive  preoperative  dehydration, 
a corrected  “infusion  formula,”  consisting 
of  2 L.  for  the  first  hour  of  surgery,  followed 
by  1 L.  for  each  additional  hour,  was  ad- 
ministered to  130  patients  in  a pilot  in- 
vestigation; 60  of  these  patients  have  been 
studied  extensively  and  are  the  subject  of 
this  report. 

Patients  studied 

Patients  undergoing  both  major  and  minor 
surgical  procedures  were  given  the  corrected 
infusion  formula  that  has  been  described. 
Their  preoperative  physical  status  varied 
from  grade  1 to  4 and  included  9 patients 
whose  condition  was  diagnosed  as  cardiac, 
of  whom  3 exhibited  bilateral  basilar  rales, 
which  were  interpreted  as  decompensation 
phenomena.  Only  patients  undergoing 
craniotomies  and  those  having  extracor- 
poreal circulation  during  surgery  were  ex- 
cluded from  the  study  group. 

Procedure 

Anesthetic  inductions  were  conducted 
with  minimal  sleep  doses  of  thiopental 
sodium.  Maintenance  was  with  nitrous 
oxide-oxygen  relaxant,  supplemented  by 
meperidine-halothane.  Controlled  and/or 
assisted  ventilation  was  employed  as  neces- 
sary to  avoid  respiratory  acidosis,  monitored 
by  capillary  blood  pH  employing  an  Astrup 
microtonometer. 

Blood  volume  changes  were  followed  by 
hourly  determinations  of  peripheral  vein 
microhematocrits  and  by  immediate  pre- 
and  postoperative  plasma  volumes,  de- 


MINIMAL  SURGICAL  TRAUMA 


FIGURE  2.  Serial  hematocrits  in  relation  to  gross 
amounts  of  Ringer's  solution  infused  (2  L.  infused 
the  first  hour  and  1 L.  each  subsequent  hour  of 
surgery). 

termined  by  volemetron,  using  a radioactive 
iodinated  serum  albumin  tracer.  Urine 
output  during  surgery  was  monitored  by 
hourly  volume  and  specific  gravity  deter- 
minations, and  the  twenty-four-hour  total 
volume  and  electrolyte  content  were  re- 
corded. Serum  electrolyte  determinations 
were  made  immediately  before  and  after 
operation  and  twenty-four  hours  post- 
operatively. 

Physical  signs  of  overhydration  were 
continuously  sought  for  by  pulmonary 
auscultation  for  rales  and  careful  search 
for  tissue  edema.  Postoperatively,  patients 
were  followed  carefully  in  a search  for  possi- 
ble complications. 

Results 

A reduced  incidence  of  operative  and 
postoperative  hypotension  was  the  most 
striking  result  of  the  large  volume  infusion. 
Except  for  momentary  incidents  of  hemor- 
rhagically  induced  hypotension  in  7 patients, 
the  criterion  for  which  was  a fall  in  systolic 
pressure  to  below  80  mm.  Hg  or  a drop  of 
more  than  40  mm.  Hg  below  initial  pressure, 
operative  blood  pressures  were  stable.  The 
promptness  with  which  normotension  could 
be  restored  by  briefly  increasing  the  rate 
of  infusion  was  a distinguishing  characteris- 
tic. In  the  recovery  room,  hypotension  was 
recorded  for  1.9  per  cent  of  treated  patients, 
as  compared  with  a 3.5  per  cent  over-all 
average.  For  major  pelvic  surgery,  the 
category  in  which  patients  are  most  prone 
to  develop  hypotension,  the  reduction  was 
most  striking,  dropping  from  33  to  13  per 
cent.  Although  transfusion  requirements 
could  not  be  tabulated  statistically,  it  was 
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our  impression  that  blood  use  in  the  large- 
volume  infusion  group  was  reduced  by  at 
least  one  third. 

Hematocrit  studies.  Serial  hematocrits 
plotted  against  the  gross  amount  of  fluid 
infused  generally  showed  dilution  (Fig.  2), 
which  was  most  marked  in  minor  surgical 
procedures.  Variations  in  dilution  were 
primarily  attributable  to  preoperative  de- 
hydration; patients  whose  preoperative 
hematocrits  were  higher  than  on  admission 
exhibited  the  greatest  dilution.  These  sig- 
nificant, unpredictable  variations  in  fluid 
deficit  appeared  in  patients  all  prepared  in 
the  same  manner  for  surgery.  In  some 
major  intra-abdominal  procedures,  hemo- 
concentration  was  seen  despite  the  large 
infused  volume,  implying  unusual,  unpre- 
dictable operative  fluid  deficits. 

In  an  attempt  to  identify  that  part  of  the 
operative  fluid  deficits  which  might  be  due 
to  “translocation”  loss  (internal  redistri- 
bution), we  plotted  hematocrit  change  in 
relation  to  net  fluids  infused.  Net  fluids 
were  calculated  by  subtracting  from  total 
infusion  all  fluid  losses,  sponge  loss,  insensi- 
ble loss,  and  urine  output  for  the  operative 
period.  To  eliminate  patient  size  as  a 
factor,  net  infused  fluid  was  calculated  as 
a percentage  of  the  patient’s  estimated 
initial  blood  volume. 

The  curve  plotted  (Fig.  3)  is  the  calculated 
value  of  the  percentage  hematocrit  dilution 
which  would  result  if  all  the  fluid  infused 
were  to  remain  in  the  vascular  compartment 
and  dilute  the  hematocrit  proportionately. 
Thus,  fluid  removed  from  the  vascular 
compartment  shifts  values  to  the  left  of  the 
theoretical  curve  (concentrates).  Blood  loss 
would  shift  values  to  the  right  of  the 
theoretical  curve  insofar  as  hemodilutional 
compensation  occurs.  Minimal  trauma 
cases  located  generally  about  the  theoretical 
curve  for  dilution,  indicating  negligible 
translocation  loss.  With  extensive  surgical 
trauma,  on  the  other  hand,  the  hematocrit 
shifted  proportionately  to  the  left.  Thus, 
the  distance  of  any  given  hematocrit  value 
to  the  left  of  the  theoretical  dilution  curve 
is  a measure  of  the  relative  translocation 
fluid  loss  for  that  operation. 

Extensive  visceral  manipulation  associated 
with  gastrectomy  and  colectomy  did,  in 
fact,  result  in  hematocrits  higher  than  the 
preoperative  values,  despite  the  several 
liters  of  fluid  infused,  suggesting  significant 
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FIGURE  3.  Theoretical  dilution  of  hematocrit 
which  would  result  if  all  infused  fluid  were  to  re- 
main in  vascular  compartment.  Note  that  minor 
trauma  dilution  approximates  the  curve.  Distance 
between  values  to  the  left  and  the  curve  are  pro- 
portional to  translocation  fluid  loss. 

depletion  of  “expendable”  extracellular  fluid, 
to  the  extent  of  compromising  homeostasis 
for  the  immediate  postoperative  period. 

A small  but  consistent  reduction  in  post- 
operative plasma  volumes,  as  determined 
by  the  volmetron  for  the  major  surgical 
procedures,  versus  a small  rise  for  minor 
surgical  procedures  was  viewed  as  con- 
firming the  deficits  indicated  by  the  he- 
matocrit. 

Serum  electrolyte  values  obtained  post- 
operatively  were  not  changed  significantly 
from  preoperative  determinations  (Table  I), 
indicating,  as  suggested  by  Shires,2  that 
translocation  fluids  carry  their  proportional 
share  of  plasma  electrolytes  with  them  into 
the  traumatized  tissue. 

Urine  flow.  Catheterized  urine  flow 
was  continuous  throughout  surgery,  the 
volume  usually  rising  after  the  first  hour. 
Abrupt  but  brief  decreases  in  flow  followed 
sudden  brisk  hemorrhage  and  some  more 
marked  traction  reflex  responses.  Volume 
did  not  fall  below  20  ml.  per  hour  for  any  of 
the  patients  in  the  series.  Specific  gravity, 
with  few  exceptions,  varied  inversely  with 
the  volume;  values  of  1.005  (specific  gravity 
of  the  infusion  fluid)  were  common. 
Twenty-four  cumulative  volumes  ranged 
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TABLE  I.  Serum  electrolyte  values  (mEq.  per  liter)  in  patients  undergoing  major  surgery 


Degree 

of 

Trauma* 

Pre-  Post- 

Infused  operative  operative 

Twenty- 

Four 

Hour 

Infused 

i otassium  j* 

Pre-  Post- 

operative operative 

Twenty- 

Four 

Hour 

1 

132 

142 

143 

140 

4 

4.9 

5.1 

3.8 

1 

135 

145 

153 

135 

6.4 

5.0 

4.9 

4.3 

1 

65 

145 

144 

2 

4.9 

5.4 

1 

208 

141 

141 

137 

6.4 

4.6 

4.6 

4.8 

2 

260 

141 

137 

8 

5.2 

5.6 

3 

390 

145 

150 

12 

4.8 

4.2 

4 

390 

145 

144 

135 

12 

4.9 

5.4 

4.0 

4 

585 

136 

137 

18 

4.3 

5.1 

4 

532 

145 

138 

138 

16.4 

3.4 

3.6 

3.7 

4 

390 

143 

137 

143 

12 

5.5 

4.3 

4.6 

4 

455 

145 

145 

14 

3.8 

5.2 

2c 

264 

140 

150 

8 

3.9 

4.8 

3c 

264 

136 

135 

134 

4 

4.2 

4.0 

4!o 

3c 

132 

142 

136 

136 

8 

4.2 

4.1 

4.5 

3c 

264 

143 

136 

8 

4.1 

3.9 

3c 

132 

141 

141 

4 

4.1 

4.8 

* Operative  trauma  is  estimated  from  slight  (1)  to  extensive  (4). 

t Note  that  sodium  and  potassium  remain  within  normal  limits  despite  large  volumes  infused. 


from  600  to  5,470  ml.  In  the  recovery 
room,  when  infusion  rates  were  abruptly 
slowed,  urine  flow  fell  immediately,  and 
specific  gravity  rose  concomitantly,  suggest- 
ing again  that  urine  flow  represented  fluids 
infused  in  excess  of  immediate  needs. 

Urinary  electrolyte  excretion. 
Quantitative  twenty-four-hour  urinary  elec- 
trolyte excretion,  representative  values  for 
which  are  shown  in  Table  II,  manifests  the 
unimpaired  capacity  of  these  patients  under- 
going major  surgery  and  anesthesia  to 
excrete  electrolytes  in  normal  amounts. 
Where  sodium  was  infused  in  amounts 
substantially  in  excess  of  average  daily 
urinary  output,  that  is,  in  severely  trauma- 
tized patients  (grades  3 to  4)  as  much  as  300 
mEq.  were  retained  beyond  twenty-four 
hours.  Since  this  sodium  was  retained 
without  an  elevation  of  serum  sodium  levels, 
we  believe  it  reasonable  to  assume  that 
the  retained  portion  served  to  maintain 
the  isotonicity  of  translocation  fluids  identi- 
fied by  hematocrit  studies. 

It  should  be  noted  that  the  9 “cardiac” 
patients  in  the  series  put  out  urine  in  the 
same  pattern  and  in  quantities  comparable 
with  the  noncardiac  patients  and  that 
twenty-four-hour  total  electrolyte  excre- 
tion was  unimpaired  and  unrelated  to  car- 
diac “failure.” 

Complications.  No  rales  or  peripheral 


edema  appeared  during  the  course  of  the 
rapid  infusions  or  in  the  postoperative  pe- 
riod. Of  the  3 patients  manifesting  cardiac 
failure  by  basilar  rales  before  operation,  2 
continued  to  exhibit  a similar  distribution 
of  rales  postoperatively;  the  third  patient’s 
chest  cleared  the  day  of  surgery,  presumably 
in  response  to  an  increased  dose  of  digitalis. 
Atelectasis,  physically  and  roentgenologi- 
cally  verified,  appeared  in  the  right  base 
twenty-four  hours  after  surgery  in  a fifty- 
six-year-old  woman  who  came  to  surgery 
with  unresolved  pneumonia  and  who  was  op- 
erated on  because  of  progressive  deterioration 
from  a large-bowel  obstruction. 

It  was  hoped  that  the  incidence  of  post- 
operative ileus  might  be  reduced  by  eliminat- 
ing hypovolemic  splanchnic  artery  com- 
pensatory vasoconstriction,  but  satisfactory 
criteria  could  not  be  arrived  at  on  which  to 
base  a conclusion  in  this  respect.  Febrile 
responses  related  to  dehydration  were  not 
evaluated  for  lack  of  acceptable  differ- 
ential criteria. 

Comment 

In  attempting  to  assess  translocation  fluid 
losses,  we  have  placed  primary  reliance  on 
rapid  hematocrit  changes  in  response  to 
surgical  operation,  a phenomenon  not  com- 
monly believed  to  occur  in  the  space  of  time 
taken  by  surgical  procedures.  However, 


2650  New  York  State  Journal  of  Medicine  / November  1,  1964 


TABLE  II.  Twenty-four  hour  urinary  electrolyte  excretion  (mEq.  per  liter)  after  operation  in  patients  under- 
going major  surgery 


Degree 

of 

Trauma 

Sodium* 

Infused  Output  f 

Potassium 

Infused  Output** 

Chlorides 

Infused  Output  ff 

1 

208 

119 

6.4 

37 

174 

45 

1 

70 

156 

2.2 

31 

59 

321 

1 

208 

119 

6.4 

71 

174 

18 

3 

390 

130 

12 

70 

327 

48 

3 

390 

84 

12 

36 

327 

91 

3 

520 

121 

16 

72 

436 

160 

3 

390 

158 

12 

62 

327 

52 

4 

585 

116 

18 

32 

486 

48 

4 

416 

180 

13 

57 

348 

310 

4 

630 

166 

20 

26 

545 

272 

4 

390 

187 

12 

118 

327 

183 

4 

390 

65 

12 

100 

327 

62 

4 

260 

151 

8 

35 

218 

60 

* Note  that 

twenty-four-hour 

sodium  output  is  near 

normal  despite 

extensive  trauma. 

Difference 

between  sodium  in- 

fused  and  excreted  represents  salt  contained  in  translocation  fluids, 
t Normal  values,  130  to  200  (Hawk). 

**  Normal  values,  40  to  65  (Hawk), 
ft  Normal  values,  285  to  427  (Hawk). 


Jacobs,  Howland,  and  Goulet11  have  recently 
reported  that  significant  microhematocrit 
changes  do  occur  during  major  surgery 
and  have  demonstrated  that  such  changes 
can  provide  useful  criteria  for  intraoperative 
transfusion  and  fluid  replacement.  Logic, 
Johnson,  and  Smith12  have  just  reported 
significant  dilution  of  the  hematocrit  in 
blood  donors  immediately  following  cessa- 
tion of  bleeding.  Hematocrit  changes  have 
not  been  observed  often  as  a compensatory 
adjustment  to  blood  loss  during  surgical 
operations,  and  there  must  be  some  common 
factor  in  operations  that  would  explain 
this  fact.  A likely  explanation  appears  to 
be  the  universal  preparation  of  surgical 
patients  by  dehydration.  Our  observations 
suggest  that  hematocrit  response  to  surgical 
hemorrhage  will  be  delayed  only  until  such 
time  as  fluid  becomes  available  for  hemo- 
dilutional  compensation.  In  view  of  Wilson 
and  Ad  wan’s1  finding  that  fluid  losses  in 
gastric  resection  may  be  three  times  the 
blood  loss,  a “stable”  hematocrit  may,  in 
fact,  represent  significant  failure  of  com- 
pensatory hemodilution,  that  is,  hypo- 
volemia. 

The  measurement  of  translocation,  or 
sequestered,  fluid  losses  by  the  triple  isotope 
technic  employed  by  Shires,  Williams,  and 
Brown13  is  a highly  complex  laboratory 
procedure.  We  hypothesize  a simple  cal- 
culation for  “translocation”  fluid  losses 


based  on  intraoperative  hematocrit  change 
related  to  net  fluid  infused: 

V(99  - X) 

T = F - 

100  (X  - 100) 

T = Translocated  fluid  volume 
F = Net  fluid  infused 
V = Initial  blood  volume 
X = Percentage  hematocrit  change  during 
surgical  procedure 

This  hypothesis  assumes  that  hematocrit 
values  during  anesthesia  and  surgery 
will  be  consistent  in  patients  in  whom 
sufficient  balanced  salt  solution  is  infused 
to  provide  60  cc.  or  more  of  urine  per  hour. 
Admittedly,  a large  error  is  inherent  because 
of  the  timing  of  surgical  trauma  and  the 
train  of  endocrine  and  metabolic  changes 
engendered;  nevertheless  its  calculation  has 
been  of  considerable  clinical  interest. 

Other  sources  of  dehydration  which  leave 
operative  fluid  requirements  uncertain  oc- 
cur in  surgical  patients.  Evaporative  losses 
from  extensive  surgical  exposure  in  an  air- 
conditioned,  dehumidified  operating  suite 
may  be  sizable.  Almost  completely  over- 
looked have  been  the  unusual  sweat  losses 
of  the  unduly  apprehensive  patient,  who  is 
hyperactive  during  the  night  before  surgery. 
Gold’s14  report  of  sweat  losses  in  excess  of 
1 L.  per  hour  in  heat  exposure  suggests  the 
possibility  of  extended  insensitive  loss.  Im- 
mediate preoperative  hematocrit  readings 
4 to  5 per  cent  higher  than  admission 


November  1,  1964  / New  York  State  Journal  of  Medicine  2651 


samples,  found  in  20  per  cent  of  our  series, 
offer  some  indication  of  the  magnitude  of 
otherwise  nonapparent  preoperative  fluid 
deficits. 

While  investigative  use  of  generous  hy- 
dration has  been  looked  on  by  some  with 
misgiving,  elsewhere  in  clinical  medicine 
hyperhydration  has  proved  therapeutically 
beneficial  and  of  negligible  hazard.  Ex- 
amples are  blood  lavage  in  barbiturate  in- 
toxication15-16 and  protection  of  the  kidney 
against  circulating  free  hemoglobin17  and 
against  radiopaque  dyes.18-19  We  believe 
that  hyperhydration  should  be  of  sub- 
stantial benefit  in  surgery  as  well. 

In  the  modern  concept  of  homeostasis, 
the  kidney,  to  accomplish  its  task,  must 
be  provided  with  essential  raw  materials 
at  “adequate  yet  tolerable  rates.  ” Un- 
fortunately, the  operative  fluid  require- 
ments of  major  surgery  cannot  be  predicted 
in  advance.  As  has  been  the  case  with 
oxygen  provision  and  ventilatory  volumes, 
it  appears  that  fluid  homeostasis  will  be 
better  served  by  too  much  rather  than  too 
little  fluid. 

Inasmuch  as  hypovolemic  hypotension 
results  in  a compensatory  major  diversion 
of  blood  from  the  splanchnic  bed,20  a definite 
relationship  between  surgically  induced  hy- 
povolemia and  postoperative  ileus  might 
be  presumed  to  exist.  Further,  since  some 
80  per  cent  of  hepatic  blood  flow  is  received 
from  the  portal  circulation,21  this  same  com- 
pensatory diversion  of  splanchnic  blood 
would  be  expected  to  effect  adversely 
metabolic  functions  based  on  the  liver. 
Lacking  objective  criteria,  it  was  the  clinical 
impression  of  those  who  worked  with  the 
high-hydration  formula  that  these  patients 
were  unusually  lucid  and  free  from  nausea 
in  the  immediate  postoperative  period. 
Mucous  membranes  were  gratifyingly  moist, 
and  other  than  the  one  postoperative  atelec- 
tasis related  to  preoperative,  unresolved 
pneumonia,  no  clinically  recognizable  atelec- 
tasis occurred  in  the  130  hyperhydration 
patients.  The  moisture  required  for  respira- 
tory mucous  membrane  activity  is  normally 
abundantly  provided  via  the  blood  stream. 
Even  in  the  postoperative  state  it  would 
seem  that  the  adequately  hydrated  patient 
need  not  be  dependent  on  moisture  fed  via 
the  inhaled  air  to  maintain  the  integrity  of 
his  mucous  membranes. 

By  far  the  greatest  concern  in  infusing 


larger  than  customary  volumes  of  salt  solu- 
tions has  been  a widely  circulated  but  ques- 
tionably substantiated  fear  of  creating  car- 
diac decompensation  by  “circulatory  over- 
load” where  cardiac  decompensation  did  not 
exist  before.  Since  cardiac  patients  not  in 
heart  failure  handle  salt  and  fluid  loads  in 
the  same  manner  as  noncardiac  patients, 
a more  plausible  explanation  for  “cardiac” 
edema  is  that  it  may  be  a secondary  mani- 
festation of  primary  (aldosterone)  hormonal 
disturbance.22  Antinatruresis  of  the  post- 
operative patient  has  recently  been  shown 
to  be  more  related  to  salt  and  fluid  depriva- 
tion than  to  surgical  disturbances.6.23  Ob- 
servations by  Lipman  and  del  Greco23  on 
the  effect  of  spirolactone  in  edema  as- 
sociated with  renal  disease  indicate  that 
renal  edema  is  a result  of  endocrine  dys- 
function and  not  a result  of  salt  and  fluid 
intake.  Current  experimental  studies  on 
the  pathogenesis  of  ascites  in  liver  disease 
by  LaLonde  et  al. 24  indicate  that  a decreased 
rate  of  destruction  of  aldosterone  in  the 
damaged  liver  is  responsible  for  the  ascites 
and  retention  of  sodium.  Presumably,  as- 
cites and  sodium  retention  would  occur  post- 
operatively  in  the  patient  with  cirrhosis  in 
proportion  to  his  aldosterone  level  and  un- 
related to  surgical  fluid  therapy. 

It  is  well  to  keep  in  mind  that  fluid  and 
sodium  retention  are  diseases  of  fluid-regulat- 
ing mechanisms  not  of  fluid  and  salt  re- 
placement. Except  for  patients  with  in- 
tracranial trauma,  frank  cardiac  decom- 
pensation with  engorged  neck  veins,  plus 
obvious  pulmonary  edema  and  the  traumatic 
“wet”  lung,  the  restoration  of  fluid  losses 
accompanying  surgical  operations  is  physio- 
logic therapy. 

Conclusions 

1.  Fluid  losses  of  patients  undergoing 
major  surgical  procedures  vary  widely  and 
cannot  be  anticipated  satisfactorily  by 
commonly  employed  general  rules. 

2.  Inadequate  replacement  of  surgical 
fluid  deficits  may  result  in  hypovolemia, 
oliguria,  fever,  thickening  of  respiratory 
secretions,  ileus,  and  shock. 

3.  The  capacity  of  the  kidney  to  excrete 
urine  is  well  maintained  during  light  anes- 
thesia, provided  adequate  levels  of  salt  and 
fluid  are  maintained.  A continuing  urinary 
output  during  a surgical  operation  is  as- 
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sumed  to  be  clinical  evidence  of  adequate 
replacement. 

4.  In  an  experimental  investigation  em- 
ploying a large  volume  infusion  formula  of 
balanced  salt  solution  during  surgery,  a 
continuous  flow  of  urine  was  observed,  and 
a significant  reduction  in  intraoperative  and 
immediate  postoperative  hypotension  re- 
sulted. The  use  of  blood  transfusions  was 
reduced  by  approximately  one  third. 
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Discussion 

C.  Barber  Mueller,  M.D.,  Syracuse, 
New  York.  I am  delighted  to  be  able  to 
discuss  this  report,  which  is  so  well  done 
and  which  has  such  pertinence  and  relevance 
to  the  administration  of  sodium-containing 
fluids  during  an  operative  procedure.  For 
many  theoretical  reasons  and  because  of  a 
few  practical  and  pertinent  observations, 
this  report  supports  a thesis  that  has  not 
been  held  in  very  high  repute  during  the 
past  decade,  namely,  that  surgical  patients 
undergoing  a major  elective  procedure  are 
actually  in  need  of  some  sodium-containing 
water  above  and  beyond  that  ordinarily 
calculated  for  such  a patient  resting  in  bed. 

To  set  the  stage  for  this  discussion  I think 
we  should  go  back  about  twenty  or  thirty 
years.  The  first  studies  on  intravenous 
fluids  utilized  isotonic  sodium  chloride, 
which  was  considered  almost  the  only 
fluid  that  should  be  administered.  This 
was  given  rather  indiscriminately  and  in 
volumes  and  quantities  far  in  excess  of  those 
we  now  recognize  as  daily  needs.  At  that 
time  an  accurate  concept  of  a balance  had 
not  been  worked  out,  nor  was  there 
recognition  that  the  excretion  of  water 
was  in  large  measure  hypotonic  water 
through  the  urinary  tract,  the  skin,  and 
respiratory  tract.  Therefore  this  excess 
of  sodium  created  much  difficulty,  so  that 
salt-containing  solutions  fell  into  consider- 
able disfavor. 

The  next  episode  which  set  the  stage  for 
trouble  with  sodium  solutions  was  a re- 
bound reaction,  resulting  in  a period  of  “no 
salt  for  the  operative  patient.”  The 
results  of  balance  studies  which  were  being 
completed  during  and  after  World  War  II 
suggested  that  the  patient  in  the  post- 
operative state  did  not  eliminate  an  adminis- 
tered salt  and  water  load  in  the  same  fashion 
that  he  did  in  the  preoperative  state.  It 
was  concluded  from  this  that  the  adrenal 
glands  were  active  as  a result  of  the  surgical 
“stress.”  This  was  in  the  days  when  eosin- 
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ophil  counts  were  the  index  of  adrenal  ac- 
tivity, and  these  counts  suggested  that  the 
activity  of  the  adrenal  gland  caused  sodium 
retention.  Now  I think  that  this  is  certainly 
true,  although  there  are  certain  hemo- 
dynamic situations  which  also  may  provide 
for  low  urine  output  and  salt  retention. 
The  real  question  is,  of  course:  “Why  so 

much  salt  retention?”  Is  this  a stress 
phenomenon  associated  with  adrenal  ac- 
tivity as  a reaction  to  the  crisis  of  an  opera- 
tive procedure;  or  is  this  salt  retention  in 
response  to  a need  for  the  conservation  of 
salt  due  to  excessive  salt  losses  and  seques- 
tration, or,  as  Terry  and  Trudnowski  say, 
translocation  of  salt  water  within  the  body? 
The  stress  concept  carried  the  day  in  the 
early  and  mid-nineteen-fifties.  The  second 
concept,  however,  is  much  more  rational, 
and  studies  such  as  the  one  just  presented 
support  this  approach. 

Other  features  of  interest  relating  to 
fluid  administration  during  operation  are 
touched  on  in  this  presentation,  the  main 
one  being  the  use  of  blood  for  repair  of  all 
operative  losses.  With  the  availability  of 
current  blood  banks  and  fresh  whole  blood 
there  has  been  a tendency  to  utilize  blood 
for  every  hypotensive  state,  regardless  of 
the  origin  of  the  hypotension.  Some  five 
years  ago  Stir  man  studied  a number  of 
patients  with  salt  and  water  deficit  admitted 
to  the  Parkland  Hospital  in  Dallas. 

In  one  group  of  these  patients,  whole 
blood  was  administered  prior  to  the  restora- 
tion of  the  salt  and  water.  The  results  in 
this  group  were  compared  with  those  in  pa- 
tients who  were  given  blood  after  the  res- 
toration of  the  salt  and  water.  Stirman 
noted  a considerably  higher  morbidity  in 
the  former  group.  It  was  impossible  in  his 
study  to  relate  this  to  anything  specifically 
pertinent  to  blood  transfusions.  However, 
he  postulated  that  there  might  be  changes 
in  viscosity  and  poorer  perfusion  of  tissues 
by  high-hematocrit  blood.  There  may  be 
something  to  this.  Certainly,  the  studies 
of  Terry  and  Trudnowski  show  that  tissue 
perfusion  can  be  accomplished  by  relatively 
low-hematocrit  blood,  that  this  is  a safe 
procedure,  and  that  the  adequacy  of  per- 


fusion is  probably  increased.  We  may  well 
end  up  in  a few  years  recognizing  that  tissue 
oxygen  and  carbon  dioxide  tensions,  as  well 
as  tissue  nourishment,  are  maintained 
better  by  adequate  perfusion  with  low- 
viscosity,  low-hemoglobin  blood  than  they 
are  with  high-viscosity,  thick,  high-hemo- 
globin blood. 

Finally,  I would  like  to  discuss  the  role  of 
the  kidney.  There  is  a great  deal  of  evi- 
dence today  that  it  can  and  will  make  urine 
if  properly  stimulated  during  an  operative 
procedure.  The  circumstances  that  set 
the  stage  for  a major  procedure — supper  the 
night  before,  the  elimination  of  water,  ap- 
prehension, losses  through  sweating,  cold 
operating  rooms,  the  open  abdomen,  sym- 
pathetic nervous  system  stimulation,  and 
so  on — may  produce  a major  deficit  of  water 
and  salt.  In  such  an  instance,  of  course 
urinary  output  is  restricted. 

I have  been  interested  for  many  years  in 
an  experimental  model  which  produces  acute 
renal  failure  in  a fashion  not  unlike  that 
seen  in  man.  This  experimental  model 
suggests  that  rather  than  simple  renal 
ischemia  as  a causative  factor  in  post- 
traumatic  or  postsurgical  renal  failure,  the 
real  culprit  is  reduced  tubular  flow.  Renal 
ischemia  is,  of  course,  one  of  the  many 
factors  that  may  cause  such  reduced  flow. 
At  the  time  of  reduced  flow,  the  filtration  of 
almost  any  protein  may  result  in  precipita- 
tion of  that  protein,  cast  formation,  and 
obstruction  of  the  tubules.  If  the  only  con- 
cern is  for  the  kidney,  mannitol  is  an  effec- 
tive and  safe  agent  to  produce  an  increase 
in  tubular  flow  in  the  kidney  that  will  be 
adequate  to  prevent  the  renal  disorders. 
On  the  other  hand,  the  inevitable  loss  of 
water  caused  by  mannitol  administration 
must  be  considered  carefully  in  the  ad- 
ministration of  fluids. 

The  report  of  Terry  and  Trudnowski 
demonstrates  that  administration  of  sodium- 
containing  fluids  in  large  quantities  to  the 
operative  patient  is  not  a disastrous  pro- 
cedure but  may  well  enhance  the  patient’s 
recovery  and  eliminate  some  of  the  mor- 
bidity and,  hopefully,  some  of  the  mortality 
of  major  surgery. 
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Man’s  upright  position  makes  him  pre- 
disposed to  compression  of  the  brachial 
plexus  and  subclavian-axillary  vessels  by 
elements  of  the  shoulder  girdle  or  accessory 
muscles  of  respiration.  When  this  happens, 
a group  of  syndromes  results  which  is 
characterized  by  numbness,  tingling,  pain, 
and  weakness  of  the  upper  extremities.  The 
fingers  and  hands  are  involved  most  often. 
In  severe  cases,  muscle  atrophy  and  Ray- 
naud’s phenomenon  may  be  present. 

Since  the  symptoms  are  not  specific,  they 
often  are  ascribed  incorrectly  to  neuritis, 
bursitis,  arthritis,  rheumatism,  or  other  com- 
mon chronic  ailments.  The  unfortunate 
consequence  of  such  diagnostic  errors  may 
be  that  the  patient’s  progressive  deteriora- 
tion is  accepted  as  inevitable,  when,  indeed, 
his  illness  is  completely  curable. 

It  is  our  purpose  in  this  report  to  review 
the  causes  and  diagnosis  of  neurovascular 
compression  syndromes  and  to  present  illus- 
trative cases  from  our  records. 


compression  of  the  brachial  plexus  and 
subclavian-axillary  vessels  by  elements  of 
the  shoulder  girdle  or  accessory  muscles  of 
respiration  may  cause  a group  of  syndromes 
characterized  by  numbness,  tingling,  pain, 
and  weakness  of  the  upper  extremities.  An 
accurate  diagnosis  is  essential.  Neurovas- 
cular compression  syndrome  is  usually  treated 
surgically.  Exercises  to  improve  posture  and 
the  avoidance  of  positions  which  cause  symp- 
toms are  useful. 


Cervical  rib  and 
scalenus  anticus  syndromes 

The  cervical  rib  and  scalenus  anticus  syn- 
dromes will  be  considered  together  because 
the  mechanism  of  their  production  is  similar. 

Normally,  the  subclavian  artery  and 
brachial  plexus  course  from  the  neck  into 
the  arm  between  the  scalenus  anticus  muscle 
anteriorly,  the  scalenus  medius  posteriorly, 
and  over  the  body  of  the  first  rib  interiorly . 
A supernumerary  cervical  rib  may  angulate 
the  neurovascular  bundle  cephalad  and  im- 
pinge on  the  artery  and  lower  components 
of  the  brachial  plexus.  Compression  may 
occur  also  by  a fibrous  extension  of  an  in- 
completely formed  cervical  rib  or  by  a long 
transverse  process  of  the  seventh  cervical 
vertebra.  The  scalenus  anticus  syndrome 
results  from  neurovascular  compression  in 
the  same  interscalene  triangle  when  the 
scalene  muscles  are  abnormal  in  structure  or 
attachment.  For  example,  a hypertrophic 
anterior  scalene  or  an  anomalously  attached 
anterior  or  other  scalene  muscle  may  narrow 
the  interscalene  space  and  pinch  the  neuro- 
vascular bundle. 

A supernumerary  cervical  rib  may  be  pal- 
pable in  the  neck  above  the  clavicle.  Its 
diagnosis  may  be  confirmed  by  x-ray  exami- 
nation. Fibrous  bands,  of  course,  are  not 
visible  on  x-ray  films.  It  should  be  pointed 
out  that  not  every  cervical  rib  causes  com- 
pression. We  have  seen  1 patient  who  had 
a scalenus  anticus  syndrome  on  the  right 
side  and  on  the  left  a cervical  rib  which  pro- 
duced no  symptoms. 

The  Adson,  or  scalene,  maneuver,  which 
tenses  the  scalene  muscles,  has  been  found 
useful  in  diagnosing  neurovascular  compres- 
sion in  the  interscalene  triangle.  The 
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patient  is  instructed  to  sit,  place  his  arms  at 
his  side,  hold  a deep  breath,  extend  his  neck, 
and  turn  his  chin  to  the  affected  side.  This 
maneuver  often  reproduces  the  symptoms 
and  causes  obliteration  of  the  radial  pulse. 

Case  reports.  The  following  cases 
illustrate  the  syndrome  under  discussion. 

Case  1.  A thirty- two-year-old  man  com- 
plained of  numbness  in  his  left  little  and  ring 
fingers,  with  occasional  episodes  of  “shooting” 
pain  into  the  fingers.  Examination  showed 
atrophy  of  the  forearm  ulnar  and  palmar  hy- 
pothenar  muscles.  There  was  hypesthesia  to 
pinprick  over  the  ulnar  distribution  on  the 
hand.  A firm  mass  was  palpable  in  the  su- 
praclavicular fossa  on  the  left.  X-ray  exam- 
ination confirmed  the  diagnosis  of  cervical  rib. 

The  rib  was  removed,  and  scalene  tenot- 
omy was  performed.  The  numbness  dis- 
appeared in  three  months.  Atrophy  im- 
proved but  was  still  obvious  nine  months  later. 

Case  2.  A twenty-four-year-old  television 
repairman  complained  of  a “pins  and  needles” 
feeling  in  his  left  fingers  when  he  carried  his 
tool  box  on  the  left.  Examination  of  the  left 
upper  extremity  revealed  nothing  abnormal. 
Costoclavicular  and  hyperabduction  maneu- 
vers produced  no  compression.  However,  the 
Adson  (scalene)  maneuver  obliterated  the 
left  radial  pulse  and  reproduced  parethesia. 
A diagnosis  of  scalenus  anticus  syndrome  was 
made.  Symptoms  disappeared  when  the 
patient  stopped  carrying  heavy  objects  in  his 
left  hand. 

Costoclavicular  syndrome 

The  costoclavicular  syndrome  results  from 
compression  of  the  neurovascular  bundle 
between  the  medial  portions  of  the  clavicle 
and  the  first  rib.  The  subclavian  vein, 
which  is  located  just  under  the  subclavius 
muscle,  is  often  traumatized  during  costo- 
clavicular compression.  Signs  of  venous 
compression,  even  thrombosis,  so  called 
“effort  thrombosis,”  may  be  prevalent  in 
costoclavicular  syndrome.  The  space  be- 
tween the  clavicle  and  the  first  rib  is  narrowed 
when  the  clavicle  is  moved  backward  and 
downward.  This  posture  is  assumed  dur- 
ing carrying  of  heavy  objects,  standing 
at  attention,  carrying  of  shoulder  packs, 
and  similar  positions. 

Symptoms  may  be  present  only  when  the 
arm  or  shoulder  is  moved  so  as  to  narrow  the 
costoclavicular  space.  This  has  been  ob- 
served also  when  the  clavicle  is  abnormal, 
as  in  malunion  after  a fracture.  The  costo- 
clavicular maneuver  produces  costoclavicu- 
lar compression  for  diagnostic  purposes. 


The  patient  sits  with  his  hands  resting  on  the 
thighs.  The  shoulders  are  thrown  backward 
and  downward  without  hyperextending  or 
flexing  the  neck  and  without  deep  breathing. 
Diminution  of  the  radial  pulse  or  reproduc- 
tion of  symptoms  constitutes  a positive  test. 

Case  report.  The  following  case  illus- 
trates the  costoclavicular  syndrome: 

Case  3.  A twenty-four-year-old  housewife 
complained  of  numbness  in  her  right  hand 
after  bowling.  An  “electric  shock”  entered 
her  little  and  ring  fingers  during  the  swing- 
back  before  releasing  the  ball  onto  the  alley. 
Examination  showed  nothing  remarkable  ex- 
cept for  reproduction  of  the  “electric  shock” 
by  the  costoclavicular  maneuver.  Traction 
on  the  arm  downward  and  backward  for  two 
minutes  caused  the  usual  numbness  and 
marked  distention  of  hand  and  forearm  veins. 
A diagnosis  of  costoclavicular  syndrome  was 
made.  The  patient  has  turned  to  other  sports 
and  has  experienced  complete  relief  of  symp- 
toms. 

Hyperabduction  syndrome 

The  hyperabduction  syndrome  results 
from  neurovascular  compression  at  the 
pectoralis  minor  attachment  to  the  coracoid 
process.  Compression  results  when  the  arm 
is  abducted  and  the  brachial  plexus  with  the 
axillary  vessels  is  pulled  around  the  pectoralis 
tendon  and  coracoid  process  to  form  a 90- 
degree  angle  with  the  subclavian  vessels. 
The  hyperabduction  position  may  be  as- 
sumed during  sleep  or  during  work  such  as 
performed  by  painters,  mechanics,  and 
dancers. 

Symptoms  may  be  reproduced  by  the  hy- 
perabduction maneuver.  The  patient  sits 
with  his  arms  resting  in  his  lap.  The  radial 
pulse  is  palpated.  With  his  head  flexed, 
the  patient  lifts  his  arm  above  his  head 
while  the  radial  pulse  is  palpated  for  change 
in  amplitude.  The  pulse  may  be  dampened 
or  obliterated.  A systolic  bruit  may  be 
heard  over  the  lateral  portion  of  the  clavicle 
when  the  pulse  is  dampened,  but,  of  course, 
not  when  the  pulse  is  completely  interrupted. 

Case  report.  The  following  case  illus- 
trates the  hyperabduction  syndrome. 

Case  4.  A forty-five-year-old  man  com- 
plained of  pain  in  both  arms  on  arising.  He 
could  not  grip  a razor  to  shave  until  later  in 
the  day.  Holding  an  overhead  strap  in  the 
subway  produced  pain  and  numbness  in  the 
hand.  The  patient  stated  that  he  could  not 
fall  asleep  unless  he  stretched  his  hands 
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above  his  head.  Examination  showed  obliter- 
ation of  both  radial  pulses  during  the  hyper- 
abduction maneuver.  Prolonged  hyperabduc- 
tion caused  the  usual  pain  and  hypesthesia. 
A diagnosis  of  hyperabduction  syndrome  was 
made. 

The  patient  was  told  to  sleep  with  his  arms 
down  and  was  advised  to  restrain  them  until 
the  habit  of  sleeping  in  this  position  was  ac- 
quired. Symptoms  disappeared  promptly. 

Diagnosis 

The  differential  diagnosis  of  cervico- 
thoracic  neurovascular  compression  requires 
identification  of  the  exact  mechanical  factors 
which  cause  compression,  as  well  as  differen- 
tiation from  other  diseases  that  cause  neu- 
rologic and  vascular  symptoms.  It  should 
be  pointed  out  that  maneuvers  used  for 
diagnosis  often  give  positive  results  in 
asymptomatic  normal  patients  and  that 
more  than  one  maneuver  may  give  posi- 
tive results  in  a symptomatic  patient.  In 
scalenus  anticus  syndrome,  the  Adson  as  well 
as  the  costoclavicular  maneuver  frequently 
give  positive  results.  In  the  hyperabduc- 
tion syndrome  the  costoclavicular  space  may 
be  narrowed,  and  the  costoclavicular  maneu- 
ver also  may  show  positive  results. 

The  neurologic  manifestations  of  cervico- 
thoracic  compression  syndromes  usually 
involve  the  eighth  cervical  and  the  first 
thoracic  dermatomes.  This  helps  to  dis- 
tinguish cervicothoracic  compression  from 


Lead  poisoning  still  a problem 

Lead  poisoning  is  still  a common  and  serious 
disease  of  children,  despite  knowledge  of  both 
its  etiology  and  means  of  prevention,  according 
to  an  article  in  the  Journal  of  the  American 
Medical  Association.  A study  was  made  of 
906  children.  Old  dwellings  which  were  in  a 
poor  state  of  repair  were  particularly  sus- 
ceptible, and  flaking  paint  on  the  inside  of 
homes  was  the  most  frequently  associated  en- 
vironmental factor. 

Of  801  children  living  in  old  housing,  216 


nerve  route  compression  at  the  spine  as  in 
arthritis  or  herniated  disks,  in  which  other 
dermatomes  are  often  involved.  When 
signs  of  venous  obstruction  are  present, 
venography  can  be  informative.  Arteri- 
ography can  show  poststenotic  dilatation  of 
the  subclavian  artery.  Arteriography,  how- 
ever, is  not  necessary  to  diagnose  cervico- 
thoracic neurovascular  compression. 

Treatment 

Neurovascular  compression  syndrome  is 
not  treated  surgically  in  most  instances.  Ex- 
ercises to  improve  posture  and  the  avoid- 
ence  of  positions  which  cause  symptoms  yield 
gratifying  results.  When  surgical  inter- 
vention is  decided  on,  careful  exploration  of 
the  entire  thoracic  outlet  must  be  performed 
to  make  sure  that  none  other  than  the 
suspected  cause  of  compression  is  operative. 
In  the  vast  majority  of  instances,  failure  of 
symptoms  to  disappear  after  surgical 
operation  may  be  safely  attributed  to  in- 
complete operation  or  to  error  in  diagnosis. 

Summary 

The  causes,  anatomy,  diagnosis,  and  cor- 
rection of  neurovascular  syndromes  of  the 
upper  extremities  have  been  discussed 
briefly,  and  illustrative  cases  have  been 
presented. 


had  abnormal  lead  and  coproporphyrin  III 
levels  in  the  urine,  while  only  3 of  105  children 
of  similar  socioeconomic  backgrounds  living 
in  new  housing  showed  these  abnormalities. 

The  investigators  point  out  that  new  paint 
is  less  likely  to  contain  a large  amount  of  lead 
than  old  paint,  because  titanium  is  gradually  re- 
placing lead  in  paints.  Paint  with  1 per  cent 
lead  is  considered  potentially  hazardous. 

Some  central-nervous-system  involvement  is 
usually  demonstrated  in  clinically  recognized 
cases  of  lead  poisoning.  “In  any  community 
where  overt  lead  poisoning  occurs,  there  must 
be  a significant  number  of  children  whose  cases 
can  be  classed  as  ‘subclinical.’  ” 
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Renal-cell  cancer  may  be  asymptomatic. 
In  33  per  cent  of  patients  in  one  series  there 
were  no  clinical  indications  of  renal  disease.47 
However,  several  signs  and  symptoms  may 
be  particularly  indicative  of  this  disease. 

Clinical  triad 

Gross  hematuria  is  the  initial  symptom  in 
40  per  cent  of  these  patients  and  occurs  at 
some  time  during  the  illness  in  75  to  80  per 
cent  of  them.16*40  It  is  not  usually  accom- 
panied by  other  urinary  symptoms. 

In  one  group  of  patients  with  renal-cell 
cancer,  only  59  per  cent  were  found  to  have 
gross  hematuria.27  One  cannot  overempha- 
size the  importance  of  complete  urologic 
evaluation  of  all  patients  with  hematuria. 
This  is  true  even  when  hematuria  is  observed 
only  once. 

Flank  pain 

Flank  pain  is  noted  in  40  to  50  per  cent  of 
patients  with  renal  tumors.  It  is  often  dull 
and  poorly  localized;  however,  it  may  be 
severe  in  some  patients.  Ureteral  move- 

* Part  I appeared  in  the  October  15,  1964,  issue  of  the 
Journal 


ment  of  blood  clots  or  tumor  fragments 
often  causes  colicky  pain.  Sudden  severe 
pain  suggests  the  possibility  of  rupture  of  the 
tumor.  Spontaneous  perinephric  hematoma 
was  observed  in  2 men  with  renal-cell  can- 
cer. 48  Other  investigators  have  recently  re- 
ported spontaneous  rupture  of  renal-cell 
cancers.49*50  Gilbert49  reports  and  reviews 
27  cases  of  spontaneous  rupture  of  kidney 
tumors.  Of  these,  7 were  hypernephromas. 
The  mortality  rate  was  62  per  cent  in  the 
group  with  hypernephroma  and  10  per  cent 
in  the  rest  of  the  group.  Rarely,  spontane- 
ous rupture  of  the  kidney  is  also  associated 
with  nephritis,  aneurysms,  arteriosclerosis, 
and  periarteritis  nodosa.48 

Flank  mass 

A mass  is  palpable  in  40  to  80  per  cent  of 
patients  and  may  be  noted  by  the  patient 
himself  10  to  15  per  cent  of  the  time.  In  one 
group,  only  15  per  cent  had  a palpable 
mass.47  Kidney  tumors  are  most  often 
palpated  as  flank  masses,  although  they 
may  be  more  prominent  anteriorly  in  the 
upper  lateral  segment  of  the  abdomen.  The 
mass  may  be  ballotable.  It  usually  is  not 
tender.  It  may  be  rounded  and  cystic  or 
lobulated. 

The  classical  ‘‘triad”  of  hematuria,  pain, 
and  mass  is  seen  very  infrequently  in  pa- 
tients with  renal-cell  cancer.  When  all  of 
the  triad  of  symptoms  are  present,  the  prog- 
nosis is  markedly  worsened.28  Other  more 
subtle  symptoms  associated  with  this  tumor 
merit  recognition  and  emphasis. 

Other  signs  and  symptoms 

Fever.  Fever  is  variable  in  occurrence 
and  in  degree  with  this  entity.40* 5 1-56  In  a 
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study  of  1,238  patients  with  hypernephroma, 
fever  was  an  initial  symptom  in  11  per  cent 
and  the  sole  symptom  in  2 per  cent.55  Fever 
was  present  in  33  per  cent  of  patients  in 
another  group.43  It  is  interesting  that  fever 
disappeared  after  nephrectomy  in  5 per  cent 
of  men  and  32  per  cent  of  women.53  This 
may  be  significant  in  view  of  the  fact  that 
fever  sometimes  disappears  after  administra- 
tion of  steroids.  In  our  experience  fever 
associated  with  renal-cell  cancer  has  been 
observed  to  respond  favorably  to  corticoid 
therapy,  and,  occasionally,  this  may  be  of 
diagnostic  aid.  It  should  be  noted  that 
fever  associated  with  other  tumors  may  also 
occasionally  respond  to  steroids.  This  phe- 
nomenon has  been  reported  recently  but  was 
not  commented  on  in  a patient  with  a leuke- 
moid  reaction  secondary  to  renal-cell  can- 
cer.57 In  another  patient  who  had  fever 
very  early  in  the  disease  there  was  an  asso- 
ciated elevation  of  the  serum  alkaline  phos- 
phatase level.56 

Fever  alone  is  not  a prognostically  un- 
favorable sign.  Its  presence  may  be  related 
directly  to  urinary  tract  or  wound  infection 
or  to  other  causes.  Recurrent  fever  after 
nephrectomy  often  indicates  metastases  or 
residual  disease.  While  fever  is  observed 
more  frequently  in  patients  with  recurrent 
or  metastatic  Wilms  tumor  after  removal  of 
the  primary  lesion,  it  also  occurs  with  renal- 
cell cancer. 

Weight  loss.  Almost  one  third  of  pa- 
tients with  renal-cell  cancer  have  lost  weight 
by  the  time  the  diagnosis  is  made.  In  one 
series,  85  of  273  patients  were  noted  to  have 
lost  weight.51 

Edema  of  lower  extremities.  Renal 
tumors  are  the  most  common  tumors  asso- 
ciated with  thrombosis  of  the  inferior  vena 
cava.58  Most  often  thrombosis  is  secondary 
to  direct  extension  of  tumor  via  the  renal 
vein. 37  Thrombosis  of  the  vena  cava  is  more 
frequently  associated  with  right-sided  renal 
tumors,  possibly  because  the  renal  vein  is 
shorter  on  that  side.  In  such  instances, 
edema  of  one  or  both  extremities  is  common, 
and  the  prognosis  is  poor.  Survival  for 
more  than  six  months  is  unusual  after  signs 
of  obstruction  have  developed.  Beer59  re- 
ported that  thrombosis  of  the  renal  vein  was 
accompanied  by  nonvisualization  of  the 
kidney  on  intravenous  pyelography  in  8 of 
16  cases. 

Gastrointestinal  symptoms.  Com- 


plaints of  patients  with  renal  cancer  often 
include  anorexia,  nausea,  vomiting,  and  con- 
stipation. Vague  and  diffuse  abdominal 
pains  are  noted  frequently.  Sometimes 
these  may  be  the  initial  or  only  symptoms  of 
cancer  of  the  kidney.  In  one  group  of  58 
patients,  gastrointestinal  symptoms  were 
noted  in  14  per  cent.60  Metastasis  to  the 
gallbladder  may  occur  and  cause  symptoms 
suggestive  of  primary  gallbladder  disease.61 

Hypertension.  Renal-cell  cancer  rarely 
causes  hypertension,  but  hypertension  is  fre- 
quently observed  in  children  with  Wilms 
tumors.  In  101  patients  with  various  renal 
diseases  associated  with  hypertension,  2 had 
renal  tumors.62  One  patient  has  recently 
been  reported  to  be  cured  of  hypertension 
after  nephrectomy  for  a liposarcoma.63 

Varicocele.  A right-sided  varicocele 
rarely  may  be  observed  to  follow  invasion  of 
the  inferior  vena  cava  by  the  tumor,  with 
subsequent  obstruction  of  the  testicular  vein 
draining  into  the  vena  cava.  The  sudden 
appearance  of  a left-sided  varicocele  may 
suggest  obstruction  of  the  left  renal  vein  by 
renal-cell  cancer,  since  the  left  testicular 
vein  empties  into  the  renal  vein.  The  signif- 
icance of  a left  varicocele  is  more  difficult  to 
evaluate,  as  the  vast  majority  of  idiopathic 
varicoceles  are  on  the  left. 

Miscellaneous  symptoms  and  signs 

A varying  proportion  of  patients  complain 
of  symptoms  other  than  those  of  urinary 
tract  origin.  In  58  patients  with  renal 
tumors,  191  symptoms  were  recorded.  Of 
these  complaints,  58  per  cent  were  urologic, 
18  per  cent  were  constitutional,  14  per  cent 
were  gastrointestinal,  5 per  cent  were  car- 
diorespiratory, 4 per  cent  were  neurologic, 
and  1 per  cent  were  skeletal.60 

A bruit  rarely  may  be  noted  in  the  patient 
with  renal-cell  cancer  when  a highly  vascular 
tumor  produces  arteriovenous  communica- 
tions of  significant  dimensions.  We  have 
observed  1 patient  in  whom  an  arteriovenous 
fistula  followed  nephrectomy  when  a mur- 
mur was  heard  over  the  nephrectomy  site. 
At  operation  a fistula  was  found  between  the 
renal  artery  and  vena  cava.64 

Approximately  one  third  of  all  patients 
with  renal-cell  cancer  have  distant  metasta- 
ses by  the  time  they  seek  medical  care.26’30-60 
Metastases  were  noted  at  some  time  during 
the  course  of  the  illness  in  47  per  cent  of  a 
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FIGURE  4.  (A)  and  (B)  Skull  metastasis  in  patient  with  renal-cell  cancer.  This  represents  the  only  me- 
tastasis and  has  been  present  two  years.  Patient  is  ambulant,  relatively  asymptomatic,  and  is  being 
followed  up  as  an  outpatient. 


group  of  90  patients.40  The  lungs,  liver, 
lymph  nodes  (para-aortic,  cervical,  and 
mediastinal),  bones,  adrenal  glands,  and  the 
opposite  kidney  are  often  involved  by  metas- 
tases  from  renal  cancer,  and  these  sites  are 
listed  in  order  of  the  frequency  with  which 
they  are  involved.12 

Skeletal  metastases,  in  order  of  frequency, 
are  most  common  in  vertebrae,  ribs,  pelvis, 
femora,  tibias,  skull,  and  clavicles.12  The 
ends  of  the  long  bones,  especially  the  hu- 
merus, are  often  involved.  In  1 patient,  a 
skull  metastasis  was  the  only  bone  lesion 
found,  and  it  resulted  in  minimal  symptoms 
and  signs  of  increased  intracranial  pressure 
(Fig.  4).  This  patient  is  alive  and  other- 
wise well  four  years  after  the  initial  discovery 
of  the  skull  lesion. 

Paraplegia  and  hemiplegia  secondary  to 
spinal  cord  and  brain  metastases  may  occur. 
In  one  report  of  metastatic  tumors  involving 
the  spinal  cord  and  cauda  equina,  the  most 
common  primary  tumors  were  cancer  of  the 
lung,  breast,  kidney,  and  malignant  lym- 
phoma.65 Sudden  onset  and  rapid  progres- 
sion of  symptoms  of  cord  compression  were 
common.  Renal-cell  cancer  resembles  ma- 
lignant lymphoma  and  cancer  of  the  lung  in 
the  manifestations  of  cord  involvement; 
that  is,  there  is  no  pain,  no  vertebral  lesions 
on  x-ray  examination,  and  rapid  onset  (less 
than  forty-eight  hours)  of  paraplegia. 

Isolated  metastases  from  renal- cell  cancer 
to  various  structures  and  organs  may  be 
responsible  for  unusual  symptoms  and  occa- 
sionally for  the  initial  ones.  In  large  groups, 


the  incidence  of  skin  metastases  is  approxi- 
mately 3 per  cent.12-66 

Scalp  metastasis  was  seen  in  1 patient  who 
also  had  metastases  to  the  wrists,  hips,  and 
lungs  (Fig.  5).  Other  metastases  reported 
are:  to  the  nasopharynx  causing  epistaxis,67 

to  the  endometrium  and  skin,68  to  the  urethra 
and  vulva,69  to  the  penis  causing  priapism,70 
to  the  bronchus  seven  years  after  nephrec- 
tomy, and  to  the  jejunum  twenty  years  after 
nephrectomy.71’72  In  a series  of  13,314 
autopsies,  189  patients  (1.4  per  cent)  had 
secondary  malignant  lesions  of  the  pericar- 
dium. Those  autopsies  were  performed 
following  the  deaths  of  patients  who  had  had 
neoplastic  and  non-neoplastic  lesions.  Of 
these,  70.9  per  cent  were  found  to  have  path- 
ologically proved  malignant  tumors  origi- 
nating from  primary  renal-cell  carcinoma, 
but  the  tumors  did  not  produce  impaired 
cardiac  function.73 

While  renal-cell  cancer  is  usually  the  host 
malignancy  in  cases  of  primary  to  secondary 
metastases,  the  kidney  may  be  a site  of 
metastatic  lesions.  Metastasis  of  a renal- 
cell cancer  to  a papillary  thyroid  cancer  has 
been  reported.74  Edson,  Donoghue,  and 
Lewis75  have  reported  an  interesting  case  in 
which  a thyroid  nodule  subsequently  proved 
to  be  metastatic  renal-cell  cancer.  This 
nodule  was  the  first  symptom,  and  it  was 
noted  by  the  patient  himself  while  he  was 
shaving. 

Simultaneous  occurrence  of  cancer  and 
other  diseases  of  the  kidneys  has  been  re- 
ported. Renal-cell  cancers  have  been  seen 
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FIGURE  5.  (A)  and  (B)  Scalp  metastasis  in  patient  with  widespread  skeletal  and  pulmonary  metastases. 


FIGURE  6.  (A),  (B),  and  (C)  Retrograde  pyelograms  and  aortograms  in  patient  with  renal-cell  cancer  in 
polycystic  kidneys.  Surgery  was  performed  by  author  in  1954. 


in  hydronephrotic,76  tuberculous,77-78  and 
glomerulonephritic79  kidneys. 

Anomalous  kidneys  may  harbor  renal-cell 
cancer,  which  complicates  diagnosis  and 
therapy.  Cancers  have  been  described  in 
horseshoe  kidneys,80'82  and  only  22  of  these 
were  adenocarcinoma.82  This  is  rather  un- 
usual in  that  renal-cell  cancers  usually  com- 
prise 80  to  85  per  cent  of  most  series  of  kid- 
ney tumors. 1 • 2 Polycystic  kidneys  also  may 
be  involved  by  renal-cell  cancer.83-84  Figure 


6 shows  a patient  with  polycystic  kidney 
disease  and  renal- cell  cancer  proved  by 
biopsy.  I have  recently  seen  a patient  in 
whom  renal-cell  cancer  developed  in  an 
ectopic  pelvic  kidney  (Fig.  7). 

Malignant  renal  tumors  are  rarely  seen 
during  pregnancy;  only  23  cases  have  been 
reported  to  date.85  -87  Of  these  23  tumors, 
20  were  renal-cell,  2 were  Wilms,  and  1 was  a 
transitional-cell  tumor  of  the  pelvis.  Re- 
cently we  have  seen  a twenty-four-year-old 
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FIGURE  7.  (A)  Renal-cell  cancer  in  an  ectopic  left  pelvic  kidney.  (This  was  a patient  of  P.  Lerman,  M.D., 
and  L.  Ravich,  M.D.)  (B)  Multiple  pulmonary  metastases  in  same  patient.  (C)  Marked  diminution  in 
size  and  number  of  metastases  three  months  after  nephrectomy  and  thalidomide  therapy.  Metastases 
reappeared  three  months  later;  shortly  thereafter  signs  and  symptoms  of  cerebral  metastases  developed. 


Negro  woman  with  a left  renal  tumor  during 
her  first  trimester  of  pregnancy.  A renal- 
cell cancer  measuring  15  by  12  by  5 cm.  and 
containing  1,800  ml.  of  bloody  fluid  was  re- 
moved. Periaortic  node  dissection  was  also 
performed.  She  has  since  had  an  uncom- 
plicated spontaneous  delivery.88  The  prog- 
nosis of  patients  whose  renal  tumors  were 
diagnosed  during  pregnancy  appears  to  be 
better  than  in  those  in  the  nonpregnancy 
state.  Long-range  follow-up  data  in  22  of 
23  cases  collected  reveals  that  16  of  21  (76 
per  cent)  cases  followed  two  years,  10  of  16  (63 
per  cent)  followed  five  years,  8 of  14(57  per 
cent)  followed  ten  years,  and  2 of  9(23  per 
cent)  followed  twenty  years  were  free  of 
disease.88 

Laboratory  findings 

Urinalysis.  The  presence  of  more  than 
1 or  2 red  blood  cells  in  the  urine  is  abnormal. 
Absence  of  microscopic  hematuria  does  not 
rule  out  renal  cancer,  however,  since  urinaly- 
ses may  be  normal  in  20  to  30  per  cent  of  pa- 
tients with  this  disease.  In  one  series,  77 
per  cent  of  patients  with  renal-cell  cancer 
were  noted  to  have  microscopic  hematuria. 27 

Excessive  amounts  of  protein  in  the  urine 
of  patients  with  renal-cell  cancer  has  not 
been  emphasized.  In  one  group,  93  per 
cent  of  such  patients  were  reported  to  have 
proteinuria. 27 

The  significance  of  pyuria  in  patients  with 
renal-cell  cancer  is  not  known.  It  may  be 
related  to  secondary  infection  but  may  occur 


in  the  absence  of  demonstrable  evidence 
thereof.  Tumor  necrosis  with  superim- 
posed infection  may  be  accompanied  by 
pyuria.  Infection  may  follow  instrumenta- 
tion and  retrograde  pyelo graphic  studies. 
A tumor-bearing  kidney  is  likely  more  vul- 
nerable to  secondary  bacterial  invasion. 

Cytology.  Examination  of  urinary  sedi- 
ment by  Papanicolaou’s  technic  is  of  limited 
help  in  the  diagnosis  of  renal- cell  cancer  al- 
though it  may  be  useful  and  reliable  in  pa- 
tients with  tumors  of  the  bladder  and  renal 
pelvis.  Less  than  10  per  cent  of  patients 
with  renal-cell  cancer  have  recognizable 
malignant  cells  in  the  urine,  and  some  false 
positive  values  have  been  reported.89  Cy- 
tologic studies  of  urinary  sediment  are  of 
greatest  value  in  patients  with  transitional- 
cell cancer.  In  a study  of  218  urologic  pa- 
tients, of  whom  61  had  known  cancer,  21 
positive  smears  were  obtained.  Of  3 pa- 
tients with  renal  parenchymal  tumors  in 
this  group,  only  1 had  a “highly  suspicious” 
study.90 

Somewhat  better  results  have  been  ob- 
tained by  others.  In  7 patients  with  known 
renal-cell  cancer,  cytologic  studies  were 
positive  in  3 and  doubtful  in  2.  In  the 
same  study,  4 patients  with  transitional-cell 
pelvic  tumors  were  included.  Two  had 
positive  smears,  and  two  smears  were  doubt- 
ful.91 The  occurrence  of  two  false  positives 
in  32  patients  without  tumors  prompted  the 
authors  to  caution  against  dependence  on 
cytologic  studies  in  the  diagnosis  of  renal- 
cell cancer.91 
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Cytologic  diagnosis  was  made  in  62.7  per 
cent  of  17  patients  with  renal  neoplasms  in 
one  study.92  These  results  have  not  been 
duplicated  by  others,  although  the  authors 
may  refer  only  to  transitional-cell  tumors. 
They  conclude  that  positive  cytologic  diag- 
nosis is  almost  always  made  in  vesical  can- 
cers and  most  rarely  in  renal  neoplasms.92 

Hematology.  Anemia  has  been  reported 
in  77  of  273  patients  (28  per  cent)  and  in  9 
of  36  patients  (25  per  cent)  in  two  groups.51-54 
Bottiger53  observed  a higher  incidence  of 
anemia  and  reported  hemoglobin  values 
below  12.2  Gm.  per  100  ml.  in  24  of  54  pa- 
tients. The  significance  of  anemia  in 
terms  of  unfavorably  altering  prognosis  has 
been  discussed. 

The  erythrocyte  sedimentation  rate  may 
be  elevated  in  some  patients  with  renal-cell 
cancer.  In  Bottiger’s  study,  24  per  cent  of 
the  patients,  including  2 with  metastases, 
had  an  erythrocyte  sedimentation  rate  below 
15  mm.  per  hour,  50  per  cent  had  an  erythro- 
cyte sedimentation  rate  below  30  mm.  per 
hour,  and  only  22  per  cent  had  maximally 
elevated  values  of  over  71  mm.  per  hour.53 
In  emphasizing  extrarenal  manifestations  of 
hypernephroma,  Gordon93  notes  that  renal- 
cell cancer  should  be  suspected  when  eleva- 
tion of  the  sedimentation  rate  is  accom- 
panied by  an  increase  in  alpha2  globulins  and 
elevated  alkaline  phosphatase. 

Renal  cancer  has  been  reported  in  4.4  per 
cent  of  205  patients  with  polycythemia, 
while  polycythemia  has  been  observed  in 
2.6  per  cent  of  350  patients  with  renal  can- 
cer.94 In  another  group,  6 per  cent  of  pa- 
tients with  these  cancers  had  polycythemia. 40 
Of  131  such  patients  seen  by  Riches,95  3 had 
polycythemia,  and  11  had  hemoglobin  values 
over  15.2  Gm.  per  100  ml.  Polycythemia 
was  diagnosed  in  5 of  273  patients  with  renal- 
cell carcinoma  on  the  basis  of  hemoglobin 
values  above  17  Gm.  per  100  ml.,  red  blood 
cell  counts  over  6,500,000,  and  hematocrits 
over  55. 51 

The  mechanisms  which  produce  poly- 
cythemia are  incompletely  understood.  It 
is  now  fairly  well  established  that  an  erythro- 
poietin may  be  elaborated  by  the  kidney.96-97 
Lawrence  and  Donald98  note  that  while  the 
kidneys  may  be  responsible  for  production  of 
an  erythropoietic  factor,  the  mechanism 
may  be  via  activation  of  such  a factor. 
Bioassay  for  an  erythropoietic-stimulating 
substance  was  performed  using  tissue  ex- 


tracts from  the  patient’s  renal-cell  tumor.99 
Erythropoietic-stimulating  ability  was  meas- 
ured by  uptake  of  radioactive  iron  by  the 
red  blood  cells  of  starved  rats.  Extracts  of 
tumors  from  patients  produced  a signifi- 
cantly greater  uptake  than  extracts  from 
normal  renal  tissues  or  from  other  renal-cell 
tumors  unassociated  with  polycythemia." 

In  a recent  review,  an  association  of 
erythrocytosis  and  hypernephroma  was  noted 
in  49  patients,  and  11  patients  had  erythro- 
cytosis with  non-neoplastic  renal  diseases.97 
The  authors  emphasize  the  point  that  the 
erythrocytosis  associated  with  renal  lesions 
differs  from  polycythemia  vera  (Vaquez- 
Osler  disease).  Leukocytosis,  thrombocy- 
tosis, and  splenomegaly  are  not  present  in 
patients  with  renal  lesions.  Plasma  eryth- 
ropoietin levels  are  elevated  in  polycythe- 
mia vera,  secondary  polycythemia,  and  in 
most  anemias  except  those  associated  with 
renal  failure.  They  report  a case  in  which 
elevated  hemoglobin  and  erythropoietin 
levels  returned  to  normal  values  after  ne- 
phrectomy for  renal-cell  cancer. 97  Forssell100 
reports  several  cases  in  which  polycythemia 
is  cured  by  nephrectomy,  and  Campbell101 
noted  disappearance  of  both  polycythemia 
and  eczematoid  dermatitis  after  nephrec- 
tomy. Results  of  treatment  of  polycythe- 
mia with  radioactive  phosphorus  have  been 
reviewed  by  Fauvert  et  al. 102 

The  mechanism  by  which  leukocytosis  is 
produced  in  renal  carcinoma  is  not  known. 
It  may  result  from  secondary  infection. 
Fever  and  leukocytosis  are  both  more  com- 
monly observed  in  patients  with  hyperne- 
phroma than  with  most  other  tumors.  Fever 
and  leukocytosis  are  not  directly  related  to 
tumor  size  or  degree  of  tumor  necrosis. 
Even  a small  hypernephroma  may  be  asso- 
ciated with  high  fever,  elevated  sedimenta- 
tion rate,  and  leukocytosis. 

A leukemoid  reaction,  which  was  presum- 
ably secondary  to  hypernephroma,  in  which 
leukocyte  counts  ranged  between  28,950  and 
58,700  has  recently  been  reported.57  There 
was  no  opportunity  to  prove,  by  nephrec- 
tomy, a causal  relationship  between  the 
renal- cell  cancer  and  the  leukemoid  reaction 
in  this  patient.  He  died  three  days  after 
subtotal  gastrectomy  had  been  performed, 
and  the  kidney  tumor  was  discovered  at 
autopsy.  The  author  postulates  that  the 
leukemoid  reaction  was  secondary  to  irrita- 
tion of  bone  marrow  by  metastatic  foci  as 
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the  “vertebrae  were  seen  to  be  replaced  by 
tumor.”57  Theories  proposed  to  explain  the 
leukemoid  reaction  include  bone  irritation 
by  physical,  chemical,  or  allergic  mecha- 
nisms; and  increased  demands  resulting  in 
increased  leukocytosis  and  ectopic  hemato- 
poiesis.103 

Chemistry.  Hyperproteinemia  with 
macroglobulinemia  is  infrequently  observed 
in  patients  with  renal-cell  cancer.  We  have 
studied  plasma  electrophoretic  patterns  in 
4 patients  with  renal- cell  cancer.  Two  had 
recurrence  in  the  wound  after  nephrectomy, 
1 had  positive  lymph  nodes,  and  x-ray  films 
revealed  suspected  metastases  in  another. 
Total  protein  values  between  8.4  and  11 
Gm.  per  100  ml.  with  globulin  values  be- 
tween 4 and  6.4  Gm.  per  100  ml.  were  found. 
In  1 of  these  patients,  protein  studies  be- 
came normal  subsequent  to  removal  of  a re- 
current mass. 

In  a report  of  a leukemoid  reaction  in  a 
seventy-two-year-old  man  with  hyperne- 
phroma, an  albumin  value  of  2.64  Gm.  per 
100  ml.  and  a globulin  value  of  4.66  Gm.  per 
100  ml.  were  recorded  but  not  commented  on.57 

The  association  of  post- gamma  protein  in 
the  urine  of  patients  with  renal  tubular  dys- 
function has  been  reported.  Of  34  patients 
with  renal  tubular  dysfunction  and  pro- 
teinuria, 79  per  cent  showed  a post-gamma 
band. 104  Bottiger52-53  points  out  that  hyper- 
nephromas may  be  associated  with  typical 
plasma  electrophoretic  patterns  and  that  the 
alpha2  globulins  and  fibrinogen  fractions  are 
substantially  increased,  especially  in  pa- 
tients with  high  sedimentation  rates.  These 
fractions,  however,  are  also  elevated  in  in- 
stances of  increased  breakdown  of  tissue  and 
in  acute  febrile  illnesses. 

Serum  protein  including  glucoprotein  and 
haptoglobulin  patterns  were  studied  in  54 
patients  with  renal-cell  cancer  before  and 
after  nephrectomy.53  Patients  with  PAS- 
positive  clear-cell  tumors  showed  maximally 
elevated  erythrocyte  sedimentation  rates 
and  marked  elevation  of  serum  protein- 
bound  carbohydrate  and  haptoglobulin  when 
patients  with  metastases  were  excluded. 
These  findings  were  demonstrated  by  an  in- 
crease in  alpha2  globulin  values  with  paper 
electrophoresis  studies,  and  by  an  increase 
in  alpha  j globulin  with  zone  electrophoresis 
in  polyvinyl  chloride.  All  values  became 
normal  after  nephrectomy.  With  PAS 
(para-amimo  salicylic  acid) -negative  granu- 


lar-cell tumors,  preoperative  values  were 
normal  and  postoperative  values  were  al- 
most identical.  Chemical  analysis  of  the 
increased  serum  alpha  globulins  revealed 
that  they  were  of  normal  composition. 
Chemical  analysis  of  tumor  tissue  revealed 
no  significant  difference  between  PAS-posi- 
tive  clear-cell  tissue  and  PAS-negative  gran- 
ular-cell tissue,  which  suggests  that  the  aug- 
mented serum  protein  fractions  were  not 
produced  in  the  tumor.  The  author  sug- 
gests that  the  serum  changes  were  induced 
by  a “presumptive  factor”  released  from  the 
PAS-positive  clear  cells  and  concludes  that 
the  nature  of  the  factor  and  of  the  PAS- 
positive  substance  remains  obscure.53 

Hypercalcemia  has  been  observed  fre- 
quently in  patients  with  metastatic  breast 
cancer.  It  occurs  most  often  in  those  with 
skeletal  metastases,  although  it  may  occur 
in  patients  who  do  not  have  demonstrable 
metastases.  This  phenomenon  also  has 
been  observed  in  patients  with  other  types 
of  tumors,  including  renal-cell  cancer.  Of 
430  patients  in  one  group  with  hypercal- 
cemia and  malignant  tumors,  18  had  kidney 
cancer.  Fourteen  of  these  patients  with 
cancer  of  the  kidney  had  bone  metastases,  3 
did  not,  and  skeletal  survey  was  not  done 
ini.105 

Amyloidosis  is  an  infrequent  finding  in 
renal-cell  cancer,  and  it  was  noted  in  3 per 
cent  of  patients  in  one  group  investigated.51 
Hyman  and  Leiter106  reported  4 cases  of 
amyloid  disease  associated  with  renal-cell 
cancer  and  suggested  that  the  amyloidosis 
might  have  been  secondary  to  the  long  exist- 
ence of  neoplastic  disease  with  associated 
degenerative  changes.  Amyloidosis  is  likely 
if  less  than  30  to  40  per  cent  of  intravenously 
injected  Congo  red  remains  and  is  almost 
certain  if  less  than  10  per  cent  remains. 
The  presence  of  Bence-Jones  protein  in  the 
urine  may  signify  renal  amyloidosis. 

Elevations  of  alkaline  phosphatase  may 
be  observed  in  patients  with  bone  metastases 
regardless  of  the  origin  of  the  primary  lesion. 
While  these  elevations  are  most  frequently 
noted  in  patients  with  prostatic  cancer,  they 
may  be  observed  in  those  with  renal-cell 
cancer.56  57  Alkaline  phosphatase  values  be- 
tween 30  and  42  King- Armstrong  units  were 
reported  in  1 patient  with  hypernephroma. 
Postmortem  examination  of  this  patient  re- 
vealed metastases  to  the  vertebrae,  but  not 
to  the  liver.57 
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Amador,  Zimmerman,  and  Wacker107  re- 
cently have  observed  that  urinary  alkaline 
phosphatase  levels  are  increased  in  patients 
with  renal-cell  cancer  but  not  in  those  with 
renal  cysts.  They  reported  elevation  of 
urinary  alkaline  phosphatase  activity  in  12 
of  13  patients  with  renal  adenocarcinoma, 
and  6 of  these  12  were  asymptomatic. 

Wacker  and  Dorfman108  have  recently 
described  an  assay  method  for  urinary  LDH 
(lactic  dehydrogenase)  in  which  inhibitors 
are  removed  by  dialysis.  They  have  recom- 
mended the  technic  as  a “screening  proce- 
dure for  detection  of  cancer  of  the  kidneys 
and  bladder.”  Urinary  LDH  activity  was 
elevated  in  18  of  19  patients  with  kidney  or 
bladder  cancer  in  this  study.108  Most  pa- 
tients had  markedly  elevated  LDH  activ- 
ities, which  ranged  from  2,910  to  116,000 
units  per  eight  hour  volume.  * Elevated 
levels  did  not  depend  on  invasion  of  the  renal 
pelvis  in  patients  with  renal-cell  cancer  or 
on  the  type  of  tumor,  its  location,  or  the 
presence  of  necrosis.  Increased  urinary 
LDH  activity  did  not  correlate  with  pro- 
teinuria, urinary  sediment,  or  increased 
serum  LDH  activity.  Several  urine  analy- 
ses were  normal,  and  serum  LDH  activities 
were  normal  in  the  7 patients  studied. 

We  have  measured  urinary  LDH  in  10  pa- 
tients with  renal-cell  cancer  in  various  stages 
of  disease,  and  in  patients  with  transitional- 
cell tumors  of  the  renal  pelvis,  Wilms  tumor, 
and  solitary  benign  renal  cysts.109  When 
nondialyzed  urine  was  assayed,  LDH  ac- 
tivity was  rather  consistently  elevated  in 
patients  with  renal-cell  cancer,  Wilms  tumor, 
or  renal  cysts,  if  other  factors  known  to 
cause  elevation  of  LDH  activity  were  pres- 
ent. Elevated  LDH  activity  was  noted  in 
patients  with  pyuria  or  hematuria  and  in 
those  who  had  had  manipulative  procedures, 
such  as  cystoscopy.  Normal  LDH  activity 
was  noted  in  dialyzed  urine  from  3 patients 
after  nephrectomy.  Two  of  these  patients 
had  had  renal-cell  cancer,  and  1 had  had  a 
Wilms  tumor.  LDH  activity  is  elevated 
before  nephrectomy  for  primary  nonmeta- 
static renal-cell  cancer.  These  levels  are 
not  elevated  in  the  presence  of  metastases  or 
local  recurrence  when  the  primary  tumor, 
the  source  of  urinary  LDH,  is  removed.109 

Increased  levels  of  carcinogenic  metab- 

* Normal  range  475  to  2,020  units  with  a mean  of  1,200  ± 
340  units  per  eight-hour  volume. 


FIGURE  8.  Vascular  “puddling”  characteristic  of 
renal-cell  cancer  as  demonstrated  by  selective 
catheterization  and  injection  of  the  renal  artery. 


olites  of  tryptophan  have  been  reported 
recently  for  the  first  time  in  a patient  with 
renal-cell  cancer.110  These  metabolites  re- 
ported to  be  frequently  present  in  increased 
amounts  in  patients  with  transitional-cell 
tumors  included  3-hydroxykynurenic  and 
3-hydroxyanthranilic  acid. 

Radiological  diagnostic  technics 

The  diagnosis  of  renal-cell  cancer  is  usually 
readily  made  by  intravenous  pyelogram. 
Renal  tumors  are  manifested  as  space-oc- 
cupying lesions,  obscuring,  distorting,  elon- 
gating, or  compressing  one  or  more  of  the 
calyces.  Complete  non  visualization  is  rare, 
since  the  tumor  generally  occupies  only  part 
of  an  otherwise  grossly  normal  kidney. 
Nonfunction  of  the  tumor-bearing  kidney 
has  been  emphasized  in  one  report.111  Fif- 
teen cases  were  reported  in  which  there  was 
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FIGURE  9.  (A)  A more  solid  renal  tumor  with  no  puddling  as  demonstrated  by  selective  catheterization 
and  injection  of  an  artery  supplying  the  upper  pole  of  the  kidney.  (B)  Gross  specimen,  obtained  from  same 
patient  as  (A).  (C)  and  (D)  Solitary  cyst  of  lower  pole  of  kidney  as  demonstrated  by  percutaneous 
femoral  aortography. 


poor  visualization  on  the  pyelogram. 
Thrombosis  of  the  renal  vein  was  found 
surgically  in  10  of  these  patients,  and  5 had 
large  extensively  necrotic  tumors.111 

Cystic  calcification  in  or  adjacent  to  the 
kidney  has  been  observed  in  6 patients,  5 of 
whom  had  malignant  and  1 benign  tumors. 
Calcification  is  usually  noted  to  surround 
the  tumor  as  a well-defined  layer,  although 
it  may  be  more  diffuse  and  even  appear  in 
clusters  resembling  the  type  seen  in  tubercu- 


losis. Calcification  of  benign  cysts  is  rare, 
although  it  may  be  noted  in  areas  of  cyst 
formation  in  clear-cell  carcinoma.112 

It  is  virtually  impossible  to  distinguish 
between  benign  solitary  renal  cyst  and  renal- 
cell carcinoma  by  intravenous  pyelography. 
Retrograde  pyelography  in  these  patients 
usually  reveals  no  more  than  a clear  intra- 
venous pyelogram.  The  history  and  physi- 
cal examination  provide  many  clues,  and  the 
pyelograms  may  suggest  a cyst  or  tumor,  but 
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FIGURE  10.  (A)  Direct  injection  of  dye  by  means  of  selective  arteriography  demonstrated  an  adrenal 
tumor;  the  injection  also  permitted  perfusion  prior  to  adrenalectomy  and  nephrectomy.  (B)  Gross  speci- 
men of  hemorrhagic  and  partly  necrotic  adrenal  cortical  cancer. 


definitive  diagnosis  depends  on  exploratory 
surgery. 

Not  only  may  cyst  and  tumor  be  indis- 
tinguishable on  simple  pyelography,  but 
they  may  coexist.113-114  Walsh114  reviewed 
over  500  cases  of  solitary  cysts  of  the  kidney 
and  found  7 per  cent  to  be  associated  with 
malignant  tumor.  Two  of  17  patients 
treated  by  Walsh  had  cysts  containing 
tumor.  A “tubular  carcinoma”  within  a 
kidney  cyst  has  been  reported.115 

Reynolds,  Fulton,  and  Snider116  state  that 
it  is  possible,  contrary  to  most  opinions  and 
reports,  to  differentiate  cysts  from  tumors 
in  a high  percentage  of  cases  if  one  is  careful 
to  analyze  certain  details.  They  list  the 
following  diagnostic  features  of  renal  cysts: 
(1)  The  kidney  is  normal  in  size;  (2)  the 
mass  is  often  attached  to  the  periphery  of 
the  kidney;  (3)  if  calcification  is  present,  it 
is  linear  or  curvilinear  at  the  periphery  of  the 
cyst;  (4)  the  renal  pelvis  may  be  displaced 
or  compressed;  (5)  calyceal  compression 
is  common,  especially  with  central  cysts; 
(6)  calyceal  elongation  may  be  found;  (7) 
calyceal  amputation  is  rare;  and  (8)  there 
may  be  no  calyceal  deformity,  particularly 
if  the  cyst  is  subscapular.  Among  the  diag- 
nostic features  of  renal  tumors  they  list  the 
following:  (1)  The  kidney  enlarges  with  the 

tumor;  (2)  the  mass  is  contiguous  with  the 


body  of  the  kidney;  (3)  calcification  is  cen- 
tral or  eccentric  and  punctate,  linear,  or 
amorphous;  (4)  the  renal  pelvis  may  be 
displaced,  compressed,  or  invaded;  (5) 
calyceal  elongation  is  common,  often  with 
amputation;  (6)  displacement  often  takes 
the  form  of  separation  of  calyces;  and  (7) 
calyceal  compression  and  amputation  are 
common,  and  bizarre  calyceal  deformities 
are  frequent  although  there  may  be  no  de- 
formity if  the  tumor  is  peripheral. 

The  authors  conclude  that  despite  these 
characteristic  features,  cysts  and  tumors 
cannot  be  unequivocally  differentiated  on 
the  basis  of  simple  pyelo grams.  For  ex- 
ample, 20  per  cent  of  42  patients  in  their 
series  did  not  exhibit  signs  of  either  cysts  or 
tumors  on  pyelogram  examination.  Neo- 
plasms coexisted  with  simple  cysts  in  3 per 
cent  of  the  patients  and  with  hemorrhagic 
cysts  in  30  per  cent. 

Visualization  of  the  renal  arterial  tree  by 
direct  aortic  puncture,  by  retrograde  femoral 
arterial  catheterization,  or  by  intravenous 
nephrotomography,  is  often  of  great  help. 
In  the  nephrotomogram  series  of  Chynn  and 
Evans117  and  of  Evans,  Halpern,  and 
Finby,47  the  test  was  94  per  cent  accurate  in 
distinguishing  renal  cysts  from  tumors. 
Evans118  reported  translumbar  arteriography 
in  over  2,500  patients  without  fatality.  Of 


November  1,  1964  / New  York  State  Journal  of  Medicine  2667 


FIGURE  11.  (A)  Left  renal  tumor  demonstrated  by  aortography.  Nephrectomy  was  performed  in  1955  by 
A.  McLelland,  M.D.  (B)  Aortography  four  years  later  (1959)  reveals  tumor  of  lower  pole  of  right  kidney  with 
minimal  “puddling.”  (C)  Intravenous  nephrotomogram  three  years  later  (1962)  demonstrates  a rather 
bizarre  and  slightly  larger  right  renal  tumor.  The  patient  was  alive  and  without  distant  metastases  as  of 
September,  1963.  The  right  kidney  has  not  been  explored. 


126  patients  operated  on  for  tumor,  the 
diagnosis  was  proved  in  120  cases,  an  ac- 
curacy rate  of  95.2  per  cent.  Renal  cysts 
were  found  in  104  of  108  patients  who  were 
diagnosed  as  having  cysts  preoperatively,  an 
accuracy  of  96.3  per  cent. 

The  hazards  of  interpreting  translumbar 
aortograms  have  been  emphasized  by  Salvin 
and  Schloss.119  They  reported  1 case  of 
papillary  adenocarcinoma  in  a patient  in 
whom  a diagnosis  of  renal  cyst  was  made 
when  aortography  demonstrated  a paucity 
of  vessels  supplying  the  renal  mass. 

Recently  I have  been  impressed  by  the 
accurate  delineation  of  vessels  in  renal  and 
adrenal  tumors  which  can  be  obtained  by 
direct  catheterization  of  the  renal  artery. 
While  tumor  puddling  may  be  observed 
with  intravenous  nephrotomogram  technics, 
there  is  always  the  possibility  that  the  vas- 
cular phase  may  be  missed.  With  the  co- 
operation of  George  Schwarz,  M.D.,  renal 
artery  catheterization  via  the  femoral  artery 
has  been  used  in  several  patients  with  renal 
tumors  and  in  1 with  adrenal  masses.  By 
injecting  dye  directly  into  the  renal  artery, 
the  need  for  measuring  circulation  time  is 
obviated.  The  vascular  or  puddling  phase 
is  easily  produced  at  will. 

Vascular  puddling  characteristic  of  renal- 
cell cancer  is  seen  in  Figure  8.  This  is 
demonstrated  by  selective  catheterization 
and  injection  of  dye  into  the  renal  artery. 


A more  solid  tumor,  in  which  there  is  no 
evidence  of  vascular  puddling,  is  demon- 
strated in  Figure  9 A and  B.  A solitary  cyst 
of  the  kidney  is  demonstrated  by  percutane- 
ous femoral  arteriography  in  Figure  9C  and 
D. 

In  the  patient  shown  in  Figure  10,  direct 
arterial  catheterization  permitted  diagnostic 
studies  and  perfusion  with  chloramine  mus- 
tard. This  was  used  three  weeks  prior  to 
radical  adrenalectomy  and  nephrectomy. 
On  initial  examination  the  patient  had  an 
osteolytic  lesion  of  the  humerus  and  a large 
mass  in  the  left  flank.  He  was  fifty-four 
years  of  age.  With  a tentative  diagnosis  of 
renal-cell  cancer,  direct  arterial  films  were 
made,  and  these  were  highly  suggestive  of  an 
extrarenal  mass.  The  diagnosis  was  subse- 
quently proved  at  surgery.  A hemorrhagic 
adrenal  cell  cancer  was  found  to  surround 
but  not  invade  the  kidney  (Fig.  10).  Ne- 
crotic areas  within  the  tumor  may  have  been 
secondary  to  perfusion. 

In  a patient  who  had  only  one  kidney, 
intravenous  nephrotomograms  were  ob- 
tained rather  than  risking  catheterization  of 
the  remaining  renal  artery.  This  patient 
had  been  subjected  to  left  nephrectomy  for 
renal-cell  cancer  seven  years  earlier.  Intra- 
venous nephrotomograms  demonstrated  the 
rather  slow  growth  of  a right-sided  renal 
tumor,  representing  either  a second  primary 
tumor  or  metastasis  (Fig.  11).  Bilateral 
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FIGURE  12.  Inferior  vena  cavagram  demonstrat- 
ing extrinsic  pressure  on  the  vena  cava  in  a pa- 
tient with  renal-cell  cancer. 


renal-cell  cancers  are  rare,  and  it  is  difficult 
to  differentiate  a second  primary  tumor  from 
metastatic  ones.83’120 

Folin121  emphasized  the  significant  con- 
tribution of  renal  angiography  when  he 
stated  that  conventional  methods  have  not 
enhanced  the  roentgeno graphic  diagnosis  of 
renal  tumors  in  the  last  decade  and  that  any 
improvements  must  be  attributed  to  renal 
angiography.  Others  have  studied  vascular 
and  avascular  renal  tumors  by  various 
angiographic  technics.122-124 

Mercury-203-labeled  chlormerodrin  (Neo- 
hydrin) was  used  for  scintillation  scanning 
in  113  patients  with  renal  masses.125  The 
scan  demonstrated  an  abnormality  in  7 of  8 
cases  with  renal  cancer  and  in  3 of  5 with 
renal  cysts.  This  technic  was  helpful  when 
pyelograms  were  equivocal.  Renoscan 
could  be  depended  on  consistently  to  dif- 
ferentiate renal  cysts  from  tumors,  but  it 
may  not  detect  cysts  or  tumors  when  there 
has  not  been  significant  replacement  of 
functioning  renal  parenchyma. 


Additional  radiological  aids 

On  rare  occasions,  the  age  or  general  con- 
dition of  the  patient  may  preclude  nephrec- 
tomy. In  such  cases,  puncture  of  the  renal 


FIGURE  13.  Tumor  thrombus  within  the  vena 
cava  in  a patient  with  renal-cell  cancer. 


mass  with  instillation  of  dye  for  diagnostic 
purposes  may  confirm  the  diagnosis  of 
cyst.126  It  is  to  be  emphasized  that  this 
technic  is  rarely  indicated,  since  the  risk 
from  renal  exploration  is  extremely  low, 
while  chances  of  tumor  spillage  may  be 
great.  Ritter  and  Johnson127  also  caution 
against  needling  cysts.  They  note  that 
about  one  third  of  the  cysts  containing  fluid 
are  malignant  and  that  malignant  lesions 
may  be  present  although  the  fluid  is  clear. 

Inferior  vena  cavagraphy  may  be  useful  to 
determine  whether  or  not  the  vena  cava  is 
involved  by  tumor.  Kaufman,  Burke,  and 
Goodwin128  have  emphasized  that  the  dem- 
onstration of  caval  disease  by  abdominal 
venography  affects  treatment  and  unfavora- 
bly alters  the  prognosis.  Radical  surgery 
for  renal  tumors  occasionally  may  necessi- 
tate removal  of  a segment  of  the  vena  cava 
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or  extraction  of  caval  tumor  thrombi. 
Cavagrams  may  provide  information  helpful 
in  planning  surgery.  Fuchs129  notes  that 
renal  tumors  may  invade  the  vena  cava  and 
lead  to  intraluminal  masses  which  can  be 
differentiated  from  extrinsic  compression  by 
nodes.  Figure  12  depicts  an  inferior  veno- 
ca vagram  in  which  extrinsic  pressure  on  the 
vena  cava  by  large  retroperitoneal  nodes  is 
shown  in  a patient  with  renal-cell  cancer. 
Figure  13  demonstrates  tumor  thrombi 
within  the  vena  cava. 

Selective  catheterization  of  the  renal  vein 
has  been  used  and  recommended  as  an  aid 
in  the  study  of  patients  with  renal- cell  can- 
cer. 130  It  has  been  described  as  being  helpful 
in  assessment  of  operability.  In  my  opin- 
ion, invasion  of  the  renal  vein  alone  does  not 
imply  inoperability. 

Roentgenographic  studies  of  the  upper 
portion  of  the  intestinal  tract  have  indicated 
that  right  renal  tumors  may  cause  deform- 
ities of  the  duodenum.131  Renal-cell  cancer 
may  invade  the  large  bowel  and  can  be 
evaluated  by  roentgenographic  series  of  the 
large  bowel. 

Cahan132-133  has  reviewed  46  cases  of  soli- 
tary lung  metastases  excised  at  Memorial 
Hospital.  Two,  or  4.35  per  cent,  of  these 
originated  in  the  kidney.  Pyelograms 
should  be  obtained  in  all  patients  with  lung 
tumors  of  possible  metastatic  origin. 

Osteolytic  metastases  are  most  often  sec- 
ondary to  primary  cancers  arising  in  the 
kidneys,  the  breasts,  the  lungs,  and  the 
thyroid  gland.  The  upper  ends  of  the 
humerus  and  femur  as  well  as  the  pelvis, 
skull,  ribs,  and  spine  are  common  sites  of 
metastases  from  renal-cell  cancer.  It  is 
axiomatic  that  pyelograms  be  obtained  in  all 
patients  with  osteolytic  bone  metastases  of 
unknown  primary  site.  Sherman  and  Pear- 
son134 have  adequately  described  the  roent- 
genographic appearance  of  renal-cell  cancer 
bone  metastases. 
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Fever  and  Anemia 


Case  history 

Lawrence  R.  Tartow,  M.D.:  A thirty- 

eight-year-old  Negro  female  was  admitted  to 
Knickerbocker  Hospital  on  April  1,  1964, 
complaining  of  fever  of  six  weeks  duration. 

In  1962  at  another  institution  she  under- 
went a hysterectomy  and  bilateral  salpingo- 
oophorectomy  for  uterine  leiomyomas  and 
chronic  pelvic  inflammatory  disease.  An 
appendectomy  was  also  done,  and  several 
vaginal  skin  tabs  were  removed.  She  had 
had  severe  menometrorrhagia,  and  her  he- 
moglobin on  admission  was  6 Gm.  per  100 
ml.  However,  following  transfusion  it  rose 
to  12.5  Gm.  and  remained  at  that  level  after 
surgery.  Investigations,  including  chest  x- 
ray  film,  intravenous  pyelogram,  electrocar- 
diogram, and  routine  blood  chemistries, 
showed  normal  limits  at  that  time.  The 
past  history  was  otherwise  unremarkable. 

Six  weeks  prior  to  the  present  admission 
she  began  to  have  elevations  of  temperature 
up  to  105  F.,  sometimes  accompanied  by 
shaking  chills,  and  associated  with  profuse 
sweating,  particularly  at  night.  In  addi- 
tion, she  noted  moderate  dyspnea  on  exer- 
tion and  swelling  of  her  feet  and  hands  in  the 
evening,  which  disappeared  by  morning. 
She  also  complained  of  malaise,  anorexia, 
and  a 20-pound  weight  loss.  She  had  no 
cough,  joint  pain,  or  gastrointestinal  or 
genitourinary  symptoms.  She  consulted  a 
private  physician  who  gave  her  some  pills, 
following  which  she  developed  a rash.  Her 
symptoms  persisted,  and  on  March  16  she 
was  seen  in  the  outpatient  clinic  of  another 
hospital.  A physical  examination  there  re- 
portedly revealed  no  abnormal  findings 


other  than  a tachycardia  of  110  per  minute. 
Laboratory  studies  were  ordered  but  not 
done.  A chest  x-ray  film  reportedly  showed 
negative  findings. 

Five  or  six  days  before  admission  she  had 
the  onset  of  steady  precordial  pain  which 
was  aggravated  by  leaning  forward  and 
by  deep  inspiration,  but  not  by  cough.  At 
the  same  time  she  developed  a minimal 
cough  productive  of  scanty  amounts  of 
whitish  sputum.  On  the  day  of  admission 
she  became  nauseated  and  vomited. 

A system  review  was  negative  except  for  a 
history  of  hypersensitivity  to  penicillin. 
The  family  history  was  noncontributory. 

Physical  examination  revealed  a well- 
nourished,  well-developed  woman  who  ap- 
peared acutely  ill  but  in  no  distress.  The 
temperature  was  104.8  F.,  pulse  124  and 
regular,  respirations  24,  and  blood  pressure 
85/55.  Her  face  appeared  somewhat  puffy 
and  reddish,  and  her  hair  was  thin.  The 
conjunctivas  were  injected.  A small  patch 
of  old  exudate  was  seen  in  one  ocular  fundus. 
Petechiae  were  noted  on  the  hard  palate. 
The  ears,  nose,  and  throat  were  normal. 
The  neck  was  supple,  and  the  thyroid  was 
not  enlarged.  The  hepato jugular  reflux  was 
positive.  Several  discrete,  slightly  tender, 
movable  lymph  nodes,  ranging  up  to  about 
1 cm.  were  palpable  in  the  posterior  cervical 
region  and  in  the  axillas.  No  other  lymph 
nodes  were  felt.  The  heart  was  slightly 
enlarged.  The  heart  sounds  were  of  good 
quality,  and  no  thrill,  rub,  murmur,  or  gallop 
was  heard.  The  abdomen  was  soft  and  non- 
tender, and  no  organs  or  masses  were  palpa- 
ble. Vaginal  examination  confirmed  ab- 
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sence  of  the  pelvic  organs.  The  stool  gave  a 
negative  reagent  tablet  (Hematest)  reaction. 
Neurologic  examination  produced  normal 
findings,  and  the  peripheral  pulses  were  in- 
tact. There  was  no  pitting  edema,  but 
there  appeared  to  be  moderate  swelling  of 
the  feet  and  fingers.  There  was  no  clubbing 
or  cyanosis. 

A chest  x-ray  film  revealed  the  heart  to  be 
somewhat  enlarged  and  globular  in  shape. 
An  electrocardiogram  showed  sinus  tachy- 
cardia with  small  QRS  defections.  The  T 
waves  were  inverted  in  leads  I,  II,  III,  aVf, 
and  V4  through  V6.  The  venous  pressure 
was  130  mm.  of  saline,  and  the  arm-to- 
tongue  circulation  time  shown  by  dehydro- 
cholic  acid  (Decholin)  was  twelve  seconds. 
A Rumpel-Leeds  test  gave  negative  results. 

The  hemoglobin  was  6.6  Gm.  per  100  ml. 
There  was  slight  hypochromia  and  slight 
anisocytosis  and  poikilocytosis.  The  white 
blood  count  was  8,800  with  88  per  cent  neu- 
trophils, 10  per  cent  lymphocytes,  1 per  cent 
eosinophils,  and  1 per  cent  monocytes.  The 
platelet  count  was  100,000,  and  the  reticulo- 
cyte count  was  1.9  per  cent.  Bleeding  and 
clotting  times  were  normal.  The  urine  gave 
an  alkaline  reaction.  It  contained  a trace  of 
albumin  and  3 to  5 red  cells  and  7 to  10  white 
cells  per  high-power  field.  The  undiluted 
specimen  gave  a positive  reaction  for  uro- 
bilinogen. One  L.E.  (lupus  erythematosus) 
preparation  was  negative.  Cultures  of  the 
urine,  sputum,  and  of  the  throat  yielded  no 
significant  growth.  One  blood  culture  grew 
out  Streptococcus  viridans;  two  others 
were  sterile. 

The  morning  after  admission  the  tempera- 
ture had  declined  to  99.8  F.  The  conjunc- 
tivas were  no  longer  injected,  but  petechial 
hemorrhages  were  noted  there  and  on  the 
buccal  mucosa.  While  sitting  up  in  bed 
talking,  the  patient  suddenly  developed  a 
generalized  seizure  and  lost  consciousness. 
Breathing  was  irregular,  and  no  heart  beat 
was  perceptible.  Artificial  respiration  and 
external  cardiac  massage  were  begun,  and 
the  trachea  was  intubated.  An  electrocar- 
diogram revealed  ventricular  fibrillation 
followed  by  complete  atrioventricular  block 
with  irregular  ventricular  response.  Stimu- 
lation with  an  external  cardiac  pacemaker 
was  applied.  These  resuscitative  proce- 
dures were  unsuccessful,  and  the  patient 
was  pronounced  dead  one  and  a half  hours 
after  the  seizure. 


Discussion 

Mardoqueo  I.  Salomon,  M.D.*  The 
picture  presented  by  this  thirty-eight-year- 
old  Negro  female  can  be  summarized  briefly 
in  a few  sentences:  Six  weeks  prior  to  her 

admission  she  developed  high  fever,  shaking 
chills,  and  profuse  sweating  accompanied  by 
malaise,  anorexia,  and  weight  loss.  About 
five  weeks  later  she  appears  to  have  de- 
veloped symptoms  compatible  with  either 
myocarditis  or  pericarditis  or  both.  Some 
petechiae  appeared  on  the  hard  palate  and 
on  the  buccal  mucosa.  A generalized  seizure 
on  the  day  of  her  death  was  followed  by 
what  appears  to  be  a cardiac  death.  It  is 
my  task  to  relate  these  data  to  the  laboratory 
and  ancillary  information  and  place  them  in 
the  perspective  of  a nosologic  entity. 

One  prefatory  remark  seems  to  be  in 
order:  I do  not  think  that  the  hysterec- 

tomy and  bilateral  salpingo-oophorectomy 
for  uterine  leiomyomas  and  chronic  pelvic 
inflammatory  disease  that  this  patient  un- 
derwent two  years  previously  were  of  more 
than  anamnestic  interest.  I would  be  sur- 
prised to  see  any  causal  connection  between 
that  episode  in  her  past  and  her  final  illness. 
Thus,  I shall  ignore  it  in  my  present  discus- 
sion. 

The  way  she  commenced  her  final  illness 
is  both  fascinating  and  frightening.  Indeed, 
it  reminds  me  of  a great  poem  by  my  favorite 
German  poet,  Ferdinand  Freiligrath,  whom 
I shall  quote  with  your  permission:  “Blood 

and  sweat  mark  the  gruesome  path  of  her 
King.”  In  the  original:  “Blut  and  Sch weiss 
bezeichnen  ihres  Koenigs  grausenvolle 
Faehrte.”  I shall  spare  you  the  tedious  dis- 
cussion of  the  differential  diagnosis  of  fever 
of  unknown  cause,  complex  as  it  may  be. 
Pyrexia  of  unknown  origin  has  been  dis- 
cussed thoroughly  in  many  a textbook, 
among  others  by  Seward1  and  still  more 
comprehensively  by  Roberts.2  In  this  par- 
ticular case  the  additional  dimension  of 
severe  anemia  limits  a useful  discussion  of 
the  problem  to  a more  specific  field  which  I 
am  going  to  tackle  herewith.  Let  me  state 
at  once  that  the  electrocardiogram  is  com- 
patible with,  if  not  diagnostic  of,  a myocar- 
ditis and/or  pericarditis.  The  moderately 
elevated  venous  pressure  and  positive  hepa- 
to jugular  reflux  coupled  with  the  cardio- 

* Attending  Physician,  Knickerbocker  Hospital;  As- 
sistant Clinical  Professor  of  Medicine,  New  York  Medical 
College. 
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megaly  seen  on  x-ray  examination  make  the 
diagnosis  of  severe  cardiac  disease  manda- 
tory. At  this  point  it  is  appropriate  to  ask 
Dr.  Moynahan  to  review  the  x-ray  films. 

Joseph  M . Moynahan,  M .D . : The  x-ray 

findings  are  not  very  specific.  The  only 
examination  made  was  a posteroanterior 
view  of  the  chest.  The  heart  was  moder- 
ately enlarged  and  somewhat  globular  in 
contour.  There  was  no  evidence  of  pul- 
monary congestion  or  pleural  fluid.  The 
globular  contour  is  most  commonly  seen  in 
diseases  affecting  the  myocardium,  such  as 
myocarditis  or  an  infiltrative  process  in- 
volving the  heart.  The  possibility  of  a 
small  pericardial  effusion  also  must  be  con- 
sidered, but  there  is  no  convincing  evidence 
to  prove  it  on  this  single  film.  If  the  cardiac 
silhouette  were  to  have  shown  increase  in 
size  on  subsequent  films,  that  would  be 
strong  supporting  evidence  for  pericardial 
fluid.  Valvular  disease  can  produce  this 
configuration  but  is  less  likely  to. 

Dr.  Salomon:  As  usual,  the  interpreta- 

tion of  the  shadows  still  leaves  me  in  the 
dark.  But  I feel  a little  better  now. 

What  entity  could  reasonably  well  account 
for  this  patient’s  fatal  illness? 

I must  say  that  whenever  I hear  of  pro- 
longed fever  and  anemia  the  thought  of 
aleukemic  leukemia  comes  to  my  mind. 
We  have  all  seen  patients  with  “fever  and 
anemia  of  unknown  origin”  linger  on  for 
months,  even  for  years,  in  spite  of  nonspecific 
findings  in  the  peripheral  blood.  However, 
in  the  absence  of  any  hint  in  the  peripheral 
blood  I cannot  make  such  a diagnosis. 

The  possibility  of  an  occult  neoplasm 
cannot  be  ruled  out;  fever  and  anemia  are 
common  is  such  cases.  We  now  know  that 
neoplasms  may  exert  a widespread  metabolic 
influence  quite  outside  their  primary  locus 
or  of  their  metastases.  A hypernephroma, 
for  example,  can  cause  fever  and  anemia  for 
some  time  and  still  be  undetected.  Also,  a 
hidden  infectious  process  cannot  be  ruled 
out  with  certainty;  fever  and  anemia  (he- 
molytic or  other)  and  even  purpura  can 
occur  with  a cryptogenic  infection.  But  in 
the  absence  of  any  definite  clue,  such  a diag- 
nosis remains  at  best  speculative.  Inci- 
dentally, myocarditis  may  occur  as  a com- 
plication of  any  severe  infectious  process, 
especially  in  severe  infections.  Shall  we 
postulate,  under  these  conditions,  a septic 
disease? 


The  recovery  of  Str.  viridans  from  the 
blood,  albeit  on  one  occasion,  makes  the 
diagnosis  of  subacute  bacterial  endocarditis 
a likely  one.  Anemia  is  very  common  in 
this  disease;  so,  too,  her  petechiae.  If  we 
attribute  the  terminal  seizure  to  a Stokes- 
Adams  attack,  the  diagnosis  would  be  very 
tenable.  But  she  had  no  murmurs.  Of 
course,  I am  aware  of  the  existence  of  right- 
sided subacute  bacterial  endocarditis  or  even 
of  left-sided  endocarditis  without  murmurs. 
The  absence  of  splenomegaly  is  a very 
strong  point  against  subacute  bacterial  en- 
docarditis, as  is  the  absence  of  a history  of 
previous  cardiac  disease  of  any  kind.  For 
these  two  reasons  I shall  discard  that  possi- 
bility. 

Trichinosis  can  cause  a protean  clinical 
picture  including  fever,  anemia,  conjunctival 
petechial  cardiac  disease,  cerebral  vascular 
disease,  and  so  forth.  But  in  the  absence  of 
muscular  aches  and  of  eosinophilia,  or  of 
subungual  hemorrhages,  I dare  not  mention 
this  diagnosis. 

Moschcowitz’s  disease,  thrombotic  throm- 
bocytopenic purpura,  came  to  my  mind 
when  I read  the  protocol.  The  patient  had 
fever,  anemia,  myocarditis,  and  a convul- 
sion. Her  thrombocytopenia  was  just  bor- 
derline (100,000),  and  the  evidence  for  he- 
molysis was  minimal  (1.9  per  cent  reticulo- 
cyte count).  Therefore,  this  diagnosis  rests 
on  very  tenuous  ground  in  terms  of  labora- 
tory support.  Parenthetically,  I wish  to  add 
a few  things  about  this  fascinating  disease. 
At  present  it  is  considered  to  be  a vasculitis 
rather  than  a platelet  disease;  thus  the 
thrombi  are  considered  secondary  to  the 
endothelial  pathologic  condition.  However, 
Zak3  was  unable  to  find  one  case  with  endo- 
thelial lesions  yet  without  platelet  throm- 
bosis. On  the  other  hand,  the  injection  of 
guinea  pig  endothelium  into  one  rabbit  and 
of  guinea  pig  blood  into  another  rabbit, 
followed  by  injection  of  blood  of  both  rabbits 
into  the  guinea  pig  does  produce  a picture 
akin  to  the  human  disease. 

I could  invoke  some  form  of  allergic  angi- 
itis in  this  patient;  there  is  a history  of 
penicillin  sensitivity.  I must  say  that  the 
distinctions  among  the  diverse  forms  of  an- 
giitis have  become  obscured  by  controversy. 
I am  not  certain  whether  the  various  “en- 
tities” described  in  the  literature  are  dis- 
tinctly separate  or  whether  they  are  merely 
subspecies.  Such  diagnoses  as  periarteritis 
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FIGURE  1.  (A)  Myocardium  showing  fibers  widely  separated  by  exuded  fluid  and  light  sprinkling  of  in- 
flammatory cells.  (B)  Myocardium  at  higher  magnification  showing  degenerative  changes  in  muscle 
fibers,  an  edematous  matrix,  and  an  exudate  composed  of  lymphocytes  and  mononuclear  cells.  (C)  Myo- 
cardium showing  disruption  of  muscle  fibers  by  inflammatory  exudate. 


nodosa,  Churg-Strauss  syndrome,  Schoen- 
lein-Henoch  purpura  with  angiitis,  Kaposi’s 
varicelliform  eruption,  and  even  dissemi- 
nated lupus  erythematosus  all  come  to  mind. 
Asthma  and  eosinophilia  are  common  in 
Churg-Strauss  syndrome  but  often  absent 
in  periarteritis  nodosa.  However,  I cannot 
affirm  any  of  these  possibilities  on  the  basis 
of  the  protocol,  so  I shall  discard  them. 

The  patient  had  fever,  anemia,  purpura, 
thin  hair,  swollen  glands,  relative  leuko- 
penia, and  a cerebral  vascular  accident,  not 
an  uncommon  manifestation  in  lupus  ac- 
cording to  our  own  experience  and  to  recent 
papers  by  Fulton  and  Dyken4  and  Silver- 
stein.5  She  had  myocarditis  or  pericarditis 
or  both.  Whether  we  assume  that  her  con- 
vulsion was  due  to  ventricular  fibrillation  or 
to  a bonafide  cerebral  accident,  the  whole 
picture  fits  into  that  of  the  just-mentioned 
collagen  disease.  Now,  gentlemen,  I have 
to  make  a decision.  Let  me  do  what  my 
good  friend  Julius  Caesar  did  2,000  years  ago 
when  he  threw  a die  and  exclaimed:  “Alea 

jacta  est” — the  die  is  cast.  Gentlemen,  I 
am  aware  of  the  ifs  and  perhapses  in  my 
diagnosis.  But  my  die  is  cast  with  dissemi- 
nated lupus. 

Michael  S.  Bruno,  M.D.:  Many  fea- 

tures of  the  case  are  consistent  with  a diag- 
nosis of  either  disseminated  lupus  or  of  sub- 
acute bacterial  endocarditis,  and  one  can 
make  out  a good  case  for  either  possibility. 
I would  not  discard  the  diagnosis  of  subacute 


bacterial  endocarditis  because  of  the  ab- 
sence of  splenomegaly.  A significant  pro- 
portion of  patients  with  that  disease  do  not 
have  palpable  spleens;  even  if  the  spleen  is 
enlarged,  it  may  be  soft  and  difficult  to  feel 
as  a definable  organ  mass. 

Regarding  trichinosis,  anemia  is  not  a 
prominent  feature  in  uncomplicated  cases. 
Periorbital  edema  is  usually  more  prominent 
than  conjunctival  injection  and  petechiae. 
For  these  reasons,  as  well  as  the  absence  of 
myalgia,  I would  agree  in  discarding  the 
possibility  of  trichinosis. 

If  this  patient  had  bacterial  endocarditis, 
one  must  consider  the  mechanism  of  death. 
Could  the  patient  have  had  a terminal  em- 
bolization to  the  coronary  circulation  from 
valvular  vegetations  which  precipitated 
either  an  arrhythmia  such  as  Stokes-Adams 
syndrome  or  cardiac  standstill? 

Dr.  Salomon:  Granted  the  presence  of 

valvular  vegetations,  such  a mode  of  death 
is  entirely  in  keeping  with  the  premise. 

Thomas  Silverberg,  M.D.:  If  the  pa- 

tient did  not  have  subacute  bacterial  endo- 
carditis, how  do  you  account  for  the  positive 
blood  culture? 

Dr.  Salomon:  Str.  viridans  is  not  a 

common  skin  contaminant.  It  is  possible 
that  the  patient  had  some  occult  focus  of  in- 
fection which  transiently  seeded  the  blood 
stream. 

Marcel  Tuchman,  M.D.:  In  patients 

with  prolonged  fever  of  unknown  cause 


November  1,  1964  / New  York  State  Journal  of  Medicine  2675 


FIGURE  2.  (A)  Glomerulus  showing  swelling  of  entire  tuft,  chiefly  of  endothelial  cells,  scattered  inflam- 
matory cells,  and  synechias  between  the  parietal  and  visceral  layers  of  Bowman’s  capsule.  (B)  Glomerulus 
at  higher  magnification  at  a point  of  adhesion  showing  edema,  leukocytes,  and  focal  destruction  of  the 
capillary  walls. 


tuberculosis  should  be  considered,  and  in 
this  case  one  might  suspect  tuberculous 
pericarditis  as  well.  Admittedly,  there  is 
little  in  the  protocol  to  support  such  a diag- 
nosis, but  nonetheless  it  should  be  con- 
sidered. 

Panayotis  Christopoulos,  M.D.:  I 

was  at  the  bedside  during  the  terminal 
event;  it  was  clearly  a Stokes- Adams  at- 
tack rather  than  a cerebral  vascular  accident. 

Clinical  diagnoses 

1.  Collagen  disease,  ? disseminated  lupus 
erythematosus 

2.  Myocarditis  with  Stokes-Adams  syn- 
drome 

Dr.  Salomon's  diagnoses 

1.  Disseminated  lupus  erythematosus 

2 . Myocarditis  and/or  pericarditis,  sec- 
ondary to  disseminated  lupus  erythematosus 

Pathologic  report 

William  B.  Ober,  M.D.:  The  post- 

mortem examination  was  performed  by  the 


Office  of  the  Chief  Medical  Examiner,  and 
we  are  extremely  grateful  to  Henry  Siegel, 
M.D.,  Deputy  Medical  Examiner,  for  per- 
mission to  study  the  case  and  present  it. 
The  heart  was  dilated  and  hypertrophied. 
It  weighed  580  Gm.  and  was  flabby.  There 
was  no  visible  pericarditis.  Sections 
through  the  myocardium  revealed  blotchy 
areas  of  light  tan  discoloration  against  the 
usual  reddish-brown;  the  muscular  wall 
seemed  swollen.  The  valves  were  thin, 
delicate,  and  completely  free  of  vegetations. 
Microscopic  examination  of  sections  through 
the  myocardium  showed  a diffuse  interstitial 
myocarditis.  The  fibers  were  widely  sepa- 
rated by  edema  fluid  (Fig.  1A)  which  did 
not  stain  positively  for  mucopolysaccharide, 
and  there  was  a cellular  exudate  of  varying 
intensity  (Fig.  IB)  composed  chiefly  of 
lymphocytes  and  mononuclear  cells.  In  a 
few  areas  the  continuity  of  fibers  seems  dis- 
rupted (Fig.  1C). 

The  spleen  weighed  240  Gm.  It  was 
firm,  and  on  section  the  malpighian  cor- 
puscles were  extremely  prominent.  Micro- 
scopic examination  of  both  the  spleen  and  a 
few  lymph  nodes  showed  a pronounced 
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degree  of  chronic  reactive  hyperplasia.  The 
lungs  had  a combined  weight  of  1,300  Gm. 
and  showed  acute  congestion  and  edema. 

The  kidneys  had  a combined  weight  of 
500  Gm.,  a bit  on  the  heavy  side.  Gross 
examination  was  unrevealing,  but  micro- 
scopic examination  revealed  a diffuse  glo- 
merulitis.  The  glomeruli  were  swollen, 
showing  synechias  between  the  visceral  and 
parietal  layers  of  Bowman’s  capsule  and 
leukocytic  infiltration  (Fig.  2A).  Higher 
magnification  of  thin  sections  showed  an 
extreme  degree  of  edema  of  endothelial  cell 
cytoplasm  and  focal  acute  destruction  of  the 
tuft  (Fig.  2B). 

The  process  is  clearly  inflammatory,  pre- 
sumably infectious.  There  was  no  evidence 
of  occult  neoplasm,  collagen  disease,  or  any 
of  the  forms  of  angiitis.  The  only  evidence 
available  to  define  the  nature  of  the  infection 
was  a blood  culture  positive  for  Str.  viridans, 
but  no  primary  focus  was  disclosed.  Viro- 
logic  studies  were  not  performed  in  vivo,  nor 
was  it  suitable  to  initiate  them  at  autopsy 
some  twenty-four  hours  after  death.  It  is 
always  safer  to  rely  on  positive  evidence  at 
hand  than  to  speculate  on  evidence  which 
might  have  been  positive.  My  personal  in- 
clination is  to  believe  that  the  patient  had 


Children  who  fail  to  thrive 


Therapeutic  growth  stimulants  should  be 
avoided  in  children  who  fail  to  thrive,  since 
they  stimulate  closure  of  the  epiphyses  more 
readily  than  they  effect  linear  growth,  according 
to  an  article  in  Postgraduate  Medicine. 

Unless  there  is  a specifically  treatable  disease, 
or  an  actual  deficiency  of  thyroid  hormones  and 
human  pituitary  growth  hormone,  there  is  little 


streptococcal  bacteremia  intermittently  for 
some  time,  for  instance  the  chronicity  of  the 
lesions  in  the  spleen  and  lymph  nodes,  and 
that  the  myocarditis  and  glomerulitis  are 
consistent  with  prolonged  untreated  sepsis, 
a phenomenon  we  see  only  rarely  in  this 
antibiotic  era.  I have  nothing  but  specula- 
tion to  offer  regarding  the  site  of  the  primary 
infection. 

Anatomic  diagnoses 

1.  Acute  interstitial  myocarditis 

2.  Acute  glomerulitis  with  focal  necrosis 

3.  Chronic  reactive  lymphadenitis  and 
splenitis 

4.  Acute  pulmonary  edema , terminal 

5.  ( Streptococcus  viridans  bacteremia) 
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hope  for  adequate  growth  stimulation,  accord- 
ing to  the  author. 

Diagnosis  of  failure  to  thrive  may  be  aided 
by  family  data  extended  beyond  parents  and 
siblings. 

For  evaluating  skeletal  maturation,  a roent- 
genogram of  hand  and  wrist  is  a minimal 
requirement.  Particular  attention  paid  to 
mental,  dental,  and  sexual  maturation;  dietary 
intake;  gastrointestinal  disturbances;  altera- 
tions in  renal  function;  evidence  of  cardiac  or 
neurologic  abnormalities;  or  congenital  anoma- 
lies may  aid  in  diagnosis. 
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Although  older  cardiac  patients  may 
need  a little  more  help  in  availing  them- 
selves of  and  in  choosing  appropriate  com- 
munity services,  their  needs  are  generally 
the  same  as  those  of  younger  heart  patients. 
Because  they  tend  to  be  more  fragile  and 
alone,  they  are  frequently  limited  in  then- 
choice  of  plan,  and  they  sometimes  turn 
more  easily  to  specialized  services,  such  as 
those  which  by  name  give  visible  indication 
of  their  interest  in  persons  over  sixty-five.* 
However,  once  needed  services  are  made 
available,  the  potential  achievement  of 
older  patients  is  often  remarkable,  re- 
minding us  that  those  who  survive  to  old 
age  may  have  developed  superior  adaptive 
capacities. 

Rehabilitation  goals  for  the  older  cardiac 
patient  range  all  the  way  from  restoration 
of  continence,  through  resumption  of  ac- 
tivities of  daily  living,  to  re-employment. 
This  article  is  concerned  with  those  goals  of 
maximum  self-dependence  and  optimum 
social  functioning  within  the  limit  of  each 

* “Older  people  did  not  come  for  help  because  they  feared 
the  same  rejection  they  had  experienced  in  employment, 
in  housing  and  in  other  phases  of  living.  . . . After  we  es- 
tablished the  special  service  for  the  aged  and  publicized  it, 
older  clients  began  to  come  for  service  and  began  to  feel 
that  we  could  understand  them  and  their  needs.”1 


medical  situation  and  in  accordance  with 
individual  and  family  strengths.  The  initial 
community  service  is,  therefore,  usually  that 
of  helping  the  patient  and  his  family,  if  he 
has  one,  decide  how  best  to  plan. 

Initial  planning 

The  first  source  of  this  help  is,  of  course, 
the  physician.  But  family  problems,  ex- 
tent of  disability,  and  complexity  of  plan- 
ning may,  and  often  do,  necessitate  in- 
volvement of  other  disciplines  and  services. 

Sometimes,  homebound  and  other  chronic 
cardiac  patients  have  very  practical  needs: 
A telephone,  a wheel  chair  or  walker,  an 
apartment  on  the  ground  floor,  or  help  with 
transportation  may  be  crucial  to  achieving 
or  maintaining  self-dependence. 

Other  problems,  such  as  those  involving 
family  interrelationships,  are  less  tangible. 
For  example,  an  elderly  stroke  patient  had 
a dominating  wife  who  was  all  too  willing  to 
take  over  all  responsibility  for  his  care  but 
who  needed  considerable  help  in  encourag- 
ing him  to  do  things  for  himself.  The  wife 
of  one  older  coronary  patient  protected  him 
from  all  worries  to  the  point  where  he  felt 
useless  and  discouraged;  another  wife 
brought  such  a parade  of  anxieties  to  her 
husband’s  bedside  that  he  could  get  no  real 
rest. 

Total  family  needs  have  to  be  considered. 
A stroke  patient  was  receiving  excellent  care 
in  the  home  of  his  married  daughter,  who 
devoted  most  of  her  time  to  him;  but  at 
the  same  time,  her  necessarily  slighted 
adolescent  daughter  and  preschool  son 
were  developing  behavior  problems.  The 
adult  daughter  of  a woman  with  severe 
cardiac  disease  applied  to  a social  agency 
because  of  serious  conflict  with  her  mother 
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who  had  been  living  with  her  and  her 
fourteen-year-old  daughter  for  a year.  The 
patient  did  enter  a nursing  home  and,  in 
weekly  interviews  with  the  social  worker 
who  visited  her  there,  was  able  to  work 
through  much  of  her  anger  at  her  daughter, 
who  was  also  seen  for  some  time,  and  also 
to  accept  the  nursing  home  and  her  illness. 
The  relationship  between  the  mother  and 
daughter  improved  so  that  “they  had  never 
been  closer.”  After  fourteen  months  in  a 
nursing  home,  the  patient  improved  enough 
to  move  into  a small  apartment  where,  with 
a little  help,  she  adjusted  well  and  was 
enjoying  life.  The  daughter,  previously 
divorced,  had  remarried  and  seemed  happier 
in  her  second  marriage,  having  worked 
through  some  conflicts  with  her  mother. 

Social  casework 

Social  casework,  whether  in  the  hospital, 
health  department,  a community  family 
agency,  a welfare  department,  or  a neigh- 
borhood house,  often  starts  as  a planning 
and  facilitating  service.  Cardiac  patients 
and  their  families  need  help  in  finding  out 
what  resources  are  available  in  a given 
community  and  in  choosing  which  one,  or 
combination  of  these,  they  wish  to  use. 
To  be  of  maximum  help,  the  social  worker 
needs  to  obtain  from  the  patient’s  physician 
his  recommendations  for  activity,  follow- 
up care,  and  something  about  the  patient’s 
cardiac  reserve.  Communication  has  to  be 
two-way,  with  the  social  worker  calling  to 
discuss  tentative  plans  or  to  report  plans 
made. 

Central  information,  referral,  and  counsel- 
ing services,  which  are  increasing  in  New 
York  State  and  other  parts  of  the  country, 
offer  a single  place  to  which  the  patient, 
family,  physician,  or  other  professional 
person  can  turn  for  help  in  assessing  a 
situation  and  selecting  appropriate  com- 
munity resources.  Typically,  between  a 
quarter  to  a half  of  the  requests  made  to 
such  services  (27.5  per  cent  in  the  first  year 
of  the  Rockland  County  experience2)  are 
not  for  the  service  actually  wanted  or  needed. 
People  ask  for  services  that  they  happen  to 
know  about  or  that  they  can  accept  emo- 
tionally. For  example,  a request  for  nurs- 
ing home  care  may  be  the  result  of  not 
knowing  about  available  services  which 
would  make  such  placement  unnecessary. 


On  the  other  hand,  inability  to  accept  in- 
stitutionalization for  one’s  self  or  a relative 
may  result  in  a request  for  additional  serv- 
ices in  the  home  despite  an  obvious  need 
for  institutional  care. 

Both  the  State  of  New  York  Department 
of  Health  and  the  State  Charities  Aid  As- 
sociation are  actively  encouraging  the  de- 
velopment of  central  information,  referral, 
and  counseling  services  throughout  the 
State.  Hospital  social  service  departments 
traditionally  give  this  kind  of  service,  as 
do  some  family  agencies,  health  depart- 
ments, voluntary  health  agencies,  welfare 
departments,  neighborhood  houses,  and 
centers  for  the  aging. 

A good  patient  plan  may  involve  a single 
service,  or  a combination  of  services  pro- 
vided in  a coordinated  way. 

Public  health  nursing 

The  most  frequently  needed  community 
service  is  probably  public  health  nursing, 
and  heart  diseases  constitute  one  of  the 
largest  diagnostic  categories  in  the  case 
load  of  most  public  health  nursing  agencies. 
A survey  of  public  health  nursing  visits  to 
chronically  ill  patients  made  in  Upstate 
New  York  indicated  that  diseases  of  the 
heart  and  circulatory  system  were  the  pri- 
mary medical  diagnoses  for  19.6  per  cent  of 
the  study  patients.3  A survey  made  on 
April  30,  1963,  by  the  Division  of  Nursing, 
U.S.  Public  Health  Service,  in  cooperation 
with  the  National  League  for  Nursing,  in- 
dicated that  of  48,035  patients  visited  that 
day,  36.4  per  cent  were  sixty-five  years  of 
age  and  over,  and  the  most  common  disease 
category  was  cardiovascular  diseases.4 

Public  health  nurses  play  a major  role  in 
planning  the  care  of  older  cardiac  patients  at 
home  and  in  the  supervision  and  continuity 
of  care  as  the  patient  moves  from  hospital 
to  home  and  sometimes  back  again.  For 
instance,  they  may  teach  the  patient  with 
congestive  heart  failure  and  his  family  to 
carry  out  an  often  complex  regimen  and  to 
note  any  early  symptoms  or  changes  to  be 
reported  to  the  physician.  In  the  home  care 
of  stroke  patients,  the  nurses  participate 
substantially  in  the  rehabilitation  program 
and  help  family  members  understand  and 
meet  the  patient’s  needs.  They  also  help 
the  patient  and/or  the  caretaking  person 
with  work  simplification  and  with  the 
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development  of  adequate  home  care.  As 
nursing  care  of  the  sick  at  home  becomes 
more  complex,  nursing  agency  staffs  are 
often  augmented  by  physical  therapy, 
nutrition,  and  social  work  consultants. 

Recently  the  New  Jersey  State  Health 
Department  conducted  a study  of  288 
diabetes  patients  receiving  services  from 
27  voluntary  and  official  nursing  agencies. 
Sixty-six  of  these  patients  also  had  cardio- 
vascular disease  and  18  had  had  cere- 
brovascular accidents.5  These  patients,  half 
of  whom  had  been  referred  by  private  phy- 
sicians, were  found  to  need  more  service 
than  had  been  anticipated  in  such  areas  as 
diet  counseling,  weight  control,  exercise, 
importance  of  continuing  medical  super- 
vision, foot  care  and  hygiene,  and  pre- 
vention of  complications.  In  178  cases, 
the  nurses  felt  their  teaching  was  supple- 
mental to  instruction  given  the  patient 
prior  to  referral,  and  in  78  they  considered  it 
“pioneering.”  A number  of  nurses  reported 
that  the  patient  had  received  basic  instruc- 
tion but  could  not  absorb  it  all  in  one  visit. 

Homemaker  service 

Another  more  recently  organized  resource, 
homemaker  service,  is  increasingly  used  in 
helping  chronically  ill  and  aging  persons  re- 
main in  their  homes,  and  cardiac  patients 
form  a substantial  portion  of  those  re- 
ceiving this  service.  Homemakers,  or  home 
aides,  serving  older  cardiac  patients  usually 
work  part-time.  Having  someone  come 
once  or  twice  a week  to  do  the  housework  or 
shopping  can  lessen  the  burden  of  main- 
taining a household  to  a point  where  it  can 
be  handled  by  an  older  person  or  a couple 
within  the  limits  of  their  cardiac  reserve. 
In  some  instances,  the  homemaker  comes 
one  day  a week  to  relieve  the  person  taking 
care  of  the  patient.  When  public  health 
nursing  supervision  is  available,  homemakers 
also  help  with  personal  care;  in  this  instance, 
the  nurse  instructs  and  supervises  the  aide 
as  she  would  a family  member  in  such 
activities  as  bathing  the  patient  or  helping 
him  get  out  of  bed. 

Dietary  assistance 

“Meals  on  Wheels”  is  a program  providing 
for  the  delivery  of  a hot  meal,  usually  with 
a light  meal  for  evening.  For  a patient 


living  alone  this  may  be  a means  of  pro- 
viding adequate  nutrition  during  his  illness 
and  until  he  is  able  to  cook  or  go  out. 
Evaluation  is  usually  needed  to  determine 
whether  the  over-all  plan  is  adequate  or 
other  services  are  also  needed. 

Dietary  counseling,  whether  provided  in 
the  hospital  or  through  the  health  depart- 
ment, a voluntary  nursing  service,  or  an- 
other community  agency,  is  particularly 
important  for  the  older  patient  on  a sodium 
or  fat-controlled  diet.  Older  people,  who 
do  not  always  maintain  adequate  nutrition 
without  dietary  restriction,  are  very  likely 
to  need  help  in  following  a therapeutic 
diet. 

Thera  py 

Physical,  occupational,  and  speech  thera- 
pists are  often  essential  to  the  rehabilitation 
of  the  stroke  patient  at  home  as  well  as  in 
the  hospital.  Sometimes  the  physical  and 
occupational  therapists  act  as  consultants 
to  the  nurse  and  family.  The  speech 
therapist’s  help  is  also  augmented  by  in- 
structions to  the  family  and  to  others  work- 
ing closely  with  the  patient.  But  each 
contributes  to  the  basic  evaluation  and  the 
treatment  plan. 

Home  care 

In  organized,  or  coordinated,  home  care 
a team  of  physician,  nurse,  and  social  worker 
provides  many  elements  of  hospital  care  in 
the  home.  Such  home  care  may  be  a tem- 
porary or  a long-term  service.  It  may  be 
a transitional  arrangement  for  intensive 
care  during  convalescence  or  a plan  for 
terminal  care.  This  can  be  an  expensive 
service  but  also  a very  effective  one.  From 
the  experience  of  one  coordinated  home 
care  program  come  two  dramatic  examples 
of  what  can  be  accomplished  with  selected 
patients.6 

A seventy-year-old  woman  with  rheumatic 
and  arteriosclerotic  heart  disease  and  a 
history  of  congestive  heart  failure  as  well  as 
osteoarthritis  of  the  spine  and  hips  was 
referred  for  home  care.  She  was  an  alert, 
intelligent,  proud  woman,  more  concerned 
about  her  husband,  who  also  had  severe 
long-time  medical  problems,  than  about 
herself.  Both  were  admitted  to  home  care. 
The  physician,  nurse,  and  social  worker 
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visited  the  home,  gave  security  and  support 
as  well  as  specific  care,  and  conferred 
periodically  to  plan  care  in  terms  of  the 
current  medical  status.  Housekeeping 
chores  were  divided  by  the  couple,  and  a 
housekeeper,  secured  for  three  hours  each 
week,  worked  under  the  wife’s  direction. 
Over  the  five-year  period  reported,  although 
their  physical  condition  deteriorated,  these 
2 seriously  ill  people  were  able  to  maintain 
themselves  at  home,  the  woman  did  not 
once  have  to  be  rehospitalized  for  conges- 
tive failure. 

A seventy-eight-year-old  widower  was 
admitted  for  treatment  of  cerebral  vascular 
insufficiency  and  developed  progressive  men- 
tal deterioration.  At  the  time  he  was 
referred  to  home  care,  his  family  refused 
transfer  to  the  county  chronic  illness  hospital 
and  asked  to  take  him  home.  He  was 
described  as  in  a vegetative  state,  with 
bowel  and  bladder  incontinence,  and  in- 
capable of  any  of  his  personal  care.  His 
six  children  had  work  and  family  responsi- 
bilities but  were  sure  that  among  them  they 
could  care  for  him.  The  home  care  team 
agreed,  even  though  it  appeared  that  he 
might  subsequently  have  to  go  to  an  in- 
stitution. The  home  care  nurse  planned 
the  nursing  supervision  and  identified  the 
equipment  the  family  would  need,  and  the 
patient  went  home.  Three  months  later, 
the  patient  was  discharged  from  home  care, 
but  not  to  a chronic  disease  hospital;  he  was 
discharged  from  care  simply  because  he  had 
made  such  remarkable  progress.  He  was 
oriented,  continent,  ambulatory,  and  taking 
part  in  self-care  and  other  activities.  His 
physical  condition  had  improved  markedly, 
and  the  hospital  equipment  lent  to  the 
family  was  returned  to  the  program. 

Reporting  on  total  rehabilitation  in  the 
home  care  setting,  the  home  care  team  from 
Montefiore  Hospital  in  New  York  City  has 
described  the  advantages  of  the  home 
environment  graphically:  “We  are  all 

familiar  with  the  weak  and  vertiginous 
oldster  who  gets  from  the  bedroom  to  the 
kitchen  by  clutching  and  leaning  onto  his 
tables  and  chairs.  However,  wavering  or 
uncertain  he  may  seem,  he  is  ambulatory  at 
home.  . . . The  opportunity  to  hold  onto 
things  physically  has  its  equivalent  psy- 
chologically and  symbolically.  More  than 
one  elderly  patient  who  was  able  to  main- 
tain his  orientation  at  home  has  collapsed 


into  confusion  in  the  hospital  setting.”7 

Nursing  home  placement 

Adjustment  to  a nursing  home  environ- 
ment may  pose  similar  problems.  Cardiac 
patients  in  nursing  homes  have  the  same 
problems  as  patients  in  hospitals  and  ill 
persons  at  home,  but  there  are  less  often 
social  services  available  to  help  them  meet 
these  problems.  In  New  York  State  and 
elsewhere,  there  are  studies  of  social  needs 
of  these  patients  currently  in  progress.8 
The  recently  adopted  Nursing  Home  Code 
in  New  York  City  requires  availability  of 
social  services  in  approved  nursing  homes. 

At  the  time  nursing  home  placement  is 
considered,  both  the  individual  and  the 
family  may  need  a good  deal  of  help. 
The  person  going  to  the  nursing  home  may 
need  help  in  considering  all  alternatives  so 
that  when  he  goes,  there  still  seems  to  him 
to  be  an  element  of  choice.  A recent  study 
at  Wagner  House  in  Cleveland  indicates 
that  this  element  of  choice  may  be  crucial 
to  a patient’s  course  after  admission.9 
Conscientious  relatives  who  have  agreed 
to  this  decision  for  valid  reasons,  such  as  the 
needs  of  their  own  children,  may  need  help 
with  feelings  of  guilt.  Help  at  this  time 
may  also  be  crucial  in  maintaining  the 
family  relationship  and  the  patient’s  feeling 
of  continuity  of  family  concern  after  he 
goes  to  the  nursing  home. 

Nursing  home  patients  are  sometimes 
thought  to  be  lacking  in  rehabilitation  po- 
tential, but  a recent  nationwide  study  in- 
dicated that  32  per  cent  are  discharged  in 
less  than  six  months.10  For  those  who  are 
not  discharged,  there  may  be  impor- 
tant goals  to  be  achieved  in  activities  of 
daily  living,  improved  ambulation,  and 
greater  ability  to  participate  in  activities. 

Recreation 

Recreation  in  nursing  homes  has  been 
found  an  adjunct  to  rehabilitation. 

Recreational  programs  are  also  needed 
for  older  cardiac  patients  who  are  not  in 
nursing  homes.  Some  individuals  enjoy 
these  opportunities  and  seek  out  senior 
citizens  clubs  or  welcome  the  interest  of 
volunteers  in  the  home;  others  are  not 
interested  in  this  form  of  activity. 
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In  recreation  and  other  services  there  is 
increased  interest  and  experimentation  in 
using  the  resources  of  older  people  to  help 
others,  thus  fulfilling  their  great  need  to 
perform  useful  social  roles.  Under  one 
such  plan,  the  Good  Companion  project 
sponsored  by  the  Henry  Street  Settlement 
House,  more  than  100  elderly  volunteers 
living  in  a low-income  neighborhood  are 
assigned  to  provide  a variety  of  out-of- 
hospital services  for  their  elderly  neighbors. 
Among  these  services  are  shopping  and 
cooking  for  convalescents,  visiting  the  lonely 
or  homebound,  and  acting  as  interpreters  for 
non-English-speaking  neighbors  who  need 
health  or  welfare  services.  Said  one  good 
companion:  “Today  I felt  dizzy;  my  pres- 
sure was  up.  I forced  myself  out  of  the 
house  to  come  to  the  center  and  pick  up  my 
assignment;  I forgot  I was  dizzy.”11 

Useful  social  roles  can  range  all  the  way 
from  service  to  others  outside  the  home  to 
participation  in  family  plans  and  activities 
or  meeting  a neighbor’s  need  for  compan- 
ionship. As  Whitehouse12  comments,  “Liv- 
ing purposefully  and  usefully  may  be  the 
difference  between  the  home  and  a mental 
institution,  relative  independence  and  cus- 
todial care,  between  dignity  and  pity,  be- 
tween participation  in  life  and  withdrawal 
and  death.” 

The  services  already  described  and  the 
many  others  which  are  needed  and  de- 
veloping are  not  available  in  every  com- 
munity, but  documentation  of  needs  and 
gaps,  for  instance,  through  information 
and  referral  services,  is  giving  us  a more 
specific  basis  for  further  community  plan- 
ning. In  the  meantime,  full  utilization  of 
existing  services,  imaginative  planning  re- 
garding the  resources  of  the  home  and 
neighborhood,  and  good  coordination  would 
do  much  to  make  the  best  use  of  what  is 
presently  available. 

Financial  assistance 

Although  problems  associated  with  age 
and  cardiovascular  diseases  are  not  re- 
specters of  income  level,  we  are  aware  that 
older  people  are  economically  less  well  off. 
In  1961,  the  median  income  of  6.7  million 
families  with  heads  sixty-five  and  over  was 
$3,026,  or  49.6  per  cent  of  the  $6,099  median 
for  the  almost  40  million  families  with  heads 
under  sixty-five.  In  the  same  year,  the 


4 million  older,  unrelated  individuals  had  a 
median  income  of  $1,106,  or  42.7  per  cent 
of  the  $2,589  median  for  the  7.2  million  such 
individuals  under  sixty-five  years  of  age.13 
Income  maintenance  may,  therefore,  be 
the  first  need. 

Old-Age,  Survivors  and  Disability  In- 
surance is  the  basic  income  of  most  retired 
elderly  people.  In  New  York  State  in  1963, 
1,061,728  retired  workers  and  224,733  wives 
or  husbands  were  receiving  benefits.  The 
national  average  monthly  social  security 
payment  to  a retired  worker  was  $76.66,  and 
the  average  payment  to  a wife  or  a de- 
pendent husband  was  $39.83. 14  Persons 
whose  basic  budgetary  needs  exceed  their 
Old-Age,  Survivors  and  Disability  Insurance 
income  may  be  eligible  for  public  assistance. 

The  New  York  State  Welfare  Department 
administers  two  basic  Federal-State  pro- 
grams which  are  important  resources  for  all 
older  people.  The  Old  Age  Assistance 
Program  provides  basic  maintenance  and 
also  medical  care  plus  a homemaker  program 
and  other  special  services.  In  some  parts  of 
the  State,  welfare  departments  also  have 
foster  home  care  programs  for  older  people, 
a particularly  helpful  resource  for  some 
older  cardiac  patients  who  are  alone  and 
fragile  or  who  have  limited  cardiac  reserve. 
Some  programs  provide  for  purchase  of  meals 
in  a restaurant,  where  this  helps  to  keep  a 
person  in  his  own  home  and  in  the  com- 
munity. 

Medical  Assistance  to  the  Aged  (the 
Kerr-Mills  Program)  provides  help  in  financ- 
ing medical  care  in  hospital,  nursing  home, 
or  at  home,  for  eligible  individuals  and 
couples  who  can  meet  their  basic  needs  but 
are  unable  to  pay  for  medical  care. 

In  October,  1963,  55,300  persons  were 
receiving  Old  Age  Assistance  and  an  addi- 
tional 32,000  were  receiving  Medical  Assist- 
ance to  the  Aged  in  New  York  State.  In 
the  year  ending  June,  1962,  cardiovascular 
diseases  were  responsible  for  3,550  hospital- 
izations of  Old  Age  Assistance  recipients  and 
10,800  of  Medical  Assistance  to  the  Aged 
recipients. 15 

Every  county  or  large  city  in  the  State 
has  a welfare  department  to  which  applica- 
tion can  be  made.  When  an  applicant  is 
not  eligible  for  the  welfare  programs,  help 
is  given  in  working  out  an  alternate  plan. 
As  in  all  referrals,  specificity  and  corn- 
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pleteness  of  the  medical  recommendation 
permit  most  effective  planning. 

Housing  assistance 

In  the  field  of  housing,  there  are  differ- 
ences among  authorities  as  to  whether 
older  people  should  be  offered  housing  with 
people  of  all  ages  or  in  a special  project  for 
older  residents.  Older  people  are,  no  doubt, 
equally  divided  in  their  preferences.  For 
those  who  do  wish,  or  need,  specially  de- 
signed apartments,  there  are  807  units  al- 
ready occupied,  2,769  under  construction, 
and  7,343  units  in  the  planning  stage  in  New 
York  State.16  In  many  places  where  there 
are  such  projects,  health  departments  and 
other  community  agencies  are  experiment- 
ing with  the  provision  and  coordination  of 
services  within  the  housing  development. 

Comment 

Underlying  all  the  tangible  and  intangible 
services  needed  by  older  cardiac  patients  and 
their  families  is  a basic  need  for  support. 
Support  means  supplementation  of  resources 
where  necessary  for  basic  maintenance,  as 
well  as  medical  care  and  other  services  which 
contribute  specifically  to  self-dependence.  It 
also  means  listening  and  creating  a climate 
of  respect  and  sympathy  and  realistic  hope- 
fulness that,  along  with  recognition  of  the 
conditions  imposed  by  the  illness,  will  en- 
able the  person  to  move  with  dignity  in 
working  out  the  best  possible  solution  to  his 
problem.  In  such  a climate,  the  older 
cardiac  patient  can  realize  his  physical 
capacities  and  his  full  potential  as  a person. 

Summary 

Older  cardiac  patients  need  and  can  use 
many  community  services.  These  include: 
social  casework,  public  health  nursing, 
homemaker  or  home  aide  service,  dietary 
assistance,  physical  therapy,  occupational 
therapy,  speech  therapy,  coordinated  home 
care,  financial  assistance,  and  help  with 
housing. 

The  older  cardiac  patient  and  his  family 


may  need  help  in  making  plans  and  select- 
ing the  resources  they  wish  to  use.  Infor- 
mation and  referral  services  offer  the  phy- 
sician, the  patient,  and  the  family  a source 
for  this  kind  of  help.  Such  services  are  of- 
ten found  in  local  health  departments  or 
social  agencies. 

When  needed  services  are  made  available, 
older  cardiac  patients  can  often  attain  or 
maintain  self-dependence  to  a remarkable 
degree.  Elements  in  successful  use  of  re- 
sources include  warm  interest,  a realistically 
hopeful  approach,  preservation  insofar  as 
possible  of  elements  of  choice,  and  identi- 
fication wherever  possible  of  useful  social 
roles. 
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Case  Reports 


Immediate  Excision 
and  Skin  Grafting  of 
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T he  hands  are  the  bodily  regions  most 
frequently  burned.  This  is  confirmed  by  a 
study  from  the  U.S.  Army  Research  Unit,1 
which  reported  that  80  per  cent  of  all  burns 
seen  involved  the  hands.  Usually,  the  dor- 
sum is  burned,  since  this  area  is  most  com- 
monly exposed  during  protective  maneuvers. 
This  part  of  the  hand  is  covered  by  thin  skin, 
which  makes  it  readily  susceptible  to  third- 
degree  burns.  Occasionally,  the  extensor 
tendons  may  also  be  involved,  since  at  the 
metacarpophalangeal  and  proximal  inter- 
phalangeal  joints  they  are  covered  only  by 
thin  skin  and  peritenon.  The  palmar  skin  is 
more  resistant,  for  it  is  protected  by  thick 
skin  and  usually  is  withdrawn  as  a clenched 
fist  when  coming  in  contact  with  a hot  sur- 
face. 

Following  a burn,  edema  fluid  rich  in  pro- 
teins bathes  the  injured  site,  causing  eschar 
formation  and  eventual  fibrosis.  This  is  of 
particular  importance  to  the  intrinsic  mus- 
cles and  joint  capsules  governing  the  fine 
movements  of  the  hand.  Conservative  ther- 
apy under  these  circumstances  may  lead  to 
periods  of  prolonged  hospitalization  and  also 
to  loss  of  function  owing  to  scar  formation 
and  contractures.  The  most  important  goal 


FIGURE  1.  Case  1.  Third-degree  burn  on  dorsum 
of  the  hand  and  fingers. 


to  be  sought  when  treating  hand  injuries  is 
rapid  restoration  of  function.  With  third- 
degree  burns,  this  can  best  be  accomplished 
by  immediate  excision  and  grafting  of  the 
burned  area. 

Immediate  excision  and  skin  grafting  is 
not  new  in  the  treatment  of  burns.  In 
1929  Wells2  published  a report  of  a third- 
degree  electrical  burn  which  was  immediately 
excised  and  grafted  successfully;  he  ad- 
vocated this  method  for  all  localized  third- 
degree  burns.  Mason  in  1941, 3 on  the  other 
hand,  believed  that  third-degree  burns 
should  be  treated  as  open  wounds,  with 
debridement,  cleansing,  and  sterile  dressings. 
In  1942  Young4  excised  and  immediately 
and  successfully  grafted  a third-degree 
burn  on  the  back  of  an  eleven-year-old  boy. 
He  maintained  that  this  method  prevented 
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FIGURE  2.  Case  1.  (A)  Burn  has  been  excised  and  skin  graft  is  being  placed.  (B)  Skin  graft  has  been 
fashioned  and  sutured  in  place. 


further  plasma  loss,  forestalled  infection,  and 
promoted  primary  healing.  Cope  et  al.  in 
19475  also  reported  success  with  immediate 
excision  and  grafting  of  localized  third- 
degree  burns.  During  the  ensuing  years, 
the  literature  has  carried  sporadic  reports, 
both  favorable  and  unfavorable,  regarding 
this  form  of  therapy. 

We  have  found  this  method  to  be  effective 
in  treating  extensive  third-degree  burns  of 
the  dorsum  of  the  hand.  A report  of  2 
cases  treated  successfully  in  this  manner 
follows. 

Case  reports 

Case  1.  A fifty-eight-year-old  woman 
accidentally  caught  her  right  hand  in  a 
laundry  press  while  working.  Within  min- 
utes of  the  injury,  she  was  seen  in  our 
emergency  room  with  a third-degree  burn 
on  the  dorsum  of  the  hand  and  phalanges. 
The  skin  was  a brownish-white  and  insen- 
sitive to  pinprick  (Fig.  1).  X-ray  films 
revealed  no  fractures.  Following  a thorough 
evaluation,  the  patient  was  taken  to  the 


operating  room,  where  the  burned  area  was 
excised.  While  this  procedure  was  being 
carried  out,  another  surgeon  obtained  a 
12/1,000-inch-thick  skin  graft  from  the 
left  thigh  with  a dermatome. 

As  debridement  of  the  hand  progressed, 
it  was  noted  that  the  tendons  did  not  ap- 
pear involved.  The  skin  graft  was  fashioned 
to  cover  the  hand  and  phalanges  and  held 
in  place  with  4-0  polyethylene  and  3-0 
black  silk  sutures  (Fig.  2).  A single 
layer  of  bismuth  tribromphenate  (Xero- 
form)  gauze  was  placed  over  the  graft  and 
held  in  place  by  tying  the  silk  sutures  over  a 
gauze  bolus,  thus  preventing  any  motion  at 
the  graft  site.  The  hand  was  placed  in  the 
position  of  function  and  dressed  with  com- 
pression bandages  and  voluminous  dressings. 

During  the  postoperative  period,  eleva- 
tion by  overhead  suspension  was  maintained. 
The  dressing  was  removed  on  the  tenth  post- 
operative day,  and  the  graft  appeared  com- 
pletely viable.  Gentle  active  motion  of  the 
hand  was  initiated,  and  by  the  fifteenth 
postoperative  day  the  patient  had  regained 
limited  motion.  On  the  thirtieth  post- 
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FIGURE  3.  Case  1.  One  month  following  surgery.  (A)  Appearance  of  hand.  (B)  Restoration  of  flexion. 


operative  day,  at  the  time  of  discharge,  she 
had  almost  a complete  return  of  function 
(Fig.  3). 

Case  2.  A twenty-one-year-old  woman 
was  seen  in  the  emergency  room  twenty 
minutes  after  burning  her  left  hand  in  a 
laundry  press.  Except  for  a first-degree 
burn  of  the  left  forearm  and  a third-degree 
burn  on  the  dorsum  of  the  left  hand,  with 
extension  to  the  dorsum  of  the  first  three 
proximal  phalanges,  the  patient  was  in  good 
health.  X-ray  films  of  the  extremity 
showed  nothing  remarkable. 

After  suitable  preparation  the  patient 
was  taken  to  the  operating  room,  where  the 
burn  was  excised  and  covered  with  a 
12/1, 000-inch- thick  skin  graft.  To  avoid 
contamination,  the  graft  had  been  removed 
from  the  thigh  prior  to  the  debridement  of 
the  hand.  A bolus  of  gauze  was  tied  over 
the  graft  to  prevent  motion  at  this  site. 
Voluminous  dressings  were  applied  to  the 
hand,  which  was  elevated  and  maintained 
in  the  position  of  function.  Dressings  were 
removed  on  the  seventh  postoperative  day, 


and  the  graft  appeared  viable  (Fig.  4). 
Active  exercises  were  instituted  on  the 
twelfth  postoperative  day;  motion  was 
only  slightly  limited.  Two  months  follow- 
ing surgery,  the  left  hand  had  a completely 
normal  range  of  motion. 

Comment 

Both  the  patients  reported  here  suffered 
third-degree  burns  of  the  dorsum  of  the 
hand  in  identical  accidents.  The  burns  in- 
volved only  one  side  of  the  hand,  since  the 
heat  enters  from  one  side  of  a laundry  press. 
Nevertheless,  these  burns  may  reach  con- 
siderable depth,  since  the  press  must  be 
opened,  usually  by  a bystander,  before  the 
hand  may  be  extricated. 

The  important  aspects  in  treating  these 
injuries  are  to  preserve  mobility  in  the  small 
joints  of  the  fingers  and  to  prevent  fixation 
of  the  extensor  tendons  in  scar  tissue  on  the 
dorsum  of  the  hand.  This  was  accomplished 
here  by  immediate  excision  and  skin  grafting, 
thus  preserving  useful  function  of  the  hand. 

In  many  types  of  burns  it  is  difficult  to 
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FIGURE  4.  Case  2.  Appearance  of  skin  graft 
seven  days  following  surgery. 


estimate  the  extent  of  tissue  damage  during 
the  first  days  after  the  accident, 


Emblem  adopted  for  world  use 

The  emblem  to  identify  persons  needing 
special  medical  attention  has  been  adopted  for 
world-wide  use,  according  to  the  American 
Medical  Association. 

The  World  Medical  Association  adopted  the 


making  immediate  excision  and  skin  grafting 
problematic.  As  shown  here,  however, 
laundry  press  burns  are  usually  clearly 
demarcated  and  lend  themselves  well  to 
this  type  of  treatment.6 

The  split-thickness  skin  grafts  used  are 
particularly  well  suited  to  the  dorsal  area 
of  the  hand  and  fingers,  since  this  region  is 
less  exposed  to  wear  and  tear  than  the  palm 
and  flexor  aspects  of  the  fingers. 

Summary 

Two  patients  with  extensive  third -degree 
burns  of  the  dorsum  of  the  hands  and 
fingers  were  treated  by  immediate  excision 
and  skin  grafting. 

Healing  per  primam  occurred  in  less  than 
two  weeks  time,  allowing  early  institution 
of  active  exercise. 

Functional  activity  was  restored  to  both 
hands  within  one  month  of  injury. 
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symbol  at  its  annual  meeting  in  Helsinki,  Fin- 
land. The  emblem  is  intended  to  warn  persons 
aiding  its  wearer  in  an  emergency  that  he  re- 
quires special  attention.  It  was  used  by  many 
diabetic  persons  and  those  allergic  to  certain 
drugs. 

The  symbol  is  hexagon-shaped  with  a six- 
pointed  star  of  life.  Superimposed  on  the  fig- 
ure is  the  staff  of  Aesculapius. 


November  1,  1964  / New  York  State  Journal  of  Medicine  2687 


Preoperative  Diagnosis  of 
Bilateral  Meningiomas  by 
Carotid  Angiography 


ROMAN  DZIADIW,  M.D. 
Brooklyn,  New  York 
WILLIAM  E.  GANNON,  M.D. 

Brooklyn,  New  York 

From  the  Departments  of  Radiology  of  the 
State  University  of  New  York  Downstate  Medical  Center 
and  the  Kings  County  Hospital  Center 


Anfimow  and  blumenau1  are  credited  with 
reporting  the  first  case  of  multiple  meningeal 
tumors  in  1889.  At  necropsy  they  found 
that  their  patient  had  four  large  and  several 
smaller  meningiomas.  Hosoi  in  1930 2 col- 
lected 22  cases  from  the  literature  in  which 
half  the  patients  had  other  intracranial 
tumors,  chiefly  acoustic  nerve  tumors;  8 
patients  in  this  latter  group  also  showed 
neurofibromatosis.  Hosoi’s  own  patient  had 
multiple  meningiomas  and  multiple  angio- 
mas of  the  cortex.  Since  that  time  there 
have  been  several  reports  of  patients  with 
this  condition  who  have  been  examined 
post  mortem. 3 ~9 

The  first  successful  removal  of  two  menin- 
giomas was  reported  by  Heuer  and  Dandy  in 
1916. 10  In  1935  Raaf  and  Craig11  reported 
the  successful  removal  of  three  supra- 
tentorial meningiomas.  Woltman  and 
Love12  removed  a supratentorial  meningioma 
and  an  infratentorial  meningioma  in  a pa- 
tient. Echols13  reported  a case  in  which  the 
patient  had  ten  tumors  removed  at  one  op- 
eration. List14  found  at  operation  a menin- 
gioma of  the  foramen  magnum  associated 
with  three  meningiomas  of  the  high  cervical 
cord.  Mufson  and  Davidoff15  reported  2 
cases  of  multiple  meningiomas.  In  1 case 


ten  tumors  were  removed  in  four  operations, 
while  in  the  other,  two  tumors  were  removed 
in  one  operation.  In  Picaza  and  Baker’s16 
case  three  tumors  were  successfully  removed 
in  one  operation.  Abu-Zikry17  removed  14 
meningiomas  in  two  operations  four  years 
apart.  Lazorthes  et  al. 18  have  reported  on  3 
surgical  cases  with  multiple  meningiomas, 
and  Ectors  and  Achslogh19  have  reported 
on  4. 

Several  authors  have  commented  on  the 
difficulties  in  localizing  and  determining 
the  pathologic  nature  of  multiple  intracranial 
lesions  prior  to  surgical  exploration.11-  12>  14 
The  pneumoencephalographic  examinations 
often  have  brought  confusion  rather  than 
help  in  localizing  the  lesions;  the  neurologic 
and  roentgenologic  examinations  could  not 
be  correlated.  Some  patients  succumbed 
after  the  first  operation,  at  which  only  one 
tumor  was  removed,  and  additional  tumors 
were  found  at  autopsy.  20  -25  To  the  best  of 
our  knowledge  the  present  case  is  the  first 
one  to  be  recorded  in  which  there  was  a 
correct  preoperative  diagnosis  of  multiple 
meningiomas. 

Case  report 

The  patient,  a fifty-eight-year-old  white 
woman,  was  admitted  to  the  Kings  County 
Hospital  on  August  24,  1961,  because  of 
progressive  mental  confusion  and  lethargy. 
Four  months  previously  she  first  noted 
weakness  of  the  right  leg,  headaches,  and 
failing  vision  in  the  right  eye.  She  also  had 
several  episodes  of  shaking  of  the  right  leg 
with  no  loss  of  consciousness.  During  the 
month  prior  to  admission  she  had  become 
progressively  confused  and  lethargic.  Two 
days  before  admission  her  relatives  noted 
ptosis  of  the  right  upper  eyelid  and  in- 
ability to  move  the  right  arm  and  right  leg. 

On  admission  the  patient  was  semistu- 
porous.  There  was  paresis  on  the  right 
side  of  the  face,  with  ptosis  of  the  right  upper 
eyelid,  decreased  right  corneal  reflex,  and 
flattening  of  the  right  nasolabial  fold.  The 
tongue  deviated  to  the  right.  There  was 
mild  nuchal  rigidity.  The  deep  tendon  re- 
flexes were  absent  on  the  right  and  sluggish 
on  the  left  side  of  the  body. 

Four  days  after  admission,  bilateral 
carotid  angiograms  were  made.  The  left 
carotid  angiogram  revealed  a rather  large 
tumor  stain  in  the  posterior  frontal  and 
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FIGURE  1.  Angiograms.  (A)  Early  arterial  phase  of  left  carotid  angiogram.  Callosomarginal  artery  is  di- 
lated, and  there  is  a tumor  stain  beginning  to  appear  in  parasagittal  area.  (B)  Capillary  phase  of  right  ca- 
rotid angiogram.  There  is  a homogeneous  tumor  stain  in  the  parietal  area. 


parietal  parasagittal  region  (Fig.  1A).  The 
right  carotid  angiogram  revealed  a tumor 
stain  in  the  posterior  parietal  region  (Fig. 
IB).  It  could  not  be  decided  whether  this 
was  a convexity  or  parasagittal  tumor. 
Both  tumor  stains  had  the  homogeneous 
appearance  characteristic  of  meningiomas. 

The  following  day  a left  craniotomy  was 
performed,  and  a meningioma  the  size  of  a 
walnut  was  removed  from  the  falx  cerebri 
in  the  rolandic  area.  Postoperatively  the 
patient  improved  for  a short  period,  and 
then  her  condition  deteriorated.  Approxi- 
mately one  month  later  a right  craniotomy 
was  performed,  and  a high-convexity  menin- 
gioma measuring  3.5  by  4 cm.  was  removed. 
Again,  the  patient  exhibited  temporary  im- 
provement but  then  developed  signs  of  in- 
creased intracranial  pressure.  Ventriculo- 
auricular  shunt  did  not  improve  her  condi- 
tion, and  she  died  six  months  after  surgery. 
Autopsy  revealed  no  evidence  of  other  intra- 
cranial tumors,  nor  was  there  evidence  of 
neurofibromatosis  in  the  rest  of  the  body. 

Comment 

The  close  relationship  between  multiple 
intracranial  meningiomas,  acoustic  nerve 
tumors,  and  neurofibromatosis  has  been 
known  and  discussed  for  a long  time.  This 
relationship  has  led  to  confusion  in  nomen- 
clature. In  an  attempt  to  clarify  the  situa- 
tion, Cushing  and  Eisenhardt22  drew  up 
certain  conditions  which  should  be  met 
before  a case  may  be  diagnosed  as  “multiple 
meningiomas.”  According  to  these  authors 


there  should  be  “more  than  one  meningioma 
and  something  less  than  a diffusion  of  them, 
a condition  in  short  we  have  called  menin- 
giomatosis.” 

In  1948  Picaza  and  Baker16  divided 
multiple  meningiomas  into  two  groups. 
Their  first  group  was  called  the  nonas- 
sociated  type,  in  which  there  are  usually  two 
or  three  tumors.  Women  are  affected  more 
than  men;  the  ratio  is  3 to  1.  Symptoms 
begin  after  the  age  of  thirty-five  and  par- 
ticularly in  the  fifth  decade  of  life.  There  is 
no  hereditary  tendency.  In  the  second 
group,  the  associated  type,  there  is  a profuse 
outgrowth  of  meningeal  tumors,  which  may 
be  associated  with  acoustic  nerve  tumors  or 
with  neurofibromatosis.  There  is  no  sex 
predominance.  Symptoms  begin  before  the 
age  of  forty,  particularly  in  the  third  decade. 
Occasionally  there  is  a hereditary  tendency. 

The  present  case  satisfies  the  criteria  for 
multiple  meningiomas  established  by  Cush- 
ing and  Eisenhardt22  and  would  fit  into  the 
first  group  or  nonassociated  type  of  Picaza 
and  Baker. 16 

The  actual  incidence  of  multiple  menin- 
giomas is  difficult  to  determine  from  the 
literature  because  of  confusion  in  nomen- 
clature. Table  I presents  a summary  of 
some  of  the  larger  series  of  cases  in  the 
literature.  It  reveals  that  of  1,008  cases  of 
meningioma  only  26  can  be  considered 
multiple  meningiomas,  an  incidence  of  ap- 
proximately 2.5  per  cent.  With  the  in- 
creasing use  of  cerebral  angiography  it  is  pos- 
sible that  this  percentage  will  be  raised.  We 
do  not  agree  with  the  view  of  Olivecrona,24 
who  has  stated  that  multiple  meningiomas 
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TABLE  I.  Incidence  of  multiple  meningiomas  among  1,008  cases  of  meningioma 


Year 

Author  (s) 

Number  of 
Cases 

Number  of 
Cases  of 
Multiple 
Meningiomas 

1933 

Frazier  and  Alpers23 

75 

1 

1934 

Olivecrona24 

85 

1 

1936 

Petit-Dutaillis  and  Ectors6 

20 

2 

1938 

Cushing  and  Eisenhardt22 

295 

3 

1939 

Horrax26 

60 

4 

1944 

Mufson  and  Davidoff15 

58 

2 

1946 

Carrillo,  Matera,  and  Insausti21 

41 

1 

1950 

Courville27 

104 

11* 

1952 

Lapresle,  Netsky,  and  Zimmerman28 

100 

4f 

1961 

Traub25 

170 

1 

* Three  were  associated  with  cranial  nerve  tumors, 
t One  case  had  diffuse  meningiomatosis. 


are  so  rare  that  they  should  not  be  con- 
sidered in  a differential  diagnosis. 

Summary 

A case  of  bilateral  meningiomas,  one 
parasagittal  and  the  other  convexity,  is  re- 
ported, in  which  the  diagnosis  was  made  by 
preoperative  carotid  angiography.  The 
literature  has  been  reviewed,  and  the  dis- 
tinction between  multiple  meningiomas  and 
meningiomatosis  is  emphasized. 
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Subungual  Exostosis 
on  a Forefinger 

KURT  LOEWENTHAL,  M.D. 
Freeport,  New  York 


An  exostosis  occurring  under  the  nail  of 
the  right  index  finger  of  a four-year  old  girl 
was  observed  recently.  A study  of  the 
literature  revealed  that  although  subungual 
exostosis  is  described  in  orthopedic  as  well  as 
dermatologic  textbooks,  references  in  the 
journals  of  both  specialties  are  scanty  and, 
further,  that  its  rare  occurrence  on  a finger 
may  pose  perplexing  problems  of  differential 
diagnosis.  For  these  reasons  the  subject  is 
briefly  reviewed  here,  and  the  case  of  the 
four-year-old  patient  is  described. 

Clinical  manifestations 

Subungual  exostosis  is  a solitary,  benign 
tumor  that  occurs  almost  exclusively  in  the 
younger-age  groups.  It  begins  as  a small 
elevation  on  the  dorsal  surface  of  the  end- 
phalanx,  projecting  beyond  the  free  edge  of 
the  nail  plate.  The  tumor  commonly  is 
sessile,  rarely  pedunculated,  and,  as  a rule, 
firmly  attached  to  the  underlying  phalanx. 
The  surface  of  the  round  or  oval  growth  is 
smooth  and  of  normal  skin  color  or  slightly 


reddish.  Long-standing  pressure  or  trauma, 
however,  may  produce  keratoses  and  ulcera- 
tions. According  to  Coley,1  association 
with  pyogenic  granuloma  does  occur.  Pain 
on  palpation  and  pressure  is  a common 
symptom.  The  site  of  predilection  is  the 
inner  margin  of  the  end-phalanx  of  the  big 
toe.  The  terminal  phalanges  of  the  other 
toes  are  involved  less  frequently. 

Subungual  exostoses  on  the  fingers  are 
extremely  rare.  They  have  been  described 
at  this  site  by  Fontanel2  and,  according  to 
Heller,3  by  Velpeau  and  Genezik.  Mason,4 
reviewing  the  pertinent  literature,  asserted 
that  less  than  a dozen  authentic  cases  on  the 
hand  had  been  reported  and  that  in  most 
instances  the  index  finger  was  affected.  In 
the  more  recent  literature,  a case  of  Testa 
and  Mazzoleni5  deserves  mention,  although 
its  classification  within  the  group  of  sub- 
ungual exostosis  is  equivocal.  The  authors 
described  a bony  growth  on  the  tip  of  the 
left  little  finger  but  on  its  palmar  surface. 
The  nail  plate  was  not  affected  and  appeared 
normal,  although  the  nail  bed  was  slightly 
cyanotic. 

Pathogenesis 

The  causative  factor  or  factors  leading  to 
subungual  exostosis  are  still  under  discus- 
sion. Various  hypotheses  have  been  pro- 
posed. Some  students  of  the  subject  pre- 
fer to  group  the  tumor  among  the  traumatic 
exostoses;  others  consider  subungual  exos- 
tosis to  be  a teratologic  anomaly  and  as- 
cribe to  trauma  the  role  of  a nonessential, 
possibly  precipitating,  factor.  Mason4  ad- 
vanced the  opinion  that  some  of  the  sub- 
ungual exostoses  have  been  in  reality  super- 
numerary digits.  Lichtenstein6  considers 


FIGURE1.  (A)  Volar,  (B)  lateral,  and  (C)  dorsal  views  of  excrescence  on  dorsal  side  of  tip  of  right  index  fin- 
ger. A crown-shaped  crust  is  distinctly  visible  on  dorsal  inspection,  displacement  of  nail  plate  on  lateral 
inspection. 
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solitary  exostosis,  without  specifically  dis- 
cussing or  mentioning  the  location  under  a 
nail,  a forme  fruste  of  hereditary  multiple 
exostosis.  In  line  with  this  view,  in  his 
opinion,  is  the  fact  that  the  condition  mani- 
fests itself  most  often  in  adolescence  or 
childhood  and  occasionally  in  infancy. 

Diagnosis 

Subungual  exostosis  on  a finger  is  rare  and 
seldom  suspected.  The  growth  may  be 
confused  with  fibroma  of  the  nail  bed  or 
matrix,  epithelioma,  osteosarcoma,  pyogenic 
granuloma,  glomus  tumor,  and  subungual 
wart.  X-ray  films  taken  in  both  the  antero- 
posterior and  lateral  planes  establish  the 
diagnosis,  except  in  an  early  immature 
growth,  in  which  bone  structure  may  be 
absent. 

Treatment  consists  in  surgical  removal  of 
the  exostosis.  Excision  must  be  radical  to 
avoid  recurrence. 

Case  report 

The  patient  was  a four-year-old  white  girl 
of  Italian  extraction  whose  general  health 
was  unimpaired.  The  history  revealed  that 
she  used  to  bite  her  nails  and  that  at  some 
time  before  the  onset  of  her  present  ailment, 
a finger  or  fingers  of  the  right  hand  were 
caught  in  the  door  of  a car.  This  accident 
apparently  was  minor  and  did  not  leave  any 
lasting  impression  on  the  parents  or  the  child. 
Only  retrospectively,  on  questioning,  did 
the  parents  recall  this  fact,  but  they  were 
unable  to  identify  the  finger  or  fingers  in- 
jured. 

About  three  months  before  the  first  visit 
a slowly  growing  protuberance  was  noticed 
on  the  tip  of  the  right  index  finger.  Dis- 
comfort apparently  was  minor,  but  the 
affected  finger  was  held  in  a fixed  position, 
and  contact  with  any  object  was  cautiously 
avoided.  The  patient  was  an  only  child. 
Similar  conditions  had  not  been  observed  in 
any  other  member  of  the  family. 

The  examination  did  not  reveal  any  skin 
lesions  or  visible  deformities  of  the  skeletal 
system,  with  the  exception  of  the  anomaly 
on  the  patient’s  right  index  finger.  Also, 
the  nails  of  toes  and  fingers,  except  the 
plate  of  the  right  index  finger,  were  normal. 
On  the  dorsal  side  of  the  tip  of  the  right 
forefinger  there  was  a cherry  pit-sized, 


FIGURE  2.  Roentgenograms  of  tumor  in  both  an- 
terior-posterior and  lateral  planes  reveal  well-de- 
fined bony  protuberance  with  trabecular  structure 
and  extending  dorsally  and  distally  from  terminal 
phalanx. 


semiglobular  protuberance  on  the  surface 
of  which  three,  not  sharply  demarcated 
zones  could  be  distinguished:  a proximal 

smooth,  shiny,  almost  translucent  zone 
resembling  the  texture  of  the  nailbed;  an 
intermediate  narrow  zone  of  darker  tint 
resembling  the  texture  and  color  of  the  finger 
uncovered  by  the  nail  plate;  and  a distal 
zone  formed  by  a crown-shaped,  grayish- 
brown,  tightly  adhering  crust  (Fig.  1).  The 
tumor  was  immovable  and  tender  on  touch, 
but  cautious  palpation  revealed  its  solid, 
hard  consistency.  The  nail  plate  of  the 
right  forefinger  equaled  in  length  those  of 
the  other  fingers;  it  did  not  show  discolora- 
tion, deformities,  or  gross  changes  in  its 
structure.  However,  the  direction  of  its 
growth  was  altered:  The  tightly  adhering, 
dorsally  extending  protuberance  elevated  the 
distal  part  of  the  nail  plate  at  an  angle  of 
about  30  degrees.  There  were  no  signs  of 
lymphadenitis  or  lymphangitis. 

Roentgen-ray  examination  revealed  a 
well-defined  bony  protuberance  extending 
dorsally  and  distally  from  the  terminal 
phalanx  of  the  right  forefinger.  At  the  root 
of  the  protuberance  the  cortex  had  disap- 


2692  New  York  State  Journal  of  Medicine  / November  1,  1964 


FIGURE  3.  Sections  showing  trabecular  structure  of  tumor  and  preponderance  of  connective  tissue  and 
bone. 


peared.  The  trabecular  structure  of  the 
bone  marrow  extended  uninterruptedly  into 
the  excrescence  (Fig.  2). 

Histologic  examination  of  the  excised 
tumor  showed  adipose  and  fibrous  tissue 
within  an  anastomosing  network  of  mature 
bone,  blended  with  interlacing  bands  of 
cartilage  containing  a moderate  number  of 


chondrocytes.  No  signs  of  inflammation 
were  present  (Figs.  3 and  4). 

Comment 

The  course  and  physical  appearance  of  the 
subungual  exostosis  described  here  followed 
the  pattern  of  subungual  exostoses  as  they 
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FIGURE  4.  Sections  of  tumor  revealing  cartilage  predominantly. 


usually  occur  on  a big  toe;  its  location  on  a 
finger,  however,  renders  it  noteworthy 
inasmuch  as  less  than  a dozen  instances  at 
this  site  have  been  recorded.  This  case 
confirms  Mason’s4  statement  that  most  of 
the  manual  subungual  exostoses  are  ob- 
served on  a forefinger,  and  it  also  exemplifies 
the  generally  recognized  preponderance  of 
subungual  exostosis  in  the  younger-age 
groups. 

Although  as  a single  instance  this  case 
cannot  decisively  contribute  to  a settle- 
ment of  the  pathogenetic  question,  one 


cannot  help  speculating  on  the  possible 
relation  of  facts  and  findings  to  the  theories 
advanced.  The  appearance  of  a subungual 
exostosis  on  a forefinger  of  this  child  was 
preceded  by  nail-biting  and  an  accident. 
This  time  relation,  of  course,  does  not  estab- 
lish a causal  connection,  nor  can  it  disprove 
a pre-existing  teratologic  anomaly.  How- 
ever, the  high  incidence  of  subungual  exos- 
tosis in  the  younger-age  groups  and  its 
prevalence  on  a forefinger  or  big  toe  also 
appear  to  point  to  a traumatic  pathogenesis 
— the  two  digits  are  more  active  than  the 
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rest  and  therefore  are  more  exposed  to 
injury.  It  is  conceivable  that  even  minor 
trauma  affecting  the  epiphyseal  plate  may 
disrupt  the  continuity  of  this  zone  of  growth 
and  lead  to  a semi-independent  osteocarti- 
laginous excrescence. 

The  term  “subungual  exostosis”  seems  to 
be  sanctioned  by  usage,  although,  depending 
on  the  degree  of  maturity  and  stage  of 
evolution,  the  tumor  may  contain  fibrous 
tissue,  cartilage,  and/or  bone,  as  also  illus- 
trated in  this  case. 

Summary 

A case  of  subungual  exostosis  on  the  right 
index  finger  of  a four-year-old  girl  is  de- 
scribed. This  tumor,  commonly  found  on  a 
big  toe,  is  rare  on  a finger.  The  clinical 


Measles  vaccine  studied 
in  Eskimo  villages 


Measles  vaccines  administered  to  Eskimos 
in  Alaska  where  the  disease  is  a serious  problem 
produced  a response  similar  to  that  found  in 
other  populations,  according  to  a report  in  the 
Journal  of  the  American  Medical  Association. 

Reponse  to  measles  vaccine  among  Eskimos 
was  similar  to  responses  encountered  in  other 
populations,  in  spite  of  the  fact  that  clinical 
measles  is  apparently  more  dangerous  for 
Eskimos,  the  study  showed. 

The  severity  of  measles  varies  considerably 
in  different  areas  of  the  world.  Early  Arctic 
explorers  reported  devastating  measles  epidem- 
ics among  Eskimos  and  Northern  Indians. 
Today,  measles  remains  a serious  problem  in 
native  villages. 

To  determine  whether  reactions  to  measles 
vaccination  were  unusual  among  Alaskan 
Eskimos,  Indians,  and  Aleuts,  a series  of  studies 
was  begun  in  early  1963  by  the  Arctic  Health 
Research  Center  and  the  department  of  pre- 
ventive medicine,  University  of  Washington 
School  of  Medicine,  Seattle.  The  Eskimo 
villages  of  Chevak  and  Hooper  Bay,  located 
about  20  miles  apart  on  the  coast  of  the  Bering 


manifestations,  diagnosis,  and  various  path- 
ogenetic hypotheses  are  reviewed  briefly. 
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Sea,  were  selected  for  the  trials.  The  villages 
had  escaped  measles  epidemics  in  the  region  in 
1961  and  1962.  With  a few  exceptions,  all 
children  from  six  months  to  six  years  of  age 
participated.  In  Chevak,  live  vaccine  plus 
gamma  globulin  were  given  by  injections.  In 
Hooper  Bay,  one  double  dose  injection  of 
killed  vaccine  was  followed  in  six  weeks  by 
an  injection  of  live  vaccine.  Every  other  child 
received  an  inactive  injection  for  comparison 
purposes.  Examining  physicians  did  not  know 
which  product  a child  had  received. 

In  Chevak,  9 of  49  vaccinated  children,  or 
18  per  cent,  developed  a temperature  of  103  F. 
or  greater.  In  Hooper  Bay,  a temperature  over 
103  F.  occurred  in  1 of  46,  or  2 per  cent. 

Gamma  globulin  and  live  vaccine  can  be 
given  in  one  visit,  but  there  is  a risk  of  fever 
in  15  to  20  per  cent  a week  to  two  weeks  later. 
It  is  unlikely  that  trained  personnel  could  re- 
main in  villages  for  the  length  of  time  necessary 
for  the  reaction  phase  to  develop,  the  researchers 
pointed  out.  Hopefully,  they  added,  a safe 
and  effective  single  dose  vaccine  will  be  avail- 
able in  the  near  future. 

“At  present,  however,  the  relative  freedom 
from  reactions  after  a single  dose  of  killed 
vaccine  followed  in  several  months  by  live 
vaccine  merits  serious  consideration  for  use 
in  isolated  and  inaccessible  areas,”  the  authors 
concluded. 
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Complete  Heart  Block  and 
Sudden  Postoperative  Death 


T he  patient  with  complete  atrioventricu- 
lar  conduction  block  is  liable  at  any  time  to 
asystole  and  sudden  death.  Resuscitative 
efforts  promptly  applied  usually  are  ef- 
fective. Consequently,  despite  the  in- 
creased hazards  of  surgery  and  anesthesia, 
the  event  is  least  likely  to  terminate  fatally 
during  the  strict  moment-to-moment  super- 
vision provided  in  the  operating  or  recovery 
rooms.  The  following  case  reports  suggest 
the  advisability  of  prolonging  this  close 
supervision  beyond  the  immediate  post- 
anesthetic recovery  period. 

Case  reports 

Case  1.  An  eighty- year- old  male  was  ad- 
mitted to  the  hospital  for  repair  of  a right 
inguinal  hernia  which  had  become  incarcerated 
twice  previously,  the  last  time  three  days  before. 
He  gave  a history  suggestive  of  acute  rheumatic 
fever  at  age  twelve,  with  an  associated  heart 
murmur.  Except  for  glaucoma  diagnosed  eight 
years  previously  and  controlled  with  pilocarpine 
hydrochloride  eye  drops,  he  enjoyed  good  gen- 
eral health  until  about  age  seventy-five,  when 
he  experienced  the  first  of  several  syncopal 
episodes  then  ascribed  to  “minor  strokes”  but 
later  recognized  as  Stokes-Adams  seizures. 
At  age  seventy-seven  he  was  treated  for  con- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  June  1,  1964. 
Clinical  Anesthesia  Conferences  are  held  on  the  first  Monday 
of  each  month. 


gestive  heart  failure.  The  electrocardiogram  at 
that  time  showed  a complete  atrioventricular 
block  with  P waves  and  an  idioventricular 
rhythm  at  a rate  of  30  per  minute.  The  Stokes- 
Adams  attacks  continued  in  the  hospital 
despite  therapy  with  digitalis,  ephedrine,  atro- 
pine, and  isoproterenol  (Isuprel),  but  finally 
responded  to  a combination  of  digoxin  0.25  mg. 
twice  daily  and  isoproterenol  10  mg.  sublin- 
gually four  to  eight  times  daily. 

Physical  examination  revealed  a blood  pres- 
sure of  150  mm.  Hg  systolic  and  70  diastolic  and 
pulse  40  and  regular.  There  was  cardiomegaly 
with  an  apical  systolic  murmur,  minimal  basal 
rales  in  both  lung  fields,  hepatomegaly,  and 
right  inguinal  and  possibly  right  femoral 
hernia.  Hemoglobin  was  15.1  Gm.  per  100  ml. 
Urinalysis  was  normal  except  for  bacteria  and 
3 to  5 white  blood  cells  per  high-power  field 
on  microscopic  examination.  Cardiac  enlarge- 
ment was  confirmed  on  chest  x-ray  examination. 
The  electrocardiogram  now  showed  atrial 
fibrillation,  atrioventricular  block  and  right 
bundle  branch  block,  and  an  idioventricular 
pacemaker  with  a rate  of  approximately  37 
per  minute.  He  was  being  treated  with  digoxin, 
isoproterenol  sublingually,  oral  diuretics,  low- 
salt  diet,  and  pilocarpine  hydrochloride  eye 
drops. 

One  hour  before  arrival  in  the  anesthesia  room 
he  received  secobarbital  50  mg.,  atropine  0.5 
mg.,  and  digoxin  0.25  mg.  intramuscularly; 
isoproterenol  10  mg.  sublingually;  and  pilo- 
carpine hydrochloride  eye  drops.  Blood  pressure 
was  160  mm.  Hg  systolic  and  70  diastolic,  pulse 
rate  36  and  regular,  and  respiratory  rate  20 
per  minute.  Ephedrine  35  mg.  was  admin- 
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istered  intramuscularly,  then  spinal  anesthesia 
was  instituted  using  tetracaine  (Pontocaine) 
9 mg.  in  6 per  cent  dextrose  with  ephedrine 
0.2  mg.  added.  Sensory  anesthesia  to  the  ninth 
thoracic  segment  resulted.  Oxygen  was  ad- 
ministered by  face  mask,  and  electrocardio- 
graphic monitoring  was  maintained  throughout 
the  procedure.  There  was  an  initial  fall  in 
systolic  blood  pressure  to  100  mm.  Hg  which 
responded  satisfactorily  to  ephedrine  10  mg. 
intravenously;  the  pulse  rose  briefly  to  48  per 
minute  and  then  returned  to  36.  A right  fem- 
oral hernia  was  found  and  repaired.  He  re- 
mained in  the  recovery  room  for  two  horn's 
with  a blood  pressure  of  130  mm.  Hg  systolic 
and  50  diastolic,  pulse  50,  and  respiratory  rate 
20.  His  postoperative  course  was  satisfactory 
for  the  rest  of  the  day  and  night. 

At  6:00  a.m.  on  the  first  postoperative  day 
he  was  found  dead  in  bed.  No  autopsy 
was  performed. 

Case  2.  A seventy-six-year-old  woman  was 
admitted  to  the  hospital  with  a left  femoral 
hernia  which  had  been  incarcerated  for  eighteen 
hours.  She  was  known  to  have  arteriosclerotic 
heart  disease  with  aortic  stenosis.  She  had  had 
one  myocardial  infarct  and  several  episodes 
of  congestive  heart  failure  in  the  past.  She 
had  been  receiving  digitalis  and  oral  diuretics, 
but  these  were  discontinued  two  days  prior  to 
admission  because  of  toxic  manifestation  in  the 
electrocardiogram,  nausea,  and  vomiting. 

Physical  examination  revealed  an  acutely  ill 
woman  with  blood  pressure  of  110  mm.  Hg 
systolic  and  70  diastolic,  pulse  rate  varying  from 
46  to  68,  and  respiratory  rate  24.  The  heart 
was  enlarged  to  percussion  and  auscultation, 
and  there  were  bilateral  basal  rales  in  both 
lungs.  The  laboratory  reported  a hematocrit 
of  40;  fasting  blood  sugar  125,  blood  urea 
nitrogen  3,  sodium  130,  potassium  4.1,  chlorides 
97,  and  carbon  dioxide  44  mEq.  per  liter. 
Chest  x-ray  films  showed  left  ventricular  hyper- 
trophy with  a calcified  aorta.  The  electro- 
cardiogram revealed  third-degree  heart  block 
with  frequent  ventricular  premature  contrac- 
tions. 

After  several  hours  of  intravenous  fluid 
therapy  with  central  venous  pressure  monitor- 
ing, the  patient  received  atropine  0.3  mg. 
intramuscularly  for  preanesthetic  medication. 
Spinal  anesthesia  was  established  with  tetra- 
caine hydrochloride  6 mg.,  dextrose  90  mg., 
and  epinephrine  0.2  mg.,  resulting  in  sensory 
anesthesia  to  the  eighth  thoracic  segment. 
The  electrocardiogram  and  central  venous  pres- 
sure were  monitored  throughout  the  procedure, 
and  a cardiac  pacemaker  was  ready  for  im- 
mediate use.  Two  doses  of  ephedrine  25  mg. 
were  used  to  maintain  blood  pressure  at  normal 
levels  while  the  femoral  hernia  was  repaired. 
The  patient  withstood  the  operation  well  and 
arrived  in  the  recovery  room  with  a blood 
pressure  of  114  mm.  Hg  systolic  and  70  diastolic, 
and  pulse  58  per  minute.  She  remained  in  the 
recovery  room  for  twenty-four  hours  with  the 


pacemaker  at  her  bedside.  The  vital  signs 
remained  satisfactory. 

On  the  third  postoperative  day  the  patient 
was  found  dead  in  bed.  An  autopsy  was  not 
performed. 

Comment 

The  similarities  between  these  2 patients 
(advanced  age,  complete  heart  block,  in- 
carcerated femoral  hernia,  spinal  anesthesia, 
postoperative  death)  were  fortuitous.  While 
the  anesthetic  courses  themselves  were 
relatively  uneventful,  this  should  not  be 
misinterpreted  to  endorse  spinal  anesthesia 
as  the  exclusively  preferred  method  in 
Stokes- Adams  disease.  Successful  anes- 
thetic management  of  such  cases  depends 
not  on  the  agent  or  technic  selected  but  on 
the  skill  of  the  attending  anesthesiologist.1 
Any  well-considered  anesthetic  should  be 
readily  tolerated,  assuming  proper  adminis- 
tration and  gentle,  cautious  handling  to 
avoid  undue  cardiorespiratory  depression. 

Anatomically,  the  vagus  nerves  supply 
efferent  fibers  to  the  heart  which  terminate 
in  the  sinoauricular  and  atrioventricular 
nodes,  while  the  sympathetic  outflow  extends 
beyond  the  nodes  to  the  bundle  of  His  and 
the  ventricular  muscle  itself.  Once  com- 
plete heart  block  has  become  established  the 
ventricles  are  deprived  of  vagal  influence. 
Consequently,  the  administration  of  atropine 
is  singularly  unrewarding,  but  sympatho- 
mimetic drugs,  such  as  ephedrine  and  iso- 
proterenol, are  frequently  useful  adjuncts. 
Conversely,  extensive  blockade  of  the  sym- 
pathetic nervous  system  as  in  excessively 
high  levels  of  spinal  or  epidural  anesthesia 
can  result  in  total  denervation  of  the  heart, 
with  potentially  disastrous  outcome.  Simi- 
larly, deep  general  anesthesia  is  unduly 
hazardous. 

In  neither  case  presented  was  permission 
for  autopsy  obtained.  It  is  thus  presumptive 
but  not  conclusive  that  these  deaths  re- 
sulted from  primary  asystole  rather  than 
massive  coronary  occlusion.  As  a corollary 
to  this  presumption,  it  would  seem  that 
both  deaths  were  preventable.  An  electro- 
cardiographic monitor  combined  with  an 
automatic  pacemaker  would  have  provided 
for  immediate  resuscitation  as  soon  as 
cardiac  standstill  had  occurred.  Electrodes 
suitable  for  the  purpose  could  have  been 
applied  externally  to  the  skin2  or  intra- 
venously into  the  right  ventricle. 3 
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It  is  the  opinion  of  the  Committee  that 
surgical  patients  with  complete  heart  block, 
especially  those  with  a history  of  Stokes- 
Adams  seizures,  should  have  a cardiac 
monitor-pacemaker  attached  preoperatively 
and  maintained  for  at  least  five  days  post- 
operatively.  If  the  hospital  is  equipped  for 
routine  cardiac  catheterizations,  the  trans- 
venous intracardiac  electrode  is  perhaps 
preferable;  in  smaller  institutions,  the  ex- 


ternal electrodes  should  function  quite 
adequately. 
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Cholesterol  in  artery  disease 

A study  of  1,700  patients  with  hardening  of 
the  arteries  revealed  no  definite  correlation  be- 
tween the  level  of  cholesterol  in  the  blood  and 
the  nature  and  extent  of  their  disease,  a report 
in  the  Journal  of  the  American  Medical  Associa- 
tion discloses. 

Eight  out  of  10  patients,  or  78  per  cent,  had 
cholesterol  levels  within  the  normal  range  for 
Americans,  according  to  the  report.  The  val- 
ues for  patients  with  widespread  atheroscle- 
rotic disease  were  not  remarkably  different  from 
those  among  patients  whose  disease  was  more 
limited.  Furthermore,  there  was  no  marked 
difference  in  cholesterol  values  between  patients 
with  occlusive  disease  in  which  arteries  become 
blocked  and  those  with  aneurysmal  disease  in 
which  arteries  develop  bulges. 

The  study  group  in  Houston,  Texas,  included 
1,416  men  and  284  women,  ranging  in  age  from 
twenty  to  eighty-five.  Fifty-six  per  cent  had 
occlusive  diseases,  and  44  per  cent  had  aneurys- 
mal disease.  All  patients  required  surgery, 
and  in  this  sense  the  degree  of  atherosclerosis 
was  severe  in  all  cases,  it  was  pointed  out. 

Additional  cholesterol  determinations  were 
made  for  200  of  the  patients  for  comparison 
with  healthy  men  in  Finland,  Finnish  men 
with  coronary  artery  disease,  and  a group  of 
healthy  Minnesota  business  and  professional 


men.  Cholesterol  values  of  the  Houston 
patients  were  generally  higher  than  those  for 
the  healthy  Minnesotans,  but  were  lower  than 
those  in  the  Finnish  coronary  group,  and  not 
very  different  from  those  of  the  normal  Finns. 

“These  observations  support  the  judgment 
that,  at  best,  the  basal  cholesterol  level  in  an 
individual  patient  is  a valid  predictive  factor  as 
regards  the  presence  and  extent  of  athero- 
sclerotic disease  only  when  placed  in  relation 
to  other  and  perhaps  more  consequential  fac- 
tors,” the  authors  concluded. 

In  populations  relatively  free  of  athero- 
sclerotic disease,  blood  cholesterol  values  are 
usually  low  and  are  well  below  the  average 
values  found  among  Americans  who  have  “an 
alarming  degree”  of  atherosclerosis.  From 
these  studies  it  has  been  concluded  that  choles- 
terol level,  as  an  index  of  altered  fat  metabolism, 
may  be  related  to  the  incidence  of  the  disease 
in  various  populations.  Current  efforts  at 
reduction  and  control  of  blood  cholesterol  levels 
by  means  of  diet  or  drugs,  or  both,  are  based 
on  this  concept. 

However,  the  researchers,  said,  their  investi- 
gation suggested  that  studies  which  focus  on 
blood  cholesterol  levels  to  the  exclusion  of 
other  possible  determinants  of  hardening  of  the 
arteries  carry  “only  the  remote  likelihood  of 
contributing  additionally  or  significantly  to 
solution  of  the  problem”  of  the  causes  of  this 
disease. 
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Activities  of  the  Poison 
Control  Center  During  1963 


Nearly  20,000  poisoning  incidents  were 
reported  to  the  New  York  City  Poison  Con- 
trol Center  during  1963,  the  largest  number 
ever  reported.  This  does  not  mean  that 
there  actually  were  more  occurrences  than 
during  previous  years  but  that  there  were 
more  requests  for  services  and  more  impor- 
tantly that  reporting  of  incidents  has  im- 
proved markedly. 

The  number  of  cases  reported  by  place  of 
the  victim’s  residence  and  reporting  agency 
is  shown  in  Table  I. 

The  number  of  poisonings  reported  by 
etiologic  agent  and  place  of  occurrence  is 
shown  in  Table  II.  The  number  of  poison- 
ings reported  by  the  victim’s  age  and  type  of 
poisoning  is  shown  in  Table  III.  It  can  be 
seen  that  children  are  the  chief  victims. 
Nearly  60  per  cent  of  all  poisonings  at  all 


ages  occurred  in  children  under  five  years  of 
age. 

An  intensified  effort  was  made  during  the 
year  to  identify  cases  of  lead  poisoning  in  the 
asymptomatic  stage  and  to  refer  such  cases 
promptly  for  appropriate  therapy.  Preven- 
tion was  of  course  the  keynote,  and  an  in- 
tensive and  continuous  professional  and 
public  educational  program  was  carried  on 
in  this  direction.  It  is  heartening  to  relate 
that  this  program  apparently  was  successful. 
The  Department  of  Health  laboratories  re- 
ceived twice  as  many  requests  for  lead  blood 
determinations  than  during  any  previous 
year.  More  cases  of  lead  poisoning  were 
discovered  in  the  asymptomatic  stage  and 
treated  than  ever  before.  Again,  this  is  not 
due  to  an  actual  increase  in  the  number  of 
cases  but  to  improved  case-finding  technics 


TABLE  I.  Cases  of  poisoning  reported  in  1963  by  place  of  residence  and  reporting  agency 


Place  of 
Residence 

Hospital 

New 

York 

City 

Hospital 

Out-of- 

City 

Private 

Physi- 

cian 

New 

York 

City 

Private 

Physi- 

cian. 

Out-of- 

City 

Poison 

Control 

Center 

Police 

New 

York 

City 

Police 

Out-of- 

City 

Drug- 

gist 

Private 

Indi- 

vidual 

Other 

and 

Un- 

known 

Total 

Manhattan 

2,135 

4 

172 

10 

368 

3 

16 

658 

158 

3,524 

Bronx 

1,601 

4 

103 

2 

14 

0 

8 

764 

103 

2,599 

Brooklyn 

3,517 

9 

138 

3 

24 

0 

14 

1,747 

174 

5,626 

Queens 

1,677 

6 

141 

0 

18 

0 

22 

1,542 

34 

3,440 

Richmond 

206 

0 

38 

0 

1 

0 

2 

169 

11 

427 

New  York  State 

281 

365 

134 

299 

22 

2 

6 

10 

1,066 

35 

2,220 

New  Jersey 

57 

531 

40 

240 

1 

3 

7 

2 

239 

13 

1,133 

Other 

25 

44 

5 

16 

8 

2 

8 

1 

47 

4 

160 

Unknown 

105 

40 

33 

11 

8 

0 

0 

3 

23 

10 

235 

Totals 

9,604 

1,003 

804 

581 

39 

432 

24 

78 

6,255 

542 

19,364 
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TABLE  II.  Cases  of  poisoning  reported  in  1963  by  place  of  residence  and  agent 

Lead  Lead 

External  Internal  Roden-  Insec-  Disin-  Deter-  Sol-  Cos-  (Con-  (Pos-  Miscel- 

Medicine  Medicine  ticide  ticide  fectant  gent  Lye  Polish  Bleach  vents  metics  firmed)  sible)  laneous  Total 
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and  more  accurate  diagnosis.  The  number 
of  fatalities  from  lead  poisoning  was  the 
lowest  ever  reported  in  a single  year  in  New 
York  City.  It  is  worth  noting  that  because 
of  the  professional  educational  program, 
cases  are  being  reported  with  greater  fre- 
quency from  areas  which  previously  were 
presumably  free  of  lead  poisoning.  Lead 
poisoning  is  being  found  and  diagnosed  in 
direct  proportion  to  the  physician’s  index  of 
suspicion. 

Glue  sniffing  was  on  the  increase  during 
the  year,  chiefly  among  male  adolescents. 
Fortunately,  no  serious  organic  complica- 
tions were  observed  in  this  group.  How- 
ever, two  boys  lost  their  lives  as  a result  of 
this  practice  by  falling  off  a roof  while  in  a 
state  of  excitement.  Legislation  was  passed 
prohibiting  the  sale,  delivery,  and  giving 
away  to  individuals  under  the  age  of 
eighteen  years  any  glue  or  cement  com- 
monly known  as  plastic  cement,  household 
cement,  or  any  other  similar  substance  if 
such  glue  or  cement  contains  Toluol,  hexane, 
trichloroethylene,  methyl  ethyl  ketone,  Tri- 
chlorethane,  Isopropanol,  Methyl  Isobutyl 
Ketone,  Methyl  Cellosolve  Acetate,  cyclo- 
hexanone, or  any  other  substance  which  the 
commissioner  of  health  from  time  to  time 
determines  to  be  similar  to  such  solvents. 

For  the  past  few  months  there  has  been  a 
moderate  reduction  in  the  number  of  in- 
cidents of  glue  sniffing  reported  to  the  Poison 
Control  Center.  Another  epidemic  of  poi- 
soning incidents  occurred  as  a result  of 
“flubber”  which  is  composed  of  partially 
polymerized  butadiene  and  mineral  oil  in  the 
proportion  of  70  to  30.  The  product  is 
easily  molded  and  widely  used  by  children 
as  play  material.  A wave  of  dermatitis  was 
associated  with  its  use,  and  cases  were  re- 
ported from  many  parts  of  the  country. 
Because  of  the  wide  publicity  given  to  it  by 
our  Center  and  other  areas  the  product  was 
voluntarily  withdrawn  by  the  rubber  manu- 
facturers, and  the  epidemic  of  dermatitis 
was  promptly  eradicated. 

Since  prevention  is  the  ultimate  goal,  the 
chief  objective  was  prevention  through  edu- 
cation. Some  of  the  activities  carried  on  are 
worth  mentioning. 

Our  activities  were  based  chiefly  on  the 
assumption  that  accidents  are  preventable 
and  that  the  most  potent  factor  in  their 
prevention  is  education.  Therefore,  we  di- 
rected our  efforts  to  the  education  of  the 


profession  and  the  lay  public.  What  was 
done  specifically? 

Education  of  the  profession 

Talks  on  accident  prevention  were  given 
at  stated  meetings  of  the  pediatric  medical 
and  nursing  staffs  of  the  following  hospitals 
in  the  metropolitan  area:  St.  Clare’s; 

Jacobi;  Bellevue;  Maimonides;  Hac- 
kensack; St.  Vincent’s,  Bridgeport,  Con- 
necticut; Naval  Dispensary,  Brooklyn; 
Air  Force  Hospital;  Beekman-Downtown; 
Flower  and  Fifth  Avenue;  St.  Raphael, 
New  Haven,  Connecticut;  Seton  Hall  Col- 
lege of  Medicine;  New  York  University 
School  of  Medicine;  New  York  Medical 
College;  and  Columbia  University  Medical 
School.  At  the  undergraduate  level  talks  on 
accident  prevention  were  given  at  the  Albert 
Einstein  College  of  Medicine  to  second  year 
medical  students,  and  a seminar  is  given 
twice  monthly  to  groups  of  fourth  year 
medical  students. 

Postgraduate  education.  Talks  on  ac- 
cident prevention  were  given  at  the  Medical 
Society  of  the  County  of  Kings;  New  York 
Polyclinic  Hospital;  Greater  New  York 
Safety  Council;  Hunter  College;  at  the 
annual  meeting  of  the  city,  county,  and  dis- 
trict health  officer’s  conference;  and  at  the 
annual  meeting  of  the  Academy  of  Pediatrics 
at  the  Poison  Control  Center  Officer’s  As- 
sociation session.  A two-day  seminar  on 
Accident  Prevention  also  was  held  at  Colum- 
bia University  School  of  Public  Health  as 
part  of  the  continuing  education  program. 

Several  talks  on  accident  prevention  were 
given  as  part  of  an  inservice  training  pro- 
gram of  the  MCH  Services  of  the  Depart- 
ment of  Health. 

Education  of  the  public 

Talks  and  interviews  were  presented  on 
radio  and  television  programs,  such  as  the 
Barry  Farber  show,  stations  WE  VD,  WN  YC, 
CBS,  and  others.  Other  talks  and  an- 
nouncements on  accident  prevention  are 
made  periodically  throughout  the  year  on 
radio  and  television. 

It  has  been  reported  by  the  Bureau  of 
Health  Education  that  more  requests  are 
received  for  literature,  posters,  and  pam- 
phlets on  accident  prevention  following  each 
program  than  for  any  other  topic. 
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Other  accident  prevention  activities 

1.  Accident  prevention  activities  were 
included  as  an  integral  part  of  the  preservice 
training  course  of  physicians  working  in  the 
MCH  Services  of  the  City  of  New  York  De- 
partment of  Health,  at  an  indoctrination 
course  of  postgraduate  students  at  the 
Harvard  University  School  of  Public  Health, 
in  a lecture  at  Teachers  College,  Columbia 
University,  and  at  various  meetings  of  the 
supervising  physicians  of  the  City  of  New 
York  Department  of  Health  and  at  the 
Technical  Advisory  Committee  meetings  of 
the  Poison  Control  Center. 

Accident  prevention  also  was  a topic  of 
discussion  at  various  scheduled  monthly 
meetings  of  the  New  York  County  Medical 
Society  Special  Committee  on  Child  Wel- 
fare, and  specific  recommendations  were 
made  for  the  involvement  of  the  practicing 
physician. 

A report  was  presented  at  the  annual 
meeting  of  the  Medical  Society  of  the  State 
of  New  York  on  “A  Study  of  Accidents  Non- 
fatal  in  the  School-Age  Child.,, 

Guidance  was  provided  to  the  Ross  Labo- 
ratories which  was  considerably  helpful  in 
the  preparation  of  health  education  material 
on  accident  prevention. 

Health  education  material  including  post- 
ers, pamphlets,  and  brochures  were  dis- 
tributed to  health  department  and  hospital 
clinics.  These  are  displayed  prominently 
in  waiting  rooms  and  other  places  where 
they  will  be  seen  by  the  public. 

We  are  very  concerned  with  accidents  re- 
sulting from  fireworks.  We  were  instru- 
mental in  getting  the  Greater  New  York 
Hospital  Association  and  the  Department  of 
Hospitals  to  obtain  data  on  the  extent  and 
type  of  injuries  resulting  from  fireworks  and 
obtaining  the  city-wide  support  of  the  fire 
and  police  departments  on  the  control  of 
such  accidents. 

Articles  on  accident  prevention  were  pub- 
lished periodically  in  the  Long  Island  Daily 
Press  and  some  national  magazines.  Special 
attention  was  given  to  the  problem  of  lead 
poisoning  and  thus  received  wide  publicity 
in  the  Press.  The  Department  of  Health 
has  prepared  extensive  educational  material 
on  this  subject  in  English  and  Spanish  which 
is  being  distributed,  particularly  in  the  slum 
areas.  Because  of  the  professional  and  ex- 
tensive education  program  with  regard  to 


lead  poisoning,  the  case  fatality  rate  has 
dropped  from  25  per  cent  to  less  than  2 per 
cent  within  the  last  few  years. 

Many  more  cases  have  been  found  in  the 
asymptomatic  state  before  the  onset  of  any 
brain  damage,  and  these  are  appropriately 
and  promptly  referred  for  treatment.  The 
Health  Department  does  blood  lead  deter- 
minations for  hospitals  and  for  every  physi- 
cian in  the  City  who  may  request  such  tests. 

Poison  Prevention  Week 

During  Poison  Prevention  Week,  the 
Mayor  was  requested  to  issue  a proclamation 
in  the  same  manner  as  that  done  by  the 
President  of  the  United  States.  We  worked 
closely  with  the  Pharmaceutical  Society  and 
the  pharmacists  of  the  State  and  City  of 
New  York.  We  also  made  available  safety 
leaflets,  pamphlets,  and  statistical  material 
to  the  Pharmaceutical  Society  of  the  State 
of  New  York  for  possible  use  in  releases  to 
the  press  and  radio  and  television. 

Other  activities 

Articles  on  accident  prevention  were  re- 
viewed for  various  pediatric  journals,  and 
technical  information  from  the  manufacturer 
of  PAM  (pyridine  aldoximine  methiodine) 
was  reviewed  for  the  American  Medical  As- 
sociation. A national  study  by  means  of  a 
questionnaire  is  being  done  on  the  extent  of 
accident  prevention  activities  throughout 
the  states.  It  is  of  interest  that  every  state, 
except  Arizona,  Arkansas,  and  Kentucky, 
has  replied  to  the  questionnaire. 

An  article  on  accident  prevention  is  pub- 
lished periodically  in  the  New  York  State 
Journal  of  Medicine,  which  has  a wide  dis- 
tribution, since  requests  for  reprints  are 
being  received  from  all  parts  of  the  world. 
An  article  on  accident  prevention  was  also 
published  in  GP.  Numerous  requests  have 
been  received  for  this  article,  as  well  as  for 
that  on  nonfatal  accidents  in  school-age 
children.  Articles  relating  to  accident  pre- 
vention have  been  published  during  the 
year.1-18 

The  number  of  pamphlets,  brochures,  and 
posters  distributed  through  the  Bureau  of 
Health  Education,  Department  of  Health, 
run  into  the  tens  of  thousands.  Apparently 
it  is  bearing  some  fruit.  A mother  brought 
her  two-year-old  child  to  one  of  the  Depart- 
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ment  of  Health  Child  Health  Stations  stating 
that  she  believed  her  child  had  lead  poison- 
ing. When  the  child  had  a blood  level  de- 
termination, the  mother’s  diagnosis  was 
confirmed.  When  questioned  as  to  why  she 
had  made  this  diagnosis,  the  mother  replied 
that  she  had  just  listened  to  a program  on 
lead  poisoning. 
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State  gets  new  traffic  rules 

Important  new  traffic  regulations  are  in 
effect  as  of  October  1,  the  State  Motor  Vehicle 
Bureau  has  announced. 

New  York  State  law  will  now  conform  with 
the  Uniform  Vehicle  Code  Rules  of  the  Road, 
which  means  that  New  York  State  and  out-of- 
state  drivers  will  find  the  rules  the  same. 

Principal  changes  are:  Hand  signals  or 

directionals  must  be  used  on  all  turns  and  to 
change  lanes  whether  or  not  other  traffic  is 
affected  by  the  turn.  The  signal  must  be  given 
continually  for  at  least  100  feet  before  reaching 
the  turning  point.  Otherwise,  directional 
signals  must  be  used  only  to  indicate  intention 
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to  leave  a parked  position.  They  may  not  be 
flashed  on  a parked  or  disabled  vehicle,  or  as  a 
courtesy  or  pass  signal. 

(A  law  passed  in  1963  has  provided  for 
hazard  warning  light  signals  when  all  four 
directionals  flash  at  once  meaning  the  vehicle 
is  disabled.  All  new  cars  beginning  with  the 
1966  models  must  be  equipped  with  this  device.) 

Backing  a motor  vehicle  along  a superhigh- 
way is  strictly  forbidden.  This  is  designed  to 
stop  motorists  who  have  sped  past  their  turn- 
off from  backing  up  and  endangering  others. 

Yellow  lights  mean  a red  or  stop  signal  will 
follow  immediately.  Neither  vehicles  nor 
pedestrians  may  enter  an  intersection  when  a 
light  is  yellow,  unless  it  is  a blinking  yellow 
caution  light. 
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Since  cystic  fibrosis  of  the  pancreas 
affects  the  exocrine  glands  of  the  body  and 
inasmuch  as  the  salivary  glands  are  part  of 
this  organ  system,  investigations  of  the 
state  and  function  of  the  salivary  glands  in 
relation  to  this  generalized  disease  process 
have  seemed  very  pertinent.  More  specifi- 
cally, inasmuch  as  a review  of  the  literature 
revealed  no  sialographic  studies  of  patients 
with  cystic  fibrosis  of  the  pancreas,  such  an 
investigation  was  undertaken.  It  is  the 
purpose  of  this  report  to  describe  the  sialo- 

This  study  was  supported  in  part  by  a grant-in-aid  from 
the  National  Cystic  Fibrosis  Foundation,  New  York  City. 

* U.S.  Public  Health  Service  Student  Research  Fellow, 
1963. 


graphic  findings  in  the  parotid  glands  of  11 
patients  with  cystic  fibrosis  of  the  pancreas. 

Material  and  method 

The  11  subject  patients  ranged  in  age 
from  six  to  fifteen  years  and  included  7 
males  and  4 females.  All  were  studied 
employing  a routine  sialographic  technic, 
the  procedure  including  a dilation  of  Sten- 
sen’s  duct,  instillation  of  0.5  cc.  of  a radio- 
paque solution  (Ethiodol  in  5 patients  and 
Lipiodol  in  6),  followed  by  subsequent 
radiographic  studies  of  the  glands. 

All  patients  were  subjected  to  lateral 
oblique  and  posteroanterior  radiographic 
studies  immediately  after  the  radiopaque 
solution  had  been  instilled.  Of  these 
patients,  3 were  subjected  to  emptying  radio- 
graphs one  hour  following  instillation,  and 
6 were  subjected  to  emptying  radiographs 
twenty-four  hours  after  instillation. 

Comment 

On  the  basis  of  an  analysis  of  the  radio- 
graphic  findings,  it  was  concluded  that  the 
parotid  glands  of  patients  with  cystic  fibrosis 
of  the  pancreas  are  not  affected  to  such  a 
degree  as  to  be  detectable  by  the  sialographic 
technic  employed.  However,  it  can  be 
readily  appreciated  that  since  these  patients 
represented  a selected  group  because  they 
were  ambulatory,  it  is  possible  that  patients 
with  a more  severe  generalized  disease  state 
might  nevertheless  exhibit  detectable  glan- 
dular (parotid)  changes. 

630  West  168th  Street  (Dr.  Kutscher) 
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Excerpts  from  Diary  of  Ole  Doc— Delegate:  Part  I 


The  following  was  borrowed  without  either  the  formal  permission  or  the  knowledge 
of  the  author,  and  it  must  be  left  to  your  personal  ethical  sense  whether  this  action 
represents  an  extraordinary  degree  of  responsiblity  to  the  reader  or  an  untrust- 
worthy irresponsibility  to  a friend. 


Sunday  evening.  We  arrived  in  the  city 
last  night,  about  7:30  P.M.;  and  considering 
it  is  midwinter  and  we  elected  to  come  by  the 
shortest  route  through  the  mountains,  it  was  a 
good  trip.  We  hit  bare  pavement  after  the 
first  150  miles  and  did  the  whole  thing  in  seven 
hours.  Still,  it  must  be  admitted  that  after 
getting  settled  and  having  dinner,  there  was  no 
desire  “to  go  out  on  the  town,”  but  rather  a 
persistent  urge  to  explore  the  territory  of 
mattress  and  spring;  an  expedition  enhanced 
by  the  reassuring  thought  that  it  seemed  prob- 
able it  could  be  carried  out  without  interrup- 
tion or  diversionary  tactics,  since  the  distance 
was  great  enough  to  preclude  any  professional 
call,  and  at  our  age  any  local,  social  call  was 
most  unlikely. 

This  morning,  we  felt  different;  encouraged 
by  a beautiful  sunshiny  winter  day,  we  dropped 
into  the  hotel  theater  agency  and  had  no 
difficulty  obtaining  seats  for  the  matinee  per- 
formance of  Beyond  the  Fringe.  As  is  usual 
with  any  bumpkin  on  Broadway,  we  arrived 
well  before  the  rise  of  the  curtain  and  spent  the 
time  intervening  in  unabashed  eavesdropping 
on  our  neighbors.  We  heard  nothing  but 
repetitive  quotes  of  this  or  that  critic  and  smug 
remarks  about  how  our  society  deserved  and 
needed  the  satirical  flaying  of  our  mores, 
social  attitudes,  and  hypocritical  prudery. 
A consensus  of  the  remarks  and  conversations 
overheard  could  be  summarized  by  stating 
that  although  our  society  was  sadly  in  need 
of  the  honest  criticism  and  satirical  rapier 
thrusts  of  these  intellectual  Englishmen,  it  was 
unfortunate  that  only  our  own  learned  sophisti- 
cates appreciated  this  need  and  the  method 
used  to  do  it. 

Perhaps  this  conditioned  me  for  what  fol- 
lowed, because  association  of  ideas  can  be 
tricky  and  not  as  easily  understood  as  some 
may  think,  and  they  can  lead  to  surprising  con- 
clusions. So  it  happened  to  me:  The  opening 
scene  featured  a haltingly  mangled  rendition 
of  the  national  anthem  accompanied  by  much 
snickering  from  the  seated  audience,  and  as  I 
turned  to  look,  I was  suddenly  transported 
from  the  Golden  Theater. 

It  was  another  beautiful  but  summer  day 
along  the  shore  of  the  St.  Lawrence  River; 
it  was  1941  and  the  annual  patient  field  day  of 


the  State  Hospital,  a day  on  which  the  care- 
fully manicured  lawn  experienced  its  annual 
and  I assume  painful  desecration.  There  were 
strings  of  multicolored  pennants  swung  over- 
head, suspended  on  ropes  strung  from  tree  to 
tree;  some  1,500  temporary  chairs  extended 
around  half  the  roughly  circular  enclosure,  all 
occupied  by  patients  from  continued  treat- 
ment services,  huddled  together  as  if  by  some 
mutual  magnetic  force,  but  actually  controlled 
by  their  unobtrusive  shepherds,  . who  were 
interspersed  here  and  there  along  the  rows  of 
seats  but  presented  a solid  boundary  phalanx 
since  they  occupied  all  end  seats.  They  were 
identifiable  by  the  dark  blue  of  the  men,  the 
light  blue  of  the  attendants,  and  the  white  of  the 
graduate  and  the  variables  of  the  student 
nurses,  both  our  own  and  affiliates. 

The  enclosure  itself,  with  a white-on-green 
pattern  of  decoration  marking  the  racing  lanes 
and  the  areas  for  field  and  team  games,  was  in 
readiness  for  the  many  contests,  some  limited 
to  patients,  some  to  employes,  and  some  open 
to  both.  In  one  comer  there  was  a wooden 
platform  laid  over  the  lawn  and  garnished  with 
Japanese  lanterns;  it  gave  promise  of  the  dance 
to  come  later  in  the  evening.  A dance  may  well 
be  the  most  popular  diversion  at  a mental 
hospital,  particularly  for  the  “good”  patients: 
those  who  are  nearly  recovered  and  on  the 
brink  of  discharge  and  those  who  are  in  good 
contact,  trustworthy,  and  good  workers,  but 
who  have  developed  too  strong  a transference 
to  the  hospital  and  cannot  get  along  away  from 
it.  To  these  patients,  a dance  was  an  exercise 
demanding  planning  and  agility  so  they  might 
avail  themselves  of  the  most  attractive  em- 
ployes as  dancing  partners  while  avoiding  the 
employes  who  pushed  them  to  get  to  patients 
of  the  opposite  sex.  Of  course  the  dance  was 
equally  demanding  on  the  employes,  requiring 
tact  and  maneuverability  if  they  were  to  carry 
out  their  job  of  dancing  with  the  reluctant,  the 
withdrawn,  and  the  indifferent  patients.  How- 
ever, the  dance  was  in  the  future;  during  the 
afternoon  the  platform  was  occupied  by  a large 
and  an  excellent  military  band. 

It  must  be  remembered  that  this  summer  was 
a period  of  propaganda  from  many  directions, 
and  supposedly  it  was  a time  of  hectic  un- 
certainty, so  it  was  said,  for  us  common  people. 
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But  they  said  wrong;  we  were  not  uncertain, 
because  while 

- — our  own  leader  maintained  the  attitude 
assumed  during  the  recent  political  campaign 
of  hatred  of  war  and  a promise  that  his  plan 
of  friendly  neutrality  would  keep  us  out  of 
actual  conflict,  and 

- — the  leader  of  our  common-language  na- 
tion overseas  maintained  there  was  no  need  of 
America’s  manpower,  with  the  declaration, 
“Give  us  the  tools  and  we  can  finish  the  job,” 
apparently  accepting  as  true  the  presumed  anti- 
war sentiment  of  the  American  people  and  seek- 
ing the  lesser  cowardly  alternative  of  acqui- 
escence in  a program  of  material  help,  and 

— our  so-called  Liberals  were  demanding  that 
we  stop  dragging  our  feet  and  assume  our 
responsibility  to  save  western  civilization  and 
destroy  the  infamous  dictatorships:  a some- 

what peculiar  contradistinction  of  their  atti- 
tude of  just  a few  years  before,  when  they  were 
the  leaders  of  a pacifistic  campaign  that  saw  a 
majority  of  students  on  our  college  campuses 
signing  manifestoes  pledging  not  to  bear  arms 
regardless  of  the  provocation  and  not  even  if 
our  nation  was  invaded;  a period  during  which 
that  advertisement  appeared  in  many  maga- 
zines with  a national  circulation  that  deserves 
the  all-time  award  for  poor  taste,  picturing  as  it 
did  a disabled  veteran  sitting  in  his  wheel  chair 
and  graced  underneath  by  the  single  caption 
“Sucker,”  and 

— our  native  Communists  were  now  demand- 
ing an  immediate  declaration  of  war  against 
the  Axis.  Fairness  demands,  we  point  out  that 
never  was  the  difference  between  Liberal  and 
Communist  more  clearly  evidenced,  because  the 
Liberal  changed  from  his  antiwar  stand  re- 
gardless of  the  provocation  when  he  learned  the 
truth  of  the  concentration  camp  atrocities  and 
the  malign  purpose  of  the  Axis  became  obvious 
as  pledges  were  broken  and  agreements  dis- 
carded; the  Communist  maintained  a frenetic 
antiwar  campaign  without  regard  to  treaties 
ignored,  inhuman  persecutions,  public  state- 
ments of  world  conquest,  in  short  throughout 
the  period  of  the  disgraceful  pact  between  Rus- 
sia and  Germany,  and  changed  overnight  to 
the  diametrically  opposed  position  only  when 
Germany  invaded  Russia,  and 

— combinations  of  minority  groups  mouthed 
antiwar  propaganda  and  represented  such  di- 
verse groups  as  the  prejudiced  extremists  of 
the  Bund  and  the  professional  British  haters 
and  honest  and  sincere  isolationists  and  paci- 
fists, and 

— our  armed  forces  frantically  prepared  for 
war  while  trying  to  maintain  the  artifice  they 
were  solely  concerned  with  building  our  de- 
fense potential,  and 

— they  might  all  think  they  could  influence 
us  or  pride  themselves  they  understood  us,  the 
truth  was  that  we  the  people— call  us  the 
middle  roaders,  or  the  mass  with  an  average 
twelve-year-old  intelligence,  or  the  timid  gener- 
ation— whatever  they  called  us,  however  soft 
they  thought  us,  we  were  far  ahead  of  our 
leaders.  We  knew  war  was  inevitable  and  neces- 


sary; we  were  not  enthusiastic  about  the  prospect 
but  faced  it  as  something  we  knew  had  to  be 
done.  The  real  tragedy  of  that  period  was  the 
inability  of  our  civil  and  our  military  leaders  to 
realize  this  basic  feeling  and  resolve,  their 
refusal  to  trust  us  as  we  trusted  them,  their 
delusion  that  while  they  were  leading  us  into 
war  because  there  was  no  alternative,  they  had 
to  camouflage  their  actions  by  such  soothing 
pap  as,  “We  will  only  help  a little  with  ma- 
chines and  a few  experts.”  “There  will  be  no 
shooting  war  for  us.”  “We  are  only  preparing 
to  defend  ourselves.”  We  were  ready  to  take 
the  big  step  and  there  was  no  need  to  demean 
us  by  bringing  us  face  to  face  with  our  destiny 
through  any  such  contrived  and  sidling  ap- 
proach. 

So  it  was  that  even  the  North  Country  that 
summer  found  military  camps  teeming  with 
called-up  reserves  and  militia,  and  this  ac- 
counted for  the  presence  of  such  a fine  musical 
organization  at  a remote  State  hospital  field  day. 
To  me  fell  the  task  of  entertaining  the  officer  in 
charge,  and  he  was  intrigued  by  the  rather  pat- 
ent indifference  of  the  some  1,500  patients 
from  the  continued  treatment  services;  most 
of  them,  as  usual,  were  enthralled  in  the  un- 
known of  their  own  introspective  dream  worlds 
and  were  impervious  to  what  went  on  about 
them.  In  the  flush  of  youthful  enthusiasm 
and  patriotic  fervor,  he  turned  to  me  suddenly 
and  said,  “Just  you  wait.  We  plan  to  play  the 
national  anthem  for  our  last  number,  and  when 
this  band  swings  into  the  ‘Star  Spangled 
Banner,’  this  will  break  through  their  wall  of 
indifference,  stimulate  past  memories  of  child- 
hood, and  suddenly  suffuse  them  with  a sudden 
if  transient  realization  of  something  outside 
ourselves  more  important  and  more  deserving 
of  our  attention  than  our  inner  selves.”  This 
simple  and  beautifully  expressed  confidence  in 
the  strength  of  a fundamental  and  admirable 
emotion  stirred  me  and,  I must  admit,  fostered 
the  hope  he  would  not  suffer  disappointment; 
but  although  my  heart  hoped,  my  clinical 
sense  made  me  realize  it  was  most  improbable. 

I am  not  ashamed  nor  do  I apologize  when  I 
admit  freely  that  although  I was  prepared  for 
the  final  number  on  the  program,  when  it  came 
it  produced  that  inner  thrill  most  of  us  have 
experienced  but  find  impossible  to  describe; 
but  with  it  was  sympathy  for  the  disappoint- 
ment of  my  companion  when  some  1,500  demen- 
tia praecox  patients  sat  unmoved  and  un- 
aware of  the  pulse-quickening  emotion  that 
brought  the  rest  of  us  proudly  to  our  feet. 

I had  not  thought  of  this  episode  for  years 
until  by  some  quirk  of  association  of  ideas  it 
came  flooding  my  memory  and  engaging  my  at- 
tention this  Sunday  afternoon  at  the  theater; 
and  with  it  came  the  crystallization  of  a previous 
vague  but  now  suddenly  clear  idea  of  the  very 
close  relationship  between  sophistication  and 
schizophemia. 

WRC 

N.  B.  Answer  to  puzzle  in  October  1 Billsbord 
is  “Sterile  Technic.” 
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Sidney  J.  Appel,  M.D.,  of  Rockville  Centre, 
died  on  September  6 at  Hempstead  General 
Hospital  at  the  age  of  fifty-six.  Dr.  Appel 
received  his  medical  degree  from  the  Uni- 
versity of  Bern  in  1933.  He  was  an  associate 
attending  pediatrician  in  allergy  at  Bronx 
Municipal  Hospital  and  a clinical  assistant 
attending  pediatrician  in  allergy  at  The  Mount 
Sinai  Hospital.  An  assistant  clinical  professor 
of  pediatric  allergy  at  Albert  Einstein  College 
of  Medicine,  Dr.  Appel  was  a Fellow  of  the 
American  College  of  Allergists  and  a member  of 
the  New  York  Allergy  Society,  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  A.  Birmingham,  M.D.,  of  Water- 
vliet,  retired,  died  on  June  8 at  the  age  of 
seventy-one.  Dr.  Birmingham  graduated  in 
1919  from  Queens  University  Faculty  of  Medi- 
cine, Kingston,  Ontario.  Until  1963  he  had 
served  for  forty  years  as  health  officer  for  the 
City  of  Watervliet. 

Sol  Brandwein,  M.D.,  of  Brooklyn,  died  on 
June  22  at  the  age  of  sixty-one.  Dr.  Brand- 
wein graduated  in  1929  from  Long  Island 
College  Hospital  Medical  School.  He  was  an 
assistant  attending  physician  in  tuberculosis 
at  Kings  County  Hospital  Center  and  an  adjunct 
in  cardiology  at  Beth-El  Hospital  and  Beth-El 
Hospital  Outpatient  Department.  Dr.  Brand- 
wein was  a member  of  the  American  Thoracic 
Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Le  Grand  Augustus  Damon,  M.D.,  of 

Dansville,  died  on  May  8 at  the  age  of  seventy- 
three.  Dr.  Damon  graduated  in  1912  from  the 
University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  Livingston  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

David  Davidson,  M.D.,  of  New  York  City, 
died  on  September  4 in  University  Hospital  at 
the  age  of  eighty-one.  Dr.  Davidson  graduated 
in  1903  from  New  York  University  and  Bellevue 
Hospital  Medical  College. 

Herbert  G.  Dittmer,  M.D.,  of  Jamesport, 
retired,  died  on  September  9 at  the  age  of  sixty- 
three.  Dr.  Dittmer  graduated  in  1925  from 


New  York  University  and  Bellevue  Hospital 
Medical  College. 

Harold  William  Draffen,  M.D.,  of  Jamaica, 
died  on  June  20  at  the  age  of  sixty-seven.  Dr. 
Draffen  graduated  in  1923  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  surgeon  at 
Queens  Hospital  Center  and  Mary  Immaculate 
Hospital.  Dr.  Draffen  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  Queensboro  Surgical  Society,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Irma  Gross  Drooz,  M.D.,  of  New  York  City, 
died  on  September  11  at  the  age  of  fifty.  Dr. 
Drooz  graduated  in  1942  from  New  York  Uni- 
versity College  of  Medicine.  She  was  a Diplo- 
mate  of  the  American  Board  of  Psychiatry  and 
Neurology  and  a Fellow  of  the  American 
Psychiatric  Association. 

Herbert  Gordon,  M.D.,  of  Arverne,  died  on 
August  28  at  the  age  of  sixty-seven.  Dr. 
Gordon  graduated  in  1922  from  the  University  of 
Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  an  attending 
surgeon  and  director  of  gynecology  at  Peninsula 
General  Hospital.  Dr.  Gordon  was  a member 
of  the  American  Academy  of  General  Practice, 
the  American  Geriatrics  Society,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Rudolph  Grunfeld,  M.D.,  of  Brooklyn,  died 
on  May  23  at  the  age  of  sixty-nine.  Dr. 
Grunfeld  received  his  medical  degree  from  the 
University  of  Prague  in  1921.  He  was  an 
assistant  attending  ophthalmologic  surgeon 
at  Brooklyn  Eye  and  Ear  Hospital.  Dr. 
Grunfeld  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Brooklyn  Ophthalmological 
Society,  the  New  York  Society  for  Clinical  Oph- 
thalmology, the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frederick  Raymond  Hanson,  M.D.,  of  New 

York  City,  died  on  July  4 while  vacationing  in 
St.  Martin,  Netherlands,  Antilles,  at  the  age 
of  fifty-five.  Dr.  Hanson  graduated  in  1936 
from  the  University  of  Nebraska  College  of 
Medicine.  He  was  a member  of  the  New  York 
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County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Delavan  Van  Horn  Holman,  M.D.,  of  New 

York  City,  died  on  July  16  while  vacationing 
in  England,  at  the  age  of  fifty-nine.  Dr.  Hol- 
man graduated  in  1930  from  the  University  of 
Iowa  Medical  Department.  He  was  medical 
director  of  the  American  International  In- 
surance Groups  and  an  assistant  attending 
physician  in  industrial  medicine  at  University 
Hospital.  Dr.  Holman  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Le  Roy  Hutton,  M.D.,  of  New  York 
City,  retired,  died  on  September  23  at  the  age 
of  eighty-three.  Dr.  Hutton  graduated  in 
1905  from  Cornell  University  Medical  College. 
He  was  a consulting  physician  at  Lincoln 
Hospital.  During  World  Wars  I and  II  he  had 
served  on  the  Selective  Service  Boards  as  a 
medical  examiner.  Dr.  Hutton  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medi- 
cine, a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Theodore  Kaplan,  M.D.,  of  New  York  City, 
died  on  September  22  at  the  age  of  sixty-two. 
Dr.  Kaplan  graduated  in  1925  from  Long  Island 
College  Hospital  Medical  School.  In  1963  he 
retired  as  staff  physician  for  The  New  York 
Journal- American.  Dr.  Kaplan  was  a Fellow 
of  the  American  College  of  Cardiology,  a Fellow 
of  the  American  College  of  Angiology,  and  a 
member  of  the  Association  of  Military  Surgeons 
of  the  United  States,  the  Industrial  Medical 
Association,  the  American  Geriatrics  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Low,  M.D.,  of  Kew  Gardens,  died  on 
May  3 at  the  age  of  eighty-eight.  Dr.  Low 
received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1900. 

Herbert  William  Mackowski,  M.D.,  of 

Rochester,  died  on  July  14  at  his  home  at  the 
age  of  fifty-six.  Dr.  Mackowski  graduated  in 
1933  from  Jefferson  Medical  College  of  Phila- 
delphia. He  was  an  attending  physician  at 
Monroe  County  Infirmary.  Dr.  Mackowski 
was  a member  of  the  Rochester  Pathological 
Society. 


Abraham  Mandelberg,  M.D.,  of  Brooklyn, 
died  on  September  24  at  Maimonides  Hospital 
of  Brooklyn  at  the  age  of  sixty-four.  Dr. 
Mandelberg  graduated  in  1921  from  Long 
Island  College  Hospital  Medical  School.  He 
was  an  attending  surgeon  at  Maimonides 
Hospital  of  Brooklyn  and  a consulting  surgeon 
at  Coney  Island  Hospital.  Dr.  Mandelberg, 
a Fellow  of  the  American  College  of  Surgeons, 
was  an  assistant  clinical  professor  of  surgery 
at  Downstate  Medical  Center  and  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Messing,  M.D.,  of  Brooklyn,  died  on 
April  24  at  the  age  of  seventy-four.  Dr. 
Messing  received  his  medical  degree  from  the 
University  of  Vienna  in  1913.  He  was  an  as- 
sistant attending  physician  at  Coney  Island 
Hospital.  Dr.  Messing  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

J.  Robert  Morrow,  M.D.,  of  Geneva,  died 
on  May  28  at  his  home  at  the  age  of  forty-seven. 
Dr.  Morrow  graduated  in  1943  from  the  Uni- 
versity of  Buffalo  School  of  Medicine  and  in 
1947  received  his  master’s  degree  in  surgery 
from  the  Mayo  Clinic,  Rochester,  Minnesota. 
He  was  an  attending  surgeon  at  Buffalo  General 
and  Geneva  General  Hospitals.  Dr.  Morrow 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  Association  of 
Military  Surgeons  of  the  United  States,  the 
Geneva  Academy  of  Medicine,  the  Ontario 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Robert  Thornton  Pericval,  M.D.,  of  Brook- 
lyn, died  on  September  14  at  the  age  of  sixty. 
Dr.  Percival  graduated  in  1930  from  Queens 
University  Faculty  of  Medicine,  Kingston, 
Ontario.  He  was  an  attending  surgeon  at 
Cumberland  Hospital  and  an  associate  attend- 
ing orthopedic  surgeon  at  Brooklyn  and  Long 
Island  College  Hospitals  and  the  Lutheran 
Medical  Center.  Dr.  Percival  was  a Diplomate 
of  the  American  Board  of  Orthopedic  Surgery, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Howard  James  Raymond,  M.D.,  of  Endwell, 
died  on  July  12  at  his  home  at  the  age  of  fifty- 
one.  Dr.  Raymond  graduated  in  1939  from 
Syracuse  University  College  of  Medicine.  He 
was  an  attending  physician  at  the  Charles  S. 
Wilson  Memorial  Hospital.  Dr.  Raymond  was 
a member  of  the  Broome  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Logan  Holt  Roots,  Sr.,  M.D.,  of  New  York 
City,  died  on  August  14  at  the  age  of  fifty-nine. 
Dr.  Roots  graduated  in  1930  from  Harvard 
Medical  School.  He  was  a member  of  the 
New  York  Society  of  Tropical  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Leonard  Silberstein,  M.D.,  of 

Brooklyn  and  New  York  City,  died  on  June  20 
at  the  age  of  fifty-three.  Dr.  Silberstein 
graduated  in  1936  from  the  University  of 
Arkansas  School  of  Medicine. 

Alexander  Albert  Stone,  M.D.,  of  Flushing, 
died  on  May  11  at  the  age  of  seventy-six.  Dr. 
Stone  graduated  in  1925  from  Harvard  Medical 
School.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

S.  Zachary  Vogel,  M.D.,  of  Woodhaven,  died 
on  May  14  at  the  age  of  sixty.  Dr.  Vogel 
graduated  in  1928  from  the  University  of 
Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  an  assistant 
attending  proctologic  surgeon  at  Mary  Immac- 
ulate Hospital  and  Queens  Hospital  Medical 
Center  Outpatient  Department.  Dr.  Vogel 
was  a member  of  the  American  Proctologic 
Society,  the  New  York  Society  of  Colon  and 
Rectal  Surgeons,  the  Queensboro  Surgical  So- 


Defect found  among  Amish 


The  excellent  genealogic  records  of  the  Old 
Order  Amish  have  helped  medical  scientists 
discover  a possible  genetic  basis  for  an  anatomic 
malformation,  which,  although  rare,  can  prove 
fatal. 

The  defect  occurred  in  two  pairs  of  sisters 
bom  to  Amish  parents  living  in  Lancaster 
County,  Pennsylvania,  and  in  western  New 
York  State,  according  to  a report  in  the  Journal 
of  the  American  Medical  Association. 

The  genealogy  of  the  two  families  revealed 
that  all  four  parents  descended  from  Christopher 
Beiler,  born  about  1727,  and  his  wife,  Barbara 
Yoder,  suggesting  that  a gene  responsible  for 
the  defect  was  carried  by  Beiler  or  his  wife. 

The  defect,  hydrometrocolpos,  is  an  abnormal 
wall  within  the  vagina  preventing  drainage  of  a 
watery  fluid  which  collects  in  most  newborns. 
The  amount  of  fluid  which  accumulates  may  vary 


ciety,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Anna  Irene  Von  Sholly,  M.D.,  of  Flushing, 
died  on  September  17  at  the  New  York  In- 
firmary at  the  age  of  eighty-six.  Dr.  Von 
Sholly  graduated  in  1902  from  Cornell  Uni- 
versity Medical  College.  She  was  a consulting 
physician  at  Bellevue  Hospital.  During  World 
War  I she  served  as  a doctor  with  the  French 
Army  at  a frontline  hospital  in  the  Chateau 
Ognon  at  Senlis  near  Paris  and  was  awarded 
the  Croix  de  Guerre.  In  1911  she  was  named 
a clinical  assistant  physician  in  neuropa- 
thology at  New  York  Post-Graduate  Medical 
School  and  Hospital;  she  served  as  a bacteriolo- 
gist for  the  New  York  City  Board  of  Health 
from  1905  to  1907  and  from  1911  to  1934. 
Dr.  Von  Sholly  was  a member  of  the  New  York 
Academy  of  Medicine,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Mary  Dunne  Walsh,  M.D.,  of  New  York  City, 
died  on  May  3 at  the  age  of  seventy-one.  Dr. 
Walsh  graduated  in  1921  from  Johns  Hopkins 
University  School  of  Medicine.  She  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


from  a degree  which  renders  an  infant  critically 
ill  and  in  danger  of  dying  unless  treated  surgi- 
cally to  that  which  remains  undetected  until 
adolescence.  The  condition  is  usually 
diagnosed  in  the  newborn  period  because  of  the 
abdominal  swelling  which  causes  difficulty  in 
breathing  and  obstructs  other  vital  processes. 

The  common  ancestry  is  evidence  that  at 
least  one  form  of  this  condition  is  inherited  as  a 
recessive  trait.  The  parents  of  one  set  of  af- 
fected daughters  are  fourth  cousins,  the  parents 
of  the  other  girls  are  second  cousins,  and  the 
relationship  between  the  children  is  sixth  cousins 
once  removed.  The  Amish  population  of  more 
than  40,000  is  divided  into  many  small  in- 
breeding  groups,  each  with  a high  rate  of 
consanguinity. 

Other  disorders  previously  discovered  to 
occur  with  a high  rate  of  frequency  among  the 
Amish  in  Pennsylvania,  Ohio,  or  Indiana  com- 
munities include  forms  of  dwarfism,  muscular 
dystrophy,  and  anemia,  as  well  as  phenylke- 
tonuria. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Lymphography  in  Female  Genital  Cancer. 

Sound,  color,  16  mm.,  sixteen  minutes. 

This  film  depicts  the  new  technic  if  making 
pelvic  lymphograms  and  discusses  at  some 
length  their  value  in  diagnosis  and  in  identifying 
the  lymph  glands  with  chlorophyll  so  that  the 
surgeon  is  thereby  enabled  to  find  the  nodes  far 
better  than  otherwise.  Lymphography  is  the 
radiographic  demonstration  of  lymph  vessels 
and  nodes  after  intralymphatic  injection  of 
radiopaque  material.  The  technic  is  of  value 
in  preoperative  study  of  the  lymphatics  in  pa- 
tients with  genital  cancer.  Obstruction  to 
normal  flow  or  marginal  filling  defects  in  nodes 
frequently  indicates  involvement  of  lymphatics 
by  cancer.  Coloration  of  the  radiopaque  ma- 
terial with  green  chlorophyll  enables  the 
surgeon  to  visualize  lymphatics  directly  at  the 
time  of  lymphadenectomy.  This  picture 
demonstrates  the  technic  of  lymphography  and 
its  value  in  the  study  and  surgical  treatment  of 
a patient  with  vulvar  carcinoma.  A typical 
case  is  presented,  the  technic  is  shown,  and 
coloration  of  pelvic  lymphatics  is  illustrated  at 
the  time  of  lymphadenectomy.  This  is  a 
workman-like  film  with  no  incorrect  concepts  or 
any  that  are  seriously  out  of  line.  It  is  excellent 
and  does  depict  the  technics  of  this  new  lymph 
node  visualization.  The  film  is  recommended 
for  gynecologists,  obstetricians,  and  residents. 

Source  and  Producer:  Eaton  Laboratories, 

Norwich,  New  York. 

The  Obsessive-Compulsive  Neurosis. 

Sound,  16  mm.,  twenty-eight  minutes. 

Most  children  go  through  phases  when  they 
insist  on  stepping  on  every  sidewalk  crack  or  on 
touching  every  lamppost.  But  what  about 
adults  who  “must”  wash  their  hands  every 
ten  minutes  or  so,  or  who  “simply  can’t”  work 
unless  they  go  through  a routine  of  arranging 
objects  on  their  desks?  Like  the  child,  the 
neurotic  adult  has  his  reasons  for  performing 
his  ritual  acts:  something  terrible  will  happen 
to  him  if  he  does  not  carry  them  out.  Unlike 
the  child,  the  compulsive  adult  does  not  out- 
grow the  pattern.  Even  when  he  knows  his 
ritual  is  meaningless,  he  is  unable  to  control 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman ; 
Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,M.D.,  Albany,  Advisor. 


himself.  The  middle-aged  man  in  this  film 
was  unable  to  keep  a job  for  five  years  before  the 
film  shows  him  in  treatment  for  his  obsessive- 
compulsive  condition.  Yet  he  was  well  edu- 
cated and  had  a good  intellect.  This  patient’s 
feelings  about  his  symptoms  and  his  progress  in 
therapy  are  depicted  effectively  in  this  film. 
Karl  Stern,  M.D.,  chief  of  psychiatry,  St. 
Mary’s  Hospital,  Montreal,  describes  the  na- 
ture of  this  conditon  and  the  methods  used  to 
help  this  patient  toward  recovery. 

This  film  would  be  most  useful  to  students  of 
psychology  and  sociology  (graduate  and  un- 
dergraduate) ; medical  students  and  psychiatric 
residents;  psychiatric  nurses  and  aides;  staffs 
of  mental  hospitals,  clinics,  psychiatric  services 
in  general  hospitals,  and  community  mental 
health  centers;  social  work  students;  physi- 
cians in  general  practice;  public  health  nurses; 
clergymen  and  theological  students  (as  part  of 
their  mental  health  training) ; and  citizen 
groups  interested  in  mental  health. 

“The  Obsessive-Compulsive  Neurosis”  is  one 
of  four  films  in  the  Disordered  Mind  Series.  The 
other  three  titles  are:  “Psychosomatic  Con- 

ditions— Obesity,”  “The  Compulsive  Car  Thief,” 
and  “A  Paranoid-Schizophrenic.” 

Source:  National  Association  for  Mental 

Health,  Film  Library,  267  West  25th  Street, 
New  York,  City.  Producer:  Robert  Anderson 
Assoc.,  Ltd.,  Canada. 

Psychosomatic  Conditions — Obesity.  Sound, 
16  mm.,  twenty-eight  minutes. 

The  thirteen-year-old  girl  in  this  film  is  un- 
happy because  she  is  fat.  She  is  fat  because 
eating  helps  to  relieve  her  feelings  of  frustration 
over  the  lack  of  communication  between  her- 
self and  her  mother.  In  this  case,  the  girl’s 
parents  also  receive  treatment,  and  after  sev- 
eral months,  the  family  is  brought  to  an 
awareness  of  the  relationship  between  the  girl’s 
unmet  emotional  needs  and  her  overeating. 
They  also  learn  to  communicate  more  effectively 
with  each  other.  V.  Rakoff,  M.D.,  is  the 
psychiatrist  who  treats  the  girl  and  her  family. 
The  discussant  is  Henry  Kravitz,  M.D.,  As- 
sociate Chief  of  Psychiatry,  Jewish  General 
Hospital,  Montreal,  Canada. 

This  film  would  be  most  useful  to  students  of 
psychology  and  sociology  (graduate  and  under- 
graduate) ; medical  students  and  psychiatric 
residents;  psychiatric  nurses  and  aides;  staffs 

continued  on  page  2712 
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Your  State  Society  Malpractice  Insurance  Program 

gives  you 

STABILITY . . . 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  over  forty 
years. 

SUPERVISION  . . . 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 

SERVICE . . . 

by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig, 

Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
MUrray  Hill  4-3211 

Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories) 2599 

Antacids 

Krem  (Neisler  Laboratories,  Inc.) 2622-2623 

Antiasthmatics 

Isuprel  (Winthrop  Laboratories) 2603 

Antibiotics 

Tao  (J.  B.  Roerig  & Company) 2616-2617 

Terramycin  (Pfizer  Laboratories) 2626-2627-2628-2629 

Antibiotics — topical 

Furacin  (Eaton  Laboratories) 2619 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 2611 

Antihypertensive  diuretics 

Hydromox  (Lederle  Laboratories,  Div.  Amer. 

Cyanamid  Co.) 2600-2601 

Antitussives 

Emprazil  (Burroughs  Wellcome  & Company,  Inc.).  2605 


Antivertigo 

Antivert  (A.  H.  Robins  Company,  Inc.) 2625 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 


Diagnostic  aids 

Hemacombistix  (Ames  Company,  Inc.) 3rd  cover 

Tine  Test  (Lederle  Laboratories,  Div.  Amer. 

Cyanamid  Co.) 2716 

Foods 

Corn  Oil  Margarine  (J.  H.  Filbert,  Inc.) 2615 

Fleischmann’s  Corn  Oil  Margarine  (Standard 

Brands,  Inc.) 2638 

Hormones 

Enovid  (G.  D.  Searle  & Company) 2637 

Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 2624 

Nasal  decongestants 

Dimetapp  (A.  H.  Robins  Company,  Inc.) 2621 

Radiation  therapy 

Radium-Radon  (Radium  Chemical  Company) 2713 

Respiratory  liquifacients 

lodo-Niacin  (Cole  Chemical  Company) 2609 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  Laboratories) 4th  cover 

Tranquilizers 

Meprobamate  (West-Ward,  Inc.) 2624 

Vaginal  douches 

Irrigol  (Alkalol  Company) 2713 

Vaginal  hygiene 

Delfen  (Ortho  Pharmaceutical  Corp.) 2613 
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of  mental  hospitals,  clinics,  psychiatric  services 
in  general  hospitals,  and  community  mental 
health  centers;  social  work  students;  physi- 
cians in  general  practice;  public  health  nurses; 
clergymen  and  theological  students  (as  part  of 
their  mental  health  training) ; and  citizen  groups 
interested  in  mental  health. 

“Psychosomatic  Conditions — Obesity”  is  one 
of  four  films  in  the  Disordered  Mind  Series. 
The  other  three  titles  are:  ‘ ‘The  Compulsive  Car 
Thief,”  “A  Paranoid-Schizophrenic,”  and 
“The  Obsessive-Compulsive  Neurosis.” 

Source:  National  Association  for  Mental 

Health,  Film  Library,  267  West  25th  Street, 
New  York  City.  Producer:  Robert  Anderson 
Assoc.,  Ltd.,  Canada. 

The  Compulsive  Car  Thief.  Sound,  16  mm., 
twenty-eight  minutes. 

This  young  man,  only  twenty-one  years  old 
at  the  time  of  the  filmed  interviews,  is  now  serv- 
ing a sentence  in  a penitentiary.  Ever  since  he 
was  ten  years  old  he  has  been  stealing  cars. 
He  does  so  on  impulse,  makes  no  criminal  use 
of  the  cars,  and  generally  returns  them.  What 
is  even  more  interesting  is  that  he  has  been 
getting  caught  after  all  those  thefts,  yet  punish- 
ment seems  to  make  no  impression  on  him. 
In  other  ways,  the  lad  seems  perfectly  normal; 
he  is  attractive  and  intelligent,  with  many 
friends.  This  apparently  psychopathic  be- 
havior baffles  the  boy’s  parents,  his  friends,  and 
the  various  police  officials  who  have  come  into 
contact  with  him.  The  film  will  be  useful  for 
pointing  up  a current  thorny  problem:  Is  the 
psychopath  a medical  problem  or  a legal  one? 
Can  he  be  helped?  And  whose  responsibility  is 
he?  The  discussant  for  this  case  is  George 
Scott,  M.D.,  psychiatrist,  Kingston  Peniten- 
tiary, Canada. 

This  film  would  be  most  useful  to  students  of 
psychology  and  sociology  (graduate  and  under- 
graduate) ; medical  students  and  psychiatric 
residents,  psychiatric  nurses  and  aides;  staffs 
of  mental  hospitals,  clinics,  psychiatric  services 
in  general  hospitals,  and  community  mental 
health  centers;  social  work  students;  physi- 
cians in  general  practice;  public  health  nurses; 
clergymen  and  theological  students  (as  part  of 
their  mental  health  training);  citizen  groups 


interested  in  mental  health;  and  law-enforce- 
ment personnel. 

“The  Compulsive  Car  Thief”  is  one  of  four 
films  in  the  Disordered  Mind  Series.  The  other 
three  titles  are:  “Psychosomatic  Conditions — 

Obsesity,”  “The  Obsessive-Compulsive  Neu- 
rosis,” and  “A  Paranoid-Schizophrenic.” 

Source:  National  Association  for  Mental 

Health,  Film  Library,  267  West  25th  Street, 
New  York  City.  Producer:  Robert  Anderson 
Assoc.,  Ltd.,  Canada. 

A Paranoid-Schizophrenic.  Sound,  16  mm., 
twenty-eight  minutes. 

The  most  common  variety  of  schizophrenia 
is  characterized  by  delusions  of  persecution. 
This  patient  believed  that  everyone  was  part  of 
a vast  “organization”  whose  sole  objective  was 
to  destroy  him.  Even  during  his  treatment,  he 
regarded  the  hospital  staff  and  the  other  pa- 
tients as  part  of  this  group  of  persecutors.  Yet, 
within  a matter  of  months,  he  began  to  get  some 
insight  into  his  condition.  Eventually,  this 
man  returned  to  his  former  job,  a highly  re- 
sponsible one  with  a large  company.  This 
film  will  be  especially  useful  for  teaching  pur- 
poses since  cases  of  this  sort  are  not  usually 
readily  available  for  clinical  observation.  The 
psychiatrist  who  discusses  this  fascinating  case 
is  Henry  Durost,  M.D.,  senior  psychiatrist, 
Verdun  Protestant  Hospital,  Montreal. 

This  film  would  be  most  useful  to  students  of 
psychology  and  sociology  (graduate  and  under- 
graduate) ; medical  students  and  psychiatric 
residents;  psychiatric  nurses  and  aides;  staffs 
of  mental  hospitals,  clinics,  psychiatric  services 
in  general  hospitals,  and  community  mental 
health  centers;  social  work  students;  physicians 
in  general  practice;  public  health  nurses; 
clergymen  and  theological  students  (as  part  of 
their  mental  health  training) ; and  citizen 
groups  interested  in  mental  health. 

“A  Paranoid-Schizophrenic”  is  one  of  four 
films  in  the  Disordered  Mind  Series.  The  other 
three  titles  are:  “The  Compulsive  Car  Thief,” 
“Psychosomatic  Conditions — Obesity,”  and 

“The  Obsessive-Compulsive  Neurosis.” 

Source:  National  Association  for  Mental 

Health,  Film  Library,  267  West  25th  Street, 
New  York  City.  Producer:  Robert  Anderson 
Assoc.,  Ltd.,  Canada. 
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1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1.10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 
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IRRIGOL 

for  quantity  irrigations 
—Soothing,  aseptic 

Send  for  clinical  sample 

THE ALKALOL COMPANY 

Taunton  30,  Mass. 


RADIUM— RADON 

SALE— LEASE— RENTAL 

Radium  Chemical  Company  Inc. 

161  E.  42nd  St.  N.Y.C. 

Phone:  Mu  7-2180 


BUY  SAVINGS  BONDS 


HOLBROOK  MANOR  "Some3 

Five  Acres  of  Pi  newo  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Physician  in  Charge 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA.— L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


GENERAL  PRACTITIONER  URGENTLY  NEEDS 
partner.  Solo  now,  more  than  60  patients  daily.  12 
room  modern  office.  No  obstetrics.  Internist,  pediatrician 
and/or  generalist,  interested  in  small  office  accident 
surgery.  Further  tremendous  potential.  Rochester, 
N.Y.  Box  983,  % N.Y.  St.  Jr.  Med. 


INTERNISTS,  PEDIATRICIANS,  ORTHOPEDISTS  TO 
join  medical  groups  in  either  metropolitan  N.Y.C.  or  in 
N.Y.C.  suburbs.  Medical  groups  are  autonomous  part- 
nerships affiliated  with  a major  pre-payment  health 
insurance  plan.  Partnerships  offered  after  two  years. 
Box  987,  % N.Y.  St.  Jr.  Med. 


G.P.  ASSOCIATE  WANTED  BY  YOUNG  G.P.  WORK 
under  ideal  conditions  with  coverage  for  vacation,  study 
and  family  time.  Small  community  near  Rochester  and 
thruway.  Excellent  schools,  hospitals,  consultants 
nearby.  J.  J.  Gaidula,  M.D.,  Victor,  N.Y.  WA  4-3110. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City,  is  a 247  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program,  and  a progressive 
philosophy  regarding  internship  training.  Stipend  $320/ 
mo.,  plus  apartment  and  $25.  dependent  allowance  for 
each  of  three  children.  We  are  accepting  applications 
for  rotating  internships.  The  program  has  the  approved 
of  the  Council  on  Medical  Education  of  the  American 
Medical  Association.  Address:  Director  of  Medical 

Education,  Northern  Westchester  Hospital,  Mount  Kisco, 
New  York. 


WANTED:  INTERNIST,  BOARD  CERTIFIED  OR 

eligible,  for  large  hospital,  Kansas  City  area.  Box  999, 
% N.Y.  St.  Jr.  Med. 


G.P.  WANTED  MARCH  1,  1965  FOR  LONG  ISLAND 
GP  group.  Eventual  full  partnership.  No  capital  needed; 
initial  salary.  Excellent  opportunity.  Box  102,  % N.Y. 
St.  Jr.  Med. 


MEDICAL  DIRECTOR,  PRIVATE  PSYCHIATRIC 
hospital,  Westchester  County,  New  York.  Requirements: 
New  York  license,  two  years’  hospital  administration, 
Board  certification.  State  salary  required  first  letter. 
Box  107,  % N.Y.  St.  Jr.  Med. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Early  requests  should  be  made  for  Feb.  and  Sept, 
graduates. 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % N.Y.  St.  Jr.  Med. 


NOTICE! 


Beginning  with  the  January  1, 
1965  issue,  new  rates  for  classi- 
fied advertising,  in  the  New 
York  State  Journal  of  Medicine , 
will  go  into  effect. 


$10.00  per  insertion  for  50  words 
or  less;  additional  words  at  10^ 
each.  Box  number,  50^  addi- 
tional. 


Classified  advertisements  are 
payable  in  advance. 


POSITIONS  WANTED— CONT’D 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  DESIRES 
position.  New  York  City  or  Westchester  preferred.  Box 
898,  % N.Y.  St.  Jr.  Med. 


FOR.  GRAD  (5  LANG.)  DES.  ASSOC.  BUSY  GP.  SPAN, 
speaking  NYC  area.  Exp.  minor  surg.;  part-time,  full 
time  cons.  On  % basis.  Box  993,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  ELIGIBLE  N.Y.  STATE 
license,  desires  weekend  employment.  Also  Obstetrics. 
Box  998,  % N.Y.  St.  Jr.  Med. 


HOSPITAL  POSITION  WANTED  BY  SEMI-RETIRING 
GP,  age  59,  experienced  in  surgery  and  medicine;  5 
mornings  a week,  no  nights.  Metropolitan  suburbs  or 
Long  Island  preferred.  Box  997,  % N.Y.  St.  Jr.  Med. 


ORTHOPEDIST,  AGE  34,  BOARD  ELIGIBLE,  SEEKS 
association  with  orthopedic  surgeon  or  group.  Box  104, 
% N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  DIPLOMAT,  F.A.C.A.,  Ex- 
tensive experience,  desires  fee  for  service  or  administra- 
tive position  in  anesthesia  in  metropolitan  area.  Details 
first  letter.  Box  105,  % N.Y.  St.  Jr.  Med. 
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MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  4fL  Send  just  letterhead  to: 
Jackrabbit  Service,  Box  299,  East  Norwich,  N.Y. 


TO  SHARE  ON  PART-TIME  BASIS,  NEW,  MODERN, 
spacious,  fully  equipped  office.  X-Ray  room,  etc.  in 
beautiful  building  on  excellent  block  (Park-Madison). 
Must  be  seen  to  be  appreciated.  AT  9-7555. 


PRIVACY  AT  LAST  FOR  YOU  AND  YOUR  PATIENTS! 
Now  you  can  eliminate  embarrassing  and  distressing  sounds 
from  penetrating  your  walls.  We  sound  condition  your 
walls  quickly,  inexpensively  and  decoratively.  For  free 
estimate,  call  Scientific  Safety  Corp.,  CHelsea  3-3874. 
NYC  only. 


PHOTOGRAPHY.  SKILLED  MEDICAL  PHOTOG- 
rapher  will  reproduce  any  medical  or  scientific  work  for 
publication.  212  UL.  8-2900  Ext.  278. 


COLLECTION  PROBLEMS?  AS  MEDICAL  BILLS 
grow  older,  they  become  harder  to  collect.  Yet,  it  is 
vital  that  you  be  paid  for  your  services.  Call  in  a col- 
lection specialist  who  will  recover  your  money  while 
protecting  the  good  will  of  the  patient  toward  you.  For 
the  name  of  your  nearest  qualified  collector,  write:  Mar- 
tin Gross,  President,  N.Y.  Unit  of  American  Collectors 
Association  Inc.,  Box  550,  Poughkeepsie,  N.Y. 


TROPICAL  PARADISE:  OVERLOOKING  ATLANTIC 
and  Caribbean  and  lush  valley;  magnificent  views,  peace 
and  quiet.  Four  acres  on  road  with  one  half  acre  on 
beach;  ideal  for  rest  haven  resort  or  cottage  colony. 
Down  payment  twenty  five  thousand.  Write  air  mail  for 
descriptive  matter.  Box  G-1555,  St.  Thomas,  Virgin 
Islands,  USA. 


PRACTICES  FOR  SALE  OR  RENT 


G.P.  LEAVING  TO  SPECIALIZE,  WANTS  PARTNER 
or  sale  of  lucrative  practice  in  Brighton  Beach,  Brooklyn. 
Box  984,  % N.Y.  St.  Jr.  Med. 


35  YEAR  EENT  PRACTICE  (90%  EYE);  OVER  10,000 
records  on  eye.  Retiring.  Price  reasonable.  Location 
Rochester.  Box  994,  % N.Y.  St.  Jr.  Med. 


EENT  PRACTICE,  OFFICE  FULLY  EQUIPPED,  WITH 
records  and  files.  Price  extremely  reasonable.  Contact: 
Shults  & Shults,  9 Seneca  Street,  Homell,  N.Y.  Tel. 
607-324-1104. 


FULLY  EQUIPPED  OFFICE,  FINE  BRICK  CORNER 
home,  separate  entrances,  two  streets.  Excellent,  well 
established  general  practice;  thriving  community  Nassau 
County,  South-shore.  Offered  because  illness  in  family. 
Box  991,  % N.Y.  St.  Jr.  Med. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner.  Large  established  practice.  Modern  and  fully 
equipped.  Established  since  1953  with  large  clientele. 
Located  uptown  Manhattan  near  medical  center.  Reason 
for  sale,  retirement.  Box  106,  % N.Y.  St.  Jr.  Med. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt  Bldg,  (corner  165th  SO 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


PLAINVIEW,  L.I.  OFFICE  SPACE  TO  SHARE,  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 


NEW  YORK-DUTCHESS  COUNTY;  OFFICE  SPACE 
available  in  professional  building  being  erected  on  main 
business  highway  between  Fishkill  and  Poughkeepsie. 
Ideal  for  all  specialties.  Address  Martin  Rabin,  D.D.S., 
65  So.  Clinton  Street,  Poughkeepsie,  New  York.  Phone 
454-0322. 


CORNER  HOUSE  AND  OFFICE,  BUSHWICK  AVENUE, 
Bklyn.  Brick  building;  21/*  baths,  2 car  garage.  Doctor 
retiring.  $35,000.  GL  2-2232 


DOCTOR’S  OFFICE  & RESIDENCE  FOR  SALE;  15 
rooms,  brick  house,  excellent  condition.  Woodmere, 
N.Y.  Doctor  retiring;  office  fully  equipped.  Box  996, 
% N.Y.  St.  Jr.  Med. 


RETIRED  GENERAL  PRACTITIONER’S  HOME-OF- 
fice  for  sale.  Excellent  opportunity.  Upstate  New  York 
village  near  Saratoga  and  Vermont.  Box  103,  % N.Y. 
St.  Jr.  Med. 


FOR  SALE:  ROCKVILLE  CENTRE,  L.I.,  CUSTOM 

built,  desirable  comer,  all  brick  home  and  office.  Nine 
room  home,  four  room  office.  Planning  to  retire.  516 
RO  6-5941. 


FOR  RENT:  FURNISHED/UNFURNISHED  OFFICE 
in  private  house,  separate  entrance.  Consultation, 
waiting,  and  two  examination  rooms;  lavatory.  Brooklyn 
Ave.;  convenient  transportation.  ES  7-7208. 


FOR  SALE.  FIFTH  AVENUE  (92ND  ST.)  CORNER 
attractive  5 rm.  cooperative.  Private  entrance.  Low 
maintenance.  Box  101,  % N.  Y.  St.  Jr.  Med. 


EXCELLENT  OPPORTUNITY,  OCEAN  GATE  (NR. 
TOMS  RIVER)  N.J.  Extravagantly  built  home  with 
office  ready  for  occupancy.  Marble  fireplace,  2,000  sq. 
ft.  of  living  area.  Includes  all  appliances  needed.  Paneled 
office  with  waiting  room.  Fully  landscaped;  excellent 
terms  available;  priced  at  a sacrifice  $27,500.  Check  with 
Cheque  Agency,  Inc.,  Toms  River,  N.  J.  (201)  341-0500. 


FLUSHING:  MODERN  OFFICE  (NEW  BLDG.), 

immediately  available,  due  to  sudden  death.  Excellent 
location;  all  new  equp.  Phone:  TU  6-0766 
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TUBERCULIN, TINE  TEST 

(Rosenthal)  Lederl& 


TAKE5 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT’S  ALL 
THERE  IS  TO  IT. 


TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 
They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y.#J0^ 

7899-4 
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Valium  (diazepam) 


Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reac- 
tions stemming  from  stressful  circumstances  or  whenever  somatic 
complaints  are  concomitants  of  emotional  factors.  It  is  useful  in  psy- 
choneurotic states  manifested  by  anxiety,  tension,  fear  and  fatigue. 
Valium  (diazepam)  may  also  be  useful  in  acute  agitation  due  to  alcohol 
withdrawal. 


Valium  (diazepam)  may  be  of  use  to  alleviate  muscle  spasm  associated 
with  cerebral  palsy  and  athetosis. 

Dosage  and  administration 
Mild  to  moderate  psychoneurotic  reactions: 

Manifested  by  anxiety-tension  alone  or  with 
depressive  symptomatology,  agitation,  restless- 
ness, psychophysiological  disturbances 
Severe  psychoneurotic  reactions:  Where  severe 
anxiety,  fear,  agitation,  aggression  or  hostility 
exist  alone  or  with  depressive  symptoms 
Alcoholism:  As  an  aid  in  symptomatic  relief  of 
acute  agitation,  tremor,  impending  or  acute 
delirium  tremens  and  hallucinosis 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times  daily 


5 mg  to  10  mg, 

3 or  4 times  daily 


Muscle  spasm  associated  with  cerebral  palsy  or 
athetosis 


10  mg,  3 or  4 
times  during  the 
first  24  hours; 
reducing  to  5 mg, 
3 or  4 times  daily 
as  needed 

2 mg  to  10  mg, 

3 or  4 times  daily 


Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants, 
patients  with  a history  of  convulsive  disorders  or  patients  with  a history 
of  glaucoma. 


Warning:  Valium  (diazepam)  is  not  of  value  in  the  treatment  of  psy- 
chotic patients,  and  for  this  reason  should  not  be  employed  in  lieu  of 
appropriate  treatment. 


Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit 
the  dosage  to  the  smallest  effective  amount  to  preclude  the  develop- 
ment of  ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily 
initially,  to  be  increased  gradually  as  needed  and  tolerated).  As  is  true 
of  all  CNS-acting  drugs,  until  the  correct  maintenance  dosage  is  estab- 
lished, patients  receiving  Valium  (diazepam)  should  be  advised  against 
possibly  hazardous  procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  an  automobile  during  the  period  of 
Valium  (diazepam)  therapy  is  not  recommended.  In  general,  the  con- 
current administration  of  Valium  (diazepam)  and  other  psychotropic 
agents  is  not  recommended.  If  such  combination  therapy  is  used,  care- 
ful consideration  should  be  given  to  the  pharmacology  of  the  agents 
to  be  employed  with  Valium  (diazepam) — particularly  with  known 
compounds  which  may  potentiate  the  action  of  Valium  (diazepam), 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and  other 
antidepressants. 


Since  Valium  (diazepam)  has  a central  nervous  system  depressant 
effect,  patients  should  be  advised  against  the  simultaneous  ingestion 
of  alcohol  and  other  central  nervous  system  depressant  drugs  during 
Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam)  during 
pregnancy  has  not  been  established.  The  usual  precautions  are  indi- 
cated when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety 
states  where  there  is  any  evidence  of  impending  depression;  particu- 
larly the  recognition  that  suicidal  tendencies  may  be  present  and  pro- 
tective measures  may  be  necessary.  The  usual  precautions  in  treating 
patients  with  impaired  renal  or  hepatic  function  should  be  observed. 
Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been 
reported;  in  most  instances  these  are  dose-related  and  may  be  avoided 
by  proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur 
on  occasion.  As  with  any  new  agent,  when  it  is  administered  for  pro- 
tracted periods  of  time,  periodic  blood  counts  and  liver  function  tests 
are  advisable.  Abrupt  cessation  after  prolonged  overdosage  may,  in 
some  patients,  produce  withdrawal  symptoms  (e.g.,  convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting,  sweating)  similar  to 
those  seen  with  barbiturates,  meprobamate  and  Librium®  (chlordiaze- 
poxide  HCI).  Changes  in  EEG  patterns  have  been  observed  in  patients 
during  and  after  Valium  (diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation, 
sleep  disturbances,  acute  hyperexcited  states  and  hallucinations  have 
been  reported.  Other  side  effects  noted  have  been  blurred  vision,  di- 
plopia, headache,  incontinence,  slurred  speech,  tremor  and  skin  rash. 
Roche  Laboratories  endorses  the  principle  of  caution  in  the  adminis- 
tration of  any  therapeutic  agent  to  pregnant  patients. 

Valium  (diazepam)  is  available  as  5-mg  and  2-mg  tablets. 

For  convenience  and  economy  in  prescribing,  both 
strengths  are  supplied  in  bottles  of  50. 


d*OCHE.b 


ROCHE  LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc  • Nutley,  N.  J.  07110 


RECOGNIZE 
THIS  PATIENT? 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety, 
insomnia,  and  related  symptoms.  Contraindications:  Benactyzine  hydrochloride  is  contraindicated  in  glaucoma. 
Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of 
motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present. 
Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipi- 
tate recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform  seizures.  Grand  mal 
seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal.  Side  effects:  Side  effects  associ- 
ated with  ‘Deprol’  have  consisted  primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and 
nausea.  Benactyzine  hydrochloride  - Benactyzine  hydrochloride,  particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticho- 
linergic effects  such  as  blurred  vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side 
effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria.  Meprobamate  - Drowsiness  may  occur 


When  you  recognize  depression  and  anxiety 
related  to  an  organic  condition 

-add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters’’  that  often 
accompany  “energizer"  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep 
and  revives  interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol* 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 

CD-35G6 
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Caution  Federal  far 
dispensing  without  p* 


relief  within  grasp 

stops  asthma  attack 
and  asthma  anxiety 


The  Isuprel  Mistometer  is  one  of  the  “...most  effective 
‘pocket-sized’  sprays  to  relieve  bronchospasm....”1 
Just  one  inhalation  often  stops  asthma  attack  and 
asthma  anxiety;  it  places  relief  within  easy  grasp.  Hav- 
ing a Mistometer  on  hand  allows  the  asthmatic  to  live 
more  confidently,  freed  from  the  immediate  fear  of 
suffocation  and  constant  apprehension  of  another  at- 
tack. The  Mistometer  is  “...comforting  for  the  patient 
to  have  on  hand.”2  Acceptable  to  children  — it  is  easy 
for  them  to  use. 

Nebulized  Isuprel  is  a drug  of  choice  for  immediate  re- 
lief of  acute  asthmatic  attacks.  Isuprel  brings  relief 
within  seconds  to  patients  with  mild  or  moderate 
asthma,  within  minutes  to  patients  with  severe  asthma. 
“The  patient  can  obtain  sufficient  relief  from  the  aerosol 
to  permit  sleep  within  a few  minutes.”3 
The  Isuprel  Mistometer,  a complete  convenient  nebuliz- 
ing unit,  contains  15  ml.  of  aerosol  solution  consisting 
of  Isuprel  hydrochloride  1:400  or  0.25  per  cent  w/w 
(=2.8  mg.  per  ml.)  in  inert  propellants  (dichlorodiflu- 
oromethane  and  dichlorotetrafluoroethane)  with  aro- 
matic flavor,  alcohol  33  per  cent  and,  as  preservative, 
ascorbic  acid  0.1  per  cent.  It  delivers  300  measured, 
unvarying  inhalations. 

It  should  be  impressed  on  the  patient  that  one  deep  in- 
halation from  the  Isuprel  Mistometer  generally  will  af- 


ford control  of  an  acute  attack.  A full  minute  should 
elapse  before  a second  inhalation  is  considered;  this  is 
necessary  only  occasionally. 

Side  effects:  Isuprel  by  inhalation  may  occasionally  cause 
tachycardia,  palpitation,  nervousness,  nausea  and  vomit- 
ing, headache  or  transient  throat  irritation,  especially  with 
excessive  dosage.  Adjust  dosage  carefully  in  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma 
or  limited  cardiac  reserve,  and  in  persons  sensitive  to  sym- 
pathomimetic amines.  Caution:  Epinephrine  should  not  be 
administered  with  Isuprel  as  both  drugs  are  direct  cardiac 
stimulants  and  their  combined  effect  may  induce  serious 
arrhythmia.  If  desired  they  may,  however,  be  alternated, 
provided  .an  interval  of  at  least  four  hours  has  elapsed. 
References:  1.  Charlton,  J.  D.:  North  Carolina  M.  J.  23:17, 
Jan.,  1962.  2.  Feinberg,  S.  M.:  M.  Clin.  North  America 
45:1443,  Nov.,  1961.  3.  Seebohm,  P.  M.:  Bronchial  Asthma, 
in  Conn,  H.  F.  (Ed.):  Current  Therapy  1960,  Philadelphia, 

W.  B.  Saunders  Company,  1960,  p.  411.  
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Each  Enarax  5 tablet  contains  oxyphencyclimine 
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Enarax®  10  Prescribed  when  extra  potency  is  de- 
sired. Low  toxicity  and  minimal  side  reactions  per- 
mit substantial  flexibility  of  dosage.  Each  Enarax 
10  tablet  contains  oxyphencyclimine  HCI  10  mg.; 
hydroxyzine  HCI  (Atarax)  25  mg. 
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Medical  Schools 


Albert  Einstein  College  of  Medicine 

Institute  for  molecular  biology.  An  In- 
stitute for  Molecular  Biology  was  dedicated  on 
October  4.  Called  the  Joan  and  Lester  Avnet 
Institute  for  Molecular  Biology,  it  occupies  an 
entire  floor  in  the  recently  completed  Ullmann 
Research  Center  for  Health  Sciences.  Research 
at  the  Institute  will  concentrate  largely  on 
studies  of  the  structure  and  function  of  living 
matter  on  the  molecular  level,  particularly 
DNA. 

Columbia  University  College  of 
Physicians  and  Surgeons 

Eighth  annual  Sandor  Rado  Lectures. 

Gardner  Murphy,  M.D.,  director  of  research, 
Menninger  Foundation,  Topeka,  Kansas,  de- 
livered the  eighth  annual  Sandor  Rado  Lec- 
tures on  September  25  and  26  at  the  New  York 
Academy  of  Medicine.  The  lectures  were 
sponsored  by  the  Psychoanalytic  Clinic  of  the 
College  and  its  Alumni  Association. 

Society’s  highest  scientific  honor  pre- 
sented. Margaret  R.  Murray,  Ph.D.,  pro- 
fessor of  anatomy,  received  the  National  Multi- 
ple Sclerosis  Society’s  Golden  Hope  Chest 
Scientific  Award  for  outstanding  achievement 
in  the  field  of  multiple  sclerosis  research.  The 
award,  the  Society’s  highest  scientific  honor, 
cites  Dr.  Murray  for  her  pioneering  work  in 
developing  advanced  technics  now  widely 
utilized  in  the  laboratory  study  of  central  nerv- 
ous system  tissue  in  culture. 

London  lectures.  Leonard  J.  Goldwater, 
M.D.,  professor  of  occupational  medicine, 
delivered  the  1964  Harben  Lectures  in  London 
on  October  13,  14,  and  15.  Dr.  Goldwater,  who 
spoke  on  “Occupational  Exposure  to  Mercury,” 
was  the  third  American  chosen  to  deliver  these 
lectures  which  have  been  given  annually  since 
the  close  of  the  19th  Century  and  are  sponsored 
by  the  Royal  Institute  of  Public  Health  and 
Hygiene. 

Cornell  University  Medical  College 

Student  prizes  announced.  At  the  fall 
convocation  the  following  student  prizes  were 
announced:  The  Herman  L.  Jacobius  Prize  in 
pathology  and  the  William  C.  Thro  Prize  in 
clinical  pathology  were  awarded  to  Michael 
P.  Earnest,  third-year  class;  The  Gustave  J. 
Noback  Prize  in  anatomy  went  to  Mark  M. 
Sherman,  also  a member  of  the  third-year  class; 
the  Stockard  Scholarship  Prize  in  anatomy  was 
presented  to  Edgar  J.  Kenton,  III,  fourth-year 


class;  a second  Stockard  Scholarship  went  to 
Thomas  R.  Swift,  fourth-year  class;  the  Harold 
G.  Wolff  Research  Prize,  established  in  1964, 
was  presented  to  Gerald  D.  Fischbach,  fourth- 
year  class,  by  Fred  Plum,  M.D.,  Dr.  Wolff’s 
successor  as  Anne  Parrish  Titzell  Professor  of 
Neurology  in  Medicine. 

Participator  in  international  symposium. 

Edwin  D.  Kilbourne,  M.D.,  professor  of  public 
health,  presented  a paper  on  “The  Influence 
of  Host  Age  on  Virus  Infection”  at  an  inter- 
national symposium  on  “Nonspecific  Resistance 
to  Virus  Infection,  Interferon,  and  Viral  Chemo- 
therapy.” The  conference  was  held  in  Septem- 
ber at  Smolenice  near  Bratislava,  Czecho- 
slovakia. 

Downstate  Medical  Center 

Enrollment.  Two  hundred  students,  largest 
in  the  Center’s  one  hundred  and  four-year 
history,  were  admitted  to  the  first-year  class  on 
September  8. 

Postgraduate  courses.  An  extensive  pro- 
gram of  postgraduate  education  for  graduates 
of  approved  medical  schools  is  being  offered 
during  the  1964-65  academic  year. 

Research  grants  received.  Eighteen  grants 
totaling  $1,009,396,  were  received  for  training 
programs.  A grant  for  research  training  in 
psychiatry  was  presented  by  The  Common- 
wealth Fund  and  17  other  grants  from  the 
National  Institutes  of  Health.  Forty-three 
grants  totaling  $805,787,  were  for  renewals  of 
24  research  projects  already  in  progress  and 
for  19  new  research  projects.  The  National 
Institutes  of  Health  gave  26  of  these,  three  came 
from  the  U.S.  Atomic  Energy  Commission,  two 
each  from  the  New  York  and  American  Heart 
Associations  and  the  Health  Research  Council 
of  the  City  of  New  York;  and  one  each  from  the 
Life  Insurance  Medical  Research  Fund,  the 
Deafness  Research  Foundation,  the  Office  of 
the  Surgeon  General,  the  American  Cancer 
Society,  Riker  Laboratories,  U.S.  Vitamin,  The 
American  Thoracic  Society,  and  the  Ay  erst 
Laboratories. 

Faculty  notes.  Nathan  Beckenstein,  M.D., 
clinical  professor  of  psychiatry,  has  been  chosen 
president-elect  of  the  Eastern  Psychiatric  Re- 
search Association.  Joseph  G.  Benton,  M.D., 
professor  and  chairman,  Department  of  Re- 
habilitation Medicine,  has  been  appointed 
member  of  the  Neurological  and  Sensory  Dis- 
ease Service  Project  Review  Panel  of  the  De- 

continued  on  page  2730 
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the  dangers 
of  gout 


“The  natural  morbidity  of  gout  is  the  result  of  the 
deposition  of  urates  in  the  tissues  when  the  serum 
uric  acid  is  elevated . . . even  without  acute  attacks. 
The  morbid  changes  due  to  gout  and  the  compli- 


cations which  may  develop  have  serious  potentials 
if  uncontrolled.  Modern  uricosuric  therapy  can  halt 
the  relentless  increase  of  natural  morbidity  by 
reducing  the  serum  uric  acid  to  a normal  range.”1 


BONES  (tophi)  ▲ 


CARTILAGE  (tophi) 


KIDNEYS  (Calculi,  Hypertension) 


THE  INSULIN  OF  GOUT2  “Of  the  various 
drugs  with  uricosuric  activity,  probenecid 
[BENEMID]  has  proved  most  desirable  for 
long-term  administration.”3 
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patient  who  experiences  gastric  discomfort 
is  usually  benefited  by  decreasing  the  dosage. 
Supply : 0.5Gm. tablets, bottlesof  lOOandlOOO. 

indications:  Gout  and  gouty  arthritis  (except  in  acute 
attacks ) ; probenecid  is  also  indicated  for  elevation/pro- 
longation of  penicillin  plasma  levels. 

contraindications:  None  reported. 

precautions:  In  co-use  of  sulfonamides,  check  sulfonamide 
plasma  concentrations. 

side  effects:  Probenecid:  Acute  attack  of  gout  may  be  pre- 
cipitated. Headache,  gastrointestinal  symptoms  may  occur. 
Hypersensitivity,  flushing,  dizziness,  anemia,  anaphylactoid 
reaction,  hematuria,  renal  colic,  costovertebral  pain  occur 
rarely.  Colchicine:  Gastrointestinal  disturbance,  hematuria, 
oliguria,  muscle  weakness,  urticaria,  dermatitis  may  be 
seen,  usually  dose  related..  Hypersensitivity  is  rare.  Long- 
term use  may  produce  agranulocytosis,  aplastic  anemia, 
peripheral  neuritis,  loss  of  hair. 


A COMPLEMENTARY  FORMULA  FOR 
INCREASED  PROTECTION  AGAINST  THE 
ACUTE  ATTACK  AND  THE  DISABILITY 
OF  CHRONIC  GOUT  “...the  greater  the 
experience  we  have  with  the  combination  of 
colchicine  and  Benemid  the  greater  the  reliance 
we  place  upon  these  two  drugs”4 

ColBENEMID® 

URICOSURIC 

Supply:  Each  tablet  contains  0.5  mg.  colchicine 
and  0.5  Gm.  probenecid.  Bottles  of  100. 


1.  Hermann,  I.  F.,  Kron,  K.  M.,  Levasseur,  Y.  J.,  and 
Smith,  R.  T. : The  Morbidity  of  Gout:  A scientific  exhibit 
presented  at  the  15th  annual  scientific  assembly  of  the 
American  Academy  of  General  Practice  in  Chicago.  See, 
Modern  Medicine  31:94-99,  Oct.  28,  1963,  for  abstract  of 
this  exhibit.  2.  Bartels,  E.  C.,  and  Kepkay,  P.  H.:  Bull. 
Vancouver  M.A.  29: 306,  April,  1953.  3.  Boland,  E.  W.: 
World-Wide  Abstracts  of  General  Medicine  3:11,  Jan.,  1960. 
4.  Talbott,  J.  H.:  Current  Med.  Dig.  26: 57,  Nov.,  1959. 
Before  prescribing  or  administering,  read  product  circular 
with  package  or  available  on  request. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc. 

WEST  POINT,  PA.  19486 
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Doctor,  may  we  remind  you 
of  this  special  option  for 


DEMETHYLCHLORTETRACYCLINE 

150  MG.  CAPSULES 


here'©1  u 
therapy 


the  “extra”  benefits  of  DECLOMYCIN"  permit  b.i.d.  dosage: 


□ for  added  assurance  of  optimum  response  □ less  risk  of  “skipped” 
doses  □ sustained  activity  levels  throughout  the  night  Ohigh  initial 
levels  Dreduces  chance  of  mealtime  interference  when  given  between 
meals  □ as  well  tolerated  as  q.i.d.  dosage 


extra  convenience  for  the  patient 


especially  for  the  34  to  62 
patients  out  of  a hundred 
who“skip”doses  A4 


Effective  in  a wide  range  of  everyday  infections  — 
respiratory,  urinary  tract  and  others  — in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur: 
glossitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also: 
photodynamic  reaction  (making  avoidance  of  direct 
sunlight  advisable)  and,  very  rarely,  anaphylactoid 
reaction.  Reduce  dosage  in  impaired  renal  function. 
The  possibility  of  tooth  discoloration  during  develop- 
ment should  be  considered  in  administering  any 
tetracycline  in  the  last  trimester  of  pregnancy,  in  the 


neonatal  period,  and  in  early  childhood. 

Capsules,  150  mg.  and  75  mg.  of  demethylchlor' 
tetracycline  HCI. 

Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300 
mg.  b.i.d. 

References:  1.  Schwartz,  D.;  Wang,  M.;  Zeitz,  L.,  and  Goss,  M.: 
Medication  Errors  Made  by  Elderly,  Chronically  III  Patients. 
Amer.  J.  Public  Health  52:2018  (Dec.)  1962.  2.  Dixon,  W.: 
Stradling,  P.,  and  Wootton,  I.:  Outpatient  P.A.S.  Therapy. 
Lancet  11:871  (Nov.  2)  1957.  3.  Curtis,  E.:  Medication  Errors 
Made  by  Patients.  Nurs.  Outlook  9:290  (May)  1961.  4.  Mohler, 
D ; Wallin,  D.,  and  Dreyfus,  E.:  Studies  in  the  Home  Treatment 
of  Streptococcal  Disease.  New  Engl.  J.  Med.  252:1116  (June 
30)  1955. 
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partment  of  Health,  Education,  and  Welfare. 
Patrick  J.  Fitzgerald,  M.D.,  professor  and  chair- 
man, Department  of  Pathology,  has  been  ap- 
pointed a member  of  the  Advisory  Committee 
for  Research  on  the  Etiology  of  Cancer  of  the 
American  Cancer  Society.  Charles  M.  Plotz, 
M.D.,  clinical  associate  professor  of  medicine, 
has  been  appointed  to  the  National  Board  of 
Governors  of  the  Arthritis  and  Rheumatism 
Foundation.  Stanley  L.  Wallace,  M.D.,  clinical 
associate  professor  of  medicine,  has  been  re- 
appointed to  the  Committees  on  Diagnostic 
Criteria,  Cooperating  Clinics,  and  Public  Rela- 
tions of  the  American  Rheumatism  Association. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

Visiting  professor.  Lord  Brain,  consulting 
neurologist,  London  Hospital,  and  consulting 
physician,  Maida  Vale  Hospital  for  Nervous 
Diseases,  was  visiting  professor  at  the  School 
during  the  first  two  weeks  in  October.  On 
September  30  to  October  1 he  served  as  chair- 
man of  an  invited  conference  on  “The  Remote 
Effects  of  Cancer  on  the  Nervous  System.” 
As  visiting  professor,  Lord  Brain  delivered  a 


Cancer  Association  lecture,  “The  Neurological 
Complications  of  Carcinoma”  on  September  29, 
made  rounds  at  Highland  and  Genesee  Hospitals 
and  the  University  Medical  Center,  and  took 
part  in  a neurological  research  seminar  at  the 
Center  for  Brain  Research  on  October  5.  Lord 
Brain  returned  to  England  on  October  10. 

1964  Gold  Medal.  Edward  F.  Adolph,  pro- 
fessor emeritus  of  Physiology  and  a member  of 
the  faculty  for  thirty-nine  years  received  the 
1964  Gold  Medal  of  the  University’s  Medical 
Alumni  Association  on  October  3.  Jacob  D. 
Goldstein,  M.D.,  a member  of  the  Medical 
School’s  first  graduating  class  and  a clinical 
associate  professor  of  medicine,  presented 
Professor  Adolph  with  the  award. 

National  clearinghouse.  A national  clear- 
inghouse for  the  exchange  of  information  on 
programmed  instruction  in  medicine  has  been 
established  at  the  University.  The  “Rochester 
Clearinghouse  for  Information  on  Self  Instruc- 
tion in  Medical  Education”  will  be  conducted 
under  the  auspices  of  the  Schools  of  Medicine 
and  Dentistry  in  cooperation  with  the  College  of 
Education.  The  clearinghouse  is  supported 
by  an  educational  grant  from  Pfizer  Labora- 
tories. 


Month  in  Washington 


A House-Senate  conference  committee  dead- 
locked over  the  Johnson  Administration’s 
so-called  medicare  proposal  before  adjourning 
to  campaign  for  the  November  elections. 

It  meant  the  death  of  such  legislation  for  this 
year  unless  Congress  should  be  called  back  in 
special  session  after  the  elections  for  further 
consideration  of  the  legislation  by  the  conference 
committee. 

However,  medicare  supporters  said  they 
would  revive  the  issue  next  year  and  make 
another  attempt  to  get  Congressional  approval 
for  hospitalization  for  the  aged  financed  by  a 
Social  Security  tax  increase. 

Failure  of  the  committee  to  reach  agreement 
on  medicare  also  killed  a cash  increase  in  Social 
Security  benefits.  The  House  overwhelmingly 
voted  for  the  cash  increase.  The  Senate  voted 
49  to  44  to  add  an  administration  proposal 
that  would  have  financed  some  hospitalization 
and  nursing  home  care  for  the  aged  under 
Social  Security. 

A majority  of  the  House  conferees — Ways 
and  Means  Committee  Chairman  Wilbur  D. 
Mills  (D.,  Ark.),  Reps.  John  W.  Byrnes  (R., 
Wis.),  and  Thomas  B.  Curtis  (R.,  Mo.) — stood 
pat  against  medicare.  Democratic  Reps.  Cecil 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


R.  King  (Calif.)  and  Hale  Boggs  (La.)  voted 
for  it. 

Four  of  the  seven  Senate  conferees  voted  to 
the  last  in  the  conference  for  medicare.  All 
Democrats,  they  were  Sens.  Clinton  P.  Anderson 
(N.  Mex.),  George  A.  Smathers  (Fla.),  Russell 
B.  Long  (La.),  and  Albert  Gore  (Tenn.). 
Opposing  medicare  were  Finance  Committee 
Chairman  Harry  F.  Byrd  (D.,  Va.)  and  Sens. 
John  J.  Williams  (R.,  Del.)  and  Frank  Carlson 
(R.,  Kan.). 

The  conferees  from  each  the  Senate  and  the 
House  voted  as  a group  with  a majority  deter- 
mining how  the  group  vote  is  cast. 

Byrnes  pointed  out  that  the  pro-medicare 
Senate  conferees  had  denied  an  increase  in 
Social  Security  cash  benefits  by  refusing  to  have 
any  bill  approved  if  it  didn’t  include  medicare. 

“Adequate  cash  benefits  and  medicare  can- 
not both  be  financed  through  a Social  Security 
tax,”  Byrnes  said.  “Adoption  of  the  Senate 
amendment  would  make  it  impossible,  as  a 
practical  matter,  to  adjust  cash  benefits  in 
order  to  meet  increase  in  the  cost  of  living. 
Cash  benefits  under  Social  Security  would  be 
‘frozen.’  ” 

Meantime,  the  Federal-State  Kerr-Mills  is 

continued  on  page  2732 
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159th 

Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 

February  15-18,  1965 

at  the 

Americana  of  New  York 

New  York  City 


Highlights  . . . 


Panel  on  Hyperbaric  Medicine  via  2-way  Transatlantic  Hook-up  with  Glasgow,  Scotland 

• 24  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 

Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


dmericana  OF  NEW  YORK 


SEVENTH  AVENUE  at  52nd  ST.,  NEW  YORK  19,  N.  Y. 


TELETYPE  212-640-4894 

Please  make  reservations  for 


persons 


NAME(S), 


TELEPHONE  (212)  LT1-1000 
PLEASE  CHECK  (/)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 

SINGLE  BEDROOM  □ $12.00 

□ $14.00  □ $16.00  □ $17.00  □ $18.00 

□ $19.00  □ $20.00  □ $22.00  □ $23.00 

DOUBLE-BEDDED  ROOM  FOR  TWO  □ $14.00 

□ $16.00  □ $18.00  □ $19.00  □ $22.00 

TWIN-BEDDED  ROOM  FOR  TWO  □ $16.00 

□ $18.00  □ $20.00  □ $21.00  □ $22.00 

□ $23.00  □ $24.00  □ $26.00  □ $28.00 

Address STUDIO  ROOM  FOR  ONE 


City 

Arrive:  Date. 


Zone State 

A.M. 

AT P.M. 


(Reservations  held  only  until  6:00  PM; 
unless  later  arrival  is  indicated) 


Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


□ $20.00  □ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $15.00  □ $26.00  □ $27.00  □ $28.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00  □ $44.00  □ $46.00  & UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 

NOTE:  If  a room  atthe  rate  requested  is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible 
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paying  part  or  all  of  the  costs  of  medical  care, 
including  hospitalization,  for  thousands  of 
aged  Americans  who  need  such  help. 

Payments  for  medical  care  under  the  nation’s 
federally  aided  public  assistance  programs 
neared  the  $1  billion  mark  in  1963,  an  increase 
of  almost  $150  million  over  1962,  according  to 
recent  Health,  Education,  and  Welfare  Depart- 
ment figures. 

Almost  three  quartern  of  the  total — nearly 
$745  million — was  for  medical  assistance  to  the 
aged  under  the  Kerr- Mills  Old  Age  Assistance 
(OAA)  and  Medical  Assistance  for  the  Aged 
(MAA)  programs.  These  costs  alone  increased 
by  nearly  $110  million  over  1962. 

Medical  Assistance  for  the  Aged  totaled 
$330  million,  an  increase  of  $79  million  over 
1962,  while  medical  care  costs  for  recipients  of 
Old  Age  Assistance  totaled  $415  million,  an 
increase  of  $31  million  over  1962.  The  MAA 
program  covers  the  aged  who  can  provide  for 
themselves  ordinarily  but  need  help  on  their 
medical  expenses.  The  OAA  program  provides 
medical  care  for  the  aged  on  public  welfare  rolls. 

Total  costs  of  medical  care  in  1963  for  the 
needy  aged,  blind,  disabled,  and  families  with 
children  totaled  $964,276,000,  a large  percentage 
of  which  was  paid  for  hospitalization. 

The  figures  for  1963  showed  that  for  the 
federally  aided  programs:  Hospital  bills  ac- 

counted for  about  40  per  cent  of  the  expendi- 
tures, or  $384,888,000,  an  increase  of  $52  million 
over  1962;  nursing  homes  received  $333,867,000, 
an  increase  of  $62  million  over  1962;  physicians 
were  paid  $88,942,000,  increased  $7  million; 
dentists  received  $21,203,000,  increased  $3 
million;  drug  payments  totaled  $89,216,000, 
increased  $12  million;  and  various  other 
services,  such  as  optometrists,  pediatrists, 
special  medical  supplies,  and  so  forth  totaled 
$46,072,000. 

Medical  care  for  needy  children  and  their 
parents  accounted  for  $111.7  million  or  $15 
million  over  1962.  Recipients  of  aid  to  the 
permanently  and  totally  disabled  received  medi- 
cal care  benefits  of  $97.9  million  in  1963,  about 
$21  million  more  than  1962;  and  aid  to  the 
needy  blind  medical  care  reached  $10.8  million, 
an  increase  of  $1  million. 

Expenditures  under  the  Kerr-Mills  program, 
which  was  enacted  late  in  1960,  are  running 
much  higher  now  than  in  1962  because  more 
states  have  the  program  in  operation,  and  its 
benefits  have  been  expanded  by  some  of  the 
states  that  were  among  the  first  to  start  it. 
Kerr-Mills  MAA  expenditures  totaled  about 
$36.3  million  for  185,641  aged  patients  in  July, 
1964. 

Kerr- Mills  programs  were  in  operation  by  the 
fall  of  1964  in  38  states  and  four  other  jurisdic- 
tions: Alabama,  Arkansas,  California,  Colo- 

rado, Connecticut,  Delaware,  Florida,  Hawaii, 
Idaho,  Illinois,  Iowa,  Kansas,  Kentucky, 
Louisiana,  Maine,  Maryland,  Massachusetts, 
Michigan,  Minnesota,  Nebraska,  New  Hamp- 
shire, New  Jersey,  New  York,  North  Carolina, 
North  Dakota,  Oklahoma,  Oregon,  Pennsyl- 


vania, South  Carolina,  South  Dakota,  Tennes- 
see, Utah,  Vermont,  Virginia,  Washington, 
West  Virginia,  Wisconsin,  Wyoming,  Guam, 
Puerto  Rico,  the  Virgin  Islands,  and  the  District 
of  Columbia. 

Foui’  other  states — Georgia,  Indiana,  Missis- 
sippi, and  New  Mexico — have  authorized  MAA 
programs.  It  will  begin  in  Indiana  on  January 
1,  1965  and  is  scheduled  to  start  in  Rhode 
Island  by  then. 

The  states  themselves  gave  favorable  reports 
on  their  experiences  with  the  Kerr-Mills  pro- 
gram. For  instance,  Gov.  George  Romney  of 
Michigan,  one  of  the  first  states  to  start  a 
Kerr-Mills  program,  told  the  Senate  Finance 
Committee  that  his  state  “is  proud  of  its  MAA 
program  and  of  our  efforts  to  provide  better 
medical  and  hospital  services  for  our  senior 
citizens.” 

Romney’s  letter  was  prompted  by  charges 
that  Michigan’s  Kerr-Mills  program  is  inade- 
quate, does  not  reach  enough  people,  and  is 
too  heavy  a financial  burden  for  the  state. 
The  charges  were  made  by  H.E.W.  Assistant 
Secretary  Wilbur  Cohen.  Romney  cited  facts 
to  show  that  none  of  Cohen’s  charges  were 
justified. 

To  inform  the  public  on  the  broad  range  of 
health  care  available  under  Kerr-Mills  to  aged 
persons  unable  to  pay  for  it  themselves,  the 
American  Medical  Association,  in  cooperation 
with  state  and  county  medical  societies,  con- 
ducted a nationwide  educational  program. 

The  educational  program  included  explana- 
tions by  physicians  to  patients,  newspaper  and 
magazine  ads,  and  television  and  radio  broad- 
casts. Much  of  it  coincided  with  Community 
Health  Week,  October  18  through  24. 

* * * 

The  government  has  started  an  investigation 
of  thousands  of  drugs  in  an  effort  to  determine 
if  some  of  them  should  be  removed  from  the 
market. 

Drug  law  amendments  approved  by  Congress 
in  1962  established  October  9,  1964,  as  the 
deadline  for  submission  by  drug  manufacturers 
of  evidence  that  their  products  are  effective. 

Food  and  Drug  Administration  officials 
expect  some  of  the  drugs  to  be  ruled  off  the 
market  as  worthless  and  others  to  be  required 
to  change  their  labels. 

The  investigation  is  expected  to  take  three  or 
four  years.  It  will  encompass  all  drugs  marketed 
since  1938  with  the  possible  exception  of  a group 
involved  in  a court  case  in  Wilmington, 
Delaware. 

F.D.A.  Medical  Director  Joseph  F.  Sadusk 
announced  that  thirteen  categories  of  drugs 
have  been  given  priorities  in  the  investigation. 
On  top  of  the  priority  list  are  nutritional  drugs 
called  proteolytic  enzymes  which  come  in  the 
form  of  pills  and  injections.  Other's  on  the 
priority  list  are  fertility  drugs,  tranquilizers, 
iron  preparations,  pediatric  drugs,  antibiotic 
combinations,  bioflavonoids,  hormone  creams, 
drugs  used  in  pregnancy,  antihistamines,  and 
local  anesthetics. 
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Medical  Meetings 


Postgraduate  pediatric  program 

Postgraduate  pediatric  lectures  will  be  held 
on  Tuesday  mornings  at  10:00  a.m.  in  the 
Solarium  of  the  Kronish  Pavilion  of  Maimonides 
Hospital,  Brooklyn. 

On  November  17  Israel  Diamond,  M.D., 
director  of  the  Department  of  Pathology  at 
Lutheran  Medical  Center,  will  speak  on  “Ma- 
lignancies of  Childhood”;  on  December  1 
Ralph  E.  Moloshok,  M.D.,  associate  professor 
of  clinical  pediatrics  at  College  of  Physicians 
and  Surgeons,  Columbia  University,  will  speak 
on  “Dysautonomia”;  on  December  8 Richard 
D.  Snyder,  M.D.,  director  of  pediatric  allergy 
at  Kings  County  Hospital  will  discuss  “Modem 
Misconceptions  in  Pediatric  Allergy”;  on 
December  15  Jonathan  T.  Lanman,  M.D., 
professor  and  chairman,  Department  of  Pe- 
diatrics at  Downstate  Medical  Center,  State 
University  of  New  York,  will  speak  on  “Neo- 
natal Defenses  Against  Infection”;  and  on 
December  22  Lawrence  H.  Feigenbaum,  Ph.D., 
lecturer  in  English  at  City  College  of  New  York, 
will  discuss  “Medical  Problems  Involved  in 
Reading  Disabilities.” 

Radiation  courses 

The  Radiation  Medicine  Department  of 
Queens  Hospital  Center  announces  two  courses 
in  the  uses  of  radioactive  isotopes. 

A course  in  medical  uses  of  radioactive  iso- 
topes will  be  given  February  2 through  June  8, 
1965.  This  will  be  given  at  the  Center  in 
Jamaica  and  will  consist  of  weekly  five-hour 
sessions  covering  lectures,  laboratory  exercises, 
and  clinical  management  of  patients. 

A course  in  radioactive  isotopes  for  tech- 
nicians stressing  medical  applications  of  radio- 
active isotopes  as  well  as  health  and  safety 
measures  will  be  offered  on  Wednesday  after- 
noons from  1:00  to  5:00  p.m.  April  7 through 
May  26,  1965. 

Further  information  on  these  courses  may 
be  obtained  from  Leonard  B.  Goldman,  M.D., 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Director,  Radiation  Medicine  Department, 
Queens  Hospital  Center,  82-68  164th  Street, 
Jamaica,  New  York  11432. 

Physicians  in  industry 

The  program  of  continuation  education  of  the 
Columbia  University  School  of  Public  Health 
and  Administrative  Medicine  announces  the 
eighth  annual  institute  of  physicians  in  industry. 
The  one-week  course  will  be  held  at  the  Colum- 
bia-Presbyterian  Medical  Center  complex  in 
New  York  City  during  the  week  of  March  8, 
1965. 

The  institute  is  designed  as  an  intensive 
refresher  course  relating  to  those  subject  areas 
of  specific  interest  to  physicians  practicing  in 
the  field  of  occupational  medicine.  In  addition, 
several  sessions  will  be  devoted  to  basic  public 
health  subjects.  Physicians  preparing  to  take 
specialty  board  examinations  should  find  this 
institute  particularly  useful. 

Further  information  and  applications  may  be 
obtained  from  the  Program  of  Continuation 
Education,  Public  Health,  Suite  305,  21  Audu- 
bon Avenue,  New  York,  New  York  10032. 

Workshop  on  head  and  neck  cancer 

An  international  workshop  on  cancer  of  the 
head  and  neck  will  be  held  at  the  College  of 
Physicians  and  Surgeons,  Columbia  University, 
New  York  City,  from  May  10  through  May  14, 
1965. 

The  workshop  will  cover  all  pertinent  as- 
pects of  the  management  of  head  and  neck 
cancers  in  a well-balanced  program  of  lectures, 
panel  discussions,  question  and  answer  ses- 
sions, and  motion  picture  demonstrations.  An 
internationally-recognized  faculty  of  more  than 
70  specialists  representing  the  fields  of  general 
surgery,  otolaryngology,  plastic  surgery,  dental 
surgery,  pathology,  radiation  therapy,  and 
chemotherapy  will  present  the  course. 

For  further  information,  contact  John  Conley, 
M.D.,  c/o  Melvin  Yahr,  M.D.,  assistant  dean, 
College  of  Physicians  and  Surgeons,  630  West 
168th  Street,  New  York,  New  York  10032. 
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"Visit  her,  gentle  Sleep!  with  wings  of  healing.” 


Coleridge  — Defection 

A good  night’s  sleep  often  provides  the  best  therapy.  When  insomnia  is  a 
problem,  BARBA-NIACIN  FORTE  (triple  strength)  may  be  indicated. 

Each  tablet  contains  phenobarbital  W2  gr.  and  niacin  3A  gr.  The  adult  dose 
is  1 tablet  on  retiring.  The  niacin  component  prevents  the  serious  reactions 
of  phenobarbital  due  to  hypersensitiveness.* 

BARBA-NIACIN  tablets  (phenobarbital  V2  gr.  and  niacin  V*  gr.)  are 
indicated  as  a sedative  for  relief  of  nervousness,  anxiety  and  apprehension; 
as  an  antispasmodic  for  peptic  ulcer,  gallstone  or  renal  colic,  and  angina 
pectoris;  and  as  an  anticonvulsant  for  epilepsy.  Adult  dose,  1 tablet  up  to 
4 times  a day. 

For  greater  safety,  many  physicians  are  now  prescribing  BARBA-NIACIN 
and  BARBA-NIACIN  FORTE  instead  of  phenobarbital. 

Summary:  Provides  all  of  the  therapeutic  properties  of  phenobarbital  without 
the  side  effects  due  to  hypersensitiveness.  Like  phenobarbital,  it  is  contra- 
indicated for  drug  addicts  or  patients  with  impaired  renal  or  hepatic  elimination. 

Supplied  in  bottles  of  1 00  scored  tablets. 


— — 


ill 


Chemical  Company 
St.  Louis  8,  Mo. 


♦Feinblatt,  T.  M.,  and  Ferguson, 
E.  A.,  Jr.,  Phenobarbital  idio- 
syncrasy, avoidance  by  use  of 
phenobarbital-niacin,  New  York 
State  J.  Med.  62:221-3,  1962. 
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3715-31  Laclede  Avenue 
St.  Louis,  Missouri  63108 

Gentlemen:  Please  send  me  clinical  sample,  reprint  and 
professional  literature. 
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Medical  News 


Medical  reporting  awards 

Nominations  are  now  being  accepted  for  the 
sixth  annual  Empire  State  Awards  for  Excel- 
lence in  Medical  Reporting.  The  awards 
presented  are  $500  to  a reporter  working  for  a 
newspaper  with  50,000  or  more  circulation,  and 
another  $500  award  to  a reporter  on  a paper 
under  50,000  circulation.  Deadline  for  sub- 
mitting nominations  is  December  31. 

The  awards  are  sponsored  by  the  Medical 
Society  of  the  State  of  New  York  and  Annual 
Health  Conference,  Inc.,  on  behalf  of  the  New 
York  State  Department  of  Health.  The  1965 
awards  will  be  made  at  the  annual  meeting  of 
the  Medical  Society  at  the  Americana  Hotel 
in  New  York  City,  February  15  through  18, 
1965. 

Any  member  of  the  editorial  staff  of  a news- 
paper published  five  or  more  times  a week  in 
New  York  State  can  be  nominated  for  an  award. 
The  reporter  may  be  nominated  for  a single 
article  or  series  of  articles.  However,  the 
judges  will  also  consider  the  various  stories  on 
general  science  and  health  topics  written  by  the 
nominee  during  the  year.  In  addition,  any 
newspaper  published  in  the  State  may  be 
nominated  for  a public  service  award  in  medical 
reporting. 

Nominations  for  the  awards  can  be  made  by 
the  newspaper  employing  the  reporter,  the 
county  medical  society  in  the  area  served  by 
the  nominee’s  newspaper,  or  the  county,  city,  or 
district  health  officer  in  the  area  served  by  the 
nominee’s  newspaper. 

Nominations  should  be  sent  to  the  Secretary, 
Empire  State  Medical  Reporting  Award  Com- 
mittee, Office  of  Public  Health  Education,  New 
York  State  Department  of  Health,  84  Holland 
Avenue,  Albany,  New  York  12208. 

Automotive  safety  award 

The  third  annual  Medical  Tribune  Auto 
Safety  Award  for  “lifesaving  achievement  in 
the  service  of  health”  was  recently  conferred  on 
the  Automotive  Crash  Injury  Research  project 
as  the  organizational  winner.  ACIR  is  af- 
filiated with  Cornell  Aeronautical  Laboratory, 
Buffalo. 

American  Board  of  Obstetrics  and 
Gynecology 

The  next  scheduled  Part  I (written)  exam- 
ination of  the  American  Board  of  Obstetrics 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


and  Gynecology  will  be  held  at  various  examin- 
ing centers  in  the  United  States,  Canada,  and 
military  bases  outside  of  the  continental  United 
States  on  December  11  at  2:00  p.m. 

The  1964  Bulletin  containing  detailed  in- 
formation on  the  requirements  and  procedure  of 
application  in  accordance  with  the  new  schedule 
of  examinations  beginning  in  1965,  is  now 
available  on  request.  Bulletins  may  be  ob- 
tained by  writing  to  the  office  of  the  Secretary, 
Clyde  L.  Randall,  M.D.,  American  Board  of 
Obstetrics  and  Gynecology,  100  Meadow  Road, 
Buffalo,  New  York  14216. 

Beginning  in  1965,  new  applicants  will  be 
required  to  submit  an  application  for  the  Part  I 
(written)  examination  (together  with  training 
verifications)  between  January  1 and  February 
28.  Previous  applicants  (reopened  and  re- 
examinees), whose  training  credits  have  been 
approved  by  the  credentials  committee  of  the 
Board,  may  be  scheduled  for  the  Part  I exam- 
ination on  written  request  received  no  later 
than  February  28  in  the  year  of  examination. 

Applications  for  the  Part  I examination  are 
now  available  and  may  be  obtained  by  writing 
to  the  office  of  the  Secretary. 

Diplomates  of  the  Board  are  requested  to 
inform  the  Secretary’s  office  of  any  change  in 
address. 

American  Academy  of  Compensation 
Medicine 

The  American  Academy  of  Compensation 
Medicine  has  launched  a campaign  to  recruit 
new  members  into  the  organization.  The 
Board  of  Governors  of  the  Academy  decided  to 
undertake  the  effort  because  of  the  increasing 
importance  of  compensation  medicine  and  the 
many  problems  that  have  been  arising  in  this 
area  of  medical  practice. 

The  principal  objectives  of  the  American 
Academy  of  Compensation  Medicine  are  to 
establish  meaningful  standards  of  practice  and 
ethics  in  this  important  field,  to  encourage  im- 
proved organization  and  service  by  means  of 
research  and  education,  and  to  develop  ap- 
propriate medical  criteria  for  the  determination 
of  causal  relationships  between  injury,  disease, 
and  disability. 

The  Academy  also  plans  to  sponsor  forums 
and  other  events  aimed  at  fostering  the  ex- 
change of  information  and  ideas,  and  to  improve 
the  quality  of  medical  testimony  rendered  in 
compensation  cases. 

For  additional  information  about  the  Acad- 
emy, as  well  as  for  information  concerning  the 

continued  on  page  2738 
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after 

menstrual 

irregularity 


an  orally  active  progestogen- estrogen  combination 


Duosterone 

Ethisterone  . . . 10.00  mg.  Ethinyl  estradiol  . . . 0.01  mg.  per  tablet 


Supplementing  and  supporting  ovarian  function, 
Duosterone  can  help  release  your  patients  from 
the  anxiety,  discomfort  and  inconvenience  of 
functional  amenorrhea,  dysmenorrhea,  and 
dysfunctional  uterine  bleeding. 

Periodic  progestational  treatment  with 
Duosterone  aims  at  restoring  the  normal  hor- 
monal pattern  of  the  secretory  phase  of  the 
menstrual  cycle,  providing  an  orally  active  pro- 
gestogen with  an  estrogen  to  prime  the  endome- 
trium for  adequate  progestational  response. 


Side  Effects:  Ethinyl  estradiol  may  occasionally 
cause  headache,  diarrhea,  engorgement  and 
tenderness  of  the  breasts,  nausea,  vomiting, 
cramping,  or  skin  rash.  These  side  effects  usu- 
ally fade  as  the  patient  adjusts  to  the  estrogen. 

Cautions  and  Contraindications:  DUOSTERONE  is 
contraindicated  in  carcinoma  of  the  breast  and 
reproductive  organs  and  should  be  used  with 
caution  in  cases  of  known  liver  impairment. 

Supplied:  Bottles  of  25  and  100  tablets. 


Dosage:  Functional  amenorrhea,  5 tablets  daily 
for  5 days.  Dysmenorrhea,  1 to  2 tablets  daily 
during  the  second  half  of  the  menstrual  cycle, 
except  for  the  final  two  days.  Dysfunctional 
uterine  bleeding,  5 to  7 tablets  daily  for  5 days; 
in  mild  cases,  reduce  dose  1 tablet  each  day. 


(Roussel) 

Roussel  Corporation 

155  East  44th  Street,  New  York  17,  N.Y. 
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requirements  for  each  of  the  organization’s  three 
membership  categories — Fellow,  Associate  Fel- 
low, and  Member — physicians  may  write  to  the 
Academy  at  Box  180,  Radio  City  Station,  New 
York,  New  York  10019. 

Legal  abortions 

An  exhaustive  study  released  by  New  York 
City  officials  shows  that  the  white  legal  abortion 
rate  in  the  city  is  26  times  higher  than  the 
Puerto  Rican  rate  and  five  times  higher  than  the 
N egro  rate. 

According  to  the  study,  nine  of  every  ten 
legal  abortions  performed  in  New  York  City 
are  sought  by  white  women,  most  of  whom 
are  “private  service”  patients  in  the  city’s 
more  expensive  hospitals. 

Therapeutic  abortions  are  becoming  less 
available  to  the  city’s  Negro  and  Puerto  Rican 
populations. 

The  over-all  incidence  of  therapeutic  abor- 
tions in  the  city  declined  65  per  cent  during  the 
decade  that  ended  in  1962,  according  to 
Edwin  M.  Gold,  M.D.,  director  of  the  Depart- 
ment of  Obstetrics  at  Brooklyn  Jewish  Hospital; 
Carl  L.  Erhardt,  M.D.,  director  of  the  Bureau 
of  Records  and  Statistics  in  the  City  Health 
Department;  and  Harold  Jacobziner,  M.D., 
assistant  health  commissioner;  and  Frieda  G. 
Nelson,  senior  statistician  in  the  department, 
authors  of  the  report.  Criminal  abortions  ac- 


counted for  more  and  more  deaths  among 
pregnant  women  of  any  race. 

Personalities 

Elected.  Howard  A.  Patterson,  M.D.,  chief 
of  surgery  at  Roosevelt  Hospital,  as  president 
of  the  American  College  of  Surgeons . . . Wallace 
W.  McCrory,  M.D.,  professor  and  chairman  of 
the  Department  of  Pediatrics  and  pediatrician- 
in-chief  of  The  New  York  Hospital,  as  president 
of  the  National  Kidney  Disease  Foundation. 

Appointed.  Lawrence  K.  Pickett,  M.D., 
Syracuse,  to  the  Yale  medical  faculty  as  head 
of  the  new  division  of  pediatric  surgery. 

Speakers.  Robert  A.  Nabatoff,  M.D.,  New 
York  City,  at  the  invitation  of  the  faculty  of 
medicine  of  the  University  of  the  West  Indies 
with  the  British  Medical  Association,  on  “The 
Role  of  Sympathectomy  in  Peripheral  Arterial 
Disease”  at  the  medical  faculty  lecture  theatre 
on  August  27.  . . Howard  A.  Rusk,  M.D., 
director  of  New  York  University  Medical  Center 
Institute  of  Physical  Medicine  and  Reha- 
bilitation, before  the  Society  of  Medical  Juris- 
prudence on  “Sick  People  in  a Troubled  World” 
at  the  Society’s  regular  meeting  on  October 
13...  Marie  Pichel  Warner,  M.D.,  New  York 
City,  before  the  cancer  care  committee  at  Fort 
Tryon  Jewish  Center,  New  York  City,  on  “Sex 
and  Health  Facts  for  Women”  on  October  6. 


Mark  your  calendar  now  . . . 

MEDICAL  SOCIETY  OF  THE  STATE  OE  NEW  YORK 
159th  Annual  Convention 
February  15  through  18,  1965 
The  Americana,  New  York  City 
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WHEN  BRONCHIAL  ASTHMA  IS  COMPLICATED  BY 
HYPERTENSION  • HEART  DISEASE  • HYPERTHYROIDISM 


ELIXOPHYLLIN 

Each  15  cc.  contains  THEOPHYLLINE  80  mg.;  ALCOHOL  3 cc. 

...provides  relief  quickly,  dependably,  safely.18 

...avoids  the  side  effects  and  contraindications  of 
ephedrine  polypharmaceuticals  or  similar  sympathomimetics 
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Rapid— therapeutic 
theophylline  blood 
levels  (equal  to  I.  V. 
aminophylline)  reached 
in  minutes.1'-* 


Sustained— theophyl- 
line is  inherently  ‘iong- 
acting’— t.i.d.  dosage 
provides  day  and  night 
relief.1'7 


0 15  30  60  120 
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Minutes  after  administration.  Mean  values  in  adult  subjects  following 
administration  of  the  single  dose  commonly  used  in  clinical  practice.8 


Acute  Attacks:  single  dose  of  75  cc.  for  adults;  0.5  cc.  per  lb.  of  body  weight  for 
children. 

24  Hour  Control:  for  adults  45  cc.  doses  before  breakfast,  at  3 P.M.,  and  before 
retiring;  after  two  days,  30  cc.  doses.  Children,  first  6 doses  0.3  cc.— then  0.2  cc. 
per  lb.  of  body  weight  as  above.  May  be  contraindicated  in  peptic  ulcer  and  gout. 
Gastric  distress  rarely  encountered. 


References:  (1)  Kessler,  F.:  Connecticut  S.M.J.  21:205 
(March)  1957.  (2)  Burbank,  B.;  Schluger,  J.,  and  McGinn, 
J.:  Am.  J.  Med.  Sci.  234:28  (July)  1957.  (3)  Spielman,  A.D.: 
Ann.  Allergy  15: 270  (June)  1957.  (4)  Greenbaum,  J.:  Ann. 
Allergy  16:312  (May-June)  1958.  (5)  Kessler,  F.:  Medical 
Times  87:1298  (Oct.)  1959.  (6)  Bickerman,  H.A.,  and  Barach, 


A.  L.,  in  Modell,  W.:  Drugs  of  Choice  1960-1961,  St.  Louis, 
The  C.  V.  Mosby  Company,  1960,  p.  516.  (7)  Wilhelm,  R.  E. 
in  Conn.,  H.  F.:  Current  Therapy— 1961,  Philadelphia,  W.  B. 
Saunders  Company,  p.  417.  (8)  Schluger,  J.  McGinn,  J.  T., 
and  Hennessy,  D.  J.:  Am.  J.  Med.  Sci.  233: 296,  1957. 
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ULCER 
HEALS 

Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably, 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 

The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 

Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 
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Please  send  me  professional  samples  and  reprints  of 
published  articles. 
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WHEREVER 
DRY,  ITCHY  SKIN 
IS  THE  PROBLEM 


SARDO  IN  THE  BATH 

BRINGS  PROMPT,  PROLONGED  RELIEF 


Microfine  globules  of  SARDO  disperse  on  the  surface  of  the  bath  water  and 
produce  an  invisible  protective  film  on  the  skin.  SARDO  soothes,  lubricates, 
augments  skin  lipids,  helps  retain  and  build  up  essential  moisture  in  the 
stratum  corneum ...  relieves  dryness  and  itching  with  the  very  first  bath. 
Adsorbed  by  the  skin,  SARDO  provides  rapid,  dependable,  allover  relief  in 
most  dry,  itchy  skin  conditions.  Your  patients  will  appreciate  non-sensitizing, 
pleasant,  economical  SARDO*,  the  clinically  proven  bath  oil. 


SARDO  ...  the 
most  widely  used 
therapeutic  bath  oil 


SARDOETTES®  (disposable  compresses  impregnated  with  SARDO)  provide  * P 'b y s*" d eIuM i n ^ 9 6 4 

the  same  skin-comforting  benefits  after  showering  or  local  washing. 

Write  for  samples  and  literature.  SARDEAU,  Inc.,  Dept,  y-4,  845  Third  Ave.,  New  York,  N.  Y.  10022 
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In  your  own  daily  practice,  this  usefully 
different  tranquilizer  can  be  equally  ef- 
fective. What  it  has  done  to  relieve  anxi- 
ety and  maintain  mental  clarity  under  pro- 
longed stress  and  extreme  discomfort  of 
cryohypophysectomy,  it  can  do  in  almost 
any  case  of  anxiety. 

Response  obtained  with  parenteral  hy- 
droxyzine in  20  surgical  patients  under- 
going cryohypophysectomy,  which  entails 
freezing  of  the  pituitary  in  intubated  pa- 
tients, demonstrates  how  slight  is  its  effect 
on  mental  acuity.  The  author  states  that 
with  use  of  a local  anesthetic,  small  doses 
of  a narcotic  and  large  doses  of  hydroxy- 
zine, “the  patient  is  conscious  and  can  re- 
spond to  direct  commands.”1 

So  selective  was  the  tranquilizing  ac- 
tion of  hydroxyzine  in  another  study2  em- 
ploying this  surgical  technique,  that 
throughout  the  long  and  trying  procedure, 
all  but  one  of  the  13  patients  were  effec- 
tively tranquilized  and  yet  able  to  com- 
municate with  the  surgeon  by  means  of 
previously  agreed-upon  hand  signals. 


side  effects:  Drowsiness,  usually  transitory  and 
correctable  by  dosage  reduction,  may  occur.  Dry- 
ness of  mouth  may  be  seen  with  higher  doses. 
Involuntary  motor  activity  has  been  reported  in 
some  hospitalized  patients  on  high  dosage. 
precautions:  Vistaril  (hydroxyzine)  may  poten- 
tiate the  action  of  central  nervous  system  de- 
pressants, anticoagulants,  narcotics  such  as 
meperidine,  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased.  Pa- 
tients receiving  anticoagulants  should  be  fol- 
lowed closely,  and  appropriate  laboratory 
studies  performed  regularly.  The  usual  precau- 
tions for  intramuscular  injection  should  be  fol- 
lowed with  the  parenteral  form.  Intravenous 
injection  should  not  exceed  a rate  of  I cc.  per 
minute  or  100  mg.  per  dose.  As  with  other  in- 
jectables,  soft-tissue  reactions  have  been  rarely 
reported,  and  are  usually  associated  with  faulty 
technique. 

formulas:  Vistaril  (hydroxyzine  pamoate)  Cap- 
sules: 25  mg.,  50  mg.,  100  mg.;  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension:  25  mg.  per  5 cc.; 
Vistaril  (hydroxyzine  HC1)  Parenteral  Solution: 
25  mg.  and  50  mg.  per  cc. 

More  detailed  professional  information  avail- 
able on  request. 


1.  Rand,  R.  W.:  Western  J.  Surg.  72:142,  May-June,  1964.  2.  Morlino,  F.  J.  et  al.:  Paper  presented  at  Stanford 
University  Medical  School,  Palo  Alto,  Calif.,  Jan.,  1964. 


that’s  tranquilization! 


Vistaril 

hydroxyzine 

a usefully  different 
tranquilizer 


PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 


Science  for  the  world's  well-being®  (PflZPP)  Since  1849 


and  it’s  not  a once-over-lightly  one, 
either.  All  rubber  stoppers  used  in  Lilly 
ampoules  are  scrupulously  cleaned  with 
a detergent  and  hot  deionized  water  in 
a special  washing  machine  like  the  one 
pictured  above.  This  removes  any  for- 
eign matter  adhering  to  them.  Then 
the  stoppers  are  autoclaved  at  120°  to 


121  °C.  for  one  hour.  They  are  now 
clean,  sterile,  and  ready  for  use.  In  case 
the  stoppers  are  not  used  within 
seventy -two  hours,  they  are  returned 
for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safe- 
guards used  to  insure  the  quality  of  the 
finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Editorials 


Doctor,  where  are  you? 


In  the  public  mind,  a man  or  woman  with 
an  M.D.  attached  to  his  name  is  a doctor 
with  obligations  as  well  as  rights  and  priv- 
ileges pertaining  thereto.  When  a mem- 
ber of  the  public  has  a sudden  accident,  he 
often  pushes  the  panic  button  and  seeks  the 
nearest  medical  help  he  can  find.  He  under- 
stands in  a vague  way  something  about 
specialization — that  some  doctors  look  only 
at  one  part  of  the  body  and  others  at  an- 
other. But  in  his  special  emergency  a doctor 
is  a doctor.  He  wants  immediate  help,  he 
expects  it  from  anyone  with  an  M.D.  de- 
gree, and  no  member  of  the  profession  should 
ever  disappoint  him. 

In  fact,  physicians  are  enjoined  by  the 
ethics  of  their  profession  from  the  avoidance 
of  first-aid  service.  According  to  Section  4 
of  Chapter  II  on  the  Duties  of  Doctors  of 
Medicine  to  Their  Patients  in  the  Principles 
of  Professional  Conduct  formulated  by  the 
Medical  Society  of  the  State  of  New  York: 
“A  doctor  of  medicine  is  free  to  choose  whom 
he  will  serve.  He  should,  however,  respond 
to  any  request  for  his  assistance  in  an  emer- 


gency or  whenever  temperate  public  opinion 
expects  the  service.” 

This  is  basic  medical  service  that  under- 
pins the  complicated  structure  of  specializa- 
tion we  have  built  upon  it.  No  one  need 
undertake  the  definitive  care  of  an  emer- 
gency, but  it  is  not  asking  too  much  that  he 
take  the  first  steps — to  control  bleeding  and 
protect  from  infection.  Only  after  these 
steps  are  applied  should  he  send  the  patient 
on  to  someone  more  qualified  to  deal  with 
the  third  step — the  repair. 

As  usual,  the  Greeks  had  a word  for  it. 
Hippocrates  said  “a  physician  should  be 
prompt  to  do  his  whole  duty  without  anx- 
iety.” This  may  be  an  anxious  age,  but 
human  nature  and  human  situations  change 
little.  The  doctor  is  the  one  to  go  to  when 
you  are  hurt. 

Think  not  when  a patient  with  an  emer- 
gent condition  rings  your  doorbell  that  it 
tolls  for  your  colleague  down  the  street  or 
for  the  hospital  emergency  room.  It  tolls 
for  you. 


More  on  the  “Battered  Child  Law” 


Attention  has  been  called  to  the  mis- 
leading use  of  the  word  “may”  instead  of 
“shall”  in  editorial  comment  on  the  “Bat- 
tered Child  Law”  in  the  September  15  issue 
of  the  Journal.  According  to  legal  se- 
mantics the  word  “shall”  is  mandatory,  and 
the  word  “may”  is  permissive.  The  law  def- 
initely says  “shall.”  Pertinent  portions  of 
the  law  read  as  follows: 

483-d.  Reports  of  certain  injuries  in- 
flicted upon  children  under  the  age  of  sixteen 


years.  1.  Every  physician  or  surgeon  in- 
cluding doctors  of  medicine,  and  dentistry, 
licensed  osteopathic  physicians,  residents 
and  interns,  examining,  attending  or  treating 
a child  having  reason  to  believe  that  such  a 
child  has  had  serious  injury  or  injuries  in- 
flicted upon  him  or  her  as  a result  of  abuse 
or  neglect,  or  the  superintendent,  manager,  or 
person  in  charge  of  any  hospital,  sanitarium, 
or  other  institution  where  such  a child  is  being 
treated,  shall  immediately  report  the  matter  to 
a society  for  the  prevention  of  cruelty  to  chil- 
dren or  other  duly  authorized  child  protective 
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agency  or  to  a public  welfare  official  in  the 
county  where  such  physician,  surgeon,  hos- 
pital sanitarium,  or  other  institution  is  lo- 
cated. 

2.  Any  person  or  institution  participating 
in  good  faith  in  the  making  of  a report  pur- 
suant to  this  section  shall  have  immunity  from 
any  liability,  civil  or  criminal,  that  might 
otherwise  be  incurred  or  imposed  because  of 
the  making  of  such  a report. 


2.  This  act  shall  take  effect  July  first, 

nineteen  hundred  sixty-four. 

Two  significant  points  of  the  law  are 
obvious: 

1.  Reporting  is  mandatory  when  abuse 
is  suspected. 

2.  You  have  complete  immunity  from 
any  suit  which  may  arise  from  your  report. 


Report  on  the  National  Intern  Matching  Program 


Recent  figures  released  by  the  American 
Association  of  Medical  Colleges  reveals  the 
increased  drawing  power  of  the  medical- 
school-affiliated  hospitals  for  postgraduate 
training. 

In  1953,  2,634,  or  43.8  per  cent,  of  6,033 
persons  participating  in  the  program  were 
matched  to  hospitals  with  major  affiliations 
and  2,138,  or  35.4  per  cent  to  hospitals 
without  medical  school  affiliations.  In  1964, 
3,991,  or  54.3  per  cent,  of  7,351  participants 
went  to  medical-school-affiliated  hospitals 
and  2,150,  or  29.2  per  cent,  to  hospitals  with 
none.  Thus,  over  an  eleven-year  period,  10 
per  cent  more  applicants  went  to  hospitals 
with  major  affiliations  and  6.2  per  cent  less 
to  hospitals  without  medical  school  affilia- 
tions. 

This  is  a natural  development,  since  every 
graduate  desires  the  highest  standards  pos- 
sible in  his  postgraduate  training.  This 
leaves  the  nonaffiliated  hospitals  in  an  un- 
enviable position.  They  have  the  same 
patient  needs  to  fill,  and  their  communities 
want  the  same  high  standards  that  apply 
in  the  medical  centers.  Hospitals  not 


affiliated  with  medical  schools  must  not  be 
permitted  to  remain  in  outer  darkness. 
They  must  draw  near  to  the  light  in  some 
way. 

It  is  too  much  to  expect  the  medical  center 
to  take  on  the  responsibility  for  post- 
graduate training  in  all  the  hospitals  in  its 
area.  Their  responsibilities  for  undergrad- 
uate teaching,  research,  and  patient  care 
are  in  many  cases  extended  to  the  limit. 
A vacuum  which  must  be  filled  exists  be- 
tween the  peripheral  nonaffiliated  hospital 
and  the  central  medical  school  complex. 
It  can  be  filled  by  specially  trained  graduates 
from  the  medical  centers  who  will  go  out  and 
teach  and  work  in  the  unaffiliated  hospitals. 
They  should  become  a part  of  the  community 
and  a direct  link  with  the  medical  center. 

This  blood  relationship  is  not  a new  de- 
parture— it  has  existed  on  a small  scale  in 
many  areas.  The  scale  must  be  vastly  en- 
larged so  that  every  nonaffiliated  hospital 
will  be  linked  in  this  fashion  to  the  pro- 
gressive developments  evolving  at  the  cen- 
ters of  medicine. 
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PRO-BANTHiNE  (propantheline  bromide)  Assures  Aumuriiauve 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthlne  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach1  . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . ” 

Early  investigations  showed  that  Pro- 
Banthlne  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy2  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthlne]  and  propantheline 
[Pro-Banthlne]. 


The  name  Pro-Banthlne  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions—  Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage—  The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthlne 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  o£  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
II5.-136-139  (April)  1963. 

2.  Steinberg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Modell,  W.  (editor):  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 


2749 


PYLOROSPASM  • BILIARY  DYSKINESIA  • PANCREATITIS  • U R E T E R A L A N D U R I N A R Y B L A D D E R S PA  S M • GASTRITIS 


Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 


Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND  helps 
relieve  pain  and  relax  muscle. 
Patient  comfort  can  be  increased 
and  recovery  time  shortened. 


Soma*  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.  Jm 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves  pain 

Also  available  with  XA  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE:  carisoprodol  200 
mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phosphate  16  mg.  (Warning:  may  be 
habit-forming.) 


BRIEF  SUMMARY 

‘SOMA’  COMPOUND;  'SOMA'  COMPOUND  plus  CO- 
DEINE: carisoprodol,  acetophenetidin,  caffeine,  co- 
deine phosphate. 

Warning:  Codeine  may  be  habit-forming. 

Indications:  ‘Soma’  Compound  and  ‘Soma’  Compound 
with  Codeine  are  indicated  for  relief  of  pain  and  stiff- 
ness in  traumatic,  rheumatic  and  other  similar  condi- 
tions. 

Contraindications:  Allergic  or  idiosyncratic  reactions 
to  carisoprodol  or  codeine. 

Precautions:  Acetophenetidin  — May  damage  the  kid- 
neys when  used  in  large  amounts  or  for  long  periods. 
Codeine—  Should  be  used  with  caution  in  addiction- 
prone  individuals.  Carisoprodol  — Like  other  central 
nervous  system  depressants,  should  be  used  with 
caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate. 

Side  effects:  Codeine  — Nausea,  vomiting,  constipa- 
tion, and  miosis.  Carisoprodol  — The  only  side  effect 
reported  with  any  frequency  is  drowsiness,  usually  on 
higher  than  recommended  doses.  One  instance  each 
of  pancytopenia  and  leukopenia  occurring  when  cari- 
soprodol was  administered  with  other  drugs  has  been 


reported,  as  has  an  instance  of  fixed  drug  eruption 
with  carisoprodol  and  subsequent  cross-reaction  to 
meprobamate.  Rare  allergic  reactions,  usually  mild, 
have  included  one  case  each  of  anaphylactoid  reac- 
tion with  mild  shock  and  angioneurotic  edema  with 
respiratory  difficulty,  both  reversed  with  appropriate 
therapy.  Other  rarely  observed  reactions  have  in- 
cluded dizziness,  ataxia,  agitation,  increase  in  eosino- 
phil count,  and  gastrointestinal  symptoms.  Massive 
overdosage  may  produce  coma  and/or  mild  shock 
and  respiratory  depression. 

Dosage:  ‘Soma’  Compound  and  ‘Soma’  Compound 
with  Codeine,  one  or  two  tablets  three  times  daily 
and  at  bedtime. 

Supplied:  ‘Soma’  Compound,  orange  tablets,  each 
containing  carisoprodol  200  mg.,  acetophenetidin  160 
mg.,  and  caffeine  32  mg.  ‘Soma’  Compound  with  Co- 
deine, white,  lozenge-shaped  tablets,  each  containing 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caf- 
feine 32  mg.,  and  codeine  phosphate  16  mg.  Narcotic 
order  form  required. 

Before  prescribing,  consult  package  circular.  CSO-3476 
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Biopsy  and 
Mammography' 


JACOB  GERSHON-COHEN,  M.D.,  D.SC.  (MED.) 

Philadelphia,  Pennsylvania 
A.  G.  B.  BORDEN,  M.D. 
Philadelphia,  Pennsylvania 

From  the  Division  of  Radiology, 
Albert  Einstein  Medical  Center 


T he  presence  of  a dominant  mass  or  other 
signs  of  malignant  tumor  in  the  breast  raises 
no  question  about  biopsy.  However,  in  re- 
viewing the  records  of  the  last  500  cases  of 
breast  cancer  in  our  institution,  it  was  noted 
that  only  62  per  cent  of  the  patients  pre- 
sented themselves  with  unequivocal  signs  of 
malignant  tumor.  Wright1  recently  re- 
ported a similar  experience  from  the  Univer- 
sity Hospitals  of  Cleveland.  The  remaining 
cases  came  to  biopsy  because  the  surgeon 
wanted  to  assure  himself  that  a malignant 
condition  was  not  present  in  spite  of  incon- 
clusive physical  findings  or  because  the 
roentgen-ray  findings  suggested  this  course  of 
action. 

Mammography  in  diagnosis 

The  mammo  graphic  examination  con- 
firmed the  presence  of  a malignant  tumor 
in  94  per  cent  of  these  500  cases.  More  im- 
portant, however,  was  that  mammography 
alone  was  responsible  for  disclosing  the 
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in  500  cases  of  breast  tumor , mammography 
confirmed  the  presence  of  a malignant  tumor 
in  94  per  cent  and  was  alone  responsible 
for  disclosing  the  presence  of  a malignant 
lesion  in  28  per  cent.  The  accuracy  of 
diagnosis  of  benign  lesions  with  mam- 
mography is  better  than  95  per  cent;  it  is 
particularly  of  value  in  selection  of  cases  fot 
biopsy.  In  1,150  women  over  thirty-five 
years  of  age  with  no  breast  symptoms,  mam- 
mography alone  disclosed  30  cases  of  malig- 
nant lesions;  periodic  x-ray  examination  of 
the  breast  in  women  over  forty  years  of  age  is 
recommended  as  a case-finding  procedure. 


presence  of  a malignant  lesion  in  28  per  cent. 
In  only  3 per  cent  did  both  the  physical  and 
mammo  graphic  studies  fail  to  show  evidence 
of  a malignant  tumor,  and  in  this  small 
group  either  the  surgeon  or  the  radiologist 
suggested  a biopsy  despite  the  absence  of 
positive  evidence. 

Palpable  malignant  lesions  rarely  escape 
detection  on  the  x-ray  film,  but  small  lesions, 
not  readily  palpable  because  of  the  presence 
of  cystic  disease  or  because  of  their  location 
deep  in  the  breast,  may  be  clearly  revealed 
roentgeno graphically  (Figs.  1 to  4). 

In  the  group  of  patients  with  no  physical 
signs  but  with  mammo graphic  evidence  of  a 
malignant  lesion,  the  average  diameter  of 
the  lesion  was  1.7  cm.,  and  the  incidence  of 
concomitant  axillary  metastasis  was  37  per 
cent.  In  the  group  with  both  physical  and 
x-ray  evidence  of  a malignant  condition,  the 
lesions  averaged  2.9  cm.  in  diameter,  with 
axillary  metastasis  in  62  per  cent. 

Over  95  per  cent  of  the  women  in  this 
series  were  themselves  responsible  for  the 
discovery  of  the  lesion.  When  it  is  realized 
that  the  lesions  are  benign  in  3 out  of  4 
women  who  present  themselves  for  examina- 
tion, mammography  assumes  prime  im- 
portance, because  the  accuracy  of  diagnosis 
of  benign  lesions  is  better  than  95  per  cent. 

From  this  experience  it  is  our  conviction 
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FIGURE  1.  Infiltrative  duct  carcinoma.  The  pres- 
ence of  punctate  calcifications  in  the  absence  of  a 
palpable  lesion  was  the  basis  for  the  x-ray  diagnosis 
of  malignant  tumor.  This  seventy-six-year-old 
patient  was  a member  of  the  survey  project  and 
had  been  examined  at  six-month  intervals  from 
June,  1956,  to  November,  1960.  Calcium  deposits 
were  noted  at  each  examination,  but  not  until  they 
began  to  increase  in  number  between  the  last  two 
examinations  could  the  surgeons  be  prevailed  on 
to  operate!  The  pathologist  confirmed  the  pres- 
ence of  an  infiltrative  duct  carcinoma. 


that  mammography  greatly  aids  in  the 
diagnosis  of  breast  lesions  and  so  is  of  tre- 
mendous value  to  the  surgeon  in  his  selection 
of  cases  for  diagnostic  resection.2-3 
When  a decision  against  biopsy  is  made,  the 
surgeon  has  at  his  disposal  a pictorial  record 
to  which  he  has  access  for  future  reference 
and  comparison.  Such  a visual  record  is  far 
more  accurate  than  reliance  on  his  memory 
or  his  clinical  notes. 

Comment 

The  incidence  of  breast  cancer  is  ap- 
proaching 65,000  new  cases  a year  in  this 
country.  The  mortality  statistics  continue 
to  be  disheartening,  with  no  appreciable 
improvement  in  sight  in  spite  of  surgical, 
radiologic,  and  chemical  therapeutic  refine- 


FIGURE  2.  Scirrhous  carcinoma.  A small  spicu- 
lated  tumor  led  to  x-ray  diagnosis  of  cancer,  but 
the  surgeon  believed  the  lesion  was  a benign 
cyst.  Diagnosis  was  made  only  two  days  after  this 
fifty-two-year-old  patient  first  felt  the  mass  acci- 
dentally. The  scirrhous  carcinoma  found  by  the 
pathologist  measured  only  5 mm.  in  diameter. 
No  axillary  node  metastasis  was  present. 


ments.  If  more  lesions  could  be  discovered 
while  they  are  still  localized  and  before 
metastasis  has  occurred,  improvement  in 
survival  statistics  finally  might  be  achieved. 

Mammography  as  a case-finding  method 
already  has  shown  this  possibility.  When 
this  approach  was  tested  by  us,  30  cases  of 
malignant  lesions  were  found  among  1,150 
women  over  an  eight-year  period.  Each 
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FIGURE  3.  Scirrhous  carcinoma.  Spiculations 
and  irregularity  of  contour  led  the  roentgenologist 
to  regard  this  mass  as  malignant.  A physical  ex- 
amination two  months  previously  failed  to  disclose 
any  breast  abnormality,  but  the  patient  herself  six 
weeks  later  could  palpate  a mass.  While  the 
surgeon  then  could  also  palpate  a mass,  he  found 
it  "soft  and  movable"  and  thought  the  lesion  was 
a cyst.  Scirrhous  carcinoma  with  metastasis  to 
3 of  19  axillary  nodes  was  found  by  the  pathologist. 

woman  was  over  thirty-five  years  of  age  and 
had  to  be  free  of  breast  symptoms  when  she 
joined  this  program.  The  lesions  averaged 
1.1  cm.  in  diameter,  and  the  incidence  of 
axillary  metastasis  was  less  than  31  per  cent. 
In  2 of  the  cases,  the  opposite  breast  has 
since  been  removed  because  continued  peri- 
odic x-ray  studies  uncovered  a second  lesion.4 

In  another  group  of  102  women,  periodic 
mammography  was  carried  out  on  the  re- 
maining breast  following  mastectomy.  No 
x-ray  studies  preceded  removal  of  the  first 
breast.  Over  a period  of  seven  years,  a 
lesion  was  found  in  the  second  breast  of  6 
patients.  These  lesions  averaged  1.3  cm.  in 


diameter  and  were  associated  with  axillary 
metastasis  in  only  1 case.  On  the  other 
hand,  the  lesions  in  the  first  breast  had 
averaged  2.8  cm.  in  diameter,  and  in  5 of  the 
6 cases  there  was  associated  axillary  metas- 
tasis.5 From  such  experiences  it  seems  likely 
that  periodic  x-ray  examination  of  the  breast 
in  women  over  forty  years  of  age  may  have 
merit  as  a case-finding  procedure. 

Finally,  as  matters  stand  today,  biopsy 
rightfully  must  be  considered  as  a court  of 
last  resort  in  establishing  an  accurate  diagno- 
sis. Not  only  is  this  accepted  by  the  profes- 
sion but  also  by  the  lay  public,  so  that  a 
woman  who  accidentally  discovers  some- 
thing in  her  breast  becomes  unduly  anxious 
about  the  possibility  of  a biopsy.  She  con- 
jures up  hospitalization  and  a surgical  ex- 
perience, and  this  is  the  usual  cause  for  in- 
action. If  instead  of  anticipating  this 
sequence  she  could  get  assurance  that  there 
would  be  no  operation  until  after  x-ray 
studies  were  made,  the  respite  and  delay  oc- 
casioned by  the  x-ray  studies  would  give  her 
time  to  collect  herself,  with  the  hope  that  a 
benign  process  would  be  discovered — and 
this  occurs  in  3 out  of  4 cases ! Under  these 
circumstances  she  would  be  less  fearful  about 
reporting  to  her  family  physician.  Thus, 
delay  in  diagnosis  would  be  averted,  smaller 
lesions  would  be  detected,  and,  with  the 
lower  concomitant  incidence  of  metastasis, 
improvement  should  result  in  survival 
statistics.  In  no  way  would  this  procedure 
detract  from  the  importance  of  biopsy.  As  a 
matter  of  fact,  the  use  of  routine  mammog- 
raphy would  reaffirm  the  importance  of 
biopsy,  since  x-ray  evidence  of  a malignant 
lesion  requires  biopsy  for  confirmation  as 
much  as  does  evidence  gained  from  physical 
examination. 

Summary 

In  the  presence  of  a dominant  mass  in  a 
woman  of  cancer  age,  the  surgeon  has  little 
difficulty  in  deciding  whether  or  not  a biopsy 
is  to  be  done.  However,  in  many  women 
in  whom  cystic  disease  is  associated  with 
multinodularity,  a decision  as  to  whether  or 
not  to  do  a biopsy  may  be  difficult.  The 
physical  signs  in  about  30  per  cent  of  breast 
cancers  are  not  definite,  and  yet  most  of 
these  lesions  can  be  revealed  on  the  x-ray 
film. 

The  routine  use  of  mammography  also 
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FIGURE  4.  Medullary  carcinoma.  (A)  Circumscribed  mass  with  undulating  but  blurred  margins  due  to 
perifocal  edema  suggested  to  roentgenologist  the  presence  of  malignant  process.  Turgescence  of  neigh- 
boring vessels  is  prominent. 

A large  abscess  had  been  resected  from  right  breast  of  this  sixty-nine-year-old  patient  twenty-eight  years 
previously,  and  a long  scar  deformed  breast  contours,  with  deviation  of  the  nipple  toward  the  scar.  Multi- 
nodularity was  present  on  both  sides,  and  it  was  difficult  for  the  surgeon  to  decide  whether  this  was  a 
malignant,  an  inflammatory,  or  a cystic  process.  The  pathologist  found  medullary  carcinoma,  with  metas- 
tasis to  2 of  33  axillary  lymph  nodes.  (B)  Left  breast  for  comparison. 


has  a good  psychologic  effect  in  helping  the 
patient  to  avoid  delay  in  the  performance  of 
biopsy.  As  a result,  smaller  lesions  which 
are  still  localized  and  not  yet  associated  with 
metastasis  are  found  in  greater  numbers. 
It  is  reasonable  to  expect  that  under  such 
circumstances,  better  survival  statistics  can 
be  achieved. 

Whether  mammography  is  used  as  a 
diagnostic  procedure  after  the  discovery  of 
the  lesion  by  self-examination  or  whether  it 
is  used  as  a case-finding  procedure,  it  in  no 
way  detracts  from  the  importance  of  biopsy. 
As  a matter  of  fact,  biopsy  is  as  much  a 
necessity  for  the  confirmation  of  x-ray  find- 
ings as  it  is  for  the  confirmation  of  physical 
signs. 
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Discussion 

James  T.  DeLuca,  M.D.,  Glen  Cove , New 
York.  Dr.  Gershon-Cohen’s  excellent  pres- 
entation has  served  well  in  pointing  out  the 
significant  contributions  that  this  x-ray 
procedure  has  to  offer  in  diagnoses  of  dis- 
ease states  of  the  female  breast.  The  major 
contribution  is  its  ability  to  differentiate 
between  fibrocystic  disease  and  cancer  and 
its  ability  to  detect  cancer  in  the  presence  of 
extensive  fibrocystic  disease  as  well  as  in  the 
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asymptomatic  patient  in  the  preclinical 
stages. 

It  is  my  intention  to  bring  forth  the  salient 
points  in  the  Gershon- Cohen  and  Borden 
report  by  describing  a select  problematic  case 
study  involving  2,000  cases  at  The  Com- 
munity Hospital  at  Glen  Cove. 

As  is  evident  from  the  statistics  presented 
by  Gershon-Cohen  and  Borden,  mammog- 
raphy offers  a high  percentage  of  diagnostic 
accuracy.  Here,  as  with  any  procedure, 
enthusiasm  runs  high,  which  tends  to 
magnify  the  results  slightly.  An  accuracy 
rate  of  approximately  85  per  cent  in  the 
hands  of  less  experienced  radiologists  is  to  be 
considered  normal.  When  they  are  dealing 
with  known  lesions,  the  accuracy  rate  tends 
to  rise  higher,  in  the  region  of  90  per  cent. 
With  a combination  of  clinical  evaluation  of 
the  patient  by  history  and  physical  examina- 
tion in  association  with  mammography,  the 
accuracy  rate  of  the  procedure  then  climbs 
still  higher,  to  approximately  95  per  cent. 
Monitoring  of  the  procedure  by  the  radiolo- 
gist in  this  manner  will  avoid  missing  lesions 
which  occur  at  aberrant  sites  on  the  chest 
wall  which  may  not  ordinarily  be  included  in 
the  routine  lateral  and  caudal  views.  Since 
all  the  cases  referred  for  mammography 
in  our  study  were  problematic,  a higher 
degree  of  accuracy  was  attained  by  monitor- 
ing the  procedure,  as  mentioned. 

Gershon-Cohen  and  Borden’s  detection  of 
26  hidden  cancers  in  slightly  over  1,000  pa- 
tients examined  periodically  over  an  eight- 
year  period  is  a fine  contribution  to  our 
knowledge  of  the  value  of  mammography  as 
a breast  cancer  survey  procedure.  However, 
if  on  each  examination  a physician  records 
his  data  accurately  for  comparison  at  short 
periodic  intervals,  he  will  detect  cancer  at  an 
earlier  stage  than  the  accidental  discovery 
made  by  the  patient.  Cancers  so  detected 
will,  therefore,  have  less  chance  for  axillary 
involvement.  This  does  not  mean  that 
mammography  alone  cannot  serve  well  as  a 
screening  procedure  in  the  detection  of  early 
cancer  of  the  breast.  It  should  be  limited  to 
an  age  group  in  which  cancer  becomes  a 
statistical  reality,  that  is,  to  those  forty 
years  of  age  and  above.  It  should  be  com- 
bined with  the  clinical  examination  of  the 
breasts,  so  that  both  forms  of  examination 
will  have  a complementary  effect  in  the 
detection  of  cancer. 


Fortuitously  for  mammography,  most 
cancers  occur  in  an  age  group  in  which  the 
roentgen  image  of  the  breast  can  be  inter- 
preted properly.  However,  no  one  should 
set  a lower  age  limit  in  the  face  of  a diagnos- 
tic problem.  In  particular,  the  patient  with 
fibrocystic  disease  on  occasion  can  create  a 
dilemma  in  judgment  even  for  the  most  com- 
petent physician  as  to  the  need  for  biopsy. 
Mammography  can  help  by  assuring  the 
physician  of  his  diagnosis  and  by  its  detec- 
tion of  cancer  in  the  presence  of  fibrocystic 
changes. 

Through  the  use  of  mammography  at  The 
Community  Hospital  at  Glen  Cove,  7 hidden 
cancers  were  detected  in  the  first  1,000 
patients  examined.  In  all  7 cases  there  were 
varying  degrees  of  fibrocystic  disease  pres- 
ent. In  1,  a benign  cyst  of  the  opposite 
breast  was  to  be  resected  when  mammog- 
raphy disclosed  a small  primary  malignant 
tumor  in  the  opposite  breast.  The  primary 
lesion  could  not  be  found  clinically  in  any  of 
these  patients,  nor  were  there  any  com- 
plaints referable  to  the  area  in  which  the 
cancer  was  found. 

The  lesions  so  detected  measured  approxi- 
mately 1 cm.  or  less.  In  2 there  was  evidence 
of  axillary  involvement.  In  the  75  known 
palpable  lesions  in  which  cancer  was  sus- 
pected prior  to  surgery,  mammography  was 
correct  in  its  diagnoses  in  all  except  2,  and  in 
this  group  the  cancers  were  much  larger 
and  showed  a higher  percentage  of  axillary 
involvement;  approximately  38,  or  50  per 
cent,  of  the  group  had  metastases  to  axillary 
nodes.  Of  the  180  patients  who  had  benign 
lesions  that  were  palpable  prior  to  biopsy,  the 
diagnosis  was  confirmed  by  mammography 
in  nearly  all  prior  to  surgery. 

It  is  evident  from  the  analyses  of  these 
first  1,000  patients  that  when  a lesion  is 
detected  by  mammography  alone,  it  is  in  an 
earlier  stage  of  growth;  and  it  is  also  clear 
that  a marked  reduction  in  axillary  involve- 
ment is  to  be  expected.  The  statistics  in  the 
second  group  of  1,000  patients  have  not  as 
yet  been  analyzed  completely  but  are  com- 
parable with  the  first  group. 

In  routine  examination  of  women  patients 
the  busy  practitioner,  on  encountering  the 
large  pendulous  breast  or  the  extensively 
fibrocystic  indurated  breast,  has  mammog- 
raphy available  to  him  for  confirmation  of 
his  clinical  diagnosis  and  for  clarification  of 
any  vagueness  of  the  clinical  findings.  It 
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also  affords  the  clinician  a test  by  which  the 
cancer  most  prevalent  in  women  can  be 
detected  early. 

The  psychologic  benefits  to  the  patient, 
knowing  that  a test  of  this  nature  can  be 
performed,  should  not  go  unnoticed.  The 
important  relationship  between  physician 
and  patient  is  supported  by  mammography, 
for  the  referring  physician  still  maintains 
management  of  his  patient.  Mammography 
fills  the  void  between  patients’  symptoms, 


the  palpable  clinical  findings,  and  tissue 
diagnoses  by  biopsy.  In  no  way  is  it  a sub- 
stitute for  biopsy  when  biopsy  is  indicated. 

Mammography  has  now  developed  to  the 
point  where  it  can  be  depended  on  for  ac- 
curate diagnoses  in  trained  hands.  Some  of 
the  many  advantages  of  its  use  have  been 
commented  on.  The  most  significant  is  its 
capability  in  detecting  early  cancer  of  the 
breast,  offering  hope  that  the  survival  rate 
will  be  altered  favorably. 
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| n recent  years  bone  cysts  and  their 
related  conditions  have  been  more  precisely 
catalogued,  and  as  a result  a large  list  of  new 
clinical  entities  have  made  their  way  into 
the  orthopedic  and  general  surgical 
literature.  As  a result,  much  of  the  past 
confusion  regarding  terminology  and  classifi- 
cation of  these  lesions  has  been  circumvented, 
and  to  Jaffe,  Lichtenstein,  Coley,  Dahlin, 
Ackerman,  and  others  much  credit  must  be 
given  for  organizing  this  complex  subject 
into  the  orderly  manner  which  we  know 
today.  Shown  in  Table  I is  a list  of  bone 
cysts  classified  according  to  their  purported 
tissue  of  origin  which  has  been  compiled 
from  these  authors’  publications.1-5 

Because  of  the  surgical  importance  at- 
tached to  their  proper  identification,  it  is  the 
purpose  of  this  paper  to  describe  and 
illustrate  the  five  benign  cystic  conditions  of 
bones  that  we  have  encountered  most  fre- 
quently in  the  Bone  Tumor  Clinic  at  Roswell 
Park  Memorial  Institute  during  the  last 
decade.  They  are  as  follows:  giant-cell 
tumor  of  bone,  aneurysmal  bone  cyst, 
simple  or  solitary  bone  cyst,  nonossifying 
fibroma  of  bone,  and  osteoid  osteoma. 

General  considerations 

The  final  diagnosis  of  a bone  lesion  is 
histologic  in  nature;  however,  to  establish 
the  diagnosis,  the  pathologist  must  have  the 


BENIGN  BONE  lesions,  including  giant-cell 
tumors , aneurysmal  bone  cysts,  simple  cysts, 
nonossifying  or  endosteal  fibromas  of  bone, 
and  osteoid  osteomas,  must  be  evaluated  from 
their  clinical,  radiologic,  and  histologic 
appearance  before  a final  diagnosis  is  estab- 
lished and  proper  treatment,  usually  surgical, 
is  initiated. 


TABLE  I.  Classification  of  bone  cysts  according 
to  tissue  of  origin 


Tissue  of 

Origin 

Bone  Cysts 

i Osteoid  osteoma 

Osseous  < 

( 

Solitary  and  multiple  exostoses 
Benign  osteoblastoma 
Benign  chondroblastoma 

Cartilagenous  j 

1 

Chondromyxoid  fibroma 
Solitary  and  multiple  enchon- 

dromas 

Vascular 

| Aneurysmal  bone  cyst 
1 Hemangioma  of  bone 
Nonosteogenic  fibroma 

Connective  j 

Giant-cell  tumor 
Fibrous  dysplasia 
f Solitary  bone  cyst 

Unknown 

\ Subchondral  bone  cyst 

clinician’s  and  a radiologist’s  evaluation  of 
the  tumor.  Jaffe4  has  called  this  the  tridi- 
mensional approach,  and  most  authorities 
on  this  subject  agree  that  in  no  field  of 
medicine  is  the  close  collaboration  of  radiol- 
ogist, surgeon,  and  pathologist  of  greater 
importance  than  in  the  final  assessment  of 
these  lesions. 

Clinical  features.  Clinically,  most 
bone  cysts  present  a constant  clinical 
pattern,  namely,  pain  and  swelling  referable 
to  the  lesion.  These  symptoms  are  fre- 
quently accentuated  by  the  presence  of  a 
pathologic  fracture.  Rarely  do  these  lesions 
present  clinical  features  which  on  cursory 
examination  suggest  the  diagnosis;  however, 
there  are  exceptions,  namely,  the  relief  of 
pain  due  to  osteoid  osteoma  with  aspirin  and 
the  occasional  absence  of  symptoms  of  a 
nonosteo genic  fibroma. 

Probably  the  most  important  clinical 
factor  to  be  considered  in  the  clinical  evalua- 
tion of  bone  cysts  is  the  age  of  the  patient, 
since  many  of  these  lesions  have  almost  an 
exclusive  domain  to  certain  age  groups. 
For  example,  a solitary  bone  cyst  and  non- 
ossifying fibroma  are  seen  most  often  in 
young  children,  whereas  a giant-cell  tumor 
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is  seen  mainly  in  young  adults.  Frequently 
the  age  of  the  patient  along  with  the  radio- 
logic  appearance  of  a given  bone  cyst  will 
provide  sufficient  data  for  making  a tenta- 
tive diagnosis. 

Radiologic  features.  The  radiologic 
diagnosis  of  a given  bone  lesion  is  fraught 
with  errors;  however,  with  careful  inter- 
pretation the  diagnosis  may  be  narrowed  to 
two  or  three  possibilities.  In  this  regard,  the 
most  important  consideration  in  their  radio- 
logic  differential  diagnosis  is  that  these 
lesions  have  a certain  predilection  for  specific 
bony  sites.  For  example,  a giant-cell  tumor 
is  found  mainly  in  the  epiphyseal  area,  a 
nonosteogenic  fibroma  is  primarily  a dia- 
physeal lesion,  whereas  a latent  solitary 
bone  cyst  is  usually  metaphyseal  in  location. 
We  wish  to  stress,  however,  that  irrespective 
of  how  diagnostic-appearing  are  the  symp- 
toms a bone  lesion  may  present  radio- 
graphically, the  final  diagnosis  must  be 
verified  by  histologic  examination  of  a rep- 
resentative tissue  specimen.  In  our  opinion 
there  are  few  exceptions  to  this  rule. 

Pathologic  features.  With  respect 
to  their  pathologic  features,  the  majority 
of  bony  cysts  have  a distinctive  pattern 
so  that  a histologic  diagnosis  can  be  estab- 
lished with  reasonable  certainty.  It  must 
be  remembered,  however,  that  this  is  a 
difficult  division  of  pathology,  and  as  indi- 
cated previously,  the  pathologist  must  be 
afforded  an  intelligent  appraisal  of  the 
roentgenograms  and  surgical  findings  if  a 
correct  diagnosis  is  to  be  established. 

Giant-cell  tumor 

Many  bone  cysts  in  the  past  have  been 
misdiagnosed  as  giant-cell  tumors;  however, 
it  is  a much  rarer  bone  lesion  than  older 
statistics  suggest.  Furthermore  its  decisive 
clinical,  roentgeno graphic,  and  pathologic 
features  have  only  been  recognized  in  re- 
cent years.  In  addition,  this  tumor  is 
extremely  difficult  to  treat  as  measured  by 
the  high  rate  of  local  recurrences  and  the 
fact  that  sarcomatous  transformation  and 
distant  metastases  are  also  occasional 
sequelae.4-6 

Clinical  features.  The  main  com- 
plaint is  usually  of  pain  of  variable  intensity. 
A pathologic  fracture  is  not  an  uncommon 
complication,  and  when  it  occurs,  an  increase 
of  pain  is  usually  noted.  A characteristic 


FIGURE  1.  Tumor  of  the  lower  femur  in  thirty- 
five-year-old  female.  The  patient  had  symptoms 
of  pain  in  the  region  of  her  knee  for  four  months 
prior  to  the  taking  of  this  x-ray  film.  The  x-ray 
appearance  of  this  tumor  is  consistent  with  a diag- 
nosis of  giant-cell  tumor  which  was  confirmed  mi- 
croscopically. 

feature  of  this  lesion  is  the  fact  that  it  rarely 
occurs  before  the  age  of  seventeen  and  is 
seldom  seen  after  the  age  of  forty.  In 
addition,  the  long  bones  are  involved  most 
frequently,  and  particularly  about  the  knee. 

Radiologic  features.  Radiologically 
this  tumor  occurs  in  the  epiphyseal  area. 
In  early  tumors,  the  bone  defect  may  appear 
as  a lytic  lesion,  often  in  close  approxima- 
tion to  epiphyseal-metaphyseal  junction, 
and  somewhat  eccentrically  placed  in  rela- 
tion to  the  long  axis  of  the  bone.  With 
continued  growth,  the  cyst  may  expand  to 


2758  New  York  State  Journal  of  Medicine  / November  15,  1964 


FIGURE  2.  Microscopic  appearance  of  a giant-cell 
tumor.  The  large  number  of  multinucleated  giant 
cells  contained  in  a fibrous  stroma  are  characteris- 
tic of  this  tumor  (hematoxylin  and  eosin  stain). 

involve  the  entire  width  of  the  bone  and 
produce  a soap  bubble-like  appearance 
(Fig.  1). 

Pathologic  features.  The  gross 
features  of  this  tumor  are  represented  by  a 
soft,  friable,  hemorrhagic  mass.  Tumors  of 
long  duration  frequently  have  cystic  areas  of 
degeneration.  In  most  cases  the  adjacent 
cartilage  and  periosteum  act  as  a barrier  to 
the  spread  of  the  tumor  into  the  soft-tissue 
parietes;  however,  there  are  reports  of 
giant- cell  tumors  extending  beyond  these 
structures. 

Microscopically,  many  giant  cells  with 
numerous  nuclei  and  a stroma  of  plump  and 
spindle-shaped  cells  are  the  distinctive 
characteristics  of  this  tumor  (Fig.  2). 

Treatment.  Local  excision  is  the  treat- 
ment of  choice  and  should  be  employed 
whenever  feasible.  Curettage  has  been  the 
favorite  method  of  treatment;  however 
local  tumor  recurrence  is  high  following  this 
method  of  treatment,  and  in  some  series  has 
been  reported  as  high  as  50  per  cent. 

Radiation  therapy  of  giant- cell  tumor  of 
bone  is  gradually  losing  its  popularity.  The 
increased  incidence  of  sarcomatous  changes 
associated  with  radiotherapy  and  the  fact 
that  these  tumors  are  less  radiosensitive 
than  otherwise  thought  has  made  this 
modality  of  treatment  of  limited  value. 
Accordingly,  radiotherapy  should  be  limited 
to  those  tumors  that  are  not  amenable  to 
surgical  excision. 

Aneurysmal  bone  cysts 

The  term  aneurysmal  bone  cyst  was  given 
this  uncommon  bone  lesion  by  Jaffe  and  Lich- 


FIGURE  3.  Aneurysmal  bone  cyst  involving  the 
femur  in  sixteen-year-old  girl.  Symtoms  had  been 
present  for  six  months.  The  balloon  appearance 
is  characteristic  of  this  tu mor. 

tenstein7  to  describe  its  roentgenologic  and 
gross  features,  namely,  distention  of  the 
bone  involved  and  the  presence  of  a blood- 
filled  cyst.  Prior  to  their  publication,  the 
tumor  was  known  under  a variety  of  names 
such  as  ossifying  hematoma  or  subperiosteal 
giant-cell  tumor. 

Clinical  features.  Pain  and  swelling 
are  the  principal  clinical  manifestations,  and 
they  are  usually  increased  with  activity  of 
the  affected  part.  This  tumor  occurs  most 
frequently  in  patients  under  twenty  years 
of  age  and  is  seen  more  often  in  females  than 
males.  The  metaphyseal  region  about  the 
knee  is  the  most  common  site  of  involve- 
ment, but  it  has  also  been  reported  as  occur- 
ring in  the  upper  limb  and  vertebral  column. 
When  an  aneurysmal  bone  cyst  arises  from 
the  latter  area,  signs  and  symptoms  of  cord 
compression  may  be  present. 

Radiologic  features.  The  typical 
radiographic  appearance  of  an  aneurysmal 
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FIGURE  4.  Microscopic  section  of  wall  of  an  aneu- 
rysmal bone  showing  the  dilated  vascular  channels 
and  granulation  tissue  lining  its  inner  surface 
(hematoxylin  and  eosin  stain). 

bone  cyst  is  its  dome-like  appearance. 
During  its  early  stage,  it  appears  more  like 
a bony  erosion;  however,  with  continued 
growth,  the  periosteum  becomes  raised,  and 
the  classical  dome-  or  balloon-like  cyst 
makes  its  appearance  (Fig.  3). 

Pathologic  features.  On  gross  in- 
spection an  aneurysmal  bone  cyst  appears 
to  arise  from  within  the  bone  proper  and  is 
represented  by  a thin-shelled,  irregular 
cavity  filled  with  blood  and  lined  by  friable, 
fibrous  tissue.  When  the  roof  of  the 
cavity  is  removed,  a considerable  amount  of 
bleeding  may  be  encountered. 

Microscopically,  varied-sized  blood-filled 
spaces  are  the  outstanding  histologic  feature 
of  this  lesion.  The  wall  of  these  spaces  is 
mainly  fibroblastic  and  contains  within  its 
substance  multinucleated  giant  cells  similar 
to  those  seen  in  a giant-cell  tumor;  but  they 
are  smaller  and  fewer  in  number  (Fig.  4). 

Treatment.  Surgical  excision  is  the 
treatment  of  choice;  however,  simple  un- 
roofing of  the  cyst  followed  by  a thorough 
curettage  and  when  necessary  filling  in 
the  resultant  cavity  with  bone  chip  also 
appears  to  be  effective  treatment.  Recur- 
rence after  either  of  these  procedures  is 
extremely  unusual.  Radiation  should  be 
limited  to  those  lesions  that  cannot  be 
treated  by  surgery. 

Simple  cysts 

Simple,  solitary,  or  unicameral  bone  cyst  is 
the  commonest  bone  cyst  encountered  in 
children.  Furthermore,  it  presents  a char- 


acteristic growth  feature  that  is  readily 
demonstrated  by  x-ray  examination. 

Clinical  features.  Local  pain  is  almost 
invariably  the  chief  complaint  and  is  usually 
due  to  a pathologic  fracture  at  the  site  of  the 
cyst.  In  most  series,  the  upper  humerus  has 
been  the  most  common  site  of  involvement, 
followed  by  the  upper  femur  and  tibia. 

Radiologic  features.  A simple  bone 
cyst  demonstrates  radiographically  several 
stages  of  development.  During  its  period  of 
active  growth,  the  cyst  is  located  in  the 
metaphysis  and  usually  occupies  the  entire 
width  of  the  bone.  However,  as  the  patient 
matures,  the  epiphysis  grows  away  from  the 
cyst  so  that  it  becomes  located  toward  the 
midshaft  of  the  bone.  During  and  after  this 
stage  of  development,  regression  may  take 
place.  Because  of  this  growth  feature, 
Jaffe4  has  classified  simple  bone  cysts  into 
two  types,  the  active  and  the  latent. 

Accordingly,  an  active  simple  cyst  is 
observed  mainly  during  childhood.  Early 
in  its  development  it  appears  ovoid;  how- 
ever, with  continued  growth  it  takes  on  a 
fusiform  appearance  and  assumes  the  shape 
of  the  bone  it  involves.  The  cortex  remains 
intact  except  in  those  cases  where  a patho- 
logic fracture  takes  place.  Although  a 
simple  cyst  is  grossly  a solitary  cyst,  the 
x-ray  appearance  frequently  shows  trabec- 
ulation  and  to  the  degree  that  it  is  fre- 
quently interpreted  radiologically  as  a 
mult  icy  stic  lesion.  This  latter  impression  is 
due  to  the  numerous  bony  ridges  and  septa 
that  make  up  its  inner  surface. 

A latent  cyst  on  the  other  hand  is  seen 
more  often  in  older  children  and  adults  and 
is,  as  stated  previously,  more  often  located 
toward  the  midshaft  of  the  bone.  In 
addition,  trabeculation  and  cortical 
thinning  are  characteristics  of  its  x-ray  ap- 
pearance. Occasionally  an  active  simple 
bone  cyst  may  be  observed  in  a midshaft 
location  (Fig.  5). 

Pathologic  features.  Grossly  a simple 
cyst  consists  of  a cavity,  which  contains 
yellow  or  straw-colored  fluid;  the  inner 
surface  is  traversed  by  bony  ridges  of  vary- 
ing depths  and  covered  by  a fibrous  mem- 
brane. This  membrane  is  made  up  of  fibrous 
connective  tissue  which  contains  giant  cells. 
The  microscopic  appearance  of  this  lesion 
may  frequently  simulate  a giant-cell  tumor; 
however,  the  age  of  the  patient  and  the 
radiologic  appearance  of  the  lesion  make 
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FIGURE  5.  (A)  Typical  x-ray  appearance  of  simple  or  solitary  bone  cyst  showing  its  close  relationship  to 
the  epiphyseal-metaphyseal  junction.  (B)  Four  years  later,  the  cyst  has  moved  down  to  a mid-shaft  lo- 
cation and  is  in  the  "latent”  phase  of  its  development. 


differentiation  between  these  two  entities 
possible. 

Treatment.  Simple  cysts  are  generally 
treated  according  to  their  stage  of  develop- 
ment. An  active  cyst  that  is  producing 
symptoms  is  best  treated  by  curettage  and 
the  use  of  bone  chips  to  fill  in  the  resultant 
defect.  According  to  Dahlin,3  a 50  per  cent 
recurrence  rate  may  be  expected  in  this 
group.  In  older  patients  and  as  the  cyst 
migrates  toward  the  midshaft  of  the  bone, 
surgical  treatment  may  be  delayed. 


Nonossifying  or  endosteal 
fibroma  of  bone 

The  cystic  tumor  known  as  nonossifying 
or  endosteal  fibroma  of  bone  is  believed  by 
some  observers  to  be  a developmental  de- 
fect, while  others  consider  it  a true  bone 
tumor. 

Clinical  features.  This  lesion  is  usually 
detected  following  an  x-ray  examination 
for  some  other  condition;  however,  local 
pain  and  swelling  have  been  noted  in  all  of 
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FIGURE  6.  Radiograph  showing  nonosteogenic 
fibroma  of  the  fibula  in  a nine-year-old  boy. 


our  cases.  The  lower  femur  and  tibial 
metaphysis  are  the  most  common  sites  of 
involvement;  in  addition,  it  is  most  often 
seen  in  young  children. 

Radiologic  features.  The  x-ray  ap- 
pearance of  this  lesion  is  quite  typical.  The 
lesion  is  located  in  the  shaft  of  a long  bone  1 
to  2 inches  from  the  epiphyseal  cartilage 
plate.  It  is  usually  longer  than  it  is  wide, 
and  where  it  abuts  on  the  cortex,  the  cortex 
may  be  thinned.  The  inner  wall  may  have 
a scalloped  appearance  (Fig.  6). 

Pathologic  features.  This  lesion 


FIGURE  7.  Histologic  appearance  of  the  tumor 
shown  in  Figure  6.  The  fibrous  nature  of  the  tumor 
is  quite  apparent  (hematoxylin  and  eosin  stain). 


may  vary  in  size,  and  there  are  well-doc- 
umented cases  of  nonossifying  fibromas 
measuring  more  than  5 cm.  The  tumor 
tissue  itself  is  fibrous  in  appearance,  al- 
though sometimes  it  may  appear  red  and 
friable. 

Histologically,  a fibroblastic  pattern 
dominates  the  microscopic  features  of  this 
tumor.  Spindle-shaped  cells  showing  in- 
creased cellular  activity  is  not  uncommon, 
and  giant  cells  and  occasional  nests  of  foam 
cells  may  also  be  observed.  The  con- 
nective-tissue nature  of  this  lesion  is  quite 
distinctive  of  this  lesion  (Fig.  7). 

Treatment.  In  most  situations,  curet- 
tage is  the  treatment  of  choice.  Bone 
grafting  may  be  necessary  if  the  structural 
integrity  of  the  bone  is  compromised  by  the 
operative  procedure. 

Osteoid  osteoma 

The  well-known  bone  lesion  osteoid 
osteoma  was  first  described  by  JafFe,8  and 
prior  to  his  publication  it  was  frequently 
misinterpreted  as  a focus  of  osteomyelitis. 

Clinical  features.  This  lesion  is  seen 
most  often  in  young  adult  males.  In  about 
one  half  of  the  published  cases,  the  long  bones 
of  the  lower  extremity  have  been  affected; 
however,  it  has  been  reported  in  almost 
every  bone  of  the  body  including  the 
mandible.  Pain  is  quite  characteristic,  and 
many  have  observed  that  salicylates  fre- 
quently relieve  its  distressing  features. 
Occasionally  the  pain  is  referred  to  a distant 
joint  and  to  the  degree  that  a disturbance  in 
gait  may  be  present.  Local  tenderness  is  a 
common  physical  finding. 
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FIGURE  8.  Osteoid  osteoma  of  fibula  in  a six-year- 
old  boy  who  complained  of  pain  in  his  lower  leg. 
The  bony  sclerosis  surrounding  a zone  of  radio- 
lucency  is  characteristic  of  the  tumor. 

Radiologic  features.  The  typical 
osteoid  osteoma  consists  of  an  osteolytic 
nidus  surrounded  by  a dense  border  of  bony 
sclerosis.  Because  of  the  bony  sclerosis,  the 
nidus  may  not  be  observed  unless  special 
x-ray  views  are  obtained.  When  an  osteoid 
osteoma  originates  from  cancellous  bone,  the 
typical  surrounding  bony  sclerosis  may  be 
absent  (Fig.  8). 

Pathologic  features.  This  lesion  is 
represented  by  a small,  oval  mass  (the  nidus) 
that  is  separate  and  distinct  from  the  dense 
osseous  structure  that  surrounds  it.  The 
nidus  may  vary  from  bony  hard  to  soft  and 
is  characteristically  less  than  1 cm.  in  di- 
ameter. Histologically,  the  nidus  consists  of 


FIGURE  9.  Section  of  osteoid  osteoma  showing 
the  dense  nidus  surrounded  by  a thin  remnant  of 
cortical  bone  (hematoxylin  and  eosin  stain). 


sclerotic  osteoid  and  vascular  connective 
tissue  (Fig.  9). 

Treatment.  The  treatment  of  an 
osteoid  osteoma  is  complete  removal  of 
the  nidus.  This  is  best  accomplished  by 
removing  a portion  of  the  adjacent  bone  with 
the  lesion.  It  is  important  that  the  entire 
nidus  be  removed,  otherwise  symptoms  will 
persist.  If  necessary,  the  operative  area 
should  be  checked  by  x-ray  examination  at 
the  completion  of  the  procedure  to  insure 
total  removal. 


Summary 

A brief  resume  of  five  common  cystic  bone 
lesions  is  presented  to  show  the  importance 
of  establishing  the  correct  diagnosis  prior  to 
surgical  treatment.  Like  many  neoplastic 
conditions,  these  lesions  must  be  evaluated 
from  their  clinical,  radiologic,  and  histologic 
appearance  before  a final  diagnosis  is  estab- 
lished and  the  proper  treatment  initiated. 


References 

1.  Ackerman,  L.  V.,  and  Spjut,  H.  J.:  Tumors  of  Bone 
and  Cartilage,  Washington,  D.C.,  Armed  Forces  Institute  of 
Pathology,  1961. 

2.  Coley,  B.  L.:  Neoplasms  of  Bone,  New  York,  Paul  B. 
Hoeber,  Inc.,  1949. 

3.  Dahlin,  D.  C.:  Bone  Tumors,  Springfield,  Illinois, 

Charles  C Thomas,  1957. 

4.  Jaffe,  H.  L.:  Tumors  and  Tumorous  Conditions  of  the 
Bone  and  Joints,  Philadelphia,  Lea  & Febiger,  1958. 

5.  Lichtenstein,  L.:  Bone  Tumors,  St.  Louis,  C.  V.  Mosby 
Co.,  1959. 

6.  Johnson,  E.  W.,  Jr.,  and  Dahlin,  D.  C.:  Treatment  of 
giant-cell  tumor  of  bone,  J.  Bone  & Joint  Surg.  41- A:  895 
(1959). 

7.  Jaffe,  H.  L.,  and  Lichtenstein,  L.:  Solitary  unicameral 
bone  cyst  with  emphasis  on  the  roentgen  picture,  the  patho- 
logic appearance  and  the  pathogenesis.  Arch.  Surg.  44:  1004 
(1942). 

8.  Jaffe,  H.  L.:  Osteoid-osteoma,  a benign  osteoblastic 
tumor  composed  of  osteoid  and  atypical  bone,  ibid.  31:  709 
(1935). 


November  15,  1964  / New  York  State  Journal  of  Medicine  2763 


Diethyl  Ether 
Anesthesia  and 
Nitrogen  Mustard 

Synergistic  Effects  on 
Central  Nervous  System 

GUY  OWENS,  M.D. 
Buffalo,  New  York 
IMRAN  HATIBOGLU,  M.D. 
Buffalo,  New  York 

From  the  State  of  New  York  Department  of  Health, 
Roswell  Park  Memorial  Institute 


P revious  work  has  shown  that  diethyl 
ether  anesthesia  associated  with  hyperther- 
mia will  produce  seizure  activity  and  in  some 
instances  neurologic  deficits  and  death.1 
During  these  studies,  available  tissue  oxy- 
gen measured  from  the  cerebral  cortex 
using  a polaro graphic  electrode  indicated 
that  as  the  depth  of  anesthesia  increased, 
more  oxygen  became  available  to  the  sensing 
electrode.2  We  have  speculated  that  this 
observation  may  indicate  that  diethyl  ether 
alters  in  some  fashion  the  cellular  utilization 
of  oxygen. 

Recent  studies  indicate  that  the  effects  of 
chemotherapy  on  neoplastic  tissues  are 
enhanced  by  hyperthermia. 3 It  would  seem, 
therefore,  that  heightened  metabolic  ac- 
tivity, and  thereby  the  demand  for  more 
oxygen,  produces  significant  damage  to 
neoplastic  tissues  in  the  presence  of  various 
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drugs.  Therefore,  it  might  be  anticipated 
that  the  combination  of  diethyl  ether  an- 
esthesia and  nitrogen  mustard  might  selec- 
tively produce  brain  damage.  If  this  were 
so,  the  judicious  combination  of  the  two  in 
therapy  of  neoplastic  lesions  of  the  brain 
might  be  possible.  This  study  was  de- 
signed, therefore,  to  explore  this  possi- 
bility. 

Method 

New  Zealand  albino  rabbits  were  employed 
as  the  experimental  animals.  Six  served  as 
controls  receiving  nitrogen  mustard  intra- 
venously without  anesthesia.  Three  of 
these  animals  received  3 mg.,  two  4 mg., 
and  one  6 mg.  per  kilogram.  Three  animals 
were  anesthetized  with  open-drop  diethyl 
ether  to  a surgical  plane  of  unconsciousness. 
Twenty  minutes  afterwards,  3 mg.  per  kilo- 
gram of  nitrogen  mustard  were  administered 
intravenously.  Anesthesia  was  then  dis- 
continued. Five  other  animals  were  anes- 
thetized with  pentobarbital  sodium,  30  mg. 
per  kilogram  intravenously,  and  these  ani- 
mals received  3 mg.  per  kilogram  of  nitrogen 
mustard  within  twenty  minutes . N eur olo  gic 
observations  were  performed  on  all  animals 
included  in  the  study.  Microscopic  exami- 
nation of  the  central  nervous  system  of  each 
animal  was  then  conducted  employing 
hematoxylin  and  eosin  stained  sections. 

Results 

In  the  control  group  only  one  animal  dem- 
onstrated neurologic  disorders.  (Table  I). 
This  animal  received  6 mg.  per  kilogram  of 
nitrogen  mustard,  and  four  hours  later 
generalized  convulsions  were  observed.  Sei- 
zures persisted  for  approximately  two  hours 
at  which  point  the  animal  expired.  The 
other  five  animals  in  the  control  group  died 
at  varying  intervals  as  a result  of  systemic 
toxicity.  All  animals  receiving  diethyl  ether 
anesthesia  and  3 mg.  per  kilogram  of  nitro- 
gen mustard  developed  generalized  con- 
vulsive changes  within  four  hours  following 
the  injection  of  the  mustard,  and  all  expired 
within  ten  hours.  Seizure  manifestations 
were  also  present  in  the  animals  receiving 
pentobarbital  sodium  but  were  considerably 
less  severe  than  in  the  ether  group  and  de- 
veloped approximately  six  hours  after  the 
nitrogen  mustard  injection  (Table  I).  There 
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were  no  deaths  in  this  group  attributable  to 
central  nervous  system  toxicity.  All  ani- 
mals, however,  expired  within  six  days 
demonstrating  severe  systemic  and  neuro- 
logic manifestations.  The  neurologic 
changes  were  characterized  by  tremors  of 
the  head  and  neck  and  loss  of  balance. 

Microscopic  examinations  of  the  various 
brains  were  unremarkable  except  in  the 
pentobarbital  group.  Two  of  the  five 
animals  demonstrated  significant  evidence  of 
cerebellar  Purkinje  cell  depletion. 


Comment 

Nitrogen  mustard  is  recognized  as  having 
a high  order  of  selective  action  against 
hematopoietic  tissue,  lymphoid  organs,  and 
intestinal  mucosa.  It  is  also  well  established 
that  super  lethal  doses  of  nitrogen  mustard 
administered  in  various  experimental  species 
will  produce  neurologic  deficits.  In  mice, 
hyperactivity  described  as  “waltzing”  has 
been  observed.4  At  such  dose  ranges,  how- 
ever, the  mice  do  not  survive  long  enough 
fully  to  develop  microscopic  neuropathy. 
Thus,  in  the  midlethal  dose  range  for  the 
mouse  (6.2  to  12.5  mg.  per  kilogram)  death 
is  delayed  and  is  usually  associated  with 
changes  in  the  proliferative  tissue.  On  the 
other  hand,  in  ranges  from  25  to  50  mg.  per 
kilogram  acute  fulminating  fatal  changes 
occur  and  are  typical  of  central  nervous 
system  responses  to  other  cholinergic  agents. 


in  an  experiment  on  albino  rabbits , 
diethyl  ether  was  shown  to  increase  the  central 
nervous  system,  susceptibility  to  nitrogen 
mustard,  but  the  exact  explanation  remains 
obscure.  The  toxic  neurologic  manifesta- 
tions of  nitrogen  mustard,  in  a higher  dose 
than  customarily  employed  clinically,  were 
enhanced  selectively,  and  the  hematopoietic 
system  did  not  seem  to  be  involved.  The 
effects  on  the  central  nervous  system  when 
pentobarbital  sodium  and  nitrogen  mustard 
were  employed  were  similar  but  less  severe. 


In  the  high  dose  range,  paralytic  and  cho- 
linergic effects  can  be  recognized.  It  has 
been  suggested  that  these  occur  after  the 
formation  in  vivo  of  cyclic  quaternary 
ethylene  imonium  derivatives.  The  para- 
sympathomimetic action  of  nitrogen  mus- 
tard seemingly  is  related  to  the  cationic  na- 
ture of  the  quaternary  imonium  transforma- 
tion products  which  closely  resemble  acetyl- 
choline in  structure.5  It  has  been  specu- 
lated that  the  central  nervous  system  sites 
become  more  accessible  to  the  bis  (beta- 
chloroethyl)  amines  because  of  the  lipid 
solubility.6  The  nausea  and  emesis  pro- 
duced by  nitrogen  mustard  and  other  bis 
amines  are  possibly  also  related  to  central 
stimulation. 

The  recent  work  of  Zauder  and  Orkin7  in 
which  they  demonstrated  that  anesthetic 


TABLE  I.  Results  of  combining  various  anesthetic  agents  with  nitrogen  mustard  administration  in  rabbits 


Agent  and  Animal 

Intravenous 
Nitrogen 
Mustard 
(Mg.  per 
Kilogram) 

Seizure 

Response 

Neurologic 

Death 

Neurologic 

Deficit 

Systemic 

Death 

Control 

1 

3 

0 

0 

0 

+ 

2 

3 

0 

0 

0 

+ 

3 

3 

0 

0 

0 

+ 

4 

4 

0 

0 

0 

+ 

5 

4 

0 

0 

0 

+ 

6 

6 

+ 

+ 

0 

0 

Ether  anesthesia 

1 

3 

+ 

+ 

0 

0 

2 

3 

+ 

+ 

0 

0 

3 

3 

+ 

+ 

0 

0 

Pentobarbital 

1 

3 

+ 

0 

+ 

+ 

2 

3 

+ 

0 

+ 

+ 

3 

3 

+ 

0 

+ 

+ 

4 

3 

+ 

0 

+ 

+ 
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agents,  especially  diethyl  and  divinyl  ether, 
had  adverse  effects  on  mice  exposed  pre- 
viously to  ionizing  radiation  is  pertinent  to 
this  study.  They  found  that  oxygen  con- 
centrations in  the  anesthetic  mixtures  did 
not  alter  the  final  results.  They  offered  no 
explanation  for  the  increased  mortality. 
It  should  be  noted,  however,  that  only 
divinyl  ether  produced  death  during  anes- 
thesia. Diethyl  ether  was  associated  with 
death  during  the  postanesthetic  period. 

The  part  that  diethyl  ether  plays  in  in- 
creasing the  central  nervous  system  sus- 
ceptibility to  nitrogen  mustard  remains 
obscure.  It  is  possible  to  speculate  that  the 
cellular  barrier  (capillary- glial)  may  be 
changed  because  of  the  fat-solvent  properties 
of  ether. 

It  is  important  to  recognize  that  the  dose 
range  of  nitrogen  mustard  here  studied  is 
much  higher  than  that  customarily  employed 
clinically.  It  is  also  important  to  note  that 
diethyl  ether  enhances  the  toxic  neurologic 
manifestations  of  nitrogen  mustard  selec- 
tively as  demonstrated  by  the  central  nerv- 
ous system  manifestations.  The  hema- 
topoietic system  does  not  seem  to  be  in- 


volved in  this  heightened  response  to  nitro- 
gen mustard.  Further  studies  are  planned 
to  identify  the  interrelationship  of  ether  and/ 
or  nitrogen  mustard.  The  effects  on  the 
central  nervous  system  when  pentobarbital 
and  nitrogen  mustard  are  employed  simul- 
taneously are  likewise  unexplained.  As  a 
result  of  our  observations  it  should  be  noted, 
however,  that  if  perfusion  therapy  using 
nitrogen  mustard  is  planned,  some  thought 
should  be  given  to  the  anesthetic  agent  se- 
lected. 
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The  patient  with  diabetes  mellitus  may 
feel  desperate  when  he  is  confronted  with  the 
need  to  prepare  for  a thermonuclear  war. 
He  may  fear  that  the  necessities  of  his  life 
would  be  unavailable  in  the  event  of  an 
atomic  attack  and  that  initial  survival  would 
lead  only  to  a more  lingering  and  painful 
death.  As  physicians,  it  is  our  duty  to  pro- 
vide information  that  will  enable  the  diabetic 
patient  to  face  the  prospects  of  survival 
more  confidently  despite  the  fact  that  the 
risk  may  be  greater  than  that  of  the  general 
population. 

The  problem 

Every  citizen  must  provide  supplies  for 
himself  for  a minimum  of  twenty-eight  days 
by  storing  adequate  food  and  water  in  a 
location  that  will  be  protected  yet  accessible. 
In  addition,  the  diabetic  patient  should  in- 
clude insulin  or  oral  hypoglycemics,  syringes 
and  needles,  testing  materials,  and  steriliza- 
tion facilities.  The  Office  of  Civilian  De- 
fense and  Mobilization  has  stated  that  there 
will  be  at  least  a two-week  period  before  the 
Federal  government  will  be  able  to  begin 
transportation  and  distribution  of  any  sup- 


the survival  of  the  diabetic  patient  in  a 
thermonuclear  war  will  depend  on  adequate 
preparation:  The  patient  and  his  family 

must  be  informed  of  the  care  he  may  need, 
including  changes  in  medication  and  diet 
necessitated  by  special  conditions;  and  the 
patient  should  have  a six  weeks  supply  of 
insulin  or  oral  hypoglycemic,  diet  foods  and 
nutritional  supplements,  and  other  equip- 
ment, such  as  testing  devices  and  needles  and 
syringes. 


plies  needed  by  areas  that  have  sustained  an 
atomic  attack,1-2  and  at  least  four  weeks 
may  be  necessary  before  the  Federal  govern- 
ment will  be  able  to  assume  responsibility 
for  the  distribution  of  such  items  as  insulin. 
Although  state  and  local  plans  may  differ 
slightly,  radiation  danger,  blast  damage,  and 
disruption  of  communications  will  probably 
be  such  as  to  delay  local  distribution  of  food 
and  medical  needs  for  a similar  period  of 
time.  Hospitals,  both  permanent  and  field- 
type,  will  be  in  operation  as  well  as  first-aid 
facilities,  but  the  influx  of  traumatized  pa- 
tients and  the  need  to  withdraw  these  units 
from  dense  radioactive  areas  will  prevent 
them  from  giving  routine  care  and  distribut- 
ing medication. 

One  must  remember  that  the  initial  dis- 
tribution of  medical  supplies  may  not  include 
those  items  needed  by  the  diabetic  patient, 
and  the  food  made  available  may  be  only 
partially  adaptable  to  the  diabetic  patient’s 
diet.  Because  of  these  circumstances,  it 
would  seem  advisable  that  most  diabetic 
patients  have  provisions  for  at  least  six 
weeks.  At  home  special  diabetic  supplies 
should  be  kept  in  the  shelter  area;  besides 
this,  at  last  one  month’s  supply  of  insulin 
or  oral  hypoglycemic  medication  should  be 
kept  with  the  diabetic  patient  at  work  or  on 
vacation.  At  all  times  the  diabetic  patient 
should  have  in  his  possession  accurate  identi- 
fication as  to  his  disease,  insulin  dosage  and 
type,  diet  and  composition,  and  any  other 
pertinent  data  concerning  the  control  and 
treatment  of  his  diabetes. 

Insulin 

In  1951  a study  by  the  Committee  on 
Emergency  Medical  Care  of  the  American 
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TABLE  I.  Insulin  degradation  at  room 
temperature 


. — Activity  (Per  Cent) — . 

Time 

Regular* 

Globin 

(Months) 

Insulin3 

Insulin  f 

72 

96 

1 

93 

2 

95 

4 

86 

6 

90 

9 

85 

12 

83 

20 

77 

25 

71 

* Average  three  manufacturers. 

f G.  S.  Searle,  M.D.,  Medical  Director,  Burroughs  Well- 
come & Co.,  Tuckahoe,  New  York. 


Diabetes  Association  revealed  that  adequate 
stores  of  insulin  will  be  available  for  all  dia- 
betic patients  requiring  such  therapy.1 
Bulk  stores  of  insulin  are  maintained  by  the 
manufacturers  and  are  available  at  regional 
wholesale  and  branch  distributing  points 
throughout  the  United  States.  These  sup- 
plies, plus  the  stocks  in  retail  stores,  will 
provide  for  relatively  easy  distribution  of  a 
forty-five-  to  ninety-day  supply  of  insulin. 
The  major  insulin  producers  have  provided 
for  alternate  emergency  manufacturing  loca- 
tions and  technics  for  supplying  insulin  after 
the  initial  attack  period  has  passed.  It 
would  seem  that  more  than  adequate 
amounts  of  insulin  will  be  available,  and  thus 
the  ability  of  the  individual  diabetic  patient 
to  survive  will  depend  entirely  on  his  careful 
provision  for  the  four  to  six  weeks  following 
an  atomic  attack.  Each  diabetic  patient 
must  maintain  a supply  of  insulin  that  will 
carry  him  through  this  period.  He  should 
be  able  to  administer  his  insulin  in  the  cor- 
rectly measured  dose,  and  he  should  be  sure 
that  at  least  one  other  person  in  the  family  is 
properly  instructed  in  insulin  technic  in  the 
event  that  injury  or  illness  prevents  him 
from  caring  for  himself. 

Although  law  requires  manufacturers  and 
retail  dealers  to  store  insulin  under  constant 
refrigeration  above  freezing  and  below  59  F., 
it  is  well  known  that  many  diabetic  patients 
keep  their  insulin  at  room  temperature.  As 
long  as  the  insulin  is  protected  from  extreme 
heat  and  direct  sunlight,  it  will  undergo  very 
little  immediate  deterioration.3-4  Similarly, 
law  requires  dating  of  all  such  medications, 
although  it  has  been  proved  that  insulin 


may  be  kept  at  room  temperature  for  much 
longer  than  the  legal  expiration  date  with 
little  loss  in  potency.  Available  data  on 
insulin  deterioration  are  included  in  Table  I. 
There  is  no  reason  to  believe  other  prepara- 
tions would  differ  in  the  rapidity  with  which 
they  are  degraded  since  protamin  zinc  insu- 
lin and  isophane  insulin  are  more  stable  than 
those  that  have  been  studied.  By  slight 
changes  in  insulin  dosage  the  diabetic  pa- 
tient should  be  able  to  allow  for  the  gradual 
deterioration  of  his  insulin  supply.  Insulin 
can  be  kept  under  refrigeration  for  extensive 
periods  beyond  its  recorded  expiration  date 
with  maintenance  of  near  100  per  cent  po- 
tency. 

Obviously  the  insulin  requirement  will 
vary  with  the  availability  and  type  of  food 
ingested  by  the  patient.  If  preplanned  food 
supplies  and  an  accurate  diabetic  diet  can  be 
maintained  by  the  patient,  he  should  be  in- 
structed to  remain  on  his  usual  regimen. 
When  food  supplies  are  low,  when  meals  are 
erratic,  and  especially  when  a nondiabetic 
diet  has  to  be  consumed,  the  patient  may 
have  to  vary  his  dose  and  type  of  insulin  as 
indicated  by  the  circumstances.  Under 
such  conditions,  multiple  doses  of  regular 
insulin  would  be  the  safest  form  of  regula- 
tion. This  would  be  based  on  the  usual 
“color  formula”  as  indicated  by  testing  the 
urine  specimen  voided  just  prior  to  the  ad- 
ministration of  insulin.  By  this  technic, 
insulin  would  be  taken  three  or  four  times  a 
day  depending  on  food  intake.  If  regular 
insulin  were  not  available  and  food  intake 
was  reduced  or  inconsistent,  the  diabetic  pa- 
tient would  have  to  reduce  his  dose  of  long- 
acting  insulin  by  about  one-third  initially 
and  then  vary  his  requirement  as  indicated 
by  clinical  condition  and  degree  of  glyco- 
suria. As  always,  the  patient  should  pro- 
vide himself  with  a source  of  easily  ingested 
carbohydrate  and/or  glucagon  in  case  insulin 
overdosage  occurs.  Similarly,  infection  and 
injury  may  induce  an  increased  demand  for 
insulin,  and  the  diabetic  patient  will  then 
have  to  vary  his  dose  as  needed. 

Ora!  hypoglycemics 

At  first  it  might  appear  that  the  patient  on 
oral  medication  would  be  beset  with  far 
fewer  problems  than  the  insulin-dependent 
diabetic  patient  in  controlling  his  disease 
under  adverse  conditions.  Although  pa- 
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TABLE  II.  Caloric  distribution,  source  of  protein,  and  composition  of  diet  foods  and  nutritional 

supplements 

Caloric  Distribution  Composition 

— (Per  Cent) . Carbo- 

Carbo-  Pro-  hy- 

Pro-  by  tein  Fat  drate 


Substance 

tein 

Fat 

drate 

Calories 

(Gm.) 

(Gm.) 

(Gm.) 

Sodium 

Supplement 

24 

8 

68 

1,750  (54.7 
per  ounce) 

105 

15 

300 

1 mg.  per  2 calories; 
0.87  Gm.  per  quart 

Preparation  A 

30 

20 

50 

900  (28  per 
ounce) 

70 

20 

110 

1 mg.  per  calorie;  0.9 
Gm.  per  day 

Preparation  B 

20 

30 

50 

400  (33.3 
per  ounce) 

20 

13.3 

50 

1 mg.  per  2 calories; 
0.2  Gm.  per  can 

tients  whose  disease  is  controlled  by  oral 
hypoglycemics  tend  to  be  more  stable  than 
those  requiring  insulin,  strict  adherence  to 
diet  often  contributes  greatly  to  the  success 
of  their  regimen.  Any  extreme  change  in 
diet,  injury,  or  infection  could  seriously  alter 
diabetic  control.  Under  such  conditions, 
patients  receiving  oral  hypoglycemics  may 
require  supplemental  insulin.  Because  of 
this  possibility,  all  diabetic  patients  now  re- 
ceiving oral  medication  should  learn  the 
fundamentals  of  insulin  administration  and 
obtain  the  equipment  required  for  insulin 
therapy.  While  many  diabetic  patients  can 
tolerate  fairly  prolonged  periods  of  hyper- 
glycemia without  apparent  difficulty,  the 
physician  must  aid  each  patient  in  planning 
his  survival  program  by  including  instruction 
in  the  best  available  means  of  control  of  the 
diabetic  state. 

Diet 

Following  an  atomic  attack  the  diabetic 
patient  should  maintain  as  close  adherence 
to  his  diet  as  possible.  In  many  instances, 
even  with  prior  planning  and  stocking  of  a 
shelter,  adjustments  will  have  to  be  made  so 
that  the  family  can  be  fed  adequately  and 
easily.  The  preparation  of  different  meals 
for  various  members  of  the  family  will  be 
impractical.  The  diet  should  be  adequate  if 
it  consists  of  1 Gm.  of  protein  per  kilogram 
per  day  with  carbohydrate  and  fat  distrib- 
uted as  prescribed  by  the  patient’s  physician, 
usually  approximately  25  per  cent  fat  and 
not  more  than  60  per  cent  carbohydrate.  A 
minimum  of  carbohydrate  will  be  necessary 
daily  to  prevent  ketosis. 

Aside  from  the  usual  foods  that  may  be 
stocked  in  shelters  or  distributed  by  civilian 
defense  authorities  in  disaster  areas,  there 


are  available  an  increasing  number  of  diet 
foods  and  ready-made  nutritional  supple- 
ments. With  minor  alteration  many  of 
these  preparations  are  perfectly  adequate 
sources  of  calories,  but  for  the  diabetic  pa- 
tient who  has  been  on  a specific  regimen  the 
caloric  distribution  might  vary  from  his 
usual  diet.  A cracker  (Survival  Cracker) 
which  has  received  recent  interest  contains 
8 per  cent  protein,  17  per  cent  fat,  and  75  per 
cent  carbohydrate.  A liquid  supplement 
(Sustagen)  contains  24  per  cent  protein,  8 per 
cent  fat,  and  68  per  cent  carbohydrate. 
Both  of  these  are  high  in  carbohydrate  while 
being  low  in  fat.  This  deficiency  could  be 
corrected  by  adding  one  or  another  of  the 
palatable  liquid  fats  (Lipomul).  Prepara- 
tions A and  B (Metrecal  and  Nutrament) 
approach  a more  normal  diabetic  diet  as  far 
as  composition  and  are  described  in  Table  II. 
Most  of  these  agents  contain  sufficient 
amounts  of  minerals  and  vitamins  and  lend 
themselves  to  diet  control  because  the  calorie 
content  can  be  easily  calculated. 

The  crackers,  kept  in  tins,  will  probably  last 
five  years;  the  supplement,  in  powder  form, 
three  to  five  years;  preparation  A powder, 
two  to  three  years,  and  most  liquid  diets  one 
year.5  It  must  be  realized  that  these  are 
estimates  and  many  such  substances  may  be 
nutritionally  sound  much  longer,  while  color, 
taste,  and  flavor  tend  to  deteriorate.  Sixty- 
six  of  the  crackers,  2 pounds  of  supplement 
powder,  or  60  ounces  of  preparation  A will 
supply  approximately  2,000  calories. 

If  the  diabetic  patient  has  to  use  foods 
which  are  not  included  in  his  usual  diet,  he 
should  remember  that  radical  changes  both 
in  total  calories  and  partition  may  alter  his 
insulin  requirement.  Similarly,  the  lack  of 
food  or  inability  to  eat  may  lead  to  disa- 
bility more  rapidly  because  not  only  will 
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TABLE  III.  Emergency  diet 


Breakfast 

Lunch 

Dinner 

Bread,  2 to  3 slices,  or  roll 
or 

Cereal  with  1 cup  milk  (canned 
or  powdered) 

Coffee  or  tea  with  milk 
Butter  or  margarine  (1  pat  if 
available) 

Meat  or  cheese  sandwich 
or 

Soup  with  bread,  2 slices 

Meat  with  potatoes  and  a por- 
tion of  vegetables 
Bread  or  nonsweet  crackers  can 
substitute  for  potatoes 

insulin  needs  be  varied,  but  also  ketosis  may 
develop.  A sample  diet,  utilizing  commonly 
available  foods,  is  given  in  Table  III. 

Other  equipment 

Obviously,  testing  substances  requiring 
no  special  preparation  or  equipment  will  best 
lend  themselves  to  shelter  use;  however,  this 
type  of  material  is  easily  destroyed  by  heat 
or  moisture.  For  stability  and  long-time 
storage,  the  copper  reducing  agent,  Bene- 
dict’s solution  (tightly  stoppered),  is  the 
most  reliable  testing  agent.  In  situations 
in  which  heat  is  not  available,  impregnated 
paper  or  tablets  will  have  to  be  used,  and 
thus  the  storage  of  both  materials  with  re- 
cording charts  and  comparison  color  sheets 
is  suggested.  As  with  insulin  administra- 
tion, other  members  of  the  family  or  friends 
likely  to  be  present  should  be  instructed  in 
their  use  in  case  the  diabetic  patient  becomes 
disabled. 

The  disposable  syringe  and  needle  is  the 
ideal  type  of  equipment  to  use  for  insulin 
administration  since  it  requires  no  facilities 
for  sterilization.  It  is  imperative  that 
needles  and  syringes  be  kept  sterile  and  that 
the  patient  have  a supply  of  cotton  and  alco- 
hol for  use  in  preparing  the  site  of  injection 
to  avoid  introducing  infection  or  foreign 
material  into  tissues.  If  alcohol  is  unavaila- 
ble, the  patient  may  cleanse  the  skin  with 
soap  or  any  suitable  antiseptic. 


Conclusion 

In  the  event  of  a thermonuclear  war,  the 
survival  of  patients  with  diabetes  mellitus 
will  depend  on  adequate  preparation.  To 
accomplish  this,  the  physician  must  assume 
the  responsibility  for  the  dissemination  of 
proper  information  to  each  of  his  patients. 
More  than  ever  it  becomes  important  for  the 
patient  to  understand  his  disease  and  inform 
other  members  of  his  family  as  to  the  care  he 
may  need.  The  most  minor  injury  or  infec- 
tion will  require  the  best  available  therapy, 
and  many  situations  such  as  shock,  bums, 
injury,  and  anxiety  may  alter  the  diabetic 
patient’s  control.  Each  patient  must  have 
sufficient  knowledge  to  cope  with  these 
emergencies.  Those  diabetic  patients  who 
have  been  well  trained  and  understand  the 
changes  needed  in  the  use  of  insulin,  diet, 
and  oral  hypoglycemics  will  be  best  able  to 
cope  with  such  a disaster. 
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Surgical  treatment 

Judicious  and  adequate  therapy  for  the 
patient  with  renal-cell  cancer  requires 
thoughtful  consideration  of  different  sets  of 
circumstances.  Age  and  physical  condi- 
tion of  the  patient  are  important,  especially 
the  cardiovascular  and  renal  status  and 
pulmonary  function . 

After  one  decides  that  the  degree  of  oper- 
ative risk  does  not  negate  surgery  in  a 
particular  patient,  there  are  four  vital 
factors  to  consider:  (1)  prognosis  in 

the  treated  as  contrasted  with  the  untreated 
patient  with  renal-cell  cancer  without  de- 
monstrable metastases;  (2)  prognosis  in 
the  treated  as  contrasted  with  the  untreated 
patient  with  metastases;  (3)  the  risk  of  the 
proposed  surgery,  especially  when  it  is  to 
include  a vigorous  attempt  to  remove  all 
primary  and  metastatic  tumor;  and  (4) 
availability  of  therapeutic  alternatives  to 
surgery,  such  as  radiation  and  chemical 
therapy. 

Renal-cell  cancer  without  metastases 

Radical  nephrectomy  as  soon  as  the  diag- 
nosis is  made  is  the  treatment  of  choice  for 

* Parts  I and  II  appeared  in  the  October  15  and  November 
1,  1964,  issues  of  the  Journal. 


renal-cell  adenocarcinoma  without  metas- 
tases. An  incision  appropriate  to  remove 
the  kidney,  the  perirenal  fat  and  fascia,  and 
the  adjacent  lymph  nodes  is  preferable. 
Also,  it  should  facilitate  early  ligation  of  the 
pedicle,  which  may  be  more  written  about 
than  accomplished. 

I prefer  a thoracoabdominal  incision,  with 
removal  of  the  tenth  rib.  This  is  particu- 
larly helpful  for  removal  of  large  or  pre- 
viously explored  tumors.  Adequate  ex- 
posure may  be  accomplished  by  an  extra- 
pleural approach,  removing  the  eleventh 
or  twelfth  rib,  or  by  transabdominal  inci- 
sion. 

The  incidence  of  direct  extension  into  the 
perirenal  fascia  is  higher  than  previously 
supposed. 4 3 Therefore,  radical  nephrectomy 
should  include  removal  of  the  surrounding 
perirenal  fat  and  fascia.  Whether  or  not 
removal  of  the  adjacent  lymph  nodes,  fat, 
and  fascia  increases  survival  is  unknown, 
but  our  experience  suggests  that  metas- 
tasis or  extension  to  fat  and  fascia  and/or 
the  presence  of  node  metastasis  influences 
the  course  of  the  disease.3  Five-year  sur- 
vival rates  in  Memorial  Hospital  were 
71,  68.7,  and  33.3  per  cent  when  nephrec- 
tomy was  performed  in  patients  with 
Stages  A,  B,  and  C tumors,  respectively.  * 

Robson135  feels  that  improvement  in 
prognosis  following  radical  thoracoabdom- 
inal nephrectomy  results  from  (1)  removal 
of  nodes  (involved  in  22.5  per  cent  of 
patients  in  his  series);  (2)  ligation  of  the 
pedicle  before  extensive  manipulation;  and 
(3)  removal  of  fat  and  fascia  with  kidney. 
He  reports  a 66.3  per  cent  five-year  survival 
rate  in  a small  series. 

Rather  extensive  surgery  is  occasionally 
required  to  remove  large  kidney  cancers. 
Removal  of  invaded  bowel  may  be  neces- 

* See  previous  section  on  pathology.  Part  II. 
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sary  as  part  of  an  extended  nephrectomy. 
For  that  reason,  preoperative  preparation 
of  the  bowel  with  appropriate  agents  is 
advisable.  Adequate  exposure  is  empha- 
sized in  one  report  in  which  an  “inoperable 
tumor”  became  “operable”  when  removal 
of  all  tumor  encompassed  en  bloc  dissection 
of  cecum,  kidney,  and  abdominal  wall  in  a 
patient  in  whom  a fistula  had  been  pro- 
duced between  these  structures  by  renal- 
cell cancer.136  Diamond137  describes  a tech- 
nic of  monobloc  excision  of  the  lumbar 
fossa  contents  and  advocates  its  use  for  the 
excision  of  large  multivisceral  flank  tumors. 

The  “other  extreme”  in  surgery  relating 
to  renal  cancer  occurs  when  the  main  con- 
sideration is  not  extensive  surgery,  but  an 
effort  to  salvage  part  of  the  kidney  by 
performing  partial  nephrectomy.  This  re- 
lates to  the  problem  of  partial  nephrectomy 
in  patients  with  tumors  in  solitary  kidneys. 
Colston138  reported  the  first  case  of  clear- 
cell cancer  in  a man  who  survived  four 
months  after  local  excision  of  the  lesion. 
In  another  case,  successful  partial  nephrec- 
tomy involved  use  of  postoperative  di- 
alysis.139 In  a recent  report  a patient  had 
had  a previous  nephrectomy  for  renal-cell 
cancer  twenty  years  earlier.140  Simultane- 
ous bilateral  renal  surgery  is  reported  in 
1 case  in  which  the  patient  was  subjected  to 
partial  right  nephrectomy  and  radical  left 
nephrectomy  for  treatment  of  renal-cell 
cancer.141 

It  may  be  necessary  to  bivalve  the  kid- 
ney to  differentiate  cyst  from  tumor.  In 
a series  of  fourteen  such  procedures  renal 
bivalving  is  thought  to  be  preferable  to 
nephrectomy  for  benign  cyst,  while  ob- 
jections are  recognized.142  There  are  cer- 
tain circumstances  which  might  suggest 
that  a nonoperative  course,  even  in  cases  of 
primary  growth  without  metastasis,  might 
be  preferred.  The  risk  with  the  elderly 
patient  might  indicate  that  the  operable 
primary  tumor  should  be  left  alone. 

Renal-cell  cancer  with  metastases 

Nephrectomy  may  be  considered  on  three 
bases  when  metastases  are  present:  (1) 

as  a part  of  a planned  therapeutic  approach 
in  which  both  the  primary  renal  tumor  and 
the  metastatic  disease  are  to  be  removed; 
(2)  with  the  faint  hope  that  metastases 
might  regress  after  nephrectomy;  and 


(3)  for  the  purpose  of  palliation  of  local  or 
systemic  symptoms. 

Many  factors  are  to  be  considered  in  the 
evaluation  of  patients  for  therapy  when  a 
planned  surgical  approach  is  to  be  aimed  at 
removal  of  all  tumor  including  metastatic 
disease  as  well  as  the  primary  renal-cell 
cancer.  Among  these  factors  are:  (1) 

histologic  tumor  type,  stage,  and  grade; 
(2)  size  of  the  primary  tumor;  (3)  location 
of  metastases;  (4)  extent  of  metastases; 
and  (5)  time  relation  of  occurrence  of  pri- 
mary disease  and  metastasis. 

One  might  be  more  inclined  toward  re- 
moval of  a metastasis  if  the  removed  pri- 
mary carcinoma  is  of  the  clear-cell  variety 
than  if  a granular  cell  tumor  is  found38-40; 
if  the  removed  tumor  has  not  been  found 
to  invade  renal  vein,  capsule,  surrounding 
tissues,  or  adjacent  lymphatics43;  and  if 
the  tumor  is  of  low  rather  than  high 
grade.2’ 38 

Recently  I performed  a nephrectomy  for 
a solid  renal  tumor  in  a patient  with  a 
solitary  lung  metastasis.  The  removed 
tumor,  on  histologic  examination  by  Frank 
Foote,  M.D.,  and  Fred  Stewart,  M.D.,  was 
diagnosed  as  a benign  cortical  adenoma 
(Fig.  14).  An  incidental  capsular  angiomy- 
oma  was  present.  Exploratory  thoracot- 
omy and  lobectomy  of  the  lower  lobe  of 
the  right  lung  were  subsequently  performed. 
This  was  done  with  the  thought  that  the 
metastatic  lesion  might  conceivably  repre- 
sent a solitary  metastasis  although  these 
have  not  been  reported  before  in  patients 
with  solitary  giant  tubular  adenomas.21 
The  lung  tumor  was  shown  to  be  a separate 
primary  lesion,  diagnosed  as  benign  hamar- 
toma. 

A decision  may  still  be  made  to  consider 
removal  of  the  metastasis  when  the  removed 
kidney  tumor  is  of  a type  other  than  the 
clear-cell  variety;  when  it  is  found  to  in- 
vade vein,  capsule,  surrounding  tissues,  or 
lymphatics;  or  when  it  is  of  high  rather  than 
low  grade.  Under  these  circumstances, 
however,  it  is  to  be  understood  that  the 
chances  for  long-range  survival  are  not 
quite  as  good. 

The  extent  of  the  surgery  required  to 
remove  metastases  is  to  be  considered.  In 
general,  one  would  be  more  inclined  to 
recommend  removal  of  a single  rib  metas- 
tasis, a chest  wall  resection,  or  pulmonary 
lobectomy,  than  amputation  of  an  ex- 
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FIGURE  14.  (A)  Nephrotomogram  in  patient  with  giant  benign  cortical  adenoma.  (B)  Photograph  of  gross 
specimen  seen  in  (A).  (C)  and  (D)  Low-  and  high-power  photomicrograph  showing  the  orderly,  well-dif- 

ferentiated pattern  of  renal-cortical  adenoma. 


tremity,  although,  occasionally,  excellent 
results  are  seen  in  patients  with  renal-cell 
cancer  and  bone  metastases  in  whom  defini- 
tive surgery  is  carried  out  both  for  the  pri- 
mary and  for  the  metastatic  tumor.  In 
April,  1962, 1 performed  a right  nephrectomy 
because  of  massive  hematuria  in  a seventy- 
year-old  woman  with  a renal-cell  tumor. 
This  patient  had  known  metastases  to  the 
upper  and  lower  portions  of  the  right  hu- 
merus with  pathologic  fractures.  Right 
shoulder  disarticulation  was  performed  in 
December,  1962,  by  Norman  L.  Higin- 
botham,  M.D.,  because  of  progressive  bone 
disease  and  pain.  The  patient  was  asymp- 


tomatic and  free  of  disease  more  than  two 
years  after  nephrectomy,  when  she  developed 
a metastasis  to  a clavicle. 

In  June,  1961,  I removed  a right  renal-cell 
cancer  in  a fifty-eight-year-old  man  with 
known  metastasis  to  the  humerus.  Arm 
pain  was  relieved  easily  by  radiation  therapy 
until  two  and  a half  years  later  when  pro- 
gressive bone  disease  required  interscapulo- 
thoracic  amputation;  this  was  performed 
by  Kenneth  Francis,  M.D.,  in  December, 
1963.  This  patient  is  alive  and  well, 
without  demonstrable  metastases,  more 
than  three  years  after  nephrectomy. 

Excellent  long-term  survival  has  been 
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FIGURE  15.  (A)  Photograph  of  patient  in  1954  showing  deformity  produced  by  metastasis  from  renal-cell 
cancer  to  the  sixth  rib  (left).  (B)  Specimen  obtained  from  this  patient  includes  the  sixth  ribs  and  portions 
of  fifth  and  seventh  ribs.  (C)  Photograph  of  patient  after  rib  resection.  (D)  X-ray  film  of  chest  dated  October 
18,  1961,  reveals  missing  rib  segments  described.  There  are  no  pulmonary  metastases.  As  of  1963,  the 
patient  was  alive  and  free  of  demonstrable  metastases. 


observed  in  the  patient  shown  in  Figure  15, 
who  was  subjected  to  exploratory  thora- 
cotomy and  nephrectomy  for  removal  of 
clear-cell  adenocarcinoma  on  June  29,  1954. 
Skeletal  survey  revealed  only  a single 
metastasis  in  the  left  sixth  rib.  Chest  wall 
resection  involving  almost  the  entire  left 
sixth  rib  as  well  as  portions  of  the  fifth  and 
seventh  ribs  was  accomplished  on  July  20, 
1954,  by  John  Pool,  M.D.  Today,  over 
ten  years  later,  this  patient  is  alive  and  free 
of  disease. 


The  number  of  metastases  may  be  a 
significant  factor  in  planning  therapy.  Bar- 
ney and  Churchill143  reported  the  long-term 
survival  of  a patient  with  renal-cell  carci- 
noma and  a solitary  lung  metastasis  who  was 
treated  by  nephrectomy  followed  fifteen 
months  later  by  partial  lobectomy.  The 
case  stimulated  interest  in  a more  radical 
approach  involving  removal  of  both  pri- 
mary tumor  and  metastases.  It  is  not 
known  whether  or  not  this  therapeutic 
rationale  should  be  extended  to  those  in- 
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FIGURE  16.  (A)  Intravenous  pyelogram  reveals  carcinoma  of  right  kidney  and  a normal  left  kidney  (June 
19,  1957).  Nephrectomy  was  performed  July  1,  1957.  (B)  X-ray  film  of  chest  demonstrating  a destructive 
lesion  involving  left  shoulder.  Left  interscapulothoracic  amputation  performed  May  22,  1958.  (C)  X-ray 
film  of  chest  following  left  shoulder  girdle  amputation.  (D)  Photograph  of  patient  taken  more  than  four 
years  after  right  nephrectomy,  left  shoulder  girdle  amputation,  and  bilateral  neck  dissection  for  metastatic 
cancer. 


stances  in  which  two  or  three  “operable 
metastases”  are  present. 

There  are  instances  in  which  relatively 
extensive  surgery  may  be  considered  in  the 
patient  with  more  than  a single  metastasis. 
For  example,  some  measure  of  success  was 
attained  in  the  management  of  1 patient  who 
is  shown  in  Figure  16.  This  patient  was 
subjected  to  nephrectomy  for  renal-cell 
cancer  on  July  1,  1957,  and  to  a left  inter- 
scapulothoracic amputation  for  a single 
metastasis  involving  the  left  shoulder  on 


May  22,  1958.  He  subsequently  developed 
metastases  to  the  neck,  and  bilateral  radical 
neck  lymphatic  dissections  were  performed 
on  April  20,  1960,  and  October  19,  1960. 
This  was  done  more  than  three  years  after 
renal  surgery.  He  worked  regularly  as  a 
traveling  salesman  and  was  asymptomatic 
for  another  year.  He  died  of  pulmonary 
metastases  on  November  1,  1961,  fifty-two 
months  after  nephrectomy. 

The  time  factor  is  important,  and  it  is  to 
be  considered  in  the  over-all  clinical  evalua- 
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FIGURE  17.  (A)  X-ray  film  of  chest  dated  March  6, 1950,  demonstrating  a single  metastasis  in  the  lower  lobe 
of  the  left  lung  (noted  eleven  years  after  nephrectomy).  (B)  X-ray  film  of  chest  dated  March  31, 1955.  This 
was  taken  five  years  after  wedge  resection  of  upper  portion  of  lower  lobe  of  left  lung  and  sixteen  years  after 
nephrectomy.  The  patient  died  on  July  25,  1957,  eighteen  years  after  nephrectomy. 


tion  of  a patient  with  renal-cell  cancer  and 
metastatic  disease.  For  example,  the  ap- 
proach might  be  different  in  the  patient 
whose  metastasis  appeared  one  to  ten  years 
after  nephrectomy  than  in  a patient  whose 
metastases  were  noted  at  the  time  the  pri- 
mary cancer  was  diagnosed.  Furthermore, 
a diagnosis  of  renal-cell  cancer  may  not  even 
be  suspected  until  after  removal  of  a meta- 
static lung  tumor.  In  the  case  shown  in 
Figure  16,  the  time  that  metastases  were 
noted  in  relation  to  the  original  nephrec- 
tomy, as  well  as  extent  and  nature  of 
surgery  required  to  remove  all  metastases, 
were  important.  If  the  renal  tumor  and  the 
shoulder  and  bilateral  neck  lymphatic  me- 
tastases had  occurred  simultaneously,  this 
patient’s  cancer  problem  would  probably 
have  been  approached  differently. 

The  importance  of  the  time  factor  is 
further  illustrated  in  the  woman  shown  in 
Figure  17.  She  was  subjected  to  left 
nephrectomy  for  renal-cell  cancer  at  another 
hospital  in  1939  at  fifty -three  years  of  age. 
The  submitted  slides  were  reviewed  at  this 
institution  by  Dr.  Stewart  and  Dr.  Foote, 
and  the  diagnosis  of  papillary  cystadeno- 
carcinoma  was  confirmed.  A single  metas- 
tasis was  found  in  the  lower  part  of  the  left 
lung  eleven  years  later  (Fig.  17A).  On 
March  14,  1950,  a tumor  measuring  3.5 
cm.  was  removed  by  wedge  resection  of  the 
upper  portion  of  the  lower  lobe  of  the  left 
lung.  Surgery  was  performed  by  Dr.  Pool 


and  Charles  McPeak,  M.D.  The  histology 
of  the  metastatic  tumor  was  similar  to  that 
of  the  primary  renal  tumor.  This  patient 
was  last  seen  at  this  hospital  five  years  later 
at  which  time  roentgenograms  of  the  chest 
revealed  no  evidence  of  metastases  (Fig. 
17B).  She  died  elsewhere  on  July  25,  1957, 
eighteen  years  after  nephrectomy  at  the  age 
of  seventy-one.  Autopsy  was  not  performed. 

Which  tumor  should  be  removed  first 
when  the  primary  renal  tumor  and  a pul- 
monary metastasis  are  observed  simulta- 
neously? A clear-cut  and  unequivocal  an- 
swer cannot  be  given.  One  might  reason  that 
the  metastasis  might  diminish  or  disappear 
if  the  kidney  is  removed.  One  might 
further  argue  that  a diagnosis  must  first  be 
made  and  that  primary  renal  cancer  with 
metastasis  to  the  lung  is  the  most  likely 
possibility.  It  might  also  be  reasoned  that 
all  pulmonary  metastases  are  not  always 
visible  on  a roentgenogram.  While  only  a 
single  metastasis  is  seen,  exploratory  tho- 
racotomy might  reveal  the  presence  of  many 
smaller  metastases  and  thereby  alter  further 
therapeutic  attempts.  If  the  renal  tumor 
and  pulmonary  metastasis  are  ipsilateral,  a 
thoracoabdominal  approach  might  easily 
solve  the  problem  with  regard  to  “opera- 
bility.” 

One  advantage  of  exploring  the  kidney 
first  is  that  liver  involvement  may  be  docu- 
mented. In  addition,  the  kidney  itself  is 
evaluated  for  operative  purposes  by  noting 
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FIGURE  18.  (A)  Intravenous  pyelogram  demonstrating  large  right  kidney  tumor  and  a normal  left  kidney. 
(B)  X-ray  film  of  chest  taken  September  15,  1959,  reveals  multiple  pulmonary  metastases.  Nephrectomy 
confirmed  diagnosis  of  renal-cell  adenocarcinoma.  (C)  X-ray  film  of  chest  taken  August  15, 1960.  Definite 
regression  of  tumor  metastases  eleven  months  after  nephrectomy  is  demonstrated. 


vein  and  node  involvement  and  tumor 
extension  to  the  muscle  or  adjacent  organs. 
If  liver  metastases  are  noted,  surgery  for 
pulmonary  metastases  is  not  indicated. 

The  selection  of  a proper  sequence  of 
therapeutic  modalities  may  depend  on  other 
factors.  For  example,  the  patient  with 
renal  cancer  may  have  severe  flank  pain  and 
hematuria  without  pulmonary  symptoms, 
or  he  might  have  no  symptoms  referable  to 
the  primary  tumor  and  complain  of  hemop- 
tysis. Possibly  a different  approach  would 
be  used  in  each  of  these  circumstances. 

As  previously  stated,  the  age,  cardio- 
pulmonary status,  renal  reserve,  and  general 
medical  status  of  the  patient  are  vital 
considerations.  Finally,  the  patient  should 
be  made  aware  of  his  problem  in  very  gen- 
eral terms.  He  should  be  given  the  oppor- 
tunity to  share  in  any  decision  regarding 
therapy.  This  is  especially  important  in 
view  of  the  many  factors  involved  which 
make  it  difficult  to  give  an  unequivocal 
answer  to  the  over-all  problem  of  the  in- 
dividual. At  the  present  time,  experience 
is  still  too  limited  to  lay  down  ground  rules 
to  cover  all  possible  sets  of  clinical  cir- 
cumstances. 

Several  groups  have  reported  the  disap- 
pearance of  pulmonary  metastases  following 
nephrectomy.143-152  Potampa151  reported 
a five-year  cure  following  nephrec- 
tomy and  subsequent  staged  removal  of 
bilateral  pulmonary  metastases.  On  the 
basis  of  such  reports,  there  may  be  some 
justification  for  suggesting  that  nephrectomy 
be  considered  when  metastases  are  present. 
Figure  18  shows  pulmonary  metastases  in  a 
man  with  renal-cell  carcinoma  in  whom 


nephrectomy  was  performed  on  September 
9,  1959.  He  gained  25  pounds  following 
nephrectomy  and  resumed  work  as  a minis- 
ter for  one  year  until  brain  metastases  were 
found.  These  were  treated  by  external 
irradiation,  and  the  patient  again  resumed 
work.  Roentgenograms  of  the  chest 
demonstrated  tumor  regression  on  August  15, 
1960  (Fig.  18C).  In  November,  1960, 
pulmonary  symptoms  recurred,  although  he 
continued  working.  The  patient  died  on 
June  1, 1961. 

A number  of  cases  of  disappearance  of 
metastases  following  nephrectomy  have  been 
documented.  Those  patients  demonstrat- 
ing spontaneous  regression  without  benefit 
of  nephrectomy  are  either  infrequently 
observed  or  not  reported.  A striking  ex- 
ample of  apparently  spontaneous  regression 
occurred  in  a patient  treated  by  Eugene 
Cliffton,  M.D.,  of  Memorial  Hospital.  In 
October,  1958,  a fifty-seven-year-old  Cau- 
casian man  was  subjected  to  exploratory 
thoracotomy  for  pulmonary  nodules  (Fig. 
19).  A diagnosis  of  widespread  metastatic 
carcinoma  of  the  lung  and  pleura  was  made. 
The  lesions  were  of  primary  renal-cell 
origin.  Biopsy  diagnosis  was  confirmed  by 
Dr.  Stewart  of  this  hospital.  Nephrectomy 
was  never  performed,  although  intravenous 
pyelo grams  revealed  the  right  kidney  to  be 
the  probable  source  of  the  metastatic  tumor. 
Numerous  roentgenograms  of  the  chest 
since  thoracotomy  have  revealed  no  evi- 
dence of  metastatic  disease.  The  last 
films  were  made  in  1963,  almost  five  years 
after  thoracotomy,  and  they  showed  nor- 
mal findings.  Recent  intravenous  pyelo- 
grams  demonstrate  no  change  from  that 
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FIGURE  19.  (A)  Preoperative  x-ray  film  of  chest  taken  on  October  3, 1958.  Multiple  pulmonary  metastases 
are  revealed.  Exploratory  thoracotomy  confirmed  diagnosis  of  metastatic  renal-cell  cancer.  (B)  X-ray  film 
of  chest  taken  October  25,  1962,  (almost  four  years  after  thoracotomy)  reveals  no  demonstrable  metastases. 
Nephrectomy  was  not  carried  out.  X-ray  films  of  the  chest  taken  in  August,  1963,  showed  normal  findings. 
(Patient  of  Eugene  Cliffton,  M.D.) 


observed  in  the  original  films.  The  patient 
died  suddenly  of  unknown  cause  five  years 
after  surgery.  Autopsy  was  not  performed. 

It  is  reasonable  to  assume  that  nephrec- 
tomy may  alleviate  symptoms  of  renal-cell 
cancer,  such  as  hematuria,  flank  pain,  and 
fever,  in  a patient  whose  symptoms  cannot 
be  controlled  by  conservative  means. 

The  problem  becomes  more  difficult  when 
the  primary  tumor  is  silent  and  the  metas- 
tases are  troublesome,  or  when  one  cannot 
determine  which  of  the  systemic  symptoms 
are  secondary  to  the  primary  cancer  and 
which  relate  to  the  metastatic  disease. 
For  example,  what  should  be  the  recom- 
mended treatment  for  the  patient  with  an 
asymptomatic  renal  cancer  whose  metastases 
to  the  humerus  cause  great  pain?  Should 
the  kidney  be  removed  “to  prevent  further 
metastases?”  Should  the  humerus  be 
pinned  or  irradiated?  Should  the  arm  be 
amputated?  Or  should  a combination  of 
procedures  be  used?  What  should  one 
recommend  to  the  patient  with  a renal 
cancer  causing  no  pain  or  bleeding  who  has 
an  apparently  isolated  single  metastasis  in 
the  lung  and  hemoptysis?  Should  the 
kidney,  the  metastasis,  or  both  be  removed? 
Will  any  therapeutic  program  really  alter 
the  patient’s  chances  of  living  five  years  or 
more? 


Finally,  when  the  patient  has  fever, 
anemia,  weakness,  malaise,  leukocytosis, 
and  other  symptoms,  one  cannot  always 
determine  how  many  of  the  patient’s  sys- 
temic symptoms  can  be  logically  attributed 
to  the  kidney  tumor,  per  se,  and  how  many 
are  caused  by  disseminated  disease.  One 
might  arbitrarily  say  that  nephrectomy  may 
alleviate  systemic  symptoms  if  70  to  80 
per  cent  of  the  patient’s  cancer  is  confined 
to  the  kidney.  If  most  of  the  cancer  is  in 
the  form  of  extrarenal  metastases,  nephrec- 
tomy might  not  alleviate  systemic  symp- 
toms. In  the  presence  of  bone  metastases, 
removal  of  the  primary  tumor  is  occasion- 
ally justified,  although  the  prognosis  ap- 
pears to  be  worse  when  skeletal  metastases 
are  present.  I know  of  no  cases  of  disap- 
pearance of  skeletal  metastases  after  ne- 
phrectomy. 

Clinical  judgment  still  plays  a large  part 
in  any  therapeutic  decision.  A categorical 
answer  to  most  of  the  aforementioned 
questions  cannot  be  given  on  the  basis  of 
clinical  experience  to  date. 

Radiation  therapy 

Coley153  of  Memorial  Hospital  was  prob- 
ably the  first  to  report  a renal  tumor  treated 
by  radiation.  Dean  and  Pack,154  also  of 
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Memorial  Hospital,  reported  the  first  series 
of  results  of  radiation  therapy  in  the  treat- 
ment of  renal  tumors  in  1932.  However, 
their  patients  had  embryonal  adenocar- 
cinomas and  not  renal-cell  cancers. 

The  use  of  radiation  therapy  in  renal-cell 
cancer  is  not  reported  frequently.  This 
may  be  because  it  apparently  is  not  effective 
enough  to  warrant  serious  attention. 155  It 
is  generally  agreed  that  radiation  therapy 
is  not  the  treatment  of  choice  in  patients 
with  primary,  operable,  renal-cell  cancer. 
But,  it  can  be  used  as  follows: 

Sole  form  of  therapy.  Radiation  may 
be  the  sole  form  of  therapy: 

1.  In  elderly  or  poor-risk  patients  who 
might  not  tolerate  nephrectomy. 

2.  In  the  patient  with  massive  hema- 
turia or  severe  pain  resulting  from  tumor 
which,  for  one  reason  or  another,  including 
refusal  by  the  patient,  cannot  be  removed. 
While  radiation  therapy  may  control  bleed- 
ing or  pain,  its  effect  on  the  length  of  sur- 
vival is  not  known. 

3.  When  a decision  is  reached  not  to 
undertake  any  surgery  in  patients  with 
locally  extensive  and  inoperable  metastatic 
disease. 

The  role  of  radiation  therapy  in  terms  of 
prolonging  life  under  these  circumstances 
has  not  been  demonstrated.  Carling,  Win- 
deyer,  and  Smithers156  believe  that  deep 
x-ray  therapy  offers  no  hope  of  cure  in  in- 
operable tumors,  even  though  these  tumors 
may  be  moderately  radiosensitive.  A short 
palliative  course  may  temporarily  restrain 
tumor  growth  and  relieve  pressure  symp- 
toms. Royce  and  Tormey157  found  x-ray 
therapy  to  be  of  no  significant  benefit 
whether  given  pre-  or  postoperatively  or  as 
the  only  mode  of  therapy  when  the  tumor 
was  biopsied  but  not  removed. 

Radiation  as  a preoperative  adjunct. 
Under  certain  relatively  rare  circumstances, 
preoperative  radiation  might  possibly  be 
considered. 

1.  In  anticipation  of  technical  difficulty 
at  time  of  operation  because  of  the  size  of 
the  tumor  or  previous  exploration  and 
closure  for  a tumor  considered  inoperable. 
Whether  or  not  radiation  therapy  will  exert 
a favorable  effect  to  the  extent  that  an 
“inoperable”  tumor  becomes  “operable” 
is  not  known.  Bixler,  Stenstrom,  and 
Creevy158  reported  a case  in  which  pre- 
operative irradiation  permitted  a successful 


nephrectomy,  not  accomplished  before  radi- 
ation. In  my  opinion  this  is  most  unusual; 
to  my  knowledge  it  has  not  been  reported  by 
others. 

Carling,  Windeyer,  and  Smithers156  state: 
“Undoubtedly  in  some  cases,  a larger  tumor 
becomes  smaller  and  fixity  is  lessened  ...  . 

Such  a course  should  be  given  whenever  the 
tumor  is  very  large  and  if  it  appears  fixed 
either  on  clinical  evidence  or  by  peri-renal 
oxygen  insufflation.”  They  conclude,  how- 
ever, that  preoperative  radiation  therapy 
should  be  omitted  if  the  tumor  is  limited  to 
the  kidney,  and  routine  preoperative  ir- 
radiation should  not  be  done. 

2.  With  the  thought  that  preoperative 
irradiation  might  alter  cellular  activity  to 
the  extent  that,  should  metastases  or  local 
spillage  occur,  it  would  lessen  the  tumor’s 
growth  potential.  Thus,  according  to  Mur- 
phy,159 the  rationale  of  operative  irradiation 
of  renal  adenocarcinoma  should  be  more  to 
reduce  cellular  activity  of  cancer  than  to 
alter  the  operative  field.  He  recommends 
a preoperative  tumor  dose  of  3,000  r within 
three  to  four  weeks,  since  higher  levels  would 
create  an  unfavorable  surgical  field;  higher 
levels  might  also  cause  delay  in  nephrectomy 
or  result  in  a high  incidence  of  wound  com- 
plications. 

3.  As  a controlled  study  in  which  the 
results  of  preoperative  irradiation  plus 
surgery  are  to  be  compared  with  the  results 
of  surgery  as  the  only  treatment  of  tumors  of 
comparable  stage  and  grade.  Flocks  and 
Kadesky160  recommend  much  higher  pre- 
operative dosage  than  recommended  by 
Murphy,159  and  gave  7,000  r through  several 
ports  over  a period  of  three  weeks;  nephrec- 
tomy was  performed  six  weeks  later.  They 
noted  shrinkage  of  dilated  veins  and  no 
increased  difficulty  with  dissection  during 
surgery.  According  to  Flocks  and  Kadesky, 
results  of  a combination  of  preoperative 
irradiation  and  nephrectomy  are  superior  to 
those  obtained  by  nephrectomy  alone. 
However,  the  number  of  patients  in  each 
series  of  comparable  tumor  growth  treated 
by  surgery  alone,  radiation  therapy  alone,  or 
by  a combination  of  the  two  modalities,  is 
too  small  to  prove  that  the  combined  tech- 
nic is  superior.  Based  on  our  experience 
with  the  high  morbidity  associated  with 
excessive  doses  of  radiation  (over  6,000  r) 
in  patients  later  subjected  to  cystectomy, 
I would  hesitate  to  suggest  any  protocol  in 
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which  high  doses  of  radiation  therapy  are 
followed  by  surgery  for  almost  any  tumor. 

Radiation  as  a postoperative  adjunct. 
One  of  the  most  controversial  aspects  con- 
cerning renal-cell  cancer  is  whether  or  not 
postoperative  radiation  is  routinely  indi- 
cated after  nephrectomy.  While  Riches161 
believed  the  value  of  postoperative  irradia- 
tion to  be  uncertain,  he  recommended  its 
use  in:  (1)  high-grade  tumors,  (2)  when  the 
renal  vein  is  invaded,  (3)  when  nodes  are 
involved,  and  (4)  when  there  is  local  ex- 
tension. 

Criteria  for  use  of  postoperative  radiation 
utilized  by  Murphy159  include:  (1)  evidence 
of  local  extrarenal  invasion,  (2)  renal  vein 
involvement,  (3)  high-grade  tumors,  and 
(4)  when  urine  or  tumor  spillage  has  oc- 
curred. 

Routine  postoperative  irradiation  is  rec- 
ommended by  Carling,  Windeyer,  and 
Smithers156  for  every  patient  who  has  not 
received  preoperative  therapy,  despite  the 
fact  that  it  prolongs  the  period  of  incapacity. 
When  growth  has  extended  beyond  capsule 
or  when  nodes  are  invaded,  the  authors 
stated  that,  “.  . .there  can  be  little  doubt 
that  it  is  necessary  . . .and  even  when  there 
is  venous  involvement,  the  results  obtained 
further  justify  its  use.”  Others  believe 
that  x-ray  therapy  “slightly  improves  prog- 
nosis,” although  the  number  of  cases  on 
which  this  opinion  is  based  is  small.42 

I agree  with  Storaasli155  who  states, 
“The  value  of  postoperative  irradiation  in 
carcinoma  of  the  kidney  is  uncertain  be- 
cause no  one  has  conclusively  shown,  by 
statistical  analysis,  that  this  adjunct  to 
surgery  contributes  to  the  prolongation  of 
life.” 

Radiation  therapy  of  metastases. 
When  renal-cell  cancer  has  metastasized  to 
bone,  irradiation  may  prove  helpful  in 
relieving  pain  and  disability.159  Murphy 
recommends  a tumor  dose  of  about  3,000  r 
within  a nineteen-to  twenty-three-day  period. 
Where  there  is  only  one  demonstrable 
metastasis,  for  example,  in  the  vertebrae, 
and  when  the  general  condition  of  the  patient 
is  fairly  good,  a tumor  dose  of  5,000  r 
within  thirty-three  to  thirty-six  days  is 
given.158 

Dean162  reports  that  lung  metastases 
responded  more  favorably  to  radiation  than 
bone  lesions.  However,  Storaasli155  states 
that  it  is  of  doubtful  importance  in  the 


treatment  of  lung  metastases  and  that 
therapy  is  not  recommended  if  respiratory 
symptoms  are  minor  or  absent.  Storaasli 
further  notes  that  bone  metastases  will 
often  respond  to  therapy  with  amelioration 
of  symptoms,  although  degree  of  regression 
after  irradiation  is  variable. 

It  should  be  noted  that  almost  all  of  the 
“older”  literature  referred  to  ortho  voltage 
radiation  therapy.  Perhaps  supervoltage 
technics  deserve  a more  extensive  trial. 

Chemotherapy 

There  are  scattered  single  case  reports  of 
favorable  responses  to  such  agents  as  Thio- 
TEPA,  chlorambucil,  methotrexate,  cyclo- 
phosphamide (Cytoxan),  6-aminonicotin- 
amide,  vinblastine  sulfate  (Velban),  and 
probably  to  others.  However,  there  are  also 
well-documented  reports  of  long-term  sur- 
vival of  many  patients  with  known  recurrent 
and/or  metastatic  disease  without  treat- 
ment of  any  type.  For  this  reason,  it  is 
difficult  adequately  to  evaluate  any  agent. 
Several  studies  have  been  carried  out  to 
find  effective  agents  to  treat  the  patient  with 
metastatic,  inoperable,  or  recurrent  renal- 
cell cancer.  However,  no  study  of  statis- 
tical significance  has  been  reported. 

Most  of  these  studies  consist  of  a small 
series  of  patients,  and  only  1 or  2 of  these 
patients  have  renal-cell  carcinoma.  In  one 
series,  54  patients  with  various  tumors  re- 
ceived methanesulfonic  acid,  nonameth- 
ylene  ester  (Nonane).  Of  these  patients  1 
had  a renal-cell  cancer;  he  showed  no 
response.163  In  another  series  33  patients 
with  various  advanced  malignant  solid 
tumors  were  treated  with  5-fluorouracil.164 
Twenty-nine  patients  were  treated  con- 
comitantly with  2-mev  external  radiation, 
further  complicating  the  problem  of  evalua- 
ting drug  effect  per  se.  Of  these  33  patients, 
2 had  renal-cell  cancer;  1 did  not  respond  to 
chemotherapy.  The  other  showed  favor- 
able response  (reossification  of  lytic  lesions, 
pain  decrease,  and  weight  gain)  for  seven 
months.  In  two  series,  patients  with  ad- 
vanced neoplasms  were  treated  with  5- 
fluorouracil.  There  was  no  objective  re- 
sponse in  the  small  number  of  patients  with 
renal-cell  carcinoma  (1  of  106  in  the  first 
series  and  2 of  144  in  the  second  series) . 165- 166 
In  1 patient,  “slight  improvement  in  tumor 
size”  followed  use  of  5-fluorouracil. 167 

Methotrexate  was  administered  to  45 
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patients  with  various  types  of  tumors  and 
produced  “subjective  improvement”  in  1 
patient  with  renal-cell  cancer. 168  Metho- 
trexate, in  combination  with  chlorambucil 
and  actinomycin  D,  was  used  initially  in 
the  management  of  patients  with  metastatic 
cancer  of  the  testis.169  We  have  tried  it  in 
patients  with  renal-cell  cancer;  no  objective 
response  has  occurred. 

Vincaleukoblastine  was  reported  to  have 
“reduced  the  pulmonary  metastases  of  a 
clear-cell  cancer  of  the  kidney.”170  Details 
are  not  available,  and  any  attempt  at  ade- 
quate evaluation  of  one  isolated  case  is 
meaningless. 

Thalidomide  (Kevadon)  has  been  used  by 
us  in  patients  with  various  metastatic 
tumors,  including  renal-cell  cancer.171  In 
1 patient,  a forty-five-year-old  man,  the  tu- 
mor was  in  an  ectopic  left  pelvic  kidney 
(Fig.  7).  Chest  metastases  were  noted  soon 
after  nephrectomy,  and  thalidomide  ther- 
apy was  started  three  weeks  later.  Chest 
x-ray  films  taken  three  months  later  re- 
vealed diminution  in  size  and  number  of 
metastases.  Tumor  deposits  later  in- 
creased in  size  and  number.  It  is  not  known 
whether  this  represents  a favorable  response 
to  nephrectomy,  the  drug,  a combination 
of  the  two,  or,  as  is  more  likely,  a manifes- 
tation of  the  cancer’s  natural  history.  Re- 
gression of  pulmonary  metastases  after  ne- 
phrectomy and  uracil  mustard  was  noted 
by  McDonald.172 

In  the  Chemotherapy  Service  of  Memorial 
Hospital  54  patients  with  metastatic  renal- 
cell cancer  were  treated  with  numerous 
chemotherapeutic  agents  singly  and  in 
various  combinations.  No  objective  re- 
sponse occurred.173  However,  in  1 patient 
treated  with  5-fluorouracil,  Geller174  has 
observed  diminution  in  the  size  of  the 
cutaneous  metastases  of  renal-cell  cancer. 

Direct  injection  of  the  tumor  via  the 
supplying  arteries  has  been  carried  out  in  a 
patient  with  nonhormonal  adrenal  cortical 
cancer.  This  was  diagnosed  preoperatively 
as  a renal-cell  cancer  on  the  basis  of  a 
flank  mass  and  an  osteolytic  lesion  in  the 
humerus  (Fig.  10)  and  resulted  in  tumor 
necrosis.  Chloramine  mustard  was  injected 
twenty-two  days  before  nephrectomy,  and 
adrenalectomy  was  performed.  Further 
similar  studies  are  planned  in  patients 
with  renal-cell  cancer. 

Patients  with  renal-cell  cancer  occasionally 


have  diminution  of  fever  and  other  symp- 
toms after  steroid  therapy;  this  is  also  seen 
in  patients  with  other  tumors.  Regression 
of  pulmonary  and  bone  metastases  and 
improvement  in  general  health  for  about 
three  years  in  response  to  testosterone 
propionate  therapy  was  reported  recently 
in  a male  whose  disease  had  been  made  more 
aggressive  by  medroxyprogesterone  acetate 
(Provera),  a progestational  agent.175 

At  the  present  time  we  must  conclude  that 
there  are  no  known  chemotherapeutic  agents 
which  consistently  alter  the  course  of  a 
patient  with  renal-cell  cancer,  whether  it  be 
metastatic,  inoperable,  or  recurrent. 
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Announcement  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York  17,  New  York,  at  a charge  of  fifty  cents  per  pamphlet  to 
cover  costs. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


The  Roosevelt  Hospital 
New  York  City 

May  23,  1963 

Conducted  by  ARTHUR  J.  ANTENUCCI,  M.D. 
Discussed  by  MYRON  C.  PATTERSON,  M.D.,  and 
RUDOLF  GARRET,  M.D. 


Proteinuria  and  Hematuria 
in  an  Adolescent 


Case  history 

A fifteen-year-old  white  male  entered  The 
Roosevelt  Hospital  with  a lifelong  history  of 
proteinuria  and  hematuria. 

Except  for  occasional  episodes  of  bilateral 
flank  pain  after  running,  the  patient  had  no 
other  signs  or  symptoms  of  illness.  The 
past  history  was  negative.  A maternal 
uncle  died  at  thirty-five  years  of  age  of 
kidney  disease.  Another  maternal  uncle 
was  under  treatment  for  nephrotic  syn- 
drome. 

Physical  examination  revealed  a well-de- 
veloped white  male.  Blood  pressure  was 
140/80  mm.  Hg.  The  pulse  was  60  beats 
per  minute  and  regular.  The  respirations 
were  16,  and  the  temperature  was  98.6  F.  per 
rectum.  Positive  physical  findings  on  phys- 
ical examination  were  limited  to  the  heart. 
Systolic  murmurs,  Grades  2 to  6,  were  heard 
over  the  entire  precordium. 

Examination  of  the  blood  revealed  a 
hemoglobin  of  13  Gm.  per  100  ml.  and  a 
hematocrit  of  39.  The  white  cell  count  was 
5,170  per  cubic  millimeter  (61  neutrophils, 
38  lymphocytes,  and  1 eosinophil).  Plate- 
lets were  adequate  in  number.  The  urea 
nitrogen  was  28  mg.  per  100  ml.,  and  total 
proteins  were  5.3  Gm.  per  100  ml.  (albumin 
3.3,  globulin  2).  Urinalysis  revealed  a pH 
of  5,  a range  of  specific  gravity  between 
1.009  and  1.012,  3 to  4 plus  proteinuria,  3 to 
4 coarse  granular  casts,  numerous  erythro- 
cytes, and  occasional  white  blood  cells  per 
high-power  field.  An  intravenous  phenol- 
sulfonphthalein  excretion  test  revealed  45 
per  cent  excretion  in  one  hour  and  56  per 


cent  excretion  in  two  hours.  A chest  x-ray 
film  showed  normal  findings.  Intravenous 
pyelography  was  essentially  normal.  Au- 
diometry was  performed.  On  the  second 
hospital  day  the  patient  underwent  surgery. 

Discussion 

Myron  C.  Patterson,  M.D.:  This  is 

the  shortest  protocol  I have  ever  seen  for  a 
clinicopathologic  conference,  and  I won’t 
mar  it  by  asking  many  questions.  How- 
ever, I should  like  to  ask  Dr.  Covo  if  the  pro- 
teinuria and  hematuria  were  literally  life- 
long. 

Gabriel  A.  Covo,  M.D.:  It  was  noted 

when  the  boy  was  six  years  old. 

Dr.  Patterson:  In  this  patient  the 

lesion  appears  to  be  due  to  renal  disease 
rather  than  lower  genitourinary  tract  disease 
because  of  the  marked  proteinuria  and  ele- 
vated blood  urea  nitrogen  in  the  absence  of 
urinary  tract  obstruction. 

The  most  common  cause  of  proteinuria 
and  hematuria  in  childhood  is  glomerulo- 
nephritis. This  condition  is  quite  unusual 
before  the  age  of  three  years,  but  a few  cases 
in  infancy  have  been  described.  If  glomeru- 
lonephritis were  present  at  such  an  early  age, 
I should  expect  a more  accelerated  course. 
While  thinking  of  glomerular  nephritis,  it  is 
well  to  mention  membranous  nephritis,  a 
condition  which  is  also  rare  before  the  age  of 
three  years  and  which  is  not  associated  with 
persistent  hematuria.  Pyelonephritis 
should  also  be  considered,  but  in  this  case 
there  are  very  few  symptoms  to  suggest  it. 
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In  pyelonephritis  generally  there  is  not  much 
hematuria,  and  one  would  expect  considera- 
ble pyuria  and  fever.  This  patient  gave  no 
history  of  having  had  febrile  episodes. 
Renal  tuberculosis  should  be  considered,  but 
the  course  is  too  long  and  the  intravenous 
pyelo  grams  showed  completely  negative 
findings.  Granular  pyelitis  also  should  be 
mentioned,  but  the  urinary  findings  and  the 
protracted  course  in  this  patient  are  against 
this  diagnosis.  Congenital  syphilis  can  be 
excluded  by  the  absence  of  signs  and  symp- 
toms of  syphilis. 

Various  systemic  causes,  all  of  which  can 
be  readily  eliminated  as  likely,  should  be 
mentioned.  These  include  disseminated  lu- 
pus, polyarteritis  nodosa;  Schonlein- 
Henoch  syndrome;  blood  dyscrasias,  in- 
cluding purpuras,  hemophilia,  Willebrand’s 
disease,  or  pseudohemophilia;  plasma 
thromboplastin  antecedent  deficiency;  leu- 
kemia; and  sickle-cell  trait.  There  is  no 
evidence  of  renal  disease  secondary  to  an 
allergy.  Ureteral  varices  can  readily  be 
excluded  because  of  the  great  degree  of 
proteinuria  and  the  presence  of  uremia. 
Mobile  kidneys  can  be  excluded  on  the  same 
grounds. 

Certain  general  conditions  should  be  con- 
sidered briefly.  Hereditary  telangiectasia, 
hemangioma,  and  angioma  can  be  excluded, 
again  because  of  the  degree  of  proteinuria 
and  the  presence  of  uremia.  There  is  no 
evidence  for  oxaluria.  Sponge  kidney  is 
generally  recognized  in  the  fourth  decade  or 
later  and  is  characterized  by  cystic  disease  of 
the  renal  pyramids  which  gives  character- 
istic x-ray  findings.  Tuberous  sclerosis  is 
readily  excluded.  There  are  generally  asso- 
ciated cutaneous  lesions;  adenoma  seba- 
ceum on  the  cheeks,  nose,  or  thighs;  flat 
tumors  of  the  retina  and  in  the  brain;  and 
small  hypertrophic  nodular  gliosis.  In  Lin- 
dau’s  type  of  Von  Hippel’s  disease,  a form  of 
angiomatosis,  there  are  generally  neurologic 
signs  and  symptoms,  and  not  too  much  is 
found  in  the  urine. 

Congenital  polycystic  disease  is  the  most 
common  congenital  renal  lesion  which  may 
give  rise  to  hematuria  and  proteinuria. 
Polycystic  disease  is  classified  as  infantile 
and  adult.  Infants  with  symptomatic  poly- 
cystic disease  seldom  live  more  than  a year 
or  two.  In  the  adult,  signs  and  symptoms 
generally  appear  in  the  fifth  decade.  In 
either  case,  the  x-ray  findings  are  usually 


diagnostic.  Crescentric  calyces  from  cystic 
encroachment  are  characteristic.  Fairly  fre- 
quent associated  cardiovascular  anomalies, 
such  as  a patent  foramen  ovale,  ductus  ar- 
teriosus, or  patent  intraventricular  septum, 
are  present  and  would  help  us  here  to  explain 
the  precordial  systolic  murmur. 

Before  I continue,  I would  like  to  ask  one 
question.  What  did  the  audiogram  show? 

Arthur  J.  Antenucci,  M.D.:  Audiom- 
etry was  normal. 

Dr.  Patterson:  I hoped  that  a different 

answer  would  be  given  to  this  question. 

In  1901,  Atlee1  described  familial  hema- 
turia in  a father  who  died  of  uremia  at  the 
age  of  thirty  years  and  in  three  daughters, 
ages  two,  four,  and  five  years.  These  pa- 
tients had  recurrent  attacks  of  hematuria, 
malaise,  and  pyuria,  and  appeared  healthy 
in  the  intervals  but  always  showed  albumi- 
nuria, microscopic  hematuria,  and  granular 
casts. 

In  1902,  Guthrie2  reported  a family  in 
which  15  of  28  members  had  hematuria  and 
proteinuria.  These  were  restudied  by  Ken- 
dall and  Hertz  in  1912, 3 by  Hurst  in  1923, 4 
and  last  by  Alport  in  1927. 5 At  the  time  of 
the  last  report,  5 males,  ages  four  to  nineteen 
years,  were  dead,  and  2 at  the  ages  of  thir- 
teen and  fifteen  years  were  alive.  All  8 
females  except  1 were  alive  at  the  ages  of 
ten,  thirty-five,  thirty-six,  thirty-seven, 
forty-two,  and  sixty-four  years.  Eight  of 
these  patients  had  nerve  deafness;  how- 
ever, there  were  2 males,  ages  eleven  and 
thirteen  years,  without  deafness  at  the  time 
of  the  last  report.  In  1951,  Perkoff6  de- 
scribed a family  “in  which  50  members  had 
renal  disease  with  the  characteristics  of 
chronic  interstitial  pyelonephritis  but  in 
which  progressive  renal  insufficiency  de- 
velops only  in  the  males.”  Fourteen  mem- 
bers of  this  family  had  deafness.  The  urine 
showed  predominantly  proteinuria  and  py- 
uria. 

In  1954,  Reyersbach  and  Butler7  reported 
8 cases  of  familial  hematuria  in  four  families. 
The  disease  apparently  was  transmitted  by 
an  affected  female  and  an  unaffected  male. 
Urinary  findings  were  present  in  the  neona- 
tal period.  In  one  family  studied,  22  cases 
were  found  among  62  members,  and  the 
oldest  living  male  was  twenty-three  years 
old.  One  female  was  alive  at  the  age  of 
seventy-four  years.  These  authors  noted 
that  some  of  the  members  of  the  family  had 
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abnormalities  of  the  eyes,  including  sphero- 
phakia  and  congenital  cataracts. 

In  1956  and  again  in  1958,  Sturtz  and 
Burke8,9  reported  on  12  cases  in  one  family. 
They  finally  studied  most  of  the  304  mem- 
bers of  four  generations  of  this  family  and 
reported  that  15  others  had  had  hematuria. 
They  found  that  the  disease  was  character- 
ized by  hematuria,  albuminuria,  cylindruria, 
nerve  deafness,  as  a rule,  and  progressive 
renal  disease  with  death  at  an  early  age. 
They  found  that  in  females  the  same  urinary 
findings  were  present,  but  the  course  of  the 
disease  was  relatively  benign  except  during 
pregnancy,  when  hypertension,  edema,  and 
other  signs  of  toxemia  occurred.  They 
noted  that  hematuria  might  be  intermittent, 
and  congenital  abnormalities  of  the  eyes 
were  occasionally  associated  with  it. 

In  1957,  Goldbloom10  reported  4 cases 
with  two  postmortem  studies.  He  found  a 
chronic  interstitial  pyelonephritis  with  nor- 
mal glomeruli  and  numerous  fat-laden  phag- 
ocytes. In  the  second  case  he  found  atrophy 
of  the  tubules  with  almost  entire  absence  of 
lipid-laden  phagocytes.  Goldbloom  gave 
two  theories  as  possible  explanations  for 
this  condition.  He  suggested  the  possi- 
bility of  a genetic  defect  at  a specific  age  of 
embryonic  development  and  further  sug- 
gested there  might  be  an  underlying  multi- 
focal hypoplasia  or  a malformation  predis- 
posing to  inflammatory  or  degenerative 
processes.  He  also  suggested  the  possi- 
bility of  an  inherited  enzymatic  defect. 

Russell  and  Smith  in  1959 11  reported  on  a 
family  of  which  7 members  in  four  genera- 
tions had  hematuria  without  other  symp- 
toms in  early  life.  Two  members  of  this 
family  are  known  to  have  died  of  “nephritis” 
at  the  ages  of  forty  and  forty-four  years. 
The  condition  appeared  to  be  transmitted  as 
a dominant  trait  by  a female  member  of  the 
family.  As  in  other  groups  studied,  the 
females  in  this  family  appear  to  be  affected 
less  severely  than  the  males. 

Before  I close,  I would  like  to  bring  to 
your  attention  one  last  report.  This  is  a 
case  presented  at  the  Massachusetts  Gen- 
eral Hospital  clinicopathologic  exercises  in 
December,  1957, 12  and  discussed  by  Benja- 
min Castleman,  M.D.  The  patient  was 
first  seen  at  the  age  of  eleven  years  in  1958 
and  at  this  time  had  proteinuria,  micro- 
scopic hematuria,  and  bilateral  nerve  deaf- 
ness. The  nonprotein  nitrogen  was  27  mg. 


per  100  ml.  Two  years  later  he  was  seen 
again  and  at  that  time  was  in  renal  failure 
with  increased  albuminuria,  microscopic 
hematuria  and  pyuria,  and  a nonprotein 
nitrogen  of  130  mg.  per  100  ml.  The  pa- 
tient’s family  tree  showed  that  22  members 
of  the  family  had  renal  disease.  There  were 
15  males  and  7 females,  and  at  that  time  8 of 
the  males  and  none  of  the  females  were  dead. 
The  patient’s  mother  had  had  hypertension 
in  her  last  two  pregnancies  and  had  had  pre- 
eclampsia. A brother  died  at  thirteen  years 
of  age  from  renal  disease.  One  sister  had 
renal  disease,  and  another  suffered  from 
spastic  diplegia.  Two  other  sisters  were 
mentally  retarded.  Two  uncles  had  died  of 
“Bright’s  disease”  at  the  ages  of  fifteen  and 
twenty-one  years.  Dr.  Castleman  sug- 
gested the  possibility  of  an  anomaly  of  blood 
vessels  as  a cause  of  this  condition,  but  the 
consensus  favored  the  presence  of  a defective 
gene  with  a related  enzymatic  defect. 

I believe  that  in  our  patient,  a fifteen- 
year-old  boy,  the  findings  of  life-long  pro- 
teinuria and  hematuria,  known  kidney  dis- 
ease in  two  maternal  uncles,  a moderately 
elevated  blood  urea  nitrogen,  and  negative 
intravenous  pyelogram  findings  suggest  and 
support  the  diagnosis  of  hereditary  hema- 
turia and  nephropathy.  The  absence  in 
this  patient  of  nerve  deafness,  which  is  usu- 
ally a part  of  this  syndrome,  is  not  sufficient 
to  deter  me  from  suspecting  this  rare  condi- 
tion. 

Clinical  diagnosis 

Hereditary  hematuria  with  nephropathy 

Dr.  Patterson's  diagnosis 

Hereditary  hematuria  with  nephropathy 

Dr.  Antenucci:  Dr.  Dunn,  do  you  have 

any  comments  to  make  concerning  the 
intravenous  pyelograms? 

Albert  A.  Dunn,  M.D.:  Intravenous 

pyelograms  were  done  at  ages  thirteen  and 
fifteen.  The  kidneys  appear  to  be  at  the 
upper  limits  of  normal  in  size,  if  not  a little 
larger  than  normal.  The  internal  architec- 
ture appeared  normal  after  dye  injection. 
In  the  interval  between  the  two  studies, 
there  is  a small  but  measurable  decrease  in 
kidney  size. 

Dr.  Antenucci:  On  the  second  hospital 

day  an  open  biopsy  of  the  right  kidney  was 
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FIGURE  1.  (A)  Epithelial  crescent.  (B)  Adhesions 
sule.  (Hematoxylin  and  Eosin  Stain  X 165) 


performed  by  William  J.  Nelson,  M.D., 
through  a right  flank  incision.  Dr.  Nelson, 
would  you  describe  the  kidney  at  that  time? 

William  J.  Nelson,  M.D.:  At  surgery 

the  kidney  was  normal  in  size,  but  it  felt 
firmer  than  usual.  It  had  a mottled  ap- 
pearance, and  it  was  studded  with  pinhead- 
size  yellow  areas  having  the  appearance  of 
fat. 

Dr.  Antenucci:  We  will  proceed  with 

the  discussion  of  the  pathologic  findings. 

Pathologic  report 

Rudolf  Garret,  M.D.:  The  biopsy 

consisted  of  a wedge  of  kidney,  measuring  1 
cm.  by  0.5  cm.  Grossly,  there  were  pinhead- 
size  mottled  yellowish  areas  on  the  outer 
and  cut  surface.  The  microscopic  examina- 
tion showed  occasional  hyalinized  glomeruli. 
There  was  an  occasional  epithelial  crescent 
formation  (Fig.  1A).  Other  glomeruli 
showed  adhesions  between  parietal  and 
visceral  layers  of  Bowman’s  capsules  (Fig. 
IB).  Some  afferent  arterioles  showed  mild 
thickening  of  the  walls,  but  otherwise  they 
were  not  remarkable.  There  was  no  fibri- 
noid necrosis  seen.  The  convoluted  tubules 
showed  dilated  lumina  and,  in  many  areas, 
the  lining  cells  showed  vacuolated  cytoplasm 
with  a foamy  appearance  (Fig.  2A).  No 
foam  cells  were  seen  in  the  interstitial  tissues. 
There  were  concretions  of  calcium  in  occa- 
sional collecting  tubules  (Fig.  2B)  and  small 


between  parietal  and  visceral  layer  of  Bowman’s  cap- 


focal  areas  of  lymphocytic  infiltration  in  the 
interstice.  The  number  of  glomeruli  did  not 
appear  to  be  significantly  decreased. 

Unfortunately,  the  whole  specimen  was 
embedded  and  processed  through  alcohol, 
and  we  could  not  carry  out  the  stains  for  fat. 

Our  microscopic  diagnosis  was  focal  glo- 
merulonephritis and  mild  nephrocalcinosis. 

The  histology  of  this  biopsy  was  consistent 
with  what  is  seen  in  so-called  hereditary 
nephropathy  with  deafness.  A number  of 
similar  cases  have  been  reported  in  the 
literature.1  ~ 16 

As  Dr.  Patterson  mentioned,  a similar  case 
was  reported  by  Atlee  in  1901. 1 The  disease 
is  occasionally  called  Alport’s  disease,  after 
the  man  who  reported  this  entity  in  1927. 5 
The  earlier  British  and  German  literature 
contains  reports  of  similar  cases  as  far  back 
as  1881  (British)  and  1897  (German)  under 
the  name  “Hereditare  Schrumpfniere.” 

The  histologic  changes  of  the  renal  biopsy 
show  that,  in  spite  of  the  absence  of  renal 
failure  clinically,  the  changes  are  of  some 
duration. 

The  histology  of  reported  cases  of  this  rare 
entity  is  not  pathognomonic.  According  to 
some  reports,  the  foam  cells  are  character- 
istically seen  in  this  entity.  However,  this  is 
denied  in  other  case  reports.  As  I men- 
tioned before,  we  failed  to  perform  fat  stains 
and,  therefore,  we  do  not  know  the  lipid  con- 
tent of  the  foam  cells. 

The  PAS  (periodic  acid-Schiff)  stains 
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FIGURE  2.  (A)  Foam  cells  lining  the  convoluted  tubules.  (B)  Concretions  of  calcium  in  the  collecting  tub- 
ules. (Hematoxylin  and  Eosin  Stain  X 400) 


showed  slight  thickening  of  the  basement 
membranes  in  occasional  glomeruli  and 
absence  of  PAS-positive  material  in  the 
vacuolated  cells.  Therefore,  by  exclusion, 
it  appears  that  the  cytoplasm  of  those  cells 
must  have  contained  lipid. 

There  might  be  a histologic  picture  of 
acute  glomerulonephritis,  chronic  glomeru- 
lonephritis, chronic  pyelonephritis,  and 
chronic  interstitial  pyelonephritis.  In  addi- 
tion, there  are  foam  cells,  mentioned  pre- 
viously, which  are  present  frequently  but 
apparently  not  pathognomonic. 

Arthur  Allen,  M.D.,  was  kind  enough  to 
review  the  slides  and  agreed  that  this  case 
corresponds  to  the  “somewhat  variegated 
histologic  pictures  that  have  been  associated 
with  hereditary  nephropathy  with  deafness.” 
In  Dr.  Allen’s  opinion,  in  addition  to  the 
previously  described  histologic  findings, 
there  was  also  evidence  of  focal  membranous 
glomerulonephritis  and  focal  afferent  arterio- 
litis.  I quote  Dr.  Allen’s  letter:  “I  have 

the  feeling  that  there  probably  is  an  under- 
lying allergic  component  behind  this  renal 
picture.” 

Other  hypotheses  as  to  the  cause  of  this 
disease  include  the  possibility  of  a genetic 
defect  in  organs  affected  or  an  inherited 


enzymatic  defect  with  production  of  sub- 
stances that  produce  damage  in  different 
organ  systems. 

Anatomic  diagnosis 

Focal  glomerulonephritis  with  mild  neph- 
rocalcinosis  {consistent  with  hereditary 
nephropathy  with  deafness ) 

Frank  Iaquinta,  M.D.:  I had  the 

privilege  of  examining  this  boy  for  the  first 
time  in  1959.  His  case,  including  family 
tree,  chromosomal  studies,  and  so  forth,  will 
be  the  subject  of  a future  publication.  The 
article  by  Russell  and  Smith,11  referred  to 
by  Dr.  Patterson,  was  an  earlier  report  of 
this  same  case  and  was  titled  “Hereditary 
Hematuria.” 

There  is  much  more  that  I could  say  re- 
garding this  patient’s  family,  the  other 
members  involved,  and  the  complications  in 
a maternal  uncle  whose  renal  disease  has 
progressed  to  the  point  where  a renal  trans- 
plant is  being  considered.  Two  other  fami- 
lies have  come  to  our  attention  recently,  and 
they  appear  to  fall  into  this  category  also. 

Despite  a previously  recorded  allergic 
reaction  to  penicillin,  I was  able  to  have  this 
boy  take  an  oral  synthetic  penicillin  prepara- 
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tion  successfully  on  a daily  basis.  The 
reasoning  behind  this  was  that  prophylaxis 
against  streptococcal  infections  might  serve 
as  a preventive  against  exacerbations  or 
more  rapid  progression  of  the  disease. 

It  will  be  interesting  to  follow  his  course 
and  that  of  his  family  over  the  years.  Cer- 
tainly there  is  a great  deal  to  be  learned 
about  this  entity,  and  it  should  be  fruitful  to 
follow  a family  that  clinically  and  path- 
ologically fulfills  the  present  criteria  for 
hereditary  nephropathy. 
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Abdominal  Mass 


Case  history 

A twenty-three-year-old  white  female  was 
well  until  six  months  before  admission  when 
she  noticed  swelling  of  the  left  side  of  the 
abdomen.  A poorly  defined  mass  was  found 
in  the  midabdomen  which  persisted  with 
little  change  in  size  but  with  a change  in 
shape,  from  pointed  to  rounded,  over  the 
next  six  months.  One  month  before  ad- 
mission she  developed  nausea  without 
emesis. 

The  patient  was  a well-developed,  well- 
nourished  white  female.  The  physical 
examination  was  unremarkable  except  for  the 
abdomen  where  a 10-  by  10-cm.  ill-defined 
mass  was  found  which  did  not  move  with 
respiration.  This  was  fixed  deeply  but  not 
to  the  overlying  skin. 

The  hemoglobin  was  14.5  Gm.  per  100  cc., 
the  hematocrit  43,  and  the  white  count  and 
differential  normal.  The  urine  had  a pH  of 
6,  specific  gravity  of  1.033,  albumin  1 plus, 
sugar  negative,  white  blood  cells  10  to  15  per 
high  power  field,  and  red  blood  cells  5 to  10 
per  high  power  field. 

Radiologic  discussion 

Gerard  T.  Scanlon,  M.D.*:  This  is  a 
twenty-three-year-old  girl  with  history  of  a 
mass  in  the  left  lower  quadrant  of  the 
abdomen  which  apparently  has  changed  in 
shape.  The  films  of  the  abdomen  dem- 

* Formerly  Resident  in  Radiology,  State  University  of 
New  York  Upstate  Medical  Center;  now  Instructor  in 
Radiology,  Yale  University  School  of  Medicine,  New  Haven, 
Connecticut. 


onstrate  a right  psoas  margin  and  renal 
shadow  which  are  quite  well  seen  (Fig.  1A). 
The  spleen  appears  normal  as  does  the  distri- 
bution of  gas  in  the  intestinal  tract. 

There  is  a very  ill-defined  density  which 
occupies  almost  the  entire  left  midabdomen. 
I am  not  sure  that  I can  identify  a definite 
margin  about  it.  The  psoas  margin  on  the 
left  side  is  not  well  seen  nor  is  the  kidney. 

The  intravenous  urogram  shows  a normal 
collecting  system  and  ureter  on  the  right 
(Fig.  IB).  On  the  left  side  the  middle 
calyceal  group  is  displaced  outward,  and  the 
inferior  calyx  is  down.  The  superior  calyces 
are  impressed  on  by  the  rather  radiolucent 
mass  which  is  certainly  intimately  involving 
the  renal  substance. 

On  several  of  the  films  the  left  psoas  is 
surprisingly  well  seen  through  the  mass. 
There  is  no  calcium  in  this  mass.  The  mass 
is  strangely  radiolucent,  suggesting  that  it 
has  a large  fatty  component.  Since  it  is 
intimately  involved  with  the  kidney  it 
would  likely  be  a renal  cyst  or  carcinoma 
except  for  the  large  fatty  element.  A lipoma 
can  arise  from  fatty  tissue  almost  any  place 
and  I see  no  reason  why  it  couldn’t  here. 

The  marked  distortion  of  the  calyces 
suggests  that  the  mass  is  growing  within  the 
kidney.  One  would  except  only  calyceal 
displacement  if  something  outside  the  kidney 
were  pushing  them.  However,  I think  if  a 
mass  is  large  enough  and  intimately  enough 
associated  with  the  kidney  it  could  cause 
marked  calyceal  distortion  even  though  it 
arose  outside  the  kidney  proper.  I think 
that  this  is  a very  large  fatty  tumor,  a 
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FIGURE  1.  Plain  film  of  the  abdomen  showing  an  ill-defined  radiolucent  mass  in  the  left  midabdomen 
which  appears  to  obscure  the  left  kidney  and  psoas  margin.  (B)  Intravenous  urogram  demonstrating 
marked  distortion  of  the  left  renal  collecting  systems  by  the  large  radiolucent  mass. 


FIGURE  2.  Gross  appearance  of  specimen. 
Capsule  of  kidney  continuous  over  surface  of 
tumor.  Extension  of  tumor  around  pelvis. 


FIGURE  3.  Section  of  moderately  soft  yellow  tumor 
lobulated  by  vascular  and  muscle  septa. 


lipoma,  and  I think  that  it  arises  from  the 
renal  capsule. 

Dr.  Scanlon's  diagnosis 

Lipoma  of  the  renal  capsule 

A.  S.  Berne,  M.D.:  Recently,  a report 
has  described  5 or  6 tumors  in  young 
individuals,  thought  on  pyelography  to  be 
malignant  tumors,  which  in  review  had  a lot 
of  fatty  tissue  that  could  be  seen  on  the 


plain  films.  * The  tumors  were  intrarenal  and 
distorted  and  displaced  calyces  the  way  this 
one  does.  Histologically  they  were  called 
benign  lipohamartomas.  I think  this  one 
would  probably  fit  all  the  criteria  listed. 

Pathologic  findings 

At  operation  a 16-  by  20-cm.  mass  was 

*Khilnani,  M.  T.,  and  Wolf,  B.  S.:  Hamartolipoma  of  the 
kidney;  clinical  and  roentgen  features,  Am.  J.  Roentgenol. 
86:  830  (1961). 
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FIGURE  4.  (A)  Low-power  section  showing  vascular  and  muscle  septa  through  fatty  tumor.  (B)  Septa 
showing  continuity  between  vessel  wall  and  pleomorphic  cells  extending  into  fat.  (Hematoxylin  and  Eosin 
Stain) 


found  which  was  intimately  associated  with 
the  left  kidney.  The  whole  mass  as  well  as 
the  kidney  was  enclosed  within  a thin, 
fibrous  capsule.  The  tumor  was  rather 
hemorrhagic  and  was  intimately  associated 
with  the  parenchyma  of  the  kidney.  It 
appeared  to  be  discrete  and  not  involving  the 
vessels  or  the  calyceal  system  (Fig.  2). 
A cross  section  cut  from  the  lateral  aspect 
toward  the  calyceal  system  shows  the 
parenchyma  of  the  kidney  and  the  large  mass 
of  tumor  (Fig.  3).  The  mass  extends  from 
an  area  surrounding  the  calyceal  system  and 
renal  pelvis,  through  the  kidney,  spreading 
the  renal  parenchyma  apart. 

J.  Howard  Ferguson,  M.D.:  The 

histologic  appearance  corresponds  very  well 
with  the  gross  appearance.  The  tumor  is 
made  up  very  largely  of  adult  fatty  tissue 
with  many  large  and  small  arteries  and 
veins  irregularly  scattered  through  it  (Fig. 
4A).  Under  higher  magnification  there  are 
many  large  pleomorphic  anaplastic  cells 
which  are  extending  from  the  outer  medial 
coat  of  the  vessels  into  the  surrounding 
fat  and  in  irregular  streaming  columns 
through  it  (Fig.  4B).  Masson  stains  reveal 


muscle  fibrils  in  many  of  these  cells.  This  is 
the  type  of  tumor  discussed  by  Dr.  Berne. 
It  is  commonly  classified  as  an  angiomyo- 
lipoma.  Small  masses  such  as  these  are 
occasionally  an  incidental  finding  at  autopsy. 
Rather  rarely  they  produce  a recognizable 
mass.  The  exact  origin  of  the  tumor  is 
debated,  but  mostly  they  are  considered  as 
hamartomas.  Occasionally  a component  of 
this  tumor  may  become  cancerous. 

Histologic  diagnosis 

Angiomyolipoma  of  the  left  kidney 

Acknowledgment.  We  are  indebted  to  C.  H.  Hale, 
M.D.,  for  permission  to  reproduce  the  radiographs. 
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Case  Reports 


Deafness  in  Myxedema 


IRWIN  H.  FRIEDMAN,  M.D. 
East  Meadow,  New  York 


Although  deafness  is  regarded  by  some 
as  a common  manifestation  in  myxedema, 
references  to  the  subject  in  the  medical 
literature  are  sparse.1  Cecil  and  Loeb2 
omit  mention  of  this  manifestation.  There- 
fore, the  following  case  and  its  dramatic 
response  to  thyroid  therapy  is  thought  to  be 
worth  while. 

Case  report 

A sixty-eight-year-old  female  former  kin- 
dergarten teacher  presented  symptoms  of 
weakness,  appetite  loss,  and  insomnia  of 
several  months  duration.  Nine  months 
previously  she  had  consulted  an  otolaryngol- 
ogist because  of  a “stuffy”  feeling  in  both 
ears  and  impaired  hearing  of  one  month’s 
duration.  Symptoms  were  more  marked 
on  the  right  side.  There  was  no  accom- 
panying pain  or  vertigo.  Although  for  many 
years  she  had  had  a nasal  obstruction  and  a 
cough  diagnosed  as  chronic  bronchitis, 
during  the  month  preceding  her  visit  to  the 
otolaryngologist  nasal  breathing  had  become 
increasingly  difficult. 

Otolaryngologic  examination  at  that  time 
showed  both  drums  to  be  severely  retracted, 
especially  on  the  right.  Fluid  could  be  seen 
through  the  drums.  There  was  no  injection, 
perforation,  or  discharge.  The  nasal  mucous 
membranes  were  massively  edematous.  Sev- 
eral small  polyps  could  be  seen  in  the  left 
middle  meatus.  Her  audiogram  is  illustrated 
in  Figure  1. 

The  specialist’s  diagnosis  was  allergic 
rhinitis  with  bilateral  serous  otitis  media, 
and  the  patient  was  placed  on  promethazine 
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FIGURE  1.  Comparison  of  audiograms  prior  to  and 
following  thyroid  therapy. 


hydrochloride  (Phenergan)  25  mg.  nightly 
and  neomycin  hydrocortisone  nasal  spray 
four  times  a day.  Two  weeks  later  the 
patient  showed  only  slight  improvement, 
and  a week  after  that  the  medication 
was  changed  to  chlorpheniramine  (Chlor- 
Trimeton)  maleate  8 mg.  twice  a day. 

Two  months  later  the  patient  consulted 
another  otolaryngologist.  Apparently  there 
had  been  no  improvement  in  her  hearing. 
His  examination  revealed  the  nasal  pas- 
sages to  be  fairly  clear,  and  the  ears  ap- 
peared essentially  normal.  An  audiogram 
revealed  moderately  severe  hearing  loss 
bilaterally,  and  a diagnosis  of  eighth  nerve 
deafness  was  made.  Vitamin  A,  50,000 
units  daily,  was  prescribed,  and  the  patient 
was  fitted  with  a hearing  aid  which  she  was 
wearing  when  I saw  her. 

Past  history  and  family  history  were  non- 
contributory. A system  review  was  likewise 
not  pertinent  except  for  constipation. 

On  physical  examination  the  patient  ap- 
peared classically  myxedematous,  with 
ichthyotic  skin  and  dull  sagging  features. 
Blood  pressure  was  150/90,  pulse  rate  72 
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beats  per  minute,  height  64.5  inches,  and 
weight  151.5  pounds.  There  was  scarring 
of  the  left  drum.  The  nose  appeared  normal. 
Hearing  was  grossly  impaired  bilaterally,  as 
tested  by  a tuning  fork.  Slight  inspiratory 
wheezing  was  heard  bilaterally.  The  heart 
was  enlarged  to  the  left  anterior  axillary 
line,  and  the  first  mitral  sound  was  split. 
There  was  a dorsal  kyphosis.  The  liver  edge 
was  palpable  2 fingerbreadths  below  the 
right  costal  margin  and  was  nontender. 
Hemorrhoids  were  present. 

Hemoglobin  was  10  Gm.  per  100  ml. 
Urinalysis  produced  negative  findings.  A 
chest  x-ray  film  disclosed  enlargement  of  the 
heart  in  the  transverse  diameter  and  an 
elongated,  tortuous  aorta.  The  pleura  was 
thickened  at  the  base  of  the  left  lung  with 
elevation  of  the  left  side  of  the  diaphragm. 
A radioactive  iodine  uptake  was  3 per  cent 
of  the  ingested  dose  at  twenty-four  hours. 

The  patient  was  placed  on  1 grain  of 
thyroid  daily.  She  did  not  return  for  three 
months,  at  which  time  she  was  doing  very 
well.  Her  hearing  was  dramatically  im- 
proved. She  began  to  realize  that  her  family 
was  shouting  at  her,  and  she  no  longer 
needed  her  hearing  aid.  Her  skin  had  im- 
proved considerably.  Her  dose  of  thyroid 
was  reduced  to  one-half  grain  daily,  and  she 
has  been  followed  for  almost  three  years, 
during  which  time  her  hearing  has  remained 
intact  (Fig.  1). 

Comment 

Nickel  and  Frame,3  in  discussing  the 
neurologic  manifestations  of  myxedema, 
confirm  the  paucity  of  material  on  the  sub- 
ject. They  state  that  impairment  of  cranial 
nerve  function  has  been  noted  frequently 
in  myxedema  and  that  decreased  hearing 
from  involvement  of  the  auditory  portion  of 
the  eighth  nerve  is  the  most  commonly  re- 


ported symptom.  Hearing  tests  have  shown 
the  presence  of  both  nerve  and  middle  ear 
deafness,  and  there  is  often  an  associated 
disturbing  tinnitus.4  In  their  study  of  100 
patients  with  myxedema,  Nickel  and  Frame 
found  decreased  hearing  in  31. 

Schaaf1  quotes  the  study  by  the  Myx- 
edema Commission  of  the  Clinical  Society  of 
London  in  1883,  in  which  they  found  deaf- 
ness in  more  than  one-half  the  cases  studied. 
Schaaf  states  that  the  deafness  has  been 
characterized  as  perceptive  in  type,  although 
conductive  deafness  related  to  thickening 
of  the  tympanic  membrane,  obstruction  of 
the  eustachian  tubes,  or  changes  in  the 
ossicle,  as  well  as  mixed  types  occur. 

McGavack5  states  that  the  boggy  myx- 
edematous infiltration  of  nearby  tissues  ac- 
counts for  the  deafness  and  that  it  should 
respond  to  thyroid  treatment  provided  the 
edema  has  not  been  present  long  enough  to 
produce  secondary  fibrous  tissue. 

Summary 

A sixty-eight-year-old  female  with  myx- 
edema is  presented  in  whom  deafness,  re- 
quiring a hearing  aid,  was  dramatically  im- 
proved by  thyroid  therapy.  A consideration 
of  myxedema  as  a cause  of  deafness  may 
lead  to  the  happy  rehabilitation  of  a number 
of  patients  whose  disorders,  as  in  this  case, 
may  have  gone  undiagnosed. 

602  Merrick  Avenue,  East  Meadow 
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Case  Reports 


Excision  of 
Chest  Wall  Tumors 

SIGMOND  H.  NADLER,  M.D. 

Buffalo,  New  York 
CHARLES  A.  ROSS,  M.D. 
Buffalo,  New  York 
GEORGE  E.  MOORE,  M.D.,  Ph.D. 

Buffalo,  New  York 

From  the  Department  of  Surgery,  Roswell  Park  Memorial 
Institute,  State  of  New  York  Department  of  Health 


\A/  ide  local  excision  is  the  treatment 
recommended  for  many  soft-tissue  and 
localized  bone  tumors.  In  many  instances 
this  type  of  excision  is  easily  accomplished, 
but  in  others  wide  excision  of  a tumor  may  be 
impossible  for  technical  reasons,  and,  there- 
fore, the  surgical  treatment  of  the  patho- 
logic entity  is  modified. 

Large  tumors  of  the  chest  wall  occasionally 
require  so  radical  an  excision  that  they  are 
considered  surgically  inoperable  by  the 
physician  and  surgeon.  The  problems 
created  by  the  removal  of  large  portions  of 
the  thoracic  cage  with  the  resulting  flail 
chest  and  paradoxical  respiration  are  prob- 
ably most  frequent  and  serious.  Many 
methods  of  treatment  have  been  devised  for 
the  treatment  of  a flail  chest,  but  they  have 
been  applied  primarily  to  traumatic  injuries 
involving  relatively  few  ribs  and  generally 
are  required  only  until  the  regeneration  and 
repair  of  the  ribs  takes  place.  This  report 
is  designed  to  present  examples  of  surgically 
induced  thoracic  cage  defects  and  how  they 
can  possibly  be  managed  without  flail  chest 
causing  complications  and  the  eventual 
death  of  the  patient  and  also  to  illustrate 
that  large  chest  wall  resections  can  be  done. 


Case  1.  The  patient  is  a sixty-nine-year- 
old  white  male  admitted  to  Roswell  Park 
Memorial  Institute  on  March  6,  1963,  with  a 
history  of  having  had  a chondrosarcoma 
excised  from  his  left  anterior  chest  wall  in 
1957  and  again  in  1960.  The  tumor  had 
been  growing  slowly  for  two  years  prior  to 
its  first  removal.  The  second  surgical 
procedure  was  undertaken  when  the  tumor 
recurred  at  the  site  of  the  first  excision.  In 
neither  procedure  had  the  pleural  cavity 
been  entered. 

Following  the  re-excision  of  the  tumor, 
the  patient  was  well  for  approximately  six 
months.  He  then  noted  a local  recurrence 
of  his  lesion  but  did  not  seek  medical  help. 
The  lesion  was  allowed  to  progress  for  the 
two  years  prior  to  his  being  examined  at 
Roswell  Park  Memorial  Institute. 

On  admission  to  the  Institute,  the  physical 
findings  consisted  mainly  of  a healed  surgical 
scar,  25  cm.  in  length,  which  ran  from  the 
sternum  to  the  anterior  axillary  line  follow- 
ing the  contour  of  the  left  costal  margin. 
Within  this  scar  there  was  a large  multi- 
lobular tumor  mass  measuring  12  by  15  cm., 
which  was  fixed  to  the  costal  margin  and  the 
xiphoid  process  of  the  sternum.  The  mass 
was  generally  firm,  but  the  largest  lobule  had 
a semisolid  or  cystic  consistency.  In  addi- 
tion to  the  main  mass  there  was  a 6-  by  6-cm. 
firm  and  freely  movable  nodule  in  the  third 
left  intercostal  space  between  the  junction  of 
the  proximal  and  distal  halves  of  the  clavicle 
and  the  anterior  axillary  line. 

The  pathologic  sections  of  the  tumor 
which  were  originally  removed  and  those  of 
the  secondary  surgical  procedure  were  re- 
viewed at  this  Institute  and  interpreted  as 
representing  a chondrosarcoma. 

Physical  and  laboratory  examinations 
failed  to  reveal  the  presence  of  any  meta- 
static disease  except  for  a 2-cm.  rounded 
density  in  the  upper  field  of  the  left  lung 
which  appeared  to  be  pleural  in  position. 
Pulmonary  function  tests  were  performed 
and  were  within  normal  limits. 

On  March  12  the  patient  was  taken  to 
surgery,  and  the  chest  wall  lesion  was  widely 
excised  en  bloc  along  with  the  overlying 
skin.  During  the  course  of  the  dissection, 
it  was  necessary  to  remove  the  fifth,  sixth, 
seventh,  and  eighth  ribs  in  their  entirety. 
The  left  lateral  portion  of  the  lower  one  half 
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of  the  sternum  and  the  xiphoid  process  was 
also  removed.  The  over-all  dimensions  of 
the  specimen  were  22  by  16  by  8 cm.  Ex- 
cision of  the  movable  mass  in  the  third  left 
intercostal  space  was  accomplished  by 
raising  a skin  flap  from  the  site  of  the 
primary  excision.  Coverage  of  the  chest  wall 
defect  was  accomplished  by  suturing  the 
pericardial  fat  to  the  pleura  at  the  level  of 
the  fourth  rib,  suturing  the  diaphragm  as 
high  as  possible  in  the  chest  cavity,  and 
then  by  forming  a skin  flap  laterally  at  the 
level  of  the  umbilicus  on  the  abdomen  and 
transferring  it  to  the  chest  wall.  The  re- 
sulting abdominal  skin  defect  was  covered 
with  a split-thickness  skin  graft  taken  from 
the  opposite  side  of  the  abdomen.  A 
thoractomy  drainage  tube  was  placed  and 
connected  to  underwater  seal  drainage  and 
suction.  A tight,  bulky,  elastoplast  dressing 
was  applied  and  was  the  only  splinting 
mechanism  used.  The  patient  tolerated  the 
surgical  procedure  well.  Postoperatively  the 
patient  did  well  with  no  respiratory  or  major 
wound  complications  being  evident.  No 
features  of  flail  chest  were  present.  There 
was  a small  area  of  skin  necrosis  on  the 
transferred  skin  flap,  but  this  was  debrided, 
and  the  defect  quickly  granulated  in.  He 
was  then  discharged  on  the  fourteenth  post- 
operative day. 

Outpatient  clinic  follow-up  reveals  no 
respiratory,  wound,  or  recurrence  of  tumor 
difficulty. 

Case  2.  The  patient  is  a nineteen-year- 
old  white  female  who  was  first  seen  at 
Roswell  Park  Memorial  Institute  in  January, 
1959,  with  a history  of  having  had  a malig- 
nant tumor  removed  from  the  medial  side 
of  her  right  thigh  in  December,  1958.  The 
pathologic  slides  of  this  tumor  were  inter- 
preted to  be  a leiomyosarcoma.  Treatment 
at  this  time  consisted  of  radiation  therapy  to 
the  right  thigh,  a total  tumor  dose  of  4,870 
rads  being  given  to  the  tumor  excision  site. 

A repeat  chest  x-ray  film  in  January,  1962, 
revealed  a nodular  mass  at  the  hilum  of  the 
left  lung.  No  other  evidence  of  metastatic 
disease  was  evident.  A thoracotomy  re- 
vealed the  superior  segment  of  the  left  lower 
lobe  to  be  involved  by  a 4-  by  5-cm.  lesion, 
and  there  was  also  a 1-  to  2-cm.  lesion  in  the 
left  upper  lobe.  A pneumonectomy  was  per- 
formed; the  patient  had  a normal  post- 
operative course  and  was  discharged  from 


the  hospital  on  the  twelfth  postoperative 
day. 

The  patient  then  did  well  until  March, 
1963,  when  she  began  to  have  tenderness  in 
the  left  inter  scapular  area.  Physical  ex- 
amination revealed  a firm,  fixed,  slightly 
tender  3-  by  3-cm.  mass  at  the  upper  pole  of 
the  previous  thoracotomy  scar.  A biopsy  of 
this  mass  on  March  13,  1963,  revealed  it  to 
be  recurrent  leiomyosarcoma.  On  March  19 
the  patient  was  again  returned  to  surgery 
and  an  en  bloc  excision  of  the  left  posterior 
chest  wall  recurrence  with  the  overlying  skin 
and  the  underlying  portions  of  the  fourth, 
fifth,  and  sixth  ribs  was  performed.  There 
was  also  a large  mass  present  in  the  medias- 
tinum which  was  approximately  4 cm.  in 
diameter,  and  another  mass  of  3 by  4 cm. 
was  attached  to  the  lateral  chest  wall. 
These  two  masses  could  not  be  removed,  and 
it  was  realized,  therefore,  that  residual  tumor 
was  remaining.  The  surgical  defect  was 
closed  with  the  remaining  adjacent  soft 
tissue.  Postoperatively  the  patient  did  well 
and  was  started  on  chemotherapy  with 
actinomycin  D,  but  marked  nausea  and 
anorexia  necessitated  discontinuance  of  this 
drug.  She  then  did  well  and  was  discharged 
on  the  sixteenth  postoperative  day. 

Outpatient  clinic  follow-up  has  revealed 
slight  progression  of  the  mediastinal  disease, 
but  the  patient  has  remained  essentially 
asymptomatic. 

Case  3.  The  patient  is  a sixty -two-year- 
old  white  female  who  had  had  a left  radical 
mastectomy  performed  at  Roswell  Park 
Memorial  Institute  in  1952  for  a fibro- 
sarcoma of  the  left  breast.  This  lesion 
recurred  locally  many  times  following  the 
initial  therapy  of  the  mastectomy,  and  each 
of  the  recurrences  was  surgically  excised. 

The  fourth  re-excision  was  in  1959,  and  at 
this  time  small  portions  of  the  fifth  and  sixth 
ribs  were  excised  along  with  the  tumor.  The 
resulting  chest  wall  defect  was  reinforced 
with  a fascia  lata  graft,  and  postoperatively 
the  patient  did  well.  The  sixth  re-excision 
of  the  tumor  was  in  November,  1961. 
Prior  to  this  excision  a tubed  pedicle  flap 
had  been  fashioned  from  the  back  in  antic- 
ipation of  having  a skin  defect  which  would 
have  to  be  covered.  At  this  time  the  fourth, 
fifth,  sixth,  and  seventh  ribs  anteriorly  were 
removed  along  with  the  tumor  and  overlying 
skin.  The  lesion  was  attached  to  the  peri- 
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cardium  but  did  not  infiltrate  it.  The  under- 
lying lung  was  also  adherent  to  the  tumor, 
and  therefore  a 2-cm.  ridge  of  lung  tissue  was 
excised.  The  tubed  skin  flap  was  then  trans- 
ferred to  fill  the  chest  wall  defect.  The 
possibility  of  a flail  chest  was  entertained, 
and  for  this  reason  three  Steinmann  pins 
were  inserted  through  the  flap,  to  resemble 
the  ribs  removed  and  to  stabilize  the  chest 
wall.  Postoperatively  the  patient  did  well 
except  for  a small  wound  abscess  which 
responded  to  local  incision  and  drainage. 

The  seventh  and  last  re-excision  was  car- 
ried out  on  January  29,  1963.  At  this  time 
a tumor  mass  7 cm.  in  diameter  was  removed 
along  with  the  overlying  soft  tissues  and  the 
remaining  portions  of  the  fourth,  fifth,  and 
sixth  ribs.  The  tumor  was  attached  to  the 
pericardium,  diaphragm,  lingula  of  the 
lung,  and  the  left  lower  lobe;  therefore, 
portions  of  these  structures  were  also  re- 
moved. Several  small  nodules,  one  in  the 
left  upper  lobe  of  the  lung,  one  along  the 
aorta,  and  one  on  the  upper  chest  wall,  were 
also  excised.  The  defect  in  the  diaphragm 
was  closed,  and  the  pericardial  defect  was 
left  open  for  drainage.  Closure  of  the  chest 
wall  was  accomplished  just  by  approxima- 
tion of  the  overlying  skin.  There  were  no 
complications  postoperatively,  and  the  pa- 
tient was  discharged  on  the  fifteenth  post- 
operative day. 

Follow-up  has  revealed  that  the  patient 
has  an  enlarged  liver  11  cm.  below  the  right 
midcostal  line  as  of  May,  1963.  A liver 
scan  was  interpreted  as  being  positive  for 
space-occupying  disease  because  of  multiple 
areas  of  decreased  uptake  measuring  up  to 
6 cm.  in  diameter.  The  patient  has  been 
placed  on  mitomycin  C,  a chemotherapeutic 
agent,  and  thus  far  has  shown  some  regres- 
sion in  the  size  of  her  liver.  No  other 
progression  of  disease  has  been  noted. 

Comment 

The  treatment  of  flail  chest  has  been  dis- 
cussed extensively  in  the  literature,  and 
various  implements  for  traction  or  stabiliza- 
tion of  the  flail  chest  wall  segment  have  been 
devised.1-5  Each  one  has  its  application 
and  limitations  depending  on  the  physiologic 
abnormality  it  is  trying  to  correct. 

In  surgical  procedures,  as  described  in  the 
case  illustrations,  the  physiologic  abnor- 


mality of  a flail  chest  is  created  when  a large 
segment  of  the  thoracic  cage  is  removed  for 
the  excision  of  a malignant  tumor.  The 
paradoxical  respiration  which  is  produced 
combined  with  the  complications  of  “pendel- 
luft”  lead  to  reduced  pulmonary  ventilation. 
This  in  turn  results  in  hypoxia  and  hyper- 
carbia,  atelectasis,  pneumonitis,  and  respira- 
tory center  depression.  An  inadequate  blood 
flow  return  to  the  right  side  of  the  heart  is 
also  present  because  with  the  reduction  of 
the  fluctuations  of  subatmospheric  pressure, 
which  occurs  normally  in  the  thoracic  cavity 
but  is  absent  in  a flail  chest,  the  pumping 
action  on  the  great  veins  of  the  chest  is 
abolished.  These  factors  tend,  therefore,  to 
limit  the  scope  of  thoracic  surgery  by  creat- 
ing problems  which  tend  to  lead  to  the  post- 
operative death  of  the  patient. 

The  full  realization  of  the  possible  ensuing 
postoperative  complications  in  the  3 cases 
illustrated  were  evident  prior  to  surgery. 
It  was  felt,  however,  that  all  3 of  the  patients 
would  have  no  possible  chance  of  survival 
from  their  malignant  processes  unless  re- 
section was  performed,  and,  therefore, 
stabilization  of  the  chest  wall  was  a pro- 
cedure that  would  have  to  be  performed  as 
well  as  possible  in  conjunction  with  the 
surgical  procedure.  As  can  be  noted  from 
the  case  summaries,  no  respiratory  or  cardiac 
embarrassment  became  evident  in  any  of  the 
patients.  These  results  could  be  partially 
expected  in  Cases  2 and  3 because  of  their 
prior  surgical  procedures  during  which  the 
thoracic  cavity  had  been  entered,  especially 
in  Case  3 where  artificial  stabilization  had 
already  been  accomplished.  In  retrospect, 
it  is  now  evident  that  these  earlier  procedures 
had  caused  enough  tissue  reaction  to  stabilize 
the  mediastinum  and  chest  wall,  thus 
eliminating  the  development  of  a flail  chest. 
In  Case  2 the  phenomenon  of  “pendelluft” 
had  also  been  eliminated  by  the  earlier 
pneumonectomy  of  the  left  lung.  Case  1, 
however,  had  never  had  a surgical  procedure 
involving  the  thoracic  cavity,  and  as  can  be 
noted  from  the  case  description  a large 
segment  of  the  thoracic  wall  was  removed. 
No  prosthetic  devices  were  used  for  chest 
wall  stabilization,  but  instead  the  dressing 
was  placed  very  snugly,  and  elastoplast  was 
used  to  maintain  pressure  over  the  “flail” 
area.  This  dressing  was  left  in  place  for 
five  days,  and  no  postoperative  difficulties 
were  encountered. 
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Conclusion 

This  report  is  not  just  a testimonial  that 
extensive  surgery  was  performed  but  instead 
is  designed  to  encourage  more  radical 
surgery  for  chest  wall  lesions.  The  in- 
numerable prosthetic  devices  such  as  fascia 
lata  grafts,  Steinmann  pins,  thoracic  stabili- 
zation frames,  Kirschner  wires,  Morch 
respirators,  and  so  on  can  all  be  used  to 
great  advantage  in  each  individual  case  so 
that  postoperative  respiratory  embarrass- 
ment can  be  minimized.  In  addition  to  the 
use  of  a prosthetic  device,  we  feel  that  if,  as 
in  the  cases  presented,  the  diaphragm  is 
sutured  as  high  in  the  thoracic  cavity  as  is 
possible,  the  problem  of  mediastinal  shift  will 
be  greatly  minimized  since  the  abdominal 
contents  will  obliterate  much  of  the  dead 
space  present. 

The  use  of  a prosthetic  device,  however,  is 
not  a substitute  for  good  postoperative  care. 
Precautionary  measures  such  as  coughing, 
adequate  fluids,  ambulation,  a bedside 
tracheotomy  set,  and  so  forth  should  still  be 
adhered  to. 

With  the  advent  of  these  better  methods 
of  therapy  for  the  complication  of  flail  chest 
and  paradoxical  respiration,  more  and  more 
potentially  curative  chest  wall  procedures 
can  be  undertaken.  We  do  feel  that  a 
method  of  stabilization  is  probably  available 
for  most  chest  wall  defects,  and  the  use  of  a 
stabilizing  device  will  enable  more  radical 


Bee’s  venom  toxic  as  cobra’s 

The  venom  of  a bee  is  as  toxic  as  the  venom 
of  a cobra,  according  to  a Cornell  University 
research  report. 


curative  surgical  procedures  to  be  performed. 
The  choice  of  which  method  of  stabilization 
should  be  used  will  be  dictated  by  the  in- 
dividual case  and  type  of  surgical  procedure, 
along  with  the  experience  and  desires  of  the 
operating  surgeon. 

Our  findings  and  results  in  the  3 cases 
presented  have  encouraged  us  now  to  at- 
tempt surgical  procedures  which  we  thought 
at  one  time  were  contraindicated  because  of 
the  ensuing  complications,  and  it  is  not  felt 
that  patients  should  be  declared  inoperable 
only  on  the  basis  of  “flail”  chest.  Surgical 
judgment  as  to  the  biologic  nature  of  the 
cancer  is  now  the  more  important  problem. 
The  surgeon  should  be  wary  of  performing 
such  radical  procedures  if  any  metastases 
are  present,  recurrence  has  occurred  within 
three  months,  and  if  the  patient  is  de- 
bilitated. 
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Endometrial  lesions  of  the  rectosigmoid, 
with  similar  lesions  in  nearby  pelvic  organs, 
are  not  uncommon.  In  1920,  Cullen1 
performed  surgery  on  a twenty-six-year-old 
patient  in  whom  adenomyomas  of  the  sig- 
moid flexure  and  rectovaginal  septum  were 
found.  In  the  same  year,  Mahle  and  Mac- 
Carty2  operated  on  a thirty-one-year-old 
patient  and  extirpated  a constricting  adeno- 
myomatous  lesion  of  the  sigmoid.  The 
sigmoid  and  bladder  were  attached  to  a mass 
surrounding  the  uterus.  “Tarry”  cysts  of 
both  ovaries  were  removed.  The  authors 
felt  that  adenomyomatous  tissue  was  present 
on  the  uterus,  although  a biopsy  was  not 
taken. 

In  1935  Masson3  reviewed  operations  per- 
formed at  the  Mayo  Clinic  from  1923  to 
1934,  in  which  heterotopic  endometrium  was 
found.  In  14  out  of  576  patients,  adeno- 
myomas were  found  in  the  sigmoid.  How- 
ever, he  does^  not  state  whether  or  not  the 
sigmoidal  lesions  were  found  in  association 
with  endometrial  lesions  in  other  pelvic  or- 
gans, except  to  comment  that  a total  of  689 
organs  were  involved  with  endometriosis  in 


576  patients,  so  that  some  patients  had  more 
than  one  organ  involved  with  the  disease. 
Masson  gives  credit  to  Sampson  for  suggest- 
ing the  name  endometriosis  for  ectopically 
situated  adenomyomas.  It  appears  that  the 
term  adenomyoma  has  since  become  re- 
stricted to  connote  ectopic  endometrial  tis- 
sue within  the  confines  of  the  uterine  wall 
while  endometriosis  refers  to  the  disease 
state  in  which  such  tissue  is  found  hetero- 
topically  in  areas  other  than  the  myo- 
metrium. 

In  1943  Jenkinson  and  Brown4  studied  the 
clinical  and  operative  records  of  117  patients 
with  pelvic  endometriosis  at  St.  Luke’s 
Hospital  in  Chicago.  In  47  patients  (40 
per  cent)  lesions  were  also  found  in  the 
rectosigmoid. 

In  1950  Colcock  and  Lamphier5  reviewed 
the  records  of  307  patients  with  pelvic  en- 
dometriosis seen  at  the  Lahey  Clinic  in 
Boston,  since  Cattefl’s  report  in  1937.6 
Two  hundred  and  thirteen  of  these  patients 
were  operated  on,  and  39,  or  18.3  per  cent, 
were  found  to  have  lesions  of  the  rectum, 
rectosigmoid,  sigmoid,  and/or  small  in- 
testine. 

In  1955  Kratzer  and  Salvati7  reviewed  all 
cases  of  pelvic  endometriosis  seen  at  the 
Allentown  Hospital  from  June,  1940,  to 
September,  1954.  The  group  studied  con- 
sisted of  225  patients  diagnosed  by  lapa- 
rotomy; 77  cases  (34.22  per  cent)  involved 
the  sigmoid  colon  and  rectum. 

In  1937  Cattell6  reported  a patient  who 
was  submitted  to  a two-stage  abdomino- 
perineal resection  because  of  a preoperative 
and  operative  diagnosis  of  carcinoma.  At 
operation,  normal  ovaries,  tubes,  and  uterus 
were  found.  A microscopic  examination 
of  the  operative  specimen  revealed  en- 
dometrioma  of  the  sigmoid. 

The  following  case  report  is  also  of  in- 
terest because  other  than  a sigmoidal  endo- 
metrial lesion,  no  other  endometriosis  was 
found  to  be  present. 

Case  report 

A forty-five-year-old  white,  married  fe- 
male was  admitted  to  the  New  York  In- 
firmary on  March  27,  1960,  for  evaluation 
because  of  a filling  defect  seen  on  a barium 
enema  roentgen  study.  The  defect  was 
viewed  at  the  junction  of  the  descending 
colon  and  the  sigmoid.  For  four  years,  the 
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patient  had  complained  of  vague  lower  ab- 
dominal pains  during  bouts  of  diarrhea, 
which  alternated  with  periods  of  constipa- 
tion. The  stool  never  showed  any  blood 
or  mucus.  One  month  prior  to  admission, 
the  lower  abdominal  pains  became  more 
severe,  especially  over  the  left  lower  quad- 
rant and  were  associated  with  nausea, 
vomiting,  and  anorexia,  although  the  pa- 
tient denied  weight  loss. 

The  past  surgical  history  included  an 
appendectomy  seventeen  years  previously 
and  a tonsillectomy  and  adenoidectomy 
twenty  years  prior  to  admission.  The  past 
medical  history  included  treatment  for 
asthma.  She  had  been  taking  sulfoxone 
(Diasone)  tablets  because  of  dermatitis  her- 
petiformis which  was  diagnosed  in  1959. 
A review  of  systems  was  unremarkable  other 
than  the  presence  of  many  drug  and  food 
allergies.  Her  menstrual  history  was:  age 
at  onset,  thirteen  years,  interval,  twenty-six 
days,  and  duration,  six  days.  There  was 
frequent  dysmenorrhea.  Until  1954  she 
had  persistent  metrorrhagia  which  was  at- 
tributed to  uterine  fibroids.  Her  last  men- 
strual period  occurred  in  October,  1959. 
Since  February,  1960,  the  patient  had 
vaginal  spotting  every  other  day.  She  had 
never  been  pregnant. 

The  initial  physical  examination  was  un- 
remarkable except  for  left  lower  quadrant 
tenderness  on  deep  palpation.  A procto- 
sigmoidoscopic  examination  to  18  cm. 
showed  normal  findings.  There  was  no 
evidence  of  polyp  or  tumor.  On  pelvic 
examination  the  cervix  appeared  small. 
The  uterus  was  posterior  and  seemed  some- 
what enlarged.  It  was  difficult  to  palpate 
any  masses  in  the  uterus.  Vaginal  and 
cervical  cytologic  smears  showed  no  unusual 
cells.  A repeat  barium  enema  study  in  the 
hospital  again  revealed  a filling  defect  on  the 
lower  margin  of  the  proximal  sigmoid  (Fig.  1) . 
A gastrointestinal  series  prior  to  hospitaliza- 
tion revealed  no  abnormalities  in  the  upper 
intestinal  tract. 

The  clinical  diagnoses  considered  pre- 
operatively  and  in  order  of  probability  were: 
(1)  carcinoma  of  the  sigmoid  colon,  (2) 
benign  sigmoidal  polyp,  and  (3)  endo- 
metriosis of  the  colon. 

The  patient  underwent  an  exploratory  lap- 
arotomy on  April  1,  1960.  On  opening  the 
abdomen  the  patient  was  found  to  have  a 
constricting  fibrous  type  of  lesion  in  the  up- 


FIGURE1.  Barium  enema  study.  Arrow  points  to 
constricted  area  in  proximal  sigmoid  due  to  filling 
defect  on  lower  margin. 


per  part  of  the  sigmoid.  This  partially  oc- 
cluded the  lumen.  It  did  not  have  the 
characteristics  of  a cancer  nor  did  it  appear 
to  be  associated  with  diverticulitis  or  a per- 
forated diverticulum.  There  were  no  find- 
ings in  the  stomach,  gallbladder,  kidneys, 
spleen,  or  other  parts  of  the  colon.  The 
patient  had  a mass  of  adhesions  in  the  ab- 
domen, old  hydrosalpinx  bilaterally  with 
adhesions  between  the  tubes  and  ovaries  on 
each  side,  and  with  complete  obliteration  of 
the  cul-de-sac.  The  uterus  itself  was  not 
enlarged,  but  the  entire  mass,  uterus,  tube, 
and  ovaries,  all  of  which  were  adhesive  be- 
cause of  old  pelvic  inflammatory  disease 
probably  was  mistaken  for  a fibroid  uterus  on 
previous  examinations.  There  were  no 
endometrial  implants,  cysts,  or  other  adeno- 
myomatous  lesions  seen,  so  that  a pelvic 
specimen  biopsy  was  not  taken.  Because 
the  nature  of  the  lesion  in  the  sigmoid  was 
not  known,  it  was  decided  to  resect  a portion 
containing  the  tumor  for  study.  Therefore, 
a section  of  the  sigmoid,  including  an  area 
4 cm.  on  each  side  of  the  tumor,  was  freed, 
removed,  and  submitted  for  frozen  section 
biopsy  study.  The  character  of  the  tumor 
could  not  be  determined  by  frozen  section, 
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FIGURE  2.  Photomicrograph.  Arrow  points  to 
group  of  endometrial  glands  and  stroma  which 
had  penetrated  muscularis  and  extended  to 
submucosa  (X  100). 

and  an  anastamosis  was  then  made  of 
the  two  ends  of  the  sigmoid  to  com- 
plete the  operation.  The  patient  withstood 
the  procedure  well. 

A gross  description  of  the  submitted  speci- 
men revealed  a section  of  the  large  intestine 
measuring  10  cm.  in  length,  in  the  central 
portion  of  which  there  was  a well-circum- 
scribed area  in  the  subserosal  layer  measur- 
ing 2 cm.  in  diameter  and  consisting  of  firm, 
contracted,  homogeneous  tissue.  The  mu- 
cosa appeared  normal  throughout,  and  the 
lesion  did  not  appear  to  involve  it  grossly. 

Microscopic  sections  showed  a kinked  ad- 
herent bowel  with  hypertrophy  of  the  mus- 
cularis and  an  intact  normal  mucosa. 
Groups  of  endometrial  glands  and  stroma 
were  found  surrounded  by  a large  amount 
of  dense  fibrous  tissue.  The  endometrial 
glands  penetrated  the  muscularis  and  in  one 
area  extended  to  the  submucosa  (Fig.  2). 
These  findings  were  consistent  with  the 
diagnosis  of  endometriosis  of  the  sigmoid 
colon. 

The  patient  has  had  no  menstrual  period 
since  the  surgical  procedure.  Neither  has 
she  had  difficulties  with  bowel  movements, 


constipation,  lower  abdominal  cramps,  or 
pains. 

Comment 

In  diagnosing  endometriosis  of  the  bowel, 
Masson3  states  that  such  lesions  are  to  be 
found  only  in  young  women  between  twenty- 
five  and  forty-five  years  of  age,  whereas  di- 
verticulitis and  malignant  conditions  are 
found  more  often  among  elderly  men. 
With  large  bowel  endometrial  lesions,  the 
patients  complain  of  dull  abdominal  pain,  as- 
sociated with  progressive  constipation,  over 
months  to  years,  and  an  increase  of  symp- 
toms at  the  time  of  menstruation,  without 
concurrent  cachexia.  He  points  out  that  on 
proctoscopy,  ulceration  in  the  mucous 
membrane  will  be  seen  in  cases  of  malig- 
nant conditions  and  not  with  adenomyomas 
and  diverticulitis.  Barium  enema  studies 
will  show  a filling  defect,  but  nothing  dis- 
tinctive. Further  aid  in  diagnosis  would 
be  symptoms  due  to  associated  pelvic  endo- 
metriosis. According  to  Masson,  these  in- 
clude dysmenorrhea  of  the  acquired  type 
and  pelvic  discomfort,  often  extending  to 
the  sacrum,  rectum,  or  down  the  thighs, 
which  worsens  with  menstruation.  Menor- 
rhagia, sterility,  which  may  be  absolute  but 
more  often  is  relative,  and  dyspareunia  are 
also  prominent  symptoms.  On  examina- 
tion in  pelvic  endometriosis  he  notes  the 
frequent  finding  of  adhesions  causing  fixed 
retroversion  of  the  uterus  and  thickening 
in  the  adnexal  regions  with  tenderness  on 
pressure.  Cysts  are  palpated  in  the  ovaries 
in  some  cases.  Irregular  nodules  in  the 
cul-de-sac  or  rectovaginal  septum  are  highly 
suggestive.  Masson  found  that  in  4,751  uteri 
removed  at  the  Mayo  Clinic  between  1923 
to  1934  for  myomas,  adenomyomas  were 
also  found  in  482  specimens,  or  10.1  per 
cent.  Therefore,  he  showed  an  increased 
incidence  of  associated  benign  tumors  with 
uterine  adenomyomas. 

In  Jenkinson  and  Brown’s4  excellent  study, 
the  clinical  characteristics  of  constricting 
endometrial  lesions  of  the  rectosigmoid  were 
essentially  similar  to  those  outlined  by 
Masson.  Of  their  47  patients  with  endo- 
metrial lesions  in  the  rectosigmoid,  21  had 
bowel  symptoms  suggestive  of  obstruction. 
Four  of  their  21  patients  had  barium  enemas 
which  demonstrated  certain  roentgenologic 
signs* 
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1.  There  was  a filling  defect  of  con- 
siderable length  involving  approximately 
4 to  7 inches  of  the  lumen  of  the  bowel. 

2.  There  was  a sharp  demarcation  of  the 
filling  defect  similar  to  carcinoma. 

3.  Other  portions  of  the  colon  showed  little 
evidence  of  the  disease. 

4.  The  fluoroscopic  examination  and  the 
barium-air  contrast  films  revealed  an  essen- 
tially intact  mucous  membrane. 

5.  The  involved  portions  of  the  bowel 
were  relatively  fixed  and  exquisitely 
tender  to  palpation  during  the  fluoro- 
scopic examination. 

There  was  a high  incidence  of  menstrual 
abnormalities  in  Jenkinson  and  Brown’s  se- 
ries. Ninety-five  (81  per  cent)  of  their  117 
cases  complained  of  dysmenorrhea  of  the  ac- 
quired type,  metrorrhagia,  or  menorrhagia. 

Of  the  39  patients  with  endometriosis 
involving  the  intestine  studied  by  Colcock 
and  Lamphier,5  14  presented  signs  and 
symptoms  of  actual  obstruction  of  the  bowel. 
One  patient  was  sixty-seven  years  and 
another  sixty-nine  years  of  age.  The 
authors  point  out  that  when  endometriosis 
affects  the  bowel,  it  may  produce  symptoms 
long  after  the  menopause.  Only  one  of 
the  14  patients  had  an  abnormal  men- 
strual flow,  and  none  complained  of  dys- 
pareunia,  the  latter  symptom  being  men- 
tioned as  common  by  Masson.  Five  of  their 
14  patients  had  an  average  weight  loss  of  16 
pounds,  so  that  when  the  bowel  is  involved 
with  endometrial  disease,  some  cachexia 
may  be  present. 

The  diagnosis  of  endometriosis  of  the 
rectosigmoid  may  not  be  proved  prior  to 
surgery.  The  literature  contains  examples 
of  radical  surgery  being  performed  when 
endometriosis  was  mistaken  for  carcinoma  of 
the  large  bowel  at  the  operating  table.6-7 
This  is  especially  true  when  the  only  endo- 
metrial lesion  present  is  found  in  the  intes- 
tine, as  occurred  in  our  patient.  A frozen 
section  biopsy  at  the  operation  is  therefore 
necessary  for  confirming  or  making  the 
proper  diagnosis.  Furthermore,  clinical 
judgment  at  laparotomy  may  have  to  super- 
sede all  tests,  especially  when  the  frozen 
section  study  does  not  reveal  the  character 
of  the  tumor,  as  was  seen  in  our  case. 

Finally,  it  is  interesting  to  speculate  on  the 
relationship  between  endometriosis  and  ma- 
lignant conditions  in  general  since  both  have 
many  common  attributes.  In  both  diseases 


there  is  a tendency  to  invade  locally  by 
growth  and  extension.  Adenomyosis  of  the 
myometrium  is  an  example  of  local  extension 
of  the  uterine  mucosa  into  the  uterine  wall. 
Implants  on  the  serosal  surface  of  the  recto- 
sigmoid subsequently  involve  the  muscular 
coat  and  only  occasionally  the  mucosa, 
which,  by  the  way,  is  the  reason  that  rectal 
cyclical  or  irregular  bleeding  is  seldom  seen. 4 
At  the  time  of  surgery  with  both  lesions, 
meticulous  surgical  technic  is  necessary  to 
avoid  seeding  the  surgical  site  and  wound 
with  implants  of  endometrial  or  malignant 
cells.  We  see  metastases  to  distant  sites  in 
cancer  and  in  endometriosis,  which  cannot 
be  accounted  for  by  extension,  but  by  hema- 
togenous, venous,  or  lymphatic  spread. 
Novak  and  Jones8  list  aberrant  endometrial 
tissue  as  having  been  found  in  the  arm, 
thigh,  lung,  and  pleura.  In  explaining 
heterotopic  endometrial  lesions,  Leitch9  op- 
posed the  theory  of  rest  cell  origin,  as  pro- 
posed by  Cohnheim.  Leitch  did  not  deny 
the  presence  of  embryonic  rests,  but  he  con- 
tended that  such  cells  could  not  give  rise  to 
adenomyomatous  lesions  since  they  age,  just 
as  normal  cells  do,  losing  their  embryonic 
potentialities  for  growth.  Hormonal  de- 
pendency in  endometriosis  is  attested  to  by 
the  fact  that  castration  usually  results  in  a 
clinical  cure  with  actual  regression  of  endo- 
metrial lesions,  and  the  onset  of  the  meno- 
pause frequently  heralds  improvement. 
The  best  counterpart  in  malignant  condi- 
tions would  be  castration  for  the  treatment 
of  cancer  of  the  prostate. 

Here  are  two  diseases  then,  endometriosis 
and  cancer,  which  behave  similarly  as  noted 
by  local  growth,  invasion,  seeding  at  the 
time  of  surgery,  distant  metastases,  and 
hormonal  dependency.  Perhaps  by  the 
study  of  one,  we  may  find  clues  to  the  other. 
Why  does  endometriosis  stop  short  of  becom- 
ing malignant?  Masson3  views  adeno- 
myomas  as  representing  a nonmalignant  in- 
vasion of  normal  tissue. 

Conclusions 

Endometriosis  involving  only  the  large 
intestine,  as  occurred  in  our  patient,  is  not 
frequently  seen  and  presents  a major  prob- 
lem in  proper  diagnosis,  if  needless  radical 
surgery  is  to  be  avoided  for  a misdiagnosed 
malignant  condition.  The  literature  has 
been  reviewed  for  the  symptoms,  signs,  and 
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radiographic  findings  in  endometrial  lesions 
of  the  rectosigmoid,  the  area  in  which  such 
lesions  are  usually  found.  Occasionally, 
even  at  surgery,  the  frozen  section  biopsy 
may  not  be  informative  in  this  disease,  as 
happened  in  our  patient,  so  that  definitive 
surgery  will  depend  on  clinical  judgement. 

Finally,  the  relationship  between  endome- 
triosis and  malignant  conditions  was  dis- 
cussed since  both  diseases  behave  similarly 
in  many  ways. 
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The  Central  New  York  Maternal  and 
Perinatal  Mortality  Study!  is  analyzing  the 
causes  of  fetal  and  neonatal  deaths,  from 
time  of  birth  to  the  seventh  day  of  life. 
Hospital  perinatal  mortality  committees  in 
Onondaga,  Oneida,  Madison,  Herkimer,  and 
Hamilton  counties  submit  their  reports  on 
perinatal  deaths.  The  study  has  been 
expanded  to  include  Jefferson,  Lewis,  St. 
Lawrence,  and  Oswego  counties. 

One  of  the  ways  the  reports  are  being  used 
is  to  classify  them  pathologically  using  the 
Potter  Classification  for  fetal  and  neonatal 
deaths.1  “Infection”  is  one  of  the  sub- 
groups of  the  Potter  Classification. 

Infectious  diseases,  as  they  are  known  in 
later  life,  are  not  found  during  the  early 
development  of  the  fetal  organs.  Mal- 
formation or  death  is  the  only  evidence  of 
disease  found  in  the  first  eight  to  ten  weeks  of 
gestation. 

Pulmonary  system  infection  has  been 
found  during  the  sixteenth  to  eighteenth 
weeks  of  pregnancy.  Leukocytes  are 
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thought  to  enter  the  lungs  by  aspiration  of 
amniotic  fluid. 

The  uterus  is  the  port  of  entry  before 
birth.  Bacteria,  viruses,  and  other  harmful 
substances  may  reach  the  fetus  from  the 
maternal  blood  via  the  uterine  arteries. 
Some  authorities  feel  the  organisms  can  also 
reach  the  fetal  circulation  by  penetrating  the 
covering  of  the  villi.  Other  points  of  entry 
include  bacteria  entering  the  blood  in  the 
villi  directly  from  the  uterine  wall  or  entering 
the  villi  by  first  invading  the  uterine  cavity 
through  the  lumen  of  the  cervix  or  tubes. 
In  older  fetuses  infections  of  the  lungs  and 
gastrointestinal  tract  are  produced  by  the 
swallowing  of  contaminated  amniotic  fluid. 
Another  port  involves  the  umbilical  cord. 
Bacteria  are  usually  present  in  the  amniotic 
fluid  within  six  hours  of  the  onset  of  labor 
with  intact  membranes  and  in  a shorter 
period  when  the  membranes  are  ruptured. 
Infections  of  intrauterine  origin  include 
pneumonia,  otitis  media,  ulceration  of  the 
stomach  and  intestines,  and  liver  involve- 
ment. 

The  mechanism  of  infection  during  labor 
is  much  the  same  as  that  of  the  prenatal 
period.  Most  pneumonias  of  intrauterine 
origin  are  caused  by  aspiration  of  amniotic 
fluid  infected  by  colon  bacilli,  staphylococci, 
and  streptococci.  Fetal  infections  can  also 
be  caused  by  organisms  found  in  the  vagina 
and  on  the  vulva,  with  contamination  oc- 
curring during  delivery. 

Infections  occurring  during  the  neonatal 
period  include:  (1)  those  in  which  organisms 
produce  local  hepatitis  and  may  be  carried 
by  the  blood  into  the  systemic  and  pul- 
monary circulations;  (2)  those  which  have 
the  umbilicus  as  their  point  of  entry,  (3) 
necessary  resuscitation  methods  such  as 
mouth-to-mouth  breathing  and  tracheal 
catheterization,  and  (4)  those  with  the 
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TABLE  I.  Perinatal  deaths  due  to  infections,  using 
Potter1  classification 


Site  of  Infection 

Number 

of 

Cases 

Lungs,  probably  intrauterine 

7 

Lungs,  probably  extrauterine 

2 

Intestine,  stomach,  and  esophagus 

0 

Heart  and  blood  vessels 

1 

Kidney  or  bladder 

0 

Brain  or  meninges 

5 

Bone,  muscle,  or  skin 

0 

Umbilicus 

2 

Generalized  bacterial 

2 

General  viral 

0 

Syphilis 

0 

Other  (infections  not  included  in 

the 

types  listed  above) 

1 

Total 

20 

gastrointestinal  tract  as  the  source. 

Septicemia  carries  considerable  risk  be- 
cause specific  antibodies  against  common 
sources  of  staphylococci,  streptococci,  and 
colon  bacilli,  found  in  adults,  do  not  pass 
through  the  placenta. 

Potter1  states  bacteremia  occurs  quite 
frequently  during  the  first  few  days  of  life. 
She  found  fever  usually  ascribed  to  dehydra- 
tion or  inanition  was  due  to  bacteremia. 
However,  the  infant’s  body  defenses  are 
usually  sufficiently  strong  to  destroy  the 
organisms  before  they  become  pathogenic. 

To  date,  787  case  reports  have  been 
received  which  had  sufficient  detail  to  allow 
pathologic  classification.  Twenty  (2.5  per 
cent)  were  due  to  infections,  using  the  Potter1 
Classification  (Table  I). 

Fifteen  (75  per  cent)  of  the  cases  of  in- 
fection were  based  on  autopsy  diagnoses,  1 
(5  per  cent)  was  classified  as  a confirmed 
clinical  diagnosis,  and  4 (20  per  cent)  were 
classed  as  unconfirmed  clinical  diagnoses 
(insufficient  clinical  and  pathologic  data  to 
verify  the  diagnosis). 

The  death  that  was  specified  as  being 
confirmed  by  clinical  diagnosis  was  a 
neonatal  one  that  occurred  at  the  thirtieth 
week  of  gestation  involving  an  infection  of 
the  umbilicus. 

The  unconfirmed  clinical  diagnoses  in- 
cluded 2 neonatal  deaths  of  intrauterine  lung 
infection;  an  infant  who  died  from 
generalized  bacterial  infection  and  a fetal 
death  with  an  unexplainable  source  of  in- 
fection. 


TABLE  II.  Contributory  factors  in  perinatal 
mortality 

Number 


of 

Factors  Involved  Cases 


In  intrauterine  lung  infections 

No  contributory  factor  l 

Prematurity  2 

Prematurity  with  severe  maternal 
vaginal  infection  and  cord  around 
neck  l 

Prematurity  and  maternal  upper 

respiratory  infection  1 

Prematurity  and  maternal  cardiac 
decompensation  1 

Prolapse  of  cord  1 

In  extrauterine  lung  infections 

No  contributory  factor  1 

Cord  around  neck  and  possible  Rh 
incompatibility  1 

In  infection  of  the  heart  and  blood 
vessels 

Possible  trauma  factor  (neonatal 

death  in  a forty-week  fetus)  1 

In  infections  of  the  brain  or  meninges 

No  contributory  factor  1 

Prematurity  1 

Prematurity  with  premature  rupture 

of  the  membranes  2 

Prematurity  with  maternal  chronic 
cervicitis  and  terminal  abruptio 
placentae  1 

In  infections  of  the  umbilicus 

Prematurity  1 

Maternal  endometritis  and  incom- 
petent cervix  (fetal  death)  1 

In  generalized  bacterial  infections: 

No  contributory  factor  1 

Maternal  urinary  tract  infection  1 

Undetermined  type  of  fetal  infection  1 

Total  20 


Contributory  factors 

Consideration  is  given  to  contributory 
factors  which  are  involved  in  perinatal 
deaths,  in  addition  to  the  pathologically 
diagnosed  primary  factor  (Table  II). 

Statistical  data 

Fourteen  (70  per  cent)  were  early  neonatal 
deaths  and  6 (30)  per  cent  were  fetal  deaths, 
one  of  which  was  a twin. 

Twelve  cases  were  under  the  care  of 
private  physicians,  and  the  remaining  8 were 
clinic  cases. 

The  ages  of  the  mothers  are  shown  in 
Table  III.  The  period  of  gestation  at  which 
the  perinatal  deaths  occurred  is  shown  in 
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TABLE  III.  Age  of  mother 


Age  (Years) 

Number  of 
Patients 

20  and  under 

3 

21  to  25 

6 

26  to  30 

1 

31  to  35 

7 

36  to  40 

3 

Total 

20 

TABLE  IV.  Length  of  gestation 

Weeks  Pregnant 

Number  of  Patients 

20  to  29 

4 

30  to  36 

6 

37 

2 

38 

1 

39 

1 

40 

6 

Total 

20 

Table  IV.  Fetal  weights  are  listed  in  Table 
V. 

Five  short  summaries  of  case  reports  are 
given. 

Case  reports 

Extrauterine  infection  of  lungs.  Case  1. 
A twenty-three-year-old  gravida  3,  with  two 
normal  living  children,  had  an  uneventful  preg- 
nancy until  spontaneous  rupture  of  the  mem- 
branes at  the  twenty-sixth  week.  She  started 
in  labor  shortly  thereafter.  A 2-pound,  2- 
ounce  female  fetus  was  delivered  spontaneously 
in  poor  condition  after  an  uneventful  labor 
(breech  presentation).  The  placenta  was  re- 
tained and  removed  manually.  The  infant  was 
transferred  to  the  premature  nursery  with  signs 
of  respiratory  distress  and  placed  in  an  Arm- 
strong respirator.  Crystalline  penicillin  and 
extract  of  adrenal  cortex  (Eschatin)  were  given, 
and  20  cc.  of  fluid  were  administered  by  clysis. 
The  infant’s  condition  showed  improvement  at 
the  end  of  twenty-four  hours.  Feedings  of 
dilute  formula  were  given  by  dropper.  The 
baby  showed  signs  of  regression  on  the  third 
day.  The  urine  examination  showed  a trace  of 
albumin,  and  the  white  cell  count  was  22,450. 
The  infant’s  condition  failed  to  improve,  and 
death  occurred  on  the  sixth  day.  The  autopsy 
diagnosis  was  (1)  prematurity,  (2)  bilateral 
pulmonary  atelectasis,  and  (3)  aspiration 
pneumonia. 

Perinatal  mortality  classified  as  infec- 
tion of  heart.  Case  2.  The  mother  was  a 
thirty-seven-year-old  primipara  who  had  a nor- 
mal pregnancy  until  she  ruptured  the  mem- 


TABLE  V.  Fetal  weights 


Weight  (Gm.) 

Number  of  Cases 

500  or  under 

1 

501  to  1 , 000 

2 

1 , 001  to  1 , 250 

2 

1,251  to  1,500 

3 

1,501  to  1,750 

1 

2,001  to  2,250 

2 

2 , 251  to  2 , 500 

2 

2,751  to  3,000 

2 

3,001  to  3,500 

3 

3,501  to  4,000 

2 

Total 

20 

branes  at  the  thirty-ninth  week.  She  was  ad- 
mitted one  week  later  in  labor.  Examination 
revealed  a breech  presentation  (station  plus  1) 
and  a thick  yellow  vaginal  discharge.  X-ray 
pelvimetry  was  done  after  twelve  hours  of  labor; 
the  pelvic  measurements  were  reported  as  nor- 
mal. Uterine  contractions  became  of  poor 
quality.  Urine  examination  showed  a trace  of 
acetone  and  the  patient  was  given  an  intra- 
venous infusion  of  5 per  cent  dextrose  in  water 
solution.  A consultant  was  called  because  of 
lack  of  progress  of  labor.  His  impression  was 
the  patient  had  developed  secondary  inertia  and 
he  advised  continued  observation,  with  rest, 
additional  supportive  treatment,  and  re-evalua- 
tion in  eight  hours.  The  cervix  continued  to 
dilate  slowly.  Intrauterine  death  occurred 
approximately  eighty-four  hours  after  labor 
started.  Dilatation  was  complete  six  hours 
later.  A 7-pound,  3-ounce  female  stillborn 
infant  was  delivered  by  breech  extraction,  with 
Piper  forceps  to  the  after-coming  head.  The 
total  labor  was  ninety-four  hours. 

The  autopsy  was  summarized  by  the  pathol- 
ogist as  follows:  This  term  infant  was  delivered 
seven  days  after  rupture  of  membranes.  The 
mother  had  a prolonged  labor  and  no  fetal  heart 
was  heard  during  the  last  six  hours  of  labor. 
The  autopsy  revealed  stillbirth,  acute  omphali- 
tis, and  early  acute  pericarditis.  The  diagnosis 
of  septicemia  is  most  likely,  but  could  not  be  sub- 
stantiated on  the  basis  of  microscopic  examina- 
tion. The  placenta  was  not  submitted  for 
examination. 

Infection  involving  brain  or  meninges. 
Case  3.  A twenty-three-year-old  clinic  patient 
was  a multipara  and  had  four  living  children, 
one  of  which  had  been  born  prematurely.  The 
membranes  ruptured  spontaneously  at  the 
twenty-fourth  week  of  pregnancy,  but  she  failed 
to  report  this  to  the  clinic  physicians.  The 
patient  was  admitted  in  active  labor  at  the 
thirty-second  week.  Labor  was  uneventful.  A 
3-pound,  12-ounce  infant  was  delivered  spon- 
taneously by  vertex  presentation  in  fair  condi- 
tion. The  infant  was  placed  in  an  isolette  and 
given  antibiotics  and  routine  premature  care. 
Progress  was  satisfactory  until  the  third  day 
when  jaundice,  cyanosis,  and  respiratory  diffi- 
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culty  were  noted.  Neurologic  signs  were 
present.  A lumbar  puncture  showed  evidence 
of  meningitis.  The  temperature  rose  to  102.4 
F.  on  the  following  day;  convulsions  occurred. 
Treatment  during  the  remainder  of  the  infant’s 
life  consisted  of  adequate  premature  care  and 
multiple  antibiotics:  penicillin,  streptomycin, 

kanamycin  sulfate  (Kantrex),  and  tetracycline 
phosphate  (Tetrex) . Sodium  luminal  was  given 
following  the  convulsions.  The  infant  failed  to 
respond  and  expired  on  the  fourth  day.  The 
autopsy  diagnosis  was:  (1)  prematurity,  (2) 

meningitis  (Escherichia  coli),  (3)  acute  omphali- 
tis, and  (4)  focal  organizing  peritonitis. 

Infection  originating  from  umbilical 
cord.  Case  4.  A thirty-five  year-old  clinic  pa- 
tient gave  an  obstetric  history  of  having  one 
normal  child,  delivered  at  term,  and  three  late 
abortions  occurring  during  the  fourth  and  fifth 
months.  She  was  seen  on  one  occasion  at  the 
clinic  at  the  twenty-fifth  week.  The  following 
week  she  had  vaginal  spotting.  Vaginal  bleed- 
ing became  active  at  the  beginning  of  the  twenty- 
sixth  week,  necessitating  hospitalization.  The 
clinical  impression  after  admission  was  that  the 
patient  had  endometritis.  She  was  placed  on 
demethylchlortetracycline  hydrochloride  (Dec- 
lomycin),  and  a decision  was  made  to  evacuate 
the  contents  of  the  uterus.  The  membranes 
were  ruptured  artificially  and  an  intravenous  oxy- 
tocin (Pitocin)  infusion  started.  Eventually,  a 
1-pound,  11-ounce  stillborn  female  fetus  and  the 
placenta  were  delivered  by  fundal  pressure. 

The  clinical  impression  was  that  the  patient 
was  probably  a chronic  aborter  with  a contribu- 
tory factor  of  incompetent  cervix. 

The  pathologic  report  showed  that  the 
placenta  was  grossly  normal,  and  the  umbilical 
cord  was  infiltrated  with  polymorphonuclear 
cells. 

The  autopsy  findings  were  (1)  omphalitis  and 
(2)  bilateral  pneumonia. 

Generalized  bacterial  infections.  Case 
5.  A 291-pound,  forty-year-old,  Rh  negative 
multipara  had  six  normal  living  children.  Her 
obstetric  history  revealed  a serious  Rh  incom- 
patability  problem.  Five  of  the  children  were 
born  with  erythroblastosis;  all  of  them  survived, 
but  two  required  exchange  transfusions.  She 
also  had  one  premature  stillbirth  and  one 
spontaneous  abortion.  She  was  first  seen  at  the 
clinic  in  the  thirty-second  week  of  the  present 
pregnancy  and  made  five  additional  prenatal 
visits.  Four  titers  were  reported  to  show  posi- 
tive findings  at  1:32.  She  was  hospitalized  four 
days  following  the  last  titer,  at  forty  weeks,  for 
induction  of  labor.  There  was  evidence  of 
urinary  tract  infection  at  this  time.  She  was 
treated  with  tetracycline  (Achromycin).  The 
membranes  were  ruptured  artificially  with 
unsuccessful  results. 

Sparteine  sulfate  (Tocosamine)  was  given 
intramuscularly  two  days  later  and  again  on  the 
following  day;  both  attempts  were  unsuccessful. 
The  day  following  the  last  unsuccessful  attempt 
at  induction,  labor  started.  The  first  stage 
lasted  fifty  minutes.  A 7-pound,  11-ounce  non- 


macerated stillborn  male  infant  was  delivered  by 
precipitous  spontaneous  delivery  from  a vertex 
presentation.  The  amniotic  fluid  was  foul 
smelling,  and  a diagnosis  of  amnionitis  was 
made.  The  infant  was  described  as  having 
gross  evidence  of  erythroblastosis.  Intrauterine 
cultures  were  taken  and  reported  positive  for 
staphylococci. 

Pathologically  the  placenta  was  described  as 
normal. 

The  autopsy  findings  were  (1)  omphalitis 
and  (2)  bilateral  pneumonia. 

According  to  the  hospital  perinatal  mortality 
committee,  death  probably  was  caused  by 
intrauterine  sepsis.  Autopsy  failed  to  reveal 
any  evidence  of  erythroblastosis. 

Comment 

A review  of  20  perinatal  deaths  due  to  in- 
fection has  been  presented. 

One  important  factor  concerns  the  manage- 
ment of  premature  rupture  of  the  membranes 
with  resultant  amnionitis  and  the  effective- 
ness of  the  use  of  antibiotics. 

Nesbitt,2  Professor  and  Chairman  of  the 
Department  of  Obstetrics  and  Gynecology 
of  the  Upstate  Medical  Center  in  Syracuse, 
states: 

It  has  been  my  policy  to  administer  chemo- 
therapy, which  is  effective  against  both  gram- 
negative and  gram-positive  organisms,  in  pa- 
tients who  have  premature  ruptured  mem- 
branes and  who  have  contractility  of  the 
uterus  suggestive  that  labor  may  ensue  during 
the  next  twenty-four  to  forty-eight  horns. 
It  has  been  my  experience  that,  after  ruptured 
membranes,  about  85  per  cent  of  term  preg- 
nancies establish  labor  during  this  period  and 
at  least  one  half  of  the  premature  preg- 
nancies begin  labor  in  forty-eight  hours.  It 
has  been  my  belief  that  a combination  of 
premature  ruptured  membranes  and  uterine 
activities  predisposes  to  endometritis  and 
fetal  pneumonia  when  this  desultory  pattern 
persists  or  labor  is  prolonged  once  it  develops. 
Since  I am  unable  to  forecast  with  any  degree 
of  certainty  which  patients  will  develop  dys- 
functional labor,  I believe  I can  justify  intro- 
ducing chemotherapy  as  a routine  at  least  for 
the  initial  period.  If  labor  becomes  estab- 
lished within  the  forty-eight-hour  period  and 
its  course  is  normal,  I believe  the  outlook  is 
excellent  regardless  of  therapy.  Moreover, 
if  the  uterus  remains  quiet  prior  to  the  onset 
of  labor,  and  then  parturition  follows  un- 
eventfully, the  outlook  is  likewise  good.  Since 
the  majority  of  the  cases  fall  into  the  latter 
categories,  the  benefit  derived  in  selected 
cases  from  chemotherapy  will  be  washed  out 
in  gross  statistics. 

Working  retrospectively  from  an  analysis  of 
premature  deaths  in  association  with  intra- 
partal  infection,  however,  it  has  become  clear 
to  me  that  the  ominous  signs  are  a contracting 
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uterus  during  the  latent  period,  dysfunctional 
labor,  arrested  progress,  and  prolonged  par- 
turition. It  has  seemed  reasonable  to  me  to 
institute  chemotherapy  on  a routine  basis  to 
protect  these  patients  against  these  com- 
plications and  to  discontinue  therapy  in 
forty-eight  hours  if  labor  has  not  ensued  and 
the  uterus  has  remained  completely  quiet. 
It  make  sense  to  me  to  reinstate  therapy  when 
labor  starts,  since  this  is  the  time  that  bac- 
terial invasion  of  the  uterus  begins.  On  the 
other  hand,  I have  associated  a prolonged 
latent  period  in  term  pregnancies  with  an 
increased  perinatal  mortality  rate,  and  at- 
tempts to  effect  delivery  may  be  indicated  in 
some  patients  at  or  before  the  crucial  forty- 
eight-hour  period.  Some  of  them  will  even 
require  abdominal  intervention  for  associated 
obstetric  problems,  and  in  these  the  prophylac- 
tic chemotherapy  will  have  provided  a cer- 
tain measure  of  safety. 


Rejoining  severed  arm 
worth  while  for  some 

Replantation  of  severed  arms  is  a worth-while 
procedure  for  certain  patients  under  certain 
circumstances,  according  to  a report  in  the 
Journal  of  the  American  Medical  Association. 

The  restoration  of  arms  in  two  patients,  a 
twelve-year-old  boy  and  a forty-four-year-old 
man  is  reported. 

The  boy,  whose  right  arm  was  rejoined  below 
the  shoulder  in  1962,  can  lift  10-pound  weights 
and  write  his  name,  the  researchers  reported. 
He  has  sensation  in  all  five  fingers.  He  also 
can  move  his  shoulder  and  elbow  although  he 
does  not  have  full  extension.  The  boy  cur- 
rently is  wearing  a splint  until  further  surgical 
procedures  are  carried  out  sometime  in  the  near 
future. 

The  other  patient,  whose  right  arm  was 
severed  just  above  the  elbow  in  1963,  is  now 


Hughes3  of  Syracuse,  former  President  of 
the  American  College  of  Obstetricians  and 
Gynecologists,  continues  to  use  broad- 
spectrum  antibiotics  when  he  feels  they  are 
indicated  in  patients  with  premature  rupture 
of  the  membranes. 

In  premature  rupture  of  the  membranes 
it  is  our  impression  that  the  use  of  antibiotics 
is  indicated. 

323  University  Avenue 
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working  full  time  as  a machinists’  supervisor 
according  to  the  report.  Strength  is  increasing 
in  the  fingers  and  movement  of  the  shoulder  is 
only  somewhat  restricted.  However,  no  in- 
dependent movement  of  the  elbow  is  possible. 
Further  reconstruction  procedures  also  are 
planned  for  this  patient. 

Although  the  trained  surgeon  has  the  ability 
to  perform  a successful  arm  replantation,  the 
authors  warned  that  the  magnitude  of  the  sub- 
sequently required  reconstructive  procedures 
means  that  the  hospital  must  have  the  resources 
to  provide  the  patient  better  function  than  he 
could  achieve  with  a good  artificial  arm. 

If  the  hospital  has  the  necessary  facilities, 
they  said,  “we  believe  that  indications  for 
replantation  currently  exist  in  the  actively  pro- 
ductive person  with  a severed  arm,  no  detectable 
injury  to  vital  internal  organs,  no  urgent 
problem  with  respect  to  the  other  arm,  and  a 
positive  desire  for  his  own  limb  at  the  expense  of 
unpredictable  periods  of  hospitalization  and 
unpredictable  end  result.” 
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Brief  Preliminary  Reports 


Technic  for  Application 
of  Warm  Soaks 

ROBERT  E.  MILLER,  M.D. 

New  York  City 

From  the  Surgical  Service, 
Womack  Army  Hospital.  Fort  Bragg,  North  Carolina 


T he  application  of  warm  soaks  remains  an 
important  modality  in  the  treatment  of 
many  surgical  infections.  Although  it  rep- 
resents one  of  the  less  dramatic  problems 
facing  the  modern  surgeon,  nevertheless,  the 
care  of  wound  infections,  cellulitis,  abscess, 
and  so  forth  is  as  basic  today  as  it  was  in  the 
pre-antibiotic  past.  Reported  herein  is  a 
simple  technic  which  is  used  on  the  septic 
surgical  service,  Womack  Army  Hospital, 
Fort  Bragg,  North  Carolina. 

The  task  of  applying  warm  soaks  is  gen- 
erally considered  menial  and  is  usually 
assigned  to  the  least  experienced  nursing 
personnel.  The  job  is  performed  in  a per- 
functory manner  and  becomes  a chore  rather 
than  a therapeutic  procedure.  This  often 
leads  to  patient  discomfort  and  prolonged 
hospitalization.  The  technic  frequently  in- 
volves a bedside  electric  heater  simmering  a 
basin  of  saline  solution.  Sometimes  the 
bottle  of  saline  is  preheated  in  some  other 
manner.  Periodically,  an  attendant  mois- 
tens the  dressings  and  all  too  frequently  in- 
cludes the  bed  clothes  and  linen.  This 
regimen  is  neither  effective  nor  economical. 
Linen  changes  consume  valuable  time  and 
waste  money.  A vicious  cycle  ensues,  and 
ultimately  poor  wound  care  results.  The 
entire  situation  is  distasteful  to  all  con- 
cerned. 


FIGURE  1.  Warm  water  circulator  and  pad. 


Method 

At  Womack  Army  Hospital,  all  “septic” 
cases  are  isolated  on  a separate  ward  that  is 
staffed  with  particularly  well-qualified  nurs- 
ing personnel.  A separate  group  of  surgeons 
assumes  responsibility  for  patient  care. 
From  this  extensive  experience,  a technic  of 
soaks  application  has  evolved. 

The  framework  on  which  the  procedure 
rests  is  a continuous  warm  water  circulator 
(Fig.  1).  The  latter  is  a plastic  pad, 
honeycombed  with  sealed  channels.  The 
pad  is  connected  to  a constant  temperature 
pump  control  unit  which  circulates  warmed 
distilled  water.  The  pad  is  constructed  in 
varied  sizes  so  that  any  part  of  the  body 
can  be  treated.  It  is  marketed  as  the  Aqua- 
matic  K pad  and  control  unit. 

The  infected  area  is  dressed  in  a standard 
fashion.  The  lesion  is  covered  with  warm 
wet  saline  dressings  and  then  wrapped  and 
isolated  with  a waterproof  sheet.  The  K 
pad  is  then  encircled  about  the  sheet  and 
connected  to  the  control  pump.  Water  is 
circulated  at  95  to  110  F.,  depending  on  the 
clinical  circumstances. 

Employing  this  technic,  soaks  may  be 
applied  continuously  or  intermittently. 
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Any  body  area  is  accessible.  Warm  mois- 
ture is  guaranteed  since  evaporation  is 
prevented.  Only  the  infected  area  is  wet 
since  linen  and  bed  clothes  are  spared. 
Frequent  observation  of  the  wound  by  the 
surgeon  is  convenient. 

Comment 

In  the  past  two  years,  this  technic  has 
been  employed  with  satisfaction.  Approxi- 
mately 10  to  15  units  are  in  operation  at  all 
times.  Pads  have  not  been  replaced  because 
of  structural  defects.  Minor  pump  adjust- 


Inadequate  statistics 

Vital  statistics  without  careful  interpretation 
have  “little  meaning”  in  comparing  the  health 
level  among  nations,  according  to  the  Com- 
mittee on  Maternal  and  Child  Care  of  the 
American  Medical  Association  in  its  Journal . 

In  determining  the  health  level  between 
nations,  factors  other  than  the  comparison  of 
vital  statistics  must  be  taken  into  consideration. 
Differences  in  the  demographic,  social,  and 
economic  structure  of  the  nations  being  com- 
pared must  be  noted  also.  Any  comparative 
study  must  take  into  account  differences 
between  nations  in  view  of  the  ethnic,  economic, 
and  geographical  characteristics  particular  to 
each. 

The  committee  pointed  out  general  problems 
encountered  in  interpreting  vital  statistics  and 
dwelled  at  length  on  infant  mortality  rates,  an 
area  where  the  United  States  has  been  com- 
pared unfavorably  in  recent  lay  and  medical 
articles. 

“The  reliability  of  vital  statistics  varies 
widely  because  no  uniform  legal  specifications 
for  the  collection  of  data  exist.  In  some 
countries,  registration  of  vital  events  is  com- 
pulsory for  only  part  of  the  population.  Other 
countries  regularly  exclude  data  for  a segment 
of  the  population  in  which  registration  is  not 
complete,  though  compulsory.  The  fragmen- 
tary nature  of  the  resulting  data  is  an  important 
limitation  in  the  use  of  vital  statistics.” 

Complete  vital  statistics  are  judged  to  be 
those  which  represent  at  least  90  per  cent  of  the 
total.  Therefore,  completeness  may  vary 
quantitatively  up  to  10  per  cent.  In  addition, 
the  definitions  of  vital  events  are  not  uniform 
among  nations.  For  example,  there  are  dif- 
ferences in  criteria  for  registering  fetal  deaths 
and  live  births.  In  most  countries,  ‘ ‘any  sign  of 
life”  is  the  criterion  for  registration  of  live  birth, 
while  in  others  it  is  more  restrictive.  Because 
of  this  difference,  the  same  event  would  be 


ments  have  been  performed  by  our  engineer- 
ing department.  It  is  to  be  emphasized 
that  our  units  are  in  almost  constant  use. 
We  have  found  that  the  average  life  ex- 
pectancy of  the  control  unit  is  about  one 
year.  The  excellent  clinical  results  justify 
the  initial  capital  outlay  and  the  cost  of 
additional  units.  Most  important  of  all, 
patients  are  comfortable  during  therapy, 
and  hospitalization  time  is  shortened. 

St.  Luke’s  Hospital 
421  West  113th  Street 
New  York  City  10025 


registered  as  a live  birth  and  an  infant  death 
in  one  country  but  would  be  counted  as  a still- 
birth or  fetal  death  in  another. 

U.S.  rates  for  general  and  maternal  mortality 
and  life  expectancy  compare  favorably  when 
rates  for  a combined  population  are  calculated 
for  nine  European  countries — the  Netherlands, 
Sweden,  Norway,  Finland,  Denmark,  Switzer- 
land, United  Kingdom,  Ireland,  and  West 
Germany. 

The  recalculated  rates  become  10.8  per  1,000 
population  for  general  mortality,  6.2  per  10,000 
live  births  for  maternal  mortality,  and  69.9  for 
average  life  expectancy  at  birth,  while  the  U.S. 
rates  are  9.5,  3.7,  and  70.3  respectively.  “Cal- 
culating combined  rates  for  the  nine  selected 
countries  is  like  adding  apples  and  turnips  to- 
gether,” the  committee  commented. 

“To  compare  a heterogeneous  population 
with  a homogeneous  one,  without  reasonably 
accounting  for  the  widely  divergent  origins, 
racial  characteristics,  and  geographic,  socio- 
economic, and  cultural  differences,  is  equally 
questionable.  The  population  of  the  50 
individual  states  of  the  United  States  differ  as 
widely  in  these  factors  as  do  the  populations  of 
the  nine  selected  countries.” 

The  limitations  of  vital  statistics  “apply  to  an 
even  greater  degree  to  statistics  on  infant 
mortality,”  the  report  pointed  out.  Perhaps 
the  most  important  limitation  is  that  in  many 
countries  a large  proportion  of  the  births  are 
not  registered  until  many  years  after  occurrence. 
Relating  infant  deaths  for  any  one  year  to 
births  which  occurred  over  a period  of  years 
produces  a statistic  of  little  validity.  Since 
the  mortality  rate  is  based  on  the  ratio  of  live 
births  to  infant  deaths,  any  under  registration  of 
either  factor  will  bias  the  rate. 

While  vital  statistics  may  not  help  in  com- 
paring the  health  of  various  countries,  the  com- 
mittee added,  if  they  are  carefully  analyzed  in 
terms  of  trends  within  a specific  geographical 
and  cultural  boundary,  the  rates  do  yield  useful 
information  for  public  health  purposes. 
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AGING 


The  Price  of  Our  Success 

Guest  Speaker 

CHARLES  PERCY  SNOW,  KT.  C.B.E. 


Introductory  Remarks 

WILLIAM  J.  RONAN,  Ph.D. 

Albany,  New  York 

Secretary  to  the  Governor  of  the 
State  of  New  York;  Chairman,  Interdepartmental 
Committee  on  Problems  of  the  Aging 

T HE  PURPOSE  Of  this 
general  session  is  to 
bring  before  us  a per- 
son rich  in  experience 
and  knowledge,  even 
though  his  field  is  not 
immediately  related 
to  the  study  of  the 
aging.  At  last  year’s 
conference,  those  of  you  who  were  here  with 
us  will  agree  that  the  merits  of  this  approach 
were  well  demonstrated,  because  the 
speakers  helped  us  to  broaden  our  horizons 
and  increase  our  understanding. 

Today  we  are  privileged  to  have  a speaker 
who  brings  us  a richness  of  experience  that 
finds  few  peers  in  our  age  of  specialization, 
because  Sir  Charles  Percy  Snow  has  extended 
his  brilliant  mind  and  great  energy  into  a 
number  of  distinct  worlds.  Most  of  us  in 
this  day  of  high  specialization  operate 
within  one  sphere.  He  has  operated  within 

Delivered  at  the  General  Session  of  the  Third  Annual 
Governor’s  Conference  on  Aging  on  May  J,  1964,  at  the 
Waldorf-Astoria  Hotel  in  New  York  City.  The  Conference 
was  sponsored  by  the  New  York  State  Office  for  the  Aging.  A 
single,  free  copy  of  the  complete  Proceedings  of  this  confer- 
ence may  be  obtained  by  writing  the  New  York  State  Office 
for  the  Aging,  112  State  Street,  Albany,  New  York  12201. 


the  world  of  the  scientist;  within  the  world 
of  the  university  professor,  the  academic 
world;  within  the  world  of  business  as  a 
director  of  a corporation;  within  the  world 
of  government  as  an  administrator  of  an 
important  governmental  activity;  within 
the  area  of  the  arts  and  literature  as  a 
distinguished  author;  and  certainly  as  a 
student  of  humanity.  The  blending  of 
such  a background  places  Sir  Charles  in  a 
unique  position  today  in  the  world  of 
government,  science,  literature,  and  human- 
itarianism. 

Most  of  you  are  familiar  with  his  back- 
ground: his  education  in  his  home  town  at 
Leicester  University  College  as  a scientist 
and  his  early  brilliance  in  the  field  that  won 
him  scholarships,  a research  grant,  and  a 
fellowship  which  eventually  took  him  to 
Christ  College,  Cambridge.  There,  as  his 
career  in  science  developed,  he  also  reached 
a turning  point  in  this  career  and  resolved 
that  he  would  move  into  the  area  of  com- 
munication by  writing  his  first  novel,  The 
Search.  He  continued  his  academic  career 
of  teaching  at  Cambridge,  and  in  his  literary 
career  he  conceived  the  idea  for  a chain  of 
novels  that  has  enriched  the  experience  of  all 
of  us  who  have  had  the  opportunity  to  read 
them. 

The  first  book  in  the  series,  Strangers  and 
Brothers,  has  been  followed  by  eight  others, 
so  that  now,  nine  of  the  projected  eleven 
novels  have  been  published.  These  works 
have  received  widespread  attention  in  this 
country,  in  England,  and  around  the  world, 
so  that  today  Sir  Charles  occupies  a leading 
literary  position  on  both  sides  of  the  Atlantic 


Sir  Charles  Percy 
Snow  at  rostrum. 
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and  in  most  of  the  world  where  people  are 
privileged  to  read  English  literature,  either 
in  English  or  in  translation. 

Sir  Charles  has  continued  with  his  literary 
career,  his  interest  in  government,  and  his 
participation  in  business.  Many  of  you  have 
been  privileged  to  read  the  lectures  on 
science  and  government  which  he  delivered 
at  Harvard  University  as  part  of  the  Godkin 

The  Price  of  Our  Success 

CHARLES  PERCY  SNOW,  KT.  C.B.E. 

London,  England 


Although  I have  talked  about  a good 
many  things  in  my  time,  far  too  many,  this 
isn’t  one  which  I have  really  said  a word 
about  or  set  pen  to  paper  about.  In  fact, 
when  the  invitation  came  I thought  it  was  a 
delicate  hint  that  I was  getting  pretty  old 
myself  and  it  was  time  something  was  done 
about  it. 

I am  going  to  speak  very  simply  because 
important  things  ought  to  be  spoken  about 
simply.  I don’t  know  whether  any  of  you 
wonder,  but  I often  do,  what  people  a 
hundred  years  hence  will  think  of  us.  It 
seems  to  me  that  they’ll  think  of  us  as  the 
most  astonishing  mixture  of  contradictions; 
at  times  more  compassionate,  more  seriously 
caring  for  each  other  than  any  large  group  of 
people  had  ever  been  before.  Witness  what 
we’re  talking  about  at  this  session.  This 
would  have  been  unthinkable  a couple  of 
generations  ago.  At  the  same  time,  these 
people  in  the  future  will  look  back  and  see  us 
capable  of  greater  horrors  than  the  world  had 
yet  known.  And  I suspect  this  really 
peculiar  juxtaposition  is  going  to  make  the 
twentieth  century  seem  the  strangest  in 
man’s  history.  Let  me  say  at  once  that  I 
believe  that  the  beneficent  and  good  things 
are  going  to  come  out  stronger  than  the 
bestial  ones.  Of  that  I’m  increasingly  sure. 
But  when  our  activities  are  looked  back  on 
from  a distance,  people  in  the  future  will 
wonder:  How  strange  that  human  beings 
could  be  so  imaginative,  so  kind,  so  con- 
siderate, and  at  the  same  time,  indulge  in 
mass  murder  on  a scale  hitherto  unknown 
to  man. 


series  at  that  institution.  He  sees  the 
literary,  the  scientific,  the  governmental 
world;  sees  the  world  of  business;  and 
comes  to  us  not  only  with  these  perspectives 
but  also  with  the  perspective  of  a profound 
student  of  human  behavior  and  one  who  has 
a deep  appreciation  of  the  arts  and  culture. 
We  are  honored  to  have  with  us  today  Sir 
Charles  Percy  Snow. 

I think  we  ought,  just  for  a minute,  be- 
cause most  of  my  speech  is  going  to  be 
relatively  cheerful,  we  ought  not  to  forget 
the  horrors  among  which  most  people  of 
mature  age  have  lived.  Above  all,  I think 
we  must  not  forget  that  in  our  time  we’ve 
succeeded,  or  a large  part  of  the  so-called 
civilized  world  has  succeeded,  in  killing 
many,  many  millions  of  people  by  violent 
and  often  hideous  death.  We  must  not 
forget  that  in  cold  blood  more  Jews  were 
killed  between  1941  and  1945  than  all  the 
people  who  were  killed  in  any  of  the  armed 
forces  of  the  people  fighting  our  war,  except 
Russia.  This  we  must  never  forget.  It 
makes  some  of  our  activities  seem  so  strange, 
so  utterly  unlinked  to  the  creative  things 
which  man  has  been  able  to  do. 

We  ought  not  to  forget,  I think,  that  the 
Russian  people  lost  one  tenth  of  their 
population  between  1941  and  1945,  nearly 
twice  as  many  as  the  losses  of  everybody  in 
the  world,  including  the  Jews.  But  that  is 
the  side  of  horror. 

On  the  other  hand,  here  we  are  thinking 
seriously,  and  as  kindly  and  deeply  and 
imaginatively  as  we  can,  about  a problem 
which  is  really  important.  It  is  important 
because  we  are  trying  to  make  people  happy, 
and  that  is  a most  extraordinary  thing. 
It  isn’t  often  that  people  have  had  this 
kind  of  concern. 

Effect  of  industrial  revolution 

In  fact,  this  particular  kind  of  concern 
wouldn’t  have  had  any  real  meaning  until 
quite  recent  times.  That  is  the  price  of  our 
success.  I mean  that  the  gigantic  convulsion 
of  society  which  we  call  the  industrial  rev- 
olution, the  scientific  revolution,  anything 
you  like,  which  we  started  and  which  you 
took  on  and  did  better,  and  which  it  is 
fashionable  for  foolish  people  to  regret; 
this  revolution  transformed  the  nature  of 
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our  mortal  life.  This  revolution  transformed 
our  life  not  only  in  terms  of  gadgets — that 
is  fairly  trivial,  because  we  can,  if  necessary, 
live  without  gadgets — but  transformed  it  in 
terms  of  our  everyday  experience  in  ways 
which  we,  children  of  it,  living  with  it, 
scarcely  recognize. 

For  instance,  there’s  a kind  of  superstition, 
legend,  myth,  whatever  name  it  is  given,  that 
the  problem  of  the  aging  person  had  been 
much  more  happily  solved  in  a simpler  time; 
that  all  that  happened  was  that  papa  or 
mama  or  auntie  stayed  in  a simple  but 
homogeneous  home,  in  which  there  lived 
together  at  least  three  generations,  perhaps 
four.  I’m  sure  most  of  your  must  feel  that 
something  like  this  was  a common  happening 
in  the  reasonably  remote  past,  the  pre- 
industrial past,  the  past  that  we  have  for- 
ever lost. 

We  now  can  begin  to  read  the  evidence. 
Nothing  could  be  further  from  the  truth. 
First  of  all,  the  problem  wasn’t  very  serious 
because  there  weren’t  many  old  people. 
The  English  and  French  demographers  are 
getting  concrete  results  from  studies  they 
have  been  doing  on  this  subject.  They’re 
now  able  to  tell  us  what  the  real  people,  the 
basis  of  the  French  and  English  people,  were 
like  in  the  seventeenth  and  eighteenth 
centuries.  I don’t  mean  by  this  pretty  fairy 
tales  from  history  books,  or  pretty  legends 
constructed  by  man’s  memory,  which  is 
always  trying  to  decorate  the  past,  but  the 
real  solid  facts  of  how  the  peasant  craftsmen 
and  agricultural  laborers  lived  and  what 
their  lives  were  like.  And  these,  remember, 
are  the  people  from  whom  we’re  all 
descended. 

These  studies,  which  were  started  in 
France  for  the  technical  reason  that  their 
parish  registers  are  much  more  detailed  than 
anyone  else’s,  have  now  gone  a long  way  and 
the  results  are  extremely  dramatic.  I don’t 
think,  however,  that  they  should  be  dramatic 
to  anyone  who  has  had  any  real  under- 
standing of  what  the  scientific  revolution  has 
done  within  three  generations  in  your 
country  and  in  Western  Europe.  None- 
theless, to  most  people  the  findings  do  seem 
startling. 

One  rather  simple  finding  is  that  it  was 
extremely  rare  in  the  ancient  world,  in  the 
preindustrial  world,  to  see  your  grand- 
children. It  was  extremely  rare  for  the 
fairly  convincing  reason  that  you  were  dead. 


Now  think  what  that  means  in  terms  of 
flesh  and  bone.  It  was  extremely  rare  for 
anyone  to  live  with  his  children  after  they 
had  become  mature.  The  unit,  both  in 
France  and  England,  was  the  one  family  with 
children,  mother,  and  father.  Remember 
these  were  poor  people.  They  were  people 
living  at  the  subsistence  level  as  people  have 
always  lived  until  quite  recent  times.  Far 
from  being  the  recipients,  in  general,  of 
loving  familial  care,  the  evidence  suggests 
that  the  elderly  were  put  into  extremely  in- 
different poorhouses  in  the  village  and  left  to 
fend  for  themselves.  This  is  the  evidence  of 
the  village  records  which  have  been  most 
carefully  and  fully  studied. 

So,  therefore,  the  problem  that  we  are 
confronted  with  at  this  conference  is  not  one 
which  would  have  had  meaning  to  earlier 
generations  of  men:  mainly,  as  I say,  for  the 
fairly  compelling  reason  that  there  weren’t 
many  aged  persons  to  worry  about;  mainly 
because  compassion,  consideration,  imagina- 
tion, are  very  largely  consequences  of  suc- 
cess and  affluence.  When  you’re  living  in  a 
subsistence  economy  you  haven’t  much  time 
to  be  kind.  Don’t  believe  people  who  see 
extreme  simple  virtues  arising  out  of  hard- 
ship. Life  is  too  brutal  for  that. 

So  there  we  have  it;  a problem  where  the 
wisdom  of  the  past  isn’t  much  of  a guide. 
Conventional  wisdom,  as  the  military  people 
say,  fails  us  because  the  situation  is  novel  to 
us.  The  situation  is  one  which  has  arisen 
only  in  quite  recent  times,  and  we’ve  got  to 
tackle  it  with  such  weapons  as  we  can  com- 
mand. I will  repeat,  now,  two  instructions 
which  conventional  wisdom  can  give  to  us, 
before  we  set  out  to  think  of  the  problem  at 
all  sensibly  or  at  all  in  detail. 

Special  problems 

One  of  them,  and  I think  conventional 
wisdom  would  say  this  rather  strongly,  is 
that  it’s  a mistake  to  split  people  into  arbi- 
trary groups  any  more  than  you  can  pos- 
sibly help.  I believe  one  of  the  great  dis- 
services anyone  who  invented  a word  ever 
did  to  our  society  was  to  invent  the  word 
“teenager.”  I suspect  that  many  of  these 
terms  are  dictated  by  commercial  purposes 
to  split  off  groups  as  though  they  were  dif- 
ferent species  and  not  all  human  beings.  I 
believe  this  reduces  understanding,  produces 
strains,  takes  us  further  away  from  each 
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other,  and  makes  us  forget  that  we  are 
members  one  of  another.  In  the  same  way 
I suspect  that  the  less  self-conscious  we  are 
about  elderly  persons  the  better.  I should 
like  to  remain  relatively  “un”  self-conscious 
about  it  as  long  as  I reasonably  can.  I 
don’t  know  whether  I am  speaking  for  the 
general  experience.  It’s  rather  unusual  until 
the  terminal  part  of  one’s  life  continuously 
to  feel  old,  don’t  you  think?  I think  when 
one  wakes  up  in  the  morning,  walks  about 
New  York  or  London,  and  does  one’s  normal 
avocations,  one  doesn’t  think  he  is  old.  I 
can’t  detect  any  difference  at  the  age  of 
nearly  fifty-nine  from  the  same  kind  of  re- 
sponses I would  have  felt  and  that  would 
have  gone  through  my  mind  thirty  or  thirty- 
five  years  ago.  And  so  I would  have  thought 
that  the  first  lesson  of  conventional  wisdom 
is  not  to  make  too  much  of  a fuss  about 
categories.  For  some  practical  purposes, 
of  course,  we’ll  have  to;  but  don’t  overdo  it, 
don’t  talk  all  the  time  as  though  we’re  split 
up  into  pockets  of  persons  who  only  by 
courtesy  can  communicate.  We’re  all  flesh; 
we’re  all  on  the  same  road.  Let’s  take  it  as 
easily  and  as  gently  as  we  can. 

The  second  lesson  of  conventional  wisdom 
is  a harsher  one,  but  I think  it’s  got  to  be 
said.  There’s  a great  deal  we  can  do  in  this 
problem,  the  problem  which  is  going  to 
face  every  one  of  us.  But  there  are  parts  of 
the  problem  which  are  quite  beyond  mortal 
help.  Each  of  us  is  going  to  die.  Dying 
for  a good  many  of  us  is  going  to  be  a messy 
business.  We  can’t  eliminate  these  facts. 
They  are  there.  We  shall  face  them  better 
it  we  don’t  try  to  dismiss  them.  There’s  a 
beautiful  Tudor-Elizabethan,  slang  phrase 
which  we  meet  often  in  Shakespeare:  We 
owe  God  a death.  This  was  a phrase 
Elizabethans  were  fond  of  throwing  about 
among  themselves.  It  won’t  do  any  harm  to 
throw  it  about  among  ourselves  now:  We 
owe  God  a death.  There  are  things  which 
we  can’t  help,  which  no  one  can  help,  and 
we’ll  live  our  lives  more  robustly  if,  in  fact, 
we  don’t  try  and  pretend  that  certain  things 
are  not  as  they  must  be. 

Needs  of  aging  persons 

But  when  I’ve  finished  with  those  two 
lessons  from  conventional  wisdom,  then  I 
confess  I find  myself  very  much  at  a loss. 


On  the  practical  side  of  caring  for  the  elderly, 
or  the  aging  as  you  call  them,  you’ve  all 
thought  far  more  sensibly  than  I have. 
As  I’ve  been  trying  to  put  my  mind  to  it  for 
the  last  few  days,  knowing  I should  have  to 
face  you,  it  seemed  to  me  that  there  were  two 
prosaic  things  which  are  quite  incontro- 
vertible. The  first  is  that  we  can’t  do  every- 
thing, but  we  can  do  a great  deal.  Aging  for 
many  isn’t  going  to  be  pleasant.  It  is 
intolerable  if  it’s  made  worse  by  an  absence 
of  ordinary  care,  by  financial  worries,  by  a 
lack  of  a minimum  of  the  requisites  of  life 
at  a time  when  one  needs  them.  That  is, 
no  civilized  society  ought  to  have  any  part 
of  its  aging  population  who  for  any  reason 
really  feel  the  desperate  bite  of  unas- 
suageable  poverty.  No  civilized  country 
can  take  that.  It  doesn’t  matter  to  me  very 
much  how  the  problem  is  solved,  in  terms  of 
your  society  or  ours.  In  England  we’re 
thinking  about  it  even  more  than  we  have 
done  in  the  past.  But  I would  have  thought 
it  was  common  ground  among  all  people, 
except  the  most  absurdly  doctrinaire,  that 
the  aging  person  must  not  feel  an  intolerable 
burden  on  top  of  those  weights  which  the 
flesh  is  necessarily  heir  to.  That’s  the  first 
one. 

The  second  seems  to  me  equally  obvious: 
that,  like  it  or  not,  a great  many  aging 
persons  are  going  to  need  much  medical 
attention,  and  I see  no  solution  to  that 
except  an  intensification  of  the  old  and  to 
some  extent  dying  system  of  the  general 
practitioner.  For  a great  many  old  people 
whom  I have  seen  there  isn’t  any  one  else  to 
turn  to.  There’s  no  one  those  maddening 
little  afflictions  of  age  can  be  talked  over 
with.  There’s  no  one  else  so  immediately  in 
contact  as  a doctor  whom  you’ve  been  seeing 
and  who  knows  the  previous  troubles  you’ve 
had  and  your  worries  and  symptoms.  That 
seems  to  be  a need  which  aging  persons  have 
a right  to  see  fulfilled.  Unfortunately  it’s 
not  very  easy  because  of  the  way  in  which 
medical  development  has  gone,  in  all  coun- 
tries. This  is  quite  irrespective  of  politics. 
But  I’m  sure  that  if  we’re  going  to  make  a 
decent,  practical  job  of  this,  we’ve  got  to 
have  some  approach  to  the  old-fashioned 
general  practitioner  looking  after  people 
when  they  get  to  a time  when  rather 
thorough  attention  is  constantly  important. 
That’s  all  I have  to  say  on  practical  things, 
about  which  you  must  have  thought  far 
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more  deeply  than  I have  and,  I’m  sure,  much 
more  intelligently. 

But  now  I have  something  to  say  which  is 
perhaps  of  a little  general  interest.  What 
people  need  is  not  just  to  be  kept  alive. 
That  we  shall  probably  do  very  skillfully, 
but  it  alone  isn’t  enough.  What  people 
need  primarily  is  self-respect,  the  certainty 
that  they  belong  to  the  community  of  human 
beings.  This  is  a personal  need  which,  it 
seems  to  me,  every  human  being  has  a right 
to  see  aided  by  society  as  far  as  it  may  be. 
And  it’s  a feeling  which  goes  on  right  to  the 
end  of  one’s  life.  I’ve  never  seen  any  aging 
person  for  whom  it  wasn’t  real,  acute,  and 
imperative. 

Having  said  that  that  is  a reasonable  de- 
mand of  everybody,  I think  we  ourselves  can’t 
afford  to  let  them  not  do  something  valuable 
and  useful  in  our  society.  I’d  like  to  develop 
this  idea,  because  it  seems  a paradox.  Can 
we  really  afford  to  throw  away  the  abilities 
of  our  people  simply  because  they  are  sixty, 
sixty-five,  or  seventy  years  old?  Most 
people  can  do  something;  lots  of  energy  and 
skill  is  going  to  waste. 

Then,  you’ll  say,  or  some  of  you,  more 
critical,  will  say:  This  is  another  part  of  the 
price  of  our  success;  in  fact,  we  not  only 
don’t  want  help  from  the  aging,  we’re  going 
to  find  it  hard  enough  to  find  useful  work  for 
people  who  are  not  aged.  This  is  one  of  the 
consequences  of  automation,  cybernation, 
this  whole  and  elaborate  development  of  the 
scientific  revolution,  which  means  that  we’re 
able  to  do  the  same  amount  of  work  with 
about  a third  of  the  labor  force.  Now  this 
is  real  and  genuine. 

My  calculation  is  that  the  United  States, 
within  about  thirty  years,  will  be  able  to  do 
all  it  does  now  with  about  half  the  people  at 
work  today.  It  will  be  as  dramatic  as  that. 
One  may  overestimate  a little,  but  certainly 
in  two  generations  it  will  be  true.  In  which 
case,  the  obvious  worry  arises  that  we’re  not 
going  to  find  useful  activities  for  a very  large 
number  of  people,  including  the  aging. 

And  then  people  begin  to  think  that  every- 
body ought  to  be  encouraged  in  the  use  of 
leisure.  I’m  afraid  here  I’m  deeply  skeptical. 
I don’t  think  most  people  want  to  be  trained 
just  to  divert  themselves  all  their  lives.  I 
doubt  if  men,  by  and  large,  are  going  to  be 
happy  until  this  long  process  of  re- 
conditioning is  complete.  I don’t  really 
think  men  are  going  to  be  happy  unless  they 


are  doing  something  relatively  useful;  at 
least  not  many  men.  It  is  purpose  for  most 
of  us  which  gives  salt  to  life,  and  we  all  have, 
or  most  of  us  have,  a very  deep  suspicion  of 
the  purely  pretty,  of  something  which  is 
rather  fun  to  do  for  awhile  but  which  isn’t 
enough  for  a life’s  work. 

There  are  those  lucky  souls  who  con- 
trive to  find  a private  activity  which  is  a 
purpose  of  its  own.  I think  of  my  own 
father.  He  was  what  we  call  a “clerk,”  and 
that  occupied  a minor  part  of  his  imaginative 
life.  What  he  really  was,  what  he  really 
always  intended  to  be,  was  a church  organist. 
Church  organists  aren’t  paid  anything  to 
speak  of  in  England,  but  that  didn’t  worry 
him.  All  he  wanted  was  this  constant 
entertainment,  or  whatever  you’d  like  to 
call  it.  And  long  after  he’d  ceased  to  be  a 
“clerk”  he  continued  being  a church 
organist,  until  at  the  age  of  eighty-three  the 
church  thought  he  was  getting  a bit  past  it. 
Well,  that  broke  the  old  man’s  heart.  He 
told  me  that  he  thought  he’d  rather  like  to 
die  then — and  did,  just  like  that. 

There  probably  aren’t  many  people  as 
stoical  and  phlegmatic  as  that,  and  not 
many  people  who ’re  lucky  enough  to  find  a 
private  activity  which  is  so  absorbing  that 
the  rest  of  their  life  doesn’t  matter.  But 
I’m  inclined  to  think  that  a great  many  of  us, 
and  this  is  going  to  include  the  aging,  are 
going  to  be  trained  for  such  things.  I 
suspect  that  when  cybernation  gets  on  its 
way,  we  shall  find  people  being  trained  for 
their  place  in  society  and  probably  being 
trained  for  different  purposes,  which  I’m 
now  going  to  throw  before  you. 

All  I’ve  been  saying  about  your  country 
and  mine  is  true.  We  shall  find  it  hard  to 
produce  jobs  for  all  the  activities  we  want 
for  our  own  immediate  and  selfish  purposes. 
This  is  perfectly  true.  On  the  other  hand, 
our  countries  are  preposterously  lucky  by 
world  standards.  However,  there  is  still 
the  problem  that  you  already  have  and  that 
we  English  are  now  thinking  about,  and 
that  is  how  to  make  people  from  sixty,  sixty- 
five,  and  seventy  a little  happier  in  their 
later  years. 

This  isn’t  a problem  for  the  rest  of  the 
world.  It  is  not  a problem  for  Asia  or 
Africa  for  the  same  stark  and  brutal  reason 
as  I said  it  wasn’t  a problem  for  our 
ancestors.  It’s  not  a problem  because  those 
people  do  not  exist.  They’re  dead.  Re- 
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member  that  the  death  rate,  the  average  age 
at  death  in  Asia  or  Africa,  is  rather  as  it  must 
have  been  in  England  or  in  the  United  States 
in  the  seventeenth  century.  The  average 
age  at  death  is  about  half  ours.  And  so,  these 
decent,  compassionate  concerns  of  ours 
wouldn’t  be  realistic  for  similar  kinds  of 
people  in  Lagos  or  Calcutta  or  anywhere  you 
like  over  most  of  the  world  or  for  most  of  the 
world’s  population. 

May  I suggest  to  you  that  there  is  a 
purpose  which  everybody  in  the  lucky  part 
of  the  world — by  this  I mean  largely  you, 
but  also  ourselves,  Western  Europe,  and, 
nowadays,  Russia — there  is  a purpose  which 
we  cannot  put  behind  us  if  we  are  to  die 
with  our  consciences  relatively  clear.  It  is  to 
see  that  the  life  which  we  have  had  is  shared 
as  rapidly  as  possible.  It  is  intolerable, 
knowing  all  the  means  by  which  increased 
health  and  a longer  life  span  have  been 
achieved  and  by  which  they  could  be  trans- 
ferred to  other  persons,  if  we  cannot  find  a 
way  of  sharing  these  achievements,  using  all 
those  who  are  willing  and  able  in  the  western 
world  to  accomplish  these  ends.  Everybody 
who  can  read  and  write  can  be  useful  if  we 


can  only  find  appropriate  political  and  other 
technics,  the  practical  technics  themselves 
are  known  already,  for  setting  about  this 
hundred-year  crusade.  It  is  going  to  take  at 
least  a hundred  years  to  do  it,  but  we 
shan’t  look  decent  to  ourselves  or  to  those 
who  come  after  us  unless  we  have  made  some 
approach  to  it.  There,  it  seems  to  me,  is 
our  purpose:  those  purposes  which  a person 
getting  older  will  find  as  attractive  as  the 
young,  and  perhaps  more  so.  For  there’s  a 
comfort  in  doing  something  for  the  con- 
tinuity of  man’s  existence.  I think  this  will 
happen.  How  it  will  happen  is  more  dif- 
ficult to  say. 

Let’s  just  dream  for  one  minute.  Imagine 
that  our  conflicts,  our  ideologic  conflicts, 
were  swept  away  tonight;  and  we  had  all 
the  energies,  and  all  the  most  intelligent 
people,  and  the  best-disposed  people  in  the 
human  race  as  one,  saying  that  this  is  a 
major  task.  Don’t  you  think  we  could 
mobilize  all  the  energies  of  all  people  of  all 
ages  and  of  all  colors  and  settle  this  thing 
for  good  and  all  by  about  the  year  2050? 
If  that  could  happen  we  should  feel  a good 
deal  better. 


Question  and  Answer  Period 


Dr.  Ronan:  Sir  Charles,  do  you  agree 
that  people  must  be  educated  for  their 
leisure  or  retirement  years? 

Sir  Charles:  I’d  have  thought  that  was 
the  kind  of  thing  which  a good  many  people 
have  thought  about  much  more  carefully 
than  I have.  Certainly,  I’m  sure  that 
people  ought  to  be  educated  as  a con- 
tinuous process,  so  that  when  they  do  come 
to  their  retirement  years  it  isn’t  a shock. 
They’ve  got  something  which  is  an  auto- 
matic follow-up  from  what  they’ve  been 
doing  already.  Here  a writer  is  luckier 
than  most.  A writer  can  go  on  almost  until 
he’s  incapable  of  all  other  activities,  in- 
cluding speech.  If  you’re  really  thinking 
very  carefully  about  what  to  do  when  you’re 
extremely  old,  the  best  thing  is  to  choose 
your  original  activity  with  some  skill. 
Writing  is  a particularly  good  one;  painting 


is  even  better.  Painters  seem  to  be  able  to 
go  on  until  almost  any  age.  It  is  a little 
difficult  to  know  how  old  people  like  Tin- 
toretto and  Titian  really  were,  but  they 
certainly  were  painting  actively  in  their  late 
eighties,  which  is  pretty  good. 

Things  not  to  choose,  if  you’re  thinking 
of  this  very  carefully,  are  to  be  a mathe- 
matician, since  mathematicians  have  usually 
done  their  best  work  by  thirty,  or,  worst  of 
all  of  course  a great  games  player.  The  real 
tragedies  of  aging  I’ve  seen  have  been  in 
those  people  who  have  known  the  full 
glory  of  physical  life  very,  very  early  and 
then  have  seen  that  glory  fade  away.  They 
are  normally  quite  unprepared  to  take  the 
deprivation.  When  games  players  begin 
talking  of  themselves  as  old  men,  they  are 
generally  about  thirty.  I was  with  the 
Australian  cricket  team  in  England  last 
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week,  and  a man  of  thirty-two,  a man 
young  enough  to  be  a son  to  most  of  us,  was 
talking  with  the  greatest  sorrow  of  being  so 
old.  He’d  just  retired  from  the  active  game, 
and  he  was  talking  as  most  of  us  might  talk 
in  about  ten  years’  time. 

It  is,  of  course,  a thing  for  which  people 
should  be  prepared,  but  I think  it  wants  a 
good  deal  of  thought  by  the  person  himself, 
because  he  has  to  be  ready  to  take  part  of  the 
responsibility  for  what  he’s  going  to  do  when 
retirement  comes. 

Dr.  Ronan:  Sir  Charles,  with  the  indul- 
gence of  the  audience,  I think  we  will  have 
to  do  some  grouping  together  of  questions, 
because  the  outpouring  has  been  so  tre- 
mendous. With  your  permission,  I will 
attempt  to  bring  together  similar  questions 
so  as  to  expedite  consideration  of  them. 

There  are  several  questions  which  I might 
summarize  as  follows:  Sir  Charles,  do  you 
feel  that  in  the  light  of  the  improved  health 
standards  and  the  fact  that  people  are  living 
longer  in  England,  the  United  States,  and 
Western  Europe,  that  there  should  be  an 
extension  of  the  retirement  age  from  the 
present  average  of  sixty-five  years  to  per- 
haps seventy  or  seventy-five  years? 

Sir  Charles:  In  some  places  that  I 

know  this  is  tending  to  happen.  In  most 
English  universities  now,  the  rather  peculiar 
age  of  sixty-seven  or  sixty-seven-and-a-half 
has  been  reached  by  some.  Certainly  in 
sectors  of  English  industry  there  are  people 
who,  although  technically  retired  at  sixty- 
five,  are  being  paid  just  the  same.  We  call 
them  consultants,  which  is  a nice  English 
compromise. 

To  give  a short  answer,  I’d  say  yes,  but  I 
think  I’d  qualify  it.  The  chances  of  promo- 
tion of  people  in  their  middle  years  is  re- 
stricted if  we  raise  the  age  of  retirement. 
I think  people  ought  to  be  willing  to  step 
down  slightly,  on  whatever  ladder  they 
stand,  as  they  get  older.  A man  of  sixty-five 
who  has  been  a professor,  a full  professor, 
could  become  an  associate  professor.  Then 
I believe  you  might  get  a fairly  sensible  use 
of  people  who  are  still  valuable  and,  at  the 
same  time,  not  block  the  way  of  people  whom 
we  must  also  think  about. 

Dr.  Ronan:  Sir  Charles,  there  are  several 
questions  in  this  area:  In  your  view  what 
should  the  responsibility  of  children,  and 
this  takes  into  account  people  of  early 
middle  years,  be  for  their  parents  in  the 


fight  of  present-day  living  both  in  this 
country  and  in  Western  Europe? 

Sir  Charles:  Here  I’m  very  old- 

fashioned.  I think  that  the  responsibility  is 
effectively  absolute. 

I mentioned  my  own  father.  He  was  a 
very  odd  cuss.  He  had  three  sons  who’d 
have  been  perfectly  willing  to  have  taken 
him  on  any  time  from  about  seventy-five 
upwards,  but  he  always  staunchly  refused 
and  insisted  on  living  by  himself.  Whether 
we  were  as  intolerable  as  all  that  I never 
quite  understood,  but  in  fact  this  was  true. 
I think  some  people  do  really  have  this  queer 
independent  preference  for  loneliness,  prob- 
ably very  few  in  number.  He  is  the  only 
one  I can  think  of  off-hand.  If  parents  need 
to  five  with  children,  we  all  know  this  makes 
for  difficulty,  but  there’s  no  way  out.  If 
this  is  part  of  our  human  condition,  then  we 
must  accept  it. 

Dr.  Ronan:  There  are  four  similar 

questions,  Sir  Charles,  which  run  about  in 
this  general  fashion:  In  a good  many  of  the 
institutions  which  have  been  created,  and  in 
a good  many  activities  sponsored  by  various 
voluntary  groups,  including  churches,  there 
is  a tendency  to  separate  the  men  from 
the  ladies  in  the  older-age  group.  What  is 
your  comment  on  this,  sir? 

(At  this  question,  Sir  Charles  was 
obviously  very  much  amused  and  raised  his 
hands  in  a gesture  indicating  that  he  would 
not  attempt  to  make  any  response.  Dr. 
Ronan  replied  by  saying  that:  “Sir  Charles 
is  pleading  the  English  equivalent  of  the 
Fifth  Amendment.”) 

There  are  a number  of  questions  that  I 
may  summarize  as  follows:  Sir  Charles,  in 
your  view,  should  organizations  of  senior 
citizens,  organizations  for  the  aged,  confine 
themselves,  as  they  most  frequently  appear 
to  do  in  this  country,  to  avocational  and 
recreational  interests,  or  should  they 
participate  more  actively  in  legislative, 
governmental,  and  other  similar  affairs? 

Sir  Charles:  I think  my  answer  is  con- 
tained in  the  general  turn  of  what  I said 
toward  the  end  of  my  talk.  There  is  no 
question  whatever  that  it  is  very  bad  for 
anybody,  for  aging  people  or  anybody  else, 
to  contract  out  of  society  at  any  time.  I 
think  that  avocations  are  fine,  recreation  is 
fine,  but  people  are  much  more  alive  if 
they’re  doing  what  they’ve  always  done; 
and  if  they’re  active  there’s  no  reason  why 
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elderly  persons  shouldn’t  take  a responsible, 
active,  interest  in  society.  I’m  sure  it’s 
better  from  every  point  of  view  that  they 
shouldn’t  keep  themselves  from  it. 

Dr.  Ronan:  There  are  three  questions, 
Sir  Charles,  which  come  down  to  about  this: 
What  is  your  view  of  the  population  ex- 
plosion, and  does  something  need  to  be 
done  that  isn’t  being  done  to  control  the 
tremendous  population  increase? 

Sir  Charles:  The  answer  to  that  is 

simply,  yes.  For  a long  time,  I tried  to  shut 
my  eyes  to  this  particular  danger.  I’ve 
thought  for  a long  time  that  the  danger  of 
the  thermonuclear  bomb  was  the  greatest 
problem  confronting  us,  and  after  that  the 
problem  of  the  gulf  between  rich  countries 
and  poor  countries.  But  I now  have  come 
rather  reluctantly  to  the  firm  conclusion 
that  you  can’t  do  much  about  the  second 
without  coping  with  the  population 
explosion.  Here  again,  we’ve  got  to  use  our 
good  will  and  compassion  and  sympathy, 
because  it  isn’t  going  to  be  easy  to  tackle 
this  on  a world-wide  scale.  Unless  we’re 
lucky,  there  will  be  6 billion  people  on  the 
planet  by  the  end  of  the  century,  and  that 
process  cannot  be  continued  indefinitely. 

Dr.  Ronan:  What  is  your  view  on  the 

cutting  of  the  work  week  as  a means  of  meet- 
ing the  employment  problem,  including  the 
problem  of  the  employing  of  older  people  in 
industry? 

Sir  Charles:  Well,  I think  this  will 

quite  obviously  happen.  I think  that  in 
about  twenty  years  the  working  week  will  be 
down  as  low  as  thirty  hours,  perhaps  lower, 
a good  deal  lower.  This  seems  to  be  perfectly 
good,  for  although  I think  most  people  like  to 
work,  most  of  us,  including  myself,  do  not  like 
to  work  all  the  time.  It  seems  to  be  an  un- 
mitigated boon  that  people  can  have  a five- 
day  week  of  five  or  six  hours  a day  or  less. 
Their  self-respect  will  be  attended  to  if  they 
are  doing  a useful  job;  and  for  the  rest  they 
can  drink  beer,  and  go  into  politics,  and  do 
all  sorts  of  useful  things. 

Dr.  Ronan:  Would  you  care  to  comment, 
Sir  Charles,  on  the  increasing  urbanization 
in  the  world  as  it  has  an  impact  on  the 
problem  we’re  discussing  at  this  time? 
There  are  several  questions  in  this  area. 

Sir  Charles:  I’m  not  quite  sure  what 

these  mysterious  questions  mean.  I sup- 
pose they  mean  that  in  larger  urban  com- 
munities there  are  certain  isolations  which 


are  stronger  than  they  have  been  in  our 
romantic  picture  of  the  village  of  the  past. 
That’s  what  I suspect  the  question  means. 

However,  it  is  true  that  urbanization  for 
many  people  does  mean  a serious  loneliness. 
And  loneliness,  I have  no  doubt,  is  probably 
the  worst  of  all  the  sufferings  of  the  old. 
Even  though  urbanization  can  offer  many 
alleviations  to  the  feeling  of  loneliness,  it 
will  also  make  it  harder  to  produce  the 
human  contacts  for  which  there  is  no 
substitute.  That  I accept.  That,  I think, 
is  exactly  the  kind  of  problem  this  confer- 
ence ought  to  be  talking  about  at  this  stage. 

Dr.  Ronan:  Sir  Charles,  in  the  fight 

of  your  background,  and  particularly  in 
the  fight  of  your  university  experience, 
would  you  comment  on  what  is  necessary  in 
the  way  of  continuing  education  for  people 
as  they  grow  older  in  our  society.  Some 
have  asked  this  question  in  the  form: 
Should  older  people  go  back  to  school  and 
college? 

Sir  Charles:  Almost  everybody  is  bet- 

ter for  being  continuously  educated.  It’s 
a very  painful  process,  but  I think  it’s  ex- 
tremely valuable  to  all  of  us.  Now,  this  is 
a thing  which  people  living  the  literary  fife, 
or  political  fife,  in  a curious  way  have  to 
accept.  That  is,  you’re  always  being  given 
new  things  to  read,  even  if  you  don’t  like 
them,  and  if  you’re  a politician  you’re 
always  being  given  subjects  which  you  must 
master  to  some  extent,  otherwise,  you  can’t 
answer  extremely  hostile  criticism.  I think 
it’s  probably  true  that  most  people  in  our 
society  have  a sudden  stop  in  their  education 
and  are  very  rarely  exposed  to  the  serious  re- 
quirement that  they  should  do  something 
about  it.  If  we  once  got  it  fairly  generally 
accepted  that  lots  of  people  want  to  go  on 
being  educated  almost  indefinitely,  I think 
they  would  certainly  gain  by  it,  and  I’m  sure 
society  would.  I suspect  the  real  sadness 
is  someone  who  is  quite  bright  but,  in  fact, 
has  a mind  which  is  completely  closed  to 
everything  that’s  happened  since  he  or  she 
was  twenty-one. 

Dr.  Ronan:  There  are  about  four  ques- 

tions in  this  general  area:  As  a result  of 
your  commentary  on  the  need  for  people  to 
move  around  the  world  and  share  the  pro- 
ductive genius  of  this  part  of  the  world  and 
Western  Europe  with  the  rest  of  the  world, 
how  do  you  foresee,  this  is  a sort  of  philo- 
sophical question,  that  we  shall  maintain  the 
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cultural  riches  of  our  multicultural  society 
in  the  many  ethnic  groups  around  the  world 
as  the  process  that  you  have  described  pro- 
ceeds? 

Sir  Charles:  In  most  human  develop- 

ment there’s  a certain  amount  of  loss  as 
well  as  gain.  When  man  gave  up  being  a 
hunting  animal  and  took  to  agriculture, 
which  was  a fairly  quick  process  and  hap- 
pened in  a few  hundred  years  in  various 
parts  of  the  world,  there  must  have  been 
very  considerable  loss.  I would  personally 
have  much  preferred  being  a hunting  animal, 
provided  I was  reasonably  healthy,  than  a 
Mesopotamian  peasant.  Peasantry  has 
never  had  for  me  the  romantic  attraction  it 
seems  to  have  had  for  all  my  contemporaries. 
And  so  I’m  inclined  to  think  that  the  in- 
ference behind  this  question  is  right.  I 
think  that  to  make  everyone  in  the  world 
as  healthy  as  we  can,  to  give  them  the  same 
chances  in  life  as  we  have  ourselves,  to  give 
them  something  slightly  above  subsistence 
living,  to  make  sure  their  children  don’t  die 
in  very  large  numbers — all  the  things  which 
we  have  come  to  take  for  granted — I 
suspect  the  price  will  be  that  certain  differ- 
ences between  cultures  will  probably  tend 
to  be  smoothed  out  and  may,  in  the  long 
run,  disappear.  I have  absolutely  no  doubt 
whatsoever  what  the  moral  choice  is:  if 
we’re  faced  with  such  a loss  or  faced  with 
leaving  people  to  die  before  their  time,  or  to 
be  hungry,  or  to  lose  their  children. 

It  is  possible,  and  I’m  looking  on  the 
bright  side,  that  we  could  maintain  inde- 
pendent cultures,  even  in  a world  that  is 
technically  very  uniform.  This  is  a view 
which  is  rather  strongly  held  by  a gentleman 
you  have  heard  of,  General  DeGaulle. 

Dr.  Ron  an:  There  are  a number  of 

questions  which,  I think,  I could  summarize 
as  follows,  Sir  Charles:  Would  you  give  your 
view  on  the  medical  program  in  effect  in  your 
country? 

Sir  Charles:  I’ve  always  wished  that 

10,000  Americans,  taken  at  random,  selected 
preferably  from  the  telephone  directories  of 
large  cities,  could  be  transported  or  ex- 
changed with  persons  of  exactly  the  same 
names,  taken  at  random  from  English  tele- 
phone directories.  I wish  these  families 
could  live  for  a period  of  about  a year  in  one 
another’s  country  so  that  they  would  be 
exposed  to  the  ordinary  hazards  of  physical 
life.  Then  the  two  groups  could  go  back, 


one  to  England,  the  other  to  America,  and 
compare  their  findings  of  the  medical  treat- 
ment. 

I think  it’s  very  simple.  If  there  were  a 
poll  in  England,  at  least  99.5  per  cent  would 
vote  in  favor  of  our  present  system.  There’s 
no  question  of  this.  It’s  not  a political 
issue.  No  party  in  England  would  dare  to 
make  anything  but  trivial  modifications. 
On  the  whole,  it  works  extremely  well.  I 
don’t  think  that  any  medical  service  works 
perfectly;  I’m  sure  yours  doesn’t.  You 
mustn’t  make  illness  too  expensive,  you 
know.  The  thing  we  have  tried  to  do, 
whatever  else  worries  people’s  minds,  is  not 
to  let  the  cost  of  illness  add  to  the  normal 
human  sufferings.  On  this  there  is  no 
substantial  difference  of  opinion  between 
nearly  all  the  English  people  I know. 

Dr.  Ronan:  There  are  in  the  neighbor- 

hood of  half  a dozen  questions  which  gen- 
erally relate  to  this  question,  if  I may  sum- 
marize it:  Sir  Charles,  do  you  believe  that 
the  education  of  individuals  in  England  and 
the  United  States  really  prepares  them  for 
the  kind  of  life  they  lead  and  the  fact  that 
they  may  live  on  into  their  sixties,  seventies, 
and,  perhaps,  eighties? 

Sir  Charles:  I think  you’re  making  a 

better  job  of  this  than  we  are,  by  and  large. 
In  fact,  I’m  sure  you  are,  because  on  the 
whole,  you  are  more  resilient  and  more 
versatile  in  your  education.  Which,  by  the 
by,  I respect;  but  that’s  because  I suffer 
from  the  disadvantage  of  knowing  something 
about  the  English  system.  I don’t  think  we 
do  enough.  I don’t  think  we  are  preparing 
people  as  we  certainly  should,  for  our  world 
has  changed  almost  inconceivably  since  I 
was  born  in  1905.  But  the  world  between 
1964  and  2040  is  going  to  change  enor- 
mously more  in  every  kind  of  way;  and  al- 
though I think  you’re  trying  very  hard,  and 
in  many  ways  being  more  adventurous  than 
any  other  country  I know,  I still  don’t  think 
you’re  doing  enough  either.  But  then,  pre- 
paring for  a future  which  you  really  don’t 
know  and  have  to  imagine  is  a pretty  tough 
task  to  give  to  any  educator. 

Dr.  Ronan:  Would  you  care  to  com- 

ment, Sir  Charles,  on  any  other  method  we 
might  use,  other  than  chronologic  age,  to 
judge  when  people  should  retire? 

Sir  Charles:  We  all  know  that  people 

grow  up  at  vastly  different  rates.  I know 
some  people  of  twenty  who  ought  to  be  re- 
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tired  now,  and  equally,  you  do  find  people 
who  improve  with  years.  Winston  Churchill 
didn’t  do  a bad  job  when  he  really  came  into 
serious  operation  at  the  age  of  sixty-five, 
and  there  are  many  others.  I think  for  most 
official  purposes  you  clearly  have  to  have 
rules  which  are  unfair  to  many.  I don’t  see 
any  possible  way  out  of  this.  On  the  other 
hand,  I think  whenever  it’s  remotely  possi- 
ble, there  ought  to  be  escape  clauses,  so  that 
if  people  are  obviously  valuable  and  capable 
of  doing  the  job,  they  ought  to  be  kept  on, 
if  necessary,  as  I said,  in  a slightly  less  high 
position  on  the  ladder.  That  seems  to  me 
fair  enough.  But  on  the  other  hand,  I’ve 
often  thought  if  I were  running  a college  in 
this  country,  and  one  which  wanted  im- 
mediately to  attract  a great  deal  of  talent, 
I should  let  it  be  known  that  I would  be 
willing  to  appoint  professors  almost  up  to 
any  age.  I should  find,  I’m  sure,  at  least  30 
people  in  the  length  and  breadth  of  the 
United  States  who’d  be  absolutely  admirable 
people  of  world  distinction  who  would  like 
to  do  another  ten  years’  work.  There  al- 
ready is  a university  in  this  country  which  is 
adopting  very  much  that  policy. 

Dr.  Ronan:  Would  you  care  to  com- 

ment on  how  the  many  older  people,  par- 
ticularly from  the  United  States,  England, 
and  Western  Europe,  could  contribute  to 
some  of  the  things  you  were  speaking  of  in 
terms  of  helping  the  rest  of  the  world,  par- 
ticularly since  so  many  older  people  are  now 
beginning  to  do  some  traveling?  Would 
you  care  to  comment  on  the  ways  in  which 
people  could  be  helpful  in  sharing  their 
knowledge  and  experience  with  people 
in  underdeveloped  countries? 

Sir  Charles:  People,  of  course,  who  are 

able  to  travel  and  who  are  physically  well 
enough  to  take  different  climates,  and  so  on, 
are  extremely  valuable.  There  are,  in  fact, 
rather  good  examples  of  the  type  of  people 
to  whom  I was  referring.  Quite  a number  of 


the  new  African  universities  have  persuaded 
Englishmen  and  Americans  to  go,  rather  in 
the  sense  in  which  I just  answered  the  last 
question,  at  the  age  of  sixty-five  and  later. 
Other  people  have  done  admirable  jobs  up 
to  the  age  of  seventy-five  and  won  immense 
gratitude,  and  I know  of  cases  of  engineers 
and  doctors  who’ve  done  similar  things. 
I think  for  anyone  who  is  tough  enough  to 
take  it  at  that  age,  it  is  a rather  rejuvenating 
experience;  but  it  is  clearly  one  which  we 
couldn’t  recommend  to  very  many  people. 
You’ve  got  to  have  a useful  trade  at  your 
fingertips,  and  also  you’ve  got  to  be  ab- 
normally robust  and  resilient  physically. 
But  for  anyone  who  can  do  it,  what  better 
way  is  there  to  spend  one’s  declining  years? 
But  where  I said  Western  Europe  in  the 
statistics,  I didn’t  intend  to  exclude  Russia, 
where  the  number  of  old  people  is  the  same 
as  ours,  with  the  exception  that  there  are 
far  more  women  than  men,  owing  to  their 
casualties  during  the  last  war.  There  are 
many  women,  particularly  in  Russia,  to 
whom  all  the  things  I’ve  said  would  apply 
directly.  A most  touching  and  beautiful 
poem  on  the  fate  of  elderly  women  in  Russia 
has  recently  appeared. 

Dr.  Ronan:  Sir  Charles,  I’d  like  to 

read  a question  which  is  not  a question.  It 
merely  says,  “You  have  not,  in  the  course  of 
your  discourse,  commented  on  man  in  space.” 
I should  like  to  say  that  this  was  not  a ques- 
tion, but  merely  a comment. 

On  behalf  of  the  Governor,  Mrs.  Marcelle 
G.  Levy,*  and  all  of  us  here  assembled,  I 
want  to  thank  you,  Sir  Charles,  for  this 
most  stimulating  and  provocative  address. 
I know  that  we  have  all  profited  by  this 
rich  exchange  of  ideas,  and  it  has  been  our 
privilege  to  have  had  you  and  Lady  Snow 
with  us. 

* Administrator,  New  York  State  Office  for  the  Aging 
Albany,  New  York. 
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Grace  A.  B.  Carter,  M.D.,  of  Rochester,  died 
on  March  30  at  the  age  of  eighty-nine.  Dr. 
Carter  graduated  in  1900  from  the  University 
of  Michigan  Homeopathic  Medical  School. 
She  was  a member  of  the  Homeopathic  Medical 
Society  of  the  State  of  New  York. 

Joseph  Chiaramida,  M.D.,  of  Brooklyn, 
died  on  May  8 at  the  age  of  sixtv-seven.  Dr. 
Chiaramida  received  his  medical  degree  in  1915 
from  the  University  of  Naples. 

George  P.  Coopernail,  M.D.,  of  Litchfield, 
Connecticut,  formerly  of  Bedford,  died  on 
October  4 at  the  age  of  eighty-eight.  Dr. 
Coopernail  graduated  in  1900  from  Albany 
Medical  College.  He  was  an  honorary  surgeon 
at  Northern  Westchester  Hospital,  Mount 
Kisco.  Dr.  Coopernail  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Sheldon  Bower  Freeman,  M.D.,  of  Buffalo, 
died  on  April  18  at  the  age  of  sixty-one.  Dr. 
Freeman  graduated  in  1931  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an 
attending  ophthalmologist  at  Children’s  and 
Millard  Fillmore  Hospitals  and  an  assistant 
attending  ophthalmologist  at  Buffalo  General 
Hospital.  Dr.  Freeman  was  a Diplomate  of 
the  American  Board  of  Ophthalmology,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow 
of  the  International  College  of  Surgeons,  and  a 
member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Buffalo  Acad- 
emy of  Medicine,  the  Buffalo  Ophthalmologic 
Club,  the  Erie  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bernard  Goldberg,  M.D.,  of  New  Rochelle, 
died  on  October  4 at  the  age  of  fifty-three.  Dr. 
Goldberg  received  his  medical  degree  from  the 
University  of  Basel  in  1936.  He  was  an  asso- 
ciate attending  physician  in  allergy  and  chief  of 
the  allergy  clinic  at  New  Rochelle  Hospital 
and  a clinical  assistant  attending  physician  in 
allergy  at  Roosevelt  Hospital  Outpatient  De- 
partment. In  World  War  II  he  won  the  silver 
and  bronze  stars  and  received  the  Purple  Heart 
as  a field  surgeon  with  the  infantry  in  Europe 
and  on  the  Aleutian  Islands.  Dr.  Goldberg 
was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  (Allergy),  a Fellow  of  the 
American  Academy  of  Allergy,  and  a member  of 
the  New  York  Allergy  Society,  the  Westchester 


County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Siegfried  Goldberg,  M.D.,  of  Brooklyn,  died 
on  April  10  at  the  age  of  seventy.  Dr.  Gold- 
berg received  his  medical  degree  from  the  Uni- 
versity of  Berlin  in  1921. 

Thomas  John  Hartnett,  M.D.,  of  Green- 
lawn,  died  on  April  23  at  the  age  of  fifty-two. 
Dr.  Hartnett  graduated  in  1939  from  New 
York  Medical  College.  He  was  an  attending 
pathologist  and  director  of  laboratories  at 
Mary  Immaculate  Hospital  and  a consulting 
pathologist  at  St.  Charles  Hospital  (Port  Jeffer- 
son). Dr.  Hartnett  was  a Diplomate  of  the 
American  Board  of  Pathology  (Pathologic 
Anatomy  and  Clinical  Pathology),  a Fellow  of 
the  College  of  American  Pathologists,  and  a mem- 
ber of  the  American  Society  of  Clinical  Pa- 
thologists, the  International  Academy  of  Pathol- 
ogy, the  New  York  State  Society  of  Patholo- 
gists, the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Ludwig  S.  Kleeberg,  M.D.,  of  New  York 
City,  died  on  September  21  at  his  home  at  the 
age  of  seventy-four.  Dr.  Kleeberg  received 
his  medical  degree  from  the  University  of  Jena 
in  1917.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Paul  Francis  McGowan,  M.D.,  of  Ridge- 
wood, died  on  June  13  at  the  age  of  sixty-five. 
Dr.  McGowan  graduated  in  1924  from  Long 
Island  College  Hospital  Medical  School.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Carl  Cussiel  Rosenberg,  M.D.,  of  West 
Hempstead,  died  on  April  23  at  the  age  of 
fifty-two.  Dr.  Rosenberg  graduated  in  1937 
from  New  York  Medical  College.  He  was  a 
member  of  the  staff  in  general  practice  at  South 
Nassau  Communities  Hospital  (Oceanside). 
Dr.  Rosenberg  was  a member  of  the  American 
Academy  of  General  Practice,  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Robert  Sheiman,  M.D.,  of  New  York  City, 
died  on  May  26  at  the  age  of  fifty-five.  Dr. 
Sheiman  received  his  medical  degree  from  the 
University  of  Basel  in  1938.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Patrick  Gerard  Sickenberger,  M.D.,  of 
Brooklyn,  died  on  November  10,  1963,  at  the 
age  of  fifty-six.  Dr.  Sickenberger  graduated 
in  1935  from  Long  Island  College  Medical 
School.  He  was  an  associate  attending  ob- 
stetrician and  gynecologist  at  Carson  C.  Peck 
Memorial  Hospital.  Dr.  Sickenberger  was  a 
Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists  and  a member  of  the  Brook- 
lyn Gynecological  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

A.  Albert  SmernofT,  M.D.,  of  New  York  City, 
died  on  March  30  at  the  age  of  seventy-nine. 
Dr.  Smernoff  graduated  in  1909  from  Yale 
University  School  of  Medicine.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Benson  Wolfe  Stone,  M.D.,  of  Brooklyn, 
died  on  July  7 at  the  age  of  thirty.  Dr.  Stone 
graduated  in  1959  from  Chicago  Medical  School. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Euthimios  H.  L.  Tchor-Baj-Oglu,  M.D., 

retired,  of  New  York  City,  died  on  February 
11  at  the  Columbia-Presbyterian  Medical  Cen- 
ter at  the  age  of  eighty-four.  Dr.  Tchor-Baj- 
Oglu  received  his  medical  degrees  from  the 
University  of  Constantinople  in  1898  and  from 
Long  Island  College  Hospital  Medical  School 
in  1923. 

Alfred  Parker  Upshur,  M.D.,  of  New  York 
City,  died  on  October  6 at  St.  Luke’s  Hospital 
at  the  age  of  seventy-nine.  Dr.  Upshur  grad- 


uated in  1908  from  the  Medical  College  of 
Virginia.  He  was  a former  manager  of  Hal- 
loran  Veterans  Administration  Hospital,  Willow- 
brook,  Staten  Island,  and  the  East  Orange, 
New  Jersey,  Veterans  Administration  Hos- 
pital. A veteran  of  World  Wars  I and  II,  he 
had  been  acting  medical  director  of  the  Life 
Extension  Institute.  For  his  service  in  World 
War  II  Dr.  Upshur  was  awarded  the  Legion  of 
Merit. 

Harold  S.  Wadro,  M.D.,  of  New  York  City, 
died  on  December  3,  1963,  at  the  age  of  fifty. 
Dr.  Wadro  graduated  in  1939  from  New  York 
Medical  College.  He  was  an  attending  phy- 
sician in  general  practice  at  Manhattan  General 
Hospital.  Dr.  Wadro  was  a member  of  the 
American  Academy  of  General  Practice,  the 
American  Geriatrics  Society,  the  Academy  of 
Psychosomatic  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Samuel  Weinstock,  M.D.,  of  Brooklyn,  died 
on  January  14  at  the  age  of  fifty-nine.  Dr. 
Weinstock  graduated  in  1933  from  Long  Island 
College  Medical  School.  He  was  an  attending 
physician  at  Long  Island  College  Hospital  and 
chief  attending  physician  at  Long  Island  College 
Hospital  Outpatient  Department  and  an  asso- 
ciate consulting  physician  at  Brooklyn  Eye  and 
Ear  Hospital.  Dr.  Weinstock  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Physicians, 
a Fellow  of  the  American  College  of  Chest 
Physicians,  and  a member  of  the  Brooklyn 
Society  of  Internal  Medicine,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Knickerbacker  Winne,  Jr.,  M.D., 

retired,  of  Albany,  died  on  October  6 at  Albany 
Medical  Center  Hospital  at  the  age  of  eighty- 
seven.  Dr.  Winne  graduated  in  1901  from 
Johns  Hopkins  University  School  of  Medicine. 
He  was  a member  of  the  Albany  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


November  15,  1964  / New  York  State  Journal  of  Medicine  2821 


Abstracts 


Gershon-Cohen,  J.,  and  Borden,  A.  G.  B.: 

Biopsy  and  mammography,  New  York  State 
J.  Med.  64:  2751  (Nov.  15)  1964. 

In  500  cases  of  breast  tumor,  mammography 
confirmed  the  presence  of  a malignant  tumor 
in  94  per  cent  and  was  alone  responsible  for 
disclosing  the  presence  of  a malignant  lesion  in 
28  per  cent.  The  accuracy  of  diagnosis  of 
benign  lesions  with  mammography  is  better 
than  95  per  cent;  it  is  particularly  of  value  in 
selection  of  cases  for  biopsy.  In  1,150  women 
over  thirty-five  years  of  age  with  no  breast 
symptoms,  mammography  alone  disclosed  30 
cases  of  malignant  lesions;  periodic  x-ray  ex- 
amination of  the  breast  in  women  over  forty 
years  of  age  is  recommended  as  a case-finding 
procedure. 

Phelan,  J.  T.,  and  Cabrera,  A.:  The  diag- 
nosis and  treatment  of  some  benign  bone 
lesions,  New  York  State  J.  Med.  64:  2757 
(Nov.  15)  1964. 

Benign  bone  lesions,  including  giant-cell 
tumors,  aneurysmal  bone  cysts,  simple  cysts, 
nonossifying  or  endosteal  fibromas  of  bone,  and 
osteoid  osteomas,  must  be  evaluated  from  their 
clinical,  radiologic,  and  histologic  appearance 
before  a final  diagnosis  is  established  and  proper 
treatment,  usually  surgical,  is  initiated. 


Owens,  G.,  and  Hatiboglu,  I.:  Diethyl  ether 
anesthesia  and  nitrogen  mustard;  synergistic 
effects  on  central  nervous  system,  New  York 
State  J.  Med.  64:  2764  (Nov.  15)  1964. 

In  an  experiment  on  albino  rabbits,  diethyl 
ether  was  shown  to  increase  the  central  nervous 
system  susceptibility  to  nitrogen  mustard,  but 
the  exact  explanation  remains  obscure.  The 
toxic  neurologic  manifestations  of  nitrogen 
mustard,  in  a higher  dose  than  customarily 
employed  clinically,  were  enhanced  selectively, 
and  the  hematopoietic  system  did  not  seem 
to  be  involved.  The  effects  on  the  central 
nervous  system  when  pentobarbital  sodium  and 
nitrogen  mustard  were  employed  were  similar 
but  less  severe. 

Bergen,  S.  S.,  Jr.:  Survival  of  the  patient 
with  diabetes  mellitus  in  a thermonuclear  war, 
New  York  State  J.  Med.  64:  2767  (Nov.  15) 
1964. 

The  survival  of  the  diabetic  patient  in  a 
thermonuclear  war  will  depend  on  adequate 
preparation:  The  patient  and  his  family  must 
be  informed  of  the  care  he  may  need,  including 
changes  in  medication  and  diet  necessitated  by 
special  conditions;  and  the  patient  should  have 
a six  weeks  supply  of  insulin  or  oral  hypo- 
glycemic, diet  foods  and  nutritional  supple- 
ments, and  other  equipment,  such  as  testing 
devices  and  needles  and  syringes. 
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Abstracts  in  Interlingua 


Gershon-Cohen,  J.,  e Borden,  A.  G.  B.: 

Biopsia  e mammographia  {anglese),  New  York 
State  J.  Med.  64:  2751  (15  de  novembre)  1964. 

In  500  casos  de  tumor  mammari,  mammo- 
graphia confirmava  le  presentia  de  malignitates 
in  94  pro  cento  e esseva  responsabile  per  se  sol 
pro  revelar  le  presentia  de  un  lesion  maligne  in 
28  pro  cento.  Le  accuratia  del  diagnose  de 
lesiones  benigne  con  le  uso  de  mammographia 
excede  95  pro  cento.  Illo  es  particularmente  de 
valor  in  le  selection  de  casos  pro  le  biopsia.  In 
1.150  feminas  de  plus  que  trenta-cinque  annos 
de  etate  sin  symptomas  mammari,  mammo- 
graphia per  se  sol  detegeva  30  casos  de  lesiones 
maligne.  Periodic  examines  radiographic  del 
mammas  de  feminas  de  plus  que  quaranta  annos 
de  etate  es  recommendate  como  methodo 
detectori. 

Phelan,  J.  T.,  e Cabrera,  A.:  Le  diagnose  e le 
tractamento  de  certe  benigne  lesiones  ossee 
(, anglese ),  New  York  State  J.  Med.  64:  2757 
(15  de  novembre)  1964. 

Benigne  lesiones  ossee — incluse  tumores  de 
cellulas  gigante,  cystes  aneurysmal  de  osso, 
cystes  simple,  fibromas  non-ossificante  o endo- 
ostee,  e osteomas  osteoide — debe  esser  evalutate 
a base  de  lor  apparentia  clinic,  radiologic,  e 
histologic  ante  que  le  ultime  diagnose  es  establite 
e le  appropriate  tractamento,  le  qual  usualmente 
es  chirurgic,  es  instituite. 

Owens,  G.,  e Hatiboglu,  I.:  Anesthesia  a 

ethere  diethylic  e mustarda  de  nitrogeno; 


effectos  synergic  super  le  systema  nervose 
central  {anglese),  New  York  State  J.  Med. 
64:  2764  (15  de  novembre)  1964. 

In  un  experimento  con  conilios  albin,  il 
esseva  monstrate  que  ethere  diethylic  augmenta 
le  susceptibilitate  del  systema  nervose  central 
pro  mustarda  de  nitrogeno,  sed  le  precise 
explication  del  phenomeno  remane  obscur.  Le 
toxic  manifestationes  neurologic  de  mustarda  de 
nitrogeno — in  doses  plus  alte  que  illos  general- 
mente  empleate  in  le  clinica — esseva  promovite 
selectivemente.  Le  systema  hematopoietic  non 
pareva  esser  afficite.  Quando  pentobarbital  e 
mustarda  de  nitrogeno  esseva  usate,  le  effectos 
in  le  systema  nervose  central  esseva  simile  sed 
minus  sever. 

Bergen,  S.  S.,  Jr.:  Superviventia  del  patiente 
con  diabete  mellite  in  un  guerra  thermonucleari 
{anglese).  New  York  State  J.  Med.  64:  2767 
(15  de  novembre)  1964. 

Le  superviventia  del  patiente  diabetic  in  un 
guerra  thermonucleari  dependera  de  un  adequate 
preparation.  Le  patiente  e su  familia  debe  esser 
informate  in  re  le  adjuta  que  file  va  possibile- 
mente  requirer,  incluse  certe  alterationes  de 
medication  e de  dieta  rendite  necessari  per  le 
conditiones  special.  Le  patiente  deberea  haber 
un  provision  de  insulina  o de  hypoglycemicos 
oral  sufficiente  pro  sex  septimanas  e correspon- 
dente  quantitates  de  supplementos  dietari  e 
nutritional  si  ben  como  omne  le  requirite 
equippamento,  i.e.  dispositivos  de  testage  e 
agulias  e syringas. 
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Books  Received 


The  following  books  were  received  during  the  month  of  September,  1964* 


Massage;  Principles  and  Techniques.  By 
Gertrude  Beard,  R.N.,  and  Elizabeth  C.  Wood, 
A.M.,  M.S.  Quarto  of  163  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1964. 
Cloth,  $6.00. 

An  Introduction  to  Electrocardiography. 

By  Thos.  M.  Blake,  M.D.  Octavo  of  143 
pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1964.  Paper,  $4.95. 

Basic  Clinical  Parasitology.  By  Harold  W. 
Brown,  M.D.,  and  David  L.  Belding,  M.D. 
Second  edition.  Octavo  of  318  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts, 
1964.  Cloth,  $6.95. 

The  History  of  Prostitution.  By  Vern  L. 
Bullough,  Ph.D.  Octavo  of  304  pages.  New 
Hyde  Park,  N.Y.,  University  Books,  1964. 
Cloth,  $7.50. 

Hydra;  Summer  Season — Sixty-Two,  Poems 
and  Drawings.  By  Sheldon  Cholst.  Duo- 
decimo of  118  pages,  illustrated.  New  York, 
William  Press,  1964.  Paper,  $1.95. 

Modern  Trends  in  Orthopaedics — 4. 
Science  of  Fractures.  Edited  by  John  M.  P. 
Clark,  M.B.  Octavo  of  254  pages,  illustrated. 
Washington,  Butterworths,  1964.  Cloth, 
$11.75. 

A Mission  in  Action.  The  Story  of  The 
Regional  Hospital  Plan  of  New  York  Uni- 
versity. By  Clarence  E.  de  la  Chapelle,  M.D., 
and  Frode  Jensen,  M.D.  Duodecimo  of  177 
pages.  New  York,  New  York  University  Press, 
1964.  Cloth,  $4.00. 

Coronary  Case:  A Personal  Report.  By 

Rex  Edwards.  Duodecimo  of  126  pages. 
New  York,  Emerson  Books,  Inc.,  1964.  Cloth, 
$3.95. 

Pediatric  Neurology.  By  13  Authors.  Ed- 
ited by  Thomas  W.  Farmer,  M.D.  Octavo  of 
690  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 
1964.  Cloth,  $18.50. 

Emergency  Treatment  and  Management. 
By  Thos.  Flint,  Jr.;  M.D.  Third  edition. 
Duodecimo  of  686  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1964. 
Cloth,  $8.50. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  cour- 
tesy of  those  sending  them  for  this  purpose.  Selection  for 
review  is  made  on  the  basis  of  merit  and  reader  interest. 


Diagnostic  Medical  Mycology.  By  Leanor 
D.  Haley,  Ph.D.  Duodecimo  of  204  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1964.  Fabrikoid,  $4.95. 

Doctor  in  the  Land  of  the  Lion.  By  Pascal 
James  Imperato,  M.D.  Duodecimo  of  180 
pages,  illustrated.  New  York,  Vantage  Press, 
1964.  Cloth,  $3.75. 

Heart  and  Sport.  By  Ernst  Jokl,  M.D. 
Octavo  of  117  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1964.  Cloth,  $6.00. 
(American  Lecture  Series  #571) 

Parasites  of  the  Human  Heart.  By  B.  H. 
Kean,  M.D.,  and  Roger  C.  Breslau,  M.D. 
Octavo  of  186  pages,  illustrated.  New  York, 
Grune  & Stratton,  1964.  Cloth,  $5.00. 

Infectious  Diseases  of  Children.  By  Saul 
Krugman,  M.D.,  and  Robert  Ward,  M.D. 
Third  edition.  Octavo  of  423  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $15.75. 

The  Psychedelic  Experience:  A Manual 

Based  on  the  Tibetan  Book  of  the  Dead. 

By  Timothy  Leary,  Ph.D.,  Ralph  Metzner, 
Ph.D.,  and  Richard  Alpert,  Ph.D.  Octavo  of 
159  pages.  New  Hyde  Park,  N.Y.,  University 
Books,  1964.  Cloth,  $5.00. 

Case  Capsules.  By  Arnold  Lieberman,  M.D. 
Octavo  of  341  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1964.  Cloth,  $9.50. 

Recreation  in  Gerontology.  By  Carol 
Lucas,  Ed.D.  Octavo  of  177  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1964. 
Cloth,  $6.50. 

A Marriage  Manual  for  Catholics.  By 
William  A.  Lynch,  M.D.  Octavo  of  359 
pages.  New  York,  Trident  Press,  1964.  Cloth, 
$4.95. 

Signs  and  Symptoms:  Applied  Pathologic 

Physiology  and  Clinical  Interpretation. 

Edited  by  Cyril  Mitchell  MacBryde,  M.D. 
Fourth  edition.  Quarto  of  971  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1964.  Cloth,  $14. 

The  Medical  Clinics  of  North  America. 
Nationwide  Number.  September,  1964. 

I.  Recent  Advances  in  Applied  Nutrition. 

II.  Obesity.  Seymour  Lionel  Halpern, 
M.D.,  Guest  Editor.  Octavo.  Philadelphia, 

continued  on  page  2826 
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Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


Index  to  Advertised  Products 


Analgesics 

Soma  Compound  (Wallace  Laboratories) 2750 

Anorectics 

Eskatrol  (Smith  Kline  & French  Laboratories) 2830 


Antacids 

Romach  (ROR  Chemical  Company) 2740 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 2733 

Declomycin  (Lederle  Labs.,  Div.  Amer.  Cyanamid 
Co.) 2728-2729 

Anticholinergic  tranquilizers 

Enarax  (J.  B.  Roerig  & Company) 2723 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2739 

Hycomine  (Endo  Laboratories) 2725 

Dermatologic  preparations 

Sardo  (Sardeau,  Inc.) 2741 

Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 

Diuretics 

HydroDiuril-Ka  (Merck  Sharp  & Dohme) 2727 

Energizers 

Deprol (Wallace  Laboratories) 2718-2719 


Gastrointestinal 

Pro-Banthine(G.  D.  Searle  &Company) 2749 

Laxatives 

Eucarbon  (Standard  Pharmaceutical  Company, 

Inc.) 2825 

Liquors 

Hennessy Cognac (Schieffelin  &Company) 2740 

Nasal  decongestants 

Neo-Synephrine  (Winthrop  Laboratories) 2721 

Ovarian  hormones 

Duosterone  (Roussel  Corp.) 2737 

Radiation  therapy 

Radium -Radon  (Radium  Chemical  Company) 2827 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company). . 2735 

Valerianets-Dispert  (Standard  Pharmaceutical 
Company,  Inc.) 2825 

T ranquilizers 

Meprobamate  (West-Ward,  Inc.) 2827 

Valium  (Roche  Laboratories) 2nd  cover-2717 

Vista  ril  (Pfizer  Laboratories) 2742-2743 

Vitamins 

Stresscaps  (Lederle  Labs.,  Div.  Amer.  Cyanamid 
Co.) 4th  cover 

Wet-dressing  antiinflammatory 

Presto-Boro  (Standard  Pharmaceutical  Company, 

Inc.) 2825 
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W.  B.  Saunders  Company,  1964.  Published 
Bimonthly  (six  numbers  a year).  Cloth,  $18 
net. 

Modern  Treatment.  Volume  1,  Number 
4,  July,  1964.  Treatment  of  Infectious 
Diseases.  Guest  Editor,  Lowell  A.  Rantz, 
M.D.  Octavo.  Illustrated.  New  York,  Hoe- 
ber  Medical  Division,  Harper  & Row,  Pub- 
lishers, 1964.  Published  Bimonthly  (six  num- 
bers a year) . * Paper,  $16. 

Textbook  of  Pediatrics.  Edited  by  Waldo 
E.  Nelson,  M.D.  Eighth  edition.  Quarto  of 
1,636  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1964.  Cloth,  $18. 

Psychiatric  Care:  Psychiatry  Simplified 

for  Therapeutic  Action.  By  Jurgen  Ruesch, 
M.D.,  Carroll  M.  Brodsky,  M.D.,  and  Amps 
Fischer,  M.D.,  in  collaboration  with  Jerome 
Fisher,  Ph.D.,  and  Jane  Castor,  M.S.W. 
Quarto  of  238  pages.  New  York,  Grune  & 
Stratton,  1964.  Cloth,  $8.75. 

Cancer  Theory:  A New  Concept  in  Cancer 

Research.  By  Ignaz  I.  Schachter,  M.D. 
Translated  in  part  and  edited  by  Alfred  Hass- 
ner,  Ph.D.,  University  of  Colorado.  Octavo  of 


26  pages.  Boulder,  Colo.,  Pruett  Press,  1964. 
Paper. 

Post-Lumbar  Puncture  Headaches.  By 

Wallace  W.  Tourtellotte,  M.D.,  Armin  F. 
Haerer,  M.D.,  Grant  L.  Heller,  M.D.,  and  John 
E.  Somers,  M.D.  Octavo  of  120  pages. 
Springfield,  111.,  Charles  C Thomas,  1964. 
Cloth,  $5.50. 

The  First  Twenty  Years  of  The  University 
of  Texas  M.D.  Anderson  Hospital  and 
Tumor  Institute.  Octavo  of  564  pages, 
illustrated.  Houston,  Texas,  The  University 
of  Texas  M.D.  Anderson  Hospital  and  Tumor 
Institute,  1964.  Cloth,  $7.50. 

Topley  and  Wilson’s  Principles  of  Bac- 
teriology and  Immunity.  By  Sir  Graham 
S.  Wilson,  M.D.,  and  A.  A.  Miles,  M.D.  Fifth 
edition.  Octavo  2,563  pages,  2 volumes, 
illustrated.  Baltimore,  The  Williams  & Wilkins 
Company,  1964.  Cloth,  $35  a set. 

Diagnostic  Examination  of  the  Eye:  Step- 

by-Step  Procedure.  By  Joshua  Zuckerman, 
M.D.  Second  edition.  Quarto  of  608  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1964.  Cloth,  $22.50. 


Books  Reviewed 


Color  Atlas  of  Pathology.  Central  Nervous 
System.  By  Charles  F.  Geschickter,  M.D., 
and  Albert  Cannon,  M.D.  Octavo  of  384 
pages,  illustrated.  Philadelphia,  J.  B.  Lip- 
pincott Company,  1963.  Cloth,  $25. 

This  volume  concerned  with  the  nervous 
system  represents  the  third  publication  of  a 
series  of  atlases  devoted  to  human  pathology. 
As  in  the  case  of  the  previous  two  texts,  it  is  a 
richly  illustrated  effort,  comprising  over  800 
photographs  of  gross  and  microscopic  changes  in 
nervous  system  disease. 

The  volume  is  divided  into  six  major  divisions: 
normal  anatomy  and  anomalies:  vascular  dis- 
ease; trauma;  infections;  neoplasms;  and 
degenerative  disorders.  Each  division  is  pre- 
ceded by  a brief  explanatory  text  outlining  the 
salient  pathologic  characteristics  of  the  entities 
to  be  considered.  The  subsequent  illustra- 
tions of  variable  technical  quality  are  linked  to 
specific  case  reports  and  are  accompanied  by 
short  clinical  synopses. 

The  atlas  while  not  encylopedic  is  quite  com- 
prehensive and  very  few  entities  are  missing  from 
its  pages.  The  photographs  of  gross  specimens 
are  usually  superior,  except  perhaps  for  those  of 
central  nervous  system  neoplasms.  Many  of 
the  photomicrographs  are  less  than  exemplary 
and  in  a small  minority  of  instances  do  not 
truly  illustrate  the  pathologic  alteration  sum- 
marized in  the  companion  text. 

The  need  for  a visual  reference  of  nervous 


system  pathology,  particularly  by  physicians 
studying  for  specialty  examinations  of  renewing 
their  acquaintanceship  with  neuropathology, 
will  undoubtedly  be  met  by  this  volume. — 
Stanley  M.  Aronson,  M.D. 

Selective  Audio-Visual  Instruction  for 
Mentally  Retarded  Pupils.  By  Edward 
Goldstein,  A.M.  Octavo  of  96  pages,  il- 
lustrated. Springfield,  111.,  Charles  C Thomas, 
1964.  Cloth,  $5.25. 

The  author  is  a teacher  of  educable  retarded 
pupils.  In  the  course  of  his  work,  he  has 
experimented  with  audio-visual  education  tech- 
nics, such  as  the  motion  picture,  in  an  effort  to 
determine  whether  educable  mentally  retarded 
children  learn  and  retain  more  facts  from  view- 
ing the  contents  of  a selected  motion  picture 
than  when  the  same  material  is  presented  in 
the  traditional  method.  The  latter  consists  of 
oral  lecture  and  textbook. 

It  was  found  that  the  audio-visual  technic  of 
instruction  facilitated  the  education  of  the  edu- 
cable mentally  retarded  child.  The  motion 
picture  selected  should  contain  concrete  mate- 
rials and  is  most  profitably  used  as  a summary 
to  a specific  lesson.  The  film  should  synchro- 
nize sound  and  action. 

There  is  a good  bibliography  of  books  and  of 
16  millimeter  films  for  educable  retarded  pupils. 

This  book  is  of  interest  to  anyone  dealing  with 
the  educable  retarded  child. — Stanley  S.  Lamm, 
M.D. 
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Under  the  generic  name 

for  lower  costs  to  your  patients 


Meprobamate  Tablets 

400  mg.  U.S.P. 

U.  S.  Patent  No.  2,724,720 
Quality  controlled  by  West-ward 
Literature  available  on  request 

Do  lower  the  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx56,  N.Y. 

NYS  11-15 


CLASSIFIED  RATES 

Effective  July  1,  1962 


1 time $1.50  per  line  per  insertion 

3 Consecutive  times.  1 . 30  per  line  per  insertion 
6 Consecutive  times.  1 . 10  per  line  per  insertion 
12  Consecutive  times.  1 . 00  per  line  per  insertion 
24  Consecutive  times.  . 90  per  line  per  insertion 

MINIMUM  3 LINES 

Count  6 average  words  to  each  line.  Add  3 
words  if  box  number  is  desired. 

Deadline  for  copy  is  30  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month. 

ALL  ADVERTISEMENTS  ARE 
PAYABLE  IN  ADVANCE. 

The  NEW  YORK  STATE  JOURNAL  OF 
MEDICINE  reserves  the  right  to  make  changes 
in  classified  copy  for  the  sake  of  grammatical 
correctness  or  continuity. 

NEW  YORK  STATE  JOURNAL  OF  MEDICINE 

750  Third  Avenue  New  York  1 7,  N.  Y. 


RADIUM— RADON 

SALE— LEASE— RENTAL 

Radium  Chemical  Company  Inc. 

161  E.  42nd  St.  N.Y.C. 

Phone:  Mu  7-2180 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.PA.— L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  nSomeg 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  has  been  training  in  these 
fields  for  40  years;  our  graduates  have  sound  professional 
skills.  Free  Placement  Service. 

Mo*dl  ScUol  *“<&,  aW  19 

175  Fulton  Ave.,  Hempstead,  L.I.  (516)  IV  1-2774 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


GENERAL  PRACTITIONER  URGENTLY  NEEDS 
partner.  Solo  now,  more  than  60  patients  daily.  12 
room  modern  office.  No  obstetrics.  Internist,  pediatrician 
and/or  generalist,  interested  in  small  office  accident 
surgery.  Further  tremendous  potential.  Rochester, 
N.Y.  Box  983,  % N.Y.  St.  Jr.  Med. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City,  is  a 247  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program,  and  a progressive 
philosophy  regarding  internship  training.  Stipend  $320/ 
mo.,  plus  apartment  and  $25.  dependent  allowance  for 
each  of  three  children.  We  are  accepting  applications 
for  rotating  internships.  The  program  has  the  approval 
of  the  Council  on  Medical  Education  of  the  American 
Medical  Association.  Address:  Director  of  Medical 

Education,  Northern  Westchester  Hospital,  Mount  Kisco, 
New  York. 


WANTED:  INTERNIST,  BOARD  CERTIFIED  OR 

eligible,  for  large  hospital,  Kansas  City  area.  Box  999, 
% N.Y.  St.  Jr.  Med. 


G.P.  WANTED  MARCH  1,  1965  FOR  LONG  ISLAND 
GP  group.  Eventual  full  partnership.  No  capital  needed; 
initial  salary.  Excellent  opportunity.  Box  102,  % N.Y. 
St.  Jr.  Med. 


MEDICAL  DIRECTOR,  PRIVATE  PSYCHIATRIC 
hospital,  Westchester  County,  New  York.  Requirements: 
New  York  license,  two  years’  hospital  administration, 
Board  certification.  State  salary  required  first  letter. 
Box  107,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  IN  WESTCHESTER 
County  comtemplates  retiring  in  2-3  years,  and  wishes 
associate,  acceptable  to  exceptional  clientele.  Fully 
equipped  offices.  Terms  arranged;  references  exchanged; 
replies  confidential.  Box  110,  % N.Y.  St.  Jr.  Med. 


WANTED:  ANESTHESIOLOGIST  TO  JOIN  GROUP 

in  Long  Island.  Active  expanding  practice.  Excellent 
opportunity.  New  York  license  required.  Box  108, 
% N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
well  established  medical  group  on  the  South  Shore  of 
Longs  Island’s  summer  resort  area.  $12,000  per  annum, 
$1,500  car  allowance,  bonus  arrangement,  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd., 
Patchogue,  New  York.  516  GRover  5-3900. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % N.Y.  St.  Jr.  Med. 


POSITIONS  WANTED— CONT’D 


ANESTHESIOLOGIST,  ELIGIBLE  N.Y.  STATE 
license,  desires  weekend  employment.  Also  Obstetrics. 
Box  998,  % N.Y.  St.  Jr.  Med. 


HOSPITAL  POSITION  WANTED  BY  SEMI-RETIRING 
GP,  age  59,  experienced  in  surgery  and  medicine;  5 
mornings  a week,  no  nights.  Metropolitan  suburbs  or 
Long  Island  preferred.  Box  997,  % N.Y.  St.  Jr.  Med. 


ORTHOPEDIST,  AGE  34,  BOARD  ELIGIBLE,  SEEKS 
association  with  orthopedic  surgeon  or  group.  Box  104, 
% N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  DIPLOMAT,  F.A.C.A.,  Ex- 
tensive experience,  desires  fee  for  service  or  administra- 
tive position  in  anesthesia  in  metropolitan  area.  Details 
first  letter.  Box  105,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Early  requests  should  be  made  for  Feb.  and  Sept, 
graduates. 


UNIVERSITY  TRAINED  INTERNIST,  31,  DESIRES 
association  with  one  or  more  physicians  in  Westchester 
or  Long  Island.  Box  109,  % N.Y.  St.  Jr.  Med. 


EQUIPMENT 


ELECTROCARDIOGRAPH  FOR  SALE.  SANBORN 
Direct  Writer  model  51  Visette  in  excellent  condition. 
$200.  Call  NYC,  TR  6-8810. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 
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MISCELLANEOUS 


NOTICE! 


Beginning  with  the  January  1, 
1965  issue,  new  rates  for  classi- 
fied advertising,  in  the  New 
York  State  Journal  of  Medicine , 
will  go  into  effect. 


$10.00  per  insertion  for  50  words 
or  less;  additional  words  at  10^ 
each.  Box  number,  50^  addi- 
tional. 


Classified  advertisements  are 
payable  in  advance. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PLAINVIEW,  L.I.  OFFICE  SPACE  TO  SHARE,  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 


DOCTOR’S  OFFICE  & RESIDENCE  FOR  SALE;  15 
rooms,  brick  house,  excellent  condition.  Woodmere, 
N.Y.  Doctor  retiring;  office  fully  equipped.  Box  996, 
% N.Y.  St.  Jr.  Med. 


RETIRED  GENERAL  PRACTITIONER’S  HOME-OF- 
fice  for  sale.  Excellent  opportunity.  Upstate  New  York 
village  near  Saratoga  and  Vermont.  Box  103,  % N.Y. 
St.  Jr.  Med. 


FOR  RENT.  FIFTH  AVENUE  (1107).  CORNER  AT- 
tractive  modern  5 room  office  facing  park.  Suitable  hours 
available.  Reasonable.  SAcramento  2-5959. 


930  OCEAN  AVENUE,  BROOKLYN,  NEW  YORK: 
Spacious,  furnished,  air-conditioned  office  for  rent.  Avail- 
able mornings,  afternoons  and  evenings.  Ideally  suitable 
for  surgeon,  orthopedist  or  psychiatrist.  Dr.  Clark, 
BU  2-1651. 


YONKERS:  EXCEL.  OPPTY.  FOR  PHYSICIAN.  WILL 
rent  or  sell  2 fam.  home-office  comb.  Corner  loc.;  area 
of  new  apt.  houses;  parking.  914  BE  7-5271. 


DOCTOR’S  HOME-OFFICE  FOR  SALE  IN  MIDDLE- 
town,  N.  Y.  Separate  entrances;  new  5 room  office. 
Best  location;  best  improvements;  reasonable.  Lv.  State, 
doctor  needed.  Write  Dr.  Richard  Klaskin,  129  High- 
land Ave.,  Middletown,  N.  Y. 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


FREE  SAMPLES:  IMPRINTED  GREETING  CARDS. 
Quality;  less  than  4<f.  Send  just  letterhead  to: 
Jackrabbit  Service,  Box  299,  East  Norwich,  N.Y. 


PRIVACY  AT  LAST  FOR  YOU  AND  YOUR  PATIENTS! 
Now  you  can  eliminate  embarrassing  and  distressing  sounds 
from  penetrating  your  walls.  We  sound  condition  your 
walls  quickly,  inexpensively  and  decoratively.  For  free 
estimate,  call  Scientific  Safety  Corp.,  CHelsea  3-3874. 
NYC  only. 


COLLECTION  PROBLEMS?  AS  MEDICAL  BILLS 
grow  older,  they  become  harder  to  collect.  Yet,  it  is 
vital  that  you  be  paid  for  your  services.  Call  in  a col- 
lection specialist  who  will  recover  your  money  while 
protecting  the  good  will  of  the  patient  toward  you.  For 
the  name  of  your  nearest  qualified  collector,  write:  Mar- 
tin Gross,  President,  N.Y.  Unit  of  American  Collectors 
Association  Inc.,  Box  550,  Poughkeepsie,  N.Y. 


TROPICAL  PARADISE:  OVERLOOKING  ATLANTIC 
and  Caribbean  and  lush  valley;  magnificent  views,  peace 
and  quiet.  Four  acres  on  road  with  one  half  acre  on 
beach;  ideal  for  rest  haven  resort  or  cottage  colony. 
Down  payment  twenty  five  thousand.  Write  air  mail  for 
descriptive  matter,  Box  G-1555,  St.  Thomas,  Virgin 
Islands,  USA. 


HOW  I LOST  36,000  POUNDS  BY  MELVIN  ANCHELL, 
M.D.  A Breakthrough  in  the  treatment  and  reorienta- 
tion in  the  problem  of  obesity.  This  method  and  regi- 
men could  eliminate  obesity  in  all  patients.  Injection 
technique  for  temporary,  safe  rapid  treatment  is  given. 
The  newest  psychological  concepts  about  overweight  and  a 
discussion  of  the  erroneous  concepts  involving  cholesterol 
are  included.  Hard-bound,  jacketed  book.  $4.25.  Order 
from:  Janan  Publishers,  P.O.  Box  49005,  Los  Angeles 

49,  California. 


PRACTICES  FOR  SALE  OR  RENT 


35  YEAR  EENT  PRACTICE  (90%  EYE):  OVER  10,000 
records  on  eye.  Retiring.  Price  reasonable.  Location 
Rochester.  Box  994,  % N.Y.  St.  Jr.  Med. 


EENT  PRACTICE,  OFFICE  FULLY  EQUIPPED,  WITH 
records  and  files.  Price  extremely  reasonable.  Contact: 
Shults  & Shults,  9 Seneca  Street,  Hornell,  N.Y.  Tel. 
607-324-1104. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner.  Large  established  practice.  Modern  and  fully 
equipped.  Established  since  1953  with  large  clientele. 
Located  uptown  Manhattan  near  medical  center.  Reason 
for  sale,  retirement.  Box  106,  % N.Y.  St.  Jr.  Med. 


EYE,  EAR,  NOSE  & THROAT:  EXTENSIVE  PRAC- 
tice,  of  late  Maurice  G.  Sheldon,  M.D.,  for  sale  in  Olean, 
N.Y.  Terms  to  responsible  party.  Write  Theo.  B. 
Sheldon,  101  E.  Henley  St.,  Olean,  N.Y. 
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“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts.”1 


ESK  A TROJL  Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSULE 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 

Side  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Dorfman,  W.,  and  Johnson,  D.:  Overweight  IsCurable,  New  York,  The  Macmillan  Company,  1948, p.  16. 

Smith  Kline  & French  Laboratories 


When  you  put  patients  on  “special” fat  diets.. 


you  can  assure  them  that  no 
com  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

And  oncethey'vetried  it, they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  1 8 1 :41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 


2831 


Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, 12  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M. : Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 
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2865  Magnitude  of  Silent  Coronary  Disease 

Arthur  M.  Master , M.D.,  and  Arthur  J.  Geller,  M.D. 

2870  Hematogenous  Pyogenic  Spondylitis 

Nathan  Pollack , M.D.,  Morton  Spinner,  M.D.,  and  Donald  Rickman,  M.D. 
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Case  Reports 
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Philip  Ament,  D.D.S.,  James  T.  Grace,  M.D. , John  T.  Phelan,  M.D.,  and  Aaron 
Ament,  M.D. 
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Leon  G.  Berman,  M.D.,  and  John  T.  Prior,  M.D. 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A-Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B-Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 

leoMriKw 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  Va  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  . . most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2%) 
and  children  (V4%),  in  solutions  of  Vs,  V<  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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MOD 

DRI 

>ERN  ' 
UG 

ATHEROSCLEROSIS 


THERAPEUTIC  VALUE  WITHOUT  IODISM 


IODO-NIACIN  is  the  modern  drug  for  atherosclerosis.  It 
permits  long  continued  administration  of  protected  potassium 
iodide  in  full  dosage  without  iodism.1 

Iodides  inhibit  the  increase  of  cholesterol  in  the  liver  and 
blood  and  the  development  of  atherosclerosis.2  They  are  used 
in  the  treatment  of  circulatory  diseases  including  atheroscler- 
osis, coronary  sclerosis  and  angina  pectoris.3 

Idiosyncrasy  to  iodides  is  common  and  iodism  may  occur 
after  small  doses.4  Niacinamide  hydroiodide,  combined  with 
potassium  iodide  in  Iodo-Niacin,  prevents  and  corrects 
iodism.5 


In  a clinical  study  of  59  cases  of  generalized  atheroscler- 
osis, Iodo-Niacin  relieved  dizziness  in  71%  of  cases,  vague 
abdominal  distress  in  87%,  chronic  headaches  in  61%,  and 
disorientation  in  50%.  No  iodism  in  any  case ! 


Chemical  Company 
St.  Louis,  Mo.  63108 


Dosage:  2 tablets  three  or  four  times  daily.  May  be  con- 
tinued for  long  periods  without  iodism. 

Availability : Slosol  coated  pink  tablets,  in  bottles  of  100. 
Also  available  in  ampuls. 

SUMMARY:  Effective  iodide  medication  pro- 
tected by  niacinamide  against  hazard  of  iodism. 


REFERENCES: 

1.  Am.  J.  Digest,  Dis.  22:5,  1955. 

2.  Circulation  5:647,  1952. 

3.  Sollmann’s  Manual  of  Pharmacology,  8th 
ed.,  1957,  p.  1121. 

4.  Drill’s  Pharmacology  in  Medicine,  2nd  ed., 
1958  p.  562. 

5.  M.  Times  84:741,  1956. 


. » — — 

COLE  CHEMICAL  COMPANY  NYS-12  1 

372 1 -27  Laclede  Ave.,  St.  Louis,  Mo.  63 1 08  j 

Gentlemen:  Please  send  me  professional  literature  and  samples  of  IODO-NIACIN. 

DOCTOR -vv— v ••• 

STREET j 

CITY ZONE STATE 
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“A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation. .. improve  his 
prospects  for  employment . . . foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Toxic  effects  are 
infrequent:  allergic  phenomena  such  as  poiyarthrop- 
athy,  fever,  skin  eruptions,  and  acute  generalized 
morbilliform  eruptions  with  or  without  fever.  Rarely, 
dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival  hypertrophy,  hir- 


sutism, and  excessive  motor  activity  are  occasion- 
ally encountered,  especially  in  children,  adoles- 
cents, and  young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric  distress, 
nausea,  weight  loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystagmus  may 
develop.  Nystagmus  in  combination  with  diplopia 
and  ataxia  indicates  dosage  should  be  reduced. 
Adequate  examination  of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is  supplied 
in  several  forms  including  Kapseals®  containing 
0.1  Gm.  and  0.03  Gm. 

♦Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 

Brown  and  Company,  1960,  vol. 

2,  p.  865.  43264  PAPKl.  CA,‘1S  t COMPAXY  <!?:•? 
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Dilantin 

(diphenylhydantoin) 


PARKE-DAVIS 


helps  to  restore  confidence 


Medical  News 


American  Board  of  Obstetrics 
and  Gynecology 

Candidates  participating  in  the  Part  I 
(written)  examination  of  the  Board  given  on 
December  11  will  be  notified  of  the  results  of 
their  examination  on  or  before  February  1, 
1965. 

All  candidates  who  have  completed  eighteen 
months  each  of  approved  progressive  residency 
training  in  clinical  obstetrics  and  clinical 
gynecology  by  June  30,  1965,  will  be  eligible  to 
apply  for  admission  to  the  Part  I (written) 
examination  to  be  held  on  July  2,  1965.  Appli- 
cation forms  and  current  Bulletins  may  be 
obtained  by  writing  to  the  office  of  the  Secre- 
tary, Clyde  L.  Randall,  M.D.,  American  Board 
of  Obstetrics  and  Gynecology,  100  Meadow 
Road,  Buffalo,  New  York  14216. 

Completed  applications  for  the  Part  I exami- 
nation in  1965  will  be  accepted  in  the  office  of 
the  Board  only  during  January  and  February. 
Applications  postmarked  after  February  28, 
1965,  will  not  be  accepted. 

Diplomates  of  this  Board  are  requested  to 
keep  the  Secretary’s  office  informed  of  any 
change  in  address. 

Child  welfare  research 

The  U.S.  Children’s  Bureau  has  designated 
the  Jewish  Board  of  Guardians,  a New  York 
City  mental  health  agency,  as  a center  for  child 
welfare  research.  To  meet  the  community’s 
need  at  its  sharpest  point,  the  focus  will  be  on 
“high-risk”  families  in  deprived  areas  where 
psychological  problems  are  compounded  by 
poverty,  disease,  and  absent  parents  and  where 
the  lack  of  care  for  children  promises  them  little 
chance  of  normal  development. 

Its  first  undertaking  will  be  to  determine  how 
families  under  stress  can  be  strengthened 
sufficiently  to  avoid  the  necessity  of  placing 
their  young  children  in  foster  homes  or  institu- 
tions. 

An  initial  grant  of  $40,000  from  the  Bureau 
will  launch  the  project  on  its  planning  and 
exploratory  phase.  A substantial  expansion 
in  its  budget  and  staff  is  anticipated  when  it 
enters  the  stage  of  demonstrating  new  technics 
designed  to  compensate  for  the  deprivation  and 
damage  children  have  suffered  during  their 
earliest  years. 

Doctors’  Orchestral  Society 

The  Doctors’  Orchestral  Society  has  begun 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


its  twenty-sixth  consecutive  year  of  musical  ac- 
tivity. Rehearsals  are  held  Thursday  evenings 
at  8:15  p.m.  in  Stuyvesant  High  School,  15th 
Street  and  First  Avenue,  New  York  City. 

Several  symphonic  concerts  for  worthy  causes 
are  planned  for  the  coming  season.  There  are 
openings  in  the  string,  brass,  and  reed  sections, 
and  doctors,  dentists,  and  members  of  allied 
professions  who  play  cello,  viola,  bass,  oboe, 
bassoon,  French  horn,  or  trumpet  are  invited  to 
join. 

Clinic  facilities  extended 

The  Corona-Flushing  Health  Department 
Clinic  at  34-33  Junction  Boulevard,  Corona, 
which  in  the  past  aided  stroke  victims  only, 
has  expanded  its  facilities  and  is  now  in  a posi- 
tion to  extend  rehabilitory  help  to  Queens 
County  adults  suffering  from  a number  of  ail- 
ments. Further  information  can  be  obtained 
by  calling  the  Center’s  health  officer,  Ann  P. 
Kent,  M.D.,  at  the  Center,  at  Hickory  6-3570. 

Personalities 

Elected.  Irving  B.  Goldman,  M.D.,  president; 
and  Joseph  L.  Goldman,  M.D.,  and  Joseph  G. 
Gilbert,  M.D.,  directors-at-large,  all  from  New 
York  City,  of  the  newly  formed  American 
Academy  of  Facial  Plastic  and  Reconstructive 
Surgery,  Inc.,  a merger  of  The  American  Oto- 
rhinologic  Society  for  Plastic  Surgery,  Inc.,  and 
The  American  Society  of  Facial  Plastic  Surgery, 
Inc. 

Appointed.  Preston  A.  Wade,  M.D.,  pro- 
fessor of  clinical  surgery  at  Cornell  University 
Medical  College,  New  York  City,  as  chairman 
of  the  Board  of  Regents  of  the  American  College 
of  Surgeons.  . .John  M.  Weir,  M.D.,  New  York 
City,  as  director  of  medical  and  natural  sciences 
of  the  Rockefeller  Foundation  to  work  on  health 
care  problems  of  backward  areas. 

Speakers.  William  B.  Forsyth,  M.D.,  presi- 
dent of  the  Medical  Society  of  the  County  of 
Monroe;  Norman  S.  Moore,  M.D.,  chairman, 
Hospital  Review  and  Planning  Council  of  New 
York  State;  Francis  W.  O’Donnell,  M.D., 
president,  Medical  Society  of  the  County  of 
Erie;  and  Waring  Willis,  M.D.,  president-elect 
of  the  Medical  Society  of  the  State  of  New  York, 
as  program  participants  in  the  First  National 
Conference  on  Areawide  Health  Facilities 
Planning  held  in  Miami  Beach  Florida,  Novem- 
ber 28  and  29.  . .Arthur  C.  De  Graff,  M.D.,  pro- 
fessor of  therapeutics  of  New  York  University’s 
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Vertigo  couldn't  stop  beat  Nick  from  painting. . . 


and  his  canvases  brought  him  wealth  and  fame. 


One  day,  a doctor  prescribed  Antivert  for  him. 


Antivert  stopped  the  vertigo  (easel-y).  • • 


MODERATE  TO  COMPLETE  RELIEF  OF 
SYMPTOMS  IN  90UT  OF  10  PATIENTS* 

Antivert  combines  meclizine  HCI,  an 
outstanding  drug  for  treatment  of  ves- 
tibular dysfunction,  with  nicotinic  acid, 
a drug  of  choice  for  prompt  vasodila- 
tion. Prescribe  Antivert  for  your  patients 
with  vertigo,  Meniere's  syndrome  and 
allied  disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include: 
cutaneous  flushing,  sensations  of 
warmth,  tingling  and  itching,  burning 
of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity. 
In  explaining  these  reactions  to  the 
patient,  it  is  suggested  that  they  be 
regarded  as  a desirable  physiological 
sign  that  the  nicotinic  acid  is  carrying 
out  its  intended  function  of  vasodilation. 
Because  of  this  vasodilation,  severe  hy- 
potension and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 
Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  indi- 
vidual patients  should  be  determined 
by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

♦Seal,  J.  C.:  Eye  Ear  Nose  & Throat  Month. 
38:738  (Sept.)  1959. 

11  111  I VP  M meclizine  HCI 

l nicotinic  acid 

stops  vertigo 

TABLETS:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

SYRUP:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  nico- 
tinic acid  25  mg.) 


New  York,  N.Y.  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
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School  of  Medicine,  at  the  second  annual  alumni 
night  sponsored  by  the  Alumni  Association  of 
Downstate  Medical  Center  in  conjunction  with 
the  New  York  Cardiological  Society  on  October 


27.  . .Maxwell  M.  Wintrobe,  M.D.,  professor 
and  head  of  the  Department  of  Internal  Medi- 
cine at  the  University  of  Utah  in  Salt  Lake  City, 
before  the  monthly  meeting  of  the  Buffalo 
Academy  of  Medicine  December  2 on  “Splen- 
omegaly and  Splenectomy. ” 


Medical  Meetings 


Israel  S.  Wechsler  lecture 

The  tenth  annual  Israel  S.  Wechsler  lecture 
will  be  given  December  4 at  8:30  p.m.  in  the 
Blumenthal  Auditorium  of  The  Mount  Sinai 
Hospital,  New  York  City,  by  Professor  E.  Bay, 
director  of  the  Department  of  Neurology  of 
the  Medizinische  Akademic,  Dusseldorf.  He 
will  discuss  “Current  Concepts  of  Agnosia, 
Apraxia,  and  Aphasia.” 

Symposium  on  cell  replication 

Inaugurating  the  first  year  of  its  medical 
science  training  program  leading  to  the  M.D. 
degree  and  the  Ph.D.  degree  in  a basic  medical 
science  New  York  University  School  of  Medicine 
will  sponsor  a “Symposium  on  Cell  Replication” 
in  its  Alumni  Hall  auditorium,  550  First  Avenue, 
New  York  City,  on  December  11  and  12. 

Severo  Ochoa,  M.D.,  1959  Nobel  Prize-win- 
ner and  professor  and  chairman  of  the  Depart- 
ment of  Biochemistry  at  New  York  University 
School  of  Medicine,  will  be  chairman  of  the 
symposium. 

Course  in  urologic  pathology 

Columbia  University,  College  of  Physicians 
and  Surgeons  is  offering  the  annual  postgraduate 

Material  for  inclusion  in  the  medical  meetings  section  must 
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course  in  urologic  pathology  from  January  4 
through  8,  1965,  from  3:00  to  5:30  p.m.  The 
fee  is  $150.  The  course  will  be  held  at  the 
Columbia-Presbyterian  Medical  Center  under 
the  direction  of  M.  M.  Melicow,  M.D.,  and 
A.  C.  Uson,  M.D.  For  application  forms,  write 
to  Melvin  D.  Yahr,  M.D.,  Assistant  Dean, 
College  of  Physicians  and  Surgeons,  630  West 
168th  Street,  New  York,  New  York  10032. 

Conference  on  strokes 

A New  York  State  Stroke  Congress  will  be 
held  February  15  through  18  in  New  York  City 
in  connection  with  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York. 
It  will  be  sponsored  jointly  by  the  Medical 
Society  of  the  State  of  New  York,  the  New 
York  Heart  Association,  the  New  York  State 
Heart  Assembly,  the  New  York  State  Educa- 
tion Department — Division  of  Vocational  Reha- 
bilitation, the  New  York  City  Health  Depart- 
ment, and  the  State  of  New  York  Department 
of  Health. 

Pan  American  Medical  Association 

The  fortieth  anniversary  congress  of  the  Pan 
American  Medical  Association,  scheduled  for 
April  29  through  May  2,  1965,  will  be  held  in 
the  Fontainebleau  Hotel,  Miami  Beach,  Florida, 
and  not  the  Lucayan  Beach  Hotel,  as  previously 
announced. 
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“Wonderful... haven’t  had  opening  in  both  nostrils  for  years” 

(clearly  decongested  with  Dimetapp) 


Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again. 
Each  long-acting  Extentab  works  hard  for  up  to  10-12  hours 
clearing  away  stuffiness,  turning  off  the  drip,  and  unplugging 
congestion  that  accompanies  upper  respiratory  conditions. 
Yet,  patients  seldom  experience  drowsiness  or  overstimu- 
lation. (A  key  to  success:  the  Dimetapp  formula.)  Now 
that  the  “stuffy”  season  is  here,  keep  dependable  Dimetapp 
Extentabs  on  tap.  They  get  the  job  done. 

FOR  NASAL  DECONGESTION  UP  TO  10-12  HOURS'  CLEAR 

IN  SINUSITIS,  COLDS,  U.R.I.  BREATHING  ON  ONE  TABLET 


Phenylpropanolamine  HCI,  15  mg.) 


Dimetapp  Extentabs 

(Dimetane® [brompheniramine  maleate],  12  mg.;  Phenylephrine  HCI,  15 mg.; 


brief  summary:  Indications:  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects: 
In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications: 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 

*ClinicaI  report  on  file,  Medical  Depart- 
ment, A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VA. 


IF  AMPHETAMINE 
SHAKES  HER  UP, 

PUT  HER  ON 
DESBUTAL  GRADUMET 


You  see  this  obese  patient  frequently— overreacts  to  plain 
amphetamine,  but  doesn’t  react  to  less  potent  drugs. 

A practical  solution  is  Desbutal  Gradumet.  Your  patient 
still  gets  an  effective  dose  of  methamphetamine,  but  over- 
stimulation  is  prevented  by  a controlled-release  of  Nem- 
butal® (pentobarbital).  Moreover,  the  drugs  are  made 
available  in  an  optimal  dosage  ratio,  minute  by  minute 
throughout  the  day. 

how  it  works:  Picture  a tablet  with  two  fused  halves. 
In  one  half  is  Desoxyn®  (methamphetamine).  In  the 
other,  Nembutal.  Each  half  has  its  own  release  rate  syn- 
chronized to  the  other.  The  patient  isn’t  upset  by  quanti- 
ties of  drug  being  released  at  intervals,  because  there  are 
no  intervals.  Release  is  continuous  and  controlled.  There 
is  no  reliance  on  enteric  coatings,  enzymes,  motility  or  an 
“ideal”  ion  concentration.  The  only  thing  the  Gradumet 
needs  is  contact  ivith  fluid. 

Smoothness  is  the  key  to  this  therapy.  And  it  will  be  evi- 
dent the  first  time  your  patient  reports  back  to  you. 

precautions:  Use  with  caution  in  patients  with  hyper- 
tension, cardiovascular  disease,  hyperthyroidism  or  those 
who  are  sensitive  to  ephedrine  and  its  derivatives.  Care- 
ful supervision  advisable  with  maladjusted  individuals. 

DESBUTAL*  GRADUMET 

Methamphetamine  Hydrochloride  and  Pentobarbital  Sodium  in  Long- 
Release  Dose  Form,  Abbott.  Desbutal  10—10  mg.  Methamphetamine, 

60  mg.  Pentobarbital.  Desbutal  15-15  mg.  Methamphetamine,  90 
mg.  Pentobarbital.  Gradumet— Long-Release  Dose  Form,  Abbott.  4U269 

CALMS  HER  ANXIETIES 
EVEN  AS  IT  CONTROLS  HER 
COMPULSIVE  URGE  TO  EAT 


Books  Reviewed 


Current  Pediatric  Therapy.  By  Sydney 
S.  Gellis,  M.D.,  and  Benjamin  M.  Kagan, 
M.D.  Quarto  of  747  pages.  Philadelphia, 
W.  B.  Saunders  Company,  1964.  Cloth,  $16. 

The  background  of  the  authors  render  them 
especially  qualified  in  compiling  the  material 
that  makes  this  book  the  most  up-to-date  in  its 
field.  They  have  selected  248  physicians  who 
have  done  special  work  in  each  particular  dis- 
ease covered.  The  volume  is  not  intended  to 
aid  the  physician  in  determining  the  etiology, 
pathology,  or  diagnosis  of  disease.  There  are 
many  textbooks  available  for  such. 

The  therapy  of  a great  many  diseases  has  been 
changing  rapidly  in  recent  years,  thus  making 
this  compilation  of  especial  value  to  those  caring 
for  infants  and  children,  whether  pediatrician 
or  general  practitioner. 

The  privilege  of  reviewing  a book  of  this  cali- 
ber occurs  very  seldom.  No  disease  of  infants 
and  children  can  be  thought  of  that  is  not 
covered  in  a most  efficient  manner. — Thurman 
B.  Givan,  M.D. 


Elementary  Medical  Statistics.  By  Donald 
Mainland,  M.B.  Second  edition.  Octavo  of 
381  pages.  Philadelphia,  W.  B.  Saunders 
Company,  1963.  Cloth,  $9.00. 

The  second  edition  of  this  well-known  volume 
should  prove  even  more  successful  than  its 
predecessor  of  a decade  ago.  A question  and 
answer  format  in  the  first  ten  chapters  and  a 
statistically  more  receptive  audience  should 
insure  the  effective  transmission  of  basic 
principles  and  perspectives  to  the  investigators 
for  whom  the  book  seems  intended  chiefly. 
The  final  six  chapters  present  essential  statisti- 
cal methods  with  appropriate  and  timely 
emphasis  on  the  limitations  as  well  as  the 
practical  applications  of  frequently  employed 
procedures.  The  author  is  eminently  qualified 
for  this  task,  not  only  by  reason  of  extensive 
experience  as  a collaborator  of,  and  counsellor 
to  laboratory  and  clinical  investigators,  but, 
perhaps  even  more,  as  confessed  in  his  text,  he 
is  “unsophisticated  in  gambling  and  mathe- 
matics.” While  some  may  find  his  style 
rambling,  discoursive,  and  poorly  suited  to 
rapid  reference  requirements,  the  informal, 
conversational  tone  furthers  the  cause  of  statisti- 
cal reasoning  as  distinct  from  statistical  mathe- 
matics. A well  chosen  fist  of  references  in- 
cludes many  recent  publications  and  a useful 
collection  of  tables  is  provided  in  the  com- 
parably well-selected  appendix  material.  This 
book  should  be  required  reading  for  everyone 
engaged  in  clinical  research.  Medical  students 


should  find  it  a valuable  supplement  to  some 
more  succinct,  standardized  presentation  of 
statistical  precepts  and  practices. — Robert 
W.  Hillman,  M.D. 

Hypnosis  in  Modern  Medicine.  Edited  by 
Jerome  M.  Schneck,  M.D.  Third  edition. 
Octavo  of  452  pages.  Springfield,  Illinois, 
Charles  C Thomas,  1963.  Cloth,  $12.75. 

The  third  edition  of  “Hypnosis  in  Modern 
Medicine”  gives  evidence  of  the  struggle  for 
maturity  in  the  field  of  hypnosis.  It  is,  ap- 
parently, considered  by  the  editor  as  a textbook 
on  hypnosis  but  it  is  actually  a collection  of 
separate  essays  by  different  authors  on  the 
various  facets  of  hypnosis.  There  is  also  an 
extensive  review  of  the  literature  in  each  of 
these.  History  and  theories  are  covered  under 
the  various  headings.  Although  there  is  a 
chapter  on  the  psychodynamics  of  hypnotic 
induction  and  termination,  a discussion  of  the 
methods  of  induction  and  termination  has  been 
omitted  from  this  edition.  There  is  an  exten- 
sive and  interesting  chapter  on  hypnosis  in  gen- 
eral pratice  and  internal  medicine.  The  chapter 
on  hypnosis  in  dentistry  is  longer  than  the  one 
on  hypnosis  in  psychiatry  and  also  has  more 
references  at  the  end  of  the  chapter.  There 
are  also  sections  in  the  areas  of  dermatology, 
disturbances  in  childhood,  obstetrics  and  gyne- 
cology, anesthesiology  and  surgery,  as  well  as 
psychology. 

Dr.  Schneck  states  in  the  introduction  that 
the  chapters  are  basically  autonomous  and 
realizes  that  because  of  this,  some  overlapping 
is  unavoidable  and  even  helpful.  Desirable 
as  this  approach  is,  it  leads  to  a larger  and  more 
expensive  book.  Nevertheless,  anyone  inter- 
ested in  hypnosis  in  medicine  and  its  allied 
fields,  will  find  a mine  of  information  as  well  as 
a ready  source  for  further  study  in  this  compila- 
tion. The  book  is,  therefore,  recommended  to 
all  practitioners  of  medicine. — Arthur  J. 
Lapofsky,  M.D. 

Infectious  Diseases  of  the  Conjunctiva  and 
Cornea.  Symposium  of  the  New  Orleans 
Academy  of  Ophthalmology.  By  Henry  F. 
Allen,  M.D.,  Robert  P.  Burns,  M.D.,  Wendell 
D.  Gingrich,  M.D.,  Isadore  Givner,  M.D., 
Samuel  N.  Key,  Jr.,  M.D.,  Samuel  J.  Kimura, 
M.D.,  and  Phillips  Thygeson,  M.D.  Octavo  of 
230  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1963.  Cloth,  $12.50. 

The  material  contained  in  this  book  on 
external  eye  infections  is  based  on  a symposium 
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for  bladder  instillation 
in  urethrotrigonitis  and  postoperatively 


FURACIN  SOLUTION 

BRAND  OF 

NITROFURAZONE 


■ dependable  antibacterial  action  against  a wide  range  of  gram-positive  and  gram- 
negative pathogens  ■ prompt  and  profound  relief  of  symptoms,  such  as  dysuria,  fre- 
quency and  urgency,  in  the  great  majority  of  cases  ■ no  mucosal  irritation  observed 
following  instillations  in  recommended  dilutions 

For  urethral  irrigation  or  bladder  instillation  it  is  recommended  that  Furacin  (nitro- 
furazone)  Solution  be  diluted  1 in  10  or  1 in  6,  using  aseptic  technic.  Sterile  distilled 
water  is  preferred  to  saline.  Use  within  1 week  to  avoid  precipitation  and  mycotic 
contamination.  In  urethrotrigonitis,  instill  50  to  60  cc.  (2  fl.  oz.)  of  diluted  Solution 
into  bladder  after  urination.  Retain  for  at  least  30  minutes.  Repeat  2 or  3 times  weekly. 

The  incidence  of  irritation  or  sensitization  to  Furacin  (nitrofurazone)  Solution  in 
urologic  and  surgical  practice  is  probably  less  than  2%.  Discontinue  if  signs  or  symp- 
toms of  irritation  develop. 

supplied:  Bottles  of  60  cc.  and  473  cc.,  containing  Furacin  (nitrofurazone)  0.2%. 

EATON  LABORATORIES,  Division  of  The  Norwich  Pharmacal  Company,  NORWICH,  N.  Y. 
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held  in  New  Orleans  in  1962.  It  is  written 
in  a language  which  the  eye  physician  welcomes 
and  affords  the  reader  an  opportunity  to  com- 
pare his  experiences  with  those  of  the  writers, 
to  remind  him  of  his  limitations,  and  to  air 
problems  confronting  the  research  worker. 
About  50  pages  are  devoted  to  the  questions 
raised  at  round-table  discussions.  The  topics 
discussed  are  many.  They  include  viral  and 
bacterial  infections  and  their  selective  damages 
to  the  eye  as,  for  example,  corneal  ulcers, 
keratitis,  trachoma,  and  the  relative  merits  of 
different  therapeutic  agents. 

This  book  should  prove  a valuable  reference 
guide  in  the  management  of  eye  infections. — 
Emanuel  Krimsky,  M.D. 

Occupational  Health  and  Mantalent  De- 
velopment. By  Robert  Collier  Page,  M.D. 
Octavo  of  680  pages,  illustrated.  Berwyn,  111., 
Physicians’  Record  Company,  1963.  Cloth, 
$18.50. 

One  of  the  deans  of  occupational  health  has 
produced  a volume  which  is  commensurate 
with  his  professional  eminence.  This  is  an 
authoritative,  comprehensive  treatise  which 
includes  all  aspects  of  the  subject — in  practice, 
in  principle,  and  within  the  context  of  the 
evolving  socioeconomic  system.  Specific  pro- 
cedures as  well  as  broad  precepts  are  considered 
in  18  chapters  designed  to  assist  all  disciplines 
represented  on  the  health  team,  the  “humanolo- 
gists,”  in  formulating  and  conducting  effective 
programs.  Problems  and  practices  are  viewed 
from  the  historical  perspective,  wherein  a 
prevailing  realism  readily  distinguishes  the 
health  services  that  (theoretically)  might  be, 
from  those  that  actually  can  be  provided. 
The  potential  of  preventive  medicine  is  em- 
phasized in  the  direction  of  programs  to  the 
“vertical”  (ostensibly  well)  individual  rather 
than  the  “horizontal”  (obviously  ill)  person. 

This  book  contains  much  material  of  real 
moment,  but,  unfortunately,  its  message  is  too 
frequently  diluted  in  discursive,  even  anecdotal, 
minutiae,  which,  together  with  overabundant 
guide  lists  and  barely  readable  charts,  detract 
intermittently  from  its  otherwise  overall  dis- 
tinction. It  may  be  hoped  that  the  original 
thoughts,  the  provocative  proposals,  the  rare 
vision  and  the  promising  philosophy  that 
should  arouse  the  interest  of  all  practicing 
physicians,  in  and  out  of  occupational  health, 
some  day  will  be  condensed  into  an  even  more 
delectable  distillate  of  unique  wisdom. — - 
Robert  W.  Hillman,  M.D. 

Clinical  Examinations  in  Neurology.  By 

Members  of  the  Sections  of  Neurology  and 
Section  of  Physiology,  Mayo  Clinic  and  Mayo 
Foundation  for  Medical  Education  and  Re- 
search, Graduate  School,  University  of  Min- 
nesota, Rochester,  Minnesota.  Second  edi- 
tion. Octavo  of  396  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1963. 
Cloth,  $8.50. 


In  the  preface  to  this  second  edition  it  is 
stated  that  there  is  added  a chapter  on  neuro- 
radiology and  neurological  examination  in 
children  as  well  as  general  modifications  to 
bring  all  the  subject  matter  up  to  date. 

To  those  who  are  not  familiar  with  this  new- 
comer among  practical  manuals  on  neurologic 
examination,  one  could  say  that  the  material  is 
beautifully  presented.  It  is  not  flooded  with 
too  much  detail  or  irrelevant  facts.  The 
chapters  on  electromyography  and  electro- 
encephalography are  excellent  introductions 
to  these  technics. 

The  actual  forms  used  at  the  Mayo  Clinic 
for  recording  the  data  of  the  neurologic  examina- 
tion are  found  in  a pocket  of  the  book  but  the 
form  recording  the  disturbances  in  speech  is 
bound  in  the  book. 

Although  this  work  is  useful  to  the  specialist 
in  neurology,  it  can  be  of  special  help  to  the 
student,  resident,  as  well  as  the  general  prac- 
titioner. It  can,  therefore,  be  recommended 
to  both  neurologists  and  general  practitioners 
as  an  aid  in  evaluating  and  properly  recording 
various  neurologic  phenomenon. — Arthur  J. 
Lapofsky,  M.D. 

Essays  on  Ego  Psychology.  Selected  Prob- 
lems in  Psychoanalytic  Theory.  By  Heinz 
Hartmann.  Octavo  of  492  pages.  New  York, 
International  Universities  Press,  Inc.,  1964. 
Cloth,  $10. 

This  is  a collection  in  book  form  of  the  major 
portion  of  Hartmann’s  psychoanalytic  publica- 
tions over  the  past  thirty  years. 

Hartmann  long  has  been  one  of  the  leading 
intellectuals  of  the  Freudian  school.  Although 
a product  of  a fine  clinical  background,  much 
of  his  schooling  has  been  philosophic  and  this 
trait  colors  all  his  writing,  which  is  essentially 
pure  abstraction  rather  than  clinical  theorizing. 
Consequently,  his  work  is  laborious,  prolix, 
preoccupied  with  sometimes  vague  minutiae, 
and  often  even  murky. 

Although  the  general  theme  which  runs 
through  the  collected  papers  is  ego  psychology, 
it  is  primarily  some  of  the  tenuous  aspects  of 
this  terrain,  rather  than  the  clinical  problems, 
which  come  under  scrutiny.  For  this  reason, 
this  book  will  be  appreciated  by  a quite  circum- 
scribed group  of  analytic  problem-dissectors 
rather  than  the  general  group  of  therapists  and 
certainly  not  the  general  medical  public.  In 
short,  it  can  be  classed  as  basically  a reference 
work. — Sam  Parker,  M.D. 

The  Exceptional  Child  in  the  Family.  By 

Alan  O.  Ross,  Ph.D.  Octavo  of  230  pages. 
New  York,  Grune  & Stratton,  1964.  Cloth, 
$6.75. 

The  author,  who  is  a trained  psychologist, 
has  written  this  book  on  “The  Exceptional 
Child  in  the  Family,”  to  provide  a text  for 
professional  persons  who  work  with  the  parents 
and  such  children. 

continued  on  page  2850 
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The  opening  chapter  of  the  book  presents 
an  overview  of  the  general  principles  of  family 
interaction  and  parent-child  relations.  There 
are  chapters  on  parental  reactions  to  a child 
with  a defect,  counseling  parents  of  exceptional 
children,  and  subsequent  discussions  of  specific 
types  of  exceptional  children  in  the  family, 
such  as  the  mentally  retarded  child,  the  physi- 
cally handicapped  child,  and  other  types.  Two 
particularly  valuable  features  are  the  constant 
allusion  to  the  ideas  of  other  workers  and  a good 
list  of  references. 

This  book  makes  valuable  reading  for  any 
physician  dealing  with  children. — Stanley  S. 
Lamm,  M.D. 

Treatment  of  Cancer  and  Allied  Diseases. 
Second  edition.  Volume  VIII.  Tumors  of 
the  Soft  Somatic  Tissues  and  Bone.  By 

Thirty-nine  Authors.  Edited  by  George  T. 
Pack,  M.D.,  and  Irving  M.  Ariel,  M.D.  Quarto 
of  574  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 
1964.  Cloth,  $26.50. 

This  volume  of  approximately  600  pages 
follows  the  same  format  used  in  the  preceding 
volumes.  The  contributing  authors  are  all 
well-known  authorities. 

In  general,  the  first  half  of  the  book  is  devoted 
to  a discussion  of  soft  tissue  tumors  and  the 
second  half  a discussion  of  bone  tumors. 
Practically  all  of  the  chapters  are  complete, 
concise,  and  well  illustrated. 

Therapeutic  discussions  include  a review  of 
the  major  surgical  and  radio-therapeutic  meth- 
ods, including  radioisotope  therapy,  particu- 
larly in  bone  tumors.  Rehabilitation  and 
prosthesis  following  amputation  is  adequately 
discussed. 

This  volume  and  its  bibliography  constitute 
an  excellent  source  book  of  material  on  these 
tumors. — Emanuel  Mendelson,  M.D. 

The  Lung  and  Its  Disorders  in  the  Newborn 
Infant.  By  Mary  Ellen  Avery,  M.D.  Major 
Problems  in  Clinical  Pediatrics — Volume  I. 

Octavo  of  224  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1964.  Cloth,  $7.50. 

This  is  the  first  volume  in  a new  series  of 
monographs  on  pediatrics.  Dr.  Avery’s  ex- 
tensive clinical  and  research  background  in 
respiratory  problems  of  the  newborn  are  well 
demonstrated  throughout  the  text.  The  author 
reviews  the  embryology,  morphology,  and 
physiology  of  the  fetal  lung  and  methods  of 


study  of  pulmonary  function  after  birth  in 
section  one.  A comprehensive  view  of  congeni- 
tal and  acquired  diseases  which  impair  respira- 
tion makes  up  the  bulk  of  the  monograph  in 
section  two.  A brief  section  on  artificial 
respiration  in  the  newborn  completes  the  book. 

Dr.  Avery  brings  together  in  section  one  a 
large  amount  of  nonclinical  material  that  has 
previously  been  scattered  through  the  literature 
but  which  is  needed  for  a clear  understanding 
of  the  important  causes  of  respiratory  distress 
in  the  newborn.  The  section  on  clinical  dis- 
orders is  well  organized,  reads  easily,  and  is 
superior  to  the  presentation  of  the  same  ma- 
terial in  current  textbooks.  The  bibliography 
is  excellent  and  the  illustrations  well  chosen. 

This  reviewer  would  have  liked  a more  com- 
plete discussion  of  the  effects  of  cesarean 
section  and  maternal  drugs  on  respiratory 
distress  but  otherwise  considers  the  monograph 
excellent.  It  is  particularly  well  suited  to  the 
pediatrician  but  the  general  practitioner  who 
handles  newborn  problems  will  also  find  it  an 
important  source  of  valuable  information.- — 
Vincent  dePaul  Larkin,  M.D. 

Surgery.  By  Richard  Warren,  M.D.,  in 
Collaboration  with  Members  of  the  Depart- 
ment of  Surgery  of  the  Harvard  Medical 
School.  Quarto  of  1,397  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1963. 
Cloth,  $19.50. 

With  the  collaboration  of  members  of  the 
Harvard  Surgical  Faculty,  Dr.  Warren  has 
produced  a textbook  of  surgery  for  which  there 
is  a great  need.  This  is  a fact  in  spite  of  the 
many  volumes  which  are  available  at  present. 
Outstanding  contributions  have  been  made  in 
the  surgical  procedures  of  the  cardiovascular 
system  and  otolaryngology.  By  far  the  greatest 
have  been  made  in  the  surgical  physiology, 
pathology,  and  biochemistry  of  disease  condi- 
tions. This  book  pays  particular  attention  to 
these  fundamental  principles,  but  it  does  not 
lose  sight  of  the  fact  that  diagnosis  and  treat- 
ment are  extremely  important  in  the  care  of  the 
patient.  The  treatment  cannot  be  really  ap- 
preciated unless  one  understands  the  funda- 
mental principles  in  back  of  it.  No  effort  is 
made  to  go  deeply  into  surgical  technic.  The 
early  chapters  of  the  book  are  devoted  to  the 
basic  sciences  and  their  application  in  the 
treatment  of  the  patient.  There  are  24  chapters 
which  are  beautifully  written,  and  illustrations 
and  charts  that  are  plentiful  and  excellent. 

I would  recommend  this  book  to  any  student 
of  surgery,  as  it  will  well  fill  a gap  which  has 
long  existed. — Edward  P.  Dunn,  M.D. 
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Editorials 


The  air  we  breathe 


Of  particular  interest  to  all  those  who  live 
in  and  near  the  City  of  New  York  are  the 
following  data  submitted  by  the  Department 
of  Air  Pollution  Control  of  the  City  of  New 
York  for  the  year  1963. 

As  shown  by  measurements  at  the  lab- 
oratory and  in  the  field,  the  Department  of 
Air  Pollution  Control  continued  to  keep  air 
pollution  at  a minimum  in  New  York  City. 
The  average  annual  concentrations  of  several 
contaminants  were  reduced,  and  most  were 
held  at  a constant  but  fluctuating  level. 
However,  the  gaseous  pollutants  that  ema- 
nate from  motor  vehicles  continued  to  show 
an  upward  trend.  Air  analyses  for  New 
York  City  for  1958  through  1963  appear  in 
the  table,  which  gives  the  average  and 
maximal  concentrations  of  various  pollu- 
tants in  each  of  these  years. 

Gaseous  pollutants 

The  table  not  only  compares  the  general 
trends  of  the  major  gaseous  pollutants 


measured  at  the  laboratory  but  also  presents 
the  relative  concentrations  of  each.  To 
position  all  these  data  on  one  table,  the 
measurements  are  given  in  terms  of  parts  per 
hundred  million  instead  of  two  categories  of 
parts  per  million  and  parts  per  billion  vol- 
umes of  air.  In  addition,  carbon  monoxide 
data  in  terms  of  parts  per  hundred  million 
are  divided  by  10  to  present  the  figures  for 
this  substance  on  the  table. 

What  is  particularly  noteworthy  here  is 
the  extremely  low  values  for  oxidants 
(ozone),  the  high  values  for  carbon  monox- 
ide, and  the  recent  rise  of  nitrogen  dioxide 
and  carbon  monoxide.  Carbon  monoxide, 
which  dropped  in  1962,  continued  its  upward 
trend.  Both  carbon  monoxide  and  nitrogen 
dioxide,  which  exhibit  a distinct  upward 
trend,  are  products  of  motor  vehicle  opera- 
tion. This  upward  trend  indicates  that  the 
control  of  motor  vehicle  exhaust  is  becoming 
more  and  more  urgent. 

Carbon  monoxide,  which  dropped  28  per 
cent  in  1962,  showed  a net  increase  of  48 


Yearly  averages  and  maxima*  of  air  pollutants  in  New  York  City,  1958  through  1963 


Substance  1963  1962  1961  1960  1959  1958 


Dust  count  (MPPCF) 
Suspended  particulate 
matter  (micrograms 

3.1 

(14.1) 

4.9 

(14.3) 

4.9 

M/3) 

Smoke  shade  (COH 

283 

(1000) 

250 

(800) 

267 

units) 

2.4 

(11.5) 

2.2 

(9.6) 

2.4 

Sulfur  dioxide  (ppm) 

0.2 

(1.4) 

0.19 

(1.3) 

0.16 

Ammonia  (ppm) 

0.02 

(0.1) 

0.03 

(10) 

0.03 

Aldehydes  (ppm) 

0.06 

(0.18) 

0.09 

(0.31) 

0.07 

Oxidants  (ppb) 
Carbon  monoxide 

11.0 

(78.0) 

27.0 

(157.0) 

17.0 

(ppm) 

Hydrogen  sulfide 

3.7 

(24.0) 

2.5 

(12.0) 

3.5 

(ppb) 

Sodium  chloride 

0.8 

(3.7) 

0.7 

(4.0) 

0.9 

( micrograms /M3 ) 
Nitrogen  dioxide 

3.7 

(18.0) 

2.3 

(32.0) 

1.4 

(9.7) 

5.5 

(15.0) 

6.7 

(30.0) 

5.2 

(22 . 8) 

(890) 

230 

(910) 

180 

(812) 

165 

(725) 

(8.2) 

2.5 

(12.2) 

2.70 

(10.4) 

2.9 

(10.4) 

(0.96) 

0.18 

(1.2) 

0.17 

(1.03) 

0.16 

(1.0) 

(0.16) 

0.04 

(0.12) 

0.03 

(0.08) 

0.03 

(0.1) 

(0.23) 

0.05 

(0.2) 

0.08 

(0.19) 

0.08 

(0.25) 

(135.0) 

16.0 

(66.0) 

10.0 

(92.0) 

5.0 

(65.0) 

(24.0) 

3.5 

(18.0) 

3.4 

(16.0) 

3.0 

(12.0) 

(3.0) 

0.9 

(9.0) 

1.2 

(5.8) 

1.1 

7.0) 

(6.4) 

0.9 

(11.0) 

1.1 

(9.6) 

2.2 

(12.8) 

(37.0) 

6.0 

(25.0) 

6.0 

(18.0) 

4.7 

(16.8) 

(pphm)  15.0  (53.0)  8.0  (50.0)  7.0 

Nitric  oxide  (ppm)  9.0  (42.0)  ....  ....  . . . 


volumes  of  the  pollutant  per  million 
volumes  of  air 

volumes  of  the  pollutant  per  billion 
volumes  of  air 


MPPCF  = million  particles  per  cubic  feet  ppm 

micrograms/M3  = Micrograms  of  particulate  matter 

and  sodium  chloride  per  cubic  meter  ppb 

of  air 


COH  units  = number  of  linear  feet  passed  through  pphm 

filter  paper 

* Maxima  are  shown  in  parentheses. 


= volumes  of  the  pollutant  per  hundred 
million  volumes  of  air 


2860  New  York  State  Journal  of  Medicine  / December  1,  1964 


per  cent  in  1963.  When  the  trend  is  com- 
pared with  the  measurements  in  1960  and 
1961,  only  6 per  cent  increases  are  noted. 
It  is  difficult  to  determine  the  cause  of  the 
drop  in  1962.  Another  similar  drop  is  noted 
in  1957.  No  explanation  of  these  two  de- 
creases in  concentration  of  carbon  monoxide 
is  presently  available,  but  what  is  more 
significant  is  that  since  1954  the  concentra- 
tion of  this  pollutant  has  been  rising  steadily. 
This  increase  requires  serious  attention. 

Nitrogen  dioxide  shows  a steady  upward 
trend  since  measurements  for  this  contam- 
inant began  in  1957.  The  sharpest  increase 
occurred  in  1963,  when  a rise  of  87.5  per  cent 
was  noted.  This  is  a serious  situation,  and 
since  this  contaminant  originates  primarily 
from  motor  vehicles,  more  research  is  re- 
quired to  control  it.  The  production  of  this 
pollutant  also  results  from  the  combustion  of 
fuel  used  in  the  production  of  heat,  fight,  and 
power. 

Sulfur  dioxide,  the  only  other  pollutant 
found  in  significant  quantities  by  measure- 
ments made  at  the  laboratory  and  in  the 
field,  continues  to  fluctuate  up  and  down 
within  narrow  limits,  but  the  general  trend 
is  at  a constant  level.  Control  of  sulfur  in 
fuel  may  cause  a significant  decrease  of  this 
contaminant. 

Aldehydes,  ammonia,  and  oxidants 
(ozone)  are  not  present  in  sufficient  amounts 
in  New  York  City  air  to  be  significant  at  this 
time.  However,  their  concentrations  should 
be  under  constant  observation,  especially 
that  of  ozone,  which  is  displaying  a slight 
upward  trend.  This  gas  is  extremely  toxic 
and  is  indicative  of  the  California  “photo- 
chemical” smog. 

Other  pollutants 

Suspended  particulate  matter,  dust, 
and  smoke.  The  amount  of  suspended 
particulate  matter  shows  wide  fluctuations 
each  year,  but  no  major  trend  is  evident. 
Although  an  increase  of  12  per  cent  over 
1962  was  noted  in  1963,  the  total  increase 
since  1954,  when  measurements  were  begun, 
is  slightly  over  20  per  cent. 

Dust  is  showing  a decline.  Although 
smoke  has  shown  a slight  increase  in  1963, 
the  general  trend  is  down.  Since  this  is  the 
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only  continous  measurement  in  solid  pollu- 
tion, its  trend  is  most  significant. 

Sootfall.  Sootfall  data  are  plotted  in  the 
figure.  To  give  the  department’s  complete 
record  of  this  contamination  the  figure  shows 
the  trend  from  1944  to  1963.  From  1952  to 
1962  sootfall  concentration  reached  a pla- 
teau, fluctuating  up  and  down  between  60 
and  75  tons  per  square  miles  per  month. 
In  1963  it  decreased  from  72.7  to  60.1  tons 
per  square  mile  per  month,  or  a decrease  of 
17.5  per  cent.  This  impressive  decrease 
represents  one  of  the  most  significant  accom- 
plishments of  the  department. 

Sootfall  has  decreased,  due  to  the  vigilance 
of  the  Department  of  Air  Pollution  Control 
in  enforcing  the  law.  But  contaminants 
from  motor  vehicle  exhaust  continue  to  in- 
crease. Until  something  more  effective  than 
the  crank-case  blowback  mechanism  is  pro- 
duced, we  can  hope  for  little  change  in  this 
condition.  If  research  on  fuels  and  the 
internal  combustion  engine  fails  to  halt  this 
mounting  problem,  we  may  yet  have  to 
banish  this  form  of  power  from  our  cities. 
When  the  public  health  becomes  jeopardized, 
alternatives  will  be  found. 
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Scientific  Articles 


Magnitude  of  Silent 
Coronary  Disease 


IT  IS  estimated  that  in  the  year  1962,  be- 
tween 563,000  and  840,000  Americans  had 
silent  myocardial  infarction  and  that  3 to  4.5 
million  people  had  silent  coronary  disease 
without  infarction.  It  is  recommended  that 
all  men  thirty -five  years  of  age  and  over  should 
have  annual  examinations,  including  careful 
history,  physical  examination,  teleoroent- 
genogram,  electrocardiogram,  and,  if  the 
results  of  these  studies  are  negative,  a two- 
step  or  equivalent  test  of  cardiac  function. 
This  approach  is  recommended  also  for 
younger  men. 


ARTHUR  M.  MASTER,  M.D.* 
New  York  City 
ARTHUR  J.  GELLER,  M.D. 
Englewood,  New  Jersey 


T hrough  our  own  actual  experience  gath- 
ered over  the  years  and  as  a result  of  observa- 
tions gleaned  from  the  studies  to  be  described, 
we  have  become  increasingly  conscious  of  the 
vast  magnitude  of  “silent”  coronary  disease. 
Actually,  one  of  us  (A.M.M.)  has  stressed 
this  problem  for  years  and  on  several  occa- 
sions has  published  abstracts  of  his  obser- 
vations.12 

The  pathognomonic  electrocardiographic 
changes  of  acute  myocardial  infarction  are 
Q waves,  RS-T  segment  elevations,  and  the 
evolution  of  T-wave  inversions.  The  Q 
waves  usually  are  permanent  and  char- 
acteristic. However,  there  is  a great  variety 
of  other  electrocardiographic  abnormalities 
which,  while  not  pathognomonic,  to  a greater 
or  lesser  extent  indicate  coronary  involve- 
ment. Among  these  are  an  abnormally 
wide  QRS,  RS-T  changes,  deeply  or  dis- 
tinctly inverted  T waves,  a pattern  of  left 
ventricular  hypertrophy  (“left  ventricular 
strain”),  left  bundle  branch  block,  low  volt- 
age of  QRS  together  with  T-wave  inver- 
sions and  extreme  left  axis  deviation.  Se- 
rious arrhythmias,  including  frequent  multi- 
focal premature  ventricular  beats,  also  are 
to  be  considered  significant  changes  in  the 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  General 
Session,  February  11,  1964. 

* Consultant  Cardiologist,  The  Mount  Sinai  Hospital. 


electrocardiogram  and  suggestive  of  coro- 
nary disease.  Long-term  follow-up  studies 
by  the  medical  departments  of  insurance 
companies  have  established  that  even  non- 
specific ST-  or  T-wave  changes  in  asympto- 
matic people  may  indicate  unrecognized  or 
silent  coronary  artery  disease.3 

Since  an  electrocardiogram  is  readily 
available  and  relatively  simple  to  take,  it 
has  assumed  a position  of  pre-eminence  in 
the  study  of  heart  disease.  However,  a nor- 
mal resting  electrocardiogram  does  not  pre- 
clude the  presence  of  heart  disease.  To 
dramatize  this  point,  we  need  only  mention 
that  in  various  reports  on  the  electrocardio- 
gram in  definite  angina  pectoris,  the  inci- 
dence of  normal  resting  tracings  was  found 
to  range  from  50  to  83  per  cent.4-6  In 
a recent  publication,  one  of  us  (A.M.M.) 
has  re-emphasized  his  long-standing  opinion 
that  a normal  resting  electrocardiogram  does 
not  exclude  significant  heart  disease.7  Even 
when  a careful,  detailed  history  of  chest 
pressure  or  pain  is  elicited,  it  is  often  im- 
possible to  diagnose  significant  coronary 
disease  or  to  distinguish  it  from  functional 
or  other  organic  causes  of  chest  pain.  In 
such  instances  the  two-step  exercise  test  of 
cardiac  function,  or  an  equivalent  test, 
should  be  employed.  This  is  all  the  more 
indicated,  since  so  much  coronary  disease  is 
“silent”  or  “occult.” 
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Other  authors  have  confirmed  the  real 
usefulness  of  the  two-step  test  in  evaluating 
chest  pain.  Robb,  Marks,  and  Mattingly,8 
in  a study  of  836  military  personnel  and 
379  applicants  for  insurance  policies  in  whom 
there  was  a suspicion  of  coronary  artery 
disease,  found  that  persons  showing  ‘ ‘is- 
chemic’^’ changes  in  the  postexercise  electro- 
cardiogram had  a subsequent  mortality 
three  times  greater  than  did  the  group  with 
a negative  response.  Similar  confirmatory 
observations  were  reported  by  Franco,  Gerl, 
and  Murphy,9  who  used  the  Master  two- 
step  test  in  their  study  of  a large  group  of 
men  and  women  undergoing  periodic  health 
examinations  at  the  Consolidated  Edison 
Company  in  New  York  City.  Whereas  11.5 
per  cent  (16  of  136)  with  ischemic  responses 
subsequently  developed  acute  myocardial 
infarction,  a negative  test  result  virtually 
precluded  such  an  eventuality  (6  cases  out 
of  408).  Gubner  and  Ungerleider  in  1959 10 
attested  to  the  value  of  the  two-step  test  for 
insurance  purposes.  They  thought  that 
it  was  valuable  in  detecting  cases  of  silent 
or  asymptomatic  coronary  disease. 

While  the  two-step  test  has  been  widely 
used  to  distinguish  functional  from  organic 
disease,  we  believe  that  it  should  also  be 
employed  in  men  thirty-five  years  old  and 
over,  even  if  they  are  asymptomatic  and 
have  a normal  resting  electrocardiogram, 
to  rule  out  the  presence  of  occult  significant 
coronary  disease.  Such  a study  was  per- 
formed by  Doan  and  Peterson11  in  138  male 
members  of  the  Seattle  Y.M.C.A.,  thirty- 
five  years  of  age  and  older,  who  were  asymp- 
tomatic and  without  any  objective  evidence 
of  coronary  disease.  Latent  coronary  dis- 
ease was  diagnosed  in  21  cases,  or  15.2  per 
cent,  using  the  two-step  or  treadmill  tests. 
While  no  follow-up  information  is  currently 
available  in  this  group,  the  findings  indicate 
a high  proportion  with  probable  silent  coro- 
nary disease. 

The  literature  contains  a number  of  sig- 
nificant observations  concerning  silent  coro- 
nary disease,  which  we  will  now  present. 

Silent  coronary  disease  in  young  men 

Among  300  American  soldiers  who  died 
during  the  Korean  War,  Enos,  Holmes,  and 
Beyer12  found  some  coronary  disease  at 
autopsy  in  77  per  cent,  despite  an  average 
age  of  only  22.1  years.  Complete  coronary 


occlusions  were  found  in  some  cases. 
Mason13  reported  almost  identical  findings 
more  recently  in  275  young  British  airmen 
who  died  accidentally. 

Studies  dealing  with  the  clinical  recog- 
nition of  silent  coronary  disease  were 
conducted  by  Mathewson  and  Varnam,1415 
Manning,16  and  Lamb  and  his  associates17-18 
on  relatively  young  men  in  the  various 
branches  of  the  Armed  Services  who  were 
apparently  in  good  or  excellent  health.  It 
appears  to  us  that  1 per  cent,  and  possibly 
a greater  number,  had  silent  disease  of  their 
coronary  arteries. 

Silent  myocardial  infarction  in  all  ages 

In  postmortem  investigations  conducted 
by  Bean,19  Yater  et  aZ.,20-21  Johnson  et  al .,22 
Paton,23  and  Gould  and  Cawley,24  the  inci- 
dence of  silent,  unrecognized  myocardial 
infarctions,  including  old  and  recent  coro- 
nary occlusions,  ranged  from  about  40  to  50 
per  cent. 

On  the  other  hand,  the  incidence  of  silent 
infarction  detected  clinically,  employing 
mass  electrocardiographic  screening,  has 
ranged  from  15  to  36  per  cent.  Thus, 
Lindberg  et  al.2b  found  that  3 of  20 
infarcts  had  been  asymptomatic.  On  the 
basis  of  73  myocardial  infarctions  which 
they  saw,  the  Framingham  group  estimated 
that  21  to  33  per  cent  were  silent.26  Price27 
found  that  30  per  cent  of  414  myocardial 
infarctions  had  been  unrecognized,  and 
Snow,  Jones,  and  Daber28  noted  that  36  per 
cent  of  infarcts  they  observed  were  silent. 

Silent  coronary  disease  without 
infarction  in  all  ages 

Inasmuch  as  acute  coronary  occlusion  or 
thrombosis  is  not  a de  novo  process  but  in- 
variably occurs  in  an  artery  already  com- 
promised by  atherosclerosis,  theoretically, 
persons  who  have  developed  acute  myocar- 
dial infarction  should  present  a history  of 
angina  pectoris.  Yet,  significant  numbers 
of  people  are  totally  asymptomatic  prior  to 
their  attack.  Doscher  and  Poindexter,29 
in  a review  of  many  large  series  totaling 
3,315  patients,  found  that  only  44  per  cent 
had  previously  experienced  angina  pectoris; 
in  other  words,  in  56  per  cent  the  coronary 
disease  had  been  silent.  In  1959,  after  a 
thorough  evaluation  of  the  results  of  a de- 
tailed survey  of  the  Arsenal  Health  District 
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in  Pittsburgh,  Tauber30  estimated  that  7 
per  cent  of  persons  in  the  thirty-five-  to 
sixty-four-year  age  group  were  “hidden” 
cardiac  patients,  that  is,  they  were  asympto- 
matic but  with  objective  evidence  of  heart 
disease.  A study  by  Master,  Chesky,  and 
Pordy  in  1951 31  of  120  practicing  physicians 
over  the  age  of  forty  who  were  asympto- 
matic revealed  occult  coronary  disease  in  a 
significant  number,  at  least  5 per  cent. 

Our  own  experience  is  even  more  dramatic. 
In  a consultative  private  practice  devoted 
exclusively  to  cardiology,  one  of  us  (A.M.M.) 
found  that  of  the  last  600  consecutively 
examined  patients  with  proved  coronary 
disease,  37  per  cent  had  experienced  no  chest 
pain  or  pressure. 

Estimates  of  extent  of 
silent  coronary  disease 

Since  we  have  pointed  out  that  about  one 
third  of  all  acute  coronary  occlusions  are 
silent  and  that  a significant  proportion  (4  to 
6 per  cent)  of  the  population  thirty-five 
years  of  age  and  older  has  silent  coronary 
disease  without  infarction,1130’31  we  have 
attempted  to  make  our  own  estimate  of  the 
prevalence  of  these  diseases,  guided  es- 
pecially by  earlier  work  done  by  Master, 
Jaffe,  and  Dack,32  in  which  they  attempted 
to  estimate  the  prevalence  of  acute  coro- 
nary occlusion  in  the  United  States  in  1937 
by  studying  the  death  certificates  recorded 
in  Upper  New  York  State  for  that  year.33 
Projecting  this  sample  to  the  population  of 
the  United  States  as  a whole,  which  then 
numbered  about  129  million, 33  they  concluded 
that  the  total  deaths  from  coronary  occlu- 
sion in  that  year  for  the  nation  were  176,111. 
Using  an  over-all  mortality  rate  of  25  to  30 
per  cent  for  coronary  occlusion  at  that  time, 
it  was  estimated  that  587,040  to  704,444 
attacks  had  occurred  in  that  year.  How- 
ever, in  retrospect,  it  appears  to  us  that  the 
assumed  mortality  rate  of  25  to  30  per  cent 
for  coronary  occlusion  was  too  high.  It 
was  probably  true  only  for  patients 
admitted  to  the  hospital,  with  more  severe 
attacks,  and  thus  was  higher  than  the  rate 
for  all  coronary  patients. 

There  are  many  other  reasons  for  be- 
lieving that  the  true  number  of  episodes  of 
coronary  occlusion  was  greater  than  704,- 
444:  First,  in  1937,  many  attacks  of  coro- 
nary occlusion  probably  were  diagnosed  as 


pulmonary  or  gastrointestinal  disorders. 
Second,  many  persons  with  mild  attacks  at 
that  time  probably  did  not  seek  the  advice 
of  a physician.  It  is  only  recently  that  the 
lay  person  routinely  sees  his  physician  be- 
cause of  symptoms  which  suggest  heart 
disease.  Third,  coronary  occlusion  is  not 
the  only  form  of  heart  attack.  Subendo- 
cardial infarction  (acute  coronary  insuffi- 
ciency without  occlusion),  which  is  at  least 
as  frequent,  carries  a better  prognosis,  that 
is,  a lower  mortality  rate,  than  coronary 
occlusion  with  transmural  infarction.34 
Fourth,  even  in  1937  there  was  evidence  by 
Conner  and  Holt35  and  Master,  Jaffe,  and 
Dack36  that  the  mortality  rate,  combining 
both  ward  and  privately  treated  patients, 
was  10  to  15  per  cent  rather  than  the  esti- 
mate of  25  to  30  per  cent.  Therefore, 
taking  this  mortality  figure  of  10  to  15  per 
cent  for  coronary  occlusion,  it  is  likely 
that  1,175,000  to  1,750,000  attacks  of  acute 
coronary  occlusion  occurred  in  1937. 
Hence,  using  our  previous  estimate  that  one 
third  of  such  attacks  are  silent,  400,000  to 
600,000  silent  myocardial  infarctions  oc- 
curred in  1937. 

Of  even  more  interest  is  the  number  of 
cases  of  significant  silent  coronary  disease 
without  infarction.  One  way  of  estimating 
how  many  persons  are  thus  affected  is  to 
use  the  figure  given  by  Doscher  and  Poin- 
dexter29 after  a review  of  many  reports  in 
the  literature.  They  found  that  56  per  cent 
of  all  the  patients  with  acute  myocardial 
infarction  were  asymptomatic  until  the 
actual  heart  attack.  Thus,  they  had 
silent  coronary  disease  long  before  the  in- 
farction. If,  in  1937,  1,175,000  to  1,750,000 
myocardial  infarctions  occurred  in  the  United 
States,  it  follows  that  658,000  to  980,000 
people  with  serious  coronary  disease  had 
previously  been  asymptomatic. 

The  figures  just  proposed  as  an  estimate 
of  the  numbers  of  silent  significant  coronary 
disease  hold  only  for  those  who  subsequently 
developed  myocardial  infarction.  Without 
doubt,  however,  in  any  given  year,  greater 
numbers  have  serious  coronary  disease  and 
do  not  develop  infarctions.  To  calculate 
this  number  we  can  employ  our  earlier 
estimate  that  4 to  6 per  cent  of  all  people 
age  thirty-five  years  and  over  are  affected 
with  silent  coronary  disease  without  infarc- 
tion. Inasmuch  as  there  were  51  million 
people  in  the  United  States  in  1937  who  fell 
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into  the  “thirty-five  and  older”  category,33 
it  would  seem  that  2 to  3 million,  not  merely 

658.000  to  980,000,  had  advanced,  signifi- 
cant, but  asymptomatic  coronary  artery 
disease. 

At  this  time  we  can  project  the  figures  we 
have  given  to  the  year  1962,  for  which  we 
have  the  latest  census  figures  available.37 
There  were  186  million  people  living  in  the 
United  States  that  year,  not  quite  one  and 
one-half  times  as  many  as  in  1937.  There- 
fore, one  may  estimate  that  1,690,000  to 

2.520.000  attacks  of  myocardial  infarction 
occurred  in  1962.  Since  one  third  may  be 
assumed  to  have  been  silent,  there  were  an 
estimated  563,000  to  840,000  silent  myocar- 
dial infarctions  in  1962. 

Again,  we  point  out  that  those  persons 
with  serious  silent  coronary  disease  who  did 
not  suffer  infarctions  in  1962  far  outnum- 
bered those  who  had  coronary  attacks. 
Since  in  1962  there  were  79  million  people 
thirty-five  years  of  age  and  older,  and  again 
using  the  4 to  6 per  cent  figure,  there  were  an 
estimated  3 to  4.5  million  persons  with 
asymptomatic  but  serious  coronary  artery 
disease  in  the  nation  in  that  year. 

Summary 

We  have  outlined  our  views  on  what  we 
believe  is  a major  problem  today — latent, 
unrecognized,  “silent”  coronary  artery  dis- 
ease. We  have  estimated  that  in  the  year 
1962  between  563,000  and  840,000  people 
had  silent  myocardial  infarctions  and  that 
3 to  4.5  million  people  had  silent  coronary 
disease  without  infarction. 

It  is  suggested  that  all  men  thirty-five 
years  of  age  and  over  should  have  annual 
examinations  that  include  a careful  history, 
physical  examination,  teleoroentgenogram, 
and  electrocardiogram  taken  at  rest.  If  the 
results  of  these  studies  are  negative,  a two- 
step  or  equivalent  test  of  cardiac  function 
should  be  performed.  A two-step  test  can 
easily  be  carried  out  by  a properly  trained 
technician  or  nurse,  provided  a physician  is 
nearby  and  has  excluded  impending  myo- 
cardial infarction.  Over  the  years  we  have 
found  the  test  to  be  extremely  safe  and  ac- 
curate. 

Although  at  this  time  it  may  seem  radical 
to  many  physicians,  we  believe  that  the 
approach  we  have  outlined  should  also  apply 
to  younger  men,  that  is,  those  twenty  years 


of  age  and  older,  since  pathologic  evidence  of 
coronary  disease  is  common  in  men  who  are 
in  this  age  group. 

If  both  physician  and  layman  are  alerted 
to  the  virtually  unexplored  but  vast  prob- 
lems of  silent  coronary  artery  disease,  our 
purpose  in  writing  this  article  will  be  fulfilled. 
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Repeated  and  continuing  studies  of 
diseases  produced  by  bacterial  infection  are 
absolutely  necessary  for  early  detection  and 
rational  treatment.  Changes  in  the  im- 
munologic response  in  the  host  and  in  the 
biology  of  the  invading  organism  and  the 
effect  produced  on  both  by  the  new  and  more 
potent  antibacterial  drugs  make  periodic 
clinical  evaluation  necessary. 

To  determine  whether  or  not  the  nature 
of  hematogenous  osteomyelitis  of  the  spine 
has  changed  during  recent  years,  we  under- 
took a study  of  patients  with  this  condition 
who  were  admitted  to  various  hospitals  in 
the  greater  New  York  area  from  1955  to 
1961.  Hematogenous  osteomyelitis  of  the 
spine  is  a relatively  uncommon  disease. 
During  the  six-year  period  under  study  it 
accounted  for  only  0.3  per  cent  of  all  ortho- 
pedic admissions  to  the  Jewish  Hospital  of 
Brooklyn.  Only  10  of  the  patients  whose 
cases  are  detailed  in  this  study  were  treated 
at  this  institution.  The  remaining  9 pa- 
tients were  treated  by  us  at  other  hospitals 
in  the  greater  New  York  area. 


The  group  of  patients  studed  consisted  of 
11  men  and  8 women,  all  of  whom  were 
Caucasian.  Of  the  19  patients,  3 were  be- 
tween the  ages  of  fourteen  and  fifteen,  4 
between  forty-five  and  sixty,  and  12  over 
sixty  years  of  age.  The  patients’  occu- 
pations were  as  follows:  7 were  house- 

wives, 3 were  students,  6 were  engaged  in 
fight  office  work,  and  3 worked  at  heavy 
labor. 

Diagnostic  criteria 

The  diagnosis  of  hematogenous  pyogenic 
osteomyelitis  was  supported  by  the  follow- 
ing documentation: 

1.  Roentgenographic  evidence  of  vertebral 
body  destruction  and  disk  space  narrowing 
(present  in  all  instances) . 

2.  Vertebral  body  biopsy  (positive  in  13 
instances) . 

3.  A positive  culture  from  associated  bone 
or  joint  lesions  (2  instances). 

4.  A positive  blood  culture  (3  patients). 

5.  The  clinical  course  and  response  to 
therapy  and  ultimate  synostosis. 

Patients  with  direct  implantation  osteo- 
myelitis of  the  spine  were  excluded  from  this 
study. 

Clinical  pattern 

All  19  patients  had  severe  spinal  pain,  ap- 
propriate to  the  level  of  involvement.  This 
pain  was  associated  in  9 instances  with  root 
radiation,  and  in  6 others  pain  was  referred 
to  the  abdomen  or  flank.  Two  patients 
with  low  dorsal  lesions  had  paraplegia,  one 
partial  and  one  total. 

The  onset  of  the  disease  was  classified  as 
acute,  subacute,  or  chronic.  Patients  in  the 
acute  group  had  a sudden  onset  of  severe 
backache,  accompanied  by  septic  fever. 
The  2 patients  under  this  classification  were 
fifteen-year  old  boys  who  were  hospitalized 
and  treated  within  six  days  of  the  onset. 
In  the  subacute  group,  patients  had  slow,  pro- 
gressive spinal  pain  over  a period  of  six 
and  one-half  weeks,  with  a sudden  increase 
in  pain,  disability,  and  fever  in  the  last  week. 
This  was  present  in  4 patients.  The  chronic 
group,  consisting  of  13  patients,  or  70  per 
cent  of  the  total,  had  a slow,  progressive 
course,  with  increasing  back  pain,  little  or  no 
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fever,  and  did  not  appear  seriously  ill  on  ad- 
mission. 

Weight  loss  was  a constant  finding  and 
averaged  22  pounds.  A history  of  ante- 
cedent trauma  to  the  spine  was  elicited  in 
only  6 patients.  In  1,  a severe  fall  on  the 
buttocks  had  produced  a pathologic  collapse 
of  the  body  at  the  twelfth  dorsal  to  the  first 
lumbar  level.  The  severe  pain  in  the  back 
that  resulted  was  responsible  for  the  im- 
mediate hospitalization. 

The  constant  physical  findings  associated 
with  spine  pain  were  severe  spasm  of  the 
paraspinal  musculature,  local  tenderness, 
and,  most  dramatically,  percussion  tender- 
ness. Abdominal  distention  in  dorsal  and 
lumbar  disease  was  present  in  varying  de- 
grees. In  2 instances,  ileus  was  severe 
enough  for  it  to  be  called  “an  acute  ab- 
domen” by  the  referring  physician.  How- 
ever, the  presence  of  paravertebral  muscle 
spasm,  percussion  tenderness,  and  roent- 
geno  graphic  evidence  of  vertebral  disease 
prevented  an  adventure  into  the  peritoneal 
cavity . One  patient  with  os  teomy elitis  at  the 
tenth  to  twelfth  dorsal  level  was  transferred 
from  the  general  surgical  service  after  a 
cholecystectomy  did  not  alleviate  the  right 
upper  quadrant  pain. 

Temperature  elevation  (101  to  105  F.)  was 
present  during  their  hospital  stay  in  only  8 
patients.  In  the  remaining  11  patients, 
normal  temperatures  were  recorded  through- 
out. 

Laboratory  findings 

The  white  count  was  elevated  in  only  5 
patients.  The  erythrocyte  sedimentation 
rate  (Westergren),  recorded  in  16  patients, 
was  elevated,  varying  between  29  and  47 
mm.  in  one  hour.  The  albumin- globulin 
ratio  was  recorded  in  15  instances  and  was 
nomal  in  only  1.  In  the  remainder,  there 
was  a tendency  to  reversal  and  elevation  of 
the  gamma  globulin  fraction.  The  albumin- 
globulin  ratio  returned  to  normal  when  the 
disease  was  healed. 

The  results  of  blood  cultures  were  re- 
corded in  10  instances,  of  which  3 were  posi- 
tive. The  organisms  isolated  were  coagulase- 
positive  Staphylococcus  pyogenes  var. 
aureus,  Escherichia  coli,  and  Salmonella 
typhisuis.  Tissue  material  or  pus  was  cul- 
tured in  15  instances.  Coagulase-positive 
Staph,  pyogenes  var.  aureus  was  present  in 
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7 and  E.  coli  in  2.  Sal.  typhisuis,  Streptococ- 
cus viridans,  and  coagulase-positive  Staph, 
pyogenes  var.  albus  were  retrieved  in  1 in- 
stance each.  Three  of  the  specimens  sub- 
mitted for  culture  showed  no  bacterial 
growth. 

In  11  patients,  midstream  or  urine 
specimens  obtained  by  catheter  were  col- 
lected. Two  specimens  were  sterile.  In  most 
instances  the  bacteriuria  was  not  associated 
with  pyuria  or  clinical  symptoms.  In  4 
instances  there  were  positive  correlations  be- 
tween the  organism  obtained  from  the 
spinal  lesion  and  that  cultured  from  the 
urine  (coagulase-positive  Staph,  pyogenes 
var.  aureus).  In  2 patients  urine  cultures 
for  Staph,  pyogenes  var.  aureus  were  positive, 
but  culture  material  from  the  spine  was 
not  available.  One  urine  culture  positive 
for  Staph,  pyogenes  var.  aureus  was  as- 
sociated with  a Str.  viridans  culture  from 
the  spinal  lesion. 

Roentgenographic  findings 

In  all  patients  intervertebral  space  nar- 
rowing was  well  established  on  admission. 
In  all  but  1,  there  was  evidence  of  lytic 
change  with  or  without  vertebral  body 
collapse.  In  this  patient,  definite  bone  de- 
struction was  evident  ten  days  after  admission 
to  the  hospital  (Fig.  1).  Vertical  collapse 
of  the  vertebral  body  was  present  in  varying 
degrees  in  11  instances  (Fig.  2).  Para- 
vertebral abscess  was  present  in  5 instances 
and  paravertebral  swelling,  yielding  nothing 
to  aspiration,  was  present  in  3.  Bone  de- 
struction in  the  bodies  was  characteristic  in 
the  early  roentgenograms,  but  as  healing  ad- 
vanced, radiolucent  areas  of  bone  were  re- 
placed with  sclerotic  new  bone  formation. 
As  might  be  expected,  in  the  4 instances  in 
which  there  was  no  evidence  of  bone  healing, 
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FIGURE  1.  (A)  Narrow  disk  space  and  osteophyte  over  superior-anterior  border  of  fourth  lumbar  vertebra 
are  shown.  There  is  no  evidence  of  lytic  lesion  which  appeared  ten  days  later,  five  weeks  after  onset. 
Patient  had  severe  backache,  fever,  and  weakness  of  right  lower  extremity  (October  25,  1956).  (B)  Bony 
ankylosis  in  same  patient  (April  8, 1961).  He  returned  to  his  occupation  as  plumber. 


FIGURE  2.  Vertical  wedge  collapse  of  twelfth  dor- 
sal vertebra  is  shown.  The  intervertebral  space  of 
the  twelfth  dorsal  to  first  lumbar  vertebrae  has  nar- 
rowed to  a fissure.  The  persistent  scalloping  of 
the  bodies  of  the  eleventh  dorsal  and  first  lumbar 
vertebrae  represents  the  end  result  of  paraverte- 
bral abscess  pressure  (May  22,  1960).  This  patient 
was  symptom-free  twenty-four  months  after  onset. 


the  patients  succumbed  to  their  disease. 
In  cases  in  which  healing  was  taking  place, 
10  showed  evidence  of  bony  ankylosis  and 
5,  of  fibrous  ankylosis.  Spinous  process  in- 
volvement was  noted  in  3 instances:  2 in 
the  cervical  region  (Fig.  3)  and  1 in  the 
lumbar  region.  Soft  tissue  abscess  was  not 
present  in  the  local  area  of  the  spinous 
process.  Healing  of  the  anterior  lesion 
was  accompanied  by  healing  of  the  spinous 
process.  The  site  of  involvement  in  the 
vertebral  column  was  as  follows:  cervical 
spine  in  3;  dorsal  spine  in  6 (no  lesion  over 
the  tenth  dorsal  vertebra);  dorsolumbar 
junction  in  2;  and  lumbar  spine  in  8. 

Associated  disease 

Diabetes  mellitus  was  present  in  6 of  the 
patients.  Multiple  osseous  lesions  were 
found  in  3 patients;  1 had  an  associated 
pyarthrosis  of  the  ankle,  which  eventually 
necessitated  amputation  above  the  knee. 
This  patient  eventually  died  of  her  disease. 
Another  patient  showed  involvement  of 
the  first  metatarsal,  which  healed  spontane- 
ously, as  well  as  a lesion  in  the  right  humerus, 
which  stopped  draining  only  after  removal 
of  the  involucrum  and  sequestrum  (Fig.  4). 


2872  New  York  State  Journal  of  Medicine  / December  1,  1964 


FIGURE  3.  This  fifteen-year-old  patient  had  a chronic  onset  of  his  disease.  (A)  X-ray  films  show  early 
disk  space  narrowing  in  third  to  fourth,  fourth  to  fifth,  and  fifth  to  sixth  cervical  vertebrae.  Spinous  process 
of  sixth  cervical  vertebra  shows  loss  of  definition  of  margins  and  trabecular  structure  (July  19,  1958). 
(B)  Bony  ankylosis  in  fifth  to  sixth  cervical  vertebrae  and  enlargement  and  healing  changes  in  spinous 
process  of  sixth  cervical  vertebra  in  same  patient  (December  4, 1958). 


FIGURE  4.  Disease  had  acute  onset  in  this  fifteen- 
year-old  patient.  (Right)  Fibrous  ankylosis  in 
second,  third,  and  fourth  cervical  vertebrae  is 
shown.  Initial  diagnosis  was  suspected  meningi- 
tis. (Upper  left)  Humerus  abscess  and  seques- 
trum are  shown.  Sequestrum  had  to  be  removed. 
(Lower  left)  First  metatarsal  involvement  healed 
spontaneously  without  drainage. 

A third  patient  developed  a lesion  of  the 
radius  nine  months  after  the  onset  of  her 
spine  disease  and  eventually  died  of  both 
conditions.  Prostatic  disease  was  present  in 
3 patients. 

Salmonella  meningitis  accompanied  the 
spine  disease  of  similar  origin  in  a physician 
patient,  who  completely  recovered  from 
his  disease.  One  patient  had  a sterile 
pleural  effusion  which  was  sympathetic  to  a 
paravertebral  abscess  in  the  tenth  dorsal 
area. 


Management 

Once  the  diagnosis  of  osteomyelitis  of  the 
spine  was  made,  the  patient  was  placed  on 
appropriate  antibiotics  and  bed  rest.  When 
acute  clinical  signs  subsided  after  one  or  two 
weeks,  the  patient’s  back  was  braced,  and 
he  was  discharged.  Spinal  support  was 
maintained  for  a period  of  three  months. 
Where  surgery  was  indicated,  the  following 
postoperative  regimen  was  instituted:  The 
patient  was  at  bed  rest  for  one  month.  At 
the  end  of  this  time  he  wore  a plaster  body 
cast  or  a brace  for  from  three  to  six  months. 
Both  the  conservative  and  surgical  treatment 
groups  were  on  antibiotics  for  a six-week 
period.  The  average  hospital  was  five 
weeks  for  the  conservatively  treated  group 
and  four  months  for  the  surgical  patients, 
since  patients  in  the  latter  group  had  major 
orthopedic  and  neurologic  problems. 


Results 

The  follow-up  periods  ranged  from  four 
months  to  six  years  and  averaged  thirty- 
two  months.  Five  deaths  were  recorded  in 
this  series.  Four  deaths,  all  in  diabetic  pa- 
tients, were  directly  attributable  to  the 
spinal  disease.  The  fifth  patient  to  die,  age 
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TABLE  I.  Summary  of  findings  in  five  series  of  pyogenic  osteomyelitis  of  the  spine  compared  with 

findings  of  present  series* 


Number 

Age  of 

Mortality 

of 

Patients 

(Per 

Author(s) 

Year(s) 

Patients 

(Years) 

Nature  of  Onset 

Cent) 

Donato1 

1906 

56f 

Under  30 

Sudden 

53 

Wilensky2 

1919  to  1929 

9 

Under  10  (2 
patients) 
20  to  30  (3 
patients) 
Over  30  (4 

patients) 

Sudden 

35  to  40 

Kulowski3 

1936 

102 

Average,  31 

Acute  and  subacute  (40 

patients) 

25 

Guri4 

1946 

42 

Average,  35 

Acute  (16  patients) 

** 

Garcia5 

1936  to  1960 

40 

Average,  44 

Averaged  8 to  10  weeks 

before  admission 

5 

Pollack,  Spinner, 

1955  to  1961 

19 

Average, 

Averaged  6.5  weeks  be- 

and Richman 

54.8 

fore  admission  (acute 
group 

21 

* In  all  series,  the  following  features  remained  constant:  sex  incidence:  male,  60  per  cent;  infecting  organism:  predominantly 
Staph,  pyogenes  var.  aureus;  and  area  of  involvement. 

t Included  10  of  the  authors’  own  cases  and  46  cases  reported  in  other  studies. 

**  Not  reported. 


sixty-nine,  was  followed  for  eighteen  months 
after  discharge  from  the  hospital.  His  dis- 
ease was  at  the  first  to  second  lumbar  level, 
with  roentgeno graphic  evidence  of  healing 
by  bony  ankylosis.  The  patient  died  of 
coronary  thrombosis,  but  in  terms  of  his 
spinal  disease,  the  results  should  be  classi- 
fied as  excellent.  In  addition  to  this  pa- 
tient there  were  13  others  in  whom 
the  results  were  excellent  and  who  were 
able  to  return  to  their  former  activi- 
ties and  occupations,  free  of  pain.  Any 
restriction  of  spinal  motion  in  these  pa- 
tients, when  present,  could  be  easily  ex- 
plained on  the  basis  of  the  aging  process. 
In  only  1 was  there  residual  neurologic  im- 
pairment. This  patient  had  involvement  of 
the  tenth  to  eleventh  dorsal  vertebrae,  with 
progressing  paraplegia  which  necessitated 
costotransversectomy  and  lateral  rachiotomy 
with  subsequent  spine  fusion.  Twelve 
months  after  discharge  from  the  hospital, 
he  was  able  to  get  along  independently, 
without  pain  but  with  evidence  of  mild 
lower  extremity  spasticity  and  weakness. 

Comment 

The  changing  nature  of  pyogenic  osteo- 
myelitis can  best  be  appreciated  by  com- 
paring our  findings  to  those  reported  in  the 
literature  of  the  past  sixty  years.  As  guide- 
posts,  we  have  singled  out  the  investigations 


of  Donato,1  Wilensky,2  Kulowski,3  Guri,4 
and  Garcia  and  Grantham5  (Table  I).  In  the 
main,  the  age  and  sex  incidence  and  the  in- 
fecting organism  have  remained  un- 
changed. The  high  average  age  of  fifty- 
five  years  in  our  series  appears  to  be  signifi- 
cant. Whether  this  represents  a trend  in 
the  changing  epidemiology  of  the  disease 
or  is  merely  symptomatic  of  the  increased 
age  level  of  this  community  remains  to  be 
seen.  The  relatively  high  mortality  rate  of 
25  per  cent  in  our  series,  in  spite  of  anti- 
biotic therapy,  reflects  the  diminishing  re- 
sistance of  the  aging  host.  Judging  from 
our  present  experience,  diabetes  coexisting 
with  osteomyelitis  of  the  spine  in  the  aged 
patient  points  to  a poor  prognosis. 

Hematogenous  pyogenic  osteomyelitis 
of  the  spine,  which  was  formerly  a hot  and  ful- 
minating disease  of  the  young,  has  now  turned 
into  a cold,  slowly  advancing  disease  of  the 
aged.  This  altered  form  is  approaching 
tuberculosis  of  the  spine  in  roentgeno  graphic 
appearance  and  clinical  pattern.  However, 
the  rate  of  destructive  change  and  the 
speed  with  which  healing  will  occur  under 
appropriate  therapy  are  still  faster  than  in 
tuberculosis.  Lacking  biopsy  or  cultural 
proof,  differential  diagnosis  is  difficult  with 
one  set  of  roentgenograms.  Greater  clinical 
accuracy  often  will  be  dependent  on  con- 
secutive roentgenograms.  A negative  tu- 
berculin test  result  will  be  helpful  in  proceed- 


2874  New  York  State  Journal  of  Medicine  / December  1,  1964 


ing  with  specific  therapy.  The  case  with  a 
positive  tuberculin  rest  result  will  require 
further  confirmation  as  to  the  exact  nature 
of  the  destructive  process  before  specific 
treatment  is  instituted.  The  only  other 
practical  consideration  in  the  differential 
diagnosis  of  hematogenous  pyogenic  osteo- 
myelitis is  cancer.  In  the  final  reckoning, 
a biopsy  is  necessary  to  establish  the  exact 
diagnosis. 

Unless  the  disease  is  very  acute  and 
fulminating,  we  withhold  antibiotic  therapy 
until  a specific  organism  can  be  identified. 
The  timing  for  closed  biopsy  and  aspiration 
probably  will  depend  on  the  individual 
situation.  An  early  positive  blood  culture  or 
positive  culture  of  associated  bone  or  joint 
lesions,  together  with  characteristic  roent- 
genographic  changes  in  the  vertebral  column, 
is  all  that  is  necessary  to  institute  treat- 
ment. Sensitivity  studies  of  the  organism 
from  the  culture  permits  specific  antibiotic 
therapy. 

The  high  incidence  of  reversal  of  the  al- 
bumin-globulin ratio  in  our  series  appears 
to  indicate  that  it  is  almost  characteristic 
in  pyogenic  spondylitis.  Our  experience 
indicates  that  healing  of  the  disease  is 
accompanied  by  a return  of  the  albumin- 
globulin  ratio  to  normal,  which,  in  our  re- 
cent experience,  we  have  used  as  a guide  to 
discontinuing  antibiotic  therapy.  It  oc- 
curs somewhere  between  four  and  eight 
weeks  from  the  beginning  of  treatment. 

Surgery  has  very  limited  application  in 
the  treatment  of  pyogenic  spondylitis. 
Laminectomy  rarely  is  necessary.  The 
only  indications  for  surgery  are  progressive 
and  unremitting  cord  pressure  or  uncon- 
trollable sepsis.  In  these  instances,  antero- 
lateral decompression  should  be  accom- 
plished where  necessary. 


Since  spontaneous  bony  ankylosis  is  com- 
mon, involving  75  per  cent  of  cases,  routine 
posterior  spinal  fusion  is  not  a rational  pro- 
cedure. However,  it  is  conceivable  that  a 
rare  instance  may  occur  in  which  the  an- 
terior decompression  is  so  extensive  that 
secondary  posterior  stabilization  may  be 
required. 

Summary 

1.  Nineteen  patients  with  hematogenous 
pyogenic  osteomyelitis  of  the  spine  were 
studied. 

2.  The  clinical  picture  of  this  disease  is 
changing  to  a slowly  progressing  disease  of 
the  elderly,  with  good  eventual  prognosis 
under  appropriate  treatment. 

3.  The  4 patients  who  died  of  their  dis- 
ease were  aged  diabetic  patients. 

4.  The  pathologic  features  in  the  bone 
as  reflected  in  the  roentgenograms  are  dis- 
cussed. 

5.  Malignant  conditions  and  tuberculosis 
present  the  major  problems  in  the  differential 
diagnosis. 

6.  Laminectomy  is  rarely  necessary  in  the 
treatment  of  this  disease. 
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An  essential  prerequisite  for  the  proper 
evaluation  of  the  various  kinds  of  surgical 
treatment  of  Meniere’s  disease  is  a clear-cut 
definition  of  the  term  itself,  which  is  still 
controversial.  Without  going  into  details  I 
want  to  state  that  I believe  that  Meniere’s 
disease  is  a well-defined  clinical  and  an- 
atomic entity,  characterized  by  a triad  of 
symptoms:  a fluctuating  hearing  loss  of  spe- 
cial character,  that  is,  predominantly  a low- 
tone  sensorineural  loss,  with  recruitment  of 
loudness,  poor  speech  discrimination,  dip- 
lacusis,  and  a type  II  Bekesy  audiogram1; 
tinnitus  of  varying  intensity;  and  attacks  of 
true  vertigo.  If  only  patients  who  show  the 
whole  triad  of  symtoms  are  regarded  as  repre- 
sentative of  true  Meniere’s  disease,  many 
cases  which  some  authors  such  as  Seymour,2 
Golding- Wood, 3 and  Wustrow  and  Bor- 
kowsky4  still  regard  as  Meniere’s  disease 
would  be  eliminated  from  the  category. 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Otolaryngology,  February  11,  1964. 
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All  available  evidence  leads  to  the  con- 
clusion that  the  Meniere  attacks  are  due  to 
an  increase  in  the  endolymphatic  osmotic 
pressure,  with  subsequent  distention  of 
certain  parts  of  the  endolymphatic  system. 
The  assumption  seems  justified  that  after 
the  first  attack  or  attacks  the  endolymphatic 
structures  revert  to  their  original  shape,  but 
that  after  repeated  attacks  their  walls  be- 
come more  and  more  overstretched  and  re- 
main distended  also  in  the  intervals  between 
the  attacks.  Temporal  bones  examined  in 
the  interval  periods  in  the  early  stages  of 
Meniere’s  disease  therefore  will  not  neces- 
sarily show  signs  of  endolymphatic  hydrops. 
This  could,  for  instance,  be  the  case  in 
Seymour’s2  observation  of  bilateral  Meniere’s 
disease  of  several  years  duration  on  the  right 
side  and  of  several  months  duration  on  the 
left  side.  A marked  hydrops  was  found  on 
the  right  but  not  on  the  recently  involved 
left  side. 

It  remains  to  be  seen  whether  or  not  true 
Meniere’s  disease  can  be  explained  as  the  re- 
sult of  an  imbalance  of  the  autonomic 
nervous  system,  with  subsequent  arteriolar 
spasms  in  certain  inner  ear  vessels,  as  pro- 
posed by  Williams5  Passe,6  Seymour,2  Gold- 
ing-Wood,3 and  others,  with  quantitative  or 
qualitative  changes  in  the  endolymph  pro- 
duction, or  as  the  result  of  a disturbance  of 
the  endolymph  resorption,  or  in  any  other 
way.  It  also  remains  to  be  seen  whether  or 
not  the  attacks  are  brought  about  by 
periodic  ruptures  of  the  distended  endolym- 
phatic labyrinth,  as  suggested  by  Lawrence 
and  McCabe7  and  Schuknecht.8 

In  the  majority  of  patients  only  one  ear 
shows  clinical  evidence  of  the  disease. 
Involvement  of  both  ears  occurs  in  our 
experience  in  about  20  per  cent,  but  the 
disease  usually  does  not  start  at  the  same 
time  in  both  ears.  However,  the  interval 
between  the  involvement  of  the  two  ears, 
with  rare  exceptions,  does  not  exceed  two  to 
three  years. 

It  is  self-evident  that  surgical  treatment  of 
Meniere’s  disease  should  not  be  undertaken 
until  medical  treatment  has  failed.  In  cases 
of  partial  failure  the  decision  when  to  sup- 
plant medical  treatment  with  surgery  will 
greatly  depend  on  the  patient’s  mental 
attitude  toward  the  disease  or  on  economic 
factors,  such  as  the  need  to  restore  fully  the 
patient’s  working  ability  in  the  shortest 
possible  time. 
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SURGICAL  treatment  for  Meniere's  disease 
should  be  considered  only  after  medical  treat- 
ment has  failed.  In  patients  with  unilateral 
disease  and  without  useful  hearing,  trans- 
mastoidal  or  transtympanic  labyrinthectomy 
is  equally  effective.  In  patients  with  useful 
hearing  in  the  diseased  ear,  ultrasonic  de- 
struction of  the  vestibular  portion  of  the 
labyrinth  is  the  method  of  choice.  In  patients 
with  involvement  of  both  ears,  bilateral  sym- 
pathectomy or,  preferably,  parenteral  strepto- 
mycin treatment  could  be  considered.  The 
value  of  other  surgical  procedures  has  not  been 
proved  as  yet. 


Surgical  procedures 

Surgical  operations  in  Meniere’s  disease 
have  so  far  been  performed  on  the  ear,  the 
eighth  nerve,  and  the  sympathetic  nervous 
system.  The  operations  on  the  inner  ear 
can  be  divided  into  two  groups:  those  which 
are  attempts  to  preserve  the  hearing  and 
those  which  completely  destroy  the  inner  ear 
function. 

Portmann  operation.  Among  the  oper- 
ations of  the  first  group  the  most  physiologic 
approach  seems  to  be  the  one  first  advocated 
by  Portmann  in  1927. 9-11  To  relieve  a 
supposed  endolymphatic  hypertension  for 
which  at  that  time  histologic  proof  was  still 
lacking,  he  exposed  the  endolymphatic  sac 
through  the  mastoid  and  incised  its  lateral 
wall.  In  this  way  he  hoped  to  drain  the 
excess  endolymphatic  fluid  into  the  mastoid. 
In  cases  in  which  it  was  difficult  to  locate 
the  endolymphatic  sac,  Woodman12  sug- 
gested elevating  the  dura  from  the  posterior 
aspect  of  the  petrous  pyramid  and  tearing 
the  endolymphatic  sac  at  the  place  where  it 
leaves  the  bone  and  enters  the  dura  mater. 

The  results  reported  with  this  method 
vary.12-17  Out  of  9 patients  operated  on  by 
the  author  before  1949,  using  this  approach, 
only  1 has  been  permanently  relieved  from 
his  vertigo,  and  his  hearing  has  remained 
unchanged.  Flett,15’16  from  his  experience 
with  operations  on  74  patients,  finds  that 
the  operation  offers  a 25  per  cent  chance  of 
cure,  a 61  per  cent  choice  of  improvement, 
and  only  a 14  per  cent  chance  of  failure. 

Modifications  of  portmann  operation. 
Portmann’ s method  was  modified  in  1953  by 
Yamakawa  and  Naito,18  as  follows:  The 

dura  mater  of  the  posterior  fossa  was  ex- 
posed in  L form  behind  the  endolymphatic 
sac  and  turned  forward.  A small  window 
was  then  made  into  the  inner  wall  of  the  sac, 
and  in  this  way  the  endolymph  drained  into 
the  subarachnoid  space.  The  dura  was  then 
put  back  into  place  and  sutured.  Performed 
on  21  patients,  the  operation  eliminated 
vertigo  in  90  per  cent,  tinnitus  in  60  per  cent, 
and  improved  hearing  in  33  per  cent. 

Another  modification  of  Portmann’s 
method  was  described  recently  by  House.19 
He  locates  the  endolymphatic  sac  via  a 
transmastoidal  approach  under  the  operating 
microscope,  opens  it,  and  through  an  incision 
in  the  medial  wall  introduces  a silicone- 
rubber  tube  into  the  subarachnoid  space. 


The  outer  end  of  the  tube  remains  in  the  sac. 
The  sac  is  then  closed  by  putting  Gelfoam 
over  the  incision  in  its  lateral  wall.  Seven 
patients  followed  postoperatively  for  two  to 
six  months  showed  relief  of  most  symptoms 
of  the  disease,  with  improvement  of  hearing 
in  the  majority  of  them. 

Other  drainage  methods.  Another 
method  of  drainage  of  the  endolymphatic 
space  was  suggested  by  Altmann  and 
Montreuil,20  namely,  drainage  of  the  endo- 
lymph into  the  perilymphatic  space  instead 
of  into  the  subarachnoid  space  by  making  a 
window  into  the  prominence  of  the  lateral 
semicircular  canal  and  excising  a small  piece 
of  the  membranous  canal.  Femenic21.22  has 
carried  out  this  suggestion.  The  mastoid  is 
exposed  via  the  endauricular  approach,  and 
the  lateral  canal  is  also  exposed.  A fenestra 
is  made  into  the  bony  canal  wall,  the  mem- 
branous canal  is  cut  at  the  distal  edge  of  the 
fenestra,  and  the  part  of  the  membranous 
canal  which  remains  afloat  in  the  perilymph 
is  bent  over  the  proximal  edge  of  the  fenestra 
into  the  operative  cavity.  The  fenestra  is 
then  closed  with  a cartilage  stopple.  Tin- 
nitus and  vertigo  are  eliminated.  However, 
the  hearing  decreases  markedly  although  not 
altogether. 

Decompression  of  the  perilymphatic  space 
is  another  method  which  is  an  attempt  to 
eliminate  the  vertiginous  attacks,  with  pres- 
ervation of  the  cochlear  function.  A simple 
fenestra  in  the  lateral  semicircular  canal 
without  covering  of  the  window  has  proved 
unsuccessful.  Better  results  are  reported 
with  a typical  fenestration  operation  with 
covering  of  the  window  with  a Sourdille  flap. 
Meurman23  reports  that  out  of  56  patients 
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followed  postoperatively  from  three  and  one- 
half  months  to  more  than  nine  years,  44 
(79  per  cent)  were  completely  free  from 
attacks.  The  hearing  was  lost  in  about  one 
third  of  the  patients;  further  impairment 
took  place  in  four  fifths  of  the  rest.  In  about 
10  per  cent  of  the  patients  the  hearing  re- 
mained at  the  preoperative  level. 

Another  method  which  combines  internal 
drainage  of  the  endolymphatic  space  with 
decompression  of  the  perilymphatic  space 
was  recently  suggested  by  Van  Fick.24 
Using  the  transmeatal  approach,  he  first 
perforates  the  footplate  and  the  dilated 
saccule,  the  wall  of  which  is  usually  in  con- 
tact with  the  inner  surface  of  the  stapedial 
footplate.  After  the  saccule  has  collapsed, 
a fenestra  measuring  1 mm.  in  diameter  is 
made  into  the  footplate,  and  then  the 
tympanomeatal  flap  is  put  back  into  place. 
In  Van  Fick’s  opinion  a permanent  control  of 
pressure  in  the  endolymphatic  space  is 
achieved  by  diffusion  of  surplus  fluid  through 
a sheer  membrane  which  forms  across  the 
fenestra.  In  the  past  three  and  one -half 
years,  he  has  performed  the  operation  in  50 
patients,  47  of  whom  suffered  from  true 
Meniere’s  disease.  The  vertigo  completely 
disappeared  in  86  per  cent  and  was  markedly 
improved  in  10  per  cent.  The  hearing  im- 
proved in  58  per  cent,  was  unchanged  in  38 
per  cent,  and  deteriorated  in  4 per  cent. 
The  tinnitus  disappeared  in  36  per  cent,  im- 
proved in  42  per  cent,  and  remained  un- 
changed in  22  per  cent. 

Frenckner25  suggested  fenestration  of  the 
lateral  semicircular  canal  and  plugging  of  the 
lumen  with  a small  piece  of  cartilage,  com- 
bined with  the  cutting  of  the  chorda  and  of 
the  tendons  of  the  tensor  tympani  and 
stapedius  muscles,  as  well  as  with  the 
removal  of  the  plexus  tympanicus.  Al- 
though he  reported  good  results  in  13  cases, 
no  further  data  are  available  on  this  method. 

Treatment  with  ultrasonic  waves. 
Another  conservative  surgical  treatment  is 
the  selective  destruction  of  the  vestibular 
labyrinth  with  ultrasonic  waves.  Although 
attempts  at  treatment  of  the  ear  with  ultra- 
sonic waves  date  back  for  more  than  thirty 
years,  the  apparatus  used  at  that  time  pro- 
duced waves  of  such  low  intensity  that  they 
could  not  reach  the  inner  ear  at  all.  Later, 
machines  capable  of  producing  ultrasonic 
waves  of  higher  frequency  and  much  higher 
intensity  were  used.  It  was  shown  in  animal 


experiments  that  ultrasound  produces  first 
a stimulation  of  the  vestibular  apparatus, 
but  that  application  of  larger  doses  or  of 
repeated  stimuli  is  followed  by  a complete 
loss  of  vestibular  responses.  Furthermore, 
it  was  demonstrated  that  in  man  even  ultra- 
sound of  higher  intensity,  when  applied  to 
the  outer  surface  of  the  mastoid,  scarcely 
reaches  the  inner  ear,  because  ultrasound  is 
almost  completely  absorbed  in  air  and  to  a 
considerable  extent  in  bone. 

Histologic  studies  in  experimental  animals 
have  shown  that  if  the  ultrasound  actually 
reaches  the  entire  inner  ear,  not  only  the 
vestibular  but  also  the  cochlear  portion  is 
damaged.  In  other  experiments,  Vyslonzil26 
and  later  Krejci,27’28  succeeded  in  irradiating 
selectively  the  vestibular  portion  of  the  inner 
ear  after  operative  exposure  of  the  bony 
labyrinth.  Krejci27  then  successfully  used 
the  same  procedure  in  a patient  suffering 
from  Meniere’s  disease;  however,  he  was 
unable  to  continue  with  his  work.  Ars- 
lan29-33 perfected  Krejci’s  method  by  con- 
structing, together  with  Federici,  a relatively 
thin  and  narrow  sound-wave  transducer 
which  produces  a narrow  beam  of  waves  with 
a frequency  of  800,000  to  1 million  cycles 
per  second  and  an  intensity  sufficient  to  pro- 
duce a relatively  rapid  destruction  of  the 
vestibular  portion  of  the  inner  ear  on  applica- 
tion to  the  thinned-out  bony  wall  of  the 
lateral  semicircular  canal.  Almost  no  ultra- 
sound reaches  the  medial  wall  of  the  petrous 
bone  and  the  posterior  cranial  fossa.  Arslan, 
Sala,  and  Molinari33  in  their  latest  review  of 
600  cases,  report  elimination  or  improvement 
of  the  vertigo  in  95  per  cent  of  the  cases. 
Favorable  results,  although  not  as  good  as 
those  obtained  by  Arslan,  were  reported  by 
other  authors,  such  as  Dubs,34  Lumsden,35 
Ironside  and  Lindsay,36  Ariagno,37.38  De 
Prest  and  De  Vos,39  Lindahl  and  Robert- 
son,40 Falk  and  Schaetzle,41  and  Altmann 
and  Waltner.42’43 

Since  1957,  180  patients  with  Meniere’s 
disease  have  been  treated  in  the  Department 
of  Otolaryngology,  Presbyterian  Hospital, 
with  the  Federici  transducer  and  40,  with  a 
similar  soundhead  constructed  in  our  depart- 
ment.* Following  the  original  technic  of 
Arslan,  29  -33  the  prominence  of  the  lateral 
semicircular  canal  was  exposed  under  local 
anesthesia  through  a retroauricular  ap- 

* Constructed  by  M.  Basek,  M.D.,  in  collaboration  with 
the  Dallons  Company,  Los  Angeles,  California. 
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proach,  and  the  canal  was  thinned  out  under 
the  operating  microscope  until  the  “blue 
I line”  became  visible.  Ultrasound  was  then 
applied  for  a time  varying  from  thirty  to 
sixty  minutes,  until  the  vestibular  responses 
were  abolished;  this  was  established  by 
observing  the  behavior  of  the  nystagmus, 
which  starts  as  a rule  30  to  60  seconds  after 
the  onset  of  the  irradiation.  It  is  initially 
“irritative”  in  type,  with  the  quick  com- 
ponent directed  toward  the  treated  side. 
The  homolateral  nystagmus  is  followed  by 
a short  period  without  nystagmus  and  then 
very  frequently  by  “paralytic”  nystagmus 
directed  toward  the  opposite  side.  This 
nystagmus  is  most  probably  the  result  of 
severe  damage  to  the  sensory  neuroepithe- 
lium of  the  cristae  caused  the  ultrasonic 
waves. 

The  patient’s  course  is  much  less  stormy 
following  ultrasound  irradiation  than  after 
surgical  destruction  of  the  labyrinth.  An 
analysis  of  our  first  121  patients  treated  by 
this  method  shows  complete  disappearance 
of  the  vertigo  in  62  per  cent,  marked  im- 
provement in  10  per  cent,  and  little  or  no 
improvement  in  28  per  cent  after  one 
irradiation.  Several  patients  had  a second 
and  some  even  a third  irradiation  several 
months  or  years  after  the  first,  with  a further 
increase  in  the  cure  rate.  The  hearing  im- 
proved in  11  per  cent,  remained  unchanged 
in  66  per  cent,  and  worsened  in  23  per  cent. 
The  tinnitus  improved  in  17  per  cent,  re- 
mained unchanged  in  76  per  cent,  and  wors- 
ened in  7 per  cent. 

The  only  complications  encountered  were 
complete  loss  of  hearing  in  5 patients, 
evidently  from  an  overdose  of  ultrasound, 
and  facial  paralysis  in  7 patients.  The 
latter  occurred  either  during  the  operation 
through  misdirection  of  the  beam  of  ultra- 
sound toward  the  facial  nerve,  or,  more 
frequently,  as  the  result  of  excessive  heat  de- 
veloping in  the  tip  of  the  applicator.  Some- 
times the  paralysis  developed  six  to  seven 
days  after  the  operation,  most  probably  due 
to  edema  in  or  hemorrhage  into  the  nerve 
in  the  vicinity  of  the  radiated  area  of  the 
canal.  While  these  usually  clear  up  within  a 
few  weeks,  the  paralysis  occurring  during 
operation  sometimes  takes  nine  to  ten 
months  to  clear  up. 

Insufficient  irradiation  is  the  most  fre- 
quent cause  of  failure  to  eliminate  the  ver- 
tiginous attacks.  Sometimes  positional  ver- 


tigo is  observed  in  the  postoperative  period 
which  is  quite  different  from  the  preoperative 
attacks  of  rotary  vertigo.  It  is  caused  by 
the  persisting  activity  of  the  otolithic  re- 
ceptors which  have  not  been  completely 
destroyed  by  the  slowly  progressive  atrophy 
initiated  by  the  radiation.  The  positional 
vertigo  disappears,  as  a rule,  within  a few 
months  after  irradiation. 

The  original  Federici  transducer  had 
many  shortcomings.  The  most  notable  of 
them  were  the  inconstant  and  often  erratic 
output  of  ultrasonic  energy,  tendency  to 
overheating  of  the  transducer  tip,  the  forma- 
tion of  sidelobes  of  the  ultrasonic  beam,  and 
the  large  size  of  the  tip  (5  mm.  in  diameter), 
which  impeded  exact  application  to  the 
thinned-out  part  of  the  canal. 

Within  the  past  few  years  several  new 
transducers  have  been  constructed  that  to 
a large  extent  have  overcome  the  difficulties 
encountered  with  the  original  Federici 
transducer.  44-62  The  results  obtained  by 
Angell- James  and  his  colleagues48  with  his 
new  3-megacycle  transducer  are  very  en- 
couraging. Among  75  patients  the  vertigo 
was  eliminated  in  85  per  cent  and  improved 
in  12  per  cent,  and  tinnitus  disappeared  or 
was  markedly  improved  in  more  than  half. 
Hearing  became  better  in  about  one  fifth  of 
the  patients,  remained  unchanged  in  about 
one  half,  worsened  in  less  than  one  third, 
and  was  lost  in  only  5 per  cent.  There 
were  no  instances  of  facial  paralysis  after 
overdosage  of  irradiation  was  avoided. 

In  March,  1963,  in  the  Department  of 
Otolaryngology,  Presbyterian  Hospital,  we 
started  using  the  3-megacycle  generator  con- 
structed by  Kossoff49-60  in  the  Common- 
wealth Acoustic  Laboratories  in  Sydney, 
Australia.  So  far,  about  40  patients  have 
been  irradiated  with  ultrasonic  energy  from 
this  machine.  It  seems  that  by  limiting  the 
energy  output  at  the  tip  of  the  applicator  to  a 
maximum  of  16  to  18  watts  per  square 
centimeter,  very  satisfactory  results  can 
be  obtained  and  at  the  same  time  the  danger 
of  facial  paralysis  reduced  to  a minimum. 
It  is  too  early  for  a meaningful  statistical 
analysis  of  the  results,  but  the  definite  im- 
pression is  gained  that  the  results  are  better 
than  those  with  the  original  Federici  trans- 
ducer. However,  we  still  could  not  find 
convincing  evidence  of  the  beneficial  effect 
of  the  irradiation  on  the  hearing  that 
several  authors  noted.  We  still  think  that, 
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at  least  in  the  patients  under  our  observa- 
tion, neither  the  improvement  nor  the 
deterioration  in  hearing  exceeds  the  fluctu- 
ation frequently  noted  in  Meniere’s  disease. 

Labyrinthectomy.  Among  the  methods 
which  aim  at  complete  destruction  of  the 
labyrinthine  function  the  two  most  com- 
monly used  at  present  are  the  transmastoidal 
labyrinthectomy  of  Cawthorne13  and  the 
transmeatal  or  transtympanic  labyrinthec- 
tomy first  advocated  by  Lempert53  and  later 
somewhat  modified  by  Cawthorne54  55  and  by 
Schuknecht.56  57  In  the  transmastoidal  ap- 
proach the  prominence  of  the  lateral  semicir- 
cular canal  is  exposed  and  a window  made  into 
its  ampullated  end.  The  membranous  canal 
is  pulled  out  and  the  opening  in  the  canal 
closed  with  bone  chips.  In  the  transmeatal 
approach  a posterior  tympanomeatal  flap  is 
elevated  and  folded  forward  as  in  a stapes  op- 
eration; the  stapes  is  exposed  and  extracted, 
the  round  window  membrane  perforated,  and 
the  contents  of  the  vestibule  destroyed  and 
aspirated.  The  vestibule  is  then  filled  with 
Gelfoam  and  bone  chips,  or  the  stapes  is  put 
back  into  its  original  position  to  get  a 
sufficiently  tight  seal  against  the  escape  of 
perilymph.13 

Unexpected  results  were  reported  by 
Moore  and  Cornish,58  who  used  a modifica- 
tion of  the  transmastoidal  approach  in  8 
patients.  After  removal  of  the  stapes  the 
vestibule  was  suctioned,  the  utricular  rem- 
nants curetted,  and  then  the  ossicular  chain 
reconstructed  by  replacing  the  stapes  over  a 
vein  graft  or  by  using  a polyethylene 
tube  over  a vein  graft.  A surprising  degree 
of  residual  hearing  remained  in  some  of  the 
patients  despite  the  fact  that  the  vertigo 
was  arrested.  The  patients  were  observed 
over  periods  up  to  eight  months. 

In  using  the  transmastoidal  approach  I 
have  found  it  helpful  to  make  a wide  opening 
into  the  ampullated  end  of  the  lateral  canal, 
pull  out  as  much  of  the  membranous  canal 
as  possible,  and  aspirate  the  contents  of  the 
vestibule  under  the  operating  microscope. 
Afterwards,  the  vestibule  is  completely  filled 
with  small  bone  chips  to  stimulate  bone 
formation  within  the  labyrinthine  cavities 
which  eventually  will  lead  to  a complete 
destruction  of  all  the  vestibular  nerve  end- 
ings. In  this  way  the  more  extensive  inter- 
ventions on  the  labyrinth  advocated  by  in- 
vestigators in  the  past  and  more  recently 
by  Lindsay  and  Siedentop.59  Armstrong,60 


and  Kluyskens61  have  become  unnecessary. 

Other  methods.  Electrocoagulation  of 
the  labyrinthine  contents  after  creation  of  a 
window  in  the  lateral  semicircular  canal  via 
the  transmastoidal  approach,  with  intro- 
duction of  a fine  electrode  into  the  vestibule, 
was  first  suggested  by  Day62-63  in  the  hope 
of  preserving  useful  hearing  in  the  ear 
operated  on.  However,  since  this  aim  could 
not  be  achieved,  the  method,  which  for  a 
time  had  been  in  wide  use,  now  has  almost 
been  given  up.  The  vertiginous  attacks 
are  eliminated,  but  the  hearing  is  lost.  The 
tinnitus  disappears  in  only  less  than  one 
half  of  the  patients,  but  it  usually  beomes 
continuously  high  pitched  and,  as  a rule, 
not  too  annoying  for  the  patient. 

Among  the  interventions  in  the  middle  ear, 
cutting  of  the  chorda  tympani  alone  or  to- 
gether with  removal  of  the  tympanic  plexus,64 
in  the  patients  operated  on  or  observed  by 
the  author,  has  not  been  found  to  be  perma- 
nently successful  and  has  now  been  practi- 
cally given  up. 

Decompression  of  the  pontocerebellar 
cistema  by  wide  exposure  of  the  dura  of 
the  posterior  fossa  through  the  mastoid  is 
recommended  by  Piquet  and  DeCroix,65 
but  it  is  hard  to  understand  how  such  a 
procedure  could  be  permanently  effective 
in  cases  of  true  Meniere’s  disease. 

Cervical  sympathectomy  has  been  recom- 
mended as  a more  effective  treatment  of 
Meniere’s  disease  than  stellate  ganglion 
block  under  the  assumption  that  an  auto- 
nomic imbalance  resulting  in  paroxysmal 
labyrinthine  vascular  insufficiency  is  the 
cause  of  the  disease.  Cervical  sympathec- 
tomy is  an  attempt  to  eliminate  or  prevent  the 
underlying  vasomotor  disorder.66-69  Some 
resect  the  second  and  third  thoracic  ganglion 
only;  others  also  resect  the  stellate  ganglion. 
Golding- Wood6  9 uses  the  standard  anterior 
approach  and,  to  make  the  sympathetic  re- 
section as  complete  as  possible,  removes  the 
cervical  sympathetic  chain  from  above  the 
stellate  to  below  the  third  thoracic  ganglion. 
To  prevent  a subsequent  involvement  of  the 
other  ear,  he  routinely  does  a bilateral  sym- 
pathectomy, a procedure  which  should  also 
overcome  any  neutralizing  effect  mediated 
through  the  circle  of  Willis.  Among  93 
patients  he  followed  for  upward  of  two  and 
one-half  years,  the  vertiginous  attacks  had 
completely  disappeared  in  60  per  cent  and 
were  greatly  improved  in  25  per  cent.  The 
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hearing  was  substantially  improved  in  23 
per  cent  and  slightly  improved  in  45  per 
cent  of  the  patients.  The  tinnitus  was  re- 
lieved in  28  per  cent  and  reduced  in  35  per 
cent  of  the  patients.  The  results  of  Passe6 
in  91  patients  and  of  Lewis67  in  29  patients 
are  comparable. 

In  contrast  to  these  encouraging  results, 
among  9 patients  operated  on  by  Strong,70 
the  operation  was  permanently  successful  in 
only  1;  in  4 it  was  an  outright  failure,  and 
4 others  continued  to  have  minor  attacks  or 
still  needed  medication.  Among  5 patients 
operated  on  by  Meurman, 23  2 operations  were 
outright  failures,  2 were  partial  failures,  and 
only  1 was  a complete  success. 

Intracranial  complete  section  of  the  eighth 
nerve  fortunately  has  been  given  up,  because 
its  results  are  not  better,  not  even  in  terms 
of  eliminating  the  tinnitus,  than  are  the 
results  of  the  much  less  formidable  destruc- 
tive labyrinthine  operations.  Intracranial 
differential  section  of  the  vestibular  portion 
of  the  eighth  nerve71  preserves  in  the  great 
majority  of  cases  hearing  at  least  for  pure 
tones  but  is  technically  difficult. 

Exposure  of  the  internal  auditory  meatus 
through  a middle  fossa  approach  has  re- 
cently been  described  by  House.72  This 
procedure  permits  cutting  of  the  branches 
of  the  vestibular  nerve  within  the  internal 
auditory  meatus.  According  to  House,  the 
approach  is  particularly  useful  in  patients 
in  whom  the  diagnosis  of  Meniere’s  disease 
is  not  absolutely  certain  and  in  whom  the 
possibility  of  a small  acoustic  neurinoma 
exists,  which,  if  present,  could  be  removed. 
The  middle  fossa  approach  would  also  be 
preferable  to  the  standard  suboccipital 
approach  for  sectioning  of  the  internal 
auditory  artery,  a procedure  which,  ac- 
cording to  Anastasio,73  eliminated  vertigo 
in  5 of  6 patients  and  improved  the  hearing 
in  4. 

Evaluation  of  surgical  procedures 

If  one  tries  to  evaluate  the  surgical  proce- 
dures devised  for  the  treatment  of  Meniere’s 
disease  one  must  keep  in  mind  that  not  all 
of  them  are  suitable  for  all  types  of  patients. 
Different  operations  will  be  advisable  for 
patients  with  involvement  of  one  or  of  both 
ears  and  for  patients  with  and  without  useful 
hearing  in  the  diseased  ear. 

The  decision  whether  or  not  in  a given  pa- 


tient useful  hearing  is  present  is  not  always 
easy  because  of  the  characteristic  fluctua- 
tions not  only  of  the  hearing  for  pure  tones 
but  also  of  speech  discrimination.  How- 
ever, if  the  hearing  for  pure  tones  in  the  in- 
terval periods  between  the  attacks  has  for 
several  years  shown  a loss  of  50  to  60  deci- 
bels or  more,  and  if  the  speech  discrimina- 
tion has  during  the  same  period  of  time  re- 
mained poor,  the  usefulness  of  the  hearing  in 
the  diseased  ear  for  the  patient  has  become 
very  questionable.  Destructive  surgical 
procedures  should  be  considered  in  such 
patients  and  will  be  very  satisfactory,  pro- 
vided the  diagnosis  was  correct  and  the 
other  ear  had  remained  uninvolved  for  a 
period  of  at  least  two  to  three  years.  Trans- 
mastoidal  or  transtympanic  labyrinthectomy 
are  the  methods  of  choice  in  these  cases 
and  are  equally  effective.  Intracranial  sec- 
tion of  the  eighth  nerve  is  a much  more  ex- 
tensive procedure  and  has  no  advantages 
whatsoever  as  compared  with  the  much 
simpler  labyrinthectomy. 

In  patients  with  useful  hearing  in  the  dis- 
eased ear,  ultrasonic  destruction  of  the  ves- 
tibular portion  of  the  labyrinth  has  been  used 
in  the  greatest  number  of  cases  and  has 
given  the  best  long-range  results.  Improved 
generators  and  increasing  experience  have  re- 
duced the  danger  of  additional  hearing  loss 
and  make  it  feasible  to  operate  even  in 
early  stages  of  the  disease.  At  the  same 
time,  the  incidence  of  facial  paralysis  has 
been  greatly  reduced. 

Portmann’s9-11  method  of  draining  the 
endolymphatic  sac  into  the  mastoid  cavity 
has  been  a failure  in  our  hands.  Only  time 
will  tell  whether  or  not  drainage  of  the  sac 
into  the  subarachnoid  space,  as  described 
by  Yamakawa  and  Naito18  and  by  House19 
can  equal  or  even  surpass  the  results  achieved 
with  the  new  improved  ultrasonic  trans- 
ducers. House’s  method  seems  promising. 
However,  as  he  himself  points  out,  a 
larger  number  of  patients  and  a longer 
follow-up  period  will  be  required  to  find 
out  if  the  aim  of  a permanent  drainage  of 
the  endolymph  into  the  subarachnoid  space 
has  actually  been  accomplished  and  if  such 
a drainage  is  a permanently  effective  treat- 
ment of  the  disease. 

Intracranial  differential  section  of  the 
vestibular  portion  of  the  eighth  nerve,  even 
if  successful,  does  not  have  any  advantages 
over  irradiation  with  ultrasound.  Although 
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it  preserves  the  hearing  for  pure  tones  in  a 
large  percentage  of  patients,  it  is  pointed  out 
correctly  by  Schuknecht8  that  “preservation 
of  pure  tone  auditory  threshold  may  not 
represent  the  preservation  of  usable  hearing, 
for  75  per  cent  of  the  cochlear  nerve  fibers 
can  be  cut  without  creating  a pure-tone 
threshold  loss.  There  is  good  evidence  for 
suspecting  that  ears  with  a loss  of  neurone 
population  suffer  from  a severe  loss  of  audi- 
tory discrimination.”  Unfortunately,  there 
are  no  proper  follow-up  data  with  pre-  and 
postoperative  discrimination  scores  available 
on  patients  treated  by  differential  section  of 
the  eighth  nerve. 

Cutting  of  the  branches  of  the  vestibular 
nerve  or  possibly  of  the  internal  auditory 
artery  within  the  internal  auditory  meatus 
are  methods  too  difficult  to  win  general 
acceptance  and  do  not  offer  enough  advan- 
tages over  ultrasound  irradiation. 

Operations  on  the  sympathetic  nervous 
system  have,  up  to  the  present  time,  not 
found  much  acceptance  in  this  country  and 
are  difficult  to  evaluate  because  of  the 
author’s  lack  of  personal  experience  with 
them.  The  most  commonly  stated  objec- 
tion to  this  type  of  operation  is  that  its 
beneficial  results  are  often  only  transitory. T 4 
Even  if  they  were  permanent,  they  would  at 
best  be  just  as  good  but  not  better  than  those 
achieved  with  ultrasonic  labyrinthectomy. 

Fenestration  of  the  lateral  semicircular 
canal  or  drainage  of  the  membranous  lateral 
canal  into  the  perilymphatic  space  are  defi- 
nitely inferior  to  ultrasound  irradiation  in 
terms  of  preserving  hearing. 

Fistulization  of  the  stapedial  footplate  with 
puncture  of  the  saccule  is  based  on  question- 
able assumptions  and  still  needs  confirmation 
of  the  favorable  results  reported  by  the 
originator  of  this  method.  The  same  is  true 
of  the  destruction  of  the  vestibular  contents, 
with  subsequent  reconstruction  of  the  ossic- 
ular chain. 

In  patients  with  involvement  of  both  ears, 
the  decision  on  which  ear  to  operate  is  some- 
times very  difficult  because  one  labyrinth 
might  be  active  at  one  time  and  the  other 
labyrinth  at  another  time.  Occasionally,  it 
becomes  necessary  to  operate  on  both 
labyrinths  in  two  successive  operations.  In 
patients  with  very  much  depressed  hearing 
the  danger  of  an  increased  postoperative 
hearing  loss  is  greater  than  in  those  with 
relatively  good  hearing.  Therefore,  if  the 


wrong  ear  is  chosen  for  operation,  there 
might  be  a further  loss  of  hearing  but  a 
continuation  of  the  vertiginous  attacks.  In 
this  group  of  patients,  bilateral  sympa- 
thectomy could  be  considered,  in  spite  of  its 
supposed  shortcomings,75  or  in  patients  below 
fifty  years  of  age,  medical  treatment  with 
intramuscular  injections  of  streptomycin 
may  be  undertaken,  provided,  of  course,  that 
the  kidney  function  is  absolutely  nor- 
mal. 56> 76  _7 9 The  dosage  which  we  have  found 
most  useful  is  1 Gm.  three  times  a day  for  a 
period  of  three  to  four  weeks.  The  treat- 
ment is  terminated  as  soon  as  the  reaction 
to  water  of  30  C.  on  Hallpike  calorics  has 
disappeared.  In  this  way,  by  interrupting 
the  treatment  before  the  vestibular  function 
is  completely  destroyed,  the  patient  can  be 
relieved  of  his  vertiginous  attacks,  and  at  the 
same  time  the  prolonged  ataxia  which  follows 
the  treatment  when  the  vestibular  function 
has  been  completely  destroyed  can  be 
avoided  or  at  least  shortened. 

Summary 

Surgical  treatment  for  Meniere’s  disease 
should  be  considered  only  after  medical 
treatment  has  failed. 

Different  operations  will  be  indicated  in 
patients  with  involvement  of  one  or  of  both 
ears  and  in  patients  with  or  without  useful 
hearing  in  the  diseased  ear. 

In  patients  with  unilateral  disease  and 
without  useful  hearing,  transmastoidal  or 
transtympanic  labyrinthectomy  are  equally 
effective.  Intracranial  division  of  the  eighth 
nerve  has  no  advantage  whatsoever  over  the 
much  simpler  methods  of  surgical  destruc- 
tion of  the  labyrinth. 

In  patients  with  useful  hearing  in  the 
diseased  ear,  ultrasonic  destruction  of  the 
vestibular  portion  of  the  labyrinth  has  be- 
come the  method  of  choice,  particularly  since 
the  danger  of  additional  hearing  loss  and  of 
facial  paralysis  has  been  greatly  reduced  with 
the  use  of  new,  improved  transducers. 

The  value  of  differential  section  of  the 
vestibular  portion  of  the  eighth  nerve  is 
questionable.  Only  time  will  tell  if  the  new 
modifications  of  the  drainage  of  the  endolym- 
phatic sac  can  equal  or  surpass  the  results 
achieved  with  ultrasonic  irradiation.  The 
same  seems  to  be  true  of  the  operations  on 
the  sympathetic  nervous  system. 

In  patients  with  involvement  of  both  ears. 
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bilateral  3ympathectomy  or,  preferably, 
parenteral  streptomycin  treatment  could  be 
considered,  since  ultrasonic  irradiation  is 
often  less  successful  in  these  patients. 

10  East  85th  Street 
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Smoking  and 
multiple  sclerosis 


In  considering  research  on  the  etiology  of 
multiple  sclerosis,  an  article  in  the  Bulletin  of  the 
Los  Angeles  Neurological  Society  suggests  that 
some  attention  be  directed  at  the  general  circu- 
lation as  a possible  source  of  information  in  the 
search  for  causative  factors.  The  suggestion  is 
made  in  the  light  of  a certain  amount  of  evidence 
that  at  times  of  acute  exacerbations  there  may 
be  an  increased  sensitivity  of  the  cerebral  vascu- 
lature to  a vasoconstricting  substance  such  as 
nicotine. 
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From  interviews  and  correspondence  with 
multiple  sclerosis  patients  it  appears  that  during 
acute  exacerbations  many  patients  are  unusually 
sensitive  to  the  central  effects  of  smoking.  Dur- 
ing or  shortly  after  the  smoking  of  a single 
cigaret,  patients  reported  an  accentuation  of 
cerebral  symptoms,  including  mental  confusion, 
blurred  or  double  vision,  vertigo  or  ataxia  or 
both,  paresthesias,  motor  weakness,  lassitude, 
and  fatigue. 

In  addition  to  suggesting  an  increased  sensi- 
tivity of  the  cerebral  circulation,  this  also 
strengthens  the  supposition  that  a vascular 
basis  for  the  formation  of  plaques  of  multiple 
sclerosis  is  also  possible.  All  of  these  persons 
were  habituated  to  smoking  and  had  not  been 
troubled  prior  to  the  exacerbation  of  the  disease. 
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T he  clinical  concept  of  prediabetes  rep- 
resents the  culmination  of  recent  progress  in 
elucidating  the  mysteries  of  diabetes,  en- 
compassing the  results  of  the  major  research 
advances  in  the  laboratory  and  clinical 
medicine.  To  better  understand  and  appre- 
ciate this  concept,  a consideration  of  the 
evolving  interpretations  of  diabetes  is  en- 
lightening. For  many  years  there  was  a 
preoccupation  with  the  carbohydrate  meta- 
bolic abnormality  of  diabetes  and  its  direct 
consequences.  Indeed,  it  was  considered  to 
be  the  sole  basic  feature  of  the  disease,  and 
all  clinical  and  research  activities  were  di- 
rected to  this  monolithic  theory.  This  is 
readily  understandable  in  the  light  of  the 
status  of  diabetes  prior  to  the  discovery  of 
insulin.  The  distressingly  high  mortality 
of  childhood  diabetic  patients  made  this  a 
dreaded  disease.  Most  of  the  young  victims 
succumbed  in  diabetic  coma;  others  were 
forced  to  contend  with  a sharply  delimited 
life  span  characterized  by  privation  and 
semistarvation,  accompanying  physical  dis- 
ability, and  susceptibility  to  infection.  Fer- 
tility was  markedly  diminished;  when  the 
rare  pregnancy  did  take  place,  the  mortality 
was  overwhelming  for  both  mother  and  off- 
spring. 

The  discovery  of  insulin  by  Banting  and 


Best  led  to  a dramatic  reversal  of  this  dismal 
picture.  By  virtue  of  the  ability  to  control 
the  carbohydrate  abnormalities  appropri- 
ately, diabetes  is  no  longer  a debilitating, 
fatal  disease.  The  life  span  has  been  pro- 
longed remarkably,  and  most  diabetic  per- 
sons now  may  lead  a relatively  normal  exist- 
ence. Death  from  coma  has  become  infre- 
quent and  is  essentially  an  inexcusable 
event.  Infections,  including  tuberculosis, 
have  been  reduced  sharply,  and  when  they 
do  occur  are  more  readily  amenable  to  ther- 
apy. Pregnancy  is  now  so  commonplace 
that  all  large  hospitals  find  it  necessary  to 
maintain  a diabetic  pregnancy  clinic. 

At  this  juncture  it  appeared  that  all  the 
difficulties  associated  with  diabetes  were 
solved.  However,  although  entirely  cogni- 
zant of  the  miraculous  changes  wrought  by 
the  introduction  of  insulin,  it  became  in- 
creasingly apparent  that  many  unresolved 
problems  still  remained.  For  example,  in- 
sulin is  neither  a cure  nor  a preventive  of  the 
disease.  Significantly,  many  of  the  com- 
plications historically  associated  with  dia- 
betes are  still  far  too  prevalent  and  continue 
to  plague  the  diabetic  patient. 

A more  recent  therapeutic  development 
has  been  the  introduction  of  oral  hypoglyce- 
mic agents.  For  those  persons  with  diabetes 
who  react  favorably  to  these  drugs,  life  has 
indeed  become  more  simple.  It  has  elimi- 
nated the  need  for  injections  in  this  group, 
simplified  travel,  and  facilitated  over-all 
diabetic  care.  These  drugs,  however,  have 
inherent,  stringent  limitations  and  defi- 
ciencies. Not  only  is  their  effectiveness 
confined  to  a group  of  diabetic  patients,  but 
also  they  are  relatively  therapeutically  im- 
potent in  acute  stressful  situations,  such  as 
surgery,  severe  infections,  trauma,  and  so 
forth.  Furthermore,  they,  like  insulin,  are 
neither  a cure  nor  a preventive  for  diabetes, 
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nor  do  they  have  any  beneficial  effect  on  the 
complications  of  diabetes. 

Hence,  despite  the  many  basic  advances 
in  diabetes,  the  ability  to  cure  or  prevent  the 
disease  or  to  forestall  complications  is  still 
entirely  lacking.  So  that  further  progress 
could  be  achieved  and  this  impasse  bridged, 
it  became  necessary  to  re-evaluate  and  reas- 
sess available  information. 

The  first  consideration  involved  the  he- 
reditary aspects  of  diabetes.  It  has  been 
established  that  diabetes  is  hereditary,  that 
is,  one  is  born  with  the  tendency  to  develop 
the  disease.  This  failed  to  explain  some 
curious  phenomena:  Why  is  there  such  a 

disparity  in  the  age  at  which  clinical  symp- 
toms develop?  Why  is  there  such  a range 
in  the  degree  of  severity  among  diabetic 
patients?  Why  are  complications  so  un- 
predictable and  so  varying  from  patient  to 
patient? 

Second,  clinical  observations  posed  other 
questions.  With  the  ability  to  control  the 
hyperglycemia  and  glycosuria  and  the  spe- 
cific complications  resulting  from  their  lack  of 
control,  other  aspects  of  diabetes  came  into 
sharper  focus  and,  with  this,  the  awareness 
that  they  may  not  necessarily  be  dependent 
entirely  on  carbohydrate  abnormality.  The 
first  area  in  which  this  came  to  be  appreci- 
ated was  pregnancy.  It  was  observed  that 
in  the  mother  destined  to  develop  diabetes 
but  in  whom  the  actual  overt  clinical  dia- 
betes would  not  develop  for  five,  ten,  fifteen, 
at  times  even  twenty  years,  the  identical 
complications  of  diabetic  pregnancy  oc- 
curred, not  only  in  the  same  degree  of  sever- 
ity, but  also  in  the  same  degree  of  fre- 
quency.1 This  includes  stillbirths,  gigan- 
tism, neonatal  fatalities,  hypertrophy  of  the 
islets  of  Langerhans,  and  so  forth.  Such 
experience  with  pregnancy,  namely  that  the 
complications  could  occur  independent  of  or 
prior  to  the  onset  of  overt  carbohydrate 
metabolic  disorder,  soon  extended  to  all  the 
other  complications  of  diabetes.2  These 
include  pathologic  conditions  not  only 
known  to  be  specific  for  diabetes  but  also 
directly  or  indirectly  related  to  the  presence 
of  the  disease.  These  lesions  are  suspected 
by  the  presence  of  recognizable  clinical 
features  compatible  with  diabetes,  the  sus- 
picion enhanced  by  the  presence  of  family 
history,  established  by  an  abnormal  glucose 
tolerance  test,  and  wholly  confirmed  by  the 
eventual  development  of  diabetes.  By  defi- 


nition, fasting  blood  sugar  is  without  value 
in  this  category,  and,  indeed,  because  it  is 
normal  may  be  misleading  by  suggesting  the 
absence  of  diabetes. 

Diabetic  complications 

The  following  is  a list  of  diabetic  complica- 
tions that  have  been  thoroughly  documented 
as  occurring  prior  to  any  manifest  disorder  of 
carbohydrate  metabolism;  clearly  they  in- 
clude the  gamut  of  recognized  and  associated 
diabetic  pathologic  conditions. 

Eye.  Retinopathy,3  cataracts,  glau- 
coma,4 and  extraocular  muscle  palsies.5 

Kidney.  Kimmelsteil-Wilson  lesion  of 
nodular  glomerulosclerosis,6  basement  mem- 
brane changes,7  and  renal  medullary  necro- 
sis.8 

Pregnancy.  Intrauterine  fetal  deaths,9 
neonatal  deaths,10  gigantism,11  spontaneous 
abortion,12  hypertrophy  of  islets  of  Langer- 
hans,13 hypertrophy  of  adrenal  glands,14  ex- 
tramedullary erythropoieses,  congenital  ab- 
normalities,1 and  cardiac  hypertrophy.15 

Neuropathy.  Peripheral  neuropathy,16 
neurogenic  vesical  dysfunction,17  diabetic 
diarrhea,18  neurotrophic  arthropathy,19’20 
impotence,21  and  loss  of  ankle  jerks.22 

Skin.  Necrobiosis  lipoidica  diabeti- 
corum.23 

Vascular.  Peripheral  vascular  disease,24 
abnormal  arterial  pulse  waves,25  and  coro- 
nary artery  disease.2 

In  these  instances  the  complications  are 
the  initial  clinical  manifestations  of  diabetes. 
This  affords  a golden  opportunity  for  the 
clinician  to  diagnose  the  presence  of  diabetes 
before  there  are  any  overt  manifestations 
of  carbohydrate  metabolic  abnormality. 
There  are  several  important  implications 
and  conclusions  to  be  drawn:  Diabetes  may 

no  longer  be  equated  only  with  hypergly- 
cemia and  glycosuria;  diabetes  is  a gen- 
eral, complex,  fundamental,  multifaceted 
disease  process  with  its  many  separate  fea- 
tures related  to  each  other  in  some  as  yet 
undefined  way;  since  all  diabetic  manifes- 
tations do  not  necessarily  depend  on  the 
presence  of  prolonged  hyperglycemia  and 
glycosuria,  the  indication  is  that  they  are 
not  complications  but  concomitants  and 
that  they  are  integral  basic  components  of 
the  syndrome  of  diabetes  mellitus;  and 
that  metabolic  and  structural  changes  exist 
in  the  preglycosuric  phase  of  diabetes.2 
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All  these  factors  support  the  thesis  that 
diabetes  is  more  than  insulin  deficiency  and 
pose  the  possibility  of  extrapancreatic  factors 
in  an  etiologic  role  in  diabetes.  Other  older 
evidence  negating  the  hypothesis  that  dia- 
betes is  simply  incompetent  islet  cell  ac- 
tivity include26:  (1)  Of  all  diabetic  patients 

who  come  to  autopsy,  fully  25  per  cent 
show  no  discernible  change  in  the  islets  of 
the  pancreas;  indeed,  the  renal  lesion  of 
nodular  glomerulosclerosis  is  a more  specific 
anatomic  lesion  for  diabetes  than  hyaliniza- 
tion  of  the  islets  of  Langerhans;  (2)  follow- 
ing complete  pancreatectomy,  rarely  does 
the  patient  require  more  than  40  units  of 
insulin,  and  he  is  more  sensitive  to  insulin 
than  one  with  spontaneous  diabetes;  (3) 
there  is  frequently  an  increased  demand  for 
insulin  in  the  diabetic  patient  during  infec- 
tion; and  (4)  already  demonstrated  extra- 
pancreatic factors  in  carbohydrate  metab- 
olism include  the  effect  of  the  removal  of  the 
hypophysis27  and  of  the  adrenal  glands.28 

Prediabetes 

The  previously  discussed  arguments  have 
led  to  the  fundamental  concept  of  predi- 
abetes. Prediabetes  may  be  defined  as 
that  period  in  the  life  of  the  diabetic  person 
that  begins  from  the  day  he  is  born  until 
the  day  diabetes  is  discovered.  This  is 
not  a dormant  period.  On  the  contrary,  as 
will  be  detailed,  this  is  an  active  dynamic 
phase  when  many  metabolic  and  structural 
changes  are  taking  place,  providing  the 
nidus  for  microangiopathy  and  neuropathy 
and  becoming  visible  only  after  the  passage 
of  a varying  period  of  time.  In  other  words, 
the  change  in  carbohydrate  metabolism 
need  not  necessarily  be,  and  ordinarily  is 
not  the  first  sign  of  diabetes;  the  predia- 
betic patient  is  capable  of  maintaining  a 
normal  carbohydrate  status  for  many  years. 

To  pursue  this  concept  further,  the  ability 
to  recognize  the  prediabetic  person  be- 
comes paramount.  How  does  one  recog- 
nize the  prediabetic  patient?  Since  diabetes 
is  hereditary,  and  therefore  familial,  an 
investigation  of  members  of  families  of 
known  diabetic  persons  would  result  in  the 
detection  of  many  unknown  cases  of  dia- 
betes. Because  of  the  known  increased 
frequency  of  stillbirths  and  very  large 
babies  in  mothers  predestined  to  develop 
diabetes,  investigation  of  such  mothers 


would  bring  to  light  many  more.  Further, 
as  is  well  known  clinically,  the  presence  of 
obesity  in  both  of  these  categories  would 
yield  a still  higher  percentage.  As  pre- 
dictable, the  glucose  tolerance  test  has 
yielded  many  unknown  diabetic  cases. 
The  increased  sensitivity  of  the  cortisone 
glucose  tolerance  test  has  been  an  additional 
aid  in  uncovering  latent  and  potential 
diabetic  cases,29  although  its  reliability  in 
people  over  the  age  of  forty-five  has  been 
seriously  questioned.30 

The  important  point  to  be  stressed,  how- 
ever, is  that  these  aids  to  detection  are  still 
concerned  solely  with  abnormality  of  sugar 
metabolism.  To  repeat:  When  an  ab- 

normality of  carbohydrate  metabolism  is 
demonstrable,  the  patient  is  no  longer 
prediabetic.  It  is  imperative,  therefore, 
that  to  detect  the  prediabetic  person,  pa- 
rameters other  than  carbohydrate  disorder 
be  evolved  that  will  lead  to  his  early  dis- 
covery. At  the  present  time  no  char- 
acteristic deviation  from  normal  is  known 
in  the  prediabetic  state.  Hence,  this  di- 
agnosis can  be  made  with  certainty  only  in 
retrospect.  Fortunately,  a prospective  di- 
agnosis can  be  made  with  a high  degree  of 
probability  on  genetic  grounds.  As  re- 
viewed by  Steinberg,31  susceptibility  to 
diabetes  is  likely  to  be  associated  with  a 
recessive  gene.  Children  of  both  a diabetic 
father  and  diabetic  mother  must  be  con- 
sidered homozygous  for  the  diabetic  gene, 
that  is,  potential  diabetic  or  prediabetic 
persons. 

The  most  obvious  prediabetic  candidate 
would  then  be  offspring  of  parents  who  both 
have  diabetes.  Such  offspring  have  a 100 
per  cent  potential  of  developing  diabetes 
should  they  survive  the  necessary  develop- 
mental period.  Also,  if  one  member  of  a 
set  of  identical  twins  develops  diabetes, 
then  it  is  certain  that  eventually  the  other 
will,  and  so  he  becomes  prediabetic.  These 
established  categories  of  prediabetic  in- 
dividuals have  been  the  source  material 
for  the  research  endeavors  and  achieve- 
ments. 


Metabolic  and  structural 
alterations  in  prediabetes 

The  results  of  the  exciting  investigations 
conducted  with  this  group  of  prediabetic 
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patients  may  be  considered  under  two 
headings,  metabolic  and  structural. 

Metabolic.  Metabolic  alterations  in- 
clude the  following: 

Insulin  levels.  Measurements  of  fasting 
serum  insulin-like  activity  by  Steinke  et 
al ,32  have  demonstrated  a definite  and  con- 
siderable increase  in  the  juvenile  predi- 
abetic patient.  They  also  found  that  pre- 
viously unknown,  untreated,  severely  ke- 
totic, juvenile  diabetic  persons  demonstrated 
elevation  of  the  serum  insulin-like  activity.33 
Comparable  findings  in  adult  diabetic  pa- 
tients have  been  supplied  by  Beigelman 
and  Tranquada34  who  demonstrated  normal 
or  elevated  fasting  levels  of  serum  insulin- 
like activity  in  nontreated,  nonketotic 
adult-onset  diabetes.  Patients  whose  di- 
abetes begins  in  maturity  have  higher  levels 
of  serum  insulin  one  to  two  hours  after  oral 
glucose  loading  than  the  normal  subject  as 
measured  by  Yalow  and  Berson.35  All 
these  studies  indicate  the  presence  of  in- 
creased serum  insulin  activity  in  predia- 
betes, in  juvenile  diabetes  at  onset,  and  in 
maturity-onset  diabetes. 

Insulin  antagonists.  In  the  presence  of 
increased  insulin  activity  in  the  serum,  how 
does  one  explain  the  onset  of  diabetes? 
How  does  one  explain  the  absence  of  insulin 
hypoglycemia?  The  answer  has  been  at 
least  partially  supplied  by  the  demonstra- 
tion of  insulin  antagonists  in  the  serum. 
These  antagonists  presumably  interfere  with 
the  normal  physiologic  functioning  of  in- 
sulin. Vallance-Owen36  has  demonstrated 
a factor  antagonistic  to  insulin.  This 
antagonist  is  closely  associated  with  the 
albumin  moiety  of  the  serum  proteins  but 
is  not  albumin  itself  and  hence  is  called 
synalbumin.37  It  is  present  in  excessive 
quantity  in  diabetic  persons,  whether  they 
require  insulin  or  are  obese.  Of  specific 
significance  to  this  argument  is  the  fact  that 
albumin  prepared  from  serum  of  prediabetic 
individuals  reveals  this  antagonism  of  the 
same  order  as  that  achieved  by  albumin 
from  insulin-requiring  diabetic  patients.38 
Antoniades,  Gundersen,  and  Pyle39  have 
pursued  this  problem  from  a somewhat 
different  aspect.  They  demonstrated  that 
newly  produced  insulin  on  entering  the 
blood  stream  becomes  bound  to  protein, 
resulting  in  a physiologically  inactive  com- 
pound. In  the  presence  of  an  appropriate 
stimulus,  for  example,  elevation  of  blood 


glucose,  the  insulin  is  liberated  and  be- 
comes an  active  biologic  agent.  In  this 
view  the  antagonists  are  operative  by  im- 
pairing the  disassociation  of  insulin  from 
this  combination  even  in  the  presence  of 
glucose  challenge.  In  effect,  in  response  to 
increased  blood  sugar  in  the  nondiabetic 
person,  the  insulin  binding  is  rapidly  dis- 
solved; in  the  diabetic  patient  increasing 
the  blood  sugar  does  not  unbind  its  complex 
insulin  with  the  same  alacrity,  and  there- 
fore functioning  insulin  is  less  readily 
available.  The  balance  between  the  bio- 
logically active  and  inactive  form  of  cir- 
culating insulin  is  not  a purely  physio- 
chemical  equilibrium  but  depends  on  the 
metabolic  state  of  the  individual.  These 
conditions  obtain  to  the  same  degree  in 
the  newly  discovered  noninsulin-dependent 
adult-onset  diabetes.40  The  demonstration 
of  “atypical”  and  “typical”  insulin41  sug- 
gests additional  evidence  in  the  category 
of  limitations  on  insulin  reactivity. 

The  relationship  of  synalbumin  to  the 
pituitary- adrenal  system  is  controversial.42 
The  relationship  of  all  antagonists  and 
bindings,  if  any,  to  anterior  pituitary  growth 
hormone,  is  still  unresolved.  Equally  un- 
resolved, but  strongly  suspected,  is  the 
relationship  of  growth  hormone  to  the  on- 
set and  course  of  diabetes.  It  is  of  par- 
ticular interest,  therefore,  that  Unger43 
has  demonstrated  that  the  stress  of  a glucose 
load  in  the  prediabetic  patient  results  in  a 
sharp  increase  (more  than  twofold)  in 
circulating  growth  hormone  concentration 
as  compared  with  the  control  subjects. 

Whether  these  factors  act  individually 
or  function  interdependently  and  whether 
or  not  there  are  many  other  undiscovered 
factors  is  unknown.  Nevertheless,  the  pres- 
ence of  insulin  antagonists  helps  rationalize 
some  of  the  problems  of  prediabetes.  The 
prediabetic  phase  may  be  envisioned  as  a 
continuing  battle  between  the  anti-insulin 
factors  and  the  ability  of  the  islets  of 
Langerhans  of  the  pancreas  to  generate 
increasing  amounts  of  insulin.  It  is  the 
stage  of  resistance  to  the  breakdown  of  car- 
bohydrate metabolism.  Only  when  the 
pancreas  develops  “battle  fatigue”  and  the 
anti-insulin  factors  become  victorious  does 
clinical  diabetes  ensue.  On  this  basis,  the 
age  at  which  diabetes  becomes  manifest 
and  its  severity  is  determined  by  the  degree 
of  antagonism  and  the  resilience  of  the  pan- 
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creas  to  produce  sufficient  insulin  to  with- 
stand the  challenge.  The  balance  of  power 
in  the  struggle  can  be  affected  by  provocative 
environmental  factors,  such  as  trauma, 
surgery,  infection,  pregnancy,  or  emotional 
stress,  which  may  precipitate  latent  sus- 
ceptibility into  the  clinical  horizon.  It 
must  be  emphasized  that  the  detectable 
loss  of  carbohydrate  tolerance  by  standard 
means  represents  a late  stage  of  the  diabetes 
syndrome  and  actually  may  never  occur  in 
some  instances.  Diabetes,  then,  would 
emerge  as  a condition  present  from  birth 
associated  with  increased  insulin  antago- 
nism and  with  the  probable  potential  of 
impaired  glucose  tolerance;  the  latter  would 
be  of  relatively  late  occurrence. 

Obesity.  The  remarkable  frequency  of 
obesity  as  a forerunner  of  diabetes  in  the 
mature  individual  has  long  been  recognized. 
Continuing  studies  in  prediabetes  are  af- 
fording a more  incisive  understanding  of 
this  relationship. 

Since  glucose  cannot  be  used  by  most 
tissues  without  the  presence  of  insulin,  it 
may  be  categorically  stated  that  obesity 
is  impossible  in  the  absence  of  adequate 
tissue  concentrations  of  insulin.44  Of  spe- 
cial significance  therefore,  are  the  studies  of 
Karam,  Grodsky,  and  Forsham45  revealing 
abnormally  higher  levels  of  circulating 
insulin  in  obese  subjects  without  diabetes. 
The  implication  is  that  obese  subjects  are 
in  a “compensatory  phase”  of  insulin  re- 
sistance which  requires  the  secretion  of  an 
abnormal  amount  of  insulin  to  maintain 
normal  glucose  levels.46  Conversely,  meas- 
urement of  serum  insulin  levels  after  a 
glucose  test  dose  in  these  patients  may  be 
useful  in  detection  of  the  diabetic  trait 
before  the  development  of  frank  carbohy- 
drate intolerance.45 

Meanwhile,  a discrepancy  in  the  utiliza- 
tion of  glucose  has  been  established  be- 
tween the  rat  diaphragm  and  adipose  tis- 
sue. Although  in  the  rat  diaphragm  in- 
sulin may  be  entirely  ineffectual  because 
of  the  presence  of  circulating  antagonists, 
this  antagonism  does  not  alter  insulin  ac- 
tion on  adipose  tissue.42  Hence  the  con- 
version of  carbohydrate  to  fat  may  be 
unimpeded  under  such  circumstances. 

Consequently,  as  the  prediabetic  person 
produces  increasing  amounts  of  insulin  to 
neutralize  antagonists,  this  extra  insulin 
enhances  conversion  to  fat  by  unhampered 


adipose  tissue.  Evaluation  of  these  fac- 
tors has  led  to  the  supposition  that  obesity, 
which  hitherto  has  been  considered  a pre- 
disposing factor  in  diabetes,  is  actually 
part  of  the  prediabetic  picture,  that  is,  the 
obese  diabetic  patient  is  obese  because  he 
has  diabetes,  and  does  not  have  diabetes 
because  he  is  obese. 

Structural  alterations.  In  addition 
to  the  metabolic  changes  enumerated,  there 
have  been  definite,  demonstrable  structural 
changes  occurring  in  prediabetes.  These 
pathologic  findings  have  been  observed  in 
the  blood  vessels  of  the  renal  glomeruli, 
ear,  and  eye  long  before  there  is  clinically 
detectable  diabetes. 

Kidney.  With  the  introduction  of  elec- 
tron microscopy,  studies  of  the  basement 
membrane  of  the  renal  glomeruli  have  been 
accumulating  rapidly.  Observed  changes 
in  this  structure  indicate  that  they  are 
probably  the  initial  manifestations  of  renal 
involvement  in  diabetes.  Further,  these 
changes  may  occur  early  in  diabetes  and  in 
fact  may  precede  the  onset  of  clinically 
measurable  disturbances  of  carbohydrate 
metabohsm. 47-49  Striking  observations 
were  made  by  Rosenbaum,  Kattine,  and 
Gottsegen.50  They  not  only  found  lesions 
of  the  renal  glomeruli  in  young  diabetic 
children  but  also  found  comparable  lesions 
in  siblings  of  these  diabetic  children  even 
though  these  siblings  had  entirely  normal 
glucose  metabolism  by  all  available  measure- 
ments., They  concluded  that  glomerular 
abnormalities  form  an  early  and  integral 
part  of  the  diabetic  diathesis  and  may 
antedate  the  onset  of  clinical  manifesta- 
tions. 

Ear.  Camerini-Davalos  et  a/.,51  in  ear 
lobe  biopsies  from  prediabetic  patients,  have 
shown  electron  microscopic  changes  not 
present  in  normal  control  subjects.  The 
essential  recognizable  pathologic  changes 
consist  of  considerably  increased  density 
and  highly  irregular  margin  of  the  elastic 
tissue. 

Eye.  Retinopathy  has  been  observed  in 
the  Natal  Indians  not  only  preceding  the 
diabetic  symptoms  but  occasionally  even 
before  there  is  any  demonstrable  impairment 
of  glucose  tolerance.52 

Pulse  waves.  Lax  and  Feinberg53  have 
demonstrated  characteristic  alterations  of 
the  arterial  pulse  waves  not  only  in  diabetic 
patients  but  in  prediabetic  persons  as  well. 
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The  structural  changes  associated  with 
pregnancy  in  the  diabetic  patient  in  the 
prediabetic  phase  of  diabetes  already  have 
been  enumerated  in  this  report. 

Comment 

This  accumulating  evidence  documents 
the  concept  that  by  the  time  diabetes 
mellitus  becomes  evident,  the  vasculature 
has  already  suffered  an  insult  which  be- 
comes clinically  manifest  in  later  years.54 
This  provides  a ready  explanation  for, 
and  permits  understanding  of,  the  inability 
of  insulin  uniformly  to  prevent  diabetic 
complications.  It  thus  becomes  difficult  to 
impugn  insulin  as  the  sole  determining 
factor  in  the  pathogenesis  of  these  complica- 
tions since  they  may  have  their  inception 
prior  to  any  carbohydrate  abnormality. 
Further,  it  follows  that  although  therapy 
with  insulin  may  be  expected  to  correct 
primarily  the  carbohydrate  abnormality 
and  its  immediate  consequences,  it  should 
not  be  expected  to  correct  involvement  of 
blood  vessels,  nervous  system,  and  other 
aspects  of  the  total  diabetic  syndrome  which 
are  inferentially  at  least  partly  independent 
of  carbohydrate  metabolism  and  probably 
genetically  conditioned.2-55  By  the  same 
token,  rigid  control  of  hyperglycemia  and 
glycosuria  could  not  consistently  or  com- 
pletely correct  and/or  prevent  these  geneti- 
cally conditioned  involvements. 

The  alterations  in  the  prediabetic  state 
lead  to  the  possibility  that  the  complica- 
tions of  the  disease  and  the  disturbance  of  the 
carbohydrate  metabolism  may  be  related 
and  indeed  may  be  due  to  the  same  under- 
lying factor.  This  may  be  an  enzyme  or 
perhaps  even  another  hormone.  It  is  likely 
that  diabetic  manifestations  eventually  will 
be  classified  by  their  time  relationship  to  the 
detectable  presence  of  insulin  insufficiency 
and  by  their  genetic  background. 

Clues  to  the  recognition  of  the  prediabetic 
state  will  assume  additional  and  practical 
significance  of  the  greatest  proportion  when 
an  effective  method  of  prevention  is  dis- 
covered. The  pursuit  of  parameters  other 
than  carbohydrate  metabolism  to  detect 
the  diabetic  trait  earlier  becomes  an  essential 
feature  of  research  in  the  attempt  to  alter 
the  manifestations  of  diabetes.  This  direc- 
tion offers  an  optimistic  approach  to  the 
ultimate  cure  and  prevention  of  diabetes — 


the  next  logical  step  to  follow  the  discovery 
of  insulin. 

45  East  66th  Street 
New  York  10021 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Knickerbocker  Hospital 
New  York  City 

June  24,  1964 

Conducted  by  MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D. 

Discussed  by  BENJAMIN  E.  KRENTZ,  M.D.,  and 
JOHN  KWITTKEN,  M.D. 


Hepatomegaly,  Ascites,  and 
Reasonably  Normal  Liver 
Function  Test  Results 


Case  history 

Lawrence  R.  Tartow,  M.D.:  A fifty  - 
eight-year-old  white  male  was  admitted  to 
Knickerbocker  Hospital  on  April  10,  1964, 
because  of  abdominal  swelling  of  three  weeks 
duration  associated  with  anorexia  and 
weight  loss.  The  patient  was  a poor 
historian  and  tended  to  minimize  his 
symptoms. 

At  the  age  of  eleven  he  had  had  an  episode 
of  multiple  joint  pain  which  was  diagnosed  as 
“growing  pains.”  At  age  forty  he  was  told 
that  he  had  a large  liver;  this  finding  per- 
sisted to  the  time  of  admission,  but  he  was 
asymptomatic.  In  1947  he  began  having 
slight  dyspnea  on  exertion  which  was  not 
progressive.  In  1949  he  was  told  that  he 
had  a heart  murmur  and  that  the  joint  pains 
he  had  experienced  as  a child  were  probably 
due  to  rheumatic  fever.  He  was  given  a 
digitalis  preparation  which  he  took  ir- 
regularly for  four  years  and  then  dis- 
continued by  himself.  He  had  noticed 
sporadically  slight  peripheral  edema  during 
this  period  but  claimed  that  it  had  not 
recurred  for  several  years.  In  1949  he  was 
also  told  that  he  was  anemic  and,  following 
investigation,  was  given  iron  pills  and 
vitamin  Bi2.  Since  1958  he  had  had  large 
hemorrhoids  which  bled  occasionally. 

During  the  twenty-five  years  prior  to 
admission  he  had  had  six  episodes  of  severe 
colicky  flank  pain  associated  with  hematuria 
and  the  passage  of  gravel.  The  left  and 
right  sides  had  been  involved  on  different 


occasions.  The  most  recent  episode  had 
occurred  several  days  before  admission 
with  pain  in  the  left  flank,  gross  hematuria, 
and  gravel.  These  symptoms  were  re- 
lieved by  analgesics  and  antispasmodics. 

For  three  weeks  prior  to  admission  the 
patient  had  noted  progressive  increase  in 
abdominal  girth  associated  with  anorexia, 
a weight  loss  of  5 pounds,  and  some  nausea 
and  vomiting.  He  denied  jaundice,  change 
in  the  color  of  his  stool  or  urine,  peripheral 
edema,  diarrhea,  hematemesis,  melena,  or 
exposure  to  hepato toxins. 

He  was  employed  as  a clerk  in  the  Wel- 
fare Department.  He  smoked  one  package 
of  cigarets  a day  and  occasionally  had  a 
drink  of  whiskey.  His  father  and  brother 
had  hypertension;  the  family  history  was 
otherwise  unremarkable. 

Physical  examination  revealed  a thin, 
chronically  ill-looking  man  in  no  distress. 
Temperature  was  99  F.,  pulse  100  and  reg- 
ular, respirations  28,  and  blood  pressure 
170/90.  Some  arteriolar  narrowing  was 
noted  on  fundoscopy.  The  thyroid  was 
not  enlarged.  The  neck  veins  were  dis- 
tended, and  the  hepatojugular  reflux  was 
positive.  Moist  rales  were  heard  at  both 
lung  bases.  The  point  of  maximum  cardiac 
impulse  was  palpated  to  the  left  of  the  mid- 
clavicular  fine.  A harsh  systolic  murmur 
was  audible  at  the  apex  radiating  to  the 
axilla  and  at  the  base  radiating  to  the  neck. 
The  second  aortic  sound  was  present  and 
was  louder  than  the  second  pulmonic  sound. 
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One  observer  felt  an  apical  systolic  thrill, 
but  this  finding  was  not  confirmed  by  others. 
The  abdomen  was  distended,  and  a fluid 
wave  was  elicited.  The  fiver  was  enlarged 
to  5 fingerbreadths  below  the  costal  margin 
and  was  tender  and  ballottable.  No  col- 
lateral circulation  was  noted,  and  the  spleen 
could  not  be  felt.  There  was  slight  palmar 
erythema.  Peripheral  edema  was  absent. 
The  pubic  hair  was  scanty,  and  the  right 
testis  was  atrophic.  Large,  thrombosed 
hemorrhoids  protruded  from  the  anus.  The 
prostate  was  moderately  enlarged,  smooth, 
firm,  and  symmetrical. 

The  hemoglobin  was  11.2  Gm.  per  100 
ml.  The  white  blood  count  was  11,500 
with  66  per  cent  neutrophils,  32  per  cent 
lymphocytes,  1 per  cent  eosinophils,  and  1 
per  cent  monocytes.  The  sedimentation 
rate  was  72  mm.  in  one  hour.  The  urine 
had  a specific  gravity  of  1.014  and  gave  an 
acid  reaction.  It  contained  a trace  of 
sugar  and  was  negative  for  albumin  and 
acetone.  Two  or  3 red  cells,  1 or  2 white 
cells,  1 or  2 granular  casts,  and  0 to  2 hyaline 
casts  were  seen  on  microscopic  examination. 
Fasting  blood  sugar  was  148  mg.  per  100 
ml.,  urea  nitrogen  30  mg.,  creatinine  2.8 
mg.,  uric  acid  3.1  mg.,  calcium  10  mg., 
phosphorus  3.3  mg.,  total  cholesterol  195 
mg.,  and  total  bilirubin  0.65  mg.  Alkaline 
phosphatase  was  2.5  Bodansky  units,  acid 
phosphatase  2.3  units,  cephalin  floccula- 
tion 2 plus,  thymol  turbidity  6 units,  and 
total  protein  6.8  Gm.  per  100  ml.  with  an 
albumin-globulin  ratio  of  4.8:2.  The  pro- 
thrombin time  was  15.2  seconds  with  a 
control  of  13.2  seconds.  BSP  (sulfobro- 
mophthalein  sodium)  retention  was  0 per 
cent  after  forty-five  minutes.  The  serum 
sodium  was  142  mEq.  per  liter,  chlo- 
rides 110  mEq.,  potassium  4.3  mEq., 
and  carbon  dioxide  24  millimols  per  liter.  A 
VDRL  test  result  was  negative.  The  serum 
iron  was  87  micrograms  per  100  ml.  Tu- 
bular reabsorption  of  phosphorus  was  76  per 
cent. 

Venous  pressure  was  140  mm.  of  saline 
and  rose  to  270  mm.  after  hepatic  compres- 
sion. Arm-to-tongue  circulation  time  with 
dehydrochofic  acid  (Dechofin)  was  four- 
teen seconds.  An  electrocardiogram  showed 
large  QRS  deflections  and  nonspecific  T- 
wave  inversion  in  I,  II,  a VI,  and  V4  to  V6. 
There  was  questionable  notching  of  P waves 
in  II,  III,  aVf,  and  V2  to  V3.  Chest  x-ray 


examination  revealed  borderline  left  ven- 
tricular enlargement  and  mild  prominence 
of  the  pulmonary  markings.  Cardiac  fluor- 
oscopy showed  only  slight  prominence  of  the 
left  ventricular  contour.  An  intravenous 
pyelogram  showed  delayed  excretion  on  the 
left  with  considerable  dilatation  of  the  collect- 
ing system  on  that  side.  The  left  ureter 
was  not  visualized.  The  right  kidney  was 
normal.  Free  fluid  was  seen  in  the  abdo- 
men, and  the  aorta  and  iliac  branches  were 
calcified. 

The  patient  was  digitalized  slowly  with 
digoxin.  Following  parenteral  vitamin  K, 
the  prothrombin  time  was  14.9  seconds  with 
a control  of  13.4  seconds.  Abdominal 
paracentesis  was  carried  out,  and  3,200 
ml.  of  bloody  fluid  were  removed  over 
several  hours.  The  fluid  had  a specific 
gravity  of  1.012  and  a protein  content  of 
2.8  Gm.  per  100  ml.  Cell  count  revealed 
150,000  red  blood  cells  and  550  white  blood 
cells  of  which  71  per  cent  were  neutrophils 
and  the  rest  lymphocytes.  Cultures  for 
pyogens  and  acid-fast  bacilli  were  negative. 
Cytologic  examination  revealed  no  atypical 
cells.  Following  paracentesis,  the  fiver  was 
felt  to  be  enlarged  10  cm.  below  the  costal 
margin  and  was  smooth.  The  spleen  was 
not  palpable. 

An  operation  was  performed  on  April 
16. 

Several  fasting  blood  sugar  determina- 
tions ranged  between  141  and  257  mg.,  but 
the  urine  remained  free  of  sugar  on  a low- 
salt,  diabetic  diet.  Spironolactone  with 
hydrochlorothiazide  (Aldactone-A)  was 
added  to  the  regimen,  and  he  was  given 
intermittent  injections  of  meralluride  (Mer- 
cuhydrin).  In  spite  of  this  his  weight 
remained  stable,  and  the  ascitic  fluid 
slowly  reaccumulated.  His  blood  pressure 
in  the  hospital  varied  between  140/90 
and  120/70.  The  patient  complained  of 
weakness  but  was  otherwise  asymptomatic. 

On  April  28  he  began  to  vomit  dark 
bloody  material.  The  hemoglobin  fell  to 
8 Gm.  per  100  ml.  and  the  hematocrit  to 
26.  An  emergency  upper  gastrointestinal 
series  revealed  no  evidence  of  esophageal 
varices  and  no  evidence  of  abnormality 
in  the  stomach,  duodenum,  or  small  bowel. 
The  fiver  was  noted  to  be  enlarged,  and 
there  appeared  to  be  splenic  enlargement. 
Following  several  blood  transfusions  the 
hemoglobin  rose  to  around  11  Gm.  per 


December  1, 1964  / New  York  State  Journal  of  Medicine  2893 


100  ml.  The  vital  signs  remained  stable. 
A Levin  tube  was  passed  and  irrigated  fre- 
quently. There  was  no  further  bleeding 
during  the  next  thirty-six  hours. 

On  April  30  esophagoscopy  was  carried 
out  under  local  anesthesia.  Several  varices 
were  noted  in  the  terminal  3 cm.  of  the 
esophagus.  There  was  no  active  bleeding, 
but  a site  of  recent  bleeding  was  identified 
on  one  varix.  That  part  of  the  stomach 
which  was  visualized  was  normal. 

On  May  1 the  patient  again  began  to 
vomit  blood  and  passed  several  tarry  stools. 
A Blakemore  tube  was  passed,  and  further 
transfusions  were  given.  He  became  con- 
fused and  stuporous.  The  urea  nitrogen 
rose  to  77  mg.  per  100  ml.  Neomycin  and 
enemas  were  given.  The  patient  expired 
on  May  2, 1964. 

Discussion 

Benjamin  E.  Krentz,  M.D.*:  At  the 

outset  I wish  to  compliment  the  house  staff 
on  their  presentation  of  this  challenge.  The 
multiple  problems  in  the  case  must  have 
required  much  time,  patience,  and  thought 
in  gathering  the  historical,  clinical,  and 
laboratory  facts  which  are  so  neatly  re- 
corded in  the  protocol. 

The  patient  was  a man  in  middle  life 
with  a three-week  history  of  progressive 
abdominal  swelling,  a 5-pound  weight  loss, 
anorexia,  nausea,  and  vomiting.  Although 
he  was  obviously  chronically  ill,  he  did  not 
appear  especially  distressed,  nor  was  he 
admitted  with  any  sense  of  urgency.  Yet 
three  weeks  later  he  died  in  coma  following 
brisk  hemorrhage  from  the  gastrointestinal 
tract  for  four  days.  At  the  age  of  eleven 
he  was  afflicted  with  what  passed  for  “grow- 
ing pains.”  At  age  forty  he  learned  that 
he  had  a large  liver  which  did  not  trouble 
him.  At  age  forty -one  he  noticed  evidence 
of  diminished  cardiac  reserve.  When  a 
heart  murmur  was  heard  two  years  later, 
he  was  advised  by  his  doctor  that  he  had 
rheumatic  heart  disease.  The  physician 
must  have  considered  him  to  be  in  conges- 
tive heart  failure,  for  digitalis  was  prescribed 
which  the  patient  took  half-heartedly  and 
finally  discontinued.  During  the  course 
of  the  same  year  the  patient  was  found  to 
be  anemic,  and  after  some  probing  into  the 
cause,  he  was  advised  to  take  iron  pills  and 

* Attending  Physician,  Knickerbocker  Hospital. 


vitamin  Bi2.  From  the  age  of  thirty-three 
up  to  the  time  of  admission  he  was  be- 
deviled with  six  episodes  of  renal  colic, 
neither  side  being  spared.  In  addition, 
for  six  years  he  had  had  large  hemorrhoids 
which  bled  from  time  to  time. 

From  the  protocol  one  has  the  right  to 
infer  that  for  a number  of  years  at  least, 
prior  to  the  three -week  illness  culminating 
in  hospitalization,  the  patient  was  in  a 
static  state  of  health,  working  regularly, 
smoking,  and  drinking  a glass  of  whiskey 
only  occasionally. 

Examination  disclosed  no  fever,  a mild 
degree  of  hypertension,  moderate  gener- 
alized arteriosclerosis,  and  moderate  con- 
gestive heart  failure  accompanied  by  an 
elevated  venous  pressure,  cardiac  murmurs, 
abnormal  electrocardiogram  findings,  and 
x-ray  evidence  of  cardiac  hypertrophy. 
Examination  further  revealed  considerable 
ascites,  confirmed  by  the  removal  of  3,200 
ml.  of  fluid.  After  this  amount  of  fluid 
was  removed,  the  liver  could  be  felt  10  cm. 
below  the  right  costal  margin,  a consider- 
able degree  of  hepatomegaly.  Yet,  despite 
this,  no  peripheral  edema  was  observed. 

It  must  have  quickly  occurred  to  the 
house  staff  that  there  was  more  to  the  case 
than  rheumatic  heart  disease  with  conges- 
tive failure.  In  a man  who  had  every  reason 
for  congestive  heart  failure  it  is  unusual 
to  find  so  little  dyspnea,  orthopnea,  cyano- 
sis, minimal  pulmonary  congestion,  and  no 
peripheral  edema  in  the  presence  of  so  much 
ascites. 

Mild  anemia  and  leukocytosis  were  pres- 
ent. The  urine  contained  a trace  of  sugar, 
and  the  sediment  suggested  some  renal 
disturbance.  Moderate  hyperglycemia, 
slight  azotemia,  and  an  elevated  sedimenta- 
tion rate  were  found.  A battery  of  liver 
function  tests  showed  only  2 plus  cephalin 
flocculation,  6 units  of  thymol  turbidity,  and 
a mere  two-second  prolongation  of  the  pro- 
thrombin time.  Significantly,  the  serum 
albumin  level  was  normal,  and  the  globulins 
were  not  elevated. 

X-ray  studies  during  the  first  week  of 
admission  included  chest  roentgenograms 
and  an  excretory  urogram.  May  we  see 
the  films,  please? 

Joseph  M.  Moynahan,  M.D.:  The 

chest  x-ray  films  showed  no  pulmonary 
abnormalities.  A slight  degree  of  left 
ventricular  enlargement  was  present,  but 
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the  heart  was  otherwise  not  unusual.  A 
barium  swallow  revealed  no  evidence  of 
left  auricular  enlargement.  Films  of  the 
abdomen  showed  medial  displacement  of  the 
ascending  and  descending  colon  indicative 
of  a large  amount  of  intraperitoneal  fluid. 
The  excretory  urogram  showed  delayed 
excretion  in  the  left  kidney  and  dilatation  of 
the  collecting  system  on  that  side.  The 
left  ureter  could  not  be  visualized,  and  the 
site  of  obstruction  was  not  identified.  An 
emergency  upper  gastrointestinal  series 
taken  when  hematemesis  developed  failed 
to  disclose  the  site  of  bleeding  and  showed 
intrinsically  normal  findings. 

Apart  from  the  data  already  furnished 
in  the  protocol,  namely,  cardiac  hyper- 
trophy, ascites,  and  obstructive  uropathy 
on  the  left,  I am  afraid  I cannot  furnish 
any  more  specific  insights  into  the  nature  of 
this  man’s  illness. 

Dr.  Krentz:  Bearing  that  in  mind,  it 
may  be  worth  while  to  consider  the  patient’s 
past  history.  It  does  not  appear  useful 
to  apply  the  Unitarian  principle.  Al- 
though multiple  organs  were  involved, 
syndromes  such  as  disseminated  lupus, 
periarteritis  nodosa,  systemic  scleroderma, 
amyloidosis,  and  tuberculosis  do  not  seem 
to  satisfy  the  facts.  Quite  reasonably  the 
heart  lesion  can  be  classified  as  inactive 
rheumatic  valvulitis  with  dynamic  mitral 
insufficiency.  Coronary  sclerosis  may  in- 
deed be  an  added  factor  since  aortic  and 
iliac  arteriosclerosis  were  found  radiographi- 
cally. This  furnishes  a reasonable  explana- 
tion for  the  episodes  of  diminished  cardiac 
reserve  and  finally  moderate  congestive 
heart  failure  on  admission. 

Congenital  heart  disease  with  a left- 
to-right  shunt  through  either  the  inter- 
auricular  or  interventricular  septum  is  un- 
likely, since  the  pulmonary  circulation  and 
right  side  of  the  heart  are  so  minimally 
affected.  I would  exclude  Pick’s  disease 
and  constrictive  pericarditis  on  the  same 
basis.  Generally,  murmurs  are  not  heard 
in  constrictive  pericarditis  unless  rheumatic 
valvular  disease  coexists.  In  constrictive 
pericarditis  the  pulse  pressure  tends  to  be 
narrow  and  the  blood  pressure  low.  Also, 
there  is  no  evidence  of  pericardial  calcifica- 
tion or  a fixed  cardiac  silhouette  on  fluoros- 
copy. 

The  renal  disease  appears  to  be  recurrent 
bilateral  nephrolithiasis  with  obstructive 


left  ureteropathy  and  secondary  hydro-  and 
pyonephrosis.  The  normal  serum  calcium 
seems  to  eliminate  hyperparathyroidism 
as  a plausible  background  for  urinary 
calculi,  as  do  the  normal  values  for  phos- 
phorus, alkaline  phosphatase,  and  tubular 
reabsorption  of  phosphorus. 

Of  outstanding  interest  is  the  succinct 
statement  that  asymptomatic  hepatomegaly 
existed  for  eighteen  years.  What  can  this 
signify? 

Actually  the  fiver  may  not  have  been 
enlarged  at  all,  merely  ptosed  and  readily 
palpable  in  a thin  man.  Conversely,  it 
may  have  been  congested  secondary  to 
chronic  heart  failure.  Alternatively,  a host 
of  factors  may  be  invoked  to  explain  hepa- 
tomegaly, not  only  those  mentioned  pre- 
viously involving  multiple  organs,  but 
sarcoidosis;  malaria;  schistosomiasis;  lipoid 
storage  disease,  such  as  Gaucher’s  disease; 
glycogen  storage  disease,  such  as  Gierke’s 
disease;  and  iron  storage  disease,  such  as 
hemosiderosis  or  hemochromatosis.  How- 
ever, primary  fiver  disease  is  a much  more 
common  cause  of  hepatomegaly,  namely, 
fatty  fiver,  postnecrotic  cirrhosis,  or  post- 
hepatitic cirrhosis.  There  are,  of  course, 
many  other  causes  for  a large  fiver,  but  the 
aforementioned  may  be  asymptomatic  at 
some  stage. 

Because  the  fiver  was  eventually  proved 
to  be  really  enlarged  and  because  of  its 
obvious  role  in  the  final  illness,  I choose  to 
suppose  that  the  long-standing  hepatomegaly 
was  due  to  an  inactive  form  of  cirrhosis — 
arrested  or  latent,  as  you  please.  I hesitate 
to  weight  the  evidence  with  the  finding  of 
large,  bleeding  hemorrhoids. 

I think  it  is  clear  that  something  happened 
inside  this  man’s  fiver  a few  weeks  before 
admission.  His  abdomen  began  to  swell 
progressively,  he  lost  weight,  and  he  de- 
veloped gastrointestinal  symptoms.  The 
abdominal  swelling  was  found  to  be  due  to 
the  accumulation  of  more  than  3 L.  of 
bloody  fluid.  After  the  fluid  was  tapped, 
it  was  clear  that  the  hepatomegaly  was  real. 
Moderate  congestive  heart  failure  was  easily 
controlled,  yet  the  ascitic  fluid  reaccumu- 
lated rapidly,  and  weakness  persisted.  Then, 
suddenly,  a severe  episode  of  gastrointestinal 
bleeding  took  place,  and  this  probably  re- 
sulted from  a ruptured  esophageal  varix,  as 
demonstrated  by  esophagoscopy. 

I am  now  obliged  to  explain  the  relatively 
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rapid  development  of  portal  or  hepatic 
venous  obstruction  in  an  atmosphere  of 
ascites  tainted  with  blood,  hepatomegaly 
without  jaundice,  and  an  essentially  normal 
liver  chemistry  profile.  Acute  hepatic  ne- 
crosis and  acute  massive  viral  or  toxic  hepa- 
titis are  unlikely  because  of  the  relatively 
undisturbed  fiver  function  tests,  albeit 
occasionally  hepatic  coma  and  death  may 
occur  before  jaundice  develops.  If  one 
can  rely  on  the  bloody  nature  of  the  ascites, 
attention  is  drawn  to  the  possibility  of  a 
malignant  tumor.  It  is  unusual  to  find 
bloody  ascites  in  the  absence  of  cancer  or 
tuberculosis  involving  the  peritoneum.  Dis- 
seminated peritoneal  carcinomatosis  and 
tuberculosis  cause  an  exudative  form  of 
ascites,  that  is,  having  a protein  content 
of  more  than  3 Gm.  per  100  ml.  and  a spe- 
cific gravity  over  1.015.  A primary  hepa- 
toma may  give  rise  to  either  an  exudative 
or  a transudative  form  of  ascites.  The 
fluid  withdrawn  from  our  patient  resembled 
a transudate  and  was  free  of  malignant 
cells  or  acid-fast  bacilli. 

Various  estimates  of  the  association  of 
hepatoma  with  cirrhosis  range  from  30  to 
80  per  cent.  The  disease  tends  to  be  more 
common  in  men.  The  tumor  has  a pro- 
pensity for  invading  the  intrahepatic  radicles 
of  the  portal  vein,  often  propagating  in  a 
retrograde  fashion.  As  a result,  the  fiver 
swells,  and  the  portal  pressure  increases,  a 
potent  factor  in  the  formation  of  ascites. 
Sharply  rising  portal  pressure  over  a few 
weeks  might  account  for  the  terminal  episode 
of  bleeding  from  esophageal  varices. 

Metastatic  carcinoma  to  the  fiver  from  the 
gastrointestinal  tract  and  especially  from  the 
pancreas  may  simulate  primary  fiver  cancer, 
but  generally  metastatic  fiver  disease  pre- 
sents different  signs  and  symptoms. 

The  diagnosis  of  hepatoma  would  be  on 
firmer  grounds  if  the  serum  bilirubin  and 
alkaline  phosphatase  had  been  elevated 
and  if  an  irregular,  nodular  fiver  had  been 
felt.  Fever  and  splenomegaly  would  also 
help  round  out  the  picture.  However,  these 
deficits  do  not  negate  the  possibility.  So 
well  is  this  recognized  that  fiver  biopsy 
and  peritoneoscopy  are  often  accepted  as 
part  of  the  fiver  profile  in  dubious  cases. 

I should  not  conclude  this  discussion 
without  reference  to  the  Budd-Chiari  syn- 
drome, really  a pathologic  process  rather 
than  an  entity.  There  is  no  real  evidence 


that  endophlebitis  or  idiopathic  thrombosis 
of  the  hepatic  veins  was  present.  Sudden 
enlargement  of  the  fiver  is  one  of  the  cardinal 
diagnostic  features  of  this  syndrome.  De- 
spite the  observation  that  this  patient’s 
ascites  reaccumulated  rapidly,  his  fiver 
was  large  to  begin  with.  Although  his 
illness  was  brief,  he  did  not  die  in  hepatic 
failure;  there  was  no  laboratory  evidence 
of  the  severe  degree  of  hepatocellular  damage 
that  usually  accompanies  the  Budd-Chiari 
syndrome. 

I believe  the  postmortem  examination 
will  reveal  hepatic  carcinoma  with  invasion 
of  the  portal  vein  but  no  peritoneal  implants. 
This  neoplasm  will  have  arisen  in  a cirrhotic 
fiver,  and  there  will  be  extensive  porto- 
systemic anastomoses  as  well  as  a large 
volume  of  ascitic  fluid.  Other  lesions,  such 
as  rheumatic  mitral  valvulitis,  coronary 
sclerosis,  cardiac  hypertrophy,  and  general- 
ized arteriosclerosis  also  will  be  reported. 
It  is  reasonable  to  believe  that  there  may  be  a 
calculus  in  the  left  ureter  with  a hydro- 
pyonephrosis above  it,  and  there  may  be 
benign  prostatic  hypertrophy  as  well. 

Michael  S.  Bruno,  M.D.:  Do  you  attach 
any  significance  to  the  moderate  degree  of 
diabetes  melfitus  in  the  presence  of  overt 
hepatic  decompensation  and  in  the  absence 
of  a past  history  of  hepatitis,  alcoholism, 
or  exposure  to  known  hepatotoxins?  When 
we  studied  this  patient  in  the  hospital, 
we  were  impressed  by  this  constellation. 

Dr.  Krentz:  Cirrhosis  is  often  found  in 
nonalcoholic  persons  without  a history  of  any 
episode  of  hepatitis  or  exposure  to  hepa- 
totoxins. Most  of  these  do  not  have  any 
diabetes.  I suppose  that  a certain  number 
of  them  can  have  a mild  degree  of  diabetes 
melfitus.  In  this  patient  the  blood  sugar 
was  only  148  mg.  per  100  ml.  on  entry  and 
went  up  to  as  high  as  257  mg.  per  100  ml. 
However,  he  never  had  glycosuria,  and  I 
cannot  be  sure  that  this  disturbance  in  carbo- 
hydrate metabolism  was  related  to  his  fiver 
disease. 

If  you  are  giving  me  a broad  hint  that 
one  of  the  possible  clinical  diagnoses  was 
hemochromatosis,  all  I can  say  is  that  I 
would  expect  something  in  the  way  of  pig- 
ment changes  in  the  skin  and  a shorter 
clinical  course.  If  we  accept  the  fact  that 
hepatomegaly  was  present  for  eighteen 
years  and  that  the  patient’s  status  remained 
fairly  stable  all  that  time,  hemochromatosis 
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FIGURE  1.  Cut  surface  of  liver  shows  fine,  uni- 
form nodularity.  Black  arrow  points  to  medium- 
sized hepatic  vein  tributary  occluded  by  a throm- 
bus. 

is  unlikely.  The  absence  of  skin  pigmenta- 
tion is  less  specific  an  aid  in  differential 
diagnosis.  More  than  three  fourths  of 
patients  with  hemochromatosis  do  have  skin 
bronzing,  but  the  change  may  be  rather 
subtle  and  difficult  to  detect.  On  the  other 
hand,  well-documented  cases  of  hemo- 
chromatosis have  been  reported  in  which  skin 
changes  were  absent  both  on  clinical  inspec- 
tion and  pathologic  examination. 

Dr.  Bruno:  That  is  one  of  the  problems 
in  this  case.  When  the  patient  told  us  that 
he  had  been  informed  eighteen  years  ago 
that  his  liver  was  enlarged,  we  could  not 
be  certain  that  it  was  truly  enlarged.  As 
you  pointed  out,  it  might  have  been  merely 
a ptotic  viscus  in  a thin  man. 


Dr.  Krentz:  Another  point  against 

hemochromatosis  is  the  fact  that  the  ascites 
were  bloody.  I am  confident  that  this 
feature  was  due  to  neoplasm. 

Dr.  Bruno:  Precisely.  That  is  why 
we  invoked  the  idea  of  a hepatoma  compli- 
cating hemochromatosis  and  performed  a 
liver  biopsy. 

Dr.  Krentz:  The  most  common  form  of 
cirrhosis  in  which  hepatoma  develops  is 
postnecrotic  scarring.  It  very  rarely  occurs 
in  a liver  with  nutritional  cirrhosis.  Of 
course,  hemochromatosis  is  so  infrequent 
a cause  of  liver  cirrhosis  by  comparison  that 
it  would  be  difficult  to  secure  accurate  in- 
cidence figures  of  hepatoma  complicating  it. 

Clinical  diagnoses 

1.  Hemochromatosis , liver , with  hepatoma 
and  hepatic  decompensation 

2.  Rheumatic  heart  disease  with  mitral 
insufficiency 

3.  Urinary  calculi  with  pyelonephritis 
and  pyohydronephrosis 

4.  Ascites 

5.  {Diabetes  mellitus) 

6.  Ruptured  esophageal  varices  with  mas- 
sive gastrointestinal  hemorrhage 

Dr.  Krentz's  diagnoses 

1.  Hepatic  carcinoma  with  portal  vein 
invasion 

2.  Cirrhosis  of  the  liver , Hype 

3.  Extensive  portosystemic  venous  anas- 
tomoses 


FIGURE  2.  (A)  Microscopically,  liver  is  composed  of  relatively  small  nodules  separated  by  bands  of  fibrous 
tissue  in  which  inflammatory  cells  and  proliferated  bile  ductules  are  identified  (Masson’s  trichrome  stain). 
(B)  Large  amounts  of  iron  are  deposited  both  in  hepatic  parenchyma  and  zones  of  scarring  (Gomori’s  iron 
stain). 
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FIGURE  3.  The  pancreas  shows  an  exaggerated 
lobular  pattern  and  an  increase  in  interlobular 
connective  tissue. 


4.  Ascites 

5.  Rheumatic  mitral  valvulitis  with  in- 
sufficiency 

6.  Generalized  and  coronary  arterio- 
sclerosis with  cardiac  hypertrophy 

7.  Pulmonary  congestion , terminal 

8.  Left pyohydronephrosis  with  left  ureteral 
calculus 

9.  Benign  prostatic  hypertrophy 

Pathologic  report 

John  Kwittken,  M.D.:  As  predicted, 
the  operation  performed  a week  after  ad- 
mission was  a needle  biopsy  of  the  liver. 
It  showed  pigmentary  cirrhosis  character- 
ized by  portal  scarring  and  large  amounts 
of  iron  in  liver  cells,  connective  tissue,  and 
Kupffer  cells.  Most  of  the  iron  appeared 
to  be  in  hepatic  parenchymal  cells.  These 
findings  along  with  clinical  detection  of 
diabetes  mellitus  established  a diagnosis  of 
hemochromatosis.  However,  additional 
findings  at  autopsy  came  as  a surprise. 


The  liver  weighed  3,300  Gm.,  was  choco- 
late-brown and  hard;  on  section  it  was 
composed  of  small,  relatively  uniform  nod- 
ules 1 to  2 mm.  in  diameter  (Fig.  1).  Here 
and  there  intrahepatic  tributaries  of  the 
hepatic  vein  were  occluded  by  recent 
thrombi.  The  biliary  tree  was  unremark- 
able. Microscopically  the  lesion  was  identi- 
cal to  that  seen  in  the  biopsy,  that  is,  cir- 
rhosis and  iron  pigment  deposition,  but  in 
addition  there  were  scattered  foci  of  necrosis 
(Fig.  2). 

The  pancreas  was  of  normal  size  but  rela- 
tively firm;  its  parenchyma  was  distinctly 
brown,  and  lobular  markings  were  ac- 
centuated by  bands  of  greyish  fibrous  tissue 
(Fig.  3).  Microscopically  there  was  diffuse 
but  moderate  increase  in  interlobular  con- 
nective tissue  and  a mild,  patchy  increase 
in  intralobular  connective  tissue  (Fig.  4A). 
A moderate  amount  of  hemosiderin  was  seen 
in  the  exocrine  parenchyma  and  connective 
tissue;  minute  traces  of  iron  were  seen  in 
the  islets  of  Langerhans  which  were  other- 
wise normal  (Fig.  4B). 

There  was  no  increase  of  hemofuscin 
in  the  fiver,  nor  was  hemofuscin  detected 
in  other  tissues.  The  skin  did  not  show  any 
increase  in  melanin,  and  no  iron  was  demon- 
strable in  the  skin,  heart,  or  gastrointestinal 
tract.  The  spleen  was  enlarged  to  490 
Gm.  and  was  firm  and  brown.  Micro- 
scopically, it  showed  fibrocongestive  spleno- 
megaly and  many  Gandy-Gamna  bodies 
or  siderotic  nodules.  Moderate  amounts 
of  hemosiderin  were  found  throughout  the 
red  pulp.  The  adrenal  glands  were  brown, 
and  the  adrenal  cortices  contained  moderate 


FIGURE  4.  (A)  Microscopically,  pancreas  shows  moderate  increase  in  intralobular  connective  tissue.  (B 
Exocrine  parenchyma  of  pancreas  contains  moderate  amount  of  intracellular  iron.  Only  an  occasional  cell 
in  the  islets  of  Langerhans  (black  arrow)  contains  iron  (Gomori’s  iron  stain). 
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FIGURE  5.  Paramedian  vertical  section  through 
liver  demonstrates  dense  neoplasm  replacing 
parenchyma  and  invading  the  capsule.  Smaller 
black  arrow  in  upper  part  points  to  a small  frag- 
ment of  neoplasm  within  lumen  of  hepatic  vein. 
The  larger  black  arrows  in  the  lower  half  point  to 
occluding  thrombi  in  hepatic  vein  tributaries. 


amounts  of  hemosiderin.  Lymph  nodes 
from  the  omentum,  periportal,  peripan- 
creatic,  and  periesophageal  regions  were 
large  and  firm;  on  section  they  were  dark 
brown  and  contained  large  amounts  of 
hemosiderin.  Small  amounts  of  stainable 
iron  were  distributed  patchily  in  the  bone 
marrow,  thyroid  epithelium,  and  renal 
tubular  epithelium. 

The  peritoneal  cavity  contained  2,600 
cc.  of  bloody  fluid.  The  stomach  was  dis- 
tended by  about  a liter  of  clotted  and  un- 
clotted blood;  tarry  stool  was  present  in  the 
small  and  large  intestines.  Just  above  the 
gastroesophageal  junction  were  numerous 
esophageal  varices,  two  of  which  had  eroded 
the  mucosa  and  ruptured. 

The  heart  weighed  490  Gm.  and  showed 
moderate  left  ventricular  hypertrophy,  a 
slight  degree  of  stenosing  coronary  sclerosis 
and  mild  patchy  calcification  of  both  the 
mitral  and  aortic  valve  rings.  The  lungs 
showed  chronic  passive  congestion  with  ter- 
minal acute  congestion  and  moderate  edema 
superimposed.  The  left  kidney  showed 
moderate  hydronephrosis,  and  a few  small 


stellate  calculi  were  found  in  the  bladder, 
but  the  left  ureter  was  patent.  Micro- 
scopically, the  kidneys  showed  moderate 
patchy  chronic  pyelonephritis. 

The  surprising  finding  was  in  the  left 
lobe  of  the  liver  which  was  the  seat  of  a 
primary  neoplasm  which  occupied  most  of 
the  superior  half  of  the  left  lobe  and  ex- 
tended about  4 cm.  beyond  the  falciform 
ligament  (Fig.  5).  The  tumor  invaded  the 
capsule  anteriorly  and  superiorly,  projecting 
above  it  in  the  form  of  soft,  greyish,  friable 
confluent  nodules.  The  mass  replaced  an 
invaded  liver  tissue,  and  the  hepatic  vein 
was  occluded  by  a thrombus  of  tumor  tissue. 
There  were  no  metastases.  Microscopically 
the  tumor  was  hypercellular  and  composed 
of  cells  with  pleomorphic,  small  nuclei 
showing  abundant  mitotic  activity  and  con- 
siderable variation  in  chromatin  density 
(Fig.  6).  While  in  some  fields  the  cells 
assumed  predominantly  spindle  and  stellate 
forms,  in  other  areas  they  tended  to  form  a 
complex  network  of  thin-walled  vascular 
channels.  None  of  the  neoplastic  cells 
contained  iron  pigment.  The  tumor 
contained  only  minute  amounts  of  collagen, 
but  reticulum  stains  showed  individual 
tumor  cells  to  be  intimately  associated  with 
reticulin  fibers.  We  classified  the  tumor  as  a 
hemangioendothelioma  or  hemangioendo- 
thelial  sarcoma.  There  was  no  history  of 
exposure  to  thorium  dioxide  (Thorotrast), 
and  microscopic  examination  did  not  disclose 
thorium  particles. 

Since  the  first  case  of  idiopathic  hemo- 
chromatosis was  described  by  Trousseau 
in  1865,  more  than  1,100  cases  have  been 
reported.1  2 It  has  been  characterized  as 
an  iron  storage  disease,  the  pathogenesis 
of  which  depends  on  the  overloading  of  the 
body  with  iron. 3 The  most  widely  accepted 
theory  considers  the  disease  to  be  an  inborn 
error  of  metabolism  in  which  increased 
absorption  of  iron  from  the  gastrointestinal 
tract  results  in  excessive  deposits  in  tissues.4 
Hepatic  and  pancreatic  fibrosis  are  thought 
to  be  related  to  the  primary  metabolic 
defect  in  the  transferritin  system,  the  mas- 
sive accumulation  of  iron  in  these  organs 
playing  only  a secondary  role  in  accelerat- 
ing and  aggravating  the  primary  metabolic 
disturbance.  Often  accompanying  the  in- 
creased storage  of  iron  as  hemosiderin  is 
increased  deposition  of  such  pigments  as 
melanin  and  lipofuscin  (hemofuscin).  Iron 
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FIGURE  6.  Microscopically,  neoplasm  was  hyper- 
cellular  and  showed  (A)  formation  of  new  blood 
vessels,  (B)  pleomorphism  and  mitosis,  and  (C) 
areas  of  spindle  cell  growth. 


excess  may  be  produced  by  abnormalities 
in  the  absorption  mechanism,  by  dietary 
abnormalities,  or  by  parenteral  iron  inges- 
tion in  the  form  of  multiple  blood  trans- 
fusions. Patients  with  a variety  of  hemo- 
lytic diseases,  including  anemias,  neoplasms, 
and  chronic  infections,  have  been  shown  to 
absorb  excessive  amounts  of  dietary  iron.2 
The  term  exogenous  or  secondary  hemo- 


chromatosis (transfusion  siderosis)  has  been 
employed  to  designate  conditions  of  excess 
iron  storage  produced  by  one  or  more  of  the 
previously  mentioned  mechanisms.  While 
some  investigators5  feel  that  idiopathic  hemo- 
chromatosis and  secondary  hemochromatosis 
are  separate  and  distinct  entities,  others2 
feel  that  they  may  represent  variants  of  a 
single  disease  process. 

Idiopathic  hemochromatosis  manifests  it- 
self in  middle  age,1  occurs  predominantly 
in  males,  and  generally  presents  clinically 
with  the  tetrad  of  liver  disease,  diabetes 
mellitus,  heart  disease,  and  skin  pigmenta- 
tion.4 Pathologically,  pigment  cirrhosis  is 
always  present,  and  the  pancreas  always 
contains  increased  iron  associated  with  some 
degree  of  scarring.  Skin  pigmentation  due 
to  iron  and/or  melanin  and  iron  deposits 
in  cardiac  muscle  are  present  in  the  majority 
of  cases.  Serum  iron  levels  are  elevated 
in  about  two  thirds  of  the  cases.  Twenty 
per  cent  of  the  relatives  of  patients  with 
idiopathic  hemochromatosis  also  have  ele- 
vated serum  iron  levels.  A familial  in- 
cidence is  well  recognized.4  Most  patients 
die  as  a result  of  either  their  cardiac  disease 
or  their  liver  disease.  In  secondary  hemo- 
chromatosis there  is  no  difference  in  sex 
distribution  and  no  characteristic  age  of 
onset.  Diabetes  mellitus  and  cardiac  disease 
secondary  to  iron  deposition  are  rare,  and 
unusual  skin  pigmentation  occurs  in  only  half 
the  cases.  Iron  deposition  and  fibrosis  in 
the  pancreas  and  heart  are  rare.  Serum 
iron  levels  are  generally  normal.  These 
patients  generally  die  of  pneumonia  or 
anemia. 

It  may  be  difficult  or  impossible  to  dis- 
tinguish the  fiver  in  idiopathic  hemo- 
chromatosis from  the  fiver  in  the  terminal 
stages  of  secondary  hemochromatosis. 3 How- 
ever, generally  speaking,  in  the  former  the 
iron  deposits  are  predominantly  within 
hepatic  cells  whereas  in  the  latter  they  tend 
to  be  chiefly  in  the  connective  tissue  and 
in  the  Kupffer  cells. 

Hemangioendothefial  sarcoma  of  the  fiver 
is  a rare  tumor  which  is  most  frequent  in 
males  over  the  age  of  fourteen  years.6 
Metastases  are  seen  often  in  the  portal 
lymph  nodes  and  lungs.  The  patients 
usually  die  of  intraperitoneal  hemorrhage 
secondary  to  rupture  of  the  tumor.  Several 
cases  have  developed  many  years  after 
thorium  dioxide  administration,7  and  there 
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is  probably  an  etiologic  relationship  in 
these  cases.  Pre-existing  cirrhosis  is  present 
in  a high  percentage  of  cases,  but  the  etiologic 
relationship  is  obscure.8  Hemochromatosis 
may  have  been  present  in  one  of  the  3 cases 
reported  by  Baker,  Paget,  and  Davson.8 

The  clinical  and  pathologic  features  of 
this  case  indicate  that  the  patient  had 
idiopathic  hemochromatosis  and  that  death 
occurred  from  two  major  complications  of 
his  pigmentary  cirrhosis  bleeding  from 
ruptured  esophageal  varices  and  hepatic 
vein  occlusion  (Chiari’s  syndrome).  The 
rapid  formation  of  ascites  reflects  the  sum- 
mative  effects  of  three  factors:  cirrhosis, 

tumor,  and  vein  occlusion.  The  elevated 
blood  urea  nitrogen  reflects  a combination  of 
decreased  cardiac  output  and  increased 
protein  catabolism.  Nephrolithiasis  and 
chronic  pyelonephritis  may  have  caused  the 
patient’s  hypertension  and  resulting  cardiac 
hypertrophy. 

Anatomic  diagnoses 

1.  Idiopathic  hemochromatosis  with  pig- 
ment cirrhosis  of  the  liver  and  hemosiderosis 
and  fibrosis  of  the  pancreas 

2.  Hemangioendothelioma  of  the  liver, 
left  lobe , with  invasion  and  occlusion  of  the 


Baby’s  burps 
key  to  character 


A New  York  psychotherapist  has  stated  that 
a baby’s  burp  can  give  a strong  clue  to  its  char- 
acter. Loud,  infrequent  burps  are  signs  of 
determination,  but  babies  who  burp  softly  are 
likely  to  become  nobodies.  Milton  Berger, 


hepatic  vein  and  thromboses  of  intrahepatic 
hepatic  vein  tributaries  ( ChiarVs  syndrome) 

3.  Hemosiderosis  of  spleen , lymph  nodes, 
adrenal  glands,  thyroid  gland,  kidneys, 
and  bone  marrow,  secondary  to  ( 1 ) 

4.  Ruptured  esophageal  varices  with 
massive  gastrointestinal  hemorrhage 

5.  Bloody  ascites,  2,600  cc. 

6.  Left  ventricular  hypertrophy,  heart 

7.  Chronic  passive  congestion  of  lungs 
with  terminal  acute  pulmonary  edema 

8.  Chronic  pyelonephritis  with  left  hy- 
dronephrosis and  vesical  calculi 
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M.D.,  speaking  at  the  International  Congress  of 
Psychiatrists  in  London,  said  that  a sixty-five- 
year-old  nurse  explained  the  burp  theory  to  him: 
“It’s  hard  to  get  the  burp  to  come  up  in  some 
infants  because  they  are  strong  and  determined 
to  hold  back.  But  when  it  comes  up,  it  comes 
up  strong  and  clear.  These  are  the  leaders.” 
About  the  weaker  burpers  the  nursemaid  said: 
“I  call  the  other  infants  the  ditherers.  They 
are  slow  and  sluggish  and  burp  softly,  a little  at 
a time.” 
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Stroke  must  be  seen  as  a vascular  event, 
barring  space-occupying  lesions  and  other 
rarer  episodes,  rather  than  as  a neurologic 
disease.  In  fact,  in  a completed  stroke — 
and  this  syndrome  forms  the  subject  of  this 
report — there  is  no  neurologic  disease  per  se. 
There  is  static  neurologic  impairment. 
Only  the  vascular  situation  is  active.  As  a 
result  in  managing  completed  stroke  we  are 
not  concerned  with  the  infarct.  Rather  we 
exploit  the  patient’s  residual  motor,  intellec- 
tual, social,  and  motivational  capacities. 
We  attempt  to  forge  a new  working  relation- 
ship between  the  patient  and  his  total  en- 
vironment. This  is  infinitely  better  than 
the  bed  in  a back  room.  This  is  rehabilita- 
tion. 

Determinants  aside  from  physical 

Case  1.  A fifty-one-year-old  male  had  fallen 
one  morning  on  arising  and  was  found  to  have  a 
left  hemiplegia.  He  was  admitted  immediately 
to  the  hospital. 

When  on  the  insistence  of  his  wife  he  was 
visited  nine  weeks  later,  the  patient  was  sitting 
in  a wheel  chair  into  which  he  was  customarily 
lifted  from  bed  by  two  orderlies.  To  the 
inquiry  regarding  ability  to  stand  or  walk,  the 
retort  from  the  nursing  staff  was,  “It  would  take 


two  strong  men  to  get  him  up.”  The  patient 
was  asked  to  lift  the  right  thigh  off  the  seat  of 
the  wheel  chair  which  he  readily  did.  The  re- 
quest was  repeated  for  the  left  thigh,  with  an 
equally  quick  response.  With  slight  support 
from  the  examiner  he  then  was  coached  to 
stand  up  by  himself.  By  pushing  down  on  the 
floor  with  both  limbs  and  on  the  arm  of  the 
wheel  chair  with  the  right  upper  limb  he  rose  to 
the  erect  position.  He  then  completed  four 
steps  away  from  and  back  to  his  wheel  chair. 

The  left  upper  limb  was  functionless.  Cranial 
nerves,  intellect,  language  function,  and  sensory 
perceptions  were  intact. 

His  occupation  was  that  of  a processor  of  con- 
tracts for  the  Armed  Forces. 

The  patient  was  immediately  referred  to  a 
rehabilitation  center  where  full-scale  evaluation, 
physical  training,  social  case  work,  and  voca- 
tional planning  were  instituted.  Three  months 
later  he  was  back  at  his  former  job  with  his  wife 
acting  as  chauffeur. 

Many  features  contributed  to  the  success- 
ful outcome.  The  physical  status  was  ade- 
quate including  particularly  the  right  hand. 
His  intellect  was  preserved.  A strong  drive 
on  the  part  of  the  patient  and  his  wife  to 
reject  the  face-value  prognosis  squared  with 
reality.  The  patient’s  white-collar  vocation 
was  a factor  in  resumption  of  productivity. 
Yet  in  spite  of  all  these  assets,  this  man 
would  have  been  doomed  to  a life  in  death 
had  not  rehabilitation  been  instituted. 

Still  today,  while  riding  out  an  acute 
episode,  the  patient  is  often  removed  to  a 
hospital  where  he  receives  largely  bed, 
board,  and  shelter.  But  that  is  when  eval- 
uation and  rehabilitation  should  begin  and 
go  on  as  a continuing  process  during  con- 
valescence in  the  phases  that  follow. 

Use  of  residual  capacity 

Inventory.  Along  with  the  essential 
neurologic  examination,  motion,  sensory 
perception,  intellect,  visual  perception,  and 
language  are  gauged.  If  a limb  remains 
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“flaccid”  after  forty-eight  hours,  the  prog- 
nosis for  useful  function  is  extremely  poor. 
Spasticity,  on  the  other  hand,  is  a sign  of  re- 
turning excitability.  A better  prognosis 
will  be  indicated  if  voluntary  function  is 
present.  Hemianesthesia  and  loss  of  posi- 
tion sense  compound  the  disability  and 
darken  the  prognosis  for  rehabilitation. 
Equally  important,  especially  in  the  face  of 
some  degree  of  finger  dexterity,  is  the  finding 
of  astereognosis.  One-sided  blindness  (ho- 
monymous hemianopsia)  should  be  ruled 
out.  Intellectual  functioning  will  deter- 
mine whether  a person  is  educable  or  at  least 
trainable  in  simple  functions.  Disorder  of 
mentation  should  not  be  confused  with  loss 
of  language  function,  which  may  require  the 
help  of  a speech  pathologist.  In  left  hemi- 
plegia, anosognosia  to  the  left  may  occur,  as 
will  be  discussed. 

An  inventory  of  all  these  features  cannot 
be  taken  at  one  sitting  nor  is  this  desirable. 
Evaluation  must  be  done  repeatedly  during 
the  hospital  course  to  follow  improving  func- 
tion and  to  assess  drive  to  or  away  from  re- 
engagement in  life. 

Preservation.  During  the  phase  of 
complete  paralysis  the  joints  of  the  affected 
limbs  must  be  kept  in  optimal  position  for 
function  and  maintained  limber  by  exercise. 
The  foot  is  maintained  at  right  angle  by  a 
foot  board  or  splint,  while  pressure  on  the 
heel  is  avoided.  A “doughnut”  is  not  ade- 
quate. Better,  the  heel  should  be  suspended 
over  the  end  of  the  mattress.  The  thigh  is 
supported  in  neutral  rotation.  To  avoid 
dependent  edema  of  the  hand,  the  upper 
limb  is  supported  on  pillows.  All  joints 
should  be  moved  through  complete  range  of 
motion,  actively  for  the  unaffected  limbs 
and  passively  for  the  affected  ones,  until  use- 
ful function  returns. 

Mobilization.  As  soon  as  the  patient 
can  move  his  lower  limb,  he  is  ready  to  start 
training  for  walking.  Sitting  up,  standing 
up,  and  moving  from  bed  to  chair  are  first 
steps.  Then  ambulation  begins  in  a progres- 
sive manner:  hand  rails  (parallel  bars)  to 

canes  to  no  aids.  A brace  may  be  in  order 
when  a varus  foot  makes  stance  unsteady. 
For  a few  patients,  wheel  chairs  are  the  only 
recourse.  * 

Eventually  the  vast  majority  of  hemi- 
plegic patients  can  function  well  enough  to 

* One-arm  drive  is  too  difficult  for  the  elderly.  They  learn 
to  propel  a wheel  chair  with  a sound  arm  and  leg. 


leave  their  beds.  With  training  they  will  be 
able  to  walk  with  or  without  aids  within  two 
months. 

Self-care.  Simultaneous  with  or  even 
before  ambulation,  training  in  self-care  be- 
gins: eating,  toileting,  bathing,  and  dress- 

ing. The  nurse  must  encourage  self-help 
rather  than  give  complete  care  to  the  stroke 
patient.  Various  self-help  gadgets  are  avail- 
able to  resolve  the  handicap  resulting  from 
the  impaired  reach,  grasp,  and  loss  of  two- 
handedness.  This  is  a fertile  field  worthy  of 
the  physician’s  awareness. 

Experience  has  shown  that  painful, 
limited  shoulders  can  be  avoided  by 
maintaining  a full  range  of  motion.  This 
goal  may  be  achieved  with  passive  exercises 
given  by  nurse  or  therapist  or  self-activated 
by  means  of  a pulley.  Electrical  stimulation 
is  of  no  value  to  improve  motor  function. 
Heat  may  relieve  pain  as  a preliminary  to 
exercise.  Some  clinics  use  ice  packs  on 
muscles  to  diminish  spasticity  and  promote 
active  exercise. 

Should  function  advance  in  the  upper 
extremity,  purposeful  acts  should  take  prec- 
edence over  mere  strengthening.  In  the 
case  of  astereognosis,  vision  controls  motor 
acts.  Recovery  of  the  upper  limb,  however, 
is  frequently  inadequate.  Hence,  early  em- 
phasis on  one-armed  training  may  result  in  a 
giant  step  toward  self-sufficiency. 

Aphasia  requires  vigorous  therapy. 
Treatment  of  expressive  aphasia  (inability 
to  produce  the  proper  word)  differs  from 
receptive  aphasia  (inability  to  understand 
language).  Both  are  to  be  distinguished 
from  intellectual  loss.  Anosognosia  to  the 
left  in  left  hemiplegia  is  a serious  defect  of 
the  sensorium.  The  patient  lives  in  a half- 
world, the  right  side  of  it.  For  example, 
such  a person  will  add  only  the  unit  and  tens 
digits  in  a column  of  figures  and  fail  to  in- 
clude the  higher  digits ! These  patients  have 
poor  potential  for  adequate  function. 

Staff.  In  a large  community  the  staff 
may  include  physical  and  possibly  occupa- 
tional therapists.  In  smaller  communities 
auxiliary  medical  personnel  may  be  lacking. 
Here  a nurse  trained  in  rehabilitation  pro- 
cedures, to  be  distinguished  from  occupa- 
tional and  physical  therapy,  can  be  of  help. 
When  available  the  physician  should  call  not 
only  on  the  physical  therapist  but  also  on 
the  occupational  therapist  to  teach  use  of  the 
nondominant  upper  limb  or  of  an  improving 
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limb  and  to  stimulate  socialization. 

Physicians  must  appreciate  the  influence 
of  external  milieu  on  management  of  chronic 
disease  and  disability.  Psychologically  and 
emotionally  the  patient  is  acting  on  and  be- 
ing influenced  by  economic  position,  family, 
friends,  job  possibilities,  and  all  the  forces  in 
his  environment.  Case  1 illustrates  this 
relatedness. 

The  presenting  neurologic  syndrome  of 
stroke  is  as  much  an  expression  of  patho- 
physiology as  it  is  of  the  patient’s  personal- 
ity and  life  background.  Stress  may  bring 
these  influences  into  overt  action.  Unrealis- 
tic goals,  denial  of  disability,  anxiety,  eu- 
phoria, and  frank  depression  may  appear  as 
expressions  of  emotional  disturbance.  If  a 
physician  devotes  enough  time  to  establish  a 
bond  of  communication  between  himself  and 
the  patient,  single-handed  he  can  often 
channel  his  patient’s  energies  into  construc- 
tive therapeutic  paths.  On  the  other  hand, 
the  more  difficult  task  of  retraining  organic 
psychological  deviations  may  be  necessary. 
Psychological  aspects  are  closely  interrelated 
with  physical.  For  example,  success  in 
overcoming  a physical  barrier  affords  confi- 
dence and  drive  in  making  further  gains. 

Socioeconomic  management 

Another  sphere  of  evaluation  and  action  is 
the  socioeconomic.  What  is  the  patient’s 
ability  to  undertake  financial  commitments? 
Will  the  family  turn  its  back  on  the  patient, 
or  is  there  real  concern  for  him?  Are  they 
willing  to  assume  care  of  the  patient,  if  re- 
habilitation can  bring  some  independence 
without  burden?  The  following  is  a case  in 
point. 

Case  2.  A seventy-five-year-old  woman  was 
admitted  to  the  ward  service  with  a right  hemi- 
plegia of  two  days  duration.  In  three  weeks  she 
began  to  ambulate  on  parallel  bars,  but  the  right 
upper  extremity  remained  useless.  After  six 
weeks,  the  following  factors  were  presented  at  a 
joint  conference:  (1)  The  patient  wished  to 

return  to  her  apartment;  (2)  she  had  many 
friends  who  would  help  her  at  home;  (3)  three 
children  were  eager  to  assume  responsibility  to 
maintain  her  and  do  the  heavy  chores;  and  (4) 
good  physical  potential  with  continuing  progress 
conformed  with  the  plan. 

Accordingly,  she  went  home  to  continue  treat- 
ment on  an  outpatient  basis.  Two  months  after 
home-coming  she  could  walk  independently  with 
a cane  and  use  her  left  upper  limb  for  eating, 
dressing,  and  light  housekeeping.  She  con- 
tinued to  enjoy  her  many  friends  and  interests. 


Without  an  understanding  of  the  patient 
and  family,  a knowledge  of  their  available 
resources,  and  cooperation  and  exchange  be- 
tween the  members  of  the  family  and  thera- 
peutic team,  this  patient  could  not  have  been 
rehabilitated  in  the  true  sense. 

Psychosocial  problems 

The  psychiatrist  and  psychologist  give  of 
their  special  skills  to  psychosocial  problems 
inherent  in  any  disability.  The  social 
worker  also  plays  an  enormous  part.  Often 
she  is  the  only  available  ally  of  the  physician 
himself.  In  the  giant  step  between  admis- 
sion to  hospital  and  return  home,  the  social 
worker  reaches  out  to  understand  the  pa- 
tient. She  marshals  help  by  gaining  the 
interest  of  family  and  friends.  She  has  her 
finger  on  appropriate  community  sources  of 
help.  She  is,  in  short,  the  guide  to  the  pa- 
tient along  a strange  path  to  a new  world. 
This,  not  as  procurer  of  goods,  is  the  true 
role  of  the  social  case  worker. 

Vocational  problems 

What  of  vocational  potential  in  stroke? 
This  is  a fair  question  because  productivity 
implies  a large  degree  of  completeness.  The 
answer  also  contains  two  other  principles: 

(1)  The  stroke  patient  can  be  rehabilitated; 

(2)  to  succeed  the  effort  must  be  multiple: 
physical,  psychosocial,  and  community. 

During  a five-year  period  in  a firm  of  light 
industry,  125  employes  developed  stroke,  of 
which  45.5  per  cent  returned  to  work,  which 
meant  a change  of  job  for  some.  Of  54  em- 
ployes in  a heavy  industry,  44.5  per  cent 
were  re-employed.  These  values  are  de- 
rived from  crude  totals,  not  just  survivors. 
At  the  end  of  five  years,  30  per  cent  of  the 
original  125  persons  remained  employed; 
40  per  cent  of  the  54  in  heavy  industry  were 
still  working.* 

These  figures  are  far  from  pessimistic. 
Actually  with  total  cooperation  of  industry 
and  health  and  community  resources,  pro- 
ductivity figures  may  not  be  too  far  behind 
those  for  coronary  occlusion.  This  state- 
ment could  be  strengthened  if  an  all-out 
effort  included  rehabilitating  the  disabled 
housewife,  who  is  also  performing  a produc- 
tive job. 

* Ladd,  A.  C.:  Cerebrovascular  disease  in  an  employed 

population,  J.  Chron.  Dis.  15:  985  (Oct.)  1962. 


2904  New  York  State  Journal  of  Medicine  / December  1,  1964 


Clinical 

Anesthesia 

Conference 


A series  of  conferences  on  medical  emergencies 
in  the  operating  and  recovery  rooms  including 
causes  of  death  during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 

New  York  State  Society  of  Anesthesiologists 

LESTER  C.  MARK,  M.D.,  Chairman 
GERTIE  F.  MARX,  M.D.,  Cochairman 
HERBERT  GADE,  M.D.  SARAH  JOFFE,  M.D. 

EDITH  R.  KEPES,  M.D. 


Excessive  Spread 
of  Epidural  or 
Spinal  Anesthesia 

Diffusion  of  local  anesthetic  drugs 
injected  into  the  epidural  or  subarachnoid 
spaces  is  relatively  but  not  absolutely  con- 
trollable by  the  anesthesiologist.  Despite 
meticulous  attention  to  details  of  technic, 
undesirably  high  levels  of  anesthesia  may 
result.  Two  such  instances  are  described. 

Case  reports 

Case  1.  A seventy-eight-year-old  male  was 
admitted  to  the  hospital  with  hematuria  of  three 
months  duration.  He  was  5 feet  11  inches  tall 
and  well  developed,  weighing  158  pounds.  Sys- 
tolic blood  pressure  was  120  mm.  Hg  and  dias- 
tolic 84  mm.  Hg,  pulse  rate  88,  and  respiratory 
rate  16.  There  was  slight  hepatomegaly  and  a 
tender  mass  in  the  right  flank.  Chest  x-ray 
examination  and  all  laboratory  findings  were 
within  normal  limits,  except  for  the  urinalysis 
which  showed  albumin  3 plus  with  numerous  red 
blood  cells.  An  abnormality  in  the  right  kid- 
ney seen  in  a renal  arteriogram  was  diagnosed  as 
probable  carcinoma.  A venous  pressure  dif- 
ferential between  the  basilic  vein  of  the  arm  (60 
cm.  of  water)  and  the  femoral  vein  (210  cm.  of 
water)  suggested  obstruction  of  the  inferior  vena 
cava.  Retrograde  pyelography  with  split-func- 
tion studies  was  planned  to  evaluate  the  func- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  May  4,  1964. 
Clinical  Anesthesia  Conferences  are  held  on  the  first  Monday 
of  each  month. 


tional  capacity  of  the  left  kidney  in  the  event  of 
a right  nephrectomy. 

Secobarbital  100  mg.  and  atropine  0.4  mg. 
were  administered  intramuscularly  sixty  minutes 
prior  to  the  patient’s  arrival  in  the  operating 
room.  At  this  time  the  blood  pressure  was  140 
mm.  Hg  systolic  and  80  mm.  Hg  diastolic,  pulse 
rate  90,  and  respiratory  rate  16.  With  the 
patient  in  the  prone  position,  a 5-cm.,  22-gauge 
needle  was  inserted  into  the  caudal  epidural 
space.  A test  dose  of  5 ml.  of  lidocaine  (Xylo- 
caine)  hydrochloride  2 per  cent  with  epinephrine 
1:200,000  was  injected.  Five  minutes  later, 
after  excluding  the  possibility  of  inadvertent 
spinal  anesthesia,  a further  13  ml.  of  this  solution 
was  injected;  the  total  dose  used  was  18  ml. 
The  patient  was  returned  to  the  supine  position. 
Eight  minutes  later  the  blood  pressure  fell  to  70 
mm.  Hg  systolic  and  50  mm.  Hg  diastolic. 
The  sensory  level  of  anesthesia  was  tested  and 
found  to  be  at  the  level  of  the  second  thoracic 
spinal  segment.  Ephedrine  10  mg.  intrave- 
nously and  40  mg.  intramuscularly  was  injected 
at  once,  and  oxygen  was  administered  by  face 
mask  with  respirations  assisted  by  rhythmic 
manual  compression  of  the  breathing  bag.  The 
blood  pressure  promptly  returned  to  120  mm. 
Hg  systolic  and  80  mm.  Hg  diastolic,  where  it 
remained  for  the  rest  of  the  procedure.  The 
patient  was  able  to  move  his  legs  seventy-five 
minutes  later,  at  which  time  sensory  anesthesia 
had  worn  off. 

Case  2.  A thirty-four- year- old  female  in 
good  general  health  came  to  surgery  for  an 
emergency  cesarean  section  for  cephalopelvic 
disproportion.  She  had  received  nothing  by 
mouth  for  thirty-six  hours  and  was  being  given 
5 per  cent  dextrose  in  water  intravenously. 
Blood  pressure  was  140  mm.  Hg  systolic  and  70 
mm.  Hg  diastolic,  pulse  rate  72,  respiratory  rate 
22,  and  temperature  98.6  F.  Hematocrit  was 
38.  Labor  pains  were  at  four-minute  intervals. 

Scopolamine  0.2  mg.  was  administered  sub- 
cutaneously ninety  minutes  prior  to  arrival  in 
the  operating  room.  She  was  placed  in  the  left 
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lateral  position  and  ephedrine  50  mg.  given  intra- 
muscularly. A 22-gauge  spinal  needle  was  then 
introduced  between  the  third  and  fourth  lumbar 
vertebrae  into  the  subarachnoid  space  and  tetra- 
caine (Pontocaine)  8 mg.,  dextrose  80  mg.,  and 
epinephrine  0.2  mg.  injected  intrathecally.  As 
the  patient  was  turned  on  her  back,  she  sneezed 
violently.  Three  minutes  later  the  level  of 
sensory  anesthesia  was  at  the  sixth  thoracic  seg- 
ment. Blood  pressure  and  pulse  rate  remained 
essentially  unchanged  during  the  hour  and 
twenty-five  minutes  of  surgery.  Three  minutes 
after  the  start  of  operation  the  patient  reported  a 
tingling  sensation  in  the  fingertips  of  her  right 
hand.  At  this  time  she  was  receiving  oxygen  by 
face  mask.  Within  one  minute,  as  the  baby  was 
being  delivered,  she  complained  of  difficulty  in 
breathing.  Respirations  were  assisted  by  man- 
ual compression  of  the  breathing  bag.  Within 
another  minute  she  lost  consciousness  but  con- 
tinued to  breathe  the  oxygen.  After  ten  min- 
utes she  opened  her  eyes  and  two  or  three  min- 
utes later  was  able  to  respond  to  questions. 
The  sensory  level  of  anesthesia  tested  at  this 
time  was  found  to  be  above  the  first  thoracic 
segment.  An  hour  later,  as  the  operation 
ended,  the  level  was  at  the  fourth  thoracic  seg- 
ment. She  remained  under  observation  in  the 
operating  room  for  another  fifteen  minutes,  when 
the  level  had  receded  to  the  ninth  thoracic  seg- 
ment. She  was  then  transferred  to  the  recovery 
room,  where  her  subsequent  course  was  unevent- 
ful. 

Comment 

In  the  performance  of  epidural  or  spinal 
anesthesia  the  nature  and  volume  of  solution 
administered,  the  site  and  speed  of  injection, 
and  the  position  of  the  patient  may  all  be 
manipulated  to  achieve  the  desired  level  of 
anesthesia.  In  the  case  of  caudal  epidural 
anesthesia,  it  is  generally  considered  that 
the  administration  of  10  ml.  of  local  anes- 
thetic drug  in  suitable  concentration,  for 
example,  lidocaine,  1.5  to  2 per  cent,  will 
result  in  a saddle  block,  20  ml.  will  produce 
a sensory  level  to  the  third  lumbar  segment, 
and  30  ml.  a level  to  the  tenth  thoracic  seg- 
ment. In  a statistical  study  of  epidural 
anesthesia,  Bromage1  correlated  the  length 
of  the  back  and  the  age  of  the  patient  with 
the  dosage  required  to  anesthetize  one 
spinal  segment.  The  height  of  the  patient 
appeared  to  have  only  a slight  influence  on 
the  dose  required  per  segment,  but  age  had 
a very  strong  influence.  The  highest  doses 
were  required  between  the  ages  of  sixteen 
and  twenty,  and  thereafter,  with  advancing 
age,  there  was  a sharp,  linear  decline  in  dose 


requirements.  The  dosage  recommended 
in  milliliters  per  spinal  segment  may  be  cal- 
culated from  the  regression  equation: 

ml.  per  spinal  segment  = 1.722  — 0.01204  X age. 

More  important  than  chronologic  age  is 
biologic  age;  and  pregnancy  at  term  requires 
special  consideration.  For  example,  Brom- 
age2 found  arteriosclerotic  patients  to  be- 
have as  if  they  were  twenty-five  to  fifty 
years  older  than  their  chronologic  age,  while 
pregnancy1  increased  the  spread  of  local 
anesthetic  solutions  in  the  epidural  space  by 
30  per  cent.  In  view  of  these  findings,  the 
excessive  spread  of  epidural  anesthesia  in  the 
seventy-eight-year-old  man  of  Case  1 is 
readily  understandable. 

As  for  spinal  anesthesia,  the  patient  with 
an  abdominal  mass  often  presents  rapid 
changes  in  cerebrospinal  fluid  dynamics. 
This  is  particularly  true  in  pregnancy  at 
term.  In  Case  2,  the  simple  act  of  sneezing 
caused  the  level  of  anesthesia  to  rise  much 
more  rapidly  and  much  higher  than  might 
ordinarily  have  been  expected;  fortunately 
there  were  no  concomitant  circulatory 
changes.  As  a corollary,  the  actual  injec- 
tion of  spinal  anesthetic  drugs  should  be 
made  between  and  not  during  labor  pains.3 

These  two  examples  emphasize  the  ex- 
treme importance  of  minute-to-minute  ob- 
servation of  the  patient  during  spinal  or 
epidural  anesthesia.  It  is  obvious  that  the 
level  of  anesthesia  may  continue  to  rise 
even  after  the  patient  has  been  draped  and 
the  operation  begun;  the  level  should  be 
tested  repeatedly  until  it  has  become  stable. 
Inadvertently  high  levels  can  result  in  pro- 
gressively increasing  sympathetic  blockade 
and  respiratory  motor  paralysis.  In  the 
present  cases,  recognition  and  treatment 
were  prompt  and  appropriate,  with  ventila- 
tion with  oxygen  and  support  of  circulation 
as  needed  by  means  of  a vasopressor  drug. 
Inattention  or  a false  sense  of  security  might 
have  led  to  tragedy. 
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H ypnosis  was  used  as  a means  of  reducing 
or  removing  pain  and  permissively  facilitat- 
ing a reorientation  to  a new  body  image  and 
new  interpersonal  relationships  in  the  follow- 
ing 3 cases  seen  by  us  at  the  Roswell  Park 
Memorial  Institute.  It  is  apparent  at  once 
that  a person  who  loses  a limb  has  been 
mutilated  and  may  have  anxiety  concerning 
not  only  the  outcome  of  the  operation  but  its 
effect  on  his  sexual,  social,  financial,  and 
athletic  future.  He  frequently  projects  his 
own  reactions  to  disfigurement  onto  his 
family  and  friends,  with  the  result  that  inter- 
personal interaction  may  cause  great  anxi- 
ety. Many  investigators  have  also  noted 
that  the  patient  frequently  mourns  the  lost 
part  in  a fashion  similar  to  the  way  he 
mourns  departed  parents  and  friends  and 
that  the  patient  may  equate  disposition  of 
the  part  with  burial.  With  the  full  realiza- 
tion that  psychiatric  care  is  not  our  goal, 
we  have  structured  our  procedure  permis- 

Presented  before  the  Fourth  International  Congress  of 
Physical  Medicine  at  the  New  Medical  School,  Paris,  France, 
September  10,  1964, 


sively,  so  that  the  patient  would  act  as  his 
own  governor  of  the  degree  and  rapidity  of 
his  response.  This  philosophy  has  evolved 
through  the  treatment  of  patients  with 
terminal  carcinoma*  and  has  been  consist- 
ently successful  in  the  avoidance  of  psycho- 
somatic symptom  substitution  and  precipi- 
tation of  overt  psychiatric  disturbance. 
This  is  the  basis  of  a protocol  of  hypno- 
therapy that  has  been  formulated  specifically 
to  deal  with  the  problem  of  phantom  limb 
pain. 

The  occurrence  of  the  postamputation 
phantom  limb  phenomenon  is  remarkably 
frequent12;  a painful  phantom,  while  less 
commonly  encountered,  is  a more  difficult 
clinical  problem.  Since  the  pain  of  the 
painful  phantom  limb  may  vary  from  mild 
discomfort  to  exquisite  torture,  and  since 
different  criteria  are  used  by  various  in- 
vestigators, it  is  difficult  to  define  its  in- 
cidence. After  a review  of  the  subject 
Bonica3  estimated  the  incidence  of  signifi- 
cant pain  at  from  5 to  15  per  cent. 

Not  infrequently  painful  phantom  limb 
is  accompanied  by  hyperesthesia,  pain, 
vasomotor  disturbances,  and  abnormal  mus- 
cle activity  in  the  stump.  The  patient  loses 
sleep,  his  appetite  is  impaired,  and  there  is 
weight  loss.  He  becomes  fretful,  appre- 
hensive, anxious,  and  irritable.  The  pain 
is  very  real  to  him  and  must  be  relieved. 

Many  theories  have  been  advanced  to  ex- 
plain the  mechanism  of  phantom  pain. 
The  suggested  causes  range  from  the  strictly 
neurologic  to  the  strictly  psychological,  and 
some  combine  both.  Whatever  the  actual 
cause  in  any  given  patient,  it  would  seem 
that  the  longer  the  pain  is  allowed  to  per- 
sist, the  harder  it  is  to  remove.4 

The  many  approaches  to  therapy  of 
phantom  limb  pain  have  two  major  divi- 
sions: surgical  and  psychiatric.  The  surgi- 
cal procedures  most  frequently  used  thera- 
peutically are  sympathetic  block,  resection 
of  neuroma,  sympathectomy,  and  chordot- 
omy.  The  psychiatric  procedures  include 

* To  be  reported  in  a future  article. 
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hypnosis,  narcotherapy,  electroshock,  lo- 
botomy , and  tranquilizers.1 2 3  4 

The  following  protocol  represents  the 
composite  approach  used  with  our  patients. 
It  is  permissive,  particularly  in  regard  to  the 
time  when  the  patient  must  produce  a par- 
ticular result,  that  is,  not  immediately  but 
at  a time  of  his  own  choosing,  when  he  is 
ready.  In  a sense  this  is  a permissive 
insinuation  of  time  distortion  which  allows 
a more  rapid  result.5  We  have  borrowed 
from  the  Gestalt  approach  of  Cooper  and 
Braceland6  in  suggesting  the  feeling  of  being 
a whole  person.  Schilder7  has  written  that 
the  suddenness  of  the  loss  of  a limb  does  not 
allow  for  reorientation  to  a new  body  image; 
and  Kolb8  has  written  that  phantom  pain 
represents  the  patient’s  suffering  from  the 
loss  of  an  important  part  of  himself,  es- 
pecially important  in  his  relationship  with 
others,  a view  which  is  not  remarkably  dif- 
ferent from  Szasz’s9  “expression  of  mourn- 
ing” approach.  These  views,  coupled  with 
the  frequent  observation  that  the  patient 
with  phantom  pain  identifies  with  his  lost 
part  even  to  the  degree  of  concern  over  its 
eventual  disposal,  led  us  to  allow  each 
patient  to  experience  the  removal  of  the 
limb  subconsciously  and  experience  a suit- 
able disposal  of  the  limb.  As  an  attempt 
to  deal  with  a neurophysiologic  origin  of  the 
pain,  we  have  suggested  reduction  in  swelling 
and  increased  circulation  in  the  stump  or 
operative  area. 

This  program  was  begun  after  a thorough 
conditioning  to  hypnosis  with  one  patient 
and  directly  with  the  others  by  means  of  a 
disguised  approach. 

Treatment  protocol  for 
phantom  limb  pain 

The  following  is  a fisting  of  the  protocol 
of  hypnotherapy  that  has  been  formulated 
for  the  management  of  phantom  limb  pain. 

1.  Either  a mental  conditioning  to  hypnosis 
or  a disguised  approach 

2.  Psychological  lobotomy 

3.  Removal  of  limb  subconsciously  and  its 
proper  disposal 

4.  Reduction  of  swelling  and  increase  of  cir- 
culation in  stump 

5.  Improved  outlook  on  fife 

6.  Post-hypnotic  suggestion  of  a protective 

nature,  such  as  remembering  to  reach  for 

prosthesis  when  getting  up  from  bed 


7.  Dream  of  therapeutic  benefit  (Case  2 
only) 

8.  Time  distortion  for  prosthesis  (Case  3 
only) 

9.  Removal  of  pain  from  operative  site 
(Case  3 only) 

Items  1 to  6 were  used  as  a basic  approach 
to  all  patients.  The  psychological  lobotomy 
is  a procedure  outlined  by  Rosen,10  suggest- 
ing that  “no  stimulus  no  matter  how  intense 
can  possibly  disturb”  the  patient.  The 
suggestion  for  an  “improved  outlook  on 
fife”  is  relatively  nondirective  and  unstruc- 
tured. This  is  done  intentionally  so  that 
the  patient  will  mobilize  his  own  psycho- 
logical resources  in  the  least  psychologically 
traumatic  fashion.  The  “dream  of  thera- 
peutic benefit”  is  a similarly  nondirective 
suggestive  technic  (Item  7). 

Case  reports 

Case  1.  A fifty-one-year-old  white  fe- 
male was  admitted  to  the  Roswell  Park 
Memorial  Institute  in  February,  1962. 
She  had  had  a hemipelvectomy  in  Septem- 
ber, 1960,  for  a malignant  synovioma  of  the 
left  thigh.  At  her  1962  admission,  me- 
tastases  to  the  right  lung  were  discovered. 

At  the  time  of  admission  the  patient  com- 
plained of  phantom  limb  pain  of  one  year, 
four  months  duration.  The  patient  had 
been  promised  an  artificial  limb  two  months 
postoperatively  which  she  had  not  received, 
and  her  phantom  limb  and  phantom  limb 
pain  began  at  that  time.  She  reported  that 
the  stump  area  felt  “tight”  and  that  the 
phantom  limb  stiffened  and  seemed  to  fly  in 
all  directions.  The  patient  believed  that 
somehow  blood  transfusions  had  caused  her 
phantom  pain.  She  had  the  additional 
problem  of  nausea. 

The  hypnotherapy  protocol  described  was 
instituted  in  three  sessions  over  two  weeks. 
At  the  end  of  this  time  the  phantom  pain 
was  gone,  and  the  patient’s  anxiety  was 
markedly  reduced.  Her  nausea  was  par- 
tially controlled,  and  her  outlook  on  fife  was 
improved.  These  gains  were  retained  until 
she  expired  a month  later  from  acute  coro- 
nary heart  disease  and  anemia,  secondary  to 
her  metastases. 

Case  2.  A sixty-five-year-old  white  fe- 
male was  admitted  to  Roswell  Park  Memo- 
rial Institute  in  April,  1962,  for  a hemi- 
pelvectomy for  malignant  mesenchymoma  of 


2908  New  York  State  Journal  of  Medicine  / December  1,  1964 


the  right  thigh.  She  developed  phantom 
limb  pain,  insomnia,  and  great  anxiety  about 
how  she  would  explain  the  amputation  to 
her  friends  and  family. 

The  patient  was  seen  in  May,  1962,  and 
the  protocol  was  instituted  using  a disguised 
approach.  The  phantom  limb  pain  was 
removed  during  the  first  session.  After 
three  more  visits  on  three  successive  days 
the  phantom  itself  was  gone,  and  gains  of 
anesthesia  in  the  stump,  relief  of  insomnia, 
and  reduction  of  anxiety  were  solidified. 
The  stump  was  reoperated  for  closure,  and 
anesthesia  in  the  operative  area  was  rein- 
forced on  a subsequent  visit.  These  gains 
were  retained,  and  although  bilateral  pul- 
monary metastatic  involvement  was  noted 
in  April,  1963,  the  patient  is  still  living  and 
doing  well  and  has  had  no  recurrence  of  pain. 

Case  3.  A fifty-four-year-old  white  fe- 
male was  admitted  to  Roswell  Park  Memorial 
Institute  in  February,  1961,  for  a right 
hemipelvectomy  for  ilial  metastases  second- 
ary to  follicular  adenocarcinoma  of  the 
thyroid.  In  March,  1961,  the  patient  de- 
veloped wound  abscesses  in  the  stump. 
Pain  in  the  operative  site  and  phantom  pain 
were  primary  problems.  The  patient  was 
allergic  to  morphine  and  was  maintained  on 
meperidine  (Demerol)  hydrochloride  every 
four  hours  for  pain.  A neurosurgical  con- 
sultation considered  unilateral  cervical  chor- 
dotomy  as  a possible  solution,  but  it  was  not 
resorted  to  at  the  time. 

The  patient  was  seen  for  medical  hypnosis 
in  June,  1961,  at  which  time  she  complained 
of  pain  in  the  knee  and  great  toe  of  the 
phantom  limb  and  a sensation  as  if  a tourni- 
quet were  around  the  limb.  The  protocol 
was  instituted  using  a disguised  approach 
for  two  visits,  three  days  apart,  which  was 
sufficient  to  remove  both  the  phantom  pain 
and  pain  in  the  operative  site.  In  addition, 


her  fear  of  crutches  was  removed,  and  time 
distortion  was  used  to  accustom  the  patient 
to  her  prosthesis  more  rapidly.  These 
gains  were  retained,  and  the  patient  is  alive 
and  well  at  the  time  of  this  writing,  having 
had  no  recurrence  of  pain. 

Summary 

Three  case  histories  of  phantom  limb  pain 
following  hemipelvectomy  have  been  pre- 
sented with  a protocol  for  hypnotherapy 
oriented  to  the  removal  of  such  pain  and 
other  postoperative  complications.  The 
protocol  evolved  in  an  attempt  to  apply 
most  of  the  major  etiologic  theories  of  phan- 
tom pain  to  the  problem  of  its  removal.  A 
variable  number  of  sessions  were  used  with 
each  patient  to  expedite  attaining  and  re- 
taining our  results.  We  feel  that  the  tech- 
nics as  presented  have  served  to  avoid  many 
of  the  complications  which  frequently  follow 
surgical  and  pharmacologic  approaches  to 
phantom  limb  pain. 
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| N recent  years  there  has  been  a tendency 
to  rely  on  the  results  of  large  statistical 
surveys  for  judgment  in  the  management  of 
many  diseases  requiring  surgery.  In  dis- 
eases with  a high  incidence  this  approach  has 
merit,  even  though  any  single  case  can 
violate  the  established  rules.  In  rare  dis- 
eases, individual  case  reports  can  be  signifi- 
cant, particularly  if  the  life  history  of  the 
disease  is  encompassed.  Judgment  and  de- 
cision are  a reflection  of  the  total  observation 
of  the  patient  in  time  and  may  vary  as  the 
disease  varies. 

Case  report 

First  operation.  A sixty-five-year-old 
retired  grocer  was  admitted  to  the  Univer- 
sity Hospital  in  March,  1954,  with  a history 
of  recurrent  hematemesis  and  melena  of  one 
week  duration.  He  gave  a history  of 
epigastric  distress  for  many  years  without 
periodic  ulcer  pain  and  was  told  that  he  had 
a “nervous  stomach.”  He  had  always  been 
a teetotaler  but  smoked  up  to  two  packs  of 
cigarets  a day.  His  past  history  otherwise 
was  completely  uneventful.  Shortly  after 
admission  a gastrointestinal  series  revealed 
some  deformity  of  the  duodenum  and  a ques- 
tionable duodenal  ulcer.  No  intrinsic  dis- 


ease of  the  stomach  was  noted.  Bleeding 
persisted  despite  good  antiulcer  manage- 
ment, and  he  received  12  units  of  blood  in  a 
period  of  six  days. 

With  the  diagnosis  of  a bleeding  duodenal 
ulcer,  an  exploratory  operation  was  per- 
formed, but  at  surgery  the  findings  were 
meager.  There  was  slight  scarring  and 
thickening  of  the  first  portion  of  the  duo- 
denum, but  no  definite  ulcer  crater  was 
visualized  after  a wide  gastrotomy  with  ex- 
ploration of  the  interior  of  the  stomach  and 
duodenum.  The  entire  small  intestine  was 
explored,  and  no  other  source  of  bleeding 
was  found.  There  was  no  active  bleeding  at 
this  time.  A subtotal  gastrectomy  was 
elected,  using  the  Hofmeister  antecolic 
technic.  The  pathologist  reported  “a  fairly 
hemorrhagic  appearance  of  the  mucosa  of 
the  stomach  on  gross  examination,  but  micro- 
scopically the  sections  showed  nothing 
unusual.” 

Second  operation.  The  patient  had  an 
uneventful  postoperative  course,  but  follow- 
ing discharge  he  was  readmitted  five  times 
between  March  and  September,  1954,  for 
recurrent  hematemesis  and  melena,  requiring 
30  units  of  blood  for  replacement.  Despite 
the  negative  results  of  a gastrointestinal 
x-ray  examination,  another  exploratory  op- 
eration was  performed  in  September,  1954, 
with  the  diagnosis  of  bleeding  from  a stomal 
ulcer.  The  stoma  appeared  perfectly  nor- 
mal, and  a gastrotomy  was  performed  in  the 
residual  gastric  pouch.  The  entire  mucosa 
appeared  to  be  hemorrhagic,  and  on  the 
posterior  wall  several  small  spurting  vessels 
were  identified  and  controlled  with  suture 
ligation.  Several  areas  of  the  mucosa  were 
biopsied,  and  the  stomach  was  closed.  The 
pathologic  report  on  these  specimens  showed 
polypoid  hyperplasia  and  mucosal  hemor- 
rhage. No  unusual  numbers  of  vessels  were 
seen. 

Again,  he  recovered  without  complication, 
but  between  September,  1954,  and  August, 
1957,  he  was  admitted  to  the  hospital  12 
times  for  recurrent  bleeding  and  received  a 
total  of  78  units  of  blood.  The  bleeding  was 
usually  slow  but  progressive,  and  he  had 
repeated  mild  episodes  of  hemorrhagic  shock 
that  responded  promptly  to  blood  replace- 
ment. During  all  this  time  he  was  on  a 
strict  antiulcer  regimen,  with  antiacid  drugs 
and  control  of  his  diet.  Thorough  hemato- 
logic investigation,  including  bone  marrow 
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FIGURE  1.  Dilated,  barium-filled  jejunal  Roux-en-Y 
functioning  as  a stomach  reservoir. 


studies,  revealed  no  underlying  abnormality. 

During  several  of  the  admissions  a total 
gastrectomy  was  repeatedly  considered,  but 
despite  the  severe  recurrent  hemorrhage, 
this  radical  procedure  was  not  felt  to  be 
warranted  for  benign  disease — in  this  in- 
stance, hemorrhagic  gastritis. 

Third  operation.  In  August,  1957, 
forty-one  months  after  the  first  hemorrhagic 
episode,  after  having  received  a total  of  120 
units  of  blood,  a total  gastrectomy  was  per- 
formed through  an  abdominal-thoracic  inci- 
sion using  a Roux-en-Y  anastomosis  between 
the  esophagus  and  jejunum.  The  patho- 
logic diagnosis  again  was  chronic  hypertro- 
phic gastritis  with  hemorrhage.  The  spleen, 
which  was  removed  incidentally,  was  re- 
ported as  normal. 

The  patient  had  an  uneventful  postopera- 
tive course  and  tolerated  a five-feeding, 
high-protein  diet  very  well.  He  has  been 
followed  at  six-month  intervals  for  the  past 
six  years,  and  his  weight,  which  was  112 
pounds  at  the  time  of  total  gastrectomy, 
rose  to  a plateau  of  134  pounds,  which  he 
has  maintained  for  the  past  three  years. 
His  blood  level  was  maintained  at  from  10  to 
12  Gm.  of  hemoglobin,  with  a hematocrit  of 
35  to  40,  by  injections  of  1 cc.  of  vitamin  Bi2 
every  two  weeks.  Blood  chemistries  and 
electrolytes  have  remained  within  normal 
limits. 


FIGURE  2.  Gastric  biopsy  photomicrograph  show- 
ing dilated  gastric  pits  and  some  cystic  dilatation 
within  the  lamina  propria. 


He  is  now  a social  drinker  and  at  the 
present  time  tolerates  most  all  foods,  with 
the  reservation  that  he  eat  small  amounts  at 
frequent  intervals.  He  has  had  no  symp- 
toms of  dumping  syndrome.  When  he  was 
last  seen  in  August,  1962,  a gastrointestinal 
series  revealed  that  the  proximal  segment  of 
the  jejunum  at  the  site  of  the  Roux-en-Y 
had  dilated  to  function  as  a stomach  reser- 
voir (Fig.  1).  He  now  leads  a normal  life  of 
retirement  in  Florida. 

Pathologic  findings.  Tissue  from  the 
stomach  of  this  patient  was  submitted  for 
microscopic  examination  on  three  different 
occasions.  The  first  specimen,  a subtotal 
gastric  resection,  was  examined  on  March 
18,  1954.  The  gross  appearance  of  the 
stomach  at  this  time  was  within  normal 
limits  except  for  a finely  hemorrhagic  mu- 
cosa. The  microscopic  appearance  of  the 
gastric  and  duodenal  mucosa  was  charac- 
terized by  some  increased  focal  and  diffuse 
collections  of  lymphocytes.  The  lamina 
propria  showed  slight  congestion,  but  the 
mucosa  was  intact  and  not  thrown  into 
polypoid  folds.  Some  duodenal  tissue  was 
also  present,  and  this  was  within  normal 
limits  microscopically. 

At  the  time  of  the  second  surgical  proce- 
dure on  September  20,  1954,  two  mucosal 
biopsy  specimens  were  submitted.  Each 
specimen,  which  included  only  the  mucosa, 
measured  0.5  cm.  in  diameter  and  exhibited 
an  injected  mucosal  surface  grossly.  The 
microscopic  examination  of  this  tissue 
showed  changes  not  seen  in  the  previous 
specimen  of  the  stomach.  The  gastric  pits 
were  widened,  and  the  gastric  lining  cells 
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FIGURE  3.  Opened  portion  of  stomach  showing 
prominent  rugal  folds  and  area  of  diffuse  hemor- 
rhage. 


were  characterized  by  an  increased  number 
of  mucus-producing  cells  (Fig.  2).  Some 
glands  showed  increased  branching  within 
the  lamina  propria,  and  rare  cystic  struc- 
tures were  seen.  The  mucosa  did  not  show 
evidence  of  ulceration;  the  lamina  propria 
was  edematous,  and  many  areas  were  dif- 
fusely hemorrhagic.  Rare  nodular  collec- 
tions of  lymphocytes  were  seen.  A diagno- 
sis was  not  rendered  on  this  material,  al- 
though in  review  it  showed  microscopic 
changes  seen  in  either  hypertrophic  gastritis 
or  in  the  so-called  giant  hypertrophic  gas- 
tritis. 1,2 

The  third  specimen  consisted  of  the  re- 
maining portion  of  the  stomach,  the  jejunal 
tissue  attached  to  the  stomach,  and  the 
spleen  and  was  submitted  to  the  laboratory 
on  August  19,  1957.  Grossly,  the  rugal 
folds  were  prominent,  and  the  major  part  of 
the  mucosa  showed  a markedly  hemorrhagic 
appearance  (Fig.  3).  Microscopic  examina- 
tion of  the  stomach  showed  further  progres- 
sion of  those  changes  seen  in  the  previous 
specimen.  The  mucosa  had  a polypoid 
architecture,  with  large  numbers  of  hyper- 
trophied mucus-producing  cells.  Cystic 
structures  were  found  in  the  midportion  of 
the  lamina  propria  (Fig.  4).  The  entire 
lamina  propria  was  characterized  by  large 
numbers  of  red  cells  within  the  stroma,  and 
small  nodular  collections  of  lymphocytes 
were  noted.  The  mucosal  surface  showed 


FIGURE  4.  Photomicrograph  showing  polypoid 
mucosal  surface  and  complex  labyrinth  of  dilated 
tubular  glands. 


no  evidence  of  ulceration.  The  appearance 
of  sections  of  the  spleen  was  within  normal 
limits,  and  the  jejunal  mucosa  showed 
nothing  positive.  The  final  impression  in 
the  case  was  that  it  represented  a moderately 
severe  hypertrophic  gastritis.  No  explana- 
tion for  the  bleeding  was  offered. 

The  diagnosis  of  chronic  hypertrophic 
gastritis  is  difficult  for  the  pathologist  be- 
cause there  are  no  well-defined  criteria  save 
for  an  increase  in  the  thickness  of  the  gastric 
wall.  The  diagnosis  is  best  made  on  inspec- 
tion of  the  gross  specimen,  since  it  may  show 
a hyperemic,  velvety,  lush  gastric  mucosa 
with  exaggerated  rugal  folds,  producing  a 
cobblestone- type  appearance.  Microscopic 
recognition  depends  on  the  recognition  of  the 
mucosal  thickness  and  the  presence  of 
lymphoid  tissue  in  excess  between  the  glands 
within  the  stroma.  Microscopically,  the 
lesion  under  consideration  here  met  many  of 
the  criteria  for  the  lesion  termed  “giant  hy- 
pertrophic gastritis,”1’2  although  the  gross 
specimen  did  not  approach  the  extremes 
seen  in  this  condition.  Butz,2  in  discussing 
the  microscopic  appearance  of  giant  hyper- 
trophic gastritis,  described  mucosal  meta- 
plasia, with  replacement  by  mucin-secreting 
goblet  cells.  He  also  stressed  the  presence 
of  cystic  dilatation  of  the  gastric  glands, 
occasionally  penetrating  the  muscularis  mu- 
cosa. Acute  inflammatory  cells  were  pre- 
sent within  the  gland  lumens,  but  he  felt 
that  the  lymph  follicles  were  not  pathog- 
nomonic evidence  of  inflammation  unless 
their  presence  was  associated  with  other 
inflammatory  phenomena.  No  instance  of 
massive  gastric  bleeding  was  encountered  in 
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the  14  cases  of  giant  hypertrophic  gastritis 
which  Butz  described. 

Comment 

In  a recent  definitive  review,  Rosenkrantz 
and  Bartlett3  analyzed  44  proved  cases  of 
bleeding  from  gastritis  and  emphasized  that 
most  patients  stop  bleeding  under  conserva- 
tive management  even  though  recurrence  is 
frequent.  Subtotal  gastrectomy  seemed  to 
lower  the  incidence  of  subsequent  bleeding; 
they  suggested  that  it  be  reserved  for  care- 
fully selected  cases.  Bockus4  in  1950,  dur- 
ing a panel  discussion  of  upper  gastrointes- 
tinal hemorrhage,  cited  a patient  with  severe 
hypertrophic  gastritis  with  erosion  and  mas- 
sive hemorrhages  who  was  treated  by  sub- 
total gastrectomy.  The  patient  subse- 
quently succumbed  to  recurrent  hemorrhage 
in  the  postoperative  period.  Bockus  sug- 
gested that  a total  gastrectomy  might  have 
salvaged  this  patient.  Hardaway  and  Cas- 
tagno5  reported  3 cases  of  total  gastrectomy 
for  recurrent  gastric  hemorrhage  due  to 
hemorrhagic  gastritis.  In  1 case  total  gas- 
trectomy was  performed  after  two  previous 
procedures  involving  partial  gastrectomy 
and  subsequent  higher  resection,  in  the 
second  case  five  days  after  partial  gastrec- 
tomy, and  in  the  third  case  as  a primary 
procedure  because  of  universal  involvement 
of  the  gastric  mucosa. 

By  means  of  gastroscopy,  Palmer6  made  a 
diagnosis  of  gastritis  in  84  of  500  patients 
admitted  with  upper  gastrointestinal  hemor- 
rhage. Of  the  84,  7 were  operated  on  be- 
cause of  the  severity  of  the  bleeding.  Of  4 
patients  who  had  a subtotal  gastrectomy, 
only  1 survived.  One  patient  died  after  a 
subtotal  gastrectomy  was  followed  by  a 
total  gastrectomy.  One  patient  who  had 
had  a subtotal  gastrectomy  seven  years 
before  survived  a subsequent  total  gastrec- 
tomy. Palmer  strongly  advocates  a total 
gastrectomy  as  a primary  procedure  when 
the  stomach  is  universally  involved. 

Judd  and  Edwards7  reviewed  the  experi- 
ence at  the  Mayo  Clinic  of  proved  diagnoses 
of  severe  gastritis  in  51  cases  from  1946 
through  1950.  Of  these,  only  9 gave  a his- 
tory of  bleeding.  Subtotal  gastrectomy 
was  performed  in  6,  and  2 of  these  bled 
subsequently.  None  of  these  patients  was 
subjected  to  total  gastrectomy. 


There  have  been  a number  of  isolated  case 
reports  of  total  gastrectomy  for  the  relief  of 
massive  hemorrhage  from  chronic  gastritis. 
In  most  instances  the  procedure  was  elected, 
as  in  our  case,  after  other  attempts  at  control 
of  the  bleeding  had  failed.  Certainly,  few 
would  advocate  this  radical  procedure  as  a 
primary  approach  to  the  problem.  Un- 
fortunately, barium  x-ray  study  of  the 
stomach  rarely  implicates  diffuse  mucosal 
disease  as  the  source  of  the  bleeding,  and  the 
diagnosis  of  gastritis  is  made  with  misgivings 
by  the  roentgenologist.  Even  with  gastros- 
copy and  gastrotomy  with  biopsy,  the 
diagnosis  is  often  obscure.  The  gross  and 
microscopic  pathologic  features  vary  con- 
siderably and  do  not  seem  to  reflect  the 
seriousness  of  the  disease.  It  is  conceivable 
that  in  the  future  other  subtle  mechanisms 
may  be  invoked  for  this  hemorrhagic  disease 
of  the  gastric  mucosa  and  that  the  term 
“gastritis”  will  be  replaced  by  one  more 
physiologically  descriptive. 

Summary 

1.  A sixty-seven-year-old  man  had  a 
total  gastrectomy  performed  for  recurrent 
hemorrhage  from  chronic  gastritis,  and  in 
the  six-year  follow-up  to  date  he  has  re- 
mained well  and  has  maintained  his  normal 
weight. 

2.  Election  of  total  gastrectomy  should 
be  reserved  for  the  patient  with  recurrent 
bleeding  from  chronic  gastritis  who  does  not 
respond  to  lesser  measures. 

3.  The  mechanism  of  bleeding  and  the 
pathologic  background  of  this  disease  re- 
mains obscure. 
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P ROLONGED  NEONATAL  JAUNDICE  has  been 
reported  as  an  early  common  feature  of 
congenital  cretinism.1-4  However,  much  of 
the  recent  literature  makes  no  mention  of 
this  association.5 -1 4 Since  the  only  hope  for 
successful  treatment  of  cretinism  is  early 
diagnosis,  we  are  once  again  calling  attention 
to  this  important  clue  to  congenital  hypothy- 
roidism by  presenting  an  illustrative  case 
and  a brief  discussion  of  the  possible  relation- 
ship of  the  thyroid  gland  to  bilirubin  conju- 
gation. 

Case  report 

First  admission.  The  patient,  a white 
male  infant  weighing  10  pounds,  6 ounces, 
was  delivered  spontaneously  at  Wyckoff 
Heights  Hospital  on  March  18,  1961,  after  a 
full-term,  uneventful  pregnancy.  Physical 
examination  after  delivery  yielded  results 
completely  within  normal  limits. 

The  mother,  age  thirty-three,  was  in  good 
health  and  had  not  received  any  medication 
during  the  pregnancy.  Her  blood  type  was 
B,  Rh  positive.  The  father,  age  thirty-five, 
was  also  in  good  health.  Two  siblings,  ages 
three  and  four,  were  both  well,  with  no  his- 
tory of  serious  illness  or  of  jaundice. 

The  infant  did  well  in  the  nursery  and  took 
his  feedings  without  difficulty.  At  three 
days  of  age,  a moderate  degree  of  generalized 
icterus  was  noticed.  The  complete  blood 
count  at  that  time  was  normal,  with  a hemo- 
globin of  17  Gm.  A Coombs’  test  had  nega- 
tive results.  The  blood  type  was  O,  Rh 
positive.  The  jaundice  did  not  increase  in 
intensity,  and  the  infant  was  discharged 
home  in  good  condition  at  five  days  of  age. 


FIGURE  1.  Appearance  of  patient  at  six  weeks  of 
age,  before  treatment. 


The  diagnosis  on  discharge  was  “physiologic 
icterus.” 

Second  admission.  On  May  2,  1961,  at 
six  weeks  of  age,  the  patient  was  readmitted 
because  of  the  persistence  of  the  jaundice. 
His  mother  stated  that  he  had  done  well  at 
home,  with  no  problems  in  feeding  or  with 
his  bowel  movements.  No  physician  was 
consulted  until  the  day  prior  to  admission, 
when  the  infant  was  seen  by  one  of  us 
(A.N.E.)  during  a routine  office  check-up. 
The  jaundice  was  quite  pronounced,  and 
immediate  hospitalization  was  advised. 

On  admission,  the  patient  was  found  to  be 
markedly  icteric,  pale,  in  no  acute  or  chronic 
distress,  and  with  normal  vital  signs.  He 
was  alert  but  somewhat  hypotonic.  His 
tongue  did  not  protrude,  nor  did  he  show  the 
typical  cretinoid  facies  (Fig.  1).  His  face 
was  not  puffy,  and  his  forehead  was  not 
hirsute.  No  protuberant  abdomen,  um- 
bilical hernia,  or  coarse  hair  was  found.  The 
liver  and  spleen  were  not  palpable. 

Laboratory  findings  on  admission. 
The  hemogram  and  results  of  a urinalysis 
were  within  normal  limits.  Both  a direct 
and  an  indirect  Coombs’  test  gave  negative 
results.  The  total  bilirubin  was  11.9  mg. 
per  100  ml.;  the  direct  was  2.2  mg.  and  the 
indirect  9.7  mg.  per  100  ml.  The  alkaline 
phosphatase  was  3.5  Bodansky  units;  the 
cephalin  flocculation  and  thymol  turbidity 
test  results  were  negative;  serum  glutamic 
oxalacetic  transaminase  was  40  units;  and 
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total  cholesterol  was  280  mg.  per  100  ml. 
A red  blood  cell  fragility  test  showed  normal 
results.  The  urine  was  negative  for  cy- 
tomegalic inclusion  bodies.  The  results  of  a 
toxoplasmin  dye  test  and  a Wassermann  test 
were  negative.  Roentgenograms  of  the 
skull  showed  no  calcifications.  A chest 
x-ray  film  and  flat  plate  of  the  abdomen  both 
showed  findings  within  normal  limits.  No 
electrocardiogram  was  taken. 

Hospital  course.  The  general  condition 
of  the  infant  remained  unchanged  for  the 
first  few  days.  The  jaundice  very  gradually 
diminished.  Five  days  after  admission,  the 
total  bilirubin  had  dropped  to  9.5  mg.  per 
100  ml.  (direct  1.4  and  indirect  8.1  mg.  per 
100  ml.).  A diagnosis  could  not  be  estab- 
lished despite  the  extensive  laboratory  work- 
up. A number  of  competent  observers 
examined  the  patient  but  could  offer  no  ex- 
planation for  the  prolonged  jaundice  beyond 
confirming  the  obvious,  namely,  that  there 
was  an  impairment  of  the  liver  conjugating 
system  causing  the  elevation  of  free  or  un- 
conjugated bilirubin  in  the  blood. 

Six  days  after  admission,  the  possibility  of 
cretinism  was  finally  suggested.  A protein- 
bound  iodine  determination  was  obtained 
and  reported  as  0.9  micrograms  per  100  ml.; 
this  was  repeated  and  found  to  be  accurate. 
Radioactive  iodine  uptake  was  reported  as 
10  per  cent,  indicating  hypothyroidism,  and 
a butanol-extractable  iodine  level  of  2 micro- 
grams per  100  ml.  was  obtained.  X-ray 
films  to  determine  bone  age  showed  no  ossifi- 
cation of  the  proximal  epiphysis  of  the  tibia, 
which  is  consistent  with  some  delay  in  ma- 
turation. A myxedema  reflex15  could  not 
be  elicited.  A definite  diagnosis  of  cretinism 
was  made,  and  ten  days  after  admission  the 
patient,  then  seven  weeks  old,  was  started  on 
one-fourth  grain  of  thyroid  and  was  dis- 
charged home. 

Internal  history.  The  patient  has  been 
followed  regularly.  The  thyroid  dosage  has 
been  gradually  increased,  using  the  protein- 
bound  iodine  determination  as  the  criterion 
for  increase.  At  the  present  time  he  is  two 
years  of  age  and  is  taking  2 grains  of  thyroid 
daily.  His  protein-bound  iodine  ranges  be- 
tween 6 and  8 micrograms  per  100  ml.,  and 
his  bone  age  is  reported  as  normal.  He  is  an 
alert,  active  child,  obeys  commands,  and  has 
about  a 20 -word  vocabulary  (Fig.  2).  His 
mother  believes  that  for  his  age  he  is  doing 
at  least  as  well  as  his  two  older  siblings. 


FIGURE  2.  Appearance  of  patient  at  two  years  of 
age,  approximately  twenty-two  months  after  insti- 
tution of  thyroid  treatment. 


Comment 

The  association  of  cretinism  and  prolonged 
neonatal  jaundice  was  first  described  by 
Akerren  in  1954 1 and  by  Flamand  Christen- 
sen in  1956. 2 Of  the  total  of  29  cases  of 
cretinism  documented  by  these  authors,  12, 
or  about  40  per  cent,  manifested  prolonged 
hyperbilirubinemia.  This  jaundice  lasted 
over  six  weeks  in  all  cases  and  therefore 
could  not  be  mistaken  for  so-called  “physio- 
logical jaundice,”  which  rarely  persists  be- 
yond the  first  three  weeks  of  life.  Lowrey 
et  al.z  reported  that  6 of  their  49  cretins 
demonstrated  prolonged  icterus  neonatorum 
lasting  for  “several  weeks,”  and  Bialkin  and 
Harris4  described  another,  similar  case. 

These  studies  point  to  a significant  rela- 
tionship between  congenital  myxedema  and 
prolonged  neonatal  jaundice.  It  was  there- 
fore surprising  to  us  that  much  of  the  recent 
literature  dealing  with  cretinism,  including 
textbooks  of  endocrinology,5”14  do  not  men- 
tion this  association.  In  addition,  two 
recent  review  articles16,17  dealing  with  the 
many  possible  factors  influencing  the  de- 
velopment of  neonatal  jaundice  also  did  not 
include  cretinism. 

The  skin  manifestation  that  is  more  fre- 
quently described  as  a feature  of  congenital 
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myxedema  is  carotenemia.  One  may  specu- 
late that  perhaps  some  of  these  patients  with 
cretinism  actually  were  jaundiced  instead  of, 
or  as  well  as,  carotenemic.  This  possibility 
certainly  would  be  feasible  when  the  early 
signs  and  symptoms  of  the  cretin  are  elicited 
by  history  after  three  months  of  age.  Usu- 
ally, when  the  diagnosis  is  established  at  that 
time,  the  parents  describe  their  baby  as 
having  “yellow  skin”  after  birth.  Was  this 
a case  of  carotenemia,  or  jaundice,  or  both? 

It  is  very  unlikely  that  this  relationship  of 
two  comparatively  unusual  conditions, 
namely,  cretinism  and  prolonged  neonatal 
hyperbilirubinemia,  is  due  to  chance.  It  is 
logical  to  assume  that  the  thyroid  insuffi- 
ciency is  basic  to  the  prolonged  icterus,  but 
as  yet  no  causal  relationship  has  been  demon- 
strated. The  elevated  bilirubin  level  asso- 
ciated with  cretinism  is  mainly  of  the  free  or 
unconjugated  form  and  signifies  impairment 
of  fiver  conjugation.  Therefore,  the  thyroid 
must  somehow  influence  the  efficiency  of  the 
glucuronide  conjugating  system.  Very  little 
has  been  written  about  this  subject,  but 
there  is  some  circumstantial  evidence  point- 
ing to  this  conclusion  beyond  the  accepted 
fact  that  thyroid  insufficiency  causes  a gen- 
eralized depression  of  metabolic  activity  at 
all  times.  Westphal  et  a/.18  administered 
thyroid  to  normal  infants  and  demonstrated 
lower  average  bilirubin  levels  in  this  group 
as  compared  with  normal  infants  not  re- 
ceiving thyroid.  Skelton  and  Gans19  re- 
ported that  the  infants  born  to  2 women  who 
had  undergone  thyroidectomy  had  jaundice 
and  hepatosplenomegaly  at  birth.  As  yet, 
the  actual  mechanism  by  which  the  thyroid 
gland  interferes  with  the  conjugation  of 
bilirubin  has  not  been  determined. 

Our  case  is  yet  another  example  of  a cretin 
initially  showing  prolonged  neonatal  jaun- 
dice. He  was  too  young  to  show  any  of  the 
classical  features  of  the  disease,  such  as  pro- 
truding tongue,  pot  belly,  and  obvious  re- 
tardation. which  do  not  become  recognizable 
as  a rule  until  from  three  to  six  months  of 
age.  Wilkins11  makes  the  point  that  during 
the  first  few  months  of  life  cretinism  often 
is  not  apparent,  presumably  because  of  the 
thyroxin  that  has  crossed  the  placental 
barrier.  He  further  states  that  the  longer 
treatment  is  delayed  the  greater  is  the  likeli- 
hood that  there  may  be  irreparable  cerebral 
defects.  The  prospect  for  attaining  normal 
mentality  in  a larger  number  of  cases  de- 


pends on  much  earlier  diagnosis  and  treat- 
ment in  the  crucial  earliest  months  of  fife, 
when  brain  development  normally  progresses 
most  rapidly. 

One  of  the  earliest  clues  to  the  diagnosis 
at  times  may  be  jaundice.  Therefore,  a 
plea  is  made  to  include  cretinism  promi- 
nently in  any  differential  diagnosis  of  pro- 
longed neonatal  jaundice. 

Summary 

A case  of  cretinism  associated  with  pro- 
longed hyperbilirubinemia  is  presented.  A 
brief  discussion  of  the  possible  relationship 
between  the  thyroid  gland  and  bilirubin 
conjugation  is  included.  The  importance  of 
early  diagnosis  and  treatment  of  cretinism  is 
emphasized.  A plea  is  made  to  include 
cretinism  in  any  differential  diagnosis  of 
prolonged  neonatal  jaundice. 
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T his  study  is  a continuation  of  work  pre- 
viously reported  by  one  of  us  (Owens)1-2 
in  which  interest  has  been  focused  on  the 
cerebral  venous  system  as  a source  of  col- 
lateral brain  circulation.  Employing  ana- 
leptic agents,  it  has  been  shown  experimen- 
tally that  venous  to  capillary  circulatory 
pathways  are  available  in  the  cerebral  cor- 
tex.3 These  pathways  are  dependent  on 
elevated  pressure  within  the  venous  system. 

In  this  brief  report  the  electron  micro- 
scope has  been  employed  further  to  docu- 
ment that  intravenous  administration  of  a 
substance  (in  this  instance  thorium  dioxide 
or  thorotrast)  can  be  found  immediately  in 
the  brain  capillary  bed. 

Materials  and  methods 

Three  mongrel  dogs  were  each  anesthe- 
tized with  pentobarbital  sodium,  intubated, 
and  placed  in  a head  holder.  After  a mid- 
line scalp  incision  and  temporal  muscle  de- 
flection, a large  segment  of  the  dura 
and  the  adjacent  superior  longitudinal 
sinus  were  exposed  by  craniectomy  (Fig.  1). 
The  dura  was  incised  and  deflected,  and  the 


FIGURE  1.  Diagrammatic  representation  of  su- 
perior longitudinal  sinus  (SLS)  injection  technics 
established  so  that  constant  and  reproducible 
pressures  might  be  obtained. 


anterior  portion  of  the  superior  longitu- 
dinal sinus  was  cannulated.  Immediately 
prior  to  thorium  dioxide  injection,  the  pos- 
terior portion  of  the  superior  longitudinal 
sinus  was  clamped. 

Thorium  dioxide  was  injected  under  con- 
trolled pressure  by  flow  of  air  from  a com- 
pressed air  tank  (A)  regulated  by  a valve  (E). 
A bleeder  valve  (F)  provided  an  opening  in 
an  otherwise  closed  system  while  injection 
pressures  were  registered  continuously  by  a 
mercury  manometer  (G).  The  cannula  and 
syringe  (H)  were  filled  with  8 to  20  cc.  of 
thorium  dioxide  which  was  injected  over  a 
30-second  to  two-minute  period,  at  in- 


December  1,  1964  / New  York  State  Journal  of  Medicine  2917 


FIGURE  2.  (A)  Ultra-thin  section  from  cerebral  cortex  demonstrating  capillary  lumen  filled  with  electron 
dense  particulate  matter  (Cap  = capillary;  N = nucleus  of  capillary  endothelial  cell;  M = myelin;  G = glial 
process).  (B)  Higher  magnification  of  vessel  seen  in  (A)  demonstrating  the  thorium  dioxide  particles 
which  are  here  contained  almost  exclusively  within  the  capillary  lumen  (T  = thorium  dioxide;  N = nucleus; 
G = glial  process;  L = lumen). 


jection  pressures  of  140  to  210  mm.  Hg.  As 
a result  of  the  dispersal  of  the  injection  pres- 
sure energy  in  overcoming  the  viscosity  of 
the  compound  and  the  resistance  of  the 
circuit,  the  pressure  at  the  tip  of  the  cannula 
was  roughly  50  mm.  Hg  less  than  the  value 
recorded  in  the  injection  circuit. 

Near  the  end  of  the  injection,  a piece  of 
cortex  was  removed  and  cut  into  small 
pieces  in  Zetterquist  osmium  tetroxide  fix- 
ative.4 After  fixation  for  one  and  a half 
hours,  postfixation  in  10  per  cent  neutral 
formalin,  dehydration  in  graded  alcohols, 
embedding  in  Maraglas,  and  heat  polymeriza- 
tion of  the  resins  were  carried  out  as  recom- 
mended by  Spurlock,  Kattine,  and  Free- 
man.5 Gold  sections  produced  by  an  LKB 
microtome  were  captured  on  formvar- 
coated  wire  mesh  grids  and  counter- stained 
with  lead.6  An  RCA  EMU-3F  electron 
microscope  was  employed. 

Results 

Cortical  tissue  from  each  of  the  three 
animals  was  studied  extensively  with  the 
electron  microscope.  Nearly  all  the  capil- 
laries and  large  vessels  visualized  contained 
varying  amounts  of  thorium  dioxide.  Fig- 
ure 2 demonstrates  the  electron  dense  par- 
ticulate matter  observed  within  the  lumen  of 


these  representative  vessels.  In  only  a few 
isolated  instances  was  particulate  material 
noted  in  the  brain  parenchyma.  There  was 
no  evidence  of  endothelial  damage  which 
might  have  been  related  to  the  presence  of 
the  thorium  dioxide. 

Similar  quantities  of  contrast  media  in- 
jected into  a femoral  vein  of  a dog  cannot  be 
detected  by  the  electron  microscope  in  the 
cerebral  circulation  because  of  dilution 
factors. 

Comments 

A technic  for  tracing  the  vascular  route 
in  the  brain  of  a substance  injected  into  the 
cerebral  venous  system  has  been  demon- 
strated. It  is  objectively  evident  that  under 
these  conditions  thorium  dioxide  injected 
into  an  occluded  superior  longitudinal  sinus 
finds  its  way  immediately  into  the  capillary 
bed  of  the  cerebral  cortex.  This  was  effected 
in  the  presence  of  normal  cerebral  arterial 
pressure  and  flow.  This  would  appear  to  be 
further  reason  to  believe  that  venous  to 
capillary  flow  in  the  presence  of  localized  arte- 
rial insufficiency  such  as  might  be  encoun- 
tered in  a cerebrovascular  accident  could 
be  initiated  or  enhanced  by  increasing  in- 
tracranial venous  pressure. 

It  is  suggested  that  this  technic  might  also 
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be  employed  to  demonstrate  circulation  in 
the  myocardium  or  other  organs  especially 
when  evaluating  development  of  new  collat- 
eral pathways. 
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Taking  children  abroad 

A discussion  in  Clinical  Pediatrics  on  avoiding 
illness  in  children  during  international  travel 
includes  the  following  points: 

Before  departure  parents  should  be  sure  that 
children  are  in  good  health  and  that  any  condi- 
tions warranting  it,  such  as  diabetes  or  epi- 
lepsy, are  under  control. 

There  should  be  immunization  against  small- 
pox, typhoid,  paratyphoid,  diphtheria,  pertus- 
sis, tetanus,  infectious  hepatitis,  measles,  polio, 
and  depending  on  the  itinerary,  yellow  fever, 
cholera,  influenza,  typhus  fevers,  plague,  or 
tuberculosis. 

Motion  sickness  should  be  considered,  al- 
though most  children  travel  well  by  air  or  sea 
without  medication.  During  automobile  travel 
they  should  have  exercise  every  hour  or  so. 

If  flying  is  necessary  during  an  upper  respira- 
tory tract  infection,  any  one  of  several  available 
vasoconstrictor-antihistamine  nasal  sprays  may 
be  used  to  avoid  the  earache  which  may  occur 
during  or  after  flight. 

In  case  of  colds,  it  is  well  to  have  along  a 
cough  medicine.  Aspirin  in  doses  of  1 grain  per 
10  pounds  of  body  weight  can  also  contribute  to 
the  child’s  comfort  in  upper  respiratory  tract 
infections. 
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To  avoid  diarrhea,  scrupulous  adherence  to 
general  hygienic  measures  is  preferable  to  at- 
tempting drug  prophylaxis  of  travelers’  diarrhea 
or  intestinal  amebiasis  and  such  bacterial  infec- 
tions as  shigellosis  and  salmonellosis.  Such 
measures  include  boiling  all  drinking  water  in 
most  areas  of  the  world;  preparing  formulas 
with  boiled  milk  or  with  tinned  powdered  milk 
and  boiled  water;  avoiding  locally  prepared 
milk  products;  dipping  uncooked  vegetables 
and  fruits  in  boiling  water  before  peeling;  and 
serving  meats  and  other  cooked  foods  hot  and 
without  sauces  or  gravies.  F or  relief  of  diarrhea 
a kaolin-pectin  formulation  is  advisable. 

For  malaria  chloroquine  is  the  drug  of  choice 
for  all  travelers  in  areas  where  the  disease  is 
endemic.  Insect  sprays  and  mosquito  bars 
should  be  used  to  protect  children  from  mos- 
quitoes in  these  areas. 

Children  should  not  be  allowed  to  wade  or 
bathe  in  fresh  water  where  schistosomiasis  is 
endemic. 

Because  rabies  is  common  in  animals  over 
much  of  the  globe,  children  should  be  counselled 
not  to  play  with  stray  animals,  especially  dogs. 

Children  should  have  a medical  check-up 
after  they  return.  After  travel  in  primitive 
areas,  especially  tropical  ones,  an  eosinophil 
count,  blood  smears,  and  stool  examination  for 
parasites  and  ova  are  recommended. 
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Special  Article 


Editor’s  Note.  The  Medical  Society  of  the  State  of  New  York  and  the  State  of 
New  York  Department  of  Health  have  over  the  past  several  years  cooperated  in 
making  an  annual  award,  known  as  “ The  Empire  State  Award  for  Excellence  in 
Medical  Reporting .”  This  recognition  of  the  importance  of  medical  writing  for  the 
press  by  groups  concerned  with  the  public  health  and  the  practice  of  medicine  has 
forged  strong  bonds  of  understanding  and  encouragement  to  all  concerned.  The 
winners  of  this  award  have  performed  high  service  to  the  public. 

The  remarks  which  follow  were  made  at  the  Awards  luncheon  this  year  by  Alfred 
H.  Kirchhofer,  editor  of  the  Buffalo  Evening  News,  and  will  be  of  considerable  interest 
to  that  most  avid  of  newspaper  readers,  the  practicing  physician. 


Development  of  the 
Art  of  Science  Writing 

ALFRED  H.  KIRCHHOFER 
Buffalo,  New  York 

Editor,  Buffalo  Evening  News 


Newspaper  surveys  have  indicated  that 
an  area  of  top  interest  to  readers  has  to  do 
with  medicine  and  science;  and  then  with 
education,  religion,  finance,  what  people 
think,  and  what  people  do,  in  that  order. 

Science  news  always  has  been  interesting 
and  important,  although  at  times  in  the  past 
it  has  been  inaccessible  or  unavailable. 
Today  it  is  available  and  more  important 
than  ever  before.  And,  if  this  be  true,  it 
follows  that  science  and  medical  writers  and 
reporters  also  have  become  more  important 
to  the  public.  There  is  no  place  for  phony 
experts. 

It  is  important  to  remember  at  all  times 
that  how  it  is  written  is  vitally  important 
if  you  want  to  succeed  in  communicating 
your  thoughts,  your  message  about  science, 
to  the  reader. 

Henry  Justin  Smith,  for  many  years  the 
very  able  managing  editor  of  the  Chicago 
Daily  News,  wrote  that  if  you  want  to  do 

Presented  at  luncheon  honoring  the  winners  of  the  Empire 
State  Award  for  Excellence  in  Medical  Reporting,  sponsored 
jointly  by  the  Medical  Society  of  the  State  of  New  York  and 
the  State  of  New  York  Department  of  Health,  New  York 
City,  June  9,  1964. 


good  writing,  you  have  to  care  about  it 
tremendously. 

For  science  writers,  clarity,  terseness,  clear 
explanation,  and  understanding  are  working 
tools.  Without  full  understanding  or  com- 
prehension on  his  part,  however,  the  writer 
cannot  expect  to  produce  a story  in  simple 
language  for  the  enlightenment  of  the 
reader.  This  reader  will  be  interested  in 
medical  topics  and  science  in  general,  but 
you  must  hold  his  attention  to  the  specific 
material  you  are  writing  about  and  give 
him  understanding  of  it.  If  the  subject 
matter  becomes  cloudy  and  confusing  he 
will  turn  the  page  or  worse  still,  from  a news- 
paper standpoint,  conclude  that  by  listening 
to  radio  or  viewing  TV  he  can,  as  Dr.  Gallup 
reports,  find  something  more  easily  under- 
stood. This  is  not  hypothetical;  it  is  as 
real  as  this  evening’s  newspaper. 

Dangers  in  science  writing 

A very  real  danger  confronting  science 
writers  is  that  they  may  begin  to  think  and 
hence  to  write  as  scientists,  just  as  some 
scientists  suddenly  have  persuaded  them- 
selves that  they  also  are  writers. 

Resulting  in  part  from  the  tremendous 
pressure  in  collegiate  and  scientific  circles  on 
professors,  scientists,  and  researchers  to 
publish,  more  scientific  drivel  and  “hog- 
wash”  is  being  published  now  than  ever  be- 
fore. Then,  if  ridiculous  stories  about  these 
investigations  are  published,  it  is  the  press 
rather  than  the  researcher  or  the  institution 
back  of  him  that  is  blamed  for  sensational- 
ism or  nonsense. 
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There  can  well  be  more  responsibility  on 
both  sides  of  this  fence:  the  scientists  to 

publish  only  what  has  been  tested  or  is 
truly  believed  to  have  significant  value, 
the  writer  to  avoid  the  temptation  to  blow 
up  something  unrealistic  because  it  seems 
new  or  startling  even  if  unproved. 

Method 

I have  been  asked  by  members  of  our  news 
staff,  “How  can  I become  a science  writer?” 
Perhaps  you  have  better  answers  to  that 
question  than  I can  submit,  but  while  it  may 
not  be  true  in  all  cases,  there  is  nothing 
quite  equivalent  to  a background  as  a 
competent,  inquiring,  searching  reporter. 

This  means  one  who  knows  what  will  in- 
terest people.  It  means  one  who  knows 
how  to  go  about  gathering  the  basics  of  his 
story.  It  means  one  who  knows  how  to  ask 
the  right  questions  until  he  is  clear  in  his  own 
mind  about  the  fundamentals  of  the  story 
he  is  covering. 

It  means  one  who  is  allowing  the  source  of 
his  information  to  establish  empathy.  It 
means  one  who  will  write  understanding^ 
about  the  project  or  discovery  or  invention, 
or  whatever  he  is  writing  about.  And,  of 
course,  he  should  have  the  special  knack  of 
getting  along  with  scientists,  especially 
those  who  still  pretend  to  belittle  newspaper 
reporters. 

And  then,  having  become  a science  re- 
porter, he  must  spend  a lot  of  time  catching 
up  to  learn  the  things  that  will  help  him  to 
perform  his  job  with  authority  and  a sense  of 
understanding. 

Having  done  all  this,  he  must  write  so  well 
he  will  not  drive  the  reader  to  the  sports 
page  or  TV ! 

When  you  start  with  such  a reporter  you 
may  not  have  a science  writer  with  a Ph.D.  on 
your  staff,  but  you  have  one  who  is  well  on 
his  way  toward  reaching  that  state  in  essence 
if  without  sheepskin. 

Development  of  science  reporting 

Science  and  medical  reporting  has  an 
honored  place  today  in  news  rooms  and 
among  the  professions  but,  it  was  not  always 
so. 

There  was  a time  when  the  medical  pro- 
fession had  nothing  but  scorn  for  reporters 
whose  closest  contact  with  science  was  to  sit 


with  an  intern  on  the  rear  seat  of  an 
ambulance  going  as  fast  as  horseflesh  could 
take  it  to  the  scene  of  an  accident.  Some  of 
these  writers,  nobly  in  pursuit  of  a story,  to 
say  nothing  of  helping  humanity,  sometimes 
assisted  in  holding  an  ether  cone  over  a 
victim’s  face.  That  was  the  day  of  the 
police  reporter  of  bygone  but  glorious  mem- 
ory, the  envy  of  many  on  a newspaper  staff. 

Such  training  is  not  available  today.  If  it 
were,  I am  in  doubt  that  many  would  want 
to  learn  in  that  hard  way.  It  might  also 
be  one  of  those  things  about  which  some- 
body would  clamor  to  insert  a “you  can’t  do 
this”  clause  in  a Guild  contract. 

Science  reporting  as  we  know  it  today 
established  its  roots  very  early  in  the  1920’s. 
A great  editor  who  built  a newspaper  chain, 
press  association,  and  newspaper  syndicates 
still  felt  the  need  of  something  that  his  en- 
terprises lacked. 

E.  W.  Scripps,  a philosopher  and  student 
of  nature  and  man,  thought  people  could  not 
be  very  intelligent  without  more  knowledge 
of  science  than  was  generally  possessed. 
So  he  and  Dr.  W.  E.  Ritter,  University  of 
California  biologist,  conceived  what  at 
first  was  called  the  “American  Society  for 
the  Dissemination  of  Science.”  It  was 
Dr.  Ritter’s  task  to  enlist  scientific  support. 
In  the  spirit  of  the  times,  there  was  much 
ridicule  and  lack  of  confidence  in  the  part 
the  press  would  play  in  this  project. 

Dr.  Ritter  worked  well,  however,  and  in 
1921  Science  Service  was  organized  with 
trustees  nominated  by  three  scientific  socie- 
ties, the  National  Academy  of  Sciences,  the 
National  Research  Council,  and  the  Ameri- 
can Association  for  the  Advancement  of 
Science,  and  two  newspaper  groups,  the  E. 
W.  Scripps  Estate  and  the  journalistic 
profession,  usually  nominated  by  the  Ameri- 
can Society  of  Newspaper  Editors. 

The  first  director  and  editor,  until  his 
death  in  1929,  was  the  brilliant,  warm- 
hearted, and  wonderfully  able  writer,  Dr. 
Edwin  E.  Slosson,  a chemist,  and  as  his 
successor  to  this  day,  the  eminently  capable 
Dr.  Watson  Davis,  says,  “a  superlative 
popular izer  by  pen  and  voice.”  But  the 
change  came  slowly  and  sometimes  dis- 
couragingly. 

Not  many  editors  in  those  early  days  of  the 
popularization  of  science  had  much  interest 
in  the  subject.  Some  of  them  were  too  con- 
cerned fighting  with  medical  people  over 
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information  they  thought  the  public  was  en- 
titled to  have.  Too  many  doctors  and 
scientists  were  highly  skeptical  that  science 
news  could  be  reported  accurately  and  re- 
sponsibly for  popular  consumption. 

Aside  from  Mr.  Scripps,  another  editor  in 
his  day  drew  on  science  to  help  build  what 
then  was  the  greatest  newspaper  circulation 
in  the  world.  He  was  Morrill  Goddard, 
editor  of  Hearst’s  American  Weekly , who 
had  a confident  and  bouyant  judgment  about 
what  his  readers  would  relish.  An  introduc- 
tion to  one  of  a series  of  delightful  addresses 
which  he  delivered  said  of  them,  “Mr.  God- 
dard reveals  the  workings  of  the  editorial 
mind  and  outlines  the  unique  editorial 
formula  and  technique  that  have  built  the 
greatest  circulation  in  the  world.’, 

Mr.  Goddard  said  even  then  it  was  “an 
age  of  popular  science,”  and  the  job  cut  out 
was  “complex  and  exceedingly  difficult  be- 
cause the  field  itself  is  of  tremendous  pro- 
portions, the  astronomer  knows  nothing  of 
medicine,  the  doctor  has  no  grasp  of  archae- 
ology, the  biologist  knows  little  of  geology.” 

Goddard  vowed  he  avoided  pseudo  science, 
but  he  did  lean  toward  sensationalism, 
which  he  said  wasn’t  that  at  all.  He 
stoutly  defended  his  articles,  his  imaginative 
methods,  his  understanding  of  science,  and 
arresting  headlines. 

But  the  constructive  battle  was  fought 
by  Science  Service,  financed  by  Mr.  Scripps. 
It  gave  science  reporting  the  respectability 
and  authority  which  it  had  lacked.  Scien- 
tists cooperated  with  it  and  thus  learned  to 
work  with  other  representatives  of  the  press. 

As  it  began  to  sell  its  service  and  produce 
interesting  news  and  scientific  scoops,  news- 
paper editors  took  notice,  and  as  usual  called 
on  the  press  associations  for  coverage.  The 
agencies  were  compelled  to  take  steps  to 
serve  this  new  field  of  interest,  newspapers 
delegated  science  and  medical  coverage  to 
reporters  qualified  to  do  the  work,  they 
established  rapport,  and  the  field  is  still 
growing. 

What  has  come  about  is  a sense  of  scientific 
responsibility  on  the  part  of  the  reporter  and 
the  editor,  an  awareness  that  the  straight 
facts  about  medicine,  biology,  physics,  the 
atom,  space,  and  a thousand  branches  of 
these  and  other  disciplines  require  no  imag- 
inative or  lurid  embellishment.  The  facts 
are  significant  and  staggering  and  interesting 
in  themselves.  All  the  writer  has  to  do  is  to 


make  them  clear  and  simple,  no  matter  how 
difficult  that  may  be,  and  put  them  in  per- 
spective. And  while  discussing  science 
writers,  a word  should  be  said  about  the 
part  editors  have  in  presenting  medical  and 
scientific  news. 

Editor's  responsibility 

An  editor  must  give  the  capable  writer  his 
head.  That  does  not  mean  he  is  not  subject 
to  questions  about  clarification,  amplifica- 
tion, or  over-all  supervision.  Then  he  must 
avoid  reaching  for  a sensational  headline. 
But  it  is  the  editor’s  job  to  place  science 
news,  as  all  other  news,  in  proper  relation- 
ship to  the  day’s  events.  Sometimes  the 
writer  of  a story,  any  story,  is  not  the 
person  best  qualified  to  do  this.  The  editor 
has  a responsibility  not  only  to  the  source  of 
the  information,  the  reporter  who  tells  the 
story,  but  to  his  publication  and  to  the 
reader. 

Dr.  Slosson  made  a point  about  this.  He 
was,  as  I said,  a friendly  person,  but  also  a 
wise  man.  As  early  as  1921,  when  he  sought 
to  encourage  more  science  reporting,  he 
cautioned  writers: 

Don’t  expect  the  editor  to  explain  why  he 
objects  to  your  manuscript.  He  is  probably 
right  in  his  verdict,  but  if  you  would  make 
him  give  a reason  for  it,  he  will  have  to  invent 
one  and  it  would  probably  be  wrong. 

Special  considerations 

Already  in  this  day  of  freer  dialogue  be- 
tween the  scientific  community  and  the 
newspaper  writer  questions  of  ethics,  good 
taste,  and  judgment  arise.  This  is  particu- 
larly true  of  medical  reporting. 

Here  there  may  be  developments  which  out 
of  consideration  for  the  reader,  at  least  for 
some  readers,  should  be  treated  cautiously 
and  gingerly.  It  is  not  the  purpose  of  re- 
sponsible journalism  to  add  to  the  shock  or 
burden,  mental  or  physical,  of  those  already 
heavily  laden.  It  should  be  the  aim  to 
help,  if  it  can  be  done. 

Some  scientists,  like  other  human  beings, 
are  hard  boiled  and  cold  blooded.  They  be- 
long to  the  “tell-’em-all”  school.  Some  re- 
porters are  like  that. 

Some  scientists  are  sensitive  and  urge 
restraint  in  cases  where  reader  reaction 
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can  cause  pain  which  nothing  can  assuage 
and  with  little  to  gain. 

Newspapers  are  not  medical  or  scientific 
journals.  Their  writers  and  editors  need  an 
awareness  of  the  difference.  Science  writers 
for  newspapers,  or  any  mass  media,  have  no 
right  to  play  God  with  impelling  or  poten- 
tially hurtful  information.  Let  us  be  humble 
and  considerate.  Science  reporters  as  well 
as  editors  have  a special  duty  to  protect  the 
public  against  pseudo  science  and  so-called 
research. 

Conclusion 

The  science  writer  covers  a field  in  which 
there  is  built-in,  ready,  eager  interest  on  the 
part  of  the  reader.  He  covers  locally  gen- 
erated stories  of  science,  research,  and  medi- 
cine, but  also  is  close  to  the  undreamed-of 
things  ahead.  In  fact,  if  he  isn’t  looking  at 
least  ten  years  into  the  future,  he  isn’t  stand- 
ing still,  he  is  looking  backward,  so  rapidly 
are  events  overtaking  the  imagination  of 
man. 

Almost  every  hospital  has  become  a re- 
search center.  Sometimes  this  leads  to 
studies  that  are  called  research  but  in 
truth  will  add  nothing  to  the  sum  total  of 
human  knowledge.  Anyone,  or  almost  any- 
one, who  can  acquire  a white  coat  becomes 
a scientist  or  researcher.  There  are  and 
should  be  bona  fides  about  this  business  for 
the  protection  of  the  true  scientist  as  well  as 
the  public. 

When  a hospital  for  reasons  of  its  own 
or  the  prestige  of  its  staff  decides  to  enter 
this  field,  there  should  be  valid  reasons  and 
searching  scrutiny  of  the  qualifications  of 


those  who  apply  for  grants  or  otherwise  are 
financed.  There  should  be  coordination  and 
correlation  to  avoid  waste  of  dollars  and 
worth-while  human  resources.  Frequently 
lay  boards  are  at  the  mercy  of  “eager 
beavers.” 

More  news  and  information  on  science  and 
related  developments  is  available  to  news- 
papers today  than  they  can  possibly  use. 
This  also  is  true  as  it  applies  to  science 
writers.  They  must  screen  the  output. 
The  libraries  of  the  world  are  swamped  by 
the  problems  of  filing  and  searching  through 
some  30,000  technical  journals  in  50  lan- 
guages. But  there  must  be  some  very 
useful,  as  well  as  useless  material  buried  in 
some  of  these  publications.  The  task  is 
how  best  the  sum  total  of  human  knowledge 
can  be  refined,  coordinated,  and  utilized  for 
the  benefit  of  man. 

Those  working  in  the  sciences,  whether  in- 
vestigating or  reporting,  can  be  carried 
away  by  what  they  consider  the  importance 
of  their  specialties.  One  scholar  in  the 
humanities  about  whom  I have  been  reading 
said  the  other  day: 

What  the  scientist  does  is  bound  to  be  a 
passing  thing.  Today’s  newly  discovered 
truth  will  almost  certainly  be  improved — or 
disproved — tomorrow.  The  reason  the  scien- 
tist is  to  the  fore  is  that  his  theories  are  pay- 
ing off  in  commodities  like  rockets  and  H- 
bombs. 

Modern  science  does  seem  to  nake  the 
lost  campus  news,  but  we  do  also  need 
men  like  Dr.  Jerome  Taylor  of  the  University 
of  Chicago;  in  other  words  “teachers  who 
pursue  ancient  learning,  not  from  hope  of 
gain,  but  from  a love  of  truth  and  beauty.” 
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Since  the  last  days  of  World  War  II, 
our  national  attention  has  been  so  centered 
on  the  nuclear  weapon  that  little  thought 
has  been  given  to  other  proved  or  potential 
methods  of  producing  casualties.  We  have 
neglected  chemical  and  biologic  weapons 
which,  in  their  own  quiet  ways,  are  as  potent 
as  the  nuclear  weapon. 

Paradoxically,  the  very  power  of  the 
nuclear  weapon  has  in  many  ways  limited  its 
usefulness.  For  armies  to  survive,  tactical 
units  have  become  smaller  and  more  mobile 
and  are  forced  to  operate  in  widely  separated 
formations,  joining  only  for  short  periods  of 
time  to  carry  out  a mission.  Finding  nuclear 
targets  under  such  conditions  is  difficult. 
For  nations  to  survive,  limitation  on  its  use 
may  be  necessary.  Unilateral  and  mutual 
limitations  have  already  been  seen  and,  as 
a consequence,  we  are  now  in  an  age  of  wars 
limited  in  objectives,  in  areas,  in  use  of 
weapons,  and  in  degree  of  violence.  New 
terms,  such  as  tempered  force  and  flexibility 
of  force,  are  heard  with  increasing  fre- 
quency. 

These  factors,  plus  the  knowledge  that  our 
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potential  enemies  have  an  ever-increasing 
capability  in  chemical  and  biologic  opera- 
tions, have  caused  some  new  looks  at  these 
weapons,  since  they  do  have  unique  military 
characteristics  which  make  them  ideally 
suited  for  use  today.  By  their  very  nature 
they  seek  out  the  enemy  whether  he  is 
widely  dispersed  or  concentrated  in  fortifi- 
cations, they  offer  a wide  variation  of  effects 
ranging  from  the  highly  lethal  down  to  the 
mildly  incapacitating,  they  are  antipersonnel 
only  and  do  not  destroy  cities  and  industries, 
and  they  are  extremely  cheap  to  use. 

As  physicians,  we  cannot  limit  our  knowl- 
edge of  these  weapons  systems  simply  to 
their  physiologic  and  pathologic  effects.  We 
must  know  the  operational  aspects  of  their 
use  as  well.  These  will  determine  the  di- 
mensions of  the  medical  problem  in  terms  of 
the  total  numbers  of  casualties  to  be  ex- 
pected and  the  time,  distance,  supply,  equip- 
ment, and  personnel  factors  which  must  be 
considered  in  their  care. 

First,  let  me  define  these  weapons  as  they 
pertain  to  man.  Chemical  operations  are 
the  defensive  or  offensive  use  of  toxic  chemi- 
cals to  produce  incapacitation  or  death. 
Biologic  operations  are  the  deliberate  use  of 
living  microorganisms  or  their  toxic  products 
to  produce  disease  or  death. 

Weapons  systems 

For  our  purposes  these  two  distinct 
weapons  systems  can  be  considered  as  one, 
operationally.  They  are  similar  in  that 
large  areas  can  be  covered  in  very  short 
periods  of  time.  Think  in  tens  and  hundreds 
of  square  miles  for  the  chemical  weapon 
and  in  hundreds  of  thousands  of  square 
miles  for  the  biologic  weapon.  They  can  be 
spread  as  a vapor,  an  aerosol,  or  as  a liquid 
by  shell,  rocket,  missile,  aircraft,  and  surface 
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and  subsurface  vessels.  As  disseminated, 
they  can  be  detected  only  by  mechanical  de- 
tection devices;  they  will  penetrate  closed 
places,  unless  of  special  construction;  and 
finally,  the  protective  mask  offers  effective 
protection  against  most  agents,  but  not  all. 
The  one  major  difference  between  the  two, 
of  supreme  importance  to  us,  is  the  speed  of 
action.  Chemical  agents  act  within  minutes 
to  hours,  while  the  effects  of  a biologic  attack 
are  felt  only  after  days  and  weeks. 

In  World  War  I the  major  gases  used  were 
irritant  compounds  that  caused  damage  by 
local  action  on  the  skin  or  the  respiratory 
tract.  Mustard  was  the  prime  example, 
causing  severe  burns  of  the  skin  and  pulmo- 
nary necrosis  and  edema.  It  is  still  in  the 
arsenals  of  the  world  and  remains  an  ex- 
tremely effective  agent,  lacking  only  two 
important  military  requirements:  rapid 

action  and  high  lethality.  Because  of  logistic 
limitations,  it  is  chiefly  a tactical  weapon 
and  as  such  is  not  considered  a risk  to  our 
civilian  population  and  will  not  be  discussed 
here. 

In  World  War  II  the  Germans  developed 
the  class  of  compounds  known  as  the  nerve 
agents  which  met  the  military  requirements 
of  rapid  action  and  high  lethality  man}'  times 
over.  These  were  substituted  organophos- 
phorus  compounds  with  marked  anticholines- 
terase activity.  With  the  development  of 
these  agents,  the  vistas  of  chemical  opera- 
tions opened  up.  Because  of  their  volatility, 
extreme  toxicity,  and  the  fantastically  small 
dose  required,  it  became  possible  to  dissemi- 
nate them  over  large  areas  as  an  odorless, 
tasteless,  and  invisible  cloud  for  attack  via 
the  respiratory  route.  To  complicate  mat- 
ters, anticholinesterase  agents  of  low  vola- 
tility are  now  available  which  can  be  dissemi- 
nated over  large  areas  as  very  fine  liquid 
droplets  which  are  almost  invisible,  are  not 
felt,  and  penetrate  through  the  skin  very 
effectively.  The  protective  mask,  if  donned 
in  time,  offers  complete  respiratory  pro- 
tection against  these  agents.  Specially 
treated  clothing  will  protect  against  cutane- 
ous attack.  Without  automatic  mechanical 
detection  and  warning  devices,  the  first 
knowledge  of  an  attack  in  either  form  is  the 
development  of  symptoms  in  the  target 
population. 

The  nerve  agents  or  anticholinesterase 
agents  act  by  inhibiting  acetylcholinesterase 
with  resulting  accumulation  of  acetylcholine 


at  the  ends  of  pre-  and  postganglionic 
cholinergic  nerve  fibers,  at  the  ends  of 
motor  nerves  to  striated  muscles,  and  within 
the  central  nervous  system.  The  functional 
effects  are  muscarinic,  nicotinic,  and  central. 
The  signs  and  symptoms  are  as  you  would 
expect:  extreme  miosis  and  impaired  ac- 
commodation; profuse  salivary  and  bronchial 
secretion;  severe  bronchospasm  and  dysp- 
nea; nausea,  vomiting,  and  diarrhea; 
urinary  difficulties;  generalized  muscular 
weakness  followed  by  paralysis,  especially 
of  the  respiratory  muscles;  convulsions; 
coma;  and,  in  short  order,  death. 

These  are  the  type  of  lethal  chemical 
agents  considered  to  be  the  prime  danger  to 
our  civilian  population  in  the  event  chemical 
weapons  are  used  against  us. 

These  agents  are  highly  lethal  and  so  again 
a powerful  weapon  may  be  limited  in  use  by 
its  own  power.  This  has  prompted  a search 
in  all  armies  of  the  world  for  chemical  agents 
producing  temporary  and  reversible  incapac- 
itation, thereby  allowing  capture  of  military 
objectives  with  little  loss  of  life.  Agents  of 
this  type  could  be  used  against  a mixed 
friendly  and  enemy  population.  After  all 
are  incapacitated  they  could  be  separated 
peacefully.  When  the  victims  recover,  the 
friendly  ones  rejoice  and  the  others  are  in 
military  custody. 

Much  lay  publicity  has  been  given  recently 
to  the  so-called  psycho  chemicals.  A 
drugged  cat,  terrified  by  a mouse,  has  been 
shown  on  television  and  in  comic  strips  and 
discussed  in  feature  articles.  Many  viewers 
and  readers  probably  believe  that  a com- 
pound, to  be  an  incapacitating  agent,  must 
make  a mouse  a hero,  a cat  a coward,  and 
a sane  man  a hallucinating  psychotic. 
Nothing  could  be  further  from  the  truth. 

Any  compound  or  class  of  compounds  is 
a potential  incapacitating  agent  if  it  can 
decrease  any  one  of  man’s  natural  abilities, 
such  as  the  ability  to  think,  see,  hear,  talk, 
stand,  move,  walk,  or  run,  to  a level  at  which 
he  cannot  do  his  normal  duties,  or  if  it  can 
make  a disciplined  military  unit  ineffective 
by  making  it  impossible  to  carry  out 
organized  or  concerted  action.  There  are 
compounds  that  cause  impairment  of  vision 
or  hearing.  Others  cause  paralysis,  rigidity, 
tremors,  convulsion,  severe  postural  hypo- 
tension, protracted  vomiting,  vertigo,  and 
inability  to  regulate  body  temperature.  Any 
one  of  them  would  make  a good  incapacitant. 
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We  will  never  know  for  sure  just  what  an 
enemy  has  in  mind  for  us.  We  must  be 
ready  for  anything.  So  whenever  a drug  or 
compound  is  found  that  has  toxic  side- 
effects,  don’t  forget  it.  Those  side-effects 
might  be  just  what  the  enemy  ordered. 

It  must  be  accepted  that  any  major 
potential  enemy  can  induce  disease  in  our 
human  population  at  will.  Whether  or  not 
he  has  this  intent  is  another  matter  en- 
tirely. Our  defensive  posture  cannot  be 
based  on  consideration  of  intent;  such  a 
consideration  is  too  easily  blurred  by  wishful 
thinking.  It  must  be  based  on  the  enemy’s 
capability;  this  in  turn  is  based  on  his  own 
stage  of  technologic  development,  that  of 
his  allies  and,  in  this  day  and  age,  that  of  the 
rest  of  the  world’s  scientific  community. 

At  this  stage  of  technologic  development, 
disease  can  be  used  against  our  military  and 
civilian  population  as  an  overt  or  covert 
weapon  and  as  a tactical  or  strategic  tool. 
It  can  be  disseminated  over  large  and 
small  areas  by  an  infectious  aerosol  or  by  the 
use  of  arthropod  vectors.  Its  use  is  limited 
only  by  certain  biologic  characteristics  of 
infectious  organisms,  available  weapons, 
meteorologic  conditions,  the  status  of 
protection  of  the  target  population,  and  the 
purpose  of  the  user. 

Conceivably,  any  organism  causing  in- 
fectious disease  is  a potential  biologic  agent. 
This  includes  all  pathogenic  bacteria,  rickett- 
sia,  viruses,  fungi,  and  protozoa.  However, 
to  be  considered  as  an  agent,  an  organism 
must  have  certain  characteristics.  It  must 
be  highly  infectious  and  extremely  virulent. 
It  must  have  sufficient  viability  and  viru- 
lence stability  to  stand  dissemination  as  an 
aerosol  over  large  areas  and  to  stand  storage 
for  prolonged  periods  of  time.  It  must 
be  able  to  cause  disease  by  a predictable  and 
producible  dose.  Ideally,  there  should  be 
minimal  immunity  in  the  target  population. 
Last,  the  agent  should  cause,  with  a high 
degree  of  assurance,  militarily  significant 
effects. 

The  effects  sought  will  depend  on  the  pur- 
pose of  the  user  and  may  be  either  lethal  or 
incapacitating.  A disease  used  to  incapaci- 
tate must  be  one  that  puts  a person  flat  on 
his  back  and  keeps  him  there  for  an  ex- 
tended period.  A disease  causing  only  a 
few  days  of  malaise  and  low-grade  fever 
would  be  wasted  on  a well-motivated  popula- 
tion. It  is  not  necessary  for  100  per  cent  of 


a target  population  to  become  sick  or  die  to 
cause  significant  military  effects.  A smaller 
number  of  deaths  plus  the  bonus  effect  of 
fear  of  the  unknown  and  the  disruption 
caused  by  rumors  and  counter-rumors  might 
well  do  the  job. 

From  this  list  of  required  characteristics 
it  can  be  seen  that  the  number  of  organisms 
that  must  be  considered  as  potential  agents 
is  really  quite  small.  Some  of  the  diseases 
that  must  be  considered  as  definite  threats, 
for  one  reason  or  another,  are  tularemia, 
Q fever,  typhus,  psittacosis,  dengue,  yellow 
fever,  anthrax,  the  various  arthropod-borne 
encephalitides,  coccidioidomycosis,  and  some 
of  the  biologic  toxins.  Exotic  diseases  and 
diseases  not  normal  to  the  western  hemi- 
sphere are  also  likely  candidates  because  of 
the  difficulties  in  diagnosis  and  treatment 
which  would  be  caused  by  our  unfamiliarity 
with  them  and  the  lack  of  any  possible  natu- 
ral immunity  in  our  population.  In  your 
reading,  when  you  come  across  a rare  virus 
disease  found  only  in  a localized  area 
in  some  part  of  northeastern  Patagonia, 
don’t  ignore  it.  Remember  it.  Someday  it 
may  be  no  further  away  than  the  nearest 
open  window. 

This  picture  of  potential  biologic  agents 
may  be  further  obscured  by  the  rapidly  ad- 
vancing field  of  microbial  genetics.  The  de- 
velopment of  mutants  and  alteration  of 
known  organisms  by  transformation,  trans- 
duction, and  recombination  may  further 
handicap  diagnosis  and  treatment. 

It  is  not  felt  that  we  could  be  brought  to 
our  knees  and  forced  to  capitulate  by  the 
use  of  bacteriologic  warfare  alone.  It  would 
require  repeated  attacks  with  highly  lethal 
agents,  and  each  attack  would  require  a 
different  agent,  since  a second  attack  by  the 
same  agent  would  be  against  survivors  who 
would  probably  be  solidly  immune.  But 
bacteriologic  warfare  could  seriously  disrupt 
our  war  effort  and,  if  employed  with  other 
mass  casualty -producing  weapons,  might 
well  be  a decisive  factor  in  the  outcome  of 
any  conflict. 

It  is  a general  belief  that  the  effectiveness 
of  an  attack  would  depend  on  exposure  of 
individuals  to  the  organisms  at  the  time  of 
delivery  and  not  on  the  spread  of  the  in- 
fection from  person  to  person,  since  modern 
preventive  medicine  procedures  would 
minimize  spread.  There  is  one  important 
exception  to  this.  In  case  of  breakdown 
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of  sanitation  procedures  by  other  means 
of  warfare  coupled  with  a large  refugee 
population,  the  spread  of  infection  could 
be  rapid  and  widespread.  Nevertheless, 
all  living  things  in  a target  area  would 
be  subjected  to  the  aerosol,  and  it  is 
conceivable  that  new  enzootic  foci  of 
disease  could  be  established  in  our  bird  and 
animal  population,  with  later  spread  to  man 
by  vectors  already  present.  Some  diseases 
in  this  category  might  be  Rift  Valley  fever, 
Japanese  B encephalitis,  Russian  spring  and 
summer  encephalitis,  and  Venezuelan  equine 
encephalomyelitis.  The  introduction  of 
some  old  acquaintances,  such  as  anthrax  and 
brucellosis,  into  our  herds  would  again  force 
expenditure  of  huge  sums  of  money,  time,  and 
personnel  to  stamp  them  out  or  to  control 
them. 

This  is  the  chemical  and  biologic  threat. 
What  can  be  done  to  meet  this  threat? 

Means  of  defense 

Of  the  three  mass  casualty-producing 
weapons,  the  nuclear,  the  biologic,  and  the 
chemical,  the  latter  will  probably  cause  the 
smallest  total  medical  load  but  may  well 
cause  the  highest  proportionate  loss  of  life. 
Time  is  the  essential  element  in  the  treat- 
ment of  nerve  agent  casualties.  Inhala- 
tion of  easily  attainable  field  concentrations 
of  a nerve  agent  results  in  rapid  incapacita- 
tion, and  death  may  occur  within  three  to 
five  minutes.  Treatment,  to  be  life-saving, 
must  be  started  immediately  after  the  onset 
of  symptoms.  Accordingly,  the  initial  or 
emergency  treatment  will  have  to  be  ac- 
complished by  either  self-aid  or  buddy  aid. 
The  fate  of  the  majority  of  these  casualties 
will  be  determined  long  before  they  can 
receive  assistance  from  medical  personnel. 

Incapacitation  is  caused  by  rapidly  progres- 
sive involvement  of  all  major  body  systems, 
with  predominant  effect  on  the  respiratory 
system.  Death  is  caused  by  respiratory  fail- 
ure secondary  to  depression  of  the  central 
respiratory  center,  bronchial  obstruction 
due  to  spasm  and  retained  secretions,  and 
paralysis  of  the  respiratory  muscles.  Effec- 
tive treatment,  consisting  of  atropine  supple- 
mented by  artificial  respiration,  is  available. 
Atropine  relieves  most  of  the  effects  of 
nerve  agents,  but  it  does  not  relieve  the 
paralysis  of  the  respiratory  muscles.  In  the 
severely  poisoned  casualty,  atropine  must  be 


given  initially  by  vein  or  through  the  chest 
wall  directly  into  the  heart  or  into  the 
parenchyma  of  the  lung  to  be  effective  in  the 
limited  time  available  before  death  ensues. 
Repeated  and  massive  doses  of  atropine 
are  required.  This  might  amount  to  200 
mg.  or  more  in  the  first  twenty-four  hours. 
Immediate  and  prolonged  artificial  respira- 
tion is  necessary  and,  to  be  effective,  must 
be  given  by  the  mouth-to-mouth  method  or 
modification  thereof.  The  chest  pressure- 
arm  lift  method  and  the  back  pressure-arm 
lift  method  are  ineffective  or,  at  the  best, 
only  partially  effective.  The  prone  pressure 
method  is  completely  ineffective. 

Therapy 

The  current  military  doctrine  on  treat- 
ment of  nerve  agent  casualties  is  essentially 
as  follows:  Each  soldier  carries  one  2-mg. 
atropine  syrette  or  automatic  injecting  de- 
vice for  intramuscular  self-administration  in 
the  event  of  poisoning.  Two  additional 
syrettes,  to  an  over-all  total  of  6 mg.  of 
atropine,  may  be  given  by  any  other  person 
available.  Atropine  in  excess  of  three 
syrettes  or  6 mg.  must  be  ordered  by  a 
Medical  Corps  officer  or  the  officer  or  non- 
commissioned officer  in  charge,  since  doses 
greater  than  this  are  incapacitating  in  the 
normal  individual.  Artificial  respiration  is 
to  be  administered  by  the  nearest  physically 
able  person.  A simple  protective  mask-to- 
protective  mask  respiratory  device  will  be 
used  to  give  mouth-to-mouth  respiration  in 
a toxic  atmosphere. 

The  addition  of  an  oxime  such  as  2-PAM 
(2-pyridine  aldoxime  methiodide)  to  this 
treatment  regimen  will  markedly  enhance 
its  effectiveness.  The  oximes  have  already 
proved  their  usefulness  as  an  adjunct  to 
atropine  and  artificial  respiration.  They 
relieve  the  peripheral  neuromuscular  block 
and,  consequently,  the  respiratory  muscle 
paralysis,  but  not  rapidly  enough  to  do 
away  totally  with  the  requirement  for 
artificial  respiration  in  the  severely  poisoned 
casualty.  There  is  evidence  that  they  can 
be  used  prophylactically  under  certain  con- 
ditions. Again,  they  are  adjunctive  only 
and  will  not  replace  atropine  and  artificial 
respiration. 

With  triple  therapy  it  should  be  possible, 
under  controlled  conditions,  to  save  in- 
dividuals who  have  received  several  hun- 
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dred  lethal  doses  of  a nerve  agent.  This 
means  that,  theoretically,  all  casualties 
can  be  saved  if  treatment  can  be  given. 
But  time  and  the  availability  of  trained 
personnel  are  critical  factors  in  actually 
accomplishing  this  feat. 

Consider,  if  you  will,  a one-mile-square 
target  area  with  a population  of  1,400  which 
has  been  blanketed  with  a nerve  agent  from 
the  detonation  of  a single  large  missile. 
A 30  per  cent  casualty  rate  can  be  expected 
among  unprotected  and  unmasked  person- 
nel, in  this  case  amounting  to  approximately 
400  casualties.  The  target  may  be  a small 
town,  a section  of  a city,  a U.S.  Army 
Battle  Group,  or  an  air  or  naval  base. 
It  makes  no  difference  because  the  problems 
are  all  the  same.  Minimal  medical  sup- 
port is  available  in  the  target  area.  For 
example,  2 Medical  Corps  officers  and  50 
company  aid  men  would  be  available  in  a 
U.S.  Army  Battle  Group  area.  In  a 
civilian  community,  this  would  be  con- 
sidered plush  or  providential.  Back-up 
medical  support  would  be  available  in 
adjacent  communities  and  at  other  mil- 
itary units  and  bases. 

Approximately  one  half  of  the  400  cas- 
ualties will  have  received  doses  of  agent 
ranging  from  fractions  of  a lethal  dose  to 
perhaps  a little  more  than  one  lethal  dose. 
They  will  be  mildly  to  moderately  in- 
capacitated, but  the  rate  of  progression  and 
severity  of  symptoms  is  such  that  these 
casualties  can  be  handled  by  self-aid  and 
buddy  aid.  Intramuscular  atropine  alone, 
in  the  amounts  available  to  the  soldier, 
and  it  is  hoped  the  civilian,  will  save  their 
lives  although  they  will  remain  incapacitated 
for  strenuous  activity  for  a few  hours  to  a 
few  days.  In  this  group,  a single  injection 
of  an  oxime  should  restore  them  to  nearly 
normal  status  in  a very  short  period  of  time. 

The  remaining  one  half  of  the  casualties 
will  have  received  from  2 to  3 to  perhaps  as 
many  as  50  lethal  doses  under  average 
conditions.  Incapacitation  will  be  total 
and  immediate.  Without  treatment,  95 
per  cent  of  these  casualties  will  be  dead 
in  less  than  fifteen  minutes.  In  the  lower 
dose  ranges  atropine  therapy  alone  will 
suffice,  provided  it  is  started  within  three 
to  five  minutes  by  intravenous,  intracardiac, 
or  intrapulmonary  injection  and  followed 
by  intramuscular  injections  repeated  as 
required.  In  the  higher  dose  ranges,  the 


atropine  therapy  must  be  supplemented  by 
mouth-to-mouth  insufflation  carried  out  for 
periods  of  from  one  to  several  hours. 
Oximes  would  be  expected  to  decrease  the 
required  period  of  artificial  respiration. 
Obviously,  these  casualties  must  be  handled 
by  other  than  self-aid  and  buddy  aid. 

Here  are  just  a few  of  the  problems.  Can 
the  few  doctors  and  first-aid  personnel  in 
the  target  area  cover  the  entire  area  in 
three  to  five  minutes  and  find  and  treat  the 
200  casualties  requiring  repeated  doses  of 
atropine,  and  in  addition,  give  artificial 
respiration  to  the  casualties  needing  it? 
Will  the  first-aid  personnel  be  trained  to 
give  intracardiac  and  intrapulmonary 
medication?  Can  the  supporting  medical 
facilities  send  assistance  in  the  time  avail- 
able, which  is  less  than  ten  minutes?  If 
not,  can  healthy  nonmedical  personnel  be 
pulled  from  essential  jobs  to  give  the  arti- 
ficial respiration?  Will  they  be  trained  in 
giving  mouth-to-mouth  respiration  and  in 
the  use  of  the  mask-to-mask  resuscitator? 
Will  resuscitators  be  available?  Will  ade- 
quate supplies  of  atropine  be  available  when 
and  where  needed?  Can  and  should  intra- 
cardiac and  intrapulmonary  injection  tech- 
nics be  taught  nonmedical  personnel? 

We  do  not  have  answers  to  these  problems. 
It  is  hoped  that  you  do. 

Sorting  has  been  said  to  be  the  key  to 
handling  mass  casualties,  but  this  will  not 
hold  true  in  handling  these  casualties. 
Time-distance  factors  will  preclude  timely 
medical  reinforcement  of  the  target  area. 
The  brunt  of  casualty  care  must  be  borne 
by  nonmedical  personnel.  It  would  be 
most  difficult  to  give  such  individuals  suf- 
ficient training  to  allow  them  to  judge  the 
severity  of  poisoning,  to  establish  prior- 
ities for  treatment  among  the  casual- 
ties, and  to  determine  the  required 
route  of  initial  administration  of  atropine. 
Indeed,  the  rapidity  of  action  of  the  nerve 
agents  will  prevent  the  sorting  of  casualties, 
at  least  in  the  immediate  postattack  period 
when  the  judicious  use  of  available  atropine 
and  still  healthy  personnel  will  be  critical  to 
the  eventual  outcome  of  the  attack  and  the 
fate  of  the  individual  casualty. 

The  next  area  to  consider  in  chemical 
operations  is  the  use  of  incapacitating  agents, 
both  physical  and  mental.  The  medical 
problem  here  will  be  in  determining  the 
agent  used  and  giving  the  specific  antidote. 
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if  known.  In  the  absence  of  an  antidote, 
all  that  can  be  done  is  to  furnish  shelter 
and  protection  from  self-harm  until  the 
effects  of  the  agent  have  worn  off. 

Following  a biologic  attack,  the  medical 
services  are  responsible  for  agent  identifica- 
tion and  prevention  and/or  treatment  of  the 
ensuing  disease  as  the  case  may  be. 

Effective  detection,  early  warning,  and 
rapid  identification  means  are  available 
for  most  chemical  agents  but  not  for  biologic 
agents.  Early  warning  and  detection  in- 
struments are  under  development  which 
give  presumptive  evidence  of  a biologic 
attack  by  determining  changes  in  the  protein 
content  of  the  air  or  variations  in  size  and 
number  of  airborne  particles.  The  agent 
can  be  identified  specifically  only  after  a 
sample  of  air  or  other  suspected  material 
has  been  delivered  to  a biologic  laboratory 
for  complete  study.  Effective  sampling 
devices  are  available,  but  these  have  not 
been  incorporated  into  a functioning  sam- 
pling system  nor  are  there  adequate  numbers 
of  laboratories  with  the  required  capabilities. 
The  problems  in  the  laboratory  are  many 
and  depend  on  the  agent  used,  possible 
strain  variations,  and  the  time  necessary  in 
standard  laboratory  procedures.  New  lab- 
oratory technics  are  under  investigation. 
The  most  promising  of  these,  the  fluorescent 
antibody  technic,  has  shortened  the  time 
of  identification  of  some  agents  from  days 
to  hours.  Unfortunately,  it  has  not  been 
extended  to  cover  all  possible  biologic 
agents  nor  can  it  be  carried  out  now  in  all 
laboratories. 

Until  an  effective  warning  and  identifica- 
tion system  is  established,  reliance  will  have 
to  be  placed  on  prompt  disease  reporting, 
followed  by  epidemiologic  investigation. 
Luckily,  such  a reporting  system  is  set  up 
and  functioning  today  in  our  armed  services, 
the  Public  Health  Service,  the  Department 
of  Agriculture,  and  the  Food  and  Drug 
Administration.  This  allows  a continual 
two-way  flow  of  information  from  the 
practicing  physician  to  all  health  agencies. 
This  system  requires  expansion  at  all  levels 
and  adaptation  to  rapid  communication 
means  but,  nevertheless,  it  does  give  a 
current  capability  in  this  field,  especially  in 
covert  biologic  operations. 

To  hasten  the  process  of  agent  identifica- 
tion by  clinical  procedures,  the  Army  plans 
to  fly  an  appropriate  number  of  suspects  of 


a disease  outbreak  to  a diagnostic  facility 
for  correlated  clinical  and  laboratory  studies. 
The  diagnostic  facility  would  be  composed 
of  a small  hospital  and  a biologic  laboratory 
and  would  be  staffed  by  people  competent 
in  all  phases  of  infectious  and  parasitic 
diseases.  It  is  estimated  that  a fairly 
accurate  presumptive  diagnosis  could  be 
established  for  most  biologic  agents  within 
twelve  to  twenty -four  hours  after  admission; 
a diagnosis  is  at  least  accurate  enough  to 
start  the  initial  treatment  of  the  remainder 
of  the  population  at  the  first  sign  of  illness. 
By  so  doing,  it  would  be  possible  to  degrade 
the  effects  of  the  attack,  since  all  exposed 
individuals  would  not  become  ill  at  the  same 
time. 

Prevention  of  disease 

Prevention  of  disease  from  biologic  agents 
is  possible  in  two  ways:  by  immunization 
before  the  attack  and  by  the  use  of 
prophylactic  antibiotics  after  the  attack. 

In  considering  immunity,  two  factors 
must  be  remembered.  First,  the  need  for 
immunization  against  a specific  disease  must 
be  anticipated,  and  the  vaccine  must  be 
given  long  before  the  actual  attack  takes 
place.  Second,  immunity  given  by  vaccines 
is  only  relative  and  in  some  diseases  may  be 
overwhelmed  by  massive  doses  or  by 
respiratory  exposure.  Nevertheless,  the 
status  of  immunity  in  the  target  population 
will  be  one  of  the  most  important  factors 
in  the  outcome  of  any  biologic  attack. 
Immunization  against  a specific  disease 
may  not  stop  the  development  of  that 
disease  in  all  exposed  individuals,  but  it 
should  modify  it.  If  the  disease  is  modified, 
the  severity  would  be  lessened,  the  course 
would  be  shortened,  and  the  mortality  rate 
would  be  lowered. 

Vaccines  have  been  made  for  these  diseases 
of  possible  importance  in  biologic  operations: 
botulism,  Rocky  Mountain  spotted  fever, 
Q fever,  typhus,  Russian  spring-summer 
encephalitis,  Venezuelan  equine  encephalo- 
myelitis, yellow  fever,  Rift  Valley  fever, 
anthrax,  tularemia,  and  plague.  Some  of 
these  vaccines  are  not  commercially  avail- 
able, and  their  use  is  limited  to  high-risk 
groups.  Some  give  extremely  good  pro- 
tection, others  only  limited  protection. 
Nevertheless,  they  do  represent  a current 
capability  in  defending  against  biologic 
attack. 
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Prevention  of  disease  after  an  attack  by 
certain  biologic  agents  is  possible  by  the 
use  of  antibiotics  prophylactically,  but  there 
are  factors  limiting  this  use.  The  most 
important  of  these  factors  is  simple  eco- 
nomics. It  takes  one  ton  of  antibiotics  to 
provide  one  course  of  treatment  for  45,000 
people,  and  the  annual  production  is  only  a 
few  hundred  tons.  As  of  this  moment,  it 
would  be  best  to  reserve  them  for  treat- 
ment of  disease  caused  by  agents  which 
are  definitely  known  to  be  sensitive  to 
antibiotics.  If  it  is  decided  to  use  anti- 
biotics prophylactically,  strict  criteria  and 
indications  will  be  needed  to  show  when  and 
by  whom  they  will  be  ordered.  Strict 
control  will  be  required  over  their  dis- 
tribution and  use  to  prevent  pilferage 
and  waste.  The  timing  of  prophylactic 
antibiotics  will  be  important.  In  some 
diseases,  antibiotics  given  early  in  the 
incubation  period  simply  prolong  the  in- 
cubation period,  and  the  disease  develops 
as  soon  as  they  are  stopped.  In  others, 
antibiotics  given  late  in  the  incubation 
period  prevent  clinical  disease. 

There  will  be  nothing  new  or  novel  in 
treatment  requirements.  Naturally  occur- 
ring disease  and  disease  caused  by  a biologic 
weapon  vary  only  in  numbers.  The  course 
and  outcome  of  an  attack,  in  the  absence  of 
immunity,  will  depend  on  the  antibiotic 
sensitivity  of  the  agent  employed.  Anti- 
biotics are  effective  in  most  bacterial  and 
rickettsial  diseases  considered  of  importance 
in  biologic  operations.  The  effects  of  an 
attack  with  such  agents  would  be  markedly 
degraded  if  antibiotics  were  available  and 
were  used  in  adequate  quantities.  The 
lethal  agents  would  be  converted  to  in- 
capacitating agents,  and  the  incapacitating 


agents  would  cause  only  minor  illness. 
Nevertheless,  there  would  be  disease,  and 
the  enemy  would  accomplish  his  purpose; 
he  would  simply  have  to  settle  for  lesser 
results.  On  the  other  hand,  if  the  enemy 
decides  to  use  a viral  agent,  we  could  be 
hurt  badly.  Only  supportive  treatment 
would  be  available,  and  this  certainly 
would  not  degrade  the  effects  of  the  attack. 
Dependence  would  be  placed  on  immunity, 
if  any,  developed  long  before  the  attack. 

In  spite  of  the  potential  casualty  loads, 
our  medical  means  should  not  be  over- 
whelmed; at  least  not  to  the  extent  that 
can  be  expected  in  nuclear  and  chemical 
warfare.  After  the  establishment  of  a 
definite  diagnosis,  the  most  skilled  personnel 
would  supervise  and  guide  the  activities  of 
the  less  skilled  in  the  actual  care  of  the 
casualties.  The  level  of  skill  needed  in  the 
nursing  care  of  casualties  would  be  that  of 
any  mother.  The  majority  of  casualties 
could  be  cared  for  in  their  homes  or  units, 
and  hospital  facilities  could  be  reserved  for 
only  the  most  critically  ill.  Supplies,  per- 
sonnel, and  equipment  could  be  shuttled 
from  place  to  place  as  needed  since  there  is 
no  physical  destruction  associated  with  the 
use  of  a biologic  weapon.  Finally,  there  is 
that  all-important  item — time  in  which  to 
act. 

A final  word — stockpiles.  The  military 
considers  25  Gm.  of  a broad-spectrum  anti- 
biotic and  16  mg.  of  atropine  per  individual 
at  risk  as  necessities. 

With  an  aware  and  trained  population, 
detailed  prior  planning,  adequate  supplies  of 
antibiotics  and  biologicals,  and  an  effective 
distribution  system,  we  should  be  able  to 
weather  biologic  operations.  Will  we  have 
them? 
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BILLSBORD 


Excerpts  from  Diary  of  Ole  Doc — Delegate:  Part  II 


Monday  night.  Routed  from  bed  at  what 
seemed  not  only  an  unreasonable  but  an  illogical 
hour,  but  must  admit  it  enabled  me  to  be  on 
time  for  the  opening  ceremonies  of  the  1964 
session,  where  I listened  with  attention  and 
satisfaction  to  the  addresses  of  the  president  and 
president-elect;  this  afternoon  to  my  assigned 
reference  committee,  and  then  tonight  to  a 
caucus  meeting  which  featured  more  conviviality 
than  business;  and  so,  the  first  day  completed, 
returned  up  here  to  read  the  papers  and  do  this 
journal  stint. 

The  papers  were  almost  completely  devoted 
to  “The  Beatles,”  describing  their  hysterical 
reception  and  reviewing  their  appearance  on  the 
Sullivan  show,  with  special  stories  covering  all 
aspects  of  this  peaceful  if  hirsute  invasion,  as 
well  as  background  stories  of  their  lives  and 
development  in  England,  with  a few  allusions 
to  that  other  aspect  of  English  youth  (although 
actually  not  limited  to  Great  Britain),  the  so- 
called  “angry  young  men.”  What  little  news- 
paper space  was  left  featured  speculation,  re- 
ports on  the  polls,  and  on-the-scene  stories  of  a 
neighboring  state’s  presidential  primary. 

Frankly,  it  is  one  of  our  modern  mysteries  as 
to  just  what  presidential  primaries  prove,  unless 
it  is  the  ability  of  a state  to  get  along  without  a 
governor  and  the  senate  without  senators. 

As  for  “The  Beatles,”  they  are  but  an 
adolescent  excrescence,  a sort  of  social  acne 
which  erupts  in  one  form  or  another  every 
generation. 

However,  we  find  the  “angry  young  men” 
less  tolerable  and  more  difficult  to  accept. 
One  can  understand  their  contempt  for  the 
older  generation,  characteristic  of  every  youth 
crop  since  the  beginning  of  time;  nor  do  we 
fault  their  resentment  of  the  mismanagement  of 
their  forbears  in  the  field  of  interpersonal  and 
international  relationships  resulting  in  the 
tangled  mess  usually  referred  to  as  the  world 
situation:  their  caustic  criticism  of  the 

bumbling  and  blundering  which  fashioned  the 
heritage  we  now  leave  them  of  a world  torn  by 
dissension,  fraught  with  suspicion,  and  riddled 
by  prejudice,  jealousy,  and  cupidity;  of  a world 
where  power  politics  are  commonplace  and 
ever-imminent  war  is  justifiable.  While  illogical, 
even  the  introspective,  pessimistic  wallowing  in 
self-pity  which  marks  their  attitude  toward 
“the  bomb”  rouses  my  sympathy. 

Any  objective  appraisal  of  the  true  nature  of 
the  world  we  are  turning  over  to  their  care 


enables  one  to  appreciate  their  sense  of  betrayal 
and  the  resultant  disillusionment  in  the  judg- 
ment and  competence  of  their  elders.  Neither 
do  we  condemn  their  desire  for  immediate 
possession  of  “all  the  good  things  of  life”  nor 
their  impatience  toward  those  of  the  old  regime 
who  are  still  in  control,  resisting  change  and 
refusing  to  relinquish  the  reins,  thus  delaying 
and  interfering  with  the  grand  design  of  remold- 
ing society  to  eliminate  the  errors  of  the  past 
and  create  the  utopia  of  the  future.  After  all, 
every  generation  of  youth  has  had  the  same 
yearning  for  power,  prestige,  sudden  success, 
luxury,  and  public  adulation,  and  each  of  them 
has  demanded  the  abdication  of  the  older  group 
who  always  seem  to  stand  in  their  path  and 
deny  them  the  free  hand  they  want  and  need. 

But  it  is  precisely  at  this  point  that  one  senses 
the  divergence  between  the  youth  of  today  and 
of  the  past;  for  in  the  past  stimulated  by  their 
ambition  and  impatient  with  delay  and  with 
the  obstructionism  of  their  elders,  and  sublimely 
confident  of  their  own  abilities,  they  attempted 
and  frequently  succeeded  in  fulfilling  their 
aspirations  through  ingenuity  and  industry; 
and  occasionally  when  enthusiasm  was  intense 
and  the  elders  obdurate,  their  impatience  over- 
flowed and  they  resorted  to  force.  The  modem 
breed  differs;  they  have  neither  the  interest  nor 
indeed  the  intention  of  suffering  the  hardship 
and  accepting  the  sweat  necessary  to  gain  their 
place  in  the  sun  through  toil.  They  lack  the 
initiative  and  the  courage  to  gamble  on  force 
as  a means  to  their  objective.  Yet  with  an  air 
one  can  only  call  complacent,  they  demand  and 
surprisingly  appear  to  expect  that  all  such  favors 
be  dropped  in  their  laps,  freely,  and  without 
strings  of  any  sort.  To  their  distorted  logic 
this  is  compensation,  apparently,  for  the  fact 
that  they  were  born  too  late  to  fight  the  last  war 
and  to  experience  the  last  serious  economic 
depression  and  therefore  might  have  to  fight 
or  experience  the  next  one  or  both.  When  their 
demands  are  ignored  and  their  expectations 
unfulfilled,  they  pout  and  sulk  and  at  times  in 
their  frustration  seem  determined  to  destroy 
everything,  not  only  that  which  is  evil  but  that 
which  is  good  as  well.  Perhaps  their  pessimism 
about  “the  bomb”  is  justified  when  we  realize 
it  is  their  generation  which  will  soon  have  the 
responsiblity  of  developing  atomic  energy  for 
peaceful  constructive  uses  while  controlling  its 
destructive  potentiality. 

Somehow,  they  remind  me  of  a dog  I once 
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owned.  He  was  a Boston  Terrier,  and  as  is  true 
of  most  of  his  breed  he  was  a fastidious  gentle- 
man, who  housebroke  himself  at  an  early  age 
and  behaved  when  taken  for  a walk  or  when 
visiting  a public  place.  He  was  the  recipient 
of  much  affection  and  considerable  admiration 
and  as  a result  developed  an  exaggerated  idea  of 
his  household  position.  He  soon  had  the  notion 
that  our  home  was  his  kennel  and  he  the  focal 
point  around  which  the  family  rotated.  With 
such  ideas  of  grandeur  he  was  convinced  it  was 
his  inalienable  right  to  accompany  us  whenever 
we  went  out,  and  when  his  importunities  were 
ignored  would  avail  himself  of  any  opportunity 
to  get  out  and  follow  us;  while  we  might  fool 
him  by  patronizing  a different  restaurant  or  bar, 
at  church  we  were  at  his  mercy.  Thus,  it  be- 
came necessary  to  shut  him  in  a room  whenever 
we  left  home.  Faced  with  such  an  insult,  he 
satisfied  his  injured  psyche  by  lifting  his  leg 
against  any  and  all  furniture,  venting  his  resent- 
ment through  the  not  inconsiderable  capacity 
of  his  bladder.  For  a time,  it  seemed  the  gas 
chamber  was  our  only  solution;  but  eventually 
he  matured,  and  with  maturity  came  the 
realization  of  his  proper  place  in  the  household 
hierarchy  and  an  acceptance  of  the  advantages 
and  disadvantages  inherent  to  that  place. 

A similar  ripening  process  of  today’s  youth  is 
perhaps  too  much  either  to  hope  for  or  to  expect; 
but  I do  wish  they  could  grow  up  enough  to 
appreciate  one  thing  and  that  is:  To  attack  a 

man  is  not  to  attack  an  idea  or  an  institution. 
Man  is  easily  pilloried  for  he  is  particularly 
vulnerable  because  at  his  best  he  is  imperfect. 
He  is  always  a wide-open  target,  a sitting  duck, 
ready  and  waiting  to  be  destroyed  by  any 
clever  observer  who  wishes  to  take  the  trouble 
to  lampoon  him. 

If  these  young  men  believe  that  some  of  our 
fundamental  attachments  are  detrimental  or  our 
long- established  institutions  outmoded,  then  let 
them  have  the  determination  and  stamina  and 
sense  of  public  responsibility  to  attack  such 
beliefs  and  such  institutions  openly  and  not 
like  the  jackal  prey  on  the  stragglers  and  helpless 
hangers-on.  Any  product  can  have  a poor 
salesman.  While  derision  may  reveal  a states- 
man as  a pompous  stuffed  shirt  it  does  not  prove 
his  policies  wrong  or  his  political  party  un- 
trustworthy; to  hold  a clergyman  up  to 
ridicule  by  mocking  his  verbosity  and  needless 
repetition  is  by  no  stretch  of  the  imagination  a 
cogent  argument  against  belief  in  the  super- 
natural or  in  revealed  truth.  To  destroy  an 
individual  by  caricature,  however  clever  and 
comical  it  may  be,  by  highlighting  such  human 
faults  as  miserliness,  covetousness,  selfishness, 
expressing  oneself  in  platitudes  or  cliches, 
pettiness,  and  boorish  behavior  does  not  detract 
one  iota  from  the  validity  of  what  such  a person 
might  believe,  the  value  of  the  article  he  sells, 
the  ideals  of  the  profession  he  practices,  the 
integrity  and  worthiness  of  the  cause  he  serves, 
or  the  verities  of  the  institution  which  has  won 
his  loyalty. 

Our  youth  may  delude  themselves  in  the 
belief  they  are  demonstrating  their  nonconform- 


ity and  proving  their  fortitude  by  attacking 
entrenched  ideas  or  institutions,  heretofore 
sacrosanct;  but  the  truth  is  that  all  they  are 
doing  is  making  a fool  out  of  a fool.  It  is  time 
they  learned  that  anyone,  even  an  arrant 
coward,  can  stick  out  his  tongue  in  derision  at 
the  neighborhood  bully,  but  this  does  not  stop 
the  bully  nor  is  the  problem  solved  until  someone 
has  the  “guts”  to  stand  up  and  fight  the  bully 
directly. 

Wednesday  night.  Thought  tonight’s  entry 
would  be  of  the  long  and  tedious  day  in  the 
House,  but  the  day  was  overshadowed  by  the 
news  articles  as  well  as  the  report  on  the  floor 
of  42  members  of  the  medical  board  of  Elmhurst 
City  Hospital  placed  on  an  indefinite  leave  of 
absence  by  the  Commissioner  of  Hospitals. 
The  alleged  reason  was  the  inadequacy  of  the 
quality  of  medical  care  evidenced  by  the 
hospital’s  inability  to  fill  their  resident  and 
intern  quotas  completely.  It  is  not  my  privilege 
to  know  any  of  the  board  intimately,  and  as  far 
as  I know  I never  saw  the  hospital,  although  I 
am  familiar  with  the  neighborhood  having 
ridden  ambulance  there  some  thirty-eight  years 
ago. 

But,  this  I do  know,  and  that  is  the  evaluation 
of  the  quality  of  medical  care  is  too  complex  a 
problem  to  lend  itself  to  a solution  by  any  one 
individual  or  to  measurement  by  any  single 
criterion. 

And  this  also  I know:  When  any  official,  and 
I care  not  who  he  is  or  what  his  position,  solves 
an  administrative  problem  by  placing  42  men 
on  an  indefinite  leave  of  absence,  then  this 
official  is  not  an  administrator  but  an  autocrat. 

This  I know  best  of  all;  when  42  men  spend  a 
good  part  of  their  professional  lives,  in  some 
cases  as  much  as  thirty  years,  serving  a com- 
munity by  giving  of  themselves,  their  profes- 
sional knowledge,  their  time,  and  their  talent, 
without  salary  or  material  recompense,  to  care 
for  the  sick  and  disabled  indigents  of  such 
community,  then  they  deserve  more  from  the 
community  than  to  be  summarily  and  insolently 
discarded  because  they  dared  entertain  and 
express  an  opinion  different  from  the  fixed 
notion  of  a single  city  official. 

New  York  is  generally  regarded  as  heartless 
and  devoid  of  sentiment,  where  there  is  only 
one  consideration:  What  can  you  do  for  me 

today?  What  you  did  in  the  past  doesn’t 
count;  but  I never  believed  it  until  now.  It  is 
not  only  shameful  but  beyond  my  comprehen- 
sion that  such  an  act  of  callous  indifference  could 
be  perpetrated  and  not  one  voice  raised  by  any 
city  representative,  not  one  editorial  comment 
in  the  newspapers  that  featured  the  story  on 
their  front  pages,  recognizing  the  years  of 
service,  the  lifetime  of  professional  care,  all  so 
freely  given  without  asking  anything  in  return. 
Even  the  heartless  corporations  which  both  the 
politicians  and  the  newspaper  editors  love  to 
castigate  reward  thirty  years  of  faithful  service 
with  a kind  word  and  a gold  watch  before  they 
relegate  the  recipient  to  the  ash  heap  as  no 
longer  attuned  to  our  demands  and  needs. 

WRC 
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Stephen  Joseph  Berte,  M.D.,  of  Royersford, 
Pennsylvania,  formerly  of  Brooklyn,  died  on 
October  5 at  the  age  of  forty-four.  Dr.  Berte 
graduated  in  1946  from  George  Washington 
University  School  of  Medicine.  A colonel  in 
the  U.S.  Army  Medical  Corps,  Dr.  Berte  was 
chief  of  professional  services  at  Valley  Forge 
General  Hospital.  From  1956  to  1960  he  had 
served  as  chief  of  the  pulmonary  disease  service 
there.  He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  (Pulmonary  Dis- 
eases), a Fellow  of  the  American  College  of 
Chest  Physicians,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the 
American  Thoracic  Society. 

Nathan  C.  BrodofF,  M.D.,  of  New  York  City, 
died  on  September  17  at  the  age  of  seventy- 
three.  Dr.  BrodofF  graduated  in  1921  from 
Fordham  University  School  of  Medicine.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

James  Ballantine  Brown,  M.D.,  of  Livonia, 
died  on  September  29  at  the  age  of  thirty-six. 
Dr.  Brown  graduated  in  1958  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  Livingston  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Raymond  C.  Coburn,  M.D.,  of  Boynton 
Beach,  Florida,  formerly  of  New  York  City, 
died  on  May  7 at  the  age  of  eighty-nine.  Dr. 
Cobum  graduated  in  1901  from  Starling  Medical 
College,  Columbus,  Ohio.  He  was  a member  of 
the  American  Society  of  Anesthesiologists,  Inc., 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

C.  Ward  Crampton,  M.D.,  retired,  of  Miami, 
Florida,  formerly  of  New  York  City,  died  on 
October  20  at  South  Miami  Hospital  at  the 
age  of  eighty-seven.  Dr.  Crampton  graduated 
in  1900  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  served  from 
1910  to  1919  as  director  of  physical  training  for 
the  New  York  Board  of  Education  and  was 
head  of  the  medical  volunteers  who  examined 
members  of  the  Byrd  Antarctic  Expedition  in 
1930.  A former  director  of  the  Health  Service 
Clinic  of  Post-Graduate  Hospital  as  well  as 
professor  of  medicine  there,  Dr.  Crampton 
devised  the  Crampton  Test  to  enable  surgeons 


to  judge  in  advance  whether  or  not  a patient 
might  suffer  fatal  shock  under  operation.  He 
helped  organize  the  Public  Schools  Athletic 
League,  was  its  executive  secretary  from  1908 
to  1920,  and  was  chairman  of  the  New  York 
County  committee  on  health  of  school  children. 
Dr.  Crampton  was  a member  of  the  American 
Geriatrics  Society,  the  Society  for  Experimental 
Biology  and  Medicine,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Rudolph  Dery,  M.D.,  of  Rockville  Centre, 
died  on  October  17  at  South  Nassau  Community 
Hospital,  Oceanside,  at  the  age  of  seventy-four. 
Dr.  Dery  graduated  in  1923  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  was  an  attending  surgeon  in  gen- 
eral practice  at  South  Nassau  Community 
Hospital.  Dr.  Dery  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Nassau  Surgical  Society,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

A.  Arthur  Feller,  M.D.,  of  Brooklyn,  died  on 
September  22  at  the  age  of  seventy-one.  Dr. 
Feller  graduated  in  1915  from  Long  Island  Col- 
lege Hospital  Medical  School.  He  was  a mem- 
ber of  the  American  Public  Health  Association, 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Bernard  Gottfried,  M.D.,  of  Manhasset,  died 
on  September  21  at  the  age  of  forty-nine.  Dr. 
Gottfried  graduated  in  1942  from  the  Medical 
College  of  Virginia.  He  was  an  associate  at- 
tending surgeon  at  Goldwater  Memorial  Hospi- 
tal and  an  attending  staff  surgeon  at  Long 
Island  Jewish  Hospital.  Dr.  Gottfried  was  a 
Fellow  of  the  International  College  of  Surgeons 
and  a member  of  the  American  Association  for 
Cancer  Research,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Edgar  A.  Lawrence,  M.D.,  of  New  York  City, 
died  at  the  King’s  Daughters  Hospital,  Staun- 
ton, Virginia,  on  October  23  at  the  age  of  fifty- 
eight.  Dr.  Lawrence  graduated  in  1934  from 
Johns  Hopkins  University  School  of  Medicine. 
He  was  a consulting  physician  at  Lenox  Hill 
Hospital  where  he  had  served  formerly  as 
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director  of  medicine  until  his  retirement  in 
1964.  In  World  War  II  he  was  chief  of  pre- 
ventive medicine  in  the  Far  East  Air  Transport 
Command.  Dr.  Lawrence  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  and  a 
member  of  the  Pan-American  Medical  Associa- 
tion, the  American  Society  of  Tropical  Medicine 
and  Hygiene,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Aaron  I.  Levis,  M.D.,  of  Oceanside  and 
Woodmere,  died  on  September  26  at  the  age  of 
sixty.  Dr.  Levis  graduated  in  1930  from  the 
University  of  Tennessee  College  of  Medicine. 
He  was  a member  of  the  American  Academy  of 
General  Practice,  the  American  Public  Health 
Association,  the  Nassau  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Hawley  Marsh,  M.D.,  of  Bowling  Green, 
Ohio,  formerly  of  Palmyra,  died  on  September 
12  at  the  Wood  County  Hospital,  Ohio,  at  the 
age  of  sixty.  Dr.  Marsh  graduated  in  1931 
from  the  University  of  Buffalo  School  of  Medi- 
cine. From  1951  to  1957  he  had  served  as 
Palmyra-Macedon  school  physician.  On  July 
15,  1957,  he  assumed  duties  as  director  of  the 
Bowling  Green  State  University  Health  Service 
in  Bowling  Green  and  under  his  guidance  a 
second  medical  center  was  established  a year  ago 
on  the  campus. 

Jacob  Meisel,  M.D.,  of  Brooklyn,  died  on 
September  9 at  the  age  of  seventy-four.  Dr. 
Meisel  graduated  in  1914  from  Long  Island 
College  Hospital  Medical  School.  He  was  a 
consulting  pediatrician  at  Maimonides  Hospital 
of  Brooklyn.  Dr.  Meisel  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  J.  Mersereau,  M.D.,  of  Cayuga, 
died  on  June  3 at  the  age  of  ninety-two.  Dr. 
Mersereau  graduated  in  1896  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a Fellow  of  the  American  Academy  of 
Allergy  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Samuel  N.  Moskowitz,  M.D.,  of  Brooklyn, 
died  on  October  14  at  The  Mount  Sinai  Hospital 
at  the  age  of  seventy-one.  Dr.  Moskowitz 
graduated  in  1915  from  Long  Island  College 
Hospital  Medical  School.  He  was  a consulting 
physician  at  St.  Catherine’s  Hospital.  Dr. 
Moskowitz  was  a Fellow  of  the  American  College 
of  Chest  Physicians  and  a member  of  the 
Brooklyn  Society  of  Internal  Medicine,  the 


Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Florizel  de  L.  Myers,  M.D.,  of  New  York  City, 
died  on  April  24  at  the  age  of  eighty-seven.  Dr. 
Myers  graduated  in  1900  from  the  University  of 
Edinburgh  Faculty  of  Medicine.  He  was  a 
member  of  the  New  York  Neurological  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Richard  Francis  Steen,  M.D.,  of  New  York 
City,  died  on  September  20  at  Bird  S.  Coler 
Memorial  Hospital  and  Home  at  the  age  of 
eighty.  Dr.  Steen  received  his  medical  degree 
from  the  University  of  Berlin  in  1908.  He  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

George  R.  Stuart,  M.D.,  of  Bronxville,  re- 
tired, died  on  October  14  at  his  home  at  the  age 
of  eighty-one.  Dr.  Stuart  graduated  in  1905 
from  New  York  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  emeritus  director 
of  surgery  at  St.  Vincent’s  Hospital  of  the  City 
of  New  York;  when  he  retired  in  1948  he  re- 
ceived from  Cardinal  Spellman  a gold  medal  and 
scroll.  Dr.  Stuart  was  a Fellow  of  the  American 
College  of  Surgeons. 

Conrad  Otto  Stumpf,  M.D.,  of  Forest  Hills, 
died  on  October  7 at  the  age  of  ninety.  Dr. 
Stumpf  graduated  in  1895  from  Long  Island 
College  Hospital  Medical  School.  He  was  a 
member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Richard  Thorz,  M.D.,  of  Queens  Village,  died 
on  September  24  at  the  age  of  sixty-three.  Dr. 
Thorz  received  his  medical  degree  from  the 
University  of  Prague  in  1929.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leo  Andrew  Thume,  M.D.,  of  Fort  Ann,  died 
on  September  19  at  the  age  of  sixty-two.  Dr. 
Thume  graduated  in  1927  from  St.  Louis  College 
of  Physicians  and  Surgeons.  For  thirty-five 
years,  until  his  retirement  in  1963,  he  had 
served  as  physician  at  Great  Meadows  and 
Clinton  Prison.  Dr.  Thume  was  a member  of 
the  Washington  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Max  Louis  Wager,  M.D.,  of  The  Bronx,  died 
on  September  29  at  the  age  of  seventy-seven. 
Dr.  Wager  graduated  in  1909  from  Long  Island 
College  Hospital  Medical  School.  He  was  a 
member  of  the  Bronx  County  Medical  Society, 
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the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Mortimer  Samuel  Weinstein,  M.D.,  of 

Whitestone  and  New  York  City,  died  on  July 
28  at  the  age  of  forty-five.  Dr.  Weinstein 
received  his  medical  degree  from  the  University 
of  Geneva  in  1947.  He  was  an  assistant  at- 
tending obstetrician  and  gynecologist  at  Flower 
and  Fifth  Avenue,  Metropolitan,  and  North 


Pneumatic  drill  implicated 
in  Raynaud  disease 

Vibration  caused  by  the  use  of  a pneumatic 
drill  may  be  the  primary  cause  of  disabling 
numbness  of  the  fingers  seen  among  miners, 
medical  researchers  report  in  the  Archives  of 
Environmental  Health.  The  condition,  or  Ray- 
naud disease,  is  brought  on  by  exposure  to  cold. 
The  arteries  of  the  fingers  contract,  and  they  be- 
come white  and  numb  with  the  sensation  of 
tingling  and  tightness. 

A study  of  mine  workers  from  Saskatchewan 
in  northern  Canada  supports  the  theory  that 
the  primary  offender  is  hand  vibration  while  the 
secondary  offender  is  cold.  Raynaud’s  phe- 
nomenon of  occupational  origin  in  hard-rock 
drillers  apparently  is  “a  gross  exaggeration  of 
normal  constrictive  vascular  responses  brought 
on  by  prolonged  exposure  to  violent  mechanical 
vibration,”  the  authors  concluded.  The  study 
also  showed  that  attacks  are  precipitated  by 
cooling  of  the  entire  body  rather  than  cooling  of 
the  hands  alone. 

The  conclusions  were  based  on  observations 
of  seven  Canadian  miners  compared  with  three 


Shore  Hospitals.  Dr.  Weinstein  was  a Diplo- 
mate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  a Fellow  of 
the  International  College  of  Surgeons,  and  a 
member  of  the  American  Society  for  the  Study 
of  Sterility,  the  Nassau  Obstetrical  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


medical  students  without  mining  experience 
under  experimental  conditions  at  University 
Hospital  in  Columbus. 

An  analysis  of  42  cases  of  Raynaud  disease 
among  Canadian  miners  indicates  that  there  are 
four  contributing  factors — operation  of  pneu- 
matic tools  of  relatively  high  frequency  and 
large  amplitude;  holding  the  tool  with  the 
hands;  a cold,  wet  environment;  and  long 
continuous  exposure  to  this  environment.  Ray- 
naud disease  has  not  been  observed  in  other 
underground  employees  of  these  mines  who  do 
not  operate  pneumatic  drills  but  who  work  un- 
der otherwise  similar  conditions,  the  authors 
pointed  out.  They  added  that  there  is  no 
known  treatment  that  is  effective  for  Raynaud 
disease. 

Heating  a mine  as  a preventive  measure  is  an 
economic  impossibility  unless  large  amounts  of 
waste  heat  are  available.  However,  replace- 
ment of  currently  used  drills  with  a type  that 
is  not  hand  held  is  a possibility  which  is  being 
investigated.  The  authors  recommended  an 
education  program  for  employer  and  employee 
to  reduce  the  incidence  of  the  disorder.  For 
example,  miners  can  be  trained  not  to  “ride” 
the  drill  and  not  to  hold  it  more  than  is  necessary 
for  efficiency  and  safety. 
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Abstracts 


Master,  A.  M.,  and  Geller,  A.  J.:  Magni- 

tude of  silent  coronary  disease,  New  York 
State  J.  Med.  64:  2865  (Dec.  1)  1964. 

It  is  estimated  that  in  the  year  1962,  between 
563,000  and  840,000  Americans  had  silent  myo- 
cardial infarction  and  that  3 to  4.5  million 
people  had  silent  coronary  disease  without  in- 
farction. It  is  recommended  that  all  men 
thirty-five  years  of  age  and  over  should  have 
annual  examinations,  including  careful  history, 
physical  examination,  teleoroentgenogram,  elec- 
trocardiogram, and,  if  the  results  of  these  studies 
are  negative,  a two-step  or  equivalent  test  of 
cardiac  function.  This  approach  is  recom- 
mended also  for  younger  men. 

Pollack,  N.,  Spinner,  M.,  and  Richman,R.: 

Hematogenous  pyogenic  spondylitis,  New  York 
State  J.  Med.  64:  2870  (Dec.  1)  1964. 

A study  was  made  of  19  patients  with  hema- 
togenous pyogenic  osteomyelitis  of  the  spine. 
The  clinical  pattern  of  this  disease  is  changing 
from  a hot  and  fulminating  disease  of  the  young 


Master,  A.  M.,  e Geller,  A.  J.:  Magnitude 
de  silent e morbo  coronari  ( anglese ),  New 
York  State  J.  Med.  64:  2865  (1  de  decembre) 
1964. 

Es  estimate  que  in  le  anno  1962,  inter  563.000 
e 840.000  americanos  habeva  silente  infarci- 
mento  myocardial  e inter  3.000.000  e 4.500.000 
silente  morbo  coronari  sin  infarcimento.  Es 
recommendate  que  omne  masculos  de  trenta- 
cinque  annos  e plus  de  etate  sia  subjicite  annual- 
mente  a un  examine  medical  que  deberea  in- 
cluder  un  meticulose  registration  del  antece- 
dentes,  un  examine  physic,  un  teleoroentgeno- 
gramma,  e un  electrocardiogramma.  Si  omne 
iste  studios  es  negative,  un  test  a duo  passos  del 
function  cardiac  (o  su  equivalente)  deberea 
esser  addite.  Le  mesme  methodologia  es  rec- 
ommendate pro  masculos  de  plus  basse  etates. 

Pollack,  N.,  Spinner,  M.,  e Richman,  R.: 
Hematogene  spondylitis  pyogenic  {anglese). 
New  York  State  J.  Med.  64:  2870  (1  de 
decembre)  1964. 

Esseva  studiate  19  patientes  con  hematogene 
osteomyelitis  pyogenic  del  spina  dorsal.  Le 
character  clinic  de  iste  morbo  varia  ab  calide  e 
fulminante  forma  que  illo  exhibi  in  patientes  de 
juvene  etates  ad  le  lentemente  progressive 


to  a slowly  progressing  disease  of  the  elderly, 
with  good  eventual  prognosis  under  appropriate 
treatment.  It  resembles  tuberculosis  of  the 
spine  roentgenologically  and  clinically.  Sur- 
gery is  rarely  necessary.  The  4 patients  who 
died  of  their  disease  were  aged  diabetic  patients. 

Altmann,  F.:  Relative  merits  of  surgical 

procedures  in  treatment  of  Meniere’s  disease, 
New  York  State  J.  Med.  64:  2876  (Dec.  1) 
1964. 

Surgical  treatment  for  Meniere’s  disease 
should  be  considered  only  after  medical  treat- 
ment has  failed.  In  patients  with  unilateral 
disease  and  without  useful  hearing,  transmas- 
toidal  or  transtympanic  labyrinthectomy  is 
equally  effective.  In  patients  with  useful  hear- 
ing in  the  diseased  ear,  ultrasonic  destruction  of 
the  vestibular  portion  of  the  labyrinth  is  the 
method  of  choice.  In  patients  with  involve- 
ment of  both  ears,  bilateral  sympathectomy  or, 
preferably,  parenteral  streptomycin  treatment 
could  be  considered.  The  value  of  other  sur- 
gical procedures  has  not  been  proved  as  yet. 


forma  in  patientes  de  etate  avantiate.  Le 
prognose  a longe  vista  es  bon  in  le  presentia  de 
un  tractamento  appropriate.  Ab  le  punctos  de 
vista  roentgenologic  e clinic  le  morbo  resimila 
tuberculosis  del  spina  dorsal.  Chirurgia  es 
requirite  in  rar  casos  solmente.  Le  quatro  pa- 
tientes qui  moriva  in  le  presente  serie  esseva 
diabeticos  de  etate  avantiate. 

Altmann,  F.:  Meritos  relative  del  tracta- 

mentos  chirurgic  in  morbo  de  Meniere  {anglese). 
New  York  State  J.  Med.  64:  2876  (1  de 
decembre)  1964. 

Le  tractamento  chirurgic  de  morbo  de 
Meniere  deberea  esser  prendite  in  consideration 
solmente  post  que  le  tractamento  medical  se  ha 
provate  van.  In  patientes  in  qui  le  morbo  es 
unilateral  e qui  non  plus  possede  un  grado  utile 
de  audition,  labyrinthectomia  transmastoidal  e 
labyrinthectomia  transtympanic  es  equalmente 
efficace.  In  patientes  con  audition  de  grado 
utile  in  le  aure  morbide,  destruction  ultrasonic 
del  portion  vestibular  del  labyrintho  es  le 
methodo  de  election.  In  patientes  in  qui  ambe 
aures  es  afficite,  sympathectomia  o — preferi- 
bilemente — tractamento  parenteral  a strepto- 
mycina  pote  esser  considerate.  Le  valor  del 
altere  procedimentos  chirurgic  ha  non  ancora 
essite  provate. 


Abstracts  in  Interlingua 
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(Wof#*  much  would  it  be 
with  no  m an u fucturer ms  profit? 

$2.09?  $.93?  $3.18? 

Somewhat  amazingly,  $3.18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 

Pharmaceutical  Manufacturers  Association/ 11 55  Fifteenth  Street,  N.WC,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

* Average  prescription  price,  1963.  National  Prescription  Audit,  R.A.  Gosselin,  Dedham,  Mass. 


Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


PKU:  Early  Detection  in  the  Hospital 

Nursery.  Sound,  color,  16  mm.,  sixteen  min- 
utes. 

In  the  Guthrie  test,  a drop  of  blood  taken 
from  a newborn  baby’s  heel  and  studied  in  a 
laboratory  tells  whether  or  not  the  infant  has 
phenylketonuria — an  inborn  inability  to  metab- 
olize an  amino  acid  of  common  protein  foods. 
Prompt  use  of  a special  diet  promises  to  prevent 
brain  damage  in  affected  infants.  This  film 
describes  a simple  procedure  for  early  detection 
of  phenylketonuria  (PKU)  in  the  newborn  in- 
fant. From  a heelprick  three  drops  of  blood  are 
spotted  on  a special  filter  paper.  A large 
number  of  hospitals  can  mail  these  filter  papers 
into  a central  laboratory  which  carries  out  the 
test.  The  test  uses  the  principle  of  “inhibition 
assay,”  in  which  Bacillus  subtilis  is  inhibited  by 
a phenylalanine  antagonist,  beta-2-thienylal- 
anine.  A simple  agar  culture  medium  contain- 
ing the  inhibitors  and  inoculated  with  B. 
subtilis  spores  is  poured  into  a large  flat  tray 
and  allowed  to  harden.  With  paper  punch, 
disks  are  punched  from  the  blood  spots  on  the 
filter  paper  and  placed  in  rows  upon  the  agar 
surface.  As  controls,  blood  containing  ap- 
propriate levels  of  phenylalanine  is  also  spotted 
on  filter  paper.  Disks  are  punched  from  this 
and  placed  upon  the  agar  surface  also.  After 
overnight  incubation  circular  growth  zones  ap- 
pear around  the  blood  disks,  the  diameter  of 
which  is  proportionate  to  the  amount  of 
phenylalanine  present.  By  comparison  with  the 
controls  an  abnormally  high  blood  phenylalanine 
level  can  be  detected.  A trial  of  this  test  with 
405,000  newborn  infants,  carried  out  by  32 
state  health  departments,  found  38  confirmed 
PKU  cases  and  established  the  value  of  testing 
newborn  infants.  Early  detection,  followed  by 
initiation  of  the  low  phenylalanine  diet  by  the 
second  month  of  life,  can  completely  eradicate 
PKU  as  a cause  of  mental  retardation. 

Source  and  Producer:  Mr.  Paul  Zuckerman, 

President,  Designs  for  Medicine,  Inc.,  39  Pearl 
Street,  Buffalo  2,  New  York. 

Resuscitation  of  the  Newborn.  Sound, 
16  mm.,  color,  thirty  minutes. 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman ; 
Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


“Resuscitation  of  the  Newborn”  illustrates 
the  essential  principles  involved  in  resuscitating 
newborn  infants  who  do  not  breathe,  or  whose 
respiration  is  impaired,  or  who  have  no  audible 
heartbeat.  The  procedures  shown  in  the  film 
are  those  recommended  by  the  Special  Com- 
mittee on  Infant  Mortality  of  the  Medical 
Society  of  the  County  of  New  York.  The  film 
shows  through  live-action  delivery-room  photog- 
raphy of  actual  resuscitations  and  through  ani- 
mation, the  procedures  and  apparatus  necessary 
for  effective  resuscitation.  The  Apgar  scoring 
system,  by  which  the  clinical  status  of  the  in- 
fant can  be  rapidly  assessed,  is  demonstrated. 
The  physiology  of  pre-  and  postnatal  oxygena- 
tion and  the  factors  that  may  contribute  to  pro- 
ducing respiratory  depression  are  described. 
In  addition,  sequences  on  cardiopulmonary 
resuscitation,  added  to  the  original  film  in 
1963,  deal  with  those  cases  in  which  the  heart 
in  the  newborn  infant  fails  to  beat,  even  after  the 
lungs  have  been  expanded.  Because  of  legal 
agreement  with  the  participants  in  the  film, 
“Resuscitation  of  the  Newborn”  can  only  be 
used  for  teaching  purposes,  and  must  be  shown 
only  to  professional  medical  audiences.  These 
legal  agreements  also  prohibit  the  use  of  por- 
tions of  this  film  in  other  films  and  prohibit  the 
copying  of  prints  that  are  purchased  from  the 
producer. 

Source  and  Producer:  Sturgis  Grant  Produc- 
tions, 328  East  44th  Street,  New  York,  New 
York  10017. 

To  Save  a Life.  Sound,  16  mm.,  color,  fourteen 
minutes. 

This  film  was  developed  as  an  aid  in  teaching 
employes  of  Consolidated  Edison  the  emergency 
measures  of  clearing  the  airway,  mouth-to- 
mouth  breathing,  and  closed-chest  cardiac 
massage  in  persons  with  cardiac  arrest.  It  deals 
primarily  with  cardiac  arrest  as  it  might  occur 
in  persons  who  accidentally  come  in  contact  with 
electrical  currents.  It  describes  the  underlying 
principles  and  the  resuscitation  technics  very 
well.  As  with  all  films  of  this  type,  it  should 
not  be  used  by  itself  but  should  be  shown  by 
physicians  who  are  familiar  with  the  procedures, 
including  advantages  and  dangers  of  the  meth- 
ods, and  who  can  answer  questions. 

Source  and  Producer:  Consolidated  Edison 

Co.,  4 Irving  Place,  New  York,  New  York  10003. 
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Epidemiology  of  Salmonellosis  in  Man  and 
Animals.  Sound,  16  mm.,  color,  fifteen 
minutes. 

This  film  shows  the  complex  transmission 
patterns  of  salmonellosis  from  contaminated 
feeds  to  food  animals  to  human  beings  and  the 
significance  of  human  “carriers”  among  food 
handlers.  It  also  suggests  means  of  control. 
It  is  suitable  for  public  health  officers,  physi- 
cians, nurses,  and  sanitation  people  and  is 
recommended  also  for  food  handler  courses. 

Source  and  Producer:  Communicable  Disease 
Center,  Atlanta  22,  Georgia. 


Techniques  of  Non-Verbal  Psychological 
Testing.  Sound,  16  mm.,  color,  twenty 
minutes. 

Offering  many  features  of  special  interest  to 
psychologists  and  other  disciplines  working  with 
both  normal  and  handicapped  children,  the  film 
shows  atypical  psychometric  technics.  It  de- 
picts psychologic  evaluation  of  children  who 
cannot  be  examined  by  the  usual  tests  such  as 
the  Stanford-Binet  scale  or  WISC,  because  of 
very  young  age,  loss  of  hearing,  speech  problems, 
other  physical  handicaps,  or  foreign  culture 
background.  The  children  appearing  in  the 
film  are  tested  by  special  nonverbal  technics 


which  permit  assessment  of  their  potential  from 
infancy  to  eighteen  years  of  age.  This  is 
photographed  in  a child  development  clinic. 
As  examinations  progress,  the  film  demon- 
strates performance  of  children  suffering  from  a 
wide  variety  of  physical  handicaps  including 
mental  retardation  and  some  of  its  preventable 
forms  such  as  phenylketonuria  and  galactosemia, 
cerebral  palsy,  rare  Crouzon’s  disease,  and  in- 
ability to  hear  or  speak  intelligibly.  It  shows 
use  of  the  Gesell  developmental  scales  in  early 
life,  the  Leiter  International  performance  scale, 
parts  of  the  Merrill-Palmer  scale,  and  the  Pea- 
body Picture  vocabulary  test  as  the  age  and 
potential  of  the  child  develop.  The  film  is  in- 
formative and  comprehensive  for  showing  both 
to  professional  disciplines  working  directly  with 
children  or  training  respective  workers  in  the 
area  of  child  psychometry  as  well  as  to  parent- 
teacher  associations,  maternal  and  child  care  or- 
ganizations, or  parent  groups  concerned  with 
the  welfare  of  retarded  or  other  “atypical” 
children.  The  production  is  by  Carl  J.  Ross; 
clinical  film  report  and  observations  by  Karol 
Fishier,  Ph.D.,  Chief  Clinical  Psychologist,  and 
Richard  Koch,  M.D.,  Director  and  Pediatrician- 
in-Charge,  Los  Angeles  Childrens  Hospital,  Los 
Angeles,  California. 

Source  and  Producer:  International  Film 

Bureau,  Inc.,  332  South  Michigan  Avenue, 
Chicago,  Illinois  60604. 
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A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 
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Non-sectarian,  dietary  laws  observed 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


GENERAL  PRACTITIONER  URGENTLY  NEEDS 
partner.  Solo  now,  more  than  60  patients  daily.  12 
room  modern  office.  No  obstetrics.  Internist,  pediatrician 
and/or  generalist,  interested  in  small  office  accident 
surgery.  Further  tremendous  potential.  Rochester, 
N.Y.  Box  983,  % N.Y.  St.  Jr.  Med. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City,  is  a 247  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program,  and  a progressive 
philosophy  regarding  internship  training.  Stipend  $320/ 
mo.,  plus  apartment  and  $25.  dependent  allowance  for 
each  of  three  children.  We  are  accepting  applications 
for  rotating  internships.  The  program  has  the  approval 
of  the  Council  on  Medical  Education  of  the  American 
Medical  Association.  Address:  Director  of  Medical 

Education,  Northern  Westchester  Hospital,  Mount  Kisco, 
New  York. 


WANTED:  INTERNIST,  BOARD  CERTIFIED  OR 

eligible,  for  large  hospital,  Kansas  City  area.  Box  999, 
% N.Y.  St.  Jr.  Med. 


G.P.  WANTED  MARCH  1,  1965  FOR  LONG  ISLAND 
GP  group.  Eventual  full  partnership.  No  capital  needed; 
initial  salary.  Excellent  opportunity.  Box  102,  % N.Y. 
St.  Jr.  Med. 


MEDICAL  DIRECTOR,  PRIVATE  PSYCHIATRIC 
hospital,  Westchester  County,  New  York.  Requirements: 
New  York  license,  two  years’  hospital  administration, 
Board  certification.  State  salary  required  first  letter. 
Box  107,  % N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  IN  WESTCHESTER 
County  com  templates  retiring  in  2-3  years,  and  wishes 
associate,  acceptable  to  exceptional  clientele.  Fully 
equipped  offices.  Terms  arranged;  references  exchanged; 
replies  confidential.  Box  110,  % N.Y.  St.  Jr.  Med. 


WANTED:  ANESTHESIOLOGIST  TO  JOIN  GROUP 

in  Long  Island.  Active  expanding  practice.  Excellent 
opportunity.  New  York  license  required.  Box  108, 
% N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
well  established  medical  group  on  the  South  Shore  of 
Longs  Island’s  summer  resort  area.  $12,000  per  annum, 
$1,500  car  allowance,  bonus  arrangement,  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd., 
Patchogue,  New  York.  516  GRover  5-3900. 


PEDIATRICIAN  NEEDED  FOR  NEW  SPECIALITY 
medical  center  in  gracious  but  rapidly  expanding  West- 
chester County  community.  Box  974,  % N.Y.  St.  Jr. 
Med. 


PHYSICIAN,  N.Y.  LICENSE,  WANTED  TO  ASSIST  OR 
join  four  (4)  man  group  of  general  practitioners  in  Hemp- 
stead, L.I.  area.  Well  established.  Full  or  part  time. 
Phone  IV  5-3003  between  2 & 5 PM. 


ANESTHESIOLOGIST,  JOIN  FEE-FOR-SERVICE 
practitioner,  progressive  upstate  community.  Salary  6 
mo.,  then  percentage.  Box  112,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


INTERNIST  FOR  COMPREHENSIVE  MEDICAL  CARE 
group;  pleasant  New  York  City  suburb;  initial  contract 
leading  to  partnership;  $15,000-$16,000  per  annum  first 
year;  send  full  curriculum  vitae  in  first  letter.  Box  115, 
% N.Y.  St.  Jr.  Med. 


THE  JEWISH  HOSPITAL  OF  BROOKLYN,  GREEN- 
point  Division,  residency — internal  medicine.  Positions 
available  now  & July  1st  in  fully  accredited  three  year 
expanded  program.  Rotation  through  The  Jewish  Hospital 
of  Brooklyn.  E.C.F.M.G.  certificate  required.  Salary 
$5,040-$5,840.  Write:  Director  of  Medicine,  The  Jewish 
Hospital  of  Brooklyn,  Greenpoint  Division,  300  Skillman 
Ave.,  Brooklyn  11,  N.  Y. 


PEDIATRICIAN  FOR  COMPREHENSIVE  MEDICAL 
care  group;  pleasant  New  York  City  suburb;  initial  con- 
tract leading  to  partnership;  $15,000-$16,000  per  annum 
first  year;  send  full  curriculum  vitae  in  first  letter.  Box 
116,  % N.Y.  St.  Jr.  Med. 


MEDICAL  AUDIT  CONSULTANT:  POSITION  IN  AL- 
bany.  New  York,  to  plan  & direct  new  State  Health  Dept, 
program  of  hospital  care  audits.  Salary:  $16,260-$19,070. 
N.Y.  State  residence  & eligibility  for  N.Y.S.  physician’s 
license  required.  Also  4 years  clinical  practice  experience 
or  4 years  teaching  experience  in  a medical  school  & 
either  a master’s  degree  in  public  health  or  2 years  of 
full-time  public  health,  or  2 years  of  full-time  medical 
administrative  experience  in  an  accredited  general  hospital. 
Write:  N.Y.S.  Dept,  of  Civil  Service,  R-67-A,  State 

Campus,  Albany,  12226. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


PRIVACY  AT  LAST  FOR  YOU  AND  YOUR  PATIENTS! 
Now  you  can  eliminate  embarrassing  and  distressing  sounds 
from  penetrating  your  walls.  We  sound  condition  your 
walls  quickly,  inexpensively  and  decoratively.  For  free 
estimate,  call  Scientific  Safety  Corp.,  CHelsea  3-3874. 
NYC  only. 


TROPICAL  PARADISE:  OVERLOOKING  ATLANTIC 
and  Caribbean  and  lush  valley;  magnificent  views,  peace 
and  quiet.  Four  acres  on  road  with  one  half  acre  on 
beach;  ideal  for  rest  haven  resort  or  cottage  colony. 
Down  payment  twenty  five  thousand.  Write  air  mail  for 
descriptive  matter.  Box  G-1555,  St.  Thomas,  Virgin 
Islands,  USA. 


HOW  I LOST  36,000  POUNDS  BY  MELVIN  ANCHELL, 
M.D.  A Breakthrough  in  the  treatment  and  reorienta- 
tion in  the  problem  of  obesity.  This  method  and  regi- 
men could  eliminate  obesity  in  all  patients.  Injection 
technique  for  temporary,  safe  rapid  treatment  is  given. 
The  newest  psychological  concepts  about  overweight  and  a 
discussion  of  the  erroneous  concepts  involving  cholesterol 
are  included.  Hard-bound,  jacketed  book.  $4.25.  Order 
from:  Jan  an  Publishers,  P.O.  Box  49005,  Los  Angeles 

49,  California. 


COLLECTION  PROBLEMS?  AS  MEDICAL  BILLS 
grow  older,  they  become  harder  to  collect.  Yet,  it  is  vital 
that  you  be  paid  for  your  services.  Call  in  a collection 
specialist  who  will  recover  your  money  while  protecting 
the  good  will  of  the  patient  toward  you.  For  the  name 
of  your  nearest  qualified  collector,  write:  American  Col- 
lectors Association  Inc.,  Box  550,  Poughkeepsie,  N.  Y. 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % N.Y.  St.  Jr.  Med. 


UNIVERSITY  TRAINED  INTERNIST,  31,  DESIRES 
association  with  one  or  more  physicians  in  Westchester 
or  Long  Island.  Box  109,  % N.Y.  St.  Jr.  Med. 


ORTHOPEDIST,  AGE  34,  BOARD  ELIGIBLE,  SEEKS 
association  with  orthopedic  surgeon  or  group.  Box  104, 
% N.  Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  DIPLOMAT,  F.A.C.A.,  Ex- 
tensive experience,  desires  fee  for  service  or  administra- 
tive position  in  anesthesia  in  metropolitan  area.  Details 
first  letter.  Box  105,  % N.Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Early  requests  should  be  made  for  Feb.  and  Sept, 
graduates. 


PHYSICIAN,  PRESENTLY  PRIVATE  PRACTICE, 
Rochester,  N.Y.  available  part  time  for  association  or 
salaried  position.  Box  111,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  DESIRES 
position.  Available  January  1965.  Box  113,  % N.Y. 
St. Jr.  Med. 


ANESTHESIOLOGIST,  FACA,  SEEKS  FULL  OR  PART- 
time  position  in  or  near  NYC  area.  Fee  for  service  or 
partnership.  Details  in  first  letter.  Box  114,  % N.Y. 
St.  Jr.  Med. 


INTERNIST,  AGE  29,  BOARD  ELIGIBLE,  FAMILY. 
Interested  in  group  or  partnership  practice  in  city  of 
30,000—100,000.  Box  117,  % N.  Y.  St.  Jr.  Med. 


LICENSED  FEMALE  PHYSICIAN,  G.P.,  MIDDLE 
aged,  wants  hospital  position  or  association  in  N.Y.  City 
area.  Five  days  a week,  no  nights.  Box  118,  % N.Y.  St. 
Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


EENT  PRACTICE,  OFFICE  FULLY  EQUIPPED,  WITH 
records  and  files.  Price  extremely  reasonable.  Contact: 
Shults  & Shults,  9 Seneca  Street,  Hornell,  N.Y.  Tel. 
607-324-1104. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner.  Large  established  practice.  Modern  and  fully 
equipped.  Established  since  1953  with  large  clientele. 
Located  uptown  Manhattan  near  medical  center.  Reason 
for  sale,  retirement.  Box  106,  % N.Y.  St.  Jr.  Med. 


EYE,  EAR,  NOSE  & THROAT:  EXTENSIVE  PRAC- 
tice,  of  late  Maurice  G.  Sheldon,  M.D.,  for  sale  in  Olean, 
N.Y.  Terms  to  responsible  party.  Write  Theo.  B. 
Sheldon,  101  E.  Henley  St.,  Olean,  N.Y. 


GOOD  ACTIVE  PRACTICE  AND  FULLY  EQUIPPED 
office  of  recently  deceased  physician.  Suitable  also  for 
internist.  Widow  will  introduce.  Adjoining  apartment 
available.  Liberal  terms.  Mid-Flatbush  section  of 
Brooklyn.  Call  IN  2-7367. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (comer  165th  SO 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


PLAINVIEW,  L.I.  OFFICE  SPACE  TO  SHARE,  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 


930  OCEAN  AVENUE,  BROOKLYN,  NEW  YORK: 
Spacious,  furnished,  air-conditioned  office  for  rent.  Avail- 
able mornings,  afternoons  and  evenings.  Ideally  suitable 
for  surgeon,  orthopedist  or  psychiatrist.  Dr.  Clark, 
BU  2-1651. 


YONKERS:  EXCEL.  OPPTY.  FOR  PHYSICIAN.  WILL 
rent  or  sell  2 fam.  home-office  comb.  Comer  loc.;  area 
of  new  apt.  houses;  parking.  914  BE  7-5271. 


FOR  SALE.  FIFTH  AVENUE  (92ND  ST.)  CORNER 
attractive  5 rm.  cooperative.  Private  entrance.  Low 
maintenance.  Box  101,  % N.  Y.  St.  Jr.  Med. 


HUNTINGTON— NEW  PROFESSIONAL  BUILDING  IN 
vicinity  of  Huntington  Hospital.  Occupancy  early 
spring.  516  HA  1-0226. 


NEW  YORK,  DUTCHESS  COUNTY.  OFFICE  SPACE 
available  in  professional  building  being  erected  on  main 
business  highway  between  Fishkill  and  Poughkeepsie. 
Ideal  for  all  specialties.  Address  Martin  Rabin,  D.D.S., 
65  South  Clinton  St.,  Poughkeepsie,  New  York.  Phone 
454-0322. 


PROFESSIONAL  OFFICES:  BEAUTIFUL  NEW  BUILD- 
ing,  January  1st  occupancy;  excellent  Westchester  location 
(near  busy  shopping  center);  busses  at  corner;  fully 
air-conditioned  large;  parking  area;  few  suites  left; 
reasonable  rental.  (914)  OWens  3-2141. 


OFFICE  FOR  RENT;  CAMBRIA  HEIGHTS,  LAUREL- 
ton  area.  Pediatrician  or  general  practitioner.  No 
pediatrician  in  area.  Excellent  opportunity  initial  prac- 
tice. Air-conditioned,  five  rooms.  Rent:  $150.  516 

LI  1-7979. 


EQUIPMENT 


EQUIPMENT  WANTED:  LATE  MODEL  PICKER 

Century  or  larger  X-ray  machine  of  good  manufacturer. 
Phone  IV  5-3003  between  2 & 5 PM. 


December  1,  1964  / New  York  State  Journal  of  Medicine  2943 


Whether  you're  a teacher  correcting  exams. 

A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working 
late  at  night.  Whoever  you  are,  things  go  better 
when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


Valium  (diazepam) 


Indications:  yalium  (diazepam)  is  of  use  in  dealing  with  anxiety  reac- 
tions stemming  from  stressful  circumstances  or  whenever  somatic 
complaints  are  concomitants  of  emotional  factors.  It  is  useful  in  psy- 
choneurotic states  manifested  by  anxiety,  tension,  fear  and  fatigue. 
Valium  (diazepam)  may  also  be  useful  in  acute  agitation  due  to  alcohol 
withdrawal. 


Valium  (diazepam)  may  be  of  use  to  alleviate  muscle  spasm  associated 
with  cerebral  palsy  and  athetosis. 

Dosage  and  administration 
Mild  to  moderate  psychoneurotic  reactions: 

Manifested  by  anxiety-tension  alone  or  with 
depressive  symptomatology,  agitation,  restless- 
ness, psychophysiological  disturbances 
Severe  psychoneurotic  reactions:  Where  severe 
anxiety,  fear,  agitation,  aggression  or  hostility 
exist  alone  or  with  depressive  symptoms 
Alcoholism:  As  an  aid  in  symptomatic  relief  of 
acute  agitation,  tremor,  impending  or  acute 
delirium  tremens  and  hallucinosis 


Usual  daily  dose 
2 mg  to  5 mg, 

2 or  3 times  daily 


5 mg  to  10  mg, 

3 or  4 times  daily 


10  mg,  3 or  4 
times  during  the 
first  24  hours; 
reducing  to  5 mg, 
3 or  4 times  daily 
as  needed 

2 mg  to  10  mg, 

3 or  4 times  daily 


Muscle  spasm  associated  with  cerebral  palsy  or 
athetosis 

Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants, 
patients  with  a history  of  convulsive  disorders  or  patients  with  a history 
of  glaucoma. 


Warning:  Valium  (diazepam)  is  not  of  value  in  the  treatment  of  psy- 
chotic patients,  and  for  this  reason  should  not  be  employed  in  lieu  of 
appropriate  treatment. 


Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit 
the  dosage  to  the  smallest  effective  amount  to  preclude  the  develop- 
ment of  ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily 
initially,  to  be  increased  gradually  as  needed  and  tolerated).  As  is  true 
of  all  CNS-acting  drugs,  until  the  correct  maintenance  dosage  is  estab- 
lished, patients  receiving  Valium  (diazepam)  should  be  advised  against 
possibly  hazardous  procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  an  automobile  during  the  period  of 
Valium  (diazepam)  therapy  is  not  recommended.  In  general,  the  con- 
current administration  of  Valium  (diazepam)  and  other  psychotropic 
agents  is  not  recommended.  If  such  combination  therapy  is  used,  care- 
ful consideration  should  be  given  to  the  pharmacology  of  the  agents 
to  be  employed  with  Valium  (diazepam) — particularly  with  known 
compounds  which  may  potentiate  the  action  of  Valium  (diazepam), 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and  other 
antidepressants. 

Since  Valium  (diazepam)  has  a central  nervous  system  depressant 
effect,  patients  should  be  advised  against  the  simultaneous  ingestion 
of  alcohol  and  other  central  nervous  system  depressant  drugs  during 
Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam)  during 
pregnancy  has  not  been  established.  The  usual  precautions  are  indi- 
cated when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety 
states  where  there  is  any  evidence  of  impending  depression;  particu- 
larly the  recognition  that  suicidal  tendencies  may  be  present  and  pro- 
tective measures  may  be  necessary.  The  usual  precautions  in  treating 
patients  with  impaired  renal  or  hepatic  function  should  be  observed. 
Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been 
reported;  in  most  instances  these  are  dose-related  and  may  be  avoided 
by  proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur 
on  occasion.  As  with  any  new  agent,  when  it  is  administered  for  pro- 
tracted periods  of  time,  periodic  blood  counts  and  liver  function  tests 
are  advisable.  Abrupt  cessation  after  prolonged  overdosage  may,  in 
some  patients,  produce  withdrawal  symptoms  (e.g.,  convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting,  sweating)  similar  to 
those  seen  with  barbiturates,  meprobamate  and  Librium®  (chlordiaze- 
poxide  HCI).  Changes  in  EEG  patterns  have  been  observed  in  patients 
during  and  after  Valium  (diazepam)  treatment. 


Paradoxical  reactions,  such  as  excitement,  depression,  stimulation, 
sleep  disturbances,  acute  hyperexcited  states  and  hallucinations  have 
been  reported.  Other  side  effects  noted  have  been  blurred  vision,  di- 
plopia, headache,  incontinence,  slurred  speech,  tremor  and  skin  rash. 
Roche  Laboratories  endorses  the  principle  of  caution  in  the  adminis- 
tration of  any  therapeutic  agent  to  pregnant  patients. 


Valium  (diazepam)  is  available  as  5-mg  and  2-mg  tablets. 
For  convenience  and  economy  in  prescribing,  both 
strengths  are  supplied  in  bottles  of  50. 

ROCHE  LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc  • Nutley,  N.  J.  07110 


it’s  a long  wait  for  the  bus  home... 

Add  to  it  the  itching-  discomfort  of  pruritus  vulvae  and  you 
have  sheer  misery.  Victims  of  this  embarrassing  and  often 
agonizing-  disorder— and  of  pruritus  ani,  too— usually  can  get 
rapid  relief  with  ARISTOCORT®  Triamcinolone  Acetonide 
Cream  when  conventional  measureshave  proved  inadequate. 
Sparing  application  to  the  affected  area,  3 to  4 times  daily, 
is  all  that’s  required  for  effective  symptomatic  control.  And 
when  excoriation  of  the  area  has  led  to  infection,  the  choice 
of  NEO- ARISTOCORT®  Neomycin  Sulfate-Triamcinolone 
Acetonide  will  provide  activity  against  a wide  range  of  skin 
pathogens.  A possible  side  effect  may  be  local  skin  sensitiza- 
tion due  to  neomycin.  Contraindications  (both  forms) : 
tuberculosis  of  the  skin,  herpes  simplex,  chicken  pox, 
vaccinia  and  fungal  disease.  Prescribe  tubes  of  5 or 
15  Gm.  Also  available  in  V2  lb.  jars. 


TOPICAL  CREAM  0.1%,  0.5% 
AND  OINTMENT  0.1% 


Triamcinolone  Acetonide 


Neomycin  Sulfate  (0.5%)  — Triamcinolone  Acetonide  (0.1%) 


CREAM  0.1%  AND 
OINTMENT  0.1% 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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illness  without  infirmity... 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 

When  patients  of  any  age  with  chronic  or  debilitating  disease  show  loss  of  weight  and  appetite, 
strength  and  vitality,  it  is  frequently  due  to  a slowdown  in  the  natural  anabolic  processes  or  to 
accelerated  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for  tissue 
repair.  These  processes  are  particularly  apt  to  occur  in  the  elderly  patient  and  be  exaggerated  by 
trauma  or  disease.  A potent,  well-tolerated  anabolic  agent  plus  a diet  high  in  protein  can  make  a 
remarkable  difference. 


WINSTROL'  brand  of  STANOZOLOL 


. . . a new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  1 
tablet  t.i.d.;  children  (pre-school  age),  V2  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  100. 


Winthrop  Laboratories,  New  York,  N.  Y. 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts... 
help  the  body  mobilize  defenses  during  convalescence ...  aid 
response  to  primary  therapy.  The  patient  with  a severe  infec- 
tion, and  many  others  undergoing  physiologic  stress,  may 
benefit  from  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B j (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B*  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B 1 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder'' 

jars  of  30  (one  month’s  supply) 
(three  months’  supply). 
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"Visit  her,  gentle  Sleep!  with  wings  of  healing.” 


Coleridge  — Dejection 

A good  night’s  sleep  often  provides  the  best  therapy.  When  insomnia  is  a 
problem,  BARBA-NIACIN  FORTE  (triple  strength)  may  be  indicated. 

Each  tablet  contains  phenobarbital  IV2  gr.  and  niacin  3A  gr.  The  adult  dose 
is  1 tablet  on  retiring.  The  niacin  component  prevents  the  serious  reactions 
of  phenobarbital  due  to  hypersensitiveness.* 

BARBA-NIACIN  tablets  (phenobarbital  V2  gr.  and  niacin  14  gr.)  are 
indicated  as  a sedative  for  relief  of  nervousness,  anxiety  and  apprehension; 
as  an  antispasmodic  for  peptic  ulcer,  gallstone  or  renal  colic,  and  angina 
pectoris;  and  as  an  anticonvulsant  for  epilepsy.  Adult  dose,  1 tablet  up  to 
4 times  a day. 

For  greater  safety,  many  physicians  are  now  prescribing  BARBA-NIACIN 
and  BARBA-NIACIN  FORTE  instead  of  phenobarbital. 

Summary:  Provides  all  of  the  therapeutic  properties  of  phenobarbital  without 
the  side  effects  due  to  hypersensitiveness.  Like  phenobarbital,  it  is  contra- 
indicated for  drug  addicts  or  patients  with  impaired  renal  or  hepatic  elimination. 

Supplied  in  bottles  of  100  scored  tablets. 


BARBA-NIACIN  FORTE 

PHENOBARBITAL-NIACIN 


any  1 COLE  CHEMICAL  COMPANY 

3715-31  Laclede  Avenue 
St.  Louis,  Missouri  63108 


♦Feinblatt,  T.  M.,  and  Ferguson, 
E.  A.,  Jr.,  Phenobarbital  idio- 
syncrasy, avoidance  by  use  of 
phenobarbital-niacin.  New  York 
State  J.  Med.  62:221-3,  1962. 
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Medical  News 


New  fight  on  Latin  disease 

Groundwork  for  an  important  advance  in  the 
treatment  of  Chagas’s  disease  was  reported  by 
Harry  Seneca,  M.D.,  medical  professor  at 
Columbia  University’s  College  of  Physicians  and 
Surgeons,  at  the  recent  meeting  of  the  American 
Society  of  Tropical  Medicine  and  Hygiene  in 
New  York  City. 

Chagas’s  disease,  caused  by  a single-cell 
parasite,  affects  7 million  persons  in  Latin 
America,  and  35  million  persons  are  constantly 
exposed  to  it.  The  disease  attacks  every  kind  of 
body  tissue  but  seems  to  do  its  worst  on  the 
heart,  making  “Swiss  cheese”  out  of  that  organ. 

The  advance  consists  of  technics  to  prevent 
and  cure  the  disease  in  animals.  A lipopoly- 
saccharide  that  Dr.  Seneca  calls  Chagastoxin 
has  been  shown  highly  active  as  a toxin  and 
stimulator  of  antibody  production.  When  baby 
mice  were  infected  with  the  Chagas  trypano- 
some, the  animals  died  in  seven  to  ten  days. 
When  they  were  protected  with  hyperimmune 
serum  from  rabbits  that  had  been  given  mild 
Chagas’s  infections,  survival  time  of  the  in- 
fected mice  was  doubled  or  tripled. 

Study  of  carotid  body  tumors 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  with  carotid  body  tumors 
for  a study  at  the  Clinical  Center  being  con- 
ducted by  the  National  Institute  of  Arthritis  and 
Metabolic  Diseases  and  the  National  Heart 
Institute.  Purpose  of  the  study  is  to  relate 
histochemical  evidence  of  catecholamine-con- 
taining cells  in  carotid  body  tissue  to  excretion 
of  catecholamines  and  their  metabolites. 

Patients  admitted  to  this  study  will  be 
evaluated  for  definitive  treatment.  On  comple- 
tion of  their  study,  patients  will  be  returned  to 
the  care  of  their  referring  physicians  who  will 
receive  a complete  narrative  summary  and  re- 
port of  the  findings. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may  write 
or  telephone:  George  G.  Glenner,  M.D.,  Clinical 
Center,  Room  3-N-112,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014;  telephone 
301  656-4000,  Ext.  65837. 

Committee  to  advise  on  clinical  labs 

Thirteen  specialists  have  been  appointed  to 
the  newly  formed  Clinical  Laboratory  Advisory 
Committee,  according  to  Hollis  S.  Ingraham, 
M.D.,  State  Health  Commissioner. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


The  committee  will  advise  the  State  Health 
Department  on  implementation  of  a 1964  law  to 
license  and  regulate  clinical  laboratories  and 
blood  banks.  The  law  becomes  effective  on 
July  1, 1965. 

Members  of  the  committee  are:  Fred  H. 

Allen,  Jr.,  M.D.,  laboratory  director,  New  York 
Blood  Center,  New  York  City;  Scott  V.  Covert, 
M.D.,  chairman,  Department  of  Microbiology, 
Albany  Medical  College;  Willard  B.  Elliot, 

M. D.,  assistant  professor  of  biochemistry, 
School  of  Medicine,  State  University  of  New 
Y ork  at  Buffalo. 

Also:  Leonard  H.  Garner,  New  York  City; 
Arthur  E.  Harris,  M.D.,  Cayuga  County 
Laboratories,  Auburn  Memorial  Hospital;  Scott 

N.  Swisher,  M.D.,  Department  of  Hematology, 
University  of  Rochester  School  of  Medicine; 
Harold  T.  Golden,  M.D.,  Herkimer;  Louis  R. 
Ferraro,  M.D.,  pathologist  and  director  of 
laboratory,  Nassau  Hospital,  Minecla. 

Also:  William  B.  Mason,  M.D.,  associate 

professor  of  biochemistry  and  medicine,  Uni- 
versity of  Rochester  School  of  Medicine; 
James  F.  Mohn,  M.D.,  Blood  Group  Research 
Unit,  State  University  of  New  York  at  Buffalo: 
Lawrence  H.  Monaco,  M.D.,  Dutchess  Com- 
munity College,  Poughkeepsie;  Erwin  Neter, 
M.D.,  Children’s  Hospital  Laboratory,  Buffalo; 
and  Simon  Propp,  M.D.,  Department  of  Hema- 
tology, Albany  Medical  College,  Albany. 

Morris  Schaeffer,  M.D.,  director  of  the 
Bureau  of  Laboratories,  New  York  City  Health 
Department,  is  a committee  consultant. 

Courses  at  Academy  of  General  Practice 

Stanley  H.  Greenwald,  M.D.,  president  of  the 
New  York  County  Academy  of  General  Practice, 
announces  three  accredited  courses  currently 
being  sponsored  by  the  Academy.  They  are: 

Practical  Electrocardiography,  ten  sessions  at 
the  Academy  being  given  by  Philip  Reichert, 
M.D.,  executive  director  of  the  American  Col- 
lege of  Cardiology;  Psychiatry  and  Psycho- 
somatic Medicine,  given  half-days  at  The 
Mount  Sinai  Hospital  to  June,  1965,  by  M. 
Ralph  Kaufman,  M.D.,  and  staff;  and  Psychia- 
try in  General  Practice,  twenty  sessions  at  the 
Roosevelt  Hospital  given  by  Jan  Ehrenwald, 
M.D.,  Edward  Kloth,  M.D.,  and  Robert 
Mumford,  M.D.,  under  the  direction  of  Robert 
W.  Laidlaw,  M.D. 

Further  details  may  be  obtained  from  Joseph 
A.  Pincus,  M.D.,  director  of  postgraduate  edu- 
cation, 140  West  58th  Street,  New  York,  New 
York  10019. 
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WHEN 

CONGESTION 
MOVES  DOWN 

HYCOMINE 

SYRUP 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate 5 mg.  T 

(Warning:  May  be  habit-forming)  I 
Homatropine  f 6,5  mg* * 

methylbromide 1.5  mg.  J 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride  60  mg. 

Sodium  citrate 85  mg. 

(with  methylparaben  0.13%  and 
propylparaben  0.02%  as  preservatives) 

in  a highly  palatable 
cherry -flavored  vehicle 

antitussive  • antihistaminic 
decongestant  • expectorant 


treats  the  multiple 
symptoms  of  the 
COUCtH/COLD 
syndrome 


• arrests  both  productive  and  nonproduc- 
tive cough  • decongests  the  airways  • 
liquefies  secretions  responsible  for  irrita- 
tion • provides  prompt  symptomatic  relief 
of  allergic  symptoms  • is  well  tolerated  • 
rarely  causes  constipation 

DOSAGE:  Average  adult  dose  — 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6-12  years, 
V2  teaspoonful ; 3-6  years,  teaspoonful ; 1-3  years, 
10  drops ; 6 months  to  1 year,  5 drops.  Administer 
after  meals  and  at  bedtime  with  food.  On  oral  Rx 
where  state  laws  permit. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  hydro- 
chloride and  in  those  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arteriosclero- 
sis. In  these  patients  the  use  should  not  exceed  three 
days.  Iiycomine*  Syrup  is  generally  well  tolerated 
but  in  some  patients  drowsiness,  dizziness  or  nausea 
may  occur. 

*U.S.  Pat.  2,630,400 


ENDO  LABORATORIES  INC. 
Garden  City,  New  York 
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when  preoperative  fear  reflects 


the  intensity  of  your  patient’s  tension... 


(hydroxyzine  HCl)i£Serai 

for  any  age— for  any  stage  of  anxiety 

Powerful  enough  to  ensure  easy  acceptance  of  surgery  and  anesthesia 

Calm,  cooperative  quiescence  is  the  state  induced  in  apprehensive  surgical 
patients  premedicated  with  hydroxyzine  HCI.  Among  its  other  advantages  are 
the  added  antiemetic  property  which  minimizes  postoperative  vomiting,  and 
its  mild  potentiating  action  which  frequently  reduces  requirements  for  adjunc- 
tive narcotics. 

Safety  record  permits  use  in  children  and  debilitated  geriatric  patients 

Even  after  extensive  use  in  patients  ranging  from  very  young  to  very  old,  Atarax 
(hydroxyzine  HCI)  has  maintained  an  outstanding  record  of  safety. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on  hy- 
droxyzine HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms  makes 
administration  flexible  by  any  standards  of  convenience,  patient  preference,  or 
emergency  requirements  within  the  recommended  dosage.  You  can  adjust  the 
dosage  to  whatever  level  best  controls  your  patient's  degree  of  anxiety.  Oral  dos- 
age for  adults  ranges  from  25  mg.  t.i.d.  to  1 00  mg.  q.i.d.  Recommended  dosage: 
100  mg,  to  150  mg  daily  in  divided  doses.  The  daily  oral  dosage  for  children  6 
years  and  under  is  50  mg.  in  divided  doses;  for  those  over  6 years,  50-100  mg 
in  divided  doses. 

FOR  EVERY  DEGREE  OF  ANXIETY  IN  PATIENTS  UNDER  6 TO  OVER  60 


Contraindications:  Hydroxyzine  parenteral  solution  is  intended  only  tor  intramus- 
cular or  intravenous  administration  and  should  not,  under  any  circumstances,  be 
injected  subcutaneously  or  intraarterially.  Precautions:  Hydroxyzine  may  potentiate 
the  action  of  central  nervous  system  depressants,  narcotics  such  as  meperidine,  and 
barbiturates.  In  conjunctive  use,  dosage  for  these  drugs  should  be  decreased.  Be- 
cause drowsiness  may  occur,  patients  should  be  cautioned  against  driving  a car 
or  operating  dangerous  machinery.  The  usual  precautions  for  intramuscular  injec- 
tion should  be  followed;  soft  tissue  reactions  have  rarely  been  reported  when  proper 
technique  has  been  used.  On  intravenous  injection  a few  instances  of  digital  gan- 
grene have  occurred  distal  to  the  injection  site  considered  to  be  due  to  inadvertent 
intraarterial  injection  or  periarterial  extravasation.  Therefore,  particular  caution 
should  be  observed  when  hydroxyzine  parenteral  solution  is  administered  intrave- 
nously to  insure  injection  only  into  intact  veins;  avoid  either  intraarterial  injection 
or  extravasation.  Intravenous  administration  should  be  accomplished  slowly,  no 
faster  than  25  mg.  per  minute,  and  not  to  exceed  100  mg.  in  any  single  dose. 
Adverse  reactions:  Drowsiness  may  occur  which  is  usually  transitory,  disappearing 
spontaneously  in  a few  days  with  continued  therapy  or  correctable  by  dosage  re- 
duction. Dryness  of  the  mouth  may  be  seen  with  higher  doses.  Involuntary  motor 
activity  has  been  reported  in  some  hospitalized  patients  on  higher  than  recom- 
mended dosage.  More  detailed  professional  information  available  on  request. 


In  any  condition 
where  tissue 
depletion  of  the 
water-soluble 
vitamins  is 
suspected,  Rx 
RoeriBeC® 
therapeutic 
B-complex  with 
500  mg.  of 
vitamin  C. 


New  York,  N.Y.  10017  • Division,  Chas.  Pfizer  & Co.,  Inc.»  Science  for  the  World’s  Well-Being® 
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Personalities 

Elected.  Milton  J.  Matzner,  M.D.,  Brooklyn, 
as  president  of  the  American  College  of  Gastro- 
enterology. . .John  F.  Roach,  M.D.,  Albany 
Medical  Center,  as  chairman  of  the  new  seven- 
member  State  X-Ray  Board  of  Examiners. 

Awarded.  Nathan  S.  Kline,  M.D.,  director  of 


research  at  Rockland  State  Hospital,  the  $10,000 
clinical  research  award  of  the  1964  Albert 
Lasker  medical  research  awards. 

Appointed.  Dickinson  W.  Richards,  M.D., 
professor  of  medicine  in  Columbia  University’s 
College  of  Physicians  and  Surgeons,  to  the 
National  Advisory  Food  and  Drug  Council  to 
consult  with  the  Food  and  Drug  Administration. 


Medical  Schools 


Albany  Medical  College 

1964  Honorary  lectureship  award.  William 
B.  Castle,  M.D.,  Harvard  Medical  School  profes- 
sor, received  the  1964  Honorary  Lectureship 
Award.  Dr.  Castle,  the  Francis  Weld  Peabody 
Faculty  Professor  of  Medicine,  Harvard,  and 
emeritus  director  of  the  Thorndike  Memorial 
Laboratory  at  Boston  City  Hospital,  accepted 
the  award  on  November  13.  Dr.  Castle  dis- 
cussed “Mechanisms  Involved  in  Vitamin  Bi2 
Deficiency  Anemias.” 

Cornell  University  Medical  College 

Recent  elections.  Preston  A.  Wade,  M.D., 
clinical  professor  of  surgery  and  attending 
surgeon,  was  elected  chairman  of  the  Board  of 
Regents  of  the  American  College  of  Surgeons  at 
the  meeting  held  in  Chicago  in  October.  J ohn  M . 
McLean,  M.D.,  clinical  professor  of  surgery  (oph- 
thalmology) and  attending-surgeon-in-charge  of 
ophthalmology,  was  elected  to  the  presidency  of 
the  Pan  American  Association  of  Ophthalmology 
at  the  annual  meeting  held  in  Montreal  in 
October. 

Leave  of  absence.  Ralph  E.  Peterson, 
M.D.,  associate  professor  of  medicine  and  asso- 
ciate attending  physician,  has  been  granted  a 
one-year  leave  of  absence  for  advanced  study 
and  research  training  in  the  protein  chemistry 
laboratory  of  the  Commonwealth  Scientific  and 
Industrial  Research  Organization  and  the 
Howard  Florey  Laboratories  of  Experimental 
Physiology,  University  of  Melbourne,  Australia. 

Downstate  Medical  Center 

Faculty  promotions.  Promotions  announced 
for  the  academic  year  which  began  in  September 
were:  from  associate  professor  to  professor — 


Adrian  Kantrowitz,  M.D.,  Department  of  Sur- 
gery, and  Arthur  Shapiro,  M.D.,  Department 
of  Psychiatry.  Department  of  Radiology — 
Solomon  Schwartz,  M.D.,  from  clinical  associate 
professor  to  clinical  professor,  and  in  the  Divi- 
sion of  Urology — Harold  B.  Herman,  M.D., 
from  clinical  associate  professor  to  professorial 
lecturer.  Assistant  professors  p romoted  to  asso- 
ciate professor  were:  Stanley  W.  Weitzner, 

M.D.,  in  anesthesiology;  Irwin  Bluth,  M.D., 
and  Henry  Greenfield,  M.D.,  in  radiology; 
Judith  M.  Kestenberg,  M.D.,  in  psychiatry; 
Murray  E.  Margulies,  M.D.,  in  neurology;  Max 
B.  Milberg,  M.D.,  medicine;  and  Morris 
Steiner,  M.D.,  and  Philip  J.  Kozinn,  M.D., 
pediatrics. 

Instructors  raised  to  assistant  professor  were: 
William  R.  Sanslone,  M.D.,  biochemistry; 
Yehoshua  Rapp,  M.D.,  dermatology;  Donald 
A.  Gerber,  M.D.,  medicine;  Jerzy  Biezenski, 
M.D.,  in  obstetrics  and  gynecology;  Ramon  R. 
Torres,  M.D.,  and  Senih  Fikrig,  M.D.,  in  pedi- 
atrics; Maurice  Feinstein,  M.D.,  pharmacology; 
Marvin  Lipkowitz,  M.D.,  Theodore  Cadell, 
M.D.,  Milton  Gross,  M.D.,  Norbert  Freedman, 
M.D.,  and  Carl  Wolff,  M.D.,  in  psychiatry; 
Antonio  Garzon,  M.D.,  and  Marcial  Cerruti, 
M.D.,  in  thoracic  surgery;  and  Arnold  Chait, 
M.D.,  and  Milton  Margulies,  M.D.,  in  radiol- 

°gy. 

The  appointments  to  clinical  assistant  profes- 
sor were:  George  Degenshein,  M.D.,  Joseph 

Estrin,  M.D.,  A.  W.  Martin  Marino,  Jr.,  M.D., 
and  Cyril  J.  Jones,  M.D.,  in  surgery;  Donald 
J.  Casper,  M.D.,  Jacob  Solome,  M.D.,  Albert 
J.  Raphael,  M.D.,  and  Leo  Igel,  M.D.,  in 
obstetrics  and  gynecology;  Herbert  I.  Tulipan, 
M.D.,  was  promoted  to  lecturer  in  obstetrics  and 
gynecology. 

continued  on  page  2960 
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WHEN  BRONCHIAL  ASTHMA  IS  COMPLICATED  BY 
HYPERTENSION  • HEART  DISEASE  • HYPERTHYROIDISM 


ELIXOPHYLLIN 

Each  15  cc.  contains  THEOPHYLLINE  80  mg.;  ALCOHOL  3 cc. 

...provides  relief  quickly,  dependably,  safely.12 

...avoids  the  side  effects  and  contraindications  of 
ephedrine  polypharmaceuticals  or  similar  sympathomimetics 


ELIXOPHYLLIN  75  cc.  — 

I (ammophyflme  equiv.  500  mg.) 

1 ! 

...  i 


n 


Rapid— therapeutic 
theophylline  blood 
levels  (equal  to  I.  V. 
aminophylline)  reached 
in  minutes.'-* 


Sustained— theophyl- 
line-is  inherently  ‘iong- 
acting’— t.i.d.  dosage 
provides  day  and  night 
relief.1'7 


0 15  30  60 


Minutes  after  administration.  Mean  values  in  adult  subjects  following 
administration  of  the  single  dose  commonly  used  in  clinical  practice.8 


Acute  Attacks:  single  dose  of  75  cc.  for  adults;  0.5  cc.  per  lb.  of  body  weight  for 
children. 

24  Hour  Control:  for  adults  45  cc.  doses  before  breakfast,  at  3 P.M.,  and  before 
retiring;  after  two  days,  30  cc.  doses.  Children,  first  6 doses  0.3  cc.— then  0.2  cc. 
per  lb.  of  body  weight  as  above.  May  be  contraindicated  in  peptic  ulcer  and  gout. 
Gastric  distress  rarely  encountered. 


References:  (1)  Kessler,  F.:  Connecticut  S.M.J.  21: 205 
(March)  1957.  (2)  Burbank,  B.;  Schluger,  J.,  and  McGinn, 
J.:  Am.  J.  Med.  Sci.  234:28  (July)  1957.  (3)  Spielman,  A.D.: 
Ann.  Allergy  15: 270  (June)  1957.  (4)  Greenbaum,  J.:  Ann. 
Allergy  75:312  (May-June)  1958.  (5)  Kessler,  F.:  Medical 
Times  57:1298  (Oct.)  1959.  (6)  Bickerman,  H.A.,  and  Barach, 


A.  L.,  In  Modell,  W.:  Drugs  of  Choice  1960-1961,  St.  Louis, 
The  C.  V.  Mosby  Company,  1960,  p.  516.  (7)  Wilhelm,  R.  E. 
in  Conn.,  H.  F.:  Current  Therapy— 1961,  Philadelphia,  W.  B. 
Saunders  Company,  p.  417.  (8)  Schluger,  J.  McGinn,  J.  T„ 
and  Hennessy,  D.  J.:  Am.  J.  Med.  Sci.  233:296,  1957. 
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Five-year  grant.  The  National  Heart  Insti- 
tute has  awarded  a five-year  grant  to  investiga- 
tors at  Maimonides  Hospital  of  Brooklyn.  The 
work  is  under  the  direction  of  Adrian  Kantro- 
witz,  M.D.,  professor  of  surgery. 

Teaching  conference  for  practicing  physi- 
cians. A teaching  conference  for  practicing 
physicians  on  “Infections  of  the  Respiratory 
Tract,”  sponsored  by  the  Brooklyn  Tuberculosis 
and  Health  Association,  was  held  on  October  14. 

Symposiums.  A symposium-workshop  on 
“Recent  Advances  in  Clinical  Chemistry,”  was 
held  on  October  16  and  17.  A special  sympo- 
sium on  “Recent  Studies  in  Ammonia  Metab- 
olism” was  held  on  November  16. 

International  conference.  The  First  Inter- 
national Conference  on  “Biophysical  Mech- 
anisms in  Vascular  Homeostasis  and  Intra- 
vascular Thrombosis”  was  held  on  November 
9 and  10.  Among  the  participants  were:  Dr. 
Sean  Lavelle,  University  College,  Gala  way, 
Ireland;  Dr.  Alexander  Naumovski,  University 
of  Skopje,  Yugoslavia;  Dr.  Eric  Ponder,  Pasteur 
Institute,  Bures-Sur- Yvette,  Seine  et  Oise, 
France;  Dr.  G.  Ruhenstroth-Bauer,  Max  Planck 
Institute  of  Biochemistry,  Munich,  Germany; 
and  Dr.  Torsten  Teorell,  Upsala  University, 
Upsala,  Sweden. 

Special  lectures.  Dr.  William  N.  Tavolga, 
research  associate,  Department  of  Animal  Be- 
havior, American  Museum  of  Natural  History, 
and  associate  professor  in  biology,  The  City 
College  of  New  York,  spoke  on  “Underwater 
Sounds  in  the  Sea”  on  October  19;  Sam  A. 
Threefoot,  M.D.,  professor  of  medicine,  Tulane 
University  School  of  Medicine  and  director, 
Touro  Institute  of  Medical  Research,  New 
Orleans,  spoke  on  the  “Role  of  the  Lymphatics 
in  Edema,”  on  October  27;  and  Ian  Donald, 
professor,  Department  of  Midwifery,  Queen 
Mother’s  Hospital,  Glasgow,  Scotland,  spoke  on 
“Antibiotics:  Present  Position  in  Obstetrics  and 
Gynecology”  on  November  2. 

Faculty  notes.  Bertram  E.  Bromberg,  M.D., 
clinical  associate  professor  and  head,  Division 
of  Plastic  Surgery,  was  elected  to  the  American 


Association  of  Plastic  Surgeons;  Patrick  J. 
Fitzgerald,  M.D.,  professor  and  chairman,  De- 
partment of  Pathology,  was  appointed  member 
of  the  Fulbright  Advisory  Screening  Committee 
in  Medical  Science;  Dr.  Robert  F.  Furchgott, 
professor  and  chairman,  Department  of  Pharma- 
cology, has  been  appointed  to  the  editorial  Board 
of  Pharmacological  Reviews;  Edwin  M.  Gold, 
M.D.,  clinical  assistant  professor  of  obstetrics 
and  gynecology,  has  been  appointed  to  the 
Martha  May  Elliot  Award  Committee  of  the 
American  Public  Health  Association;  Gordon 
R.  Hennigar,  M.D.,  professor,  Department  of 
Pathology,  was  appointed  council  member,  sec- 
tion on  Toxicology,  Pan-American  Medical 
Association;  and  Irving  G.  Kroop,  M.D.,  clin- 
ical associate  professor  of  medicine,  has  been 
elected  president  of  the  New  York  State  Chapter 
of  American  College  of  Chest  Physicians. 

New  York  Medical  College 

Special  space  symposium.  A special  sym- 
posium concerned  with  the  problem  of  man  and 
his  future  environment  was  the  feature  of  the 
two-day  ceremonies  held  on  November  6 and  7 
attendant  to  the  formal  dedication  of  the  Cohen 
Research  Building.  The  speakers  were  Dr. 
Robert  Jastrow,  director,  Goddard  Institute  for 
Space  Studies;  Dr.  Dale  Jenkins,  director, 
Environmental  Biology  for  NASA;  Dr.  Richard 
W.  Porter,  consultant,  Aerospace  Science  and 
Technology;  Dr.  Chalmers  W.  Sherwin,  deputy 
director,  Defense  Development,  Department  of 
Defense;  Dr.  Leo  Steg,  director,  Space  Sciences 
Laboratory  of  the  General  Electric  Corporation; 
and  Dr.  Paul  C.  Tompkins,  executive  director, 
Federal  Radiation  Council. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

Director  presented  an  award.  Professor 
Wallace  O.  Fenn,  director,  Space  Science  Center, 
received  the  Italian  Academy’s  $40,000  Fel- 
trinelli  Prize  in  experimental  medicine  in  No- 
vember. Professor  Fenn,  professor  of  physi- 
ology and  former  chairman  of  the  Department 
of  Physiology,  was  one  of  two  Americans  who 
received  prizes. 
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PARKE-DAVIS 


PARK £,  DAVIS  i COMPANY.  Oelnxl,  U,ch,sar>  13131 

Complete  information  for  usage  available  to  physicians  upon  request. 


Month  in  Washington 


The  Johnson  Administration  has  placed  so- 
called  medicare  at  the  top  of  its  legislative  pro- 
gram for  1965. 

In  a policy  paper  issued  a few  days  before  the 
national  elections,  President  Johnson  said: 

“First  we  must  provide  adequate  hospital  and 
nursing  home  care  for  our  senior  citizens  by  a 
sound  program  financed  through  contributory 
social  insurance.  I pledge  that  the  legislation  to 
accomplish  this  will  head  my  program  next 
year.” 

Administration  forces  in  Congress  expressed 
confidence  that  most  of  Johnson’s  legislative 
program  would  be  approved  next  year  in  light  of 
the  Democratic  victory  in  the  elections.  Demo- 
crats gained  a net  of  37  seats  in  the  House. 

The  Administration  was  reported  to  be  con- 
sidering a program  that  would  be  financed  by  a 
separate  employer-employe  tax  rather  than  an 
increase  in  the  Social  Security  tax  as  called  for  in 
legislation  that  died  in  a House-Senate  confer- 
ence committee  when  Congress  adjourned  in 
October. 

In  reiterating  his  opposition  to  Social  Security 
financing,  Rep.  Wilbur  D.  Mills  (D.,  Ark.), 
chairman  of  the  Ways  and  Means  Committee, 
said  just  prior  to  adjournment: 

“I  think  one  of  the  difficulties  that  has  actu- 
ally impeded  the  reaching  of  a sound  solution  is 
the  insistence  by  the  proponents  of  medical  care 
on  proceeding  toward  a solution  through  the 
existing  OASDI  (Social  Security)  system  rather 
than  in  an  all-out  effort  to  solve  the  problem  it- 
self with  some  flexibility  in  their  approach.  In 
other  words,  there  may  well  be  within  our  reach 
solutions  to  the  admittedly  difficult  and  in- 
creasing problems  of  medical  care  for  the  aged 
which  lie  outside  of  attaching  a Federal  program 
to  the  framework  of  the  OASDI  insurance  sys- 
tem . . . 

“I  would  be  hopeful  that  the  basic  prepay- 
ment concept  might  lead  us  in  the  direction  of 
sound  approaches  to  this  matter.  There  are 
other  principles  which  we  can  embody  to  insure  a 
sound  medical  program  while  at  the  same  time 
preserving  our  basic  Social  Security  insurance 
system.” 

Other  points  listed  in  Johnson’s  policy  paper 
on  health  were: 

“Second,  we  must  step  up  the  fight  on  mental 
health  and  mental  retardation. 

“I  intend  to  ask  for  increased  funds  for  re- 
search centers,  for  special  teacher  training,  and 
for  helping  coordinated  state  and  local  programs. 

“Third,  we  must  expand  our  program  to  help 
train  the  doctors,  dentists  and  technicians  this 
nation  desperately  needs.  Right  now,  the  sta- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


tistics  show  that  we  are  importing  interns  and 
resident  physicians  from  other  countries  which 
can  ill  afford  to  lose  them. 

“Fourth,  we  must  enlarge  programs  to  help 
disabled  citizens  rehabilitate  themselves  for  use- 
ful employment. 

Fifth,  we  must  increase  existing  programs  of 
medical  assistance  to  children  of  low-income 
families. 

“Sixth,  we  must  work  to  correct  the  deficien- 
cies of  young  men  who  are  rejected  for  military 
service  because  of  health. 

“Seventh,  we  must  move  ahead  in  the  effort  to 
protect  the  purity  of  the  water  we  drink  and  the 
air  we  breathe.  Air  pollution,  according  to  one 
estimate,  causes  $11  billion  damage  each  year  to 
property  alone.  No  one  can  measure  the  dam- 
age to  our  children’s  lungs.” 

* * * 

A total  of  $35  million  in  Federal  funds  has 
been  appropriated  to  help  finance  construction 
of  community  mental  health  centers  in  1965. 

It  is  the  initial  allotment  of  funds  for  a $150 
million  three-year  program  of  Federal  grants-in- 
aid  for  building  such  centers.  Grants  will  range 
from  one  third  to  two  thirds  of  total  construction 
costs. 

The  Department  of  Health,  Education,  and 
Welfare  said  the  centers  built  in  1965  will  form 
the  nucleus  of  the  new  national  mental  health 
program  to  provide  comprehensive  treatment  of 
the  mentally  ill  in  the  patients’  home  communi- 
ties. 

Grants  will  be  administered  and  awarded 
to  eligible  sponsors  of  the  centers  by  the  Na- 
tional Institute  of  Mental  Health  of  the  Public 
Health  Service  under  terms  of  the  Community 
Mental  Health  Centers  Construction  Act  of  1963 
(Public  Law  88-164). 

The  centers  must  provide  a minimum  of  the 
following  five  essential  services  to  patients:  in- 
patient treatment,  outpatient  treatment,  partial 
hospitalization,  with  around-the-clock  emer- 
gency service  available  in  at  least  one  of  these. 
Centers  also  must  provide  consultation  and  edu- 
cational services  to  community  agencies. 

In  addition  to  the  construction  funds  for 
centers,  NIMH  will  grant  $12  million  in  1965  to 
hospitals  for  the  mentally  ill  and  for  the  mentally 
retarded  to  improve  treatment  and  care  of 
patients. 

NIMH  also  will  award  $6  million  in  inservice 
training  grants  during  1965  to  upgrade  skills  of 
hospital  personnel  in  providing  comprehensive 
care  for  patients. 

Other  funds  available  to  NIMH  under  the 
regular  mental  health  appropriation  of  1965  in- 

continued  on  page  2970 
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500  VISO 


all  these  ECG  advantages 


now  from  Sanborn 
for  $695 


The  500  VISO  is  the  finest  cardio- 
graph Sanborn  has  ever  made,  and 
all  its  capabilities  can  be  delivered  to 
your  office  for  $695  complete  (Con- 
tinental U.  S.).  Electronic  circuitry 
and  recording  unit  in  individual  mo- 
dules — plus  numerous  refinements 
in  circuit  and  mechanical  design  — 
not  only  increase  overall  reliability 
but  yield  direct  savings  in  manufac- 
turing costs  and  assembly  time  as  well. 

You  or  your  technician  will  find  the 
500  VISO  quick  to  put  into  opera- 
tion . . . the  new  Redux  Creme  easy 
to  use  and  without  the  clean-up  prob- 
lems of  most  abrasive  paste  electro- 
lytes . . . and  the  “500’s”  chart 
tracings  sharp,  clear  and  free  from 
the  most  commonly-occurring  AC  arti- 
facts. For  complete  details,  call  your 
local  Sanborn  office  now.  Sanborn 
Company,  Waltham,  Mass.  02154 
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even  in  a 

difficult  and  lengthy 
procedure - 


anxiety  relieved,  patient 
conscious  and 
cooperative 
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In  your  own  daily  practice,  this  usefully 
different  tranquilizer  can  be  equally  ef- 
fective. What  it  has  done  to  relieve  anxi- 
ety and  maintain  mental  clarity  under  pro- 
longed stress  and  extreme  discomfort  of 
cryohypophysectomy,  it  can  do  in  almost 
any  case  of  anxiety. 

Response  obtained  with  parenteral  hy- 
droxyzine in  20  surgical  patients  under- 
going cryohypophysectomy,  which  entails 
freezing  of  the  pituitary  in  intubated  pa- 
tients, demonstrates  how  slight  is  its  effect 
on  mental  acuity.  The  author  states  that 
with  use  of  a local  anesthetic,  small  doses 
of  a narcotic  and  large  doses  of  hydroxy- 
zine, “the  patient  is  conscious  and  can  re- 
spond to  direct  commands.”1 

So  selective  was  the  tranquilizing  ac- 
tion of  hydroxyzine  in  another  study2  em- 
ploying this  surgical  technique,  that 
throughout  the  long  and  trying  procedure, 
all  but  one  of  the  13  patients  were  effec- 
tively tranquilized  and  yet  able  to  com- 
municate with  the  surgeon  by  means  of 
previously  agreed-upon  hand  signals. 


side  effects:  Drowsiness,  usually  transitory  and 
correctable  by  dosage  reduction,  may  occur.  Dry- 
ness of  mouth  may  be  seen  with  higher  doses. 
Involuntary  motor  activity  has  been  reported  in 
some  hospitalized  patients  on  high  dosage. 
precautions:  Vistaril  (hydroxyzine)  may  poten- 
tiate the  action  of  central  nervous  system  de- 
pressants, anticoagulants,  narcotics  such  as 
meperidine,  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased.  Pa- 
tients receiving  anticoagulants  should  be  fol- 
lowed closely,  and  appropriate  laboratory 
studies  performed  regularly.  The  usual  precau- 
tions for  intramuscular  injection  should  be  fol- 
lowed with  the  parenteral  form.  Intravenous 
injection  should  not  exceed  a rate  of  1 cc.  per 
minute  or  100  mg.  per  dose.  As  with  other  in- 
jectables,  soft-tissue  reactions  have  been  rarely 
reported,  and  are  usually  associated  with  faulty 
technique. 

formulas:  Vistaril  (hydroxyzine  pamoate)  Cap- 
sules: 25  mg.,  50  mg.,  100  mg.;  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension:  25  mg.  per  5 cc.; 
Vistaril  (hydroxyzine  HC1)  Parenteral  Solution: 
25  mg.  and  50  mg.  per  cc. 

More  detailed  professional  information  avail- 
able on  request. 


1.  Rand,  R.  W.:  Western  J.  Surg.  72:142,  May-June,  1964.  2.  Morlino,  F.  J.  et  al.:  Paper  presented  at  Stanford 
University  Medical  School,  Palo  Alto,  Calif.,  Jan.,  1964. 


that’s  tranquilization! 


Vistaril 

hydroxyzine 

a usefully  different 
tranquilizer 


PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 
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RECOGNIZE 
THIS  PATIENT? 


ll\  can't  cope  any  more  . . . the  kids 
drive  me  crazy.  I worry  about  every- 
thing . . . feel  exhausted  all  the  time.  33 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety, 
insomnia,  and  related  symptoms.  Contraindications:  Benactyzine  hydrochloride  is  contraindicated  in  glaucoma. 
Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of 
motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present. 
Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipi- 
tate recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform  seizures.  Grand  mal 
seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal.  Side  effects:  Side  effects  associ- 
ated with  ‘Deprol’  have  consisted  primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and 
nausea.  Benactyzine  hydrochloride  - Benactyzine  hydrochloride,  particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticho- 
linergic effects  such  as  blurred  vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side 
effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria.  Meprobamate  - Drowsiness  may  occur 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial 
worries  ■ fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ 
pre-  and  post-operative  apprehensions  ■ retirement  problems, 
and  many  other  stressful  situations  which  cause  the  patient  to  feel 
a sense  of  loss,  guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 
of  the  depressed  patient  without  the  agitation  and  “jitters” 
that  often  accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’ 
is  compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

WALLACE  LABORATORIES  j Cranbury,  N.  J. 

CD-3558 

and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally 
developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral  edema  and  fever,  transient  leukopenia,  and 
a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported. 
More  severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria,  stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should 
be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activity  has  been  reported,  usually  after  excessive  meprobamate 
dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  increased  gradually  to  six  tablets  daily 
and  reduced  gradually  to  maintenance  levels  upon  establishment  of  relief.  Doses  above  six  tablets  daily  are  not 
recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg.  Before  prescribing,  consult  package  circular. 
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When  Patients 
Neglect 
We  Collect 

Services  rendered  only  to  Physicians 
and  Dentists. 

So  often  patients  neglect  to  pay  their 
bills. 

Let  us  explain  what  “BIL-COL”  can  do 
...“BIL-COL”  can  save  you  time- 
energy— unnecessary  phone  calls— 
most  of  all  money. 

Avoid  embarrassment!...  for  you  and 
your  patient. 

Let  “BIL-COL”  collect  for  you. 

“The  courteous  way  to  collect” 

"BIL-COL” 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A-Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B-Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 

NtO'SyiGPlrinfisooner 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  - to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  'U  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2%) 
and  children  (V4%),  in  solutions  of  Vs,  Vs  or  1 
percent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


yV/rrthrop 
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elude  $163.7  million  for  research,  fellowships, 
training  of  professionals  and  State  grants,  and 
$24.2  million  for  Institute  research  and  items  of 
direct  operations. 

* * * 

About  2 of  every  15  American  adults  have  defi- 
nite heart  disease,  and  an  additional  1 of  9 has 
suspect  heart  disease,  according  to  the  Public 
Health  Services  National  Heart  Survey. 

The  survey  comprised  a sampling  of  7,710 
adults  with  6,672  given  physical  examinations 
from  1959  through  1962.  Major  projected  find- 
ings included: 

1.  Of  the  111.1  million  American  adults, 
14.6  million  have  definite  heart  disease  and  13 
million  have  suspect  heart  disease.  Of  every 
100  persons  aged  eighteen  through  seventy-nine, 
13.2  had  definite  heart  disease,  and  an  addi- 
tional 11.7  had  suspect  heart  disease. 

2.  Most  commonly  encountered  was  hyper- 
tensive heart  disease.  More  than  10  million 
Americans  suffer  from  it,  and  nearly  4.8  million 
others  have  suspect  hypertension. 


3.  Coronary  heart  disease  accounts  for  3.1 
million  definite  and  2.4  million  suspect  cases. 

4.  Women  are  more  likely  to  have  definite 
hypertensive  heart  disease;  men  are  more  likely 
to  have  definite  coronary  heart  disease  or  heart 
disease  of  congenital  or  syphilitic  origin.  Sus- 
pect hypertensive  heart  disease  is  more  common 
in  men  than  in  women;  suspect  coronary  disease 
more  common  in  women  than  in  men. 

5.  About  24.4  per  cent  of  Negro  adults  have 
definite  heart  disease,  twice  as  high  as  the  inci- 
dence for  white  adults. 

6.  The  prevalence  rates  for  suspect  heart 
disease  are  14.8  and  11.3  per  cent,  respectively, 
for  Negroes  and  whites. 

7.  The  prevalence  of  heart  disease  rises 
sharply  with  age.  Less  than  2 per  cent  had  defi- 
nite heart  disease  in  the  eighteen-  to  twenty- 
four-year-old  age  group. 

8.  About  39  per  cent  of  the  men  and  46  per 
cent  of  the  women  in  the  seventy-five-  to 
seventy-nine-year-old  age  group  have  definite 
heart  disease. 

9.  A large  number  of  persons  with  heart 
disease  have  more  than  one  manifestation. 


Medical  Meetings 


Lecture  on  serum  factors 

“Serum  Factors  and  Collagen  Diseases”  will 
be  discussed  by  Alan  S.  Josephson,  M.D.,  assist- 
ant professor  of  medicine,  State  University  of 
New  York  Downstate  Medical  Center,  on  Janu- 
ary 8,  1965  at  10:00  a.m.  in  the  “E”  Building 
Auditorium,  Kings  County  Hospital,  451 
Clarkson  Avenue,  Brooklyn. 

The  lecture  is  held  under  the  auspices  of  the 
Division  of  Dermatology  of  the  Department  of 
Medicine,  State  University  of  New  York, 
Downstate  Medical  Center. 

Course  in  contact  lens  fitting 

The  third  annual  practical  contact  lens  fitting 
course  will  be  given  February  27  and  28,  1965, 
at  the  New  York  Eye  and  Ear  Infirmary  under 
the  direction  of  Jorge  N.  Buxton,  M.D.,  director 
of  the  corneal  clinic. 

Tuition  is  $100  and  registration  is  limited  to 
30.  Each  student  will  have  ample  opportunity 
to  perform  each  procedure. 

For  information  regarding  registration,  please 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


write  to:  Mrs.  Tamar  Weber,  Registrar,  Insti- 
tute of  Ophthalmology  of  the  Americas,  New 
York  Eye  and  Ear  Infirmary,  218  Second 
Avenue,  New  York,  New  York  10023. 


Laryngology  course 

The  Department  of  Otolaryngology,  College 
of  Medicine  of  the  University  of  Illinois  at  the 
Medical  Center,  Chicago,  will  conduct  a post- 
graduate course  in  laryngology  and  broncho- 
esophagology  from  March  29  through  April  10, 
1965.  This  course  is  limited  to  fifteen  physi- 
cians, will  be  under  the  direction  of  Paul  H. 
Holinger,  M.D.,  and  will  be  held  at  the  new 
Illinois  Eye  and  Ear  Infirmary,  1855  West 
Taylor  Street,  Chicago.  Instruction  will  be 
provided  by  means  of  animal  demonstrations, 
practice  in  bronchoscopy  and  esophagoscopy, 
diagnostic  and  surgical  clinics,  and  didactic 
lectures. 

Interested  registrants  may  write  directly  to 
the  Department  of  Otolaryngology,  College  of 
Medicine  of  the  University  of  Illinois  at  the 
Medical  Center,  1853  West  Polk  Street,  Chicago, 
Illinois  60612. 
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159th 

Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 

February  15-18,  1965 

at  the 

Americana  of  New  York 

New  York  City 


Highlights  . . . 

Panel  on  Hyperbaric  Medicine  via  2-way  Transatlantic  Hook-up  with  Glasgow,  Scotland 

• 24  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


Americana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  NEW  YORK  19,  N.  Y. 
TELETYPE  212-640-4894  TELEPHONE  (212)  LT1-1000 


Please  make  reservations  for 

persons 

NAME(S) 


Address 

City Zone State 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM; 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTfL  TWO  WEEKS  PRIOR  TO  CONVENTION 


PLEASE  CHECK  (/)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 


SINGLE  BEDROOM  □ $12.00 

□ $14.00  □ $16.00  □ $17.00  □ $18.00 

□ $19.00  □ $20.00  □ $22.00  □ $23.00 

DOUBLE-BEDDED  ROOM  FOR  TWO  □ $14.00 

□ $16.00  □ $18.00  □ $19.00  □ $22.00 

TWIN-BEDDED  ROOM  FOR  TWO  □ $16.00 

□ $18.00  □ $20.00  □ $21.00  □ $22.00 

□ $23.00  □ $24.00  □ $26.00  □ $28.00 

STUDIO  ROOM  FOR  ONE 

□ $20.00  □ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $15.00  □ $26.00  □ $27.00  □ $28.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00  □ $44.00  □ $46.00  & UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 


NOTE:  If  a room  at  the  rate  requested  is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Fphmnrv  7.5-7  ft  7 9^.5 


d 


Books  Received 


The  following  books  were  received  during  the  month  of  October  * 


Bahama  International  Conference  on 
Burns.  A Report  of  the  Conference  on 
Burns  Sponsored  by  the  Colonial  Research 
Institute  at  West  End,  Grand  Bahama, 
March  23,  24,  and  25,  1963.  Octavo  of  209 
pages,  illustrated.  Philadelphia,  Dorrance  & 
Company,  1964.  Cloth,  $12.50. 

Handbook  of  Obstetrics  & Gynecology. 

By  Ralph  C.  Benson,  M.D.  Duodecimo  of  654 
pages,  illustrated.  Los  Altos,  Calif.,  Lange 
Medical  Publications,  1964.  Cloth,  $5.00. 

Stereoscopic  Manual  of  the  Ocular  Fundus 
in  Local  and  Systemic  Disease.  By  Fred- 
erick C.  Blodi,  M.D.,  and  Lee  Allen.  Quarto 
of  132  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1964.  Cloth,  $32.50. 

Medical  Department,  United  States  Army. 
Preventive  Medicine  in  World  War  II. 
Volume  VII.  Communicable  Diseases. 
Arthropodborne  Diseases  Other  Than  Ma- 
laria. Prepared  and  published  under  the  direc- 
tion of  Lieut.  Gen.  Leonard  D.  Heaton,  The 
Surgeon  General,  United  States  Army.  Editor 
in  Chief,  Colonel  John  Boyd  Coates,  Jr.,  MC, 
USA.  Editor  for  Preventive  Medicine,  Ebbe 
Curtis  Hoff,  M.D.  Assistant  Editor  Phebe  M. 
Hoff,  M.A.  Octavo  of  397  pages,  illustrated. 
Washington,  D.C.,  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  1964.  Cloth, 
$4.25. 

Doctor’s  Easaccount  Record  System.  Dis- 
bursements. Income.  Quarto.  Phila- 
delphia, W.  B.  Saunders  Company,  1964. 
Fabrikoid,  $9.50  per  set. 

Ciba  Foundation  Symposium  on  Cellular 
Injury.  Edited  by  A.  V.  S.  de  Reuck,  M.Sc., 
and  Julie  Knight,  B.A.  With  81  illustrations. 
Duodecimo  of  403  pages.  Boston,  Little, 
Brown  and  Company,  1964.  Cloth,  $12. 

Clinical  Neurology.  By  Frank  A.  Elliott, 
M.D.  Octavo  of  688  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1964. 
Cloth,  $12.50. 

Your  Weight  and  How  to  Control  It.  Edited 
by  Morris  Fishbein,  M.D.  Revised  edition. 
Octavo  of  206  pages.  Garden  City,  N.Y., 
Doubleday  & Company,  Inc.,  1963.  Cloth, 
$3.95. 

Conditioning  Techniques  in  Clinical  Prac- 
tice and  Research.  Edited  by  Cyril  M. 
Franks,  Ph.D.  Octavo  of  328  pages,  illustrated. 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


New  York,  Springer  Publishing  Company,  Inc., 
1964.  Cloth,  $8.50. 

Traumatic  Cervical  Syndrome  and  Whip- 
lash. By  Charles  W.  Goff,  M.D.,  John  O. 
Alden,  M.D.,  and  John  H.  Aides,  M.D.  Octavo 
of  128  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1964.  Cloth,  $5.00. 

The  Thymus  in  Immunobiology;  Struc- 
ture, Function,  and  Role  in  Disease.  By  72 

Authors.  Edited  by  Robert  A.  Good,  M.D., 
and  Ann  E.  Gabrielsen,  M.A.  Octavo  of  778 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  1964.  Cloth,  $24.50. 

Improving  Performance  in  Public  Health. 

By  Herman  E.  Hilleboe,  M.D.  Delivered  at 
the  59th  Annual  Health  Conference,  Hotel  New 
Yorker,  New  York  City,  N.Y.  Albany,  Pub- 
lished by  Health  Education  Service  for  Annual 
Health  Conference,  Inc.,  1963.  Cloth. 

Psychodrama  Explained.  By  Dr.  Samuel 
Kahn.  Octavo  of  77  pages.  New  York, 
Philosophical  Library,  1964.  Cloth,  $3.00. 

New  Thoughts  on  Old  Age.  Edited  by 
Robert  Kastenbaum,  Ph.D.  Octavo  of  333 
pages.  New  York,  Springer  Publishing  Com- 
pany, Inc.,  1964.  Cloth,  $7.50. 

Medical  Climatology.  Edited  by  Sidney 
Licht,  M.D.  Octavo  of  753  pages,  illustrated. 
New  Haven,  Elizabeth  Licht,  Publisher,  1964. 
Cloth,  $16. 

Dermatology.  By  R.  M.  B.  MacKenna, 
M.D.,  and  E.  Lipman  Cohen,  M.B.  Duodecimo 
of  279  pages,  illustrated.  Baltimore,  The 
Williams  and  Wilkins  Company,  1964.  Cloth, 
$4.75. 

Terapeutica  Bolilor  Endocrine.  By  St.-M. 
Milcu.  Octavo  of  946  pages,  illustrated. 
Bucharest,  Editura  Academiei  Republicii  Pop- 
ulare  Romine,  1964.  Cloth. 

Ciba  Foundation  Symposium  on  Animal 
Behaviour  and  Drug  Action.  Editor  for  the 
Coordinating  Committee,  Hannah  Steinberg, 
Ph.D.  Editors  for  the  Ciba  Foundation,  A.  V. 
S.  de  Reuck,  M.Sc.,  and  Julie  Knight,  B.A. 
With  103  illustrations.  Octavo  of  491  pages. 
Boston,  Little,  Brown  and  Company,  1964. 
Cloth,  $13. 

Progress  in  Angiography.  Compiled  and 
Edited  by  Manuel  Viamonte,  Jr.,  M.D.,  and 
Raymond  E.  Parks,  M.D.  Octavo  of  562  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
1964.  Cloth,  $29.50. 
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fast  comfort  for 


and  chapped,  dry  skin 


SARDO  soothes,  lubricates,  augments  skin  lipids,  helps  skin  retain  and  build  up  essen- 
tial moisture . . . relieves  dryness  and  itching  with  the  very  first  bath.  Skin  feels  smoother, 
softer,  more  comfortable.  “Dispersible  bath  oils... are  of  distinct  value"1  in  winter  itch 
(pruritus  hiemalis). 


Microfine  globules  of  SARDO  disperse  into  a micro  molecular  film  on  the  surface  of  the 
bath  water,  producing  a fine,  invisible  protective  film  on  the  skin  surface.  Adsorbed  by 
the  skin,  SARDO  provides  rapid,  dependable  relief  in  most  dry,  itchy  skin  conditions. 
Your  patients  will  appreciate  non-sensitizing,  pleasant,  economical  SARDO*,  the  clini- 
cally proven2'7  therapeutic  bath  oil. 


Also  available:  SARDOETTES®,  dispos- 
able compresses  impregnated  with 
SARDO,  for  use  as  a topical  dressing, 
or  for  application  after  showering  or 
local  washing,  in  relieving  skin  dry- 
ness, itching,  scaliness, 
r ' 

1.  J.A.M.A.  183:1062, 1963.  2.  Borota,  A.,  and  Grinell. 
R.  N.:  J.  Amer.  Geriatrics  Soc.,  10:413,  1962.  3.  Spoor, 

H. J.:  N.Y.  State  J.  M.,  58:3292,  1958.  4.  Lubowe, 

I. I.:  Western  Med.,  1:45,  1960.  5.  Weissberg,  G.: 
Clin.  Med.,  7:1161,  1960.  6.  Lieberman,  W.:  Amer. 

J.  Proctology,  12:374,  1961.  7.  Dick,  L.  A.:  Skin,  Der- 
matology in  General  Practice,  1:341,  1962. 


the  most  widely  used  therapeutic  bath  oil 


SARDEAU,  INC.,  Dept.  Y-4  Bottles  of 

845  Third  Avenue,  New  York,  N.Y.  10022  4,  8 and 

* Pat.  Pend.  T.M.  © 1964  by  Sardeau,  Inc.  16  oz' 
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and  it’s  not  a once-over-lightly  one, 
either.  All  rubber  stoppers  used  in  Lilly 
ampoules  are  scrupulously  cleaned  with 
a detergent  and  hot  deionized  water  in 
a special  washing  machine  like  the  one 
pictured  above.  This  removes  any  for- 
eign matter  adhering  to  them.  Then 
the  stoppers  are  autoclaved  at  120°  to 


121  °C.  for  one  hour.  They  are  now 
clean,  sterile,  and  ready  for  use.  In  case 
the  stoppers  are  not  used  within 
seventy -two  hours,  they  are  returned 
for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safe- 
guards used  to  insure  the  quality  of  the 
finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6 , Indiana,  U.S.A. 
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Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York,  N.  Y.,  10017. 

Preparation  of  Manuscript:  Manuscripts 

should  be  face  copy  typed  double-spaced  with 
adequate  margins  on  firm  paper.  Carbon  copy 
flimsy  can  not  be  used.  The  first  page  should 
list  the  title,  the  name  of  the  author  (or  authors), 
degrees,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order:  author’s  name  with  initials,  title,  peri- 
odical abbreviation,  volume,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 
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author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  by  typed, 
numbered,  and  attached  to  each  illustration. 
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whether  or  not  change  is  permanent.  Six  weeks 
is  required  to  effect  a change  of  address. 
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Editorials 


Christmas — 1964 


Many  profound  things  have  been  said 
about  Christmas.  We  need  look  no  further 
than  to  one  of  our  own  brilliant  medical 
scientists  for  deep  and  abiding  thought  on 
the  subject. 

The  late  Hans  Zinsser,  M.D.,  was  in  the 
first  rank  of  medical  scientists  and  was  an 
author,  poet,  and  musician  besides.  Many 
still  living  in  the  places  where  he  worked,  in 
Boston  and  New  York,  remember  him  with 
an  inner  glow. 

He  is  quoted  in  Bishop  Sherrill’s  auto- 
biography, Among  Friends * as  making  this 
statement,  particularly  appropriate  for  the 

* Sherrill,  H.  K.:  Among  Friends,  Boston,  Little,  Brown 

and  Company,  1962;  p.  288. 


What  about  tuberculosis? 

The  decline  in  tuberculosis  case  and  death 
rates  during  the  past  two  decades  has  been 
largely  due  to  therapeutic  and  prophylactic 
chemotherapy.  Effective  chemotherapy 
started  with  the  discovery  of  streptomycin 
in  the  mid-forties,  supplemented  by  para- 
aminosalicylic  acid  in  the  late  forties  and  by 
isoniazid  in  the  early  fifties.  These  were 
followed  by  a battery  of  secondary  drugs, 
some  less  effective  or  more  toxic,  which 
have  served  a useful  purpose  for  selective 
patients  with  organisms  resistant  to  superior 
drugs.  A search  for  better  drugs  is  being 
carried  out  in  many  laboratories,  but,  to 
date,  isoniazid,  preferably  in  combination 
with  other  drugs,  reigns  supreme  if  the 
tuberculosis  bacilli  are  not  resistant.  In 
New  York  State,  including  New  York  City, 
a 50.7  percentage  decline  in  the  annual 
average  case  rate  and  a 64.3  per  cent  decline 
in  the  death  rate  over  a ten-year  period, 


Christmas  season  and  transcending  the 
boundaries  of  all  faiths: 

“Christ  is  reborn  in  every  little  child — and 
that  which  we  revere  in  Him  is  but  something 
in  ourselves  which  answers  to  his  voice.  His 
spirit,  urged  by  some  instinctive  yearning — 
uncomprehended,  often  slumbering,  never 
completely  crucified  by  life — holds  us  erect 
to  face  the  universe  helpless  and  wondering 
and  soon  to  disappear,  but  conscious  of  the 
dignity  of  living.  Voices  of  singing  children 
carry  it,  and  it  pervades  the  tender 
whisperings  of  women  who  hold  desired 
children  to  their  hearts,  rejoices  with  young 
men  who  smile  at  death  for  some  vague 
aspiration;  it  speaks  to  those  who  know  that 
love  is  giving;  guides  hands  that  seek  the 
shoulder  of  a friend;  and  sits  in  empty  rooms 
with  him  who  grieves. 


1951-53 — 1961-63,  were  recorded  in  the 
1963  Annual  Report  of  the  Tuberculosis 
Control  Program.  Comparable  rates  for 
similar  population  groups  have  been  re- 
ported. However,  rates  have  tended  to  level 
off;  in  fact,  sporadic  increases  in  tuberculosis 
rates  have  been  reported  in  recent  years. 
George  James,  M.D.,  Commissioner  of 
Health  of  the  City  of  New  York,  reported  a 
12  per  cent  rise  over  1962  in  the  number  of 
new  cases  of  tuberculosis  in  1963.  Other 
large  cities  have  reported  increases. 

Of  266  children  exposed  to  a school-bus 
driver  with  active  tuberculosis  in  Oneida 
County,  New  York,  32  per  cent  were  found 
to  have  a positive  tuberculin  reaction. 
Sputum  and  x-ray  examinations  revealed 
52  contacts  with  evidence  of  active 
tuberculosis.  An  outbreak  of  tuberculosis 
among  Albany  Medical  Center  personnel  was 
reported  in  1963  in  which  26  persons 
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developed  clinical  tuberculosis  during  a 
nine-month  period,  and  19  others  were  re- 
ported as  tuberculin  converters.  These  and 
parallel  situations  clearly  point  up  the  need 
for  constant  vigilance  against  the  disease. 

Participants  in  the  Arden  House  Con- 
ference on  Tuberculosis  in  1959  and  a task 
force  of  experts  appointed  by  Luther  Terry, 
M.D.,  Surgeon  General,  in  1963  have  given 
strong  support  to  sound  program  expansion 
and  financial  aid  necessary  in  the  training  of 
personnel,  detection,  prevention,  treatment, 
and  control  of  the  disease.  Recommenda- 
tions of  the  task  force  were  favorably  acted 


A new  specialty  is  born 

A new  professional  specialty,  that  of  the 
clinical  librarian , versed  in  bibliotherapy  and 
working  as  a member  of  the  therapy  team  in 
general  and  mental  hospitals,  emerged  from 
a three-day  interdisciplinary  workshop  held 
June  25  to  27,  1964,  preceding  the  eighty- 
third  annual  conference  of  the  American 
Library  Association  in  St.  Louis,  Missouri. 

This  concept  and  the  suggestions  for 
education,  continued  training,  and  develop- 
ment of  standards  necessary  for  creating  the 
specialty  were  developed  by  representatives 
of  education,  librarianship,  psychology,  psy- 
chiatry, social  work,  and  sociology  attending 
the  workshop. 

The  major  accomplishment  of  the  work- 
shop was  the  cross  fertilization  resulting 
from  the  diverse  groups  in  attendance. 
Users  and  potential  users  of  bibliotherapy 
had  the  opportunity  to  examine  the  goals 
and  actions  of  bibliotherapists  from  positions 
both  outside  and  within  the  library  field. 

Three  important  needs  developed  by  the 
session  were: 

1.  The  need  for  developing  an  educa- 
tional program  for  the  bibliotherapist.  This 
would  include  college,  library  school  (em- 
phasizing pertinent  general  courses  that 
would  be  helpful  to  librarians  planning  to 
enter  other  subject  fields  as  well),  and  post- 
graduate education  (for  example,  attendance 
at  lectures  in  related  disciplines  in  the  hos- 
pital, institution,  or  nearby  college). 


on  by  Congress  in  1964.  Official  and  volun- 
tary agencies  are  oriented  to  the  need  for 
intensified  and  expanded  programs  to  meet 
a challenge. 

During  the  annual  Christmas  seal 
campaign,  wide  publicity  will  serve  to 
familiarize  the  public  with  the  tuberculosis 
problem.  The  public  should  welcome  this 
opportunity  to  support  the  Christmas  Seal 
campaign,  and  physicians  are  urged  to  serve 
their  community  in  an  advisory  or 
participating  capacity. 

W.G.C. 


2.  The  need  for  research  and  quantitative 
data.  This  was  strongly  emphasized. 
Major  questions  raised  here  concerned  the 
effects  of  reading  as  separated  from  those  of 
interpersonal  relationships  involved;  the 
translations  of  the  clinical  diagnosis  into  a 
prescription  for  specific  bibliotherapeutic 
items;  the  reader’s  projection  of  himself  into 
his  reading,  and  how  this  differs  between  the 
disturbed  and  the  normal  individual;  and 
specific  studies  of  the  effects  of  reading  by 
categories  of  patients  rather  than  by  anec- 
dotal reporting  of  individual  cases. 

3.  The  need  for  standard  nomenclature. 
The  term  clinical  librarian  was  suggested. 
This  would  embrace  a wider  field  than  that 
engaged  in  by  the  bibliotherapist.  Since  the 
term  “clinical”  involves  a far  broader  area 
than  that  of  working  with  the  disturbed 
patient  in  the  mental  hospital,  the  implica- 
tions of  this  suggestion  were  many  and  pro- 
vocative. 

During  the  workshop  the  concept  of  the 
clinical  librarian  evolved  as  one  who  had 
“broad  training  in  psychology  and  other 
aspects  of  the  interpersonal  relationship  and 
with  experience  gained  from  postgraduate 
training  and  on-the-job  seminars.  This  clin- 
ical librarian  would  be  able  to  use  his  training 
and  experience  in  the  hospital,  institutional, 
educational,  and  public  library  as  well  as  in 
field  work.” 

The  new  specialty  would  not  be  limited  to 
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working  with  books,  but  television  and  films 
and  other  nonbook  materials  now  available 
in  libraries  might  be  used  by  the  clinical 
librarian.  Clinical  librarians  will  have  to 
watch  out  for  the  “magical”  elements  bound 
up  in  the  books  and  the  printed  word  and 
will  work  closely  with  medical  attendants 
who  direct  the  therapy. 

One  can  envision  fruitful  use  of  the  clinical 
librarian  outside  the  mental  hospital.  Books 
can  be  inspirational,  calming,  or  provocative 
— whatever  the  need  may  be.  For  the 
mother  who  has  lost  a child  in  stillbirth  to 
the  amputee  who  has  lost  a valued  limb, 
somewhere  in  the  library  there  is  a book  that 
can  ease  the  path.  Bible,  Talmud,  and 
Koran  traditionally  serve  this  purpose  and 
always  will.  But  the  treasure  house  of  the 


written  word  has  been  greatly  enriched  since 
these  were  set  down.  The  clinical  librarian 
will  know  these  added  resources,  and  the 
prescribing  physician  must  know  them  too. 
The  late  Edward  B.  Allen,  M.D.,  a practicing 
psychiatrist  in  New  York,  used  books  in 
therapy  wisely,  boldly,  and  successfully  for 
many  years.  Toward  the  close  of  his  career 
he  gave  courses  on  the  great  books  to  the 
elderly  and  directed  many  to  strengths  they 
otherwise  might  never  have  known. 

Perhaps,  in  addition  to  the  prescription 
for  digitalis,  in  the  near  future  physicians  will 
write  as  follows: 

Rx. — Oliver  Wendell  Holmes,  Autocrat  at 
the  Breakfast  Table 

S — to  be  followed  by  small  doses  of  J.  D. 
Salinger’s  Franny  and  Zooey 
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“the  pill”.,  a decade  of  progress 

for  a revolutionary  concept  in  medical  science 

Since  1954,  Enovid®  has  been  prescribed  for  more  than  7,000,000  women 
in  the  United  States  alone.  This  massive  clinical  experience  is  reflected  in 
a continuing  program  of  refinement  and  redevelopment,  now  culminat- 
ing in  the  new , low-cost,  low-dosage  Enovid-E. 
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Research  in  the  Service  of  Medicine , G.  D.  Searle  & Co.,  P O.  Box  5110,  Chicago,  Illinois  60680  | searle  | 


2979 


Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND  helps 
relieve  pain  and  relax  muscle. 
Patient  comfort  can  be  increased 
and  recovery  time  shortened. 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves  pain 

Also  available  with  lA  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE:  carisoprodol  200 
mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phosphate  16  mg.  (Warning:  may  be 
habit-forming.) 


BRIEF  SUMMARY 

‘SOMA’  COMPOUND;  ‘SOMA’  COMPOUND  plus  CO- 
DEINE: carisoprodol,  acetophenetidin,  caffeine,  co- 
deine phosphate. 

Warning:  Codeine  may  be  habit-forming. 

Indications:  ‘Soma’  Compound  and  ‘Soma’  Compound 
with  Codeine  are  indicated  for  relief  of  pain  and  stiff- 
ness in  traumatic,  rheumatic  and  other  similar  condi- 
tions. 

Contraindications:  Allergic  or  idiosyncratic  reactions 
to  carisoprodol  or  codeine. 

Precautions:  Acetophenetidin  — May  damage  the  kid- 
neys when  used  in  large  amounts  or  for  long  periods. 
Codeine  — Should  be  used  with  caution  in  addiction- 
prone  individuals.  Carisoprodol—  Like  other  central 
nervous  system  depressants,  should  be  used  with 
caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate. 

Side  effects:  Codeine  — Nausea,  vomiting,  constipa- 
tion, and  miosis.  Carisoprodol  — The  only  side  effect 
reported  with  any  frequency  is  drowsiness,  usually  on 
higher  than  recommended  doses.  One  instance  each 
of  pancytopenia  and  leukopenia  occurring  when  cari- 
soprodol was  administered  with  other  drugs  has  been 


reported,  as  has  an  instance  of  fixed  drug  eruption 
with  carisoprodol  and  subsequent  cross-reaction  to 
meprobamate.  Rare  allergic  reactions,  usually  mild, 
have  included  one  case  each  of  anaphylactoid  reac- 
tion with  mild  shock  and  angioneurotic  edema  with 
respiratory  difficulty,  both  reversed  with  appropriate 
therapy.  Other  rarely  observed  reactions  have  in- 
cluded dizziness,  ataxia,  agitation,  increase  in  eosino- 
phil count,  and  gastrointestinal  symptoms.  Massive 
overdosage  may  produce  coma  and/or  mild  shock 
and  respiratory  depression. 

Dosage:  ‘Soma’  Compound  and  ‘Soma’  Compound 
with  Codeine,  one  or  two  tablets  three  times  daily 
and  at  bedtime. 

Supplied:  ‘Soma’  Compound,  orange  tablets,  each 
containing  carisoprodol  200  mg.,  acetophenetidin  160 
mg.,  and  caffeine  32  mg.  ‘Soma’  Compound  with  Co- 
deine, white,  lozenge-shaped  tablets,  each  containing 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caf- 
feine 32  mg.,  and  codeine  phosphate  16  mg.  Narcotic 
order  form  required. 

Before  prescribing,  consult  package  circular.  cs0.3476 

JEW*  WALLACE  LABORATORIES 
\i/«  Cranbury,  N.  J. 


Scientific  Articles 


Acute  Appendicitis 
in  Children 

Study  of 
Consecutive  Cases 


SERGIO  A.  EUFRATE,  M.D. 

New  York  City 
DONALD  L.  GORDON,  M.D.,  F.A.C.S. 

New  York  City 
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T he  modern  treatment  of  acute  appen- 
dicitis is  well  standardized  and  uniformly 
accepted;  however,  those  modalities  of 
treatment  proved  to  yield  the  best  results 
have  not  offered  any  new  solution  to  the 
problem  of  how  to  diagnose  acute  appen- 
dicitis in  children  before  rupture  of  the 
appendix  has  occurred.  The  incidence  of 
this  complication  and  attendant  morbidity 
and  mortality  is,  in  the  face  of  present 
knowledge,  unacceptably  high. 

The  mortality  in  acute  appendicitis  is 
well  below  1 per  cent,  the  larger  part  of  it 
occurring  in  the  youngest  pediatric  group; 
under  optimal  care  this  mortality  rate  could 
be  reduced  further.  To  overcome,  at  least 
in  part,  complications  and  mortality,  many 
institutions  have  adopted  an  aggressive 
surgical  policy  judging  by  the  relatively  low 
rates  of  preoperative  diagnostic  accuracy. 

Acute  appendicitis  in  children  has  been 
calculated  to  account  for  approximately 
22.5  per  cent  of  the  cases  in  the  population 
at  large1;  at  this  time  children  from  one  to 
fourteen  years  of  age  represented  almost 
25  per  cent  of  the  entire  population  in  the 


a study  was  made  of  135  consecutive  cases 
from  zero  to  twelve  years  of  age,  operated  on 
for  acute  appendicitis.  On  the  basis  of  the 
pathologist’ s report,  the  preoperative  diagnosis 
was  correct  in  72  per  cent  and  incorrect  in  28 
per  cent.  Reasons  for  failure  to  recognize 
acute  appendicitis  include  the  presence  of 
associated,  more  obvious  disease  of  other 
systems,  particularly  of  the  respiratory  tract, 
and  widespread  use  of  antibiotics  which  may 
mask  signs  and  symptoms  of  the  progression 
of  acute  appendicitis.  An  aggressive  surgical 
policy  is  recommended  to  overcome,  at  least 
in  part,  complications  and  mortality. 


United  States.2  However,  the  incidence  of 
acute  appendicitis  is  not  uniform  throughout 
the  pediatric  age  span.  In  a hospital  pedi- 
atric population  of  25,000,  during  the  first  two 
years  of  life  such  incidence  was  found  to  be 
0.1  per  cent3;  a sharp  progressive  increase 
is  known  to  occur  between  five  and  ten  years 
of  age. 

In  our  opinion  one  of  the  most  important 
causes  of  appendiceal  rupture  in  a patient 
under  observation  is  failure  to  recognize  that 
acute  appendicitis  often  exists  with  asso- 
ciated, more  obvious  disease  of  other  sys- 
tems, particularly  the  respiratory  tract. 
In  addition,  under  these  circumstances,  the 
widespread  use  of  antibiotics  may  contribute 
to  the  masking  of  the  signs  and  symptoms 
of  the  progression  of  acute  appendicitis. 
The  following  case  history  is  illustrative. 

Case  report 

Case  1.  A three-year-old  Puerto  Rican  boy 
was  admitted  to  New  York  Polyclinic  Hospital 
on  October  29,  1960.  Forty-eight  hours  prior  to 
admission  the  patient,  who  had  exhibited  signs 
of  a mild  “cold”  for  a few  days,  began  com- 
plaining of  abdominal  pain  and  had  repeated 
bouts  of  vomiting  especially  after  food  intake, 
prominent  anorexia,  and  moderate  to  high  tem- 
perature to  a reported  maximum  of  104  F.  At 
least  two  doses  of  intramuscular  penicillin  had 
been  given  to  the  patient  in  the  forty-eight  hours 
preceding  admission. 
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A physical  examination  revealed  a toxic,  de- 
hydrated child  with  a rectal  temperature  of 
102  F.,  reddened  ear  drums  (right  and  left),  con- 
gested nose  with  discharge,  bilateral  cervical 
adenitis,  and  bilateral  ronchi.  The  abdomen 
was  diffusely  tender  but  mostly  on  the  right 
lower  quadrant  with  a positive  McBumey  re- 
bound tenderness.  There  was  no  guarding  or 
rigidity.  A rectal  examination  showed  marked 
tenderness  on  the  right  side. 

A hemogram  showed  9.2  Gm.  of  hemoglobin; 
a white  blood  count  was  17,800  with  81  per  cent 
segmented  polymorphonuclear  cells  and  3 per 
cent  nonsegmented.  The  urine  showed  traces 
of  albumin  and  hyaline  granular  casts. 

Two  hours  after  admission  the  patient  was 
operated  on  with  findings  of  an  acutely  inflamed 
perforated  appendix  and  purulent  generalized 
peritonitis.  A culture  of  the  purulent  material 
grew  Escherichia  coli  and  Pseudomonas  or- 
ganisms. 

The  postoperative  course  was  stormy  with 
paralytic  ileus  followed  on  the  fifth  postoperative 
day  by  acute  enteritis  and  mondial  stomatitis. 
The  patient  eventually  recovered  to  be  dis- 
charged on  the  twentieth  postoperative  day. 

With  these  thoughts  in  mind  we  have 
undertaken  a study  of  consecutive  service 
and  private  pediatric  cases  of  acute  appen- 
dicitis treated  surgically  at  our  hospital 
during  a period  of  five  years.  Therefore, 
the  criteria  of  a large  number  of  surgeons 
on  our  staff  is  represented. 

For  the  sake  of  simplicity,  the  percentage 
figures  throughout  this  study  are  approxi- 
mated to  the  nearest  unit.  Although  this 
analysis  covers  the  major  aspects  of  acute 
appendicitis,  particular  attention  has  been 
given  to  the  group  of  patients  which  pre- 
sented signs  and  symptoms  of  concomitant 
disease  of  other  systems. 

Material  and  methods 

In  the  five  years  between  January  1,  1956, 
and  December  31,  1960,  135  consecutive 
cases  between  the  ages  of  zero  and  twelve 


years  were  operated  on  at  the  New  York 
Polyclinic  Hospital  either  with  a preopera- 
tive diagnosis  of  acute  appendicitis  or  be- 
cause such  a diagnosis  could  not  be  reason- 
ably excluded.  They  comprised  84  males 
(62  per  cent)  and  51  females  (38  per  cent), 
in  keeping  with  the  higher  incidence  among 
males  reported  in  the  literature.4-6  On 
the  basis  of  the  pathologist’s  report  82 
cases  (61  per  cent)  were  classified  as  acute 
and  53  cases  (39  per  cent)  as  nonacute,  the 
latter  meaning  that  the  pathologist  found 
a normal  appendix.  The  distribution  of 
acute,  acute  with  perforation,  and  morbidity 
cases  in  relation  to  the  age  bracket  is  illus- 
trated in  Table  I. 

The  acute  group  was  further  classified  in 
two  subdivisions:  acute  with  perforation, 

either  free  or  with  localized  abscess  forma- 
tion, and  acute  with  concomitant  disease 
(in  the  last  subgroup  notation  had  been 
made  by  at  least  one  examiner  before  opera- 
tion about  the  presence  of  concomitant 
disease).  Eighteen  patients,  or  22  per  cent 
of  the  acute  cases,  make  up  this  subgroup. 
There  were  14  cases  with  moderate  to  severe 
upper  respiratory  infection  (1  of  which  was 
a streptococcal  pharyngotonsillitis  by  throat 
culture),  3 cases  of  purulent  tonsillitis,  and 
1 case  in  which  extensive  mesenteric  adenitis, 
not  limited  to  the  ileocecal  area,  was  found. 
Data  concerning  this  group  are  to  be  found 
in  Table  II.  Eighteen  cases  are  of  limited 
value  from  a statistical  point  of  view;  how- 
ever, it  is  worth  noting  that  among  them 
there  were  8 instances  of  appendiceal  per- 
foration (5  free  and  3 with  abscess  forma- 
tion) and  that  of  9 intra-abdominal  cultures 
in  this  group,  5 were  positive  (as  compared 
with  the  acute  group  as  a whole  in  which  of 
39  cultures  only  12  were  positive).  Symp- 
toms, in  these  cases  with  positive  cultures, 
had  been  present  for  eighteen  or  more  hours 


TABLE  I.  Total  cases,  acute,  acute  with  perforation,  and  morbidity  by  age  bracket 


Age 

(Years) 

Total 

Number 

of 

Cases 

Per 

Cent 

of 

Total 

- — Acute  Cases — * 
Num-  Per 

ber  Cent 

Acute  with  Per- 
foration, Free  or 

Abscess . 

Num-  Per 

ber  Cent 

, M orbidity — — • 

Num-  Per 

ber  Cent 

0 to  3 

4 

3 

3 

75 

3 

75 

2 

50 

4 to  6 

21 

15 

12 

57 

3 

14 

1 

5 

7 to  8 

36 

27 

29 

80.5 

7 

19 

2 

5.5 

9 to  10 

38 

28 

18 

47 

0 

0 

0 

0 

11  to  12 

36 

27 

20 

55.5 

1 

3 

2 

5.5 

Totals 

135 

100 

82 

61 

14 

17 

7 

5 
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TABLE  II.  Acute  appendicitis  with  concomitant  disease 
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* Streptococcus  by  throat  culture. 


prior  to  admission  except  for  1 case  in  which 
a history  of  twelve  hours  duration  was  re- 
corded. Purulent  tonsillitis  was  present 
in  2 patients  aged  nine  years  and  in  1 aged 
eight  years;  the  latter  case  had  an  appen- 
diceal abscess  with  perforation. 

There  were  no  cases  younger  than  thirty- 
six  months  in  this  series;  among  the  4 cases 
aged  three  years  the  incidence  of  perforation 
was  75  per  cent  with  an  average  duration  of 
symptoms  over  seventy- two  hours.  These 
figures  are  in  agreement  with  most  reports 
in  the  literature  concerned  with  acute  appen- 
dicitis at  this  age.3-5’7 

Symptoms  and  diagnosis 

Right  lower  quadrant  tenderness  re- 
ported in  97.5  per  cent  of  the  acute  cases 
was  also  present  in  94  per  cent  of  the  non- 
acute cases.  In  the  latter  group  this  sign 
may  have  been  the  main  reason  for  bringing 
about  the  decision  to  operate. 

Rectal  temperature  for  the  whole  series 
ranged  from  99  to  105  F.  The  average 
temperature  in  the  acute  cases  was  100.7  F. 
and  in  the  acute  with  perforation,  101.8  F. 
As  for  the  differential  leukocyte  count  of 
both  main  groups,  it  is  noteworthy  that 
only  4 per  cent  of  the  nonacute  cases  had 
a leukocyte  count  over  20,000,  as  compared 
with  15  per  cent  of  the  acute  cases;  the  sub- 
group of  acute  appendicitis  with  perforation 
had  leukocyte  count  extremes  of  7,700  and 
28,000,  while  the  subgroup  of  acute  appen- 
dicitis with  concomitant  disease  had  ex- 
tremes of  7,500  and  30,000.  Furthermore, 
the  group  with  concomitant  disease  showed 
greater  leukocyte  abnormalities  than  the 
acute  group  as  a whole. 

On  the  basis  of  the  pathologist’s  report, 
the  preoperative  diagnosis  was  classified  as 
correct  or  incorrect.  Ninety-seven  cases 
(72  per  cent)  had  been  diagnosed  correctly 
and  38  cases  (28  per  cent)  incorrectly. 
Among  the  group  diagnosed  correctly,  75 
cases  (56  per  cent)  had  been  considered  acute 
appendicitis  and  22  cases  (16  per  cent)  nor- 
mal appendixes.  Among  the  group  diag- 
nosed incorrectly  31  cases  (23  per  cent)  had 
been  considered  acute  appendicitis  and  7 
cases  (5  per  cent)  normal  appendixes. 
Therefore,  29  cases  (21  per  cent)  were  oper- 
ated on  notwithstanding  a preoperative 
diagnosis  other  than  acute  appendicitis  be- 
cause the  margin  of  diagnostic  accuracy  was 


not  considered  safe;  of  these  29  cases,  7 or 
approximately  1 in  4,  turned  out  to  be  acute 
appendicitis. 

Treatment  and  findings 

As  pointed  out,  the  treatment  was  sur- 
gical in  all  cases  under  analysis.  The  time 
interval  between  onset  and  admission  to  the 
hospital  was  twenty-four  hours  or  less  in  59 
acute  cases  (or  72  per  cent) ; over  50  per  cent 
of  the  acute  cases  were  operated  on  within 
four  hours  of  admission.  For  the  remainder 
the  delay  was  due  primarily  to  three  rea- 
sons: namely,  a period  of  hydration  before 
surgery,  a short  period  of  observation  in  the 
less  clear  cases,  and,  in  a minority  of  in- 
stances, a delay  on  the  part  of  the  admitting 
physician  in  referring  the  case  to  surgery. 

There  were  9 cases  which  presented  un- 
suspected findings  at  operation,  an  over-all 
incidence  of  7 per  cent.  Four  of  these  cases, 
or  5 per  cent,  were  among  the  acute  cases; 
they  comprised  1 case  of  early  mucocele  of 
the  appendix,  1 case  of  Meckel’s  divertic- 
ulum, 1 case  of  arrest  of  intestinal  rotation 
at  Stage  III  (subhepatic  cecum),  and  1 case 
of  persistent  urachus  and  urachal  cyst.  In 
none  of  these  cases  was  the  unsuspected 
finding  the  cause  of  the  symptoms,  and  in 
all  a pathologic  report  of  acute  appen- 
dicitis was  obtained.  Among  the  nonacute 
cases  5 (9  per  cent)  presented  unsuspected 
findings.  These  were  a right  paraduodenal 
hernia,  a serous  cyst  of  the  left  ovary,  pre- 
duodenal  (Ladd’s)  bands  (a  gastrointestinal 
series  preoperatively  had  demonstrated  a 
slow  gastric  emptying),  and  2 cases  of  oxy- 
uriasis. 

Among  the  82  acute  cases,  14  (or  17  per 
cent)  were  found  to  have  appendiceal  per- 
foration either  free  with  diffuse  peritonitis 
or  with  localized  abscess  formation  (5  cases 
or  6 per  cent).  The  incidence  of  appendi- 
ceal perforation  in  relation  to  age  bracket 
may  be  seen  in  Table  I. 

An  intraperitoneal  culture  was  obtained 
in  a total  of  44  cases,  39  of  which  were  acute 
and  5 nonacute.  In  the  former  there  were 
12  instances  of  isolation  or  pathogenic  strain: 
There  were  6 reports  of  E.  coli,  1 of 
which  was  in  combination  with  Pseudo- 
monas, 2 of  E.  intermedia,  1 of  Staphylo- 
coccus aureus  coagulase  negative,  1 of 
Streptococcus,  1 of  Aerobacter,  and  1 of 
Staph,  albus.  In  the  nonacute  group,  all 
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5 cases  showed  a culture  negative  for  growth 
after  seventy-two  hours. 

Antibiotics  were  given  postoperatively 
in  67  (82  per  cent)  of  the  acute  cases  and  in 
40  (75  per  cent)  of  the  nonacute  cases. 
Thirty-eight  per  cent  of  all  the  cases  re- 
ceiving this  form  of  chemotherapy  were 
given  a penicillin-streptomycin  combination. 

The  average  hospital  stay  in  days  was 
7.5  for  the  acute  cases;  the  patients  with 
appendiceal  perforation  stayed  an  average 
of  11.5  days. 

Morbidity  and  mortality 

There  was  no  death  in  this  series.  There 
were  7 cases  of  morbidity,  an  over-all  inci- 
dence of  5 per  cent.  Of  these,  5 cases  were 
in  the  acute  group  (6  per  cent),  and  of  these, 
3 were  in  the  group  with  perforation,  a 
relative  incidence  in  this  group  of  21  per 
cent.  One  patient  with  perforation  with 
abscess  formation  developed  an  intestinal 
obstruction  at  the  distal  ileum;  when  he 
was  treated  by  gastrointestinal  intubation, 
he  recovered  and  was  discharged  on  the 
twenty-ninth  day.  The  second  case  (free 
perforation)  developed  a wound  infection 
due  to  E.  coli  and  was  discharged  on  the 
fourteenth  day.  The  third  case  (free  per- 
foration) developed  a paralytic  ileus  followed 
by  enteritis  and  mondial  stomatitis;  this 
patient  was  discharged  on  the  twentieth 
day.  The  3 cases  described  had  positive 
intraperitoneal  cultures.  The  remaining  2 
acute  cases  developed  an  enteritis  and  an 
upper  respiratory  infection  respectively. 
In  the  nonacute  group  the  complications 
were  a right  lower  lobe  pneumonitis  and  a 
case  of  cystopyelitis  and  E.  coli  bacte- 
riruia : however,  this  patient  was  known  pre- 
operatively  to  have  a right  bifid  pelvis;  and 
after  negative  urine  cultures  appendectomy 
had  been  recommended  by  the  attending 
urologist. 

Comment 

The  results  of  this  study  are  generally 
comparable  to  those  reported  in  the  liter- 
ature. 

At  present  the  problem  presented  by  acute 
appendicitis  is  mainly  diagnostic;  prompt 
recognition  of  the  disease  and  early  surgical 
treatment  are  necessary  if  improvement  of 
morbidity  and  mortality  figures  is  to  be 


accomplished.  In  our  series  9 per  cent  of 
the  acute  cases  had  had  symptoms  for  forty- 
eight  hours  or  more  as  compared  with  28.5 
per  cent  of  the  acute  cases  with  appendiceal 
perforation.  These  figures,  as  well  as  those 
concerning  diagnostic  accuracy,  are  very  sim- 
ilar to  those  reported  by  Meagher,  Crandon, 
and  Campbell.8  Two  cases  in  our  series  were 
operated  on  twenty-four  hours  and  1 case 
fifty-nine  hours  after  admission  with  find- 
ings of  appendiceal  perforation;  of  these  3 
cases,  2 presented  signs  and  symptoms  of 
concomitant  disease,  and  all  3 had  been 
observed  carefully  for  the  indicated  time 
interval. 

In  our  series  of  acute  cases  the  incidence 
of  diarrhea  or  loose  bowel  movements  of  21 
per  cent  is  rather  high  as  compared  with  the 
average  reported  figure  of  8.7  to  16  per  cent.1 
Among  the  17  acute  cases  presenting  such  a 
symptom,  there  were  5 appendiceal  perfora- 
tions, 4 of  which  were  free.  Such  abnormal- 
ity is  also  reported  to  be  frequent  in  acute 
inflammation  of  appendixes  lying  in  the 
pelvis. 9 

Despite  emphasis  on  rectal  examination 
in  some  reports,110  such  a maneuver,  except 
in  cases  of  appendiceal  abscess  or  intrapelvic 
position  of  the  appendix,  as  indicated  by 
Boles,  Ireton,  and  Clatworthy,6  has  not  been 
very  helpful  in  our  hands. 

Notwithstanding  all  that  has  been  re- 
ported on  acute  appendicitis  with  concomi- 
tant disease,  we  believe  there  is  a widespread 
tendency  among  physicians  to  consider  ab- 
dominal signs  as  part  of  the  manifestation  of 
the  more  apparent  illness.  Proved  cases  of 
upper  respiratory  infection  or  pneumonitis 
synchronous  with  acute  appendicitis  have 
been  reported.711  In  the  first  four  years  of 
life,  acute  appendicitis  has  been  reported  as 
masquerading  as  a gastrointestinal  upset  or 
upper  respiratory  infection  and  remaining 
misdiagnosed  until  71  per  cent  of  the  cases 
perforated.3  Incidence  of  acute  appendi- 
citis or  mesenteric  adenitis  in  cases  of  upper 
respiratory  infection  is  reported  to  be  the 
same,  namely  15  per  cent.11  In  1927  Bren- 
nemann12  warned  that  the  presence  of  upper 
respiratory  infection  should  make  a physi- 
cian more,  rather  than  less,  prone  to  diagnose 
acute  appendicitis  if  abdominal  signs  are 
present.  This  author  also  brought  a wealth 
of  literature  indicating  the  frequency  with 
which  in  the  preantibiotic  era  acute  appendi- 
citis occurred  in  the  presence  of  proved 
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infection  whether  epidemic  or  not,  localized 
to  an  organ,  to  a system,  or  both.  The  inci- 
dence of  upper  respiratory  infection  among 
the  acute  cases  in  our  series  is  17  per  cent, 
very  similar  to  other  reports.11  Acute 
lymphoid  hyperplasia  of  the  appendix  as 
part  of  a systemic  response  to  infection, 
particularly  in  the  upper  respiratory  tract, 
has  been  considered  capable  of  obstructing 
the  lumen  of  the  appendix  thereby  initiating 
an  episode  of  acute  appendicitis.13  If  this 
view  is  accepted,  in  the  presence  of  upper 
respiratory  infection  or  similar  process  acute 
appendicitis  must  indeed  be  frequent.  In 
the  preantibiotic  era  an  incidence  as  high  as 
50  per  cent  has  been  reported.12  Is  the 
present  decrease  of  such  incidence  due  to 
antibiotics?  The  reduced  morbidity  and 
mortality  in  acute  appendicitis  may  be  at- 
tributed, at  least  in  part,  to  these  agents.14 
Even  when  used  as  the  sole  mode  of  treat- 
ment, antibiotics  may  be  successful  in  con- 
trolling acute  appendicitis.1516  However, 
when  used  in  this  fashion  antibiotic  therapy 
is  not  as  certainly  successful  as  surgical 
excision  of  a diseased  appendix  and  may 
mask  the  signs  of  acute  appendicitis  to  a 
high  degree,  with  flare-up  of  the  acute 
process  on  termination  of  such  treatment.17 
In  a patient  under  antibiotic  treatment  for 
upper  respiratory  infection  exhibiting  ab- 
dominal signs,  these  facts,  which  paren- 
thetically are  the  very  reasons  for  the  aban- 
donment of  antibiotic  treatment  of  acute 
appendicitis,  must  be  faced  when  the  deci- 
sion for  or  against  operation  becomes  man- 
datory. In  our  series,  among  the  17  cases 
with  acute  respiratory  infection  and/or  ton- 
sillitis, 11  had  received  one  or  more  adminis- 
trations of  an  antibiotic  agent  prior  to  ad- 
mission to  the  hospital.  Among  these  there 
were  8 cases  of  appendiceal  perforation.  We 
are  in  agreement  with  others  on  the  policy 
of  early  exploration  in  children  on  antibiotics 
or  early  after  their  withdrawl  if  there  are 
signs  and  symptoms  suggestive  of  acute 
appendicitis  regardless  of  their  paucity.17 
In  general,  we  are  in  agreement  with  Byrne, 
Burgert,  and  Lynn7  that  a diagnostic  error 
of  approximately  40  per  cent  should  be 
acceptable,  if  not  advisable,  in  this  age  group 
in  preference  to  a higher  incidence  of  peri- 
tonitis or  abscess  formation. 

In  our  group  of  patients  with  concomitant 
disease,  the  incidence  of  perforation  was  44 
per  cent.  This  figure  is  very  similar  to  those 


reported  in  the  literature  for  acute  appendi- 
citis in  children  of  the  younger-age  group.7 
We  believe  that  our  study  indicates  the  par- 
ticular gravity  of  appendicitis  in  the  presence 
of  concomitant  disease.  It  also  appears  that 
in  this  group  the  morbidity  and  the  obtained 
laboratory  data  parallel  those  found  in  acute 
appendicitis  in  children  of  the  younger-age 
group.7  The  frequency  with  which  anti- 
biotics are  administered  in  cases  presenting 
signs  and  symptoms  of  concomitant  disease 
is  most  probably  an  important  factor  in 
rendering  the  diagnosis  of  acute  appendicitis 
or  appendiceal  perforation  particularly  diffi- 
cult and  likely  to  be  overlooked. 

The  necessary  conclusion  seems  to  be  that 
whenever  associated  illness  is  present,  par- 
ticularly of  the  upper  respiratory  tract,  the 
same  aggressive  management  advocated  for 
acute  appendicitis  in  young  children  should 
be  adopted. 

Summary 

One  hundred  and  thirty-five  consecutive 
cases  from  zero  to  twelve  years  of  age,  op- 
erated on  at  New  York  Polyclinic  Hospital 
for  acute  appendicitis  during  the  period  from 
January  1,  1956,  to  December  31,  1960,  are 
the  subject  of  this  study. 

The  pathologist’s  report  formed  the  basis 
for  the  classification  of  the  cases  into  acute 
and  nonacute  (normal  appendixes)  and  for 
the  calculation  of  the  rates  of  diagnostic 
accuracy.  The  acute  group  was  subdivided 
into  a group  of  patients  with  acute  appendi- 
citis with  perforation  either  free  or  with 
localized  abscess  formation  and  acute  with 
concomitant  disease. 

The  signs,  symptoms,  findings,  and  treat- 
ment were  analyzed  in  detail.  Particular 
attention  was  devoted  to  the  group  of  pa- 
tients with  acute  appendicitis  with  con- 
comitant disease  since  the  delay  in  diagnosis, 
the  use  of  antibiotic  treatment  prior  to 
admission,  and  the  tendency  to  interpret  the 
abdominal  and  laboratory  signs  as  due  to  the 
more  apparent  or  preceding  illness  make  this 
group  particularly  prone  to  perforation  and 
related  morbidity. 

The  comment  reviews  briefly  the  subject 
of  acute  appendicitis  in  children  with  par- 
ticular reference  to  the  problem  presented  by 
synchronous  occurrence  of  appendicitis  and 
upper  respiratory  infection  or  purulent  ton- 
sillitis. 
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T he  aging  process  for  man,  as  for  all 
forms  of  life,  is  ubiquitous,  relentless,  and 
apparently  universal.  The  human  skin  is 
no  exception  to  the  ravages  of  time,  and  in 
the  aged  it  often  bears  little  resemblance  to 
that  of  the  child  or  even  the  young  adult. 

Characteristics  of  aging  skin 

Aging  skin  has  a thin  and  atrophic  epi- 
dermis, and  the  stratum  corneum  usually 
becomes  thinner,  although  some  scaliness  may 
be  present.  The  dermis  undergoes  changes, 
particularly  in  exposed  areas,  with  thinning, 
loss  of  elasticity,  and  senile  elastosis  or 
basophilic  degeneration.  There  may  be  loss 
of  subcutaneous  fat,  and  there  is  usually 
atrophy  and  loss  of  tone  of  the  underlying 
muscles,  particularly  of  the  face.  Unfor- 
tunately, gravity  tends  to  magnify  these 
changes,  and  wrinkles  and  drooping  may 
appear.  The  finer  wrinkles  are  believed  to 
result  from  the  atrophy  of  dermal  papillae, 
reduction  of  epidermal  thickness  and  rete 
ridges,  and  dryness  of  the  epidermis,  due  in 
part  to  decreased  water-holding  capacity  and 
decreased  lipid  quantity. 

In  advanced  cases  the  skin  may  be  shiny 
or  scaly,  with  patchy  hyperpigmentation 
and/or  hypopigmentation,  telangiectasia, 
senile  lentigenes,  and  purpuric  areas.  Ac- 
tinic keratoses  usually  supervene,  and  basal 
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and  squamous  cell  epitheliomas  may  de- 
velop. Other  changes  that  may  occur  are 
seborrheic  keratoses,  senile  sebaceous  ade- 
nomas, ectasias,  and  spider  and  senile  an- 
giomas. With  the  passage  of  time  the  scalp 
hair  often  becomes  sparse,  dry,  and  loses  its 
pigment,  while  the  nails  may  become  brittle, 
thickened,  or  dystrophic. 

Role  of  endocrine  glands 

What  are  the  causes  of  these  profound  and 
numerous  changes?  It  is  generally  agreed 
that  if  there  is  any  single  aging  process,  it  is 
unknown  at  this  time.  However,  the  glands 
of  internal  secretion,  particularly  the  pitui- 
tary gland  and  the  gonads,  probably  play  an 
important  role  since  low  levels  of  circulating 
testosterone  and  progesterone  result  in  a 
thin  epidermis,  decreased  sebum  production, 
and  dyspigmentation.  When  the  level  of 
melanin-stimulating  hormone  is  lowered, 
this  also  causes  derangement  of  the  enzyme 
system,  tyrosine-dopa-melanin,  resulting  in 
improper  diffusion  of  melanin  granules  in  the 
melanocytes;  this  brings  about  lightening 
of  the  skin,  as  in  hypopituitary  conditions. 
The  thinness  of  the  epidermis,  especially  the 
keratin  layer,  and  decreased  melanin  in  the 
epidermis  are  believed  to  be  important 
causes  for  degeneration  of  collagen  and 
elastic  tissue,  xeroderma  pigmentosum, 
and  solar  keratoses.1  Conversely,  the  local 
effect  of  increased  levels  of  testosterone  is  to 
stimulate  the  melanization  process,  produce 
sebaceous  gland  hyperplasia,  increase  kera- 
tinization,  and  cause  increase  in  collagen 
fibers. 1 

Changes  in  skin  appendages 

The  appendages  of  the  skin  show  ana- 
tomic and  physiologic  changes  with  age. 
In  senescence  the  size  and  output  of  seba- 
ceous glands  decrease  to  very  low  levels  in 
women,  but,  interestingly,  the  skin  of  senes- 
cent men  does  not  show  much  alteration.2 
However,  with  administration  of  testos- 
terone to  the  aged  male  and  a progesterone 
derivative  to  the  aged  female,  sebaceous 
gland  excretion  can  be  restored  to  normal  or 
near-normal  levels.3  Here,  then,  is  a 
method  of  combating  at  least  one  aspect  of 
the  aging  skin  problem. 

The  apocrine  glands  are  strongly  in- 
fluenced by  hormonal  factors,  and  these 
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undergo  atrophic  changes  with  advanced 
age,  particularly  at  the  menopause.  Nail 
growth  seems  to  decrease  with  aging,  and 
there  is  a decreased  output  of  sweat  in  aged 
people. 

Role  of  hydration 

The  suppleness  and  softness  of  the  skin 
depend  mainly  on  the  proper  degree  of  hy- 
dration of  the  horny  layers.  This  is  pro- 
vided by  the  following:  a water-in-oil  or 

oil-in-water  emulsion  (depending  on  which 
is  in  excess)  of  sebum  and  horn  lipid  derived 
from  epidermal  comification,  with  an  aque- 
ous phase  of  sweat,  transepidermal  perspi- 
ration, and  moisture  from  the  outer  atmos- 
phere.4 In  the  aged  the  decrease  in  lipids 
from  epidermal  comification  is  due  to  a de- 
pressed rate  of  horny  production;  this,  to- 
gether with  the  usual  lowered  sebum  levels, 
provides  a lower  lipid  quantity  for  this 
emulsion  and  less  of  a barrier  against  aque- 
ous loss.  Dehydration  results  from  a lower 
sweat  production,  a thinner  and  more 
atrophic  epidermis  which  more  readily  allows 
transepidermal  perspiration,  and  the  de- 
creased lipid  barrier  to  evaporation  of  mois- 
ture. 

With  the  recent  development  of  oils  highly 
dispersible  in  water,  dry  skins  in  both  young 
and  old  have  been  simply  ameliorated.  A 
recent  finding  is  that  “mineral  oil  type” 
baths  adsorbed  to  the  skin  about  50  per  cent 
more  than  “vegetable  oil  types,”  while  the 
“oatmeal  oil  type,”  for  all  practical  purposes, 
was  not  adsorbed.5  Moisture  in  the  stratum 
corneum  has  been  retained  even  further  by 
application  of  a water-in-oil  emulsion  film  to 
the  wet  skin  surface  after  the  bath.  In  a 
similar  vein  it  may  be  wise  to  avoid  alkaline 
soaps  and  detergents,  since  on  prolonged 
contact  these  swell,  soften,  and  wash  away 
the  keratin  layer,  in  addition  to  the  sebum 
and  acid  mantle  of  the  skin.  Use  of  a non- 
alkaline  soap  would  provide  a proper  sub- 
stitute. 

Effects  of  solar  radiation 

Of  perhaps  greater  import  in  the  care  of 
the  aging  skin  is  an  understanding  of  the 
damaging  effects  of  solar  radiation  on  the 
exposed  skin.  The  clinical  description  of 
aged  skin  given  earlier  is  not  unlike  that  of 
“farmer’s  skin”  or  “sailor’s  skin”  often  seen 
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in  rather  youthful  persons  who  are  exces- 
sively exposed  to  the  sun,  or  even  in  fair- 
skinned persons  with  only  moderate  sun 
exposure.  In  fact,  the  histologic  features 
are  practically  identical.  In  the  dermis 
there  are  first  curled  and  twisted  fibrils 
around  the  subpapillary  plexus,  which  then 
increase  to  form  a dense  mat  of  slightly  baso- 
philic fibrils  rather  parallel  to  the  skin  surface. 
These  fibrils  stain  exactly  as  do  elastic  fibers, 
and  hence  the  term  “elastosis”  is  used. 
However,  a more  appropriate  term  is  col- 
lagen degeneration.  At  a later  stage  all 
fibrillary  structure  is  lost,  and  there  is  then  a 
mass  of  amorphous  or  homogeneous  mate- 
rial, which  gradually  replaces  more  and  more 
of  the  papillary  zone,  accompanied  by  ectasia 
of  vertical  capillary  loops.  The  epidermis 
often  undergoes  atrophy,  losing  its  rete  pegs 
and  appendages. 

Effect  of  pigmentation.  Mackie  and 
McGovern,6  studying  the  thickness  of  stra- 
tum corneum  on  sunlight-exposed  skins  of 
residents  of  Sydney,  Australia,  found  that 
the  skins  of  persons  with  very  fair  complex- 
ions cornify  to  a greater  degree  than  do  the 
dark,  more  pigmented  skins.  They  also 
found  that  the  light  skins  formed  little  pig- 
ment in  the  epidermis  and  developed  col- 
lagen degeneration  and  keratoses  uniformly. 
On  the  other  hand,  the  darker,  more  pig- 
mented skin  types  did  not  cornify  as  greatly, 
developed  considerable  melanin,  and  did  not 
develop  collagen  degeneration  or  keratoses. 
They  used  these  findings  as  evidence  that 
melanin  offers  greater  protection  than  does 
thickness  of  stratum  corneum  and  to  sub- 
stantiate the  belief  that  the  primary  damage 
of  ultraviolet  wavelengths  is  to  the  subpapil- 
lary vascular  plexus  of  the  dermis;  the 
changes  of  solar  keratoses  and  epitheliomas 
result  secondarily  from  reduced  nutrition  of 
the  epidermis  because  of  collagen-degen- 
erated dermis. 
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It  seems  definite  that  eye  color  and  the 
degree  of  pigment  in  the  skin  are  reliable 
guides  to  susceptibility  to  collagen  degen- 
eration and  solar  carcinoma.  The  greater 
the  pigmentation  the  less  the  tendency  to 
degenerative  changes  from  prolonged  re- 
peated sun  exposure,  and,  indeed,  the  elderly 
Negro  often  appears  deceptively  young. 
The  Negro  and  persons  with  very  darkly 
pigmented  skin  are  practically  immune  to 
solar  skin  cancer.  A summary  of  the  evi- 
dence relating  skin  cancer  to  sunlight  reveals 
that  skin  cancers  occur  most  frequently  on 
exposed  parts  of  the  body,  in  geographic 
areas  with  high  ultraviolet  content,  among 
outdoor  and  rural  workers,  and  in  light- 
skinned persons.7 

In  a study  of  biopsies  from  the  buttocks, 
forearm,  and  lateral  malar  area  of  Negroes 
and  various  Caucasian  complexion  types, 
Knox,  Cockerell,  and  Freeman8  showed  that 
no  sections  from  the  buttocks  of  any  person, 
regardless  of  age  or  skin  type,  showed  dermal 
degenerative  changes.  Interestingly,  no  de- 
generative changes  were  seen  in  the  dermis 
of  any  of  the  Negro  volunteers,  irrespective 
of  site,  age,  or  amount  of  exposure.  This 
illustrates  the  protective  ability  of  melanin. 
They  found  greater  solar  damage  with  age  and 
increased  exposure  but  little  correlation  of 
degree  of  damage  with  complexion  types  of 
Caucasians. 

Protection  from  solar  radiation. 
What  can  be  done  to  protect  the  skin  from 
the  damaging  effects  of  sunlight  and  thereby 
reduce  or  prevent  this  important  cause  of 
aging  skin?  The  wavelengths  of  ultra- 
violet radiation  most  potent  for  causing 
erythema  and  pigmentation  lie  within  the 
range  from  2,900  to  3,200  A.  The  carcino- 
genic wavelengths  lie  within  the  range  from 
2,900  to  3,341  A.  The  pigment  of  the  basal 
layer  has  an  absorption  peak  of  3,000  A.  and 
hence  is  a valuable  screen  for  wavelengths 
in  the  sunburn  and  carcinogenic  range, 
which  are  the  most  destructive  to  both 
dermis  and  viable  epidermis. 

Antimalarial  drugs.  The  antimalarial 
drugs  hold  some  promise  for  prophylaxis 
against  solar  radiation.  Their  mechanism 
of  action  for  light-sensitive  dermatoses  and 
lupus  erythematosus  is  unknown,  and  they 
seem  to  alter  the  abnormal  rather  than  the 
normal  response  to  ultraviolet  light.  It  has 
been  suggested  that  chloroquine  screens  in 
the  3,100  to  3,400  A.  range,1  but  this  re- 


mains unproved.  It  also  has  been  shown 
that  antimalarial  drugs  concentrate  in  the 
epidermis  at  an  epidermis-dermis  ratio  of  5 
to  15  : 1,  but  this  has  not  been  found  to  be 
enough  to  act  as  a significant  physical  bar- 
rier to  passage  of  ultraviolet  light.  Knox 
and  Guin9  gave  a 250-mg.  chloroquine  tablet 
daily  for  several  months  to  two  albino  Negro 
women  with  many  solar  keratoses.  In  one 
instance  they  found  an  80  per  cent  regression 
of  keratoses  eleven  months  later  and  in  the 
other,  a 50  per  cent  regression  of  keratoses  in 
four  months.  An  additional  20  patients 
with  severe  actinic  degeneration  who  were 
placed  on  250  mg.  of  chloroquine  daily 
showed  less  dramatic,  but  encouraging  re- 
sults; some  showed  regression  of  keratoses, 
others  obtained  an  inhibition  of  progression, 
and  still  others  obtained  no  noticeable  bene- 
fit. 

Although  some  investigators  believe  that 
the  minimal  erythema  dose  of  ultraviolet 
light  is  increased  by  the  use  of  chloroquine 
experimentally,  others  have  disagreed  on  its 
ability  to  prevent  sunburn.  Knox,  Griffin, 
and  Hakim,10  in  animal  experiments  with 
albino  mice,  fed  chloroquine  and  a compound 
containing  quinacrine  hydrochloride,  chloro- 
quine, and  hydroxychloroquine  sulfate  (Tri- 
quin) to  separate  groups  of  mice  and  ir- 
radiated them  daily  with  the  mercury-arc 
lamp  over  a six-month  period.  Using  con- 
trols, they  demonstrated  that  both  chloro- 
quine and  the  compound  decreased  the 
erythematous  response  appreciably  and  the 
carcinogenic  response  by  about  50  per  cent, 
while  those  unprotected  by  the  antimalarial 
drugs  developed  more  erythema  and  tumor- 
ous growths. 

In  another  study  Knox  and  Freeman11 
followed  185  patients  who  previously  had  a 
basal  or  squamous  cell  epithelioma  for  from 
six  to  twenty-four  months.  First,  all  malig- 
nant skin  tumors  were  removed,  and  alter- 
nate volunteers  were  given  either  250  mg.  of 
chloroquine  daily  or  a placebo.  At  the  end 
of  the  treatment  and  observation  period 
approximately  twice  as  many  new  tumors 
had  developed  in  the  placebo  group  as  had 
appeared  in  the  chloroquine-treated  group. 
The  apparent  inhibition  of  epitheliomas  in 
the  chloroquine-treated  group  was  somewhat 
greater  for  basal  cell  than  for  squamous  cell 
carcinomas.  An  ophthalmologist  could  not 
differentiate  between  the  treated  and  control 
groups  and  found  only  a few  ocular  changes 
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possibly  referable  to  chloroquine.  It  is 
questionable  whether  a drug  of  this  type 
should  be  used  in  a routine,  prolonged  man- 
ner, although  in  selected  patients  the  pro- 
phylactic potential  of  the  drug  probably 
justifies  its  administration. 

Furocoumarins.  The  furocoumarins  also 
deserve  consideration  in  terms  of  protecting 
the  skin  from  ultraviolet  light.  The  most 
popular  of  this  group  is  methoxsalen.  More 
recent  studies  indicate  that  long- wave  ultra- 
violet waves,  which  occur  between  3,200  and 
3,800  A.,  are  probably  the  principal  activat- 
ing waves  of  the  furocoumarins.  It  has 
been  postulated  by  Lerner,  Denton,  and 
Fitzpatrick12  that  the  furocoumarins  inac- 
tivate sulf hydryl  groups  that  inhibit  melanin 
formation.  It  has  been  demonstrated  by 
many  that  methoxsalen,  when  taken  inter- 
nally and  followed  by  exposure  to  sunlight, 
produces  increased  pigmentation,  thickening 
of  the  stratum  corneum,  and  decreased 
burning  of  the  skin.  These  are  all  desirable 
effects  for  protecting  the  skin  from  the 
damaging  effects  of  sunlight  and  lessening 
the  chances  that  keratotic  and  malignant 
lesions  will  occur.  However,  many  oppose 
this  form  of  prophylaxis,  since  it  is  felt  that 
if  such  protectivity  exists,  it  can  only  be 
maintained  by  continued  exposure  to  sun- 
light, which  is  itself  the  harmful  agent,  and 
that  the  fair-skinned  person  may  not  develop 
enough  melanin  to  afford  sufficient  protec- 
tion. There  is  also  experimental  evidence 
that  in  mice  methoxsalen  acts  as  a photosen- 
sitizer, particularly  to  the  long  ultraviolet 
wavelengths,  and  increases  erythema  and 
tumor  formation.10,13  If  afforded,  protec- 
tion, then,  is  probably  overcome  by  excessive 
sunlight  exposure,  inadequate  pigment  de- 
velopment, or  high  doses  of  methoxsalen. 

Topical  sunscreens.  Since  the  wave- 
lengths in  sunlight  which  damage  the  skin 
are  mainly  in  the  ultraviolet  portion  of  the 
spectrum  and,  with  rare  exceptions,  are 
grouped  in  the  erythemogenic  band  between 
2,900  and  3,200  A.,  some  of  our  best  results 
have  been  from  the  topical  sunscreens  which 
protect  in  this  range.  Among  the  most 
noteworthy  are  tannic  acid  and  para-amino- 
benzoic  acid.  Opaque  powders,  particularly 
titanium  dioxide,  are  also  helpful,  since  they 
scatter  light  rays  so  they  never  reach  the 
fight-reactive  part  of  the  skin.  More  re- 
cently, the  benzophenone  (Uvinul)  group  of 
compounds  have  been  studied14;  these  ab- 


sorb the  ultraviolet  fight  almost  completely 
up  to  the  3,800  A.  range  but  absorb  almost 
none  of  the  fight  in  the  visible  range.  One 
of  these,  3 benzoyl-4-hydroxy-6  methoxy- 
benzene -sulfonic  acid,  (Uvinul  M-S  40), 
can  be  used  in  an  ointment  base  and  has 
also  been  shown  to  confer  protectivity  when 
used  systemically  in  albino  mice.10 

Vitamin  A in  treatment  of  senile 
keratoses 

The  use  and  benefits  of  vitamin  A in  high 
dosages  in  the  treatment  of  skin  diseases 
characterized  by  abnormal  keratinization 
are  well  documented.  Attempts  to  treat 
senile  keratoses  with  vitamin  A were  made 
by  Klauder15  and  others.  Vitamin  A 
palmitate  solution  (Keramin),  0.1  to  0.4 
cc.,  was  injected  intracutaneously  into 
senile  keratoses  of  7 patients,  which  then 
became  friable  and  easily  scraped  away. 
In  some  of  the  patients,  however,  there 
was  return  of  the  lesions.15  Of  perhaps 
greater  therapeutic  value  is  the  use  of  vita- 
min A oral  troches  containing  150,000  units 
of  vitamin  A each,  dissolved  slowly  in  the 
mouth  two  or  three  times  daily.  In  a series 
of  7 patients  with  oral  leukoplakia,  Mulay 
and  Urbach16  found  that  7 of  the  10  showed 
70  per  cent  clearing  or  better  after  two  to  six 
months  of  therapy,  without  apparent  toxic 
manifestations. 

General  care  of  aging  skin 

In  the  more  general  realm  of  care  of  the 
aging  skin  it  should  be  mentioned  that  the 
use  of  various  vitamin  and  hormone  creams, 
amniotic  fluid,  royal  jelly,  and  the  like,  has 
been  of  questionable  value  and  disappoint- 
ing. It  seems  unlikely  that  any  topically 
applied  material  will  stop  or  reverse  dermal 
changes  that  take  place  well  below  the  sur- 
face and  are  mainly  responsible  for  wrinkles 
and  sagging.  The  use  of  chemicals,  cryo- 
surgery, electrosurgery,  and  scalpel  surgery 
for  the  vast  array  of  blemishes  and  defects  of 
the  aging  skin  are  familiar. 

Dermabrasion.  One  of  the  most  impor- 
tant recent  developments  for  the  reversal  of 
senile  changes  of  the  skin  is  dermabrasion. 
In  fact,  by  planing,  as  demonstrated  by 
Epstein,17  Ayres,  Wilson,  and  Luikhart,18 
and  others,  not  only  are  superficial  wrinkles 
removed,  but  also,  a “retread”  of  new  outer 
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skin  is  supplied  by  the  removal  of  chronically 
solar-damaged  epidermis  and  upper  dermis. 
This  new  skin  is  rendered  devoid  of  kerato- 
ses, hyperpigmentations,  and  lentigenes  and 
has  better  elasticity,  and  the  upper  dermis 
no  longer  has  collagen  degeneration. 
Tendencies  for  future  senile  changes,  al- 
though not  abolished,  are  slowed,  as  is  the 
production  of  precancerous  and  cancerous 
lesions.  At  the  present  time,  then,  derma- 
brasion is  considered  to  be  the  best  approach 
in  the  prevention  of  malignant  degeneration 
of  the  carcinogen-damaged  skin. 

Chemosurgery.  Another  approach  to 
this  problem  is  chemosurgery.  Ayres19,20 
has  employed  liquid  phenol  and  also  solu- 
tions of  trichloracetic  acid  in  the  25  to  50 
per  cent  range  for  the  aging,  wrinkled, 
weather-beaten,  and  freckled  skin  and  has 
found  them  to  be  about  equal  in  effective- 
ness. However,  the  liquid  phenol  is  nephro- 
toxic unless  applied  to  very  small  areas, 
while  the  trichloracetic  acid  is  not.  The 
advantages  of  chemosurgery  over  derma- 
brasion sire  the  greater  patient  acceptance  of 
this  method  and  its  usability  for  delicate 
work  on  the  eyelids  and  the  vicinity  of  the 
eyes  where  planing  could  not  be  done  and 
for  older,  thin-skinned  persons,  who  present 
a greater  hazard  of  planing  too  deeply,  with 
resulting  scar  formation.  Here  also,  the 
severe  basophilic  degeneration  of  the  col- 
lagen in  the  upper  dermis  is  replaced  by  new 
normal-staining  collagen,  with  a horizontal 
orientation.  There  is  greater  elasticity  of 
the  new  skin,  relative  hypopigmentation  of 
the  epidermis  as  compared  to  its  former  ap- 
pearance, and  reduction  in  wrinkling  and 
weather-beaten  appearance. 

Summary 

Some  morphologic,  physiologic,  and  histo- 
logic changes  of  aging  skin  are  described. 
Particular  stress  has  been  placed  on  sunlight 
as  an  important  cause  of  aging  skin.  A 
number  of  theoretical  and  practical  methods 
for  prophylaxis  and  treatment  of  these 


changes  are  discussed.  The  antimalarial 
drugs  are  of  some  benefit  as  prophylaxis  for 
solar  keratoses  and  epitheliomas.  The  use 
of  dermabrasion  and  chemosurgery  holds 
great  promise  as  a technic  in  the  prophylaxis 
and  treatment  of  sun-damaged  and  aged 
skin. 
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Rationalizations  for 
Continued  Smoking 


a study  was  made  of  rationalizations  for 
continued  cigaret  smoking  among  employes  of 
a mental  hospital,  high-school  teachers,  and. 
persons  in  fund-raising  or  society  administra- 
tion work.  From  10  to  20  per  cent  of  former 
smokers  were  found  to  have  given  up  cigarets 
in  the  last  few  years.  A positive  correlation 
was  found  between  educational  level  and 
discontinuance  of  smoking.  Women  were 
shown  to  be  more  likely  to  keep  on  smoking 
than  men.  Nominal  reasons  for  persistence 
in  smoking  were  grouped  as  follows:  denial 
of  health  hazard;  excuse  of  moderation, 
filters,  and  so  forth;  diversion  of  the  question; 
and  defiance  of  the  danger. 


HENRY  A.  DAVIDSON,  M.D. 

Cedar  Grove,  New  Jersey 

Superintendent,  Essex  County  Hospital,  and  Editor, 

Journal  of  the  Medical  Society  of  New  Jersey 

X he  death  rate  from  cancer  of  the  lung  is 
1,000  per  cent  higher  for  cigaret  smokers 
than  for  nonsmokers.1  One  must  wonder, 
therefore,  why  anyone  continues  to  smoke 
cigarets.  In  an  effort  to  find  out,  a survey 
was  conducted  among  several  groups,  in- 
cluding the  1,200  employes  of  a large  mental 
hospital.  In  educational  level  the  re- 
spondents ranged  from  some  with  only  a 
fifth- grade  education  to  30  or  more  at 
doctorate  level.  The  youngest  subject  was 
eighteen  years  of  age  and  the  oldest  was 
seventy -two. 

Questionnaire  form 

The  questionnaire  form  provided  a dozen 
different  reasons  for  continued  smoking,  and 
space  was  available  for  narrative  comments. 
The  check  list  items  could  be  grouped  into 
four  sets  of  reasons: 

1.  Simple  denials  of  the  health  hazard: 
“You  can  prove  anything  by  statistics,” 
or  “The  relationship  has  never  been  proved.” 

2.  Demurrers,  such  as  “I  smoke  only 
filter  cigarets,”  or  “I’ve  already  cut  down  on 
my  smoking.” 

3.  Diversions  of  the  question,  such  as 
“Polluted  air  is  more  dangerous,”  or 
“Alcohol  is  a greater  hazard,”  or  “Why  not 
give  up  riding  in  an  automobile?” 

4.  Defiance  of  the  danger:  “I’d  rather 
enjoy  fife,  even  if  it  is  a bit  shorter,”  or 
“The  pleasure  I get  from  cigarets  outweighs 
the  hazard.”* 

* Hereafter,  all  references  to  “smoking”  are  to  cigarets 
only. 


As  a general  rule,  better-educated  smokers 
were  more  likely  to  defy  the  hazard,  while 
poorly  educated  subjects  would  deny  it. 

The  questionnaire  was  developed  from  a 
pilot  study,  in  which  I simply  asked  smokers 
why  they  continued.  I noted  any  answer 
that  in  one  form  or  another  had  been  given 
by  2 or  more  smokers.  This  led  to  the 
following  reasons: 

— The  relationship  between  smoking  and 
cancer  has  not  really  been  proved. 

— Polluted  air  is  more  hazardous  to  the  lungs 
than  smoking,  yet  no  one  urges  that  we 
stop  breathing. 

— You  can  prove  anything  by  statistics. 

— It  won’t  shorten  your  life  by  more  than  five 
years,  and  I’d  rather  enjoy  life  than  live 
five  years  longer  and  be  unhappy. 

— I’ve  been  smoking  so  long  that  the  damage, 
if  any,  has  already  been  done. 

— I’m  addicted  and  can’t  stop. 

— The  pleasure  I get,  which  is  certain,  out- 
weighs the  health  hazard,  which  is  uncer- 
tain. 

— I have  an  eighty-year-old  grandfather  who 
has  been  smoking  for  sixty-five  years,  and 
he’s  in  fine  health. 

— I smoke  filter  tips;  the  harmful  material 
has  been  removed. 

— We  don’t  stop  the  use  of  alcohol  or  automo- 
biles, yet  they  are  more  dangerous  than 
cigarets. 

— I have  to  smoke  to  relieve  my  nerves. 

— When  I stop  smoking  I gain  weight,  and 
that’s  bad. 

The  questionnaire  offered  the  opportunity 
to  check  one  or  more  of  these  items.  There 
was  space  for  age  of  onset  of  smoking, 
parents’  smoking  patterns,  educational  level, 
and  additional  reasons. 
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Returns 

In  all,  1,125  forms  were  distributed  to  hos- 
pital employes,  and  610  of  these  were  sent 
back— a 54  per  cent  return.  The  form  was 
also  distributed  to  99  high  school  teachers, 
with  75  returns.  In  addition,  77  forms  were 
sent  to  three  organizations  in  fund-raising  or 
society  administration  work,  with  60  re- 
turns. A small  miscellaneous  group 
completed  the  series.  A total  of  1,320  forms 
were  issued  and  765,  or  58  per  cent,  returned. 

Results 

Of  the  765  who  returned  their  forms,  440, 
or  80  per  cent  of  those  who  ever  smoked, 
are  still  smoking;  110,  or  20  per  cent  of 
those  who  ever  smoked,  have  discontinued 
smoking;  and  215,  or  28  per  cent,  have 
never  smoked.  These  results  are  not 
substantially  different  from  other  reports, 
which,  according  to  the  SGR  (Surgeon 
General’s  Report),1  in  general,  show  that 
from  25  to  35  per  cent  of  adults  never 
smoked,  and  from  10  to  20  per  cent  of 
smokers  have  given  up  cigarets  (SGR- 
375*).  Among  our  respondents,  men  were 
readier  to  give  up  smoking  than  women — 21 
per  cent  compared  with  17  per  cent. 

Table  I shows  changes  in  smoking  habits 
by  occupational  group.  The  high  proportion 
of  nurses,  both  graduate  and  student,  who 
continued  to  smoke  is  interesting.  If  the 
nurses  are  removed  from  the  table,  in  terms 
of  the  percentage  of  respondents  who  have 
given  up  smoking  there  is  a rough  ascent  in 
the  occupational  scale  from  the  least  well 
educated  (laundry  workers,  with  94  per  cent 
still  smoking)  to  physicians  (with  only  50 
per  cent  still  smoking).  It  was  also  noted 
that  of  those  who  had  not  even  been 
graduated  from  grammar  school,  only  5 per 
cent  had  stopped  smoking.  Of  those  who 
had  at  least  two  years  of  college,  22  per  cent 
had  stopped  smoking. 

This  inverse  correlation  between  schooling 
and  smoking  has  long  been  known.  Lawson2 
reported  that  “32  per  cent  of  the  students  in 
this  high  school  smoked:  but  there  were 
fewer  smokers  among  college-bound 
students.”  Salber,  MacMahon,  and  Welsh3 
found  that  “nonsmokers  have  a higher  I.Q. 
than  discontinued  smokers  who,  in  turn, 

* SGR-375  and  so  on  refers  to  the  page  in  the  Surgeon 
General’s  Report 1 on  which  the  findings  are  cited. 


TABLE  I.  Changes  in  smoking  habits,  by  occu- 
pational group 


Percent- 
age of 
Smokers 

Number  Who 

Returning  Stopped 
Occupational  Group  Forms  Smoking 

Laundry  workers 

25 

6 

Student  nurses 

85 

7 

Nurses 

70 

9 

Occupational  therapy  and 

recreation  workers 

15 

10 

Hospital  attendants 

425 

13 

Music  and  arts  personnel 

15 

14 

Clerical  workers 

60 

18 

Food  service  workers 

95 

20 

Craftsmen  (carpenters, 

and  so  on) 

100 

28 

Housekeeping  service 

workers 

65 

29 

Organizational  personnel 

77 

32 

High-school  teachers 

98 

38 

Supervisory  and  adminis- 

trative personnel 

50 

44 

Social  workers 

13 

44 

Physicians 

29 

50 

have  a higher  I.Q.  than  persistent  smokers.” 
The  SGR1  paraphrases  Horn4  as  follows: 
“Smoking  is  more  frequent  among  students 
who  are  older  than  their  classmates,  fall 
behind  their  peers  in  scholastic  standing, 
choose  easier  school  curricula,  or  become 
dropouts.  There  is  a relationship  between 
smoking  and  underachievement”  (SGR- 
372).  Citing  Haenszel,  Shimkin,  and  Miller,5 
the  SGR1  states  further  that  “professional 
groups  have  a higher  proportion  of  non- 
smokers”  (SGR-187)  and  that  “among 
males,  the  highest  proportion  of  cigaret 
smokers  is  found  in  the  group  with  some  high 
school  education,  who  were  not  high  school 
graduates.  The  lowest  proportion  was 
found  among  college  graduates”  (SGR-187). 
The  correlation  applies  not  only  to  the 
smokers  but  even  to  their  parents.  Thus, 
Horn  et  aZ.6  report  an  inverse  relationship 
between  parents’  education  and  their 
children’s  smoking  behavior.  The  higher 
the  parents’  education,  the  less  their  children 
smoked.  Smoking  is  also  more  prevalent 
among  the  divorced  and  widowed  than 
among  those  living  with  their  spouses 
(SGR-364). 

Employment  status  varies  with  smoking 
patterns.  “The  unemployed  are  more 
likely  to  smoke  than  the  employed,”7  or 
“Smokers  change  jobs  more  often  than  non- 
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TABLE  fL  Reasons  for  continued  smoking 


Classification 
and  Reason 

Number 

Giving 

Reason 

Per  Cent 
Giving 
Reason 

Denials 

Relationship  between 
smoking  and  cancer 
has  not  been  proved 

203 

45 

You  can  prove  any- 
thing by  statistics 

250 

57 

I know  people  over 
eighty  still  healthy 
and  smoking 

135 

30 

Defiance 

I’d  rather  enjoy  life 
even  if  it  is  a bit 
shorter 

99 

23 

No  use  stopping  now  as 
the  damage  has  al- 
ready been  done 

89 

11 

I’m  addicted  and  can’t 
stop 

151 

34 

I have  to  smoke  to  re- 
lieve my  nerves 

140 

31 

If  I stop  smoking,  I 
gain  weight,  and 
that’s  bad 

95 

22 

The  pleasure  I get  out- 
weighs the  hazards  of 
smoking 

145 

32 

Demurrers 

I’ve  already  cut  down 
on  my  smoking 

175 

40 

I smoke  only  filter  cig- 
arets 

114 

26 

Diversions 

Polluted  air  is  more 
dangerous,  and  we 
can’t  stop  breathing 

223 

51 

Alcohol  and  automo- 
biles are  more  dan- 
gerous than  smoking 

204 

46 

smokers.”8  Based  on  several  reports9-11 
the  SGR  adds  that  “there  is  consistent  evi- 
dence that  smoking  patterns  are  related  to 
social  levels:  the  lower  and  working  classes 
contain  more  smokers  and  earlier  starters” 
(SGR-362).  And  “In  Great  Britain,  the 
inverse  ratio  of  social-economic  class  to 
heavy  cigaret  smoking  remains  apparent.12 

Reasons  for  continued  smoking.  The 
440  respondents  who  still  smoke  checked 
2,023  reasons  for  continuing,  an  average  of 
4.5  replies  per  questionnaire.  The  sight  of 
all  the  rationalizations  probably  stimu- 
lated some  to  check  items  that  they  would 
not  have  thought  of  spontaneously.  It  was 
easy  enough  to  classify  the  answers  into  the 
four  rubrics  of  denial,  demurrer,  diversion, 
and  defiance,  but  since  most  people  placed 
check  marks  in  more  than  one  category,  it 


was  impossible  to  say  that  any  individual 
subject  offered  as  his  major  rationalization 
one  or  the  other  groups.  The  results  are 
shown  in  Table  II. 

Respondents’  comments 

On  each  form,  space  was  left  for  additional 
comments.  I had  hoped  that  the  12  sug- 
gested reasons  covered  most  possible 
explanations  for  continued  smoking.  How- 
ever, several  novel  rationalizations  appeared 
in  the  narratives.  In  all,  70  out  of  the  440 
who  continue  to  smoke  wrote  in  a total  of  91 
narrative  comments;  these  included  21,  or 
11  per  cent,  of  the  men  and  49,  or  19  per 
cent,  of  the  women. 

The  70  narratives  could  be  divided  into 
these  six  groups,  as  follows:  gospels  of 

moderation,  24;  the  doctrine  of  the  lesser 
evil,  9;  comments  based  on  misinformation, 
12;  gestures  of  defiance  and/or  philoso- 
phizing, 13;  denial,  doubt,  and  skepticism, 
21;  and  utter  irrelevancies,  12.  Representa- 
tive examples  of  each  type  of  comment 
follow,  together  with  some  data  about  each 
respondent. 

Gospels  of  moderation.  This  common 
type  of  comment  never  appeared  in  my 
pilot  study  questionnaire,  and  I now  see  that 
I should  have  included  it  in  the  check  list. 

— Moderation  is  desirable  in  all  things  (fe- 
male, clerk,  age  twenty-nine,  one  year  of 
college) . 

• — Anything,  if  abused,  could  be  harmful. 
The  sensible  approach  to  life  is  moderation, 

r though  that  may  not  be  the  sensible  ap- 
proach to  love  (female,  executive,  age 
thirty-four,  two  years  of  college) 

— I smoke  only  three  or  four  a day,  and  that 
never  hurt  anyone  (female,  department  head 
master’s  degree) . 

— I smoke  for  pleasure  but  am  not  addicted. 
Only  10  cigarets  a day.  That  won’t  hurt 
anybody  (female,  housekeeping  depart- 
ment) . 

• — Anything  is  good  in  moderation,  bad  in 
excess.  Applies  to  whiskey,  cigarets,  sex, 
and  automobile  driving.  Why  pick  on 
cigarets?  (male,  physician,  age  sixty-four) 

The  doctrine  of  the  lesser  evil. 
Some  who  continue  to  smoke  console 
themselves  with  the  thought  that  if  they 
stopped,  something  worse  would  happen. 
This  “something”  is  one  of  these  four 
hazards: 

— It’s  either  go  back  to  alcohol  or  keep  on 
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puffing.  Better  smoke  than  become  a lush 
again  (male,  occupation  not  stated,  age 
thirty) . 

— Cholesterol  and  arteriosclerosis  are  more 
dangerous  than  smoking,  and  these  come 
from  eating  too  much  and  worrying  too 
much.  So  smoking  is  safer  for  me  (student 
nurse,  age  nineteen). 

— Going  without  smoking  makes  me  anxious, 
irritable,  nervous,  and  impossible  to  live 
with  (student  nurse,  age  eighteen). 

- — If  I give  up  cigarets,  I gain  weight  fast,  and 
that  can  be  pretty  serious  (female,  clerical 
worker,  age  forty- two). 

Comments  based  on  misinformation. 
Most  of  the  misinformation  seems  to  be  a 
search  for  a pseudological  base  for  an 
emotionally  rooted  drive. 

— Filters  stopped  my  cough,  and  they  can 
stop  cancer,  too  (male  attendant,  age  forty- 
one). 

— I leave  at  least  half  of  each  cigaret  in  the 
ashtray  or  on  the  plate,  so  I really  don’t 
inhale  much  of  what  I smoke.  So  I don’t 
have  to  worry  (male,  supervisor,  college 
graduate). 

— Fifty  thousand  people  died  of  lung  cancer 
last  year,  but  70  million  smoked  cigarets. 
As  I figure  it,  that  means  that  a cigaret 
smoker  has  one  chance  in  1,200  of  dying  of 
lung  cancer.  Sounds  like  a safe  risk  to  me: 
1,199  to  1 that  I won’t  get  it  (male,  depart- 
ment head). 

— There  are  worse  lung  irritants  than  cigaret 
smoke,  which  is  light  and  can  be  blown 
right  out,  but  zinc  dust  and  soft  coal  dust 
you  can’t  get  away  from  (female,  two  years 
of  high  school) . 

— If  we  smoke  in  gradually  increasing 
amounts,  as  I do,  we  build  up  an  immunity, 
so  moderate  smoking  will  protect  you 
against  lung  cancer  (female,  high-school 
graduate) . 

— Cancer  comes  with  age  and  heredity. 
There  is  no  cancer  in  my  family,  so  I don’t 
have  to  worry  (female,  nurse,  master’s 
degree) . 

— I don’t  inhale,  so  my  kind  of  cigaret  smok- 
ing is  safe  (female,  practical  nurse). 

— It’s  dangerous  only  to  teen-agers.  I’m 
forty-six  years  old  so  don’t  have  to  worry 
(female,  nurse). 

Defiant  philosophizing.  This  category 
of  defiance  embraces  two  different  ap- 
proaches: the  gallant  and  the  whistle  in  the 
dark.  To  the  former  belong  comments  like 
this:  “A  mature  person  is  one  who  enjoys 
the  gracious  and  relaxing  things  of  life  and 
who  does  not  fear  death.  That  is  why  I 
continue  to  smoke.  It  is  the  sign  of  a mature 
personality.’’  Compare  this  with  the  com- 


ment of  a sixty-year-old  craftsman:  “I’d 

be  glad  to  trade  five  or  six  years  of  life  for  the 
peace  and  pleasure  I get  from  cigarets.” 
Others  reasoned  as  follows: 

— All  life  is  hazardous  (male,  college  gradu- 
ate). 

— Nothing  is  certain  anyway;  only  death,  of 
course  (female,  college  graduate). 

— Everything  I like  is  bad  for  me.  So,  I’ll  go 
to  hell  in  a handbasket.  What’s  the  dif- 
ference? (female,  secretary,  age  thirty, 
high-school  graduate) 

— Atom  bombs,  highway  accidents,  murders, 
alcoholism,  suicide — there  is  no  safety  any- 
where, so  why  worry?  (sex  not  given,  cler- 
ical work,  age  fifty) 

— Under  present  conditions,  who  wants  to 
live  long?  To  see  our  children  atomized? 
(female,  supervisor,  age  forty) 

— All  right — so  I’m  weak.  Everyone  is 
entitled  to  one  weakness  (male,  college 
graduate) . 

— I believe  in  freedom  of  choice.  If  I choose 
to  take  the  risk,  why  is  it  your  business? 
(master’s  degree) 

— Only  part  of  tobacco  can  cause  cancer. 
Instead  of  sending  that  money  to  Asia,  let’s 
spend  it  isolating  the  cancer-causing  part  of 
tobacco,  and  we’ll  be  all  right  (male,  some 
high  school). 

And  finally  this  one,  which  I had  never 
anticipated  and  was  the  only  answer  of  its 
kind  among  the  765  returns: 

— God  wouldn’t  have  put  the  tobacco  plant  on 
earth  if  He  didn’t  have  some  benign  pur- 
pose in  mind  (male,  attendant,  age  thirty- 
one,  high-school  graduate). 

Denial,  doubt  and  skepticism.  Flat 
denial  of  the  hazard  was  found  chiefly  in  the 
less  well  educated,  although  there  were  some 
exceptions.  More  sophisticated  respondents 
expressed  skepticism  or  doubt  rather  than 
simple  denial. 

— We  don’t  know  what  causes  cancer,  so  how 
can  they  blame  any  one  thing?  (student 
nurse) 

- — I think  cancer  is  due  to  a virus,  not  tobacco 
(male,  technician,  age  forty-one). 

- — The  smoking-cancer-cause  business  is  a 
theory.  In  medicine,  theories  are  a dime  a 
dozen  (psychologist). 

— I’ve  been  smoking  for  eleven  years  and 
never  noticed  any  ill-effects,  so  I can’t  go 
for  all  this  anxiety  (female,  clerk,  age  thirty- 
five). 

— -Air  pollution  is  the  culprit,  not  smoking 
(male,  executive,  age  forty-three,  master’s 
degree) . 

— Nutrition  plays  a major  role — I think — in 
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carcinogenesis.  There  has  been  very  little 
research  here  (male,  medical  student,  age 
twenty-four) . 

— Blaming  cancer  of  the  lung  on  smoking  is 
an  example  of  guilt  by  association.  This  is 
logically  and  statistically  unsound  (male, 
physician) . 

— There  is  a strong  genetic  factor  here,  and 
this  has  been  underemphasized  in  all  the 
hullabaloo  (male,  medical  student). 

— I’ve  seen  too  many  things  that  ain’t  so 
proved  by  statistics  to  worry  about  this  one 
(physician) . 

— It  was  when  I stopped  smoking  in  1948  that 
I felt  sick.  You  can’t  fool  me  (attendant, 
age  fifty,  grammar  school  only). 

— My  good  work  record  should  show  that 
smoking  never  hurt  anyone.  I’ve  been 
smoking  for  twenty-eight  years,  have  worked 
here  for  twenty-five  of  those  years,  and 
never  been  sick  (laundry  worker,  three  years 
of  high  school) . 

— Cancer  is  in  your  heredity,  and  you’ll  get 
it  or  not,  depending  on  your  ancestry 
(female,  agency  junior  executive,  two  years 
of  college). 

— If  smoking  causes  cancer,  how  come  most 
smokers  don’t  get  it?  (female,  occupational 
therapy  aide,  age  fifty-one) 

— The  only  person  I ever  knew  to  die  of  lung 
cancer  was  a nonsmoker.  It’s  all  propa- 
ganda (female,  clerk,  high-school  graduate). 

Utter  irrelevancies.  Irrelevant  “rea- 
sons” are  common  in  all  kinds  of  subjects — 
politics,  religion,  science — everything.  Some 
such  “explanations”  are  the  fruit  of 
stupidity;  some  come  from  misinformation. 
Many,  however,  are  emotional  reactions 
having  the  effect,  and  probably  the  purpose, 
of  diverting  an  unpleasant  thesis  into  a safe 
cul-de-sac. 

— If  fashion  would  let  us  women  smoke  pipes, 
I’d  do  so  and  then  wouldn’t  have  to  worry 
(female,  clerk,  age  thirty-five,  high-school 
graduate) . 

—Smoking  helps  me  think  (student  nurse,  age 
eighteen) . 

— Nothing  relaxes  me  as  well  as  smoking,  and 
that’s  worth  a lot  (female,  attendant,  age 
fifty-two). 

— If  I smoke,  I can  sit  around  the  dinner 
table  without  eating  (nurse). 

— Cancer  cells  lurk  everywhere  in  anyone’s 
tissue,  so  almost  anything  can  start  them 
growing  (a  biology  teacher). 

— Diet  and  drink  are  just  as  dangerous  (fe- 
male, attendant,  eleventh  grade). 

— I know  I have  weak  will  power,  and  this 
isn’t  the  only  proof  of  it  (female,  teacher) . 

— Cigarets — the  best  appetite  depressant  in 
the  world.  God  bless  them,  (female,  secre- 
tary, age  not  given,  high  school). 


The  waggish  approach.  Many  people 
allay  anxiety  or  guilt  by  becoming  droll. 
Interestingly  enough,  our  physician-re- 
spondents reacted  this  way  more  than  did 
any  other  group.  This  is  reviewed  in  a sub- 
sequent section.  Among  nonphysicians, 
some  of  the  reactions  were:  “The  Smoking 
Report  made  me  feel  so  nervous  that  I had 
to  smoke  to  calm  my  nerves.”  Another 
respondent  quipped:  “The  SGR  proves 

that  mice  should  not  smoke.”  One  of  our 
hospital  employes  returned  the  form  with 
the  comment:  “Smoking  is  not  nearly  as 

dangerous  as  poking  your  nose  into  other 
people’s  business  like  you  are  doing.” 

Family  smoking  habits 

According  to  the  SGR,1  Horn4  found  “a 
strong  association  between  parents’  and 
children’s  smoking  habits . . . there  are 
significantly  more  smokers  (among  adoles- 
cents) in  families  where  both  parents  smoke 
than  in  parents  where  neither  smokes” 
(SGR-369).  Horn’s  findings  are  supported 
by  Salber  and  McMahon.13  One  can  think 
of  at  least  three  reasons  why  this  should  be 
so:  permissiveness,  accessibility,  and 

identification.  No  matter  what  he  says,  the 
cigaret-smoking  father  or  mother  is  ob- 
viously permissive  about  smoking.  If 
cigarets  are  scattered  on  every  coffee  table, 
their  accessibility  invites  use.  The  tendency 
of  girls  to  identify  with  their  mothers 
(doubly  so  if  they  are  always  fighting  with 
their  mothers)  is  well  known.  In  our  own 
survey,  36  per  cent  of  female  smokers  came 
from  homes  where  both  parents  smoked. 
For  males  the  corresponding  figure  was  only 

16  per  cent.  Half  of  our  nonsmokers  re- 
ported that  neither  parent  smoked:  for 

smokers,  the  figure  was  22  per  cent.  Among 
adolescents  40  per  cent  of  the  nonsmokers 
came  from  homes  where  neither  parent 
smoked,  but  among  adolescents  who  smoked 
only  22  per  cent  had  nonsmoking  parents.13 

Age  and  sex  factors 

Although  more  men  than  women  smoke, 
women  cling  to  the  habit  more  persistently; 
21  per  cent  of  our  men  who  smoked  but  only 

17  per  cent  of  women  who  smoked  have 
discontinued  cigarets.  On  the  other  hand, 
23  per  cent  of  our  men  but  34  per  cent  of  our 
women  had  never  smoked  cigarets — a smok- 
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TABLE  III.  Length  of  smoking  period  in  respond- 
ents who  have  stopped  smoking 


Length  of  Period 
(Years)  * 

Number  of 
Respondents 

1 to  2 

4 

3 to  5 

8 

6 to  10 

9 

11  to  15 

12 

16  to  20 

18 

21  to  25 

11 

Over  25 

40 

Not  given 

8 

Total 

110 

* Mode,  25  years;  median,  20  years. 


ing  ratio  of  77  and  66  per  cent  respectively. 
The  SGR1  reports  that  as  of  1955, 
among  Americans  over  eighteen  who  had 
smoked,  68  per  cent  were  men,  and  32 
per  cent  were  women.  Our  female  sample 
thus  would  be  badly  skewed  if  the  1955 
figures  could  be  applied  to  1964.  However, 
smoking  in  adolescent  girls  has  risen  rapidly 
in  the  last  ten  years.  In  our  survey,  for 
instance,  47  out  of  75  women,  or  63  per  cent, 
born  in  or  after  1940  had  smoked  cigarets! 
This  could  account  for  the  inconsistency 
between  our  findings  that  66  per  cent  of  the 
women  had  smoked  and  the  pre-1955  figures 
(only  32  per  cent  of  women  had  ever 
smoked).  Although  this  may  be  hard  to 
believe,  among  adolescents  more  girls  than 
boys  smoke.  Kuvin’s14  figures  were  31  and 
17  per  cent  respectively.  If  this  dispropor- 
tion continues,  boys  may  eventually  reject 
smoking  as  effeminate. 

Time  of  discontinuance.  Surprisingly 
enough,  many  of  those  who  stopped  smoking 
had  been  inhaling  cigarets  for  up  to  twenty- 
five  years  (Table  III).  But  41  per  cent  of 
the  ex-smokers  discontinued  in  1964.  The 
SGR  came  out  in  January,  1964.  Most  of 
the  concern  about  the  health  hazard 
developed  in  and  after  1961,  but  20  per  cent 
of  our  group  had  stopped  in  1960  or  earlier 
(Table  IV). 

Smoking  by  physicians 

Throughout  the  country,  many  county 
medical  societies  have  adopted  resolutions 
condemning  smoking  and  calling  on 
physicians  to  set  a good  example.  There  has 
been  considerable  articulate  physician  dis- 
quiet about  the  overcautious  attitude  of 
the  American  Medical  Association.  Thus, 


TABLE  IV.  Year  smoking  was  discontinued  in  re- 
spondents who  have  stopped  smoking 


Year* 

Number 

of 

Respond- 

ents 

Percentage 

of 

Respond- 

ents 

1960  or  before 

34 

30 

1961  to  1962 

9 

8 

1963 

20 

19 

1964 

45 

41 

Not  given 

2 

2 

Total 

110 

100 

* The  SGR  was  issued  in  January,  1964,  but  medical  re- 
ports on  the  health  hazards  of  smoking  had  been  published 
since  1961. 


Charles  F.  Tate,  M.D.,  was  quoted  in  the 
Medical  Tribune  as  follows:  “I  feel  that  the 
medical  profession  should  get  behind  the 
Federal  Trade  Commission  [labeling  cigarets 
as  dangerous],  and  I am  ashamed  of  the 
Board  of  Trustees  of  the  American  Medical 
Association,  for  that  is  where  the  re- 
sponsibility lies.  I am  sure  that  if  you  could 
survey  the  opinion  over  the  rank  and  file  of 
the  medical  profession,  they  would  vote 
overwhelmingly  in  favor  of  this  action 
[danger  labeling]  and  more.”15  In  this 
connection,  Letourneau16  makes  these 
interesting  comments:  “We  who  practice 

medicine  do  not  like  to  be  coerced  by 
government  directives  and  government  re- 
strictions. Rather,  we  like  to  think  that  we 
can  handle  our  own  problems  without 
interference  from  Uncle  Sam.  Now  we  have 
a chance  to  take  the  initiative  with  some 
‘appropriate  remedial  action’  to  eliminate 
smoking  from  our  hospitals.” 

Of  prime  interest  to  all  of  us,  however,  is 
this  question:  How  does  any  physician 

justify  continued  cigaret  smoking  for  him- 
self? Generally,  he  is  more  likely  to  defy 
the  hazard  than  to  deny  it.  Only  3 of  our 
physicians  furnished  narrative  replies  on  the 
formal  questionnaires.  Their  comments 
were: 

— Anything  is  good  in  moderation,  bad  in 
excess.  Applies  to  whiskey,  cigarets,  sex, 
and  automobile  driving.  Why  pick  on 
cigarets? 

— I’ve  seen  too  many  things  that  ain’t  so 
proved  by  statistics  to  worry  about  this  one. 

— Blaming  cancer  of  the  lung  on  smoking  is  an 
example  of  guilt  by  association.  This  is 
logically  unsound. 

Physicians  often  fall  back  on  the  “modera- 
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tion”  justification.  That  anything  used  to 
excess  might  be  dangerous  is  a popular 
rationalization  among  physicians  for  con- 
tinued cigaret  smoking.  Thus,  L.  Henry 
Garland,  M.D.,17  Clinical  Professor  of  Radi- 
ology, University  of  California,  says  that  if 
cigarets  are  to  be  branded  as  hazardous 
“one  should  also  so  label  dairy  products, 
since  obesity  and  arteriosclerosis  are  major 
problems  ...  we  ought  to  label  the  auto- 
mobile lethal  weapon.’  ” 

Interviews  with  physician-smokers. 
For  a period  of  five  months,  I asked  any 
physician  whom  I saw  smoking  cigarets  why 
he  did  so.  This  inquiry  was  made  only 
when  there  was  no  one  else  present,  except 
possibly  another  physician.  After  a few 
trials,  I settled  on  this  gambit:  “Ah — I see 
you  don’t  believe  all  you  read  in  the  reports. 
Still  smoking  cigarets?”  I tried  to  say  this 
casually,  with  an  air  of  curiosity  rather  than 
disapproval.  However,  I have  never  had  a 
poker  face,  and  possibly  the  query  was  more 
pejorative  in  impact  than  I thought  it  was. 
During  this  period  I queried  42  cigaret- 
smoking  physicians.  None  had  been  in- 
cluded among  the  24  physicians  who  re- 
sponded to  this  questionnaire.  These  42 
physicians  gave  a set  of  reasons  somewhat 
different  from  those  the  structured  question- 
naire elicited  from  the  more  mixed  group. 
The  replies  fall  into  these  categories:  12 

gave  trivial  or  frivolous  answers;  5 grasped 
at  straws;  4 exhibited  the  denial  syndrome; 
3 said  that  the  damage,  if  any,  had  already 
been  done;  6 took  comfort  in  their  modera- 
tion; 4 considered  smoking  the  lesser  evil; 
and  8 were  defiant  or  philosophic. 

Frivolous  answers.  One  physician  wagged 
his  finger  at  me  and  said:  “Statistics  prove 
that  since  reading  the  SGR,  7 out  of  10 
smokers  have  stopped  reading.”  Another 
just  said:  “Have  you  heard  of  the  new 

cigaret  flip-top  pack?”  Then  he  added  with 
a huge  grin:  “A  coffin.”  A third  (believe 
it  or  not)  said:  “They  say  that  cancer  is 
good  for  you.”  The  use  of  clowning  to 
relieve  anxiety  is  a well-known  device. 
Sometimes  the  frivolity  of  the  answer  came 
from  the  physician’s  manner  rather  than 
from  his  words.  Thus,  one  answered  swiftly: 
“I’m  addicted.  I’m  hooked.  Let’s  face  it. 
It’s  an  addiction.”  This  sounds  like  a se- 
rious answer,  but  as  he  spoke,  his  face  broke 
into  a large  smile  and  his  eyes  twinkled. 
Several  grinned:  “The  Surgeon  General’s 


Report  gave  me  so  much  anxiety  that  it 
drove  me  to  smoke.” 

Grasping  at  straws.  Five  physicians  re- 
ferred me  to  scientific  articles  which,  they 
said,  proved  that  there  was  no  relationship 
between  smoking  and  lung  cancer.  They 
blinded  themselves  to  the  overwhelming  ev- 
idence of  the  relationship  or  cited  reports  of 
higher  correlations  between  cancer  and  some 
other  factor.  Laymen  do  this,  too,  but  phy- 
sicians are  more  accurate  in  citing  the  com- 
forting literature.  For  example,  a clerk  said 
to  me:  “Didn’t  you  read  of  the  work  of  that 
famous  Swiss  specialist  who  proved  that 
people  living  on  mountain  tops  had  a lower 
cancer  rate  than  those  living  in  valleys?” 
The  name  of  the  specialist  and  the  reference 
escaped  my  respondent,  who  was  also  vague 
about  all  other  factors.  A physician,  how- 
ever, puffed  cheerfully  on  his  cigaret  and  cited 
what  seemed  to  be  the  same  work,  giving  the 
correct  reference . ‘ ‘Some  years  ago , ” he  said , 
“Dormanns18  showed  that  two  thirds  of  the 
people  who  died  of  carcinoma  of  the  lung  in 
West  Germany  had  never  smoked.”  He  also 
cited  a recent  report  by  Poche  and  Mitt- 
man,19  which  asserted  that  occupational  and 
environmental  exposures  were  more  impor- 
tant than  smoking  in  bronchial  and  pulmo- 
nary carcinogenesis. 

A rather  far-out  citation  was  made  by  a 
balding  physician  who  alternated  between 
puffing  on  cigarets  and  sucking  on  cough 
drops.  He  referred  me  to  a work  which,  he 
said,  showed  that  cancer  of  the  lung  was  rare 
among  bald  men.  This  was  a paper  by  Brown 
and  Buchner, 20  who  had  reported  that  bald- 
ness was  found  in  41  per  cent  of  the  patients 
at  a Veterans  Administration  hospital  who 
did  not  have  lung  cancer,  but  it  was  noticed 
in  only  11  per  cent  of  patients  who  did  have 
bronchogenic  carcinoma.  Brown  and  Buch- 
ner do  not  say  that  baldness  offers  protec- 
tion from  lung  cancer,  but  the  physician  who 
referred  me  to  this  report  took  considerable 
comfort  from  that  conclusion. 

A woman  physician  cited  a report  by 
Yerushalmy,21  a statistician  at  the  Univer- 
sity of  California,  and  said  this  report  shows 
that  the  death  rate  of  premature  infants  was 
higher  among  nonsmoking  mothers  than 
among  mothers  who  smoked  during  preg- 
nancy. The  report  caused  much  contro- 
versy.21 Dr.  Yerushalmy  did  not  say  that 
smoking  was  good  for  pregnant  women,  but 
apparently  was  trying  to  demonstrate  that 
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a statistical  correlation  does  not  always  mean 
a cause-and-effect  relationship — which,  of 
course,  is  true.  However,  in  discussing  the 
Yerushalmy  report,  Shimkin22  pointed 
out  that  the  difference  in  lung  cancer  rates 
between  smokers  and  nonsmokers  was  60  to 
1,  and  that  this  could  not  be  lightly  tossed  off 
as  a “mere  statistic.” 

Outright  denial . Only  4 of  the  physicans 
interviewed  showed  the  straight  denial  syn- 
drome— they  just  didn’t  believe  the  evidence 
cited  in  the  SGR.  One  said:  “Statistics  by 
themselves  don’t  mean  anything,  and  you 
can’t  prove  cause  and  effect  by  statistics. 
A woman  was  in  my  office  nine  months  ago. 
Today  she  had  a baby.  Does  this  mean 
that  I must  be  the  father?  That’s  the  qual- 
ity of  the  statistics  in  the  SGR.”  A second 
retorted:  “Statistics  just  as  impressive  as 
these  have  been  used  over  the  past  century 
to  ‘prove’  lots  of  things  that  weren’t  so.”  A 
third  replied:  “For  every  statistician  who 
found  the  relationship,  I can  track  down  one 
who  denied  it.”  Finally,  one  good  research 
physician  simply  looked  straight  at  me  and 
said:  “Until  they  produce  a carcinoma  by 
rubbing  tobacco  smoke  along  a mucous 
membrane,  I won’t  believe  it.” 

Damage  already  done.  Three  physicians, 
fifty-six,  sixty-one,  and  sixty-five  years  of 
age,  replied  in  one  form  or  another  that  if 
they  didn’t  have  a carcinoma  by  now,  they 
wouldn’t  get  it  by  smoking  during  their  re- 
maining years.  No  physician  younger  than 
fifty-six  suggested  this,  and  one  would  sup- 
pose that  a physician  at  any  age  would  see 
the  fallacy. 

Gospel  of  moderation.  Six  physicians  took 
comfort  in  the  moderateness  with  which 
they  smoked.  Not  one,  however,  put  his 
trust  in  filter  tips.  One  said  in  a day  he 
smoked  only  one  cigaret  after  each  meal  for 
a total  of  three,  or  four,  at  the  most.  I 
would  have  been  more  impressed  if  he 
hadn’t  smoked  two  cigarets  during  the 
thirty  minutes  he  spent  in  my  office.  One 
said  he  smoked  “a  pack  a day”  and  then, 
with  an  odd  distortion,  cited  an  item  in  the 
SGR1  which,  he  said,  indicated  that  the 
carcinoma  rate  was  high  only  in  those  who 
smoked  more  than  40  cigarets  a day.  The 
actual  figures  show  that  those  who  smoke 
from  10  to  19  cigarets  a day  have  a death 
rate  70  per  cent  higher  than  that  for  non- 
smokers!  (SGR— 35  and  86)  The  other  4 
physicians  said  that  their  daily  ration  was 


“about  10.”  If  they  had  checked  with  the 
SGR,  they  would  have  noted  that  the  death 
rate  is  40  per  cent  higher  for  those  who 
smoke  1 to  10  a day  than  for  nonsmokers. 

The  lesser  evil.  Only  3 of  the  42  physician- 
smokers  fell  into  the  logical  booby  trap  of 
the  “lesser  evil.”  One  said:  “Smoking 

satisfies  my  oral  needs,  and  if  I don’t  smoke. 
I’ll  eat  to  excess.  I’ve  had  a coronary,  and 
excessive  eating  is  more  dangerous  to  me 
than  smoking.”  A second  was  unwilling  to 
amplify  this  statement:  “The  emotional 

effects  of  my  going  without  cigarets  are  more 
hazardous  to  me  than  smoking.”  The 
third  physician  said:  “The  peripheral  vaso- 
constrictor effects  of  smoking  are  good  for 
me.”  This  physician,  too,  was  unwilling  or 
unable  to  explain  this  remark.  Two  non- 
smoking physicians  and  4 ex-smokers  said 
that  they  thought  there  was  merit  to  the 
thesis  that  for  some  people  smoking  was 
safer  than  overeating. 

Outright  defiance.  Except  for  the  frivo- 
lous answers,  outright  defiance  was  the  most 
popular  category.  The  answers  differed 
little,  however,  from  those  in  this  group 
given  by  laymen.  Eight  physicians  simply 
said  that  they  knew  of  the  relationship  but 
refused  to  worry  about  it.  Typical  answers 
were: 

— I’m  just  not  going  to  worry;  we  have  to  die 
sometime. 

— I believe  in  a short  life  but  a merry  one. 

— I’m  not  going  through  life  worried  about 
health  hazards.  It’s  dangerous  to  cross  the 
street,  drink  whiskey,  sail  on  a ship,  go 
swimming,  take  airplane  flights — so  what? 

— Sure,  sure,  I know  all  about  it,  and  I just 
don’t  care — so  what? 

The  only  other  review  of  physicians’  ra- 
tionalizations for  continued  smoking  that  I 
have  been  able  to  locate  is  in  the  appraisal 
in  the  June  7,  1964,  issue  of  the  Medical 
Tribune.  This  was  not  intended  as  a survey 
of  physicians’  opinions,  but  as  a by-product 
the  surveyors  noted  the  following  comments 
by  some  of  the  physicians: 

— I am  not  as  completely  convinced  as  I 
would  be  of  Koch’s  postulates. 

— Any  irritant  inhaled  over  a long  time  caus- 
ing rapid  cellular  replacement  results  in 
errors  of  cell  production. 

— I am  not  planning  to  quit  for  four  reasons: 
Life  has  so  few  joys,  I intend  to  continue 
this  one;  I gain  weight  if  I quit  smoking; 
Statistically,  I won’t  get  it  even  if  I con- 
tinue to  smoke;  and  as  a tension  releaser 
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smoking  is  better  than  ethanol  or  tran- 
quilizers. 

— The  relationship  is  not  proved  on  the  basis 
of  true  scientific  criteria. 

—This  whole  discussion  is  premature  because 
we  do  not  yet  know  the  causative  agent  of 
cancer. 

— Too  many  heavy  smokers  are  not  afflicted 
with  lung  cancer  for  tobacco  alone  to  be  it. 

Our  survey  revealed  that  86  per  cent  of  the 
1,300  doctors  who  replied,  said  “Yes” 
to  the  question:  “Are  you  convinced  that  a 
causal  relationship  has  been  established  be- 
tween cigaret  smoking  and  lung  cancer?” 

Conclusions 

1.  From  10  to  20  per  cent  of  former 
cigaret  smokers  have  given  up  cigarets  in 
the  last  few  years. 

2.  There  is  a positive  correlation  between 
educational  level  and  discontinuance  of 
smoking.  Generally,  the  better  the  educa- 
tional background  the  higher  the  propor- 
tion of  those  who  have  given  up  smoking. 

3.  Women  are  more  likely  to  keep  on 
smoking  than  men. 

4.  The  nominal  reasons  for  persistent 
smoking  fall  into  these  groups:  denial  of  the 
danger;  diversion  of  the  question  to  other 
hazards,  such  as  automobiles  or  polluted  air; 
promises  to  cut  down  on  smoking  and  /or  a 
conviction  that  smoking  is  safe  if  done  in 
moderation;  the  thesis  that  smoking  is  the 
lesser  evil  usually  means  that  it  prevents 
overeating  or  overdrinking  and  that  these 
are  more  hazardous  than  cigarets;  utterly 
irrelevant  answers  or  answers  based  on 
actual  misinformation,  such  as  “Filters  pre- 
vent cancer,”  “You  can  smoke  heavily  with- 
out inhaling,”  “Viruses  cause  bronchogenic 
carcinoma,”  and  the  like;  philosophic  de- 
fiance, a feeling  that  all  life  is  perilous  or  that 
no  one  is  going  to  tell  me  what  to  do,”  or 
that  a mature  person  enjoys  life  and  doesn’t 
fear  death;  and,  especially  among  physi- 
cians, a frantic  search  of  the  literature  for 
works  which  suggest  that  cigarets  are  not 
significant  causative  factors  in  lung  cancer. 

5.  Many  smokers,  especially  physicians, 
allay  their  anxiety  by  making  a joke  of  the 
whole  question  and  refuse  to  discuss  it 
seriously. 

6.  The  reasons  offered  will  not  bear 
scientific  scrutiny.  Less  sophisticated  re- 


spondents are  confused  by  the  avowed  un- 
certainty of  some  authorities.  If  nine 
authorities  are  certain  that  smoking  causes 
cancer  and  one  is  uncertain,  continuing 
smokers  will  believe  the  one,  not  the  nine. 

7.  Sophisticated  smokers  find  counterfeit 
comfort  in  elaborate  rationalizations. 

8.  An  educational  campaign  is  desirable 
and  harmless.  It  may  not  dislodge  emo- 
tionally rooted  rationalizations.  Since  prac- 
tice is  more  potent  than  precept,  the  physi- 
cian here  has  a rare  opportunity  of  meeting 
his  health-protecting  responsibilities. 
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Concern  over  the  incomplete  physiologic 
availability  (absorbability)  of  many  drugs 
in  certain  pharmaceutical  dosage  forms  has 
been  evident  in  numerous  recent  reports.1 
Coated  tablets,  especially  those  with  enteric 
coatings,  are  particularly  suspect.  Morrison 
and  Campbell2  of  the  Canadian  Food  and 
Drug  Laboratories  stated  recently  that  “a 
significant  proportion  of  commercially  avail- 
able enteric  coated  sabcylates  and  multivita- 
min-mineral preparations  do  not  satisfacto- 
rily fulfill  the  purpose  for  which  they  were 
intended”  because  they  either  are  not  resist- 
ant to  gastric  fluid  or  are  not  fully  absorbed. 
Coated  tablets  of  tetracycline  hydrochloride 
recently  were  withdrawn  from  the  market 
because  their  use  in  normal  doses  did  not 


result  in  therapeutically  adequate  blood 
levels. 3 Enteric  coated  ethionamide  tablets, 
although  manufactured  by  a most  modern 
process  and  using  a recently  developed  coat- 
ing material,  yielded  blood  levels  consider- 
ably lower  and  more  variable  than  those 
obtained  from  the  use  of  uncoated  tablets.4 
In  view  of  these  problems  it  is  important  to 
assess  the  ability  of  the  presently  available 
and  official  test  procedure,  the  U.S.P. 
(United  States  Pharmacopeia)  tablet  disinte- 
gration test  for  enteric  coated  tablets,5  to  de- 
tect the  lack  of  physiologic  availability  of 
these  dosage  forms.  The  present  report 
deals  with  the  incomplete  physiologic  avail- 
ability of  an  enteric  coated  aspirin  tablet 
preparation  and  the  failure  of  the  U.S.P. 
tablet  disintegration  test  to  distinguish  be- 
tween these  and  fully  absorbable  tablets. 

Experimental  methods 

Determination  of  physiologic  avail- 
ability. Normal  young  men  received  1 
Gm.  aspirin  in  the  morning  after  an  over- 
night fast.  The  drug  was  administered  once 
in  solution  dissolved  in  200  ml.  of  water  with 
the  aid  of  an  equimolar  amount  of  sodium 
bicarbonate  and  once  in  the  form  of  three 
enteric  coated  tablets  (Enseals  A.S.A.,  5 
grains,  Lot  0038-814708).  Subject  4 re- 
ceived enteric  coated  tablets  on  two  separate 
occasions.  All  tablets  were  inspected  care- 
fully prior  to  administration,  and  those 
exhibiting  even  minor  cracks  in  the  coating 
were  not  used.  Food  was  withheld  for  two 
hours  after  drug  administration.  Urine  was 
collected  quantitatively  every  two  hours  for 
the  first  twelve  hours  and  at  known  but 
irregular  intervals  thereafter  for  a total  of 
from  forty-eight  to  seventy-two  hours. 
Physiologic  availability  was  determined 
according  to  the  method  used  in  the  human 
bioassay  procedure  of  Melnick,  Hochberg, 
and  Oser6  which  has  been  applied  to  sali- 
cylates in  a number  of  previous  studies.7 
Thus, 

Per  Cent  Availability  = 

Total  salicylates  excreted  from  tablets  ^ 
Total  salicylates  excreted  from  solution 

when  the  administered  doses  are  the  same 
in  each  instance. 

Analytical  methods.  Three  ml.  of  a 
suitably  diluted  aliquot  of  each  urine  sample 
and  3 ml.  of  12  N hydrochloric  acid  were 
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TABLE  I.  Physiologic  availability  of  aspirin  from 
enteric  coated  tablets 

Total  Amount 

• — — Excreted  (Mg.)* > Physiologic 

Enteric  Availa- 

Coated  bility 

Subject  Solution  Tablets  (Per  Cent) 


1 

935 

0 

0 

2 

928 

235 

25 

3 

878 

58 

6.6 

4 

936 

954 
>857  f 

102 
>92  f 

* Total  salicylate  (expressed  in  terms  of  aspirin)  excreted 
after  ingestion  of  1 Gm.  aspirin. 

t Based  on  amount  excreted  up  to  seventy-two  hours  after 
ingestion  of  tablets,  at  which  time  excretion  was  not  yet  com- 
pleted. 


placed  in  50-ml.  glass  ampules.  These  were 
sealed  and  placed  for  sixteen  hours  in  an 
electric  oven  at  100  C.  to  hydrolyze  the 
salicylic  acid  metabolites.  After  hydroly- 
sis the  samples  were  extracted  with  ethylene 
dichloride  from  which  the  drug  was  re- 
extracted into  ferric  nitrate  reagent  solution 
according  to  the  procedure  of  Brodie,  Uden- 
friend,  and  Cobum.8  The  optical  density 
of  the  reagent  phase  was  determined  at  530 
millimicrons  with  a Hitachi  Perkin-Elmer 
spectrophotometer,  model  139.  All  deter- 
minations were  made  at  least  in  duplicate. 
The  analytical  procedure  accounts  for  all 
forms  of  salicylate,  such  as  acetylated,  free, 
glucuronide,  and  salicyluric  acid,  which  may 
be  excreted  in  the  urine.  All  data  were 
corrected  for  previously  determined  in- 
dividual average  blank  values,  which  usually 
averaged  less  than  1 mg.  of  apparent  sali- 
cylic acid  per  hour. 

Individual  tablets  were  assayed,  after 
dissolution  and  hydrolysis  in  1 N sodium 
hydroxide  solution,  by  the  method  of  Brodie, 
Udenfriend,  and  Coburn.8 

Tablet  disintegration  times  were  deter- 
mined by  the  U.S.P.  XVI  procedure  for 
enteric  coated  tablets  and  represent  the 
disintegration  time  in  simulated  intestinal 
fluid  test  solution,  following  one  hour  ex- 
posure to  simulated  gastric  fluid  test 
solution.5 

Results 

The  enteric  coated  aspirin  tablets  used  in 
this  study  became  suspect  when  none  of 
20  patients  receiving  these  tablets  exhibited 
measurable  salicylate  blood  levels  until  eight 


in  vivo  tests  showed  that  an  enteric  coated 
aspirin  tablet  preparation  which  passed  the 
U.S.P.  tablet  disintegration  test  was  physio- 
logically unavailable.  Although  one  cannot 
generalize  these  findings  to  all  enteric  coated 
tablets,  neither  can  one  rely  on  the  U.S.P. 
disintegration  test  as  an  index  of  physiologic 
availability.  Apparent  lack  of  clinical 
response  to  drugs  administered  in  coated 
tablets  may  be  caused  by  incomplete  drug 
absorption,  as  well  as  by  failure  of  the 
chemotherapeutic  agent. 


hours  after  drug  administration.  Moreover, 
average  blood  levels  obtained  after  eight 
hours  were  much  lower  than  those  resulting 
from  the  use  of  uncoated  tablets  or  enteric 
coated  tablets  of  another  brand.9  Individ- 
ual chemical  analysis  of  four  randomly  se- 
lected tablets  showed  an  average  aspirin 
content  of  330  mg.  (range:  324  to  335  mg.) 
which  ruled  out  lack  of  proper  drug  content 
as  a cause  for  the  low  salicylate  blood  levels. 

Results  of  the  determination  of  the  physi- 
ologic availability  of  these  tablets  in  4 
subjects  are  listed  in  Table  I.  Availability 
ranged  from  zero  to  100  per  cent  of  the 
administered  dose.  This  pronounced  varia- 
tion between  subjects  is  typical  of  incom- 
pletely absorbed  dosage  forms.2  Three  of 
the  4 subjects  absorbed  either  none  or  only 
a small  fraction  of  the  administered  dose. 
The  fourth  subject  absorbed  the  entire  dose 
and,  on  repetition  of  the  experiment,  again 
absorbed  all  of  the  administered  dose. 

Individual  plots  of  cumulative  salicylate 
excretion  versus  time,  depicted  in  Figure  1, 
demonstrate  the  diverse  pattern  of  absorp- 
tion among  the  subjects.  Administration  of 
aspirin  in  solution  resulted  in  consistently 
rapid  absorption  of  the  drug.  On  the  other 
hand,  aspirin  absorption  from  enteric  coated 
tablets  started  about  eight,  sixteen,  twenty- 
two,  and  twenty-six  hours,  respectively, 
after  drug  administration.  The  extent  of 
drug  absorption  apparently  was  related  to 
the  residence  time  of  the  tablets  in  the  gas- 
trointestinal tract  of  individual  subjects. 
Apparently,  subject  4 absorbed  the  full  dose 
not  because  the  tablets  taken  by  him  differed 
significantly  in  release  characteristics  from 
the  tablets  given  to  the  other  test  subjects 
but  because  his  gastrointestinal  motility  was 
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Cumulative  Amount  Excreted,  Gm  Aspinn  Equivalent 


vo  - 


Time,  hours 

FIGURE  1.  Cumulative  excretion  of  salicylate,  ex- 
pressed in  terms  of  aspirin,  as  a function  of  time 
after  ingestion  of  1 Gm.  aspirin  in  solution  (#)  and 
in  enteric  coated  tablets  (O). 

low,  which  resulted  in  longer  residence  time 
of  the  tablets  in  the  gastrointestinal  tract. 
In  this  connection  it  is  of  interest  that  non- 
disintegrating enteric  coated  tablets,  when 
given  to  human  subjects,  have  been  recov- 
ered in  the  stool  as  soon  as  twelve  hours 
after  ingestion  in  one  individual,  and  as  late 
as  seventy  hours  after  ingestion  in  another 
subject.2 

The  U.S.P.  disintegration  time  of  the 
enteric  coated  tablets  is  shown  in  Table  II, 
along  with  disintegration  times  for  enteric 
coated  sodium  salicylate  tablets  and  for 
another  brand  of  enteric  coated  aspirin 
tablets.  Both  latter  preparations  yielded 
detectable  salicylate  blood  levels  four  hours 
after  administration  and  were  apparently 
physiologically  available,  as  judged  by  blood 
level  versus  time  curves.9  All  three  prep- 
arations passed  the  U.S.P.  disintegration 
test  for  enteric  coated  tablets  which  re- 
quires that  enteric  coated  aspirin  tablets 
disintegrate  within  one  hundred  twenty-five 


TABLE  II.  U.S.P.  disintegration  time  of  physio- 
logically available  and  unavailable  enteric  coated 
tablets 


U.S.P. 

Disintegration 

> Physio- 
logic 
Availa- 
bility 

Preparation 

Aver- 

age* 

Range 

(Min- 

utes) 

Aspirin  Enseals 
Lot  0038-814708 

21 

18  to  25 

Sodium  salicylate  Enseals 
Lot  8016-816900  19 

13  to  25 

+ 

Aspirin 

Ecotrin,  Lot 
1936 

10.5 

6 to  15 

+ 

* Average  of  six  tablets. 


minutes  after  immersion  in  simulated  in- 
testinal fluid  test  solution  and  that  enteric 
coated  sodium  salicylate  tablets  disintegrate 
within  one  hundred  fifty  minutes  under  the 
same  conditions.5  In  fact,  the  physiolog- 
ically unavailable  tablets  had  more  than 
adequate  drug  release  properties,  as  judged 
by  the  in  vitro  disintegration  time.  It  is  of 
interest  that  the  readily  absorbed  enteric 
coated  sodium  salicylate  tablets  had  essen- 
tially the  same  disintegration  time  as  the 
unavailable  aspirin  tablets.  Thus,  the 
U.S.P.  test  not  only  failed  to  detect  the 
unavailable  preparation,  but  also  failed  to 
discriminate  between  it  and  an  acceptable 
tablet.  Our  findings  differ  from  those  of 
Morrison  and  Campbell,2  who  found  that 
enteric  coated  aspirin  tablets  with  disinte- 
gration times  up  to  111  ±22.7  minutes  were 
fully  absorbed.  This  difference  is  probably 
attributable  to  the  varying  types  of  enteric 
coatings  used  in  different  products,  with  the 
likelihood  that  each  has  its  own  specific 
in  vitro  to  in  vivo  relationship.  Our  in  vivo 
findings,  however,  agree:  Morrison  and 

Campbell’s  data  show  that  in  available 
tablets,  absorption  as  evidenced  by  urinary 
excretion  started  between  two  and  four  hours 
after  drug  administration,  while  no  detect- 
able urinary  excretion  of  salicylate  occurred 
prior  to  eight  hours  after  drug  ingestion  in 
the  case  of  incompletely  absorbed  tablets.2 
Our  own  data  are  in  general  agreement  with 
these  observations. 

It  should  be  recognized  that  the  poorly 
absorbable  tablets  described  in  this  report 
need  not  necessarily  reflect  the  properties  of 
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all  or  even  the  majority  of  other  lots  of  the 
same  preparation.  Similarly,  conclusions 
concerning  the  adequate  physiologic  avail- 
ability of  the  two  other  enteric  coated  tablet 
preparations  mentioned  here  are  limited  to 
the  particular  lots  tested,  since  some  types 
of  coated  tablets  have  a tendency  to  undergo 
changes  on  aging  which  can  markedly  alter 
their  drug  release  characteristics. 10  An  in 
vitro  test  which  can  serve  as  an  adequate 
availability  index  for  enteric  coated  tablets 
would  fulfill  a definite  need. 

Conclusions 

The  primary  purpose  of  this  report  is  to 
call  attention  to  the  inadequacy  of  the  U.S.P. 
tablet  disintegration  test  as  a standard  for 
physiologic  availability  of  enteric  coated 
aspirin  tablets.  An  enteric  coated  aspirin 
tablet  preparation  which  passed  the  U.S.P. 
test  was  found  to  be  physiologically  un- 
available by  in  vivo  tests.  While  one  cannot 
generalize  these  findings  to  include  all  types 
of  enteric  coated  aspirin  tablets  or  all  other 
drugs  in  enteric  coated  tablets,  neither  can 
one  rely  on  the  U.S.P.  disintegration  test  as 
an  index  of  physiologic  availability.  Ap- 
parent lack  of  clinical  response  to  drugs 


Self-test  for  cancer 

A do-it-yourself  kit  for  testing  for  cervical 
cancer  is  being  tested  among  volunteers  in 
Ulster  County.  If  successful,  the  program 
would  develop  into  state-wide  sponsorship  of 
free  tests  by  the  Public  Health  Department. 

The  incidence  of  cervical  cancer  in  women, 


administered  in  coated  tablets  should  not  be 
ascribed  to  failure  of  the  chemotherapeutic 
agent  as  such  until  the  possibility  of  in- 
complete drug  absorption  has  been  ruled 
out. 
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particularly  those  between  the  ages  of  thirty  to 
fifty,  is  second  only  to  breast  cancer.  The 
method  under  study,  which  consists  of  a kit  with 
a cardboard  mailing  tube,  is  simpler  and  less  ex- 
pensive than  the  Papanicolaou  vaginal  smear 
test. 

The  Ulster  County  Medical  Society  is  spon- 
soring a program  with  a film  and  medical  ad- 
viser lent  to  various  women’s  groups  in  an  effort 
to  encourage  women  to  join  the  program. 
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Intramural  Diverticulosis 
(Rokitansky-Aschoff 
Sinuses)  in 
Septate  Gallbladder 


Case  history 

A thirty-y ear-old  Negro  woman  suffered 
intermittent  acute  attacks  of  abdominal 
pain  during  the  five  months  preceding  ad- 
mission to  the  hospital.  The  abdominal 
pain  was  most  severe  beneath  the  right  costal 
margin  with  radiation  to  the  back.  The 
attacks  of  pain  would  be  severe  for  about 
five  minutes,  with  gradual  diminution  in 
severity  over  a period  of  an  hour.  The 
patient  noted  that  the  pains  occurred  most 
commonly  after  fatty  meals  and  would 
occasionally  occur  three  or  four  times  during 
a day. 

For  the  month  preceding  admission,  the 
pain  was  accompanied  by  nausea  and  vomit- 
ing with  diminution  of  appetite.  The  pain 
became  constant  during  the  two  weeks  pre- 
ceding admission. 

Past  history  showed  that  the  patient  was 
gravida  7,  para  7.  She  had  been  otherwise 
well  except  for  occasional  headaches  and 
mild  dyspnea. 

Physical  examination  showed  blood  pres- 
sure to  be  100/70,  temperature  99.2  F. 
Examination  of  the  abdomen  showed  a posi- 
tive Murphy  sign  with  point  tenderness  in 
the  right  upper  quadrant  of  the  abdomen. 
There  was  no  spasm  or  rebound.  Her  liver 
was  not  enlarged. 


FIGURE  1.  Oral  cholecystogram  shows  a seg- 
mented gallbladder  with  halo  of  small  densities 
(Rokitansky-Aschoff  sinuses)  about  the  fundus 
of  gallbladder  (arrows). 
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FIGURE  2.  After  fatty  meal  there  is  definite  con- 
traction of  fundal  segment  of  gallbladder  and  of 
contrast-filled  sinuses  which  are  tiny  and  too  small 
to  be  seen  on  this  photograph.  Note  that  distal 
gallbladder  segment  has  not  contracted. 


FIGURE  3.  Gallbladder  divided  by  septum  in 
which  there  is  narrow  opening.  Fundal  portion  is 
on  right  and  its  wall  is  thickened. 


tiny  collections  and  did  not  reproduce  well 
in  Figure  2. 

Surgical  discussion 

Harold  A.  Zintel,  M.D.:  The  abdomen 
was  entered  through  an  epigastric,  right 
paramedian  incision.  Palpation  of  the  gall- 
bladder showed  it  to  contain  a small  0.5-cm. 
calculus.  After  identifying  the  cystic  artery 
and  following  the  cystic  duct  to  its  junction 
with  the  common  duct,  the  cystic  duct  was 
divided  between  clamps,  and  the  gallbladder 
was  removed  from  its  bed  by  sharp  dissec- 
tion. 


Laboratory  examinations  were  normal 
with  11.8  Gm.  of  hemoglobin,  a normal  white 
blood  count,  and  a serum  bilirubin  of  0.5 
mg.  per  100  ml. 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  Oral  cholecys- 
tography demonstrated  excellent  concentra- 
tion of  contrast  material  within  a normal- 
sized gallbladder.  There  was  a definite 
separation  of  the  gallbladder  into  two  com- 
partments by  a constriction  of  the  waist  of 
the  gallbladder  (Fig.  1).  There  were  also 
several  marginal  dot-like  collections  of  con- 
trast material  about  the  fundus  of  the  gall- 
bladder. 

After  a fatty  meal,  there  was  excellent  con- 
traction of  the  distal  segment  of  the  gall- 
bladder and  little  contraction  of  the  proximal 
segment.  Again  tiny  dot-like  contrast  ma- 
terial shadows  were  seen  marginally  about 
the  fundus  of  the  gallbladder.  These  were 


Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  gallbladder 
is  shaped  like  an  hourglass  (Fig.  3).  The 
constricted  area  has  a lumen  only  0.5  cm.  in 
diameter.  The  muscularis  is  hypertrophic 
on  the  fundus  side,  of  normal  thickness  on 
the  ductal  side  of  the  constriction.  Spaces 
lined  with  columnar  epithelium  are  present 
in  the  muscularis  and  subserosa  in  all  por- 
tions of  the  gallbladder  wall  but  are  much 
more  numerous  on  the  fundus  side  of  the  con- 
striction, and  in  this  area  concretions  are 
frequently  present  in  the  spaces  (Fig.  4). 
No  calculi  are  found  in  the  lumen  of  either 
part  of  the  gallbladder. 

In  the  microscopic  sections,  some  of  the 
intramural  spaces  communicate  with  the 
gallbladder  lumen.  Serial  sections  would 
undoubtedly  reveal  similar  connections  for 
most  of  these  spaces.  The  spaces  are  more 
than  simple  outpouches.  They  frequently 
have  offshoots  or  branches  and  are  often  in- 
vested by  a band  of  fibrous  tissue  similar  to  a 
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FIGURE  4.  Section  taken  to  demonstrate  root  of 
septum  dividing  gallbladder  and  contiguous  por- 
tions of  wall.  Muscularis  on  each  side  continues 
into  septum.  Rokitansky-Aschoff  sinuses  are 
present  in  wall  on  each  side  of  and  within  septum. 
There  is  concretion  in  sinus  at  far  left  of  photo- 
graph. 


lamina  propria  (Fig.  5A).  The  constriction 
is  a circular  diaphragm  with  an  anatomic  ar- 
rangement suggesting  invagination  of  the 
gallbladder  wall.  Mucosa  covers  it  com- 
pletely, and  muscularis  extends  into  it  from 
each  side  forming  a continuous  layer  beneath 
the  mucosa  (Figs.  4 and  5B).  Spaces  lined 
by  columnar  cells  lie  between  the  two  muscle 
layers  in  the  diaphragm  and  in  the  subserosa 
overlying  it. 

Comment 

Dr.  Finby  Although  intramural  diver- 
ticulosis  of  the  gallbladder  has  been  described 


as  a normal  histologic  finding  (Rokitansky- 
Aschoff  sinuses)  in  the  gallbladder,  they  do 
not  usually  fill  with  contrast  material  during 
cholecystography  unless  they  are  abnormally 
large  and  penetrating.  The  roentgeno- 
graphic  syndrome  of  intramural  diverticu- 
losis  (Rokitansky-Aschoff  sinuses)  of  the 
gallbladder  consists  of  visualization  of  these 
dilated  sinuses  in  the  wall  of  the  gallbladder 
in  association  with  one  or  more  areas  of  con- 
striction of  the  gallbladder  lumen.  Indeed, 
a bilobed  or  constricted  gallbladder  should 
suggest  the  possibility  of  this  syndrome  even 
when  the  sinuses  are  not  visualized  by  con- 
trast material.  For  instance,  our  roentgeno- 
gram of  the  specimen  of  the  patient  presented 
shows  the  constriction  but  does  not  demon- 
strate the  sinuses  even  though  the  gallblad- 
der was  filled  under  pressure  (Fig.  6.).  This 
may  be  due  to  a valve-like  orifice  or,  more 
likely,  prior  filling  of  the  sinuses  with  bile, 
debris,  or  calculi. 

Unfortunately,  the  literature  of  this  entity 
is  confusing  because  there  has  been  a striking 
lack  of  agreement  regarding  terminology, 
perhaps  related  to  a lack  of  agreement  re- 
garding etiology.  Many  articles  have  been 
written  using  the  following  variety  of  titles 
for  the  same  condition  of  the  gallbladder: 
intramural  diverticulosis,  Rokitansky-As- 
choff sinuses,  adenomyoma,  cystadenoma, 
adenofibromyoma,  cholecystitis  glandularis 
proliferans,  and  cholecystitis  cystica.1-5 
Jutras’4  review  of  the  hyperplastic  cholecys- 
toses  has  served  to  emphasize  the  complexity 
and  confusion  of  terminology  in  this  area. 

It  is  possible  that  the  constriction  or 
“stenosis”  of  the  gallbladder  is  a congenital 


FIGURE  5.  (A)  Sinus  communicates  with  lumen,  forms  branches,  and  has  fibrous  coating  suggestive  of 
lamina  propria.  (B)  Greater  magnification  of  base  of  septum.  Muscularis  continues  from  adjacent  wall 
up  each  side  of  septum.  On  left  (fundal  side),  muscularis  is  much  thicker  than  on  right  (ductal  side). 
There  are  sinuses  within  septum. 
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FIGURE  6.  Roentgenogram  of  specimen  after 
pressure  injection  of  contrast  material  into  gall- 
bladder. The  narrowed  segment  is  still  identified 
despite  distention  of  gallbladder.  Unfortunately, 
intramural  diverticula  did  not  fill  with  contrast 
material. 


chronic  cholecystitis  with  or  without  calculi. 
Stones  tend  to  form  in  the  diverticula  and 
may  seed  into  the  gallbladder. 

Dr.  Begg:  In  his  discussion,  Dr.  Finby 
has  given  the  various  ideas  of  etiology  and 
pathogenesis  of  Rokitansky-Aschoff  sinuses. 
The  case  presented  here  supports  those  who 
believe  that  these  structures  are  neither  di- 
verticula nor  the  result  of  inflammation,  for 
the  following  reasons:  Sinuses  are  present  in 
the  normal  portion  of  the  gallbladder  wall, 
and  the  sinuses  have  a complex  configuration 
with  branching  of  their  lumens.  We  incline 
toward  the  idea  that  these  sinuses  are  a de- 
velopmental error  because  of  the  complex 
structure  of  the  sinuses  including  what  ap- 
pears to  be  a lamina  propria  about  them. 
The  curious  structure  of  the  constricting 
diaphragm  supports  this  idea  of  a develop- 
mental error.  It  has  the  appearance  of  an 
attempt  at  segmentation  or  duplication. 

The  question  arises  as  to  whether  or  not 
there  is  a relationship  between  the  symptoms 
and  the  presence  of  Rokitansky-Aschoff 
sinuses.  In  this  case  we  believe  there  is  such 
an  association  because  there  are  marked 
muscular  hypertrophy  and  moderate  inflam- 
matory reaction  in  the  fundus  of  the  gall- 
bladder, and  the  patient's  symptoms  have 
been  relieved  by  removal  of  the  gallbladder. 


abnormality  which  is  probably  responsible 
for  the  hyperplastic  mural  changes  including 
dilatation  of  the  Rokitansky-Aschoff  sinuses.5 
There  is  no  general  agreement  regarding  the 
clinical  significance  of  the  roentgen  demon- 
stration of  the  sinuses.  My  experience 
leads  me  to  believe  that  the  constriction  of 
the  gallbladder  and  the  demonstration  of  in- 
tramural diverticula  are  evidence  of  disease, 
since  there  is  almost  always  some  evidence  of 
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Subarachnoid  Puncture 
During  Attempted 
Epidural  Anesthesia 

Inadvertent  epidural  administration  of 
local  anesthetic  drugs  merely  results  in 
failure  of  a planned  spinal  anesthesia;  but 
inadvertent  intrathecal  injection  of  the 
larger  drug  dosage  required  for  a contem- 
plated epidural  anesthesia  may  have  serious 
consequences.  Two  examples  of  subarach- 
noid puncture  complicating  attempts  at 
epidural  anesthesia  are  described  here. 

Case  reports 

Case  1.  A seventy-year-old  male  was  ad- 
mitted to  the  hospital  with  a recurrent  bladder 
papilloma.  Physical  and  laboratory  findings 
were  within  normal  limits,  except  for  a sinus 
arrhythmia  with  occasional  shift  to  a nodal  pace- 
maker seen  in  the  electrocardiogram  and  a 2 plus 
albuminuria.  Transurethral  fulguration  of  the 
bladder  tumor  during  continuous  caudal  anes- 
thesia was  planned. 

Secobarbital  75  mg.,  meperidine  hydro- 
chloride 50  mg.,  and  atropine  0.4  mg.  were 
administered  intramuscularly  ninety  minutes 
prior  to  the  scheduled  time  of  operation.  On 
arrival  in  the  anesthesia  room  the  patient  was 
placed  in  the  prone  position  with  a pillow  under 
the  hips  to  elevate  the  sacrum.  After  identifica- 

Presented  and  discussed  at  conferences  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  February  3 
and  May  4,  1964.  Clinical  Anesthesia  Conferences  are  held 
on  the  first  Monday  of  each  month. 


tion  of  the  sacral  cornua  and  the  sacrococcygeal 
hiatus,  an  intradermal  wheal  was  raised  and  the 
subcutaneous  tissue  infiltrated  with  lidocaine 
(Xylocaine)  hydrochloride  1 per  cent.  A 7.5- 
cm.,  18-gauge  thin- walled  needle  was  inserted  at 
an  angle  of  45  degrees  through  the  sacrococcy- 
geal ligament.  The  angle  was  then  adjusted  to 
20  degrees  and  the  needle  advanced  for  a distance 
of  4 cm.  from  the  skin  surface.  On  removal  of 
the  stylet  cerebrospinal  fluid  appeared.  The 
needle  was  withdrawn,  and  the  planned  continu- 
ous caudal  analgesia  was  abandoned.  The 
operation  was  carried  out  with  general  anesthesia 
consisting  of  thiopental-nitrous  oxide-meperidine 
hydrochloride  sequence  without  further  com- 
plication. 

Case  2.  A seventy-year-old  woman  was 
admitted  to  the  hospital  with  occlusion  of  the 
left  popliteal  artery.  Except  for  findings  of 
hypertension  (systolic  blood  pressure  220  mm. 
Hg,  diastolic  140  mm.  Hg)  and  auricular  fibril- 
lation, the  physical  and  laboratory  examinations 
were  noncontributory.  A polyethylene  catheter 
was  introduced  via  a Huber  needle  into  the 
epidural  space  between  the  third  and  fourth 
lumbar  vertebrae.  A test  dose  of  3 ml.  of  lido- 
caine hydrochloride  1.5  per  cent  was  injected. 
After  five  minutes,  with  no  indication  of  begin- 
ning spinal  anesthesia  or  other  response  to  the 
test  dose,  an  additional  5 ml.  was  administered. 
Within  fifteen  minutes  there  was  analgesia  to  the 
level  of  the  tenth  thoracic  segment  with  evidence 
of  good  sympathetic  blockade  in  the  lower  ex- 
tremities and  no  obvious  motor  impairment. 
The  catheter  was  left  in  situ.  Four  hours  later 
the  patient  was  moved  to  the  operating  room  for 
emergency  left  lumbar  sympathectomy.  She 
was  placed  on  the  operating  table  where  8 ml.  of 
lidocaine  hydrochloride  2 per  cent  were  injected 
slowly  through  the  catheter.  Approximately 
two  minutes  later,  while  the  level  of  analgesia 
was  being  tested,  the  patient  became  uncon- 
scious. Peripheral  pulse  and  arterial  blood 
pressure  were  unobtainable,  and  respiration 
ceased  a moment  later.  Closed  chest  cardiac 
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massage  and  pulmonary  ventilation  with  oxygen 
by  face  mask  were  begun  at  once;  then  an  endo- 
tracheal tube  was  inserted.  An  infusion  of 
phenylephrine  (Neo-Synephrine)  hydrochloride, 
4 mg.  in  500  ml.  of  dextrose  5 per  cent  in  water, 
was  started.  The  pulse  became  palpable  about 
thirty  seconds  following  the  start  of  cardiac 
massage.  Blood  pressure  was  discernible  soon 
after  the  beginning  of  the  vasopressor  infusion 
with  a systolic  pressure  of  90  mm.  Hg,  which  soon 
rose  to  130  mm.  Hg.  Approximately  fifteen 
minutes  later  the  patient  was  able  to  respond  to 
verbal  commands,  such  as  opening  her  eyes,  pro- 
truding her  tongue,  and  moving  her  head,  and  it 
could  be  ascertained  that  she  had  motor  and 
sensory  anesthesia  to  the  level  of  the  third 
cervical  segment.  The  patient  continued  to 
improve,  and  the  endotracheal  tube  was  removed 
two  hours  later.  Since  initially  8 ml.  (120  mg.) 
of  lidocaine  hydrochloride  1.5  per  cent  adminis- 
tered epidurally  had  resulted  in  sympathetic 
blockade  of  the  lower  extremities,  while  four 
hours  later  total  spinal  blockade  followed  the 
injection  of  the  same  volume  of  lidocaine  2 per 
cent  (now  160  mg.),  it  could  only  be  assumed 
that  the  latter  had  been  accidentally  injected 
intrathecally. 

Comment 

It  is  obvious  that  subarachnoid  puncture 
is  to  be  scrupulously  avoided  during  in- 
sertion of  a needle  or  catheter  into  the  epi- 
dural space.  A free  flow  of  spinal  fluid 
through  the  needle  signals  the  necessity  for 
a change  in  the  original  plan,  which  needs 
no  further  comment  here.  The  likelihood 
of  this  occurrence  is  clearly  understood 
during  the  intervertebral  approach  to  the 
epidural  space,  whether  in  the  cervical, 
thoracic,  or  lumbar  area,  where  a single  layer 
of  dura  mater  and  its  lining  of  arachnoid 
membrane  constitute  the  thin  dividing  line 
between  epidural  and  subarachnoid  anes- 
thesia. The  phenomenon  is  more  unusual 
during  the  institution  of  caudal  epidural 
anesthesia,  but  it  does  occur,  as  in  Case  1. 
Lanier,  McKnight,  and  Trotter1  dissected 
a large  number  of  fresh  and  embalmed  ca- 
davers and  found  that  in  46.6  per  cent 
of  cases  the  dura  terminated  below  the 
middle  third  of  the  body  of  the  second  sacral 
vertebra.  They  noted  that  the  mean  dis- 
tance between  the  apex  of  the  sacrococcygeal 
hiatus  and  the  termination  of  the  dural  sac 
was  47.4  mm.,  with  a range  of  19  to  75  mm. 
In  42  per  cent  of  the  cases  the  distance  was 
less  than  the  mean  of  47.4  mm.,  which  in- 
cludes an  allowance  of  10  mm.  for  skin  and 


subcutaneous  tissues.  In  other  words,  not 
infrequently  the  subarachnoid  space  can 
be  pierced  at  a depth  of  4 cm.  from  the  skin 
surface  during  attempted  caudal  anesthesia. 
This  happened  in  Case  1. 

Again,  a polyethylene  catheter  inserted 
into  the  epidural  space  may  pierce  the  dura, 
so  that  a subsequent  drug  injection  enters 
the  intrathecal  space  and  results  in  high  or 
total  spinal  blockade.  This  is  especially 
likely  to  occur  during  vigorous  movement 
of  the  patient,  whether  spontaneously  acti- 
vated or  occasioned  by  transport  from  one 
area  to  another  as  in  Case  2.  Moore  and 
Bridenbaugh,2  in  a review  of  continuous  epi- 
dural and  caudal  block  administered  for 
vaginal  delivery,  found  that  perforation  of 
the  dura  occurred  more  frequently  between 
the  first  and  second  or  second  and  third  in- 
jections than  during  insertion  of  the  catheter 
itself. 

These  cases  emphasize  the  importance  of 
injecting  a small  test  dose  of  local  anesthetic 
solution  into  the  epidural  space  before  ad- 
ministering the  full  anesthetizing  dose. 
Even  if  cerebrospinal  fluid  cannot  be 
demonstrated,  a test  dose  will  produce 
spinal  anesthesia  if  the  arachnoid  membrane 
has  been  pierced.  It  must  also  be  strongly 
urged  that  another  test  dose  be  used  prior 
to  the  injection  of  larger  amounts  of  local 
anesthetic  agent  in  cases  where  a block  has 
not  been  reinforced  for  some  time  or  when  a 
patient  has  been  moved  from  one  bed  to 
another  with  an  epidural  catheter  in  place. 

Case  2 also  demonstrates  that  excessively 
high  or  total  spinal  blockade  need  not  end 
in  disaster,  even  in  the  geriatric  patient,  if 
appropriate  resuscitative  measures  are  in- 
stituted without  delay.  These  consist  of 
relieving  oxygen  want  by  assisting  or  con- 
trolling ventilation  with  100  per  cent  oxygen, 
correcting  arterial  hypotension  by  the  in- 
travenous injection  of  vasoconstrictor  drugs, 
and  maintaining  effective  circulation  with 
cardiac  massage  if  necessary. 
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Qryptorchism  defines  the  incomplete  de- 
scent of  the  testes  from  their  extraperitoneal 
location  in  the  iliac  fossa  to  the  scrotum.1 
Although  it  is  the  most  prevalent  anomaly  of 
the  genitourinary  tract,  occurring  in  1.5  per 
cent  of  the  male  population,  a lack  of  aware- 
ness of  its  latent  malignant  potentialities  is 
not  infrequent.2  The  complications  most 
frequently  associated  with  imperfectly  de- 
scended testes  are  congenital  hernia,  atrophy 
of  the  spermato genic  series  with  sterility, 
and  malignant  transformation. 3 

Pack  and  Le  Fevre,4  in  a study  of  16,565 
patients  with  malignant  disease,  placed  the 
incidence  of  malignant  testicular  neoplasms 
at  1 per  cent,  constituting  only  3.4  per  cent 
of  all  mitotic  lesions  of  the  genitourinary 
tract.  Despite  this  infrequency,  these  testic- 
ular tumors  are  the  most  common  genito- 
urinary malignant  conditions  in  the  male 
between  the  ages  of  twenty-five  and  thirty- 
five  years.4-9  Grabstald,  Rhamy,  and  Dry- 
den,10  reviewing  115  cases  of  malignant 
tumors  of  the  testis,  reported  only  3 Negro 
patients,  confirming  the  belief  that  the  dis- 
ease is  rarely  seen  in  this  race.  The  most 
common  histologic  malignant  transformation 
in  anomalously  situated  testes  is  seminoma, 


followed  by  terato  carcinoma,  embryonal 
carcinoma,  and  teratoma,  in  that  order.10 

The  over-all  infrequency  of  malignant 
transformation  of  undescended  testes,  its 
occurrence  in  a Negro,  and  the  presence  of 
two  histologic  varieties  in  the  same  patient 
has  prompted  us  to  report  a case  seen  re- 
cently at  Meadowbrook  Hospital. 

Case  report 

A forty-two-y ear-old  Negro  male  was  ad- 
mitted September,  1961,  with  a chief  com- 
plaint of  abdominal  swelling  of  one  year’s 
duration.  The  patient  had  a congenital 
hypospadias  of  the  penoscrotal  type,  asso- 
ciated with  chordee  and  bilateral  cryp- 
torchidism. At  twenty-five  years  of  age,  a 
repair  of  the  hypospadias  was  attempted, 
and  a congenital  right  inguinal  hernial  de- 
fect was  corrected.  Both  testicles  were 
found  to  be  abdominal  in  position,  and 
surgical  descent  was  impossible  because  of  a 
short  vascular  pedicle.  At  forty  years  of 
age,  release  of  the  chordee  was  undertaken 
at  another  institution,  and  no  abdominal 
mass  was  felt  at  this  time.  The  patient  has 
had  a childless  marriage,  admitting  to 
difficulty  in  copulation,  but  no  erectory, 
ejaculatory,  or  urinary  obstacles. 

A physical  examination  revealed  a small, 
muscular  Negro  male,  of  masculine  habitus, 
with  clinical  findings  restricted  to  the  ab- 
domen and  genitourinary  tract.  The  ab- 
domen was  enlarged;  a firm,  fixed  tender 
mass,  dull  to  percussion,  with  smooth 
regular  borders  occupied  the  entire  lower 
abdomen  extending  to  5 cm.  below  the 
umbilicus.  The  penis  was  small,  curved 
ventrally,  with  a urethral  meatus  at  the 
penoscrotal  level.  The  scrotum  was  under- 
developed and  empty  of  any  testicular 
components.  A rectal  examination  revealed 
an  extremely  small  prostate.  The  hair  dis- 
tribution and  breast  contours  were  of  the 
normal  masculine  configuration. 

Preoperative  urine  and  blood  chemistry 


3012  New  York  State  Journal  of  Medicine  / December  15,  1964 


determinations  were  within  normal  limits  as 
were  levels  of  17-ketosteroids  and  17- 
hydroxy  corticosteroids.  The  Aschheim- 
Zondek  test  showed  negative  results,  and 
buccal  smears  were  negative  for  female 
chromosomes.  A scout  x-ray  film  of  the 
abdomen  revealed  a noncalcified,  soft  tissue 
density  overlying  the  lower  vertebrae. 
Intravenous  pyelography  showed  mild  bi- 
lateral hydronephrosis.  Cystoscopy  showed 
normal  findings,  but  cysto grams  revealed 
compression  of  the  bladder  dome  by  an 
extrinsic  mass.  Proctoscopy  and  barium 
enema  showed  displacement  of  the  entire 
large  bowel  eccentrically. 

At  laparotomy,  a large,  well-encapsulated 
tumor  was  found  occupying  the  lower 
abdominal  cavity  and  the  pelvis;  it  was 
delivered  through  the  wound  without  diffi- 
culty, its  single  vascular  pedicle  originating 
from  the  left  inguinal  region.  The  right 
testicle  could  not  be  identified.  The  gross 
specimen  (Fig.  1)  measured  15  by  20  cm. 
and  on  section  was  solid  and  highly  vascular 
with  isolated  areas  of  cystic  transformation. 
Microscopic  sections  revealed  the  presence 
of  areas  of  teratocarcinoma  and  seminoma. 

This  patient’s  postoperative  course  was 
uneventful.  A repeat  intravenous  pyelo- 
gram  no  longer  demonstrated  hydrone- 
phrosis, and  he  was  discharged  on  the  eleventh 
postoperative  day.  Following  discharge,  the 
patient  received  a total  dose  of  2,000  r to  two 
anterior  and  two  posterior  pelvic  ports  with 
250  kilovolts. 

The  patient  has  been  followed  until  the 
present  date  and  is  asymptomatic,  with  no 
clinical  or  radiologic  evidence  of  recurrent 
disease. 


Comment 

In  1906  Chevassu  first  described  a testic- 
ular malignant  condition  which  he  believed 
to  be  of  spermatoblastic  origin  and  to  which 
he  suggested  the  name  “seminoma.”  He 
subsequently  advocated  the  predisposition 
of  the  nondescended  gonad  to  seminoma 
transformation . 

Moore  and  Quick,11  followed  by  Newman 
and  Wilhelm,12  clearly  demonstrated  that 
maximal  development  and  fertility  of  the 
male  gonads  is  achieved  because  of  the 
thermoregulation  provided  by  the  scrotum. 
Deprival  of  this  physiologic  ambiance  results 


FIGURE  1.  Appearance  of  gross  specimen,  well 
encapsulated  and  measuring  15  by  20  cm. 


in  testicular  cellular  derangement  extending 
from  anemia  and  atrophy,  on  one  hand,  to 
hyperplasia  and  malignant  transformation 
on  the  other.13  Murray  and  Ewert’s14 
review  of  694  cases  of  cryptorchism  re- 
vealed a testicular  malignant  condition 
incidence  of  11  per  cent.  This  figure  has 
been  substantiated  by  the  work  of  others. 
Thus,  testicular  tumors  in  cryptorchids  are 
more  than  22  times  more  prevalent  than  in 
the  normal  male. 

The  most  frequent  malignant  tumor  of  the 
nondescended  testes  is  seminoma.  How- 
ever, it  has  been  hypothesized  by  Willis16 
that  the  testicular  teratomas  are  likewise 
developmental  anomalies  predisposed  by 
endocrine  and  metabolic  factors  to  semi- 
nomatous  transformation.  The  coexistence 
in  the  same  gonad  of  both  these  histologic 
types,  as  in  the  case  presented,  seems  to  sub- 
stantiate this  hypothesis. 

Treatment 

Treatment  of  malignant  tumors  of  non- 
descended testes  is  dependent  on  the  histo- 
logic type  encountered.  Most  authors  are 
in  agreement  that  pure  seminoma  should  be 
treated  with  excision  of  the  primary  tumor 
followed  by  radiotherapy  to  periaortic 
nodes. 16- 17 

When  the  primary  tumor  is  teratocar- 
cinoma and  there  is  no  evidence  of  lymph 
node  metastases,  opinions  differ  as  to  the 
necessity  of  performing  a retroperitoneal 
node  dissection. 
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In  the  case  presented,  a thorough  ex- 
ploration failed  to  reveal  any  metastatic 
disease,  and,  consequently,  excision  of  the 
primary  tumor  was  felt  to  be  adequate  treat- 
ment. 

The  prognosis  in  those  patients  presenting 
signs  and  symptoms  of  more  than  one 
histologic  malignant  neoplasm  is  obviously 
that  of  the  more  anaplastic  element  found, 
in  this  instance,  teratocarcinoma. 

Summary 

Malignant  testicular  tumors  account  for 
1 per  cent  of  all  malignant  conditions  oc- 
curring in  males  and  is  22  times  more  com- 
mon in  the  cryptorchid  than  in  normally 
descended  testes. 

In  turn,  only  2 to  3 per  cent  of  these 
testicular  neoplasms  occur  in  the  Negro. 

A case  report  of  a forty-two-year-old 
Negro  male  with  multiple  genitourinary 
anomalies  presenting  signs  and  symptoms  of 
two  histologic  malignant  neoplasms  (terato- 
carcinoma and  seminoma)  in  an  undescended 
testis  has  been  presented. 

The  pathophysiologic  mechanisms  leading 
to  these  changes  have  been  discussed. 

The  treatment  and  prognosis  of  patients 
presenting  signs  and  symptoms  of  testicular 
neoplasms  depend  on  the  histologic  type 
encountered.  When  more  than  one  malig- 


Report on  hospital  beds 

There  are  more  hospital  beds  in  semiprivate 
rooms  than  in  any  other  kind  of  hospital  accom- 
modation, according  to  the  American  Hospital 
Association  in  a survey  of  general  hospitals. 

Nearly  half  of  all  beds  in  4,709  reporting  non- 
federal  short-term  general  hospitals  surveyed  by 
the  Association  are  in  semiprivate  rooms. 
These  surveyed  hospitals  care  primarily  for 
patients  with  acute  illnesses  or  injuries.  The 
beds  counted  in  the  survey  were  those  allocated 
for  the  usual  adult  paying  patient.  Beds  set 
aside  for  pediatric,  long-term  patients,  for  inten- 


nant type  is  present,  treatment  and  prog- 
nosis are  those  of  the  more  anaplastic  ele- 
ment. 
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sive  care,  or  for  charity  use  were  not  included. 

Since  1960,  the  total  number  of  these  non- 
special beds  in  general  hospitals  increased  from 
504,874  to  513,610  with  most  of  the  increase  in 
two-bed  room  units,  the  survey  shows.  In  1960, 
beds  in  semiprivate  rooms  accounted  for  43.8 
per  cent  of  all  general  hospital  beds  compared  to 
49.2  per  cent  of  the  beds  in  these  rooms  today. 
During  this  period,  the  percentage  of  beds  in 
single,  three-bed,  four-bed,  five-bed,  and  six-or- 
more  bed  units  decreased.  Single-bed  units 
still  account  for  the  second  largest  number  of 
hospital  beds:  112,329,  or  21.9  per  cent.  The 
increase  in  two-bed  accommodations  is  attrib- 
uted to  increased  utilization  of  hospitals  by 
patients  with  hospitalization  insurance. 
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FIGURE  1.  (Left)  Left  os  calcis  seen  in  tangential 
view,  with  (right)  normal  right  os  calcis  for  com- 
parison. Note  the  multiloculated  character  of  the 
cystic  lesion  and  thinning  of  the  cortex. 


N eurilemmoma  of  bone  is  seldom  re- 
ported. In  all,  Jaffe1  has  seen  2 cases,  1 
involving  the  sacrum  and  another,  the 
patella.  The  early  description  of  this  tumor 
was  confused  by  the  changing  nomenclature. 
Jones2  ascribes  the  first  reported  case  to 
Verocay,  who  called  the  tumor  “neurinoma” 
in  1908.  Mallory  and  Parker3  used  the  term 
“perineural  fibroblastoma”  to  suggest  its 
fibroblastic  origin  from  the  nerve  sheath. 
Others  have  termed  it  “schwannoma,” 
thinking  that  it  arose  from  the  sheath  of 
Schwann.  Stout4  introduced  the  generally 
accepted  term  of  neurilemmoma.  Peers5  re- 
ported an  incident  of  a forearm  amputation 
of  a tumor  diagnosed  as  a neurogenic  sarcoma 
of  the  ulna,  which  histologic  review  would 
probably  have  shown  to  be  a malignant  lesion 
but  which  has  been  questionably  quoted  in 
the  past  as  an  example  of  a neurilemmoma  of 
bone.  Gross,  Bailey,  and  Jacox,6  described  a 
lesion  that  they  termed  an  “intramedullary 
neurofibroma.”  This  lesion  was  of  the  hu- 
merus and  was  a benign  neurilemmoma,  as 
it  is  now  termed. 

DeSanto  and  Burgess,7  in  describing  one 
primary  neurilemmoma  of  the  ulna  and 
another  case  of  secondary  invasion  of  the 
sacrum  of  a fifth  lumbar  nerve  root  tumor, 
have  tried  to  clarify  the  relationship  of 
neurilemmoma  of  bone  to  neurofibroma  of 
bone  and  Recklinghausen’s  disease.  An 
important  conclusion  of  their  report  is  that 
bone  invasion  by  a neurogenic  tumor  does 
not  per  se  indicate  a sarcomatous  trans- 
formation of  a benign  tumor  and  that  curet- 


tage and  bone  grafting  constitute  adequate 
management  of  neurilemmoma  of  bone. 
Other  descriptions  of  neurilemmoma  primary 
in  bone  are  a sacral  lesion  by  Conley  and 
Miller,8  mandibular  lesions  by  Schroff9  and 
Spilka,10  rib  involvement  by  Hochberg  and 
Rivkin,11  a metacarpal  lesion  by  Jones,2  and 
a phalangeal  tumor  by  Seth,  Rao,  and 
Kathpalia.12 

The  rarity  of  neurilemmoma  of  bone  is 
apparent  from  this  review  of  the  literature. 
The  management  of  this  unique  case  of 
involvement  of  the  os  calcis  was  deemed 
noteworthy  by  the  authors. 

Case  report 

A forty-three-year-old,  white  female  pa- 
tient was  seen  in  October,  1962,  complaining 
of  pain  in  the  left  os  calcis  of  three  weeks 
duration.  Her  past  medical  history  revealed 
that  she  had  had  a bilateral  varicose  vein 
ligation  twelve  years  prior  to  admission. 
Otherwise,  the  history  was  not  significant. 

The  physical  findings  were  of  some  fullness 
and  heat  in  the  left  heel,  no  limp,  and  full 
range  of  motion  of  the  subtalar  joint.  She 
had  no  skin  nodules  or  brown  pigmented 
areas.  The  chief  complaint  was  of  mild  pain 
in  the  left  heel  with  weight  bearing. 

Roentgenograms  showed  that  the  lateral 
cancellous  portion  of  the  os  calcis  was 
occupied  by  a multiloculated  cystic  lesion 
that  thinned  out  but  did  not  violate  the 
cortex  (Fig.  1).  A bone  survey  showed 
negative  results  except  for  the  lesion  de- 
scribed. The  differential  diagnoses  con- 
sidered by  the  surgeon  were  giant-cell  tumor, 
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FIGURE  2.  Microscopic  appearance  of  tumor 
showing  spindle  cells  with  typical  palisaded  ar- 
rangement. 


osteogenic  fibroma,  chondromyxofibroma, 
and  adamantinoma  of  the  left  os  calcis. 

At  operation,  a large  cystic  cavity  oc- 
cupying roughly  two  thirds  of  the  left  os 
calcis  was  found.  The  tumor  appeared 
bluish-purple  in  color  and  eroded  through  the 
lateral  cortex  as  a soft,  nonhemorrhagic 
lesion.  After  thorough  curettage  it  was 
packed  with  bone  chips  from  the  left  iliac 
crest. 

The  microscopic  appearance  was  that  of 
typical  neurilemmoma,  consisting  of  spindly 
fibroblastic  cells  arranged  in  interlacing 
bundles  and  whorls  and  embedded  in  a 
finely  fibrillated  collagenous  stroma.  The 
cells  were  fairly  uniform,  and  no  mitoses 
were  seen.  Palisading  was  frequent  (Fig.  2). 

The  postoperative  course  was  uneventful. 
The  patient  was  allowed  to  bear  weight  after 
three  months,  has  resumed  all  of  her  normal 
activities,  and  is  gainfully  employed  as  a 
secretary.  She  does  not  favor  the  heel, 
uses  no  external  support,  wears  normal  shoes, 
and  is  free  of  pain.  A roentgenogram  taken 
one  year  after  the  original  discovery  of  the 
cystic  cavity  revealed  considerable  con- 
solidation due  to  new  bone  formation  and 
incorporation  of  the  surgically  inserted  bone 
chips  (Fig.  3). 

Summary 

We  have  presented  a case  of  rare  primary 
neurilemmoma  of  bone.  Approximately  10 
cases  of  this  type  of  tumor  have  been 


FIGURE  3.  (Left)  Left  os  calcis  one  year  after  sur- 
gery, with  (right)  normal  right  os  calcis. 


reported;  this  is  the  first  report  of  its  oc- 
currence in  the  os  calcis.  The  origin  of 
neurogenic  tissue  appearing  in  the  bone 
lesion  is  apparently  from  minute  nerve 
twigs  accompanying  the  nutrient  artery. 
Surgical  curettage  and  autogenous  bone 
grafting  bone  produced  a good  functional 
result. 
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The  Ehlers-Danlos  syndrome  is  a heredi- 
tary disorder  of  connective  tissue  which  in 
its  classic  form  is  characterized  by  cutaneous 
fragility  and  hemorrhagic  phenomena  re- 
sulting from  minor  trauma,  hyperelasticity 
of  the  skin;  and  hyperextensibility  of  the 
joints.1-3  The  diagnosis  may  become  im- 
mediately apparent  from  a history  of  multi- 
ple wounds  resulting  from  minor  trauma. 
These  are  gaping  “fish-mouth”  lacerations 
that  hold  sutures  poorly  and  heal  slowly 
with  the  formation  of  atrophic  papyraceous 
scars.  There  is  often  associated  pseudo  tumor 
and  subcutaneous  nodule  formation. 4 “6  The 
syndrome  has  been  completely  described  by 
McKusick7  in  his  excellent  monograph. 

Although  relatively  few  cases  of  the 
Ehlers-Danlos  syndrome  have  been  re- 
ported, this  probably  is  not  due  to  its  rarity 
but  rather  to  lack  of  recognition  of  its  minor 
manifestations  and  its  incomplete  forms, 
or  formes  frustes.  It  is  the  purpose  of 
this  report  to  call  attention  to  the  forme 
fruste  characterized  by  one  or  more  of  the 
cutaneous,  hemorrhagic,  and  articular  ab- 
normalities. In  addition,  coagulation  stud- 
ies were  performed  on  our  patient  in  an 
attempt  to  delineate  further  the  nature  of 
the  hemorrhagic  phenomenon. 


Case  report 

A thirty -one-year-old,  married,  white 
woman  was  seen  in  consultation  with  com- 
plaints of  easy  bruising  of  five  years  duration 
and  marked  fragility  of  the  skin  without 
obvious  trauma  during  the  past  three  years. 
The  latter  was  characterized  by  frequent 
lacerations  of  the  lower  extremities  resulting 
from  unusually  minor  trauma.  The  patient 
noted  that  the  wounds  healed  poorly,  with 
frequent  infection.  She  stated  that  sutures 
were  not  well  retained.  She  also  reported 
intermittent  dependent  ankle  and  pedal 
edema  of  five  years  duration  and  recurrent 
episodes  of  urticaria  without  any  known 
precipitating  cause.  The  former  was  con- 
trolled with  chlorthiazide  and  the  latter, 
with  tripelennamine  hydrochloride.  The 
patient’s  past  history  and  family  history 
were  unrevealing. 

Physical  examination  revealed  that  the 
patient  was  moderately  overweight  and  ap- 
prehensive. The  blood  pressure  was  120/84 
mm.  Hg,  and  the  pulse  rate  was  84  per  minute. 
The  pertinent  physical  findings  included  mul- 
tiple small  ecchymotic  areas  on  the  legs, 
thighs,  and  breasts.  The  pretibial  areas 
showed  a 1 plus  pitting  edema,  with  many 
paper-thin,  shiny  erythematous  areas  of  scar 
tissue.  Varicose  veins  were  present  bilater- 
ally. Marked  dermatographia  of  the  thorax 
was  noted,  and  a slight  degree  of  hyperex- 
tensibility at  the  metacarpophalangeal  joints 
was  demonstrable.  The  remainder  of  the 
examination  revealed  nothing  remarkable. 

The  hemoglobin  was  16.4  Gm.  per  100 
ml.,  the  hematocrit  was  51,  and  the  total 
white  cell  count  was  10,050,  with  a normal 
differential  count.  The  sedimentation  rate 
was  normal.  Additional  laboratory  tests, 
all  of  which  yielded  normal  or  negative  re- 
sults, included  a serologic  test  for  syphilis, 
fasting  blood  sugar,  blood  urea  nitrogen, 
liver  function,  serum  electrophoresis,  lupus 
erythematosus  preparation,  basal  metabolic 
rate,  and  radioactive  iodine  uptake.  The 
examination  of  the  stool  for  ova  and  para- 
sites had  negative  results.  The  electro- 
cardiographic and  chest  x-ray  findings 
were  normal.  An  excretory  urogram 
showed  some  blunting  of  the  calices  in  each 
kidney  but  was  otherwise  unremarkable. 

The  results  of  coagulation  studies,  includ- 
ing bleeding,  clotting,  and  prothrombin 
time,  clot  retraction,  and  platelet  counts 
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FIGURE  1.  Photomicrographs.  (A)  Skin  biopsy  showing  mild  atrophy  of  the  epidermis,  absence  of  the 
rete  pegs,  fibrosis  of  the  dermis  and  absence  of  inflammatory  cells  (hematoxylin  and  eosin  stain).  (B) 
Fragmentation  and  irregularity  of  elastic  fibers.  (C)  Fragmentation,  disruption,  and  irregularity  of  elastic 
fibers.  (D)  High-power  section  of  the  upper  dermis  showing  focal  thickening  of  elastic  fibers  and  irregular 
distribution  and  thickening  of  collagen  bundles.  (Verhoeff  Stain) 


were  normal.  The  latter  was  mildly  de- 
pressed on  a single  occasion.  The  findings 
of  prothrombin  consumption  and  throm- 
boplastin generation  tests  were  within 
normal  limits.  The  Rumpel-Leede  tourni- 
quet test  had  a negative  result. 

A biopsy  of  the  skin  of  the  left  calf  showed 
minimal  atrophy  of  the  epidermis  and 
fibrosis  of  the  dermis  (Fig.  1A).  The  skin 
appendages,  blood  vessels,  and  subcuta- 
eous  adipose  tissue  were  histologically  nor- 
mal. The  sections  stained  with  hematoxy- 
lin and  eosin  showed  faintly  basophilic 
staining  of  the  collagen  tissue  in  some  areas. 
The  mucicarmine  stain  findings  were  neg- 
ative. The  sections  stained  by  the  Ver- 
hoeff-van  Geison  technic  showed  frag- 
mentation of  the  elastic  fibers  throughout 
the  dermis  (Fig.  IB,  C,  and  D).  The 
elastic  fibers  showed  irregular  distribution 
and  focal  areas  of  thickening.  The  collagen 
fibers,  particularly  in  the  upper  dermis, 
showed  disruption  and  irregularity  of  the 
collagen  bundles  (Fig.  ID). 


Comment 

The  Ehlers-Danlos  syndrome  in  its  clas- 
sic form  presents  little  diagnostic  difficulty 
for  the  astute  clinician.  The  combination 
of  cutaneous,  articular,  and  hemorrhagic 
phenomena  in  the  affected  person  provides 
a unique  and  unmistakable  clinical  entity. 
Incomplete  or  formes  frustes  of  the  disease 
have  been  described  frequently, 2 ’4-5-8- 9 and 
it  is  with  these  manifestations  that  prob- 
lems of  differential  diagnosis  may  arise. 
Indeed,  some  authors  feel  that  the  complete 
form  of  the  syndrome  is  a rarity.10  Mc- 
Kusick7  believes  that  the  Ehlers-Danlos  syn- 
drome is  one  of  the  most  frequent  of  the 
heritable  connective  tissue  disorders.  He 
noted  that  cutaneous  and  articular  hyper- 
elasticity is  a graded  trait  and  that  the 
resultant  difficulty  in  recognizing  mild 
forms  of  the  syndrome  has  resulted  in  the 
relatively  few  cases  reported.  The  Ehlers- 
Danlos  syndrome  is  considered  to  be  trans- 
mitted as  an  autosomal  dominant.  The 
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existence  within  a kinship  of  individuals 
with  only  one  or  two  manifestations  of  the 
classic  syndrome  is  probably  related  to 
reduced  penetrance  of  the  gene  with  variable 
expressivity.5-7-11  The  appearance  of  spo- 
radic cases  of  the  disorder  may  be  the  result 
of  mutation  or  the  failure  to  recognize 
incomplete  manifestations  of  the  syndrome 
in  other  members  of  a family.  The  his- 
tologic diagnosis  of  the  Ehlers-Danlos  syn- 
drome may  present  difficulties.  Thicken- 
ing of  the  elastic  fibers  in  the  upper  cutis,12 
merging  of  collagen  bundles  with  elastic 
fibers,13  and  “insufficient  weaving  together 
of  collagen  elements’' 3 have  been  described. 

In  our  patient  the  major  abnormality 
was  the  very  striking  fragility  of  the  skin 
which  was  not  associated  with  any  hyper- 
elasticity. In  addition,  multiple  ecchymoses 
and  a slight  increase  in  joint  mobility  was 
noted.  The  ease  of  dehiscence  of  sutured 
lacerations  in  this  patient  was  best  ex- 
emplified by  the  gastrocnemius  biopsy 
site  which  disrupted  on  the  nineteenth 
day.  Postsurgical  wound  dehiscence  is  a 
complication  often  encountered  in  this  syn- 
drome.7-14-16 Frequent  wound  infection  oc- 
curred in  our  patient,  which  parallels  the 
observations  of  Barber,  Fiddes,  and  Ben- 
ians.6  The  skin  biopsy  showed  irregular 
distribution,  focal  thickening,  and  frag- 
mentation of  the  elastic  fibers,  together 
with  disruption  and  irregularity  of  collagen 
fibers  in  the  upper  dermis.  The  total 
number  of  elastic  fibers  did  not  appear  to  be 
abnormal.  It  is  of  interest  that  the  histo- 
logic changes  were  much  more  striking  in 
sections  stained  by  the  Verhoeff-van  Geison 
technic  than  with  the  use  of  routine  hema- 
toxylin and  eosin  stains  (Fig.  1).  These 
changes  were  significant  enough  to  confirm 
the  clinical  diagnosis  of  Ehlers-Danlos 
syndrome. 

The  patient  had  no  siblings,  and  both 
parents  were  dead.  None  of  the  char- 
acteristic abnormalities  was  present  in  any 
members  of  the  family,  according  to  the 
history  obtained.  It  is  of  interest  to  note 
the  apparent  onset  of  the  disease  in  this 
patient  during  her  late  twenties,  an  ex- 
perience similar  to  that  of  Jacobs’14  pa- 
tient, in  whom  the  disorder  began  at  age 
twenty-nine. 

Hemorrhagic  phenomena  are  frequently 
observed  in  the  Ehlers-Danlos  syndrome. 
These  may  range  from  the  commonly  seen 


easy  bruisability  with  ecchymoses  and  hema- 
tomas17 to  profuse  bleeding  following  minor 
trauma,  tonsillectomy,  or  tooth  extrac- 
tion.4-5-18 Samuels,  Schwartz,  and  Meister19 
reported  the  case  of  a patient  with  episodes 
of  epistaxis,  rectal  bleeding,  and  post- 
partum hemorrhage.  Among  the  studies 
of  the  hemostatic  mechanism  in  this  dis- 
order, the  only  abnormality  occasionally 
found  was  a positive  reaction  to  the  Rumpel- 
Leede  test.15*17-19-20  Isolated  examples  of 
poor  clot  retraction,15  prolonged  coagula- 
tion time,21  and  a moderate  diminution  of 
platelets22  have  been  cited.  Recently, 
Lisker,  Nogueron,  and  Sanchez-Medal23 
noted  the  association  of  a clotting  defect  due 
to  a plasma  thromboplastin  component 
deficiency  in  2 related  patients  with  the 
Ehlers-Danlos  syndrome.  Studies  of  the 
coagulation  mechanism  in  our  patient, 
which  included  a thromboplastin  generation 
test,  revealed  no  abnormalities.  This  is 
in  agreement  with  the  studies  of  other  in- 
vestigators, who  also  failed  to  demonstrate 
a plasma  thromboplastin  component  de- 
ficiency and  concluded  that  its  associa- 
tion with  the  Ehlers-Danlos  syndrome  was 
fortuitous.11-24  It  is  most  likely  that  the 
bleeding  tendency  in  this  disorder  results 
from  increased  capillary  fragility  secondary 
to  defective  elastic  tissue  and/or  abnormal 
collagen  fibers. 3-17-19-24 

The  recognition  of  the  Ehlers-Danlos 
syndrome  will  be  facilitated  and  increased 
with  greater  awareness  of  the  incomplete 
manifestation,  or  forme  fruste,  of  the  dis- 
order. The  diagnosis  of  this  syndrome  is  not 
merely  of  academic  interest  but  also  is  of 
distinct  pragmatic  importance  because  of  the 
associated  hemorrhagic  phenomena,  the 
facility  of  trauma,  the  difficulties  of  surgery, 
and  the  hereditary  nature  of  the  disorder. 

Summary 

The  cardinal  features  of  the  Ehlers-Danlos 
syndrome  have  been  noted  briefly.  These 
are  the  cutaneous,  articular,  and  hemorrhagic 
phenomena  which  present  chiefly  as  cu- 
taneous hyperelasticity  and  fragility,  with 
scar  formation,  hyperlaxity  of  the  joints, 
and  easy  bruising  and  hematoma  formation. 

A case  of  the  forme  fruste  of  the  disorder 
has  been  presented  manifesting  primarily 
as  dermatofragility  and  multiple  ecchymoses. 
Studies  of  the  coagulation  mechanism  in 
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this  patient  were  entirely  normal.  No 
plasma  thromboplastin  component  de- 
ficiency, noted  by  previous  investigators, 
was  found  in  this  patient. 

The  importance  of  diagnosis  of  the  Ehlers- 
Danlos  syndrome  has  been  emphasized 
because  of  the  ease  of  trauma,  hemorrhagic 
phenomena,  the  difficulties  of  surgery,  and 
its  hereditary  nature. 
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quent  reports  and  other  cases  published  pre- 
viously in  medical  journals. 

Twelve  of  the  reported  deaths  occurred  in  the 
Far  East  where  chloroquine  is  widely  used  for 
preventing  malaria.  The  other  victim  was  an 
arthritic  patient  in  this  country  being  treated 
with  the  drug.  Suicide  was  the  most  likely  ex- 
planation in  all  cases. 

“Ready  availability  is  one  of  the  features  of 
drug-induced  poisonings,”  the  article  states. 
“In  a drug  of  reputedly  low  toxicity,  the  use  of 
chloroquine  as  a suicidal  agent  indicates  that 
control  of  large  supplies  of  the  tablets  should  be 
maintained  with  care.” 
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|n  this  report  we  present  the  results  of 
our  observations  of  2 patients  in  the  New 
York  City  area  with  ulcers  on  the  plantar 
surface.  Our  purpose  in  describing  these 
cases  is  to  emphasize  the  need  to  consider 
Hansen’s  disease  in  the  diagnosis  of  ulcers  of 
the  foot.  We  have  been  able  to  heal  these 
refractory  ulcers  by  the  use  of  sodium 
sulfoxone  (Diasone  sodium),  the  specific  for 
Hansen’s  disease.  A critical  evaluation  of 
the  newer  technics  for  confirmation  of  this 
diagnosis  is  presented. 

The  awareness  of  the  existence  of  Hansen’s 
disease  helps  to  differentiate  it  from  the 
more  common  causes  of  leg  and  foot  ulcers 
in  peripheral  vascular  diseases.  Thus,  there 
is  a need  to  evaluate  all  lower-extremity 
ulcers  with  specific  diagnostic  tests,  such  as 
blood  sugar  for  diabetes,  cryoglobulins  for 
cryoglobulinemia,  ulcer  biopsy  for  epi- 
thelioma, and  a complete  blood  count,  bone 
marrow  biopsy,  and  Coombs’  test  for  sickle 
cell  anemia,  Cooley’s  anemia,  and  hemolytic 
anemia.  A careful  history  and  accurate 
physical  examination  can  usually  differ- 
entiate a thromboangiitis  obliterans  ulcer 
from  that  of  peripheral  arteriosclerosis 

* This  study  was  aided  by  a grant  from  the  Vascular  Re- 
search Fund,  New  York  Medical  College. 


FIGURE  1.  Case  1.  Two  ulcers  on  plantar  surface 
of  each  foot  under  heads  of  first  and  fifth  meta- 
tarsals. 


obliterans.  Similarly,  the  ulcer  of  varicose 
veins  is  differentiated  from  that  of  diabetic 
neuritis  by  physical  evaluation,  and  the  post- 
phlebitic  ulcer  is  differentiated  from  that  of 
chronic  lymphedema  by  lymphangiography. 

The  following  are  2 typical  cases  of  foot 
ulcers  due  to  Hansen’s  disease  found  in  the 
New  York  City  area. 

Case  reports 

Case  1.  The  patient,  a forty-five-year- 
old,  unemployed  Puerto  Rican  man,  was 
first  seen  in  the  peripheral  vascular  clinic  on 
February  14,  1962.  Two  ulcers  were  present 
on  the  plantar  surface  of  each  foot,  under  the 
heads  of  the  first  and  fifth  metatarsals  (Fig. 
1).  He  complained  that  for  eighteen  months 
he  had  had  cramplike  sensations  to  the 
fingers  of  the  left  hand  and  the  toes  of  the 
left  foot  and  also  had  had  recurrent  episodes 
of  epistaxis.  Progressive  depression  of  the 
bridge  of  the  nose  had  been  noted  in  the  last 
year. 

Physical  findings.  Physical  examination 
revealed  the  following  significant  findings: 
loss  of  hair  of  the  eyebrows  and  moustache 
and  thickening  of  the  skin  in  the  eyebrow 
and  zygomatic  regions.  The  nasal  skeleton 
was  extensively  mutilated,  with  loss  of  the 
nasal  septum.  The  face  was  leonine,  with 
some  nodules  present  (Fig.  2).  The  left 
hand  and  both  feet  were  extensively  muti- 
lated, with  contractures  of  the  fourth  and 
fifth  fingers  of  the  left  hand  (Fig.  3A).  We 
noted  hypesthesia  of  the  face  and  anesthesia 
of  both  hands  and  feet,  the  latter  extending 
up  to  3 inches  above  the  ankles. 
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FIGURE  2.  Case  1.  Loss  of  eyebrows  and  of  hair 
on  moustache  and  mutilation  of  nasal  skeleton, 
with  resultant  flattened  nose  and  loss  of  nasal  sep- 
tum. 

Laboratory  findings.  Nasal  swabs,  skin 
scrapings  of  the  left  ear,  and  a smear  from  a 
punctured  inguinal  lymph  node  were  taken, 
all  of  which  were  negative  for  Hansen’s 
bacilli.  A lepromin  skin  test  reaction  was  re- 
ported as  negative.  The  sedimentation  rate 
was  70  mm.  per  hour.  A test  for  venereal 
disease  showed  negative  results.  Skin 
scrapings  from  the  right  elbow  were  positive 
for  Mycobacterium  leprae.  * 

The  case  was  diagnosed  as  Hansen’s 
disease,  lepromatous  type. 

* Confirmed  by  Max  Sterman,  M.D.,  Division  of  Tropical 
Disease  Diagnostic  Clinic,  Metropolitan  Hospital,  New  York 
City. 


Roentgenographic  findings.  X-ray  films 
of  the  left  hand  showed  osteoporosis  of  the 
distal  end  of  the  second  phalanx  of  the  fourth 
and  fifth  fingers,  with  tufting  of  the  fifth 
finger  (Fig.  3B).  X-ray  films  of  the  feet 
revealed  a loss  of  the  third,  fourth,  and  fifth 
toes  of  the  left  foot,  with  partial  destruction 
of  the  heads  and  shafts  of  the  third,  fourth, 
and  fifth  metatarsal  bones.  There  were 
destroyed  areas  in  the  proximal  phalanx 
and  head  of  the  first  metatarsal  bone  (Fig. 
4).  X-ray  films  of  the  right  foot  showed 
similar  destructive  changes  in  the  head  of  the 
first  metatarsal  bone,  also  involving  the  pha- 
langes of  the  first,  fourth,  and  fifth  toes. 
These  findings  were  considered  characteristic 
of  Hansen’s  disease.  X-ray  films  of  the 
nose  revealed  destruction  of  the  lower  margin 
of  both  nasal  bones. 

Clinical  course.  The  patient  was  given 
0.33  Gm.  of  sodium  sulfoxone  daily.  After 
two  weeks  treatment,  the  ulcers  of  the 
plantar  surfaces  of  both  feet  were  seven- 
eighths  healed.  There  remained  but  two 
lesions,  each  4 mm.  in  diameter.  When  the 
patient  was  last  seen  at  the  clinic  four 
months  later,  he  was  improved,  and  the 
ulcers  were  completely  healed.  However, 
the  disease  was  still  considered  active. 

Case  2.  The  patient,  a seventy-y ear-old, 
white  man,  complained  of  an  ulcer  on  the 
plantar  surface  of  the  right  foot.  It  burned 
at  night  “like  fire”  along  the  head  of  the 
fifth  metatarsal.  An  ulcer  had  been  first 
noted  sixteen  years  previously,  after  he 
stepped  on  a nail.  An  ulcer  then  developed 
at  the  head  of  the  third  metatarsal  and 
subsequently  healed. 


FIGURE  3.  Case  1.  (A)  Mutilation  of  left  hand,  with  contractures  of  the  fourth  and  fifth  fingers.  (B) 
Roentgenogram  reveals  osteoporosis  of  distal  end  of  second  phalanx  of  fourth  and  fifth  fingers,  with  tufting 
of  fifth  finger  of  left  hand. 
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FIGURE  4.  Case  1.  Roentgenogram  of  left  foot 
showing  bone  findings  characteristic  of  Hansen’s 
disease,  with  “awl"  defect  of  metatarsals,  partic- 
ularly evident  in  fourth  and  fifth  metatarsals  (of  the 
right  foot  as  well).  Partial  destruction  of  third, 
fourth,  and  fifth  metatarsals  and  proximal  pha- 
langes of  large  toe  also  shown. 


For  seventeen  years  he  had  been  a con- 
struction superintendent  for  an  oil  company 
in  Palenbang,  Sumatra,  where  he  helped 
build  an  oil  refinery.  A leprosary  was 
situated  five  miles  from  the  site  of  the  con- 
struction. The  labor  force  was  recruited 
from  the  local  population,  which  included  a 
large  number  of  persons  afflicted  with 
leprosy.  The  patient  stated  that  many  of 
the  laborers  had  flattened  noses,  recession  in 
finger  and  toe  size,  and  lesions  of  the  legs. 
He  subsequently  returned  to  the  United 
States.  Two  weeks  after  he  arrived,  he 
was  sent  to  Elizabethville,  Belgian  Congo, 
as  a civilian  Air  Corps  engineer.  While  at 
work,  he  came  in  contact  with  more  laborers 
afflicted  with  leprosy. 

He  returned  to  the  United  States  in  1944, 
at  which  time  he  developed  an  ulcer  along 
his  right  foot.  This  was  located  at  the  head 
of  the  third  metatarsal,  the  site  of  the  first 


FIGURE  5.  Case  2.  Roentgenograms  reveal  com- 
parative changes  in  right  foot  within  fourteen 
months  (left  to  right).  Changes  are  compatible 
with  neurotropic  disease  such  as  Hansen's  dis- 
ease. Loss  of  osseous  substance  in  proximal  pha- 
langes of  fourth  and  fifth  toe  and  in  heads  of  third 
and  fifth  metatarsals.  Second  and  third  toesampu- 
tated  following  first  roentgenogram. 


healed  ulcer.  Within  two  years  he  de- 
veloped a second  ulcer  along  the  head  of 
the  fifth  metatarsal.  This  remained  for 
five  years,  until  he  presented  himself  to  one 
of  us  (M.M.F.). 

Physical  findings . Physical  examination 
revealed  that  the  patient  had  two  ulcers  on 
his  right  foot,  each  of  which  was  2 cm.  in 
diameter.  One  was  along  the  lateral  aspect 
of  the  first  metatarsal  head,  and  the  other 
was  located  medially  at  the  third  metatarsal 
head.  The  patient  was  also  found  to  be 
hard  of  hearing. 

Laboratory  studies . A lepromin  skin  test 
reaction  was  positive,  indicating  the  pres- 
ence of  Hansen’s  disease.  Repeated  tests 
gave  the  same  result.  Smears  of  the  left 
ear  and  of  the  nose  were  negative  for  Myco- 
bacterium leprae.  The  Wassermann  test 
reaction  was  negative. 

Roentgenographic  findings . X-ray  films 
of  the  metatarsal  bones  showed  no  evidence 
of  osteomyelitis  but  revealed  the  character- 
istic bone  lesions  of  Hansen’s  disease.  Fig- 
ure 5,  which  presents  roentgenograms  taken 
fourteen  months  apart,  shows  the  loss  of  the 
osseous  substance  of  the  proximal  phalanges 
of  the  fourth  and  fifth  toes  and  of  the  heads 
of  the  third  and  fifth  metatarsals.  The 
“awl-shaped”  deformity  of  the  fifth  meta- 
tarsal is  commonly  described  as  typical  of 
Hansen’s  disease. 

Clinical  course.  The  patient  subsequently 
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FIGURE  6.  (A)  and  (B)  Plantar  ulcers  in  leprous 
Puplic  Health  Service,  Carville,  Louisiana. 


developed  an  osteomyelitis  lesion  of  the 
head  of  the  third  toe.  He  was  admitted  to 
the  hospital,  where  the  heads  of  the  meta- 
tarsals were  removed.  The  distal  phalanges 
of  the  middle  two  toes  became  gangrenous 
and  sloughed.  The  amputation  wound 
healed  by  primary  intention.  The  patient 
was  given  0.33  Gm.  of  sodium  sulfoxone  daily, 
and  the  ulcer  healed  completely  in  three 
weeks. 

Nine  months  later,  the  patient  returned 
with  complaints  of  severe  pain,  numbness, 
and  hyperesthesia  along  the  lateral  aspect  of 
the  foot.  This  extended  up  to  the  mid- 
thigh. He  had  discontinued  the  use  of 
sodium  sulfoxone  for  seven  months,  and  the 
ulcer  on  his  foot  had  recurred.  His  pains 
became  intractable.  He  had  spent  seven 
consecutive  sleepless  nights  and  was  re- 
admitted to  the  hospital,  where  one  posterior 
tibial  nerve  block  was  done,  resulting  in 
temporary  relief.  Subsequently  he  had  two 
sural  nerve  blocks  with  procaine  and  pred- 
nisolone, resulting  in  marked  relief  of  pain. 
During  this  time,  sodium  sulfoxone  was 
reinstituted,  and  the  dosage  was  increased 
to  1 Gm.  daily,  with  marked  relief  sustained 
to  date.  This  eliminated  the  need  to  con- 


patients. Supplied  through  the  courtesy  of  the  U.S. 


sider  nerve  sectioning.  His  continuous  feel- 
ing of  good  health  has  been  maintained. 
He  is  able  to  sleep  without  pain  or  sedation 
and  has  returned  to  his  usual  work. 

Comment 

When  more  than  one  ulcer  is  present  on 
the  plantar  surface  of  the  foot  in  a patient  in 
the  New  York  City  area,  Hansen’s  disease 
should  be  suspected  because  of  its  incidence 
among  immigrants  from  Puerto  Rico,  Central 
Africa,  the  Virgin  Islands,  and  the  Caribbean 
Sea  area. 

Previously,  nasal  swabs  positive  for  Myco- 
bacterium leprae  were  considered  the  de- 
finitive diagnostic  test  for  Hansen’s  disease, 
but  this  is  not  true  at  the  present  time.  The 
elbow  scraping  in  Case  1,  not  the  nasal 
scrapings,  produced  the  positive  findings. 
Negative  smears  from  ulcer  sites  do  not  rule 
out  the  possibility  of  Hansen’s  disease. 

The  belief  that  “toes  drop  off”  in  Hansen’s 
disease  is  not  true.  The  fact  is  that  the 
absorption  of  the  bony  digits  occurs  with 
time.  Comparative  x-ray  films  show  the 
increased  absorption  of  bones,  with  multiple 
foci.  This  is  demonstrated  in  Case  2 by  the 
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roentgeno graphic  changes  indicating  loss  of 
proximal  phalanges  within  fourteen  months 
of  observation. 

The  prompt  response  to  sodium  sulfoxone 
is  a therapeutic  test.  This  should  be  borne 
in  mind  in  all  suspicious  cases,  despite  nega- 
tive diagnostic  test  reactions.  The  lack  of 
relief  with  large,  parenterally  administered 
doses  of  thiamine  chloride  for  the  treatment 
of  peripheral  neuritis  also  may  arouse  the 
suspicion  of  Hansen’s  disease.  Treatment 
with  the  sulfones,  in  this  instance,  sodium 
sulfoxone,  has  supplanted  isoniazid  and 
para-aminosalicylic  acid,  which  are  con- 
sidered useful  in  the  treatment  of  tuberculo- 
sis. 

The  clinical  course  in  lepromatous  neuritis 
is  slowly  progressive.  The  intense  pain 
occasionally  requires  sectioning  of  the 
nerves.  We  considered  this  step  in  Case  2 
but  averted  the  need  for  it  by  the  continued 
use  of  sodium  sulfoxone  and  occasional 
procaine  hydrochloride  blocks. 

Leprous  neuritis  involving  peroneal  nerves 
can  produce  loss  of  sensitivity  to  heat,  cold, 
and  pain  in  both  legs.  It  is  believed  that 
the  nodules  form  in  the  nerve  endings  and 
cause  contractures,  with  flattening  of  the 
thenar  and  hyperthenar  eminences  in  the 
interosseous  muscles  of  the  hand.  This 
results  in  the  typical  clawlike  hand  seen 
in  Case  1. 

Other  investigators  have  reported  findings 
similar  to  ours.  Binford,1  of  the  Leprosy 
Branch,  Armed  Forces  Institute  of  Pa- 
thology, has  written  us  that  he  has  on  file 
“1  case  of  a patient  whose  leg  was  ampu- 
tated on  account  of  supposed  arterio- 


Leisure time 

While  it  may  be  a problem  to  some,  leisure 
“has  definitely  opened  golden  opportunities  for 
others,”  according  to  Garson  Meyer,  president 


sclerosis,  but  after  study  here  it  was  dis- 
covered that  the  disease  was  tuberculoid 
leprosy  with  severe  ulceration  of  the  foot 
and  total  destruction  of  large  nerves.” 
Lechat2  has  informed  us  that  his  x-ray 
films  of  the  bone  lesions  in  his  study3 
showed  findings  exactly  similar  to  those  in 
our  patients.  Edgar  B.  Johnwick,  M.D., 
Medical  Officer  in  Charge  of  the  U.S. 
Public  Health  Service,  Carville,  Louisiana, 
has  submitted  photographs  of  plantar  ulcers 
in  2 leprous  patients  (Fig.  6).  It  is  interest- 
ing to  note  that  both  patients  had  multiple 
ulcers  on  the  plantar  surface  of  the  foot,  with 
loss  of  toes. 

Summary 

We  have  presented  2 cases  of  Hansen’s 
disease  simulating  peripheral  vascular  dis- 
ease found  in  New  York  City.  We  have 
indicated  that  increased  suspicion  of  Han- 
sen’s disease  should  be  aroused  by  the 
presence  of  multiple  ulcers  on  the  plantar 
surface  of  the  foot. 
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of  the  National  Council  on  the  Aging.  He  said 
that  retired  persons  are  returning  to  voluntary 
service  as  a means  of  solving  the  problem  of  too 
much  time.  He  cautions  executives  of  public 
and  private  health  and  welfare  agencies  against 
considering  elderly  volunteers  as  “watered  down 
professionals”  or  as  “necessary  evils.” 


December  15,  1964  / New  York  State  Journal  of  Medicine  3025 


Brief  Preliminary  Reports 


Clinical  Trial  of  a 
Residual  Germicide 

JOSEPH  T.  McGINN,  M.D. 

Brooklyn,  New  York 

Associate  Physician,  Department  of  Medicine, 
The  Long  Island  College  Hospital 

A general  purpose,  long-acting  residual 
germicide  (Agosan*)  has  as  its  active  ingre- 
dient silver,  complexed  with  caprylic  acid  in 
an  ammoniacal  solution.1  ~3  It  may  be  used 
as  a floor  cleaner,  fogging  agent,  or  as  a final 
rinse  for  linens. 

When  used  as  a floor  cleaner,  the  residual 
germicide  showed  that  it  could  reduce  the 
floor  bacterial  count  drastically  in  a heavily 
utilized  ward  area  for  close  to  two  weeks 
after  a few  days  use.  Contact  plates 
(Rodac)  were  exposed  to  the  same  floor  area 
four  to  six  hours  after  mopping  with  a phe- 
nolic disinfectant  during  a ten-day  control 
period.  The  counts  were  always  at  or  above 
the  300  colony  counting  limit  when  cultured 
four  to  six  hours  after  cleaning.2  4 5 Then, 
using  the  same  cleaning  and  testing  technics, 
the  residual  germicide  was  substituted  for 
the  phenolic  germicide.  There  was  a steady 
drop  in  the  yield  of  colonies  over  the  first 
week  of  use  to  a level  of  60  colonies.  After 
two  weeks  of  use,  the  residual  germicide  was 
discontinued.  The  counts  slowly  rose  over 
ten  days  to  their  pretreatment  levels. 

Green  cotton  cubicle  curtains  were  laun- 
dered in  the  usual  way,  but  the  residual 
germicide  was  added  to  the  final  rinse.  Con- 
tact plate  counts  were  reduced  for  a twenty- 
day  period  after  the  curtains  had  been 
placed  in  a busy  ward  (Fig.  1). 

Two  single  rooms  were  fogged  with  the 
0.02  per  cent  residual  germicide  solution 
after  a ten-day  control  period;  colonies  per 
cubic  foot  of  room  air  were  reduced  for  five 
days  with  the  rooms  in  regular  use  (Fig.  2). 

Toxicity  studies  on  mice  showed  a mini- 

* Yardney  Chemical,  Inc.,  New  York  City. 
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FIGURE  1.  Bacterial  counts  in  floors  (broken 

lines — ) and  curtains  (solid  lines ) after  use 

of  residual  germicide.  —14  to  0 = control  period. 
0 = day  residual  germicide  used  in  washing 
curtains;  residual  germicide  initiated  as  floor  clean- 
er. 14  = residual  germicide  stopped  on  floors. 


FIGURE  2.  Residual  germicide  used  as  fogging 

agent.  Solid  lines  ( ) represent  eight-day  test 

with  15-colony  counts  per  cubic  foot  per  twenty- 
four  hours  control  average.  Broken  lines  ( — ) 
represent  twenty-day  test  with  25-colony  counts  per 
cubic  foot  per  twenty-four  hours  control  average. 
0 = day  residual  germicide  fogged  in  rooms. 

mum  lethal  dose  median  of  2 Gm.  of  the 
residual  germicide  per  kilogram.5  Dermal, 
conjunctival,  and  respiratory  irritability 
tests  performed  on  rabbits  showed  that  the 
compound  was  benign  to  mucosal  surfaces.6 
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History  of  Medicine 


Rise  of  the  Jewish  Hospitals 
of  New  York  City 

TINA  LEVITAN,  A.B. 

Brooklyn,  New  York 

|t  has  been  said,  probably  by  Mark  Twain, 
that  “if  you  want  to  make  a subject  really 
dull,  say  all  there  is  to  be  said  about  it.” 
This  is  one  danger  which  evades  me  in  this 
report  because  so  much  of  the  early 
history  of  the  Jewish  hospitals  of  New  York 
City  is  already  lost.  The  paucity  of  material 
about  their  later  period,  in  many  instances, 
presented  another  problem.  My  basic 
source  of  information  has  been  the  annual 
reports  of  each  hospital.  Some  of  the 
minutes  of  the  board  of  directors  and  the 
various  hospital  departments  were  available 
as  well  as  the  hospital  journals  and  the 
collected  reprints  of  their  medical  and 
nursing  staffs.  Books  dealing  with  the 
history  of  New  York  City  seemed  wholly 
unaware  of  the  fact  that  there  was  a long  list 
of  voluntary  Jewish  hospitals  in  the  commu- 
nity. Hirsh  and  Doherty’s  volume  The 
First  Hundred  Years  of  the  Mount  Sinai 
Hospital : 1852-1952, 1 contained  valuable 
information  about  the  development  of  The 
Mount  Sinai  Hospital.  In  my  own  book 
Islands  of  Compassion:  A History  of  the 
Jewish  Hospitals  of  New  York ,2  published 
recently,  I have  tried  to  describe,  as  far  as 
possible,  the  salient  characteristics  of  each 
institution  and  the  main  direction  of  their 
growth. 

The  story  which  I shall  now  try  to  tell  you 
is  one  of  struggle  and  achievement.  So 
much  has  happened  in  the  one  hundred  and 
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twelve  years  which  have  elapsed  that  I can 
spare  but  little  time  to  remind  you  of  the 
civic  and  sociologic  background  against 
which  the  first  Jewish  hospital  in  New  York 
City  had  its  origin. 

In  addition  to  such  municipal  hospitals 
for  indigent  persons  as  Bellevue  and  City 
Hospitals  and  several  smaller  institutions  for 
special  diseases,  there  were  but  three 
permanently  established  general  hospitals  in 
New  York  City  in  the  middle  of  the  nine- 
teenth century:  New  York,  St.  Luke’s,  and 
St.  Vincent’s.  The  total  number  of  beds 
available  could  not  have  begun  to  meet  the 
needs  of  nearly  half  a million  people  of  whom 
some  16,000  were  Jews.  Preventive  medi- 
cine had  barely  begun,  and  New  York  City’s 
public  health  program  faced  conditions  that 
were  all  but  incredible  in  housing  and  food 
control.  The  incidence  of  dysentery, 
marasmus,  scarlet  fever,  croup,  and  smallpox 
was  shamefully  high.  The  ravages  of 
cholera,  typhoid,  typhus,  and  tuberculosis 
spread  like  wild-fire  because  of  overcrowding 
and  primitive  sanitation.  The  majority  of 
those  who  were  seriously  ill  were  never 
treated  in  hospitals  at  all  but  suffered  and  died 
under  crude  care  at  home.  Up  to  a third  of 
all  the  deaths  in  the  City  were  among 
foreigners  and  recent  immigrants. 

From  their  first  arrival  in  New  Amsterdam 
the  Jewish  colonists  had  been  enjoined  by  an 
Act  of  Toleration,  as  well  as  by  their  own 
ancient  religious  custom,  to  take  care  of  their 
needy  and  sick  persons.  With  the  influx  of 
large  numbers  of  refugees  beginning  in  the 
1850’s,  the  need  for  more  and  varied  medical 
assistance  had  become  a formidable  responsi- 
bility. 

The  Mount  Sinai  Hospital 

Recognizing  the  problem,  a group  of 
Jewish  laymen  and  physicians,  led  by 
Sampson  Simson,  a celebrated  lawyer  of  the 
day,  in  1852,  incorporated  the  Jews’  Hospital 
in  New  York  for  “benevolent,  charitable  and 
scientific  purposes”  to  provide  for  such  sick 


December  15,  1964  / New  York  State  Journal  of  Medicine  3027 


persons  of  the  Jewish  faith  as  were  unable  to 
obtain  proper  care.  This  was  the  beginning 
of  The  Mount  Sinai  Hospital  which  was  soon 
followed  by  the  establishment  of  other 
needed  hospitals. 

The  Jews’  Hospital  opened  its  doors  on 
June  5,  1855,  in  a four-story  brick  building 
with  45  beds  at  West  28th  Street.  Patients 
were  admitted  at  once,  and  an  old  minute 
book  records  that  the  first  patient  admitted 
was  operated  on  successfully  for  a fistula  and 
was  discharged  cured,  tendering  his  thanks 
for  all  the  benefits  received. 

The  annual  expenses  of  the  Jews’  Hospital, 
from  1858,  were  about  $7,000;  the  number  of 
patients  ranged  from  250  to  300. 

The  hospital  association  was  maintained  by 
membership  dues  (usually  five  dollars  a 
year),  by  donations,  by  the  proceeds  of 
amateur  theatricals  and  performances,  and 
by  fees  from  pay  inmates  who  were  both  sick 
and  aged.  Some  of  the  cases  were  admitted 
into  the  hospital  only  by  vote  of  the  board  of 
directors.  The  actual  management  was 
entrusted  to  a superintendent. 

Staffed  by  some  of  the  most  prominent 
physicians  of  the  day,  the  institution  soon 
proved  itself  an  excellent  testing  ground  for 
the  new  methods  and  technics  which  were 
being  introduced  rapidly  into  the  broadening 
practice  of  medicine  and  surgery. 

During  the  Draft  Riots  and  the  Civil  War, 
the  hospital  showed  its  readiness  to  serve  in 
time  of  crisis,  opening  its  wards  to  wounded 
Federal  soldiers  of  all  faiths.  In  1866  it  was 
renamed  The  Mount  Sinai  Hospital  after 
the  Biblical  site  where  the  Lord  said  to 
Moses:  “I  am  thy  Healer.” 

By  this  time  it  was  outgrowing  its  first 
home  and  in  1872  moved  to  larger  quarters  at 
Lexington  Avenue  and  66th  Street.  Here 
the  outdoor  dispensary  was  formally  estab- 
lished as  an  independent  entity,  the  medical 
board  was  organized,  the  hospital  staff  was 
enlarged,  and  the  medical  and  surgical 
services  were  separated  for  the  first  time. 

Gradually  additional  funds  made  it  possi- 
ble to  move  to  still  larger  quarters,  and  a 
program  of  expansion  and  improvement 
ensued  which  has  never  ceased. 

From  its  inception  The  Mount  Sinai 
Hospital  flourished  and  grew  in  wealth,  ca- 
pacity, and  prestige.  It  pioneered  in  many 
previously  unheard-of  innovations  in  hospital 
management. 

Among  its  many  innovations,  radical  and 


even  startling  at  the  time,  were  the  institu- 
tion of  “day  rooms”  and  recreational  facili- 
ties for  patients,  the  first  hospital  depart- 
ments of  pediatrics  and  neurology,  the 
acceptance  of  women  physicians  as  interns, 
and  the  admission  of  paying  patients  in  an 
institution  primarily  founded  for  charity 
cases. 

In  the  1870’s  one  of  the  first  mastoid 
operations  was  performed  in  the  hospital’s 
newly  organized  eye  and  ear  service.  In 
1881  it  organized  one  of  the  country’s  pioneer 
schools  for  the  training  of  nurses.  In  1893  a 
research  laboratory  was  established  in  a 
room  “not  much  larger  than  a bird’s  cage.” 
Despite  all  the  obstacles  in  that  cramped 
room  and  the  small  one  that  was  added  to  it 
in  1900,  significant  scientific  work  was 
carried  on  here  from  the  start.  The  growth 
of  the  laboratory  for  scientific  and  investi- 
gative research  changed  the  character  of  the 
institution  from  a home  for  sick  persons  to  a 
vital  scientific  institution.  By  1926  the 
laboratories  of  the  hospital  had  grown  to  such 
size  and  scope  that  they  required  full-time 
experts  in  each  of  the  basic  medical  sciences 
for  their  direction. 

Throughout  the  existence  of  The  Mount 
Sinai  Hospital  it  has  been  famed  for  its 
teaching.  The  original  staff  of  physicians 
established  a system  of  instruction  in  the 
hospital  board  room  which  soon  became  a 
popular  attraction  to  the  physician  in  New 
York  City  and  to  those  further  afield.  This 
system  was  later  supplanted  by  regular 
teaching  in  the  outpatient  clinics  in  which 
selected  physicians  were  accepted  as  clinical 
assistants.  By  the  end  of  the  nineteenth 
century  it  was  decided  that  The  Mount 
Sinai  Hospital  should  strike  forward  into  an 
infinitely  broader  field  of  usefulness  as  an 
educational  institution  by  affiliating  with  a 
medical  college.  This  was  accomplished  with 
the  remarkable  cooperation  of  two  of  the 
city’s  medical  schools:  the  College  of  Phy- 
sicians and  Surgeons  of  Columbia  University 
and  the  College  of  Medicine  of  New  York 
University-Bellevue  Medical  Center. 

At  the  beginning  of  its  history  and  through- 
out the  first  half  of  its  existence,  the  reputa- 
tion of  the  hospital  was  essentially  a reflec- 
tion of  the  clinical  reputation  of  a distin- 
guished staff  of  outstanding  physicians  who 
had  been  selected  in  the  first  instance  by  a 
wise  lay  board  of  the  hospital  from  the 
medical  schools  and  teaching  hospitals  of  the 
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city.  Thus  very  early,  a high  level  of  surgi- 
cal practice  was  set  by  Valentine  Mott,  M.D., 
his  son  Alexander  Mott,  M.D.,  Israel  Moses, 
M.D.,  Willard  Parker,  M.D.,  John  Wyeth, 
M.D.,  and  Arpad  Gerster,  M.D.;  in  pediat- 
rics by  Abraham  Jacobi,  M.D.,  and  Henry 
Koplik,  M.D.;  in  ophthalmology  by  Karl 
Roller,  M.D.,  and  Charles  May,  M.D.;  andin 
medicine  by  the  great  clinician  Edward 
Janeway,  M.D.,  and  Nathan  Brill,  M.D. 
These  men  and  others  like  them  constituted 
the  vanguard  of  the  clinical  practitioners  and 
teachers  of  the  day.  The  galaxy  of  the  great 
and  near- great  in  the  world  of  medicine  who 
have  since  graced  the  attending  and  visiting 
staffs  of  this  hospital  could  fill  many  columns. 

From  a single  four-story  building  The 
Mount  Sinai  Hospital  has  grown  into  a great 
institution  of  22  buildings,  covering  an  area 
of  some  10  acres  of  land;  from  45  beds  to  a 
complement  of  1,260;  from  an  outdoor 
dispensary  with  four  divisions  to  an  out- 
patient department  made  up  of  101  clinics. 
It  now  treats  140,000  patients  a year  in  all 
services,  and  its  research  effort  is  one  of  the 
foremost.  When  its  next  expansion  plans 
are  completed  within  the  next  few  years,  it 
will  have  a $30  million  medical  school  on  the 
site  of  the  present  hospital  complex. 

Montefiore  Hospital 

The  second  oldest  Jewish-founded  hospital 
in  New  York  City,  Montefiore  Hospital, 
was  opened  in  1884. 

On  February  4, 1884,  a small  gathering  was 
held  in  the  school  room  of  Congregation 
Shearith  Israel  on  East  19th  Street  for  the 
purpose  of  determining  a fitting  means 
whereby  American  Jewry  might  mark  the 
one  hundredth  birthday  of  Sir  Moses  Monte- 
fiore, the  revered  British  philanthropist. 
The  proposal  finally  adopted  was  for  the 
establishment  of  a hospital  for  chronic 
invalids  for  which  there  was,  even  at  that 
time,  a pressing  demand.  The  project  had 
been  based  on  an  appreciation  of  the  pressing 
demand  which  chronic  disease  had  been 
making  on  the  community,  a demand  far 
transcending  the  ability  of  the  United 
Hebrew  Charities  to  satisfy  socially  or  of  The 
Mount  Sinai  Hospital  to  meet  medically. 
Moreover,  its  leaders  realized  that  the 
assassination  of  Czar  Alexander  II  three 
years  before  and  the  persecution  of  the 
Russian  Jews  which  followed  pointed  to  an 


unprecedented  exodus  to  America. 

It  was  clear  that  the  problem  of  chronic 
invalidism  would  inevitably  grow  more 
complex  as  the  new  wave  of  immigrants 
reached  these  shores.  The  tiny,  boxlike 
two-story  dwelling  at  84th  Street  and  York 
Avenue,  dedicated  on  October  25,  1884,  with 
7 patients,  was  destined  to  be  a haven  for  at 
least  a few  of  those  who  had  suffered  under 
the  Russian  terror. 

Twenty- six  patients  could  be  accommo- 
dated in  the  modest  house  which  had  been 
rented  for  thirty  dollars  a month  and  which 
was  identified  as  “Montefiore  Home.”  Ac- 
cording to  the  original  constitution  of  the  so- 
ciety, they  were  to  be  of  the  Hebrew  faith  and 
residents  of  New  York  City  who  required 
prolonged  shelter  for  the  care  of  such  chronic 
diseases  as  could  not  be  treated  in  the  general 
hospitals.  Within  three  years,  by  unani- 
mous action  of  the  board  of  directors,  the 
institution  admitted  both  Jews  and  Gentiles. 

From  the  start,  Simon  Baruch,  M.D., 
first  chairman  of  the  medical  board,  empha- 
sized constantly  the  treatment  of  chronic 
disease  as  opposed  to  a shelter  for  sick  per- 
sons and  stressed  the  need  for  scientific  re- 
search. His  staff  included  a consulting  sur- 
geon, a consulting  oculist,  and  three  visiting 
physicians.  The  chairman  exercised  general 
supervision,  the  consulting  specialists  acted 
whenever  called  on,  and  the  visiting  physi- 
cians served  in  rotation  for  periods  of  four 
months. 

The  initial  medical  report  showed  that  49 
persons  had  been  treated,  of  whom  13  were 
discharged,  3 as  cured  and  4 improved. 
Within  ten  years,  the  number  of  patients 
had  increased  almost  twenty  fold. 

But  even  in  1885,  Dr.  Baruch  was  aware 
of  the  significance  of  the  record.  Reporting 
as  chief  of  staff,  he  said:  “If  we  have  restored 
out  of  49  cases,  4 to  partial  usefulness  and 
even  3 to  health,  we  have  achieved  results 
far  beyond  our  expectations,  which  must 
stimulate  us  to  renewed  effort.” 

Perhaps  the  most  significant  experimental 
work  of  the  first  years  was  conducted  as  the 
last  decade  of  the  nineteenth  century  opened. 
Dr.  Baruch  developed  in  this  country  the 
virtually  new  technic  of  hydrotherapy.  He 
was  able  to  report  in  1893  that  “Montefiore 
Home  is  the  mecca  to  which  the  best  minds 
of  the  profession  turn  for  information  on  the 
subject  of  hydrotherapy.” 

Montefiore  reached  its  fifteenth  anniver- 


December  15,  1964  / New  York  State  Journal  of  Medicine  3029 


sary  with  the  dawn  of  the  twentieth  century. 
Addressing  the  board,  its  president,  Jacob 
Schiff,  declared:  “The  end  of  the  century 
finds  Montefiore  Home  one  of  the  most 
necessary,  most  useful,  and  most  solid 
philanthropic  institutions  in  this  great 
metropolis.” 

The  value  of  epinephrine  in  the  treatment 
of  asthma  was  first  discovered  in  the  wards 
of  Montefiore  Hospital  in  1905.  One  of 
later  important  advances  in  medical  science 
was  the  work  done  there  with  insulin  when 
the  preparation  first  came  from  the  Canadian 
laboratories  in  1922:  Montefiore  was  one  of 
the  few  hospitals  entrusted  with  the  scientific 
study  of  insulin  before  it  was  put  into  general 
use. 

Other  early  specific  contributions  of 
importance  were  made,  including  the  demon- 
stration of  the  loss  of  sodium  in  diseases 
associated  with  impairment  of  adrenal  func- 
tion and  the  beneficial  effects  of  its  replace- 
ment in  such  cases;  the  development  of  a 
simple  method  of  distinguishing  between 
pentosuria,  a harmless  metabolic  anomaly, 
and  true  diabetes;  and  the  demonstration  of 
the  cause  of  exophthalmos  in  Graves’  disease 
and,  as  a consequence,  methods  that  may  be 
taken  to  prevent  it. 

In  1928  E.  M.  Bluestone,  M.D.,  was 
appointed  executive  director  of  the  institu- 
tion. The  development  of  social  medicine 
took  on  new  dimensions.  Home  care  began 
in  the  United  States  at  Montefiore  Hospital 
in  1947;  in  seventeen  years  it  spread  to 
hospitals  in  over  150  American  cities  and  in 
others  abroad.  In  1949  the  Department  of 
Social  Medicine  was  first  established  here  as 
an  official  and  necessary  part  of  the  hospital. 

Montefiore  has  become  a great  teaching 
center  and  has  trained  over  4,000  medical 
and  surgical  students  and  5,000  interns  and 
residents  who  carry  its  technics  to  all  parts 
of  the  world. 

In  1963  it  terminated  a long-standing 
teaching  affiliation  with  the  College  of  Physi- 
cians and  Surgeons  of  Columbia  University 
when  a teaching  affiliation  with  the  Albert 
Einstein  College  of  Medicine  was  announced. 

Montefiore  Hospital  has  never  lagged  in 
its  popularity  among  benefactors  nor  faltered 
in  its  growth.  Since  its  beginning  a succes- 
sion of  buildings  have  been  added  to  the 
original  hospital  resulting  in  its  present  vast 
expanse  and,  in  1929,  to  the  adoption  of  its 
present  name. 


Beth  Israel  Hospital 

In  1890,  40  immigrants,  contributing  25 
cents  each  to  open  a clinic  for  the  impover- 
ished and  struggling  people  of  the  Lower 
East  Side,  were  the  founders  of  Beth  Israel 
Hospital. 

First,  there  was  just  a dispensary  in  the 
loft  of  a factory  building  on  Birmingham 
Street;  then  larger  quarters  two  months 
later  at  97  Henry  Street;  a 20-bed  hospital 
at  196  East  Broadway  in  1891;  the  next  year 
a 34-bed  hospital  at  206  East  Broadway; 
after  that,  a 115 -bed  institution  at  Jefferson 
and  Cherry  Streets  in  1902;  and  finally,  the 
present  thirteen  story  hospital  on  Stuy  vesant 
Square  East  with  facilities  for  almost  500 
beds,  which  was  opened  in  1929. 

Beth  Israel  Hospital  was  the  first  to 
realize  that  a skyscraper  would  mean 
freedom  from  the  city’s  noise  and  congestion. 
Since  the  skyscraper  plan  of  hospital  archi- 
tecture took  hold  in  New  York  City,  it  has 
remained  the  traditional  form.  The  hygienic 
advantages  and  economies  of  administra- 
tion marked  a great  advance  over  the 
hospital  buildings  of  the  past. 

The  teaching  of  students  played  a part  in 
the  life  of  the  hospital  from  its  early  days,  and 
its  service  to  the  community  was  carefully 
documented,  not  only  in  a very  complete 
record  system  but  also  in  a detailed  analysis 
each  year  of  the  patients  who  were  seen  and 
the  care  they  had  received. 

By  1945  the  hospital’s  affiliation  with  the 
College  of  Medicine  of  New  York  University- 
Bellevue  Medical  Center  was  developed  to 
include  medical  education  on  the  under- 
graduate, graduate,  and  postgraduate  levels. 

Lebanon  Hospital 

Lebanon  Hospital,  New  York’s  fourth 
voluntary  Jewish  hospital,  was  established 
in  1893  largely  through  the  efforts  of  Jonas 
Weil.  The  hospital  owed  its  origin  to  the 
same  sense  of  responsibility  for  one’s  neighbor 
that  founded  most  of  the  historic  Jewish 
hospitals  of  the  past  two  thousand  years, 
beginning  with  the  Theodotus,  the  first 
public  shelter  in  Jerusalem. 

Jonas  Weil  knew  someone  who  was  poor 
and  sick  and  was  experiencing  the  greatest 
difficulty  in  obtaining  admission  to  a hospital 
on  account  of  the  lack  of  room.  After 
having  the  matter  forcibly  presented  to  him, 
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he  decided  to  set  on  foot  a movement  to 
establish  an  institution  that  should  in  a 
measure  relieve  the  overcrowded  conditions 
and  enable  sick  poor  persons  to  receive  better 
care.  With  that  noble  objective  in  mind,  he 
organized  the  Lebanon  Hospital  Association. 
Many  other  charitably  disposed  persons 
immediately  interested  themselves  in  the 
projected  hospital  so  that  the  success  of  the 
undertaking  was  soon  placed  beyond  a doubt. 
Weil  and  his  friends  called  their  work  the 
result  of  the  principle  of  compassion  or 
“Jewish  responsibility.” 

For  its  first  half  century,  since  1893, 
Lebanon  carried  on  its  medical  activities  in 
an  ancient  structure  built  originally  as  a 
convent.  It  was  the  first  general  hospital 
in  The  Bronx,  the  only  place  where  people 
living  north  of  the  Harlem  River  could  get 
clinical  treatment. 

Construction  of  a new  hospital  to  replace 
the  one-hundred-year-old  convent  began  in 
1941,  but,  on  completion  in  1943,  it  was 
immediately  leased  by  the  United  States 
Army  as  an  Area  Station  Hospital. 

Lebanon  Hospital  was  returned  to  civilian 
use  in  1946.  Since  then  its  expansion  has 
more  than  doubled  the  value  of  its  property. 

Other  Jewish  hospitals 

During  the  first  four  decades  of  the 
twentieth  century,  9 additional  hospitals 
under  Jewish  auspices  were  founded  in  New 
York.  While  most  were  general  hospitals, 
it  is  noteworthy  that  several  were  special 
hospitals.  Thus  in  1904  the  Hospital  for 
Joint  Diseases  was  founded  by  Henry  W. 
Frauenthal,  M.D.,  for  the  study  and  treat- 
ment of  orthopedic  conditions.  The  skill  in 
orthopedic  surgery  which  this  doctor  had 
developed  on  his  own  helped  lay  the  founda- 
tions of  this  important  specialty  in  which  he 
was  followed  by  a succession  of  brilliant 
pupils. 

Hillside  Hospital  for  the  reception  of 
mentally  ill  persons  was  established  in  1925. 
The  same  year  also  saw  the  establishment  of 
the  Jewish  Chronic  Disease  Hospital. 

The  growth  of  special  institutions  was  due 
in  part  to  the  development  of  specialism, 
but  even  more  so  to  the  limitations  of  the 
general  hospitals. 

About  the  turn  of  the  century,  large 
numbers  of  Jews  began  moving  away  from 
the  Lower  East  Side  to  Brooklyn.  The 


necessity  for  providing  for  their  medical 
needs  was  quickly  apparent.  Characteristi- 
cally, a group  of  Brooklyn  citizens  opened  a 
small  dispensary  for  this  purpose  in  1895. 
But  the  need  for  a full-fledged  hospital 
became  urgent,  and,  in  1901,  following  a 
public  appeal  for  funds,  the  Jewish  Hospital 
of  Brooklyn  was  incorporated.  Beth-El 
Hospital  had  its  beginnings  in  a charitable 
society  formed  in  1910  for  making  available 
to  poor  persons  of  Brownsville  some  medical 
and  surgical  services.  Maimonides  Hospital 
was  established  in  1947  as  a result  of  the 
amalgamation  of  Borough  Park’s  Beth 
Moses  and  Israel  Zion  Hospitals.  The 
Jewish  Memorial  Hospital,  founded  in  1905, 
began  as  the  Philanthropin  Hospital,  when 
it  was  located  at  Fifth  Avenue  and  128th 
Street.  An  extensive  patronage  made  it 
necessary  to  build  a modern  hospital  in  the 
Dyckman  section  of  Upper  Manhattan.  The 
Bronx  Hospital,  established  as  a dispensary 
in  1911,  was  moved  within  seven  years  to  a 
large  private  estate,  its  present  site,  where  an 
old  family  mansion  was  converted  into  a 
110-bed  hospital.  In  1932,  a newly  con- 
structed main  hospital  building  was  opened, 
and  the  old  hospital  was  converted  into  a 
nurses’  home.  In  1962,  the  Bronx  and 
Lebanon  Hospitals,  situated  a little  more 
than  a mile  apart,  merged  to  form  the 
Bronx-Lebanon  Hospital  Center.  The  Long 
Island  Jewish  Hospital,  incorporated  in 
1949,  was  the  first  voluntary  general  hospital 
to  be  built  under  Jewish  auspices  in  Long 
Island,  with  additional  funds  made  available 
under  the  Hill-Burton  Act.  From  the  start 
it  attracted  wide  attention  because  of  its 
ultramodern  features  and  labor-saving  de- 
vices. 

Growth  of  Jewish  hospitals 

Each  hospital  has  expanded  much  in 
capacity  over  the  years.  Each  hospital  had 
its  own  individual  and  own  romantic  story. 
Many  important  contributions  have  been 
made  to  medical  progress  particularly  by  the 
larger  institutions. 

The  causes  for  this  expansive  growth  were 
varied  but  may  be  considered  in  two  major 
categories:  medical  and  scientific,  and  socio- 
economic. 

The  great  scientific  outburst  of  the  nine- 
teenth and  twentieth  centuries  had  laid  the 
foundation  of  the  application  of  science  to 
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medical  care.  With  the  emergence  of  the 
“age  of  bacteriology,”  antisepsis,  asepsis, 
anesthesia,  “painless”  surgery,  and  good 
nursing  care,  hospitals  were  gradually  be- 
coming the  service  center  of  the  community. 
It  was  increasingly  recognized  that  hospitals 
were  needed  for  rich  persons  as  well  as  for 
poor. 

Hospital  facilities  were  extended  also  as  a 
direct  result  of  urbanization  of  population, 
the  progress  of  general  education,  moderni- 
zation of  transportation  and  commerce,  the 
establishment  of  huge  industrial  enterprises, 
the  development  of  natural  resources,  and 
many  other  basic  factors  of  American 
democracy. 

The  publication  of  the  Flexner  Report  in 
1910  stimulated  the  growth  of  internships 
which  became  firmly  established  by  the 
1920’s.  By  the  1930’s  medical  training  had 
taken  another  major  step  forward  with 
emphasis  placed  on  specialty  training.  By 
the  1940’s  formal  residency  training  had 
become  the  preferred  route  through  which 
doctors  could  qualify  as  specialists 

As  a result  in  the  hospitals  under  Jewish 
auspices,  as  elsewhere,  the  number  of  interns, 
residents,  and  graduate  students  increased. 
There  was  a corresponding  enlargement  in 
the  courses  for  practicing  physicians. 

An  affiliation  of  essential  significance  in  the 
development  of  the  Jewish  hospitals  was 
formed  in  1917  when  a group  of  public-spir- 
ited citizens  concerned  with  the  communal 
life  of  American  Jewry  and  especially  with 
the  problems  of  hospital  service  established 
the  Federation  of  Jewish  Philanthropies  to 
obtain  benevolent  gifts  for  the  Jewish  hospi- 
tals and  social  welfare  agencies  of  New  York 
City  and  to  coordinate  and  extend  their  work. 

Over  the  years,  emerging  from  its  early 
role  as  purely  a fund-raising  agency,  the 
Federation  has  achieved  international  stat- 
ure in  the  hospital  field.  In  1917  it  had 
set  a goal  of  $10  million  to  satisfy  the  require- 
ments of  all  its  member  organizations. 
Today  its  building  fund  budget  for  hospitals 
and  medical  care  is  $67  million. 

The  hospitals  have  benefited  also  from 
yearly  grants  from  the  United  Hospital  Fund 
organized  in  1879  and  the  Greater  New  York 
Fund  since  its  founding  in  1938. 


The  most  important  development  in 
medical  economics  in  the  last  two  decades 
has  been  the  phenomenal  growth  of  voluntary 
plans  for  the  purchase  of  hospital  insurance 
through  fixed  periodic  payments.  The  ra- 
pidity of  growth  in  the  number  of  subscrib- 
ers has  necessitated  a reorientation  in  the 
planning  of  new  additions  to  hospitals,  with 
more  and  more  emphasis  on  the  semiprivate 
facilities. 

Summary 

An  attempt  has  been  made  to  recount 
briefly  the  story  of  the  origin,  development, 
and  growth  of  the  voluntary  Jewish  hospitals 
of  New  York  City.  There  are  three  general- 
izations recognized  in  the  history  of  the  ev- 
olution of  these  institutions: 

1.  The  Jewish  layman,  traditionally  de- 
voted to  charitable  pursuits  and  endowed 
with  intellectual  social  consciousness,  pro- 
vided the  background  necessary  to  raise  the 
Jewish  hospitals  to  a place  of  leadership  in 
medical  education,  advancement  of  medical 
knowledge,  and  provision  for  outstanding 
patient  care. 

2.  The  tradition  of  community  responsibil- 
ity led  to  the  development  of  the  largest  pri- 
vate philanthropic  structure  in  the  world, 
which  provided  huge  sums  for  this  develop- 
ment. 

3.  The  Jewish  tradition  of  learning  excited 
the  desire  for  medical  school  affiliation 
among  Jewish  hospitals  which  in  turn 
provided  greatly  enlarged  facilities  for  the 
training  of  young  Jewish  physicians  and 
older  practitioners. 

To  assume  an  historical  perspective  of  any 
subject  is  to  assume  that  it  is  passing  into  a 
new  stage  of  development,  to  assume  that  it 
has  gained  recognition  among  its  contem- 
poraries. This  is  what  I believe  has  happened 
to  the  voluntary  Jewish  hospitals  of  New 
York  City. 

435  Ocean  Parkway,  Brooklyn  18 
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Special  Article 


Function  of  the 
Child  Guidance  Clinic 


FRED  B.  CHARATAN,  M.D. 
Freeport,  New  York 

Clinic  Director,  South  Shore  Guidance  Center 


T he  child  guidance  clinic  is  a specialized 
development  of  the  mental  hygiene  move- 
ment. It  is  of  comparatively  recent  origin 
(1909),  and  its  function  is  to  diagnose  and 
treat  maladaptations  of  the  child,  whether 
expressed  in  his  behavior  in  his  family,  in  his 
school,  or  with  his  fellows. 

If  we  compare  a child  brought  to  a child 
guidance  clinic  with  a child  brought  to  a 
pediatric  clinic,  important  differences 
emerge.  First,  there  are  differences  in 
parental  motivation.  Parents  who  bring  a 
child  to  a pediatric  clinic  do  so  because  they 
feel  anxious  about  his  bodily  symptoms  or 
some  disturbance  in  his  physical  develop- 
ment. Parents  applying  at  a child  guidance 
clinic  have  often  been  sent  there  at  the 
suggestion  of  others  concerned  about  their 
child’s  behavior,  for  example,  school 
authorities,  probation  officer,  or  guidance 
counselor.  Thus,  the  child  is  brought  to  a 
child  guidance  clinic  at  a point  of  family 
crisis,  and  the  parents  complain  less  of 
bodily  symptoms  or  of  disturbed  bodily 
functions,  although  these  may  exist,  than  of 
some  aspect  of  their  child  which  causes  them 
concern  or  dissatisfaction. 

History-taking 

The  unraveling  of  the  problem  posed  by 
the  child  begins  with  the  history  given  by 
the  parents.  In  traditional  medical  practice, 


the  physician  who  is  responsible  for  the 
physical  examination  of  the  patient  first 
needs  to  ask  him  specific  questions  regarding 
the  whole  of  his  family  and  personal  history. 
Then  he  listens  to  the  patient  describing  his 
symptoms,  which  suggest  a number  of 
possible  organic  disorders.  Then,  guided  by 
experience  and  clinical  intuition,  he  tries  to 
collect  data  which  confirm  or  refute  his  first 
tentative  diagnosis.  The  history  is  followed 
by  a physical  examination  and  laboratory 
tests. 

In  child  guidance  work,  the  approach  to 
history-taking  differs.  Considerable  at- 
tention is  devoted  to  the  biographic  study  of 
the  child  and  the  origin  of  his  maladapta- 
tions. At  the  same  time,  the  history-taking 
focuses  on  the  parents  and  the  development 
of  their  relationships  with  their  child  from 
his  earliest  infancy.  Other  personal  re- 
lationships within  the  family,  including  the 
relationship  of  the  parents  with  each  other, 
come  under  scrutiny. 

History-taking  interviews  are  frequently 
therapeutic  in  themselves.  Abreaction, 
lessening  of  tension,  and  changes  of  view- 
point in  the  parents  commonly  occur,  and 
the  history-taking  interview  cannot  be 
distinguished  from  treatment — it  is  the 
beginning  of  treatment.  History-taking  in 
the  child  guidance  clinic,  then,  is  a psycho- 
logically dynamic  activity  requiring  constant 
review,  discussion,  and  adaptation.  It 
would  be  naive  indeed  to  assume  that  the 
parents  reveal  everything  that  the  psy- 
chiatrist needs  to  know  at  the  first  or  even  at 
subsequent  interviews.  History-taking 
shades  off  imperceptibly  into  guidance, 
counseling,  or  even  psychotherapy  for  the 
parents. 

Diagnosis 

There  is  another  important  difference 
between  the  child  referred  to  the  pediatric 
clinic  and  the  one  who  is  brought  to  the 
child  guidance  clinic.  Generally,  in  the 
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former  the  causes  of  illness  are  fewer,  more 
readily  defined,  and  can  be  handled  by  one 
person,  the  pediatrician.  The  ‘ ‘causes” 
of  the  maladaptations  of  the  child  brought  to 
the  child  guidance  clinic  may  be,  and  usually 
are,  extremely  complex  and  involve  not  only 
psychiatric  considerations  but  also  psy- 
chologic, psychopathologic,  sociologic,  and 
educational  ones.  The  range  of  these 
problems,  which  transcends  the  experience 
of  one  individual,  has  led  to  the  development 
of  the  team  approach,  in  which  the  psy- 
chiatrist works  in  conjunction  with  the 
clinical  psychologist  and  social  worker. 

Without  going  into  detail,  it  may  be  said 
that  the  family’s  first  contact  with  the  clinic 
is  the  social  worker’s  interview  with  the 
parents  for  the  purpose  of  eliciting  the 
history.  This  is  supplemented  by  the 
collection,  with  the  parents’  consent,  of  all 
available  information  from  the  school, 
family  physician,  and  any  other  agencies 
that  may  have  worked  with  the  family. 
The  child  is  then  interviewed  by  the 
psychiatrist.  Specialized  technics,  for 
example,  the  use  of  play  materials,  dolls, 
paints,  clay,  may  be  employed,  depending 
on  the  child’s  age  and  emotional  develop- 
ment. The  clinical  psychologist  may  need  to 
review  the  results  of  previous  psychologic 
tests  the  child  was  given  at  school  or  may 
give  the  child  tests  at  the  clinic  if  this  is 
indicated.  A case  conference  is  then  held  to 
review  the  findings,  clarify  difficulties,  and 
plan  treatment.  It  is  emphasized  that  the 
whole  team  collaborates  in  compiling  the 
case  history,  which  is  the  fruit  of  everyone’s 
work. 

Diagnosis  in  child  psychiatry  cannot  be 
formulated  in  the  same  way  as  in  pediatrics, 
mainly  because  we  are  dealing  with  develop- 
ing conditions  that  constantly  change  under 
the  influence  of  the  environment  and  the 
child’s  own  dynamic  growth.  Also,  diag- 
nosis cannot  concern  the  child  alone,  for 
his  disorders  merely  reflect  the  interaction 
binding  him  to  his  family,  the  family  itself 
being  in  large  degree  the  product  of  an 
environment  that  must  be  considered  in  its 
social,  economic,  and  cultural  aspects. 

In  general,  it  may  be  said  that  two  major 
types  of  behavior  disorder  can  be  dis- 
tinguished. First,  there  are  those  which 
appear  essentially  as  reactions  to  an  environ- 
mental situation.  They  do  not  immediately 
affect  the  dynamic  development  of  the 


child  and  may  be  the  subject  of  constant 
change  and,  at  the  same  time,  of  satisfactory 
resolution.  Second,  there  are  the  disorders 
that  should  be  called  preneurotic  or  pre- 
psychotic.  These  are  signs  of  a profound 
structural  personality  change  which  may 
continue  to  develop  pathologically,  largely 
independent  of  environment  conditions. 

Methods  of  treatment 

The  psychiatrist  as  leader  of  the  team  is 
responsible  for  the  treatment  plan  and 
supervises  those  involved  in  treating  not 
only  the  child  but  also  the  family  of  which 
the  child  is  an  integral  part.  The  methods 
of  treatment  used  for  the  amelioration  of 
behavior  disorders  in  children  differ  con- 
siderably in  principle  from  the  methods  of 
traditional  medicine.  It  is  emphasized  once 
again  that  usually  the  child’s  behavior  can- 
not be  shown  to  be  due  to  a single  cause 
which  might  conceivably  be  remedied  by 
direct  methods.  His  troubles  arise  from  a 
large  number  of  causal  factors.  Some  of 
these,  which  may  be  regarded  as  predis- 
positional,  acted  in  the  past  and  continue 
to  have  present  effects  because  of  their 
influence  on  character  development,  or 
because  they  lead  to  specific  psychologic 
mechanisms.  Other  causes  may  be  recent 
and  situational.  Therapy,  therefore,  can 
never  be  direct  and  specific  but  must  be 
exploratory,  using  a number  of  simultaneous 
and  complementary  actions. 

While  drug  treatment  is  used  in  a certain 
number  of  cases,  the  therapeutic  methods 
employed  by  the  child  guidance  clinic  fall 
into  three  groups.  In  the  first  group  are 
the  psychotherapeutic  methods  aimed  at 
changing  the  personality,  both  to  promote  a 
healthy  development  in  the  child  and  to 
alter  his  behavioral  symptoms.  Here  are 
included  the  various  kinds  of  play  therapy 
and  other  forms  of  direct  psychotherapy. 
Such  therapies  may  involve  methods  which 
attempt  to  remove  some  of  the  basic  causes 
of  his  disorder,  even  though  these  causes 
may  be  quite  remote  in  time.  The  second 
group  consists  of  methods  directed  at  dealing 
with  the  immediate  and  participating  causes 
present  in  the  child’s  environment,  including, 
in  particular,  therapeutic  work  with  the 
members  of  his  family.  In  the  third  group 
are  therapeutic  methods  which  aim  at 
improving  the  child’s  adjustment  to  his 
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environment  through  direct  experience;  for 
example,  providing  a child  with  remedial 
reading,  thus  altering  his  school  experience, 
or  recommending  the  use  of  a specialized 
summer  camp  experience.  The  child 
guidance  clinic  therefore  has  at  its  disposal 
a wide  variety  of  therapeutic  methods.  In 
the  majority  of  cases,  the  diagnosis  leads 
naturally  to  therapeutic  measures  requiring 
the  participation  of  all  members  of  the  child 
guidance  team. 

Conclusion 

It  may  be  stated  confidently  that  the 
philosophy  of  treatment  in  child  guidance 
work  has  become  more  and  more  related 
to  the  family  as  a primary  group.  Parents 
inevitably  and  unconsciously  deal  with 
many  aspects  of  their  children’s  upbringing 
by  repeating  the  methods  their  own  parents 


Confirmation  of  German  measles 

Laboratory  tests  have  been  devised  which  can 
determine  whether  a woman  exposed  to  German 
measles  during  pregnancy  actually  contracted 
the  infection,  according  to  a report  in  the  Jour- 
nal of  the  American  Medical  Association.  The 
laboratory  technics  were  made  possible  by  isola- 
tion of  the  virus  which  causes  German  measles. 

Diagnosis  of  German  measles  is  frequently 
difficult  because  it  occurs  in  mild  and  atypical 
forms,  and  the  rash  which  accompanies  other 
virus  infections  can  be  indistinguishable  from 
that  of  German  measles.  Confirmation  or  de- 
nial of  the  disease  in  the  expectant  mother  can 
determine  whether  or  not  therapeutic  abortion  is 
to  be  considered. 

One  drawback  to  the  laboratory  procedure  is 
the  delay  between  the  collection  of  nose  and 
throat  swabs  and  blood  samples  from  the  patient 
and  the  results  of  the  tests,  which  varies  from 
ten  days  to  three  or  four  weeks.  However,  im- 
proved technics  which  will  sharply  reduce  this 
time  period  are  now  being  developed  and  will  be 


used.  For  example,  if  a parent  experienced 
corporal  punishment  as  the  major  discipline 
in  his  childhood,  he  may  very  well  elect  to 
use  the  same  method  on  his  child,  with 
important  effects  on  the  child’s  mental 
health.  Every  battered  child  is  the  victim 
of  a battering  parent,  to  take  a current  well- 
publicized  example,  and  the  psycho- 
pathology of  the  battering  parent  needs 
attention  as  sorely  as  does  the  battered 
child.  It  is  scarcely  surprising  that  neurotic 
behavior  should  be  handed  on  from  genera- 
tion to  generation.  Hopefully,  the  child 
guidance  clinic  will  play  an  increasingly 
important  role  in  promoting  healthy 
development  in  children  by  a combination  of 
direct  guidance  and  counseling  of  parents, 
coupled  with  continued  education  of  the 
public. 

56  West  Merrick  Road 


available  in  a year  or  two. 

The  study  reports  on  24  women  who  had  been 
exposed  to  the  disease  or  had  suffered  illnesses 
similar  to  German  measles  during  pregnancy. 
The  24  cases  were  drawn  from  numerous  women 
exposed  during  the  epidemic  which  occurred  in 
the  eastern  United  States  during  the  past  winter 
and  spring. 

The  cases  demonstrated  that  the  laboratory 
tests  could  be  used  to  confirm  the  disease  to  ex- 
clude the  possibility  that  an  illness  was  caused 
by  another  agent;  to  confirm  the  disease  when 
the  symptoms  were  not  typical;  to  attempt  con- 
firmation of  recent  infection  when  the  patient 
was  not  seen  by  a physician  during  the  rash;  to 
determine  whether  an  infection  o ccurred  after 
exposure  to  the  disease  when  no  symptoms  be- 
came apparent;  and  to  establish  a more  precise 
diagnosis  of  complications  of  German  measles, 
such  as  encephalitis. 

The  results  indicated  that  evidence  of  German 
measles  may  be  determined  from  a blood  test  if 
the  first  blood  sample  is  obtained  within  two 
weeks  of  the  onset  of  the  rash  and  a second  sam- 
ple, two  weeks  later,  according  to  the  report. 
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Necrology 


Hugo  I.  Alexander,  M.D.,  of  Jackson  Heights, 
died  on  June  26  at  the  age  of  seventy-eight.  Dr. 
Alexander  received  his  medical  degree  from  the 
University  of  Munich  in  1911.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Tilden  Boland,  M.D.,  of  Elmira, 
died  on  August  5 at  the  age  of  sixty-nine.  Dr. 
Boland  graduated  in  1920  from  the  University 
of  Virginia  School  of  Medicine.  He  was  a con- 
sulting ophthalmologic  surgeon  at  Arnot-Ogden 
Memorial  Hospital,  an  attending  ophthalmolo- 
gist at  St.  Joseph’s  Hospital,  and  a consulting 
ophthalmologist  at  Corning  Hospital.  Dr. 
Boland  was  a Diplomate  of  the  American 
Board  of  Ophthalmology,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the 
associate  editorial  board  of  the  New  York 
State  Journal  of  Medicine,  the  Council  of 
the  State  Medical  Society,  the  American  Oph- 
thalmological  Society,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Pan 
American  Association  of  Ophthalmology,  the 
Chemung  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Fletcher  Chandler,  M.D.,  of  New 
York  City,  retired,  died  on  November  6 in 
Kingston  at  the  age  of  ninety-one.  Dr.  Chand- 
ler graduated  in  1895  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was 
an  honorary  consulting  surgeon  at  Kingston 
Hospital.  As  a major  in  the  10th  Infantry  he 
saw  service  at  the  Mexican  border  at  McAllen, 
Texas,  where  he  was  adjutant  of  the  First  New 
York  Brigade.  On  his  return  to  Kingston  Dr. 
Chandler  was  asked  by  Governor  Charles  S. 
Whitman  to  organize  a State  constabulary; 
on  May  2,  1917,  he  was  appointed  the  first 
Superintendent  of  the  New  York  State  Police, 
returning  to  medical  practice  in  1921.  Later  he 
served  on  the  State  Crime  Commission  under 
Governors  Alfred  E.  Smith  and  Franklin  D. 
Roosevelt.  Dr.  Chandler  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  American  Association  of  Obstetricians  and 
Gynecologists,  and  the  Society  of  Medical 
Jurisprudence  of  New  York  City. 

George  Horace  Clark,  M.D.,  of  Anna  Marie 
Island,  Florida,  formerly  of  Walworth,  died  on 
July  29  at  the  age  of  eighty.  Dr.  Clark  gradu- 
ated in  1908  from  Syracuse  University  School  of 
Medicine.  He  was  a member  of  the  Monroe 
County  Medical  Society,  the  Medical  Society  of 


the  State  of  New  York,  and  the  American 
Medical  Association. 

Peter  Thomas  Daly,  M.D.,  of  The  Bronx, 
died  on  November  2 at  the  age  of  seventy-seven. 
Dr.  Daly  graduated  in  1910  from  Fordham 
University  School  of  Medicine.  He  was  a con- 
sulting surgeon  at  Morrisania  Hospital.  Dr. 
Daly  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Bronx  Surgical 
Society,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edward  Danforth,  M.D.,  of  Bainbridge,  died 
on  October  25  at  the  age  of  eighty-five.  Dr. 
Danforth  graduated  in  1902  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  honorary  physician  at  The  Hospital, 
Sidney.  Dr.  Danforth  was  a member  of  the 
Chenango  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  H.  Evans,  M.D.,  of  Keeseville,  died  on 
September  10  at  the  age  of  seventy-eight.  Dr. 
Evans  graduated  in  1909  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
had  served  on  the  school  board  at  Elizabeth- 
town, was  school  physician  there  as  well  as  in 
Keeseville,  and  was  also  a health  officer  for  the 
village  at  one  time.  Dr.  Evans  was  a member  of 
the  Essex  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ludwig  Joseph  Fath,  M.D.,  of  Port  Rich- 
mond, died  on  August  9 at  the  age  of  seventy- 
one.  Dr.  Fath  received  his  medical  degree  from 
the  University  of  Frankfurt  in  1919.  He  was  a 
member  of  the  Richmond  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Joseph  Finigan,  M.D.,  of  Rochester, 
died  on  October  1 at  the  age  of  seventy.  Dr. 
Finigan  graduated  in  1918  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a con- 
sulting physician  at  Strong  Memorial  and 
Genesee  Hospitals,  a consultant  emeritus  in 
medicine  at  the  University  of  Rochester  School 
of  Medicine  and  Dentistry,  and  a senior  at- 
tending physician  at  Park  Avenue  Hospital. 
Dr.  Finigan  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  Rochester  Academy  of  Medicine,  the 
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Rochester  Pathological  Society,  the  Monroe 
County  Medical  Society  (a  former  president), 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frank  Joseph  Geoly,  M.D.,  of  Ridgewood, 
died  on  October  2 at  the  age  of  fifty-one.  Dr. 
Geoly  graduated  in  1938  from  Long  Island  Col- 
lege Medical  School.  He  was  an  associate  at- 
tending physician  at  Bethany  Deaconess  Hospi- 
tal. Dr.  Geoly  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Francis  Joseph  Granieri,  M.D.,  of  Long 
Island  City,  died  on  July  1 at  the  age  of  sixty- 
one.  Dr.  Granieri  graduated  in  1927  from 
Tufts  University  School  of  Medicine.  He  was  a 
member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

James  Le  Roy  Hondorf,  M.D.,  of  Ormond 
Beach,  Florida,  formerly  of  Rochester,  died  on 
August  8 at  the  age  of  seventy-nine.  Dr. 
Hondorf  graduated  in  1906  from  Cleveland 
Homeopathic  Medical  College.  For  many 
years  he  was  treasurer  of  the  board  of  directors 
at  Park  Avenue  Hospital  and  at  one  time  its 
administrator.  Dr.  Hondorf  was  a Fellow  of  the 
International  College  of  Surgeons  and  a member 
of  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  Dayton  Kane,  M.D.,  of  Rockville 
Centre,  died  on  October  13  at  the  age  of  sixty- 
three.  Dr.  Kane  graduated  in  1929  from  New 
York  University  and  Bellevue  Hospital  Medi- 
cal College.  He  was  an  assistant  attending 
urologist  at  Nassau  and  Mercy  Hospitals  and  a 
staff  urologist  at  South  Nassau  Communities 
Hospital.  Dr.  Kane  was  a member  of  the 
American  Urological  Association,  the  Nassau 
Surgical  Society,  the  New  York  Society  of  the 
American  Urological  Association,  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Norvelle  Chappell  La  Mar,  M.D.,  of  San 

Diego,  California,  formerly  of  New  York  City, 
died  on  August  1 at  the  age  of  sixty-seven.  Dr. 
La  Mar  graduated  in  1925  from  Indiana  Uni- 
versity School  of  Medicine  and  in  1930  received 
his  Doctor  of  Science  from  Penn  Medical  Uni- 
versity. He  was  a Fellow  of  the  American 
Psychiatric  Association  and  a member  of  the 
American  Orthopsychiatric  Association,  the 
American  Psychoanalytic  Association,  the  New 
York  Psychoanalytic  Society,  and  the  New  York 
Society  for  Clinical  Psychiatry. 

Francis  J.  Langendorff,  M.D.,  of  Forest 


Hills,  died  on  April  13  at  the  age  of  seventy- 
three.  Dr.  Langendorff  received  his  medical 
degree  from  the  University  of  Bonn  in  1920.  He 
was  a senior  clinical  assistant  attending  oph- 
thalmologist (Off  Service)  at  The  Mount  Sinai 
Hospital.  Dr.  Langendorff  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Nathan  Joseph  Lapkin,  M.D.,  of  The  Bronx, 
died  on  May  23  at  the  age  of  sixty-seven.  Dr. 
Lapkin  graduated  in  1922  from  Long  Island 
College  Hospital  Medical  School. 

Lida  Lehmann,  M.D.,  of  Great  Neck,  died  on 
October  9 at  the  age  of  fifty-five.  Dr.  Lehmann 
received  her  medical  degree  from  the  University 
of  Bern  in  1937.  She  was  chief  attending 
anesthesiologist  at  Manhasset  Medical  Center 
Hospital.  Dr.  Lehmann  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the 
New  York  State  Society  of  Anesthesiologists, 
the  Nassau  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  Allison  Lehmer,  M.D.,  of  Ithaca, 
died  on  July  22  at  the  age  of  forty-eight.  Dr. 
Lehmer  graduated  in  1943  from  the  University 
of  Nebraska  College  of  Medicine.  He  was  a 
Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists  and  a member  of  the  Ameri- 
can Academy  of  General  Practice,  the  Tompkins 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Arthur  Liveson,  M.D.,  of  Brooklyn,  died  on 
August  28  at  the  age  of  sixty-three.  Dr. 
Liveson  graduated  in  1932  from  Rush  Medical 
College.  He  was  an  adjunct  in  cardiology  at 
Beth-El  Hospital  and  Beth-El  Hospital  Out- 
patient Department.  Dr.  Liveson  was  a 
Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Helen  Weymouth  Montague,  M.D.,  of  New 

York  City,  died  on  October  28  at  the  age  of 
eighty-eight.  Dr.  Montague  graduated  in  1910 
from  Woman’s  Medical  College  of  Pennsylvania. 
She  was  former  chief  of  psychiatric  services  of 
the  City  Children’s  Court  and  a former  director 
of  Inwood  House.  In  1938  she  established  a 
treatment  clinic  and  organized  a citizens  com- 
mittee to  raise  money  for  it.  Dr.  Montague  was 
a member  of  the  American  Orthopsychiatric 
Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Thaddeus  W.  Piekielniak,  M.D.,  of  Whites- 
boro,  died  on  August  15  at  the  age  of  fifty-three. 
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Dr.  Piekielniak  graduated  in  1939  from  Hahne- 
mann Medical  College  of  Philadelphia.  He  was 
an  attending  physician  at  St.  Luke’s  Memorial 
Hospital,  a consulting  neurologist  at  the  Rome 
State  School,  and  an  attending  physician  and 
senior  neuropsychiatrist  at  St.  Elizabeth’s 
Hospital.  In  1953  he  was  appointed  coroner 
and  was  deputy  health  officer  in  Whitestown, 
Whitesboro,  and  Oriskany  from  1951  to  1960 
when  he  became  health  officer.  Dr.  Piekielniak 
was  a member  of  the  Utica  Academy  of  Medi- 
cine, the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Paul  John  Rutecki,  M.D.,  of  Buffalo,  died  on 
June  4 at  the  age  of  sixty-eight.  Dr.  Rutecki 
graduated  in  1924  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  an  attending 
physician  at  Mercy  Hospital.  Dr.  Rutecki  was 
a member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jacob  Schott,  M.D.,  of  Brooklyn,  died  on 
June  24  at  the  age  of  fifty-three.  Dr.  Schott 
graduated  in  1935  from  Long  Island  College 
Medical  School.  He  was  an  attending  physician 
at  the  Jewish  Chronic  Disease  Hospital  and  an 
assistant  attending  physician  at  Maimonides 
Hospital  of  Brooklyn.  Dr.  Schott  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medi- 
cine, a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Brooklyn 
Society  of  Internal  Medicine,  the  New  York 
Society  of  Internal  Medicine,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Maurice  Gerald  Sheldon,  M.D.,  of  Olean, 
died  on  September  15  at  the  age  of  sixty-nine. 
Dr.  Sheldon  graduated  in  1921  from  the  Uni- 
versity of  Michigan  Medical  School.  He  was  an 
honorary  member  of  the  medical  staff  of  Buffalo 
General  Hospital  and  a consulting  staff  member 
at  St.  Francis  and  Cuba  Memorial  Hospitals. 
Dr.  Sheldon  was  a Diplomate  of  the  American 
Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Buffalo  Ophthalmologic 
Club,  the  Cattaraugus  County  Medical  Society 
(a  past-president),  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Florence  Slaff,  M.D.,  of  New  York  City,  died 
on  November  3 at  the  age  of  sixty-seven.  Dr. 
Slaff  graduated  in  1921  from  Woman’s  Medical 
College  of  Pennsylvania.  She  had  served  on  the 
board  of  directors  of  the  Passaic  County  (New 
Jersey)  Mental  Hygiene  Association  and  was  a 
founder  of  the  psychiatric  clinic  of  the  Stephen 
S.  Wise  Free  Synagogue.  Dr.  Slaff  was  a mem- 
ber of  the  American  Academy  of  Psycho- 
analysis. 


Marion  Risley  Smith,  M.D.,  of  Utica,  died 
on  October  5 at  the  age  of  fifty-seven.  Dr. 
Smith  graduated  in  1932  from  the  University  of 
Rochester  School  of  Medicine  and  Dentistry. 
He  was  an  attending  surgeon  at  Faxton  Hospi- 
tal, Children’s  Hospital  Home  of  Utica,  and 
Marcy  State  Hospital  and  a consulting  surgeon 
at  Ilion  and  Community  Memorial  (Hamilton) 
Hospitals.  Dr.  Smith  was  a Diplomate  of  the 
American  Board  of  Surgery,  and  a member  of 
the  Utica  Academy  of  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Ellis  Barnet  Soble,  M.D.,  of  Rochester,  died 
on  July  12  at  the  age  of  seventy-one.  Dr.  Soble 
graduated  in  1922  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a 
consulting  physician  at  Rochester  General 
Hospital,  Highland  Hospital  of  Rochester,  and 
Genesee  Hospital,  and  an  emeritus  assistant 
attending  physician  at  Strong  Memorial  Hospi- 
tal. Dr.  Soble  was  a member  of  the  American 
Gastroscopic  Society,  the  Rochester  Academy  of 
Medicine,  the  Rochester  Pathological  Society, 
the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lawrence  Emerson  Sprout,  M.D.,  of  Rome, 
died  on  October  23  at  the  age  of  seventy-four. 
Dr.  Sprout  graduated  in  1917  from  Cornell 
University  Medical  College.  He  was  an  honor- 
ary staff  physician  at  Rome  Hospital  and 
Murphy  Memorial  Hospital.  Dr.  Sprout  was 
a member  of  the  Utica  Academy  of  Medicine, 
the  Oneida  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Steinhauser,  M.D.,  of  The  Bronx, 
died  on  May  6 at  the  age  of  seventy-five.  Dr. 
Steinhauser  graduated  in  1916  from  Long  Island 
College  Hospital  Medical  School. 

Leland  Ralph  Stoll,  M.D.,  of  Salamanca, 
died  in  a drowning  accident  on  August  14  at  the 
age  of  fifty-six.  Dr.  Stoll  graduated  in  1931 
from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  an  attending  surgeon  at  Sala- 
manca District  Hospital.  Dr.  Stoll  was  a mem- 
ber of  the  Cattaraugus  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Walter  Tritell,  M.D.,  of  Stewart  Manor,  died 
on  July  10  at  the  age  of  seventy-seven.  Dr. 
Tritell  received  his  medical  degree  from  the 
University  of  Breslau  in  1913. 

Wesley  W.  Woglom,  M.D.,  of  Syracuse,  died 
on  August  7 at  the  age  of  eighty-three.  Dr. 
Woglom  graduated  in  1908  from  Long  Island 
College  Hospital  Medical  School.  He  was  a 
member  of  the  Oneida  County  Medical  Society, 
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the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Max  W.  Wolf,  M.D.,  of  The  Bronx,  died  on 
April  2 at  the  age  of  sixty.  Dr.  Wolf  graduated 
in  1936  from  Baylor  University  College  of 
Medicine.  He  was  chief  of  internal  medicine  at 
Bronx  Municipal  Hospital  Center  Outpatient 
Department.  Dr.  Wolf  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Warriner  Woodruff,  M.D.,  of 

Saranac  Lake,  died  on  October  13  at  the  age  of 
sixty-six,  Dr.  Woodruff  graduated  in  1924  from 
Harvard  University  Medical  School.  He  was 
an  attending  surgeon  at  General  Hospital  of 


Saranac  Lake,  a consulting  surgeon  at  Will 
Rogers  Memorial  Hospital  and  Research  Labo- 
ratories, Placid  Memorial  Hospital  (Lake 
Placid) , and  Sanatorium  Gabriels  and  St. 
Margaret’s  Nursing  and  Convalescent  Home 
(Gabriels),  a consulting  surgeon  and  thoracic 
surgeon  at  Ray  Brook  State  Tuberculosis 
Hospital,  and  a consulting  thoracic  surgeon  at 
Sunmount  Veterans  Administration  Hospital 
and  the  Veterans  Administration.  Dr.  Wood- 
ruff was  a Diplomate  of  the  American  Board  of 
Surgery,  a Diplomate  of  the  American  Board  of 
Thoracic  Surgery  (Affiliate  of  the  American 
Board  of  Surgery),  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Association  for  Thoracic  Surgeons, 
the  American  Thoracic  Society,  the  Franklin 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Abstracts 


Eufrate,  S.  A.,  and  Gordon,  D.  L.:  Acute 
appendicitis  in  children;  study  of  135  con- 
secutive cases,  New  York  State  J.  Med.  64: 
2981  (Dec.  15)  1964. 

A study  was  made  of  135  consecutive  cases 
from  zero  to  twelve  years  of  age,  operated  on 
for  acute  appendicitis.  On  the  basis  of  the 
pathologist’s  report,  the  preoperative  diagnosis 
was  correct  in  72  per  cent  and  incorrect  in  28  per 
cent.  Reasons  for  failure  to  recognize  acute  ap- 
pendicitis include  the  presence  of  associated, 
more  obvious  disease  of  other  systems,  par- 
ticularly of  the  respiratory  tract,  and  widespread 
use  of  antibiotics  which  may  mask  signs  and 
symptoms  of  the  progression  of  acute  ap- 
pendicitis. An  aggressive  surgical  policy  is 
recommended  to  overcome,  at  least  in  part, 
complications  and  mortality. 

Rogachefsky,  H.:  Care  of  the  aging  skin, 

New  York  State  J.  Med.  64:  2988  (Dec.  15) 
1964. 

Aging  skin  undergoes  morphologic,  physio- 
logic, and  histologic  changes.  An  important 
cause  of  aging  skin  is  sunlight;  the  antimalarial 
drugs  are  of  some  benefit  as  prophylaxis  for 
solar  keratoses  and  epitheliomas.  Dermabra- 
sion and  chemosurgery  are  promising  technics 
in  the  prophylaxis  and  treatment  of  sun- 
damaged  and  aged  skin. 

Davidson,  H.  A.:  Rationalizations  for  con- 


tinued smoking,  New  York  State  J.  Med.  64: 
2993  (Dec.  15)  1964. 

A study  was  made  of  rationalizations  for  con- 
tinued cigaret  smoking  among  employes  of  a 
mental  hospital,  high-school  teachers,  and 
persons  in  fund-raising  or  society  administration 
work.  From  10  to  20  per  cent  of  former  smokers 
were  found  to  have  given  up  cigarets  in  the  last 
few  years.  A positive  correlation  was  found 
between  educational  level  and  discontinuance  of 
smoking.  Women  were  shown  to  be  more 
likely  to  keep  on  smoking  than  men.  Nominal 
reasons  for  persistence  in  smoking  were  grouped 
as  follows:  denial  of  health  hazard;  excuse  of 
moderation,  filters,  and  so  forth;  diversion  of 
the  question;  and  defiance  of  the  danger. 

Levy,  G.,  and  Hollister,  L.  E.:  Failure  of 
U.S.P.  disintegration  test  to  assess  physiologic 
availability  of  enteric  coated  tablets,  New 
York  State  J.  Med.  64:  3002  (Dec.  15)  1964. 

In  vivo  tests  showed  that  an  enteric  coated 
aspirin  tablet  preparation  which  passed  the 
U.S.P.  tablet  disintegration  test  was  physiologi- 
cally unavailable.  Although  one  cannot  gen- 
eralize these  findings  to  all  enteric  coated  tablets, 
neither  can  one  rely  on  the  U.S.P.  disintegra- 
tion test  as  an  index  of  physiologic  availability. 
Apparent  lack  of  clinical  response  to  drugs  ad- 
ministered in  coated  tablets  may  be  caused  by 
incomplete  drug  absorption,  as  well  as  by  failure 
of  the  chemotherapeutic  agent. 
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The  big  question  has  been  answered  for  many  people.  The  Surgeon-General’s  report  on  Smok- 
ing and  Health  gave  strong  support  to  overwhelming  evidence  accumulated  by  the  American 
Cancer  Society  over  the  last  15  years.  Cigarette  smoking  is  a major  cause  of  lung  cancer. 

As  the  evidence  piled  up,  the  Society  intensified  its  public  educational  efforts,  with  teen- 
agers the  specific  target.  Many  private  and  government  agencies  were  stimulated  to  take  action. 

But  people  have  short  memories.  Already  the  message  of  the  Surgeon-General’s  report 
has  been  blurred  with  the  passage  of  time.  Unless  those  with  the  responsibility  for  protecting 
health  act  vigorously,  the  public  will  continue  to  lose  sight  of  the  risk... and  smoke  cigarettes. 

We  are  faced  with  some  compelling  questions.  How  to  motivate  adults  to  stop  smoking 
cigarettes?  How  to  influence  teen-agers  not  to  start?  How  to  help  those  who  want  to  stop 
but  can’t?  Between  us,  doctor,  we  must  find  the  answers.  BIDGMCdl)  CdflCGT  SOClGty 
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Abstracts  in  Interl'mgua 


Eufrate,  S.  A.,  e Gordon,  D.  L.:  Acute  ap- 
pendicitis in  juveniles;  un  studio  de  135  casos 
consecutive  ( anglese ),  New  York  State  J.  Med. 
64:  2981  (15  de  decembre)  1964. 

Esseva  studiate  le  casos  de  135  consecutive 
patientes  de  etates  de  inter  zero  e dece-duo 
annos,  qui  esseva  operate  a causa  de  acute  ap- 
pendicitis. A base  del  reportos  del  pathologo,  le 
diagnose  pre-opera  tori  esseva  correcte  in  72  pro 
cento  e incorrecte  in  28  pro  cento  del  casos.  Le 
rationes  pro  le  non-recognition  de  acute  ap- 
pendicitis include  le  presentia  de  un  associate  e 
plus  obvie  morbo  de  altere  systemas,  particular- 
mente  del  vias  respiratori,  e le  extense  uso  de 
antibioticos  que  pote  resultar  in  un  mascamento 
del  signos  e symptomas  del  progression  de  ap- 
pendicitis acute.  Un  aggressive  strategia  es 
recommendate  pro  superar,  al  minus  in  parte,  le 
occurrentia  de  complicationes  e le  consequente 
mortalitate. 

Rogachefsky,  H.:  Cultura  del  pelle  senescente 
{anglese),  New  York  State  J.  Med.  64:  2988 
(15  de  decembre)  1964. 

Con  le  avantiamento  de  su  etate,  le  pelle  suf- 
fre  alterationes  morphologic,  physiologic,  e 
histologic.  Un  importante  causa  del  processo 
senescente  del  pelle  es  le  lumine  solar.  Le 
pharmacos  antimalarial  es  benefic,  in  un  certe 
grado,  como  agentes  prophylactic  contra  solar 
ceratoses  e epitheliomas.  Derm-abrasion  e 
chimochirurgia  es  promittente  technicas  in  le 
prophylaxia  e le  tractamento  del  pelle  que  ha 
suffrite  le  vastation  del  sol  e del  avantiante 
etate. 

Davidson,  H.  A.:  Plausibilisationes  del  con- 
tinuate  fumar  {anglese).  New  York  State  J. 
Med.  64:  2993  (15  de  decembre)  1964. 


Esseva  studiate  le  maniera  in  que  le  con- 
tinuate  fumar  de  cigarrettas  es  plausibilisate  per 
empleatos  de  un  hospital  mental,  instructores  de 
schola  secundari,  e personas  active  in  le  adminis- 
tration de  societates.  Esseva  constatate  que 
inter  10  e 20  pro  cento  del  previe  fumatores 
habeva  discontinuate  le  uso  de  cigarrettas  in  le 
curso  del  passate  pauc  annos.  Esseva  trovate 
un  correlation  positive  inter  le  nivello  de  educa- 
tion e le  discontinuation  del  fumar.  Esseva 
monstrate  que  feminas  persiste  con  plus  alte 
probabilitate  in  le  habitude  del  fumar  que 
masculos.  Le  offerite  justificationes  pro  le 
persistentia  in  le  habitude  del  fumar  esseva 
gruppate  sequentemente:  denegation  de  omne 
hasardo  sanitari;  excusa  de  moderation,  filtros, 
etc.;  evitation  del  question;  e despecto  del 
periculo. 


Levy,  G.,  e Hollister,  L.  E.:  Infidelitate  del 
test  de  disintegration  del  U.S.P.  in  le  evalua- 
tion del  disponibilitate  physiologic  de  revestite 
tablettas  enteric  {anglese),  New  York  State 
J.  Med.  64:  3002  (15  de  decembre)  1964. 

Tests  in  vivo  ha  monstrate  que  un  revestite 
tabletta  enteric  de  aspirina,  le  qual  habeva 
exite  con  approbation  ex  le  test  de  disintegration 
de  tablettas  del  U.S.P. , esseva  physiologica- 
mente  non-disponibile.  Ben  que  il  non  esserea 
juste  generalisar  iste  constatation  e applicar  lo  a 
omne  revestite  tablettas  enteric,  il  etiam  non  es 
possibile  fider  se  al  test  de  disintegration  del 
U.S.P.  como  indice  del  disponibilitate  physio- 
logic. Un  apparente  non-responsa  a un  phar- 
maco  administrate  in  le  forma  de  un  revestite 
tabletta  pote  esser  causate  per  un  incomplete 
absorption  del  pharmaco  e non  necessarimente 
per  le  inefficacia  del  agente  chimotherapeutic. 
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Index  to  Advertised  Products 


Anabolic  agents 

Winstrol  (Winthrop  Laboratories) 2949 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
Physician  in  Charge 


J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


Analgesics 

Soma  (Wallace  Laboratories) 2980 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 2961 

Declomycin  (Lederle  Laboratories) 4th  cover 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2959 

Hycomine  (Endo  Laboratories) 2955 

Dermatologic  preparations 

Sardo  (Sardeau,  Inc.) 2973 

Diagnostic  instruments 

Electrocardiograph  (Sanborn  Company) 2963 

Digestive  relaxants 

Decholin-BB  (Ames Company,  Inc.) 3rd  cover 

Energizers 

Deprol  (Wallace  Laboratories) 2966-2967 

Hormones 

Enovid  (G.  D.  Searle  & Company) 2979 

Liquors 

Hennessy  cognac  (Schieffelin  & Company) 2968 

Nasal  decongestants 

Neo-Synephrine  (Winthrop  Laboratories) 2969 

Sedatives 

Barba-Niacin  (Cole  Chemical  Company) 2953 

Steroids  & hormones 

Aristocort  (Lederle  Laboratories) 2946-2947 

Tranquilizers 

Atarax  (J.  B.  Roerig  & Company) 2956-2957 

Thorazine 

(Smith  Kline  & French  Laboratories) 3046 

Valium  (Roche  Laboratories) 2nd  cover-2945 

Vistaril  (Pfizer  Laboratories) 2964-2965 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinewo--.ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  has  been  training  in  these 
fields  for  40  years;  our  graduates  have  sound  professional 
skills.  Free  Placement  Service. 

Mo*uU  School  19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  • Licensed  by  the  State  of  New  York 


Under  the  generic  name 


for  lower  costs  to  your  patients 


Meprobamate  Tablets 

400  mg.  U.S.P. 


U.  S.  Patent  No.  2,724,720 


Quality  controlled  by  West-ward 


Literature  available  on  request 


Do  lower  the  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 


West-ward,  Inc.,  745  Eagle  Ave.,  Bronx56,  N.Y. 

NYS  12-15 


Vitamins 

Stresscaps  (Lederle  Laboratories) 


2951 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


GENERAL  PRACTITIONER  URGENTLY  NEEDS 
partner.  Solo  now,  more  than  60  patients  daily.  12 
room  modern  office.  No  obstetrics.  Internist,  pediatrician 
and/or  generalist,  interested  in  small  office  accident 
surgery.  Further  tremendous  potential.  Rochester, 
N.Y.  Box  983,  % N.Y.  St.  Jr.  Med. 


NORTHERN  WESTCHESTER  HOSPITAL,  LOCATED 
in  Mount  Kisco,  New  York,  forty  miles  from  New  York 
City,  is  a 247  bed  community  hospital  with  a high  caliber 
and  well  organized  teaching  program,  and  a progressive 
philosophy  regarding  internship  training.  Stipend  $320/ 
mo.,  plus  apartment  and  $25.  dependent  allowance  for 
each  of  three  children.  We  are  accepting  applications 
for  rotating  internships.  The  program  has  the  approval 
of  the  Council  on  Medical  Education  of  the  American 
Medical  Association.  Address:  Director  of  Medical 

Education,  Northern  Westchester  Hospital,  Mount  Kisco, 
New  York. 


WANTED:  INTERNIST,  BOARD  CERTIFIED  OR 

eligible,  for  large  hospital,  Kansas  City  area.  Box  999, 
% N.Y.  St.  Jr.  Med. 


G.P.  WANTED  MARCH  1,  1965  FOR  LONG  ISLAND 
GP  group.  Eventual  full  partnership.  No  capital  needed; 
initial  salary.  Excellent  opportunity.  Box  102,  % N.Y. 
St.  Jr.  Med. 


GENERAL  PRACTITIONER  IN  WESTCHESTER 
County  comtemplates  retiring  in  2-3  years,  and  wishes 
associate,  acceptable  to  exceptional  clientele.  Fully 
equipped  offices.  Terms  arranged;  references  exchanged; 
replies  confidential.  Box  110,  % N.Y.  St.  Jr.  Med. 


WANTED:  ANESTHESIOLOGIST  TO  JOIN  GROUP 

in  Long  Island.  Active  expanding  practice.  Excellent 
opportunity.  New  York  license  required.  Box  108, 
% N.Y.  St.  Jr.  Med. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
well  established  medical  group  on  the  South  Shore  of 
Longs  Island’s  summer  resort  area.  $12,000  per  annum, 
$1,500  car  allowance,  bonus  arrangement,  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd., 
Patchogue,  New  York.  516  GRover  5-3900. 


ANESTHESIOLOGIST,  JOIN  FEE-FOR-SERVICE 
practitioner,  progressive  upstate  community.  Salary  6 
mo.,  then  percentage.  Box  112,  % N.Y.  St.  Jr.  Med. 


INTERNIST  FOR  COMPREHENSIVE  MEDICAL  CARE 
group;  pleasant  New  York  City  suburb;  initial  contract 
leading  to  partnership;  $15,000-$16,000  per  annum  first 
year;  send  full  curriculum  vitae  in  first  letter.  Box  115, 
% N.Y.  St.  Jr.  Med. 


PEDIATRICIAN  FOR  COMPREHENSIVE  MEDICAL 
care  group;  pleasant  New  York  City  suburb;  initial  con- 
tract leading  to  partnership;  $15,000-$16,000  per  annum 
first  year;  send  full  curriculum  vitae  in  first  letter.  Box 
116,  % N.Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED— CONT’D 


BOARD  CERTIFIED  OR  BOARD  ELIGIBLE  SURGEON 
needed  for  rural  area  of  approximately  7,500  population 
in  upstate  New  York  served  by  a new  42  bed,  fully  ac- 
credited, non-sectarian,  general  hospital.  Hospital  is 
served  by  Board  certified  pathologist  and  radiologist. 
Area  has  many  recreational  facilities  including  new  ski 
area,  championship  golf  course,  numerous  lakes,  streams, 
picnic  and  camping  areas.  Good  income  arrangements 
available.  Send  resume  of  training  and  references  to 
Administrator,  Community  Hospital,  Stamford,  New 
York,  who  is  acting  as  Secretary  for  joint  Board-Medical 
Staff  committee. 


ASSISTANT  PATHOLOGIST,  BOARDS  OR  BOARD 
eligible,  for  330  bed,  short  term,  voluntary  hospital. 
Requires  interest  in  both  clinical  & anatomical.  Lab. 
yearly  performs  4,000  surgical,  over  250,000  clinical  patho- 
logical, and  190  post  mortem  examinations.  Send  resume 
and  salary  requirements  to  Irene  Garrow,  M.D.,  Patho- 
logist, Flushing  Hospital  & Dispensary,  44-14  Parsons 
Blvd.,  Flushing  55,  N.Y. 


MISCELLANEOUS 


COLLECTIONS— THE  CRANE  BILLING  AND  COL- 
lection  plan.  A statewide  service — 33  years  experience 
assures  good  results.  Write  for  listing  forms.  Crane 
Discount  Corp.  221  W.  41st  St.,  New  York  36,  N.Y. 


PRIVACY  AT  LAST  FOR  YOU  AND  YOUR  PATIENTS! 
Now  you  can  eliminate  embarrassing  and  distressing  sounds 
from  penetrating  your  walls.  We  sound  condition  your 
walls  quickly,  inexpensively  and  decoratively.  For  free 
estimate,  call  Scientific  Safety  Corp.,  CHelsea  3-3874. 
NYC  only. 


HOW  I LOST  36,000  POUNDS  BY  MELVIN  ANCHELL, 
M.D.  A Breakthrough  in  the  treatment  and  reorienta- 
tion in  the  problem  of  obesity.  This  method  and  regi- 
men could  eliminate  obesity  in  all  patients.  Injection 
technique  for  temporary,  safe  rapid  treatment  is  given. 
The  newest  psychological  concepts  about  overweight  and  a 
discussion  of  the  erroneous  concepts  involving  cholesterol 
are  included.  Hard-bound,  jacketed  book.  $4.25.  Order 
from:  Janan  Publishers,  P.O.  Box  49005,  Los  Angeles 

49,  California. 


COLLECTION  PROBLEMS?  AS  MEDICAL  BILLS 
grow  older,  they  become  harder  to  collect.  Yet,  it  is  vital 
that  you  be  paid  for  your  services.  Call  in  a collection 
specialist  who  will  recover  your  money  while  protecting 
the  good  will  of  the  patient  toward  you.  For  the  name 
of  your  nearest  qualified  collector,  write:  American  Col- 
lectors Association  Inc.,  Box  550,  Poughkeepsie,  N.  Y. 


TUTORING— SPECIALIST  IN  EDUCATIONAL  THER- 
apy  for  the  emotionally  handicapped  student.  All  levels; 
college,  high  school,  jr.  high,  elem.  H.  Novogrodsky,  M.S., 
170-32  130  Ave.,  Jamaica,  N.Y.  Tel.:  723-2809. 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % N.Y.  St.  Jr.  Med. 


UNIVERSITY  TRAINED  INTERNIST,  31,  DESIRES 
association  with  one  or  more  physicians  in  Westchester 
or  Long  Island.  Box  109,  % N.Y.  St.  Jr.  Med. 


ORTHOPEDIST,  AGE  34,  BOARD  ELIGIBLE,  SEEKS 
association  with  orthopedic  surgeon  or  group.  Box  104, 
% N.  Y.  St.  Jr.  Med. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Sept,  and  Feb.  graduation. 
Well  trained  and  highly  qualified  personnel  (male  & fe- 
male) also  available  at  other  times.  Phone  CH  2-2330 
Ext.  6,  Placement  Dept.,  or  write  Eastern  School  for 
Physicians’  Aides,  Dept.  69,  85  Fifth  Ave.,  New  York 
3,  N.Y.  (Founded  1936  by  two  member  physicians) 
Early  requests  should  be  made  for  Feb.  and  Sept, 
graduates. 


PHYSICIAN,  PRESENTLY  PRIVATE  PRACTICE, 
Rochester,  N.Y.  available  part  time  for  association  or 
salaried  position.  Box  111,  % N.Y.  St.  Jr.  Med. 


ANESTHESIOLOGIST,  FACA,  SEEKS  FULL  OR  PART- 
time  position  in  or  near  NYC  area.  Fee  for  service  or 
partnership.  Details  in  first  letter.  Box  114,  % N.Y. 
St.  Jr.  Med. 


LICENSED  FEMALE  PHYSICIAN,  G.P.,  MIDDLE 
aged,  wants  hospital  position  or  association  in  N.Y.  City 
area.  Five  days  a week,  no  nights.  Box  118,  % N.Y.  St. 
Jr.  Med. 


PEDIATRICIAN,  FINISHING  RESIDENCY  IN  JUNE, 
desires  partnership  in  New  York  City  or  suburbs.  Call 
(Brooklyn)  CH  1-8890. 


MEDICAL  ILLUSTRATOR,  MALE,  AGE  34,  COM- 
mercial  fine  art  graduate.  Salary  open;  no  experience. 
N.  Y.  City  area.  Box  121,  % N.  Y.  St.  Jr.  Med. 


OBSTETRICIAN  AND  GYNECOLOGIST,  AGE  34, 
married,  Board  eligible,  seeks  opportunity  with  associate 
or  group.  Box  119,  % N.Y.  St.  Jr.  Med. 


GENERAL  SURGEON,  AGE  31,  MARRIED,  COMPLET- 
ing  residency  July;  seeks  association  or  group  practice 
in  central  New  York  State.  Box  123,  % N.Y.  St.  Jr.  Med. 


PRACTICES  FOR  SALE  OR  RENT 


EENT  PRACTICE,  OFFICE  FULLY  EQUIPPED,  WITH 
records  and  files.  Price  extremely  reasonable.  Contact: 
Shults  & Shults,  9 Seneca  Street,  Hornell,  N.Y.  Tel. 
607-324-1104. 


GENERAL  PRACTICE  AND  FULLY  EQUIPPED  OF- 
fice  on  Long  Island.  Equipment  optional.  Moving  out 
of  state.  Box  122,  % N.Y.  St.  Jr.  Med. 


FULLY  EQUIPPED  OFFICE,  FINE  BRICK  CORNER 
home,  separate  entrances,  two  streets.  Excellent,  well 
established  general  practice;  thriving  community  Nassau 
County,  South-shore.  Offered  because  illness  in  family. 
Box  991,  % N.Y.  St.  Jr.  Med. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PLAINVIEW,  L.I.  OFFICE  SPACE  TO  SHARE,  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 


HUNTINGTON— NEW  PROFESSIONAL  BUILDING  IN 
vicinity  of  Huntington  Hospital.  Occupancy  early 
spring.  516  HA  1-0226. 


NEW  YORK,  DUTCHESS  COUNTY.  OFFICE  SPACE 
available  in  professional  building  being  erected  on  main 
business  highway  between  Fishkill  and  Poughkeepsie. 
Ideal  for  all  specialties.  Address  Martin  Rabin,  D.D.S., 
65  South  Clinton  St.,  Poughkeepsie,  New  York.  Phone 
454-0322. 


PROFESSIONAL  OFFICES:  BEAUTIFUL  NEW  BUILD- 
ing,  January  1st  occupancy;  excellent  Westchester  location 
(near  busy  shopping  center);  busses  at  corner;  fully 
air-conditioned  large;  parking  area;  few  suites  left; 
reasonable  rental.  (914)  OWens  3-2141. 


FOR  RENT.  FIFTH  AVENUE  (1107).  CORNER  AT- 
tractive  modern  5 room  office  facing  park.  Suitable  hours 
available.  Reasonable.  SAcramento  2-5959. 


YONKERS:  EXCEL.  OPPTY.  FOR  PHYSICIAN.  WILL 
rent  or  sell  2 fam.  home-office  comb.  Corner  loc.;  area 
of  new  apt.  houses;  parking.  914  BE  7-5271. 


ASTORIA— DOCTOR’S  OFFICE,  5 ROOMS,  COR. 
house.  2 private  sep.  entrances.  Excellent  loc.  for  General 
Practitioner  Office  for  past  25  yrs.  Consultation,  waiting, 
2 exam,  rooms,  x-Ray  & lab.,  large  lavatory.  220  volt 
x-ray  power  lines.  EMpire  1-1423. 


MEDICAL  SUITE— 55  EAST  87  STREET  (BETWEEN 
Park  & Madison)  1st  fl.  luxury  apt.  bldg.,  5 room  complex. 
Will  alter  to  suit.  Call  Supt.,  FI  8-9277. 


FOR  RENT:  5 ROOM  OFFICE,  GARDEN  CITY  MED- 
ical  Center.  Write  J.  L.  McCartney,  M.D.,  520  Franklin 
Avenue,  Garden  City,  N.Y. 


FOR  RENT:  LONG  ISLAND,  WANTAGH,  N.  Y. 

Air-conditioned,  individual  examination  and  consultation 
rooms.  Waiting  room  to  share  with  allergist.  Telephone 
SU  5-1110. 


ROCKLAND  CO.,  20  MINS.  GEO.  WASH.  BRIDGE. 
Office  space  in  modern  medical  bldg.  Open  staff  hosp. 
nearby.  Rapid  growth  area.  Suitable  most  specialties. 
Box  120,  % N.  Y.  St.  Jr.  Med. 


12-ROOM  HOME-OFFICE  COMBINATION,  SEPARATE 
entrances,  rural  resort  area,  60  miles  N.E.  Albany.  Equip- 
ped for  G.P.  or  internist.  Accredited  open  hospital  13 
miles,  excellent  roads;  about  * « acre,  lawns,  trees,  large 
barn.  Specializing.  Box  124,  % N.Y.  St.  Jr.  Med. 
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The  discharged 
mental  patient . . . 
and  Thorazine ® 

brand  of  chlorpromazine 


“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu • 
tionalized  patients  by  regulation  of  medication , reassurance , manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.”  Kiine,  n.s.:  Postgrad.  Med.  27:620  (May)  i960 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, sk&f)— regardless  of  dosage— over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most' 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been  1 
successfully  used  for  10  years  in  the  treatment  of  mental  and  , 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa-  j 
tients.  Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation,  ; 
miosis,  dermatological  reactions,  photosensitivity,  jaundice,  i 
hypotension,  increased  appetite  and  weight;  very  rarely,  [ 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or  ' 
available  literature. 

Smith  Kline  & French  Laboratories 
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Atarax:  hydroxyzine  hydrochloride  in  treatment  of  be- 

havioral disturbances  in  mentally  retarded  children,  1721 
Atresia,  hepatic  bile  duct,  1826 

(Bazin’s  disease),  nodose  erythema  induratum,  2580 
Behcet’s  Syndrome:  Skin  Puncture  Test  as  Guide  in  Therapy 
(Fellner  and  Kantor),  1760 

Bilateral  Popliteal  Cysts  in  a Patient  with  Rheumatoid 
Arthritis  (Litwin,  Lister,  and  Rotstein),  2107 
Bile  duct  atresia,  hepatic,  1826 

Billsbord  (Series),  1772,  1998,  2222,  2475,  2705,  2931 
Biologic  and  chemical  casualties  [Disaster  Medical  Care], 
2924 

Biopsy  and  Mammography  (Gershon-Cohen  and  Borden), 
2751 

Blood  Pressure  Comparisons  in  Tropical  Africans  and  Peru- 
vians (Tenbrinck),  2584 

Bone  lesions,  some  benign,  diagnosis  and  treatment  of,  2757 
Bone:  neurilemmoma  of  os  calcis,  3015 
Brain,  chemotherapy  of  primary  gliomas  of,  1933 
Brain,  electron  microscope  evidence  of  potential  blood  flow 
from  vein  to  capillary  bed  in,  2917 
Breast 

biopsy  and  mammography,  2751 
male,  granular  cell  myoblastoma  of,  1753 
regression  of  metastatic  hepatomegaly  from  mammary 
carcinoma;  cytotoxic  combination  chemotherapy  with 
5-FU  [Recent  Advances  in  Medicine  and  Surgery],  2442 
Bronchial  hamartoma:  recurrent  pneumonia  [Correlation 

Conferences  in  Radiology  and  Pathology],  1857 
Bronchitis:  facet  of  chronic  respiratory  disease,  1727 
Burns,  Fractures,  and  Soft  Tissue  Injuries  (Disaster  Medical 
Care]  (MacMillan),  1994 

Burns  of  hand,  immediate  excision  and  skin  grafting  of,  2684 
Cancer 

adenomas  of  colon  and  rectum  (Panel  Discussion),  2418 
clinically  recurrent  gastric,  problem  of.  1971 
facet  of  chronic  respiratory  disease,  1727 
gynecologic,  experiences  with  chemotherapy  in,  2431 
migratory  venous  thrombosis  and,  2166 
oral,  incidence  of  cirrhosis  in,  2174 

patients  during  treatment,  chromosomal  patterns  in,  2407 
renal-cell  [Recent  Advances  in  Medicine  and  Surgery]; 
part  I:  incidence,  etiology,  natural  history,  and  prog- 
nosis, 2539;  part  II:  diagnostic  findings,  2659;  part 
III:  types  of  treatment,  2771 
stenosing  lesion  of  anorectal  canal;  problem  in  differential 
diagnosis  [Correlation  Conferences  in  Radiology  and 
Pathology],  2082 

uterine  body,  characteristics  of  women  with,  1724 
see  also  Carcinoma,  Leukemia,  Malignant  disease.  Neo- 
plasm, Tumor  (s) 

Carcinoid  Heart  Disease;  Roentgenology  (Lipchik),  2314 
Carcinoma  of  Colon  and  Rectum;  Conservatism  and  Pallia- 
tion in  Management  (Remington),  1713 
Carcinoma 

care  of  aging  skin,  2988 

jaundice,  ascites,  and  death  [Clinicopathologic  Confer- 
ence], 1958 

mammary,  regression  of  metastatic  hepatomegaly  from; 
cytotoxic  combination  chemotherapy  with  5-FU  [Re- 
cent Advances  in  Medicine  and  Surgery],  2442 
see  also  Cancer,  Leukemia,  Malignant  disease.  Neoplasm, 
Tumor(s) 

Cardiac  arrhythmia,  nausea,  vomiting,  and  weakness  [Clini- 
copathologic Conference],  2321 
Cardiac  Manifestations  Due  to  Allergy  (Harkavy),  2289 
Cardiac  Paradox  of  the  Senior  Citizen;  A Phenomenon  of 
Age  [Cardiac  Rehabilitation]  (Harris),  2461 
Cardiac  Rehabilitation  (Series),  1743,  1966,  2217,  2461, 
2678,  2902 

Cardiac:  see  also  Cardiac  Rehabilitation  (Series),  Heart 
Cardiopulmonary  resuscitation,  closed-chest;  results  and 
criteria  for  application,  2523 

Cardiopulmonary  Resuscitation;  Review  of  One  Year’s 
Experience  in  a General  Hospital  (Ayers  and  Doyle), 
1929 

Care  of  the  Aging  Skin  (Rogachefsky ) , 2988 
Carotid  angiography,  preoperative  diagnosis  of  bilateral 
meningiomas  by,  2688 

Case  History  of  A New  Drug;  Research  and  Development, 
1875 

Cervical  nerve  roots,  neurofibromatosis  with  extensive  in- 
volvement of,  1750 

Cervical  rib  syndrome:  neurovascular  syndromes  of  upper 
extremities,  2655 

Changing  Patterns  of  Psychiatric  Care  in  New  York  City 
(Oast  and  Perkins),  2435 

Characteristics  of  Women  with  Uterine  Body  Cancer  (Courey 
and  Graham),  1724 

Chemical  and  Biologic  Casualties  [Disaster  Medical  Care] 
(Mott),  2924 

Chemotherapy  of  Primary  Gliomas  of  the  Brain  (Owens, 
Javid,  Tallon,  Stepanian,  and  Belmusto),  1933 
Chemotherapy 

cytotoxic  combination,  with  5-FU;  regression  of  metastatic 
hepatomegaly  from  mammary  carcinoma  [Recent  Ad- 
vances in  Medicine  and  Surgery],  2442 
in  gynecologic  cancer,  experiences  with,  2431 


renal-cell  cancer  [Recent  Advances  in  Medicine  and  Sur- 
gery];  part  III:  types  of  treatment,  2771 
Chest  wall  tumors,  excision  of,  2794 
Child 

allergic,  identification  of,  1945 

emotionally  ill,  management  of;  long-term  trials  with  new 
agent,  2070 

guidance  clinic,  function  of,  3033 

see  also  Maternal  and  Child  Welfare  (Series) 

Children 

acute  appendicitis  in;  study  of  135  consecutive  cases 
2981 

and  infants,  end  results  of  allergy  in,  2303 
mentally  retarded,  hydroxyzine  hydrochloride  in  treatment 
of  behavioral  disturbances  in,  1721 
physical  fitness  in,  1821 

ulcerative  colitis  in  [Recent  Advances  in  Medicine  and 
Surgery],  1851 

Chloramphenicol  and  oxytetracycline  in  surgery  of  urinary 
tract,  comparative  evaluation  of,  2201 
Chloroquine: 

care  of  aging  skin,  2988 

Chlorothiazide  and  hydrochlorothiazide  therapy,  acute 
anuria  associated  with:  recovery,  1865 
Chlorpromazine : ambulatory  withdrawal  treatment  of 

heroin  addicts,  1846 

Chromosomal  Patterns  in  Cancer  Patients  During  Treat- 
ment (Amarose),  2407 

Chronic  Colitis  Due  to  Sensitivity  to  Inhalant  Allergens 
(Cancellieri),  1975 

Cigarets:  facet  of  chronic  respiratory  disease,  1727 
Cigarets:  rationalizations  for  continued  smoking,  2993 
Cirrhosis 

hepatic  bile  duct  atresia,  1826 

hepatomegaly,  ascites,  and  reasonably  normal  liver  func- 
tion test  results  [Clinicopathologic  Conference],  2892 
incidence  of,  in  oral  cancer,  2174 

jaundice,  ascites,  and  death  [Clinicopathologic  Con- 
ference], 1958 

Classification  of  Tumors  of  Testis  (Melicow  and  Uson),  2191 
Clinical  Anesthesia  Conference  (Series),  1860,  2086,  2333, 
2696,  2905,  3010 

Clinical  Concept  of  Prediabetes  [Recent  Advances  in  Medi- 
cine and  Surgery]  (Ellen berg),  2885 
Clinical  Trial  of  a Residual  Germicide  (McGinn),  3026 
Clinicopathologic  Conference  (Series),  1732,  1958,  2210, 
2321, 2450, 2546,  2672,  2783,  2892 
Closed-Chest  Cardiopulmonary  Resuscitation;  Results  and 
Criteria  for  Application  (Lawrence,  Haley,  and  Gillies), 
2523 
Colitis 

chronic,  due  to  sensitivity  to  inhalant  allergens,  1975 
chronic  ulcerative,  rare  complication  of;  hypoproteinemic 
edema,  2339 

ulcerative,  in  children  [Recent  Advances  in  Medicine  and 
Surgery],  1851 
Colon 

and  rectum,  adenomas  of  (Panel  Discussion),  2418 
and  rectum,  carcinoma  of;  conservatism  and  palliation 
in  managament,  1713 

sigmoid,  endometriosis  of,  without  associated  pelvic  endo- 
metriosis, 2798 

Community  Services  to  Older  Cardiac  Patients  [Cardiac  Re- 
habilitation] (Morris),  2678 

Comparative  Evaluation  of  Oxytetracycline  and  Chlor- 
amphenicol in  Surgery  of  Urinary  Tract  (Gonder,  Ricci, 
Shulman,  Soanes,  and  Minsley),  2201 
Comparative  Longevity  of  Physicians  and  General  Popula- 
tion of  White  Males  (Wagner,  Schubert,  and  Schubert), 
1849 

Complete  Heart  Block  and  Sudden  Postoperative  Death 
[Clinical  Anesthesia  Conference],  2696 
Comprehensive  Service  to  Cardiac  Patients  in  Work-Oriented 
Rehabilitation  Center  [Cardiac  Rehabilitation]  (Benney, 
Lawentman,  and  Vern),  1966 
Conference  on  Aging,  2810 

Congenital  anomalies,  etiologic  factors  in  [Maternal  and 
Child  Welfare],  2088 

Congenital  Pharyngeal  Pouch  Formation  with  Hyperpara- 
thyroidism (Rankow,  Bruno,  and  Ober),  2568 
Control  of  Pain  in  Certain  Peripheral  Vascular  Disorders 
(Stein  and  Macaulay),  1839 
Coronary  disease,  silent,  magnitude  of,  2865 
Correlation  Conferences  in  Radiology  and  Pathology  (Series), 
1857,  2082,  2329,  2555,  2789,  3006 
Costoclavicular  syndrome:  neurovascular  syndromes  of 

upper  extremities,  2655 
Cretinism  and  neonatal  jaundice,  2914 

Crippling;  Intrinsic  and  Extrinsic  (Kopell  and  Thompson), 
1767 

Cryptorchism:  malignant  neoplasms  in  nondescended  testes, 
3012 

Cultivation  in  Vitro  of  Myeloblasts  from  Human  Leukemia 
(Iwakata  and  Grace),  2279 

Current  Problems  of  Maternity  Care  [Maternal  and  Child 
Welfare]  (Lesser),  2335 

Current  Status  of  Surgery  for  Chronic  Pancreatitis  [Recent 
Advances  in  Medicine  and  Surgery]  (Bowers),  2205 
Cutaneous  Effects  of  Hypocholesteremic  Agents  [Nutrition 
Excerpts]  (Roe),  2559 

Cyclic  Sciatica  Due  to  Endometriosis  (Vaisberg),  1983 
Cystic  fibrosis  of  pancreas,  sialographic  studies  in  patients 
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with,  2704 

Cysts,  bilateral  popliteal,  in  patient  with  rheumatoid  arthri- 
tis, 2107 

Cysts:  diagnosis  and  treatment  of  some  benign  bone  lesions, 
2757 

Deafness  in  Myxedema  (Friedman),  2792 

Defibrination,  hemorrhagic  diathesis  due  to  [Clinical  Anes- 
thesia Conference],  1860 
Dehydration,  hypertonic,  2157 

Delivery,  term,  followed  by  acute  renal  failure  [Clinico- 
pathologic  Conference],  2450 
Dermatitis:  identification  of  allergic  child,  1945 
Development  of  the  Art  of  Science  Writing  (Kirchhofer), 
2920 

Diabetes  mellitus,  survival  of  patient  with,  in  thermonuclear 
war,  2767 

Diabetes,  pre-,  clinical  concept  of  [Recent  Advances  in  Medi- 
cine and  Surgery],  2885 

Diagnosis  and  Treatment  of  Some  Benign  Bone  Lesions 
(Phelan  and  Cabrera),  2757 
Diet:  see  also  Nutrition  Excerpts  (Series) 

Diet:  survival  of  patient  with  diabetes  mellitus  in  thermo- 
nuclear war,  2767 

Diethyl  Ether  Anesthesia  and  Nitrogen  Mustard;  Synergistic 
Effects  on  Central  Nervous  System  (Owens  and  Hatiboglu), 
2764 

Disaster  Medical  Care  (Series),  1994,  2924 
Discussion  [Recent  Advances  in  the  Diagnosis  of  Penicillin 
Allergy]  [Proceedings,  New  York  Allergy  Society ] (Siegel), 
1707 

Diuretics:  acute  anuria  associated  with  chlorothiazide  and 
hydrochlorothiazide  therapy:  recovery,  1865 
Diverticulosis,  intramural  (Rokitansky-Aschoff  sinuses)  in 
septate  gallbladder  [Correlation  Conferences  in  Radiology 
and  Pathology],  3006 
Drug(s) 

ambulatory  withdrawal  treatment  of  heroin  addicts,  1846 
comparative  evaluation  of  oxytetracycline  and  chlor- 
amphenicol in  surgery  of  urinary  tract,  2201 
cutaneous  effects  of  hypocholesteremic  agents  [Nutrition 
Excerpts],  2559 

experiences  with  chemotherapy  in  gynecologic  cancer, 
2431 

failure  of  U.S.P.  disintegration  test  to  assess  physiologic 
availability  of  enteric  coated  tablets,  3002 
hydroxyzine  hydrochloride  in  treatment  of  behavioral  dis- 
turbances in  mentally  retarded  children,  1721 
management  of  emotionally  ill  child;  long-term  trials 
with  new  agent,  2070 

new,  case  history  of;  research  and  development,  1875 
peroral  oxacillin  in  chronic  osteomyelitis,  2414 
regression  of  metastatic  hepatomegaly  from  mammary 
carcinoma;  cytotoxic  combination  chemotherapy  with 
5-FU  [Recent  Advances  in  Medicine  and  Surgery],  2442 
short-  and  long-term  effects  of  homochlorcyclizine  in 
chronic  bronchial  asthma,  2318 
treatment,  recent,  of  nonhospitalized  tuberculosis  patients, 
2054 

Ear:  relative  merits  of  surgical  procedures  in  treatment  of 
Meniere’s  disease,  2876 

Ectopic  Gastric  Mucosa  of  the  Esophagus;  A Study  on 
Histogenesis  (de  la  Pava,  Pickren,  and  Adler),  1831 
Edema,  hypoproteinemic;  rare  complication  of  chronic  ul- 
cerative colitis,  2339 
Edema:  shoulder-hand  syndrome,  1717 

Effect  of  Allergens  on  Fungi:  Growth  of  Mucor  with  Protein 
Derivative  of  M.  Tuberculosis  and  with  Pollen  Allergen 
(Zucker),  2094 

Ehlers-Danlos  syndrome,  forme  fruste  of,  3017 
Elastosis,  senile:  sun  exposure  and  skin  aging,  2066 
Electric  countershock,  external,  treatment  by;  ventricular 
tachycardia  of  twenty-two  days  duration,  1952 
Electron  Microscope  Evidence  of  Potential  Blood  Flow  from 
Vein  to  Capillary  Bed  in  Brain  (Ausman,  Nimwegen,  and 
Owens),  2917 

Emotionally  ill  child,  management  of;  long-term  trials  with 
new  agent,  2070 

Emphysema:  facet  of  chronic  respiratory  disease,  1727 
End  Results  of  Allergy  in  Infants  and  Children  (Johnstone), 
2303 

Endometriosis  of  the  Sigmoid  Colon  Without  Associated 
Pelvic  Endometriosis  (Callas  and  Loseke),  2798 
Endometriosis,  cyclic  sciatica  due  to,  1983 
Endometriosis  of  ileocecal  valve,  intestinal  obstruction  due 
to,  2109 

Ensidon:  management  of  emotionally  ill  child;  long-term 

trials  with  new  agent,  2070 

Enteric  coated  tablets,  failure  of  U.S.P.  disintegration  test  to 
assess  physiologic  availability  of,  3002 
Epidural  anesthesia,  attempted,  subarachnoid  puncture 
during  [Clinical  Anesthesia  Conference],  3010 
Epidural  or  spinal  anesthesia,  excessive  spread  of  [Clinical 
Anesthesia  Conference],  2905 
Epilepsy,  primary  reading,  2472 

Erythema  induratum,  nodose  (Bazin’s  disease),  2580 
Erythromelalgia  (Bloom),  2470 

Esophagitis,  corrosive,  management  of;  analysis  of  treat- 
ment, methods,  and  results,  2307 
Esophagus,  study  on;  ectopic  gastric  mucosa  of  esophagus, 
1831 


Etiologic  Factors  in  Congenital  Anomalies  [Maternal  and 
Child  Welfare]  (Schoeneck),  2088 
Excessive  Spread  of  Epidural  or  Spinal  Anesthesia  [Clinical 
Anesthesia  Conference],  2905 

Excision  of  Chest  Wall  Tumors  (Nadler,  Ross,  and  Moore), 
2794 

Exercise:  physical  fitness  in  children,  1821 
Exostosis,  subungual,  on  forefinger,  2691 

Experiences  with  Chemotherapy  in  Gynecologic  Cancer 
(Hreshchyshy n) , 2431 

Extremities,  upper,  neurovascular  syndromes  of,  2655 

Facet  of  Chronic  Respiratory  Disease  (Blake),  1727 
Failure  of  U.S.P.  Disintegration  Test  to  Assess  Physiologic 
Availability  of  Enteric  Coated  Tablets  (Levy  and  Hollis- 
ter), 3002 

Farmer,  cardiac,  rehabilitation  of  [Cardiac  Rehabilitation], 
2217 

Femur,  osteolysis  and  pseudofractures  of  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  2555 
Ferric  chloride,  serum  reactions  with,  2347 
Fever  and  Anemia  [Clinicopathologic  Conference],  2672 
Fitness,  physical,  in  children,  1821 

Fluid  therapy,  intraoperative;  relationship  to  anesthetic  and 
surgical  complications,  2646 

Foot  Ulcers  in  Hansen’s  Disease  (Fisher,  McCann,  and 
Michele),  3021 

Forceps  needle  retriever,  tissue,  1731 

Forme  Fruste  of  Ehlers-Danlos  Syndrome  (Golden  and 
Garret),  3017 

Fractures,  burns,  and  soft  tissue  injuries  [Disaster  Medical 
Care],  1994 

5-FU,  cytotoxic  combination  chemotherapy  with;  regression 
of  metastatic  hepatomegaly  from  mammary  carcinoma 
[Recent  Advances  in  Medicine  and  Surgery],  2442 
Fulminating  Renal  Failure  [Clinicopathologic  Conference], 
2546 

Function  of  the  Child  Guidance  Clinic  (Charatan),  3033 
Fungi,  effect  of  allergens  on:  growth  of  Mucor  with  protein 
derivative  of  M.  tuberculosis  and  with  pollen  allergen, 
2094 

Fungus  infections,  superficial,  in  Northern  New  York  State. 

II,  2536 

Furocoumarins:  care  of  aging  skin,  2988 

Gallbladder,  septate,  intramural  diverticulosis  (Rokitansky- 
Aschoff  sinuses)  in  [Correlation  Conferences  in  Radiology 
and  Pathology],  3006 

Gallstones:  current  status  of  surgery  for  chronic  pancreatitis 
[Recent  Advances  in  Medicine  and  Surgery],  2205 
Gastric 

cancer,  clinically  recurrent,  problem  of,  1971 
hemorrhage,  massive  recurrent,  due  to  gastritis  cured  by 
total  gastrectomy,  2910 

mucosa,  ectopic,  of  esophagus;  study  on  histogenesis, 
1831 

Geriatrics:  cardiac  paradox  of  senior  citizen;  phenomenon  of 
age  [Cardiac  Rehabilitation],  2461 
Germicide,  residual,  clinical  trial  of,  3026 
Gliomas,  primary,  of  brain,  chemotherapy  of,  1933 
Glomerulitis:  fever  and  anemia  [Clinicopathologic  Con- 

ference], 2672 

Glomerulonephritis:  joint  pain  and  oliguria  [Clinicopatho- 
logic Conference],  1732 

Glomerulonephritis:  proteinuria  and  hematuria  in  adolescent 
[Clinicopathologic  Conference],  2783 
Glossectomy , speech  after,  1836 

Glutethimide:  ambulatory  withdrawal  treatment  of  heroin 
addicts,  1846 

Granular  Cell  Myoblastoma  of  the  Male  Breast  (Peison  and 
Bigelow),  1753 

Gynecologic  cancer,  experiences  with  chemotherapy  in,  2431 

Halothane-air  anesthesia,  practicality  of,  2185 
Hamartoma,  bronchial:  recurrent  pneumonia  [Correlation 

Conferences  in  Radiology  and  Pathology],  1857 
Hand,  burns  of,  immediate  excision  and  skin  grafting  of, 
2684 

Hand,  shoulder-,  syndrome,  1717 
Hansen’s  disease,  foot  ulcers  in,  3021 

Hay  fever:  end  results  of  allergy  in  infants  and  children, 
2303 

Hay  fever,  ragweed,  use  of  poisonoak  extract  in;  double- 
blind study,  2050 

Hearing:  relative  merits  of  surgical  procedures  in  treatment 
of  Meniere’s  disease,  2876 
Heart 

block,  complete,  and  sudden  postoperative  death  [Clinical 
Anesthesia  Conference],  2696 
disease,  carcinoid;  roentgenology,  2314 
imipramine  myocardial  toxicity,  1979 

joint  pain  and  oliguria  [Clinicopathologic  Conference], 
1732 

magnitude  of  silent  coronary  disease,  2865 
prolonged  benign  T-wave  inversion  following  paroxysmal 
ventricular  tachycardia,  2100 
ventricular  tachycardia  of  twenty -two  days  duration; 

treatment  by  external  electric  countershock,  1952 
see  also  Cardiac 

Hemangiomas,  infantile,  treatment  of;  active  intervention 
or  conservative  management  of  strawberry  nevi?,  2076 
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Hematogenous  Pyogenic  Spondylitis  (Pollack,  Spinner,  and 
Richman),  2870 

Hematuria  and  proteinuria  in  adolescent  [Clinicopathologic 
Conference],  2783 

Hemipelvectomy,  removal  of  phantom  pain  after,  2907 
Hemochromatosis:  hepatomegaly,  ascites,  and  reasonably 

normal  liver  function  test  results  [Clinicopathologic  Con- 
ference], 2892 

Hemorrhage,  massive  recurrent  gastric,  due  to  gastritis  cured 
by  total  gastrectomy,  2910 

Hemorrhagic  Diathesis  Due  to  Defibrination  [Clinical  Anes- 
thesia Conference],  1860 

Hemosiderosis:  hepatomegaly,  ascites,  and  reasonably  nor- 
mal liver  function  test  results  [Clinicopathologic  Con- 
ference], 2892 

Hepatic  Bile  Duct  Atresia  (Sterling),  1826 
Hepatic:  see  also  Liver 

Hepatomegaly,  Ascites,  and  Reasonably  Normal  Liver  Func- 
tion Test  Results  [Clinicopathologic  Conference],  2892 
Hepatomegaly,  metastatic,  regression  of,  from  mammary 
carcinoma;  cytotoxic  combination  chemotherapy  with 
5-FU  [Recent  Advances  in  Medicine  and  Surgery],  2442 
Heroin  addicts,  ambulatory  withdrawal  treatment  of,  1846 
High  Serum  Transaminase  and  Lactic  Acid  Dehydrogenase 
Levels  in  Dissecting  Aneurysm  of  Aorta  (Mold),  1747 
Homochlorcyclizine,  short-  and  long-term  effects  of,  in  chronic 
bronchial  asthma,  2318 

Hospitals,  Jewish,  of  New  York  City,  rise  of,  3027 
Hydroxyzine  Hydrochloride  in  Treatment  of  Behavioral 
Disturbances  in  Mentally  Retarded  Children  (Giannini), 
1721 

Hyperabduction  syndrome:  neurovascular  syndromes  of 

upper  extremities,  2655 

Hypercalcemia,  recurrent,  associated  with  recurrent  hyper- 
thyroidism; with  and  without  symptoms,  1938 
Hyperparathyroidism,  congenital  pharyngeal  pouch  forma- 
tion with,  2568 

Hypertension,  renal  [Correlation  Conferences  in  Radiology 
and  Pathology],  2329 

Hyperthermia:  diethyl  ether  anesthesia  and  nitrogen  mus- 
tard; synergistic  effects  on  central  nervous  system,  2764 
Hyperthyroidism,  recurrent,  recurrent  hypercalcemia  asso- 
ciated with;  with  and  without  symptoms,  1938 
Hypertonic  Dehydration  (de  Leon  and  Bergstrom),  2157 
Hypnosis:  removal  of  phantom  pain  after  hemipelvectomy, 
2907 

Hypocholesteremic  agents,  cutaneous  effects  of  [Nutrition 
Excerpts],  2559 

Hypoglycemics:  survival  of  patient  with  diabetes  mellitus 
in  thermonuclear  war,  2767 

Hypoproteinemic  Edema;  A Rare  Complication  of  Chronic 
Ulcerative  Colitis  (Rosh),  2339 
Hypotension:  intraoperative  fluid  therapy;  relationship  to 
anesthetic  and  surgical  complications,  2646 

Identification  of  the  Allergic  Child  (Rapaport),  1945 
Imipramine  Myocardial  Toxicity  (Edwards),  1979 
Immediate  Excision  and  Skin  Grafting  of  Burns  of  the  Hand 
(Thorbjarnarson  and  Lewis),  2684 
Incidence  of  Cirrhosis  in  Oral  Cancer  (Vincent,  Marchetta, 
and  Nigogosyan),  2174 
Industry,  post-traumatic  neuroses  of,  2161 
Infantile  hemangiomas,  treatment  of;  active  intervention 
or  conservative  management  of  strawberry  nevi?,  2076 
Infants  and  children,  end  results  of  allergy  in,  2303 
Infection:  hematogenous  pyogenic  spondylitis,  2870 
Infections,  superficial  fungus,  in  Northern  New  York  State. 
II,  2536 

Infectious  Factors  in  Perinatal  Mortality  [Maternal  and 
Child  Welfare]  (Schoeneck),  2803 
Insulin:  clinical  concept  of  prediabetes  [Recent  Advances  in 
Medicine  and  Surgery],  2885 

Insulin:  survival  of  patient  with  diabetes  mellitus  in  thermo- 
nuclear war,  2767 

Intestinal  Obstruction  Due  to  Endometriosis  of  Ileocecal 
Valve  (Nussbaum,  Kabakow,  and  Ginzburg),  2109 
Intramural  Diverticulosis  (Rokitansky-Aschoff  Sinuses)  in 
Septate  Gallbladder  [Correlation  Conferences  in  Radiology 
and  Pathology],  3006 

Intraoperative  Fluid  Therapy;  Relationship  to  Anesthetic 
and  Surgical  Complications  (Terry  and  Trudnowski), 
2646 

Introductory  Remarks  [Conference  on  Aging]  (Ronan),  2810 
Iron:  serum  reactions  with  ferric  chloride,  2347 

Jaundice,  Ascites,  and  Death  [Clinicopathologic  Conference], 
1958 

Jaundice:  hepatic  bile  duct  atresia,  1826 

Jaundice,  neonatal,  and  cretinism,  2914 

Jewish  hospitals  of  New  York  City,  rise  of,  3027 

Joint  Pain  and  Oliguria  [Clinicopathologic  Conference],  1732 

Keratoses:  care  of  aging  skin,  2988 

Kidney:  abdominal  mass  [Correlation  Conferences  in  Radi- 
ology and  Pathology],  2789 
Kidney:  see  also  Renal 
Kober,  George  M.,  M.D.,  life  of,  1764 

Lactic  acid  dehydrogenase  and  high  serum  transaminase 
levels  in  dissecting  aneurysm  of  aorta,  1747 
Left  Costovertebral  Angle  Pain  and  Acute  Abdominal  Con- 
dition [Clinicopathologic  Conference],  2210 


Lega  Aspects  [Medicolega  Aspects  of  the  Practice  of  Al- 
lergy ] [Proceedings,  New  York  Allergy  Society  ] (Shapero) , 
2639 

Leprosy:  foot  ulcers  in  Hansen’s  disease,  3021 
Leukemia,  human,  cultivation  in  vitro  of  myeloblasts  from, 
2279 

Leurocristine  sulfate:  chemotherapy  of  primary  gliomas  of 
brain,  1933 

Life  of  George  M.  Kober,  M.D.  (Fitzgerald),  1764 
Liver 

function  test  results,  reasonably  normal,  hepatomegaly, 
and  ascites  [Clinicopathologic  Conference],  2892 
incidence  of  cirrhosis  in  oral  cancer,  2174 
jaundice,  ascites,  and  death  [Clinicopathologic  Confer- 
ence], 1958 
see  also  Hepatic 

Longevity,  comparative,  of  physicians  and  general  popula- 
tion of  white  males,  1849 

Long-Lasting  Troches;  A New  Vehicle  Formulation  (Kut- 
scher,  Zegarelli,  Goldstein,  and  Beckerman),  2220 
Lumbar  sympathectomy,  surgical  approach  to;  new  con- 
cept, 1863 

Lung:  facet  of  chronic  respiratory  disease,  1727 
Lymphadenitis:  fever  and  anemia  [Clinicopathologic  Con- 
ference], 2672 

Lymphangiomas  of  Mesentery  and  Retroperitoneum  (Gordon 
and  Eufrate),  1871 

Lymphogranuloma  venereum:  stenosing  lesion  of  anorectal 
canal;  problem  in  differential  diagnosis  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  2082 

Magnitude  of  Silent  Coronary  Disease  (Master  and  Geller), 
2865 

Malignant  disease:  speech  after  glossectomy,  1836 
Malignant  Neoplasms  in  Nondescended  Testes  (Abbate, 
Perlow,  and  Crampton),  3012 

Mammary  carcinoma,  regression  of  metastatic  hepatomegaly 
from;  cytotoxic  combination  chemotherapy  with  5-FU 
[Recent  Advances  in  Medicine  and  Surgery],  2442 
Mammography  and  biopsy,  2751 

Management  of  Corrosive  Esophagitis;  Analysis  of  Treat- 
ment, Methods,  and  Results  (Cardona  and  Daly),  2307 
Management  of  the  Emotionally  111  Child;  Long-Term 
Trials  with  a New  Agent  (Krakowski),  2070 
Massive  Recurrent  Gastric  Hemorrhage  Due  to  Gastritis 
Cured  by  Total  Gastrectomy  (Berman  and  Prior),  2910 
Maternal  and  Child  Welfare  (Series),  1755,  2088,  2335,  2565, 
2803 

Medical  Advertising;  Its  Role,  Ethics,  and  Concepts  (Lind- 
ner), 1990 

Medical  Aspects  [Medicolegal  Aspects  of  the  Practice  of 
Allergy]  [Proceedings,  New  York  Allergy  Society],  2644 
Medicine:  see  Recent  Advances  in  Medicine  and  Surgery 

(Series) 

Medicolegal  Aspects  of  the  Practice  of  Allergy  [Proceedings, 
New  York  Allergy  Society],  2639 
Meniere’s  disease,  relative  merits  of  surgical  procedures  in, 
2876 

Meningiomas,  bilateral,  preoperative  diagnosis  of,  by  carotid 
angiography,  2688 

Mental  health:  function  of  child  guidance  clinic,  3033 
Mentally  retarded  children,  hydroxyzine  hydrochloride  in 
treatment  of  behavioral  disturbances  in,  1721 
Meprobamate:  ambulatory  withdrawal  treatment  of  heroin 
addicts,  1846 

Mesentery  and  retroperitoneum,  lymphangiomas  of,  1871 
Methoxamine  for  Supraventricular  Tachycardia  [Clinical 
Anesthesia  Conference],  2086 
Methoxsalen:  care  of  aging  skin,  2988 

Microscope,  electron,  evidence  of  potential  blood  flow  from 
vein  to  capillary  bed  in  brain,  2917 
Migratory  Venous  Thrombosis  and  Cancer  (Nusbacher), 
2166 

Mold-sensitive  patients,  skin  test  reactions  in,  in  relation  to 
presence  of  molds  in  their  homes,  2533 
Multiple  Myeloma  in  Siblings  (Thomas),  2096 
Myeloblasts  from  human  leukemia,  cultivation  in  vitro  of, 
2279 

Myeloma,  multiple,  in  siblings,  2096 
Myoblastoma,  granular  cell,  of  male  breast,  1753 
Myocardial  infarction:  magnitude  of  silent  coronary  disease, 
2865 

Myocardial  toxicity,  imipramine,  1979 

Myocarditis:  fever  and  anemia  [Clinicopathologic  Con- 

ference], 2672 

Myxedema,  deafness  in,  2792 

Naphthalene  Poisoning  [Accidental  Chemical  Poisonings], 
1762 

Narcotics:  ambulatory  withdrawal  treatment  of  heroin  ad- 
dicts, 1846 

Nausea,  Vomiting,  Weakness,  and  Cardiac  Arrhythmia 
[Clinicopathologic  Conference],  2321 
Neonatal  Jaundice  and  Cretinism  (Eden  and  Weinstein), 
2914 

Neoplasms,  malignant,  in  nondescended  testes,  3012 
Nephritis:  fulminating  renal  failure  [Clinicopathologic  Con- 
ference], 2546 

Nephrocalcinosis:  proteinuria  and  hematuria  in  adolescent 
[Clinicopathologic  Conference],  2783 
Neurilemmoma  of  Os  Calcis  (Cucolo,  Pearlman,  and  Rama- 
chandran),  3015 
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Neurofibromatosis  with  Extensive  Involvement  of  Cervical 
Nerve  Roots  (Herman,  Robinson,  and  Schwartz),  1750 

Neuroses,  post-traumatic,  of  industry,  2161 

Neurovascular  Syndromes  of  Upper  Extremities  (Spring  and 
Reich),  2655 

New  Phenoxyacetamide  Systemic  Anesthetic;  Toxicity 
and  Clinical  Studies  (Lear,  Tangoren,  Chiron,  Pallin,  and 
Allen),  2177 

New  Rapid  Paper  Strip  Method  for  Determining  Urine 
Chloride  (Hoffman  and  Holtzman),  1988 

Newer  Concepts  in  Penicillin  Allergy  [Recent  Advances  in 
the  Diagnosis  of  Penicillin  Allergy]  [Proceedings,  New 
York  Allergy  Society]  (Grieco),  1703 

Nitrogen  mustard:  chemotherapy  of  primary  gliomas  of 

brain,  1933 

Nitrogen  mustard  and  diethyl  ether  anesthesia;  synergistic 
effects  on  central  nervous  system,  2764 

Nodose  Erythema  Induratum  (Bazin’s  Disease)  (Irgang), 
2580 

Nonanesthetic  Explosions  During  Surgery  [Clinical  Anes- 
thesia Conference],  2333 

Nursing  home  residents,  study  of;  preventive  rehabilitation, 
1882 

Nutrition  Excerpts  (Series),  1739,  2559 


Obesity:  clinical  concept  of  prediabetes  [Recent  Advances 

in  Medicine  and  Surgery],  2885 
Oliguria  and  joint  pain  [Clinicopathologic  Conference], 
1732 

Oncovin:  chemotherapy  of  primary  gliomas  of  brain,  1933 
Opipramol  hydrochloride:  management  of  emotionally  ill 

child;  long-term  trials  with  new  agent,  2070 
Oral  cancer,  incidence  of  cirrhosis  in,  2166 
Osteolysis  and  Pseudofractures  of  the  Femur  [Correlation 
Conferences  in  Radiology  and  Pathology],  2555 
Osteomyelitis,  chronic,  peroral  oxacillin  in;  preliminary  eval- 
uation, 2414 

Oxacillin,  peroral,  in  chronic  osteomyelitis;  preliminary  eval- 
uation, 2414 

Oxytetracyline  and  chloramphenicol  in  surgery  of  urinary 
tract,  comparative  evaluation  of,  2201 

Paget’s  disease:  osteolysis  and  pseudofractures  of  femur 

[Correlation  Conferences  in  Radiology  and  Pathology] , 
2555 

Pancreas,  cystic  fibrosis  of,  sialographic  studies  in  patients 
with,  2704 

Pancreatitis,  chronic,  current  status  of  surgery  for  [Recent 
Advances  in  Medicine  and  Surgery],  2205 
Pathology:  see  Clinicopathologic  Conference  (Series),  Corre- 
lation Conferences  in  Radiology  and  Pathology  (Series) 
Pelvic  endometriosis,  endometriosis  of  sigmoid  colon  without 
associated,  2798 

Periarteritis  nodosa:  joint  pain  and  oliguria  [Clinicopatho- 
logic Conference],  1732 

Perinatal  Mortalities  Involving  Trauma  [Maternal  and 
Child  Welfare]  (Schoeneck),  1755 
Perinatal  Mortality  Due  to  Abruptio  Placentae  [Maternal 
and  Child  Welfare]  (Schoeneck),  2564 
Perisplenitis:  left  costovertebral  angle  pain  and  acute  ab- 
dominal condition  [Clinicopathologic  Conference],  2210 
Peroral  Oxacillin  in  Chronic  Osteomyelitis;  Preliminary 
Evaluation  (Borchardt  and  Hoffmeister),  2414 
Peruvians  and  Africans,  tropical,  blood  pressure  comparisons 
in,  2584 

Pharyngeal  pouch  formation,  congenital,  with  hyperpara- 
thyroidism, 2568 

Physician  as  Teacher,  Student,  and  Practitioner  (Tarlov), 
1769 

Physicians  and  general  population  of  white  males,  compara- 
tive longevity  of,  1849 

Phenergan:  control  of  pain  in  certain  peripheral  vascular 
disorders,  1839 

Phenoxyacetamide  systemic  anesthetic,  new;  toxicity  and 
clinical  studies,  2177 

Physical  Fitness  in  Children  (Bauer),  1821 
Pneumococcic  arthritis,  suppurative,  2573 
Pneumonia,  recurrent  [Correlation  Conferences  in  Radiology 
and  Pathology],  1857 

Poison:  see  Accidental  Chemical  Poisonings  (Series) 
Poisonoak  extract,  use  of,  in  ragweed  hay  fever;  double- 
blind study,  2050 

Poliomyelitis  viruses,  Type  III,  antigenic  variations  among, 
2058 

Pollinosis:  identification  of  allergic  child,  1945 
Pollution,  air:  facet  of  chronic  respiratory  disease,  1727 
Polycystic  renal  disease,  unilateral,  2465 

Polyps:  adenomas  of  colon  and  rectum  (Panel  Discussion), 
2418 

Popliteal  cysts,  bilateral,  in  patient  with  rheumatoid  arthritis, 
2107 

Post-Traumatic  Neuroses  of  Industry  (Mintz),  2161 
Practicality  of  Halothane-Air  Anesthesia  (Markello  and 
King),  2185 

Pregnancy:  see  Maternal  and  Child  Welfare  (Series) 
Preoperative  Diagnosis  of  Bilateral  Meningiomas  by  Carotid 
Angiography  (Dziadiw  and  Gannon),  2688 
Prevention  of  Alcoholism;  How  to  Drink  and  Stay  Sober 
(Terhune),  2041 

Preventive  Rehabilitation;  A Study  of  Nursing  Home  Resi- 
dents (Muller),  1882 


Price  of  Our  Success  [Conference  on  Aging]  (Snow),  2811 
Primary  Reading  Epilepsy  (Zlotlow) , 2472 
Problem  of  Clinically  Recurrent  Gastric  Cancer  (Fortner  and 
Booher),  1971 

Proceedings,  New  York  Allergy  Society  (Series),  1703,  2639 
Prolonged  Benign  T-Wave  Inversion  Following  Paroxysmal 
Ventricular  Tachycardia  (Rakov),  2100 
Promethazine:  control  of  pain  in  certain  peripheral  vascular 
disorders,  1839 

Proteinuria  and  Hematuria  in  an  Adolescent  [Clinicopatho- 
logic Conference],  2783 

Psychiatric  care  in  New  York  City,  changing  patterns  of, 
2435 

Pyelonephritis:  fulminating  renal  failure  [Clinicopathologic 
Conference],  2546 

Pyelonephritis:  hepatomegaly,  ascites,  and  reasonably  nor- 
mal liver  function  test  results  [Clinicopathologic  Con- 
ference], 2892 

Quinine:  control  of  pain  in  certain  peripheral  vascular  dis- 
orders, 1839 

Radiation 

care  of  aging  skin,  2988 

therapy:  chromosomal  patterns  in  cancer  patients  during 
treatment,  2407 

therapy:  renal-cell  cancer  [Recent  Advances  in  Medicine 
and  Surgery];  part  III:  types  of  treatment,  2771 
Radiology:  see  Correlation  Conferences  in  Radiology  and 
Pathology  (Series) 

Rationalizations  for  Continued  Smoking  (Davidson),  2993 
Reading  epilepsy,  primary,  2472 

Recent  Advances  in  the  Diagnosis  of  Penicillin  Allergy  [Pro- 
ceedings, New  York  Allergy  Society],  1703 
Recent  Advances  in  Medicine  and  Surgery  (Series),  1851, 
2205,  2442,  2539,  2658,  2771,  2885 
Recent  Drug  Treatment  of  Nonhospitalized  Tuberculosis 
Patients  (Ruppe),  2054 

Recommended  Dietary  Allowances — 1963  (Maynard),  1739 
Rectum  and  colon,  adenomas  of  (Panel  Discussion),  2418 
Rectum  and  colon,  carcinoma  of;  conservatism  and  pallia- 
tion in  management,  1713 

Recurrent  Hypercalcemia  Associated  with  Recurrent  Hyper- 
thyroidism; With  and  Without  Symptoms  (Bauman  and 
Rosen),  1938 

Recurrent  Pneumonia  [Correlation  Conferences  in  Radiology 
and  Pathology],  1857 

Regression  of  Metastatic  Hepatomegaly  from  Mammary 
Carcinoma;  Cytotoxic  Combination  Chemotherapy  with 
5-FU  [Recent  Advances  in  Medicine  and  Surgery]  (Green- 
span), 2442 

Rehabilitation  of  the  Cardiac  Farmer  [Cardiac  Rehabilita- 
tion] (Fisher),  2217 

Rehabilitation,  preventive;  study  of  nursing  home  residents, 
1882 

Relative  Merits  of  Surgical  Procedures  in  Treatment  of 
Meniere’s  Disease  (Altmann),  2876 
Removal  of  Phantom  Pain  After  Hemipelvectomy  (Ament, 
Grace,  Phelan,  and  Ament),  2907 
Renal-Cell  Cancer  [Recent  Advances  in  Medicine  and  Sur- 
gery] (Grabstald);  part  I:  Incidence,  Etiology,  Natural 
History,  and  Prognosis,  2539;  Part  II:  Diagnostic  Find- 
ings, 2659;  Part  III:  Types  of  Treatment,  2771 
Renal  Hypertension  [Correlation  Conferences  in  Radiology 
and  Pathology],  2329 
Renal 

disease:  acute  anuria  associated  with  chlorothiazide  and 
hydrochlorothiazide  therapy:  recovery,  1865 
disease,  unilateral  polycystic,  2465 

failure,  acute,  term  delivery  followed  by  [Clinicopathologic 
Conference],  2450 

failure,  fulminating  [Clinicopathologic  Conference],  2546 
see  also  Kidney 

Respiratory  disease,  chronic,  facet  of,  1727 
Results  of  Study  [Recent  Advances  in  the  Diagnosis  of  Peni- 
cillin Allergy]  [Proceedings  New  York  Allergy  Society] 
(Finke),  1705 

Resuscitation,  cardiopulmonary;  review  of  one  year’s  ex- 
perience in  general  hospital,  1929 
Resuscitation,  closed-chest  cardiopulmonary;  results  and 
criteria  for  application,  2523 

Retarded  children,  mentally,  hydroxyzine  hydrochloride  in 
treatment  of  behavioral  disturbances,  1721 
Retrograde  Aortography;  Retrospective  Evaluation  of  Its 
Place  in  the  General  Hospital  (Kittredge,  Hemley,  Kanick, 
and  Finby),  2283 

Retroperitoneum  and  mesentery,  lymphangiomas  of,  1871 
Rheumatoid  arthritis,  bilateral  popliteal  cysts  in  patient  with, 
2107 

Rhinitis:  identification  of  allergic  child,  1945 
Rise  of  the  Jewish  Hospitals  of  New  York  City  (Levitan), 
3027 

Roentgenology;  carcinoid  heart  disease,  2314 
Rokitansky-Aschoff  sinuses,  intramural  diverticulosis  in 
septate  gallbladder  [Correlation  Conferences  in  Radiology 
and  Pathology],  3006 

Scalenus  anticus  syndrome:  neurovascular  syndromes  of 

upper  extremities,  2655 
Sciatica,  cyclic,  due  to  endometriosis,  1983 
Science  writing,  development  of  art  of,  2920 
Septate  gallbladder,  intramural  diverticulosis  (Rokitansky- 
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Aschoff  sinuses)  in  [Correlation  Conferences  in  Radiology 
and  Pathology],  3006 

Serum  Reactions  with  Ferric  Chloride  (Zucker),  2347 
Short-  and  Long-Term  Effects  of  Homochlorocyclizine  in 
Chronic  Bronchial  Asthma  (Leibowitz  and  Markow), 
2318 

Shoulder-Hand  Syndrome  (Beasley),  1717 
Sialographic  Studies  in  Patients  with  Cystic  Fibrosis  of  the 
Pancreas  (Mandel,  Kutscher,  Zegarelli,  Denning,  and 
Ragosta) , 2704 

Sigmoid  colon,  endometriosis  of,  without  associated  pelvic 
endometriosis,  2798 

Sinuses,  Rokitansky-Aschoff,  intramural  diverticulosis  in 
septate  gallbladder  [Correlation  Conferences  in  Radiology 
and  Pathology],  3006 

Skin  Test  Reactions  in  Mold-Sensitive  Patients  in  Relation 
to  Presence  of  Molds  in  Their  Homes  (Sherman  and  Merk- 
samer),  2533 
Skin 

aging,  care  of,  2988 

aging,  sun  exposure  and,  2066 

grafting  of  burns  of  hand,  immediate  excision  and,  2684 
Smoking,  continued,  rationalizations  for,  2993 
Smoking:  facet  of  chronic  respiratory  disease,  1727 
Soaks,  warm,  technic  for  application  of,  2808 
Speech  after  Glossectomy  (Duguay),  1836 
Spinal  or  epidural  anesthesia,  excessive  spread  of  [Clinical 
Anesthesia  Conference],  2905 
Spine:  hematogenous  pyogenic  spondylitis,  2870 
Splenitis:  fever  and  anemia  [Clinicopathologic  Conference], 
2672 

Spondylitis,  hematogenous  pyogenic,  2870 
Stenosing  Lesion  of  the  Anorectal  Canal;  A Problem  in 
Differential  Diagnosis  [ Correlation  Conferences  in  Radi- 
ology and  Pathology],  2082 

Steroids:  ulcerative  colitis  in  children  [Recent  Advances  in 
Medicine  and  Surgery],  1851 

Stomach:  problem  of  clinically  recurrent  gastric  cancer,  1971 
Stroke  Patient  Can  Be  Rehabilitated  [Cardiac  Rehabilita- 
tion] (Gordon),  2902 

Subarachnoid  Puncture  During  Attempted  Epidural  Anesthe- 
sia [Clinical  Anesthesia  Conference],  3010 
Subungual  Exostosis  on  a Forefinger  (Lowenthal),  2691 
Sun  Exposure  and  Skin  Aging  (Daniels),  2066 
Superficial  Fungus  Infections  in  Northern  New  York  State. 
II  (Saunders),  2536 

Suppurative  Pneumococcic  Arthritis  (Argen),  2573 
Surgery  of  urinary  tract,  comparative  evaluation  of  oxytetra- 
cycline  and  chloramphenicol  in,  2201 
Surgery:  see  also  Clinical  Anesthesia  Conference  (Series), 
Recent  Advances  in  Medicine  and  Surgery  (Series) 
Surgical  and  anesthetic  complications,  relationship  to;  intra- 
operative fluid  therapy,  2646 

Surgical  Approach  to  Lumbar  Sympathectomy;  New  Con- 
cept (Wilder),  1863 

Survival  of  the  Patient  with  Diabetes  Mellitus  in  a Thermo- 
nuclear War  (Bergen),  2767 

Sympathectomy,  lumbar,  surgical  approach  to;  new  concept, 
1863 

Tachycardia 

paroxysmal  ventricular,  prolonged  benign  T-wave  inver- 
sion following,  2100 

supraventricular,  methoxamine  for  [Clinical  Anesthesia 
Conference],  2086 

ventricular,  of  twenty-two  days  duration;  treatment  by 
external  electric  countershock,  1952 
Technic  for  Application  of  Warm  Soaks  (Miller),  2808 
Term  Delivery  Followed  by  Acute  Renal  Failure  [Clinico- 
pathologic Conference],  2450 

Terramycin:  comparative  evaluation  of  oxy tetracycline  and 
chloramphenicol  in  surgery  of  urinary  tract,  2201 
Testes,  nondescended,  malignant  neoplasms  in,  3012 
Testis,  classification  of  tumors  of,  2191 

Thermonuclear'  war,  survival  of  patient  with  diabetes  mellitus 
in,  2767 

Thrombo-embolic  disease,  vena  cava  plication  for,  2344 
Thrombosis,  migratory  venous,  and  cancer,  2166 
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When  psychic  tension  mounts.. 


in  patients  with  associated  depressive 
symptomatology 

Psychic  tension,  anxiety  or  depression  seldom 
appear  in  clinical  practice  as  a pure  state.  Insomnia, 
irritability,  fatigue  and  other  symptoms  of  psychic 
tension,  for  example,  may  often  be  mixed  with 
depressive  symptoms  such  as  crying  spells,  feelings 
of  futility  or  lack  of  self-esteem.  Some  of  the 
older  psychotherapeutic  agents  are  limited  in  their 
usefulness  in  treating  disorders  with  such  mixed 
symptoms,  since  they  may  precipitate  a depressive 
reaction  or  deepen  an  existing  one. 


From  the  clinical  record  of  Valium  (diazepam) 


Diagnosis 

No.  of 
patients 

Excellent 
to  good 
results 

I Per 
| imp, 

Tension/ anxiety  with 
Depressive  symptoms 

1409 

1045 

I 

74% 

Psychoneurotic 

reactions 

4620 

3790 

80 % 

Psychophysiologic 

disturbances 

3666 

2974 

81 % 

Muscle  spasm  in 
cerebral  palsy  and 
athetosis 

488 

256 

52% 

Clinical  use  of  Valium  (diazepam)  in  psychic 
tension  with  depressive  symptomatology 


The  most  commonly  encountered  side  effects  were 
fatigue,  drowsiness  and  ataxia;  in  most  instances 
these  were  dose-related  and  could  be  avoided  by 
proper  dosage  adjustment.  Mild  nausea  and  dizziness 
have  also  been  reported. 


Valium  (diazepam)  therapy  generally  avoids  this 
clinical  problem.  Indeed,  as  many  investigators 
have  noted,  it  appears  to  be  a highly  useful  adjunct 
in  patients  with  psychic  tension  or  anxiety  with 
associated  depressive  symptomatology. 

An  indication  of  the  usefulness  of  Valium  (diaze- 
pam) in  this  condition,  as  well  as  of  the  results 
that  may  be  expected  from  its  administration  in 
a variety  of  clinical  situations,  is  shown  by  the 
accompanying  table,  which  is  a partial  analysis 
of  clinical  reports  submitted  by  more  than  900 
clinical  investigators  and  on  file  in  the  Medical 
Department,  Hoffmann  - La  Roche  Inc. 
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The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress. ..as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 
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biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate 
than  earlier  tetracyclines1 ...  a favorable  depot  effect  resulting  from  protein  bind- 
ing and  greater  mg.  potency ...  all  giving  higher,  sustained  in  vivo  activity  which 
continues  long  after  the  last  dose.  @ 
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